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Abstract:

Objective: Toidentify themain characteristicsof classic
migraine, with specific regard to diagnostic criteria for
manual therapy practitioners, including chiropractors
and osteopaths.

Method: Ten case studieson migrainewerereviewed for
the symptoms and clinical features.

Results: The majority of cases reviewed as classic
migraines were in reality not correct diagnoses in
accordance with standard classification systems. Some
cases had classic signs which may have been
missinterpreted, whilst other cases had possible
inconsistent symptoms making diagnosis difficult.

Discussion: The various classification systems are
presented with guidelines for diagnosis to assist
practitioners making the accurate diagnosis.

Key Indexing Terms. Migraine, diagnosis, manual
therapy

INTRODUCTION

Migraine is probably a very old condition. During the
second century, Galen (AD 138-210) wasthefirst to use
the term hemicrania which was later changed to
hemigranea, and from this “megrim” and migraine
developed. Galen al so postul ated asympatheti c connecting
system between the stomach and thebrain after observing
the nausea and vomiting associated with migraine (1).

Migraine is still a common disorder in society, with an
estimated incidencein the USA of 6% of malesand 18%
of females(2). A study in Australiafound the incidence
of migraineisestimated at 12%, with the cost to industry
an estimated $250 million (3). Linet et al found migraine
isone of the most frequent reasonsfor consultationswith
general practitioners, affecting between 12 million (4) to
18 million (5) people each year in the USA.

Theestimated costinUSA is$25billioninlost productivity
dueto 156 millionfull timework daysbeinglost eachyear
(5, 6).
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One classification of migraine was based on adefinition
from theresearch group on migraine and headache of the
World Federation of Neurology in 1969: “A familial
disorder characterised by recurrent attacks of headache
widely variable in intensity, frequency and duration.
Attacksarecommonly unilateral and areusually associated
with anorexia, nauseaand vomiting. In some casesthey
are preceded by, or associated with neurological and
mood disturbances. All of the above characteristics are
not necessarily present in each attack or in each patient”

(@).

Another classification of migraine headachesishbased on
symptoms. For example, facia migraine; vertebrabasillar
migraine; complicated migraine; ophthalmoplegic
migraine; hemiplegic migraine and retinal migraine (8).

The traditional categories of migraine headaches are
common and classical. The common or non-classica
migraine is the more common type and is not associated
with sharply defined neurological disturbances. Classic
migraine is defined as a recurrent periodic headache
which is proceeded or accompanied by transient visual,
sensory, motor or other focal cerebral symptoms (9).

A new classification system of chronic headaches has
been provided by the Headache Classifi cation Committee
of the International Headache Society (IHS). The IHS
classify headachesin 13 categoriesincluding several sub-
categories. Theseinclude: migraine, tension, cluster and
asub- category 11.2.1- cervicogenic headache (10) (See
Table 1.).

Thefollowing table is the sub-classification of migraine
based on Headache Classification Committee of the IHS.
The IHS classify migraine in 18 sub- categories (See
Table 2).

Migraine has been shown to be arecurrent and disabling
problem which often does not respond favourably with
treatment. However, some studies have demonstrated
significant reductionin migrainesfollowing chiropractic
intervention(6,11,12,13,14,15,16,17,18). A misdiagnosis
of migraine or cervicogenic headache could give a
misleading positive result for improvement (19).
Therefore, an accurate diagnosis needsto be made, based
on standard accepted taxonomy.

Thispaper will identify themain characteristicsof classic
migraine, with specific regard to diagnostic criteria for
other headaches relevant to practitioners. In addition it
will review ten case studies on so-caled migraine in
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accordancewith standard classification systems, for their
symptoms, clinical features and accuracy in diagnoses.

Table 1 - Headache Classifications

Category 1 Migraine

Category 2 Tension-type headache

Category 3  Cluster headache and chronic paroxysmal
hemicrania

Category 4 Miscellaneous headaches un-associated
with structural lesion

Category 5 Headache associated with head trauma

Category 6 Headacheassociated withvascular disorder

Category 7 Headache associated with non-vascular
intracranial disorder

Category 8 Headache associated with substances or

their withdrawal

Category 9 Headache associated with non-cephilic
infection

Category 10 Headache associated with metabolic
disorder

Category 11 Headache or neck pain associated with
disorder of cranium, neck, eyes, nose,
sinuses, teeth, mouth, or other facial or
cranial structures

