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Introduction (00:05): For many years we've known — obviously, as you said — that migraine 
is much more common in women than it is in men. And this was proven to be true many 
decades ago when they looked at what it is that's triggering a migraine attack in women. 
And we have very good evidence to show that it is the drop in estrogen that occurs just 
before the onset of a menstrual period that seems to be a very potent trigger for women to 
experience a migraine attack. But very recent evidence has shown us that, in women with 
migraine, that drop in estrogen right before the beginning of a menstrual cycle is much more 
rapid in a woman who has migraine than in a woman who does not have migraine. 

Elizabeth DeStefano (00:48): It's no secret that migraine disproportionately affects women 

— and presents differently among women with the disease. Are fluctuating hormones and 
menstrual cycles to blame? Why does migraine change throughout the seasons of some 
women's lives? Why are some women affected so dramatically by hormones and 
menopause while others are not? We're grateful to have Dr. Christine Lay here to discuss 
what we can do to effectively treat these often debilitating hormonal shifts and menstrual 
migraine. Dr. Lay, welcome back to the Migraine World Summit. 

Dr. Lay (01:21): Thank you. It's a pleasure to be here. 

Elizabeth DeStefano (01:23): In your article "Migraine in Women" in Neurologic Clinics, you 

point out that there are numerous times during a female's life when hormonal influences 
affect migraine. What are some of those times? 

Dr. Lay (01:35): Migraine is really a brain disease that affects women throughout their 

lifespan. We know that prior to puberty, migraine seems to affect boys a little bit more often 
than it does girls; but once the pre-puberty years begin and puberty really starts, we see this 
emerging female predominance. So, right at puberty; when a woman may or may not 
choose to use birth control; if a woman chooses to become pregnant — during pregnancy, 
things change; during breastfeeding, things change; there may be a reprieve when the 
hormones are relatively steady; but then once perimenopause arrives and then finally 
menopause, we again see these shifts in migraine. So it's really a disorder that afflicts 
women throughout their lifetime. I have patients even in their 80s — a woman in her early 
90s — who still has the occasional migraine attack. 

Elizabeth DeStefano (02:22): Why not all women? 

Dr. Lay (02:24): Well, there are a number of factors we know that play a role in whether you 

develop migraine or not — and whether you develop migraine that comes once in a while or 
migraine that comes very often. There are many different genes identified, and we know 
that this is an inherited disease, so that if you have relatives with migraine — parents or 
siblings — there's a higher chance that you're going to have migraine. If you yourself have 
migraine, there's a higher chance that you will pass that gene on to your children who may 
develop migraine, even in the very early years with some migraine variants — pediatric 
variants. But there are other factors that play a role — depending on the kind of job or 
lifestyle that a woman may lead — that may predispose her to having more balanced 
migraine. Or another woman who lives in a part of the country where the weather is 
terrible, and she has a high stress job — her migraine may be more often. So there are many 
factors that play a role — not just biology. 

Elizabeth DeStefano (03:19): What is the connection between a woman's menstrual cycle 

and migraine? 
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Dr. Lay (03:25): For many years we've known — obviously, as you said — that migraine is 
much more common in women than it is in men. And this was proven to be true many 
decades ago when they looked at what it is that's triggering a migraine attack in women. 
And we have very good evidence to show that it is the drop in estrogen that occurs just 
before the onset of a menstrual period that seems to be a very potent trigger for women to 
experience a migraine attack. But very recent evidence has shown us that, in women with 
migraine, that drop in estrogen right before the beginning of a menstrual cycle is much more 
rapid in a woman who has migraine than in a woman who does not have migraine. 

Elizabeth DeStefano (04:07): Interesting. In your recent article, "Management of Menstrual 

Migraine," you highlight that menstrual migraine can differ in some pretty important ways 
from migraine in general. What are some of those differences? 

Dr. Lay (04:21): Many women who have migraine around the time of their menstrual cycle, 

and at other times of the month, they will tell you that migraine that comes around the time 
of their period — it's harder to treat, it does not seem to respond to medications as well, it's 
often longer in duration, it has more disability — they're perhaps confined to bedrest — 
whereas at another time of the month, that medication they have to take seems to work 
quite well. So we know that the menstrual migraine attack can be far more problematic and 
difficult to manage. And therefore, the patient may have to work with their primary care 
provider to come up with a different strategy to manage that particular attack. There's even 
some recent evidence to suggest that when estrogen is low — and right before a period 
begins, estrogen is lower — that the triptans may not work as well. So that's perhaps why a 
menstrual migraine is more difficult to treat. 

