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INTRODUCTION
Headache stands as the most prevailing and disabling public 
health problem with 64% lifetime prevalence. Primary headaches 
are the most common with migraine being second most common 
of these [1,2]. Broadly, the International Classification of Headache 
Disorders, classifies migraine under two types: Migraine without 
aura and Migraine with aura [3]. With a one-year prevalence rate 
as high as 10-14%, it adds much to the global disease burden with 
almost 959 million people estimated to be suffering from migraine 
worldwide [4]. 

Multiple pathophysiological theories (genetic, vascular, neurological, 
cellular) contribute to strong association of migraine with numerous 
medical disorders like inflammatory conditions, neurological, respiratory, 
allergic, cardiovascular diseases etc., [5]. As many as 9-58% patients 
have psychiatric co-morbidity that includes mood disorders, phobias, 
anxiety disorders and depression [6,7]. The psychiatric co-morbidities 
and migraine bidirectionally influence each other. Leaving one 
unaddressed complicates the management, increases the morbidity 
due to other [8]. 

Together, these are prevalent and burdensome conditions challenging 
the healthcare system worldwide yet remaining underdiagnosed 
and underrated with a lack of multifaceted disease approach [9]. 
Hence, the present study aimed to add light to this undervalued co-
existing pattern sighting better diagnostic and management plans 
in near future with objectives;

To study and compare patients with migraine versus other •	
types of headache.

To study psychiatric co-morbidity among patients with migraine.•	

MATERIALS AND METHODS
This was a cross-sectional study conducted in the Department of 
Psychiatry of a tertiary care hospital in North India over a period of 
six months (January 2020 to June 2020). Approval for conducting 
the study was taken from Institutional Ethics Committee.

Sample size calculation: Hundred patients selected by convenient 
sampling method were taken for the study. The prevalence of 
headache disorders was variable in studies. As per the World 
Health Organisation (WHO), the prevalence of headache disorder 
is 50% [10], while, based on the departmental data of previous 
year, prevalence was 7%. For the purpose of current study, 50% 
prevalence, with 20% error was taken for calculating sample size 
as per formula:

n=4pq/d2

n=4×50×50/102=100

Based on the patients’ availability and feasibility, and considering 
tentative dropouts, 100 patients were chosen, out of which 20 
patients did not fulfill inclusion/exclusion criteria or didn’t consent 
for the study, so, final data analysis was conducted on 80 patients.

Hundred patients selected by convenient sampling with complaint of 
headache, presenting to the Department of Psychiatry or Neurology 
were initially screened. Subjects fulfilling the inclusion and exclusion 
criteria were then selected.

Inclusion and Exclusion criteria: Patients of both sexes, aged 20-60 
years, presenting with complaint of headache were included. Patients 
suffering from epilepsy, mental retardation, pregnant females, any organic 
brain disorders, acute or chronic medical illness or who are on long-term 
treatment for any other medical/psychiatric conditions were excluded.
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ABSTRACT
Introduction: Migraine is the most common cause of vascular 
headache with a one-year prevalence as high as 6-14.3%. Having 
various pathophysiological theories, it occurs in much co-morbidity 
with several medical as well as psychiatric disorders like mood 
disorders, phobia, anxiety spectrum, etc. Migraine, especially 
when co-morbid with psychiatric illness stands markedly 
burdensome economically, diagnostically, therapeutically and 
prognostically. Hence, needs even further research.

Aim: To study patients with migraine versus other types of 
headache and to study psychiatric co-morbidity among patients 
with migraine.

Materials and Methods: This cross-sectional study was conducted 
on total 100 patients presenting with headache, meeting the 
criteria were taken up for the study and divided into two groups. 
Patients meeting International Headache Society (IHS) criteria for 
migraine were enrolled under group A and patients suffering from 
headache other than migraine under group B. Having subjected 
to detailed history and evaluation, patients were subjected to 

Symptom checklist-80, Hamilton’s Anxiety Rating Scale (HARS) 
and Montgomery Asberg Depression Rating Scale (MADRS), 
International Classification of Diseases (ICD)-10 criteria. The data 
so collected was subjected to statistical analysis and association of 
psychiatric morbidity with migraine patients was assessed.

Results: Patients with migraine (group A) and among those too, 
patients having psychiatric morbidity had significantly (p<0.01) 
longer duration of illness (≥8 years), more frequent attacks 
≥5 attacks per month and had longer duration of each attack 
>24 hours compared to the other groups. Patients having migraine 
had significantly (p<0.01) higher psychiatric morbidity, more SCL-
80 symptoms (mean score 83.05); more depressive symptoms 
(mean MADRS score was 31.9±9.2) and more anxiety with the 
mean Hamilton Anxiety score was 23.3 than in patients without 
psychiatric morbidity. 

