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Introduction (00:04): Most migraine patients are pretty tough and resilient. They don't want 
to go to a loud, noisy emergency department with fluorescent lights — that's the worst 
place. And actually, if our patients end up in the emergency room, we consider — us as 
clinicians, who specialize in headache — that's a failure to us. That means we did not 
provide them enough. 
 
Carl Cincinnato (00:24): A status migraine attack is perhaps one of the most stubborn and 
difficult-to-treat migraine attacks that can occur. Imagine an intractable attack that just 
doesn't respond to treatment. It continues for days or even weeks and can leave us crippled 
and bedridden throughout the entire attack. Fortunately, there are effective strategies we 
can employ to treat these stubborn attacks. Joining us today is Christina Treppendahl to help 
us understand and better manage these prolonged migraine attacks. Ms. Treppendahl is the 
founder and director of The Headache Center in Mississippi, and an award-winning family 
nurse practitioner who specializes in headache and migraine. Ms. Treppendahl, welcome to 
the Migraine World Summit. 
 
Christina Treppendahl (01:05): Thank you, Carl. I'm glad to be here. 
 
Carl Cincinnato (01:06): Let's start by finding out what is a status migraine. 
 
Christina Treppendahl (01:10): In order to have something that qualifies as status migraine, 
you have to have a history of migraine first. Whether or not you were diagnosed, you have 
to have the history of episodic headaches. So migraine is your baseline diagnosis, whether 
it's the migraine type that comes with aura, or the migraine type that is without aura; 
whether it's episodic migraine or chronic migraine. But basically, it is a prolonged 
exacerbation of the attack. So migraine typically lasts anywhere from 4 hours to 72 hours, 
and sometimes you can abort that with certain medications. But if it goes longer than 72 
hours, like days and sometimes even weeks, and they're disabling and you cannot function, 
then we call that status migraine or status migrainosus. 
 
Carl Cincinnato (01:56): And is that the primary way you can differentiate between status 
migraine and a regular attack, or are there some other symptoms that might also be ... 
 
Christina Treppendahl (02:06): I wouldn't say the symptoms are any different. I would say 
that it's a time thing. Some people will say they have a migraine three days in a row — well 
that's all one big migraine. It's a 72-hour attack that you might be treating with an abortive 
medication, or an attack medication, or acute medication, but then it rebounds or has a 
recurrence. So that's what we're trying to prevent. But in status, there's this thing with the 
pathophysiology, where you get this peripheral sensitization at first, with something that 
triggers a migraine. You get peripheral sensitization, and that's outside the central nervous 
system. And then the neurons in the meninges send signals to your deep brain to kind of 
have an autoplay of more pain, more pain, more pain, more pain. And so you get into what 
we call this central sensitization, where the brain does not know how to shut that off. It's 
going through the thalamus, which is the gateway to the pain modulators, and telling the 
brain to stay in pain. And stay with all those other symptoms like nausea, sensitivity to light, 
sensitivity to noise, sensitivity to smell, and a disability to function or eat. 
 
Carl Cincinnato (03:17): That's a great explanation. So it sounds like there can be an external 
trigger that starts a regular migraine attack and then ... 
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Christina Treppendahl (03:25): People say the weather, or they'll say, "My hormones," or "I 
had a stressful day at work," or a stressful week at work, or even something that you could 
think could be an exciting event, like a marriage or a wedding, can also be stressful. 
 
Carl Cincinnato (03:38): So funny you mention that: I find weddings one of the most difficult 
events for me to attend, not because of the noise or the alcohol necessarily, but for me at 
least, it's the tie and having it really tight, which is why I don't wear ties on the Migraine 
World Summit. 
 
Christina Treppendahl (03:53): You don't have to do that anymore! 
 
Carl Cincinnato (03:53): So you mentioned another name for status migraine. Can you tell us 
what it might be referred to, or common names for it? 
 
Christina Treppendahl (03:59): Traditionally in the past: status migraine, refractory 
migraine, intractable migraine. Then you get into all these things that are not necessarily 
anything to do with migraine — and then you'll call it complex migraine. And you've heard of 
... well "transformed" means somebody had episodic migraine where they had headaches 
once or twice a year, once or twice a month to almost daily — like 15 headache days per 
month — so that's a transformation from episodic to chronic migraine. But unfortunately for 
those clinicians that are not well-versed in headache medicine, and don't spend the extra 
dedicated time learning about headache disorders, they'll start calling it a psychiatric 
condition. Unfortunately, that's part of the stigma associated with migraine. If they've done 
all their battery of tests — the MRI, the MRV, the MRA — and they have found "nothing's 
wrong with you" — you must be faking it. So, conversion syndrome, functional ... So that's 
kind of a sad state of affairs. 
 
