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QA recent study1 found that naratriptan can be used off-
label to prevent menstrual migraine when administered

at 1mg BID plus a supplementary 2.5mg dose for break-
through attacks for six continuous days per month for up to
one year. Would you consider this regimen in an appropriate
patient? If so, what type of patient might be a good candi-
date?

AAll three of our panelists gave the treatment a vote of con-
fidence. The best candidates are women with regular

menses who know when their migraines are going to hit, usu-
ally on the day of or the day after the onset of the menses, Dr.
Kunkel says. Dr. Dodick adds that he would consider it once
NSAIDs used daily for five to seven days for short-term preven-
tion were not effective. 

“Also, the patient must have access to appropriate amount
of the medication,” Dr. Dodick says. “A 2.5mg tablet taken
twice daily for six days amounts to 12 tablets, which is three to
eight tablets more than some patients are allowed through their
insurance carrier each month.” He also says that if a patient has
non-menstrual attacks during the month, the number of
tablets needed exceeds that which most patients will have access
to, and also begins to risk the development of triptan-overuse
headache.

QHow does your approach to treating menstrual migraine
differ from treating a more conventional migraine? Have

you found there are drugs that are more effective at treating
menstrual migraine than other forms? What factors need to
be taken into account?

AAs a general rule, symptomatic migraine medications such
as triptans and ergots are as effective for menstrual

migraine as nonmenstrual migraine. “Women and health care
providers need to understand that most menstrually-related
headaches are migraine and to treat with symptomatic migraine
medications at the beginning of pain rather than waiting until
pain is moderate or severe,” Dr. Landy says.

In some women, however, Dr. Kunkel says the menstrual
migraine attacks don’t seem to respond as well and seem to be
more resistant to usual migraine treatment. “The ‘miniprophy-
lactic’ use of one of the longer-lasting triptans may keep the
attack from occurring or greatly lessen the severity,” he says. Dr.
Kunkel also notes that over the years it has been observed that
NSAIDs may be beneficial in treating menstrual migraine and,
if used along with a triptan, may be very effective. He also

offers a different piece of advice for patients at wits’ end: “If the
menstrual migraine attacks are very severe,  consider one of the
three-month low-dose oral contraceptives so that the severe
migraine occurs every three months instead of monthly,” he
offers.

QAt what point do you consider preventive therapies for
menstrual migraine? Granted that each case is individu-

alized, but what are the treatment options? Are there con-
cerns about interactions with oral contraceptives or other
risks to consider?

APreventive treatment should be considered when a patient
has more than three attacks per month and/or when the

migraine attacks don’t respond very well to abortive agents, Dr.
Kunkel says. Of treatment options, frovatriptan 2.5mg QD or
BID, transcutaneous estradiol 100 to150µg every second day
for six days, or naproxen 275 to 550mg BID or mefanamic acid
for five to six days are some of the general guidelines Dr.
Dodick follows. “Magnesium supplementation also has proven
to be beneficial for some women with menstrual migraine,” Dr.
Landy says, adding that a study with magnesium pyrrolidone
carboxylic acid demonstrated decreased duration and intensity
of menstrual migraine. “Some headache experts recommend
magnesium oxide 400mg twice daily a few days before and dur-
ing the menstrual cycle.”

Daily medication use (e.g., beta blockers, antidepressants,
anticonvulsants) to prevent frequent migraine attacks that are
not triggered by hormones and the menstrual cycle also can
help prevent menstrual migraine, Dr. Landy says. He adds,
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“women who are already using these medications for nonmen-
strual migraine but who experience more severe headaches
around menses might benefit from increasing the dose of medica-
tion before their menses.”

Dr. Landy also feels believes hormone manipulation can be
beneficial for menstrual migraine prevention, as most experts
agree that the rapid decline in estrogen levels around menses is the
trigger for menstrual migraine. The addition of estrogen, he says,
in the form of a patch or a pill beginning two to three days before
the menstrual period to smooth out the natural decrease in estro-
gen can be beneficial. 

Q Is pharmacologic migraine prophylaxis ever indicated
during pregnancy? What drugs used for menstrual

migraine relief have potential pregnancy side effects?

ABecause the  frequency of migraine attacks often lessens
during pregnancy this is not typically an issue, but all

three panelist agree that using migraine prophylaxis is a possi-
ble last resort during pregnancy. “Occasionally, the frequency
of attacks with nausea and vomiting is so severe that the risk to
the fetus is greater from the migraine than from the possible side
effects of a preventive drug,” Dr. Kunkel says. 

A different approach, suggested by Dr. Landy, is to use anti-
emetics such as oral metoclopramide, Emetrol and promet-
hazine to control the nausea and vomiting. “Suppository or par-
enteral formulations of metoclopramide, promethazine, and
prochlorperazine are also available and useful. Prednisone can
be prescribed in short courses occasionally and is preferable to
dexamethasone, which crosses the placenta more readily,” Dr.
Landy says.

Dr. Dodick feels that NSAIDs may be used, but not during
the third trimester, and Dr. Landy adds they should be limited
primarily to the first trimester. In some cases, triptans may be
effective, if migraines during pregnancy do not respond satisfac-
torily to the aforementioned treatments, but with caution. “These
are Category C agents and, though risk to humans has not been
ruled out, no risk has been proven,” Dr. Landy says. Long-time
triptan users may also be candidates, according to Dr. Kunkel.
“After over 15 years of use, it is felt by most that the occasional
use of a triptan for an acute attack during pregnancy carries little
risk,” he says.  PN
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