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Abstract
Background: Few studies have examined plasma calcitonin gene-related peptide (CGRP) levels in individuals with

vestibular migraine (VM), with inconsistent findings. Additionally, salivary CGRP levels in VM have not been reported.

Methods: Interictal plasma and salivary CGRP levels were measured using an enzyme-linked immunosorbent assay in

participants with VM corresponding to episodic migraine (VM, n= 81), chronic migraine without vestibular symptoms

(CM, n= 73) and healthy controls (HC, n= 59).

Results: Plasma CGRP levels in VM with episodic migraine participants were significantly lower than those in participants

with CM (median= 37.1 pg/mL, interquartile range (IQR)= 22.4–60.4 pg/mL vs. median= 74.6 pg/mL, IQR = 49.6–
101.6 pg/mL; p< 0.001) but did not significantly differ from levels in HC. Similarly, salivary CGRP levels were also signifi-

cantly lower in VM compared to CM (median= 54.5 pg/mL, IQR = 37.0–83.4 pg/mL vs. median= 72.0 pg/mL, IQR =
56.5–96.2 pg/mL; p= 0.036), with no significant difference observed between VM and HC. Receiver operating character-

istic analysis showed that plasma CGRP levels effectively differentiated CM from VM corresponding to episodic migraine,

achieving an area under the curve of 0.88. No significant correlations were found between plasma or salivary CGRP levels

and clinical features of CM and VM.

Conclusions: Interictal plasma and salivary CGRP levels are unlikely to serve a biomarkers for VM.
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Introduction

The link between migraine and vertigo has been acknowl-
edged since ancient Greece (1). The term “vestibular
migraine” (VM), first introduced in 1999, is now

recognized as a distinct subtype of migraine that predomin-
antly affects the vestibular system, essential for balance and
spatial orientation (2). VM is the second most common
cause of recurrent vertigo, representing 6–12.5% of patients
in dizziness clinics and 9% of patients in migraine clinic
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cohorts (2,3). Criteria for VM diagnosis were jointly estab-
lished by the International Headache Society and Bárány
Society, which were then incorporated into the
International Classification of Headache Disorders
(ICHD-3) in 2012 (4,5).

Vestibular symptoms present in up to 60% of migraine
patients (6). Chronic migraine (CM), defined as headaches
occurring on 15 or more days per month over three months,
is often associated with a higher prevalence of comorbid
conditions, including vertigo. Both CM and VM typically
present with severe headaches, photophobia or phonopho-
bia, audiovestibular symptoms, and occasionally visual dis-
turbances. Vestibular symptoms may occur with or without
concurrent headaches, and the frequent presence of these
symptoms in CM can complicate diagnosis due to overlap-
ping diagnostic criteria (7). Although diagnostic tools such
as brain imaging and vestibular function tests are frequently
employed, they are often inadequate for distinguishing CM
from VM, especially given the diverse and overlapping
symptomatology of VM.

Calcitonin-gene-related peptide (CGRP) is a neuropep-
tide known for its vasodilatory and nociceptive properties
and has been implicated in the pathophysiology of migraine
(8). CGRP infusion induces migraine-like headaches, and
elevated CGRP levels during migraine attacks are well
documented (9). Increased interictal CGRP levels have
been detected in individuals with CM and distinguish CM
from EM (10). Following successful acute treatment, the
increased blood CGRP found during a migraine attack
decreases, but the decline is slower when treatment is inef-
fective (11). These findings have led to the consideration of
interictal blood CGRP level as a potential biomarker for
CM (12,13). In addition to its established role in migraine
pathophysiology, CGRP also plays a crucial role in the
functioning of the vestibular system (14).
CGRP-immunoreactive efferents have been identified in
both the maculae and cristae, where they form direct con-
tacts with afferents surrounding type I vestibular sensory
cells (15,16). Studies on CGRP knockout mice demon-
strated a significant reduction (50%) in vestibulo-ocular
reflex gain, underscoring the importance of CGRP in ves-
tibular function (17). Moreover, treatment with
anti-CGRP monoclonal antibodies not only alleviates head-
ache symptoms, but also has been shown to significantly
reduce vestibular symptoms in migraine patients, suggest-
ing CGRP’s influence on both systems (18). These observa-
tions raise the possibility that plasma CGRP levels may
reflect vestibular system involvement in disorders like
VM. Considering these reports, it is plausible that plasma
CGRP levels in VM, particularly with episodic migraine,
previously reported to be lower than in CM, might show
alterations.

However, research on CGRP levels in individuals with
VM is limited and has produced inconsistent results
(19,20). The non-invasive nature of saliva collection and

the established presence of CGRP in human saliva, which
suggests its role in trigeminovascular activation in migraine
(21), make saliva a promising medium for monitoring
neuropeptide biomarkers like CGRP (22). Given this back-
ground, we hypothesized that interictal CGRP levels might
be distinctly altered in individuals with VM corresponding
to episodic migraine, potentially serving as a unique bio-
marker for this condition. The present study aims to
assess both plasma and salivary CGRP levels in patients
with VM with episodic migraine frequency and CM
during interictal periods, compared to healthy controls, to
explore CGRP’s potential as a biomarker for VM.

