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The clinical problem of the.tenston headache ig;pnrvasivevin’ouri
society. While traditioual treatment has* involved the use ‘of. o
“pharmacotherapy, nore recent innovations h&pe seeh the applications

- of learning theory and biofeedback in‘n%the alleviation of tension .

' <headaches. In this study the tension head:Zh was assuned‘to be a.

22 .

) symptom that arose frbm difficulties in dealing with life processes
" or. from disruptions in the individual's interactional system.

The principles of the strategic psychotherapy used in ot‘?r
-”-" .'f.
clinical problems were applied to treat htension ‘headache sufferers.

. Ten participants who suffered from a minimum éf tgice-ueekly tension -

: I .

headaches were selected for treatment using ‘the intervgntidns

.\“.‘
' I

,suggested by this approach. All participants maintaineqﬁa baseline

a

e

1

record of heﬂdache activity for two weeks. * Five supjeéts were g%,'fg'
randomly assigned to receive treatmeht lmmediately, uhile the °

3. remaining. five were required to wait thirteen weeks before commencing.
treatment. Data on headache-activitg for all subjects were collected

. S -
at the conclusion of treatment. Individuals in the initial treatment

group were also assessed on headache activity during a three month

follow-up,’ f
- l : "

of the*eight subjects who completed treatmentf six were assessed
as succegses and two as partial succe8ses according to the evaluation
criteria. The mean number of treatment sessions was six._‘As‘well ag

evaluating dutcome with reéard tg, the t;eathent nodelkthis study was



&

.a auch as sympﬁbn ’prescr*iptton,' nftraininq strateqies and jaming :

R

, designed to denbnstrate %nd describe strateg.es that ‘enhanced the
: ”éhangedp;’roc,ess. ’i‘hese data were obtained via tape recordings of

int%r'vie'wé that were'transcribed and summarized. Verbatim reports of

8

-_:* the interventibns used are presem:ed in the - results. InterventionS‘

-

‘ strategies were usedfto Interrupt existing behavioral patterns.

N - o 7.
Limitat‘ioni o£ the model are also presented. “The. results of the

-

.,‘st‘uay suggest that strategic intervention_s can be heipful in treating
5y '% . \}, X . . . . ] ) .o .

w

‘}k_a'psychosdmatic disorder_ such as ténsion headache. ‘ S

P

vi
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CHAPTER I

INTRODUCTION

Overview of thé Problem

‘.Headachplbf one type or another is one of the most common
ailments known to the humap race, .It is also a frequent symptom
presentéd to the‘medicsl pragtitioner when a patient seeks treatment
(Martin, 1983). Epidemiological studies indicate;§hat about two-
thirds of adults experience héadaches.and that 20-40% of these suffer.
from tension headaches (Beatfy & Haynes, 1979%; Cox, Freundlich ¢
Mef@r, 1975}, In a }eeent survey of college sitndentsa, Anﬂr5nik,
Holroyd and Abell (1979) report that headaches occur more than -~
"per week in fifty two percent of the population. Meth;dh of
effective treatment warrant investigation in light of hnth the
frequency and personal discomfort.caunhd by the tension headache.

The spoéific causes of the tennion.heaéanhe remain uncertain:
Roth Wolfe (1963) and the A3 Hoc Committee on the Claseificatioﬁ of
; : -
Headache (Friedman, 1962) agree that the tension headache appears ‘'~
he'a.'ﬁ, ihﬁ‘vidua'lizeq regp-nse to a‘ress a""‘l is asééciak*d with
angtained cnnfrarﬂ‘:‘u\s of mkelatal mug-las §n the rralp and ehenl 1
veqinne Natlegain 11972) gtryeace the intavartion ng pﬁrﬁh.n=1iry
traite. un-tonrcions a nFf1j !‘.s 'nA secordary gair frdu\ ch Aanie pain,

I \.. (] ! ] , st . b L Vigrm Tyobign nf €y P N
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~,an underlying anxiety that is translated into a physical symptom.‘ As

yet nc single psychogenic factor can be implicated in the etiology of

. the tension headache (Sutherland 1983).

The tension headache is usually treated with analgesic and

muscle relaxant compcunds which- do little to help resolve the problem'f

of reoccurrence. Ninety percent of all petients seeking medical help
obtain these prescriptions despite their risks and uhdesirable side
‘effects (Philips, i976). Furthermore, medications fosterl
reychological and in some casee‘physical'dependence.

The traditional mind-body polarity in the study of human' .
behavior has been slowly.dissipatinq in recent years as the
application of'princibles from the behavioral sciences tb the
treatnént opreychcsonatic and relateddstrese disorders hee
flourished; Authorities in the treatment of tension.headacheex
maintain that the qreatést benefits are likely to result from -
teaching the headache sufferer to relax mnscles in the neck and
ehoulder reaion iRudzvnski, Stoyva, Alder & Mullaney,i1§5§; Epstein &
Abel, 1977; philips, 1977) or'helpiﬁg'the headache sufferer learn to
respdnd differently to atrvegaful eventsg in'the anvironment (Wolte

’

<163 H"Wolroyd & Andrarik, 197R8). .
s "

Rehaviorally ariented treatment methods are baqed on thelbelief
that tension headaches are pgychogomatic digovrders. their occurrence

heing related to the individual's inatility to deal with

environman sl -~ gen (Beatty & Haynes, 1979, Hnlroyd, Andrasik &

<y
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Westbrook, 1977). Wﬂile~psychological-f;ctors age clearly suspect in
’the etiéiqu of tensioﬁ‘headaches, the telqtionship between
environmental stres‘s and headache symptoms is at best murky. Most
experts in the field consider the tension heaaache an end state
resqltinq from én.indiVidual's inability‘tb handle the pressures of

everyday life.

Purpose of the Study

A pletﬁora of reséarch studies ha#e_involvgd the treatment of
the ;ensioﬂ headache with techniques to reduce muscle tension,
principally using bicteedback'ﬁraininq (Budzynski, 1978; Haynes;
Griffin, Mooney. & Parise, 1975; Jessup, Neufeld & Merskey, 1979;
NeuechterleinA& ﬁélroyd, 1980). Cognitive fherapy has also heen
investidated to teach individuals to cope with self-defeating
responses‘to'stréss kHolrpyd & Ahdrasik, 1978). In contrast,
relatively few studies have heen éireorod toward the investigation of

'.verbe.\l.psychotherapies. The results nf these stndies have genarally
demonstrated the ipeffectiveress of r~onventional insjight
psychotherapy (Wiegellirr o~ nn\\‘, Ny amecrivs L Folkine, Rpencles £
Hu' -hingon, 19871,

The present inveatigation eonght to oxamine thae procera of

verbal peyrhotharapy using a change model with the clinical problem

of the tenai-p headache. ' The pﬁ*pﬁw9¢ nf thie research study were

thyenfnlA.
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“1‘.— To .provli'dé a therapeu’i:ic ;e.tting to obéer;re ti‘me ‘;use of sl‘tra_teg_icb
infervgntiohs asvgﬁggested by the éhaqge model with.fﬁe
presenting érobiémndf tension hgad;che;" '

2. To describe inter&én;ioné'that prbmoté o£ 1nterfe;e'with the
diéruptiqg of'pmoblemfnaintaining batterns in tension headache
suffgréfs} |

3. 'To'exPlore issues reiative~td the fgeatme;t.modei whgéﬁxénhance

or limit iﬁs effective use with tension headache clients.,
c - . ~ - .
i
The Treatment Model

A change thgrapy model offers a,uﬁique approach t6 symptom-
orientéd treatment. élinical problgms'are‘conceptualiied‘ad éspédﬁé
of ongoing interactionéi systems (Waﬁzlawick ; Coyne, 1980)..-
Patterns of interaction rather than initial states.determine
treatment strategieé. A basic assumption of this apbtoach;ié that
symptoms arise from-difficulties in dgaling Qith‘tranéitioﬁal life-

- processes or disruptions in ﬁhe pe;son's,in£efactionél systeﬁs.f\
"Symptoms appear when there is a dislocation or intérrupéion-in'tﬁe
unfolding life cfhle of a family or othefvnatural groyp” (Haley,
1973, p. 42).

Each individual is qonsidéred to be a seLf—requlathqasyséém,

- governing hehaviors according‘to rules'deveioped oyerhtime thrpug§ a
process of trial and érror. The‘developmént offth§s§ rales
determines which behaviors ave aliiw;bl; aﬁd which are not '

(rPalazzoli, Boscnlo, Cecchin & Prata, 1978). .Eriéksoh maintains that
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symptoms appear when a personjis-in an impossible situation from
-s‘, . Y .

m

which he- or she is- unable to escape (H;ley, 1973) Pafhology and

"o ~

v,

symptomatxc behavior- are assumed to be mflnta1ned by repetltlve

r- Pt 5 > . \ ;

1nte;4btlon, and. consequently rules peculxar tg that particular
person's presentlng problem w111 be estahl@shed. Certain behaviors
will have characterlstlcs whlch maintain the rules of the

‘ interaotional'patternl .Because symptomatic_behavior.occurs_in,the‘
'confext of‘ioretactlonal patgerns specific tglindiyiduals in

4

_relationships with d%hers, the way to alleviate s§gptoms is to change

the rules: governlng the solutions permlssible in resolvlng the
problem (FlSCh, weakland & Segal, 1982; Palazzoll et al ; 1978;
Watzlawick, Weakland & Fisch, 1974).

V_The initial task of therapy is to identify problem—maintaining

behavioral patterns  thrqugh interaction with the client. Strafeglc

interveﬁtionsvare devised to. disrupt problem-maintaining patterns of ’

* behavior or phange the context of the ‘behavior so as to alter its

. meaning to the client. ‘If the behavior that maintains the problem is

changed or elihlnated, the problem will be resolved regardless of its
/v '

origin, nature or duration (Watzlawick et al., 1974).

Tradltional models of psychotherapy where causality is of

i

prihary importance seek to answer the gquestion "Wwhy?". 1Information

rox

is gathered in therapy with the view that when the person understands

the appropriate thoughts, feelings or behavior, the power of reason
can ‘be used to promote change.  When applying the change model to a

clinical probhlem, the-emohasis is on gathering information regarding

i



repetit;veipatterna of behavﬁor that are ineffective attempted
solutions to the problem.. SOmething in the person 's, attenpted
solutions --the very ways the person»ia trying to alter the pFoblem-- '
is considered to contributevto its maintenapce (Fisch"et al., 1982). -

Treatment involves attempre to influence the client to resolve

the presenting problem satisfactorily."Planned'interﬁentions or

'strategies are the directives and the maneuvers in which the

therapist.enqaqes to inflbence resolutionﬂof the problem. -
Practitioners of change principles have compiled a series of

interventions such as reframinq: symptom prescription, and

‘

restraining stretegies'ﬁhich»have been demonstrated.toaﬁe.effeetive

‘with other clinical probleme.-

1

In this study tension headaches were conceived of as a problem-

ﬁﬁaintaininé pattern of behavior preserved by rules particular to that

personfs interaetional'syetem. The primary intent of this researeh

.was to investiqate those strategies preéosed by the change model .

which might be effective in the treatment of tension headache
1 - o

sufferers. 1In consideration of the above, the;present study was”

- | e -~

concerned with several research questione.
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Will ngw‘probléms or éymptomé.ar;se“ifzthe p:esgnjiiéiifoblem is

‘ I _ L
;

k3

Research Questions _ B

1s there evidence to suggest that strategies used in treatment
promoted improvement in,tehéion headaché‘sufferersf~sthtoms?

v

’WiIl'éhanq%‘in-the individdal's intexqctional paqteth.occur if

the headache symptoms diminish?

Widl the headachevsyﬁptoms change if other changes occur in the

.

client'svinteractioqal pattern of behavidt? .- , .
: o ; ~

gllé;r'iatie_d? = ’
Is thgée some indicatfon that’chanées that occu; in trea;ﬁeht are
'mgin;aineérover time?

Are tﬁeré aspects of;thiéﬂmodei ‘that iiﬁittiéz efféctivéﬁéss'in
treating tension heagache sufferers?

f . ’



., . . CHAPTER II.
A REVIEW OF THE RELATED LITERATURE

-

* This review consists of four pafts.; The fi?bt two describe the

characteristicsfof the tension headache and some of the pérsonqiity

features of its sufférers."TrEat@eht methods currently in use are
‘'examined in part three.. The concluding section reviews éhanpg médels y

of thera y and related parédoxical approaches to,thé~treatment*of

clinical problems. :

Description of Tension Headache -,

The terms tension and muscle contraction Meadache are

interchegggably to describe chronic headac es‘whicﬁthave_n 'qrganic

>

" origin and are not vésqdlar,i{{hature (Diamond: & Dalessio, 197
Tension headaches may 'be characterizéd as an "ache or serisation of

tightnéss, pregssure or constriction widely varied in4ihiensity,

frequency and duration sometimes ionq-lastinq and cémmonly sub-

occipital. It is assoqiated with sustaingd contraction ‘of the™

skeletal muscles in the absence of permanent structural‘change,
: , ! . : .

]

usually as part of the individual's reaction during life stress™ -

(Friedman, 1962, p. 717). = The occurrence of tension headaches has -
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been observed to be closely related to anxiety-producing situations
: (Hartin, Rome, & SVenson, 1967 ziegler, 1978).

The symptoms are typically bilateral ‘originating in the
occipital ﬁfea but frequently extending to other areas of the head.
’Fatique, anxiety, depression, dizziness and bright spots in. front of

the eyes frequently ‘accompany - the tension headache (Bakal & Kaganov,

'
e

1979; Martin, 1983). -

Typically, in migraine headaches the pain is unllaterally
located in the frontal or supraorbital region of the head. .
Frequentiy a migraine headache is experienced as'an intense pulsating
- or throbbing with accompanying prodromata'such.as nausea or
vomiting.‘ Chronic tension headache suffegers‘usually develop more
than eiiht headaches per‘month as opposed to less thaanour per month
for migraine sufferers (Friedman, 1979).

Emotional conflicts.are the most common precipitating factor in
tension'headaches.Qhereas with migraines, attacks&can be precipitatedl
by.briqht 1ights, diet, infection, odors,'alcohol and barometticb
changee‘(Ryan & Ryan, 1978). Most experts in the field of headache
research stress the importance of psychotherapy in the manaqement'of

tension headaches as pharmacological metﬁod\ prov1de only short term

solutions’(Dalessio, 1972; Friedman, 1979; 1974; Sutherland, 1983).

Personality and Tension Headache

Tension haadaches do nnt ~~~ur exclusively in any ome
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u:personality type (Davis, ﬁetzel & Kashiwagi, 1976; Philips, 1976).
’1'In a conprehensive review of both objective and projective test
results, Harrison (1975) concluded thet headache sufferers do perforn

differently'on psychological tests but hypothesized that differences
| may result as a consequence of chronic exposure to pain rather than
" specific personality differences.

Henryk-Gutt and Rees (1973) and Howarth (1965) found no
significant difference between normals and headache_patients on the.’
'.Eysenck (EPI) and Maudsley Personality Inventories (MPI). Using the
MPI, Martin (1972) reported that the neurotic triad uas typicailyv
elevated in tension headache patients.- Philips.(1976) concluded that
there is little- basis ‘for»-the assumption that tension headache -
.sufferers are more neurotic than normals; Their personality
characteristicsvare indistinguishable from controls on the EPI when
selected from a community ratner than clinica1~sample. If the
results. for patients seeking help from physicians for head pain are
compared with normals then the assumption of neuroticism is L

maintained._ Thcse who seek medical help for chronic headaches appear

) D

to be a more neurotic and extraverted group. Althcﬁéh the research
evidence is somewhat contradictory}'the'test results on personality
instruments indicate no outstanding personality‘differences-when
headache sufferers are compared wfth'normal popuLations{
One_interesting,feature of tensionvheadacne sufferersf behavior
was obser;ed cy Dalsgaard-ﬁielsen (J?GS),:'nppronimatelf tuo-tnirds‘
of a tension headache'croup;recoqnized'that psychologica1 stressors :

., T



Aﬁoﬁla.pi;y a'ffrt in the'ﬁeveiopnent and lgintsngnce of headaches:‘
of thé_individﬁals'in the study; all selie‘vsd that t'he' attacks
otcurred spontaneously with no appurent'ca;se. what specific
» . : .

stressors précede headache’developnenf and what maintians them was a | -

complete mystery to the subjects. \ ’
)  " . These findings correspond closely with the observations made by

;J/r\f‘ other investigatq;qgin the field of psychosomatic disorders. The

typical patient with”aApsychosomatic problem is either unable or
unwilling to report feelinés and experignces‘vhich presents a
difficul; taék.to the interviewer who tries to understand the
"p;fso;'s'life‘experiences in any depth (pemiah & Sifnébs, 1970).
Several reviews refer to the 'ale?itﬁ?ﬁ?é"charaétpristi;s of j
psychosomatic patients (hemiah, 1975; Sifneos, 1975; Singer, 1977).
- Neﬁiah (1975; observgd'that~an alexithymic c°dni£¥ve style includ€s :
tfthé following characféfistics: "(1) an impoverished fAntasy life;
 (2) an inability to describe feelings; (3) a constriction of —/
".emotional functioning; and (4) difficulty in’ interpersonal relations

(p. 142). ‘Their style of relating is marked by a striking tendency

té des;ribe endless.deéails\or symptoms. Aébarently patients péy

more éttentioﬂ to bodily sensations than their impast on others.

&pt surprisingly ind;viduéls with psychoéomatic disorders have
hot.fegééﬁded well to traditionai‘tybes of insight therapy (Shand,

1977). in group therapy they reject aﬂ; association of physical

symptoms to.their interpersonal or emotiénéi'li%ei(?b:q &'ﬁ;nq, 1977,

Roberts, 1977). A referral to psychntherapy by the attending
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physician uas.siewed byfthe'petient as\i potentiel rejection fron
During the course of therapy patients wished only to .
/'

!

]

treatment,
discuss issues relating to. their synﬁ%oms andstbe ecconpenying

) > -
treatment. Insight oriented psychotherapies apperently arouser
patient anxieties that increase the use of resistance and repression

(Katasu!'1979). ’

Treatment Approaches

v In the past few years a number of comprehenqive reviews. have
examined psychological methdds for treating tension headaches-(ﬁ‘hal

1975; Chesn;y & Shelton, 1976; BHolroyd, Andrasik & Noble, 1980;
Prevalently used treatment approaches

Hutchings & Reinking, 1976).
The most widely

are’ EHG biofeedback and proqressive relaxation.

accepted drug therapy is an analgesic-sedative combination (Freidman,

ST

1979)? Cohen (1978) reports that aspirin is the‘most commonly self-

sdministeredadrug.forltension headaches. The popularity of this

medication is &ue primarily to: the rapidity- with which this compound
Because long-term use of medication has

i 4

alleviates the symptoms.
detrimental effects and becomes increasingly ineffective for many
In

individuals, alternative treatments have been investigated.

severe cases; the prophylactic treatment'of tension headaches
o
tranquilizers,Aantidepressants and
S S

includes the use of sedatives,

musc]e~relawant agentes (Preidman,. 1974).



‘Biofeedback &

In électfomyographic (EMG) biofeedback clients are taught that

lowering the frequency of an auwditory .eignal ragulta in the 1oweriﬁq

of tension {n frontalis muscles. This is ronsideraed to be training

e

Rt
in a éznnral relaxation technique baged on the assumption that if
headaches are caugsed by tenrr muaclas, thep valaving the migrlen Wi

roduce headache occ rrences.

The regulte f eaveral studing suaqent that treatment methnde

naeing frontal rMT Wi ofeadhack ave more effectivn Q-'h'an wo tyeatmoent

. .
placebo treatment in rad-jng healasha rertivity (Pndzyneki, ¢ yi
Adley & Mullaney, 10773, o, Frenn'i.-' € Mavay,K 1075, ppgtpiv £

R
Abel, 10°7; Wrl eyAd, Andvyacsik & Nehlae, 1200; Taughim~ & Mawk , 107Q.

