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Abstract

Despite a burgeoning interest in the treamment of pediairic pain. few studies have
evaluated cognitive-hehavioural treatment approaches [or recurrent pain in young

children, The present study describes the development o pain elinie for

adolescents with recurrent Iy

waches in St Joba's, Newloundbkind. “The goal of

tudy was to determine how suce

sfully the preadolescents referred 1o the clinic

could use cognitive-hehavioural skills to reduce their headache

vity, as well as o
isolate any symptom or treatment-related variables associated with treatment success,

ack ol referrals and problems elicitin, ental coopel

wion made it impossible o

addrcis these goals with any confidence, During a 12 month rial period only 15

rele

am. One

Is wele reecived, 5 of whom began the treatment prog n the progran,
adherence to record keeping was high (867 ), as was compliance with the assigned

relaxation practice. AlLS children v.ere o

hle to signiticantly reduce their lension levels

using

axation, and 2 ehildren were able to adaptand personalize the relaxation

approach to fit certain stress inducing sitiations. Clearly, these children were able o

use cognitive-hehavioural strategics o combat stress, As a group, the childien showed
reductions Tollowing treatment i headache frequency, intensity, and miedication usc,

Thiee of the subjects showed improvements in overall headiche symptomatology of

93:99% and were largely headache-free post-treatment - One subject was moderately

improved (4260) Tollowing treatment, while the final subject remained unumproved.

These re:

s sugg

that young children

e able (o use cognitive-behavioural skills 1o
reduce headache symptomatology, although many practical problems may make it
difficult 1o establish regular treatment sessions with this age group. Several of the

problems faced during the course of this study are outlined, and suggestions e made

wding both the source of these difficultics and possible appre

hes to improve

ireatment availability for these young ehildren,

(i)
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Recurrent Headaches in a Pediatric Population: The Applicability of a

Cogaitive-Behavioural Treatment Program for Proadolescents.

Despite the Fact that pain in the form of migraines, tension headaches or

combination headaches

1 a signilicant proportion of the pediatric population, the

+ has stimulated litde interest within the health s

industry. Studies have

shown that hy the age of 7. 40% of all children will have experienced headaches, a

o

figure which increases 10 75% by the age of 15 (Bille, 1962: Lavigne, Schulein
Hahn, 1986). Close 1o 11 pereent of children suffer from recurient headaches, and

et treatment of these syndromes lags far behind the efforts direeted o relieve these

same symploms within the adult population (Bille, 1962; Sillanpaa, 1983).
Few differences have been found hetween the experience of headache pain in
adults and children, For vascular headache sufferers for example, the qualitative

experienee is comparahle: both the Tocation and type of pain, and the accompanying

children's

symploms scem similar. Any differences which oecur appear quantitativ

nes are generally of shorter dutation, but oceur more often than do those of
adults (Hoelscher & Lichstein, 1984).
Although there are more similarities than differences in the headache

expericnees of the two migraine popukations, comparatively linle atention has been

paid o children. One reason for this is that headaches, pediatric migraines in

ient condition. Recent fiterature,

particular, had previously heen considered a trar

s thata will continue to

however, sugg ity af pedi

their hea

aches into adulthood. Bille (1981), for example, found that 60% of his

1 suffered

pediatric migraine sample s 2 twenty-three year follow-up. Similarly,

Sillanpaa (1983) found that 73 of pediauic migraineurs were still experiencing

migraines after seven years. The resultant reconceptualization of pediatric headache



along-term condition did much t foster an awareness of the need for headache

young population.

ments ir

Awareness ol pediatrie tension / muscle contraction headaches s poorer still,

wdolescents are of the

While it has heen implied that most recurrent headaches in pe

8. Bille (1962) for e

ample.

migraine type, prevalence rates dispute this (Gascon, 198

hwere recurrent headache sul

found that of the 11% of the populativn whi

L while the remaining 74

s of the migraine yp

only 4% experienced headach

category

experienced non-migrainous headaches grouped into an unspectficd “other

it role of emotional issues in childhood

Although studies confirm the impur

is no prevalence data For pediatric tension headaches (Barlow, 1981,

headache, thet

© headaches is

eh for pedia

Presently, the most common treatment appro

pharmacologic - cither analgesic o in-cases of vaseular headache, prophylctic

otamine) (Hoelseher & Lichstein, [98:1;

(propranolol, anticonvulsants) or abortive (cr

Masck, Fentress & Shapiro, 1984, Despite the popularity of pharmacolog:
sy of

treatment, several concerns inhibit its widespread use, First, data on the elfica

drugs for the pediatric population are lacking. Research in the field has notused the

group outcome designs, objective measures or control groups necessary to discount

ts (Hocelscher &

cebo effe

the possibilities of’ spontancous remission and / or p

en the most commaonly used drugs have certain side

Lichstein, 1984). Second.
effects associated with them (c.g. aspirin increases the risk of gastritis and platelet
dysfunction) (Shannon & Berde, 1989). “Third, duc to the chranic nature of
headaches, the potential for habituation, drug dependence, and abuse in Tater life 1

sing from the chronic

high (Shinnar & D'Souza, 1982). FHenee, the risks i

medication of children, along with the suceess of non-pharmacologic treatments for

he sufferers, have prompted rescareh into the use of behavioral methods

adult heada

with pediatric headache paticnts.



Several hehavioral methods have been shown to result in signiticant
headache improvement in adulis. Skin wmperatuie biofeedhack, blood volume pulse

Tective

hiofeedback, el

ation training and coping skills twining all seem o he

hehavioural treatments for adalt headache sufferers. Despite the relatively new

fache, many ol these technigues have been

interest in the treatment of nediatric hes

wsed in preliminary single case studics of children, with promising resulis. Larger
studies have investipated the etfectiveness of relaxation alone (Larsson & Melin,

1986; Larsson, Dalefod, Hakansson & Melin 198

Richter, McGrath, Humphreys.,

Keene. 1986), or with biofeedhack (Werder &

Goodnran, Firestone & argent,

1980 Labbé & Williamson, 19812 Fentress, Mascek. Mehegan & Benson, 1986), of

sell hypnosis (Olness, MacDonald & Uden, 1987) and of cognitive training (Richter

ctal, 1986). In general, the abuve Torms o behavioural treatment seem to be

effective in combatting pediatric headache pain: in no study were any detrimental
elfects of hehavioural methods noted.

Oneissue which must he addressed when treating childien is the possibility
ol differential reatment effectiveness due o developmental level, Despite the

practical need for sueh knowledge, the influence of age on the effectiveness of

hild

behavioural t ents for headaches has been largely ignored. In the literature,

studies are freely compared 1o those using adolescents, and in several studies subjects

ranging in age from 110 20 years of age are grouped as one entity. The single study

which looked at the effects of age did so post hoe by comparing the treatment sucy

of chitdren above and hefow 10O years of age: in this case, no ditferences were found
(Werder & Sargent, 1980, In order to clarifly the status of research w date, the

following studics

eviewed according (o the age of subjects utilized.



Adoleseents

Several farge scale studies have investizated the use of relanation to combat

headache activity in adolescents. Wisniewshi, Genstaft, Mulick, Cours and
Hammer (1988 For example. Tound that adolescents given selavation taiming showeid

a greater decrease in global headache activity than did those i @ watimg list ool

group. results which were stabhle over i one month follow-up period. A second study

by Emmen and Passchicr (1987 compared the use of progressive mzisele relaation

with a placeho group using concentration exercises Howed Tor the

adesign which ;

control of treatment effects due to atiention. AUpostirestment, e reknation

had reduced the duration of their headaches: both headache frequeney and micnsiy

remained unchanged. Follow-up dati were notavailable o determine the stabality of

this treamment effee

Larsson and his colle

ies have investigated the elfectiveness ol e

training in a series of school based studies with an adolescent population, all of which
included both atention and waiting list controls, as well as short ernand fong i

follow-ups. The initial study investigated the comparative elfectivencss of welisaton

and two "nontreatment” control groups: an information contact group and i winting

ilicant deciceases

list cntrol group. In this case, the experimental group achicved sig

in overall headache activity (2 sum of all headache ratings per week) and headache

requency. ais well as a significant increase in the number of he

fache free days

refative to the control groups. Differences between the groups remained signihicant,
but had diminished slightly at the six month follow-up (Larsson & Meling 1956)
The authors' 1987 study added the use of a placeho contr S in the form of a problem

discussion group. “The experimental group showed s significant decrease m headiche

Trequency. intensity and duration when compared 1o the placebo group. bk



previous study, subjects in the experimental group continued w improve over time

(Lasson, Melin, Lamiminen & Ullstedt, 1987). Larsson etal's short-term follow-

ups, five 1o six months post-ireatment, indicated a maintained improvement in various

che parameters Tollowing hehavioural inervention, It must he noted, however,

head

that improvenient was also seer i the atiention control groups at oth the short-term

nd the Tong-term follow-ups tesults showed headache improvement t be statistically

equivalent for the experiental and contral groups. - An investigation of clinical,

versus statistical, improvement of headache symptoms revealed a difference between

ment: a significantly

relaxation training and attention controls at four years posi-tr
higher proportion of subjects trested with relaxation training had achieved a 0%
reduction of headache than subjects in cither of” the control groups (Larsson & Melin,

1989). “To conclude, the use of relaxation techniques seemed tw hring ahout clinically

ificant reductions in headiehe activity for an adolescent papulation, although

further investigation of long-term treatment effeets are warranted,

Mixed Ages

Several studies have investigated the effects of treatment on @ combined

ngel and Rapolt (1990) have compared various

veap of ehildren and adolescents, |

waiting 't conteol

1y pes of rekivation (@utogenie, progressive, and combined) with

ation

iv

in subjeets 7 years or older. Those subjects receiving some type ol rek

ted 10 the control

training showed redueed beadaehe freguency and intensity comp

iment end and ata 4 yq

group s well as o their own baseline levels atboth

Pressman, 1992). Comparisons

Tollow-np (Engel & Rapoft, 1990: Engel, Rapol T
have also been made hetween relavation and other treatment approaches. Richteretal

(1980), for example, compared the effects of relaxation raining, cognitive coping and

The

from nine o cighteen years,

tment in ehildren ranging in ag

apliceho t

atment labeled "

placebo,a psyehotherapy tre: tress reduction raining", involved the



acquisition of a set of sham caping skills. Results post-teatment shosed that

ts in hoth the

subje claxation and cognitive skills groups evidenced a large reduction
in headache frequency as compared with those in the placeho condition,
improvements which were maintiined ata fourteen week Tollow up. In contrast,

McGr:

i etal's (1988) study included i placebo control that did not neeessitate the

am sKills. “Thi

acquisition of s

study compared the ¢ tiveness of relavation

training with two eredible, hut

sive (inactive) placehos: psyehotherapy and an

"awn best effforts” group which discussed headache triggers ollowing a headache

diary analysis. McGrath et al

s results

suggest the import; of nonspecilic

e

sment effeets as all thiee groups displayed significant headache improvement: no

gnificant differences were found between the three groups a cither post-tieament or

atthe one year follow-up assessient.