Methods

Participants
Participants with VM and CM were recruited at the
Headache and Dizziness Clinic of Jeonbuk National
University Hospital from May 2022 to September 2024.
Eligibility for the VM group required a diagnosis according
to the criteria established by International Classification of
Headache Disorders, 3rd edition (ICHD-3) and the
Bárány Society, with participants aged between 20 and
70 years (4). The CM participants had to meet the
ICHD-3 criteria for CM (code 1.3) within the same age
range (4,5). Healthy controls (HC), recruited through adver-
tisements, were eligible if they had not experienced head-
ache attacks in the past year and had no history of
migraine. Exclusion criteria included abnormalities on
neurological examination, a history of vestibular disorders
other than VM, medication-overuse headache, use of
anti-CGRP monoclonal antibody or CGRP receptor antago-
nists, or concurrent medical or psychiatric conditions. To
ensure diagnostic clarity, participants with chronic head-
ache disorders and dizziness symptoms meeting both CM
and VM criteria were excluded. Consequently, we included
only VM participants corresponding to EM, defined as a
headache frequency of fewer than 15 days per month,
while those corresponding to CM, defined as a headache
frequency of 15 or more days per month, were excluded.
Exclusion criteria also included pregnancy and individuals
who declined participation.

Clinical assessments
Clinical assessments included scores of the Headache
Impact Test-6 (HIT-6), Dizziness Handicap Inventory
(DHI) (23), Patient Health Questionnaire-9 (PHQ-9) (24),
Generalized Anxiety Disorder-7 (GAD-7) scale (25), and
visual analog scale (VAS) for pain and vertigo.
Additional clinical data, including headache frequency,
headache duration, severity, aura, quality of headache (pul-
sating or non-pulsating) and side of headache (unilateral or
bilateral), were collected. Information on vestibular
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symptoms, such as the frequency and duration of vertigo
episodes and the presence of nausea or vomiting and
other autonomic symptoms, was also gathered.
Information on the use of medications for acute and prophy-
lactic management of headache and vertigo was collected.
Medications used to manage acute migraine included trip-
tans, non-steroidal anti-inflammatory drugs, and combin-
ation analgesics. Prophylactic medications included
antidepressants, anti-epileptic drugs, beta blockers,
calcium channel blockers and onabotulinumtoxinA
(BOTOX®; AbbVie, North Chicago, IL, USA).

Assessment of CGRP level
Sample collection and storage. To ensure accurate CGRP
level measurements, we conducted sample collection
during interictal periods: 72 hours after the cessation of
typical attacks. For VM, sample collection was performed
in the absence of headache and vestibular symptoms,
whereas sampling for CM was conducted at least two
days after the typical migraine episode had resolved, ensur-
ing that participants were either headache-free or experien-
cing only mild headache at the time of sampling. To
minimize the impact of circadian rhythms on CGRP
levels, all samples were collected in the morning, between
9.00 am and 11.00 am. Participants continued their usual
prophylactic medication regimen. Venous blood was col-
lected from participants from the antecubital vein into
3 ml EDTA tubes (V-TUBE™; AB Medical, Inc., Seoul,
Korea). The samples were centrifuged at
3000 rpm (~1006 g) for five minutes to separate the
plasma. To preserve CGRP levels, a protease inhibitor
cocktail (ab65621; Abcam, Cambridge, UK) was diluted
in 250 µl of dimethyl sulfoxide, with 1 µl of this solution
added per 500 µl of plasma (26).

For saliva collection, participants were instructed to fast
for two hours prior to minimize potential contaminants. The
collection process began with an initial mouth rinse with tap
water, followed by stimulation of salivation through the
application of 2% citric acid to the tongue. Early saliva
samples were discarded to maintain consistency, with
citric acid stimulation repeated every 30 seconds until
5 ml of saliva was collected. Samples were immediately
stored at −80°C to preserve their integrity for enzyme-
linked immunosorbent assay (ELISA) analysis (27). To
ensure CGRP level stability, all plasma samples were ana-
lyzed within one month of storage. We also conducted com-
parative analyses of CGRP concentrations across different
storage durations, confirming that there were no significant
differences related to the timing of sample collection.

ELISA procedure. Plasma and salivary CGRP levels were
determined using a commercial ELISA kit (CGRP ELISA
Kit #A05481; Bertin, Montigny-le-Bretonneux, France),
which utilizes a double-antibody sandwich method

ensuring complete cross-reactivity with human α- and
β-CGRP forms to measure total CGRP concentration. The
procedure begins with a 96-well plate pre-coated with
mouse monoclonal antibodies targeting the N-terminal of
CGRP. CGRP tracer antibodies, which bind the
C-terminal and are conjugated with acetylcholinesterase,
are used to convert Ellman’s reagent into a yellow
ionized product that is measurable. The assay’s sensitivity
is calibrated to detect concentrations as low as 2 pg/mL.
For assay preparation, 100 µl of each coded and anon-
ymized plasma or saliva sample was applied to the appro-
priate wells. CGRP-free plasma, essential for standard
curve calibration, was prepared using CGRP Affinity
Sorbent (#A19482; Bertin). This sorbent removes CGRP
from pooled plasma samples, which were then used to
reconstitute the lyophilized CGRP standard and prepare
serial dilutions as outlined in the Bertin ELISA kit manual.

Post-application, the plate underwent washing before the
addition of CGRP standards, tracer solutions, and samples.
The plate was incubated at 4°C for 16–20 hours, followed
by another washing step. Ellman’s reagent was then
added, and the plate’s absorbance was measured at
405 nm to determine CGRP concentrations, adjusted for
sample dilution, and reported as pg/mL.

