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Background.—Headache-specific self-efficacy refers to patients’ confidence that they can take actions that
prevent headache episodes or manage headache-related pain and disability. According to social cognitive theory,
perceptions of self-efficacy influence an individual’s adaptation to persistent headaches by influencing cognitive,
affective, and physiological responses to headache episodes as well as the initiation and persistence of efforts to
prevent headache episodes.

Objective.—The objective of the present study was to construct and validate a brief measure of headache specific
self-efficacy and to examine the relationship between self-efficacy and headache-related disability.

Methods.—A sample of 329 patients seeking treatment for benign headache disorders completed the Headache
Management Self-Efficacy Scale and measures of headache-specific locus of control, coping, psychological distress, and
headache-related disability. A subset of 262 patients also completed 4 weeks of daily headache recordings.

Results.—As predicted, patients who were confident they could prevent and manage their headaches also be-
lieved that the factors influencing their headaches were potentially within their control. In addition, self-efficacy
scores were positively associated with the use of positive psychological coping strategies to both prevent and manage
headache episodes and negatively associated with anxiety. Multiple regression analyses revealed that headache
severity, locus-of-control beliefs, and self-efficacy beliefs each explained independent variance in headache-related
disability.
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Individuals with similar headache problems may  that such individual differences in adaptation are par-
differ dramatically in their adaptation to their head-  tially determined by two types of beliefs individuals
ache disorder. Social psychological research suggests  hold about their headache problems: beliefs about
the factors that influence the onset and course of
headache episodes (perceived locus of control) and
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or by the actions of health professionals (rather than
the individual’s actions). In general, an external locus
of control, particularly the belief that headaches are
determined by chance or fate, has been associated
with poor adjustment, while an internal locus of control
has been associated with positive adjustment, not only
in individuals with recurrent headache disorders! but
also in individuals coping with other chronic pain
problems.>® For example, medication consumption,
psychological consequences of headache episodes,
and preferences for self-regulatory or drug therapies
were influenced by perceived locus of control, even
when individual differences in the severity of headache
problems were statistically controlled.”®

Individual differences in perceived self-efficacy
or confidence that one can take actions that will help
prevent or manage headache episodes have also been
related to an individual’s adaptation to headache
problems. A sense of personal efficacy is believed to
enhance adaptation to pain problems, and a sense of
personal inefficacy to undermine adaptation to pain
problems, because perceptions of personal efficacy
are associated with active efforts to prevent and man-
age pain,’ increased pain tolerance,'®!! diversion of
attention from pain rather than dwelling on the aver-
siveness of pain sensations,'? benign interpretations
of ambiguous bodily sensations rather than worry
about bodily sensations,'? fewer overt pain behav-
iors,? increased levels of physical activity,'*® and
physiological responses to pain that are less likely
rather than more likely to contribute to pain chronic-
ity over time."

Locus of control and self-efficacy beliefs are ex-
pected to be related because an individual generally
must believe that the factors influencing their head-
aches are potentially within their control if they are
to believe they can take actions that will influence the
occurrence and severity of their headaches. However,
locus of control and self-efficacy beliefs need not be
related: an individual may believe the factors influ-
encing their headaches are potentially within one’s con-
trol (ie, include potentially modifiable work stresses or
triggers) but lack confidence in their ability to take
the actions necessary to modify these factors.’ In this
case, an internal locus of control would be coupled
with low sense of personal efficacy.
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Martin et al’® published the 51-item Headache
Self-efficacy Scale (HSE) intended to assess head-
ache sufferers “beliefs about their ability to prevent
headaches when confronted with personally relevant
headache triggers.” As predicted, they found that
even when headache severity was controlled, young
adults with higher self-efficacy beliefs about the pre-
vention of headaches exhibited lower levels of de-
pression and anxiety, fewer somatic symptoms, and
better adjustment to their headache-related prob-
lems. The HSE has a number of limitations. It is
lengthy (51 items) and uses a cumbersome format
that requires the respondent to identify headache
triggers and complete a self-efficacy rating for each
identified trigger. Scale scores are calculated by sum-
ming ratings only on identified triggers. Accordingly,
an individual with a high degree of self-confidence
but only one identified trigger would appear more
self-efficacious than an individual with a high degree
of confidence across many situations. The length and
scoring are such that the HSE is impractical to use in
many clinical situations, and scores may be ambigu-
ous. In addition, the HSE assesses only self-efficacy
beliefs about the prevention of headaches and not
self-efficacy beliefs about managing headaches or
headache-related disability. It was thought that effi-
cacy beliefs about headache prevention may repre-
sent only one dimension of headache-related self-
efficacy and that headache prevention may be less
relevant to the migraine sufferer given the relatively
sudden onset and episodic nature of migraine. These
limitations may account for its relatively limited use
over the last 5 years.

