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ABSTRACT

BACKGROUND: Migraine imposes substantial economic burden on patients 
and the health care system. Approximately 18% of women and 6% of men 
suffer from migraine in the United States. This is a heterogeneous group, and 
little data are available to evaluate factors associated with migraine costs.

OBJECTIVE: To evaluate characteristics associated with high costs among 
commercially insured patients with migraine. 

METHODS: This retrospective analysis identified patients with migraine 
in the Truven Health MarketScan Research Databases between January 
2008 and June 2013. Patients were required to have 12 months continuous 
enrollment before and after migraine diagnoses and/or migraine-specific 
medications (index date). Patients with costs greater than the top 25th per-
centile of all-cause costs during the 12-month post-index period were clas-
sified into the upper quartile (UQ) cohort. Multiple logistic regression was 
used to evaluate demographic and clinical factors associated with being 
in the UQ cohort, and generalized linear models were used to estimate the 
incremental costs by select factors after controlling for other covariates. 

RESULTS: In the total population, 857,073 patients (mean [SD] age: 43.2 
[12.5] years), were included, with 83.2% females. Average post-index 
annual all-cause costs were $13,045 (SD = $25,328) with the top 25th 
percentile of costs at $14,120. Overall, 44.4% and 54.8% of patients had 
≥ 1 pre-index claim for opioids and triptans, respectively. Patients with 
≥ 2 migraine-related emergency room visits were twice as likely to be 
in the UQ cohort (OR = 2.13, 95% CI = 2.02-2.25; P < 0.05) and incurred 
$3,125 incremental all-cause costs compared with those with < 2 visits. 
Patients who visited a neurologist were 33.0% more likely to be in the UQ 
cohort and had significantly higher adjusted all-cause costs ($11,794 vs. 
$9,868, P < 0.05). Opioid users had a 1.5-3 times increased likelihood of 
being in the UQ cohort (P < 0.05); adjusted all-cause annual costs ranged 
from $8,888 (95% CI = $8,862-$8,914) for nonusers to $15,210 (95% 
CI = $15,113-$15,307) for high users (7+ claims). Patients having 7+ triptan 
claims were 1.2 times as likely to be in the UQ cohort compared with non-
users, with estimated costs of $11,517 (95% CI = $11,438-$11,596) for high 
users and $10,753 (95% CI = $10,717-$10,790) for nonusers. 

CONCLUSIONS: Results suggest that certain modifiable factors, such as 
increased acute medication use (opioids and triptans) and more migraine-
related emergency room visits are associated with higher all-cause health 
care costs for patients with migraine. These findings could be used to 
identify patients who require early intervention, enhanced symptoms moni-
toring, and appropriate disease management. Future studies could examine 
the effect of disease severity on health resource utilization and costs using 
survey or medical record data. 
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Migraine is a common, debilitating neurological dis-
order primarily characterized by intense and recur-
rent headaches, which can last from 4 to 72 hours. 

Typically, the pain is unilateral, pulsating, and often associated 
with nausea, vomiting, photophobia, or phonophobia.1,2 Based 
on the frequency of headache, migraine is classified as episodic 
or chronic migraine, with chronic migraine defined as ≥ 15 
headache days per month for more than 3 months and having 
features of migraine headache on at least 8 days per month.2 
An estimated 38 million people in the United States experience 
migraine headaches, and they are 3 times as prevalent among 
women as men.3,4 Of the patients that experience migraine, 
approximately 4 million suffer from chronic daily migraine.3 
Although migraine may occur at any age, it most often occurs 
during peak employment years (ages 25-55 years).5 

Treatment guidelines for the management of migraine rec-
ommend acute and preventive treatments based on severity 
and frequency of headache, along with patient characteristics 
and preferences.6-8 Acute medications include migraine-specific 

•	Migraine is the most common neurological disorder in the United 
States and accounts for approximately $14 billion in direct and 
indirect costs annually.

•	Migraine affects about 38 million people in the United States, 
including 4 million chronic headache sufferers.

