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Combination of acupuncture and spinal manipulative
therapy: management of a 32-year-old patient with
chronic tension-type headache and migraine
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Objective: The purpose of this case study is to describe the treatment using acupuncture and
spinal manipulation for a patient with a chronic tension-type headache and episodic
migraines.
Clinical Features: A 32-year-old woman presented with headaches of 5 months' duration. She
had a history of episodic migraine that began in her teens and had been controlled with
medication. She had stopped taking the prescription medications because of gastrointestinal
symptoms. A neurologist diagnosed her with mixed headaches, some migrainous and some
tension type. Her headaches were chronic, were daily, and fit the International Classification of
Headache Disorders criteria of a chronic tension-type headache superimposed with migraine.
Intervention and Outcome: After 5 treatments over a 2-week period (the first using
acupuncture only, the next 3 using acupuncture and chiropractic spinal manipulative therapy),
her headaches resolved. The patient had no recurrences of headaches in her 1-year follow-up.
Conclusion:The combination of acupuncture with chiropractic spinal manipulative therapywas
a reasonable alternative in treating this patient's chronic tension-type headaches superimposed
with migraine.
⁎ Corresponding author. 1625 B
60089. Tel.: +1 847 400 7598;
E-mail address: bahia.ohlsen@ca

556-3707/$ – see front matter © 2
ttp://dx.doi.org/10.1016/j.jcm.2012
© 2012 National University of Health Sciences.
Introduction

Migraines are common primary headaches, affecting
30% of women and 17% of men aged 21 to 34 years. 1
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These headaches can evolve and become chronic,
exacting considerable personal and social economic
cost 2; they are the most likely headache to lead to
analgesic drug overuse.1,2

Acupuncture has been found to be clinically
beneficial for patients with chronic headaches, partic-
ularly migraines 3-6 and tension-type headaches
(TTHs). 7,8 Acupuncture has also been suggested to
be an effective first-line complementary alternative
ciences.
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medicine modality to treat migraines. 9 Chiropractic
care has also demonstrated evidence to manage adults
with headaches. 10 However, at present, there have been
no reported cases of management of migraine head-
aches with a combination of these 2 management
strategies. The purpose of this case report is to describe
treatment of chronic TTHs (CTTHs) with super-
imposed migraine using acupuncture and chiropractic
spinal manipulative therapy.
Case report

A 32-year-old woman, 5'4” in height, 63.6 kg,
presented in April 2010 with daily headaches that
began in 2002. There was no precipitating incident
leading up to the headaches other than she stated that
she was “stressed” because of working full-time while
in graduate school. She saw a neurologist who
performed a brain magnetic resonance imaging, the
result of which was negative. The patient was
diagnosed with mixed headaches. Less than 8 days
per month, the headaches were migrainous in nature;
and the remaining chronic daily headaches (CDHs)
were TTHs. She was given verapamil, a calcium
channel blocker, and Tylenol (Johnson and Johnson,
New Brunswick, NJ); and this combination of
medications relieved the headaches.

In November 2009, the patient developed acute
gastrointestinal symptoms: vomiting, nausea, and
stomach cramping. She had no history of gastrointes-
tinal disorders. Her blood laboratory values were
unremarkable. She had normal results on upper and
lower gastrointestinal scope studies. No specific
diagnosis was given for her gastrointestinal symptoms.

Her doctor recommended that she consume a bland
diet and stop all medications to control the gastroin-
testinal issues. She stopped eating fruits and vegetables.
Her diet consisted primarily of bland carbohydrates:
bread, cereal, and pasta. The patient felt that, as a result
of stopping the medications, her headaches returned.
Another brain magnetic resonance imaging was
performed, and the result was similarly unremarkable.
She was trying unsuccessfully to use over-the-counter
analgesic drugs to control the headaches, taking 1 to 2
extrastrength Tylenol tablets per week.

The patient described the daily headaches as a tight
band around her head, constant, and present over both
temples and midbrow; they were not worsened by
physical or mental exertion, differentiating them from
both medication overuse headaches (MOHs) and
migraines. She stated that nothing made them either
better or worse. The superimposed migraines, which
occurred less than 8 times a month, were pulsatile,
throbbing, and stabbing over her right temple; were
accompanied by vertigo, ptosis, photophobia, and
nausea; and worsened with exertion. She experienced
an aura before the migraine, consisting of scintillating
scotomas, flashing lights in her visual field. On a Visual
Analog Scale pain scale of 1 to 10 (1 being the least
intense and 10 being the most intense), she stated that
the headaches ranged in intensity between a level 2 and
a level 8. The CTTHs were always present, regardless
of the time of day or night. When her stress levels
increased, the headaches became very intense and
migrainous in nature. Her medical history was
unremarkable, except for episodic migraine headaches
that began in her late teens. Her mother and sister also
experienced migraines.

