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What is migraine? 

• Migraine is a primary headache disorder

• Characterized by episodic,  

moderate to severe headache

• Different types of migraine, migraine with

and without aura are the most common



What is migraine? 

• Diagnostic criteria

– Ref: International Headache Society
Headache Classification Committee of the International Headache Society (IHS). The International 

Classification of Headache Disorders, 3rd edition (beta version). Cephalalgia 2013; 33(9): 628-808



Pathophysiology of migraine

• The pathophysiology of migraine is still not fully understood

– Cortical spreading depression

– Trigeminovascular system

– Sensitization

• Picture: https://ars.els-cdn.com/content/image/1-s2.0-S1474442214702200-gr1.jpg



Migraine prevalence

• Prevalence is 12% in the general population,  17-19 % in women

– With an age-specific prevalence of up to 25 % in women

– Prevalence is highest in fertile women

• Migraine is largely known as a “Women’s disease”



Migraine and estrogen

• Migraine is most common in fertile females

• Known association between migraine and estrogen

– Fall in estrogen levels trigger migraine-attacks

– Menstrual migraine

• Increased likelihood of migraine among premenopausal women who use 

estrogen containing OCs

• Association of migraine onset and hormonal events (menarche, child 

birth and OC use)



Migraine and hormonal contraceptives

• Headache is a possible side effect to hormonal contraceptives

• Both improvement and worsening of migraine can be seen

– Some experience no change at all 

– Menstrual migraine tend to improve, but not always 

– Usually a good idea to try OCs/patch first, before 

implant/IUD/injection as worsening can occur 

• Monophasic contraceptives is often preferred, especially for menstrual 

migraine 

• Progestogen-only containing OCs/hormonal contraceptives is preferred, 

because of the know association between estrogen withdrawal and 

migraine and because of possible increased risk of stroke



Important considerations

• What kind of headache is it? 

– Migraine or other kind of headache? 

– Migraine with or without aura?
• About 10-20% have migraine with aura 

– Headache diary 

• Migraine WITH AURA is associated with increased risk of stroke

– Evidence regarding migraine without aura and associations with 

increased risk of stroke is inconclusive



Summary – Take home message

• What kind of headache is it?

– Migraine or not? With or without aura? Menstrual migraine? 

• Patients with migraine with aura should not be prescribed estrogen-

containing/combined OCs/hormonal contraceptives

• Take care when prescribing combined OCs/hormonal contraceptives to 

patients with migraine without aura

– Other risk factors for thromboembolic disorders?

• Migraine can both be worsened or improved by hormonal contraceptives 

– Usually a good idea to try a OC/patch/ring before 

IUD/injection/implant

– Usually a good idea to try a hormonal contraceptive that has an even 

distribution of hormones

– Usually a good idea to give a progestogen-only containing 

contraceptive



Refereces

1. Headache Classification Committee of the International Headache Society (IHS). The International 
Classification of Headache Disorders, 3rd edition (beta version). Cephalalgia 2013; 33(9): 628-808.

2. Charles A . Advances in the basic and clinical science of migraine. Ann. Neurol. 2009; 65(5): 491 

3. Arbab MA, Wiklund L, Svendgaard NA. Origin and distribution of cerebral vascular innervation from 
superior cervical, trigeminal and spinal ganglia investigated with retrograde and anterograde WGA-
HRP tracing in the ra. Neuroscience 1986; 19(3): 695 

4. Goadsby PJ, Edvinsson L, Ekman R. Release of vasoactive peptides in the extracerebral circulation
of humans and the cat during activation of the trigeminovascular system. Ann. Neurol.1988; 23(2): 
193. 

5. Strassman AM et al. Sensitization of menigeal sensory neurons and the origin of headaches. Nature 
1996; 384(6609): 560-564

6. Stewart WF, Shechter A, Rasmussen BK. Migraine prevalence. A review of population-based
studies. Neurology 1994; 44(6): S17. 

7. R. B. Lipton, M. E. Bigal, M. Diamond, F. Freitag, M. L. Reed, W. F. Stewart. Migraine prevalence, 
disease burden, and the need for preventive therapy. Neurology 2001; 68(5): 343-349 

8. Chai NC, Peterlin BL, Calhoun AH.. Migraine and estrogen.Curr Opin Neurol 2014; 27(3): 315-324. 

9. Brandes JL. The Influence of Estrogen on Migraine: a systematic review. JAMA 1996; 295(15): 
1824-1830. 

10. Aegidius K, et al. Oral contraceptives and increased headache prevalence. Neurology. 2006; (66): 
349-353

11. Sacco S, et al. Hormonal contraceptives and risk of ischemic stroke in women with migraine: a 
consesus statement from the European Headache Federation (EFH) and the European Society for 
Contraception and Reproductive health (ECS). The Journal of Headache and Pain 2017; 18:108

12. Aegidius K, et al. The effect of Pregnancy and Parity on Headache Prevalence: The Head-HUNT 
study. Headache. 2009; (49): 851-859. 



Migraine and pregnancy

• Two thirds have significant improvement of migraine during pregnancy, 

especially during the second and third trimester

– Some experience worsening in the first trimester, and then 

improvement 

• A small proportion of women experience onset of migraine during 

pregnancy

– Distinguishing first-time migraine from other types of headache


