
The first time I watched a patient track their migraine days after starting Botox, the pattern told the story better than any
sales pitch. Week by week, the red squares on her calendar thinned out. By the end of the third month, she had cut her
headache days in half and stopped rationing triptans. That is what the research shows at scale, and it mirrors what many
clinicians see when Botox is used correctly for chronic migraine.

What “chronic migraine” actually means

Botox is not approved for every type of headache. The FDA indication is specific: chronic migraine, defined as at least
15 headache days per month for more than three months, with at least eight of those days having features of migraine.
This distinction matters, because trials that established benefit enrolled chronic migraine patients, not people with
episodic attacks or purely tension headaches. If you have fewer than 15 headache days per month, other preventives
usually come first.

This is also why you might read glowing anecdotes about “Botox for tension headaches” and not see much research to
back them. Tension-type headache has a different biology. Some patients who carry overlapping diagnoses, such as neck
pain or bruxism, do report broader relief when neck and jaw muscles are part of the injection plan, but that is not the core
evidence base.

How Botox works in migraine, beyond wrinkle softening

Cosmetic Botox weakens targeted muscles that pull skin into lines. For migraine, the story is more about sensory nerves
than muscle relaxation. Botulinum toxin type A blocks acetylcholine release at the neuromuscular junction, but it also
reduces the release of pain mediators like CGRP, substance P, and glutamate from peripheral nerve endings in the head
and neck. That peripheral “quieting” seems to reduce peripheral sensitization, which in turn dampens central sensitization
in the trigeminovascular system. The result for the right patient is fewer headache days, less intensity, and shorter
duration.

You will still see some muscle-related effects, especially in the frontalis and temporalis. Lighter forehead lift, less brow
pull, smoother corrugator lines. Many patients notice a subtle cosmetic change, though the doses and placement for
migraine are designed for headache control, not aesthetic goals.

What the pivotal studies found
Two large randomized, double-blind, placebo-controlled trials known as PREEMPT 1 and 2 anchored the FDA approval.
They used a standardized injection protocol every 12 weeks across specific head and neck sites. Across pooled data,
patients receiving Botox had greater reductions in headache days compared with placebo. The average improvement was
in the range of 8 to 9 fewer headache days per 28 days from baseline by 24 weeks, with a trend that strengthened in
subsequent cycles.

A few details matter when interpreting these numbers:

The response builds over time. Many patients see partial benefit after the first cycle and more robust benefit after
the second or third. Stopping after one round can shortchange the trial.
Baseline burden influences absolute gains. Someone starting at 25 headache days per month may report a larger
absolute drop than someone at 16, even if the proportional improvement is similar.
Medication overuse headache does not exclude response. In the trials, many participants were overusing acute
medications. Botox still helped, and some patients found it easier to taper overused drugs once attacks became less
frequent.

Beyond PREEMPT, real-world registry data show response rates that track the trials but with a wider range. In practice, a
third achieve a dramatic reduction, a third achieve meaningful but partial relief, and a third see little change. When I
counsel patients, I set the bar at a 50 percent reduction in monthly migraine days by the third cycle as a strong success,
with meaningful quality-of-life gains even at 30 to 49 percent.
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The protocol in the chair: what to expect

Botox for chronic migraine follows a reproducible map with room for clinical judgment. The core is 155 units across 31
injection sites: frontalis, corrugator, procerus, temporalis, occipitalis, cervical paraspinals, and trapezius, bilaterally
where appropriate. Each site receives a small volume through a fine needle. The entire appointment often takes 10 to 20
minutes once you are set up.

Many clinicians add “follow the pain” units, up to 40 additional units, if a patient has distinct hotspots. For example,
extra temporalis dosing if temporal throbbing dominates, or more in the occipital region for occipital neuralgia features.
The PREEMPT framework supports this tailoring.

Most patients describe the sensation as quick stings rather than deep pain. The forehead and hairline can be sensitive.
Bruising is possible, especially near the temples. People who bruise easily or who take blood thinners may leave with a
few small purple dots that fade over several days. There is no sedation, and you walk out ready to resume most normal
activities.

Timeline: when it kicks in and how long it lasts

Botox does not work the way a triptan does. You will not treat a live attack with it. The first incremental changes often
show up around week two to four, with clearer benefits by week six to eight. Many patients notice fewer “big” attacks,
faster resolution when one starts, or less reliance on rescue medication as the early signals.

The standard interval is every 12 weeks. Some patients feel the effect start to wear off at week 10 or 11, especially those
with very high baseline frequency. Most clinicians keep to the 12-week cadence because shorter intervals can increase
immunogenicity risk and have not shown better outcomes overall. If your relief fades early, your provider can adjust
placement or consider add-on preventives rather than moving to a 10-week schedule.

If you are wondering how long Botox lasts over years, that varies. Some stay on it for many cycles because it keeps their
attacks at bay with tolerable side effects. Others use it to break a chronic pattern, then transition to a different preventive
once the nervous system calms down. Discontinuation trials suggest that the benefit recedes over two to three cycles after
stopping, but some patients retain lower frequency than their original baseline.

