DOCTORON CALL

arilyn, a thirty-seven year
old journalist living in
Alexandria, Virginia writes:

“I've had it! While I've had migraines here
and there at other times, since 8th grade I've
had a severe migraine, lasting for days, every
month when | have my period. For years, at
least a fifth of my life has been consumed by
these menstrual headaches. My mother had
the same problem, and her migraines ended
completely after menopause. Same thing
with her mother. And my older sister.

| say, enough is enough. Why put up with
this for another 10 year? I've had my chil-
dren. I'm ready for a hysterectomy...and an
end to these monthly migraines.”

THE

DOCTOR'S REPLY

Prior to puberty migraine is slightly more
common in males, but from puberty
onward the headache disorder is notable
for its preponderance in females. By
young adulthood the female:male ratio for
migraine prevalence is 3:1, and only with
the onset of menopause does this gender-
related difference begin to diminish.

Migraine’s tendency to affect women more
than men has been attributed primarily to
the influence that female sex hormones
exert upon the biologic circuitry that gen-
erates migrainous symptoms. Put simply,
one of the key contributors to migraine’s
preponderance in females is the fluctua-
tions in estrogen levels that occur through-
out much of a woman’s lifetime.

One of the most common clinical mani-
festations of this hormonal influence is
migraine’s tendency to worsen just before
and during menses. In “pure” menstrual
migraine attacks occur only in conjunction
with the menses. More commonly, actively

cycling females with menstrually-related
migraine (MRM) have attacks temporally
related to menses and also at other times
of the month.

A majority of actively cycling female
migraineurs-up to 70%-report worsen-

ing of their migraine in association with
menses. As a general rule, the headaches
of MRM tend to be longer in duration and
less responsive to acute treatment than
headaches that occur at other times of the
month; for some women, the menstrual
week is marked by one long, continuous
migraine. Once the MRM boulder starts
rolling down the hill, its biologic momen-
tum accelerates, making it hard to stop. Key
to optimal treatment of MRM is stopping
the migraine before it gets a chance to
start.

Effective management of MRM typically
involves the use of a calendar and head-
ache diary. Tracking your migraine and
menstrual cycle will help you identify
when migraine occurs in relation to onset
of flow. If there is a distinct pattern-say,
migraine attacks usually begin the day
prior to flow onset-and your cycles are
regular and predictable, then anticipatory
“mini-prophylaxis” can be utilized. A day or
two prior to the anticipated onset of your
MRM you can begin any one of a num-
ber of medications intended to prevent
menstrual headache and continue that
medication for the next 5 to 7 days, your
“high risk” (for migraine) time. Medications
commonly used for MRM mini-prophylaxis
include magnesium oxide (400 milligrams
(mg) once or twice daily-no prescription
required), naproxen sodium (550-660 mg
twice daily-available via prescription or
over-the-counter) and frovatriptan (Frova;
2.5 mg twice daily-prescription only).
Strangely, some women find that success-
ful prevention of MRM with their mini-
prophylaxis therapy may simply shift the
prolonged migraine they avoided to the
week following the end of menses.

The same acute migraine treatments you
use at other times of the month may be
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effective for MRM as well. Any of the 7
currently available oral triptans, Treximet
(an oral compound containing brand
Imitrex and naproxen sodium), intranasal
zolmitriptan (Zomig), ‘exhalant” sumatiptan
(Onzetra), various of the oral non-steroidal
anti-inflammatory drugs (NSAIDs: egs, aspi-
rin, naproxen sodium, ibuprofen, Cambia)
and subcutaneously injected sumatriptan
are reasonable options.

While elimination of menses may also
eliminate MRM, DO NOT seek surgical
menopause simply as a treatment for MRM.
To their dismay, many women with MRM
find that even following removal of their
ovaries (and a consequent end to the cyclic
fluctuations in levels of sex hormones) they
continue to experience monthly episodes
of week-long migraine that mimic their
pre-surgical menstrual headaches. It’s as if
the brain has become “hard-wired” to MRM,
and the “hard disc” will continue to signal
cyclical periods of migraine headache even
in the absence of peripheral stimuli (ie,
estrogen shifts).

There are ways to suppress menses that
are reversible and far less invasive than
surgical resection of the ovaries. You can
take an active oral contraceptive through-
out the month, skipping the week of differ-
ently-colored inactive pills. You can use an
estrogen-secreting IUD for contraception.
You can become pregnant! Any of these
may lead to cessation of MRM (definitely
so in the case of pregnancy).



Dont let frequent
headaches interfere

with your child's
daily life.

Children’s National Interdisciplinary
Intractable Headache Clinic utilizes
lifestyle modification and healthy habits,
alternative medicine, pain-focused
cognitive behavioral therapy, biofeedback,
nerve blocks and infusions to provide

additional treatment options for kids.

Our team works together to identify the cause
of headaches in children and find effective ways
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www.childrensnational.org/departments/headache-program



IN 1991, WILDLANDS NETWORK
EMBARKED ON A BOLD MISSION:
to reconnect, restore, and rewild
North America so that life in all its
diversity can thrive.

Our work has since catalyzed a dramatic
shift in conservation, with parks and other
protected areas serving as the building
blocks for networks of wildlands across the
continent and around the globe.

These wildlands networks give refuge and
safe passage to large carnivores and other
animals that need “room to roam” to find
food, mates and to flourish, so that they
can fulfill their ecological roles.

Investments in nature also earn

significant returns in the form of healthier
communities, healthier economies and
healthier people. More and more research
is showing that outdoor recreation delivers
real health benefits that in many cases are
on par with pharmaceutical treatments.

Protecting and connecting wildlands
requires the cooperation of wildlife
agencies, elected officials, private
landowners, outdoor recreationists,
conservation groups, and all of us who
care about the future of North America’s
great natural heritage and the well-being
of our communities. In sum, Wildlands
Network helps to protect our planet and
sustain the diversity of life—including us.

Wildlands Network is pleased to invite
Migraineur magazine readers to join our
Wildlands Stewards giving society. You'll
receive a complimentary copy of

For the Wild, a beautiful and inspirational
compilation of essays and photographs
that highlight the impassioned union of
science and activism and the dedicated
community of people working to heal
broken landscapes and rewild our hearts.

Visit www.wildlandsnetwork.org/donate or
contact Tracey@wildlandsnetwork.org to
learn more about Wildlands Stewards or for
more information on Wildlands Network’s
bold vision of a reconnected, restored and
rewilded North America.
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Your special
moments
should never
be ruined

by a migraine.

We have " | L B -
your back,

no matter where

the trail leads y:

GW-MFA Headache Cér,i
2150 Pennsylvania Avenue,
Washington, DC20037
202-741-2700 T
www.gwdocs.com/neurology;





