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Migraine and risk of stroke

For contraception try IUDs . . .
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Misleading relative risks?

In her editorial on migraine with aura and
increased risk of ischaemic stroke, Loder
suggests that a blanket ban on oestrogenprogestin is hard to justify because they are the
most effective forms of birth control, including
for women with migraine with aura.1 Guidance
from the UK Faculty of Sexual and Reproductive
Health Care has advised that this method of
contraception presents an unacceptable risk to a
woman’s health since 2006. Several other highly
(and more) effective methods are available
to women with a reduced risk of user failure—
namely, the progesterone implant (Implanon),
the levonorgestrel containing intrauterine system
(Mirena), and copper containing intrauterine
devices. These should be offered to women with
migraine with aura, and combined hormonal
contraceptives should be avoided.
Veronica Stephenson general practitioner, Lakenheath Surgery,
Brandon, Suffolk IP27 9EP veronica.stephenson@nhs.net
Competing interests: None declared.
1

Loder E. Migraine with aura and increased risk of
ischaemic stroke. BMJ 2009;339:b4380. (27 October.)
Cite this as: BMJ 2009;339:b4841

. . . or progestin-only pills
Progestin-only contraception is recommended
as a safer alternative to combined oral
contraceptives for migraine with aura1 by the
Society of Obstetricians and Gynaecologists
of Canada and by the American College of
Obstetricians and Gynecologists.2 3
Christine C Rivet associate professor family medicine,
Family Medicine Centre, Civic Campus of the Ottawa
Hospital, Ottawa, ON, Canada K1Y 4K7
crivet@ottawahospital.on.ca
Competing interests: None declared.

The absolute risk of stroke in women with
migraine is low: 17-19 per 100 000 woman
years.1 This roughly equates to one per 5000
women years. The risk increases twofold in
migraine with aura, seemingly to two per 5000.
This seems low.
Is the use of relative risk misleading? Are
we justified in treating patients with migraine
“aggressively for modifiable cardiovascular risk
factors”?2
Alan J Petrie general practitioner, Greenock
apetrie@doctors.org.uk
Competing interests: None declared.
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in women with aura is low, particularly in those
who have no additional stroke risk factors.
The cumulative lifetime incidence of migraine
in women is, however, 43%, so even small
reductions in the risk of stroke at the level of the
individual may translate into large benefits at a
population level.5 This is especially likely to be
true for stroke in young women, which may result
in many years of impairment and disability.
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Vitamin D and falls

Author’s reply

Calcium is the harmful agent

Stephenson and Rivet are right to remind
us that progestin-only methods are one of
several alternatives to oestrogen containing
contraceptives for women who have migraine
with aura. Guidance from several authoritative
groups does recommend against the use of
oestrogen containing contraceptives in women
who have aura.1‑3 For many of these women
the potential harms probably do outweigh the
benefits. I contend, however, that a blanket ban
does not take adequate account of the range of
risk in this group or of the need to individualise
treatment according to each woman’s situation
and priorities. The International Classification
of Headache Disorders assigns a diagnosis of
migraine with aura to anyone who has had two
episodes of aura.4 Women with a remote history
of aura on two occasions seem unlikely to face as
great a risk of stroke as those for whom aura is a
frequent occurrence.
Petrie is right that the absolute risk of stroke

Meyer and Köpke urge us to consider the “side
effects of vitamin D and its toxicity.”1 But the
doses considered (400-1100 IU) in Bischoff-Ferrari
and colleagues’ meta-analysis and in the article
Meyer and Köpke cite as evidence for side effects
are certainly not toxic.2 3 The tolerable upper
intake level for vitamin D used to be 2000 IU, but
newer evidence suggests that much higher doses,
10 000 IU daily, are safe.4
Furthermore, most of the side effects reported
by Avenell et al were gastrointestinal symptoms
and renal calculi and are clearly due to the added
calcium or the use of calcitriol, not vitamin D.
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Hyperkalaemia

