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>> Well welcome back to Healthlink on Air, this is your host, Tricia Torre, every patient's 
advocate, on behalf of University Hospital, making the academic difference in healthcare in the 
central New York community.  Well if you've ever suffered a bad headache, you'll want to listen 
carefully to this morning's guest.  We're joined by Doctor Helen Barkin [assumed spelling], 
assistant professor of neurology at SUNY Upstate.  Good morning, Doctor Barkin. 
>> Good morning, it's a pleasure to be here. 
>> I can really relate to this morning's conversation.  Several years ago I actually experienced 
migraine headaches.  At first I didn't even realize that's what they were, and I think that might be 
true for some of our listeners.  So let's start there Doctor Barkin, what exactly is a migraine 
headache? 
>> It's a tougher question that, that I can answer in short. 
>> Okay. 
>> It's a special type of headache, and it's actually a group, a class of headaches that we have 
known much about, and learning more about as we speak.  And now we think of them differently 
than say ten years ago when I was in med school.  We think of a primary neuronal disorder - 
>> A-ha. 
>> - as opposed to a vascular disorder. 
>> All right, now what does all of that mean?  What's going on? 
[ laughter ] 
>> Sorry.  Honest answer would be that we don't know for sure, but something happens with, 
with the brain during a migraine that is probably somewhat related to something, to, to things 
that are happening during stroke or an epileptic attack. 
>> Oh my gosh. 
>> That there is a massive neurotransmitter release, and these are brain's native chemicals 
leading to inflammatory almost reaction, and the reaction causing constriction, and then dilation 
of blood vessels.  And the blood vessels in the coverings of the brain, meninges [assumed 
spelling], lead to headache - 
>> Oh my gosh. 
>> - because of the stretching. 
>> It sounds like a lot of medical explanation for something that just feels horrible. 
>> Oh it's bird language, yes. 
[ laughter ] 
>> How can, how can somebody tell if what they're having is a migraine headache? 
>> As opposed to say a tension headache, your usual barrette headache - 
>> Sure. 
>> - like girls do when they have a tight hair bun. 
>> Oh there you go, yes. 
>> Migraine headaches are usually throbbing, they are accompanied very frequently by nausea 
and vomiting, or persistent sensation of dizziness, and almost nausea. 
>> Um hm. 
>> The people who are migraine sufferers do not like bright lights and loud sounds. 
>> Um hm. 
>> They like to be in a dark room.  These attacks last for anywhere between an hour or two all 
day, and sometimes unfortunately even more.  There are so-called autonomic phenomena, people 
have tachachardia [assumed spelling].  They feel very - 
>> What's - 
>> They have - 



>> Tell me what tachachardia is. 
>> Their heart beats very fast. 
>> Ahh. 
>> They have, they have problems with breathing, shortness of breath, and sometimes they even 
have diarrhea with migraines. 
>> Hmm. 
>> So it's a multi-system disorder. 
>> It is. 
>> And of course frequently there are migraines that, migraines that are preceded by auras, 
which is a  premonition, sometimes visual, sometimes there is even a neurological deficit that 
precedes the migraine. 
>> Um hm.  Now I experienced that aura, and it was very strange.  It was almost like a blank 
space.  If I could look at a wall, I could almost see out of one eye and not see out of the other.  Is 
that typical? 
>> That would be a classical migraine with aura. 
>> Um hm. 
>> And then after the aura would come the pain, and after the pain would be the frustration and 
the weakness, and that, that what makes that headache and migraine as opposed to your tension 
headache or chronic daily headache. 
>> And that's, that's exactly how it happened, exactly how it happened.  And then there were the 
other symptoms too, the nausea and so forth.  Who gets migraines?  Men or women? 
>> Both.  There is a slight preference for women, I do not recall the numbers.  But men, women, 
and children all get migraines.  Typical age of onset is in the twenties to thirties, but children can 
have them pretty early on, even elementary school children. 
>> Oh, that's, that's very sad for children in particular.  How, how do we know if it's a migraine 
versus something else?  And is it important we need to know?  If your head hurts, it almost 
doesn't matter to me at the moment what you call it, it's just that my head hurts.  But it is 
important from a treatment point of view, isn't it? 
