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Augmenting traditional medical therapy with 
behavioral approaches can let patients gain 
more control over their headache episodes.
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Primary headache, unlike most neurological entities, is one of the few condi-
tions that can be effectively managed with medications that offer high effica-
cy and low adverse effect profiles for the majority of patients. But even the
best pharmacologic options have their limits. Headache is not merely a phys-
iological problem but rather a psychophysiological disorder (i.e., a physical

disorder subject to psychosocial influences and environmental stressors). Thus, behav-
ioral headache treatments may be utilized to augment, facilitate or in certain cases
offered in lieu of pharmacologic treatment.

Behavioral treatments target a patient’s headache-related physiological responses
(relaxation skills training, biofeedback) or behaviors, emotions and cognitions (cogni-
tive-behavioral therapy, stress-management). These various behavioral treatments have
demonstrated efficacy over the past three decades, and have become standard compo-
nents for management of migraine and tension-type headaches in many specialty
headache centers and multidisciplinary pain practices. However, relatively few headache
sufferers have access to these specialty treatments. 

The self-management approach which integrates behavioral principles and treatment
elements into mainstream medical practice has improved outcomes and cost-effective-
ness with chronic conditions such as asthma, arthritis, and diabetes.1,2 Although pro-
posed for headache,3 widespread integration of behavioral self-management principles
within mainstream headache care has  not yet been realized. It is likely that referrals to
behavioral or mental health specialists will remain necessary for intensive behavioral
interventions with complex or refractory headache sufferers. Just the same, a variety of
behavioral strategies can be utilized by the practicing neurologist to facilitate headache
management. In this article, we will attempt to debunk several of the misconceptions
that have prevented wider acceptance of behavioral therapies for headache, summarize
the effectiveness of behavioral headache treatments, and offer pearls for incorporating
such techniques into general neurology practice.

Common Misconceptions
Misconceptions about behavioral therapy abound. Many are uninformed about therapeu-
tic procedures, appropriate candidates, and costs for psychological or behavioral headache
treatments. Much progress has been made toward developing strategies for increasing
accessibility through simplifying treatment delivery formats and integrating behavioral
treatments into physician practice settings. Below are the most common misconceptions
to overcome.

Therapeutic Procedures. Although cognitive and behavioral therapy replaced “psy-
choanalysis” as the psychologists’ principal approach to headache treatment more than 50
years ago, stereotypes of the “analysts couch” persist. Patients may assume that a referral
for psychological services conveys a belief on the part of their physician that their physi-
cal symptoms are “all in their heads.” They may assume treatment will involve extensive
review of early life experiences. In fact, traditional psychotherapy for headache is rarely
administered for headache nowadays. Physiologic skills training, education regarding
stress/headache relationships, and active problem solving are the procedures more com-
monly the focus of standard behavioral headache treatments.

Candidates for Behavioral Headache Treatment. Headache patients with significant
psychiatric comorbidity represent the subset of those most often referred for psychologi-
cal and behavioral headache treatments. Certainly, behavioral treatment would facilitate
management of the complex headache patient with psychiatric symptoms. However,
behavioral treatments are useful in cases with and without significant psychopathology.
Indeed, many patients who benefit from psychological and behavioral treatment have no
psychological or behavioral deficiencies. 

Behavioral interventions are indicated for headache patients with a variety of headache
characteristics, medical and psychiatric conditions and contraindications as well as patient
preferences for a nonpharmacologic approach.4 Table 1 lists characteristics of patients who

             



are likely to be suitable candidates for behavioral training. A
large proportion of patients with more substantial headache
problems will possess a number of these attributes, and in our
judgment, a patient possessing even one would be a candidate
who potentially could derive substantial benefit from an efficient
self-management intervention.

