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ABSTRACT 

Numerous factors have been identified as precipitators of 

migraine headaches. Stress has long been accepted as a primary 

precipitant of muscle contraction headache and has been more recently 

acknowledged as a major precipitator of migraine headaches. Although 

stress has been identified as a major precipitant of migraine 

headaches, there has been little systematic research to evaluate 

how migraine headache sufferers manage stressful events. How the 

individual appraises the stressful event and what coping strategies 

are employed interact to determine the impact of the event, not the 

number of stressors alone. There has not been a systematic study that 

has evaluated whether migraine headache sufferers appraise stressful 

events differently or employ alternate coping strategies than 

individuals who do not suffer with headaches. 

The purpose of this study was to evaluate whether there were 

differences in the appraisal and coping styles of women with migraine 

headaches and whether differences were specific to migraine headache 

sufferers or more generally effected by the experience of chronic 

pain. Women with migraine headaches, chronic pain, and no pain 

problems completed questionnaires that measured hassles that had 

occurred during the past month and how she had appraised and coped 

with a specific event. 

The hypothesis that stress plays a role in the experience of 

migraine headache was supported. The women with migraine headaches 

experienced the same stress levels as the no pain group and appraised 

V 



the event in a similar way as both the no pain and chronic pain 

groups. Women with migraine headaches evidenced increased usage 

of stasis centered coping strategies; problem avoidance, wishful 

thinking, and social isolation. The experience of stress was not 

mediated by the number of stressors but by the efficacy of the coping 

strategies employed. Women with chronic pain showed the same pattern 

of coping strategies, and an increased stress level as measured by 

the average severity of hassles. The results of this research support 

the use of stress management training in the treatment of women with 

migraine headaches and other chronic pain problems. 
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CHAPTER I 

INTRODUCTION 

Overview 

Pain has been reported to be one of the most frequently heard 

complaints in a medical practice, with headache leading the list (Ryan 

& Ryan, 1978). Research has indicated that 50-70 percent of people 

have at some time have had a problem with headaches (Andrasik, 

Holroyd, & Abell, 1979) and it is probably safe to say that most 

people have had a headache at least once in their lives (Ryan & 

Ryan, 1978). The majority of people have transient headaches. These 

transient headaches do not interfere with their life-style and they 

have never been seen for professional treatment. Of the people who 

seek treatment for headaches the majority are diagnosed with migraine 

and/or muscle contraction headaches. Lance, Curran, and Anthony 

(1965) found that 94 percent of patients treated at a clinic 

specializing in headaches were diagnosed with migraine and/or muscle 

contraction headaches. 

Numerous factors have been identified as precipitators of 

migraine headaches (Diamond 6e Dalessio, 1982; Lance 1982). Some 

major precipitants of migraine headaches include menstruation, dietary 

factors, alcohol, and stress (Saper, 1983). Stress has long been 

accepted as a primary precipitant of muscle contraction headache 

and has been acknowledged more recently as a major precipitator of 

migraine headaches (International Association for the Study of Pain 



[lASP], 1986; Kudrow, 1985). There have been reports that up to 50 

percent of migraine headaches are precipitated by stressful events 

(Henyk-Gutt & Rees, 1973). 

Although stress has been identified as a major precipitant of 

migraine headaches, there has been little systematic research to 

evaluate how migraine headache sufferers manage stressful events. The 

research evaluating the occurrence of stressful events for migraine 

headache sufferers has not supported that they have experienced a 

greater number of major life events (Invernizzi, Gala, & Saccheti, 

1985; Stout, 1984) but that they have reported a greater number of 

daily hassles (Levor, Cohen, Naliboff, McArthur, & Heuser, 1986). 

When stress has been seen as a person-environment interaction 

(Coyne & Holroyd, 1982; Lazarus & Folkman, 1984) the number of 

stressful events has not been the only important factor in the 

experience of stress. How the individual appraised the event and what 

coping strategies were employed interacted to determine the impact 

of the event upon the individual. There has not been a systematic 

study that has evaluated whether migraine headache sufferers appraise 

stressful events differently or employ alternate coping strategies 

than individuals who do not suffer with headaches. One study 

completed with college students with muscle contraction headache 

suggested that there were differences in both appraisal and coping 

strategies (Holm, Holroyd, Hursey, & Penzien, 1986). 

If differences were found between migraine headache sufferers and 

a nonheadache control group the question then arising would be whether 



these differences were specific to migraine headache or were more 

generally the result of experiencing a chronic pain problem (Harrison, 

1975; Holm et al., 1986). When psychological distress has been 

evaluated in chronic headache sufferers there have been differences 

found between headache sufferers and nonheadache controls, but no 

differences were noted when headache sufferers were compared with 

a chronic pain control (Blaszczynski, 1984). The issue of whether 

Minnesota Multiphasic Personality Inventory (MMPI) changes are the 

cause of or the result of physical dysfunction has been raised in 

the literature evaluating individuals with other chronic physical 

illnesses, including chronic pain problems (cf. Bradley, Prokop, 

Gentry, Van der Heide, & Prieto, 1981; Lazarus & Folkman, 1984). 

The purpose of this study is to evaluate whether there are 

differences in the appraisal and coping styles of women with migraine 

headaches. The study will evaluate whether the report of hassles, the 

appraisal of stressors, and the coping strategies used are specific 

to migraine headache sufferers or more generally affected by the 

experience of chronic pain. 

Classification of Headache 

The Ad Hoc Committee on Classification of Headache (1962) 

has provided a widely used system for diagnosing headache. This 

classification system defined 15 types of headache. The most common 

of these headache classifications were migraine headache, muscle 



4 

contraction headache, and combined headache: both migraine and muscle 

contraction (Lance et al., 1965). 

There are a number of types of vascular or migraine headaches. 

These include three classifications of migraine headache; classical, 

common and complicated which included hemiplegic, and ophthalmoplegic. 

and three types of vascular headache; cluster, toxic vascular, and 

hypertensive. The most common of the vascular headaches have been 

reported to be classical and common migraine (Lance, 1982; Ryan & 

Ryan, 1978) . The term "migraine headache" will be used here when 

describing classical and common migraine unless otherwise specified. 

While migraine headache, both classical and common will be the 

particular headache disorder investigated here, it is important 

to also understand the relationship between migraine and muscle 

contraction headaches. 

More recently the lASP, Subcommittee on Taxonomy (1986) proposed 

a new system for the diagnosis of head pain. This new nomenclature 

identifies five major groups of head pain, three of which were 

related to the diagnosis of headache. These are craniofacial pain 

of musculoskeletal origin, primary headache syndromes, and pain of 

psychological origin in the head and neck. Under craniofacial pain of 

musculoskeletal origin the lASP differentiated between acute tension 

headache and tension headache, chronic form. The diagnosis acute 

tension headache closely resembled the Ad Hoc Committee diagnosis 

for muscle contraction headache, while the classification tension 

headache, chronic form appears to be more closely related to the 



previous diagnosis of combination headache. The diagnosis tension 

headache, chronic form will be described in more detail later. 

The lASP (1986) included 10 different headache disorders under 

the classification of primary headache syndromes. These syndromes 

included four different migraine disorders; classical; common; 

mixed headache; and migraine variants. Migraine variants included 

hemiplegic, accompagnee, basilar, opthalmoplegic, and retinal 

migraine. There is little difference in the lASP description of 

classical and common migraine, and that of the Ad Hoc Committee 

(1962). The major difference is the inclusion of stress and mood 

changes as precipitators of both types of migraine. Mixed headache 

is included, but it is suggested that most often the correct diagnosis 

would be tension headache, chronic form. The other headache disorders 

included in the group are carotidynia, cluster headache, chronic 

paroxysmal hemicrania, chronic cluster headache, cluster tic syndrome, 

and post-traumatic headache. 

The third group of headache disorders described in the lASP 

(1986) taxonomy is pain of psychological origin in the head and face. 

Under this classification are included delusional or hallucinatory 

pain and hysterical or hypochondriacal pain. The lASP provides no 

specific criteria for these two diagnoses except which diagnoses 

needed to be ruled out. Although there are certainly cases in 

which these diagnoses might be appropriate, the lack of any specific 

guidelines would make these diagnoses difficult to make. 



Migraine and muscle contraction headache have been reported to be 

the most common headache disorders seen for treatment (Lance et al., 

1965) , Migraine and muscle contraction headache are the headache 

classifications where psychological factors have been identified 

as important in precipitating and maintaining the headache disorder 

(Bakal, 1982; Diamond & Dalessio, 1982; Lance. 1982). 

Migraine headache. Classical migraine headaches are generally 

described as unilateral, in the frontotemporal region (Ad Hoc 

Committee, 1962; lASP, 1986). The headache is described as a dull, 

aching pain that becomes sharp and throbbing as the intensity of the 

pain increases. Often classical migraine headaches are associated 

with anorexia and at times with nausea and vomiting. Preceding 

the headache attack the individual reports experiencing a prodrome 

(Diamond & Dalessio, 1982; Lance, 1982). In classical migraine the 

prodrome tends to be a visual disturbance, that could be a scotoma, 

hemianopia, or blurred vision. Although the frequency of classical 

migraine headache attacks is variable, one to four attacks a month is 

a common range (Diamond & Dalessio, 1986a; Lance, 1982). Classical 

migraine headaches have an average duration of less than 24 hours but 

can last longer (lASP, 1986). 

Classical and common migraine headaches descriptions are similar 

with differences in the prodrome and the duration of headache attacks 

(Ad Hoc Committee. 1962; lASP, 1986). The prodrome for common 

migraine is generally less specific. Frequently this prodrome is 



described as a mood change. Most often the prodromal mood change is 

a feeling of euphoria but also could be irritability and depression. 

Other prodromal experiences includes increased appetite or thirst and 

drowsiness. The duration of common migraine headache attacks tends to 

be longer than classical migraine, persisting from one to three days, 

although the duration could be longer (lASP, 1986). 

Migraine headaches, both classical and common, have been reported 

to occur at anytime, i.e., unrelated to any specific event. Often the 

migraine headache sufferer complains that the headaches wakes him/her 

from a sound sleep, occurs on the weekends or at the beginning of a 

vacation (Ad Hoc Committee, 1962; Diamond & Dalessio, 1982; Lance, 

1982), Precipitating factors can be numerous including stress, mood 

states, dietary factors, and hormonal changes (Holroyd & Andrasik, 

1982; lASP, 1986). Migraine headache has an increased incidence 

in women with research indicating that about 60 percent of migraine 

sufferers are women (Diamond & Dalessio, 1986a). Although it has not 

been established whether a hereditary and/or environmental learning 

component is involved, about 70 percent of migraine sufferers have 

reported a family history of headache and migraine headache has been 

generally described as a familial disorder (Diamond & Dalessio, 1982). 

Muscle contraction headache. Muscle contraction headaches are 

generally described as a bilateral dull, persistent ache (Ad Hoc 

Committee, 1962). Often people have described the pain as a sensation 

of pressure, as if they had a tight cap or a band around their head 

In addition to frontal pain, muscle contraction headache sufferers 
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often have reported experiencing suboccipital pain. The onset 

of muscle contraction headache has been thought to be associated 

with stress or the anticipation of stress (Ad Hoc Committee, 1962; 

Diamond & Dalessio, 1986b). While both sexes are affected by muscle 

contraction headaches it has been reported that more women experience 

these headaches (Diamond & Dalessio, 1986b). 

As mentioned earlier the new lASP (1986) taxonomy has 

differentiated between acute tension headache and tension headache, 

chronic form. The lASP description of acute tension headache is 

similar to that of the Ad Hoc Committee (1962) diagnosis of muscle 

contraction headache. The new diagnosis tension headache, chronic 

form, however, describes a disorder more similar to the Ad Hoc 

Committee diagnosis combined headache. The Ad Hoc Committee 

describes the combined headache as exhibiting both migraine and muscle 

contraction headache symptomology. The lASP diagnosis of tension 

headache, chronic form is described as a virtually continuous headache 

involving symmetrical pain in the frontal, fronto-occipital, or the 

whole scalp area. The pain generally is experienced as diffuse and 

dull in nature but during exacerbations can localize to one side of 

the head and become more throbbing in nature. During exacerbations 

of the headache nausea, vomiting, and photophobia are common. Stress, 

anxiety, and depression are identified as the primary precipitators of 

tension headache, chronic form. The lASP suggested that the chronic 

form of tension headache only occurred in individuals who also had 

migraine headaches. 



The lASP (1986) differentiation between an acute and chronic 

classification of tension headache seems valuable although it has 

not been documented yet. One of the observations that has been made 

in the psychological literature evaluating the treatment of muscle 

contraction headache has been that headache sufferers with continuous 

pain have exhibited the poorest response to psychological management 

of headaches (Bakal, 1982; Blanchard & Andrasik, 1985; Holroyd 

& Andrasik, 1982). Therefore, being able to make a differential 

diagnosis between acute tension and tension headache, chronic form 

might facilitate optimal treatment planning. 

In the next section the physiological mechanisms underlying 

migraine and muscle contraction headache will be reviewed. The 

similarities and differences between the two headache disorders will 

be evaluated and the efficacy of diagnosing headaches considered. 

Mechanism of Headache 

Migraine headache. Some investigators have proposed a 

neurological process as the physiological mechanism underlying 

migraine headache (Bakal, 1982; Diamond & Dalessio, 1982; Lance, 1982; 

Ryan & Ryan, 1978). There has been a vast body of literature that 

has explored the role of various mechanisms in the pathogenesis of 

migraine headache. Lance (1982) organized the research into major 

areas of change presented in Figure 1. It is not within the scope 

of this paper to review all of the literature on the physiological 

mechanisms involved in migraine headache in detail. It is sufficient 
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Vascular changes 
vascular pulsation and reactivity 
regional cerebral blood flow 
extracranial changes in blood flow 

Primary cortical changes 

Autonomic changes 

Hypothalamic and brain stem changes 

Endogenous pain control system changes 

Humoral and metabolic changes 
serotonin prostaglandins histamine 
catecholamines free fatty acids bradykinin 
immune complexes 

Other changes 
electrolytes liver function 
ammonia 

Figure 1. Proposed Areas of Physiological Change in Migraine Headache 
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to state that a complex interaction of systemic and metabolic changes 

may be involved in the migraine headache attack. 