Category 12 Cranial neuralgia's

Category 13 Headache not classifiable

Table 2 - Category 1: Migraine

11 Migraine without aura
1.2 Migraine with aura
1.2.1  Migraine with typical aura
1.2.2  Migraine with prolonged aura
1.2.3 Facia hemiplegic migraine
1.24 Basilar migraine
1.25 Migraine aura without headache
1.2.6  Migraine with acute onset aura
1.3 Ophthalmoplegic migraine
14 Retinal migraine
15 Childhood periodic syndromes that may be
precursors to migraine
151 Benign paroxysmal vertigo
15.2 Alternating hemiplegia
1.6 Complications of migraine
1.6.1  Status migrainous
1.6.2 Migrainousinfarction
17 Migrainousdisorder not fulfilling abovecriteria

FEATURES OF CLASSIC MIGRAINE

The aura is perhaps the most common feature of the
classic migraineandisthedistinguishing feature between
common and classic migraine (20, 21). It has been
described by migraine sufferers as an opaque object, or a
zigzag line around a cloud, even cases of tactile
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hallucinations have been recorded (22).

Migraines are always accompanied by a characteristic
pain site, usually unilateral, but may change sides. The
pain isfelt deeply behind the eye and it may involve the
temporal and frontal lobes, and may extend down the
shoulder and neck (20, 21). The disorder characterized
by recurrent attacks of headaches widely variable in
intensity, frequency and duration (20).

Depending on the severity of a megrimous attack it is
apparent that most, if not al of the body systems can be
affected. Consequently migraine posesan horrific threat
which debilitates the regular sufferer to varying degrees.
Some of the effects of migraine include headaches, an
observable hazy aura or scotoma, photophobia,
scintillations, nausea and unsteadiness (22).

Headaches are just one of the sources of pain from
migraine (19). They may occur unilaterally, centraly, or
universally, and arenot limited to onelocation. Thepain
may shift position during a migraine, or shift position
from attack to attack. The onset of headacheis an early
warning sign which can start out mildly, as adull ache,
and progress to athrobbing vascular headache. In some
documented casestudiessleepwasabletoavertamigraine
if the sufferer dept in the early stages of onset of the
headache (22).

Hypersensitivity to light, scintillations that move about
the field of view, and feelings of vertigo. This group of
symptomsishby no meansan exhaustive representation of
the discomforts migraine can cause (20,21,22).

CASE 1

A 68-year-old-female, 165cmtall Caucasianwhoweighed
63kg presented with achief complaint of severemigraine
episodes. Each episodelasting the duration of three days
at a frequency of one episode per week for many years.
Thepatient reported moderateto severetransient posterior
neck and shoulder pain. There was aso a history of
benign positional hypotension, which seemed to be
induced and aggravated by emotional stress. The patient
incurred traumaof theleft ear, fractured nose, mouth and
teeth from afall down aflight of stairs seven years ago.
No other health problems were reported.

The patient’s migraines were located in the frontal,
temporal and occipital regionsbilaterally. No symptoms
occurred to the onset of her migraines, nor did she
experience visua disturbances prior to or during the
migraine episodes. Neck pain, normally intermittent,
became constant whenamigraineoccurred. Attheinitial
visit, she had a experienced a migraine for the duration
of three dayswithout remittance. Sherated themigraine
9andtheneck pain between4and5onanincreasing pain
analogue scale of 1-10.
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The cervical ranges of motion were restricted,
predominantly inright rotation. Palpation findingswere
obvious at trapezius, suboccipital and supra scapulae
muscles due to increased tone, colour and temperature.
Motion palpation indicated restricted movement of the
C5-6facetjoint ontheright side. Further pal pation of the
supra scapular and suboccipital indicated myofibrotic
tissue. Neurological tests such as Rhombergs, and
vertebrobasilar (Maines) test, were negative.

Treatment: Theinitial treatment was muscle stripping
technique aided by a masseter machine massage across
the muscle fibres of the trapezius, suprascapularis and
temporal regions. The patient also had a cervical
adjustment of C5-6.

The patient was seen four days later, at which point she
reported that her neck waslesspainful. However, shestill
complained of right neck painand dizziness. Examination
revealed passive motion restriction at C5-6 motion
segment. Her thoracic spinewasfound to berestricted at
segment T5-6. In addition, she had mild to moderate
hypertonicity in suboccipital and cervical paraspinal
muscles and supra scapular area. She was again treated
with adjustment and soft tissue technique. The C5-6
restriction to the right was adjusted with a cervical
adjustment. The T5-6 restriction was also adjusted and
the myofibrotic tissues were treated with the masseter.

