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Background. Migraine is a common neurological disorder characterized by severe headache attacks that may be debilitating. )e
objective of this study is to determine the knowledge and attitudes of general practitioners in the hospital districts of the city of
Ouagadougou on migraine. Methods. )is cross-sectional study was carried out in hospital districts of Ouagadougou. )e data
were collected during three months from February 1 to April 30, 2020. Results. )e study included 116 general practitioners.
)irteen percent of them were suffering from migraine. All participants had previous experience with migraine diagnosis before
the survey. Eighty percent of general practitioners had a good level of knowledge of ICDH-3 criteria (knowing 6-7 criteria). )e
most widely recognized IHS criteria were pulsatility quality (93.1%), photophobia or sonophobia (80.2%), and mild-to-moderate
intensity (80%). Ninety-five (81.9%) general practitioners rarely ordered brain imaging. )e most common acute treatments were
nonsteroidal inflammatory drug (39.47%), paracetamol (44.74%), and derivate of ergot (3.95%). )e most common preventive
treatments were amitriptyline (27.8%), derivate of ergot (18.9%), and NSAID (16.7%). )e majority of general practitioners
(56.9%) have referred headache patients to a colleague or specialist. Conclusions. Our study found that diagnostic criteria and
acute treatment of migraine were well known by the majority of general practitioners, in contrast of preventive treatment.

1. Background

Migraine is a common neurological disorder characterized
by severe headache attacks that may be debilitating [1, 2].
)e diagnosis is based on the International Classification of
Headache Disorders (ICHD-3 beta version) diagnostic
criteria published in 2013. Migraine is one of the most
common conditions presenting to both a primary care and
general neurology practice [3]. )e World Health Organi-
zation has declared migraine a major public health problem
due to a lack of knowledge about its causes and effective
treatment options [4]. Primary care is an important setting

for the management of migraine, and in many countries,
most migraine consultations occur in this context [5].
Migraineurs who consult PCPs for migraine may not receive
a correct diagnosis [6] and/or may not receive adequate
treatment [7].)ere have been few studies investigating how
to improve migraine education in the primary care setting
[8–10]. )ere are African recommendations on the man-
agement of migraine in adults [11]. To our knowledge, there
are not yet studies on the evaluation on the migraine
management of GPs in Sub-Saharan Africa, as in Burkina
Faso. )e objective of our study was to assess the knowledge
of general practitioners of the five hospital districts of
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Ouagadougou in order to optimize their knowledge, atti-
tudes, and practices in the face of migraine.

2. Materials and Methods

2.1. Study Profile. We carried out a descriptive cross-sec-
tional study in the five hospital districts of the city of
Ouagadougou, during a period of 3 months from February 1
to April 30, 2020.

2.2. Study Population. )e study population consisted of
GPs of the five hospital districts of Ouagadougou who
consented to participate in the survey.

2.3. Sampling. )is was a systematic nonrandom sample of
general practitioners working in the five hospital districts of
the city of Ouagadougou.

2.4. ,e Questionnaire. Data were collected using a self-
administered anonymous questionnaire comprising four
parts: sociodemographic data of participants (age, sex, se-
niority, medical background, specific training on migraine,
and internship in neurology); familiarity of migraine
(number of migraineurs consulted per year and age of
migraine patients at the time of diagnosis); migraine diag-
nosis (criteria of migraine, types of investigations in case of
migraine, indication of these investigations, colleague
opinion award, use of a headache diary, assessment of the
handicap generated by migraine, and complications of
migraine); and management of migraine (knowing VAS,
type of acute treatment, conditions of initiation of acute
treatment, conditions of initiation of prophylactic treatment,
type of prophylactic treatment, and duration of prophylactic
treatment). )e questionnaire was semistructured in which
the participant had to answer with <yes, <no, or <do not
know or to choose one or more answers among those which
were proposed to him. Some questions were open-ended.
)e initial version of the questionnaire was composed by
three of the authors of this work (ZA, DAA, and CN) and
was changed to the final form after revision for content
validity and clarity by a pretest study that was carried
randomly in 15 GPs working in other medical centers.

2.5. Data Collection and Analysis

2.5.1. Procedure of Collection. GPs from the five district
hospitals in the city of Ouagadougou were visited in the time
of the survey. In each district, we first met with the district
authorities to obtain lists of GPs and their consultation
program. We met all the GPs and present them the au-
thorization of Health Ministry of Burkina Faso. All the GPs
presented in the time of the visit were asked to answer the
questionnaires at their workplace. After receiving their
verbal consent to participate, they received the paper version
of the questionnaire. Depending on their availability, the
questionnaire was completed in the time of the visit or later
and returned back with care unit supervisors.