Expense of Treatment. Behavioral treatments are often
assumed to be expensive and cost is likely to be a consideration
in referral decisions. Objective studies have examined the cost of
behavioral headache treatment in its customary 1:1 patient/ther-
apist administration, in reduced therapist-contact formats and in
relation to various pharmacologic options.5

While clinic-based behavioral interventions are relatively
expensive, minimal-contact formats with fewer clinic visits are
much less costly. Indeed, minimal-contact approaches are the
least expensive treatment option after one year, compared to
clinic-based behavioral treatment as well as compared to low,
moderate-, and expensive-priced prophylactic medications.
Within five years, as the cost of prophylactic medications con-
tinue to accrue while the cost of clinic-based and minimal-con-
tact interventions remains fixed, the behavioral interventions in
either format are less costly than any long-term prophylactic
medication treatment. Thus, minimal-contact interventions are
cost-competitive with inexpensive preventive headache medica-
tions within one year, and both minimal-contact and clinic-
based behavioral treatments are the least costly preventive inter-
ventions for headache in the long run (by year five).
Unfortunately, even the modest cost of minimal-therapist con-
tact behavioral therapies can prove prohibitive for patients when
these services are not reimbursed by third-party payers (many
health insurance policies or programs do not adequately cover
“behavioral medicine” services).

Standard Behavioral Headache Treatments
Standard behavioral interventions can be broadly categorized
as relaxation training, biofeedback training, cognitive-behav-
ioral therapy (i.e., stress-management training), or some com-
bination or varied format of these approaches.6,7

Relaxation Training. Relaxation skills enable headache
sufferers to modify their own headache-related physiological
responses and decrease sympathetic arousal. Protocols for
headache often include progressive muscle relaxation, auto-
genic training involving self-instructions (such as warmth and
heaviness) to promote a state of deep relaxation; and medita-
tive or passive relaxation. Within-session training is facilitated
by materials and instructions for home practice. Over time,
training abbreviates and integrates relaxation skills into every-
day responses until relaxation is achieved through simple recall
and eventually becomes an automated response. Relaxation
techniques are often used in combination with biofeedback
and stress-management. 

Biofeedback Training. Biofeedback involves technologies
to monitor physiological processes that are usually considered
involuntary or outside of conscious awareness (e.g., muscle ten-
sion, pulse, blood pressure, peripheral blood flow). Infor-
mation about the physiological process is converted and ampli-
fied into a signal (visual or auditory) and then fed back to the
individual. Patients can then learn strategies to enhance control
over the response. The two most common forms of biofeed-
back for headache have been thermal biofeedback or “hand
warming” for migraine and electromyographic (EMG) bio-
feedback for tension-type headache. Training often is facilitat-
ed by instructing patients in relaxation exercises and home
practice. The biofeedback device is gradually eliminated as self-
regulation skills are consolidated.

Cognitive-Behavioral Therapy. Cognitive-behavioral ther-
apy (CBT) and stress-management training combines two psy-
chological treatment approaches, cognitive therapy and behav-
ior therapy. CBT essentially modifies overt behavior by alter-
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Table 1. Characteristics of Suitable Candidates
for Behavioral Headache Treatments

Table 2. Professional Organizations Formally Endorsing
Behavioral Interventions for Recurrent Headache

n Poor tolerance of drug treatment
n Medical contraindications for drug treatment
n Inadequate response to drug treatment
n Preference for nondrug interventions 
n Pregnancy, planned pregnancy, or nursing
n History of frequent or excessive use of analgesic or other 

acute medications
n Significant life stress or deficient stress-coping skills

n American Academy of Family Physicians
n American Academy of Neurology
n American Headache Society
n American College of Emergency Physicians
n American College of Physicians
n American Osteopathic Association
n American Medical Association
n Association for Advancement of Behavior Therapy
n Association for Applied Psychophysiology and Biofeedback
n Canadian Headache Society
n National Institutes of Health
n National Headache Foundation
n World Health Organization

Source: Rains JC, Penzien DB., McCrory DC, Gray RN. Behavioral Headache Treatment: History, Review
of the Empirical Literature and Methodological Critique. Headache 2005;45(Suppl), S91-108.

                                                          



ing thoughts, interpretations of events, assumptions and usual
behavioral responses to events or stressors. Applied to head-
ache, such interventions alert patients to the role of thought
processes in stress responses and the relationships between
stress, coping, and headaches. Patients are assisted in identify-
ing the psychological or behavioral factors that trigger or aggra-
vate their headaches, and taught to employ more effective
strategies for coping with headache-related stress. Often, treat-
ment is administered in conjunction with relaxation or bio-
feedback training for headache.

