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Introduction (00:00): I want people to attribute improvement to their own efforts. I want 
them to attribute it to the fact that they're beginning to understand their headache disorder 
better. They're learning some new skills. They're making changes in their lifestyle, and that's 
the key to it. Because that gives them much more of a sense of mastery; a sense of being in 
control rather than, "I took the pill prescribed by the doctor. And great, the pill results in my 
headaches reducing." 
 
Wendy Bohmfalk (00:29): People with migraine may also have psychological issues such as 
depression, anxiety, and panic disorders. Why do these comorbidities exist, and what are 
some of the unique challenges faced by people dealing with migraine and one or more of 
these comorbidities? What treatment options and lifestyle modifications have been proven 
to be beneficial? We are going to dive into these questions with Professor Paul Martin.  
Professor Martin is a clinical and health psychologist who completed his training at the  
Universities of Bristol and Oxford. He is currently director of the Research School of 
Psychology at the Australian National University. His main research interest has been 
headache and migraine with an additional focus on stress, depression, and social support.  
Professor Martin, welcome back to the Migraine World Summit.  
 
Professor Martin (01:21): Thank you, Wendy. 
 
Wendy Bohmfalk (01:21): Why would someone with migraine come to see you instead of a 
neurologist? How do you assess headache? 
 
Professor Martin (01:27): Well, let me say, when you say, "...instead of a neurologist," of 
course, I tend to work very closely with the medics. So some of them are referred to me by 
GPs, some by neurologists. If they come to me directly without seeing a medic first, I will 
usually ask them to go and see a medic, as well, because we work together. 
 
Wendy Bohmfalk (01:44): I'd like to talk a little bit about the functional model for primary 
headaches that you developed. Could you tell me a little bit about it? 
 
Professor Martin (01:51): Sure. Well, I guess originally the idea for developing the functional 
model was this: Medics always start by diagnosing and they do the diagnosis by asking a 
whole series of questions, a physical exam, and often organizing some tests. And they do the 
diagnosis because they feel that tells them about the mechanism of the headache disorder, 
and it tells them how to treat it. Now, I absolutely agree that that's the starting point 
because if you've got a secondary headache, like a headache caused by a tumor or an 
aneurysm, then that diagnosis needs to be made because that would define your treatment. 
 
Professor Martin (02:31): But I've argued for years that once you know it's not a secondary 
headache like that — it's more of a primary headache, or migraine, or a tension type 
headache — worrying too much about whether you call it migraine disease or tension type 
headache disorder, let alone which subtype of, is a bit of a waste of time because the 
evidence that the mechanisms are really different is a bit limited. The evidence they respond 
to different treatments, particularly behavioral treatments, is limited. So the functional 
model was developed to say, "Well, if diagnosis at that point in time is not the key thing, 
what should you be doing?" And that gets you into functional assessments. 
 
Professor Martin (03:07): So, I would argue that what you need to do is to understand the 
variance in headache disorders. I talk about the why questions. I want to know, when I see a 
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person with headaches, "Why did you get a headache, say, yesterday morning if that's when 
you got one rather than the day before, and the day before that?" I want to know, "Why are 
you getting headaches at this time in your life?" I want to know, "Why did the headache 
problem begin when it did?" And, "Why are you vulnerable to getting headaches?" Because 
if I answer those sorts of questions, it gives me clues as to how to manage the problem. And 
in a functional model you answer those questions by looking at the antecedents: what 
happens before the headaches; and the consequences: how people and significant others 
react to headaches. And that results in a model where you, hopefully, get together all the 
different factors that are important in understanding that person's headache disorder. 
 
Wendy Bohmfalk (04:00): When you spoke about that ... you know, if you ever respond to a 
migraine attack by getting anxious and anxiety makes pain worse, how do you escape this 
feedback loop when you talk about consequences and antecedents? 
 