Several studies of biofeedback assisted relaxation have used amixed group

of children and adoles

ents as their subjects. A number of uncontrolled studies bive

shown a positive treatment elfeet, with observed reductions in the mean number of

headache hours per week (Werder & i

rgent, 1980, as well as in both headache

frequency and intensity (Warranch & Keenan, 1985; Womack, Smith & Chen, J95;

Lahbé & Williamson, 1983): improvements in headache frequency and intensity were

maintained during a4 year Tollow-up of the Womack etal (1988) study (Sith,

Womack & Chen, 1990). Labh¢ and Willizmson's (198:4) controlled study using

children aged seven (o sixteen years of age replicated these positive findin

Children receiving skin temperature hiofeedback and autogenic rebuation cxpericnced
greater reduerions in headache frequency. intensity and duration s compared 0 a

waiting list control group.



As previously mentioned, studies Tocusing on preadoleseents are rare in the
treatment literature, although it has long heen established that children as young as

ion und biofeedback weehniques

seven years of age are capable of mastering rela

with little ditficulty (Hoclscher & Lichstein, 1984), A study by Fentress et al (1986)

was (he single investigation of behavioural treatments which used i preadolescent

signed to one

population. In this study, cighteen children aged cight o twelve we

of thiee grouy ining, relaxation plus EMG biofecdback or a waiting list

control. Both treatments were associated with significant deereases in global

headache activity and total headache hours as compared to the control group.

Although these results are promising, it is jons are

ipparent that further investi

required in rder o determine if young children can suceesfully use various

bely approaches to reduce pain associated with recurrent headaches. At the
present time, itis impossible to conclude with any confidence that hehavioural
treatments work with equal effectiveness for all age groups. The aim of the present

ot

study was o evaluate the effectiveness ol a

program For children hetween the ages of 7 and 13,

ment

In general, the implementation of behavioural treatments to combat headache

pain inadults leads 1o a short-term reduction in headache activity in about 40-80% of

& O'Keele, 1980). Suce

ates are

clients (Blanchard, Andrasik, Ahles, Tede

1 date seem to Fatl

notavailable in the pediatie Titerature but inspection of the stud

within this range. Regardless, notall clients will he improved through any one

treatment approach. Towould, consequently, be of elinical interest o isolate any



differences hetween those subjects who are treaiment successes and those who e

treatment failures, Such information may cnable clinicians W tilor reamient

regimens Lo individual client characteristies. Past literature has isolated several

possible fe

ures differentiating groups of subjo

sin terms of treatment

effectiveness. Th

include differences in quantitative and qualitative headache

symptoms, degree of wreatiment adherence and the acquisition of specitic teatment

11

Headache Symptoms The term "headache” is used as a label 1o encompass a

very broad spectrum of complaints, Headaches may of course differ in tems of the

Tocation of head pain, on the nature of pain experienced and on the aecompanying

symptomatology. reflecting the different physiolog

al processes which fom ihe
basis for medical diagnosis. These Features of headache pain are termed qualitative
symptoms. Qualitative symptoms may contribute o treatiment effectiveness; reeent

work suggests that migraine, tension and combined headaches show differential

responses 10 various treatment approaches (Blanchard et al, 1982: Blanchand, 1987).

In addition to the specilic, qualitative variations in headache type, the

I

idache experience may d

Ter in o general quantitative way, in tems of degree.

Quantitative symptoms include the frequency, duration and intensity of headaches,

any of which may be related o treatment suceess. For example, studies have shown

that subjects with a low glohal headiiche severity, 1 combination of requency,

duration and intensity, did not improve with behavioural treatment (Burke &

Andrasik, 1989: Lar

n & Melin, 1988, 1989: Richer et al., 1986). Larsson and
Melin (1989) also noted that the hest predictor of outcome at the four year follow up
was pretreatment headache severity. The authors suggested that hehaviourad therapy

may have a “floor effeet”, u lo

ol severity below which patients do not benelit. An

alternate explanation for these results, of course, may be that patients with less severe



s such individuals may be discouraged by the

headaches have lower i le
imhalance hetween the amount of time and effort needed for change to oceur and the
actual time spent in suffering from headaches (Burke & Andrasik, 1989). 11 these
results are shown to constitute a generalized hehavioural weatment patiern, the

ulferers may he oceasional

preferential intervention fur low severity headach
analgesic use,

Treament adherence, Within the genera

sumption that the effeetiveness ol various hehavioural inerventions

neitis o

area of brehavioural medi

commonly held i

L

is dependent upon the amount ol home practice conducted by the client. Re

h using anadult population, however, has proved this relationship to be

au

best. - Some of the confusion within the may he a direet result ol the

(enuous

measure of home practice used. Pastresearch has focused on the quantity of practice,

sed treatment

with the assumption that more frequent practice led o inere:

Temay be, however, that the important dimension of practice is is

elfectivene

hange in st lewve

hy would be the degree of

quality which, in relaxation rese:

during cach session. Solbach, Sargent & Coyne (1989) addressed this question in

their study of non-drug headache reatments. When hoth quantity and quality of

included in the analys

prctice of biofeedhack and relaxation treatments wer

treatment eff o be independent of adherence measured in terms

af the number of practice sessions. but positively correlated with the average dogree

ions.

ol change hrought about in the target arca during practice

Arelated question coneerns the meehanism of behavioural interventions: Do

ical effeets related 1o headache reduction or do they act

they bave specific physiolog
primarily by giving patients a feeling of control over their pain? Due to the basic

mitture of its procedure, the hiofeedback literature has been particularly plagued by

and pain reduction is Far

this question. The relationship between bivfeedhack sucees:



10

from elear. While some investigators have found s relationship between changes in

biofeedback "target” areas and headache improvement in adults (Solbach ¢t al, 1989y,

others have found cither no corelation (Mullinix, Norton, ek & Fischiman, 1978,

Reading, 1983), or one opposite o that expected by theory (Gauthier, Bois, Alki

Drolet, 198 1: Kewman & Roberts, [980; 1 1, Mathew, Dobbins & Claghorm,

1981). In the child headache Tieraure, much less bas been done i this particular

isik (T9RY), however, found that theirnine subjects could not

produce con: in hand temperature through hiofeedbach, although

several were suee

Fulin lowering their headache activity.

Several hypotheses have been put forward 1o explain this observed treatment

st ithas been

ate,

efffect without the acquisition ol "required” changes in s

suggested that the important clement is a stabilization ol vascular activity vather than

retal, [981). Asecond

the previvusly supposed dircetional change (CGauthi

explanation is that biofeedback works solely as qun instrument for bringing abont

rela is 80, those patients who become more relaxed, through whatever

means, should show greater treatment hene Unfortunately, bioteedback studics

stion levels attained by their subjucts.

have failed to recoi the subjective rel

Similarly, most relaxation studies have related the amount of practice 1o teatment

elfectivenc:

but have not compared subjeets who are suceesful st reducing their

stress levels with those who are nol. Should there he no differences between the twao

groups, one might postulate that elaxation raining does not work as a direct result of

a change in bodily state, but rather by providing the clico with a feeling of control

over their negative sy mptoms. “The present study will attiempt 1o compare treatment

suc

ses and failures with respeetto the relaxation levels they attain,

In order o Further clarify the relative contribution: of melaxanion o the

treatment program, the relixation and stress management aspects of the program will




he divided into two completely separate seetions. In this way, the two halves of the

¢ relaxation training

program can be manipulited such that half of the subjects rec

I of the subjeets complete the

Tirst and stress management second while the ather b

“The objeet of this design is to look for patterns of

program in reverse order.

., something which has not been done in

symplom changes across treatment phas

past work.

e study of headache pain s plagued hy many methodological problems,

the most fundamental of which s the aceurate recording of headache activity.

Headache ativity may he monitored using one of several different formats: hourly

ing of diserete

vatings, ratings at specified times of the day and the simple recor

Deadache episodes. Each method results in a different type of information with
certain associated henelits and costs. Continuous hourly ratings, for example, may

ions

yield the mosteomplete dac collection in that minor head pains and small vari
in intensity are more likely to be represented with frequent sampling. Unfortunately,
this method also places very high demands on the patient and may theretore he
associated with inereased altrition rates.

