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CHAPTER I
INTRODUCTION

The role of psychosocial stress in the etiology and/or
maintenance of chronic headaches has been long recognized in
the clinical literature (Anderson, 1980; Diamond and
Dalessio, 1992).

Clinical observations and surveys suggest

that approximately 50% of migraine headaches and up to 80%
of Tension-type headaches may be exacerbated by life stress
(Anderson, 1980; Friedman, 1979).
During the last decade several studies have examined
the relationship between life stressors and Migraine or
Tension-type headaches (Andrasik and Holroyd, 1980;
Andrasik, Blanchard, Arena, Tenders, Teevan, and Rodichok,
1982; Ivernizzi, Gala, and Sacchetti, 1982; Jensen, 1988).
However, the results of these studies have been somewhat
discouraging, since no significant differences have been
found in the number of major stressful life events
experienced by chronic headache sufferers and normal
controls.

One major limitation of these studies has been

their tendency to rely solely on measures of major life
events (e.g. divorce or death of a loved one) as indicators
of the amount of stress experienced by chronic headache
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sufferers .

Lazarus and his colleagues (Delongis, Coyne,

Dakof, Folkman, and Lazarus, 1982;

Kanner, Coyne, Schaefer,

and Lazarus, 1981; Lazarus and Folkman, 1984) have
demonstrated that other minor, yet more common life
stressors or ''daily hassles", may actually be better
predictors of health and psychological outcomes than major
life events.

Two recent studies have addressed this issue

by comparing the differential impact of major life events
and daily hassles on headache symptomatology (De Benedittis
and Lorenzetti, 1992a; Holm, Holroyd, Hursey, and Penzien,
1986) .

De Benedittis and Lorenzetti (1992a)

found that

chronic headache patients reported significantly higher
frequency and intensity of daily hassles, but not major life
events, than a control group.

In addition, they found

significant differences among the various headache groups,
with Tension-type and mixed headache sufferers experiencing
higher frequency and intensity of daily hassles than
Migraine headache patients.

Furthermore, the frequency and

intensity of daily hassles were significantly correlated
(i.e., positively) with the frequency and intensity of
headaches reported by chronic headache patients.
al.

Holm et

(1986) reported similar results using a sample of
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college students complaining of recurrent Tension-type
headaches.

Although they did not find any significant

differences in the number of major life events reported by
Tension-type headache subjects and headache-free controls,
subjects in the Tension headache group reported
significantly higher numbers of daily hassles than the
control group.

In addition, Holm et al.

(1986)

found that

the recurrent tension headache group evaluated the stressful
events they experienced as being more severe and tended to
use less adaptive coping strategies than controls.
It should be noted that both of these studies used the
original 117-items Daily Hassles Scale (DHS) developed by
Kanner et al.

(1981) to quantify the degree of stress

reported by headache sufferers.

However, the DHS has

received considerable criticism since many of the items in
this instrument may be confounded with psychological and/or
health outcomes.

For example, Dohrenwend, Dohrenwend,

Dodson, and Shrout (1984) asked a group of clinical
psychologists to examine the item content of the DHS.

These

experts determined that at least one third (37 items) of the
items in the DHS may in fact represent symptoms of
psychological disorders (e.g., anxiety or depression). Thus,

4

any relationships found between the DHS and measures of
psychological and health outcomes (e.g., headaches) should
be interpreted with caution, since these associations may be
spuriously inflated.
Current cognitive stress theory emphasizes the role of
cognitive appraisals and coping strategies as critical
mediators in the stress-outcome process (Lazarus and
Folkman, 1984) .

Cognitive appraisals have been generally

defined as the process by which a person determines or
evaluates if anything is at stake in a stressful encounter
(primary appraisal) or if he or she has the necessary
resources to prevent or overcome harm in a stressful
situation (secondary appraisal) .

Secondary appraisals may

directly influence the choice and variety of coping
strategies utilized by an individual in a given stressful
situation.
Coping refers to a multidimensional process involving
cognitive and/or behavioral attempts to mitigate the effects
of stressful situations.

Lazarus and Folkman (1984) have

identified two major functions of coping:

(1) changing the

stressful situation in order to end or reduce threat or
damage (problem-focused coping) and (2) attempting to
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regulate emotions during stressful encounters (emotionfocused coping) .

Previous stress and coping research has

shown that most people engage in both forms of coping to
deal with stressful encounters (Folkman and Lazarus, 1985)
In addition, personality characteristics such as traits and
beliefs about oneself and the world are believed to
influence both appraisal and coping processes (Fleischman,
1984; Folkman, Lazarus Gruen, and DeLongis, 1986).
Two personality characteristics that may play a central
role in appraisal and coping processes are the constructs of
Positive and Negative Affectivity (Ben-Porath and Tellegen,
1990; Bogler, 1990; Watson and Clark, 1984; Watson, 1990)
Watson and Clark (1984) described the concept of Negative
Affectivity (NA) as pervasive dispositional tendency to
experience negative emotional states.

Individuals high in

NA tend to experience high degrees of discomfort and show
general dissatisfaction with the various aspects of their
lives.

They also tend to dwell on their mistakes and

shortcomings and tend to focus on the negative aspects of
others.

Watson (1988)

indicated that in fact,

"high NA

individuals may view their lives as a series of stresses or
hassles, regardless of what actually happens to them."

(p.
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1028).

Watson and Pennebaker (1989) administered the DHS, a

NA scale and various health inventories to a group of
college students.

These investigators, demonstrated through

multiple regression analyses, that most of the association
between daily hassles and health symptoms could be explained
by scores on the NA measure.

In addition, they suggested

that the anxiety and hyper vigilant perceptual styles
associated with NA may make high NA persons more sensitive
to pain (e.g., head pain) and other physical symptoms
(Watson and Pennebaker, 1989).

In contrast to high NA

individuals, low NA individuals are characterized as
relaxed, calm, and more satisfied with themselves and their
lives.
Positive Affectivity (PA) is a construct that is fairly
independent from Negative Affectivity and reflects general
levels of energy and engagement with the environment.
Individuals high in PA tend to be more enthusiastic,
mentally alert, lead happy and interesting lives and are
generally more physically active than individuals who score
low on measures of this construct (Watson and Clark, 1984).
Although PA has received less empirical attention than NA,
Watson and Pennebaker (1989) have stressed the need to
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assess both dimensions since they tend to be orthogonal in
nature and may tap into different aspects of stress and.
distress.
Negative Affectivity may play a central role in
determining the appraisals and coping strategies used by
chronic headache sufferers during stressful encounters.

In

the study of stress and tension-type headaches cited
earlier, Holm et al.

(1986) concluded that "recurrent

headache sufferers have a general tendency to perceive
stressful events as more distressing and disturbing
occurrences than do controls." and that "headache sufferers
compound their distress by perceiving stressful events more
negatively."(p. 165).

Perhaps this tendency to perceive

stressful events as more negative and distressing can be
explained by NA, since recent studies have found that
headache sufferers tend to score higher on measures of NA
than normal controls (De Benedittis and Lorenzetti, 1992b;
Kentle, 1989; Kentle, 1990).
The relationship between NA and coping has received
little empirical attention in the stress literature.
However, some studies have generally found that people high
on NA tend to use ineffective, emotion-focused coping
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strategies such as Wishful Thinking and Self-Blame (Bolger,
1990; Mccrae and Costa, 1986; Felton and Revenson, 1984}.
Bolger (1990) has suggested that the use of these
ineffective coping strategies may further explicate why high
NA individuals are so reactive to stress.
A recent study by Ehde and Holm (1992) assessed the use
of appraisal and coping strategies in a college sample of
migraine and tension-type headache sufferers.

These

investigators found that migraine and tension-type headache
subjects relied more on Wishful Thinking and Social
Withdrawal as ways of coping with stressful life events,
than did headache-free controls.

Similarly, migraine

subjects tended to use more problem avoidance as a coping
strategy than headache controls.

No significant differences

were found between migraine and tension-type headache
subjects in terms of the coping strategies they used to cope
with major stressful life events.

One limitation of this

study is that the subjects in this sample were relatively
young.

The coping patterns identified in their sample, may

differ from those used by older and perhaps more chronic
clinical samples. These results need to be replicated in an
older clinical sample of chronic migraine and tension-type
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headache subjects, responding to daily hassles rather than
major life events while controlling for NA and PA.
Another personality construct that may play an
important role in the stress-appraisal-coping relationship
among headache sufferers is the concept of Locus of Control
(Rotter, 1966; Wallston and Wallston, 1978).

This refers to

the extent to which individuals believe that the occurrence
of events (e.g.,

headaches)

is within his or her control

(i.e., Internal Locus of Control) or that the occurrence of
events are a product of chance or fate
of Control) .

(i.e., External Locus

In addition, some individuals may believe that

the occurrence of events may be under the control of
powerful others (e.g., physicians).

These attributional

styles have been often associated with different types of
coping strategies and adjustment measures.

For example,

external (chance) locus of control has been associated with
the use of inadequate coping strategies (e.g., diverting
attention from pain or praying) among chronic pain patients
(Crisson and Keefe, 1988) .

External locus of control has

been found to correlate positively with depression, pain,
and psychological distress (Rosenstiel and Keefe, 1983) .
recent study investigating

A
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the role of Health Locus of Control and coping with chronic
pain (Buckelew, Shutty, Hewett, Landon, Morrow, and Frank,
1990), found that individuals scoring high on internal locus
of control relied more often on Information seeking, SelfBlame, and Threat Minimization as ways of coping with pain
than those who scored high on external (powerful others)
locus of control.
Martin, Holroyd and Penzien (1990) developed the
Headache-Specific Locus of Control Scale (HSLC) and found
positive correlations between each locus of control
dimension and various outcome measures on a college sample
of chronic headache subjects.

Individuals who scored high

on internal locus of control showed a preference for selfregulation treatments (e.g., relaxation training).

In

contrast, these investigators found external (chance) locus
of control to be significantly correlated with symptoms of
depression, somatic complaints, increased physical
disability and the use of Catastrophizing as a method for
coping with pain.

These results need to be replicated using

an older clinical sample, since age differences in Health
Locus of Control have been reported with other pain
populations; with younger individuals reporting a stronger
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Internal attributional style (Buckelew, et al., 1990).
In addition, the role of Negative Affectivity was not
assessed in this study which may account for the pervasive
use of Catastrophizing as a primary form of coping among
headache sufferers.

Purpose of the Study
The primary aim of this study is to examine the role of
PA, NA, Locus of Control (i.e., internal and external locus
of control) and coping strategies in the relationship
between stress (i.e., daily hassles) and headache
symptomatology (i.e., headache frequency and headache
severity).

Additionally, this study will explore the

relationship of affectivity, and locus of control.
Three possible models that may account for the
influence of NA, PA, Locus of Control and coping strategies
(problem-focused or emotion-focused ) on the relationship
between daily hassles and headache symptomatology will be
tested in the present study.
The first model to be tested will be a mediating model,
in which Negative Affectivity serves as a mediating variable
in the relationship between daily hassles and headache
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frequency and severity.

According to Baron and Kenney

(1986), a variable operates as a mediator "to the extent
that it accounts for the relation between the predictor and
the criterion"

(p. 1176).

In this model high NA individuals

will be expected to report more hassles and experience a
higher frequency and severity of headaches.

In addition,

the mediating effect of external locus of control in
explaining the relation between hassles and headache
symptomatology will be examined.
The second model to be tested will have Positive and
Negative Affectivity as a moderator variable.

A variable is

considered to be a moderator when "it affects the direction
and/or the strength of relation between an independent or
predictor variable and a criterion or variable"
Kenney, 1986, p. 1174).

(Baron &

In this model the relation between

daily hassles and headache symptomatology will be stronger
for high NA than low NA.

That is, under high levels of

stress high NA will exacerbate headache symptoms while low
levels of NA will mitigate the impact of stressors or daily
hassles (i.e., reduced headache frequency and or severity).
The third model is an additive or direct effects model
in which Daily Hassles, Negative Affectivity, Positive
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Affectivity, Locus of Control and Coping strategies will be
significant predictors of headache symptomatology.

That is,

each predictor variable will have a main effect on the
dependent variable and add independent variance in the
prediction of headache frequency and severity.

Secondary Questions
In addition, the following secondary questions will be
examined:
1.

What is the role played by PA in the relation

between daily hassles and headaches?

It is predicted that

positive affectivity will be negatively correlated with both
daily hassles(i.e.,number and severity) and headaches (i.e.,
number and severity) .
2.

What is the relation between the constructs of PA

and NA as measured by the Positive and Negative Affectivity
Schedule (PANAS) and internal/external locus of control as
measured by the Headache-Specific Locus of Control Scale?
It is predicted that NA will be positively correlated with
external locus of control while PA is expected to correlate
positively with internal locus of control.
3.

How does NA and PA relate to the various types of
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coping as measured by the Ways of Coping Questionnaire
(e.g., emotion-focus coping or problem-focused coping)?. It
is predicted that NA will be positively correlated with
emotion-focused coping while PA will be positively
correlated with problem-solving coping.
4.

