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Comorbidity is described as an illness that happens more frequently in connection with a
specific condition than would be expected as a coincidental relationship in the general
population. Depression, anxiety, stroke, epilepsy, sleep problems, and other pain illnesses
are all common comorbidities with migraine. Furthermore, many common disorders occur
concurrently (at the same time) with migraine, influencing therapy options (Anzola G. D
1999). When individuals have comorbid or concurrent conditions, migraine therapy, and
especially migraine prevention, can be difficult.
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INTRODUCTION

Migraine is a condition that affects around 13% of the general
population and is linked to a number of comorbid and
concurrent disorders that affect treatment options.

Concomitant (coexistent) diseases occur in the same
individual at a rate that would be predicted by chance.
Comorbid problems including depression, anxiety disorders,
epilepsy, sleep disorders, and stroke, as well as concurrent
illnesses like hypertension and obesity, are all linked to
migraine and impact its treatment. Migraine is a chronic and
severe neurologic illness marked by recurrent occurrences of
headache pain and accompanying symptoms (Tzourio C.
2000). Migraine affects around 1 in every 7 persons
worldwide, with a frequency of over 1 billion people. It only
trails lower back pain as the biggest cause of years spent
disabled.

Migraine with depression and anxiety are often seen together.
Although estimates vary, up to 47 percent of patients with
migraine have concomitant depression, and up to 58 percent
have comorbid anxiety, according to population-based
surveys. Persons with chronic migraine (CM; defined as at
least 15 headache days per month for the previous three
months with migraine characteristics present on at least 8 days
per month) had higher rates of depression and anxiety than
people with episodic migraine (EM). Furthermore, among
patients with EM, the presence of concomitant depression has
been linked to an increased likelihood of progression to CM
the following year (Meier C. M. 2008). Comorbid depression
and migraine have a bidirectional relationship. This is in line
with the growing body of data linking migraine, depression,
and anxiety to hereditary factors. In general, both migraine
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and mental illnesses such as anxiety and depression are
associated with exacerbated symptomatology for each
condition. Persons with migraine who have concomitant
depression and anxiety have higher health expenses and drug
use than people with migraine who do not have these
comorbidities. Psychiatric comorbidities in migraine can
reduce quality of life (QoL) and enhance migraine's burden
and impairment. Comorbid depression and/or anxiety can
influence drug selection, preventative medication response,
behavioral migraine therapy, and migraine treatment plan
adherence.

Separate and combined connections of depression and anxiety
with disability in migraine sufferers have not been
investigated; also, investigations of depression and anxiety
with migraine disability have often not been adjusted for
headache days.

Psychiatric and other comorbidities

Migraine is connected with a wide range of comorbidities. The
next section focuses mostly on mental comorbidities; although
biological processes are not well known, a bidirectional
association between these illnesses is hypothesized.
Migraineurs are two to four times as likely than the general
population to suffer from mood and anxiety problems. Despite
their great incidence, psychiatric comorbidities are frequently
overlooked. Migraine is associated with depression, which is a
frequent comorbidity. Several studies have found that
migraineurs had considerably greater rates of depression than
non-migraine research participants (47 percent vs. 17 percent
and 40.7 percent vs. 16 percent). Patients with chronic
migraine are more likely than those with episodic migraine to
be diagnosed with depression (Barden N. 2004). According to
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a Web-based poll, 63.8 percent of 2735 migraine patients,
including 68 percent with chronic migraine, experienced
depression. Chronic migraineurs are twice as likely than EM
sufferers to be depressed. Depression is also a significant risk
factor for migraine chronification.