Ehj‘i(‘g, 1977y, fayeral vmnmeavr~heres have quegtionsd +he uae of. "
1
feedhack on v jgeaer: the coar affactivenesrs of ‘hie matnd a-

d L

roprared wi'h orhay aim’1ay‘v nffactivr aprr a2 hoea and the Tack ~f

tevvrelagbicon Yetuarn Yhe vyealne'ion ¢f frantadlie FMC and the yapcvtn

voAnerd v af Yanaian hesdache cymr b wme (Rapkty £ B ocpeg 7 O, Puvia
FoVoye . 0T Frevedin AL I A B T i £ Vot a e NAneh
et el o b vk g Twagy Nern st SEEA i ey Ty Yer le ' v 1 . o
rovodm A anece el by keent vrane [N ' S
B 's af meva 1a " cng=i oy Teakt ‘%7,)).

NedAvaeil oot ey (77Q0) ¢ wlisted an intavraanting study vei-
Fres dief e vt s qr o af W 'as e guffevere ni"in; ;a1ﬂ€
Foope vet why v Volt-rr = oaola gangion v A 1eant g
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. groups reported reduction of headache symptoms. These results
sugéest that learned reduction of EMG feedback mayiminimal}y account

{

for the reductiph of headache symptoms. The authors reported that

Ay

while undergoing thi; treatment the subjectg spontaneousiy, developed
- . N .

zétrategiea for qoping-with,headache.symﬁtoms. Symptom improvement
apﬁea;s to be related to thebparticipints altering the way they cope '
‘wi th headache—el;cifinq situations- (Holroyd, Andrasik & prlé,.
19R0), Several p°Vplexinq questions arise. How did the subjectsm
develop thege coping mechanisms? wﬁat set thése changes in motion?
Tﬂ; bj ~fradback training may prov{dé a context for the subject té
crneider previeusly uncontrollable situations to bééome
~sntrollahle. Andrasik and Holroyd (1980) found that participants
Arveloped these coping strategies eqﬁallv whether they were actually
"‘r;aci"q, dnvv;mcing or maintaining FMG tension levels.

Tha mitcomes nbtained through EMG biofeedback a;e incohsistenth
wi¥h +he rhenrins that attampt to explain the etiology of tenéinn
Wendarten. The hyrnthasia “hat aelevated lavels of me~ular tension

veanlt ir headsche gymptome in inconcIugive (Bpstein, et al., 1978;

thilipe, 197R. Heuchtarlein £ Holrovd, 1080), Holroyd, et al. (1977)
’ : k4 A . !

- R
yep~vee' that ‘vai* anwviet: aonres, headache H*hédfy,yiﬁéﬁg og
v ky o) amnriees and inttial PMG levelg were unvalated ‘o imp;;vemenz
in hendache aymptoma. Nne cangidaration that might he overlonkaed in
hicfeaedback training ie the naturn of the treatment ﬂot?{nd. The

client tn inerynrted t~ lower his FMGC levels but not told how.

LI -

N . L Ty - - [ . '_
WIEh e kMt d adtgatlen, thera nmys ypy tatinng that '_'“quhﬂ wit ]l
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occur, but the client does not know how this ié';o happen. The

biofeedback therapist connects the equipment to the headache sufferer .

ghd waits fo:’éhanges to occur.’ In many cases the éyﬁptbmé'are

reduced despite the fgct~thdt>EMG'levels do not significantly vary.

Progressive Relaxation
R . 3

In ptbgfessive relaxation, clients are taught to relax by
séqgentially tensing and relaxing ;érge musclé groubs within. their
hody. Deep muscle relaxation. as d;;;loped by Jacbbsbn_(193&) and
Wolpe (1958) héve heen_used:with success in t?eatmgnt of headaches of
a psyéhoéomatic nature (Beiman, Israel &Athnsoh, 1578; Cheéney 5
Shelton, 1976;'Hayneg, et al., 1975; Huéghinqé & Reinking, 1978;
Mitchell & White, 1976; Tasfo éFHinkle,'1973).

Numerous investiqariohs have‘beeﬁ conducted to compare th;
effectivenass of frontal FMG biofeédback and reiaxatigh traininé. " No .
significant difference in éffectiveness.han been rebortéd (Co;, et
al., 1975: Haynes, et al., 1975; Reinking & Kohl, 1975). An
important difference i§”$hﬁF prggrg$§iyg g?}axifi?nw%sma~meqh 1eén

.- . o

expensive method of treatment than BMG feedbark . When the #wo

o e e e o el L o ' .
. modalitiee atre combined th&y afe genérally nore effertive thar eithev
relaxation training oxr TG famdhn-k =2lsne (Chenpey £ Shaltsn 1076,

Huot-hings € Painkjrg, 1974%Y,

f"eqnjtive Behavior Therapy
Mare recantly in retiastionn ha o ewvpand-d tn camitive

volys 1 vy ad AE2E 2RI ERTT SN B B (4 B L ST LRI SN th vepte b Y rraaeg "‘"f'



behaiioral=an§ecedepts of headache (Bakal,rDemjen,:kaganov, 1981;
‘ Holroyd'&“Andraéik, 1§58;‘§o1royd, et al., 1977). The poihts of
intervention ;n cognitiv; behavior theraéy are “in the areas of |
‘internal_self-palk aﬁd attitudes encompassing irrational belief
structures. For the symptbms t§ decrease ;hese cdgnitive structures
must'chénge. 'The task of the therapist is to develop positive
cdgnitions in the context of anxiety ;;ousing situatiqns té prevent
pfecipitation of the chain of events leading to a tension headache.
The client is, therefore, leafning.to cpntfolttheAarbuégl of his or
her own anxiety.

Holroyd‘aﬂ& hi; ébiléagugs 11977). haQe aréﬁeé that éymptom
- reduttion ihvtension headaches results.from alterations in person-
environment jnteractions., Tension he;déche sufferers need to learn
to monitor the onset of headache symptoms and_iéarn to engage_in

coping responses. Self-control treatment that focuses on modifying

- v R L ) LI e e e e e o e e A e e :'w-«- . ey
cognjtive rasponges to stressful sjituations appears as effective as ..
, ] s . 3 : n . . . DR

FMG feedback in treating tension headaches (Holroyd, et al., 1977). N
. . o T - e e P .o . . e wm e ~

In a 1978 etudy,. Holroyd and Andrasik reported that when a’doghitive’

aelf-rontrol plus relaxation training droup and a2 headache discussion

.

group ware compared all three groups were equally effective in
raﬂﬁrinq headache symptoms. Although the digscussion group was
Aecigned to be a placebo control group thig treatment proved to be as

effective as the other treatpent -groups. ,The positive outcomes -that

T e T Y T e g ey NP aee Crpa

ware obtained @n not' appear’ to havé redulted “from specific coping
cod . .

e'vafegien a= the avthors suggest. Aspects of the treatment promese

-

~
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which influence change in the presenting problem appear to be common
to all three groups. What theseé influences might be was not

discussged.

Hypnosis

Reporﬁgd'studies using hypnosis as a means of treatment for
tension headaches are relatively rare. Argueta-Bernal (1979) found
that hypnosis'and MG feedback were équally effective in alleviating
headache symptoms.“ Whenlérogressivqrrelaxation, EHGvbiofeedhaék and
hypnosis Qere compar;d, no significant differences among the
treatments were found although.a)l produced positiVE trea£ment'
effects.(Schlutter, GoldenI& Blume, 1980). Improvement w;s
attribu£ed.to leafning a method of general relaxation. Ia‘contrasﬁ,
Hilgard & Hilgard (1975) expressed-tﬁe‘beliéf that cognitive
:-}rgégxqﬁfbnxana'a'?eeling_di gffortleésnéés.in hypnosis are more

1ike1y.more‘i@pottant than actual physicalﬁrelaxafion. Pértjcipants
,#fefértéd,ﬁ?#nééigftbfothéf ﬁ;th§d;:becaﬁserless ;ffort_was invelved, -
In a review of clinfca;‘ﬁypnbsié vsed wi th psychosomatié

disorders, Ae'éiﬁné and Salzberg (1979) anntended that symptom
improvement owcﬁrs with t»nsien headaches vhen hypnosis i= useé to
alter patient pe%ﬂopf-‘inv\e, The Jiteratuye in the arvex of hypnesis
does net previAde awplan;tidné for chanqe iﬁ the qympgom but rather
deﬁfl:'rihon meﬂ.\ods to enconrage rhange. From the relativaly lit#le
‘research that has bean dona, hyprosis appeara tn ha ancthar effortive

troxtment for tepni-m headachen,
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Summa!_:x .

The factors involved in the reduction of tensipri headachAes_.

¢

remain uncertain. Ncnspecif;c factors are commonly'reéorted a;
facilitating thg'dutcome in many studies. 1In anlexténsive review of
psychothérapies,in general, Luborsky, Singer, and Luborsky (1975)
maintain that common elements such as a helping re;atiopship plus
noﬁ-qpecifics'such as gugqestibn and placebo may be the common 
element; produciﬁg change. Outcdme studies usinglbiofeedback and
progressive relaiaiion do not clearly speci%y the common ;1éhents of
treatment that contribute to symptom reduction. ﬁeaﬂaché activity is
; . \ . .
not always associated with high‘levels of muscle tension nor is
remission Pf symptoms correlated with feduction;of muscle tension.
The outcomes of seQeral studies have suggested individual differenées
as an important variable in the etiology of'ténsion headaches (éakag
&'Kagsnov, 1977; Philips, 1977; Walters & O'Conner,“1971; Ziegler,
Rhodes & Hassanein, 1978). |
Biofeedback, relaxation training and hypnosis share‘one common
feature and that is the focus’on‘sfﬁptom; rather than the underlying
dAynamics. One study that was conducted to compare biéfeedbaék
training and brief ec}ectic headache-focused psfchéiherapy (a
combined cognitive-behavioral and dynamic approach) conéluded th;t
both the treatments were equally effective in reducing headache

symptoms (Wieselberg-Bell, et al., 1983). The authors interpretédu»’r‘

the outcome as resulting from elements common to both treatment

a

modalities, specifically a focué on symptom resolutigﬁ rather than -

‘rv

[

ca -

2.



¢

insight. 1In view of reports that psychosomatic patients seem to be*

unwilling to deal with anything but their syfgtomsl this one factorj
)

Sy

alone may encourage the headache sufferer to continue with

treatment. ‘ The client is not required to modify his view of reality .

to match the therapist's view. . ' g
Rarely in the outcome literature is.anythingtexamined but
reduction of headache symptoms. One notable exception has been the.

series of research studies by Holroyd and Andrasik (1978, 1980) who..

- q.

report subjects eeveloping coping mechanisms on their own. As yet no
research has attempted to examine_whetner other changes suéhfas
imptovement in relationships occur when symptehs diminish. This erea
merits further investigation.‘ Research which descripes some of the
potentially'effective'eomponents in the treetment process appears to
be necessary to incresseithe'knowledge:of:treatment strategies for

o
e

headache sufferetrs.

| ’ ; Y

A Change Model of Therapz

The therapies of Haley (1963, 1976), Ericksbn (Haley, 11967,
1973) and the Brief Therapy Center in Palo Alto follow the traditien
of several new pranches of psychethetepy that nake;explicit the
processes of change via the developnent of psychotherapeutic nodeis.

‘The differences be tween describing and'interpretinq the |

psychotherapy chanqe process are: considerable. - A theogy is, a..

- [
- - 5 »
. \"0 -n

tentative statement ‘that attempts to’ interpret Why things happen as. -~- - -

.. Mo e
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'make expllcrt observatxons based on clinical experlence and suggest

oL r
z

they do. A model however, is- a.patterq or. copy of already exmatrng i_fj‘u

phenomena whlch can be 1m1tated or recreated (Lankton, 1980). -Medele

- bo : -
i - P

are content freg and thus provxde speciflc crrterxa for makzng .

- e e

therapeut1c rnterventxons with. cllents. Change strategy apptoaches .

...
-...-. ] .

IR S Ce
O a L.

strateglc interventions to promote new ways of solvxng problems.'

W
o R

“ o oa
RIRIES Tht e 0t - g e LN W U

: B8, yet surtable theoretlcai explanatzona for whx tﬁese systqms

D e s -
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based strateglc theraples are. effect;ve are BOmewhat meagre;. Ratherfy'f"
it appears that‘psychoth:;;;;;Is:at'the stage of-oeveloplng and ﬂ;;}:f'yh
experlmentlng w1th effectlve modele of change for spec1f1c cilnlcal g

N 0 : -
problems.l The approaches included in this revieﬁ'contain
considerable overlap in their assnmpticns and strateoieey 1Milton
Erickson's‘vork'has 1eft a strong imprint on the clinicalhapproaches
ueea by'Haleyiand the Palo Alto group,.and the conceptuaiizations and
strateg;es developed at the Brief Therapy Center are a direct resnlt .
of Erickson's inflqence and encouragement. All these change models %

have in common an interactional view of problem maintenance and the

goal of developing strategies to encourage new ways of behaving.

The Brief Therapy Model,

.
v

Brief" therapy is a short term psychotherapy model developed at

the Mental Research Instltute (MRI% 1n Palo AIto,.CdllfOInla.. Thexr j.f,

‘-\4“ »—-+é L A R

ool approach is’ an rnteqratlon of a varrety of stratehxc interventxona ii BRERS

"--w..a

drrected at promotzng c

Y
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} . - . .". .

o prlncxples have ‘been delineated by WatzlaW1ck Weakland Fxsch, and

v_thezr colleagues in a var;ety of publxcatlons (Fisch, Weakland &

v

'Segal;r1982, F1sch Weakland Watzlawlck, Seqal, Hoebel_& Deardorff}

'1975, Herr & Weakland 1979, Watzlawlck Beavxn & Jackson, 1967{

Watzlawick, Weakland & Fisch, 191@;IWeaﬁland,'Fisch, Watzlawick &

b

iy

\

‘Bodin, 1974). I .

Psycholoqxcal dlﬁflcultles whlch brlng people for treatment are 1

- . be 4 - %
e T

.:assumed to be problems of 1nteractlon ynvolv1ng the cllent and hts or

“‘her Lnteractlonal system. The presentlng problem offers what the

v o

¢ -

1nd1V1dua1 is w1111nq to work on, a concrete representatlon of what

1s wrong and an 1nd1cator of any change made (Weakland et al.,
T, rs

1974). Change can then be most ea311y made if the goal of therapy 15

reasonably small and clearly stated When one small change is

'

introduced into the system, a positive cycle of change is instigated

1 ' ) L)

that will influence the total interactional system.

The leverage for change consists of what the "Brief fherapy
Manual" describes as strategic interventions (Fisch, et al,, 1975),
In its essence, the brief therapy approach is a set of guidelines fpr.
strategic psychotherapy. Feldman, Stroné.& Danser (f982) report the
usefulness of the technique of prescribing the‘sfmptom=in dealin§
with depressed clients. .The.therapist maf implicitly encdurage the
fclxent to remaxn depressed by commentlng, "It's & wonder you aren't

o

;‘more-depressed.,; The c11ent .can respond by remalnlng depressed and

.,.'. : LI B

thus acknowledge control over the symptom -or show' decreased

-

e .

- - - ~-«.~...no

.

depre391on whlch also acknowledges cOntrol over the symptom
""v.r'“"dwlf' ve ) } ) o .
_(Weakland, et al.;°1974 Féldman,?1976).4"j;{f4;~inﬁn

- . . ) - R



. ..This. informatiOn-enables the therapist to ﬁormulate strategic

linterventions.. The strategies ere designed to encouragé behavioral

E \ . . . " S : . .
- . . . . . '.4».i P

1.

The therapist is able to increase therapeutic influenoe vith a

client by-»

1. Grasping the cl-ient's" view'oif his problem.,
-2. Acknowledging and accepting that view.

3. - Extending or’ turning that view in a new direction.,f _

4, Utilizing that new direction to suggest nev actions for the

‘patient to. take in dealing with his problem (Fisch ‘et al.,

i‘f,”.'19'75 Pai23)a . o o F e

3 . s
\ 0

The use ofhclient lahqﬁage facilitates the coope}atiOnfof‘the

client and reduces the likelihood of encountering tesistance ‘when

RN _,

requesting the client to follow a directive.- Information is gathered
during the interview to develop a knqwledge of what the prdblem-

maintaining behaviors are as well as the context of the problem.

Neow

ew - -t

changes that will intervene in the functioning of ‘the system by the

development of a newaset of rules. Change is conceived to occur by

action as opposed to insight (Watzlawick; 1980), )

- i R

Although the brief theraby.model is composed of several clearly_'A

defined stages, in practice the strategies are usually overlapping.

. pisch; et al., (1975) and Weakland, et al., (1974) have outlined the,\

’

yan

,Phases of therapy'as follows: ' : . ® . ' 1

w.?v~j1a~;
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o ,',_j."»'<'o."."n'-"’“‘ju "-.-‘;“_-md - ) a o TP ._-f.:«"
"t1.-% Initial” contact (prior to the. «fi_re'st intérview). q .

'2.; Deﬁefmihihé:the‘proﬁiéﬁ{itf“"v  | -_  ~' )
3, ‘it‘t'érﬁé.t;d solations. T R
.4."Hinima1"£ré;£ﬁéht goals.
5. &reatment-ggrgtegies. 7
‘ :6?_ 'rermlnaglon ,.pf{;tpea_tniebjt-- L - " h -
" Initial Contact . T N
| . The_initiai-bqntatf Yigﬁ_ﬁhe éliéﬁélér ﬁartyféélling_for an
abpointﬁeﬁt determines who in the system is mosg bo£héred by the
- problem- and fhefeforé theApefso; who-is likely to.bffer'thgmb;st
apportunity for.chaﬁgé in the system., Tgree situaﬁions wpich
generally call_ for this'étouhdwork are:
'A) When someone oﬁﬁer tﬁan the identified p;tiizihcallé for an
- . ‘ >0 S
"appo;ntment, - ’
R .';,b)ffﬁhén?ﬁiéiiéégf;éi;d‘pétiehtvgﬁgégs‘trea;mgnt underiagreég-l
| or ecersfon; or’ ... e
C) Qhén'é‘c;llef ask;‘foﬁ'family COnférence~without spécif&ihq
the-rftionaie {Figen, e£ al., 1975, p;rio). ‘
Frequently tﬁe persén who'telephones is asked to come in to g91h
,’gain morg'information_on the problem. Sometimes the identified
) ‘:_paﬁiehtN;é not directly treated in the therépeufic setting;‘ The . .

iayingféf"qtdundwork'before the first interview_including(ﬁho should

' . . C e 5,

I

s
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,attend is con51dered an important aspect of . treatment because ce T

tf"‘ . r

e e

],»-:~succeed1ng actlons 1n the ther?py wxl& dgvelop £froém’ this

”“foundatipna The 1nd1v1duals most. xnterested ih: change need to be the

ones in treatment as they are the most lxkely-to cooperate‘with the‘;‘

- treatment: procedures. Bloe et o S e e

S - . i e . - o . g an e

. e - .o . - PN, st :
RN R . . i Wi e - P

Determining the Problem . . . .. - - = - -0 T

The purpose of the'.in‘itial interview is to gaih speci'fic \‘ *

iﬁfbfaaigbﬁ‘bn the nature‘of the problem. The most frequent‘pittailn
) at thls stage is the: acceptance of generalltles when descrlblng the
problem;' Spec1f1c and suffxcxent information is needed to prOV1de
. the data to grasp the problem, plan the'intervent{onéyand,evaluate'
the outcomes. The~prinary methoc‘oﬁjgaininglinfornation~i§;thr6u§h'

: questioningysuch"as‘!Whatnisithe proh}emi?,and.“aow is“th&t”a"problem

for you?". One strategy that is used durlng the 1nterv1ew espeCLally

~ . ln @

’?“h’ when gathérxng 1nformatlon is _the, use.oﬁ the one—down posrtion.' The '

’ - -

theraprst.rn hls manner or speech appears*modest or confused. The

T

purpose of - the strategy 1s to assist the ollent in feellng more

- - .- N
- B I A
- . .

relaxed and to be more cooperatlve in therapy lf he does not view the
theraplst as an all-powerful authority flgure. This strategyris-also

¢

used to establish an interaction set between the therapist and client

and to avoid old interaction patterns. By relatlng this way the
client 15 placed in the posxtlon of belng helpful to the therapist.'

