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Abstract
Background and purpose: Little is known about the comparative effects of migraine pre-
ventive drugs. We aimed to estimate treatment retention and effectiveness of migraine 
preventive drugs in a nationwide registry- based cohort study in Norway between 2010 
and 2020.
Methods: We assessed retention, defined as the number of uninterrupted treatment 
days, and effectiveness, defined as the reduction in filled triptan prescriptions during 
four 90- day periods after the first preventive prescription, compared to a 90- day baseline 
period. We compared retention and efficacy for different drugs against beta blockers. 
Comparative retention was estimated with hazard ratios (HRs), adjusted for covariates, 
using Cox regression, and effectiveness as odds ratios (ORs) using logistic regression, 
with propensity- weighted adjustment for covariates.
Results: We identified 104,072 migraine patients, 81,890 of whom were female (78.69%) 
and whose mean (standard deviation) age was 44.60 (15.61) years. Compared to beta 
blockers, botulinum toxin (HR 0.43, 95% confidence interval [CI] 0.42– 0.44) and calci-
tonin gene- related peptide pathway antibodies (CGRPabs; HR 0.63, 95% CI 0.59– 0.66) 
were the least likely to be discontinued, while clonidine (HR 2.95, 95% CI 2.88– 3.02) and 
topiramate (HR 1.34, 95% CI 1.31– 1.37) were the most likely to be discontinued. Patients 
on simvastatin, CGRPabs, and amitriptyline were more likely to achieve a clinically sig-
nificant reduction in triptan use during the first 90 days of treatment, with propensity 
score- adjusted ORs of 1.28 (95% CI 1.19– 1.38), 1.23 (95% CI 0.79– 1.90), and 1.13 (95% 
CI 1.08– 1.17), respectively.
Conclusions: We found a favorable effect of CGRPabs, amitriptyline, and simvasta-
tin compared with beta blockers, while topiramate and clonidine were associated with 
poorer outcomes.
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INTRODUC TION

Migraine is a headache disorder characterized by attacks of pulsat-
ing unilateral headache, accompanied by nausea, and/or photo-  and 
phonophobia, and exacerbated by physical exertion [1]. The global 
1- year prevalence of migraine is 18% in women and 9% in men [2], 
with 959 million people experiencing migraine worldwide [3]. In 
2019, migraine was second among the causes of disability and the 
most important cause of disability among women under 50 years [2– 
5]. Patients with chronic migraine have at least 15 headache days 
a month, with at least 8 days of having headaches with migraine 
features [1]. Migraine preventive drugs reduce migraine attack fre-
quency, intensity, duration, and disability [6]. Even though almost 
40% of all patients with migraine and most patients with chronic mi-
graine would benefit from migraine preventive drugs, only 3%– 13% 
use such drugs and adherence has been found to be low [7– 13].

Recently, many new treatments for migraine have become avail-
able. The introduction of botulinum toxin A (BtA) for chronic migraine 
and drugs specifically designed for migraine prevention, such as the 
calcitonin gene- related peptide pathway antibodies (CGRPabs), have 
led to a need for a better understanding of how patients are affected 
by different treatment options in a real- world setting. Little is known 
about the comparative effectiveness and tolerability of migraine pre-
ventive drugs, and this limits access to some of the treatments [7, 14].

Prescription data provide opportunities to study the treatment 
duration and effectiveness of migraine preventive drugs in a real- 
world setting. Treatment duration can be analyzed by studying the 
time from treatment initiation to treatment discontinuation [15– 17]. 
The uninterrupted use of preventive drugs suggest a satisfactory 
patient experience. Effectiveness can be approximated by measur-
ing a patient's reduction in triptan prescriptions as an indication of 
improvement in migraine symptoms [18].

METHODS

Data source, design, and study cohort

We conducted a registry- based cohort study of eligible migraine pa-
tients in Norway filling prescriptions for migraine preventive drugs 
between 2010 and 2020, using data from the Norwegian Prescrip-
tion Database. This database contains detailed information on all 
prescriptions filled in pharmacies nationwide. Over- the- counter 
drugs and medication used in hospitals and nursing homes were not 
included. Drug expenses are universally covered in Norway, but re-
imbursement may require fulfillment of clinical criteria.

We defined patients with migraine as a person that had at least 
one prescription reimbursed for migraine (code G43 according to 
the 10th revision of International Statistical Classification of Dis-
eases [ICD- 10]) or code N89 according to the International Classi-
fication of Primary Care (ICPC- 2) [19– 21]. As there was imperfect 
compliance with the registration of reimbursement codes in the 
early years of the registry and triptans are almost exclusively used 

for the treatment of migraines in Norway, we also included patients 
with at least two prescriptions of triptans (Anatomical Therapeutic 
Chemical [ATC] classification code N02CC) [22] between 1 January 
2008 and 31 December 2020 (n = 346,154 patients). To further en-
sure that the study population was composed exclusively of migraine 
patients, we excluded patients who had at any time had a drug reim-
bursed for cluster headache (ICD- 10: G44.0- G44.2 or ICPC- 2 N90). 
We also excluded patients aged <2 years or >99 years at the time of 
their first prescription (n = 18,250; Figure S1). The dataset included 
all prescriptions filled by these patients (n = 54,246,980 prescrip-
tions). Each prescription included the date of redemption, county of 
residence, year and month of birth and death, sex, reimbursement 
code (ICD- 10/ICPC2), pack size, drug strength, drug name, defined 
daily dose (DDD) and ATC code [22, 23].