Professor Martin (04:13): Yeah, well that's a good point because anxiety ... there's no doubt 
pain feels worse if you're anxious than if you're relaxed, but also anxiety is often a trigger for 
headaches. So, you know, the loop can just feed back from an anxiety response, to 
headache, to the pain itself, or it can loop back further to the trigger to the headache. So 
how do you deal with that? Well, psychologists, I guess, deal with anxiety in a number of 
different ways, but one way is a behavioral way, which is relaxation training. So you can 
develop your relaxation skills and when you feel [anxious], go through a relaxation 
procedure to help you relax because, that's in contrast to anxiety. 
 
Professor Martin (04:56): Another is a cognitive approach where you look at the thoughts 
that are making you anxious and you challenge them. So, for example, if you're anxious 
because either you're worried about, "What's wrong with me ..." you know, "... is this 
problem going to have serious consequences for me?" Or, if you're just worried about how 
you're going to get the day's work done, you can challenge that in various ways. Look for 
evidence for it. "Well, when I've had these before, has that really had a very long impact on 
my work or have I been able to get back to my work relatively quickly?" So, they're the main 
ways that you break out of the cycle: either by using relaxation skills to relax and respond to 
anxiety, or challenging the thoughts that lead to anxiety. 
 
Wendy Bohmfalk (05:43): That's great! I'd like to come back to that even in more detail a 
little bit later in the interview. But first I'd just like to ask: Who can benefit from using the 
functional model? 
 
Professor Martin (05:53): Oh well, I think the functional model is useful really for all primary 
headache disorders. I mean, that doesn't mean everyone who has a headache disorder 
needs to go down that track. I mean, some people have headaches that the pharmacological 
approach can work quite well because it's effective for them and it's very easy to do. You're 
just taking a pill prescribed by your doctor. But for the people who've got a severe headache 
disorder, which has been around for a long time and, drugs are not entirely sorting the 
problem out, then I think a primary ... the functional model is helpful for understanding the 
problem as a step towards coming up with a treatment plan. 
 
Wendy Bohmfalk (06:37): And have you seen the functional model actually replace the need 
for medicinal treatment, or does it usually go in partnership with that? 
 
Professor Martin (06:45): Well, there's no ... I mean, if you go down a functional model 
route, there's no reason you necessarily have to have treatment, which is not me arguing 
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against you doing it. But frankly, taking drugs has all sorts of potential disadvantages, which 
may be good reason to not take the drugs. I mean they vary from things like ... well, in the 
extreme we know that whilst drugs can be very helpful for headache attacks, we know that 
if you take too many medications, it'll give you a headache attack. I mean, medication 
adaptation headache is the third most common type of headache — 1.4% of the population. 
So that's one danger with drugs. Another danger with drugs is side effects. You know, some 
drugs can result in weight gain, some can result in impotence. And a third one is a more 
psychological one, which is that people, if they make any improvement and had been taking 
drugs, they attribute it all to the drug. I want people to attribute improvement to their own 
efforts. I want them to attribute it to the fact that they're beginning to understand their 
headache disorder better. They're learning some new skills. They're making changes in their 
lifestyle, and that's the key to it. Because that gives them much more of a sense of mastery; 
a sense of being in control rather than, "I took the pill prescribed by the doctor. And great, 
the pill results in my headaches reducing." 
 
Wendy Bohmfalk (08:07): Seems like a much more empowering approach ... 
 
Professor Martin (08:10): I think it is. 
 
Wendy Bohmfalk (08:11): ... as you describe. 
 
Professor Martin (08:11): I mean I think that's a very important role of a psychologist 
because people don't come to me with headache disorders when they have just started. In 
our studies, the most common duration for headache disorders, by the time they come to 
us, is 25 years, by which stage people feel very out of control, very helpless, very hopeless. 
And so a key part of what I'm doing is trying to say, "Look, it's hard, or you'd have solved it 
years ago, but there are ways forward. You know, we work together. We can find ways of 
really improving your headaches." So that's what I mean about trying to empower people. 
 
Wendy Bohmfalk (08:45): Well, great! I'd like to talk a little bit about depression and 
anxiety. A recent Headache and Migraine Policy Forum paper states that 37% of individuals 
with chronic migraine also have depression. And the number may actually be higher for 
anxiety. Is the high rate among those with chronic migraine disease more likely due to 
environmental, or biological factors? 
 
