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ABSTRACT 

Migraine is a complex disorder with mechanisms that are largely unknown, as well as a wide 

gender disparity. American women are affected by migraine at a rate of 20.7 percent, while men 

are affected at a rate of 9.7 percent. Feminist intersectional theories of health disparities can help 

explain these patterns by taking into account intersections of race, gender, sex, age, 

socioeconomic status and environment to create a more detailed explanation of how bodies are 

evidence of social inequality. Physiological research utilizes the biomedical model of health, 

which states that all disease has a biological or behavioral root cause. In the case of migraine, 

presence of estrogen is often cited as a compounding factor and the reason for higher migraine 

rates in women. This reasoning does not fully explain why both men and women get migraines 

that are not at all related to menstruation. Biomedical and feminist intersectional modes of 

thinking are parallel and not often used together to understand disease.  Ultimately, integrating 

these two viewpoints could further treatment of migraine by allowing healthcare professionals to 

be more understanding of the impact of a socially determined environment on an individual’s 

health and migraine status. 

  



GENDER GAP IN MIGRAINE: A FEMINIST UNDERSTANDING 1 

INTRODUCTION 

Who gets migraines and why? Why does this vary so widely between groups of people, 

especially men and women? Current understandings of migraine center on hormonal differences 

as the primary reasons between male and female migraine prevalence, but a deeper analysis of 

health disparities suggests that there could be more to this difference than just physiology. The 

body of the paper has two main sections. I will start with an analysis of the physiological 

contributors to migraine headaches. After establishing this, I will discuss the feminist 

intersectional theories about health disparities. The paper will end with the integration of these 

two analytical methods and ideas regarding the implementation of a feminist interpretation of 

health. 

The concept of health is something that is desired in our society, but cannot easily be 

defined. Health, as well as the absence of it, is defined based on schools of thought about the 

ideal society, not by objective terms. Ask a doctor if their patient is healthy, and you could get 

several different answers whether the doctor is an orthopedist, a cardiologist, or a family doctor. 

Ask a psychotherapist if their patient is healthy, and you would get a different answer than the 

doctors. If you asked a sociologist whether a population is healthy, you could get even more 

variable answers. There are many ways to assess a person’s health. The social sciences and 

biological sciences have different ways of understanding health than the biomedical professions. 

The conflict of these many ways of understanding health can be seen in the way that migraine 

headaches are understood in modern medicine.  

Typically, migraines are understood under the biomedical model. The biomedical model 

states that disease and ill health can be explained biologically or behaviorally, and as a result of 

this, they do not necessarily look beyond the individual when studying the root of a disease. 
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Most doctors and scientists believe that migraines are caused by behavioral issues that have 

biological effects, or they believe that there is some pathophysiology that occurs in the body as 

the primary cause of migraine.  

In Gender and Women’s Studies, health is studied as a social construct. The feminist 

intersectional model of health is the idea that disease of an individual is caused by that person’s 

environment, which is formed socially. This concept is founded on the ideas that systems of 

oppression dictate a person’s environment, and ultimately impact a person’s health. Feminists 

also believe that health is socially constructed, and that those with marginalized identities are 

more prone to poor health because of the systems in place that cause disease itself, or behaviors 

that result in disease. Feminist intersectional analysis often studies issues concerning distribution 

of wealth and resources and access to health determinants. 

 

BACKGROUND 

In this paper, I discuss the many different aspects of migraine headaches. To achieve this 

with clarity, I refer to a singular headache episode as “a migraine”, “a migraine attack”, or “a 

migraine headache” and the condition of having frequent or chronic migraines as “migraine”. For 

example, a person who suffers from migraine will frequently experience a migraine attack. The 

conditions chronic and frequent episodic migraine will both be referred to as “migraine”. 

Sometimes, people who frequently experience migraines are called migraineurs. This word can 

also be used to describe any person who is having an acute migraine attack. 

Additionally, it is important to clarify the distinction between sex and gender. In this 

paper, the word “woman” to refers to any individual who identifies as a woman, regardless of 
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their sex. When it is appropriate to discuss individuals based on the body parts they have, the 

word “female” is used.  

Migraines, or migraine headaches, are neurological-vascular phenomena that are not well 

understood. They consist of four stages: prodrome, aura, attack, and postdrome, though only the 

attack needs to occur for a headache to be classified as a migraine, and most people who suffer 

from migraines do not experience aura. It is believed these headaches are brought on by genetic 

or environmental stimuli, although there is no known cause of migraine (Mayo Clinic Staff, 

2019). A migraine headache can occur as a singular event; however, many people suffer from a 

chronic condition referred to chronic migraine, which consists of having multiple migraine 

attacks per month (Mayo Clinic Staff, 2019). Chronic migraine is a complex condition to study 

because it primarily involves the nervous system and cardiovascular system, but the symptoms of 

migraine are widespread; migraineurs can experience nausea, fatigue, unusual cravings, and 

muscle cramps (Robbins, 2019). Because of the wide range of possible causes and mechanisms, 

dominant social discourses about chronic migraine have shaped both the medical and general 

understanding of migraines. As a sufferer of chronic migraine with aura, I have been frustrated 

with the lack of understanding and the ineffective treatment options that have been made 

available. Historically, the inquiries into migraine headaches have been solely biomedical, which 

impairs our ability to understand the social factors of the disease. I believe that the reason that 

there is an incomplete picture of migraine headache is the lack of a feminist intersectional 

conceptual framework.  
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CHAPTER 1: Physiological Model of Migraine 

