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Migraine is one of the most prevalent and disabling 
medical illnesses in the world. The World Health Orga-

nization (WHO) ranks migraine as the third most prevalent 
medical condition and the second most disabling neuro-
logic disorder in the world.[1, 2] Despite its high prevalence 
and association with significant disability, up to half of indi-
viduals who fulfill the diagnostic criteria for migraine have 
never received a formal diagnosis from a physician.[3]

The 1year prevalence of migraine in the general population 
is reported as between 2.6% and 21.7%, with an average 
of ~12%, with variation between countries.[4–8] There are 
several studies showing the prevalence of migraine among 
physicians. In previous studies, the prevalence of migraine 
among general practitioners was found to be similar to 
that of the general population.[9–11] Migraine prevalence 

in neurologists is 48.6%, higher than the general popula-
tion.[12–19] Although there is no definite explanation for this 
fascinating finding, it is speculated that the prevalence of 
migraine is greater in the general population than studies 
suggest and neurologists are better able to self-diagnose. 

In this study, we questioned the physicians in our outpa-
tient clinic who self-diagnosed themselves as having mi-
graine. This cross-sectional study aimed to examine phy-
sicians' approaches to their own headaches, treatment 
choices, and disability.

Methods

This is a descriptive, cross-sectional type of study, which 
was conducted in our Department of Neurology from Jan-
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uary 2016 to June 2018. Ethical considerations were taken 
and prior ethical approval from the institute was obtained; 
informed consent was sought from every participant. 

Physicians who have visited our outpatient clinic were 
asked whether they had a diagnosis of migraine and a 
questionnaire was administered to all who answered ‘YES.’

The 27-item questionnaire collected data on: (i) the de-
mographic characteristics (age, sex), (ii) characteristics of 
headache to understand whether participants’ migraine 
diagnose was correct, (iii) migraine attacks per month, (iv) 
headache severity on visual analogue scale (VAS), (v) mi-
graine preventive medications, (vi) triptans and other acute 
treatments for migraine, (vii) working when ill and days of 
missed work, (viii) reasons for consulting a neurologist less 
than needed.

Statistical Analysis
Descriptive and analytic statistics were performed using 
the Statistical Package for the Social Sciences (SPSS) soft-
ware for Windows, version 11.0 (SPSS Inc., Chicago, IL, USA). 
The participants were stratified according to sex, age, treat-
ment patterns (preventive and acute treatments), head-

ache severity on a VAS, and number of days working when 
ill and work missed. The difference in mean values or the 
distribution among subgroups was compared using Stu-
dent’s t-test or the Chi-square (χ2) test where appropriate. A 
P-value <0.05 was regarded as statistically significant. 

Results
Migraine was present in 198 physicians according to the 
diagnostic criteria for migraine from the International Clas-
sification of Headache Disorders - Second Edition (ICHD-2) 
of 206 physicians who reported that they had migraine. 
Of the 198 physicians, 185 were female and 13 were male. 
The mean age was 36.8 years. All variables of demographic 
and clinical characteristics were compared in both sexes 
and the p values are shown in Table 1. The female physi-
cians were significantly younger than the male physicians 
(p=0.01). Forty-two (21.2%) of the 198 physicians had ap-
plied to the Neurology outpatient clinic at least once in 
their lifetime or consulted a neurologist in the emergency 
room. The mean headache severity according to the VAS 
scores was 6.7 in both groups. There were 3or more attacks 
in 88physicians and less than 3 attacks in 110 physicians 

Table 1. All variables of demographic and clinical characteristics were compared in both sexes and the p value is shown: Mean age, 
average number of days work loss per month, average number of working days when ill per month, previous Neurology consultation, 
headache severity on visual analogue scale, attacks number per month (≥3; <3), attack treatment for migraine (triptan, triptan or/and 
NSAID, Paracetamol or/and NSAID), preventive treatment for migraine (no treatment, SSRI, SNRI, beta blocker, beta blocker or/and SNRI) 
difference in female and male physicians with migraine

	 Women	 Men	 Total	 p
	 (n=185)	 (n=13)	 (n=198)	

Mean age (years)	 36.4	 42.4	 36.8	 0.01
Average number of days / work loss / month	 1.73	 1.15	 1.7	 0.003
Average number of working days when ill/month	 1.64	 0.53	 1.57	 0.005
Previous Neurology consultation

Yes	 38	 4	 42	 NS
No	 147	 9	 156

Headache severity on visual analogue scale	 6.7	 6.7	 6.7	 NS
Attacks per month

≥3	 86	 3	 89	 p=0.029
<3	 99	 11	 110

Attack treatment 
Triptan	 16	 0	 16
Triptan or/and NSAID	 20	 2	 22	 NS
Paracetamol or/and NSAID	 149	 11	 160	