Diamond and Dalessio (1982), Lance (1982), and Ryan and Ryan 

(1978) suggest a basic unifying theory of migraine headache. The 

migraine headache sufferer's vascular system is thought to be unstable 

and more easily triggered by stressors or other stimuli. A three 

step process is thought to be set in motion in the intracranial and 

extracranial blood vessels. 

The first stage involves vasoconstriction and during this stage 

the prodrome is experienced (Diamond & Dalessio, 1982). A decrease in 

the local cerebral blood flow is precipitated by neurogenic vasospasm 

of the innervated vascular system. The decrease in blood supply 

triggers the second stage of the migraine headache which is the 

dilation of cranial arteries to increase blood supply. During this 

stage the migraine sufferer experiences the headache as a dull, aching 

pain which intensifies as the final stage is set in motion. The 

vasodilation provokes the release of local chemicals and vasoactive 

substances which lead to vascular edema and a decreased pain 

threshold. During this last stage the individual experiences a sharp, 

throbbing pain, and might also suffer nausea, vomiting, and general 

malaise. 

Muscle contraction headache. The physiological mechanism 

underlying muscle contraction headache has been thought to be the 

"sustained contraction of skeletal muscles" (Ad Hoc Committee, 1962, 

p. 128). The pain has been thought to be the result of two mechanisms 
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(Haynes, 1980): the stimulation of pain receptors in the contracted 

muscles; and the compression of intramuscular arterioles with 

resultant ischemia. 

Issues in Headache Diagnosis 

Recent literature has questioned whether a clear distinction 

can be made between migraine and muscle contraction headache, both 

in underlying pathophysiology and symptomology (Bakal, 1982; Holroyd 

& Andrasik, 1982). Evaluation of EMG levels in muscle contraction 

headache sufferers compared to migraine headache sufferers did not 

show any differences in EMG levels during a headache episode or in 

response to stressful stimuli (Anderson & Franks, 1981; Martin & 

Mathews, 1978; Philips, 1978). Increased EMG levels have been found 

to be a common occurrence during the prodrome phase in migraine 

headache sufferers (Pearce, 1977). Generally the results have been 

inconsistent when evaluating the relationship between increased muscle 

activity, and migraine and muscle contraction headaches. Increased 

EMG levels did not appear to reliably differentiate migraine headaches 

from muscle contraction headaches. It has been hypothesized by 

Philips (1978) that muscle tension might not be essential in the 

development of a muscle contraction headache but might play a role in 

determining the intensity and duration of the headache. 

Although research has evaluated vascular and biochemical changes 

in migraine headache these same changes have not been evaluated as 

extensively in muscle contraction headache (Holroyd &. Andrasik, 1982) 
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Therefore, it has been difficult to conclude that the presence of 

vascular changes differentiated migraine from muscle contraction 

headaches. In fact, there has been some evidence that alterations in 

cerebral circulation including vasoconstriction also occur in muscle 

contraction headache (Ostfeld, Reis, & Wolf, 1957; Sakai & Meyer, 

1978) . Vasomotor instability has been suggested as the mechanism 

underlying both migraine and muscle contraction headache with the 

difference manifest in the qualitative presentation of symptoms 

(Bakal, 1982). 

Serotonin has been implicated in the mechanism of both migraine 

and muscle contraction headache. This mechanism has been seen as 

important because serotonin has been shown to play a role in the 

mechanism that produces endogenous opiates (Basbaum & Fields, 

1978; Fields, 1981). It has been hypothesized that a deficiency in 

serotonin altered the pain sufferer's ability to respond to pain by 

decreasing pain tolerance (Diamond & Dalessio, 1986b). It has been 

proposed that migraine and muscle contraction headache sufferers may 

be predisposed to the pain due to a dysfunction in central analgesia 

(Diamond & Dalessio, 1986a, 1986b). 

When researchers have evaluated all of the symptoms experienced 

by headache sufferers there has not been a clear difference between 

migraine and muscle contraction headache. Bakal and Kaganov (1977) 

evaluated the symptoms reported for migraine, muscle contraction, 

and combined headache sufferers and found that nausea and vomiting 

were the only symptoms that differentiated betxî een the diagnostic 
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groups. There were no differences found in headache location, pain 

descriptors, the report of visual disturbances, or family history of 

headache. In a later study Bakal and Kaganov (1979) further evaluated 

symptoms reported by headache sufferers and noted that in addition 

to nausea and vomiting, musculoskeletal symptoms accounted for more 

of the variance associated with problem headaches than did vascular 

symptomology. Olesen (1978) also found that there was little 

consistency in the description of migraine headache. 

Based upon these results Bakal and Kaganov (1977) proposed that 

there was a continuum of symptoms which varies with the severity 

of the disorder, rather than distinct headache disorders. The more 

severe the headache disorder, the more likely the headache sufferer 

would be to report symptoms associated with migraine headache. This 

continuum begins with the less severe symptoms associated with muscle 

contraction headache, increasing in severity to combined headache and 

then to the more severe symptoms generally associated with migraine 

headache, specifically nausea and vomiting. 

Although the literature does not always support the traditional 

concept of specific differences between migraine and muscle 

contraction headache, the utility and efficacy of headache diagnosis 

continued to be supported. Research evaluating the reliability 

of headache diagnosis has shown a 86.4 percent agreement between 

a neurologist and a doctoral level psychology student (Blanchard, 

O'Keefe, Neff, Jurish, & Andrasik, 1981). When differences in 

diagnosis were later assessed it was found by Blanchard et al. chat 
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the majority were cases where the diagnosis was of both migraine 

and muscle contraction headaches or the individual gave vague and 

conflicting information to the examiners. 

Careful assessment and diagnosis of headache has been reported to 

be essential to rule out possible symptoms that would suggest the need 

for medical attention (Blanchard & Andrasik, 1985; Diamond & Dalessio, 

1982, 1986c). Blanchard and Andrasik (1985) provided a list of danger 

signs that indicate the need for medical referral. 

1. If the headache problem is new, by which we mean 
if the patient has had the problem for less than 
three months...[or] if the intensity and/or other 
phenomenology of the headache has changed markedly 
within the past three months... refer the patient for a 
neurological examination. 

2. If the patient complaints of any sensory or 
motor deficits... refer the patient promptly for a 
neurological examination. 

3. If a one-sided headache had always been on the same 
side, refer. ' 

4. If the headache began after some trauma to the head, 
especially if the patient was unconscious, even if only 
momentarily, refer immediately. 

5. If the patient has constant, unremitting headache, it 
would be wise to refer him or her for a neurological 
exam. 

6. For the patient with tension headache-like symptoms, 
the following symptoms should lead to refer him or 
her for a neurological examination: (a) If the pain 
intensity has been steadily increasing over a period 
of week to months with little or no relief... (b) 
If the headache is worse in the morning and becomes 
less severe during the day... (c) If the tension-like 
headache is accompanied by vomiting, refer. 

7. If the patient has been treated for any kind of cancer 
and now has a complaint of headache, refer immediately. 
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8. If the patient, or the patient's spouse complains of 
a noticeable change in personality or behavior or a 
noticeable decrease in memory or other intellectual 
functioning, refer. 

9. If the patient is over 60 years of age and has a 
relatively new complaint of headache, refer. 

10. If the patient complains of sudden onset of the 
headache pain under conditions of exertion such as 
lifting or during sexual intercourse or during a heated 
arguement, refer. 

11. Headache patients with a family history of cerebral 
aneurysm, other vascular anomalies or polycystic 
kidneys should be referred, (pp. 21-22) 

The headache history and diagnosis can provide the clinician with 

valuable information that allows the selection of the most appropriate 

treatment (Diamond & Dalessio, 1986c; Lance, 1982; Ryan & Ryan; 1978). 

It has been shown that individuals with differing diagnosis exhibit 

differential rates of response to various interventions (Blanchard & 

Andrasik, 1985; Diamond & Dalessio, 1982; Lance, 1982). For example, 

individuals with continuous headache pain, tension headache, chronic 

form, tend to show the poorest response to both psychological and 

medical treatments (Blanchard & Andrasik, 1985; Lance, 1982). While 

there continue to be questions about the ability to differentiate 

clearly between migraine and muscle contraction headaches both on a 

quantitative and qualitative basis the careful diagnosis of headaches 

has been supported in the facilitation of treatment planning 

(Blanchard & Andrasik, 1985). 
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Major Factors Influencing Headache 

The medical models of headache traditionally have attempted to 

isolate the physiological and psychological factors that were involved 

in the mechanism of headaches (Bakal & Kaganov, 1979; Holroyd & 

Andrasik, 1982). In contrast to the medical models, Holroyd and 

Andrasik (1982) presented a model of headache that attempted to 

integrate both the physiological and psychological variables involved 

in headache disorders. Their model is similar to psychobiological 

model that Bakal and Kaganov (1979) proposed in that both models see 

headache as "a function of reciprocally interacting psychological and 

physiological processes with neither psychological nor physiological 

variables assumed a priori to have preeminent causal status" (Holroyd 

& Andrasik, 1982, p. 285). Figure 2 presents the model as Holroyd and 

Andrasik conceptualized it. 

This integrative model has lead to the hypothesis that if a' 

treatment produced change in the psychological variables influencing 

headache that along with an indirect effect on the physiological 

mechanism, there would be a change in the incidence or quality of 

headaches (Holroyd & Andrasik, 1982). Cognitive behavioral treatment 

programs for the management of chronic headaches have supported this 

hypothesis for both migraine and muscle contraction headache (Bakal, 

Demjen, & Kaganov, 1981; Blanchard, Ahles, & Shaw, 1979; Holroyd, 

Andrasik, & Westbrook, 1977). These treatment programs have utilized 

cognitive behavioral training strategies to facilitate headache 

sufferers more effective management of stressors in their lives, and 
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have resulted in a decrease in the frequency, duration, and intensity 

of headaches. Therefore, by changing a psychological variable, the 

appraisal of and coping with stressors, there was a direct effect on 

the incidence and quality of headaches. 

In referring to the integrative model of headache proposed 

by Holroyd & Andrasik (1982) the physical aspects of headache 

vulnerability, symptom precursors, and symptoms have been reviewed 

briefly. The area that has been most examined in the psychological 

literature has been psychological vulnerability to headache. The next 

section will review the research focused on personality and affective 

states. 

Psychological Vulnerability 

Personality variables. As early as 1743, D. Junkerius proposed 

that migraine headaches were caused predominantly by tacit and 

suppressed anger (Diamond & Dalessio, 1986a). Wolff (1937) broadened 

this concept to include any "pernicious emotional reaction" as a 

precipitant of migraine headaches. On the whole, migraine sufferers 

have been described in the literature as being ambitious people 

who are overly concerned with succeeding. They have been seen as 

perfectionistic, tending to be compulsive and orderly, often rigid 

and inflexible. The migraine headache sufferer has been described as 

resentful, exhibiting difficulty expressing aggressive feelings in a 

constructive way (Friedman, von Stroch, & Merritt, 1954; Wolff, 1937). 

The migraine sufferer's personality has been thought to differ from 
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the muscle contraction headache sufferer who has been described as 

worrisome and tense, often experiencing chronic anxiety and depression 

(Martin, 1966; Martin, Rome, & Swenson, 1967). 

The most frequently researched test used for the psychological 

assessment of migraine headache sufferers has been the MMPI 

(Dahlstrom, Welsh, & Dahlstrom, 1972), A number of studies have 

reported a consistent pattern of MMPI profile elevations obtained by 

headache sufferers (Andrasik, Blanchard, Arena, Teders, & Rodichok, 

1982a; Andrasik, Blanchard, Arena, Teders, Teevan, & Rodichok, 1982b; 

Kudrow & Sutkus, 1979; Sternbach, Dalessio, Kunzel, & Bowman, 1980). 

Three significantly different groups of MMPI profiles have been 

identified: migraine and cluster headaches (A); muscle contraction 

and combination headaches (B); and post-traumatic and conversion 

headaches (C). The migraine and cluster headache group MMPI 

profiles were within normal limits, while the muscle contraction 

and combination headache group evidenced moderate elevations of the 

Hypochondriasis (Hy), Depression (D), and Hysteria (Hs) scales, that 

were suggestive of mild depression and a tendency toward somatization. 

The post-traumatic and conversion headache group obtained the highest 

elevations on the same three scales. There were no significant 

differences in MMPI profiles when the chronicity of the headache 

disorder was analyzed (Arena, Andrasik, & Blanchard, 1985). 

Kudrow and Sutkus (1979) reported that by using formulas based 

on MMPI scale elevations that they were able to classify correctly 

headache sufferers into diagnostic groups. Table 1 presents the MMPI 
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Table 1 

MMPI Formulas for Predicting Headache Diagnosis 

Female Scales T Score 

Groups (1-2-3) Limits 

A 1 + 2 <65 
B 2 + 3 65-70 
C Two or more >70 

Male 
Groups 

A 1 + 2 <70 
B Two or more >70 
C All >75 



22 

formulas used for prediction. However, Andrasik et al. (1982a) were 

unable to replicate the prediction of headache diagnostic group 

employing the MMPI elevation formulas used by Kudrow and Sutkus. The 

MMPI profiles also were not effective in differentiating headache 

sufferers from no headache controls. 

It has been noted that while there were significant differences 

in profile elevations obtained on the MMPI between headache diagnostic 

groups the elevations were only in the moderate range (Andrasik et 

al., 1982a, 1982b; Sternbach et al., 1980). It has been suggested 

that the differences in MMPI profiles between headache diagnostic 

groups were related directly to the frequency of pain experienced 

by the different headache groups, with the increased frequency of 

headaches yielding increased psychological distress (Andrasik et al., 

1982b). Therefore, it has been hypothesized that migraine headache 

sufferers exhibit the lowest levels of psychological distress as 

measured by the MMPI because the number of hours that they experience 

headache pain is lower although the intensity of the pain is higher. 