The Evidence for Behavioral 
Management of Headache
The earliest empirical study evaluating a behavioral interven-
tion for recurrent headache was published in 1969.8 Thirty
years later, reviewers identified over 300 studies evaluating
behavioral treatments for migraine.4 With the overwhelming
majority of published clinical trials yielding positive outcomes,
the evidence has led many professional practice organizations
to recommend use of behavioral headache treatments alongside
the preferred pharmacologic treatments for primary headache7

(see Table 2).
An important evidence-based guideline for migraine man-

agement was produced by the U.S. Headache Consortium,
whose membership included the American Academy of Family
Physicians, American Academy of Neurology, American
Headache Society, American College of Emergency Physicians,
American College of Physicians, American Osteopathic

Association, and the National Headache Foundation.9-11

Focused on management of migraine by the primary care prac-
titioner, the guideline is available online in its entirety
(www.aan.com).  The Consortium’s recommendations pertain-
ing to behavioral interventions for migraine are as follows:

(a) relaxation training, thermal biofeedback combined with
relaxation training, electromyographic biofeedback, and cogni-
tive-behavioral therapy maybe considered as treatment options
for prevention of migraine (Grade A Evidence), 

(b) behavioral therapy may be combined with preventive
drug therapy to achieve added clinical improvement for
migraine (Grade B Evidence). 

Behavioral Management of Migraine
With support from the Agency for Healthcare Research and
Quality (AHRQ) Goslin and colleagues4 produced the most
recent comprehensive meta-analysis of the behavioral litera-
ture. They employed highly conservative study inclusion crite-
ria. Treatment conditions included relaxation training, temper-
ature biofeedback, temperature biofeedback plus relaxation,
EMG biofeedback, cognitive-behavioral therapy (stress-man-
agement training), cognitive-behavioral therapy plus tempera-
ture biofeedback, wait list control, and other controls.
Behavioral interventions yielded 32 to 49 percent improve-
ment in migraine from pre- to post-treatment versus five per-
cent reduction for no-treatment controls (see Figure 1). The
effect size estimates indicated relaxation training, thermal
biofeedback combined with relaxation, electromyographic

biofeedback, and cognitive-behavioral
therapy were all significantly more
effective than the control condition.

The AHRQ-sponsored meta-analy-
sis4 is the only review of the behavioral
migraine literature to employ highly
selective study inclusion criteria, as
earlier meta-analyses were maximally
inclusive of the available research.12

Nevertheless, findings of other meta-
analyses closely parallel the AHRQ
review indicating that behavioral treat-
ments for migraine headache are effec-
tive (35 to 55 percent improvement),
and all treatments are more effective
than control conditions. 

Relatively few studies have directly
assessed the comparative efficacy of
pharmacologic versus behavioral ther-
apies for migraine. However, meta-
analytic comparisons yield similar lev-
els of improvement in migraine with
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Figure 1. Meta-Analysis of Behavioral Treatments for Migraine
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propranolol (among the most widely employed and most effec-
tive preventive pharmacologic therapies for migraine; 32 tri-
als), flunarizine (a calcium channel blocker widely used for
migraine prophylaxis in Canada and Europe; 31 trials), and
combined relaxation and biofeedback training (35 trials).13-16

By comparison, patients receiving pill placebos for migraine
showed only a 12 percent improvement on average. Thus, the
best of the preventive pharmacologic and behavioral therapies
appear similarly viable.

Behavioral Management of 
Tension-Type Headache
McCrory and colleagues17 published a meta-analysis of behav-
ioral treatments for tension-type headache using methodology
closely paralleling the Goslin et al.4 migraine review. Thus,
their analysis employed stringent research design and data
extraction requirements and selectively included only random-
ized, controlled trials. Treatment conditions included relaxation
training, EMG biofeedback, EMG biofeedback plus relaxation,
cognitive-behavioral therapy (stress-management training), wait
list control and other controls. Behavioral interventions for ten-
sion-type headache yielded 37 to 50 percent headache reduction
from pre- to post-treatment versus two percent reduction for no-
treatment, and nine for other controls (see Figure 2). The effect
size estimates indicated that all of the behavioral interventions
were significantly more effective than controls.

The McCrory et al.17 meta-analysis used highly selective
inclusion criteria; all other meta-analyses of the tension-type lit-
erature have been maximally inclusive of the research.18-19 Just the
same, the findings of these earlier meta-analyses closely parallel
the McCrory et al.17 review demonstrating that behavioral treat-
ments for tension-type headache are efficacious (typically 35 to
55 percent headache reduction from pre- to post-treatment), and
all treatment conditions significantly are more effective than
control conditions.

