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Erenumab (AMG 334) in episodic

migraine

Interim analysis of an ongoing open-label study

ABSTRACT

Objective: To assess long-term safety and efficacy of anti-calcitonin gene-related peptide recep-
tor erenumab in patients with episodic migraine (EM).

Methods: Patients enrolled in a 12-week, double-blind, placebo-controlled clinical trial
(NCT01952574) who continued in an open-label extension (OLE) study will receive erenumab
70 mg every 4 weeks for up to 5 years. This preplanned interim analysis, conducted after all par-
ticipants had completed the 1-year open-label follow-up, evaluated changes in monthly migraine
days (MMD), achievement of =250%, =75%, and 100% reductions, Headache Impact Test (HIT-
©6) score, Migraine-Specific Quality of Life (MSQ), Migraine Disability Assessment (MIDAS), and
safety. Data reported as observed without imputation for missing data.

Results: Of 472 patients enrolled in the parent study, 383 continued in the OLE with a median
exposure to erenumab of 575 days (range 28-822 days). Mean (SD) MMD were 8.8 (2.6) at
parent study baseline, 6.3 (4.2) at week 12 (beginning of OLE), and 3.7 (4.0) at week 64 (mean
change from baseline [reduction] of 5.0 days). At week 64, 65%, 42%, and 26% achieved
=50%, =75%, and 100% reduction in MMD, respectively. Mean HIT-6 scores were 60.2
(6.3) at baseline and 51.7 (9.2) at week 64. MSQ and MIDAS improvements from baseline were
maintained through week 64. Safety profiles during the OLE were similar to those in the double-
blind phase, which overall were similar to placebo.

Conclusions: One-year efficacy, supported by functional improvements and favorable safety and
tolerability profiles, supports further investigation of erenumab as a preventive treatment in pa-
tients with EM.

Clinicaltrials.gov identifier: NCT01952574.

Classification of evidence: This study provides Class IV evidence that for patients with episodic
migraine, erenumab reduces long-term MMD and improves headache-related disability and
migraine-specific quality of life. Neurology® 2017;89:1237-1243

GLOSSARY

AE = adverse event; CGRP = calcitonin gene-related peptide; EF = emotional function; EM = episodic migraine; HIT-6 =
Headache Impact Test; MIDAS = Migraine Disability Assessment; MMD = monthly migraine days; MSQ = Migraine-Specific
Quality of Life; OLE = open-label extension; RFP = role function-preventive; RFR = role function-restrictive; SC =
subcutaneously.

Migraine is a disabling neurologic disorder, often accompanied by nausea, vomiting, photopho-
bia, and phonophobia,' affecting approximately 10% of the US population.> Although at least
one-third of individuals with episodic migraine (EM) and almost all patients with chronic
migraine should receive preventive drug treatment,” the majority do not receive preventive drug
treatment. Over 80% of patients do not adhere to or persist with treatment 1 year after starting
preventive medication.* The suboptimal efficacy and tolerability of available preventive treat-
ments, none of which was designed to treat migraine, are well-known and contribute to poor
compliance and adherence.” Migraine-specific preventive treatment is a major unmet need.
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Writing, LLC (J.R.G.), Moorpark, CA.
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Table 1

Demographics, clinical characteristics, and patient-reported outcome

scores at baseline of the parent study for patients who entered the
open-label extension®

Age, y, mean (SD)
Female, n (%)

White race, n (%)

Age at migraine onset, y, mean (SD)
Duration of disease, y, mean (SD)
History of migraine with aura, n (%)
Monthly migraine days, mean (SD)
Monthly headache days, mean (SD)

Monthly migraine-specific medication days,” mean (SD)

All patients (n = 383)
41.3(10.9)

303 (79)

354 (92)

209 (11.3)

209 (11.9)

137 (36)

87(2.7)

9.8 (2.7)

4.3 (3.7)

Prior prophylactic history, n (%)

Naive
Prior use
Treatment failure®
Other
HIT-6, median score (Q1, Q3)
MSQ, median score (Q1, Q3)
MSQ-RFR
MSQ-RFP
MSQ-EF
MIDAS, median score (Q1, Q3)
Total score
Absenteeism

Presenteeism

214 (56)

169 (44)

138 (36)

31 (8)

61.0 (56.0, 64.0)

60.0 (48.6, 71.4)
75.0 (65.0, 90.0)
73.3 (60.0, 86.7)

22.0(11.0, 38.0)
10.0 (5.0, 19.0)
10.0 (5.0, 19.0)

Abbreviations: EF = emotional function; HIT = Headache Impact Test; MIDAS = Migraine
Disability Assessment; MSQ = Migraine-Specific Quality of Life; Q1 = first quartile; Q3 =
third quartile; RFP = role function-preventive; RFR = role function-restrictive.