The patient reported that she tried getting a massage,
and this exacerbated the headaches and made her feel
ill. She had never received acupuncture or spinal
manipulative therapy.

Palpation of her neck revealed tenderness and
tightness over the suboccipital area on the right side.
Deep palpation of the right upper cervical spine elicited
a painful localized response. Active right rotation of her
cervical spine was reduced compared to active left
rotation of her cervical spine. Passive right rotation and
right lateral bending of her neck were decreased
compared to passive left rotation and left lateral
bending. Motion palpation examination of her cervical
spine revealed segmental dysfunction of the right upper
cervical spine.

On the day she first presented to the office, she had a
migraine headache. She had ptosis of her right eyelid,
although her vision was not altered and results of
cranial nerve and fundoscopic examinations were
normal. Her right and left temples and scalp above
her ears were tender to light touch. Notable in her
history was a high level of fatigue. Her prior activities
included kickboxing, running, and working out twice a
week with a personal trainer; and now she experienced
fatigue with walking. She stated that she was unable to
concentrate effectively. In addition, she experienced
dizziness when changing positions, such as standing up
after being seated. She also experienced dizzy spells
even without changing positions.

A Traditional Chinese Medicine history and exam-
ination concluded that she had a blood deficiency, liver
qi stagnation and gall bladder channel obstruction. The
reasons for this diagnosis were as follows: she had
headaches and cold hands and feet; her periods were
very scanty, although regular; she had menstrual



Fig 2. Location of gallbladder (GB) meridian 20.
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cramping in the middle of the night during her period;
her tongue was pale and had a very thin white coat;
and her pulses were weak, wiry, and deep in all
positions. In addition, she got dizzy and lightheaded
when changing positions, her energy was low, she had
dry eczematous patches of skin, and her complexion
was dull white. And finally, she had multiple tender
points on her head, neck, and shoulders following the
gall bladder channel.

In Traditional Chinese Medicine, if pressure and
massage over an area exacerbate the condition, it most
likely indicates an excess condition or a blockage. The
location of the most intense migraine headaches was
over the outer canthus of her right eye, the location of
the beginning of the gallbladder meridian (BL), GB 1,
the meeting point of the small intestine and triple
warmer meridians (Fig 1). This area was very sensitive
to light touch, as were GB 20, at the base of the skull on
the right side, and GB 8 above her ears (Fig 2).

The patient was diagnosed with and treated for
CTTH with superimposed migraines, using the Tradi-
tional Chinese Medicine protocols for blood deficien-
cy, liver qi stagnation, and gall bladder channel
obstruction described above. She was also diagnosed
with cervical spine segmental joint dysfunction. The
right eyelid ptosis due to parasympathetic activation of
the sphenopalatine ganglion, 11 the vertigo, and the
Fig 1. Location of gallbladder (GB) meridian 1 and 8.
throbbing unilateral nature of the most intense
frontotemporal and ocular pain, including unilateral
neck pain, were characteristic of migraines. 12

The goals of the acupuncture therapy were to relieve
the headaches and address the blood deficiency, liver qi
stagnation, and gall bladder channel obstruction. The
goal of the chiropractic spinal manipulative therapy
was to restore active and passive cervical spine range of
motion. The supine lateral cervical break technique was
administered to the upper cervical spine to address the
segmental dysfunction. No other areas were manipu-
lated, and no physical therapy or modalities were used
at this time.