2.5.2. Data Analysis. )e data collected were analyzed by
using Epi Info version 7.2. )e quantitative variables were
expressed as means and standard deviation. )e qualitative
variables were expressed in numbers and in percentage.

2.6. Assessments. We questioned GPs on the criteria which
in the face of a headache make them pose the diagnosis of
migraine without aura. )ey were evaluated according to
knowing ICDH 3 diagnosis criteria of migraine without
migraine. )e level of knowledge was assessed into 4 levels:
low level of knowledge: 0–4 criteria; adequate level of
knowledge: 5 criteria; good level of knowledge: 6-7 criteria;
and very good level of knowledge: all ICDH-3 criteria.
Management of migraine was evaluated according to in-
ternational guidelines. For acute treatment, the correct re-
sponse was accepted if it contained the following: NSAIDs
and/or aspirin and/or aspirin and metoclopramide and/or
paracetamol or triptans. For the prophylactic treatment, the
valid response was amitriptyline and/or oxetorone and/or
pizotifen and/or propranolol and/or topiramate, valproate
de sodium, and carbamazepine.

3. Results

3.1. Sociodemographic and Professional Characteristics.
Our study population included 116 GPs of the 5 health
districts of the city of Ouagadougou. )e mean age of
participants was 32 years. )e majority of them were men
(54.3%) and were graduated before 2015 (74.1%). )e
professional experience of the participants was 3.69 years.
Forty-six GPs (39.6%) had already completed an internship
in neurology during their initial medical training. All the
GPs worked in public health centers. )e socioprofessional
data of GPs are given in Table 1.

3.2. Experience of Migraine. Sixteen participants declared
themselves migraineur (13.8%) with a majority of women
(56.2%). All participants had previous experience with
migraine diagnosis before the survey. Of them, 95 (81.9%)
reported having consulting 5–35 migraineurs during last
year. For 81% of GPs, the mean age of migraineurs was
between 20 and 30 years.

3.3. Migraine Diagnosis. Table 2 shows the criteria used by
the GPs to establish the diagnosis of migraine without aura
(N� 116). Twenty-three GPs (19.8%) had very low knowl-
edge of ICDH-3 criteria of migraine without aura and 93
(80.2%) had a good level of knowledge of ICDH-3 criteria.
)e most widely recognized IHS criteria were pulsatility
quality (93.1%), photophobia or sonophobia (80.2%), and
moderate or severe intensity (80%). At least sixty-seven
(57.8%) GPs gave a wrong answer. )e wrong responses
were bilateral location (53.5%), very severe form of headache
(19.8%), sudden onset (6.9%), and headache in helmet
(5.2%). According to investigations in case of migraine, 95
(81.9%) GPs rarely ordered brain imaging and 21 (18.1%)
regularly or systematically prescribed brain imaging. )e
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patients who have benefited from the brain scan were those
presenting an abnormal neurological examination (67.2%), a
migraine after 50 years (63.79%), an atypical aura (51.72%),
and an attack duration over 4 hours (2.6%) and over 7 days
(18.10%).)e other investigations prescribed by GPs were an
ophthalmologic exploration (56.03%), an electroencepha-
logram (37.07%), and a sinus X-ray (18.10%).

3.4. Migraine Management. Sixty-nine participants
(59.48%) answered the question regarding visual analog
scale for pain. Of these, 49 (86.95%) gave a correct
definition of visual analog scale for pain while 20
(17.24%) reported using it in routine practice. )e
strategies of acute treatment were based on VAS for pain
(90.5%) and repercussion on daily life (97.4%). Table 3
gives the drugs used by GPs in the management of acute
and chronic migraine. Of 115 GPs who answered the
question relative to medications of migraine acute
treatment, 60 (39.47%) said they would use an NSAID, 68
(44.74%) paracetamol, and 3.95% derivate of ergot. )e
proportion of correct answers was 98%. All the partici-
pants had answered the question concerning the initia-
tion of prophylactic treatment of migraine. )e majority
of them thought that migraine prophylactic treatment
should be started when the acute treatment has failed
(66.4%), according to the impact on daily life (63.8%),
frequency of attacks (62.9%), when patient had more than

