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“There will be times when standing alone feels too hard, too scary, and we’ll 

doubt our ability to make our way through the uncertainty. Someone, somewhere will say 

‘Don’t do it. You don’t have what it takes to survive the wilderness.’ This is when you 

reach deep into your wild heart and remind yourself, ‘I am the wilderness.’”  

– Brene Brown  
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ABSTRACT 

 This paper examines the role of occupational therapy in the management of 

headaches among women in military aviation. Headaches are a common complaint 

among aviation professions and can significantly impact their performance and their 

quality of life. Through a comprehensive literature review, this paper highlights the 

unique challenges faced by women in military aviation fields and the various factors that 

contribute to the headache experience. This paper explores the benefits of occupational 

therapy interventions utilizing the biopsychosocial model and the integrated headache 

model. The interventions are designed to address the musculoskeletal symptoms to 

include injury remediation and prevention, pain management techniques, manual therapy 

modalities and ergonomic assessments. Additionally, interventions address behavioral 

factors that support development of health promoting habits, roles and routines. 

Interventions may include but are not limited to the management of headache triggers 

such as sleep and rest, stress management and strategies which impact quality of life and 

the headache experience. The findings of this paper underscore the importance of 
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occupational therapy in the holistic approach to managing headaches among women in 

military aviation and it highlights the need for further research in this area. 
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CHAPTER ONE – Introduction 

 There is a significant gap in holistic healthcare services for managing headaches 

in women (Adams et al., 2012). While headaches are a common complaint among 

aviation professionals, little attention has been given to the unique challenges faced by 

women in this field (Rae, 2020). These challenges include operating in airframes which 

were designed for male aviators who have different sized bodies and physical strengths 

resulting in ergonomic issues (Weber, 1997). Further challenges include biological, 

psychological and emotional factors which may impact their prevalence for headaches 

(Demerouti et al., 2019). Additionally, challenges may include the imbalance in work and 

home demands and the lack of social support which is a product of the frequent moves 

associated with the military lifestyle (Rae, 2020). Despite the increasing recognition of 

the importance of holistic health care in managing headache conditions, traditional 

medical approaches often focus heavily on pharmacological interventions (Minem et al., 

2015). There is a need for more comprehensive, patient-centered approaches that 

consider the whole person, including lifestyle factors and psychosocial stressors 

(Lagueux, 2018). Occupational therapy, with its focus on functional independence and 

participation in daily activities, has the potential to play a critical role in addressing these 

gaps and promoting holistic headache management for women in military aviation 

careers. 

Proposed Solution Through a Biopsychosocial Approach 

 The biopsychosocial (BPS) model fosters an approach where the practitioner 

addresses biological, psychological and social factors to provide care for the person as a 
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whole versus treating the symptoms of their condition (Rohling, 2018). Biological factors 

that impact the headache and migraine cycles include but are not limited too; tight 

muscles in the head, neck, jaw and shoulders, weak muscles supporting the head and 

neck and poor posture (Tymoszuk, 2020). Psychological factors which impact the 

headache and migraine cycles are the stress response, poor quality or limited duration of 

sleep and feeling anxious or depressed (Rohling, 2018). Finally, social factors which can 

contribute to the headache and migraine experience are feelings of isolation or missing 

out on important events or favorite hobbies because of pain or a lack of support from 

family, friends or co-workers (Rohling, 2018).  

Trigger Point Dry Needling as a Pain Intervention 

Trigger point dry needling is a manual therapy modality primarily utilized by 

chiropractors, physical therapists and occupational therapists to help decrease muscle 

pain and tightness (France et al., 2014). A trigger point is a palpable collection of tight 

muscle fibers which can refer pain to different areas, depending on the muscle they are 

located in. Palpation and pressure on a trigger point can reproduce pain symptoms 

(Tymoszuk, 2020). Thin monofilament needles are inserted into the trigger point and 

surrounding tissue to increase blood flow to this area and to help release the tight muscle 

fibers, resulting in decreased pain and can increase range of motion (France et al., 2014).   

Mindfulness as a Psychosocial Intervention 

 Mindfulness is a practice of paying attention to the present moment with openness 

and non-judgmental awareness (Schuman-Oliver et al., 2020).  It can look like sitting 

alone in a quiet space paying attention to inhales and exhales and bringing awareness 
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back to breathing when thoughts begin to wander (Mindfulness definition, n.d.). It can be 

utilized as an intervention to reduce stress, to manage anxious or racing thoughts and it 

has demonstrated effectiveness with improving sleep (Schuman-Oliver et al., 2020).  The 

goal of mindfulness is to increase awareness to the present moments to increase 

awareness about thought patterns. It can be used to reduce negative thought patterns and 

to be less reactive to stress, emotions and bodily sensations like tight muscles or 

clenching teeth together (Schuman-Oliver et al., 2020). 

Anticipated Outcomes 

 The anticipated outcomes of this program is that occupational therapists, through 

biopsychosocial approach, can provide a comprehensive approach to headache and 

migraine management for women serving in military aviation roles. It is the aim of this 

program to reduce headache and migraine frequency and improve quality of life for 

participants. Further, this program would serve as a spring board to guide other 

occupational therapists in their program development. 
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CHAPTER TWO – Project Theoretical and Evidence Base 

Headache disorders, including migraines are among the most common health 

problems worldwide (Amiri et al., 2022). Headaches and migraines can feel different for 

different people and can vary in intensity, duration, location and frequency. Headaches 

may be described as a feeling of tightness in the head, a dull ache or throbbing pain, a 

sharp or stabbing pain. It may be described as an ache or pain in the neck, face, forehead, 

temples or back of the head. The pain may be localized to one side of the head and it 

could be describes as pain or pressure around one eye. Headaches may cause sensitivity 

to external stimuli such as lights, sounds, or smells. It may lead to blurred vision, 

dizziness, lightheadedness, nausea or vomiting and it may cause difficulty concentrating 

or thinking clearly (Cleveland Clinic, 2021). Headache conditions can cause significant 

disability, affect quality of life and lead to decreased productivity at work and at home. 

Additionally, there is a substantial economic burden associated with headache conditions, 

for the individual, the health care system and society in general (Amiri et al., 2022).  In 

the United States, the average cost of medical care for a migraine sufferer versus a non-

migraine sufferer is $11,000 vs $4,436 each year (Bonafede et al., 2018). 

The World Health Organization (WHO) classifies different types of headache 

conditions as primary or secondary. Primary headaches are conditions which have an 

insidious onset and there is no underlying medical condition. There are over 150 types if 

headache conditions, the most common are tension-type headaches (TTH), migraine 

headaches (MHA), cluster headaches (CHA) and medication overuse headaches (MOH) 

(Saylor & Steiner, 2018).  Secondary headaches are caused by underlying medical 
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conditions. The conditions may include infections, head injury, brain injury, a brain 

tumor or other medical conditions (WHO, 2016).  

The WHO describes headache conditions as disorders of the nervous system 

(WHO, 2016). Both headaches and migraines involve complex interactions within the 

nervous system which includes the brain, blood vessels, nerves and other structures. The 

brain is the command and control center for the body and it’s functions (Tymoszuk, 

2020). It is responsible for different systems which help coordinate voluntary and 

involuntary movements, process sensory information, regulate homeostasis, control 

emotions and behaviors, process language and complete higher-level thinking 

(Tymoszuk, 2020). 

It is hypothesized that people with migraines and other headache conditions have 

a lower threshold for sensory stimuli and their nervous systems are more active or 

hypersensitive (Tymoszuk, 2020). Specifically, headaches can have the greatest impact 

on the autonomic nervous system which regulates involuntary functions such as heart 

rate, blood pressure, digestion and breathing. The autonomic nervous system has two 

divisions, the first is the sympathetic division which is responsible for “fight or flight” 

and the parasympathetic division is responsible for “rest and digest”. People who 

experience this type of nervous system hypersensitivity may experience more frequent 

and severe symptoms (Tymoszuk, 2020). 

In addition to the nervous system response to headaches and migraines, the 

musculoskeletal system can play a significant role in the headache cycle. Poor posture 

and tight muscles can continue the cycle of tension-type headaches, may trigger migraine 
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headaches and can play into the forces which contribute to occipital and trigeminal 

neuralgias (Tymoszuk, 2020). Tension-type headaches are the most common type of 

headaches and are often described as a band-like pressure or tightness around the head. 

These headaches are commonly caused by tension or tightness in the muscles of the neck, 

head and shoulders which can result from poor posture, stress or overuse. Similarly, 

migraines can be triggered or exacerbated by tight muscles in the neck and shoulders. 

When the muscles of the upper quarter become tight or contracted, they can compress 

nerves and blood vessels which can trigger a migraine. Additionally, the pain and 

discomfort associated with these conditions can cause muscles to become even more 

tight, leading to a cycle of muscle tension and headache pain (Tymoszuk, 2020). 

According to the WHO, an estimated one billion people experience a headache at 

least once per year (WHO, 2016). Women are three times more likely to experience 

migraine headaches compared to men (UCLA, 2007). In the United States an estimated 

39 million people experience migraine headaches (Read, n.d.). Chronic migraine 

headaches occur in only 3% of the population, however it is 20% more prevalent amongst 

9/11 combat veterans (Williams, 2020). Chronic Migraines are defined by experiencing 

fifteen or more headache days each month with eight days of headaches with migraine 

features for a period of three months or more (Cleveland Clinic, 2019). Migraine features 

may include sensitivity to light, sound, smells and may present with or without visual 

changes (Cleveland Clinic, 2019). In 2017, an estimated three hundred and eight-

thousand veterans, under the age of 50 received care for headaches. Approximately 75% 

of their care was managed by primary care providers (PCPs) (Williams, 2020).  
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The Impact of Sleep 

 In a 2005 study which examined the sleep patterns in people who experience 

migraines, the authors concluded that while people with migraines experience sleep 

disturbances, there may not be a direct correlation with their migraines (Kelman & Rains, 

2005). Sleep disturbances may include conditions where people experience poor sleep 

quality, difficulty falling asleep or staying asleep, waking too early, or those who 

experience obstructive sleep apnea (Fernández-de-las-Peñas, et al., 2017). People who 

experience sleep difficulties are more prone to experience daytime sleepiness, difficulty 

with motivation and task initiation, they may experience difficulty concentrating or 

problem solving and they may be more prone to experience headaches (Larouche, et. Al., 

2014). The authors Kelman & Rains did note that migraine sufferers who slept 6 hours or 

less reported more severe headache episodes and subsequently worse sleep quality 

(Kelman & Rains, 2005). Additionally, the authors noted that sleep difficulties occurred 

more often in people who experience chronic migraines versus those who only suffer 

occasional episodes (Kelman & Rains, 2005). Insomnia and poor sleep quality may be 

linked to shift work, travel and time changes and bedroom environmental factors such as 

lights, noises and temperature (Larouche, et. Al., 2014). Sleep can be impacted a person’s 

nighttime routine, their beliefs about sleep and their sleep hygiene habits (Larouche, et. 

al., 2014).  
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Military Service Members & Headaches   

Women serving in the Department of the Air Force (DAF) make up only twenty-

one percent of the active-duty force (AFPC, 2023). Approximately 1,717 women serve as 

pilots, navigators and battle managers (AFPC, 2023). Military service can have 

significant emotional, physical and psychological demands (Rae, 2020). Flight jobs can 

present with additional physical demands, to include working in cramped spaces, the 

need to lift heavy equipment, maintain prolonged static postures and experience high 

levels of physical and mental fatigue. These demands may be particularly challenging for 

women who do not have the same body structures and strengths as their male 

counterparts (Weber, 1997). Over the years, the field of aviation has been dominated by 

men and therefore aircraft cockpits have been engineered for men. Women may 

experience a mechanical disadvantage due to their height, strength and body factors, 

which may lead to musculoskeletal pain, including head and neck pain (Weber, 1997).  

