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Dr. Dodick (00:05): We have numerous — several — devices out there now that are 
approved for the acute treatment of migraine. What if we combined a medicine with one of 

these nerve-stimulation devices? Could that work? So there are a lot of different tricks that 

we use in people who are not responding optimally to a gepant, or to a ditan, or to a triptan. 

Oftentimes, it requires combinations of medications, or combinations of modalities, like a 

medicine and a neuromodulation device. 

Paula K. Dumas (00:37): Each year, you request the latest updates on new and emerging 

migraine treatments; therapies that might help restore our quality of life so we can wake up 
each day with more hope and productivity. The good news: Rarely has there been a year 

with more promising treatments to report, here today and on the horizon. Dr. David Dodick 

is an unparalleled world leader in the field of headache and migraine. He is medical director 
of the headache program, as well as the concussion program, at Mayo Clinic in Arizona. Dr. 

Dodick is the board chair of the American Brain Foundation and chair of the International 

Headache Society Global Patient Advocacy Coalition. Dr. Dodick, welcome back to the 
Migraine World Summit. 

Dr. Dodick (01:18): Paula, it's great to be with you, as always. And thank you again for doing 

what you do. 

Paula K. Dumas (01:23): As always. So you've been leading research in this field for decades 

now. What makes this year so historically significant in the development of new migraine 

treatments? 

Dr. Dodick (01:33): I've been doing this for 25 years or so, actually a little bit more than 25 

years; so I've been involved in the research in the migraine field and headache field for that 

long. Without question, this past year, and indeed these past two years, has been the most 

exciting. When you think about the fact that we've got seven drugs, three new targets — 

just in the past two years — that's unprecedented in the history of migraine. And what's also 

exciting is that these are precision medicines, which means that they have a very precise 

target. And what this means is that we understand the biology of this disease now at a 

molecular level. And these are disease-specific treatments; they're not drugs that have been 

developed for another disease and then co-opted because they have an effect on migraine. 

So that's what's so great about these new therapies. 

Dr. Dodick (02:23): And right now, over one million patients have been treated with one or 

more of these new drugs in more than 44 countries. And, you know, even if half of the 

patients treated have been helped by these, that means the lives of so many patients have 
been improved and enriched. And what more can we ask for? Because our patients drive 

everything we do from a research, and educational, and a patient-care standpoint. I think 

understanding the biology at this molecular level and having designer drugs, if you will, that 

what it's done is it's attracted scientists and it's attracted medical students and residents to 
actually focus in or specialize in this field. So that's fantastic. The more brain trust and brain 

power we can bring to this field, the better this field is going to be, ultimately, for the 

patients. And I think it's also diminished the stigma associated with this disease. When you 
understand a disease right down to the molecular level, that really helps a lot in dispelling 

any stigma that this is not a real disease. 

Paula K. Dumas (03:29): That is really exciting and hopeful. Now some of the biggest news in 
the past three years is the development of CGRP ... the monoclonal antibodies, which we're 
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going to cover in greater depth in another interview. But I would be remiss if I didn't ask you 
a few questions about it. 

Dr. Dodick (03:44): Sure. 

Paula K. Dumas (03:45): So what have we learned about the efficacy or safety of the CGRP 
therapies since they were first introduced? 

Dr. Dodick (03:52): That's a great question. So, you know, clinical trials are obviously very 

important. These randomized, placebo-controlled trials prove that a drug — or in this case, 

the monoclonal antibody — is effective and generally well tolerated and apparently safe. But 
it's a different matter when you get these drugs into clinical practice. And instead of treating 

thousands of patients, you're now treating hundreds of thousands of patients, and then 

ultimately millions of patients. These drugs appear to work in episodic and chronic migraine 
equally well. They appear to work in people who have not just failed a couple of other 

prophylactic or preventive therapies, but some of the patients that we see [who] have failed 

a dozen or more preventive therapies. They work well in patients who are so-called 
overusing or using acute medicines more than 10 days per month. And they work well 

regardless of how long these patients have experienced the disease, whether it's been five 

years or 50 years. 