The patient returned four days later. She reported that
her migraine had improved. She no longer experienced
the symptoms of anon-classical migraine. However, the
pressure sensation was still present around her head, but
less so than prior to the commencement of treatment. No
neck pain wasreported. Examination revealed apassive
motion restriction of C1-2 motion segment. There was
hypertonicity in the suboccipital and supra scapular
muscles. The patient was treated with a cervical
adjustment at C1-2 and musclework onthe abovemuscle
groups. Neck stretching exercises were also advised.

The patient was seen one week later, and stated that her
migraine episodes had disappeared completely after the
last treatment. Inaddition, shewasnolonger experiencing
neck pain. Examination revealed passive motion
restrictionat the C1-2 motion segment, whichwasreduced
by adjustment.

The patient was contacted by telephone four weeks | ater
for afollow-up, at which point she reported she had no
return of migraine episodes or neck pain.

Diagnosis: The patient had a migraine without aura
(previously called common migraine)- Category 1.1
secondary to moderate cervical segmental dysfunction
withmildtomoderate suboccipital and cervical paraspinal
and supra scapular myofibrosis.
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CASE 2

A 38year oldfemal eschool teacher presented complaining
of chronic recurring headaches each lasting twenty four
hours, sinus trouble due to allergy, and difficulty in
sleeping. Thepatient stated sheexperienced“ migraines’

which had been occurring for years. Duringthemigraines
she experienced numbing of the fingers and nose with a
feeling of heavy fatigue. She had not noted nausea, visua

disturbances or throbbing sensations.

Shealso complained of low back painwhen on her feet all
day and pain in the left and right hip aternately when
lying on her side. Her right arm had experienced bouts
of aching that would return sporadically and last for afew
daysat atime. Bilateral toetingling was also reported at
times.

Her past history reported that she had experienced abad
fall while horseriding asateenager. However, no bones
werebroken at thetime of thefall. She had four children
and was active with her current sports being swimming
and golf. Her past treatment included drugs “Cordoral
and aspirin” for relief of pain aswell asprescription pain
killerswhich appeared to have no effect. Shehad visited
an alergist for her sinus trouble and allergy problems,
however no abnormality was detected.

On examination she had an increased thoracic kyphosis
that gave her trouble breathing and prevented her
straightening her thoracicregion. Sheexhibited aobvious
idiopathic scoliosis in the lumbar and thoracic regions.

Treatment: Treatment consisted of diversified
adjustmentsto the C1-2, T5-6, L4-5 jointsto correct the
restriction of movement. Vibrator massage, and infra-
red therapy were used to complement the treatment,
releasing muscles spasm of the region before the
adjustments were delivered. The patient was given 13
treatments over the next two months and four treatments
in the two months following.

Two weeks into the treatment the patient’s headaches
disappeared and she noticed remarkableimprovement in
her sleeping. Her headachesdid not return until after the
first month following atrip in which she had drivenfrom
Sydney to Melbourne and back. During the four months
of treatment the patient experienced only two headaches
and she reduced her medication to nil.

Diagnosis: The patient had possible “Headache or neck
pain associated with disorder of cranium, neck, eyes,
nose, sinuses, teeth, mouth, or other facial or cranial
structures’- Category 11or 11.2.1 Cervicogenic Headache.
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CASE 3

A 25year old woman presented with neck painwhich had
commenced with slow onset (overnight) 2 days previous
to her initial consultation. During the history the patient
stated that she suffered aregular weekly headache which
she supposed was from eye strain and tension as aresult
of her clerical computer terminal work. Shereported that
she wears glasses when she isworking and recently had
upgraded her prescription glasses to a stronger lens.
Whilst questioning her about “migraine” symptoms she
described suffering fromaunilateral throbbing headache,
an aura or haziness, and photophobia. Sleep tended to
aleviate or decrease the symptoms and paracitamol did
nothing to help.

On examination, she was found to have sensitive
suboccipital and upper cervical musculature, and
decreased rangeof motion at thejoi nt between the occiput
andfirst cervical vertebra, theatlanto-occipital facetjoint
(Occ-C1), coupled with pain on flexion and extension of
the cervical spine.