Statistical analysis
Categorical variables are summarized as frequencies and
percentages (number of cases/total number in group, %).
For continuous variables, normality was assessed using
the Kolmogorov–Smirnov test. If normally distributed, con-
tinuous variables are reported as the mean±SD, whereas
non-normally distributed variables are expressed as
median and interquartile range (IQR). Chi-squared tests
were used to analyze categorical variables, including demo-
graphic and clinical characteristics. For comparisons of
continuous variables, analysis of variance (ANOVA) or
analysis of covariance (ANCOVA) was applied when para-
metric assumptions were met. If assumptions were violated,
Quade’s non-parametric ANCOVA was used. In particular,
plasma and salivary CGRP levels were compared using
Quade’s non-parametric ANCOVA, adjusting for sex, age
and scores on the GAD-7 (anxiety) and PHQ-9 (depression)
scales. As an observational study, this analysis did not have
a predefined sample size based on statistical power calcula-
tions. CGRP levels, treated as non-parametric data, are pre-
sented as median with IQR, and differences between groups
were assessed using the Kruskal–Wallis test. Post-hoc pair-
wise comparison and Bonferroni correction for multiple
comparisons were performed. p < 0.05 was considered stat-
istically significant. All data analyses were performed using
SPSS, version 29.0 (IBM Corp., Armonk, NY, USA),
except the receiver operating characteristic (ROC) curve
used to determine the CGRP levels in plasma and saliva
that best differentiated CM and VM, which were conducted
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using Prism, version 9.5.1 (GraphPad Software Inc., San
Diego, CA, USA).

Ethical approval and patient consent
This prospective observational cohort study received
approval and oversight from the Institutional Review
Board of Jeonbuk National University Hospital (IRB No.
2021-12-012-002). All participants provided their written
informed consent. All methods were carried out in accord-
ance with relevant guidelines and regulations including the
Declaration of Helsinki and its following amendments.

Results

Demographic and clinical characteristics
This study evaluated CGRP levels in plasma and saliva
among three groups: 81 with VM, 73 patients with CM
without vestibular symptoms and 59 healthy controls
(Table 1). The age and sex distributions did not differ sig-
nificantly among these groups.

Regarding clinical characteristics, headache frequency
was significantly higher in the CM group compared to the
VM group corresponding to EM (median= 17.0 days/
month, IQR= 15.0–21.0 days/month vs. median=
10.0 days/month, IQR= 7.0–12.5 days/month, p < 0.001).
CM patients also experienced more frequent migraine
attacks compared to VM patients (median= 11.5 days/
month, IQR= 9.0–15.0 days/month vs. median=
9.0 days/month, IQR= 4.3–12.0 days/month, p= 0.004).
However, headache severity, duration, and frequencies of
pulsating pain, photophobia and phonophobia did not
differ significantly between CM and VM groups. There
was also no significant difference in disease duration or
headache impact (HIT-6 scores) between the two groups.
The VM group reported significantly higher levels of
depression (PHQ-9: median= 8.0, IQR= 5.0–13.0 vs.
median= 5.0, IQR= 2.0–7.0, p < 0.001) and anxiety
(GAD-7: median= 7.5, IQR= 3.3–13.3 vs. median= 1.5,
IQR= 0–4.25, p< 0.001) than the CM group.

Treatment modalities differed significantly between the
CM and VM groups (Table 1). A higher proportion of
CM patients used acute analgesics compared to VM
patients (71.2% vs. 49.4%, p= 0.006) and they also used
these medications more frequently (median= 6.0 days/
month, IQR= 3.0–17.0 days/month vs. median=
1.0 days/month, IQR= 0–6.5 days/month, p= 0.001).
Among the types of acute analgesics, CM patients were
more likely to use triptans (27.4% vs. 11.1%, p= 0.010)
and combination analgesics (21.9% vs. 7.4%, p= 0.010)
than VM patients. Additionally, a significantly larger pro-
portion of CM patients used prophylactic medications com-
pared to VM patients (79.5% vs. 63.0%, p= 0.025), with

anti-epileptic drugs being more commonly prescribed to
CM patients (72.6% vs. 49.4%, p= 0.003).

Plasma and salivary CGRP levels
Plasma and salivary CGRP levels varied significantly
among the groups (Figure 1 and Table 2). Plasma CGRP
levels were notably higher in the CM group compared to
the VM group (median= 74.6 pg/mL, IQR= 49.6–
101.6 pg/mL vs. median= 37.8 pg/mL, IQR= 22.4–
60.4 pg/mL, p < 0.001) and HC (median= 37.5 pg/mL,
IQR= 27.7–57.4 pg/mL, p< 0.001). Similarly, salivary
CGRP levels were significantly elevated in the CM group
relative to HC (median= 72.0 pg/mL, IQR= 56.5–
96.2 pg/mL vs. 40.9 pg/mL, IQR= 34.9–71.0 pg/mL, p=
0.001) and the VM group (median= 54.5, IQR= 37.0–
83.4 pg/mL, p= 0.036). Notably, there was no significant
difference in CGRP levels between the VM group and
HC for either plasma or saliva.

The diagnostic potential of CGRP levels for distinguish-
ing CM from VM was further assessed via ROC curve ana-
lysis (Figure 2). Plasma CGRP levels displayed a
significant discriminative ability to differentiate CM from
VM corresponding to EM, with an area under the curve
(AUC) of 0.88 (95% confidence interval (CI) = 0.80–
0.96; p< 0.001). Salivary CGRP levels had a more moder-
ate discriminative capacity, with an AUC of 0.65 (95% CI=
0.53–0.79; p= 0.015). The Youden index indicated an
optimal cutoff value of 39.7 pg/mL for plasma CGRP,
yielding 96.3% sensitivity and 76.2% specificity, whereas
a cutoff of 48.4 pg/mL for salivary CGRP achieved
86.4% sensitivity and 50.0% specificity.

