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Migraine Canada’s Call to Action: We call on healthcare insurers, government bodies,
and policymakers to ensure that people living with chronic or high frequency episodic
migraine can access CGRP-targeting medications as first-line treatment options,
without the need for prior failure of older preventive treatments. People with chronic
migraine should also have access to onabotulinumtoxinA as first line therapy. This
will enable better management of migraine, improve patient quality of life, and reduce
the broader societal costs associated with this debilitating condition.

It is Migraine Canada's position that CGRP-targeting medications and
onabotulinumtoxinA are effective, well-tolerated, and essential treatment options for
many patients with migraine. It is time to update existing treatment access policies.
Insurance companies, public payers, and policymakers should align their coverage
decisions with the evolving clinical evidence presented in the updated guidelines from
the Canadian Headache Society and as recommended by several other leading
headache societies. The document below provides the rationale for why Migraine
Canada has taken this position.

Based on research studies and clinical experience in treating people with migraine, it is now well
established that the new migraine preventive treatments targeting the calcitonin gene-related peptide
(CGRP) system work as well as older traditional oral migraine preventive medications and tend to
have fewer side effects. While the older preventive medications may work for some people, many
patients stop them because they don’t work well, or because of side-effects. A large American study
found that after six months, only about 27% of patients started on an older medication were still
taking it, and at 12 months, only 20% were.’
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The newer CGRP-related preventive medications currently available in Canada include the CGRP
monoclonal antibodies (CGRP mAbs) such as erenumab, fremanezumab, galcanezumab, and
eptinezumab, and the gepant medications (atogepant). The older oral preventive medications include
propranolol, topiramate, amitriptyline, and others.

Nevertheless, it is common practice for insurance companies and public payers to demand that
patients with migraine fail one or more of the older traditional preventive medications before they can
access coverage for CGRP-related medications or onabotulinumtoxinA.

Although the older medications are less expensive, they may not always be the best first choice. For
individuals who suffer frequent disabling migraine attacks that result in missed work and family time,
the cost of the newer medications may be justified as first line. This is likely true for patients with
chronic migraine (CM), a disorder characterized by =15 headache days per month with at least 8
migraine days, that can cause significant disability and greatly reduce quality of life. The Canadian
Headache Society has recently published updated migraine prevention guidelines for Canada that
should change migraine treatment for the better?. After a thorough and rigorous review of the
literature by experts in migraine management, the guidelines concluded that, given the high degree
of disability experienced by those with CM and the efficacy and favourable side effect profile of
onabotulinumtoxinA and the CGRP-related medications, they should “be considered first line among
other treatments for chronic migraine and high frequency episodic migraine with moderate
disability.”

The American Headache Society agrees.® It stated in its 2024 position statement: “The CGRP-
targeting therapies should be considered as a first-line approach for migraine prevention along with
previous first-line treatments without a requirement for prior failure of other classes of migraine
preventive treatment.” This is another way of saying that, depending on the patient, it may be
reasonable to prescribe a CGRP-related medication first, eliminating the need to try and fail older oral
preventive medications first.

Interestingly, the Europeans came to this conclusion sooner than the Americans: they said much the
same thing in the 2022 European Headache Federation Guideline.*

migrainecanada.org @migrainecanada ﬁ 0 m °




M ig r'aiI1eTM January 2025

Canada

While CM represents the more severe end of the migraine spectrum, many of those with migraine who
experience 8 to 14 migraine days a month (high-frequency) should also be considered for first line use
of the CGRP-related medications for migraine attack prevention. Recent papers have highlighted that
the disability burden experienced by migraine patients is driven by number of monthly migraine days
and that many patients with episodic migraine who have 8 or more migraine days per month
experience a high degree of disability comparable to patients with chronic migraine®*’*

Evidence from Canadian headache centers suggest that direct and indirect (missed workdays, etc.)
costs were almost equivalent for patients experiencing high-frequency migraine versus CM.°
Therefore the Canadian Headache Society has recommended that the CGRP-related medications also
be first line among other treatments for high frequency episodic migraine patients with moderate
disability.2

The Canadian Headache Society Migraine Prevention Guidelines are based upon the best available
research evidence and practice experience and are aligned with international guidelines on the same
topic. We strongly urge payers to follow the published guidelines in their approval process. People
with migraine deserve nothing less.
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