In addition to physical demands, women in flight roles may face emotional and 

psychological challenges (Demerouti et al., 2019). The military culture can be intense 

and demanding, with an emphasis on toughness and stoicism. Women may experience 

pressure to conform to these norms which can be at odds with their own emotional 

experiences. Additionally, women may face sexism or discrimination in a male 

dominated field which can impact their morale and sense of belonging (Rae, 2020). 

Further, women frequently face a societal burden to manage a career and a home 

simultaneously. This expectation can be particularly challenging for women who have 

children, as they may be the primary caregiver. The burden to balance a career and a 
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home can result in high levels of stress which can negatively impact a women’s health 

(Rae, 2020). Military members are often stationed far from their home of origin where 

they would have friends, family and community support (Rae, 2020). 

Maintaining flight status is a critical component for people in flight-based 

occupations (i.e., pilots, navigators, battle managers, air traffic controllers, air crew, etc.). 

To maintain flight status, individuals must meet certain health and fitness standards (HQ 

USAF/A3, 2022). This can be challenging for women who struggle with migraines and 

headache conditions. It is imperative to the health of the force, that the military adopt a 

holistic approach to headache and migraine management to support individuals and the 

force as a whole. Additionally, it is important that the DAF focus its efforts on retaining 

women because they bring diversity and inclusion to the work center. Diversity and 

inclusion can lead to higher employee engagement, satisfaction and retention rates 

(Brimhall & Mor Barak, 2018). The military has difficulty retaining women in general, 

hence this program has focused on the needs of female service members (Keller et al., 

2018).  

Primary Care’s Approach  

Primary care providers often rely on the biomedical model when providing care 

and this approach focuses on the biological and physiological aspects of a disease. The 

biomedical model is not always the most effective approach to managing migraine and 

headache conditions. This model is often successful in identifying many of the 

underlying causes and mechanisms of headaches but it often overlooks the interplay of 

psychological, social and environmental factors which can contribute to the development 
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and maintenance of headaches. Further, the use of medication may not be successful and 

may cause additional side effects (Sisco et al., 2022).  

The current Veterans Affairs Administration (VA) and Department of Defense 

(DOD) guidelines offer an algorithm to guide PCPs in their clinical decision-making 

process. The clinical pathway is informed by the biomedical model and does not offer a 

holistic client centered approach to headache management. For headache conditions the 

algorithm utilizes a pharmacological approach, a referral to Physical Therapy (PT) and 

eventually refers service members and veterans to a “specialist” if medication and 

therapy were not effective (VA.gov, 2022). The specialist in this algorithm is not clearly 

defined and thus could be interpreted as a referral to neurology or pain management or 

other specialty clinic such as occupational therapy.  

Occupational Therapy’s Approach 

Occupational Therapists (OTs) are holistic care providers who offer a unique 

skillset to help service members manage their headache pain and optimize their 

participation in meaningful occupations. Occupational therapists can play an important 

role in the management of headaches but are often underutilized in this area of healthcare 

(Lagueux, 2018). Many healthcare providers and individuals with headache conditions 

are not aware of the role OTs can play in headache management. OTs understand how 

headaches can impact a person’s ability to function and engage in their daily activities 

and occupations. They can work with individuals to develop strategies to manage their 

headaches and maintain their ability to participate in the tasks which bring them the most 

value  (Lagueux, 2018). Occupational therapists can provide a range of interventions to 
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support individuals with headaches, including manual therapy interventions (i.e., trigger 

point dry needling, soft tissue mobilization, etc.) and mindfulness based interventions. 

OTs can offer education about lifestyle modifications, stress management techniques, 

relaxation training and ergonomic assessments and modifications. They can also help 

people develop and implement individualized self-management plans to reduce the 

impact of headaches on their daily activities (Lagueux, 2018). 

OTs utilize two major frameworks for providing comprehensive headache care 

which include the Integrated Headache Model (IHM) model and the biopsychosocial 

(BPS) model (Rohling, 2018). The IHM model is a comprehensive approach that 

employs multiple disciplines including neurologists, mental and behavioral health 

professionals and rehabilitation professionals like physical and occupational therapists, 

and techniques to effectively address chronic headaches and their detrimental effects on 

an individual’s well-being (Rohling, 2018). The IHM model and this approach to care is 

well established in Germany. The practice of integrated care recognizes that there is a 

high likelihood that people who experience chronic headaches or migraines may have 

other comorbidities such as anxiety, depression, obesity, other chronic pain conditions, 

cardiovascular disease and they may experience sleep disorders (Rohling, 2018). In 

response to the complex needs of those with headache conditions, the integrated approach 

seeks to address the underlying cause of the condition, as well to optimize medication 

use, to utilize strategies to reduce headache days and reduce the chronicity of these 

conditions (Rohling, 2018). 
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The BPS model is a broad framework that recognizes the interplay between the 

three domains which include the biological, psychological and social factors in health and 

illness. This model emphasizes the importance of addressing all these factors in order to 

achieve optimal health outcomes (Borrell-Carrió et al., 2004). Biological factors include a 

person’s body structure and functions, their genetic make-up and the physical responses 

to interventions. Psychological factors will influence a person’s adoption of the sick role 

or their motivation to manage their illness or injury in a positive capacity. The social 

factors include a person’s support system, their values, beliefs, family relationships and 

peer relationships. The BPS model proposes that all three domains impact health and 

wellness and are interconnected (Borrell-Carrió et al., 2004).  Occupational Therapists 

are uniquely qualified to utilize the BPS model to optimize health and wellness among 

headache and migraine sufferers (Lagueux, 2018). OTs employ both a top-down and a 

bottom-up approach to analyze the skills required to participate in a given occupation. 

OTs recognize the distinct connect between occupational engagement and how a person 

perceives their self and their value. OTs can provide recommendations to adapt a task or 

the environment in which a task is performed, as well, they can make recommendations 

to improve occupational performance for a task (Lagueux, 2018). 

Note: This author utilizes terms such as male and female throughout the program and 

notably to guide the literature review because gender can play a role in the pain 

experience, interventions and management. It is not the author’s intent to exclude non-

binary nor transgender people. The program could be tailored to help a person 

regardless of their gender. 
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In conclusion, migraine and headache conditions can have a significant impact on 

the daily life of aviation professionals and the diversity and readiness of the military 

forces. Headaches can limit an aviator’s daily occupational performance and it is 

essential to address these conditions in a comprehensive and integrated manner that 

considers the biological, psychological, emotional, environmental and social factors. 

Occupational therapists are uniquely qualified to play a critical role in the management of 

migraine and headache conditions. They can provide personalized care and treatment that 

address the unique challenges and demands that service members experience. By working 

collaboratively with women in aviation and other healthcare professionals, occupational 

therapists can help optimize a service member’s health, well-being and occupational 

performance. Ultimately, this can benefit not only the individual but the military as a 

whole, ensuring a medically ready force. 
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CHAPTER THREE – Overview of Current Approaches and Methods 

 Headaches and migraines are common neurological disorders that affect millions 

of people worldwide (Amiri et al., 2022).  Despite the widespread prevalence of these 

conditions, their management remains challenging, and many people continue to suffer 

from debilitating symptoms (Amiri et al., 2022). Primary care providers serve as a 

nucleus for patient care within the health care system (Minem et al., 2015), thus, PCPs 

are the first care providers patients collaborate with regarding their headache or migraine 

symptoms. In a 2015 research article published by the International Headache Society, 

the authors discussed the limitations of migraine care provided in primary care clinics 

(Minem et al., 2015). Providers may not be well versed with the evidence which drives 

migraine care (Minem et al., 2015). Providers may be unsure of when to order advanced 

radiology studies, they not be familiar with the concept of and medications which lead to 

medication overuse headaches and they may not be aware of all of the specialists that 

could aide in symptom management outside of neurology (Minem, et al., 2015).  

Primary care providers employ a biomedical approach to headache and migraine 

management focusing on pharmacological interventions to alleviate symptoms (Sico, et 

al., 2022) However, this approach often overlooks the interplay between the physical and 

behavioral factors that contribute to the development and persistence of these conditions 

(Lagueux, 2018). The biomedical model seen in primary care clinics typically involves a 

stepwise approach that begins with identifying the underlying cause of the headache 

condition and course of treatment (Minem et al., 2015). Typical steps involve evaluation, 

diagnosis, treatment and then a follow up. The first step is to evaluate the patient’s 
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symptoms and medical history. The evaluation involves a physical examination, a 

neurological examination and potentially radiological studies which may range from 

radiographs to a computerized tomography (CT) scan or a magnetic resonance imaging 

(MRI) (International Classification, 2013). Based on the evaluation findings, the PCP will 

make a diagnosis and determine a course of treatment. The treatment plan may include 

medication, which could be over-the-counter pain relievers or prescription medications. 

Care may include referrals to be evaluated and treated by a number of specialists. 

 Headache and migraine medications may range from over-the-counter (OTC), to 

prescription medications for pain, migraine prevention and migraine abortive medications 

(Gallagher & Kunkel, 2003). Medication, such as botulinum toxin, also known as Botox 

may be administered via an injection by a healthcare provider (Kępczyńska & Domitrz, 

2022). Medications may have significant side effects such as drowsiness, nausea and 

potentially liver damage (Gallagher & Kunkel, 2003). Side effects can limit the 

effectiveness of treatment and make it difficult for patients to tolerate the course of care. 

Headaches can be high individualized and require a tailored approach (Gallagher & 

Kunkel, 2003). Lastly, certain medications, if overused or used improperly, can lead to 

medication overuse headaches (Saylor & Steiner, 2018).   

Outside of primary care, other specialties such as dental, optometry, neurology, 

physical therapy and mental health may address underlying causes or exacerbating 

elements that impact the headache cycle and pain experience (Tymoszuk, 2020). Each of 

these specialties approaches headache and migraine management from a narrow lens 

based on their respective specialty ultimately failing to address the multifaceted nature of 
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these disorders.  It is important to understand the contributions and benefits of each 

specialty, but the research demonstrates there is a need for an integrated approach to 

headache and migraine management (Lagueux, 2018). An integrative approach allows for 

more personalized and comprehensive treatment plans that consider both the physical and 

psychological aspects of headache and migraine conditions. This approach can help 

people identify their individual triggers, leading to strategies which can help manage and 

prevent triggers and subsequent headache and migraine episodes (Tymoszuk, 2020). 

Dentistry’s Contributions to Care 

 Dental conditions can be an underlying cause of tension headaches and may 

contribute to the headache experience in several ways. The most common contributing 

conditions being temporomandibular joint (TMJ) disorder, myofascial pain syndrome 

(MPS), bruxism, malocclusion or the presence of wisdom teeth (Vaswani et al., 

2021).  Malocclusion and wisdom teeth impaction are independently dental conditions 

which require dental care (Vaswani et al., 2021). Bruxism is the term utilized to describe 

clenching or grinding teeth together which occurs at night during sleep. It may be 

managed with a nocturnal mouthguard to prevent damage to the teeth (Vaswani et al., 

2021). TMJ and MPS are conditions which can benefit from manual therapies seen in 

physical and occupational therapy clinics (Vaswani et al., 2021).  TMJ disorder is a 

condition that affects the joint that connects the jawbone to the skull. It is located right in 

front of the ears. If the joint is misaligned or not functioning properly, it can cause pain in 

the jaw, head and neck which can contribute to headaches (Gil-Martínez et al., 2018).  
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Myofascial pain syndrome is a common painful condition that affects the muscles 

and surrounding tissues (fascia) in the body (Kutuk et al., 2019). It is characterized by the 

development of trigger points which are hyperirritable areas within the muscles that can 

cause pain and discomfort and may refer pain to other areas of the body including into the 

head, neck and jaw (Tymoszuk, 2020). In dental issues, MPS can manifest as TMJ or 

bruxism. The muscles of the jaw and face can become tense and develop trigger points, 

leading to pain, clicking or popping sounds in the jaw, difficulty opening the mouth and 

tooth pain (Tymoszuk, 2020).  

