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Introduction: Over the years, there has been a dilemma regarding 

arriving at a diagnosis for headache pertaining to its variety of causes. 

One of the most common overlooked cause in the present day scenario 

for headache is GERD and Migraine. On day to day basis, we come 

across varied patient symptomatology which has indeed made us give a 

second thought to prescribe on management. 

Aim and Objective: To study if GERD and Migraine actually co-exist 

or they have a separate root cause for headache and also how change in 

lifestyle has an impact on health. 

Methodology: A study of random sample of 450 patients was 

conducted based on clinical evaluation for diagnosis and conservative 

management for the same was advised emphasising particularly on 

lifestyle modification. 

Results: The results drawn were compared by tabulating them into 3 

groups with the two conditions taken as a separate entity and third 

when the two being mingled to conclude if interlink exists between the 

two conditions or purely is it a myth. 

Conclusion: Intermingling of GERD and Migraine was noted 

predominantly in our study rather than their separate existence. 
 

                  Copy Right, IJAR, 2017,. All rights reserved. 

…………………………………………………………………………………………………….... 

Introduction:- 
Headache, has now become one of the most common presentation at our outpatient department due to frantic regime 

in our present day scenario. As per WHO, majority of adults worldwide will experience headache in a year at some 

point or the other in their life. It can affect anyone regardless of age and gender. Headaches can be primary due to 

overactivity of pain-sensitive areas like nerves, blood vessels and muscles of head and neck or due to changes in 

chemical activity of brain in cases of Migraines and secondary due to conditions that stimulate the pain- sensitive 

areas as in GERD. Due to our hectic daily schedule and desire to have a lavish lifestyle; we often overlook upon 

simple sources of headache and put our minds into discerning and directing over rare origins of headache. By 

shifting the focus to merely adapting modest, easy and applicable lifestyle measures; most of the basic concerns of 

headache can be sorted. This is the reason behind selecting this topic for the study. 

 

Aims and Objectives:- 

To study synergism between GERD and Migraine. 

To study if there is superimposition existing between GERD and Migraine.  
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To study if lifestyle modification has a role to play in recovery of patients. 

 

Methodology:- 
A prospective study was conducted among a random sample of mixed spectrum of 450 patients with headache as 

their presentation over a period of 3 months. All were analytically questioned to find out the genesis of their 

presentation. They were clinically evaluated to arrive at a precise diagnosis and apt management was prescribed and 

were followed up at the intervals of 15 days, 30 days, 45 days, 60 days and > 90 days. The observed results are 

pictorially represented below.  

 

Inclusion criteria:- 
Only patients with GERD and Migraine are included in the study as causes of headache. 

No gender bias. 

Only adults were included in the study. 

 

Exclusion criteria: 

All other causes of headache are excluded from the study. 

Children were excluded from the study. 

 

Results:- 

 
Figure 1:- ‘Pie diagram’ showing the type of headache among the sample size. Among which 278 of them had 

combined primary + secondary headache. While second in the row were 105 of them with GERD and the remaining 

67 of them with Migraine. 
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Figure 2:-‘Doughnut graph’ showing the causes for headache. Among the sample size, 252 of them presented with 

both Migraine+ GERD. Around 105 of them presented with only GERD and 67 of them presented with Migraine 

only. Rest, 26 of them presented with other causes of headache. 

                      

 
Figure 3:- ‘Stacked column in 3D’ graph showing response to treatment of patients after a follow-up of 15 days. 

Among Group A with 11 patients, 8 showed < 50% improvement and 3 showed > 50% improvement. 10 patients of 

Group B were followed up, of which 5 showed < 50% improvement and 5 showed > 50% improvement. Among the 

rest 11 patients of Group C, 6 showed < 50% improvement and 5 showed > 50% improvement. 
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Figure 4:- ‘Stacked column in 3D’, graph showing response to treatment of patients after a follow up of 30 days. 

