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A growing number of clinical trials are testing Chinese acupuncture in the
management of headache disorders. Little is known, however, about the rela-
tionship between International Headache Society diagnostic criteria and tradi-
tional Chinese medicine (TCM) diagnosis in primary headache disorders. We
conducted a secondary analysis of the data of the prospective, controlled,
blinded German acupuncture trials for migraine and tension-type headache.
Data were collected from 1042 headache patients, of whom 633 were diagnosed
with migraine and 409 with tension-type headache. We found that the diagnoses
of migraine and tension-type headache were mirrored by different patterns of
TCM diagnoses, with the patterns Liver Yang Rising, Liver Fire Rising, and
Phlegm appearing to be best suited to differentiating between migraine and
tension-type headache. Although not unexpected, given that the diagnosis of
primary headache disorders in both diagnostic systems is based largely on the
nature and quality of patient-reported symptoms, this finding suggests that
migraine and tension-type headache are associated with different patterns of
TCM diagnosis. �Acupuncture, tension type headache, migraine, Chinese syndromes,
headache diagnosis
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Introduction

Acupuncture is gaining increasing importance for
the treatment of headache in Western medicine.
As recently as 2001, a major Cochrane review con-
cluded that acupuncture had some value for the
treatment of idiopathic headaches but that the
quality and quantity of evidence were not fully
convincing (1). The authors stated that there
was an urgent need for well-planned, large-scale
studies to assess the efficacy and cost-effectiveness

of acupuncture under real-life conditions. Since
then, several trials have been published meeting
those criteria (2). For migraine (MIG), Linde et al.
found that both verum and sham acupuncture
were superior to a waiting list control, and Diener
et al. demonstrated that for MIG, 11 acupuncture
treatments, whether verum or sham, given over
6 weeks, were at least as effective as standard
medical prophylaxis with drugs on a daily basis
over 6 months (3, 4). For tension-type headache
(TTH), Endres et al. showed that acupuncture
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treatments over 6 weeks lowered the number of
headache days from 15.6 to 6.0 per month (5).
Coeytaux et al. demonstrated that medical man-
agement by headache specialists was significantly
improved when supplemented with acupuncture
(6), and Witt et al. found that acupuncture is a
cost-effective treatment in patients with primary
headache (6, 7). For TTH, limited efficacy of
verum acupuncture compared with sham acu-
puncture was demonstrated by a recent meta-
analysis of all randomized controlled trials up
until August 2007 (8).

In Western medicine, according to diagnosis of
headache using the classification of the Interna-
tional Headache Society (IHS), MIG and TTH are
the two most prevalent diagnoses (9). Although
clearly defined criteria exist for these diagnoses,
individual patients can differ considerably, for
example with regard to the quality and exact loca-
tion of pain (including individual tender points),
type of onset, or sensitivity to environmental
factors (psychological stress, weather conditions),
which often makes it difficult to attribute symp-
toms to an IHS diagnosis of either MIG or TTH
(10). In contrast, the approach taken in traditional
Chinese medicine (TCM) is to associate headache
with the location of the pain, which is then asso-
ciated with sets of acupuncture meridians or pat-
terns of Chinese syndromes (11, 12). According to
the concepts of TCM the life energy Qi flows
through 12 main organs and 12 meridians, arriv-
ing at the surface at 359 classical acupuncture
points. In certain conditions such as headache,
blockages may hamper the free flow of Qi, result-
ing in pathological conditions of too little Qi (defi-
ciency) or too much Qi (excess) in certain organs
or areas of the body. Activating acupuncture
points is supposed to dissolve these Qi blockages.
For a typical headache treatment, 12–25 needles
are inserted, about half of them in the region of
the head. Major acupuncture textbooks emphasize
that because acupuncture is imbedded in Chinese
medicine, a genuine TCM diagnosis, based on
meridians and syndromes, is fundamental for a
successful acupuncture treatment of headache.
The major randomized clinical trials mentioned
above are among the first to have taken this claim
into account and designed study protocols where
acupuncture points are selected according to
affected meridians and Chinese syndromes (13,
14). In this study, we present an analysis of the
GERAC headache trials in order to explore the
relationship between TCM and diagnoses of MIG
and TTH.

