
The use of hormonal contraception in 
women with headaches, especially 
migraine headaches, is an important 

topic. Approximately 43% of women in the 
United States report migraines.1 Roughly 
the same percentage of reproductive-aged 
women use hormonal contraception.2 Data 
suggest that all migraineurs have some in-
creased risk of stroke. Therefore, can women 
with migraine headaches use combination 
hormonal contraception? And can women 
with severe headaches that are nonmigrain-
ous use combination hormonal contracep-
tion? Let’s examine available data to help us 
answer these questions. 

Risk factors for stroke
Migraine without aura is the most common 
subset, but migraine with aura is more prob-
lematic relative to the increased incidence 
of stroke.1 

A migraine aura is visual 90% of the 

time.1 Symptoms can include flickering 
lights, spots, zigzag lines, a sense of pins and 
needles, or dysphasic speech. Aura precedes 
the headache and usually resolves within   
1 hour after the aura begins. 

In addition to migraine headaches, risk 
factors for stroke include increasing age, hy-
pertension, the use of combination oral con-
traceptives (COCs), the contraceptive patch 
and ring, and smoking.1

Data indicate that the risk for ischemic 
stroke is increased in women with migraines 
even without the presence of other risk fac-
tors. In a meta-analysis of 14 observational 
studies, the risk of ischemic stroke among 
all migraineurs was about 2-fold (relative 
risk [RR], 2.2; 95% confidence interval [CI], 
1.9–2.5) compared with the risk of ischemic 
stroke in women of the same age group 
who did not have migraine headaches. 
When there is migraine without aura, it was 
slightly less than 2-fold (RR, 1.8; 95% CI, 
1.1–3.2). The risk of ischemic stroke among 
migraineurs with aura is increased more 
than 2 times compared with women with-
out migraine (RR, 2.27; 95% CI, 1.61–3.19).3 
However, the absolute risk of ischemic stroke 
among reproductive-aged women is 11 per   
100,000 women years.4 

Two observational studies show how 
additional risk factors increase that risk 
(TABLE).5,6 There are similar trends in terms 
of overall risk of stroke among women with 
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all types of migraine. However, when you 
add smoking as an additional risk factor for 
women with migraine headaches, there is a 
substantial increase in the risk of stroke. When 
a woman who has migraines uses COCs, there 
is increased risk varying from 2-fold to almost 
4-fold. When you combine migraine, smok-
ing, and COCs, a very, very large risk factor 
(odds ratio [OR], 34.4; 95% CI, 3.27–3.61) was 
reported by Chang and colleagues.6 

Although these risks are impressive, it 
is important to keep in mind that even with 
a 10-fold increase, we are only talking about   
1 case per 1,000 migraineurs.4 Unfortunately, 
stroke often leads to major disability and 
even death, such that any reduction in risk is 
still important. 

Preventing estrogen withdrawal 
or menstrual migraines
How should we treat a woman who uses hor-
monal contraception and reports estrogen 
withdrawal or menstrual migraines? Based 
on clinical evidence, there are 2 ways to re-
duce her symptoms: 
•	 COCs. Reduce the hormone-free interval 

by having her take COCs for 3 to 4 days in-
stead of 7 days, or eliminate the hormone-
free interval altogether by continuous use 
of COCs, usually 3 months at a time.7

•	 NSAIDs. For those who do not want to al-
ter how they take their hormonal product, 
use nonsteroidal anti-inflammatory drugs 
(NSAIDs) starting 7 days before the onset 
of menses and continuing for 13 days. In a 
clinical trial by Sances and colleagues, this 
plan reduced the frequency, duration, and 
severity of menstrual migraines.8 

Probably altering how she takes the COC 
would make the most sense for most indi-
viduals instead of taking NSAIDs for 75% of 
each month.

Recommendations from  
the US MEC
The US Medical Eligibility Criteria (US MEC) 
from the Centers for Disease Control and 
Prevention (CDC) offers recommendations 
for contraceptive use9: 
•	 For nonmigrainous headache, the CDC 

suggests that the benefits of using COCs 
outweigh the risks unless the headaches 
persist after 3 months of COC use. 

•	 For migraine without aura, the ben-
efits outweigh the risks in starting women 
who are younger than age 35 years on 
oral contraceptives. However, the risks of 
COCs outweigh the benefits in women 
who are age 35 years and older who 
develop migraine headache while on 

TABLE  Migraine headache and the risk of stroke

Risk factors Tzourio,5 RR Chang,6 OR

Migraine 3.5 3.7

Migraine + smoking 10.2 7.4

Migraine + COCs 13.9 6.6

Migraine + smoking + COCs – 34.4

Abbreviations: COCs, combination oral contraceptives; OR, odds ratio; RR, relative risk.
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COCs, or who have risk factors for stroke. 
•	 For migraine with aura, COCs are  

contraindicated. 
•	 Progestin-only contraceptives. The 

CDC considers that the benefits of COC 
use outweigh any theoretical risk of 
stroke, even in women with risk factors or 
in women who have migraine with aura. 
Progestin-only contraceptives do not alter 
one’s risk of stroke, unlike contraceptives 
that contain estrogen. 

My bottom line 
Can women with migraine headaches begin 
the use of combination hormonal methods? 
Yes, if there is no aura in their migraines and 
they are not older than age 35. 

Can women with severe headaches that 

are nonmigrainous use combination hor-
monal methods? Possibly, but you should 
discontinue COCs if headache severity per-
sists or worsens, using a 3-month time period 
for evaluation. 

How do you manage women with mi-
graines during the hormone-free interval? 
Consider the continuous method or shorten 
the hormone-free interval. 
Recommendations for complicated pa-
tients. Consulting the CDC’s US MEC da-
tabase7 can provide assistance in your care 
of more complicated patients requesting 
contraception. I also recommend the book, 
“Contraception for the Medically Challeng-
ing Patient,” edited by Rebecca Allen and 
Carrie Cwiak.10 It links nicely with the CDC 
guidelines and presents more detail on each 
subject. 
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