Migraine Treatment for Otalgia

The treatment strategy used for our patients with suspected migraine associated otalgia does not differ from that used for our patients with migrainous vertigo and migraine headache. This strategy is considered standard migraine treatment in many medical specialties(1).
 Medications for migraine may be generally categorized as preventive and abortive. Abortive medications such as triptans and dihydroergotamine (DHE) are appropriate for infrequent long lasting episodes of migraine pain. These agents are effective in decreasing migraine pain partly because they are potent vasoconstrictors, but also because they inhibit the release of inflammatory neuropeptides around intracranial vessels. Frequent use of these agents can cause rebound with increased frequency and intensity of migraine symptoms.  In our series, DHE was found effective in one of two patients with infrequent long lasting episodes of otalgia.

Preventive therapy for migraine is appropriate in several groups of patients with migraine symptoms. Patients with migraine symptoms too frequent for abortive medications to be appropriate or too brief for abortive medications to be effective may benefit from preventive therapies.  Other patients with infrequent but disabling episodes of migraine symptoms that do not respond to abortive measures may benefit from preventive therapy. 
 Preventive therapies include identification and avoidance of patient specific migraine triggers, and/or the use of medications for prophylaxis of migraine. Although 65% of our patients demonstrated triggerability of their otalgia by migraine specific triggers none could be acceptably managed with trigger avoidance alone. This is because physiologic and environmental triggers such as weather change, noise, stress, flying and hunger seen as triggers in our patients cannot be effectively avoided. 

Although many medications have been used effectively for migraine prophylaxis, a handful have established  “first-line” status in the therapeutic armamentarium because of their high response rate and low side-effect profile. These include beta-blockers, calcium channel blockers, tricyclic antidepressants, and a combined sodium channel blocker and angiotensin converting enzyme inhibitor. This variety of medications reflects the likely genetic heterogeneity of migraine as an ion-channelopathy.  Our otalgia patients responded to all classes of medication. 
The initial choice of medication must necessarily consider coexistent medical conditions and medications. When a patient responds partially to a drug the dose is increased until symptoms diminish or side effects become limiting. If side effects become limiting before an acceptable therapeutic effect is achieved a decision must be made to change medications or to add a second agent. Three of our patients required a combination of two medications. One patient responded  to three separate classes of medications but discontinued each because of intolerance of side effects. The greatest number of our patients(n=20)responded to and were treated with a single class of medication.  
  The tricyclic antidepressants amitriptyline and nortriptyline have been used as first-line treatment for migraine for decades and more recently have shown efficacy in migrainous vertigo (2). Nortriptyline has a more tolerable side effect profile than amitriptyline and was used successfully as an initial therapy in fifteen of our twenty six otalgia patients. Amitriptyline was used successfully as an initial therapy in three patients. These tricyclics were used successfully in combination with another agent in an additional two patients. The efficacy of tricyclic antidepressants in migraine owes as much to their function as medium potency sodium and calcium channel blockers as to their serotonin–norepinephrine reuptake and inhibition activity.  Although the side-effect profile of tricyclic antidepressants appears prohibitive, limiting side effects are rare at the low doses usually needed for migraine prophylaxis. Our patients are prescribed 10mg before sleep and increase to 20mg at one week. Patients who tolerate the medication but who do not respond can have their dose slowly titrated up as needed. No patient required more than 40mg nightly. At these low doses nortriptyline can be taken safely alongside other SSRI’s that patients may already be taking. The most frequent side effect of tricyclics seen in our patients is morning tiredness and is easily managed by taking the bedtime dose earlier in the evening.  
Patients who do not respond to or who cannot tolerate tricyclic antidepressants  are generally tried next on propranolol at the modest dose of 60mg daily as an extended release tablet. Low blood pressure, diabetes, asthma and concurrent antihypertensive medication use are the usual contraindications. Beta-blockers may also increase depression and should be used cautiously in incompletely-treated patients. The dose may be increased to 120mg. One of our otalgia patients was successfully treated with propranolol in combination with amitriptyline.
For some patients the calcium channel blockers verapamil and diltiazem are a good initial choice. We have used diltiazem 120mg daily as an extended release tablet and increased to 240mg as needed. Hypotension, constipation,  and concurrent antihypertensive medication use may be limiting. Of three otalgia patients treated successfully with diltiazem one used diltiazem alone and two used diltiazem in combination with other medications.
Initially reserved for refractory cases topiramate may now be considered a first-line agent for migraine prophylaxis and is well tolerated if the dose is titrated slowly. Topiramate is a combination sodium channel blocker and carbonic anhydrase inhibitor. We prescribe 25mg nightly the first week and increase the daily dose by 25mg weekly until an initial dose of 50mg twice daily has been achieved. The dose may be increased to 100mg twice daily but cognitive side effects may be limiting. One of our otalgia patients was successfully treated with Topiramate.
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