Generally, medical professionals who practice Western medicine— specifically 

allopathic physicians— understand health using the biomedical model of health. This is the idea 

that the root of illness is caused by biological processes specific to the individual experiencing 

the health issue (Weber & Parra-Medina, 2003). This model of understanding health is highly 

individual, meaning many health conditions are believed to be due to behaviors or biological 

aspects of individuals (such as genetics or random pathophysiology). This is seen in the 

understanding of migraine. Migraine is especially interesting because it does not have one clear, 

specific, biological root, according to current research. The condition of migraine has many 

different pathophysiological aspects that work together to form the symptoms of migraine. The 

result of research in this field that is fueled by biomedical understandings of migraine has 

culminated in plenty of explanations, but none that fully reveal the exact mechanisms and cause. 

This ambiguity serves as an excellent backdrop for a more socially conscious analysis of 

migraines. A feminist intersectional analysis of any health disparity involves studying the 

epidemiology of a disease, understanding the power structures that result in health inequity, and 

making the connection between broad social inequities and individual health experiences. 

 

PHENOTYPE OF MIGRAINE 

Most migraines fall into two main categories: migraine without aura and migraine with 

aura. There are several types of migraine that fall outside these two categories, but those will not 

be covered in this paper. As outlined in Cephalalgia, to be diagnosed with migraine without 

aura, one must fulfill the following criteria (Headache Classification Committee of the 

International Headache Society, 2018): 
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A. At least five attacks fulfilling criteria B and D 

B. Headache attacks lasting 4-72 hours (when untreated or unsuccessfully treated) 

C. Headache has at least two of the following four characteristics: 

1) Unilateral location 

2) Pulsating quality 

3) Moderate or severe pain intensity 

4) Aggravation by or causing avoidance of routine physical activity (e.g. 

walking or climbing stairs) 

D. During headache, at least one of the following: 

1) Nausea and or vomiting 

2) Photophobia and phonophobia 

E. Not better accounted for by another diagnosis 

Migraine with aura is a separate diagnosis for a similar disorder. Aura will be discussed 

in detail later. Cephalalgia states that in order be diagnosed with migraine with aura, a patient 

must fulfill the following criteria: 

A. At least two attacks fulfilling criteria B and C. 

B. One or more of the following fully reversible aura symptoms: 

1) Visual 

2) Sensory 

3) Speech and/or language 

4) Motor 

5) Brainstem 

6) Retinal 
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C. At least three of the following six characteristics: 

1) At least one aura symptom spreads gradually over ³5 minutes 

2) Two or more aura symptoms occur in succession 

3) Each individual aura symptom lasts 5-60 minutes 

4) At least one aura symptom is unilateral 

5) At least one aura symptom is positive 

6) The aura is accompanied, or followed within 60 minutes, by headache 

D. Not better accounted for by other diagnosis. 

It is possible for these diagnoses to be combined with other headache disorders. Both are 

considered primary diagnoses unless the patient has another condition or treatment known to 

cause migraines, in which case, these diagnoses would be considered secondary. Some 

conditions that cause secondary headache are medication overuse and head or neck trauma, 

among many others (Headache Classification Committee of the International Headache Society, 

2018). Migraine aura are transient, benign neurological events (Scrivani, Graff-Radford, 

Khawaja, & Spierings, 2016). They often involve visual and sensory disturbances, but there is 

variability in the actual events. The most common aura are bright flashes of light in a zig zag 

pattern, blind spots in the visual field, and tingling in the hands and arms (Scrivani et al., 2016). 

Aura tend to ‘progress’, meaning sensations move along the body or blind spots slowly move 

across the visual field at a steady pace. They tend to happen somewhat successively, instead of 

simultaneously. Figure 1 illustrates the progression of aura. Aura are experienced by 20 percent – 

36 percent of adult migraine patients (Scrivani et al., 2016).  
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It is also useful to understand what a migraine feels like. Figure 2 illustrates the general 

timeline of a migraine including the four stages and the typical symptoms at each stage 

(American Migraine Foundation, 2018). While the aura and headache portions of a migraine 

attack have a relatively rigid duration range because of the diagnostic tools, the prodrome and 

postdrome have larger ranges. The prodrome phase of a migraine occurs anywhere from a few 

hours to a few days before a migraine, and this phase is difficult to perceive because many of the 

symptoms of the prodrome phase would not usually alert someone to a possible neurologic 

event. For most of the symptoms of prodrome, the migraineur may not be aware that they 

experience prodrome symptoms unless they track their regular migraines.  

Figure 1: Visual representation of migraine aura, reprinted from Scrivani et. al, 2016 
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 The prodrome phase of a migraine can last up to two days after a migraine. This is 

commonly referred to as “migraine fog” or “migraine hangover” among chronic migraineurs. 

There is very little public awareness about the different phases of migraine that are not 

necessarily painful, but can be disabling. 

