
This discussion is based on a plenary presentation from our
20th Annual Clinical Meeting in October 2009.

W
hether through a literature review or a refractory
headache patient asking for additional options,
we are often reminded of the need for improved
headache management. In many cases, the lack

of satisfaction does not stem from a missing treatment,
but rather the need for a global perspective on the
individual burden of headache, which can point to the
most appropriate treatment approach. This perspective,
known as the integrative approach, underscores the
importance of proper diagnosis, education, and
reassurance, as well as appropriate and individualized
pharmacologic and interventional care. In addition,
incorporating self-management skills and evidence-based
integrative and behavioral approaches round out
treatment offerings to optimize care. Overall, this
approach can be a transformative experience for the
patient and the clinician.

Headache Burden and Complementary and
Alternative Medicine (CAM) Use
Those suffering from headaches deal with extensive
sequelae from the primary diagnosis as well as from
comorbidities that create a significant personal, social,
and societal burden. Migraine has been declared one of
the top 10 disabling medical conditions, with sufferers
experiencing more pain and restrictions in their daily
activities than people diagnosed with osteoarthritis,
diabetes, and depression (1,2). In addition, those dealing
with migraine are more likely to be diagnosed with mood,
sleep, movement, and pain disorders, such as depression,
anxiety, insomnia, restless legs syndrome, fibromyalgia,
and myofascial pain syndrome (3-7).

One comorbidity that may be overlooked is
myofascial pain syndrome, which is often diagnosed with

characteristic trigger points (TrPs). Active TrPs in the
upper trapezius, sternoclidomastoid, and temporalis
muscles are associated with chronic tension type headache
(CTTH) as well as with greater headache intensity and
duration (8). In another study, TrPs were noted in 93.9%
of migraineurs versus 29% of controls (p<0.0001) with
the number of TrPs being significantly associated with the
duration and frequency of migraine attacks (9). Other
studies in both CTTH and migraine populations have
noted pressure pain sensitivity of the trapezius, temporal,
and suboccipital muscles as well as their association with
development of peripheral sensitization/hyperalgesia (10).

Based on the lack of satisfaction, large number of
comorbidities, and the effect on quality of life (QOL), it
is not surprising that the most common reason (47.7%)
for attempted use of CAM among headache sufferers was
“potentially beneficial for headache.” A similar percentage
(30% to 40%) found the therapies helpful. Unfortunately,
these therapies are often isolated from conventional care
or even each other, with 60% of CAM users not
informing their medical doctors of CAM use (11).

The Integrative Team and Patient Flow
An integrative team best addresses the divergent needs of
the headache patient. In the case of the Scripps Clinic, an
integrative approach requires the neurological expertise of
the Donald J. Dalessio Headache Center; physical
therapists trained in postural, manual, and craniosacral
therapy; and the Scripps Center for Integrative Medicine
with its team of integrative physicians, nurse practitioners,
nurses, acupuncturists, dieticians, pharmacists,
psychologists, and biofeedback therapists (Figure 1).

The initial neurological evaluation includes diagnosis,
discussion, and reassurance, with the incorporation of
medical, interventional, and preventive approaches. Focus
is placed on early incorporation of preventive and
abortive treatments to avoid progression of headache into
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a chronic daily phenomenon. Often a discussion of
common triggers is important to help individualize 
self-management, pharmacologic, and nonpharmacologic
therapies.

Subsequently, the patient undergoes an integrative
medicine consultation that continues the discussion of
trigger management, and develops an integrative plan
using in-house therapies, such as acupuncture,
biofeedback, hypnosis, healing touch, diet and dietary
supplement counseling, and yoga, to provide an
individualized menu of treatment options (Figure 2).

When outside services, such as chiropractic
manipulation or additional psychobehavioral services, are
deemed medically appropriate, referrals are made to
specific practitioners in the community. The patient is
followed by the neurology and integrative medicine
specialists at both centers on a regular basis to determine
the benefit of current therapies as well as the need for the
introduction or tapering of therapies. At all stages, the
clinician not only attempts to integrate appropriate
therapies with patients, but also strives to integrate
patients with their treatment plan. By incorporating
patient preferences, motivations, and individual needs
throughout the treatment process, the greatest likelihood
of understanding, compliance, and self-empowerment 
are obtained.