2Baseline was prior to the parent study double-blind phase.

b Migraine-specific medications were triptans and ergot amine-derivative. A total of 259
(68%) patients received triptans and 4 (1%) patients received ergotamine derivatives

during the baseline period.

®Treatment failure included discontinuation due to lack of efficacy or side effects.
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Erenumab (AMG 334) is a human mono-
clonal antibody that blocks the calcitonin
gene-related peptide (CGRP) receptor.® CGRP
is a neuropeptide that plays a key role in
migraine pathogenesis.” Although the exact
mechanism by which CGRP contributes to
migraine attacks has not been fully elucidated,
there is ample clinical evidence showing that
CGRP and the CGRP receptor are suitable
targets to prevent migraine.” Although multiple
studies have demonstrated clinical responses to
antibodies targeting CGRP signaling,*™"'

have been no studies of the long-term safety

there

and efficacy of these treatments. Here we report
the preplanned interim results from an ongoing
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(up to 5 years) open-label extension (OLE)
study of patients completing a 12-week,
placebo-controlled, phase 2 study of erenumab
for EM.® At the time of analysis, all patients
have either received open-label erenumab 70
mg every 4 weeks for at least 1 year or have
discontinued treatment.

METHODS Study design. The parent study for this OLE
was a 12-week, double-blind, placebo-controlled clinical trial.®
In the parent study, patients received erenumab monthly at 7, 21,
or 70 mg administered subcutaneously (SC) or placebo. Patients
who enrolled in the OLE study received erenumab at 70 mg SC
monthly. This was a preplanned analysis of data once all patients
completed at least 52 weeks of follow-up of the OLE study (week
64 overall) or discontinued open-label erenumab. Efficacy data
were collected only up to 1 year of open-label erenumab, while

safety data continued to be collected.

Patients. Eligibility criteria for enrollment in the parent study
have been reported previously.® Briefly, key inclusion criteria
included age =18 and =60 years with history of migraine based
on International Classification of Headache Disorders, second
edition,' for =12 months prior to screening, with at least 4
and =14 migraine days per month and <15 headache (migraine
and nonmigraine) days per month. Patients could have failed up
to 2 previous preventive therapies due to efficacy. To be eligible
to continue in the OLE phase, patients had to complete the
double-blind treatment phase and not discontinue investiga-
tional product early, and continue to provide informed consent;
continued treatment had to be considered appropriate by the
investigator. In addition, the investigators had to consider
appropriateness of continued treatment for patients who devel-
oped any unstable or clinically significant medical condition,
laboratory or ECG abnormality, or experienced a serious adverse
event (AE) that could reasonably be related to study drug fol-

lowing randomization into the double-blind treatment phase.

Study outcomes. Efficacy endpoints for the OLE phase included
change in monthly migraine days, achievement of =50%, =75%,
and 100% reduction in monthly migraine days, and change in
migraine-specific medication use for the last respective month.
Patient-reported outcomes included the change in Headache
Impact Test (HIT-6) score, Migraine-Specific Quality of Life
(MSQ), and Migraine Disability Assessment (MIDAS). HIT-6
and MSQ data were collected every 4 weeks, and MIDAS was col-
lected at weeks 12, 24, 36, 52, and 64. The HIT-6 is a short-form
self-administered questionnaire that was developed as a global
measure of adverse headache effect to assess headache severity
in the previous month and change in a patient’s clinical status
over a short period of time.'>'? Six questions cover severe pain,
limitation of daily activity (household, work, school, and social),
wanting to lie down when headache is experienced, feeling too
tired to work or do daily activities because of headache, feeling fed
up or irritated because of headache, and headache limiting ability
to concentrate or work on daily activities.'>'* HIT-6 scores are
categorized into 4 grades, representing little or no effect (=49),
some effect (50—55), substantial effect (56—59), and severe effect
(60-78) due to headache.">"? The within-person minimally
important change for the HIT-6 score is =5 points and the
between-group minimally important difference is estimated to
be 2.3 points."* The MSQ (version 2.1) is a self-administered
14-item instrument measuring 3 dimensions: role function—

restrictive (RFR; 7 items assessing how migraines limit daily



[ Figure 1 Changes in monthly migraine days and migraine-specific medication use ]
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(A) The mean change from baseline in monthly migraine days is shown for patients enrolled in
the parent double-blind study receiving placebo, erenumab 7 mg, erenumab 21 mg, and ere-
numab 70 mg, and for patients in the open-label extension. Error bars represent SE. (B) The
mean change from baseline in monthly migraine-specific medication use is shown for pa-
tients in the parent double-blind study receiving placebo, erenumab 7 mg, erenumab 21
mg, and all patients receiving erenumab 70 mg. Error bars represent SE.