•	Estimates from the International Burden of Migraine Study sug-
gest that the average 3-month headache-related costs were about 
$1,036 and $383 for chronic and episodic migraine, respectively. 

What is already known about this subject

•	This study provides patient characteristics readily available to 
payers to identify patients who may benefit from closer monitor-
ing and interventions for migraine. 

•	Patients with 2 or more migraine-related emergency room visits, 
opioid use, and triptan overuse were associated with higher all-
cause costs than those without. 

•	There was a strong association between presence of a migraine-
related neurologist visit and direct all-cause costs, but this may 
be a reflection of adjusted disease severity.

What this study adds
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costs among commercially insured patients with migraine in 
the United States. 

■■  Methods
Data Source
Data on health care costs and patient characteristics were 
extracted from the Truven Health MarketScan Commercial and 
Medicare Supplemental Databases. The Commercial Database 
contains the pharmacy and medical (inpatient and outpatient) 
claims of employees and their dependents, and the Medicare 
Supplemental Database profiles the health care experience 
of individuals with Medicare supplemental insurance paid 
for by employers. Both databases provide detailed outcomes 
measures, including resource utilization and associated costs 
(inpatient and outpatient) for approximately 35 million indi-
viduals covered annually by a geographically diverse group of 
self-insured employers and private insurance plans across the 
United States. 

All study data were accessed with protocols compliant 
with U.S. patient confidentiality requirements, including the 
Health Insurance Portability and Accountability Act of 1996 
regulations. Since this study used only statistically deidentified  
patient records, it was exempted from institutional review 
board approval.

Study Design
This study was a retrospective, observational claims database 
analysis to evaluate the factors associated with higher total 
health care costs in the 12-month follow-up period among 
patients with migraine in a large privately insured U.S. popula-
tion. Eligible patients were selected from the MarketScan data-
bases from January 1, 2008, through June 30, 2013. 

Study Population
Patients were considered as having migraine if they met at 
least 1 of the following criteria: (a) at least 1 inpatient or 1 
ER claim with a diagnosis code in any position for migraine 
(International Classification of Diseases, Ninth Revision, Clinical 
Modification [ICD-9-CM] diagnosis 346.xx); (b) at least 2 out-
patient claims (7-180 days apart) with a diagnosis of migraine; 
(c) at least 1 outpatient claim with a migraine diagnosis plus 
at least 1 outpatient pharmacy claim for a triptan, ergotamine, 
or topiramate (7-180 days apart); or (d) at least 2 outpatient 
pharmacy claims for a triptan or ergotamine (7-180 days apart) 
between January 1, 2008, and June 30, 2013. For each patient, 
the earliest date on which the patient met at least 1 of the these 
criteria was set as the index date; this approach included inci-
dent and prevalent migraine cases at index.

Patients were also required to have continuous enroll-
ment with medical and pharmacy coverage for 12 months 
before (pre-index period) and after the index date (post-index 
period). Patients aged < 18 years on the index date or who had a  

medications (ergotamines and triptans) and nonspecific medi-
cations (e.g., nonsteroidal anti-inflammatory drugs, opioids, 
and combination analgesics with tramadol). Current migraine 
prophylactic medications include a variety of medications 
indicated for the management of other chronic illness but have 
been repurposed for migraine (e.g., topiramate, selected beta 
blockers, calcium channel blockers, and tricyclic antidepres-
sants).9,10 The use of available migraine prophylactic medica-
tions is limited by side effects and lack of efficacy, which leads 
to a large unmet need for newer targeted therapies.11-13 

Because of the observed poor adherence to acute and pre-
ventive migraine medications,14 migraine patients experience 
frequent attacks, which may require more health care resource 
utilization, especially in terms of emergency room (ER) vis-
its and acute medication use.3,15-20 In a National Hospital 
Ambulatory Medical Care survey, 2.9%-3.1% of the total 
ER visits in 2007 and 2009-2010 were related to headache/
migraine.21,22 Studies have shown that opioids are prescribed 
more frequently for acute migraine, and the overuse of opioids 
is a major factor that contributes to increased resource use in 
patients with migraine.18,23,24 Existing evidence suggests that 
opioid abuse may exacerbate existing conditions, leading to 
increased attacks as well as longer ER stays or repeat ER visits.25 