Anxiety disorders such generalized anxiety disorder, panic
disorder, and particular phobias, as well as obsessive—
compulsive disorders, are more frequent in migraine sufferers
than depression. Patients with migraines are four to five times
more likely to develop generalized anxiety disorder, and ten
times more likely to develop panic disorder (Santanello N.,
Buse D., 2010). Anxiety problems are more common in CM
patients than in EM patients, and anxiety disorders are a strong
predictor of chronification. Other psychiatric illnesses,
including as posttraumatic stress disorder (PTSD), are also
more common among migraine sufferers than in the general
population, and are more common in CM sufferers than in EM
sufferers (30.3 percent vs. 22.4 percentS). Psychiatric and
other common comorbidities must be assessed in every
migraine patient because they are likely to interfere with
treatment outcomes, are risk factors for migraine
chronification, and are linked to a higher level of quality of
life impairment.

Multidisciplinary Therapy's Components
Patient Education

Patient education is a crucial component of multidisciplinary
treatment because it provides patients with a thorough grasp of
headache pathogenesis, symptoms, and treatment options,
including acute and preventative headache treatment.
Common problems and misunderstandings can be explored
among a group of people who have had similar experiences.
Patient education enhances pharmacological therapy
compliance and adherence, improves quality of life, and
lowers disability and migraine frequency.

Pharmacological Treatment

To enable efficient multimodal therapy, acute and
prophylactic treatment must, of course, be optimized. Because
only half of individuals who get preventive therapy see a 50%
reduction in their monthly attack frequency,26 prophylactic
medication must be reevaluated and adjusted as needed. A
consideration of the many alternatives for acute and
preventive therapy would be beyond the scope of this paper.
Patients with headaches may need to test a variety of
medicines before finding the one that works best for them.
Prophylactic therapy should be decided based on individual
comorbidities and side effects in this regard.

Psychological Treatment

Psychological therapy is an important part of a multimodal
treatment plan. It is efficient in reducing the frequency of
headache attacks as well as the illness load. Over the course of
several years, there is a significant reduction in headache
activity. Its goal, based on the biopsychosocial paradigm, is to
identify and change influencing variables including
catastrophizing, fear avoidance, and endurance/over-activity,
all of which can contribute to migraine maintenance.

History, psychological testing, and education are all part of the
psychological evaluation. Patients get knowledge regarding
the interplay of physical, psychological, and social elements in
the development and maintenance of their pain as part of

psychoeducation (biopsychosocial model). In addition, the
impact of stress and pain coping mechanisms and lifestyle
variables in the advancement of headaches is discussed.
Relaxation therapy, biofeedback, cognitive behavioral therapy,
and stress management are some of the evidence-based
approaches for psychological treatment that can be used alone
or in combination (Becker C., Brobert G. P., 2008). We assist
patients in finding a psychotherapist and/or psychiatrist for
additional therapy if they have a high level of impairment
owing to headache and mental comorbidities.

Physiotherapy

Many migraine sufferers complain of musculoskeletal issues
including neck discomfort, which is frequently cited as a
"trigger” for migraines, and lower back pain. Physiotherapy
can help with these issues, but it's important to remember that
patients are more likely to respond to active techniques, so
passive approaches like manual therapy or trigger point
treatment should be avoided or used only in conjunction.
Regular aerobic exercise can also help to minimize headache
activity. In this regard, physiotherapists assess such
musculoskeletal issues and aid in the development of an
individualized therapy program that is most suited for each
patient. Patients should be able to continue their active
training on their own (Alehan F., Ozgay F., 2008). Although
there is less evidence for the usefulness of physiotherapy,
there is widespread agreement that combining it with other
therapies in a multidisciplinary approach may be more
effective.

Treatment of Migraine

The health care professional has access to a variety of
effective acute and preventative pharmaceutical and
nonpharmacological (ie, biobehavioral) treatments for
migraine treatment. The major aims of treatment are to
prevent attacks wherever feasible, treat them quickly and
consistently with no recurrences, and restore the patient's
capacity to function and HRQoL. Each patient's treatment
should be tailored to their specific needs, taking into
consideration factors such as the frequency and severity of
migraine attacks, trigger factors, comorbidities, the patient's
lifestyle, and personal preferences.

