Short-Term Prevention of Perimenstrual Migraine With Rimegepant: A Real-Life Case Series
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Supplemental data

Case 1 (Menstrual Migraine)
A 32-year-old patient presented with a history of episodic migraine without aura dating back to her teenage years (18 years total). At initial presentation, she reported an average of 5 monthly migraine days over the preceding three months, with attacks lasting approximately 24 hours on average. Pain intensity was rated as 6 out of 10 on the visual analogue scale (VAS). The patient used sumatriptan as acute migraine treatment, which demonstrated good efficacy in eliminating headaches within 30 minutes but was associated with a high recurrence rate the following day. She was not using hormonal contraception at the time of consultation and had developed pure menstrual migraine patterns since discontinuing hormonal contraception two years previously.
Her medical history included Hashimoto thyroiditis treated with levothyroxine 50 μg daily. Previous migraine preventive medications included metoprolol and topiramate, both of which were discontinued due to lack of efficacy. We initiated treatment with eletriptan to address the recurrent headache pattern and referred the patient for non-pharmacological management with biweekly biofeedback therapy.
At the four-month follow-up visit, the patient reported improved tolerability of eletriptan compared to sumatriptan, though efficacy remained unchanged. She continued to experience 5 migraine days per month despite treatment with the longer-acting triptan, prompting the decision to initiate short-term preventive treatment with rimegepant. Her menstrual cycle was regular with a duration of 4-5 days, with bleeding intensity highest during the first two days. The average cycle length was 31.5 days. No significant changes in menstrual cycle intensity or duration were observed during rimegepant treatment.
During rimegepant therapy, the patient demonstrated both a reduction in overall migraine days and successful prevention of perimenstrual migraine attacks. Treatment tolerability was excellent throughout the observation period.
Case 2 (Menstrual Migraine)
This 31-year-old patient presented with a history of episodic migraine with aura manifesting as pure menstrual migraine since her second pregnancy. Aura episodes were infrequent, occurring approximately twice yearly, and consisted of visual and sensory symptoms with occasional aphasic components lasting up to one hour, followed by migraine headache. Typical migraine duration ranged from two to three days. Over the three months preceding her initial consultation, she experienced one perimenstrual attack per month on average.
For acute treatment, the patient had been using NSAIDs but experienced poor tolerability due to gastrointestinal adverse effects. No significant comorbidities or concurrent medications were reported, and she had never received migraine preventive therapy. Her menstrual cycle was regular (average length 30.0 days), and she was not using hormonal contraceptives.
Given the poor NSAID tolerability, we initiated frovatriptan as acute migraine therapy and began short-term perimenstrual preventive treatment with rimegepant. Initially, the patient responded favorably to this regimen. However, she subsequently reported that rimegepant appeared to delay rather than prevent migraine attacks, with episodes occurring post-menstrually. This resulted in successful reduction of perimenstrual migraine days but no sustained decrease in overall monthly migraine frequency. No treatment-related adverse events were reported.
Case 3 (Menstrually-Related Migraine)
This 32-year-old patient presented with menstrually-related migraine without aura with onset at age 20. Migraine attacks outside the perimenstrual window occurred rarely. Average attack duration over the preceding three months ranged from one to two days, with mean pain intensity of 8 out of 10 on the VAS. Her history of acute migraine treatments included various NSAIDs with limited efficacy; at presentation, she was using zolmitriptan nasal spray with moderate effectiveness.
No relevant concurrent medications or comorbidities were identified. This patient had not received prior migraine preventive therapy and was not using hormonal contraception at the time of presentation. Her average cycle length was 29.0 days.
During short-term preventive treatment with rimegepant, the patient reported successful cessation of perimenstrual migraine attacks. However, she developed migraine episodes outside the menstrual period approximately one week later, which represented an unusual pattern for her historical presentation. Treatment tolerability was excellent throughout the observation period.
Case 4 (Menstrually-Related Migraine)
This patient first presented to our headache clinic at age 42 with a history of episodic menstrually-related migraine without aura dating back to puberty. Over the three months preceding consultation, she experienced one to two attacks monthly with an average duration of three days. She had never received preventive migraine therapy and reported no concurrent medications or significant comorbidities. NSAIDs served as her acute migraine treatment. Hormonal contraception was previously used in this patient. Her average cycle length was 32.5 days.
We prescribed frovatriptan for the management of longer-duration attacks and initiated short-term preventive treatment with rimegepant. During therapy, the patient initially achieved cessation of perimenstrual migraine attacks; however, these episodes recurred later in the treatment period. Overall monthly migraine frequency was not consistently affected by the short-term perimenstrual prevention strategy. No adverse events were reported during treatment.
Case 5 (Menstrually-Related Migraine)
This 22-year-old patient had experienced episodic migraine without aura since childhood, with menstrual association developing after puberty onset. Initial headache frequency varied widely between 4-14 days per month. Following patient education and instruction in non-pharmacological approaches such as relaxation techniques, she became better able to identify and characterize her migraine attacks. During the three months prior to consultation, she reported an average of six migraine episodes monthly with durations ranging from six to twelve hours. Her average menstrual cycle length was 28.5 days.
Her acute treatment regimen included NSAIDs and frovatriptan. Previous therapeutic trials with sumatriptan, zolmitriptan, and eletriptan had been discontinued due to tolerability issues. Two years prior to presentation, amitriptyline had been prescribed as migraine prevention but was discontinued after two months due to adverse effects. Subsequently, she was treated with erenumab, a monoclonal CGRP receptor antibody, for six months without significant improvement in migraine frequency.
At presentation, she reported no concurrent medications and denied relevant comorbidities. Her menstrual cycle was regular, and she was not using hormonal contraceptives. During rimegepant treatment, the patient noted complete cessation of perimenstrual migraine attacks and expressed overall satisfaction with treatment efficacy. Tolerability was reported as excellent. However, analysis of her prospective headache diary revealed no overall reduction in monthly migraine days during the treatment period.
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