>> Well it's also very important to know that it's not something deadly, like a terrible headache 
that accompanies the beginning of a bleed or a hemorrhage from an aneurysm for example, and 
that presents a severe problem for the physician evaluating the patient for the first time headache. 
>> Really? 
>> And so we do a lot of things that in retrospect seem unnecessary to make sure that more than 
a migraine is going on. 
>> I see. 
>> It's one of the hardest problems in the ED, emergency department to find out whether it's 
indeed a migraine or stroke, or something worse. 
>> So they're all related, or at least they feel that way to us? 
>> There is a big overlap between, between certain type of migraine and a stroke, and the 
overlap is that those migraines present almost like strokes - 
>> They do. 
>> - with weakness, tingling, and the people go to the emergency room and they can be treated 
for stroke, which they are not having. 
>> Would you say then that if somebody's having one, or they're having those symptoms for the 
first time they need to get to the emergency department? 
>> Absolutely. 
>> Ah. 
>> Because it could be anything else. 
>> What causes migraines? 
>> Nobody knows really these questions yet.  There is a hereditary component.  There are 
certain types of migraines that go in the family.  For example, the fact that you have migraines 



and I happen to have migraines, and puts my daughter at risk for example, and she has them too.  
It's very frequent.  It seems to travel on the mom's side. 
>> It does. 
>> But we don't have a migraine gene, except for something called familial hemoplegic 
[assumed spelling] migraine - 
>> Oh my gosh. 
>> Yeah, where there are two genes that have been described, and we can test for them. 
>> Interesting.  I know there are other kinds of headaches that people think might be migraines.  
But I think maybe they aren't, and I'd like you to tell me the difference.  I've heard of cluster 
headaches, I've heard of ocular migraines, I've hear all these other terms.  Are they the same 
thing? 
>> They're not the same, but they belong to the same general spectrum of severe headaches.  But 
the treatment is different for all of these different types, particularly for clusters the treatment is 
very different than for migraines. 
>> It is.  Then it would behoove the patient then to once it passes if they've not gone to the 
emergency room to really get a good diagnosis from their doctor? 
>> Yes.  Ideally they should see a headache specialist, which by the way I am not, I just like 
headaches. 
[ laughter ] 
>> You like them? 
>> Yes, I have them, I like them.  A lot of neurologists have migraines for some strange reason. 
>> Now what kinds of tests are run to tell the difference? 
>> It's history, it's really all in the history.  And a careful history migraine headache diary is 
essential, we give them out to patients and ask them to come back.  The triggers and the type of 
events during the headache, before and after.  All of it is important, but the diagnosis is purely 
clinical, except for those rare ones that I've mentioned that are genetically - 
>> Um hm. 
>> - mediated. 
>> So you can't tell from looking at an MRI for instance somebody's had a migraine versus a 
cluster headache - 
>> No. 
>> - or something else? 
>> No.  Usually these people have completely normal imaging. 
>> Really?  Interesting.  Well I was looking up some information about migraine headaches 
before we spoke this morning, and I found there were actually a number of home remedies that 
people use.  And they seem to have some effect or not so much effect.  And maybe you could 
guide us on which ones are okay, or we might want to try if we have these kinds of headaches.  
One is caffeine.  Is that good for migraines? 
>> Well if the person is throwing up, then caffeine is not gonna be of much help. 
>> Probably not. 
>> Yeah.  Sometimes caffeine can trigger a migraine, on the other hand, some of the medications 
that people take include caffeine.  So I, it's very individual.  I, I wouldn't recommend it frankly. 
>> You would not, okay.  Well what about ice packs or even heat applications? 
>> Both of them are useful for anybody with a headache.  A dark room, an ice pack or a hot 
pack, no noise. 
>> And they even sell ice packs for people with migraines, don't they?  The kinds that you don't 
necessarily have to put ice in? 
>> Yeah, the ones that are put in the fridge, yea. 
>> Yeah. 
>> In the freezer, yeah. 
>> And what about like a massage? 