Restricting the frequency ol headache ratings helps 1o reduce: demands on
the elient. particularly il rating times are scheduled so as o be casily remembered,
such as at mealtimes. “This procedure does notafTeet headache intensity estimates.
However, aceurate caleulations of hoth the frequency and duration of headache

and termination of headaches cannot be

episades are no longer possible as the ons

determined (Blanchard & Andrasik, 1985). As a result, the use of this method

requires one to infer the values ol these parameters based on the presence or absence

of headiche activity in adjacent rating periods,



isudes, asks clients o

“The final procedure. recording diserete headache o

record the onset time ol cach headache. it's intensity and the time o 3 dache

termination. Although the lack of regularly seheduled miings allows for faivly

aceurate measurements of all three parimeters, itmay also increase the incidence of

noncompliance and retrospective ratings. A second, more sevious problem, arises

imply hecause clints are asked to note headache episudes versus Tevels of pain,

Clients differ dramatically intheir definition of a full-blown hewdaches while some

ache. others define @ headache as any

hes

considler only severe pain to constitute

head pain, regardless of intensity. Data will he more consistentif subjects are iked
torecord pain intensity levelsat regularly seheduled dmes. As pain is a subjective

voidable; an inensity rating

experience, individual difTerences

wl three, for example, may mean something very different From one subjeet to

another. This problem s cireum vented, however, i analyses are restricied 0

subjecs

ges in headache ratings within individi

The presentstady will requine cach ehild o rate his 7 her headache activity

Fhis will ¢liminate the problem of

Tour times per day: at mealtimes and hefore bed.
varying "definitions” of headache, as the children will he as” ed 1o note the presenee

tion will be measured in units of

. Headache dur

ofany head pain, mild or seven

consecutive ratings (Blanchard & Andrasik, 1985). For example, presence of ahead
pain at breaktast, lunch and supper will be recorded as a beadache with a durition of
3. An cevening headache, followed by a head pain vating the Tollowing morning, will

A

ache eprsade then,

¢ episodes with durations of one.

he considered two sepa
is defined as one armore comsecutive ratings of pain in the span of & day, hoth

lache free period.

preceded and followed by a1

Previous research has heen limited o the direet measure of self-reported

headache activity using the methods outlined ahove. Inorder o fully describe i



58 the presence or

however, one should also

ehilis headache expericne

absence ol pain-related behaviours such as atiention secking, rewards for headache

and eseape Trom aversive evenis, The present study used e Children's

adache Assessment Scale (Budd & Kedesdy, 1989),a parental rating form which

measures the environmental events and situations impacting on a child's headaches,

to assess any changes in pain related hehaviours corresponding to the hehavioural

intervention for headache pain (Se Appendix A).

Cuonsiderations

“The combination off

eh results in several ethical

linical practic

dilemmars which are by no means casy o resolve, Suchan issue involves the

dentiality and

Clinician's cihical responsibility 1o ensure both a client’s con

rily

ises when one considers that elinical rescarch nece:

anonymity. “The problem
involves the use of information from u clients personal file. - 1tis essential in such

research that the client be Tully aware that portions of” his/ her files will he disclosed,

will nothe released. Such a

with the reassurance that i

procedure ensires tha while confidentaliy is not strictly being adhered o,

anteed.

anonymity is pus

“The client's agreement 1o treatment under these erms leads Lo Turther ethical

ons., While rescarch may bean integral component of the program,

considers

trcaiment must not he made contingent upon research participation. The current study

cugrneed treatment wall children referred o the elinic, but assigning prioity ©

those children willing (o participate in the rescarch component of the program.



immary

The previous review provides conside

able support for the use of behavioral

treatment strategies for the reduction of pain associated with recurrent pediatric

Unlortunately, past r h has neglected winvestigate the relationship

cness. While work with adolescents shows that

hetween age and treatment ellectiv

eetive for

particularly relaxation procedures, have been ¢

headaches, a lack of studics using a preadoleseent population prevents this conclusion

from heing generalizable toa younger age group. “The present study

was s attempt

o evaluate the utility of a relaxation/stress min; 1 for preadolescents,

nent prog

1

The hypotheses of the current study are as follows

(1) Inasample of children, aged seven to thirteen, sufTering from recurrent
aduches, the implementaion of a behavioural teatment program using bth

relaxation and stress management technigues will coineide with a weduction in

headache frequency.

everal variables will serve to differentiate between those children

(2) S

ses and those For whom trei

ent succ tment fails. Tuis proposed

that those showing significant reductions in headache activity will

che severity preticatinen

i have

higher global head:

ner iner

h. evidence u g s it reiation following

home practice of relaxation teehnigues,

¢, show greater treatment adherence by completing

significantly more home practice sessions.



d. show great

surrounding their headich

changes in the environmental conditions

as measured by the CHAS
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Method
Subj
“The subjects of the present study were referred 1o the program by their
family physicians, by their schoul guidance counsellor, or by a parent fallowing media

coverage of the progeam. Referrals were aceepted for children between the ages of 7
and 13, The eriteria for inclusion in the study consised of: (1) 3 minimum of one

alack of

headache episode per week determined by child and £ or parental report, (2

ol

he use

and (3) dise ny prophylactic medication:

whes

of ahortive analgesics was not restricted. Children with daily unremitting he

were not included in the study, as pharmacolog interventions are offen necessary for

sereened

improvement in such cases (Holroyd et al, 1988), Prospective subjects w

using a structured interview.

The program received referrals for 19 childien during the study periad, 7 of
‘whom did notattend the screening session. OF the 12 children who completed the

assessment, 2 children failed o meet the inclusion eriteria for minimum headache

ment; these children were excluded from

activity and 2 ehildren exceeded the age requi

the study.  The subjeets of the present study were 8 children hetween the ages of 7

and 14, 3 of the subjects were females, S were males. 1 child dropped out of the study

during hascline recording and 2 others during the carly weeks of treatment, leaving 5

children who completed treatment. These S children ranged in ag m Y o 13, witha

mean age ol T, Three of the subjects were female, 2 were male.

Sell-repont Measure. Sl

obiained using a daily headache diary which required i

reportincasures of headache activity were

ings four times daily: at

mealtimes and at bedtime. At these times, children were asked 1o note the presace of



2 1) = no headuache, 1

aany head pain, using the following six point sca

sent, 4 =

heudache, 2= mild headache, 3 = moderate headache, pain is noticeably p

headache,

severe Ladache, difficult to concentrate and 5 = extremely intens

incapacitated. When the presence ol head pain was indicated (intensity score of one or

miore), subjects were asked 1o record possible causes of the headache episode, the
annount and type of medication ingested, and symptoms experienced sccondary to head

pain (See Appendix 1), Although the ahove Tormat has heen adapied from the adult

iterature and has been modified for s younger population, such measures have heen

eport of headache

hown to have some reliability and validity with respeet o the sel

k. Burke, Atanasio & Rosenblum, 1985: Labhé,

symplomatology in children (Andras

Richardson, McGrath, Cunningham & Humphreys,

Southard, T98:
1983). In addition, work with both adults and children suggest that patient daily

tings of’

live esti

recondings are i moie conse e of improvement than global
headache activity provided by the patient, parent or clinician (Andrasik et al, 1985;

N

b, Holroyd, Cordingley, Pingel, Jerome & Martin, 1990),

. Inorder to identily any cavironmental fictors contributing

to achild’s headaches, parents were asked 0 complete the thirty item Children's

ile (CHAS) (Budd & Kedesdy, 1989)(See Appendix A). The

Headaehe Assessment
CHIAS requites parents to rate the frequency with which various situations and events
oceurin relation 1o their child's headache episodes. This is done using a six point

O =never, | =almaostnever, 2 = seldom, 3 = half’

Likent scale with

tings as fullo

nd 6 =ulways. The items on the CHAS

=usually, 5 = alost alway:

the time,

COMPOSE s cpories of environmen aC1ors: sl antecedents, physical
antecedents, atiention e JUCTICCS, CSCIPe CONS ‘s, coping responses and
medication use. 1t should be noted that as o yet, studies of reliability and validity for



this scale have not been completed. As such. the dat ohtained from the msteament

must e interpreted with caution.

Phe initial contact with

lreannent Inroduction/Sereening Procedures.

wents were given abricl

prospective clients was made by telephone, at which time

deseription of the program's aims, procedures and requirements, and interested parties
cd t sehedule an appointment for themselves and their ehild. “The goal of the

ion was twolold: 10 obtain an assessment ol headache symptomatology and 1o

provide information regarding the tationale hehind the program

i with adetinled

of headache

“Fhe investigal

format outlined in

headache history, which was obtained using the structured interview

tions o the

Blanchard and Andrasik (1985)(See Appendix CL. Minor modi
interview format improved its use with children as well as allowing [or collaboration
between parent and ehild in answering questions. During the intervicw, subjects and
their parents were asked about the age of headache onset, sympiom type and frequency,

ndd treatments tricd o date,  Information gathered Trom

Family history of headachy

iew was used 1o determine cach child's headache diagnosis

the structured inter

following the eriterion for headache dingnosis published by the Ad Hoc Commitice on

assilication of Tl

the € jache (1962) (See Appendix 1), i addition tw providing

1 sereening:

information for headache diagnosis, the headache history served a
instrument to seleet those ¢hildren suitable for inclusion in the program

The information portion o the session hegan with a bricl explnation o the
physiology of migraine/tension headaches followed by @ detailed description of the role

ation. Clients were tien introduced 1o the rationale

stress plays in headache exacer

xation

behind the use of stress management and refa wechnieues 1 both prevent
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headaches

and 1o more elfeetively manage headache pain, Strong emphasis was pliced

an the importance of home assignments and reliable record keeping o reatment
success. Those clients interested in the program were asked to read an information
sheet autlining the rescarch component of the program and procedures for the release of
information, following which both parent and child were asked o sign @ consent form
(See Appendia 1), Parents were given the parental questionnaire (CHAS) 0 complete
attheir leisure and return by mail. Each subject’s first treatment session was scheduled
subsequent Loz four week haseline period.

ve their child examined

parents were asked 1o 1

During this four week |

id doctor de

en an information sheet for

Iyt general practitioner and were gi rihing

on for headache dia published by the Ad

the treatment program and the crite

2nosis

Hoe Committee on the Classification of Headache (1962 (See Appendix F). Each

doctor was asked Lo sign i consent form, certifying that his/her patient could safely
complete the program. In addition, doctors wese asked o indicate the diagnosis of
headache type utilizing the outlined eriterion, providing a second, independent

diagnosis Tor each clicnt assessed. These Torms were returmed o the examiner by mail

and were i prevequisite for the initiation of treatment.
Bascline Recording. Al elients were asked to record headache activity on a

daily hasis For a vne month period before the implementation of treatment. I order o

increase adherence to the keeping of a headache diary, patients were required to submit

all records on a weekly basis. During the four week haseline and follow-up periods

stamped. presddressed envelopes were provided in order to facilitate weekly

submission. Ax an aceuraie deseription of headache acti ary for any

ly i neces:

conelusion regarding teatment etlectiveness, regular symptom recording was a

prerequisite for inclusion in the progeam, - Before beginning the treatment sessions

clients must have completed 804 of the daily bas “That is. during the four
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week haseline period. 90 of the possible 112 ratings must have boen completed. Any

clients not fulfilling this criteria were required to continue baseline recording until this
standard was met,

Treatment Procedures. Upos completion of the base

ine reconding period. all

children were randomly assigned o one of two treatment groups. Hall of the children

were

ight the: relasation portion of the treatment regime, Tollowed by stress
management. For the other hall ol the children, this presentation was reversed. The

overall reatment package was identical in all other respectss all children received four

[ stress management, three s aining and i wrap up’

sion which reviewed the use of both hehavioral skills in the prevention/reduction of

The behavioral cuti

che episodes. zed in this study Tollows the stress

management / relaxation procedures outlined by MeGral, Cunningham, Lascelles &

Humphreys (1990) in their Help Yoursell’ program for ped

e migraineurs (Se

Appendix G). Al of the children were seen onan individual basis.