Carl Cincinnato (04:57): So you can have all of your scans, all of your tests come back normal 
and healthy, but actually have legitimate migraine and status migraine, which can be 
debilitating. 
 
Christina Treppendahl (05:07): Yeah. And also actually for migraine without status, just 
people who have episodic migraine, even if they have only one a year, and people who have 
migraine all the time, their labs will typically be normal. Their neuro exam is going to be 
normal. We expect a normal MRI to not find pathologic findings, like a tumor, or an infection 
or a bleed or something. So basically that's the problem with migraine stigma, is we have no 
biomarker yet. We can't give you a blood test and say, "Well let's see if you really have 
migraine — because you're just saying you have pain and you're just saying you're 
nauseated, but I didn't see you vomit." 
 
Carl Cincinnato (05:43): Yeah. And I think you mentioned something earlier about whether 
you have one attack a year or one a day, there is a wide spectrum of experience with 
migraine. 
 
Christina Treppendahl (05:53): Yes, there are. There are some people who have a headache 
once a year, once a month. And then the people that we see in headache centers typically 
have more than 15 headache days per month. Or they have a headache that, maybe they 
only have it once a month, but it's so disabling — either they vomit or they have aura, they 
can't keep their medications down, they don't have a non-oral option, they don't have any 
prevention. And so they miss work at the bank, or an accounting firm, or as a lawyer, or as a 
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surgeon. You can't leave the surgery and say, "I've got a migraine today; not going to 
happen," especially 12 times out of the year. 
 
Carl Cincinnato (06:28): Yeah. So we'll refer to it — we've got a couple of names for it — I'll 
refer to it as status migraine because that's the easiest for me to pronounce. But how 
common is it? Is this something that's rare or is it something that people with migraine may 
experience? 
 
Christina Treppendahl (06:41): So, there's episodic migraine, and that's people who have ... 
well there's many different categories. There's infrequent migraine — infrequent episodic 
migraine means you have them maybe a couple times a year. Now once you're getting into 
frequent episodic migraine, that means you're definitely going to have at least four 
headache attacks per month, and you might even have eight or nine or 10 days of headache. 
And then once you get into chronic migraine, you're having anywhere from 15 days with 
head pain, and eight of those have to fit the criteria for migraine — having the symptoms 
and the disability, or need an attack medication specific to migraine. We've looked at the 
general population — the general population for migraine in the U.S. is about 12%. Out of all 
the general population, only about 2% has chronic migraine, and most of your status 
migraine patients are going to come from that population (although people who have 
episodic can have it). But that 2%, we've never had a report of an epidemiology study about 
who in episodic, or who in any of the migraine/chronic migraine, which ones of those have 
been in status before. 
 
Carl Cincinnato (07:50): So the research is missing, which may be part of the stigma for not 
getting the funding ... 
 
Christina Treppendahl (07:54): That must be very difficult to study, too. 
 
Carl Cincinnato (07:56): For someone who has chronic daily migraine, how can they tell the 
difference between, if they're having an attack every day — if that's chronic migraine with 
individual attacks each day, or, if it's one big status migraine attack? 
 
Christina Treppendahl (08:10): So that's a very loaded question and there's lots of gods of 
headache who could dispute everything I say right now. So the way I see it ... so you know 
chronic migraine — there's usually about 30 days in a month. And chronic migraine patients 
have headaches most of those days. But they do know what it's like to be pain zero and 
symptom free. On a pain scale of zero to 10, they know what it's like to feel zero. And, there 
are some people who never get to zero. There are some people who have a background 
headache 30, 31 days out of the month, and if they get to a two or three, that's a great day. 
So their two or three days are almost the same thing as you and me saying "pain free." So 
it's a different spectrum. I believe that people who have a continuous daily chronic 
background headache that never, ever, ever goes away, but they're just functioning — I 
believe they might have something that's missed, like a low-pressure headache, a high-
pressure headache, or a secondary headache pathology that we just haven't found yet. 
 