What is the relation between locus of control and

coping strategies?

Are individuals high on internal locus

of control more likely to use more efficient ways of coping
then those with an external locus of control?

Internal

locus of control is expected to correlate in a positive
direction with problem-focused strategies and external locus
of control to be predictive of emotion-focused coping
strategies.

CHAPTER II
REVIEW OF THE LITERATURE

The purpose of this study is to evaluate the role of
personality traits, such as, negative and positive
affectivity and locus of control in the stress-coping
process and the experience of chronic headaches.

This

review will first focus on the recent developments in stress
theory.

Second, a review of the pertinent literature on

negative affectivity and it's relationship to stress and
headaches research will be presented. Third, the construct
of locus of control and its relationship to stress and
headaches will be reviewed.

Finally, a brief review of the

relevant literature on coping strategies and the role they
play in the stress process and adaptation to pain/headaches
will be discussed.
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The Stress Concept
The formal study of the stress phenomenon can be traced
back to the work of Cannon (1929) who conducted research on
the disturbances in the tissue systems and Selye's (1936,
1956) description of the body's response to environmental
and psychological stressors through what he called the
General Adaptation Syndrome.

The study of physiological

stress was later expanded to the study of psychological
factors affecting the stress response (Lazarus, 1966).
Despite these developments, the stress field has been
strongly criticized because of the confusion that has
prevailed with regard to the conflicting definitions of the
term "stress" used by various authorities in the field
(Mason, 1975).

While some investigators have used this term

to describe a physiological response (Cannon, 1929) .

Others

have viewed stress as antecedents or noxious environmental
demands (i.e., stressors) to which the organism is required
to respond (Seyle, 1956 & 1976). Some authors (Lazarus &
Folkman, 1984) Have suggested that the reason for a lack of
consensus regarding the definition of stress, is that this
phenomenon is quite complex and in need of a broader
definition. For example, any definition of stress that is
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based on physiological responses of the organism runs into
the problem of explaining why the same physiological
response (e.g., increased heart rate) can also be found in
non-stressful situations.

Similarly, situation or

environmental stimulus-based definitions are somewhat
incomplete since these events (e.g., life events) may be
perceived differently by different individuals (Mason,
1975).

During the last decade or so, Lazarus and Folkman

(1984) have attempted to remedy this state of confusion by
refining and expanding the concept of stress.

They proposed

a transactional model in which stress is defined as "a
particular relationship between the person and the
environment that is appraised by the person as taking or
exceeding his or her resources and endangering his or her
well-being"

(p.19).

This definition takes into account the

role of individual difference in the appraisal of
environmental events while including both stimulus and
response components of previous conceptualizations of this
concept.
One type of stressor that has been extensively
investigated in the stress literature is major life events.
This work was pioneered by Holmes and Rahe (1967) and
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resulted in an enormous amount of studies which reported
significant positive relationships between major life events
and a variety of physical and psychological disorders
(Dohrenwend & Dohrenwend, 1974).

This approach however, has

been strongly criticized on both methodological and
theoretical grounds (Rabkin & Struening, 1974; Tausig,
1982) .

For example, in their extensive review of the

literature, Rabkin and Struening (1974) observed that the
relationship between major life events and health outcomes
reported in these studies were very small; with correlations
ranging from .12 to .30.

They concluded that contrary to

earlier claims and despite their popularity in stress
research, life events had very little significance in the
prediction of illness or health outcomes.

More recently,

other investigators have focused on the study of minor life
events as predictors of health and psychological outcomes
(Perlin and Schooler, 1978; Delongis et al., 1982).

Lazarus

and his colleagues (Delongis, Coyne, Dakof, Folkman, and
Lazarus, 1982; Kanner, Coyne, Schaefer, and Lazarus, 1981;
Lazarus and Folkman, 1984), have compared the predictive
value of life events and what they called "daily hassles"
and they found daily hassles to be better predictors of
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somatic and psychological outcomes than major life events.
One of the key components of current stress theory ·is
the individual's cognitive appraisals of a particular event
(e.g., daily hassles).

According to Lazarus and Folkman

(1984), during a stressful encounter, the individual engages
in two forms of cognitive appraisals (i.e., primary and
secondary appraisal) .

During the primary appraisal the

individual examines or evaluates the situation and
determines if the situation is 1) irrelevant (i.e., nothing
is compromised in the transaction), 2) if the situation is
benign-positive (i.e., the encounter is seen as positive),
or 3) the situation is perceived as stressful.

Stressful

appraisals include the potential harm or loss involved in
the transaction, threat to the individual's well being
(i.e., harm or losses that are anticipated) or perception of
the event as a challenge.

The difference between a threat

and a challenge is that challenge appraisals involve some
potential gain or growth and they are associated with
excitement and pleasurable emotions.

Nonetheless, both

types of appraisal lead to mobilization of coping resources
and efforts.

Lazarus and Folkman (1984) note that threat

and challenges are not mutually exclusive and that in fact,
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some events (e.g., job promotion) may be considered as both
a challenge and a threat by an individual.
During secondary appraisal the individual engages in a
complex evaluative process that involves, 1) an assessment
of which options/resources are available, 2) evaluating the
potential efficacy of a given option and, 3) whether the
individual feels capable of applying that particular coping
strategy.

These two last forms of appraisal are parallel to

outcome expectations and self-efficacy beliefs described by
Bandura (1977) .

There are several external factors that may

influence appraisals, such as, environmental or situational
conditions (e.g., timing, ambiguity).

Other factors that

may influence appraisals are more related to individual
characteristics, such as, previous experience with the
event, as well as more enduring personality traits that are
characteristic of a given individual (Folkman, 1984).
Another important component of the stress process
described by Lazarus and Folkman (1984) is the concept of
coping.

Coping refers to " constantly changing cognitive

and behavioral efforts to manage specific external and/or
internal demands that are appraised as taxing or exceeding
the resources of the person"

(p.141).

Coping is a
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multidimensional process, but in general,

two major types

of coping have been identified in the literature;
focused coping and Emotion-focused coping.

Probl~m

Problem-focused

coping refers to action taken by the individual to remove or
change the source of stress (e.g., problem-solving
strategies) . Emotion-focused coping· involves cognitive and
behavioral attempts to reduce or regulate the emotional
reaction to potential stressors (e.g., distancing or wishful
thinking) .

Both types of coping are used by most

individuals during a stressful encounter and they may be
equally adaptive at various stages of the stress process.
Additional distinctions and classifications of coping
strategies have been proposed in the literature. These will
be discussed in a later section of this review.

Negative Affectivity. Stress. and Headaches
The concept of Negative Affectivity (NA) was first
introduce by Tellegen (1982) and later defined by Watson and
Clark (1984) as a mood-dispositional dimension that reflects
"pervasive individual differences in negative emotionality
and self-concept"

(p.465). The NA construct has been

conceptualized as different personality constructs, such as,
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neuroticism, trait anxiety, social desirability, and general
maladjustment.

In fact,

in their extensive review of the

literature, Watson and Clark (1984) found consistent high
intercorrelations among measures of neuroticism, trait
anxiety, self esteem, ego strength, depression and
maladjustment and concluded that these instruments tap a
single construct (i.e., NA).

Watson and Clark (1984) also

concluded that high-NA individuals (i.e., in contrast to
low-NA individuals) are more likely to experience distress
and dissatisfaction with their lives. They are also more
likely to dwell on their shortcomings and failures, as well,
as those of others.

High-NA individuals have a tendency to

perceive their lives as a series of stresses even in the
absence of overt stressful events.

Low-NA individuals in

contrast, are more secure, content and satisfied with
themselves and the world in general.
Positive Affectivity (PA) is a construct that is
independent from NA and reflects general levels of energy
and pleasurable engagement with the environment.
Characteristics of high-PA individuals include a sense of
enthusiasm, high levels of activity and enjoyment, and in
general, more satisfied with their lives.
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Negative Affectivity has been identified as a major
confounding factor in the relation between life stressorp
(e.g., daily hassles) and self-report measures of health
outcomes (Mccrae & Costa, 1986; Watson & Pennebaker, 1989)
For example, Mccrae and Costa examined the influence of
neuroticism (i.e., NA) on coronary heart disease and
reported that neuroticism seems to be highly correlated with
self-report measures of health complaints but not with
objective measures of the disease.

Watson and Pennebaker

(1989) reported further evidence of the confounding effect
of NA in the relation between daily hassles and three health
complaint scales.

In a sample of 167 college students, they

reported significant correlations ranging from .31 to .36
between frequency and intensity of daily hassles and the
three measures of physical symptoms.

In addition, the

authors found significant correlations between both hassle
scales and a measure of negative affectivity (ranging from
.34 to .43).

Finally, the three physical symptoms scales

were significantly related to NA (average r=.42).

Based on

these results and subsequent regression analyses, Watson and
Pennebaker concluded that negative affectivity accounted for
most of the correlation between daily hassles and health
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complaints.

Rawilson and Felner (1988) administered the

Hassles Scale, a negative affectivity measure and a physical
symptoms inventory to a sample of 682 adolescents.

They

factor analyzed the data and showed significant
intercorrelations among all three variables suggesting the
existence of an underlying dimension (e.g., NA).
Given the intercorrelations often found among stress
inventories, subjective measures of somatic complaints and
Negative Affectivity, Watson and Pennebaker (1989) have
proposed that perhaps these three aspects of the stressdistress relationship may reflect a core dimension they
called somatopsychic distress.
With regard to the association between NA and coping,
only a few studies have been reported in the stress
literature.

In general, however, it has been reported that

people high on NA tend to use ineffective, emotion-focused
coping strategies such as Wishful Thinking and Self-Blame
(Bolger, 1990; Mccrae and Costa, 1986; Felton and Revenson,
1984) .
Several investigators have examined the relationship
between Neuroticism (i.e, NA) and headache symptomatology
(Kentle, 1989; 1990; Philips, 1976; DeBeneditti &
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Lorenzetti, 1992) and have generally found a positive
association between the two variables.

Kentle (1989)

studied the relationship between headache symptomatology and
various personality factors including Neuroticism in a
sample of 400 undergraduate college students.

The only

personality construct that was consistently positively
correlated with headache symptoms was Neuroticism as
measured by the Neuroticism scale of the Eysenck Personality
Inventory.

It should be noted however, that the sample used

in the study may not be representative of clinical headache
samples.

Philips (1976) reported no significant mean

differences in Neuroticism in their sample of 68 headache
sufferers and norms of the Eysenck Personality Inventory.
However, when the sample was sub-divided by gender, their
female subjects scored significantly higher in Neuroticism
than the norms from the Eysenck Personality Inventory.
Philip and Jahanshahi (1985) administered the McGill Pain
Questionnaire, the Eysenck Personality Inventory and the
Wake Field Depression Inventory to a sample of 360 migraine
sufferers and found significant positive associations
between Neuroticism and the sensory and affective scales of
the McGill Pain Questionnaire.

26
In a study of stress, and personality patterns of
chronic headache sufferers, DeBenditti and Lorenzetti (1992)
investigated the relationship between daily hassles and the
three Neuroticism scales of the MMPI.

The authors reported

higher MMPI scores on the Neuroticism scales among the
headache subjects than headache-free controls.

In addition,

they found that individuals reporting higher frequency and
severity of daily hassles appeared to be more depresses and
anxious than those reporting low levels of stress.

These

investigators concluded that depressed mood and anxiety may
account for a "third intervening variable" in the
relationship between chronic headache and life stress.
Although the above studies suggest a potential association
between negative affectivity, headache symptomatology, and
life stressors, further research is needed to determine the
nature of those relationships.

Locus of Control. Stress. and Headaches
The locus of control construct was introduced by Rotter
(1966) and evolved from his earlier work on social learning
theory (Rotter, 1954).

Social learning theory proposes that

through reinforcement contingencies, an individual learns to
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discriminate behaviors and their outcomes and develops
generalized beliefs about the future

(i.e., expectancies)

These generalized expectancies are what underlies beliefs in
locus of control.
In general, individuals with an internal locus of
control orientation believe that the occurrence of events
and reinforcements are within their control.

In contrast,

individuals with an external locus of control belief expect
events and reinforcers to be controlled by external forces,
such as, luck, chance, or powerful others.
Initially, locus of control was conceptualized and
measured as a unidimensional construct along a continuum of
Internality-Externality.

However, more recently evidence

that supports viewing locus of control as a multidimensional construct has been accumulating (Levenson, 1973,
1978; Wallston & Wallston, 1978).

Levenson (1973)

found

through factor analyses that the locus of control construct
may be composed of three factors,

Internality, Externality

(chance), and Externality (powerful others) .
Some authors have suggested that personality
characteristics, such as, locus of control may play an
important role in both the primary and secondary appraisals
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of the stress process (Cohen & Edwards, 1988).