3–6 episodes of acute migraine per month (44.8%), and
intensity of headache on VAS for pain (25%). A total of 90
(77.6%) GPs answered the question according to pre-
scription of prophylactic treatment. Twenty-five re-
spondents (27.8%) would use amitriptyline, 25 (18.9%)
would use derivate of ergot, and 15 (16.7%) would use
NSAID. Forty percent of respondents would use rec-
ommended molecule. Of the 114 respondents, 43 (37.7%)
GPs regularly assessed the effectiveness of the prophy-
lactic treatment of migraine. )is evaluation took place
one month (55.8%), 3 months (39.5%), and 6 months
after initiation of prophylactic treatment (4.6%). One
hundred and eleven GPs answered the question on the
duration and the effectiveness of prophylactic treatment.
Of these, 18 (16.2%) judged effectiveness after reducing
headache frequency by 25%, 69 (62.2%) after 50% re-
duction in headache frequency, and 24 (21.6%) after 75%
reduction in headache frequency. When the prophylactic
treatment was effective, that was stopped 3 months after
its initiation (12.9%), 6 months after (40.5%), 12 months
after (6%), or never (26.7%).

3.5. Referral Pattern. )e majority of general practitioners
(56.9%) have referred headache patients to a colleague or
specialist. )e main reasons for referral were better treat-
ment (69.7%), systematically (25.75%), and for diagnosis
(4.54%). )e full version of study questionnaire is given in
Table 4.

Table 1: Sociodemographic and professional characteristics of GPs (N� 116).

Variable Study population (N� 116) Percentage
Age group (years)
< 30 41 35.3
30–40 72 62.1
> 40 2 2.6

Male gender 63 54.3
History of migraine 16 13.8
Professional experience (years)
1–5 86 74.1
5–10 25 21.6
>10 5 4.3
Completed internship in neurology 46 39.6
Number of migraineurs received last year 50 43.1

Table 2: Criteria used to establish the diagnosis of migraine (N� 116).

Diagnostic criteria for migraine Study population (N� 116) Percentage
Pulsating quality 108 93.1
Moderate or severe form of headache 93 80
Presence of photophobia or phonophobia 93 80.2
Increase in headache with physical activity 92 79.3
Bilateral headache 67 57.8
Presence of nausea or vomiting 62 53.4
Pain lasting for about 4–72 hours 60 51.7
Unilateral headache 47 40
Severe or very severe form of headache 23 19.8
Sudden onset 8 6.9
Headache in helmet 6 5.2
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4. Discussion

)is cross-sectional study is the first kind in Burkina Faso, a
developing country inWest Africa to determine the knowledge,
attitudes, and practices of GPs working in the primary health
level about migraine. Patients received the right diagnosis only
just at the lowest level in primary health care services [12, 13].
)e majority of GPs in our study (80.2%) had a good level of
knowledge of ICDH criteria ofmigraine without aura.)is high
level of knowledge could be explained by the familiarity of GPs
toward migraine. Most GPs had experienced migraine attacks
(13.8%), in high proportion than those in general population
(5.6%) [14]. Otherwise, healthcare professionals (HCPs) have
stressful jobs, are frequently on rotating work shifts, undergo
emotional stress, andwork long hours every day because of their
job requirements [15, 16]. )is high prevalence could be
explained by the fact GPs withmigrainemay bemore interested
in the study than other doctors. Similar proportion was ob-
served for primary health care physicians in Turkey (15%) [17],
but higher proportion for GPs was observed in Spain (27.4%)
[18] and in Germany (24.6%) [19]. All the GPs in our study had
alreadymade amigraine diagnosis before the survey, in contrast
with the study of Gültekin (8.3%) [17]. )is situation could be
explained by the fact that a great number of them (39.6%) had
already completed an internship in neurology during their
initial medical training. )e vast majority of GPs (81.9%) had
already reported having received 5–35 migraineurs last year.
)is frequency seems lower compared to that encountered in
other countries such as Pakistan, where among 449 family
physicians, 15.1% of them had reported seeing 21–50 migraine
patients per month [20]. )e most common diagnostic criteria