Professor Martin (09:07): Look, to be honest, we're not really sure. It's always the same that 
in research it's easy to show associations. It's much harder to understand what the 
associations mean. So ... you're right, I mean ... a person living with migraine is two to four 
times as likely to have depression as someone without migraine, and three to five times 
more likely to have anxiety. So, it certainly is there. We're not sure why. I mean, is it really 
migraine leading to anxiety and depression, or anxiety and depression leading to migraine, 
or are they both simply a function of some other factor? And the answer, probably, to be 
honest, is all of the above. We think it's more common that migraine leads to anxiety and 
depression than the other way around. That doesn't mean it couldn't happen the other way 
around. But, I think probably a lot of it is also because similar things result in these things 
happening. I mean, the most common starting point for chronic headache disorder is some 
sort of very stressful, traumatic experience. Well, that's also a likely setup for a depressive 
disorder or anxiety disorders. So, I think it's often the events triggering both. 
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Wendy Bohmfalk (10:19): That makes sense. Are there other links between migraine and 
depression — beyond just the fact that frequent migraine attacks are depressing — to 
suggest a similar pathology or cross wiring between the two conditions? 
 
Professor Martin (10:33): Well, to a degree, I mean, most problems have a genetic basis, 
although I never know quite how to word that because genetics doesn't contribute 
enormous percentages in the way some people imply it does. I mean, in the headache 
domain, depending on the particular headache disorder, maybe 30 to 50% of the variance. 
But in depression and anxiety, there's a genetic component, too. So sure, there'd be a 
common genetic component that would lead a bit to both. But it's easy to overstate how 
much that's an important factor. That's all. 
 
Wendy Bohmfalk (11:11): Makes sense. We asked our community to submit questions, and 
many were submitted on this topic. Bronwyn asks, "Is the association between depression, 
anxiety, and migraine any different from the condition of chronic pain in general? Is the 
depression/anxiety a symptom of or an antecedent to migraine?" And I know we've touched 
on this a little bit. 
 
Professor Martin (11:34): Yeah, the question between chronic pain and headache/migraine 
is an interesting question. Again, to be honest, the amount of knowledge we have in these 
areas is limited because for some reason, in the world of research, there's the world of 
headache disorders/migraine disease research and the world of chronic pain research and 
they don't come together that much. So it's not an easy question to answer, but I would say 
on the basis of our knowledge, there's a lot of commonality. I wouldn't use the word 
symptom, but I think that whether we talk about anxiety and depression as an antecedent of 
headache disorder and migraine disease, or a consequence of/a response to, as I've said 
before, I think it's probably both. Although it is more common that migraine leads to anxiety 
and depression. That's what the research has said. It's more common that way 'round than it 
is that you develop anxiety and depression and then start having migraine attacks. 
 
Wendy Bohmfalk (12:30): It strikes me, too, that there could be side effects from 
medication that could also contribute to the depression and anxiety as well. 
 
Professor Martin (12:36): Exactly. And what you tend to find with all these problems is that 
in their early days, they're often relatively simple and straightforward to understand. The 
trouble is that over a period of time things change and become far more complicated, and 
that's one of the problems we have when we see the patients because usually they don't 
come to us in the early stage. They come to us in the late stages. 
 
Wendy Bohmfalk (13:00): Sarah states, "I am 55 and I am only now realizing how much of a 
role anxiety has played in my 30 years of chronic migraine struggles. I'm glad I know now. 
Sure wish I'd known sooner." Why don't doctors discuss this more with their patients? 
 
Professor Martin (13:16): Yes, it's a very good question. I mean, I'm sure there's variability. 
Some doctors do, and some don't. I think there's a range of different answers. I mean, 
certainly in Australia, one of the slightly cynical answers would be that the health care 
system and the fee system shapes it up. I mean, the standard session for seeing a 
psychologist is 50 minutes; the standard session for seeing a general practitioner or family 
practitioner is 15. In other words, they don't — you know, the way they operate, the way 
they schedule appointments — they don't have a lot of time for doing these sorts of 
discussions. So, I think there's part of that. It's partly because a lot of doctors, I think, don't 
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quite know that much about some of these links. I mean, I'm not sure how many GPs are 
really clear about some of those comorbidities. Of course the neurologists are, but I'm not 
sure how many of the GPs would be. They have to be very broad; they don't have that in-
depth knowledge, in particular areas, that the specialists do. 
 