Dr. Dodick (04:53): And regardless of the comorbid diseases that they happen to have: So 

oftentimes in clinical trials, we exclude people with other chronic pain syndromes, such as 

fibromyalgia or chronic back pain, or patients who require opioid therapy for whatever 
chronic pain syndrome they have. They seem to work equally well in those patients. So the 

important takeaway message is that if CGRP is important in the biology of that individual's 

migraine and you get the mechanism right, these medications are going to be effective. And 

so that's been really reassuring to see that they perform equally as well in practice, given the 

more complicated patients we see in practice compared to the clinical trials. 

Paula K. Dumas (05:38): We've got three subcutaneous injectable forms, but this year we 

got a new IV-delivered form of CGRP: eptinezumab. That's now approved in the U.S. and 
becoming available around the world, right? So who should try it, and how do they get it? 

Dr. Dodick (05:55): Well, they get it — at least in the United States — they get it if the 

patient is otherwise eligible to access these monoclonal antibodies; they can get it just as 
easily as they can one of the subcutaneous antibodies. It really comes down to patient 

preference. Some patients would rather have an intravenous infusion over 30 minutes, 

every three months, as opposed to administering themselves an injection under the skin 
once a month. When you inject something under the skin, somewhere between 50% to 70% 

of it becomes available to you as a medicine. And the time that it takes to reach maximal 

concentration in your body and your blood, may take somewhere around five days. With the 

IV, of course, all of it's available, and it's available immediately after the infusion. I think the 
experience of most clinicians and health care providers who are using these antibodies is, in 

fact, you can switch a patient from one antibody to another, if they haven't tolerated and if 

they haven't responded to it, and still find an effective antibody within the class. 

Dr. Dodick (07:08): So switching within the class is definitely not only feasible, but I think 

advisable because these are different, what we call — these are all IgG: They are a certain 

type of antibody and they all have a different structural backbone. So they're somewhat 
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different, even though they're all antibodies. And their target may be different. So the take-
home message for the patient is: Don't get discouraged. If you have a side effect to, or you 

have no effect from one antibody, don't get discouraged, and think about trying one of the 

other antibodies. That's the take-home message. 

Paula K. Dumas (07:46): So now that these are in widespread use, we have some very 

practical questions and considerations that I want to hit on quickly, and then we're going to 

move on to the next category of medications. But is there a letdown period that we see, like 

we do sometimes with Botox, toward the end of its window of efficacy? 

Dr. Dodick (08:04): Yes, there is. So if you're taking an injection of an antibody once a month 

and you're taking onabotulinumtoxinA every three months, typically that will take care of 

the wearing off with either or each of them, of the different treatments. So that's one way 
to do it. Another little trick — and then maybe we'll talk about this — but now that there are 

these gepants or the CGRP receptor antagonists, right? If you have a patient who was 

responding to a monoclonal antibody that blocks the protein or its receptor — CGRP — and 

they're wearing off? Well, maybe they can take a gepant during the week where they're 

wearing off. 

Paula K. Dumas (08:44): I would encourage people to make a note of that and share that 
with their physician because not all doctors are going to know that that's an option, and 

something they might do. So, one last question on the CGRP: Aimovig (erenumab) now has 

an FDA warning about elevated hypertension after the first dose. Do you think that's a minor 
coincidence or something that we should be concerned about? 

Dr. Dodick (09:05): So, there were a series of patients that were reported by the FDA who 

developed elevated blood pressure, sometimes significant, usually within that first week 

after being treated with erenumab. So, we're going to have [to] — watch this space. I think 

it's more than just a coincidence. And so it's something that we're going to have to 

investigate. We're going to have to study. And I guess for patients who have hypertension 

and they're being treated, when you start — I would say any of these antibodies — it's 

important to monitor that blood pressure in whatever way is feasible. But just watch the 

blood pressure because whether or not it occurs with the other antibodies, we don't know. I 

mean, it's blocking the same pathway. It hasn't been reported yet with the other antibodies, 

but they've been around for a shorter period of time and far fewer patients have been 

treated. And whether it happens with the gepants that we use, we don't know. So, there are 

a lot of treatments out there and more to come, which maybe we'll talk about, that block 
this pathway. Yes, this has been reported with erenumab. We need to understand if it's real; 

if it's real, how commonly does it occur? And then what do we do about it? How do we 

monitor patients for that in practice? 

