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INTRODUCTION 

Migraine is a type of chronic daily headache, 

which is intense, pulsating and often unbearable [1-3]. 

There are several types of migraine, two main types are: 

migraine with aura (classic migraine) and migraine without 

aura (common migraine). Migraine with Aura symptoms 

(sensory disturbances, transient visual, motor disturbance or 

language disturbances) remains for 15 minutes or one hour 

and most commonly occurs before onset of headache. 

Migraine Without aura symptoms (nausea, vomiting, and 

sensitivity to light, sound, touch, odour and blurred vision) 

lasts for 4 to 72 hours. Migraine is characterized by 

unilateral headache.
 [4]

  The pain is most commonly felt 

behind the eye, the face, the neck, the shoulder and the 

jaw.
[1]

  Migraine attack is divided into five phases i.e. 

Prodromal or warning phase; definite physical and mental 

changes which ends after 1 to 24 hours ,for example fatigue, 

desire of sweet foods, mood alter, sensation  of dehydrated 

and a rigid neck. Aura phase; changes include visual 

disorder (flashing lights) or sensory warning (pins and 

needles); it ends after 5 min to 1 hrs. Headache; it include 

head   pain   usually severe, pulsating, intolerable.  Some  

 

experiences pain over the forehead, some have unilateral 

pain, and some have bilateral pain.  Symptoms include 

nausea, vomiting, photophobia and phonophobia or both, 

which last for 4hours to 3 days. Resolution phase; In this 

phase, usually the sufferer pain goes away slowly but 

sometimes abruptly when sufferer weeps a lot or when he is 

unwell. 1 or 2 hours sleep or even few minutes sleep for 

some children is sufficient to cure the attack. Postdromal or 

recovery phase; the sufferer experiences similar or often 

paralleled symptoms as that of the first phase. The 

symptoms end up in hours or days [4-7]. Migraine can 

usually occur from environmental and genetic factors. Food 

is the most triggering factor other than fluctuation hormonal 

levels. It is most commonly occurs between the age of 20 to 

50 years. It affects more boys than girls before puberty but 

often 2 -3 times more in elderly women than men. After 

menopause, there is a considerable reduction in migraine [8-

13].
 
Approximately one in five women and one in 16 men 

experiences migraine. It has been observed that patients of 

migraine has increased, corresponding with the increase in 

population, from 23.6 million in 1989 to 27.9 million in
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ABSTRACT 

Migraine is a very common neurobiological headache disorder that is caused by increased excitability of the CNS. 

Diagnosis is based on the headache's characteristics and associated symptoms. It affects patients' quality of life and 

impairs work, social activities, and family life. According to WHO, migraine is ranked as 19 along with all the disabling 

diseases. We have conducted survey on awareness and prevalence of migraine having the sample size of 200. Women are 

more prone to migraine attacks than men. Sensitivity to light and sound is found to be most common symptoms along with 

triggering factor of stress and poor sleep. Migraine is chronic daily headache which is severe, common and major health 

problem .It is highly aggravating which merits increased attention. With the increase in development of effective 

medications for migraines it is essential for healthcare provider to perform differential diagnosis between migraine and 

other types of headache and prescribe proper medication for migraine and to encourage patients to inform about the type 

of headaches.  
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1999, which indicates high prevalence of migraine [14]. 

One of the study indicated that women are more prone to 

migraine attacks than men [15]. One of the study concluded 

that 88 % of sufferer with a history of "sinus" headache 

usually have migraine-type headache. In patients with 

periodic headaches without purulent discharge or fever, the 

occurrence of sinus-area symptoms may be element of the 

migraine attack. Sinus headache patient faces the symptoms 

for e.g. ocular symptoms, sinus pain, nasal symptoms and 

sinus pressure, similar migraine [16]. One of the researcher 

documented that according to HIS, tension-type headaches 

are frequently harmonize with migraine-like symptoms, 

such as sensitivity to sound or light and frustration by 

activity. On the contrary, numerous migraine attacks 

harmonize with tension headache-like symptoms like neck 

pain. For the management of headache patients, the health-

care provider should be careful and aware of these overlaps 

[17]. Smith TR concluded; when the clinicians diagnose the 

headache patients, he should be aware of the possible 

presence of chronic daily headache occurring from 

uncontrolled migraine or overuse of medication. Moreover, 

disability evaluation tools and patient diaries can help 

recognize a pattern of headache-related disability 

headache indicative of medication-overuse headache or 

migraine [18]. It has been reported that episodic migraine is 

more progressively giving rise to chronic migraine having a 

rate of 15 or more attacks a month. Migraine affects the 

individual’s quality of life (QOL); it also affects their 

workplace, and their families. In 2008, the prevalence of 

migraine is increasing in the population of United States 

about 28 million people with migraine and 12% in 

developed countries that are estimated as low. Disruptive 

migraine patients usually delay their visit to a physician or 

may habitually overuse self-prescribed medications which 

postpone their correct and appropriate diagnosis and 

treatment [19]. One of the studies reported that migraine 

with and without aura are link with both cardiovascular 

diseases and chances for cardiovascular diseases [20]. 