>> Frankly I do not think that, that a, if a massage will actually be abortive to, to a severe 
migraine, but it probably can prevent a headache if it's beginning. 
>> I see. 
>> And especially if it's an occipital type of headache. 
>> And occipital means? 
>> Meaning in the back of the head - 
>> Okay. 
>> - from tension of the muscles in the neck. 
>> Ah, interesting.  There are some good drugs out there, aren't there, for migraine headaches. 
>> Oh there's plenty, yes. 
>> And are these things that you prescribe on a regular basis for people who suffer from this? 
>> There are two types of drugs that we prescribe.  One is an abortive medication, which is 
meant to cut the migraine off in the beinning.  And another one is preventive, for people who 
have very frequent migraines that are actually quite disabling.  We prescribe medications that 
they take on a daily basis to prevent migraines. 
>> Ah, are they - 
>> And these are the two different classes. 
>> Do you find they're very effective for people who suffer from these on a regular basis? 
>> Some of these are very effective, but the, this is a very individual and very complex road.  
I've had a lot of patients, we have to work individually with those patients very closely.  You 
have to never give up, and try various combinations of medications, because a lot of them will 
fail, until something finally will work.  Sometimes you even have to admit those patients for 
intravenous therapy when they - 
>> Really? 
>> - when they went into a migraine that just doesn't stop. 
>> Wow.  Do migraines ever really go away for good?  I mean I've not had an experience now in 
probably five or six years, and all together I think I only had half a dozen of them.  Do you think 
that I'm going to suffer one again?  Or do you think maybe they're gone for now? 
>> I hope you're done. 
>> Me too. 
>> A lot of women especially, when they come to, close to menopause, they, their migraines get 
lighter, and eventually disappear.  Unfortunately there's always this small sub-population in 
whom it's the opposite, and they will get worse. 
>> Oh. 
>> But in the majority of people, women, especially with so-called catmenial [assumed spelling] 
migraines, mean they happen around the time of menses - 
>> Ah. 
>> - these will get better with menopause. 
>> And that does happen to a lot of women, I know.  What's on the horizon for migraine 
sufferers?  Are there drugs coming down the pike?  Or you were talking earlier about them, you 
might find the cause has been different from what has been assumed all these years. 
>> It's a great question that I'm not quite prepared to answer unfortunately.  There's been, there's 
a lot of very exciting ongoing research in migraine, and people are exploring alternative 
modalities, like neural feedback, and they are also exploring new medication that goes for the 
root of the problem, as opposed to the consequences.  So let's keep that thought. 
>> Very interesting.  Well see, you were very prepared to answer my question.  Well Doctor 
Helen Barkin from University Hospital, we've learned a lot about migraines, thanks so much for 
your time this morning. 
>> Thank you very much. 
[ background music ] 
>> And listeners, we do need to take a break now, but we'll be back shortly.  Please stay with us.  
This is University Hospital's Healthlink on air on five seventy WSYR. 
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>> Well welcome back to Healthlink on air.  This is your host Tricia Torre, every patient's 
advocate, on behalf of University Hospital, making the academic difference in healthcare in the 
central New York community.  Well we have a new guest to welcome not just to Healthlink on 
air, but to our area too.  Doctor Amy Freedman is the new director of transplantation at 
University Hospital.  Good morning, Doctor Freedman. 
>> Good morning, Tricia. 
>> And welcome.  You came from Yale University. 
>> Yes I did.  This is the third week of my being here, and very glad to be here. 
>> Well we're very pleased that you've chosen Syracuse and central New York as your new 
home, and director of transplantation sounds like you've got a lot to get your arms around.  Just 
what kinds of transplants do you direct? 
>> Well our team, which is a multi-disciplinary team, performs kidney and pancreas 
transplantation, and also has the expertise to manage the anti-rejection medications that suppress 
the immune system for all types of transplants.  So what we're performing right now are kidney 
and pancreas transplants, and caring for the patients who are in, who are seeking those 
transplants, both before and after transplantation. 
