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Abstract

Background: Headache is the most common disorder of the central nervous system, and one of the most prevalent
noncommunicable diseases.

Aims: We aimed to determine factors associated with chronic headache among adults in the Islamic Republic of Iran.

Methods: This was a cross-sectional study that recruited 10 063 participants from the baseline data of the Ravansar non-
communicable disease cohort study in western Islamic Republic of Iran in 2021. Participants who had headaches for = 15
days per month for > 3 months were considered as having chronic headache. Logistic regression was used to examine the
associations.

Results: The prevalence of chronic headache was 10.49% (n = 1054), and was significantly higher among females (14.55%,
n = 769) than males (5.98%, n = 285) (P < 0.001). The risk of chronic headache among married females was 73% higher than
among single females. Among male smokers, the risk of chronic headache was 1.47 times higher than among non-smokers
[95% confidence interval (CI): 1.05, 2.06]. The risk of chronic headache among depressed males was 2.59 times higher than
among non-depressed males (95% CI: 1.28, 5.22); and among depressed females the risk was 2.38 times higher than among
non-depressed females (95% CIL: 1.76, 3.23). Among males who lived in rural areas, the risk of chronic headache was 84%
lower than among those who lived in urban areas; and among females who lived in rural areas it was 81% lower than those
who lived in urban areas. Being menopausal and having normal sleep were significantly associated with lower risk, while
comorbidity was associated with higher risk, of developing chronic headache.

Conclusions: Depression, urban residence, smoking, comorbidity, and being married were associated with an increase in
the risk of developing chronic headache, while higher education level, menopause and normal sleep were associated with
a decrease in the risk of developing chronic headache.
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and females (11,12). Research has shown greater pain
and tolerance among males with chronic headache than

Introduction

Headache is the most common central nervous system

disorder and one of the most prevalent noncommunicable
diseases worldwide (1). Chronic headache is defined as a
headache that lasts for 15 days or more in a month over a
period of more than 3 months (2). The global prevalence
of chronic headache is 2-3% (3), and it is recognized as the
third most common cause of years of life lost to disability
(4). Years lived with disability due to chronic headache
increased from 4.8% globally in 1990 to 9.0% in 2013 (5).

The estimated prevalence of headache may be
affected by age, sex, race, geography and socioeconomic
status, and varies according to the population being
evaluated (6,7). Female sex, low income, divorce and death
of spouse are recognized as nonmodifiable risk factors
for chronic headache (8). Stressful life events, anxiety,
depression, obesity, inactivity and drug overdose can be
seen as modifiable risk factors (9,10). Previous studies
have reported the prevalence of chronic headache and
noted that symptoms and duration differ among males

among females. Unruh has reported more frequent, more
severe, and longer lasting headaches among females
than among males (13). Clinical studies have shown that
females often have more acute and more severe pain,
and use analgesics more than males. Severe and frequent
headaches limit daily activities, reduce quality of life, and
can lead to loss of professional activity. They also lay a
great burden on individuals, families and society (1).

Notably, chronic and severe headaches account for
a significant share of headache-related productive time
lost: approximately one-third of chronic headache attacks
occur on workdays and two-thirds of these result in
substantial loss of productivity (14). Stewart et al. found
that, among common pain conditions, headache was
the most commonly reported condition resulting in lost
productivity time in the workforce in the United States
of America (15). Individuals suffering from this health
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problem had 4 times more productive time lost than
those who had less-frequent attacks (14).

Various studies have reported the increasing burden
of headache-related disorders throughout the world
(3,4), and considering the fact that this is a preventable
condition, it is important to conduct studies in this field.
Therefore, we conducted this study to determine the
factors associated with chronic headache among adults
participating in the Ravansar non-communicable disease
cohort study.

Methods
Study design and participants

This cross-sectional study was conducted using baseline
data from the Ravansar non-communicable disease
cohort study, in the western region of the Islamic
Republic of Iran in 2021. This was a part of the Prospective
Epidemiological Research Studies in IrAN (PERSIAN),
conducted on different ethnicities in coordination with
the Ministry of Health and Medical Education. Ravansar
is a city in Kermanshah Province, the largest province
in western Islamic Republic of Iran. The population of
the Ravansar District is about 50 000, mainly of Iranian
Kurdish ethnicity. Details and profiles of the Ravansar
non-communicable disease cohort study have already
been published (16). Eligibility criteria for the cohort
study were: age 35-65 years, a permanent inhabitant of
the Ravansar region (Ravansar town and all villages in
its vicinity) and Iranian nationality. All participants in
the Ravansar cohort study were included in the present
study (n = 10 063).

