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Abstract: Migraine is a common neurological disorder considered the second most disabling condi-
tion worldwide. Its prevalence ranges from 2.6% to 21.7% in population studies. This study aimed to
know the prevalence of diagnosed and undiagnosed migraine in the general Spanish adult popula-
tion, their health care use, and factors related. A descriptive cross-sectional study was undertaken
with 23,089 individuals >15 years from the 2017 Spanish National Health Survey. Three groups were
defined: people diagnosed with migraine (DM), people reporting undiagnosed migraine (UM) and
people without migraine. Sociodemographic, clinical and use of health resources data were collected.
The scales Duke Social Support Index (DSSI) and General Health Questionnaire (GHQ-12) were used.
Prevalence of DM and UM were determined with 95% confidence intervals. To determine the factors
associated with DM and UM, a multinomial logistic regression model was used. The prevalence of
DM was 8.6% (95%CI: 8.2–9), and UM, 0.9% (95%CI: 0.8–1). People with DM more frequently visited
healthcare professionals (47.8%), required more supplementary tests (86.8), had a higher percentage
of hospitalization (11.3%), and used emergency services (45.1%). Women had nearly three times the
risk of DM and UM. Worse mental health was a risk factor for UM (OR = 1.20) and DM (OR = 1.18).
The greater the work stress, the greater the risk of DM (OR = 1.12). An adequate monitoring and
management of migraine in people with these characteristics could contribute to improving their
quality of life and reducing costs in the system.
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1. Introduction

Migraine is a common neurological disorder that, according to the data of the Global
Burden of Diseases Study 2019, is considered the second most disabling condition world-
wide, being responsible for 42.1 million years lost to disability (YLD) [1].

Prevalence of migraine in population studies has been reported to range between 2.6%
and 21.7%, with an average of 12–14% [2]. Likewise, some differences have been found
between continents with data showing a prevalence of 10.4% in Africa, 10.1% in Asia, with
substantial differences among countries (from 3.1% in Singapore to 22.8% in India), 11.4%
in Europe and between 12.8% and 16.4% in Central and South America [1,3–6].

In Spain, the estimated prevalence of migraine in 2016, according to the data from the
Spanish National Health Survey, was 11.02%. It was higher than the prevalence in 2003
(6.54%) and similar to the prevalence in 2012 (9.69%) and 2009 (10.79%) [7,8].

The time trend prevalence of migraine in Spain is also reported by Fernandez de las
Peñas et al. [9] from 2003 to 2012, who confirm an increase in this period. This result is
in agreement with those found in Norway by Linde et al. [10] and has been related to the
changes in social environmental, sedentary life, higher stress, unhealthy lifestyle habits
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or poor self-perceived health status [8,9]. However, the evolution of the disease and the
factors associated with it need to be better studied.

There is evidence that migraine occurs twice as much in females compared to males
(13.8% and 6.9%, respectively) and most frequently affects the working-age population [11],
leading to a greater labor, personal and societal impact and causing greater consequences
on family activities and on relationship with partners and children [12].

On the other hand, several authors have shown that migraine is frequently associated
with many medical comorbidities including psychiatric disease. Around 40% of people with
migraines report depression, which is almost twice as common in people with migraine
compared to the general population [13]. Furthermore, a cumulative lifetime incidence
of anxiety around 50% has been shown in these patients, and the prevalence of anxiety
increases when migraine and depression come together [14–16].

Some studies have also revealed that patients with migraine and coexisting psychiatric
disorders have poorer treatment outcomes and increased disability as compared to migraine
without these comorbidities [17]. In view of this, it seems clear that there is a need to identify
and properly address these problems in patients with migraine.

With respect to cost, several studies have shown that migraine produces an extensive
burden related to healthcare and treatment [18] and indirect cost related to absenteeism
and presentism [19]. Indicatively, in a study carried out in Spain in 2004 by Badia et al. [20],
the authors found out that the economic burden of migraine was around 1076 million euros.
The direct costs represented 32.0% of the total burden (344 million euros), 39.2% being
for primary care visits, 28.7% for specialist visits, 20.5% for emergency room visits and a
further 11.7% for migraine-specific prescription drugs. Similar results have been reported
by Darbà and Marsà [21] in a recent study based on data from 2011 to 2016. These authors
also found that headache disorders summed a total annual cost of 10,716,086 euros and
migraine alone represented 7,302,718 euros of the total annual cost.

In view of the magnitude of the migraine and the paucity of information about the
comorbidity related to this problem in Spain, we carried out the present study with the
objectives: (a) to know the prevalence of diagnosed migraine (DM) and undiagnosed
migraine (UM) in the general adult population in Spain; (b) to know the health care use in
these subjects; (c) to analyze the sociodemographic and health factors related to DM and
UM in this population.

2. Materials and Methods

A descriptive cross-sectional study was carried out based on data from the 2017
National Health Survey, performed by the Spanish National Institute of Statistics (INE, for
its acronym in Spanish) [22]. This survey constitutes the main source of information on the
health perceived by the general population in Spain. By means of a stratified three-stage
sampling, a total of 23,089 individuals over 15 years old residing in the Spanish territory
were interviewed.

Information was collected through a questionnaire conducted in a computer-assisted
face-to-face personal interview (CAPI) between October 2016 and October 2017.