Elizabeth DeStefano (05:12): Is it known why an attack would respond better to a 
medication like a triptan at one time versus another in the cycle? 

Dr. Lay (05:21): So, many other factors ... It may have something to do with estrogen. 

Perhaps when estrogen is lower, we know that serotonin — the "happy chemical," as many 
people know it — but we know it's intricately involved in migraine; when estrogen is low, 
maybe serotonin is also low. And so perhaps those triptans that are really a mainstay of 
therapy for decades — although we have some newer agents now, as well — but that may 
be part and parcel of it. But we know, even if you look at the same woman, she may respond 
to a particular triptan at a nonmenstrual migraine time and need a different triptan during 
her menstrual cycle. 

Elizabeth DeStefano (05:58): One of our viewers, Sharon, wrote in and explained how her 

menstrual migraine attacks begin a week prior to menstruation and then last an entire week. 
She said: "Sometimes I am bedridden and cannot do anything with the head pain, nausea, 
sometimes vomiting." What type of treatments are used in situations like Sharon's? 

Dr. Lay (06:17): So I think for Sharon, that sounds very disabling, and for many women, they 

do have a similar experience. We know that menstrual migraine itself may be in two forms: 
There may be pure menstrual migraine, which comes only around the time of the period, 
and then menstrually related migraine, which comes at other times of the month, as well. 
Typically, a menstrual migraine attack begins two days before the period actually arrives. 
And then it may [be], you know, two or three days after the bleeding has begun that the 
woman will notice the beginning of her menstrual migraine attack. So Sharon's may be a 
little bit different. Hers may be related to a change in the late luteal phase. But nonetheless, 
these are debilitating headaches. 
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Dr. Lay (06:55): And what we all encourage our patients with migraine to do is to take a look 
at lifestyle factors. Are you drinking enough water? Are you minimizing caffeine? Are you 
getting out to nature? Are you doing some form of exercise? Is your sleep routine good? Are 
you staying off the screen as much as you can? And these days it's almost impossible to do. 
But lifestyle factors become very important. Acute therapy is critically important. Very few 
women with a menstrually driven migraine attack can get away without taking something to 
turn off that attack, to lessen the pain, and help them get back to functioning. But for many 
women — and it might be in Sharon's case — that we need to look at preventive therapy. 
And that might be something that a patient takes every month — or it may be what we call 
"mini-prevention," where it's taken just around the time that that hormonally triggered 
migraine attack begins. 

Elizabeth DeStefano (07:47): So [that's] an obvious, important difference from use of a 

preventive in this instance versus migraine or non-menstrually related migraine? 

Dr. Lay (07:56): That's right. There may be some women who are able to just go with what 

we call this "mini-prophylaxis," which is taken just around the time when the menstrual 
migraine attack is predicted to come. There's a few issues that can be difficult, though: The 
period has to be regular, the woman must know when her period is coming, and she must 
know when her migraine attack is coming. So if she's expecting her period on a Friday, for 
example, she needs to know that her migraine usually comes on a Wednesday, and then the 
mini-prevention begins two days before that. So she might be beginning her mini-prevention 
on the Monday, even though her period's coming on the Friday, but her migraine is 
expected on the Wednesday. So there's a lot of management that goes into this. And it's 
much easier to plan ahead if a woman has a regular menstrual cycle; for women who don't, 
this mini-prevention is not necessarily the best avenue to follow. 

Elizabeth DeStefano (08:47): Are there certain classes of medications that would be used for 

a preventive approach in this way that is used only at certain points of the cycle? 

Dr. Lay (08:56): There are a number of different options. One option that many women do 

use is mini-prevention with a triptan — and we tend to go with the longer-acting triptans: 
One of them is called frovatriptan and the other one is naratriptan. So frovatriptan, for 
example, can be given twice a day for approximately five days around the time when that 
woman is expecting her menstrual migraine attack to turn up. But for women who aren't 
able to take triptans or find that that wasn't effective, there are many anti-inflammatories 
that can be given the same way, and there are even some women who find that some 
nutraceuticals, like magnesium, can be taken. For other women who are already on a daily 
preventive to manage their migraine, sometimes a small bump in the dose around the time 
of the menstrual migraine attack can also be used as a mini-prevention method. 

