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Abstract: Migraine is a chronic neurological disease. Research indicates that it has a significant negative impact on daily functioning and, consequently, on the 
quality of life. Migraine sufferers often experience psychological strain, which can lead to anxiety disorders, depression, and feelings of ressentiment. This ar-
ticle attempts at examining these threads. The study involved 120 women experiencing migraine headaches. The subjects completed several questionnaires: 
Headache Impact Test (HIT-6) – used to assess the impact of headaches on the life of a person with migraine; Migraine Disability Assessment (MIDAS) – to assess 
the disability of a person with migraine; General Health Questionnaire – Goldberg (GHQ-28) – to assess adults’ mental health; World Health Organization Quality 
of Life Test-Bref (WHOQOL-BREF) – to assess the quality of life; State-Trait Anxiety Inventory (STAI) – to assess the severity of anxiety; Beck Depression Scale – 
a screening tool examining the presence and severity of depressive traits; and the Ressentiment Questionnaire. The results show that migraine significantly 
affects the quality of life of the surveyed women; moreover, ressentiment, as indicated in the research, causes feelings of anxiety and depression and plays 
an intermediary role in the relationship between migraine and quality of life. As migraines increase in severity and their consequences, the levels of anxiety, 
depression, and ressentiment increase as well, which negatively affects women’s quality of life.
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Introduction

Migraine is a chronic neurological condition. 
According to a 2019 report by the National In-
stitute of Public Health of the National Institute 
of Hygiene entitled The Social Significance of 
Migraine from a Public Health Perspective, about 
3,607,911 people in Poland meet the diagnostic 
criteria and suffer from it, while more than 8.1 
million people experience symptoms suggestive 
of probable migraine (Czerw, 2019, p. 18-19). 
This disease is more common in women than 
in men, with a three-to-one ratio (Pavlovic et 
al., 2017). According to epidemiological data, 
around 50 million people in Europe suffer from 
migraine, and around two million experience an 

attack of the disease every day (Stępień, 2020b). 
Migraine is not an ordinary headache, but is one 
of the forms of primary headaches, the aetiology 
of which remains unclear. Migraine has a genetic 
basis, it manifests itself paroxysmal for most of 
life, and its frequency depends on the individual 
predisposition of the patient, the pain is severe 
and bothersome, most often affects one side of the 
head and may be accompanied by nausea, vomit-
ing, photophobia, and hypersensitivity to sounds, 
although these symptoms can be diverse (Rożniecki 
et al., 2018). Migraine causes not only physical 
symptoms, but also mental ones. It is a disease 
that significantly limits the individual, affecting 
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various aspects of his or her life (Buse et al., 2012). 
That is why it arouses interest not only among 
neurologists, but also psychologists, psychiatrists, 
doctors from other specialties, and epidemiologists. 
The wide prevalence of migraine and its impact 
on individual performance and quality of life has 
caused the World Health Organisation (WHO) 
to place migraine in the top twenty diseases that 
have a negative impact on the lives of people af-
fected by this disease. A migraine patient feels the 
consequences in various areas of life. In addition 
to physical and mental symptoms, this burden 
also manifests itself on the social level, in family, 
partner, friend, and professional relationships, 
which is directly reflected on the economic level. 
Studies show that migraine sufferers are forced 
to miss work for an average of two to four days, 
taking an average of three painkillers. Moreover, 
many people with migraine avoid contact with 
relatives (24%) and participation in family and 
social gatherings (12%) for fear of a migraine 
attack (Stępień, 2009). Furthermore, about 90% 
of people affected by migraine experience some 
degree of inability to function, and 50% of them 
are forced to stay in bed. Most people affected by 
migraine experience a lack of understanding from 
their partners, family, superiors, co-workers, and 
even doctors. Only 33% of patients with migraine 
are regularly monitored by doctors (Domitrz, 
2018). Studies show that people with migraine are 
more likely to develop mental disorders compared 
to people who do not suffer from the condition. 
Migraine significantly affects the quality of life and 
daily activity of the patient. In addition, a decrease 
in quality of life is observed during and between 
migraine attacks (Zhang et al., 2019).

The presented study focused on assessing the 
quality of life of women experiencing migraine, 
considering anxiety and depression as mediating 
factors that can lead to feelings of ressentiment. 
In addition to establishing the relationship between 
migraine severity and women’s quality of life, the re-
search questions sought to identify the relationship 
between migraine and the prevalence of anxiety and 
depression, and how these factors mediate between 
migraine and women’s quality of life.

1. Migraine – triggers, quality of 
life including social costs

Migraine, which is one of the common diseases, has 
a genetic basis and is characterised by periodic epi-
sodes that occur irregularly for most of the patient’s 
life. It is a chronic, paroxysmal disorder manifested 
by a primary headache (Amoozegar, 2017). Although 
migraine is classified as a disease of unknown origin, 
the exact causes of its occurrence have not been 
established to this day. Due to its nature, it is diffi-
cult to accurately diagnose this condition and find 
effective treatments. It is defined as a “frequent, 
chronic neurovascular disorder that impairs the 
body’s efficiency, characterised by attacks of severe 
headaches” (Stępień, 2009, p. 6).

Migraine is distinguished from a regular head-
ache by its characteristic features, such as intense, 
throbbing pain, usually affecting one side of the head 
(Stępień, 2019). It is often accompanied by nausea, 
vomiting, sounds and smells, and other symptoms, 
such as problems with vision, sensation, speech, diz-
ziness, and balance disorders, while photophobia is 
one of the most characteristic symptoms of a migraine 
attack. Among people with this condition, photo-
phobia occurs in 80-90% of patients (Rasmussen et 
al., 1991). The clinical picture of migraine is variable 
and unpredictable, occurring paroxysmal, and the 
pain can last from 4 to 72 hours (Domitrz, 2018). 
The theories describing the presumed pathomech-
anism of migraine headache are: vascular, neuronal, 
neuromyelitis, biochemical, central, and genetic 
theories (Zgorzalewicz, 2005).