Conclusion: A thorough evaluation of psychiatric disorders in 
migraine is important so as to propose a non segregated model 
of care to direct the burden and deterioration associated with 
psychiatric co-morbidity in migraine.
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Study Procedure
Patients meeting International Headache Society (IHS) criteria [3] 
for Migraine were among group A, while the rest either not fulfilling 
complete IHS criteria, or having tension type of headache were 
enlisted as group B. Care was taken that both groups had similar 
socio-demographic attributes like age and sex. Selected patients 
were subjected to detailed psychiatric examination after completing 
personal bio-data proforma. All the subjects were subjected to 
suitable scales like Symptom Checklist-80 (SCL-80) [11] and HARS 
[12] and MADRS [13] for psychiatric symptom evaluation and 
severity assessment. Psychiatric diagnosis, if any, was made using 
ICD-10 diagnostic guidelines [14], along with the scales. Further 
assessment of psychiatric co-morbidity with migraine and other 
types of headache was assessed using statistical analysis.

Instruments
1. Personal biodata proforma: Consists of all socio-demographic 

and illness-related variables.

2. Symptom Checklist 80 (SCl-80): It consists of 80 items 
divided into nine subscales- somatisation, depression, paranoid 
ideation, interpersonal sensitivity, phobia, anxiety, Obsessive 
Compulsive Disorder (OCD) anger hostility, and additional 
symptoms. Each item had maximum score of 4 depending 
upon severity as absent, mild, moderate and severe [11]. 

3. Hamilton’s anxiety rating Scale (HarS): Semi-quantitative 
scale was used to assess severity of anxiety. It has 14 items, 
rated from 0 to 3. Scoring is as- 0-5 (no anxiety), 6-10 (mild), 
11-15 (moderate), and >15 (severe anxiety) [12].

4. Montgomery asberg Depression rating Scale (MaDrS): 
Includes 10 symptoms of depression. The rating is based on clinical 
interview which moves from broad questions to detailed ones. 
Rater decides whether score lies on defined scale steps (0,2,4,6) 

or between them (1,3,5). Score of 0-6 means normal/recovered, 
7-19 mild, 20-34 moderate, and 35-60 severe depression [13].

STATISTICAL ANALYSIS
The data were entered in Microsoft Excel and analysed using 
IBM Statistical Package for the Social Science (SPSS) v20.1. 
Descriptive statistics for categorical variables are presented in the 
form of frequencies, and continuous variables, in the form of mean 
and standard deviation. Association between various parameters 
was explored using Pearson’s Chi-square test. The p-values of 
significance ≤0.05 were considered significant.

RESULTS 
A total of 100 subjects with complaint of headache were initially 
included. However, after an initial screening, 20 patients who either did 
not fulfill the inclusion/exclusion criteria or didn’t consent for the study 
were excluded. Final analysis was thus, conducted on 80 patients.

[Table/Fig-1] shows that group A had significantly more (52%) 
patients hailing from rural areas than group B (26.7%) (p=0.03). 
Considering migraine patients, those with psychiatric morbidity were 
significantly older in age (Mean=31.6 years, p=0.04), married (75.7%, 
p-value=0.04), and literate (78.4%, p-value=0.03) as compared to 
those without morbidity. 

Migraine characteristics depicted in [Table/Fig-2] shows that patients 
in group A (52%) had longer duration of illness (≥8 years), had 
more frequent migraine attacks ≥5 per month (34%) with longer 
duration of each attack ≥24 hours (64%), as compared to group 
B (p-value=0.002, 0.006, 0.001, respectively). Specifically, among 
migraine patients’ higher number of patients with psychiatric morbidity 
(62.2%) had longer (≥8 years) duration of illness, more frequent 
attacks ≥5 per month (40.5%), and longer duration of each attack 
≥24 hours (81.1%) (p-value=0.008, 0.032, <0.001, respectively).

attributes

Group a* n=50 Group B* n=30

p-value†

Migraine with psychiatric 
morbidity, n=37

Migraine without psychiatric 
morbidity, n=13

p-value†n (%) n (%) n (%) n (%)

Sex
Male 12 (24) 13 (43.3)

0.08
6 (16.2) 6 (46.2)