Treatment: She received chiropractic treatment to her
Occ-C1 joint and the affected hypertonic musculature.
Theaim of treatment wasto reduce the dysfunction of the
upper cervical spineinanattempt todecreasethemigraine
frequency. Other investigations recommended were; to
have diet assessed or possibly undertake a controlled
prescribed eliminationdiet, al soafurther eyeexamination
by an optometrist. She was shown some stretches and
other exercisesfor her neck musclesand proved compliant.
She was also asked to be aware of her own eye function
and monitor that along with noting the frequency and
duration of any migraines.

Over the next 6 consultations, she reported that she had
suffered one migraine of several hours duration and that
both her old and new glasses were not as good for seeing
the computer screen at work as her unaided eyes. At
subsequent 2 week and 4 week visits she reported no
further headaches or migrainesand shewas still working
without her prescription glasses. The patient reported
feeling much better after the course of treatment and had
noticeably reduced frequency and intensity of migraines.

Diagnosis: The patient had “migraine with aura’-
Category 1.2 or 1.2.1 “migraine with typical aura’.

CASE 4

A 42 year old married femal e, wasfirst examinedin May
1995. Her symptomsincluded headachesevery third day,
which were unilateral, above the eyes in the temporal
region. The quality of the headaches were described as
tightness and banding across the head, constant, deep,
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and sometimes referring to the shoulder region. The
patient al so complained of infrequent “ migraines”, which
occurred approximately fivetimesper year. Themigraines
werea sointhetemporal region, suboccipital andbilateral.
The severity of the migraines was totally debilitating,
lasting from oneto three days. The patient described her
migraines as deep, throbbing and consistent, and she
believed them to be associated with the onset of her
headaches. The patient suffered from unexplained
infertility.

Her headaches occurred every third day, lasted for aday,
and would disappear before morning. The patient also
noticed that the headacheswere aggravated by movement
but there appeared to be no specific trigger factor. She
had never had chiropractic treatment for her headaches,
only medical treatment. She was currently taking
paracitamol for her headaches and “migraines’. There
was a history of migrainesin her family and the patient
had suffered from pneumonia and Hepatitis B.

Examination reveal ed musclehypertonicity of thelevator
scapulae, rhomboids, trapezius and anterior scalenes,
with atrapezius trigger point. Motion palpation found a
Occ-C1lrestriction, C3-4left sidebend restriction, C6 | eft
side restriction, T4 extension restriction, LI extension
withbilateral sidebend restriction, andthecervical spine
was tender on springing.

X-rays were reviewed and a left leg deficit of 9mm
resultinginleft pelvictiltand compensatory lumbar levo-
scoliosis. Grade Two spondylolisthesis was evident, as
well as mild mid-thoracic degeneration.

Treatment: On her first visit cervical adjustmentswere
performed on C1-2 and T1-2 using the diversified
approach. Over her course of treatment several other
adjustmentswere madeto correct the patient’ scondition.
Acute management also involved cervica stretches,
cervical trigger point release, as well as some postura
advice.

A scheduleof two visitsper week continuedfor six weeks.
Thepatient’ ssymptomsimproved tremendously, resulting
inareduction of her headachesto only one per week, and
she suffered no migraines. The chiropractic treatment
was reduced to once a fortnight. The chiropractor
administered several ancillary therapies over the course
of her treatment.

Diagnosis: The patient had “headache or neck pain
associated with disorder of cranium, neck, eyes, nose,
sinuses, teeth, mouth, or other facial or crania structures’ -
Category 11 0r 11.2.1 CervicogenicHeadache. A diagnosis
of “migrainewithaura’- Category 1.2 or 1.2.1“migraine
with typical aura’ is not possible due to the lack of the
presence of an aura.
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CASE 5

A 36 year-old female primary school teacher reported to
the clinic initially complaining of bilateral suboccipital
pain. The pain was constant, but there were periods
(months) without pain. The pain was severe, punctuated
by sharp stabs of focal pain upon head/neck movements.
The patient denied any past history of neck or sub-
occipital pain or discomfort, but uponfurther questioning
gave a much longer history of intermittent headaches
which shedescribed as* migraine”, whichwerebilateral,
frontal, sometimes accompanied by nausea, but never
accompanied by anauraor any other prodromal symptom.
These headaches generally started as milder frontal pain
with no posterior (occipital) pain. Less frequently the
headache progressed in pain, still bilaterally, to amuch
more severe level of intensity, accompanied by nausea,
which significantly distributed her activities of daily
living and for which analgesic medications were often
poorly effective.