Elizabeth DeStefano (09:47): Shifting gears to menopause: Why is it that migraine first 

presents — or for many, worsens — at perimenopause or menopause? 

Dr. Lay (09:55): There are a number of factors that play a role. Menopause is really a 
protracted period of time — and before menopause is actually perimenopause. And this is 
when a woman begins to lose that regular, predictable change in hormones that she's 
become used to most of her life. The perimenopausal time can last 10 years, and 
menopause itself can last several years. So what we sometimes see is, as a woman is 
entering the perimenopausal years — perhaps even her late 30s, but for most women in 
their 40s — their period starts to come more often; perhaps it's lighter, perhaps it's heavier, 
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for some women the periods are more spread apart. But this is the time we often see 
women who will say, "You know what? I have these new headaches." And their family 
doctor — their primary care provider — might be saying, "We're a little bit worried. They 
have this new-onset migraine." 

Dr. Lay (10:45): But if you dig back a little bit, that might be a woman who remembers 

having "headaches" [makes air quotes] around the time she first got her period or 
headaches related to her menstrual cycle. And when you dig a little bit deeper, you find out 
that this woman is, in fact, someone who really did have migraine prior to her 
perimenopausal years, but they just weren't as disabling. But we do see women who are 
impacted by this irregular cycling of the estrogen hormone, particularly, and this seems to 
turn on migraine attacks. So we do see some women with first new-onset migraine in the 
perimenopausal years. 

Elizabeth DeStefano (11:19): And for those for whom the disease is worsening, what an 

awful contrast to the message that we often get — that migraine will improve as we get 
older. How common is it to see a worsening for those who had a known migraine disease 
prior to this stage of life? 

Dr. Lay (11:36): So, you're absolutely right, Elizabeth. We are really encouraging care 

providers to not tell women with migraine that it will go away with menopause. And we're 
trying to get the literature out there in informative ways — like what we're doing [here] — 
to teach women with migraine that it is unlikely that their migraine will just disappear once 
menopause arrives. And there's a number of issues around this: First of all, perimenopause 
and menopause is far too long a time to just wait for things to improve. But we do know if 
you look at the perimenopausal time, women who had a prior history of menstrually related 
migraine or pure menstrual migraine — they get into trouble because now those fluctuating 
hormones are not a nice cyclical pattern but they're quite erratic. And then for some 
women, this erratic period — they'll get through that; but then as they get into the closer 
stages of menopause itself, they get into trouble. In one study, they surveyed women in this 
menopause clinic — 60% of women had some kind of headache. And we're quite convinced 
that at least one-third of women still have migraine during the menopausal time. And it may 
take many years after their final menstrual period before things truly settle down and they 
begin to see a reprieve in their migraine. 

Elizabeth DeStefano (12:50): So, in addition to changes in frequency, are there other ways 

that migraine can change for a woman during perimenopause or menopause? 

Dr. Lay (12:58): So, migraine can become more often; it can become more disabling; for 

some women, it's longer lasting; it's harder to treat, perhaps — again, related to lower 
estrogen levels impacting how some of our medications work. For many women during the 
perimenopausal years and menopausal time, they have other symptoms of menopause. So, 
they're experiencing vasomotor symptoms — they have hot flashes — their sleep has 
become erratic, it's not as restorative. Depression is also at a higher risk during the year or 
two before menopause begins, and sometimes that can impact a migraine headache. The 
other thing that we commonly see in the clinical practice — and this has been reported in 
the literature — is that women who never had vestibular migraine or women who had 
vestibular migraine find that things are worse during the perimenopause or menopause 
years. And that's an attack of migraine with head pain, light and sound sensitivity, feeling 
unwell, perhaps nauseated — but also now these women are dizzy; they're experiencing 
vertigo, and that can become quite disabling during this time. 
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Elizabeth DeStefano (14:02): Whitney shared that her migraine has worsened around 
menopause and she's contemplating hormone therapy. She asks: "What type of treatment 
would make the most sense — full hormone replacement, bioidentical replacement...?" 