Relaxation Training. The relasation portion ol the treatient program was

carried out in three consecutive sessions. The |

est relaxation session hegan with o
discussion of tension: what it was, how the body signals tension and how to become

more aware of these signals. Relaxation was ten introduced as a method of reducing

hodily tension, and clicnts were taug!

Cthe procedure Tor progressive muscle i

The assigned work for the following week included daily praictice of progressive

mus

le relaxation using the tape provided for this purpose, as well i (0 ecome more

aware of their hody's unique signals for ension. Session two began with a review of
the prior week's material and o discussion of any factors which might have reduced the

effectivenc:

of the child's daily practice sessions. Following this, subjets were

x without the use of muscle ension. Homewaork for the second we

to practice relaxing without muscle wension. “The third session introduced two new
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relaxation ¢ relaxation using imagery and mini-relaxation, again, all subjects

e thes

wure asked 1o prac e new skills on adaily basis for one week. During this time

period, each subject was asked to record hisfher relaxation levels both prior to and afer

assigned practice sessions (See Appendix H). Post-practice ratings were then

sof change. Th

subtracted from pre-practice ratings w give uni ¢ change units were
averaged over a week's practice sessions for a gualitative measure of treatment

elfeetiveness. Alernatively, the quantitative measure ol relaxation adherence was

defined as the average number of practice hours per week.

Stress M ol

ining. The stress portion of the program

e ol it All childre

hegan with a discussion of what stress is, and how to become aw
were asked 1o identily stressors particular to their own situations, and were taught that

different things are stressiul for different people ais o result of how people evaluate

dilferent sitwations. ‘The hehavioral coping strategics for week one focused on

hecoming aware of negative thoughts and teaching ways (o change these to positive,

constructive thoughts. Week two began with a review o the role of negadive thoughts

in stressful situations and led 1 a discussion of unrealistic beliefs as a contributor to

negative thoughts and worry. Homework as

ignments for the week included:

iddentifying unrealistic beliefs that may he underlying stress and irying (o change these

L Inweek thie

to reasonable heliels ubjects were introduced 1o "attention games’

designed to help deal with feclings of stress: stiention-locusing, thought-stopping,

imagery, and mental games, The final week ol stress management concentrated on

cviewed in

increasing communication skills o help avoid stresstul situations; skills

this session included ¢

s in refusing arequest, making a request and

CNPICSY

ing anger.

‘ollow-up Recording. Following their final

were asked 1o continue recording headaehe activity on a daily by

ion, all clients

ment s

for a one month




”
period. As with the haseline period. preaddressed envelopes were provided in order 1o

I inashed

ITCIS WOT

titate weekly submission. During this time period,

complete the CHAS and retum it by mail,

Follow-up contact was also made with the parents of the 10 childeen who

met study requirements but did not participate in the program. Questionnaires were
administered by mail in order o determine factors which may have led o withdrawal

(Sce Appendix 1).

“The infi contained in the clients daily pain

Data Tt

intensity ratings produced several headache parameters:

1) Headache Intensity - The average of the intensity ratings recorded during
headache episades.,

2) Headache Frequeney - The total number of diserete headache episodes per
week, with a headache episode heing one or multiple conseeutive ratings of pain ated
two or higher, hoth preceded and followed by o headache fiee period.

3) Headache Duration - The average length of diserete headache episodes,

caleulated as an average of the number of suceessive pain ratings of two or preater.

) Headache Sum - The sum of all 28 intensity ratings recorded per week.

K Intensity - The highest intensity recorded each week

6) Headache-free days per week - The number of days per week with fou

intensity ratings below two,

7) Medication Index - Designed to equate drug dosages of various

ated by multiplying the number of pills taken per week by the

ik, 1985; Cayne,

poteney rating of the particular drug heing used (Blinchard & And

Sargent, Segerson & Ohourn, 1976) (See Appendix 1),
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Results

roup 1

}

ienced an average of

cline assessment periad, the subjects expy

During the

2.49), with an average duration of 2.2 rating periods (sd

4.0 headaches per week (sd

1.28). Headaches ranged in intensity from 2 10 5, with an average intensity rating ol

3.4 (sd = 0.94). All five children experienced at least one headache during the course

bed s incapacitating (5). The average headache sum

of the program which was des
during the hascline period was 3.8, with @ range from 8.25 10 76,2,

During the treanment portion of the program, the mean number of headaches

expericneed hy the subjects dropped to 2.3 per week (sd = 2.95:1(52)= 217 . p <
L05). “The duration of the group's headaches inereased from haseline to an average

(158) = 4.45, p < 001).

Tength during treatment of 3.1 rating periods (sd = 1.26;
“The range of headache intensitics experienced by the children did not change during
treatment, however, the average pain iniensity during headaiche episodes reduced

VT3 =494, p

intensity during treatment of 3.0 (sd

significantly, with s me

<.0D). “The average headache sum (22.6), which is based on all 28 intensity ratings

per week, did not show a significant decrease over the treatment period.

during the follow-up, group

As only 30’5 subjects submitied headache d

Il three of the

s were notcompleted on the headache data, Howeve

ical ang

stati ys

subjeets wha completed follow-up records maintained clinically s

m seores from haseline o follow-up., with improvements

improvements in headache

ranging from 92.6% 10 98.9% .



Mudication Us

In general. overuse of pain medication was nota problem for this group of

children, although concerns about analgesic use were often raised by the parents (¢

ol admini

regarding the appropriaten ering aspirin o @ young child). ‘The mean

weekly medication index during baseline was 2.6 (sd = 4. 13), which is the equivalent

of 2.5 aspirin per week or one duse of i low poteney preseription drug for

n. such

as Fiorinal (See Appendix J). The use of medication for pain during treament v

essentially stopped, with a mean medication index of 0,02 (sd = 0.16: ((58) = -1.0);
001).

| Factors Associated with Headache Fpisodes

The CHAS yields information on bath the anteeedents and consequences off
headache episodes For each subjeet. In order o detenming i certain antecedents and
consequences oceurred more requently for these childien, a single factor within
subjects ANOVA was performed. Differences hetween the CHAS subgroup mcans

were found to be significant

30) =980, p <.001), therefore three planned
comparisons were performed using the comparison subgroup x subject interaction as an

errar term (Keppel. 1982), As @ group, the subjects' headaches were preceded more

often by stress antecedents than by physical antecedents (E(1.5) = 7.04,p< 05).

Headache episodes most often resulted in-atention and escape consequences, with

coping respanses occurring significantly less frequently (1(1,5) = 117, < 025).

The use of medication during a headache was also less frequently reported; it did not

differ in frequency of endor sement from coping respanses (See Figure 1),
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Treatment Complian

Despite the lack of follow-up data for two ol the subjeets. group complianee for

record keeping was high, with 86.03% of reeurds completed overall. Missing reconds

followed a di

inct pattern. The children did not forget o record oecasional rativ

periods; il records were reecived for the week, they were perfectly done, Missing

record

invariably took the form of a full weeks worth of data, most often due 1o loss

ol records rather than due (o the child’s noncompliance. Compliance 10 homework

hut records

gnments followed a similar patiem. practice w;

s done very regul

were often misplaced. often due to parental error, 1Uis interesting o note that-b o the §

children had arranged to give completed diaries and homework assignments (o their

parents for safe keeping on appointment day.

Parental cooperation (o the treatment program were notably poor in this study:

(1) appointments were missed in several cases, (2) completion of the CHAS requined
frequent prompting during bascline, while < of' S parents did notreturn the follow up

veral remindees, and (3) in twa cases, follow-up records were never

CHAS despite

returned. In addition, basad on ini

al phone conversations with parents of prospective

use weekly appointiicnts we

subjects, several children were Tost from the study b

considered 0o taxing. Questionnaires sent o those parents to determine the

were never returned.

s

ason for withdrawal despite referrals (o the treatment progr

) wats a1 3-year-old male presenting at haseline

Subject 1, Subject #} (Cirey

with

an average of 1.3 headaches per week (sd = 1.26). His headaches ranged in

LOK). Head:

fache episodes

intensity from 2 to 5, with a mean intensity of 4.4 (sd

1 mean duration of 2.4 (sd

ranged in length from 1 1o 4 conseeutive rating periods, with



= 1.14). Greg's mean weekly headache sum over haseline was 13.5 (sd = 21.2)(See
Figure 2).

During the eight weeks of treatment, Greg experienced a single headache,

which rated @ maxinum intensity score ol § and which lasted for two conseeutive rating

periods. “This reduced his mean headache frequency over the treatment phase o 0.2
headaches per week (sd = 0.71) and his headache sum to 1.2 (sd = 3.54), neither of

which repr

L change from hascline,

Girep was headsche-Tree during the four week Tollow-up period. His mean
weekly headache sum over this time period was 10 (sd = (0182), due o a few mild

head pains (rated 1), which are not caiegorized as a headache. Although the headiche

dati did not achieve a statistically significant d2erease over time, Greg's headache sum

showed a clinical improvement o 92.6% from baseling to follow-up, which is

sed from a mean

categorized ais “much improved”. Greg's medication use decr

weekly dose of 3 hased on Coyne's seale to @ complete lack of medieation use during
treatment and follow-up,

Gireg completed 100% of his headache diary records, but was less compliant

with respeet to relaxation homework, For bis first 2 weeks, Greg practiced nightly, but

did not continue regular exercise afier this point as he was not having headaches.

