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Abstract

Background: Headache disorders comprise the three most prevalent medical disorders globally and contribute

almost 20% to the total burden of neurologic illness. Although the experience of a recurrent headache disorder

tends to be highly individualized, patient preferences tend to be a low priority in guidelines for the management

of patients with headache.

Methods: In September 2017, the first Global Patient Advocacy Summit was convened, bringing together patients,

patient advocates, patient advocacy organizations, healthcare professionals, pharmaceutical manufacturers, scientists, and

regulatory agencies to advance issues of importance to patients affected by headache worldwide.

Results: Presentations and discussion covered multiple issues, such as improving access to appropriate medical care;

incorporating the insights of independent patient advocates and advocacy organizations; leveraging the insights, experi-

ence and influence of leading health and neurological organizations; and raising awareness of the role of regulatory

agencies in disease advocacy. Attendees agreed that it is important to understand and promote the global, regional, and

local interests of people with headache disorders, as well as challenge the pervasive stigma associated with headache.

They also agreed that those with severe, recurrent, or disabling headache disorders should have reliable access to

competent medical care; healthcare professionals should have access to adequate training in Headache Medicine; global

benchmarks should be established for accurate diagnosis and the use of evidence-based treatments in patients with

headache; and that information is needed about consultation, diagnosis, and treatment of headache, particularly in regard

to patient preferences.

Conclusion: Based on the group’s consensus around these issues, a series of statements was developed, and they are

collectively presented herein as the Vancouver Declaration on Global Headache Patient Advocacy 2018.
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Introduction

The World Health Organization estimates that the three
most prevalent neurologic disorders worldwide are
tension-type headache (1.5 billion), migraine (958.8 mil-
lion), and medication overuse headache (58.5 million)
(1). Collectively, these three disorders contribute
approximately 17% to the global burden of neurologic
diseases, with migraine the second most disabling disease
overall (1,2). Cluster headache, often considered the
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most painful of the primary headache disorders (3–6), is
associated with disability in 80% of patients (7), yet
patients with this condition often wait several years and
consult multiple healthcare professionals before receiving
an accurate diagnosis (8,9). There are multiple thera-
peutic options with proven efficacy for most patients
with any of the primary headache disorders, but access
to practitioners with training in Headache Medicine is
limited, diagnostic accuracy is inconsistent, and the use
of evidence-based treatments is suboptimal (8–11).

In clinical practice, the management of chronic
diseases such as migraine and cluster headache is
challenging because of the highly variable acceptance,
adherence, preferences, and response to treatment
among patients (12). Moreover, the assessment of out-
comes, processes, and other dimensions of care that
matter most to patients remains limited (13). Thus,
while the patient experience of a recurrent headache
condition tends to be highly individualized and
dynamic over time (14), evidence-based approaches
are impersonal, rely on probabilities that are based on
population responses, have static goals that may not
align with patient preferences, and may underestimate
the value patients place on nonmedical interventions,
such as access to patient support groups (12,15). A
review of clinical practice guidelines from a variety
of disciplines found that less than 5% of the text and
references dealt with patient preferences (16); the pro-
portions are similarly low (<5%) in multiple guidelines
for the treatment of primary headache disorders
(17–23). The lack of prominence given to patient con-
cerns in headache guidelines may help to explain why
medical professionals tend to underestimate the high
value patients place on nonpharmacologic aspects of
therapy, such as answering questions about their con-
dition, educating them about their illness, and teaching
them how to treat and prevent attacks (24). What mat-
ters most to patients often is missed. The low priority
assigned to patient preferences may also contribute to
the sizeable proportion (�33%) of patients with head-
ache who report dissatisfaction with treatment (25,26).
Despite the limited attention they are given in guide-
lines, understanding the factors that influence patients’
preferences increases the ability to choose appropriate
therapy (27), and patients can help to identify and rank
outcomes not previously deemed clinically relevant by
researchers, clinicians, pharmaceutical manufacturers,
and regulatory agencies (12).

