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ABSTRACT

The présent'study compargd the efficacy of two -
active treatments, relaxation training.and cognitive
coping, with a nonspecific placgbo cont&ol in the
treatment of forty-two children and adolescents with
migfaige. The results demcnstrated that each active
treatment was superior to the nonspecific intervention
in reducing overall headacﬁe activity and frequency but
not duration or intensity. There were no differencgs
between the experimental §roups, and they continued to
improve through a sixteen-week follow-up period.

| +Initial level .of headache seﬁerity was an
important factor in treatment outcome, with children
with severe headaches responding better than those with
milder headaches. Similarly, initial level of depression
waé positively correlated with headache imﬁ&ovement.
Although all three groups were less depressed after
treatment, there were no differences among the groups.

Based upon these results, it appears that beth
relaxétion trainiﬁg and cognitivé coping are effective
interventions in pediatric migraine. Possible mechanisms
which account for the treatment éffects_are discussed,
and the implications for futuré research are considered.
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CHAPTER I

INTRODUCfION AND REVIEW OF THE
¢ LITERATURE

Migraiqé is an ancient affliction which has plagued
mankind since the beginning of written history (Friedman,
1972)., It was known éo Hippocrates (460-377B.C.) as
"hemicrania" or a syndrome of periodic, unilateral, often
intense headaches, associated ﬁith visual disturbances,
nausea, and vomitting (Bille, 1962). Today it is a common
“‘cause of chronic pain, with various studies reporting an
adult incidence of approximatély nineteen to twenty-five
percent depending upon diagnostié q;iteria and—sampling
procedures.tWaters and OTonnor,lQ?é)._ Unfortunately the
‘problem often begins in childhood. The best available
survey data shows an éverage childhood incidénce of approxi-
mately four percent, with the frequency increasing to about
eleven. percent by adolescence (Bille, 1962; Sillanpaé;
.1933a,‘l§83b). Pediatric migrainé is a major.source of
neurological referrals (Dalessio, 1980), and it exacts a
high toll in terms of health care costs, emotional distress,
and disruptions of family and school activities.

\

Although potent drugs are available for adults, contra-
indications and side-effects are not infrequent, and physicians
and parents generally prefer to avoid their use in children and

& .

* adolescents if at all possible, In the past decade a sizeable



literature has documented the effectiveness of behavioral
methods in the treatment of adult migraine,'but thus’ far

there have been nc controlled group ‘outcome studies on their -~
" use in pediatric migréihe. Consequently, the therapeutic
choices for children are limited and research which evaluates
the effecﬁiveness of behavioral treatment methods is needed.
The purpose of this study is td-evaluate the effectiveness

of two behavioral methods, relaxation training-and cognitive
coping, in the treatment of children and adolescents with

migraine headaches.

The Concept of Headache

Headache has been called the most common ailment of
civilized man (Dalessio, 1980¥. The terms ﬁeadache and
migraine are often interchanged with little awareness of the
distinction. Common useage defines headache as the experience
of head pain from the brow level up. The Aq Hoc Committee on
the Classification of Héadache (1962) defines the term more
broadly as discomfort of the entire head, inéluding the face
and the nape of the neck. It lists fifteen types of headache
with the classific§yion based upon the pain mechanism involved
and/or the underlying physiological dysfunction. The most
common are migraine, muscle-contraction headaches, a combina-
tion of the two, and hypochondriacal or conversion headaches

(Ad Hoc Committee, 1962). These headaches are thought to be non-

organic, related to gx\51on, and potentlally responsive to

-



psychotherapeutic interventions (Blénchard, Ahles and Shaw, .
1979). The remaining types of headaches are relatively
infrequent; all are caused by inflammation or traction
which is secondary to a pathological process (Dalessic,
1980). When organic pathology and systemic disease are
excluded, migraine is the most frequent and debilitating of

pediatric headaches'(Jay and Tomasi, 1981).

The -Definition and Classification of Migraine .

.The Ad Hoc Committee (1962) reserves the term migraine

for vascular headaches and define it as follows:
Recurrent attacks of headache, widely varied in-
intensity, frequency and duration. The attacks
are commonly unilateral in onset; are usually
associated with anorexia and sometimes with
nausea and vomiting; in some are pfé eded by
or associated with censpicucus sensory, motor,
and mood disturbances; and are often familial
(p. 717).

The Ad Hoc Committee (1962) lists five types of migraine which

are classified as follows;

(A) "Classic" Migraine —;Eascular headache with
sharply defined, tramsient, and other, sensory
or mctor prodromes or both.

{(B) "Common" Migraine - Vascular headache without
striking prodromes and less often unilateral
than A and C. Syncnyms are "atypical migraine"

. or "sick" headache, "summer", "Monday", "weekend",
"relaxation", "premenstrual" and "menstrual"
headache.

{C) "Cluster" Headache - Vascular headache, pre-

" dominantly unilateral on the same side, usually
associated with flushing, sweating, rhinorrhea, V4
and increased lacrimatiocn; brief in duration
and usually occurring in closely packed groups
separated by long remissions....



(D) "Hemiplegic" Migraine and "Opthalmoplegic"
Migraine - Vascular headache featured by
sensory and motor phenomena which persist
during and dfter the headache. .

- (E) "Lower-Half" Headache - Headache of possibly

vascular mechanism, centered primarily in the

lower face...(p.'717).
Recently the heﬁdache classification system has been guestioned,
and it has.been“guggested that the migraihe types may be
separate syndromes which have been mistakenly united (Clesen, .
Lauritzen, Tfelt-Hansen, Henriksen and Larsen, 1982). More-
over other investigators have questicned the distinction between
muscle contraction and migraine based on factor analytic and
physiological studies, and they have suggested that the twc are
simply opposite poles on a severity continuum (Bakal and
Kaganov, 1977; Andersén and Franks, 1981).

The classification of pediatric migraine is also contro-
versial, and there are at least two addit%gnal syndromes which
are often classified as migraiﬁe or migraine equivalents. One ’
. is a vascular disorder, descfibed as basilar artery migraine
by Bickerstaff'(lgﬁl), which involves complex brainstem symptoms
including vertigeo, gait ataxia, ophthalmoplegia, and tinnitus
in varying combinations. There is often a family history of
migraine but headaches ;re an irreguiar feature (Bickerstaff,
1961). The second syndrome is a paroxysmal cendition involving
sudden attacks of_recurrent ancrexia, nausea and vomitting,gnd/
or episodes of sé;ere abdom;nal pain in the absence of headache

(Barlow, 1978; Conédon and Forsythe, 1979). Occurring separately.

or associated with these symptoms may be various autonomic
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disturbances_sucp as paroxysmal vertigo, hot and cold sweats,
unexplainedffevérs, and "growing égins“ of inexplicable origin
“(Prensky, 1976; Tomasi,¥1979; Golden, 1979), A follow—ué
study hés shown that children who suffer from this syndrome

develop typical migraige\pattéfhs significantly more frequently

than normal controls as they mature (Hammond, 1974).

Diagnostic Criteria and Incidence

The efforts of the Ad Hoc Committee to standardiie diag-
nosis have not been entirely successful, and significant
differeéces occur bgcause essential features have not been
specified. Many researchers in pediatric migraine follow
the method of Vahlguist énd Hackzell (1949) in using as their
criteria intermittent paroxysmal headéche and any two of the
following four symptoms: unilateral pain, nausea, visual
disturbances, and a positive family history. Prensky (1976),
on the other hand, requires any three of the following six
symptoms: abdominal pain, nausea or vomitting,hemicrania,
throbbing pain, complete relief following sleep, aura, and a

positive family history.

t be expected, the reported incidence of mig-
raine in adults and children varies widely, depending
upop” dgagnostic criteria, sex, age, and sampling procedures.

an unselected sample of over 9000 Swedish school children.

reported a four percent incidence between the agﬁ; cf seven

s
>



to fifteen years with the rate increasing with age. Until
the age‘of eleven both sexes were egually affected but in
later yeafs the frequency was Higher in girls. This is con;
‘sistent with the incidence repcrted g;\vgh%quist (1951, 1855)
who found a rate of two éercent before two years, and 4.5
" percent in Ehe two to twelve year group. On the other hand,
using unspecified criteria, Ostér (1972) reported a somewhat
higher incidence in a large unselected sample of Danish
students between the ages of six and sixteen. Indeed, recent
fiﬁdings suggést that all these figures are an underestimate.
In- a follow-up study of an unselected Finnish sample of fourteen-
year_olds,lsillanpaa (1983a) has just reported an incidence of

10.6 percent. In addition, a study of thirteen-year olds yielded
1 - .

an incidence of 11.3 percent (Sillanpaa, 1983b). g\\
Three factors probably contribute to the updere timation:

first is the difficulty ig cbtaining an accurate description
of the symptoms of young children, and Sécond is the greater
variability of symptoms in children (Joffe, Bakal and Kaganov,
1983). More important, however, ?s the question of the
fappropriateness of‘appl§ing adult criteria to children.
Prensky (1976), in a review of the pediatric literature, found
a lesser fregquency'of such diagnostic symptoms as gnilateral
pain énd visual aura. On the other hand, naué%e and vomitting
were more frequent., Moreover, many child;en have migraine

equivalents which do not f£it the Ad Hoc Committee's classifica-

tion scheme and may not be diagnosed as migraine in.the
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absence of headache. For these reasons it appears likely
that on occasion childhood migraine may be undiagnosed or

perhaps misdiagnosed.

Etiologz

In spite of the growing literature on the subject,

- the étiology of migraine remain elusive. A frequerit viewpoint

is that it represents a maladaptive somatic response to environ-
mental stressors and/or associated mood changes in genetically
vulnerable indiviauals (Kudrow,‘l918; Dalessio, 1980; Bakal, :
w982). Consistent with this coﬁceptualization, the search for °
etiological factors has encompassed both biological and p§ycho—
logical variables. A common ﬁssumptionxgppears to be that the
etiology is thé same in adults and children and the literature
on the latter is limited. Unless otherwise stated, the studies

reviewed here have involved adults.

Biological Factors

L)

Research in this area has concerned itself with the
genetic, vascular, and biochemical aspects of the disorder..
Thére are two major;sources of evidence which support the
theofy of a genetic prgdisposition to migraine: firsf,
investigaﬁipns of family incidence among the immediate reig—
tives of patients, and second, twin studies. While high
familial concordance rates have béen:reported (e.g. fifty-

five percent by Selby and Lance, 1960; sixty-five to ninety-



one percent by Dalsgaard-Nielsor, 1965; and fifty-eight to
ninety percent in children by Tomasi,‘1979), t;e meth;ao—
.logical inadequacies inherent in clinical interviews and
retrospective data neceséitate a cautious interpretation.
Waters (1971) noted that muéi of this work has involved
hearsay reports by patients concerning their relatives'
symptoms. In contrast, his own results indicated a con-
cordance rate of only ten percent when he himself intervieweﬁ
relative55 However, this figure is probably too low becaus?
Waters' criterion stipulated both a prodromal phase and
assbciated‘nausea limiting the sample to patients with
classical migraine only. Moreover, much higher rates

were reported in a series of methodologically sound European
twin studies that were summarized by Refsum (1968) e.g.

sixty to one hundred percent for monozygotic twins and

ten to forty percent for dizygotic twins. Nevertheless,

the status of the genetic theory of migraine remains ambiguocus
because of methodological limitations in much cof the suppor—’
tive research. Furthermore, even if the theory were correct,
it says nothing about the method of expression of the genetic
factor - a critical issue in its own right.

To clarify this issue, investigation has focussed on

the vascular functiohing of migraineurs. Our understanding

of the pathophysiology has incieased considerably following the

pioneering impetus of H.G. Wolsf (1987.1962 ). There is now
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widespread agreement-that the headache process per se is
essentially biphasic. The warning or prodromal phase involves
vasocconstriction of the cranial and cerebral arteries and a

concomitant reduction of cerebral blood flow in the corticaly

areas responsible for the characteristic symptoms (Dalessio,

-

1980; Williamson,.lQBl): During the headache phase, marked
extracranial and lesser intracranial vasodilation occurs,
followed by a sterile inflammation oé the arterial Q;ll,
vascular edema, and the release of vasoactive biochemical
sﬁbstances-(Amery, 1982). It is the inflammatory process
with its associated biochemical changes rather than the vaso-
dilaéion which is thought to be the major pain mechanism
(Dalessico, 1980). The headache process in children is believed
tc be the same but prodromal symptoms are less common , and
nausea and vomitting are more frequent (Trued, 1974; 3oﬁfe,
Bakal and Kaganov, 1983). This suggests a more dominant

autonomic involvement.

A frequent eticlogical theory is that migraine#kiﬂhave

an unstable autonomic nervous system which is expressed in
defeétive vasomotor regulaticn {Raskin and Appenzeller, 1980).
Suppor;Z;g'evidence first came from several studies which sug-’
gegted that migraineurs show exaggerated cranial respoﬁ;iveness
and greater variability of vasomotor function even when free

of headaches compared to normal controls (Dalessio, 1963;
Appenzeller, 1969; Price and Tursky, 1976). Bakal (1975)

hypothesized that these vascular irregularities may reflect a
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more basic prohlem with autonomic stabilizing mechanisms,

a view consistent with Selby and Lance's (1960) theory of .;*
generalized instability of autonomic’function;ng. Neverthe-
less, other.investﬁéators have disputed this theory because
of difficulty in replicating the original reéults (Morley,
1977; Ander;pn and Franks, 1981). For example, Andrasik

and his colleagues (Andrasik, Blanchard, Aréna, Saunders

and Barron, 1982) recently reported no significant differ-
ences among migraineurs, tension headache patients, and non-

headache contrq}s on numercus psychophysiolegical indices

under stressful and relaxed conditions. However, as the

authors themselves suggest, one must note tHe questiohable
relevance‘bf the laboratory stressors and the lack of data
on the critical reco&g}y—from—stress phase.

In a recent review article Blanchard and Andrasik
(1982) commented that the methodoiogical complexities of
research in this area are such that one must conclude that
the issue of vasomotor dysfunction in migraine }emaihs
unresolved. However, many of the negative rgsults pertain
to the generalized vasomotor theory, and a model combining a
general autoﬁomic dysfunction with localized vascmotor instability
remains possible. This would be consistent with recent physio~-
logical findings documenting a pattern of focal hyperemia
prior to headache, followed by spreadin§ oligemia in the
prodrome, and culminating in the impaired activation of

regional cerebral blood flow in the painful phase (Olesen,

o
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Larsen and Lauritzen, 1981).

Investigators have hypotheéized that, if vascular
function is indeed deranged, one or more vasoactive media-
topé‘may be implicated in the headache process since it
is known that various hormones and neurotfansmitters cause,
augment, or are by-products of pain and inflaﬁmatioﬁ. Research'
has focussed on such substances as histamine,‘serotonin; the
catecholamines’,. tyramine, the prostaglandins, and a pclypeptide
dubbed neurckinin. This paper will discuss briefly selected
highlights from this work. The interested reader will find
comprehensive reviews in Dalessio (1980), Raskin énd
Appenzeller (1980), or Amery (1982).

Because it is commonly believed that miéraine is a
maladaptive response to stress and anxiety, investigators
have sought to measure catecholamine {adrenalin and nor-
adrenalin) in migraine patients. It has been shown that
noradrenalin is significantly elevated before awakening in
patients whose headaches frequently waken them from sléep
(Hsu, Kalucy, Crisp, Koval, Chen, Cairuthers and Zilka, 1977).,
and vascular headache is a common symptom in patients with
noradrenalin-secreting tumours-(Aﬁery, 1982). Also,
measurements in migraineurs éugges; chronic sympathetic
overactivity (Hockaday, 1978} and noradrenalin is released
on activation of the sympathetic nervous system (Amery, 1982).
Moreover, the usual response to the increased secretion of

noradrenalin is a small decrease in %egional'cerebral blood



flow followed by a later increase as cerebral metaboclism
increases (Amery, 1982). This pattern is consistent with
observed blood flew changes during the migraine process

(Olesee et al, 1983; Olesen et al, 1982) suggesting a
significant etiological role for noraderenalin. However,

one must first reconcile this with the observation that

the infusion of noradrenalin in headache-free migfaineurs

did not induce an attack (Ostfeld and Wolff, l§55). Perhaps
the amoent used was too low to increase metabolism sufficiently
to potentiate headache (Amery, 1982). -

The etiological role of serotonin, which is believed
to increase the pain threshold, has also generated much
interest. It is known that serotonin constricts the stalp
arteries in man {(Lance, Anthony and Gonsky, 1967}, and it
has been demonstrated that platelet serotonin is elevated
in the prodromal phase and falls sharply tc a low level in
the headache phase (Anthony, Hinterberge; and Lance, 1967).
Sicuteri, Testi and Anselmi (1961) observed that the urinary
turnover rate of the catabolic breakdown product of serotonin -
ﬁSeHIAA) was increased during an attack. It is also known
that serotonin antagonist drugs such as methysergide are
effective in the prophylagtic treatment of migraine if taken
in the prodromal phase (Anthony et al, 1967) . . Taken together,.
this evidence suggests an etiological role for serotonin in
the development of migraine headaches. However, as we observed

with noradrenalin, the injection of serotonin fails to induce
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an attack in migraineurs (Kimball, «Friedman and vallejo, -
1960) - a significant flaw in the serotonin. theory of
etiology.

' It is important to note that the noradrenalin and
serotonin hypotheses are not mutually exclusdi. The recent
work of Olesen et ai (1981) has suggested a possible
linking mechanism. It has been established that a large
variety of ph}sical and psychological stressors may elevate
sympathetic arousal and catecholamine production (Selye, 1976).
Amery (1982) has hypothesized that elevated sympathetic
- arousal may increase cerebral metabolism, causing excessive
oxygen demands and provoking brain hypoxia. This would cause
the aggregation of plételets and their subsequent release of
serotonin (Amery, 1982). The depletion of serotonin levels .
would then initiate the vascular changes wﬁich characterize
the migraine process (Amery, 1982),

This model is especially attractive because it
integrates much of the current research on the pathophysiology
of migraine (Olésen, Laﬁritzen, Tfelt-Hansen, Henriksen and
Larsen, 1982) ana it can be enterec¢ at several levels. It ‘
therefore takes]into account the triggering action of'thé
numerous physical, pgychological and situational variébles

discussed below.



Psychological Factors

The search for psychological factors of etiological
significance’'has concentrated largely on personality,
motivation, and situational variables. With respect to

by
personality, quch of Ehe research has been based on the .
theory that a gpecific personality profile with unique
conflicts and motivations is.a major determinant of the

dggorder. The migraine patient is typically characterized

as a "....tense, driving obsessional perfectionist, with an
inflexible personality...." (Henryk-Gutt and Rees, 1973,
p. 142). The specific pattern is usually viewed as a cqping

response which resulgs'from repressed hostility arising in
a situation which arouses a resentment which cannot be
.aéknowledged or expressed (Bakal, 1975). The bottled-up
resentment assumes‘qtiologigal importance when thendéfensive
stance fails to keep the ﬁbstility in check and -anxiety
threatens to break throﬁgh. Migraine'then develops as a
5ma;adaptive second-level coping response (Wolf and Goodell,
11968). .
' . The pattern in cPildyen is apparently similér.
Young migraineurs are described as overcontrolled and'obliéed
to meet strict behfqidral norms that deny aggression and
demonstfative'feeling-(Friedman, 1968). Family tensions
and excessive extracurricular activities are reportéd to

lead to frequent anxiety or depressive reactions in response

to stress (Ling, Oftedal and Weinberg, 1970). Sénsitivity

—s
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‘and a need for approval are also considered common

(Anderson, 1980). However, despite this apparent consensus,
the construct of migraine-personality rests largely on
uneontrolied clinical case studies. Obviously validation =
requires research of better methodology. .

Harrison (1975) argued that studies using personality

tests are a source of more objective and reliable data.

However, in a critical.review of this tvpe of literature

on the migraine personality, he found meagre support for the

construct. Although there were few consistent results, two

studies reported. that mié;;iﬁeurs are stro;ger on such traits
8 .

as emotional control, convéntionality and perfectionism than

nonheadache controls (Ross and McNaughton, ;945; Kaldegqg,

1952); two other studies found that they scored significantly

hiéher than controls on neuroticism, which is considered a

measure of autonomic lability (Maxwell, 1966; Henryk-Gutt

and Rees, 1973). With respect to the hypothetical hostility

conflict, Henryk-Gutt and Rees (1973) found evidence of‘

hostility and guilt only in females with severe migraine,

and in males with the c}assic syndrome. Bihldorf (1969),

on the other hand, found that tension headache patients

scored higher than migraineﬁrs measures of indirect

hostility and direct ekpressions of anger. More recently,

however, a well-designed stu@y fourid no differences among

different types of headache patients' and nonheadache controls

on hostile .press (Andrasik, Blanchard,'Arena, Teders, Teevan



and Rodichok, 1982).

The findinés regarding the connection with depression
are more positive. Couch, Ziegler a?d Hassanein (1973) "
reported mild to 'severe depression in about sixty percent
of migraineursland a significant correlation between severity
of migraine and degree of depressiSh. Rogado, Harrisbn and
Graham {(1974) also found moderately elevated depressicn
scores in their patients, and Werder, Sargent and Coyne (1981)
reported that elevated depression predicted a good response
to treatment. However, Kudrow (1978) was able to confirm
depression in only ten percent of his migraineurs.

In a review of the research using the Minnesota
Multiphasic Personality Inbentory, Harrison (1975) found
that there was only one consistent finding. '?he typical
conversion "V" pattern of elevated Hypochondriasis and
Hysteria indicating bound anxiety was répofted by both the
Mayo Clinic ‘(Harrison, 1975) and Rogado et al (1973). This
configuration was recently ‘confirmed by Andrasik who also
found significantly elevated depression scores (Andrasik,
Blanchard, Arena, Teders, Teevan and Rodichok, 1982}.
~ However, the etiological significance of this pattern must
be interpreted cautiously siﬁce it occurs in a variety of
psychological and somatic disorders involving chronic pain
(Sterngﬁch, 1974) . It is unknown whether the pattern
develops in response to pain, as was suggested by Adams,

Feuerstein and Fowler (1980), or whether it preexists and
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is exacerbated by pain as Sternbach k1974) has indicéfed.

It is possible that the -development of pain éynaromes'in
patients with a hypochondriacal personality pa€tern may
serve to keep deprgssion masked - a hypothesis consistent
with the results of Werder et al (1981).Qh0 also

fouhd that headache pétients with this personality con- N
~figuration did not respond well to treatment, while more
depressed patients did. |

In reviewing these results it is apparent tHat
there is little consistent support for the construc% of
migrai pefsonality. A more élausiblé hypothesis is that
similar dynamics occur in many psychophysiological_disorders.
"It is suspected that autonomic lability is the common denomin-
ator of all these disorders, and that which symptom complex
develops depends upon the environmental demands, the
individual's reaction pattern, and his/her specific organic -
vulnerability (ﬁazarus, 1977).

The role of situational factors in the precipitation {
of migpgine headaches is generally accepted. Through
questio;naires, structuged interviews and environmental
maniﬁulation, several investigators have documented the
capacity of a wide variety of specific'physical stimuli //
to elicit an attack (Bille, 1962; Wolff, 1963). Implicated
are such diverse stimuli as infense noise, stroboscopic

light effects, foods, various allergens, oral contraceptives,

barometric pressure changes, and physical exercise in both
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adults (Graham, 1968; Adams et al, 1950) and children
{Bille, 1962; Fenichel, 1968). Moreover, there is evidence
that, in some cases, such naturally occurring cyclical
phenomena as the estrogen changes associated with the
menstrual cycle and pregnancy {Sommerville, 1972; Kudrow,
1978) or the neuschumoral changes associated with the cir-
cadian rhythm and sleep may precipitate migraine headaches
(Wolf and Goodell, 1968; Dexter and Weitzman, 1970).

It is alsc recognized that many psychological.stimuli

'
sucﬁoas holidays, work projects, job changes, schoolwork
ahd examinationsf or interpersonal demands may serve as a
trigger (Wolff, 1937; Selby and Lance, 1960; vVahlquist, 1961).
Wolff (1963) considered that any environmental event which
requires an adaptive reaction may elicit a stress response
as a result of brévious experiegceg and acquired symbolic
meaning. What is critical is not the event per se but
thé Individual's perception cf the event and his available
reaction patterns (Selye,®”1976; Lazarus, 197{). If the
situation is experienced as threatening and the  coping
repertoire is inadequate,-g primitive adaptive reaction,
namely a migrgine headéche, will develop in the genetically
predisposed and constitutionally vulnerable individual
(Marcussen and Wolff, 1949).

That psychological stress can act as a precipitant
for a large proportion of migraineufé has been.confirmed

with both adults (Henryk-Gutt and Rees, 1973) and children
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(vahlquist, 1955; Bille, 1962). Indeed in the ldtter study
school stress was identified as the most common cause of
pediatric migraine. However, it remains necessary to

explain how the headache process is triagered in those

v

patients Who deny the relevance of situational stress.

Bakal (1982) has developed a psychobiological theory
which postulatps thap the autoﬁomic responses which mediate
headache may, over time, acquire a degree of autonomy fromy
the events which originally triggered the attacks and
begome highly resistant to extinction. He views headaches
as containing a senscry component which consists of afferent
pain transmission and a reactive or cognitive component
whichrconsists of the thoughts and feelings which maintain‘
the di;order. It is hypothesiz;d that the former is amen-
able to relaxation training, and the latter E? cognjtive
strategies (Bakal, 1982).

It is noteworthy that this model is consiste;t with
the gate control theory of pain (Melzack and Wall, 1965),
and it is basic to many of the multifaceted cognitive-
behavicral treatment regimes which are now being useg success-
fully in the treatment of chronic pain syndromes, (Tan, 1982;
Turner and Chapman, 1982a, 1982b). It also resembles
Williamson's (1981) biobehavioral model and Diamond and

Dalessio's (1978) unified theory of migraine. The latter

integrated Wolff's original theory with recent biochemical

e
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and physiological findings and ac%ounted for the role of
stress and other triggers in the migraine process.

' in the final analysis all these theories postulate
that'headaches arise in constitutionally vulnerable
individuals in fesponse to psychological or physical
stressofs and are maintained bg a failure of coping
skills. The developmenf of behavioral coping prograS;
including relaxétion and/or cognitive strategies was a
natural oufgrowth of this viewpoint.

The Treatment of Migraine

Pharmacological Methods

‘ .
Traditionally treatment usually begins with a pharma-

ceutical intervention. For milder headaches, palliative
treatment with analgesics such as aspirin or cedeine may
serve to relieve pain. If this is inadequate, abortive
treétment with ergot aerivatives such as_ergotamine
tartrate may be prescribed to stop an attack in progress.
When taken on a continual basis, the ergotamines and
_methysergide have élso_been used successfully in the pro- (.
rhylactic treatment of severe migraine. However, both
these drugs can cause unpleaéént and potentially, seriqus
side-effects or complications (Beeson, McDermott and

Wyngaarder, 1979}, . »

Dalessic (1980) recommended that both drugs be avoided -
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in children unless there is no alternative. Recently two
studies hade reporfed qfod results with the prophylactic

use of propranalol in childrenﬁéLudvigsson, 1974; Bille,
Ludvigsson and Sanner, 1977), Bﬁt its long-term use may lead
to cardiac complications (Beeson et al, 1979). Moreover,
new drugs are often suggested, but clinicians and parents
prefer non-pharmacological alternatives whenever feasible

because of the unknown developmental implications.

Behavioral Methods

Biofeedback and relaxaﬁigg_;kaining have become the
primary nonpharmacological treatment approaches in the
management of miéraine (Blanchard and Andrasik, 1982).
Cognitive appiications, while promising, have not been
frequent. A complete review of biofeedback treatment is
beyond the scope of this paper, but the interested reader is
referred to comprehensive articles by Adams‘et al (1980}
and Williamson (1981). Presented below is a brief overview
.and a review of biofeedback-interventions in prediatric
migraine. The literature comparing bicfeedback with
relaxation or cognitive strategies is discussed under the

latter headings.

Biofeedback Traininag. Of the various biofeedback

techniques, thermal biofeedback has been used most frequently.