Paula K. Dumas (10:26): Great. Great point. So you mentioned gepants. We've got a lot of 
ground to cover. Gepants, new class of acute medications — promising, oral. We've got a 

couple of them right now. How are they different from triptans? 

Dr. Dodick (10:39): So gepants bind to that CGRP receptor on the trigeminal nerve and block 

the effect of CGRP. So triptans inhibit or suppress the release of it, whereas gepants block its 

ability to act because it gums up the receptor, if you will. That's the difference. CGRP 

receptor antagonists, or gepants, don't bind to the … they bind to the blood vessel, but they 
dilate the blood vessel rather than constrict the blood vessel. So CGRP, when it binds to a 
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blood vessel, dilates it. Gepants can bind to a CGRP receptor. It doesn't constrict it, but it 
might prevent it from dilating. 

Paula K. Dumas (11:18): What I'm hearing you say is, they appear to be safer for people who 

have either heart issues or a family history of heart problems. 

Dr. Dodick (11:27): They appear to be, because they don't constrict blood vessels. And so 

now, of course, we use them in people who do have cardiovascular disease and they appear 

to be safe. And they've been used now in quite a — these have been approved since early 

2020. So, we've been using them for roughly a year now, and they're not contraindicated in 

people who have had heart disease or stroke, and we've been using them in those patients 

and seemingly safely. So they're an option for patients who can't take triptans because of 

this cardiovascular risk. And because they work differently, they don't have the same side 
effect profile. So the most common side effects seen with the gepants — and in a very small 

number of patients in clinical trials — some had a little bit of fatigue and some had a little bit 

of nausea, but 95% of the patients had no side effects — as opposed to triptans, where they 

have a completely different side effect profile. So far, we have a class of medicine where if a 

patient doesn't respond to a triptan, can't take a triptan, or has side effects from a triptan, 

this may be a reasonable option. And I should say, there's data that supports that they can 
be effective in people who have failed triptans. Because right now in the United States, you 

can't get access to a gepant unless you've failed to respond to a couple of triptans or you 

can't take them. 

Paula K. Dumas (12:58): People who might be at risk for medication overuse headache, or 

rebound: Are we finding that gepants are a better option for those folks? 

Dr. Dodick (13:07): Yeah, that's a great question. So, one of the key attributes of the gepants 

is that they may be the first, really the first, acute treatment for migraine that doesn't cause 

medication overuse headache, or rebound. In fact — and maybe we'll get to this — if you 

take a gepant every day, you actually drive the frequency down. So you're going to see a 

medicine now that's approved for acute treatment, and I suspect within the next year, we're 

going to see the approval of two gepants for prevention. And that's really key. So people 

who have gotten into trouble before with rebound, from triptans, or opioids, or analgesics of 

whatever sort — these gepants, both in animals and now in humans, don't seem to cause 

rebound or medication overuse headache. 

Paula K. Dumas (13:59): What's the availability of gepants in acute form — the two that we 

currently have — around the world? 

Dr. Dodick (14:06): Right now, to the best of my knowledge, they're only approved in the 

United States and we have two of them, fortunately. And I suspect that within the next year 

or two — one of the ones that's approved for acute treatment has been shown to be 

effective for prevention, taken every other day — I expect to see approval for that. And 
another one, known as atogepant, has been studied now in two pivotal trials and shown to 

be very effective for prevention. So I expect to see that, as well. And then finally, there's a 

new drug called zavegepant, but zavegepant is being developed as an intranasal gepant. 

Paula K. Dumas (14:46): We didn't have choices a few years ago. So now we have choices 

and that's pretty exciting. 
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Dr. Dodick (14:50): Yeah, absolutely. 