Correlations between plasma and salivary CGRP
levels and clinical features
The correlations between plasma and salivary CGRP levels
and various clinical features, including headache and
migraine frequency, headache duration, headache severity,
vertigo frequency, vertigo episode duration, intensity of
vertigo, monthly analgesic use, HIT-6 score, PHQ-9
score, GAD-7 score and disease duration, were analyzed
using Spearman’s correlation (Table 3). The results
showed no significant correlations between plasma and sal-
ivary CGRP levels and any of these migraine, vestibular,
and psychiatric features in both the CM and VM groups,
as well as in a combined analysis.

In addition, inner-individual correlations between
plasma and salivary CGRP levels were assessed separately
in the CM group, VM group, and a combined cohort. The
scatter plots revealed no significant correlation between
plasma and saliva CGRP levels within subjects across all
groups, indicating a lack of direct association between
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plasma and saliva measurements within individuals in the
context of CGRP levels (Figure 3).

Discussion
The major findings of the present study were as follows: (i)
the interictal plasma and salivary CGRP levels in

participants with VM corresponding to EMwere not signifi-
cantly different from those in HC; (ii) interictal plasma and
salivary CGRP levels were significantly elevated in partici-
pants with CM compared with both VM participants and
HC; and (iii) there was no significant association between
headache and vestibular characteristics of CM and VM
and either plasma or salivary CGRP levels.

Table 1. Demographic and clinical characteristics of patients with chronic or vestibular migraine and healthy controls.

Chronic

migraine (n= 73)

Vestibular

migraine (n= 81)

Healthy

control (n= 59) p value

Demographics

Sex (female), n (%) 58 (79.5%) 59 (72.8%) 44 (74.6%) 0.620

Age (years), mean± SD) 51.2± 13.0 53.9± 15.4 50± 10.9 0.074

Disease duration (years), median, (IQR) 6 (4, 12.5) 4 (2, 10.5) – 0.250

Migraine characteristics

Headache frequency (days/month), median (IQR) 17 (15–21) 10 (7–12.5) – <0.001

Migraine frequency (days/month), median (IQR) 11.5 (9–15) 9 (4.3–12) 0.004

Severity of headache (VAS, 0−10), median (IQR) 6 (4–8) 5 (3.8–7) – 0.073

Headache duration (hours), median, (IQR) 12 (4–72) 12 (2–72) – 0.651

Presence of aura, n (%) 18 (24.7%) 31 (38.3%) – 0.070

Headache side: unilateral/bilateral, n (%) 38 (52.1%)/35

(47.9%)

35 (46.9%)/43 (53.1%) – 0.524

Pulsating quality, n (%) 34 (46.6%) 42 (51.9%) – 0.513

Photophobia, n (%) 19 (26%) 31 (38.3%) – 0.253

Phonophobia, n (%) 23 (31.5%) 28 (34.6%) 0.918

Headache Impact Test-6, median (IQR) 55 (51.8, 62.5) 59.5 (52–66) – 0.145

Nausea or vomiting, n (%) 40 (49.4%) 44 (54.3%) – 0.652

Vestibular symptoms

Vertigo frequency (days/month), median (IQR) – 16 (8–16) – –

Vertigo episode duration (hours), median (IQR) – 36 (2–72) – –

Intensity of vertigo (VAS-D, 0−10), median (IQR) – 4 (2–6) – –

Recurrent spontaneous/positional/visual-induced vertigo,

n (%)

– 75 (92.6%)/26 (32.1%)/4

(4.9%)

– –

Dizziness Handicap Inventory – frequency, median (IQR) – 40 (12–52) – –

Psychiatric scales

Patient Health Questionnaire-9, median (IQR) 5 (2–7) 8 (5–13) – <0.001

Generalized Anxiety Disorder-7, median (IQR) 1.5 (0–4.25) 7.5 (3.3–13.3) – <0.001

Managements

Proportion of patients using acute analgesics, n (%) 52 (71.2%) 40 (49.4%) – 0.006

Types of acute analgesics

Triptans, n (%) 20 (27.4%) 9 (11.1%) – 0.010

Non-steroidal anti-inflammatory drugs, n (%) 37 (50.7%) 37 (45.7%) – 0.535

Combination analgesics, n (%) 16 (21.9%) 6 (7.4%) – 0.010

Frequency of acute headache treatment use

(days/month)

6 (3–17) 1 (0–6.5) – 0.001

Frequency of acute vertigo treatment use (days/month) – 4 (2–10)

Proportion of patients using prophylactic medication,

n (%)

58 (79.5%) 51 (63.0%) – 0.025

Types of prophylactic medications

Anti-epileptic drugs, n (%) 53 (72.6%) 40 (49.4%) – 0.003

Beta blockers, n (%) 10 (13.7%) 9 (11.1%) – 0.626

Calcium channel blockers, n (%) 23 (31.5%) 33 (40.7%) – 0.234

OnabotulinumtoxinA, n (%) – 2 (2.5%) – –

Anti-depressants, n (%) 9 (12.3%) 11 (13.6%) – 0.818

Categorical variables were analyzed using the chi-squared test; parametric quantitative variables were analyzed using ANOVA; non-parametric quantitative

variables were analyzed using the Mann–Whitney U test. IQR = interquartile range; ANOVA = analysis of variance.
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The pathophysiology of VM is not well understood but
is considered to involve mechanisms similar to those
involved in migraine. Interactions among the trigeminovas-
cular system (TVS), nociceptive brainstem centers, thala-
mocortical networks and the vestibular system may
underlie VM symptoms (28). Evidence from animal
models suggests that migraine-related neural sensitization
extends from the trigeminal nuclei to the vestibular
nuclei, potentially precipitating vestibular dysfunction
(29). The role of CGRP in the vestibular system may also
influence plasma CGRP levels, further complicating the
interpretation of CGRP levels in VM (14). Furthermore,
reciprocal connections between the brainstem vestibular
nuclei and structures modulating trigeminal nociceptive
inputs, such as the rostral ventromedial medulla, ventrolat-
eral periaqueductal gray matter, locus coeruleus and
nucleus raphe magnus, are crucial for understanding the
pathophysiology of VM (30). Elevated CGRP levels in