 Migraines can be triggered by almost anything and migraine triggers are highly 

individual. Common migraine triggers are auditory, olfactory, and visual. According to the 

Figure 2: Timeline of a migraine headache. The y axis of the graph should be interpreted as relative pain, 
from lowest to highest level of pain. Reprinted from American Migraine Foundation, 2018 
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American Migraine Foundation, the ten most common migraine triggers are stress, changes in or 

an irregular sleep schedule, hormones, caffeine and alcohol, changes in the weather, diet, 

dehydration, light, smell, and medication overuse.  

 Clinically, the frequency of migraine attacks is relevant. Episodic migraines are defined 

as 14 or less migraine attacks per month, while 15 or more migraine attacks per month is 

designated chronic migraine. Migraine disorders can be debilitating. Both episodic and chronic 

migraine can lead to a lower quality of life (Miles, 2010). This disease is often co-morbid with 

depression, anxiety, and other mental illnesses (Nicholson (Nicholson, 2019). Socially, it often 

impacts an individual’s ability to work and maintain relationships of all sorts (Miles, 2010).    

 

PATHOPHYSIOLOGY OF MIGRAINE 

 The exact pathophysiology behind migraines is not known at this point in time. While 

several components are understood, the order that the components occur is not known. The main 

debate about migraine pathophysiology is the origin of the event itself. Some say that the origin 

of migraine is a vascular event that triggers neurological symptoms; others argue that migraine is 

a neurological disorder that involves vascular events. This debate, which has spanned decades of 

migraine research and is still somewhat ongoing today illustrates how closely linked the vascular 

and neural systems are, and how complex a migraine event is. To fully understand the 

pathogenesis of migraine, it is necessary to break down the different elements that could 

contribute to migraine headaches. Generally, the theories behind migraine attempt to explain 

migraine aura and migraine pain, either as separate conditions or on a continuum of severity. The 

next sections describe the neural and vascular pathogenesis theories as separate theories, but it is 
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important to note that both systems are necessarily linked and therefore will be included in all 

sections. 

 There are many symptoms of migraine- some we have made more headway into 

explaining than others. Most explanations of migraine pathology focus on one symptom or one 

feature of the brain, but few cover the entire event. For example, some theories can explain the 

mechanism of aura, but do not explain the throbbing pain, while others detail the mechanism of 

pain generation, but cannot explain the aura. It is logical to conclude that acute migraine includes 

a series or combination of several pathophysiological events. Below, several of these events are 

given a brief explanation, and this list is not exhaustive. 

 

Pathogenesis of Migraine 

 There is evidence that the brainstem is involved in migraine. In one case study, 

researchers found that the brainstem was activated during the onset of acute migraine, followed 

by “strong bilateral activation of structures outside the brain corresponding to the region of 

intracranial and extracranial blood vessels” (Bahra, Matharu, Buchel, Frackowiak, & Goadsby, 

2001). According the same study, use of positron emission tomography (PET) scans found the 

activation of a “migraine specific region in the brainstem”, as well as evidence of “neurally-

driven vasodilation” and pain processing regions of the brain (Bahra et al., 2001). This study also 

showed that the brainstem was activated at the time of the acute migraine attack, but the 

hypothalamus was not active (Bahra et al., 2001). More research needs to be done on the exact 

role of the brainstem, but this suggests that perhaps the brainstem is responsible for triggering the 

pain stage of migraine.  
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 The hypothalamus is likely involved in migraine, though not at the same time as the 

brainstem. Migraines often are linked to menstrual cycle phases and irregular sleeping patterns, 

which suggests a link to the hypothalamus, as the hypothalamus is responsible for the regulation 

of the circadian rhythm and menstrual cycles (Schulte & May, 2016).  Also, prodrome symptoms 

such as fatigue and yawning may be related to the hypothalamus (Schulte & May, 2016). The 

current view is that the hypothalamus is involved further upstream than the brainstem, and likely 

has a role to play in pro-drome or premonitory symptoms. Migraineurs often have cravings for 

certain foods or find that their migraines are triggered by specific foods. It has been hypothesized 

that instead of migraines being triggered by the food, prodrome cravings for specific foods might 

be a part of a migraine that has already started, but has not reached the pain phase (Haanes & 

Edvinsson, 2019).  

According to 2019 research, migraines most likely originate in the hypothalamus, which 

in turn activates the trigeminovascular system (Haanes & Edvinsson, 2019). As seen in Figure 3, 

after the hypothalamus is active, the trigeminus nucleus caudalis (TNC) is activated (Haanes & 

Edvinsson, 2019). This mechanism continues with the activation of the trigeminal ganglion 

(TG), which is likely one sided, resulting in the unilateral head pain that is associated with 

migraine (Haanes & Edvinsson, 2019). This also causes TG to release calcitonin-gene related 

peptide (CGRP), which leads to vasodilation in the meningeal arteries and other vessels in the 

brain (Haanes & Edvinsson, 2019). Release of CGRP ultimately leads to hyperexcitability of 

afferent nerve fibers in the brain by a cyclic adenosine monophosphate (cAMP) pathway, and 

causes the pain associated with migraine, including allodynia, which is pain caused by normal 
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(not painful) stimuli (Haanes & Edvinsson, 2019). This is likely the cause of pain when the head, 

neck, face, and shoulders are touched, which is a common migraine symptom. 

