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Abstract
Background  High-frequency headache/migraine (HFM) and overuse of acute medication (medication overuse 
[MO]) are associated with increased disability and impact. Experiencing both HFM and MO can potentially compound 
impacts, including stigma; however, evidence of this is limited. The objective of this report was to evaluate self-
reported stigma, health-related quality of life (HRQoL), disability, and migraine symptomology in US adults with 
HFM + MO from the Harris Poll Migraine Report Card survey.

Methods  US adults (≥ 18 yrs., no upper age limit) who screened positive for migraine per the ID Migraine™ screener 
completed an online survey. Participants were classified into “current HFM + MO” (≥ 8 days/month with headache/
migraine and ≥ 10 days/month of acute medication use over last few months) or “previous HFM + MO” (previously 
experienced HFM + MO, headaches now occur ≤ 7 days/month with ≤ 9 days/month of acute medication use). 
Stigma, HRQoL, disability, and most bothersome symptom (MBS) were captured. The validated 8-item Stigma Scale 
for Chronic Illnesses (SSCI-8) assessed internal and external stigma (scores ≥ 60 are clinically significant). Raw data 
were weighted to the US adult population. Statistically significant differences were determined by a standard t-test of 
column proportions and means at the 90% (p < 0.1) and 95% (p < 0.05) confidence levels.

Results  Participants (N = 550) were categorized as having current (n = 440; mean age 41.1 years; 54% female; 57% 
White, not Hispanic; 24% Hispanic; 11% Black, not Hispanic) or previous (n = 110; mean age 47.2 years; 49% female; 
75% White, not Hispanic; 13% Hispanic; 4% Black, not Hispanic) HFM + MO. Compared to those with previous 
HFM + MO (21%), adults with current HFM + MO were more likely to experience clinically significant levels of stigma 
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Background
Migraine, the second-leading contributor to years lived 
with disability, can negatively impact almost all aspects 
of life, including employment, education, and family and 
social life [1–3]. Higher-frequency migraine is associ-
ated with greater disability and impact, more comor-
bidities, higher indirect/direct healthcare costs, worse 
quality of life, and more stigma when compared to those 
with lower-frequency migraine [4–9]. Moreover, a higher 
frequency of headache/migraine was found to be associ-
ated with less employment and more work productivity 
impairment when compared to those with a lower fre-
quency of headache/migraine [5, 6].

People using high levels of acute medication to treat 
migraine attacks or headaches may meet criteria for 
medication overuse (MO). MO is defined in the Inter-
national Classification of Headache Disorders-3 (ICHD-
3) criteria as either ≥ 10 or ≥ 15 days per month based 
upon the acute agent(s) used [10–12]. MO is common 
and associated with many negative outcomes, including 

risk of progression from episodic migraine to chronic 
migraine [13].

Stigma refers to negative attitudes and beliefs about a 
particular group of individuals who share certain charac-
teristics or conditions that deviate from societal norms 
[14, 15]. Stigma is associated with many medical and 
psychological diseases, including migraine [16–18]. In 
headache/migraine, enacted or external stigma refers to 
negative attitudes and beliefs about people with migraine 
by others. These attitudes and beliefs may elicit prejudice, 
discrimination, and/or loss of access to social, economic, 
and political power [19]. Internalized stigma refers to 
negative thoughts, feelings, and beliefs that people liv-
ing with a disease or condition may have about them-
selves. Internalized stigma can be associated with feelings 
of shame, guilt, depression, anxiety, and low self-worth. 
Other types of stigma include structural stigma, medical 
stigma, and public stigma, among others [20]. There is an 
emerging body of research showing that migraine-related 
stigma is common in both population- and clinic-based 

(47%). Men with current HFM + MO (52% compared to men with previous HFM + MO [25%] and women with current 
[41%] or previous [18%] HFM + MO), non-Hispanic Black (51% compared to White, not Hispanic [45%] and Hispanic 
[48%] current HFM + MO groups and White, not Hispanic previous HFM + MO [12%]), current HFM + MO aged 18–49 
years (50% compared to those with current HFM + MO aged ≥ 50 years [33%] and those with previous HFM + MO aged 
18–49 [34%] and ≥ 50 years [4%]), and employed respondents (53% current and 29% previous compared to those not 
employed [32% current and 12% previous]) reported higher rates of clinically significant stigma. Those with current 
HFM + MO were more likely to have worse HRQoL and disability due to headache/migraine. Respondents aged ≥ 50 
years with current HFM + MO were more likely than respondents aged 18–49 years with current HFM + MO to indicate 
that their overall quality of life (66% vs. 52%) and their ability to participate in hobbies/activities they enjoy were 
negatively impacted by headache/migraine (61% vs. 49%). Pain-related symptoms were identified as the MBS.

Conclusions  Together these data suggest that current and previous HFM + MO can be associated with undesirable 
outcomes, including stigma and reduced HRQoL, which were greatest among people with current HFM + MO, but still 
considerable for people with previous HFM + MO.

Graphical abstract 

Keywords  Chronic migraine, Patient perspective, Disease stigma, Medication overuse, High-frequency migraine, 
Harris Poll, Migraine Report Card Survey



Page 3 of 17Buse et al. BMC Neurology          (2024) 24:232 

samples. An analysis of 59,004 respondents to the United 
States population-based OVERCOME study of peo-
ple with migraine found that approximately one-third 
(31.7%) experienced migraine-related stigma often or 
very often and that higher stigma was associated with 
lower rates of seeking care [21].

Migraine symptoms can vary across patients and 
from attack to attack. The concept of “most bothersome 
symptom” (MBS) attempts to individualize the symptom 
experience. Clinical trials of acute migraine treatment 
evaluate an MBS using an investigator-led question-
naire about the incidence of 3 common symptoms. In 
more recent studies, a patient-identified MBS measure-
ment has been used [22, 23]. In the Migraine Report 
Card survey, we offered respondents an expanded list of 
symptoms from which to identify the most bothersome, 
including headache pain, photophobia, phonophobia, 
nausea, and cognitive impacts, among others.

Herein, we report findings from a US population-based 
survey, The Harris Poll Migraine Report Card (“Migraine 
Report Card”) [24]. The objective of Migraine Report 
Card was to compare self-reported experiences in the 
migraine journey of adults with high-frequency head-
ache/migraine and medication overuse (HFM + MO) to 
those who previously experienced HFM + MO. In this 
current study we compare the experiences of these two 
groups using the 8-item Stigma Scale for Chronic Ill-
nesses (SSCI-8) [25] as well as items assessing HRQoL 
impacts, disability, and MBS. Further, we evaluate stigma 
experiences and HRQoL impacts within sociodemo-
graphic subgroups (i.e., gender, race/ethnicity, age, and 
employment status) to examine differential effects.

Methods
Survey design
Migraine Report Card was an observational, national, 
cross-sectional online survey administered by The Har-
ris Poll and available to a US general population panel 
from December 9, 2021, to January 10, 2022. The survey 
took an estimated 15  min to complete and consisted of 
closed-ended questions. Respondents were recruited 
from online market research panels made up of members 
who agreed to participate in this type of research. Survey 
respondents provided informed electronic consent prior 
to screening and were asked to read The Harris Poll pri-
vacy policy before agreeing to continue, which included 
consenting to the results of the survey being published. 
Only those who selected “I agree to continue” moved on 
to the screening section. This survey was not intended 
to provide clinical data for treatment decisions and was 
not conducted as a clinical trial; therefore, Institutional 
Review Board approval was not sought nor required. Sur-
vey respondents were compensated for their time/par-
ticipation with loyalty points toward panel membership.

Participants and selection criteria
To participate in Migraine Report Card, respondents had 
to be ≥18 years of age (there was no upper age limit) and 
live in the United States. The Harris Poll recruits partici-
pants for its research through a vetted network of trusted 
sample partners (e.g., both consumer and healthcare pro-
vider panels) who assist in recruiting survey participants 
as needed for each project. Once recruited, interested 
participants complete a screening questionnaire. Screen-
ing questions classified respondents as either “current 
HFM + MO” or “previous HFM + MO.” Moreover, eligible 
survey respondents included those who screened posi-
tive for migraine based on self-reported ID Migraine™ 
responses, a validated 3-item screener that identifies 
individuals very likely to have migraine if they answer 
“yes” to 2 of the 3 items [26]. The items ask whether 
headache has limited activities for ≥ 1  day within the 
past few months, whether nausea is experienced during 
headache, and whether there is light sensitivity during 
headache. For “current HFM + MO,” participants self-
reported ≥ 8 days/parts of day with headache or migraine 
per month and ≥ 10 days per month of any acute head-
ache medication use in the last few months. For “previ-
ous HFM + MO,” participants self-reported a historical 
frequency of ≥ 8 days or parts of day with headache or 
migraine per month, any acute headache medication 
use ≥ 10 days per month when their headache pattern was 
at its worst, and now had ≤ 7 days or parts of days with 
migraine per month in the last few months and ≤ 9 days 
per month of any acute headache medication use (Fig. 1). 
In this analysis, HFM + MO is not synonymous with high-
frequency episodic migraine as defined in other studies 
as 10–14 headache days/month or 8–14 headache days/
month, chronic migraine, or medication-overuse head-
ache, although respondents could be classified in one or 
more of those groups. Race and ethnicity were assessed 
separately; ethnicity was assessed by selecting yes or no 
to “Are you of Hispanic, Latino, or Spanish origin?” and 
race was assessed as a “select all that apply” question. For 
this analysis, race and ethnicity were combined into the 
following groups: Non-Hispanic White, Non-Hispanic 
Black, and Hispanic.

