Headache Survey Among School Students
Title: Headache Among Palestinian School-Age Students: Risk Factors, Prevalence, and Disability
Greetings, we are a research team at Al-Quds University conducting a study on headache disorders among school-age students in Palestine, aiming to understand the prevalence of headaches, factors affecting them, and their impact on students' daily lives. We also aim to find solutions to reduce risks that increase headache symptoms, in collaboration with the Scientific Research Unit at the Palestinian Ministry of Health.
Participation Information:
· Participation is entirely voluntary.
· A questionnaire will be used to collect information.
· Any personal information collected will not be shared with anyone and will be deleted once data analysis begins.
· You may withdraw from the study at any time without providing any explanation.
· The results will contribute to improving understanding of headache disorders and developing effective management strategies among school-age students in Palestine.

1. I confirm that I have read the information above, understand the research objectives, and agree to participate in this study. (Required)
· I agree
· I do not agree

Personal and Demographic Information
Note: No personal information that could identify the student will be shared with anyone other than the authors and researchers of this study, and it will be deleted once data analysis begins.
2. Name (Optional)
3. Gender (Required)
· Male (Skip to question 20)
· Female
4. Age (Required)
· 15
· 16
· 17
· 18
· 19
5. Phone number (Optional)
6. E-mail address
7. Governorate (Required) (If your governorate is not listed below, choose the nearest one and write the name of the governorate and place of residence in the next question)
· Hebron
· Bethlehem
· Ramallah
· Jenin
· Tubas
· Tulkarm
· Nablus
· Jericho
· Salfit
· Qalqilya
8. Where do you live? (Required) (Name of the city, town, village, or camp where you permanently reside)
9. Height (Required — as of the last time it was measured) (In centimeters — dropdown from 140 to 200)
10. Weight (Required — as of the last time it was measured) (In kilograms — dropdown from 37 to 110)
11. Name of your school (Required)
12. Academic year (Required)
· 10th Grade
· 11th Grade
· 12th Grade (Tawjihi)
13. Parents' marital status (Required)
· Married
· Separated
14. GPA of the last semester or mid-semester (whichever is more recent) (Required)
15. Monthly family income (Required)
· Less than 3,000 NIS
· 3,000–6,000 NIS
· More than 6,000 NIS

Factors Affecting Females
16. Is your menstrual cycle regular?
· Yes, regular
· No, irregular
· My period has not started yet
17. How long does your period usually last?
· Less than 3 days
· 3–5 days
· 6–7 days
· 8 days or more
18. Level of abdominal pain during your period
· No pain
· Mild pain
· Moderate pain
· Severe pain
19. Level of headache during your period
· No headache
· Mild headache
· Moderate headache
· Severe headache

Headache Description
Please answer the following questions honestly and accurately.
Note: By "headache" we mean pain that occurs without a clear cause (such as fever, a blow to the head, or any other illness).
20. Have you experienced any headache in the past year? (Not due to fever or after a blow to the head) (Required)
· Yes
· No
21. Have you suffered a severe blow to the head in the past year? (Required)
· Yes
· No
· Yes, but it was a mild blow
22. Have you previously been diagnosed with a chronic headache disorder such as migraine or others by a doctor? (Required)
· Yes
· No
23. If yes, what is your diagnosis?
24. Does any member of your family suffer from a chronic headache disorder? (Required)
· Yes, in parents or siblings
· Yes, in uncles or grandparents
· No
· I don't know
25. How many days did you suffer from headache last month? (Not due to fever or after a blow to the head) (Required)
· I did not experience any headache
· 1–2 days
· 3–5 days
· More than 5 days
26. Approximately, how many days did you suffer from headache in the past year? (Not due to fever or after a blow to the head) (Required)
· I did not experience any headache this year
· Fewer than 4 days
· 5–9 days
· 10–20 days
· More than 20 days
· Other
27. How long does your headache usually last? (Required)
· I did not experience any headache throughout the year
· Less than 5 minutes
· 5–30 minutes
· 30 minutes – 3 hours
· 3–24 hours
· 24–72 hours
· More than 72 hours
28. How long was the longest headache you experienced in the past year?
29. What was the intensity of the strongest headache you experienced throughout the year? (Required)
· I did not experience any headache
· Mild
· Moderate
· Severe
· Extremely severe (does not allow you to do anything)
30. Which of the following is the location that usually hurts you? (Required)
· One side of the head (right or left)
· Both sides
· Back of the head
· Around or behind the eye
· Half of the face (right or left)
· Includes the head and neck
· I cannot specify
· I do not feel any headache
31. How would you describe the nature of the pain? (Required)
· Throbbing/pulsating
· Pressing or tightening
· Like a knife stab
· I do not suffer from headache
· Other
32. When does your headache usually come? (Required)
· In the morning
· At noon
· In the evening
· At night
· No specific time
· I do not suffer from headache
33. Do any of the following cause you a headache? (You can choose more than one answer) (Required)
· Noise
· Light
· Psychological stress
· Physical exertion/work
· None of the above
34. Which of the following symptoms usually accompany your headache? (You can choose more than one answer) (Required)
· Nausea (urge to vomit)
· Vomiting
· Extreme discomfort from light (desire to stay in a dark room with no light source)
· Extreme discomfort from any sound (desire to stay away from any noise source)
· Congestion and watering of the eyes
· Nasal congestion and runny nose
· Eye swelling
· Facial sweating
· I do not feel any of the above
35. Does headache prevent you from performing usual activities such as walking, running, climbing stairs, or do these activities cause your headache? (Required)
· Yes
· No
· I do not feel any headache
36. Have you ever experienced any of the following 5–60 minutes before feeling a headache? (Required)
· Visual hallucinations: seeing zigzag or unreal figures
· Sensory hallucinations: feeling numbness or tingling moving from one place to another in your body such as the tongue or limbs
· Speech hallucinations: losing the ability to speak or uttering incomprehensible words
· Motor hallucinations: involuntary movements in the limbs or loss of sensation and control in one or more limbs
· I did not experience any of the above
37. Have you ever visited a doctor because of headache? (Required)
· Yes
· No
· I do not feel any headache
38. How do you generally deal with your headache? (You can choose more than one answer) (Required)
· Sleep and rest
· Drink water
· Drink coffee or tea
· Smoking
· Avoid what causes or worsens it
· Take pain relievers prescribed by a doctor
· Take pain relievers without a prescription
· Leave it until it goes away without doing anything
· I do not suffer from headache
39. Have you ever taken any medication for headache? What is the medication (name)?