0.07
Female 38 (76) 17 (56.7) 31 (83.8) 7 (53.8)

age (in years)

20-30‡ 28 (56) 16 (53.3)

0.34

21 (56.8) 7 (53.8)

0.04

31-40 13 (26) 8 (26.7) 11 (29.7) 2 (15.4)

41-60 9 (18) 6 (20) 5 (13.5) 4 (30.8)

Range 20-60 21-52 24-60 20-52

Mean age±SD 31.4±9.9 30.2±9.5 31.6±8.6 29.6±12.4

Domicile
Urban 24 (48) 22 (73.3)

0.03
21 (56.8) 3 (23.1)

0.02
Rural 26 (52) 8 (26.7) 16 (43.2) 10 (76.9)

Marital status

Married 35 (70) 21 (70)

0.64

28 (75.7) 7 (53.9)

0.04Unmarried 13 (26) 8 (26.7) 7 (18.9) 6 (46.1)

Divorced/Widowed 2 (4) 1 (3.3) 2 (5.4) 0

Occupation

Labourer/Farmer 11 (22) 11 (36.7)

0.12

8 (21.6) 3 (23.1)

0.09
Housewife 22 (44) 10 (33.3) 18 (48.6) 4 (30.8)

Professional/Student 15 (30) 8 (26.7) 9 (24.3) 6 (46.2)

Govt. Employee 2 (4) 1 (3.3) 2 (5.4) 0

Education

Literate 15 (30) 9 (30)

1.00

8 (21.6) 7 (53.9)

0.03

Li
te

ra
te

Below matric 8 (16) 9 (30.3) 7 (18.9) 1 (7.7)

Matric- Graduate 23 (23) 10 (33.3) 19 (51.3) 4 (30.8)

>Graduate 4 (4) 2 (6.7) 3 (8.1) 1 (7.7)

Total literate 35 (70) 21 (70) 29 (78.4) 6 (46.1)

Income yearly

<1 Lacs 23 (46) 18 (60)

0.06

14 (37.8) 9 (69.2)

0.021-2 Lacs 26 (52) 12 (40) 23 (62.2) 3 (23.1)

>2 Lacs 1 (2) - 0 1 (7.7)

[Table/Fig-1]: Comparison of socio-demographic attributes among patient groups.
*Group A- Patients with Migraine as per IHS criteria; Group B- Patients with other types of  headaches; †p-values ≤0.05 considered statistically significant; Chi-square test applied; ‡No patient was found 
below the age of 20.
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Category

Group a* n=50 Group B* n=30

p- value†

Migraine with psychiatric 
 morbidity, n=37

Migraine  without 
psychiatric  morbidity, n=13

p-value†n (%) n (%) n (%) n (%)

Duration of illness (in years)

<4 12 (24) 0

0.002

7 (18.9) 5 (38.5)

0.008
4-8 12 (24) 0 7 (18.9) 5 (38.5)

≥8 26 (52) 7 (23.3) 23 (62.2) 3 (23.1)

Continuous 0 23 (76.7) 0 0

Frequency of attacks (per month)

0-2 15 (30) 27 (90)

0.006

8 (21.6) 7 (53.9)

0.0322-4 18 (36) 2 (6.7) 14 (37.9) 4 (30.7)

≥5 17 (34) 1 (3.3) 15 (40.5) 2 (53.4)

Duration of each attack (in hours)

<12 12 (24) 0

0.001

4 (10.8) 8 (61.5)

<0.001
12-24 6 (12) 0 3 (8.1) 3 (23.1)

≥24 32 (64) 7 (23.3) 30 (81.1) 2 (15.4)

Continuous 0 23 (76.7) 0 0

[Table/Fig-2]: Characteristics of headache among different patient groups.
*Group A- Patients with Migraine as per IHS criteria; Group B- Patients with other types of  headaches; †p-values ≤0.05 considered statistically significant; Chi-square test was applied

Scores

Group a* 
n=50

Group B* 
n=30

p- 
value†

Migraine 
with 

psychiatric 
morbidity, 

n=37

Migraine 
without 

psychiatric 
morbidity, 

n=13
p-

value†n (%) n (%) n (%) n (%)

SCl-80 scores

<20 2 (4) 7 (23.3)

0.005

0 2 (15.4)

<0.001

21-40 9 (18) 7 (23.3) 0 9 (69.2)

41-60 12 (24) 11 (36.7) 10 (27) 2 (15.4)