Survey assessments
The Migraine Report Card survey (previously pub-
lished) [24] included screening questions to assess 
age, geographic location, headache/migraine history/
characteristics, and over-the-counter and/or prescrip-
tion medication types and quantities. Treatments were 
those specific to headache/migraine care. Screening 
also captured demographics (gender, race, and ethnic-
ity), employment status (employed [full-time, part-time], 
not employed [looking for work, not looking for work, 
unable to work due to disability/illness], retired, student, 
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stay-at-home spouse/partner), healthcare insurance sta-
tus, overall health ratings, and comorbidities. Respon-
dents were told to assume that days with “headache” 
also refer to days with migraine and/or other types of 
headache. Screening classified participants as current 
HFM + MO, previous HFM + MO, or neither, in which 
case the survey was terminated.

Stigma was assessed using the SSCI-8 questionnaire 
[25]. This questionnaire is composed of 8 questions that 
assess the amount of internal and perceived external 
stigma a patient may experience. To each of the 8 items 
assessed, the following raw scoring was used: 1 = never, 
2 = rarely, 3 = sometimes, 4 = often, and 5 = always to give 
a raw summed score range of 8–40. Raw SSCI-8 scores 
were then converted to item response theory (IRT)-based 
T-scores per Molina et al. [25]. SSCI-8 T-scores ≥ 60 were 
considered clinically significant levels of stigma per Seng 
et al. [4].

Migraine-related disease burden, including the degree 
of impact over time, ability to perform everyday activi-
ties, most concerning aspects of the disease, disability, 
and quality of life, were assessed via various questions 
written for this study. The full survey is available as a 
supplement in the primary publication [24]. MBS was 
assessed by asking participants, “Which of the following 

headache-associated symptoms, if any, do you find to be 
the most bothersome, other than headache or head pain? 
Please select one.” There were 24 options to select from, 
divided by migraine phases: headache (throbbing / pul-
sation pain, pain, nausea / vomiting, eye pain, neck pain, 
pain exacerbation with activity, sensory disturbance [e.g., 
tingling in hands or face, vision changes], anatomical 
[bodily] pain); prodrome (sensitivity to light, pressure / 
tightness, sensitivity to sound, sensitivity to smell, sleep 
disturbance, mood changes, speech difficulty); aura (diz-
ziness, visual impact, aura [e.g., flashing lights, intense 
head pain, zigzag lines], allodynia [e.g., skin sensitivity 
when wearing a ponytail, shaving face hurts]); and post-
drome (cognitive disruption [e.g., memory problems, dif-
ficulty concentrating, feeling fuzzy headed], fatigue, and 
inactivity). Additionally, participants could choose from 
“other” or “none.”

Data collection, weighting, and analysis
The full details on data collection, weighting, and analy-
sis have been previously published [24]. In brief, for this 
study no formal power calculations were conducted a 
priori. The sample size was determined based on the 
want to balance and compare the current and previous 
arms and what was feasible with the online panel. To 

Fig. 1  Respondent flow diagram. HFM + MO, high-frequency headache/migraine with medication overuse
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ensure statistical comparisons between the two groups 
could be performed, the quota was set at n = 400 (current 
HFM + MO) and n = 100 (previous HFM + MO). These 
values are also considered to be representative of their 
respective subgroups in the overall population. The raw 
data were weighted using the Random Iterative Method 
(RIM) to align them with their actual proportions in 
the US population (where necessary). These propor-
tions were identified from benchmarks from the March 
2021 US Census Bureau’s Current Population Survey 
Annual Socioeconomic Supplement by age (18+), educa-
tion, gender, race, Hispanic ethnicity, US Census region, 
household income, household size, and marital status 
[27]. Propensity score weighting was used to adjust for 
respondents’ propensity to be online.

Specified variables were weighted simultaneously 
via RIM weighting, but not in combination with one 
another. RIM weighting provided each respondent with 
a single weight value, which was capped based on stan-
dard parameters by sample size, to limit any extreme 
weighting or outliers. In this report, unweighted sample 
sizes are presented; however, percentage values were 
calculated using weighted data. Statistically significant 
differences between the current and previous groups 
were determined by a standard, two-tailed t-test of col-
umn proportions and means at the 90% (p < 0.1) and 95% 
(p < 0.05) confidence levels. Statistical tests were only per-
formed when the sample size was ≥ 30. Sample data are 
accurate to within + 5.3% points using a 95% confidence 
level. This credible interval was wider among subsets of 
the surveyed population of interest. Data were analyzed 
using IBM® Quantum, version 5.8 (IBM Corporation., 
Armonk, NY, United States).

In this survey there were no missing data because 
respondents were required to answer each question (and 
any subquestions) before moving on to the next question. 
Respondents were, however, able to decline to answer a 
response, by selecting “prefer not to answer” if it may have 
been of a sensitive nature. This overall percentage was 
relatively low across different questions.

Results
Survey population and demographics
Of 17,095 individuals screened, a total of 550 US adults 
were eligible for inclusion and were categorized into 
either the current HFM + MO group (n = 440) or the pre-
vious HFM + MO group (n = 110) (Fig. 1). Demographics 
for each group are reported in Table 1. Representation of 
males and females was balanced in both groups, with a 
larger representation of males in this survey when com-
pared to other headache/migraine surveys and stud-
ies. Over 93% of participants had insurance coverage at 
the time of the survey. The average number of headache 
days in the past few months was 15.2 for the current 

HFM + MO group and 4.2 for the previous group (Sup-
plemental Table 1). Similarly, the average number of 
days with acute medication usage was 17.4 for the cur-
rent group and 4.1 for the previous group. Respondents 
with current HFM + MO were more likely to be employed 
(66% vs. 54%, p < 0.1), specifically employed full-time 
(56% vs. 42%, p < 0.05), than respondents with previous 
HFM + MO.

Stigma (Fig. 2)
Compared to those with previous HFM + MO, adults with 
current HFM + MO were more likely to experience clini-
cally significant levels of stigma (current 47%; previous 
21%; p < 0.05), yet the rate of stigma among the previous 
HFM + MO group was still substantial. Participants with 
current HFM + MO were more likely (p < 0.1 or p < 0.05) 
than those with previous HFM + MO to report always/
often experiencing 6 of the 8 items on the SSCI-8 due 
to headache/migraine. Specifically, those with current 
HFM + MO were more likely to feel left out (p < 0.05), 
feel embarrassed due to physical limitations (p < 0.05), 
feel embarrassed due to headaches in general (p < 0.05), 
believe that some people acted as though headaches were 
their fault (p < 0.05), feel people avoided them due to 
headache/migraine (p < 0.05), and feel that some people 
seemed uncomfortable with them (p < 0.1). There were 
no differences between current vs. previous HFM + MO 
regarding the feeling that people avoided looking at them 
or were unkind to them due to headache/migraine.

Rates of stigma by gender (table 2)
Men had higher rates of clinically significant headache/
migraine-related stigma than women and both men 
and women with current HFM + MO had higher rates 
of clinically significant stigma than those with previous 
HFM + MO (men: 52% vs. 25%; women: 41% vs. 18%). 
Women with current HFM + MO were more likely (p < 0.1 
or p < 0.05) than women with previous HFM + MO to 
identify 7 of 8 stigma items on the SSCI-8 as related to 
their headache/migraine, with no difference in the per-
centage of women reporting feeling embarrassed about 
their headache/migraine. For respondents with current 
HFM + MO, the most commonly identified SSCI-8 item 
was feeling left out of things (46% for both men and 
women), followed by feeling embarrassed because of 
physical limitations (men 42%, women 34%). Specifically, 
men were more likely than women to feel embarrassed 
about their headache/migraine (p < 0.05) and to feel 
that people avoided looking at them (p < 0.05) and were 
unkind to them (p < 0.1). Small sample sizes precluded 
comparisons to men with previous HFM + MO (n = 43).
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Table 1  Demographics and clinical characteristics
Current HFM + MO
(n = 440) (A)

Previous HFM + MO
(n = 110) (B)

Age, mean (SD) 41.1 (12.9) 47.2 (17.1)A

Gender, %
Female 54 49
Male 44 49
Non-binary/Gender non-conforming 1 2
Transgender 1 0
Race/ethnicity, %*

White, not Hispanic 57 75A

Hispanic 24B 13
Black or African American, not Hispanic 11 4
Asian 2 3
Native American or Alaskan 0 2A

More than one race 5 3
Age at first diagnosis, mean (SD) 23.9 (11.3) 25.0 (11.1)
Length of time since diagnosis, mean years (SD) 17.6 (12.0) 21.9 (15.3)A

Monthly headache days in past few months, mean (SD) 15.2 (5.8)B 4.2 (2.1)
Monthly acute medication usage, mean (SD) days 17.4 (6.4)B 4.1 (2.3)
Highest education level completed, %
Less than high school 9 4
High school to less than 4-year college degree 57 59
4-year college degree or more 33 37
Has health insurance, %
Yes 93 95
No 7 5
Employed, %
Yes 66%b 54%
Employed full time 56%B 42%
Employed part time 5% 5%
Self-employed full time 3% 3%
Self-employed part time 1% 3%
No 34% 46%a

