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Objective: To establish expert consensus on the
preventive treatment of migraine in Saudi Arabia,
with a focus on the use of calcitonin gene-related
peptide monoclonal antibodies (CGRP mAbs), in
light of the latest international guidelines and local
clinical practice.

Method: A panel of 10 neurologists and headache
specialists from various regions in Saudi Arabia
convened virtually to evaluate the latest evidence
and clinical experience with migraine preventive
treatments. A web-based questionnaire containing
evidence-based and practice-driven statements was

distributed among the panel. Statements that received
>70% agreement were considered to have reached
consensus. A final set of consensus recommendations
was drafted and validated by all panel members.

Results: The expert panel reviewed updated
clinical data and recent international guidelines
recommending CGRP mAbs as first-line preventive
treatment options. The panel reached consensus
on key aspects of migraine management in Saudi
Arabia, including treatment initiation criteria,
patient selection, and the role of CGRP mAbs in
clinical practice. The recommendations emphasize
the need for earlier initiation of effective treatments
to reduce disease burden and improve quality of life.

Conclusion: This expert consensus provides updated
guidance on the preventive treatment of migraine in
Saudi Arabia, supporting the integration of CGRP
mAbs as a first-line option. These recommendations
aim to enhance the standard of migraine care and
address unmet needs in the local healthcare setting.
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Migraine is a common neurological disorder,
affecting over 10% of people worldwide. It ranks
as the second leading cause of disability globally.' In
Saudi Arabia, the most recent estimates suggest that
at least 25% of the population suffers from migraines,
a rate significantly higher than the global average.”
Migraine is more prevalent in women and is a highly
disabling condition affecting patients, their families,
and society.>® The disease negatively impacts quality
of life (QoL), including physical, emotional, and
social aspects of daily life, such as family, work, and
social relationships.” Additionally, migraine imposes a
substantial economic burden and increases healthcare
resource utilization.® In the United States (US), the
annual cost burden has been estimated at over $56
billion (inflated to 2013 US dollars), with over 60% of
this figure attributable to direct costs.” Therefore, the
availability of effective and safe treatments for migraine
is essential to improve QoL and alleviate the burden of
the disease.®

Migraine  Treatment. Migraine
categorized into acute and preventive therapies. Acute
treatment is used for resolving migraine attacks, while
preventive therapy is used to reduce the frequency,
severity, and duration of migraine attacks. Despite the
available evidence and guidelines on migraine treatment,
it still remains underestimated, underdiagnosed, and
undertreated in our region.’

Conventional preventive treatments for migraines
include propranolol, timolol, tricyclic antidepressants
(TCAs), and topiramate. However, despite these
medications, most patients fail to achieve optimal
long-term treatment outcomes. This issue may be
attributed to treatment discontinuation due to side
effects or failure to achieve the desired response.
Consequently, there is a significant need for improved
migraine management.

A new class of treatment, Calcitonin Gene-Related
Peptide (CGRP) monoclonal antibodies (mAbs),
has been approved as an effective and safe preventive
option for migraine, with erenumab being the first

CGRP mAb approved by the United States Food and

treatment  is

Disclosure. This study was funded by Eli Lilly. Eli Lilly
provided funding for the medical writing/editorial
support without any influence on the development of the
manuscript or the guideline recommendation. Neither
honoraria nor payments were made for authorship.

170  Neurosciences 2025; Vol. 30 (3)

Drugs Administration (US FDA) in 2018." Clinical
trials of CGRP mAbs have demonstrated impressive
safety and efficacy profiles, reshaping the migraine
treatment landscape.!" Four CGRP mAbs have been
approved: erenumab, fremanezumab, galcanezumab,
and eptinezumab."" In Saudi Arabia, only erenumab,
galcanezumab, and eptinezumab have been approved.

A consensus statement published in 2021 by the
American Headache Society (AHS) provided guidance
on when to initiate the use of CGRP mAbs based on
the available and clinical experience at that time."? The
statement recommended that CGRP mAbs could be
commenced after at least two oral preventive treatments
proved unsuccessful.'? Since then, new evidence has
emerged regarding the efficacy, safety, and tolerability of
CGRP mAbs along with extensive real-world experience
gained through the use of CGRP mAbs, which led
to an updating of the AHS statement in 2024." In
this updated position statement, CGRP mAbs are
recommended as a first-line option for migraine
prevention without requiring prior trials or failure of
other conventional treatments."* The updated European
headache federation (EHF) consensus was the first
guidelines to endorse CGRP mAbs as a first-line option
for migraine prevention.' This updated EHF guideline
from 2022 states that, in individuals with migraine who
require preventive treatment, CGRP mAbs should be
included as a first-line treatment option.'