>> Very interesting.  Now several months ago we had Rob Cocheck [assumed spelling] who is 
the director of the Finger Legs donor center here.  He talked about organ donation, and that's one 
side of the story.  But you take care of the other side of the story, don't you? 
>> Well yes.  Now Rob and I know each other quite well from having worked together in similar 
allegiance in Philadelphia.  And what Rob's principle role is, is to make organs available for 
those who need them through the waiting list.  On occasion myself and my partner, Doctor Ketur 
[assumed spelling], will be called upon to recover those organs in an operation once organ 
donation has been agreed upon and consented to, and then the organs are made available through 
a computerized waiting list overseen by UNOS, U N O S, the United Network for Organ 
Sharing.  Through that list nationally organs are made available.  And of course if an organ is 
available for a patient on the SUNY Upstate waiting list, then we will perform the transplant. 
>> Very interesting.  All right, so let me make sure, because you're using words that, that 
listeners are going to hear one way, and you might be using them differently.  When you say 
recover an organ, you're talking about taking it out of a body. 
>> That's right.  Now the common jargon is to call that harvesting. 
>> Uh huh. 
>> But a couple of years ago donor families made a formal request to the transplant societies that 
we stop calling their loved ones who died and made these incredible gifts cadavers, and stop 
calling the operation harvest. 
>> Uh huh. 
>> And it seems pretty simple for us to honor their wishes, so we now call the people who have 
died who become organ donors deceased donors, and we call the operation to take the organs out 
for the purpose of transplantation recovery. 
>> I see.  You know what?  I think that's great, and I love that you listened to the patients' 
families to make that decision, that's wonderful.  Tell us a little bit about the recipients then.  
These are the people now that you will transplant the organ into.  Tell us about them, these are 
kidneys and pancreases.  Why do they need them? 
>> Well it turns out that kidney function is vital for life.  If you have kidney failure, and it's a 
very common situation today, you have only three options.  You can have no treatment and die, 
you can have dialysis, or you can have transplantation.  For those patients who meet the 
requirements for transplantation, and they have to be basically sturdy enough to tolerate an 
operation, and to tolerate the use of these anti-rejection medications, for those individuals it has 



become very clear that transplantation prolongs life when compared to dialysis.  So of course 
everybody who qualifies would like to have a transplant - 
>> Um hm. 
>> - once they've been educated about the risks and benefits.  So our job is to try to make organs 
available for all of the thousands of people who literally seek and could use a, a replacement 
kidney.  For pancreas transplantation it's a bit different, because the vast majority of diabetics in 
this country have a type called type two, in which they're not missing insulin, they just, their 
body doesn't respond appropriately to it.  On the other hand, the five percent who have type one 
diabetes, who are missing insulin - 
>> Um hm. 
>> - might well benefit from having a replacement pancreas that will now provide and create 
new insulin for them, and free them up for the, from the need for insulin injections.  And that's 
the purpose of pancreas transplantation. 
>> Very interesting.  So I want to make sure I'm clear.  The pancreas transplantation really just 
takes place for people with type one diabetes.  What, as they get older?  Is that it? 
>> That's an excellent question, because there are many type one diabetics, and pancreas 
replacement would not be appropriate for all.  Once however, they've started to have what we 
call end organ damage, that is important medical complications from the diabetes, for example 
they can no longer tell when their blood sugar is dropping, they stopped sweating, they don't 
know it any more, or if they have kidney failure, then they would be appropriate candidates, or 
they may well be appropriate candidates for pancreas transplantation.  The intent is to try to 
prevent the progression of those other complications of diabetes. 
>> I see.  Tell me what's involved in the actual procedure itself.  How does a patient transition 
from being on the list to being a recipient, and then surviving the transplantation? 
>> Well the transition happens quite quickly.  In fact when we get a call in the middle of the 
night, or now the organ offers are made over the internet - 
>> Um hm. 
>> But when we get a, an indication that an organ is available, we need to give a response to 
UNOS within one hour that we're going to accept or not accept that organ. 
>> Wow. 
>> That means we need to have been able to find the patient - 
>> Um hm. 