Epidemiological studies suggest that migraine 
is experienced by 4% to 20% of the population of 
various races, while in Poland, it affects almost 10% 
of the population. This disease is three times more 
common among women (about 15-18%), while 
among men its frequence is 6-7% (Amoozegar, 2017). 
90% of people with migraine develop attacks before 
the age of 40, and only 3% after the age of 60. About 
25% of migraine sufferers have four or more attacks 
per month, 48% up to four, and 38% experience one 
severe attack per month. Migraine can also manifest 
itself in periods of remission of varying lengths. Mi-
graine is considered a genetic disease because it has 
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been observed to run in families over generations 
(Russell et al., 1996). It is estimated that the herita-
bility of migraine is certain in 70% of cases, but there 
is no data yet on the exact mechanism of inheritance 
of this disease (Stępień, 2019). Studies in Canada 
show a high correlation between the incidence of 
depressive episodes in migraine patients in the general 
population of 17.6% and in other chronic diseases 
from 7.4% to 7.8% (Molgat & Patten, 2005).

Migraine interferes with daily activities in various 
areas of life, especially affecting quality of life (QL). 
In the 1990s, the WHO expanded the concept of QL 
to include three aspects: social, psychological, and 
physical. It was defined as a person’s perception of her 
own life situation in the context of cultural condi-
tions, a system of values and a relationship with their 
goals, norms, and interests (Słońska, 1999; Group, 
1995). According to the PWN Encyclopedia (2024), 
QL means the “degree of satisfaction of material and 
non-material needs – meeting standards or realisation 
of the following values: biological, psychological, 
spiritual, social and political, cultural, economic, and 
ecological of individuals, families and communities; is 
a concept used in social policy, psychology, medicine, 
economics, and sociology” (ibidem).

A complete analysis of the quality of life of pa-
tients with headaches, in addition to assessing medical 
aspects such as reducing the frequency and intensity 
of headaches, also includes social, emotional, and 
spiritual assessments. Thanks to questionnaires on 
quality of life, we can understand to what extent the 
disease can affect relationships with other people, the 
ability to express emotions, their intensity and the 
way they perceive the world (Tobiasz-Adamczyk, 
2013). Assessing the quality of life of children with 
headaches allows us to understand their health status 
and ability to play an active role in society, including 
the school environment. Comprehensive assessment 
of treatment, based on the measurement of quality of 
life, allows for optimal selection of therapy and may 
affect the effectiveness of treatment and minimisation 
of side effects. The choice of medication for patients 
with headaches, such as tension migraine, may be 
partly determined by the impact on the patient’s 
quality of life. In the literature, we can also find 
studies that assess the quality of life of patients with 

headaches using other general questionnaires, such as 
the Paediatric Quality of Life Inventory (PedsQL) 
(Varni et al., 2001). A report by the World Health 
Organisation places migraine among the twenty most 
troublesome ailments that significantly affect daily 
functioning. Migraine headache is one of the most 
intense and exhausting, often leading to a significant 
reduction in physical activity. Most people affected 
try to self-medicate by gradually increasing the dose 
of painkillers used, which can result in increased 
frequency and severity of pain. Sometimes, excessive 
consumption of drugs can lead to some degree of 
impairment of an individual’s functioning. Research 
conducted in Sweden suggests that migraine attacks 
can also negatively affect the partners of people suf-
fering from this ailment: “self-medication of people 
with migraine leads in most cases to an increase in the 
frequency and intensity of headaches, and over time 
to their chronication” (Moneta et al., 2018, p. 32). 
Research conducted in the United States and the 
United Kingdom suggests that people affected by 
migraine often experience a deterioration in partner 
relationships, which may be related to depressive 
reactions to relationship difficulties. Migraine was 
observed in 89 women and 19 men, most of whom 
were in the 20-40 age group. Women with migraine 
also reported lower libido, greater discomfort during 
sexual intercourse, and lower levels of satisfaction 
compared to women without migraine, leading to 
a decrease in quality of life (Pradeep et al., 2020). 
Many people with migraine avoid contact with loved 
ones (24%) and family and social gatherings (12%) 
for fear of a migraine attack. Moreover, about 90% 
of migraine sufferers experience some degree of 
disability, and 50% of them are forced to stay in bed 
(Stępień, 2020). People with migraine often feel 
remorse and shame about migraine pain, and most 
patients face a lack of understanding from partners, 
family, employers, co-workers, and even doctors 
(Domitrz, 2018). Although migraine does not last 
all the time, but occurs in paroxysmal moderation, 
it significantly affects daily functioning. People with 
migraine focus on potential triggers of the attack 
and try to control every activity to prevent migraine. 
Constantly thinking about avoiding these factors in-
terferes with normal functioning and impairs quality 
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of life (Moneta et al., 2018). Another aspect that the 
link between sleep and primary headaches has been 
known for over a century, especially for headaches 
that occur at night or early in the morning. Migraine, 
tension headache, and cluster headache can cause 
sleep fragmentation, insomnia, and excessive sleepi-
ness, resulting in significant social and economic costs 
and a deterioration in quality of life. Sleep disorders, 
on the other hand, can cause headache attacks on 
their own. Despite this background, there is still no 
clarity on the mechanism linking the two entities, 
and their interdependence remains to be determined 
(Aguggia et al., 2011).

Migraine also affects the economic status of the 
affected person, as they are often unable to work. 
According to research, a person suffering from mi-
graine misses an average of two to four days of work, 
taking about three painkillers (Stępień, 2009). During 
a migraine attack, they are often met with a lack 
of understanding from co-workers and employers, 
which can lead to reduced productivity at work or 
the need to take time off. This can trigger worries 
about job loss and financial stability, which generates 
additional stress, which in turn exacerbates migraine. 
After the pain subsides, these people often have to 
catch up on work, which is sometimes associated 
with unfavourable comments from colleagues and 
superiors, which further increases tension. Moreover, 
using painkillers can cause negative side effects, which 
can also affect daily activities, including professional 
work (Yang et al., 2016). Support and understanding 
from the community are also important. Lack of 
this can result in withdrawal from social activity, 
which can aggravate migraine attacks, depression, 
and anxiety disorders. And the “most common causes 
of migraine are psychological. Patients themselves 
often name them. Others, on the contrary, for fear 
of being considered mentally ill, prefer to keep quiet 
about them” (Loisy et al., 1992, p. 85).