Despite the previously mentioned facts about the
burden of migraine and the available data and updated
guidelines for migraine treatments, there remains a need
for optimum migraine management in Saudi Arabia,
specifically regarding migraine preventive treatments.
This expert consensus statement aims to provide an
update on the management of migraine in Saudi Arabia,
considering the available therapeutic agents of CGRP
mAbs for migraine treatment and prevention.

Methods. An expert panel in neurology convened
virtually to reach a consensus on the preventive
treatment of migraine in Saudi Arabia. Ten neurologists
and headache specialists from various regions of the
Kingdom reviewed and discussed the latest available
evidence on migraine management, including the use of
CGRP mAbs. Afterward, a set of tailored questions was
distributed to the experts via a web-based questionnaire.
Panel members were asked to select the most accurate
statement based on available evidence and their
clinical practice. Statements that achieved at least 70%
agreement among the panel members were considered
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Table 2 - Summary of the Expert Consensus Statements.

Questions

Statements

Q 1. When should migraine preventive treatments be offered to
individuals with migraine?

Migraine preventive treatments should be offered to individuals with migraine in the
following cases:
Four or more migraines per month
*Highly disabling migraine attacks (migraine with brainstem aura or hemiplegic
migraine)
*Two severe or disabling attacks not responding to acute migraine treatment, or
acute treatment is contraindicated

Question 2. What are the different preventive treatment classes approved
Sor the pr ive tre ent of episodic migraine patients and available in
Saudi Arabia?

Preventive treatments approved for episodic migraine patients in Saudi Arabia include
conventional treatment options, which are TCAs, BBs, anti-seizures, and the newer

specific class, CGRP mAbs.

Question 3. What are the different preventive treatment classes approved
Jor the preventive treatment of chronic migraine patients and available in
Saudi Arabia?

Preventive treatments approved for chronic migraine patients in Saudi Arabia are TCA,
BBs, anti-seizures, and CGRP mAbs, in addition to onabotulinumtoxin A.

Question 4. What are the important factors for the optimal drug selection
of preventive treatment?

Multiple important factors should be considered during the drug selection for
optimal preventive treatment, including evidence of efficacy, patient preference,
contraindications and allergies, tolerability and adherence, comorbid and coexistent
illness, and cost and availability.

Question 5. When should the efficacy of migraine preventive treatments be
evaluated after initiating treatment?

The efficacy of migraine preventive treatments should be evaluated two to three months
after treatment initiation.

Question 6. What are the parameters for defining successful migraine
treatment for migraine patients?

Several parameters are used to define migraine treatment success for migraine patients,
including the following:

*50% reduction with three months in the frequency of days with episodic migraine
*30% reduction with three months in the frequency of days with headache or migraine
for chronic migraine
*Significant decrease in attack duration based on patient’s headache diary
*Significant decrease in attack severity based on patient’s headache diary
*Reduction in migraine-related disability and improvements in functioning, such as

MIDAS

Question 7. Based on the clinical evidence regarding the efficacy and safety
of the CGRP mAbs, at what stage can monoclonal antibodies targeting
CGRP pathway be offered to individuals with migraine throughout the
treatment lines?

CGRP monoclonal antibodies targeting the CGRP pathway can be offered to
individuals with migraine at any stage of treatment, particularly as a first-line treatment.

Question 8. What are the clinical indi ider for CGRP mAbs at
an early stage of migraine treatment, such as first-line treatment?

tions to c

CGRP mAbs can be considered at an early stage of treatment in the following cases:
1) A high chance of developing side effects from oral preventive treatments based on
history, comorbidities, or other oral medications
2) A high chance of drug-drug interaction with other oral treatments
3) A high chance of low adherence to oral treatment and/or an inability to take oral
preventive treatments due to medical reasons (gastrointestinal reasons), social/religious
reasons (fasting, nature of work), or the patient’s preference not to take oral preventive
treatments

Question 9. When should stopping treatment with CGRP mAbs be
considered in individuals with migraine?

CGRP mAbs treatment cessation should be considered in the following cases:
*The development of life-threatening or severe side effects or complications
*The development of intolerable or disabling mild to moderate side effects

eAfter 12 months of treatment with consistent benefits over the last three months
of 2 75% reduction from baseline before starting CGRP mAbs treatment, as well
as improvement in the migraine disability score (such as MIDAS)

Question 10. In individuals with migraine who failed one CGRP mAb, is
switching to a different antibody an option?

