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Introduction (00:04): Well, bipolar disorder is probably two-and-a-half to threefold greater 
in migraine — the probability of being diagnosed with that. You know, the problem with 
bipolar disorder: it's a very big spectrum. So there's the subsyndromal kind of bipolar where 
you have a little bit of some of the symptoms, to full blown mania and horrible depression. 
So to get a diagnosis of bipolar disorder, you have to have at least one manic or hypomanic 
episode. 

Paula K. Dumas (00:35): Ever feel sad, frustrated, irritable, or just alone? Those may be 
symptoms of migraine or mood disorders that are first cousins of migraine and quite 
common for people with chronic pain conditions. And how do we know if it's one or the 
other? Even if you've never been diagnosed with any psychological factors, it helps to know 
what the symptoms are. Your psychological health is a key factor in your overall migraine 
treatment plan and whether you're getting better or worse. So it's relevant to everyone. Dr. 
Steven Baskin founded the Behavioral Medicine Service at the New England Center for 
Headache and is a practicing psychologist in Greenwich, Connecticut. He is a current 
member of the board of directors of the Headache Cooperative of New England and a past 
board member of the American Headache Society. He's widely regarded as a global expert 
on comorbid psychiatric factors that may chronify migraine and complicate treatment. Dr. 
Baskin, welcome to the Migraine World Summit. 

Dr. Baskin (01:34): Great to be here. 

Paula K. Dumas (01:35): It's good to have you at last. I know you've done a lot of research in 
this area and we're looking forward to learning about that. 

Dr. Baskin (01:42): Great. 

Paula K. Dumas (01:43): So we hear a lot about depression and anxiety being linked to 
migraine. Which mood disorders are the most common? 

Dr. Baskin (01:50): Well, anxiety is probably the most common disorder in migraine. 
Probably 50 plus percent of people with migraine suffer from some anxiety disorder at some 
point in their life. Depression is probably close to 30%. So these are not the same disorders 
— depression and migraine, or anxiety and migraine — but they are coexisting disorders, 
comorbid disorders. So if you have migraine, you're more likely to suffer from an anxiety or 
mood disorder. And if you have an anxiety or mood disorder, you're more likely to suffer 
from migraine. 

Paula K. Dumas (02:22): They travel together. 

Dr. Baskin (02:23): They travel together. 

Paula K. Dumas (02:24): Is there any common wiring in the brain between these disorders? 

Dr. Baskin (02:28): That's a good question. I'm sure there's a lot of common wiring. I don't 
know if we know the wiring, but probably it has to do with neurotransmitters — serotonin, 
norepinephrine — probably any of the peptides, and also a lot of these inflammatory, 
neuroinflammatory cytokines; that inflammation seems to be linked to migraine and 
depression. 
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Paula K. Dumas (02:53): So for people like me who have battled migraine our entire lives 
and never been diagnosed with any psychiatric condition, is that unusual? 

Dr. Baskin (03:02): Would you like me to diagnose you? 

Paula K. Dumas (03:05): Yes, can we? Thank you. 

Dr. Baskin (03:05): Well, I mean, many people with migraine never suffer from a psychiatric 
disorder. They're separate conditions but co-exist. So there's just a higher probability. Some 
patients will have had one depressive episode. Some people have a lifelong history of 

anxiety. But as migraine attacks get more frequent, as migraine chronifies, people 
with psychiatric disorders get higher and higher. So mood disorders, anxiety 
disorders are much higher as the frequency goes up. So there was a study done — a 
Brazilian headache study about five years ago — and it showed that depression was about 
twice as likely if you had one or less migraine attacks a week. And then if you had daily 
headaches, it was seven times more likely. 

Paula K. Dumas (03:54): Wow, that's incredible. So, which typically comes first, the 
psychiatric condition or the migraine condition for people who are comorbid. 

Dr. Baskin (04:02): They seem to be bidirectional disorders. So if you look at a longitudinal 
study over two years to three years to four years, people diagnosed with depression then 
have a higher probability of being diagnosed with migraine than the general public — and 
vice versa. The migraine to depression relationship is stronger, though. So people with 
migraine first have a greater probability of having depression; and people with depression 
first, of then two or three years later being diagnosed with migraine. But it does appear to 
be a bidirectional relationship — that they both seem to occur with the other — and that 
probably talks to a shared mechanism. 

