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ABSTRACT

This study is an attempt at assessing the levels of depression in headache patients. A total humber of
105 patients (50 M + 55 F) have been purposively selected for the study. Hamilton Rating Scale for Depression
(1960) has been utilized to assess the depression in the sample. The results revealed that - Patients with
psychogenic type of headache were found to have higher levels of depression and organic and migraine type of
headache had the least depression. Gender did not have any influence on the depression level. Age of the
patients did not have any influence on the depression level. Married patients had significantly higher levels of

depression compared to unmarried and widow patients.
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l. Introduction

Of all the painful states that afflict humans, headache is undoubtedly the most frequent and rivals
backache as the most common reason for medical / psychiatric consultation. In fact, there are so many vexatious
cases of headache that special headache clinics have been established (Adams et al, 1997). Headaches are a
nearly universal experience, with a 1-year period prevalence of 90% and a lifetime prevalence of 99%.
Worldwide, an estimated 240 million persons suffer 1.4 billion migraine headaches yearly. Herz et al (1999),
evaluated the relationship between headache frequency and psychosocial factors including anxiety, depression,
somatization, and functional status among high school students and found that a nonclinical sample of students
reporting frequent headaches endorse more symptoms of anxiety, depression, somatization, and functional
disability than a matched sample of students with infrequent or no headache. The authors conclude that long-
term consequences of this decreased psychosocial functioning likely to exist for students with frequent

headaches. Egger, Angold & Costello (1998) examined the association between chronic headaches and
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psychiatric disorders among children and adolescents. They reported that, girls with depression and anxiety
disorders had a significantly greater prevalence of headaches than girls without an internalizing disorder.
Conduct disorder was significantly associated with headaches in boys. B. J. Carroll's (1983) theory of
dysfunction in central pain regulation as an underlying cause of depression is discussed in relation to the
proposed serotonergic dysregulation common to headaches, depression, anxiety, aggression, and pain. Jansdottir,
(1997) has differentiated multiple and specific pain experiences (headache, stomach pain and back pain) in
schoolchildren and explored their relationship with other discomforts typically viewed as distress symptoms. The
results revealed that among subjects experiencing recurrent pain, the most frequent discomforts included anger,
anxiety, sadness and sleeping difficulties. However, the discomforts most sensitive to recurrent pain included
fatigue, dizziness, tension/restlessness, concentration problems and sadness. Five percent of the women & 2.8%
of men have headaches 180 days or more per year. It is not surprising that headaches are one of the common
complaints that headache are one of the most common complains seen by primary-care physicians. (Evans &
Mathews, 2000).

The differential diagnosis of headaches is one of the longest in the medicine, with more than 300
different types and causes. The Psychiatrist must diagnose headaches as precisely as possible. Although, most
headaches are of benign and still poorly understood origin, some secondary headaches can have serious and
sometimes life-threatening causes (Evans et al, 1998). Ten percent of the all the patients report that headache
leads to impairment in their daily life. It has dramatic impact on their psychosocial & occupational aspects of

their lives.

Despite intensive attempts to establish its etiologic or pathophysiological basis, the precise cause of
depression or many of its subtypes are not known. There is consensus that multiple etiologic factors — genetic,
biochemical, psychodynamic and socio-environmental — may interact in complex ways and that the modern day
understanding of depressive disorder requires a sophisticated understanding of the interrelationships among these
factors. Sagduyu & Sahiner, (1997) investigated patients who sought neurological services with no organic
pathology but complaining of migraine or tension headaches were found to have a ratio 2-3 times higher for
depression and anxiety disorders. Somatoform pain disorder was diagnosed in most patients with tension-type
headache. The majority of the patients were middle-aged housewives and moderate or severe disabilities were
found in 40%.

The depressive symptoms cause significant distress or important in social, occupational or other
important areas of functioning. Among patients in general medical settings, physically ill patients with
depression have increased pain and physical illness and decreased social and role functioning. In fact,
deterioration of functioning associated with depression or depressive symptoms can be equal to or worse than
that associated with severe medical conditions. Depressive disorders exact a large toll on patients, family
members and society, because of its high level of morbidity and mortality. It may account for more bed days
than any other physical disorder and it may be more costly to the economy than chronic respiratory illness,
diabetes, arthritis or hypertension. Before modern treatment, depressed patients typically spent one fourth of

their adult lives in the hospital and fully one half of their lives disabled.
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The rationale for undertaking this research was that during the course of the day-to-day clinical work a
majority of the patients showed non-response to conventional headache treatment. Further, detailed history and
clinical assessment reveals psychosocial triggers in the patient’s environment serving as precipitating &
maintaining factors of headache. Depression was found to be a significant component of headache repertoire and
sometimes went un / under diagnosed, therefore was not treated, resulting in prolonged headache. So also, not

many research studies are available in Indian setting with headache and depression as variables.