Methods

Patients

Patients with MIG or TTH enrolled in this random-
ized controlled, multicentre, patient- and observer-
blinded trial were recruited from office-based
physicians (149 physicians for MIG and 122 for
TTH) in 11 federal states in Germany during the
time from 2002 to 2005. The design of this trial
(GERAC-Germany Acupuncture Trials) has been
described in detail elsewhere (3, 5, 13, 15)

In order to assure equal attention to patients in all
treatment groups, patients were diagnosed accord-
ing to IHS criteria as well as TCM criteria before
being enrolled in the study and randomized into
the treatment groups. All the physicians involved
had to have completed a minimum of 140 h of
acupuncture training and have passed a nationally
recognized examination, have at least 2 years of
clinical experience in acupuncture, and have com-
pleted a 1-day training seminar covering treatment
modalities and documentation prior to the trial.

Migraine

The main inclusion criteria for MIG were: German-
speaking patient; aged 18–65 years; and willingness
to provide written informed consent. Subjects had
to report between two and six MIG attacks in the
past 4 weeks, first MIG attack before the age of 50
years, MIG diagnosis at least 26 weeks before study
entry, and duration of MIG attacks 4–72 h without
acute medication or at least 2 hours with acute
medication. Additionally patients had to have at
least one of the following: nausea, vomiting, pho-
tophobia, or phonophobia. The main exclusion
criteria were: severe MIG attacks with inability to
go to work on more than 4 days a month; other
neurological disease; secondary headache; neural-
gia of the face or head; more than 6 days of
non-migrainous headache per month; previous
unsuccessful treatments with beta blockers; drug
abuse; pregnancy; lactation; insufficient contracep-
tion; and intake of antipsychotic or antidepressant
drugs. Patients were also excluded if they: had
participated in another clinical headache trial; had
taken analgesics on more than 3 days a month for
other chronic pain; used prophylactic medication
for MIG in the past 6 months; were receiving cor-
tisone treatment; had epilepsy had a psychiatric
disease; had any acupuncture treatment during the
previous 12 months; or had any prior use of acu-
puncture for headache (to maximize blinding).
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Tension-type headache

The main inclusion criteria for TTH were: German-
speaking patient; aged 18–65 years; and willingness
to provide written informed consent. Subjects had
to meet IHS diagnostic criteria for TTH: at least 10
headache days per 4 weeks, with a headache day
defined as a day on which headache lasts at least 4
hours or when analgesics are taken for headache
pain, in which case the headache pains could
persist for less than 4 hours. The principle exclusion
criteria were: duration of symptoms less than 6
months; >1 MIG headache day per 4 weeks; medi-
cation overuse headache or other secondary head-
aches; other severe pain disorders; use of analgesics
other than aspirin, acetaminophen and NSAIDs;
TTH prophylaxis during the previous 12 months;
any acupuncture treatment during the previous 12
months; any prior use of acupuncture for headache
(to maximize blinding).

TCM diagnosis

In TCM, the concepts of ‘MIG’ and ‘TTH’ do not
exist. Instead, diagnosis for headache is based on
multilateral information including quality and loca-
tion of pain, the corresponding acupuncture merid-
ians, internal/external factors and multiple body
function states, all of which are taken into consid-
eration to arrive at the final TCM diagnosis, which
includes TCM syndromes and affected meridians
(11, 12). Because until now no standard diagnostic
procedure or category has existed for chronic head-
ache in TCM, we defined a diagnostic protocol in
accordance with literature sources (about 40 acu-
puncture textbooks, either German, American or
translated from Chinese) and discussions with
leading experts in Germany in this field (13). The
experts had at least 8 years of clinical experience
with acupuncture (mean 20 years), and had pub-
lished and taught in the field of acupuncture. In all,
12 different diagnoses were identified as being
related to headache: four meridian diagnoses and
eight TCM syndromes (see below). The same diag-
nostic criteria were used for all the patients in our
study, both MIG and TTH groups.

