
E

M

E
I

1
h

t
T
k
s
i
i
s
a
e
b
t
s

2

d
i
d
l
t
e
o
l
b

a
b
o
m
u
c
b
o
e

h
1

Scandinavian Journal of Pain 11 (2016) 148–149

Contents lists available at ScienceDirect

Scandinavian Journal of Pain

journa l homepage: www.Scandinav ianJourna lPa in .com

ditorial comment
igraine headache and bipolar disorders: Common comorbidities
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. Awareness of bipolar disorder when treating migraine
eadache

In this issue Leo and Singh [1] present interesting findings on
he relationship between migraine headache and bipolar disorder.
he connection between chronic pain and mental disorders is well
nown from the literature, and previous studies have consistently
hown that the combination of migraine headache and depression
s rather common. This paper adds to our knowledge by its find-
ngs that comorbid bipolar disorder also is often seen, and that it
eems to be the second most prevalent comorbid mental disorder
fter major depressive disorder among migraine headache suffer-
rs. As the authors state, the finding of increased prevalence of
ipolar disorder in migraine headache does not say anything about
he underlying mechanisms, and at this point of time these remain
peculative [1].

. Bipolar or major depressive disorder?

There are two main classes of affective disorders; bipolar and
epressive disorders. The life time prevalence of bipolar disorders

s about 2%, while depression hits a much larger number [2]. Bipolar
isorders are classified in two categories. The diagnosis of bipo-

ar I disorder requires at least one full blown manic episode, and
his is diagnostically often quite clear-cut. In bipolar II the elevated
pisode is hypomania. The diagnosis of hypomania is often not so
bvious. The differential diagnosis between bipolar II and border-
ine personality disorder, both more common among women, may
e complicated [2].

It is important for the clinician considering prescription of
ntidepressant medication to a patient with migraine headache to
e aware of the possibility that the depressive episode may be part
f a bipolar disorder. Unrecognized bipolar disorder is not uncom-
on [3]. Treatment of bipolar depression is different from that of

nipolar depression. While antidepressant medication is the first
hoice in unipolar depression, this is much more controversial in

ipolar depression. The therapeutic effect is uncertain, and the risk
f negative effects is substantial. There is a risk of eliciting a manic
pisode, and the issue has also been raised whether the use of
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antidepressant medication in bipolar disorder may lead to higher
frequency of affective episodes, so called rapid cycling, which is an
unhealthy course of the disease. For the moment we have no reli-
able ways of diagnosing whether a depressive episode is the first
sign of bipolar disorder. The perhaps most useful approach is to ask
about family history. Bipolar disorder often runs in families, and it
is one of the most hereditary mental disorders. And we can ask our
patients to be aware of the possibility that antidepressant medi-
cation may precipitate a manic or hypomanic episode, and to take
contact if they fear that this is happening. But we have no secure
ways of predicting whether the depressed person in front of us later
will develop manic or hypomanic episodes.

3. A broader perspective on treatment: CBT, life style
changes, and regular exercise

Treatment of comorbid disorders with combinations of medica-
tion increases the possibility of side effects and drug interactions.
One way of dealing with this is to use other forms of treatment
in addition to the pharmacological. In the management of mental
disorders, various forms of psychological treatments are available.
Cognitive behavioural therapy (CBT) is by far the most studied and
best documented, but also other forms show almost similar effect
sizes [4]. In the treatment of a major depressive episode, antide-
pressant medication and CBT fare about equal, but the relapse rate
is lower among those who have received CBT [5]. Also in bipo-
lar disorder CBT is documented to be effective [6]. There is also
emerging evidence for the usefulness of CBT in the management of
chronic pain, also migraine and other forms of headaches [7,8]. CBT
may therefore be useful both for the pain and the comorbid men-
tal disorder. And even if people do not develop comorbid mental
disorders, many experience substantial levels of mental distress
following years with pain, and psychological methods may be use-
ful here as well. Recent studies argue for a broader perspective in
the treatment of long lasting pain [9].

CBT is intuitively easy to understand, and the basic principles
are not too complicated. The method is therefore possible to learn
also for doctors from outside psychiatry. In Norway there has been
a great interest in learning CBT among doctors dealing with chronic
pain, and also general practitioners find this approach to be useful

[10].

Another important topic for people living with long lasting or
recurring disorders is lifestyle. Keeping the structure of the day with
regular meals and sleeping at night is beneficial for people with
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ental disorders and for those with migraine [11]. Among lifestyle
abits regular physical exercise has been most studied. People with
ental disorders in general are sedentary compared to the general

opulation. Starting to exercise is often useful, and the usefulness
f exercise is well documented in depression and anxiety disorders
12]. Exercise is also useful in chronic pain. Lumbar pain has been

ost focused, but recent studies indicate that it is also useful in
igraine [13]. This field of research is in an early phase. Exercise

ntervention studies involving people with long lasting pain disor-
er alone or in combination with mental disorders are warranted.
or these common disorders self-help methods are import, as the
ealth care system never can meet the need for treatment in the
opulation.

. Psychosocial interventions and self-help strategies in
omorbid pain and mental disorders

Comorbid mental disorders are common among people with
ong lasting pain, and depressive and bipolar disorders are most
ften seen [1]. Psychosocial interventions and self-help strategies
re useful for both conditions, and may reduce the chances for
egative consequences of drug combinations.
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