Chronic and episodic migraine impose substantial eco-
nomic burden on the U.S. health care system.26 In a model-
based study, the annual economic burden of migraine in the 
United States was estimated to be $14 billion per year, which 
included direct costs as well as costs incurred due to loss of 
productivity.27 Hawkins et al. (2008) estimated that incremen-
tal total per-patient-per-year health care expenditures were 
$3,275 (in 2016 U.S. dollars) higher for patients with migraine 
than matched controls.28 The International Burden of Migraine 
Study (2011) estimated that the average 3-month headache-
related direct costs for patients with chronic migraine and 
episodic migraine were at $1,036 and $383, respectively, in the 
United States.20 More recently, a web-based survey study (2016) 
showed that the mean total annual headache-related costs were 
significantly greater for patients with chronic migraine than 
those with episodic migraine ($8,243 vs. $2,649; P < 0.001).26 

 Characterization of factors associated with patients in 
higher quartiles of costs is critical, since this could help with 
delivering optimal care in a targeted manner. A 2015 study 
suggested that patients in the top 20% of total health care 
costs can be considered as high-cost patients.29 Several other 
studies have shown that age, insurance status, presence of 
psychiatric symptoms, and use of prophylactic medications 
and acute medications such as triptans were associated with 
health care utilization and costs among migraine patients.15,30-33 

However, little is known about characteristics that could aid in 
the identification of migraine patients who have higher than 
average expenditures. Therefore, the objective of this study 
was to identify patient characteristics associated with high 
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diagnosis of HIV (ICD-9-CM 042.xx-044.99) or malignancy 
(ICD-9-CM 140.xx-172.99, 174.xx-195.99, 200.xx-208.99) at 
any point during the study period were excluded. 

Health care costs were expressed in 2014 U.S. dollars, 
adjusted using the medical care component of the Consumer 
Price Index. All-cause health care costs were determined by 
summing the paid amount, including plan paid and patient 
paid, from medical and pharmacy services. Patients who had 
all-cause costs in the top 25th percentile were classified in the 
upper quartile (UQ) cohort, and the rest of the patients were 
classified into the non-UQ cohort. 

Study Variables 
Patient demographics such as age, gender, geographic region 
(U.S. Census division), and primary payer were measured on 
the index date. Clinical characteristics were measured in the 
12-month pre-index period and included the Deyo adaptation 
of the Charlson Comorbidity Index (DCI), an indicator of over-
all disease burden for the occurrence of at least 1 of 17 comorbid 
conditions identified using the ICD-9-CM coding manual.34 In 
addition, general comorbid conditions (e.g., anxiety, asthma, 
cardiac arrhythmia, depression, epilepsy, hypertension, myo-
cardial infarction, osteoarthritis, chronic pain, and stroke) and 

use of migraine-related medications (defined as patients using 
prophylactic medications only, acute medications only, pro-
phylactic and acute medications, and no prophylactic or acute 
migraine medications) were also assessed. Other factors includ-
ing neurologist visits, at least 2 migraine-related ER visits, and 
number of claims for triptans and opioids were also assessed in 
the 12-month pre-index period. 

Statistical Analysis 
All study variables, including demographic and clinical char-
acteristics, were analyzed descriptively between study cohorts. 
Categorical variables were summarized by frequency and per-
centages, and continuous variables were reported as means and 
standard deviations (SD). To compare the differences in patient 
characteristics and study outcome measures between patients 
in upper and lower quartile cost cohorts, chi-square tests were 
used for categorical variables and Student’s t-tests were used for 
continuous variables. 