the trigeminal and vestibular nuclei suggest a significant
role for CGRP in chronic sensitization associated with
VM, potentially increasing vestibular system sensitivity
and contributing to VM symptoms (29). However, the
role of CGRP in VM remains unclear because previous
studies have not consistently shown significant differences
in CGRP levels between VM participants and HC, indicat-
ing a gap in our understanding (Table 4) (19,20).

Our detailed comparison of CGRP levels among indivi-
duals with VM and those with CM without vestibular
symptoms revealed certain distinctions, enriching the
ongoing dialogue regarding migraine pathophysiology.
CM affects 1–2% of the population globally and is asso-
ciated with more frequent attacks, greater symptom sever-
ity, and more comorbidities than EM. Numerous studies
report elevated plasma and salivary CGRP levels in CM,
with CGRP playing a crucial role in CM pathophysiology
by promoting neurogenic inflammation and central

Figure 1. Comparisons of plasma (a) and salivary (b) concentrations of CGRP among VM, CM and HC groups. Data are presented as

the median (IQR). (a) The plasma CGRP level was found to be significantly greater in the CM group than in the VM corresponding to

EM (p< 0.001) and HC groups (p< 0.001). (b) The salivary CGRP concentration was significantly greater in the CM group than in the

VM corresponding to EM (p= 0.036) and HC group (p= 0.001).

CGRP = calcitonin-gene-related peptide; CM = chronic migraine; EM = episodic migraine; HC = healthy control; IQR = interquartile

range; VM = vestibular migraine.

Table 2. Comparison of interictal CGRP concentrations between patients and control groups.

Chronic migraine

(CM) (n= 73)

Vestibular migraine

(VM) (n= 81)

Healthy control

(HC) (n= 59)

p valueKW

CM vs.
VM vs. HC

CM vs.
VM*

CM vs.
HC*

VM vs.
HC*

Plasma CGRP

(pg/mL), median (IQR)

74.6 (49.6–101.6) 37.1 (22.4–60.4) 37.7 (27.7–57.4) <0.001 <0.001 <0.001 1.000

Saliva CGRP

(pg/mL), median (IQR)

72.0 (56.5–96.2) 54.5 (37.0–83.4) 40.9 (34.9–71.0) 0.001 0.036 0.001 0.699

p valueW 0.414 0.804 0.706

CGRP = calcitonin gene-related peptide; KW = Kruskal–Wallis test; W =Wilcoxon signed rank test; IQR = interquartile range; CM = chronic migraine;

VM = vestibular migraine; HC = healthy controls.

*Adjusted by Bonferroni correction for multiple comparisons.
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sensitization. By contrast, CGRP levels in individuals with
EM tend to be similar to those in HC, although some studies
report slight increases (31). Although the role of CGRP as a
biomarker is challenging due to variability in serological
levels influenced by factors such as protease degradation,
timing of sample collection, biological variability, circadian
rhythms and methodological differences (10), our findings
demonstrate consistently elevated plasma and salivary
CGRP levels in CM participants even during interictal
periods. This supports the hypothesis that CGRP is
involved in sustained nociceptive signaling and chronic
pain in CM. On the other hand, the similarity in plasma
and salivary CGRP levels between VM participants and
HC suggests a less prominent role for CGRP in VM patho-
physiology. The main pathophysiological mechanisms of
VM are centered in the vestibular system, and sustained
release of CGRP may play a lesser role. The pathophysi-
ology of VM also differs from CM in sensory processing.
Neuroimaging studies have revealed altered modulation
within vestibular, brainstem and cortical networks in VM,
with dizziness and disorientation linked to abnormal
sensory integration (28). Evidence points to central dysfunc-
tions in vestibular processing, with VM patients exhibiting
abnormal perception thresholds (32). Structural and func-
tional imaging shows gray matter abnormalities in pain and
visual processing regions in VM, correlating with disease

duration and headache intensity, and suggesting abnormal
brain sensitization and disrupted sensory processing (28).
Our results found no correlation between CGRP levels and
migraine headache or vestibular symptoms, including their
frequency or duration, in VM patients. However, to
explore this hypothesis further, subsequent research could
examine CGRP levels in a larger sample of VM patients,
both with episodic and chronic migraines, who experience
dissociated migraine and vestibular symptoms.

