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INTRODUCTION

Headache is a neurological condition experienced by 
almost all persons during their lifetime. Most of  the 
time it is ignored as a benign condition not having any 
serious consequences; however, it may sometimes be 
associated with a life-threatening condition.1 The most 

commonly occurring and benign types of  headaches 
are primary headaches. The term tension-type headache 
(TTH) describes the cluster of  conditions earlier known 
as “tension headache, muscle contraction headache, stress 
headache, and psychomyogenic headache, respectively.” 
However, in the year 1988, International Headache 
Classification designated all these entities into a single entity 
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that is now known as TTH.2 TTH is the 3rd most common 
type of  disorder in the world and the most common type 
of  headache among all the headaches.3 There is a high 
prevalence of  psychiatric morbidities such as depression, 
post-traumatic stress disorder, generalized anxiety disorder 
(GAD), and suicidal ideation among migraine and TTH 
patients.4 TTH has also been known to affect the sleep 
pattern and cause insomnia.5 Although there are a number 
of  studies addressing this issue, most of  them are from 
abroad and there is a lack of  studies from India exploring 
the inter-relationship between TTH, quality of  life, and 
psychiatric comorbidity. Hence, the present study was 
planned to find out the prevalence and clinical impact of  
psychiatric comorbidity and quality of  life among patients 
with TTH in a North Indian population.

Aims and objectives
To assess the psychiatric comorbidity and quality of  life 
among the patients of  Tension type Headache and compare 
them with healthy controls.

MATERIALS AND METHODS

This was a hospital-based analytical cross-sectional study. 
This study was approved by the Ethical Committee of  the 
institute before the commencement of  the study and carried 
out in the outpatient department of  psychiatry in a tertiary 
care hospital. Written and informed consents from the patient 
or caregiver, as appropriate were taken. The duration of  the 
study was 1 year. The total sample size was 100 patients each 
of  headache patients and control group. Patients presenting 
with complaints of  headache were taken as cases and healthy 
individuals accompanying the patients without complaints 
of  headache and any known psychiatric illness were taken as 
controls. Diagnosis of  any major physical illness (diabetes, 
hypertension, asthma, or any other chronic illness) in the 
patient expected to influence the outcome of  the study and 
subject with the already existing psychiatric disorder before 
the onset of  TTH in the patient were excluded from the 
study. Whereas either the healthy relatives accompanying the 
patients with TTH or the staff  members of  the hospital who 
are willing to give written and informed consent to participate 
in the study with the age range of  18–65 years of  either sex 
were included as healthy controls.

Diagnoses according to ICHD-3 guidelines were made 
which include:

At least 10 episodes of  headache occurring on more than 
1 day/month on average (>12 days/year) and fulfilling criteria 
b-d. Lasting from 30 minutes to 7 days. At least two of  the 
following four characteristics should be present: (a) bilateral 
location, (b) pressing or tightening (non-pulsating) quality, 

(c) mild or moderate intensity, (d) not aggravated by routine 
physical activity such as walking or climbing stairs. Both of  
the following criteria should also be present (a) no nausea 
or vomiting, (b) no more than one of  photophobia or 
phonophobia.6

For psychiatric comorbidity, the Mini-International 
Neuropsychiatric Interview is used, which is a short 
structured diagnostic interview, developed jointly by 
psychiatrists and clinicians in the United States and Europe, 
for DSM-IV and ICD-10 psychiatric disorders.7

For quality of  life, “The World Health Organization Quality 
of  Life (WHOQOL) is applied which is a quality of  life 
assessment developed by the WHOQOL group in an 
attempt to develop a quality of  life assessment that would 
be applicable cross-culturally.” This scale contains certain 
domains which measures quality of  life in different aspects 
of  dimension of  health which are as follows:
Domain 1 – Physical health
Domain 2 – Psychological health
Domain 3 – Social relationships
Domain 4 – Environmental health

G1 and G2 are the general questions about quality of  life 
and health.8

The patient’s sociodemographic details and clinical profile 
were recorded in a semi-structured pro forma designed, 
especially for the study.

For statistical analysis, the data were collected and 
analyzed using Statistical Package for the Social Sciences 
version 21.0. Chi-square test and independent samples “t”-
test were used to compare the data. P < 0.05 was considered 
to be statistically significant.