Preventive treatment
No treatment	 171	 13	 184
SSRI	 4	 0	 4
SNRI	 6	 0	 6	 NS
Beta blocker	 2	 0	 2
Beta blocker or/and SNRI	 2	 0	 2

P-value >0.05 is regarded as non-significant (NS).
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per month. Sixteen physicians were using only triptan dur-
ing the attacks, 22 physicians were using triptan and non-
steroidal anti-inflammatory drugs (NSAIDs)- paracetamol 
alternately, and the number of physicians who preferred 
paracetamol and/or NSAIDs was 160. The number of physi-
cians using migraine preventive treatment at any time for 
prophylaxis was 14. The treatment used were selective se-
rotonin reuptake inhibitors (SSRIs) in 4 physicians, selective 
noradrenaline reuptake inhibitors (SNRIs) in 6 physicians, 
beta blockers in 2 physicians, and beta blocker-SNRI com-
bination in 2 physicians. Although there was no significant 
difference between the total number of physicians using 
attack treatment in both sexes, the most commonly used 
treatment in the attack was paracetamol or/and NSAID in 
both groups (p=0.006). Across the entire group, there was 
an average work loss of 1.7 days per month. Also, the num-
ber of working days when ill was 1.57 per month. When 
asked about the reasons for not consulting a neurologist, 
the responses of 156 physicians were, “I didn't think of it” 
(n=41),“I did not need to visit” (n=39), and “I can't find the 
time to visit” (n=76), respectively.

Discussion
Migraineurs lives are commonly negatively affected in 
many aspects by the condition, including social, emotional, 
family, academic, and working life. Daily work is affected by 
migraine in terms of absenteeism and less productive work 
days. Physicians consistently report that they were less ef-
fective when working with migraine symptoms. On aver-
age, a total of 19.55 annual work days per physician is es-
timated to be lost by this population because of migraine 
from absenteeism and diminished effectiveness.[20]

A Unites States population-based study by Osterhaus et 
al.[21] reported that adult physicians with migraine lost 2.2 
workdays per month due to their migraines, worked 5.6 
days with migraine symptoms, and were only 57% effec-
tive when working with migraine symptoms. 

We report fewer days of absenteeism, and fewer days 
worked with symptoms. In this study, the average monthly 
number of work loss days was 1.7, and the average number 
of working days when ill was 1.57 across the entire group: 
this was significantly higher in women than in men in both 
groups (1.73 vs. 1.15; p=0.003; 1.64 vs. 0.53; p=0.005).

Despite its negative impact, migraine remains underesti-
mated, under diagnosed, and undertreated. A substantial 
proportion of migraineurs who might benefit from pre-
ventive therapy, do not receive it.[3] The most interesting 
result in this study was that among 198 migraineurs, only 
42 (21.2%) had had a consultation with a neurologist at any 
time in their lives. In response to a multiple-choice question 

in our questionnaire, 76 physicians (48.7%) stated that they 
had no time for a neurology consultation. Considering the 
fact that these participants work in a hospital all day long, 
the reason for not visiting a specialist can be explained by 
underestimating their own disease. Previous studies have 
shown that physicians often self-prescribe medications, 
most practice self-treatment when they are sick, and many 
tend to avoid taking authorized sick leave during an ill-
ness.[22–24] In our study, there were no significant differences 
between the two sexes as to who had a previous neuro-
logic consultation, and preventive and attack treatment. 
The average VAS score was the same in both sex groups. 
Although there was no significant difference between the 
total number of physicians using attack treatment in either 
sex, the most commonly used treatment in the attack was 
paracetamol or/and NSAID in both groups (p=0.006). This 
may be interpreted that treatment such as triptans, SSRIs, 
and SNRIs legally require a medical prescription by a neu-
rologist to be dispensed in our National Health System. 
Physicians in any profession can self-prescribe medications 
such as paracetamol or NSAIDs easily. 

This study has some limitations that have to be pointed 
out. During the study, we noticed a missing question. We 
asked the participants about the number of monthly days 
of work loss and the number of working days when having 
migraine symptoms, but we did not question the effects 
of working when sick. Undoubtedly, as in previous studies, 
performances of physicians would be diminished, which 
may lead to serious consequences.[20]

Conclusion
Even among physicians, migraine headache remains an un-
der recognized and undertreated neurologic disease despite 
the availability of effective management options. The profes-
sion of medicine has a number of trigger factors such as in-
tensive working hours, skipping meals, insomnia, stress, and 
shift work. These variables are triggers for acute migraine, 
and are also associated with more frequent and severe mi-
graine and portends to a poorer headache prognosis. 

This study tried to assess physicians' approaches to their 
own headaches, treatment choices, and disability. Despite 
the cross-sectional structure of the study, to our knowl-
edge it is the first study to tackle this issue in Turkey.
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