Past history of treatment involved seeing chiropractors
for the past 15 years. Patient has also had treatment for
lower back pain and headaches, al so mid-thoracic muscle
pain. Medical history involved severe bronchitis 1991-
1992, secondary ear infection 1991-1992. The patient
wasinvolved in amotor vehicle accident in 1990, where
she was afront seat passenger in a head-on collision.

On physical examination, the patient had bilateral
trapezius muscles spasm, and bilateral levator scapular
withadlight fibrousfeel. Specificstatic, motion pal pation,
showed that Occ-C1, T1-2, and T4-5 restriction.
Radiological findingswereamilitary cervical spinewith
slight kyphosis, apexing at the C5and aminimal scoliosis
present.

Treatment: Acute management included trigger-point
therapy, chiropractic adjustmentsto Occ-C1, rolled towel
cervical extension exercise, acquire an adequate pillow,
adjust sleeping habit from stomach to side posture, and
adjust current reading posture. The management plan
was one treatment per week for the first 4 weeks, then
reassessthesituation. Followed by decreasingthenumber
of treatments per month for maintenance care.

In subsequent visits, the patient explained that she
experienced a ‘dull ache’, which she classified as a
‘tension headache’. For this headache she usually took
analgesics, relieving to alow ‘dull ache'. She had also
noticed an increase in her cervical ROM, and her use of
analgesic medication similarly decreased.

Diagnosis: The patient had a migraine without aura
(previously called common migraine) - Category 1.1
secondary to moderate cervical segmental dysfunction
withmildtomoderate suboccipital and cervical paraspinal
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and supra scapular myofibrosis.

CASE 6

A 28-year-oldfemal earchivist presented with complaints
of severe “migraine” that prevented activity. The pain
started at the front of her head and radiated posteriorly
and could be very severe at the peak of an attack. The
migraine headachesinitially started 9 yearsago and were
only intermittent, although they had been worse in the
past few weeks and usually occurred only during the day.
The headache became more severe as it progressed and
was aggravated by humidity, bright lights, fixed posture,
stressful situationsand alcohol. Athomesherelievedthe
pain by lying down isolated in adark room with adamp
towel over her eyesandforehead. Theinitial consultation
had to be performed in a darkened room for patient
comfort. The patient had childhood epilepsy that was
treated until the age of 22 yearsand had no other illnesses
although the medication she was taking included:
pethidine, norsondoff, antihistamines, triptonol (anti-
depressant), contraceptive pill, and inderal (for high
blood pressure). She had consulted four general
practitioners and one neurologist in an attempt to relieve
the headaches but they were unsuccessful. Therewasno
family history of migraine, only anincidenceof arthritis.

Thephysical examinationreveal ed reducedjoint mobility
at C2-3 and T5-6 vertebrae, decreased mobility in the
mid-thoracic and lower lumbar regions. There was
bilateral hypertonicity inthetrapeziusmusclewithreferred
painintothecranium. A radiological assessmentindicated
a decrease in intervertebral disc height at C2-3 and
between T5-6. Neurol ogical and orthopaedicexamination
wasunremarkabl ealthough shehad apositivecompression
and cervical Kemp’stest.

Treatment: Thetreatment consisted of an adjustment of
the C2-3vertebraand other vertebrae. Myofascial trigger
point therapy using ischaemic compression to the tight
cervical andthoracic muscul aturewasemployed. Ongoing
management included stretching exercise for cervical
spine region to provide increased mobility and decrease
muscle hypertonicity.

Diagnosis: The patient had a migraine without aura -
Category 1.1 secondary to cervical segmental dysfunction.

CASE 7

A 27 year old femal e patient, who worked as a secretary,
presented to the clinic with neck pain. She complained
of lower neck pain on the right hand side which referred
down to the shoulder and lead to blurred vision, some
temporary loss of vision and then to migraines. The
patient also stated that she noted “a bright spot that
sparkled”. Theneck painoccurred sharply when rotgt(i_%
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theneck totheright. Theonset of migraineshad beenfive
years ago, since she started working as a secretary, at a
desk, using a computer. They were however, irregular,
occurring approximately once a month.

The patient stated that since being in a car accident and
suffering “whiplash”, two months prior to chiropractic
treatment, the migraine and neck pain occurred more
frequently (once or twice aweek) and were more severe.

Hot showers and massage gave her relief from her
symptoms. She found that working with a computer for
hours at a time aggravated her neck pain, causing the
onset of migraines. She was taking medication
(paracetemol) for her migrainesasrequired and wasalso
usingacontraceptivepill. Previousmedical examination
had found swollen glands in her neck.