Paula K. Dumas (04:45): Could it possibly have anything to do with the medication? I was 
really surprised when a couple of decades ago, I was prescribed an antidepressant as a 
preventive for migraine. 

Dr. Baskin (04:56) Well, amitriptyline was an antidepressant that ... there's some not great 
quality studies for migraine. People have used it for years but at doses much less than an 
antidepressant dose. The typical antidepressants — now the SSRIs like the fluoxetine, 
Prozac-like drugs, and the SNRIs — don't seem to be tremendously effective for migraine. 
There seems to be some evidence for venlafaxine, but not, in my opinion, great evidence. 
And also, many drugs have side effects of depression. If you think of the older migraine 
drugs like the beta blockers: many people on beta blockers would get depression as a side 
effect, which was significant, in particular, if they had depression in the first place. 

Paula K. Dumas (05:43): So let's talk about some of the specific psychological disorders that 
you studied among people with migraine. You mentioned, first, the most common is anxiety. 
One could argue that any disease that attacks you repeatedly and unpredictably would bring 
on anxiety in 100% of the population. So are we just giving a diagnosis and billing code to 
something that's a natural human response? 

Dr. Baskin (06:08): That's a good question. When I worked years and years ago in training in 
an animal laboratory, if you wanted to induce anxiety in a laboratory animal, you gave them 
severe, intermittent, uncontrollable shock. Which sounds like what? 

https://www.rev.com/transcript-editor/Edit?token=Vu9-8ZZzbzNt35Qs0jKEsbenAzN8AKqy33WBLpjNB21hdnPw4FtI0sdulCFO32fZtJrkgrKoByJvjowKVZ-iC4doBqU&loadFrom=DocumentDeeplink&ts=368.15
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Paula K. Dumas (06:26): Migraine attacks. 

Dr. Baskin (06:26): Exactly. So, you're right. In people with a predisposition to anxiety who 
then have migraine, it becomes ... they just feed on each other, in particular with 
intractability. So if you look at something like anxiety sensitivity, which is a feeling of 
physiologic sensation — so you might feel your heart beating a little bit; you might feel 
something that feels like a migraine prodrome — and then thinking that's dangerous. So 
you're very sensitive to your own physiologic cues. People that have high anxiety sensitivity 
and migraine have more persistent headaches, don't seem to respond as well to 
medications. Todd Smitherman did a beautiful study in Headache a few years ago about 
that. 

Paula K. Dumas (07:11): So if someone's watching at home and they're thinking, "I don't 
know if I have anxiety?" what symptoms should they be looking for? 

Dr. Baskin (07:18): Well, the anxiety disorders that run significantly with migraine are 
generalized anxiety and panic disorder. Generalized anxiety disorder is really persistent 
worry that you can't seem to control, most days for at least six months. And there's an 
irritability component, and people tend not to sleep very well, and they feel on edge and 
restless. And that's generalized anxiety — which is probably the most common anxiety 
disorder — and it's probably five-fold greater in people with migraine. People with migraine 
have a five times higher probability of having that. Panic disorder is interesting because if 
you think of migraine and panic disorder, they're kind of similar. Panic attacks, or panic 
disorder, is a severe, scary, unpredictable, intermittent surge of something, and where 
people are fearful of having another panic attack. And so they're fearful, and they become 
avoidant, they don't want to do things. And some people with migraine have the same 
amount of anticipatory anxiety to having a migraine. They're fearful of it, and with any cue 
that they feel that might be predictive of migraine attacks, they get scared, and they might 
overuse medication, or they might do a variety of things where the concentration isn't good, 
and they don't do what they're supposed to do at that moment. So they do run together. 
And so the two most common are panic disorder and generalized anxiety. 

Paula K. Dumas (08:45): I was surprised to see in your research that people with migraine 
are three to 10 times more likely than others to have these panic disorders. Any theories as 
to why that's the case? 

Dr. Baskin (08:58): Well, what I said previously about the nature of panic and migraine are 
kind of similar. You know, you probably inherit some hyperexcitable nervous system, and 
then you develop a disorder that's intermittent, strong, severe, and unpredictable. And 
some people who have that become fearful of having another. So to get a diagnosis of panic 
disorder — it's not just having panic attacks, it's being fearful of having another attack and 
altering your behavior in some way. It results in some degree of impairment: "I had a panic 
attack on an airplane. I'm not flying again," or "I don't want to drive a long distance in my 
car." And so it's the uncontrollability part. 