Multivariable logistic regression analyses were conducted 
to evaluate factors associated with all-cause costs for migraine 
patients in the UQ cohort. Generalized linear models (GLMs) 
were used to estimate incremental all-cause costs for patients 
with a neurologist visit, at least 2 migraine-related ER visits, 

FIGURE 1 Patient Identification Flowchart

Patients who met criteria indicating evidence of migraine between 
January 1, 2008, and June 30, 2013a

N = 2,224,762

Patients with 12 months pre-index and 12 months post-index
 continuous enrollment 

n = 972,985

Patients aged ≥ 18 years on the index date
n = 898,681

Patients without diagnosis code for HIV or malignancy between
 January 1, 2008, and June 30, 2013

n = 857,073

Patients in the UQ cohort
n = 214,268

Patients in the non-UQ cohort
n = 642,805

aPatients were considered as having migraine if they met 1 of the following criteria: (a) at least 1 inpatient or 1 ER claim with diagnosis code in any position for migraine 
(ICD-9-CM diagnosis 346.xx); (b) at least 2 outpatient claims (7-180 days apart) with a diagnosis of migraine; (c) at least 1 outpatient claim with a migraine diagnosis 
plus at least 1 outpatient pharmacy claim for a triptan, ergotamine, or topiramate (7-180 days apart); or (d) at least 2 outpatient pharmacy claims for a triptan or ergota-
mine (7-180 days apart) between January 1, 2008, and June 30, 2013.
ER = emergency room; HIV = human immunodeficiency virus; ICD-9-CM = International Classification of Diseases, Ninth Revision, Clinical Modification; UQ = upper 
quartile of cost.
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and use of an opioid or triptan (based on number of prescrip-
tion claims) in the pre-index period, after controlling for 
relevant demographic characteristics (age, gender, plan type, 
region); comorbid conditions (DCI score and baseline comor-
bidities); and medications of interest (prophylactic, acute, 
prophylactic and acute, and no prophylactic or acute migraine 
medications). Multicollinearity of variables was checked using 
a correlation test; diagnostic tests were conducted to evaluate 
the distribution of cost data; and GLMs with log link function 
and gamma distribution were used to generate the incremen-
tal costs attributable to select factors. A P value of < 0.05 was 
considered statistically significant. All data analyses were con-
ducted using SAS version 9.4 (SAS Institute, Cary, NC). 

■■  Results 
A total of 857,073 patients met the criteria and were included in 
the study (Figure 1). Average all-cause costs in the post-index 
period were $13,045 (SD = $25,328) per patient. Among the 
857,073 patients, the mean migraine-related cost was $1,887 
(SD = $3,903) in the post-index period, accounting for 14.5% 
of the all-cause costs ($13,045). The median of the all-cause 
costs was $6,362, with the top 25th percentile of all-cause 
costs at $14,120 and the lower quartile at $2,918; therefore, 
patients with all-cause costs equal to or greater than $14,120 
were classified into the UQ cohort (n = 214,268), and those 
lower than this threshold were classified into the non-UQ 
cohort (n = 642,805). The mean of the migraine-related costs 
in the UQ cohort was $3,666 (SD = $7,054) and was $1,294 
(SD = $1,522) for the non-UQ cohort. 

Patient Characteristics
On average, patients were aged 43.2 (SD = 12.5) years, and 
83.2% were female. Among patients in the UQ cohort, 2.1% 
(n = 11,076) had a diagnosis for chronic migraine in the 
pre-index period; 1.3% (n = 14,778) of patients in the non-
UQ cohort had chronic migraine in the pre-index period. 
Compared with the non-UQ cohort, those in the UQ cohort 
were significantly older (42.3 vs. 45.9 years; P < 0.001) and had 
a significantly higher percentage of females (82.7% vs. 84.7%; 
P < 0.001). The majority of the patients across both cohorts 
resided in the South U.S. Census division (38.8% vs. 38.9%) 
and were covered by commercial insurance (97.2% vs. 94.1%; 
P < 0.001). Patients in the UQ cohort had significantly greater 
morbidity than those in the non-UQ cohort, as reflected by 
a higher mean DCI score (0.61 vs. 0.16; P < 0.001), and had a 
higher percentage of patients with general comorbid condi-
tions. More than half of the study patients were treated with 
acute medications only, while 17.8% of patients in the non-UQ 
cohort and 13.6% of patients in the UQ cohort received neither 
acute nor prophylactic treatments. The UQ cohort had a higher 
proportion of patients with neurologist visits (30.0% vs. 18.9%; 
P < 0.001) and more than 2 migraine-related ER visits (2.17% 