Dr. Lay (14:14): So, it's really on a very individual basis. And we encourage patients to think 
about this, and obviously care providers to really look at this carefully. What are the other 
risk factors? Is this a woman who can tolerate hormone replacement therapy? Absolutely 
should not be a smoker; should be a woman who does not have a history of breast cancer, 
for example, in herself or an immediate family member; certainly no other vascular risk 
factors of heart disease or stroke or mini-strokes — TIAs [transient ischemic attacks]. There's 
a number of different things that have to be looked at before we even say, "Let's go with 
HRT," for example. 

Dr. Lay (14:43): And typically these days, we think about HRT to be used in a woman who's 

also having symptoms other than the migraine headache — a woman who's got vasomotor 
symptoms, a woman who's having trouble sleeping, for example. That woman might be a 
good candidate for hormone replacement therapy to help the other symptoms of 
menopause and potentially help stabilize the estrogen a little bit so that her migraine 
becomes more manageable. It's very individualized whether bioidentical is the best, or a 
noncycling birth control pill, or [estrogen] patch therapy. And for many years there was a 
reasonable concern that an older woman who is at an increased risk of stroke anyway — just 
based on age — is that someone who should be put on patch therapy? But recent evidence 
tells us that it looks like patch therapy — estrogen patch therapy — does not increase the 
risk of stroke in a woman who is otherwise healthy and doesn't have other risk factors. 

Elizabeth DeStefano (15:47): You mentioned, in treating cyclically — or at certain points in a 
cycle — that there are certain options in preventive management. For someone in 
perimenopause, obviously that regularity is absent. How does that affect your approach in 
acute treatment choice? 

Dr. Lay (16:08): For a woman [whose] period is now unpredictable and her migraine is now 

unpredictable — we can't rely on that mini-prevention that we talked about. And even if a 
woman in the past had four or five migraine attacks in a month, and she had good success 
with them — her acute medication worked well — now that may not be true. We may have 
to change the acute therapy. We may have to switch her from one class of medication like 
the triptan to a ditan or a gepant. Maybe we have to combine therapy. Now perhaps we 
might need an anti-inflammatory added in to that acute therapy to give us a more robust 
response and better, effective therapy. 

Dr. Lay (16:46): For many women, it comes down to the ... we need to put that woman on 

some preventive therapy. We know that adding in preventive therapy can actually help 
acute therapy be more effective. Ideally, obviously, we're trying to reduce the frequency of 
those migraine attacks, the duration, the severity. But one of the side benefits of prevention 
therapy is that it looks like acute therapy can be more effective. Device therapy is also 
something that we consider. Maybe this is a woman who, for other reasons, can no longer 
use a triptan. Maybe she's got to look at some of the newer agents — the ditan, the gepants, 
anti-inflammatories. But device therapy is something that might become quite helpful at this 
time as well. 

Elizabeth DeStefano (17:27): One of our viewers, Karen, shared that her hormonal migraine 

is so debilitating that her gynecologist seems unable to help her. She asks: "How severe does 
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migraine have to be to be referred to a specialist? Should I see a headache specialist, or 
should I see a gynecologist?" What are your thoughts? 

Dr. Lay (17:45): It can be difficult because there's not a lot of teaching in medical school. So 

a gynecologist who looks after women throughout her lifetime may not have been at a 
medical school where a lot was taught about headache. So they've been put at a 
disadvantage. Many physicians now are becoming much more aware of this. There's a lot of 
self-education involved. We encourage women to keep a diary. That's always good when 
you have migraine — to take a look at when you're getting your migraine attack. Does there 
look like there's a pattern — perhaps at ovulation, perhaps around the time of your period? 
What are your current medications? And so if your primary care provider is an 
obstetrician/gynecologist who's not familiar with things — or your primary care provider is 
someone who's not well versed in headache management — then you need to advocate for 
yourself and say, "I'm not well. I'm very disabled by this headache." We know that migraine 
is the number one disabling condition neurologically in a woman between the ages of 15 
and 50, approximately. So, you have to advocate for yourself and ask to be seen. The 
pandemic has taught us that we can do some telemedicine. So even if you don't have a 
specialist immediately in your area, you might be able to refer to a specialist who can see 
you in a telemedicine visit and guide you and get you on some more effective therapy. 

Elizabeth DeStefano (19:03): And in that case, where someone living with migraine that they 

think is influenced either menstrually or around menopause — and they are starting over 
with a new provider — what type of provider would you recommend they first make contact 
with if they are in such a situation? 