This is one of the more‘significant‘therapeutic strategies of”brief"

PR

e T
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N

R therapy that is- infrequently mentioned. f'

"."//'/ . IR N
;///Determining Attempted Solutions

-~

The development of a complete understanding of what the cllent

has been trying to do to solve the problem is an essential feature of

- .,..-r" - "

“the treatmeht process~ Examining“attempted solutions avolds
insulﬁ}nq cllents'by telling them to do vhat they have already done

‘and allows the therapist to‘assess if the attempted solution ie;more

n

of a problem than the problem Ltself (Herr & Weakland 1979). Hany )
Vs

problems may be created and perpetuated by inappropriate attempted

solutions T
RIS

 Treatment Goals . . ] e

A‘ . P I I
S e & o - e - R o ; i
EETL U » S P W v e V om0

,Clients;are enCourageéTto develop a small specific goal to

.

‘ 5 . ) ‘ -
indicate to them when a clear change has occurred. The establishment

" In the brief therapy model the treatmerit sessions-are limited to
ten. Whenever.possiole the goal focuses on the appearance rather
" " &han the disappearance of - something, Watzlaw1ck (i980) reports thaf

fallure to achieve successful resolutlon ‘of the problem occurs mon*

frequently in situations where the treatment qoal is not clearly

P
specified either directly or indirectly. Specifimatipn of treatment
goals assists both the therapist and client to avoid developina

Utopian ‘expectations concerning the ~mitcome of tyeatmant

gfwa,goallgleq guggests that:oounéelling_;ginot(an'eternalﬁprocess.'"“
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Treatment Strategies ° W
Strategic interventions are based on the assumption that the
client persists in a'solution despite failure or worsening of the -
2 . . .

problem because of seeing the problem in a way thit convinces that
the solutlon is the only logical or gane thing to do (Pisch, et al,,
1975)2 ’In formulatin? changeisﬁ:ategies, the most cruc?al
information-needed is how the client views thelnatnte of the?ptoblem
and whet solutions have neen attempted thue'far, ag this provides the
langnuage to fit with the individuval's view of reality when devising
and deliverinq en intervention.

Successful’ 1nterrupt10n of problem—maintarning behaviors often

-

é

' roqu1res the implementah on of paradoxical instructions that nppear

in opp031tion to the goals being sought. These diréctives are based ";'
- on the-prlnclple simllla 91millbus curantur that the oure is td,be‘
.fogndfin the pathoqen (Watzlawick‘ ét”al;; 1967). Symptoms developed T ':?

n

by habltual and long- lasting paradoxlcal 1nteractions are approaohed
in an equally paradoxical manner to resolve them. The use of paradox
allows the therapist to implicitly teld thp\client to change by

requesting no cn%nde. . . '

\

"Paradox may be defined as A contradiction that follows correct
dedu~+ions from consistent premiseg® (Watzlawick, et al., 1967, P.
192). The thenretical underpinnings for the eonCept of paradox '
originate in Russell's Theory nf Logical Types. The central thesis

~f this poritien s rhet “han theve fa diseontionity hetween 3 ~Iape




' -

aﬁd its thember, confusion and paradox arise. The class cannot be a
member of itself, nor can one of the members represent the class,

’

because the term used for ciassvis of a different level of
abstraction than the texym, used for its qembers (Bateéon, Jackson,
Haley & Weakland, 1956). The impact of paradox in human
relationships was initially Aesrribed by ;ateson and his colleagues
(1956) in their obrervatinns of thé d~uhle hind in the interactional

patterns of schizorhrerni families. An outgrowth of their work is

the conceptnalization of the rherapeuntic double bind. The th@{fpin*

encourageas *he clien' *t: hange whilna remaining unchanged. with tke
implicatior that the pre riptio» ig the agent of rhanqge., The ¢}
changes ty demonstra*irg - ty1 aver the pathology v vemimra 1.
behaving nenpympramats -« (" opey o [ Abnte, 17°77) The

. .
H '

~ovmman d eat oo jn'-pfr‘nf - pn'f\(‘o"\'"a'\ Aivent i wva gn-8 AavAainet
n o Qenar an' a’ fio [ ‘" may © eon apperay to be nrencanai o Y

Theo AVt n f 1the e o ot ven ' ho V)\nvapi"t nrpety

praya doeis ) o 'y LI cevinae LTt hiipn the b e fee 0 g
gyatem f +y [ I B AT Nopacr e oyl Al frte IR ~ s e
Vhe v a0 pae he pala ) Vlmh g c vt o mf e royet e
o v ' LI " ' ' X TR INOI B o 1 ve oy '
f
1 H ) ) 1 . y AVAa A 1 Yoo~
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double piﬁds makes it possibié for the participant to look at tﬁe old

-

system frqm o&tside tﬁereby allowing the iﬁﬁrgdugtiqn’éﬁ métﬁ;ﬁieg
into a rigid system that is un;ble to generateléheﬁ from withiﬁ“'r
itself (WatZIawick, et al., 1974), -Thé'straiegiea déveloped vitﬁiq

the Brief Therab?fﬁode} from‘initiai'c9p;act to termin;tion involve

the use of therapeutic double.binds..

"Second order change through paradox is uhéqubtedly the most.
powerfuf and elegant form of problem resolution known to us®
(Watzlawick, et al.; 1974). Change c§n be éonceiveq‘fo occur at two
levels. PFirst-order change occurs when the sys%pm.fégains intact
while some part or element gf it changés. Second-order chahge'
invnlves a shift in the sfstgm itself. whgn secoﬂd—orde;,chaﬁge
oremire, gudden and spon%a;eéus’differences can be obsérved.
Strateqic ifvteroantione are Aeriqned to facilitate second-order

[ ppp——

Interventions

Noevelaopine »n eyrteMatic framework fnr the clasrification of

chanye otynteqiae ig a AiFF] wlr tank Strategic interventions have
hoepn proqente nging “mrviacn acrhem: (Vinf‘h, ot al., 198B7: Rohvy Voot
Tennen, Prrag £ White, 10Q : Waolba g ' 'T\Fr\‘a, 1g82). A brief

. R e

R 5

7

Atarvwegic f the trypeq f ctyatan’ \

P ca~ntal in the follo . Ty

2

28
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" "Reframing
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‘Reframing refers to the process of helplng the cllent to develop

e ﬂ. A R, m.‘om\,c e - T
a different framework for perceiving and respondlng to"a problem.

Thé“useméf rgframing allows the”individual-to "break out of limiting
) A y E ) N R . . -

pfecoﬁcepﬁions té a broadég-undérgyangihg ofvhuman possibilifies"
(Erickson & Rossi; 1981, p. 26). The therapis; ackh;;ledges énd
éécepts the problem as stated but adés addit@onal infoima?ion to
shift the meaning atﬁributéd to the situation. Watzlawick,énd his
.assbciates define reframin§ aslchanginé "the conceptual and/or
emot;onal setting or‘viewpoint in relation‘to which a sitﬁamion is
experienced and place it in another frame which fits the 'facts' of
the same concreif §ituation equally wellrorvéven pettar, and thereby
changes its entire meaning" (Qatzla#ick et al., 1974, p. QSi; For
exampie, resistance to change can be ref;amed as a necessary
prerequisite of Chaﬁqé. Lankton & Lankton (1983) n&ntend that
reframing is especially veeful in t?eatinc clients who have problems

they consider to be out of their contrnl. Variations such as

"preitive connotation”™ (Palazrznli, et al., 1978) anAd relahelling

(Woaks & I.'Ahate, 1982) aan aleo.hﬁ included within the aetvrateqy of
vofv5minw Watzlawirk and hie rolleagues at MRT - ona’der yef-nwming
oo he the maet fandamental —1d qpv\e;a] ingtyument foy ~hange

(watzla@ick, et al., 1974). Pafyarin:' may bk ared to ect the octa

for future int- Atico o omay he i itne ! vl Aevuiee ¢

«n

bl
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Prescriptive Strategies

Prescribing strategies enjoins the client to engage in or

N

- éxaggeraté a Bpecific. behavior "ifi order “to’déérease. or eliminate . *
it. Although most'commonly known as éyqptom prescription, other.
. .
. . hY

yariations include symptom scheduling, paradoxical intention, -and

« ©

ritu;lized prescriptions,
élients may be encoﬁraged to engage in the hehévior‘in a new
context (e.g. time or place) so that the symptom comes under their
control. Acting on such a preséripfion uéuaily results.in a decrease
of the'symptoﬁ.b‘If the s}mpéba increases, the client‘also gains
voluntary control over an unchangeablers&mptom. The prescription
! -

must be carefully framed in a rationale appropriate to the client's

view of the problem.

Bgstraining Strategies

wﬂen using restraining strategies the therapist discourages
change, The underlyinq message is. that in order to chaAée,.stay the
same. Among the strategies mpét frequently\:éed are considering the
dangers of improvemﬁnt,vtpllinq the client to slow down change and
predictinag or pres¢ribing a ra%apse. In the event that client
motivation isg 10; ér thefé_is congiderable ambivalence abput change,
the danqerg\of\improvement may he discussed tq.improve motivation,
ff'éhahggs haQé occurred rapidly, the client may be'instructed to

3

elow Aomn Ar halAd bhack Hn changes for » few weeks. Tf improvement



. has been made in the piesenting problem and the client is skeptical

abputfmaintaining the change, the therapist can prescribe or predict
'b;réléﬁseﬂiﬁ the behavior -as an ever’increasing development® of ¢

-

control.

- Positioning Strategies

’

The ptinciple‘objective‘og positioning stratégies is to reduce
or to avoid engendering resistance in the client. The . therapist may .

gather information about- the problem or deliver intervention from ‘a

-

"one down position",‘i.e. humble .or confused, to increase the
possibility of combliance. When the therapist shifts from one
position on a préblem to another, usually because resistance is

encountered, this.is referred to as “making a U~turn" (Fisch, et al.,

~1982). Frequently this involves an admission of error or failure on

»

the part of the therapist;

Jamming Strateéiés

Jamming is a étrateqy which is specifically 'desiqned to reduce
the informatioﬁ“value of interpérsdhai communi&ations,,thereby méking
verbal exohénées between the two parties somewhat futile since there
is no way §f khowiné if.they réally are getting to the fa~ts of the
mAatter" (F{s;h; et %l., 1982, p. 156). Thig interventinn ia most
frnqﬁoﬂtly u;nd when the two individuals are trap?ea in an
interactirnal pattern whérévéne persoﬁ'accuses the other of wrong

doing and the second person denies the accusation and Adafends



oneself. Jaﬁminq.interfﬁpts the intéfpéféona;_dégdlock;

D T T
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Thésé éfrate?ié interventions ?orﬁ.fhg basis fé; shift;hg fhe
,prbblgmémh;n;aihiné éyélé';fxbéhav;or away.frbmFunsuccessfﬁi
‘;ttempted'ééidﬁiéhﬁsw'Fdﬂfﬁé-iﬁﬁé%ﬁéhﬁibﬁé:willwbg éi&éfiﬁ'?lfﬁé é&i
. ﬁheirlformﬁ}atgpﬁ.ié:deégndegf on4£he hatufe of’th; problbﬁ;‘éﬁe

B diignf and fﬁé fhé:épist; L o . o , ."
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Termination .

- i
of the brief therapy. model. Thefapiéts may have a strongef L
investment in continuing. treatment than in terminating it. Clients -

. : .

are apparently mucﬁgmoré satisfied with short term treatment than’
‘their. counsellors (Johnson & Gelso, 1980). '

Usﬁally the therapist suggests'discohtinuing treatment when'the

presenting problem has improved. Expressions of concern about

maintaining imprdgements are frequently responded to byfthe-the:apist

“in afgdnner which predicts some type of relapse to old behaviors or
. B . ' ’ - ' '

suggests that the client should not improve any further. Warning the
client of potential relapses but framing'them as a temporary but
_necessary part of growth is also used to maintain the change process.

Treatment may also be terminated.when the time limit has been

reached or when the ci@ent.expresées digsatisfadﬁion with the

Rapid‘fﬁrminatibn of treatment_ié,considerea'an integral aspéct"

results. Pisph, et al. (1982)~asse?t;tha£ the therapist should avoid.



>

.,

‘fLw “%ro s

\: challenging the client '8’ position when treatment has not resolved the 'f::,

problem. If a client has had difficulty ackndwledging help or.

s

N °°im fgvemeﬂ t, itive téeults %re mihimized endlskeptlcism.;s
23 e ; ,

" e ..
D - - B

"‘—‘4?.,-0,

expressed about future progtess (Weakland et al., 1974). When a
" client has been particularly uncooperative during treatment, the

thérapist may'choose nd state that termination is de51rab1e not

. - - .

because of lack of improvement but because bf‘the risk of resolving o

- .- -~ A o R

the problem should treatment conﬁinue (Frsch,met-al,, 1982)J ;:"

R Iy C o . -
“ T . ’ - LY s : " ? LLE Troum Ta ¢
.- A L - B P n ™ - - . [ — '\ . .
L S . i S W et e e o
Outcomes o S “ ha . S
= ERES .

o At - cay - . . - R 10
. [N -
] . b

The Palo Alto group proposes that evaluation of outcomes be

concernedEWith what treatment intends to do and its observabler

R S e Nl i
s - g . a a;, R O P ‘ )
. results (Pisch, et al.; 1974). Thé evaluation then 1s focussed ‘on’ ”
- two questions.v 'Has the complaint been allev1ated? and Have . A
W'ﬁ"?y behavioral” changes” occurred as’ planned?"‘(Fisch et al., 1974). The

¥

results of’follow-up‘interv1ews 1ndicate a two thirds succesé ratev

for the brief therapy approach using an averaQe of seven ses51ons
(Watzlawick 1980).. The: most obv10us benefit of these strategles 1s
" the rapid and effective treatment of problems normally requirlng long

term treatment. On this ba51s alone, the brief therapy. model merits

consideration and research.

The Directive Therapy Model

Directive therapy, a communication oriented approach for

33
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1nterpersonal network" (Haley, 1976 p. 99). - The symptom LB an_;[

- se e e L S

2 aﬂalogy.that,hag ats antecedents in the numerous aspects of.. the

I ‘@ - »
S e e e = il e e e ee v
AR

client's 11fe sxtuatlon,_lncludlng the relatlonshlp wlth the'

theraplst. Metaphors that are expressed with bodlly sensatlons such

e

as a.headache can be understood as metaphors of the person 's 1ntimate

e .-,., PR R
2 o~ + - . .-

. R s

e

Haléy (1963; 1967‘ 1973 1976) has developedva comprehenslve

’ ' -

N4

E'r:.ckson. Therapy xs based on theé concept of glv1ng dxrectlves. '

Dlreotaves have 3 threefold purpose. (1) to have the cllent behaye ‘

-

(3) ‘to gather Lnformatlon on the cllent s change process. Treatmeht

= K

drrectlves using. therapéutlc paradoxes, metaphorlc tasks and

f treatmentJoﬁ}emotional and behavioral aiaorderif maintains»that’

_symptoms'are oommunlcatlve acts that ‘have a funct1on within an - -

~to expreas .a, statement _about the~1nd1v1dua1's xnterpersonal system.

v

“

'statement of dlrectlve therapy through his c°llaborat10n w1th Mllton

activ1t1es that 1nvolve changlng the context ‘of ‘the. problem (Haley,

1976).

Haley_(1963) defines paradox as a "directive given in a

conflicting way'either simultanéously,or at'a.different moment_in”

4
N}

‘ time"(p. 17). gme’basic therapeutic paradpx is a directive

B N -

’relatlonshlp in whlch symptomatic, behag;or is encouraged. .In

addltlon, the ‘usé of. paradox. 1nc1udes the provlslon of an- ordeal

R
t7

_‘rélatibnships., Developlng a headache can be seen as an analoglc tool

mdifferently, (2) to 1nten51fy the relathnshxp w1th the theraplst and

1nvolves the cllent s qa1n1ng control of symptoms through ‘the use of .

[

)



which uill continue as long as the person continues with the
symptomatic behavior. ‘ R ‘? e T .
Gentry (1973) reported the use of directive therapy in the

treatment of a, woman. wiﬁh frequent migraine headaches. »Initially'she

[

~was encouraged to go through symptomatic b7havior under the

Atheraptst!s;direction;i‘Sincé she”a 3 éd sh‘e"was':pu'nishing.»'he-trs‘eli:"\~

. with these headaches, she was invited to make the punishment

beneficial to her by engaging in work or the family budget each time

SR T

_she experienced a headaches, Budgetinngas a task she-disliked

1ntensely. GiVing her a specific task to do while having her

\

headache placed the symptom under the- therapist's control._ By the

- Al

eleventh and final session, the patient affirmed that she was totally

reappearance of the headache symptoms (Gentry, 1973).

* The Strategic Therapy of Hilton Erickson

.

-

"Erickson (Haley, 1973) conceived of his style of therapy as

zvstrateqic in nature where the therapist must identify solvable

problems, set goals, design interventions to achieve these goals and

examine outcomes to ascertain effectiveness. RAlthough Erickson is’

concerned with how behavior affects feelings and thoughts, his

' strategies to change behavior usually‘depended .upon indirect means of

influence (Weakiand, et_al., 1974). - 'T ; _ E BN

hheadache free. A 12 month follow-up indica,ted that ‘there had been no .



In strategic therapy, ‘the therapist takes responsibility for

. 4_de\?ising methods to . encourage change. ‘Erickson established the use ’

. vof a. variety of techniques based on his clinical experience and his
,t-knowledge of. hypnosis (Haley, 1967, 1973). Interv'en'tions involv'e o

strategies such ‘as communicating in metaphor, refraning, confusion '

technique, and symptom prescription. Ever:ything,a person does is R

NN ' ,,,-- . e
K

considered to be useful to the change process._ Erickson stressed

o

that when developing strategies it is crucial to accept what the

client offers, and mrn this t;o pgsit:Lve use evem if,,wha't is offered e
| e .
might appear as’ resistance or pathology His ‘mode of operation

»

appeared to be based upon the inter‘personal JAmpact of the t.herapist
' outside ‘the patient 8 awareness frequently by using metaphor.. The ~

' development of insight, 4or understanding of feelings or:_ motivationsh

R N

were not emphasized in the trsatment‘rocess.

A

Erickson (1953) reported on the use of hypnosis in the treatment

:of an ..unwilling subject who suffered' from intense, 'unlocalised.
headaches. _Each headache was accompanied by an emotional upset
characterized by bitterness and verbal attacks on those' around her.‘
“She_was referred for treatment by her employer who had fired her from .
her“ job. ' |

At the first interview ‘she was informed that in order for the
hypnosis to be of any value, she would need to be seen during one of

her headaches. In trance she was directed that when a headache

developed she was 'to go to sleep for one half hour, spend one hour

-
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fﬁconqehﬂiné'ené~criticizing anyone she wished in fantasy, thén'aleep-;

for aone half,hOur:ﬁbreféfterhwhich‘eheiecnld arise feeling

"confort;ble andfrested..

Later initreatment'she;was prescyibed the symptom of deVeioping

" the he&dache at a certain time ~dey, reeiqting it and then

follcwing the previous sugqestions. A week later she was also

Ea >

" afredted to develop the emotional dis%irbance that farewarned ler ‘6f
an impending headache. -She:was to-res st it and then return to her

room to sleep.- During'ttance she was given a review of instructions

. -
. P -
«

to follow and commended on her learned ability to deal with the

“
-

problem of. her headachesw A fifteen year follow-up indicated»she
experienced apprdximately three headaches per year which responded
readily to brief rest.