61-80 10 (20) 5 (16.7) 10 (27) 0

81-100 10 (20) 0 10 (27) 0

101-120 0 0 0 0

>120 7 (14) 0 7 (18.9) 0

Range; Mean±SD
11-140;

69.3±33.4
06-76; 

38.8±17.9
43-140; 
83.1±27

11-46; 
30.3±11

MaDrS scores

Absent 0-6 3 (6) 7 (23.3)

0.005

0 3 (23.1)

<0.001

Mild 7-19 10 (20) 20 (66.7) 1 (2.7) 9 (69.2)

Moderate 20-34 20 (40) 3 (10) 19 (51.3) 1 (7.7)

Severe 35-60 17 (34) 0 17 (45.6) 0

Range; Mean±SD
2-56; 

26.3±12.8
0-44; 

11.6±6.9
10-56; 

31.9±9.2
2-24; 

10.2±5.5

Hamilton anxiety scores

0-5 2 (4) 4 (13.3)

0.006

0 2 (15.4)

<0.001

6-10 3 (6) 4 (13.3) 0 3 (23.1)

11-15 13 (26) 14 (46.7) 8 (21.7) 5 (38.2)

≥16 32 (64) 8 (26.8) 29 (78.4) 3 (23.1)

Range; Mean±SD
0-34; 

20.04±8.5
0-29; 

11.8±5.2
11-34; 

23.3±6.97
0-19; 

10.8±5.2

[Table/Fig-3]: SCL-80, MADRS and Hamilton Anxiety Rating Scores among 
patient groups.
*Group A: Patients with Migraine as per IHS criteria; Group B- Patients with other types of headaches; 
†p-values ≤0.05 considered statistically significant; Chi-square test applied

Considering individual subscales of SCL-80, as depicted in [Table/
Fig-4,5], significantly higher number of patients in group A had 
symptoms of somatisation, depression, moderate anxiety and OCD. 
In these subscale categories, more group A patients belonged to 
moderate and severe categories than group B which had no patient 
falling in moderate severity.

SCl subscales

Group a* 
n=50

Group B* 
n=30

p-value†n % n %

Somatisation

Absent 0-12 17 34 25 83.3

0.006Present 13-48 33 66 5 16.7

Mean±SD 16.9±8.5 9.8±4.1

Depression

Absent 0-13 13 26 23 76.7

0.005Present 14-52 37 74 7 23.3

Mean±SD 21.5±11.7 9.7±6.1

Paranoid 
Ideation

Absent 0-6 50 100 30 100

-Present 7-24 0 0 0 0

Mean±SD 0.3±1.0 0.1±0.2

Inter-personal 
sensitivity

Absent 0-9 46 92 30 100

0.78Present 10-36 4 8 0 0

Mean±SD 1.2±3.8 0.53±1.4

anxiety

Absent 0-10 22 44 27 90

0.001Present 11-40 28 56 3 30

Mean±SD 11.3±6.4 5.6±3.0

Phobia

Absent 0-7 50 100 27 90

0.09Present 8-28 0 0 3 10

Mean±SD 0.4±1.0 0.7±1.7

OCD

Absent 0-10 41 82 29 96.7

0.04Present 11-40 9 18 1 3.3

Mean±SD 7.1±4.8 5.0±2.9

anger hostility 
scale

Absent 0-6 46 92 29 96.7

0.74Present 7-24 4 8 1 3.3

Mean±SD 2.8±1.9 3.2±1.4

additional

Absent 0-7 25 50 24 80

0.004Present 8-28 25 50 6 20

Mean±SD 7.8±4.7 4.3±3.2

[Table/Fig-4]: Comparison of patients with migraine versus other headaches 
based on SCL-80 subscales.
*Group A- Patients with Migraine as per IHS criteria; Group B- Patients with other types of headaches
†p-values ≤0.05 considered statistically significant; Chi-square test applied

It was seen [Table/Fig-3] that group A patients had significantly 
higher scores in terms of overall psychiatric morbidity (SCL-80 mean 
score of 69.34 versus 38.8 in group B); higher depression scores 
(MADRS mean 26.3 versus 11.6 in group B) and higher anxiety 
scores (HARS mean 20.04 versus 11.8 in group B). Migraine patients 
with psychiatric morbidity had significantly more SCL-80 symptom 
score (Mean=83.1 versus 30.30 in patients without morbidity), more 
depressive symptoms (MADRS mean 31.9 versus 10.2 in those 
without morbidity), and more anxiety (HARS mean=23.3 versus 
10.8 in patients without morbidity).
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with socio-demographic attributes and variables of migraine. For this 
purpose, 50 patients of migraine were enrolled which constituted 
group A and 30 patients having headache other than migraine were 
also enrolled who constituted group B.