Physical examination revealed reduced range of motion
in the neck and shoulders. The shoulders were not level
with the right being superior to the left. The C6-7 facet
was sensitiveto springing on theright hand side. At T7-
8therewasright sided paraspinal hypertonicity andthere
were suboccipital muscle spasms on the upper cervical

spine.

The radiological assessment showed a reduced cervica
lordosis, early signs of degeneration at C4-5 and C5-6,
along with reduced intervertabral disc height and aslight
roughening of the anterior, inferior endplate of C5.
There was also some degeneration of T 8-9 with anterior
disc loss.

Treatment: The patient had received physiotherapy two
months prior to seeing the chiropractor. They used soft
tissue work and manipulation which relieved the pain,
but did not prevent the neck pain or migraines.

Chiropractic cervical and upper thoracic adjustments,
occurred over arange of two months, one treatment per
week. Soft tissue work and stretching was used on the
upper trapeziustorel easethetension and restore shoul der
levelsto equilibrium. Further visitsinvolved continued
trapezius, sub-occipital muscle rel ease with adjustments
to specific vertebrae as were needed.

After two monthsthe patient noted moderatereductionin
the migraines and some changes in visual symptoms.
The patient was referred to an optometrist for eye tests
along with monitoring eye function.

Diagnosis: The patient possibly had a Retinal Migraine
(Category 1.4) or possibly a migraine without aura -
Category 1.1. This could also be classified as Menses
Migraine, a subcategory of migraine without aura.
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CASE 8

An 11 year old boy presented to the Outpatients' clinic
with severe constant headaches. The child's visual
appearance revealed paleness, an apparent state of ill
health, and in severe pain. The patient complained of
severe headaches described as throbbing and stabbing
which seemed to centralise behind the eyes, but the pain
was throughout the entire head. He aso complained of
tiredness, weakness, neck stiffnessand muscul ar soreness
around the neck area. The headaches had been present
for aperiod of 6 monthswith norelief. The patient could
not tolerate daylight, the sheer act of movement, had a
loss of appetite with subsequent weight loss, had not | eft
the house for the most of these 6 months except for
seeking healthcare, had not attended school for the later
4 months, and pain was disturbing his normal sleeping
habits.

Thepatient first experienced these headachesafter falling
of amotorcycleandlanding on hisupper body (the patient
could not remember whether or not hefell on hishead or
any other specific area). The patient otherwise had no
previous history of headaches.

Past intervention revealed that the patient had been to a
medical practitioner at the onset of the headaches and
was put on medication which he had been taking for the
whole 6 months (exact medication not available). The
headaches persisted and the patient was referred to a
neurologist who sent him for CT Scans,
Electroencephalograms and MRI all of which returned
no possibleanswers. The patient wasthen referred to the
Camperdown Children’s Hospital where further tests
presented negative. Lastly the patient was referred to a
psychiatrist for examination.

Postural analysis of the upper body revealed a high right
shoulder and aright low occiput, head slightly turned to
theright and forward head carriage. X-ray films showed
an absence of the normal cervical lordosis. Palpation
reveal ed muscul ar spasmsof thetrapezius, levator scapul ae
and other smaller muscles of the neck. Spasms were
present bilaterally but worse on the right side. Trigger
points were widespread in many of the neck musclesand
the rhomboids, cervical range of movement was greatly
restricted dueto paininall directions(flexion, extension,
lateral flexion, rotation). Intersegmental ROM was
restricted at Cl-2, C2-3, C5-6 and T5-6 levels.

Treatment: On the initial visit treatment approach
consisted of extensivetrigger point therapy in trapezius,
levator scapulae, other smaller neck muscles and
rhomboidsfollowed by specific chiropractic adjustments
to the Occ-C1, C1-2, C5-6, T4-5. On the second visit (3
dayslater) the patient’ sheadacheshad diminished greatly
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in both intensity and frequency, he retained his appetite,
energy level and could tolerate light. The same
adjustments were needed on the second visit and more
trigger point therapy was conducted. By this stage the
patient had stopped taking all medications. The patient
was then seen once aweek for afurther four weeks. By
thefourth visit the patient had not had any headachesand
was back at school and treatment was discontinued. The
patient was given stretches and exercises to strengthen
his shoulder and neck muscles and to promote a more
normal cervical lordosis and genera ROM.