Meridian diagnoses were according to the loca-
tion of the pain. Headaches are classified in TCM
as: (i) Shaoyang (TW-GB channels, on the sides of
the head); (ii) Yangming (LI-ST channels, forehead);
(iii) Taiyang (SI-BL channels, occiput); and (iv)
Jueyin (PC-LR channel, top of the head).

Syndrome diagnoses were based on information
from analysing organ functions, internal/external

factors, clinical symptoms, and tongue diagnosis.
Four syndromes (5–8) are considered to be more
specific for headache. These are: (5) Liver Qi Stag-
nation, (6) Liver Yang Rising, (7) Liver Fire Rising,
and (8) Phlegm. The final four diagnoses (9–12) are
attributed more to deficiencies (Qi, Blood, Yang),
possibly underlying headache problems: (9) Spleen
Qi Deficiency, (10) Liver Blood Deficiency, (11)
Kidney Yin Deficiency, and (12) Kidney Yang
Deficiency.

Two other syndrome patterns that are also
responsible for chronic headache were not included
in this protocol because they were judged to be
related to symptoms that would have led to exclu-
sion in our trial: Liver Wind Rising, often leading
to serious neurological symptoms in addition to
MIG, and Liver Blood Stagnation, often accompa-
nied by tumour, stroke (Blood Stagnation of the
CNS), or severe pain syndromes of the cervical
spine (11, 16). Here it is important to mention that
the organ name of the TCM syndrome is simply a
traditional convention, not referring to physiologi-
cal or anatomical properties as known in western
medicine.

To our knowledge, validated, standardized
approaches to ascribing TCM diagnoses to patients
with MIG or TTH have not been reported in the
published literature. Therefore, for the purposes of
this study, the acupuncture experts in the GERAC
group developed a patient questionnaire by a two-
step Delphi system to assist the physicians in
choosing the appropriate syndromes. Firstly, two
experts (first author and G. Stux) made suggestions
for the items of the questionnaire; secondly, this
proposal was discussed with two other experts
from the study group; and thirdly, these results
were incorporated into the questionaire. Although
it has not yet been validated, the GERAC headache
questionnaire is the most exact and formal
approach to TCM syndromes for headache cur-
rently available.

For each TCM syndrome the questionnaire pro-
vided six to eight questions concerning the typical
clinical symptoms (supplement 1). Each question
had to be answered on a scale from 1 to 4 according
to the severity of the symptom. The tongue diag-
nostic characteristics were also described in the
questionnaire as hints for the physicians. The ques-
tionnaire was completed either by the physician
during the interview with the patient, or by the
patients themselves. For each patient, up to five
diagnoses (from a total of four channel diagnoses
and eight syndrome diagnoses) could be selected
by the physician.
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Outcome measures

Our main objective is the analysis of the distribu-
tion pattern of all 12 TCM diagnoses. The distribu-
tion of the 12 TCM diagnoses in MIG and TTH
patients was compared independent of their alloca-
tion to treatment.

Statistical analysis

The present publication is a secondary analysis
of the study data. The primary objective of the
GERAC trials was not to compare TCM diagnoses,
but rather to compare responder data among the
different treatment groups. Therefore, the results
must not be used as posteriori formal statistical
proof of an unequal distribution of the TCM diag-
noses but nevertheless as evidence for this unequal
distribution.

We compared the distribution of the TCM diag-
noses in the two headache groups using Fisher’s
exact test. The Bonferroni correction was used to
adjust for multiple tests. A P-value of <0.004 was
considered statistically significant. To determine the
probabilities of the individual diagnoses, additional
confidence intervals were calculated using the bino-
mial function. Because the confidence intervals are
used only to determine how accurately the prob-
abilities have been determined, no multiple tests are
necessary and hence no adjustment to the signifi-
cance level of <0.05. All analyses were performed
using SAS software version 9.13 (SAS Institute Inc,
Cary, NC).