A study by Holroyd et al.20 provides the best evidence com-
paring behavioral and pharmacologic treatment for tension-type
headache. Holroyd and colleagues randomly assigned over 200
tension-type headache patients to one of four conditions: (1) tri-
cyclic antidepressant medication, (2) stress-management train-
ing, (3) combined antidepressant and stress-management, or (4)
medication placebo. Medication and behavioral therapy each
produced larger reductions in headache activity, analgesic med-
ication use and headache-related disability than placebo, but the
medication condition yielded more rapid improvements in
headache activity. The combined therapy was more likely to pro-
duce clinically meaningful reductions in headache (64 percent of
patients) than either antidepressant medication (38 percent) or
stress management training (35 percent); whereas each treatment
strategy is modestly effective, improved outcomes may be
achieved with the combined approach.

Maintaining Treatment Gains
There is a sizeable amount of evidence indicating that, at least
among patients who respond initially, the effects of behavioral
treatments endure over time, with the longest follow-up occur-
ring seven years post-treatment.12,21,22 These effects endure
whether further contact is provided (booster sessions) or not.23

For example, Blanchard and colleagues22 found that 78 percent
of tension-type sufferers and 91 percent of migraine sufferers
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Figure 2. Meta-Analysis of Behavioral Treatments for Tension-Type Headache
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Source: 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. Product No. 2085.
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Week 7:  coping with headaches
Week 8:  consolidation and rehearsal of skills

n 3rd (Final) Treatment Session at Clinic

Table 3. Minimal Therapist-Contact Treatment:
University of Mississippi Head Pain Center — 3 Session Program

37

48

39

50

                              



remained significantly improved five years after completing
behavioral treatment. Likewise, a retrospective examination of
nearly 400 headache patients who completed a comprehensive
treatment program that included relaxation and biofeedback
found that 65 percent reported maintaining treatment gains.24

Cost-Effective Behavioral 
Treatment Formats
Behavioral treatment typically entails six to 12 clinic sessions
with a professional. Cost and availability of behavioral medi-
cine specialists that provide services severely limit access of the
average patient to treatment. In recent years, alternative deliv-
ery formats have been developed to increase availability and
cost effectiveness. Minimal therapist-contact treatments have
been the most extensively developed in this arena. Minimal-
contact or “home-based” formats provide similar treatment
components to their clinic-based counterparts. Skills are intro-
duced in the clinic but training occurs primarily at home guid-
ed by written materials and audiotapes (see Table 3). Conse-
quently, only three or four clinic sessions may be necessary
when behavioral techniques are delivered via this format. Meta-
analyses have demonstrated the utility of minimal-contact
treatment, indicating that for many patients such treatments
can be as effective as those delivered in a clinic setting.25,26

Of course, a minimal therapist-contact approach may be
poorly suited for some patients, including those who are exces-
sively using analgesic medications, those who are clinically
depressed, or those with particularly refractory headache prob-
lems; such patients doubtless will require more therapist-inten-
sive treatment to achieve optimal results. Other patients simply
do not persist in efforts to learn or apply behavioral self-man-
agement skills without regular contact from a health care pro-
fessional. Development of group, internet, self-help and other
novel administrations of behavioral treatments increasingly are
being pursued and are discussed elsewhere.3,6

Behavioral Self-Management 
In order to maximize impact, behavioral interventions should
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Conventional pharmacotherapies for migraine headache can
have undesirable systemic side effects, and medications cur-
rently accepted for prophylactic treatment (e.g., propranolol,
amitriptyline, verapamil) rarely have a better than 55 percent
efficacy.  Furthermore, the potential teratogenic effects of some
migraine prophylactic agents (e.g., divalproic sodium) make
birth control a necessity in women of childbearing age.  Along
with these shortcomings, compliance becomes an issue; fre-
quently, transformation to chronic daily headache occurs.

