Migraine in Pregnancy & Breastfeeding
These guidelines supplement the Oxfordshire Acute and Prophylactic Adult Migraine Management Guidelines.
Most migraine improves during pregnancy so, as a general rule, minimal medical intervention is needed and if the woman is
already on prophylaxis for migraine, this should be stopped. However, approximately 1 in 10 female migrainers get worse
and a few will get migraine for the first time during gestation (normally the first trimester).
Severe migraines in pregnancy can have negative consequences for mother and foetus, including poor nutrition,
dehydration, sleep deprivation, increased stress, and depression. Active migraine in pregnancy is associated with vascularrelated problems for the mother, including high blood pressure, pre-eclampsia or stroke (which is rare) – all of which have
ramifications for the foetus. So sometimes having no medicine at all for migraine is not an acceptable option for pregnant
migraine sufferers, and the benefits of treating can outweigh the risks.
Manufacturers don’t recommend any medications in pregnancy, so their use is unlicensed. We recommend you provide
your patient with an information leaflet, such as from the following website pertaining to any medication you are both
considering. This website is provided by the UK Teratology Information Service and is a not-for-profit organisation funded by
Public Health England. It provides a summary of the research around the medication in pregnancy, written in a format
appropriate for the average patient:
http://www.medicinesinpregnancy.org/
For ease, clicking on the medicine appearing as a link below will take you to the relevant patient information leaflet.

A stepwise Approach
PREGNANCY
st

1 Line: Lifestyle Interventions


Stress. A potent trigger for migraine. Encourage
relaxation techniques such as yoga, Pilates, meditation,
mindfulness.



Sleep. A disrupted sleep schedule is another potent
trigger. Patients should be going to bed at the same
time each night, getting adequate hours of sleep, and
waking at the same time each morning, weekends
included. Some patients find that sleeping even 30
mins longer can trigger migraines (“Saturday morning
migraine”).





Hydration. Dehydration can trigger migraines.
Encourage plentiful fluids, little and often if they suffer
morning sickness. Avoid high intake of caffeinated and
sugary drinks.



Exercise. Migraine has a large vascular component, so
it is no surprise that improving vascular tone is helpful.
They don’t have to be running marathons! A brisk walk,
getting the heart rate above 100 for 20-30 mins, ideally
five days per week, may be all that is needed.

Disrupted meal times. Skipping meals and going hungry, or aggressive diets, can trigger migraines. Encourage regular
meal times to avoid fluctuations in blood glucose/nutrition. For migraineurs with morning sickness exacerbating
migraines, have a lower threshold for offering anti-emetics (such as metoclopramide or prochlorperazine).

2nd Line: Acute Therapy
Acute therapy should be taken as soon as the headache starts. Delaying treatment makes it less effective and can
prolong the migraine.
1. Paracetamol 1g (max QDS).BNF advice: not known to be harmful
2. Ibuprofen 400mg (first choice), or Aspirin 300mg, or Naproxen 250mg, (or Diclofenac 50mg – though formulary
restrictions) if lifestyle improvements and paracetamol have not been helpful. Foetal medicine consultants advise
NSAIDS should only be taken between 12 weeks and 24 weeks gestation, and for occasional use only (see BNF for
risks in third trimester). Note the lower doses than those used for migraine treatment in non-pregnant women.
3. Sumatriptan 50mg. BNF sites limited evidence in pregnancy and avoid unless potential benefits outweigh risks.
However, SIGN guidance1 and recent meta-analyses2 sporadic use can be considered in pregnant women in all stages
of pregnancy following discussion with patient.
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If nausea is present, offer acute therapy in combination with an anti-emetic:


Metoclopramide 10mg (max TDS)
BNF advice: Not known to be
harmful.



Prochlorperazine 10mg (oral)
(max TDS) BNF advice:
Extrapyramidal effects and
withdrawal syndrome have been
reported occasionally in the
neonate when antipsychotic drugs
are taken during the third
trimester of pregnancy. See BNF
for full details.



Cyclizine 50mg (max TDS) BNF
advice: Manufacturer advises
avoid; however, there is no
evidence of teratogenicity. The
use of sedating antihistamines in
the latter part of the third
trimester may cause adverse
effects in neonates such as
irritability, paradoxical excitability,
and tremor.

A note on Medication Overuse Headache:
This occurs if paracetamol or NSAIDS are taken on 15 days per month, or triptans or codeine on more than 10 days per
month, for 2-3 months. This normally manifests as increasingly frequent and severe migraines with a persistent grumbling
headache in-between.
Codeine is often used in pregnancy for pain conditions including headache. We have not recommended this routinely
because of significant risk of medication overuse headache. However, occasional use may be acceptable- please see BNF
for warning.