The goal of the present study was to construct
and validate a brief self-efficacy measure with a sim-
plified item and scoring format to assess individuals’
perceptions of their ability to take actions to prevent
and to manage headaches and headache-related dis-
ability. Drawing on self-efficacy theory we posited
that: (1) self-efficacy beliefs would be correlated
with, but distinguishable from, locus-of-control be-
liefs; (2) higher levels of self-efficacy would be associ-
ated with lower levels of headache-related disability;
(3) higher levels of self-efficacy would be associated
with greater use of positive psychological coping strat-
egies to prevent and to manage headaches; and (4)
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self-efficacy and locus-of-control beliefs would ac-
count for additional variance in headache-related dis-
ability beyond that explained by headache severity.

METHODS

Participants.—A total of 329 patients (77% women)
seeking treatment for frequent headaches constituted
the patient sample. Patients were seen at two clinics:
one clinic served the urban Columbus, Ohio and sur-
rounding suburban areas, and one served southern
Ohio and western West Virginia. All patients re-
ceived a tension-type headache diagnosis; 29% of pa-
tients also received a migraine diagnosis. Patients
were predominantly white (94%), but included black
(3%), Native American (2%), and Asian (1%) pa-
tients. The mean age (*SD) was 36.6+11.8 years
(range, 17 to 65 years). The median annual family in-
come was between $30,000 and $45,000.

Patients reported problem headaches for an av-
erage of 12.4 years (range 0.5 to 54, median 10.9
years). The mean number of days per month with
tension-type headaches was 22.6, with 31% of pa-
tients reporting tension-type headaches 7 days per
week and 59% of patients reporting tension-type
headaches at least 5 days per week. Patients reported
a mean pain rating for their typical headache of 5.7
(SD =1.15) on a 10-point scale, corresponding roughly
to the anchor “It is painful but I can continue what I am
doing.” The mean headache duration was 7.7 hours
when the headache was treated (SD = 6.2, median = 5.0)
and 12.1 hours when the headache was untreated
(SD=5.2, median=16.0).

Patients taking antidepressant medication or other
prophylactic headache medications, or using antianxi-
ety medication on a regular basis (=15 days per month)
were not included in our sample. This reduced the pos-
sibility that patients’ responses to psychosocial mea-
sures or daily headache recordings would be altered
by the effects or side effects of these medications. Pa-
tients with comorbid pain disorders other than head-
ache as a primary complaint also were not included in
our sample. This reduced the possibility that patients’
responses to our measures would reflect the presence
of a pain disorder other than headache.

In addition to the standard battery of diagnostic
and psychosocial assessments completed by all pa-
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tients (N =329), the patients who appeared to meet
IHS diagnostic criteria for chronic tension-type head-
ache (CTTH)Y at the initial evaluation (subsample A;
n=262) were invited to complete 4 weeks of daily
headache recordings for diagnostic purposes. Patients
with a confirmed diagnosis of CTTH who agreed to
enter a randomized controlled trial (subsample B;
n=201) moved into the treatment phase of the study
and were assigned to one of four 8-week treatment
conditions: (1) tricyclic medication (amitriptyline/nor-
triptyline) +clinical management; (2) placebo-+clinical
management; (3) tricyclic medication + stress manage-
ment; or (4) placebo + stress management. Stress man-
agement therapy was developed specifically to reduce
headache severity and headache-related disability and
included training in the use of relaxation, cognitive cop-
ing, and problem solving skills to prevent headaches
and manage head pain.*?? Patients were re-evaluated
on all measures 1 month following completion of the
8-week treatment phase. Patient demographics did
not differ significantly across study samples.