In September 2017, as a formal recognition that
patient perspectives on stigma, disease awareness, and
the management of headache disorders should be
obtained directly from patients and their advocates,
the first Global Patient Advocacy Summit was con-
vened in Vancouver, Canada. Hosted and organized
by the International Headache Society and moderated

by its then-President, David Dodick, the Global Patient
Advocacy Summit brought together patient leaders,
patient advocacy organizations, leading health, neuro-
logical and pain organizations, healthcare professionals,
pharmaceutical manufacturers, scientists, and regulatory
agency representatives from around the world with the
goal of understanding and advancing issues that are
important to headache patients. The topics presented
and discussed included improving access to appropriate
medical care; incorporating the insights of independent
patient advocates and advocacy organizations from
around the world; leveraging the experience and influ-
ence of leading health and neurological organizations;
and raising awareness of the role of regulatory agencies
in disease advocacy. The main outcomes of the Summit
included general agreement that:

. It is important to understand and promote the
global, regional, and local interests of people with
headache disorders, as well as challenge their perva-
sive stigma

. All patients affected by headache should have reli-
able access to competent medical care

. All healthcare professionals should have access to
adequate training in Headache Medicine

. A global benchmark should be established to ensure
that all patients affected by headache receive an
accurate diagnosis and evidence-based treatments

. Information is needed about consultation, diagnosis,
treatment of headache, and patient-reported outcomes
(e.g. quality of life, satisfaction with treatment).

In addition, it was agreed that the group would develop
and promote a series of consensus statements (Table 1)
that reflect the priorities of Summit participants and
set advocacy goals for the future. These consensus
statements, and brief discussions of each, are presented
below.

1. A new entity – the International
Headache Society Global Patient
Advocacy Coalition (IHS-GPAC) –
should be formed to understand and
promote the global, regional, and local
interests of people with recurrent
headache disorders

In other disease states, such as stroke (28–30), the
establishment and periodic revision of global bench-
marks has been helpful in improving the level of care
and focusing attention on the priorities of patients.
Participants at the Summit agreed to emulate this
approach and form a Global Patient Advocacy
Coalition (IHS-GPAC) that involves a wide range of
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stakeholders, including patient organizations and
advocates, national and global health, neurological,
pain and headache societies, regulatory agencies, and
pharmaceutical manufacturers present at the Summit,
as well as Health Technology Assessors and payers. It
was proposed that the overall approach for the IHS-
GPAC should be to create a centralized strategy that
provides the vision and advocacy tools to country
affiliates; develop impactful country specific strategies
and tactics; measure progress and share best practices;
and adapt success stories from global collaborators to
local environments and needs. The initial objectives of
the IHS-GPAC should be to establish an administra-
tive structure and work to develop a global strategic
blueprint for headache advocacy that can be imple-
mented by regional and national partners. Summit
participants agreed that IHS-GPAC messaging
should be simple and relatable, perhaps drawing
inspiration from previously successful advocacy initia-
tives (e.g. AIDS¼ rights; breast cancer¼women;
autism¼ family).

Initiatives administered under the auspices of the
IHS-GPAC should adopt the best practices of advo-
cacy initiatives developed by the American Academy
of Neurology, the World Health Organization, the
World Federation of Neurology, and the Alliance for
Headache Disorders Advocacy, as well as the successful
efforts of patient organizations (e.g. Migraine
Association of Ireland, European Headache Alliance,
American Migraine Foundation) and individual advo-
cates. The organizational and operating strategies of
the World Health Organization – in which global
efforts are directed at providing normative guidance,
regional initiatives focus on the delivery of services
and public goods, and supporting countries tailor the
guidance and services within the relevant context of
respective Member States to create actual changes –
may be a useful model. As the World Health
Organization is endeavoring whole-of-system, whole-
of-government, whole-of-society approaches so as to
fit in the new context of the Sustainable Development
Goals, engagement of stakeholders is critical, including

Table 1. Vancouver Declaration 2018 consensus statements and advocacy needs.