Dental providers may treat MPS and TMJ with a mouth guard or soft splint at 

night, with Botox or lidocaine injections or with deep dry needling (Vaswani et al., 

2021). Soft splint therapy is considered the gold standard for temporomandibular 

myofascial pain dysfunction syndrome. A 2021 systematic review explored the merits of 

soft splint therapy versus deep dry needling with soft splint therapy and the authors 

revealed that deep dry needling and soft splint therapy combined are a highly effective 

solution to manage the trigger points associated with this condition (Vaswani et al., 

2021). The authors went on to describe deep dry needling as invasive, they went on to say 

that there should be a significant effort made to emphasize the importance of behavioral 

modifications to manage this syndrome (Vaswani et. al., 2021). In a 2019 article, the 

authors described Botox injections and dry needling as modalities which provide 

satisfactory outcomes to manage TMJ (Kutuk et al., 2019).  
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Optometry’s Contributions to Care 

Vision can have a significant impact on headaches, especially in cases where the 

headache is related to eye strain or vision problems (Tymoszuk, 2020). Eye strain can 

cause tension headaches which often involves a dull, aching pain and it is felt on both 

sides of the head. Eye strain can occur when the eyes are overworked, such as prolonged 

typing without a rest break or inadequate lighting (Tymoszuk, 2020). Vision problems 

such as nearsightedness, farsightedness, astigmatism or presbyopia can cause headaches. 

When the eyes have to work harder to focus it can cause eye strain and tension headaches 

(Gutteridge & Cole, 2001). Migraines can be triggered by vision problems such as visual 

aura. Visual aura is a temporary disturbance in vision that can occur before, during or 

after a migraine. This can include seeing flashing lights, zigzag lines or blind spots 

(Gutteridge & Cole, 2001). People who are sensitive to light may experience headaches 

when exposed to bright light. Corrective lenses may help reduce eye strain and prevent 

headaches (Gutteridge & Cole, 2001). 

Neurology’s Contributions to Care 

Neurologists play a critical role in helping migraine sufferers. They can 

distinguish migraines from other types of headaches. They may prescribe preventative 

medications and medications which alleviate the pain symptoms associated with an acute 

migraine attack (Benisek, 2023). Neurologists may advise on lifestyle modifications to 

help reduce the severity or frequency of migraines. Neurologists may use Botox 

injections which temporarily paralyze the muscles that can trigger migraines. Botox can 

be effective in preventing chronic migraines and occipital neuralgia for some patients. It 
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has long lasting effects and treatment is only required every 12 weeks (Kutuk et al., 

2019). It is generally viewed as safe. In the scope of military medicine, the use of Botox 

amongst non-fliers can be seen as a duty limiting condition which can result in a medical 

review board and ultimately medical separation from military service (HQ USAF/A3, 

2022). For service members in an aviation role, Botox use will result in a loss of flying or 

controlling traffic status (HQ USAF/A3, 2022). 

Physical Therapy’s Contributions to Care 

The musculoskeletal system can play significant role in the headache and 

migraine cycles. Physical therapists will examine causes such as cervical spine conditions 

like disc herniations, nerve entrapment, arthritis or whiplash injuries (Tymoszuk, 2020). 

The following MSK factors may contribute the headache experience; tight muscles, weak 

muscles, poor posture, disc herniation, nerve root compression or cervicogenic headaches 

(Oostendorp et al., 2015). Poor posture can put strain on the neck muscles and cause pain 

that radiates into the head. Poor posture may be caused by hunching over a computer or 

phone for long periods or other occupations which promote prolonged static postures. 

Poor posture can foster muscle imbalances (Tymoszuk, 2020). Neck and shoulder 

muscles such as the upper trapezius, the suboccipitals, and the sternocleidomastoid 

(SCM) can be hyperactive and house trigger points which continue the pain cycle 

(Tymoszuk, 2020). 

Physical therapists tend to treat headaches and migraines from a musculoskeletal 

(MSK) lens (Oostendorp et al., 2015). Physical therapists can utilize manual therapy 

techniques such as soft tissue mobilization, trigger point dry needling, stretch and 



 

 

20 

strengthening and postural re-education (Oostendorp et al., 2015). However, there is a 

need for more high-quality evidence to support dry needling (Vier et al., 2018). Further, 

research demonstrates the need for lifestyle and behavioral modifications which PT is not 

often equipped to provide. Research demonstrates that while physical therapists may 

attempt to view and treat patients through a biopsychosocial approach, they often fall 

short due to a lack of training and a lack of skills to address the psychosocial aspects 

(Oostendorp et al., 2015).  

Mental Health & Behavioral Health’s Contributions to Care 

Mental health care can have a critical impact for people with headaches and 

migraines (Rohling et al., 2018). People who experience headaches and migraines tend to 

have one or more comorbidities such as anxiety, depression, panic disorder, post-

traumatic stress disorder (PTSD) and/or experience challenges with sleep (Amiri et al., 

2022). The relationship between migraines and these comorbidities is often bidirectional, 

meaning that headaches and migraines can worsen mental health conditions like anxiety 

and depression and vice versa. The presence of one condition can exacerbate the 

symptoms of the other, leading into a cycle of worsening symptoms (Amiri et al., 2022). 

Mental health providers can address these cooccurring conditions and improve the quality 

of life (QOL) for the people who experience these conditions (Amiri et al., 2022). MH 

providers may utilize medications, cognitive behavioral therapy (CBT) or other 

interventions to help treat an individual. Migraine sufferers specifically, are 4-5 times 

more likely to experience generalized anxiety disorder. People who experience chronic 

headaches and migraines have a higher likelihood of experiencing depression, likely in 
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part due to the way the chronic pain from these conditions impacts quality of life (Amiri 

et al., 2022). In comparison to the general population, migraine sufferers experience 

PTSD four times more often than people who do not have migraines (Amiri et al., 2022).  

Cognitive Behavioral Therapy for insomnia (CBT-I) is an effective means for 

most people to manage their sleep challenges, however 20-30% of participants will not 

have success with CBT methods (Larouche, et. Al., 2014). Cognitive Behavioral Therapy 

is a form of psychological treatment that focuses on the connection between a person’s 

thoughts, feelings and behaviors. The guiding principle is that thoughts influence feelings 

and behaviors. Negative thoughts can lead to negative emotions and behaviors which can 

continue the undesirable cycle (Mayo Foundation, 2019). Mindfulness is another strategy 

which can be utilized for to help achieve better sleep. Mindfulness is centered on the idea 

that people can be aware of their thoughts and accept them without judgement. It is a 

practice that brings awareness to the present moment and helps decrease negative thought 

patterns like worrying about the or fear for the future (Mindfulness definition, n.d.). 

Finally, a 2009 study by Wood et al., demonstrates there is a direct link between sleep 

and gratitude. Gratitude helps combat the negative thoughts people may experience in the 

pre-sleep phase leading to better quality of sleep (Wood, et al., 2009). It is important to 

note, MH and BH providers do not address the musculoskeletal causes of headaches and 

migraines (Tymoszuk, 2020). 

Headache & Migraine Impact on Military Aviators and Aircrew 

Military aviation involves a unique set of challenges that can take a toll on the 

physical and mental health of pilots and crew (Demerouti et al., 2018). Different 
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airframes have different operational functions and place distinct impact on the people 

who operate them. For instance, some airframes, such as helicopters can cause higher 

rates of head, neck and shoulder pain due to the weight of the helmet, use of 

counterweights to help balance gear, the use of night vision goggles (NVG) and the static 

postures dictated by the type of mission (Murray et al., 2016). Other airframes, such as 

fighter jets can cause neck and low back pain due to the intense vibration and G-forces 

experienced during flight (Mastalerz et al., 2022). Further, depending on the function of 

an aircraft, pilots and aircrew may have been exposed to combat, search and rescue 

missions and other operations which could lead sleep disturbances, anxiety and post-

traumatic stress (Weeks, et al., 2010). Additionally, military operations may involve shift 

work, irregular work hours and travel across time zones which disrupts sleep patterns 

leading to fatigue and other health problems (Demerouti et al., 2018).  

In essence aviators, air crew and air traffic controllers are primed to be more 

susceptible to headaches and migraines (Van den Oord, 2013). Their occupations can 

cause head, neck and shoulder pain, muscle weakness or muscle trigger points. They are 

prone to prolonged static postures too, which can trigger tension headaches and migraines 

(Tymoszuk, 2020). Fatigue, shift work and sleep disturbances are also factors which can 

lead to excessive caffeine use and dehydration which are linked to headache and migraine 

prevalence (Tymoszuk, 2020). Headaches and migraines can have a significant impact on 

pilots, aircrew and air traffic controllers, as these conditions can affect their ability to 

perform their duties safely and effectively (HQ USAF/A3, 2022). Headaches and 

migraines may reduce focus and concentration, this could lead to errors or fatal accidents. 
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Migraines can cause visual disturbances such as flashing lights or blind spots which 

could impair vision and subsequent decision making (Cleveland Clinic, 2019). Migraines 

and headaches can cause sensitivity to light and sound which could be problematic for air 

traffic controllers in the tower and pilots during flight. Medications used to manage 

headaches and migraines can cause side effects such as drowsiness, slowed reaction times 

and it can impair function (Cleveland Clinic, 2019).  

The Federal Aviation Administration governs military and civilian flight. The 

FAA requires pilots and air traffic controllers to undergo regular medical exams to 

maintain their certifications. If headaches or migraines are not well managed, they could 

result in denial of medical certification which would prevent the individual from working 

in their profession (Hesselbrock & Haynes, 2020).  In the United States Air Force 

(USAF), flight surgeons provide primary care services in a Flight and Operational 

Medicine Clinic (FOMC) to uphold the FAA and military requirements (FOMC/BOMC, 

n.d.). The primary care providers in FOMC have received specialized training to 

understand and meet the needs of the operational communities for which they support 

(Atzema & Poirier, 2004). Flight medicine physicians specialize in health and medical 

issues that are unique to aviation, such as the effects of altitude, acceleration and G-forces 

on the body. Additionally, they understand the impact of long hours of siting and the 

stress of combat situations. Further, flight surgeons are considered rated aviators 

themselves and they are part of critical missions to provide immediate medical care on 

aircraft (Dunn, 2023). The limitation of FOMC is that it is a specialized primary care 

clinic for aviators and service members in operational roles and subsequently they 
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operate under the medical model which does not provide a comprehensive approach to 

headache and migraine management (Bigal et al., 2009).  

Factors that Limit Success with Headache & Migraine Management 

There are several factors which contribute the successful treatment or a lack 

thereof for migraine and headache conditions. One of the primary reasons for poor 

outcomes is an incorrect or incomplete diagnosis (Bigal et al., 2009). There are many 

different types of headaches and migraines, and because two conditions can be 

cooccurring, it can be difficult to determine the exact cause and identify the most 

effective treatment approach (Bigal et al., 2009). Additionally, co-existing medical 

conditions or mental health disorders can complicate diagnosis and treatment process. 