Not employed, but looking for work 8%b 2%
Not employed and not looking for work < 1% 2%A

Not employed, unable to work due to a disability or illness 10% 7%
Retired 7% 23%A

Student 2% 7%a

Stay-at-home spouse or partner 6% 5%
Total yearly household income, %
Less than $15,000 7 8
$15,000 to $24,999 8 7
$25,000 to $34,999 9 5
$35,000 to $49,999 9 7
$50,000 to $74,999 19 16
$75,000 to $99,999 13 16
$100,000 or more 34 37
a/bLowercase letters indicate significantly higher than the corresponding group (labeled in the header as A or B) at the 90% confidence level (p < 0.1). A/BUppercase 
letters indicate significantly higher than the corresponding group (labeled in the header as A or B) at the 95% confidence level (p < 0.05)

Percentages may not add up to 100% due to rounding. HFM + MO, high-frequency headache/migraine with medication overuse; SD, standard deviation
*Participants were first asked “Are you of Hispanic, Latino, or Spanish origin?” with response options of Yes or No. Then, participants were asked “What is your race? 
Please select all that apply,” for which the following options were presented White, Black or African American, Native American or Alaskan Native, Native Hawaiian 
or Pacific Islander, South Asian, Chinese, Korean, Japanese, Filipino, Arab/West Asian, Vietnamese, other Asian, and other race. Data were analyzed by separating 
Hispanic respondents from the race analysis
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Rates of stigma by race and ethnicity (table 3)
Non-Hispanic White respondents with current 
HFM + MO were more likely than their counterparts 
with previous HFM + MO to have clinically significant 

stigma (45% vs. 12%) and to identify all 8 stigma items 
on the SSCI-8. Among those with current HFM + MO, 
there was a similar percentage (p > 0.1) of respondents 
with clinically significant scores across race/ethnicity 

Table 2  Rates of clinically significant stigma by current vs. previous HFM + MO status and gender
Current HFM + MO Previous HFM + MO
Male (n = 181) (A) Female (n = 249) 

(B)
Male (n = 43) (C) Female 

(n = 63) 
(D)

Mean (SD) SSCI-8 T-score 60.1 (7.9)B 57.1 (9.0) 56.6 (12.8) 51.8 (8)
Respondents with clinically significant stigma (SSCI-8 T-score ≥ 60) 52%b 41% 25% 18%
Respondents who selected “always/often” experiencing:
Because of my illness, I felt left out of things 46%D 46%D 29% 23%
I felt embarrassed because of my physical limitations 42%D 34%D 25% 14%
Some people acted as though it was my fault I have this illness 38%D 30%D 26% 14%
I felt embarrassed about my illness 42%BD 27% 22% 16%
Because of my illness, some people seemed uncomfortable with me 29%D 25%D 22% 8%
Because of my illness, some people avoided me 28%D 21%D 18% 6%
Because of my illness, people avoided looking at me 29%BD 13%d 19% 4%
Because of my illness, people were unkind to me 25%bD 16%D 22% 2%
All respondents were asked: “Please indicate how often you experience the following as a result of your headaches.”
a/b/c/dLowercase letters indicate significantly higher than the corresponding group (labeled in the header as A, B, C, or D) at the 90% confidence level (p < 0.1)
A/B/C/DUppercase letters indicate significantly higher than the corresponding group (labeled in the header as A, B, C, or D) at the 95% confidence level (p < 0.05)

HFM + MO, high-frequency headache/migraine with medication overuse; SD, standard deviation; SSCI-8, 8-item Stigma Scale for Chronic Illnesses

Fig. 2  Current vs. previous HFM + MO respondents who selected “always/often” experiencing individual SSCI-8 items. All respondents were asked: “Please 
indicate how often you experience the following as a result of your headaches.” *Indicates significantly higher than the other group at the 90% confidence 
level (p < 0.1). **Indicates significantly higher than the other group at the 95% confidence level (p < 0.05). HFM + MO, high-frequency headache/migraine 
with medication overuse; SSCI-8, 8-item Stigma Scale for Chronic Illnesses
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groups: non-Hispanic Black, 51%; Hispanic, 48%; non-
Hispanic White respondents (45%). The most identified 
SSCI-8 item was feeling left out of things (non-Hispanic 
White, 44%; non-Hispanic Black, 54%; Hispanic, 48%) 
among those with current HFM + MO. Non-Hispanic 
Black respondents were more likely to feel always/often 
embarrassed by their headache/migraine (p < 0.1) and 
by the physical limitations associated with headache/
migraine than those who are non-Hispanic White with 
current HFM + MO (p < 0.1). In addition, those who are 
non-Hispanic Black with current HFM + MO were more 
likely to feel that people were unkind to them (30% vs. 
17%, p < 0.1). Small sample sizes precluded analysis of 
Hispanic and non-Hispanic Black respondents in the pre-
vious HFM + MO group (n < 30).

Rates of stigma by age (table 4)
Of those with current HFM + MO, more respondents 
aged 18–49 years had clinically significant levels of 
stigma than respondents aged ≥ 50 years (50% vs. 33%]; 
p < 0.05). Respondents aged 18–49 years were also more 
likely (p < 0.1 or p < 0.05) than respondents aged ≥ 50 
years to select 6 of the 8 stigma items, with no difference 
between feeling left out of things and feeling embarrassed 
about their headache/migraine. Similar to the gender-
based and race-based analyses, the most common stigma 
experience for both younger and older respondents with 
current HFM + MO was feeling left out (younger 48%, 
older 41%).

Respondents aged ≥ 50 years with current HFM + MO 
were more likely than respondents aged ≥ 50 years with 

previous HFM + MO to always/often select 7 of the 8 
stigma items, with no difference in feeling people were 
unkind to them because of their headache/migraine (cur-
rent 8%, previous 0%). Small sample sizes precluded com-
parisons to respondents aged 18–49 years in the previous 
HFM + MO group (n < 30).

Rates of stigma by employment status (table 5)
Compared to non-employed respondents with current 
HFM + MO, more employed respondents with current 
HFM + MO had clinically significant stigma (53% vs. 32%; 
p < 0.05). Based on employment status, the highest rates 
of respondents always/often experiencing each of the 8 
stigma items were in employed respondents with current 
HFM + MO, with ≥ 40% reporting always/often feeling 
left out of things (49%), embarrassed because of physi-
cal limitations (43%), and embarrassed about their head-
ache/migraine (40%). Further, employed respondents 
were more likely (p < 0.1 or p < 0.05) to select all stigma 
items, except for feeling left out of things (non-employed 
40%, employed 49%). Of non-employed respondents, 
those with current HFM + MO were more likely (p < 0.1 
or p < 0.05) than those with previous HFM + MO to feel 
left out of things (p < 0.05), feel embarrassed because 
of physical limitations (p < 0.05), and to say that people 
acted as though it was their fault they have headache/
migraine (p < 0.05), that people seemed uncomfort-
able with them (p < 0.1), and that people avoided them 
(p < 0.05). Small sample sizes precluded comparisons to 
employed respondents in the previous HFM + MO group 
(n < 30).

Table 3  Rates of stigma by current vs. previous HFM + MO and race/ethnicity
Current HFM + MO Previous 

HFM + MO*
White, not His-
panic (n = 293) (A)

Black, not His-
panic (n = 46) (B)

Hispanic 
(n = 75) (C)

White, not 
Hispanic 
(n = 91) (D)

Mean (SD) SSCI-8 T-score 58.0 (8.8) 59.5 (9.0) 58.7 (8.2) 51.2 (8.0)
Respondents with clinically significant stigma (SSCI-8 T-score ≥ 60) 45% 51%** 48% 12%
Respondents who selected “always/often” experiencing:
Because of my illness, I felt left out of things 44%D 54%D 48%D 18%
I felt embarrassed because of my physical limitations 35%D 51%aD 35%D 13%
Some people acted as though it was my fault I have this illness 31%D 29%D 39%D 11%
I felt embarrassed about my illness 32%D 48%aD 35%D 11%
Because of my illness, some people seemed uncomfortable with me 25%D 34%D 29%D 10%
Because of my illness, some people avoided me 23%D 30%D 25%D 4%
Because of my illness, people avoided looking at me 19%D 22%D 21%D 6%
Because of my illness, people were unkind to me 17%D 30%aD 22%D 5%
All respondents were asked: “Please indicate how often you experience the following as a result of your headaches.”
a/b/c/dLowercase letters indicate significantly higher than the corresponding group (labeled in the header as A, B, C, or D) at the 90% confidence level (p < 0.1)
A/B/C/DUppercase letters indicate significantly higher than the corresponding group (labeled in the header as A, B, C, or D) at the 95% confidence level (p < 0.05)

*Due to the base number of respondents being < 30, rates and significance testing were not calculated for Black, not Hispanic, and Hispanic subgroups in the 
previous HFM + MO group. **Sample size was 55 for this calculation

HFM + MO, high-frequency headache/migraine with medication overuse; SD, standard deviation; SSCI-8, 8-item Stigma Scale for Chronic Illnesses
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Headache/migraine-related quality of life, impact, and 
disability (Fig. 3)
When asked if headaches have a negative impact, over 
half (56%) of respondents in the current and previous 
HFM + MO groups indicated that headache/migraine 
negatively impacted their overall HRQoL. In addition, 
more than half of respondents with current HFM + MO 
indicated they experienced negative headache/migraine-
related impact on mental/emotional health (56%), ability 

to play and have fun (52%), and ability to participate in 
enjoyed hobbies/activities (52%). The only impact that 
a higher percentage of respondents with previous 
HFM + MO indicated was that headache/migraine nega-
tively impact their ability to work (56% vs. 43%, p < 0.1).