As mentioned above, a key step in the production of pain in migraine is activation of the 

trigeminovascular system. The trigeminovascular system refers to the close communication 

between fibers of the trigeminal nerve and blood vessels in the brain. This interaction is the link 

between the neural and vascular aspects of migraine. Trigeminal C-fibers release CGRP during 

trigeminovascular activation, which sensitizes afferent (Ad) nerve fibers via a cAMP pathway. 

This sensitization results in interpretation of pain within the brain (Haanes & Edvinsson, 2019).  

 

 

Figure 3: Illustration of hypothalamic route of pain activation. Adapted from Haanes & Edvinsson, 2019. 
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Cortical Spreading Depression 

Migraine pain and aura are both linked to one phenomenon called cortical spreading 

depression (CSD). “Spreading depression (SD) is a slowly propagated wave of depolarization of 

neurons and glial cells followed by a subsequent sustained suppression of spontaneous neuronal 

activity, accompanied by complex and variable changes in vascular caliber, blood flow, and 

energy metabolism” (Charles & Brennan, 2009). CSD has been studied widely because of its 

relevance in migraine, but this phenomenon “may occur in all neural tissues” (Charles & 

Brennan, 2009). It is hypothesized that CSD is the cause of migraine aura, as well as activating 

the trigeminovascular system (Curtrer, 2019). Figure 4 shows the potential causes and effects of 

CSD.  

Figure 4: Map of Cortical Spreading Depression and its causes and effects. Adapted from 
Charles & Brennan, 2009. 
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CSD is hypothesized to be the cause of migraine aura largely because of the similarity in 

the timing and pace of aura and CSD. The rate of the wave of depolarization traveling across the 

brain corresponds to the progression of aura (Goadsby, 2012). “In humans, visual aura has been 

described as affecting the visual field, suggesting the visual cortex, and it starts at the center of 

the visual field, propagating to the periphery at a speed of three mm/min (Goadsby, 2012). There 

are limitations to this theory because of researcher’s inability to detect CSD in human subjects 

(Charles & Brennan, 2009).  

Ultimately, CSD could be the cause of migraine pain, in conjunction with hypothalamic 

mediated trigeminovascular activation. “The activation of trigeminal afferents by cortical 

spreading depression in turn causes inflammatory changes in the pain-sensitive meninges that 

generate the headache of migraine” (Curtrer, 2019). This happens by a cascade of events 

involving astrocytes and the release of pro-inflammatory mediators, ultimately leading to 

activation of trigeminal nerve fibers (Curtrer, 2019). This leads to prolonged activation of 

trigeminal nociception and generates pain in addition to the hypothalamic TNC route. Migraine 

without aura may be caused by cortical spreading depression in areas of the brain where 

depolarization does not create perceptible symptoms, such as aura (Curtrer, 2019).  

According to a 2005 study, CSD can be caused by abnormal electrical activity (Kunkler, 

Hulse, Schmitt, Nicholson, & Kraig, 2005). In theory, hypothalamic or TNC activation cascade 

could cause abnormal electrical activity, which could then trigger the CSD depolarization wave. 

It is unclear whether or not CSD is the cause or a result of abnormal hypothalamic signaling. 

Both phenomena result in trigeminovascular activation and release of pro-inflammatory 

mediators, which lead to vascular dilation and migraine pain. 
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 Interestingly, CSD could be one of the physiological mechanisms that accounts for part 

of migraine’s gender disparity. Estrogen and progesterone increase the frequency of CSD and its 

amplitude in animal models (Charles & Brennan, 2009). The threshold for induction of CSD is 

also lower in female versus male animal models of CSD (Charles & Brennan, 2009). One study 

involving an animal model of familial hemiplegic migraine found that female mice were more 

susceptible to CSD than their male counterparts (Eikermann-Haerter et al., 2009). However, this 

increased CSD susceptibility in female mice returned to levels of their male counterparts 

following “ovariectomy and senescence, and partially restored by supplemental estrogen” 

(Eikermann-Haerter et al., 2009). This suggests that female sex hormones play a role in migraine 

susceptibility, at least by this particular route of migraine pathogenesis.  

 

Vascular Aspect of Migraine: Moving Forward 

 The vascular theory of migraine origin is not believed to be entirely accurate today. 

However, it is important to understand the role of vasculature in migraine because of the role it 

plays in pain and aura, as well as other migraine symptoms. Specifically, in terms of a feminist 

analysis, the vascular aspect of migraines is vital when considering the link between stress and 

social inequality. There is still debate over the exact basis of migraine. One of the main vascular 

pathogenesis theories is Wolff’s vascular theory. This theory states that migraine occurs because 

of “intracranial vasospasm followed by extra- and intra-cranial vasodilation, the former causing 

the aura and the latter causing the headache” (Skyhoj Olsen, 1990). Studies of cerebral blood 

flow (CBF) that followed showed that this was not completely true, because CBF was not 

reduced in migraine with aura, and the reduction of blood flow during migraine with aura was 

not sufficient to cause anemia (Skyhoj Olsen, 1990). This theory does not address the typical 
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progression of migraine aura, nor does it explain why migraine without aura occurs with no 

neurological issues (Skyhoj Olsen, 1990). 