Table 1 lists points that were used on the first, third,
and fifth visits to relieve the headaches and harmonize
the paired liver and BL. The patient was lying supine
for these points. She was seated for the insertion of BL
18 (1.5 cun lateral to T9) and BL 19 (1.5 cun lateral to
T10), bilaterally, with a Tai-Chi Power 80, 0.25 × 50
mm, sterile single-use acupuncture needle, which was
then twirled clockwise, pressed in a caudal direction
against the skin, and taped so that she could lie back
down. The choice of GB 1, GB 8, and GB 20 was made
because these points were very tender to palpation and

image of Fig�2


Table 1 Acupuncture points used, and Traditional
Chinese Medicine reasons, to treat gallbladder channel
obstruction and liver qi stagnation

GB 1, Tong Zi Local Ashi point, relieve pain of headache,
crossing point of SI and TW

GB 8, Shuai Gu Local Ashi point, treats migraines, meeting
point of GB and BL meridians

GB 20, Feng Chi Treats headaches, clears heat and wind from
the liver

GB 34, Yang
Ling Quan

Lower He-Sea point

GB 43, Xia Xi Ying-Spring point, clears heat from GB
meridian, treats headaches

BL 18, Gan Shu Back-Shu point of liver, regulates and
nourishes liver blood, cools fires and
clears damp heat

BL 19, Dan Shu Back-Shu point of gallbladder, resolves
damp-heat from LV and GB, clears
pathogenic factors from the shaoyang,
tonifies and regulates GB Qi.

LV 8, Quguan Nourishes the liver
LV 3, Tai Chong Shu stream point. Opens the LV channel.

Treats headaches and chronic pain
obstruction, treats LV qi stagnation, calms
the spirit, with LI 4 to effect flow of qi
and blood in the body, resolving chronic
painful obstruction.

LI 4, He Gu Alleviates headache, with LV 3 to move qi
and blood in the body, resolving stagnation
causing pain

LV 5, Li Gou Luo-connecting point, strengthen the liver
Yintang Local Ashi point, extra point to relieve

headaches.
TW 5, Waiguan Luo-connecting point. Opens the GB channel.

Relieve headaches and migraines.
H 7, Shen Men Tonify deficiencies of qi, heart, and blood
PC 6, Nei Guan Luo-connection point, regulate qi and

decrease pain
SI 3, Hou Xi Master point of GV, to diminish neck pain,

alleviate dizziness
Taiyang Extra point, combined with TW 17 and

GB 8 for migraines, key headache point
TW 17, Yi Feng Intersection of TW and GB meridians,

for migraines

SI, small intestine; TW, triple warmer; L, liver; GB, gallbladder.

Table 2 Acupuncture points used, and Traditional
Chinese Medicine reasons, to treat the blood deficiency

BL 17, Ge Shu Influential point of blood, used with
BL 19 to nourish blood, for scanty
menstrual periods, dry and
eczematous skin

BL 18, Gan Shu Liver Back-Shu point, for blood and qi
stagnation and all LV issues, for stress

BL 19, Dan Shu Gallbladder Back-Shu point, for
tonifying blood, resolving damp heat in
LV and GB

BL 20, Pi Shu Back-Shu point of spleen, for low
energy, fatigue, low SP qi

BL 23, Shen Shu Back-Shu Point of kidney, tonification
point for K, dysmenorrhea, fatigue

BL 52, Zhi Shi Reinforce K Back-Shu
LI 4, He Gu Alleviates headache, with LV 3 to move

qi and blood in the body, resolving
stagnation causing pain

LV 3, Tai Chong Treats LV qi stagnation, and LV qi rising,
digestive issues from LV attacking ST/SP,
alleviates menstrual pain from blood
deficiency, headaches, calming point,
with LI 4 to effect flow of qi and blood
in the body

SP 10, Xue Hai Treats blood deficiency and
invigorates blood

SP 6, Sanyinjiao Intersection of SP, LV and K, yin meridians
of the leg. Tonify yin and
blood, treats dizziness, dysmenorrhea

ST 36, Zusanli Lower He-Sea point, tonify qi and blood
SP 4, Gong Sun Chong Mai master point coupled with PC 6,

treats abdominal and gynecological issues
due to stagnation of qi and blood

PC 6, Nei Guan Yin Wei master point couple, alleviate pain,
invert rebellious qi

K 3, Tai Xi Build kidney yin and yang
K 7, Fu Liu Tonifies kidney yang
TW 6, Zhigou Jing river point, harmonize lower, middle

and upper Jiao
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because GB 1 was the location of her most intense
headaches. GB 20 was also needled with the patient in a
seated position. She then reclined supine on the
treatment table with the headpiece wide enough to
accommodate the GB 20 needle, and GB 1 was needled
during the same session.

Table 2 lists points that were used on the second,
fourth, sixth, and 3 subsequent follow-up visits after
her headaches resolved. The goal was to address the
blood deficiency. Patient was lying prone for these
points. The reason that treatment of the gallbladder
channel obstruction and liver qi stagnation and
treatment of the blood deficiency were done on
different days was because it was felt that there
would be too many points used if these were done all
on the same treatment session.