Data collection

Sociodemographic and economic characteristics such
as age, sex, education, marital status, wealth index
and medical information were collected using digital
questionnaires, which were completed by trained experts.
Individual habits such as cigarette smoking, alcohol use
and physical activity were surveyed.

The standard physical activity questionnaire from
the PERSIAN Cohort Study was used to assess the
participants. The questionnaire had 22 items about sport,
work and leisure-related activities on an average weekday.
Physical activity levels were classified as low [24-36.5
metabolic equivalent (MET) hours per day], moderate
(36.6-44.4 MET hours per day) and heavy (= 44.5 MET
hours per day) (16,17). Wealth index was defined based
on selected assets: home ownership, area per capita,
rooms per capita, washing machine, motorcycle, car
(based on price) for personal use, dish washer, freezer,
personal computer, vacuum cleaner and TV in the
household and having a cell phone, laptop and access to
the Internet. Principal component analysis was used to
create the wealth index (18). Participants were classified
into 5 quintiles: poorest, second poorest, middle, second
richest and richest. Sleep duration was measured over
24 hours and was applied quantitatively (19,20). Normal
sleep was defined as sleeping 7 or more hours per night

in adults (21). Body composition, including weight and
body mass index (BMI), was measured using Inbody
770 (Inbody Co., Seoul, Korea) with a precision of 0.5 kg
for body weight. Depression was defined based on the
use of antidepressants, self-reported depression and
verbal confirmation from a physician. Hypertension
was defined as a having systolic/diastolic blood pressure
> 140/90 mmHg and/or use of antihypertensive drugs.
Comorbidity was defined as the co-occurrence of more
than one disorder in the same individual, which in this
study included stroke, myocardial infarction, cardiac
ischemia and cancers (14 types). Among females,
menopause was defined as having had no menstrual
period for the previous 12 months, based on self-report.

Definition of chronic headache

The main outcome of this study was chronic headache,
which was defined as having headache for 15 days or more
per month for a duration of > 3 months (2). The probable
medication overuse headache is a chronic daily headache
and a secondary disorder in which acute medications
used excessively cause headache in a headache-prone
patient (22).

Statistical analysis

Datawere presented as mean and standard deviation (SD)
for continuous variables and frequency (percentage) for
categorical variables. The t-test was used to compare the
continuous variables between males and females and the
chi-squared test for categorical variables. Bivariate and
multivariate logistic regression analyses were performed
for reporting crude and adjusted odds ratios (ORs) with
95% confidence interval (CI). Analysis was carried out
using STATA, version 14.2. The significance level was set
at 0.05.

Ethics approval and consent

The research and technology deputy and the ethical
committee of Kermanshah University of Medical
Sciences approved the study protocol (Number: KUMS.
REC.1398.1038). Participants provided oral and written
informed consent.

Results

Overall, 10 063 participants were examined. Mean age
was 48.10 [standard deviation (SD) 8.25] years; 4773
(47.43%) participants were male. The prevalence of
chronic headache in the whole study population was
10.49% (95% CI: 9.90, 11.09), and was significantly higher
among females (14.55%,n = 769) than among males (5.98%,
n = 285) (P < 0.001). The overall prevalence of medication
overuse headache was 4.10%, 6.03% among females and
1.90% among males. About 41% of females and 33% of
males with chronic headache reported excessive drug use
(P = 0.011). There was no significant difference in the age
of onset of chronic headache between females (37.03, SD
10.6 1 years) and males (36.16, SD 11.49 years) (P = 0.250).
The average sleep time over 24 hours was longer among
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females than among males (P < 0.001). The prevalence of
depression was statistically significantly higher among
females than among males (P < 0.001). In total, 76.86%
(n = 4061) of all females were using oral contraceptive
pills and 31.30% (n = 1656) were in menopause (Table 1).