knew by GPs were pulsatile quality (93.1%), presence of pho-
tophobia or phonophobia (80.2%), mild or severe form of
headache (80%), and increase in headache with physical activity
(79.3%). )ese results were different with the study of Gültekin
which found unilateral headache (53%), throbbing character-
istic (47%), presence of nausea or vomiting (45.5%), and
presence of photophobia or phonophobia (41.7%) [17]. Re-
garding paraclinical explorations, studies have shown that
primary careGPs have a great tendency to prescribe radiological
investigations in the event of chronic headache [21, 22]. Re-
garding investigations, 81.9% of GPs prescribed brain scan on a
case-by-case basis, in the event of abnormal clinical examination
(67.2%), migraine attacks appearing after the age of 50 years
(63.8%) and atypical aura (51.72%). All these results were in line
with revised French guidelines [23]. However, some requests
were unjustified, namely, in cases of migraine attacks lasting 4
hours (18.1%) and those dating more than 7 days (2.6%). )e
brain scan was systematically requested in 18.1%, despite the
recommendations [23]. A study from Turkey found that 33.1%
of PHCP had expressed the view that laboratory inquiry and
brain screening are necessary for migraine diagnosis [17]. Other
investigations such as an ophthalmologic exploration (56%), an
electroencephalogram (37.1%), and a sinus X-ray (18.1%) are
not justified because there is no indication to perform these
investigations in a patient with migraine defined according to
IHS criteria (professional agreement) [23]. )e most common
acute treatments were paracetamol (44.7%), NSAID (39.5%),
and derivate of ergot (4%). In Pakistan, 50.9% of physicians
identified NSAIDs before triptans (34.6%), as being the most
common effective treatment for acute migraine [20]. According
to MacGregor, a significant proportion of PCPs prescribe
simple analgesics and nonsteroidal anti-inflammatory drugs
(NSAIDs) for migraine (even for severe attacks), rather than
migraine-specific treatments [7]. On the other hand, in in-
dustrialized countries such as France, more than 75% of GPs
prescribed triptans as part of the treatment of migraine attacks
[24]. Migraine-specific treatments, triptans (2.6%) and ergot-
amine derivatives (4%), were less prescribed by GPs in our
context because of their unavailability and their high cost.
According to prophylactic treatment, the majority of GPs
thought that it should be started when the acute treatment has
failed (66.4%), worse impact on daily life (63.8%), and increase
of migraine attacks (62.9%).)ese conditions correspond to the
recommendations of the African guideline [11]. However, GPs
in comparison with neurologists tend to institute prophylactic
treatment for lower thresholds [25]. Twenty-two percent of GPs
did not answer the question regarding the type of medications
they can use for prophylactic treatment, for fear of giving wrong
answer. Among the respondents, 39.8% of them had used
recommended preventive medications, namely, amitriptyline
(27.8%), topiramate (13.3%), and propranolol (8.9%). Phar-
macologic agents with the most clinical experience in chronic
migraine (CM) include beta-blockers, topiramate, and ami-
triptyline [26–29]. In our series, two GPs prescribed molecules
reserved for the prophylactic treatment in the treatment of
migraine attacks, namely, propranolol and amitriptyline. )is
trend was also observed in Pakistan where 19% of physicians
prescribed topiramate in the treatment of migraine attacks [19].
Obviously, this was a therapeutic error that could worsen the

Table 3: Drugs used by GPs in the management of acute and
chronic migraine.

Variable Number
(n� 115) Percentage

Drugs used in the management of migraine (n� 115)
Paracetamol 56 48.7
NSAID 46 40
Caféine 6 5.2
Derivate of ergot 5 4.3
Triptan 3 2.6
Tramadol 2 1.7
Amitriptyline 1 0.9
Propranolol 1 0.9

Drugs used in the management of chronic migraine (n� 90)
Amitriptyline 25 27.8
Derivate of ergot 17 18.9
NSAID 15 16.7
Topiramate 12 13.3
Triptan 11 12.2
Propranolol 8 8.9
Ergotamine, caféine, and
paracetamol 6 6.7

Paracetamol 4 4.4
Tramadol 2 2.2
Paracetamol and codeine 2 2.2
Paracetamol, caféine, and
codeine 2 2.2
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Table 4: Full version of the questionnaire.

Variable Yes No
Gender
Male
Female

How old are you (years)?
<30
30–40
≥40

Years of experience
Experience of migraine
Number of migraineurs received last year
Are you completed internship in neurology?

How old are the patients at the time of migraine diagnosis?
Give the criteria used to establish the diagnosis of migraine
Pulsatile
Brutal
Mild
Moderate or severe
Severe or very severe
Duration 4–72 h
Lasts 30min-7 days
Unilateral
Bilateral
Retro-orbital and temporal
In helmet
Nausea/vomiting
Photophobia/phonophobia
Worsened by routine physical activity
Do you order an additional examination in a migraine patient?