This methed involves training iln peripheral temperature

/96ﬂtrdl (usually by finger warmliing), on the assumption that



voluntary peripheral vasodilation will reduce cranial blood
flow and prevent or abort the migraine procéss. It is often
combined with autogenic tfaining, a form of self-induced
relaxation which uses cognitive self-statements to control
tension, breathing, blood flow and body temperature. Together
the combination is known as autogenic feedback. Cephalic
vasomotor biofeedback is a related application which teaches
the direct pontrol of the vasomotor response of the temporal
or frontal artery. There have also been reports on the use

of electromyographic (EMG)'or.alpha biofeedback, both éf which
are believed to have the capacity to moderate migraine by
inducing relaxation. According to a recent meta~analysis

of the migraine literature, autogéniélfeedback and relaxation
are the most successful interventions to date (Blanchard and

Andrasik, 1982).

The first stcecessful group outcome studies using autogenic
feedﬁack were reported by the Menninger Clinic (Sargent, Green
and Walters, 1972, 1973). Their method combined thermal bio-
feedback with autogenic training. The latter used self—talk,
autosuggest;on. and imagery to induce relaxation and peri-
pheral vasocdilation. Sargent et al (1972, 1973) reasoned
that this combination would provide voluntary control of
sympathetic nervous system activity leadiﬁg to the relief of
migraine, and in three studies they reported significant.

improvement in seventy-six out of 110 longstanding migraineurs.

Moreover a five-month follow-up showed good maintenance of
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clinical gains (Sargent, Walters and Green, 1973).

Although this work was methodologically flawed (i.e. no
statistical comparisons, no pre- or posttreatment data,

and a global clinical criterion), numerous other authors
have replicated the Menninger results in both single group
designs and multiple case studies {e.g. Mitch, McGrady and
Iannone, 1976; Reading and Mohr, 1976; and Boller and Flom,
1978). 1In addition, many controlled group outcome studies
have compared autogenic feedback with other metheds. This

work is discussed later.

Autogenic feedback has also been successfully
utilized in pediatric migraine, and it is noteworthy that
this method combines both cognitive and relaxation components.

There have been several uncontrolled studies, e.g. Peper and

.Grossman (1974) with two children; Werder(1978) with four

children followed for two years; and Diamond and Franklin
(1976) with thirty-two children using a combination of auto-
genic and EMG biofeedback. Furthermore two controlled com-
parisons have repofted good results. In a multiple-baseline-
acreoss—-subjects design, the first documented better than

fifty percent improvement on all headache variables iﬁ/two
girls with a six-year history of migraine (aAndrasik, Blanchard,
Edlund and Rosenblum, 1982). Similarly, in a controlled group
study with twenty-eight children, Labbe and Williamson({1982)

reported that autogenic feedback yielded a significantly

better outcome than a waiting-list control. Despite some
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methodological problems, the consistently good results
suggest that autogenic feedback may be an efficacidus inter-
vention in pediatric migraine. Further research to define

its mechanism of action appears warranted.

= After autogenic feedback and relaxation, thermal

biofeedback {(e.g. Mitch, McGrady and Iannone; Mullinex,

Morton, Hack, and Fishman, 1978) and vasomotor biofeedback
4 * '
(e.g. Bild and Adams, 1980; Knapp and Florin, 1981) are the
-
most successful interventions in adult migraine (Blanchard

.and Andrasik, 1982). However, while all these methods have
1 ST

yielded significant relief, some studies indicate that their
effectiveness does not depend upon the successful acquisition
of the targetted responses. There}ore investigaﬁors have
suggested that either a nonspecific placebo effect or some
unrecognized potent mechanism may be operating (Mullinex,
Norton, Hackman and Eishman, 1978; Gauthier, Bois, Allaire

and Drolet, 1981; Blanchard and Andrasik, 1982). Because

the relaxation response is a significant factor in all types
of biofeedback training, one may hypothesize that it is

the active treatment component (Attfield, and Peck, 1979).

On the other hand, Bakal (1982) has argued that biofeedbacﬁ\\_///
may act by altering the patient's cognitive schema concerning
headache and the potential for self-control. This suggests
that cognitive restructuring is the critical ingredient, énd
it is consistent with Bandura's (1982) theory that alterations

~
in perceptions of self-efficacy underlie behavioral change.

-
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Thus far the literature on this issue is limited.
There have been frequént studies of relaxation training and
some on cognitivelmethodé, but much of this work is
&ncontrolled or methoaélogicallylflawed. There have also
been a small number of direct comparisons in controlled
studies which have &ielded contradictory results, and

several reports which have confounded the effects of the two

approaches,

Relaxation Training. This term is generally used

synonoymously with progressive relaxation (Jacobson, 1938),
‘and involves alﬁerﬂately tensing and relaxing individual
muscle groups in sequence. It excludes cognitive relaxation
methods such as Zen, hypnosis and meditation which operate
through attentional focussing. Aftér biofeedback, relakation
training is the most frequent behavioral intervention in
migraine. Derivatives are passive relaxation which omits

the tensing phaée, and cue-controlled relaxation {Paul, 1969)
which links the relaxation response to a verbal or motor

stimulus.

One of the first successes with relaxation t}aining
was reported by Lutker (1971) who obtained total remission
in a woman with an eight-year history of daily migraines.
Similarly, in an uncontrolled clinical study, Hay and
Madders(1971) reported that seventy percent of ninety-eight
patients showed good improvement after six group sessions

of relaxation training, and fifty-five percent maintained

”
5



their gains at a three month follow-up. 1In another single group
study, Warner and Lance(1975) obtained complete remission in two
cases, seventy—five'pé:éent imprcvement in six, and no change in
the remaining four, for a total of two-thirds improvement.

Unfortunately, all these studies lack control groups, -
and with no comparisons to rule out spontaneous rémissions or
improvements, they must be interpreted cautiously. However, these
initial successes did stimulate controlled comparisons. For
example, Blanchard, Theobald, Williamson, Silver and Brown(197é)
compared progressive relaxation, autogenic feedback, and a no-
treatment contrcl in subjects métched for headache severity.
They found that during treatment both experimental groups improved
significantly on measures of total headache activity, duration,
intensity, and analgesic use, whereas the control group did not.
After treatment, thé relaxation group was significantly better than
the biofeedback group on measures of headache frequency and intensity.
Follow-up data of three months and one year showed no differences
between the treatment groups and good maintenance of clinical gains,
with the relaxation group continuing to improve (Silver, Blanchard,
williamson, Theﬁbald and Brown, 1979).

Further support for the efficacy of relaxation training
. came from a group outcome étudy by Att%ield and Peck(1979) who
compared progressive relaxation and finger temperature biofegdback
in ten migraine patients and ten normal individuals. Althoygh
the biofeedback group did achieve greater increases in finger

temperature, they did not improve in terms of total headache
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activity.. The relaxation group, on the other hand,
significahtly reduced their headache activity without
-raising finger temperatﬁre.

Both of the above studies obtained good results
with relaxation training. However, a more recent'report
is more equ;vocal (Blanchard, Andrasik, Neff,Arena, Ahles,
Jurish, Péllmeyef, Saunders’, Teders, Barrbn.and Rodichok, 1982).
This research used a step-wise procedure with migraine, a4

combined headache and muscle-contraction patients to
determine whether relaxation nonresponders would improve
with subsequent biofeedback. Although all groups responded
J¢*s{gnificantly to relaxation, only thirty percent of the
migraine patients and twenty—fwo percegt of the mixed
group were greatly improved compared to eighty-one percent
in the earlier Blanchard study (Blanchard et al, 1978).
It is difficulf to interpret these results since the design
did not include a control group. However, ;ampling dif-
ferences may provide an explanation of the‘c0ntrasting
results in the two projects. The patients in the last
study were all chronic: severe heédache sufferers, a group
which is relatively unresponsive to intervention (Bakal,
Demjen and Kaganov, 1981). This could explain the iower

guccess rate in this study.

In summary, with the exception of the last study,

s

all of the research discussed above supports the efficacy

of relaxation training as a migraine intervention,
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Unfortunately, much of the work is methodologically flawed.
Anly one study has included‘a.nojtreatment control group,
and none have.contained a placebo;type intervention. There-
fore the pature of the active component remains unclear.
'Nevertheless, in a recent mefakanalysis of’ the migraine
literaiure, Blanchard and Andrasik (1982) concluded'that
autogenic biofeedback and éeiaxation training are signifi-

‘ cantly better than all other active and control conditions.
However, COg&lth; techniques were not included in this

analysis. (Comparlsons of relaxation and cognltlve methods

are reviewed in a later section).

/

Cognitive Methods These are a heterogeneous assortment

of techniques whose goai is the modification of thought
processes in order to prevent or attgnuate pain. They
include such strategies as educational information, meditation
and hypnosis,-gttention diversion,lthe manipulaQTSH/;f imagery,
and a_ variety of cognitiﬁe therapies; e.g.,-Beck's(l976)
depression therapy: Ellis‘(l962)ratidnal—emotive therapy or
RET; self-instructional training (Meichenbaum, 1974); coping-
skillg] training (Goldfried, 1971), problem-solving therapy
(Spivack and Shure, 1974; Spivack, Platt and Shure, 1956);
~and stress-innoculation training (Meichenbaum, 1975).
'Somé authors distinguish the cognitive-behavioral

*

.methods which contain a behavigral component from the

i \
purportedyﬁ’pure,cognitive methods, but in practice
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the distinction is arbitrary (Tan, 1982). Cognitive methods
have been applied with good'reﬁults to a broad range of
éroblems such as- fears and phobias, pain, deficient selff

: coﬁtrol, depression, anxiety, and interpersonal problems.

Cognitive‘iestructurihg is the basis of the cognitive-

methods. jThié is essentially a cognitive retraining pro-.
cedure designed to modify maladaptive emoticnal reéponses

and behaviors by changing the way the individual labels

hid experiences. The emphasis is upon modifying negative
internalized sg¢ntences, which arqlconsidered the sources

of anxiety, anger and depression, to more constructive

covert verbalizations. An example would be altering "This

e

r-
is awful for me!" to "This is not what I wanted to happen,
but lets see what I can do about it". Coégnitive coping

is an extension which combines elements of cognitive
restructurin? and problem-solving. The salient character-
istic is a focus upon building a behavioral repertoire of
"skills to help ;he patient to cope with thé éroblem being
_experienced e.g. test anxiety, pain etc. (Mahoney and |

arnkoff, 1978).

The application of cognitive methods to the manage-

k)

mént of headache is relatively recent, and the literature
is not extensive. This review is;arbitrarily.divided into
two sections: first, studies which use a cognitive method
.alonewgr compare i% to something othef than relaxation, and

lastly research which contrasts or combines the two
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interventions. For classification purposes, EﬁG biofeedback
is considered a relaxation technique because the targetted
response is the reduction of muscle tensign. )

One,'of the early éognitive sucesses was a controlled
group outcome stﬁdy with forty-six migraine patients which
compared highosis and prochlorperazine, an antiemetic
agent (Anderson, Basker énd Dalton, 1976).. Follow-up
consisted of monthly assessments for one year. By‘the sixth
m&nth, the hypnosis group had ten complete remissions and
significantly fewer headaches than the drug group which had
thrée remissions. Since hypnotic trance was not induced,
the improvement in g%e hypnosis .group may be explained by
another treatment element such as attention_diﬁersion,
suggestion, anxiety-reducing imagery or s;lf—relaxation.
However, the interpretation of these results is problematic
becausg the amount of attention recéived was not controlled;
and only nonspgéific effects may be operative.

More équivocél results with respect to hypnosis were
reported by Andreychuck-and Skriver(l975) who found no
significant differences in a comparison of thermal biofeed-
back, alpha biofeedback and self-hypnosis, although all
patients hadj@écreased headache activity. ._Hewever, all
three gééups shared cognitive and relaxatioi9§>patment
components s well as nonspecific elements such as attention

and positive expectations. This makes interpretation

difficult but, since the treatment response was significantly



correlated with suggestlblllty, nonspecific factors alone
could account for the results,

On_the other hand, a study by Benson, Klemchuk and
Graham(1974) suggests that more than a nonspecific effect
is required to induce change. These investigators fopnd
. no significant improvement in headache activity in seventeen
migraine patients trained in transc¢endental meditation,
although six patienté had improved clinical ratings. However,
the meaning of these results must be tempered by the weakness
of the experimental design which included neifheg a control
group nor a foflow-up assessmént.

More'recently in a controlled group ocutcome study,
"Knapp and Florin(1981) treated twenty miéraine patients with
cognitive stress céping, vasomotor biofeedback, a combination
of the two, or a waltlng—llst control gain all thexadtive
treatment groups were 51gn1f1cantly 1mproved on headache and.
medication measures from pretest to posttest compared to the
controls, with no differences between the treatment groups.
In addition, . the two groups receiving cognitive coping
showed a greater reduction of irritability, emotionality,
and depression than the vasomotdr biofeedback group,
suggesting tﬁap specific treatment effects were involved.
The fact that the treatment‘effects on headaches were non-
additive may. indicate tﬁét the.experimental conditions are
equivalent procedures with the same mechanism of .action.

Alternately, a within—groﬁps factor may be implicated, with

v
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different types of subjects responding to the different
treatments. However, thé‘smail sample sizes in this
study éuggest that it may have 1ac£ed the power to detect
small to moderate experimental effects.

A perusal‘of these results shows two strongly
positive outcomes (Anderson et al, 1976; Knépp and Florin,
1951), one necative finding (Benson et al, 1974), and one

more ambiguous outcome (Andreychuk and Skriver, 1975:

which appeared to demonstrate eguivalent treatmént
effects for cognitive and biofeedback methods. Séveral
interﬁretations of these differences are possible.
Firstly, the active treatment component may be a non-
specific placebo-type factor since all the papers reviewed
are coﬁsistent with this interpretation. It is also
possible that individual differences predispose patients
to respond to different treatmént'components, causing
ap;;rent but false equivalency. Obviously research into
the correlates of responsiveness would be required to
clarify this issue. A third pdssibility is that both.bio—
feedback and cognitive methods act through the same
mechanism of action. This could be a relaxation effect oxr
a cognitive response such as a change in attitudes and
expeétations. Certainly future research which includes a

nonspecific treatment group is required to elucidate this

issue. ' ©
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Pelaxation Training and Cognitive Methods. Comparisons

of these approaches in the headache literature are relatively
few. A search identified four studies on the treatment of
migraine, and five on muscle-contraction headache. However
in some instances, their effects are confounded.

The earliest controlled reéearch combining relaxation
and gognitive techniques was reported by Mitchell and his

N .

¢colleagues (Mitchell and Mifchell, %971; Mitchell and white,\
1977). This group developed a comprehenéive treatment package
which combined progressive relaxation, applied relaxation,
systematic desensitization, and cognitive-behavicral methods
such as assertiveness training and problem scolving. In two
preliminag;*htﬁdies evaluating the relative contribution of
the relaxation components versus the total package they found
the latter to be superior to any singlé component. In the
first study, Mitchell and Mitchell {1971) reported that seven
 patients who received the total treatment showed significantly
greater improvement on headache frequency and duration than
three no-treatment control subjects. Although the relaxation
group of seven improved considerably, their results were not
significantly better than the controls. Unfortunately, there
was no statistical comparison between the two active treatments.
The second study mirrored the first in that the combined pack-
age was significantly superior to either desensitization alone

or the no-treatment controls (Mitchell and Mitchell, 1971).
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(1977) 'designed a dismaetling strategy involving the sequential

I later exqfnsion of this work, Mitchell and White
addifion of treatment c mponents. Althodgh the two phases of
recording and monitoring had negligible effects, a significant
reduction in migraine frequency occurred when physical and
mental relaxation and self-desensitization were added in the
third phase. However, the fourth phase which also included
self-control techniques such as cognitive restructuring,
cognitive coping, thought-stopping and assertion training,
yielded the best results. Mitchell and.White(l977) interpreted
their data as showing that migraiﬂe is a stress-induced dis-
order which responds best when a wide range of behavioral
skills are taught to provide a flexible repertoire of ceping
techniques. They noted that the most dramatic treatment-
response occurred in the fourth phase which included cognitive-
behavioral strategies. However;'these results must be inter-
‘preted with caution because the subjects were university
volunteers witﬁ relét;vely infrequent headaches. Also—
tranquillizer use was high, suggesting this was an atypical \
migraine sample. Moreover, relaxation was taught totally with
taped instruction, suggesting it may not have been mastered
well enough to facilitate a strong treatment effect.

A study by Lake, Rainey and Papsdorf (1979) reported
more equivocal results with the application of cognitive )
therapy to the treatment of“mig4aine. A comparison of self-

monitoring, EMG biofeedback, and finger temperature biofeedback



alone or combined with rational therapy indicated a significant .
improvement in all groups in pre- and posttreatmentlcomparisons.
There was no main treatment effect on a measure of headache,
activity, but a significant difference resulted when the three
treatment groups were combined and contrasted with the self-
monitoring group. The interpretation of these results is
difficult; it is unclear whether only nonspecific effects were
operati?e, or whether there were too few subjects per group (six),
or too few rational thefapy sessions (three) to provide an
adeguate test of the technique.

Success with a cognitive—behavioral program was obtained
by Kohlenberg and Cahn (1981), but a high drop-out rate .
necessitates a cautious interpretation. In a controlled group
design, these inveétigators found that a self-help home program
which taught cognitive restructuring, meditation, thermal bié—
feedback,—and progressive relaxation was éignificantly better
‘than a control condition of information conly at both thrée and
six-month follow-ups. Comparable resdlts with a cognitive-
behavioral program for chronic headache were also reported by

Bakal, Demjen and Kaganov (198l). Although this was a single

group design, all patients improved significantly” from pre- to

posttest, and a regression analysis showed that baseline
trends did not explain a significant pdrtion of the post-

treatment variance. MNevertheless, because both of these
. r

studies combined components of relaxation training, bicfeed-

back, and a variety of cognitive technigues, the active

treatment component cannct be identified, and the

_ \



possibility of nonspecific effects cannot be excluded.

A moré definitive analysis of the efficécy of cognitive
coping waé conducted by Holroyd, Andrasik and Wes£brook(1977)
with thirty-one muscle-contraction patients. - Using a within-
sample-matching design, this study compared cogéitive
restructuring, presented within a stress-coping framework,with
EMG biofeedback and a waiting-list control group. The
rationale for treatment qﬁphasized the role of maladaptive
cognitions in causing stress and thereby mediating headaches.
Patients were taught to ménitor self-talk and interrupt
negative seguences -by substitutiné more constructive cognitions.
The outcome was that.only the cognitive-coping group was .
significantly improbed at the posttreatment and fifteen-week
follow-up. Moreover, in a recent two-year follow-up,

Holroyd and Andrasik (1982) reported that eighty percent of the
cognitive~-coping group wefe substanti;lly improved as compared
to 37.5 percent of the biofeedback-assistéd relaxation group.
Only the former change was sighificant.

In a series of single-case experiments, Kremsdorf,
Kochanowicz, and Costell (1981) corrobdrated the superiority
of cognitive training over EMG.biofeedback for the relief of
tension heédaches. These authors reported that the cognitive
method reduced headache activity, whereas EMG biofeedback

reduced frontalis EMG levels with no concomitant improvement

in headache activity.
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somewhat different regults were reported by Andersoﬁ,
Lawrence and Olson(l981), who uséd‘a multiﬁle—baseline—across—
subjects design to evaluate the separate and combined effects
of cognitive coping and relaxation training in ﬁourteen
muscle-contraction headache patients. These authors found
that both interventions resulted in substantial improvementé
in headache ac£ivity and, for some’ patients, the ccmbination
pgbddced an additive effect. 2all patients had zero headache
activity at the fcllow-up assessment.

Somewhat more ambiguous results were reported by
Holroyd and Andrasik(l978) who compared cognitive coping,
cognitive coping plus relaxation, stress monitoring and
discussioﬁj“and a control condition. All three treatment
conditions reduced headaéhe activity.between pre- and post-
treatment, while the control condition did not. Moreover
there were no,differences among the treatment groups at post-
treatment. While these results would appeér to suggest that
only nonspecific effects were operatiﬁe, this interpretation
is inappropriate since all éhree experimental groups reported
using coghitive—cs;I;; strategies. Thus the intended placebo
‘condition probably stimulated the same change processes as
the active conditions. Moreover the fact that relaxation did
not augment the treatment effect suggests that cognitive change
regarding self-control and ex§ectati0ns for improvement may be

the common mechanism of action.

In reviewing the literature comparing relaxation and

-



cognitive methods, a contradiction is evident. At least
five papers indicate that cognitive interventions are
either superior or augment the effects of relaxation’
training (Mitchell and Mitchell, 1971; Mitchell and White,
1977; Holroyd et al, 1977; Kremsdorf et af, 1981, and
Anderson et al, lBéL): Howeyir, two studies fouﬁd ng ’
differences between thesé two.conditions (Holroyd and
Andrasik, 1978; and Lake et él, 1979). These last two
papers aiéo suggested that the treatment éffects of
relaxation and cognitive training are not additive, but
Anderson et al(l1981} came to the opposite conclusion at
least for some cases.

In attempting to reconcile these findings one must
assume that methodclogical deficienéies and differences have
not been inconsequential in contributing to the confusion.
Even in controlled group outcome studies, methodeclogical
problems are not uncommon. Examples are too few subjects,
too few training sessions, the use of tapes for training,
failure té control for patient expectations and face validity,
inadequate baselines #&nd follow-ups, total reliance on self-
report data, and the use of university volunteers as subjects.
However, the overall balance suggests that both methods
warrant further research in spite of these methodological
problems. In addition, the fact is that few of the studies
reviewed have contained a credible.placebo cendition, and
those which did tended to report equivalent treatmeﬁt effects '

across conditions. Moreover the efficacy of either relaxation
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t;aininq or cognitive interventions in children is essentially
uﬁtested although autogenic feedback which contains elements
of both methods, has yielded positive results. It would
appear that a direct comparison of these two approaches with

a non-specific intervention in the treatment of pediatric

migraine is in order.

Cognitive Applications in Pediatric Treatment?*

There are no publishéd reports on the application
of theéehtechniques to the treatment of pediatric migraine.
However,‘a broad'spect;um of cognitive-change therapies
which are suitable for use with children have been applied
to a vaéietf of pediatric problems such as deficien£ self-
control, anxieties aﬁd fears, and social and interpersonal
pfoblems: Some of tﬁis literature is summarized below to

illustrate tHe scope and flexibility of the cognitive

»

restructuring approach.1

Hyperactivity, impulsiﬁeness, poor atténtion span,
and aggressivenesé ajf all considered aspects of deficient
self-control, and cognitive technigues are becoming increas-
ingly common in the remediation of these problems. 1In a
pioreering study Meichenbaum and Goodman (1971) explored
a cognitive-restructuring approach in training impulsive
children to improve their performance through the modelling

and rehearsal of instrumental self-talk. This took the form

*New references in this section are given on p.l43a.
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of "think and do" graded sequences of self-statements designed
~to guide the children in task-oriented behaviors. Reiative
to placebo and assessment control groups, children receiving
cognitive restructuring training showed significant improve-
ment on several paper-and-pencil criterion measures and the

WISC Performance IQ.

Expanding on this work, Bornstein and Quevillon(1976)
have developed a treatment package based on verbally mediated
self-control training for the treatment of hyperactivity and
impulsivity. Using the amount of time "on task" in the
classroom as their criterion, they were able to demonstrate
dramatic decreases in inappropriate behaviors and highly’
significant increases in task-appropriate behaviors. Moreover,
assessment by different teachers in a five month follow-up
showed a complete maintenance of therapeutic géins as measured

by "on-task" time,

Other investigators using similar mefhods to develop
self-control in children include Palkes, Stewart and Freedman
(1972) , Douglas (1975), with hyperactive children;.Camp (1977)
with aggressive youngsters} and Kendall and Finch (1978),

Kendall and Wilcox (1980), with impulsive children.

An important application of cognitive restructuring
involves teaching children to cope with various fears,

anxieties, and stresses, e.g.- darkness, hospitals, surgery,

Al



test and speech anxieties. For example, Kanfer, Karoly,

and Newman (175) divided dark-phobic children into two
groups which both receiQed cognitive restructuring training.
A competence group was taught tp cope by making self—
statements emphasizing their stréngth, courage, and ability
to look after themselves, and a stimulus group was taught

to think positively about the darkness. On post-test
measures of the intensity and duration of dark tolerance,
both groups showed a significantly agreater decrease of dark
phobia than an untreated control group, with scme analyses

favouring the competence group.

Similarly Peterscon and Shigetomi (1981) evaluated
the effectiveness of cognitive coping compared to filmed
modelling, a combination, or informational preparation in
children awaiting tonsillectomies. Children who received
coping alcone cr in combinatioﬁ ate significaprtly better than
the cothers, and they experienced significéntly less distress
according to ratings by parents and hospital staff. In
addition, those who received cognitive coping plus modelling
were more calm and cooperative during the actual invasive

procedures.

Another major application of cognitive coping has
involved teaching sccial cognitive problem-solving skills
to children with social and interpersonal problems. This —

useage is consistent with D'Zurilla and Goldfried's (1971)
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iconceptualizatidn of anxiety, depression and other behag}p&al
problems as a function of an inability £o deal with situational
problems. ‘Applying this model, Spivak and Shure £i974)
developed a training program to teach interpersonal problem-—
solving skills to emotionally disturbed children. Their
programlpresents a series of typigal social problems to. teach
children to generate solutions, consider the op%ions and
consequences, and make a choice based upon the desirability
of ﬁhe outcome and the potential success rate. Their results
showed that, relative to an untreated control groﬁp, treated
children imﬁroved on measures of overt behavioral adjustment
and gains were maintained at a one year follow-up. Gottman,
Gonso, and Schuler (1976) replicated these reédits with

socially withdrawn children.

>

In conclusion, the above overview of the cognitive
literature on pediatric intervéntions.suggests that this is
an adaptable reti:od which may be applie¢ to many aifferent
problems. Its inherent strength is %that it is basicallyv a
set of princivles which guide the researcher in

modifying programs as recuired. Therefore it appears locical

»

that adult cognitive-coping strategies ffor migraine could be

suitably adapted for use with cihilaren.

Efé&ement of the Problem and Hypotheses

o
The purpose of the proposed research is to

evaluate the effectiveness of two therapeutic inter-
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ventions in the treatment of migraine headache in children -

1

relaxation training gnd a'cogniﬂiveﬁcoping technique.
ﬁelaxation training has proyed-effzziive in reducing or
eliminating migraine headaches in ults, apd clinical
experience in this laboratory indicate that it has promise
for use with children. Cognitive-coping techniques have
yielded positive results in the maﬁagement'of headache

in adults. They have also proved effective, in the

—

treatment of numerous chfLﬁhood disordefs, ranging”

from déficient self-control tg social and interpersonal
problems and the. stress of hospitalizafzan and surgery.

Based on this empirical evidence it is therefore hypothesized

that these two techniques will yield positive results in the

'treatment of chikdren with migraine.

This study will also evaluatesthe efficacy of the N
treatment procedures in allefiating anxiety and depression.\
This is$ pertinent becédse‘a prevgiling model of migréine
ﬁostulates the co-existence of maladaptive emotional reaction
patteﬁgg’in the fora of anXiety and depression which have
been found to be significantly elevated in migraine patients.
Moreover several authors-.-have suggested that these variables
may predict response to treatment in a vartety of pain dis-
o;ders. Whether this relatlonship élso occﬁrs in pediatric
migraine reﬁuires elucidation if the clinical goal is the

assignment of patients to, treatment according to those

characteristics which enhance the probability of success.
-~ )

N
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Hypothésis‘l:

Subjects in both the relaxation training and
cognitive coping treatment groups will show a
significantly greater reduction on the dependent

. headache measures than will subjects in the non-
specific placebo condition, and this relationship
will be maintained at follow-up.

Hypothesis II:

)

Subjects in both the relaxation training and.
cognitive coping treatment groups will sho@?:

a significantly greater reduction on the

dependent variables of anxiety and depression

than will subjects in %he nonspecific placebo
condition, and this relaticonship will be

maintained at follow-up.