social and work-related activities), role function—preventive (RFP;
4 items assessing how migraines prevent these activities), and
emotional function (EF; 3 items assessing the emotions associated

!>1¢ Raw dimension scores are computed as

with migraines).
a sum of item responses and rescaled from a 0 to 100 scale; higher
scores indicate better quality of life.’>'® The MIDAS is a 5-item
self-administered questionnaire that sums the number of produc-
tive days lost over the last 3 months in the workplace and the
home."” The MIDAS also assesses disability in family, social, and
leisure activities."” The MIDAS score is the sum of missed days
due to a headache from paid work, housework, and nonwork
(family, social, leisure) activities and days at paid work or house-
work where productivity was reduced by at least one-half.'”
Safety endpoints included all AEs, clinical laboratory values
and vital signs, and development of anti-erenumab antibodies.

AEs were coded according to the Medical Dictionary for

Regulatory Activities version 18.1,'® and severity was graded
using the Common Terminology Criteria for Adverse Events
version 4.03." Patient-year adjusted incidence rate was defined
as the total number of patients who reported that event in a given
time period of follow-up divided by total patient-years of expo-
sure in that period. Total patient-years of exposure was defined as
the sum of the number of patients times the duration of exposure
from first erenumab dose to last erenumab dose, end of study, or

first report of event.

Statistical considerations. All patients who received at least 1
dose of erenumab in the OLE study were included in the analysis.
Descriptive summaries are provided for efficacy and patient-
reported outcomes. AEs are summarized as the exposure-
adjusted patient incidence rate per 100 patient-years. Data are

reported as observed, without imputation for missing data.

Primary research question. Does erenumab treatment reduce
monthly migraine days and improve patient-reported outcomes?
This study provides Class IV evidence that for patients with EM,
erenumab reduces long-term monthly migraine days (MMD) and
improves headache-related disability and migraine-specific quality

of life.

Standard protocol approvals, registrations, and patient
consents. This trial is registered with ClinicalTrials.gov (NCT
01952574). All procedures were approved by institutional review
boards at all participating sites. Patients provided written

informed consent.

RESULTS Patients. Of 472 patients who received
erenumab or placebo in the parent study, 383 pa-
tients entered into the OLE study. A total of 307 pa-
tients (80%) completed 1 year of open-label
treatment. At the time of this analysis, 273 (71%)
were continuing investigational product, 3 (1%)
received their last scheduled dose of OLE investiga-
tional product at week 48 (planned final adminis-
tration based on the original protocol), and 107
(28%) discontinued the investigational product
because of patient request (n = 54), AE (n = 14), lost
11), lack of efficacy (n = 11),
4), ineligibility determined

to follow-up (n =
noncompliance (n =
(n = 1), protocol deviation (n = 1), or other reasons
(n = 11) (figure e-1 at Neurology.org). The mean age
was 41 years and most patients (79%) were female
(table 1). Clinical characteristics specific to migraine
at baseline were consistent with the patient pop-
ulation with EM (table 1).

Efficacy results. For patients enrolled in the OLE,
mean (SD) monthly migraine days were 8.8 (2.6)
days at baseline (prior to double-blind treatment in
the parent study), 6.3 (4.2) at week 12 (end of
double-blind treatment), and 3.7 (4.0) at week 64
(figure 1A), representing a reduction of 5.0 (4.2)
monthly migraine days. After switching from placebo
or lower erenumab dosages (7, 21 mg) to 70 mg at
week 12 of the parent study, reductions in monthly
migraine days were observed at week 16, the first
efficacy assessment time point of the OLE (figure
e-2). At week 64, 184 (65%) patients had achieved
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=50% reduction, 119 (42%) had achieved =75%
reduction, and 73 (26%) had achieved 100%
reduction in monthly migraine days. Mean (SD)
monthly migraine-specific medication days were 4.3
(3.7) at baseline and 2.1 (3.3) at week 64 (figure 1B),
representing a mean reduction of 2.4 monthly
migraine-specific medication days in the OLE phase.
The mean change (SD) from baseline to week 64 in
monthly headache days with moderate/severe pain
was —4.7 (4.2) days; in monthly migraine attacks was
—2.9 (2.5) attacks; in cumulative hours of migraine

pain was —47.4 (57.4) hours; and in cumulative
hours of headache was —48.9 (60.1) hours.