Non-UQ Cohort  
(n = 642,805)

UQ Cohort 
(n = 214,268) P Value

Age, mean (SD) 	 42.3	 (12.4) 	 45.90	 (12.7) < 0.001

Age group, years, n (%)
18-34 	 178,092	 (27.7) 	 42,679	 (19.9) < 0.001

35-49 	 272,881	 (42.5) 	 84,780	 (39.6)

50+ 	 191,832	 (29.8) 	 86,809	 (40.5)

Female, n (%) 	 531,370	 (82.7) 	 181,431	 (84.7) < 0.001

Region, n (%)
Northeast 	 107,939	 (16.8) 	 33,642	 (15.7) < 0.001

North Central 	 148,917	 (23.2) 	 52,178	 (24.4)

South 	 250,114	 (38.9) 	 83,095	 (38.8)

West 	 125,916	 (19.6) 	 42,272	 (19.7)

Unknown 	 9,919	 (1.5) 	 3,081	 (1.4)

Commercial, n (%) 	 624,902	 (97.2) 	 201,559	 (94.1) < 0.001

Capitation, n (%) 	 113,198	 (17.6) 	 34,723	 (16.2) < 0.001

DCI, mean (SD) 	 0.16	 (0.45) 	 0.61	 (1.01) < 0.001

Comorbid conditions, n (%)
Anxiety 	 61,823	 (9.6) 	 43,162	 (20.1) < 0.001

Asthma 	 37,829	 (5.9) 	 31,689	 (14.8) < 0.001

Cardiac arrhythmia 	 14,772	 (2.3) 	 22,262	 (10.4) < 0.001

Depression 	 76,209	 (11.9) 	 62,880	 (29.3) < 0.001

Epilepsy 	 6,793	 (1.1) 	 8,967	 (41.8) < 0.001

Hypertension 	 105,051	 (16.3) 	 75,878	 (35.4) < 0.001

Myocardial infarction 	 262	 (0.04) 	 2,104	 (1.0) < 0.001

Osteoarthritis 	 42,803	 (6.7) 	 55,038	 (25.7) < 0.001

Chronic pain 	 117,544	 (18.3) 	 99,658	 (46.5) < 0.001

Stroke 	 6,654	 (1.0) 	 13,040	 (6.1) < 0.001

Medication use, n (%)
Prophylactic  
medication only

	 26,627	 (4.1) 	 6,301	 (2.9)
< 0.001

Acute medication only 	 371,539	 (57.8) 	 113,355	 (52.9)

Prophylactic and acute 
medication

	 130,384	 (20.3) 	 65,589	 (30.6)

Neither prophylactic nor 
acute medication

	 114,255	 (17.8) 	 29,023	 (13.6)

Proxy severity measures, n (%)
≥ 2 migraine-related  
ER visits

	 3,031	 (0.5) 	 4,640	 (2.2) < 0.001

Neurologist visits 	 121,667	 (18.9) 	 64,244	 (30.0) < 0.001

Number of triptan claims, n (%)
0 	 273,458	 (42.5) 	 113,582	 (53.0)

< 0.001
1-3 	 256,759	 (39.9) 	 64,300	 (30.0)

4-6 	 58,169	 (9.1) 	 16,008	 (7.5)

7+ 	 54,419	 (8.5) 	 20,378	 (9.5)

Number of opioid claims, n (%)
0 	 398,448	 (62.0) 	 78,353	 (36.6)

< 0.001
1-2 	 151,702	 (23.6) 	 52,189	 (24.4)

3-6 	 50,712	 (7.9) 	 32,242	 (15.1)

7+ 	 41,943	 (6.5) 	 51,484	 (24.0)

DCI = Deyo-Charlson Comorbidity Index; ER = emergency room; SD = standard 
deviation; UQ = upper quartile of cost.