The parallels-between'Erickéon's apprcach to treétnent‘of

clinical problems and the brief therapy model ‘are considerable.~

“-.,Fisch et al. (1974) acknowledge‘that the brief. therapy,approach ,

includes the extenSive adaptatibn of Ericksonian principles in the

(4

. development of strategies such as symptom prescription, refrgming,

therapeutic double bind, and encouraging a relapse.

Related Paradoxical Approaches

Paradoxical directives have been observed to promote therapeutic

3

change by clinicians of divergent orientations. Instructing a client

to preserve the symptom or to practice becoming more proficient at

-



U

. Purner, 1979; Feldman, Strong & Danser, 1982; Lopez &'Wamﬁach, 19825

. Qpi:'oducing‘ it bas successfully led to syniptbm _tgduc.t_i,on'land/o'z; Do

disappéar?hce'fkaskinbé Klein, 1976); These sttatagieé aﬁpgar in the

literature >with such d'i.versg iabels -as neqative prac't.icev (Dunlap, ° &
,194é); pg;adoxica% intenﬁion_é?éankl, 1960,.19?5), éympfom )
'regnacﬁment (Rosen, 1953).and sympt;m,preécryptién (P?;;@lly &
'B%énd3m3/=1974f.' Evidéhce f:oﬁ.ofhef §tuéie§ suggéqfs tﬁdi_

phrqdoxical strategiés are an effective tmeatment approach (Aschef &

Newton, 1968; solyem, Garza-Perez, Ledwidge ‘& 55'196;;',--1972‘, Turner &
Ascﬁer, 1979); v ~ | | |

If an obéessivé client were to come fot'treatmeﬁf each'therapisi
might direct the client tquelibéra£ely prac#ice the symptom. What {
is‘done and what_is‘expected are similar tegqrdless,of the -
tpeofeticaI'orién;aiioq,oflthe pf&qtitioner;‘ The'différencqgvexiét ;u.
most extensiQely‘when gn#explahation iS'pndert;ken to comqunicAte ﬁow a i
the proéeé.hr'e wér..'.ks.'”; ' “ '

Thelbehéviotist gxpiqins‘the technique in terms of léé;ning
theory priﬁdiplés.b Ascher aﬁd Effan-(1978? define pafadoxicél
inkention “as‘a behaviora1 §resétiéti9n réquiriﬁq clien;sito'éerfofm
responses thét:appeér‘ihéOmbgfible with the goalsnfor‘which they are .
seeking assistance” (p. 547). A'redefinifi§n~;ati;naie is_usea’by
humanists aﬁd logotherapists to explain why’péradoxicai directives

briﬁg results. Paradox transforms t@sistance by accéptipg,the

patient's avdidépf»bcﬁavior and then redefining it (Kopp,.1977);
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<

Paradoxical intention enables 'the patient to develop a ‘sense’ of

,\_/detach-ent tmrd his neurosis by lauqhing at it" (Ptankl, 1960, p.

. 523). Ovetcoling anxiety and change in the synptom are achieved if

.avoidance is replaced by intentional effott. Ftankl 8 technique of

paradoxical intention renains cutside the existential tenets of

k) . . o

’ 1ogotherapy. An jinterpersonal power approach views paradox.as a way

of changing the meaning of the‘symptom bylthe therapist not allowing

the symptom to control the definition of - the therapeutic telationship

(Farrelly qurandsma, 1914).

Summag Y

Thetapies using the change model assume ‘that difficulties arise
.when coping mechanisms are continually repeated or escalated desgite
ltheir inability to resolve problems. Usually'treatment is sough;'
vhen an impasse in problem-resolution has been .reached, Strategies

S

are then developed to. assist the client to move through the impasse
:and.generate«new solutions. While the use of paradoxical strategies:
is one of;the cornerstdnes'of‘these change models, any maneuver used
td promote change can'be desctibed.as a strategic intervention.,

| Although reports of.the application of paradoxical strategies
continuée to prolifetete in the research literature, relatively little

explanation is. offered with respect to how these paradoxica)

strategies bring about change (Weeks & L'Abate, 1982). Rather t+h-

™ o ¢
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Pationale

€ '

The main purpree of thic etudy wae ' hgevve and descrih 1o

impact of ,therapeutin ~hange stratcgiee =~ 'engi~n headachen

avfferar:’

fymrtoms an? beh vior, Pretv: ye ‘ventmeanft “nntracte with

headn he a ffaynrg indir=t~ ‘that hecance of Iindividnal Aif farapom,

theyns ig A neaod for - 'Jrniety ~f f?lpf'ihn"‘ in v«wpnv-ﬂinq ter the .

promentiog prakden The <aan gtuly wag cheeen v a regearch method.
N ..

to alloy o0 ar much gy iatiop an peesihle tith yeape t to individead

Aiffary nre in parfj 71.'.\”'-:, “nAd ¢t » enhance thevapigt Mmatteavaryahs |

Arying *hs treastme ' - crege, Tha case gtudy mthe ' wag empleyed
becauwn it o fave ) oy rosrtunity fer avenvyving and ameritvipng
treatmen’ v e cir m indivi nn)l e A eyrtematic way.,  'ape
vﬁ‘(ﬁy-ﬁ*:" Jnt - P ~ “ ‘F-"v?p rts fr 'm pay":cj"\(\tgy ver aaid +

R} Tt ' [T LI A - 1276 angert thy- : m
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4
.

1) foster cliﬁical innovation; e UL
2) c;;t doubt éévtheoretiCai~;%sumption;,

3) perm1£“study of :are;or qnﬁsdél bheﬁqmena,
4. develep. new te;@nigal,ékills, .

. A
S) buttress théoretical views,

»,
6) resnlt in refinement of techniques, and L ' :
7) provide clinical data to be ysed as a departure point for

suhsefjvent crntrolled inveséigation'(p. 198):

!.'.' . . ) ' “
A more comprahensive design wag chosen to combine the case study

worhﬂé wi th thé_h«w (hareline-treatment) design {Hersen & Barlo&,
1276, In the A~B degign the target reabonse (num?ér of hea&&ches)'
was repeatedlv measured during a pretreatment baseline; dufing B
tryeatment and at fnlibw-up (Jessup, Neufeld;,gerskey, 1951).'
Traatment efforfivenesé was cohsidered,fo be i;creased'ag the‘lenqth o~
~f the bagaline increased and if jmprovement dccurred when the

»

'r;atment wag introduced (Jeséup, Neufeld & Herskey, 1979). ﬁheﬁ
informatieon vag gathered on severa) ocrasions over time this‘further
m'r s athanad *he internal validity of the C;GO 3tudy (K;zdiﬁﬂ 1981 ),
AYthengl the applicatinn ~f the A-R design mtrengthens the
velatinpnahip hetwa-n tiratrmant an? ou Feome tﬁis deéiqn dden not ,
"viiea'ly Aeacyihe the vaviety of process variables as theyboocur
Anvipg tre tment. Tinees nth nutecme data and prbonss variablee were

4
cnrpidered geymane to the study a rec .rd of all the interviews was

L T O gy Mutrems dAnta were obtained via
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cllent self-reports as “to frequency, intensity and duration of.

: headaches through both verbal and wrltten reports. Descrxptlons of

L

the lnterventlons used durlng treatment were transcrlbed from the

‘tape recorded -interviews. R » : : ' \\\

. N .
PN N N . ‘

kazﬂihﬁ(1987)-maintains that the most important precondition €§r
drawing-inferences from a case 'study is  the systematie_&ollection of

data rather than reliance'on ancedotal material. ‘Incorporation of
the A-B de81gn with the"case study method therefore, allows for a
rdescrlptlon of the process of therapy as well as provxdlng data for a

tentative link between treatment .and outcohe.

. - Sample

‘.

Newspaper announcements of a headache research project
A}

v

describing counselling methods. for the treatment of tension headaches

were used to 'generate subjects for the study (Appendii.A): Persons

reporting -symptoms of tension headache (Wolfe, 1963; Friedman, 1979)

'with a regular occurrence of two or moy¥e headaches per week were
\

N

selected (Appéndix B).
’ h total of 47 persong reapanded to the adverflgementé for
partiripants in a headache regearch prnject. The regpondantg weo: -~
fcreened by telephone acnurdinq to inclusion eritaria (nloy anA
gradnual onsget, hiI;tera1, Aerep and atpady pain) and excluasion
rviteria (nn prodroma) sympteme, no abrupt or sudden snset urilateral

pain) (Andragik & H-lroyd, 1°80)., Rerprndents tn *thae PRV yt ivemanta

were cateanriged »a ahown v Tatvte v



Respondents to Advertisement fcr‘Tgnsiqn.Headaéhe-§ufferets" A

Exbluded
Mig}aiAes»
Cluste;lﬁéadaéheé‘
Mi*ed Headaches
Physicai Ori#in
Léss than 2 per week

No reply to initial contact

Total

Table 1

16

|on

34

Included
Accepted for Study
withdﬁew before Study Began-

Total

10

44




The 10 individgals acceptéd for the research projéct inclﬁéed
ngeh'women.and thrée men rang;ng 1n.agé fromlfdﬁto 55 years with a
ﬁean'age of 34.5 yearg. Five‘subjects were raﬂdohlx ;ﬁsigned‘to tﬂe
initiai tr;atment droup‘and.five”to.the delafed t;eatmént group. All
participants in the initial treatment group éoupleted the required
baseiine‘recordé, treathént, and follow~up intérviewg.

Two sﬁbjects assiéned‘to'thé delayed treatment group deéided to.
< : ‘

withdraw from the-stﬁdy after the 13 week Vaifing period although

they both continued to have twice weekly tension headaches. Two

v

.subjects in the delayed treatment group began treatment 11. weeks
aftef completing the original base1ine data. ‘One parficipant (s.7)
prematurely ended treatment due to a six-week city4widg bus strike.
The final evaluation interview had to bé completed by telephone at
the end of the treatment perioa. Subjgct 6 considered the initial
‘interview uééful;enough tO'beqin.making changes while waiting for the

\
second interview to occur 13 weeks later. WNo further treatmené was

required.

Procedure

Following initial telephone screening participantd were seen
individually hy the investiagat~r for an intake interview, This
interviéw.wan ;ﬁnaidﬂrhﬂ éo be the first session fn the treatment
process, ;ot a nevtral c;ntaﬁ* as uvrually perceived hy researchers.

Nreraationelly participantg were qgjven a specifi~ intarvention in the

45
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intake_interview if necesSary. The intake interview inciuded'the.

administration of several.forms; a brief explanation of the purpose

and requirements of the study and an opportunity for selection by
lottery to the initial treatmé—\\pr delayed treatment group. The

. participants were asked to complete a research permission form

(Appendix C), an intake sheet (Appendix D), a medical form’ (Appendix

~

E) and were given instructions to maintain a record of their
headaches (Appendix F) ;or two weeks to establish a baseline for
frequency, intensity, and duration of headaches as well as to
indicate the amount oflmedication-used., When the subjects attended
the initial interview tney were informed that‘returning a signed
Medical Form from. their physician witnin two weeks was required. ’
Bach subﬁect maintained a neadache record chart for a period of‘two‘
weeks and returned it in person or.py mail, Everyonevin theistndy :
had been suffering tension'headacnes for at least one &ear before
beginniné_treatment.

‘Ali subjects who participated in the study compieted the
remaining information before.the second session. Tne‘number of
treatment‘sessions ranged from two to eight intervievs. Eachiof the
five subjects in the initial treatment group was intervieﬁed at‘the

)
end of ten weeks to evaluate the headache frequency; medication usage
and any other chanqeg that occurred'in their life;"Because the
Christmas holiday season occurred at the end_of the initialltreatment

period, the delayed treatment subjects had their treatment period

extended an additional three weeks, All subjects completed treatment
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*by the end of 23 weeks._ The initial treatment group subjects were
contacted by letter (Appendix I) and interviewed in person for their
‘3 month follow-up.f A summary table ‘of procedures.from sanple
selection throuqh to - follow-up is presented in Table 2. _
| All partic&pants in'the“initial treatment group»maintained'a;
chart of headache activity for two weeks prior to the second session,
.for one week prior to the. final treatment session, and for the two
weeks before the~follew-up'session. The participants in delayed
'.treatment éroup‘aisc-recorded,headachewactivity tor.three time
séquences;' theptwc‘weekSVfoliowiné tne'intake;interview, one ‘week
vprior to beginning treatment and.twcvueetsip;icr‘tcutne.conciusion;cfi
1ﬂt§;atment. | ..
Questionnaires on subject self—perception‘were administered to
all participants at_ the conc1u310n of the treatment period (week 10)
':and at the end of the 23 week period. The purpose of the o
questionnaires waSvtq'assess whether‘any changes,in symptomsﬂcri
lbehavicrsxhad occurred.’ Informatien regarding cnanges was aiso
extracted from the - verbalizatidns of the subjects}contalned in. the

tape recorded interviews, The results of all subéects who received'

treatment were included in the data analysis. S " (

Outline of Treatment

A &

X :

Treatment consisted of a makimum of:ten indiyidual’sessicns~

using strategic intetventions,as suggested by tne change model. The



4. Intake Interview (Week 1) Randomly Aﬁa’iiyﬁe‘d toe

| Table 2
L .
oy : Proceduz_'e .
1. Advettise by Newspaper
2. Te,{léﬁhorie Screening
4 . g . 3
3.: Select Subjects According to Criteria
, oa ot

Initial Treatment Subjects @ .. ..

Collect Baseline Data (Week 3)

Treatment

. Collect Results (Week 10)

-No Further Treatment ~ * . -

>3

Gollect Follow-up Data (Week 23)

Delayed ﬁe;tﬁent Subjects

Céllect Baseline Data (Week 3)

\ N

No Treatment - ’3\

S , .
Collect Baselipe Data (Week 13)

.Collect __"Ban.ulff; (Week 23_)

‘48
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{,therapy and reaearch for this préject werd c carried out'by the author"

- of" the stndy.. SOme of the limitations -of this overlap in roles are

dtscudsed in Chapter Five. 1

.i; : The principies of the treatment approach were based on the’

unique data presented by each participant and hypotheses : S
\

developed by the tnerapist during treatment. Idiosyncratic \
:iintervent}ons were developed specific tcf%ne infcrmaticn'qathered on
tne presentingﬂprobien and the ccrreeponding.attempted solntions.
vThecefinterventione are presented verbatim invthe:case study% -
'deecriptions;i pther;more general‘interventiona descg;bedjin the
literature werezaleo used in treatment when‘it appeared that such a
istrategy{ etg, go slcw or prescribe a‘ Iapee}’vculdﬁenhance‘the

change process. ’

{

Criteria for Evaluation of Data

4
'rhe tape ‘recordgd interviews were - analyzed by the experimenter

to assess the lnterventions used and the changes that occurred: during

Zeach participant's course of treatment. Change.or lack -of it

regarding symptoms”and_interactibnal patterns yere-evaluated from

subject's responses during each interview as well as the results of
the Headache Record Chart and the Self-perception Questionnaires.
Changes in symptoms and/or interactional patterns:werg;assessed

according to the following criteria:
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d R \ N ) '
B q)‘fsuccess--rellef of the presenting problem. participants thought

f;:thelr heada&hes were - under themr own control or were able to make'

§ 4 s s mr*”" _ };-, T
-frequently able to change their own. behavxor pa¢ : éb gain

partial control of the symptom,;and

c) Failure--no change 1n the preaentlng problem. participants f
. [ N b P . ; i
continued 3 experlence thelr headaches as out’ of control ot “were

' unable to change thelr behav1or patterns to gaxn control of the

r

symptOm or were Btlll looklng for ways to make o{?’solutions
' (:

-Vork. ' et A

.\g



© CHAPTER IV

RESULTS

- Over the conree of the research study, data were collected from

tﬁe‘participants‘through-tapevrecordings of treatment andcfbllou—uo
1ntetviews as woll as self-reports on a Headache Record Chart,‘
-Louestionnaire I, and Questionnaire II. - Information extracted from
-these data form the results of the study as presented in the ocase
study repo:ts.ﬁ Aygraph of each patticipant's headache frequency
.throuchout‘the‘study,ie;p;esented at the cornclusion ofaeach‘case
report. All sﬁbﬁectebﬁete‘eohluated accordiod{tojthe'criteria
’established in Chapter I11.in the analysis of data section. Age did
not‘appear to be a factor in’ terms of outcome according to the
evaluetion criteria. A Summe:y of the»outcome data is preSented in
Table 3 (Initial Treatﬂenthroop) and'Table‘4 (Deiayed Treatment ..

Group) .

51
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‘Table 3 - - . .-

o - I
’

f'_'i_Qutcome Ratings for initinl'Treatneht'Suﬁjects :

P

' ’ \ st
. A

1
-

.

N

L

2Rating by criteria, S = Success, PS = Partial Success. .. .

D R

Tt

Subjects No. Interviews . ~End dff?féatmenﬁa -.E'ollc:'w‘--lnl;i‘a ;,c;nu;.ﬁlf;

ey
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Table 4 . *

dﬁpcome Ratings for Delayed Treatment Subjects

-Bubjeécts No. Inter?iews "End of Treatment?®
. & .

6 ' 2 s

7 5 PS

8 8 S

?rating by criteria, S = Surcess, PS = Partial Snrcesrc .

53
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" case Study Data

Subjects in Initial Treatment Group . o

SUBJECT M1

' &
§gssion # - '( . . ’

~

During the last eleven years Ms. G's tension headaches had
steadily worsened as management problems with her youngest child and
marital conflict had intensified.' At the ini;iai meeting Ms. G.
stated that she would like to qafn control over her headaches. The -

data from her headache record chart indicated that she began 3 S
‘@_ i
treatment with three headaches per wee¥ which:ghe usually controlled

with one to twa fiorinmil,

Session*#2 +

£

,us;éq;'described herself as a stoic who never asked for help.

»,

Penpitevher numerous fami11a1 problems ~he had aluays managed to car@
for saven chi]dren without mich aseistance from her husband. -

) :
He#dWaches eeemed to aris~ during twe specific gituations: whon theve
was a management prohlem wi*h hav adolesrcent mentally “Pnairapped
% ;o
#angh'ar or when =he had an argument with her husband. Roth of thene

areas of conflirt ocrirrad frequently dur'rg Mhe weed . Mg, G. wae

agked to congider '“r ol liing guegt !
Interventioon:

. YWhie oy yeyme T ey Y ongens *here arva ¢ Prtvem ~m wel) ag neqgative



L)

=
. , .

aspects, If your headaches went away, what would be the

disadvantage of eliminating them? Over the next week consider

what some of these negative agpectes minht be.

CY: I car’t gee any disadvantages.
N

Near *he e-ncilugion of this intevview, the therapist learne
.

—? . . a
that Ma. G. was algo péring another therapis' ion a weekly basris.

the purroses of the éfnay Ms. . sh~uld have been excluded as this

confounds the research p - ia. Tfowever, 8i ‘e treatment had bee
prhmiﬂed, it vasgs aec: . v EERE) . the dat- N the veeg)ve o
continue trer .

Session #3

When the thry2 jat iy irved if Me. G had rm vaid~red any ~nf the

~

neaa'ive asps - te o ting 1id nf her hea'nbeg  ~he yrickly vegr '

that ale "could ' ' ' " of any’ an®d moveA t A e Aearvipt!

f the r\':'- AT wﬂv;k'n A ifFFiernttiag with h r A aght v Mo (Y,
P S TP T N E R E AT st S
Vemy 0 ipee e b e T e B N N
s AEEARTEEE R t e h v em b - e . e e L L Y] 1A
Ve Y Yo ¥ Ve el Y)Y . © ooy 1
1y -y |l ] ¥
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Intervention: : : ’ ’ o B o

7. wag vigivly upset By what the therapist had said.

Sessigqué

The message is clear that you don't get help with your family

eépeéially Ann (the younéest child). You are the oneAHho helps

-~ a

others. The disadvantage from my perspective if you didn't have
thesge headaches,‘is';hat'Qog‘would not be‘géttinq the helpi T
you're getting with the éroblems you have. fbu now hé#e a
concrete, iegitimate“reason for seeking attention ‘and help. if
you had no headaches you wouldn't have a’reason for seeking
help.’iI would like you ;o think apout'fhis for a week.