It has been

hypothesized that individuals with high external locus of
control are more likely to perceive challanging situations
as threatening and may see themselves as not having adequate
resources to cope with stressful situations.

In contrast,

individuals with a high internal orientation are expected to
appraise potential stressful events as controllable and have
a greater sense of mastery or confidence about their coping
resources (Lefcourt & Davidson-Katz, 1991).
Studies examining the role of locus of control in the
appraisal and response to stressful life events have
reported conflicting results (Mannick, Hinrichson, & Ross,
1975; Johnson & Sarason, 1978; Kobasa, 1979).

For example,

Manuck, Hinrichsen, and Ross (1975) found no significant
differences between internals and externals in level of
anxiety or help-seeking behavior when confronted with
various stressors.

On the other hand, Johnson and Sarason

(1978) found that significant correlations between negative
life events and measures of anxiety and depression were more
prominent among individuals classified as externals.
Similarly, Kobasa (1979), in a study of business executives
reported that individuals who exhibit a high stress-high
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illness association scored high on external locus of control
when compared to those who showed high stress-low illneS$
correlations.
A number of studies have found evidence that internals
tend to use more adaptive/effective coping strategies than
externals when confronted with stress.

In a study of nurses

undergoing training, Parker (1984) investigated the
relationship between stressful experiences, locus of
control, and coping.

The results of the study showed

significant differences between nurses classified as
internals and those classified as external with regard to
their coping styles.

Internals used more active problem

focused coping while externals relied more on emotionf ocused strategies, such as, suppression.

Similarly,

Solomon, Mikulincer, and Avitzur (1988) conducted a study
with Israeli soldiers and examined the association between
locus of control and coping with post-traumatic stress.
Internal locus of control was found to be negatively
correlated with intensity of post-traumatic stress symptoms,
Externals were more likely to report a variety of stress
disorders.

In addition, individuals classified as externals

were more likely to use emotion-focused coping,and this type
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of coping was in turn positively correlated with the
severity of post-traumatic stress disorders.
A similar pattern in the relationship between locus of
control and coping among general pain and headache samples
has been reported in the literature(Crisson & Keefe, 1988;
Martin, Holroyd, & Penzien, 1990; Buckelew, Shutty, Hewett,
Landon, Morrow, & Frank, 1990).

In a sample of chronic pain

patients, Crisson and Keefe (1988) reported

significant

positive correlations between external locus of control and
ineffective coping strategies, such as, diverting attention,
wishful thinking, and praying.

In contrast, individuals

with an internal locus of control used more active coping
and problem solving to deal with chronic pain.
Martin, Holroyd, and Penzien (1990) administered the
Headache-Specific Locus of Control Scale and several
measures of physical disability and mood outcome measures to
a group of chronic headache patients.

They found

significant positive correlations between external locus of
control scales (i.e., chance and health professional scales)
and maladaptive coping strategies and over reliance on
medication.

In contrast, individuals scoring high in the

internal locus of control scale reported more reliance on
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self-regulation techniques.

One interesting finding of this

study was that despite differences in coping, both internal
and external (chance) locus of control scales were
significantly positively correlated with measures of
depression, physical symptoms, and physical disability.
The notion that individuals high on locus of control
are more adaptive and flexible than those scoring high on
measures of external locus of control has generally been
supported in the literature.
by Martin et al.

However, as noted in the study

(1990) extreme internality may also be

associated with high levels of distress.

Some authors

(Phares, 1976) have argued that both extreme internals and
extreme externals may be equally vulnerable to the impact of
stress and that perhaps extreme internals may be overwhelmed
with an extreme sense of responsibility that they may
experience high levels of anxiety and depression.
Antonovsky (1979) suggested that individuals with an
extreme internal locus of control tend to be more rigid and
unable to live with uncontrollable events and this may
prevent them from developing effective coping skills.

These

hypotheses were empirically tested by Krause (1986) in a
random community sample of senior citizens (n= 351) .

The

32

results of the study showed that extreme intervals are prone
to experience high levels of stress, but are more likely. to
avoid certain types of stressors (e.g., uncontrollable) than
extreme externals.

Extreme internals however, are more

likely to use maladaptive coping strategies, such as, selfblame, for unavoidable stressors.

Coping with Stress, Chronic Pain, and Headaches
The concept of coping has been an important factor in
the study of stress and illness for several decades.

Yet,

considerable confusion ans disagreement still remains
regarding the conceptualization of this construct.

In

general, two different approaches to the study of coping
have been used in the stress-coping literature.

One

approach has conceptualized coping as a unidimensional
dispositional construct or trait (Andrew, 1970; Byrne,
1964) .

Coping dispositions or styles are viewed as

tendencies of the individual to engage in a particular type
of coping in a consistent fashion across stressful
situations.

One example of this approach is the regression-

sensitization dimension which measures the individual's
tendency to avoid or seek out potentially threatening
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information.

The concept of "hardiness"

(Kobasa, 1979) is

another example of a trait approach to the study of coping
and adaption to stress.
In contrast to the trait approach to coping, other
investigators have conceptualized coping as a multidimensional process involving specific strategies used by an
individual in response to a particular encounter (Pearlin &
Schooler, 1978; Billings & Moos, 1981; Lazarus & Folkman,
1984) .
For example, Pearlin and Schooler (1978) proposed the
following categories of coping behaviors: 1) individual's
responses aimed at changing the situation, 2) cognitive
processes that change the meaning of appraisal of the event,
and 3) cognitive or behavioral actions designed to feelings
of distress.

Billings and Moos (1981) classified coping

mechanisms in a similar fashion ad proposed three types of
coping responses: 1) active-behavioral coping strategies, 2)
avoidance mechanisms, and 3) active-cognitive coping
responses.

Folkman and Lazarus (1980) divided coping

responses into general categories: 1) emotion-focused, 2)
problem,-focused coping.

The Ways of Coping Questionnaire

developed by Folkman and Lazarus (1980) has been factor
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analyzed in four occasions ans they have identified eight
different categories of coping, 1) cofrontive coping, 2)
distancing, 3) self-control, 4) seeking social support, 5)
accepting responsibility, 6) escape-avoidance, 7) planful
problem solving, and 8) positive appraisal.
In general, most of these typologies tend to focus on
two major functions of coping.

One involves reactions to

stress (i.e.,emotion-focused coping) while the other is to
change or alter the particular person-environment situation
that is causing distress (i.e., problem-focused coping).
Traditionally, emotion-focused coping (e.g.~ denial)
has been viewed as maladaptive while problem-focused coping
tends to be associated with more adaptive and effective
management of distress.

Most studies however, have shown

that most individuals utilize both forms of coping in
particular stressful situations (Lazarus & Folkman, 1980)
Further, some investigators have found that emotion-focused
coping may be beneficial in the short term adaptation to
stressful events, however, problem-focused coping may be
more effective when we consider long-term outcomes (Suls &
Fletcher, 1985).
A considerable amount of research on the influence of
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coping strategies on adaptation has consistently shown that,
active, problem-focused coping may reduce the negative
influence of negative life events on psychological
functioning (Billings & Moos, 1981; Perlin & Schooler,
1978).

In addition, Mitchell, Cronkite, & Moos, 1983) found

that the proportion of problem-focused coping as compared to
total coping efforts was linked to a reduction in
depression.

In a study of a smoking sensation program by

Shiffman (1985) it was found that ex-smokers

w~o

did not use

any coping strategies (i.e., passive) were four times more
likely to return to smoking under stress than those who used
cognitive or behavioral (i.e., problem-focused) coping
techniques.
In contrast, to the beneficial effects associated with
problem-focused coping, avoidance or emotion-focused coping
has been found to have adverse effects on physical and
psychological well-being (Billings & Moos, 1981).

Kobasa

(1982) found that lawyers who experience life events and
rely on avoidance coping showed more symptoms of
psychological and somatic complaints.

Similarly, Holahan

and Moos (1985, 1987) reported that individuals who showed
less psychological and physical strain when under stress,
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were less likely to use avoidance coping than those who
exhibited more stress related symptoms.

Further, Aldwin.and

Reverson (1987) using The Ways of Coping Questionnaire found
that escape-avoidance and self-blame increased emotional
distress while problem-focused coping.
Similar results to those found in the stress and
psychological adjustment literature have been reported in
studies of coping with chronic illness (e.g., cancer,
arthritis, back pain, and headaches) .

Felton and Reverson

(1984) studied coping strategies among four groups of
chronically ill patients (i.e., patients with hypertension,
diabetes, arthritis, and cancer).

They reported that

information seeking, a form of problem-focused coping,
positively correlated with positive affect, while avoidance,
self-blame and wishful thinking were associated with
negative affect, low self-esteem and poor adjustment to
illness.

Keefe and Williams (1990) examined the coping

strategies used by chronic pain patients and found that
patients who used coping self-statements and increased
activity had lower levels of depression and severity of pain
than patients who did not use these coping strategies.
Jensen and Karoly (1991) studied the relationship between
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pain coping strategies and several measures of psychological
and physical adjustment.

They reported positive

correlations between coping strategies, such as, ignoring
pain, coping self-statements and increasing activity and
psychological functioning, as well as, reduction of pain.
In another study of chronic pain patients with rheumatoid
arthritis, Brown and Nicassio (1987) compared the effects of
active vs. passive coping on physical and psychological
adjustment.

Their results showed that active coping was

associated to reports of decreased pain, less depression,
and less functional impairment.

Passive coping, on the

other hand, was related to higher degrees of depression,
greater pain, increased functional impairment and lower
self-efficacy.
Very few studies have examined the role of stress and
coping strategies among chronic headache sufferers.

Only

two studies were identified in the literature that
specifically examined coping strategies used by headache
sufferers and these were based on college student samples.
Holm et al.

(1986) compared the types of coping

strategies used by recurrent tension headache sufferers with
those of a normal control group.

These investigators
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reported that tension headache sufferers relied on
ineffective coping skills, such as, avoidance, self-blame,
and less use of social support than did headache-free
controls.

Another study by Ehde and Holm (1992) compared

both tension and migraine headache sufferers with a
headache-free control group.

Their results showed that both

headache groups appraised stressful events more negatively
and used more maladaptive coping strategies (e.g., wishful
thinking and social withdrawal) than headache-free controls.
In addition, both headache groups equally relied in the same
maladaptive coping strategies.

The results of these studies

need to be replicated with samples that include older
individuals in community and clinical settings.

Conclusions
The study of stress and its relationship to
psychological and health outcomes has evolved from a very
simplistic unidimensional approach to more complex cognitive
transactional models, such as, the one proposed by Lazarus
and Folkman (1984) .

Interest in the role of personality in

the appraisal and coping stages of the stress process has
increased in recent years.

Personality constructs, such as,
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negative affectivity and locus of control seem to play a
critical role in the primary and secondary appraisal of
stressful events, as well as, the types of coping (i.e.,
emotion-focused vs. Problem-focused) individuals engage in
during person-environment transactions.

In addition,

negative affectivity has been shown to affect health
outcomes , especially when health outcome measures are based
on self-report.
These findings have major implication for the study and
treatment of chronic pain, including chronic headaches.

As

noted earlier, chronic headache sufferers in both clinical
and student samples tend to score higher on measures of
negative affectivity than normal controls.

The construct of

locus of control has also shown to have predictive value in
adjustment (i.e., coping) to chronic headaches.

However, no

study has actually examined the interrelationship among the
constructs of negative affectivity, locus of control, and
coping and their roles as mediating variables in the of ten
found association between stress (e.g., life events and
daily hassles) and headache symptomatology.

CHAPTER III
METHODS
Overview
The independent variables of this study are negative
and positive affectivity, locus of control, perceived stress
(daily hassles), and coping strategies. In addition,
demographic variables are used as independent variables. The
dependent variables are the number, severity, and duration
of headaches.

Subjects
The sample in the present study consisted of 162
individuals attending the Diamond Headache Clinic for
outpatient treatment of chronic headaches.

Eighty-four

percent of the participants were females while 16% were
males.

Twenty-one percent were single, 63% were married,

13% were divorced, and 2.5% were widowed.
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The mean age for
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all subjects was 41.5 years.
All subjects met the criteria established by the
International Headache Society (1988) for the differential
diagnosis of Migraine, Muscle Contraction, or Mixed
headaches.

Procedures
Subjects were approached by this investigator during
their clinic visit and were invited to participate in this
project.

At that time, a brief written description of the

study was presented to each subject who agreed to
participate in the study (see APPENDIX A) and they were
instructed to sign a written consent form (see APPENDIX B)
that was attached to the research packet.

In order to

ensure confidentiality, every subject was assigned an
identification number and all identifying information was
removed from the subjects' research record.

Instruments
Demographic, diagnostic and headache history (i.e.,
chronicity and treatment history) information was obtained
from the subjects' clinical record and through a demographic
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data sheet (see APPENDIX C).