Other factors that can contribute to ineffective management include medication overuse, 

poor compliance to treatment plans, failure to address lifestyle and behavioral factors 

such as hydration, nutrition and sleep habits (Bigal et al., 2009). In order to achieve 

successful headache and migraine management, it is important to work with a team of 

healthcare providers who can provide accurate diagnoses and develop a comprehensive 

treatment plan that takes into account all of the factors that may be contributing to the 

condition (Rohling et al., 2018). 

The United States Air Force School of Aerospace Medicine (USAFSAM) 

established training pipeline to standardize the training for flight surgeons only a decade 

ago (Dunn, 2023).  Further, the goal of the FOMC is to help its enrolled beneficiaries 

maintain their operational status or disqualify them for their own safety (Atzema & 

Poirier, 2004). The FOMC staff utilize a medical model, much like PCPs do in a primary 
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care clinic (Atzema & Poirier, 2004).  Flight physicians are acutely aware of the 

conditions and medications which can disqualify a service member from flight and 

operational duties. However, they may lack awareness of the holistic biopsychosocial 

approach occupational therapists provide to help manage headaches and migraines to 

support service member who complete flight and controller duties (Rohling, 2018). 

Comprehensive Care Through a Biopsychosocial Approach 

The BPS approach to headaches, migraines and chronic pain is a holistic model 

that recognizes that biological, psychological and social factors interact to influence pain 

perception and the experience of pain (Rohling, 2018). The biological factors include the 

physiological processes that contribute to the experience of headaches and migraines 

such as inflammation, nerve damage and changes in the brain chemistry (Tymoszuk, 

2020). Treatment approaches that target biological factors may include medications, 

physical therapy and other medical or neurological interventions (Amiri et al., 2022).  

Psychological factors include the emotional, cognitive and behavioral factors that 

contribute to the headache, migraine and pain cycles such as anxiety, depression, 

catastrophizing and coping strategies (Rohling, 2018). Treatment approaches that target 

psychological factors may include cognitive-behavioral therapy, mindfulness-based 

interventions (MBI) and relaxation techniques (Rohling, 2018). Social factors include the 

environmental, cultural and social factors that contribute to the headache, migraine and 

pain experiences such as social support, family dynamics and work-related stressors 

(Rohling, 2018). Treatment approaches that target social factors may include 

occupational therapy, social support interventions and work place accommodations. 
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CHAPTER FOUR – Description of the Proposed Program 

This program was designed to address the complex needs of women in military 

aviation, aircrew and air traffic control jobs who struggle with headaches and migraines. 

Migraines and headache conditions can cause severe pain, may impact vision, and 

ultimately limit occupational performance (Cleveland Clinic, 2021). Traditional headache 

and migraine management approaches often include medications which can further 

impact occupational engagement leaving service members unable to care for themselves, 

their homes, pets, and family and unable to complete their duties safely at work 

(Gallagher & Kunkel, 2003). Occupational therapists recognize the multifaceted nature of 

these conditions, and this program adopts a biopsychosocial approach to provide a 

comprehensive holistic approach to influence pain and well-being. 

Description of the Program 

 The program is a six-week intervention, where participants will complete one 

weekly individual OT session and one group OT session. Sessions will last 

approximately forty-five to fifty-five minutes. At the initial evaluation, participants will 

be assessed by an occupational therapist to gain a better understanding of the physical 

factors which may be contributing to their headache and migraine cycles. In the 

individual sessions, participants will receive a manual therapy intervention to address 

active trigger points in the head, neck, jaw or shoulders. Manual therapy interventions 

will include trigger point dry needling, ischemic compression or instrument assisted soft 

tissue mobilization. The goal of the manual therapy intervention is to address active 

trigger points which refer pain to the head, neck, face or shoulders. Manual therapy 
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interventions last approximately fifteen minutes and will be followed by stretching and 

strengthening to address physical factors such as tight or weak muscles in order to 

prevent reoccurrence of trigger points. In group sessions, participants will explore 

mindfulness-based interventions such as a deep breathing, guided visualizations or 

progressive muscle relaxation to name a few interventions. Participants will learn about 

behavioral patterns which may cause stress and contribute to their headache and migraine 

cycles. Participants will have the opportunity to interact with each other, share 

experiences and offer support and build a sense of community with each other. 

Desired Outcomes  

 There are three primary desired outcomes for this program, Exploring 

Occupational Therapy’s Role in Headache and Migraine Management for Women in 

Military Aviation Fields. The first outcome is in support of service members. The 

program is to offer a comprehensive approach to headache and migraine management 

which addresses the whole person and the factors which contribute to their pain 

experience, as well as the factors which fuel their headache and migraine cycles. 

Interventions have been designed to reduce the pain associated with these conditions, to 

increase awareness of behavioral patterns and strategies to reduce the daily impact of 

these conditions on occupational engagement. Further, the program aims to reduce 

medication use, the loss of operational duty status and to promote medical readiness in 

support of the military mission.  

Secondly, the program serves a framework for occupational therapists and how 

they provide care for service members who experience these conditions and work in 
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military aviation fields. It offers suggestions for training and supplies which providers 

would require to build their own program at their local clinic. Additionally, it fosters 

networking between the OT and aerospace medicine communities in support of the 

military’s human performance optimization mission. Finally, the program seeks to elicit 

changes in Defense Health Agency’s policies which govern the clinical pathway for how 

primary care providers provide headache and migraine care for service members. Figure 

4.1 shows the program logic model including inputs, activities, outputs, outcomes and 

barriers to achieving the desired outcomes. The logic model is useful for communicating 

the key components and how the program is expected to work. 
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Relevant Policies 

It is important to note that in the Department of the Air Force, occupational therapists 

have more autonomy than their civilian counterparts. Active-duty service members have 

direct access to occupational therapy services, they do not require a referral from their 

primary care providers. In the United States Military, occupational therapists are trained 

and privileged as physician extenders, meaning they can order radiological imaging 

studies and refer their patients to specialists for further evaluation. Hence, in a military 

OT clinic, a provider can order radiographs if indicated to explore factors which may 

contribute to pain (i.e., arthritis in the cervical spine) and then go on to refer them for 

specialty care. In the wake of the DHA medical provider reduction plan, service members 

may be able to access OT services in a more timely manner than they can access their 

primary care provider.  

Existing Literature  

Physical Factors  

Aviation professionals to include aircrew and air traffic controllers are more 

susceptible to experiencing headaches and migraines (Van den Oord, 2013). The 

demands of their various occupations can lead these professions to maintain prolonged 

static postures. Prolonged static postures can lead to head, neck, and shoulder pain. It can 

lead to muscle fatigue and poor posture which fosters muscular imbalances, muscle 

weakness and/or muscle trigger points. (Tymoszuk, 2020). Muscular trigger points are 

described as tight ropey bands of muscle fibers which are palpable (Togha et al, 2020). 

Trigger points can be latent or active. Active trigger points will reproduce pain when 
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palpated. The location of the trigger point will dictate the referral pattern for the pain’s 

location (Togha et al, 2020). See figure 1.2 for reference.   

 Trigger points may be treated through several ways which include ischemic 

compression, trigger point dry needle insertion and instrument assisted soft tissue 

mobilization (IASTM) (Ahmadpour Emshi et al., 2021). The goal of each of these 

interventions is to utilize pressure to reduce the tightness within the trigger point, to 

increase blood flow and reduce pain (Ahmadpour Emshi et al., 2021). Ischemic 

compression is a technique where the medical provider utilizes their fingers to grasp the 

trigger point and apply moderate to heavy pressure for 30 seconds for three repetitions, as 

tolerated by the patient (Togha et al., 2020). Trigger point dry needling is an intervention 

where a monofilament needle is inserted into a muscular trigger point. The needle may be 

left in place or moved up and down in place. Needle length, width and number of needles 

used are all variables which can alter the treatment effect (Sedighi et al., 2017). 

Instrument assisted soft tissue mobilization is a technique where the provider uses a 

metal, plastic, or bamboo instrument to apply pressure to the trigger point and 

surrounding soft tissue in a scrapping motion. Pressure can be varied based on patient’s 

tolerance (Ahmadpour Emshi et al., 2021).  

 Trigger point dry needling is considered an invasive modality and therefore 

requires extra caution to avoid neurovascular structures and the lung field. Dry needling 

is not recommended for people who are on steroids, in treatment for cancer or with 

pregnant people (Cleveland Clinic, 2023). Trigger point dry needling can occasionally 

cause more pain, it can cause light headedness, dizziness, or a feeling of euphoria 
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(Cleveland Clinic, 2023). If a participant has a needle aversion, then ischemic 

compression or IASTM will be utilized as needed to address active trigger points. A 2020 

study used sonography to explore the effects of ischemic compression and trigger point 

dry needling and concluded both interventions yield similar results (Togha et al., 2020). 

Psychological Factors  

Headache and migraine sufferers often experience one or more co-occurring 

conditions such as anxiety, depression and/or sleep disturbances (Amiri et al., 2022). 

Military aviation operations often involve shift work which can result in irregular work 

hours. Pilots, combat systems officers, weapons systems officers and in-flight 

professionals may take part in training or military mission which requires travel across 

time zones.  Shift work, time changes and sleeping in hotels or other lodging away from 

home are factors which disrupts sleep patterns leading to fatigue and poor occupational 

performance (Demerouti et al., 2018).  

 To address factors such as stress, anxiety and sleep challenges, the program will 

employ the use of a free smartphone application called CBT-I Coach. CBT-I Coach 

utilizes cognitive behavioral therapy principles to manage insomnia. The application 

offers tools which can be used as mindfulness-based interventions (MBI) to help 

participants relax, manage stress, and fall asleep. The tools from the application, 

supporting MBI include guided visualizations, deep breathing, and progressive muscle 

relaxation to name a few.  

 Mindfulness is a non-judgmental practice, thought-based practice where 

participants bring their awareness to the present moment (Oberg et al., 2013). The 
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practice is about paying attention to thoughts, emotions, bodily sensations, and the 

surrounding environment without reacting (Oberg et al., 2013). Mindfulness can be 

practiced through a variety of strategies such as meditation, breathing techniques, body 

scanning and progressive muscle relaxation. The skills acquired through a mindfulness 

practice can be applied in daily life to help manage stress or anxiety and to aid in falling 

asleep (Oberg et al., 2013). Mindfulness based interventions or strategies can stimulate 

the parasympathetic nervous system which is responsible for rest and digest (Oberg et al., 

2013). The parasympathetic nervous system counteracts the fight or flight response which 

is triggered by the sympathetic nervous system (Tymoszuk, 2020). Mindfulness is a 

powerful practice that can benefit overall health. It can help support mental health and 

well-being, it can help clear the mind and improve cognitive function and it can promote 

self-awareness and self-acceptance. Lastly, mindfulness has demonstrated effectiveness 

for pain management, as it influences coping mechanisms and distress (Oberg et al., 

2013). 

Social Factors  

Women comprise only 21% of Air Force service members (AFPC, 2023). In the 

service, airmen may find themselves far from home, their friends, family, and community 

support (Southwell and Wadsworth, 2016). Additionally, military service members’ 

conduct is governed by policy which is rooted in maintaining good order and discipline. 

Commissioned officers are often in leadership roles and therefore cannot develop 

friendships with their enlisted counterparts to avoid the perception of favoritism. Further 

senior officers cannot fraternize with junior officers and the same goes for senior enlisted 
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members and junior enlisted members. For women, these rules can prevent them from 

developing friendships with other women due to rank and the boundaries set forth by the 

military (AFPC, 2019).  

Women are more likely to feel isolated while serving in the military (Southwell 

and Wadsworth, 2016). Isolation is a common experience due to the unique challenges 

women face within the predominantly male-dominated environment. Factors which 

contribute to isolation are gender imbalances, lack of representation, gender-based 

discrimination, sexual harassment, balancing dule roles at home and at work and due to 

limited support systems. Further, women may feel isolated due to stereotypes and 

prejudice and societal expectations (Southwell and Wadsworth, 2016). 