B
Alrthough there was no verbal response to this intervention, Ms.

~ .
- -

»

Miring the intervening week Ms. G.'s headache frequency

Aenrasged to one., Throughont the interview she remained pessimistic

!
ahant change althouah she notjired several differences, She reported

4

ferling better thia =gt waek than she had for several months and

"hat her rel~ i wwelip with hay Asnghter had impréoved

mat

corant ioon =~

The th:rapiat agreed that she wag wise to be pessimistic about

ntainingy rh- ~hanges ard instructed her to return to heyr old ways

Yiahhs st ot em- € ahe -ould brirg back her headaches.
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Session .#5 o _
The focus of1hs. G.'s problems tﬁenrshiftgd from)hgi,dhggh;er to
the marital arena. Her headaches hag-sﬁbsided ekcept when there w#s
an argument with her husband. When fthey did occur thgfintengi;y'hadT
decreased. Ms. G. was seriously cohside?ing a separation from h;r
hushand. Once again the therapist suppdrted Mg. G. in her pessimism
abousﬁimprovement with her marital problems. The major problem for
Ms. G. was t£ét her husband was critical of her household or family

duties.

Intervention:

|
Th: Are you wfllinq to try something unusual which might make thinges

more comfoxtablé for you in your gituvation? (Nods agreement.)
T feel stronagly about your criticism trap, It's different and
it probably won't make any sense to you. T am not gning to
axplain it. What I would like you to do is to txv it out a frw
times Aurinag the weak and gee what haprens. Here ie what yon
Ao, wWhen your hushand make= a3 criticigm of y~ur honwsehnld cr
family Autiea T want you to yry him 3 'Jnart(gr. Don't exp'ain
. hd
it.  TF he asks ynn anyrhing cay U Fede bile Gt oapd walh oaaeo
L I NK., T'm o willing #o ba i
Session #6

Mo . retvrned the frlleowit g week + pr idAly annmunce that ghe

T2y not [RYLY. TS ,7f Ve ,n‘a,v-»..v LN hoat che Tan Y} "‘.8" net <. ..:.<ﬂd
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any complaints from her husband., What did change was that for the

first time in many months, they had spent several evenings talkihg to
o ¢ . R N prira g

P S

vqach other. fDuring»thg week  Ms, G,_reportéd«obe headache thatiwas
not very intense. Her position had changedbto one of optimisﬂ but -
the therapist advised her to keep her quarters handy in ¢gsé’the

situation deteriorated.

-
Session #7

When Ms, G. returnéd for her final treatment interview one month
later, the changes she recounted in the previous session continued to
be.maintained. Her headacheé had decreased in frequency and “
intensity. Her relatiqnship w%;b her daughter and her, husband
r;mained positive as“Ms-'b:'félt’she.could handle most disruptions

that might oceur. On the basis of the evaluation criteria Ms. G. was .

congsidered to be in the success category(:’—’

Follgg:pR;Session ) . -

In the three manths since the previous visit Ms. G. had
continued to~iﬁprove; She described herself as developing more
independence and better able to handle situations that might bring on
A headéche. Among the additional changes she reported was obtaining
a job one dav a week outside the home, ﬁerminat}ng’treatment with her,
other therapist and reducing her dependence on medication when ghe
occagional headache occur;ed. Ms. G. continued to,bé assessed in the

[ucraae cateqory.
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SUBJECT NO. 2

" Session #1 IR e e
. Ms, L. was”'@raduate student in Science who had been
experiencing weekly tension headaches fof several yeafs.: They were

most severe during péfiods of intense pressure. Ms. L. was preparing

»
’

.

for some'examinatigné in the near future and she anfzhipated getting;i
severéwbeadaches. Another personal crisi§ that had recently 6¢cgrréd>
was a separation from a man shé had been living with for' four

years. She commented several times during the beginning'pf'thé:

- interview, "I will be getting headaches every day dhrigiishg next few

weeks,."

{ -

Intervention:

The -therapist's position at this point was to accept Ms. L.'s

assessment of thgjqiﬁuation and .encourage her to "Let her headaches

R

happen,"

b

Ms. L. degcribed a situation in the previous year where she had

successfully held'off a headache during her entrance examinations so

9

that it only déveloped af ter she had.cémpleted the last
examination. She stated "I suspect I have some control over my
headach;s.'

Since this was the_intake interview the therapist asked Ms, L.
to complete the Headache Record Chart (Appendix F) but with

; .
instructions to bring on as many headaches as possible in the next

two weeks.,
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Cl: I have never tried it the other way‘afound (i.e. to makewthem'
happen insteaduof holding theﬁ off).v IéAseems so detrimental
.fbut I can try and’ see if it works;
Th: W;11<you cgpuexﬁe?iméhé vi#h your'theorf of being able to
controlfyoqf{he;dacheé‘oﬁgr the next two weeks.

Cl: I thipk it might be helpful to try it.

Session #2 N

When Ms. L. returned three weeks later (she had been unable to
meet in week two) she was elated, For the two weeks following our
initial interview she had experienced two headaches per week (with

decreased intensity) -and then during the third week they had totaliy

(23
L)

disaﬁpeared.f
él: I had been expecéing more headaches and nOW‘L—dé nbé_reaily know
what to ekbeé;;-fl musf 5e better able to cope witﬁ tﬁe §ttess.
The therapiét's response was one of surprise and amazeme;; at her
doing this, but she congratulated Ms. L. on her obvious success.
Th: Did yoﬁ at any time'during those two weeks aftempt to bring on
your headaches?
Cl: Yes,II.actually thought it would he aIQOOd'idga not only for
your study but for myself t6 see if I can face my problems, I
thought about my problems, I dwelled on them, I even started
‘crying a few times, but it did not work. I still did ﬁot get a

-

headache. - &
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Ms. L, ackndvledge& that,SOMéthing\was different for ﬁer'but
expressed concern about the‘poséibility'of-getﬁing worse,

)

. e _-":
Intervention:

Th: When you change qqmeﬁhing, there is often a tendency to go back: - -
to old pafterns. SOmeﬁimes a relépse oecu:s. What I aquést is

. when things are'géiné reallf well_aﬁd you cannét reélinyelieve
it,‘ﬁeét yourself, bé.exactly what you did in the past - think

about QOur probléms and see if your he#daches will come back.
, 4 ‘ ‘

. Session #3

-

» ‘
Six weeks had passed since the last meeting and Ms. L. returned

withfcontinuea_éhthusiasm. She had n6£ had a headache for alﬁg:%“two‘
. _ \ .
months despiferthe fac; that her préssure IQVel at university was i
high and she had to adjust to. living singly. She noted that she felt
different inside and wﬁs abi;!§O cope with the major problems ip,her

life, especially being alone. Ms. L. was classified in the Sucééés

category at the end of the treatment. period.

Follow~-Up Session

1}

_Ms, L. had continued to be'héadache freevduring the follow-up

' period. No other significant changes had occurred in'the inte;;ening;
time. On the basis of her verbal self—repbrts and the data érom her .
éuestionnaire Ms. L. was coﬁ%idered to ﬁave successfully resolved the

_ presenting problem at the end of treatment and throughout the follow-

up period and was therefore rated in the success category.
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S

'SUBJECT NO. 3

Sésston'#f

Hs.‘R.-was a_lqngtime headache éufferér who came té ;héjtésearch

study with a-variety of psychosomatic EYmptoms.. wﬁen_ihgﬁbégﬁn%',’

treatment she was experiencing at least one headaghefpvery d&y.‘

i

'Sometimgs’thé“he;dﬁche would subside and reappear later in the day

but this was difficult to ascertaih'as she was using approximétély 6,/}
i ‘ - - »

Tylenol pér day plus an occasional Anaprox to control the‘paiﬁ. Her
. . . . ’

initial goal in treatment was to have some control over, her headaches
in terms of reducing both their frequency and ipténsity. Basically '

- she had relied on medications to deal with her héédache#. ‘

n

Session #2
Ms. R.'s headaches appeared fo eoiﬁéide with her attehpﬁé.to do
everything possible to please 6thers in family ahd'wérk s;tugtions.
Her boss frequently asked her to work ove;time or to do s;cretarial
jobs -that were:not her'responsibi;ify. She wéuldjwork as/quh-aé 60

hours per week without compensation'fﬁf overtime;; Her pattern was to
passively resign herself to the work situation-yntil .she got so

dissatisfied that she would leavé her job after about a year. When .,

the therapist dsked Ms. R. how life'might be different if her

headaches wére significantly decreased she'ackno&ledged that the

\

transition would be difficult. Most of the differences she imég;ned o

3

would involve more recreation and more social contact. As Ms. R.



o

recounted the details of her personal life it became clear that she

was extremely pa831ve in almost every sltuatlon and allowed her

family and colleagues to take advantage of her.

PR

Intervention:

The therapist agreed .with Ms. R. that change would indeed bel

difficult. A request was made of MsQ'R. to consider the dxfflcultles

she would encounter . if the chanqes she contemplated were to actually

‘\happen and cautloned her agaxnst making any changes during the next '

week., Her instructions were not to change anythinq in the next week

but rather to keep doing thingsiexactly as she had been.

Session #3

' During the third meeting Ms. R, spoke of an ever increasing
pressure to do mdre and more at work. She seemed é!pec{ally
displrited and gried throqghout much of the session. Her level of
4fatlgne was increasing as she attempted tqjéatch up with her work and

comply with the requests made by her superlors. Everything in her

‘llfe felt out of control Her comment during our meeting was that if

she had more control of her life she would have fewer headaches. '
I .
When talking about changes in her life Ms. R. acknowledged that

decreasing her headache frequency wouldreertainly cause upheavals
especially in terms of structuring her time but that she still wanted

)

to itprove her situation. A
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Intervention: . o : : R ‘ ¢

During ‘the week the therapist planned/an’intgrvontion to disrupt
Ms. R.'s patterh of compliance. t

r— o

Th: I‘have'ibmething for you to do in ;he next weekifﬂﬂhat I want

you to do,ié go tdryqpr boss, but not to agk’f iny kind of "

réligf;v This is what I want you to do. Go to your boss and
.tellvhimuthat you had 10 minutes during the last week at work
when you did not have anything to do. - Ask him for someﬁhihg to

do to fill the 10 minutes. B S

Cl: Laughs--That will be very interesting.

Session #4 .

In the two weeks'ﬁetween meétings Ms. R. had ma@e some fadical
phanQes altho%gh she did nqp follo& Ehe directive as given. when
asked to type a letter she refused and decided fo call a meefing.ﬁith
her boss to disc&gs what she wanted in te:ms of wérking houréiand |
responsibilitieé. Ms. R; gave her hoss a list of'wﬁgt she,w@nted to
be different at work. This'waé‘fhe first time she had ever made a

1 . ' .
diract request for herself of a superior.

Intervention:
e

Th: 1 am concerned that you might make too many chahges too quickly,
causing a large upheaval in your life. You obviously haﬁe a lot
planned. Take your time and go as slowly as you néed‘to go to

allow yourself to.integfate each change as it'-bcuré. ‘Making

~

) : v



‘small chahgés_slowly allows you to accommodate the changes you
; , b : .

: hgvé:alréédy made.

Ms. R. noted that when she got something as requested at work

there was an immediate difference in her headaches (i.e. a decrease
: > o ’

in fréquency and intensity).

Session #5

. iy
During this interview Ms. R. reported on tHe variety of changes

{she ﬁas ﬁékiﬁg-ih her life. Among the tasks that sghe accomplisﬁed in
thg past fwo Qe?ks were to have her 18-year-old daughter (who was not
contributing t§ her own upkeep éither‘financiélly or physically) to
move out of the house, to write a proposal for g'faise and to gsubmit
it to her bossi ahd'ﬁo resume a favorite hobby, phetngraphy, in her
léisure ﬁﬂbe.
Cl: If I change my lifestyle T can do s5methinq about my

headaches. Things axe changing for me.

The .therapist once again ~onaratvrlated her on the ch'nges ahe

h_aﬂ’ ade on he v it cawrti e her o ”"'"tin‘)é to tar- LN *ima,

\
AN

Segdion #6

\
Y

. -
Thig was the fina) ﬁap'inq in the tyastmoent pycess Matr osnly
-
had her headarhes derrveased tn ahnut three per week hut the =aeverit‘y

had aISSN¥9gnpnnd rfo that Ms. R. was vaing ~hon' two Tylennl abovt
/ .
thvee fimeg per week, Her enthuriasm about hey pergnnal chronacr wan

obvious as she described hov ehe had mucceeded in nhtas -ing a

Y]
?L-rn'wh'le rairm at werk LR " craypmentad that gheny ~he awr  ~qa~l hH-.



displeasure directly to whoever was involved her- whole attltude
improved. The therapist credlted her thh makxng the changes she had
made on her own.. At the end of the 10 week treatment penod M&. R.

was assessed as a success in terms of resolutlon of'the prasentzng

problem.

Follow-up- Session

—
"

After three months, Ms. R. had decreased the fregquency gnd_

intensity of ‘her headaches from the original seven per week to one

pér"Qeek; When she did-have a headache it was not nearly as intense
as previously. Although some problems had occurred .at work she

reported being able to handle them on her own. On the basis of the

evaluation criteria she was assessed as a sudécess.

CUDIRCT M. 4
N

Seraion #1 '
At the initial meeting Mr. T. appeared eager to start
traeatment, When he was given the headache record chart he

immediately wanted to know why there was A two weék delay., The
therapist expT ined that this information was part of the research

AZF» and ~euld alsn be useful in treating his headachea. He conveyed

: .. :
the ‘mprranicn + =+ he wanted a nick rvngolution of his symptom via

h e oy es © theryapiet
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Session #2

The data from his Headache Record Chart indicated that Saturday

mornings were the'time that Mr..T. always had one of his twice weekly

headacheé, The second one often came on Sunday, although

occasionally a headache would occur during the middle of the week.
. a N
Mr. T. was a succesgssful professional who worked extremely hard during
] . \‘
the week but when the weekends came he developed headaches. As he:

stated, ™My headaches are almost like a transition to the task of

relaxing”". When a§ked about how his’ life would be different if he

ceased *to have headaches,he did not think there would be much '//

change. His comment was that "life would carry on as it always

has". The primary pattern that emerged was that a headache would
inadvertently develop on the first day of a weekend or holiday when

he allowed himself to sleep later  than usual. When he was busy

during ‘*he week and had no time to himself, he was usually able'to‘
. . .

avoid a beala~he.

Session #3

Re My, T. wne snmewhat geticent to discuss anything but his

headaches Anrina ea‘h wmretina, the therapisé decided to qiﬁe him an

Aggi gnment ~rry cmet o ey the followinag week.

—

L

. W
Yhartayvenbtico., — -

™he This reoming Friday evening I want you to outline a structu for

*' ~ activitieg that you must complete on Saturday during the“

P



day. Set your alarm clock to the normal time you arise on a
workday, get up and make sure you keep busy the whole day. On
Sunday geﬁ up at théﬁhormal time and do not do anything or if

you wish you can structure both sSaturday and Sunday.,

Session #4

When Mr. T. returned the followihg week he was conservatively
delighted that he had not had a headache the previous Saturday. /His
comment w&&}g;::”he thaught he now had some control over his
headaches. The therapist maintained a positién of skepticism, even
suggesting that his headache might return the following Saturday.
Because Mr., T. wanted to test out his new found ability to control

"his headaches he decided to return in two .weeks with a further report

on how he was progressing.

\

Sessioh *5
Upon his return, Mr. T. reported that he'had been headache free
for 10 days. His usuai S;turday headaché_onlf‘retu;néd after a two
week absence., When his time:waf ﬁighly structured.ﬁr. T. did not
have a headache: however, when he had an abundance of free time on

v

the weekend he usually developed at least one headache.
Cl: When T am sitting and being bored that's when I tense up and get
a headache. I am convinced if I learned to relax my tense

muscles my headaches will disappear. I think exercise is the

wayv to go,



b .
Mr. T. had the expectation that he could completely eliminate his

headaches if only he coﬁld jhstffind the 'right' way."

 Session #6 oo

The final intérview produceé some interest%hg»yet puzzlinq'_
results. An'gxamination of his Headache RépordNChart dufing the last
three weeks showed that Mr. T, had had twd,héaﬂaphé; and only one
headache on a weekend. Whgn the therapist inguired if aﬁy\change had
occurred, Mr. T. responded that, the frequeﬁé§ and.éeveritygof his
' headaches were uhcﬁiqged as compared'to the beginning of -the |
treatmenﬁ; As faf‘ag.heiwasvconcérneq his he§daches were back to
their normal pattern. Since the 1as£:ﬁeetih§‘he;;$d visited a
physician who had used hyﬁnosi5~to he1?~him stép'smoking, On the
basis of the evaluation ctiteria} Mr. T. waé ;ssesééd és a partiai'

success.,

Follow-Up Session . ) , 3

At thé'three month follow-up Mr. T. appeared -to have m;intained
‘his changed headache pattern; He reportéd that his'heaa;ébes'Were
'iéss\sevefe and léss frequent although he often had a milé headache
on S;turdéy mornings.. As Mr. T. reportédfthat he had gained
considerable‘gét n&t complete control over his symptoms, -he was on¢¢

again assessed as a partial success,

.

e
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SUBJECT NO. 5

Sesaion’#1
S

Ms. w. s tension headaches began nine years ago, ehortly after :;”';

her marrlage, and have continued on a thce weekly basxs sznce that

txme. }pntll'NB; W hegan treatment in the research project she had

attempted to deal with headaches through the use of analge31cs. .Her

famlly pﬁye1c1an had attrxbuted her headaches to- the stresses of

ralslng a famlly ‘of four chlldren. Hetﬂgqal was-to resolve.some cf
; B ’

t.;'pfoblems that bothered»her sc>sﬁeywonld'nct naveiéo nanyf:

-

headaches. - ' . S .

ySession #2
During the second meetrng it became apparent that Mé;lw. was

: extremely concerned about what people would think of her in socia;;
situations,' She described now’ehe'wouldiattend'to the smailest
detail’ when\entertalnlng 80 that the v191t would happen Just
perfectly. Ms. W. would expend a great‘deal of energy cooklng and
dressingvtolcreate-a positive impression’ of nerself, Shep
acknowledged that she "took the credit and ‘.tfne,piame' for how
interactions went in';:cial situations and when she relaxed after
such an;SCCasicn, a tension headaChe wcﬁldpfreqeently‘occnr. It wa;

. difficult for her to accept-positidns of autnoritg, forgexampie

" community club president, because she said she would.spend all her

time "w'orrying whether people would thlnk she had done & good job,

Ve



A second problem area for her was decldlng whether or not to

5
Y

_have. more chxldren. Although for pract1ca1 reasons she did not want

more’ than the four young chlldren she already haa .she was feellng

I

"gullty about not pleasxng her husband who would llke one more, The

chlldren were often noisy and this seemed to exacerbate her headaches

Iu.

.

"when they did occur. R : ’

From the initial 1nterv1ew it appeared that Hs. W. had a cleat

sense of “the- felafionsglp between her des;re to pleAse others both
. S N
~
socially and famlllaily and the occurrence of her ‘headaches. When

N,

'asked how life wouid be dlfferent if she did not have headaches, Q&e

‘cried‘and said she woild have a closer rela;xonsh1p with others,

especially her husband. . =
Initiaily it seemed that encouraging a shift in Ms. W.'s
behavioral pattern would’provide_the first step in beginning the

[
]

process of change. The, therapist decided to ask Ms. W. to do

something different in the next week.

.Intervention:

Ms. W. had a party to attend,the following Saturdgy and she was
. . ‘ » . l(.. :

given the instructiqn to appear there with a slightly 1le { than

~ ‘perfect appearahée; Basicaily she was to dress as_usual but to wear -

pigtails with ribbons at the party. She.agteed.toedo this.



uSeésion #3 - - ;3 o ,f S

\ o When Ms. w. returned the followxng ueek she reported that she

.