The test materials employed in

this research were: 1) A revised version of the Hassles
Scale (DeLongis, Folkman, and Lazarus, 1988), 2) The
Positive and Negative Affectivity Schedule (PANAS; Watson,
Clark, and Tellegen, 1988), 3) The Headache-Specific Locus
of Control Scale (HSLC; Martin, Holroyd, and Penzien, 1990),
4) The Ways of Coping Checklist (Folkman and Lazarus, 1985;
Folkman, et al., 1986), and 5) The Headache Scale (Hunter,
1983).

A copy of these self-report measures is included in

appendices.

The Hassles Scale
The Hassles Scale used in the present study consists of
a list of 53 daily stressors and is a revised version of the
original 117-item scale (DeLongis, Coyne, Schaefer, and
Lazarus, 1982).

In this revised version, items from the

original scale that were confounded with health and/or
psychological outcomes were omitted.

Each item is rated on

a 4-point scale ranging from 0 (none or not applicable) to 4
(a great deal) .

Similar to the original Hassles Scale,

three summary scores can be derived; a) Frequency, which is
the number of hassles with a value greater than zero, b)
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Severity, which can be derived by adding all the ratings
(i.e., ranging from Oto 159) and c)

Intensity, which iB" the

cumulative severity divided by the frequency.

The Hassles

Scale (Revised version) has shown adequate psychometric
properties and construct validity (DeLongis, 1985; DeLongis,
Folkman, and Lazarus, 1988).

The Positive and Negative Affectivity Schedule
The PANAS (Watson, Clark, and Tellegen, 1988) consists
of 20 mood descriptors (e.g., afraid, distressed,
interested, or alert) that measure the two orthogonal
dimensions of Positive and Negative Affectivity (i.e., 10
items for each dimension) .

Subjects are instructed to rate

each item using a 5-point scale ranging from 1 (Very
slightly or not at all) to 5 (Extremely) during various time
frames

(e.g. today, at the moment or generally).

In the

present study subjects were instructed to indicate how they
"generally feel, that is how you feel on the average."
As reported by Watson et al.
sound psychometric properties.

(1988) the PANAS possesses

The PANAS has shown adequate

internal consistency, with Chronbach's alpha coefficients
ranging from .86 to .90 for the PA scale and .84 to .87 for
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the NA scale using a college sample.

Similarly, a high

internal consistency of the scales was found on a small (N=
63) psychiatric inpatient sample; yielding alpha
coefficients of .85 for the PA scale and .91 for the NA
scale.

Both scales showed adequate stability over a two-

month period.

Test-retest reliability coefficients ranged

from .47 to .68 for the PA scale and .39 to .71 for the NA
scale.

The highest stability coefficients (i.e., .68 for PA

and .71 for NA ) were found when the "in general"
instructions were used which indicates that the PANAS may be
used as trait measure of affect.
The factorial validity (a form of construct validity)
of the individual items was established by means of a
Principal Factor Analysis, yielding the two predicted
general dimensions (i.e., PA and NA), which accounted for
most of the common variance (ranging from 87.4% to 91.1%
depending on the time instructions used) .

Evidence for the

relative independence (discriminant validity) of the two
scales was provided by their low inter-correlations.
Correlation coefficients between the PA and the NA scales
ranged from -.12 to -.23 for the college sample and -.27 for
the psychiatric sample.
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Watson et al.

(1988) also reported evidence for the

external validity of the scales.

As predicted, the PANAS

was significantly correlated with various measures of
psychological distress and psychopathology.

The NA scale

was positively correlated with scores on the Beck Depression
Inventory (BDI) with correlation coefficients ranging from
.56 to .57, while the PA scale had negative correlations
with the BDI ranging -.35 to -.36. The NA scale had
significant positive correlations with the Hopkins Symptom
Checklist (HSCL; correlation coefficients ranged from .65 to
.74) while the correlations between the HSCL and the PA
scale were modest (ranging from -.19 to .-29).

Finally, a

significant positive correlation was found between the NA
scale and the State-Trait Anxiety Inventory State Anxiety
Scale (A-state; r.= 51) while PA was negatively correlated
(r.= -.35) with the same measure of state anxiety.

The Headache-Specific Locus of Control Scale (HSLC)
The HSLC scale (Martin, Holroyd, and Penzien, 1990) is
comprised of 33 items that measure the belief that headache
problems and headache relief is under a) The individual's
control (Internal locus; e.g., I am directly responsible for
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some of my getting headaches), b) Chance locus of control
(External; e.g., I am just plain lucky for a month when I
don't get any headaches) or c)

The control of Health Care

Professionals (External; e.g., Just seeing my doctor helps
my headaches) .

The format and several items on the HSLC

scale were adapted from a version of the Multidimensional
Health Locus of Control Scale (Walltson, Walltson, and
DeVellis, 1978) .

The total scale is divided into three sub-

scales of 11 items each representing the three loci of
control.

Subjects are instructed to score each item on a 5-

point Likert-type scale ranging from 1 (Strongly Disagree)
to 5 (Strongly Agree) .
The psychometric characteristics of the HSCL have been
assessed in at least two occasions (Martin et al., 1990;
VandeCreek and O'Donnell, 1992) showing adequate properties
when used with college and community samples.

Martin et al.

(1990) conducted a Principal Components Analysis and found
the predicted three factor solution; the Internal Locus of
Control, Health Care Professional, and Chance Locus of
Control.

Every sub-scale showed adequate internal

consistency with Chronbach's alpha coefficients ranging from
.84 to .88. Test-retest reliability coefficients for the
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three sub-scales over a three-week period were also
satisfactory, with Pearson product-moment correlations
ranging from .72 to .78.

Evidence for the construct

validity of the scale was presented by Martin et al.

(1990),

showing significant correlations between headache locus of
control and several outcome measures.
control was correlated with

Chance locus of

increased symptoms of

depression as measured by the BDI

(r=.27, p< .001), physical

symptoms (r= .28, p< .001), and increased disability (r=
.23, p< .01).

Chance scores were also positively correlated

with the use of Catastrophizing as a coping strategy (r=
.44, p< .001).

Health professionals locus of control was

positively correlated with medication use (r= .20, p< .01)
and the preference for medical treatment (r= .45, p< .001)
Internal locus of control was positively correlated with the
preference for the use of self-regulation treatments (r=.
21, p< . 01) .

It should be noted that Martin et al. also

found significant positive correlations between internal
locus of control and

depression, physical symptoms, and

disability. They suggested that perhaps the belief that
individuals should have control over their chronic headaches
may be associated with increased psychological distress and
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physical disability.
VandeCreek and O'Donell (1992) conducted a crossvalidation study of the HSLC scale on a mixed sample of
patients who attended a University Headache Clinic (N= 122)
or a Neurologist community office (N= 29) and found similar
results.

They conducted a Principal Components Factor

Analysis and replicated the three factor structure reported
by Martin et al.

(1990).

In addition, they found almost

similar internal consistency indexes for each sub-scale;
alpha coefficients ranging from .80 to .85.

The inter-

correlations among the sub-scales were reportedly small.
However, they found a significant positive correlation
between the health care professional and chance scores (r=
.41, p< .05).

This high correlation is consistent with

previous studies using the Multidimensional Health Locus of
Control Scale (Coelho, 1985; Cooper and Fabroni, 1988) and
calls into question the independence of these two factors.
VandeCreek and O'Donell (1992) did not examine the testretest reliability of the scale.

The Headache Scale
The headache scale (Hunter, 1983) consists of 30

49
adjectives which describe the quality and intensity of
headache pain.

Most of the items in the scale (27) were

selected from the McGill Pain Questionnaire (MPQ, Mezlack,
1975) as the adjectives most frequently chosen by normal and
psychiatric patients complaining of headaches (N=150).

The

format used in the Headache Scale differs from the MPQ in
that each adjective is presented separately and subjects are
allowed to rate their intensity on a 4-point scale (i.e.,
ranging from 0= Not at all to 4= Severely).

Hunter (1983)

used cluster analysis to determine the structure of the
scale and found 7 distinguishable clusters; including 5
sensory and 2 affective.

Given the characteristics of the

Headache Scale, 3 scores can be obtained: 1). A total score
which the sum of total ratings divided by 30 , 2). A sensory
score, which is the sum of the ratings on the sensory
cluster divided by the number of adjectives in the cluster,
and 3). An affective score, which is the sum of ratings on
the affective cluster divided by the number of adjectives in
that cluster.
The concurrent validity of the scale was demonstrated
by the significant correlations found between each score and
intensity of pain rated on a 0-5 scale (Pearson's product-
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moment correlations ranged from .51 to .55).

The

correlation between the total score and the sensory cluster
score was .96 (p<.001) and .91 (p<.001) between total score
and the affective scale.

A discriminant functional analysis

showed that migraine and tension headache sufferers tend to
endorse the same type of adjectives (i.e., sensory and
affective), however, migraine headaches tend to be more
intense.

This lends support for the continuum theory of

headaches which suggests that migraine and tension headaches
may only differ in terms of their intensity and not their
quality.
Jahanshahi, Hunter, and Phillips (1986) conducted a
cross-validation study of the Headache Scale on a sample of
migraine and tension headache suffers attending a specialist
headache clinic. Through the use of Cluster Analysis they
reported finding five clusters, that could also be grouped
into the two broader clusters (i.e., sensory and affective)
reported by Hunter (1983).

The concurrent validity of the

scale was demonstrated by its having almost identical
associations as the MPQ to the Pain Behavior Checklist, The
Wakefield Depression Inventory and The Eyensenck Personality
Questionnaire.

The correlations between the total scales
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score and the affective (r=.91) and sensory (r=.92) cluster
scores were similar to those reported by Hunter (1983)
The stability of the scale over a one-week period was
adequate, with Pearson Product-moment correlations between
the total scale and the sensory and affective clusters
ranging from .73 to .76.

The Ways of Coping Questionnaire (WOO)
The WOQ (Folkman and Lazarus, 1985) is a 66-item selfreported inventory which measures a broad range of cognitive
and behavioral strategies often utilized by people to manage
stressful situations.

The items on the questionnaire are

rated on a 4-point scale ranging from 0= does not apply
and/or not used to 3= used a great deal.

Subjects are asked

to recall a stressful event that has occurred during the
last week, and then instructed to identify the coping
strategies they employed to deal with the stressful
encounter.
Eight sub-scales have been derived through Factor
Analytic studies (Folkman and Lazarus, 1985; Aldwin and
Revenson, 1987; Folkman, Lazarus, Pimley, and Novack, 1987;
Folkman, Lazarus, Dunkel-Schetter, Delongis, and Gruen,
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1986) which fall into the broad coping categories of
problem-focused and emotion-focused coping.

The eight sub-

scales included 1) . Confronting Coping (6 items), 2) .
Distancing (6 items), 3). Self-Controlling (7 items), 4).
Seeking Social Support (6 items), 5) . Accepting
Responsibility (4 items), 6). Escape-Avoidance (8 items),
7). Planful Problem Solving (6 items), and 8). Positive
Reappraisal (7 items) .

All scales have shown adequate

internal consistency with Chronbach's alpha coefficients
ranging from .61 to .79.

The independence of the sub-scales

has been demonstrated by the relatively low
intercorrelations found among them, ranging from .13 to .39.

Statistical Analyses
The first step in the statistical analysis was to
generate a correlation matrix of all the independent
variables and the dependent variables in order to examine
their intercorrelation and determine their statistical
significance (SPSSx and /or SPSSpc was used) .

Second, the

three proposed models were tested by Partial Correlations
Coefficients and Hierarchical Multiple Regressions.
The mediational model was tested by ensuring that the
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mediator (i.e., NA) met the following three conditions
(Baron & Kenny, 1986):

(a)

The independent variable (daily

hassles) must be significantly related to the mediator (Path
a)

(b)

There must be a significant correlation between

the mediator (NA) and the dependent variable (Path b) and
When Paths a and

~

are controlled, the relation between the

independent and dependent variables is significantly reduced
or eliminated.
The moderator model was tested by means of a
Hierarchical Multiple Regression equation in which the daily
hassles variable was entered in the equation first,

followed

by Negative Affectivity (i.e., the presumed moderator) and
finally an interaction component (daily hassles x Negative
Affectivity) with headache frequency and severity as
criteria (i.e., separate analyses).
Finally, an additive or direct effects model was tested
by entering the hypothesized variables, starting with daily
hassles, into a hierarchical regression equation in the
order in which they are expected to account for additional
variance (e.g., larger significant correlations) on the
criterion or dependent variable (i.e., headache
symptomatology) .

CHAPTER IV
RESULTS

Description of the Sample
A summary of the sample demographic statistics is
presented in table 1.

The participants in this sample were

180 individuals seeking outpatient evaluation and treatment
for chronic headaches.

However, only 162 subjects who

completed 90% of the questionnaire were included in the
study.

Eighty-four percent of the subjects in this sample

were females and 16% were males.

The racial/ethnic

background of the participants was predominantly
White/Caucasian (93%), while only 3% described themselves as
Hispanic, 2% as African-American and

1% as Native-American.