For the purposes of this study, in order to define the population that suffered from
migraine in the last 12 months, 2 questions from the questionnaire were used: “Have you
suffered migraine in the past 12 months?” and “Has a doctor told you that you suffer
migraine?” From the information obtained in these questions, 3 groups of individuals were
defined. First, the group of people diagnosed with migraine (DM) (n = 1991), who were
those who answered affirmatively to both questions. Second, the people who reported
undiagnosed migraine (UM) (n = 208), who were those who answered affirmatively to the
first one, but not to the second one. Third, the group without migraine (NoM) (n = 20,890),
who answered negatively to both questions.

In addition to sociodemographic characteristics, information on work stress (scale
from 1: “no stressful” to 7: “very stressful”), satisfying job (scale from 1: “no satisfactory”
to 7: “very satisfactory”), difficulties in carrying out daily activities, the state of health
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perceived in the last 12 months, and information on the use of health resources was
collected. Particularly, visits (and number of visits) to healthcare professionals (either
family/general practitioner or specialist) in the last 4 weeks, hospital admission (and
number of admissions) in the last 12 months (excluding birth), waiting list for the last
admission, use of emergency services in the last 12 months and supplementary tests
were analyzed.

The social support perceived by the respondents was collected using the Duke Social
Support Index (DSSI), validated and adapted into Spain by Bellón et al. [23] This self-
administered scale is composed of 11 items scored from 1 to 5, with 1 being: “much less
than I want”, 2: “less than I want”, 3: “neither much nor little”, 4: “almost as I wish” and 5:
“as much as I wish”. A score lower than 32 indicates low social support, and 32 points or
more indicates normal social support.

The General Health Questionnaire 12 (GHQ-12) was used to detect possible mental
health disorders. This scale consists of 12 items evaluated from a dichotomous score
(0-0-1-1), and an overall score ranges from 0 (best mental health) to 12 (worst mental health)
is obtained by adding the items. It has shown adequate psychometric characteristics in
both the general and clinical population [24].

A descriptive analysis was carried out. The prevalence of DM and UM were de-
termined along with their 95% confidence intervals. Normality was tested with the
Kolmogorov–Smirnov test. The Chi-squared, likelihood ratio, Kruskal–Wallis and Mann–
Whitney tests were used to analyze the differences among groups.

To determine the factors associated with DM and UM, a multinomial logistic regression
model adjusted by steps was carried out. In this analysis, the dependent variable was
the presence of migraine, taking the NoM group as the reference group, and showing the
results for the DM and UM groups. The criteria for independent variables to be included
were both clinical and statistical, in view of the literature and the results obtained in
the bivariate analyses. The results were considered statistically significant for two-tailed
p-values lower than 0.05.

The analyses were carried out using IBM SPSS Statistics 23 and Epidat 3.1 software.

3. Results
3.1. Characteristics of the Sample and Prevalence of Migraine

The total number of respondents was 23,089, 54.1% women and 45.9% men. The mean
age was 53.4 years (SD = 18.9). The prevalence of DM was 8.6% (95% CI: 8.2–9) and the
prevalence of UM was 0.9% (95% CI: 0.8–1).

3.2. Sociodemographic and Clinical Factors Related to Migraine

We observed a higher proportion of women in both the diagnosed and undiagnosed
migraine groups and a lower mean age in the UM group. Most people with DM were
45–59 years (31.6%), while people with UM were mostly 30–44 years (33.7%). A higher
proportion of separated and divorced persons had UM, compared to the other two groups.
The highest levels of difficulties performing daily activities were observed in the DM group
(Table 1).

In the UM group, 9.6% reported a bad or very bad health status, compared to 21.9%
in the DM group. The level of pain in the last 4 weeks was higher in people with DM
(Table 1).

We observed that work stress was higher in the DM group (Mean = 4.7, SD = 1.7),
followed by the UM group (Mean = 4.5, SD = 1.7). In addition, the group that expressed the
greatest job satisfaction was the one that did not suffer from migraine. On the other hand,
mental health was worse in the group with DM (Mean = 3, SD = 3.7), compared to the other
two groups. However, respondents with UM reported less social support (Mean = 45.9 on
the DSSI scale, SD = 7.8) compared to people with DM (Mean = 46.4, SD = 7.8) and NoM
(Mean = 48, SD = 7.2). However, no significant differences were observed between UM and
DM (Table 1).
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Table 1. Sociodemographic and clinical factors related to the presence of migraine.

Variable Category
NoM

N = 20,890
n (%)

UM
N = 208

n (%)

DM
N = 1991

n (%)
p 1 p 2 p 3 p 4

Gender Women 10847 (51.9) 150 (72.1) 1497 (75.2) <0.001 5 <0.001 5 <0.001 5 0.331 5

Age (Years) Mean (SD) 53.6 (19) 49.4 (19.2) 52.3 (17.6) <0.001 6 0.001 7 0.001 7 0.008 7

Age (Groups)

15–29 2353 (11.3) 30 (14.4) 188 (9.4)

<0.001 5 0.001 5 <0.001 5 0.004 5
30–44 4874 (23.3) 70 (33.7) 528 (26.5)
45–59 5503 (26.3) 48 (23.1) 629 (31.6)
60–74 4812 (23) 30 (14.4) 384 (19.3)
≥75 3348 (16) 30 (14.4) 262 (13.2)

Marital status

Single 5359 (25.7) 67 (32.2) 462 (23.2)

0.001 5 0.150 5 0.001 5 0.029 5
Married 11275 (54.1) 97 (46.6) 1093 (55)