Table 4  Rates of stigma by current vs. previous HFM + MO and age
Current HFM + MO Previous HFM + MO
Age 18–49 years 
(n = 327) (A)

Age ≥ 50 years 
(n = 113) (B)

Age 18–49 years 
(n = 56) (C)*

Age ≥ 50 
years 
(n = 54) 
(D)

Mean (SD) SSCI-8 T-score 59.2 (8.6)B 56.3 (8.2) 57.4 (12.4) 50.1 (6.7)
Respondents with clinically significant stigma (SSCI-8 T-score ≥ 60) 50%B 33% 34% 4%
Respondents who selected “always/often” experiencing:
Because of my illness, I felt left out of things 48%D 41%D 34% 16%
I felt embarrassed because of my physical limitations 42%BD 26%D 28% 9%
Some people acted as though it was my fault I have this illness 41%BD 18%d 31% 6%
I felt embarrassed about my illness 36%D 27%D 28% 8%
Because of my illness, some people seemed uncomfortable with me 29%bD 18%d 22% 6%
Because of my illness, some people avoided me 28%BD 14%D 21% 1%
Because of my illness, people avoided looking at me 23%BD 10%d 20% 1%
Because of my illness, people were unkind to me 24%BD 8% 22% 0%
All respondents were asked: “Please indicate how often you experience the following as a result of your headaches.”
a/b/c/dLowercase letters indicate significantly higher than the corresponding group (labeled in the header as A, B, C, or D) at the 90% confidence level (p < 0.1)
A/B/C/DUppercase letters indicate significantly higher than the corresponding group (labeled in the header as A, B, C, or D) at the 95% confidence level (p < 0.05)

*Due to the base number of respondents being < 30, significance testing was not calculated for respondents aged 18–49 years in the previous HFM + MO group

HFM + MO, high-frequency headache/migraine with medication overuse; SD, standard deviation; SSCI-8, 8-item Stigma Scale for Chronic Illnesses

Table 5  Rates of stigma by current vs. previous HFM + MO and employment status
Current HFM + MO Previous HFM + MO
Employed 
(n = 273) (A)

Not employed 
(n = 167) (B)

Employed 
(n = 47) (C)*

Not em-
ployed 
(n = 63) 
(D)

Mean (SD) SSCI-8 T-score 59.7 (8.5)B 56.0 (8.2) 56.4 (12.8) 51.6 
(7.4)

Respondents with clinically significant stigma (SSCI-8 T-score ≥ 60) 53%B 32% 29% 12%
Respondents who selected “always/often” experiencing
Because of my illness, I felt left out of things 49%D 40%D 30% 22%
I felt embarrassed because of my physical limitations 43%BD 28%D 27% 11%
Some people acted as though it was my fault I have this illness 38%bD 28%D 28% 10%
I felt embarrassed about my illness 40%BD 21% 26% 11%
Because of my illness, some people seemed uncomfortable with me 31%BD 17%d 23% 5%
Because of my illness, some people avoided me 29%BD 14%D 21% 2%
Because of my illness, people avoided looking at me 25%BD 10% 20% 2%
Because of my illness, people were unkind to me 25%BD 10%d 22% 1%
All respondents were asked: “Please indicate how often you experience the following as a result of your headaches.”
a/b/c/dLowercase letters indicate significantly higher than the corresponding group (labeled in the header as A, B, C, or D) at the 90% confidence level (p < 0.1)
A/B/C/DUppercase letters indicate significantly higher than the corresponding group (labeled in the header as A, B, C, or D) at the 95% confidence level (p < 0.05)

*Due to the base number of respondents being < 30, significance testing was not calculated for employed respondents in the previous HFM + MO group

HFM + MO, high-frequency headache/migraine with medication overuse; SD, standard deviation; SSCI-8, 8-item Stigma Scale for Chronic Illnesses



Page 10 of 17Buse et al. BMC Neurology          (2024) 24:232 

Headache/migraine-related quality of life, impact, and 
disability examined by gender (Supplemental table 2)
Women with current HFM + MO were more likely than 
women with previous HFM + MO to indicate that their 
mental/emotional health (55% vs. 41%, p < 0.1), abil-
ity to play and have fun (56% vs. 41%, p < 0.1), and 
relationship(s) with other family members and/or 
friends (35% vs. 17%, p < 0.05), self-confidence (35% vs. 
18%, p < 0.05), and finances (20% vs. 5%, p < 0.05) were 
negatively impacted by headache/migraine. Conversely, 
women with previous HFM + MO were more likely to 
indicate no negative impacts due to headache/migraine 
(17% vs. 5%, p < 0.05), although rates were low among 
both groups. Interestingly, of respondents with cur-
rent HFM + MO, men were more likely than women to 

indicate their self-confidence was negatively impacted 
by headache/migraine (46% vs. 35%, p < 0.1). Small sam-
ple sizes precluded comparisons to men with previous 
HFM + MO (n < 30).

Headache/migraine-related quality of life, impact, and 
disability examined by race and ethnicity (Supplemental 
table 3)
Of 16 items listed, respondents who were non-His-
panic White with current HFM + MO were more likely 
to have negative headache/migraine-related impact 
on 12 quality of life items than respondents who were 
non-Hispanic White with previous HFM + MO. The 
top 3 negatively affected aspects of life (due to head-
ache/migraine) for non-Hispanic White respondents 

Fig. 3  Negative impact of headaches on quality of life and disability by current vs. previous HFM + MO. All respondents were asked: “Do your headaches 
have a negative impact on any of the following aspects of your life? Please select all that apply.” *Indicates significantly higher than the other group at 
the 90% confidence level (p < 0.1). **Indicates significantly higher than the other group at the 95% confidence level (p < 0.05). HFM + MO, high-frequency 
headache/migraine with medication overuse
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with current HFM + MO were mental/emotional health 
(58%), overall HRQoL (57%), and ability to play and 
have fun (53%); for non-Hispanic Black respondents 
with current HFM + MO were ability to participate in 
enjoyed hobbies/activities (55%), overall quality of life 
(53%), and mental/emotional health (48%); and for His-
panic respondents with current HFM + MO were overall 
HRQoL (57%), ability to participate in enjoyed hobbies/
activities (54%), and ability to play and have fun (51%). 
In the current HFM + MO group, more respondents who 
are non-Hispanic White indicated a negative impact on 
ability to go to/perform at work (47% vs. 30%, p < 0.05) 
and on relationships with other family members and/or 
friends (36% vs. 24%, p < 0.1) or no negative impacts (7% 
vs. 0%, p < 0.05) than respondents who are Hispanic. His-
panic respondents with current HFM + MO were more 
likely than non-Hispanic Black respondents with current 
HFM + MO to indicate a negative impact on vacations 
(28% vs. 10%, p < 0.1). Small sample sizes precluded anal-
ysis of Hispanic and non-Hispanic Black respondents in 
the previous HFM + MO group (n < 30).

Headache/migraine-related quality of life, impact, and 
disability examined by age (Supplemental table 4)
Respondents aged ≥ 50 years with current HFM + MO 
were more likely than respondents aged 18–49 years with 
current HFM + MO to indicate that their overall quality 
of life (66% vs. 52%, p < 0.05), their ability to play/have 
fun (61% vs. 49%, p < 0.1), and their ability to participate 
in hobbies/activities they enjoy were negatively impacted 
by headache/migraine (61% vs. 49%, p < 0.1). Conversely, 
respondents aged 18–49 years with current HFM + MO 
were more likely to indicate that their headache/migraine 
have a negative impact on their ability to take care of 
themselves (36% vs. 25%, p < 0.1).

Respondents aged ≥ 50 years with current HFM + MO 
were more likely than respondents aged ≥ 50 years with 
previous HFM + MO to indicate that their mental/emo-
tional health (61% vs. 34%, p < 0.05), their ability to play 
and have fun (61% vs. 40%, p < 0.05), their ability to par-
ticipate in hobbies and activities they enjoy (61% vs. 38%, 
p < 0.05), their self-confidence (36% vs. 17%, p < 0.05), 
their ability to plan future activities (44% vs. 12%, 
p < 0.05) and take care of others (28% vs. 5%, p < 0.05), 
their relationships with other family members and/or 
friends (39% vs. 16%, p < 0.05), and their relationship with 
their spouse/significant other (32% vs. 11%, p < 0.05) were 
negatively impacted by headache/migraine. Small sample 
sizes precluded comparisons to respondents aged 18–49 
years in the previous HFM + MO group (n < 30).