Pharmacologic and Interventional Options
In addition to improving QOL, early evaluation and
medical treatment is important for several reasons.
Appropriate preventative and abortive medication use can
help avoid central sensitization, avoid medication overuse

headache, and help retain the efficacy of
prophylactic medications (12,13).
Pharmacologic treatments for acute
headache typically fall into the following
categories: simple and combination
analgesics, nonsteroidal anti-
inflammatory drugs (NSAIDs), ergots,
selective 5HT1 agonists, antiemetics,
tranquilizers, corticosteroids, anxiolytics
and narcotics. The incorporation of these
treatments needs to be individualized,
taking into consideration key factors
including frequency of headache and
medication use, timing of headache (e.g.,
early in the morning, menstrual
migraine), severity of associated
symptoms such as nausea, and need for
repeated treatment.

New acute treatments, which
currently include a combination of
sumatriptan and naproxen to help
reduce need for second dosing of rescue

Figure 1. The Scripps Clinic Integrative Headache Care Team

Figure 2. Integrative Options for Headache
Management

From left to right: Brenda Rodi, FNP; Robin Beltran, PhD, biofeedback specialist; Margie Moore, RN, Lac, acupuncturist;
Michael K. Sullivan, physical therapist; Andrea Ogden, RD, registered dietitian; Steven Poceta, MD, neurologist; 
Christy Jackson, MD, neurologist; Josh Eha, Lac, acupuncturist; Emily Engel, MD, neurologist; Robert Bonakdar, MD,
integrative medicine specialist; Deborah Stapel, NP; Sarah LaBarbera, BCIA-C, biofeedback specialist; Nancy Anderson, LAc,
acupuncturist; Cathy Garvey, RD, registered dietitian. (Not Pictured: Sherrie Gould, NP-C; James Mattioda PhD, RPh; Karen
Sothers, MEd [Yoga therapist])
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medications, sumatriptan air injector, and DHE
inhalation apparatus, are important to keep in mind to
help optimize and individualize acute treatment choices.

Preventive treatment needs to be considered early in
treatment. This is especially true if headache-related
disability is >3 days/month, when symptomatic
treatments are contraindicated, ineffective, or leading to
overuse. Also, if there are any profound bouts of
disability, including prolonged auras, neurological deficits,
or migrainous infarcts, prevention should be immediately
considered. Preventive treatments fall into the categories
of b-blocker, calcium channel blockers, tricyclics,
antidepressants, and certain neurological medications used
in other settings, such as anticonvulsants, which may have
benefit in the setting of headache. Similar to acute
treatments, preventive treatments need to be individualized
based on level on comorbid insomnia, anxiety, depression,
and vasospasm, as examples. Patients may have varying
levels of side effects (e.g., sedation, fatigue, weight
change) which may alter available treatment options.

In addition to acute and preventive medications,
injection and interventional therapies performed by
trained specialists may be required in certain refractory
cases such as with cervicognenic headache, occipital
migraines, or headache associated with significant
myofascial spasm. These procedures may include
treatment of dysfunction at the level of the joint, nerve,
or soft tissue, and include radiofrequency or chemical
treatments such as injections with a continuum of agents
based on severity (e.g., sterile water, anesthetic,
corticosteroid, and botulinum toxin).

Nonpharmacologic Interventions
In conjunction with discussion of pharmacologic and
interventional options, it is equally important to introduce
nonpharmacologic interventions, which represent a
diverse group of therapies (Figure 2). In 2000, the US
Headache Consortium, a multidisciplinary group
representing both primary care and specialty clinicians,
concluded that nonpharmacologic treatments were well suited
for patients who have: a preference for nonpharmacologic
treatment; poor tolerance of, contraindications to, or
insufficient response to pharmacologic treatment; planned
to become or currently are pregnant or nursing; a history
of long-term, frequent, or excessive analgesic or acute
medications; and exhibited significant stress or deficient
stress-coping skills (14).