In this program Exploring Occupational Therapy’s Role in Headache and 

Migraine Management for Women in Military Aviation Roles, group sessions occur once 

a week and were designed to foster a sense of social support. Social support can play a 

crucial role in a person’s well-being. Social support can be beneficial as it provides 

emotional support, validation, distraction, and engagement. Social support and family 

support can help provide practical assistance with household chores, childcare and 

transportation (Southwell and Wadsworth, 2016). Supportive friends and family can offer 

coping strategies or suggest solutions to daily stressors and challenges (Southwell and 

Wadsworth, 2016). Additionally, high rates of support, for chronic pain sufferers, can 

help reduce pain, anxiety, depression, and PTSD (Southwell and Wadsworth, 2016). 

During group sessions, participants will have the opportunity to share experience, explore 
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mindfulness-based interventions and strategies to manage stress, sleep and other triggers 

which impact the headache and migraine experience.  

Mindfulness-based interventions will be explored using the CBT-I Coach 

smartphone application. The CBT-I Coach application is rooted in principles of Cognitive 

Behavioral Therapy for Insomnia. It was created in partnership with the Veterans Affairs 

Administration, the University of Stanford, and the Department of Defense (Koffel et al., 

2016). This application is completely free and has tools to support MBI such as guided 

visualizations, progressive muscle relaxation and body scanning to name a few features 

Koffel et al., 2016). Research demonstrates that this application is easily accessed and 

reliable by users and it provides supplemental support for users currently in CBT-I 

groups Koffel et al., 2016). 

Outcomes Measures  

The outcomes measure for this program are the Visual Analog Scale (VAS), 

the Migraine Disability Index (MIDAS) and Flannagan’s Quality of Life Scale 

(QOLs). The VAS is a tool designed to assess pain level on a zero to ten scale. Zero 

represents no pain, ten represents the worst pain imaginable (Kersten et al., 2012). It 

serves to objectify a subjective experience (Kersten et al., 2012). The MIDAS is a 

seven-question assessment which serves to assess the impact of the condition on daily 

life over the course of the last three months (Stewart et al., 2001). The MIDAS is 

scored and interpreted as little or no disability (0–5 score), mild disability (6-10 

score), moderate disability (11-20 score) or severe disability (21+) (Stewart et al., 

2001). The QOLs is an assessment designed to generate a score about quality-of-life 
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metrics, it includes questions about relationships, health and personal or social 

commitments (Burckhardt et al., 2003). The outcomes measures will be assessed prior 

to the start of the program. The outcomes measures will be sent to the service 

members on their government email which is secured and encrypted. The outcomes 

measures will be reassessed at the end of the six-week program, again at the three- and 

six-month marks following the program completion.  

Method of Delivery 

At the initial musculoskeletal evaluation, participants will complete a paper-

based intake questionnaire which will collect information regarding their past medical 

and surgical history, their current medications and medication allergies. It will request 

information about their preferred learning style, barriers to learning (i.e., hard of 

hearing, etc.) or barriers to care (i.e., childcare issues), hand dominance, occupation, 

hobbies, and social status (i.e., relationship status, child/elderly parent caregiver, etc.), 

and finally any current pain (VAS and location) they are currently managing. Pain 

levels will be assessed at rest, at night and throughout daily use. The questionnaire 

will also assess for mental health and safety (i.e., symptoms of feeling down/depressed 

or loss of interest, do they feel safe at work/home, intent to harm self or others). 

The physical evaluation will include cervical spine, shoulder, elbow, wrist, 

thumb and finger range of motion assessments, cervical spine, and peri-scapular 

muscle strength. Strength will be measured on a zero to five scale for manual muscle 

strength. Grip strength assessments will be measured in pounds, completed with a 

Jamar handheld dynamometer with the handle set in the second position. Lastly, there 
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will be an assessment of their ability to detect light touch utilizing Semmes Weinstein 

monofilaments). 

 Regarding learning styles, all information provided in the individual sessions, 

such as home exercise plans will be given in the form of a patient handout with photos 

and written instructions. At the time of home exercise program issuance, the OT 

provider or technician will demonstrate the exercises and have the patient return 

demonstration to ensure good understanding. In the group sessions, patient handouts 

will include written information and photos when applicable. Participants will have 

the opportunity to practice mindfulness-based strategies within the group, to ask 

questions and receive feedback to ensure proper carry over.  

 The program will be delivered over the course of six weeks with a six month and 

twelve month follow up. Participants will complete two sessions each week. One session 

will address biological factors in an individual setting and the other session will address 

psychological and social factors in a group setting. Participants will be instructed to 

arrive to their initial individual session fifteen minutes early to complete the intake 

questionnaire.   

 At individual sessions, the OT may utilize a mixed method of dry needling, 

stretching, and strengthening to meet their goals and address physical factors which 

contribute to the headache or migraine experience. If a service member has a needle 

aversion, then the OT can utilize instrument assisted soft tissue mobilization (IASTM) or 

ischemic compression in place of dry needling. During group sessions, the OT will 

address psychological and social factors through mindfulness-based interventions. (MBI).  
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Mindfulness based interventions may include belly breathing, guided visualizations, 

progressive muscle relaxation techniques, alternated nostril breathing and box breathing.  

 Sleep and rest are vital to health, the mind and body’s recovery. Stress is often a 

trigger for headaches and can play into the tight muscle cycle, hence it needs to be 

managed. Time management and organization skills will help service members identify 

their priorities and promote more time for sleep and rest. A session will cover health 

literacy to ensure service members understand all the factors which could impact their 

headache experience and pursue a more accurate diagnosis. The health literacy course 

will also help service members practice skills to have clinical discussion with their 

providers to advocate for themselves.  

The individual sessions and group sessions are designed to be completed in person. 

Participants will have the opportunity to see the OTs complete an exercise or tasks, they 

will have the opportunity to practice it and return demonstration too. Participants will 

receive handouts with written reminders of the techniques they have been taught. Tables 

4.1. 4.2 and 4.3 summarize the course schedule for weeks 1-3, weeks 4-6 and the follow 

up schedule, respectively. 
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Table 4.1  

Course Schedule – Weeks 1 to 3  

Week Individual Session Group Session 

1 Initial evaluation: Cervical spine 

and shoulders (range of motion, 

strength, muscular trigger points), 

grip strength, sensation 

 

Complete visual analog scale 

(VAS) 

 

Complete initial evaluation 

questionnaire  

Collect initial packet (VAS, 

MIDAS, QOLs) 

Begin with discussion of integrated headache 

approach- how to conduct clinical conversations 

with PCP and other medical specialists to 

optimize care. Other specialists may include 

optometry or dental care, neurology, sleep lab, 

physical therapy, chiropractor, etc.   

 

Discuss OTs role in headache and migraine 

management.  

 

Introduce concept of mindfulness-based 

interventions.  

 

Exercise: trial guided visualization with CBTI-
Coach application on OT’s cell phone- discuss 

their response, thoughts, etc.  

 

2 Complete trigger point dry 

needling or IASTM as appropriate, 

teach home exercise plan (i.e., 

stretching, strengthening).  

 

Complete VAS 

 

Discuss headache and migraine triggers (stress, 

sleep, hydration, exercise, caffeine, medications, 

etc.) consider having a guest speaker from 

nutritional medicine. Consider medication 

management discussion.  

 

Exercise: trial Awareness of Breath through 

CBT-I Coach application on OT’s cell phone- 

discuss their response, thoughts, etc. 

 

3 Continue DN, IASTM or other 

manual therapies and 

stretching/strengthening as 

tolerated.  

 

Visual analog scale (VAS) 

 

Discuss sleep hygiene and rest (sleep promoting 

habits such as limiting screen exposure, caffeine, 

addressing environmental factors) 

 

Exercise: trial Muscle Relaxation through CBT-I 

Coach application on OT’s cell phone- discuss 

their response, thoughts, etc. 
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Table 4.2  

Course Schedule- Weeks 4 to 6  

Week Individual Session Group Session 

4 Continue DN, IASTM or other 

manual therapies and 

stretching/strengthening as 

tolerated.  

 

Visual analog scale (VAS) 

 

Discuss time management and organizational 

skills to promote sleep and rest. 

 

Discuss concept of gratitude and strategies 

which can improve sleep.  

 

Exercise: trial Muscle Relaxation through 

CBT-I Coach application on OT’s cell phone- 

discuss their response, thoughts, etc. 

 

 

5 Continue DN, IASTM or other 

manual therapies and 

stretching/strengthening as 

tolerated.  

 

Visual analog scale (VAS) 

 

Discuss concept of mindfulness and strategies 

which can improve stress management.  

 

Discuss time management and organizational 

skills to reduce stress.  

 

Discuss concept of gratitude and strategies 

which can decrease stress. 

 

Exercise: trial Muscle Relaxation through 

CBT-I Coach application on OT’s cell phone- 

discuss their response, thoughts, etc. 

 

6 Final Assessment: Cervical spine 

and shoulders (range of motion, 

strength, muscular trigger points), 

grip strength- update POC 

 

Visual analog scale (VAS) 

 

Final Assessment: MIDAS and QOLs  

 

Introduce other mindfulness-based 

intervention strategies: belly breathing, box 

breathing and alternated nostril breathing. 

 

Exercise: trial box breathing, led by OT, 

discuss their response, thoughts, etc. 

 

Conclude with discussion of successes, 

limitations, and strategies for continued 

success.  
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Table 4.3  

Follow Up Schedule 

Month 
Outcomes Measures  

(Collected via email or phone call) 

6 Collect participant data through the VAS, MIDAS and QOLs 

Review OST Dashboard for changes in duty limiting profiles. 

12 Collect participant data through the VAS, MIDAS and QOLs 

Review OST Dashboard for changes in duty limiting profiles. 

 

Role of Personnel  

Occupational Therapy Practitioners  

 The initial evaluation at the first individual session will be conducted by an 

occupational therapist. Following the initial evaluation, individual sessions will be 

conducted by the OT and an occupational therapy technician. The occupational therapist 

will provide all dry needling interventions and the technician will help teach and guide 

exercises based on the provider’s plan of care. The group sessions will be led by an 

occupational therapist. The occupational therapy technician will help collect intake 

questionnaires and follow up questionnaires, as well they will help prepare and print 

patient handouts and finally, they made assist with data documentation.  

Administrative Assistant  

 The OT clinic has an administrative assistant who will support the program in a 

limited capacity. The administrative assistant will help review program referrals and book 

service members for their individual and group sessions. The administrative assistant will 

send the initial encrypted email with the intake questionnaire and outcomes measures. 
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Please note the initial intake questionnaire has a statement and signature line to gain 

consent for occupational therapy services. This professional may also help print 

participant handouts and forms. Lastly, they will check participants in and out of the 

clinic. 

Barriers and Limitations  

One of the largest barriers to this program is the time commitment to attend 

individual and group appointments and the operational schedule that aviators, aircrew, 

and air traffic controllers maintain. Another barrier to this program is that not all OTs are 

trained, or comfortable administering trigger point dry needling and some patients may 

have a needle aversion. Further, it will be unclear how much impact a participant’s 

current medications or outside medical interventions will impact their success or a lack 

thereof. For example, if a participant takes preventative medication for migraines, or 

attends talk-therapy for stress, depression or anxiety, those factors will impact their 

progress. This author does not believe it would be ethical or successful to ask participants 

to abandon or alter their current medications or any other services they continue to 

receive such as talk-therapy. 