Researcher reviewed in Dutch population that the 

occurrence of migraine in menses causes the migraineurs to 

limit their routine activities. Oral contraceptives usage 

appeared to decrease the incidence of menstrual problems 

but not the incidence of migraine and headache [21]. 

According to Mueller LL, non pharmacological measures, 

prophylactic medications and abortive are considered as 

comprehensive treatment approach for migraine. For 

successful outcomes, inform the patients about practical 

treatment expectations, medications overuse, avoidance of 

caffeine and delayed effectiveness of medications is critical 

[22]. Researcher evaluated that adults with chronic migraine 

PREEMPT 2 demonstrate that onabotulinumtoxin A can be 

use prophylactically for headache. onabotulinumtoxinA 

treatments can be well tolerated and safe after repeated use 

[23]. Aim of our study is to analyse the prevalence of 

migraine in general public and to get the information that 

how much people know about it and how they respond to 

this bad headache 

 

METHODOLOGY 

Sample 

Responses to a feedback questionnaire were 

obtained from 200 individuals (100 male & 100 female) of 

Karachi city, the individuals were selected on random basis. 

 

Materials 
Questionnaire based on 15 closed ended questions 

were asked form the general public covering awareness & 

prevalence of migraine. Potential of migraine and its 

awareness and prevalence were graphically analyzed on MS 

excel by gender, age group, duration, occurrence, 

symptoms, emotional and physical factors, inheritance 

factor and treatment pattern. 

 

RESULT AND DISCUSSION 

Migraine is a common exhausting disorder with a 

complex and heterogeneous composition. It presents with 

perennial headache attacks, allied symptoms of vegetative 

disorders, and hypersensitivity of various functional systems 

of the CNS. The ICHD-II point out attack-related features 

including localization, pain intensity and features as well as 

nausea/vomiting and sensitivity to light and sound to 

diagnose migraine. However, in addition more general 

events are considered typical for migraine for instance 

severity of migraine such as presence of aura, attack 

frequency ,age at onset  and family history, and some 

triggering factors such as hormones, food and drugs.  

We have conducted survey on awareness and 

prevalence of migraine having the sample size of 200 (100 

females and 100 males). According to our study a total of 

46% patients reported migraine i.e. 21% of the males and 

25% of the females (fig 1) out of which 52.17% of the 

patient having migraine with inheritance and 47.82%of the 

patient having migraine without inheritance (fig 2). If we 

want to differentiate between age group our study shows 

that adults are more prone to migraine than teens and 

geriatrics (fig 3). Majority of patients experiences migraine 

once a week (43.5%) or once a month (32.6%) and rarely in 

3-6 months (13.04%) and once a year (10.9%) (Fig 5) 

Duration of migraine varies from person to person, (56.5%) 

of patients experienced migraine for 4 hours, (8.7%) for 8 

hours, (4.3%) for 8-16 hrs, (4.3%) for 17-24 hours (Fig 4). 

Most common symptoms experience by migraineurs are 

sensitivity to light (32.6%) and sensitivity to sound (43.7%), 

and some of the patients also experiences nausea (17.3%) 

and sensitivity to smell (15.2%) (fig 6). According to our 

survey most frequent triggering factor observed in 

migraineurs are stress (52.1%), poor quality of sleep (50%), 

tiredness (28.2) and depression(23.9%), and the rare factors 

are anxiety(6.5%), tension (6.5%), poor posture (6.5%), 

excitement (2.1%), shock (2.1%), low blood sugar (2.1%)
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(Figure 7,8). most of migraineurs use only prescribed 

medication such as paracetamol(11%), disprin (11%) , 

nuberol (44%), lexotanil (22%), valrawine (11%) or only 

self medication such as panadol (63%), ponstan forte (19%), 

disprin (6%), excerdin (6%) and advil (6%) but some of the 

migraineurs use both prescribed and self medication(fig 

9,10).  

 

Figure 1. Frequency of migraine in males and females 

 

Figure 2. Inheritance factor involved in migraine 

 
Figure 3. Migraine in different age groups 

 

Figure 4. Occurrence of migraine in individuals 

 
Figure 5. Duration of migraine in different time intervals 

 

Figure 6. Frequency of associated symptoms of migraine 

 
Figure 7. Frequency of factors causing migraine 

 

Figure 8. Frequency of other factors causing migraine 
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Figure 9. Prescribed medications used by migraineurs 

 

Figure 10. Self medications used by migranieurs 

 
 

CONCLUSION 

Through our study we conclude that the migraine 

prevalence is greater among women than men. Inheritance 

plays an important role in causing migraine. Mostly adults 

suffer from migraine, with the most common symptoms of 

sensitivity to light and sound. Stress and poor sleep are 

found to be most triggering factor. Patients use both self and 

prescribed medication for the treatment of migraine. Patient 

should consult doctors for diagnosis of migraine so that they  

 

can differentiate whether they have severe headache or 

migraine and they should take proper prescribed medication 

for migraine. We also conclude that there is need to educate 

the people, counseling them, promoting awareness and 

perform activities to get further knowledge. Because the 

research base studies are fruitful, strengthen the hope and 

banish the feelings of hopelessness in those who often 

accompany these types of disorders. 
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