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Abstract
Objective To investigate headache treatment before and during pregnancy.
Background Most headaches in pregnancy are primary disorders. Headaches are likely to ameliorate during pregnancy, although
they may also begin or worsen. Most headache medications should be avoided during pregnancy because of potential fetal risks.
However, only scarce evidence on headache drug consumption during pregnancy is available.
Design ATENA was a retrospective, self-administered questionnaire-based, cohort study on women in either pregnancy or who
have just delivered and reporting headache before and/or during pregnancy.
Results Out of 271 women in either pregnancy or who have just delivered, 100 (37%) reported headache before and/or during
pregnancy and constituted our study sample. Before pregnancy, the attitude toward the use of symptomatic drugs was charac-
terized by both a strong focus on their safety and the willingness to avoid possible dependence from them. Compared to the year
before, pregnancy led to changes in behavior and therapeutic habits as shown by a higher proportion of patients looking for
information about drugs (44/100 [44%] vs. 36/100 [36%]) and a lower proportion of those treating headache attacks (88/100
[88%] vs. 52/100 [52%]) and by a lower use of nonsteroidal anti-inflammatory drugs (68/100 [68%] vs. 5/100 [5%]) and a much
higher use of paracetamol (33/100 [33%] vs. 95/100 [95%]).
Conclusions Pregnancy changes how women self-treat their headache, and leads to search for information regarding drug safety,
mostly due to the perception of fetal risk of drugs. Healthcare providers have to be ready to face particular needs of pregnant
women with headache.

Keywords Drugs . Headache .Migraine . Cohort study . Pregnancy . Fetal risk

Abbreviations
NRS Numeric rating scale
NSAIDs Nonsteroidal anti-inflammatory drugs

Background

Headache is a common symptom in women, affecting almost
20% of female general population as a primary disorder [1].
The occurrence of headache is influenced by female hormonal
changes throughout the life cycle [2], and a large portion of
pregnant women refers primary headaches, including tension-
type headache andmigraine [3]. Although the gestation, main-
ly during the last two trimesters, is usually associated with a
decrease of attack frequency and severity in migraineurs [4,
5], 4–8% of patients report a worsening of symptoms and, in
some subjects, migraine appears for the first time in the first
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trimester of pregnancy [6]. Several critical issues affect the
management of headache, and particularly migraine, in preg-
nancy. On the one hand, migraine per se is a risk factor for
gestational complications, such as hypertension, preeclamp-
sia, and ischemic stroke [7], and it can lead to impaired nutri-
tional intake, dehydration, sleep deprivation, high stress, and
depression with associated adverse events on maternal and
fetal well-being, when untreated or poorly managed [8]. On
the other hand, the consumption of medications, with proven
or unknown teratogenic potential, to treat [9, 10] or prevent
[11–13] headache attacks can result in fetal malformations.
Paracetamol, the recommended acute treatment for migraine
attacks during pregnancy, has been associated, on long-term
use, with adverse neurodevelopmental outcomes [14], atten-
tion deficit hyperactivity disorder [15, 16], and hyperkinetic
disorders [15] in children. Furthermore, a meta-analysis re-
cently confirmed the association between the prenatal paracet-
amol exposure and the increased risk of child asthma [17]. In
another meta-analysis which compared triptan-exposed wom-
en with the healthy controls during pregnancy, a significant
increase in the rates of spontaneous abortions was found,
while no increased risk of fetal malformations or prematurity
was detected [18].

Notwithstanding the high prevalence of headache in women
with childbearing potential [19], hence candidate to drug con-
sumption during pregnancy, evidence about the safety of head-
ache medication use during gestation is still limited. It is worth
noting that most patients are not aware of the multifaceted risks
due to migraine during pregnancy mentioned above: risks di-
rectly linked to the disease, risks due to its inappropriate treat-
ment, and risks associated with headache medications [20]. In a
Norwegian cross-sectional Internet-based survey [21], the ma-
jority of pregnant women and new mothers with migraine re-
ported the intake of symptomatic medications during pregnan-
cy, with a decreased use of triptans and nonsteroidal anti-
inflammatory drugs (NSAIDs) in favor of paracetamol com-
pared to the pregestational age, yet less than a third considered
their headache to be optimally treated. Many women were con-
cerned about whether it was safe to continue drug treatment
during pregnancy and sought information about their medica-
tions [21]. Data about headache presentation and its treatment
in pregnancy have never been collected in the Italian popula-
tion. In this scenario, we aimed to investigate headache before
and/or during pregnancy in a cohort of women, focusing on its
pharmacological treatment, in terms of attitude on drug use,
need of information on medications, and perception of the pos-
sible risks to the fetus deriving from drug consumption.

Methods

We performed a retrospective cohort study with cross-
sectional collection of data by convenience sampling of

treatment-seeking individuals. From July 12, 2017, to
September 2, 2017, women (≥ 18 years old) either in the last
period of pregnancy (i.e., while they were admitted for
planned delivery) or who have delivered in the previous 7
days were screened at the Maternal and Child Department,
Careggi University Hospital, for enrolment in the study.
Women who reported a diagnosis of secondary headaches,
according to the International Classification of Headache
Disorders 3rd edition (ICHD-3) [22], were not considered
eligible to the study. Patients who reported having experi-
enced headache before and/or during pregnancy were asked
for filling a self-administered questionnaire, translated and
adapted from Amundsen et al. [21]. The questionnaire was
constituted by seven main sections: personal information,
pregnancy information, headache history, headache presenta-
tion and medications before and during pregnancy, attitude
toward use of headache medications before and during preg-
nancy, perception of fetal risk of drugs and substances during
pregnancy, and research of information on headache medica-
tions before and during pregnancy (Table 1). We adapted and
translated in Italian the Amundsen’s questionnaire
(Supplementary Materials) in order to administer it to
Italian-speaking participants.