Carl Cincinnato (09:15): For someone who has a new daily persistent headache — which is a 
portion of our audience watching — how can they tell the difference between the new daily 
persistent headache, which is a headache that's characteristically every day (and maybe 
having that low background headache all the time), versus a status migraine? 
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Christina Treppendahl (09:33): Well, new daily persistent headache is very stubborn and 
difficult to treat, and it's a very small percentage of the population. And the first two words: 
it's new — it means it's a new headache type that you never had a day in your life. So all last 
year you've never had headaches, and then all of a sudden you wake up on January 1st and 
you have a headache, and daily it never goes away. So migraine is more of an episodic thing. 
It starts out with: you get a headache and it lasts four to 72 hours, and it has a certain 
phenotype as they usually might start in your left side or start in your neck, and then it might 
be throbbing, you might get nauseated or avoid food, you might get sensitive to light. New 
daily persistent headache has less features. So it's not necessarily going to have all those 
migrainous-associated features, and it never goes away from almost the very start of it. So 
it's usually they can pinpoint in time the day it started. Whereas somebody who gets into 
status migraine, they're going to know that they had headaches when they were a kid, but 
they would come and go, they worsened in college, maybe got more stress with childbearing 
and all that, and then became chronic. And it's more of an evolution. 
 
Carl Cincinnato (10:43): So the start of the headache might be a really good indicator to tell 
you whether it was new daily persistent headache, or if it was status migraine. 
 
Christina Treppendahl (10:49): And also, new daily persistent headache, or any first or worst 
headache of your life, or any real significant change in your headache type — not the length 
or duration — but say you have a prolonged headache that's now into 80 hours, but it's not 
like any other headache you've ever had. Your headaches are usually on the left side, but 
now you've got this progressive worsening headache on your right side — you've never had 
it on your right side. And instead of pounding, it's got a different character. And you don't 
have the usual symptoms. If you have different symptoms, you really need to get a thorough 
workup to rule out some secondary headache disorders, which could be pathologic, like 
tumors and infections and bleeds. 
 
Carl Cincinnato (11:27): So it might be something more serious ... 
 
Christina Treppendahl (11:28): Yes. So I call the "worst headache of my life" a WHOML. So 
that's my little acronym for it — worst headache of my life. So if somebody says worst 
headache or first headache, it's part of our mnemonic for red flags for ruling out certain bad 
things that need further investigation. 
 
Carl Cincinnato (11:43): I think that makes a lot of sense, and it's easy to remember — first 
or worst. So, you mentioned earlier something about pressure headaches — low- and high-
pressure headaches and how that can confused. Can you tell us a little bit more about those 
types of headaches and what they share in common with status migraine and perhaps how 
they might be different? 
 
Christina Treppendahl (12:00): Well that'd be about three days! But actually I really enjoy 
treating low-pressure headache, especially because a lot of the patients ... The field of 
studying the CSF spinal leaks, especially the spontaneous ones that are not due to somebody 
having an epidural yesterday, and now they have a headache today: like when a woman 
goes in for surgery and has a C-section, she gets the epidural or spinal. Then, the next day 
she's got a horrible intractable headache. Well we know that's a postdural puncture 
headache, and we can, because of what we call the temporal relationship — it was close in 
time to that — then we can find that out. 
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Christina Treppendahl (12:38): But low-pressure headache can be very esoteric and very 
hard to find — it's like finding a needle in a haystack. And when I started investigating these 
people who really knew everything there was to know about low-pressure headache, and 
they're defining the new guidelines, and they're defining the new treatments. What I 
discovered is … I came back to my clinic and I said, "Pull every chart of anybody who's never 
gotten better here — pull any chart of our people who are here weekly, monthly, or just say, 
"all the medications did not work." And what we found is when we did the further 
investigation, looking for low-pressure signs: like maybe they have a history of Ehlers-
Danlos, or maybe they were 6-foot-8, or maybe they have a joint hypermobility disorder. 
Then we dig deep, and you have to dig really deep in their history e.g., "Oh, and by the way, I 
do remember, when I had a baby 35 years ago, I did get a low-pressure headache and they 
decided not to seal it because I had an infection, and it healed on its own." But then it comes 
back, you see. 
 