Similarly, the CM group experienced more frequent
migraine headaches, whereas the VM corresponding to
EM group exhibited more pronounced psychiatric symp-
toms of depression and anxiety. No significant correlations
were observed between CGRP levels and either migraine
headache frequency or psychiatric symptoms in both CM
and VM groups, as well as in a combined analysis
(Table 3). Previous studies have reported that reductions
in blood CGRP levels in individuals with CM in response
to treatment, along with a reduction in headache frequency
(33). Another study found that salivary CGRP levels were
associated with headache frequency in CM and that effect-
ive treatment with anti-CGRP monoclonal antibodies corre-
lated with reductions in both headache frequency and
salivary CGRP levels (34). In recent years, the relationship
between the immune system and psychiatric disorders has
also gained attention, with evidence suggesting that the
severity of depressive symptoms may be modulated by
inflammatory processes (35). Notably, elevated brain
levels of CGRP have been identified in animal models of
depression, although antidepressants appear to have little
effect on brain CGRP levels (36). Despite these findings,
our study did not identify significant correlations between
plasma and salivary CGRP levels and clinical characteris-
tics such as migraine frequency or psychiatric disorders in
CM and VM corresponding to EM groups, or in combined
analyses (Table 3). Possible reasons for these discrepancies
include variability in CGRP measurement methods, limited
sample sizes and differences in sampling techniques. To our
knowledge, the relationship between CGRP levels and both
headache frequency and psychiatric disorders in untreated
CM and VM corresponding to EM individuals has not yet
been fully established and warrants further investigation.
The salivary glands, innervated by the third branch of the
trigeminal nerve and close to the TVS, allow less invasive
detection of CGRP release during migraine episodes (37).
Salivary CGRP levels is considered a reliable and sensitive
marker of TVS activation (38). A 30-day study tracking sal-
ivary CGRP levels reported greater interictal CGRP levels
in patients with EM compared than in HC (39). In the
present study, we employed a standard gustatory stimulus
by applying citric acid to the sides and tip of the tongue
several times per minute. This method stimulates saliva
secretion at a constant flow rate from the submandibular
and sublingual glands, which are innervated by trigeminal
nerves containing CGRP. Despite our similar CGRP

Figure 2. Receiver operating characteristic curve analyses for

plasma (red line) and salivary (purple line) CGRP levels in CM and

VM corresponding to EM participants. Plasma CGRP levels (red

line) demonstrated a high discriminatory ability for differentiating

CM from VM, with an AUC of 0.88 (95% CI = 0.80–0.96),
indicating significant effectiveness as a diagnostic marker (p<
0.001). Salivary CGRP levels (purple line) showed a more limited

ability to differentiate between CM and VM, with an AUC of 0.65

(95% CI = 0.53–0.79), suggesting lower discriminatory capability

compared to plasma CGRP. AUC = area under the curve;

CGRP = calcitonin-gene-related peptide; CI = confidence

interval; CM = chronic migraine; EM = episodic migraine;

HC = healthy control; VM = vestibular migraine.

Bai et al. 7



levels in plasma and saliva within each migraine group, our
investigation indicated that salivary CGRP levels were
higher in CM patients compared to those with VM and
HCs (Table 2).

This study had several limitations. First, while we
included a relatively large sample size, we did not
perform a formal sample size calculation, which may
affect the statistical power and generalizability of our find-
ings. Additionally, the absence of a group with EM without
vestibular symptoms and a VM with CM group limits the
scope of our conclusions. Future studies should include
these groups to better contextualize our results and
enhance our understanding of CGRP levels across different
migraine subtypes. Second, the cross-sectional design
restricts our ability to establish causality or temporal rela-
tionships between CGRP levels and migraine characteris-
tics, highlighting the need for longitudinal studies. Third,
our measurements of plasma and salivary CGRP levels
were taken during interictal phases only, which may have
underestimated differences between CM and VM because
dynamic changes during acute attacks were not captured.
Additionally, while we used established saliva collection
methods, the lack of standardized protocols may have intro-
duced inconsistencies in CGRP measurements; future
research should standardize these procedures and explore
alternative techniques to improve reliability and accuracy.

This study had several strengths. First, unlike previous
studies that generally compared VM patients with either
HC or non-VM migraine patients, our study uniquely
assessed plasma CGRP levels across VM, CM and HC
groups, offering a more comprehensive view of CGRP var-
iations (13,14). Second, despite limited data on CGRP
levels in VM, our study had a larger sample size than pre-
vious research, improving reliability with respect to identi-
fying CGRP patterns. Third, by analyzing CGRP in saliva
(a non-invasive, convenient biomarker source), our study
was the first to assess salivary CGRP in VM patients,
finding no significant differences from healthy controls.

In conclusion, the present study found that CGRP levels
in both plasma and saliva of VM corresponding to EM par-
ticipants were not significantly different from those of HC
during the interictal period. By contrast, CM participants
without vestibular symptoms exhibited higher interictal
plasma and salivary CGRP levels compared to both VM
and HC. These findings might underscore distinct patho-
physiological mechanisms between VM corresponding to
EM and CM, suggesting that CGRP plays a more significant
role in the pathophysiology of CM than VM corresponding
to EM. Despite the challenges of using plasma and salivary
CGRP as biomarkers for VM, the present study offers valu-
able insights into the neurochemical differences between
these migraine subtypes. Future research should investigate
the temporal variability of CGRP levels and their correlation
with clinical manifestations to further clarify the role of
CGRP in migraine and vestibular symptoms.T
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Article highlights
• Interictal plasma and salivary CGRP levels in VM corresponding to episodic migraine participants do not signifi-
cantly differ from healthy controls but are elevated in chronic migraine.

• There is no significant relationship between interictal CGRP levels and clinical characteristics in participants with
VM with EM, suggesting that CGRP levels may not serve as effective biomarkers for VM during interictal periods.
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Figure 3. Inner-individual correlation between plasma and salivary CGRP levels in CM, VM and combined groups. Scatter plots of

plasma versus salivary CGRP levels in subjects with CM, VM corresponding to EM, and combined groups. No significant correlations are

observed within individuals across all groups, as indicated by linear regression lines. CGRP = calcitonin-gene-related peptide;

CM = chronic migraine; EM = episodic migraine; HC = healthy control; VM = vestibular migraine.

Table 4. Review of previous studies on accessing CGRP levels in vestibular migraine patients.