Sixty-four percent of the sample reported being married, 21%
were single, 13% were divorced and 2.5% were widowed.

The

religious background of the participants in this study was
varied; 36% reported being Catholic, 36% Protestant, 6% were
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Jewish and 22% other.

The mean age for the total sample was

41.5. The mean age for female subjects was 41.2
mean age for males was 43.

(see table 2).

and the
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Table 1
Full Sample Demographic Characteristics

Variables

Frequency

Percent

Gender
Male

26

16

136

84

152

93

African-American

3

2

Hispanic

4

3

Asian-American

2

1

Other

1

1

34

21

103

64

21

13

4

2

Female
Ethnic Background
Caucasian

Marital Status
Single
Married
Divorced
Widowed
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Table 1 (Continued)
Full Sample Demographic Characteristics

Variables

Frequency

Percent

Education
Elementary school

1

1

High School

23

14

Some College

46

28

College Degree

49

30

Graduate School

41

25

Catholic

58

36

Protestant

59

36

9

5

36

22

Religion

Jewish
Other
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Descriptive Statistics of the Scales
The means, standard deviations, and ranges are
presented in table 2.
The mean number of daily hassles reported in this
sample was 24.1 (SD = 9.6) and the mean severity rating for
hassles experienced was 38.7 (SD = 20.3).

The means and

variation scores found in previous studies involving
headache populations are not comparable.

Previous studies

have used the original HASSLES SCALE (117 items) and not the
revised version used in the present study which only
contains 53 items.
The mean Negative Affectivity score(NA)
was 22.2

for this sample

(SD= 8.1) and the mean Positive Affectivity (PA)

score was 30.8 (SD= 7.9).

Watson, Clark and Tellegen

(1988) reported means of 18.1 (SD = 5.9) for the NA scale
and 35.0 (SD = 6.4) for the PA scale using a sample of
undergraduate college students (N=663).

In addition,

Watson, Clark and Tellegen (1988) found higher and more
variable scores in NA in a sample of psychiatric inpatients
(M= 26.6, SD = 9.2) and lower scores in PA (Mean= 32.5, SD
= 7.5) then their normative sample.

The means and

variation of scores for this sample seem comparable to those
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found in clinical populations.

The mean Internal Locus of

Control (ILC) score for this sample was 37.9 (SD= 9.05)
with a mean Chance Locus of Control(CLC) score of 27.23 (SD
= 8.42) and a mean Health Care Professionals Locus of
Control(HCPLC) of 33.87 (SD= 6.24).

Martin et. al. (1990)

reported a mean ILC score of 40.2 (SD = 7.5), a mean CLC
score of

28.0(SD = 7.8), and a mean HCPLC score of 23.5

(SD = 8.0) for a college sample.

VandeCreek and O'Donnell

(1992) found a mean ILC score of 33.6 (SD= 9.9), a mean
score for CLC of 32.6 (SD = 8.3), and a mean HCPLC score of
30.6 (SD = 6.6) in an outpatient headache patient sample.
The means and standard deviation scores for the coping
scales of The Ways of Coping Questionnaire for this study
were as follows: the mean for Confronting coping was 5.46
(SD

3.83), for Problem Solving the mean was 8.62

(SD

3.98), Positive Reappraisal = 5.96 ( SD= 4.4)

Accepting Responsibility= 2.88 (SD = 2.8), Self-Controlling
= 8.74

(SD = 3.92), Seeking Social Support = 7.80

(SD= 14.8), Distancing= 4.49 (SD= 3.0), and Escape
Avoidance = 5.72 (SD= 4.5).

Folkman et al.

(1986) reported

the following means and standard deviation for the coping
subscales of the Ways of Coping Questionnaire on a normative
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college sample:

Confronting Coping (mean= 3.9, SD

2 • 09)

Problem Solving (mean= 7.25, SD= 2.34), Positive
Reappraisal (mean= 3.48, SD= 2.96), Accepting
Responsibility (mean= 1.87, SD= 1.44), Self-Controlling
(mean= 5.77, SD = 2.87), Seeking Social Support ( mean
5.4, SD= 2.4), Distancing (mean= 3.05, SD= 1.78) and
Escape-Avoidance (mean= 3.18, SD= 2.48).

f
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Table 2
Summary of Descriptive Statistics for Continuous Variables
Variables

Mean

SD

Range

Age

41.53

9.76

19-67

Hassles Scale (n=162)
Number of
Hassles
24.11

9.61

0-48
(0-53)

Hassles
Severity

20.30

4-116
(0-159)

(n=162)

38.78

alpha

Headache Variables (n=162)
Number of
Headaches

14.12

11.90

0-70

Duration of
Headaches

21.76

24.55

1-120

Severity of
Headaches

3.62

1. 08

1-5
( 0-5)

Affectivity Scales (n=162)
Negative
Affectivity

22.27

8.17

11-42
(1-50)

.89

Positive
Affectivity

30.81

7.99

11-49
(1-50)

.90

11-55
(1-55)

.85

Locus of Control Scales (n=162)
Internal
Locus

37.87

9.05
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Table 2 (continued)
Summary of Descriptive Statistics for Continuous Variables
Variables

Mean

SD

Range

alpha

Chance
Locus

27.23

8.42

11-47
(1-55)

.82

Health Care
Professionals
Locus

33.87

6.24

14-50
(1-55)

.68

Ways of Coping (n=162)
Confronting

5.46

3.83

0-18
(0-18)

.70

Problem
Solving

8.62

3.98

0-18
(0-18)

.70

Positive
Reappraisal

5.96

4.40

0-18
(0-21)

.75

Accepting
Responsibility 2.88

2.80

0-12
( 0 -12)

.68

SelfControl

8.74

3.92

0-19
(0-21)

.58

Seeking
Support

7.80

14.80

0-18
(0-18)

.83

Distancing

4.49

3.06

0-17
(0-18)

.56

Escape
Avoidance

5.72

4.51

0-20
(0-24)

.73

Note:

The possible range for each subscale is noted in
parentheses.
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Reliability of the Scales
A summary of the reliability (Alpha) coefficients for
all scales can be found in table 2.

The Alpha coefficients

for NA and PA in this study were .89 and .90 respectively.
Watson et al (1988) found similar Alpha coefficients ranging
from .86 to .90 for PA and .84 to .87 for NA in a college
student sample.
Alpha coefficient for the LOC scales were .85
(Internal),

.82 (Chance) and .68 (Professionals).

These

coefficients were similar to those found in two previous
studies (Martin et al, 1990 and VandeCreek and O'Donnell,
1992) except for the reliability of the Health Care
Professionals scale.

Alpha coefficients in the two previous

studies ranged from .85 to .86 for Internal Locus,

.81 to

.84 for Chance Locus and .80 to .88 for Health Care
Professionals.

The lower Alpha coefficient (.68) for the

Health Care Professionals scale obtained in the present
study may be due to age differences between subjects in this
sample (mean = 41 for females and mean = 42 for males) and
younger samples used in previous studies.

Martin et al.

(1990) used a young college sample with a mean age of 19 and
the mean age for the VandeCreck and O'Donell (1992) sample
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was 31.
The reliability coefficients (Alpha) for the eight
subscales of the Ways of Coping Questionnaires were as
follows: Confronting =.70, Problem Solving =.70, SelfControl =.58, Accepting Responsibility =.68, Distancing
=.56, Escape-Avoidance =.73, Positive Reappraisal =.75, and
Seeking Social Support =.83.

Folkman et al. (1986) reported

a similar range of Alpha coefficients, Confrontive
Coping=.70, Problem Solving =.68, Self-Control =.70,
Accepting Responsibility =.66, Distancing =.61, EscapeAvoidance =.72, Positive Reappraisal =.79, and Seeking
Social Support =.76.
Intercorrelations among Variables
The intercorrelation matrix for all variables is
presented in table 3. An examination of the bivariate
correlations among the variables showed several significant
relationships.

These correlations are consistant with the

main hypothesis of this dissertation which predicted that
Negative Affectivity would act as a mediator in the
relationship between daily hassles and chronic headaches.
In addition, these correlations, provide evidence for the
secondary hypotheses proposed in this study.

Table 3: Correlation Matrix
14

15

16

3. NA

.40***

.60***

1.0

4. PA

.00

-.01

-.05

1.0

5. LOCINT

.19**

.24***

.33***

-.01

1.0

6. LOCCHANC

-.10

-.06

.04

-.16*

-.35*** 1.0

7. LOCPROFE

.04

.01

-.07

-.10

.21 **

-.08

1.0

8. PROBSOLV

.20**

.12

-.03

.29***

-.02

-.14*

.03

1.0

9. POSREAPP

.14*

.10

.02

.25***

-.04

-.07

-.13*

.66***

1.0

10. SELFCTRL

.21 **

.25***

.27***

.01

.14*

.01

-.02

.18*

.37***

1.0

11. SUPPORT

.13*

.11

.13

.23**

.06

-.08

.02

.48***

.43***

.18*

1.0

12. RESPONSI

.28***

.22**

.20**

-.09

.09

-.03

-.01

.27***

.27***

.21 **

.08

1.0

13. CONFRONT

.20**

.24***

.20**

.14*

.09

-.12

.10

.45***

.35***

.33***

.40***

.30***

1.0

14. ESCAVOID

.33***

.41 ***

.45***

-.13*

.22**

.11

.01

-.11

-.07

.26***

-.02

.31 ***

.16*

1.0

15.DISTANCE

.22***

.22**

.12

-.16*

.01

.20**

-.01

.01

.12

.35***

-.18*

.14*

.00

.24**

1.0

16. #HEADACHES

.14*

.14*

.19**

-.20**

-.08

.18**

-.08

-.12

-.08

.06

.06

-.10

-.02

.04

-.02

1.0

17. DURHEAD

-.02

-.02

-.05

-.08

-.03

.09

-.00

-.08

-.03

-.02

-.14*

-.04

-.06

-.00

-.03

-.02

18. SEVHEAD

.22***

.24***

.26***

-.05

.10

.05

.11

-.00

-.02

.09

.08

.10

.15*

.12

-.01

.13*

8

9

10

13

1.0

**p :s; .01

7

12

.88***

*p:s; .05

6

11

2. HASLESEV

3

4

5

1
1.0

2

1. NUMOFHAS

17 18

1.0
.27*** 1.0

***p :s; .001

°"

Vl
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Testing for Negative Affectivity as a Mediator Variable
The mediational model was tested by ensuring that the
following three conditions suggested by Baron & Kenny
(1986) :

(a) The independent variable (daily hassles) must be

significantly related to the dependent variable and the
mediator variable, (b)There must be a significant correlation
between the mediator variable and the dependent variable,
and (c) When the influence of the mediator variable is
controlled, the relation between the independent and
dependent variables is significantly reduced or eliminated.
To meet the first condition for evidence of mediation,
the number and severity of hassles reported as measured by
the Revised Daily Hassles scale should significantly predict
the number and severity of headaches reported.
condition was met in the present study.

This

The number of

hassles accounted for a statistically significant 2% of the
variance on the number of headaches reported (r= .14, p=
.01).

<

In addition, the number of hassles explained 5% of

the variance on the severity of headaches (r= .22, p

<

.01)

A similar pattern was found when assessing the relationship
between the severity of hassles and the number and severity
of headaches.

The severity of hassles accounted for 2% of
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the variance on the number of headaches reported (r= .14, p
<

.01) and 6% of the variance on the severity of headaches.
In addition to the above relationships, significant

correlations must be found between the number and severity
of hassles and Negative Affectivity (i.e., the mediator).
Negative Affectivity was significantly correlated with the
number of hassles (r= .40, p

<

variance on number of hassles.

.001) explaining 16% of the
Similarly, a significant

relationship was found between Negative Affectivity and the
severity of hassles (r= .60, p < .001), accounting for 36%
of the variance on the severity of hassles.
In order to meet the third condition for mediation,
Negative Affectivity should significantly affect the outcome
variables (i.e., the number and severity of headaches)
This relationship was found in this sample.

Negative

Affectivity accounted for 4% of the variance on the number
of headaches (r= .19, p

<

.01) and explained 7% of the

variance on the severity of headaches (r= .26, p < .001)
The fourth and most critical condition to establish
mediation requires that the relation between daily hassles
(i.e., number and severity) and the number and severity of
headaches be diminished or eliminated when controlling for
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the effects of Negative Affectivity.

A summary of the

partial correlations coefficients when controlling for
Negative Affectivity can be found in table 4.

As predicted,

the significant positive correlation between number of
hassles and number of headaches reported (r = .14, p

<

.01)

was completely eliminated when the effect of Negative
Affectivity was statistically controlled (r = .07).
Similarly, the significant positive correlation found
between hassles severity and the number of headaches (r
.13, p

<

.01) was reduced when controlling for Negative

Affectivity (r = .07).
The number of hassles was significantly positively
correlated with the severity of headaches (r =.22, p <
.001).

However, when the effect of Negative Affectivity was

partialled out the coefficient was reduced to almost half
its size and was less significant (r = .13, p

<

.05).