Headache/migraine-related quality of life, impact, and 
disability examined by employment status (Supplemental 
table 5)
Over 60% of non-employed respondents with cur-
rent HFM + MO reported a negative impact of head-
ache/migraine on HRQoL (62%) and mental/emotional 
health (61%). These respondents were more likely than 
non-employed respondents with previous HFM + MO 
to have negative headache/migraine-related impact on 
their ability to play and have fun (56% vs. 30%, p < 0.05), 
to participate in enjoyed hobbies/activities (51% vs. 34%, 
p < 0.1), to plan future activities (37% vs. 20%, p < 0.05), to 
take care of themselves (38% vs. 22%, p < 0.1), and to take 
care of others (35% vs. 19%, p < 0.1), as well as negative 
impact on self-confidence (34% vs. 20%, p < 0.1), relation-
ships with other family members and/or friends (34% 
vs. 20%, p < 0.1), and finances (17% vs. 2%, p < 0.05). Of 
those with current HFM + MO, non-employed respon-
dents were more likely to have no negative impacts than 
employed respondents (8% vs. 3%, p < 0.1). Conversely, 
employed respondents were more likely than non-
employed respondents to indicate negative impacts on 
ability to go to/perform at work (48% vs. 33%, p < 0.05), 
self-confidence (44% vs. 34%, p < 0.1), finances (27% vs. 
17%, p < 0.1), ability to go to/perform at school (25% vs. 
14%, p < 0.05), and ability to go on a business or work 
trip (26% vs. 10%, p < 0.05). Small sample sizes precluded 
comparisons to employed respondents in the previous 
HFM + MO group (n < 30).

Most bothersome symptom (Fig. 4)
When asked to identify their MBS from a pre-populated 
list of headache/migraine-associated symptoms, respon-
dents from both groups selected pain-related symptoms 
which included both headache-qualifying symptoms and 
pain in other locations (eye and neck pain and pain exac-
erbation with activity) most often (current 39% vs. previ-
ous 45%), followed by sensitivity to light (current 15% vs. 
previous 7%) and nausea/vomiting (current 7% vs. previ-
ous 15%; p < 0.1).

Discussion
In this analysis of data from the Migraine Report Card 
study, those with current HFM + MO experienced clini-
cally significant stigma at higher rates than adults with 
previous HFM + MO (21% vs. 47%, respectively), had 
worse HRQoL, and greater disability due to headache/
migraine. In the Migraine Report Card survey primary 
manuscript, which reported on health status and per-
ception of healthcare among people with current and 
previous HFM + MO, few distinguishing factors rela-
tive to current overall health, mental/emotional health, 
and healthcare needs between groups were observed 
[24]. This analysis of the Migraine Report Card study 
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data explored stigma, migraine-related quality of life, 
migraine-related disability, and MBS between the current 
and previous HFM + MO groups, as well as by different 
sociodemographic subgroups (i.e., gender, race/ethnicity, 
age, and employment status) and found that stigma and 
reduced HRQoL were greatest among people with cur-
rent HFM + MO, but still considerable for people with 
previous HFM + MO.

Stigma
Respondents in the current HFM + MO group were 
twice as likely to report the experience of stigma due 

to headache/migraine than were those with previous 
HFM + MO, yet it is noteworthy that 1 in 5 respondents 
with previous HFM + MO still experienced clinically sig-
nificant levels of stigma. Men with current HFM + MO 
were more likely to select items such as feeling embar-
rassed about their illness on the SSCI-8 than were 
women. Further, employed respondents with current 
HFM + MO (53% had SSCI-8 T-score ≥ 60) were more 
likely than those who were unemployed with HFM + MO 
(32% had SSCI-8 T-score ≥ 60) to select all but one 
stigma item from the SSCI-8, suggesting that those with 

Fig. 4  Most bothersome symptom selected by current vs. previous HFM + MO. All respondents were asked: “Which of the following headache-associated 
symptoms, if any, do you find to be the most bothersome, other than headache or head pain? Please select one.” aIncludes, throbbing / pulsation pain, 
pain, eye pain, neck pain, pain exacerbation with activity, and anatomical (bodily) pain. bOption was “Cognitive disruption (e.g., memory problems, diffi-
culty concentrating, feeling fuzzy headed).” cOption was “Aura (e.g., flashing lights, intense head pain, zigzag lines).” dOption was “Sensory disturbance (e.g., 
tingling in hands or face, vision changes).” eOption was “Allodynia (e.g., skin sensitivity when wearing a ponytail, shaving face hurts).” *Indicates significantly 
higher than the other group at the 90% confidence level (p < 0.1). HFM + MO, high-frequency headache/migraine with medication overuse

 



Page 13 of 17Buse et al. BMC Neurology          (2024) 24:232 

HFM + MO who are employed may experience stigma at 
higher rates.

Among those with current HFM + MO, non-Hispanic 
Black respondents were more likely than non-Hispanic 
White respondents to select that headache/migraine 
made them feel embarrassed and that people were unkind 
to them on the SSCI-8. The stigma experienced by Black 
adults may contribute to the lower number of outpatient 
visits and migraine diagnostic rates among Black popula-
tions when compared to Hispanic and White populations 
found in some studies [28, 29]. Moreover, in an analysis 
of the CaMEO study, while Black respondents had higher 
rates of consultation for headache/migraine than White 
respondents and other racial groups, Black and mul-
tiracial respondents had the highest rates of MO. This 
finding may reflect poorly optimized care or a lack of 
preventive treatment which could be due to not seeking 
care because of the stigma experienced [30]. Of note, the 
differences observed in this study were present despite 
health insurance status (yes or no) being similar, suggest-
ing that there are factors beyond healthcare access that 
may be associated with stigma.

Recent population- and clinic-based studies have 
shown that stigma is common in migraine and is associ-
ated with many undesirable outcomes [4, 21, 31]. Stigma 
is associated with shame, guilt, lower self-esteem, lower 
self-efficacy, and reduced likelihoods of seeking care 
and receiving optimized healthcare [20, 32]. The OVER-
COME survey assessed how frequently respondents 
experienced migraine-related stigma via a novel 12-item 
questionnaire (Migraine-Related Stigma, MiRS) that 
OVERCOME researchers developed. Approximately 
32% of participants (18,708/59,004) experienced at least 
one type of migraine-related stigma often/very often, 
and the risk for increased disability (quantified via the 
Migraine Disability Assessment Scale) was significant for 
each MiRS group [21]. Similarly to what was observed in 
the Migraine Report Card, the proportion experiencing 
migraine-related stigma often/very often increased from 
25.5 to 47.5% as monthly headache days increased from 
< 4 to ≥ 15 [33]. Moreover, in the OVERCOME partici-
pant population, migraine-related stigma was associated 
with poorer quality of life and higher rates of disability, 
with estimated Migraine Disability Assessment (MIDAS) 
scores shown to increase as both stigma and monthly 
headache days increased [33].

A clinic-based study by Seng et al. of 121 adults (≥ 18 
years of age) with migraine (meeting criteria for migraine 
based upon on the American Migraine Study/American 
Migraine Prevalence and Prevention migraine diagnostic 
module) recruited from neurology offices in the greater 
New York City area evaluated stigma using the SSCI-8 as 
well as several other outcomes. It was shown that almost 
20% of respondents had clinically significant levels of 

stigma [4]. This is similar to the rate we found among 
people with previous HFM + MO (21%) but lower than 
the rate of clinically significant stigma we found among 
people with current HFM + MO (47%). Like the current 
study, Seng et al. also found that higher SSCI-8 scores 
were associated with higher headache day frequency, 
which aligns with the different rates of clinically signifi-
cant stigma seen in the current and previous HFM + MO 
groups in the Migraine Report Card survey. Seng et al. 
opined that higher frequency migraine could provide 
more opportunities for migraine attacks to interfere with 
one’s ability to fulfill obligations or engage in social activi-
ties. Like OVERCOME, Seng et al. also found that higher 
SSCI-8 scores were associated with greater migraine-
related disability and worse quality of life; however, 
unlike the current study they did not find an association 
between SSCI-8 and age, sex, ethnicity, or race [4]. Par-
ticipants who were employed full time had lower SSCI-8 
T-scores (50.5) than people who were not employed full 
time (54.7). Seng et al. also found that higher stigma 
scores were associated with greater pain catastrophizing, 
higher levels of depression and anxiety, and greater ictal 
cutaneous allodynia [4]. Overall, the results from these 
studies suggest that stigma is prevalent among people liv-
ing with migraine.

Headache/migraine impacts, health-related quality of life, 
and disability
All respondents in this survey currently or previously 
had MO. MO can affect up to 50% of people with chronic 
migraine (≥ 15 days per month for > 3 months) and also 
a fair percentage of individuals with episodic migraine 
and is associated with significant health-related burden 
[34]. In the Chronic Migraine Epidemiology and Out-
comes (CaMEO) study, a US-based survey of adults with 
migraine, those with MO had greater interictal burden 
when compared to those who did not have MO (65% vs. 
32% had moderate-severe interictal burden as measured 
by the Migraine Interictal Burden Scale). Moreover, those 
with MO were found to have more severe headache-
related disability [11].

More than 50% of respondents with current and pre-
vious HFM + MO reported that headache/migraine has a 
negative impact on their HRQoL, with certain sociode-
mographic subgroups being more affected than others. 
In addition, those with a current HFM + MO were more 
likely to indicate that headache/migraine had a negative 
impact on self-confidence, planning future activities, 
relationship with family members/friends, finances, and 
ability to go on a business/work trip. Similarly to what has 
been previously shown [6, 9], the differences observed 
between those with current or previous HFM + MO sig-
nify that reducing migraine frequency can rectify many 
quality-of-life impacts.
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Those with previous versus current HFM + MO were 
just as likely to indicate that headache/migraine nega-
tively impacted their ability to work or how well they 
perform at work, which could be associated with reduced 
job performance and loss of productivity [35, 36]. Simi-
larly, data from the CaMEO study found that 32.7% of 
respondents indicated that headache/migraine negatively 
affected ≥ 1 career area and 32.1% expressed worry about 
long-term financial security due to migraine, with women 
slightly more likely than men to agree migraine affected 
their career [7]. In addition, non-Hispanic White respon-
dents were more likely to indicate negative impacts on 
work performance and relationships with other family/
friends than Hispanic respondents.

