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Research

Abstract
 Introduction

 Headache and migraine are among the top five con ditions treated 
with complementary/alternative medicine (CAM) therapies, 
despite the scarcity of relevant scientific studies. As CAM use is 
initiated mostly by the patients, insight into patients’ opin ions 
about these methods may improve patient-doctor communi cation. 
We studied migraineurs’ attitudes concerning CAM use.

Methods

Questionnaire survey of migraineurs, conducted at five Hungarian 
headache centers. Beside questions about willingness to use CAM 
in the setting of different CAM-related information, a willingness to 
pay approach was also used to estimate the importance of CAM for 
the patients. The questionnaire also included two scenarios where 
patients were asked to choose between conventional treatment and 
CAM for their migraines.  

Results

 112 migraineurs (mean age: 35.6±12.0 years; 103 women) were 
enrolled. Forty-nine (44%) had already tried at least one CAM. 
Ninety-four percent of the patients were willing to try CAM 
recommended for their migraines; 48% were also willing to try 
CAM if scientific proof of efficacy was lacking, and 31% of patients 
considered using CAM if they were associated with side effects. 
This difference was highly significant at p<0.0001. In an imaginary 
scenario of two treatments being equally effective, 62% preferred 
CAM and 13% preferred the conventional therapy (25% having no 
preference). In a scenario of two treatments having the same side 
effects, 42% preferred CAM and 19% the conventional treatment 
(39% had no preference). The difference between the two scenarios 
was significant (p=0.0153, Chi-square test). Previous CAM 
use was higher among patients with higher levels of education 
(p=0.0028), however willingness to use was similar among patients 
independently of the level of education.

Discussion

The majority of migraineurs had positive attitudes towards 
CAM. This is probably due to CAM being considered safer than 
conventional therapies. Patients with higher levels of education 
have a higher preference for CAM.

Keywords: Complementary/Alternative Medicine; Migraine; Pa-
tient Preference; Safety 

Introduction
Migraine is the second most prevalent form of headache all over the 
world, and is a prominent cause of disability. In the latest edition 
of the Global Burden of Disease Study, migraine alone was the 6th 
highest cause of disability worldwide [1]. Migraine also heavily 
influences the sufferers’ quality of life [2], and its negative effect 
on quality of life is significantly bigger than that of tension type 
headache [3]. 

Complementary and alternative medicine (CAM) is the umbrella 
term for therapies that have not been part of conventional Western 
medicine, but are used to restore or maintain health and/or treat or 
prevent diseases. In general, ‘complementary’ refers to treatments 
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that are used along with conventional medicine, whereas ‘alternative’ 
treatments are used in place of conventional medicine [4]. 

The growing interest in CAM is a worldwide phenomenon. The 
2002 and 2007 National Health Interview Survey found that 
CAM use, in particular the use of provider-based CAM therapies 
such as chiropractic care, massage, and acupuncture, have grown 
significantly in the United States [5]. Similar increases in CAM use 
and CAM-related expenditure were reported from Canada, several 
European countries, and Australia as well [6, 7]. Interestingly, a 
systematic review of the literature found that CAM use was higher 
among people with higher levels of education and higher income 
[8]. The same study found that headache and migraine were among 
the top five conditions treated with such therapies, despite the 
scarcity of scientific proof of efficacy. 

A significant proportion of headache patients use CAM because 
of their condition. A German study found that as much as 82% 
of primary headache patients visiting specialized tertiary headache 
services used CAM [9]. In this survey education, income, and 
headache diagnosis were not correlated with CAM use; on the other 
hand, older age, longer disease duration, milder intensity of the 
pain and chronification were predictors of CAM use. CAM users 
were found to show greater willingness to gather information about 
headaches than non-users; somewhat unexpectedly more than 50% 
of the very same patients did not discuss their CAM activities with 
their treating physicians. An Italian study of migraineurs attending 
a tertiary headache center found a much lower prevalence of CAM 
use (31%), with a higher disease burden, higher number of specialist 
consultations and higher number of conventional medical visits 
being correlated with CAM use [10]. In the United States, 49.5% 
of U.S. adults with migraines/severe headaches reported using at 
least one CAM therapy within the prior 12 months [11]. Correlates 
of CAM use among migraineurs included anxiety, joint or low 
back pain, alcohol use, higher education, and living in the western 
United States. Also in the U.S. a study about patients with chronic 
migraine (a subtype of migraine, where patients have a minimum 
of 15 headache days per month with a minimum of 8 migraine days 
per month, for a period of at least 3 months) recruited from a well-
known online migraine resource found that 87% were using at least 
one CAM method, with 48% using 3 methods or more, despite the 
fact that only 23% were satisfied with these methods [12]. 

The literature about headache patients’ motivations for using 
CAM therapies is scarce. Therefore we set out to study Hungarian 
migraineurs’ experience, motivations, and opinions concerning 
CAM. 

Patients and Methods
Patients

Consecutive migraineurs visiting five headache outpatient services 
and willing to participate were involved. We used the ICHD-3 
beta criteria [13] to establish the diagnosis of migraine and other 
headaches that some of the patients also had. All participants had 
migraine as their main complaint during the study. 