The Eysenck Personality Inventory has been the next most 

researched measure for the psychological assessment of migraine 

headache sufferers. There were no significant differences found by 

Philips (1976) on profiles obtained by migraine, muscle contraction, 

and combinations headache sufferers, and a no headache control. Price 

and Blackwell (1980) found no differences between profiles obtained 

by individuals who suffer migraine headaches and a no headache 

control. Blaszczynski (1984) compared scores obtained on the Eysenck 
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Personality Inventory by migraine and muscle contraction headache 

sufferers, other chronic pain sufferers, and a no headache control. 

Some differences were found in profile elevations between the headache 

groups and the no headache controls, but there were no differences 

between the headache groups and the other pain group. The question 

was raised, whether the differences found between the headache and 

no headache groups were related specifically to the experience of 

headaches or may have been more generally the result of the experience 

of chronic pain. 

Cuypers, Altenkirch, and Bunge (1981) used a test based on the 

MMPI, the Freiburg Personality Inventory, and found that migraine 

and cluster headache sufferers scored within normal limits. Merskey, 

Brown, Brown, Malhotra, Morrison, and Ripley (1985) compared group 

scores on the General Health Questionnaire and several other measures 

of psychological distress. Their results were consistent with 

prior research indicating that while migraine headache sufferers did 

evidence slightly more emotional disturbance than a general practice 

patient without pain, the levels of distress were not close to scores 

obtained by a psychiatric population. 

In addition to the use of the MMPI and other personality 

inventories, research has evaluated personality variables in migraine 

headache sufferers with specific measures such as assertiveness, locus 

of control, obsessive compulsive traits, hostility, and achievement 

motivation to mention a few (Andrasik et al., 1982a, 1982b; 

Blaszczynski, 1984; Jones & Page, 1986; Passchier, van der 
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Helra-Hylkema, & Orlebeke, 1984). Passchier et al. reported an 

increased achievement motivation for both migraine and muscle 

contraction headache sufferers when compared to a no headache control. 

The most consistent result has been that headache sufferers, both 

migraine and muscle contraction reported higher levels of trait 

anxiety (Andrasik et al., 1982a, 1982b; Price & Blackwell, 1980). The 

literature has not confirmed the traditional conceptualization of a 

migraine sufferers' personality or any specific differences between 

headache diagnostic groups (Blanchard & Andrasik, 1985; Holroyd & 

Andrasik, 1982). 

Affective variables. Another area related to the role of 

psychological variables and migraine headache has been research that 

has evaluated depression and anxiety specifically. Depression and 

anxiety most often have been felt to be of prime importance in the 

etiology of muscle contraction headaches, but have been implicated 

as well in the etiology of migraine headache (Diamond, 1983; Lance, 

1982). 

When the incidence of headache was assessed in patients with a 

major depressive disorder, comparing the report of headache during 

depressed and nondepressed period, a significant difference was noted 

(Garvey, Schaffer, & Tuason, 1983). During periods of depression the 

subjects reported an increased frequency of headaches while during 

nondepressed periods the report of headache was similar to that of a 

nondepressed control. Couch, Ziegler, and Hassanein (1975) evaluated 

the incidence of depression in a group of individuals who suffered 
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with severe or disabling migraine headaches. Only 28 out of a sample 

of 236 were considered clinically depressed based on their scores on 

the Zung Depression Scale. The majority of migraine sufferers who 

obtained elevated scores on the Zung were in the borderline area of 

depression. Couch et al. found a weak correlation between headache 

severity and depression scores. 

Arena, Blanchard, and Andrasik (1984) had chronic headache 

sufferers keep a diary of affective and headache states. Four times 

a day migraine, muscle contraction, and combination headache sufferers 

rated anger, depression, anxiety, and pain. There was a weak 

relationship between emotionality and headache activity that same 

day. Their results did not support a specific relationship between 

headache, and depression or anxiety. There were no differential 

relationships found for any specific headache diagnosis. 

'There has been research that has evaluated changes in 

psychological distress as a result of headache treatment. 

Sovak, Kunzel, Sternbach, and Dalessio (1981) compared pre- and 

post-treatment MMPI profiles obtained by migraine headache sufferers 

who had been treated with thermal biofeedback or propranolol. Only 

those who were treated successfully with biofeedback obtained changes 

in MMPI profiles as evidenced by decreases on scales Hy, D, Hs, 

and Psychasthenia (Pt). The profile changes were not necessarily 

associated with the improvement in the incidence of headaches as 

there were not MMPI profile changes for migraine sufferers treated 

successfully with propranolol. 
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When the effects on depression, anxiety, and general 

psychosomatic distress were evaluated after the nonpharmacological 

treatment of migraine, muscle contraction, and combination headaches, 

decreases in depression and trait anxiety were noted (Blanchard, 

Andrasik, Applebaum, Evans, Myers, & Barron, 1986). However, the 

changes in affective status were not related to whether the treatment 

(relaxation, biofeedback, and/or stress management training) was 

successful in managing the headaches. No differences were noted 

between migraine and muscle contraction headache sufferers. 

Summary of psychological vulnerability. The early reports of 

personality characteristics as they were observed in migraine headache 

were based largely on clinical observation (Anderson, 1980; Bihldorff, 

King, & Parnes, 1971; Howarth, 1965). Recent research generally 

has not supported the traditional conceptualizations of specific 

personality characteristics being associated with migraine headache 

sufferers (Blanchard & Andrasik, 1985; Diamond & Dalessio, 1986a; 

Holroyd & Andrasik, 1982). 

Personality testing consistently has shown that migraine 

sufferers have exhibited less psychological distress than muscle 

contraction and combined headache sufferers (Andrasik et al., 1982a, 

1982b; Kudrow & Sutkus, 1979; Sternbach et al., 1980). The difference 

in psychological disturbance appeared to be directly related to 

"headache density," the amount of time the individual experienced 

headache pain (Andrasik et al., 1982b; Blanchard & Andrasik. 1985). 
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The more days an individual experienced headache pain the more likely 

he/she was to exhibit higher levels of psychological distress. 

It has been difficult to assess whether the differences seen 

in personality testing are evidence of a premorbid personality style 

or are rather the result of living with a chronic pain problem. 

All of the research has evaluated migraine headache sufferers after 

the headache disorder had begun (Holroyd & Andrasik, 1982). The 

similarity of the MMPI profiles obtained by headache sufferers and 

other chronic pain patients has been addressed in the literature 

(Andrasik et al., 1982b; Blanchard & Andrasik, 1985). A similar MMPI 

profile has been reported frequently in the research with low back 

pain and other chronic pain patients (Bradley et al., 1981; Sternbach, 

1974). Differences found between headache sufferers both migraine and 

muscle contraction headache sufferers, and no headache controls may 

be a result of living with a chronic pain problem and not specific to 

chronic headaches (Blaszczynski, 1984; Harrison, 1975). 

There does seem to be a relationship between migraine headaches 

and depression. Depression has been reported commonly by headache 

sufferers, and headache has been a frequent complaint of individuals 

experiencing depression (Cassidy, 1957; Couch et al., 1975; Cox & 

Thomas, 1981; Davis, Wetzel, Kashiwagi, & McClure, 1976; Garvey et 

al., 1983). Although a relationship between depression and headache 

has been documented, it has not been at all clear exactly what that 

relationship is. It has been hypothesized that depression increases 
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the vulnerability to headaches but this mechanism has not been 

elaborated (Garvey et al., 1983; Ziegler, Rhodes, & Hassanien, 1978). 

Although there has not been a distinct personality style 

identified for migraine headache sufferers it would be rash to make 

the assumption that personality variables play no role in headache 

disorders. Clinical experience in the treatment of recurrent headache 

sufferers has indicated that individual personality traits do appear 

to play a role in headache disorders and response to treatment 

(Blanchard & Andrasik, 1985; Diamond & Dalessio, 1982; Holroyd & 

Andrasik, 1982) . While there may not be a consistent personality 

pattern, personality variables continue to deserve close attention by 

the clinician. 

Precipitating and Maintaining Variables 
of Migraine Headache 

Numerous precipitants of migraine headache have been identified 

(Diamond & Dalessio, 1982; Lance, 1982). The major precipitants of 

migraine headaches have included stress, dietary tyramine, nitrite, 

glutimate and salt, oral contraceptives, menstruation, hunger, lack 

of sleep, and alcohol (Holroyd & Andrasik, 1982; Saper, 1983). While 

there has been evidence to support a direct relationship between 

precipitants and headache occurrence, specific precipitants rarely 

account for the majority of chronic migraine headaches. It has been 

hypothesized that a complex interaction between precipitants and 

other variables evokes changes in the physiological functioning of the 

migraine headache sufferer (Holroyd & Andrasik, 1982). 
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The factors that precipitate a headache may not always be the 

same as the factors that maintain the headache disorder, Bakal and 

Kaganov (1977, 1979) proposed a model where the headache sufferer 

has an underlying psychobiological predisposition to headaches. The 

actual incidence, frequency, and duration of headaches was determined 

by an interaction between psychological, physiological, and 

biochemical processes. As Bakal (1982) stated, 

...chronic headache sufferers are not born with chronic 
headaches. More often than not their condition develops 
across time, which means their psychological reactions to 
the developing symptom have played a significant role in the 
development of the disorder, (p. 5) 

The focus in Bakal and Kaganov's model is on the relationship between 

the headache sufferer and the headaches, an interaction between the 

symptoms that are experienced, the physiological mechanisms that 

mediate the symptoms, and the cognitive evaluation of the headaches. 

Stress. Stress has been accepted universally as a headache 

provoking factor (Lance, 1975). It has long been reported in the 

literature that stress and the anticipation of stressful events 

are important precipitants of muscle contraction headache (Ad Hoc 

Committee, 1962; Diamond & Dalessio, 1982; Howarth, 1965). Although 

it has not been as widely recognized, stress can be a frequent 

precipitator of migraine headache as well (lASP, 1986; Kudrow, 1985: 

Selby & Lance, 1960) with reports of over 50 percent of migraine 

headaches precipitated by stressful events (Henyk-Gutt & Rees, 1973). 

Significant elevations of stressful events have been reported for 
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the three days leading up to a migraine headache, with stress levels 

higher on the day that the migraine started (Levor et al., 1986). 

Epidemiological studies of vastly different populations have 

supported that people identify stress as the major cause of headaches. 

Nikiforow and Hokkanen (1978) surveyed the incidence of headache in 

northern Finland. The most common provoking factor identified by 

people was stress. Forty two percent stated that they suffered 

headaches when confronted with difficulties or when rushed. The 

result of a national survey of pain in the United States also 

supported a strong association between stress and pain, and hassles 

and pain (Sternbach, 1986). Stress was reported as one of the three 

most important precipitators of headache by 50 percent and as the most 

important by 39 percent of those who reported experiencing headaches. 

It also was found that increased stress and hassle levels were 

associated with increases in the frequency and severity of pain in 

general, 

Although there has been an increase in the research examining 

stress and the incidence of physical illness there has been little 

research that has evaluated the relationship between stress and 

chronic migraine headaches. Stress and the individual's ability to 

cope with stress have been implicated in the etiology and onset of 

physical illness, and more recently in the experience, course, and 

outcome of illness (Moos, 1977). 

Initially research evaluating stress and its role in illness was 

based upon the premise that stress was an environmental event such as 
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the death of a spouse, a divorce, or losing a job (Coyne & Holroyd, 

1982; Holroyd & Lazarus, 1982). This premise lead to research that 

utilized major life events as a measure of stress. Research relying 

on the number of environmental events that had occurred generally 

has been unsuccessful in predicting the probability of future illness 

(Creed, 1985; Rabkin & Struening, 1976). 

It has been suggested that the impact of major life events was 

related to the effect they had on every day activities (Hinkle, 1973). 

Based on this hypothesis, Kanner, Coyne, Schafer, and Lazarus (1981) 

developed a measure of daily hassles. They defined a hassle as "the 

irritating, frustrating, distressing demands that to some degree 

characterize everyday transactions with the environment" (p. 3). The 

preliminary research has indicated that daily hassles have been more 

successful in predicting psychological and physical symptoms than 

major life events (DeLongis, Coyne, Dakof, Folkman, & Lazarus, 1982; 

Kanner et al., 1981; Moore, 1982). The few studies that have looked 

at daily hassles and chronic headache have reported a relationship 

between the two. The number of hassles reported by individuals with 

migraine and combination headaches were related significantly to 

the frequency of migraine headaches (Levor et al., 1986). Muscle 

contraction headache sufferers reported experiencing a greater number 

of daily hassles than a nonheadache control (Holm et al., 1986). 

A broader definition of stress has been proposed in which stress 

has been defined "neither as an environmental condition nor as a 

response but rather as a person-environment relationship in which 
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demands tax or exceed the resources of the person" (Coyne & Holroyd, 

1982, p. 104). This change in focus shifts the emphasis from the 

event that occurs to the coping skills that the individual uses and 

constraints on their use (Holroyd & Lazarus, 1982). Lazarus and 

Folkman (1984) proposed the specificity model of illness, that is 

presented in Figure 3, where two processes are hypothesized to mediate 

the individual's contribution to the relationship between person and 

environment; appraisal and coping (Coyne & Holroyd, 1982), There is 

an emphasis in this model on how appraisal and coping processes affect 

adaptational outcome. 

Appraisal involved the individual's evaluation of the event which 

determined his/her reaction to the stressor (Coyne & Holroyd, 1982; 

Holroyd & Lazarus, 1982). The reaction to the stressful event 

included both the emotions experienced and the adaptational outcomes. 

There was a primary appraisal that determined what was at stake in 

the situation, first was the event positive, negative, or ambiguous, 

and second was it a challenge or threat, could it be harmful? The 

secondary appraisal was when the individual decided how well he/she 

could handle the situation. This secondary appraisal was similar to 

Bandura's (1977) concept of self-efficacy. 

Coping processes were defined by Coyne and Holroyd (1982) 

as "comprising efforts, both cognitive and behavioral, to manage 

environmental and internal demands" (p. 109). These coping strategies 

were broadly split into two categories; attempts to alter the 
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person-environment relationship and ways of controlling stressful 

emotions. 