Sleep duration, depression, hypertension, comorbidity
and use of oral contraceptive pills were statistically
significantly more prevalent in the chronic headache
group than in the non-chronic headache group (P < 0.05)
(Table 2). More than 85% of those with chronic headache
lived in urban areas whereas for the non-chronic
headache group the distribution was more evenly split
(P < 0.001) (Table 2).

In the univariate logistic regression model, the risk
of chronic headache in the age group 46-55 years among
females was 27% higher than the age group 35-45 years
(OR = 1.27, 95% CI: 1.10, 1.52) (Table 3). The risk of chronic
headache was 38% lower (OR 0.62; 95% CI: 0.36, 0.99)
among employed males than unemployed males, and 26%
higher (OR = 1.26, 95% CI: 0.64, 2.46) among retired males
than unemployed males. The risk of chronic headache
among depressed males was 2.43 times higher (95% CL
1.23, 4.87) and among depressed females was 2.45 times
higher (95% CI: 1.84, 3.26) than among non-depressed
males and females. Among male former smokers, the
risk of chronic headache was 1.49 times greater than
among non-smokers. The risk of chronic headache was
3.29 times higher among married and 2.88 times higher
among divorced/widowed females than among single
females (Table 3). In contrast, among married males the
risk of chronic headache was lower than among single
males. Women who used oral contraceptive pills had a
45% higher risk of developing chronic headache than
those who did not.

In the multivariate regression models, the risk of
chronic headache among males (OR = 273, 95% CI: 1.34,
5.52) and females (OR = 2.38, 95% CI: 176, 3.23) with
depression was higher than among non-depressed
participants (Table 3). In males, BMI was not a risk factor
for chronic headache. For females, however, for each
unit of increase in BMI, the risk of chronic headache
increased by 2% in the univariate model, although this
was not statistically significant in the multivariate
model. Adequate sleep time was a protective factor for
chronic headache (OR = 0.88, 95% CI: 0.82, 0.94) among
females. In the multivariate model, the risk of chronic
headache for rural males (OR = 0.16, 95% CI: 0.10, 0.24)
and rural females (OR = 0.19, 95% CI: 0.15, 0.24) was much
lower than that of urban residents (Table 3). Among male
former smokers, the risk of chronic headache was 1.47
times greater than among male non-smokers (95% CI:
1.05, 2.06). The multivariate model showed that the risk
of chronic headache was 73% (OR = 173, 95% CI: 1.03,
2.91) higher among married and 61% (OR = 1.61, 95% CIL:
0.91, 2.87) higher among divorced/widowed than among
single females.

Discussion

Our findings showed that prevalence of chronic
headache was significantly higher among females
than males (14.5% vs 6%). The prevalence of medication
overuse headache was 6.03% among females and 1.90%
among males with chronic headache. Depression, urban
residence, smoking, comorbidity and marriage were also
associated with an increased risk, and high education
level, menopause and normal sleep with a decreased risk,
of developing chronic headache.

The prevalence of chronic headache is 2-3%
worldwide (3), and in a systematic review covering 27
population-based studies, the prevalence of medication
overuse headache varied from 0.5% to 7.2% among adults
(23), which is consistent with our findings. However, the
prevalence of chronic headache in our study was higher
than in the countries of the Middle East region, which
may be due to differences in the study design, sample
size, sampling methods and characteristics of the study
population. The middle-aged population in this study
included people who were involved in the 8 years of the
Iran-Iraq war, and the horrific consequences of war can
contribute to this complication.

We found that the risk of having chronic headache
among depressed males and females was significantly
higher than among non-depressed participants,
confirming reports in other studies; clinical studies have
also documented the causes, including lesions related to
white matter and long-term use of antidepressant drugs
(24,25). Generally, depression, smoking, urban residence
and use of oral contraceptive pills among females have
been identified as the most commonly identified risk
factors for predicting chronic headache. In our study,
over two-thirds of females (76.9%) used oral contraceptive
pills and headache has been identified as one of the
side-effects of hormonal treatments (26). For example,
tamoxifen, which is used to treat menstrual migraine,
can cause headaches (27). In a review from 2012, chronic
headache due to the use of oral contraceptive pills was
observed in about one-third of females of reproductive
age (28).