MEASURES

Headache Management Self-efficacy Scale
(HMSE).—This scale consists of 25 items rated on a
7-point scale that ranges from 1=strongly disagree to
7=strongly agree. Items were generated by individu-
als experienced in the treatment of chronic headache
problems and include items inquiring about individu-
als’ confidence in their abilities to prevent headache
episodes (eg, “I can prevent headaches by changing
how I respond to stress”) and to manage head pain
(eg, “I can do things that will control how long a
headache lasts”). Following established content-de-
scription procedures, the initial pool of scale items
was developed by first reviewing existing measures of
pain-related self-efficacy (including the HSE of Mar-
tin et al'®), disability, and coping to identify relevant
content areas. Expert consultation suggested ade-
quate content sampling. Finally, initial pilot testing re-
vealed redundant or ambiguous items which were
subsequently eliminated or reworded to improve clar-
ity. The HSE is presented in the Appendix.

Headache-Specific Locus of Control Scale
(HSLC)—The HSLC? is a 33-item scale (5-point,
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1 =strongly disagree to 5= strongly agree) with Inter-
nal, Professional, and Chance subscales that measure
the belief that factors influencing headache episodes
and headache relief are internally controlled, con-
trolled by health care professionals, or dictated by
chance, respectively. The HSLC has been shown to
predict medication consumption, psychological conse-
quences of headache episodes, such as depression,
and preference for self-regulatory drug therapies,
even when the severity of headache problems is con-
trolled.”®

Headache Disability Inventory (HDI).—The HDI*
was designed to assess “the burden of chronic head-
aches,” using 25 items that inquire about the per-
ceived impact of headaches on emotional functioning
(eg, “I feel desperate because of my headaches™) and
daily activities (eg, “Because of my headaches, I am
less likely to socialize”). Items were designed specifi-
cally to assess the concerns of individuals with recur-
rent headache disorders. The HDI appears to exhibit
reasonable short-term (1 week, r=0.93-0.95) and
longer-term (2 months, r=0.76-0.83) stability, and
patient reports on the HDI appear to be reasonably
congruent with spouse reports.?* Although the au-
thors organized items into emotional and functional
subscales, factor analysis of HDI items in our sample
revealed all items loaded on a single factor. There-
fore, we included only the total HDI score in all anal-
yses.

Interview of Coping Efforts - Headache Version
(ICE-H).—The ICE-H? is a 6-item structured inter-
view designed to assess coping strategies an individ-
ual uses to prevent and to manage headache epi-
sodes. Patient responses to standardized questions
(eg, “When you anticipate having a headache or feel
a headache is likely to occur, what do you do, if any-
thing?”) are categorized as either positive psycholog-
ical coping (eg, systematic attempts to reduce muscle
tension, cognitive restructuring, coping self-statements,
etc), palliative coping (eg, ignoring pain, lying down,
taking a bath, etc), or medication coping. Average
frequency of coping within each coping category was
calculated for both prevention and control of head-
ache episodes using a scale ranging from 0 (not at all
frequent; 0% of the time) to 4 (frequently; 75% to
100% of the time). Interrater reliability for classifying
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patient responses into the three coping categories is
excellent, with Cohen’s index k of 0.96 for positive
psychological coping, 0.95 for palliative coping, and
1.00 for medication coping. Support has been pro-
vided for the construct validity of the ICE-H.%

Beck Depression Inventory (BDI).—The BDI* is
a 21-item instrument designed to assess the presence
and severity of depressive symptoms in adults and ad-
olescents. Individual items consist of four statements
reflecting a continuum of depressive severity; item
scores are summed to derive a total score. The BDI
has been widely used in the assessment of individuals
with recurrent headache disorders.”