 Some argue that because the vascular theory does not address these issues, there must be 

a neurological pathogenesis to migraine with aura. Implicit in this understanding of migraine is 

the separation of migraine with aura and migraine without aura as two separate conditions, the 

former with a neurological pathogenesis and the latter with a vascular pathogenesis. Skyhøj 

states that the vascular theory could still explain migraine with and without aura as the same 

condition with varying severities.  

 Largely, the studies have indicated that the vascular theory is too simplistic. Widespread 

or even local vasodilation and subsequent ischemia does not explain many aspects of migraine. 

Additionally, vasoactive substances like sildenafil are not associated with migraine, suggesting 

that there must be other components that trigger migraine. This is not to say that cranial vessel 

dilation is not involved. It is likely that endothelial cells and the products they create play a role 

in migraine pathology, and the complex networks between nerves and vessels in the brain are 

affected by the products that they create (Jacobs & Dussor, 2016). Figure 5 shows the close 

spatial relationship between cranial nerve fibers and blood vessels.  
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EPIDEMIOLOGY OF MIGRAINE 

In the United States, migraine fairly widely known, but not widely understood. Most 

people have heard of migraine or know someone that suffers from migraine. According to the 

American Migraine Study II, in 2001, “23 percent of respondent households had at least one 

member with migraine” (Lipton et al., 2007). This is not surprising, given that migraine affects 

“one out of every six Americans and one in five women over a three month period” (Burch, 

Rizzoli, & Loder, 2018). The prevalence of migraine is considered to be high, with self-reported 

migraine and severe headache prevalence at 15.3 percent overall (Burch et al., 2018). By sex, 

migraine affects 9.7 percent of males and 20.7 percent of females (Burch et al., 2018). More 

American Indians and Alaska Natives are affected by migraine than white, black, Hispanic, or 

Figure 5: Illustration of a cranial blood vessel. Reprinted from Jacobs et al, 2016. 
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Asian people (Burch et al., 2018). Interestingly, age and job status affect migraine prevalence as 

well, with people aged 18-44 affected at a rate of 17.9 percent, unemployed people affected at a 

rate of 21.4 percent, those with low family income (under 35,000 per year) affected at a rate of 

19.9 percent, and elderly and disabled people affected at a rate of 16.4 percent (Burch et al., 

2018). Figure 6 shows the relationship between male and female migraine prevalence and age. 

 

Migraine places a burden on folks whose pain is severe enough to require a hospital visit. 

“Headache is consistently the fourth or fifth most common reason for visits to the emergency 

department, accounting for roughly three percent of all emergency department visits annually. In 

reproductive aged women, headache is the third leading cause of emergency department visits” 

(Burch et al., 2018). According to the American Migraine Study II, there was an inverse 

relationship between migraine prevalence and household income (Lipton et al., 2007). This 

statistic, when considered with regards to the fact that lower income people are affected by this 

Figure 6: Migraine prevalence per year by age and by sex. Reprinted from Lipton et al, 2007. 
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condition at ten percent higher than the national average, is troubling evidence of migraine’s 

capacity to place a huge financial burden on people. Figure 7 shows the relationship between 

male and female migraine prevalence and household income.

 

Figure 7: Migraine prevalence per year by sex and household income, measured in thousands of U.S. Dollars per year. Reprinted 
from Lipton et al, 2007. 

 

One of the issues with understanding migraine prevalence is that sometimes, migraine is 

exclusively a pain disorder. This is especially true in the instance of migraine without aura. 

Because of this, people are less likely to identify their condition as migraine, or seek the help of a 
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physician or neurologist. Many people suffer from headaches or other pain without knowing that 

they show symptoms of migraine, since many people are unfamiliar with symptoms of migraine 

beyond headache. Within the field of neurology, the prevalence of migraine in healthcare 

providers increases, with 27.6% - 48.6% of neurologists affected by migraine (Yeh, Blizzard, & 

Taylor, 2018). This is significantly higher than the national average, and may be at least partially 

explained by the increase of awareness of migraine criteria in neurologists.  

With conditions that disproportionately affect certain groups over other groups, it is vital 

to look at the issue through an intersectional lens. In biomedical research, groups of race, age, 

and SES are often considered on their own for data collection. This way of looking at a disease is 

advantageous when looking for patterns, but in practice, people experience all facets of their 

identity together. This lens shows a different picture of migraine; one person can have several 

identities that fall in high risk groups.  

Publicly, migraine is understood as a disease that keeps people from their jobs. Migraine 

is a debilitating illness, but the focus on how this affects the economy undermines the individual 

struggles of migraineurs. While a feminist intersectional analysis of health suggests a broad, 

systems-level analysis of migraine, framing migraine sufferers only with respect to the money 

they could have made is reductive and disrespectful to migraineurs. Migraine disability is 

assessed on the MIDAS, which stands for Migraine Disability Assessment (Vongvaivanich, 

Yongprawat, Jindawong, & Chansakul, 2018). Figure 8 shows the questionnaire and also the 

scoring of the assessment to determine disability. 
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Figure 8: An example of a Migraine Disability Assessment (MIDAS). Adapted from Vongvaivanich et al, 2018. 
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It is also important to look critically at the burden of migraine. A chronic debilitating 

illness is not ideal for anyone, but people who are wealthy and have access to healthcare have 

less burden from the same issue as people living in underserved communities. “Severe headache 

and migraine remain important public health problems that are more common and burdensome 

for women, particularly women of childbearing age, and other historically disadvantaged 

segments of the population. These inequities could be exacerbated if new high-cost treatments 

are inaccessible to those who need them most” (Burch et al., 2018). 