~ Because of the dearth of literature on psychotherapeutic
interventions in pediatric migraine, there was no empirical
or theoretical basis on which to formulate a hypothesis
concerning the differential, effectiveness of the two active

tments. Based on the adult literature, one might hypo-

r
-

thesize that cognitive coping would‘be more effective than
elaxation training (Mitchell and Mitchell, 1971; Mitchell
)\\\HJ/ind White, 1977). However,_it has not been established that
the etiology of adult and pediatric migfaine are identical
or even s}milar. Therefore to extrapolate from the.adult'
literature is inappropriate.
Nevertheless the treatment of pediatric migraine is
a problem of sufficient clinical magnitude to justify the
evaluétion of all effective adult interventions. It was
therefore decided that the inclusion of two active treatments
in tﬁis study was warranted despite the resulting loss of
statistical power. This view was reinforced by the calcula-

o
tion that the design provided sufficient power to demonstrate

moderate treatment effects. It was therefore concluded that a

trade-off of power for additional information was warranted.
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CHAPTER II

-

. METHOD

Subjects

The subjects in this study were fifty—-one children
‘and adolescents, betwgen nine and eighteen years of age,
who were referred to the Childreﬁ's Hospital of Eastern
Ontario(CHEO) by pediatricians and family physicians in the
Ottawa-Hull area for consﬁltation.regarding migraine headaches.
Participation in the study depended upon confirmation of the
migraine diagnosis by a staff neﬁrologist‘and adherence to
the ‘inclusion and exclusion criteria described below. All
children who did not meet criteria were offered treatment
in the regular service programs of the hospital.

The choice of sample size requires some explanation.
There were two major considerations. Firstly, a review of
the adult migraine:;itefature showed that a sample of ten
per group is commonplace, agd apparently it provides
sufficient power to reject the null hypothesis. This suggests
that psychotherapeutic interventions in migraine have moder-
%tely large effects. Certainly it is generally agreed that
small effects are of little clinical utility, and clinical
trials in psychology with more than ten per group are

exceedingly rare.. A second ‘consideration was the power of the

-
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planﬁed ANOVA's. Power was set at .80 since a Type II error
was regarded as more serious than a Type I error for an
exploratory study. ‘

To determine N, a procedure was followed which is
recommended by Kirk (1983} for situations where an accurate
estimate of ( is not availéﬁle from previous research.
If1-8=.80, a = .05 p=3, and C = 1.25 (i.e. a moderate
effect), than n = 14_(Tab1e E;lS, p.840). This was increased
to 17 per group_i;'ofder to ailow-for probable drop-outs.

By this method a total N of 51 was suggested.

b The target population for this study was the type of
pediatric migraineur who ié referred to a hospit.1l or clinic
setting. Obviously our subjects are not a true random
sample of thié universe because of the predetermihed setting
and some degree of self—sélection. A samll number (11%)
declined to participate, pleading temporary remission,
schedule conflicts, or excessi?e distance. However, it is
assumed that comparable seiz—selectiOn occurs in other
institutional settings, ard there is no reason to suspect
systematic bias related to the specific locale of this study-
Nevertheless, it follows that the results must be inter-

prete cautiously until it is replicated with different

pediatric samples. -

Diagnostic Criteria

r

The general guidelines for headache diagnosis and

]

-
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lclassification established by the Ad Hoc Committee on

-Classification of Headachg(1962) were used. More specifi-

cally, the diagnostic¢ criteria were jintermittent paroxysmal
A . . . .

headache and any two of the following four symptoms:

y

throbbing pain; scotomata or related neurclogic phenomena;

nausea and/or vomitting; and a positive family history.

.This follows the criteria of Vahliguist and Hackzell (1949)

which have gained widespread acceptance. However throbbing

.
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pain has been substituted for unilateral pain since it is
generally acknowledged that unilaterality is relatively

infrequent in children (Bille, 1962; Tomasi, 1973; Bille,

'1981; Shinnar and D'Souza, 1982). !

Inclusion and Exclusion Criteria

'

The inclusicon criteria” stipulated that'suﬁjects
must be between nine and eighteen years; that the diag-
nosis must be cigssic or common migraine; that the dura-
tion of the headaches was a miﬁimum of threé ﬁoﬁths; that
the average frequency was once a week; and that no hew
prophylactic medication had been prescribed in the las;
two monﬁhs. Children whose headaches. were generally

-

linked to allergies, dietary factors or the menstrual

cycle were excluded, as were children with behavioral,

neurological or'major medical problems likely to require

. other interventions during the course of the pfoject. Also,

in order to ensure a minimum -level of verbal comprehension,
children who obtained less than a standard score of 80 on

the Peabody Picture Vocabulary Test, Form L, ‘were excluded.

Research Staff

Three female research assistants conducted all the
assessments and therapy sessions under the supervision of
tHe préject director who is a registered psychologist in

the Province of Ontario. All the research staff are
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psychology graduatés; two have master's degrees, and the
third has extensive experience as a research assistant.
In order to ensure the standardization of assessment
procedures and treatments, the staff were carefully
trained usiﬁg observatiop, rehearsal, feedback and role-
playing. In addition, all treatment sessibns were taped
aﬁd a random sample was spot—chécked by the di;ector or

co-investigator of the project.

Measurement Instruments and Measures

o

Headache Diary. Since headache is essentially a

phenomenological experience available only to the subject,
the use of a Headache Diary is common practice in the
treatment literature. This self-report measure, which was
first introduced by Budzynski, Stoyva, Adler and Mullaney

* (1973), involves regular perﬁodic rating of pain intensity
according to a numerical scale with verbal anchors. Our
method was adapted from.the work of Epstein and Abel (1977),
and it uses a six point rating scale ranginé from 0, which -
indicates the abse%ce of headache, to 5, which indicates an
Iincapaciﬁating headache.. Subjects assess keadache activity
four timesqper day at megltime apd at bedtime. Simultaneocusly
they record\quanéity and type of medication used, if any,
symptoms, and possible causes of the headache.- An example

of the Heaaache Diary is included in Appendix A. o

.
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Some of the advantages of this format include its
‘ease and acceptability to subjects, its capacity té reflect
pain variability, and its sensitivity to treatment effects
'(Andrasik, Blanchard, Ahles, Pallmeyer and Barron, 1981).
éollins and Thoempson (}9379) have argued that this method
provides the maiimum likelihood of compliance and repro-
ducibility of data; they have also demonstrated reasonable
reliability in a study with this format jCollins and Thompson,
1979; Collins and Martin, 1980). Recently, several studies
have presented evidence of acceptable levels of construct
validity (Thompson and Figueroa, 1980; Blanchard, Andrasik?ﬁl
Neff, Jurish.and O'Keefe, 1981; Andrasik, Blanchard, Ahles,
Pailmeyer and Barron, 198l). Our own laboratory has docu-
mented a high degree ;f concordance between the subject's
rating of headache intensity and the parent's independent
rating of the same event based upon behavioral observations
(Richardson, McGrath, Cunningham and Humphreys, 1983).

A number of dependent variables were éxtracted from
the Headache Diary. The Headache Index is a composite weekly
score which is considered the most sensitive single headache
measure (Andrasik, Blanchard, Agena, Saunders and Barron,
1982). Because it is calculated by summing the twenty-eight
weekly ratings, it reflects'frequency, duration and intensity
of headaches. TFrequency was defined as the number of times a
headache was reported weekly, and mean duration refers to the

A TN
number of successive ratings of pain per headache. Intensity
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is simply the highest weekly score. Medication Count is the
number of pills taken weekly. Operational definitions are

given in Appendix B.

School Attendance Because headache is an experiential

-

phenoﬁenon, direct objective measurement by independent
cbservers is not possible. Nevertheless, it is methodologic-
ally desirable to obtain behavioral indices, albeit indirect
ones, of the degree of associated handicap or disability if
possible (Adams et al, 1980; Blanchard and Andrasik, 1982).
Since migraine patients often prefer bed-rest during headaches
of moderate or greater severity, the number of days absent
from school may be expected to be an indirect objectiﬁe'index
of headaches of at least moderate severity. Therefore,
teachers were asked to complete records documenting school
attendance (see Appendix C). These records were collected
simultaneously with the Headache Diary during baseline and
each follow-up period. Absences pertaining tc appcintments
for treatment were not scored.

State-Trait Anxiety Inventory (STAI) and State-Trait
Anxiety Inventory for Children {STAIC)

In the'past decade, a groﬁing literature has docpmepteﬁ'the
role of anxiety as a contributor to the experience of pain
(Turk, 1977; Price and Blackwell, 1980; Turner and Chapman,
1982; XKhatami and Rush, 1982). The STAI and STAIC were sel-
ected as measqfes\of anxiety because of their statistical and

structural properties (Spielberger, Gorsuch, and Lushene, 1970; Spielberger,

<



1973). Each test provides a measure of State Anxfety,
which is sensitive to transitory or situational factors,
and Trait Anxiety, which refléct?'dispositional Oor Cross-— .
sitnational factors, i.e. generaiized anxiety. Because
our experimental protoccl involved training in dealing
with sitﬁational stressors, the ability to separate these
two components of anxiety was an important consideration
in selecting this test, \

The State Anxiety Scale was administered by having
the subjects, through imagery and role-playing, evoke the
most stressful -situation they frequently experienced. They
then responded to the test as if they were in that situation.
Each child generated his/her own situation. This variation
is within the uses suggested by Spielberger for this scale.
The Trait Anxiety Scale was administered after completion
of the State Scale.

Both the State Scales and the Trait Scales consist
of twenty items presented in a forced-choice format with
higher scores reflecting highgr anxiety levels. STAIC
Scales have a range of 0 to 60 points, while the STAI Scales
range from 0 to 80 points, The STAIC is administered to
subjects in elementary school, and the STAI to high school
subjects. Both tests have good internal reliability'l
(¢ = .78 to .22) and acceptabie test-retest reliability for
the'Trait Scales, However, the test-retest reliability for

the State Scales is considerably lower (r = .16 to ,47) as

*



- 50 -

would be predicted from their transitory focus (Endler,
1978; Dreger, 1978). Extensive evidence of content,
criterion and construct validity is provided in +the test
manuals (Spielberger 1973; Spielberger; Gorush and Lushene
1970), Also in a factor analysis of a battery of anxiety
scales, Cattell (1972) reported that the STAI had the
highest loading on the first factor extracted, indicating
excellent construct validity.

Children's Depression Rating Scale(CDRS). Many

studies have reported elevated depression scores in both
chronic pain and heédach;:patients but the exact nature of
the relationship requires elucidation (Sternbach and
Timmermans, 1375; Cox and Thomas, 1981; Strassberg, Reimherr,
Ward, Russell and Cole, 1981; ﬁathew, Stubits and Nigam,
1982). Because the two variables may interact, it is
important to assess depression in pain treatment studiés.
However, all the measures suitable for children are
relatively recent (Kazdin ;nd Petti, 1982). The CDRS is
a fifteen-item ogserver—scored scale, based upon DSM III
diagnostic criteria, which is completed after a structured
interview. It was developed by Poznanski (Poznanski, Cook
ahd Carroll, 1979) as a downward extension of_the Hamilton
Rating Scale.

Every item has two to four subcategories indicating

Increasing severity of depression and it contributes Q0 to 5

points to the total score. Inter-rater reliability is .92
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and the criterion validity of the scale has heen assessed
by showing excellent separation of scores of depressed
versus non-depressed children (Poznanski, Cook and Carroll,
1979). The method éf development suggests inherent con-
struct validity.

Credibility. It is necessary to assess credibility

in research designs involving the multiple comparison of
treatment intervention because conféunding may cccur when
there is differenfial credibility across ﬁreatment groups
(Holroyd{ Andrasik and& Noble, 1980). \F%is is especially
critical when a placebo treatment group is involved. 1In
this study credibility was measured by means of parallel
pretreatment and posttreatment guestionnaires designed to
uégeasure the face validity of the interventions. The
questonnaires consist of four questions reflecting the
éextent to which the treatments make sense to the subjects;
beliefs aboﬁt treatment efficacy, and expectations fof
improvement. Each question has five anchor\points ranging
from "not -.-at all", which is scored 0, to "very(much so)",
which is scored 4. A sum score is Ealcu}ated by adding
the assigned values. Subjects completed the questionnaires
immediately after the first and last treatmenls under the
supérvision of a therapi;t "blind" to theirlexperimental
group membership. Examples of the questionnaires are

included in Appendix D,
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Therapist Assessment. This is a measure of perceived
effectiveness which is included with the posttreatment
credibility questionnaire. It consists of three itemsr~
evaluating the skill, warmth and understanding of the thera-

pist, each of which has a range of 0 to 4 points. The total

score is obtained by summing the assigned values.
Procedure

There were five major compenents involved in this
study: (1) subject selection based upon’diaénosis and
inclusion and exclusion criteria; (2) pretreatment, con-
sistfhg of assessment with the measurement instruments
described earlier and four weeks of baseline recording of
headache activity; (3) treatment, involving six weekly one-
hour sessions, homework assignments and the centinual
completiog of Headache Diaries; (4) posttreatment, beginning
with four additional weeks of headache monitoring wifh
telephone supervision and ending with reassessment; and
(5} follow-up, which paralleled posttreatment but took
place twelve to sixteen weeks after the termination of
treatment. |

In the sﬁbject selection component, all proépecﬁive
subjects were examined by a pediatric staff neurologi%t to
confirm the diagnosis, using §3e diagnostic criteria des-
cribed previously, and to ruledout complicating medical con-

ditions, A member of the research staff, assigned on a
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sequential hasis whénever possible, also met with the ‘
'patient and parent(s) to exélain the naturé, purpose and
condjtions of the study éhd to ensure that diagnostic and
iﬁclusion and exclusion criteria were met. A}f they wished
to participate, éubjectg were required to make a cqmmit~
mént.to attend all segsions, to keep the.Headache Diaréé§~_’/~T—q
'throughout the study, and to complete homework assignments
- as required. They were then taught to monitor headache
activity on‘tﬁ; Headache Diary by'means of instructions,
modelling,-rehearsal and feedbéék.
" At this point four weeks of baseline recording began.
During this period, two assessments were scheduled: the
first, to review the‘headache monitoring proceauré.and to
/}/\\ obtain a detailed pediatric and headache history; and the i“\\
second, to compiete thé measurements described above. At
"the end of this period, subjects who averaged less than one
headache per week were excluded from tﬁe study. Also
excluded were subjects who did not complete a minimum of
twenty days of the Headache Diary during the baseline
périod. “Patie:£s excluded from the study weréloffered
" treatment in tﬁe regular service programs of the Childrén's
Hospital and they were‘regiacédAby other subjects.
Subjects‘whd met,criéerié~wexe classified into
,/’) two groups, aécording to degree ofzhéadache sevefity during
baselfne, usi?g as a cut-offscore a weekly mean of more

than 20.66 - points on the Headache Index. (This number was

N

K
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selected.beéause it Qas the mean score for a group of pilot
subjects). This procedure was followed in an effort to
obtain equivalency‘?n headache severity across treagﬁéq\_
. groups because there/if:%ome evidence that severity may\\
interact with i;eatment variables (Gauthier, 1978). 'fB
Subjects were then aésigneé £6 one of three treatment
conditions on a random basis. In order to maintain,raﬁfvn
port, the reseaggher who had done ﬁhe baseline‘assessmeﬁ%s

#////’*ﬁaith a_subject continued on as therapist.

y During the treltmént phase, all therapists followed

L

I

i detailed treatment manuals fo standardize procedures as
_"_“:—\ - . -
mpch as possible and ensure that every subject was instructed
e in all elements of the treatment. However, some manipulation
of \the ordering of.thé greatment elements did oécugﬁto.éllow
¢ for-individual differences and permit a natural flow of
| dialogue, To facilitate éompliance/gith the érotocols, -
therapiéts were provided with a checklist which they com-
pleted immédiagely a;ter edch session. In addition, approxi-
mately twenty per cent of the treatmen; tapes were checked
“at random to enc rage adherence to the treatment manuals.
Copies of the treayment protocols are provided in Appendix E.
Following t > treatment pardaigm for pain outiined
by Meichenbaum (1974) and Turk‘and Genest (1979), all the
treatmenté contained an educationalf phase, a skills~-training
- " phase, and an application-trainin phase. The function of

Cﬁ ' the educational or informatior phase was to provide subjects
: . ~

~

'\ : : . ' : | - S
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with a conceptual framework and to augment motivation to

learn and practise - the different techniques, Metho
logically, another function was to control credibflity

across experimental groups to prevent confounding this

variable with treatment effects (Borkovec, 1972; Kazdin,

1979). Por this purpo%e, parallel treatment raticnales
were constructed. These were essentially identical except
for slight differeﬁces in the explanation of the respective
mechanisﬁs of action. These rationales were tested in‘/

a pilot project with 125 normal analogue subjects which

vielded no significant differences in credibility for

ﬁhe,Speéific and nonspecific treatment groups (Richter,

Bartoli, Cunningham, Firestone, Goodman and Mcérath, 1982) .

These ratioqales were subsequently used in the
first treatment sessions with all the'experimental groups.
Basically, children were told that the way genetically
susceptible individuéls'cope with stress can 1ead_to
physical ten;iOn, strong emotional reactions and bio-
chemical changes which alter the cranial circulation and

H '

set up a chain reaction gnding with a migraine headache.\
The model presented was based upbh an integration of

Wolff's (1963) model of‘mfgraine'with'SchaChter's (1964)

theory of emotion and Lazarus' (i981)_stress and coping

-paradigm. In using these sources, the focus was less

upon a strict adherence to empirically validated models

N ‘ - ’ . R )
and more upon the need for a logical and comprehensible
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canceptual framework which cquld be used, with minor
modifications, for all treatment modalities and for

subjects of all ages. Copies of all the treatment
}

rationales are included in Appendix F. . (' p

S

JMTpormed Consent

4

- Before initiating treatment, therapists reviewed
. i .
with children and parents the purpose and conditions of
the study, and an informed consent was obtained from

one or both depending upon age.

Relaxation Training

Subjects were seen once a week for one hour for -
the six-week experimental period to learn various
relaxation skills. The first session began with a
presentaﬁipp of the treatment rationale described above.

It was explainéd that relaxation training is effective

in the treatment of migraine because it counteracts
. R ‘ 3
‘the stress and tension whic? mediate the headaqpe proce;;T\
Subjecfs received an dnitial training'session in progres-
sive relaxation which clbsely followed the procedure
develoﬁed for children by Cautela and Groden (1978). This
is a simplification of the Jacobson (1938) method involving
the seqﬁential tensing and relaxing of large muscle grdups

and the use of deep breathing to achieve total body

relaxation, This training session was taped and subjects

Vail
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' were_instrgcted ﬁo_practise at home 'with the tape once
daily for the;pext'week'in a quiet room free from distur-
- bances., Each session ended with the theraﬁist reinforcing
the importance of regular practice‘and.accuraEe record-
keeping of headache activity and medication intake.

In the second session, subjects were taught to
relax without the prior teﬁsing of muscle groups, and
another tape to be used for practice at home'was made.
Subjects were instructed to practise daily with the tape
of their preference.. Sessions three and four taught
partial or differential relaxation and "min}" relaxation
through deep breathing and self-cueing. 1In session‘five,
the emphasis was on the application of relaxation skills
to individually selected stréssfﬁl situations through tgif/
’ﬁse of role-playing, coaching-and feedback. Subjects
were. taught to put the relaxation procedure into effect
as soon as thy no?iced their stress 1eve1s/§I§E;§7 if
they were invoived in a stress—éroducing situation, or at
the onset of a headache. The sixth(last) session was
basically a review geared to indiv}dual needs., Therapists
reiterated motivational instructions emphasizing the need
for continued regular home practice and the application
of the new skilis in the natural environment to facilitate,
generalization, The féllow—ué arrangements were described
and treatment ended with‘the administration of the post-
treatment credibility questionnaire.

L]
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Cognitive Coping . ///’/’j

This program, ‘which is entitled “Thinking Straight",

was developed by the author as a downward extension for
children of Holroyd and Andrasik's (1978) cognitive-coping
program for tension headaches and Bakal's (1982) cognitive-
behavioral treatmen£ for chronic headaches. The program
uses elements of cognitive restructuring {(Goldfried,
Deéenteceo and Weinberg, 1974), stress-inoculation training
(Meichenbaum, 1974), rational-emotive therapy (Ellis, 1962),
and the cognitive control of pain (Turk, 1977). The'Pitie
occurred spontaneously when the author described Ellis'
(1962) concept of irrational beliefs as "crooked thoughts”
wgile workiﬂg with a young pilot patient.: This léd to an
explanation of the‘programAés a méthod of Thinking Straight
to counteractrkhbse crooked thoughts which trip us up
accidentally.

The program began with a presentation of the treat-
ment rationale described eariier (see Appendix F). This
rationale emphasized the role of negative self-talk in
produéing tension and strgss and the effectiveness of
Thinking Straight in reducing stress by substituting posi-
tive self-talk for the negative. ' To clarifyy the model,
therapists used a common stressful éxpeéience,‘writing a
test in school, éo demonstrate how s@lf-statements ' mediate

-

arousal and colour emotional and somatic experiences.
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They then modelled the use of Thinking Straight to rélieve
stréss and facilitate coping, and subjects were coached to
repeat/ the process, first with QQS same situation, and
later with &n emotionally charged situation from their
own experience. It was explained that Thinking Straight
is effective in the treatment oﬁ migraine because positive
self-talk can counteract the stress and tension which
mediates the headache précess. The therapist—-then intro-
duced the concept of headaches as stresSsors which &an
perpetuate themselves regardless‘of external experience
and reinforced the advantage of using Thinking éfraighf
as a éelf—control_method to cope with all types of
stressors /and ereby short-circuit the héadache process.
Finally/ subjects were taught to use the Thinking Straight‘
Diary to help monitor self—télk and identify negative
' self-statements (see Appendix G). For homéwork they
were instructed to review each day's experiences every
evening to link self-talk, emotions and outcome. They
were also asked to describe at least two stressful sitﬁ—
ations ana associated cognitions on the Thinkiné Straight
Diary and to contin onitoring headaéhQ\iifivity'and
- medication inta}ce."‘m?;rl ‘

The sécohd session reviewed the treatment rationale,
the use of the Headache Diary, apd the homework based on
the Thinking Straight Diary. -TH; therapist then introduced

the concept of crooked thoughts or beliefs as frequent
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unconscious determinants of negative self-statements and
presented common examples, e.g. the need for universal
love or approval, the need to be perfect, and the denial
of personal controel, After the subject identified
characteristic examples, the theraéist helped him/her

to dévelop and substitute personalized éoping stateﬁents,
e.g. "I'm an 0.K. kid even if I don't do so well in math"
or "Even if Mom yells at me sometimes, she still loves

"

me This was followed by an examination of negative

.self—talk during headaches, apd again alternative coping
statements were developed. All coping statements were
written out on small cards for subjects to keep, and
they were encouraged to modify and expand their collection
at home. Homework consisted of monitoring negative self-
talk daily, identifying the related crooked thought, and
subétituting positive coping statements. At least three
examples, one of which'gnvolved a headache, were to be
reported as homework on the Thinking Straight Diary.
| After this™the formap for the subsequent seszgons
wqg,always the same: a.review of the rationale and‘previous
week's homework, a lesson in a new skill, aﬂa a homework
assignment to practise daily all the skills learned thus-
far and record progress on the Thinking StTtaight Diary.
In reviewing the previous week's homework, the focus was"
always on helping subjects to identify negative selfwtal;f/

and substitute personalized cognitive coping statements.
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All sessions ended with the‘Eeinforcement of the need for d

regular hoﬁe practice and accurate records on both diaries.
In the third session subjects were taught to use
attention deployment as a coping skill to minimize pain
and to expand their repertoire of personal_coping stgte—
ments for headaches. New small cards recording these
statements were prepared, and subjects were encouré%ed .
to continue to add to. their collection. The fourth session ) r
taught the use of fantasy and imagery.as distractors and
ind;cers of pleasant feelings. Therapist and s&gject then
reviewed all the prior Diaries to tryJto identify and
modify characteristic patterns of self-statements during /
' stress reactions. However,: the weight'attached to the

idea of patterns varied with its relevance and the su@ject's-
receptivity to the concept. The next session introduced
simple problem—soiving ideas td deal with stressful
situations such as identifying options, méking a cﬁoice
based on probable outcome, implementing the choice,
monitoring progress, and making changes if necessary.

() The subject wag then hélped to applg the method to current‘
problems. The last session focussed on the applica;ioq of
thgiﬁﬁole repertoire of coping skil%s to ali types of

stressors. This was basically a review session with the &

-

emphasis varying according to individual needs. Motiva®
tional instructions were repeated to encourage the applica-

tion of the method in the natural environment, and



arrangements for reassessment were made,

Placebo Treatment

This is an attention control or nonspecific condition
which was titled "Stress Reduction Training"”. Structurally
it was identical to the experimental groups. Subjects
received all the same treatment components except fq;:the_
omission of the theoretical active ingredients. They weré
seen indiviéualiy for six one—;our treatments, and they .
received hgﬁework assignments caﬁparable to the other groups.

In the first session a credible ratiomale whiéh was.
very similar to that of the two specific treatment groups
was presented; It used the same model of migraine and a
parallel explanation of the mode of action of the'treatment.
Essentially subjects were told that hélding feelings iﬁ‘,
check and failing to identify or understand them causes
stress and tension which can build to a point where bio-
chemical and vascular changes cause a migraine heaaache.

A~

They were informed that by learning to identif? and express

~

their feeliﬂgs, they would experiencé less stress and ten-

sion and thus short-circuit the headache process. 1In this

session subjects were taught to {glate the féélings of

happiness and sadness to the situétion in which they occur-

red and to identiéy what aspects of that situation aroused
- ”

those feeliﬁgs. Their homework for the first week was to

continde monitoring headache activity and to £ill in a

-

.

- 4
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~

Stress ‘Reduction Diary every evening Qith an example of
a good or happy feeling and the related circumstances.
In subseguent weeks the homework focussed respectively on
the following feelings: sadness, anger, calm, and
frustration, A complete set of Diaries is provided in
Appendix H.

All subsequent sessions began with a review of
.the model of migraine and the treatment rationale,
followed by a discussion of the previous week's homework.
In the second session,isubjects‘were told that sometimes
it is easier to identify other people's feelings, and
this can help us to understand our éwn emotions. . The
therapist then used selected projectiqg/;es? cards to
elicit a stogx focussing bh feelings like joy or sadness,
and each subject was encouraged to relate this story to
a personal experiencet The same procedure was followed
in the fourth treatment session, but the emphasis was
on angry or calm feelings. The third and fifth sessions
were similar except that statements about common feelings
and experiences, selgcted from a variéty cf self-report
persconality tests, were used as the stimulus to elicit
emotions éﬁd discussions of personal experiences. All
sessions ended with a demonstration and explanation of
the homeworklﬁor the following week with help provided as
required‘to label'feelinés appropriately; In addition

subjects were encouraged to set aside a regular period



%

each day to practise exp;essing their feelings with g
sympathetic friend or parent. As in the B;Hér treatment
éroups, the last session was a;generél review with the
content selecéed”to meet Individual needs. Therapists
discussed the application of the stress reductiodn model
to stressful situations chosen by the subject, and the§
reiterated motivational instructions encouraging subjects
-to con;inue tb practise  in the natural énvironment.

-

Treatment ended with a discussion of the posttréatment

procedure. '

Posttreatment

This phase was similar in structure to the baseli%%rﬁ‘
prpcedure.' It was identical for all treatmeht groups.
Subjects continued to monitor headache activity and medi-
cation on the Headache Diary for four weeks. During this
period therapists teiephoned“subjects weekly to discuss
anprroblems-and encourage them to conﬁinue to practise
the skills they had learned. 'After four weeks, subjects
were reassessed with the same tegté used during baseline
by a therapist who had not treated the child and did not

know his/her treatment group. Arrangements were then made

for the follow-up process.



Followvug P

This phase followed the same procedure as post-
treatment. Subjects were asked to keep Headache Diaries
commencing twelve weeks after treatment ana continuing
for a fourﬁWeek period. Therapists made Qeekly phone
calls to promote compliance-and discuss any difficulties.
The period ended with Feassessment by a blind therapist

using the complete test battery which had been used in”~

the baseline assessment.