Migraine leads to numerous limitations affecting 
the quality of life taking into account the social costs 
in both physical and mental functioning, which 
affects partner, family, professional and economic 
relationships. It is often accompanied by depression 
and anxiety disorders, further reducing the quality of 
life of the patient and their relatives. Patients often 

experience isolation, misunderstanding, and even 
stigmatisation, which affects their self-esteem and 
self-esteem. People with migraine bear not only the 
costs of pharmacological treatment, but also social 
and psychological costs, which negatively affects 
their quality of life.

1.1. Some of the relationships between the 
onset of migraine pain and the occur-
rence of anxiety and depression

Depression is the most commonly diagnosed mental 
disorder, and people with this condition often seek 
treatment for various somatic diseases associated 
with chronic headache and anxiety (Bigal & Lipton, 
2009). Research suggests that depression is the most 
common accompanying migraine disorder, affect-
ing up to 28% of people with migraine headaches 
(Stępień et al., 2021). The relationship between 
migraine and anxiety disorders is about 70%, with 
these ailments interacting with each other (Stępień, 
2009). The coincidence of migraine with generalised 
anxiety is up to 9%, with panic disorder it reaches 
16%, and with phobias up to 60%. Thus, the risk of 
diagnosing one of the anxiety disorders in people 
with migraine is much higher compared to people 
without migraine: for generalised anxiety it is three to 
ten times more, for panic disorder three to ten times 
more, and for phobia it is three times higher (Dudek 
et al., 2009). Stępień (2011) also notes that people 
with migraine experience panic attacks twelve times 
more often than people without migraine. A panic 
attack during migraine is mainly manifested by severe 
anxiety, palpitations, numbness of the limbs or their 
feeling of cold, and fear of death. In both cases, nau-
sea, vomiting, and dizziness may occur during both 
a panic attack and a migraine. A study conducted by 
Lilian Dindo et al. (2017) on a group of 227 people 
aimed to evaluate the relationship between migraine 
and generalised anxiety disorder in adolescents and 
young adults. It was observed that the occurrence 
of anxiety disorders is associated with a high risk of 
migraine attacks in about 55%. Other studies also 
confirm the coexistence of migraine with various 
psychiatric disorders, especially anxiety disorders. 
According to a study conducted in Colombia in 2007, 
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where 89 patients aged 18 to 65 were examined, it was 
found that 14.6% of people had generalised anxiety 
disorder, 5.6% panic disorder, 6.7% social phobia, 
5.6% specific phobias, and 2.2% obsessive-compulsive 
disorder. In addition, 19.1% of the respondents (17 
people) were diagnosed with co-occurrence of two 
different mental disorders; comorbidity of migraine 
and major depressive disorder was found in 21.3% 
and dysthymia in 4.5% of the subjects (Cardona-Cas-
trillon et al., 2007).

There are two perspectives from which to look 
at the relationship between migraine and anxi-
ety. The first hypothesises that anxiety disorders 
can cause migraine attacks (Breslau et al., 1994), 
while the second suggests that migraine can cause 
anxiety and lead to anxiety disorders (Oedegaard 
& Fasmer, 2005). Available research also indicates 
that anxiety disorders, especially phobias, may 
occur before migraine and be its potential trigger 
in the future (Dudek et al., 2009). In the presented 
analysis, I assume that migraine is a predictor of 
anxiety intensity, and the degree of anxiety felt 
during migraine depends on the frequency of its 
attacks. In other words, the more frequent the 
migraine attacks, the higher the level of anxiety. 
Anxiety can therefore increase with the frequency 
of migraine, which negatively affects the physical 
and mental state. Migraine sufferers often feel like 
they are out of life, focused on pain and feeling bad 
in general. Therefore, reducing the frequency of 
migraine attacks leads to a greater sense of control 
over the disease and improved overall self-esteem. 
Moreover, migraine headaches can contribute to 
anxiety disorders not only by experiencing them, 
but also by the associated increased fatigue and 
a sense of helplessness. In addition, the inability to 
predict the occurrence of a migraine attack leads 
to a sense of loss of agency over one’s own health, 
which additionally causes anxiety, and “repeated 
pain reduces vitality and increases the sense of 
fatigue, moreover, they can distort one’s self-image 
and reduce the sense of control, which deepens de-
pression” (Kocwa-Karnaś & Domitrz, 2018, p. 59).

In conclusion, there is solid epidemiological 
evidence supporting the co-occurrence of migraine 
and anxiety disorders. However, many factors in 

this common relationship are not yet fully studied. 
It is likely that both states are complex, with many 
factors influencing their development. The coexist-
ence of anxiety disorders and migraine is associated 
with higher therapy costs, increased loss of ability to 
work, uncertain prognosis, and the risk of migraine 
turning from episodic to chronic. For this reason, 
those affected by migraine should be routinely eval-
uated for psychiatric disorders, including anxiety 
disorders, which should be treated to improve the 
patient’s quality of life and the effectiveness of mi-
graine therapy (Krysta, 2021).

1.2. In search of links between the appear-
ance of anxiety and depression in the 
context of ressentiment

Previously, it was found that the experience of 
migraine and depression may closely correlate 
with past fears, as sometimes an individual may 
unconsciously overlook the impact of traumatic 
events and the emotions associated with them 
affect their current adult life (Bidzan, 2013). Emo-
tions related to it have many important functions 
(Ekman & Davidson, 2017) signalling danger, 
enabling an adequate response to hunger or pain. 
In this context, it is worth recalling Paul Ekman’s 
views related to seven basic emotions: anger, 
fear, disgust, surprise, joy, sadness, and contempt 
(Keltner & Ekman, 2005). Against this back-
ground, it is also necessary to note more complex 
emotional states such as jealousy, shame, a sense 
of harm, and hatred, which give rise to ressenti-
ment. Therefore, in this approach, the definition 
proposed by Dąbrowski (2012, p. 321), which 
says that “emotions are psychophysical states of 
emotional nature caused by physiological and 
neuronal changes, having a cognitive-evaluative 
component and motivating power, which are 
usually accompanied by external expression and 
action” in the light of fear, is important.