It could be observed [Table/Fig-1] that number of females in group 
A was more as compared to males (76% versus 24%). Banday M 
et al., found females (90.7%) being widely numerous than males 
(9.3%) with a mean age of 35.38-38.80 [15].

In patients with psychiatric morbidity, there were significantly (p-value 
<0.05) higher number of females (83.8%) than male patients, with 
a mean age of 31.6 years, belonging to urban areas, married, 
housewives, literate and having moderate income. Bera SC et 
al., stated such patients to have a mean age of 33.45 years, with 
significantly wide majority of them being females, married home-
makers, middle-school literates, rural background [2]. Although 
some literature states variability too which might be accounted to 
socio-cultural differences with geographical differences [6]. 

Majority patients with migraine had significantly longer duration of 
migraine i.e., ≥8 years, had more frequent attacks i.e., ≥5 per month 
and also longer (≥24 hours) duration of each attack. On analysing 
disease variables [Table/Fig-2], significantly higher number of 
patients with migraine and psychiatric morbidity had longer duration 
of illness ≥8 years (p-value=0.008), had more frequent migraine 
attacks ≥5 attacks/month (p-value=0.032) and had longer duration 
of each attack ≥24 hours (p-value<0.001). Maizels M and Burchette 
R concluded that frequent association of somatic symptoms in 
patients with chronic migraine; in patients with severe headache 
>2 days/week compared to <2 days/week and in patients with 
a clinical diagnosis of anxiety or depression [16]. Some literature 
although state it otherwise [6,17]. 

As depicted in [Table/Fig-3-5], Group A had significantly more 
severe somatisation and depression (p-value=0.001) on the SCL-80 
individual subscales. The symptoms of anxiety (8%, mean=11.28, 
p-value <0.01), OCD (2%, mean=7.12, p<0.05) and additional 
subscale (10%, mean=7.8, p<0.01) were moderately severe with 
a total SCL-80 mean score of 69.34 in group A. Minen MT et al., 
found that among the patients suffering from migraine, 41-47% 
suffered from depression, 51-58% from anxiety [7].

On MADRS, significantly (p<0.01) higher number of patients in 
group A showed symptoms of depression with mean score of 26.3. 
Fugger G et al., found MADRS too similarly with majority patients 
experiencing recurrent depressive episodes with a mean MADRS 
score of 24.8 [18]. 

On HARS, significantly (p-value <0.01) higher number of patients 
showed symptoms of anxiety with mean score of 20.04. Zampieri 
MA et al., could trace neuroticism in as many as 90% chronic 
migraine patients with almost half having anxiety disorder and half 
having depressive disorder [19].

On MADRS and HARS, significantly (p-value <0.001) more symptoms 
of depression and anxiety were observed in patients with psychiatric 
morbidity with mean score of 31.94 and 23.27, respectively. Pradeep 
R et al., found many patients with migraine to have co-morbid anxiety 
or depression with scores holding a direct correlation with the HAM-A 
and HAM-D scores [1]. As per ICD-10 criteria [Table/Fig-6], significantly 
higher (p=0.02) number of patients in group A were diagnosed as 
Depression F32, Generalised Anxiety Disorder, Somatisation F45 and 
OCD F42. Bera SC et al., concluded that among the total (62.5%) 
patients with psychiatric disorders, majority fulfilled criteria for major 
depressive disorder, social phobia, substance abuse, bipolar disorder, 
generalised anxiety disorder and though lesser but also with Obsessive 
Compulsive Disorder [2].

In the current study [Table/Fig-7], significantly higher number of 
migraine patients with psychiatric morbidity had positive family 
history of migraine (37.83%) as compared to 7.7% in patients 
without psychiatric morbidity. Bhatia M and Gupta R, found 12% of 

ICD-10 diagnosis*

Group a† n=50 Group B† n=30

p-value‡n % n %

F32 
Depression

Mild 4 8 1 3.3

0.02

Moderate 4 8 1 3.3

Severe 4 8 0 0

Total 12 24 2 6.7

F41.1 Generalised anxiety 
disorder

13 26 2 6.7

F45 Somatisation 9 18 1 3.3

F40 Phobia 0 0 0 0

F42 OCD 3 6 0 0

Total 37 74 5 16.7

[Table/Fig-6]: Clinical diagnoses according to ICD-10 diagnositic guidelines.
*Those patients who fulfilled complete diagnositic criteria for disorders as per ICD-10 guidelines 
have been shown in the table.
†Group A- Patients with Migraine as per IHS criteria; Group B- Patients with other types of headaches
‡p-value ≤0.05 considered statistically significant; Chi-square test applied; p-value for F32 
Depression subtypes was 0.04