Wendy Bohmfalk (14:16): Do certain types of anxiety occur more frequently in people living 
with migraine, for instance, such as panic attacks? Why is that? 
 
Professor Martin (14:26): Well, yeah, I'm not sure that I'd say that. Because when you look 
at the literature, you find that an awful lot of the anxiety disorders are comorbid, you know, 
with headache and migraine. It's ... so yes, panic disorders are, but post-traumatic stress 
disorder, generalized anxiety disorder, a range of phobias — all of them tend to be. So, I'm 
not sure I'd see anything particularly special about panic attacks. 
 
Wendy Bohmfalk (14:54): And is there a strong correlation between chronic migraine 
disease and other mental health conditions? 
 
Professor Martin (15:03): I don't know about a "strong." I mean, there's bits of evidence 
around ... I know there was a paper last year showing relationship to migraine and ADHD, 
which certainly was a novel finding for me. And there's a little bit of literature linking 
migraine with bipolar disorder which is, again, a relatively novel finding; and you know, 
much less research in that area than there is with other sorts of mental health disorders. 
 
Wendy Bohmfalk (15:32): Can you elaborate on either one of those two items a little bit 
more? Or what were your thoughts on those two studies? 
 
Professor Martin (15:40): Look, they're not studies I really know very well because it's a bit 
outside what I do. So I don't really know why but I mean ... to a degree you almost expect 
some degree of association between almost any disorders. It ... may be a rather small 
association. To give an example what I mean by that: Quite some years ago now, some 
cardiologists decided that the patients they saw having heart attacks they believed had 
personality characteristics in common, which they called the coronary-prone personality. 
More recently, well, since then, called the Type A personality. And they define it in terms of 
... they talked about "hurry sickness," always trying to fit more and more into less and less 
time. They talked about it as a hostility, anxiety, anger, and so on. 
 
Professor Martin (16:37): Well, over the years, that original finding has been shown to be 
true. But then, as you might guess, that type of personality starts being related to almost 
every health problem on the planet because — it's not really that surprising. If that's the way 
you approach your life — where you're rushing around, competing with everyone, trying to 
fit too much in, you know, getting angry and upset, and so on — well, you might expect that 
would set you up for a lot of problems. And it does. 
 
Wendy Bohmfalk (17:04): Makes complete sense to me. According to an article in the 2016 
Journal of Neurology, Neurosurgery and Psychiatry, comorbid psychiatric conditions increase 
the risk of migraine evolving from episodic to chronic, at least 15 days a month. Why is that? 
 
Professor Martin (17:22): Well, I think it's just because the ... I mean, again, this is all a little 
bit speculative because as I've said before, it's easy to show associations; it's much harder to 
work out why the — what the explanation is. But it's just that ... if you start getting migraine 
attacks and you've got problems like anxiety and depression, it's so much harder to really 
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deal with your problem and find ways forward than if you don't have those problems. I 
mean, the nature of depression is you're apathetic, lethargic, indecisive, and so on. Now, 
how does that help you deal with a problem like migraine? I mean, that's why in my domain, 
we know that the single best predictor of how well people respond to psychological 
treatment is whether people are at all depressed. If they are depressed, they respond less 
well. Well, not surprisingly, we're trying to teach them new skills. We're trying to get them 
to make changes in the way they live their life. That's much harder if you're apathetic, 
depressed, lethargic and so on, than if your mood is good. 
 
Wendy Bohmfalk (18:23): One of our viewers actually said, "Taking care of my mental 
health, or my mental health issues, makes it difficult to take care of my physical health 
issues. And my physical health issues make it difficult to take care of my ... 
 
Professor Martin (18:33): Absolutely! 
 