Patient-reported outcomes. The mean (SD) HIT-6 total
score was 60.2 (6.3) at baseline and 51.7 (9.2) at week
64. Mean change from baseline is shown in figure 2.
Improvements in HIT-6 total score were maintained
through week 64 with 187 (64%) patients achieving
=5-point reduction (the within-person minimally
important change) in HIT-6 score. MSQ-RFR, MSQ-
RFP, and MSQ-EF scores improved from baseline and
were maintained through week 64 (figure 2). Similarly,
MIDAS total score, presenteeism, and absenteeism
improved from baseline and were maintained through

week 64 (figure 2). These improvements on traditional
patient-reported outcomes paralleled the observed re-

ductions in MMD.

Safety. Median erenumab exposure during the open-
label phase was 575 days (range 28-822 days) with
a total exposure of 555.4 patient-years. Overall, 300
patients reported AEs throughout the OLE study for
an exposure-adjusted patient rate of 140.6 per 100
patient-years, which is less than the placebo and ere-
numab 70 mg rates observed during the 12-week
double-blind treatment period (table 2). The types
and natures of AEs and the incidence rates were
comparable with previous observations and did not
reveal any new safety concerns. There were no clini-
cally significant changes in vital signs, laboratory val-
ues, or ECG findings during the OLE. A single event
each of arteriosclerosis and myocardial ischemia were
reported in the OLE study. The arteriosclerosis event
was a fatal event in a 52-year-old man with history of
migraine with aura, and was confounded by preexist-
ing cardiovascular risk factors. The patient had a 3-year
history of diagnosed hypertension with prior treatment
with lisinopril and hydrochlorothiazide, obesity (body
mass index 37 kg/m?), a screening low-density

Figure 2 Change in Headache Impact Test (HIT-6) total score, Migraine-Specific Quality of Life (MSQ) scores, and Migraine Disability
Assessment (MIDAS) scores
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(A) The change from baseline in mean HIT-6 total score is shown for patients on placebo (blue line), erenumab 7 mg (red line), erenumab 21 mg (green line), and
erenumab 70 mg (purple line) during the double-blind parent study and for all patients on erenumab 70 mg (purple line) during the open-label extension (OLE).
Error bars represent SE. The changes from baseline in mean (B) MSQ-role function-restrictive; (RFR) score, (C) MSQ-role function-preventative (RFP) score,
(D) MSQ-emotional function (EF) score, (E) MIDAS total score, (F) MIDAS presenteeism, and (G) MIDAS absenteeism are shown for patients on placebo (blue
line), erenumab 7 mg (red line), erenumab 21 mg (green line), and erenumab 70 mg (purple line) during the double-blind parent study and for all patients on

erenumab 70 mg (purple line) during the OLE. Error bars represent SE.
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[ Table 2 Follow-up exposure-adjusted patient rates of adverse events (AEs)

Event, n° (r)
All AEs
Common AEs

Nasopharyngitis

Upper respiratory tract infection

Back pain

Influenza
Grade >2
Grade >3

Serious AEs

AEs leading to discontinuation of IP

Double-blind treatment phase,
placebo (n = 153)

82 (350.1)

12(33.9)
3(8.0

4 (10.8)

5 (=5
37 (117.1)
2(5.3)

0

2(5.3)

Ischemic heart disease/cerebrovascular AEs of interest

Arteriosclerosis
Myocardial ischemia

ECG T-wave inversion

0
0
1(27)

Double-blind treatment phase,
erenumab 70 mg (n = 106)

OLE phase, erenumab
70 mg (n = 383)

57 (326.2) 300 (140.6)
6 (23.3) 66 (13.4)
3(11.4) 42(8.0)
1(3.8) 27 (5.0
1(3.5) 27 (5.0
23(98.0) 216 (65.1)
3(11.5) 47(9.0)
1(3.8) 21 (3.8)
3(11.5) 14 (2.5)

0 1(0.2)

0 1(0.2)

0 1(0.2)

Abbreviations: IP = investigational product; OLE = open-label extension; r = exposure-adjusted rate per 100 patient-years (n/e*100).
2Number of patients reporting at least 1 occurrence of event.