. could not . do anythxng 8o sxlly as requested by the theraplst 8o she

changed her.appearance from.aJdress tq wearlng slacks,

Intervention: ' '> o . . ) . ’,.Ga
s '
' N c - . . '
The.therap{st's immediate response to thls informatxon was - to
L) B .

apologlze for asklng Ms. W. to 1nvolve herself in. anytN&ng so

. rldlculous and to take respon31b111ty for maklng such a serxous

l“

error, C

i
] N -

Ms, w's decision to re81st the previous week 8 xnterventlon plus

‘her comment in the prev1ous 1nterv1ew that 'I have never wanted to

accept that I have'tension headaches. I wanted the doctor to tell me
that it was physrcal' strengthened the hyPothesrs that Ms, W. had '

dlfflculty in acceptlng responelblllty for hav1ng her headaches and

N ,

was demonstratlng some resxsdance to changxng. Durlng thls session -
] ro- ‘

Ms. W.r contlnued to express her need to plan all. aspects of her life

: ]

carefully in order to" make a good 1mpre3510n with others.

Interventioné
Thegtherapist accepﬁed Ms.'w.'s view'of\ter situation and  agreed

' wholeheartedly that change would 1ndeed not be advantageous. ns. W.,
' xw N

VL .
was further cautloned that chang;nq mlght create more problems than

-she already had but no specxf;c examples were gzven. When ehe left'



- Session i4'._

77

the session Ms. W. said that she had begun to wonder whether all her '/

‘planninb and work'ceuLd:realiy control what others thought of her.

.

Ms. W. reported no ehange in her tﬁice_ueekﬁ*ﬁpeadachesvfer_the

past three weeks .and indicated that ;Sr_goaivfor’change'wng to reduce

s

jher headaches to once or twice per month A streteqy was planned to

extend her position even further than the position she had taken .

herself.

Intervention: - - ‘ : .

. 2
The therapist introduced the idea to Ms. W. that her problem had

been discdsaed with an expert in interpersonalrrelationships; Dr..

[ ]
Sternberg, and once again apologized for asking her to. do anythin
& »
differehtly. She was ‘told that Dr. stetnberg agteed that the

prev1ous suggestion was a dumb thing to do on the therapist's part.
Th: I am not sure I even understand what he hqd'to say but he said
you wonld.understand. This is what he said‘you'enght to do the
next week; I will give you the informetion. You are to pretend
to be more concerned and take even more additional steps to make
. certain that people approve everything you do. Consider

R b S ‘ &
- these steps'careﬁnlly‘and yo ght start thinking‘about them

¢

. J*Pr, Sternberg was a fictional character.
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'iqnediately. Do uhatever you need to do to* gain approval from
e ;
others. Neglect nothing. S

Cl: aluays thought 1 could not get much further. ‘(Laughsx)
Session #5
when she returned the following week, Ms. W.“presented some

surprising changes. She had experienced an increase in her headaches s
8o that she developed one every day, usually in the atternoon.. When
the therapist inquired about the intervention frcm_thetpreyicush

‘ session;she said'thatvshe could not seelwhat‘more she-could do ié’ s
gain a favorable impression frdm others.' She continued to express a'
.desire toshave a physician tell her that her headaches had a physicalﬂ
base so that she need not “take any, responsibility for théﬁ Ms." w. |
.concept of the situation was heavily anchored in medical mythology

A9

and this was taken into conside;ation when\makinghthe nent
interventionr The strategy was cohceived of as a ﬁéntal’test‘similar‘

to physical tests given when visiting a physician} ‘The. client's
language was'accepted as prgsented and language»consistent with hers

was used in framing the intervention.
Intervention:

The therapist asked Ms. W. if she would be interested in

_sacrificing a week of her time to learn something about headaches

)

since she was already having them with increasing frequency sheyvi

N agreed.



.~ Th: Choose three days during ihe next week, perhaps Wednesday,
‘ Frlday, and Monday to think about the problems in your life that

vnake~yqu'worty_and»get tense, Select'some time durlng the day

aqd_run“these thoughts through your mind to gee if you cah"
'intensifi your headachevuhile you are phihkihg of theee
stressful events. Pay ateeniiOn to what emetges ¥hen you are‘
restlpg. I have ‘a.hunch yow can intensify your headaches.
There was some¢discussiqn at'-the end of the session whethef

these headaches 'would ever go away. A pessimistic positio‘as to the

poseibility of improvement was maintained by the ytherapist,’

Session #6 I o
: - . 4

Ms. W. returngd the following. week with a surprising turn of

L o , ': o . ¥ L ‘

- ‘eévents. Although she could not explain what had happened, she had

had dnly cne headadhekqn a Thuisday which‘was the day she‘had pianned;'
to have a headache. She looked happy and sounded enthe51ast1c about
the changes thal had taken place. Amother dlfferenge was that ghe
"had decided that she really did give herself heedaches gheh.she

worried about a problem, Her amazement over her ability to control

her own headaches was evident. ‘
- . . B w
Intervention: _ ‘ ' . -
. X .
. ’ L}
- J

3
Slnce Ms W. had made a number of rapid changes over the course
" o,
‘of the week she was insxructed tovgo 8lowly, ae too rapld a ch&nge
(' .
- mlght be unw\\ « The thergp1st also suggested that she. would

probably have one headache in each of the folloulng two wifks.



e

‘-Sessién #7

Ms.'w.,tepbtted tﬁ;ge~h§édéches in;the first week folléwihg the
lggevious s¢ssion.bﬁt no@gfinvthg1l;gt'ﬁeek. _Du;ing this interviéw
ﬁé;'wl continued to affi¥m>a n§hber of persqﬁA; ¢h§gg€s.beéides the
decre;se'in the ffequehQY‘ﬁf hef,headacﬁéb;t;Tﬁ;se;includedvav

N ' - ,

‘decision to seek a permanent method of birtﬁlcontrbl,'a willingngsé

-~

to ask her husband for more time together alone; and choosing to do~“.

thihgg'likg'exercisg,or yoga to.¢educé“theflikelihood of becomiﬁq

y .

. tense. The therapist'conggathlated her on her changes and told her

“Eoiiéw-ﬁp:Session , S -

that she could expect some headaches to occur as a part of the

learning process,

4

Session #8

This session marked the end of treatment fék'us; W. and with it

-

N e

80 -

came the surp;ising:news that she had been headache free for ﬁhevgast

two weeks. She'nqped that: "I get at my problems faster ﬁov ané
c"(.‘.' LI

make decisions about how to change them," but she predicted that she

would have a

ache frow time to time in the future. Ms. W. was

.

. v ‘ _ ‘ e ' ’ ‘
gssessed to | sucgess in terms of the evaluation criteria.,

L IR

’
-

At the three month follow-up-meeﬁinq_ﬂs. w. réported } decrease
in both freqﬁgncy and intensity of her tension headaches. Othét

changes th;a.t occurred interpers"cmally were an. increag‘fd sense o_fv

L F

confidence and é.realizatibn-that she.ébuld not.’please e#etybody.'

Ms. W. said that "Although I have headadhes the odd time -I can cope

j . : o ~
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with them so they are mally not a problem any more.” She was cnce

‘

again evaluated as énﬂthe success category during the follow-up

neeging.

Subjgcﬁs in Delayed Treatment Group
SUBJECT NO. 6

Session #1
A

Mr. R. was a university student who developed tension headaches
in- the previous year wl":en he began attending ‘ollege. Although he
experienced three headaches per week for the. last year he had never

L b é
attempted to keep a record of their bccurrence.

Intervefition:

- The therapist decided aurinq the meeting to give Mr. R. the
instruction to keep a headache record chart in such a waf as to

"constitute a tequest to maintain his symptom.

-

Th: Do not do anything diffetently than you have been doing over the

<Q

past year, coqtinue to have your headacheq as you always have

“and maintain a record of them for {wo weeks.

o

During the.in;erviey/ﬂr. R. stated thac hidtheadacheg werg a
. ptoblem becauQe they prevented ﬁiﬁ from making contact in social )
situations as he often felt physically luncomfortable. He agree* to
keep a record of his headaches -and said that regently he had been

. . ¢

' thinkijg4about what might caugse them.
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Session #2

At the second meeting'thifte;h weeks later, Mr. R, héppily
informed the thérhpist that he was no longer bothered by his
headaches. The therapist expressed sutpfise and congtatulafed him on
his aurcesa, He attributed the beginning of these changes to having
to keep track and write down when and where his headaches occurred.
While he was maintaining a record, he began talking ‘ a few friends
about his problems and discovered how he placedlﬁimself under
rrecoure te be friendly and how this contributed to his headaches.

' Tuet by Aning *hia (i,es. Headache Record Chart, Appendix F) I,
laarne? ahout how 1 give myaelf headaches and how to relax
myself by takina a short rest in the afternocon. I also took a
Aramg ¢auree tn learn to be move relaxed when speékinq to

~therg, e main thing for me was that I forced myself to slow

Fown and cohgidey what was going on. Tf T W&3 not writtem down

“hint T vag ?ﬂlv when T had a headache‘T Wl not have
oot e brpr ning te influen o me Fn hawve Ane.
Qireer e foy thie. vt act ameamed prrecaa-y the thorapiat
‘Aavymina Al bty simant Wy N vop wvted hoing hasdncha frea faor
ey A - A 3n thn laet twe we br having had one very mild
[T PR T i 'onea pyes cnte ' by My R, Turing t-h.—- i te viewv waa

) oy teor i~ [ t vt ecang (‘rawﬁrv o - nr I3 IR

AT ' . \ Y'e v ¢ mr mn

83



R,
Follow-Up Session

Mx. R. was contacted at 23 weeks and continued to report the

occasional mild headache. He was therefore evaluated in the successy,

.
Y

category using the evaluation criteria.

SUBJECT NO. 7

Session #1 .
Ms. B. had suffered tension headacher gince early childhood. A
variety of medications had been prescribed to her bhut she had
discontinued using drugs for several yeara as she said they really
did not help her. Her medical contact had involved seve;al
phvsiciéns including twe neurolegist+s. all of whom haé failed to help
her with her headaches. Turing the initial ~on‘ta~t Ma. B, reported

that she vas geeking 1t n+'i rn tn medicatinn For —ontre YVivg hay

headacrhae

‘Session #? ' .

When Mg. R, came '~ ‘hig araeicn ghe grated tha' ahe owria ted ¢
learn vaye to help her teo rel- . Havy headarh a beqg~n at aye 4 a3
h‘aa - v inved tO_O(_?C‘)r hetweanr thyee and four ‘timre a weol o' . v
time Frmi]ly ronflict nrnvally canincided wit' her headqgrhes.
Althouah "~v parentg had e~parated recently, the frequenny of hor
headarhes had continued., Mg. T, reported that when gc'ething wee!
wrara op oy ejither -t} o At work, ghe g+t vypeat b’ kap!

N :.‘ﬁ;ﬂ, - 3 ‘ . . Yryoe) - L I I..-'..',v.u N N P
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P

not believe that she had any control over them. The ability to
develop some control over her headaches appeared to be an important

area with which to start treatment.

Intervention:

v

The therapist's response to this situation was to encourage Ms.
B. to plég to keep at least two but as many as four evenings
available during the next week to have her headaches. The suggestion

/
was made that Ms. B. plan to have her usual-number of headaches on

%
certain evenings of her own choosing. She was also to observe

anything else that happened when her headaches occurred. Although

she looked puzzled she agreed to follow the svagestion.

Session #3

When Ms. B. returned the following week she reported that
nothing had re;lly changed and that her attempt to have a headache
the previous Thursday had been unsuccessful. She did manage to brina
on her headéches on Saturday and Sunday. Her perception was that

-

ewtr-nal aventae neaded hesppen to set off a headache. Althonah

fRome gmall H‘Efn'onr'na were mrAc tev e Ve Amembe patters Mlokien gy~
N
At amlimnag Yy Y 0 b by
o v went fons
T ~ “heyrapiat continned to encourage Ms. P . t- exprrimen’ i}

T P T A R RS E Y ek : n
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Session #5

“
4

expressed some concern as to what would happen if fshe aid not succeed ‘..

in' bringing on any headaches but once adhin agreed‘to follo& the?y

<] . -
, / o f S
therapist's instructions. : : “ . '
' T 3 " :;"-;r ¢ \
s KN ] ’ . i
. Session #4 ' ~— .

P,

Ms. B. had attempted to have headaches on two days;thééfolgawing
week but had not been able to have .one on those days. ;ﬁe ﬁadlqnly‘;
one at work that week whereas she usually had three. sﬁecegs ;¥ not
having a headache appeared to have confused Ms. B. J:"1"he thefgéist :

,v

congratulated her on the improvement she had'iade. When she wasg,
asked what difference did it make’ to her that she had dége this, her

comment was that "If I do this more often maybe I wil¥¥not get any
{}
more headaches. o . %
. 5

Intervention:

The therapist expressed concern about changi%é too fast and

L

cautioned Ms. B. about eliﬁinéting her headaches without lgarning mb ~

what she peeded to learn in order to gain control over thg?ﬁ*

i~ “ ] T

b

J]

) _ o . .
During the two weeks previous to this session some interesting.

pA

changes occurred in Ms. B.'s headache pattern. For one week slhe

8y

experienced a decrease in her headaches' frequency and intensitygfor&

the first time in many years. The next week, however, they returned .

=

.. ;
to their usuval patternr ~f four headacheg a week. She said that éhe_

Y
Yad Feand it AICFionlr to maintain the chan?e. While some changes
/ . \

i

.



Wy

e 3 T

) ©

had occurred these é&ques had not been lasting. .One issue that waé

discussed”was her Utopian goal of completereradication of

headdcpes.~ She thought this was probably not possible and so her’
v a g : . : -~ . o

-"';: \ B \ . B . .
goal became q:i of reducing the frequency from four to tWO'headachgs

. ' ¢ o L
per week. During this session'Ms. B. gid acknowledge that some

;change had taken place over ‘the intervening two weeks, bﬁt she

remained pessimistic.,

Intervention: - -

n .l

?he therapist sided with her pessimism aad forecasted that as

L

3

S~ \ " : -
she got older things would get worse and at she would :probably have

even more headaches’. .Unfortunately‘an external event intervened at,
N\ ‘ , " b .
this time to discontinue the meetings. Because of a city-wide bus

’ . v .ot : : a3 h
strike which lasted six’weeks, Ms. B," was unable  to come to th ‘

universjty ahd so no further meetings took plade. Alfolgow-up”tb
- * - ' ' . N ‘? M
this last session was conducted, by telephone. -

I3

Follow-Up Session

“

Ms. B. reported that she was having fewer headaghes and thar
when they did occur they w~re legs cevere. Her atParady was tn
7 v
' o . . . 2 -
concentrate on gontrollifa the tengion in her life so she would not

.~‘
get headaches, r'd

i

e

RS

Generaily ghe was feeling better. and had become involved in
“ -y '

“activities' outside the home, The therapist told her that she must

PR

have done it on her awr and congratulated hev for her gu/ ~ess, Ms.

3
s

‘88
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- ® PR SN
B. wes-evaluated as a partialthucCess because ‘while there wag./ some ’5
o » -, p
o N
improvement in headache frequency and intensityy the prdsenting ? i
: O !
.probem vas hot satisfactorily resolVed. 5 W S
o 4 .,
b ] <
- . : b A .
SUBJECT NO. 8 : ' ' .
. XY . B d % 71
kS . . ' . : . . . .’,‘rﬁ . o
Session ' #1. ‘ ' . - ’ v o

s
\

: . . o Ay
Ms. D. was the second participant in the research study who had.

e

daily headeches. The data from her Headache Record Chart indicated :
that she was taking eiqht Tylenol per day as 'well as some Valium to o L

‘help her control pain. The therapist's initial inpression ﬁus that

because of her headaches Ms. D. had little enerqy left to,cogg with °g
" B

v

v - Iy

her l1fe. At the. initial meeting she was placed in the Waiting fdr .
Treatment group and agreed to wait the 13 weeke& to start treatmenb; ¢

| - * e | <
Session #2 - o g '
i@

When ‘Ms. D, returned for treatment'very littlelﬁad‘cha%?ed in
s TR
her life.'.ﬂer“headaches still occurred on a daily bas%s @itﬁ the
occasional headache-free day. For most of her adulit 1ife Ms.'D. ﬁad
been faceq with the responsibilities of caring“for her husband and
eigﬁt children. Her family, however, had not been very sympathetic
te herﬁheadaches so that she thought that they believed that ser
symptoms were not real, Her major complaint was that no one really
listened to her. Even her family physician had t%ld‘her hesband to
ignore her when she complained of having headaches. _The therapist

decided to accept Ms. D.'s initial position in regard to her

headarhea <
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Session #3:

Intervention:
. L

Th: Your headééhéé!oécur for.gGOthéason and - they do e;i;t. Thex_'
are not to be dismisséd.cﬁsually. It seems that it is'difficuit
for you to find otheg\people who believe you. ‘Conéiésri;g.the

. personal problems‘you have had yi:ﬁ your family, it is
surprising your heg?aches'arevnot-wpxse\than tﬁey are,:

Ms. D. was then asked to‘&onsider what changes she would like to
. P . :
make if her problems were to improve.’?

‘During the third meeting Ms, D. outlined several goals she had -

for herself if she were to have fewer headaches. From the extent of

 the list, it became“apparent that her objective was to be a better

mother and to do more for her family than she was already doing. Her
realization was that if she were to have fewer héadaches she would
receive even less help at home with the household chores than she was

already getting now, and‘'consequently she would have even less time

to de thinags for hevgelf,

Tntervantion:

-

™. From my point of view if you were to have less headaches it

N

sepms that some things would be detriméntal. As I review your
ligt of goals it seems you would spend a lot bore time doing
things for other people. It would mean you would be extended

even further than y~n already are in terms of your

vresponaihilitieg.

91



to do a bétter job with them.

92.

Cl: You are right to a certain extent.

Sesgion #4
The therapist accepted the_positioh that Ms. D.'s role in life

was to be a wife, mother, and caretaker of other peopie. During this

\

session Mm. D. reiterated her problems with her family and_ her desire

-

3

Intervention:

\
N . b .
Th: I; seems to me that you don't get the recognition that you
.
deserve from your family. I know you are very committed to your
family. You care for ;hem and love them very much. A part of
you would like to get some recognition and understanding from
them. It might ke painful that they don't acknowledge you. A=x
a wife and mother *there have heen a lot 6F expectations on you
to e a qnod dobh. T remember ymu saying you like to do things
For " onrrelf T think you have %o he raraeful of that, because
vy primary voepongihility ac a wifa and mother is +tn flfil)
youry Apgtieg t the w' moagt, I want you tn cnnsidér that
unf oy tunataly +thisge may have ‘o happen a little Ajiffervrently for
you, that y-n mar ever have +to gat wnorre hefore you get tha
rec qgnirion from youry famjily that yom rihtfally Adeserve. Yo

may have 'n qget warvre hefare yeouar Tamity TV s es 1y pay

att it VAN IR A e e
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Th: Let's wait until next week to discuss it. .

<

Session #5: . ' - - o,

. o Although there had been little change in the frequency of Ms.

D.'s headaches thus far, during this ting she reported a number of
e

other ch in her life., These involved the pursuit of activigiee‘

N
such a

inting and Sehealogy. Ms. D, told the therapist that
she wanted to prove that things could change without getting worse.‘
The therapist adopted the position that ‘Ms. D. niqht be changing too
quickly and that perhaps she ought to slow down.
Session #6

T;e weeks later Ms. D.. reaffirmed that chanqes were continuing
to occur %8 her life. She descrﬁbed a recent experience where she
was able to tell herself to relax so that her headache went away.
Her comment was that she felt ahle to cope with her headaches, and
she reported that she had had only three headaches in the paeg

week. The therapist maintained a position of caution, warning Ms. D.

to go sglewly,

Session #7

Mring this session Ms. D. moved the focus of her attention from
horaelfwfo the difficulties she was hahing with her teen-age son. He
had been *ruah* from achool, sitting around the house and being a

‘nuigance. She had lqctured him in an attempt to change his behavior

aapecially when arking bhiw For help around the b%ms"e,‘ hut thesge

S



.

att npfs_had been uneuccessful. The therapist asked Ms. D. if she

’ N

> &-'

would be Lnterested in a different approach.