Dr. Baskin (09:39): Two things in panic disorder that I think are interesting to think about in 
migraine is there's a kind of a conditioned internal sensation in panic disorder. So out of the 
blue, somebody gets this attack, and it's like one-trial learning, and then they notice they're 
hypervigilant to all these symptoms. So they have a panic attack, their heart's pounding, 
they're short of breath, they feel like they're losing control and they misinterpret the 
symptoms — feeling like this is catastrophic: "I might die. I'm going to scream in this 

https://www.rev.com/transcript-editor/Edit?token=IBaK-JkGbVnxome6qB99OJRaMbW10a_1UuOfwJARoqkAYyZ0DqzgGsehAxrc0wRVEhWPYrtq5WDvoqECNdxcL_nJ7cs&loadFrom=DocumentDeeplink&ts=438.8
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airplane, and everybody's going to be looking at me." And then they become hypervigilant 
to any early sign of one of those cues. So they feel their heart pounding a little bit, or they're 
a little short of breath, and they go, "Oh my God, I'm going to get a panic attack." And the, 
"Oh my God," actually triggers the panic attack. And so they get this conditioned internal 
sensation. And part of that is these people are very — they have what they call interoceptive 
awareness. They notice bodily sensations more than the average person. They can tell their 
heart's pounding a little bit, their hands are cold, or they're a little short of breath. They 
exercise, they go, "Oh my God, I'm going to get a panic attack." And they also have what we 
said before — anxiety sensitivity. So they notice all these body cues, and then they think it's 
dangerous. So if my heart's pounding, "Oh my God, I'm going to have a panic attack," and a 
lot of people living with migraine have something similar — especially as they get more and 
more, as they progress and get greater and higher and higher frequency — people start to 
worry. They feel like a headache might be coming on, and they panic. So a lot of people 
living with migraine have high anxiety sensitivity as well. 

Paula K. Dumas (11:15): Interesting. Well, I want to come back to ways to cope with that if 
someone's dealing with that. But before that, let's go through some of the other disease 
states like depression. Likewise, depression can develop when people are isolated — and 
migraine tends to do that to people — or in response to certain medications, as we talked 
about before. So is the depression that co-occurs with migraine a result of the disease or 
treatment, or is it a separate medical condition? 

Dr. Baskin (11:42): Well, they do co-exist separately. Now certainly, if you have high-
frequency migraine or any medical disorder, you're going to be more prone to getting 
depressed. But people with depression have a higher-frequency of migraine attacks, and 
people with migraine have a higher frequency of depression. So they're co-occurring 
disorders and my viewpoint is that you need to treat them both appropriately. Sometimes 
somebody comes in with a high frequency of migraine, and the doctor will say, "Well, you 
know, that person is under a lot of stress," and don't diagnose depression. Or somebody 
comes in very depressed, and that's clear that people are depressed, and they treat the 
depression. But nobody asks about migraine attack frequency. 

Paula K. Dumas (12:23): Do psychologists or psychiatrists who are seeing people for 
depression or anxiety screen for migraine? 

Dr. Baskin (12:30): They should; most probably don't. When I give talks to psychiatrists and 
psychologists, I usually say, "Look, you might not be treating headache at all in your practice. 
But if you're seeing a lot of patients with depression and anxiety, you're going to find one or 
two people a week that have high-frequency migraine, and you have to refer those people." 

Paula K. Dumas (12:49): Yes, I would expect that. So, in the 2019 Migraine World Summit, 
Dr. David Dodick mentioned bipolar disorder as something that occurs in people living with 
migraine. So tell us, what is bipolar and how common is it for people with migraine? 