Paula K. Dumas (14:50): Another choice is lasmiditan, which is another new class of acute 

medication that is like triptans and gepants, but different. Right? 

Dr. Dodick (15:01): And it looks to be as effective as the triptans — at least in clinical trials 
and in clinical practice, it works. But it's not a triptan; it's important, because I've heard 

some people say it's like a triptan. It's only like a triptan because it binds to one of the three 

receptors that a triptan binds to. Otherwise, it's a completely different medication with a 

completely different efficacy and side effect profile. 

Dr. Dodick (15:28): The one thing about lasmiditan, Paula, is that there's one caveat around 

lasmiditan that isn't the same as triptans and gepants. And that is, you can't operate a motor 

vehicle for eight hours when you [take] lasmiditan, because there were driving impairment 
studies — two of them that were done showing that lasmiditan actually impairs. And this 

was very rigorously done with a standardized driving impairment evaluation at one- -and-a-

half, and at eight, and at 12, and at 24 hours. And at one-and-a-half hours, there was a 
significant impairment in driving: more sway, more weaving. And what they look at is lane 

control — your ability to stay in your lane. And people who had lasmiditan were — 

compared to placebo — were unable to ... there was a significant difference in their inability 
to stay in their lane, if you will. And so, there wasn't a dramatic difference seen at eight — 

there wasn't really a significant difference seen at eight hours — but nevertheless, the 

advisement is that these patients who take lasmiditan cannot operate a motor vehicle for 
eight hours. 

Paula K. Dumas (16:36): So it might be acceptable if you're going to sleep and you're in pain, 

but if you're getting up to go to work, it might not be the best choice for that situation. I'm 

curious: Did they do these same driving tests on the other acute medications — on triptans, 

years ago, and on gepants? 

Dr. Dodick (16:56): It's a good question. No, they did not. 

Paula K. Dumas (17:00): Well, that's not fair! 

Dr. Dodick (17:02): Well, true, but the reason why they did it with this one is that, unlike the 

gepants and triptans, this is really what we call a centrally penetrant drug. So it gets through 

the blood-brain barrier and gets into the brain. 

Paula K. Dumas (17:17): Oh, I see. 

Dr. Dodick (17:18): And so there's a lot more dizziness and somnolence and sleepiness and 

fatigue with lasmiditan, at least in the clinical trials compared to gepants and triptans. So 
that was what pulled the trigger, if you will, for studying driving impairment with that 

medication. And in fact, they compared lasmiditan to a benzodiazepine, like a Valium-like 

medication in one study; and they compared it to diphenhydramine, or Benadryl, in the 

other. So they had an active control and so they were very careful about the way they 

evaluated this because of the side effects that were being seen in the clinical trial. 
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Paula K. Dumas (17:56): If they're not getting any relief from the CGRPs, or from the ditans, 
or the gepants, what can they do? Are there any off-label combinations? What do you do to 

give them hope? 

Dr. Dodick (18:07): First of all, I make sure that they're using it at the earliest stage of the 
attack. What does that mean? That means that about two-thirds to three-quarters of people 

have what we call a prodrome. And by prodrome, I mean symptoms that begin before the 

pain actually begins. They may yawn, they may get fatigued, they may urinate more, they 

may have some neck discomfort; something signals to them that they're going to get a 
headache. They can take these medications during that prodromal phase. Now, is there 

evidence for that? No, but the earlier you take something the better, or at least they can 

take it as soon as the pain begins. Because if you take it while pain is mild, you double the 
likelihood ... that it will work. You'll be pain-free in two hours; so you'll have relief in two 

hours. 

Dr. Dodick (19:03): So it's really important to take it early. On the other hand, that doesn't 

work for some people because they might wake up with their attack, or their pain peaks so 

quickly, they don't have time to intervene. So, the first thing I try to determine is, how are 

they taking it? And then I ask the question, "Is there a different formulation of a treatment?" 
So, let's say they're taking an oral triptan and they've tried the gepant and lasmiditan and it 

doesn't work. What about an intranasal or subcutaneous formulation of a triptan? Then I 

look and I say, "OK, well, maybe we combine two medicines." Maybe if we combine the 

gepant to triptan with an NSAID, for example — especially one that's rapidly absorbed — 

maybe that will work. What if we combined a gepant to triptan or lasmiditan with an NSAID 

and an antiemetic that might enhance the absorption of the medicine? So it's sort of a triple 

combo, if you will. So, sometimes you have to try two, or maybe even three, medicines to 
try to get relief. 

