Psychologic aspects
of chronic headache

LORETTA MUELLER, DO

Chronic recurrent headache affects 45 million Americans. Despite recent advances
in medical modes of therapy for headache, the underlying pathophysiology for the
condition is not yet fully understood. Like other conditions for which we have no
objective markers for disease, nor a clear understanding of pathophysiology,
psychologic causes are suspected. Although mounting evidence suggests a bio-
chemical basis for headache, many clinicians still believe that psychologic influ-
ences may contribute to maintaining headache chronicity. Nonpharmacologic and
psychologic treatment modalities such as biofeedback and cognitive/behavioral
therapy may be successfully used as part of a comprehensive treatment program
to give patients a greater sense of control, reverse anticipatory anxiety, and
improve functioning and quality of life.
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he role of psychologic and behavioral

factors in primary headache disor-
ders has long been debated. Headaches
have been portrayed as a manifestation
of unconscious conflict for more than a
century. Contemporary headache research
has favored a central biochemical disorder
as an underlying headache etiology. For the
first time, medications such as the sero-
tonin 1yp agonists (“triptans”) have been
designed specifically to abort migraine
headaches. Despite the evidence for a bio-
logic mechanism, many physicians still
believe that chronic headaches are largely
“psychogenic,” a condition not worthy
of time and efforts best spent on other
more serious medical disorders. Even many
headache specialists believe that although
the underlying initiating event causing
headache may be biochemical, other fac-
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tors, including psychologic conditions,
most likely have a role in maintaining
headache chronicity; psychosocial issues
must be addressed as part of a compre-
hensive treatment approach.

Psychologic evaluation should focus
on personality characteristics, lifestyle,
and life-situation factors that account for
individual differences in headache sus-
ceptibility or moderate a current vulner-
ability to headaches. Pain behaviors as
well as positive and negative consequences
to headaches should be examined as
potential contributors to maintaining
headache chronicity. Psychologic treat-
ment modalities, instituted concurrently
with pharmacologic and other nonphar-
macologic measures, may improve thera-
peutic outcome and quality of life for the
45 million Americans who have chronic
recurrent primary headache disorders such
as migraine, tension-type headache, and
cluster headache.

Quality-of-life issues

Chronic headache sufferers report marked
reductions in functional impairment and
quality of life.! In a medical outcome study
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using an instrument that measured patient-
perceived level of physical, role (work),
and social functioning, mental health,
health perceptions, and pain, migraineurs
primarily reported impaired role func-
tioning. Cluster headache sufferers report-
ed the greatest pain perception, and chron-
ic tension-type headache sufferers reported
impaired mental health and generalized
impairment of functioning.! Overall,
patients with chronic headache rate their
level of functioning as worse than that of
patients with diabetes or arthritis and com-
parable to that of patients with conges-
tive heart failure.2

Chronic headaches also affect eco-
nomic status. One migraine study found
that 50% of its subjects missed an average
of 2 days of work per month because of
headaches and had another 5 days of
reduced productivity while at work.3 The
higher prevalence of migraine among
lower socioeconomic groups has been
explained as a “downward social drift”
resulting from inability to perform and
compete in an educational or work setting,
resulting in lower income strata. Tension-
type headaches also have an economic
impact on the individual and society, with
an estimated 822 lost workdays annually
per 1000 persons due to tension-type
headache.# Financial stressors can con-
tribute to the maintenance of headaches.

Studies have found that the family unit
is affected by headache disorders.36
Migraines most commonly occur in
women of childbearing age, when they
are juggling careers and child rearing.
Reduced functioning affects all family
members, but studies find that households
with young children suffer most. Sixty per-
cent of family members polled noted fre-
quent cancelled plans for playing, spend-
ing time together, or helping with
homework.5 Children were frequently con-
fused or upset about their parent’s condi-
tion, and spouses felt anger, frustration,
and suspicion of secondary gain at times.¢
Spouses also noted that they had a reduced
ability to express criticism and annoyance
with the headache sufferer and were less
apt to be open and express feelings.”