Blanchard and Andrasik (1985) have incorporated the integrative 

model into a conceptualization of how stress was involved in 

the pathogenesis of recurrent headaches (see Figure 4). This 

conceptualization has lead to headache treatment programs with an 

emphasis on stress management; facilitating the individual managing 

the stressors that precipitate headaches, and the distress and pain 

of headaches (Holroyd & Andrasik, 1982). There has, however, been 

limited research that has evaluated how migraine headache sufferers 

appraise and cope with stressful events. 

In a study that evaluated the relationship of self-control to the 

report of headache symptoms, Courey, Feuerstein, and Bush (1982) found 

the a higher score on self-control was correlated with decreased pain 

intensity. There was also a decreased focus on the sensory dimension 

of pain and more frequent use of medications to treat headaches. 

There were no differences found between migraine, muscle contraction, 

or combination headache sufferers. The Self Control Schedule was 

used to measure the use of cognitions to control emotional reactions, 

application of problem solving strategies, ability to delay 

gratification and perceived self-efficacy. 

Stout (1984) evaluated self-reported stress factors in migraine 

headaches and compared results with a no headache control. She found 

no differences in responses to ambiguity, uncertainty, or major life 

stressors. It was noted that migraine headache sufferers reported 
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being more emotionally reactive to small life changes, performing 

assertive behaviors, and concern with perfectionism and evaluation. 

Summary of stress. The research on stress as it is related to 

migraine headaches does not appear to support any differences in the 

number of major life events between chronic headache sufferers and 

individuals with no headaches (Invernizzi et al., 1985; Stout, 1984). 

There has been, however, a difference found in the number and the 

perception of the severity of everyday stressful events or 'hassles' 

(Levor et al. , 1986), Chronic migraine headache sufferers tend to 

report more daily hassles and perceive these hassles as more severe. 

There have been reports of stress as a factor in migraine 

headache but there has not been a systematic study of the appraisal 

of stressors or coping strategies used. There has been some evidence 

to support differences in emotional reactivity to performing specific 

types of events but this research has not addressed the issue of which 

coping strategies were chosen (Stout, 1984). 

There has been a study that evaluated the perception of stressful 

events and the coping strategies employed by muscle contraction 

headache sufferers (Holm et al., 1986). College students who suffered 

muscle contraction headache were found to perceive stressors as more 

severe and undesirable, and felt that they were less effective in 

coping with stressors. The coping strategies that were employed by 

the headache sufferers to deal with stressors were less effective 

than those used by a no headache control group. Headache 

sufferers reported an increased reliance on problem avoidance and 
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self-criticism, and a decreased use of social support. Holm et al. 

also found females reported ambiguous events as having greater impact 

than did males. Females in both groups were more likely to use social 

support and vent emotions. 

The question still remains, whether individuals who suffer with 

migraine headaches appraise stressors differently or tend to use less 

effective coping strategies. Psychological treatment programs for the 

management of chronic headaches have been reported to be effective in 

the management of migraine headache (Bakal et al., 1981; Mitchell & 

Mitchell, 1971; Mitchell & White, 1977). There have been questions 

raised, however, about the mechanism of change that has accounted for 

the improvement in the headache disorder (Chapman, 1986; Holroyd &. 

Andrasik, 1982) . It has been suggested that headache improvement seen 

with physiologically based treatment, i.e., relaxation and biofeedback 

training, may be mediated by a cognitive and behavioral change as 

opposed to actually learning to control physiological responses 

(Lazarus, 1977; Meichenbaum, 1976). The hypothesis has been suggested 

that "efforts to manage the stresses that precipitate headache and 

to control the distress and pain of headache attack may, therefore, 

influence the occurrance and patterning of symptoms in important ways" 

(Holroyd & Andrasik, 1982, p. 284). 

Although cognitive behavioral treatment programs have been 

effective in decreasing migraine headache symptoms there has been no 

research to date that has evaluated cognitive changes. The question 

remains whether the mechanism of change in cognitive behavioral 
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treatment programs is the change in the appraisal of stressful events 

and the types of coping strategies employed. There has been no clear 

evidence that migraine headache sufferers appraise stressors in a 

different way than individuals without a chronic headache disorder or 

tend to chose alternate coping strategies. If a specific difference 

in the appraisal or coping strategies could be identified for migraine 

headache sufferers it would allow for increased specificity in 

cognitive behavioral treatment programs and potentially improve 

treatment effectiveness. 

A question that has not been addressed is whether migraine 

headache sufferers differ from other chronic pain sufferers. As 

Harrison (1975) pointed out in the research on personality variables 

and psychological distress, differences between chronic headache 

sufferers and no headache controls may be a function of the chronic 

pain. It has been suggested that differences in stress levels found 

may be due to the experience of chronic pain and were not specific to 

chronic headache. As Holm et al. (1986) stated in their discussion: 

...it is possible that these deficits [in appraisal and 
coping skills] were a consequence of experiencing recurrent 
tension headaches or, more likely, interact reciprocally 
with head pain, contributing to the subjects vulnerability 
to headache and at the same time being influenced by the 
stress of recurrent pain. (p. 166) 

Lazarus and Folkman (1984) discussed not only how appraisal 

and coping affect adaptational outcomes but also suggested that poor 

adaptational outcomes, such as an illness, or in this case chronic 

headaches, may also influence the type, frequency, and intensity 
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of hassles experienced. It seems plausible that the experience of 

chronic pain may mediate how an individual appraises and copes with 

stressful events in his/her life. Therefore, differences in coping 

and appraisal are not specific to a specific painful disorder but are 

rather the result of the effect of the experience of chronic pain on 

the individual's perception of stressful events and choice of coping 

strategies. 

Statement of Purpose 

The purpose of this study is to evaluate whether there are 

differences in the appraisal and coping styles of women with migraine 

headaches. The study will evaluate whether the report of hassles, the 

appraisal of stressors, and the coping strategies used are specific 

to migraine headache sufferers or more generally affected by the 

experience of chronic pain. 



CHAPTER II 

METHOD 

Subjects 

There were a total of 90 women in this study split into three 

groups of 30 each: migraine headache; chronic pain; and no pain. 

Table 2 presents demographic data describing the women. 

In order to control for the effects of age and education, women 

were matched on these variables. No significant differences between 

groups were found for age (F=0.001, p<.95) or education (F=0.1, 

p<.95). After informed consent had been obtained from each 

prospective participant a mental status examination was completed. 

Those women who evidenced a primary affective disorder, thought 

disorder, or an organic brain disorder were excluded from the study. 

No women were excluded because they exhibited a thought disorder or an 

organic brain disorder. The number of women excluded due to a primary 

affective disorder were as follows: migraine group=4; chronic pain 

group=ll; no pain group=l. 

Migraine headache group. Women were drawn from a group of 

migraine headache sufferers who responded to an advertisement for a 

treatment study conducted at the Pain Center, Texas Tech University 

Health Sciences Center (TTUHSC). Diagnoses of migraine headache 

was based on criteria established by the Ad Hoc Committee on the 

Classification of Headache (1962) and the lASP (1986). The specific 

inclusion criteria suggested by Blanchard and Andrasik (1985) and 

40 
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Table 2 

Means and Standard Deviations of Demographic Data 

1 2 
Group Age Education Marital Employment 

status status 

M SD M SD M SD M SD 

Migraine 39,3 8.4 14.0 1,9 1.6 0.5 1.5 0.9 

Chronic 39.4 9.0 14.0 1.8 1.7 0.5 1.8 0.8 
Pain 

No Pain 39.4 9.4 14.1 1.7 1.8 0.4 1.2 0.6 

Mean value based on 2 point scale with l=single and 2=married. 

2 
Mean value based on 3 point scale with l=employed, 2=unemployed and 

3=housewife. 
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Andrasik et al. (1982a, 1982b) were used. All women reported at 

least one migraine headache a month, and met three of the following 

criterion for the diagnosis of migraine headache as outlined by 

Blanchard and Andrasik (1985): 

1. onset of headache was usually unilateral 

2. nausea and vomiting usually accompanied headache 

3. pain was usually described as throbbing or pulsing 

4. photophobia during the headache 

5. 1 or more first degree relatives diagnosed as migraine 

6. independent diagnosis of migraine by a physician 

7. prodrome preceding the headache that might be: 
a) visual changes 
b) hemiparesthesias 
c) transient hemiparesis 

d) noticeable speech difficulties (p. 14) 

Headache sufferers were excluded from the study if they did not 

meet the criteria for migraine headache, or reported tension headache, 

chronic form (lASP, 1986). The criteria for tension headache, chronic 

form, were: 1) virtually continuous headache; 2) the headache was 

usually bilateral; and 3) the headache was described as a diffuse, 

dull pain. In the initial assessment done 84 individuals were 

assesed and 15 were excluded because they met the criteria for tension 

headache, chornic form. 

The average chronicity of the migraine headaches was coded on a 6 

point scale: l=(less than 6 months); 2=(6months to 1 year); 3=(I year 

to 2 years); 4=(2 to 5 years); 5=(5 to 10 years); and 6=(greater than 

10 years). The average chronicity of the migraine headaches reported 
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was 5,6 (S.D.=0.9) indicating that the majority of the headache 

sufferers had experienced headache for longer than five years. 

The frequency of headache attacks was coded on a 4 point scale 

based on the number of headaches experienced during the past month: 

1=(1 headache); 2=(2 to 4 headaches); 3=(5 to 7 headaches); and 4=(8 

or more headaches). The mean frequency of headaches reported was 1.7 

(S,D.=0.7). 

Chronic pain group. Women for this group were female patients 

seen for treatment at the Pain Center, TTUHSC. The definition of 

chronic pain used for this study was based on a classification system 

presented by Crue (1985). Both the length of time that the patient 

has experienced pain, and the presumed etiology and pathophysiology 

underlying the pain problem were considered in making the diagnosis 

of chronic pain. First, the pain problem was considered chronic if 

it had persisted for longer than six months. The second criteria 

that had to be met was that "no known nociceptive peripheral input" 

accounted for the pain problem. As a result of these criteria women 

were excluded from the study who suffered pain that had not persisted 

for at least six months or when the pain was the result of an ongoing 

pathological processes, such as arthritis. The history and physical 

examination completed by the Pain Center physician was reviewed to 

determine whether each patient met the criteria for the diagnosis of 

chronic pain. 

The scale used to code the chronicity of headaches also was 

used to indicate the chronicity of the chronic pain problem. The 
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mean chronicity score obtained by these women was 3.4 (S.D.=1.3), 

indicating that the chronic pain sufferers had pain that on average 

had persisted for one to two years. The women had the following pain 

diagnoses; 17 had low back pain, 10 had thoracic pain, and 2 had upper 

extremity pain. 

Because headaches are a common complaint it would be difficult to 

find anyone who had never experienced a headache. Therefore, anyone 

with more than 6 headaches a year or who have headaches that were 

a problem were excluded from the chronic pain group. Of the women 

screened 7 were excluded because of headaches that were too frequent 

or problematic. 

No pain group. This group included females who did not have a 

chronic pain problem. The same selection criteria used for headaches 

were employed for the chronic pain group. Women were recruited from 

employees at TTUHSC, their spouses, and friends. 

Measures 

Hassles Scale. The Hassles Scale (Kanner et al., 1981) (see 

Appendix A) was used to measure the report of daily hassles. This 

scale has 117 items that reflect annoying daily problems. The items 

include problems in different areas of life: work; health; future 

security; time pressures; household demands; inner concerns; financial 

responsibilities; and neighborhood or environmental demands. The 

Hassles Scale provides two measures; the frequency of events and a 

perception of intensity. The woman was asked to indicate which events 
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occurred during the past month and rate her perception of severity. 

The original scale used a three point Likert scale ranging from 

somewhat to extremely severe. This study used a revision of the 

Hassles Scale developed by Holm et al. (1986) that allowed the woman 

to endorse an event without having to endorse the event as a hassle. 

The woman could then report that the event occurred without the event 

having to be upsetting or severe. The Likert scale was expanded to 

four points ranging from not severe to extremely severe, 

Kanner et al. (1981) reported a one month test-retest correlation 

of 0.79 for number of hassles reported and 0.48 for intensity. These 

results indicated that while the number of hassles reported was 

fairly consistent, the perception of the intensity of hassles was more 

variable over time. When the Hassles Scale was compared with life 

event and adaptational outcome measures it was found to be correlated 

with both; the Social Readjustment Rating Scale (Holmes & Rahe, 1967) 

(r=0.21, p< 0,05), Hopkins Symptom Checklist (Derogatis, Lipman, 

Rickles, Uhlenhuth, & Covi, 1974) (r=0.60 to 0,41, p< 0.01 to 0.001), 

and the Bradburn Morale Scale (Bradburn, 1969; Bradburn & Caplowitz, 

1965) (r=0.34, p< 0.001) (Kanner et al., 1981). As expected the 

intensity score was not correlated with major life events but the 

frequency of hassles was correlated positively with major life events. 

An increased number of hassles was correlated significantly with 

increased negative affect as measured by the Bradburn Morale Scale 

(Kanner et al., 1981). There was a significant relationship reported 

for an increased frequency of hassles and increased psychological 
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symptoms measured by the Hopkins Symptom Checklist (Derogatis et al., 

1974), 

Cognitive Appraisal Inventory (CAI^. The CAI (see Appendix B) 

was used to assess the appraisal of stressful events. The test is 

an adaptation of Hammen and Mayol's Attribution Questionnaire (1982), 

The CAI contains ten items that are answered for the most disruptive 

event that had occurred within the past month. There are three 

factors, based on factor analysis: perceived control; perceived 

impact; and perceived predictability. In addition, there is an item 

that assesses the women's perception of effectiveness in coping with 

the chosen event. Test-retest reliability correlations over two 

months were reported to range from .38 to ,59. This result was 

consistent with the notion that appraisal of stressful events would 

be expected to be variable over time and dependent on time specific 

factors. The other factor involved was that a different event may 

have been chosen dependent upon the event that was most distressing at 

the time the CAI was administered. It was observed that significant 

kappa coefficients were obtained between CAI scores and independent 

judge's ratings based on a structured interview (Hammen & Mayol, 

1982). 