A total of 112 migraineurs (mean age: 35.6 years, SD 12.0) were en-
rolled. The majority of them were female (103 women vs. 9 men). 
Ninety-seven patients had episodic migraine (EM) and 15 had 
chronic migraine (CM). In the majority of the episodic patients 
(51/97) migraine was the only headache problem, whereas 31 also 
had episodic tension type headache (TTH) and 11 had chronic TTH. 

Methods

Clinical and demographic data were collected during outpatient 
visits by the neurologists who examined the patients. During the 
same visits patients were asked to complete a questionnaire about 
their previous experience with CAM and their opinion about 
CAM therapies. In the questionnaire CAM were defined as any 
of the methods for treating headaches (including both acute and 
preventative treatments) that were outside of the scope of medical 
therapies; we did not make a detailed list of all CAM options, but 
we presented some examples of CAM ‘such as, but not limited 
to, homeopathy, herbal medicines, yoga, reiki, energy medicine, 
massage, etc. ‘Some items of questionnaire probed the willingness 
of using CAM in conjunction with different amounts of information 
about them. In order to better understand the importance of 
CAM for migraineurs, a willingness to pay approach was also 
used: patients were asked how much they thought they would 
pay monthly for a 3-month CAM treatment in different settings. 
The amount of payment was compared to the Hungarian monthly 
net minimum wage (65.000 HUF at the time of the study). The 
questionnaire also contained two imaginary scenarios in which the 
migraineurs’ preferences for CAM versus medicines were tested. 
In the first scenario the participants had to choose between a CAM 
and a medicine that were equally efficient against their migraines. 
In the second scenario they had to choose between a CAM and a 
medicine that had the same side effects. In these scenarios we did 
not specify the type of medicine or that of CAM, nor did we specify 
the possible side effect, as these could have changed the responses 
of the patients (eg. gastritis as a suggested side effect may have 
been important for patients who had used NSAIDs or who had 
had such a problem before, so they may have reacted differently 
from patients who had not had a similar experience).

As our patients were recruited from five different headache centers 
with different systems of archiving clinical data (and also somewhat 
different treatment strategies), we did not collect any data about 
the patients’ previous medical treatments (acute or prophylactic) 
or about their previous experience with CAM.

The patients’ answers were entered in an Excel table for analysis 
after the visits. Missing data were not supplemented. Based on their 
original answers, the patients’ educational levels were classified 
according to the International Standard Classification of Education 
1997 Edition (ISCED] criteria [14]. The patients’ education 
levels according to the ISCED were then stratified into 3 major 
educational levels (low, medium, high); the respective ISCED 
levels for these were ISCED 0-2 (low), ISCED 3-4 (medium), and 
ISCED 5-6 (high). 
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Statistics

We used Fischer’s exact tests and Chi-square tests for testing the 
differences between the categorical variables in the case of two or 
more groups, respectively. We used Chi-square tests for testing the 
differences between treatment scenarios. Non-parametric tests 
(Mann-Whitney tests and Kruskal-Wallis ANOVA) were used to 
test for differences between continuous variables in two or more 
groups, and Spearman tests for correlations between continuous 
variables. 

The study was approved by the Regional and Institutional Com-
mittee of Science and Research Ethics of Semmelweis University, 
Budapest, Hungary.

Results
Previous CAM use

Forty-nine patients (44%) had already tried at least one CAM, but 
only 37 specified the CAM they had used. Most (24) of these 37 
patients had tried just one CAM; 10 patients had used two, and 
3 patients had used three different CAM. The most commonly 
used CAM were acupuncture (10/37), herbal medicines (8/37), 
massaging (7/37), and homeopathy (5/37); Table 1 lists all CAM 
that were used by the patients. Interestingly, the majority of 
previous CAM users were female: only one male patient reported 
CAM use. 

Importance of Trying CAM

One hundred patients (89%) thought that trying CAM was impor-

tant for them. Patients having episodic migraine more frequently 
considered CAM important than patients having chronic migraine 
(90/97 vs. 10/15, p=0.0041). 

Willingness to Use CAM in Different Settings

The overwhelming majority (94%) of patients were willing to use 
CAM if these were recommended by somebody (not necessarily 
by a medical professional). In a different setting, ie.If scientific 
evidence of the CAM’s efficacy was lacking, 48% of the patients 
were willing to try it. In a third setting, ie.If CAM were associated 
with side effects, only 31% of patients were willing to try them. 
The difference between these settings was highly significant 
(p<0.0001). 

Willingness to Pay for CAM in Different Settings

Eighty percent of the patients were willing to pay for CAM 
recommended for their migraines; the monthly average projected 
payment was 11142 HUF (SD 10359, median 10000), which is 16% 
of the Hungarian monthly net minimum wage. Fifty-one percent 
of patients were also willing to pay for CAM if scientific proof of 
efficacy was lacking. In this setting monthly average projected 
payment was 8307 HUF (SD 8254, median 5000), which is 13% 
of the net minimum wage. This difference was highly significant 
at p<0.0001. Willingness to pay data for CAM associated with side 
effects was not available. 

Treatment Preferences in Different Scenarios

Patients were presented with two imaginary scenarios where they 
could choose between a CAM and a conventional therapy. In the 

Table 1: Complementary / alternative medicine (CAM) therapies used by our patients. The most commonly used CAM were acupuncture, herbal 
products, massaging and homeopathy.

