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Communicating With Patients
As with all types of migraine, effective diagnosis and man-
agement of MM relies on successful patient communication 
and education. A recent study, the American Migraine Com-
munication Study (AMCS), demonstrated the benefit of in-
creased patient communication in assessing impairment due 
to migraine. The first phase of this study identified a deficit 
in patient communication: migraine-related impairment was 
discussed in only 10% of encounters and healthcare provid-
ers and patients were misaligned in 51% of encounters. In 
the second phase of AMCS, however, healthcare providers 
were able to substantially improve communication using an 
ask-tell-ask technique incorporating open-ended questions 
(Table 5). The use of this technique gave patients the oppor-
tunity to tell their story, revealing more information about 
their impairment due to migraine, without substantially 
increasing the time spent in the discussion. 24 

Table 5:  �M IGRA  INE COMMUN ICAT ION  
Ask-tell-ask technique in assessing migraine

Ask-Tell-Ask Technique in Menstrual Migraine and  
Menstrual-Related Migraine

Ask “How often do you get an attack right before or during your 
period?”

Rephrase what you have heard and ask for confirmation from 
the patient. Educate the patient on the hormonal component of 
migraine.

Ask the patient to confirm what she has learned: “How do you think 
your migraine relates to your period?”

Use of Open-Ended Questions 24

How do your migraine attacks affect your daily life?

How does migraine make you feel — even when you are not 
having an attack?

Describe the impact migraine has on your work, family, and 
social life.

When educating patients with MM, it is important to 
emphasize that these are treatable and to encourage patients 
to build and maintain a successful treatment program. For 
these patients, migraine attacks during menses are recurrent, 
occurring 2 out of 3 months, and may be prolonged, result-
ing in substantial impairment every month or nearly every 
month. Likewise, it is important to transform the negative of 
monthly recurrence into a positive message of predictability 
that can be used to improve management of the condition. 
Appropriate lifestyle modification and an increase in self-
care, particularly immediately prior to and during menses, 
may help patients manage their migraine. Finally, patients 
with MM need focused education about the hormonal com-
ponent of their condition, estrogen withdrawal as a risk fac-
tor for headache attacks, and the need to minimize exposure 
to other triggers, particularly prior to and during menses.

21 22 23 24 25

10

15 16 17 18



10

N at i o n a l  H e a d a c h e  F o u n d at i o n :  I m p r o v i n g  Pat i e n t  C a r e  i n  M e n s t r u a l  Mi  g r a i n e 

11

N at i o n a l  H e a d a c h e  F o u n d at i o n :  I m p r o v i n g  Pat i e n t  C a r e  i n  M e n s t r u a l  Mi  g r a i n e 

Faculty Comments:

“�When you know that you have a very good probability  
a headache is going to occur, you can self-nurture.  
You can do things that protect your nervous system, 
rather than getting all worked up and say, ‘Oh, I’ve 
got to get the house cleaned, the dishes done, the 
kids taken care of, and prepare — hunker down for 
my menstrual migraine.’ That anxiety is just adding 
to the whole stress of the event. It’s a good time to go 
to the gym — to make sure you’re on a regular sleep 
schedule, eating regular meals, and doing some type 
of stress reduction.”  
— Roger K. Cady 

“�It’s a predictable headache, and because short-term 
preventive strategies with nonsteroidals or triptans and 
because behavioral interventions and trigger avoid-
ance are possible, I think it’s actually useful to have a 
thing we call ‘menstrual-related migraine’ so health-
care providers and headache sufferers can recognize 
it and do something about it.”  
— Richard B. Lipton, MD 

“�I tell patients that it is a combination of triggers that 
can set a migraine attack up and that menses is a 
huge trigger for a number of our patients — that they 
are just more vulnerable at that time. And I tell them to 
control those triggers that they can control.”  
— Lynda J. Krasenbaum, MSN, APRN, Bc 

“�I explain to patients that this is a treatable condition, 
and they should strive for a better quality of life.” 
— Christine Lantin, PA-C 

“�It’s important to first establish that the headaches are 
associated with menses. Once that is established, I 
tell patients that this is a common occurrence, that 
the majority of women with migraines have a relation-
ship between their attacks and their periods, and that 
this is treatable. There are several options available to 
restore their quality of life.”  
— Lisa K. Mannix, MD 

“�Attacks occur once a month, for 2 or 3 days — it’s 10% 
of your life!”  
— Richard B. Lipton, MD 

“�It’s a great opportunity to use the ask-tell-ask tech-
nique to explain to patients what goals can be accom-
plished with specific management strategies.”  
— Lisa K. Mannix, MD 

Pat ient Educat ion and Commun icat ion
Summary
Menstrual migraine and menstrual-related migraine are  
not merely headaches that occur with menses. They are  
migraine, and as such are treatable. A hormonal component  
is common in women with migraine, and nearly half of  
all women with migraine have menstrual-related migraine. 6 