Diagnosis: The patient probably had amigraine without
aura - Category 1.1. A reasonable aternate diagnosis
would be* Headacheor neck pain associated with disorder
of cranium, neck, eyes, nose, sinuses, teeth, mouth, or
other facial or cranial structures’- Category 11 or 11.2.1
Cervicogenic Headache.

CASE 9

A 65 year old female presented to the clinic as a last
attempt for relief of chronic neck pain. She had neck
problems for over forty years. Her chief complaint was
constant radiating neck pain that was accompanied by
crackling or ringing in the ears and “migraines”’.

She experienced headaches every few daysin the frontal
and temporal regions that would last from 4-6 hours
during which ringing of the ears was most severe. The
patient had experienced a swift loss of hearing at the age
of seven and wore hearing aidson both ears. Her hearing
acuity was extremely minimal and she was al so troubled
by sinus problems, blood shot eyes, bouts of blurry vision
and felt very unsteady on her feet. She could not recall
any seriousfalls, head or neck trauma. The only fall she
remembered is off aladder whilst cleaning windows for
her mother at age 6 or 7.

Upon pal pation severe spasm and pal pable nodules were
felt in the sub-occipital and cervical muscles. Range of
motionwasdecreased inall directions. Themost notable
restrictions were C1-2 and C4. The patient had a
scoliosis that was convex to the left.

Cervical range of motion was greatly decreased with
cervical compression, Jackson's test (lat.flexion with
compression, left & right), shoulder depression (left &
right) also being positive. Cervical distraction gave the
patient slight relief. Radiographs of the cervical region
displayed narrowing of the joints CI-2 and C2-3, osteo-
arthritic changes in the facet joints at the C4, C7 levels
had developed, and a loss of the cervical lordosis.

Treatment: Treatmentsfocused on increasing mobility
to C1-2 segment, with ancillary procedures such as
trigger point therapy and myofascial rel ease techniques.
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The patient was treated for five months and initially
reported an increase in mobility in her neck, areduction
inthefrequency of theheadachesand eyeirritation. After
two months the patient noted her hearing had improved
alittle further and she felt more stable. The patient had
a hearing test at her otologist and an improvement in
hearing levelswasdemonstrated. After three monthsthe
patient has noticed that her bowel habits have become
more regular, also her family noticed they can now talk
to the patient more easily on the phone.

After four monthsthe patient had another hearing test at
otologist showing significant improvement and needed
to have new hearing aidsfitted. Her range of motion had
increased and tests conducted earlier showed to be less
significant. Muscle spasms and the presence of nodules
were less severe and radiographs were not seen as
necessary.

Diagnosis. The patient probably had aBasilar migraine
- Category 1.2.4. 1t is also possible it was Migraine
without aura- Category 1.1 or even 11.2.1 Cervicogenic
Headache.

CASE 10

A 20 year old female university student has been treated
since August 1995. She presented with a constant dull
achein the neck and stated that she had recently suffered
two severe migraine attacks. The patient revealed that
shewasinvolvedinamajor car accident in January 1995,
in which her car had been hit from the rear. She stated
that a week after the accident her dull neck ache began
and after consulting her general practitioner, wassent for
four months of physiotherapy treatment, which consisted
mainly of soft-tissue techniques of the neck and shoulder
regions.

In the four months of physiotherapy she obtained only
little relief and became very concerned after having
recently suffered the two severe migraine attacks. These
attacks each lasted for about a day and involved a
throbbing pain and accompanying symptoms such as
blurred vision, nausea and vomiting. The pain was
unilateral but did change sides. When asked about her
families medical history, the patient revealed that both
her mother and maternal grandmother suffer from
migraine headaches.

Examination found adecreased cervical range of motion,
especially in left rotation. There was considerable
hypertonicity of the sternocleidomastid and suboccipital
muscles. In segmental range of motion there was
significant occipital and atlasrestriction, particularly on
theleft. Furthermoretherewas point tendernessover the
left transverse process of the atlas. Finally a vertebral
artery test was carried out, the result being negativ’gz\.C é
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spinal radiograph of the patient showed a decreased
cervical curve.

Treatment: Theinitial treatment consisted of afew soft-
tissue techni ques and a specific adjustment to removethe
atlanto-occipital fixation.  Suboccipital and
sternocleidomastoi d rel easetechniqueswereused torel ax
these muscles and provided good relief for the patient.