3rd Line: Preventative Therapy
OUHFT Obstetricians are content for you to prescribe prophylaxis without referral. However, they are happy to offer
advice if you would like it: Silver.star@nhs.net
Usually, preventer medications are considered in pregnant women if they are getting prolonged migraines 3-4 times per
month (which would put patients at risk of medication overuse headache when using acute therapy). If so, use the lowest
dose necessary to control the migraines. Pregnant women may need higher doses for efficacy than if they were not
pregnant. Remember: it takes up to six weeks for preventers to work.
1. Aspirin 75mg OD from 12 weeks is the safest choice out of the three options in opinion of foetal medicine
consultants.
2. OR
Propranolol MR 80-240mg if there are no other contraindications (such as asthma). BNF advice for systemic betablockers: Beta-blockers may cause intra-uterine growth restriction, neonatal hypoglycaemia, and bradycardia; the risk
is greater in severe hypertension. Beta-blockers are often used for hypertension in pregnancy. Associations between
beta-blockers and intrauterine growth restriction have been identified but literatures reviews1,3 point out that these
associations are confounded by maternal hypertension itself increasing this risk, so contribution of beta-blockers to
this outcome remains unquantified. There are risks of fetal bradycardia from the second trimester onwards, and
newborn hypotension and hypoglycaemia – especially in the premature. Newborns are therefore be monitored
around delivery.
OR

3. Amitriptyline 10-50mg nocte (doses up to 150mg acceptable but expert opinion is that additional benefit is small
above 50mg). Start at 10mg nocte and increase as tolerated in 10mg steps every few days. Caution drowsiness and
driving the next day (take earlier the night before if this is a problem). BNF advice: Use only if potential benefit
outweighs risk.
Other preventatives are not recommended for migraine prophylaxis (though some women may be offered venlafaxine
for co-morbid mental health treatment following advice from an obstetrician or perinatal mental health specialist).
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BREASTFEEDING
st

1 Line: Lifestyle Interventions


As above.

2nd Line: Acute Therapy
To be offered stepwise or as combination therapy.
1. Paracetamol 1g (max QDS). BNF advice: amount too small to be harmful.
2. Ibuprofen 600mg stat (max QDS); or Naproxen 500-750mg stat (max 1.25g in 24 hours); or Diclofenac 50mg stat (or
100mg suppository. Max 150mg daily). BNF advice for oral ibuprofen: Use with caution during breast-feeding. Many
manufacturers advise avoid but amounts of NSAIDs in milk too small to be harmful.
Avoid Aspirin. Risk of Reye’s Syndrome.

3. Sumatriptan 50-100mg stat followed by 50-100mg after at least 2 hours if required. Max 300mg per day. Amount in
milk too small to be harmful. BNF advice: Present in milk but amount probably too small to be harmful; withhold
breast-feeding for 12 hours after treatment. (Though note: half-life of sumatriptan is 2 hours).
OR
Zolmitriptan 2.5mg stat followed by 2.5mg after at least 2 hours if required. Max 10mg per day. (Offer nasal
formulation if vomiting: 5mg stat, with a further 5mg at least 2 hours later if required. Max 10mg per day). BNF
advice: Use with caution present in breast milk in animal studies.
Other triptans may be tried as per OCCG Adult Migraine Acute Therapy Guidelines but the BNF advises withholding
breast-feeding for 24 hours after treatment.
If nausea present, offer a concurrent anti-emetic:


Cyclizine 50mg (max TDS). BNF advice: No information
available. Most antihistamines are present in breast
milk in varying amounts; although not known to be
harmful, most manufacturers advise avoiding their use
in mothers who are breast-feeding.

Domperidone 10mg (max TDS). BNF advice: amount in
milk too small to be harmful.

3rd Line: Preventative Therapy
Offer as per patient preference, and especially consider if patient is getting prolonged migraines 3-4 times per month
(which would put them at risk of medication overuse headache when using acute therapy).
Offer either of the following as per patient and clinician preference. Remember: it takes up to six weeks for preventers to
work.


Propranolol MR 80-240mg or Metoprolol 100-200mg
in daily divided doses. BNF advice: With systemic use in
the mother, infants should be monitored as there is a
risk of possible toxicity due to beta-blockade. However,
the amount of most beta-blockers present in milk is too
small to affect infants.



Amitriptyline 10-50mg nocte. Start at 10mg nocte and
increase as tolerated in 10mg steps every few days.
Caution drowsiness and driving the next day (take
earlier the night before if this is a problem).. BNF
advice: The amount secreted into breast milk is too
small to be harmful.

Other prophylaxis options may be available and GPs are able to write into the Oxfordshire Headache Pathway to seek
advice form the triaging headache consultant.
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