If so, under what condition?
All migraine patients
Inaugural migraine after 50 ans
Migraine with atypical aura (sudden onset or lasting more than an hour)
)robbing pain always on the same side
Abnormal clinical examination
Migraine lasting more than 4 hours
Migraine lasting more than 7 days
What type of investigation do you prescribe?
Sinus X-ray
Brain scan
Brain MRI
Blood ionogram
EEG
Ophthalmologic examination
Other(s) to be specified/radio des sinus
Have you ever taken the advice of colleagues in front of a migraine patient?
If so, from whom? (many possible responses)
Neurologist
General practitioner
Psychiatrist
Other(s) to be specified
What are the reasons for referring these patients with migraine?
For better diagnostics
)erapeutic problems
Systematically
Other reasons:
Do you use a migraine diary?
Do you assess the handicap caused by migraine in your patients?

If yes, how?
Feelings expressed by the patient?
Number of migraine attacks?
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migraine attack or the need to train doctors on the issue.
Conversely, several drugs for the treatment of the migraine
attack were prescribed in the prophylactic treatment of mi-
graine, namely, derivate of ergot (18.9%), NSAID (16.7%),
tramadol (2.2%), and paracetamol (4.4%). Acute treatments are
allowed for patients who are having frequent and severe mi-
graine episodes [30]. Only 38% of respondents regularly
assessed the effectiveness of prophylactic treatment. )is low
percentage could be explained by the fact that most patients no
longer consult after the improvement of the seizures. )irty-
nine percent of respondents prescribed monitoring of the ef-
ficacy of the prophylactic treatment of migraine within the time
limit (at 3 months), in accordance with African recommen-
dations, while themajority of respondents (55.8%) did so at one
month early [12]. )e majority of respondents (62.2%) judged
the effectiveness after a 50% reduction in the frequency of
seizures, in accordance with the literature [31]. )e majority of
respondents stopped the prophylactic treatment of migraine
before 8 months (53.4%), 6% after 12 months, and 26.7% never
stopped the prophylactic treatment of migraine. )is attitude is
at odds with the data in the literature which states that the
discontinuation of the prophylactic treatment should be done
after 8–12 months [31]. According to referral pattern, 56.9% of
GPs would refer the patients to another GP or specialist. Of
them, 69.7% would refer the patients for the treatment of the
migraine, in higher proportion than in a study from Indiawhich
states that 5%of general physicianswere referring the patients to

the neurologist for the treatment [32]. However, the most
common reason for referral was management of migraine
(69.7%), in contrast with the study of Fearon in which diag-
nostic clarification (53.5%) was the most common reason [33].

5. Limitations of the Study

)is cross-sectional study had some limitations. Indeed, the
anonymity of the data collection sheet did not allow us to
differentiate the respondents according to their place of
practice with a view to a possible comparison. In addition,
the principle of self-assessment remains subjective, influ-
enced by the desire to answer correctly. Finally, we could
think that only practitioners interested in the subject have
answered this questionnaire based on voluntary service. As
the collection period coincided with the presence of coro-
navirus disease, many GPs remained inaccessible and some
health centers were closed for a while. )is notwithstanding
the survey being declarative, with open and closed questions,
was an advantage. In view of the number of responses, this
was a common pathology with a marked interest in GPs.

6. Conclusion

Our study found that diagnostic criteria and acute treatment
of migraine were well known by the majority of general
practitioners, in contrast to preventive treatment. It is

Table 4: Continued.

Variable Yes No
Frequency of consultations for this reason
Impact on quality of life
Give some migraine complications
Do you use the VAS to assess the pain of your patients

Based on what criteria do you institute a treatment for a migraine attack?
Impact on daily life
Worsening pain on VAS

List the molecules used in the treatment of chronic migraine
Name molecules used in the treatment of migraine attacks
What are the criteria for establishing a long-term treatment for chronic migraine?
VAS pain intensity
Failure of first-line treatment
Impact on daily life
Frequency of seizures
If so, how often?

From what decrease in the frequency of seizures is the treatment of chronic migraine effective?
25%
50%
75%
Do you carry out an evaluation of the effectiveness of the treatment of chronic migraine?
If so, how long after starting the treatment of chronic migraine?
3 months
6 months
9 months

)e long-term treatment started being effective, you stop it after how long?
Never
3 months
6 months
12 months
>1 year
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important to establish continuous training for GPs in order
to optimize their knowledge, attitudes, and practices in the
face of migraine.
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Fernández, S. Tranche Iparraguirre, J. Castillo Obeso, and
I. PIrazusta, “Attitudes of Spanish primary care doctors to
migraine,” Atención Primaria, vol. 38, pp. 33–38, 2006.