RESULTS

Out of  100 patients with TTH, 90 had some psychiatric 
comorbidity, on the other hand, out of  100 controls, only 
nine had psychiatric comorbidity.

Sociodemographic data, as depicted in Table 1, show 
the mean age of  cases and controls as 36.66±12.88 and 
39.72±12.97, respectively. The majority of  cases (73%), 
as well as controls (65%), were male. Mean years of  
education were 7.94±6.08 in the case group and 6.57±5.74 
in the control group. The duration of  illness in cases 
ranged from 6 to 36 months with a mean duration of  
13.91±5.87 months.

The prevalence of  psychiatric comorbidity among the 
cases and controls is shown in Table 2. Among cases with 



Jaiswal, et al.: Psychiatric comorbidity and Quality of Life among tension type headache patients

Asian Journal of Medical Sciences | Feb 2022 | Vol 13 | Issue 2 133

Table 1: Distribution of the study population 
according to sociodemographic data
Sociodemographic 
data

Case 
(n=100)

Control 
(n=100)

χ2 
value

“P” 
value

n (%) n (%)
Age group

20–29 years 30 (30%) 28 (28%) 1.654 0.096
30–39 years 38 (38%) 25 (25%)
40–49 years 9 (9%) 17 (17%)
50–59 years 16 (16%) 24 (24%)
≥60 years 7 (7%) 6 (6%)

Sex
Male 73 (73%) 65 (65%) 1.396 0.221
Female 27 (27%) 35 (35%)

Educational status
Illiterate 35 (35%) 41 (41%) 1.638 0.103
Primary 0 0
Middle 0 0
High School 22 (22%) 30 (30%)
Intermediate 22 (22%) 19 (19%)
Graduate 21 (21%) 10 (10%)

Occupation
Unemployed 36 (36%) 46 (46%) 2.740 0.254
Unskilled 
employment

46 (46%) 35 (35%)

Skilled employment 18 (18%) 19 (19%)
SES

Upper class 2 (2%) 2 (2%) 0.218 0.994
Upper middle class 26 (26%) 24 (24%)
Lower middle class 35 (35%) 34 (34%)
Upper lower class 35 (35%) 38 (38%)
Lower class 2 (2%) 2 (2%)

Table 2: Distribution of the study population 
according to psychiatric morbidity (MINI)
Psychiatric morbidity Case 

(n=100)
Control 

(n=100) GAD
n (%) n (%)

Major depressive disorder 27 (27%) 7 (7%)
Panic disorder 12 (12%) 0
Agoraphobia 6 (6%) 0
Social phobia 11 (11%) 0
Alcohol dependence 4 (4%) 2 (2%)
Substance dependence 2 (2%) 0
Generalized anxiety 
disorder

28 (28%) 0

No 10 (10%) 91 (91%)
χ2=136.39; P<0.001. MINI: Mini‑International Neuropsychiatric Interview, 
GAD: Generalized anxiety disorder

psychiatric morbidity, GAD (28%) was the most common, 
followed by major depressive disorder (MDD) (27%), 
panic disorder (12%), social phobia (11%), agoraphobia 
(6%), alcohol dependence (4%), and substance dependence 
(2%), respectively. On the other hand, controls comprise 
MDD (7%) and alcohol dependence (2%). Statistically, 
significant differences have been found between the two 
groups (P<0.001) as seen in Fig 1.

Qualities of  life among cases with and without psychiatric 
morbidity (Table 3) show that mean scores for G1, G2, 

Table 3: Quality of life assessment between 
cases with and without psychiatric morbidity
Domain With 

psychiatric 
morbidity 

(n=90)

Without 
psychiatric 
morbidity 

(n=10)

Statistical 
significance 

 

Mean SD Mean SD “t” “P”
G1 3.01 0.81 4.00 0.00 3.824 <0.001
G2 2.47 0.50 3.20 0.42 4.446 <0.001
Domain 1 38.42 9.42 54.80 2.53 5.452 <0.001
Domain 2 40.10 11.79 50.00 16.59 2.413 0.018
Domain 3 34.42 14.65 75.00 0.00 8.722 <0.001
Domain 4 43.40 6.93 59.00 5.54 6.872 <0.001

Domain 1 (physical), Domain 2 (psychological), Domain 
3 (social), and Domain 4 (environmental) were 3.01±0.81, 
2.47±0.50, 38.42±9.42, 40.10±11.79, 34.42±14.65, and 
43.40±6.93, respectively, as compared to another group 4.00±0, 
3.20±0.42, 54.80±2.53, 50.00±16.59, 75.00±0.00, and 
59.00±5.54,  respectively, thus showing a significant difference 
between the two groups (P<0.05) for both G1 and G2 sections 
as well as all the four domains which is represented in Fig 2.