The Trait Anxiety Inventory (TAI).—The TAI a
subscale of the State-Trait Anxiety Inventory (STAI),*
is a 20-item self-report measure designed to assess
relatively enduring symptoms of anxiety and like the
BDI has been widely used in the assessment of indi-
viduals with recurrent headache disorders.”

Headache Index (HI).—Using a “headache di-
ary,”?? patients recorded the occurrence and sever-
ity of their headaches four times daily during a 4-week
period using an 11-point scale (0=no headache to
10=incapacitating headache — “I can’t do anything
when experiencing this level of pain”). The HI is the
average of the 28 ratings taken each week, including
zeros. This method of headache self-monitoring has
been widely used in the evaluation of both pharmacolog-
ical and nonpharmacological treatments for headache.

RESULTS

Headache Management Self-efficacy Scale (HMSE)
Factor Structure.—In order to determine if HMSE
items could be appropriately grouped into headache
prevention and headache management subscales, a
factor analysis with a specified two-factor solution
was conducted on the total sample (N = 329). A max-
imum likelihood (ML) procedure was used for factor
extraction; oblimin rotation was used for the 25
HMSE items because it was hypothesized that the
two factors would be correlated. The Kaiser-Meyer-
Olkin (KMO) measure of sampling adequacy was
satisfactory (KMO =.89).

A two-factor pain prevention and pain control
solution was not supported. The first factor accounted
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for 28% of variance in the items (eigenvalue = 7.06).
The second factor accounted for only 6.8% of the
variance (eigenvalue =1.69) calling into question the
two-factor solution. The two-factor ML solution also
left 35% of the residual correlations greater than .05 in
absolute magnitude, reflecting relatively poor model
fit. The factor analysis was re-run specifying a one-
factor solution which yielded a single self-efficacy
factor (eigenvalue =7.0) accounting for 28.0% of the
variance. Accordingly, HMSE total score was employed
in all subsequent analyses. (To ensure an adequate
statistical test of the proposed two-factor model, the
HMSE was readministered to 141 patients who com-
pleted a posttreatment re-evaluation as part of a
larger outcome study. A one-factor solution also
proved optimal on this data, with the factor account-
ing for 47.3% of the variance.)

Reliability of the HMSE.—Cronbach’s o demon-
strated excellent internal consistency for the 25-item
total scale (a=.90). Corrected item-total correlations
ranged from .27 to .66 (mean .49).

Construct Validity of the HMSE.—Basic descrip-
tive statistics for the study measures are presented in
Table 1 and their intercorrelations are presented in
Table 2. Construct validity was assessed by examining
the association between the HMSE and the HSLC,
coping activities (ICE-H), headache-related disability
(HDI), and psychological distress (BDI; TAI).

As shown in Table 2, the positive correlation be-
tween the HMSE and the HSLC Internal subscale
(r=0.40) suggests that individuals who believe the
factors that influence their headaches are within their
control are more confident in their ability to take ac-
tions to prevent and manage their headaches. Simi-
larly, a moderate negative relationship between the
HSLC Chance subscale and the HMSE (r=—0.64)
indicates that individuals who believe the onset and
course of their headaches are primarily influenced by
chance or fate are unlikely to believe they can take
actions to prevent or manage their headaches. No sig-
nificant correlation was demonstrated between the
HMSE and the HSLC Professional subscale, indicat-
ing that the belief that health care professionals play
an important role in the management of the individ-
ual’s headaches is held by individuals with both high
and low self-efficacy. As predicted, correlations be-
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tween measures of headache self-efficacy and locus
of control, while significant, are low enough to sug-
gest the scales effectively discriminate the two con-
structs.