Dr. Lay (19:19): It's definitely best to look for a provider who has some headache expertise 
— that might be a neurologist, that might be an internist, that might be a primary care 
provider who has comfort and expertise in headache. And patients are encouraged to look 
at things like the American Migraine Foundation website to find a provider in their area or in 
their local region who has some expertise in headache. There are many neurologists who 
have expertise in other areas. So it's not simply about, "I need to be seen by a neurologist," 
but perhaps looking for that neurologist who has expertise in headache management. 

Elizabeth DeStefano (19:54): In considering migraine around menopause or perimenopause, 
is testing of hormone levels helpful in management? 

Dr. Lay (20:02): Many women want to get tested and they want to know what's wrong with 

their hormones — and they want to know if they're in menopause yet. And generally we find 
that the testing levels are not very helpful. The test is one point in time. And [at] that one 
point in time, your hormones might look great; at another point in time, your hormones 
might be low. It's really the transition of the hormones that seem to trigger more migraine 
trouble for women. So testing at a certain point in time is not generally helpful. Many 
women, you know, once they've really been a year or two after their last or final menstrual 
period — and they no longer have hot flashes and things — they are probably in 
menopause, and a blood test would show that. But they already know that they're probably 
in menopause. So we try not to encourage patients to chase numbers or other providers to 
chase numbers, because they're generally not very helpful. 

Elizabeth DeStefano (20:55): Stepping away from menopause, specifically, and generally 

back to hormonal migraine: Are there any supplements that can be useful? I heard you 
mention magnesium earlier. 
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Dr. Lay (21:06): These days many practitioners are really encouraging nutraceutical therapy 
to improve function so that the patient has something that's nonpharmacologic. And ideally, 
many of us would like to get patients off of their drug therapy and have them continue on 
nutraceutical therapy. So, magnesium has been shown to be very helpful in migraine in 
general — and particularly hormonal migraine. There are many different types available. 
There are many patients who will take it on a daily basis to help manage their migraine. And 
then there might be a bump or an increase in the dose around the time of their hormonal 
attack. The B vitamins are also very helpful: B2 (riboflavin), we know is very good in 
migraine. But the B complex can be quite helpful. And B6 has had some benefit in other 
symptoms that women experience around the time of their menstrual cycle. Coenzyme Q10 
has shown good benefit in migraine, as well. And vitamin D — we're definitely encouraging 
patients to make sure that they're taking some form of D supplementation. Many patients 
feel like if they're out in the sun, their D must be fine. But the vitamin D is really only 
manufactured when the sun hits the skin at a particular angle at a particular time of day — 
it's difficult to get that. So vitamin D supplementation can be quite helpful. 

Elizabeth DeStefano (22:23): And the B vitamins, vitamin D, CoQ10 ... Would those be taken 

every day or could they be altered in dose, such as you mentioned with magnesium, too? 

Dr. Lay (22:34): They can be. I think for vitamin D it's best to just take that on a daily basis, 

and bumping it up isn't really going to make much difference. The magnesium: I found some 
patients can bump up the dose and get benefit. I have a smaller number of patients who are 
on a steady dose of coenzyme Q10, and they bump that up a little bit. And probably a larger 
number of patients who may be on, for example, 50 milligrams of a B-complex vitamin 
throughout the month — and then they double that up to 100 milligrams around the time of 
the hormonal shift. But again, if we're talking about women in perimenopause and 
menopausal years, that becomes very unpredictable — and you don't know necessarily 
when you can bump up those milligrams. So that's why I generally encourage patients to 
take that on a daily basis. 

Elizabeth DeStefano (23:18): And would you recommend checking of levels here? 

Dr. Lay (23:21): Generally, we don't check levels other than perhaps vitamin D if we're 

concerned that a patient has a very low level of vitamin D — because the over-the-counter 
supplementation might not be enough and they might need prescription vitamin D. But 
testing levels for magnesium and the others isn't generally helpful. 

Elizabeth DeStefano (23:38): How is it that nutraceutical approaches are interacting with 

hormonally affected migraine? Is it in any way playing in to a goal to help balance hormones 
or is it something different? 

Dr. Lay (23:51): I think it's probably something different. I don't think that these 

nutraceuticals, as we call them, really balance hormones. They help counteract the other 
changes that are going on in our bodies — sort of the neurochemical changes or some of the 
vascular changes that may be happening. They don't really balance hormones, but they're a 
little bit like a set of armor that helps the patient prepare for that battle of the hormonal 
migraine that's about to arrive. 