A negative impact on marital sexual
relations existed.5 Headache sufferers
expressed guilt and self-blame for “con-
trolling” their families with their disor-
der.6

Despite the effect chronic headaches
have on functioning and quality of life,
less than 50% of migraineurs and less
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Checklist

B Migraine headache?.10

[] Ambitious

] Energetic, “type A” personality

[] High need for social approval

[[] Controlled good behavior

[] Repressed anger

[] Self-imposed demands
and responsibilities beyond cop-
ing ability

[] Perfectionistic

[] Obsessional

[] Dependent

] Emotionally inhibited, rigid

[] Hypochondriacal

[] Depressed

[] Anxious

[] Hysterical tendencies

B Tension-type headache11-13

[ ] Tense, unable to relax

[[] Disorganized

] Openly hostile

[] Repressed anger

[J Anxious

[l Depressed

[] Psychosexual conflict

[] Unresolved dependency

[] Moral self-righteousness

[[] Poor coping and adaptation
skills

[ Somatization tendencies

B Cluster headache10.14

[J Ambitious

[] Energetic

[] Aggressive tendencies
[J Hysterical tendencies
[] Dependent

[l Suppressed anger

[J Hypochondriacal

] Emotionally repressed
[] Obsessive-compulsive

Figure 1. Personality profiles of primary
headache sufferers. “Personality profiles”
have not been substantiated in recent sci-
entific literature.9-15

than 15% of sufferers of tension-type
headache seek treatment by a physician.8
Proposed reasons are lack of respect,
empathy, and understanding by physi-
cians; not being taken seriously; and
widespread belief that headaches have a
purely psychologic basis. Healthcare

providers should not minimize these
patients’ pain, but rather validate their
headache disorder. Even when headaches
are episodic, practitioners must recognize
the significance these headaches have on
all aspects of the sufferer’s life.

Personality profiles
Early studies have suggested a so-called
headache personality that predisposes
individuals to headache conditions due
to interpersonal conflicts and resultant
stress (Figure 1).9-15 Current studies using
various psychometric instruments have
not confirmed any one personality type
that is attributable to the group of pri-
mary headache sufferers.15:16

Personality disorders may complicate
headache diagnosis and treatment. Histri-
onic patients may exaggerate complaints,
leading to a more extensive workup and
more aggressive treatment regimens with
greater potential for adverse effects. Bor-
derline patients may become manipula-
tive or threatening (or both) with esca-
lating medication demands, leading to
rebound headaches or toxicity. Pas-
sive/dependent personalities have an exter-
nal locus of control, relying on the health-
care provider to “make them better”
without taking the initiative of changing
behaviors that could improve treatment
outcome. Personality disorders con-
tributing to refractoriness to treatment
may cause frustration in the healthcare
provider as well as in the patient. These
reactions should be examined, and if they
interfere with adequate therapy, the
patient should be referred to a physician
better suited to treat his or her disorder.

Psychometric testing

Extensive psychologic testing among
headache sufferers is usually unnecessary.
Minnesota Multiphasic Personality Inven-
tory (MMPI) studies have found elevated
scores on “neuroticism” in migraineurs,
supporting beliefs of maladaptive coping
skills, proneness to depression, pessimism,
and somatization in this population.1”
Others have found no differences in MMPI
scores among headache sufferers and
attribute conflicting findings to varying
patient populations sampled.18 Elevations
of various psychologic test scores on
MMPI, such as hypochondriasis, depres-
sion, hysteria, paranoia, and schizophrenia,
correlate with poor response to headache
therapy, as do elevated Beck Depression
Inventory scores, Psychosomatic Symp-
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Il Improve patient coping skills

> | [l Problem solve a headache

!

B Accurately interpret headache type and M Stop “catastrophizing”
early prodromal symptoms

Il Patient to take medications earlier for higher
= efficacy (if patient usually waits too long to
use).

M Patient to take medications later to first iden-
- tify if severe headache (to avoid rebound in
- patient using medications frequently for
anticipatory anxiety)

> | _Institutg stepwise treatment
instructions

- Il Assess need for adjunctive medications
=~ (if early vomiting, use antiemetic)

Il Use one of the previous two steps if
== first medication not effective (rescue
medication for inconsistent pain relief)

l Modify/challenge counterproductive
negative thinking

—»| [] Biofeedback

Il Teach patient skills to improve self-per- »| [ Relaxation
ceived ability to abort a headache -

[] Attention diversion/
distraction techniques

[] Modify patient’s pain behaviors and family‘s
responses that may reinforce headache chronic-
ity (de-emphasize headaches, reward well
behaviors, maintain normal function)

Figure 2. Cognitive/behavioral strategies
in chronic headache disorders.

Il Educate patient about headache cause
and realistic treatment expectations/clarify mis-
conception and beliefs
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toms Check Lists, or Trait Anger Scales.16
The Beck Depression Inventory and
Hamilton Rating Scales for anxiety and
depression have been studied and identi-
fy higher rates of depression and anxiety
for all chronic headache conditions.1?

