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Abstract

Introduction. Medication overuse headache (MOH) is a secondary type of headache due to the overuse of
painkillers by a person with an underlying headache, (mainly migraine or tension-type headache). MOH
presents 15 or more headache days per month and it is associated with high disability and reductions in the
quality of life. Treatments of MOH include the initiation of preventive therapies but, the withdrawal of the

overused medication is essential to the success’.

Indomethacin is one of the most effective drugs used in primary and also in secondary headache but it is

also one of the drugs most often used by patients with MOH 2,

We present the case of a 44-years-old man with no relevant medical history, who suffered from migraine
without aura since he was a child and from MOH with a very high daily intake of indomethacin (800-900 mg)
for at least 5 years. All previous migraine preventive therapies had failed or had been not well tolerated
(including monoclonal antibody, without national prescription plan).

Methods. Hospitalization was arranged to carry out some general tests and to propose a multidisciplinary
therapeutic and psychological detoxification approach.

Baseline blood tests investigations were surprisingly normal (including liver and kidney function); EKG and
cardiovascular status were also regular. We instituted a treatment with high doses of corticosteroids
(intravenous methylprednisolone up to 500 mg a day) in association with benzodiazepines (intravenous
diazepam 10 mg three times a day) for 7 days (subsequently tapered over 15 days). We had also planned to
start antidepressant therapy and a psychiatric evaluation to better manage the drug dependency.

Results. Already from the second day our patient halved the use of indomethacin and by the fifth day he was
free from the consumption of painkillers. At the 3-month follow-up evaluation the patient presented an
episodic form of migraine without aura sensitive to acute treatment with triptans; no indication for
preventive medications. Further evaluations will be planned in order to possibly start second-line therapy.

Conclusions. There are no unique therapeutic lines available for the approach to patients suffering from
MOH; in our Headache Center we had never had to deal with a patient with such a high daily consumption
of indomethacin with a serious risk of severe systemic intoxication.

In our previous experience, the most effective exit-strategies was the use of high-dose steroids (usually
methylprednisolone 125-250 mg a day) for short period (up to 3-5 days) combined with oral benzodiazepines
or the initiation of anti-CGRP pathway monoclonal antibody for migraine patients in association to an
adequate psychological support plan. In this case we modified our previous scheme and therefore tailor-
made an appropriate path for this patient with more than satisfactory results.
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