Christina Treppendahl (13:37): So there's about probably 50 different questions that we ask 
when we're looking specifically for a low-pressure headache. But the symptoms, high-
pressure, low-pressure, they're both headaches. The headache can be anywhere, it doesn't 
have to be in a specific region of your head. They can be positional, where typically if you 
were "textbook," your low-pressure headache would get completely better within 15 
minutes of being recumbent, like lying down, or even in Trendelenburg. And then high-
pressure headache, those people can't go to bed at night because they're better standing 
up. But it's not that easy, yeah, it's certainly not that easy. Also, you diagnose those with 
opening pressure of the LP, but that really doesn't mean a whole lot either, as I'm sure 
somebody has told you that. 
 
Carl Cincinnato (14:23): So it sounds like it is a three day process to go through it in detail. 
 
Christina Treppendahl (14:28): My master's thesis is going to be on that. 
 
Carl Cincinnato (14:29): Excellent. And good history taking. 
 
Christina Treppendahl (14:32): Yes. And the further somebody gets into not responding to 
your usual preventions and attack medications, the further that you go, and if that patient's 
still not reporting any significant pain relief, the more investigation that should be run. 
 
Carl Cincinnato (14:49): What about medication overuse headache or rebound headache, as 
it's often called? Is that confused with status migraine? 
 
Christina Treppendahl (14:56): It's kind of like a part of the ... like doing a cake batter — it's 
part of the flavor in there. So, nobody starts out with medication overuse headache one day. 
So, nobody says, "I think I'm going to take Tylenol every day," or, "I'm going to start taking 
Advil every day," or "I'm going to take a triptan every day," and then gets medication 
overuse. Usually they have some sort of headache disorder in the background, whether it be 
tension-type, or migraine, usually. And then they're treating it with some over-the-counter, 
or something they got from their care provider. And then they're only treating once a 
month. But then life gets worse and stress happens, and you get married and you have 
babies, and then they're treating twice a week. Once you're starting to treat twice a week, 
you're in a danger zone. And they might not know that we have this thing called prevention 
— like people prevent diabetes, and people prevent hypertension with a maintenance drug. 
Most people who have headaches don't even know we have these great options: we've got 
drugs, we've got non-oral treatments, and we've got neuromodulation with devices. So 



 

© Copyright Migraine World Summit 2020. All rights reserved. 7 

 

we've got a lot of safe options, but most people are unaware. So when I get in every Uber 
driver's car, they're like "headache specialist — don't you just take aspirin for that?" But 
they don't have headaches that often, so they just don't understand. 
 
Carl Cincinnato (16:15): Are some people more at risk of status migraine than others? 
 
Christina Treppendahl (16:19): Yes. So, it's based on your frequency, burden or frequency. 
So, somebody who's got frequent headaches — of course the chronic migraine patients are 
going to be those, the people who have more than 15 days of headache per month. But if 
you have 14 or 13 you're still at high risk, do you see what I mean? If you're treating a 
headache twice a week — that's eight medications to 10 medications you're taking per 
month — you're going to be at high risk. So the chronic migraine patients are at the higher 
risk. But episodic patients, even people who only have headaches once or twice a year, if 
they have a severe illness — maybe West Nile, or meningitis or mono, or a stressful event — 
they can also get into status. 
 
Christina Treppendahl (17:07): Also, the risk factors for having status, besides having high-
frequency headaches like chronic migraine are: obesity, lower socioeconomic status, lack of 
access to education and quality care so that you could get the prevention. And also, they 
tend to have more psychiatric comorbidities and more comorbidities overall. Because 
imagine if you really can't function every day, it's not that one causes the other, it's not that 
depression causes migraine or migraine causes depression, but you see it a lot together. And 
somebody who's got migraine, can't go to work, might be depressed, also might have 
obesity because they can't get out and exercise — and, therefore, hypertension and 
diabetes. Does that make sense? 
 
Carl Cincinnato (17:57): It does, yes. 
 