Trigger Management
One of the most important aspects of nonpharmacologic
management is trigger management. Since the vast
majority of headache sufferers report some type of trigger
for their migraine, an overview of triggers can be used to
identify therapies that the patient is most motivated to
pursue. One of the most commonly identified triggers is
diet. We look closely at nutrition, in order to get rid of
trigger foods, and fortify potential areas of deficiencies.
Our end goal is not only to reduce headache, but to
create an appropriate, health-promoting, anti-
inflammatory diet. 

When discussing trigger foods we often discuss “Aware
of the A’s” as a quick reference for trigger food avoidance,
which includes allergenic foods, such as gluten; additives,
such as those found in processed or packaged foods;
artificial ingredients, such as sweeteners; aged foods, such
as cheese, wine, sauerkraut, or cured meats; and alcohol.
Other important aspects of diet management include
getting appropriate protein intake and avoiding excess
pro-inflammatory fat. One study demonstrated that a
reduction in dietary fat, and preferably a transition from
saturated and trans fats to mono- and polyunsaturated
fats (from 60 g/day to 30 g/day), demonstrated a
reduction in the frequency, intensity, and duration of
migraines, in addition to medication use (15).

Dietary Supplements for Headache
After discussing dietary triggers and transitioning to a
more optimal diet, supplements can address areas of
nutritional deficiency and/or suboptimal energy
metabolism. If you consider migraine headache as a
partially a mitochondrial disorder, several supplements—
including magnesium, riboflavin, and CoQ10—may be
depleted in the migraine state and replacement can
provide symptomatic benefit. Additionally, recent research
suggests that the efficacy of supplements—B vitamins in
particular—may be determined by genetic factors that
influence cofactor and energy metabolism, including
methylenetetrahydrofolate reductase (MTHFR) enzyme
dysfunction and non-H mitochondrial DNA haplotypes
(16,17). Several of the more common supplements used
in headache management are reviewed below.

Magnesium is important for many enzymatic conversions
and may cause increased inflammatory burden when
deficient in the diet. Unfortunately, most people do not
get enough magnesium, since 68% of US adults consume



less than the recommended daily allowance (RDA) and
19% consume less than 50% of the RDA. Importantly,
those who consumed less than the RDA of magnesium
were 1.48 to 1.75 times more likely to have elevated C-
reactive protein (CRP), which is linked to a number of
inflammatory conditions (18). 

Treatment appears safe in most groups. In a study of
118 children with migraine, it was demonstrated that 9
mg/kg magnesium oxide daily was more effective than
placebo in reducing headache frequency and severity (19).
Absorption and gastrointestinal effects are variable, and
different formulations (i.e., oxide, sulfate, chelated forms)
may needs to be attempted. Of note, vitamin D can be
predictive of optimal magnesium absorption, so checking
and correcting vitamin D deficiency should also be a part
of the headache and dietary supplement evaluation (20).

Riboflavin (vitamin B2) has also been shown to be
effective in reducing headache days, although it may not
significantly change the intensity or duration of episodes
(21-23). Side effects are rare but, like with magnesium,
may include diarrhea.

Coenzyme Q10 (CoQ10) may also be deficient in
headache sufferers (as found in 1/3 of adolescent migraine
sufferers) and appears safe and effective in the pediatric
population. Replacement of 1 to 3 mg/kg per day in the
adolescent population or 300 mg in the adult population
appears to decrease headache frequency and disability (24,25).

Butterbur (Petasites hybridus root) was originally used for
allergenic disorders, so conceptually it may be effective in
stabilizing the spreading inflammatory phenomenon seen
in migraine. The recommended dosage that has been
successful in decreasing migraine in adults is 150 mg/day,
and in children 25 to 50 mg twice daily (31,32). Most of
the trials use the Petadolex® formulation, which is
typically well tolerated, other than mild gastrointestinal
adverse events.

Research on feverfew (Tanacetum parthenium) has been
very mixed, and may be based on the formulation utilized
(26-29). New formulations, such as a sublingually
administered feverfew and ginger may be effective for
acute treatment of migraine when administered during
the mild pain phase (30). 

