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		A migraine is defined as “an extraordinarily common, chronic, intermittently disabling, and usually inherited neurovascular disorder,” (Bartleson & Curtrer, 2010). In the United States alone, more than 37 million people suffer from migraines (Bartleson & Curtrer, 2010). Fortunately, there has been a protocol developed to treat the occurrence of migraines and current research to determine the protocol’s validity.
According to the protocol by the National Guideline Clearinghouse, treatment of the migraine is based on assessment of the intensity and characteristics of the migraine (Institute for Clincal Systems Improvement, 2011). Migraines can be mild, moderate, severe, and status (Institute for Clincal Systems Improvement, 2011). A mild migraine is usually managed by the patient with the use of medications available over the counter. Common medications used for the treatment of mild migraines include aspirin, acetaminophen, and NSAIDS (Institute for Clincal Systems Improvement, 2011). Triptans are more effective at stopping the pain when taken at a mild level (Institute for Clincal Systems Improvement, 2011). Moderate and severe headaches can be treated with dihydroergotamine intravenously, chlorpromazine, and valproate sodium (Institute for Clincal Systems Improvement, 2011). Dexamethasone, magnesium sulfate intravenously, and prochlorperazine can also be used. Intranasal lidocaine, ketorolac and adjunctive therapy are suggested treatments for moderate and severe headaches (Institute for Clincal Systems Improvement, 2011). A status migraine is a migraine lasting more than 72 hours and it is recommended that it be treated with digydroergotamine  (Institute for Clincal Systems Improvement, 2011). The protocol says the patient must be hydrated with 250-500 ml of 5% dextrose with 0.45% sodium chloride before the administration of a neuroleptic (Institute for Clincal Systems Improvement, 2011). The patient should then be observed in a medical setting for 24 hours (Institute for Clincal Systems Improvement, 2011).
This protocol also emphasizes the importance of the prophylaxis of migraines. This can be done through tricyclic antidepressants, beta-blockers, calcium channel blockers, and antiepileptic drugs (Institute for Clincal Systems Improvement, 2011). Biofeedback, relaxation, and exercise are addressed to prevent the occurrence of migraines as well (Institute for Clincal Systems Improvement, 2011).
Patients and nurses can both benefit from the use of this protocol. Migraines can be debilitating and can affect the everyday functioning of those that cannot manage them (Bartleson & Curtrer, 2010). Proper treatment and prophylaxis can restore the patient and allow for them to resume their normal routines. Patients can be taught the different ways their migraines can be handled depending on the migraine they are experiencing. 
The frequency, duration, and intensity of a migraine can differ from person to person and from occurrence to occurrence (Bartleson & Curtrer, 2010). Since pain is subjective, if the nurse knows how the patient characterizes the type of migraine, the nurse can properly treat it according to the protocol. The nurse can evaluate which medications work better for the patient and can help teach the appropriate interventions.
A review by Fumal and Schoenen, gives much insight into the treatment of migraines. Drugs first of choice for mild or moderate migraines are analgesics and NSAIDS (Fumal & Schoenen, 2008) Several trials have shown ibuprofen as being superior over aspirin or paracetamol in mild and moderate attacks (Fumal & Schoenen, 2008). Digydroergotamine intravenously is an effective treatment of migraine attacks. It is useful in prolonged or refractory attacks but must be limited to in-patients (Fumal & Schoenen, 2008). During the last decade, triptans have made a major break through in treating a migraine attack (Fumal & Schoenen, 2008). The comparison of several randomized placebo-controlled trials hashave found that sumatriptan subcutaneous has the best results in treating migraines (Fumal & Schoenen, 2008). However, triptan use can should  be limited due to their high cost and cardiovascular effects (Fumal & Schoenen, 2008). 
The four major classes for prophylaxis of migraines are beta-blockers, anticonvulsants, serotonin receptor blockers and calcium antagonists (Fumal & Schoenen, 2008). The decision to attempt prophylactic treatment in patients is carefully discussed because these medications can cause side effects to other systems (Fumal & Schoenen, 2008). These drugs should be started at a low dose and gradually increased to minimize side effects (Fumal & Schoenen, 2008). 