Christina Treppendahl (17:57): And then also you were talking about this before - GI issues. 
So Dr. Sheena Aurora has done a lot of work showing us that people who have migraine, the 
genetic disorder of migraine (I don't have it)… So they studied normal healthy controls that 
don't have migraine, and people who had migraine intermittently. And they found out that 
during a migraine attack, you have gastric stasis, where your gut just shuts down. So that 
kind of explains why 70% will say that they have nausea or they avoid food during some of 
their attacks. Only 29% actually vomit. And some people think if you don't vomit, you don't 
have migraine — that's not true. You can totally not have nausea and still have migraine. Dr. 
Sheena Aurora proved that between healthy controls of people who did not have migraine, 
and people who do have migraine, you have gastric stasis when the headache begins — 
once you get the head pain, you get the nausea and then you avoid food. Some people do in 
migraine. And also, what we call the interictal space, which is the space between headache 
episodes. So you've had the prodrome, the aura, the headache, and the postdrome, but 
then there's a space of five days where you're not having a headache, but your gut is still not 
functioning — you have gastroparesis. 
 
Carl Cincinnato (19:15): You talked about some prevention options and the importance of 
prevention for someone that has migraine, particularly if you have status migraine. What's 
an acute migraine treatment? 
 
Christina Treppendahl (19:24): So I believe almost everybody who has migraine should be 
offered a prevention, because I think the only reason people are getting into status migraine 
is because they've never been offered prevention in the first place. If we would offer 
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prevention a lot earlier and get these patients treated, and the providers trained a lot 
better, then we wouldn't have status migraine, I don't believe. But regular abortive 
medications for anybody who has migraine would include classes such as the NSAID class, 
where people can take over-the-counter ibuprofen and Aleve. And then there's brand name 
ones, I mean generic prescription medication, like diclofenac has level A evidence that it 
works in migraine. But then we have migraine specific medications, such as triptans. And 
then we have DHE (dihydroergotamine) that typically has to be given IM or IV or 
intranasally, and it's in a class called ergotamines. Those tend to make people a little 
nauseated, sometimes you have to monitor a little bit more, so those are a little bit less in 
fashion than the triptans. And soon we'll have ... We've got neuromodulation devices out for 
attack and we will soon have gepants and ditans. We'll have more categories of attack 
medications. And also, besides that, I always do a combination of attack. So I always do a 
triptan, plus an NSAID, plus a dopamine receptor antagonist. Because when you're in status, 
the number one thing IV is going to be a dopamine receptor antagonist like metoclopramide 
(which is Reglan), or prochlorperazine. Actually prochlorperazine is the winner, hands down, 
against all other medications studied for status migraine. 
 
Carl Cincinnato (21:09): That's really interesting. So those medications help with the gut, 
don't they? They help... Are they called anti-nausea drugs? 
 
Christina Treppendahl (21:16): Right. So they're called antiemetics, antinausea drugs, 
dopaminergic drugs basically, and neuroleptics as well. So some people are confused — if 
they're not trained in headache medicine, they would say, "Well why would I give somebody 
a nausea medicine when they didn't report nausea for this episode?" You can not have 
nausea and still have ... those medications IV will get rid of your headache. So they've had 
proven efficacy in many trials, including a trial head-to-head with hydromorphone (which is 
Dilaudid), versus prochlorperazine. And the study was so positive for Compazine (which is 
prochlorperazine), so early and so soon, that the FDA shut down the study because the 
power was so great, and the statistical significance of it. 
 
Carl Cincinnato (22:07): It was so obvious that that was the best treatment. And what we're 
talking about is intravenous. So this is not a tablet that you take whilst you have 
gastroparesis, which affects absorption? 
 
Christina Treppendahl (22:19): Well, so for my take-home plan — I treat patients in an 
outpatient clinic, a tertiary headache center. But at home they all have an NSAID, a triptan, 
and an oral version of that. And I hear per rectum actually works really well for Compazine 
as well, so they have the oral version, or the rectal version. Most people in France, they all 
take the rectal version, but not here in the U.S. 
 
Carl Cincinnato (22:41): Which is a suppository. 
 
Christina Treppendahl (22:42): Correct — better absorption that way, it's not going through 
the gut, like you said. But usually that three drug plan will help attack most migraines, 
because you're working on — so it's a three drug combination — you're working on different 
receptors in the brain: one's working on the central sensitization, the NSAID; and one's 
working on either CGRP and vasoconstriction, like the triptan; and one's working on the 
dopamine receptors. 
 