A new non-pharmacologic method for prophylactic treatment
of medically diagnosed migraine pain as well as tension-type
headaches, called the Nociceptive Trigeminal Inhibition Tension
Suppression System, is an intra-oral device that reduces trigem-
inally-mediated muscular activity and the resultant noxious
afferent input. In patients with migraine and tension-type
headache, pericranial muscle tenderness (specifically of the
temporalis) is a common complaint, frequently detectable upon
palpation. Intraoral devices have been used to protect teeth from
the intense hyperactivity of the trigeminally-innervated muscles
of mastication, primarily the temporalis and masseter muscles. 

These devices have no systemic effects and are thus safe in
pregnancy, lactation and in elderly patients on multiple other
medications. There are two types of intraoral devices now cur-
rently available: the traditional full-occlusal splints and dis-
occlusion splints.  The full-occlusal splint covers all of the teeth.
Such splints still allow hyperactivity to perpetuate or intensify
for at least 50 percent of patients by providing the necessary
resistance to clench on.  A dis-occlusion splint allows only recip-
rocating anterior incisor contacts, thereby inhibiting trigeminal-
ly-innervated pericranial muscular contraction (most notably, of
the temporalis) to less than a third of maximum.   

Nocturnal trigeminal motor hyperactivity and the resultant
noxious afferent input can be interrupted by a dis-occlusion
splint such as the NTI and allows the practitioner to give his
patient a non-pharmaceutical option for migraine prevention.
The NTI device is essentially a prefabricated matrix which a den-
tist custom fits to the patient.  When used during times of mus-
cular parafunction (i.e., during nocturnal jaw clenching, a com-
mon trait of migraineurs) the NTI device has been shown to
reduce migraine events by 77 percent in 82 percent of subjects. 

A Migraine Treatment Patients 
Can Really Sink Their Teeth Into

By Andrew Blumenfeld, MD and James Boyd, DDS

The NTI Tension Suppression System
(NTI-tss), reduces the probability
of posterior and canine contact
during excursive mandibular move-
ments, thereby reducing the oppor-
tunity for temporalis contraction
intensity. 

Additional information is available at www.MigrainePrevention.com.

n Lack of food: fasting, insufficient food, delayed meals
n Specific foods: aged cheese, alcohol, chocolate, nuts, etc
n Sleep: excessive sleep, insufficient sleep
n Ovarian hormones: menstruation, oral contraceptives, 

pregnancy, menopause
n Environment: heat, cold, light, noise, smoke, odors, fumes
n Exercise
n Allergy/smoking
n Stress: during stress, after stress (ie, "let-down headache")

Table 4. Headache Precipitants or “Triggers”

                                



increasingly focus on training patients to perform headache
self-management skills complementary with either behavioral
and/or pharmacologic treatments. Health care for many chron-
ic diseases/conditions is shifting toward self-management,
which embodies patient/physician collaboration with greater
responsibility on the part of patients to manage their own dis-
orders (e.g., optimize medication adherence, identifying/
responding to triggers, lifestyle changes, emotional sequela of
chronic illness, improving functionality/limiting disability,
stress-management). The self-management model has demon-
strated improved outcomes and quality of life while reducing
health care costs with a variety of chronic conditions such as
asthma, arthritis, epilepsy and diabetes.2

Self-management principals are conceptually akin to disease
management models, and represents the integration of behav-
ioral principals into primary headache care. Such skills would
support and facilitate use of both pharmacologic and behav-
ioral treatments, and would optimize the patient-physician col-
laboration, treatment compliance, patient education and
lifestyle. Table 4 provides a listing of skills specific to headache
self-management. 

Self-management of Headache Trigger Factors. Failure to
address triggering or exacerbating factors is cited as one of the
most common reasons for the failure of headache treatment.27,28

General population studies indicate stress, sleep difficulties
(e.g., irregular sleep/wake schedule, nonrefreshing sleep, insuf-
ficient sleep), fatigue and lack of physical activity, are the most
frequently identified triggers for recurrent migraine and ten-
sion-type headache.29,30 There is, in fact, an important behav-
ioral component to nearly all of the identified headache trig-
gers (see Table 5). Thus, identification of headache triggers
provides valuable opportunities for behavioral intervention and
headache self-management.

In headache self-management, patients prospectively monitor
potential headache triggers to identify individual variables that
can help them take actions to prevent or manage their
headaches.3 Once associations between usual precipitants and
headache episodes are identified, patients develop (after initial
instruction from therapist) appropriate responses to avoid, mod-
ify, or learn strategies to cope more effectively with triggers.