Coping Strategies Inventory (CSI). The CSI (Tobin, Holroyd, 

& Reynolds, 1984) (see Appendix C) was employed to assess coping 

strategies used in responding to the most disruptive event that had 

occurred in the past month. The CSI is a modification of the Wavs 

of Coping Scale (Folkman & Lazarus, 1980; Lazarus & Folkman, 1984). 
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There are 76 items that present different coping strategies. The 

woman indicated on a 4-point Likert scale (not at all, a little, 

somewhat, or much) to what extent she performed the response in 

an attempt to cope with the chosen event. The CSI provides eight 

primary scales based on a factor structure using Wherry's hierarchical 

rotation: problem solving; cognitive restructuring; social contact; 

expressing emotion; problem avoidance; wishful thinking; social 

withdrawal; and self-criticism (Tobin, Holroyd, Reynolds, & Wigal, 

1985). These primary scales are combined into four secondary scales: 

problem centered change; emotion centered change; problem centered 

stasis; and emotion centered stasis. There are two tertiary scales 

that collapse the scales further into change and stasis. 

Change centered coping strategies are defined by Tobin et 

al. (1984) as "attempts by the individual to alter the transaction 

both with regard to the stressor itself as well as the individual's 

emotional reaction to the stressor" (p. 5). The change centered 

strategies are grouped into problem centered and emotion centered 

change strategies (Tobin et al., 1984), Problem centered change 

strategies include efforts to alter the person-environment 

relationship, or to deal directly with the source of the stress. The 

individual may change the environmental conditions or change his/her 

own behaviors that serve to maintain the problem. On the CSI problem 

centered change strategies are measured on two subscales: problem 

solving and cognitive restructuring. The problems solving subscale 

measures both behavioral and cognitive coping techniques aimed at 
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altering the stressor. Cognitive strategies used to change the 

meaning of the stressful situation or to see the event as less 

threatening or more positive are included in the cognitive 

restructuring subscale of the CSI. 

The emotion centered change strategies are those efforts that the 

individual makes to control the stressful emotions or physiological 

arousal associated with the stressful event (Coyne & Holroyd, 1982; 

Tobin et al., 1984). Expressing emotion and social contact are the 

two subscales on the CSI that measure emotion centered change (Tobin 

et al., 1984) The expression of emotions aroused by the stressful 

event is measured on the expressing emotion subscale. The social 

contact subscale of the CSI evaluates attempts to seek emotional 

support from other people. 

Coping strategies that are employed in an attempt "to maintain 

the status quo" are included in stasis centered coping strategies 

(Coyne & Holroyd, 1982). The individual attempts to maintain the 

person-environment relationship that existed before the stressful 

event occurred. Once again these coping strategies are broken down 

into problem and emotion centered strategies. Problem centered 

stasis strategies include attempts by the individual "to preserve a 

transactional relationship with the environment that does not include 

the current stressful circumstances" (Tobin et al., 1984, p. 5). The 

problem centered stasis coping strategies measured by the CSI are 

problem avoidance and wishful thinking. 
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The problem avoidance subscale of the CSI is comprised of items 

that related to the person attempting to deny the problem and avoiding 

thinking about or doing anything about the stressful event. The 

wishful thinking subscale includes items that involved hoping or 

wishing that things could be better, and suggest an inability or 

unwillingness to see the situation in a different way. 

Attempts to "maintain the status quo" with regard to the 

individual's emotional reaction to the stressful situation is defined 

as emotion centered stasis strategies (Coyne & Holroyd, 1982; Tobin 

et al., 1984). The individual attempts to maintain emotional 

interactions without expressing or acknowledging emotions generated 

by the current stressful situation. Emotion centered stasis coping 

strategies are measured by the CSI on two subscales, self criticism 

and social isolation. The items on the self criticism subscale 

reflect the individual taking personal responsibility for the 

situation, blaming one's self for what has happened, and criticizing 

one's efforts. Items on the social withdrawal subscale refer to 

attempts to keep one's emotional reaction to the stressful event 

hidden from friends and family, 

Test-retest reliability for the CSI, with two weeks between test 

administrations, was reported to range from ,39 to .61, with a mean 

of .51. Tobin, Reynolds, Garske, Holroyd, and Wigal (1984) suggested 

that this was the result of the fluidity of coping styles, and the 

variability of the stressful event chosen. The CSI has been reported 

to discriminate between normal samples and and a number of symptomatic 
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populations: depressives (Tobin et al,, 1985); neurotics (Tobin, 

Holroyd, & Reynolds, 1982); and muscle contraction headache sufferers 

(Holms et al,, 1986), The CSI was predictive of depression in 

individuals with increased stress levels (Tobin et al., 1985). 

Individuals who reported increased perceptions of self-efficacy have 

been noted to use more adaptive coping strategies as measured by the 

CSI (Tobin et al., 1984). 

Procedure 

Informed consent was obtained from each woman. A diagnostic 

interview and mental status examination was completed by the 

investigator to ensure that the woman met the appropriate diagnostic 

criteria for inclusion in each group. Once the determination for 

inclusion had been made the woman completed the three measures. The 

Hassles Scale was completed first, so that the woman could use the 

Hassles Scale to select an event. The order of administration for the 

CAI and CSI was random to control for a possible response set and the 

effects of fatigue. 

The investigator reviewed the instructions for the Hassles Scale 

with the woman and was available to answer any questions that arose. 

The Hassles Scale was answered for events that have occurred during 

the past month. After the Hassles Scale had been completed the woman 

was asked to choose the event that had most disrupted their life 

during the last month. This event could be chosen from the items 

endorsed on the Hassles Scale, but may have been a different event. 
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The chosen event was recorded on a form by the woman. The chosen 

event form was kept by the woman, and she was instructed to answer the 

CAI and CSI questionnaires as they related to the event chosen. 

When the questionnaires had been completed the investigator 

debriefed the woman by answering any questions she might have 

about the study. Arrangements were be made to go over the woman's 

individual results at a later date. 

Research Hypotheses 

Hypothesis I. It was expected that significant between-group 

differences would be found for the number and severity of hassles 

reported by the migraine headache, chronic pain and no pain groups. 

Hypothesis II. The migraine headache, chronic pain and no pain 

groups were expected to differ significantly on the appraisal of a 

stressful event. 

Hypothesis III. Significant between group differences were 

expected for the migraine headache, chronic pain and no pain groups 

in the types of coping strategies used to manage a stressful event. 

Statistical Analysis 

The problem of increased experiment-wise alpha and Type I error 

increases as the number of comparisons increases (Hedges & Olkin. 

1985; Kirk, 1968). To decrease the chance of a Type I error a 

multivariate analysis of variance (MANOVA) was used to analyze 

Hypothesis I. The specific variables analyzed for differences between 
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groups were obtained from the Hassles Scale; the total number of 

hassles reported and the average severity score. 

Two different analyses were implemented to evaluate Hypothesis 

II. A MANOVA was performed to assess between group differences on 

the three factor scores obtained on the CAI. The perception of 

effectiveness in coping with the chosen event was examined for 

2 
differences between groups with a Chi Square (X ) using the 

effectiveness rating on the CAI. The effectiveness rating was a 

5 point scale. Due to concern about the possible effects of error 

variance within the scale on statistical analysis the scores were 

collapsed into a 3 point scale (1-2=1, 3=2, and 4-5=3). 

Hypothesis III was analyzed using a MANOVA to examine the eight 

subscales that resulted from the CSI for differences between groups. 

Significant differences obtained from the MANOVAs were further 

analyzed using univariate analyses of variance and Duncan's Multiple 

Range Test for Variance. Alpha for all analyses was set at p<.05. 



CHAPTER III 

RESULTS 

Hypothesis I 

Report of hassles. The first hypothesis was that there would 

be differences between groups in the number and severity of hassles 

reported during the past month. The MANOVA F approximation to Wilk's 

lambda revealed a significant main effect (F (4, 172)=2.98, p<.02). 

Univariate analyses found a significant main effect for the average 

severity of hassles (F=4.11, p<.05) but not for the total number of 

hassles (see Tables 3-5). 

The average severity score for hassles that had occurred during 

the past month was analyzed using Duncan's Multiple Range Test for 

Variability. This analysis found a significant difference between 

average severity scores reported by the chronic pain and no pain 

groups, with the chronic pain group reporting a higher level of 

severity. The migraine group reported an average severity score 

which fell between the chronic pain and no pain groups but was not 

significantly different from either group. 

An effect size was computed to further analyze the differences 

between groups. When the effect sizes were calculated for the total 

number of hassles there was a small effect size (d=0.25) between the 

migraine and no pain groups. There was a moderate effect size for the 

total number of hassles between the migraine and chronic pain groups 

(d=0.42), and chronic pain and no pain groups (d=0.64). For the 

53 
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Table 3 

Report of Hassles 

Hassles Scale Migraine Chronic No Pain 
Pain 

M SD M SD M SD 

Total number 29.7 12.5 35.8 16.3 26.4 13.1 
of hassles 

Average 2.1 0,5 2,4 0,5 2.0 0.5 
severity 

Table 4 

Results of Analysis of Variance for Total Hassles Score 

Source of Variance SS df MS F 

Groups 1208.07 2 604.03 2.90 NS 

Experimental Error 18120.33 87 208.28 

Total 19328.40 89 
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Table 5 

Results of Analysis of Variance for Average Severity Score 

Source of Variance SS df MS ] 

Groups 2.32 2 1.58 4.11 '-̂  

Experimental Error 24.52 87 0.28 
Total 

2.32 

24.52 

26.84 

2 

87 

89 

* p<.05 
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average severity score there was a moderate effect size between the 

migraine and chronic pain groups (d=0.60), a large effect size between 

the chronic pain and no pain groups (d=0.80), and a small effect size 

between the migraine and no pain groups (d=0.20). 

Hypothesis II 

Appraisal of stressful events. Hypothesis II was that there would 

be differences on the appraisal of a stressful event. When the three 

factor scores on the CAI were analyzed the MANOVA F approximations to 

Wilk's lambda revealed no significant main effect (F (6, 170)=0.64, 

p<0.65). The average score obtained on the CAI indicated that the 

subjects tended to see themselves as having slight control over the 

event (see Table 6). The impact of the event was seen as slightly to 

moderately negative and the subjects felt that they could moderately 

predict the event's occurrence. 

The subjects perception of their effectiveness in coping with the 

2 
chosen event was analyzed using X (4, N=90)=3.50, p<.50 (see Table 

7) . No significant differences between groups were noted. The 

subjects in all three groups on average perceived themselves as 

moderately effective in coping with the event that they had chosen. 

Hypothesis III 

Coping strategies employed. The third hypothesis was that 

significant differences would be found in the types of coping 

strategies employed by the groups to manage a stressful event. The 

types of coping strategies employed by subjects was analyzed using a 
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Table 6 

Means Score on the Cognitive Appraisal Inventory 

CAI Scale Migraine Chronic No Pain 
Pain 

M SD M SD M SD 

Perceived 
control 2.1 3.8 1.8 3,5 3.4 3.7 

Perceived 
negative impact 5.4 2.6 5.5 3,1 4.6 3,0 

Perceived 
predictability 4,9 2.2 4.6 2.2 5.1 2.5 

Perception of 
effectiveness 3,2 1.2 3,1 0.8 3.3 0.8 



Table 7 

Chi Square for CAI Effectiveness Rating 

Group Effectiveness Rating 
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Migraine Frequency 
Percent 
Row % 
Col % 

7 
7.78 
23.33 
41,18 

10 
11.11 
33.33 
25.00 

13 
14.44 
43.33 
39.39 

Chronic Pain 6 
6.67 
20.00 
35.29 

16 
17.78 
53.33 
40.00 

8 
8.89 
26.67 
24.24 

No Pain 4 
4.44 
13.33 
23.53 

15 
46 
35 

14 
56 
67 
00 

12 
13.33 
40.00 
36.36 

Total 17 
18.89 

40 
44.44 

33 
36.67 
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MANOVA F approximations to Wilk's lambda and a main effect was found 

(F (16, 160)=1.94, p<.05) for the diagnostic groups. Univariate 

analyses revealed significant main effects for three of the coping 

strategies; problem avoidance (F=4.62, p<.01); wishful thinking 

(F=5.38, p<.01); and social withdrawal (F=3.68, p<.05) (see Tables 

8-16) . 

Further analysis using Duncan's Multiple Range Test for 

Variability was completed to determine which groups were significantly 

different for each of the significant main effects. The migraine 

group reported using problem avoidance significantly more often than 

the no pain group. The chronic pain group used problem avoidance more 

often than the no pain group but less often than the migraine group. 

The score obtained by the chronic pain group was not significantly 

different from the other two groups. 

Both the migraine and chronic pain groups used wishful thinking 

significantly more often to cope with a stressful event than the no 

pain group. There was no significant difference between the migraine 

group and the chronic pain group. Social withdrawal was used 

significantly more often by the migraine and chronic pain groups when 

compared with the no pain group. The migraine group and the chronic 

pain group used social withdrawal as a coping strategy with equal 

frequency, with no significant differences found between groups. 