Intervention:

, .
- .

Th: I'm not go;ng to explaln how this works hut rather I would llke J

you to try it for a week and aee .what happens.

you and your son. What you need are some quarte
. - ~
have something you want him to do, rather than g

" lecture just ask him once. If he fails to do whaé you ask, give

3

This is between

rs. WhEn you

iving him a

N

him a quarter and don't say anything more. 1If he asks what the

quarter is for, tell pim you'felt like doing it,

Cl: OK, I'll do it for a week.

L4

Session #8 . j

/ .
At the conclusion of the treatment reriod Ms, D. c¢ontinued to

-

~

report changes in her headache syﬂbtpms. During the pastikwq¢weeks

she had had one headache each week. Otﬂ‘r arear of her life had al-~:

improved, particularly her relationship with her son.
had net returned to schoel, he was being more helpful
house and their Jdigagreemants reemad tn have subsided
of the evaluaticn viteri- Mg 1 wrr yaceaged in the

cateaory,

Althongh he
aromnd the

O Fthe b

success

H
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DISCUSSION

«

Two major objectives of'tﬁiyfbtudy were to deacribe the
‘atrategies used in treating tension headache sufferers and tn asgpsa

their impact)gp tﬁg;chanqe process in treatment. To accompli-h thig

Santt

epd, eight tension headache sufferars re~ejved individual

psychotherapy utilizing strateqi~ jinterventione as guggested by the

4w

change model. This ~hapter will begip with an acrount of vhn ;v§90

of strateq* ea vwaed ars well ag a diracvrgion of the velative o ~rcae of

[
b L 1

v

rr - . ".‘ . .‘“
theos qf»n'ﬁq‘;ﬂ vwit'h the partiej;‘r‘pants"} svmptoms . Rearongss *o the
research quegtion “i'1 then be pr manted. incinding an ~"Ploraf§oh ~F
r

some of the mai~r {nehiea relative +t~ the kre-tment mode. Tin-''y

implirst? GE Yhe bayantiaatier feor Futiene - P A

.
vhat Tnterventions Wer¢ U e’

'
v

> ,
"engjoon he An-~' ~ anffererr Yhe v tdeie nt Pel EERL I T AU 2 I BRI A

“

et dy pr-- ntad vt “ymp et Y eeyy # tw Yoo 3 wAy ) A Aarn
wie "V heaAm o A gy v I2) R IEES PR ' e ! [ ' R ) ] o
wiebhia ! Y] let ' Al LIRS ‘v
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second group perceived their symptoms within the context of their
relationships and wanted soluﬁiohs to these problems KSubjects 1, 3,
5, 8), “

‘For the parricipants who wanted immediate symptom relief without .
~ongidaration of their life situation, the most frequently uéed
intervention was a prescriptive strategy which requested the

. i B - .
participant to engage in or increase ghe frequency of the symptom.
The intake interview was songiderr~d to be a treatment session, as -the
directive to maintain a record of headache activity for two weeks can
he perceived as an indirect request for symptom schéduling. For
'?e*aMple, Sﬁhjgct 2 was asked to bring on as many he;daches as
(

¥l
possihle tn ewperiment with gaining control of her headaches.

Infoymation given duxinag the initial ipterview indicated that she was

v

ready to follow a symptom p;escriprion. when Subject 6 was requested
to continuevhaving headaéhés as usual, he waslgiven an additional-no-
change éf*°ﬂ'ive. With Subject 2 and Subject 6 these intér?éﬁtions
geemsd o be all that was neceagary to inteftupt the headache
~vele. Roth of theee indi;idualq were able to eliminate tﬁéir
headache symptoms. Wh-n gubject 2 expresred some a66cern about
maintaining the o ange <he w;r ipvi*red to test hergelf by attemptin~g
te brita mamk bheyv boaaditian, The requeat te ralapec frr*ified hev
h*“gp pr ‘reca.
Ae'h @nviect 4 and whiect 7 were roqu;sfnﬂ te wdify the

crntext within whiech the hoeada~ o wympthm occurreA . While Subject 4

A amked b b e B part oy ‘ v Mk te oontintie to have

-



v

his headache on Saturday as usual, bject 7 was encouraged to plan
to have ﬁef usual number of headachésﬁon eveh;nés of her own choosing
but to carefully observe what happened. On each occasion the ;
participants were able to brfﬁq about changes in thgit headache
patterns. Both of these persons partially returned to their previous
pattern after experiencing some improvement.

.A common result of this strateqgy is the participant'e digécovrr
.tﬁat the Qymptom is controlav-le. Qecéndly, the client's belief
sys tem rnmainé intact as th- individual is n4t inatructed to n'
having headaches but rather ig endouraged + ~antipue with the

a .
symptom. As all thege partiﬂipants cleaxrly exrveaged a Aiginteraat
in anything bhut de?linq with the gymptom, thie atrategy offered a
respectful way to begin intervening in the pragentinag pYoh lem witrhegt
~hallenging the perann'n concept of reality

For thoee puhjarte who percejved their headachac 4 awigt it
the context of thgir interpersonal r~lationrchips, pr-reriptive
strategiea were Aevig~A tn promate a ~hangs in their Attamptad
solutions. Subject ? had tried harder an' harder to r'ease other-
The ivanY“"H"m *"‘ vequest mere wrk fram hey emplayey v~ x
Aivertive ta axtend hehaviar hat wae 2lveady ac urring Atehaonghy i

B

Aan dnterpovnonal contaxt, Fey Fe' vvioxr wanm beli g pveacs i’ ed a0 .
~ ¢ ayte t e aggerate”,

Trewr th e f yat §n . Voaprea ad that Mul et " waa

nreaps: T ' ] st D I oy
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noncompliance ﬁiéhuﬁhéeinitiel iﬁtervention'dictated'that the
therepist take a one-down position and apologize for m&ging an .
error. The 1;troduction of a fietional expert in ;nterpetsonal
relationships who agreed that the therapist was wrong furthe;'
supported the client's resolve that she was right, in the hope that
this would lessen her resistance to future directives}.;h htretegy'
similar to the one used with Subject 3 was de;iéed for Subject 5.
Existing behavior was prescribed when the therapist tequested that
she do more of the same perfectly.

The unpredictability of the impact of these iﬁterventiens was
evident in the two examples. Although Subject 3 never completed the -
pres#ription, her headache frequency began decreasing in the week
that followed. Tn Qubjert 5's case, her headanhos increaged
Aramatically which indirectly suggested that she had some
responsibility for them. Wwhen a nvmptom prescription was given the
fn1IHW‘nq week Subject 5 was ready to follow the request, The
Alrertive to "hoose'three days during the week to intenéify heaAaches
that wer~ already nccurrina was also helpful in‘disrupting the
headache pattern. The cara of Subhject 5 demonatrated e'ﬁﬁique
sitvation of a double symptom prescription initially at the
interparg nal 1evel and then subsequently at the symptom level, The
tmpact of » particular symptom‘prescription war hia%ly

>

individnaliatic. Fartarg guch as client readiness and therapist,

¢

exe-vtion of the strateay eeamed tn influence the effac~tiveness of

Fhe tot s vantion {33 arvpring the “vngda'che symptoms

99



Reframing was somefimes used in pfeéaring the client to comply
‘with a future 1nterv§ntion or as a strateqy to redefine the symptom
as beneficial in a way not previously recognized by the client.
Successful‘conpliance with encouraéing or prescribing a symptom
frequently involved the adjunct use of reframing. One example that
demonstrated this was the refrape of Subject 5's directiwve to
iﬁtensify headaches within a medical frahework. This was important
to hef as she wanted her symptoms to originate from a physical rather
than a psychological perspective. . : !f

The strategies devised for Subject 1 and Subject 8 provide
‘examples of redefining the symptom in a beneficial way. Subject 1
described herseif as one who never asked for help, yet she was
seékiﬁg treatment. When shé was unablé to foresee any dangers in
alleviating her headache symptoms, the usefulness of her headaches in
allowing her to seek treatment was then noted. In subsequent weeks
her headache frequency began to diminish. fhe jinitial intervention
with Subject 8 was‘to frame her headaches as a positive event that
prevented hex from overextending herself. O0Nnce the benefit of the
symptom was established, Suhject 8'e phwi'i"\'n wan ewtandlad eveon
furrher. The tharapigt predicted that tn anahla her *~ ahtain the
attanti~n aha really dererve? hay gymptoms might have to get aven
whrge. The implica”mv that ghe ~nuyl4d make her headaches worse,
suppovted thr {dea that she had an active part in the continunation of
the gymptom. TRggeptislly this tntérveﬁtion wan a vi;iation of a
prescribing strateqv., HenAarhe aymrtrmg heqgan Aacvennpb-or fqilowinq

rhig Joterventian,

. 4
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Once the procéss of,ch#nge was initiated an important §rincip1e
that was followed was the application of resﬁrainihg strategies. The
most commonly used strategy was to instruct the individual to slow
down when a number of ch;nges had occurred (Subjects.3, 5,*7,‘8).‘
Fisch et al. (1982) contend tﬁat with few éxceptions this strateéy
should Be used when improvement is reported. A relapse was

prescribed with Subject 1. and Subject 2 when they expressed

'

skepticism about a retuin.of their symptoms. Another useful
restraining strategy is askihg the client to conbigét.the‘dﬁngers of
improvement. 'With'Subjecta1 this intervention provided the sétting
to reframe the benefits of her symptom. Use of restraining
strategies as change was initiated appeared to further enhanqe the
improvement of hgadache symptoms .

In two particular instaﬁces a strateqgy adaptéd from Erickson
{Haley, 1973) was used to intértupt an interpersonal deadlock., Thisf
integ;ention was utilized Qith Subject 1 to interrupt the criticism‘
trap with her husband and with Subject 8 to obtain cooperation from
her son with household duties. The strateg&‘involves one person
giving the second perssn a coin when the offending hehavior

happens. Fisch et a)l, (1982) refer to this type of iptervention asg a

"jamming strateqgy"”.
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" Discussion of the Research gﬁéstiggg

o [ 4
Did the Treatment Strategies Promote Improvement?

If'thé goal of therapy is to influence the clien£c€o do
something different to help overcome the symptom then %hg evidence in
this research atudy strongly suggests that the strategies‘%wed were
‘helpful in prpmoting improvement in headache sufferers"symptoms.
chan§e was engendered from interventions wﬁich utilized and
.reclﬁrected the client's energies and behavior,

. o
With several subjects(thg utilization of symptom prescription

Rd

y

helped participants to experience‘control over an involuntary symptdh~
without interpreting‘the purposes of the symptom. Pollowing the
directive to try to bring on her headaches, Subject 2 repotted,.'I
haé been expecting more headaches and now I do not really know what
to expect,...I did not get a headache”™. Being inétructed to keep a
record of headaches for two weeks was enough to interrupt Subject 6's
: 4
headache symptoms. He stated that "Just by doing this I learhed how
T give myself headaches and how to relax myself." Subject 4
responded less enthusiastically tS his sy@ptom scheduling but he
commented “that I think I have some control over my heada~hes now".
The initiél response to the interventieon By Subject 7 was that ghe
had been unguccessful; however, in the following week she had only
one headache. 1In terms of.outéome all these particirants reduced or
eliminated thair he&dache symptoms in response to an interventjion

that involved a preséribinq strateqgy,



“V~conclusxon,of tnaatgsnt she reported numie rotis changes in Rep =«

H

- A sequenée of several strategies was helpful in treating Subject

1's headache symptoms. Reframing of her symptom as a legitimate way

to seek help appeared to have a strong impact on her. Headache

©

activity diminished from that point in treatment. A second
' J
intervention used to disrupt marital conflict assisted Subject 1 in

decreasing the criticism she received from her husband and brouéht

about a decided improvement in their relationship. Her headache

frequency diminished from three per week to two per month at follow-
up. An additional ocutcome that she réported‘was the termination of
tontact with her other therapist at the conclﬁsion of the research
treatmént.

For Subject 8 tht lnterventlon which created an upheaval for her
was the prediction that her condition would have to worsen if she
expected to rgceive the fttentiqn she desetved; From that interview
onward her headaches decreased in frequency and intensity and she
began pursuing activities that satisfied her petsonal interésts. A
final intervéntion was aimed at disrupting the conflict with her
soh. The increased éooperation tgat appeared to result from this
strateqy changed Su;ject 8's perception of herself within her
f;milyf The most critical change was a decrease in headache
frequgncy from seven to one per week, | '

‘-Qne particular gstrategy which seemed to have a gte;t deal of

1mpart on*Subject 3 was an lnterventlon whlch dltected her to ask for

more of the same at work. From the meetlng that followed unt11 the

I =

wa gt
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intetpersonel behaviot. She began making explicit demands at work
and with  her fahily. Interestingly her headaches continued to
decrease during the follow~up period from an initial high of “geven. to
one per week., Interventions were never directed toward her headaches
specifically. ‘ | |

The only participant to receive interventions that’were aimed at
both interpersonal behavior patterns and at the symptom directly was
Subject 5. fThe strategy that requested her to be even more perfect
to gain approval of others created a change in headache frequency
from the usual two per week ‘to seven per week. The implieit message

was clear; she had some responsibility for her: aymptoms. This was

-~

critical as she had resisted taking any responsibility for her
hee@aches and this also prepared her to accept a direct symptom
prescription. Fellowing the suggestion to intensify her headaehes,‘
Subject 5 made a considerabie shift in her behavior and reduced her
headaches from two per week to two per month,

From the information presented in this discussion it would
appear that participants were able to reduce or eliminate theiry
headaches when receiving treatment involving ctrateq{c
interventjionsa. Many of the eubjerts reparted posritive ~hanges in
thejr Jife atyle and their into,rpo_znnna1'volafiﬂnﬂh‘lpﬂ. The uge of a

change model with ftg fund of interventions gsaeems to have contribntaed

te the impravement of the tepri ~n headarhe sufferer in this study,
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Did_Behagjor Change When Headaches Diminished?

Viewed from a systemic perspective one would expect some change

" in behavior however unpredibtable if and when a change occurs in an

important aspect of a person's self definitioﬁ such as the °
elimination of painful headaches. "All subjects in. this study
reported a decrease in headache activity either as an initial change
or following changes in their interpersonal relationshipa. E

"~ For those participants who reduced headache frequency by more
than fifty percent (sgjects 2, 5 and 6) each reported changes in v
their interpersonal relationships. FPFor Subject 2 there was an . .‘
increased ability to handle liviné alene after the loss of a four
year relationship. 'éhenqes tor Subject 5 invbléee requestinév
attention from her husband“directly and deciding to seek a permanent
means of ;irth.controi. ' Subject 6 attribﬁted hieldeerease in
headache frequency to the act of maintaining a rec&rd of headache
activity. He reperted confiéence-1n speeking in groups and-improved‘q
acrademic performance,

Although Subject 4 and Subject 7 were rated as partiel successes
they hoth effirmed bebavioral changes. Subject.4‘had.ceaged smoking
and Subject 7 confirmed that .she had joined~awdraﬁa group,

All subjects who reported a decrease in headache activity
affirmed an accompanying change in interpersonal behavior. When

changeg did occur they were initijted spontaneously by the client

either duringrbr following treatment.

'
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Did Headache Symptoms Change When Behavioral Changes Occurred?

.

Sevefal participants defined thé presgnting problem in some:
osbgf.context than theAactual headaéhé symptom sgdbjectg 1,:3, énd
8).I'During treatment no ﬁtiempt was made to influence their headache
symptoms bylany specific intervention: rather strategies were
devised to intervene in gttempted solutions at ‘the relational level.

Subject 3 reported changes at work in ﬁef relationship with her
boss, more direct confrontatioﬁ of family problems and aﬁ increase in
the pursuit of leisure acivities. A progressive decrease in headache
frgquency, duration and intensity was also reported as these
behavioral changes haépened. Bf the conclusion of treatment her
headaches had diminish?d to three‘}er weelk, aAand they continued to
decrease during the follow-up period. | -

Neither Subject 1 ﬁor Subject 8 were asked to change any
hehaviors. The intervention used in both situations was a comment on

the importance of the _fmg}om to the individual's interpersonal®’

relationships. The thanges that accompanied these interventions werxe

improved family ralationshirre and a gutgequent I~~vazne in headneche
]
Artiogity,
\\
Haley '~ (197R) conceptual framewnrk which describheg h®ada-hee as
an analegic tool to express a statement about the individnal’s

interparsaonal gystem seems to fit well for theae thrae individvals.
Tn all three casea. the suhjects (Sukjerte 1, 3, 8) demonstrated a
remarkable derreane in healdanhe arctivity onre ¥he indi=-i? a'n

perr'ej ved chanosm i vhoeis interaotioed parteor e
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Did New Prsblems or Symptoms Arise?

.A basngtenet of psychoanalytic‘fheory is that Syﬁptom Témoyﬁi
must.lead to symptom displhcement and a.wbrqening of the unresolved
underlying problem. If one c;anceiveé of vthe"'headacohe symptom as a
long standing attempted soigtiop_tha:fis nollonger effective, then
from a change model pergbeééiie; rgsolhtion.couid allow spontaneous
new solutionsg go diffiéulties. If therapy succqfsfully introduces an
intervention to change the rules of the system, the system can
reorganize itself.

On the basis of the information presented during the follow-up
interviews none of the particfﬁapts Feported developing any new
symptoﬁs; Several subjects reportédj;einghable to handle new but
current difficulties since discon*inuing treatment (Subjeétg i, 3 and
5). One physical problem did arise for Subject 3 in that wﬁen she
réduced her medicatiéﬁ”aue'to a dgcreasé in headache symptoms, she
discovered that she had‘arthritis. She subsequently received medical
attention for this problem. The results from the five individq&ls
whe were followed for three months after treatment lends some support
tn the conclusion that A decrease in headache symptoﬁs does not lead
to new problems or gymptom gubstitution. |
Are Changes Maintaihed Over Time?

One of the critirisms frequentlv leyeléd at the change ﬁodel i;

that becauge it is so brief, improvement capnot possibly be long

’ . . Y . -
Jagting. The assumption that is nsually made 'is that change of any

/ . . PR
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great magnitude must come about as a result of deep and lengthy

therapy. Erickson (Haley, 1973) has presented numerous case examples
where long standing problems are overcome in a brief period and are

maintained over time. . {-

. The data gathered in this study suggest not only that headache

b1

symptoms were reduced to be no longer considered a problem in four ~f

the five treatment subjects, but algn rhat these individnale
5\
continued to resolve problems in othey apheres of their Jife withount

v

the return of the symptam. The numher of treatment aeg-inna Aid not

appear to be related to the outrome. Subjer’' 4 whn was evaluated ax

a partial surcess,

L

reported the leart chang' of all the participants
&
-2 -
hut the veduction of haadac~he symptomg V' YA o cnr wae maintaine”
~yvary the F()1‘W—Up w';nd'

Despite the smal) ~linical sample there drnee app-ay Jﬂ e

evidence to indicate that when change arcurred in th pressanting

problem either symptomatica®ly or bebavicnral': e ey Cent owarg
maintainsd at "he Fall o 0 cpalwabion
[ ' ' ¥

i
;.‘
Tntsrventions /

The app‘ina‘jr\n of the 'he re’ica)l aape ta of the ~hange - A

,v" .
pa‘ri‘;('n]ay‘v ire ipterventinne, ir wo homere comp )y than one vae led
, .

teo helje o Yy rending the Titeornt o o "y " Yigation nf the f:tr*-.xteq.ie”s

‘v;)'"'" RETTE RRESET R SF N 2% ande rat oA . [N PR PR “ . . Ca ey
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and the creativity to nnkertag intervenfion effective, ‘Atﬁfyfgff’l
emmue@tMnMdtMmisuuhiﬂmmﬁéf@ﬁ@ﬁ@;mﬁ
indicates how to ﬁace and time the delivery of ;he int;rventipn;
These aséecég afe-highly relevant’to the effectiveness of the

strategy and would likely limit the usefulrdess of the model without

.
‘o

rvreful attention to tiﬁinq and to delivery.