Authors Study type Subjects

Sample

time Sample site Method

CGRP level

(mean± SD)

Main findings of CGRP

measurements

Karaaslan

et al.

(2020)

(19)

Cross-sectional 30 VM,

50 HC

11 ictal,

19

interictal

Antecubital

vein

ELISA Ictal: 182.1±
137.2 ng/L,

Interictal: 232.8

± 125.3 ng/L in

VM

CGRP levels showed no

significant differences

between VM and HC

groups. CGRP levels were

not correlated with clinical

parameters

Liu et al.

(2021)

(20)

Cross-sectional 32 VM,

35

migraine,

30 HC

Ictal Antecubital

vein

ELISA 70.5± 12.3 pg/

mL in VM,

70.8± 10.9 pg/

mL in Migraine,

62.4± 11.5 pg/

mL in HC

Serum CGRP levels were

significantly higher in both

VM and migraine patients

compared to HC, with no

significant difference

between VM and migraine

patients

CGRP = calcitonin-gene related peptide; ELISA = enzyme-linked immunosorbent assay; F = female; VM = vestibular migraine; HC = healthy controls.

Bai et al. 9



Ethical statement
All participants provided written informed consent. All methods
were carried out in accordance with relevant guidelines and regu-
lations including the Declaration of Helsinki and its following
amendments.

Funding
The authors disclosed receipt of the following financial support for
the research, authorship, and/or publication of this article: This
work was supported by a National Research Foundation of
Korea (NRF) grant funded by the Korean government (Ministry
of Science and ICT) (No. RS-2025-00553480) and the Fund of
the Biomedical Research Institute, Jeonbuk National University
Hospital.

ORCID iDs
Yutong Bai https://orcid.org/0000-0002-3288-845X
Min Kyung Chu https://orcid.org/0000-0001-6221-1346
Sun-Young Oh https://orcid.org/0000-0003-3174-1680

References
1. Huppert D and Brandt T. Descriptions of vestibular migraine

and Menière’s disease in Greek and Chinese antiquity.
Cephalalgia 2017; 37: 385–390.

2. Dieterich M and Brandt T. Episodic vertigo related to
migraine (90 cases): vestibular migraine? J Neurol 1999;
246: 883–892.

3. Neuhauser H, Leopold M, Von Brevern M, et al. The interre-
lations of migraine, vertigo, and migrainous vertigo. Neurol
2001; 56: 436–441.

4. Society HCCotIH. The international classification of head-
ache disorders, (beta version). Cephalalgia 2013; 33: 629–
808.

5. Lempert T, Olesen J, Furman J, et al. Vestibular migraine:
diagnostic criteria. J Vestibular Res 2012; 22: 167–172.

6. Carvalho GF, Luedtke K, Pinheiro CF, et al. Migraine and
balance impairment: influence of subdiagnosis, otoneurologi-
cal function, falls, and psychosocial factors. Headache 2022;
62: 548–557.

7. Mallampalli MP, Rizk HG, Kheradmand A, et al. Care gaps
and recommendations in vestibular migraine: an expert
panel summit. Front Neurol 2022; 12: fneur.2021.81267.

8. Goadsby P, Edvinsson L and Ekman R. Release of vasoactive
peptides in the extracerebral circulation of humans and the cat
during activation of the trigeminovascular system. Annals
Neurol 1988; 23: 193–196.

9. Lassen L, Haderslev P, Jacobsen V, et al. CGRP May play a
causative role in migraine. Cephalalgia 2002; 22: 54–61.

10. Gárate G, Pascual J, Pascual-Mato M, et al. Untangling the
mess of CGRP levels as a migraine biomarker: an in-depth lit-
erature review and analysis of our experimental experience. J
Headache Pain 2024; 25: 69.

11. Juhász G, Zsombok T, Jakab B, et al. Sumatriptan causes par-
allel decrease in plasma calcitonin gene-related peptide
(CGRP) concentration and migraine headache during nitro-
glycerin induced migraine attack. Cephalalgia 2005; 25:
179–183.

12. Cernuda-Morollón E, Larrosa D, Ramón C, et al. Interictal
increase of CGRP levels in peripheral blood as a biomarker
for chronic migraine. Neurol 2013; 81: 1191–1196.

13. Cho S and Chu MK. Serological biomarkers of chronic
migraine. Current Pain Headache Rep 2023; 27: 531–542.

14. Baron R and Steenerson KK. A review of calcitonin gene-related
peptide and its implications for vestibular disorders. Current
Treatment Options Neurol 2024; 26: 203–228.

15. Tanaka M, Takeda N, Senba E, et al. Localization of calci-
tonin gene-related peptide in the vestibular end-organs in
the rat: an immunohistochemical study. Brain Research
1988; 447: 175–177.

16. Tanaka M, Takeda N, Senba E, et al. Localization, origin and
fine structure of calcitonin gene-related peptide-containing
fibers in the vestibular end-organs of the rat. Brain
Research 1989; 504: 31–35.

17. Luebke AE, Holt JC, Jordan PM, et al. Loss of α-calcitonin
gene-related peptide (αCGRP) reduces the efficacy of the
vestibulo-ocular reflex (VOR). J Neurosci 2014; 34: 10453–8.

18. Hoskin JL and Fife TD. New anti-CGRP medications in the
treatment of vestibular migraine. Front Neurol 2022; 12:
799002.

19. Karaaslan Z, Özçelik P, Ulukan Ç, et al. Plasma levels of
inflammatory mediators in vestibular migraine. Int J
Neurosci 2020; 130: 330–335.

20. Liu X, Pan Y, Wang J, et al. Changes of calcitonin
gene-related peptide and other serological indicators in ves-
tibular migraine patients. Frigid Zone Med 2021; 1: 111–118.