The current analysis of the Migraine Report Card did 
not attempt to identify a connection between headache/
migraine and employment status or occupational dis-
ability status. However, the overall rate of unemploy-
ment among those in the current HFM + MO group was 
34% compared to 46% in the previous HFM + MO group 
(p < 0.10). The rate of “not employed because of disabil-
ity” was 10% in the current HFM + MO group and 7% 
in the previous HFM + MO group. These unemploy-
ment rates likely do not fully explain this relationship, as 
respondents may have had to change jobs or modify their 
workday to accommodate headache/migraine, although 
this survey did not capture that information. Of note, 7% 
in the current group and 23% in the previous group were 
retired. Moreover, there was an age difference between 
the current and previous groups, with the mean age of 
the current group being 41.1 years and the mean age of 
the previous group being 47.2 years, which may account 
for differences observed in employment status. Further 
research into how migraine affects HRQoL in different 
subpopulations is warranted as this can help to shape 
personalized migraine care.

Most bothersome symptom
When asked to select their most bothersome migraine 
symptom from a pre-populated list of potential head-
ache/migraine-associated symptoms, among both the 
current and previous HFM + MO groups, the most com-
mon responses were pain-related symptoms, which 
included both headache-defining symptoms and pain in 
other locations. Previous literature has shown that pho-
tophobia is the most commonly endorsed symptom, 
especially when patients are asked to select from the 
three standard MBS options [23]. However, in a previous 
study in which patients with chronic migraine self-iden-
tified their MBS, patients reported 23 unique symptoms, 
of which the most common were light sensitivity, nau-
sea/vomiting, and pain with activity [22]. The MBS may 
be different for individual patients and may change over 
time. Ensuring that treatments effectively address each 

person’s symptoms is essential to patient satisfaction and 
may help improve adherence/persistence and reduce or 
prevent MO.

Limitations and strengths
This study has some limitations. All data were collected 
via self-report in an online survey, meaning that all 
respondents had to have access to the internet and must 
have completed a “confirmed” or “double opt-in” pro-
cess to be included in the study. The nature of a survey is 
also subject to sources of error including response bias, 
recall error, social desirability biases, and/or error asso-
ciated with question wording and response options. No 
supporting documentation or medical records were col-
lected for verification, and the terms migraine and head-
ache were often used interchangeably throughout survey 
questions. In this study, there was a potential for recall 
bias especially among the group of previous HFM + MO 
respondents. Respondents may not recall migraine fre-
quency, acute medication use frequency, severity, or 
impact accurately over time. The survey framed many 
questions as whether respondents had this symptom 
in the “last few months,” but did not specify a precise 
number of months; respondents may have responded 
based on their interpretation of this timeframe (e.g., 2 − 4 
months). Race and ethnicity were combined into a single 
category and participants were divided into three groups 
for this analysis (Non-Hispanic White, Non-Hispanic 
Black, and Hispanic). Validated instruments were not 
used to collect impact, disability of quality-of-life data, 
but rather individual items asking about a range of poten-
tial impacts and important elements of life were assessed. 
Compared to other US-based surveys, there were fewer 
respondents (n = 550) included in this survey, which may 
limit data interpretation. Moreover, a significant percent-
age of respondents who were a part of this survey were 
insured (≥ 93%), with 34–37% making $100,000 or more 
per year, and therefore may not be indicative of the over-
all US migraine population and may also have fewer bar-
riers to healthcare. This participant population was not 
further subdivided or analyzed by insurance type (e.g., 
commercial vs. government); therefore, comparisons 
between participants based upon insurance type could 
not be determined. We did not assess the full ICHD-3 
migraine criteria but rather used the ID Migraine™ 
screener, which suggests a migraine diagnosis and has 
a pooled sensitivity estimate of 0.84 (95% confidence 
interval 0.75–0.90) and specificity of 0.76 (95% confi-
dence interval 0.69–0.83) [37]. In addition, in this sur-
vey respondents may have had other headache diagnoses 
as well. In this survey, the respondent’s healthcare pro-
vider referred to the primary provider that treated them 
for headaches/migraine. Therefore, the type of provider 
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likely varied between respondents, which may have 
affected each respondent’s care and overall responses.

Strengths of this study include its novel hypothesis 
and efforts to include a broadly representative sample 
of people with current or previous MO. It is well estab-
lished that migraine is associated with substantial disabil-
ity, impairment, and reduced quality of life [7, 9]. Both 
clinic-based and population-based studies have shown 
that migraine-related stigma is common [4, 21, 31]. To 
our knowledge, these factors have not been analyzed and 
compared between people with current high-frequency 
migraine and high acute medication use versus a group 
that is partially remitted. It is known that MO is associ-
ated with many undesirable outcomes, but little work 
has been done assessing its association with stigma [11, 
12]. Moreover, we believe these constructs have not been 
examined by race, ethnicity, gender, or sociodemographic 
factors (like employment status).

To our knowledge, this is the first US-population based 
survey to assess overall migraine-related stigma using a 
validated tool for chronic illness-related stigma (SSCI-
8) and differences based on HFM + MO status, gender, 
employment status, and race/ethnicity. This study also 
had a higher representation of typically underrepresented 
groups in migraine studies: men (44–49%), non-His-
panic Black respondents (4–11%), and Hispanic respon-
dents (13–24%). Moreover, raw data were weighted to 
the population of US adults age ≥ 18 years by education, 
age, gender, race, Hispanic ethnicity, US Census region, 
household income, household size, marital status, and 
propensity to be online, ensuring that results were pro-
jectable to the US population and that the survey’s spe-
cific migraine quota groups were representative of their 
respective subgroups in the overall population.

Conclusions
In this analysis, individuals with current HFM + MO were 
more impacted by headache/migraine, but those with 
previous HFM + MO were also negatively impacted in 
many ways, including stigma, associated disability, and 
negative impact on quality of life despite having reported 
far fewer headache/migraine days per month and utiliz-
ing considerably less acute medication. Among those 
with current HFM + MO, rates of headache/migraine-
related stigma were higher in males, adults aged 18–49, 
non-Hispanic Black, and/or employed adults, and 
HRQoL was most negatively impacted in men, non-His-
panic White, and respondents ≥ 50 years of age. Together 
these data suggest that migraine at any frequency can be 
associated with a broad range of undesirable outcomes 
and that the impact is greatest among people with cur-
rent HFM + MO when compared to those with previous 
HFM + MO. Along with established data on disability 
associated with migraine and recent work on stigma in 

migraine, these findings suggest that substantial work is 
needed to understand and address stigma and disability 
associated with migraine and MO. Anti-stigma strate-
gies can include public education programs, efforts to 
speak against injustices caused by stigma, and addressing 
internalized stigma as a part of the treatment regimen for 
individual patients [20]. Higher rates of migraine-related 
stigma among Black respondents seen in this survey 
demonstrate that healthcare professionals and advocates 
in the migraine space must continue to increase aware-
ness through community engagement, improved cross-
cultural communication, and increased racial and ethnic 
representation in headache-related studies/research [28, 
38, 39]. It is our hope that successful treatment as well as 
mitigation of migraine disability and stigma may be asso-
ciated with additional improved outcomes for people liv-
ing with migraine.

Abbreviations
CaMEO	� Chronic Migraine Epidemiology and Outcomes Study
HFM	� High-frequency migraine
HFM + MO	� High-frequency headache/migraine and medication overuse
HRQoL	� Health-related quality of life
ICHD-3	� International Classification of Headache Disorders 3rd edition
IRT	� Item response theory
MBS	� Most bothersome symptom
MO	� Medication overuse
MiRS	� Migraine-Related Stigma
OVERCOME	� ObserVational survey of the Epidemiology, tReatment, and 

Care Of MigrainE
RIM	� Random Iterative Method
SSCI-8	� 8-Item Stigma Scale for Chronic Illnesses

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s12883-024-03732-x.

Supplementary Material 1

Supplementary Material 2

Acknowledgements
The authors thank the participants of this survey. The authors thank Beth 
Reichard, PhD, Julia L. Jones, PhD, and Nicole Coolbaugh, CMPP, from The 
Medicine Group, LLC (New Hope, PA, United States) for providing medical 
writing support, which was funded by Lundbeck LLC (Deerfield, IL, United 
States) and in accordance with Good Publication Practice guidelines.

Author contributions
Study concept and design: DCB, RC, AJS, MB, CS, KS, KL, SK. Acquisition of 
data: CS, KS. Analysis and interpretation of data: DCB, RC, AJS, MB, CS, KS, KL, 
SK. Drafting of the manuscript: DCB, RC, AJS, MB, CS, KS, KL, SK. Revising for 
intellectual content: DCB, RC, AJS, MB, CS, KS, KL, SK. Final approval of the 
completed manuscript: DCB, RC, AJS, MB, CS, KS, KL, SK.