Effect size was computed to further analyze the differences 

between groups on the subscales were significant differences \-jere 

found between the migraine and chronic pain groups and the no pain 

file:///-jere


Table 8 

Mean Coping Strategies Inventory Scores 
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CSI Scale Migraine Chronic 
Pain 

No Pain 

Problem 
solving 

Cognitive 
restructuring 

Social 
contact 

Expressing 
emotion 

Problem 
avoidance 

Wishful 
thinking 

Self criticism 

Social 
withdrawal 

M SD 

24.2 5.4 

23.4 5.4 

20.3 6.8 

22.7 7.3 

15.5^ 4,2 

20.7^ 6.9 

13.7 7,0 

16.8^ 5.4 

M SD 

14.0^^ 4.1 

22.1 6.7 

13.5 7.1 

M SD 

25.0 5.9 24.2 5.9 

23.4 5.5 21.9 5.8 

20.7 6.3 19.0 6.5 

23.0 6.0 20.4 6.2 

12.7 2.3 

16.9^ 5.5 

13.0 5.5 

17.4 6.0 14.2 3.0 

Note: Significant differences between groups are indicated by 
superscripts. 
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Table 9 

Results of Analysis of Variance for Problem Solving Subscale of CSI 

Source of Variance SS df MS 

Groups 12,80 6.40 0.20 NS 

Experimental Error 2853.30 87 32.80 

Total 2866.10 89 

Table 10 

Results of Analysis of Variance for Cognitive Restructuring 
Subscale of CSI 

Source of Variance SS df MS 

Groups 45.07 

Experimental Error 2705.03 

Total 2750.10 

2 

87 

89 

22.53 

31.09 

0.72 NS 
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Table 11 

Results of Analysis of Variance for Social Contact Subscale of CSI 

Source of Variance SS df MS 

Groups 45.42 2 22.71 0.53 NS 

Experimental Error 3713.57 87 42.68 

Total 3758.99 89 

Table 12 

Results of Analysis of Variance for Expressing Emotion Subscale of CSI 

Source of Variance SS df MS F 

Groups 118,16 2 59,08 1.39 NS 

Experimental Error 3688.83 87 42.40 

Total 3806.99 89 
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Table 13 

Results of Analysis of Variance for Problem Avoidance Subscale of CSI 

Source of Variance SS df MS F 

Groups 123.62 2 61.81 4.62 ---

Experimental Error 1163,10 87 13,37 

Total 1286.72 89 

* p<,01 

Table 14 

Results of Analysis of Variance for Wishful Thinking Subscale of CSI 

Source of Variance SS df MS F 

Groups 436.02 2 218.01 5.38 ''< 

Experimental Error 3527.63 

Total 3963.66 

2 

87 

89 

218.01 

40 .55 

p<.01 
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Table 15 

Results of Analysis of Variance for Self Criticism Subscale of CSI 

Source of Variance SS df MS F 

Groups 8.42 2 4.21 0.10 NS 

Experimental Error 3787.37 87 43.53 

Total 3795.79 89 

Table 16 

Results of Analysis of Variance for Social Withdrawal Subscale of CSI 

Source of Variance SS df MS F 

Groups 180.07 2 90.03 3.68 ̂v 

Experimental Error 2128.33 87 24.46 

Total 2308.40 89 

* p<.05 
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group. There was a small effect size found between the migraine and 

chronic pain groups on problem avoidance (d=0.26), wishful thinking 

(d=0.13) and social withdrawal (d=0.08). There was a small to 

moderate effect size noted between the chronic pain and no pain groups 

(d=0.39) on the problem avoidance subscale. 



CHAPTER IV 

DISCUSSION 

Hypothesis I 

Report of Hassles The results of this research do not support 

the hypothesis that women with migraine headaches experience more 

stress as measured by the number of hassles reported or the average 

severity of hassles. While women with chronic pain problems did 

report a significantly higher average severity of hassles than the 

no pain group, their report was not significantly different from the 

migraine headache sufferers. There was a trend where the migraine 

headache sufferers reported an average severity score that fell 

between the no pain and chronic pain groups. When reviewing the data 

for the total number of hassles reported it can be noted that the wide 

range of variability of scores would require large differences before 

statistically significant differences would be noted. 

The hypothesis that increased "pain density" would yield an 

increased report of hassles was not supported. "Pain density" has 

been defined as the number of hours in the day that the individual 

experiences pain, independent of the intensity of the pain 

(Blaszczynski, 1984). When the effect size between the groups is 

reviewed the migraine and no pain groups were more similar in report 

of the number of hassles as indicated by the effect size. The chronic 

pain group's report of hassles tended to be higher than either the 

migraine or no pain group with a moderate effect size between both. 

66 
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The average severity of hassles increased with the amount of time the 

subjects experienced pain increased. The lowest average severity of 

hassles was reported by the no pain group and the highest report was 

demonstrated by the chronic pain group. The chronic pain group tended 

to report a higher average severity than the migraine and no pain 

groups. 

A post hoc analysis was completed to further analyze differences 

between groups on the report of hassles and average severity of 

hassles. Because of the small effect size noted between the migraine 

and no pain groups on both measures, the groups were combined and 

compared with the chronic pain group. A significant main effect 

was found using a MANOVA F approximations to Wilk's lambda (F (2, 

87)=5.24, p<.01). Univariate analyses revealed significant main 

effects for both the total number of hassles reported (F=5.06, p<.05) 

and the average severity of hassles (F=6.95, p<.01) (see Tables 

17-18). The chronic pain group reported more hassles that were more 

severe than the combined migraine/no pain group. 

The lack of significant differences in the report of stress 

by the migraine group and the similarity between the migraine and 

no pain group, may reflect the intermittent nature of the migraine 

headache pain and the decreased "pain density". Two thirds of the 

women who experienced chronic pain problems reported experiencing pain 

over 80 percent of the time and the other one third had pain 50 to 80 

percent of the time. In contrast, the women with migraine headaches 

had intermittent pain, 11 of the women reported one headache a month 
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Table 17 

Results of Post Hoc Analysis of Variance for Total Hassles Score 

Source of Variance SS df MS F 

Groups 1051.25 1 1051,25 5.06 '̂ 

Experimental Error 18277.15 88 207.69 

Total 19328.40 89 

* p<.05 

Table 18 

Results of Post Hoc Analysis of Variance for Average Severity Score 

Source of Variance SS df MS 

Groups 1.96 1 1.96 6.95 '^ 

Experimental Error 24.87 88 0.28 

Total 26.84 89 

'V p<.01 
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and 18 experienced two to four headaches a month, there was only one 

woman who reported more than four headaches a month. 

How pervasive the affect the pain had on the women's life may 

be another variable which may help explain the pattern of results 

observed for the report of the average severity of hassles. Chronic 

pain problems, particularly low back pain can greatly disrupt an 

individual's ability to engage in his/her usual activities, affecting 

the ability to work on the job, at home, as well as leisure time 

pursuits (Brena, 1983; Crue, Pinsky, Agnew, Malyon, Felsoory, Kenton, 

& Apuzzo, 1979; Roy, Bellissimo, & Tunks, 1983). When employment 

status was examined using a univariate analysis of variance a 

significant main effect was noted for employment status (F=5.23, 

p<.01). The data for employment status are presented in Table 19. 

The category homemaker was included to differentiate women who were 

not working outside the home by choice, and those women who had 

possessed jobs and would return to work if they could. The specific 

reason for unemployment was not explored. Eleven women in the chronic 

pain group were unemployed while all of the women in the migraine 

and no pain groups were either employed or homemakers. Environmental 

constraints have been identified as a factor in determining stress 

levels and coping styles, with unemployment and the subsequent loss of 

income related to increased reports of stress and less adaptive coping 

(Lazarus & Folkman, 1984). 

Another variable that may have affected the results for report of 

hassles was the differences in how the groups of women were recruited. 
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Table 19 

Employment Status of Subjects 

Group Employed Unemployed Homemaker 

Migraine 23 0 7 

Chronic Pain 12 11 7 

No Pain 27 0 3 
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It seems reasonable to hypothesize that women who are actively seeking 

treatment may be experiencing more distress as a result of their pain 

problem than women who answered an advertisement for a research study. 

The women in the no pain group were personally recruited by the 

experimenter and may comprise a different group of women than might 

have answered an advertisement on their own. 

Although the hypothesis was not supported that women with 

migraine headaches would report more stress as measured by the Hassles 

Scale, stress cannot be ruled out as having a role in the experience 

of migraine headaches. As proposed earlier, when stress was viewed 

as a person-environment interaction, how the individual appraises the 

event and which coping strategies he/she employed are also important 

in determining the adaptational outcome (Coyne & Holroyd, 1982, Coyne 

& Lazarus, 1982, Lazarus & Folkman, 1984). 

Hypothesis II 

Appraisal of stressful events. The hypothesis that women who 

suffered migraine headaches or other chronic pain would appraise 

events differently was not supported. The data for the three factor 

scales and the perception of effectiveness revealed a wide range of 

variability. The lack of any differences in appraisal between groups 

may be the result of a more specific relationship between appraisal 

and the type of event appraised. It is possible that differences in 

appraisal may be specific to a particular type of event. Holm et al. 

(1986) used a classification system in their analysis of the appraisal 
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of stressful events by college students with and without recurrent 

tension headaches. They found a significant difference in the 

appraisal of ambiguous events but not for other types of events. The 

headache sufferers appraised the ambiguous events more negatively 

and saw themselves having less control over the event than the 

headache-free controls. In this study the subjects chose the event 

that was most disruptive during the past month and no classification 

of the events was employed. 

Folkman and Lazarus (1980) found that there was a correlation 

between the appraisal of the event and which coping strategies 

were used. In situations were the person perceived an increased 

probability of change he/she tended to use problem focused coping 

strategies more often. Emotion focused coping strategies were 

employed at a higher rate when the probability of change was seen as 

low. Differences in appraisal may be seen if the relationship between 

the appraisal of the event and the coping strategies employed were 

investigated. 

Hypothesis III 

Coping strategies employed. The hypothesis that there would be 

differences in coping strategies employed by the migraine, chronic 

pain and no pain group was supported. There were no significant 

differences between the three groups in the use of change centered 

coping strategies. The differences in coping strategies were found in 

the use of stasis centered coping strategies. 
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There was one coping strategy, problem avoidance, that was found 

to be used more frequently by the women with migraine headaches than 

by the no pain group. The women with chronic pain problems used 

problem avoidance at a rate that was not significantly different 

from the no pain or migraine group. The chronic pain group employed 

problem avoidance more often than the no pain group but not as often 

as the migraine group. On two subscales, wishful thinking and social 

withdrawal, both the migraine and chronic pain groups indicated using 

these coping strategies significantly more often than the no pain 

group. 

Although the women with migraine headaches and chronic pain 

endorsed using change centered coping strategies at the same rate as 

the no pain group, their increased usage of stasis centered strategies 

would alter the efficacy of the change centered strategies. Efforts 

to manage stressors have been found to include both problem and 

emotion centered strategies (Folkman & Lazarus, 1980). Coping with 

stress has been described as a two step process (Hamburg & Adams, 

1967). First, the individual attempts to manage the emotional impact 

of the event by distorting or minimizing the potential negative 

effect of the stressor. Once the emotional response to the event was 

managed, the individual could then move on to focus on problem solving 

strategies. Coping strategies can be in conflict such that the 

effectiveness of change centered strategies can be undermined (Coyne & 

Holroyd, 1982), When there was a conflict between coping strategies, 

such as when stasis centered strategies were employed in managing 
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the emotional impact of the stressor while problem centered change 

strategies were used to alter the stressful event, the effectiveness 

of the change centered strategies were decreased (Hackett & Cassem, 

1975; Pranulis, Dabbs, & Johnson, 1975). 

There was a difference in coping strategies that was mediated 

by the experience of chronic pain, whether it was migraine headaches 

or other chronic pain problems, since the differences in coping 

strategies were found in two groups where the pain was the result 

of dissimilar physiological mechanisms. This was further supported 

in the post hoc analyses where differences between the migraine and 

chronic pain group were analyzed. Small effect sizes were noted 

between the two groups on the problem avoidance, wishful thinking 

and social withdrawal subscales, suggesting that there was little 

difference in the scores obtained by the chronic pain and migraine 

groups. 

A post hoc analysis was completed to further evaluate whether 

differences found in coping strategies were more generally related to 

the experience of a chronic pain problem. The migraine and chronic 

pain groups were combined and then compared to the no pain group. A 

main effect was found using a MANOVA F approximations to Wilk's lambda 

(F (8, 81)=3.32, p<.01). Univariate analyses revealed significant 

main effects for the same three coping strategies; problem avoidance 

(F=6.37, p<.01), wishful thinking (F=10.10, p<.01), and social 

withdrawal (F=7.18, p<,01) (see Tables 20-27). The experience of 
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Table 20 

Results of Post Hoc Analysis of Variance for 
Problem Solving Subscale of CSI 

Source of Variance SS df MS F 

Groups 3.20 1 3.20 0.10 NS 

Experimental Error 2862.90 88 32.53 

Total 2866.10 89 

Table 21 

Results of Post Hoc Analysis of Variance for 
Cognitive Restructuring Subscale of CSI 

Source of Variance SS df MS 

Groups 45.00 1 45.00 0.22 NS 

Experimental Error 2705.10 88 30.73 

Total 2750.10 89 



Table 22 

Results of Post Hoc Analysis of Variance for 
Social Contact Subscale of CSI 

Groups 

Experimental Error 3715.97 

Total 

76 

Source of Variance SS df MS 

43.02 

3715.97 

3758.99 

1 

88 

89 

43.02 

42,23 

1,02 NS 

Table 23 

Results of Post Hoc Analysis of Variance for 
Expressing Emotion Subscale of CSI 

Source of Variance SS df MS 

Groups 116.81 1 116.81 2.79 NS 

Experimental Error 3690.18 88 41.93 

Total 3806.99 89 
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Table 24 

Results of Post Hoc Analysis of Variance for 
Problem Avoidance Subscale of CSI 

Source of Variance SS df MS 

Groups 86.81 1 86.81 6.37 ^'^ 

Experimental Error 1199,91 

Total 

86.81 

1199,91 

1286.72 

1 

88 

89 

86.81 

13.63 

* p<,01 

Table 25 

Results of Post Hoc Analysis of Variance for 
Wishful Thinking Subscale of CSI 

Source of Variance SS df MS 

Groups 408.00 

Experimental Error 3555.65 

Total 3963.66 

1 

88 

89 

408.00 

40.40 

10.10 * 

-A- p<.01 
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Table 26 

Results of Post Hoc Analysis of Variance for 
Self Criticism Subscale of CSI 

Source of Variance SS df MS 

Groups 

Experimental Error 3788.18 

Total 

7.60 

3788.18 

3795.79 

1 

88 

89 

7.60 

43.05 

0.18 NS 

Table 27 

Results of Post Hoc Analysis of Variance for 
Social Withdrawal Subscale of CSI 

Source of Variance SS df MS 

Groups 174.05 1 174.05 7.18 '> 

Experimental Error 2134.35 

Total 2308.40 

1 

88 

89 

174.05 

24.25 

* p<.01 
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chronic pain appears to have impacted the women's ability to cope with 

stressful events in their lives. 