Conclusion  

 In conclusion, this six-week program was designed to provide holistic care 

through a biopsychosocial approach to address the needs of women in military aviation 

occupations who struggle with headaches and migraine conditions. The program 

addresses the pain associated with these conditions which often limits occupational 

engagement. The program utilizes a mindfulness-based approach to address stress, sleep 
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and other factors which contribute to headache and migraine cycles. Further, the program 

utilizes group sessions to foster a sense of support and community for these women. 

Finally, the program aims to provide a framework for OTPs to pursue training and 

establish a similar program to provide care for headache and migraine sufferers.  



 

 

45 

CHAPTER FIVE – Program Evaluation Research Plan 

The focus of this program is to clarify Occupational Therapy’s role in headache 

and migraine management, specifically to provide a holistic approach for women in 

military aviation occupations. It is rooted in a biopsychosocial approach where physical 

factors are addressed through manual therapy interventions, emotional and behavioral 

factors are addressed through mindfulness-based interventions. The program offers a 

weekly individual session to address pain and physical factors and a weekly group 

session to address emotional and behavioral factors. The focus of the group session is to 

build a sense of community and support from women with similar conditions and 

occupational demands while exploring mindfulness-based interventions.  

For the purpose of this program, headache is a generic term which includes but is 

not limited to, head, neck, jaw or face pain, tension-type headaches, cervicogenic 

headaches, tension-type headaches, cluster headaches or migraine headaches. The 

hallmark of headache conditions is the pain associated with the headache episode. 

Headache sufferers may experience sensitivity to lights, sounds, smells and other stimuli 

in the environment further intensifying the experience. Severe headache symptoms may 

inhibit occupational engagement thus having a negative impact on quality of life 

(Cavallini, A, et al, 1995). 

Recruitment & Participant Selection  

Recruitment  

This occupational therapist will recruit candidates in two ways, first is to inform local 

healthcare providers of the program during the monthly provider staff meetings, the 
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second way is through fliers posted in the FOMC waiting rooms. Candidates may also 

self-refer, or they can be referred from their PCP or other healthcare provider. As the OT 

clinic receives referrals, the clinic staff will contact the service members within two duty 

days to schedule an initial evaluation. During the initial phone call with potential 

participants, the staff will complete a screening to ensure the service member qualifies for 

the program. Following the participant screening, participants will receive an encrypted 

email on their government email system welcoming them to the program and providing 

them with the schedule and with outcomes measures with instructions to complete them 

and return them to the clinic. The outcomes measures will include the Visual Analog 

Scale (VAS) the Migraine Disability Index Assessment (MIDAS) and Flanagan’s Quality 

of Life Scale (QOLs). The service member will be scheduled to be evaluated within 14 

duty days.  Table 5.1 illustrates the inclusion and exclusion criteria for recruitment. 

Table 5.1  

Participant Inclusion Criteria Quick Reference 

Inclusion Criteria for 6 Week Program  

(Note: service members may not qualify for this program, but may be eligible for care in this 

clinic)  

Question Y/N Instruction 

1. Is the person currently serving on active 

duty? 

YES Proceed to next question 

NO Stop here, member does not qualify  

2. Is the service member (SM) currently 

on FLY or CONTROLLER status? 

YES Proceed to next question 

NO  

3. Has the SM experienced 1 or more 

migraine or headache episodes in the 

past 90 days? 

YES Proceed to next question 

NO  
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4. Is the SM biologically female? YES Proceed to next question 

NO Proceed to question 4a  

a) Does the SM identify as a woman? 

b) If they do identify as a woman, have 

they socially transition? 

YES 

NO 

Proceed to question 4b 

Stop here, member does not qualify 

YES 

NO 

Proceed to question 5 

Stop here, member does not qualify 

5. Are they between ages 18–60? YES Proceed to next question 

NO Stop here, member does not qualify 

6. Are they pregnant or trying to get 

pregnant? 

YES Stop here, member does not qualify 

NO Proceed to next question 

7. Are they scheduled to PCS or deploy in 

the next 12 months? 

YES Stop here, member does not qualify 

NO Proceed to next question 

8. Are they going to be in the local area 

(no training or vacation) during the 6-

week program? 

YES Stop here, member qualifies- please 

schedule initial evaluation 

NO Stop here, member does not qualify 

 

Participant Selection 

The target population is women serving on active-duty military service who 

are empaneled at the military treatment facility (MTF) located on Wright Patterson 

Air Force Base (WP AFB) in Dayton, Ohio. Participants should be between 18 and 60 

years old and in a role which requires them to maintain FLY or CONTROL status. 

Transgender people and non-binary people will be considered for the study if they are 

biologically female, if they have socially transitioned or identify as a woman. 

Participants should remain in the local area throughout the six-week program. They 

should not be scheduled or anticipated to go to on vacation or attend training outside 

of the local area during the six-week program. Additionally, service members 

participating in this program should not be anticipated or scheduled to deploy or 
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experience a permanent change of station (PCS) in the next 12 months. Service 

members should actively have one or more migraine or headache conditions which 

impacts their quality of life. Interested service members should not be pregnant at the 

time of the program or trying to conceive. Lastly, participants should be on a day shift 

schedule to ensure program does not impact their current sleep routines. 

Ethical Considerations 

There are several ethical considerations for the service member who may 

participate in such a program. Pregnant people would not be included in this study, due to 

the risks associated with trigger point dry needing. Further, the nature of the military is 

dynamic, and it results in frequent and sometimes unexpected PCS moves, deployments 

and training courses which results in providers being absent from their clinics. In the 

DAF, the OT community is very small, thus, if a provider is absent from their clinic, OT 

services may come to a complete halt. Additionally, not all OTs are skilled and can carry 

out this program, thus, if a service member has a PCS move, they may not receive the 

same services at their next base. At this stage, the program is conceptual in nature and not 

scheduled to occur, hence, the author has not pursued IRB approval.  

Program Structure 

The program is structured to run three groups concurrently, with each group 

comprised of 10 service members for a total of 30 participants. Groups will be 

identified as group Alpha, Bravo and Charlie. The program will last approximately six 

weeks. Service members will participate in one weekly individual session where they 

work on MSK factors such as pain, strength, mobility, and muscular endurance. In the 
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second weekly session, service members will participate in a group where they learn 

about MBI and discuss strategies to guide their care and manage their symptoms and 

triggers. Participants will be assigned at random. Participants will be asked to attend 

all group appointments in comfortable civilian gym attire. This will eliminate rank and 

positions from the program which might otherwise limit interactions between senior 

and junior airman. 

Setting 

The study will take place in an outpatient orthopedic occupational therapy clinic 

within a military treatment facility (MTF). The intervention sessions will take place in a 

private treatment room within the OT clinic. The private treatment room allows the 

provider to limit interruptions and decrease headache triggers such as bright lights and 

loud noises. The private room ensures participant privacy. The participant would be given 

the option to have a third-party chaperon present throughout the sessions to ensure they 

feel safe and comfortable if desired. Group sessions will be held in the clinic’s 

conference room which offers privacy and fosters confidentiality. The conference room 

has chairs, a computer and a projector which will allow for the use of technology and 

visual presentations.  

Study Design  

 

The program will be evaluated through a pre-post intervention design.  

 Figure 5.1 illustrates a simplified version of the logic model highlighting the 

specific program activities and expected outcomes. 
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twelve-month marks, the OT team will review the OST Dashboard to explore trends in 

duty limiting profiles for the service member and their unit. Table 5.2 displays the 

program objectives, data collection activities and timeframes. 

Table 5.2  

Program Objectives and Data Analysis 

Objective  Assessment Tool  Pre-Program 

Score 

Post- Program 

Score 

Goal 

Pain level  Visual Analog 

Scale (VAS) 

Assessed prior to 

initial evaluation 

via emailed forms  

  

6 weeks 

 

 

 

6 months 

following 

program 

completion  

 

12 months 

following 

program 

completion  

 

To view changes in pain 

levels (reduction) upon 

program completion  

 

To view possibility of 

sustained changes in pain 

levels  

 

 

To view long term 

changes in pain levels  

Impact of 

migraine or 

headache 

condition  

Migraine 

Disability Index 

(MIDAS) 

Assessed prior to 

initial evaluation 

via emailed forms 

6 weeks 

 

 

 

 

6 months 

 

 

 

12 months 

To view changes in 

disability levels 

(reduction) 

 

 

To view possibility of 

sustained changes in 

disability levels  

 

To view long term 

changes in disability 

levels 

 

Quality of 

Life 

Flanagan’s Quality 

of Life Scale 

(QOLs) 

Assessed prior to 

initial evaluation 

via emailed forms 

6 weeks 

 

 

 

6 months 

 

 

 

To view changes in 

perceived quality of life 

(increase) 

 

To view possibility of 

sustained changes in 

quality of life   
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12 months To view long term 

changes in quality of life   

 

Loss of 

operational 

duty status 

Operational 

Support Team 

(OST) Dashboard 

via duty limiting 

profiles 

Assessed prior to 

initial evaluation 

via emailed forms 

6 months 

 

 

12 months 

To view changes in loss 

of operational duty status 

via duty limiting profiles 

(reduction) 

 

Data Management Plan  

Collection 

A baseline assessment will be completed once a service member is referred or 

self-referred to the program. They will receive an encrypted email on their government 

email address with attachments that include a welcome letter, a program schedule, the 

initial intake questionnaire, the VAS, the MIDAS and the QOLs. The data collected from 

the VAS, MIDAS and QOLs will serve as the pre-program data. Participants will 

complete the VAS at each individual session. They will complete the outcomes measures 

at the conclusion of the program, at the six-month post and twelve-month post program 

conclusion. Additionally, the OT will obtain data pre-program information about loss of 

operational status which is documented as a duty limiting profiles. Duty limiting profile 

data will be again collected at the six and twelve-month marks. Duty limiting profiles 

typically last 90 days. After 90 days the service member and their condition are re-

assessed to see if the duty limitation should be continued or terminated. If terminated, the 

service member may return to all duties including flying and controlling. 
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Storage  

Information from the individual and group sessions will be documented in the 

service member’s electronic healthcare record. Service members are assigned a 

Department of Defense (DOD) identification number when they join the service. This 

number is utilized in our systems to avoid the use of social security numbers or other 

private information. The EHR system utilized across the enterprise is Military Health 

Service (MHS) Genesis. MHS Genesis stores information utilizing the service 

member’s DOD identification number. The EHR is only accessible from a military 

computer. To log into a computer, the user must have a common access card (CAC) 

with a secure pin number. The card and pin are again required to access MHS Genesis. 

Only trained medical providers and technicians have access to the EHR system. MHS 

Genesis monitors who accesses which patient records and audits access to ensure that 

it is a need-to-know basis and relevant to providing healthcare for the patient.  

Data collected about service members’ scores on outcomes measures, will be 

logged into an excel spreadsheet. The spreadsheet will be stored on a secured drive on 

a government computer. The secure drive will limit which users can access it. The 

shared drive is only accessible from a government computer with a common access 

card and pin number. The spreadsheet will be password protected. Only staff assigned 

to the program will have access to the password. The service member’s DOD 

identification number will be used to identify their data on a spreadsheet, thus 

preventing use of any private information. 
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Data Analysis 

 The pre-post test data for each individual service member and each outcomes 

metric will be analyzed using a paired T test analysis. For example, a single service 

member’s pre and post program VAS score will be compared. The data will be analyzed 

with the Statistical Package for Social Sciences software.  

Limitations  

 The study relies on self-reported data and may be subject to recall and response 

biases. The absence of a control group may limit the ability to establish causality. 