lipoprotein level of 153 mg/dL, left anterior hemiblock
on baseline ECG, and a family history of myocardial
infarction. Autopsy showed evidence of severe coronary
atherosclerosis and presence of cardiac stimulants
(phenylpropanolamine and norpseudoephedrine) in the
liver; this event was considered not related to treatment
per the investigator. The myocardial ischemia event was
based on results of an exercise treadmill test (performed
to evaluate exercise-induced dyspnea), which showed
transient exercise-induced myocardial ischemia (ST
segment depression on ECG, angina was not reported).
However, this case was confounded by sumatriptan
administration 4 hours prior to the event. No cardiac
enzymes were reported on the day of the exercise ECG,
but they were normal 4 days prior; coronary angiogra-
phy was subsequently performed and was normal.

Of 382 patients with antibody testing result after
the first erenumab dose, 50 (13.1%) patients enrolled
in the OLE study developed binding (non-neutraliz-
ing) antibodies on at least one occasion, and 29 of the
50 patients had a transient response, with a negative
result at the last time point tested. No patients in
any group had preexisting antibodies prior to the first
erenumab dose. Of 382 patients, 9 (2.4%) patients
wete positive for neutralizing antibodies against ere-
numab on at least one occasion; of these, 8 patients
had a transient response. Development of anti-
erenumab antibodies was not associated with any
clinical finding or safety events.

DISCUSSION Erenumab treatment resulted in long-
term durable, stable improvements in disability,

headache effect, and migraine-specific quality of life.
Safety and tolerability profiles during the OLE (total
exposure 555.4 patient-years) were similar to those
observed for erenumab 70 mg in the double-blind
parent study (total exposure 23.9 patient-years) and
overall were similar to placebo (34.1 patient-years) in
the parent study. Discontinuation rates due to AEs
were low, which is in contrast to current migraine
prophylactics that are associated with high discon-
tinuation rates.”*”* In the 8-month OLE of the
pivotal topiramate trials, 28.7% of participants
withdrew and of those withdrawing 42% withdrew
due to an AE.* The safety data in this analysis were
based on a median exposure of 575 days with 75% of
participants having received erenumab for 474 days.
The mean reduction in monthly migraine days with
erenumab 70 mg persisted through at least 1 year of
open-label treatment. Reductions in monthly
migraine days were evident 4 weeks after patients
switched from placebo or lower erenumab dosages (7,
21 mg) to 70 mg and treatment effect was sustained
throughout the OLE, such that at week 64 patients
experienced a 5.0-day reduction in monthly migraine
days compared to baseline of the parent study. At
week 64, response rates of =50%, =75, and 100%
were achieved by 65%, 42%, and 26% of patients,
respectively. Notably, at the group level there was no
evidence of tachyphylaxis after 1 year of erenumab
treatment.

No new safety concerns were identified during the
OLE. This confirms previous observations from other

studies, where the safety and tolerability profile of
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erenumab were largely comparable to placebo. The
events of arteriosclerosis and myocardial ischemia,
which occurred during the uncontrolled OLE period,
were clinically confounded and their relevance uncer-
tain without a placebo comparator, particularly given
that cardiovascular events occur with higher frequency
in migraine patients compared to individuals without
migraine.”® There is a theoretical cardiovascular risk
with inhibition of the CGRP pathway, as CGRP is
among a number of mediators (including substance
P, neurokinins, and nitric oxide) released during ische-
mia that have vasodilatory properties.** Accordingly,
preclinical and clinical safety studies with erenumab
are being conducted to better characterize the putative
cardiovascular effect of antagonizing the CGRP path-
way. Importantly, in the double-blind placebo-con-
trolled portion of the study, no increased incidence
has been observed for cardiovascular events compared
to placebo and in phase 1 studies of erenumab there
was no effect of erenumab on blood pressure.”?¢ In
addition to this OLE, longer-term safety will be as-
sessed in a controlled manner in larger phase 3 studies,
one with a 6-month placebo-controlled phase.

In short-term phase 1 and phase 2 clinical trials of
erenumab (including the double-blind treatment
period of the study reported here), there was a low
incidence of binding and neutralizing anti-
erenumab antibodies. The incidence of anti-
erenumab antibodies remained low throughout the
OLE study. The development of anti-erenumab anti-
bodies has not been associated with any clinical find-
ing or safety events; however, this tolerability profile
of erenumab in patients with EM requires long-
term safety outcomes for confirmation.