The needle type used was Tai-Chi Power 80, 0.18 ×
15 mm, over face points, Tai-Chi Power 80, 0.25 × 30
mm, on arms and legs, single-use, sterile needles; and
on BL 18 and BL 19, when patient was lying supine,
Tai-Chi Power 80, 0.25 × 50 mm, single-use needles
were used. The needles remained in place for 35
minutes after the arrival of “deqi” (a heavy pressure,
achy, dull, or pulling sensation) was obtained; needles
were twirled clockwise slowly at desired points for
tonification effect, namely, ST 36, K 3, K 7, BL 18, and
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BL 19. At GB 1, needle insertion was 0.5 cun obliquely
toward GB 8. This method of needling can simulta-
neously stimulate one of the extra acupuncture points,
Tai Yang (M-HN-9).

Dietary treatment was designed to reintroduce fruits,
vegetables, and proteins to her daily regimen. The
reason for the diet change is that it was suspected that
her recent diet was high in refined simple carbohydrates
and low in protein, and may have contributed to the
elevated liver enzymes. 13 No supplements were given
to the patient.

The first treatment was acupuncture only, after
which the patient reported she had no headache for 2
hours (Table 3). When the headache returned to the
original location over her right eye, GB 1, and temple, it
was less intense than that in the prior day. The second
treatment was acupuncture only, after which the patient
reported a 90% reduction in headache intensity over the
same area for the remainder of the day. The third
treatment was acupuncture and spinal manipulative
Table 3 Dates and treatment rendered

Treatment #1, Day #1 Acupuncture for headaches,
GB channel
obstruction/LV qi stagnation

Treatment #2, Day #5 Acupuncture for blood deficiency

Treatment #3, Day #7 Acupuncture for headaches,
GB channel
obstruction/LV qi stagnation

Treatment #4, Day #13 Acupuncture for blood deficiency

Treatment #5, Day #15 Acupuncture for headaches,
GB channel
obstruction/LV qi stagnation

Treatment #6, Day #20 Acupuncture for blood deficiency

Treatment #7, Day #28 Acupuncture for blood deficiency

Treatment #8, Day 55 Acupuncture for blood deficiency

Treatment #9, Day 98 Acupuncture for blood deficiency

SMT, Spinal manipulative therapy.
treatment, after which the patient reported that her
headache was now no longer over her right eye and
temple, but localized over her right suboccipital area,
over GB 20. The fourth treatment was acupuncture and
spinal manipulative treatment, after which the patient
reported that the headache was still reduced by 90%
from its original intensity and localized on the right side
of her neck. The fifth treatment was acupuncture and
chiropractic spinal manipulative treatment (high-veloc-
ity, low-amplitude, manual technique), after which the
patient reported that her headache over her right
temple, eye, and neck was completely gone.

The patient received 5 treatment sessions in a 2 week
period, after which she reported no further headaches.
Four follow-up treatments of acupuncture and chiro-
practic spinal manipulation were continued over an 11-
week period to monitor the headaches, her response to
the reintroduction of varied foods into diet, and her
liver enzyme levels (Table 4). At the time of her last
treatment session, she continued to be headache-free;
History, examination
Acupuncture only

After visit summary:
Patient reports she had
complete relief from headache
for 2 h after acupuncture.
Headache returned in the evening.

Acupuncture only After visit summary:
Patient reports headache
located over right eye and
temple, subsided completely
until the next day.

Acupuncture and SMT After visit summary: Patient
reports 90% reduction in
frequency and intensity of
headaches over 6-dperiod.

Acupuncture and SMT After visit summary: Patient
reports pain in
right upper cervical spine
region and occipital headache.
No more headache over right eye
and temple.

Acupuncture and SMT After visit summary:
No more headache or
neck pain. At this point, patient
reports no more headaches.

Acupuncture and SMT After visit summary: No headache
or neck pain reported.

Acupuncture and SMT After visit summary:
No headache reported.

Acupuncture and SMT After visit summary:
No headache reported.

Acupuncture and SMT After visit summary:
No headache reported.