Wendy Bohmfalk (18:33): ... mental health issues." So yes, but it's very difficult. 
 
Professor Martin (18:37): It's very difficult. And I certainly believe, in the headache domain 
— because depression is a negative indicator for progress with headache disorder — I 
always want depression treated before the headache disorder, or at least concurrently with. 
So, we've done a study where we treated concurrently, but it's ... if someone's got both, it's 
to me a huge mistake to treat the headache disorder and not do anything about depression, 
at that time. 
 
Wendy Bohmfalk (19:04): I'd like to dive into treatment a little bit more, actually. It's a 
perfect segue. I'd like to talk about how to best manage psychological comorbidities in 
people living with migraine disease. In 2015, you conducted a study about migraine disease, 
depression and CBT (cognitive behavioral therapy). And then in 2019 you looked at migraine 
and behavioral therapy. What were the findings? 
 
Professor Martin (19:24): Well, when ... because comorbid headache disorder and 
depression is common, and the depression element will get in the way of the headache 
disorder treatment, we did decide to develop an integrated approach, which strangely 
enough, hadn't really been done before. So what we did is we took my approach to 
headache disorders, as was outlined in a book I wrote some years ago, and we've done 
randomized controlled trials on, showing it works very well. And we combine that with an 
approach to depression that's effective. In integrating the two, we tended to put in the 
depression elements prior to the headache disorder elements, for the reason I've just given: 
that I do think it's good to do something about helping people with their moods before 
trying to focus on the headaches. The treatment for headaches and depression have overlap 
in them. So you know, when you talk about integrating two treatments, it's not like if you 
have an eight session treatment for one and an eight session for the other you finish up with 
16 sessions, because given the overlap between them, it just means you — well, in our case 
we went from eight to 12 sessions because the rest was overlap because a lot of what you 
do is the same; I mean in principle. So, for example, cognitive therapy is absolutely critical to 
both — which is examining your thoughts and your underlying beliefs, in terms of how they 
play a role in your headache disorder, or your anxiety, or your depression. 
 
Wendy Bohmfalk (20:46): And you answered one of my questions, actually, which is, are 
there treatments that can target both? But kind of moving on from that point, are there 
other strategies that you recommend, as well, for treatment beyond CBT? 
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Professor Martin (20:57): Well, in a way, I'd say, no, but that's because I give such a broad 
definition of CBT ... because CBT, to be honest, I just consider, is what clinical psychologists 
do that's been shown to be effective. So it's basically psychological treatments based on a 
scientist-practitioner model. So it's sufficiently broad that it encompasses such a range of 
things. But for me, with headache disorders, certainly cognitive therapy is very important. I 
think relaxation training is very important. And I do think that focusing on people's triggers, 
what triggers their headache attack, is very important too. But then I'd also take a step 
backwards and say with the triggers, you have to understand the context for the triggers. 
 
Professor Martin (21:43): So what I mean is in my functional model there's the triggers. So 
suppose you find that a trigger ... I mean the most common trigger is stress, and sure 
enough, this person says stress is a trigger. Some people then, in a sense, stop at that point 
in their assessment. But, of course, to me, it's only a beginning. You have to then do things 
like ... work out, where's the main source of stress? Is it in the work situation? Is in the home 
situation? Because it may be, for your treatment, that's what you focus on. Or it may be that 
we know a key mediating variable of stress is social support. And it may be the way you can 
help them best is to increase their social support. Another important side is the 
consequences: how people react to their headache attacks, and how their family do. And I 
think that's an important part of treatment as well, because not many people react to them 
in very ideal ways. 
 
Wendy Bohmfalk (22:37): Well, again, you've led me to my next question, and that is: You 
have mentioned just now, and then in previous interviews, that social support is key. If you 
could, maybe define that a little bit more, and talk about why it is so important. 
 