Funding
The survey and publication were supported by Lundbeck LLC, Deerfield, IL, 
United States.

Data availability
In accordance with EFPIA’s and PhRMA’s “Principles for Responsible Clinical 
Trial Data Sharing” guidelines, Lundbeck is committed to responsible sharing 
of clinical trial data in a manner that is consistent with safeguarding the 
privacy of patients, respecting the integrity of national regulatory systems, 

https://doi.org/10.1186/s12883-024-03732-x
https://doi.org/10.1186/s12883-024-03732-x


Page 16 of 17Buse et al. BMC Neurology          (2024) 24:232 

and protecting the intellectual property of the sponsor. The protection of 
intellectual property ensures continued research and innovation in the 
pharmaceutical industry. Deidentified data are available to those whose 
request has been reviewed and approved through an application submitted 
to https://www.lundbeck.com/global/our-science/clinical-data-sharing.

Declarations

Ethics approval and consent to participate
All participants in this Harris Poll survey were asked to read the Harris Poll 
privacy policy prior to agreeing to take the survey (https://theharrispoll.com/
privacy). Only those who selected “I agree to continue” moved on to the 
screener section. Institutional review board approval was not conducted, as 
this survey was non-interventional in nature, was not intended to provide 
clinical data for treatment decisions, was not conducted as a clinical trial for 
any endpoints, and data are not identifiable in the results presented herein.

Consent for publication
Not applicable.

Competing interests
D.C. Buse has received grant support from Amgen, the US Food and Drug 
Administration, and the National Headache Foundation; has served as a 
consultant and received honoraria from AbbVie/Allergan, Amgen/Novartis, 
Biohaven, Collegium, Eli Lilly, Lundbeck, and Teva; and has served on the 
editorial board of Current Pain and Headache Reports. R. Cady was an 
employee of Lundbeck LLC at the time of survey development and initiation; 
has served as a consultant with Biohaven, Haleon, and Lundbeck; and is a 
current part-time employee of Axon Therapeutics. A.J. Starling has received 
consulting fees from AbbVie, Allergan, Amgen, Axsome Therapeutics, Everyday 
Health, Lundbeck, Med-IQ, Medscape, Neurolief, Satsuma, and WebMD. M. 
Buzby is an employee of the Coalition for Headache and Migraine Patients, 
an organization that receives sponsorship support from AbbVie, Amgen, Eli 
Lilly, Impel, Lundbeck, and Teva. C. Spinale and K. Steinberg are employees 
of The Harris Poll, a company that received funding from Lundbeck LLC for 
conducting this research. K. Lenaburg was an employee of the Coalition 
for Headache and Migraine Patients (CHAMP) during the development and 
fielding of this survey, an organization that receives support from AbbVie, 
Amgen, Eli Lilly, Impel, Lundbeck, and Teva. In addition, he has received 
consulting fees from AbbVie, Allergan, Impel, and Lundbeck. S. Kymes was an 
employee of Lundbeck LLC at the time of this study.

Author details
1Department of Neurology, Albert Einstein College of Medicine, 1300 
Morris Park Avenue, Van Etten 3C12, Bronx, NY 10461, USA
2RK Consults, Ozark, MO, USA
3Missouri State University, Springfield, MO, USA
4Axon Therapeutics, San Diego, CA, USA
5Mayo Clinic Arizona, Scottsdale, AZ, USA
6Coalition for Headache and Migraine Patients (CHAMP), San Rafael, CA, 
USA
7The Harris Poll, New York, NY, USA
8Clusterbusters, Inc, Lombard, IL, USA
9Lundbeck LLC, Deerfield, IL, USA

Received: 22 February 2024 / Accepted: 17 June 2024

References
1.	 Buse DC, Scher AI, Dodick DW, Reed ML, Fanning KM, Manack Adams A, et al. 

Impact of migraine on the family: perspectives of people with migraine and 
their Spouse/Domestic Partner in the CaMEO study. Mayo Clin Proc. 2016. 
https://doi.org/10.1016/j.mayocp.2016.02.013.

2.	 Steiner TJ, Stovner LJ, Jensen R, Uluduz D, Katsarava Z. Migraine remains 
second among the world’s causes of disability, and first among young 
women: findings from GBD2019. J Headache Pain. 2020;21(1):137. https://doi.
org/10.1186/s10194-020-01208-0.

3.	 Ashina M, Katsarava Z, Do TP, Buse DC, Pozo-Rosich P, Özge A, et al. 
Migraine: epidemiology and systems of care. Lancet (London England). 
2021;397(10283):1485–95. https://doi.org/10.1016/s0140-6736(20)32160-7.

4.	 Seng EK, Shapiro RE, Buse DC, Robbins MS, Lipton RB, Parker A. The unique 
role of stigma in migraine-related disability and quality of life. Headache. 
2022;62(10):1354–64. https://doi.org/10.1111/head.14401.

5.	 Ishii R, Schwedt TJ, Dumkrieger G, Lalvani N, Craven A, Goadsby PJ, et al. 
Chronic versus episodic migraine: the 15-day threshold does not adequately 
reflect substantial differences in disability across the full spectrum of head-
ache frequency. Headache. 2021;61(7):992–1003. https://doi.org/10.1111/
head.14154.

6.	 Buse DC, Reed ML, Fanning KM, Bostic RC, Lipton RB. (2020) Demograph-
ics, Headache Features, and Comorbidity Profiles in Relation to Headache 
Frequency in People With Migraine: Results of the American Migraine 
Prevalence and Prevention (AMPP) Study. Headache https://doi.org/10.1111/
head.13966.

7.	 Buse DC, Fanning KM, Reed ML, Murray S, Dumas PK, Adams AM, et al. 
Life with Migraine: effects on relationships, Career, and Finances from the 
chronic migraine epidemiology and outcomes (CaMEO) study. Headache. 
2019;59(8):1286–99. https://doi.org/10.1111/head.13613.

8.	 Martelletti P, Schwedt TJ, Lanteri-Minet M, Quintana R, Carboni V, Diener HC, 
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(1):115. https://doi.org/10.1186/s10194-018-0946-z.

9.	 Blumenfeld AM, Varon SF, Wilcox TK, Buse DC, Kawata AK, Manack A, et al. 
Disability, HRQoL and resource use among chronic and episodic migraineurs: 
results from the International Burden of Migraine Study (IBMS). Cephalalgia. 
2011;31(3):301–15. https://doi.org/10.1177/0333102410381145.

10.	 Headache Classification Committee of the International Headache Society 
(IHS). The International classification of Headache disorders, 3rd edition. 
Cephalalgia. 2018;38(1):1–211. https://doi.org/10.1177/0333102417738202.

11.	 Schwedt TJ, Buse DC, Argoff CE, Reed ML, Fanning KM, Hussar CR, et al. Medi-
cation overuse and headache burden: results from the CaMEO study. Neurol 
Clin Pract. 2021;11(3):216–26. https://doi.org/10.1212/cpj.0000000000001037.

12.	 Schwedt TJ, Alam A, Reed ML, Fanning KM, Munjal S, Buse DC, et al. Factors 
associated with acute medication overuse in people with migraine: results 
from the 2017 migraine in America symptoms and treatment (MAST) study. J 
Headache Pain. 2018;19(1):38. https://doi.org/10.1186/s10194-018-0865-z.

13.	 Bigal ME, Serrano D, Buse D, Scher A, Stewart WF, Lipton RB. Acute migraine 
medications and evolution from episodic to chronic migraine: a longitu-
dinal population-based study. Headache. 2008;48(8):1157–68. https://doi.
org/10.1111/j.1526-4610.2008.01217.x.

14.	 Link BG, Phelan JC. Stigma and its public health implications. Lancet 
(London England). 2006;367(9509):528–9. https://doi.org/10.1016/
s0140-6736(06)68184-1.

15.	 Goffman E. Stigma; notes on the management of Spoiled Identity. Engle-
wood Cliffs, NJ: Prentice-Hall; 1963.

16.	 Scambler G. Re-framing Stigma: Felt and Enacted Stigma and challenges 
to the sociology of chronic and disabling conditions. Social Theory Health. 
2004;2(1):29–46. https://doi.org/10.1057/palgrave.sth.8700012.

17.	 Foxhall K. Migraines were taken more seriously in medieval times – where did 
we go wrong? 2016.

18.	 Shapiro RE, Lipton RB, Reiner PB. EHMTI-0313. Factors influencing stigma 
towards persons with migraine. J Headache Pain. 2014;15(Suppl 1):E36. 
https://doi.org/10.1186/1129-2377-15-s1-e36.

19.	 Young WB, Park JE, Tian IX, Kempner J. The stigma of migraine. PLoS ONE. 
2013;8(1):e54074. https://doi.org/10.1371/journal.pone.0054074.

20.	 Parikh SK, Kempner J, Young WB. Stigma and migraine: developing effec-
tive interventions. Curr Pain Headache Rep. 2021;25(11):75. https://doi.
org/10.1007/s11916-021-00982-z.

21.	 Shapiro RE, Nicholson RA, Seng EK, Buse DC, Reed ML, Zagar AJ, et al. 
Migraine-related stigma and its influence on disability, interictal burden, 
and migraine specific quality of life: results of the OVERCOME (US) study 
[abstract IOR-03]. Headache. 2022;62(Suppl 1):34–5. https://doi.org/10.1111/
head.14317.