Il.  Methodology

Objectives:
. To assess the levels of depression in various types of headache patients.
. To know the relationship between various types of headache patients with sex, age,

educational level and marital status of the patients.
Inclusion criteria:

Headache with onset of more than one month; Evaluated by ENT surgeon / Ophthalmologist / Physician
to rule out the causes; No co-morbid medical / psychiatric illness (other than depression) & Informed consent

should be obtained from the patient / family.
Exclusion criteria:

Headache with onset of less than five years; Not evaluated by ENT surgeon / Ophthalmologist;

Presence of other co-morbid medical / psychiatric illness; Refusal to be give the consent for the study

Sample:

A total number of 105 patients (50M + 55F) coming to the out-patient Department of Psychiatry have

been purposively selected for the study.
Tool used:

1. Socio-demographic data sheet: The researchers prepared tool. This consists of socio-demographic
issues like name, age, sex, educational qualification, marital status, type of family, total of number of family

members, total amount earned in the family and other details.
2. Hamilton Depression Scale (1960):

This was developed by Max Hamilton, is the most widely utilized assessment scale for depression
symptoms. This scale is an observer-rated scale consisting of 17 to 21 items. Ratings are made on the basis of the

clinical interview, plus any additional available reliable information. The items are rated on 0 to 4 spectrum (0 =
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none / absent to 4 = most severe). This scale emphasizes somatic symptoms of depression ad works best for the
assessment of individuals with relatively severe illness. The strength of this scale include its excellent validation
/ research base, and ease of administration. The interrater reliability for the total score ranges from 0.87 to 0.95.
This may be improved upon slightly with two experienced raters working together. Validity of the scale appears
high.

Process of data collection:

Patients reporting to the outpatient department (of psychiatry) with complaints of headache were
classified using the inclusion criteria, was sent to be screened by the ENT surgeon / Ophthalmologist / Physician
to rule out the respective causes. The patient was then examined by the Psychiatrist by obtaining the history and
clinical assessment was done; the diagnosis of a headache was made using the criteria set by the International
Headache Society. Further, those patients who on clinical assessment showed moderate to severe depression
were taken up for the study. The informed consent from the patient for the purpose of data collection was
obtained. In the first phase, the socio-demographic data sheet was utilized to collect the primary details of the
patient, his / her illness and the family. In the second phase, the Hamilton Depression Scale was administered to
the patient and the data was obtained. The collected data was scored, coded and entered into the master chart.
This was fed into computer & using SPSS 10.0.1 version (SPSS Inc, 1999) the data was analyzed by using two-
way analysis of variance, Scheffe’s test and other descriptive statistics. The various types of headache were
classified using the International Headache Society criteria (2000). But for the purpose of statistical analysis and
discussion, the tension, migraine, cluster, organic (due to hypertension, seizures & other metabolic diseases) &

psychogenic types of headache groups were formed.

I1l. Results

To find out the difference between the various diagnostic groups along with secondary variables like
seX, age, educational level & marital status, two-way ANOVA was employed in the present investigation all the
time keeping diagnostic groups as the first independent variable. Whenever F value was found significant,
Scheffe’s Post-hoc test performed as individual mean comparisons whenever there were more than 2 groups to

be compared. The summary of the results is as follows:

Table 1Mean Depression scores of patients with various types of headache with secondary variables

Variable Diagnosis Overall
Sub groups Tension Psychogenic | Cluster Organic Migraine

Sex Male 39.73 45.43 37.25 33.20 27.00 35.34
Female 27.25 44.70 36.33 34.00 36.88 37.16
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Age (inyrs | Below 30 37.08 42.33 38.67 - 33.06 36.35
31-40 32.25 46.45 36.00 27.75 31.81 36.00
41 and above 47.00 - 32.50 37.00 35.88 37.11
Edu Level 10" std & 36.36 45.82 36.56 33.64 36.28 37.25
below
12" /171 / Dip 47.00 45.25 - - 22.20 35.09
Degree - 40.00 - - 31.50 33.00
PG / Prof/ deg 34.00 - - - 18.67 27.20
Marital Un-married 39.00 42.50 17.50 - 26.93 32.17
status
Married 35.40 45.77 39.29 33.64 36.54 38.09
Widow - - - - 32.00 32.00
Overall 37.11 45.00 36.56 33.64 33.12 36.34