Behavioral Facilitation of Medication Compliance.
Noncompliance or nonadherence with medical regimens rep-
resents a major challenge to the practice of medicine, including
the treatment of headache. Nonadherence is particularly rele-
vant to headache since conditions may worsen in the context
of medication overuse. Previous research has demonstrated that
adherence to long-term medication therapy for various chron-
ic illnesses averages only about 50 percent.31,32 Adherence rates
among headache sufferers have been found to be similarly
poor. One-third to one-half of patients are noncompliant with
prophylactic headache medications,33,34 and only 24 percent of
headache sufferers used prophylactic medications as prescribed
after one year.35 Facilitation of adherence to treatment is a key
component of self-management.

Risk factors for non-compliance have not been objectively
assessed among headache sufferers, but literature of various
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n Patients accept that headache is chronic but treatable
n Acquire basic understanding of their own headache disorder

and its treatment
n Actively participate in the control and management of their

headaches
n Identify individual headache triggers
n Be able to articulate strategies for avoiding, reducing, or

managing headache triggers
n Following a prescribed written treatment plan
n Recognizing headache onset and engaging the appropriate

behavioral and pharmacologic Treatment
n Correctly using medications including acute analgesic,

abortive, and prophylactic medications according to pre-
scribed optimal dose and schedule 

n Understand the phenomena of medication overuse headache
and limit medications as prescribed to eliminate risk for this
headache complication

n Use medical resources appropriately for routine and acute
care

n Monitor headache-related outcomes as agreed upon neces-
sary to evaluate response to intervention

n Identify barriers to compliance with the treatment plan

Table 5. Self-Management Skills for Chronic Headache
n Education about headache and treatment issues

Prophylactic vs. acute, abortive, consequences of overuse
n Involve patient in decision-making and plan

Collaborative alliance, negotiated rather than dictated
Elicit discussion of barriers (e.g., cost, side-effects)

n Simplify treatment regimen 
Fewer medications, fewer dosings 

n Provide written medication/treatment plan 
Detailed and “negotiated” treatment plan

n Provider communication/rapport skills 
Environment, active listening, empathy, adjust language to
patient, cultural sensitivity

n Assess and treat comorbid depression, anxiety 
n Assess and track compliance 

Medication reminder systems and cueing 

Table 6. Compliance-Enhancing Strategies
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chronic conditions probably applies to headache. Compliance
with medications regimens decreases with the frequency and
complexity of the dosing regimen, multiple medications, as
well as with increasing side effects and cost. Psychosocial risk
factors include comorbid anxiety/depression and low self-effi-
cacy (belief that one’s actions impact his/her condition),36 lack
of family and social support,31 and the quality of the therapeu-
tic relationship with the health care provider.36,37 Available evi-
dence suggests that behavioral compliance-enhancing interven-
tions for migraine are promising.38 A variety of behavioral com-
pliance enhancing strategies can be considered in headache
management38-41 (see Table 6).

Conclusions 
Behavioral headache treatments have amassed a sizeable evi-
dence base. Meta-analytic reviews of the literature consistently
have shown that behavioral interventions yield 35 to 55 per-
cent improvement in migraine and tension-type headache, and
that these outcomes are significantly superior to control condi-
tions and on par with the gold standards of medication pro-
phylaxis. The strength of the evidence has lead many profes-
sional practice organizations to recommend use of behavioral
headache treatments alongside the preferred pharmacologic
treatments for primary headache. 

Misconceptions concerning the nature, cost and appropri-
ate candidates for behavioral treatment as well as other barriers
have limited access for many, if not most, headache patients
who would potentially benefit from behavioral treatment.
Recent research has moved toward increasing availability and
cost effectiveness through alternative delivery formats and
combining and comparing them with standard medications.
Behavioral treatments have tended to retain their efficacy in
altered and more cost-effective formats such as minimal thera-
pist contact. Self-management strategies addressing behavioral
modification for headache triggers and medication adherence
lend themselves to medical practice and would facilitate tradi-
tional medical care. 

We need further modifications of standard behavioral treat-
ments and broader implementation of self-management prin-
cipals into primary care and neurology practice settings where
most headache patients receive treatment to fully realize the
impact of behavioral management with headache.  PN
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