A lot of study has been done on migraine medication. Certain
nonspecific medications used for different pain diseases,
including headache (e.g., aspirin, acetaminophen, nonsteroidal
anti-inflammatory drugs) and migraine-specific agents are the
mainstays of acute migraine treatment (eg, ergotamine,
dihydroergotamine, and the triptans). Treatment is raised
throughout or within attacks in the stepped-care approach to
acute care, starting with mild analgesics. If these treatments
are ineffective, a combination of analgesics and antiemetics,
or another medication, may be attempted (Aamodt A. H.,
Stovner L. J., Langhammer 2007)

Migraine-specific medications are only used after other, less
costly therapies have failed. The US Headache Consortium
recommends a stratified-care approach, in which the choice of
medication is influenced by the frequency and severity of
migraine attacks, the degree of disability, associated
nonheadache symptoms like nausea, previous medication
response, and the presence of any comorbid disorders. Aspirin,
ibuprofen, butorphanol nasal spray, oral opiate combinations,
dihydroergotamine nasal spray, and triptans are the
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medications with the best quality of evidence of effectiveness
(Lipton R. B. 2010) (injectable, oral, and nasal spray). Patients
with moderate to severe migraines or milder headaches who
do not react satisfactorily to nonsteroidal anti-inflammatory
medicines or a combination of treatments, such as aspirin,
acetaminophen, and caffeine, might consider triptans (Andlin-
Sobocki P., Jénsson B, 2005). According to health care
experts, patients must understand how to use acute migraine
medicines efficiently, and that overuse can increase the
frequency and intensity of headaches as well as degrade
therapeutic efficiency.

Health care providers should discourage patients from
expecting the use of symptomatic medicines and put
limitations on their use to prevent the development of
medication overuse headache. Almost 40% of migraineurs fit
the requirements for preventive therapy, despite the fact that
the majority of migraineurs use acute medicine. Preventive
therapy aims to decrease or eliminate migraine episodes, as
well as the impact of recurrent attacks on the patient's HRQoL
and degree of impairment, increase the efficacy of acute
treatment, and, in certain cases, avoid the progression of
episodic migraine to chronic migraine. Preventive medicines
are frequently underutilized in people who would be good
candidates and benefit from them. According to the American
Migraine Prevalence and Prevention study, 43.3 percent of
migraineurs had never used a migraine preventive agent,
despite the fact that 32.4 percent of them satisfied professional
guidelines for considering it (13.1 percent) or being given one
(19.3 percent). One factor for migraine undertreatment might
be that health care workers are unaware of the good benefits of
preventative medicines on migraineurs’ HRQoL. 99
Physicians can decide whether to explore or give preventative
treatment by using AMCS Il interviewing procedures to
evaluate the number of migraine days and degree of
impairment.

CONCLUSION

Despite the availability of excellent therapy and management
options, migraine headache remains an underrecognized and
undertreated neurologic condition. When health care providers
and patients effectively communicate about the burden of
migraine, as indicated in treatment recommendations, care
improves. Health care providers should assess the effects of
migraine pain, disability, and impaired HRQoL on a regular
basis to determine if patients are receiving successful therapy
and whether further treatment techniques are necessary.
Active listening, open-ended questioning, and the "ask-tell-
ask™ method are all techniques that health care providers can
use to support good communication.

Furthermore, a range of evaluation instruments and procedures
are available for assessing migraine burden, HRQoL, and
common comorbidities. PHQ-9 and Generalized Anxiety
Disorder 7 may help measure depression and anxiety, two
prevalent migraine comorbidities. The MPQ-5 can aid in the
selection of suitable individuals for preventative therapies. For
treating acute attacks, avoiding future attacks, and enhancing
the HRQoL of migraine sufferers, a range of effective
medicines and empirically proven biobehavioral therapies are
available.  Using assessment tools and excellent
communication skills to accurately analyze individual patients'
requirements will aid in the creation of the best treatment
approach for them.