Table 2 Results of 2-way ANOVA for Mean Depression scores of patients with various types of headache with

secondary variables

Variable Source of variation Dfs F value P value
Sex Between Groups (A) 4,95 5.059 .001
Between Sexes (B) 1,95 0.083 173
Interaction (A x B) 4,95 3.191 .017
Age Between age groups (C) 2,92 1.083 .343
Interaction (A x C) 6, 92 0.635 .702
Educational Between Educational level (D) 3,93 1.310 276
Level
Interaction (A x D) 4,93 2.282 .066
Marital status Between Marital status (E) 2,95 3.903 .024
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Interaction (A X E) 3,95 3.326 .023

Table 1 presents Mean Depression scores of patients with various diagnostic types with secondary

variables and Table 2 shows the analysis of results performed for above Mean Depression scores.
a. Diagnostic groups and sex:

ANOVA revealed a significant difference (F = 5.059; P < 0.001) between various diagnostic groups in
their mean depression scores. The respective mean depression scores for various diagnostic groups like tension,
migraine, cluster, organic & psychogenic groups were 37.11, 45.00, 36.56, 33.64 and 33.12. Further, Scheffe’s
Post-hoc test revealed that migraine type had significantly higher mean depression scores and organic and

psychogenic types had the least.

Between male and female patients also, a non-significant difference (F = 1.083; P <0.343) was found in
their mean depression scores, where male patients (mean 35.34) were found to have equal level of depression
when compared to female patients (mean 37.16). The interaction effect between groups and sex was found to be
significant (F= 3.191; P <0.017) indicating that the pattern of depression is different among male and female
patients irrespective of the diagnostic group they belong to. The mean scores clearly revealed that in all
diagnostic groups female patients had higher levels of depression, except in the case of tension group, where

males had higher levels of depression.
b. Diagnostic groups and age:

Patients with the different age groups did not differ significantly (F = 1.083; P <0.343) in their mean
depression scores. The mean depression scores for patients — below 30years, 31- 40 & 41 & above years were
36.35, 36.00 and 37.11 respectively which are all same statistically contributed for the non-significant difference.
The interaction effect between age groups and the diagnostic groups was found to be non-significant (F = 0.635;
P < 0.702) revealing that the pattern of depression is same among patients with different age groups irrespective

of the diagnostic group they belong to.
c. Diagnostic groups and educational level:

ANOVA revealed a non-significant difference (F = 1.31; P <0.276) in the mean depression scores of
patients with different educational background. Patients with different educational level like 10" std and below,
12" std, ITI & Diploma, Degree & Higher degrees had the mean depression scores of 37.25, 35.09, 33.00 and
27.20 respectively which are almost same contributed for the non-significant difference. The interaction effect

between diagnostic groups and educational levels is also found to non-significant (F = 2.282; P <0.066).
d. Diagnostic groups and marital status:

Patients with different marital status differed significantly (F = 3.903; P <0.024) in their mean
depression scores where married patients were found to have significantly higher levels of depression (Mean

38.09) compared to unmarried patients (Mean 32.17) and Widow patients (mean 32.00), which is further
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confirmed by Scheffe’s Post-hoc test. The interaction effect between the diagnostic groups and marital status
was also found to be significant (F = 3.326; P<0.023), where in the tension type unmarried patients had higher

levels of depression compared to other diagnostic types.

IVV.  Discussion

The main findings of the present study are:

. Patients with psychogenic type of headache were found to have higher levels of depression and

organic and migraine type of headache had the least depression.

o Gender did not have any influence on the depression level.
. Age of the patients did not have any influence on the depression level.
. Married patients had significantly higher levels of depression compared to unmarried and

widow patients.

Why so many pains are centered in the head is a question of some interest. Several explanations come
to mind. For one thing, the face and scalp are more richly supplied with pain receptors than many other parts of
the body, perhaps in order to protect the precious contents of the skull. Secondly, the nasal and oral passages, the
eye, and the ear, all delicate and highly sensitive structures, reside here and must be protected; when afflicted by
disease, each is capable of inducing pain in its own way. Finally, for the intelligent person, there is greater
concern about what happens to the head than to other parts of the body, since the former houses the brain
(Adams et al, 1997).