Dr. Dodick (20:07): What if you combined a medicine with a neuromodulation device or a 

neurostimulation device? So, you know, we have numerous — several — devices out there 
now that are approved for the acute treatment of migraine. What if we combined a 

medicine with one of these nerve-stimulation devices? Could that work? So there are a lot of 

different tricks that we use in people who are not responding optimally to a gepant, or to a 
ditan, or to a triptan. Oftentimes, it requires combinations of medications, or combinations 

of modalities, like a medicine and a neuromodulation device. 

Paula K. Dumas (20:46): So, you mentioned some new devices that have become available 
and could potentially be used in combination with some medicinal therapies. Can you talk 

about a few of those that are promising? 

Dr. Dodick (20:59): Yeah. So, there is the vagal-nerve stimulator, this noninvasive vagal-

nerve stimulator, that stimulates the vagus nerve in the neck. That's now approved for the 
acute — and recently for the preventive — treatment of migraine, taken three times a day. 

So if you combine that with a medicine, for example, sometimes that can work very 

effectively. There is a Cefaly device that stimulates the nerves up here over the forehead 
[gestures to forehead]. Sometimes that can be effective, and that's approved for the acute 

and preventive treatment of migraine. There's now a device called the Nerivio device, which 

wraps around the arm like an arm band and provides electrical stimulation of the arm. And 

now you're thinking, why would you stimulate the arm? How could that possibly work for 
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head pain? Well, it seems that stimulating an area outside the head can actually activate 
these pain control circuits in the brain. 

Dr. Dodick (21:58): I tell patients, we have, like, a gas pedal — an accelerator — that can 

drive pain. And there are two ways to stop pain: You either take your foot off the gas pedal 
— we have drugs that can do that — or you apply the brake, right? Very simple. And I'm 

oversimplifying it, but really that's the way it is. 

Paula K. Dumas (22:20): I love your analogies. Keep going. 

Dr. Dodick (22:22): And the armband really applies the brake and activates these pain 
control systems that inhibit pain. So that's available. There are devices that are being 

evaluated right now that don't necessarily stimulate the head or the body electrically, but 

more chemically — or not chemically, but mechanically or thermally. So maybe cooling the 
nerves would be one strategy, or maybe mechanically stimulating the nerves around the eye 

with pressure, or maybe even stimulating the vagus and the trigeminal nerve in the ear. 

Right? So the eardrum is innervated — or there are four different types of nerves in there, 
two of which are the vagus nerve and the trigeminal nerve. They send branches to the 

membrane inside the ear, the eardrum. What if you moved that eardrum back and forth and 

mechanically stimulated those nerves? 

Paula K. Dumas (23:21): Is that the concept of ear insufflation? 

Dr. Dodick (23:24): Ear insufflation with either positive pressure or negative pressure — 

where you're either sucking on the eardrum or pushing on the eardrum — that may work. 
So, there's a series of new devices that are being evaluated right now, going after either the 

trigeminal nerve around the eyes, the occipital nerves around the back of the head, or the 

trigeminal and vagus nerves inside the ear. 

Paula K. Dumas (23:53): The pediatric population has far fewer options than we do as 
adults. And so many parents in our community are asking, are there any new treatments 

that are available to those who are under 18, or things that might be on the horizon that are 

coming up to be available to them? 