Table 4 Liver enzyme levels

Test name Reference levels April 2010 July 2010

AST 10-30 U/L 66 24
ALT 6-40 U/L 174 38

ALT, alanine aminotransferase; AST, aspartate aminotransferase.
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her diet was varied and normal; and her liver enzymes
had returned to normal healthy levels. One year later,
the patient was contacted; and she reported no
recurrences of headaches. The patient gave permission
for publication of this case study.
Discussion

This case study supports the literature that recom-
mends acupuncture as first-line therapy for migraines. 9

Spinal manipulative therapy has been reported to be an
effective prophylactic therapy for migraines14 and
treatment of CTTHs.10,15

Observational and population-based studies describe
progressive migraine headaches that become CDHs, a
condition that affects 3% to 5% of the population with
episodic headaches. 16-21 Chronic daily headaches are
defined as primary headaches that occur at least 15 days
per month,22-26 although they are not described in the
International Classification of Headache Disorders
(ICHD)–2 criteria.

Two of the most common primary headaches are
TTHs and migraine headaches. 9,22 Most CDHs are also
either chronic migraines or CTTHs.23 According to the
ICHD-2,CTTHsarecharacterizedasTTHsfor at least 15
days per month, lasting at least 3 months, with less than
8 days per month meeting the criteria for migraine. 27

Tension-type headaches are described as being
bilateral, nonpulsating, tightening, or squeezing sensa-
tion around the head and not aggravated by activity.
Tension-type headaches are not accompanied by
moderate or severe nausea and vomiting, and only
one of the following: photophobia, phonophobia, or
mild nausea.22,27

When CTTHs are accompanied by less than
8 migraines per month, the ICHD-2 classifies these
patients as having CTTH with migraine. 21,27 The term
chronic migraine has been suggested as being more
appropriate to describe migraine attacks superimposed
on a background of daily TTH.22,23 The ICHD-2
criteria use the term chronic migraine specifically
when patients experience more than 8 migraines per
month for more than 3 consecutive months. 27
According to the ICHD-2 criteria, migraine head-
aches are characterized by unilateral, moderate-to-
severe pulsating pain that is aggravated by activity.
Migraines are accompanied by either nausea and
vomiting or light and sound sensitivity, and at least
one of the following: visual changes such as scintillat-
ing scotomas, fortification spectra or photopsia,
sensory changes (either paresthesia or numbness),
unilateral weakness, or aphasia. 27

Headaches can evolve and become chronic, which
may lead to analgesic drug overuse1,2 and can result in
concurrent secondary headaches called medication
overuse headaches or rebound headaches. 2,16,27 Med-
ication overuse headaches are described as headaches
that are present on more than 15 days per month, with
regular use for more than 3 months of either (1)
ergotamine, triptans, opioids, or combination analgesic
medication on more than 10 days per month or (2)
simple analgesics or any combination of ergotamine,
triptans, and analgesic opioids on more than 15 days
per month.26 Most notably, the headache worsens
during the period of medication overuse. 18,19,21,23

What differentiates the quality of MOHs from CTTHs
most clearly is that MOHs worsen significantly with
mental or physical exertion, whereas CTTHs do not.
Medication overuse headaches occur in approximately
1% of the population28 and can be a major contributing
factor in the transformation of episodic headaches to
CDHs.29 According to the ICHD-2, the diagnosis of
MOH is made when medication is withdrawn for 2
months and the headache either resolves or reverts to its
previous episodic pattern. 27 Thirty percent of all CDH
patients are estimated to have MOH.20

The term transformed migraines is used to describe a
progressive evolution from episodic migraine headaches
to chronic migraine headaches, formerly called mixed
headaches,19 80% of the time against a background of
MOH,20-25 although this evolution can also occur
without medication overuse.25,26,30-32 Some authors
state that 14% of patients will transform from episodic
to chronicmigraine headaches.21 Transformedmigraines
are not addressed in the ICHD-2.19,21-23 Migraines can be
chronic, more than 8 migraines per month for 3 months
according to ICHD-2 criteria,27,30 without being trans-
formed. Transformed migraines, which are daily or
near-daily “mixed” TTH and migraine in nature,19,28

occur predominantly in women, starting as strictly
simple episodic migraines associated with or (more
commonly) without auras in the teens and early
20s. 25,28 They then change (hence “transform”),
becoming more frequent and less severe, losing their
episodic nature,19,25,28 and becoming associated with
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allodynia or reduced pain thresholds33,34 and changes
in the periaqueductal gray matter.24