References

1.

o

10.
11.

12.

13.

14.

15.

Aamodt A. H., Stovner L. J., Langhammer A., Hagen K.,
Zwart J. A. (2007). Is headache related to asthma, hay
fever, and chronic bronchitis? The Head-HUNT Study.
Headache 47, 204-21210.1111/j.1526-4610.2006.00597.x
[PubMed] [CrossRef] [Google Scholar]

Alehan F., Ozgay F., Erol I., Canan O., Cemil T. (2008).
Increased risk for coeliac disease in paediatric patients
with migraine. Cephalalgia 28, 945-94910.1111/j.1468-
2982.2008.01630.x  [PubMed] [CrossRef] [Google
Scholar]

Andlin-Sobocki P., J6nsson B., Wittchen H. U., Olesen J.
(2005). Cost of disorders of the brain in Europe. Eur. J.
Neurol. 12, 1-2710.1111/j.1468-1331.2005.01202.x
[PubMed] [CrossRef] [Google Scholar]

Anzola G. P., Magoni M. D., Guindani M., Rozzini L.,
Dalla Volta G. D. (1999). Potential source of cerebral
embolism in migraine with aura. A transcranial Doppler
study. Neurology 52, 1622-1625 [PubMed] [Google
Scholar]

https://www.medscape.com/viewarticle

Barden N. (2004). Implication of the hypothalamic—
pituitary—adrenal axis in the physiopathology of
depression. J. Psychiatry Neurosci. 29, 185-193 [PMC
free article] [PubMed] [Google Scholar]
https://www.nature.com/articles/s41582-021-00509
Becker C., Brobert G. P., Almqvist P. M., Johansson S.,
Jick S. S., Meier C. R. (2008). The risk of newly
diagnosed asthma in migraineurs with or without previous
triptan prescriptions. Headache 48, 606—
61010.1111/j.1526-4610.2007.01030.x [PubMed]
[CrossRef] [Google Scholar]

Bigal M. E., Kurth T., Santanello N., Buse D., Golden
W., Robbins M., Lipton R. B. (2010). Migraine and
cardiovascular disease: a population-based study.
Neurology 74, 628—
63510.1212/WNL.0b013e3181d0cc8b [PMC free article]
[PubMed] [CrossRef] [Google Scholar]
https://www.ncbi.nlm.nih.gov/pmc/articlessPMC2676125/
Bigal M. E., Tsang A., Loder E., Serrano D., Reed M. L.,
Lipton R. B. (2007a). Body mass index and episodic
headaches: a population-based study. Arch. Intern. Med.
167, 1964-197010.1001/archinte.167.18.1964 [PubMed]
[CrossRef] [Google Scholar]

Bigal M. E., Lipton R. B., Holland P. R., Goadsby P. J.
(2007b). Obesity, migraine and chronic migraine: possible
mechanisms of interaction. Neurology 68, 1851-
186110.1212/01.wnl.0000262045.11646.b1 [PubMed]
[CrossRef] [Google Scholar]
https://journals.sagepub.com/doi/abs/10.1177/153465012
1989812

Bousser M. G., Conard J., Kittner S., de Ligniéres B.,
MacGregor E. A., Massiou H., Silberstein S. D., Tzourio
C. (2000). Recommendations on the risk of ischaemic
stroke associated with use of combined oral
contraceptives and hormone replacement therapy in
women with migraine. The International Headache
Society Task Force on Combined Oral Contraceptives &
Hormone Replacement Therapy. Cephalalgia 20, 155-156
[PubMed] [Google Scholar]
https://headachejournal.onlinelibrary.wiley.com/doi/full/1
0.1111/j.1526-4610.2007.00760.x

2414 |Page


https://headachejournal.onlinelibrary.wiley.com/doi/full/10.1111/j.1526-4610.2007.00760.x
https://headachejournal.onlinelibrary.wiley.com/doi/full/10.1111/j.1526-4610.2007.00760.x