Results

Pattern of TCM diagnoses

Number of TCM diagnoses per patient
For 75% (n = 471) of MIG patients and 79% (n = 321)
of TTH patients, 2, 3 or 4 of the total of 12 possible
diagnostic patterns were identified by the diagnos-
ing physician. No TCM diagnosis was given for 6%
(n = 23) in the MIG group and 1% (n = 6) in the TTH
group. Even though only a maximum of five TCM
diagnoses were allowed, six diagnoses were given
in seven TTH cases, and seven diagnoses were
given in one MIG and one TTH case. (Fig. 1)

Combined data for MIG and TTH
Data were collected from 1042 patients. The most
common channel diagnosis was Shaoyang head-
ache (50%, n = 518). The most common syndrome
diagnoses were Liver Qi Stagnation (n = 586) and

Liver Yang Rising (n = 579), at about 56% each,
followed by Spleen Qi Deficiency (48%, n = 497).
The Liver Fire Rising (n = 126) and Kidney Yang
Deficiency (n = 131) syndromes had the lowest fre-
quency at 12% (Fig. 2, Table 1).
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Figure 1 Number of TCM diagnoses per patient in the
total population.
MIG: n = 633. TTH: n = 409 (ITT). Physicians could select
from 12 possible diagnoses. They were asked to attribute
not more than five TCM diagnoses per patient. MIG,
migraine; TCM, traditional Chinese medicine; TTH,
tension-type headache.
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Figure 2 Pattern of TCM diagnoses for MIG and TTH
combined.
Diagnosis: (1) Shaoyang (TW-GB meridians), (2)Yangming
(LI-ST meridians), (3) Taiyang (SI-BL meridians), and (4)
Jueyin (PC-LR meridian); (5) Liver Qi Stagnation, (6) Liver
Yang Rising, (7) Liver Fire Rising, (8) Phlegm, (9) Spleen
Qi Deficiency, (10) Liver Blood Deficiency, (11) Kidney Yin
Deficiency, and (12) Kidney Yang Deficiency. MIG,
migraine; TCM, traditional Chinese medicine; TTH,
tension-type headache.
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Comparison between MIG and TTH
There were 633 MIG patients and 409 TTH patients.
Significant differences in the frequency of the diag-
noses were seen only for the diagnoses Taiyang
(SI-BL meridians), Liver Yang Rising, Liver Fire
Rising, Phlegm, Liver Blood Deficiency, Kidney Yin
Deficiency, and Kidney Yang Deficiency (P < 0.001).

Meridian diagnoses: In both MIG and TTH
groups the most common diagnosis was Shaoyang
headache (TW-GB meridians on the sides of the
head), diagnosed in 53% (n = 336) of the MIG cases
and 44% (n = 182) of the TTH cases (P < 0.008). The
least common meridian diagnosis was the Jueyin
headache (related to the PC–LR meridians and the
vertex of the head), diagnosed in 5% (n = 30) of
MIG cases and 7% (n = 27) of TTH cases. The largest
difference in frequency of occurrence between TTH
and MIG was found in the Tai Yang headache
(related to the BL—SI meridians and the medial
area, extending from the occiput to the inner angle
of the eye); TTH headaches are more frequently
related to this area than are MIG headaches
(P < 0.001) (Fig. 3, Table 1).

Syndrome diagnoses: In the MIG group the most
commonly diagnosed syndrome was Liver Yang
Rising (68%, n = 430), followed by Liver Qi Stagna-
tion (53%, n = 334) and Spleen Qi Deficiency (45%,
n = 286). In the TTH group, the most frequently
identified syndrome was Liver Qi Stagnation (62%,

n = 252), followed by Spleen Qi Deficiency (52%,
n = 211) and Liver Yang Rising (36%, n = 149). The
level of significance (P < 0.001) was reached for
Liver Fire Rising and Liver Yang Rising, which
were predominant in MIG, and Phlegm, which was
predominant in TTH. Overall, TTH patients had
more diagnoses related to ‘Deficiency’ with Spleen
Qi Deficiency, Liver Blood Deficiency, Kidney Yin
Deficiency and Kidney Yang Deficiency all being
found more frequently in TTH than in MIG; the
difference is significant (P < 0.001) for diagnoses of
Liver Blood Deficiency, Kidney Yin Deficiency and
Kidney Yang Deficiency (Fig. 3, Table 1).

