
A
32-year-old female is referred
to you for further treatment
of her migraine headaches. All
diagnostic studies including
MRI and laboratory testing

are normal. She is certain that she only
suffers headaches at the time of her men-
strual cycle. 

During her two pregnancies, the
headaches improved dramatically only to
return after she started to menstruate
again. She is incapacitated for two to four
days each month as the result of her
headaches. They not only interfere with
her comfort but also her ability to work
and take care of her family. Typical pro-
phylactic measures such as the use of
beta-blockers, antidepressants, and anti-
convulsants have not helped or have
caused side effects. The symptomatic use
of several triptans, NSAIDs and other
analgesics has not helped sufficiently.
What should you do?

Clearly, this patient is experiencing
menstrual-related migraine headaches.
Patients with menstrual migraine may
also experience ovulatory migraine and
are likely to have experienced their first
migraine headache at menarche. In addi-
tion, they are more likely to have their
attacks stop during pregnancy. After
menopause is reached, the attacks often
resolve. 

Although many women may experi-
ence migraine at times other than during
their menstrual cycle and although
migraine occurrence in woman is be-
lieved to be influenced strongly by hor-
monal fluctuations, menstrual related
migraine appears to be a specific head-
ache type. Perhaps as many as 70 percent

of female migraine sufferers experience
menstrual-associated migraine, due to the
drop in estrogen occurring during menses
and during the treatment-free week for
women taking oral contraceptives. 

Menstrual migraine headaches tend to
be of severe intensity and of long dura-
tion. They tend to be particularly unre-
sponsive to migraine abortive therapies
that have been shown helpful in non-
menstrual related migraine. These in-
clude NSAIDs, magnesium, triptans and
others. 

When treating a patient with men-
strual migraine, consider all the nonphar-
macologic measures that you would con-
sider for other headache disorders. These
would include lifestyle changes and exer-
cise, proper sleep and proper diet for
example. Acute therapies, as already men-
tioned, often fail but have been the main-
stay of treatment. Continuous use of hor-
monal contraceptives has been used
sometimes with success at reducing men-
strual related migraine symptoms but
they have their own set of concerns with
use. 

Unlike Ortho Tri-Cyclen, monophasic
contraceptives minimize estrogen fluctua-
tions and can theoretically decrease
migraine attacks. In addition, newer con-
traceptives such as the transdermal patch
(OrthoEvra) and the NuvaRing insert
also maintain consistent estradiol levels
and also may minimize migraine frequen-
cy.

Although much of the pharmacologic
treatment that has been suggested for
menstrual-associated migraine has been
focused on symptomatic treatment, at-
tention has lately focused on using inter-

mittent prophylactic measures, e.g., pre-
treating the menstrual-related migraine
before it occurs but only for select periods
of time. 

Recent studies have focused on the use
of the two longest-acting triptans, nara-
triptan and frovatriptan, in the prophy-
lactic treatment of menstrual-related mi-
graine. For this to be an effective strategy,
the patient has to be able to use triptans,
have her headaches occur in a predictable
manner during the menstrual cycle, and
have her headaches be responsive to trip-
tans. 

Randomized, controlled studies have
suggested that menstrual-related mi-
graine can be very effectively treated with
frovatriptan; data also exist for the use of
naratriptan as well, although it has been
less extensively studied. The response
rates when either of these triptans are
used as part of a prophylactic strategy on
an intermittent basis, as opposed to on a
daily basis, strongly suggest that such an
approach is much more likely to benefit
the patient than the typical symptomatic
or abortive approaches which have been
advocated in the past. 

Further studies are underway to better
define the role of triptans and perhaps
other agents as intermittent prophylactic
treatments of menstrual-related migraine
but this should not stop us from using
these available strategies now.  PN
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