Dr. Dodick (24:09): Well, as you probably know, Paula, when all of these medicines are being 

evaluated for the first time, they're studied in adults first. And you can't actually do studies 

in children until you show that they're safe and effective in adults. That's good, because 

we're not exposing children and adolescents to potentially unsafe and ineffective 

treatments; that's bad, because children and adolescents have to wait before the drugs are 

tested and shown to be effective and become available for them. So recently, this Nerivio 

device that I talked about, that wraps around the arm, has been approved for the treatment 

of migraine in children. And that's great, because that's pretty easy to apply. I could have it 

on right now underneath my sport coat and you wouldn't even know it, so that's great. But 

these others — there are trials going on right now with the antibodies, with the gepants — 
trying to determine if they're effective, safe, and well tolerated in children and adolescents. 

So stay tuned. I know my colleagues are using these and have used them in children and 

adolescents. I can tell you from an off-label standpoint, they seem to be effective in children 
and adolescents. They seem to be safe and equally well tolerated but they're not yet 

approved for the treatment in children and adolescents. But stay tuned; we're going to see 

https://www.rev.com/transcript-editor/Edit?token=dLgXwvuo7i8-Fcxlwl4iQukNyhd2pdshM-xckCJcKjhzmcaJ4_CVEg1FC_SgG_R0deUiQawhMFV4JvbXiniTFfNmXNg&loadFrom=DocumentDeeplink&ts=1318.59
https://www.rev.com/transcript-editor/Edit?token=ff2aCyuqURZFvHueQEeZ-cG26B6xCeaAX--FyX0aSTZ_tf47vVu9BoRzngRaVG4g9LPERbmQPYfmsn8dhKxeReDTh4s&loadFrom=DocumentDeeplink&ts=1340.4
https://www.rev.com/transcript-editor/Edit?token=JtjBjO8R88mD9fCVLhcnT0L_UJ5CxhfZ3u7SKN6NytT3yW2d1liqmDO08dBwPZfHxlZk-jeeizqY5IdWD6rIokapyN0&loadFrom=DocumentDeeplink&ts=1342.83
https://www.rev.com/transcript-editor/Edit?token=yJ4vzjMZ-ESE_nC834LlwaZYJ6JNeWqTlteebai-Ig6Hama3UbvEuNTe8--B1iqmLY7CEG-_iANTUGm8BFxxxS4MrxM&loadFrom=DocumentDeeplink&ts=1401.63
https://www.rev.com/transcript-editor/Edit?token=T1KRquvQ-eVvN2PSS7nc2xYN3uGyIPW0rHYKH8-31mehjnRLNSWidhjVTU_VmUXlQnJFoqwA1-83lQSgERFAwfYcxxA&loadFrom=DocumentDeeplink&ts=1404.99
https://www.rev.com/transcript-editor/Edit?token=Iz61g9cQrVKDids4np6fzoleRX5Id4vbr_wc4rLHpzxyBFgGfi5jDoRyleTIfvQnnYsEqsxbA1RNWWK94MOCEGjC5fs&loadFrom=DocumentDeeplink&ts=1433.02
https://www.rev.com/transcript-editor/Edit?token=QHjx6PYF29Rmx_xzODnUbkJpOOHyuDkDjIG6qCAzwNjrUnypYzvKwjJkwUF_rfrHVsc-x7SmNl2yqElcHry1gYc64sM&loadFrom=DocumentDeeplink&ts=1449.85


 

9 

© Copyright Migraine World Summit 2021. All rights reserved. 

 

 

these studies become complete and the results become available in the next year or two. So 
this will be an area to watch. 

Paula K. Dumas (25:44): Definitely. So how have these new treatments that we've discussed 

improved the results for your patients? 

Dr. Dodick (25:49): I started this patient on a monoclonal antibody two years ago. She's not 

had a migraine attack since. I kid you not. 

Paula K. Dumas (26:28): Incredible. 

Dr. Dodick (26:28): And for her, it was obviously life-altering and she was able to travel — 
before this pandemic — she was traveling the world because she loves to travel. It just 

completely changed her life. So that's one end of the spectrum. And I've certainly seen 

patients similar to that. Then there are patients who don't respond to any of the antibodies. 
We've tried all four and they fail to respond to all four of them. And then there's a group in 

between: the 50% to 60% who get a substantial benefit from them. And, you know, this 

benchmark that we use — we look for a 50% or greater reduction in migraine frequency; 

that's great, if they get it. That's not possible in everybody. But we've shown with therapies 

now, in clinical trials, that when you drop the frequency by 30%, let's say, and you've also 

dropped the intensity and the duration of their attacks, you've dramatically changed that 
patient's life. 