Statement Key advocacy needs

1 A new entity – the IHS Global Patient Advocacy

Coalition (IHS-GPAC) – should be formed to

understand and promote the global, regional,

and local interests of people with recurrent

headache disorders

� Form IHS-GPAC Steering Committee

� Develop global blueprint

� Identify countries for beta programs

2 A major purpose of the IHS-GPAC is to destig-

matize headache conditions among policy-

makers and the general public, and this goal

should be universally promoted in IHS-GPAC

programs

� Have patients and their families in highly visible

leadership positions

� Promote research that seeks to understand

stigma and informs strategies to mitigate stigma

� Identify and support individuals and groups pre-

pared to establish local, regional, and national

activist political advocacy organizations

3 Individuals with headache disorders should have

access to competent medical care, which

involves consultation with a local healthcare

provider educated or trained in Headache

Medicine who can provide an accurate diag-

nosis and evidence-based treatment

� Expand access to adequately trained primary

care providers and specialists, especially

through the use of new technology

� Educate patients and train healthcare profes-

sionals, social and community health workers,

healers, and spiritual leaders about appropriate

care

� Regulate treatments lacking evidence to sup-

port their use

4 Training in Headache Medicine should be inte-

grated into all medical school and postgraduate

medical education curricula

� Conduct a global survey of existing programs

� Determine how to adapt for regional and

national needs

5 Regional and local partners should work to

establish a system for the routine and stan-

dardized collection of data pertaining to con-

sultation, diagnosis, and treatment of headache,

with emphasis on patient-reported measures

of efficacy, disease-specific quality of life, and

satisfaction

� Identify research partners

� Engage patients in shaping research agendas

� Identify and link with existing databases

� Prepare study protocol
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partnership with local patient groups that gather and
share information, provide day-to-day interaction, and
support and serve as ‘‘laboratories’’ for pilot programs
and ideas. Whenever possible, work at the regional and
national levels should include collaborations with rep-
resentatives from ministries of health, regulatory agen-
cies, manufacturers, and payers, who should be viewed
as partners in promoting patient interests in the policy-
making process, in clinical research, and in unsuper-
vised settings.

2. A major purpose of the IHS-GPAC is
to destigmatize headache conditions
among policymakers and the general
public, and this goal should be
universally promoted in IHS-GPAC

programs

The stigma of headache is directly responsible for need-
less suffering among patients and caregivers, as well
as for the perennial lack of resources that shortchanges
headache research and restricts access to optimal care
worldwide. Evidence suggests that patients with head-
ache have been stigmatized by healthcare professionals
who view them as drug seekers with a nonserious
disease; family and friends who fail to appreciate their
suffering; educators, employers, and insurers who believe
headache should not lead to performance decrements or
absence; and policymakers who consistently underfund
research into treatments that might benefit them (31). As
a result, the IHS-GPAC should work to educate and
reassure patients that having a headache condition is
not a cause for shame or isolation, but an important
connection with others in a similar situation, as well
as with a powerful global network of advocates that con-
sistently promotes their long-term interests while meeting
their immediate needs by helping them manage their ill-
ness successfully. People with recurrent headache dis-
orders, especially those from underserved communities,
should feel adequately empowered not only to acknow-
ledge their illness publicly, but also to demand equitable
access to the best therapies available. At the same time,
policymakers should be consistently reminded that the
effects of headache disorders are widespread, profound,
and worthy of consistent and meaningful support.

The concept of stigma should be incorporated into
IHS-GPAC programming whenever possible, with the
understanding that the manifestations, magnitude, and
deleterious consequences of stigmatizing attitudes
towards individuals with disabling headache disorders
may differ markedly between societies. To maximize the
chances of success, IHS-GPAC initiatives should have
patients and their families in highly visible leadership
positions, with the precise roles for healthcare

professionals, regulators, payers, government officials,
healthcare technology assesment organizations, profes-
sional societies, advocacy organizations, and industry
determined by the dynamics of local situations and the
goals of individual programs. Further, IHS-GPAC
should promote research that seeks to understand and
define cultural differences in stigmatization of people
with headache disorders, inform strategies that will suc-
cessfully mitigate stigma, and, ultimately, lead to
improved delivery of care. IHS-GPAC must also rec-
ognize that structural stigma towards individuals with
headache disorders is often manifest in governmental
and institutional policies, and in business practices that
codify and formalize discrimination, deny appropriate
health care, limit research, and restrict opportunities
that lead to fulfilling careers and lives. Accordingly,
the IHS-GPAC should identify and support individuals
and groups prepared to establish local, regional, and
national activist political advocacy organizations work-
ing to counter structural stigma towards individuals
with headache disorders.

3. Individuals with headache disorders
should have access to competent medi-
cal care, which involves consultation
with a local healthcare provider edu-
cated or trained in Headache Medicine
who can provide an accurate diagnosis
and evidence-based treatment