22.	 Lipton RB, Goadsby PJ, Dodick DW, McGinley JS, Houts CR, Wirth RJ, et al. 
Evaluating the clinical utility of the patient-identified most bothersome 
symptom measure from PROMISE-2 for research in migraine prevention. 
Headache. 2022;62(6):690–9. https://doi.org/10.1111/head.14295.

23.	 Munjal S, Singh P, Reed ML, Fanning K, Schwedt TJ, Dodick DW, et al. Most 
bothersome symptom in persons with migraine: results from the Migraine in 
America symptoms and treatment (MAST) study. Headache. 2020;60(2):416–
29. https://doi.org/10.1111/head.13708.

https://theharrispoll.com/privacy
https://theharrispoll.com/privacy
https://doi.org/10.1016/j.mayocp.2016.02.013
https://doi.org/10.1186/s10194-020-01208-0
https://doi.org/10.1186/s10194-020-01208-0
https://doi.org/10.1016/s0140-6736(20)32160-7
https://doi.org/10.1111/head.14401
https://doi.org/10.1111/head.14154
https://doi.org/10.1111/head.14154
https://doi.org/10.1111/head.13966
https://doi.org/10.1111/head.13966
https://doi.org/10.1111/head.13613
https://doi.org/10.1186/s10194-018-0946-z
https://doi.org/10.1177/0333102410381145
https://doi.org/10.1177/0333102417738202
https://doi.org/10.1212/cpj.0000000000001037
https://doi.org/10.1186/s10194-018-0865-z
https://doi.org/10.1111/j.1526-4610.2008.01217.x
https://doi.org/10.1111/j.1526-4610.2008.01217.x
https://doi.org/10.1016/s0140-6736(06)68184-1
https://doi.org/10.1016/s0140-6736(06)68184-1
https://doi.org/10.1057/palgrave.sth.8700012
https://doi.org/10.1186/1129-2377-15-s1-e36
https://doi.org/10.1371/journal.pone.0054074
https://doi.org/10.1007/s11916-021-00982-z
https://doi.org/10.1007/s11916-021-00982-z
https://doi.org/10.1111/head.14317
https://doi.org/10.1111/head.14317
https://doi.org/10.1111/head.14295
https://doi.org/10.1111/head.13708


Page 17 of 17Buse et al. BMC Neurology          (2024) 24:232 

24.	 C AJSR, DC. B M, B CS, K. S, et al. Harris Poll Migraine Report Card: Population-
based examination of high-frequency headache/migraine and acute medica-
tion overuse. Journal of Headache and Pain; 2024.

25.	 Molina Y, Choi SW, Cella D, Rao D. The stigma scale for chronic illnesses 
8-item version (SSCI-8): development, validation and use across neurologi-
cal conditions. Int J Behav Med. 2013;20(3):450–60. https://doi.org/10.1007/
s12529-012-9243-4.

26.	 Lipton RB, Dodick D, Sadovsky R, Kolodner K, Endicott J, Hettiarachchi J, et 
al. A self-administered screener for migraine in primary care: the ID Migraine 
validation study. Neurology. 2003;61(3):375–82. https://doi.org/10.1212/01.
wnl.0000078940.53438.83.

27.	 Annual Social and Economic Supplements. https://www.census.gov/data/
datasets/time-series/demo/cps/cps-asec.html (2022). Accessed July 12 2023.

28.	 Charleston Lt, Spears RC, Flippen C 2nd. Equity of African American men in 
headache in the United States: a perspective from African American head-
ache medicine specialists (part 1). Headache. 2020;60(10):2473–85. https://
doi.org/10.1111/head.14004.

29.	 Charleston Iv L, Burke JF. Do racial/ethnic disparities exist in recommended 
migraine treatments in US ambulatory care? Cephalalgia. 2018;38(5):876–82. 
https://doi.org/10.1177/0333102417716933.

30.	 Buse DC, Armand CE, Charleston Lt, Reed ML, Fanning KM, Adams AM, et al. 
Barriers to care in episodic and chronic migraine: results from the chronic 
migraine epidemiology and outcomes study. Headache. 2021;61(4):628–41. 
https://doi.org/10.1111/head.14103.

31.	 Vanood A, Rangel IC, Starling AJ. Migraine and the gender divide. Neurol Clin. 
2023;41(2):231–47. https://doi.org/10.1016/j.ncl.2023.01.002.

32.	 Shapiro RE. What will it take to move the needle for Headache disorders? 
An advocacy perspective. Headache. 2020;60(9):2059–77. https://doi.
org/10.1111/head.13913.

33.	 Shapiro RE, Nicholson RA, Seng EK, Buse DC, Reed ML, Zagar AJ, et al. 
Migraine-related stigma and its relationship to disability, Interictal Burden, 

and quality of life: results of the OVERCOME (US) Study. Neurology. 
2024;102(3):e208074. https://doi.org/10.1212/wnl.0000000000208074.

34.	 Alstadhaug KB, Ofte HK, Kristoffersen ES. Preventing and treating medica-
tion overuse headache. Pain Rep. 2017;2(4):e612. https://doi.org/10.1097/
pr9.0000000000000612.

35.	 Stewart WF, Wood GC, Manack A, Varon SF, Buse DC, Lipton RB. Employment 
and work impact of chronic migraine and episodic migraine. J Occup Environ 
Med. 2010;52(1):8–14.

36.	 Shapiro RE, Martin AA, Bhardwaj S, Thomson H, Maculaitis MC, Anderson C, 
et al. Relationships between headache frequency, disability, and disability-
related unemployment among adults with migraine. J Manag Care Spec 
Pharm. 2023;29(2):197–209. https://doi.org/10.18553/jmcp.2023.29.2.197.

37.	 Cousins G, Hijazze S, Van de Laar FA, Fahey T. Diagnostic accuracy of the ID 
Migraine: a systematic review and meta-analysis. Headache. 2011;51(7):1140–
8. https://doi.org/10.1111/j.1526-4610.2011.01916.x.

38.	 Charleston Lt, Spears RC. Equity of African American men in Headache in 
the United States: a perspective from African American Headache Medicine 
specialists (part 2). Headache. 2020;60(10):2486–94. https://doi.org/10.1111/
head.14003.

39.	 Poole KG Jr. Patient-Experience Data and Bias - what ratings don’t tell us. N 
Engl J Med. 2019;380(9):801–3. https://doi.org/10.1056/NEJMp1813418.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations. 

https://doi.org/10.1007/s12529-012-9243-4
https://doi.org/10.1007/s12529-012-9243-4
https://doi.org/10.1212/01.wnl.0000078940.53438.83
https://doi.org/10.1212/01.wnl.0000078940.53438.83
https://www.census.gov/data/datasets/time-series/demo/cps/cps-asec.html
https://www.census.gov/data/datasets/time-series/demo/cps/cps-asec.html
https://doi.org/10.1111/head.14004
https://doi.org/10.1111/head.14004
https://doi.org/10.1177/0333102417716933
https://doi.org/10.1111/head.14103
https://doi.org/10.1016/j.ncl.2023.01.002
https://doi.org/10.1111/head.13913
https://doi.org/10.1111/head.13913
https://doi.org/10.1212/wnl.0000000000208074
https://doi.org/10.1097/pr9.0000000000000612
https://doi.org/10.1097/pr9.0000000000000612
https://doi.org/10.18553/jmcp.2023.29.2.197
https://doi.org/10.1111/j.1526-4610.2011.01916.x
https://doi.org/10.1111/head.14003
https://doi.org/10.1111/head.14003
https://doi.org/10.1056/NEJMp1813418

	﻿Headache/migraine-related stigma, quality of life, disability, and most bothersome symptom in adults with current versus previous high-frequency headache/migraine and medication overuse: results of the Migraine Report Card survey
	﻿﻿Abstract﻿
	﻿Background
	﻿Methods
	﻿Survey design
	﻿Participants and selection criteria
	﻿Survey assessments
	﻿Data collection, weighting, and analysis

	﻿Results
	﻿Survey population and demographics
	﻿Stigma (Fig. ﻿2﻿﻿﻿﻿﻿)
	﻿Rates of stigma by gender (table ﻿2﻿﻿﻿﻿﻿)
	﻿Rates of stigma by race and ethnicity (table ﻿3﻿﻿﻿﻿﻿)
	﻿Rates of stigma by age (table ﻿4﻿﻿﻿﻿﻿)
	﻿Rates of stigma by employment status (table ﻿5﻿﻿﻿﻿﻿)
	﻿Headache/migraine-related quality of life, impact, and disability (Fig. ﻿3﻿﻿﻿﻿﻿)
	﻿Headache/migraine-related quality of life, impact, and disability examined by gender (Supplemental table 2)
	﻿Headache/migraine-related quality of life, impact, and disability examined by race and ethnicity (Supplemental table 3)
	﻿Headache/migraine-related quality of life, impact, and disability examined by age (Supplemental table 4)
	﻿Headache/migraine-related quality of life, impact, and disability examined by employment status (Supplemental table 5)
	﻿Most bothersome symptom (﻿Fig﻿. ﻿4﻿﻿﻿﻿﻿)

	﻿Discussion
	﻿Stigma
	﻿Headache/migraine impacts, health-related quality of life, and disability
	﻿Most bothersome symptom
	﻿Limitations and strengths

	﻿Conclusions
	﻿References