Discussion

This secondary analysis of data from a prospective,
controlled study of 1042 headache patients, made
up of 409 patients with TTH and 633 patients with
MIG, strictly selected according to internationally
recognized diagnostic criteria (IHS), is to our
knowledge the first attempt to describe the pattern
of TCM diagnoses associated with MIG or TTH as
such, as well as differences in the frequencies of
TCM diagnoses associated with MIG and TTH
separately. The analysis shows that at least 75% of
headache patients were diagnosed with two to four
different TCM patterns. The typical primary head-
ache patient suffers from Liver Qi Stagnation
and/or Liver Yang Rising accompanied by Spleen
Qi Deficiency and the pain is located on the side of
the head, affecting the Shaoyang axes with the GB
and TW meridians. Liver Fire Rising and Liver
Yang Rising are more characteristic of MIG, while
Phlegm is more common in TTH. TTH patients are
more likely to suffer from deficiency syndromes,
especially Liver Blood Deficiency, Kidney Yin Defi-
ciency and Kidney Yang Deficiency, and TTH head-
ache more often affects the area of the Taiyang
BL—SI meridian axis. Liver Yang Rising, Liver Fire
Rising and Phlegm appear to be the most important
TCM diagnoses for differentiating between MIG
and TTH, the first two being found more often in
MIG and the last being found more often in TTH.
Other characteristics that may be useful for head-
ache diagnosis within the system of TCM, although
they did not meet our level of significance, are:
Liver Qi Stagnation is more frequent in TTH, MIG
headache is predominant in the Shaoyang region
(side of the head) and TTH is predominant in the
Yangming region (forehead). Spleen deficiency is
very common in both types of headache and the
Jueyin Region is so rarely affected that neither
diagnosis is useful for differentiating between MIG
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Figure 3 Pattern of TCM diagnosis for MIG and TTH
separately.
Diagnosis: (1) Shaoyang (TW-GB meridians), (2) Yangming
(LI-ST meridians), (3) Taiyang (SI-BL meridians), and (4)
Jueyin (PC-LR meridian); (5) Liver Qi Stagnation, (6) Liver
Yang Rising, (7) Liver Fire Rising, (8) Phlegm, (9) Spleen
Qi Deficiency, (10) Liver Blood Deficiency, (11) Kidney Yin
Deficiency, and (12) Kidney Yang Deficiency. MIG,
migraine; TCM, traditional Chinese medicine; TTH,
tension-type headache.
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and TTH. The observed differences in the propor-
tions of TCM syndromes between patients with
MIG and TTH range between 7% % (diagnoses 11
and 12) and 32% (diagnosis 06). This underpins the
concept of Chinese medicine that relies on two to
four diagnoses to differentiate between the different
types of headache; also it is in accordance with our
results, showing that more then 75% of the head-
ache patients received two to four different TCM
diagnosis.

The above findings support the main claims of
TCM textbooks regarding TCM syndrome diagnosis
in headache, which are that Liver Fire Rising, Liver
Yang Rising and a typical location on the side of the
head are more characteristic of MIG, while Phlegm
and deficiency syndromes are more characteristic of
TTH (11–13, 16).

Our findings are also consistent with a survey by
Coeytaux et al., who, although they use a different
TCM terminology than we do, show that frequent
headache is associated with a wide variety of TCM
diagnoses, and that most patients appear to have
Liver Yang and Qi disharmonies (10). There is a
growing literature on the variability and reliability
of TCM diagnosis by different practitioners for low
back pain, arthritis, and other clinical conditions
including headache. All these studies suggest that
there is considerable variation among acupunctur-
ists when it comes to the selection of TCM diag-
nostic patterns (17–22). This variability in diagnosis
is not unique to Chinese medicine but also can be
observed in Western medicine (e.g. differences in
headache diagnosis by neurologists, orthopaedists
and general practitioners), and there have been
some attempts in the literature to assess the reli-
ability of MIG and TTH diagnosis in Western medi-
cine as well (23–25). To reduce this well-known
variability in Chinese diagnosis, we provided
the diagnosing physicians with an expert- and
literature-based, predefined selection of possible
TCM syndromes, supported by a patient question-
naire for Chinese syndromes that was specially
developed for the GERAC headache trials and
approved by experts.