Widow(er) 2694 (12.9) 30 (14.4) 248 (12.5)
Separated 505 (2.4) 3 (1.4) 49 (2.5)
Divorced 1020 (4.9) 11 (5.3) 137 (6.9)

Laboral status

Active 9007 (43.2) 99(47.8) 813 (40.9)

<0.001 5 0.085 5 <0.001 5 0.012 5

Unemployed 2185 (10.5) 31 (15) 271 (13.6)
Retired/early

retired 6102 (29.2) 45 (21.7) 461 (23.2)

Student 1226 (5.9) 12 (5.8) 71 (3.6)
Unable to

work 474 (2.3) 3 (1.4) 105 (5.3)

Housework 1872 (9) 17 (8.2) 267(13.4)

Difficulties performing
daily activities

None 13820 (66.2) 107 (51.4) 673 (33.8)

<0.001 5 <0.001 5 <0.001 5 <0.001 5
A bit 2929 (14) 43 (20.7) 406 (20.4)

Moderate 2272 (10.9) 28 (13.5) 401 (20.1)
Quite 1269 (6.1) 25 (12) 317 (15.9)
A lot 592 (2.8) 5 (2.4) 194 (9.7)

Health status in the
last 12 months

Very good 4046 (19.4) 23 (11.1) 121 (6.1)

<0.001 5 0.004 5 <0.001 5 <0.001 5
Good 10340 (49.5) 99 (47.6) 706 (35.5)

Moderate 4738 (22.7) 66 (31.7) 727 (36.5)
Bad 1393 (6.7) 16 (7.7) 315 (15.8)

Very bad 373 (1.8) 4 (1.9) 122 (6.1)

Level of pain in the
last 4 weeks

None 11414 (54.7) 61 (29.3) 475 (23.9)

<0.001 5 <0.001 5 <0.001 5 0.037 5

Very mild 1803 (8.6) 16 (7.7) 107 (5.4)
Mild 2948 (14.1) 47 (22.6) 375 (18.8)

Moderate 3086 (14.8) 50 (24) 543 (27.3)
Severe 1358 (6.5) 29 (13.9) 403 (20.2)

Extreme 272 (1.3) 5 (2.4) 88 (4.4)
Social support (DSSI) Mean (SD) 48 (7.2) 45.9 (7.8) 46.4 (7.8) <0.001 6 <0.001 7 <0.001 7 0.381 7

Work stress Mean (SD) 4.3 (1.7) 4.5 (1.7) 4.7 (1.7) <0.001 6 0.278 7 <0.001 7 0.154 7

Satisfying job Mean (SD) 5.5 (1.4) 5.1 (1.6) 5.3 (1.6) <0.001 6 0.004 7 0.001 7 0.149 7

Mental health
(GHQ12) Mean (SD) 1.3 (2.6) 2.6 (3.1) 3 (3.7) <0.001 6 <0.001 7 <0.001 7 0.857 7

DM: diagnosed migraine; NoM: absence of migraine; SD: standard deviation; UM: undiagnosed migraine. 1 p-value for the difference
among the 3 groups; 2 p-value for the difference between NoM and UM; 3 p-value for the difference between NoM and DM; 4 p-value for
the difference between UM and DM; 5 Pearson’s Chi-squared; 6 Kruskal–Wallis H test; 7 Mann–Whitney U test.

3.3. Health Resources Factors Related to Migraine

We observed that 7679 people (33.3%) visited a health professional. Family or general
practitioners had been visited in the last four weeks by 30.5% (one visit) and 6.8% (two or
more visits). A total of 2058 (8.9%) had been hospitalized in the last 12 months (excluding
births), and 543 (26.7%) had to be on the waiting list before admission. In 21.4% of the cases,
two or more admissions for the same patient were necessary. The emergency services were
used by 29.9% of the sample.

People with DM were who more frequently visited healthcare professionals (47.8%),
compared to the other groups. Family or general practitioners were more frequently visited
by people with DM (49.4%), compared to people with UM (35.4%) and NoM (36%), and
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a similar situation was observed for specialists (31.2%, 30.1% and 22.9%, respectively).
Likewise, the group with DM was the one that required more supplementary tests (86.8),
higher percentage of hospitalization (11.3%), and emergency services (45.1%), compared
with the other groups (Table 2).

Table 2. Health resources factors related to migraine.

Variable Category
NoM

N = 20,890
n (%)

UM
N = 208

n (%)

DM
N = 1991

n (%)
p 1 p 2 p 3 p 4

Visit to healthcare professionals Yes 6649 (31.8) 78 (37.5) 952 (47.8) <0.001 5 0.081 5 <0.001 5 0.005 5

Nº visits to a family or general
practitioner in the last 4 weeks

None 10935 (63.9) 108 (64.7) 913 (50.6)
<0.001 5 0.004 5 <0.001 5 0.001 51 5099 (29.8) 39 (23.4) 676 (37.5)

2 or more 1066 (6.2) 20 (12) 215 (11.9)

Nº visits to a specialist in the last
4 weeks

None 9353(77.1) 95(69.9) 961 (68.7)
<0.001 5 0.047 5 <0.001 5 0.576 51 2196 (18.1) 29 (21.3) 340(24.3)

2 or more 585 (4.8) 12 (8.8) 97 (6.9)
Hospital admission in the last 12

months (excluding birth) Yes 1821 (8.7) 12 (5.8) 225 (11.3) <0.001 5 0.133 5 <0.001 5 0.014 5