Patients with no migraine preventive drug prescriptions between 
1 January 2010 and 31 December 2019 were excluded (n = 223,832) 
to ensure at least 1 year of follow- up. Patients with no triptan pre-
scriptions were included in the analysis of retention but excluded 
from the analysis of effectiveness (Figure S1).

We defined a minimum effective dose for prophylactic use of 
migraine preventive drugs based on doses recommended to treat 
migraine in Norway (Table S1). Individual treatment periods were 
constructed based on the amount of DDDs retrieved and the mini-
mum effective dose for each drug and defined as an uninterrupted 
period during which a patient retrieved enough DDDs of a specific 
drug to cover its minimum effective dose. Since these were based on 
minimum effective doses, no grace period between treatment peri-
ods was included. The analysis was restricted to each patient's first 
treatment period with each different migraine preventive drug type.

Outcome variables

The primary outcomes were retention rate and 30% effectiveness 
for the following migraine preventive drugs groups: beta blockers 
(propranolol and metoprolol), candesartan, lisinopril, topiramate, 
CGRPabs (erenumab, fremanezumab, galcanezumab), BtA, clonidine, 
and simvastatin (Table S1). These drugs are recommended for 
migraine prophylaxis by clinical guidelines and/or are in common use 
for this indication in Norway [6, 24– 29]. As reimbursement practice 
has varied in Norway over the last 10 years, all prescriptions were 
included regardless of reimbursement code.

Retention rates were defined as the duration, in days, of uninter-
rupted treatment periods. Based on guidelines from the International 
Headache Society, we defined effectiveness as the reduction in a 
patient's triptan use over the course of 360 days after initiation of a 
migraine preventive drug, divided into 90- day periods, compared to 
their triptan use during a 90- day baseline period before they started 
the preventive drug (Table S2) [30]. The primary outcome was the 
percentage of patients achieving at least a 30% reduction in the use 
of triptans during the first 90 days since start of treatment. In each 
successive 90- day period, only patients who had not discontinued 
treatment were included in the calculation of effectiveness.
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Secondary outcomes were the proportion of patients achieving 
at least a 50% reduction in triptan use and the absolute change in 
triptan use measured in DDDs as a proxy for migraine days [30].

Covariates

Covariates included were patient age, county of residence, selected 
comorbidities (acute myocardial infarction, congestive heart failure, 
hypertension, heart rhythm disorders, renal disease, depression, 
anxiety disorder, nicotine replacement products, epilepsy, mood 
disorders, type 2 diabetes and asthma), year of treatment start, pre-
vious or simultaneous use of other migraine preventive drugs, and 
frequent triptan use, defined as filling prescriptions for more than 16 
DDDs within a 30- day period (Table S3).

Analyses

Beta blockers were selected as the active comparator for retention 
and effectiveness estimates since they are the most prescribed 
migraine preventive drugs in Norway and their effectiveness for 
this indication is well documented. Retention was estimated using 
the Kaplan– Meier estimator [31]. We compared retention for the 
different drugs using Cox regression adjusted for covariates to 
estimate hazard ratios (HRs).

Effectiveness was estimated using logistic regression to pro-
duce odds ratios (ORs) adjusted for covariates. To further account 
for differences in patient characteristics across drug types, we ap-
plied propensity- score weighting (Supplementary Methods) [32]. 
Each logistic regression was restricted to patients in the migraine 
preventive drug group and beta blockers with overlapping propen-
sity scores, resulting in covariate balance across groups (Figure S2).

All analyses were performed using STATA 17.

Sensitivity analyses

In Norway, BtA and CGRPabs are only reimbursed for chronic mi-
graine. Thus, subgroup analyses were performed for patients filling 
prescriptions for 16 or more and 15 or fewer triptan DDDs within 
30 days before initiating migraine preventive drugs (high- frequency 
and low- frequency triptan users). Since patients are recommended 1– 2 
triptan DDDs per day, 16 DDDs indicate 8– 16 migraine days/month, 
suggesting chronic migraine and/or medication overuse headaches [1].

We restricted the sample to migraine preventive medications 
prescribed with a migraine reimbursement code, to check whether 
our results were affected by the indication for use. To avoid con-
founding outcomes of effectiveness resulting from use of multiple 
drugs with preventive properties, we limited the study group to pa-
tients on migraine preventive drug monotherapy.