SN | «

- : b



5

—h T

CHAPTER III

RESULTS

Sample Description
Fiftylone children, dichotomized for headache severity
and randomly assigned to treatﬁent, participated in this study.
There were seventeen boys and thirty—four girls with a mean
age of 12.87 years and mean score of 108.67 on the Peabody Picture
~Vocabulary Test. Analyseé.of-variance across treatment groups on
these two variables weré not significant (p>. 75)[\Euggest1ng that
the randomization process had been successful in ach1ev1ng ,

group equivalence.

Over the codrse of eatment there were ei&ht drop-outs

8

and one child was o analyses because of insuf-

-pficient posttreatmgnt data. This left a final pool of forty-two

subjects. A chi-square analysis comparing attrition rates

across tﬁi}tment groups, was not significant. Caygses of attrition,

" as dog?mented bz;the therapjists, are provided in Appendix ql

)_ ~In order to establish group equivalence on the dependent

variables, baseline data were subjected to analyses of variance
. =

-and Hartley's F-maximum test for homogeneity of variarce

(Kirk, 1982). The results are presented in Tables 1 and 2.

All of the tésts were nonsighificant, suggesting that the groups
were indeed approximately equivalent. Although the varlances

for thBrHeadache Index and frequenc¢y are relatlvely large, this

is not.considered p:oblematlc because they are hpmogeneous
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across the treatment groups (Kirk, 1982).

-]

Efficacy of Tralnlng in Reducing
~ Migraine Headaches

Statistical Analyses

Analyses were performed to eluc1date thLeE/ba51c issues:
(a) whether intervention woulgilead to 51gn1f1cant 1mprovement
(b) whether there would be significant differences among the;
placebo and active treatments, and (c) whether improvement
would be maintainedrat the sixteen-week follow-up aséessment.

To answer these questions headache data ware analyze
as a 3 x 2 x 2 randomized fackorial g;pé}iment,'with repeatéz
measures on the , last factor (ziner, 1971). Thg first factor
contained the three levels ‘of treatment groups, and the second,
the two levels of headachefgéverity. The two repeated
measures were the average weekly scores derived from the ,

Headache Diaries during the post-~treatment and follow~up'

phases respectively. Because the dependent variables are

regarded as separate parameters which have important clinical
significance in tleir own right rather than being alternate
measures of t ame phenomenological event, they wére treated
Separgfgly in'univariéte analyses (Keﬁﬁall,and Braswell, 1982).
This is consistent with established methodology in the headache
literaﬁure.
% Following-a significant F test or Dunn's planned

comparison test, within-group changes were evaluated by one-
tailed t tesgs. Significént interactions were'assessed for *

oo

[T n.. * - \\

N Voo
\ b .
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simple main effects‘énd-then tested with the Newman-Keuls
method if warranted {Kirk, 1982). .For all analyses significance
was established at the .05 devel. However, because this was a
relativély small exploratory study, probabilities between .05
and .10 are noted and interpreteﬁ as trends.
The major, dependent variables relevant to the

— efficacy of training\?re all derived from the Headache Diafy.

/////They are the Headache vndex, freq&ency, mean.duration, and peak
intensity. Although§a\mgdication count was célculéted, this
variable was not analyzed because approximately half the
children took no medicine, and the others, very little. Similarly,
the school attendance measure was not analyzed because teachers
reported no absences at all during baseline for many of the
children.

General Findings. Two effects occurred on all measures.

As was expected gecausexef\the bloéking p;pcedufe, the main effect
for the severity factor Qgg‘always significant (p<.001). In
addition there wasgpalways a significant timeﬂeffsct on the repeated
measure (p;.OOl). Inspection of the group means\(Tabkss 3-6)
indicated that overall subjects were more improved at foliﬁw—up
than they were at postt;Fatment.

-

Headache Index. Beyond these two effects, Table 7 &

1

documents a trend toward a significant main effect for
treatment groups, F(2,36) = 2,94, p= .07,;indicating that
§ért of the variance in thej Headaché Index depends upon

the treatment received. Alcomparison of the group means 4

. , -
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/ L

Low severity level of headache activity at baseline

** H%ﬁh severity level of headache activity at bgseliﬁé

TABLE 3
Means and Standard Deviations of Headache /
Index for Groups and Level of Severity
Group n Baseline Posttest Follow-up-
X S.D. b S.D.. X .5.D.
| Relaxation 15 30:33 (24.60) 17.66 (16.34)  10.32 (11.06)
Low* 7 11.86 ( 6.47) 5.15 ( 4.62)  4.08 ( 5.61)
High** 8 46.52 (23.06) 28.60 (14.92) 15.78 (12.04)
Cognitive 15 26.29 (21.26) 14.04 (15.15) 9.17 (10.37)
Low 8 11.64 ( 4.25) 6.69 ( 5.42) 4.83 ( 4.55)
High 7 43.04 (20.48) 22.43 (18.64) 14.13 (13.16)
Placebo 12 25.17 (20.14) 20.47 (19.15) 14.80 (17.97)
Low 10.21 ( 3.39) 6.18 ( 5.86) 3.14 ( 1.65)
4
High 46.10 (12.59) 40.49 ( 9.92) 31.13 (17.68)
. --—r\ ‘
A\
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. TABLE 4

Means and Standard Deviations of Headache -
Frequency for Groups and Level of Severity

» a\ 5
& Group n h Baseline Posttest - Follow-up
‘ t
X 5.D. X S.D. X S.D. .
Relaxation 15 9.03 (8.05) 5.17 (5.16) ©2.91 (3.40)
Low* 7 3.21 (1.82) . 1.36 (1.25) . %14 (1.64)
_ f;g\ High** 8 14,13 (7.94) . 8.51 (4.97) 4.47 (3.86)
&bgnitive 15 8.14 (7.82) 4.50 (5.29) 2.52 (2.94)
L)w 8. ¢f 3.32 (1.62) 1.96 (1.84%~ 1.10 (1.10)
High A 13.64 (8B.55) 7.39 (6.55) 4.14 (3.61)
Placebo 12 7.26 (6.12) 6.45 (6{09) 4.68 (5.83)
- Low _ 7 (/2.56 { .90) ',.89 (1.™}) .91 ( .59)
High 5 ©13.85 (2:98) 12.83 (3.20) 9.95 (5.77)
@
\\\;___///h“ > '
* Low severity level of headache activity at baseline
- ** High"severity level of headache activity at baselife -
o ) ?S 4 '_r‘...'_
e
.,a'- ‘ " ’t":"b
. ; ., R
M ¥
L] 4

g
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TABLE 5

Means and Standard Deviations of Headache
Peak Intensity for Groups and Level of Severity

—

, Group n . Baseline Posttest Follow—up‘

C 7 S.D. X s.D. % S.D.

Relaxation 15. 3.60 (1.08) 2.52 (L.19) 2.08 (1.73)

Low* - 7 - . 2.79 ( .92) 1.79 1.12) . 1.14 (1.43)

High** 8 -~ 4.31 ('.59) 3.17 £ .86) 2.91 (1.61)

Cognitife 15 3.37 ( .77) 2.52((1.14) 1.96 (1.23)

Low 8 0 3.13 ( .95) +2,16\(1.27) 1.67 (1.30)

High 7 3.65 ( .37) 2.94 ( .88) - 2.29 (1.16)

Pl%gebo 12 3.58 ( .76) 2.39 (1.33) 2.2 (1.39)

Low 7 3.11 ¢ .28) * 1.54 ( .99) 1.21 ¢ .73)

\_ High 5 4.25 ( .72)  3.58 ( .57) - 3.15 (1.34)
'\ .

- -

*  Low severity level of headache activity at Baselgne

- ** High severity level of headache activity at baseline

o/

T -
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TABLE 6
Medns and Standard Deviations of Headache
Duration for Groups and Level of Severity '
Group n Baseline Posttest “ .Follow—dp
‘ % S.5. % S.D. — % S.0.
Relaxation 15 T 1.80 ( .92) 1.36 ( .65) .88 ( .80)
Low* 7 1.20 ( .44) .91 ( .65) - 49 (".62)
High** 8 2.32 ( .92) w 1.74 ( .33) 1.23 ( .81)
Cognitive 15 1.81 ( .83) .1.34 ( .87) .89 ( .68)
Low 8 1.44 ( .67) ©1.19 (1.07) .63 { .54)
High 7 2.24 ( .B4) 1.50 ( .60) . 1.20 ( .72)
Placebo 12 1.68 ( .61) 1.45 ( .89) _  1.08 (,.81)
Low 7 1.43 ( .69) .93 ( .74) .57 ( ~31)
High 5 2.02 ( .22) 2,18 ( .48) 1.79 ( .77)

* Low severity level of headache activity at baseline

** High severity level of headache activity at baseline
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TABLE 7

Repeatéd Measures ANOVA of Headache Index
by Treatment Group and Level of Severity

Source ' _ af’ 55 MS F-Ratio P
Group 2 977.48 488 .74 2.94 07"
Severity 1 8836.71 8536.71 51.27 .00
Group x Severity 2 1182.48 591.24 3.55 .04
Error 36 5994.49 166.51 - -
Time 1 '755.72  755.72  12.17 .00
: _ ) ;
Time x Group 2 13.09 6.55 .11 .90
. <
Time X Severity 1 342,09 342.09 5.51 .03
Group, X Time X 2 34.35 17.18x .28 .76
Severity
Error 36 2234.82 62.08 - -
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after treatment suggests that, as wés hypothesized, both the

cognitive coping group (X = 11.60) and the relaxation group
v

(X = 13.99) reported less he%ééche activity than the placebo’

group (X =17.64). This was confirmed using Dunn's'a priori

=

planned comparison, ¢D = 3.52, p<.05 and tD = 2.79, p<.05

reSpecti;ély {Kirk, 1982). Thus this finding lends support
to the major hypothesis of Ehis.study. N

In terms of interaction effects, it was found that
the severity factdr interacted significantly with time of
assessméﬁt F(1,36) = 5.51, p<.05 (Tabl® 7). A graphic -
representation of this interaction (Figure 1) shows that at the
follow-up assessment the difference between the high ahd low
{;everity conditions has diminished, and it is smaller than
at posttest. More impor%antly, the group and severity factgrs
also interacted, F(2,36) = 3.55, p<.05 (Table 7), iﬁdicating
that the effect of treatmenﬁ intexvention depended upon
both group membership and initial level of severity.ﬂA
test of this intéraction for simple main effegts resulted
in no difference at the low level of severity, but a signi-
fixcant diffgrence among treatment groups a; the high severity
levéi F(.05/3,36) = 5.72. This test followed Dunn's
pnocedﬁre to hold the overall error rate at .05 (Kirk, 1982).

-

This interaction effect is depicted in Figure 2. Newman-Keuls
Ly . *

comparisons of group means (Table 3) established that the high

. . i
actfivity than the high severitysplacebo group(@ = 17.533§&.05),

[

S

' severity cogniti%e coping group had sighificantly less headache -

“»
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In addition there was a trend suggesqing that the relaxation
group was more improved than the placebo group (¢}= 13.62,
p<.1d). Moreover, within-group comparisons of high severity
children revealed that both the relaxation and cognitive
groups improved significantly.between posttreatment and
.fc‘ailow—up, t(7)= 2.18, E’.‘:'Oé’ t(6)= 2.26, p<.05 J_:éspectively,
whille there was no signif;cant change.in the nonspecific placebo
group.. These results are graphed in Figure 3. It can be
seen that there were no signficant differences among the
low severity groups. o '3'

The failure to obtain a significant group-by-time

i \J

interaction sudge%fs fhat the observed group q&fferences on
this dependent measure were maintained at the follow-up (Table 7).
. Moreover, within-groups t testsindicated that both the
relaxation and cognitive groups continued to iﬁprove betweén

the posttreatﬁent and follow-up, t(1l4) = 2?11, p<.05, and

£(14) = 2.48, p<.025, while the placebo group did not.

Headache.Freguency. These findings parallel those
on the Headéche Index, and‘therefore the prgfentation is
brief. The outcome of the repeated measures ANOVA is
presented in Table 8, and\ghe associatea means and standard
deviations are in Table 4 . Beyond the gigpificant main
effects associated with he;dache seﬁerity and time of agsess-
ment which were described earlier, difféfences among tﬁe

groups following intervention yielded a significant main

]

group effect, F(2,36) 3.§4} p<-05, indicdt%gg that respoﬁée
¥y
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d TABLE 8
Repeatea Measdres ANOVA of Headache Frequency .
By treatment Group and Level of Severity
\
. N »
Source df ss MS F P
i . < X
Group w2 117.42 58,71 3.54 .04
Severity. o1 861.86 ' 861.86 52.01 .00
Group X Severity 2 119.34 59.67 3.60 .04
Error 36 596.54 16.57 - -
Time 1 85.25 85,25 11.41 .00
Time x Group 2 .14 .07 01 .99
Timd x Severity 1 37.36° 37.36 5.00 .03
Time x Group x 2 3.41 1.71 .23 .80
Severity . :
Error }6 268.91 7.47 - -
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" to treatment véried with group membershié. A Dunn's comparison
tegt confirmed that both the felaxation and cognitive coping
groups were significantly lower than the placebo group in -
te&ws of Headaéhe Frequency, tD ; 2.56, p<.05, and _
Eg'; 3.50, Ef.OS-respectively (Kirk, 1982}, Therefore this
result supports the major hfpothesis'of this experiment.
Figure 4 graphicall} displays the differences among the -
. . .
interventions at the posttest and follow-up.
| Referring to Table 8, it is apparent that as before,
the time factor ihteracted siguificantly with severity,
F(1,36) = 5.0, E<.05. Table 4 shows that frequency declined more
between the posttest and éollow—up in the highér severitf'grodps,
than in the .lower, Once again, there was. a significant.grdhp
by‘severity-fnteraction (Table 8), suggesting that the
differences among the treatment groﬁps depeﬁ@ed upcen degree
of severity, §k2,36) ; 3.60, p<.05. This was confirmed by
a test for simple main effects which was negati&e when
severity was‘low, but yielded a significant difference amoné
treatment groups when severity‘was high, Ek.05[3,36) = 6.50,
p<.05. The method used followed Dunn's procedure to control
overall error rate (Kirk, 1982). Moreover, Néwman—keuls
grouﬁ comparisoris established that, at the high severity
. level, subjects receiving both cognitive coping and relaxa-
tion training experienced headache significantly leés,fre—

quently after treatment than those in the control condition‘*

(§=5.62 and ¢ = 4.90, p<.05 respéctively). Differences
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between the two active conditions were not significant,

L]

To verify that “these results were maintained ét
the follow-up, within—group5<6he—éailed t tests were
| caiculéted at bqth levels 6fk;everity. These analyses
revéaléd that, when seVe:iéy was high, both active treat-
ment-gfoups iﬁp?oved.between the pasttest'and follow-up,
t(7) = 1.98, and‘E(G) = 2,29, p<.05, whereas the placebo
grpﬁp did not. At_the-low_severity level 'only the cognitive
group improved in this period, £(7) = 2.01, ps.05. These
findﬁngs are aepicted i; Figure 5.- Inspect;on showslminor
changes in frequéncy over time when severity is low, and
considerablé,éh&nge folloying treatﬁent when* severity is
high. This improvement ié-especially proﬁounced in the
cognitive coping and relaxation training .groups,a result
consistent with our main hypothesis.

Similar results wére obtained in within-groups t tests
when the severity levels were combined. The results showed
cpﬁtinuing improvement in the relaxation group, t(14} = 1.92,
p<.05, as well as in the cognitive group t(14) = 2,65,
p<.0l. There were no significaﬁt improvements in the

placebo condition.

Peak Intensity. The analyses on this variable were

essentially negative. There was a significant main effect
for severity as one would expect. 1In addition, there was
a significant main effect for time, indicating an overall

¢
improvgment for all subjects, regardless of group, over.the.

-
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céhrse of the study. However, the important group effects
and group Interactions were all non-significant. The ANOVA
results are documented in Table 3, and means are in Table 5.

Duration. This variable yieided results which
parallel those described above. There were no significant
findings g;yondithe significant main effeq}s for the time
aqd severity factors. The ANOVA.aHalysishis d;scribed in
Table 10, and means are given in -Table 6. .

School Attendance. The purpose of using this vari-

able was to provide an objective behavioral measure of
incapggity due to headache. quever,'this proved to be
impossible beéagse more than half the childfén reported
no absencés at all-dq;éﬂg baseline. This léft too little

"floor" for any improvement to occur.

Secondary Analyses

The data presented above were analyzed using a random-
o 5 ¢ '
ized factorial repeated measures model because it provides

tﬁe best fit for the data, and it'maximizes power and
precision in randomized experiments where tée regressi&n
of the posttest on the pretest departs conéiderably_%;om
unity (Cook and Campbell, 1979). Given the relativély -
small size of this study, this was a primary consideration.

Unfortunately this methed does. not directly address the

question of major clinical interest - pretest-posttest

[

‘ _ | . | | ‘»///

changes.
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TABLE 9

Repeated Measures ‘ANOVA of Peak Intensity
by Treatment Group and Level of Severity

"

Source af sSs MS F 1]
Group 2 .22 Lll .05 .95
Severity - 1 41.41 41.41 19.84 .00
Grdﬁp x Severity 2 5.90 2.95 . 1.41 . 26.
Error 36 75.15 2.09 - -
Time 1 4.47 4,47 7.45 .01
Time x Group 2 .13 .06 .11 .90

| Time x severity 1 .01 .01 .01 .92
Group x Time x - 2 .33 17 .28 .76

- Severlty )

Error 36 21,57 .60 - -




Repeated Measures ANOVA of Headache Duration

- 88 -

-TABLE 10

by Treatment Groups and Level of Severity

Source

daf 58 MS F P
Group 2 1.12 .56 .B6 .43
Severity 1 13.71 13.71 20.90 .00
Group x Severity 72 2.09 1.05 1.59 .22
Exror 36 23.62 .66 - -
Time .1 3.69 3.69 ;4.34 .00
Time x Group 2 .03 .Oi .bS .95
Time x Sever%t& 1 .01 .01 .04 .84
Time x Group X 2 .13 .07 .26 .77

Severity

Error 36 9.26 .26 - -




To clarify this question, parallel secondary
analyses were performed using change s;ores on_Heaaache‘
Indéx~and Frequencylas the two dependént variables. The
two levels of the fepeated measure were the pretest—post—i
test difference and the pretest-follow-up difference.

The independent variables were intervention group and level
of severity. The results, which were essentially identicali
are presented in fables 11 and 12. )

- An examination of these tables reveals that there
was a significanﬁ main éffect for‘means on béth dependent
measures. This indicates that overall group change scores
were siénificéntly greater than zero (p<.0l), or, in general,
significant alteration in he;dache dﬁtivity occurred both on

-

the Index and Headache Frequency overn the course of treatment.

~

There was also a significant main effect for severity{ with
the gréatest differeﬁces being recorded in the more severe
cases. Moreover there were:.significant effects on both the
repeated measures, with greater improvement overall at.
follow-up than a£ posttest (p<.01). 1In addition, the time
factér interacted significantly with,sevéfity, indicatiné

that the greatest reduction in headache activity was recorded
in children with‘ﬁevere headaches at the follow-up assessment.,
/For the Headache index, F(1,36) = 5.51, p<.025, and for
frequency, g(l,§6) = 8.06, p<.0l; see Tables 11 énd.12:7

To clarify these results, within-groups comparisons

were made using one-tailed 't tests on each dependent variable.

-
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TABLE 11

Rébeated Measures ANOVA of Headache Index Change Scores®
By Treatment Group and Level of Severity

Source daf SS MS

df S8 M3 F P
‘Mean 1 . 13858.20 13858.20 . 37.84 .00
Group , 2 977.48 488.74 1.33 .28
Sevérity : 1 3781.14‘ 3781.14  10.32 .00
Group x Severity 2 748,49 374.25 1.02 .37
Error 36 ©13184.03 366.22 . - -
Time 1 755.72 555.72 12.17 .00
| Time x Group 2° 13.09 6.55 11 .90
Time x Sevefity 1 342.09 342,09 5.51 .03
Time x Group x 2 34,35 17.08° .28 .76
Severity
Error ' 36 2234.82" sz.oé o | -

* Baseline to Posttest difference and Baseline to Folloﬁ-up
difference —_—




TABEE 12

L]

Repeated Measures ANOVA of Headache Frequeney Change Scores*
by Treatment Group and Level of Severity

. Source df 88 ms E. P
Mean | 1 ..©1191.45 4191.45 28.49  -.00
Group . 2 151.99 - 75.99 1.82 .18
. . \ ) : ‘ g g
Severity "1 389.26 389.26 9.31 * .00 \

. ' ) ..
Group x Severity 2 88.42 44.21 1.06 .36 , | %*
Error 36 1505.58 41.82 — -

- m - ¢

Time 1 85.25 85.25 11.41 .00

. )
Time x Group 2 .14 .07 .01 .99 )
Time x Severity 1 37.36 37.36 5,00 .03
Time x Group X 2 L 3.41 1.71 .23 .80 .

Severity : ' ’

Error 36 268.91 7.47 - -

*Baseline tb Posttest diffepence and Baseline to Follow-up
difference
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.These:tesks qpnfirmed_that in the. high severity condition,
béth the‘relaxation and cognitive coping_groups improved
significantly between baseline and posttest on the Headache
-Index, £(7) =12.7é, p<.025, ahd'§(6) % 3.58, B<.Ol_respecfively,
but there was no change in the placebo group. With respect
to the frequency variable, the relaxation g;oup improve@
- (7)) = 2.40, p<.025, as did the cognitive group t(6) =.3.02
p<.025, whereas the, placebo group did- not change significantly.
Comparable.results were obtained in the low severi;y/conditiqn

on the Headache Index. For the relaxation group t(6)= 2.31,
'E<.05, and t(7) = 2.39, p<.05 in the cognitive group. In
terﬁs of fregquency, only ﬁhe cognitive group showed a trend

to improvement: t(7) = 1.88, p<.10. There were no changes in
Ehe placebo condieien on either variable. ‘

The within-froups chaeges getween the posttest'an;
foilow—up have already been presented. The reader will recall
that there was only one significant change in the'low severity
level - the cogniﬁive group continued to imbrove in terms~of
Headache Frequency. When'headaches were severe, there were
no changee in the placebo group, but both active treatment
groups improved. Taken together these findings give additional
support to the hypothesis_that both a3§ive treatment groups f
would improve as a result of intervention, while the non-
;specific:group would not. Howeyer they also suggest that

initial Headache severity wasan important moderator of

treatment™effects in this study.



The Effects of Training on
Anxlety and Depression

Statistical Analyses

N ot

Anaiyses-werg perf%rmed to answer the féllowiﬁg
Questions: (a) Would training lead fo sigpificantlchange?
(b) Would the active treatments differ significantly.from
the placebo condition? (c) Would changes be maintained at
the follow-up assessment? The model was a 3 x 2 x 3 .
randomized facforial,experiment with reéeated measures OAJ\
the last factor. The independent vériables were treatment
group and headache severity. The dependgnt variables were
measures of depression and State and Trait Anxiety. The
latper two scores were converted to T-Scores using age- and
sex-appropriate norms. = Alpha was set at the .05 level.

Tables 13-15 give means and standard deviations
for thé dependent variables and Tables 16;18 summarize ;he
results of the repeated meaéureé ANOVA{S. Thefe were no
significant effecté associated with assignment to treatment
group.

/

State Anxiety. All anaiyses were nbnsignificaﬁi.

Trait Anxiety. This varjable yielded a significant
\
effect associated with time (see {Table 17),5(2,70) = 4 31,

p<.025., An examination of the appfopriate$means {Table 14-
baseline x = 51, posttest X = 47, follow-up X = 46.5)

revealed that there was a.decrease in anxiety between baseline
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TABLE 13

Means and Standard Deviations of State
Anxiety*for Groups and Level .of Severity

Group n Baseline Posttest " Follow-up
, x S.D. ‘ x . S.D. x  S.D.
ReﬂaxatioQ* 15 67.07(9.61) 65.47(7.68) 66.53(9.21)
Low .. 7 66.71(6.24) 6€3.57(7.74) 62.57(11.46)
High 8 67.38(12.29) €7.12(7.74) 70.00(5.29)
Cognitive 15 68.53(5.08) 64.26(7.97) 63.93(7.62)
: Low 8 67.00(2.83) 61.13(6.88) - ©81.75(7.46)
High 7 70,28(6.65) 67.86(8.05) 66.43( .55)
Placebo L1l 66.91(6.95) 68.63(6.19) 6Q.QQ(4.48)
Low 7 67.14(7.58) 70.71(5.62) 68.71(5.44)
High 4 66.50(6.76) 65.00(6.06) 67.00(2.31)
* 1
T - Score

* % ' '

Low severity TIevel of headache activity at baseline
ok x . )

'S¢t Highseverity level of headache activity at baseline
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». . - TABLE 14

Means and Standard. Deviations of Trait
Anxiety*for Groups and Level of Severity

Group n Baseline Posttest " Follow-up

X S.D. X s.D. % S.D.
Relaxation 15  49.20{ B.89) 44.,93( 9.34) 47.67(11.09)
Low** 7 + 43.86( 9.96) 42.57(12.71) 42.43( 9.98)
High*** 8 53.88( 4.82) . 47.00{ 5.04) 52.25(10.46)
N Cognitive .15  52.07( 898) 47.20(11.61) 47.07(10.63)
Low 8 49.63( 9.75) 47.38(15.31) 45.75(13.02)
High 7 54.86( 4.95) ° 47.00( 6.40) 48.57{ 7.79)
Placebo 11 52.00(10.22) 49,55(13,02) 44.18(11.66)
Low -7 52.29( 9.09) 50.00(12.26) 41.71(10 .48)
High 4 51.50(13.50) 48.75(16.21) 48.50(13.92)

*

T - Score
* %
% Low severity level of headache activity at baseline
- kkk ' -
High severity level of headache activity at baseline



- 96 -

TABLE 15

Means and Standard Deviations of Depression

Rating for Groups and Level of Severity

Group n Baseline Posttest Follow-up

X S.D. X S.D. X S.D.

Relaxation 14 21.36(4.34) 19.71(4.50) 20.93(5.11)

Low*, . 7 18.71(2.56) 19.57(5.59) 19.57(4.89)

High 7 24.00{(4.24) '19.86(3.53) 22.29(5.31)
Cognitive 15 20.33(5.49) 19.80(3.45) 19.33(3.98) -

Low 8 17.25(2.76) 18.25(2.60) 17.75(2.76)

High 7 23.86(5.84) 21.57(3.60) 21.14{(4.56)

Placebo . 11 21.36(4.,34) 18.81(3.02) 17.00(1.73)

Low 7 22.00(6.98) 18.71(3.82) 16.85(1.68)

High 4 23.25(5.56) 19.00{1.15) 17.25(2.06)

* Low severity level of headache activity at baseline

** High severity level of:headache activity at baseline
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TABLE 16

Repeated Measures ANOVA of State Anxiety™
by Treatment Group and Level of Severity

Source af 85 MS F P
Group 2 58.48 29.24 .26 .78
Severity 1 119.80 119.80 .05 .31
é;oup x Severity 2 291,30 145.65 .27 .29
Error 35  4004.72  114.42 - -
' |
Time 2 59.93 29.97 .17 32
Time x Group 4 129.68 "32.42 26 .29
| . o
Time x Severity 2 30.78 15.39 60 .55
9 . ' ;
Time x Group X 4 105.85 26.46 03 40 |
Severity . . i
Error 70 1795.98 25.66 -

* T - Score
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TABLE 17

Repeated Measures ANOVA of Trait Anxiety*
by Treatment Group and Level of Severity

Source df

at ss M5 F P
Group " | 2 94.91 47.46 .21 .81
Severity 1+ 483.41  483.41 .17 .15
Group % Severity 2 250.94‘ 125.47 .56 .57
Error 7 35 7779.23 222.26 - -
Tiﬁe 2 456.85  228.43 .31 .02
Time x Group 4 169.11 42,28 .80 .53
Time x Severity 2 156.88 78.44 .48 .24
Time x Group X 4 81.43 20.36 .38 . 82

Severity

Error " 70 3712.86 53.04 - -

* T - Score

-
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TABLE 18

Repeated Measures ANOVA of Depression Rating
by Treatment Group and Level 6f Severity

)

Source df SS MS _F p*
Group 2 24.81 212,40 .38 .68
Severity 1 lQSTQQ 195;09 6.02 .02
Group X Severity 2 65}61 32.81 1.01 .37
Error 34 1101.88 32,41 - -
Time 2 124.35  ,62.18 6.14 .01
Time x-Group 4 97.10 24,28 2.40 .08
Time x4 Severity 2 48.67 24,04 2,37 .12
Time x Group 4 14.99 3.75 37 .78
Severity
Error 68 688.98 10.13 - -
e

* Conservative F test with Greenhouse-Geisser correction
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.
and posttreatment. Hdwevér, iﬂterpretation of Ehese fesults
is difficult because the same qfféét occurred in all groups
inéiuding the placebo condition. ‘

Deéression. A comparable drop during treatment
occurred on.this measure, F(2,68) = 6,14, p<.01 (Table iBﬁ'and
there was a sighificant main effect associated with level
of headache severity F(1,34) = 6.02, p<.025. Nét surprisingly,
depression was higher when headaches were more severe
(e.g. high severity x = 21.59, low severity x = 18.7).