The phenomenon of ressentiment as a negative 
emotion against the background of fear, derived 
from tensions in social relations, especially in the 
psychic individual, has been scientifically studied 
since 1887. This term was first used by Friedrich 
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Nietzsche, who presented ressentiment as an attitude 
and a source of morality in people with a weak psy-
che and slave mentality, standing in contradiction 
with the original active morality, realising the will 
of power of dominant people. At the beginning 
of the 20th century, two German social thinkers, 
Max Weber and Max Scheler, became interested in 
the phenomenon of ressentiment again. Therefore, 
despite the passage of time, the importance of pre-
senting this concept does not diminish. Max We-
ber wrote in his book Sociology of Religion: “The 
factor of resentment (ressentiment) thus achieved 
importance in the Jewish ethical salvation religion, 
although it had been completely lacking in all magi-
cal and caste religions. Resentment is a concomitant 
of that particular religious ethic of the disprivileged 
which, in the sense expounded by Nietzsche and in 
direct inversion of the ancient belief, teaches that the 
unequal distribution of mundane goods is caused 
by the sinfulness and the illegality of the privileged, 
and that sooner or later God’s wrath will overtake 
them. In this theodicy of the disprivileged, the 
moralistic quest serves as a device for compensating 
a conscious or unconscious desire for vengeance” 
(Weber, 1965, p. 110). Therefore, an “inhibited and 
suppressed set of negative emotions applies not only 
to the psychological experiences of an individual, 
but can also be transferred to emotional states or 
components of attitudes” during the onset of anxiety 
or depression (Karbowski, 2023c, p. 57). According 
to Scheler’s assumption in the book Ressentiment, 
the desire for vengeance in a given context evolves 
into vindictiveness, and the strengthening reflex of 
vengeance can be transferred to other objects with 
a certain common element. The lack of satisfaction 
of this need can grow to the point where the concept 
of “duty” becomes dominant, which in turn can 
“even lead to spiritual decay and death” (Scheler, 
2022, p. 23). Ressentiment manifests itself as a neg-
ative feeling resulting from childhood insufficiency, 
which generates a permanent mental state. This state 
is the result of various emotional reactions. It can 
transform these feelings into vengeance, without 
direct action, inducing hatred but avoiding direct 
harm, which in turn causes jealousy (Karbowski, 
2023b, p. 202). According to cross-sectional studies 

by Demır and Bozkurt (2020), negative emotions, 
associated with personal experiences, can significant-
ly correlate with the clinical characteristics of mi-
graine and depression and on the overall emotional 
state. Therefore, experiences related to anxiety and 
depression create negative emotions and emerg-
ing ressentiment. A person who has experienced 
negative situations in illness falls into rumination, 
which can become a trigger for memories of the 
past, related to the sense of injustice, triggering 
feelings of vengeance, hatred, or jealousy (Herman, 
2024). Predisposing factors to disorders resulting 
from such experiences in adult life, analysed in the 
context of ressentiment, cause specific emotional 
reactions. These reactions, while natural and appro-
priate, can sometimes be inhibited and suppressed 
within the developing personality, which can lead 
to certain illusions about values. It can be assumed 
that some common pathophysiological mechanism 
is responsible for the co-occurrence of anxiety and 
depression in the context of ressentiment (Krysta, 
2021). Therefore, Stępień (2009) reports that the 
risk of depression in people with migraine is two to 
four times higher than in people without migraine. 
On the other hand, Dudek et al. (2009) state that 
a person with migraine is five times more likely to 
develop depression than one without migraine. 
On the other hand, people experiencing depression 
are burdened with a three times higher risk of mi-
graine than those without depression. Depression 
co-occurring with migraine and anxiety in the 
feeling of negative emotions also raises a higher risk 
of suicide (Stępień, 2009). Moreover, in the search 
for connections between the appearance of anxiety 
and depression in the context of ressentiment, the 
literature on the subject provides etiological factors 
of co-occurrence, and these are:

 · genetic factors, because studies indicate that 
there is a higher risk of depression in relatives 
of people with migraine, which is confirmed 
by studies on twins. Conversely, it has also 
been found that people with depression are 
more likely to suffer from migraine, with this 
relationship being particularly strong (Yang 
et al., 2016);
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 · hormonal factors, such as oestrogens, which 
affect neurotransmitters, such as serotonin and 
norepinephrine, and progesterone, which controls 
the enzyme that breaks down serotonin, may be 
important for the occurrence of migraine;

 · factors related to the neurotransmitter and re-
ceptor system – the serotonergic system, which 
is disrupted in both depression and migraine. 
In the case of depressive disorders, serotonin levels 
are reduced, while during a migraine attack, this 
level increases significantly and then decreases 
between attacks. Antidepressants, such as selective 
serotonin reuptake inhibitors and tricyclic anti-
depressants, are used and sometimes effective in 
people with migraine (Wachowska et al., 2023);

 · personality factors – research by Bhatia and Gupta 
(2012) shows that people suffering from migraine 
often show histrionic, anxious, anankastic, and dys-
thymic traits while experiencing envy and jealousy. 
Moreover, the literature indicates a relationship 
between neurotic personality and the tendency 
to comorbidity of depression and migraine, with 
25% of sufferers ranked in the highest quartile of 
neuroticism (Breslau & Andreski, 1995);

 · factors indicating a functional disorder of the cen-
tral nervous system – pain and depression, which 
are biologically determined, are associated with 
a specific brain function or hypersensitivity of the 
central nervous system. They mainly affect areas 
such as the amygdala, the anterior cingulate cortex, 
and the periaqueductal grey matter. These areas are 
part of the limbic system, called the emotional brain, 
which regulates emotions (Wachowska et al., 2023).