Patients using triptans before experiencing a cerebrovascular or 
cardiovascular event could be prescribed antihypertensive or statin 

treatment after said event and thus be advised no longer to use trip-
tans [33]. Thus, we excluded patients with prescriptions of plate-
let aggregation antibodies or antithrombotic agents (ATC codes: 
B01AA, B01AC, B01AE, and B01AF).

Separate analyses of effectiveness were performed by extend-
ing the baseline period for BtA by 270 days as this treatment in Nor-
way is sometimes initiated in hospital outpatient clinics, which is not 
captured in prescription data.

Ethical approval

Ethical approval and a waiver of informed consent was granted by 
the Regional Committees for Medical and Health Research Ethics 
(Ref: 242126).

RESULTS

The study population consisted of 104,072 patients (Figure S1). 
The mean (standard deviation [SD]) patient age at the time of 
their first treatment period was 44.60 (15.61) years and 78.69% 
(81,890) were female. Beta blockers (51,385 patients), candesartan 
(35,736 patients), and amitriptyline (34,504 patients) were the most 
prescribed drugs with migraine preventive properties.

Retention

Retention rates varied substantially across the drug groups 
 (Figure 1 and Table 1). BtA, simvastatin, and CGRPabs showed the 
highest proportion of patients on treatment 1 year after the first 
prescription, with 38.98% (1897/4867), 31.43% (4494/14,298), and 
21.97% of patients receiving these drugs (308/1402), respectively. 
The proportion was lowest for clonidine (1.71%, 147/8584), topira-
mate (9.14%, 876/9586), and amitriptyline (10.34%, 3569/34,504).

Compared to beta blockers, the probability of treatment dis-
continuation adjusted for differences in covariates was lower for 
BtA (HR 0.43, 95% confidence interval [CI] 0.42– 0.44), CGRPabs 
(HR 0.63, 95% CI 0.59– 0.66), simvastatin (HR 0.71, 95% CI 0.69– 
0.72), and candesartan (HR 0.76,95% CI 0.75– 0.77). Adherence rates 
for clonidine (HR 2.95, CI 2.88– 3.02), topiramate (HR 1.34, 95% 
CI 1.31– 1.37), and amitriptyline (HR 1.03, 95% CI 1.02– 1.05) were 
lower than for beta blockers.

Effectiveness

For all drugs combined, 50.22% of patients (40,912/81,472) achieved 
a 30% or greater reduction in triptan use during the 90 days follow-
ing their first prescription, while 57.06% (25,654/44,963), 58.25% 
(14,887/25,557), and 59.45% (10,222/17,194) achieved this in the 
following observation periods during the first year.
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During the first 90 days, the proportion with a 30% or greater 
reduction was largest for simvastatin (56.71%, 3457/6096), CGR-
Pabs (54.71%, 616/1126) and amitriptyline (53.29%, 8801/16,516), 
and patients filling prescriptions for these drugs were more likely 

to achieve 30% triptan reduction than patients filling prescrip-
tions for beta blockers, adjusted for covariates (Figure 2). Re-
stricting the population to patients with overlapping propensity 
scores, the ORs for achieving a 30% triptan reduction were 1.28 

F I G U R E  1  Duration of migraine preventive treatment by drug group. (a) Proportion of patients still on preventive migraine therapy after 
90, 180, 270, and 360 days and proportion of patients still on each drug since first prescription (retention rate). (b) Retention rate with 95% 
confidence intervals (dotted lines) adjusted for patient characteristics, comorbidities, year of treatment start, previous use of migraine 
preventive drugs, and amount of triptan defined daily doses (DDDs) prescribed per month (above or below 16 DDDs/30 days in baseline 
period. BtA, botulinum toxin A; CGRPabs, calcitonin gene- related peptide pathway antibodies. (c) Number of patients at risk at 0, 90, 180, 
270 and 360 days from (b).
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(95% CI 1.19– 1.38) for simvastatin, 1.23 (95% CI 0.79– 1.90) for 
CGRPabs, and 1.13 (95% CI 1.08– 1.17) for amitriptyline. These 
ORs were 0.94 (95% CI 0.91– 0.98) for candesartan, 0.94 (95% CI 

0.86– 1.02) for topiramate, 0.93 (95% CI 0.85– 1.03) for clonidine, 
1.01 (95% CI 0.66– 1.54) for BtA and 1.03 (95% CIs 0.91– 1.16) for 
lisinopril.

F I G U R E  2  Relative effectiveness by drug group and observation period. Odds ratios (ORs) below 1 indicate a lower probability of 
effect (30% reduction in triptan use). †Adjusted for covariates (patients age, county of residence at treatment start, number of relevant 
comorbidities, year of treatment start, previous or simultaneous use of migraine preventive drugs, and amount of triptan defined daily doses 
(DDDs) prescribed per month (above or below 16 DDDs within a 30- day period). ‡Propensity score adjusted. BtA, botulinum toxin A; CI, 
confidence interval; CGRPabs, calcitonin gene- related peptide pathway antibodies; MPD, migraine preventive drug.