TABLE 1 Demographics and Clinical 
Characteristics of Study Patients
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vs. 0.47%; P < 0.001) compared with the non-UQ cohort. In 
addition, the number of triptan and opioid prescription claims 
differed significantly between the 2 cohorts (Table 1).

Factors Associated with the Upper Quartile  
of All-Cause Costs
Multivariate logistic regression showed that after controlling 
for all other factors, patients with ≥ 2 migraine-related ER 
visits in the pre-index period were over twice as likely to be 
in the UQ cohort (odds ratio [OR] = 2.13, 95% confidence 
interval [CI] = 2.02-2.25; P < 0.05). Similarly, patients who 
visited neurologists were 33% more likely to be in the UQ 
cohort (OR = 1.33, 95% CI = 1.31-1.35) compared with those 
who did not. Compared with patients who received neither 

prophylactic nor acute medications in the pre-index period, 
those who received prophylactic medications only or acute 
medications only were less likely to be in the UQ cohort; the 
trend was reversed for those who received both prophylactic 
and acute medications. These numbers should be interpreted 
with caution, since the exact duration of treatment with a given 
medication is unknown. Compared with nonusers, opioid 
users had an increased likelihood of being in the UQ cohort 
as follows: 1-2 claims (OR = 1.51, 95% CI = 1.49-1.54), 3-6 
claims (OR = 2.12, 95% CI = 2.08-2.17), and 7 or more claims 
(OR = 2.97, 95% CI = 2.92-3.03; all P < 0.05). Patients with 7 or 
more triptan claims were almost 1.2 times as likely (OR = 1.17, 
95% CI = 1.14-1.19) to be in the UQ cohort compared with 
nonusers, while those with 1-3 (OR = 0.81, 95% CI = 0.80-0.83) 
and 4-6 (OR = 0.91, 95% CI = 0.89-0.93) triptan claims were 
19% and 9% less likely to be in the UQ cohort compared with 
nonusers, respectively (Table 2).

Estimated Incremental All-Cause Costs of Key Factors
Patients with 2 or more pre-index migraine-related ER visits 
incurred $3,125 more total all-cause costs compared with 
those with less than 2 ER visits ($13,358 vs. $10,233; P < 0.05). 
Estimated all-cause costs for patients who visited a neurologist 
in the pre-index period were higher than among those who 
did not, with an incremental difference of $1,926 ($11,794 
vs. $9,868; P < 0.05). Compared with patients who did not 
receive prophylactic or acute medications, those who received 
prophylactic and acute medications incurred $629 more costs, 
whereas those with acute medication only or prophylactic 
medication only incurred $376 and $509 more costs, respec-
tively (all P < 0.05). The adjusted mean of the all-cause annual 
costs among patients with no opioid claims was $8,888 (95% 
CI = $8,862-$8,914) versus $15,210 (95% CI = $15,113-$15,307) 
for high opioid users, that is, patients with 7 or more opioid 
claims. The estimated mean of the all-cause costs were lower 
in patients with no triptan claims ($10,753, 95% CI = $10,717-
$10,790) than those with 7 or more triptan claims ($11,517, 
95% CI = $11,438-$11,596), while cost savings were observed 
in those with 1-3 ($9,422, 95% CI = $9,389-$9,455) and 4-6 
($10,300, 95% CI = $10,230-$10,371) triptan claims (Table 3).