According to the descriptive aim of the study, no formal
sample size calculation has been performed. The answers re-
ported by the patients in the paper version of the questionnaire
were transferred to an electronic database and analyzed by
descriptive statistics (e.g., proportions and percentages for
quantitative and categorical variables; mean ± SD or median
and interquartile range (IQR) for continuous variables). The
analysis was performed using Prism, 8.3.1 (GraphPad
Software, San Diego, CA, USA). The participants were asked
to express their opinion about headache medicine and sub-
stance consumption in pregnancy, in terms of perception of
risk to the fetus, on a risk scale (from 0 [“not harmful”] to 10
[“very harmful”]). For analysis purposes, values ranging from
0 to 3 were considered as “low risk,” values from 4 to 6 were
considered as “intermediate risk,” and values from 7 to 10
were considered as “high risk.” Original data are available
on request from the authors.

Results

Study population

One hundred thirty-nine (51%) out of 271 screened women
referred a history of headache, prior to and/or during pregnan-
cy. One hundred women (37% of 271) signed the informed
consent and participated in the study. Results are reportedwith
detailed information about numbers and percentages of par-
ticipants who gave answers. Numbers and percentages of pa-
tients that did not answer to each question, as they are low and

1896 Neurol Sci (2021) 42:1895–1921



Table 1 Original questionnaire from Amundsen et al. [21]

Which of this holds true for you? If you are both pregnant and have previous children, please tick “I am pregnant”

⃝ I am pregnant ⃝ I am a mother

Personal information

First, we would like to ask you some personal questions. Your answers will provide us with some background 

information, which will make study interpretation easier. It will not be possible to identify you from your given 

answers.

Year of birth (year in yyyy)?

Marital status

⃝ Married ⃝ In a relationship ⃝ Single ⃝ Other

In which county do you live?

⃝ Akershus ⃝ Aust-Agder ⃝ Buskerud ⃝ Finnmark ⃝ Hedmark ⃝ Hordaland ⃝ Møre og Romsdal ⃝ Nord-

Trøndelag ⃝ Nordland ⃝ Oppland ⃝ Oslo ⃝ Rogaland ⃝ Sogn og Fjordane ⃝ Sør-Trøndelag ⃝ Telemark ⃝

Troms ⃝ Vest-Agder ⃝ Vestfold ⃝ Østfold ⃝ Abroad ⃝ Other

Profession/Employment situation

⃝ Student ⃝ Employed (check here even if you are currently on sick leave) ⃝ Housewife 

⃝ Maternity leave ⃝ Other

Highest educational level

⃝ Primary school ⃝ Secondary/High school ⃝ 1-4 years in College/University ⃝ ≥5 years in College/University 

⃝ Other

If other, please specify:

If you are in employment, have you been on sick leave during your pregnancy due to migraine?
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Table 1 (continued)

⃝ Yes ⃝ No ⃝ Not relevant for me

Apart from migraine, do you have any other chronic diseases?

⃝ Allergy ⃝ Asthma ⃝ Diabetes (Type 1 or 2) ⃝ Epilepsy ⃝ Cardiovascular disease ⃝ Musculoskeletal disorder

⃝ Metabolic disorder ⃝ Eating disorder ⃝ Chronic sleep disorder ⃝ Chronic anxiety (social anxiety, general 

anxiety, phobia) ⃝ Depression ⃝ Bipolar disorder ⃝ Other psychiatric disorder ⃝ Other

If other, please specify:

About your pregnancy

About your pregnancy and breastfeeding

Which gestational week are you in (week in ww)?

How many children do you have?

⃝ None (check here if you are first-time pregnant) ⃝ 1 ⃝ 2 ⃝ >2

Do you breastfeed your child?

⃝ Yes, exclusive breastfeeding ⃝ Yes, partial breastfeeding ⃝ No, has stopped breastfeeding ⃝ No, did not 

breastfeed at all (used formula)

Smoking habits

Did you smoke during your pregnancy after you found out you were pregnant?

If you have been pregnant multiple times, please answer this question for your last pregnancy only.

⃝ No ⃝ Yes, occasionally ⃝ Yes, regularly ⃝ Does not apply

Did you smoke during your breastfeeding period?  

Breastfeeding period here means the period you were actively breastfeeding. If you did not breastfeed, please 

check “Does not apply”.

⃝ No ⃝ Yes, occasionally ⃝ Yes, regularly ⃝ Does not apply

Drinking behaviour

1898 Neurol Sci (2021) 42:1895–1921



can be easily inferred knowing numbers and percentages of
participants who gave answers, are not detailed in the text
unless they are relevant to the discussion.

Personal information

Personal information of the study population included age,
marital status, status of employment, highest level of educa-
tion, sick leave during pregnancy due to headache, and chron-
ic illnesses. This information was categorized and is reported
in Table 2.

Pregnancy information

At the time of completion of the questionnaire, 77 participants
(77%) referred they had delivered in the previous 7 days, and
22 (22%) referred they were pregnant (gestational age 37.3 ±
4.2 weeks). Fifty-four women (54%) reported to have already
a child, 21 (21%) two children, and 10 (10%) more than two

children. Fourteen women (14%) referred they were at their
first pregnancy.

Ten participants (10%) referred they had smoked during
pregnancy, occasionally (9 participants) or regularly (1 partic-
ipant). Sixty-three women (63%) reported they did not have
smoked during gestation, and 27 (27%) reported they were not
smokers even before pregnancy (Fig. 1).

In terms of alcohol use during pregnancy, 78 participants
(78%) reported no alcohol consumption, while 21 (21%) re-
ported alcohol use (Fig. 1).

Headache history

Headache onset was reported to be, on average, at the age of
17.3 ± 6.3 by 90 women (90%); 10 women did not refer any
information about that. Eighty-seven women (87%) referred
headache attacks in the latest year before pregnancy. Twenty
women reported they had received a headache diagnosis be-
fore pregnancy, including migraine (n = 8 migraine without
aura, n = 7migraine with aura), tension-type headache (n = 3),

Table 1 (continued)

Did you consume alcohol during your pregnancy after you found out you were pregnant? If yes, please indicate 

the consumed units.

One unit of alcohol corresponds to 1 glass of wine (15cL), 1 bottle (33cL) of beer/alcopops, one shot glass (2cL) of 

liquor. If you have been pregnant multiple times, please answer this question for your last pregnancy only.

⃝ I did not drink at all ⃝ Fewer than 2 units per month ⃝ 1-2 units per month ⃝ 1-2 units per week ⃝ More than 2 

units per week ⃝ I do not remember

Did you consume alcohol during your breastfeeding period?  