Additionally, the study’s short-term duration may not capture long-term effects of the 

biopsychosocial model.  Another barrier to this program’s success is the time 

commitment to attend individual and group appointments and the operational schedule 

that aviators, aircrew, and air traffic controllers maintain. Additionally, not all OTs are 

trained, or comfortable administering trigger point dry needling and some patients may 

have a needle aversion. Further, it will be unclear how much impact a participant’s 

current medications or outside medical interventions will impact their success or a lack 

thereof. For example, if a participant takes preventative medication for migraines, or 

attends talk-therapy for stress, depression or anxiety, those factors will impact their 

progress. This author does not believe it would be ethical or successful to ask participants 

to abandon or alter their current medications or any other services they continue to 

receive such as talk-therapy. 

Conclusion  

 In summary, the six-week intervention program will use group and individual 
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sessions to address physical factors, emotional and behavioral factors and provide 

community support in order to provide a comprehensive approach to headache and 

migraine management for women in military aviation roles. The goal is to have 30 

service members complete the six-week program. The program will be evaluated using a 

pre-post test design and analyzed through paired T tests. The findings will focus on the 

progress of the individual service members to explore their responses to the program. The 

hypothesis is that a biopsychosocial approach to headache and migraine management will 

provide participants with a holistic solution that decreases headache and migraine 

frequency, medication use and the loss of operational duty status. 
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CHAPTER SIX – Dissemination Plan 

Program Overview 

 Chronic headaches and migraines are common health conditions which impact 

women more frequently than men (UCLA, 2007). These health conditions are typically 

managed through pharmaceutical interventions which can impair an aviation 

professional’s ability to maintain their aviation role (Hesselbrock & Haynes, 

2020).  When a military aviation professional has a loss of their operation duty status, it 

can have massive implications on the individual and their long-term military service. A 

service member’s loss of operational status, even temporarily, can have a ripple effect for 

the manning of an entire military unit and subsequently their mission. Presently, the 

active-duty Air Force, Reserve and Guard components are experiencing a total-force 

wide shortage by approximately 1600 pilots, which can have a massive impact on 

national security (Bowman, 2022). Additionally, Defense Health Agency (DHA) who is 

responsible for military health care delivery has eliminated 6% of uniformed healthcare 

provider roles by 2027. This will result in a loss of 18,000 positions for military 

healthcare professions across the Air Force, Army and Navy active duty, Reserve and 

Guard components (Osman and Herdt, 2021). The elimination of these healthcare 

provider billets will have negative implications for military medical providers and their 

beneficiaries. It is imperative to maintain a medically ready force and for providers to 

network amongst each other to leverage each clinicians’ capabilities. 

The proposed program is designed to be multifaceted. The first element of this 

program is to help provide holistic care for women in military aviation roles to manage 
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their headache and migraine conditions while keeping their operational status intact.  The 

second element explores the benefits of occupational therapy services utilizing a 

biopsychosocial approach to support aviators with headaches and migraines. The 

program focuses on women in military service because women have poor retention rates 

and yet the military benefits from having women in the service because of the diversity 

they bring to the team (Rae, 2020). Additionally, the Further, the Department of the Air 

Force (DAF) has the smallest team of occupational therapy practitioners (OTPs), in part 

due to the focus on the orthopedic hand therapy mission. This program demonstrates the 

wider scope and capabilities of occupational therapists to their colleagues in aerospace 

and operational medicine.  

Dissemination Goals 

 The purpose of disseminating the outcomes of the program, is to share the 

information with other providers in the OT and Aerospace Medicine communities, to 

help shape the way they manage headache and migraine care. The principal goal of this 

program is to influence the clinical pathway which guides primary care and aerospace 

and operational medicine providers’ approach to headache and migraine management. In 

altering the foundational approach to headache and migraine care, the service members 

struggling with these conditions will receive holistic care and the support to maintain 

their operational status and the longevity of their military career. Further, this program 

may service as an opportunity to help other military OTPs to develop similar 

programming at their respective military treatment facility (MTF). In order to achieve the 

terminal goal of this program, several short-term and long-term goals must be achieved. 
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Short Term Goals 

The first short term goal is to increase awareness and increase comfort levels 

amongst DAF OTs in regard to their role in headache and migraine management. It is to 

familiarize these OTs with the needs of military aviation professions and the use of a 

biopsychosocial approach to address headache and migraine conditions. Further, this 

program can help OTPs generalize the findings of this program to support non-flying 

service members too. The tools used to facilitate goal attainment is a virtual PowerPoint 

presentation via Microsoft Teams by the author and then a clinical discussion with the 

attendees. The author will email the attendees a PDF of the slide deck, a one-page PDF of 

the program findings and finally a QR code which will take readers to the full capstone 

project document. Lastly, the author will share PDF documents of the participant 

handouts. Participant handouts will include stretching and strengthening muscles in the 

upper quarter and mindfulness-based interventions (MBI) to help with sleep and stress 

management. The outcomes measure utilized to prove goal attainment is a pre and post 

survey which inquiries about the clinician’s comfort level with the use of trigger point 

dry needling, MBI and working with chronic migraine and headache sufferers. 

The second short term goal is to increase awareness of the privileged provider 

staff at Wright Patterson Medical Center (WPMC) of the capabilities of the Occupational 

Therapy clinic in support of headache and migraine management for active-duty service 

members. The tools used to facilitate goal attainment is an in-person PowerPoint 

presentation during the monthly provider staff meeting. The author will present at three 

monthly provider staff meetings to capture anyone who may have missed the prior 
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month’s meeting due to leave, travel or illness. The author will email the attendees a one-

page PDF of the program findings and a QR code which will take readers to the full 

capstone project document. The goal will be measured through the referral management 

cue. The referral management cue will be monitored for 90 days prior to and then 90 days 

following the final provider staff meeting to look for a quantifiable change in referrals to 

the OT clinic for headache and migraine conditions. 

The third and final short-term goal is to increase awareness of OTs capabilities 

with the senior leadership and the instructor team at the United States Air Force School 

of Aerospace Medicine (USAFSAM) which is located at Wright Patterson Air Force 

Base. USAFSAM is the training site for all clinical staff who work in the Aerospace and 

Operational Medicine (AOM) clinics across the Air Force. USAFSAM staff includes 

physicians who have trained as flight surgeons and flight medicine doctors, family nurse 

practitioners, physician assistants, aerospace physiologists and medical technicians. The 

tools used to facilitate goal attainment is an in-person PowerPoint presentation. The 

author will schedule three presentations in total to capture anyone who may have missed 

the prior presentation due to leave, travel or illness. The author will email the attendees a 

one-page PDF of the program findings and a QR code which will take readers to the full 

capstone project document. The goal will be measured through the relationship forged 

with the leaders at USAFSAM and it will be measured by the number of opportunities 

this author will be given to present to future students and instructors. Table 6.1 highlights 

the short-term dissemination activities and objectives. 
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Table 6.1  

Short Term Goals (6 to 12 months) 

 
Objectives Audience Tools Goals 

Information 

sharing with 

DAF OTs 

DAF OTs Presentation via MS 

Teams, an electronic 

PDF with program 

findings and a QR 

code for more 

information. 

To increase awareness amongst 

DAF OTs in support of chronic 

pain patients, the use of a BPS 

approach with a focus on manual 

therapy and MBI.  
 

To influence future training they 

pursue and their involvement 

with headache and migraine 

management. 
 

Information 

sharing with 

WPMC pro-

staff  

Privileged providers 

(physicians, 

physician assistants, 

family nurse 

practitioners, 

physical and 

occupational 

therapist and clinical 

specialists). 
 

In-person 

PowerPoint 

presentation, and an 

electronic PDF with 

program findings 

and a QR code 

which offers more 

information. 

To increase awareness of the 

capabilities and programs OTs 

can offer, at WPMC, to help treat 

service members with headache 

and migraine conditions. And to 

increase referrals to OT. 

Information 

sharing with 

the leadership 

at USAFSAM 

 

The senior leaders, 

the instructors at 

USAFSAM. 

 

In-person 

PowerPoint 

presentation, PDF 

with program 

findings and a QR 

code for more 

information. 

To increase awareness of the 

capabilities and programs OT can 

offer, at WPMC, to help treat 

service members with headache 

and migraine conditions. To 

increase collaboration with OTs. 

 

Long Term Dissemination Goals 

The first long term goal is to have a different DAF OT replicate the program at a 

second military treatment facility (MTF). The OT selected must be credentialed in trigger 

point dry needling and have familiarity with MBI and treating chronic pain. Additionally, 

they must have access to the Operational Support Team Dashboard. The goal is to 

demonstrate the program’s effectiveness with another OT in a different MTF. The tools 
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required for this goal to be met is, sharing program resources like the initial evaluation 

form, program outcomes measures which includes the Visual Analog Scale (VAS) to 

measure pain (0 to 10, with 0 being no pain and 10 being the worst pain ever 

experienced). Outcomes measures also include the Migraine Disability Assessment 

(MIDAS) and Flanagan’s Quality of Life (QOLs). Program resources include patient 

handouts for home exercises to stretch and strengthen the muscles of the head, neck and 

shoulders. It includes patient handouts for mindfulness-based interventions such as deep 

breathing, box breathing, belly breathing, alternate nostril breathing, guided visualization 

and body scanning to help decrease stress and prepare for sleep and rest. Further program 

information includes the PowerPoint presentation to brief local provider staff and a hard 

copy and a electronic copy of the PDF file for the one-page handout and lastly. The 

outcomes measures for this goal are, to review the referral cue 90 days prior to program 

presentation to the provider staff and 90 days after to see if there is an increase in 

referrals. Additional outcomes measures would include review patient outcomes 

measures to see if there was a similar trend in scores, ultimately resulting in decreased 

headache or migraine frequency, intensity, medication use and duty limiting profiles. 

Duty limiting profiles can be accessed and reviewed based on the unit and type of profile 

through the Operational Support Team (OST) Dashboard. 

The second long term goal is to present to the larger civilian OTP community at 

the 2025 AOTA conference in Philadelphia Pennsylvania. The purpose of this goal is to 

share the program structure and its findings with other OTPs to help them understand 

their role in headache and migraine management, as well as how to develop a similar 
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program. Program findings would be shared as well. The tools used to meet this goal are 

a poster presentation and access to a QR code which will direct them to the one page 

program fact sheet and the full doctoral project. The outcomes measure for this goal is to 

use a tracker on the QR code’s website and see how many OTPs accessed it during the 

AOTA conference and 30 days following the conference. Further, the author will keep a 

log tracking how many OTPs from the conference reached out to network via email or 

LinkedIn on similar projects. 

The third long term goal is to present to the larger aerospace medicine community 

at the 2025 AsMA conference in Atlanta Georgia. The purpose of this goal is to share the 

program structure and its findings with military and civilian aerospace medicine 

healthcare providers and aviators to help them understand OTs holistic approach to 

headache and migraine management for aviation professionals. Program findings would 

be shared. The tools used to meet this goal are a poster presentation and access to a QR 

code which will direct them to the one-page program fact sheet and the full doctoral 

project. The outcomes measure for this goal is to use a tracker on the QR code’s website 

and see how many attendees accessed it during the AsMA conference and 30 days 

following the conference. Further, the author will keep a log tracking how many people 

from the conference reached out to network via email or LinkedIn. 

The terminal goal of program dissemination is to effect change and update the 

edit the DHA publication which guides the management and clinical pathway for care for 

headache and migraine management. This instruction exists to standardize care across the 

military healthcare system. The goal is to update the DHA instruction to include referring 
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service members with headache and migraine conditions to occupational therapy for 

holistic care. By allowing OTPs to address headache and migraine care, it may reduce the 

need for pharmaceutical interventions which may have negative side effects and 

ultimately impact the service member’s operational status. Table 6.2 summarizes the 

long-term dissemination activities and objectives. 

