
Introduction

Migraine is a typically episodic disorder, in that days with
attacks are broken by periods without headache. However
the attacks recur, and may be present throughout life; fur-
thermore migraine is heterogeneous [1], and the intensity of
the pain and associated manifestations vary in a given
patient and between individuals [1–3]. In at least 70% of
patients, the pain limits or impedes normal activities, conso-
nant with “severe or moderate pain” being one of the diag-
nostic criteria for migraine [4]. Head movements and phys-
ical activity usually worsen the pain, so that patients tend to
avoid brusque movements and, if they can, repair to bed.
The phenomena associated with the pain also affect perfor-
mance. The presence of  nausea, photophobia, phonophobia

- in some cases, vomiting or diarrhoea, asthenia, shivering,
blurred vision, absolute intolerance to sensory stimuli -
and the transitory neurologic phenomena of aura all con-
tribute to adversely affect the physical and intellectual per-
formance of patients.

Disability and migraine

Some patients have to stop work and go home if a migraine
attack occurs; most who remain at work report reduced per-
formance and efficiency. This results in increased work-
related insecurity and may have a negative influence on
career [5, 6]. Activities outside work are also impaired [7].
Thirty percent of patients renounce family or social engage-
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ments because of their headache [8]. A patient’s reduced
receptiveness as a result of the headache may also have a
negative effect on the relationship with the spouse, and may
curtail sexual activity [9].

In view of these widespread but variable consequences
of migraine, it is important to have instruments that can
accurately assess migraine-related disability, i.e. the impact
of migraine on patients’ lives and activities [10].

Instruments for assessing disability in migraine

In 1994, Jacobson et al. [10] published their Henry Ford
Hospital headache disability inventory (HDI) for assessing
the self-perceived effects of headache. The HDI contains 25
questions grouped into emotional and functional domains.
More recently, two additional headache questionnaires have
been developed: the HIT-6, a questionnaire derived from the
headache impact test (HIT-DynHA) available on the Internet
[11], and the 24-hour headache disability questionnaire
(Disq 24) [12], designed to quantify disability in three
domains (family-social activities, work activities, and emo-
tions-feelings) on a daily basis.

A series of disability instruments has been developed by
the group of Lipton, Stewart, and Von Korff. These are the
chronic pain index (CPI) [13], headache impact question-
naire (HIQ) [14], and migraine disability assessment
(MIDAS) questionnaire [15]. The CPI classifies the pain of
chronic pain syndromes (such as low back pain, facial pain,
and headache) using a six-point scale: the score expresses
both pain severity and functional limitations related to the
pain. The principal advantage of this questionnaire is that
scores predict unemployment and the need for medical
assistance. The HIQ is a headache-specific instrument con-
sisting of 16 questions about headache characteristics
(intensity and frequency) and limitation of daily activities.
Neither CPI nor HIQ are convenient to use in that the score
represents an aggregate of measures and the system used to
calculate it is relatively complex.

The MIDAS questionnaire is the most extensively stud-
ied instrument for assessing headache-related disability. It is
particularly simple to use and it has been scientifically vali-
dated [15, 16].

The MIDAS questionnaire

The MIDAS questionnaire captures headache-related dis-
ability in all life domains over a 3-month period. This time
interval was chosen by the authors to balance the accuracy
of self-reported information with the clinical relevance of

headache experience over time. It contains only seven ques-
tions and has simple and intuitive scoring rules. The first
five questions investigate the influence of headache on three
domains: questions 1 and 2 investigate paid work, enquiring
as to the number of days off work due to headache and the
number of days in which productivity was reduced by 50%
or more; questions 3 and 4 ask the same questions about
household work; question 5 enquires about missed days of
recreational, social and family activities. Two additional
questions (A and B) concern headache frequency (number
of days with headache in the previous three months) and
headache intensity (average pain intensity of headache
attacks); they are not scored to calculate disability, but were
included to provide the physician with clinical information.
The total score is obtained by summing the scores (number
of days affected) of the first five questions.

Population-based studies conducted in the USA and UK
[15, 16] showed that MIDAS is a sound instrument with
good test-retest reliability (Spearman’s correlation coeffi-
cients, 0.78 and 0.77, respectively). Internal consistency was
also good (Cronbach’s alpha greater than 0.7). The validity
of MIDAS was evaluated by comparison with diary-based
measures [17] in which patients complete a daily card,
recording and scoring all activities and headache character-
istics. The results indicate that the questionnaire provides a
reasonably accurate measure of headache-related disability.

Potential applications of the MIDAS questionnaire

The simplicity of use and scientific validity of MIDAS sug-
gest it is a useful tool for improving patient-physician com-
munication, for patient screening and informing, and for
evaluating treatment decisions. In fact, only a minority of
migraine patients spontaneously report their headache-relat-
ed functional impairment [18]. Similarly, most doctors are
not aware of the real impact migraine has on their patients’
lives and do not usually ask directly about the overall sever-
ity of the headache. The MIDAS questionnaire provides an
opportunity for patients to indicate illness severity that is
useful to the physician. MIDAS can therefore help health-
care professionals and primary care physicians to under-
stand migraine severity in individual patients, to rapidly
assess treatment needs and, in particular, to determine
whether referral to a tertiary care structure is advisable.
Reduction in headache-related disability is now considered
a major goal of migraine treatment, as described in the
recently published guidelines for the management of
headaches developed by the US Headache Consortium [19].

Reduction in functional disability is also an important
issue in clinical research. At present, the most important
endpoint in clinical trials designed to assess the efficacy of
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acute medications for migraine is the headache response
(relief of pain), usually after two hours [20]. It is becoming
recognised that outcome measures expressing the patient’s
perspective are required: change in MIDAS score after treat-
ment may be a useful endpoint in this respect. The Headache
Centre of the C. Besta National Neurological Istitute is cur-
rently involved, as scientific coordinators, in a multicentric
Italian study to assess these aspects. The study, called SIZE-
M, is sponsored by Astra-Zeneca. The study recruited 327
patients from 35 centres and was designed to assess
migraine disability using MIDAS at the moment of recruit-
ment and again after six months of treatment with zolmitrip-
tan (Zomig Rapimelt). Data analysis, still ongoing, will indi-

cate whether MIDAS is a valid and useful migraine outcome
measure, i.e. whether it reflects the measured clinical
improvement due to triptan administration.

In view of its utility in migraine screening, migraine out-
come evaluation and patient-physician communication,
MIDAS may have an important role in the co-ordination and
assessment of healthcare initiatives for migraine management.
Although migraine is a common condition and is increasingly
recognised to adversely affect the personal, social and work-
ing lives of those who suffer from it, it is still underestimated
by health policy-makers and physicians. Under-consultation,
under-diagnosis and under-treatment mean that migraine is
still, to a large extent, a hidden illness [18, 21].
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