CAM name Number and percentage of all CAM users

acupuncture 10 (27%)

herbal products 8 (21.6%)

massaging 7 (18.9%)

homeopathy 5 (13.5%)

diets 2 (5.4%)

kinesiology 2 (5.4%)

Silva method (‘mind control’) 2 (5.4%)

yoga 2 (5.4%)

herbal products, massaging, capsaicin-containing natural product 1 (2.7%)

chiropractor 1 (2.7%)

cupping therapy 1 (2.7%)

energy medicine 1 (2.7%)

meditation 1 (2.7%)

natural healer 1 (2.7%)

relaxation 1 (2.7%)

vitamins 1 (2.7%)

other (not specified by patients) 6 (16.2%)
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case of the two therapies being equally effective, 62% preferred 
CAM and 13% preferred the conventional therapy (25% having 
no preference). In the case of the two therapies’ side effects being 
equal, 42% preferred CAM and 19% the conventional therapy (with 
39% having no preference). The difference of CAM preference was 
significant between the two scenarios (p=0.0153, Chi-square test).

The Relation between Educational Levels and Opinions about 
CAM

There was no difference in the perceived importance of CAM 
between the different educational levels. A significantly higher 
proportion of patients with higher education levels reported 
previous CAM use (14% of low, 43% of middle and 60% of high 
education level patients reported previous CAM use, p=0.0028). 
There was no difference in the percentage of patients willing to 
try CAM if recommended by somebody between the different 
education levels. Interestingly, there was a significant (p=0.0038) 
difference between willingness to pay for CAM recommended 
by somebody: patients with higher education levels were more 
likely to pay for CAM than patients with lower levels of education. 
Patients with higher levels of education were disposed to pay 
more for a CAM if recommended by somebody than patients 
with lower levels of education (15329 HUF /SD: 13458, median: 
10000/ vs. 7646 HUF /SD: 5331, median: 8750/; p=0.0069). There 
was no significant difference between the education levels in the 
percentage of patients willing to try CAM if its efficacy had not 
been proven. Interestingly, the difference between willingness to 
pay for CAM if its efficacy had not been proven was significant 
at p=0.0078 between the different educational levels: patients with 
higher education levels were willing to pay more than patients with 
lower education levels (11111 HUF /SD: 10848, median: 7500/ 
vs. 8000 HUF /SD: 2739, median: 10000/). The difference in the 
percentage of patients willing to use CAM if it had side effects was 
not significant between the education levels, with 32% to 33% of 
patients giving a positive answer. 

The Relation between Migraine Diagnoses and Opinions about 
CAM

The perceived importance of CAM was higher in patients with 
episodic migraine than in patients with chronic migraine (EM 93% 
vs. CM 67%, p=0.0041). A significantly bigger proportion of EM 
patients was willing to pay for a CAM recommended by somebody 
than the proportion of CM patients willing to pay (EM 85% vs CM 
53%, p=0.0135). Interestingly, those chronic migraine patients who 
gave a positive answer seemed to be disposed to pay more than 
those with episodic migraine (EM 10781 HUF /SD: 9804, median: 
10000/ vs. CM 14938 HUF /SD: 15736, median 10000/), but the 
difference was not statistically significant. There were no other 
significant differences between the EM and CM patients’ answers. 

Female Migraneurs’ Opinions about CAM

We compared the answers of female migraineurs to those of the 
whole sample (Table 2). There were no statistically significant 
differences. 

Differences between the Opinions of Previous CAM Users and 
Non-Users

There were no differences between previous CAM users and 
non-users in the perceived importance of CAM, the willingness 
to try CAM in different settings (ie. willingness to use CAM if 
recommended, if CAM efficacy was not proven, and if CAM were 
associated with side effects), and also no difference between CAM 
users’ and non-users’ preferences in the two treatment scenarios. 
Previous CAM users were significantly more willing to pay for 
CAM if recommended by somebody than non-users (p=0.0318); 
willingness to pay for CAM with no proven efficacy was not 
statistically different between the two groups. In previous non-
users the difference of CAM preference was significant between the 
two treatment scenarios (p=0.05), because in case of a CAM and a 
medical therapy having the same side effect profile they would be 
more likely to choose a medical therapy and less likely to choose 
CAM; in patients who had tried CAM before there was no statistical 
difference between CAM preference in the two scenarios.

Discussion
The present study found that migraineurs generally have a very 
positive attitude toward CAM; the majority of them would consider 
using CAM if recommended to do so, and would pay a significant 
amount (up to 16% of the monthly minimum wage) for such 
therapies. Migraineurs’ attitude is less positive towards CAM with 
no scientific proof of efficacy, and is markedly less positive towards 
CAM having side effects. The choice of CAM versus conventional 
therapies seems to be driven by considerations of safety rather than 
considerations of efficacy. Patients with higher education levels 
have a higher preference for CAM and would pay more for these 
therapies. Patients with previous experience with CAM are more 
likely to choose CAM in certain circumstances.

Although, as outlined in the Introduction, CAM use is widespread 
among migraineurs, data about the attitudes of migraineurs 
towards CAM are scarce. Our findings about migraineurs’ 
favorable attitude are in line with the findings of an Italian survey, 
where 80% of migraine patients were interested in trying CAM, 
with no significant difference emerging between previous CAM 
users and non-users [10]. Our findings about previous CAM use 
and the CAM types that patients chose are also similar to previous 
international data as recently reviewed by Adams et al [15]. The 
finding that patients with higher levels of education have a higher 
preference for CAM is in line with the observations in the U.S [11], 
although this may not be universal, as in a German and an Italian 
survey a similar association was not found [9, 10]. 