When recommending any dietary supplement, several key
points need to be emphasized. In most cases, these
supplements need to have 3 to 4 months of compliance
for appropriate benefit evaluation, especially when trying
to improve deficiency or cellular energy production. On a
practical basis, it is important to educate the patient on
why he or she is taking it, where to get it, what brand to
buy, how to use it, and potential side effects.

Clear directions on finding and using supplements 
can help decrease the confusion that can often occur
when attempting to identify a supplement on the shelf, a
phenomenon we call the Supplement Stare Syndrome,
which happens to both clinicians and patients. One
approach that has worked at the Scripps Clinic is
incorporating a dietary supplement pharmacy, staffed by a
pharmacist trained in prescription and dietary supplement
therapies. This approach, or a system in which clinicians
collaborate with a community pharmacist or dietary
supplement expert, helps to ensure that the patient is
educated on the different formulations, and has the best
chance of incorporating what is recommended.
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which postures and breathing techniques can be helpful
for headache with the goal of transitioning to use in the
home and office setting.

Energetic Treatment
Because headaches and chronic pain affect patients on
many levels, including physical, emotional, and spiritual,
energetic therapies may be especially useful in certain cases.
Preliminary evidence points to the benefit of healing
touch among other energy treatments in the setting of
headache (43). The energetic treatment with the most
evidence is probably acupuncture. This treatment, which
is a component of Traditional Chinese Medicine, has been
used for several thousand years in the prevention and
treatment of multiple conditions, including pain.

The recent Cochrane review of 22 trials (n=4419) (44)
demonstrated that acupuncture appears to be effective for
prevention of migraine headaches, and may be slightly
better than pharmacotherapy with a strength of evidence
of A, based on consistent and good-quality patient-
oriented evidence. Interestingly, acupuncture appears to
be based on a potent unspecific needling effect, thus
making it difficult to differentiate from sham acupuncture
in trials (45). Interestingly, in 4 trials comparing
acupuncture with proven prophylactic pharmacologic
treatment with beta blockers, calcium channel blockers,
or valproic acid, acupuncture demonstrated slightly better
outcomes at 2, 4, and 6 months after randomization, with
fewer adverse effects reported (44).

Patient-centered Treatments
When considering integrative therapies, it is important to
not only consider the evidence for a treatment, but also to
what degree the patient is integrated into the treatment.
In many cases, a treatment that theoretically is a perfect
fit may not match a patient’s preference, understanding,
or belief system. This may be true of both pharmacologic
and nonpharmacologic options and points to the
importance of an open, nonjudgmental discussion
regarding goals for therapy, so that the most appropriate
and patient-friendly options can be incorporated.
Research has suggested that in clinical trials patient
preference can often be a strong indicator of treatment
outcomes, including level of compliance, follow-up, and
benefit. Thus, the treatment(s) initiated is suggested to
blend available evidence and patient preference to best
ensure safety, compliance, potential benefit, and ongoing
clinician-patient dialogue.

Putting it all Together
When examining how to combine treatments effectively,
research demonstrates that simple integration can be both
clinically and financially effective. A study that looked at
a low-cost group program, which included supervised
exercise, stress management and relaxation, massage, and
dietary education, resulted in an improvement in the
overall frequency, severity, and duration of headaches at
6-week and 3-month follow-up (46). In addition,
improvements were made in patients’ functional status,
QOL, health status, pain-related disability, depression.
Many education and self-management techniques can be
replicated in a clinic setting to provide more integrative
options at a low cost to improve patients’ headaches,
increase their QOL, and most importantly, empower
them to manage their pain on their own.