Dr. Baskin (13:04): Well, bipolar disorder is probably two-and-a-half to threefold greater in 
migraine — the probability of being diagnosed with that. The problem with bipolar disorder: 
it's a very big spectrum. So there's the subsyndromal kind of bipolar where you have a little 
bit of some of the symptoms, to full blown mania and horrible depression. So to get a 
diagnosis of bipolar disorder, you have to have at least one manic or hypomanic episode. So, 
that's usually an episode where people are talkative, and their judgment's impaired, and 
their thoughts are racing, and they might be spending too much money, and they're 
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impulsive ... and they're going, and their brain is just, it's going. And they get a manic 
diagnosis; it's greater than hypomanic. Hypomanic is four days or less typically. Usually, it 
requires four days. But the problem with diagnosing it is that in hypomania — or bipolar II, 
they call that — it's about 40-to-one, about 40-fold greater being in a depressed state than 
being in a kind of a hypomanic state. So these people fall through the cracks. Sometimes 
they get diagnosed with depression, and antidepressants tend not to work as well. And 
sometimes the antidepressants will provoke mania — they'll make them more irritable and 
agitated — and then they'll take a higher dose of the antidepressant, which will make them 
worse. So it is really important to diagnose. If someone's on the bipolar spectrum, and kind 
of like being diagnosed with migraine in a way, sometimes it takes people years to get an 
accurate diagnosis because it's complicated. 

Paula K. Dumas (14:46): I believe it. So your research indicates that people with migraine are 
also at higher risk for OCD, obsessive compulsive disorder. What are some of the 
characteristics of this condition? 

Dr. Baskin (14:57): Well, that's a funny one ... when you mention OCD because I don't think 
the data is that good on OCD, to be honest with you. There's one study that looked a little 
bit about compulsions, and rituals, and checking, and true obsessive-compulsive disorder, 
and they found that there was a higher rate in migraine. A lot of people, when they talk 
about that, they talk about having an obsessive-compulsive kind of perfectionistic 
personality. I don't think that's really obsessive-compulsive disorder. That's within an 
obsessive-compulsive personality; it's a stylistic ... kind of like a neurotic personality. You 
know, the old "migraine personality," I think, is not necessarily accurate in the sense that 
people are more perfectionistic and do a lot of things because they miss a lot of time. So you 
take a snapshot of someone with migraine who's missed two days in a row, and they have 
three kids, and a job that requires them to function high and they're going, going, going, in 
those three days. So if you looked at them at that little snapshot, you'll say, "Well, that 
person's perfectionistic and type A," but in reality, I think it's a response to actually having 
frequent migraine attacks. 

Paula K. Dumas (16:08): That is such a great way of contextualizing it because I do think that 
that's the case. People are making up for lost time. And so that type A may be more of a 
response than a characteristic that preexists. The final condition I'd like to ask you about is 
suicidal thoughts. Some of the patient advocates who have appeared on the Migraine World 
Summit, like Jaime Sanders in 2019, have talked about their struggles with depression, 
anxiety, and in fact, suicidal thoughts — in Jaime's case, a suicide attempt. And so I'm 
wondering, how common are these suicidal thoughts among people with migraine? 

Dr. Baskin (16:44): Well, they're more common than in the general population. And a lot of 
it has to do with headache severity. So as headache gets more and more severe — either a 
greater intensity as in cluster headache or high-frequency migraine — suicidal ideation 
increases. And if you add depression and anxiety together with somebody that has high-
frequency migraine, it even increases their probability more of suicidal ideation. And the 
same thing with bipolar disorder. Bipolar depressions tend to be very leaden; people just 
feel exhausted, and they sometimes stay in bed all day, and they feel horrible. And if they 
have migraine with that, sometimes they attribute their utter fatigue to having frequent 
migraine attacks. And then, when they return, they might be irritable and agitated, and 
sometimes a suicidal ideation increases in that patient population. 
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Paula K. Dumas (17:39): Great, well, that's helpful to understand. Why don't we pivot a bit 
to treatments because there are so many good options out there? So how can treating our 
mental health help reduce the impact of migraine on our lives? 

Dr. Baskin (17:52): I think you have to treat both. I do think a person living with migraine 
who's depressed deserves to have migraine treated as well as depression treated, and that's 
what we miss sometimes. Somebody comes in, they really look down and sad, and maybe 
even leaden; the tendency is to treat the depression and forget about the migraine, but you 
really have to treat them both. And I think they deserve that. So they are co-occurring 
disorders that require aggressive treatment, I believe. 

Paula K. Dumas (18:20): So let's talk about some of the therapies that you often use that 
have the strongest evidence for people with migraine. The first and maybe most historical is 
biofeedback. 