There was also a trend toward an interaction between treatment
group and time, 2(4,68) = 2.40, p<.10 with a GreeﬁhouseTGeisser
conservative F test (Kirk,.l982). However, tests for simple
main effects using Dunn's procedure to control error rate

did not approach signigicancq_g>.10. Therefore these results
do not support the hypothesis of superibr outcomes in the
active treatment groups. waever, they do show signi%icant

change in all groups over the course of training.

Alternate Explanations of Treatment Effects

Credibility

It is recognized that the credibility of treatment
can contribute to outcome by increasing patient expectancy
for imbrovement (Kazdin, 1974). Thus differential credibility )'
among interventions could account for the éuperiority of the

treatments over the placebo condition in reducing headache
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activity. Although equivalent credibility was established
in a pilot study, it was necessary to determine that
equivalencé existed in the experimental groups and that it
had not deteriorated during treatment particularly in the
placebo condition. To this end subjects completed credLblllty
questionnaires at the end of the first and last treatments.
(See Appendix D for a copy of the éuestionnaire.)

This data was analyzed with a 3 x 2 x 2 repeated
measures ANOVA, where the first twc factors were group
and severity; the last was the credibility ratings. There
were no significant results on this analysis, nor were any
trends observed. This is documented in Table 19. This
failure to reject the null hypothesis suggests that equiyalent

-

credibility was indeed established and maintained to the last.

Demographic Equivalence

The initiél equivalence of the experiméntal groups
on the. dependent variables as well as age and IQ has already
been -described. However it remained possible that non-
\equivalence on a demographic variable might account for
the treatment effects. To test thig hypothesis, one-way
ANOVA's were performéd on the following variables: father's
levels of education, mother's level of eduqation, child's
school grade, and family size. The null hypothesis was

: . -

upheld in each case. Moreover chi-square analyses of sex

by treatment group and therapist by treatment group were
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TABLE 13

¥

Repeated Mea;ures ANOVA of Credibility Scores
by Treatment Group and_ Level of Severity

£
Source af ss Ms  F P
Group 2 11.51 5.75 .67 .52
Severity 1 .01 .01 .00 .98
Group X Severity 2 1.88 .94 .11 .90
Error 35 301.89 8.63 - -
Time 1 1.94 1.94 .80 738
Time x Group 2 1.20 .60 .25 .78
Time x Severity 1 2.77 2.77 1.14 .29
Time x Group x 2 6.72 3.36 1.38 .26
. Severity
/
Error 35 85.13 2.43 - -

Group Means and Standard Deviations at the Pretest and Posttest

Relaxation Training
Cognitive Coping
Placebo Group

Pretest

X

S.D.

12.67 (3.20)
13.29(2.37)
12.50(2.07)

* Posttest

X S.D.
12.66(1.95)

13.71(1.90)
13.25(1.7¢)
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both nongignificant. These results suggest that the

randomization process was in fact succeésful, and it is
unlikely that nonequivalent groups could explain the
obtained results.

The Relationship of Anxiety and
Depression tec Treatment Outcome

There has been some evidence that these variables
are elevated .in migraine patients, and that they may
predict treatment. outcome in pain syndromes.. This
possibility was investigated by calculating Pearson
éorrelations coefficients between pretreatment scores on
State Anxiety, Trait Anxietg, and depression with Headache
Index and change scores at each assessment. These results
are presented in Table 20. They reveal moderate but signifi-
cant negative éorrelations between baseline values on State
‘and Trait Anxiety and the Headache Index at both posttest
and follow-up (r =-,30-.39). Neither variable correlated
significantly with the change scores. Depression was
negatively correlated with the posttest headache Index, Eﬁ-—.éé,
p<.05, but positively c¢wogrelated with the baseline-posttest
change score, r =';28, p<.05, as well as the baseline-

foliow—up change score, r = .26, E<-05-
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TABLE 20

Pearson Correlation Coeffecients of Anxiety and
Depression with Headache Index and Change Scores

. \

Baseline Posttest Follow-up Change - Change

(Index 1) (Index 2) {Index 3) Scorel-2 Score 1-3
N ‘
State Anxiety -.27 -.36% -.34% 0 -1 -.19
Trait Anxiety -.13 : —..39xx ~.30% .20 .25
Depression -.15 -.28% W--.23 .28% .26%

*p <.05
xxp <.01
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Relaxation Training versus Cognitive Coping

‘Because of the dearth of relevant pediatric behavioral
literature, no hypotheses were formulated with respect to
the comparison of relaxation training and cognitive ‘coping.
Nevertheless, because the data was available and the subject
is of some current interest, post hoc Newman-Keuls comparisons
between the two groups were made on all the dependent variables.
There was no significant differences nor did:any trends

emerge on either the headache or personality measures.
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CHAPTER IV
DISCUSSION

The purpose of this study was to evaluate the
~effectiveness of two psychotherapeutic interventions in

the treatment of p?diatric migraine - relaxation training
and cognitivé coping. It was hypothesized thgt subjécts
traiﬁed in either methodlwould have significantly less -
héadache activity following treatment than subjects in a
nonspecific placebo condition, and that treétment gains
would be maintained at follow-up. A subordinate objective
was to evaluate the effects of the interventions on anxiety
and aepression and to assess the correlation of these
variables with migraine activity and response to treatment.
Tﬁe hypothesis was thét'the active treatments would lead to
a greater reduction in anxiety and depressicn than the
placebo-intervention, and that this reduction would be

maintained at follow-up.

-

Efficacy of Training in Reducing'Migraine Headaches

Generally, the resulﬁs support the major hypothesis
of this étudy. Both the relaxation and cognitive coping
groups had fewer headaches and less overall headache
activity after tregtment than fhe nonspecific control group.
Moreover, they maintained their gains and continued to

improve between the four-week posttest and the sixteen-week
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follow-up, while the latter group did not. However,

there were no significant differences among the grogps

in terms of headache duration or peak intensity, nor did the
active treatment groups differ on ary measure.

These results are generally consisfent with those
reported in the.adult migraine literature on relaxation
training (Blanchard et al, 1978) or cognitive training
(Knapp and Florin, 1981). However, both of these studies
used a waiting-list control as opﬁosed to a more stringent
placebé procedure, and it was possible that nonspecific
effects alone could explain the results. Inifact the liter-
ature on tension headache is inconsistent on this issue.

For example, Holroyd et al (1977) found that active
treatment was superior to-a placebd condition, but Holrbyd
and Andrasik (1978) later failed to confirm this finding.

The present results therefore take on added significance
because of the demonstration of the infériority of the
nonspecific placebo intervention under conditions of
controlled experimenter demand and equivalent credibility.

The latter point ig important since the effects of credibility
and the various éomponents of treatment are usually confounded.
However, it is noteworthy that thé_active treatments were
suﬁerior to the nonspecific condition only on twoe variables -
the Headache Index'and frequency. While all groups improved
as measured by headache duration and intensity, there were

no différential group effects.

—
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The reader is cautioned that the clinical significance
of these findings is not clear}y established. If one defines
major improvement ﬁ;ing fifty ﬁercent change as the criterion
(a common, albeit stringent clinical convention); then‘the |
QBE%?Ged differencaé among\the.igtervén;ions are not large.

For egémplé? at the posttest, forty percent of those redéiving‘
activ® treatment had achieved major improvement, compared to
twenty—-five percent of those ih the placebo conditon. At the
sixteen~week follow-up, the major improvement raﬁes'were

73.33 percent, 66.67 percent .and and fifty percent respectively
for the éognitife, relaxation and placebo groups. While the
former changes are impressive and cons@sfent with those
reported with adults, the improvement in the piacebo group

is unusually larg;. In comparison, Blanchard and Andrasik
(1982) fdundifhat ;he mean impfovement score for psychological
placebo in adults was 27.6 per cent. Tﬁis may meaﬂ‘that the
spontaneous remission rate in children is higher than in adults,
or thatuzah\non—épecific effects are more potent. Alternately,
it is possible that the validity -of the placebo condition was

compromised by.some unfoneseen factor. Th@s issue will be

addressed when considering possible mechanisms of change.
< B

However, one must conclude that thi stﬁdy will require
$ ' 1 d

replication in order to establish the clinical significance

of the present results.

The-different.results among tha dependent headache
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variables in the present study may refiect real variations
in the responsivity of the vérioué dimensiﬁns of héadache
activity to treatment. However methodological differences
and statistical propertiés_of the variable; could alsa explain
tﬂe results. The ﬁéadachg Index is generally considered
tﬁe best overalllindicator‘of headache activity because it
is a mulﬁifacetted measufe which résﬁénds to changes in
frequency, duration, or intensity, and improyement in any
one dimension will be reflected in improvement on the index.
Thus|it is a sensitive measure with démonstrable validity
(BlaﬁEhard et al, 1981).‘ A similar situation existsgs in terms
of frequency. A literature reviéw suggest&ﬂ that, of all the
single measures of migraine activity, frequency may be the
most responéive to intervention (e.g. Mitchéll and White, 1977;
Holroyd et al, 1977; Knapp and ?lorin, 1981l). However it is
possible thét good reliability explains its fruitfulness
since frequency is)simply the number ofltimes‘headache is
reported and it is relatively insensitive to transient factors
like"modd. 7

On tﬁé othe£ hand, the duration and intensity variables
aré being used less fregquently in the héadache literature.

Duration presents methodological problems in terms of calcula-

tion whemn subjects self-monitor only four times per day.

Theoretically one would expect the acquisition of coping skills

to shorten headaches, but the variable may lack sufficient

external validity to be productive. Cénversely, the intensity

-~
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variable has responded té treatment effects in several adult
étudie; (Blanchard et al, 1978, Knapp and Florin, 1981) .
However, it is_conceptually difficult to relate the acquisition
of coping skills to the modqratién 5f headache intensity in
" children. Coping behaviors may reduce the reactive ra;her
than the sensory aspect of pain, but the reactive cogponeﬁt
does not correspond closely to intenéity (Blanchard and Andrasik,
1982). Moreover, anxiety and depression may exaceréate pain
less in children than in adults. Certainly the relatively
low Trait Anxiety and depression scores of our children before
beginning treatment suggest this. If this is so, one would
expect intensity ﬁo be more responsive to treatment effects .
in adults than in children. - |

Before coming to any conclusions based on the present
results, there is an'additional point which merits discussion,
namely the moderating effect of headache severity on respohse
to treatment. Although children in both treatment groups
improved ‘significantly while the nonspecific group did not,
this fesponse was significantly superior in the severe condition.
Indeed, in the low severity condition, there were no significant
, differenées among the interventions, and the only significant
improvement was less headache fregquency in the cognitivée-
coping group. Moreover it is unlikely that regression to the;

mean would explain' this contrast between the two severity levels

since one would expect equal regression among the interventions.



- 110 -

In addition, a floor effect is improbable since the relatiﬁely
high scores even in the less severe condition left considerable
room for improvement. Therefore it would appear that initial
headache severity may be a good predictor of response to
treatment. .

This finding is aeparently discordant with Bakal's
observation that patients with dlmost continual pain were
- the most refractor& to treatment (Bakal et al, 1981).
On the other hand, in a review of the literature, Gauthier
and Marshall (1978} suggested that relaxation technigues may
be effective only in the case of severe migraine, and they
noted that the subjects in the Blanchard et al (1978) study
who improved significantly after relaxation training had
more severe headaches iﬁitially than did those in the
. Mitchell and Mitchell (1971)‘study who improved minimally.
The Blanchara et al (1978) admission criteria were at least
two headaches per month while ours were four per month.
Therefore it may be that severe migrainé responés well to
treatment proyided it has not™ yet progressed to the ﬁoint'
of chronic, almost continual, intractable-pain which has .
become the focus of an entire lifestyie.

This hypothesis copld explain some of the apparent
contradictions in- the migraine\literature. It is also

consistent with Bakal et al's (1981) results and the present

observation that even children who'averaged'only two headache-
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free days per week responded well to the active treatments
in our study. .Certainly research to clarify the relation-
ship between degree of headache severity and response to
treatment is warranted. In the interim it is incumﬁent
upon researchers to document their inclusion criteria

carefully. :

The Effects of Training on Anxiety and Depression

(The results of this study with respect to the
effects of treatment on ;nxiety and depression are ambiguous
and difficult to interpreﬁ. The hypothesis of superior
response to treatment in the active treatment groups was
not substantiated. There were no significant findings in
terms of State Anxiety. However, on two variables,

Trait Anxiety and depression, there was general improvement
over the course of the study irrespective of treatment
group. -

The failure to observe any changes in State Anxiety
was probably the result df the method of test administration, -
which was designed to simulate a naturally occurring stress-—
inducing event. Perhaps a measure of normal levels of
State Anxiety would be more responsive to treatment.

In any case it appears unlikely that intervention would
reduce the initial stress response in a threatening situation;

At best it may reduce the duration of upset, or speed the

recovery from stress. A delay between stress induction and
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éeét administration would be required to defedt sucﬁ chaﬁges.

The observed reduction iﬁ Trait Anxiety and depres-
sion suggest that all the interventions were equally
effective or, conversely, that none were effective, and
that the observed changes were attributable to an external
variable such as natural history or regression to the meaﬂ.
Given that all the ipterventions were equally credible and
that the placebo conditon was %P many ways not unlike non-
directive péychotherapy, the hypothesis of equal effective-
ness may be more probable. .

It is possible that the nonspecific training program
unwittingly included an active component in addition to the
intended provision oflinformation and attention. Since it
emphasized the expression and sharing of emotioms, a
“working-through" of conflicts and improved communications
within the family may have resulted. The net effect may J
. have been a more facilitative and suppértive milieu which may
explain the observed changes. Statements bf two children
about a more plea;ant atmesphere at home lend some suppoft
to this argument. However, it will require further research
with a different type of placebo to clarify these findings.

The present results are somewhat inconsistent with
frequently published reports indicating good to excellent
results with both cognitive and relaxation techniéues in

the treatment of anxious and depressed adults. Insofar as

could be ascertained, there are no published reports on the
o
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use of these‘methods in the treatment of pediatric anxiety
and dep;ession. Therefore it may be that these techniques
are better suited to the needs of adults than children. -
However, behavioral interventions ﬁave given good results

in the treatment of ‘the phobic child (Graziano, De Giovanni,
and Garcia, 1979), and cognitive—behéviorai techniques have
been shown to reduce po§t—éurgicél distress as well as social”
and in}erpersonal problems (Urbain and Kendall, 198b). Thus
it appegrs that children do respond to these methods, and

- the present failure to obtain a differential group effect
may be explained in terms of the unwitting inclusion of a
potent active ingredie;t in the nonspecific control condition.
Alternately, one'could argue that since the present subjects
were not clinically anxious or depressed, they would not

be expected to respond to treatment components specific to
'énxiety or depression. Therefore the observed changes may
simply reflect a response to Ehe nonspecific elements in all

g
the interventions.

The Relationship of Anxiety and
Depressicn to Treatment Outcome

The correlational analyses of these variablés yielded
somewhat unexpected results. Higher iﬁitial levels of Trait
Anxiety and depression were associated with less overall
‘headache activity following treatment than were }gwer levels.
Moreover children ;ith more depression at baseline had higher

change scores, indicating that they improved more than the

less depressed group. The Teader will recall that the ANOVA
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on the depression data showed that children in the more
severe headache group were also more depréssed than their
peers with l;ss pain. This sugges£s that&higher initial
levels of both headache activity and depression are asso-
ciated with a better response to treatment.

Although there is no relevant literature on pediatric
migraine, the present results are consistent with two sﬁudies
in the adult literature, both of which reported that higher
baséline depression scores on the Minnesota Multiphasic
Personality Inventory were associated with a better-fesponse
toc behavioral intervention (Werder, Sargent, and yne,} 1981;
Blanchard et al, 1982). However, it must be emphasized that
the correlation of depression and improvement in the present’
stuay was small, and althodgh siénificant, it accountéd for
only about five percent of the observed variance. Moreover,
the small negative correlations between baseline depression
and initial headache activity were contrary to expectations,
and even_though they were not significant, they indicate the
need for a cautious interpretation of the observed relationships.
Therefore reﬁlication of the observed correlation between
initial level of depression and response to treatment‘is

essential before these results can be assigned any weight.



7 - 115 -

The Problem of Attrition Effects

4

Although statistical analyses showéd_no systematic
bias with respect to treatment groups in attrition rates,
two clinical impressions deserve discussion. Firstly,
the attrition rate was higher in the nonspecific inter-
vention in the savere headache conditibn, and it was
precisely this group which imprdved the least. By contrast
one severeAheadache sufferer who dropped out of relaxation
training had actually experienced substantial improvement.
Thus attrition may have slightly blurred group differences.

Another iﬁpression was that the inclusion criterion
on the Peabody Picture Vocabulary Test (Séore of B80) was
too low, and this accounted for some attrition. .Indeéd, a
larger study in our laboratory found that drop-outs had
lower Peabody scores than children who completed treatment,
and they also had motre severe headaches in their last week
of treatment (Gosselin, McGrath, Firestone, Cunningham,
and Goodman, 1983). This suggests that intelligence may
have been related to résponse to treatment. However a
correlation of these two variables did not c@nfirm this
‘hypothesis. Alternafely, it is possible that children
with low average verbal comprehension and severe headaches
found the programs too abstract and did not have the
ability to delay gratification which is required in

psychotherapeutic intervention. However such a conclusion
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is premature in view of the small number of cases involved.

Theoretical Considerations

Given that both relaxation training and cognitive
coping were more effettive in reducing headéche acfivity
than the nonspecific condition, what would account for
their superior efficacy? Early explanations of the
mechanism of change in migraiﬁé arose in the context of
biofeedback training and they usually postﬁlated a haemo-
dynamic process involving alterations of blood flow.
However this view was seriously challenged by repeated
demonstrations that the .acquisition of the targetted
response was not essential for cl;nical improvement. More
recent theories have hypothesized possible behavioral
and cognitive mechanisms.

Among the alternatives proposed are-the following:
(1) a general relaxation response and a concomitaﬁt
decrease in autonomic arousal; (2} the acquisition of
one of more coping skills which may be applied to
precipitating stressors and/or headaches per se; and
(3) cognitive or attitudinal changes in the appraisal of
thé self and environmental demands. (This is similar to
Bandura's(1982) concept of an emerging perception of
ﬁelf—efficacy). With respect to the first theory, one
should note that a relaxation response may be achieved

by either musculoskeletal or cognitive manipulations.
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Because the present study was exploratory, the
lprograms used a multifacetted approach to facilitate
change processes. For example, relaxation training
taught musculoskeletal tension-reduction, deep breathing,
and cue-controlled relaxation in a coping skills framework.
Thinking Straight included'cognitive restructuring, attén—
tion diversion, fantasy, and problem-solving. This broad
biE? approach does no't permit a components analysis since
both programs combined change mechanisms.~ However, the
results suggest certain possibilities and discount others.

For example, the fact ‘that relaxation training was
not superior to cognitive coping suggests that musculo-
skeletal relaxation is not critical. It does not- however
discount the relevance ofka general relaxation response.

On the other hand, both groups developed at least one
coping skill,.ahd both improved, suggesting that this new
skill and/or the associated perception that one can cope
are important.- However, if the .provision of a repertoire
of coping skills were critical, one .would expect the
cognitive program with its broader focus to be superior,
and this was not established. An explanation is that the
six-week training program did not provide enough time and
practice to permit the mastery of the different cognitive
strategies. 'This view was supported by comments from two
cﬁildren that the program was too shdrt. Alternatively, it may

simply be that there is no advantage in a repértoire of <
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coping skills. Ié will require a components analysis
to clarify this issue. |

The comments of‘the childrenfaffer treatment
suggested that both experimental-groups'é#perienced
attitudinal changes and both acquired a heiéhtened seﬁse
of control. Therefore this may have been a factor in
their improvement. Howevér, it is surpriéing that the
cognitive program, with its emphasis on appraisal modi-
fication, was not clearly superior. It may be that the
confidence and positive attitude which are associated
with the acquisition of coping skills are more important
than. the elimination of negative aébraisals. Neverthéless,
under one important condition there was a slight suggestion
that cogniti&e training_was advantageous, ﬁamely in terms
of improvement of overall headache activity in the severe
headiche sufferers. Thus the modification of faulty
appraisals may be desirable in the case of severe migraine.
This is consistent with conjecture that there is a large
reactive component in severe pain,andAthis component may
Ee amenable to behavioral intervéntion'(Tan,l982).

From this discussion it is clear that the postulated
mechanisms of change are not mutually exclusive. One may
hypothesize that the acquisiﬁion of one or more coping
behaviors increases the sense éf control and this leads to
attitudinal change with respect to -potential stressors and

self-efficacy. Therefore less stress is experienced, and
-
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" there isldecréased sympathetic outflow. Perhaps this
moderation stablizes levels of a;ousal and catecholamine
préﬁubtion both of which héve-been hypothesized to be
part Qf the migraine process.. It would bé interesting

to test this hypothesis using appropriate physiological
measures. However a major problem is the difficulty of
simulating natural stress in the laboratory and the equal

difficulty inherent in "in vivo" testing. }

Conclusions and Implications for Future Research

The major findings of this study were that both
cognitive coping and relaxation training were more effec-
tive than a npnspecific interveption in the treatment of
pediatric migraine, and tréahmentigains were maintained
and indeed increased during the follow-up phase. ‘The
results also indicated that initial level of headache
severity was an important.factor in response to treatment.

The need to clarify the parameters of the latter
relationship in both adults and children is the most
important implication of this study; Research is required
to evaluate how such factors as the patient's age, the
acuteness, chronicity or cyclicality of the headaches and
pain intensity and its variability affect outcome. Such
information would have important clinical applications,
and it would be valuable in establishing inclﬁsion and

exclusion criteria in future research.
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The presen#/;tudy also raises some other notable
issues. First is the question of whether the effects of

relaxation training and cognitive coping are additive.

e ™

Research on this issue would be helpful in clarifying the
mechanism(s) of change. Also valuable would be studies
dismantling each procedure, in order to test the effectiveness
of the separate components. Would relaxation training without
the coping framework be equally eﬁféctive? Would cognitive
coping statements alone resulé in improvement? How much
change does information by itself induce? In addition to
;heofetical interest such studies would contribute to increasing
the cost effectiveness of clinical intervention,

We previously noted that it may be that six weeks
of training was insufficient for complete mastery of all
the tfeatmentgébmponents in the cégnitive—coping package.
It would be desirable to replicate this study with a longer
treatment phase in drder to determine whether differences
between the active treatments would then ensue.

Another important question concerns the separate roles
of the reactive‘and'sénsory components of pain in determining
response to tre#tment. Clarification will require new assess-
ment techniques which can separate the two aspects of pain,
and such instruments are now being developed; e.g. Gracely
and Wolskee, (1983). Research with these tools will help to

clarify how the various behavioral interventions act.
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Still another issue pertains to the potential
effeééiyeness of a group intervention, given the observed
value of modelling by the thgrapist in the preseﬁt study.
Since it may be eafier for children to identify with
their 'peers, the modelliﬁg inherent %?“group training
may facilitate the skfil acquisitioﬁ process. .

There are myriad other research qdeétions_which
come to mirid. .How importanﬁ is continued practice
in the maintenance of treatment Bains? How do the effects
of the experimental interventions compare with a pharma-
cological treaém%?t such as propranalol or a calcium

blocker? Would the effects be additive? Hopefully the

reader will develop his/her own questions according to

. areas of interest and expertise.

/
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APPENDIX A

NAME :

HEADACHE DIARY

WEEK BEGINNING:

FILL IN TAIS FORM AT BREAKFAST, LUNCH, DINNER AND 3EDTIME ZACH DAY
' Intensicy

Time ) Rating Other Symptoms Medication Possibla Cause
Breakfasrt ) ' ’

Lunch
‘Dinner
Bedtime

Breakfast ‘
Lunch
Dinner . . i
Baedtime ]

Breakfasc I
Lunch -
Dinner - |
Bedtime ' |

Breakfasc : ‘ ' | ] ]
‘Lunch . |
Dinner
Bedtime

Breakfast
Lunch. 2 . : |
Dinner |
Bedtime : f !

: |
Breakfast -f) i AAT

Lunch )
Dinner - ]
Bedrime !

l
!
Breakfast : | I
Lunch . - . I
Dinner . !
Bedtime | ' I ‘ L

INTENSITY RATINGS

No Headache !

Headache

I am only aware of it if
I pay attention to it.

0]
1

Headache = but I can ignore it at times.

el

W
|

Headache - I can't ignore it but I can do
my usual activities,

o
]

Headache - 1it's difficult for me to concentrate,
. I can only do easy activities.

L
|

Headache -  such that I can't do anything,
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INSTRUCTIONS FOR HEADACHE DTIARY

Be sure to fill ouﬁlyour own headache diary ac breakfastc, lunch,
dinner and bedtime each day.

Fill in the diary, for how you are at the time.

Intensity Rating: Use the numbers from the Tntensity Ratings chartc

at the bottom of the page to show how you are at the time. Be

.sure to mark an "0" if you have no headache. Please do not discuss
. this rating with your parents.

' ) o,
Other symptoms: Write in anything else you feel at this time,

such as nausea, vomiting, dizziness, visual disturbance, loss of

appetite... etc. If you fael nothing else draw a line through
the space. . '

Medication: Please write in the name and amount of any medicine
.you have taken since the last time perlod. If none was taken

draw a line chrough the space.

Possible Cause: Write in anything you think might have caused

the headache such as a change in weather, an exam, an argument
with parents or friends, a particular foed, an allergy... etc.

If you don't know, draw a line through the space.
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' APPENDIX B .

1. Headache Index

Thé Headache Index is a measure of total headdche activity in a
week. ‘It is the sum of all 28 ratings 74 per-dayaer 7 days). This
value ig prorated if there are more or less than 28 rapings in a
study week. 'This value is not calculated if there are less than

20 ratings, i.e., more than B missing data points,

2. Frequency of Ratings o o C

This is a frequency bount of the number of times in the week that
a headache has been rated. This value omits ratings less than or equal

to,onéf‘PE;;;;;;Ey ﬂgaproraged if there are morxe or less than 28 ratings

'

in a study week, and it;is not calculated if tHere are less than 20 ratings.
- : \
3. Peak Intensity

This measure 1s the Nighest rated score in tqp-study week., It is
not prorated and is calculated according to whatever data is available for

the week, provided that there are 20 or more data pq}nts.

4n. Mean Duration of Headache

\
Duration is defined as the length of time each headache lasts. A
headache exists whenever there are one or more sequential intensity Y¥atings
on any one day. In cases of sequential activity on successive days, a new.

headache is counted each day. Duration is\calculated by counting the

number of ratings(%n each sequence of headadhe activity per day, then
summing over the week, prorating this wvalue %o 7 days, if necessary, and
dividing by the frequency of headaches for that week as calculated below.

(Note if appropriate, use the prorated frequency values). °

Missing Data (%) between ratings of headache activity are ated as

headache data within one day. Missing data outsid eadache activity }
are tﬁ?ﬁted as no headache. Do not calculate this value\if the day has

lessn 'than 3 data points,

(’é S " K - .

<)
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1 headache, duration of 4

e.g, 3943 =
3439 = 1 headache, duration of 3
0390 =

1 headache, duration of 1

4B. Frequency of Headaches

.