Referring back to the model of stress and headache proposed by 

Blanchard and Andrasik (1985) (see Figure 4) it was the appraisal 

and attempts to manage the stressor that then precipitated the 

physiological changes that signal the onset of the migraine headache. 

The women with migraine headaches would then be at a greater risk 

for continued headache attacks because of the decreased effectiveness 

of the coping strategies that she employed. In a similar manner 

ineffective attempts to cope with stressful events would trigger 

physiological changes, such as increased muscle tension, that 

exacerbate the experience of chronic pain. 

Conclusions 

Contrary to the hypothesis that women with migraine headaches 

would experience more stress as measured by the Hassles Scale there 

were no significant differences in the report from the no pain or 

chronic pain groups. In contrast to previous research, this study 

also investigated the appraisal of a stressful event and the coping 

strategies that were employed to deal with the event. This focus was 

based on literature which suggested that how the individual appraised 

an event and how he/she coped with the event contributed to the impact 

of the stressor (Coyne & Holroyd, 1982; Coyne & Lazarus, 1982; Lazarus 

& Folkman, 1984). 
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There were no differences found in the appraisal of the event 

for the migraine group. As stated earlier the lack of differences 

in appraisal may have been the result of a more specific relationship 

between appraisal and types of events or coping strategies employed. 

The women in the migraine group did employ different coping strategies 

to manage the stressful event that they chose. While the use of 

change centered coping strategies did not differ from the no pain 

group, women with migraine headaches tended to employ stasis centered 

coping strategies more often. They more often attempted to avoid 

problems and reported hoping that the situation would change. The 

migraine sufferers also attempted to hide the emotional distress they 

were experiencing from significant others. Therefore, while women 

with migraine headaches did not experience a greater number of 

hassles or stressors, their increased usage of stasis centered 

coping strategies may have undermined the effectiveness of the change 

centered coping strategies. The migraine headache sufferers may 

experience increased distress as the result of the increased usage of 

stasis centered coping strategies which would increase the chance that 

the physiological changes that accompany the stress response would 

trigger a migraine headache attack. 

The question of whether differences found were related 

specifically to women with migraine headaches or more generally to the 

experience of chronic pain was evaluated by including a second control 

group of women who had chronic pain problems. The chronic pain 
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group did report hassles that were significantly more severe than the 

no pain group. The "pain density" was one variable that may have 

accounted for differences between groups on the severity of hassles. 

Women with migraine headaches reported more severe hassles than the 

no pain group but not as high on either measure as the chronic pain 

group. The women with migraine headaches reported stress levels more 

similar to the women with no pain problems. Two thirds of the chronic 

pain group reported experiencing pain that was constant, while the 

migraine headache pain group was intermittent. The more pervasive 

effect of the pain on the lives of the women with chronic pain may 

have been a factor that influenced the increased report of stress. 

More of the women with chronic pain were unemployed and chose the pain 

problem as the most distressing event during the past month. 

Once again there were no differences found in the appraisal of 

the chosen event by women with chronic pain problems. The women in 

all three groups saw themselves as having little control over an event 

that was moderately predictable. The event was perceived as having 

a negative impact that was moderate and they evaluated themselves 

as average in their ability to deal with the event. The women with 

chronic pain employed different coping strategies than the no pain 

group. The two coping strategies that the chronic pain group used 

more often were employed at the same rate as the migraine group. The 

women with chronic pain used wishful thinking and social withdrawal 

more often as coping strategies to manage their stressful event than 

the no pain group. While there was not a significant difference found 
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for problem avoidance when the chronic pain and no pain groups were 

compared there was also not a significant difference from the migraine 

group. 

There were differences in coping strategies between the migraine 

and chronic pain groups, and the no pain group, but no significant 

differences between the two groups of women who experienced pain. 

Post hoc analyses supported the similarity between the migraine and 

chronic pain groups in the use of coping strategies. The experience 

of a chronic pain problem does appear to affect the coping strategies 

employed to manage stressful events, with an increase in the use of 

less effective stasis oriented coping strategies. The "pain density" 

does not affect this change with both the women with migraine 

headaches and chronic pain problems reporting an equal frequency 

of usage. The similarity between the coping strategies used by the 

migraine headache and chronic pain groups suggests that differences 

are not specific to a particular pain disorder. This finding is 

consistent with the literature that has not found a specific migraine 

personality style but rather a similarity in reports of psychological 

distress between chronic headache and chronic pain sufferers (Andrasik 

et al. 1982b; Blanchard & Andrasik, 1985; Blaszczynski, 1984; 

Harrison, 1975) . 

The hypothesis that stress plays a role in the experience of 

migraine headache was supported. The women with migraine headaches 

experienced the same number of stressors as the no pain group and 

appraised the event in a similar way as both the no pain and chronic 
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pain groups. The difference was evident in the migraine group's 

increased usage of stasis centered coping strategies. Therefore the 

experience of stress was not mediated by the number of stressors but 

by the efficacy of the coping strategies employed. The differences in 

coping strategies appear to be generally related to the experience of 

chronic pain and not specific to women with migraine headaches. 

The results of this research support the use of stress management 

training in the treatment of women with migraine headaches and other 

chronic pain problems. The evidence that women in both groups used 

change centered coping strategies as often as the no pain group 

suggests that the focus in training should be shifted. The shift in 

focus would be to facilitate the women identifying the stasis centered 

strategies that undermine efforts at coping. 

Further Research 

The results for the report of stressful events shows a trend that 

supports the hypothesis that "pain density" affected the number and 

severity of hassles experienced. The similarity between the migraine 

headache and pain groups and differences from the chronic pain group 

warrant further research to evaluate factors that may have contributed 

to this pattern of results. In addition to the amount of time that 

the individual experienced pain, the effect of the pain problem on the 

person's life should be investigated. It would be expected that as 

the effect of the pain problem on the person's life increased that the 

number and severity of hassles would increase. There were no women in 
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the migraine or no pain group who were unemployed. Previous research 

has suggested that unemployment and the subsequent loss of income 

are associated with increased reports of stress and changes in 

coping strategies employed (Lazarus & Folkman, 1984). The effect 

of unemployment and financial distress are variables that should be 

investigated to determine if they contribute to the increased report 

of hassles by the women with chronic pain. Related to this question 

is whether the women's perception of life-style changes necessitated 

by the pain problem or migraine headaches contributed to the report of 

stress. 

Although no differences were found in the appraisal of stressful 

events it would be premature to rule out appraisal as contributing to 

stress in women with migraine headache or chronic pain problems. As 

suggested earlier future research should evaluate whether differences 

in appraisal are more specific to particular types of events. Holm et 

al. (1986) found differences in the appraisal of ambiguous events for 

college students with recurrent tension headaches. It also would be 

valuable to investigate how women appraise the migraine headaches or 

the chronic pain problem. Bakal (1982) suggested that as the headache 

disorder becomes more chronic that the onset of the headache becomes 

the stressor rather than specific environmental events. It may be 

that investigation of the appraisal of the pain disorder would yield 

information that would facilitate effective treatment. The other 

relationship that deserves further investigation is whether there is a 
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more specific relationship between the appraisal of the event and the 

coping strategies employed. 

Stress management programs have been supported in the literature 

as effective in the treatment of migraine headache (Bakal, Demjen, & 

Kaganov, 1981; Blanchard & Andrasik, 1985; Mitchell & Mitchell, 1977). 

While most research reports a decrease in the intensity and frequency 

of headaches, no research has evaluated whether there had been a 

change in stress levels or coping strategies as a result of the 

treatment programs. Evaluation of changes in report of hassles, 

appraisal of stressful events, and coping strategies employed would 

help define the role of stress and coping in the experience of 

migraine headache and chronic pain. 

While this research supports stress as playing a role in 

the experience of migraine headaches and chronic pain for women, 

conclusions cannot be made about whether the same relationships would 

be true for men. Gender related differences in coping strategies have 

been reported in the literature with women reporting increased usage 

of social contact and expressing emotion in coping than men (Lazarus 

& Folkman, 1984). Holm et al. (1986) found that women with recurrent 

tension headaches tended to appraise ambiguous events as more negative 

than men with headaches. If differences are found in how stress 

is managed by men with migraine headaches or chronic pain problems 

behavioral treatment programs could be adapted to address specific 

coping patterns and enhance treatment effectiveness. 
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THE HASSLES SCALE 

Directions: Hassles are irritants that can range from minor 

annoyances to fairly major pressures, problems, or difficulties. They 

can occur few or many times. 

Listed in the center of the following pages are a number of ways 

in which a person can feel hassled. First, circle the hassle item 

number for each hassle that has happened to you in the past month. 

Then look at the niimbers on the right of the items you circled. 

Indicate how severe each of the circled hassles has been for you in 

the past month by circling a 1, 2, 3, or 4. If a hassle did not occur 

in the last month do NOT circle it. 

REMEMBER: during the past month SEVERITY 
1. Not severe 
2. Somewhat severe 
3. Moderately severe 

Item # -̂ Extremely severe 

1. Misplacing or losing things 1 2 3 4 

2. Troublesome neighbors 1 2 3 4 

3. Social obligations 1 2 3 4 

4. Inconsiderate smokers ^ 2 3 4 

5. Troubling thoughts about your future 1 2 3 4 

6. Thoughts about death ^ 2 3 4 

7. Health of a family member 1 2 3 4 

8. Not enough money for clothing 1 2 3 ^ 

9. Not enough money for housing 1 2 3 4 
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REMEMBER: during the past month SEVERITY 
1. Not severe 
2. Somewhat severe 
3. Moderately severe 

Item # 4. Extremely severe 

10. Concern about oweing money 1 2 3 4 

11. Concerns about getting credit 1 2 3 4 

12. Concern about money for emergencies 1 2 3 4 

13. Someone owes you money 1 2 3 4 

14. Financial responsibility for someone 

who doesn' t live with you 1 2 3 4 

15. Cutting down on electricity, water, etc 1 2 3 4 

16. Smoking too much 1 2 3 4 

17. Use of alcohol 1 2 3 4 

18. Personal use of drugs 1 2 3 4 

19. Too many responsibilities 1 2 3 4 

20. Decisions about having children 1 2 3 4 

21. Non-family member living in your house 1 2 3 4 

22. Care of pet 1 2 3 4 

23. Planning meals 1 2 3 4 

24. Concern about the meaning of life 1 2 3 4 

25. Trouble relaxing 1 2 3 4 

26. Trouble making decisions 1 2 3 4 

27. Problems getting along with fellow workers 1 2 3 4 

28. Customers or clients giving you a hard time 1 2 3 ^ 

29. Home maintenance (inside) ^ 2 3 4 
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REMEMBER: during the past month SEVERITY 
1. Not severe 
2. Somewhat severe 
3. Moderately severe 

Item # 4 Extremely severe 

30. Concerns about job security 1 2 3 4 

31. Concerns about retirement 1 2 3 4 

32. Laid-of f or out of work 1 2 3 4 

33. Don't like current work duties 1 2 3 4 

34. Don't like fellow workers 1 2 3 4 

35. Not enough money for basic necessities 1 2 3 4 

36. Not enough money for food 1 2 3 4 

37. Too many interruptions 1 2 3 4 

38. Unexpected money 1 2 3 4 

39. Too much time on your hands 1 2 3 4 

40. Having to wait 1 2 3 4 

41. Concerns about accidents 1 2 3 4 

42. Being lonely 1 2 3 4 

43. Not enough money for health care 1 2 3 4 

44. Fear of confrontation 1 2 3 4 

45. Financial security 1 2 3 4 

46. Silly practical mistakes 1 2 3 4 

47. Inability to express yourself 1 2 3 4 

48. Physical illness 1 2 3 4 

49. Side effects of medication 1 2 3 4 

50. Concerns about medical treatment 1 2 3 4 
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REMEMBER: during the past month SEVERITY 
1. Not severe 
2. Somewhat severe 
3. Moderately severe 

Item # 4. Extremely severe 

51. Physical appearance 1 2 3 4 

52. Fear of rejection 1 2 3 4 

53. Difficulties getting pregnant 1 2 3 4 

54. Sexual problems that result from 

physical problems 1 2 3 4 

55. Sexual problems other than those 

resulting from physical problems 1 2 3 4 

56. Concerns about health in general 1 2 3 4 

57. Not seeing enough people 1 2 3 4 

58. Friends or relatives too far away 1 2 3 4 

59. Preparing meals 1 2 3 4 

60. Wasting time 1 2 3 4 

61. Auto maintenance 1 2 3 4 

62. Filling out forms 1 2 3 4 

63. Neighborhood deterioration 1 2 3 4 

64. Financing children's education 1 2 3 4 

65. Problems with employees 1 2 3 4 

66. Problems on the job due to being a woman or man.... 1 2 3 4 

67. Declining physical abilities 1 2 3 4 

68. Being exploited ^ 2 3 4 

69. Concerns about bodily functions 1 2 3 4 
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REMEMBER: during the past month SEVERITY 
1. Not severe 
2. Somewhat severe 
3. Moderately severe 

Item # 4 Extremely severe 

70. Rising prices of common goods 1 2 3 4 

71. Not getting enough rest 1 2 3 4 

72. Not getting enough sleep 1 2 3 4 

73. Problems with aging parents 1 2 3 4 

74. Problems with your children 1 2 3 4 

75. Problems with people younger than yourself 1 2 3 4 

76. Problems with your lover 1 2 3 4 

77. Difficulties with seeing or hearing 1 2 3 4 

78. Overloaded with family responsibilities 1 2 3 4 

79. Too many things to do 1 2 3 4 

80. Unchallenging work 1 2 3 4 

81. Concerns about meeting high standards 1 2 3 4 

82. Financial dealings with friends or acquaintances... 1 2 3 4 

83. Job dissatisfaction 1 2 3 4 

84. Worries about decisions to change jobs 1 2 3 4 

85. Trouble with reading, writing, or 

spelling abilities 1 2 3 4 

86. Too many meetings 1 2 3 4 

87. Problems with divorce or separation 1 2 3 4 

88. Trouble with arithmetic skills 1 2 3 4 

89. Gossip 1 2 3 4 
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REMEMBER: during the past month SEVERITY 
1. Not severe 
2. Somewhat severe 
3. Moderately severe 

Item # 4 Extremely severe 

90, Legal problems 1 2 3 4 

91, Concerns about weight 1 2 3 4 

92, Not enough time to do the things you need to do..,. 1 2 3 4 

93, Television 1 2 3 4 

94, Not enough personal energy 1 2 3 4 

95, Concerns about inner conflicts 1 2 3 4 

96, Feel conflicted over what to do 1 2 3 4 

97, Regrets over past decisions 1 2 3 4 

98, Menstrual (period) problems 1 2 3 4 

99, The weather 1 2 3 4 

100. Nightmares 1 2 3 4 

101. Concerns about getting ahead 1 2 3 4 

102. Hassles from boss or supervisor 1 2 3 4 

103. Difficulties with friends 1 2 3 4 

104. Not enough time for family 1 2 3 4 

105. Transportation problems 1 2 3 4 

106. Not enough money for transportation 1 2 3 4 

107. Not enough money for entertainment and 

recreation 1 2 3 4 

108. Shopping 1 2 3 4 

109. Prejudice and discrimination from others 1 2 3 4 
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REMEMBER: during the past month SEVERITY 

1, Not severe 
2. Somewhat severe 

,_ 3. Moderately severe 
Item # / 17 *- 1 

4. Extremely severe 

110. Property, investment or taxes 1 2 3 4 

111. Not enough time for entertainment or 

recreation -^ 2 3 4 

112. Yardwork or outside home maintenance 1 2 3 4 

114. Noise -ĵ  2 3 4 

115. Crime ^ 2 3 4 

116. Traffic i 2 3 4 

117. Pollution I 2 3 4 

HAVE WE MISSED ANY OF YOUR HASSLES? IF SO, WRITE 

THEM IN BELOW: 

118. 1 2 3 4 

ONE MORE THING: HAS THERE BEEN A CHANGE IN YOUR 

LIFE THAT AFFECTED HOW YOU ANSWERED THIS SCALE? 