Conclusions and Next Steps
Headache disorders are often precipitated and exacerbated
by a complex set of factors which can create significant
multisystem dysfunction. Similarly, treatments often need to
provide multipronged support to enable both pain reduction
as well as management of significant comorbidities affecting
sleep, mood, physical conditioning and social functioning.
In many ways, an integrative model, which follows the
principles discussed, provides a comprehensive, whole person
approach to headache management while empowering the
patient to increase awareness and self-management
approaches. Such a model also has promise to provide both
a more cost-effective and patient-friendly approach to
headache management. The clinician plays a key role in
openly discussing and providing guidance in the appropriate
incorporation of integrative options to optimize care. �

ROBERT A. BONAKDAR, MD, is
Director of Pain Management at the Scripps

Center for Integrative Medicine in La Jolla,

California. As a recipient of the Richter

Fellowship for Independent International

Research, Dr. Bonakdar studied Tai chi/

Qigong, meditation, and acupuncture in

Southeast Asia. He is a member of numerous

professional organizations including the American Academy of Family

Physicians, and serves on the NIH/ODS review committee for the

Annual Bibliography of Significant Advances in Dietary Supplement

Research. Dr. Bonakdar’s clinical and research work focuses on

integrative approaches to pain management including the use of

biostimulation, mind-body therapies, and dietary supplements.

50 | T H E  P A I N  P R A C T I T I O N E R | S P R I N G  2 0 1 0

DEPARTMENT | HEADACHE | INTEGRATIVE APPROACHES TO HEADACHE MANAGEMENT



52 | T H E  P A I N  P R A C T I T I O N E R | S P R I N G  2 0 1 0

DEPARTMENT | HEADACHE | INTEGRATIVE APPROACHES TO HEADACHE MANAGEMENT

CHRISTY M. JACKSON, MD, is Director of the Don Dalessio

Headache Center at the Scripps Clinic in La Jolla, California. Her

research and clinical interests include cerebrovascular disease,

headache, and stroke. She is a former Professor of 

Neurosciences at the University of California, San Diego 

Medical School.

REFERENCES

1.  Dahlof CG, Solomon GD. The burden of migraine to the individual
sufferer: a review. Eur J Neurol. 1998;5(6):525-533.

2.  Lipton RB, Bigal ME, Stewart WF. Clinical trials of acute treatments
for migraine including multiple attack studies of pain, disability,
and health-related quality of life. Neurology. 2005;65(12 Suppl
4):S50-S58.

3.  Ifergane G, Buskila D, Simiseshvely N, Zeev K, Cohen H. Prevalence
of fibromyalgia syndrome in migraine patients. Cephalalgia.
2006;26(4):451-456.

4.  Breslau N, Lipton RB, Stewart WF, Schultz LR, Welch KM.
Comorbidity of migraine and depression: investigating potential
etiology and prognosis. Neurology. 2003;60(8):1308-1312.

5.  Rains JC, Poceta JS, Penzien DB. Sleep and headaches. Curr Neurol
Neurosci Rep. 2008;8(2):167-175.

6.  Chen PK, Fuh JL, Chen SP, Wang SJ. Association between restless
legs syndrome and migraine. J Neurol Neurosurg Psychiatry. 2009 Dec
3. [E-pub ahead of print]

7.  Tietjen GE, Brandes JL, Peterlin BL, et al. Allodynia in migraine:
association with comorbid pain conditions. Headache.
2009;49(9):1333-1344.

8.  Fernández-de-Las-Peñas C, Alonso-Blanco C, Cuadrado ML, Gerwin
RD, Pareja JA. Myofascial trigger points and their relationship to
headache clinical parameters in chronic tension-type headache.
Headache. 2006;46(8):1264-1272.

9.  Calandre EP, Hidalgo J, García-Leiva JM, Rico-Villademoros F.
Trigger point evaluation in migraine patients: an indication of
peripheral sensitization linked to migraine predisposition? Eur J
Neurol. 2006;13(3):244-249.

10.  Fernández-de-Las-Peñas C, Madeleine P, Caminero A, Cuadrado M,
Arendt-Nielsen L, Pareja J. Generalized neck-shoulder hyperalgesia
in chronic tension-type headache and unilateral migraine assessed
by pressure pain sensitivity topographical maps of the trapezius
muscle. Cephalalgia. 2009 Jun 8. [E-pub ahead of print]

11.  Rossi P, Di Lorenzo G, Malpezzi MG, et al. Prevalence, pattern and
predictors of use of (CAM) in migraine patients attending a
headache clinic in Italy. Cephalalgia. 2005;25(7):493-506.