A shortage of neurologists in general, and of specialists
in Headache Medicine in particular, is a serious and
growing problem in the United States (32), in Europe
(33–36), and in the vast majority of developing nations
(37,38), leaving many people with primary headache
disorders underdiagnosed and receiving suboptimal
care (39,40). A survey done by the European
Headache Alliance showed that patients affected by
headache in France, Germany, Ireland, Italy,
Netherlands, Spain, Sweden, and the United Kingdom
commonly encounter delays of several years before being
correctly diagnosed, confirming other research (8,9), and
many remain dissatisfied with the management of their
condition, citing poor response to treatment and the dif-
ficulty of accessing and communicating with healthcare
professionals as the main reasons (41). In the United
States, there are more than 80,000 persons with migraine
for each headache specialist, and the number of head-
ache specialists certified by the United Council of
Neurologic Subspecialties is inadequate to meet patient
demand in the United States (32) – a substantial barrier
to care that is projected to worsen through 2025 (42).
Among 17 countries in sub-Saharan Africa, for example,
there is an estimated average of 0.6 neurologists per
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million people (38). Migraine and other primary head-
ache disorders are low priority and are under-recog-
nized, and the majority of those with migraine resort
to herbal or traditional healers (43).

The global objectives of IHS-GPAC advocacy should
be to promote access to adequately trained healthcare
providers; early and accurate diagnosis of headache dis-
orders; prescribing of evidence-based acute and preventive
treatments; integration of nonpharmacologic therapies
(e.g. cognitive, behavioral, and relaxation treatments, as
well as complementary, integrative, and traditional medi-
cine); attention to factors, including diet, exercise, and
sleep, that influence the health outcomes of various dis-
eases, including headache disorders; and meaningful
awareness of patient preferences. Specific recommenda-
tions for expanding access to appropriate medical care
for people with headache disorders include providing
patients and healthcare professionals with more informa-
tion and education to help them understand the scope of
the problem; defining and widely disseminating simple
and shared models of care; increasing the availability of
specialized headache centers and specialists regardless of
geographic, financial, and time barriers to care, particu-
larly through the use of technology (i.e. electronic con-
sultation, secure text messaging, telemedicine) (44); and
making awareness and consideration of headache dis-
orders and patients high priority among policymakers
(41). Health policy initiatives should be launched and
aimed at facilitating integrated service delivery through
disease awareness, surveillance, initial and ongoing care,
and establishing social support through patient peer-
groups that promote health literacy and disease manage-
ment through mutual learning. In developing nations, it
has been suggested that improvements in early headache
management at the community level, training and
research at the facility level, and healthy lifestyle modifi-
cation among urban residents may help to reduce the
burden of illness and improve productivity in what are
often young, thriving populations (45); this may require
training social and community health workers, healers,
and spiritual leaders, as well as regulating treatments lack-
ing evidence to support their use. While these benchmarks
may be aspirational in many parts of the world (even in
developed nations with access to specialized care), patient
advocates should urge policymakers to adopt and mean-
ingfully work towards achieving them.

4. Training in Headache Medicine should
be integrated into all medical school and
postgraduate medical education
curricula

Headache Medicine electives are rarely offered at med-
ical schools, and academic neurologists with interest in

Headache Medicine spend most of their time in clinic –
less than 25% of time is spent conducting research or
teaching (46). As a result, medical students receive an
average of 1 hour of preclinical and 2 hours of clinical
teaching in headache. The extent of preparation is
nearly the same for neurology residents; they receive
an average of 3 hours of didactic instruction in head-
ache (46). Among professionals working in Headache
Medicine, only 1.3% were exposed to a headache center
during medical school (32). Since the clinical conse-
quences of suboptimal training – low rates of evi-
dence-based medical care (10,11) – can be substantial,
it is understandable that a large majority (82.4%) of
those currently working in Headache Medicine strongly
agree that there needs to be improved headache educa-
tion for physicians of all specialties (32). Topics about
which the majority of neurology residents feel unpre-
pared and want more extensive training than they
currently receive include procedural approaches and
practice management (47). Given the frequent overlap
in symptoms, the ability to differentiate between primary
and secondary headaches and implement a specific and
cost-effective diagnostic evaluation for relevant second-
ary headache disorders, some of which are potentially
life-threatening, is of paramount importance in training
programs. In addition, training is required in the basic
communication and interpersonal skills that allow for
patient preferences to surface in the decision-making
and care-planning process. Healthcare professionals
need to learn the skill set that empowers patients to
talk about what matters most to them so they can trans-
late that content into information to facilitate shared
decision-making.