A limitation of the study is the lack of a placebo group
for efficacy and safety comparisons. It is therefore diffi-
cult to interpret the possible relatedness of an AE without
a placebo arm, and it is difficult to distinguish spontane-
ously occurring AEs from AEs due to erenumab. How-
ever, the OLE study is ongoing and will continue to
provide a long-term safety experience for erenumab.

Retention rates, efficacy, patient-reported out-
comes, and safety results after 1 year for erenumab
in patients with EM are promising. These data sup-
port further investigation of erenumab as a potential
preventive treatment option for patients with EM.

AUTHOR CONTRIBUTIONS

MA., D.D, UR,SS, FEZ,S.C, D.D.M,, and RA.L. interpreted the
data and revised the manuscript for content. P.J.G. and RA.L. were
involved in design of the study, interpreted the data, and revised the man-
uscript for content. J.R.G. wrote the first draft of the manuscript based

on an outline developed with all the coauthors.

ACKNOWLEDGMENT
Jon Nilsen (Amgen Inc.) provided technical editing and copyediting of the

manuscript for nonintellectual content, prepared tables and figures, and

provided clerical assistance.

Neurology 89 September 19, 2017

STUDY FUNDING
This study was sponsored by Amgen Inc.

DISCLOSURE

M. Ashina is a consultant or scientific advisor for Allergan, Amgen, Alder,
ATI, and Eli Lilly; primary investigator for Amgen and GM-11 gamma-
Core-R trials; and reports grants from Lundbeck Foundation, Research
Foundation of the Capital Region of Copenhagen, Danish Council for
Independent Research-Medical Sciences, and Novo Nordisk Foundation
during the conduct of the study. D. Dodick reports consulting fees from
Amgen, Alder, Allergan, Eli Lilly, eNeura, Boston Scientific, Teva,
Novartis, Autonomic Technologies, Scion Neurostim, Tonix, Trigemina,
Supernus, Xenon, GBS, and Xalan; honoraria from Sage Publishing,
Wiley, and UpToDate; and royalties from Oxford University Press and
Cambridge University Press. P. Goadsby reports for the last 36-month
period grants and personal fees from Allergan, Amgen, Eli-Lilly and
Company, and eNeura; and personal fees from Ajinomoto Pharmaceuti-
cals Co., Akita Biomedical, Alder Biopharmaceuticals, Autonomic Tech-
nologies Inc, Avanir Pharma, Cipla Ltd., Colucid Pharmaceuticals, Ltd.,
Dr Reddy’s Laboratories, Electrocore LLC, Ethicon, US, WL Gore &
Associates, Heptares Therapeutics, Novartis, Nupathe Inc., Pfizer Inc.,
Promius Pharma, Scion, Teva Pharmaceuticals, and Trigemina Inc.; per-
sonal fees from MedicoLegal work, Journal Watch, Up-to-Date, and
Oxford University Press; and has a patent Magnetic stimulation for
headache pending assigned to eNeura. U. Reuter reports consulting fees,
speaking/teaching fees, and/or research grants from Allergan, Amgen Inc.,
Autonomic Technologies, CoLucid, Electrocore, and Pharm Allergan.
S. Silberstein reports consulting fees from Amgen Inc. F. Zhang is an
employee and stockholder of Amgen Inc. S. Cheng is an employee and
stockholder of Amgen Inc. D. Mikol is an employee and stockholder of
Amgen Inc. R. Lenz is an employee and stockholder of Amgen Inc.
J. Gage is an employee of Gage Medical Writing, LLC, which received
funding from Amgen Inc. for medical writing services on this manuscript.

Go to Neurology.org for full disclosures.

Received February 14, 2017. Accepted in final form June 29, 2017.

REFERENCES

1. Headache Classification Subcommittee of the International
Headache Society. ICHD-II classification: parts 1-3: pri-
mary, secondary and other. Cephalalgia 2004;24:23-136.

2. Robbins MS, Lipton RB. The epidemiology of primary
headache disorders. Semin Neurol 2010;30:107-119.

3. Lipton RB, Bigal ME, Diamond M, et al. Migraine prev-
alence, disease burden, and the need for preventive ther-
apy. Neurology 2007;68:343-349.

4.  Dodick DW, Loder EW, Manack Adams A, et al. Assess-
ing barriers to chronic migraine consultation, diagnosis,
and treatment: results from the Chronic Migraine Epide-
miology and Outcomes (CaMEO) study. Headache Epub
2016 May 3.

