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The Effect of Trigger Point Injection and C.-ganglion
Block for the Patients with Chronic Headache

Chan-Woo Song, M.D. and Jung-Won Kim, M.D.

Neuropain Clinic, Department of Anesthesiology, College of Medicine,
Inje University, Seoul, Korea

Headache is a common disease of the general population. But the main problem in any study
of headache has been that of defining the disease entities. In 1988, the Headache Classification
Committee of the International Headache Society introduced operational diagnostic criteria
for all headache disorders into 13 major group; migraine, tension-type headache, cluster
headache and chronic paroxysmal hemicrania etc.

Sjaastad was the first to describe “cervicogenic headache”, one of various head pain
syndromes that probably originate in the cervical spine.

Between March 1995 and June 1995, we studied 78 out-patients of the Department of Neuro
pain clinic, Sanggye Paik Hospital, Inje university. We divided the patients into three study
group: fifty-three patients with tension-type headache, 13 with cervicogenic headache, and 12
with migraine headache. The reponse of trigger point injection and C.-ganglion block in pa-
tients was investigated. We paid particular attention to the response of trigger point injection
in patients of the three group.

The effect of trigger point injection was more marked in tension-type headache group than
in the other categories. The pain reduction after C,-ganglion block was more marked in
cervicogenic headache group than in the others.

Key Words: C.-ganglion block, Headache, Trigger point injection
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Fig. 4. Anatomy of the suboccipital region by layers.
SM: sternocleidomastoid, T: trapezius, gon: greater occipital nerve,
ton: third occipital nerve, SP: splenius, SS: semispinalis capitis
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Fig. 5. The vascular-supraspinal-myogenic integra-
tion model of migraine.

L
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scending trigeminal spinal tract}?] FA LS
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Table 1. Main Diagnostic Criteria for Cervicogenic Headache

(for the complete criteria, see Sjaastad et al. 1990)

1) Major symptoms and signs
Unilatral headache
Symptoms/signs of neck involvement

pain precipitated by mechanical pressure to the ipsilateral upper posterior neck

region or by awkward head position
Ipsilateral neck/shoulder/arm pain

Reduced range of motion in the cervical spine

2) Pain chracteristics

Non-clustering pain episodes of varying duration {(or fluctuating, continuous pain)
Moderate, usually non-throbbing pain, starting in the neck, spreading forward

3) Other important criteria

Anaesthetic blockades of the greater occipital nerve and/or the C2 nerve on the symptomatic side abolish

the pain transiently
Feamale sex
Head and/or neck trauma by history

Note: The effect of anaesthetic blockades was, of course, not taken into consideration when including pa-

tients in the present series.
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