In other studies, and consistent with our own
findings, there was a correlation between smoking and
both chronic headache and medication overuse headache
(29-31), indicating that smokers are more likely to have
chronic headache. Among former smokers, the risk was
greater than among those who currently smoked, which
may be due to cigarette dependence and the consequences
of quitting. The cause needs to be further examined.

Our results showed a nonsignificant relationship
between BMI and chronic headache among males.
However, for females, the risk of chronic headache
increased with BMI in the univariate model, but this
was not observed in the multivariate model. Another
research in this area has also shown contradictory
results (32). It is likely that there is interaction between
a number of variables, and that a person who is obese or
dissatisfied with their body composition will engage in
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Table 1 Characteristics of study participants based on baseline data from the Ravansar non-communicable disease cohort study,
2021

Characteristic Total Males Females

(n=10063) (n=4773) (n=5290)

Mean (SD) Mean (SD) Mean (SD)
Age (years) 48.10 (8.25) 47.82 (8.05) 48.36 (8.41) < 0.001
Sleep duration (hours) 7.04 (1.25) 6.94 (1.24) 7.13 (1.26) < 0.001
Body mass index (kg/m?) 27.51(4.63) 26.34 (4.06) 28.56 (4.86) < 0.001
Age at start of chronic headache (years) 36.79 (10.85) 36.16 (11.49) 37.03 (10.61) 0.250

No. (%) No. (%) No. (%)

Chronic headache 1054 (10.49) 285 (5.98) 769 (14.55) < 0.001
Treatment of chronic headache 413 (39.11) 94 (32.87) 319 (41.43) < 0.001
Medication overuse headache 413 (4.10) 94 (1.90) 319 (6.03) < 0.001
Use alcohol 635 (6.31) 631(13.22) 4 (0.08) < 0.001
Depression 327 (3.25) 88 (1.99) 230 (5.14) < 0.001
Hypertension 1575 (15.69) 611 (12.83) 964 (18.27) < 0.001
Comorbidity 650 (6.46) 258 (5.41) 392 (7.41) < 0.001
Menopause status - - 1656 (31.30) -
Use oral contraceptive pill - - 4061 (76.77) -

Physical activity (MET hours/day)

Low 2773 (27.58) 1585 (33.24) 1188 (22.47) < 0.001
Moderate 5166 (51.37) 1595 (33.45) 3571 (67.54)
High 2117 (21.05) 1589 (33.32) 528 (9.99)
Residence
Rural 4101 (40.75) 1840 (38.55) 2261 (42.74) < 0.001
Urban 5962 (59.25) 2933 (61.45) 3029 (57.26)
Education level
Illiterate 2492 (24.76) 619 (12.97) 1873 (35.41) < 0.001
Primary 3843 (38.19) 1378 (28.87) 2465 (46.60)
Secondary 2944 (29.36) 2141 (44.86) 803 (15.18)
Tertiary 784 (7.79) 635 (13.30) 149 (2.82)
Employment
No 186 (1.82) 178 (3.69) 9(0.13) < 0.001
Yes 4790 (47.65) 4376 (91.79) 416 (7.84)
Retired 228 (2.20) 217 (4.49) 9(0.13)
Housewife/husband 4859 (48.33) 2 (0.02) 4856 (91.90)
Marital status
Single 422 (4.19) 96 (2.01) 326 (6.16) < 0.001
Married 9074 (90.17) 4636 (97.13) 438 (8389)
Divorced/widowed 567 (5.63) 41(0.86) 526 (9.94)
Wealth index
Poorest 2247 (22.33) 758 (15.88) 1489 (28.15) <0.001
Second poor 1891 (18.79) 877 (18.38) 1014 (19.17)
Middle 1978 (19.66) 1116 (23.39) 862 (16.29)
Second rich 2115 (21.02) 1004 (21.04) 1111 (21.00)
Richest 1831 (18.20) 1017 (21.31) 814 (15.39)
Smoking status
None 8026 (80.00) 3026 (63.61) 5000 (94.77) < 0.001
Current 1178 (11.74) 1071 (22.51) 107 (2.03)
Former 829 (8.26) 660 (13.87) 169 (3.20)