 

CHAPTER 2: Feminist Intersectional Model of Migraine 

In order to understand the complexity of this specific disparity, it is vital that sex and 

gender are distinguished. While the words sex and gender are often used synonymously in the 

medical community, they are complex topics. Sex generally falls into two main categories: 

female and male. Gender is a term used to describe a social identity and is comprised of an 

individual’s behaviors and attitudes in relationship to societal expectations. For example, 

someone can have female genitalia but have a gender identity that is not female. This gender 

identity can be expressed through clothing, behavior, and other aspects of an individual. In 

biomedical migraine research, people are categorized by their sex. Under the feminist 

intersectional model of health, individuals are often not directly studied, but rather, social groups 

are studied. In feminist research, the group called ‘women’ contains anyone who identifies 

and/or presents as a woman, and therefore contains people do not have sex organs and sex 

hormones that are traditionally considered female.  

Socially determined health is the cornerstone to feminist intersectional understandings of 

health disparities. The biomedical community acknowledges this concept, seemingly more and 
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more in the more recent years. Medical schools and pre-medical classes often stress the 

importance of someone’s social status in their health. The main difference is that the biomedical 

views this as secondary to someone’s body, while feminists believe that someone’s social status 

determines their health. 

In America, society is structured to disenfranchise certain populations. This is not 

random, and can be understood on the axes of race, gender, and other aspects of identity. 

Racism—and other types of “isms”—are not merely personal failings of a group of bad people, 

but rather a combination of conscious and unconscious bias that over centuries has shaped our 

society to oppress & marginalize groups of people for the benefit other groups. America’s power 

structure is considered a white patriarchy, which does not necessarily mean that white men are 

racist, but rather society has been built to benefit white men the most. Women and people of 

color experience the opposite of this effect. This structure is in every part of our lives in 

American society; it places a role in where we live, the food we eat, the jobs we have, the 

education we get, the healthcare we receive, and basically everything else. When using this lens 

to look at health, the effects of white patriarchy become abundantly clear. 

Chronic migraine affects certain populations differentially. According to Migraine.com, a 

popular source for the layman’s understanding of chronic migraine, migraines affect mostly 

women, people between 35 and 55, Caucasian people, and lower income people (Miles, 2010). 

This source is intended for the general public, and as a result, this analysis is likely the basis for 

the general understanding of this health disparity. The Mayo Clinic information page on 

migraine headaches also mentions that women are three times more likely than men to have 

migraines (Mayo Clinic Staff, 2019). The Mayo Clinic information page on migraine is 

frequently updated with the most current information and is a reputable source for the most 
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recent information gathered by experts in the medical field. I chose to look at these sources for 

information because they provide a broad picture of the understanding of chronic migraine from 

both a medical and general perspective. These websites reflect the layman’s understanding of 

migraine and represent the most accessible medical information.  

There are a number of concerns when it comes to demographic information about 

migraines. Many people who experience headaches are not diagnosed with migraine headache 

because of several factors: they may assume that lack of aura indicates that their headache does 

not qualify as a migraine, they may not have access to medical care, or their pain may not be 

taken seriously by medical providers (Befus, Irby, Coeytaux, & Penzien, 2018). Pain is difficult 

to describe and understand, and as a result, studies about pain and primary pain conditions may 

not show the entire scope of the issue. 

Dominant ideas about migraines center around the idea that chronic migraine is a 

‘woman’s disease’, and that it keeps migraneurs from being productive. Otesa Miles’ article on 

Migraine.com calculates the amount of money lost because of chronic migraine’s negative effect 

on productivity (Miles, 2010). This perspective shows how the dominant concerns about 

migraines are not centered around the disparate impacts on different groups, but rather around 

the condition’s potential economic impacts. Medically, vague “hormonal changes” are cited as a 

potential explanation for the difference in male and female migraine prevalence (Mayo Clinic 

Staff, 2019). However, changes in estrogen levels do not explain the entire issue because not all 

female migraine sufferers experience hormone-related migraines, and men also experience 

chronic migraine with (generally) almost negligible levels of estrogen in their bodies (Mayo 

Clinic Staff, 2019). Both medical and media understandings of migraine rely heavily on the 

biomedical model, which is the idea that a person’s choices and behaviors, as well as their 
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‘biological makeup’ are the major contributing causes for ill health. This can be seen in the 

discussions of ‘triggers of migraine’, which can include foods, food additives, stress, caffeinated 

and alcoholic drinks, and changes in wake-sleep cycle (Mayo Clinic Staff, 2019). With this 

assertion, this medical institution supports the biomedical understanding of migraines, which 

claims that migraines are brought on by personal decisions. 