>> - and get them on their way into the hospital.  They don't have to be in within an hour, but we 
have to have reached them.  And then we will usually be performing their transplant within six to 
eight hours.  The patient needs to come in, the organ needs to be transported to us, we need to get 
the OR available, all of those things.  We do the kidney transplant, that takes somewhere 
between three to six hours. 
>> Wow. 
>> The patient comes out, they've already had their first, their first doses of immuno-suppression 
in the operating room.  And if the kidney recovers very quickly, they may be out of the hospital 
in five days.  In fact that is the case with the patient we have leaving the hospital today. 
>> That, that is incredible.  Now let me back up.  Immuno-suppression, what does that mean? 
>> Immuno-suppression refers to a group of drugs that we need to give patients who've received 
organs.  Because unless they're getting a kidney or a pancreas, or any organ from either an 
identical twin or a clone, and we haven't had any clones yet - 
>> Not so far. 
>> Exactly.  Then there will be enough genetic difference between the recipient and the donor 
that the recipient's immune system views the transplanted organ as a foreign invader, and tries to 
attack and destroy it.  And that is the process that we call rejection.  Obviously we can't have that 
happen, it destroys the organ, and it can make the recipient very, very sick.  All we have 
available to use today is a group of medications that must be started at the time of transplant, and 
continued indefinitely, at least as long as the organ is functional. 



>> Very interesting.  Well at least as long as the organ is functional, that suggests that maybe 
sometimes it doesn't always work?  Does a second organ come into play? 
>> Well that's in another really difficult question.  We know that there are, there are different 
types of, well let's just say that we, we classify organ types in a couple of ways.  If we have a 
kidney that is available from a living donor, we know by definition that that's a fabulous quality 
kidney, because we will not agree to remove anything less than a great kidney from a donor, not 
wanting to leave that donor with less than a great kidney for themself. 
>> Sure. 
>> So in a live donor situation it's a great kidney, and we transplant it quickly.  On the other 
hand, when we have a kidney from the waiting list, we may have to be using an organ from say a 
fifty five or a sixty year old that isn't intrinsically as excellent quality as the live donor, may not 
last as many years as a live donor kidney.  Once it fails we then have to again, dialyze or 
transplant the patient. 
>> Very, you know, I hadn't thought about that, but yes, the kidney from an older person would 
be an older kidney, wouldn't it? 
>> That's right. 
>> Interesting.  This week I heard a report about paired transplantation, and I thought this was 
fascinating in a case where someone needs a kidney, and the person who can donate to them isn't 
an exact match, then they can trade them out with other people who need them.  Tell us quickly 
about it, because I do want to talk about donors.  I think that's the bottom line here. 
>> Okay, that's right.  Well these are desperate times.  With nearly a hundred thousand people on 
the waiting lists for organs today we have had to become very innovative and ingenious.  So if 
we have a potential donor and recipient but they are incompatible, let's say there is somewhere 
else in the country, a similar pair that is incompatible in the opposite direction.  Why not swap 
the two, provided all four individuals understand and agree to what's going on.  That makes now 
two transplants happen instead of zero happening. 
>> I just think that's fabulous.  But the bottom line to this is we need donors, don't we? 
>> That is right.  A hundred thousand people waiting, about seventeen people dying every day 
on the waiting lists in this country. 
>> Hmm. 
>> After death there is no reason to not agree, or to have agreed in advance to donate organs, 
because we do not disfigure in any way that would be inconsistent with an, even an open casket 
funeral, the organs will not help you after death, and they literally, literally prolong lives. 
>> Absolutely they do.  And I think if you just ask any parent who's had a child who's been sick 
with something like this, the case is right there, isn't it?  Well Doctor Amy Freeman, thank you, 
this is so fascinating.  We're so pleased you're here in central New York.  There are some issues 
that are ethical involved with this too.  Will you come back another day to have that 
conversation? 
>> Well there certainly are, and I'd be pleased.  Thank you so much. 
>> Thanks so much. 
[ background music ] 
And listeners, we do need to take a break now, but we'll be back shortly.  Stay with us.  This is 
University Hospital's Healthlink on air, on five seventy WSYR. 
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