Treatment strategies for MM include lifestyle modification, 
nonpharmacologic therapies, acute and preventive medica-
tions (short-term prevention), and hormonal therapy, in select 
women. The predicatability of MM affords an opportunity 
to improve management by reducing the risk of a headache 
attack with increased self-care immediately before and  
during menses and avoidance of known triggers, as well as 
the use of short-term prevention. Patient communication 
using ask-tell-ask techniques and open-ended questions im-
proves assessment of impairment due to migraine. 24 
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0. N
one

1. Able to carry out daily activities fairly w
ell

2. D
ifficulty w

ith usual activities; cancelled less im
portant ones

3. M
isses w

ork/school at least half the day or stayed in bed for part of day

1.2.3.4.5.D
iet

Alcohol (especially beer and red w
ine)

Foods (aged cheese, processed m
eat, chocolate, caffeine)

Environm
ent

Variations in w
eather/ barom

etric pressure
Sm

oke, perfum
e, or odors

H
igh altitude

Bright lights or loud sounds

Internal factors
Em

otions (anxiety, anger, fear, crisis, depressions, stress–hom
e, job)

H
orm

ones (m
enses, ovulation, H

RT, oral contraceptives)

O
ther: 

Preventive M
edications:

Acute M
edication:

M
edication

M
edication

M
edication

D
ose (          )

D
ose (          )

D
ose (          )

Instructions: If you take acute m
edications, including over-the-counter m

edicines 
m

ore than tw
ice w

eekly, speak to your healthcare provider about m
edication  

overuse and possible preventative strategies.

Instructions: Take daily as prescribed to decrease the frequency and severity of 
headache attacks.

M
edication

M
edication

M
edication

D
ose (          )

D
ose (          )

D
ose (          )

H
eadache D

iary
H

ow
 to use this H

eadache D
iary

SD TM
(          )
(          )

(            )
3

hrs
73 1,3

,5

m
ed

 1
5  mg

2

A
M

3m
ed

 2
5  mg

0

4

M
edications: list acute and preventative m

edications taken including  
dose (        ) and your response: 0=

none, 1=
slight relief, 2=

m
oderate,

3=
com

plete relief.

S

D

T

M

3
M

ark all days of your m
enstrual period and last day of horm

onal  
contraception, if applicable.

Severity: rate your headache:  0 (none) – 10 (severe), 
G

ive duration in hours (    ) and tim
e of day (AM

 or PM
)

1
D

isability: rate your disability (0-3) due to headache from
 list below

:

Triggers: List your m
ost com

m
on triggers on num

bered lines 
provided below. Each day, use num

bers to record your exposure.

Fill in each day for the m
onth  

M
atch the first date to the first day of the m

onth. 

e
x

a
m

p
l

e

M
y Treatm

ent Plan:

C
om

m
on Triggers:
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M
onday

Tuesday
W
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Friday
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Sunday
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verall im

pact for this m
onth (0

=no problem
 . . . 10

=alm
ost unbearable):

STDM
(          )
(          )

(            )
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(          )
(          )
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(          )
(          )
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(          )
(          )

(            )
STDM

(          )
(          )

(            )
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(          )
(          )

(            )
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(          )
(          )

(            )
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(          )
(          )
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(          )
(          )

(            )
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(          )

(            )
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(          )
(          )

(            )
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(          )
(          )

(            )
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(          )
(          )

(            )
STDM

(          )
(          )

(            )

STDM
(          )
(          )

(            )
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(          )
(          )

(            )
STDM

(          )
(          )

(            )
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(          )
(          )

(            )
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(          )
(          )

(            )
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(          )

(            )
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(          )
(          )

(            )

STDM
(          )
(          )

(            )
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(          )
(          )

(            )
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(          )
(          )

(            )
STDM

(          )
(          )

(            )
STDM

(          )
(          )

(            )
STDM

(          )
(          )

(            )
STDM

(          )
(          )

(            )

STDM
(          )
(          )

(            )
STDM

(          )
(          )

(            )
STDM

(          )
(          )

(            )
STDM

(          )
(          )

(            )
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(          )
(          )

(            )
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(          )
(          )
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Menstrual Migraine and Menstrual-Related Migraine:  
Considerations in Designing Treatment Plans

cons ider at ion

Is the identification of menstrual migraine or  
menstrual-related new?

tre atment

Consider daily preventive medicine to decrease  
attack frequency

Consider short-term prevention prior to each  
menstrual period

Consider oral contraceptive therapy with fewer menses 
(4 times per year, or yearly)

Address possible medication overuse and other  
factors to decrease overall frequency and then  
manage menstrual-related migraine

Does the patient have frequent headaches through-
out the month (requiring acute treatment  
≥ 2 times/week)?

Does the patient suffer from chronic daily headache?

21 22 23 24 25

10

15 16 17 18

26

Does the patient experience an attack at every  
or nearly every menses?