SD = standard deviation.
“P-value obtained by t-test and Chi squared test.
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Table 2 Distribution of characteristics of the participants (n = 10 063) according to chronic headache status based on the baseline
data from the Ravansar non-communicable disease cohort study, 2021

Characteristic Chronic headache Non-chronic headache
(n =1054) (n=8998)
Mean (SD) Mean (SD)
Sleep duration (hours) 6.97 (1.27) 7.05 (1.25) 0.050
Body mass index (kg/m?) 28.40 (4.65) 27.41 (4.62) < 0.001
No. (%) No. (%)
Use alcohol 43 (4.08) 592 (6.58) 0.002
Depression 81(7.69) 246 (2.73) < 0.001
Hypertension 193 (18.35) 1382 (15.39) 0.013
Comorbidity 110 (10.44) 540 (6.00) < 0.001
Menopause status 210 (27.34) 1445 (31.95) 0.009
Use oral contraceptive pill 630 (82.14) 3429 (75.98) < 0.001
Age (years)
35-45 430 (9.72) 3992 (90.28) 0.028
46-55 388 (11.60) 2958 (88.40)
56-65 236 (10.33) 2048 (89.67)
Employment
No 12 (1.56) 170 (1.85) < 0.001
Yes 306 (29.33) 4470 (49.88)
Retired 21(2.57) 195 (2.16)
Housewife/husband 715 (66.54) 4132 (46.11)
Physical activity (MET hours/day)
Low 258 (24.48) 2511 (27.92) < 0.001
Moderate 644 (61.10) 4519 (50.25)
High 152 (14.42) 1963 (21.83)
Residence
Rural 146 (13.85) 3951 (43.91) < 0.001
Urban 908 (86.15) 5047 (56.09)
Education level
Illiterate 271 (25.71) 2218 (24.65) < 0.001
Primary 489 (46.39) 3350 (37.23)
Secondary 238 (22.58) 2702 (30.03)
Tertiary 56 (5.31) 728 (8.09)
Marital status
Single 23 (2.18) 399 (4.43) 0.001
Married 958 (90.89) 8106 (90.09)
Divorced/widowed 73 (6.93) 493 (5.48)
Wealth index
Poorest 213 (20.21) 2030 (22.56) < 0.001
Second poor 196 (18.60) 1691 (18.80)
Middle 165 (15.65) 1811 (20.13)
Second rich 261 (24.76) 1853 (20.60)
Richest 219 (20.78) 1612 (17.92)
Smoking status
None 892 (84.87) 7132 (79.42) < 0.001
Current 80 (7.61) 1098 (12.23)
Former 79 (7.52) 750 (8.35)

SD = standard deviation.
P-value obtained by t-test and Chi squared test.
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Table 3 Logistic regression showing association between chronic headache and sociodemographic and clinical variables using
baseline data from the Ravansar non-communicable disease cohort study, 2021

Variable Males Females

Univariate model Multivariate Univariate model Multivariate

Age (years)
35-45
46-55
56-65

Residence
Urban
Rural

Education level
Illiterate
Primary
Secondary
Tertiary

Employment
No
Yes
Retired
Housewife/ husband

Depression
No
Yes

Marital status
Single
Married
Divorced/ widowed

Smoking status
Non-smoker
Current
Former

Use alcohol
No
Yes

Use oral contraceptive pill

No
Yes
Menopause
No
Yes
Comorbidity
No
Yes
Sleep duration (hours)

Body mass index (kg/m?)

OR (95% CI)

Ref

1.17 (0.89, 1.54)
1.16 (0.84,1.60)

Ref

0.17 (0.11, 0.25)

Ref
1.16 (0.87, 1.55)
0.80(0.53,1.21)

1.04 (0.69, 1.56)

Ref
0.62 (0.36, 0.99)
1.26 (0.64, 2.46)

Ref
2.43 (1.23, 4.87)

Ref
0.95 (0.41, 2.20)

0.37(0.04, 3.21)

Ref
1.10 (0.82,1.48)
1.49 (1.08, 2.05)

Ref
1.17 (0.84, 1.64)

Ref

Ref

Ref
1.83 (1.20, 2.80)
1.01(0.91, 1.11)