Breastfeeding period here means the period you were actively breastfeeding. If you did not breastfeed, please 

check “Does not apply”.

One unit of alcohol corresponds to 1 glass of wine (15cL), 1 bottle (33cL) of beer/alcopops, one shot glass (2cL) of 

liquor.

⃝ I did not drink at all ⃝ Fewer than 2 units per month ⃝ 1-2 units per month ⃝ 1-2 units per week ⃝ More than 2 

units per week I do not remember Does not apply⃝ ⃝
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Table 1 (continued)

Migraine prior to pregnancy

We will now ask you several questions about your migraine, e.g. when it was diagnosed, its severity and the 

degree to which it influences your daily life. We would also like to assess whether your migraine changed 

throughout pregnancy. 

At what time did your migraine attacks appear for the first time (year in yyyy)?

Have you been diagnosed with migraine?

⃝ Yes ⃝ No ⃝ I do not remember

If yes, when was it diagnosed (year in yyyy)?

What kind of migraine do you suffer from?

⃝ Migraine with aura ⃝ Migraine without aura ⃝ Other ⃝ Do not know

Do you know your triggers?

For example, food, sleep, stress etc. If you do not have any triggers or do not know, please leave this field empty.

On average, how many migraine attacks did you suffer from in a given month during the last year PRIOR to 

your pregnancy? 

If you have been pregnant multiple times, please answer this question for your last pregnancy only.

We now ask you to describe how a migraine attack usually manifested itself PRIOR to your pregnancy.

Intensity of pain  

⃝ Mild ⃝ Moderate ⃝ Intense ⃝ Very intense ⃝ I did not suffer from migraine during this period

Nausea

⃝ None ⃝ Mild ⃝ Intense ⃝ Vomiting ⃝ I did not suffer from migraine during this period

Disability in daily activity

⃝ No ⃝ Mild ⃝ Marked ⃝ Confined to bed ⃝ I did not suffer from migraine during this period

Tolerability

1900 Neurol Sci (2021) 42:1895–1921



Table 1 (continued)

⃝ Tolerable ⃝ Barely tolerable ⃝ Intolerable ⃝ I did not suffer from migraine during this period

Migraine during pregnancy

If you have been pregnant multiple times, please answer this question for your last pregnancy only.

On average, how many migraine attacks did you suffer from in a given month during the FIRST TRIMESTER 

of your pregnancy?

First trimester describes the first three months of your pregnancy.

On average, how many migraine attacks did you suffer from in a given month during the SECOND 

TRIMESTER of your pregnancy?

Second trimester describes months 4-6 of your pregnancy. If you are currently pregnant and have not reached 

the second trimester, please fill in a dash “-“.

On average, how many migraine attacks did you suffer from in a given month during the THIRD TRIMESTER 

of your pregnancy?

Third trimester describes months 7-9 of your pregnancy. If you are currently pregnant and have not reached the 

third trimester, please fill in a dash “-“.

We now ask you to describe how a migraine attack usually manifested itself DURING your pregnancy.

Intensity of pain  

⃝ Mild ⃝ Moderate ⃝ Intense ⃝ Very intense ⃝ I did not suffer from migraine during this period

Nausea

⃝ None ⃝ Mild ⃝ Intense ⃝ Vomiting ⃝ I did not suffer from migraine during this period

Disability in daily activity

⃝ No ⃝ Mild ⃝ Marked ⃝ Confined to bed ⃝ I did not suffer from migraine during this period

Tolerability
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Table 1 (continued)

⃝ Tolerable ⃝ Barely tolerable ⃝ Intolerable ⃝ I did not suffer from migraine during this period

Please use your own words to describe your migraine attacks PRIOR to and DURING your pregnancy.

If you are currently pregnant, please go to the next section (Medication).

Migraine during breastfeeding period

On average, how many migraine attacks did you suffer from in a given month during your BREASTFEEDING 

PERIOD?

Breastfeeding period here means the period after birth, regardless of whether or not you were actively 

breastfeeding  

We now ask you to describe how a migraine attack usually manifested itself during your BREASTFEEDING 

PERIOD.

Intensity of pain  

⃝ Mild ⃝ Moderate ⃝ Intense ⃝ Very intense ⃝ I did not suffer from migraine during this period

Nausea

⃝ None ⃝ Mild ⃝ Intense ⃝ Vomiting ⃝ I did not suffer from migraine during this period

Disability in daily activity

⃝ No ⃝ Mild ⃝ Marked ⃝ Confined to bed ⃝ I did not suffer from migraine during this period

Tolerability

⃝ Tolerable ⃝ Barely tolerable ⃝ Intolerable ⃝ I did not suffer from migraine during this period

Please use your own words to describe your migraine during your breastfeeding period.
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Table 1 (continued)

Medication

We will now ask you several questions regarding your use of medication PRIOR to and DURING your 

pregnancy as well as during your BREASTFEEDING PERIOD with a focus on antimigraine medication. If you 

have been pregnant multiple times, please answer this question for your last pregnancy only.

Did you take any medication for your migraine PRIOR to your pregnancy?

For example, Imigran, Relpax, Ibux, Paracetamol etc.

⃝ Yes ⃝ No ⃝ I do not remember

If yes, please specify:

Name of drug, dosing, administration route and frequency of use.

For example, Imigran, 100 mg, tablets, once a month

Did you take any medication for your migraine DURING your pregnancy?

For example, Imigran, Relpax, Ibux, Paracetamol etc.

⃝ Yes ⃝ No ⃝ I do not remember

If yes, please specify:

Name of drug, dosing, administration route and frequency of use.

For example, Imigran, 100 mg, tablets, once a month

Did you take any medication for your migraine during your BREASTFEEDING PERIOD?

Breastfeeding period here means the period you were actively breastfeeding. If you did not breastfeed, please 

check “Does not apply”.

For example, Imigran, Relpax, Ibux, Paracetamol etc.

⃝ Yes ⃝ No ⃝ I do not remember ⃝ Does not apply

If yes, please specify:

Name of drug, dosing, administration route and frequency.
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Table 1 (continued)

For example, Imigran, 100mg, tablets, once a month

If you have taken medication for your migraine, please check the boxes in the following table. In case you have 

taken multiple drugs, please check multiple boxes. 