Safety, side effects, and the trade-offs that matter
The side effect profile for migraine dosing is generally mild. The most common issues are neck pain or stiffness,
injection site pain, and transient headache flares in the first day or two. A small percentage experience eyelid ptosis or
brow heaviness. That risk goes up if injections are placed too low in the forehead or if the frontalis is overtreated, since
the frontalis elevates the brow. Proper technique helps, but anatomy varies, and even a textbook placement can yield
heaviness in a minority of people.

Swallowing difficulty and pronounced neck weakness are rare but reported, more often when higher doses are used in the
cervical paraspinals or when a patient has baseline neck instability. If you work in a job that demands long hours of head
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posture, mention that during planning. Adjusting doses in the occipital and paraspinal sites can reduce postural
discomfort.

Systemic reactions are uncommon. Allergic responses are rare. In the PREEMPT program and post‑marketing data,
serious adverse events were infrequent and usually related to medical comorbidities rather than the drug itself. Still, there
are clear contraindications: pregnancy and breastfeeding are generally avoided due to limited safety data, active infection
at injection sites is a temporary no, and certain neuromuscular disorders or concomitant aminoglycoside antibiotics
require caution.

One overlooked point is immunogenicity. Repeated exposure to botulinum toxin can, in theory, lead to neutralizing
antibody formation that blunts effect. The rates appear low with current formulations and dosing intervals, but they are
not zero. That is one reason to avoid overly frequent touchups, and to stick with experienced injectors who keep to the
minimal effective dose.

Who benefits the most

The phenotype that responds well usually includes frequent bilateral or holocephalic headaches with migrainous features,
scalp and neck tenderness, and a history of medication overuse or central sensitization. Patients with prominent
pericranial muscle tenderness, echoing the myofascial overlay that accompanies many chronic migraines, tend to report
quicker relief. Those whose attacks are infrequent but severe may not see enough days saved to justify the commitment.

A short anecdote illustrates the point. A software engineer arrived with 20 to 22 headache days a month, a long history of
triptan reliance, and neck tightness that spiked after long coding sprints. After the first cycle, he cut to about 14 days.
After the second, he landed around 8 to 10. He kept up quarterly sessions for a year, added posture work and sleep
regularization, then shifted to a CGRP monoclonal antibody while maintaining Botox. The combination stabilized him at
5 to 6 days. For him, Botox was the first lever that moved the needle.

Botox alone or in combination with other preventives

Modern migraine care is rarely either-or. CGRP monoclonal antibodies and gepants reshaped the landscape, and some
patients do better when these are layered with Botox. Observational studies suggest additive benefits without new safety
signals in patients who remain highly refractory. Practical considerations often drive sequencing: insurance policies may
require trying one class before another, and out-of-pocket costs differ.

When using combination therapy, coordination helps. If you begin a CGRP monoclonal during your second Botox cycle,
track your headache days, acute medication use, and disability botox near me in NC scores monthly. If the combination
yields a clear incremental gain by the second or third month, it is likely worth continuing. If not, you can peel back one
component and reassess. The goal is fewer days, lighter intensity, and more predictable function, not simply stacking
treatments.

Technique nuances that influence results
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Two patients can receive “the same” 155 units and have very different outcomes. Placement, depth, dilution, and the
injector’s eye for anatomy matter. In the forehead, the frontalis should be treated higher, sparing the lower third to
preserve brow lift. Corrugators need accurate targeting at the muscle belly near the supraorbital rim to reduce scowling
tension without drifting toxin toward the levator palpebrae. In the temporalis and occipitalis, fanning injections across the
muscle with attention to tender points can enhance relief.

Neck dosing deserves special attention. Overzealous injections in the cervical paraspinals can trigger soreness that lasts
for days. Under-dosing there may leave occipital and cervicogenic contributors untouched. A careful exam that maps
tenderness and trigger points, plus reviewing your specific headache distribution, guides a better balance.

Hydration, gentle post‑procedure movement, and avoiding heavy workouts for the first 24 hours can reduce bruising and
migration risk. Heat exposure, massage, or lying face down for a prolonged period right after injections is best avoided.
After that day, normal life resumes.

Setting expectations that align with the data

One misconception is that Botox should wipe headaches off the map. Even in strong responders, “zero days” is not the
norm. More realistic is cutting monthly migraine days by half and improving attack predictability. That change often
unlocks other gains: your sleep improves because pain wakes you less, you can plan workouts instead of bailing last
minute, and you need fewer rescue meds, which in turn lowers your risk of rebound headaches.

It is also fair to plan for trial and error. If you do not see at least a modest drop in headache days by the end of the second
cycle, talk with your clinician about altering sites, tweaking units, or layering a second preventive. Sometimes the third
cycle finally crosses the threshold if early changes suggested a trend. If nothing budges, it is reasonable to pivot rather
than persisting indefinitely.