0.99 (0.97,1.03)

model

OR (95% CI)

Ref
1.03 (0.77,1.38)
1.06 (0.73, 1.54)

Ref

0.16 (0.10, 0.24)

Ref
1.14 (0.82,1.60)
0.68 (0.42, 1.11)
0.78 (0.46, 1.31)

Ref
0.57 (0.32,1.01)

1.01 (0.50, 2.02)

Ref
2.73 (1.34, 5.52)

Ref
0.73 (0.28,1.90)
0.32(0.03, 2.95)

Ref
1.18 (0.87, 1.61)
1.47 (1.05, 2.06)

Ref
1.17 (0.82,1.68)

Ref

Ref

Ref
1.64 (1.04, 2.59)
1.02 (0.92, 1.13)

0.95 (0.88,1.03)

OR (95% CI)

Ref
1.27 (1.10, 1.52)

0.98 (0.81,1.20)

Ref

0.19 (0.16, 0.24)

Ref
1.21 (1.03, 1.42)
1.20 (0.83,1.74)
0.81(0.48, 1.35)

Ref

111 (0.13, 9.43)
7.98 (0.60,10.93)
1.05 (0.13, 8.78)

Ref
2.45 (1.84, 3.26)

Ref
3.29 (2.05,5.39)
2.88 (1.67, 4.99)

Ref
0.96 (0.55, 1.66)
1.07 (0.70, 1.64)

No data
No data

Ref
1.45 (119, 1.77)

Ref
0.80 (0.67, 0.94)

Ref
1.67 (1.29, 2.16)

0.89 (0.84, 0.94)
1.02 (1.01, 1.04)

model

OR (95% CI)

Ref
1.08 (1.01,1.32)

0.85 (0.66, 1.11)

Ref

0.19 (0.15, 0.24)

Ref
1.03 (0.84, 1.26)
0.87(0.56, 1.35)
0.44(0.23,0.83)

Ref

0.84 (0.10, 7.47)
6.83 (0.48,10.35)
0.96 (0.12, 8.41)

Ref
2.38 (1.76, 3.23)

Ref

1.73 (1.03, 2.91)
1.61(0.91, 2.87)

Ref
1.19 (0.65, 2.18)
1.18 (0.75, 1.86)

No data
No data

Ref
1.11 (0.88,1.38)

Ref
0.75 (0.61, 0.93)

Ref
1.45 (1.10, 1.91)
0.88 (0.82,0.94)

1.02 (0.97,1.07)

OR = odds ratio.
Cl = confidence interval.
Ref = reference category.
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harmful health behaviours or experience mental distress,
which may exacerbate chronic or migraine headaches
(33), however, obesity and overweight alone cannot lead
to headache. Further studies are needed to confirm this
finding.

We found no association between physical activity
and chronic headache although previous studies have
reported that lack of physical activity can be a risk factor
for chronic headache and medication overuse headache
(34,35). The reason for this difference may be related to
demographic characteristics such as occupation: most
of the participants were working in agricultural and
livestock areas, and as a result, had appropriate levels of
physical activity.

Marital status and wealth index showed different
effects on chronic headache. Among females, marital
status was a risk factor, and among males a protective
factor. Risk of chronic headache was directly related
to wealth index among females and inversely related
among males. This may be due to an interaction that
strengthens the occurrence of disease in females and
weakens that in males. Differences in lifestyle and level
of physical activity related to type of occupation for both
females and males are factors which may support these
findings. Westergaard et al. reported that socioeconomic
status was an effective factor in the occurrence of chronic
headache, with a strong correlation between prevalence
of both chronic headache and medication overuse
headache and low levels of education, income and social
welfare status (36). The association between chronic
headache and medication overuse headache and low
socioeconomic status has also been reported in studies in
Norway and Sweden (34,37). It should be noted that these
countries have low levels of socioeconomic inequality.
It is, therefore, likely that the link between chronic
headache and low socioeconomic status is stronger in
countries with greater socioeconomic disparity since
they have poorer access to health care for lower-income
groups.