21. Jasim H, Carlsson A, Hedenberg-Magnusson B, et al. Saliva
as a medium to detect and measure biomarkers related to
pain. Sci Rep 2018; 8: 3220.

22. Cady R, Turner I, Dexter K, et al. An exploratory study of sal-
ivary calcitonin gene-related peptide levels relative to acute
interventions and preventative treatment with onabotulinum-
toxin A in chronic migraine. Headache 2014; 54: 269–277.

23. Formeister EJ, Krauter R, Kirk L, et al. Understanding the diz-
ziness handicap inventory (DHI): a cross sectional analysis of
symptom factors that contribute to DHI variance. Otol
Neurotol 2020; 41: 86–93.

24. Fortini S, Costanzo E, Rellini E, et al. Use of the patient health
questionnaire-9 (PHQ-9) and generalized anxiety disorder-7
(GAD-7) questionnaires for clinical decision-making and psy-
chological referral in ophthalmic care: a multicentre observa-
tional study. BMJ open 2024; 14: e075141.

25. Pheh K-S, Tan C-S, Lee KW, et al. Factorial structure, reli-
ability, and construct validity of the generalized anxiety dis-
order 7-item (GAD-7): evidence from Malaysia. Plos one
2023; 18: e0285435.

26. Messlinger K, Vogler B, Kuhn A, et al. CGRP Measurements
in human plasma–a methodological study. Cephalalgia 2021;
41: 1359–1373.

27. Institute CLS. Procedures for the handling and processing of
blood specimens for common laboratory tests. Wayne, PA:
Clinical Laboratory Standards Institute, 2010.

28. Huang T-C, Wang S-J and Kheradmand A. Vestibular
migraine: an update on current understanding and future
directions. Cephalalgia 2020; 40: 107–121.

29. Zhang Y, Zhang Y, Tian K, et al. Calcitonin gene-related
peptide facilitates sensitization of the vestibular nucleus in a
rat model of chronic migraine. J Headache Pain 2020; 21: 1–15.

10 Cephalalgia 45(3)

https://orcid.org/0000-0002-3288-845X
https://orcid.org/0000-0001-6221-1346
https://orcid.org/0000-0001-6221-1346
https://orcid.org/0000-0003-3174-1680
https://orcid.org/0000-0003-3174-1680


30. Ceriani CE. Vestibular migraine pathophysiology and treatment:
a narrative review.Current Pain Headache Rep 2024; 28: 47–54.

31. Kamm K. CGRP And migraine: what have we learned from
measuring CGRP in migraine patients so far? Front Neurol
2022; 13: 930383.

32. Bednarczuk NF, Bonsu A, Ortega MC, et al. Abnormal visuo-
vestibular interactions in vestibular migraine: a cross sectional
study. Brain 2019; 142: 606–616.

33. Garate G, Gonzalez-Quintanilla V, Gonzalez A, et al. Serum
alpha and Beta-CGRP levels in chronic migraine patients
before and after monoclonal antibodies against CGRP or its
receptor. Ann Neurol 2023; 94: 285–294.

34. Alpuente A, Gallardo VJ, Asskour L, et al. Salivary CGRP
and erenumab treatment response: towards precision medicine
in migraine. Ann Neurol 2022; 92: 846–859.

35. Caldiroli A, Capuzzi E, Barkin JL, et al. Is there an association
between inflammatory/anti-oxidant markers and the presence

of psychotic symptoms or severity of illness in mood and
psychotic disorders? A multi-centric study on a drug-free
sample. Brain Behav Immun Health 2022; 22: 100453.

36. Angelucci F, Ellenbroek BA, El Khoury A, et al. CGRP In a
gene–environment interaction model for depression: effects of
antidepressant treatment. Acta Neuropsychiatrica 2019; 31:
93–99.

37. Haley D, Schiffman E, Baker C, et al. The comparison of
patients suffering from temporo-mandibular disorders and a
general headache population. Headache 1993; 33: 210–213.

38. Edvinsson L, Ekman R and Goadsby PJ. Measurement of
vasoactive neuropeptides in biological materials: problems
and pitfalls from 30 years of experience and novel future
approaches. Cephalalgia 2010; 30: 761–766.

39. Alpuente A, Gallardo VJ, Asskour L, et al. Salivary CGRP
can monitor the different migraine phases: CGRP (in)depend-
ent attacks. Cephalalgia 2022; 42: 186–196.

Bai et al. 11


	 Introduction
	 Methods
	 Participants
	 Clinical assessments
	 Assessment of CGRP level
	 Sample collection and storage
	 ELISA procedure

	 Statistical analysis
	 Ethical approval and patient consent

	 Results
	 Demographic and clinical characteristics
	 Plasma and salivary CGRP levels
	 Correlations between plasma and salivary CGRP levels and clinical features

	 Discussion
	 Article highlights
	 Acknowledgements
	 References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile ()
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 5
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Average
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Average
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Average
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /PDFX1a:2003
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError false
  /PDFXTrimBoxToMediaBoxOffset [
    33.84000
    33.84000
    33.84000
    33.84000
  ]
  /PDFXSetBleedBoxToMediaBox false
  /PDFXBleedBoxToTrimBoxOffset [
    9.00000
    9.00000
    9.00000
    9.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames false
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks true
      /AddColorBars false
      /AddCropMarks true
      /AddPageInfo true
      /AddRegMarks false
      /BleedOffset [
        9
        9
        9
        9
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks true
      /IncludeHyperlinks true
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MarksOffset 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