. A headache is counted if there are one or more sequential intensity

" ratings of head pain on any one day. Whenever there is continual headache
activity on successive days, a new headache 1s counted each day. Frequency
is calculated by determining the number of headaghes per day and summing

to determine the weekly total. It is calculated only if the day has at least

3 data points.

Frequency values are prorated to 7 days if there are more wor.'less than
7 days in the study week. It is not calculated if there are less than

20 ratings.

Missing data (9) between ratings of headache activity are treated as

headache activity within a day.

e.g. 3943 =1 3 -

"o

.

5. Medication -Count

This is a measure of the total num?er of pills taken for headache
, ¥
in a week irrespective of type. It includes analgesics and prophylactic
medicatign §uch as Fiorinal or Propranalol, but it does not include

medication taken for other conditions. ’ . Lo

re
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APPENDIX C

SCHOQOL ATTENDANCE

\‘\'-'

LS
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STUDENT'S zvzmu SCHOOL: TEACHER :y R
. . \ .
Imontiis/oateq 1] 21 3] a |5 [6 |78 |9 [10[11|12{13] 14|15 16}17| 18] 19]20}21 ;22 |23 | 24) 2526 |27 28129/ 30] 31 | TOTAL
. _ - !
_ Ok !
N . I
iy -
| . B .
4} . 1
INSTRUCTIONS: PARENTAL CONSENT: . . v

Please complete the above student's absence record for
the months indicated. If the whole day was missed,
place a one under the appropriate date. If only half
a day was missed, please indicate this by marking }

in the appropriate space. ’

. M;:mﬁmﬂk.mﬂ<m,a< permission for the school to release
the above information to the Department of nwwn:o_oaw
Children's Hospital of Castern Ontario,

-

.
. !

. * L,(PARENT'S SIGNATURE)

-

§ Hcmwm“

:mn:mmm“




- 152 -

hY

- APPENDIX D

CREDIBILITY:

PRETEST AND POSTTEST
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D

PRETEST CREDIBILITY

of treatment seem to you?

.

|
|
|

; p
! narent[ ] ~ :
! !
T child 1 DATE: s: ‘
! ~ |
T -

not just a quite

at all | liccle |[moderacely ja bit vary
1. How logical does this type

19

low confident would vou be
that this tvne of treatment
r7ould be successful in
reducing headaches?

that children and adolescentd

couldf}garn this technique?

3,. How confident would you be ' !
in recommending this
treatment to someone who
has headaches?
4. How confident would you be SR F

r~
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I CREDIBILITY: PQOST-TEST

r -

not
at all

just a
little

moder-—
ately

quite
a bit

very

1.

How logical does the
treatment you received
seem to you?

. How confident would you be in

recommending this treatment

to somecone who has headaches?)

How confident would you be |

that children and adelescents

cou%ﬁ/learn this technique?

very
defin-
itely
no

no

perhaps

yes

very
dqfin—
itely

yes

Do you think The Children's
Hospital should make this
treatment available to other
children suffering from ’
headaches?

II

THERAPIST RATINGS

not
at all

just a
little

moder-
Lately

quite
a bit

very

How skilled do you think
your therapist is?

How understanding do you
Epink your therapist is?

A

t .
How warm and friendly do
uocu think your therapist is?

IIX

TREATMENT RATING

not
at all

just a
little

moder-
ately

guite
a bit

very

How beneficial was your
treatment in improving
your migraine headaches?
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APPENDIX E

TREATMENT PROTOCOLS

L .
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APPENDIX E
RELAXATTON TRAINING

Segsion 1

Rationale for. Treatment

1.

3.

Causes of migraine.

a) Today we're going to talk about sdme of the causes of
migraine headaches and what we can do about it.
b) Migraine runs in certain families and some people inherit
" a tendency to develop migraine headaches.
¢) One of the other things we think is involved is stress.
¢
- 2. Relationship of stress, bodily reactions, migraine.
‘a) Stress 1is a normal part of life, normal experience for
everyone. .
J
b) For people with migraine, normal atresses and emotional *-
upsets of everyday living can gometimes bring on a headache.
< ' i
¢) Stress affects us ph&sically by causing muscle tensiom,
chemical reactions that cause blood flow changes by making
the blood vessels contract too much, then swell and expand
too much, (show relevant pictures)
d) Muscle tension and swollen blood vessels cause the pain
of headache. .
e) Pain itself causes morte scresé and tension and .this makes
the pain worse, .
£Y Do ybu understand how we think migraines happen? Can you tell
me simply in your own words? ot '
Use of relaxation techunique.
a) The relaxation exercises are designed to reduce tension and .
emotional stress which will have the effect of reducing the pain
"&? of a headache and also the number of headaches that occur.
V1 ‘ '
b) In progressive relaxation you are taught to relax your whole
body by individually relaxing all the dif ferent muscle groups.
¢) Relaxation is the opposite of stress and tension, therefore -

~ relaxation of muscle.tension in the body acts to reduce stress.

o

F
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~

d) Method can be used to reduce stress in a particularly
" upsetting situation by blocking the strong emotional reactions
that tesult in the physical changes ia the blood vessels.

e) Method can also be used to reduce the tension experieﬁced
from the pain of the headache and therefore reduce the
severity of the pain.-

£) Discuss how relaxation works with the posters.

g) Does this make sense to you? Can you tell me how relaxarion
can help your headaches?

"II Course of Treafmentv

a) We'll begin relaxation training today.

b) We'll give you a tape of relaxation exercises fpr'daily
practice at home.

é)' Training sessions once a week for 5 more weeks.
L[]

d) Continue to keep diaries. )

ITI Relaxation Overview

1. Explanation.

4

a) In this session we'll do some deep breathing and a complete
body relaxation exercise. -

b) You might feel some funny feelinga in your body and
that's o.k. You might feel tingling in your arms or legs,
or you might feel cool or light-headed or strange.

¢) Deep breathing is an important part of relaxation., It feels
- relaxing to breathe deeply. Demonstrgte with a aigh.
It feels good to sigh.

d) When you're doing deep %reathing think of relaxation flowing
in with the breath and temsion £ ng out as you let the
breath out. :

e) Practise with a few long deep relaxing breaths.

f) We will pay attention to all the importént muscle groups
in the body. :
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g) First we'll create tensi in a muscle and then we'll , ’//// :
relax it. This way you will learn how to recognize tension
in your muscles, :

2. Demonstration.

a) Demonstrate.

- make a fist and squeeze tight. Squeeze hard
umtil it hurts.

- Now let go. Let your hand go limp. Let the
muscles relax.

- Feel how the tension is released and your hand
relaxes, )

b) This is how tension causes pain., This kind of muscle tension
can cause the pain of your headaches.

c) Check relaxation in arm —— keep your arm and hand relaxed
while T 1ift it.

d) Demcmstrate other body movements used in exercise:

hand, arm

ghoulders up, back, forward
head to each side, forward
jaw clenched (note: not enough to cause pain),
eyebrows up, feel scalp

astomach in, out -

thigh, lower leg, toes up, under

7
]

IV Relaxation Exercise -
* Record this on a tape
a) ‘ Make yourself comfortable."

b) * Begin relaxation exercise by breathing slowly with deep breaths.
Breathe relaxation in and breathe tension out.”

c¢) Proceed with the progressive relaxation exercise in the
following order.
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d) Use such tension and relaxation terms as:

TENSION PHASE . RELAXATION PHASE

créf.e aome tension ... release the tension

tense the muscles in ... fdal the muscles relax ~

tighten the muscies in ... _ feel the mus@les loosen

feel the muscles pulling in notice your arm (leg, etc.) feels
feel the muscles. tensing in heavier

Notice how relaxed it feels
Notice the muscles are softer or

looser
Notice how calm and peaceful

Let the relaxation flow .....

**********

oy
] left hand {1 notice relaxation in arms,
[ left arm (press your wrist dcwn) " shoulders, neck and head,
[J right hand allow relaxation to flow
] right arm down your body
[} shoulders up towards ears : . ] breathe slowly, deeply,
] pull shoulders back : relaxation in, tension cut
] pull shoulders forward ] hold breath in
right ear towards tight shoulder [] hold breath out
[ left ear towards left shoulder ] hold stomach in -
[} head forwdrd, chin to chest - [T hold stomach out
[ feel how relaxed your shoulders ] 14ft thigh
and neck are [ right thigh .
[ clench jaw, when relaxed let your [ lower left leg, push down
tongue fall to the bottom of T3 lower rightaleg, push dowm
your. mouth - "2 left foot, toes upd
] screw up face, purse lips ] left: foot, toes under
(—J eyebrows up, crinkle forehead, [ right foot, toes.up

feel scalp . o [—J right foot, 'toes under

e) Feel relaxation throughout body. Breathe slowly and
deeply. Breathe in relaxation, breathe out tensicm.
’f
£) Now I n going to count backwards from five. Let your muscles
stay calm, peaceful and reliaxed and come out of the deep
relaxed state and open your eyes. Five, four, three, two, one .....

'g) Discuss how relaxation felt.

>
V Rewview Rationale

.a) Can you tell me again how relaxation can help your headaches?

b) Do you have any questions? ' Ask parent as well as child.
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VI Credibility Ratings (with Parents and child)

VII Homework

a) Do the relaxation exercises at least once a day with
the tape.

b) Discuss witl the child where and when might be the best
place and time to do relaxation. ,

¢) Continue diaries

d) Haké}appointﬁent for next week.

Tape. recorder borrowved ' [:] YES *

: [ wo

&
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With Child Only

-6l - -
ELAZATION TRAINING '

Session I1

’L—\__\ . .o | “

I Review of Rationale

1)
2)

3)

-

Streas and body changes
Headache as stressor

Can you describe how we think you get a headache and how
relaxation can help? Use Posters.

II Belaxation Homework Check

1

2)

3)
4)

3)

When did yoﬁ do the relaxation exérciseéf

How often? -

Where?

How did it feel? .

Were there any parts of -your body that you couldn't
relax very well?

ITII Relaxatlon without the tension phase  ~

1) Discussion:

a) Today we will try another type of relaxation exercise
- and we'll make another tape.

b) You have been practising how to tense and then relax
dhe different muscles in your body.

c) So now you should have a good idea of how different your
. muscles feel when they are tense and when they relax.

e d) In today's exercise we'll pay attention to each of the

2)

important muscles and relax them, without tensing-them
first. :

Relaxation: Record this angdﬁe reverse side of the cassepte
used in Treatment #1.

a) 'Make yourself comfortable".

b) "Begip relaxing by breathing slowly with deep breaths.
.’ Brea ”“ﬁelaxation in and breathe tension out'

N

¢
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¢) Use such relaxption terms as:’

Release the tension ...

"Let the muscles relax ...

Let the muscles locsen ... , o
Let the muscles soften ...

Notice your arms (legs, etc.) feel heavier ... -
Notice how calm and peaceful ... & '
Notice the muscles are softer and looger ...

Let the relaxation flow ...,

‘Notice how relaxed it feels ...

' /

d) Proceed with the progressive relaxation in the, following order:

] left hand ‘ ] notice relaxation in arms, shoulders,

1 left arm neck and head. .
[, right hand o (CJ allow relaxation to flow down your
— right'a?ﬁ} body.
{1 shoulders/ let them drop [:] breathe slowly and deeply,
[1 muscles in neck relaxation in, tension out.
[—1 jaw, let your tongue fall to the [] relax chest and stomach muscles
bottom of your mouth. 7] left leg
(] face and cheeks [ Jright leg
© [[J eyebrows & forehead. T lefr foot
[ scalp [ ] right foot

e) 'Feel the relaxation throughout your body. Let the relaxation
flow from the top®of your head to the bottom of your feet'.

£) '"Let the tepsion flow out with the breath and breathe in
relaxacion'. '

g) Pretend that you arg lying on a beach. You can feel the warm
sun shining on your body. Your arms and legs feel very
heavy, like they are sinking into the warm sand. All your
muscles feel soft and warm. ' Your whole body feels relaxed and
calm and peaceful. v
h) Now I'm go count backwards from five. Let your muscles
stay calm, peaceful and relaxed. Come out of the deep relaxation
state and wpen your eyes. Five, four, three, two, one .....

i) Discuss how this relaxation exercise felt.

IV Homework.

a) Do a relaxation exercise at least e a day. Use either side
: of the tape — the one you like best/

b) Cont éﬁe diaries.

¢) Appointment for next week.

-
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. “RELAXATION_TRAINING -

Session III

<

With Child Only °

I Review of Rationaie

1) Can-you describe how we think you get a headache and how
relaxation can help? L . -

2) With posters review of stress and body changes and headache _
as increased stress.

3) with posters review hdw'refaxation training works.
' -

II Relaxation Homework‘Cﬁeck

‘

1) Which type of relaxation exercise did you like best? i.e. Which

side of the tape did you use most often? - w1th tension or
w1thout tension?

2} When did you do the exercises and where7 N F

3) Everyday? _ - \’/)

4) Where there any parts of you body that you couldn't relax
very well?

III Partjial Relaxation

1) 'Introduction:

a) Today we'll talk about partjal relaxation.

»

ing you can do to keep
'vre doing other activities.

b} Partial relaxation is some
your bady relaxed when yo

¢) With partial relaxation“you will learn.to let some parts
» of your body be relaxed and to use only the muscles
W that you nee% jor what you are doing.
d) This will keéﬁ your muscles from tensfﬁg too much -

and let your body stay relaxed.and help you to have fewer
headaches.

-/
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2) Modelling Partial Relaxation:

n

- - Discuss with the child

a) Walking, ' - -

- Demonstrate walking across thé room keeping your
muscles -very stiff and tense in an exaggerated way.

- Ask the child to point out to you the muscle parts that
are too tense and that could be relaxed.

- Relax the muscles as he points theﬁ out and continue
until you are walking witn%a relaxed walk.

how some muscles must be tensed
_in order to stand upright and to walk but other muscies
can be relaxed while walking. R

- Stress relaxing arms, shoulders, jaw and face muscles
wﬁ;ls/aalking. - v

- Ksk the child to try walking in a relaxed way.

- Check that his arms, shouldegs, jaw and face muscles
are relaxed. - : :

b) Writing . . ' Py

- Demonstrate writing while sitting at the desk with- stiff,
tense muscles, in your legs, arms, fingers, shoulders, jaw
and face.

- Ask the child to point out parts of your body that
could be relaxed and relax these as he mentions them.

- Discuss how arms and finger muscles must be tensed
to write but not too tense.

- Muscles in the other arq, shoulders, jaw, face and legs
can be very relaxed. '

-
- Ask the child to try writing in awelaxed way. {Make
up some arithmetic questions or sentences to copy.)

- Check that his writing hafd is not too tense. Suggest™
holding~the pen loosely and pressing lightly when writing.

c) Watching T.V. ) ' \

- Demonstrate sitting in a chair with muscles unnecessar1ly
tensed.

- Ask the child to point out partg of your body that could
be relaxed and relax these as he mentions them.

" . Ask the child to sit in a relaxed way and check for
unnesessarily tensed muscles, as above :

-

[ .
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¢ . .
3) When to do Partte]l Relaxation: -~
a) It is important to remember to'tense on1¥ the muscles that
are needed to do what.you are doing - walking, wr1t1ng,
: watch1ng T V., or whatever
b) Do you think you "1 be able to do th1s7 How will you )
remember to do the partial relaxation exercises when you
are walking, writing or watching T.V.? (Discuss
environmental clues-and reminders the child could use to
N remember to do partial relaxation.)
c) Does the partial relaxation exercise make sense to you?
Can you tell me how we think it will help your
headaches? .
IV Review of full relaxation exercise . ~
1) In the time we have left today let's do a full relaxation exercise.
2) Would youjrather do the exercise with the tension part or without?
3) Follow 1nstruct1ohs for progressive ﬁiﬁaxat1on in Session I or II?
V  Homeworkd (Write this out for the child to take home.) ™
1) Do a full relaxation with the tape at least once each day. Use
gither side of the tape..
2) Practise partial relaxation exercises while walking, writing
. and watclying T.V. Try to figure out the best way of reminding
yourself to do these? . "“\v/'
3) Continue to do diaries.
4) Appointment for next week.

ﬁ’)j‘ .. o

e
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Relaxation Training

~ Session IV

-

With Child Only

o ' : ¥
I Review of Rationale L’“\\ |

V{» Let's review how we ‘think you get a headache and how relaxdtion
" can help. Can you tell me?

2) Review postef‘s. '

3) Review of full relaxation (to calm and relax muscles in the
body) artial relaxation (to keep unused muscles relaxed).
I1 Homewofk Check - .9

1)  Full Relaxation Exercises wit@iape.
a) When did you do them? [

b) How often?

Alhich ®ide of the tape did you use?

‘@) Are there any parts of your body that you have trouble, .
relaxing? Try tensing these parts first. '

f)  Try doing full reldxation without the tape. But use the tape ~
. . sometimes fot review to make-sure you are remembering all the 7 ™

N B hody parts. - ) (
2) Egrtiél Relaxation Exercises ’ B

 f N'H.ﬁgt partial relaxation exercisr.-s,}.rﬁd you do? ' "‘*If. - ,;.

' b).,'l_ How did you reméuber to do tﬁese? - o ' E;'

c) ) How could you remember to do these mére often? SR ‘ *

111 Mini-Relaxation | : |
1) Introduct%m _ ﬁ’m/ LT .0 -
S a) Today you;ﬂ léarn ut mini-relaxation. ' |
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b) This exercise is 1ike the full body relaxation, but it's short.
It only takes 5 seconds, and you can do it without anybody
knowing that you are doing a relaxation exercise.

¢) A mini-relaxation helps to relieve the tension in your body
- and make it more relaxed and calm,

d) You can do a mini- re1axat1on exercise if you feel yourself
: getting uptight or upset about something, or when you want
to sett]e down to work at school, or anytime, just for fun.

4

Demonstration

"a) Mini-relaxation i5 like a sigh. (Demonstrate a sigh).
- Sighing feels good. , .

b) In a minisrelaxation exercise you take a deep breath and
let it out slgely. As you let your breath out, let ali t
stress and tension flow out of your body. Relax all your
muscles, Like this (demonstrate}. :

. .~
/ .
c) Give it a try. Take a breath”and then feel the stress
’ and tension f]owing out of your body as you let the

breath o/ut
d) How did that fee17

e

e) Rememb to relax the muscles in your arms, shou1ders Jjaw
and fac®y, especially. Llet's do it again. As you let the
breath out, count backwards from five. When you reach one,
feel how relaxed and calm and peaceful your body feels.

(Check that the child's arms, shoulders; jaw and face relax.)

f) - You can do the mini-relaxation very quietly without anyone
knowing.

ng) Mini-relaxations are alsc a way of reminding your body that
it's-better to be in a relaxed state than to be tensed.

h) If you do it often dur1ng the day you can Keep your . body more
relaxed and you'l}l feel less stress and tension. -

-

i) When would be a good time of the day for you to do a mini-
relaxation? (Discuss 3 times during the day, eg)

i) when sitting down at desk at school after recess or
at the beginning of each class;

ii) when sitting down to eat;
iii) when waiting in line for something;

iv) when you find yourself getting upset, angry. or
frustrated.)

i

3 -

.



~ 168 -

3) Review rationale.
a) Does the nﬂni-re]axationrexercise make sense to you?
b) Can you tell me how it will help-your headaches?
V-Review

1) Partial.

a) Show me how you would s{t relaxed as you are‘watching TV
" or reading a book. (Check that the child's arms, legs,
shoulders, jaw and face are reaned.)

b) How would you walk.in a relaxed way? (Check that arms,
shoulders, jaw and face are relaxed.) v

¢) Show me how you do paftia] relaxation exercises when you
are at your desk writing. (Check that appropriate .body
parts are relaxed.)

d) When are some other times that your bady is tense, that
you could do partia) relaxation?

2). Full.

If time permits, complete a fuil progressive relaxation exercise
following the outline in Session I or II.

V Homework (make a 1ist for the child to take home}

1) Do a full relaxation.once a day. Practise this without the
tape a few times.

2) Do partial relaxation exercises when walking, writing, watching
TV and any gther time you notice that some muscles you are not
using are tense.

s
3) Do mini-relaxation according to the times chosen above.
4) Continue diaries.

5) -Appointment for next week ,

-
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. (\RELAXATION TRAINING e
i Session V ; -

1) Let's review how we think you get a headache and how relaxation.
can help. Can you tell me?

With Child Only

I Review of Rationale

' 2) Review posters..

3} Review role of: - 1) full relaxation (to calm and relax mustles
in the body)

‘ 2) partial relaxation {to keep unused
muscies relaxed)

3) mini-relaxation (a brief relaxation
and reminder to keep the whole body
, - calm and relaxed.)

If Homework Check

\

1) Full‘Relaxation Exercises « ' )

a) When did you do them? | o N

b). How often? -

c) Are you using the tens1on -relaxation method or the
straight relaxation method? b

d) Did.you try it without the tape?

e) Nhere\;here any parts of your body that you had trouble
relax Discuss these.

f) Continue to do this daily and practise without using
the tape.

2) Partial Relaxation Exercises

a) What partial relaxation exercises did you do?

, b} When did you do them? P
c) What helped you remember to do theﬂf"’///~

d) Did.you notice any other time that you were tens1ng
muscles unnecessarily?

-
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_e) How could you better remember to do partial relaxation
exercises during these times?

-3) Mini-Relaxation
a) Did you remember to do any mini-relaxation?
b) When did you do these? \ e

c¢) How does a mini-relaxation exercise make you feel?

: X
d) Can you think of any other times that it would be good
for you to do the mini-relaxation exercise?

‘IIT Stressful Situations:
' 1} Introduction

a) Today we'll talk about ways to relax during stressful
‘'situations. -3

b) Remember we've talked about stress and how stress can
. cause more body tension and other body changes that
can result in headaches.

ch Relaxation is the opposite of tension

d) I% you can remind you body to relax during a stressful
time, this will reduce the amount gf body tension
that results from the stress.

g) And-if you are.less tense you will be able to
avoid headaches. >

f) You could use mini-relaxation or partial relaxation
exercises when you are right in the middle of a
stressful situation, when you start to get tense.
Nobody would even know that .you were doing relaxation
exercises. .

)

g) Or you could do a full relaxation when you're feeling

~reatly tense if you can be by yourself for a while.

2} Demenstration

1) Let's think of a situation thathmight be stressful
for you. This situation would probably be stressful.
for most people.

2) Say you're_going to have a test at school. What
subject fives you the most difficulty?.

b

B R
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3) You're having a test in today.
You studied after school yesterday, but not last night.
A friend called and invited you out to a concert.
He{she) had free tickets and you couldn't pass .that
up, S0 you went. But you didn't do any studying in
the evening as you had planned.

”

4) Today is the test. You go into the classroom, sit at
your desk, andsthe teacher passes out the test. You
glance at it quickly and begin to get ©pset when you
realize you don't know the.first question. " You can
feel yourself getting really uptight and anxious and
tense as you are worrying about this test.

5) What could you do to stay calm and to ké%p yourself
from getting too tense and uptight?

a) Discuss mini-relaxations to relieve tension (as in
a sigh) and to keep your cool, keep you relaxed

and calm. Discuss when to do mini-relaxation exercise

and how to think of doing them when getting upset.

b) Discuss role of partial relaxation exercises to
practise while writing the test. Be careful to let
unused muscles relax in legs, other arm, shoulders,
and face. Be careful not to let the Huscles in
your writing hand be too tense, let them stay
relaxed and calm with just enough teansion to write.
Discuss how to remember to do partial relaxation
while writing the test. What could you use to
trigger your.memory?

c) Discuss regular practice with full relaxation
exercise as a way of keeping body relaxed and
prepared to handle stressful situaffions.

6) How do you think you would feel during the test if you.
remembered to do mini and partial relaxations? .

a) more relaxed, calmer -
b) less tense
- ¢) better able to think and write test
d) feel less stress. S
77’/Let{s think of another stregsful situation for you,.
What sometimes happens to you that causes you to

get upset or tense?’

(Have the child.describe the gituation, where, when,
who is involved, etc...)
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8) ‘Discuss how mini and partial relaxation exercises
could be used to enable you to stay calm, keep from
getting too tense and feel less stress.

9) Repeat 7 and 8 if the child is having difficulty with
this approach. S : '

VI Review

1)

.

V Homework (make a list for the child to-take home)

1)

2)

3)
4)

' 5)

6).

7)

If time allows, complete a full progressive relaxation

exercise, following Session I or II."" -

*

Do a full relaxation once a day. Practise without the
tape. ‘ o

Do partial relaxation during activities when unused muscles
may be tense. (Discuss appropriate activities;.eg, walking,"
writing, watching T.V., etc..) __ . o
Do mini-relaxation whenever you think* to do it.
(Discuss appropriate times)

n,

Use partial and mini relaxation exercises in stressful
situations. We will discuss these next wéek.

\
Continue diaries . : 0

Appointment for next week.
Reminder 1 - Next appointment with parent as well as child.

2 - Return tape recorder next week if borrowed.
{children can keep the tape.]

’

!

-\w-
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RELAXATION TRAINING

Session VI
%

- LI

I Review of Rationale"

1. Causes of Migraine.

a) Today'is our last meeting until next month. Let's review -

what you have learned. Can you tell what happens when you
get a migraine? How does relaxation help?

b) Review posters. .
c) Review use of full relaxation, partial relaxation, mini relaxation.
Check for difficulties., BAsk child to demonstrate if he/she

appears uncertain. - Coach or model as necessary. . ‘P

*

ey

II. Homework Check
1. Full reiaxation exercise.
a) How has_it been going?
b) Wheﬁ do you do it? Where? How éften?
¢) £an you do it without the tape? -
d) Let's see how you do it.
ei That's'very good. You lock really relaxed. How does it feel?

£f) Review relaxation of any body part ﬁhich'appéars to be at all
tense. Demonstrate, given suggestions, coaq§< . ¢

g) NQw remember the relaxation will only work for you if you use it
aﬁa continue to practise reqularly. We find that, usually, -
kids who stop practising forget how to do it after a whlle,
and then it doesn't work when they need it.

LI

V/ h) Help child make a plan for continued home practise and use in
stressful situations.
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Review of Diaries.
,"",‘

. a) Lets.see how the headaches have been?{ Review diaries.

.~

Review of "In Vivo"‘App(éLations.

Check for use. -~ o s

Discuss difficulties, offer pointe&gs demonstratioéli\\

. Ask child about current problem.

a) Is there anything happéning now that upsets you or makes

you tense? Tell me about it.

\ —

Help child to role-play by creating scenario and'participating.

Give feedback.

Procedure for Follow-up

Ask child to continue filling in diaries and mail them in

a) I'11l be calling eagh week to see how you're doing.

b) We're meeting again in four weeks. -

Make appointment.

Credibility Ratings

Expiain procedure.

Ask another therapist to help child with the form.

"

ach week.

-
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TRAINING IN THINKING STRAIGHT

1

Session I

T Rationale for Treatment

1.

2.

3.

- Causes

a)

b)

c)

of migraine. , .

Today we're going to talk about some of the causes of
migraine headaches and what we can do about it.

Migraine runs in cf;tain families and some people inherit
a tendancy to deve dp migraine headaches.

One of the other things. we think is involved is.stress.

1

Relationship of stress, bodily reactions, migraine.

a)
b)

c)

d)
e)
£)

Use of

.- a)
b)
c)

d)

S5tress is a noimal part of life, normal experlence
for evervone.

For people with migraine, normal stresses and emotional
upsets of everyday living can sometimes bring on a headache.

Stress affects us physically by causing muscle tension,
chemical reactions that cause blood flow changes by
making the blood vessels contract too much, then swell
and expand too much (show relevant plctures)

Muscle tension and swollen blood vessels cause the.pain

of headache.
. v

Pain itself causes more stress and tension and this makes

the pain worse.

Do you understand how we think migraines happen? Can you

tell me simply in your own words?

“Thinking Straight" technique.
Today we're going to teach you a technlqne called Thinking
Straight. :

We will teach you Thinking Straig ght exercises you can use
to reduce the stress and tension that you feel.