Sufficient sleep was identified as a protective factor in
the prevalence of chronic headache in this study. The role
of insomnia in chronic headache has already been shown,
and appropriate sleep has been observed as a protective
factor (38,39). The simultaneous effects of stress and
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insomnia have been identified as major contributors to
chronic headache and the synergistic effects of these
2 factors have caused chronic headache (40,41). Another
protective factor for chronic headache in both crude and
adjusted regression analysis was residence in a village.
The occurrence of chronic headache among rural females
and males was lower than among urban females and
males, which could be related to the lifestyle of villagers,
perhaps because of lower stress, greater physical activity
and better sleep.

One of the strengths of this study was the large
sample size and surveying urban and rural populations
simultaneously. This was the first study in the Islamic
Republic of Iran conducted on the Kurdish population.
It could be used as an appropriate reference for future
studies on other ethnicities since it provides the
possibility of comparing ethnicities with their different
lifestyles.

One of the limitations of this study was its cross-
sectional nature, meaning there was no possibility of a
causal interpretation of the relationships, in particular
whether it is excessive consumption of medication
that causes headache, or whether chronic headache
leads to overuse. However, it is believed that the use
of symptomatic treatment for repeated headaches is
not appropriate and may be a possible cause of chronic
headache (42). Other factors, such as stress and specific
living conditions, may also play a role in chronic headache
that could not be determined in this study.

Other limitations were the lack of young and older
age groups in our study population as we only had the
opportunity to review middle-aged people. Data on
different types of headaches such as migraine, tension
headache and cluster headache were not available
separately.

Conclusion

The prevalence of chronic headache among females was
almost 3 times as high as among males, and medication
overuse headache was more prevalent among females
than males. Depression, urban residence, comorbidity
and marriage were associated with increased risk and
higher education level, menopause and normal sleep
with decreased risk of developing chronic headache.
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Facteurs associés aux céphalées chroniques chez I'adulte : résultats d'une étude de
cohorte sur les maladies non transmissibles a Ravansar

Résume

Contexte : Les céphalées constituent l'affection la plus courante du systéme nerveux central et comptent parmi les
maladies non transmissibles les plus répandues.

Objectif : Déterminer les facteurs associés aux céphalées chroniques chez les adultes.

Méthodes: Il s'agissait d'une étude transversale dans laquelle 10 063 participants ont été recrutés a partir des
données de référence de l'étude de cohorte Ravansar sur les maladies non transmissibles dans l'ouest de la
République islamique d'Iran, menée en 2021. Les participants qui avaient des maux de téte pendant 15 jours ou plus
par mois durant trois mois ou plus étaient considérés comme des personnes souffrant de céphalées chroniques. La
régression logistique a été utilisée pour examiner les associations.

Résultats: La prévalence des céphalées chroniques était de 10,49 % (n=1054) et était significativement plus
élevée chez les femmes (14,55 %, n="769) que chez les hommes (598 %, n =285) (p <0,001). Le risque de céphalées
chroniques était 73 % plus élevé chez les femmes mariées que chez les femmes célibataires. Chez les hommes
fumeurs, le risque de céphalées chroniques était 1,47 fois plus élevé que chez les non-fumeurs [intervalle de
confiance (IC) a 95%: 1,05, 2,06]. Le risque de céphalées chroniques était 2,59 fois plus élevé chez les hommes
dépressifs que chez les hommes non dépressifs (IC a 95%: 1,28, 5,22) ; et chez les femmes dépressives, le risque
était 2,38 fois plus élevé que chez les femmes non dépressives (IC a 95%: 1,76, 3,23). Le risque de céphalées
chroniques était inférieur de 84 % chez les hommes vivant en zone rurale par rapport a ceux vivant en zone urbaine,
et de 81 % chez les femmes vivant en zone rurale par rapport a celles vivant en zone urbaine. La ménopause et le fait
d'avoir un sommeil normal étaient significativement associés a un risque plus faible de céphalées chroniques, tandis
que la comorbidité était liée a un risque plus élevé de développer cette affection.

Conclusion : La dépression, la résidence urbaine, le tabagisme, la comorbidité et le fait d'étre marié étaient associés
a une augmentation du risque de développer des céphalées chroniques, tandis que le niveau d'éducation supérieur, la
ménopause et le sommeil normal étaient liés a une diminution de ce risque.
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