In the present sample, 94% of patients were willing to use CAM, 
but only 48% were willing if they were told that scientific proof of 
efficacy was lacking. Patients may not be aware that currently most 
CAM therapies still need to be studied scientifically, and data about 
efficacy and safety are available only for a handful of them. There 
is evidence that acupuncture [16], relaxation and biofeedback 
techniques [17], certain herbals and nutraceuticals, such as 
feverfew, butterbur, riboflavin, coenzyme Q, magnesium [18], as 
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Table 2:  Results in the whole sample and in female migraineurs. Data are presented as percentage of the respective patient sample if not otherwise 
indicated. There were no significant differences between the whole sample’s and the female migraineirs’ results. n.a. not available

Whole sample Female migraineurs

Previous CAM use 44% 45%

Previous CAM use specified 37 patients 36 patients

Most commonly used CAM acupuncture (10/37), herbal medicines (8/37), mas-
saging (7/37, and homeopathy (5/37)

acupuncture (10/36), herbal medicines (8/36), mas-
saging (7/36), and homeopathy (5/36)

Importance of trying CAM 89% 89%

Importance of trying CAM in EM vs CM patients 93% vs. 67%, p=0.0041 92% vs. 67%, p=0.0069

Willingness to use CAM in different settings

if CAM recommended: 94% 

if CAM has no proven efficacy: 48%

if has side effects: 31%  

if CAM recommended: 93% 

if CAM has no proven efficacy: 47%

if has side effects: 33%

Willingness to pay for CAM in different settings

if CAM recommended: 80%

if CAM has no proven efficacy: 51%

if has side effects: n.a.

if CAM recommended: 83% 

if CAM has no proven efficacy: 52%

if has side effects: n.a.

Treatment preferences in different scenarios:

if CAM and conventional therapy equally effective: 

CAM 62%, 

conventional therapy 13%

if CAM and conventional therapy has equal side 
effects: 

CAM 42%,

conventional therapy 19% 

Difference between preferences in the two sce-
narios: p=0.0153

if CAM and conventional therapy equally effective: 

CAM 62%, 

conventional therapy 13%

if CAM and conventional therapy has equal side 
effects: 

CAM 42%,

conventional therapy 18% 

Difference between preferences in the two sce-
narios: p=0.0259

The relation between educational levels and opin-
ions about CAM

Previous CAM use a. 

14% of low, 43% of middle and 60% of high educa-
tion level patients

Difference between the educational levels: 
p=0.0028

17% of low, % of middle and 57% of high education 
level patients

Difference between the educational levels: 
p=0.0191

Willingness to try CAM if recommendedb. 
86% of low, 92% of middle and 95% of high educa-
tion level patients

Difference between the educational levels:  (p=ns)

95% of low, 91% of middle and 95% of high educa-
tion level patients

Difference between the educational levels: p= ns

Willingness to pay for CAM if recommendedc. 

57% of low, 80% of middle and 95% of high educa-
tion level patients

Difference between the educational levels: 
p=0.0016

61% of low, 83% of middle and 95% of high 
education level patients

Difference between the educational levels: 
p=0.0078

Willingness to try CAM if efficacy is not d. 
proven

38% of low, 45% of middle and 55% of high educa-
tion level patients

Difference between the educational levels: p=ns

44% of low, 46% of middle and 57% of high educa-
tion level patients

Difference between the educational levels: p=ns

Willingness to pay for CAM if efficacy is not e. 
proven

24% of low, 51% of middle and 68% of high educa-
tion level patients

Difference between the educational levels: 
p=0.0051

28% of low, 52% of middle and 68% of high educa-
tion level patients

Difference between the educational levels: 
p=0.0206

Willingness to try CAM if it has side effectsf. 

33% of low, 31% of middle and 33% of high educa-
tion level patients

Difference between the educational levels: p=ns

39% of low, 30% of middle and 35% of high educa-
tion level patients

Difference between the educational levels: p=ns
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well as regular physical activity [19], and certain neurostimulation 
methods [20] are effective in migraine, but the efficacy and safety 
of other CAM has yet to be verified. This indicates that patients’ 
preference of CAM is probably not based on informed decision. It 
is interesting to note that patients with higher levels of education 
were more disposed to pay for CAM than patients with lower 
education levels, even if the efficacy of CAM had not been proven. 
Although willingness to pay probably reflects dedication to try, this 
difference between the education levels may also simply reflect the 
economic difference between them: patients with higher education 
probably have higher incomes and therefore may find it easier 
to pay for these therapies. It is also important to note, that with 
the widespread use of the internet patients can find an enormous 
amount of information. Education levels may not be an important 
factor in the patients’ ability to do research about migraine and 
its possible treatment options, although it seems plausible that 
higher levels of education could be helpful in understanding and 
interpreting the data the patients found.   