Among 14 patients in Group A, 5 showed < 50% improvement and 7 showed > 50% improvement and 2 were fully 

recovered. 15 patients in Group B were followed up, among whom 3 showed < 50% improvement and 3 showed > 

50% improvement and 9 showed full recovery. The rest 24 patients of Group C, 5 showed < 50% improvement and 

6 showed > 50% improvement and 13 were fully recovered. 

 

 

 
Figure 5:- ‘Stacked column in 3D’, graph showing response to treatment of patients after a follow up of 45 days. 

13 patients under Group A, 4 showed < 50% improvement and 5 showed > 50% improvement and 4 were fully 

recovered. 17 patients of Group B were followed up, of which 2 showed < 50% improvement and 3 showed > 50% 

improvement and 12 showed full recovery. Among 34 patients under Group C, 5 showed < 50% improvement and 6 

showed > 50% improvement and 23 were fully recovered. 
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Figure 6:-‘Stacked column in 3D’, graph showing response to treatment of patients after a follow up of 60 days. 10 

patients under Group A, 2 showed < 50% improvement and 3 showed > 50% improvement and 5 were fully 

recovered. 21 patients under Group B were followed up, among them 2 showed < 50% improvement and 3 showed 

> 50% improvement and 16 showed full recovery. Among 65 patients under Group C, 4 showed < 50% 

improvement and 7 showed > 50% improvement and 54 were fully recovered. 

 

 
Figure 7:- ‘Stacked column in 3D’, graph showing response to treatment of patients after a follow up of > 90 days. 

Of 16 patients under Group A, 1 showed < 50% improvement and 6 showed > 50% improvement and 9 were fully 

recovered. 39 patients under Group B were followed up, among whom 1 showed < 50% improvement and 3 showed 

> 50% improvement and 35 showed full recovery. Among 97 patients under Group C, 3 showed < 50% 

improvement and 7 showed > 50% improvement and 87 were fully recovered. 
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Figure 8:- ‘Stacked column in 3D’ graph showing how many patients have implemented the changes in their 

lifestyle on daily basis. In Group A, 33 of them have followed the suggested lifestyle measures, while rest 21 have 

implemented partially and 10 have not followed any measures. While in Group B, majority of 95 patients have 

followed the lifestyle measures among a total of 102 patients, while the rest 4 of them have partially implemented 

and the remaining 3 have not followed. In Group C, almost all of about 225 patients have actually implemented the 

lifestyle changes in their daily routine while the remaining 6, among which 2 have partially followed and 4 have not 

followed the lifestyle measures. 

 

 
Figure 9:- ‘Stacked column in 3D’ graph shows the recovery rates attained after following the lifestyle measures. 

In Group A, out of 33 patients, 20 of them showed complete recovery with lifestyle modifications and 13 of them 

did not show any recovery. But in Group B with 95 patients, 72 of them totally recovered and rest 23 showed no 

signs of recovery. But major results were attained in Group C with 225 patients, wherein 177 of them showed 

positive response to recovery while the remaining 48 did not recover. 

 

Discussion and Conclusions:- 
There are so many innumerable and infinite changes happening with each passing day or  must say every single 

second in our life, that it seems quite complicated to lead a normal simple existence. The only criteria each one of us 
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wish for in the present day scenario is to mint money and lead a luxurious lifestyle no matter what say 
(4,32)

. In this 

rat race to make money, we often tend to neglect our health or realistically overlook upon it in order to fulfil our 

goals and desires of life 
(1,6,20)

. In this game of snake and ladder called life, we want to achieve the impossible and 

attain greater heights in no time at the cost of biggest gift given to us by nature called health. During this process of 

touching the skies, an infinite amount of stress gets developed within us, which outbursts as headache. As there goes 

an ancient and popular saying, “Health is Wealth”, but the present situation has become vice versa 
(4,9,13)

.  