This will nelp to pFavent the changes in the blood vessels
and the muscle tension that causes the pain of migraine.

and this will reduce\the ‘amount of pain and the numBer of
headaches.
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-

<

4, Reiationship of self-talk, stress, strong emotional reactibné.
| a) To learn Thinking Straight you'll need to pay attention to
. \\/ the things that you think or say to yourself in your head. T -
A b) This is called self-talk. :
c) Stress is the result of what we %y to ourselves in our heads
ﬁ. about our experiences and especially about our problems.
. " d) so self-talk determines how we feel. It's very.important

in causing good or bad feelings like joy or anger or
" resentment. ‘ ~

e) This means that self—talk causes the strong emotional
réactions that affect pigraines.

5. What is thinking straight?

a) Thinking Straight is a method of changing yoﬁr thoughts and
attitudes by changing what you _say to yourself in your
head (self-talk).

b) You will learn to think positive or good thoughts that work

- for you instead of negative or bad thoughts that make things
WOTSE.
. ¢) You will-also learn to use self-talk to improve how you

handle problems.

d) We will show you how to come up with other ideas on how to
handle problems in your head and choose the best way for
each problem.

v
e) Learning.to think straight about your experiences and
problems will lead to less stress and tension. .

£) Thinking Straight can be used to reduce stress in particularly
. upsetting situations.and this will block the strong emotional
: " reactions that lead to the swollen blood vessels and headache.

. . . 9
g) Thinking Straight can also be used to reduce the stress and

upset of havifg a headache and- so .reduce the pain.
6> Checking child's ratiomale.

-a) Do you understand? Tell me simply in your own words how
Thinking Straight works and how it will help migraine headaches.

I1 Explaining the course of Treatment.

. \
A -

1. Today we'll work onm how self-talk works and how you can use it
to cope with stress,

.
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2. We'll also give you a Thinking Straight diary to work om each night
to help you learn the Thinking Straight exercisés.

3. We'll meet once a week for 5 more sessions to teach you to use .
the nking Straight method well and fo use it to dedl with stress.

4. How does that souﬁd? Any qdéstions? ' -

’

iII_Beginning Treatment

1. PRemember we said that emotionakhreacﬁions are the result of self-talk
or what we say in our heads. I'll show you how it works.

2. We'll talk about writing a test at school. Lot's of kids have
trouble with certain subjects.” What subject gives you the most
difficulty? ' . ' ' :

»
-

3. Seﬁting up the situation.

.

a) Let’s say you're .having a test in - today.
You studied after school yesterday but not last.night. A
friend called and invited vou out to a concert. He (she)
had free tickets and you couldn't pass that up, so you went
and vou couldn't get any studying done. '

v’ ' . . .-

b) Today is the test. You go into the classroom;- sit at your
desk; the teacher passes out the test. You read it
quickly and wouldn't you know it -- you don't understand
the first question.

¢) Right away you're down on yourself. You say negative things.
(I don't know this stuff at all, I didn't study enough,
I'm going to flunk, the teacher will think I'm stupid, my
mother will be furious, etc.)

d) As you're saying all these tbiﬁgs to yourself, how would you
feel? (upset, unhappy, embarrassed, etc.),
B . v hy .

e) What if you said positive th?ﬁés?' (I¥tl-leave that question
out and come back to it later. I've been déing -this stuff all
month and I know it quite well, I'll start with what I.know

. and maybe I'll get the other one later. One question is not
going to make that much difference. I1'll do my best and my
best is usually 0.K.)

o, . ‘
f) This is what we call Thinking Straight.
. K :

g) How would you feel then? (more comfortable, eaper to get
started, relieved}. ' -

h) Right. That's how self-talk can make you feel good. When=

. you say positive things, you feel less upset, less stress.

4. Setting up another example using experience of child.
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a) let's try that again with something that happens’ to you.
(* alternate situations) .

b) What sometimes happens to you that causes you to get upset
or tense? Maybe you get btutterflies in your stomach, or
you feel really nervous or your hands get cold and clammy,
or maybe you become flushed and flustered?

.

(¥

c) What would you say to yourself?
d) So it seems you're saying a lot of negative things.
e)' How does that make you feel?

f) So it seems that when you say negative things you really

. feel bad-_“\zﬂ:2
g) - What could ¥y ay to yourself that could make you feel better? .
(Model if necessary) /

. /
\
. o
1

Repeat a3-f substituting positive for negétive aspécts.

5.

v

Repeat process using another example from the child's experience
1f child is‘having: difficulty with the approach.

-

Summary of Thinking Straight as a method of Coping wiéh stress.

Let's just review how thinking straight works.

Goal of program is to learn to cope with stress by changing thoughts
and attitudes, We call that Thinking Straight.

Involyes.substituifhg positive or good thoughts for negative thoughts.

Leads to good feelings rather than bad and helps you to cope with.
a problem.

Also learn to reason through a problem and figure it out in your head

so that you can choose the best actlon to take.

Action that works better for you leads to good feelings.
Hlew appfoach to problems: result —-— less stress -— less migraine.

Method works in all kinds of situations. Can also be used to cope with migrai

“We'll db Thinking Straight exercises by examining self-talk in many

situations, how you felt afterwards, how it worked out. If it
didn't work out well, vou'll learn what you could say to vourself
to make things work out better. ‘
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r

I'd like you to start practising Thinking Straight at home.

» 0
1'11 give you a Thinking Straight Diary which you can use to

L

Place to record what happened in simple language, noting all
important details (with whom, where, when, what).

Provides a record of types of self-talk and their effects.

Permits development of more positive thoughts.

Every day before bedtlme, take a’ few minutes to-.review in your
thoughts what happened that day. Remenber what you thought what

Twice during the week if you felt upset ot stressed about somethlng,
describe the situation in your diary. Also write down everything
you said in your head and how you felt. (model how it works).

If nothing upset you choose something that didn't work out well,
If can't find anything choose something from yesterday or the

Once in the week, describe what happened when vyou had a headache.
Write down what you said to yourself about the headache and how

+ Explore when is the best time to do homework. Set up time and piace.

Con;inué headagﬁe diary. Give child forms.

1.
2.
help you.
3. |
4. Record'thoughts“or self-talk.
5. Record feelings.
6.
7. Record of how they work.
8.
VII Homework Instructions
T 1.
vou felt, how 1t worked out.
2.
3.
- and use it instead.
[
day before, etec.
5.
you felt.
6.
7.
8.. Make next apnointment.
9, Do éredibilify rating.
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* Alternate Situations

.

If child is unable to identify an upsetting situation, ask if he (she)
has every been bothered by one of the following:

1. Giving a talk in front of the class.

2. Having a part in a school play parents and friends sare éttehding.
You forget your lines and become flustered.

3. Talking to a new girlfriend (or boy) and not knowing what to say.

4, Going to the dentist .to hava\a tooth pulled and worrying about it.
. . . -
. 5. Not being invited to a party and a lot of friends are going.

» ’
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TRAINING IN THINKING SFRAIGHT

Session II .

(therapist adds anpropriate

1 Reyiew rationale for Treatment
}

1. Stress and physical changes

2. Headache as a stressor

II Review role of self-talk in stress -

1. What you sav to yourself in vour head can cause stress, bad
feelings and bodily changes that cause migraine.

2. Often cag control migraine by getting rid of negative thoughts
and ideas and substituting positive thoughts 'i.e. thoughts
that can work better for._.you.

3. ow let's look at your homework and see if you can do that. (Review
each situation, self-talk and how chlld felt). What can you say to
yourself that would work betcer" ‘ :

4. Gpod. You can also say
positive self-talk).

5. How.do you think yOu'é feel then?

So you see you can make yourself feel better by'practising
Thinking Straight.

III Role of "Crooked Thoughts'" in negative self-talk.

1. Experience with many chlldren has shown that behind negative thOughts
or ideas we often find "crocked Theoughts". By "Crooked Thoughts'' we
mean certain beliefs that don't help us but work against us.

2. Some kids ' think that they have to do everythlng perfect and they get
really upset if thev don't.

3. Or some kids think that if something doesn't work out the way thev'd
like, it'll be just.terrible, a real disaster.. v

4. Or some kids think that everybody has to love them all the time, and
they get vervy upset if someone criticizes them.

5.

Another ''Crooked Thodght" that lots of kids have is that other people
cause their problems, and there's nothing. they can do about it.

.+
’

a
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11,

12.

13.

14.

15.

16.

17.
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'Let's look at your homework and see if you have ideas like that sometimes.
The focus is on relating negative cognition to "Crooked Thoughts',
associated feeling and outcome. Try. Lo state "Crooked Thoughts" as a
broad principle which is specific to *the child 8 situation, but will
permit generalization. . .
Often we find that kids have "Crooked Thoughts" because they expect too
much of themselvestor their parents (relate to child's homework as
appropriate}. . Or, they attach too much importance to everything that
happens to them. Or, they say things that just make the situation worse

instead of things that will help them to work it out. Does that make
sense? ;

So you see, sometimes we can feel bad about something, but it doesn't
mean it's going to be a disaster for us. How we feel and what will
happen can be quite different. And, we can change how we feel by
Thinking Straighc. '

Now letls <loock at vhat you say to yourself when you. have a headache.
Imagine yoii're beginning to get a headache (use imagery to evoke
situation). What do you think about? What do you say to yourself?

How do you feel? When you feel upset about getting a headache and you're
all worried and tense about it, the pain will be worse and last longer.

You can cope with your headache by Thinking Straight. If you think
positively about your headache, it won't hurt so much, and it may go
away faater.

Here are some positive things you can say to yourself when you have a
headache (present list of coping self-talk to child, SEE ATTACHED).

Have you ever said anything like that to yourself? Which ones do you
think might help you? :

For nexk week I'd like you to try saying these things when you have a

headache )\ and see how it works. .

Discussion of homework:

a) I'd like yon to write down two situations that upset you, “just
as you did last week.

b) This time I'd like you to think of what's wrong with what you're
saying. Are you exaggerating the problem? 1Is it as bad as you
think it 1s? Then write down some positive thoughts that might

work better. Take each negative thought and try to turn it
around .

" c¢) Also do the same thing with headaches. Write down what you
usually say and then try to change that to more positive things
you could say that would help you to handle the headache.

Remember to keep your Headache Diary. o

Make appointment for following week.
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- SESSION II

UNREASONABLE BELIEFS o

Everyoﬁe fiust always love me and approée'of {like) whéf-
I do. ’

I must always be-fhe best in everything I do.

If I don't do something important (if I do somefhing wrong),
I'm a bad person. '

If something doesn't work out, it will be a disaster.

Other people cause my problem(s), and I can't do anything
about it. . \L
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- SESS§0Y IT

Thinking_Straight About "A Headache

-

1. What is it I have to do? I can make a plan to‘deal with
this headache.

-2. Don't worry. Worry won't help any thing.' Just think of
: what T have to do and what I can do about ePe headache.

3. I can think of the headache as a test. I won't let it get
to me. I can handle it. I've had lots of headaches before.

4. Just take one step at a‘time: Follow my plan® It will be
easier to handle the pain. .

5. I won't. think about- the pain. I'll just think, about wvhat I
" have to do.

6. I1'1ll gust relax,*Eake it easier and do the best I can.

7. ow don't panic. What do I'need to do to get through the next
little while? -

8. I can handle it. T won't let it gét to me.

¥
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"+  SESSION YII

I Review of Homework on Stress Situations .. , ;_

1) Check especially for quality of positive thoughts.

2). Discuss difficulties. Identify "Crooked Thoughts" Use role
playing or modelling to illustrate how to counter.

-

3) Pocus on outcome whi(~ follows positive thoughts versus .
negative thoughts. oY
r . L]

II Hov to Learn to Think Straight

-

1) A . good trick to stop "Thinking Crooked" is to ask yourself some *
questions vhenever you cacch yourself doing it'

(a) Am I reading the situation right, or am I making a '
motntain out of a molehill? -

(b) Am I underescimating my ability to handle 1it?

(c) What are the chances of it working out as'bad as I'm afraid -
it will? ’

'(d) What 1f it does? Whit will‘probably happen?
(e) What can I say that will work better?

2). Let's do that with your homework. Using example of child's, ask  ~

questions®a, b, ¢, d, and e above. N

III Review and Elaboration of Thinking Straight for Headaches'

-

1) Check how it worked.

2) Model moré appropriacé cognitions i@,there-are difficulties.
.- ) . . 6
3) Present list of self-talk to use at beginning of headache, to cope with

the pain, to cope with the scary feelings, and self-talk for cowpliments. ,

4) Have child seiecé itéms he would 1iké& to Ery. Model use of self-talk.

IV Using Attention Deployment for Headaches

1) There are other ways you can control your headaches by changing what
you think about.
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a.

-

. 2j A goéd_way to do this is to éhange.what you pay attention to.

3)

4)

5)

6)

‘Instead.of thinking about your pain, you £an think of other things.

1

‘We know that pain’ is reduced or can éven-diéappear when we don't
pay . attention to it, but think of other things. This is because
we can usually only pay attention to one thing at' a time.

H

You can deal with migraine the same way. You can use your
attention to help you control the pain. Wg'll do some exercises to
each you how to direct your atteantion to other things. 0.X.7

you ever seen someocne get badly cut, nerhaps in a hockey
game?  Often the person poes on playing, and he doesn't realize
he's cut until he sees blood. Only then dges it begin to hurt.
That's because he's now aware of the injury. !

-

Did anything’like that ever happen to you?-

d
.

ses for Attention Diversion : ‘*‘/

.r/'

1)‘ Close your eyes, relax and make yourself confortable. Now let

2)

3

4)

5}

6)

N

8)

Il

*your attention go wherever it wants.

‘Attention is like a searchlight. Just let it wander around until
it, fixes on something. When your attention stops on something, |
sav out loud ... "I am aware of .... " and finish the sentence.

. : y A
Where is vour attention? Is it on your body, or outside your bedy,
somevhere in the room? .

(If it's inside the body) Are vou aware of the noises in the
hall? (or flickering lights, or humming sound, etc. as appropriate)
Yot really because vou're attending to what's going on in youyr body.

L

(If it's outside the body on external environment) Are you aware of

vour heart beating or your growlins stomach or your. cold hands, etc.? ﬂ

ot really because you're attending to what's going on around vou.

Just go on playing with vour attentionm. Let it ston wherever it '

wants ..... Where is it? ‘lotice how things outside (or inside) fade
from your attentien. )

low T want you to use that tricl to takeyour attention away from

your body.

First nay attention te your hdnds.\ llow do they feel?

Are they warm or cool? Vet or drv? Uotice thdt thev feel
‘low pay attention to the sounﬂs in the hall. Listen to the . tvnewriter,
footstens, voices, ete. ‘lotice that vour are léss aware of how

vour hands feel,

’

When vou have a headache vou can do the same thing. You can pay

attention ¢

atever vou like to take vourmmind off the nain.

FUPS
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Tou could do this by. paying attention to your breathing. Just
concentrate on breathing in and out. Say "in" as_you. inhale, and "out"
as you exhale. C

You can “also focus on other feelingslin your body that yeu notice. %ot

example, the beating of your heart, your pulse, or even the amumber of
times you blink. _

Some times it 8 easier to pay attention to. things Outside'us. You could
pay attention to the sounds around youw, or to the different colours in

the room. or different kinds ofmaterials like wood, carpet, steel, plastic,
rubber, leather, etc. You can count ceiling tiles or floor tiles, or

the number of pieces of furniture {

You can alsolplay gamea Iin your head. For example, you can do mental
arithmetic. Start with any number, add or subtract 3 (oé whatever number
you like) and keep doing that until you can't do anymore .

You could also play‘alphabet games. Do you know the game "I packed my bag

and in it I put one apple, one elephant, one telephone, one eragser, some

roses, etc.” (explain how it 13 played). You can play another variation of
this.game using different countries. You say "I planned a trip around thé\
world and first I went to Austria, then Australia, then Albany, then Yalta, etc.

Using these methods when you have a headache will help you to cope with the
pain, so that you will feel less stressed and experience less pain. .Does
that make sense to you? :

Hoiework

1'd’ like you to try to use the Thinking Straight whenever you can when you
feel a headache beginning. Take out the cards, and put them in order the
way you want to use them., Remember to make a plan and try to stick to 1ir.
Then check how you re doing and be'nice to yourself. Give yourself a
compliment if you're doing well or some encouragement if you could do better.

I'd also like you to try to stop your '"Crooked Thoughts" when you can. Use
the tricks we talked about to help you to think straight instead.

I'd like you to keep a record of two times that you did that and how it
worked. Just write two things that happened .to upset you, and what you .
thought and felt about it. Then write down the straight thoughts you used
or would like to have used, and how that would feel.

Also, do the same thing for one headache. '

\You 11 also learn some other strategies you cdn use to help you cope with the

headaches. 0.K.?

\

Make appointment for next week.
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ATTENTION GAMES AND DAYDREAMS

Try to get involved in an activ{ty you enjoy. Choose one which
is not too hard. _For example, playing cards, listening. to
records, working on a hobby, etc.

Direct your attention to your surroundings. Look around the
room or place. you are in and study it for possibilities. Perhaps
you can count ceiling tiles or floor tiles. ' Count the number of
colours or materials you see. Try studying the way the room

is built and rearrange the doors, windows, cupboards,~etc. so
that it will work better, studying. the way the room is furnished,
and rearranging the furniture in your head so that it works
better or is more.attractive. Choose new furniture if you

like and arrange that.

Play attention games such as mental arithmetic or speliing or
"I packed my bag and in it I put ...". Try to remember the words -
of a song or a poem you like. Play rhyming games. How many
words can you think of that rhyme with cat, thing, etc. Try to
write a verse in your head. Fix it up until you get it the way
you like it.

Direct your attention away from your head to other parts of your
body. For example, count your breaths, or take your pulse, or
study your heart beat, etc. :

Choose a favorite daydream and run it in your head like a movie.
You are the movie director and you can include any scenes you
like. Add scenes of activities you really enjoy. For example,
imagine spending a day at your favorite beach, lying in the sun
.doing nothing, listening to the waves lapping the shore, see
yourself drifting on a raft on the water, etc. Or else

imagine yourself playing a game in a sport you like. Think about
every play-you make and what follows. Then imagine what you do
next, and how the game works out. Imagine ;yourself playing
especially well and everyone applauding you.

-~
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TRAINING IN THINKING STRATGHT

Sesgion IV

I Review of Use of Thinking Straight for Headaches

1.

Use of Cards.

a)
b)

c)

1

Have you been using the Thinking Straight cards when you
feel a headache coming on?

How is it going? (discuss difficulties, suggest alternafes,’
ete.) ‘

Sometimes children like to change the wording on the cards.
It may feel more natural if you use your own words. You
could write your own words on the back of the cards.

Use of attention deployment. .

a)

b)

Have you practised the attention exercises? (discuss problems,
make suggestions).

Are there any activities’ you like to- do that sometimes take your
mind off your headaches?

c) Sometimes getting involved in.a really good mfstery, or some L\\\ﬁ\\
other kind of book, or a game of some kind can help. '
d) Try to use anything like that if it helped before, or if you
think it could work. \
II The Use of Pantasy and Imagery. . :!S
The use of daydreams,

1.

a)

b)

e)

d)

e)

Daydreaming is a method you can use to take your attention off
your pain.

Have you ever noticed that if you get caught up in anrabsorbing
daydream you don't notiée what't happening around you? Tell
me about how it happened.

Thinking about something pleasaht is éasier than not think
about the pain when you have a headache.

- Thinking about pleasant things can also make you feel gocd and ¢

reduce the stress and tension of the headache.

A good way to do this 1is to "daydream on purpese", or to rm N
a movie in your head.
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£) The more real your daydream 1s, the better it will work.

g) Really powerful -daydreams can cause bodily reactioms, élmost
as 1f the experlience were real. ' ’ :

h) I'll show you how that works.

2. Prepﬁfing for the fantasy.
a) Close your eyes, relax, and make yourself comfortable. Take
it easy and forget what you've been thinking about.

b) Try to imagine that your mind is a wovle screen and it's gone
. completely blank.

Li&;? ¢) Now just listen to my voice, and.try to make the image as real
~ as yop can on the movie screen.

3. Demonstration of the lemon fantasy. «

a) On the screen you see a table with a pure white dinner plate,

all clean and shiny, with a bright yellow lemon on it.
: -7

b) You can see that the skin of the lewmon is glistening almost as
if there were dew on it. You see little bumps on the skin
like goose bumps. You can almost touch the rownd, leathery,
bumpy surface. It's very yellow and very bright against the
white plate. It looks very real. : :

¢) On the table beside the plate, there's a sharp steel knife,
pick up the knife and, holding the lemon steady, cut it
through the middle. As .you cut, you.can feel the cool, wet,
‘sticky, juice running onto your fingers.’ -

d) The smell fills your nose: it's sharp, tangy, tart -— SO sourl
you can almost taste it. Your nostrils open wide with the sharp,
sour smell. '

e) Now pick up one half, and taste it, it's so sour your mouth
puckers. You taste the lemony flavour, and it's so tart you
almost have to spit it out.

. i

£) Did vou swmell the lemon? Did your wmouth pucker? What else did
you feel?

4. Demonstration of the .beach fantasy.

}

a% Now we're going to pretend to see a movie that makes most people
feel really good.



b)

c)

d)

e)

£)

g)

h)

1)

1

k)

1)

AN

N
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First make yourself really comfortable in you chair again,

then close your eves, and let yourself imagine the following
scene on a movie.screen. You're standing on a lovely white
sandy beach overlooking a sparkling blue lake. Behind the
beach there are cool, shady woods of 'pine and ‘spruce and cedar.

It's a beautiful hot summer day, about noon. The sun is ghining
brightly. The sky is deep blue, so intense it almost doesn't
look real. There are fat, white, fluffy clouds drifting slowly
across the sky. Watch the clouds drift lazily here and there.

It's a perfect summer day, absolutely beautiful, aﬁﬁ“iou have
nothing to do =- just laze around and enjoy yourself.

The sun is high in the sky, and very bright, very strong, very
hot. Peel the heat on you. Feel the sun warming your skin.
Feel little beads of perspiration forming on your forehead.
Now there's a cool breeze gently blowing on your cheek. It
feels so relaxing. =

You start walking across the’hufrsand'to the water. The sand is
so hot your feet can hardly stand it. They're beginning to burn
so you move swiftly into the waters.

Now you feel the cool, refreshing watergon your'feet and legs.

‘You laugh and dive in quickly and you feel cold, you're almost

shivering.

You start to swin and soon you feel warmer and ydu're really
enjoying your swim. You're all alone on the lake, except for
a tiny sailboat way off in the distance, and everything is
just perfect.

You ‘decide to go lie down and enjoy the sun. You walk across
the hot sand to your towel, dry off briskly, then stretch it
out and lie down in the warm sun. You feel the rays of the sun
tanning your skin,

You hear the lake gently lapping against the shore. You hear
birds chirping and singing in the woods nearby.

The woods smell of pine and spruce, a tangy, splcy, delicious
smell, sharp and refreshing. You walk into the woods, strolling
slowly, aimlessly  You wander around, exploring rocks and
flowers, and enjoying every moment.

Take a minute to really@enjoy it, and then openr your eyes slowly.

:5. Reinforcing the use of'fantasf to control pain.

a)

Were the images real for you?

-

L



ITII-Patterns in Stress Reactions

b)

o)

d)

-

Did the:feelings in your body fit the daydream? Did you feel
good, happy about having a truly nice day?

) - . ’£
If you can become involved in a daydream like that when you
have a headache, you'll find you'll be less conscious of the
pain, and it won't hurt so much.

I'd.like you to try using daydreams like this during the week,
and next week we'll talk about how it worked. Use any
daydream you like, whichever one you'll enjoy the most.

..

1.,

2.

Looking for patterns.-

a)

b)

c)

d)

e)

Role
a)
b}
c)
d)

e)

£)

I'd like to go over your Thinking Straight homework now. How
did it go? Are you able to change the negative self-talk to
more positive self-talk? - ¢

We find that very often there's a pattern in terms of the kinds
of situations that make a person upsét. Some people always get
upset if they think they‘re being put down; other people get
uptight if they have too many things to do at the same time

and there’s not enough time. v

Do you notice any _pattern in the thinks that bother you?

Let's look at your homework and see if we can find a pattern.
{Ask client for suggestiogs).

I was looking through your homework and I think I see a pattern.
It seems like very often you-get upset when ....... (describe),
of self-statements in the pattern. C i

What do you say to yourself in such.a sitwation at the beginning?

In the middle?_

At the end?

How do you feel as you're saying these thingsf

So it seems that very often you say negative things about what
this situation means to you. You're really haxd on yourself
and you think that ..... (refer to negative appraisal of
meaning of situation, potential danger, ability to cope, self
worth, or probable outcome).

When youfre negative like that the chances are you won't do the
things that might work out welf? and things will end up in a
mess.
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gl What's even worse is that it's a vicious circle. Things don't

work out, you feel bad, you say more negative things, and you're
« off on the merry=go-round again. )

Identifying the cues that trigger the sequence.

a) When you find yourself saying things like that, you can use it
as a signal to start Thinking Straight. Just tell yourself.
that you're wrong hecause ..... {(offer appropriate reason)...
and start thinking positively. Make a plan and start coping.

L- 3

b} Let's use an example from your homdwork that gave you trouble
to practise that. (Using imagery focus on feelings and identify
negative self-statements). '

c) Remember whenever you find yourself thinking ....... *that's a
signal for you, like an orange warning light, that you need to
start Thinking Straight.

Looking at the entire sequence.
. L}

~a) Let's review what the pattern is. What kind of situation' usually

upsets you?
b) What kind of negative things do you say to yourself?

¢} What kind.of feelings do you have?

d) How does that'usually work out.for you?

e) So it seems that very often you're hard on yourself and it just
makes things worse. )

N §
Interrupting the sequence at the earliest possible moment.

a} If you can nip the patterﬁ in the bud, before it really.takes off
you'll find very often you can turn things around so you won't
get upset, and things will work out better.

- ]
b) What is the feeling that can work as your signal?

c) What is the negative self-talk that goes with it?

Countering negative self-talk. ’ ’Ai7
»

a) Remember whenever that happens it's time to go on the offensive.

Start countering with positive self-talk and straight thinking.
' v 1

b) If you're doing it well your feelings will tell you that, Use
your feelings as a barometer to tell you hew you are doing.
When“you're doing well, you'll start feeling better.
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¢) Repeat the process with another exémple from homework if necessary.

Homework .

For homework I'd like you to describe two situations that happened to
upset you, then write down how you felt, and what yvou said to yourself,
Write down the negative self-talk that you started with, and then
write down the positive self-talk you used(

Also continue to use your Thinking Straight to cope with your headaches:.
Make a plan and use the different methods you've learned td cope with

the pain. Remember you can distract yourself by directing your attention
onto other things or using a daydream or fantasy; or you can

play some of the games you learned. Next week we'll talk about how
it worked out and what else you can do.

Remember to continue to record your headaches and triggers SO we can see
how you re doing.

We'll make your appointment for next week at the same time. Is that
all right? . .
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TRAINING IN THINKING STRAIGHT

. Session V

I Reﬁiew of the Raticnale

1. Causes of migraine. v

a) Let's review how we think you get a headache and how
Thinking Straight helps. Can you tell me?

b} Review posters.

c) Review coping stdtements for headache. Offer additions if
required. .

IT Review of Homework

1. Using Thinking Straight.

a) Let's look at your diary. Tell ﬁg what happened.
Did you use the Thinking Straight?

b) Pretend it's happening now and show me how you cope.

c) Offer reinforcement, sﬁggestions, alternative coping statements.

d) Tell me about something else where you used the Thinking Straight.
e} Discuss application, problems. Point out the cue value of negative

feelings. Emphasize need to counter cognitions before, during
and after. Reinforce need to evaluate progress.

2. Review of Headache Diary.

a) Lets see how the headaches have been.
~. ‘

b) How do you cope with the pain?

c) Can you make a plan which helps? Offer help if necessary.
Suggest attention deployment games, fantasy, coping self-statements.

IIX Review role of stress,

a) Sometimes things happen that we don't know how to handle. Then we
might feel helpless or confused.



b)

c)

d)

2. Defining the ‘options.

a)

b)

c)

d)

e)

£)

3. Choosing a solution.

a)

b)

c)
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When we feel that way we experience stress.

If\we know how to go about solving the prdblem we feel better,
less stressed.

Problem-solving is a simple‘m%thod you can use to help you deal
with anything when you're not sure what to do. %

Whenever we have a problem, we also have certain choices or
options because there are different things we can dp.