Although outside the scope of our study, it is worthwhile to review 
evidence about CAM use nondisclosure, as this may be one of the 
factors limiting informed decision. Research has shown that many 
migraineurs do not discuss their CAM use with their health care 
providers: in the U.S. the National Health Interview Survey found 
that more than 50% of CAM-using migraineurs did not discuss 
their CAM use [11], and the same was true for 61% of patients in an 
Italian survey [10]. There are several factors that can contribute to 
the patients’ non-disclosure of CAM use towards their health-care 
providers. The most important factor is the perceived receptivity of 
clinicians about the patients’ CAM use, according to a study done 
in the southwestern US among patients, clinic staff members, and 
primary care clinicians. This study found that an accepting and 
nonjudgmental attitude by the clinician contributed to the openness 
of the patients [21] On the other hand, patients did not expect 
clinicians to be experts on CAM, and the clinicians’ supposedly 
limited knowledge of CAM was not a barrier to discussing patients’ 
CAM use. From the clinicians’ point of view, their level of concern 
about lack of scientific evidence of effectiveness and safety of 
CAM influenced their communication about CAM with patients. 
Interestingly, most patients expected that clinicians initiated the 
discussion about CAM, while many clinicians underestimated 
CAM use because patients did not bring this topic up. In another 
study 75% of non-disclosure patients stated that they did not think 
or need to discuss CAM use with their healthcare providers [22]. 
The same study also found that nondisclosure was related to poor 
parent-provider relationship.  

Perhaps our most interesting finding is migraineurs’ preference of 
CAM over conventional therapies if the two therapies are equally 
effective, and the much smaller preference of CAM if CAM has the 
same side effects as conventional therapies. This, together with the 
decreasing propensity of patients to use CAM if these are associated 
with side effects seems to indicate that migraineurs prefer CAM 
because they consider them safer than conventional therapies. 
This finding is interesting because it highlights an important 

difference between patients and healthcare professionals. When 
choosing a therapy healthcare professionals take into account a 
lot of factors such as the indications, contraindications, efficacy, 
side effects, and possible interactions of the therapy, as well as 
comorbid conditions and previous experience with treatments. 
When treating migraineurs, the majority of whom are young and 
healthy, efficacy is probably among the most important factors, and 
is surely discussed with the patients, while safety issues may be left 
unmentioned. 

It is tempting to speculate about the reasons why patients consider 
CAM safer than conventional therapy. A limited knowledge about 
health and medicine (compared to that of healthcare professionals), 
and the quantity and content of publicly accessible information may 
be important factors. A major caveat in this regard is illustrated 
by a survey about English daily journals’ coverage about medicine 
which found that papers were quite critical about medical issues 
and therapies (the ratio of positive articles to critical articles was 
1.0), while the same journals were unanimously positive about 
CAM [23]. The use of internet resources has changed the way of 
obtaining information: in contrast to the pre-internet age, the 
decision of how and what kind of material is accessed and used has 
passed to the actual users of Internet rather than being the privilege 
of authors or professional experts [24]. This positive change has 
certain dangers, too. A survey of web-based information about 
herbal medicines in the treatment of cancer has found that most 
sites had a low quality in a number of indicators, with commercial 
sites having the most inaccurate or misleading information, and 
emphasizing only the positive aspects of herbs [25], a finding that 
has been substantiated and generalized to other CAM and other 
diseases by a recent systematic review [26]. Moreover, widely used 
social networks that use reader feedback such as likes or up votes 
can reinforce the spread of uncontrolled health information [27]. 

Another factor in preferring CAM may be an unsatisfactory 
previous experience with conventional therapies, both in terms 
of efficacy and, perhaps more importantly, safety and side-effects 
[12]. The barriers of patient-clinician communication about 
CAM outlined in a previous paragraph further limit the patients’ 
possibility of obtaining reliable information about the potential 
effects (both positive and negative) of CAM use. It is important to 
note that several types of CAM including, but not limited to, diets, 
herbal products, vitamins and nutraceuticals can also have side 
effects [28] and their concurrent use with medicines can lead to 
unfavorable interactions [29]. Due to content providers’ freedom 
to divulge information without quality control, and to current 
practices of obtaining internet-based information as outlined 
above, these possible drawbacks of CAM use may not be easily 
available for, and appreciated by the patients.  On the whole, it seems 
probable that patients’ decisions about CAM use are not based on 
scientifically sound information, but rather on a combination of 
facts, myths, beliefs, fears, and hopes. Clinicians wishing to help 
their migraine patients should bear this in their mind and try to 
communicate with patients showing nonjudgmental interest and 
giving information which is both accurate and reassuring. 
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Limitations

There are a number of limitations of the present study. Although 
the sample size was acceptable, female patients and episodic 
migraine patients were overrepresented; therefore conclusions 
regarding male patients and chronic migraine patients should only 
be made with caution. The female predominance may partly be 
explained by a smaller attendance of male patients at the headache 
services than it would be expected from epidemiological data. In 
the Headache Service at Semmelweis University (that contributed 
to the highest amount of patients for this study) migraineurs’ 
male: female ratio in the year of the study (2014) was 1:4.85, 
which is contrasted with 1:2.55 found in a representative survey 
of Hungarian migraineurs[30]. Another reason may be a smaller 
willingness of our male patients to participate in the present study, 
but this cannot be formally proven because we did not collect 
reasons of non-participation from those patients that chose not to 
take this survey. 