Prior to 

pregnancy

1st

trimester

2nd

trimester

3rd

trimester

Breastfeeding

period

Paracet, Pinex, Panodil 

(paracetamol)

Paralgin Forte, Pinex 

Forte, Codaxol 

(paracetamol+codeine)

Ibux, Burana, 

Ibumetin (ibuprofen)

Naproxen, Napren-E 

(naproxen)

Migea (tolfenamic acid)

Fanalgin, Fenazon-

Koffein, Fenazon-

Koffein Sterke 

(fenazon+caffeine)

Cataflam, Voltaren, 

Voltarol, 

DicklofenacKalium 

(diclofenac)

Imigran, Sumatriptan 

(sumatriptan)

Naramig (naratriptan)

Zomig, Zolmitriptan 

(zolmitriptan)

1904 Neurol Sci (2021) 42:1895–1921



Table 1 (continued)

Maxalt (rizatriptan)

Almogran 

(almotriptan)

Relpax (eletriptan)

Anervan (ergotamine)

Afipran 

(metoclopramide)

Other

If other, please specify:

Did you use PREVENTIVE medication for your migraine PRIOR to your pregnancy?

For example, Atacand (candesartan), Inderal Retard (propranolol), Topimax (topiramate), Sarotex 

(amitriptyline), Botox injections

⃝ Yes ⃝ No ⃝ I do not remember

If yes, please indicate the name of the drug(s).

Did you use PREVENTIVE medication for your migraine DURING your pregnancy?

For example, Atacand (candesartan), Inderal Retard (propranolol), Topimax (topiramate), Sarotex 

(amitriptyline), Botox injections

If you have been pregnant multiple times, please answer this question for your last pregnancy only.

⃝ Yes ⃝ No ⃝ I do not remember

If yes, please indicate the name of the drug(s).

Did you use PREVENTIVE medication for your migraine during your BREASTFEEDING PERIOD?

For example, Atacand (candesartan), Inderal Retard (propranolol), Topimax (topiramate), Sarotex 

(amitriptyline), Botox injections
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Table 1 (continued)

Breastfeeding period here means the period you were actively breastfeeding. If you did not breastfeed, please 

tick “Does not apply”.

⃝ Yes ⃝ No ⃝ I do not remember ⃝ Does not apply

If yes, please indicate the name of the drug(s).

Have you taken any of the following?

Prior to 

pregnancy

During 

pregnancy

During 

breastfeeding 

period

No I do not 

remember

Folic acid, folate

Dietary supplements 

(vitamins, minerals, 

excluding folic 

acid/folate)

Herbal medicine (e.g. 

feverfew, ginger,

echinacea, valeriana, 

cranberry)

If you checked any boxes above, please specify

Name of medication and when it was taken. When refers to prior to or during pregnancy or during 

breastfeeding.

Have you used any other medication that the ones mentioned above, including over-the-counter (OTC) drugs?

If you did not breastfeed, please check “Does not apply”.

Yes No I do not remember Does not apply

Prior to pregnancy
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Table 1 (continued)

During pregnancy

While breastfeeding

If yes, please specify

Name of drug

Dosing

When the medication was taken (prior to or during pregnancy or during breastfeeding)

Changes in medication

When you found out you were pregnant, were any adjustments made regarding your medications (preventive or 

acute)? 

⃝ Yes ⃝ No ⃝ I do not remember

Did you change any medication?

⃝ Yes ⃝ No ⃝ I do not remember

If yes, specify which medication was replaced, new medication and gestational week

For example, From Ibux to Paracetamol in week 30

Was the dose adjusted?

⃝ Yes ⃝ No ⃝ I do not remember

If yes, specify dosage adjustment(s) and gestational week

Please also specify the medication

For example, Ibux from 2 tables of 400mg as needed to 1 tablet of 400mg as needed in week 12

Was any medication withdrawn?

Yes No I do not remember⃝ ⃝ ⃝
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Table 1 (continued)

If yes, specify which medication and in which gestational week it was withdrawn

For example, Ibux in week 30

Were there any other changes than the one mentioned above?

If yes, please specify here:

Who was responsible for the change(s) in medication?

⃝ Yourself ⃝ Physician     ⃝ Pharmacist ⃝ Midwife ⃝ Other

If other, please specify here:

Treatment

Did you feel that your migraine was treated optimally?

If you have been pregnant multiple times, please answer this question for your last pregnancy only.

Yes No I do not remember

Prior to pregnancy

During pregnancy

Breastfeeding period here means the period after birth, regardless of whether or not you were actively 

breastfeeding. 

Yes No I do not remember

Prior to pregnancy

During pregnancy

During your breastfeeding period

Who is responsible for the medical treatment of your migraine?
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Table 1 (continued)

⃝ Physician/General practitioner ⃝ Migraine specialist ⃝ Other ⃝ I am not taking any medication

If other, please specify here:

Have you tried any of the following treatment options for your migraine?

⃝ Acupuncture ⃝ Homeopathy ⃝ Physiotherapy ⃝ Chiropractic ⃝ Physical exercise (including yoga, pilates or 

similar) ⃝ Foot zone therapy ⃝ Other ⃝ Not relevant 

Your attitudes on the use of antimigraine medications

Here we would like to know some of your personal opinions and views on your prescribed medications. You will be 

shown statements given by other people on their respective medications. Please indicate to which degree you agree or 

disagree with these statements.

Strongly 

agree

Agree Uncertain Disagree Strongly 

disagree 

My health, at present, depends on my medicines

Having to take medicines worries me

My life would be impossible without my 

medicines

I sometimes worry about the long-term effects of 

my medicines

Without my medicines I would be very ill

My medicines are a mystery to me

My health in the future will depend on my 

medicines

My medicines disrupt my life

I sometimes worry about becoming too dependent 

on my medicines

My medicines protect me from becoming worse
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Table 1 (continued)

Your attitudes on the use of antimigraine medications during pregnancy and breastfeeding period

You will be shown statements on the use of medications during pregnancy and breast-feeding period. Please indicate to 

which degree you agree or disagree with these statements. 

Breastfeeding period here means the period you were actively breastfeeding. If you did not breastfeed, please 

check “Does not apply”.