Disability Caused by Headache
40. How many full school days did you miss in the last 3 months due to headache? (Required) (Dropdown: 0–90)
41. How many partial school days did you miss in the last 3 months due to headache? (Not including full days counted in question 1) (Required) (Dropdown: 0–90)
42. How many days did you work at less than half your capacity at school in the last 3 months due to headache? (Not including days counted in the previous two questions) (Required) (Dropdown: 0–90)
43. How many days were you unable to perform usual activities at home (such as homework, household chores, etc.) in the last 3 months due to headache? (Required) (Dropdown: 0–90)
44. How many days did you not participate in other activities due to headache (playing, going out, sports, etc.) in the last 3 months? (Required) (Dropdown: 0–90)
45. How many days did you participate in those activities (question 5) but worked at less than half your capacity due to headache in the last 3 months? (Required) (Dropdown: 0–90)

Contributing Factors — Stress
The following questions ask about your thoughts and feelings in the past 30 days:
46. In the past month, how often have you been upset because of something that happened unexpectedly? (Required)
· Never / Rarely / Sometimes / Often / Very often
47. In the past month, how often have you felt unable to control important things in your life? (Required)
· Never / Rarely / Sometimes / Often / Very often
48. In the past month, how often have you felt nervous and stressed? (Required)
· Never / Rarely / Sometimes / Often / Very often
49. In the past month, how often have you felt confident in your ability to handle your personal problems? (Required)
· Never / Rarely / Sometimes / Often / Very often
50. In the past month, how often have you felt that things were going your way? (Required)
· Never / Rarely / Sometimes / Often / Very often
51. In the past month, how often have you found that you were unable to cope with all the tasks you had to do? (Required)
· Never / Rarely / Sometimes / Often / Very often
52. In the past month, how often have you been able to control irritations in your life? (Required)
· Never / Rarely / Sometimes / Often / Very often
53. In the past month, how often have you felt that you were on top of things? (Required)
· Never / Rarely / Sometimes / Often / Very often
54. In the past month, how often have you been angered because of things that were outside of your control? (Required)
· Never / Rarely / Sometimes / Often / Very often
55. In the past month, how often have you felt difficulties were piling up so high that you could not overcome them? (Required)
· Never / Rarely / Sometimes / Often / Very often

Contributing Factors — Sleep Disorders
Please answer the following questions based on how much you have experienced them in the last 7 days:
56. My sleep was disturbed (I did not feel rested). (Required)
· Never / A little / Sometimes / Quite a bit / Very much
57. I had difficulty falling asleep. (Required)
· Never / A little / Sometimes / Quite a bit / Very much
58. I had difficulty staying asleep. (Required)
· Never / Rarely / Sometimes / Often / Very often
59. I had a problem with sleeping (such as waking up frequently). (Required)
· Never / Rarely / Sometimes / Often / Very often
60. I was satisfied with my sleep. (Required)
· Very much / Quite a bit / Sometimes / A little / Never
61. My sleep was refreshing. (Required)
· Very much / Quite a bit / Sometimes / A little / Never
62. I got enough sleep. (Required)
· Very much / Quite a bit / Sometimes / A little / Never
63. My sleep quality was... (Required)
· Excellent / Very good / Good / Poor / Very poor