Dr. Baskin (18:30): Well, biofeedback is a therapy that has grade A evidence for actually 
migraine itself — for treating migraine — independent of any psychiatric comorbidity or 
stress response. You're often referred patients, interestingly, as a psychologist, who have 
migraine and something. So, many times, the neurologist will notice somebody who's 
agitated and anxious and has high-frequency migraine, and they refer them for biofeedback. 
Biofeedback actually works better, like most treatments, for people who don't have a lot of 
psychiatric comorbidity. You have higher-frequency migraine, and you learn self-regulation 
strategy — how to regulate your own physiological responses, how to relax your muscles, 
how to increase hand temperature, turn the volume down in your sympathetic nervous 
system — is very helpful for migraine, independent of psychiatric comorbidities. But any 
relaxation therapy can help anxiety. 

Paula K. Dumas (19:27): For those who aren't familiar with biofeedback, — because it's not 
commonly available everywhere, and if you haven't been to a psychologist or psychiatrist, 
you might not have experienced it — what does it feel like and look like? 

Dr. Baskin (19:40): Well, what biofeedback is, is biological feedback. So it's really any kind of 
physiologic feedback. So you tend to get hooked up to some form of instrumentation that 
measures some physiologic response that may be related to, in this case, headache of some 
sort. So the typical things that are measured are scalp muscle tightness, or jaw muscle, or 
neck muscle contraction. So people with tension headache often have higher, tighter scalp 
muscles, and people with migraine tend to show that as well. So if you learn to use that 
feedback to learn a relaxation exercise, then you can actually see how tight your scalp 
muscles are. It's an indirect approach — because we know migraine is not a disorder of tight 
scalp muscles, or even tension-type headache is not a disorder of probably tight scalp 
muscles — but there's something about learning to release that and learning that process 
that seems to drop the frequency of migraine attacks. 

Paula K. Dumas (20:36): And I recall some sensors on my fingers and trying to reduce the 
temperature or increase ... warm up my hands and my feet, which are often cold. 

Dr. Baskin (20:44): Yes. People living with migraine tend to have cold hands and feet, and as 
they are brewing a migraine attack, their hands and feet tend to get colder. So what we try 
to do is teach people a relaxation response that relaxes smooth muscles — usually 
autonomic release. They tend to have ... their stress system seems to be a little bit over 
aroused, so you teach them how to drop that sympathetic nervous system response. And 
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that correlates with increase in peripheral blood flow, increase in hand temperature. So if 
you can put a little sensor on someone's finger, it could be inexpensive, and you can see on a 
monitor or even on a thermometer what your hand temperature is; learn a relaxation 
strategy for five minutes as you look at your hand temperature, and the goal is to turn the 
volume down on your nervous system and your hands will warm up. 

Paula K. Dumas (21:37): So the theory is you learn it at the doctor's office, or at the 
clinician's office, where you're hooked up to all this stuff. And then once you've learned it, 
you can apply those skills out in the field when you're in your everyday life? 

Dr. Baskin (21:51): Yes. I usually have people do two separate things if you're treating a 
headache disorder. I have them, one: learn the response and apply it if there's anything that 
is provocative for migraine attacks. So, for example, if they get an aura, during the aura, you 
want them to practice a relaxation response that results in an increase in peripheral blood 
flow. If they have a prodrome or something that reliably might predict migraine attacks, I 
have them practice that response. But I also have them, 30 times a day, take six seconds out 
to take a slow, easy breath, just slow diaphragmatic abdominal breath, and on the exhale let 
their shoulders drop, let their jaw drop, and just relax for six seconds or so. And then do it 
half an hour, an hour, later — frequently during the day; it's just kind of a generalization 
exercise. I do it myself. 

Paula K. Dumas (22:42): Yes, we'll do it at the end here. Tell us about relaxation therapy and 
the evidence behind it. 

Dr. Baskin (22:49): Well, there's good evidence for relaxation therapy, diaphragmatic 
breathing, for migraine. It's grade A evidence in the American Academy of Neurology, earlier 
guidelines, and it has pretty good evidence in anxiety disorders, and anxiety and migraine. 
Anxiety is a real problem with migraine because it can make migraine attacks much more 
persistent. So all these relaxation therapies are helpful. And there's many of them, but they 
basically are breathing-linked. So you learn kind of a slow, relaxed abdominal diaphragmatic 
breathing strategy and then learn to relax a variety of muscle groups so you can do 
progressive relaxation, all forms of meditative relaxations. But all of them have the same 
goal: it's to turn the volume down. 