We can look at chronic migraine from a different viewpoint. The Mayo Clinic’s migraine 

web page mentions under the ‘prevention’ section that “experts used to recommend avoiding 

triggers, [but] some triggers can't be avoided, and avoidance isn't always effective” (Mayo Clinic 

Staff, 2019). With this, it becomes clear that an individual’s behaviors do fully not dictate the 

presence of migraines, which is significant because the dominant discourse relies heavily on this 

concept. The feminist intersectional model provides a framework for understanding disease and 

illness as a social process. Unlike the biomedical model, the feminist intersectional model 

understands health issues not as a result of personal behavioral choice, but rather as the 

embodiment of structural inequality. Intersectionality can help us understand a person with 

respect to their multiple identities and cultural environment. According to Befus, the core tenants 

of intersectionality are:  

1. Human beings exist in the simultaneously overlapping margins of multiple identities;  

2. Personal experiences are complex, with high variation within an identity categorization 

(e.g., racial variation within socioeconomic class); and  

3. Intersectionality centers on the experiences of individuals and groups who historically 

have been ignored, marginalized, and underserved and urges a vision of equity that draws 

on the unique histories and experiences of those who have been marginalized. (Befus et 

al., 2018) 
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Richard Hofrichter references the impact of social power on health, saying that 

someone’s position of relative power in society dictates the advantages and disadvantages they 

experience in regard to their health (Hofrichter, 2003). This concept of embodiment, which is 

crucial to the understanding of the feminist intersectional model of health, is the link between 

social inequality and poor health. Anne Fausto-Sterling provides evidence that supports the idea 

that relative social power can be physically manifested in our bodies (Fausto-Sterling, 2005). 

Experiences with sexism, racism, and other forms of social inequality have physiological effects. 

Though chronic migraine cannot be medically detected or screened for, the systemic symptoms 

of the condition are indicative of the power of the external forces that cause it.   

One of the mechanisms of embodiment is the idea of the allostatic load. This concept 

states that the body reacts to constant stress by raising the body’s resting stress level. This is an 

adaptation to being chronically stressed, which can occur in environments in which a person has 

to struggle for survival due to structural inequality. According to Arline Geronimus, “allostatic 

load can cause wear and tear on important body systems, including the cardiovascular, metabolic 

and immune systems” (Geronimus, 2001). In the dominant discourse, episodic migraines are 

often understood as a sign that a person is under an unusual amount of stress. While there is 

legitimacy to this understanding, this does not always transfer to the dominant understanding of 

chronic migraines. However, it is likely that chronic migraine sufferers do undergo chronic stress 

as a result of structural inequality and thus have adapted to a higher level of alertness through 

allostasis. Women face an unequal amount of stress than their male counterparts, especially 

women who are in low income jobs and are of childbearing age. They face higher rates of stress 

because of workplace sexual harassment, higher rates of debt, higher expectations of childcare, 

and countless other factors (Hofrichter, 2003). As a result, women have a higher allostatic load, 
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and thus, worse health outcomes. We must study migraines from a feminist intersectional model 

so that these tools of understanding can be utilized. Instead of assuming that those with chronic 

migraine have chosen a more stressful life or career, we should instead consider how society has 

structured life to be harder for certain people.  

Another concept that Geronimus introduces is that Black women have higher rates of 

teen pregnancy because they have adapted to the reality of higher rates of infant mortality, which 

is a result of structural inequality (Geronimus, 1994).  She explains this through a concept called 

weathering, which is the idea that Black women are more prone to poor health as they get older 

because of the accumulating embodied experiences with social inequality (Geronimus, 

1994).There is social stigma attached to teen pregnancy, and it is still tremendously difficult to 

be a young Black mother, but the effects of weathering due to racism and social inequality may 

not be as strong in a teen mother, and thus teen pregnancy is a protective phenomenon for the 

survival of the children of these mothers. It is possible that chronic migraine is a protective 

phenomenon as well. This avenue could be researched; perhaps people who experience more 

structural inequality, sexism, and racism are more prone to developing chronic migraine, and 

their migraines force them to remove themselves from stressful situations. This concept does not 

include all types of stress that result from structural inequality, but it could be the case for some 

people. For example, white women who are more likely to be wealthy could be more prone to 

developing chronic migraines as a protective mechanism to remove herself from a stressful, 

sexist workplace. However, a woman of color who would be more likely to live in poverty may 

not benefit from being forced to stay home from work. This phenomenon may explain why white 

women are more likely to have chronic migraines, and also shows how inequality based on race 

and economic status can cause health disparities. 
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Migraines are often thought to be brought on by food triggers, such as inconsistent eating 

patterns, or eating the ‘wrong’ foods (Mayo Clinic Staff, 2019). The issue with this is that the 

frequency of food consumption as well as the consumption of certain foods is not freely chosen 

by the individual, but rather shaped by the social environment in which the individual lives. Food 

availability and nutrition is largely determined by social class and race, thus limiting the control 

individuals they have over the food they eat. Low income neighborhoods are often food deserts, 

which means people living in these neighborhoods have minimal access to fresh produce and 

nutritious food, while there is an abundance of highly processed foods (Scheier, 2005). Given 

that many migraine sufferers have low incomes, they may only have access to food that contains 

additives, a cited migraine trigger. Women additionally face more pressure to control their food 

intake, which can lead to inconsistent eating habits, metabolic strain, and additional stress. 

Instead of looking at individual behaviors as causes of migraine, we have to look at the patterns 

of inequality that can lead to chronic migraine.  

