
Physical and Manual Modes of Therapy 

Physical and manual modes of therapy are important therapeutic modalities for the acute rehabilitation of 
cervicogenic headache.42 A controlled trial testing the effectiveness of therapeutic exercise and manipulative 
treatment for cases of cervicogenic headache found that efficacy was not substantially affected by age, gender, 
or headache chronicity in patients with moderate to severe pain intensity.43This finding suggests that all 
patients with cervicogenic headache could benefit from manual modes of therapy and physical conditioning. 
Another study comparing an exercise program with manipulative therapy for cervicogenic headache reported 
substantial and sustained reductions of headache frequency and intensity that were similar in both treatment 
groups but with a trend toward greater efficacy when the treatment modalities are combined.44 
A review of the medical literature suggested that the efficacy of physical treatment modalities for the long-term 
prevention and control of headaches appears greatest in patients who are involved in ongoing exercise and 
physical conditioning programs.45 

Osteopathic manipulative techniques such as craniosacral, strain-counter strain, and muscle energy techniques 
are particularly well suited for the management of cervicogenic headache. High velocity, low amplitude 
manipulation can be carefully used in some patients, though it is not unusual to observe an increase in 
headache intensity after manual modes of therapy of this type, especially if it is delivered too vigorously. 
Physical treatment modalities are generally better tolerated when initiated with gentle muscle stretching and 
manual cervical traction. Therapy can be slowly advanced as tolerated to include strengthening and aerobic 
conditioning. Using anesthetic blockade and neurolytic procedures for temporary pain relief can enhance the 
efficacy and advancement of physical modes of therapy. 
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Abstract 

Cervicogenic headache is a syndrome characterized by chronic hemicranial pain that is referred to the head from either 

bony structures or soft tissues of the neck. The trigeminocervical nucleus is a region of the upper cervical spinal cord 

where sensory nerve fibers in the descending tract of the trigeminal nerve (trigeminal nucleus caudalis) are believed to 

interact with sensory fibers from the upper cervical roots. This functional convergence of upper cervical and trigeminal 

sensory pathways allows the bidirectional referral of painful sensations between the neck and trigeminal sensory receptive 

fields of the face and head. A functional convergence of sensorimotor fibers in the spinal accessory nerve (CN XI) and 

upper cervical nerve roots ultimately converge with the descending tract of the trigeminal nerve and might also be 

responsible for the referral of cervical pain to the head. 

Diagnostic criteria have been established for cervicogenic headache, but its presenting characteristics occasionally may be 

difficult to distinguish from primary headache disorders such as migraine, tension-type headache, or hemicrania continua. 

This article reviews the clinical presentation of cervicogenic headache, proposed diagnostic criteria, pathophysiologic 

mechanisms, and methods of diagnostic evaluation. Guidelines for developing a successful multidisciplinary pain 

management program using medication, physical therapy, osteopathic manipulative treatment, other nonpharmacologic 

modes of treatment, and anesthetic interventions are presented. 
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Neck pain and cervical muscle tenderness are common and prominent symptoms of primary headache disorders.1 Less 

commonly, head pain may actually arise from bony structures or soft tissues of the neck, a condition known 

as cervicogenic headache.2 Cervicogenic headache can be a perplexing pain disorder that is refractory to treatment if it is 

not recognized. The condition's pathophysiology and source of pain have been debated,3-5 but the pain is likely referred 

from one or more muscular, neurogenic, osseous, articular, or vascular structures in the neck.6 

The trigeminocervical nucleus is a region of the upper cervical spinal cord where sensory nerve fibers in the descending 

tract of the trigeminal nerve (trigeminal nucleus caudalis) are believed to interact with sensory fibers from the upper 

cervical roots. This functional convergence of upper cervical and trigeminal sensory pathways allows the bidirectional 

referral of painful sensations between the neck and trigeminal sensory receptive fields of the face and head.6 
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Neck Pain as a Manifestation of Migraine 
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