Nº hospital admission in the last
12 months (excluding birth)

1 1436 (79) 9 (75) 156 (69.3)
0.002 5 0.692 6 <0.001 5 0.672 6

2 or more 365 (20.1) 3 (25) 69 (30.7)
Waiting list for the last admission Yes 469 (26.1) 5 (41.7) 69 (30.9) 0.157 5 0.246 6 0.126 5 0.446 6

Use of emergency services in the
last 12 months Yes 5932 (28.4) 71 (34.1) 898 (45.1) <0.001 5 0.068 5 <0.001 5 0.002 5

Supplementary tests Yes 16668 (79.8) 170 (81.7) 1729 (86.8) <0.001 5 0.488 5 <0.001 5 0.041 5

DM: diagnosed migraine; NoM: absence of migraine; UM: undiagnosed migraine. 1 p-value for the difference among the 3 groups; 2 p-value
for the difference between NoM and UM; 3 p-value for the difference between NoM and DM; 4 p-value for the difference between UM and
DM; 5 Pearson’s Chi-squared; 6 likelihood ratio.

3.4. Factors Related to the Presence of Diagnosed and Undiagnosed Migraine. Multinomial
Logistic Regression Model

Regarding the results of the multinomial logistic regression model, in the UM group,
we observed that aging was a protective factor against the presence of the disease (OR = 0.98),
that is, the older the age, the lower the risk of UM. Women had nearly three times the risk of
migraine than men, both diagnosed and undiagnosed. Worse mental health (according to
the GHQ12 score) was also a risk factor for UM (OR = 1.20) and DM (OR = 1.18). Similarly,
the greater the work stress, the greater the risk of DM (OR = 1.12), but this factor was not
significant in the case of UM (Table 3).

Table 3. Factors related to the presence of diagnosed and undiagnosed migraine. Multinomial logistic regression model.

Migraine Variable p-Value OR (95%CI)

UM

Age (Years) 0.001 0.98 (0.96–0.99)
Gender (Women vs. Men 1) <0.001 2.81 (1.80–4.37)

Mental health (GHQ12) <0.001 1.20 (1.12–1.28)
Work stress 0.791 1.02 (0.9–1.15)

DM

Age (Years) 0.176 1 (0.99–1)
Gender (Women vs. Men 1) <0.001 2.96 (2.52–3.48)

Mental health (GHQ12) <0.001 1.18 (1.15–1.21)
Work stress <0.001 1.12 (1.07–1.18)

CI: confidence interval; DM: diagnosed migraine; NoM: absence of migraine; OR: odds ratio; UM: undiagnosed migraine. Reference
category of the dependent variable: NoM. 1 Reference category.

4. Discussion

The study shows that the prevalence of DM in the general Spanish population is 8.6%
and almost 1% of the population refers to UM. Furthermore, women have nearly three times
the risk of migraine than men, both diagnosed and undiagnosed. Worse mental health
and greater work stress were factors related to migraine. Finally, it should be noted that,
in patients with DM, the use of health services was greater than those without migraine,
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in terms of medical consultations, supplementary tests, use of emergency services and
hospital admissions.

Even though the prevalence observed in this study is within the range described
by other authors in Spain [8], it is higher than the prevalence found in Finland [25], but
lower than in Sweden [19], India [6] or the USA [4]. In Spain, Fernández de las Peñas
et al. [26], and Roy et al. [8], in studies carried out in 2013 and 2019, observed slightly higher
results than ours (9.6% and 9%). However, these authors do not provide the disaggregated
information according to whether migraine had been diagnosed or not.

As expected, a higher frequency of the disease was observed in women (both DM
and UM) and most people with DM were 45–59 years. Migraine is a complex condition in
women, and several potential reasons might be argued. On the one hand, some authors
have considered hormonal changes throughout life from menarche to menopause as factors
related to migraine [13,27]. There is also evidence to support underlying genetic variance
to explain the risk of migraine in women. In this vein, migraine might be an autosomal
dominant condition in women, though recessive in men, or transmitted by a maternally
inherited factor [28]. However, other studies with twins have shown that the genetic factor
is not the only one that plays a role, and other factors (including environmental factors)
should be taken into account [29].

It is noteworthy that the older the age, the lower the risk of UM, according to the results
of the multinomial logistic regression model. Causal relationships cannot be inferred, but
it could be argued that as people age, the probability of going to the hospital increases, and
UM might decrease in favor of DM as a result.

The relationship between the mental status and migraine (both diagnosed and undiag-
nosed) found in the study is consistent with findings previously reported. Several studies
have shown a bidirectional relationship, as they share a common pathogenic mechanism,
genetic basis, as well as neurotransmitters, sex hormones and stress [13,30,31].

Unlike depression, the comorbidities of anxiety and migraine have received less
attention. The relationship of these two pathological processes has been analyzed in
a recently published systematic review [32]. The results showed that there is a strong
and consistent relationship between them, with an average OR = 2.33 (2.20–2.47) among
cross-sectional studies, and an average RR = 1.63 (1.37–1.93) for cohort studies carried out
among migraineurs compared to non-migraineurs or healthy participants. A variety of
mood and anxiety disorders have been identified not only as comorbidities but also as
factors with some impact on the migraine chronification. Therefore, the early identification
and treatment of psychiatric disorders in subjects with migraine should currently be
considered [30,31].