Elizabeth DeStefano (24:15): What other nonmedicinal options exist for managing hormonal 

or menstrual migraine? 

https://www.rev.com/transcript-editor/Edit?token=gEQgreHOFtSex_mpA7THTpMO5D77W-i-ZqoSGO2kyvmPAMyHWcifB0mOZPIltbtRLvANT_lH6zph_BS8WcBMQ2rqz7s&loadFrom=DocumentDeeplink&ts=1266.15
https://www.rev.com/transcript-editor/Edit?token=M4xkt0VWjKBftTRDX6MbAU8Fw3LFptYi4FxAA87koL4Q5TYEj9dos_uo7dWyM4PDjwT4jrsSvJ-Z-Hja02dQ0qdwXA0&loadFrom=DocumentDeeplink&ts=1343.19
https://www.rev.com/transcript-editor/Edit?token=VfdbNcZx3uTNiDbsPzLYiG3N50N8eQ50erGg-zGtddGVwKhQtLNvKLi9p1ENLuOpFNOm2y5tkK019nZIuMyLeqiBcys&loadFrom=DocumentDeeplink&ts=1354.53
https://www.rev.com/transcript-editor/Edit?token=mA15OT3UNqwaoDwnr_BYgQHDDdEeXKmeWyw9qIgObMGJyj79WRMTfrwC1MlXYLf5Qbxv8RVJxxqtpCmCzb3MIf9vkg4&loadFrom=DocumentDeeplink&ts=1398.63
https://www.rev.com/transcript-editor/Edit?token=lJTRBEBEhhkIbFLVB6GeM2bl13lGpxVZzdgnXiXYpRDa2tR1OYOjQc4U6PUeQ1NRgdcion-54Z4wjS5FoLggEw_ZmkI&loadFrom=DocumentDeeplink&ts=1401.15
https://www.rev.com/transcript-editor/Edit?token=-TQDmgezqL1y70AlE4kGejgD9Edz4bBzgZ_PhsDycSFnBPCs_Kaxrv7iXV-v4c30ykOBoGWPBPmcozqA-27-8ViDk2M&loadFrom=DocumentDeeplink&ts=1418.91
https://www.rev.com/transcript-editor/Edit?token=Eoa0YfuT2v6rtUdDMZqtZOptCfSZLYtCVX0hZeET0a-dAKeM6_APFW5J-7tMJH4MxzgQdDZderz54gIZswaMS-ihr4U&loadFrom=DocumentDeeplink&ts=1431.25
https://www.rev.com/transcript-editor/Edit?token=FZ8KOZ0HkfAnEn-DaQ6sydjpJcPW-1G82JyxrrjXs0wDVLWt5R-0_eF6WyX2LuzQtOmlpG7h19jP1gke4v0TPFmi_fY&loadFrom=DocumentDeeplink&ts=1455.97


 

9 

© Copyright Migraine World Summit 2021. All rights reserved. 

 

 

Dr. Lay (24:21): So again, back to the lifestyle — I'm a big proponent of that. Sleep is 
critically important and I think if you're not sleeping well, you need to talk to your doctor 
about that. I generally — and many of my other colleagues — don't generally encourage 
sleeping pills to improve your sleep. But looking at other ways — perhaps CBT [cognitive 
behavioral therapy] or mindfulness to improve your sleep ... CBT, mindfulness, in general, 
can be very good to help manage our stress levels. Because if our stress levels are higher, 
our stress hormone is higher — we're going to be more vulnerable to that attack. Staying 
well hydrated, knowing your caffeine — many patients don't realize that some of the coffee 
they purchase at local coffee shops has an enormous amount of caffeine in it, and that can 
disrupt their sleep. 

Dr. Lay (25:03): And we always encourage not skipping meals, eating on a regular routine. I 
don't generally have patients follow very strict diets. There may be a patient who has known 
celiac disease and needs to be gluten free, for example. But I generally encourage patients 
to think about fresh food being best, frozen being a close second, and canned food being a 
very distant third. And reading the labels and looking to see: Are there a lot of additives or 
preservatives or colors in that particular product and I'd be better off buying this product 
because it looks perhaps healthier or more natural? But beyond the lifestyle changes that 
you make sort of around yourself — then getting out, getting some exercise, going for a 
walk. Research out of Stanford a few years ago showed that just exposing yourself to nature 
— not being out in the park reading your phone or talking on the phone — but actually 
being cognitively aware of what you're seeing, what you're hearing, what you're smelling, 
what you're touching and feeling in nature, has a very positive, powerful impact on the 
brain. So I encourage that in our patients. And then again, we have device therapy — 
nonpharmacologic methods of turning off an individual attack with some devices and then 
other devices help us prevent those attacks in the first place. 