F I G U R E  3  Reductions in triptan use by drug group and observation period. Proportion of patients achieving at least a 50% reduction 
in triptan use compared to their baseline levels (a), and (b) triptan daily doses used by patients before (light gray bars) and after starting 
treatment with migraine preventive drugs (colored bars). (c) summarize number of patiens, patients with 50% reduction, and change in DDD 
for each drug group and observation period. Baseline triptan consumption may vary across periods (within the same drug group), reflecting 
that the sample of patients who remain on treatment over each successive observation period is different. BtA, botulinum toxin A; CI, 
confidence interval; CGRPabs, calcitonin gene- related peptide pathway antibodies; DDD, defined daily dose; MPD, migraine preventive drug.
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During the first 90 days after their first migraine preventive pre-
scription, 39.98% of patients (32,574/81,472) achieved a 50% re-
duction in triptan prescriptions for the whole sample, and 49.21% 
(8461/17,194) achieved this by the latest observation period. The pat-
tern of effectiveness for a 50% reduction in triptan use for the differ-
ent drugs was similar to that for the 30% reduction outcome (Figure 3).

The mean reduction in daily triptan doses during the first 90 days 
of treatment was 14.55% (5.23/36.00) for all migraine preventive drugs 
combined. The mean reduction was 30.81% (21.29/69.10) for CGR-
Pabs, 18.59% (6.17/33.20) for amitriptyline, and 16.51% (4.84/29.33) 
for simvastatin. The other drugs were associated with a reduction of 
14.34% or less (Figure 3). For patients staying on the drug after 90 days, 
the mean triptan reduction over the course of the remaining first year of 
treatment ranged from 39.58% (27.05/68.34) to 43.16% (29.14/67.52) 
for CGRPabs, 23.32% (11.44/49.04) to 33.96% (16.34/48.12) for topira-
mate, 27.77% (10.06/36.22) to 30.01% (11.21/37.36) for candesartan, 
27.16% (9.37/34.48) to 27.92% (9.61/34.42) for beta blockers, 20.69% 
(8.92/43.12) to 29.18% (15.33/52.53) for lisinopril, 24.89% (7.28/29.24) 
to 28.23% (7.88/27.90) for simvastatin, 11.76% (6.18/52.60) to 14.85% 
(7.95/53.56) for BtA, and 2.90% (1.66/57.20) to 15.72% (8.82/56.15) 
for clonidine.

Sensitivity analyses

The patterns of retention and effectiveness were similar when 
subdividing the patient population into high- frequency and low- 
frequency triptan users. Overall, the proportion of patients 
achieving 30% reduction in triptan prescriptions was lower among 
the high- frequency group (45.58% [26,457/58,050] vs. 61.72% 
[14,455/23,422]; Figure 4 and Table S4). The results from the 
propensity score- adjusted comparisons with beta blockers were 
similar to those from the whole study population but with larger CIs, 
except for the BtA group (Figure 4, lower panel). Restricted to the 
patient group using most triptans, the BtA group had statistically 
significantly lower odds than the beta blocker group for achieving a 
30% triptan reduction (OR 0.70, 95% CI 0.52– 0.94; Figure 4).

The results for BtA after shifting the baseline period did not 
change much (Figure S3). Similarly, restricting the analysis to patients 
with a migraine reimbursement code, patients on monotherapy, or 
patients without prescriptions of platelet aggregation antibodies or 
antithrombotic agents did not influence the results much (Figure S4).

DISCUSSION

To our knowledge, only one study has compared CGRPabs directly 
to another migraine preventive drug [34]. In that study, erenumab 
had better tolerability than topiramate and was more effective in an 
intention- to- treat analysis [35– 37]. In our study including all patients 
prescribed CGRPabs in Norway during the study period, CGRPabs 
were associated with higher retention, supporting these data. Their 
effectiveness, measured as reduction in triptan use, was also higher 

than beta blockers. However, baseline triptan use was considerably 
higher for patients on CGRPabs. When restricting the analysis to 
patients with similar background characteristics (including triptan 
use), no statistically significant difference in effectiveness remained 
between the CGRPabs and beta blockers.

Simvastatin was associated with higher effectiveness and re-
tention than beta blockers. Previous randomized controlled studies 
have shown that simvastatin and atorvastatin can prevent migraine 
attacks with similar response rates to those of other preventive 
drugs [38– 41]. As most of these studies were recently published, 
many patients in our study probably used simvastatin to prevent 
vascular incidents and not for their migraine, and this could have 
influenced the results [38, 41].

Amitriptyline use was associated with lower retention than beta 
blockers but higher effectiveness during the first 90 days of treatment. 
Although frequently used and recommended for migraine treatment, 
few studies have previously evaluated its effectiveness [42].

In our analyses, BtA was associated with the greatest treat-
ment retention of all the drugs. However, the proportion of patients 
with reduced triptan use was lower for BtA than for beta blockers. 
Placebo- controlled studies of BtA also indicate that its effects are 
greater in terms of reduction of headache days than in terms of acute 
medication intake [43, 44]. We did not estimate potential reduction 
in non- specific acute medication (nonsteroidal anti- inflammatory 
drugs, paracetamol, opioids etc.) and did not have access to over- 
the- counter drugs or drugs obtained without a prescription over the 
internet.