In order to study the link between structural inequality and chronic migraine, it is 

necessary to conduct research in a manner that includes and respects women and people of color. 

Epstein suggests that research can be harmful to those participating in studies (Epstein, 2007). 

Because of this as well as the nature of chronic migraines, it is crucial that no person involved in 

this research be exposed to any harm or stress. Instead, research must be conducted in a way that 

focuses on the bigger picture of structural inequality and its effect on the health of individuals. 

Lynn Weber and Deborah Parra-Medina provide a framework for conducting feminist research 

that focuses on “active engagement of outsider-within scholars in an activist agenda for change” 

(Weber & Parra-Medina, 2003). This means that those conducting the research will be respectful 

of the conditions of the oppressed group, and they will consider all the factors that contribute to 
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the development of chronic migraine, including intersecting oppressions. This is important, 

because the biomedical understanding of health often requires for each variable to be studied 

separately, but intersectionality shows that oppressions are not experienced separately.   

 

CONCLUSION 

Like all health disparities, migraine affects people of different marginalized groups at 

varying rates and intensities. To combat this issue, we can use trauma- and violence-informed 

care (TVIC). Figure 9 shows outlines TVIC and how it can be integrated into inequity-

responsive care (Browne, Varcoe, Ford-Gilboe, Wathen, & Team, 2015). This framework of care 

aims to approach an individual with the training necessary to understand system-level violence 

(Befus et al., 2018). Providers can do this by evaluating their own “experiences, assumptions, 

and power and how these affect interactions with patients and clinical decision-making” (Befus 

et al., 2018). Also, raising awareness about systemic violence targeting specific populations can 

be helpful. Care providers should also strive to make their physical practice, including the space 

they work in and all interpersonal interactions as safe as possible with respect to people’s 

wellbeing and privacy (Befus et al., 2018). 

Going forward, it is vital that healthcare providers use methods of patient care that 

incorporate acknowledgment of the influence of structural and social inequity. Befus gives a 

framework for implementing trauma and violence informed care (TVIC) in a way that would be 

simple for healthcare providers to incorporate into their practice. 

1. Screen patients for social determinants of health. There are evidence-based tools such as 

the PRAPARE assessment (Protocol for Responding to and Assessing Patients’ Assets, 
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Risks, and Experiences) (Befus et al., 2018). This can help healthcare providers to 

understand a patient’s background and their social environment. 

2. Optimize care while accounting for social determinants. This involves “use trauma- and 

violence-informed approaches to have conversations about transportation needs, food 

security, ability to pay for medications, and other social and structural influences” (Befus 

et al., 2018). 

3. Diversify treatment options, including evidence-based behavioral and non-

pharmacological approaches (Befus et al., 2018). Non-pharmacological treatments such 

as bio-feedback training and cognitive behavioral training are under-utilized despite 

evidence showing that they can be effective in treating migraine (Befus et al., 2018). 

These forms of treatment are especially helpful given high levels of chronic stress in 

historically oppressed social groups (Befus et al., 2018). 

4. Use caution with behavioral & lifestyle adjustment advice. Providers should consider the 

social determinants of health when making recommendations to change an individual’s 

behavior, as “an over emphasis on individual behavior approaches obscures the real and 

lasting influences of historical and social context, and how these forces influence 

opportunity and behavior” (Befus et al., 2018).  



GENDER GAP IN MIGRAINE: A FEMINIST UNDERSTANDING 31 

  

 

OUTREACH 

Along with the written manuscript, I have created a poster with this thesis. My intentions 

with sharing these ideas are to reach out to other young healthcare professionals and urge them to 

think more critically about health disparities. This could lead to further research on migraine as a 

health issue, but also as a health disparity. My own personal plans involve going to medical 

Figure 9: Outline showing Trauma and Violence Informed Care (TVIC) and strategies to employ it in a healthcare setting. 
Reprinted from Browne et al, 2015. 
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school, where I will develop a more hands-on approach with this specific disorder and many 

others. This type of analysis involves a critical approach to the systemic factors that cause & 

contribute to poor health. One person in the medical field cannot fix societal issues, but being 

armed with the knowledge of the pervasiveness of systemic discrimination can help medical 

professionals focus what can be changed. This could hopefully avoid harmful practices, such as 

placing blame on patients for aspects of their lives and their health that are out of their control. 

For example, migraineurs are often counseled about the effects of a high stress lifestyle and how 

this contributes to their condition. While an affluent person may be able to afford to reduce the 

amount they work, it would not be fair to ask a person who earns an hourly wage to cut back on 

their hours because this change may have many more (potentially more stressful) consequences. 

So, instead of telling a migraineur to reduce the stress in their lives, it would be more appropriate 

to teach them a method for dealing with stressful work situations or direct them to social services 

that could educate them about worker’s rights. This acknowledges the issues involved in 

migraine while avoiding the placement of the burden of “fixing” complex social issues on a 

patient. Keeping these aspects in mind will make for a more sensitive medical practice that 

strives to reduce patient stress and increase equity in health.  
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APPENDIX

 

Figure 10: Poster presentation created for this project. 
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Figure 11: Classification of migraine headache in chart format. Reprinted from Curtrer et al, 2019. 