Neuropsychiatric testing is not help-
ful in predicting organic causes of
headache but may be used in posttrau-
matic headache disorders to identify cog-
nitive changes associated with concomitant
posttraumatic syndrome. Overall, no one
psychologic test can yet predict clinical
outcome or guide the physician to one
specific treatment modality.

Psychiatric comorbidities
Various psychiatric conditions are found
more commonly in chronic headache suf-
ferers. Migraineurs are 12 times more like-
ly to suffer panic disorder, 2.5 times more
likely to have depression, and have high-
er rates of dysthymia, bipolar disorder,
drug abuse, smoking, and suicide
attempts.20-22 Hamilton Rating Scales for
anxiety and depression were found to be
higher among all headache types (migraine,
tension-type, cluster, analgesic overuse,
and mixed-headache disorders).1 It is pos-
sible that these comorbidities are due to a
shared alteration of serotonin biology or
that one condition causes the other.

Guidetti and colleagues?3 suggest a
bidirectional nature for the two condi-
tions, that anxiety in childhood predis-
posed to chronicity of migraine and devel-
opment of depression in later years.23
They studied children with migraine and
found 75% of those with anxiety had
persistent migraine 8 years later (vs 30%
of those without childhood anxiety) and
depression developed in only those
patients with childhood anxiety and con-
tinued later-life migraine (58%).23 Inter-
estingly, psychologic factors in young chil-
dren (younger than 6 years), such as
depression, sleeping difficulties, concen-
tration difficulties, and behavioral prob-
lems, have been found to be strong pre-
dictors for future headaches.24

Higher levels of somatization disorder
have also been found in patients with
chronic headache, possibly due to height-
ened vigilance to bodily sensations that
may signify prodromal symptoms pre-
ceding a headache.2’ It is believed that
early effective treatment of headache may
prevent later somatization or other sero-
tonin-related syndromes.
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Opverall, findings of studies examining
the prevalence of psychiatric comorbidity
and headache have been conflicting.
Inconsistencies in data may be attributable
to different sample populations, changes
in headache diagnostic criteria, small sam-
ple sizes, lack of control groups, and dif-
ficulties in determining cause or effect of
affective disorders and headache. Comor-
bid affective disorders often improve once
headaches are effectively treated, sug-
gesting chronic headache pain may be the
cause rather than effect of concomitant
psychiatric conditions.1?

Psychogenic headaches

Some researchers have suggested that
chronic headaches may serve to obscure a
serious emotional disorder—most often
depression or anxiety—and that these
conditions may be converted into an
acceptable physical symptom such as
headache.26 Headaches rarely may be
diagnosed as a conversion disorder, somat-
ic delusion, or somatoform disorder;
patients may identify with the headache
symptoms of a significant other. These
patients often complain of severe
headaches that are discordant with their
calm appearance. Initial onset of conver-
sion headaches may occur after a partic-
ularly stressful event. For these individu-
als, psychotherapy is the treatment of
choice.26

Biofeedback
Biofeedback techniques teach the headache
sufferer how to control certain bodily
functions such as muscle relaxation and
vasodilation, which are normally not
under voluntary control. In this way, the
patient with headache may control phys-
iologic responses to stressors and therefore
decrease headache frequency or severity
(or both). The two most common tech-
niques are electromyographic and ther-
mal biofeedback. Electromyographic sur-
face electrodes “feed back™ visual or audio
signals based on the patient’s ability to
relieve muscle tension in the face, neck, or
upper region of the back. Finger probes in
thermal biofeedback record the ability to
increase peripheral blood flow and raise
finger temperature. Techniques taught
may include progressive muscle relax-
ation, visualization, or imagery techniques.
With practice, many patients can achieve
desired responses without requiring
biofeedback instruments.

Patients with an internal locus of con-

trol who are motivated to be an active
participant in their care or who prefer to
limit medications (or both) are good can-
didates for biofeedback training. Younger
patients (children and adolescents),
women, and pregnant patients generally
are more successful at learning biofeed-
back than older patients or men. Few
absolute contraindications to biofeedback
or adverse effects exist, but patients with
a history of sexual abuse may have anx-
iety when attached to the biofeedback
instruments and may defer treatment.