Let's take an example from your diary and I'll show you how
it works. What would you like to work on?

Tell me about the problem. What can you do about it? Help
child to generate additional options.

What would your Dad do? Your Mum? Can you do that?

Now lets review the choices. What would you really like to

do best? Can you do it? Will it work? Is it too much trouble?
. o .

If it won't work, let's try another idea. (Repeat process until

an appropriate choice is found) .

.o ) .
Whenever you use problem-solving you start by making a list of
choices. Think of all the things you can do.

To help you decide which to do you have to think like this:
Can I do it? Will it work? How hard is it to do? Is it worth
it?

Then you can choose whatever you can do that will work for you
and is worth the effort. '

After that you have to make a plan to help you do it.

-

4. Practice.

a}

Using examplés from earlier sessiong have child generate options
and choose a solution. (Include headache and missing school as
a problem}. Repeat process until child can do it alone.

4
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Homework '

Have child continue with Thinking Straight Diary and Headache Diary.

-

Reinforce neéed to use the methodh“live“ as events ‘occur.

- Ask child to write down options for one problem that happened

during the week.

Make appointment for next week. . -~
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TRAINING IN THINKING STRAIGHT ’
Session VI

I Review of Rationale °

. 1. Causes of migraine.
a) Today is our last meetf;g for four weeks. I'd like to

. spend our time reviewing what you've learned and

helping you with any difficultieés. Is that 0.K.?

b) Lets start with what happens when you get a migraine.

Tell me in your own words. How does Thinking Straight
help? . .

c) Review posters.

II Homework Review

1. Using Thinking Straight.'

a) Have you been using it? When? With what kind of situation?.
Pbid it help?

b) Can you talk yourself out of the crooked thoughté?

c) Lets see how you do it.  Tell me about something that is
happening now and how you think about it.

d) Offer reinforcement. Suggest alternative coping statements
if necessary. Role-play or coach as appropriate. .
e) Now remember the Thinking Straight will only work for you if you
-use it all the time. It has to become a habrt a part of you.
We find that kids who stop practising forget how to do it,
and then it doesn't help when they need it.

2. Review of Thinking Straight Diary. //

a) Would you like help with anythlng tH%t happéned this week° Let's
review your diary,

b) Tell me when you used the Thinking Straight and how it worked.

c¢) Did you try to use problem-solving when ........ happened. Show me
how you do it. Close your eyes and pretend it's happening now.

d) offer reinforcement, suggestions, etc.
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3. Review of Headache Diary.

1.

N

a) Lets see how the heéq?ches have been. Review diary.
b) Can you cope with the pain now?

c) Help child to review plan to cope with bad headaches using
attention deployment, fantasy, coping self-statements, etc.

. "
Review of program as required by child.
. ’ ' . ]
Check for use of various components.

Discuss difficulties, offer pointers, demonstration.

» '

Review of "in vivo" application

ask child for important current situaticn.
Have him/her recreate situation and role-play Thinking Straight.

Give reinforcement. Suggest other coping statements if appropriate.

[

Procedure for Follow-up
-]

Ask child to continue filling in diaries and mail them in each week.

a) I'll be calling each week to see how you're doing.

ol . . s
b) We'll meet again in four weeks.

Make appointment.

Credibility Rating

Explain procedure:

2.}Ask another therapist to help child complete form.

T
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STRESS RENUCTION THERAPY

Session 1'

1 Rationale ‘for Treatment

1. Causes of migraine.

a)

b)

c)

Today we're going to talk about some of the causes of
migraine headaches and what we can do about 1it.

Migraine runs in certain families

4
One of . the ggher things we think i

and some people inherit

a, gg%?ency to develop- migraine headaches. . r

s\invoTved is stress.

- 2. ReIationshfb of stress, bodily reactions, migratne.

a)

b)

c)

d)

e)

f)

Stress is a normal paﬁ% of 1i1fe, normal experience for

everyone.

For people with migraine, normal stresses and.emotional
upsets of everyday living can sometimes bring on 2 headache

Stress. affects us physica11y by causing musc]e tension,
chemical reactions that cause blood flow changes by making
the blood vessels contract too much, then swell and expand

too much. (show relevant pictures)

Muscle tension and swo11en blood vessels cause the pain

of headache. .

Pain itself causes more stress and
the pain worse. .

tens1on and this makes

Do you understand how we think migraines happen? San you tell

me simpthiq\four own.words?

3. Use of stress reduction theFapy.

a)

P

%t b)

e)

We think our feelings or emdtions
the stress we feel,

‘If we sometimes don't understand o

cause us to feel more stress.

And if we sometimes don't expres
let our feelings out, this can ca
awhile.

play an important part in
ur emofions, this can

our feelings - 1f we don't
e us to feel tense after



d)

.e)

f)

g)

h)

1)

i)

k)

1)

m)

headaches.
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So.the stress and tension that we sometimes have because of
our feelings can cause more_ headaches.

What we'll teach you is called stress reduction training.
We'll use different types of psychological tools to help you
to better understand your feelings. ‘

You'll also learn about how you react 1n different sftuations
and how you get different feelings.

This will lead to a deeper understanding of feelings and
emotions and will give.you a better understanding of your
own feelings.

When you know some more about your own emotions and how you
get different feelings you'll feel less stress and your bady
can be Iess tense.

Discuss with posters how stress reduction training can work.

You can use your stress reduction training in any upsetting
situation. It can help you to block the strang emotional
reactions that 1ncrease stress and tension and cause

Learning stress reduction techniques will also helyp ) you to
cope with a headache by helping you té reduce the tension
you feel from the pain of a headache., i

Do you have any quest1on$?

Can you tell me back agatin how we think stress reduction

training works?
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1,
a)

By

c)

d}
e)

a):

b)

d)
e)

f)
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Method

Iﬁtroduct1on

Todéy we'll begin talking about thoughts and feelings and how
to figure out our own thoughts about what we feel.

We'll be using methods that psychologists have developed to
help identify feelings that we may not be fully aware of.

We'll also learn good ways. of expressing %ee11ngs.
Feelings can sometimes cause stress.

By learning to expfess_our feelings, by Tetting them out,

“we can reduce.stress, It's like blowing off steam.

L]

Niscussion of Feelings

We a1l have lots of different emotions.. We sometimes have good
feelings and sometimes bad feelings. '

You've probably felt lots of different emotions. . You've probably
felt angry, confused, sad, upset, sorry, helpless and you've also
probably felt happy, excited, pleased, content, calm and relaxed.

The things that make us feel good or bad - the things that we feel
happy or sad about -~ are often different for each of us.

Let's talk about some happy and sad feelings you have had.

Think of the time when you were the happiest jou've ever been.
Where were were you? Who else was there? What about the situption'
made you happy?

When was another time you were very happy? (Ask the ¢thild to‘
describe this situation as above and discuss the feelings.)

What other things would make you feel happy?

Now think of the time when you felt very sad. (Ask the child to
describe the situation and discuss the feelings, as above)

What other things might make you feel sad?

We think that it's good for you to think about your emotions and
about the things that cause you to havé different feelings.
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1)
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This will give you a better understanding of your feelings and
will make them less stressful.

And when you're feeling less stress, your body will be less tense
and you will have less headaches.

Review Rationale

1) Can you tell me again how stress reduction training can
help your headaches?

¢
2) Do you have any questions? Ask both parent and child.

¢

Credibility Ratings - Both parent and child -

Homework

1) With the stress reduction diary describe one happy
experience each day.

2) Discuss when and” where 1t would be best to fill out the diary.
3) Continue the headache diaries.

4) Appointment for next session.
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STRESS REDUCTION TRAINING

Session I '

With Child Only

& 1

Review of Rationale .

I1

1)
2)
3)
4},

Let's review how we think you get a headache. Can you tell me?
How are Teelings and emotions involved? , '
How do we think stress reduction training can help?

Review posters ~

Homewark Check

[11

1)
2)

3)

Discuss each homework example of happy ‘feelings.

Discuss what factors in each situation resulted in the happy
feelings.

Discuss what type of happy emotion was felt.

Expressing Emé%ions

1)

2)

3}

4)

5)

6)
7)
8)

’

What you've been doing in your homework is expressing some of
your feelings by writing them down and then discussing them
with me.

By talking about these feelings you are letting out some of the
tension that comes from the feelings. It's like letting air
out of a baloon.

It's important to release the tension from feelings before feelings
become strong enough to cause so much. stress that the tension
makes the balloon burst - Tike when. you get angry that you blow

up and lose your temper. This is usually hard on the blood

vessels and muscles that are so sensitive to stress and tension

in people wtth migraine. '

But if you let your feelings out before the tension is so great
you release the tension a little bit at a time - like letting
a Tittle bit of air out of the balloon at a time.

You can do this by expressing your emotions - talking to people
about what you are feeling.

Who would be a good person for you to practise this with?
When would you have a chance to talk to this person?

What kind of feélings could you express to this person?
( Suggest for example,.. Would you tell this person about a
worry that you had or something that you were angry about?)

i

A
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Role play a situation if the child-has difficulty figuring out
how he might express an emotion or let a feeling out.

Practise expressing feelings with this person for the next
week

IV " Stories from Pictures

Present any of the fifst ten TAT pictures appropriate to age and sex.

1)

2)

3)

4)

5)

6)
7}

8)

Now I'm going to show you some gictqres? Make up a story for
each picture by using your 1imagination.

Tell what happened before. What is happening now? What are the

. people feeling? What are they saying and thinking? How will

the story turn out?

You can make up any kind of story you please. Here's the first
picture. Let me know when you're rea%y to tell the story.

Give the child a few minutes to make up a story. Encourage him -
while he is telling the story. Ask questions about the story
content as in 2 above '

Then relate the story to the child's own feelings, with such
questions as:
- bid something like that ever happen to you?
How did you feel?
Did you ever feel that way? When?
What makes you feel like that?
If something Tike that happened, how would you fdel? etc...

i

Continue with different pictures according to available time.

What we've been doing is looking at what was happening in your
stories and seeing how what happens to people can make them

‘feel differently.

We've also been tak1qg about some of your feelings. By éxpressing
these feelings you've released some of the tension in your
body from these feelings.

¥ Homework ’

Give the child a personalized written list of stress reduction things
to do during the week.

1)

3)

With the stress reduction diary describe one unhappy, or sad,
experience each day. Try to recognize the feeling when it_happens
so you can remember aoout it when you do your homework. (Review
when it would be best to fill out the homework sheet.)}

Practise expressing your feelings to (as discussed
in\II1I above)

Continue headache diaries.
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STRESS REDUCTION TRAINING

 Session 111

With Child Only

I -

I1

ITI

Reviéw of Ratiognale ~

1} Let's review how we think migraine headaches happen. Can you
tell me?

(Review migraine, body changes, role of stress.)
2) How are feelings and emotions invalved?

3) How will stress'reduction training help?
{Stress importance of releasing tension.a 1ittle bit at a time

by thinking about and talking about emotions. Review the
balloon analogy.)

4) Review posters.
g
Homework Check

1) For each homework example of sad feelings discuss the situation,

people involved, what factors are related to the sad feelings
and details of sad feelings.

2) Last week we talked about practising expressing your feelings.
Who did you try this with? (Check from homework assigned
in Session II), What did you talk to them about? Anything
else?

3) That's good The more you can talk to others about your
emotions, the more. air you can let out of the halloon and
you will be less tense. :

4) Practise this some more this week. Continue to talk to -

about your feelings. Is there someone else that would be
good for you‘to talk to about what you feel?

Answering statements . o

-

] Today I'm going to read some statements to you about things
you might like or not like or about things you might feel or
not feel.

I

2} You tell me if what ! read is true or false for you.
3) Let's try one: I am happiest when I'm alone?

a) 1Is this true or false for you?

b) Do you ever like to be alone? When?

¢) When would you not want to be alone?

d) What do you like {not like) about bLeing alone?

4) Continue with other statements as in 3.
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Review Ratinale

1)

What we've been doing today is talking about lots of different
feelings that you have.

2) Whenever you think about, or talk about, or notice something
that you feel, it rnleases some of the ‘pressuge from that
feeling and this releases tension.

3) How can that help your headache?

Homework

Give the child a personaluzed written list of stress reduction
things to do during the week.

1)

2)

3)

With the stress reduction diary.describe éomething that made
you angry each day. Try to recognize angry emotiens when you
feel them and describe the feeling in the diary.

Review when it would be best to complete the diary to ensure

compliance if necessary.
\

Practise expressing your feellngs and we'll talk about this
again next week.



10.
A1,
12.
13.
14.
15.
6.

17.
18.
19.
20.
21.
22.
23.

24.
25.
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STRESS REDUCTION TRAINING"STATEMENTS: SESSION III

I wish I were not so shy.

My Fami1y treats me more like a child than a grown-up.

There is very little 1ove and companionship in my family as compared

to other homes. _

I often find myself worrying abézzisomething.

It does not bother me to see animals suffer.

It is hard for me to ask help from my friends when I cannot return the favor.

My parents often object to my friends.:
I should like to belong to several cﬁubs or teams.

I get mad easily and then get aver it soon.

I never worry about my looks.

[ believe I am no more nervous than most others.

I have reason for feeling jealous of ,one or more members of my family.

No one cares much what happens to me.

I 1ikejto be with a crowd who play jokes on one another.

When in a group of people I have trouble thinking of the right things to

talk about.

[ have very few fears compared to my friends. _

In schdo1 I find it veryéhard to talk in front of the class.
Even when [ am with people I feel lonely a lot of the time.
At times I very much want to leave home.

I seem to make friends about as quickly as others do.

[ am more sensitive than most other people.

My mother or father often make me obey even when [ think that it is

unreaspnable.
No one seems to understand me.

I cannot keep my mind on one thing.

Sometimes I get so restless that I can't sit for long in a chair.

-
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26. [ easily become impatient with people. \
27. ‘; enjoy daing things which are hard. \\\
28. If others disagree with me, I usually decide that I am erng.‘ e
Zb; Others think I am lively and clever.
391 I almost always accept a dare.
é]. I féé] that adults who still like to play have nevér really grown up.
32. 1 consider it important that my frfeﬁds think very well of me.
33. I am not very stubborn in an argumgnt.
34. i am too shy to tell jokes.
35. I get disqusted with myself when [ have not learned something properly.
36. Trying to please people is a waste of time. .
37. AQVentures where I am on my own are a little frightening to me.
38. I very much enjoy being complemented. |
39 Loyalty to my friends is gquite important to me.
40. If someone doesmsomething I don't like, I seldom say anything.
41. Rarely, if ever, do I do anything reckless.
42, 1 feel very sorry for 1oné]y people.
43. I will keep working on_a problem after others have given up.
44, .I don‘t 1ike to be away from my family tooc much.
45. [ feel confident when teiling other people what to do.
46. [ am considered friendly.
47. 1 am quife soft-spoken or quiet
48. I usually try to share my problems with someone who can help me,
49, 1 seldom feel like hitting anyone.
50. 1 am one of the quietest éhi]dren in my -group.
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STRESS REDUCTION TRAINING

Session IV

Follow procedure for Session II.

In discussing the expression of emotions, phrase questions in

imperfect tense, i.e."Whom have you been talking to about your
feelings?"

Ask about difficulties. Suggest that it is appropriate to talk
to different people depending upon the 51tuatlon Help him/her

- to findealternatives.

In giving-homework, ask child to talk about calm, contented
feelings. Provide examples.
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STRESS REDUCTION TRAINING
Session V

Follow procedure for Session III.

In reviewing homework, use exanples of calm, contented
feelings provided by child.

Assign homework involving frustrated feelings. Help
child to identify situations in which such emotions arise.
Discuss circumstances, how they react, etc...



O o

10.
11.
12.
13.
14.

- 15,

17.
18.
19.
20.
21..
22.
23.
24.
25;
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STRESS REDUCTION TRAINING STATEMENTS: SESSION v

.1 am easily embarrassed.

I have more than my share of things to worry about.

. . Sometimes I become so excited that I find it hard to get to sleep.

[ get anxiou;laﬁd upset when I have to make a short trip away from home.

I have sometimes given up doing a thing becéuse [ thought I couldn't do it well.:
I am inclined to take things hard.

I hate to have to rush when working.

[ am not usually self-conscious,

i very seldom have the blues.

I am’'often said to be hotheaded, or_have.a quick temper.
People often disappoint me.

[ am afraid to be alone in the dark.

[ often ask people for advice.

Often, even though everything is going fine for me, I feel that I don't
care about anything. e

I sometimes feel that my difficulties are piling up so high that I won't be
able to overcome them. '

I am usually calm and not easily bpsét.

I am apt to takewdisappointments so Hard that T can't put them out of my mind.
It bothers me to have somgone watch me at work even though I know [ can do it well.
One or more members of my family is very nervous.

[t makes me nervous to have to wait.

My worries seem to disappéar when [ gét into a crowd of lively friends.
My father is very strict with me. | |

[ do not mind meeting strahgers.

I feel like g}ving up quickly when things go wrong.

It s aiways a good thing to be honest and open.

A
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26. T usually work things out for mysel? rather tﬁan get someone to show me how.
27. I sqmetimes find it hard to stick up for ny rights because [ am so shy.’

28. Some of my family have quick tempers;‘

29. I am made nervous by certain -animals.

30. It makes me angry to have people hurry me. _

3]. Sometimes I have the §ame dream over and oqver,

32. Sometimes I am sure that other people can tell what I am thinking.
33. [ am-very bothered by forgetting where I put'things.

34, My.feelings are not easily hurt.

35. I do man& things which [ am sorry about aéterwards.

36. 1 have very few quarre]s'with members of my family.

37. I often Stand up for what I think is right.

38. I seem to be about as smart as most others around me.

39. Often I can't understand th I am so cross and grodchy.

40. Criticism or scolding hurts me terribly.

41. I feel useless at times. - | ]
42. At times I feel like picking a fight with someone.

43. I would rather win than lose in a game.

44, 1 feel that I have often been punished without reason.
45, If I ﬁave a problem, I Tike to work it out alone.

46. [ am not one of those people who blurt out things without thinking.
47. I am usually the first to offer help when it is needed.

48. Family Euties make me feel important.

49, 1 of%en make people angry by teasing them.

50. I do not mind peing made fun of.
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1. Causes of Migraine

IT Homework Review
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STRESS REDUCTION TRAINING

- . Session VI

Review of Rationale

a)

c)

- your feelings help?

" -
(
N

Today is our last meeting for a month. Let's start by reviewing
what you have learned about migraine? How' does talking about

.~

Discuss posters.

1. Talking about feelings.

a)
b)
c)

d)

e)

f)

a

Whom have you been talking with?
When do you do it? WheraP How often?
How does it work? Discuss difficulties. ' Offer suggestions.

Lets see how you do it. Tell me ahout something that happened

'ghis~wéek._

offer suggestions about listening to the other person, replying
to their ideas, giving them enough time, etc... )

Review specific examples in Stress Reduction Diary. Be supportive,

encouraging. . //’

2. Review of Headache Diary.

a}l

Let's see how the headaches have been? Review diary. Offer
comments on situations which caused headaches.
1

t

A

Y

1. Ask child to continue filling in diaries and to mail them in each week.

ir.

b) We meet again in four weeks for a check-up.

Provide diaries and stamped envelopes

a) I'll be calling each week to see how you're doing.
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Make appointment.

Credibility Ratings

Explain pracedure.

Ask another therapist to help child with

-

.

the form.
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APPENDIX F

TREATMENT RATIONALES
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APPENDIX F -

Rationale for Relaxation Training Group

We define headache as pain in the head, usually from
the eyes up. Migraine i5 a certain kind of headache.
Migraine headaches come and go, and they are often one-
sided. The pain is usually throbbing and sharp, and it can
be very strong. ?hé pain is caused by the stretching and
swelling of thé cranial blood vesselé on the outside of the
head. These changes in the blood vessels can be caused by
many different things such as certain foods, bfight lights,
physical tension and strong emotional reactions.

Evidenée indicates that many headaches are the result
of negative emotional reactions to the normal experiences'
of growing up which causé streés and étrain.n Emotional
reactions are'negative when they interfere with your.ability
to cope with events in a helpful way. Examples are Wworry,
tension, fear and anxiety, ahggr and resentment, or depression.

Relaxation training is a method to teach you to relax
your whole body by relaxing all the different muscle groups
in order. Since relaxation is-the oppbsite of tension, it
is believéd that learning relaxation training will give you
a technique which you can use to reduce tenéion whenever you
are feelihg upset. By usiﬁg this method to cope with stress
and tension, you may be ible to prevent migraiﬁe_headaches

i
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by blocking the strong emotional reactions. This should
stop the changes in the blood vessels that cause the pain.
You will also lé!bh to use relaxation to help you feel

better when you have a headache. ¥

Rationale for Cognitive Coping Treatmerit

, We define headache as pain in the head, usually from
the eygslup. Migraine is a certain kind of headache.
Migraine\headaches come and go, and they are often one-sided.
The pain is usually throbbing and sharp, and it can be very
strong. Th? pain is caused by the stretching and swelling
~of the Fragigl blood vessels on the outside of the head.
These changes in the blood-veséels can be caused by many
different things such as certain foods, bright lights,
physical tension and strong emotional reactions.

Evidehce'indicates that many headachesAare the result
of negative emotional reactions to the normal experiences of
growing up which cause stress and strain. Emotional reactions
are negative when they interfere with your ability to cope
with events in.a helpful way. Examples are worry, tension,
fear and anxiety, anger and resentment, or depression.

| Cognitive coping training is a method to block nega-
tive  emotional reactions by teaching you to change your
thoughts and attitﬁdes about your experiences. You will
l%afn to think positively and to do helpful things to deal

with problems. 1In this way it is believed that learning
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cognitive coping training will give you a technique which
You can use to reduce tension whenever you are feeling

. 'upsetl By using this method to cope with stress and
tension, you méy be able to pfevent the headache by
blocking the strong emotional reactions. This should stop
the changes in the blood vessels that cause the pain. You
will also learn to use cognltlve.coplng to help you feel

better, when you have a headache.

&

Rationale for Non-Specific Treatment

We define headache as pain in the head, usually from
ihe eyes up. Migraine is a certain klnd of headache.
.Migfaine headaches come and go, and they are often oné—sided.
The pain ié usually throbbing and sharp, and it can very
strong. fhe pain is caused by the stretching and swelling
of the cranial blood vessels on the outside of the head.
These changes in the blood vessels-can be caused by ﬁany
different things such as certain foods, bright liéhts,
physical tension and strong emotional reactions.

Evidence indicates that many headaches are the EFSUlt
of negative emotional reactions to the normal experiences
of growing up which cause ‘stress and strain. Emotional
reactions are neqiyive‘whenltgey interfere with your ébility
~ to cope with events in a helpful way. Examples are worry,

tension, fear and anxiety, anger and resentment, or depression.

Stress reduction training is a method to teach you



-1 222 -

to talk about your thoughts‘and feelings and your
experiences. Since we can "blow off steam" by talking
thibgs over, and help our friénds and family to understand
us, it is believed that learning to express your feelings
will provide you with a technique which you can use to
redﬁce tension whenever you are feeling upset. éy uéing
this method to cope with stress andltension, you .may be‘
able to prevent migraine headachés‘by blocking the strong
emotional ;eactions. This should stop the changes in the
blood véSséls'that cause the pain. You will alsoc learn

.to use stress reduction to help you feel better when you

v have a headache.
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APPENDIX G

THINKING STRAIGHT DIARY
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APPENDIX G

THINKING STRAIGHT DIARY

—

NAME qN0: WEEK : DATZ :
» - ]
Wnat happened that upsetx What did vou say to Zow did . son
you or made you teansa? yourself {3 your faal?
head abour {r?
~J
1.
*
-
2. . .
1§
. o
< | !
d t
wh !
3.
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APPENDIX H

STRESS REDUCTION DIARIES

’
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APPENDIX

STRESS REDUCTION DIARY

NAME : . , NO:

WEEK 1 DATE:

A

'SITUATION:

What happened that pleased
you or made you ha ?

FEELINGS :

- What kind of feelings did
you have?

4

v
-

| 4

EXAMPLES OF HAPPY FEELINGS

Pleased Joyful Joyous

Victorious Pleasant High

Excited Bubbly

Loving Sunny
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STRESS REDUCTION DIARY

~—

X
B L)
| \
NAME : : NO: WEEK 1T DATE:
SITUATION: ' { FEELINGS :
What happened that bothered What kind of sad feelings .
you or made you sad? did you have?
1. .
2,
B 3.
Lo o
4.
5.
6. - . ' .
N »
7- i
EXAMPLES OF SAD FEELINGS *
Unhappy Sorry | Sorrowful Depressed
Down Miserable Tearful Weepy

N
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STRESS REDUCTION DIARY
. 4

NAME :

NO: WEEK TIT

L |

DATE:

SITUATION:

What happened that bothered
you or made  you angry?

did you have?

FEELINGS :

What kind of angry feelings

Furidus

Mean

EXAMPLES OF ANGRY FEELINGS

Hostile Resentful

Hateful Explosive

Vicious

Murderous
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NAME : NO: WEEK 1V DATE:
SITUATION: . FEELINGS:
What happened that made you What kind of calm feelings
® {% . feel calm? did you have?
1. o
2.
3' -
4.

b

i
EXAMPLES OF CALM FEELINGS

Relaxed Co%cable Lazy , «§ Content

Rested Peacefu Sleepy Easy going
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STRESS REDUCTION DIARY

NAME ; : NO: WEEK V DATE:
SITUATION: : FEELINGS :
What happened that upset you What kind of frustrated
or made you feel frustrhted? feelings did you have?
1,
2. v
3.
/ P
3.
6, '
7.

EXAMPLES OF FRUSTRATED FEELINGS
Stuck Trapped Hopeless ' Helpless

-
Desperate Discouraged Disappointed Useless

4
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STRESS REéNCTION DIARY

NAME :

Qs
'

WEEK VI

DATE:

SETUATION:

What happened that upset
or pleased you

FEELINGS:

What kind of bad or good
* feelings did you have?

f

_—-'—"\
Pleased

Furious
Vicious

Excited

EXAMPLES OF FEELINGS

Hostile

Content

Down

Miserable
A

Sdéz; Relaxed

Unhappy Mean
Comfortable Helpless

Hopeless Lovihg

iTrapped

Rested

Diséppointed

Depressed

-
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APPENDIX I

-

DIAGNOSTIC CHECKLIST
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APPENDIX I

" CAZCXLIST FOR MIGRAINE RESEAACH STUDY

NAME: ) D.0.3. DATE:
PRYSICILAN: '
1. DIAGNOSTIC CRITERIA* TRUE FALSE
A. paroxysmal headache !
B. et
1, positive family history,
e.g. parents, sibliags,
grandparents, aunts, uncles
2. scotoma or related phencmena
e.g. transient hemlparesis
3. throbbing pain .
4. “voalting ~
*Diagnostic criteria = A and any 2 of the 4 items of B.
DIAGNOSTIC CRITERILIA MET YES ‘N0
11. INCLOSTON CRITERIA* TRUE FALST
AL 9-17 years of ag% y - o
B. recurrent headaches for three N
' months or longer
C. no pew medication within ’
the past two months
D. | headaches not generally linked
to diec or allergy
E. headaches averége one OT wmore per weslk )
F. no neurological -problexs present ’ : -
G: nc other major medical problems present
e.g. mencal retardation, asthza, diabectes
H. child speaks Emglish
* all of the Inclusion criteria ousc be answered TRUE.
ALL CRITERIA MET YES NO

e v—— Fmne—mn
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APPENDIX J

CAUSES OF ATTRITION"

-



SUBJECT

S 89

S 146

S 107

5 132

'S 140
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APPENDIX J

CAUSES OF ANTRITION

TREATMENT GRQUP

Relaxation

L} -
[

Relaxation

Cognitive coping

Cognitive coping

Stress Reduction

AStress Reduction

Stress Reduction

Stress Reduction

-

CAUSE

Behavior problem,
consistently

thwarts mother's
wishes.

Failure to practise.

Severe ‘headache
activity at baseline.
Good improvement.

- Good motivation.

Learning problems,
program too abstract.

Behavior and academic

© problems.

Program too abstract.

Poor motivation.
Lack of family support.

Parental disinterest.
Transportation problem.

Lack of parental
support. Poor response
to treatment.

Very active adolescent.
Scheduling problem.