Min & Lee (1997) has attempted to identify whether there is a lateralized pattern in somatic symptoms
related to emotional disturbances. There was no significant difference between left-sided and right-sided groups
in demographic variables such as age, gender, marital status, education level, diagnosis, and duration of illness.
The scores on Hamilton's anxiety scale or Hamilton's depression scale were higher in the left-sided group than
the right-sided group. Results suggest that the right hemisphere of the brain is more involved than the left with
somatization symptom formation related to emotional disturbances.Ho, Ong, & Lee (1997) have examined the
relationship between depression and headache types and severity. Around 11% (exactly 10.9%) of the Ss had
migraine without aura, 29.8% had tension-type headaches, 1.1% had headaches consistent with migraines with
aura, and in 56.3% the headaches could not be classified. The lifetime prevalence of headache in this population
was 98.1%. Significantly higher mean Zung scores were found in Ss who had more intense and frequent
headaches than in those without headaches and less severe symptoms, although the clinical relevance of this

finding is uncertain.

Labbe, Murphy & O’Brien (1997) evaluated psychosocial variables that may contribute to the

experience of headache in college adults. Results indicate that level of emotional functioning, perception of
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stress, and gender were predictive of future headache frequency, intensity, and duration. Family history and
health habits did not predict headache activity. These findings are consistent with research investigating
psychosocial variables and headache. Co-morbid depression is not a clinically benign condition; it can
significantly complicate the acute treatment of the illness or negatively affect its outcome. These patients report
increased pain, more severe physical illness, decreased social functioning and increased mortality. The
deterioration of functioning associated with depression or depressive symptoms may be equal to or worse than
that associated with severe medical conditions. Evidence indicates that the combination of current advanced
coronary artery disease and depressive symptoms can be associated with roughly twice the reduction in social
functioning as with either condition alone, suggesting that the effects of depressive symptoms and chronic
medical conditions on functioning can be addictive. In chronic heart disease, the diagnosis of co-morbid
depression may be associated with an increased likelihood of medical complications, a more protracted course
and sudden death. It is important to identify such comorbidity early and to treat it aggressively (Ebert et al,
2000).

Kentle, (1997) ascertained the elements within the factor of Neuroticism related to headache. Both
tension and migraine symptomatology were found to be related to the "tension™ items of the Neuroticism scales.
Migraine was found to be related to cycles of mood. Neither type of headache was found to be especially related
to Depression. The relationship of headache symptomatology to Neuroticism appears to be slight but
direct.Spierings, & Van Hoof (1996) examined anxiety and depression chronic headache sufferers. The chronic
headache sufferers, both men and women, scored significantly higher on the anxiety and depression scales than
the controls. Moderate to severe depression and anxiety were 4-5 times more common in the headache Ss than
control Ss, 3-4 times more likely in male headache Ss, and 6-8 times more likely in female headache Ss. The

authors conclude that anxiety and depression are common psychiatric co-morbidities in migraine patients.

Among psychogenic headache most of the times, patients possess a negative perception of the
environment leading to nihilistic wishes and depressive cognitions. So also, locus of control will be external, as
in the fact that psychosocial stressors in the environment will play a significant role in the triggering and
maintaining the symptoms of depression. Further bad coping skill patterns of the patient along with inadequate
social support network can also combine to produce more depression in psychogenic type of headache in
patients. In the case of migraine and organic type of headache, we do not find the presence of psychosocial
factors as precipitators of headache as the etiology is more intrinsic. Passchier, Quaak, & Brienen, (1996)
investigated the the health-related quality of life (HRQL) of migraine and tension headache patients who consult
their general practitioner, and the contributions of the perceptual and emotional components of headaches to the
HRQL. The NHP dimensions of pain, sleep, energy, and social isolation revealed that each headache patient
group had a lower HRQL than the healthy reference group. There were no differences in HRQL between the
headache groups. It was found that the greater the patient's emotional pain, the more problems he or she had with
physical mobility and social isolation. Neither the type of headache nor the headache index were related to the
HRQL of the patient.