Sanctioned educational programs should be devel-
oped and offered in partnership with accredited pro-
viders, and they should be tailored to the needs of
medical students as well as those seeking postgraduate
and continuing medical education. Migraine program-
ming should also be aimed at primary care providers,
including pediatricians and pharmacists, as migraine
alone affects up to 10% of all school-aged children
and adolescents, and these healthcare professionals fre-
quently interface with young patients and parents
(48,49). Educational curricula should encourage inte-
grated service delivery, including the use of traditional
medicine (with appropriate regulation of effectiveness
and safety), lifestyle modification, and cognitive, behav-
ioral, and mindfulness-based approaches. In cluster
headache, educational programs should target general
neurologists, primary care physicians, otorhinolaryn-
gologists, and dentists (9). Content for new program-
ming should complement existing programs, such as
those presently offered by the International Headache
Society and its country affiliate members, leading
neurological organizations, academic headache
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programs, and whenever possible take advantage of
ascendant platforms (e.g. online, social media, smart
phones) (38).

5. Regional and local partners should
work to establish a system for the
routine and standardized collection of
data pertaining to consultation, diagno-
sis, and treatment of headache, with
emphasis on patient-reported measures
of efficacy, disease-specific quality of life,
and satisfaction

Patient registries – organized systems using observa-
tional methods to collect uniform data (clinical and
other) about patients with a particular disease or con-
dition for predetermined scientific, clinical, or policy
purposes – produce highly valuable evidence-based out-
comes and patient-preference data that offer a range of
important benefits, mainly because they involve large,
heterogeneous study populations that provide ‘‘real
world’’ information. Registries have been shown to
improve patient care in a range of disease states, includ-
ing cystic fibrosis, diabetes, heart disease, and cancer
(50–53). For headache disorders, by engaging patients

in shaping research agendas and protocols, and linking
results with existing databases (e.g. national health
insurance and patient health record systems), the result-
ing analyses can serve as important tools in helping
researchers, policymakers, and medical professionals
work with patients in the improvement of patient care.

The American Registry for Migraine Research is a
state-of-the-art, large-scale, prospective longitudinal
study designed to collect real-world data, including bio-
logical samples, electronic health records, daily diaries,
patient-reported outcomes, diagnostic test results, ima-
ging studies, and patient questionnaires. To heighten
global awareness of migraine, better understand patient
needs, and drive targeted research, the IHS-GPAC
should work with the American Migraine Foundation
and International Headache Society to expand the cur-
rent initiative into an International Registry for
Migraine Research. Suggested endpoints for the regis-
try are shown in Table 2. The leadership and steering
committees of these and other research initiatives
should engage patients at every level.

Patient registries that generate real-world evidence
from a variety of sources, including patient-generated
data and electronic health records, can complement
traditional evidence generation strategies regarding
the usage, potential benefits or risks, as well as the

Table 2. Data for collection by the International Registry for Migraine Research.

Consultation � Proportion of total cases presenting with a primary headache disorder

(migraine, cluster, tension-type)

� Proportion of total cases presenting with secondary headache disorders

� Type of healthcare professional initially consulted

Diagnosis � Total patients and total headache diagnoses, with breakdowns by age, sex,

and headache type and subtype

� Proportion of patients with a family member with recurrent headache

� Use of diagnostic classifications and validated diagnostic tools

� Current prescription and nonprescription medication usage

Treatment � Proportion of patients receiving evidence-based drug therapy

� Acute

� Preventive

� Use of nonpharmacologic approaches and devices

Efficacy � Proportion of patients with relief/freedom from pain and associated symptoms

� Proportion of patients with disease progression and remission over time

� Change in headache frequency, duration, and severity over time

� Change in functional impairment over time

Disease-specific

quality of life

� Proportion of patients with functional disability

� Proportion of patients who are employed (at least part-time)

� Proportion of patients who can/cannot perform

daily activities at home, school, or work

Satisfaction � Proportion of patients and caregivers satisfied with medical

care and outcomes of treatment

� Proportion of patients and caregivers satisfied with education,

training, and support
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comparative effectiveness of various treatment and man-
agement approaches. They can facilitate shared decision-
making amongst clinicians and patients – an integral
component of patient-centered care. Shared decision-
making is the process by which patients and clinicians
work collaboratively to develop a care plan that is based
on the best available evidence, clinical experience that
balances anticipated outcomes and potential risks with
the preferences, values, and goals of the patient. Shared
decision-making builds trust and can enhance patient
compliance, adherence, and outcomes.

Conclusion

By bringing together patients, leaders, and diverse
stakeholders, the Global Patient Advocacy Summit gal-
vanized the establishment of a global movement in
headache advocacy. The formation of the IHS-GPAC
and the pursuit of the expressed goals outlined in this
Vancouver Declaration establish benchmarks, and will
facilitate awareness and policy development toward
improvements in the diagnosis and care for those with
headache disorders across the globe.