Costs, access, and practical logistics

From a patient’s perspective, the biggest barrier is often not tolerance. It is logistics and cost. Insurance frequently covers
Botox for chronic migraine if you meet diagnostic criteria and have documentation of prior preventive trials.
Authorizations can take time, and coverage rules vary. If you search “botox consultation near me” or “medical botox
injections,” prioritize clinics with headache subspecialists or neurologists familiar with PREEMPT dosing. Cosmetic-
focused practices may offer “botox specials near me,” but for migraine you want the medical protocol, not an aesthetic
plan.

If you are paying cash, the structure can differ. Some clinics price per unit, others offer a flat fee per migraine session.
When you see phrases like “botox price per unit” or “how much is botox per unit,” remember that migraine dosing uses
155 to 195 units total, which is very different from cosmetic touchups of 20 to 50 units. A quoted low “botox cost near
me” for cosmetic crow’s feet or a forehead refresher will not extrapolate to a migraine session. Ask explicitly about total
units and whether follow‑the‑pain dosing is included.

Same day appointments are possible in some practices once approvals are in place. For initial consults, expect a detailed
history to confirm chronic migraine criteria, review of triggers, comorbidities like TMJ pain or neck dysfunction, and a
discussion of alternatives. If you happen to have overlapping issues such as jaw clenching, “masseter botox for jawline”
marketed for contouring can also help with bruxism and reduce nocturnal muscle tension. That is separate from migraine
dosing but can complement it in selected patients.

What about shoulders, traps, and the TikTok era of “trap tox”
You will see posts touting “trap tox botox” and “botox for trapezius slimming.” In aesthetics, dilute dosing in the
trapezius can soften a bulky neck-shoulder silhouette. In headache care, trapezius injections are already part of the
PREEMPT map, though with therapeutic intent rather than slimming. Patients with shoulder and neck pain sometimes
report decreased muscle tightness after migraine sessions, which can break a cycle where myofascial pain begets
headaches and vice versa. That said, slimming is not the goal here, and too much weakness can create posture problems.
If your primary aim is migraine control, stick to the medically validated plan.

When Botox does not work, and what to check next

I keep a short diagnostic checklist when someone reports no benefit after two cycles:



Was the diagnosis correct? Chronic migraine versus new daily persistent headache, hemicrania continua, or
secondary causes requires rethinking if the pattern is atypical.
Was the technique consistent with PREEMPT? Too few units, skipped sites, or aesthetic placement masquerading
as medical can sabotage results.
Did medication overuse persist? Daily analgesics can drown out gains. Coordinated tapering is often necessary.
Are comorbid drivers untreated? Sleep apnea, poor sleep hygiene, mood disorders, and dehydration habits push the
system toward headache. Addressing them raises the ceiling on any preventive.

This is also where alternatives step in. CGRP monoclonals or gepant preventives, topiramate, beta blockers, tricyclics,
neuromodulation devices, and targeted physical therapy each have a role. Sometimes the answer is not more Botox, but a
better overall plan.

Comparing Botox with other injectables and toxins

Patients often ask about “Botox vs Dysport vs Xeomin vs Daxxify.” For migraine, the evidence base centers on
onabotulinumtoxinA, the branded Botox formulation. Dysport and Xeomin have robust cosmetic data, but controlled
migraine prevention trials are limited. Daxxify, a newer peptide-stabilized toxin, has not established migraine indications
as of this writing. Unit conversions across brands are not interchangeable. If you see offers for “Dysport vs botox cost,”
know that a lower per‑unit price does not mean lower total cost when unit potency differs. For chronic migraine, stick
with the formulation tied to the proof unless you are in a clinical trial.

A note on lifestyle alongside injections

An injection plan works best when daily inputs are not fighting it. Caffeine consistency beats caffeine spikes and
droughts. Regular meals stabilize glucose. Hydration affects both muscle tension and headache thresholds. Aerobic
exercise three to four days a week reduces migraine frequency for many patients, but avoid intense new routines in the
first 24 hours after injections. Sleep regularity often makes the single biggest difference. These sound like platitudes until
you graph your headache days against sleep and hydration. The lines often match.

A realistic path if you are considering treatment
If your calendar shows 15 or more headache days per month and the pattern has persisted for months, talk to a clinician
who treats chronic migraine regularly. Bring a simple log of headache days, acute medication use, and how many hours
you lost to pain in the past month. Ask whether you fit criteria, how they approach dosing beyond the base 155 units, and
how they track outcomes across cycles. Discuss side effects candidly, including the small chance of brow heaviness or
neck stiffness and what they do to minimize it.

Your first session is a starting point, not a verdict. If you notice a small lift after the first round, stay the course for at least
a second, ideally a third. If you feel nothing at all by week eight of cycle two, revisit the plan. Keep your logs honest.
They guide better decisions than memory can.

For patients who do respond, the payoff is tangible. Fewer migraine days free up bandwidth you did not realize you had
lost. The extra capacity is often the reason people stay on schedule with sessions, even when juggling work and family.
They remember the months when every sunny Saturday came with an ice pack and a darkened room.

Botox is not a cure, and it is not a blunt cosmetic transplant into neurology. It is a targeted, evidence‑backed tool for a
specific migraine pattern. Used with intention, it lowers the noise in a Cornelius NC botox sensitized system, and that
quiet can be enough to change a life’s rhythm.
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