Elizabeth DeStefano (26:18): Are there any devices you've found potentially most beneficial 

with menstrual or hormonally related migraine? 

Dr. Lay (26:26): I think it really, again, depends on the patient. We have a number of 

patients who've found the headband device to be very effective — both on a preventive 
basis and then an acute basis when they have an attack. I have many colleagues in the States 
who've found the armband device to be quite effective to help turn off an attack in 
conjunction often with, perhaps, an oral medication that the patient has taken. 

Elizabeth DeStefano (26:49): So it sounds like you're really looking at this from so many 

angles: different types of preventive therapies, acute therapies, lifestyle modification — and 
not underestimating or [under]valuing that. And then, as well, considering how 
neuromodulation might fit into the picture. 

Dr. Lay (27:06): Absolutely. And I think that's the beauty and the hard part, too, of managing 

patients with headache — it has to be individualized. There is not one solution that fits all 
patients. So that's the beauty and the art of the medicine side. But it also can be frustrating 
because many times colleagues or patients will say, "Just give me the best drug. I just want 
the best drug." And the best drug is the best one that works in that patient. You know, we 
have data, we have clinical experience that we rely on, but that doesn't mean that every 
patient is going to respond the same way. So it has to be very individualized. 
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Elizabeth DeStefano (27:41): Can hormonal or menstrual migraine mask any other 
conditions? Or do they often coexist with any other specific conditions that we should be 
aware of? 

Dr. Lay (27:49): So for many women around this time in their life ... commonly, some women 
will say, "You know what? My mood is low. I'm feeling depressed. But it's because I have 
such bad headaches. It's because of the headaches. It's because the headaches aren't 
responding to therapy." And we encourage patients to think about themselves as a whole 
person and not necessarily blame their migraine as causing a mood change, for example, but 
really be understanding of that. You know, a study just published in July of this year in 
Menopause really confirmed that in the year or two before a woman's last menstrual cycle 
and a year or two after that, she's at a much higher risk of depression. And so we need to 
treat depression along with treating the migraine attack. So that might mean cognitive 
therapy, mindfulness, pharmacologic therapy. So, mood changes are common. Sleep 
disturbances can be common. We can't just presume that a woman is in menopause and 
she's got irregular sleep because of menopause. Maybe she has a primary sleep issue. 
Maybe she's developed sleep apnea. Maybe she has movements during the night that cause 
her to wake up and have poor quality sleep. 

Elizabeth DeStefano (28:54): Are there any final thoughts you'd like to leave with the 

audience, Dr. Lay? 

Dr. Lay (28:58): I think that migraine patients ... we're strong, or you know, we're going to be 
determined. Just keep persisting, advocate for yourself, find ways to get the best help that 
you need. Because the vast, vast majority of patients can be helped and their disability can 
go down dramatically once the right therapy is found and not to give up on it. And the other 
thing I would emphasize, which you already said, but I'll say it again is: Never underestimate 
the value of the lifestyle management piece. I often say to patients that the medication that 
I give them is not going to be the magic bullet. I wish I had one — all of the providers and 
patients wish we had that magic bullet — but we don't have it. Not yet, anyway. We have 
lots of really good bullets. But lifestyle is really important to help bring everything together 
so the patient has the best results. 

Elizabeth DeStefano (29:48): Where can we learn more about your work or follow your 
work? 

Dr. Lay (29:53): Oh, I'm based at the University of Toronto, and so there is a website there 
that talks about some of our research. And I'm also affiliated with the American Headache 
Society and the American Migraine Foundation. I think those are both fantastic resources for 
patients to go to. 

Elizabeth DeStefano (30:09): We have covered so many important areas of menstrual 

migraine, hormonal migraine. And we know so many in our audience will be so grateful for 
your time and expertise. Thank you so much, Dr. Lay, for joining us again this year at the 
Migraine World Summit. 

Dr. Lay (30:23): Thank you so much, Elizabeth. Appreciate it. 
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