IF SO, TELL US WHAT IT WAS: 
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COGNITIVE APPRAISAL INVENTORY 

Answer these questions as they relate to Your Chosen Event. 

Please read each of the questions below and answer them as best you 
can. Answer each questions on the basis of how you felt or still feel 
about your event. 

1, How upsetting was the event for you? 

not at 
all 

slightly 
upsetting 

moderately 
upsetting 

very 
upsetting 

extremely 
upsetting 

2. How favorable was the event for you? 

not at 
all 

slightly 
favorable 

moderately 
favorable 

very extremely 
favorable favorable 

How much control over the occurrence of this event did you have' 

4 

not at 
all 

slight 
amount 

moderate 
amount 

large 
amount 

total 
amount 

4. How much had you expected this event to occur? 

4 

not at 
all 

slight 
amount 

moderate 
amount 

large 
amount 

totally 
expected 
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How much uncertainty have you experienced in you life as a result 
of this event? 

not at 
all 

slight 
amount 

moderate 
amount 

large 
amount 

extremely 
large 

amount 

6. How likely do you feel a similar event will occur in your life 
in the next three years? (Try to give an estimate based on your 
personal feeling rather than based on a rational judgement.) 

not likely 
at all 

slightly 
likely 

moderately 
likely 

very 
likely 

extremely 
likely 

7. How responsible were you for this events occurrence? 

not at 
all 

slight 
amount 

moderate 
amount 

large 
amount 

extremely 
large 

amount 

Did this event occur primarily because of something about you 
(such as personality, effort) or was it primarily due to something 
about the situation or another person or persons? 

totally 
because 

of 
something 
about me 

mostly 
because 

of 
something 
about me 

partly 
because 
of me and 
partly 
because 
of another 
person or 

the situation 

mostly 
because 
.of 

something 
about the 
situation 
or another 
person 

totally 
because 

of 
something 
about the 
situation 
or another 
person 
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Please answer either 9A or 9B but not both. Only answer the one that 
is appropriate for your event. 

9A. If this event occurred primarily because of something about you, 
to what extent did you intend for it to happen? 

not at slightly moderately mostly totally 

9B. It this event occurred primarily because of something about 
the situation or person, to what extent did the other person or 
persons intentionally cause this event to happen to you? 

4 

not at slightly moderately mostly totally 

10. Did this event occur primarily because of something of something 
that changes readily (such as mood, effort, luck or fate) 
or because of something relatively unchanging (e.g., ability, 
unchanging qualities of a situation or person)? 

totally 
because 

of 
something 
that 

changes 
readily 

mostly 
because 

of 
something 
that 

changes 
readily 

partly because 
of something 
that changes 
readily and 
partly because 
of something 
that is 

relatively 
unchangeable 

mostly 
because 

of 
something 
that is 
relatively 
unchange-
able 

totally 
because 

of 
something 
that is 
relatively 
unchange-
able 

11. How effective were you in coping with the event? 

not 
at all 

slightly 
effective 

moderately 
effective 

very extremely 
effective effective 
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COPING STRATEGIES INVENTORY 

Take a few minutes to think about Your Chosen Event. As you read 

through the following items please answer them based on how you 

handled your event. 

Please read each item below and determine the extent to which 

you used it in handling your chosen event. Please do not mark on 

this inventory. Please use the provided answer sheet. 

1) Not at all 

2) A little 
3) Somewhat 
4) Much 

1. I just concentrated on what I had to do next; the next step. 

2. I tried to get a new angle on the situation. 

3. I found ways to blow off steam. 

4. I accepted sympathy and understanding from someone. 

5. I slept more than usual. 

6. I hoped the problem would take care of itself. 

7. I told myself that if I wasn't so careless, things like this 
wouldn't happen. 

8. I tried to keep my feelings to myself. 

9. I changed something so that things would turn out alright. 

10. I looked for the silver lining, so to speak; tried to look on the 
bright side of things. 

11. I did some things to get it out of my system. 

12. I found somebody who was a good listener. 

13. I went along as if nothing were happening. 

14. I hoped a miracle would happen. 
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1) Not at all 
2) A little 
3) Somewhat 
^) Much 

15. I realized that I brought the problem on myself. 

16. I spent more time alone. 

17. I stood my ground and fought for what I wanted. 

18. I told myself things that helped me feel better. 

19. I let my emotions go. 

20. I talked to someone about how I was feeling. 

21. I tried to forget the whole thing. 

22. I wished that I never let myself get involved with the situation. 

23. I blamed myself. 

24. I avoided my family and friends. 

25. I made a plan of action and followed it. 

26. I looked at things in a different light and tried to make the best 
of what was available. 

27. I let out my feelings to reduce the stress. 

28. I just spent more time with people I liked. 

29. I didn't let it get to me; I refused to think about it too much. 

30. I wished that the situation would go away and somehow be over 
with, 

31. I criticized myself for what happened. 

32. I avoided being with people. 

33. I tackled the problem head-on, 

34. I asked myself what was really important, and discovered that 
things weren't so bad after all. 

35. I let my feelings out somehow. 
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1) Not at all 
2) A little 
3) Somewhat 
4) Much 

36. I talked to someone that I was very close to. 

37. I decided that it was really someone else's problem and not mine. 

38. I wished that the situation had never started. 

39. Since what happened was my fault, I really chewed myself out. 

40. I didn't talk to other people about my situation. 

41. I knew what had to be done, so I doubled my efforts and tried 
harder to make things work. 

42. I convinced myself that things aren't quite as bad as they seem. 

43. I let my emotions out. 

44. I let my friends help out, 

45. I avoided the person who was causing the trouble, 

46. I had fantasies or wishes about how things might turn out. 

47. I realized that I was personally responsible for my difficulties 
and really lectured myself. 

48. I spent some time by myself. 

49. It was a tricky problem, so I had to work around the edges to make 
things come out OK, 

50. I stepped back from the situation and put things into perspective. 

51. My feelings were overwhelming and they just exploded. 

52. I asked a friend or relative I respect for advice. 

53. I made light of the situation and refused to get too serious about 
it. 

54. I hoped that if I waited long enough, things would turn out OK. 

55. I kicked myself for letting this happen. 

56. I kept my thoughts and feelings to myself. 
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1) Not at all 
2) A little 
3) Somewhat 
4) Much 

57, I worked on solving the problems in the situation. 

58 I reorganized the way I looked at the situation, so things didn't 
look so bad. 

59. I got in touch with my feelings and just let them go. 

60. I spent some time with my friends. 

61. Every time I thought about it I got upset; so I just stopped 
thinking about it. 

62. I wished I could have changed what happened. 

63. It was my mistake and I need to suffer the consequences. 

64. I didn't let my family and friends know what was going on. 

65. I struggled to resolve the problem. 

66. I went over the problem again and again in my mind and finally saw 
things in a different light. 

67. I was angry and really blew up. 

68. I talked to someone who was in a similar situation. 

69. I avoided thinking or doing anything about the situation. 

70. I thought about fantastic or unreal things that made me feel 
better. 

71. I told myself how stupid I was. 

72. I did not let others know how I was feeling. 

(C) 1984 
David L. Tobin 
All Rights Reserved 
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MIGRAINE HEADACHE GROUP 

^S® Education Marital Status 

Employed Y N job 

1. Do you have more than one kind of headache? Y N 
If yes, dx 

2. When did the headaches first become a problem for you? 
a. Was the onset of the headaches associated with any 

particular physical event or psychosocial event? Y N 
If yes 

b. Had you had headaches prior to this time? Y N 
If yes, dx 

c. What kinds of treatments and diagnostic work have you received 
for your headaches? 

3. What has been the recent frequency of your headaches? 

4. Describe your headache for me in detail. 
a. Where on your head do they seem to start? 

b. How do they progress or change over time? 
Area of head 
Time course 
Do they follow the same pattern 
Description of the pain 
Phenomenology (sensations, thoughts, etc.) 

c. How long do they last 

d. What happens during the headache (ie. vomiting, nausea, 
photophobia) 

e. Do you have any warning signs that a headache is about to 
start 

f. What kinds of things bring on a headache 
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Criteria for migraine headache: Y N 

1. onset of headache usually unilateral 

2. nausea and vomiting usually accompany headache 

3. pain is usually described as throbbing or pulsing 

4. photophobia during the headache 

5. 1 or more first degree relatives diagnosed as migraine 

6. independent diagnosis of migraine by a physician 

7. prodrome preceding the headache that may be: 

a) visual changes 
b) hemiparesthesias 
c) transient hemiparesis 
d) noticeable speech difficulties. 

5. These next few questions may seem somewhat strange, but bear with 
me. 
a. What is today's date The day of the week 

b. Do you remember my name? Y N 

c. I am going to say some numbers, listen carefully, then repeat 
them back to me: 5-8-2 6-9-4 6-4-3-9 7-2-8-6 _ 
4-2-7-3-1 7-5-8-3-6 _ . 

d. Who is the president of the United States 

e. Who is the governor of Texas 

f. Have you ever had any strange experiences: Y N 

g. Have you ever heard things other people could not hear or 
heard things when no one was there: Y N 

h. Have you ever seen things that other people could not see: Y 
N 

i. Do you ever believe you have special powers: Y N 

j . Have you ever felt or thought people were out to get you: Y N 

k. Have you ever been very depressed: Y N 
If yes, are you depressed now: Y N 

1. Have you ever been really "speeded up", having a great deal of 
energy: Y N 
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m. Have you ever had a problem with alcohol or with other drugs: 
Y N 

6. Have you ever received any psychiatric or psychological treatment 
for mental or emotional problems: Y N 
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CHRONIC PAIN GROUP 

^Se Education Marital Status 

Employed Y N job 

1. What is your site of pain 

2. How long have you had this pain problem? 

3. Do you have headaches? Y N 
If yes, how many a year 
Are your headaches a problem for you? Y N 

4. These next few questions may seem somewhat strange, but bear with 
me. 

a. What is today's date The day of the week 

b. Do you remember my name? Y N 

c. I am going to say some numbers, listen carefully, then repeat 
them back to me: 5-8-2 6-9-4 6-4-3-9 7 = 2-8-6 

4-2-7-3-1 _ 7-5-8-3-6 _ . 

d. Who is the president of the United States 

e. Who is the governor of Texas 

f. Have you ever had any strange experiences: Y N 

g. Have you ever heard things other people could not hear or 
heard things when no one was there: Y N 

h. Have you ever seen things that other people could not see: 

Y N 

i. Do you ever believe you have special powers: Y N 

j , Have you ever felt or thought people were out to get you: Y N 

k. Have you ever been very depressed: Y N 
If yes, are you depressed now: Y N 

1. Have you ever been really "speeded up", having a great deal of 
energy: Y N 

m. Have you ever had a problem with alcohol or with other drugs: 
Y N 

7. Have you ever received any psychiatric or psychological treatment 
for mental or emotional problems: Y N 
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1 . Do you have headaches? Y N 
If yes, how many a year 
Are your headaches a problem for you? Y N 

2. Do you have any chronic pain problems? Y N 

3. These next few questions may seem somewhat strange, but bear with 
me. 

a. What is today's date The day of the week 

b. Do you remember my name? Y N 

c. I am going to say some numbers, listen carefully, then repeat 
them back to me: 5-8-2 6-9-4 6-4-3-9 7-2-8-6 
4-2-7-3-1 7-5-8-3-6 _ . ~ ~ ~ 

d. Who is the president of the United States 

e. Who is the governor of Texas 

f. Have you ever had any strange experiences: Y N 

g. Have you ever heard things other people could not hear or 
heard things when no one was there: Y N 

h. Have you ever seen things that other people could not see: 

Y N 

i. Do you ever believe you have special powers: Y N 

j , Have you ever felt or thought people were out to get you: Y N 

k. Have you ever been very depressed: Y N 
If yes, are you depressed now: Y N 

1. Have you ever been really "speeded up", having a great deal of 
energy: Y N 

m. Have you ever had a problem with alcohol or with other drugs: 
Y N 

7. Have you ever received any psychiatric or psychological treatment 
for mental or emotional problems: Y N 