The findings from this study may serve to
inform, in a minor way, some unresolved issues in
the scientific literature that pertain to the diagnosis
of primary headache disorders. For example, the
question of whether MIG and TTH represent two
separate aetiologies as opposed to two points on a
continuum has been actively explored in the litera-
ture for many years. In fact there is evidence in the
literature that TTH and MIG do not exist as discrete
pathophysiologic entities but form a continuum

(23). By applying two different diagnostic systems
(IHS criteria and TCM pattern and meridian diag-
noses) to the same individuals who experience fre-
quent headaches, we have demonstrated that: (i)
there are differences in TCM diagnoses between
patients with MIG compared with those with TTH;
and (ii) there appear to be some variants or poten-
tial subcategories of both MIG and TTH that may
correspond to established TCM diagnoses. Addi-
tional research is needed to further develop the idea
that the TCM diagnostic system can: (i) help differ-
entiate between MIG and TTH; (ii) identify subcat-
egories of MIG or TTH; or (iii) be useful for
prognosis or predicting clinical response to a given
treatment.

Strengths and limitations

One of the strengths of our prospective study is the
large patient population (n = 1042), clearly allocated
to either MIG or TTH according to international
recognized headache criteria. A clearly described
procedure for TCM diagnosis makes our study
reproducible. Furthermore, the large number of
physicians involved (149 physicians for MIG and
122 for TTH) gives our data a high external validity
for describing the situation of TCM diagnosis as it
relates to acupuncture treatment in Germany.

Our data are compromised by several method-
ological factors. We did not design a strict algo-
rithm that would lead from the patients’ answers to
the TCM diagnostic questionnaire inevitably to a
specific Chinese diagnosis. Instead, the question-
naire assisted the physician in finding the appro-
priate Chinese syndrome pattern, but ultimately the
physician was free to draw on the answers to the
questionnaire, his own theoretical background and
his own clinical experience to arrive at a final
Chinese diagnosis or diagnoses. We believe that this
procedure best reflects the clinical reality of the
physician, because we did not force physicians to
conform to the limitations of an artificial clinical
situation created by the demands of a RCT design.
Also, physicians could select up to five TCM diag-
noses for a single patient. While in actual fact the
physician might consider one syndrome to be more
important than another, or might consider one syn-
drome to be the underlying cause for the others, we
were only able to count all syndromes equally,
without weighting. Because our data are based on a
secondary analysis of the GERAC trial data, our
findings do not prove but are suggestive of the
differences in diagnostic patterns between MIG
and TTH. Finally, the fact that the physicians who
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diagnosed subjects as having MIG vs TTH using
IHS criteria were also the clinicians who ascribed
TCM diagnoses to each subject introduces the pos-
sibility of bias if the clinicians had preconceived
ideas about certain TCM diagnoses being associated
with MIG or TTH.

Conclusion

The data from this study show that in TCM diag-
nosis for headache patients, physicians attribute
between two and four TCM syndromes to a head-
ache patient. Typical TCM syndromes for headache
patients in general are Liver Qi Stagnation, Liver
Yang Rising, and Spleen Qi Deficiency. While Liver
Fire Rising and Liver Yang Rising are more charac-
teristic of MIG, Phlegm is more common in TTH.
Deficiency syndromes (Liver Blood Deficiency,
Kidney Yin Deficiency and Kidney Yang Deficiency)
are more present in TTH. Because our study is
based on a secondary analysis, a future study
should look at the distribution of Chinese syn-
drome patterns in headache as the primary
outcome criterion.
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Supplement 1 Questionnaire for TCM syndrome
diagnosis in headache

For each of the following symptoms, please indi-
cate the frequency/severity on a scale from 1 to 4:

1 = never/none
2 = slight/occasionally
3 = strong/frequently
4 = very strong/constantly/very frequently