5. Goadsby PJ, Sprenger T. Current practice and future di-
rections in the prevention and acute management of
migraine. Lancet Neurol 2010;9:285-298.

6. XuC, ShiL, Rao S, et al. AMG 334, the first potent and
selective human monoclonal antibody antagonist against
the CGRP receptor. ] Headache Pain 2014;15(suppl 1):
G43. Abstract EHMTI-0315.

7. Ho TW, Edvinsson L, Goadsby PJ. CGRP and its recep-
tors provide new insights into migraine pathophysiology.
Nat Rev Neurol 2010;6:573-582.

8. Sun H, Dodick DW, Silberstein S, et al. Safety and effi-
cacy of AMG 334 for prevention of episodic migraine:
a randomised, double-blind, placebo-controlled, phase 2
trial. Lancet Neurol 2016;15:382-390.

9. Bigal ME, Dodick DW, Rapoport AM, et al. Safety, tol-
erability, and efficacy of TEV-48125 for preventive


http://neurology.org/lookup/doi/10.1212/WNL.0000000000004391

treatment of high-frequency episodic migraine: a muld-
centre, randomised, double-blind, placebo-controlled,
phase 2b study. Lancet Neurol 2015;14:1081-1090.
Dodick DW, Goadsby PJ, Silberstein SD, et al. Safety and
efficacy of ALD403, an antibody to calcitonin gene-related
peptide, for the prevention of frequent episodic migraine:
a randomised, double-blind, placebo-controlled, explor-
atory phase 2 trial. Lancet Neurol 2014;13:1100-1107.
Bigal ME, Escandon R, Bronson M, et al. Safety and
tolerability of LBR-101, a humanized monoclonal anti-
body that blocks the binding of CGRP to its receptor:
results of the phase 1 program. Cephalalgia 2014;34:
483-492.

Dowson AJ. Assessing the impact of migraine. Curr Med
Res Opin 2001;17:298-309.

Kosinski M, Bayliss MS, Bjorner JB, et al. A six-item
short-form survey for measuring headache impact: the
HIT-6. Qual Life Res 2003;12:963-974.

Lipton RB, Rosen NL, Ailani ], DeGryse RE, Gillard PJ,
Varon SF. OnabotulinumtoxinA improves quality of life
and reduces impact of chronic migraine over one year of
treatment: pooled results from the PREEMPT randomized
clinical trial program. Cephalalgia 2016;36:899-908.
Jhingran P, Davis SM, LaVange LM, Miller DW, Helms
RW. MSQ: migraine-specific quality-of-life questionnaire:
further investigation of the factor structure. Pharmacoeco-
nomics 1998;13:707-717.

Jhingran P, Osterhaus J T, Miller DW, Lee J T, Kirchdoerfer L.
Development and validation of the migraine-specific qual-
ity of life questionnaire. Headache 1998;38:295-302.
Stewart WF, Lipton RB, Dowson AJ, Sawyer J. Develop-
ment and testing of the Migraine Disability Assessment
(MIDAS) questionnaire to assess headache-related disabil-
ity. Neurology 2001;56:520-S28.

Goux S, Brosch S, Vass H, et al. MedDRA Maintenance
and Support Services Organization Annual Report 2014
[online]. Available at: meddra.org/sites/default/files/page/

19.

20.

21.

22.

23.

24.

25.

26.

documents/msso_annual_report_2014_english.pdf.  Ac-
cessed May 8, 2017.

NIH Publication No. 09-5410: Common Terminology Cri-
teria for Adverse Events (CTCAE) Version 4.0 [online].
Available at:  evs.nci.nih.gov/fipl/CTCAE/CTCAE_4.03_
2010-06-14_QuickReference_5x7.pdf. Accessed May 8, 2017.
Rapoport A, Mauskop A, Diener HC, Schwalen S, Pfeil J.
Long-term migraine prevention with topiramate: open-
label extension of pivotal trials. Headache 2006;46:
1151-1160.

Blumenfeld AM, Bloudek LM, Becker W7, et al. Patterns
of use and reasons for discontinuation of prophylactic
medications for episodic migraine and chronic migraine:
results from the Second International Burden of Migraine
Study (IBMS-II). Headache 2013;53:644-655.
Silberstein SD, Neto W, Schmitt ], Jacobs D, Group MS.
Topiramate in migraine prevention: results of a large con-
trolled trial. Arch Neurol 2004;61:490—495.