In individuals with migraine who failed one CGRP mAb, switching to a different
CGRP mAb—ecither a CGRP receptor blocker or a CGRP ligand blocker—could be

an option.

Question 11. Can treatment with CGRP mAbs be combined with other
classes of preventive treatments, such as oral preventive treatments or
onabotulinumtoxin A?

CGRP mAbs can be combined with other classes of preventive treatments, especially
the combination of CGRP mAbs and onabotulinumtoxin A.

Question 12. In which individuals with migraine is caution suggested when
considering treatment with CGRP mAbs?

Caution is suggested when considering migraine treatment with CGRP mAbs in
pregnant and nursing women, individuals with latex allergy, and individuals with a
history of constipation or hypertension (with erenumab).

Question 13. Would the availability of a local clinical practice guideline for
the diagnosis and treatment of migraine patients, as well as establishing a
national registry for migraine, help clinical decision-makers and medical
institutions make proper decisions that would improve the clinical care for
migraine patients?

'The availability of a local clinical practice guideline for the diagnosis and treatment of

migraine patients and establishing a national registry for migraine could help clinical

decision-makers and medical institutions make proper decisions that would improve
clinical care for migraine patients.

WWW.NSj.0rg.sa
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Table 1 - Factors for optimal drug selection.

Evidence of efficacy

Medical professional experience

Tolerability

Patient preference

Headache subtype (episodic or chronic)

Comorbid and coexistent illnesses

Concomitant medications

Physiological factors (e.g., heart rate, blood pressure)
Pregnancy or the potential for pregnancy among women
Ease of use

RCSPOHSC to previous treatments

to have reached a consensus. A preliminary draft of the
consensus recommendations was developed and shared
with the panel again for their final approval.

Results. Question 1. When should migraine
preventive treatments be offered to individuals with
migraine?

Prophylactic treatment is a key aspect of migraine
management, aimed at improving patients’ QoL." Such
treatment can reduce a migraine attack’s frequency,
severity, and duration. Preventive treatment can also
enhance the effectiveness of acute treatments during an
attack.'t?

Since headache represents 1-4% of all emergency
department visits and ranks among the top 20 reasons
for outpatient visits, all migraine patients should be
assessed to receive preventive treatment.'®" In practice,
however, preventive therapy remains underutilized in
migraine patients. In the US, data indicate that while
38% of migraine patients are eligible for prophylactic
treatment, only 3—13% receive preventive therapy.'”

Current guidelines recommend that migraine
patients be considered for preventive treatment in the
following cases:"

1. Acute migraine
contraindicated

2. The presence of medication-overuse headache

3. Highly disabling migraine attacks (migraine with
brainstem aura or hemiplegic migraine)

4. Patient preference

5. Recurring migraine attacks that impair the patient’s
QoL

6. Frequent headaches of four or more episodes per
month or eight or more headache days per month

The panel recommended that migraine preventive
treatments should be offered to individuals with
migraine in the following cases:

* Four or more migraines per month
* Highly disabling migraine attacks (migraine with

treatment is ineffective or

172 Neurosciences 2025; Vol. 30 (3)

brainstem aura or hemiplegic migraine)

* Two severe or disabling attacks not responding
to acute migraine treatment, or acute treatment is
contraindicated

Question 2. What are the different preventive
treatment classes approved for the preventive treatment
of episodic migraine patients and available in Saudi
Arabia?

The panel discussed different migraine preventive
treatments that have been used in Saudi Arabia for
many decades. These treatments are regarded as standard
care and include B-blockers (BBs), anti-convulsants,
antidepressants, and calcium channel blockers. Some
of the conventional agents used for preventive migraine
management in Saudi Arabia are prescribed off-label.

Regarding the CGRP mAbs class, the US FDA and
the European Medicines Agency (EMA) have approved
them all as preventive treatment for episodic migraine
patients."*!® Currently, the Saudi Food and Drug
Administration (SFDA) has approved three CGRP
mAbs (galcanezumab, erenumab, and eptinezumab) for
the prevention of episodic migraine."

The panel agreed that the preventive treatments
approved for episodic migraine in Saudi Arabia include
conventional treatment options, like TCAs, BBs, anti-
seizures, and the newer CGRP mAbs class.

Question 3. What are the different preventive
treatment classes approved for the preventive treatment
of chronic migraine patients and available in Saudi
Arabia?