12.  Woolf CJ. Pain: moving from symptom control toward mechanism-
specific pharmacologic management. Ann Intern Med.
2004;140(6):441-451.

13.  Levy D, Jakubowski M, Burstein R. Disruption of communication
between peripheral and central trigeminovascular neurons mediates
the antimigraine action of 5HT 1B/1D receptor agonists. Proc Natl
Acad Sci USA. 2004;101(12):4274-4279.

14.  Campbell JK, Penzien DB, Wall EM. Evidence-based guidelines for
migraine headache: behavioral and physical treatments. 2000.
http://www.aan.com/professionals/practice/pdfs/gl0089.pdf.
Accessed November 16, 2009.

15.  Bic Z, Blix GC, Hopp HP, Leslie FM, Schell MJ. The influence of a
low-fat diet on incidence and severity of migraine headaches. J
Womens Health Gend Based Med. 1999;8(5):623-630.

16.  Lea R, Colson N, Quinlan S, Macmillan J, Griffiths L. The effects of
vitamin supplementation and MTHFR (C677T) genotype on
homocysteine-lowering and migraine disability. Pharmacogenet
Genomics. 2009;19(6):422-428.

17.  Di Lorenzo C, Pierelli F, Coppola G, et al. Mitochondrial DNA
haplogroups influence the therapeutic response to riboflavin in
migraineurs. Neurology. 2009;72(18):1588-1594.

18.  King DE, Mainous AG 3rd, Geesey ME, Woolson RF. Dietary
magnesium and C-reactive protein levels. J Am Coll Nutr.
2005;24(3):166-171.

19.  Wang F, Van Den Eeden SK, Ackerson LM, Salk SE, Reince RH, Elin
RJ. Oral magnesium oxide prophylaxis of frequent migrainous
headache in children: a randomized, double-blind, placebo-
controlled trial. Headache. 2003;43(6):601-610.

20.  Prakash S, Shah ND. Chronic tension-type headache with vitamin D
deficiency: casual or causal association? Headache.
2009;49(8):1214-1222.

21.  Schoenen J, Lenaerts M, Bastings E. High-dose riboflavin as a
prophylactic treatment of migraine: results of an open pilot study.
Cephalagia. 1994;14(5):328-329.

22.  Schoenen J, Jacquy J, Lenaerts M. Effectiveness of high-dose
riboflavin in migraine prophylaxis. A randomized controlled trial.
Neurology. 1998;50(2):466-470.

23.  Boehnke C, Reuter U, Flach U, Schuh-Hofer S, Einhäupl KM, Arnold
G. High-dose riboflavin treatment is efficacious in migraine
prophylaxis: an open study in a tertiary care centre. Eur J Neurol.
2004;11(7):475-477.

24.  Hershey AD, Powers SW, Vockell AL, et al. Coenzyme Q10
deficiency and response to supplementation in pediatric and
adolescent migraine. Headache. 2007;47(1):73-80.

25.  Sándor PS, Di Clemente L, Coppola G, et al. Efficacy of coenzyme
Q10 in migraine prophylaxis: a randomized controlled trial.
Neurology. 2005;64(4):713-715.

26.  Johnson ES, Kadam NP, Hylands DM, Hylands PJ. Efficacy of
feverfew as prophylactic treatment of migraine. Br Med J. 1985;
291(6495):569-573.

27.  Murphy JJ, Hepinstall S, Mitchell JR. Randomised double-blind
placebo-controlled trial of feverfew in migraine prevention. Lancet.
1988;2(8604):189-192.

28.  Palevitch D, Earon G, Carasso R. Feverfew (Tanacetum parthenium)
as a prophylactic treatment for migraine: a double-blind placebo-
controlled study. Phytother Res. 1997;11(7):508-511.

29.  De Weerdt CJ, Bootsma HPR, Hendriks H. Herbal medicines in
migraine prevention. Randomized double-blind, placebo-controlled
crossover trial of a feverfew preparation. Phytomed. 1996;3(3):225-
230.

30.  Cady RK, Schreiber CP, Beach ME, Hart CC. Gelstat Migraine
(sublingually administered feverfew and ginger compound) for
acute treatment of migraine when administered during the mild
pain phase. Med Sci Monit. 2005;11(9):P165-P169.