Paula K. Dumas (23:36): Right. I've heard about a right and left nostril breathing as a way to 
kind of take down the parasympathetic nervous system. 

Dr. Baskin (23:44): Well, there's a lot of theories on breathing, but ... you know, having 
broken my nose a couple times playing sports as a kid, I'm a mouth breather, so I can't do 
that nose stuff. So I don't teach it to anybody, but it's probably my own bias. But I do think 
that you want people to learn abdominal breathing that's just comfortable for them. So if 
they are nose breathers or mouth breathers, I just want their abdomen rising on the inhale, 
falling on the exhale. There's lots of ways to teach that, and it's just a very simple skill. 
Anybody can learn it. It's not complicated at all. 

Paula K. Dumas (24:22): So tell us about cognitive behavioral therapy (CBT). 

Dr. Baskin (24:26): Well, cognitive behavioral therapy works on the idea that your beliefs 
have a lot to do with how you behave. So cognitive behavioral therapy for migraine tends to 
be somewhat like cognitive behavioral therapy for anxiety that teaches people a plan. Like 
"What's the plan? If I feel like I'm going to get a migraine, don't panic. Take a slow, easy 
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breath. What's the plan? What do I do? How do I talk to myself to actually function better?" 
And there's cognitive behavior therapy for depression. There's cognitive behavioral therapy 
for anxiety, as well, and for insomnia. All of them have a lot to do with how you think about 
your world. And so for depression, it's trying to get people to increase their self-esteem, not 
be as self-critical, increase activity level, social kinds of activities, and be able to talk to 
themselves in a way that increases their probability of that happening. For anxiety, it has a 
lot to do ... and for migraine as well ... a lot to do with perceived danger, that something is 
dangerous. It might be having frequent headaches. And "I'm going to be impaired," and "I'm 
not going to function," and "I'm going to get another headache if I go to this event. So I 
better not go." And to talk to someone ... to decrease that cognition of threat, because your 
head's going "threat." "That's threatening, that's bad. I'm going to fall apart. I'm going to 
have a panic attack." 

Paula K. Dumas (25:55): If I understand, CBT can be done online, as well as in person, and 
it's a defined number of sessions. Is that right? 

Dr. Baskin (26:04): Yes. I think for many people with anxiety or depression, and even 
migraine, it's important to have people do certain behavioral things and to have them think 
about it in a way that they can actually get it done. Increasing pleasurable activities, 
increasing activity level, increasing exercise. I think it's helpful for mood disorders, anxiety 
disorders, and for headache disorders in how one talks to themselves — to be kind of a 
counter propagandist, to not tell yourself propaganda like, "Oh my God, this is terrible. This 
is going to fall apart. I'm never going to be able to do this. I don't handle this very well." And 
to challenge it, "What's appropriate? Is there any evidence to actually agree with all these 
negative things I'm telling myself?" And like, "What's the plan? How can I manage this 
better?" 

Paula K. Dumas (26:58): I've heard therapists talk about "squashing the ANTs," the 
automatic negative thoughts. So, very quickly, can you touch upon the evidence for 
mindfulness and meditation? 

Dr. Baskin (27:08): Well, mindfulness is an interesting ... very interesting new approach. If 
you go back years and years, a lot of the things we did as even old analysts was kind of 
mindfulness: like in the moment, be able to pay attention, in a nonjudgmental way, to 
what's happening either within you or outside your world. And that's the idea of 
mindfulness. And so to come into a situation and to know kind of who you are, where you 
come from. If it's a negative experience, as opposed to evaluating it and judging it, just 
accept it and understand, "Sometimes my heart starts to pound, it doesn't mean I'm going 
to have a panic attack." And so mindfulness can be paired like I just showed you with a 
cognitive therapy, and it can be part of just being in the moment — understanding it, not 
judging it, and feeling that place. And it's very helpful. It's helpful for patients at any kind of 
psychotherapeutic application to understand what they bring to any moment in their 
awareness and to not evaluate it, to understand it, and to then act, and to act appropriately. 

Paula K. Dumas (28:22): And meditation is something that some people are doing now with 
the help of apps. 

Dr. Baskin (28:28): There's many apps out there. I don't even know all of them, and patients 
show them to me every day, and some of them are great. 

Paula K. Dumas (28:34): Yeah, yeah. 
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Dr. Baskin (28:34): And it makes it much easier. 