Biofeedback has been found to
decrease frequency or severity (or both) of
tension-type or migraine headaches in
numerous studies.2” Electromyographic
biofeedback studies overall found an
approximate 50% reduction in tension-
type headache activity, and this benefit
persisted even years after patients learned
the techniques.?” It is unknown whether
beneficial effects are directly related to
muscle relaxation, decreased sympathet-
ic tone, and vasodilation of the extremities,
or are due to alterations of central pain
regulatory mechanisms via a heightened
sense of self-perceived control over
headaches.28 Only weak correlations
between improvement in headache and
biofeedback instrument readings have
been found.?9

Cognitive behavioral therapy
Headaches may be precipitated or exac-
erbated by stress.28 Physicians cannot alter
patients’ life circumstances, but they may
suggest cognitive behavioral therapy to
alter patients’ perceptions about their life
events, to minimize levels of physiologic
arousal, and decrease the frequency or
severity (or both) of headache.2s Cognitive
behavioral therapy identifies and modi-
fies the effect of thoughts and behaviors on
headache. One study found that cogni-
tive behavioral therapy was comparable to
amitriptyline hydrochloride in decreasing
the frequency and intensity of tension-
type headache, but only cognitive behav-
ioral therapy reduced general somatic
complaints and improved patients’ sense
of control over their headaches.30

Stress is a subjective interpretation of
particular life events based on cognitive
framework, personality traits, and cop-
ing strategies. Recommended cognitive
behavioral therapy for patients with
headaches is most often short term and
goal oriented, directed at improving
patients’ coping skills, developing an inter-
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nal locus of control, and experiencing a
heightened level of self-efficacy to con-
trol their headaches (Figure 2). Studies
find that many sufferers of chronic
headache have maladaptive coping strate-
gies such as avoidance, repression, self-
blame, and lack of utilization of social
supports.3! They also tend to underesti-
mate their level of control over their
headaches. Negative thinking and “catas-
trophizing” their pain experience results in
lower pain thresholds, increased anxiety,
and escalation of headache pain.32

Cognitive behavioral therapy teaches
patients to check negative cognitions and
self-defeating behavior and to judge their
condition more realistically and positive-
ly. Patients are taught to “problem solve”
a headache with step-wise instructions
based on their type of headache (that is,
migraine, tension type), the characteris-
tics of a particular headache (that is, awak-
ening with a full-blown headache, early
nausea and vomiting), and lifestyle cir-
cumstances on that particular day (that is,
vacation day, busy workday). Patients are
given clear instructions on when to use
medication, proper dosing, need for
adjunctive measures (such as use of
antiemetic, caffeinated beverage) and fur-
ther steps should initial dosing not be
effective. Learning and applying these
problem-solving skills shift patients’ locus
of control from external to internal, giv-
ing them a sense of control over their
headaches and thus alleviating anxiety
that may exacerbate their condition.
Teaching distraction/attention diversion
exercises is another coping strategy that
may be recommended.

Cognitive behavioral therapy may at
times involve families of chronic headache
sufferers to identify and address behav-
iors that may unconsciously reinforce sec-
ondary gains and chronicity of the disor-
der (Figure 3). Generally, families should
de-emphasize the influence a patient’s
headaches have on the family and encour-
age the sufferer to maintain as normal a
lifestyle as possible despite his or her con-
dition. This approach is particularly
important in families in which the
headache sufferer is a child and parents
continually inquire about the child’s pain
status throughout the day. De-emphasiz-
ing pain behavior is not synonymous with
ignoring the sufferer; well behaviors
should be “rewarded” with encourage-
ment and support previously given to pain
behaviors.

Psychotherapy as a single treatment
modality rarely adequately manages a
patient’s headache disorder. Psychotherapy
attempts to identify and deal with past,
probable unconscious, unresolved con-
flicts that may contribute to causing or
exacerbating somatic symptoms such as
headache. Individual or family psy-
chotherapy (or both) may be part of a
comprehensive treatment approach to
modify a headache sufferer’s perfectionistic
goals and standards, maladaptive coping
mechanisms, or excessive environmental
demands as well as to encourage effec-
tive expression of anger and emotions
and develop a less critical view of self.

Pharmacologic treatment

Abortive (“as needed,” symptomatic)
medications with or without prophylactic
(preventive, daily) medications are usu-
ally considered part of a comprehensive
treatment approach for primary headache
disorders. Efforts should be made to find
an effective medication regimen early in
intervention, using the contemporary
abortive stratified-care approach, which
incorporates more effective medications
such as the serotonin 1y, agonists as first-
line therapy for moderately to severely
disabled headache sufferers. The older,
stepped-care approach, starting with the
simple analgesics in every headache suf-
ferer regardless of disability and advanc-
ing as needed based on patient satisfaction
with treatment, may cause unnecessary
suffering and be detrimental to the
patient/physician collaboration. Many
patients are lost to follow-up before effec-
tive therapy is found. Various patient per-
ceptions when treatment fails may be
found in Figure 4.