Dr. Dodick (26:59): And so, when we look at quality of life and when we look at disability, we 

see dramatic changes; and productivity — dramatic changes — even though they haven't hit 
that benchmark. So we, as a field, need to do a better job in developing patient-centered 

endpoints that really capture the benefit that different patients get from the same therapy. 

Because it wouldn't be right to take a patient who gets a 55% reduction in the number of 

headache days and a patient who gets a 40% reduction in the number of headache days and 
call one a responder and the other a nonresponder — that's not fair. And that's taken away 

an otherwise life-altering medication from a patient who is really benefiting from the 

therapy. I'm getting off topic here a little bit, but I feel very strongly about this: That we, as a 
field, need to do much better in how we define success. Because success for you might not 

be the same as success for me, even though we both had success. 

Paula K. Dumas (27:55): Right. And you touched on a number of things there: You touched 
on measurement, gratitude, patient-centered outcomes that matter to patients — as 

opposed to what the medical field has set up as an arbitrary level — and I think the idea of 

paying it forward. So if we're getting results from these, we have to document those results 
and report them en masse — so that other people who are not getting reimbursed for 

therapies, because they didn't reach those end points, can have those opportunities to 

maybe get that reimbursement. Is that right? 

Dr. Dodick (28:31): Totally, 100%. Absolutely. It's up to the patients to sort of mobilize 
around this for themselves, for their children, and for other patients, because we want as 

many patients to get access to these new therapies as appropriate, if they need them. And if 

they're benefiting from them, whatever that benefit looks like, we want to be able to 
continue to treat that patient with that medicine. 
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Paula K. Dumas (28:55): Well, Dr. Dodick, you always give us great reasons to be hopeful, 
and practical things that we can do and share with our doctors. So we're really grateful for 

that. Today is no exception. Can you tell us where we can follow your work and find out 

more about what you're doing? 

Dr. Dodick (29:11): I'm still involved, as you know, Paula, with the American Migraine 

Foundation, and I serve as the immediate past chair of that foundation. So we try to make all 

of the late-breaking information from clinical trials available to patients in that forum. And 

the new chair, Dr. Newman, does podcasts with other experts and tries to make those 
available because patients have found those to be valuable. 

Paula K. Dumas (29:42): And then they can also become a part of the research that the 

American Migraine Foundation is doing. And the funds being raised for that, which help us 
get more clinical trials for many of these new developments that we need. 

Dr. Dodick (29:54): Exactly, exactly. 

Paula K. Dumas (29:54): Closing the loop. Well, thank you so much for being with us today 

and sharing your expertise with our community. 

Dr. Dodick (30:01): The right treatment's coming, and the right treatment may be out there. 

It's just a matter of finding it and finding someone who is going to be creative and innovative 

in the way that they approach the treatment for that patient. So stay hopeful. But thank you 