During his two weeks of practice, Greg suecessfully reduced his tension levels from a

pre-relaxation level of L (sd = 0.99) w a post- ation level of .29 (sd

able 1),

O.10)(127) = 3841, p < D01 (See

Subjeet 2. Subjeet 2 was an 1 -year-old female (Natalie), who presented at

ba

ne with an average of 1.5 headaches per week (sd = 1.3), and a mean intensity of

2.8 (sd = 1.30Y during her headache episodes. Thes

pisodes lasted no longer than 2

Ming periods, with

verage length of 1.5 ratings (sd

(1.55). Natalic's

mean weekly headache sum during baseline was 8.25 (sd = 7.89) (See Figure 3),
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“Table 1

weck ol | ol | Mean tension | Mean tension | Mean change
training | practices [before refaxation | after relaxation | in tension

Subject#1 | 1 7 16 ol 14

2 7 13 04 09

3 0

4 0
Subjectn2 |1 s 26 06 20

2 4 15 03 12

3 3 4.0 10 3.0

4 4 28 LS 12
Subject #3 no data
Subject s |1 7 50 06 44

2 3 50 07 43

3 7 6.1 04 57

4 7 33 06 27
Subjectns |1 5 58 08 50

2 6 08 02 07

3| nodua

4 nodata

29
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During the treatment period Natalie was headache-free, with a headache sum off

eline (1(10) = 3.011,

0.25 124 = 0.40), ing a signi imr over by

p<.05).

xperienced a single headache

Within the four week follow-up period, Natal

witly an intensity rating of 2 which lasted for a single rating period. Her headache sum

for this perind was 0.50 (sd = LOM), which doesn't show statistical improvement over

bascline. Natalic's clinical improvement from baseline o follow-up, however, was
939%,

N:

lic

irly good. Headache records were completed

compliance w
100% of the time and she completed assigned relaxation home exercises on average 4

limes per week. During her practices, she was able to reduce her teasion levels from a

mean level of 2.6 (sd = 1.02) belore 1 ce o 0.8 (sd = 0.75) alter practice ((30) =

as one ol two subjs

)

S.70,p < 000See Table 1), T addition, she v
spontancously modify and use relxation skills outside of regularly scheduled practice

SOSSIONS,

Subjectd Subject 3 was an 1 1-year-old female (Sarah), who presented with a

wtal of 19 headaiches over the baseline period for an average of 4.8 headaches per week

(sd = L.5). Headache episodes had a mean duration ol 115 (sd = (1L37), with a mean

intensity of 2.82 (sd =0.91), Her mean weekly headache sum over baseline was 24.0

(sd = 5.72) (See Figure 4).

in

5 weeks of treatment. Deereas

arah showed little improvement ove

1

headache sum, frequency. and intensity Tailed o reach statisti enificance while

duration also showed no change Irom baseline to week 6 of treaument. Although Sarah

died complete the reatment sessions, records are missing for the remainder of treatment

due w lost diaey and practice secords. Caleulations of clinical improvement in Sarah's
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i

jache sum from baseline to week 6 of reatment place her in the moderately

hex

inproved categary, with a pereent improvement of 41.7%.

inc and

ath was the single subject who returned CHAS data for both bas

follow-up, and although data analyses were not performed, visual inspection of the data

sugpests that changes in headache consequences may have coincided with the

ah showed some deereases in

completion of reatment. Following treatment, §

atention and eseape responses, and slight inereases in coping responses and medication

use (See [ 5).

Subjectl, Subjecetd was a 10-year-old female (Rhonda), who experienced 27

re of 6.8 headiches per week (sd =

headaches during the baseline period, for an ave

0.50). Her headaches ranged Tfrom 210 S inintensity, with a mean intensity of 2.92 (sd

ing periods, a karge proportion

= LOT). Rhondas headaches fasted on averiige 3.4
al the day, with headaches ranging in kength from - 1 0 4 aing periods. Rhonda's
headache sum during baseline was 70.2 (sd = 17.76)(See Figure 6).

Rhonda did not show any significant changes in her headache episodes during

reatment, Headaehes during this time period oceurred just as often, with an average off

7.2 per weeks these headaches did not ditfer in intensity or duration from those

1.59) and 3.72, (sd

experienced during hascline, with average values of 2,92 (sd

milarly, her headache sum (80.38) did not differ from that during

081 respectively

bascline (sd = 7.09): percent clinieal improvement based on the last four weeks of

treatment was 0.65% . Rhonda's headaches during treatment di d only in terms ol

+ Rhondi did notexperience any headiches which raied the deseription

om 2w

Uincapacitating (51" but ranged in intensity
Rhondar's greatest improvement was in medication use, which had been

identified by her parents as a coneem. Rhonda's bascline weekly medication index was
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6.0, which corresponds to an average of 0 aspirin per week or 3 doses of 2 low

potency preseription drug per week (e.g. Fiorinal), As evidenced by the standand

deviation o 6.05 for the bascline medication index, Rhonda's we kly medication use

was extremely able. During her worst week, Rhonda recorded the consumption of

s cach of presription dr

2 e treatment phase of the

program, Rhonda did not take any medication, despite experiencing headaches with

simitar intensities and durations,

Rhonda's compliance 1o the assigned relaxation exercis

e

s wiis very hig

practiced, un average, 6 times perweek. Her pre-relasation levels were considerably

higher than the other children’s, with a mean of 4.8 (s = 2.28), hut she w

hle 10

consistently lower her tension levels o a pos ation level of 0.5 (sd = 0.51) (1¢:16)

894, p < 001).

Subicet §. Subject § was a 7-year-old make (Tomniy), who espericuced a total

o1 24 headaches during the hascline recording period, for an average of 5.8 headaches

he

perweek. During this time, his aches ranged in intensity from 2105, with i m

s

pain intensity of 3.7 during his headache epi sd = .97). Each headache lasted,

onaverage, for 2.0 ratings, the equivalent of a hall day, with a range of duration from

1104 rating periods. Tommy's headsiche sum during hascline was 16,8 (sd = 25.41).

During the cight weeks of teatment, Tommy expericneed 3 headachies of mikd

intensity and 3 consecutive high intensity headaches associated with a concussion (See
Figure 6). Despite the inchusion of head injury pain in the headache diary ratings.,
Tommy's mean headache frequency over this phiase deereased 1 0.8 (sd =1.16)

headaches per week (1(10) = 8.06, p <001). As i result of the injury, however, the

mean inten;

ty and duration per headaiche episode did not decrense during teatment (M



=d.0, s = 1.26; M = 2.2, sd = 1.47). Tommy's headache sum during treaument was

a significant drop Irom the buseline measure

7.1 (s = 16.6). which represents
0L)=3.288. p < .01)(Sce Figure 7).

“Tommy experienced a few mild head pains during follow-up, but was
headache-free, with a mean weekly headache sum of 0.5 (sd = 1.00); thus, he

ascline (1(6)=3.632, p <05). Based on his weekly
»

maintained his improvement over

improvement of 98.9% from bascline to

ieved a clini

eadache sum, Tommy &
Tollow-up. Tommy's medication use was fow thronghout the program. taking an

eline, A perweek during treatment (due to his

average of 1 dose per week during ba

concussion) and none during the follow-up period.

510 6 nights

“Tonmy did particularly well; he practiced his relaxation exerc

per week and was consistently able to reduce his levels of tension; his mean tension

level was 309 pre-refaxation (sd = 3.02), dropping w0 (.45 post-rel
two weeks of practive data (sd = 0,695 120) = 2.83, p< 05)(See Table 1), Records for

Tommy's final two weeks of relasation practice were mispliced by his mother.
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Discussion

ponse 1o Prog

n

Perhaps the mostimportant finding of this study was the fack of response to

ildren with recurrent headaches. This

the new outpatient pain clinic for young

finding was particulirly surp jonals provided the

s requests from health profes

il impe s for the development of sueh & program, The clinic aceepted medical

ity

rals for @ wial period of 12 months, sending information leters o neurolo

1 pediatricians at the outset of the program, Effort was also made to reach those

children who had not reecived medical attention for their headaches: letters were
written to sehool guidance counsellors, and advertisements were placed in the local
newspaper regarding the clinic. During this time, only 15 children were referied o
the clinic.

“Two explanations may be proposed to explain this lack of response. The Tirst,

aches.

and most obvious, is that few children in the region experience recurrent head

However, past research has led to the estimation that 11% of all children experience

is no intui

headaches regularly and ther ve reason why this population should be

ditferent (Biue, 19623 npait, 1983). The initial request by medical professionals

lor o

viee foeusing in pediatric pain management provides a further argument

insta peneral lick of patients. In addition, the children themselves did not

consider their headaches t be unusual; cach child in the study knew ol at feast one

smate or friend who sulfered from Frequent headaches.

cond, itis possible that misconeeptions regarding pediatric headaches may

have led parents and physicians to underrate the importance of treating this condition,

Although it is now acknowledged that children experience headaches, further

information resulting from pediawic headache research may not be incorporated into

clinical practice: such a time kg

hetween the acquisition of knowledge and its
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practical application is comman in health vesearch. Especiadly esistant o change is

the notion that pediatrie headache is a transieat condition, "Fhe prevailing belief that
children will outgrow their headzie hes, along with the knowledge that the recarient
symptoms are relatively benign and not indicative of organic illness. may lead
physicians o be rather complacent about the need Torintervention, “Training in

tends o reinfor

pediatric: s view: tex thaoks on pediatric medicine are ovganized

fic disea

around speci e entities, giving litde atention o symptom-hased problems

such as pediatric headache (Barlow, 1984).