Contributing Factors — Depression
Please answer the following questions based on how much you have experienced them in the last 7 days:
64. I could not stop feeling sad. (Required)
· Never / Hardly ever / Sometimes / Often / Most of the time
65. I felt lonely. (Required)
· Never / Hardly ever / Sometimes / Often / Most of the time
66. I felt that everything in my life was going wrong. (Required)
· Never / Hardly ever / Sometimes / Often / Most of the time
67. I felt that I could not do anything right. (Required)
· Never / Hardly ever / Sometimes / Often / Most of the time
68. I felt alone. (Required)
· Never / Hardly ever / Sometimes / Often / Most of the time
69. I felt sad. (Required)
· Never / Hardly ever / Sometimes / Often / Most of the time
70. I felt unhappy. (Required)
· Never / Hardly ever / Sometimes / Often / Most of the time
71. I felt that my life was bad. (Required)
· Never / Hardly ever / Sometimes / Often / Most of the time
72. I felt that sadness made it difficult for me to do things with my friends. (Required)
· Never / Hardly ever / Sometimes / Often / Most of the time
73. I did not care about anything (lost interest/passion). (Required)
· Never / Hardly ever / Sometimes / Often / Most of the time
74. I felt under pressure. (Required)
· Never / Hardly ever / Sometimes / Often / Most of the time
75. I felt so sad that I could not eat. (Required)
· Never / Hardly ever / Sometimes / Often / Most of the time
76. I wanted to be alone. (Required)
· Never / Hardly ever / Sometimes / Often / Most of the time
77. It was hard for me to enjoy things. (Required)
· Never / Hardly ever / Sometimes / Often / Most of the time

Contributing Factors — Anxiety
Please answer the following questions based on how much you have experienced them in the last 7 days:
78. I felt as if something terrible might happen. (Required)
· Never / Hardly ever / Sometimes / Often / Most of the time
79. I felt tense. (Required)
· Never / Hardly ever / Sometimes / Often / Most of the time
80. I felt afraid. (Required)
· Never / Hardly ever / Sometimes / Often / Most of the time
81. I felt anxious/worried. (Required)
· Never / Hardly ever / Sometimes / Often / Most of the time
82. I was worried about what might happen to me. (Required)
· Never / Hardly ever / Sometimes / Often / Most of the time
83. I felt worried when I went to bed at night. (Required)
· Never / Hardly ever / Sometimes / Often / Most of the time
84. I got scared easily. (Required)
· Never / Hardly ever / Sometimes / Often / Most of the time
85. I was afraid of going to school. (Required)
· Never / Hardly ever / Sometimes / Often / Most of the time
86. I was worried about dying. (Required)
· Never / Hardly ever / Sometimes / Often / Most of the time
87. I woke up at night feeling scared. (Required)
· Never / Hardly ever / Sometimes / Often / Most of the time
88. I felt worried when I was at home. (Required)
· Never / Hardly ever / Sometimes / Often / Most of the time
89. I felt worried when I was away from home. (Required)
· Never / Hardly ever / Sometimes / Often / Most of the time
90. It was difficult for me to relax. (Required)
· Never / Hardly ever / Sometimes / Often / Most of the time

Other Contributing Factors
Reminder: All of this information will only be in the possession of the research authors and will not reach any other party before the personal information linked to it is deleted.
91. Do you suffer from any chronic diseases or health problems? (such as diabetes, blood pressure, hereditary diseases, etc.) (Required)
· Yes
· No
· I do not want to answer
92. If yes, what is the disease?
93. Do you take any medications on a chronic/ongoing basis? (Required)
· Yes
· No
· I do not want to answer
94. If yes, what medications do you take?
95. How many hours do you usually sleep at night? (Required)
· Less than 4 hours
· 4–6 hours
· 6–8 hours
· More than 8 hours
96. How many hours per week do you exercise? (swimming, walking, running, football, weightlifting, etc.) (Required)
· I do not exercise at all
· Less than 1 hour per week
· 1–2 hours per week
· 3–4 hours per week
· 5 hours or more per week
97. Average time spent in front of screens daily (phone, TV, computer, etc.) (Required)
· Less than 1 hour per day
· 1–3 hours per day
· 4–6 hours per day
· More than 6 hours per day
98. Average number of hours of studying per day (Required)
· Less than 1 hour per day
· 1–3 hours per day
· 4–6 hours per day
· More than 6 hours per day
99. How many caffeinated drinks do you consume per day? (tea, coffee, energy drinks, etc.) (Required) (Dropdown: None / 1 / 2 / 3 / 4 / 5 / More than five)
100. What type of drink?
· Tea
· Coffee
· Energy drink
101. Are you a smoker? (includes cigarettes, hookah/shisha, and vape) (Required)
· No
· Yes
102. If you are a smoker, how long have you been smoking?
· I do not smoke
· Less than 1 year
· 1 year
· 2 years
· 3 years
· 4 years
· 5 years
· More