Subgroup Analyses
Patients with chronic migraine were also investigated sepa-
rately. Compared with results from the entire study population, 
chronic migraineurs had a higher percentage of patients with 
neurologist visits (3.3%) and more than 2 migraine-related 
ER visits (51.8%), indicating more severe migraine for this 
subgroup. Similar to the main analyses, the UQ cohort had a 
higher proportion of patients with neurologist visits (55.17% vs. 
49.38%; P < 0.001) and more than 2 migraine-related ER visits 
(6.22% vs. 1.25%; P < 0.001) compared with the non-UQ cohort. 

Effect OR (95% CI)

Age 35-49 vs. age 18-34 	 1.01	 (0.99-1.02)
Age 50+ vs. age 18-34 	 1.07	 (1.05-1.09)
Male vs. female 	 0.81	 (0.79-0.82)
Northeast vs. unknown 	 1.28	 (1.22-1.35)
North Central vs. unknown 	 1.44	 (1.37-1.51)
South vs. unknown 	 1.30	 (1.24-1.37)
West vs. unknown 	 1.45	 (1.38-1.52)
Commercial vs. Medicare 	 1.24	 (1.20-1.28)
Capitation 	 1.02	 (0.99-1.03)
DCI 	 1.79	 (1.77-1.81)
Anxiety 	 1.40	 (1.38-1.42)
Asthma 	 1.33	 (1.30-1.36)
Cardiac arrhythmia 	 3.04	 (2.96-3.12)
Depression 	 2.05	 (2.02-2.08)
Epilepsy 	 2.59	 (2.49-2.69)
Hypertension 	 1.58	 (1.56-1.60)
Myocardial infarction 	 7.31	 (6.34-8.42)
Osteoarthritis 	 2.55	 (2.50-2.59)
Chronic pain 	 2.17	 (2.14-2.20)
Stroke 	 2.01	 (1.93-2.08)
Prophylactic medication only vs. none 	 0.90	 (0.87-0.93)
Acute medication only vs. none 	 0.87	 (0.85-0.90)
Prophylactic and acute medication vs. none 	 1.09	 (1.06-1.11)
≥ 2 migraine-related ER visits 	 2.13	 (2.02-2.25)
Neurologist visits 	 1.33	 (1.31-1.35)
1-3 vs. 0 triptan claims 	 0.81	 (0.80-0.83)
4-6 vs. 0 triptan claims 	 0.91	 (0.89-0.93)
7+ vs. 0 triptan claims 	 1.17	 (1.14-1.19)
1-2 vs. 0 opioid claims 	 1.51	 (1.49-1.54)
3-6 vs. 0 opioid claims 	 2.12	 (2.08-2.17)
7+ vs. 0 opioid claims 	 2.97	 (2.92-3.03)
aAdjusted for patient age, gender, plan type, geographic region, DCI, baseline 
comorbidities and medications of interests, and other clinical characteristics.
CI = confidence interval; DCI = Deyo-Charlson Comorbidity Index; ER = emergency 
room; OR = odds ratio.

TABLE 2 Adjusted Odds Ratio for Factors 
Associated with Upper Quartile  
of All-Cause Costsa
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cantly higher DCI scores and included a significantly higher 
percentage of patients with psychiatric and other comorbidities 
compared with those in the non-UQ cohort, indicating that a 
greater comorbidity burden was associated with higher costs. 
In addition, the presence of concomitant psychiatric condi-
tions, general comorbid conditions, and acute medication (opi-
oid use and triptan overuse) use also affected all-cause costs.