[19] S. Evers, N. Brockmann, and I. W. Husstedt, “Prevalence of
migraine in headache specialists and Neurologists,” Cepha-
lalgia, vol. 27, Article ID 665, 2007.

[20] A.Malik, S. Awan, S. Aziz, F. Ahmed, andM.Wasay, “Awareness
and approach to headache: a survey of family physicians in
Pakistan,” Pakistan Journal of Neurological Sciences, vol. 13, no. 4,
pp. 5–10, 2018.

[21] R. )omas, A. Cook, G. Main, T. Taylor, E. G. Caruana, and
R. Swingler, “Primary care access to computed tomography
for chronic headache,” British Journal of General Practice,
vol. 60, no. 575, pp. 426–430, 2010.

[22] G. R. Couchman, S. N. Forjuoh, M. H. Rajab, C. D. Phillips,
and J. Yu, “Nonclinical factors associated with primary care
physicians’ ordering patterns of magnetic resonance imaging/
computed tomography for headache1,” Academic Radiology,
vol. 11, no. 7, pp. 735–740, 2004.

[23] M. Lanteri-Minet, D. Valade, G. Geraud, C. Lucas, and
A. Donnet, “Revised French guidelines for the diagnosis and
management of migraine in adults and children,”,e Journal
of Headache and Pain, vol. 15, no. 1, Article ID 2, 2014.

[24] A. Ducros, S. Romatet, T. Saint Marc, and B. Allaf, “Use of
antimigraine treatments by general practitioners,” Headache:
,e Journal of Head and Face Pain, vol. 51, no. 7, pp. 1122–
1131, 2011.

[25] M. Lantéri-Minet, H. Alchaar, G. Besson et al., “Phar-
maco-epidemiological study on the prophylactic treat-
ment of migraine. National inquiry on attitude to
prescription practices by primary care physicians and
neurologists in France,” Revue Neurologique, vol. 156,
no. 12, pp. 1106–1112, 2000.

[26] S. D. Silberstein, R. B. Lipton, D. W. Dodick et al., “Efficacy
and safety of topiramate for the treatment of chronic mi-
graine: a randomized, double-blind, placebo-controlled trial,”
Headache: ,e Journal of Head and Face Pain, vol. 47, no. 2,
pp. 170–180, 2007.

[27] M. Silvestrini, M. Bartolini, M. Coccia, R. Baruffaldi,
R. Taffi, and L. Provinciali, “Topiramate in the treatment of
chronic migraine,” Cephalalgia, vol. 23, no. 8, pp. 820–824,
2003.

[28] H.-C. Diener, G. Bussone, J. V. Oene, M. Lahaye, S. Schwalen,
and P. Goadsby, “Topiramate reduces headache days in chronic
migraine: a randomized, double-blind, placebo-controlled
study,” Cephalalgia, vol. 27, no. 7, pp. 814–823, 2007.

[29] B. Edvardsson, “Atenolol in the prophylaxis of chronic mi-
graine: a 3-month open-label study,” SpringerPlus, vol. 2,
Article ID 479, 2013.

[30] Japanese Society of Neurology and the Japanese Headache
Society, “Clinical practice guideline for chronic Headache,”
2013, https://www.jhsnet.org/english/guideline2013.pdf.

[31] R. P. Silva-Neto, K. J. Almeida, and S. N. Bernardino,
“Analysis of the duration of migraine prophylaxis,” Journal of
Neurological Sciences, vol. 337, no. 1-2, pp. 38–41, 2014.

[32] C. N. Mehrotra, N. Kanodia, P. Shankar, S. Amod Kumar, and
D. Rakesh Kumar, “Knowledge, attitude and practice of
general physicians related to migraine,” World Journal of
Pharmaceutical Sciences, vol. 3, no. 12, pp. 2470-2471, 2015.

[33] C. Fearon, K. Moloney, A. Chalissery, D. Ferguson,
P. Moloney, and J. Redmond, “Assessment and management
of patients with headache referred to a general neurology
consultation service,” Neurology, vol. 92, no. 15 Supplement,
pp. 10–14, 2019.

8 Pain Research and Management

https://www.jhsnet.org/english/guideline2013.pdf