Similarly, the significant positive correlation between the
severity of hassles and the severity of headaches (r = .24,
p

<

.001) was significantly reduced to half its size and it

was not statistically significant(r

.12).

These results

were replicated by using Hierarchical Multiple Regression
and a summary can be found in tables 5 and 6.

69

Table 4
Partial Coefficient Analysis (Controlling for Negative
Affectivity)

Variables

Zero-order
correlations

Controlling
For Negative
Affectivity
(Partial
Correlation
Coefficient)

1. Number of hassles
2. Number Of headaches

.14*

.07

1. Hassle severity
2. Number of headaches

.14*

.07

Number of hassles
2. Severity of headaches

.22***

.13*

Hassle severity
2. Severity of headaches

.24***

.12

1. Locus of Control Internal
2. Hassle severity

.24***

.08

Locus of Control Internal
2. Number of Hassles

.20**

.06

1. Locus of Control Internal
2. Escape-Avoidance Coping

.22**

.08

1.

1.

1.

(n= 162)
*p< .05
**p< .01
***p< .001
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Table 5
Hierarchical Multiple Regressions Testing for Negative
Affectivity as a Mediator Variable Between Hassles and
Number of Headaches
Dependent variable = Number of Headaches
Rsg:Ch
Step 1:

Number of hassles
Negative Affectivity

.02
.03

.14*
.16*

Step 2:

Negative Affectivity
Number of hassles

.03
.00

.19**
.07

Dependent variable

Step 1:

Step 2:

Number of Headaches
Rsg:ch

:a

Severity of hassles
Negative Affectivity

.02
.01

.14*

Negative Affectivity
Severity of hassles

.03
.00

.18**
.07

(n=162)
*p< .05
**p< .01
B = The standardized Beta Weight
Rsqch = R square change

.13
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Table 6
Hierarchical Multiple Regressions Testing for Negative
Affectivity as a Mediator Variable Between Hassles and
Severity of Headaches
Dependent variable = Severity of Headaches
Rsg:ch

:a

Step 1:

Number of hassles
Negative Affectivity

.05**
.02*

.22**
.14

Step 2:

Negative Affectivity
Number of hassles

.07**
.02

.26***
.14

Dependent variable

Severity of headaches

Step 1:

Severity of hassles
Negative Affectivity

.06**
.02*

.24***
.14

Step 2:

Negative Affectivity
Severity of hassles

.07**
.01

.26***
.14

(n=162)
*p< .05
**p< .01
***p< .001
B = The standardized Beta Weight
Rsqch = R square change
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Testing for Moderator and Direct Effects Models
The moderator model was tested by means of a
hierarchical multiple regression equation in which the daily
hassles variable was entered in the equation first,

followed

by Negative Affectivity (i.e., the presumed moderator) and
finally entering an interaction component (daily hassles x
Negative Affectivity) with headache frequency and severity
as criteria (i.e., separate analyses).

According to Baron

and Kenny (1986), a significant interaction and/or a change
in the direction of the relationship provides evidence for a
moderator effect.

As can be seen on tables 7 and 8, no

significant interactions were found which would indicate
that negative affectivity does not act as a moderator in the
relationship between number or severity of daily hassles and
number and severity of headaches.
The possibility of a direct effect or additive model
was tested by entering the daily hassles scales in the first
step of a hierarchical regression equation and negative
affectivity which was hypothesized to account for additional
variance on number and severity of headaches.

This yielded

similar results to those found in the moderator model (see
table 7 and 8).
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Table 7
Hierachical Multiple Regressions Testing for Negative
Affectivity as a Moderator Variable for Number of Headaches

Dependent variable

Number of Headaches
Rsg:

Rsg:Ch

Beta

Number of hassles

.02

.02

.14*

Negative Affectivity

.04

.01

.16*

Number of hassles x
Negative Affectivity

.04

.00

-.28

Total

Dependent variable

.03 ns

Number of Headaches
Rsg:

Rsg:Ch

Beta

Hassle severity

.02

.02

.14*

Negative Affectivity

.03

.01

.13*

Hassle severity X
Negative Affectivity

.03

.00

-.14

Total

(n= 160)
ns= non-significant
*
p < .05

**
***

.01
p < .001
p <

.03 ns
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Table 8
Hierachical Multiple Regressions Testing for Negative
Affectivity as a Moderator Variable for Severity of
Headaches

Dependent variable

Severity of Headaches
Rsg:Ch

Number of hassles

.05

.05

.22**

Negative Affectivity

.08

.03*

.20*

Number of hassles X
Negative Affectivity

.11

.00

-.82

Total

Dependent variable

.11*

Severity of Headaches
Rsg:

Rsg:Ch

Beta

Hassle Severity

.06

.06

.24***

Negative Affectivity

.08

.02*

.17*

Hassle Severity X
Negative Affectivity

.11

.03*

-.78*

Total

(n= 160)

*

p <

.05
** p < .01
*** p < .001

.11*
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Positive Affectivity. Daily Hassles. and Headaches
It was hypothesized that Positive Affectivity
would be negatively correlated with number and severity of
hassles.

However, no significant correlations were found

between Positive Affectivity and these two variables (see
table 3).
In addition, Positive Affectivity was predicted to
correlate negatively with the outcome variables (i.e, Number
and severity of headaches) .

As predicted, Positive

Affectivity was significantly negatively correlated with the
number of headaches reported (r= -.20, P< .01).

However, no

significant correlation was found between Positive
Affectivity and the severity of headaches reported.

Locus of Control and Perceived Stress
Internal Locus of Control was expected to correlate
negatively with perceived stress (i.e., number of hassles
and severity of hassles reported)

In contrast to what was

hypothesized, a small but significant positive correlation
was found between Internal Locus of Control and the number
of hassles reported (r= .19, p < .01).

Similarly, a

significant positive correlation was found between the
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Internal Locus of Control scale and the perceived severity
of hassles (r= .24, p < .001).

A close examination of

individual items in the Internal Locus of Control scale
showed that some of these items may be contaminated by
Negative Affectivity.

In addition, a significant positive

correlation was found between Negative Affectivity and Locus
of Control Internal (r= . 33, p

<

.001). The correlations

between Internal Locus of Control and the Number and
severity of hassles virtually disappeared when Negative
Affectivity was statistically controlled.

The partial

correlation coefficients for Locus of Control Internal and
the number and severity

of hassles when controlling for

Negative Affectivity were .06 and .08 respectively (see
table 4).

Locus of Control and Headaches
It was hypothesized that Internal Locus of Control
would be negatively correlated with the number and severity
of headaches.

Furthermore, External Locus of Control (i.e.,

Chance) was expected to be positively correlated with the
number and severity of headaches.
partially confirmed.

This hypothesis was only

There was no association between
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Internal Locus of Control and number or severity of
headaches, however as predicted a significant positive
correlation was found between External Locus of Control and
the number of headaches(r= .18, p <.01).

Finally, no

significant correlation was found between External Locus of
Control and the severity of headaches.

Positive and Negative Affectivity and Locus of Control
Positive Affectivity was expected to correlate
positively with Internal Locus of Control while Negative
Affectivity was expected to be positively correlated with
External Locus of Control (Chance) .

Contrary to the first

prediction of this hypothesis Positive Affectivity was not
related to Internal Locus of Control.

However, Positive

Affectivity as predicted was negatively correlated with
External Locus of Control(Chance)

(r= -.16, p < .05)

Negative Affectivity, in contrast to what was
predicted, was positively correlated with Internal Locus of
Control (r= .33, p < .001).

An examination of the content

of the items in the Locus of Control scale (Internal)
indicated that this scale may be contaminated by Negative
Affectivity.

Finally, no significant correlation was found
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between Negative Affectivity and External Locus of Control.

Negative and Positive Affectivity and Coping Strategies
It was hypothesized that Negative Affectivity would be
positively correlated with the Emotion-Focused coping scales
of the Ways of Coping Questionnaire and that Positive
Affectivity would be positively correlated with the ProblemFocused coping scales.
Significant positive correlations were found between
Negative Affectivity and the Taking Responsibility (r= .20,
p

<

.01) and Self-controlling Coping (r= .27, p=

<

.001)

scales which may be viewed as measures of self-blame.

In

addition, a significant positive correlation was found
between Negative Affectivity and the Escape-Avoidance Coping
(r= .45, p=
scales.

<

.001) and Confrontive Coping (r= .20, p

<

.01)

These scales seem to measure wishful thinking,

avoidance and some degree of hostility (Folkman et al,
1986) .
As predicted significant positive correlations were
found between Positive Affectivity and the scales measuring
Problem-Focused Coping.
Coping scale (r= .29, p

This included Problem-solving
<

.001), Positive Reappraisal (r=
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.25, p= <.001) and Seeking Social Support (r= .23, p< .01)
In addition, a small but significant positive correlation
was found between Positive Affectivity and Confrontive
Coping (r=.14, p= < .05) a scale that measures among other
things active efforts to change the situation.

As it would

be expected Positive Affectivity was significantly
correlated in a negative direction with the Distancing
Coping scale (r= -.16, p < .05).

Locus of Control and Coping Strategies
It was predicted that Internal Locus of Control would
be positively correlated with Problem-Focused Coping
strategies and that External Locus of Control would predict
more passive Emotion-Focused Coping.

The Internal Locus of

Control scale was significantly positively correlated with
the Self-Controlling Coping scale (r= .14, p < .05) and the
Escape-Avoidance scale (r = .22, p < .01).

However, when

Negative Affectivity was controlled for, the relationship
between Internal Locus of control and the Escape-Avoidance
scale virtually disappeared yielding a partial correlation
coefficient of .08 (see table 4).
The External Locus of Control (Chance) scale was
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significantly positively correlated with the Distancing
Coping scale (r= .20, P< .01) and as it would be expected a
significant negative correlation was found between External
Locus of Control and the Problem-solving scale (r= -.14, p
. 05) .

<

CHAPTER V
DISCUSSION

The aim of this dissertation was to examine the role of
personality variables such as Negative Affectivity, Positive
Affectivity and Locus of Control in the relationship between
stress, coping, and the persistence of chronic headaches.
The potential mediating role of Negative Affectivity in the
often cited relationship between stress and the frequency
and severity of headaches among headaches sufferers was
evaluated.

Strong support was found for this mediating

role, suggesting that perhaps the relationship between
perceived stress and increased headache activity can be
explained by the construct of Negative Affectivity.

These

results are consistent with previous research by Watson and
Pennebaker (1989) who found that most of the association
between reported stress and health symptoms among college
students could be explained by their scores on a measure of
Negative Affectivity. These findings are also congruent with
Watson and Clark's (1984) contention that due to the high
81
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degree of anxiety and hypervigilance, individuals with high
Negative Affectivity are more prone to perceive higher
levels of stress and report more somatic complaints.
In the present study, Positive Affectivity was not
associated with the amount or severity of daily stress.
However, as predicted, individuals scoring high on Positive
Affectivity reported experiencing less headaches.

These

results suggest that Positive Affectivity may play a less
crucial, yet important role than Negative Affectivity in the
prediction of stress and outcome symptomatology. Watson and
Clark (1984) and Clark and Watson (1991)

found that Negative

and Positive Affectivity do not fall in a continuum but
rather tend to be orthogonal constructs.

Evidence for the

independence of these two constructs was also found in the
present study.

Perhaps Negative and Positive Affectivity

play differential roles not only through the appraisal
process, but also through their influence on coping
strategies used during stressful encounters.

Negative Affectivity. Positive Affectivity. and Coping
In the present study, individuals scoring high in
Negative Affectivity tended to use less adaptive coping
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mechanisms such as taking too much personal responsibility,
extreme self-control, escape-avoidance and confrontive
coping.

According to some investigators these coping

strategies seem to be associated with self-blame, avoidance
of stressful situations and some degree of hostility while
dealing with stressful encounters (Folkman, et al, 1986)
In contrast, individuals scoring high on Positive
Affectivity were more likely to respond to stressful
situations in an adaptive and more effective fashion.

For

example, high Positive Affectivity individuals used more
active efforts to change the situation and problem-solving
strategies.

In addition, they tended to re-appraise

situations in a positive way, were more likely to seek
social support and less likely to distance themselves from
the stressful encounters.

Overall, these results are

consistent with previous studies which have found that
wishful thinking and self-blame appear to be particularly
characteristic of individuals with high levels of
Neuroticism or Negative Affectivity (Mccrae & Costa, 1986)
These types of coping strategies have been found to be
associated with high levels of distress (Bogler, 1990;
Felton & Reverson, 1984; Folkman & Lazarus, 1985).

Perhaps
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These maladaptive ways of coping exhibited by individuals
high on Negative Affectivity (i.e., self-blame, distancing
and escape-avoidance) are a function of their chronic high
levels of anxiety, low self-esteem, and their constant
preoccupation with decreasing such high levels of distress.
According to Watson and Clark (1984), this pattern seems to
be characteristic of high Negative Affectivity individuals
even in the absence of objective stressful events.