Sacco S, Ornello R, Ripa P, et al. Migraine and risk of
ischaemic heart discase: a systematic review and meta-
analysis of observational studies. Eur J Neurol 2015;22:
1001-1011.

Burley DS, Ferdinandy P, Baxter GF. Cyclic GMP and
protein kinase-G in myocardial ischaemia-reperfusion:
opportunities and obstacles for survival signaling. Br J
Pharmacol 2007;152:855—-869.

Vu T, Ma P, Chen J, et al. Pharmacokinetic/pharmacodynamic
modeling of monoclonal antibody AMG 334 to charac-
terize concentration relationship with capsaicin-induced
increase in dermal blood flow in health subjects and
migraine patients. Cephalalgia 2015;35(suppl  6):35.
Abstract PO068.

de Hoon J, van Hecken A, Yan L, et al. Phase I, random-
ized, double-blind, placebo-controlled, single-dose and
multiple dose studies of AMG 334 in health subjects
and migraine patients. Cephalalgia 2015;35(suppl 6):45.
Abstract PO065.

20 Minutes Pack a Punch

Neurology® Podcasts

e Interviews with top experts on new clinical research in neurology

e Editorial comments on selected articles

* Convenient—listen during your commute, at your desk, or even at the gym

* On demand—it’s there when you want it
* Fun and engaging
e New topic each week

¢ FREE

Listen now at www.aan.com/podcast

Neurology 89 September 19, 2017

1243


https://www.meddra.org/sites/default/files/page/documents/msso_annual_report_2014_english.pdf
https://www.meddra.org/sites/default/files/page/documents/msso_annual_report_2014_english.pdf
https://evs.nci.nih.gov/ftp1/CTCAE/CTCAE_4.03_2010-06-14_QuickReference_5x7.pdf
https://evs.nci.nih.gov/ftp1/CTCAE/CTCAE_4.03_2010-06-14_QuickReference_5x7.pdf

Neurology

Erenumab (AMG 334) in episodic migraine: Interim analysis of an ongoing open-label

study

Messoud Ashina, David Dodick, Peter J. Goadsby, et al.
Neurology 2017;89;1237-1243 Published Online before print August 23, 2017

DOI 10.1212/WNL.0000000000004391

Thisinformation iscurrent as of August 23, 2017

Updated Information &
Services

Supplementary Material

References

Subspecialty Collections

Permissions & Licensing

Reprints

including high resolution figures, can be found at:
http://www.neurol ogy.org/content/89/12/1237.full.html

Supplementary material can be found at:
http://www.neurol ogy.org/content/suppl/2017/08/23/WNL .0000000000
004391.DC1

This article cites 23 articles, 2 of which you can access for free at:
http://www.neurol ogy.org/content/89/12/1237.full.html##ref-list-1

This article, along with others on similar topics, appearsin the
following collection(s):

All Clinical trials
http://www.neurology.org//cgi/collection/all_clinical_trials

Class 1V

http://www.neurology.org//cgi/collection/class_iv

Migraine

http://www.neurol ogy.org//cgi/collection/migraine

Information about reproducing this article in parts (figures,tables) or in

its entirety can be found online at:
http://www.neurol ogy.org/misc/about.xhtml#permissions

Information about ordering reprints can be found online;
http://www.neurol ogy.org/misc/addir.xhtml#reprintsus

Neurology ® isthe official journal of the American Academy of Neurology. Published continuously since
1951, it isnow aweekly with 48 issues per year. Copyright © 2017 American Academy of Neurology. All
rights reserved. Print ISSN: 0028-3878. Online ISSN: 1526-632X.

AMERICAN ACADEMY OF

NEUROLOGY.



http://www.neurology.org/content/89/12/1237.full.html
http://www.neurology.org/content/suppl/2017/08/23/WNL.0000000000004391.DC1
http://www.neurology.org/content/suppl/2017/08/23/WNL.0000000000004391.DC1
http://www.neurology.org/content/89/12/1237.full.html##ref-list-1
http://www.neurology.org//cgi/collection/all_clinical_trials
http://www.neurology.org//cgi/collection/class_iv
http://www.neurology.org//cgi/collection/migraine
http://www.neurology.org/misc/about.xhtml#permissions
http://www.neurology.org/misc/addir.xhtml#reprintsus

	Erenumab (AMG 334) in episodic migraine: Interim analysis of an ongoing open-label study.
	Let us know how access to this document benefits you
	Recommended Citation
	Authors

	NEUROLOGY2017793240 1229..1236