The relationship between headache self-efficacy
and coping was examined in subsample B (n=201) in
two ways. First, we determined if, as would be pre-
dicted by self-efficacy theory, individuals who were
using positive psychological coping strategies in ef-
forts to prevent or to manage headaches obtained higher
HMSE scores than individuals who did not use these
positive coping strategies. Due to a significant skew in
the coping data, Mann-Whitney U tests were employed
to test these effects. Of the 201 patients completing the
ICE-H prior to treatment, 55 reported continuous head
pain and therefore could not engage in preventive
coping. Of the remaining 146 patients, those who used
positive psychological strategies to prevent headaches
(n=18) had higher self-efficacy scores (M=123.41
versus 109.82; U=737.5, z=—-2.47, P<.05) than pa-
tients who did not use positive psychological coping
strategies to prevent headaches (n=128). Similarly,
patients who used positive psychological strategies to
manage headaches (n=28) had higher self-efficacy
scores (M =118.25 versus 107.95; U=1808.5; z = —2.15;
P<.05) than patients who did not (n=173). It is
noteworthy that few patients used positive psychologi-
cal coping strategies to prevent headaches (9%) or to
manage headaches (14%).

Secondly, the correlations between HMSE scores
and use of positive psychological coping strategies to
prevent and manage headaches were examined. Due
to the small number of patients who used positive
psychological coping strategies prior to treatment,
this analysis could not be conducted using pretreat-
ment data. For this reason, correlations between cop-
ing scores and the HMSE were examined following
treatment (n=165). In addition, due to a significant
skew in the distribution of the ICE-H scores, Spear-
man correlation coefficients were calculated. As may
be seen in Table 2, self-efficacy scores were positively
associated with the use of positive psychological cop-
ing strategies for prevention (r=0.54) and manage-
ment (r=0.55) of headaches. Thus, individuals who
felt confident they could take actions to prevent and
manage headaches in fact engaged in more active
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Table 1.—Descriptive Statistics for Study Measures

Measure Mean (SD) Range No. of Patients

Headache Management Self-efficacy Scale 110.29 (20.90) 48-163 329
Headache-Specific Locus of Control subscales

Internal 36.36 (8.00) 11-52 329

Chance 30.85 (8.11) 13-51 329

Professional 28.88 (6.24) 11-47 329
Headache Disability Inventory 39.42 (19.46) 2-96 329
Headache Index 2.74 (1.42) 0.22-7.33 329
Beck Depression Inventory 9.08 (6.96) 0-35 329
State-Trait Anxiety Inventory State 40.05 (10.62) 20-73 329
State-Trait Anxiety Inventory Trait 42.16 (10.75) 20-70 329
ICE-H: P; Interview of Coping Efforts-Headache Version-average

frequency of positive psychological coping: prevention 1.53 (1.73) 04 132*
ICE-H: T; Interview of Coping Efforts-Headache Version-average

frequency of positive psychological coping: tolerance 1.68 (1.68) 04 165%*

*Of the 165 patients completing the ICE-H following treatment, 33 reported constant headache pain and therefore did not have an
opportunity to engage in preventive coping. The remaining 132 reported headache-free periods and could provide preventive coping

ratings.

coping activities directed toward the prevention and
management of headaches.

Headache Management Self-efficacy Scale scores
were negatively correlated with HDI scores, indicating
that higher levels of self-efficacy were associated with
lower levels of headache-related disability. Headache
Management Self-efficacy Scale scores also were neg-

atively correlated with HI scores calculated from daily
headache diaries, indicating that more severe headaches
are associated with lower levels of self-efficacy. Trait
anxiety, as measured by the TAI, correlated weakly but
significantly with the HMSE, while self-reported
level of depression as measured by the BDI was not
related to HMSE scores.

Table 2.—Correlations Between Study Measures

HMSE HSLC-I HSLC-C  HSLC-P HDI HI BDI TAI ICE-H: P* ICE-H: T*
HMSE —
HSLC-1 A40% —
HSLC-C —.64% —.26% —
HSLC-P .04 21% A1 —
HDI —.24% 24% 25% A7% —
HI —.29% —.05 A7% .04 29% —
BDI —.09 29% A5% A2 S52% 135 —
TAI —.137 361 137 .04 S55% 18% .80% —
ICE-H: P* 54t 52% —.48% —.207 -.11 —.207 14 —.187 —
ICE-H: T* S5 A5t —.45% —.28% —.09 -.11 .08 —.12 3% —

HMSE indicates Head Management Self-efficacy Scale; HSLC-I,

Headache-Specific Locus of Control Internal; HSLC-C Head-

ache-Specific Locus of Control Chance; HSLC-P Headache-Specific Locus of Control Professional; HDI, Headache Disability
Inventory; HI, Headache Index; BDI, Beck Depression Inventory; TAI, Trait Anxiety Inventory; ICE-H:P, Interview of Coping

Efforts-Headache Version-Prevention; and ICE-H:T, Interview of

Coping Efforts-Headache Version-Tolerance.