Patients who have migraines are the most likely to
overuse medications. 35 Approximately 65% of patients
with chronic daily MOHs had migraines, 27% had
TTHs, and 8% had mixed or other types of primary
headaches. 36-39 Treatment of transformed migraines
usually involves discontinuing the medication that is
creating the MOH and preventatively managing the
episodic migraines with pharmaceuticals. 20,24-26

Chronic migraines are described in the ICDH-2 as
primary headaches occurring more than 15 d/mo for
more than 3 months, with at least 8 days meeting the
criteria for migraine. When the migraine headaches
occur less than 8 days per month, against a backdrop
of CTTH, without medication overuse, the description
of CTTH with superimposed migraine is most
accurate. 19,27,31 It is estimated that 2.5% of patients
with either high-frequency (10-14 headaches per
month) or low-frequency (b10 headaches per
month) migraine will transition to chronic migraines
(≥15 headaches per month). 24,25

The reason this headache case is not described as a
transformed migraine is because the medication use did
not meet or exceed that required to describe a migraine
headache superimposed on a MOH; however, it is
possible that this patient developed a transformed
migraine without medication overuse, as there are
proposed classification criteria for transformed mi-
graines both with and without medication overuse. 19

When episodic migraines become progressively more
chronic in nature, differentiating a transformed mi-
graine without medication overuse from a chronic
migraine becomes a difficult and debatable subject. 37-39

For the sake of conforming to the current ICHD-2
criteria in this case, the term transformed migraine is
not used, although it could be an accurate description;
and because of the low frequency of migraine headaches
(b8 migraines per month), the term chronic migraine is
not used.

In Traditional Chinese Medicine, GB 1, GB 8, and
GB 20 points together with K 3 and ST 36 (specifically
nourishing kidney yin, tonifying qi, and calming shen)
are thought to resolve the liver qi stagnation and gall
bladder channel obstruction, tonifying the qi and blood.
In Western medicine, stimulating GB 1, GB 8, and GB
20 is thought to lead to changes in the nervous system
and blood circulation.

GB 1: Located beneath this point are the zygomaticoor-
bital artery and vein, the zygomaticofacial nerve (V2), and
the zygomatic and temporal branch of the facial nerve.
The insertion technique needling obliquely toward GB
8 also stimulates Tai Yang by transverse insertion,
beneath which is the zygomaticotemporal nerve (V2).

GB 8: Located beneath this point are the parietal branches
of the superficial temporal artery and vein and the
anastomotic branches of the auriculotemporal nerve and
the great occipital nerve.

GB 20: Located beneath this point are the branches of the
occipital artery and vein and a branch of the lesser
occipital nerve.

Migraine attacks are thought to begin with disinhi-
bition of the trigeminal ganglion, by activation of the
contralateral thalamus and dorsal rostral brainstem,40,41

which results in the release of vasoactive peptides at the
vascular ends of the trigeminal nerve fibers. 42 The end
result of the release of these vasoactive peptides, such
as substance P, is a state of neurogenic inflammation43

and stimulation of the trigeminal nucleus 44 by
nociceptive unmyelinated C fibers. The trigeminal
nerve and upper cervical nerve root innervate the
structures in the brain with nociceptive unmyelinated C
fibers: the large cerebral vessels, meningeal blood
vessels, venous sinus, and pia and dura mater. 44

The mechanism by which acupuncture modulates
pain is by the activation of large fibers, specifically A-
Beta and A-Delta fibers, which stimulate both wide
dynamic range neurons and inhibitory neurons in layers
III, IV, and V of the dorsal horn. These touch, pressure,
and proprioceptive fibers are inhibitory or antinocicep-
tive; they modulate the pain sensation by stimulating
GABA and glycine release via interneurons at the
spinal cord level. Wide dynamic range neurons receive
highly convergent input from joints and muscles and
via the paleospinothalamic tract, and continue on to
nonspecific inhibitory thalamic nuclei. Because mi-
graines are believed to begin through disinhibition of
the trigeminal nucleus via activation of the thalamus,
this mechanism explains how acupuncture can modu-
late pain.

Activating large-diameter fibers by acupuncture can
suppress the pain signal by increasing the release of
norepinephrine and serotonin, 45-48 enkephalins, and
opioids, 49,50 which inhibit neurotransmission in the
dorsal horn. 51-54

One study showed that acupuncture-induced anal-
gesia is created by both central and peripheral
mechanisms; the peripheral endorphin release plays a
role in downregulating the neurogenic inflammation. 55

Central mechanisms include initiating descending pain
control through the insular and frontal cortex activation
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of the periaqueductal gray, the strongest center to
suppress pain, via the spinoreticulothalamic tract.