Consider acute use of NSAIDs or triptans
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Post-Test
Seven correct answers are required for credit.

1. �The hormonal component of migraine in women is  
supported by

	 �A. �Nearly 3-fold greater lifetime prevalence in women 
than in men (17% vs 6%).

	 B. �High frequency (80%) of onset in women between ages 
10 and 39.

	 C. �Change in frequency of attacks during pregnancy and 
a lower prevalence after menopause.

	 D. �Clinical results showing increased frequency of attacks 
during estrogen withdrawal.

	 E. All of the above.

2.	Which one of the following statements is true?

	 A. �Diagnosis of menstrual migraine and menstrual-related 
migraine requires that patients experience a headache 
attack with every menses.

	 B. �Patients with menstrual migraine or menstrual-related 
migraine may have migraine with aura.

	 C. �Menstrual migraine and menstrual-related migraine 
are migraine without aura in which migraine attacks 
occur up to 2 days prior to or during the first 3 days of 
menses in 2 of 3 menstrual cycles.

	 D. �In pure menstrual migraine, patients may experience 
headache attacks at other times of the month, in addi-
tion to headache attacks during menses.

3.	�The key elements of a headache diary for patients 
suspected of having menstrual migraine or menstrual-
related migraine include all of the following except:

	 A. Headache attack, including severity and duration

	 B. �Treatment taken, including over-the-counter and pre-
scription medication

	 C. Effect of treatment and resolution of symptoms

	 D. Age at menses onset

	 E. �Menses, including last day of hormonal contraceptives, 
if applicable

	 F. Exposure to previously identified triggers

4.	 �Complete this statement: Acute treatment of migraine 
attacks occurring at menses may provide sustained 
relief in only 20% to 30% of patients, due to the persis-
tent nature of these attacks; thus,

	 A. �Longer-acting triptans may have an advantage over 
other treatments.

	 B. �Patients should not hesitate to take extra doses of 
acute medications.

	 C. Treatment with triptans is not recommended.

	 D. �Patients are advised to combine multiple medications 
to increase efficacy.

5.	� Treatment options for short-term prevention for  
menstrual migraine and menstrual-related migraine 
include which of the following medications, generally 
administered during the time menstrual migraine  
usually occurs?

	 A. Over-the-counter analgesics (such as naproxen)

	 B. Triptans

	 C. Magnesium

	 D. Estrogen

	 E. All of the above

6.	� Patients with menstrual migraine or menstrual-related 
migraine who are candidates for hormonal therapy 
(including oral contraceptives) are those

	 A. �Who have a definitive diagnosis of menstrual mi-
graine or menstrual-related migraine (ie, they do not 
have migraine with aura)

	 B. �Have frequent headaches outside the perimenstrual 
period

	 C. �Have menstrual-related migraine attacks that are 
severe or refractory to acute treatment.

	 D. A and C.

	 E. All of the above.

Continued on following page4
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7.	� Key elements of successful communication with  
patients with menstrual migraine or menstrual-related 
migraine include all of the following, except

	 A. Use of open-ended questions

	 B. �Understanding that headaches are just a part of  
menstruation for some women

	 C. Use of ask-tell-ask technique

	 D. �Focused education on the hormonal component of 
their migraine and estrogen withdrawal as a risk fac-
tor for headache attacks

	 E. �Instruction on the need to avoid triggers and imple-
ment lifestyle modification, particularly during the 
perimenstrual period

8-10 (Use the following question for 8, 9 &10)
When designing treatment plans for patients with men-
strual migraine and menstrual-related migraine, what is 
the first option to consider in the following patients?

8. 	� Patients with frequent headaches throughout the 
month (requiring acute treatment ≥2 times/week)

	 A. Address possible medication overuse

	 B. Consider use of NSAIDs or triptans

	 C. �Consider short-term prevention or oral  
contraceptive therapy with fewer menses

	 D. Consider preventive medication

	 E. Consider alternative diagnoses

9. 	� Patients with headache attacks at every or nearly  
every menses

	 A. Address possible medication overuse

	 B. Consider use of NSAIDs or triptans

	 C. �Consider short-term or oral contraceptive therapy 
with fewer menses

	 D. Consider preventive medication

	 E. Consider the use of opiates	

10. �Patients with newly identified menstrual migraine or 
menstrual-related migraine

	 A. Address possible medication overuse

	 B. Consider acute use of NSAIDs or triptans

	 C. �Consider short-term prevention or oral  
contraceptive therapy with fewer menses

	 D. Consider preventive medication

	 E. Consider alternative diagnoses

4

To obtain CME/CE credit:

Read the monograph and complete the post-test.

Select the answer sheet and evaluation form of your 
specialty. You will find separate files on the CD-ROM. 

Complete and submit your answer sheet and evaluation 
form following the detailed instructions.

4

4
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