*Due to the small number of patients reporting positive psychological coping strategies before beginning treatment, correlations
between coping scores and the other study measures were examined at the end of treatment.

TP<.05; +P<.001.
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Incremental Prediction of Disability.—A mul-
tiple regression analysis was conducted to examine the
relative contribution of headache severity, locus-of-
control beliefs, and perceived self-efficacy to the predic-
tion of headache-related disability. Although headache
severity would be expected to influence headache-related
disability, social learning theory predicts that disability
is also influenced by locus of control and self-efficacy
beliefs. In other words, self-efficacy and locus-of-con-
trol beliefs should explain individual differences in
disability beyond that explained by headache severity
alone.

A hierarchical multiple regression analyses using
data from the 262 patients who completed the HI,
HMSE, HSLC, and HDI (subsample A; initial evalu-
ation and 4 weeks of headache monitoring) was con-
ducted (see Table 3). In the first step, the relationship
between headache severity (as indexed by HI) and
headache-related disability (HDI) was assessed. As
hypothesized, HI was a significant predictor account-
ing for 8.4% of the variance in HDI (adjusted R*=
.080; F, ,50=23.7; P<<.001). The addition of HSLC sig-
nificantly increased the amount of HDI variance ex-
plained from 8.3% to 13.8% (adjusted R>=.131;
Fi259=16.3; P<<.001) thereby improving the predic-
tion of disability.

Table 3.—Hierarchical Regression Analysis Predicting
Headache-Related Disability

Cumulative
Variable B SEB B R? AR?
Step 1
HI 389 .80 0.29* .08* .08
Step 2
HI 4.05 .77 .30%
HSLC Internal S50 14 .06* 14 .05
Step 3
HI 294 .78 22%
HSLC Internal 86 15 —.36*
HMSE -28 .06 —.30% 21* .07

HI indicates Headache Index; HSLC, Headache-Specific Locus
of Control; and HMSE, Headache Management Self-efficacy
Scale.

*P<.001.

653

Finally, when HMSE scores were added to the
regression equation containing HI and HSLC, the per-
centage of HDI variance explained again increased
significantly from 13.8% to 20.6% (adjusted R*=.197;
F,5=34.13; P<.001). In other words, self-efficacy
contributes significant and unique information to the
prediction of disability beyond that explained by head-
ache severity and locus-of-control beliefs. These find-
ings highlight the importance of both self-efficacy and
locus-of-control beliefs in understanding disability.

COMMENTS

The HMSE appears to be a psychometrically sound
measure of an individual’s perception that they can
engage in behaviors that will prevent or manage their
recurrent headaches. Statistical reliability of the measure
was supported by the high level of internal consis-
tency across items indicating a relatively homogenous
set of items. Validity of the HMSE was demonstrated
by its significant relationships to other theoretically
related constructs such as headache-specific locus of
control, coping, and headache-related disability.

Patients who were confident that they could take
actions to prevent or manage their headaches also be-
lieved their headaches were influenced by factors
within their control and were unlikely to believe their
headaches are due to chance or fate. As predicted by
social learning theory,®* the moderate size of the ob-
served relationship between perceived self-efficacy
and locus of control would suggest that these two
types of beliefs are related but not identical.

Social learning theory also predicts that patients
with low self-efficacy would be less likely to engage in
positive psychological coping than patients with high
self-efficacy as they lack confidence in their ability to
engage in necessary coping activities. In other words,
individuals with low levels of self-efficacy will be less
likely than individuals with high self-efficacy to take
actions to prevent or manage headache episodes and
if they take actions will be less likely to persist in their
coping efforts.* Consistent with this hypothesis, high
self-efficacy was positively associated with the use of
positive psychological coping strategies both to pre-
vent headaches and to manage headache problems.