Carl Cincinnato (23:09): What can patients do if an acute treatment fails? 
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Christina Treppendahl (23:12): So, if the acute treatment fails at home and they've taken 
that acute attack medication — whether it's an NSAID or a triptan or something that fights 
dopamine, like the Compazine — if they've taken it more than once ... some people don't 
know they can take another triptan that day, so education, the power of education — letting 
them know which categories they can mix together for combination. So we give them a good 
strategy to use at home. But if that fails, sometimes people will call in oral steroids — I hate 
to do that because there are so many side effects with that. Or, what we have, most 
headache centers have either an IV infusion center and even any urgent care or ED 
(emergency department) could do an infusion. And then we also do nerve blocks. 
 
Carl Cincinnato (23:57): So there are options if the first treatment ... 
 
Christina Treppendahl (24:00): Yes, and if that all fails, then they can get like a week in 
hospital for DHE IV infusion treatment. 
 
Carl Cincinnato (24:06): Can patients have a backup plan or a rescue plan for when their 
first-line treatment doesn't work, that they can take at home still? Or do they have to go 
straight to an infusion center or to an ER if it doesn't? 
 
Christina Treppendahl (24:19): I think most migraine patients are pretty tough and resilient. 
They don't want to go to a loud, noisy emergency department with fluorescent lights — 
that's the worst place. And actually, if our patients end up in the emergency room, we 
consider — us as clinicians, who specialize in headache — that's a failure to us. That means 
we did not provide them enough. So, in our clinics especially, we provide them with non-oral 
options: There are devices you can use to avoid the gut, like the vagus nerve stimulator, or 
the Cefaly device, or the Spring TMS. There's going to be a Theranica patch, and those do 
not go through the gut, they're not processed through the body. It's electrical waveforms, 
and they have data that they work and they're super safe. Some of them can be used in 
pregnancy. 
 
Christina Treppendahl (25:13): But if that fails, I always make sure my patients at home can 
have a subcutaneous sumatriptan. Sumatriptan is the only triptan that we have that is a 
subcutaneous injection — auto-injectors — they're very easy. They're even generic right 
now. We have all sorts of intranasal forms of zolmitriptan and Imitrex. And then, like we 
talked about, the rectal forms. Oh - IM Toradol, and people have done home DHE injections. 
So, somebody who's not scared of putting a needle and doing an injection together can have 
Toradol where they take it no more than maybe four times a month at home. And then if 
that fails after repeated doses, they'll go to urgent care. 
 
Carl Cincinnato (25:53): So there are lots of options for someone who has an acute migraine 
attack that doesn't respond to the treatment. Is it possible to treat a status migraine at 
home? 
 
Christina Treppendahl (26:01): Well, typically those patients hopefully are in a place with a 
headache center that has the plan of the non-oral options, which are the injections, the 
home injections, home treatments, home devices. But if that fails, the best thing to do 
would be to call the headache clinic that you're working with, your headache provider, and 
ask to be seen the same day or the next day within 24 hours. That's what we try to do. But if 
they're four hours away in some rural town, I know that if it's Sunday and we're closed, 
they're going to go to the closest ER, or emergency or urgent care clinic, and that's their kind 
of primary care provider in that rural area. So we have this emergency algorithm that we 
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give our patients so that when they do go to the ER, they're not seen as a drug seeker, 
because it says: Do not give this patient opioids. Opioids make the problem worse, opioids 
increase your risk of status migraine, that's another increase. Anybody who's taking opioids 
or barbiturates for headache management is going to be a much higher risk for status 
migraine. 
 
Carl Cincinnato (27:15): So there are certainly ways that you can be prepared to have a 
better experience, a higher likelihood of resolving the status migraine sooner by working 
with your ... 
 
Christina Treppendahl (27:26): Well, actually the better education that both your provider 
has, your headache specialist — you want to be with a headache specialist. A general 
neurologist is not necessarily a headache specialist if they don't have the extra special 
training. And there's plenty of family care providers, internal medicine doctors, emergency 
medicine doctors, and all sorts of different specialties and nurse practitioners and PAs who 
have specialized and put their whole life in headache; where instead of seeing 20 different 
types of patients a day, they see 20 different headache patients per day. So they have all the 
resources and the skills and the education to train the patient. And then the patient has to 
know ... Like I tell people, if I diagnosed you today with diabetes, I wouldn't just hand you a 
needle, some syringes, some insulin, some metformin, and say good luck with that. No, I'd 
have to teach you about your diet. I'd have to teach you about sugar. I'd have to teach you 
what to eat, when to eat, when to check your sugars. And that's what we lack so much when 
you're not getting that kind of education, like in a headache specialty center. 
 