Analysis of these factors indicates that chron-
ic pain is a common reaction to the appearance 
of anxiety and depression. Research suggests that 
depression affects about 70% of people with pain, 
who often mask depression by manifesting it in the 
form of a migraine, which supports the statement 
that a headache is a metaphor for worry (Dudek 
& Krupa, 2021). Moreover, the authors conclude 
that migraine attacks can also cause depression, and 
the presence of a depressive reaction deepens the 
experience of pain, which leads to negative emotions, 
creating a sense of ressentiment.

2. Own research

2.1. Research Subject and Aim

The research subject is the analysis of the assessment 
of the quality of life of women experiencing migraine 
and the psychological effects caused by this disease, 
with particular emphasis on the severity of anxiety 
and depression in the context of the sense of ressen-
timent. The aim is to investigate the relationship 
between migraine and women’s quality of life. It is 
also important to demonstrate the impact of negative 
emotions related to ressentiment during the experi-
ence of migraine on anxiety and depression, with the 
assessment of women’s quality of life.

2.2. Research problems and hypotheses

The research problem is to examine the quality of 
life of women suffering from migraine, taking into 
account mediating factors such as anxiety and de-
pression. For this purpose, the following research 
questions have been formulated:

1. What is the relationship between the severity of 
migraine and quality of life?

2. What is the relationship between the severity of 
migraine and anxiety?

3. What is the relationship between the severity 
of migraine and the occurrence of depression?

4. Does anxiety mediate the relationship between 
migraine and quality of life?

5. Does depression mediate the relationship between 
migraine and quality of life?

In turn, the hypotheses suggest answers to the 
research questions:

H1. There is a relationship between the severity 
of migraine and quality of life. The greater 
the severity of migraine and its effects, the 
worse the quality of life.

H2. There is a relationship between the severity of 
migraine and anxiety. The greater the severity 
of the migraine and its effects, the higher the 
level of anxiety.
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H3. There is a relationship between the severity 
of migraine and the occurrence of depression. 
The greater the severity of migraine and its 
effects, the more depressive symptoms.

H4. It is assumed that anxiety significantly medi-
ates the relationship between migraine and 
quality of life.

H5. It is believed that depression significantly 
mediates the relationship between migraine 
and quality of life.

2.3. Variables and their indicators

The dependent variable is the quality of life of women 
experiencing migraine. This variable was measured 
by the WHOQOL-BREF questionnaire. The inde-
pendent variable is migraine, which was measured by 
the MIDAS and HIT-6 questionnaires, this variable 
also has an inferential index. The mediating variables, 
on the other hand, are anxiety and depression and 
a sense of ressentiment.

2.4. Data collection method and research 
tools

The method of a diagnostic survey was used, and the 
tests were carried out in paper form. At the initial 
stage, the respondents were to answer the questions 
included in the imprint, and the used tools included:

1. Headache Impact Test (HIT-6) – is a tool used 
to assess the impact of headaches on the life of 
the person experiencing it.

2. Migraine Disability Assessment (MIDAS) – 
a questionnaire assesses the disability of a person 
who experiences migraine. The respondent eval-
uates by giving the number of days – the effects 
caused by migraine in the last three months, 

such as life activities such as: professional work, 
productivity, work at home, social and family 
meetings, entertainment.

3. General Health Questionnaire – Goldberg (GHQ-
28) – is based on the basic version of David Gold-
berg’s General Health questionnaire GHQ-28 is 
used to assess mental health in adults.

Table 1. Distribution of the number of respondents 
(N = 120) due to education, marital status, place of 
residence, professional activity, migraine diagnosis, 
type of migraine

Fr
eq

ue
nc

y

Pe
rc

en
ta

ge

Education

average 30 25.0

bachelor’s degree 18 15.0

master’s degree 72 60.0

Marital 
status

miss 14 11.7

married 70 58.3

divorced or separated 8 6.7

in an informal relationship 26 21.7

lonely 2 1.7

Domicile

village (less than 5,000 
inhabitants)

34 28.3

small town (5-100,000 
inhabitants)

24 20.0

a large city (over 100,000 
inhabitants)

62 51.7

Professional 
activity

student 16 13.3

working 96 80.0

unemployed 6 5.0

pensioner 2 1.7

Is the 
migraine 
diagnosed

yes 96 80.0

no 24 20.0

Type of 
migraine

no aura/straight 24 20.0

with aura/classic 36 30.0

chronic 14 11.7

sporadic 2 1.7

paralysed/hemipial 2 1.7

ocular 4 3.3

menstrual/hormonal 14 11.7

likely 2 1.7

vestibular 2 1.7

indeterminate migraine 20 16.7
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4. World Health Organisation Quality of Life Test-
Bref (WHOQOL-BREF) – is used to assess the 
quality of life of sick and healthy people.

5. State-Trait Anxiety Inventory (STAI) – a question-
naire to study anxiety as a transient, situational 
state of a person, but also anxiety as a permanent 
personality trait.

6. The Beck Depression Scale is a screening tool, 
a short one. This questionnaire indicates the 
presence and severity of depressive features.

7. Ressentiment questionnaire – to explain and for-
malise the key variables included in the ques-
tionnaire, an introductory instruction to the 
pentabase method is presented.

2.5. Characteristics of the Study Group

The study was conducted with a group of women, 
as the results of many studies suggest that they are 
the ones who suffer from migraines much more of-
ten than men (Stępień, 2009). The selection of the 
group was therefore purposive. The study included 
120 women, ranging in age from 19 to 66 years; 
with a secondary education of 25%, a bachelor’s 
degree of 15% and a master’s degree of 60%. The vast 
majority of the respondents were employed - 80%; 
studying - 13.3%; unemployed were 5% and 1.7% 
of the respondents were pensioners. The majority of 
women who took part in the survey were married 
- 58.3%, 6.7% were divorced or separated, 21.7% 
were in informal relationships, 11.7% were single 
and 1.7% described themselves as single. 83,3% of 
the women participating in the study were diagnosed 