As discussed previously, negative think-
ing and catastrophizing during headache
attacks likely intensify the pain experi-
ence. Studies find a marked increase in
negative thinking when the first dose of
abortive medication is ineffective, again
highlighting the need for maximizing relief
with the initial dose of abortive medica-
tion.

Inconsistent pain relief is a limitation of
most abortive medication, even the newer
triptans. Prescribing a second-line abortive
agent, termed a “rescue” or “escape”
medication, alleviates patients’ anxiety
and improves their perceived ability to
control their headaches. Prophylactic med-
ication may be considered even for infre-
quent headaches when patients are psy-
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chologically unable to cope with their
headaches or when abortive therapy does
not give satisfactory relief.

When prescribing medication to
patients who have headache with comor-
bid psychiatric disorders, treatment should
be tailored to the characteristics of the
headache and the patient’s beliefs and
lifestyle. Use of barbiturate compounds
or narcotics is to be avoided in severely
depressed patients or in anxious patients
who are more prone to using them to
relieve anxiety symptoms. Prophylactic
medications used to treat patients with
affective disorders include antidepressants
and divalproex sodium. B-Blockers should
be used cautiously in severely depressed
patients. Lack of controlled headache
studies and concerns about adverse effects
limit the use of phenothiazines prophy-
lactically for headaches; however, phe-
nothiazines may reduce headache severi-
ty and frequency and are a logical choice
for headache sufferers with a history of
psychosis.

Overall, establishment of a collabora-
tive patient/physician relationship in devel-
oping an individualized treatment pro-
gram is most important in maximizing
therapeutic response (Table 5). Physicians
should attempt to work around patient
biases against certain medications if alter-
native treatment options are available.
Headache sufferers are more prone to
hypervigilance about any bodily symp-
toms, including adverse drug effects; sev-
eral medication trials may be needed to
find one that has both efficacy and toler-
ability. Multiple drug sensitivities are com-
mon in chronic headache sufferers. Patient
education, including counseling about
medication side effects, treatment ratio-
nale, and realistic treatment expectations,
improves compliance and reduces anxiety
about harmful medication effects.32
Patients must realize that daily preven-
tive medications may have delayed effec-
tiveness of 4 to 8 weeks at a full thera-
peutic dose and that no one medication is
effective for all individuals. A realistic goal
of preventive therapy is reduction of fre-
quency of headache by about half,
decreased severity and duration of
headache, with or without enhanced
abortive effect of the medication.

Without patient education, patients
are unlikely to comply with therapeutic
regimens. One study found that less than
50% of headache patients complied with
proper use of medication and more than
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M Predisposition
[] Genetic
[] Personality

+

[l Past potential factors
moderating vulnerability to
headaches

[] Personal and/or sociocultural con-
ceptualization of headache

[[] Prior experience with and expla-
nations from medical establish-
ment

[J Level of satisfaction with prior
treatment efficacy and prior short-
and long-term adverse effects

[[] History of abuse

— sexual

— physical

— verbal

[ Past life events

[[] Psychiatric history or history of
substance abuse

+

Il Current potential factors mod-
erating vulnerability to
headaches

[] Lifestyle behaviors

— smoking

— inactivity

— sleep deprivation

[[J Clustering of stressful life events

[[] Daily hassles

[[J Current coping skills, social sup-
port

] Noncompliance with treatment

[] Medication overuse/rebound

[] Negative emotions/affective
disorders/perceived control over
life and headaches

[J Interpersonal conflicts

[J Financial stressors

Y

M Psychophysiologic
changes and
headache

[] Sympathetic activation
(vasoconstriction of
extremities)

[] Muscle tension via
gamma-motor neuron
activation by limbic
system

[] Central nervous sys-
tem neurotransmitter
changes

— concentration

— receptor number
and/or receptor sensi-
tivity

[l Headache
process
[J Prodrome

»| [] Pain

[] Associated
symptoms

[] Postdrome

l Consequences of
headache in the
sufferer

[[] Pain behaviors

— actions recognizable to
others that headache
occurs

> [] Maladaptive coping

— denial

— avoidance

— underutilization of sup-
port system

[] Negative emotions and
cognitions

— “catastrophizing”