DISCUSSION

Headache is a condition that not only affects the ability of  
an individual to work but also affects the family life and 
leisure time of  an individual.9 Headache is also related to 
sleep disturbances which affect the normal routine and 
sleep pattern has a detrimental effect on the psychosocial 
well-being of  an individual resulting in decay in quality of  
life. The relationship between headache and psychiatric 
morbidity is bidirectional at the one end of  which is 
headache that results in psychiatric morbidity10 on the 
other end of  it is a psychiatric illness as the primary illness 
resulting into headache as the secondary illness.11,12

In the present study, psychiatric comorbidity was found 
to be statistically significant in TTH patients. GAD was 

Figure 1: Distribution of the study population according to psychiatric 
morbidity (MINI). MINI: Mini-International Neuropsychiatric Interview
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found to be most prevalent among the psychiatric disorders 
followed by depressive disorders. This finding correlates 
with the study conducted by Shoib et al.,13 and Martins 
et al.,14 which found the prevalence of  psychiatric morbidity 
in TTH patients as 48.9% and 60.8%, respectively, among 
which GAD was the most common followed by depression.

In concordance with the study conducted by Beghi et al.,15 
in which they included migraine and TTH patients and 
found that the prevalence of  psychiatric morbidity, that 
is, depressive symptoms, anxiety, panic disorder, and 
obsessive-compulsive disorder is 12.8%, 67%, 19.3%, 5.5%, 
and 1.1% among TTH patients. In another study, Bera 
et al.,16 reported the prevalence of  psychiatric morbidity 
to be 60% in TTH patients as compared to 22.5% in 
controls, thus showing a significantly higher prevalence 
of  psychiatric morbidity in TTH patients as compared to 
controls.

This finding in our study can be explained by the chronic 
nature of  the headache and also because in our culture, 
psychiatric symptoms are neglected and not considered 
to be a part of  an illness and add up to the severity of  
the disorder. The presence of  anxiety among the cases of  
headache may be due to the apprehensions related to TTH 
and the severity of  symptoms in early cases.

The findings of  our study show that TTH is associated with 
a decay in quality of  life which further deteriorates with the 
presence of  psychiatric morbidity. The quality of  life of  
patients of  TTH has been reported to be affected adversely 
in cases compared with controls by Bera et al.,16 in which 
quality of  life was affected in all the four domains which are 
in concordance with our study. Martins et al.,14 concluded 
that the presence of  psychiatric comorbidity in headache 
patients significantly lowers quality of  life which is also 
observed in our study. Van Suijlekom et al.,17 reported Mean 
QoL scores for “physical functioning, social functioning, 

role limitations – physical, role limitations – emotional, 
mental health, vitality, bodily pain and general,” respectively, 
in TTH patients and found them to be significantly lower 
as compared to that in controls.

Limitations of the study
There was no information regarding medication history 
and burden of  loss of  occupational opportunities which 
could have helped to explain the greater burden of  
psychiatric morbidity and quality of  life decline in TTH 
patients. Moreover, information related to the level of  
family support could also have helped to understand 
the protective effect of  same to cope with psychological 
burden of  disease. Further studies with inclusion of  
more dimensions to the problem and a comparative 
assessment concerning different types of  headache are 
recommended.

CONCLUSION

TTH is clinically and pathophysiologically heterogeneous. 
There have been many studies conducted for TTH in 
regard to involvement with psychological distress and poor 
quality of  life. Increased frequency of  TTH is associated 
with higher rates of  psychiatric disorders, with anxiety 
disorders appearing to be more prevalent than depression. 
The presence of  psychiatric comorbidity in TTH patients 
negatively impacts the quality of  life. The prevalence of  
TTH and the psychological functioning assessment is 
understudied till date. Therefore, a detailed mental status 
examination and careful clinical evaluation are required in 
patients with TTH for a better treatment outcome which 
will, in turn, improve their quality of  life.
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