While neurologist visits are likely indicative of greater 
disease severity, reducing excessive acute medication use and 
migraine-related ER visits represent potentially modifiable fac-
tors that could be an avenue for reducing costs and improving 
quality of care for patients with migraine. A recent prelimi-
nary study showed that only half of patients who experienced 
migraine-related symptoms would meet the migraine diag-
nostic criteria37; thus, the associated high costs are potentially 
because of more severe migraine-related symptoms among 
those patients who visited a neurologist, not a result of neurolo-
gist visits. Although data on severity measures were unavail-
able in our study sample, we found that 40.2% of patients who 
visited a neurologist used more acute and prophylactic medi-
cations, further suggesting that these patients may have had 
frequent attacks and, as a result, may need more appropriate 
and aggressive disease management.38 

This study also found that greater use of acute medica-
tions and opioids was strongly associated with being in the 
UQ cohort. However, opioids are neither recommended nor 
approved for migraine relief and they can be addictive.23,39 
The pre-index number of opioid claims in this study suggests 
possible overuse of opioids. Such excessive use of opioids in 
migraine patients has become a concern because of the poten-
tial for abuse and worsening of the disease, which may lead 
to headaches from medication overuse and poor long-term 
outcomes.39-41 Moreover, patients who overuse opioids are at 
a high risk of misusing the opioids, and this contributes to 
inefficiency in health care resource utilization.23,39 Triptans are 
generally recommended for acute treatment of migraine.15,42,43 

Although they are usually safe, taking triptans too often can 
also result in headaches from medication overuse.44 Future 
studies are warranted to evaluate the long-term effects of such 
medications on economic burden and disease management of 
migraine patients.

Limitations
This study has several limitations that are associated with retro-
spective studies using administrative claims. Administrative 
claims data are collected for the purpose of facilitating pay-
ment for medical services and lack clinical specificity found 
in medical records and physician notes. Clinical markers for 
assessing severity measures are not captured in claims data. 
It is worthwhile to evaluate the effect of disease severity on 
health resource utilization and costs using survey or medical 

■■  Discussion
Evidence suggests that migraine imposes a substantial bur-
den on patients, families, and society, although migraine is 
not generally perceived as a serious condition. Given its high 
prevalence (12%) and associated disability,3 it is important to 
characterize patients in the top quartile of costs among insured 
migraine patients, since retrospective studies to evaluate incre-
mental costs by select, potentially modifiable, factors in real-
world clinical practice are limited. This study sought to identify 
these characteristics, which included higher frequencies of 
migraine-related ER and neurologist visits, as well as the exces-
sive use of opioids and triptans during the baseline period. 

Consistent with previous research,17,18,35,36 findings of this 
study suggest a higher prevalence of migraine among women 
and patients aged 35-49 years (41.7%), and patients with 
migraine often present with a greater number of comorbidities 
than the general population, which stresses the clinical com-
plexity of this disorder and also adds to the financial burden 
of the disease. Furthermore, this study adds new information 
to the current literature on the characteristics of migraine 
patients with high costs. Patients in the UQ cohort had signifi-

Number of Claims

Adjusted Mean All-Cause  
Health Care Costsa 

(95% CI), $

Opioid claims
0 	 8,888	 (8,862-8,914)
1-2 	 10,873	 (10,827-10,919)
3-6 	 12,995	 (12,910-13,079)
7+ 	 15,210	 (15,113-15,307)
Triptan claims
0 	 10,753	 (10,717-10,790)
1-3 	 9,422	 (9,389-9,455)
4-6 	 10,300	 (10,230-10,371)
7+ 	 11,517	 (11,438-11,596)
Medication use
Prophylactic medication only 	 9,845	 (9,740-9,951)
Acute medication only 	 9,978	 (9,740-9,951)
Prophylactic and acute medication 	 10,983	 (10,935-11,031)
Neither prophylactic nor acute  
medication

	 10,354	 (10,289-10,419)

Migraine-related ER visits
≥ 2 visits 	 13,358	 (13,082-13,639)
< 2 visits 	 10,233	 (10,213-10,253)
Neurologist visits
Yes 	 11,794	 (11,743-11,845)
No 	 9,868	 (9,846-9,890)
aAdjusted for age, gender, plan type, region, DCI, baseline comorbidities and  
medications of interests, and other clinical characteristics.
CI = confidence interval; DCI = Deyo-Charlson Comorbidity Index; ER = emergency 
room.

TABLE 3 Adjusted Mean All-Cause Costs  
by Key Cost Drivers 
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