Headache severity was positively, albeit weakly,
associated, with disability accounting for only 8.4%
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of the disability variance. Both locus of control and
self-efficacy beliefs contributed uniquely to individ-
ual differences in disability beyond headache sever-
ity. These findings provide support for the contention
that individual differences in adaptation to headache
disorders are explained in part by individuals’ beliefs
about their headaches. These findings also suggest
that other variables involved in the determination of
headache-related disability need to be identified, as
the present ensemble of predictor variables (HI, self-
efficacy, and locus of control) accounted for only
roughly 21% of the disability variance.

Clinically, information from the HMSE may help
health care professionals identify individuals who
lack confidence in their headache management skills
and thus are unlikely to engage in behavior that may
be necessary for the effective management of their
headache disorder. By providing educational infor-
mation and, when necessary, identifying and chal-
lenging unrealistic or self-defeating beliefs about
their ability to manage their headaches, patients may
be encouraged to take a more active role in the man-
agement of their headaches. Researchers interested
in investigating therapeutic mechanisms underlying
the effectiveness of nondrug therapies also are likely
to find the HMSE useful.*23¢

In sum, the HMSE appears to be a psychometri-
cally sound measure of patient’s confidence in their
ability to prevent and manage their headaches. As
predicted by social learning theory, self-efficacy ap-
peared to be a determinant of both patient’s efforts
to cope with their headache problems and headache-
related disability. The HMSE may thus provide use-
ful information for clinicians and investigators who are
interested in facilitating effective self-management of
headache disorders or in understanding the impact of
headaches on functioning and quality of life.
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Appendix.—Headache Management Self-efficacy Scale (HMSE) ©1999

Instructions: You will find below a number of statements related to headaches. Please read each statement carefully and indicate
how much you agree or disagree with the statement by circling a number next to it. Use the following scale as a guide:

September 2000

Strongly Moderately Slightly Neither Agree Slightly Moderately Strongly
Disagree Disagree Disagree or Disagree Agree Agree Agree
1 2 3 4 5 6 7
1) I can keep even a bad headache from disrupting my day by changing the way I respond tothe pain. 1 2 3 4 5 6 7
2) When I'm in some situations, nothing I do will prevent headaches. 1234567
3) I can reduce the intensity of a headache by relaxing. 1234567
4) There are things I can do to reduce headache pain. 1234567
5) I can prevent headaches by recognizing headache triggers. 1234567
6) Once I have a headache there is nothing I can do to control it. 1234567
7) When I'm tense, I can prevent headaches by controlling the tension. 1234567
8) Nothing I do reduces the pain of a headache. 1234567
9) If I do certain things every day, I can reduce the number of headaches I will have. 1234567
10) If I can catch a headache before it begins, I often can stop it. 1234567
11) Nothing I do will keep a mild headache from turning into a bad headache. 1234567
12) I can prevent headaches by changing how I respond to stress. 1234567
13) I can do things to control how much my headaches interfere with my life. 1234567
14) I cannot control the tension that causes my headaches. 1234567
15) I can do things that will control how long a headache lasts. 1234567
16) Nothing I do will keep a bad headache from disrupting my day. 1234567
17) When I'm not under a lot of stress, I can prevent many headaches. 1234567
18) When I sense a headache is coming, there is nothing I can do to stop it. 1234567
19) I can keep a mild headache from disrupting my day by changing the way I respond to the pain. 1234567
20) If I am under a lot of stress, there is nothing I can do to prevent headaches. 1234567
21) I can do things that make a headache seem not so bad. 1234567
22) There are things I can do to prevent headaches. 1234567
23) If I am upset, there is nothing I can do to control the pain of a headache. 1234567
24) I can control the intensity of headache pain. 1234567
25) I can do things to cope with my headaches. 1234567

Note: The scores on the following items are inverted: 2, 6, 8, 11, 14, 16, 18, 20, 23.