An association between work stress and migraine was found in this study. These
results are consistent with those reported by Goulart et al. [14], who found this relation
in middle-aged current civil servants in Brazil. These authors reported some differences
by sex, with high-strain jobs being independently associated with migraine in men and
low job control strongly associated with migraine in women. These authors also found
low social support as a factor associated with migraine in both genders [33]. In our study,
the scores obtained on the DSSI social support scale were lower in subjects with migraine
vs. those who did not have this disease. However, this association did not remain after
adjusting for other variables such as mental status or work stress.

The results on the differences in the use of health resources found in the study are
consistent with those described by Badia et al. many years ago in Spain [20] and with results
from other countries [34]. Our group has also shown that the use of healthcare resources
by patients with chronic pain [35] and chronic pain and disability [36] is higher than in the
general population. Factors such as pain intensity, physical and mental comorbidities [37,38],
and pain associated limitations and disability [39,40] have been shown to be related to
greater use of healthcare services by CP patients. In addition, lower user satisfaction has
been associated with sadness and headache [36]. This is not surprising, as headache is
one of the most difficult, painful processes to diagnose and manage [41], and this might
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eventually lead to dissatisfaction with the healthcare system and more consumption of
health care resources. Satisfied patients would be more willing to cooperate with healthcare
professionals, following the medical guidelines and recommendations [42], resulting in a
more rational use of resources.

A potential limitation of this study is that lifestyle variables, such as sedentary lifestyle,
tobacco or alcohol consumption, have not been included in this study. Although they were
not part of our aims, other studies have identified them as risk factors, and they should be
taken into account in future studies. Another limitation might be the accuracy of migraine
diagnosis. It is not the diagnosis itself but the affirmation by the respondent that they
have such a diagnosis. There is no way to prove reliably that they actually have it, but the
question is very clear, and they have the chance to answer separately if they suffer it and if
they have a diagnosis for it, which should avoid an overestimation of DM. As a strength,
apart from the large sample size and the methodology, this study adds the comparison of
three groups, including diagnosed and undiagnosed migraine separately.

5. Conclusions

In conclusion, the prevalence of migraine is high in the general Spanish population,
and it implies a greater use of health services. Risk factors include having worse mental
health, greater work stress and being a woman. This last factor is of particular interest since
the differences between men and women are marked, and future studies should further
explore the possible reasons. An adequate monitoring and management of the disease in
people with the aforementioned characteristics could contribute to improving their quality
of life and reducing costs in the system.

Author Contributions: Conceptualization, A.S., L.B. and I.F.; methodology, A.S. and I.F.; software,
A.S. and L.B.; validation, A.S., L.B. and I.F.; formal analysis, A.S. and L.B.; investigation, A.S., L.B.
and I.F.; resources, I.F.; data curation, A.S., L.B. and I.F.; writing—original draft preparation, A.S. and
L.B.; writing—review and editing, A.S. and I.F.; visualization, A.S. and I.F.; supervision, I.F.; project
administration, I.F. All authors have read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: Ethical review and approval were waived for this study due
to the use of secondary data from the Spanish National Statistics Institute (INE). The methodology
used by the INE guarantees good practices and the usual ethical considerations, including the World
Medical Association Declaration of Helsinki and the informed consent. In addition, the information
provided by the INE is anonymized.

Informed Consent Statement: Patient consent was waived due to the use of secondary data from
the Spanish National Statistics Institute (INE).

Data Availability Statement: A publicly available dataset was used in this study. It can be found
on the website of the Spanish Statistics Institute (INE) at: https://www.ine.es/dyngs/INEbase/en/
operacion.htm?c=Estadistica_C&cid=1254736176783&menu=resultados&idp=1254735573175#!tabs-
1254736195295 (accessed on 7 June 2021).

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Ashina, M.; Katsarava, Z.; Do, T.P.; Buse, D.C.; Pozo-Rosich, P.; Özge, A.; Krymchantowski, A.V.; Lebedeva, E.R.; Ravishankar, K.;

Yu, S.; et al. Migraine: Epidemiology and Systems of Care. Lancet 2021, 397, 1485–1495. [CrossRef]
2. Yeh, W.Z.; Blizzard, L.; Taylor, B.V. What Is the Actual Prevalence of Migraine? Brain Behav. 2018, 8, e00950. [CrossRef]
3. Woldeamanuel, Y.W.; Cowan, R.P. Migraine Affects 1 in 10 People Worldwide Featuring Recent Rise: A Systematic Review and

Meta-Analysis of Community-Based Studies Involving 6 Million Participants. J. Neurol. Sci. 2017, 372, 307–315. [CrossRef]
4. Lipton, R.; Stewart, W.; Diamond, S.; Diamond, M.; Reed, M. Prevalence and Burden of Migraine in the United States: Data from

the American Migraine Study II. Headache 2001, 41, 646–657. [CrossRef] [PubMed]
5. Lipton, R.; Munjal, S.; Alam, A.; Buse, D.; Fanning, K.; Reed, M.; Schwedt, T.; Dodick, D. Migraine in America Symptoms and