 

Nowadays, headache has become one of the most common complaint patient comes up with at our outpatient set-up 

due to uptight regime in our present day setting. Based on the literature analysis over the years, WHO recently has 

come up with the statement that majority of adults worldwide experience headache in a year at some point of time 
(5,17)

. It can affect anyone regardless of age and gender. Over the years, there has been impasse regarding diagnosis 

for headache concerning to its various causes 
(11,23,40)

. GERD and Migraine are considered to be one of the most 

neglected cause in the present scenario. On daily basis, we come across numerous patient issues regarding the same 

concern, which has indeed made us give a second thought to arrive on pertinent management 
(16,22,36)

. 

 

Health care providers spend a lot of time dealing with headache patients, where there is worry over secondary causes 

for headache such as GERD. But the great majority of time is spent managing patients with primary headache such 

as Migraine. Headaches can be primary due to overactivity of pain-sensitive areas like nerves, blood vessels and 

muscles of head and neck or due to changes in chemical activity of brain in cases of Migraines and Secondary due to 

conditions that stimulate these pain- sensitive areas as in GERD 
(3,17,42)

.  

 

Gastro-esophageal reflux disease is a very common condition affecting > 30% of people in their life. Heartburn is a 

condition in which gastric contents regurgitate and irritate the oesophagus. After every reflux, there is a peristaltic 

wave in oesophagus which clears the gastric contents 
(16,33)

. Almost 20% of adults complain of atleast 1 episode of 

heartburn/week and about 10% of them complain of daily episode of heartburn due to various trigerring factors 

mainly stress and sedentary lifestyle 
(8,14,45)

.  

 

Migraine is a disabling neurologic condition that affects 2% of the general population. Patients with chronic 

migraine have headaches on at least 15 days a month, with at least 8 days a month on which their headaches meet up 

with associated symptoms
(23,36)

. Chronic migraine places an enormous burden on patients owing to frequent 

headaches with aura and typically develops after a slow increase in headache frequency over months to years 
(10, 

19,41)
.  

 

Though knowing both the pros and cons of both the conditions, as per the study; following evaluation of patients 

were done. Based on the observations made in the study, subsequent conclusions were drawn:  

Majority of the patients with headache who were consulted on outpatient set-up, had a combination of both types of 

headache that is Primary and Secondary headache (278). Among the remaining patients, the type of headache was 

mainly Secondary (105) rather than Primary (67), as depicted in Figure 1. These findings coincide with the Aim and 

Objectives of the study 
(5, 18, 26,47)

.  

 

On further evaluation of patients, the causes of headache was arrived at. Nearing 6% (26) of the patients of the 

sample size had other causes for headache which was excluded from the study. 56% (252) of the sample size were 

suffering from the combination of GERD and  Migraine. The rest, about 23% (105) of the sample had GERD as the 

cause for headache and nearing 15% (67) had Migraine as their cause of headache, as shown in Figure 2. This fact 

also once again proves that there is a strong interlink existing between GERD and Migraine  and superimposition of 

GERD over Migraine 
(2, 15, 33, 46)

. 

 

All the patients were then advised management in the form of oral medications and lifestyle modifications. Below 

mentioned are the conservative line of treatment advised to the patient. 

 

GERD:-  
Tablet. Pan-D (combination of proton-pump inhibitor PANTOPRAZOLE and DOMPERIDONE peripherally 

selective dopamine D2 receptor antagonist), Syrup. Mucaine 200 ml gel (Local anaesthetic liquid which contains 

Aluminium hydroxide, Magnesium Hydroxide and Oxetacaine) and Vitamin supplements. 
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Migraine:-  

Tablet. Sibelium 10mg 1 HS ( FLUNARIZINE Calcium antagonist), Tablet Pan-D(combination of proton-pump 

inhibitor PANTOPRAZOLE and DOMPERIDONE peripherally selective dopamine D2 receptor antagonist), Tablet 

Dolo 650mg( PARACETAMOL) 1 SOS. 