Professor Martin (22:50): Well, to be honest, I've done research on social support, and I've 
done it largely because I feel I can't escape from social support. Whatever I do, I sort of trip 
over it. There's so much evidence these days about how important it is. I mean, for example, 
the cardiologists accept that inadequate social support is as much a risk factor for heart 
disease as the three traditional ones of high blood pressure, high cholesterol, and cigarette 
smoking. The oncologists, many will say that if you have strong social support and you have 
terminal cancer, you will live, on average, twice as long as if you have weak social support. 
It's a risk factor in my main research areas for headaches, but also postnatal depression. 
Exactly why it is, again, we're not quite sure. One model is that a lack of social support is 
inherently stressful. We need support from people around us. 
 
Professor Martin (23:44): Another model is, what we call the buffer model, which is, having 
strong social support protects you against stress. But it takes many forms. There's emotional 
support, which is what most people think of as support. You know, that's the proverbial 
shoulder to cry on, if you like. There's informational support: people you can go to, to give 
you advice and information. But there's also belonging support; a sense that you're not an 
island, you're part of a family, part of a community. And there's esteem support, which is 
people who make you feel you have some value, some worth. And you need all those 
different forms of support. 
 
Wendy Bohmfalk (24:21): It's good to break it down like that and to think about it in that 
way. I haven't done that before. We know that people with migraine are resilient and 
courageous. At times when we are feeling more fragile, what are some strategies — maybe 
even building upon the social support that you mentioned? What are some things that we 
can do to increase our resiliency? 
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Professor Martin (24:41): Well, I think, as you say ... I mean, part of when you're feeling 
fragile is when you really most need social support, that's for sure. But I'd also go back to the 
cognitive therapy. I mean, the trick always is trying to work out what thoughts you're having 
that result in you feeling that you're ... not doing a good job coping; you're lacking resilience. 
And then challenge those thoughts. You know, that's the most fundamental way 
psychologists would always work. Because many people who feel that they lack resilience — 
I mean, actually they're really very resilient compared to most members of the population — 
but that's just not how they view it. So part of what you're trying to do is to get them to 
reappraise it. So as to see it all differently and realize that actually they're much better at 
coping than they give themselves credit for. 
 
Wendy Bohmfalk (25:27): It sounds like a lot of it does come back to that personal 
empowerment that you've talked about. 
 
Professor Martin (25:32): I think so. 
 
Wendy Bohmfalk (25:32): Right. Well, great! Well, is there any way or any final thoughts 
that you'd like to leave us with? 
 
Professor Martin (25:38): Not really. I mean, other than to say, I suppose — well, the only 
thought I would leave you with is that I do feel a lot of people out there really feel very 
pessimistic about their headache disorders. They ... some websites say migraine can't be 
cured. Some websites say it's a genetic disorder, which then they interpret as they can't 
change the genes so it can't be cured. Whereas the reality is, it does respond to treatment. I 
mean, our last randomized, controlled trial, pre to post, we had a reduction of 68% in 
headache attacks. And by 12-month follow up, that had increased to 77%. It hadn't slipped 
back. And that's people who had headache disorder on average 25 years with only eight 
sessions by relatively inexperienced therapists. The side effects were better sleep, less 
anxiety, less depression. So the only final word I want to leave people with is that it's not 
easy to change. That's why they've still got the problem, but there's no doubt it's quite 
possible to go forward with headache disorders. 
 
Wendy Bohmfalk (26:39): And where can we learn more about the work that you are doing? 
 
Professor Martin (26:43): Yes, I thought you might ask that, and it's not that easy of a 
question to answer. I mean, obviously, we work — we live in the world of Google. So, I 
mean, anyone who Googles my name will come up with lots of my publications and so on. 
So I guess that's one very direct way. I mean, I do see patients with headache and migraine 
in Melbourne, if that could work for people. But yes, I can't pretend I've got a website that is 
set up for people to go to. 
 
Wendy Bohmfalk (27:12): OK. Well we can list any other resources that you'd like to at the 
bottom of this interview. 
 
Professor Martin (27:17): OK. 
 
Wendy Bohmfalk (27:17): So thank you so much for joining us with the Migraine World 
Summit. 
 
Professor Martin (27:21): Thank you, Wendy. 
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Wendy Bohmfalk (27:21): Thank you. 

 