Finally,

the results of the present study are congruent with previous
research, suggesting that individuals high in Negative
Affectivity tend to focus more on regulating their emotions
(i.e., emotion-focused coping) while high Positive
Affectivity individuals tend to use more active, problemsolving strategies (i.e., problem-focused coping) to
mitigate the impact of stress.

This also lends support to

the notion that Negative Affectivity is basically an
emotion-based trait while Positive Affectivity is better
understood as a measure or degree of behavioral engagement
(Depue, Krauss,& Spoont, 1987; Clark & Watson, 1991)
Locus of Control. Stress and Coping
One interesting but unexpected finding in this study
was the positive association found between internal locus of
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control and the number and severity of daily hassles
reported.

One possible explanation for this finding is that

perhaps the Internal Locus of Control scale of the HSLC may
be contaminated with Negative Affectivity; since these two
variables were significantly correlated in this study.
After re-analyzing this relationship while partialling out
the effects of Negative Affectivity, the positive
association between internal locus of control and daily
hassles disappeared.

Another hypothesis that has been

discussed in previous research, is that perhaps extreme high
levels of Internality may actually lead to maladaptive
coping (Lefcourt and Davidson-Katz, 1991).

The results of

this study, seemed to confirm this hypothesis. That is, high
internal locus of control was associated with measures of
self-blame and escape-avoidance coping.

It should be noted

that, the relationship between internal locus of control and
these forms of coping may be due to the high intercorrelation between internal locus of control and Negative
Affectivity found in the present study.

A third explanation

would be that individuals with high or extreme internal
locus of control and negative affectivity may tend to blame
themselves for the occurrence of even uncontrollable events
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(e.g., headaches) and may rely on maladaptive coping
strategies such as escape-avoidance or distancing coping
during periods of stress. Interestingly enough, it is
important to note that internal locus of control was not
associated with the number or severity of symptoms(i.e.,
headaches) reported despite the degree of self-blame and
escape-avoidance coping.
With regard to external locus of control (chance) ,
individuals scoring high on this measure were more likely to
distance themselves from stressful situations and less
likely to use problem-solving strategies.

This is

consistent with previous studies which have found that
individuals who score high on external locus of control tend
to use passive, more maladaptive coping strategies when
dealing with chronic pain (Crisson & Keefe, 1988; Rosentiel

& Keefe, 1983).

Furthermore, in the present study,

individuals scoring high on external locus of control were
more likely to score low on positive affectivity; thus
leading to less active coping.
Given the above results, it is imperative that future
research using the Headache-Specific Locus of Control Scale,
incorporates a measure of Negative Affectivity since an
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overlap or contamination may be present in the Internal
Locus of Control sub-scale.

The relationship between these

two constructs and coping need to be assessed in future
studies, in order to clarify the findings of the present
study.

Previous studies in the relationship between locus

of control and headaches have not included a measure of
Negative Affectivity.

Finally, it could be argued that this

finding is specific to the sample (i.e., older and more
chronic) used in the present study.

However, the range of

scores on the locus of control measure were similar to those
reported in previous studies.

Limitations of the study
One of the most crucial limitations of this study is
that it is correlational in nature and does not allow for
determination of causality or directionality of the
relationships among the various variables.

In the present

study a partial correlation technique was used to test for
the mediation role of Negative Affectivity and the variables
being tested met strict criteria proposed by Baron & Kenney
(1986).

However, this method does not allow for control of

the influence of multiple variables which may be addressed
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by more sophisticated latent variable models.

Furthermore,

the present study only measured the various variables of
interest at one point in time which may compromise the
stability of the results.
The use of self-reports that require the use of recall
may have posed potential problems in the present study.

For

example, it may be difficult for an individual to recall the
number of daily hassles experienced in the "past month" and
the number and the severity of headaches experienced "during
the past month".

More accurate assessment of this variables

could be achieved if the subjects were asked to keep daily
records of daily stressors and headache activity for a
period of a month.
An additional limitation of this study is that the data
were obtained from a convenience sample, which compromises
the generalizability of these results.

For example, the

participants in this study were primarily White/Caucasian
(i.e., 93%) and the results can not be generalized to the
other ethnic or racial minority groups.

In addition, it is

possible that the lack of a randomization procedure may have
created a biased sample.

That is, we can only make

inferences regarding the data obtained from those who choose

89

to volunteer in a "stress and headachesu investigation.
Finally, the subjects who participated in this study were
recruited from a private specialty clinic which tends to
treat chronic, affluent patients who have undergone
extensive pharmacotherapy for the treatment of chronic
headaches.

Obviously, these results can not be generalized

to headache sufferers who do not seek or cannot afford
treatment.

Research and Clinical Implications of this Study
This investigation has major implications for the study
of the relationship between stress and stress outcomes such
as headaches, as well as, increasing our understanding of
the role played by dispositional variables in this
relationship.

Although the construct of neuroticism (i.e.,

NA) has been noted as one important characteristic of
chronic headache sufferers, this variable has generally been
omitted in studies of stress and headaches.

This study

represents the first attempt to evaluate the influence of
negative and positive affectivity in the stress and coping
process and the persistence of headaches.

The results of

this study suggest that negative affectivity plays an
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important mediating role in the stress and health outcome
relationship and that its omission from stress and headache
studies may be leading to spurious results.

It is important

that both negative affectivity and positive affectivity
continue to be measured in future studies of headaches in
order to increase our understanding of their influence on
stress perception, coping behavior, and the experience of
headaches.
There are several practical and clinical implications
that can be derived from this study.

Traditional

psychological interventions for the treatment of headaches
have primarily targeted the physiological components of the
stress response.
training).

(E.g., biofeedback and relaxation

However, the results of the present study

suggest that in addition to those self-regulation
techniques, psychological interventions aimed at modifying
negative affectivity (e.g., cognitive restructuring), as
well as, increasing positive affectivity (e.g., behavioral
interventions) should be consider in the psychological
treatment of chronic migraine and tension-type headaches.
In general, training programs for headache sufferers high on
negative affectivity could include the following components
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a)

Increase in self-awareness, b) Development of appropriate

emotion-regulation and problem-solving coping skills and c)
Increasing behaviors and attitudes associated with positive
affectivity through cognitive restructuring, social skills
training (e.g., seeking social support) and engaging in
pleasurable activities.

Several Cognitive-Behavioral

counseling methods such as Rational Emotive Behavior
Therapy, Cognitive Behavior Modification and Stress
Inoculation seem to be the most appropriate methods to
achieve significant change in the cognitive, affective and
behavioral components of negative affectivity when
counseling chronic headache sufferers. Similarly, these
cognitive-behavioral approaches could be used to modify
extreme internal and external locus of control and the
ineffective ways of coping associated with these personality
traits.

Directions for Future Research
Future investigations in the area of stress and
headaches should replicate and expand the present findings
taking into account the limitations of this study.

Ideally

longitudinal studies should allow us to determine causal
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relationships between negative and positive affectivity and
the experience of stress, coping, and health outcomes (e.g.,
headaches) .

Future studies should not rely solely on self-

report measures but rather incorporate other measures such
as ratings from significant others or health care
professionals.

In addition, as mentioned earlier, measures

that require great amount of recall from the participants
should be avoided.

Perhaps daily record keeping methods for

the measurement of both stressors and stress outcomes may
lead to more accurate and reliable data.

Another suggestion

is that in future studies of stress among headaches
sufferers, the presence or absence of a headache during the
assessment (i.e.,if in a single testing date) should be
determined since the presence of pain may influence the
recall of stressful events and pain symptoms(Holroyd,
France, Nash, and Hursey, 1993).

Additional personality

variables that have been identified in the headache
literature (e.g., perfectionism) should be included in
future studies in order to determine their relationship to
negative and positive affectivity, locus of control (i.e.,
internal and external), and coping strategies.

Finally,

more sophisticated multivariate statistical methods that can
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determine the simultaneous influence of latent variables
should be utilized in future studies in order to account for
a grater amount of the variance on outcome variables such as
headache activity.
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STRESS AND HEADACHE RESEARCH STUDY
Dear Participant:
I would like to thank you in advance for your interest
in this research project.

This study will increase our

understanding of the role of stress in the experience of
headaches and should help us in the development of more
comprehensive treatment programs.
Please sign the attached research project consent form
and

read all the instructions carefully.

Keep in mind that

there are no right or wrong answers and try to respond to
the questions with the first answer that comes to mind.
Your name will be kept confidential, so please place
the questionnaire back into the brown envelope and return it
to one of the clinic attendants.

Keep in mind that you can

withdraw your participation in this research study at any
time without prejudice.
Again, thank you for participating in this study.
Sincerely,

Enrique Gonzalez
Ph.D. Candidate
(Investigator)

APPENDIX B
CONSENT FORM
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RESEARCH PROJECT CONSENT FORM
Project title: The Role of Stress in Headaches.
(Name of Subject)
state that I am over 18 years of age and that I wish to
participate in this Dissertation research project being
conducted by Enrigue Gonzalez

(Name of investigator)

(Loyola University Chicago).
I acknowledge that

Enrigue Gonzalez (Name of

investigator) has fully explained to me the confidential
nature of this research; has informed me that I may withdraw
from participation at any time without prejudice; and has
offered to answer any inquiries which I may make concerning
the procedures to be followed.
I understand that the procedures for this study will
involve answering

questions on a self-report inventory and

are not anticipated to pose any risks.
In the event that I believe that I have suffered any
physical injury as the result of participation in the
research program, I may contact the Chairperson of the
Institutional Review Board for the Protection of Human
Subjects for the Lake Shore, Water Tower and Mallinckrodt
Campuses of Loyola University (Telephone:

[312]

508-2471.)
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RESEARCH PROJECT CONSENT FORM (CONTINUED)

I freely and voluntarily consent to my participation in
the research project.

(Signature of Investigator or his/her assistant)

(Signature of Subject)

(Date)

(Date)

APPENDIX C
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BIOGRAPHICAL INFORMATION SHEET
ID
1.

Name:

2.

Date of Birth:

3.

4.

#~~~~~~~~

Month

Day

Year

Month

Day

Year

Today's Date:

Gender:

(Circle one)
1. Male
2. Female

5.

Marital Status:

(Circle one)

1. Single

3. Divorced

2. Married
6.

Religion:

(Circle one)
1. Catholic
2. Protestant

7.

4. Widowed

Ethnic Background:
1. White

3. Jewish
4. Other

(Circle one)
3. Hispanic

2. African American 4. Asian American
5. Other
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BIOGRAPHICAL INFORMATION SHEET (CONTINUED)

8.

Education:

(Circle One)

1. Grammar School

4. College Degree

2. High School or GED

5. Graduate School

3. Some college

9.

When did you first experience headaches?
Month

10.

Day

When were you first diagnosed with headaches?
Month

11.

Day

Year

How long have you been in treatment for headaches?
Month

12.

Year

At the present, are you involved in other forms of
treatment for your headaches other than medication
(circle all that apply)
1.

Counseling

2.

Biofeedback

3.

Anesthesiologist (e.g., nerve blocks)

4.

Physical Therapy

5.

Other

Year

APPENDIX D
THE HASSLES SCALE
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The Hassles Scale

HASSLES are irritants- things that annoy or bother you; they
can make you upset or angry.
Some hassles occur on a
regular basis and other are relatively rare.
Some have a
slight effect others have a strong effect.
Please indicate
how much of a hassle each item was during the LAST MONTH by
circling the appropriate number next on the right hand
columns.

0= None or not applicable
1= Somewhat
2= Quite a bit
3= A great deal
1 Your Child(ren)

0

1

2

3

2 Your parents or parents-in-law

0

1

2

3

3 Other relative(s)

0

1

2

3

4 Your spouse

0

1

2

3

5 Time spent with family

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

10 Your friend(s)

0

1

2

3

11 Fellow workers

0

1

2

3

12 Clients, customers, patients, etc.

0

1

2

3

13 Your supervisor or employer

0

1

2

3

14 The nature of your work

0

1

2

3

6

Health or well-being of a family member

7 Sex
8

Intimacy

9 Family-related obligations
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0= None or not applicable
1= Somewhat
2= Quite a bit
3= A great deal
15 Your work load

0

1

2

3

16 Your job security

0

1

2

3

17 Meeting deadlines or goals on the job

0

1

2

3

18 Enough money for necessities (e • g • food,
clothing, housing, health care, taxes,
insurance)

0

1

2

3

19 Enough money for education

0

1

2

3

20 Enough money for emergencies

0

1

2

3

21 Enough money for extras (e.g.
entertainment, recreation, vacations)

0

1

2

3

22 Financial care for someone who doesn't
live with you

0

1

2

3

23 Investments

0

1

2

3

24 Your smoking

0

1

2

3

25 Your drinking

0

1

2

3

26 Mood-altering drugs

0

1

2

3

27 Your physical appearance

0

1

2

3

28 Contraception

0

1

2

3

29 Exercise(s)

0

1

2

3

30 Your medical care

0

1

2

3

31 Your health

0

1

2

3

32 Your physical abilities

0

1

2

3

t

t
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0= None or not applicable
1= Somewhat
2= Quite a bit
3= A great deal

33 The weather

0

1

2

3

34 News events

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

38 Conserving

0

1

2

3

39 Pets

0

1

2

3

40 Cooking

0

1

2

3

41 Housework

0

1

2

3

42 Home repairs

0

1

2

3

43 Yardwork

0

1

2

3

44 Car maintenance

0

1

2

3

0

1

2

3

0

1

2

3

47 Amount of free time

0

1

2

3

48 Recreation and entertainment outside the

0

1

2

3

0

1

2

3

35 Your environment

(e • g •
noise level, greenery)

quality of air,

f

36 Political or social issues
37 Your neighborhood

(e • g •

neighbors,

f

setting)
(gas, electricity, water,
gasoline, etc.)