The panel discussed that although previous
guidelines did not differentiate between episodic and
chronic migraine management, recent clinical trials on
migraine management are more defined. Botulinum
toxin was approved for the preventive management of
chronic migraines nearly a decade ago in the US and
Canada.” Furthermore, CGRP mAbs had separate trials
for chronic and episodic migraine and were approved
for both indications.”

The SFDA drug list includes galcanezumab,
erenumab, eptinezumab, and onabotulinumtoxin A for
chronic migraine prevention.

The panel agreed that the preventive treatments
approved for chronic migraine patients in Saudi Arabia
are TCAs, BBs, anti-seizures, CGRPs mAbs, and
onabotulinumtoxin A.

Question 4. What are the important factors for the
optimal drug selection of preventive treatment?

The AHS guideline highlighted some essential factors
to consider when undergoing preventive migraine
agent selection (Table 1)."* Optimal drug selection
should be individualized and must account for several
patient-related factors, such as patient preference,

WWW.NSj.org.sa
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tolerability, and comorbid conditions, in addition to
the best available evidence and clinical experience.'>'>"”
Reproductive potential and family planning are also
critical issues to discuss with female migraine patients
of childbearing age."

The panel recommended that multiple essential
factors should be considered during the drug selection
of optimal preventive treatment, including evidence
of efficacy, patient preference, contraindications and
allergies, tolerability and adherence, comorbid and
coexistent illness, and cost and availability.

Question 5. When should the efficacy of migraine
preventive treatments be evaluated after initiating the
treatment?

The panel reviewed and discussed the concept that
the efficacy of preventive treatment can be defined
in terms of achieving a significant reduction in mean
monthly headache days by at least 50% within 3 months.
However, the duration and severity of the attack, the
level of disability, and the extent of life impairment are
other factors to be considered. Patient perspective must
also be regarded seriously.'>"

Although most patients who are considered
responders display a response within 3 months, it can
take up to 6 months for a preventive agent to achieve
its full therapeutic benefits,'>'>!” Therefore, the AHS
recommended that all preventive treatments be given
an adequate trial (3 to 6 months) before treatment
assessment.'?

The CGRP mAbs are thought to have a rapid onset
of action, and the effects can be visible within the first
week of initiating treatment." However, real-world
data have revealed that response rates can increase
over time in patients who do not display an adequate
early response. Therefore, the EHF recommended that
treatment with CGRP mAbs be first evaluated after at
least 3 months of treatment. A decision to continue
treatment for an additional period of 2 to 3 months
might be considered in selected cases.'

The panel agreed that the efficacy of migraine
preventive treatments should be evaluated in 2 to 3
months after treatment initiation.

Question 6. What are the parameters used to define
successful migraine treatment for migraine patients?

The panel discussed that, for a preventive migraine
treatment to succeed, it needs to reduce migraine attack
frequency or days by at least 50% within 3 months
for episodic migraine and 30% within 3 months for
chronic migraine. Additional parameters include
reduced attack duration or severity, enhanced response
to acute treatments, improved ability to function, and

reduced disability.'"'>!>17

WWW.NSj.0rg.sa

The panel recommended several parameters to

define migraine treatment success for migraine patients:

* 50% reduction with 3 months in the frequency of

days with episodic migraine

* 30% reduction with 3 months in the frequency of

days with headache or migraine for chronic migraine

* Significant decrease in attack duration based on the

patient’s headache diary

* Significant decrease in attack severity based on the

patient’s headache diary

* Reduction in migraine-related disability and

improvements in functioning, such as MIDAS

Question 7. Based on the clinical evidence regarding
the efficacy and safety of the CGRP mAbs, at what stage
can monoclonal antibodies targeting the CGRP pathway
be offered to individuals with migraines throughout the
treatment lines?

Unlike the existing prophylactic treatments for
migraine, CGRP mAbs are the first disease-specific
preventive treatment for migraine.”* Several clinical
trials have proven their efficacy and unremarkable
safety profiles.”? Recent evidence supports CGRP mAbs
having an efficacy that is at least comparable to the
efficacy of the currently used preventive drugs, with
excellent tolerability and ease of use.””* The CGRP
mAbs were recommended as a third-line treatment
in the 2019 EHF guideline.® These treatments
were initially considered following poor response,
tolerability issues, lack of adherence, or after at least 2
other preventive treatment classes. However, the EHF
guideline updated this recommendation in 2022 to
favor the consideration of CGRP mAbs as a first-line
treatment option, depending on patient condition
and preferences.’ As mentioned, the AHS guideline
initially positioned CGRP mAbs after the failure of at
least 2 other preventive treatments.'> However, in their
updated statement this year, the AHS positioned CGRP
mAbs treatment as a first-line option for migraine
prevention without the need for the previous trial or
failure of the other conventional treatments.'