Treatment (MAST) Study: Baseline Study Methods, Treatment Patterns, and Gender Differences. Headache 2018, 58, 1408–1426.
[CrossRef]

https://www.ine.es/dyngs/INEbase/en/operacion.htm?c=Estadistica_C&cid=1254736176783&menu=resultados&idp=1254735573175#!tabs-1254736195295
https://www.ine.es/dyngs/INEbase/en/operacion.htm?c=Estadistica_C&cid=1254736176783&menu=resultados&idp=1254735573175#!tabs-1254736195295
https://www.ine.es/dyngs/INEbase/en/operacion.htm?c=Estadistica_C&cid=1254736176783&menu=resultados&idp=1254735573175#!tabs-1254736195295
http://doi.org/10.1016/S0140-6736(20)32160-7
http://doi.org/10.1002/brb3.950
http://doi.org/10.1016/j.jns.2016.11.071
http://doi.org/10.1046/j.1526-4610.2001.041007646.x
http://www.ncbi.nlm.nih.gov/pubmed/11554952
http://doi.org/10.1111/head.13407


Int. J. Environ. Res. Public Health 2021, 18, 11145 8 of 9

6. Peng, K.; Wang, S. Epidemiology of Headache Disorders in the Asia-Pacific Region. Headache 2014, 54, 610–618. [CrossRef]
7. Navarro-Pérez, M.P.; Marín-Gracia, M.; Bellosta-Diago, E.; Santos-Lasaosa, S. Epidemiology of Migraine in Spain and Latin

America. Rev. De Neurol. 2020, 71, 110–118. [CrossRef]
8. Roy, R.; Sánchez-Rodríguez, E.; Galán, S.; Racine, M.; Castarlenas, E.; Jensen, M.P.; Miró, J. Factors Associated with Migraine in

the General Population of Spain: Results from the European Health Survey 2014. Pain Med. 2019, 20, 555–563. [CrossRef]
9. Fernández-de-las-Peñas, C.; Palacios-Ceña, D.; Salom-Moreno, J.; López-de-Andres, A.; Hernández-Barrera, V.; Jiménez-Trujillo,

I.; Jiménez-García, R.; Gallardo-Pino, C.; García-Gómez-de-las-Heras, M.S.; Carrasco-Garrido, P. Has the Prevalence of Migraine
Changed over the Last Decade (2003–2012)? A Spanish Population-Based Survey. PLoS ONE 2014, 9, e110530. [CrossRef]
[PubMed]

10. Linde, M.; Stovner, L.J.; Zwart, J.A.; Hagen, K. Time Trends in the Prevalence of Headache Disorders. the Nord-Trøndelag Health
Studies (HUNT 2 and HUNT 3). Cephalalgia 2011, 31, 585–596. [CrossRef] [PubMed]

11. Rafique, N.; Al-Asoom, L.I.; Latif, R.; Alsunni, A.A.; Salem, A.M.; Alkhalifa, Z.H.; Almaharfi, R.M.; Alramadan, R.S.; Aldajani,
Z.F.; Alghadeer, F.A.T.; et al. Prevalence of Migraine and Its Relationship with Psychological Stress and Sleep Quality in Female
University Students in Saudi Arabia. J. Pain Res. 2020, 13, 2423–2430. [CrossRef]

12. Lipton, R.B.; Buse, D.C.; Adams, A.M.; Varon, S.F.; Fanning, K.M.; Reed, M.L. Family Impact of Migraine: Development of the
Impact of Migraine on Partners and Adolescent Children (IMPAC) Scale. Headache 2017, 57, 570–585. [CrossRef]

13. Dresler, T.; Caratozzolo, S.; Guldolf, K.; Huhn, J.I.; Loiacono, C.; Niiberg-Pikksööt, T.; Puma, M.; Sforza, G.; Tobia, A.;
Ornello, R.; et al. Understanding the Nature of Psychiatric Comorbidity in Migraine: A Systematic Review Focused on In-
teractions and Treatment Implications. J. Headache Pain 2019, 20, 1–17. [CrossRef]

14. Goulart, A.C.; Santos, I.S.; Brunoni, A.R.; Nunes, M.A.; Passos, V.M.; Griep, R.H.; Lotufo, P.A.; Benseñor, I.M. Migraine Headaches
and Mood/Anxiety Disorders in the ELSA Brazil. Headache 2014, 54, 1310–1319. [CrossRef] [PubMed]

15. Zwart, J.A.; Dyb, G.; Hagen, K.; Ødegård, K.J.; Dahl, A.A.; Bovim, G.; Stovner, L.J. Depression and Anxiety Disorders Associated
with Headache Frequency. The Nord-Trøndelag Health Study. Eur. J. Neurol. 2003, 10, 147–152. [CrossRef]

16. Oedegaard, K.J.; Neckelmann, D.; Mykletun, A.; Dahl, A.A.; Zwart, J.A.; Hagen, K.; Fasmer, O.B. Migraine with and without
Aura: Association with Depression and Anxiety Disorder in a Population-Based Study. The HUNT Study. Cephalalgia 2006, 26,
1–6. [CrossRef] [PubMed]

17. Minen, M.T.; de Dhaem, O.B.; van Diest, A.K.; Powers, S.; Schwedt, T.J.; Lipton, R.; Silbersweig, D. Migraine and Its Psychiatric
Comorbidities. J. Neurol. Neurosurg. Psychiatry 2016, 87, 741–749. [CrossRef]

18. Lafata, J.E.; Moon, C.; Leotta, C.; Kolodner, K.; Poisson, L.; Lipton, R.B. The Medical Care Utilization and Costs Associated with
Migraine Headache. J. Gen. Intern. Med. 2004, 19, 1005–1012. [CrossRef]