On the other hand, the male: female ratio of our sample is not very 
different from previous reports. In previous studies of CAM use 
in migraine, female predominance was a universal finding. In a 
Turkish study of CAM use in primary headache [31], 95 of 110 
patients were female, which is almost identical to our findings. In 
an American study of chronic migraine, 92.8% of 2710 participants 
were female [12]. In a study done in Germany and Austria 75.5% 
of 432 primary headache patients were female, while in a parallel 
group of 194 low back pain patients 61.9 were female [9]. Most 
of this study’s patients were migraineurs but data about their 
male: female ratios in the migraineur subgroup are not available. 
In an Italian study of 481 consecutive migraineurs presenting at a 
headache service for the first time, 77.1% were female [10].  

Another limitation is the fact that the survey was done in a Hun-
garian context, so socio-cultural characteristics maylimit the gen-
eralization of our findings to other countries. A further limitation 
is the fact that we did not collect information about the patients’ 
previous experience with conventional and CAM treatments, so 
whether these influenced their opinions cannot be analyzed. Fi-
nally, in order to minimize responder burden (which can have a 
threshold effect on response rate [32], a number of important data, 
such as comorbidities including other pain syndromes and psychi-
atric conditions, economic and social status, previous experience 
with therapies (both conventional and CAM), and access to and 
experience with healthcare facilities, were not collected, and their 
effect on CAM use and preferences in this sample cannot be ad-
dressed. Future research with a larger number of patients and over-
coming these limitations is necessary to understand migraineurs’ 
attitudes towards CAM and also towards conventional therapies in 
order to better understand – and better treat – our patients.
References

1. (2015) Global, regional, and national incidence, prevalence, and years 
lived with disability for 301 acute and chronic diseases and injuries in 
188 countries, 1990-2013: a systematic analysis for the Global Burden 
of Disease Study 2013. Global Burden of Disease Study 2013 Collabo-
rators Lancet 386: 743-800 doi: 10.1016/S0140-6736(15)60692-4..

2. Abu Bakar N, Tanprawate S, Lambru G, Torkamani M, Jahanshahi M, 
et al. (2016) Quality of life in primary headache disorders: A review. 
Cephalalgia 36: 67-91 doi: 10.1177/0333102415580099..

3. Manhalter N, Bozsik G, Palásti A, Csépány E, Ertsey C, et al. (2012) The 
validation of a new comprehensive headache-specific quality of life 
questionnaire. Cephalalgia 32: 668-682.

4. Ernst E (2000) The role of complementary and alternative medicine. 
BMJ 321: 1133-1135.

5. Su D, Li L (2011) Trends in the use of complementary and alternative 
medicine in the United States: 2002-2007. J Health Care Poor Under-
served 22: 296-310 doi: 10.1353/hpu.2011.0002.

6. Harris P, Rees R (2000) The prevalence of complementary and alterna-
tive medicine use among the general population: a systematic review 
of the literature. Complement Ther Med 8: 88-96.

7. MacLennan AH, Wilson DH, Taylor AW (2002) The escalating cost and 
prevalence of alternative medicine. Prev Med 35: 166-173.

8. Frass M, Strassl RP, Friehs H, Müllner M, Kundi M, et al. (2012) Use 
and acceptance of complementary and alternative medicine among 
the general population and medical personnel: a systematic review. 
Ochsner J 12: 45-56.

9. Gaul C, Eismann R, Schmidt T, May A, Leinisch E, et al. (2009) Use of 
complementary and alternative medicine in patients suffering from 
primary headache disorders. Cephalalgia 29: 1069-1078.

10. Rossi P, Di Lorenzo G, Malpezzi MG, Faroni J, Cesarino F, et al. (2005) 
Prevalence, pattern and predictors of use of complementary and al-
ternative medicine (CAM) in migraine patients attending a headache 
clinic in Italy. Cephalalgia 25: 493-506.

11. Wells RE, Bertisch SM, Buettner C, Phillips RS, McCarthy EP, et al. 
(2011) Complementary and alternative medicine use among adults 
with migraines/severe headaches. Headache 51: 1087-1097 doi: 
10.1111/j.1526-4610.2011.01917.x.

12. Lee J, Bhowmick A, Wachholtz A (2016) Does complementary and 
alternative medicine (CAM) use reduce negative life impact of head-
aches for chronic migraineurs?.A national survey.Springerplus 5: 1006 
doi: 10.1186/s40064-016-2362-7. 

13. (2013) The International Classification of Headache Disorders, 
3rd edition (beta version). Cephalalgia 33: 629-808 doi: 
10.1177/0333102413485658.

14. (2006) UNESCO. International Standard Classification of Education: 
ISCED 1997.

15. Adams J, Barbery G, Lui CW (2013) Complementary and alternative 
medicine use for headache and migraine: a critical review of the liter-
ature. Headache 53: 459-73 doi: 10.1111/j.1526-4610.2012.02271.x.

16. Linde K, Allais G, Brinkhaus B, Fei Y, Mehring M, et al. (2016) Acupunc-
ture for the prevention of episodic migraine. Cochrane Database Syst 
Rev 28(6): CD001218 doi: 10.1002/14651858.CD001218.pub3.

17. Sullivan A, Cousins S, Ridsdale L (2016) Psychological interventions 
for migraine: a systematic review.  J Neurol doi:10.1007/s00415-016
-8126-z.