In addition, the confusion which arding the diagnosis and prevalene

ion headache in childhood means than ehildr ent with

of ter nwha do ot pe

headaches following the ideniifinble pattern of ¢l:

ic migraine may remain

cems o have

nd untreated, despite the evidenee that ension headache

undiagnosed

wiore Favorable prognosis tan migrine in children (Bille. 1962 Koch & Melchior,

1969). 10 was originally thought that children did notexpericnce the tension

headaches common in adults hecause they were notalfeeted by stress and emotional

steait as were adults, This isnosw knowa o be lalse; children do ex perience stress

and emotional strain, 3 studies have contirmed the role of

d epidemiolog

emational issues in pediatric headaches (Barlow, T981), 1 edintric magraines have

been shown to be related to st therefore, itshould not be surprising o realize that

from recurrent tension headaches. Practicing clinicians need

children can also suffes

prevalence data on the various ty pes of headaches experienced by children. Currently

available swdics, such as Bille's classic 1962 work,, have outlined the prevalen

che types

migraine sulferers, but have lumped the remaining nonmigrainous b

into an unspecified "others” ary. Also needed are large-seale stadies outlining

the headache symptoms presented by childien of varying ages, as presenting

ants and very young children suffiering from headiches may differ

symptoms in in
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Tram those of ulder children andadults (Elser & Woady, 1990). Up to dute

ion onthe I ing symptoms, and longevily ol pedi

C

headaches must be disseminated to clinicians in order for available reatment options

1o heused to their potential. - Currently, the need for intervention highlighied by

pediatric headaehe research has not led o treatment options that are readily available

(o parents of these children.

Deseription of Headaches. Children in this study sutfered from headaches
which were of either a migraing or tension type, with one child showing a distinet
combined pattern of hoth ty pes. These children experienced headaches frequently,
usually 4 times per week, and the head pain was gencrally of an intensity which

in activitics.

could not he ignored, bue which would allow the performance of e
“These headaches lasted for approximately one half day.
Environmental Factors, Headaches were most often preeeded by str

od either worry aboutan eventor a particularly hard day

antecedents; parents identil

at sehool as common triggers. Physical antecedents were not as frequent, although

brightlights or loud noises were reported o bring on or add 1o headache pain, a
common complaint of migraine sulferers, Prior w treatment, headaches were most

olten followed by attention or eseape consequenees, Tess frequently by coping

responses or medication use. Common hehaviors used by the childien to deal with

their headaches included telling their parents about their headaches and receiving

comfort, The children did not regularly use coping strategies to help themselves deal

with their he straction,

whes, but the most commuonly used self=help approach ws

to continue with normal activities as Tongas possible. Parents most often tried 1o help

their ehildren by avoiding conflicts and reducing pressures at home or at school.



Medication Use. As agroup. the ehildren experienced headaches with a

frequency that would likely mesit fa ive intervention in a adult

Ty aggr

population. Incon

st none of these children had been preseribed medication for

their headachy

Ithough

ch ehild expericneed at lea

stone incapacitating headache

during bascline which rated the maximum pain inten:

y level on the seale. In
addition, nong of the parents were informed about the appropriate use of

ription pain for theirchild ches. As aresult, an

were used infrequenty and improperly. Parents were very uncomfortable ahout

giving their child analg and tended w use them only when their ehild was in

extreme pain, For migraine headache su in particular, this method of

administration is ine should be used to abort headaches of mild

ective, as analge:

10 moderate intensity, hefore the migraine has fully developed. Ofien, analyy

given during exireme migraine pain do notremain in the system, as many migrine

s willl vomit at this stage of the headache.

“The undermedication of reeurrent pain in these children is not atypical.

all types, and reeent work has determined that this tendency is parti

pr ced in pediatric por Children hospital

I for major surgery reecive

fewer doses of narcotics and nonnarcoties than do adults with simuar

diagnoses(Beyer . DeGood, Ashley & Russell, 1983; Schechier, Allen & Fanson,

1986), and although data are notavailable, it is likel

ly that similar discrepancics in

treatment are found in children with chronic and recurrent pain.,

There are several possible reas.ons for this diserepancy. Until recemtly, it was

questioned whether infants and young children could expericnce pain, duc 1o
incomplete myelinization. Although it is stll unknown whether children and adulls

differ hiologically in the way they perceive pain, siudics investigating infant Facial
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s (o invasive medical procedures all

expressions, cries und physiological respons

report that infants experience pain from birth (Anand & Hickey, 1987; Grunau,

that children and

1990). A second concem for physicians

Johnston & Cra

adults might differ in their metaholism of analgesics: fear of improper dosing may

¢ of not medi

have contributed o the pract ng orundermedicating children.

hown however, that infants and older children metabolize morphine in

arch I

imila

the same way., and that children should be medicated on a per-kilogram hasis
as adults (Dahlswom, Bolme, Feyehting, Noack & Paalzow, 1979).
As this information is not new, it is likely that current reatment practices have

more o do with prevailing attitudes of health care staff towards children in pain.

ans were misinformed about

hive found that both nursing staft’

Survey

analgesies and tended to undermedicate patients (Weis, Sriwatanakul, Alloza,

Weintrauh & Lasagna, 1983). However, other studies suggest that these

misconeeptions e no longer as prevalent, particularly in the younger generation of

. Vair, MeGrath, Unruh & Schourr, [984: Schechter &

health care workers (MeGre

Allen, 1986). However, Schechter and Allen (1986) have found that physicians are
still overly concerned about producing addiction in children through the use of

narcoties for pain, although studies with adults suggest that the risk of addiction

crated with the T use of medication for pain control is iegligible (Porter &

studlies des

Jick, 1980). Unforwnately, thy hed all apply to the treatment of post-

and current

titudes

aperative pain in children, As yet, information on physician:

treatment practices for reeurrent and chronic pediatric pain is unavailable,
Llfects of Treatmen
leadache Symplomatology. As a group, the ehildren participating in this

study showed reductions Tollowing eaument in both the frequency and intensity of



their headaches. The average headache duration did not show any change following

weatment, nor did overall headache sum. “This was not surprising, however, since two

of the 5 children experienced headaches relatively infrequently. As the headache sum
is hased on all 28 inensity ratings per week, subjects with fow headaches have

multiple ratings of Oand only a small proportion of actual headache intens

which results in areduced sensitivity w changes in headache

in that headache duration and headache sum

results have been found in other studi

ntwell-Simmans, 1989: 15

el

often prove o he resistant to treatment (Duckro & €
ctal,, 1992; Richter et al., 1986).

gniticant

On an individual basis, two subjects did not show any statistically

improvement in their headache symptomatology, although only one subjeet was

in

clinically unimproved. The ining three subjects showed changes

headache sum scores which were rated clinically as “much improved”; only one of

ntchange in headache sum seores. “The

these suhjeets showed a statistically signi
two subjects who presented with comparatively low headache frequencies it hascline

were either headuche-free or experienced a single headache during treatment and

subject showed statistically signi

during the follow-up period. The

he sum during treatment and was.

reductions in both headache frequency and hea
headache -free during follow-up.
The subject who was not improved by the treatment program diftered from the

aches more often

1 Rhonda was expericncing I

other children in twa ways,

che sum heing the highest ol the five subjects

and with greater intensity, her hea

carch has Found that patients with very freque

throughout the program. Past res

m, preferring to use their

headaches were less likely to adhere o the treatment progy

headache-free time (o its hest advantage. Rhonda did practice regularly, bt secined

less involved with the exercises than the other children. Second, this child had many




sed besides her reeurrent headaches. She way

other concems that needed to be add

notdoing well in school, was very quictand - withdrawn, extremely clingy and fearful

ol being leftalone. Ofien she was listless during her appoiniments and seemed o

have difficullics concentrating, Learing (o control her headaches seemed more

important to her parents than w her.

Environmental Factors.  Unfx ¥, CHAS data were not available o do

praup analyses of any changes in antecedents or consequences of the children's

cadiches ling with relaxation and stress trining, However,

h's CHAS data helorg

inspection of and alter reatment suggest that p pation

a cognitive-hehavioural treatment program may lead to changes, not only in

0 in the environmental actors surrounding the

headiche symptomatology., bul

ss behaviours, Use ol the CHAS in future studies ol this type may lead

child's sickn

1o a deseription of typical environmental factors surrounding headache events, as well

as serving as i method of treatment eva uation which reflects any increases and /or

decreases in positive coping stratcgics.
Medication Use, One focus of the treatment program was o educate both the

wion. The migraine sufferers

parents and the childeen on the appropriate use of medi

were taught o recognize their particular "warning signs”; all three children with

inguished the

ine type hcaches experienced physical symptoms which

d 1o

Tull-hlown migraine headaches from milder headaehes. They were

s al this time,

e their preferred coping strateg nd o take a preventative dose

af medi nlormation

tion, The two younger children were able to use th

particularly effectively: their parents were much more comfortable with the idea off

small doses of medication as a preventative me ¢ and were willing o trust the

ble

child's judgement of when this was neceszary. The youngest child, Tommy, w:

o enlist his teacher's help in carrying out his coping strategies: aspirin was stored in




desk for him 1o use as needed. Previously, he was given spirin only

the teache:

hes

when his ches were severe, usually just prior o being sent honie.

ation Exerci

As expected, the children were easily able twmaster the assigned relavation

iy 1egularly and all

tnce wits high, the ehildren prcticed 1;

program, Compli
children were able t reduce their tension levels significantly through reasation. One

subject lost the motivation o practice after the seeond week of assignments, He was

not having any headaches and the benefits did notsecnn worth 1t io him, as he was

spending more time practicing than he spent sutfering from headaches. Other studics

have recorded this response from patients experiencing infrequent headaches, the cost
benefit ratio does notseem worthwhile o some patients (Burke & Andrasik, 1989,

Richter et al. 1986).

With a small suhject sample, the quantity and quality of relaxation exercises
could not be related o trestment suceess statisticatly, However, 2l the § subjects

showing large improvements in headache symptomatology reported egular use of

relaxation outside of practice times, as well displaying their own personalized

reises which were developed or use inspecitie plices or

variations on the basic

sitwations. This may suggest that quality of relaxation use is the more important

factor, as all five children showed fairly regular frequencies of practice,

Applicability of program for young childrer
The results ol the present study suggest that young children are able o use

rdache symptomatology. The childien m

cognitive-hehavioural strategies o reduce

mechanisms of their

this study had lile difficulty understanding the physiologi

o desipned o both

headaches and the rationale hehind cognitive-behavioral sirs
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avaid headiche episudes and to cope with headache pain. The four children who

were able to improve their headache symptoms could see how envi I factors

few of their own

could act as riggers 10 their headaches and were able to identily
triggers using their headache diarics.

“The children were generally very compliant in completing their headache
diarics, although two children did not submit follow-up data. The children did not

niiss rating periods, the majority of the weekly records were perfectly done. When

data were missing, entire weekly blocks would he "forgotten” or "lost". although both

wd ehild said the work was done. Similar problems were found in a study by

parent

wd Andrasik {1989).