Antihypertensive agents (candesartan, clonidine and lisinopril) 
showed effectiveness as beta blockers, in line with a randomized 
controlled study of candesartan versus propranolol [45]. However, 
candesartan was associated with higher levels of retention. Cloni-
dine, deemed possibly effective in the American Headache Society 
Position Statement on Migraine Treatments in 2018, was associ-
ated with significantly poorer retention and effectiveness than beta 
blockers [7, 46].

Topiramate was also associated with low levels of retention and 
effectiveness compared to beta blockers. Low tolerability for topira-
mate is well known from previous studies [42].

A strength of this study is that it includes all migraine patients 
filling prescriptions for preventive migraine treatment in Norway 
between 2010 and 2020. Retention and effectiveness could thereby 
be studied in the complete patient population without selection 
bias or loss of follow- up. The selection of patients into clinical tri-
als and consent- based registries may limit external generalizability 
[42]. Knowledge about the overall tolerability and effectiveness for 
different drugs and drug classes in unselected populations from real- 
world studies can inform doctors, patients and other stakeholders 
when considering different treatment options.

We adjusted for a range of possible confounders influencing the 
choice of migraine preventive drugs, including comorbidities and the 
number of previously failed migraine preventive drugs. We further 
accounted for patient characteristics in different drug groups by 
using propensity score- weighted analyses. We nevertheless cannot 
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    | 9RETENTION AND EFFECTIVENESS OF MIGRAINE DRUGS

F I G U R E  4  Sensitivity analysis: retention and effectiveness for patients stratified by triptan frequency (defined daily dose [DDD]). 
Retention (a) and effectiveness (b, c) for patients with a DDD above and below 16, by migraine preventive drug (MPD) group *Calcitonin 
gene- related peptide pathway antibodies (CGRPabs) were excluded from the analysis of patients with <16 DDDs due to small sample size. 
**Botulinum toxin A (BtA) was excluded due to few observations in the propensity score- adjusted analyses for patients with <16 DDDs. CI, 
confidence interval.
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rule out that unmeasured confounding factors impacted the results 
when comparing estimates to beta blockers. Finally, we conducted 
a range of sensitivity analyses that showed that our findings were 
robust to different sample specifications.

However, relying on prescription data has important limitations. 
We tested effectiveness by comparing the triptans used before and 
after starting a migraine preventive drug as triptans are a specific 
migraine treatment, but this is still an indirect measure of migraine 
days. The effect of preventive drugs on the use of non- specific acute 
drugs was not assessed. Some migraine preventive drugs, including 
flunarizine, were not included as these were either not approved for 
use and/or reimbursement in Norway during the study period. CGR-
Pabs were introduced in Norway in 2018 and approved for reim-
bursement for chronic migraine in December 2019. Reimbursement 
beyond the first 90 days of treatment is conditional on proof that the 
patient experienced at least a 30% reduction in moderate to strong 
migraine headaches, therefore, the estimation of effectiveness for 
these drugs beyond the initial 90 days should be interpreted with 
caution.

This study included all migraine preventive drugs regardless of 
the indication for use, the rationale being that if a drug has migraine 
prophylactic properties it will reduce migraine days in migraineurs. 
This practice is supported by the response rate to beta blockers in 
our study, and is in line with previous literature [6]. Oral migraine 
preventive drugs are often used for several indications [7]. In con-
trast, the parenteral drugs BtA and CGRPabs in the present study 
were only used for migraine. This difference may have understated 
the effectiveness of oral drugs in comparison to the parenteral op-
tions, as the dose may have been titrated to treat the non- migraine 
indication instead of the migraine, and their use depends on patient 
adherence. As patients may have not expected an effect on mi-
graine, the placebo effect would impact the outcomes less for these 
drugs. On the other hand, using the migraine preventive drug for 
non- migraine indications could have prolonged the duration of use 
despite lack of effect on migraine, increasing retention. Finally, as 
we wanted to assess the retention and effectiveness in the complete 
population, we did not stratify analyses according to age groups but 
instead adjusted for age.

In conclusion, responder rates to the different drugs ranged 
from 30% to 50%, and there were large differences in retention and 
effectiveness among the drugs. All drug groups and drugs studied 
reduced triptan prescription fills. Overall, the results showed fa-
vorable response of CGRPabs, amitriptyline, and simvastatin over 
beta blockers, while topiramate and clonidine were associated with 
poorer outcome.

AUTHOR CONTRIBUTIONS
All authors contributed to the design of the study and the choice 
of research questions. Marte H. Bjørk: Study design, interpretation 
of results, preparation of the manuscript, and approval of the 
manuscript. Solveig Borkenhagen, Francisco Oteiza, Erik Magnus 
Sæther and Christoffer Bugge: Data collection, study design, 
analysis, interpretation of results, preparation of the manuscript, 

and approval of the manuscript. Aud N. Dueland and Frank E. 
Sørgaard: Study design, interpretation of results, and approval of the 
manuscript.