Table 2. Descriptive statistics of the variables included in the study

Descriptive statistics

N
Mini-
mum

Maxi-
mum

Average
Standard 
deviation

Skewness Kurtosis

Statis-
tics

Statis-
tics

Statis-
tics

Statistics Statistics
Statis-

tics

Stand-
ard 

Error

Statis-
tics

Stand-
ard 

Error

Overall quality of life 120 1 4 3.10 .986 -.754 .309 -.561 .608

Self-assessment of health status 120 1 5 2.45 .964 .381 .309 -.319 .608

WHOQOL Physical Domain 120 6.29 18.29 12.5143 2.92074 -.128 .309 -.831 .608

Psychology field WHOQOL 120 4.00 16.67 11.3556 2.99143 -.329 .309 -.459 .608

WHOQOL Social Relations 120 5.33 20.00 13.2222 3.52589 -.123 .309 -.353 .608

WHOQOL Environment 120 8.00 19.00 13.3333 2.38403 .319 .309 -.132 .608

WHOQOL.sum 120 36.71 78.10 55.9754 10.75752 .065 .309 -.722 .608

Anxiety-STAI state.X1 120 39.00 75.00 51.6833 8.35746 .742 .309 .248 .608

Anxiety – a trait of STAI.X2 120 33.00 74.00 52.0000 9.53850 .159 .309 -.277 .608

STAI.sum 120 75.00 149.00 103.6833 16.76810 .641 .309 .052 .608

Beck Depression Scale 120 .00 50.00 15.7333 11.10789 1.149 .309 1.467 .608

HIT6.sum 120 52.00 74.00 64.6500 4.63526 -.582 .309 .593 .608

MIDAS.sum 120 2.00 280.00 48.7000 48.73668 2.384 .309 8.062 .608

MIGRENA 120 54.00 351.00 113.3500 51.21335 2.194 .309 7.189 .608

Somatic symptoms 120 11.00 28.00 18.3667 4.26641 .293 .309 -.714 .608

Anxiety and insomnia 120 11.00 28.00 18.3000 4.79866 .387 .309 -.877 .608

Functional disorders 120 12.00 26.00 17.6333 3.51253 .603 .309 -.259 .608

Symptoms of depression 120 7.00 28.00 12.7000 5.73511 1.289 .309 1.096 .608

GHQ-28 General Health 120 44.00 101.00 67.0000 15.08844 .574 .309 -.399 .1208
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with migraine and type of migraine and 16.7% with 
unspecified migraine. The percentage distribution of 
results specific to the study group is shown in Table 1.

3. Research results

The research was carried out in paper form. Detailed 
descriptive statistics of the variables included in the 
study are presented in Table 2.

For most variables, the K-S test and the Shap-
iro-Wilk test are not statistically significant, as shown 
in Table 3. It points out that the distribution of results 
of a given variable is significantly different from the 
normal one, which is why non-parametric tests were 
used in further statistical analyses. For correlations 
between the variables, rhoSpearman was used for 
these statistical analyses using the SPSS 26 tool. 
Study of mediating compounds based on simple 
and multiple regression analysis used the medmod 
module in the JAMOVI program.

In my project, a conceptual model was built, 
which is shown in Figure 1. In order to verify the 
hypothesis of the mediating role of fear in the rela-

a b

Y (WHOQOL-BREF)X (HIT6 + MIDAS)

M (STAI) Resentyment

Figure 1. A conceptual diagram of the mediation 
model capturing the mediating role of anxiety on the 
relationship between the experience and effects of 
migraine and quality of life in the conceptualisation of 
ressentiment 

Table 3. Normality of distribution tests for variables included in the study

Kolmogorov-Smirnova Shapiro-Wolf

Statistics Df Significance Statistics Df Significance

Overall quality of life .269 120 .000 .806 120 .000

Self-assessment of health 
status

.246 120 .000 .891 120 .000

WHOQOL Physical Domain .091 120 .200 .977 120 .316

Psychology Field WHOQOL .086 120 .200 .975 120 .258

WHOQOL Social Relations .129 120 .014 .968 120 .116

WHOQOL Environment .090 120 .200 .978 120 .347

WHOQOL.sum .065 120 .200 .973 120 .209

Beck Depression Scale .136 120 .008 .913 120 .000

HIT6.sum .130 120 .013 .956 120 .030

MIDAS.sum .175 120 .000 .779 120 .000

Somatic symptoms .118 120 .036 .970 120 .146

Anxiety and insomnia .108 120 .077 .950 120 .015

Functional disorders .146 120 .003 .950 120 .016

Symptoms of depression .167 120 .000 .847 120 .000

GHQ-28 General Health .083 120 .200 .950 120 .016

Anxiety-STAI state.X1 .135 120 .008 .946 120 .010

Anxiety – a trait of STAI.X2 .077 120 .200 .987 120 .766

STAI.sum .083 120 .200 .964 120 .075

MIGRENA .162 120 .000 .816 120 .000
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tion of migraine’s experience to the quality of life in 
the conceptualisation of ressentiment. This model 
contains the following variables:

 · Independent variable X – migraine – HIT6 
questionnaire on the effects of headaches, MIDAS 
questionnaire assessing the impact of migraine 
attacks on functional efficiency; the results of 
both these variables were aggregated (summed) 
into one migraine variable.

 · Dependent variable Y – quality of life – the 
WHOQOL-BREF questionnaire for assessing 
the quality of life, which contains 26 questions 
analysing four areas of life and separately the 
perception of quality of life and self-assessment 
of health. For this study, a variable summing the 
results from all subscales of this questionnaire 
(WHOQOL.sum) was created.

 · Mediator M – anxiety – STAI Anxiety Inventory 
and Anxiety traits (in this study, the STAI X1 
and X2 scales were aggregated into one variable: 
anxiety and ressentiment.

3.1. Analysis of correlations between 
variables

For the study of mediating relationships between 
variables, it is important that the variables included 
in the model are correlated with each other, hence 
correlation analyses were carried out for all variables 
included in the study in Table 4.

Correlations between all variables included in 
the designed model were statistically significant.

The assessment of quality of life, which is the de-
pendent variable in this study, correlates significantly:

Table 4. Results of correlation analyses between the variables included in the study

Correlations
Beck De-
pression 

Scale

HIT6.
sum

MIDAS.
sum

MIGRE-
NA

WHO-
QOL.
sum

Anxie-
ty-STAI 
state.X1

Anxiety 
– a trait 
of STAI.