 

Lifestyle modifications for GERD and Migraine:- 

1. To avoid food stuffs like chocolates, and dairy products corn, egg whites, caffeine, avocado, corn, seafood, 

citrus fruits, tea, soda, onion, sugary foods, artificial sweeteners and colors.  

2. Avoid change of weather quite often (hence dress in layers to adjust to temperature changes) - for Migraine. 

3. Usage of sunglasses (for photophobia) - for Migraine. 

4. Usage of headphones/ earplugs (for phonophobia) - for Migraine. 

5. Usage of antiglare screens on desktop/laptops- for Migraine. 

6. Usage of right light bulb- for Migraine. 

7. Avoid motion sickness. 

8. Sit in the front seat of car preferably. 

9. If chances of woozy while watching 3D movies, skip the glasses. 

10. Try and avoid stress as much as possible. 

11. To relieve from stress- relax with meditation, yoga and divert focus on one task at a time. 

12. Exercise 30 minutes 3 times/ week for de-stress. 

13. Usage of mouth guard to reduce stress on jaw. 

14. Try to avoid unnecessary medications. 

15. Preferably do not read in car. 

16. Sleep for adequate of 7-8 hours of sleep (have a regimented sleep pattern and do not lie in a weekend). 

17. Do not skip meals, fast or diet and eat frequent not more than 3 hours of gap. 

18. Avoid bruxism, clenching teeth, chew more gum, take small bites in intervals and eat mints instead of gum. 

19. Do not hunch back and be more aware of posture. 

20. Use fresh fruits and vegetables (avoid frozen foods). 

21. To lose weight (obesity is directly proportional to migraine). 

22. Think positive and  relax with massage, painting to rejuvenate mind- for Migraine. 

23. On rest, provide inclination towards head end (15-30 degree) - for GERD. 

24. Eat less spicy/oily/sour and hot foods- for GERD. 

25. Do not sleep immediately after consuming food- for GERD. 

26. Avoid alcohol and smoking- for both. 

27. Avoid tight fitting garments –for GERD. 

28. Prefer dietary fibres and natural sugars. 

 

The response to treatment prescribe to the patients were followed up over a period of 15 days which are as follows- 

Considering the chronicity of these conditions, 15 days is a very short duration to conclude on recovery rates. No 

effective response to treatment was noted with Group A, as duration of its treatment is inclined towards prophylaxis 

on a long run. The rest 2 groups almost showed neck to neck response rates. In a total of 32 patients who were 

followed up after a fortnight, 13 patients (41%) have shown > 50% improvement to treatment as depicted in Figure 

3 
( 7, 12, 25, 43) 

  

As shown in Figure 4, with increase in days of follow-up, response rates to treatment as well as number of patients 

both showed an increasing trend. But this change, of increase response to treatment is only noted with Group B and 

C. Among the 3 groups, Group C tops the list in terms of response rates after a period of 1 month.  Out of 53 

patients who followed up, 24 patients (nearly 45%) gave a feedback of complete recovery, with emphasis of 

introducing simple lifestyle modifications in their day to day life. This in a way is proving that assumptions made in 

the study holds good with the data 
( 21,29, 37, 44) 

. 

 

Over a period of 45 days of follow up, number of patients with their response to treatment has significantly raised. 

Among a total of 64 patients, almost 61% (39 patients) have shown total recovery, which is positive indication that 

the patients are very well responding to the treatment prescribed for their wellbeing. > 65% showed good recovery 

rates in Group B and C. Following patient feedback, they are all content with certain modifications undertaken by 

them on daily basis has  proved beneficial from a health point of view and also is playing a role in improving the 

cause behind the treatment. Even, this data coincides with the conventions made in the study as per Figure 5
( 24, 31,38)

. 