45 Taking care of paperwork

(e.g.

f

paying

bills, filling out forms)
46 Home entertainment

(e.g.

f

TV, music,

reading)

home (e • g •
49 Eating

f

sports, eating out, walking)

(at home)
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0= None or not applicable
l= Somewhat
2= Quite a bit
3= A great deal
50 Church or community organizations

0

1

2

3

51 Legal matters

0

1

2

3

52 Being organized

0

1

2

3

53 Social commitments

0

1

2

3
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p A N A

s

This scale consists of a number of words that describe
different feelings and emotions.
Read each instruction and
Indicate to what extent
then circle the appropriate number.
you generally feel this way, that is, how you feel on the
average.
Very
Slightly
or not
at
all

A
little

Moderately

Quite
a
Bit

Extremely

1

Interested

1

2

3

4

5

2

Distressed

1

2

3

4

5

3

Excited

1

2

3

4

5

4

Upset

1

2

3

4

5

5

Strong

1

2

3

4

5

6

Guilty

1

2

3

4

5

7

Scared

1

2

3

4

5

8

Hostile

1

2

3

4

5

9

Enthusiastic

1

2

3

4

5

10

Proud

1

2

3

4

5

11

Irritable

1

2

3

4

5

12

Alert

1

2

3

4

5

13

Ashamed

1

2

3

4

5

14

Inspired

1

2

3

4

5

15

Nervous

1

2

3

4

5

16

Determined

1

2

3

4

5

17

Attentive

1

2

3

4

5

18

Jittery

1

2

3

4

5

19

Active

1

2

3

4

5

20

Afraid

1

2

3

4

5
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THE HEADACHE-SPECIFIC LC (HSLC) SCALE
This is a questionnaire designed to determine certain
important headache related issues. Each statement is a belief
with which you may agree or disagree.
Please circle the
number that represents the extent to which you agree or
disagree with each statement.

l=
2=
3=
4=
5=

Strongly Disagree
Moderately Disagree
Neutral
Moderately Agree
Strongly Agree

l.When I have a headache, there is nothing I
can do to affect its course.

1 2 3 4 5

2. I can prevent some of my headaches by
avoiding certain stressing situations.

1 2 3 4 5

3. I am completely at the mercy of my
headaches.

1 2 3 4 5

4. I can prevent some of my headaches by not
getting emotionally upset.

1 2 3 4 5

5. If I remember to relax, I can avoid some of
my headaches.

1 2 3 4 5

6 . Only my doctor can give me ways to prevent

1 2 3 4 5

my headaches.
My headaches are sometimes worse because I
am overactive.

1 2 3 4 5

My headaches can be less severe if medical
professionals (doctors, nurses, etc.) Take
proper care of me.

1 2 3 4 5

7.

8.
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1=
2=
3=
4=
5=

Strongly Disagree
Moderately Disagree
Neutral
Moderately Agree
Strongly Agree

9. My headaches are beyond all control.

1 2 3 4 5

10. My doctor's treatment can help my headaches.

1 2 3 4 5

11. When I

worry or ruminate about things I am
likely to have headaches.

1 2 3 4 5

12. Just seeing my doctor helps my headaches.

1 2 3 4 5

13. No matter what I

do, if I am going to get a
headache, I will get a headache.

1 2 3 4 5

14. Having regular contact with my physician is

1 2 3 4 5

the best way for me to control my headaches.
15. When I

have headaches, I should consult a
medically trained professional.

1 2 3 4 5

16. Following the doctor's medication regimen
the best way for me not to be laid-up with a
Headache.

1 2 3 4 5

17. When I drive myself too hard, I get
headaches.

1 2 3 4 5

18. Luck plays a big part in determining how

1 2 3 4 5

soon I will get a headache.
19. By not becoming agitated or overactive I c
prevent my headaches.

1 2 3 4 5

20. My not getting a headache is largely a

1 2 3 4 5

matter of good fortune.
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l=
2=
3=
4=
5=

Strongly Disagree
Moderately Disagree
Neutral
Moderately Agree
Strongly Agree

21. My actions influence whether I have

1 2 3 4 5

headaches.
22. I usually recover form my headaches when I
get proper medical care.

1 2 3 4 5

I'm likely to get headaches no matter what

1 2 3 4 5

23.

do.
24.

If I don't have the right medication my
headaches will be a problem.

1 3 3 4 5

25. Of ten I

feel that no matter what I do, I
will still have headaches.

1 2 3 4 5

I am directly responsible for some of my
getting headaches.

1 2 3 4 5

26.

27. When my doctor makes a mistake, I am the
to suffer with headaches.

0

28. My headaches are worse when I'm coping with

1 2 3 4 5

1 2 3 4 5

stress.
29. When I get headaches, I just have to let
nature run its course.

1 2 3 4 5

30. Health professionals keep me from getting

1 2 3 4 5

headaches.
31. I'm just plain lucky for a month when I
don't have headaches.

1 2 3 4 5

32. When I have not been taking proper care of

1 2 3 4 5

myself,

I am likely to experience headaches.

It's a matter of faith whether I have a
headache.
33.

1 3 3 4 5

APPENDIX G
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THE HEADACHE SCALE
Please think about your most recent headaches and answer
the following questions.

1.

How many headaches have you experienced in the last
month?

2.

What was the date of your last headache?

3.

How long did it last?

4.

How severe was your last headache?
(Please circle the appropriate number)
0

no
headache

1

2

(hrs., min)

3

4

5

Excruciating
Headache

The following words may describe your headache. Please
place a check mark in one of the columns below besides each
word. This will tell us how tiring, or aching, or heavy your
headache felt.
If the word does not describe your headache
check the first column.
If the headache felt moderately
pressing check the third column etc ..

115

N
0

t
a
t
a
1
1

M M s
i
0
e
1 d v
d e e
1 r
r
y a e
t
1
e y

N

1

1
1

0

t
a
t
a

y

1 Pressing

16 Pulling

2 Tiring

17 Miserable

3 Tight

18 Throbbing

4 Dull

19 Heavy

5 Frightening

20 Exhausting

6 Penetrating

21 Shooting

7 Nagging

22 Tender

8 Sharp

23 Spreading

9 Blinding

24 Crushing

10 Aching

25 Taut

11 Hot

26 Sickening

12 Punishing

27 Worrying

13 Stabbing

28 Nauseating

14 Discomforting

29 Distressing

15 Annoying

30 Splitting
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WAYS OF COPING QUESTIONNAIRE
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WAYS OF COPING QUESTIONNAIRE
INSTRUCTIONS
To respond to the statements in this questionnaire, you
must have a specific stressful situation in mind. Take a few
moments and think about the most stressful situation that you
have experienced in the ~ast week.
By "stressful" we mean a situation that was difficult or
troubling for you, either because you felt distressed about
what happened or because you had to use considerable effort to
deal with the situation. The situation may have involved your
family, your job, your friends, or something else important to
you.
Before responding to the statements, think about the
details of this stressful situation, such as where it
happened, who was involved, how you acted and why it was
important to you.
While you may still be involved in the
situation, or it could have already happened, it should be the
most stressful situation that you experienced during the week.
As you respond to each statement, please keep this
stressful situation in mind.
Please indicate to what extent
you used it in the situation.
Please respond to every item.

0=
l=
2=
3=

Does
Used
Used
Used

not apply or not used
somewhat
quite a bit
a great deal

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

0

1

2

3

2. I tried to analyze the problem in order to
understand it better.

0

1

2

3

I turned to work for another activity to
take my mind off things.

0

1

2

3

1.

3.
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0=
1=
2=
3=

Does
Used
Used
Used

not apply or not used
somewhat
quite a bit
a great deal

I felt that time would make a differencethe only thing was to wait.

0

1

2

3

5. I bargained or compromised to get something
positive from the situation.

0

1

2

3

I did something that I didn't think would
work, but at least I was doing something.

0

1

2

3

7. I tried to get the person responsible to
change his or her mind.

0

1

2

3

I talked to someone to find out more about
the situation.

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

12. I went along with fate: sometimes I just
have bad luck.

0

1

2

3

13.

I went on as if nothing had happened.

0

1

2

3

14.

I tried to keep my feelings to myself.

0

1

2

3

0

1

2

3

0

1

2

3

17.

I expressed anger to the person(s) who
caused the problem.

0

1

2

3

I accepted sympathy and understanding from
someone.

0

1

2

3

4.

6.

8.

9.

I criticized or lectured myself.

I tried not to burn my bridges, but leave
things open somewhat.
10.

11.

I hoped for a miracle.

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

15.

16.

18.

I slept more than usual.
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0=
1=
2=
3=

Does
Used
Used
Used

not apply or not used
somewhat
quite a bit
a great deal

told myself things that helped me feel
better.

0

1

2

3

20. I was inspired to do something creative
about the problem.

0

1

2

3

19.

I

21.

I

tried to forget the whole thing.

0

1

2

3

22.

I

got professional help.

0

1

2

3

23.

I

changed or grew as a person.

0

1

2

3

0

1

2

3

24. I waited to see what would happen before
doing anything.
25.

I

apologized or did something to make up.

0

1

2

3

26.

I

made a plan for action and followed it.

0

1

2

3

0

1

2

3

0

1

2

3

realized that I had brought the problem
on myself.

0

1

2

3

came out of the experience better than
when I went in.

0

1

2

3

31. I talked to someone who could do something
concrete about the problem.

0

1

2

3

tried to get away from it for a while by
resting or taking a vacation.

0

1

2

3

33. I tried to make myself feel better by
eating, drinking, smoking, using drugs, or
medications, etc.

0

1

2

3

27. I accepted the next best thing to what I
wanted.
28.
29.

30.

32.

I

let my feelings out somehow.

I

I

I
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0=
l=
2=
3=

Does
Used
Used
Used

not apply or not used
somewhat
quite a bit
a great deal

took a big chance or did something very
risky to solve the problem.

0

1

2

3

35. I tried not to act too hastily or follow my
first hunch.

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

41. I

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

0

1

2

3

asked advice from a relative or friend I
respected.

0

1

2

3

0

1

2

3

44. I made light of the situation; I refused to
get too serious about it.

0

1

2

3

45. I

talked to someone about how I was
feeling.

0

1

2

3

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

0

1

2

3

0

1

2

3

0

1

2

3

34.

I

36. I

found new faith.

37. I maintained my pride and kept a stiff

upper lip.
38.

I

rediscovered what is important in life.

changed something so things would turn
out all right.
39. I

40. I

generally avoided being with people.

42. I

43. I

kept others from knowing how bad things

were.

47.

I

took it out on other people.

drew on my past experiences; I was in a
similar situation before.

48.

I

121

0=
1=
2=
3=

Does
Used
Used
Used

not apply or not used
somewhat
quite a bit
a great deal

49. I knew what had to be done, so I doubled my
efforts to make tings work.

0

1

2

3

50. I refused to believe that it had happened.

0

1

2

3

51. I promised myself tat tings would be
different next time.

0

1

2

3

52. I came up with a couple of different
solutions to the problem.

0

1

2

3

53. I accepted the situation, since nothing
could be done.

0

1

2

3

54. I tried to keep my feelings about the
problem from interfering with other things.

0

1

2

3

55.I wished that I could change what happened
or how I felt.

0

1

2

3

56. I changed something about myself.

0

1

2

3

57. I daydreamed or imagined a better time or
place than the one I was in.

0

1

2

3

58. I wished that the situation would go away
or somehow be over with.

0

1

2

3

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

0

1

2

3

60. I prayed.

0

1

2

3

61. I prepared myself for the worst.

0

1

2

3

62. I went over in my mind what I could say or
do.

0

1

2

3
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0=
1=
2=
3=

Does
Used
Used
Used

not apply or not used
somewhat
quite a bit
a great deal

63. I

thought about how a person I admire would
handle the situation ad used that as a model.

0

1

2

3

64. I tried to see things from the other
person's point of view.

0

1

2

3

reminded myself how much worse things
could be.

0

1

2

3

0

1

2

3

65. I

66.

I

jogged or exercised.
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