X2

STAI.
sum

rho-
Spear-
man

Beck 
Depression 
Scale

Correlation 
coefficient

1.000 .459** .552** .549** -.771** .629** .756** .771**

 HIT6.sum
Correlation 
coefficient

- 1.000 .586** .650** -.410** .449** .332** .401**

Beck De-
pression 

Scale

HIT6.
sum

MIDAS.
sum

MIGRE-
NA

WHO-
QOL.
sum

Anxie-
ty-STAI 
state.X1

Anxiety 
– a trait 
of STAI.

X2

STAI.
sum

 MIDAS.sum
Correlation 
coefficient

- - 1.000 .993** -.574** .421** .382** .418**

 MIGRENA
Correlation 
coefficient

- - - 1.000 -.566** .447** .386** .431**

 
WHOQOL.
sum

Correlation 
coefficient

- - - - 1.000 -.641** -.714** -.741**

 
Anxie-
ty-STAI 
state.X1

Correlation 
coefficient

- - - - - 1.000 .709** .883**

 
Anxiety – 
a trait of 
STAI.X2

Correlation 
coefficient

- - - - - - 1.000 .946**

 STAI.sum
Correlation 
coefficient

- - - - - - - 1.000

**. Correlation significant at 0.01 (bilateral)
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 · Strongly and negatively with a theorised mediator, 
i.e., the severity of depressive symptoms (Beck 
Depression Scale) rs = -0.77, p<0.01. Higher 
scores on the Beck Depression Scale are associated 
with lower scores on quality of life.

 · Strongly and negatively with the theorised medi-
ator, i.e., anxiety (STAI.sum) rs = -0.74, p<0.01 
and with its two components, i.e., anxiety-state 
rs = -0.64, p<0.01 and anxiety-trait (STAI.X2) 
rs = -0.71, p<0.01. The lower the intensity of 
anxiety, the better the assessment of the quality of 
life. Anxiety as a trait is more strongly correlated 
with the assessment of the quality of life than 
anxiety as a state.

 · Moderately and negatively with the independent 
variable, i.e., the severity and effects of migraine 
(migrena) rs = -0.57, p<0.01. The more severe the 
migraine experience, the lower the quality of life 
rating. Correlations were also tested separately 
for the components of the migrena variable. 
The results show that the scores obtained in the 
MIDAS questionnaire are more strongly negative-
ly correlated with the quality of life (rs = -0.57, 
p<0.01) than the scores obtained in the HIT6 
questionnaire (rs = -0.41, p<0.01).

 · Anxiety, which is a mediator in this study, cor-
relates significantly:

 · Strong and positive with severity of depressive 
symptoms (Beck Depression Scale) rs = 0.77, 
p<0.01. The greater the intensity of anxiety, the 
greater the intensity of depressive symptoms.

 · Weak and positive with the independent variable, 
i.e., severity and effects of migraine (migrena) 
rs = 0.43, p<0.01. The greater the severity of the 
migraine, the greater the anxiety.

The severity and effects of migraine correlate 
significantly, moderately, and positively with the 
severity of depressive symptoms rs = 0.55, p<0.01. 
The greater the severity and effects of migraine, the 
greater the intensity of depressive symptoms and 
ressentiment.

4. Discussion of results

At the beginning, it is necessary to mention the re-
search objective, i.e., to determine the quality of life 
of women with migraine, considering the mediating 
variables of anxiety and depression in the context 
of the sense of ressentiment. Another objective was 
to identify the relationship between migraine and 
anxiety and depression, as well as the mediation 
of these variables between migraine and women’s 
quality of life. The theoretical and empirical part 
has been constructed in such a way as to explain the 
research problems.

The first research question was about the rela-
tionship between the severity of migraine and the 
quality of life. The results of the study showed that 
the more severe the experience of migraine and its 
effects, the lower the assessment of the quality of 
life in the surveyed women. The second question 
concerned the relationship between migraine and 
anxiety. The results of the study indicate that the 
greater the severity of migraine, the greater the level of 
anxiety. The third question concerned the relationship 
between migraine and the occurrence of depression. 
The results of the study showed that the severity and 
effects of migraine significantly affect the severity of 
depressive symptoms. The fourth question concerned 
the mediation of anxiety, and the fifth question con-
cerned the mediation of depression in the relationship 
between migraine and quality of life. The study has 
confirmed that anxiety and depression mediate the 
relationship between migraine and women’s quality 
of life in the context of ressentiment.

The research shows that:

 · Anxiety significantly mediates the relationship 
between the severity of migraine and the assess-
ment of quality of life and ressentiment.

 · The severity and effects of migraine significantly 
affect the feeling of anxiety, and anxiety, in turn, 
significantly affects the assessment of quality 
of life.

 · The severity of depressive symptoms significantly 
mediates the relationship between the severity 
of migraine and the assessment of quality of life.
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 · The severity and effects of migraine significantly 
affect the severity of depressive symptoms, while 
the severity of depressive symptoms significantly 
affects the assessment of quality of life.

The verification of the research hypotheses is 
described below.

In order to verify the hypotheses, correlations 
between these variables were analysed. Hypothe-
sis 1 was confirmed – the quality of life correlates 
significantly, moderately, and negatively with the 
severity and effects of migraine. The more severe the 
experience of migraine and its effects, the lower the 
quality of life rating.

In order to verify this hypothesis, correlations 
between these variables were analysed. Hypothesis 
2 was confirmed – anxiety correlated weakly and 
positively with the severity and effects of migraine. 
The greater the severity of the migraine, the greater 
the anxiety. This hypothesis is confirmed by anxiety as 
a state and as a trait. At the same time, the correlation 
for anxiety – state is stronger than the correlation 
with anxiety as a trait.