Our panel recommended CGRP mAbs be offered to
individuals with migraine at any stage of the treatment
course, particularly as a first-line treatment.

The panel agreed that monoclonal antibodies
targeting the CGRP pathway can be offered to
individuals with migraine at any stage of treatment,
particularly as a first-line treatment.

Question 8. What are the clinical indications for
considering CGRP mAbs at an early stage of migraine
treatment, such as first-line treatment?

The panel discussed how CGRP mAbs were initially
positioned by different regulatory bodies as a third-line
treatment option after failing at least 2 oral preventive

Neurosciences 2025; Vol. 30 (3) 173
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agents due to poor response, tolerability, or compliance.
However, the panel agreed that recent guidelines in favor
of CGRP mAbs, owing to their efficacy, tolerability,
and ease of use, mean they can be considered a first-line
therapy.'

The panel agreed there are cases in which CGRP
mAbs can be considered at an early stage of treatment.
The clinical indicators include:

1) A high chance of developing side effects from oral
preventive treatments based on history, comorbidities,
or other oral medications.

2) A high chance of drug-drug interaction with other
oral treatments.

3) A high chance of low adherence to oral treatment
and/or an inability to take oral preventive treatments
for medical reasons (gastrointestinal reasons), social/
religious reasons (fasting, nature of work), or the patient’s
preference not to take oral preventive treatments.

Question 9. When should stopping treatment
with CGRP mAbs be considered for individuals with
migraine?

All available evidence is based on expert opinion. For
CGRP mAbs, the EHF recommendation is to consider
stopping CGRP mAbs treatment after 12—18 months
based on patient response, tolerability, and preference.®
Treatment should be stopped earlier if patients develop
side effects that are intolerable or life-threatening.'

However, real-world data have revealed a worsening
of symptoms for a few months after CGRP mAbs
treatment discontinuation.”> A follow-up study of
patients after erenumab discontinuation found over
50% experienced early disease worsening.” A follow-up
of three randomized controlled samples of participants
on galcanezumab revealed a gradual reduction of effect
upon treatment cessation, without signs of rebound
headache four months post-treatment for most patients
with episodic and chronic migraine.*

The panel agreed that CGRP mAbs treatment
cessation should be considered in the following cases:

* The development of life-threatening side effects,
complications or severe side effects

* The development of intolerable or disabling mild to
moderate side effects

e After 12 months of treatment with consistent
benefits over the last three months of > 75% reduction
from baseline before starting CGRP mAbs treatment,
as well as improvement in the migraine disability score
(such as MIDAS)

Question 10. In individuals with migraine who
failed one CGRP mAb, is switching to a different

174 Neurosciences 2025; Vol. 30 (3)

antibody an option?

The panel discussed a retrospective cohort study
that included patients treated with one anti-CGRP
after failing another, which revealed that switching
non-responder patients from one anti-CGRP to
another could provide some benefit.”’ Another
multicenter retrospective study found that switching
from erenumab to another CGRP mAb (galcanezumab
or fremanezumab) in previously non-response patients
resulted in a superior response.”

In line with the recent research on switching, the
panel recommended that, for individuals with migraine
who failed one CGRP mAb, switching to a different
CGRP mAb—ecither a CGRP receptor blocker or a
CGRP ligand blocker—could be an option.'

The panel agreed that, for individuals with migraine
who failed one CGRP mAb, switching to a different
CGRP mAb—-ecither a CGRP receptor blocker or a
CGRP ligand blocker—could be an option.

Question 11. Can treatment with CGRP mAbs be
combined with other classes of preventive therapies, such
as oral preventive treatments or onabotulinumtoxin A?

The panel discussed that no available evidence in the
literature supports the efficacy and safety of combining
CGRP mAb with oral preventive treatments. However,
there is some evidence that may support the benefit of
combining CGRP mAbs and onabotulinumtoxin A
with no added side effects. The latest EHF guideline
urges clinicians to weigh the benefits of combination
versus the risks and follow an individualized treatment
approach.”

Our panel agreed that CGRP mAbs can be combined
with other classes of preventive treatments, especially
between CGRP mAbs and onabotulinumtoxin A.