18. Orr SL (2016) Diet and nutraceutical interventions for headache 
management: A review of the evidence. Cephalalgia 36: 1112-1133 
doi:10.1177/0333102415590239.

https://www.ncbi.nlm.nih.gov/pubmed/26063472
https://www.ncbi.nlm.nih.gov/pubmed/26063472
https://www.ncbi.nlm.nih.gov/pubmed/26063472
https://www.ncbi.nlm.nih.gov/pubmed/26063472
https://www.ncbi.nlm.nih.gov/pubmed/26063472
https://www.ncbi.nlm.nih.gov/pubmed/25888584
https://www.ncbi.nlm.nih.gov/pubmed/25888584
https://www.ncbi.nlm.nih.gov/pubmed/25888584
https://www.ncbi.nlm.nih.gov/pubmed/22637722
https://www.ncbi.nlm.nih.gov/pubmed/22637722
https://www.ncbi.nlm.nih.gov/pubmed/22637722
http://www.bmj.com/content/321/7269/1133
http://www.bmj.com/content/321/7269/1133
https://www.ncbi.nlm.nih.gov/pubmed/21317523
https://www.ncbi.nlm.nih.gov/pubmed/21317523
https://www.ncbi.nlm.nih.gov/pubmed/21317523
https://www.ncbi.nlm.nih.gov/pubmed/10859601
https://www.ncbi.nlm.nih.gov/pubmed/10859601
https://www.ncbi.nlm.nih.gov/pubmed/10859601
https://www.ncbi.nlm.nih.gov/pubmed/12200102
https://www.ncbi.nlm.nih.gov/pubmed/12200102
https://www.ncbi.nlm.nih.gov/pubmed/22438782
https://www.ncbi.nlm.nih.gov/pubmed/22438782
https://www.ncbi.nlm.nih.gov/pubmed/22438782
https://www.ncbi.nlm.nih.gov/pubmed/22438782
https://www.ncbi.nlm.nih.gov/pubmed/19366356
https://www.ncbi.nlm.nih.gov/pubmed/19366356
https://www.ncbi.nlm.nih.gov/pubmed/19366356
https://www.ncbi.nlm.nih.gov/pubmed/15955036
https://www.ncbi.nlm.nih.gov/pubmed/15955036
https://www.ncbi.nlm.nih.gov/pubmed/15955036
https://www.ncbi.nlm.nih.gov/pubmed/15955036
https://www.ncbi.nlm.nih.gov/pubmed/21649654
https://www.ncbi.nlm.nih.gov/pubmed/21649654
https://www.ncbi.nlm.nih.gov/pubmed/21649654
https://www.ncbi.nlm.nih.gov/pubmed/27398280
https://www.ncbi.nlm.nih.gov/pubmed/27398280
https://www.ncbi.nlm.nih.gov/pubmed/27398280
https://www.ncbi.nlm.nih.gov/pubmed/27398280
https://www.ncbi.nlm.nih.gov/pubmed/23771276
https://www.ncbi.nlm.nih.gov/pubmed/23771276
https://www.ichd-3.org/
https://www.ichd-3.org/
https://www.ncbi.nlm.nih.gov/pubmed/23078346
https://www.ncbi.nlm.nih.gov/pubmed/23078346
https://www.ncbi.nlm.nih.gov/pubmed/23078346
https://www.ncbi.nlm.nih.gov/pubmed/27351677
https://www.ncbi.nlm.nih.gov/pubmed/27351677
https://www.ncbi.nlm.nih.gov/pubmed/27351677
https://www.ncbi.nlm.nih.gov/pubmed/27159991
https://www.ncbi.nlm.nih.gov/pubmed/27159991
https://www.ncbi.nlm.nih.gov/pubmed/27159991
https://www.ncbi.nlm.nih.gov/pubmed/26069242
https://www.ncbi.nlm.nih.gov/pubmed/26069242
https://www.ncbi.nlm.nih.gov/pubmed/26069242


Citation: Csaba Ertsey, Mária Diossy, Marianna Toth, Eva Csepany, Eszter Balogh, et al. (2016) The Experience and Opinions of 
Migraineurs about Complementary/Alternative Medicine Therapies. BAOJ Neuro 2: 022.

Page 8 of 8

BAOJ Neuro, an openaccess journal                                                                                                                                                                 Volume 2; Issue 3; 022

19. Varkey E, Cider A, Carlsson J, Linde M (2011) Exercise as migraine pro-
phylaxis: a randomized study using relaxation and topiramate as con-
trols. Cephalalgia 31: 1428-1438 doi: 10.1177/0333102411419681.

20. Schoenen J, Roberta B, Magis D, Coppola G (2016) Noninvasive neu-
rostimulation methods for migraine therapy: The available evidence. 
Cephalalgia 36: 1170-1180 doi:10.1177/0333102416636022.

21. Shelley BM, Sussman AL, Williams RL, Segal AR, Crabtree BF, et 
al.(2009) ‘They don’t ask me so I don’t tell them’: patient-clinician 
communication about traditional, complementary, and alternative 
medicine. Ann Fam Med 7: 139-147 doi: 10.1370/afm.947.