In order to verify this hypothesis, correlations 
between these variables were analysed. Hypothesis 3 
was confirmed. The severity and effects of migraine 
correlate significantly, moderately, and positively 
with the severity of depressive symptoms. The greater 
the severity and effects of migraine, the greater the 
severity of depressive symptoms. In order to verify 
this hypothesis, a regression analysis model was 
analysed. Hypothesis 4 was confirmed. The results 
showed that anxiety acts as a mediator between the 
severity of migraine and the assessment of quality 
of life. The greater the severity of migraine and 
its effects, the greater the anxiety, and this in turn 
manifests itself in a more negative assessment of the 
quality of life. Analysis of the indirect effect shows 
that anxiety significantly mediates the relationship 
between the severity of migraine and the assessment 
of quality of life. The severity and effects of migraine 
significantly affect anxiety, and anxiety, in turn, 
significantly affects the assessment of quality of life 
and ressentiment. The obtained own results show 
the occurrence of partial mediation, because after 
considering the mediating role of anxiety, the direct 

effect of the severity and effects of migraine on the 
assessment of the quality of life is also significant. 
An indirect effect of the mediating role of anxiety 
is explained by 53.6% of the variance of the variable 
assessment of quality of life. Moreover, a mediation 
model was analysed, where the mediator in the 
relationship between migraine severity and the 
assessment of quality of life was anxiety as a state, 
because the variable anxiety includes not only anx-
iety as a state, but also anxiety as a trait. Analysis 
of the indirect effect shows that anxiety as a state 
significantly mediates the relationship between the 
severity of migraine and the assessment of quality 
of life. The severity and effects of migraine signifi-
cantly affect the anxiety experienced, and in turn, 
the anxiety significantly affects the assessment of 
the quality of life. The results show the occurrence 
of partial mediation, because after considering the 
mediating role of anxiety as a condition, the direct 
effect of the impact of the severity and effects of 
migraine on the assessment of quality of life is also 
significant. An indirect effect of the mediating role 
of anxiety as a state explains 46.3% of the variance 
of the variable assessment of quality of life.

A regression analysis model was performed to 
verify this hypothesis. Hypothesis 5 was confirmed 
– the results showed that the severity of depressive 
symptoms acts as a mediator between the severity 
of migraine and the assessment of quality of life. 
The greater the severity of migraine and its effects, 
the greater the severity of depressive symptoms, 
and this manifests in a more negative assessment 
of the quality of life. The analysis of the indirect 
effect shows that the severity of depressive symptoms 
significantly mediates the relationship between the 
severity of migraine and the assessment of quality of 
life. The severity and effects of migraine significantly 
affect the severity of depressive symptoms, and in 
turn, the severity of depressive symptoms significantly 
affects the assessment of quality of life. The results 
show the occurrence of partial mediation, because 
after considering the mediating role of the severity 
of depressive symptoms, the direct effect of the im-
pact of the severity and effects of migraine on the 
assessment of quality of life is also significant. An in-
direct effect of the mediating role of the severity of 
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depressive states is explained by 59.9% of the variance 
of the variable assessment of quality of life. One of 
the previously cited studies can also be cited on the 
subject of depression. These were cross-sectional 
studies (Dudek et al., 2009) that indicate that 28.1% 
of people with migraine experienced an episode of 
moderate or severe depression, while the control 
group had a score of 10.3%. The severity and effects 
of migraine correlate significantly, moderately, and 
positively with the symptoms of depression. Similarly, 
the greater the severity and effects of migraine, the 
greater the intensity of depressive symptoms and 
a sense of ressentiment.

To sum up the discussion, it can be said that the 
topic of this work has been analysed, which allowed 
to solve the research problems and confirm the 
hypotheses. In the future, it is worth conducting 
research on a larger sample that could reach a broader 
group of people, not just those with migraine, to in-
crease general public’s awareness and understanding. 
The implication of such studies could be an increase 
in the previously mentioned level of general social 
understanding for people with migraine and an 
expansion of the directions of both pharmacological 
and non-pharmacological treatment.

Summary

The subject matter of this paper concerned the 
quality of life of women with migraine, consid-
ering the role of anxiety and depression as factors 
co-occurring with migraine and indirectly affecting 
the quality of life in the context of ressentiment. 
Some conclusions can be drawn for the sake of 
summary. People with migraine bear many costs 
of this disease. These are not only those related to 
physical pain and its treatment, but also social and 
psychological. The study results and their analysis 
indicate that a significant proportion of respond-
ents with migraine are predisposed to anxiety and 
depressive disorders with a sense of ressentiment.

They mostly coincide with the data from the 
literature presented before. Stępień (2015) writes 
that as many as 90% of people experiencing migraine 
develop an attack before the age of 40. The average 
age of the women surveyed by the authors was 16.82. 
In turn, Domitrz (2018) indicates that migraine 
without aura is experienced by 75% of people with 
migraine, and aura symptoms are experienced by 
about 15-30% of patients.

In the presented research, the results indicate that 
the greater the intensity of migraine, the greater the 
level of anxiety and sense of ressentiment. Moreo-
ver, anxiety significantly mediates the relationship 
between the severity of migraine and the assessment 
of quality of life, so it does not necessarily precede 
migraine, but may be its effect. However, although 
the co-occurrence of migraine with anxiety disorders 
has been supported by Dindo’s (2017) research, 
many factors of the interaction of migraine and 
anxiety disorders are not fully understood. Other 
studies show that “anxiety disorders (especially pho-
bias) precede migraine and may be a predictor of 
its later development” (Dudek et al., 2009, p. 112). 
There are many indications that the nature of both 
ailments is heterogeneous and the pathogenesis is 
multifactorial, while the interaction is undeniable. 
The studies discussed in this paper indicated a sig-
nificant correlation between migraine and quality 
of life, namely the more severe the experience of 
migraine, the lower the assessment of the quality of 
life of the surveyed women. It is worth noting that 
depression and migraine have a complex aetiology, 
which makes it difficult to clearly determine the main 
factor. It is also unclear which of the observations 
on the co-occurrence of these two diseases are only 
correlations, and which may have a cause-and-effect 
relationship in the context of ressentiment. Therefore, 
it is important to engage in research and improve the 
quality of life, because “The fact that no one dies from 
migraine is a dubious consolation for someone who 
is suffering from it” (Domitrz, 2018, p. 7).
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