Avoiding spurious hyperkalaemia
A common but often unrecognised
cause of spurious hyperkalaemia1 is
sample contamination with potassium
ethylenediaminetetraacetic acid (kEDTA), a widely
used sample tube anticoagulant for laboratory
assays. kEDTA contamination may account for
25% of samples with unexpected hyperkalaemia
from patients in both primary and secondary
care,2 3 and if unrecognised may adversely affect
patient care and waste healthcare resources.4 5
In vitro EDTA contamination may occur
through backflow, when blood is collected
using vacutainer style systems into EDTA tubes
before other sample tubes; decanting blood
from EDTA tubes into other tubes; and needles
contaminated by delivering blood into EDTA
sample tubes before other sample tubes.
Knowing the correct blood collection technique
is essential to avoid contamination. Draw
blood samples in the correct order and avoid
transferring blood between sample tubes. In
general, the recommended order of drawing
blood samples is blood culture/sterile tubes,
plain tubes, gel tubes, sodium citrate tubes,
lithium heparin tubes, EDTA tubes, and fluoride/
EDTA tubes. But order may vary with sample
tube manufacturers, and clinicians should
check requirements with their local laboratory
departments.
Continuing education, in isolation, is unlikely
to abolish EDTA contamination.3 Laboratory
staff may easily identify gross potassium EDTA
contamination of blood samples by unexpected
marked hyperkalaemia and hypocalcaemia.
Spurious hyperkalaemia due to low degree kEDTA
contamination, however, is detected confidently
only by measuring serum EDTA concentrations.2 3
Such assay is inexpensive and easily automated.2
We therefore routinely measure EDTA in all
samples suggesting hyperkalaemia.
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Benzylpenicillin potassium

Christopher N Floyd ST1 acute medicine, St Thomas’
Hospital, London SE1 7EH cnfloyd@doctors.org.uk
Competing interests: None declared.
1
2

Benzylpenicillin (penicillin G) may be given
in a dose of up to 24 million units daily,
the common potassium salt contributing
a potassium load of 40.8 mmol/day.1 2
Administration of large amounts of semisynthetic penicillin derivatives may cause
dangerous hyperkalaemia, which has resulted
in cardiac arrest.3‑5
Doctors must be aware of potassium load
with penicillin and monitor electrolytes closely
when prescribing large doses, particularly to
patients with renal impairment.
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Time to flag up “detox” drinks?
Hyperkalaemia caused by increased potassium
intake should be added to Nyirenda and
colleagues’ comprehensive review on
hyperkalaemia.1
I have noticed an alarming recent trend, in
both shops and on patients’ tables, of various
“sports” and “detox” drinks with very high
concentrations of potassium. A quick internet
search showed several drinks with over 80
mg/100 ml (21 mmol/l) potassium, and one
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with a heart stopping boast of over 200 mg/100
ml. The National Kidney Foundation flags up
foods which contain more than 200 mg per
portion on its website,2 but it does not mention
these drinks, although they may have much
greater concentrations.
In the UK the Food Standards Agency is
interested solely in accurate labelling of
these products and is not concerned with
potentially dangerous concentrations of
physiological anions. Given that products
containing phenylalanine must be labelled to
help those with a condition that affects around
one in 10 000, it is time to include warnings
for a condition that affects substantially more
people.
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Celebrity patients

The third way
The media events surrounding celebrity patients
described by Patel suggest a modern way to
make money out of the concept of celebrity for
everyone.1
Let every healthcare institution of a certain size
open a radio-TV-blog-twitter studio, annexe, or
media department with local, regional, national,
or even international exposure and instant news
breaking opportunities. These might include
daily talk shows with experts (professionals
or patients) providing details and comments,
discussing medical policies, and, of course,
exploring the emotional impact on patients and
their families and friends (or enemies). They
could be instant pictures of blood, sweat, tears,
joy, and misery, and perhaps advice on the best
undertaker service.
There will be enough advertising opportunities
from shops selling flowers, baby food,
nappies, etc, as well as trauma psychologists,
undertakers, and the like, to make this
sufficiently profitable to pay for all the extra
resources needed to provide top quality
services—for everybody. Media services could
work for the NHS at large—the true third way
of attaining communist ideals with capitalist
methods.
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