31.  Lipton RB, Göbel H, Einhäupl KM, Wilks K, Mauskop A. Petasites
hybridus root (butterbur) is an effective preventive treatment for
migraine. Neurology. 2004;63(12):2240-2244.

32.  Pothmann R, Danesch U. Migraine prevention in children and
adolescents: results of an open study with a special butterbur root
extract. Headache. 2005;45(3):196-203.



T H E  P A I N  P R A C T I T I O N E R | V O L U M E  2 0 ,  N U M B E R  1 | 53

33.  Sierpina V, Astin J, Giordano J. Mind-body therapies for headache.
Am Fam Physician. 2007;76(10):1518-1522.

34.  Buse DC, Andrasik F. Behavioral medicine for migraine. Neurol Clin.
2009;27(2):445-465.

35.  Goslin RE, Gray RN, McCrory DC, Penzien D, Rains J, Hasselblad V.
Behavioral and Physical Treatments for Migraine Headache. Technical
Review 2.2. Rockville, MD: Agency for Health Care Policy and
Research; 1999. (Prepared by the Center for Clinical Health Policy
Research, Duke University, Durham, NC.)

36.  McCrory DC, Penzien DB, Hasselblad V, Gray RN. Evidence Report:
Behavioral and Physical Treatments for Tension-type and Cervicogenic
Headache. Des Moines, IA: Foundation for Chiropractic Education
and Research; 2001.

37.  Holroyd KA, O’Donnell FJ, Stensland M, Lipchik GL, Cordingley GE,
Carlson BW. Management of chronic tension-type headache with
tricyclic antidepressant medication, stress management therapy,
and their combination. JAMA. 2001;285(17):2208-2215.

38.  Holroyd KA, Penzien DB. Pharmacological versus non-
pharmacological prophylaxis of recurrent migraine headache: a
meta-analytic review of clinical trials. Pain. 1990;42(1):1-13.

39.  Nestoriuc Y, Martin A, Rief W, Andrasik F. Biofeedback treatment
for headache disorders: a comprehensive efficacy review. Appl
Psychophysiol Biofeedback. 2008;33(3):125-140.

40.  Biondi DM. Physical treatments for headache: a structured review.
Headache. 2005;45(6):738-746.

41.  Mongini F, Ciccone G, Rota E, et al. Effectiveness of an educational
and physical programme in reducing headache, neck and shoulder
pain: a workplace controlled trial. Cephalagia. 2008;28(5):541-552.

42.  John PJ, Sharma N, Sharma CM, Kankane A. Effectiveness of yoga
therapy in the treatment of migraine without aura: a randomized
controlled trial. Headache. 2007;47(5):654-661.

43.  Sutherland EG, Ritenbaugh C, Kiley SJ, Vuckovic N, Elder C. An
HMO-based prospective pilot study of energy medicine for chronic
headaches: whole-person outcomes point to the need for new
instrumentation. J Altern Complement Med. 2009;15(8):819-826.

44.  Linde K, Allais G, Brinkhaus B, Manheimer E, Vickers A, White AR.
Acupuncture for migraine prophylaxis. Cochrane Database Syst Rev.
2009;(1):CD001218.

45.  Melchart D, Weidenhammer W, Streng A, Hoppe A, Pfaffenrath V,
Linde K. Acupuncture for chronic headaches—an epidemiological
study. Headache. 2006;46(4):632-641.

46.  Lemstra M, Stewart B, Olszynski WP. Effectiveness of
multidisciplinary intervention in the treatment of migraine: a
randomized clinical trial. Headache. 2002;42(9):845-854.

The monthly current awareness service of the American Academy of Pain Management

Each month an expert researcher reviews more than 20,000 news stories from US and
international media outlets and journal abstracts to find those that are relevant to pain
management practitioners. Each issue features:

Breaking News
Research Abstracts

Clinical Practice Guidelines
Clinical Trials

Federal and State Legislative Updates
Advocacy

Subscribe Today on the 
Academy’s Website

www.aapainmanage.org