22. Sidora-Arcoleo K, Yoos HL, Kitzman H, McMullen A, Anson E, et al. 
(2008) Don’t ask, don’t tell: parental nondisclosure of complemen-
tary and alternative medicine and over-the-counter medication use 
in children’s asthma management. J Pediatr Health Care 22: 221-229 
doi: 10.1016/j.pedhc.2007.07.001.

23. Ernst E, Weihmayr T (2000) UK and German media differ over comple-
mentary medicine. BMJ 321: 707.

24. Hardey M (1999) Doctor in the house: the Internet as a source of lay 
health knowledge and the challenge to expertise. Sociol Health Ill 21: 
820-835 doi:10.1111/1467-9566.00185.

25. Molassiotis A, Xu M (2004) Quality and safety issues of web-based 
information about herbal medicines in the treatment of cancer. Com-
plement Ther Med 12: 217-227 doi:10.1016/j.ctim.2004.09.005.

26. Sharma V, Holmes JH, Sarkar IN (2016) Identifying Complementary 
and Alternative Medicine Usage Information from Internet Resourc-
es. A Systematic Review. Methods Inf Med 55:322-332 doi: 10.3414/
ME15-01-0154.

27. Campbell E, Salathé M (2013) Complex social contagion makes net-
works more vulnerable to disease outbreaks. Sci Rep 3: 1905 doi: 
10.1038/srep01905.

28. Di Lorenzo C1, Ceschi A, Kupferschmidt H, Lüde S, De Souza Nasci-
mento, et al. (2015) Adverse effects of plant food supplements and 
botanical preparations: a systematic review with critical evaluation of 
causality. Br J ClinPharmacol 79:578-92 doi: 10.1111/bcp.12519.

29. Levy I, Attias S, Ben-Arye E, Goldstein L, Schiff E, et al. (2016) 
Adverse Events associated with Interactions with Dietary and Herbal 
Supplements among Inpatients. Br J Clin Pharmacol doi: 10.1111/
bcp.13158.

30. Bánk J, Márton S (2000) Hungarian migraine epidemiology. Headache 
40: 164-169. 

31. KarakurumGöksel B, Coşkun Ö, Ucler S, Karatas M, Ozge A, et al. 
(2014) Use of complementary and alternative medicine by a sam-
ple of Turkish primary headache patients. Agri 26:1-7 doi: 10.5505/
agri.2014.04909.

32. Jepson C, Asch DA, Hershey JC,Ubel PA (2005) In a mailed physician 
survey, questionnaire length had a threshold effect on response 
rate. Journal of Clinical Epidemiology 58: 103-105 doi: 10.1016/j.
jclinepi.2004.06.004.

https://www.ncbi.nlm.nih.gov/pubmed/21890526
https://www.ncbi.nlm.nih.gov/pubmed/21890526
https://www.ncbi.nlm.nih.gov/pubmed/21890526
https://www.ncbi.nlm.nih.gov/pubmed/27026674
https://www.ncbi.nlm.nih.gov/pubmed/27026674
https://www.ncbi.nlm.nih.gov/pubmed/27026674
https://www.ncbi.nlm.nih.gov/pubmed/19273869
https://www.ncbi.nlm.nih.gov/pubmed/19273869
https://www.ncbi.nlm.nih.gov/pubmed/19273869
https://www.ncbi.nlm.nih.gov/pubmed/19273869
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2517627/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2517627/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2517627/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2517627/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1118576/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1118576/
http://onlinelibrary.wiley.com/doi/10.1111/1467-9566.00185/abstract
http://onlinelibrary.wiley.com/doi/10.1111/1467-9566.00185/abstract
http://onlinelibrary.wiley.com/doi/10.1111/1467-9566.00185/abstract
https://www.ncbi.nlm.nih.gov/pubmed/15649835
https://www.ncbi.nlm.nih.gov/pubmed/15649835
https://www.ncbi.nlm.nih.gov/pubmed/15649835
https://www.ncbi.nlm.nih.gov/pubmed/27352304
https://www.ncbi.nlm.nih.gov/pubmed/27352304
https://www.ncbi.nlm.nih.gov/pubmed/27352304
https://www.ncbi.nlm.nih.gov/pubmed/23712758
https://www.ncbi.nlm.nih.gov/pubmed/23712758
https://www.ncbi.nlm.nih.gov/pubmed/23712758
https://www.ncbi.nlm.nih.gov/pubmed/25251944
https://www.ncbi.nlm.nih.gov/pubmed/25251944
https://www.ncbi.nlm.nih.gov/pubmed/25251944
https://www.ncbi.nlm.nih.gov/pubmed/25251944
https://www.ncbi.nlm.nih.gov/pubmed/27759172
https://www.ncbi.nlm.nih.gov/pubmed/27759172
https://www.ncbi.nlm.nih.gov/pubmed/27759172
https://www.ncbi.nlm.nih.gov/pubmed/27759172
https://www.ncbi.nlm.nih.gov/pubmed/10759917
https://www.ncbi.nlm.nih.gov/pubmed/10759917
https://www.ncbi.nlm.nih.gov/pubmed/24481577
https://www.ncbi.nlm.nih.gov/pubmed/24481577
https://www.ncbi.nlm.nih.gov/pubmed/24481577
https://www.ncbi.nlm.nih.gov/pubmed/15649678
https://www.ncbi.nlm.nih.gov/pubmed/15649678
https://www.ncbi.nlm.nih.gov/pubmed/15649678