— self-perceived help-
lessness

— anger

— externalization (blame
others)

— Quilt

— anxiety

— depression

+

l Immediate headache triggers
[] Diet

[] Stress

[] Hormonal changes

[J Environment

— lighting

— noise

— sustained postures
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M Potential reinforcers of
headache chronicity
(unconscious or conscious)

] Behaviors of family, coworkers

— attention, sympathy

— take over responsibilities

] Disability and litigation awards

[] Avoidance of unpleasant tasks

— work

— school

— interpersonal conflicts

Figure 3. Psychologic contributions to chronic headaches.
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10% never filled their initial prescrip-
tions.33 Passchier and colleagues3? found
that 75% of studied patients with
headache expressed negative or ambivalent
attitudes toward medication use because
of potential short- or long-term side effects.

Once an effective treatment regimen
is found, the “art” of treating patients
with headache is in maintaining a satis-
factory level of treatment efficacy bal-
anced by an acceptable side effect pro-
file. Headaches are a dynamic condition,
and regular follow-up is needed to assess
the need for adjustments in medication
and to reinforce nonpharmacologic
modalities. Headaches may worsen at
times, particularly during stressful events
or interpersonal conflicts. Options at such
a time are to maintain current therapy
and reassure the patient that the exacer-
bation of headache is temporary, make
minor adjustments such as increasing cur-
rent dose of medication or adding anoth-
er agent, or discontinue the current ther-
apeutic regimen entirely and start over.
Because of delayed efficacy when start-
ing a new prophylactic treatment regi-
men and possible exacerbation of
headaches during medication transition
periods, frequent changes of therapeutic
regimens are discouraged.

Comment

Chronic headaches markedly reduce the
quality of life of the sufferers and affect all
aspects of their lives. A delay in effective
headache management may contribute to
chronicity of headaches and comorbid
affective disorders. Regardless of the ini-
tiating precipitants, maintenance of
headaches may be caused by entirely dif-
ferent factors and a delay in management
may lead to more frequent pain behaviors
(in the headache sufferer and in signifi-
cant others’ response to them) that may
reinforce chronicity of the headaches.
Incorporating psychologic assessment and
treatment modalities into a comprehensive
treatment regimen most likely would max-
imize therapeutic outcome.

Primary headache disorders (migraine,
tension-type, and cluster) are diagnosed
based on subjective, historical features.
Because there are no objective markers
for these disorders, psychologic causes
have been debated. Rather than dissecting
headaches into “organic” or “psy-
chogenic” categories, clinicians must
understand the interplay between per-
sonality characteristics, negative emotions,

Checklist

[] Hopeless/helpless: “no help for
me”

[] Fearful/anxious: “There must be
something seriously wrong”

[] Dissatisfied/angry with physi-
cian:

— “Doctor thinks I'm crazy/doesn’t
believe me.”

— “Doctor doesn’t know how to
treat headaches.”

[] Ongoing search for relief: “A chi-
ropractor, acupuncturist, herbal-
ist...will help me.”

Figure 4. Patient perceptions when treat-
ment fails.

Checklist

[] Validate/reassure about
headache condition.

[] Educate about headache
causes and treatment options.

[] Appreciate significance
headaches have on all aspects
of patient’s life:

— assess quality of life.
— assess disability.

[] Define realistic treatment expec-
tations.

[] Develop collaborative,
comprehensive treatment
approach/make patient an
active participant.

(] Modify psychologic contributors
to headache condition.

[] Recognize your reactions to
“difficult’ patients and consider
referral when your reactions
interfere with adequate care.

[] Encourage patient participation
in headache support groups.

Figure 5. Guidelines to successful man-
agement.
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maladaptive cognitions and coping skills,
pain behaviors, unconscious reinforcers,
and headache physiology, which may
include musculoskeletal, autonomic, and
central nervous system responses to height-
ened arousal from stressful events.

Psychologic characteristics or frank
psychiatric comorbidities (or both) may
contribute to chronicity of headaches and
refractoriness to treatment. Incorporat-
ing a psychologic evaluation and treat-
ment plan into a comprehensive treat-
ment program for sufferers of chronic
headache may improve treatment out-
comes. Psychologic treatment modalities
may include patient education, relaxation,
cognitive, imagery, attention/diversion,
and biofeedback techniques that may be
taught by the physician specializing in
headache treatment or an allied health
professional. Further research is required
to identify which subgroups of patients
would benefit most from which treatment
modalities.
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