Strongly 

agree 

Agree Uncertain Disagree Strongly 

disagree 

Does 

not 

apply

I feared that my migraine would get worse 

during pregnancy

I used less antimigraine medication than 

needed due to the fact that I was pregnant

I was worried that my antimigraine 

medication might affect my unborn child

In my experience, my doctor had thorough 

knowledge of the usage of medications 

during pregnancy

Even if I suffered a migraine attack during 

pregnancy, I refrained from taking any 

medication, just to be safe

I am unsure whether breastfeeding is safe 

while taking antimigraine medications

Perception of own health

Overall, how would you rate your own health?

Excellent Very good Good Fairly good Bad⃝ ⃝ ⃝ ⃝ ⃝
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Table 1 (continued)

Sleeping habits

In general, how many hours do/did you normally sleep during a night when you are/were PREGNANT?

⃝ Less than 4 hours ⃝ 4-5 hours ⃝ 6-7 hours ⃝ 8-9 hours ⃝ More than 10 hours

Adherence

Many people observe different sorts of problems when it comes to medications and we would like to hear your 

experiences prior to and during your pregnancy, and if applicable, while you were breastfeeding. There are no 

right or wrong answers. Please answer all questions based on your personal experiences.

Has it ever happened that you have deliberately not taken your prescribed medications because you are/ were 

pregnant?

This applies both to preventive and acute medication.

⃝ Yes ⃝ No ⃝ I do not remember

If you answered yes, please specify the medication(s)

If you answered yes, please specify the reason(s)

Has it ever happened that you have deliberately not taken your prescribed medications because you were

breastfeeding?

This applies both to preventive and acute medication.

⃝ Yes ⃝ No ⃝ I do not remember ⃝ I did not breastfeed, does not apply

If you answered yes, please specify the medication(s)

If you answered yes, please specify the reason(s)

Risk perception
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Table 1 (continued)

Many pregnant and breastfeeding women are concerned about whether the use of medications during pregnancy 

and/or breastfeeding period might affect their unborn child. With the following questions, we would like to get 

an idea of how you perceive the following risks.

Among 100 healthy pregnant women, how many do you think will give birth to a child with severe birth defects?

Risk scale during pregnancy

You will now be presented a list of various medications, drugs and other substances. On a scale from 0 to 10, 

where 0 is “not harmful” and 10 is “very harmful”, please indicate how harmful you think these substances are 

for an unborn child? If you do not know the substance, please check “I do not know”.

Not 

harmful (0)

1 2 3 4 5 6 7 8 9 Very 

harmful (10)

I do not 

know

Paracetamol (e.g. Paracet, Pinex, 

Panodil)

Ibuprofen during the 3rd trimester (e.g. 

Ibux, Burana, Ibumetin)

Alcohol during the 1st trimester (e.g. 

beer, wine, liquor)

Smoking (e.g. cigarettes)

Afipran (e.g. metoclopramide)

Penicillins (e.g. Apocillin, Selexid, 

Amoxicilin)

Imigran (sumatriptan)

Naramig (naratriptan)

Zomig (zolmitriptan)

Maxalt (rizatriptan)

Almogran (almotriptan)

Relpax (eletriptan)

Matrem (herbal medicine)

Thalidomide
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Table 1 (continued)

Information

Now we would like to assess your needs regarding information about medications, especially antimigraine 

medications. We would like to assess which sources you primarily receive your information from and what kind 

of experiences you have made with different sources.

Prior to your pregnancy

Did you require information about antimigraine medications PRIOR to your pregnancy?

⃝ Yes ⃝ No ⃝ I do not remember

If yes, which source(s) did you use PRIOR to your pregnancy? If applicable, check several sources.

⃝ Internet ⃝ Friends/family ⃝ Physician ⃝ Pharmacy ⃝ Package information leaflet ⃝ Midwife ⃝ Other ⃝

Does not apply

If you checked Internet or Others – please specify here: 

During your pregnancy

Did you require information about antimigraine medications DURING your pregnancy?

⃝ Yes ⃝ No ⃝ I do not remember

If yes, which source(s) did you use DURING your pregnancy? If applicable, check several sources.

⃝ Internet ⃝ Friends/family ⃝ Physician    ⃝ Pharmacy ⃝ Package information leaflet     ⃝ Midwife ⃝ Other ⃝

Does not apply

If you checked Internet or Others – please specify here: 

During breastfeeding period

Breastfeeding period here means the period you were actively breastfeeding. If you did not breastfeed, please 

check “Does not apply”.

Did you require information about antimigraine medications while BREASTFEEDING?
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neck pain (n = 1), or other (n = 1). Headache diagnosis was
done by a general practitioner (n = 6), a headache specialist (n
= 6), or another physician (n = 3). Two women received the
diagnosis by two different physicians (headache center spe-
cialist and general practitioner/other practitioner), while 3 did
not specify the physician who performed the diagnosis.

Headache presentation and medications before and
during pregnancy

In the 87 women who referred headaches in the year before
pregnancy, the medianmonthly frequency of headache attacks

was 2 (IQR, ± 2.25); 4 women (4%) referred no headaches,
while 9 (9%) did not report this information.

Sixty-two women (62%) reported headache attacks in the
first trimester of gestation (2 ± 3.0), 44 (44%) in the second
trimester (2 ± 1.5), and 43 (43%) in the third trimester (2 ±
1.75). Four women did not give any information about the
number of headache crises during pregnancy. As a whole,
71 women referred headache attacks in at least one trimester
of their pregnancy. The characteristics of headache attacks
before and during pregnancy are described in Table 3.

Among the 87 patients who referred headache before preg-
nancy, 76 (88%) used drugs to treat the attacks, 9 (10%) did
not use symptomatic medications, and 2 (2%) did not

Table 1 (continued)

⃝ Yes ⃝ No ⃝ I do not remember ⃝ Does not apply

If yes, which source(s) did you use while BREASTFEEDING? If applicable, check several sources.

⃝ Internet ⃝ Friends/family ⃝ Physician     ⃝ Pharmacy ⃝ Package information leaflet ⃝ Midwife ⃝ Other ⃝

Does not apply

If you checked Internet or Others – please specify here: 

If you used multiple sources, did you experience that the information provided was similar?