Clinical implications

. The Vancouver Declaration on Global Patient Advocacy establishes the benchmarks, priorities and an advo-
cacy blueprint for the International Headache Society’s Global Patient Advocacy Coalition (IHS-GPAC).

. The IHS-GPAC will promote the global, regional, and local interests of people with headache disorders.
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Appendix 1. Global Patient Advocacy Summit participants and IHS Global Patient
Advocacy Coalition members

Patient organisations/advocates

Alleanza Cefalalgici Federica Grossi Italy

Alliance for Headache Disorders William Young USA

Robert Shapiro USA

Alliance for Patient Access David Charles USA

Christopher Fink USA

American Headache and Migraine Association Jill Dehlin USA

American Migraine Foundation Meghan Buzby USA

Deborah Henscheid Lorenz USA

Rachel Koh USA

Association Française Contre l’Algie Vasculaire de la Face Kalina Tyminski France

European Headache Alliance Elena Ruiz de la Torre Spain

Alison Turner Belgium

Olivia Serratosa Spain

Headache and Migraine Policy Forum Lindsay Videnieks USA

Help for Headaches Brent Lucas Canada

Migraine Action Simon Evans UK

Migraine Association of Ireland Audrey Craven Ireland

Migraine Quebec Louise Houle Canada

Migraine World Summit Carl Cincinnato Australia

Paula Dumas USA

National Patient Advocate Foundation Alan Balch USA

OUCH UK Scott Bruce UK

‘Out of my Head’ film producers Jacki Ochs USA

Susanna Styron USA

Nancy LaPook Diamond USA
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Continued.

The Daily Migraine Lisa Jacobson USA

ZS Associates Lisa Bance Switzerland

Independent Vicki Passman USA

Teri Robert USA

Carolin Synshyn Canada

Michelle Tracy USA

Partner societies

American Headache Society Andrew Charles USA

Linda McGillicuddy USA

American Academy of Neurology Angela Babb USA

Catherine Rydell USA

European Academy of Neurology Stefan Evers Germany

European Headache Federation Matthias Linde Norway

Antoinette Maassen van den Brink Netherlands

International Association for the Study of Pain Allen Finley Canada

Lifting the Burden Rigmor Jensen Denmark

National Headache Foundation Mary Franklin USA

World Federation of Neurology Wolfgang Grisold Austria

IHS Board members

President (until September 2017) David Dodick USA

President (from September 2017) Lars Edvinsson Sweden

Honorary Secretary Stefan Evers Germany

Honorary Treasurer Wendy Thomas UK

President-elect (from September 2017) Messoud Ashina Denmark

Fayyaz Ahmed UK

Anna Ambrosini Italy

Werner Becker Canada

Rami Burstein USA

Rigmor Jensen Denmark

Arne May Germany

Patricia Pozo-Rosich Spain

Allan Purdy Canada

Alan Rapoport USA

Todd Schwedt USA

Mamoru Shibata Japan

Gisela Terwindt Netherlands

IHS Affiliate Member Society representatives

Argentina Pablo Schubaroff Argentina

Brazil Mario Peres Brazil

Canada Elizabeth Leroux Canada

Czech Republic David Dolezil Czech Republic

Estonia Mark Braschinsky Estonia

Greece Dimos Mitsikostas Greece

India K Ravishankar India

Japan Norihiro Suzuki Japan

Lithuania Diana Obelieniene Lithuania

Portugal Isabel Luzeiro Portugal

Serbia Srdjan Sretenovic Serbia
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Continued.

S Korea Chin-sang Chung S Korea

Switzerland Christoph Schankin Switzerland

Taiwan Shuu-Jiun Wang Taiwan

IHS key international contacts

Anna Andreou UK

Hans-Christoph Diener Germany

Alan Finkel USA

Peter Goadsby UK

Koichi Hirata Japan

Anders Hougaard Denmark

Aynur Özge Turkey

Fumihiko Sakai Japan

Toshihiko Shimizu Japan

Stephen Silberstein USA

Takao Takeshima Japan

Cristina Tassorelli Italy

Ron van Oosterhout Netherlands

Regulatory

European Medicines Agency Maria Luttgen Sweden

Health Canada Fuhu Wang Canada

US Food and Drug Administration Heather Fitter USA

World Health Organisation Tomohiko Makino Japan

Industry partners

Amgen Andras Fehervary Switzerland

Eli Lilly Kay Anderson USA

Novartis Stephanie Ribbe Switzerland
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