19. Hjalte, F.; Olofsson, S.; Persson, U.; Linde, M. Burden and Costs of Migraine in a Swedish Defined Patient Population—A
Questionnaire-Based Study. J. Headache Pain 2019, 20, 65. [CrossRef] [PubMed]

20. Badia, X.; Magaz, S.; Gutiérrez, L.; Galván, J. The Burden of Migraine in Spain: Beyond Direct Costs. Pharmacoeconomics 2004, 22,
591–603. [CrossRef]

21. Darbà, J.; Marsà, A. Analysis of the Management and Costs of Headache Disorders in Spain during the Period 2011-2016: A
Retrospective Multicentre Observational Study. BMJ Open 2020, 10, e034926. [CrossRef]

22. Spanish National Statistics Institute. Official Website of the Spanish National Statistics Institute. Available online: http:
//www.ine.es/ (accessed on 7 June 2021).

23. Bellón, J.; Delgado, A.; Luna, J.; Lardelli, P. Validez y Fiabilidad Del Cuestionario de Apoyo Social Funcional Duke-UNC-11.
Atención Primaria 1996, 18, 153–163.

24. Gelaye, B.; Tadesse, M.G.; Lohsoonthorn, V.; Lertmeharit, S.; Pensuksan, W.C.; Sanchez, S.E.; Lemma, S.; Berhane, Y.; Vélez, J.C.;
Barbosa, C.; et al. Psychometric Properties and Factor Structure of the General Health Questionnaire as a Screening Tool for
Anxiety and Depressive Symptoms in a Multi-National Study of Young Adults. J. Affect. Disord. 2015, 187, 197–202. [CrossRef]

25. Korolainen, M.A.; Kurki, S.; Lassenius, M.I.; Toppila, I.; Costa-Scharplatz, M.; Purmonen, T.; Nissilä, M. Burden of Migraine in
Finland: Health Care Resource Use, Sick-Leaves and Comorbidities in Occupational Health Care. J. Headache Pain 2019, 20, 13.
[CrossRef] [PubMed]

26. Fernandez-de-Las-Penas, C.; Hernandez-Barrera, V.; Carrasco-Garrido, P.; Alonso-Blanco, C.; Palacios-Cena, D.; Jimenez-Sanchez,
S.; Jimenez-Garcia, R. Population-Based Study of Migraine in Spanish Adults: Relation to Socio-Demographic Factors, Lifestyle
and Co-Morbidity with Other Conditions. J. Headache Pain 2010, 11, 97–104. [CrossRef]

27. Todd, C.; Lagman-Bartolome, A.M.; Lay, C. Women and Migraine: The Role of Hormones. Curr. Neurol. Neurosci. Rep. 2018,
18, 42. [CrossRef] [PubMed]

28. Wang, X.-P.; Liu, J.-M.; Zhao, Y.-B. Migraine: Sex-Influenced Trait Model? Med. Hypotheses 2008, 71, 14–21. [CrossRef] [PubMed]
29. Ashina, M.; Terwindt, G.M.; Al-Karagholi, M.A.-M.; de Boer, I.; Lee, M.J.; Hay, D.L.; Schulte, L.H.; Hadjikhani, N.; Sinclair, A.J.;

Ashina, H.; et al. Migraine: Disease Characterisation, Biomarkers, and Precision Medicine. Lancet 2021, 397, 1496–1504. [CrossRef]
30. Bergman-Bock, S. Associations Between Migraine and the Most Common Psychiatric Co-Morbidities. Headache 2018, 58, 346–353.

[CrossRef]
31. Zhang, Q.; Shao, A.; Jiang, Z.; Tsai, H.; Liu, W. The Exploration of Mechanisms of Comorbidity between Migraine and Depression.

J. Cell. Mol. Med. 2019, 23, 4505–4513. [CrossRef]

http://doi.org/10.1111/head.12328
http://doi.org/10.33588/RN.7103.2019266
http://doi.org/10.1093/pm/pny093
http://doi.org/10.1371/journal.pone.0110530
http://www.ncbi.nlm.nih.gov/pubmed/25343495
http://doi.org/10.1177/0333102410391488
http://www.ncbi.nlm.nih.gov/pubmed/21123626
http://doi.org/10.2147/JPR.S270847
http://doi.org/10.1111/head.13028
http://doi.org/10.1186/s10194-019-0988-x
http://doi.org/10.1111/head.12397
http://www.ncbi.nlm.nih.gov/pubmed/24898830
http://doi.org/10.1046/j.1468-1331.2003.00551.x
http://doi.org/10.1111/j.1468-2982.2005.00974.x
http://www.ncbi.nlm.nih.gov/pubmed/16396660
http://doi.org/10.1136/jnnp-2015-312233
http://doi.org/10.1111/j.1525-1497.2004.30021.x
http://doi.org/10.1186/s10194-019-1015-y
http://www.ncbi.nlm.nih.gov/pubmed/31151382
http://doi.org/10.2165/00019053-200422090-00004
http://doi.org/10.1136/bmjopen-2019-034926
http://www.ine.es/
http://www.ine.es/
http://doi.org/10.1016/j.jad.2015.08.045
http://doi.org/10.1186/s10194-019-0964-5
http://www.ncbi.nlm.nih.gov/pubmed/30755160
http://doi.org/10.1007/s10194-009-0176-5
http://doi.org/10.1007/s11910-018-0845-3
http://www.ncbi.nlm.nih.gov/pubmed/29855724
http://doi.org/10.1016/j.mehy.2007.12.015
http://www.ncbi.nlm.nih.gov/pubmed/18289799
http://doi.org/10.1016/S0140-6736(20)32162-0
http://doi.org/10.1111/head.13146
http://doi.org/10.1111/jcmm.14390