Observations of effective practitioners of thé éﬁange moéel
etrategies givg'one the impreeainn that many pntent strat;gies;#re'
deve laped 15 the analngic mode rather than ‘the digital nod? of

thinking. Teaching a therap{sf to function in this fashion is a.
” ‘ .

Ai fficult task. This agspect of the research proceséfwas~a'difficu1t

one fnr this investigator, bﬁcauseAaifhough a few general guidelines
exist for the development of specific interventions, many of—thé
strategies had to be spontaneously evolved'dufinq treatment,
Syrtematic *nVQst*datipn of straﬁeqies are limited under controlled
cenditiang and probably cénnot he reseafcheﬂ with high internal

»

wn1iAd vy hacavan ~f ‘»ha‘ vepy

Rel~»tionships

A gayican fﬂ\nfh‘nminq ~f thi- mnlel fe {ta €fajlure to addrvaae

the imegn~ f the yelati~rghip hetween the therapist and client during

treatment. T~ Aevelop a therapeuti~ model which emphasizes the human

interactiop wi'"emt considering thie agpect in therapy relationsghipe
is wvetifyina. “The hrevity of treatment and ‘the problem-solving

mppr b arar Yigpde reom for ‘developing n rmlationship' between

Yo tahility nf 'he prarnsg of treatment,
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ther&pist and patient" (Fisch et al., 1982, p. 176). To ignore the
impact of the relational context of therqu is to omit a crucial
factor in thé treatment process, no matter what the time limit,

Palazzoli and herlcolleagueg (1978) apply the concepta of
symme try and*complement§ri£y in assess§"§ the tVan;acrione of

dysfunctional familiter. occagionally mating uae of these concapte in

developing strategies that considar the rale of tha therapig*'s

\

relationship within *he treatme't p ocess. One might expe ' ‘'hns' 1
therapist wou'd ha a tarqer ‘v ' - Yjent's Aveauanrticonl
interpersnna] prtterne .

Ttaire 'hia veroarchey "~ irprepcion that one ~f the reagong fer
the failure ~f some r'rategiea tn promatae chanage wao vel 'tad bt~ v)oa
therapist's inability A cFampromal shya “lien''ga vazlity and to w1 4

it appropriate]v. Vortheywr o, A '-no.ov»'ip]ly o ~agafun! qQ-y‘“’”"\ ooy

o
have baan ineffectiva jf ) thevapiat failed 1. an-pag th.
ralatjonal qtyle cccurat 'y and vpgpﬁﬁ‘d g8 th 't thae f“h'l" Pev .
himmalf to Fe nndr - +ead A v 4y, 3 vwrhal ard naprarta’ leyel.

N relati v hiy ~¢ame’ to cx'qt toe'we n an. camafn) AN An e

tha thierae ot e iptod Bt a mer o 0 nmfart cvigted in b s
treatmant 1 s oeg 0 Ve Y w ., [ SRR | ~VYiant . T i - Treapt T en
not Yaced o any vevyhal e o, tiorae frem o ~ljiento Vot B A BT
Totely Avoimr emtinp atic cva, 10 vob £ i\ yag may le parrin i,
Arc v vadd f(:' “-\' [ [ 3 A 1 '.8’ * LIS I Voot oy ate o ey - b
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7
have a greater degree of flexibility in his response pattern than the
client, or they will be hopelessly deadlocked in their
communications. Sometiﬁes the ther%pist is not Sﬁccesaful in Eeing
more flexibile than the client anh consequentiy becomes trappéd.
This process.appears to be';n important one in the effectiveness of

strategic inteventions,

C1ﬂ°ntng§ié§§nce to Change

Ta it poegible for an ;ndividual to become addiéted to a pattern
of valarjng and“consequantly r;sist change? Nothing is really‘said
abhout the limit; of the r~hange model in tréatihg certain clientg.
Foom thia jpweerigatnr’'s perapective it appears that addiction ~an be
* nwerful mativatar in the treatment process. |

At times it wag Aifficn1lt to ascertain whether the client )
maipfainoi an intevactional pitrern hecause of.a commi tment to the
attempted golution or haecanae the therapiﬁt waé unable to match the
client'g interp;rgnna\ “tvle. Turing treatment the therapist had the
imﬁvnnqion that Subjncrt 4 1A not parceive his world view to be well

"ndevatond partially becaunge the therapiast fajled to pacé, match and

L] .
frrovact with the client adequately., This failvre by the therapigt - -~

. ' Ty, )
wr o Mave contribnted Yo {ncreaging the ~lient'a resistance to change.

TF 1~ haada~ts anfferere’ relationshipe are conceived of as an
aAdirctive partern. then it is poegible to understand how strategies

within the change model ran fail to promote change. With some

. ~n

pavt i efpanth midrteintnn a pattevn of beadacher Gontinued t~ be an

A



important aspect of their style of relating to others. The

implications of giving up their headaches completely could strengthen

their resolwe to remain unéhanggd despite their experiencing.

improvement. The change model provides some effective strategies to

promote change, but it does not address the issue of thoeoge

individuals who are addicted to staying the same. Hexdaches can

’ ’ \
continue to be an attemnt el calntion which the client ie wwwilljing +o

tn

give up totally.

Shift in Context

Two partictpanr§ ‘n this study demonstrated the necessgityv of
devisjng intervention= to facilitate a shift in interpergonal ~ontext

~nce rhangeg are made in the gymptom. As the symptom beagins to

imprqve, a client can bhe drawn back tn old patterns with family,

friends and colleaqgues.

Some of the failures ~f this model can he attributed to

interventions which promote rapid :'-hanqa lavmp*ﬁmafiﬂa]ly‘but Fail tn
assigt in changing interpersonal contexts. 'Rarely.is this issue

addressed divect]y and it appears t~ he crucial in the continusd

- e L -
- ™ R . > " o

mafrntenance of symptom imprdvement.

Therapigt as Researcher

From an empirvical persnec'ive fthe 116 of

thevapiat of prragaity maet 'a a“pavrared in

~rhda~riviry v o the 1 tharina and aun’ tien

epiatenm Yo v LTI VTR T SN SO AT SN SR v e
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can be made about the eéxternal world without influencing or changing
it. scientific objectivity rests on the premise that an external
world exists outsideqof the chserver. A need exists to have severai
observers agree upon the nature of the observation. To be valid at
least more than o;; person mnst‘confirn'that‘a particuler
intervention is labelled in the same nay. This process then
guarantees that the data are ohjectively gathered and analyzed.
Adherents to the empirical position would argue that the data
gathered in this study are not"objectivel&" quantified.

This study, however, wae not conceived uring assumptions from an

empirical epistemology, but rather the reseerch was conducted using

some of the premises delineated in the systemic tradition. 1In

.

contrast to the position of objectivity where the properties of the o

observer are not considered to enter into the Amscription of the
observations; the systemic position assumes that the chservations

constructed by the researcher are relative to the cognitive domain of

113
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the knower (Maturand & Vareld, T975) and therefore descriptiqns af ¢

. . S

observationsg reveal the proporties of ‘the observer.i.Fthhermore‘

- . . . - . L v e e - -

gince cybernetic or systemic epistemology is concerned with rules of
bperation that a~vern pattern and relationships it is not pessible

"fnY the observer to chearve reality without influencing it.

™~

Observation is the realization of a series of operations that
encompaseres an oblfkerver as a system with characteristics that allow

him or her ta rerform these epvcific operations. ‘Conseqliently -
' k] 2 o o T
apeci fying the oreraticns +h?t ~an bﬂ prxfrroed determines the

S

~

A v -



observers domain of possible observations (Maturana & Varela,

-1975). The researcher is considered to be an important part of the

data analysis whose influence need not be excluded from the study.

Implications for Research

EY

The current investigation demonstrated some of the possible
applications of strategic interventions in the treatment of tension

headache sufferers. The observations and outcomes of this study are

-
N

specific to the particular sample ;nd to the reséatcher.‘ The
findings do offer some tentative support for the usefulness of the
change model in treating clinical prgsiéms of a pgsychosomatic nature,

.During-th; course of this research study it became clear that
the simultaneous investigation of the treatment process and the

outcome could provide meaningful information for the practitioner.
‘Both types of data a

fhtebv%é%‘éil&wed enough latitude'soAthag it céuldvapbroximate the

- actwal =linical interview without inhibiting the data gathering

L procass .  varhe'£réétment sf?étegieé had been standardized acvoss
subjects'mncﬁ of the effectivone;s of this model wnﬁld have been
16;@_ néraﬁ‘(1§80) yefers tn the three myths in psychntherapy
sutcrme gtudies vweing true experimantal designs., WHie porition is
rhat tro;tm»nts are not appropriate to clinical problems, that

traatments are not deployad as purported and that random assignment

. I T R -
v gréupg Adoew not nprovide arompe with prohlems of ar eanal natnre.

Te nécéssary in c¢linical research. The research



The variation in;fhg problem definition and the Eomplexity of
treatment planning is evidentﬂwith the éarticipants‘in thié study;

Research of this nature allows‘fpr ungxpeété¢ éutcoﬁeﬁ'?s well
as‘fqr what is bging in#estightea more directly;» There were>many
opportﬁnities to dévise»un;qug in;eiventions that do noﬁ‘appeat in |
the literature. fhé whole.area~of asseasing the impact §f strategic"
interventions merits further inveétigation. Although the question
may arise whether or nét the next logical‘step is to attempt to use
true experimental design to research the change model, givén Horan's
arguments on the futi}ity of this approach in psychothgrapy outcome
research, it appears to this investiqaﬁor'that greater sophistication
and refinement of the modified case study would produce more relevant
data on the application of the.dhange model.

The presdnt research has been limited by the systems model used
to conceptualize the problem and devise strategies for change. A
possibilitf\for futgre research coﬁld be the use of newly evolviné
systéms models which are appearing in the literature (Jantschﬁ,1980; .
Maturana & Varela, 1975). As new theoreéical models develop in *

systems approaches to human behavior, Ai fferent and possibly more

effective waye of reenlving alinical problems could be investigated.
! ’ A
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. for. the program.

 Appendix A -
 HEADACHE RESEARCH mm"»‘r Gl
ST Do wou. ;xS;xience .frequent tensiqn hea;dacﬁgs? ST

Would you like more oontrol of your headaches?

Would you be viilling to participate in av treatment that uses no
T . ,

medii:ation’? L S T T TR

- -
- [ - .

~

Individuals 18 years of age and over are :anited to reqister for

It ] FLI

a research progect followinq a counselling approai:h “tor»enablewymwt.o
-.ag--qﬁ.‘-;u{“____“,’ o
-gain greater oonbrol of nyou.r tenaion hea.daches.,

tm‘"f. Ralaali

Medical approval will be required for participants to l;e
A . ’
involved. Because this is an experimental ptogram the number of

. B R T 2

'participants will® be limited * 'I'hose selecged witl b@ requeated to .

-
ke El

commit one hour per week for a maximum of 10 weeks. There is NO FEE FEE

o EIRRE I '

V*b“

For further inf»otma;;i,on please call: o LR,
: ‘e REZE T A - *

Ba:barﬁ.Paugsfnﬂ :

Department of \Educ‘at;ional Ps'ychoiogy

\ ’ Universlty y}\lberta

432?5207; 9:00 - 12:00 noon
‘Gateway, September 15, 1981
Westend and North Examiner, September 23, 1981

" Folio, September 24, 1981
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- nppendix B
.. SCREENING PROCEDURE

Hello,--this is Barbara Paulson. I received your name in the
" mail as an interested participaﬁt'in.ﬁi’tensisn-headache'rese??cﬁl

~projeE£. fiuubuld.like to ask yoﬁvsomé Quésiioné about ybﬁfsheédécﬁes o
BRI . . - e .- l .

befo¥e‘1 can telllyodvﬁhetheé yoﬁjdiiiiﬁévgéiéétéd»fbr:thélfese;fch"ﬁ
projécé. Are you able to talx now or would you like me tp call back?

*"I want tg?yakehit clear that this is a research project for my
doc;orél dissertatidn;‘ i";h ﬁé{nd a metﬁbd'éhaﬁ has beer successful =
with a large qpmber-of pioblems but to my kngﬁiedge has not been
t{ied systgmaticaily with tension héadachevsufferers.

To fihd out whether you have the type of headache to participate

in the program, I have a few questions to ask.

ScreeniqgﬁQuestions

1]

Name; . . ' . Date:

1) How long have you been having headaches?

2) wWould you say your headaches tend to start gradually or do they

tend to have a more abrupt or sudden onset?

3) what area of your head does the pain occur?

-

ot
4) DNoes the pain occur more on one side or ‘both sides of. your head?

132
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5) About how many headaches do you have per month? .

- 6) How .wou_ld. you describe the 'pain? .

\

7) Do you have any -signs that you are about tdfﬁng\a headache?

4

8)-fnave you seen a physician regarding your headaches?

. -

9) Has your physician led you to understand that there “4r€ no "

apparent physical causes‘for your headaches?

*10) .Are you takinq any medication for your headaches? N
' . »l o .

11) Would you be wiiling to give me a written statement from your

doctor that your head pain is due to tensioh headaches? (I will

provide a form letter.) .

12)  Would ycu also be willinq to give me written permission to

include anonymous information about yourself for my research?

Thank-you for-answerinq.these questions,
If the person does net meet the criteria for inglusion, he or
she is thanked ‘for his or her interest and told they cannot be
accepted into the reseaych project.' If'the person does meet the
criteria for incluslon, he or she is invited to an intake interview
d with the following ratiocnale.
¥ have an interest in helping people to gain'more control of
their tension headaches and I need your help in.learning how to do

that. I am willing to help you with your problem and I really need



"Yout_hqip,ﬂixh.my~prdblémk. ‘In terms of the progran, I vant two main’

things from you. I vould 1ike-your oommitnent to attend the-'“
-aessions. I uould also like you to fill out two :ecord sheets at the

beginninq and end of the project as well two questionnaires at the\

completion of: the project. would you agree to do that? 1If you have‘:

'any doubts’ about participatinq please let me .know now. A}ranqemehts

N RO -~
e ~

" for an'intake interviéw are then made.
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Appendix C

MEDICAL, PORM

. Name of Physician:

Address: .

Name of Patient: -

. o
Date of Birth:

Address:

Phone Nuhber:;

-

: The”abovg named pﬁften; has volunteered to garticipate»in

a

treatment program for tension headache sufferers beinq conducted at

the University of Alberta, Department of Educationél Psychology.

o

This research is being supervised by Dr. Allen Vander Well. ' The

treatment will involve a counselling approach to help the patjent

reduce the frequency of tension headaches,
We are requesting that all patients obtain the signature
- J
their physiciﬁnftb verify that there is no medical reason why

n
should not participate in the research project.

. —— " - - " —— " e T~ - Y D " " > ¥ W W T ¥ hm v - 0P Pt w ey k=

TO THE PHYSICIAN:

A.) This is"to certify that

has no medical reason for npot participating in *he resasv
Y ~
1

program degcribed.

L B ¢ (do. 4n nrt) agree that the head

—— ———

v

of

they

Wy

™min

which thig pevenr reportae {s of thae thni&p haadacrhe fAym.

I3

STENATURE- ‘ _ i! AT _ .

1136
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e

e
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Appo.nd:lx D

RESEARCH PERMISSION FORM

. % In connection wiﬁﬁ'the treatment and research program in which I
am participating, I consent that the interview sessions involving
@yielf mny—be observed by professional personnel dirévtl& connected
with the research project. 1 also consent that avdio tape recordings
m;y be made of these sebsibnﬁ.

All information ostainga by participating in this program will
. - .*be kept Confide;tial in acco;dgnce‘yith good reéearch ethics., Strict
| precautions will be taken to ex&ludg personally identifying

information .from verbal and written statements.

I giveTmy permission to Barbara Paulson to wae the informatien
obtained Auring this p}oq;am for research purposes, including uvse fnr

the dissertation and subsequent pr-fesceiocnal research articles.

\

- ¢ — . - RPN

(Stgnature)
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Appepdix E

" IN'.!.‘AKB FORM

A. Counsellor:

of
1)
2)
3)
4)
5)
6)
7)

8)

. Children: Name:

Name:

0ccupaf;on:

Home Address:

" Work Address:

Spouse's Name;

[

Occupation:

Marital Status:

ettt .

Home Phone:

Work Phone:

Home Address:

Work Address:

Name :

Name:

Headache Characteristics:

& o

Home Phone:

Work Phone:

_which of the following characteristics would describe your type

headache? Check only those that apply:

Headaches start gradually
Pain occurs at back and/or*front of head
Pain occurs 6h both éides of head

Headaches occur at least once per week

Pain is slow and steady

-

Headaches only occur during menstrual cycle _

Headaches are préceded by vomiting or navsea

Head pain will disappear suddenly

ey e e e
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‘Appendix G

QUESTIONNAIRE ONE

How would you describe the frequency .of your headaches as
. & P .
compared to four mc_»hths ago?

LeSS-Frequent

Same-

More. Frequent

How would’ you déscripg thevaeVerify?

- Less , _ -
. AR TN
Same i

More
. -

Are there any other changes you can think of in terms of your

headaches? Yes -, No

I1f changes, please'describe how they are different,

Have you noticed any changes ip any other areas of your life?

Yes . s No

1f so please explain:

‘A) Sleeping Habits:

B) Eating Habits:

C) Work:

. D) Recreation and Exercise:
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-.If yes, ‘please deseribe.

E) Family Relationships:

F) Priendships:

G) Medications.Thken:

H) Q}hef‘: .

’

Have any new problems occurred in your life in the past four

months? Yes ., No .

1f yes, please describe.

since your last session have you succeeded in dealing with any

new problems on your own? Yes.':> - . No . Please

describe.

B
.
“,

' » .
Havé you’ sought any other forms of treatments for” your hegdndhes-

since your”~ last meeting with me? Yes ) R No ) ' C e

A\ . : ) -

Vo

Any additional comments you may wish to make would be welzomed.
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APPENDIX H

QUESTIONNAIRE TWO $

9
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Appendix H

 QUESTIONNAIRE TWO

P e ; S I
s L U
1. _How would‘you describe thé

- frequ
o =

of t‘

compared to four months ago? _

Less Frequent -

Same . . ::_ \ ‘
MoreuFreqqent . | ’ £¥? : - @
I . \ ' - }
2. How would'on déscribe thg severity?
Less ‘
Samé- et ?,
Morg
Afé'fhere any other cﬁanges‘you éaﬁ think of in tefms of yourv
heéda;hes? Yés . No |
.‘1f chaﬁqés, please dgsc;ibe hgw they are different;  -
! PRalty
3; Have Yéu noticed any ghangegy{; any other areas_of four life?
'fesﬁ A ,- No - ¢
If 80 please explain: e

A) Sleeping Habits:

B) Eatiﬁg Habits:

C) Work: o

D) ,ReCreatioﬂ-and Exercise:
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A

E)

F)

H)

o]

Faqi ly Relationships:

Ffieﬂdships:,A

Medications Taken:

Other:

-

4. 'Have any ne.w'p’xz"'é‘blems occurred in

your life in the

months? Yes - . , No

< If yes, please describe.

5. Since your last session have you succeeded in dealing with any

-

describe.

6. Have you sought any other forms of . treatments for your headaches

since your last meeting with me?

If yés, please describe.

7. Any additional commgnte you may wish to make wnuld be welcomed.

Yes , o R
——

\

_past four

.

No

. 'Please

;éw pfoblems on your own? Yes . ﬁ , No :
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FORM LETTER
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APPENDIX I

February 1N, 1387

Dear

RS

_ This i3 a reminder of our follow-up meeting to complete your
participation in the headache vresearch study. I would like to see
you on March 16, 1982 at to £ind out how you have been
doing these last few months.

" If the time I suggested is, not auitahle plezs:: cmnta 5 pmg o
432-5205 to make other arvangementr

Sincerely,

Bartarn Pruleon
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