Spinal manipulative therapy also activates large-
diameter A-Beta touch, pressure and proprioceptive
fibers, deep afferents, in muscles, ligaments and joints.
Creating normal movement through exercise, mobili-
zation, or spinal manipulative therapy within a joint
stimulates normal proprioceptive receptors that activate
GABAergic receptors; this is antinociceptive and can
block pain from spinal tissues. Spinal manipulative
therapy has been shown to increase cutaneous pain
tolerance levels, 56,57 decrease local electromyographic
activity in painful joint segments, 57 as well as
potentially activate the descending inhibitory pathways
of the periaqueductal gray58 through the administration
of appropriate mechanical input.

GB 1, GB 8, GB 20, and Tai Yang represent local
“Ashi points” or tender points in Traditional Chinese
Medicine. Needling these tender points for migraine
headaches, noted Melzack in 1977, may create relief by
“hyperstimulation analgesia,” similar in nature to
trigger point therapy, increasing input to the inhibitory
mechanisms of pain as explained by the gate
theory.59,60 More recent studies that support acupunc-
ture for migraine prevention and relief suggest that the
pain relief is indeed achieved by the needling process
and subsequent neurological changes, but that the
results are not as dependent on point specificity or the
arrival of “deqi.”3,4

Headache pain relief has been obtained from
needling both acupuncture points and sham points. 3-9

It is interesting to question, however, whether the sham
acupuncture points used were actual acupuncture
points in acupuncture traditions other than Traditional
Chinese Medicine and whether the neurological input
that occurred during the sham acupuncture treatment
was sufficient to trigger the central and peripheral
changes associated with acupuncture analgesia.

The liver-gallbladder system in Oriental medicine
bears no correlation to the liver and gallbladder in
Western medicine. The patient's unusual diet of highly
refined carbohydrates and low protein and her level of
fatigue led to the comprehensive metabolic panel order
and the discovery of the elevated liver enzymes. The
most likely reason for the elevated liver enzyme levels
was the unusual high-carbohydrate, low-protein nature
of her diet 13 and perhaps, but less likely, the
prolonged nonsteroidal anti-inflammatory use. The
reason a patient may develop liver qi stagnation and
gallbladder channel obstruction is from prolonged
emotional stress and/or liver blood deficiency. The
patient's prolonged inappropriate diet likely contrib-
uted to deficiencies in the spleen's transformation and
transportation functions, eventually causing the blood
deficiency, which in turn led to the liver qi stagnation.
As the kidneys are the mother of the liver, the kidneys'
deficiency may induce secondary liver qi stagnation
as well.
Limitations

As this is a study of one patient, it cannot be certain
that the treatment was responsible for the response in the
patient, as there are other uncontrolled factors. As well,
it is not quantifiable howmuch of the headache could be
attributed to the patient's unusual 5-month diet and how
much relief could be attributed to the gradual balancing
of the food groups. However, it is suspected that the diet
was not a precipitating factor because the onset of
migraines started in her teens. It is also not known what
relationship the headache that began in 2009 had to the
headaches that were diagnosed and treated pharmaco-
logically in 2002, although she described them as being
similar in nature (chronic daily TTHs with migraines a
couple of times a month). It is also possible that an
improvement in the daily headaches was due to
cessation of analgesic use. This would have meant
that the chronic daily TTHs were MOHs and that the
migraines were being maintained by analgesic overuse.
Additional limitations of this case report are that this
study was of one patient and that the results may not be
generalizable to the broader population with headache
disorders. Furthermore, there remains the possibility
that the treatment had a placebo effect resulting in the
patient improving. Larger studies are needed to
determine if the combination of acupuncture with spinal
manipulation is more effective than either proven
therapy alone for populations with CTTH and super-
imposed migraines.
Conclusions

A patient presented with CTTH with superimposed
migraine headaches of 5 months' duration. She had not
been headache-free without pharmaceutical therapy
since she was a teenager. Her headaches resolved after
the first 5 sessions, and she reported that she was
headache-free 1 year later. The combination of
acupuncture with chiropractic spinal manipulative
therapy seemed to be a reasonable alternative manage-
ment strategy in managing this patient's headaches.
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