ISSN: 2320-5407                                                                                  Int. J. Adv. Res. 5(9), 1051-1061 

1059 

 

On a follow up of 2 months, among a total of 96 patients, 78% (75 patients) are giving a good response to 

conservative management with a higher percentage of improvements seen in Group B and specifically Group C. 

This also indirectly indicates that, management measures advised to the patients are very well undertaken by them 

with after explaining to them regarding the pros and cons of the condition. This is not only shows in the amount of 

follow up but also the response to treatment. As per the data representation in Figure 6, the assumptions made for 

the study are being proven 
(27, 32, 39)

. 

 

After a follow up of > 3 months, 131 patients among 152 of them showed major recovery rates, that is almost 86%. 

This progress is mainly seen in Group C, where among 97 patients 87 of them showed good response to treatment 

and in Group B, of 38 patients good rates of recovery following treatment prescribed to in 35 patients. The 

suppositions set up at the beginning of the study are being established right with every passing facts that are 

tabulated in terms of response to management as described in Figure 7 
( 30,34)

. 

 

Out of 397 patients who were advised lifestyle modifications to be undertaken as a part of their daily set-up, 353 

religiously followed them. This shows that more than majority (89%) followed up judiciously which indicates that 

advised lifestyle changes in patient’s daily monotonous life has brought in gross impact their well- being. Around 27 

of them (7%) have tried to inculcate these simple measures in their routine partially and could not follow it for 

reasons unknown while the rest 17 of them (4%) agreed to the fact that they had followed any measures during the 

course of treatment and is well shown in Figure 8. Hence, this data provided above also holds good with the 

objectives undertaken in this study 
(28,35)

. 

 

As depicted in Figure 9, 353 patients were evaluated on the basis of implementation of lifestyle measures and 

recovery rates were accounted. Of them, 269 showed good response with recovery rates of 76%. This shows that 

inculcating good and practical lifestyle measures has fetched good results in terms of good recovery response.  

While 24% (84) patients did not recover with only modifications of lifestyle, as they required oral medications also 

to show response to treatment. Once again, this tabulation in a way proves the aim that was taken up during the 

course of the study 
( 13,29)

. 

 

The following conclusions were drawn from the study which are as follows: The combination of primary and 

secondary headache takes the top spot in occurrence, while secondary headache takes the second place in existence 

among the total sample size of 450 patients with headache. Hence, indicating that secondary cause for headache as a 

single factor or in combination predominates primary cause of headache. As it is known that, overactivity of pain 

sensitive areas in the brain are the root cause for migraine but stimulation of these areas, is the origin for GERD. 

This indeed is the proof that GERD superimposes Migraine. With further evaluation, patients with GERD and 

Migraine had a majority of population while only GERD was second in the line for the cause of headache among the 

sample size. 26 were excluded from the study due to presence of other causes of headache. This fact once again 

proves that there is a strong synergism and interlink existing between GERD and Migraine and also superimposition 

of GERD over Migraine. All the patients were treated conservatively with particular focus on lifestyle 

modifications. These patients were then followed over a period of 3 months at different intervals to know their 

response to treatment with combination of oral medications and lifestyle changes and how implementing the 

prescribed routine lifestyle measures has brought in the brighter side of health improvement in their lives. Out of 

424 patients who were followed up, 27 of them were excluded from the sample size that is 14 of them were 

refractory to treatment measures advised to them and 13  due to non-follow up. Based on follow up over 3 months, 

following observations were noted in the study  which are-  

1. There is a strong association and intermingling of GERD with Migraine moreover GERD superimposes 

Migraine in both occurrence and existence. Hence it is not a myth, as they are found to actually co-exist. 

2. Lifestyle modification is directly proportional to response and recovery of the conditions over oral medications 

and has brought in good results in the study, that is more than 75%. 

3. Implication of lifestyle modification has not only resolved the disease conditions but also has brought in a new 

change in the outlook to approach and tackle these effects on a daily basis. 
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