again for what you do, Paula. 
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	Paula K. Dumas (17:17): Oh, I see.
	Dr. Dodick (17:18): And so there's a lot more dizziness and somnolence and sleepiness and fatigue with lasmiditan, at least in the clinical trials compared to gepants and triptans. So that was what pulled the trigger, if you will, for studying driving...
	Paula K. Dumas (17:56): If they're not getting any relief from the CGRPs, or from the ditans, or the gepants, what can they do? Are there any off-label combinations? What do you do to give them hope?
	Dr. Dodick (18:07): First of all, I make sure that they're using it at the earliest stage of the attack. What does that mean? That means that about two-thirds to three-quarters of people have what we call a prodrome. And by prodrome, I mean symptoms t...
	Dr. Dodick (19:03): So it's really important to take it early. On the other hand, that doesn't work for some people because they might wake up with their attack, or their pain peaks so quickly, they don't have time to intervene. So, the first thing I ...
	Dr. Dodick (20:07): What if you combined a medicine with a neuromodulation device or a neurostimulation device? So, you know, we have numerous — several — devices out there now that are approved for the acute treatment of migraine. What if we combined...
	Paula K. Dumas (20:46): So, you mentioned some new devices that have become available and could potentially be used in combination with some medicinal therapies. Can you talk about a few of those that are promising?
	Dr. Dodick (20:59): Yeah. So, there is the vagal-nerve stimulator, this noninvasive vagal-nerve stimulator, that stimulates the vagus nerve in the neck. That's now approved for the acute — and recently for the preventive — treatment of migraine, taken...
	Dr. Dodick (21:58): I tell patients, we have, like, a gas pedal — an accelerator — that can drive pain. And there are two ways to stop pain: You either take your foot off the gas pedal — we have drugs that can do that — or you apply the brake, right? ...
	Paula K. Dumas (22:20): I love your analogies. Keep going.
	Dr. Dodick (22:22): And the armband really applies the brake and activates these pain control systems that inhibit pain. So that's available. There are devices that are being evaluated right now that don't necessarily stimulate the head or the body el...
	Paula K. Dumas (23:21): Is that the concept of ear insufflation?
	Dr. Dodick (23:24): Ear insufflation with either positive pressure or negative pressure — where you're either sucking on the eardrum or pushing on the eardrum — that may work. So, there's a series of new devices that are being evaluated right now, goi...
	Paula K. Dumas (23:53): The pediatric population has far fewer options than we do as adults. And so many parents in our community are asking, are there any new treatments that are available to those who are under 18, or things that might be on the hor...
	Dr. Dodick (24:09): Well, as you probably know, Paula, when all of these medicines are being evaluated for the first time, they're studied in adults first. And you can't actually do studies in children until you show that they're safe and effective in...
	Paula K. Dumas (25:44): Definitely. So how have these new treatments that we've discussed improved the results for your patients?
	Dr. Dodick (25:49): I started this patient on a monoclonal antibody two years ago. She's not had a migraine attack since. I kid you not.
	Paula K. Dumas (26:28): Incredible.
	Dr. Dodick (26:28): And for her, it was obviously life-altering and she was able to travel — before this pandemic — she was traveling the world because she loves to travel. It just completely changed her life. So that's one end of the spectrum. And I'...
	Dr. Dodick (26:59): And so, when we look at quality of life and when we look at disability, we see dramatic changes; and productivity — dramatic changes — even though they haven't hit that benchmark. So we, as a field, need to do a better job in devel...
	Paula K. Dumas (27:55): Right. And you touched on a number of things there: You touched on measurement, gratitude, patient-centered outcomes that matter to patients — as opposed to what the medical field has set up as an arbitrary level — and I think ...
	Dr. Dodick (28:31): Totally, 100%. Absolutely. It's up to the patients to sort of mobilize around this for themselves, for their children, and for other patients, because we want as many patients to get access to these new therapies as appropriate, if...
	Paula K. Dumas (28:55): Well, Dr. Dodick, you always give us great reasons to be hopeful, and practical things that we can do and share with our doctors. So we're really grateful for that. Today is no exception. Can you tell us where we can follow you...
	Dr. Dodick (29:11): I'm still involved, as you know, Paula, with the American Migraine Foundation, and I serve as the immediate past chair of that foundation. So we try to make all of the late-breaking information from clinical trials available to pat...
	Paula K. Dumas (29:42): And then they can also become a part of the research that the American Migraine Foundation is doing. And the funds being raised for that, which help us get more clinical trials for many of these new developments that we need.
	Dr. Dodick (29:54): Exactly, exactly.
	Paula K. Dumas (29:54): Closing the loop. Well, thank you so much for being with us today and sharing your expertise with our community.
	Dr. Dodick (30:01): The right treatment's coming, and the right treatment may be out there. It's just a matter of finding it and finding someone who is going to be creative and innovative in the way that they approach the treatment for that patient. S...