Question 12. In which individuals with migraine
is caution suggested when considering treatment with
CGRP mAbs?

The panel discussed and reviewed the available
literature regarding women planning to conceive,
as well as pregnant and lactating women. The panel
agreed these women should be advised against using a
preventive treatment due to the potential adverse events
on the newborn or the developing fetus.'” Caution is
suggested when considering migraine treatment with
CGRP mAbs in pregnant and nursing women due to
the lack of data on this vulnerable population.'>!

Since real-world surveys have found that over 50%
of patients on erenumab have developed some degree of
constipation, its use should be cautiously considered in
patients with a history of constipation or hypertension.”
Erenumab should also be avoided in patients with
known latex allergy.”
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The panel recommended caution when considering
migraine treatment with CGRP mAbs in pregnant
and nursing women, individuals with latex allergy,
and individuals with a history of constipation or
hypertension (with erenumab).

Question 13. Would the availability of a local clinical
practice guideline for the diagnosis and treatment of
migraine patients, as well as establishing a national
registry for migraine, help clinical decision-makers and
medical institutions make proper decisions that would
improve clinical care for migraine patients?

There is a need to create local guidelines that can
act as a reference for streamlining migraine treatment
practices. Such guidelines could assist clinicians and
policymakers in making informed decisions about
migraine management.

The panel agreed that the availability of alocal clinical
practice guideline for the diagnosis and treatment of
migraine patients and establishing a national registry
for migraine could help clinical decision-makers and
medical institutions make proper decisions that would
improve clinical care for migraine patients.

Discussion. This consensus statement reflects
the collective expertise of neurologists and headache
specialists across Saudi Arabia and offers an updated
framework for the preventive management of migraine,
particularly in the context of recent therapeutic
advancements. The panel’s reccommendations align with
and localize international guidelines, with a particular
emphasis on the role of CGRP monoclonal antibodies
(mAbs) in improving patient outcomes.

Preventive migraine treatment remains underutilized
both globally and in Saudi Arabia despite evidence
of its impact on reducing attack frequency, severity,
and disability. The panel highlighted the need to
proactively assess all migraine patients for potential
prophylactic therapy, particularly those experiencing
four or more monthly migraine attacks, those with
disabling symptoms, or those with poor response to
acute treatments. These recommendations underscore a
shift towards earlier and more individualized preventive
strategies.

The introduction of CGRP mAbs as the first
migraine-specific preventive agents marks a significant
development in migraine management. Their safety,
efficacy, and patient-friendly administration routes
make them a compelling option, particularly for
patients with contraindications to oral treatments or
adherence challenges. Importantly, the panel supported
international updates—such as those from the
American Headache Society and European Headache
Federation—that advocate for the use of CGRP mAbs

WWW.NSj.0rg.sa

as first-line therapy. This is a notable shift from earlier
positioning of these agents as third-line options.

Real-world data also support the use of CGRP
mAbs across various stages of treatment. The panel
acknowledged scenarios where early initiation of CGRP
mAbs may be clinically appropriate, including patients
with intolerance or contraindications to conventional
therapies. Additionally, the consensus supports flexible
strategies such as switching between CGRP mAbs in
cases of inadequate response and combining them with
other preventive agents like onabotulinumtoxin A when
necessary.

However, the panel emphasized the need for careful
monitoring and reevaluation of treatment efficacy,
recommending a trial period of 2-3 months before
assessing benefit. Criteria for successful treatment
included a =50% reduction in attack frequency for
episodic migraine and 230% for chronic migraine,
along with improvements in severity, duration, and
functional outcomes.

Notably, the absence of a national migraine
registry in Saudi Arabia was identified as a critical
gap. Establishing these tools could enhance evidence-
based decision-making, standardize care, and support
long-term planning for migraine services.

Conclusion. The landscape of migraine management
and treatment still has many gaps that need to be
addressed. Preventive therapy is clearly underutilized
in migraine patients who could benefit from it. All
migraine patients should be evaluated for receiving
prophylactic therapy. The emergence of CGRP mAbs as
a disease-specific treatment introduces a new modality
that has proved to be effective, well tolerated, and more
convenient for patients. Recent guidelines now endorse
CGRP mAbs as a first-line treatment option for episodic
and chronic migraines. The creation of local clinical
practice guidelines for migraine management in Saudi
Arabia could assist clinicians and medical institutes in
making informed decisions, thereby improving clinical
care and treatment outcomes for migraine patients.
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