⃝ Does not apply ⃝ Yes, the information was identical. ⃝ Yes, the information was more or less identical (minor 

variations in speech or details). ⃝ No, the information provided was partly different. ⃝ No, the information provided 

was contradictory.

If the information provided from different sources were not similar, what did you do?

⃝ Nothing ⃝ Stopped using medication(s) ⃝ Consulted additional source(s) ⃝ Followed the information from what 

I thought was the most trustworthy source

Which new source(s) did you use?

Which source did you consider most trustworthy?

Which source did you consider least trustworthy?

1914 Neurol Sci (2021) 42:1895–1921



remember this information. The 76 women who treated head-
ache attacks used NSAIDs (n = 52, 68%), paracetamol (n =
25, 33%), analgesic combinations (n = 2, 3%), and triptans (n
= 2, 3%); each participant could indicate the use of more than
one pharmacological class to treat the attacks (Fig. 2). Among
the 71 women who referred headache attacks in at least one
trimester of pregnancy, 37 (52%) used drugs to treat the at-
tacks, 32 (45%) did not use symptomatic medications, and 2
(3%) did not remember this information. The 37 women who
treated their headaches used paracetamol (n = 35, 95%),
NSAIDs (n = 2 5%), and triptans (n = 1, 3%) (Fig. 2).

Just 6 women out of 87 (7%) reported the use of pre-
ventive therapy before pregnancy (i.e., 3 used magnesium
supplementation, 1 reported homeopathy, and 3 did not
specify the treatment) and 8 out of 71 (11%) during preg-
nancy (e.g., 4 reported magnesium supplementation, 2 re-
ported iron supplementation, and 2 did not specify the
treatment). Before pregnancy, 62 women out of 87
(71%) felt that their migraine was treated optimally, 18
(21%) felt that their migraine was not optimally treated,
and 7 (8%) did not remember or did not answer the ques-
tion. During pregnancy, 56 women out of 71 (79%) felt
that their migraine was treated optimally, 4 (6%) felt that
their migraine was not optimally treated, and 11 women
(15%) did not remember or did not answer the question.
Twenty-two women among the 87 (25%) with headaches
in the year before pregnancy reported that some adjust-
ments have been made regarding their headache medica-
tions (preventive or acute) when they found out they were
pregnant. Seventeen women specified that the adjustment
consisted in the substitution of NSAIDs (i.e., 8 used ibu-
profen, 4 nimesulide, 4 ketoprofen, and 1 aspirin) with
paracetamol. Thirty-four women out of 87 (39%) reported
the withdrawal of headache medicat ions during

Table 2 Characteristics of the study population

Characteristics Total n = 100, n (% of n)

Age

≤ 30 years 11 (11)

31–35 years 42 (42)

≥ 36 years 47 (47)

Marital status

Married/in relationship 97 (97)

Single/other 3 (3)

Status of employment

Employed 71 (71)

Student/housewife/other 29 (29)

Level of education

Academic degree 60 (60)

High school diploma 34 (34)

Middle school diploma 5 (5)

No answer 1 (1)

Sick leave

Yes 7 (7)

No 82 (82)

Not applicable 11 (11)

Chronic illnesses

None 70 (70)

Neuropsychiatrica 6 (6)

Cardiovascularb 6 (6)

Otherc 20 (20)

a Epilepsy (3), depression (3), bipolar disorder (1), and insomnia (2)
b Cardiovascular disease (3) and metabolic disorder (3)
c Allergy (10), asthma (1), hypothyroidism (3), celiac disease (2), ulcera-
tive colitis (1), anemia (1), autoimmune urticaria (1), and endometriosis
(1)

Fig. 1 Smoking habit and alcohol
consumption during pregnancy
and, below, relative risk attributed
to these behaviors. The perception
of risk to the fetus was attributed
using a numeric rating scale
(NRS) ranging from 0 (“not
harmful”) to 10 (“very harmful”)
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pregnancy; 24 reported the withdrawal of a NSAID (i.e.,
13 ibuprofen, 6 nimesulide, and 5 ketoprofen), 3 reported
the withdrawal of 2 NSAIDs (i.e., 1 ibuprofen and
ketoprofen and 2 ibuprofen and nimesulide), 1 reported
t h e i n t e r r u p t i o n o f i n d om e t h a c i n - c a f f e i n e -
prochlorperazine, and another reported the interruption
of eletriptan. Fifty-one women out of 87 (59%) reported
a responsible for the abovementioned changes in medica-
tions, while 36 (41%) did not answer this question.
Twenty-eight women reported they autonomously decided

these changes, and 20 attributed the responsibility to the
practitioner and a woman to the pharmacist. Two women
reported more than one responsible for the changes (i.e., a
woman the practitioner and the midwife, while another
woman answered she decided together with the pharma-
cist). Seventy-nine women out of 87 (91%) indicated a
responsible for the medical treatment of headache before
and during pregnancy. As responsible for the medical
treatment of headache, 33 women reported the general
practitioner, a woman reported the neurologist, 64 women
reported the headache center specialist, 25 women an-
swered “other,” and 19 women answered “I am not taking
any medication.” Among the 25 women who answered
“other,” 15 reported they were responsible of their own
treatment, 2 reported the pharmacist was the responsible,
2 referred the complementary and alternative medicine
physicians, a woman referred the gynecologist, and a
woman referred the toxicologist. Four women referred
more than one responsible for the medical treatment of
headache.

Attitude toward use of headache medications

The attitude of the participants toward use of headache med-
ications before and during pregnancy is reported in Tables 4
and 5, respectively. The questions about the attitude toward
drug use before pregnancy were answered by those partici-
pants who suffered headache before pregnancy (n = 87). The
questions about the attitude toward drug use in pregnancy
were answered by those participants who suffered headache
during that period (n = 71).

Twenty-five subjects reported they had decided not to use
symptomatic drugs during pregnancy (10 women specified
they did not use paracetamol, 6 ibuprofen, 1 nimesulide, 2
ketoprofen, and 1 rizatriptan; 5 did not give drug details).