ACKNOWLEDG MENTS
The data that support the findings of this study are available from 
the Prescribed Drug Registry (www.helse data.no). Restrictions 
apply to the availability of these data, which were used under license 
for this study.

FUNDING INFORMATION
This study was funded by Novartis Norge AS.

CONFLIC T OF INTERE S T S TATEMENT
Dr. Bjørk reports receiving speakers honoraria from Teva, Eisai 
and Lilly, advisory board honoraria from Jazz Pharmaceuticals, 
Angelini Pharma, Lundbeck, Pfizer and Eisai, consultancy 
honoraria from Novartis, and institutional grants from Sanofi. 
Aud N. Dueland reports receiving speakers honoraria from 
AbbVie, Lilly, Lundbeck, Novartis, Roche and Teva, advisory board 
honoraria from Lilly, Lundbeck, Pfizer and Teva, and consultancy 
honoraria from AbbVie and Novartis. Frank E. Sørgaard is a medical 
advisor at Novartis Norway AS. Erik Magnus Sæther, Christoffer 
Bugge, Francisco Oteiza and Solveig Borkenhagen are employed 
by Oslo Economics, which provides consulting services in health 
economics to both private and public healthcare providers. Oslo 
Economics received funding from Novartis Norway AS to conduct 
the current study.

DATA AVAIL ABILIT Y S TATEMENT
The data that support the findings of this study are available from 
Norwegian Institute of Public Health. Restrictions apply to the 
availability of these data, which were used under license for this 
study. Data are available from the Norwegian Institute of Public 
Health upon application.

ORCID
Marte H. Bjørk  https://orcid.org/0000-0002-5745-1094 
Solveig Borkenhagen  https://orcid.org/0000-0003-2562-2431 
Francisco Oteiza  https://orcid.org/0000-0002-3747-9786 
Christoffer Bugge  https://orcid.org/0000-0002-0766-2870 

R E FE R E N C E S
 1. Headache Classification Committee of the International Headache 

Society (IHS). The international classification of headache disor-
ders, 3rd edition. Cephalalgia. 2018;38:1- 211.

 2. Stovner LJ, Hagen K, Linde M, Steiner TJ. The global prevalence 
of headache: an update, with analysis of the influences of meth-
odological factors on prevalence estimates. J Headache Pain. 
2022;23:34.

 3. Lipton RB, Stewart WF, Diamond S, Diamond ML, Reed M. 
Prevalence and burden of migraine in the United States: data from 
the American Migraine Study II. Headache. 2001;41:646- 657.

 4. Steiner TJ, Stovner LJ, Jensen R, Uluduz D, Katsarava Z. On be-
half of lifting the burden: the global campaign against H. migraine 

 14681331, 0, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/ene.16062 by U

N
IV

E
R

SIT
Y

 O
F B

E
R

G
E

N
, W

iley O
nline L

ibrary on [30/10/2023]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense

http://www.helsedata.no
https://orcid.org/0000-0002-5745-1094
https://orcid.org/0000-0002-5745-1094
https://orcid.org/0000-0003-2562-2431
https://orcid.org/0000-0003-2562-2431
https://orcid.org/0000-0002-3747-9786
https://orcid.org/0000-0002-3747-9786
https://orcid.org/0000-0002-0766-2870
https://orcid.org/0000-0002-0766-2870


    | 11RETENTION AND EFFECTIVENESS OF MIGRAINE DRUGS

remains second among the world's causes of disability, and first 
among young women: findings from GBD2019. J Headache Pain. 
2020;21:137.

 5. Steiner TJ, Stovner LJ, Vos T. GBD 2015: migraine is the third cause 
of disability in under 50s. J Headache Pain. 2016;17:104.

 6. Silberstein SD. Preventive migraine treatment. Continuum (Minneap 
Minn). 2015;21:973- 989.

 7. Ailani J, Burch RC, Robbins MS, the Board of Directors of the 
American Headache S. The American headache society consensus 
Statement: update on integrating new migraine treatments into 
clinical practice. Headache. 2021;61:1021- 1039.

 8. Lipton RB, Bigal ME, Diamond M, Freitag F, Reed ML, Stewart WF. 
Migraine prevalence, disease burden, and the need for preventive 
therapy. Neurology. 2007;68:343- 349.

 9. Blumenfeld AM, Bloudek LM, Becker WJ, et al. Patterns of use and 
reasons for discontinuation of prophylactic medications for episodic 
migraine and chronic migraine: results from the second international 
burden of migraine study (IBMS- II). Headache. 2013;53:644- 655.

 10. Diamond S, Bigal ME, Silberstein S, Loder E, Reed M, Lipton RB. 
Patterns of diagnosis and acute and preventive treatment for mi-
graine in the United States: results from the American migraine 
prevalence and prevention study. Headache. 2007;47:355- 363.