Family history of 
migraine

With psychiatric 
morbidity, n=37

Without psychiatric 
morbidity, n=13 p-value*

n % n %

0.01With family history 14 37.8 1 7.7

Without family history 23 62.2 12 92.3

[Table/Fig-7]: Comparison of migraine patients based on family history.
*p values ≤0.05 considered statistically significant; Chi-square test was applied

Lastly, as stated in [Table/Fig-7], significantly (p-value=0.01) higher 
number of migraine patients with psychiatric morbidity had a family 
history of migraine (n=14, 37.8%) compared to those without 
psychiatric morbidity.

Considering patients fulfilling ICD-10 diagnostic criteria for established 
psychiatric disorders [Table/Fig-6], more group A patients were 
diagnosed with depression (24%), generalised anxiety disorder 
(26%), somatisation (18%) and OCD (6%), as compared to group B 
(p-value=0.02).

SCl 
subscales

Patient 
group*

absent 
n (%) 

Mild 
n (%)

Moderate 
n (%)

Severe 
n (%)

p-
value†

Somatisation
Group A 17 (24) 21 (42) 11 (22) 1 (2)

0.001
Group B 25 (83.3) 5 (16.7) 0 0

Depression
Group A 13 (26) 18 (36) 13 (26) 6 (12)

0.002
Group B 23 (76.7) 7 (23.3) 0 0

Paranoid 
Ideation

Group A 50 (100) 0 0 0
-

Group B 30 (100) 0 0 0

Interpersonal 
Sensitivity

Group A 46 (92) 4 (8) 0 0
0.18

Group B 30 (100) 0 0 0

anxiety
Group A 22 (44) 24 (48) 4 (8) 0

0.008
Group B 27 (90) 3 (10) 0 0

Phobia
Group A 50 (100) 0 0 0

0.09
Group B 27 (90) 3 (10) 0 0

OCD
Group A 41 (82) 8 (16) 1 (2) 0

0.04
Group B 29 (96.7) 1 (3.3) 0 0

anger 
Hostility

Group A 46 (92) 4 (8) 0 0
0.54

Group B 29 (96.7) 1 (3.3) 0 0

additional
Group A 25 (50) 20 (40) 5 (10) 0

0.01
Group B 24 (80) 6 (20) 0 0

[Table/Fig-5]: Comparison of patients with migraine versus other headaches 
based on SCL-80 severity.
*Group A- Patients with Migraine as per IHS criteria; Group B- Patients with other types of headaches
†p-values ≤0.05 considered statistically significant; Chi-square test applied

DISCUSSION
The present study was conducted to find out psychiatric morbidity 
among patients of migraine and any relation of psychiatric morbidity 
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cases to have a positive family history and 6% having family history 
of depression and migraine with aura as the most common subtype 
(80%) [20].

Considering strengths of current study, it strongly focuses on the 
wide co-occurrence of headache (in particular migraine) with various 
psychiatric symptoms as well as diagnostic disorders, which has been 
done in relatively fewer studies in north India. To delineate amongst 
patients with headache as part of underlying psychopathology versus 
primary headache disorder, a precise wholesome neuro psychiatric 
history taking was done using semi-structure proforma. This was 
further reinforced using appropriate scales and the standard IHS and 
ICD-10 criteria. For future recommendations, current study draws 
attention towards a multifaceted approach in headache management, 
to reduce burden on such patients in all spheres. 

Limitation(s)
Current study was cross-sectional in nature. A longitudinal pattern 
would help assessing long-term course and prognosis of headache 
patients, especially those with psychiatric co-morbidity. Secondly, 
a higher sample size will better help generalising the results in 
population.

CONCLUSION(S)
Compared to other headaches, migraine patients, especially those 
having psychiatric morbidity were found to have longer duration of 
illness, more frequent attacks and longer duration of each attack. 
Further, such patients had higher overall psychiatric morbidity, 
including symptoms of somatisation, depression, anxiety, OCD and 
depression. As per ICD-10 diagnostic criteria for psychiatric disorders, 
more migraine patients suffered from Depression (F32), Generalised 
Anxiety disorder (F41), Somatisation disorder (F45) and OCD (F42).
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