Int. J. Environ. Res. Public Health 2021, 18, 11145 9 of 9

32. Karimi, L.; Wijeratne, T.; Crewther, S.G.; Evans, A.E.; Ebaid, D.; Khalil, H. The Migraine-Anxiety Comorbidity Among Migraineurs:
A Systematic Review. Front. Neurol. 2021, 11, 613372. [CrossRef] [PubMed]

33. Santos, I.S.; Griep, R.H.; Alves, M.G.M.; Goulart, A.C.; Lotufo, P.A.; Barreto, S.M.; Chor, D.; Benseñor, I.M. Job Stress Is Associated
with Migraine in Current Workers: The Brazilian Longitudinal Study of Adult Health (ELSA-Brasil). Eur. J. Pain 2014, 18,
1290–1297. [CrossRef]

34. Martelletti, P.; Schwedt, T.J.; Lanteri-Minet, M.; Quintana, R.; Carboni, V.; Diener, H.C.; Ruiz De La Torre, E.; Craven, A.;
Rasmussen, A.V.; Evans, S.; et al. My Migraine Voice Survey: A Global Study of Disease Burden among Individuals with Migraine
for Whom Preventive Treatments Have Failed. J. Headache Pain 2018, 19, 115. [CrossRef] [PubMed]

35. Dueñas, M.; Ojeda, B.; Salazar, A.; Fernández-Palacín, F.; Mico, J.; Torres, L.; Failde, I. Use and Satisfaction with the Healthcare
System of the Chronic Pain Patients in Spain. Result from a Nationwide Study. Curr. Med Res. Opinion. 2016, 32, 1813–1820.
[CrossRef]

36. Salazar, A.; Dueñas, M.; Ojeda, B.; Failde, I. Association of Painful Musculoskeletal Conditions and Migraine Headache with
Mental and Sleep Disorders among Adults with Disabilities, Spain, 2007-2008. Prev. Chronic Dis. 2014, 11, E30. [CrossRef]

37. Pérez, C.; Navarro, A.; Saldaña, M.T.; Wilson, K.; Rejas, J. Modeling the Predictive Value of Pain Intensity on Costs and Resources
Utilization in Patients with Peripheral Neuropathic Pain. Clin. J. Pain 2015, 31, 273–279. [CrossRef]

38. Sadosky, A.B.; DiBonaventura, M.; Cappelleri, J.C.; Ebata, N.; Fujii, K. The Association between Lower Back Pain and Health
Status, Work Productivity, and Health Care Resource Use in Japan. J. Pain Res. 2015, 8, 119–130. [CrossRef] [PubMed]

39. Blyth, F.M.; March, L.M.; Brnabic, A.J.; Cousins, M.J. Chronic Pain and Frequent Use of Health Care. Pain 2004, 111, 51–58.
[CrossRef] [PubMed]

40. Keeley, P.; Creed, F.; Tomenson, B.; Todd, C.; Borglin, G.; Dickens, C. Psychosocial Predictors of Health-Related Quality of Life
and Health Service Utilisation in People with Chronic Low Back Pain. Pain 2008, 135, 142–150. [CrossRef]

41. Lipton, R.B.; Bigal, M.E. Ten Lessons on the Epidemiology of Migraine. Headache 2007, 47, 770–771. [CrossRef]
42. Crow, R.; Gage, H.; Hampson, S.; Hart, J.; Kimber, A.; Storey, L.; Thomas, H. The Measurement of Satisfaction with Healthcare:

Implications for Practice from a Systematic Review of the Literature. Health Technol. Assess. 2002, 6, 1–244. [CrossRef] [PubMed]

http://doi.org/10.3389/fneur.2020.613372
http://www.ncbi.nlm.nih.gov/pubmed/33536997
http://doi.org/10.1002/j.1532-2149.2014.489.x
http://doi.org/10.1186/s10194-018-0946-z
http://www.ncbi.nlm.nih.gov/pubmed/30482181
http://doi.org/10.1080/03007995.2016.1211519
http://doi.org/10.5888/pcd11.130144
http://doi.org/10.1097/AJP.0000000000000110
http://doi.org/10.2147/JPR.S76649
http://www.ncbi.nlm.nih.gov/pubmed/25750546
http://doi.org/10.1016/j.pain.2004.05.020
http://www.ncbi.nlm.nih.gov/pubmed/15327808
http://doi.org/10.1016/j.pain.2007.05.015
http://doi.org/10.1111/j.1526-4610.2007.00671.x
http://doi.org/10.3310/hta6320
http://www.ncbi.nlm.nih.gov/pubmed/12925269

	Introduction 
	Materials and Methods 
	Results 
	Characteristics of the Sample and Prevalence of Migraine 
	Sociodemographic and Clinical Factors Related to Migraine 
	Health Resources Factors Related to Migraine 
	Factors Related to the Presence of Diagnosed and Undiagnosed Migraine. Multinomial Logistic Regression Model 

	Discussion 
	Conclusions 
	References