 11. Thomsen RW, Szépligeti SK, Xue F, Pedersen L, Sørensen 
HT, Ehrenstein V. Patterns of initial migraine treatment in 
Denmark: a population- based study. Pharmacoepidemiol Drug Saf. 
2019;28:322- 329.

 12. Silberstein S, Diamond S, Loder E, Reed M, Lipton R. Prevalence 
of migraine sufferers who are candidates for preventive therapy: 
results from the American migraine prevalence and prevention 
(AMPP) study. Headache. 2005;45:770- 771.

 13. Hepp Z, Dodick DW, Varon SF, Gillard P, Hansen RN, Devine EB. 
Adherence to oral migraine- preventive medications among pa-
tients with chronic migraine. Cephalalgia. 2015;35:478- 488.

 14. Hwang TJ, Vokinger KN, Kesselheim AS. New treatments for mi-
graine –  therapeutic ratings and comparative coverage in the US, 
Canada, and Europe. JAMA Intern Med. 2022;182:101- 102.

 15. Oteiza F, Løyland HI, Bugge C, Kristiansen IS, Støvring H. 
Persistence of statin treatment –  the impact of analytic method 
when estimating drug survival. Norsk Epidemiologi. 2021;29:1- 2.

 16. Osterberg L, Blaschke T. Adherence to medication. N Engl J Med. 
2005;353:487- 497.

 17. Støvring H, Pottegård A, Hallas J. Refining estimates of prescription 
durations by using observed covariates in pharmacoepidemiologi-
cal databases: an application of the reverse waiting time distribu-
tion. Pharmacoepidemiol Drug Saf. 2017;26:900- 908.

 18. Piccinni C, Cevoli S, Ronconi G, et al. A real- world study on unmet 
medical needs in triptan- treated migraine: prevalence, preventive 
therapies and triptan use modification from a large Italian popula-
tion along two years. J Headache Pain. 2019;20:74.

 19. World Health Organization. ICD- 10: International Statistical 
Classification of Diseases and Related Health Problems. World Health 
Organization; 2004.

 20. Wonca Classification Committee, World Organization of Family 
Doctors. ICPC- 2- R International Classification of Primary Care. 
Oxford University Press; 2005.

 21. WHO. The ICD- 10 Classification of Mental and Behavioural Disorders; 
Diagnostic Criteria for Research. World Health Organization; 1993.

 22. World Health Organization. Anatomical Therapeutic Chemical 
(ATC) Classification. Accessed April 25. https://www.who.int/
tools/ atc- ddd- toolk it/atc- class ifica tion

 23. World Health Organization. Defined Daily Dose (DDD). Accessed 
April 25. https://www.who.int/tools/ atc- ddd- toolk it/about - ddd

 24. Silberstein SD. Practice parameter: evidence- based guidelines for 
migraine headache (an evidence- based review): report of the qual-
ity standards Subcommittee of the American Academy of neurol-
ogy. Neurology. 2000;55:754- 762.

 25. Dodick DW, Silberstein SD. Migraine prevention. Pract Neurol. 
2007;7:383- 393.

 26. Pringsheim T, Davenport W, Mackie G, et al. Canadian Headache 
Society guideline for migraine prophylaxis. Can J Neurol Sci. 
2012;39:S1- S59.

 27. Evers S, Afra J, Frese A, et al. EFNS guideline on the drug treatment 
of migraine –  revised report of an EFNS task force. Eur J Neurol. 
2009;16:968- 981.

 28. National Institute for Health and Care Excellence. Headaches in 
Over 12s: Diagnosis and Management. NICE; 2021.

 29. Norwegian Advisory Unit on Headaches. Norwegian neurological 
guidelines. Migraine. Accessed April 25. https://nevro logi.legeh andbo 
ka.no/handb oken/sykdo mmer/hodep ine/migre ne/migre ne2/

 30. Tassorelli C, Diener H- C, Dodick DW, et al. Guidelines of the 
International Headache Society for controlled trials of preventive 
treatment of chronic migraine in adults. Cephalalgia. 2018;38:815- 832.

 31. Bland JM, Altman DG. Survival probabilities (the Kaplan- Meier 
method). BMJ. 1998;317:1572- 1580.

 32. Desai RJ, Franklin JM. Alternative approaches for confounding 
adjustment in observational studies using weighting based on the 
propensity score: a primer for practitioners. BMJ. 2019;367:l5657.

 33. Aurobindo Pharma –  Milpharm Ltd. Sumatriptan 50 mg tablets. 
Accessed April 26. https://www.medic ines.org.uk/emc/produ 
ct/524/smpc#gref

 34. Drellia K, Kokoti L, Deligianni CI, Papadopoulos D, Mitsikostas DD. 
Anti- CGRP monoclonal antibodies for migraine prevention: a sys-
tematic review and likelihood to help or harm analysis. Cephalalgia. 
2021;41:851- 864.