Carl Cincinnato (28:30): Is there any final advice you'd like to leave the audience with who 
have status migraine? 
 
Christina Treppendahl (28:34): Well, prevention. Also if they're with a general neurologist 
and that person's not seeing only headache patients — you really want to see somebody 
who sees only headache patients — and we have a lot of them in this country, fortunately. 
You might have to travel a bit, some people travel four or five hours one way to come see 
us, but there's usually one in every area. Prevention — a lot of people don't know that if you 
try one prevention and fail it or it's considered a prevention failure, that maybe you were 
started on the wrong dose, maybe the side effects were too high because they started you 
on too high of a dose. Maybe you should have titrated slower, and they might not know that 
we can layer different medications on up to: This makes you feel a little bit better, but the 
side effects are going to be higher up here. So we layer the medication to get rid of the side 
effect profile and maximize the efficacy profile. 
 
Christina Treppendahl (29:26): And also diet and lifestyle, and biobehavioral and psychiatric 
comorbidities — making sure that they're being treated for anxiety and depression, and 
seeing counseling, and learning mindful therapy and yoga. And also learning how to not 
catastrophize. There's a lot of anxiety with having these episodic attacks because it's kind of 
like a ghost or a monster that's going to come after you at any time and it's unpredictable. 
The unpredictable nature causes what we call cephalalgiaphobia — fear of my next 
headache. So there's a ton of anxiety: "Oh my gosh, there's going to be a wedding, I'm the 
bride, I know I'm going to get a headache." I have so many mothers of the bride who are 
saying, "I'm going to get a headache because I'm all stressed out … I'm paying for this 
wedding and everything's got to be perfect, and you know I'm not going to sleep the whole 
week ..." So they're very stressed out. Some of those that we know might even get a 
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headache, like if they always get one flying or they always get one on a cruise ship, we'll give 
them nerve blocks before they go. 
 
Christina Treppendahl (30:28): And even if they don't have status migraine, everybody who 
has migraine should have their attack plan, their medicines, their whole group of medicines, 
their little emergency pack, in their purse, in their car, at their home, at their work. Because 
so many people come in for an injection, I'm like, "Why didn't you take your medicine?" "Oh, 
I didn't have it with me." And that's just us not getting through to them that that can't be an 
option. 
 
Carl Cincinnato (30:51): It sounds like there's lots of different ways that people can prevent 
and better manage their condition and a lot of that responsibility is with the patient. They 
can be doing that. 
 
Christina Treppendahl (31:01): Education on the patient side, but then we need more 
providers that are well-trained and it be a partnership between the two of them. Because if I 
tell them, you know, I recommend that we start Topamax and they say, "Oh, well I can't do 
that because my cousin told me she went crazy on it; I'm not going to do that." So if the 
patient's not going to agree to something, it's not going to work. So we have to make sure 
that we're both on the same plan and that we're working together. But most of our patients 
who do have chronic migraine or status or even low-pressure headaches, those are some of 
our most compliant, adherent patients who are really trying to get better. 
 
Carl Cincinnato (31:36): Where can people learn more about the work you're doing and 
follow you? 
 
Christina Treppendahl (31:39): Well, I'm in Mississippi and the name of my headache clinic is 
The Headache Center, and we're the only headache center in Mississippi. The website is 
mississippimigrainecenter.com/ (somebody took the headache center, I don't know why). So 
it's mississippimigrainecenter.com — we have a website for that. We also have a nonprofit: 
theheadachecenterinstitute.org. We do a Mississippi Headache Symposium every year. And, 
we're trying to get a fellowship training for nurse practitioners — that'll be a one year paid 
fellowship training for nurse practitioners, PAs, and any other kind of doctor that wants 
specific training in the clinic with several of my colleagues. That will be paid at the rate of 
like an MD fellowship program, and accredited, and then they would have to commit to 
three years of service in headache. 
 
Carl Cincinnato (32:32): Fantastic. Well, Ms. Treppendahl, thank you very much for joining 
us today on the Migraine World Summit. 
 
Christina Treppendahl (32:42): Thank you. 

 