The stress of activities of daily living may be equally perceived by both the sexes; lot of role shift can

be observed in today’s society as female chores are being worked out by man and vice-versa. So the implications
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of gender influence on the depression levels on either of the sexes are not present. Zwart, Ellertsen, & Bovim,
(1996) examined the relationship between Minnesota Multiphasic Personality Inventory (MMPI-2) scales, pain
characteristics, sick-leave, and psychosocial factors. The results revealed that anxiety seemed to be more
pronounced in tension-type headache Ss, while somatization seemed to be the most characteristic feature in
cervicogenic headache Ss. There was a strong relationship between elevation of the neurotic scales of the MMPI -
2 and number of days with headache per month. Furthermore, Ss on sick leave showed an elevation of the
neurotic scales compared to patients at work, regardless of the diagnosis. Nylander, et al (1996) studied the
personality profile and reveals that no significant between-group difference was found in the higher order
dimensions of temperament and character. However, on the subscale level, novelty seeking showed a slightly
higher average in exploratory excitability and a significantly higher average in impulsivity. Somatic anxiety was
positively correlated with novelty seeking, and especially impulsivity. These results show a tendency of this

personality profile, and may suggest an association between migraine and somatic anxiety.

Married patients with headache are found to have higher levels of depression compared to unmarried
and widow patients mainly because of the physical & psychosocial life events / issues like inter & intrapersonal
issues in marriage, childbirths, marital issues, rearing / educating children, occupational stress, empty nest
syndrome and other issues. Further, the perception of stress is more in women than in men; so also, there may be
role overload — as a homemaker, career women & managing self. Ukestad & Wittrock, (1996) investigate
headache sufferers and headache-free controls differ in their responses to acute pain. Headache sufferers reported
more discomfort during both tasks; however, the 2 groups did not differ in the number of facial expressions of
pain displayed during the tasks. Headache sufferers reported a tendency to catastrophize during both tasks;
positive coping did not differ between the groups. These results offer evidence that recurrent tension headache
sufferers are more sensitive to both painful and nonpainful stimuli and that they cope differently from controls
with these physical stressors. Martin, & Seneviratne (1997) sought to validate 2 self-reported trigger factors of
headaches, namely negative affect (anxiety, depression, and anger) and hunger, and to investigate whether these
triggers activated the same or different physiological mechanisms. The findings were consistent with self-reports
that hunger and negative affect can precipitate headaches in individuals who suffer from both migraine and
tension-type headaches. The physiological responses to the experimental conditions differed, but the findings
were not conclusive with respect to whether the trigger factors operated by means of a common biological
pathway.Breslau, Chilcoat, & Andreski (1997) examined prospectively whether higher levels of neuroticism,
signaled increased risk for first incidence of migraine during a 5-yr follow-up interval. Neuroticism predicted the
first incidence of migraine in females. Neuroticism did not predict migraine in males, although the results in
males were limited greatly by the small number of incidence cases. Neuroticism might be causally related to

migraine, or alternatively, might be an early correlate with shared etiologies.

Majority of women may be vulnerable to harbor guilt & feelings of inferiority about petty / minor
issues. So also as the married individual ages, his / her’s responsibilities also increases socially, financially,
occupationally, familially and in almost all the other areas of life. So also, the need to achieve things in life also
increases. The individual’s normal reaction towards these increased responsibilities are perceived as a burden
and the issue of being buried under its weight, weighs heavily on the individual’s mind leading to an increase in

depressive levels and thus headache. Cathcart, & Pritchard (1998) report that tension and tiredness during pain-
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free periods was significantly lower than when experiencing headache, and tension was correlated with all
headache variables (tension, duration, frequency, intensity). Headache Ss were also higher on measures of
depression and anxiety. Results support R. E. Thayer's (1989) biopsychological model of mood and arousal, and
are discussed in terms of the model's heuristic value for general arousal and headache research.Leijdekkers et al
(1990) investigated the hypothesis that migraine has a detrimental effect on cognitive functioning, No significant
difference in test performance between groups was found. There was no relation between the length of migraine
history or medication use and the level of impairment of cognitive abilities. Patients reported higher trait and
state anxiety levels, higher debilitating anxiety and state depression, and less vigor. The results suggest that the

general population of female migraine patients shows no indication of cognitive impairment.

To conclude, the implications of management of depression among headache patients can delineated as
follows;

1. Psychosocial intervention should be an integral part in the management of chronic headaches.

2. This further aids & abets the fact that human mind has significant bearing on initiating &

maintaining physical symptoms.

3. We see a positive correlation between a physical symptom like headache & psychological

symptom like depression.
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