Parental complianee, by which is meant pursuing referrals o the clinic,

attending sessions and mailing in Tollow-up records, was very poor. Fiflleen

aceeptable v als were made to the pain clinie during the 12 month period. Of

Is hefore

these, only 8 children hegan treatment, representing i 47% loss of referr

ram

treatment was hegun. The majority of parents seemed to feel that the prog
demanded too mueh of their time. Three more childien (209 ) quit soon al'ter

baseline recording was completed, w give a total subject loss of 674%. Although this
s 1 high drop-out gate. it is not uncommon: studies caleutating drop-out rates during

m 27% to 60% . without tking into account

treatment have subject fosses rangin

s (Larsson & Melin, 1986: Larsson , Daleflod etal., 1987;

any loss of original ref

MeGrath et al., TO8S).

treatment; seheduling

Difticulties did notend onee a subject was involyed

prablems and no-shows were i common-place ocewrence with the subjects in this

Lwas o

IN

study. Missed appointments were always rescheduled, but by and large,

appointments.  In addition, parental cooperation

difficult task o maintain reguls

with v ks wais extremely poor. CHAS guestionnaires were not returned for



the follow-up perind, nor were headache diaries in o o a1 questionnaine sent
to the parents of all 15 of the wriginal refemals came back unanswered.

current headache

Poor adherence o treatment prog,

0% of adults and children fail 1o adhere

[or example, studies suggest that

ihed medication regimens (Dunbar, TON3: Packard & O'Connel, 1986),

interventions, which require a greater commitnent in terms of hog

Psychologic:
time and efTort, maty be even mare susceptible to pooradherence by subjects.

Problems with adherence may be related to the age of the patient. When treating

young children compliance is based not only on the child's hebiavior, hut on the
parents as well, Bven in the current program, whieh had minimal parental

involvement, young children were entirely dependent on their parents for

transportation to scheduled appoiniments. Some prageams have found higher deapout

rates for younger children, and have attributed these results o the additional problems

encountered due to parental involvement (Guibert, Firestone, MeGrath, Goodiman
Cunningham, 1990).  Many studics using adolescenis circumvent this problem by
conducting treatment groups within the high school setting, thereby Tacilitating

attendance(Larsson & Melin, 1986; Larsson . Daleflod et al, 19872 Larsson, Melin et

al, 1987). “This may also he the solution  treatment prograus for nursery seiool and

school age ehildren, Treatment packages such as the one used in this progran are

casily conducted in group sessions, and i necessary, nonpsychology staff could e

trained 1o conduct portions of the program. Running a treatment group duting school
hours would eliminate the proportion of non-compliance which can be attributed to

parental Tactors. As an additional honus, exposure w the use of copnitive-hehavioral

children greater Ireedom o use their newly

s in aschool seuting would gi

acquired prevention and/or coping skills during class time.
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“The present study Fell short of its original goals to determine hoth the suceess

with which preadolescent children could use a cognitive-hehavioural program Lo

reduce their headache activity, and (o isolate any symptomatic or treatment-related

ables associated with treatment suceess. Five subjeets completed the treatment

i

program, four of whom evidenced clinically significant treatment gains, These results
suggest that young children are able 1o master the skills of relaxation and stress
management, and may be able o use these skills to trget headache symptomatology.

ale studies are needed to clarify the velative proportion of subjeets

However, large s

helped by o behavioural reatment, as well as to identify any general characteristics off

those ehildren ermed treatment successes.

s and difficultics with parental

“Fhe subject loss. general lack of ref
involvement encountered during the course ol this study highlights the degree o which

h, considerable

recarrent pain in a pediatric population is ignored. In wrms ol r

progress has heen made towards the acknowledgement and treatment of acute v

ience off

procedural pediatric pain. Fewer efTorts have targetted the more common experi

recurrent pain in chifren, but both the present study and past work suggest that

cognitive-hehavioural approaches would e i viable treatment altemative for

preadoleseent children with recurrent headaches, particularly as physicians and parents

e generally reluctant  preseribe medication o this age group. Conducting treatment

al challenges 1o the elinician in terms of

sessions (or this age group present s

of school-based

adherenee and sel

regular i but the

progrims is a promising allernative.,
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Appendix A

Children's Headache Assessment Seale (CHAS)

For this questionnaire, you are o cirele a number from 0 o 6 o indicate how ofien

the situation or event oceurs in relation to your child's headaches. Rating choices are:
0= never

almost never

2 = seldom

hall the time

usually

almost always

0= always
1. My child gets headaches during 01 2 450
or aller unexpected events
2. When my child has a headache, he or she
finds it helpful 10 have a warm drink, a 01 23450
favarite food, or some other treat.
3. My child's headaches require him or her
to come home from school or Jeave class. 01 23456

until they subside.



w

=

jaches tend to oceur on hat days, when

Hea
the weather changes, or when the child is

out in the sun for profonged periods,

My child trics to distract his or her

thoughts a Trom the pain as a way of

dealing with headaches.

My child's headaches respond to aspirin

or other over-the-counter medications,

Headaches aceur when my child hecomes

overexcited about something

Liry t console my ehil { when | learn

that he or she has a headache.

Headaches can keep my ehild fram

completing homework, chors, or lessons.,

. Bright lights o loud noises set ol my

child’s hea or make them worse,

©

8

o

v

IS

9

6



L.

o

=

. My child’s headaches oceus

. My child scems 1o

When a headache starts, my child keeps
on doing what he or she was doing hefore

the headache.

My child takes preseription pain-killers

when he or she has a bad headache,

My child waorri

ahout things.

My child likes o have a back rub. neck

ub, or mass

1o case the headache pain.

. Tiry to reduce the pressures on my child

athome or ot sehool to prevent headaches.

ier cating
certain foods (such as chocolate, chinese

food, or citrus fruits).

ept headaches as any

other hassic in life that can he managed.

My child uses medications o prevent

headaches.

%)

o

ol



19, My chilid sets high standards and is

perfectionistic ahout thing:

20, My child telts me when he or she has a

headache,

21, My child's headaches are so bad that he

or she can't get out of bed in the morning,

22, Vigarats esceeise o sparts activiey

precede my child's headiches

23, “Taking a few deep breaths and thinking
aboutacalin or plessit seene seems o

Dielp my child deal with headaches.

20 My ehild uses preseription medication at
the Tirst sign ol headache o case or

end the pain.

25 Headaches seem v come after one o more

expecially hand days for my child.

I8

1o

%)

[}



20, Whe my child has a headache, Uask where

ithurts, when it started. or i there is

anything ©ean do o help.

27. When my child has a headache, |y 10
avoid arguements, conflicts, or other

e the headache.

things that might agg

28. Hunger or skipping a meal can bring on

headaches,
29. My child secks out activities (such as
physical exercise or going someplice)

when i headache oceurs o make it hetter.

30. Medication seems 1 help in tre;

child's headaches.




Appendix B

Headache Diar

Intensity Ratings

Headache - Tam only aware of itif' ] pay atention to it

2« Headache - but Tean ignore itat times.

- Headache - | ean'tignore it but ©ean do my usual activities.

Headache - 1t is difficult for me o concentrate: Fean only do casy activities.

S - Headache - 1 ean'tdoanything,



Day #1

Day #2

Day #3

Day #4

Day #5

Day #6

Day 47

Headache Diary

Viesk Beginning:

Intensity

Medication

Other Svmotoms

Possible Causes

Lunch

Dinner

Bedlime

Breakfast

Lunch

Dinner

Bedlime

Breakfast

unc

Dinner

Bedtime

Breakfast

Lunch

Dinner

Bedtime

Breakfast

Breakfast
Lunch

Dinner

Bedlime

Breakfast

Lunch

Dinner

Bedtime




Appendix

1. 130 yau have mare than one kind of headache? (i yes, go to #5

For full deseriptions, take histories separately)

©

. When did headaches firs hecome a problem for you?

. When did you first seek medical attention Tor headaches?

b Was the anset of headaches associated with any particulac
physical event or psychosocial event?

. Had you had headaches prior o this time?

. What has heen the history of your headaches?
a. Have there been periods when headaches were more frequent or
less Trequent?
b What was going on then, psychologically and physically?
e Have there heen periods of months or yeers with almost no
headaches?

. What kinds of treatments and diagnostic work have you

recieved fur your headaches?

. What diagnosis have you been given by physicians of your

headaches?

k. What has been the rec

nt frequency of your headaches?



00

5. Deseribe your headache for me in detail,
. Where on your head do they seem 1o start?

b. how do they change over time?

Time cour

Regulirity? (follow o genera) patiern™?)

Desceription of the pain itselt,
Phenomenology? (sensitions, pereeptions, thoughts,

seff-

ements)

¢ How long do they Tast

A What can cause them t stop?

¢ What helps case the pair

I What things make them worse? (coughing, muscle strainmg)
£ What happens during the headache?

- vomiting?

= nius
- sensitivity o light?

- dizzing

= blurred vision?
- tearing eyes? cte.
h. Are they associated with your menstraal cyele?
i. Do they startatany particulr time of the day?
J- Do you have any Kind of warning signs that a headache is

ahout 1o start?

1

K. What Kind of things happen that bring on o headache?



1. What Kinds of thoughts do you have when you know that a

headache is heginning

6. o, When you have a headache, what do you do

b Do your headaches ever

ause youlo go to hed?

Do your headaches ever ause you o Teave school? How
olten?
4. Do you hedlaches ever cause you to slow down or hecome |

elf

e Do youever have 1o forgo activities (Outings, partics)

hecause of your headaches’

1. Can members of your Gamily (parents, siblings) tell when you

ave i headache? Flow ean they ell?

& What dothey dowhen youhave a headache?

- express coneem?
- dlo they offer help?
< do they do things for you?
. Do you do things w try o prevent having headaches?

i ave

o headaches ever imerfered with your life inany

important way"!

7. Thave you eser had any major ilinesses or operations

Al

you ever had any special difficuliies with

a. your eyes! Were headaches

associited inany w

67



b yourears? Were headaches assoctaed iy wig”!

c. your throat? Were headaches associated in any

d. allergi

2 Were headaches associated inany way

9. Are you corrently taking any mcus ations for beadiches

much do they help?