Table 3 Characteristics of headache attacks

Before pregnancy
(total n = 87), n (% of n)

During pregnancy
(total n = 71), n (% of n)

Intensity

Mild 14 (16) 18 (25)

Moderate 36 (41) 37 (52)

Intense 21 (24) 11 (16)

Very intense 16 (19) 5 (7)

Nausea

None 58 (67) 37 (52)

Mild 19 (22) 20 (28)

Intense 6 (7) 10 (14)

Vomiting 4 (4) 4 (6)

Daily disability

No 37 (42) 29 (41)

Mild 24 (28) 26 (37)

Severe 17 (20) 13 (18)

Confined to bed 9 (10) 3 (4)

Tolerability

Tolerable 37 (43) 36 (51)

Barely tolerable 29 (34) 27 (38)

Intolerable 20 (23) 8 (11)

Fig. 2 Class of drugs consumed
before and during pregnancy to
treat headache
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Perception of fetal risk of various drugs and
substances during pregnancy

Answering the question “Among 100 healthy pregnant wom-
en, how many do you think will give birth to a child with
severe birth defects?,” 63 women (63%) estimated a mean
value of 4.4 children born with severe birth defects, while 37
(37%) did not report the data (33 did not answer, and 4 an-
swered they did not know).

Eighty participants (80%) attributed a low risk (risk class
“0–3”) to the use of paracetamol, 11 (11%) an intermediate
risk (risk class “4–6”), and 3 (3%) a high risk (risk class “7–
10”), while 6 did not report a value (3 did not answer, and 3
answered they did not know) (Fig. 3, paracetamol risk).
Fifteen women (15%) attributed low risk to the use of ibupro-
fen in the third trimester of gestation, 20 (20%) intermediate
risk, and 46 (46%) high risk, while 19 did not report this
information (17 did not answer, and 2 answered they did not
know) (Fig. 3, ibuprofen risk). Seventeen women (17%) at-
tributed low risk to the use of metoclopramide, 12 (12%)
intermediate risk, and 23 (23%) high risk, while 48 women
did not report this information (43 did not answer, and 5 an-
swered they did not know) (Fig. 3, metoclopramide risk). The
largest part of the women did not know triptans and, therefore,
was not able to attribute a risk class to these medicines (n = 84,
84%). Just 12 participants (12%) attributed a risk class to
triptans; two (2%) attributed them low risk, 2 (2%) intermedi-
ate risk, and 8 (8%) high risk (Fig. 3, triptan risk). Smoking
was given low risk by 3 women (3%), intermediate risk by 5
(5%), and high risk by 85 (85%). Seven women (7%) did not
attribute any class risk to tobacco smoke (4 did not answer to
the question, and 3 answered they did not know) (Fig. 1).
Alcohol intake during the first trimester of pregnancy was
associated to low risk by 5 women (5%), intermediate risk
by 11 (11%), and high risk by 77 (77%). Seven women
(7%) did not attribute to alcohol any class risk (4 women did
not answer, and 3 women answered they did not know) (Fig.
1).

Research of information on headache medications
before and during pregnancy

Thirty-one women (36%) of the 87 suffering from headache
before pregnancy reported to have searched information about
headache medications prior to the pregnancy and the informa-
tion sources were represented by physicians (n = 20), the
Internet (n = 17), pharmacy (n = 9), friends/family (n = 4),
and leaflet (n = 1). Fifty-one participants (58%) reported no
information search, while 5 (6%) did not remember or did not
report this data (Fig. 4). Information need was similar during
pregnancy, with 31 women (31 out of 71, 44%) who referred
to have required information to physicians (n = 23), the
Internet (n = 15), pharmacy (n = 3), friends/family (n = 2),Ta
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and midwives (n = 5), and 37 women (52%) without informa-
tion needs. Three participants (4%) did not remember or did
not report this data (Fig. 4). Thirteen women out of 31 (42%)
who searched for information during pregnancy reported they
have consulted multiple sources. Five of them declared that
the information provided was identical among the different
sources, 2 reported that the information provided was mostly
identical, and 5 referred that the information was more or less
identical. Just one woman reported that the information pro-
vided was contradictory and she had followed the information
from the trust worthiest source according to her opinion (i.e.,
the physician).

Discussion

A general, initial comment to our results is that according to
the high rate (51%) of women suffering from headache among
those attending the Maternal and Child Department, this set-
ting should be considered optimal to enroll patients in future

studies collecting data about headache and migraine. Going
into depth on results, among the participants, 80% had not
received a headache diagnosis before pregnancy and this ex-
plains the prevalent use of nonspecific headache medicines.
However, some data from this study may suggest that there
were many women with migraine among them. First of all, the
young age at the onset of a headache that lasts over time with a
frequency of 3.7 ± 5.7 is strongly suggestive of migraine.
Second, 84% of participants reported moderate to severe
headaches before pregnancy which were more than 50% of
the time barely tolerable or intolerable and associated with
disability and in 34% associated with nausea (including
vomiting in 4%) (Table 3). All these features strongly suggest
migraine. Third, the number of reported headache attacks de-
creased during pregnancy, with a marked reduction in the
transition from the first to the second trimester (62% against
44%) and then remained stable until the end of pregnancy
(43%). This tendency in the frequency of headache attacks is
typical of the clinical course of migraine during pregnancy, as
demonstrated in several previous studies [23].

Fig. 3 Risk attributed by
participants to headache
medicines (i.e., paracetamol,
ibuprofen, metoclopramide, and
triptans). The perception of risk to
the fetus was attributed using a
numeric rating scale (NRS) rang-
ing from 0 (“not harmful”) to 10
(“very harmful”)

Table 5 Attitude of the study population toward the use of drugs for treating headache during pregnancy

Attitude toward the use of headache medications during pregnancy (total n = 71), n (% of n)

I feared that my
headache would get
worse during pregnancy

I used less headache
medication than needed
due to the fact that I was
pregnant

I was worried that my
headache medication
might affect my unborn
child

In my experience,
my doctor had thorough
knowledge of the
medication usage during
pregnancy

Although I suffered
headache in pregnancy,
I refrained from using
any medication, just to
be safe

Strongly agree 3 (4) 31 (44) 18 (25) 17 (24) 21 (30)

Agree 18 (25.5) 22 (31) 25 (35) 36 (51) 11 (15)