Paula K. Dumas (28:36): So in terms of finding care, if somebody is listening to this and 
thinks, "You know, I really should get myself to a psychologist," or, "You know, maybe if I 
saw a behavioral therapist, a different behavioral therapist, to address some of this, it would 
be good. But I don't know where to find them." How does somebody get started with that? 

Dr. Baskin (28:54): Well, I think in every community it's helpful to ask friends. It's helpful to 
ask your family doctor. It's helpful to look to see who's written on some of these things. And 
if they're not available for consultation, then ask them who they would recommend. For 
combinations of migraine and psychiatric disorders, headache clinics, typically, if they don't 
have somebody in house to do it, they tend to know resources in the community. So I think 
the most important thing is ask, and ask people who've had pretty good experiences. 

Paula K. Dumas (29:30): Is this the kind of consultation that can be done online for people 
who have a tough time getting out? 

Dr. Baskin (29:36): It probably can be done online. To me, just as an old-school clinician, I 
like to be in front of someone. I like to see them, and what they look like, and how they talk, 
and how they handle themselves. And I like to have, in particular, an initial consultation face 
to face with someone. But there are many apps; there are a variety of internet based 
cognitive therapy programs that have shown to be somewhat effective. 

Paula K. Dumas (30:08): And are these therapies typically covered by insurance? 

Dr. Baskin (30:11): The internet ones I'm not so sure about. They're starting to be, but 
insurance coverage is tricky because you need to have your provider in an insurance panel. 
But the treatments themselves — so psychotherapy for comorbid psychiatric disorders — 
are often covered by insurance. Biofeedback: sometimes, sometimes not. It depends how 
it's coded usually. 

Paula K. Dumas (30:42): So maybe it's a good idea to check with your insurance company 
and see who they refer you to and what treatments they cover? 

Dr. Baskin (30:49): I think people have to be very aggressive with their insurance company, 
for lack of a better word. I think they have to call their insurance company and say, "I saw a 
Dr. So-and-so who is a neurologist, a headache medicine specialist. He referred me to so-
and-so. Will you cover this?" And, "Here are the codes." And I think you really have to 
question them. And if they say no, I think you have to go back to them. I sometimes get ... I 
don't take most insurances, and I've had many patients referred to me by local docs and 
headache specialists from all around. And I will often call the insurance company and 
request that they be seen — in particular, people who can't afford treatment very well. And 
many times, it will be approved. It's an arduous process. The clinician needs to talk to them, 
and the patient needs to be their own advocate. 

Paula K. Dumas (31:46): So you just need to fight for it and chances are much better that 
you'll get it covered. That's good to know, handy tip. 

Dr. Baskin (31:53): Even for people that are out of network. You can have somebody that's 
out of network, and there's nobody that does what you do in the community; and the 
insurance company might cover it, but you have to be a very firm advocate for yourself. 
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Paula K. Dumas (32:07): I think there's a growing realization that the mental health side of 
the equation has such a dramatic effect on our ability to progress with our physical ailments, 
that it's worth investing in. And I'd like to think that insurance companies are getting that 
memo too. 

Dr. Baskin (32:24): I hope so. Insurance companies like to spend as little as they can on a lot 
of disorders, but if you ever talk to medical directors of insurance companies, they are very 
knowledgeable about a variety of things. So if you can get somebody at that level, they often 
will approve a treatment that the clinical person doesn't approve. 

Paula K. Dumas (32:50): Well, this has been so enlightening and encouraging, I think, for a 
lot of people who both know that they have these conditions and those who wonder and 
think about, "How would I go about exploring treatment in this area?" So we really 
appreciate it. Any additional thoughts or resources you would like to recommend to our 
community? 

Dr. Baskin (33:10): No, I just think the most important thing is to not feel a stigma of 
migraine or feel a stigma about having a psychiatric disorder. That's a problem that limits 
treatment. So once you recognize ... whoever's treating you ... once you recognize that this 
is important, is to go seek care and to make sure you're able to get it. I think that's the most 
important message because if you treat both disorders, people do better. 

Paula K. Dumas (33:40): Well, it's an honor to have you here on the Migraine World Summit. 

Dr. Baskin (33:43): It's nice to be here. Thanks for inviting me. 

Paula K. Dumas (33:45): Thank you. 

 