10, Are you taking any other preseripion drugs re guliry?

11 Some kinds of headaches tend o un in families, These nexi questions are about your
ramily's headaches.

a. Docither of your parents

e it problem with headaches?

i yes. were you ever tuld what Kind of headaches

did he/she ever have sick headaches, that is, headaches so

had that hefshe had o go o hed?

. Didany of your

grandparents have a problen with heads

What do you know ahout them?
<. Didany of your auns and uneles ever have headiches?
d. Do your siblings have problems with headaches? Whaido you

Kknow about them?

12, Now Inced some information on your current e situation.
a. Do you have any problems with your purents?

b. Arethere any problems with your siblings”



ve soIne close

€. Doyou
How wany?

[ave there beenany difficultics with friendships?

13, How are you geting along with your school work?

ally with achers)

i Are thereany prohlems? (espe

b, How atre you handling these problem

sure in

Do you feel under a ot uf pre

schou

How?

d. Does this seem related 1o headact

ed now?

14, Have youever been very depressed? Are you depr

15, Have you ever had u problen with aleohol or other drug

()
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Appendix 1D

Ad Hoe Commitiee Classitication of Headache

1. Vascular headaches of the migraine type.

ks of

Recurrenta

nd duration.

ache, widely varied in intensity, frequency

The attack

s are commonly unilateral in onset: are usually associated with anorexia and,

sometimes, with nausy

and vomittings in some are preceded by, or associated with,
conspicuous sensory, motor, and mood disturhances: and are often Gamilial,

Evidence supports the view that cramial avterial distention and dilation &

"
importantly implicated in the painful phase but cause o permanent changes i the

involved vessel. Listed below are particular varieties 1 headache, cich shaning some,

but not neeessarily all, of the above-mentioned le

ures

Classic Migraine. - Vascular headache with shaply defined, transient visual, and

other seasory or motor prodromes or hoth.
Common Migraine. - Vaseular headache without striking prodromes and fess often

unilateral than clas:

i migraines and cluster headaches. Synonyins arc: "aty pical

migraine” or “"sick headehe”. Calling attention 1o certain relationships of this type of

headache o envitonmental, occupational, menstrual, or other variahles are such wrms as:

"summer", "Monday", "weekend”, "relaxation”, "premenstrual

and "menstrual®

headache.

Cluster Headache. - Vascular headehe, predominantly unilateral on the same side,
usually associated with fushing, sweating, hinorhea, and inereased laerimation; brict in
duration and ustally oceuring in closely packed groups scparated by long remisssions,

Hemiplegic Migraine and Optl gic Migraine. - Vascular headache featared

hy sensory and motor phenomena which persist during and afier the headache.
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lache of possibly vascular mechanism, centered

ower-Hall Headaghe. - Hea

primmaily in the lower |

2. Musele Contryetion Headuche.

Ache or sensations of tightness, pressure, or constriction, widely varied in

intensity, frequency, and duration, imes long-lasting, and y
It is associated with sustained contraction of skeletal muscles in the absence of permanent
structural change, usually s partof the individual's reaction during life stress. The

dache

ambiguous and unsatisfactory tenns "iension”, " psychogenic”, and "nervous” hiea
refer laegely to this group,
3. Comhined Headache: Vascular and Muscle Contraction.

Combinations of vascular headache of the migraine type and muscle-contraction

headache prominently coesisting in an utiack.

k. Qther,



Appendis 12

Parent Information Pacl

« participate in

study on the tresament of

pediatric headaches thatis being carried out by Marilyn Hill under the supervision of Dr.
Christine Arlettof the Department of Psychology, Memorial University of
Newloundland. Tunderstand that the treatment program has not previously been oftered
in Newfoundland and is heing evaluzted with the aim of including it into the proposcd
pain clinic 1o be setup inthe Thomas Anderson Centre,

Tunderstand that this is a 15 week progranm which requires extensive recording of
my child's headache symptoms for the duration of contact. I addition, I understand
that Twill be asked questions about the situations and events surrounding my child's
headaches. 1 also understand that participation in the program will requine
approximately 30 minutes of my ehild’s time per day.

It haas been made clear that my anonymity s puarantecd and that pasticipation in
the study is completely voluntary. As such, Fmay withdraw atany time. [ have heen
informed thatany questions regarding the study may he direeted at Marilyn Hill (747-
8792) or Dr. Arlett (576-6547). Any complaints about the study may he discussed with
Dr. Ross, acting head of the Department of Psycholopy.

My signature helow indicates that [have read this Tormcompletely and e 16
participate in this experiment.

& L2 e

Date




Appendix F

Dear .

Your paticnt, 2 has been referred o the

behavioural treatment progrm for pediatric headaches at has heen set up at the Dr.

Thomis Anderson Centre. The headiche treatment being offered is a sixteen week

program of training in both relaxation and stress management procedures, an outling of
which has been included inthis package. “The teaiment has been shown to be effective for

ehildren aged twelve and older and is now heing extended to @ younger

e group. During
the course of treatment we require that vur clients discontinue any prophylactic

medications, although analgesic nse will notbe restricied,

Prior o beginning our program we request that cach client see hisfher family doctor
Tor a general cheek-up. The weason for this is two-Told: first, we wish to ensure that cach
client is physically sound and that they have the consent of their family doctor W participate

in the program, and second, we wish to have a medical diagnosis of the headache type

sulfered by your patient. Included with this form s the Ad Hoe Commiitiee Classification
o Headache whichis being used inour progem, it would be gready appreciated if you
could inform us of your diagnosis using the abovementioned guidelines. If you have any

yuestions regarding the program, please do not hesitate w contact me at 737-8792 or hy

feaving  message at the D, Thomas Anderson Centre (576-6547),

Sincerely.

Marilyn L. Hill



Outline of Treatment Sessions

W nduction
- colleetion of information on headache symptoms.
- deseription of headaches & the role of stress

= purpose of the program

- assigned exereise:

- introducing the headache diary

weeks 2,3 4

- haseline headache activity

weeks 56789, 10,11,12; Treatment
- hecoming aware of stress

- stress und positive thinkir

- reluxation
- negative thoughts and unrealistic beliels
- imaging to control stress & lessen pain

- preparing for an upcoming stiessful event

- problem-solving

- four stag

es for handling a headache
- other teehniques For dealing with headaches e, attitude)

- conclusion

weeks 13, 14,15 & 16: Follow up



Physician's Consent Form

{ R——— have inced my patient,
= - . iorder o determine his/her suitability for inclusion in
the headache treatment progream being offered by the Dr. Thomas Anderson Centre, | feel that

he/she may /i

y ot (please cirele) safely participate in the program at the present time, A briel’

1gnosis is outlined helow:

descripiion of his/her headache di

Signature

Date




Appendis G

Qutline of "I

week 1z Introduction

aine & the role of stress

- description of mig
- purpose of the program

-~ assigned e

ses

- introducing the headache ¢

- hascline headaiche activity

week S: Treaiment / Ch

e |
< hecoming awaire of siess
- hasic relaxation exercise

week 6: Tregtment / Chaprer 2

s & positive thinking
= hecoming aware of & changing negative thoughts
- thinking positively during a headache

- relaxation

week 7: Treaiment / Chapter 3

= negative thoughts & unrealistic heliers

- identilying & changing unrealistic belicls

- relaxation without wnsion

week 8: Treatment / Chapier -

tention focusing

= thought stopping



- relaxation without fension
wnent / Chapter S

- imaging o control stress & lessen pain

week

= mental games
- preparing for an upcoming swressful event

- relaxation using imagery

week 1, Treatnent / Chapler 6

< ASSCTHVUNICSS VS, PIssiven

refusing

atnent ) Chapler 7

- problem-salving

tion without the tape

week | atment £ Chapter §

< four stages for handling a headache




Appendin 11

Relasation Home Assignient

Before Practice Alter Practice
“Tension level Tension level
--> 10 0 =10
none highest none tiphest

Duy |

Day 2

Day 3

Day 4

Day

Day 6

Day 7
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Appendix |
Question,

“The Dr. Thomas Anderson Centre is presently conducting a survey o evaluate the

e presently being offered ¥ children with recurring headehes. Inaddition to

progi

questioning the familis who participated in the prog lso interested in the familics

mine, we e

who expressed interest in the clinie. but who decided notto have their child attend. Our purpo

duing this is o improve aur existing programme hy discovering why you felt the elinic was not
appropriate for your ehild, “The following questionnaire asks questions about features of the

as well as about your child's headaches.

¢ found wnappealin

program which you might ha

vice Tor Children with recarrent

ank you in advanee for your help in improving our se

headaches,

Please answer yes or no to the fullowing statements about the program.

1L Trelt the program was too long. yes  no
2. 1did not think the treatment sounded right for my child.
yes  no

3. My child wats to busy o atiend the clinic every week.

yes no



4. My child was notinierested 1 the program

oy
5. My child was put on medication for the pain.

yes
6. My child’s headaches improved suddenly. You
7. My doctor advised us not W participate in the progrant.

yes
8. Fwas notable w bring my child 1o the clinic onee a week.

yos

9. Keeping daily headache diaries would have taken o much time.

yos

10, L did not feel Tshould have to take my ¢hild o the doctor for another checkup

yes o no

11, 1 have been wld that my child will grow out ol his/her headaches.

yes  no

12, Other reasons (please describe):

no

no

no

no

no

no

S0



Appendis 3
Kelative Poteney of Headache D

N

i

APC Darvon
Alka Seltzec Fiorinal
Anacin Darvocet N
Aspirin Dolene
Buferin Soma

Persistin
Phenaphen
Robaxisal
Sinutab

Tylenol

Vanquish
Corincidin D
Conncider
Arhritic Ascription

Percogesic
Rondec

3 4
Cafergot Codeine
(Cafregon) Empirin Compound
Cynergen (with Codeine #3)
Flexeril Leratine
Librium Ponstel

Talwin

Percodan
inderal Tylenol lil
Tranxene {with Codeine)

Empracet

Tylenol IV

(with Codeine)

Seconal

Demerol Dilaudid Morphine
uvaine
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