	A qualitative study was done to measure the patient’s view of prophylactic treatment of migraines. The research problem of this article was that prophylactic treatment of migraines is an important but under-utilized treatment option (Dekker, et al., 2012). The researchers are using a phenomenology design to conduct their research. “This paper explores the opinions, motives, and expectations of patients regarding prophylactic migraine therapy” (Dekker, et al., 2012). Three focus groups of migraine patients were formed. Two were from urban areas and one group was from a rural area. A group of 6 males and a group of 7 females were chosen from 5 urban primary health care centers (Dekker, et al., 2012). The last group of 7 females form a rural area was chosen as well (Dekker, et al., 2012).  Patient selection was based on pre-specified criteria aiming to reflect a broad range of experience, gender, pain level, and attack frequency (Dekker, et al., 2012). These patients that used the prophylactic treatment were using medications such as triptans, beta-blockers, and complementary therapies (Dekker, et al., 2012). The researchers conducted group meetings conducted by an independent moderator (Dekker, et al., 2012). The principal investigator observed all meetings from an adjacent room with a monitor and had no influence on the discussions (Dekker, et al., 2012). Prophylaxis was discussed along with advantages and disadvantages according to the participants’ perceptions (Dekker, et al., 2012). Themes were identified and organized into categories. The five categories included: previous steps taken to prevent migraine, satisfaction with current migraine treatment, taking the initiative for prophylaxis, assessing the advantages and disadvantages of prophylaxis and the relationship with the physician and the feeling to be heard (Dekker, et al., 2012). Most patients agreed that effective attack management along with preventative treatment was the key to managing an attack (Dekker, et al., 2012). Half of the patients in this study benefited from the use of prophylactic treatment of migraine (Dekker, et al., 2012). This study had one identified limitation. The study was conducted in Dutch and reported in English (Dekker, et al., 2012). 
	A quantitative study was done to describe the use of oral triptans with or without NSAIDS for migraine treatment in a managed care population (Ng-Mak, Hu, Chen, & Ma, 2008). The researchers used a descriptive design. A sample size of 1500 participants provided an appropriate level of participants (Ng-Mak, Hu, Chen, & Ma, 2008). People who experienced migraines were identified from an administrative claims database and were surveyed about their use of oral triptans and NSAIDS during their last attack in the screening phase of this research (Ng-Mak, Hu, Chen, & Ma, 2008). Subsequent migraine attacks in the follow-up phase of the study were also examined to determine the effectiveness of triptans and NSAIDS (Ng-Mak, Hu, Chen, & Ma, 2008). This study found that participants taking only triptans were more satisfied than those using a combined therapy (34.7%) (Ng-Mak, Hu, Chen, & Ma, 2008). A portion (28.6%) of the population stated that taking an NSAID before the migraine and a triptan after were satisfied with their effectiveness (Ng-Mak, Hu, Chen, & Ma, 2008). Around 3.2% of the population that used a triptan for prevention and then an NSAID at the onset were satisfied with their methods (Ng-Mak, Hu, Chen, & Ma, 2008). Another 13.1% were satisfied when using NSAIDS only (Ng-Mak, Hu, Chen, & Ma, 2008). This study had several limitations. The results can only be generalized to those that used oral triptans and NSAIDS (Ng-Mak, Hu, Chen, & Ma, 2008). The prevalence of combination use was comparatively higher (38%) than the prevalence of co-therapy among oral triptan users (27%) (Ng-Mak, Hu, Chen, & Ma, 2008). Females are more represented in this research (Ng-Mak, Hu, Chen, & Ma, 2008). The researchers only described the prevalence and patterns of migraine treatment regimens. (Ng-Mak, Hu, Chen, & Ma, 2008).
	The research supports the protocol. The research supports the use of NSAIDS and triptans for mild to moderate migraines. Also, the research supports the use of digydroergotamine for moderate to severe headaches in the clinical setting. Prophylaxis ? in the treatment  is of migraines is a controversial subject depending on the type of treatment due to the side effects. The protocol reflects the best practice standards promoting positive patient outcomes. The protocol may need to be revised to determine the effectiveness and a specific algorithm for prophylaxis. The study regarding prophylaxis showed that only 50% of the participants were satisfied and supported prophylaxis of migraines (Dekker, et al., 2012). Side effects of the drugs used for prophylaxis were a big issue according to the patients (Dekker, et al., 2012).
	The protocol regarding migraines can be very beneficial to both patients and nurses. This provides for an accurate list of possible medications for the treatment of varying degrees of migraines. The research done supports the protocol, however, further evaluation may be needed regarding the prophylaxis of migraines.Your conclusion is weak or too brief. 
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