Uncertain 12 (17) 2 (3) 5 (7) 3 (4) 1 (1)

Disagree 18 (25.5) 5 (7) 11 (16) 4 (6) 22 (31)

Strongly disagree 15 (21) 7 (10) 8 (11) 5 (7) 12 (17)

No answer 5 (7) 4 (5) 4 (6) 6 (8) 4 (6)
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The results show important changes in behavior and thera-
peutic habits once pregnancy has begun. In fact, before preg-
nancy, almost all patients (88%) used to treat headache attacks
with drugs, but this percentage decreases significantly during
pregnancy when almost half of women (45%) did not take
symptomatic drugs. The reduction in symptomatic intake
was also accompanied by a change in the type of class of drugs
used. Compared to the previous year, during pregnancy, the
proportion of participants who used NSAIDs was reduced
from 68 to 5%, while that of those who used paracetamol
increased from 33 to 95% (Fig. 2). The 2 patients who used
combinations of analgesics suspended them in pregnancy, as
did one of the 2 women who treated their attacks with triptans.

From the analysis of the data regarding the attitude of the
patients toward the use of symptomatic drugs before the preg-
nancy, it emerges a concern about the safety of drugs and,
more importantly, the willingness to avoid a possible depen-
dence from them. The majority replied that they did not feel
that neither their current health nor their future health depends
on drugs (65% and 70%, respectively), and they did not worry
about having to take drugs (46%) but about their long-term
effects (38%) or the idea of becoming dependent on them
(77%). In addition, participants report that the drugs protect
them from getting worse (55%), but without thinking that
without them, they would be very ill (82%) or that their life
would be impossible (74%). Despite this, the attitude toward
taking drugs in our sample has changed during pregnancy,
reflecting a protective interest in the child as demonstrated
by the fact that 25% avoided taking drugs. However, even
among those who used symptomatic drugs, most women re-
ported using fewer medicines than they needed because they
were pregnant (75%) and because they feared they could harm
their child (60%), although believing that their doctor had a
thorough knowledge of these medicines (75%). Of interest,
excluding a minority that was uncertain about the course that
the headache would have had (17%), half of the patients
feared a worsening during pregnancy while the other half
was not afraid. This last finding is justified by the fact that

80% of women suffered from headaches of which they did not
know the causes and for which they had not received a
diagnosis.

Importantly, both women who have discontinued the use of
symptomatic drugs and those who have used them have
shown that they have obtained adequate information about
their safety during pregnancy. Correctly, 80% of women at-
tributed to paracetamol a low risk and 11% an intermediate
risk, while with regard to the use of ibuprofen during the third
trimester, 46% indicated a high risk and 20% an intermediate
risk. Regarding the use of metoclopramide, women showed
less knowledge about its safety, and in fact among those who
expressed an opinion, 33% attributed a low risk, 23% an in-
termediate risk, while 44% a high risk. Notably, not only
triptans are only marginally used, but the majority of patients
are not able to attribute a risk to their use, corroborating the
hypothesis that these drugs still remain a niche treatment. On
the other side, women showed a good knowledge of the ef-
fects of some voluptuous habits during pregnancy, attributing
a high risk to alcohol intake during the first trimester (77%)
and smoking throughout the pregnancy (85%). The final test
of the information on pregnancy status comes from the ques-
tion of what the incidence of newborns with congenital defects
in 100 healthy pregnant women was. A percentage of sixty-
three of women who answered this question gave an average
estimate of 3.4 which fits perfectly in the 3–5% estimate re-
ported in the literature [24, 25].

Regarding the use of preventive therapy, it was low both
before and during pregnancy (7% and 11% of respondents,
respectively) and limited to magnesium supplementation.
Magnesium, like most nutraceuticals, has a low level of rec-
ommendation according to international migraine treatment
guidelines [26]. However, it is commonly used as a self-
prescribed anxiolytic agent and in the case of nonspecific
headaches and, together with the fact that 80% of the partici-
pants suffered from an ever before diagnosed headache, this
could explain why magnesium was the most frequently used
preventive treatment. Notably, some patients report the use of

Fig. 4 Source of information
about headache drugs before and
during pregnancy
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iron supplementation for headache prevention; also, this result
may suggest a scarce knowledge about headache and the need
for more education.

Interesting evidence emerges analyzing the need for infor-
mation on headache drugs, with a change in the attitude before
and during pregnancy, although less marked than for the in-
take of drugs. The percentage of women who searched for
information during pregnancy was slightly higher than that
in the pre-pregnancy period (44% vs. 36%), and the propor-
tion of those that did not look for them earlier decreased slight-
ly during pregnancy (58% vs. 52%). The main sources of
information were doctors and the Internet, with a small prev-
alence of doctors during pregnancy and the Internet if before
pregnancy. However, 42% of women who sought information
during pregnancy reported having consulted several sources
(e.g., pharmacists, friends, family, midwives) and that the an-
swers were identical or roughly identical.

Limitations of the study

This study has some methodological limitations. First, data
collection was performed using a self-administrated question-
naire and, although synthetic and with a linear flow of ques-
tions, it is possible that there were errors in interpretation and
compilation. Second, the retrospective nature of our analysis
is per se a drawback and there is the possibility of recall bias,
although the timespan is relatively short. Moreover, for each
question in the questionnaire, there were a certain number of
women who did not provide an answer. Third, this study was
conducted in one institution and, consequently, the findings
cannot be generalized to all Italian regions.

Conclusions

There are several noteworthy findings emerging from this
study. First, one pregnant woman out of two reported to have
suffered from headache, suggesting that maternal departments
may be taken into consideration to enroll patients in studies
collecting data about headache and migraine. Second, in our
cohort, the large majority of patients reporting headache have
never received a diagnosis, suggesting the need to both in-
crease the patients’ awareness for searching medical attention
and ameliorate the diagnostic process. Finally, it is worth not-
ing that pregnancy determines relevant changes in how wom-
en treat their headache and, in some extent, how they search
for information on drug safety, mostly due to perception of
fetal risk of medicines. Accordingly, healthcare providers, in
order to optimize headache treatment during pregnancy,
should be aware they have to face particular needs of pregnant
women with headache, namely pregnancy-oriented education
and prescription changes.
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