 35. Reuter U, Ehrlich M, Gendolla A, et al. Erenumab versus topira-
mate for the prevention of migraine –  a randomised, double- blind, 
active- controlled phase 4 trial. Cephalalgia. 2022;42:108- 118.

 36. Sacco S, Amin FM, Ashina M, et al. European Headache Federation 
guideline on the use of monoclonal antibodies targeting the calci-
tonin gene related peptide pathway for migraine prevention -  2022 
update. J Headache Pain. 2022;23:67.

 37. Ehrlich M, Hentschke C, Sieder C, Maier- Peuschel M, Reuter U. 
Erenumab versus topiramate: post hoc efficacy analysis from the 
HER- MES study. J Headache Pain. 2022;23:141.

 38. Buettner C, Nir R- R, Bertisch SM, et al. Simvastatin and vitamin D 
for migraine prevention: a randomized, controlled trial. Ann Neurol. 
2015;78:970- 981.

 39. Medeiros FL, Medeiros PL, Valença MM, Dodick D. Simvastatin for 
migraine prevention. Headache. 2007;47:855- 856.

 40. Sherafat A, Sahebnasagh A, Rahmany R, Mohammadi F, Saghafi F. 
The preventive effect of the combination of atorvastatin and nor-
triptyline in migraine- type headache: a randomized, triple- blind, 
placebo- controlled trial. Neurol Res. 2022;44:311- 317.

 41. Hesami O, Sistanizad M, Asadollahzade E, Johari M- S, Beladi- 
Moghadam N, Mazhabdar- Ghashghai H. Comparing the effects of 
atorvastatin with sodium valproate (divalproex) on frequency and 
intensity of frequent migraine headaches: a double- blind random-
ized controlled study. Clin Neuropharmacol. 2018;41:41- 97.

 42. Loder E, Rizzoli P. Pharmacologic prevention of migraine: a narrative 
review of the state of the art in 2018. Headache. 2018;58:218- 229.

 43. Mathew NT, Frishberg BM, Gawel M, et al. Botulinum toxin type 
a (BOTOX®) for the prophylactic treatment of chronic daily 
headache: a randomized, double- blind, placebo- controlled trial. 
Headache. 2005;45:293- 307.

 44. Dodick DW, Turkel CC, DeGryse RE, et al. OnabotulinumtoxinA 
for treatment of chronic migraine: pooled results from the double- 
blind, randomized, placebo- controlled phases of the PREEMPT clin-
ical program. Headache. 2010;50:921- 936.

 45. Stovner LJ, Linde M, Gravdahl GB, et al. A comparative study of 
candesartan versus propranolol for migraine prophylaxis: a ran-
domised, triple- blind, placebo- controlled, double cross- over study. 
Cephalalgia. 2014;34:523- 532.

 14681331, 0, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/ene.16062 by U

N
IV

E
R

SIT
Y

 O
F B

E
R

G
E

N
, W

iley O
nline L

ibrary on [30/10/2023]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense

https://www.who.int/tools/atc-ddd-toolkit/atc-classification
https://www.who.int/tools/atc-ddd-toolkit/atc-classification
https://www.who.int/tools/atc-ddd-toolkit/about-ddd
https://nevrologi.legehandboka.no/handboken/sykdommer/hodepine/migrene/migrene2/
https://nevrologi.legehandboka.no/handboken/sykdommer/hodepine/migrene/migrene2/
https://www.medicines.org.uk/emc/product/524/smpc#gref
https://www.medicines.org.uk/emc/product/524/smpc#gref


12  |    BJØRK et al.

 46. American Headache Society. The American headache society posi-
tion Statement on integrating new migraine treatments into clinical 
practice. Headache. 2019;59:1- 18.

SUPPORTING INFORMATION
Additional supporting information can be found online in the 
Supporting Information section at the end of this article.

How to cite this article: Bjørk MH, Borkenhagen S, Oteiza F, 
et al. Comparative retention and effectiveness of migraine 
preventive treatments: A nationwide registry- based cohort 
study. Eur J Neurol. 2023;00:1-12. doi:10.1111/ene.16062

 14681331, 0, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/ene.16062 by U

N
IV

E
R

SIT
Y

 O
F B

E
R

G
E

N
, W

iley O
nline L

ibrary on [30/10/2023]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense

https://doi.org/10.1111/ene.16062

	Comparative retention and effectiveness of migraine preventive treatments: A nationwide registry-­based cohort study
	Abstract
	INTRODUCTION
	METHODS
	Data source, design, and study cohort
	Outcome variables
	Covariates
	Analyses
	Sensitivity analyses
	Ethical approval

	RESULTS
	Retention
	Effectiveness
	Sensitivity analyses

	DISCUSSION
	AUTHOR CONTRIBUTIONS
	ACKNOWLEDGMENTS
	FUNDING INFORMATION
	CONFLICT OF INTEREST STATEMENT
	DATA AVAILABILITY STATEMENT

	REFERENCES