The patient returned two days after the first treatment,
with slight improvement of her symptoms. She stated
that the upper cervical pain was less severe but that she
wasnow feelingalittlebit of tensioninthelower cervical
region. Motion palpation of the cervical spine revealed
asubluxation of thefifth cervical vertebra(C5). Theatlas
wasstill restricted in left rotation but wasalot better than
beforethefirst adjustment. Thesecondtreatment consisted
of some muscle release techniques and two cervical
adjustments, one of the atlas and the other C5.

By the patient’s third visit the patient was feeling a lot
better and seemed less distressed. Treatments from this
point onwardsweresimilar tothefirst two, with particular
attention placed on the upper cervical spine. The

CLASSIC MIGRAINE OR NOT CLASSIC MIGRAINE
TUCHIN & BONELLO

importance of maintai ning agood posturewasstressedin
al the patient’ s visits to the clinic.

The patient wastreated for aperiod of two monthsandin
this time she did not have a recurrent migraine attack.
Her dull neck acheslowly diminished with eachtreatment
and was non-existent at the end of the two months. Not
only did thepatient becomelessdistressed, shealso stated
that her general health improved dramatically.

Diagnosis: The patient had “migraine with aura’-
Category 1.2 or 1.2.1 “migraine with typical aura’.

CONCLUSION

These case studies highlight complaints made regarding
a large degree of overlapping in the new classification
system (15,23,24,25).

Practitioners need to be critically aware of diagnostic
criteria when presenting studies or case studies on
effectiveness of their treatment (26). Thisis especially
important in presentation of migraine and manipulative
therapy research (27,28,29,30).

Table 3 - Review of Selected Cases Presenting with Migraine

CASE MAJOR PATIENT SUGGESTED TREATMENT RESULT
FINDINGS FEATURES  DIAGNOSS
1 Decreased ROM 68y.0. F Migrainewithout aura Soft tissue C5-6 & T5-6 Neck pain reduced, migraines
Posterior neck & shoulder home duties  (common migraine) adjustments not as frequent.
pain
2 Chronic recurring HA, 38y.0.F Cervicogenic C1-2, 756 & L4-5 seep improved, HA reduced,
sinus pain, lack of sleep teacher Headaches adjustment, soft tissue and medication decreased
infracred therapy
3 Suboccipital & cervical 25y.0.F Migrainewithaura  Occiput-C1 adjustments, ~decreased migraines, no longer
pain, decreased ROM clerk stretches, diet modifications uses eye-glasses
Photophobia
4 Unilateral frontal 42y.0.F Cervicogenic C1-2 and T1-2 adjustments,  reduction of headaches, &
headache decreased ROM  home duties headaches stretching and heel lifts. migraines
neck and shoulder pain
5 Suboccipital headaches 36y.0.F Migrainewithout aura  Trigger point therapy, Increase ROM, decreasein
with focal pain on head teacher (common migraine)  Occiput-C1 adjustments, headaches only has a dull ache
and neck movement, MVA cervical exercies rarely
1990
6 Reduced cervical ROM, 28y.0.F Migrainewithout aura C2-3 &5-6 adjustments, reduction in migraines
decreased thoracic and archivist Trigger point therapy,
lumbar mobility stretches
7 "Whiplash" 2months prior, 27y.0. F Retinal Migraine/ C6-7 T8-9 adjustments, soft Moderate reduction in
reduced cervical ROM, secretary Menses Migraine  tissue therapy, stretching migraines and slight changesin
muscle spasm and cervical exercises visua symptoms
Blurred or temporary loss
of vision
8 Pale appearance, tired, 11y.0.M Cervicogenic headache Trigger point therapy, = Reduced headaches, increased
wesk, stiff cervicals, student cervical and thoracic energy & appetite
previous motorcycle adjustments, stretchesand  better tolerance to light. All
accident, muscle spasms, exercise medication stopped
absence of normal cervical
lordosis
9 Loss of hearing, sinus 65y.0.F Basilar Migraine, Trigger point therapy, Reduced headaches and eye
problems, blurred vision. retired  cervicogenic headaches ~ Myofascia release, irritation, moderate hearing &
fall from ladder, cervica activator adjustments ROM increase
ROM reduced, DJD
10 MVA 1995, blurred 20y.0.F, Migrainewith aura  Soft tissue therapy, specific  Decreased pain, reduced
vision, nausea, vomiting, student chiropractic adjustments  migraine frequency, improved
family history of migraine, general hedth
decresed cervical ROM
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