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Table 1 Classification of chronic
daily headache.

transformed migraine (TM)

chronic tension-type headache (CTTH)
new daily persistent headache (NDPH)
hemicrania continua (HC)
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Table 2 Ten lessons on the epidemiology of migraine.

1: Migraine is Common, Disabling, and Costly.

2: Migraine is Comorbid With a Number of Other Disorders.

3: Most People With Migraine Do Not Seek Medical Care for Their Headaches and Nearly Half Never Receive a Diagnosis.

4: Migraine is Suboptimally Treated.

5: Primary Care Providers, Not Neurologists and Headache Specialists, Provide the Majority of Migraine Care.
6: Strategies Are Needed to Improve Diagnosis, Treatment, and Patient Outcomes.

7: Screening May Improve Diagnosis.

8: Recognition of Migraine Disability is a Crucial Step Toward Improving Treatment.

9: Migraine is Sometimes a Clinically Progressive Disorder.
10: Preventing Migraine Progression is an Important Clinical Goal.
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Abstract
Clinical course and natural history in migraine

Hisanori Kowa, M.D., Ph.D. and Kenji Nakashima, M.D., Ph.D.
Division of Neurology, Department of Brain and Neurological Sciences, Faculty of Medicine, Tottori University

Migraine is one of the common diseases, suffering 8.4 million patients in Japan. Recently conditions associated
with chronic migraine were considered to be worse than episodic migraine in socio-economic status, health-related
quality of life, and headache-related burden. Preventing the chronification, and improving treatment and manage-
ment, the natural disease course could give us some clues. Several reports suggested that a population prevalence
of chronic migraine is about 2% and approximately 2.5% of patients with episodic migraine develop new-onset
chronic migraine each year.

The risk factors for converting episodic to chronic migraine were demonstrated as follows: age, low educa-
tion/socioeconomic status, head injury, attack frequency, obesity, medication overuse, stressful life events, caf-
feine overuse, snoring, other pain syndromes, allodynia, proinflammatory states, prothrombotic states, and specific
genes. It was also focused in comobidity with chronic migraine, such as depression, anxiety, chronic pain, asthma,
bronchitis, hypertension, and so on. The ratio converting in reverse was reported as a fourth in two years.

We should recognize the burden of migraine patients, and improve patients’ outcome under reducing risk fac-
tors and assessing the effect of treatment on headache progression.

(Clin Neurol 2011;51:1147-1149)
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