1. Liver Qi Stagnation
– Are you often irritable, subject to mood

swings or a feeling of internal tension?
– Is your headache triggered by stress or anger?
– Do you often swallow your anger?
– Do your neck and shoulder muscles tend to be

tense?
– Does the pain in your head feel as if it is

pulling or moving from one place to another?
– Do you suffer from premenstrual syndrome or

menstrual pains?
– Do you have a feeling of tension in your

upper abdomen?
– When you are under stress, do you suffer

from heartburn, acid reflux, nausea or loss
of appetite? (Liver-stomach or liver-spleen
disharmony)

– Tongue normal colour or slightly livid?
2. Liver Yang Rising

– Is your headache pulsing, pounding or
piercing?

– Is the pain on one side of the head only?
– Is the headache associated with a feeling of

pressure or with pain in the eyes?
– Does the headache lead to nausea or

vomiting?
– Does your head feel as though it is in a vice?
– Do you sometimes explode after suppressing

anger or frustration for a long time?
– Have you ever experienced ringing in the

ears, sudden hearing loss or vertigo?
– Do you have high blood pressure?
– Tongue: red around the edges, or the entire

tongue red?
3. Liver Fire Rising

Like Liver Yang Rising, plus:
– Is the headache associated with red eyes,

burning or stinging in the eyes, or flickering
before the eyes?

– Is the migraine attack associated with a sen-
sation of heat, with burning or redness of
the face, sweating, dry mouth, and at times a
bitter taste in the mouth?
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– Are you short-tempered or given to violent
outbursts of anger?

– Tongue: red edges or red tongue, yellowish
coating?

4. Phlegm Stagnation—as a result of Spleen Qi
Deficiency
– Is your headache associated with a dull pres-

sure throughout your entire head?
– Does your head feel heavy?
– Do you have feeling of wearing a helmet or a

headband?
– Do your headaches occur more frequently in

damp weather?
– Do you have a feeling of fullness or nausea?
– Do you hands and feet tend to swell up?
– Tongue: pale, large, teeth impressions, thick,

white coating?
5. Spleen Qi Deficiency

– Does the pain in your head tend to be dull
and diffuse?

– Are you often tired, drained or lacking in
drive?

– Are your hands and feet cold? (MP Yang
Deficiency)

– Do you have little thirst and little appetite?
– Do you suffer from diarrhoea or soft stools?
– Do you suffer from abdominal bloating or

irritable bowel syndrome?
– Do you eat irregularly? Do you have a sweet

tooth?
– Do you tend to brood or worry about things?
– Tongue: pale, puffy, wet, teeth impressions?

6. Liver Blood Deficiency
– Do you suffer from relatively low-intensity,

dull or diffuse headaches?
– Do you have a slight feeling of dizziness

accompanied by feeling of emptiness in the
head?

– Are you often impatient, restless and lacking
in stamina?

– Do your nails tend to break?
– Do you have a feeling of numbness or tingling

in hands and feet that occurs at night and at
rest?

– Are you sensitive to light, or do you suffer
from night blindness or blurred vision?

– Do you suffer from sleep disorders? (Heart)
Blood Deficiency

– Tongue: pale, thin, dry?
7. Kidney Yin Deficiency

– Do you suffer from relatively low-intensity,
dull or diffuse headaches?

– Do you suffer from osteoporosis, back pain or
knee pain?

– Do you suffer from anxiety attacks or
phobias?

– Do you tire quickly or feel burned out?
– Do you suffer from night sweats or a sensation

of heat in the hands, feet, forehead or chest?
– Do you suffer from hot flashes or heat

sensitivity?
– Do you have dry mouth or dry skin or dry,

burning eyes?
– Tongue: red, dry, cracked, little or no coating,

small?
8. Kidney Yang Deficiency

– Do you suffer from dull or diffuse headaches?
– Do you suffer from lack of drive, weakness or

excessive fatigue?
– Do you often have cold feet?
– Do you suffer from diffuse or paralyzing

anxiety?
– Do you experience stiffness or pain in the back

or knee joints?
– Do your legs swell up?
– Do you tend toward frequent urination or

urinary incontinence?
– Tongue: large, pale, puffy, moist?
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