Table 6.2  

Long Term Goals (12 to 24 months) 

Objectives  Audience Tools Goals 

Replicate this 

program with 

another OT at a 

second OT clinic 

(different MTF)  

 

DAF OT Program handouts, 

program forms to include 

the MIDAS, QOLs and 

VAS. PPT slides and 

handouts.  

 

To replicate the 

HA/migraine program at a 

second base with another 

OT at a different base, to 

hopefully yield similar 

results with HA/migraine 

management.  
 

Present at the 2025 

American 

Occupational 

Therapy 

Association 

(AOTA) annual 

conference in 

Philadelphia, 

Pennsylvania  
 

Civilian and 

Military 

Occupational 

Therapists 

attending the 

AOTA 

conference  

 

 

Poster presentation, a 

limited number of hard 

copy handouts, a QR code 

which takes readers to the 

program facts sheet and 

the full doctoral project 

 

To increase awareness 

amongst occupational 

therapists about the 

program findings and the 

use of DN and MBI to 

manage chronic headache 

and migraine conditions. 

Present at the 2025 

Aerospace 

Medicine 

Association 

(AsMA) annual 

conference in 

Atlanta, Georgia 

Civilian and 

military aviation 

professionals 

and aerospace 

medicine 

healthcare 

providers  

Poster presentation, a 

limited number of hard 

copy handouts, a QR code 

which takes readers to the 

program facts sheet and 

the full doctoral project 

To increase awareness 

amongst occupational 

therapists about the 

program findings and the 

use of DN and MBI to 

manage chronic headache 

and migraine conditions. 
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Target Audiences  

Primary Audience 

 The primary audience for the dissemination plan is the aerospace medicine 

healthcare provider community. The healthcare providers in this community are 

physicians, family nurse practitioners, medical technicians, aerospace physiologists and 

the program instructors who aide in the training of these providers. Prior to being 

assigned to provide care in an Aerospace and Operational Medicine (AOM) clinic, the 

staff receives formal training about the operational needs of the service members in this 

community. Aerospace physiologists and their technicians train and prepare aviators for 

the physiological experience of flight through simulator training. The instructors in these 

roles are healthcare professionals who have spent their careers in the operational health 

care arena. 

Secondary Audience 

 The secondary audience for the dissemination plan is the occupational therapy 

community. It is important to share this program to explain how a biopsychosocial 

approach can help address chronic headache and migraine conditions and how beneficial 

this can be to provide healthcare to military aviation professions. This program could 

easily be modified to support civilian aviation professionals, as well as those in other 

fields where headaches and migraines can impact their duty status (i.e. law enforcement, 

fire and rescue, healthcare). It is important to share the training and the author’s 

experiences which contributed to the success of this program so others may pursue 

similar training and prepare themselves to manage similar programs should they choose 
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to do so. 

Key Messages and Messengers 

 The key messages that apply to both audiences is that occupational therapy 

practitioners are holistic healthcare providers who can help manage chronic headache and 

migraine conditions through a biopsychosocial approach. Occupational Therapy’s holistic 

approach to these chronic conditions can aid in pain management and managing the 

triggers which continue the cycle of these conditions. Adequate management of these 

conditions can improve occupational engagement and subsequent quality of life.  

Key Message for the Primary Audience  

 Occupational therapists in the military and trained and privileged as physician 

extenders. Physician extender privileges include the ability to order radiological studies, 

to order basic laboratory studies, to prescribe non-steroidal anti-inflammatory 

medications and to refer service members to other specialty clinics for further care. Air 

Force OTPs primarily function in support of an orthopedic population and they have the 

skillset to complete neurological screenings and assessments of the cervical spine which 

may be contributing to the headache and migraine experience. Service members do have 

direct access to OT and therefore do not require a referral. Occupational therapists are 

skilled in manual therapy interventions which can address the pain associated with 

headaches and migraines. Further, with roots in mental health, OTPs can address the 

stressors and behavioral patterns which can trigger and contribute to the headache and 

migraine cycles. OTPs should be utilized as force multipliers in support of primary care 

and AOM clinics. OTPs can serve as a front-line defense for headache and migraine 
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conditions, prior to the use of pharmaceutical interventions which could otherwise limit 

aviation professional’s operational status. 

Key Message for the Secondary Audience  

 The key message for the secondary audience, specifically for DAF OTPs is, the 

mission focus has largely been geared towards orthopedic upper extremity rehabilitation 

efforts. DAF OTPs have been painted into a musculoskeletal corner and there is a great 

responsibility to demonstrate the breadth and depth of OTs capabilities. This program 

utilizes a biopsychosocial approach to manage chronic headache and migraine conditions 

which is an experience marked by pain and decreased engagement in meaningful 

occupations. By addressing this issue within the aviation and operational communities, 

OTPs can directly support the readiness mission in a way that no other healthcare 

professional can. It is an opportunity to demonstrate to the DAF and DHA that there is a 

need for a greater OT presence within the force. 

Source Messages for Primary Audience  

 The United States Air Force School of Aerospace Medicine is located at Wright-

Patterson Air Force Base in Dayton, Ohio. The author would plan to meet with the 

Medical Director for USAFSAM, who could serve as a spokesperson within the 

Aerospace Medicine community to help spread the information about the program 

findings. Further, this author plans to present program findings at the Aerospace 

Medicine annual conference to help spread information formally throughout the 

community. This conference is attended by aerospace medicine healthcare providers and 

aviation professionals. 
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Source Message for Secondary Audience  

 The Air Force, Army and Navy are the military branches which comprise the 

military healthcare enterprise. There is a push from DHA to standardize healthcare 

delivery across the enterprise. The Air Force, Army and Navy all employ military and 

civilian occupational therapists. The senior OT consultant for each branch helps to 

manage their OTPs training and they serve as consultants to their branch’s Surgeon 

General. The Air Force senior OT consultant could serve as a vital spokesperson to this 

author, within the military OT community. It is of note, this author is a current active-

duty Air Force OT.  

 In the civilian OT community, the poster presentation at AOTA would serve as a 

good stepping stone to share the program findings. Further, this author could present the 

information on OT podcasts, general headache or pain management podcasts or other 

healthcare forums. After additional iterations of the program takes place and there is 

more evidence to support the program findings, the author could publish a paper through 

the American Journal of Occupational Therapy (AJOT) to further expand the message of 

their findings. 

Conclusion 

 In conclusion, there is a need within the military healthcare system to maintain a 

medically ready force. Occupational therapists have the skills to address the complex 

needs of military aviation professionals who experience headache and migraine 

conditions. The holistic approach to care embodied by OTs directly supports the 

operational status of aviators and subsequently their longevity in the military. OTs can 
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serve as force multipliers in a time where DHA has asked the enterprise to do more with 

less. 
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CHAPTER SEVEN – Funding Plan 

Program Summary 

Migraine and headache conditions disproportionately affect women (UCLA, 2007). 

These painful conditions can impact an individual’s ability to participate in their roles at 

work, at home and in their relationships with friends and family (Rae, 2020). The 

medication utilized to manage headache and migraine conditions can have adverse effects 

further complicating engagement in meaningful occupations (Minem et al., 2015). For 

women in aviation and air traffic control positions, headaches and migraines and the 

subsequent treatment options can leave them grounded or at loss of privileges 

(Hesselbrock & Haynes, 2020). Occupational Therapists can offer a holistic interventions 

through a biopsychosocial approach to manage the pain caused by these conditions, as 

well as the muscular and emotional factors which trigger and continue the cycle. 

Exploring Occupational Therapy’s Role in. Headache and Migraine Management 

for Women in Military Aviation Fields, has been created with the needs of women who 

experience headaches or migraines and who serve on active duty military service in 

aviation, aircrew or air traffic control positions. The program spans across six weeks, 

supporting three groups of 10 participants and offers one individual session and one 

group session each week. The individual session each week is where the therapist can 

address musculoskeletal factors which contribute to the pain experience such as tight 

muscles and muscle strength imbalances. In the group sessions, service members will 

learn about mindfulness-based interventions to manage stress, sleep and factors which 
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may contribute to their headache and migraine cycles. The funding plan explores 

available local resources, resources which need to be obtained, potential funding sources 

and the costs associated with the program. Personnel costs are explored, as well as 

training, medical and office supplies and the costs associated with disseminating the 

program results to stakeholders and at two professional conferences.  

Available Local Resources 

Clinic Staff  

Staffing is the first local resource that needs to be considered and managed. The 

occupational therapist and OT technician organizing and managing the program are 

salary paid government employees. These two individuals currently work in an outpatient 

orthopedic based occupational therapy clinic and they will be expected to continue to 

support the orthopedic mission while balancing the headache and migraine program. The 

occupational therapist managing the program is the acting Flight Commander for the 

Physical and Occupational therapy clinic, the Chiropractic Clinic and the Orthotics Brace 

Shop. This position requires about 10 hours each week of meetings and administrative 

duties. Defense Health Agency (DHA) is the parent organization which governs military 

medicine and its delivery. DHA offers a 0.10 decrement for the Flight Commander roll, 

thus there is an expectation that 90% of the rest of the day will support direct patient care. 

According to the DHA standard, physical and occupational therapists are expected to see 

1,258 patients encounters annually. It is important to note most military OTs are in 

training or on military leave and outside of the clinic for approximately 8 weeks each 

year, which leaves 44 weeks to see 1,258 patient encounters, this averages to 6 to 7 
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patients per day, assuming there are no cancelations or no-shows.  

This program will require time for recruiting efforts, for managing the program 

and analyzing the data. It will require additional time to disseminate information to 

stakeholders and at two annual conferences. Thus, the author estimates 30 days each year 

for vacation leave and 30 days for training and recruiting efforts. In regard to the 0.10 

decrement for flight commander duties, the author and her team have 10 out of 12 months 

to see 1,132 patients per year. However, the author will plan to be available for 1,280 

encounters over 10 months, which will help bridge the gap for no-shows. The author will 

need to plan to see 6 patients 3 days per week and 7 patients per day 2 days per week. In 

total, each month, the OT team will see 30 individual visits and 4 group sessions with 10 

patients each. Group sessions will take place during one 45-minute time slot and counted 

as one visit, thus the headache and migraine program will account for 34 monthly visits 

which is approximately 27% of the total productivity efforts. The OT team will then have 

73% of their efforts which will support the orthopedic upper extremity mission to include 

the pre-operative joint class which is taught twice a month. In Table 7.1 Clinic 

Productivity Considerations, the author explains the breakdown of visits to meet annual 

productivity goals. Group sessions are counted as one visit, even though each group will 

support ten patients per group session. Group sessions are counted as a single encounter 

verses ten separate encounters because it is a group visit and it does not yield the same 

reimbursement as individual sessions. 
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Table 7.1  

Clinic Productivity Considerations 

Productivity Requirement by Role Timeframe Productivity 

Goal 

Staff Therapist- 1,258 patients encounters Per year 100% 

Flight Commander- 1,132 patient encounters  Per year 90% 

 
Other Considerations  

 

Timeframe Productivity Cost  

30 days paid leave Per year 30 days at 0% 

30 days military training (minimum) Per year 30 days at 0%  

Appointment no-shows Per year 15% 

  

 
Visits Broken Down by Chief 

Concern  

Patient Visit Target  Clinic Productivity  

Headache and migraine program 

participants (AD) 

30 individual sessions per 

month 

4 group sessions per month 

(max 10 participants per group 

session) 

 

27%  

Orthopedic concerns- UE 

rehabilitation (AD, post-

operative/fracture and all other 

beneficiary categories as able) 

92 individual evaluation and 

follow up visits per month 

71%  

   

Pre-operative total joint class  2 group sessions per month 

(max of 8 participants) 

2% 

   
Total Patient Visits Available: 128 per month x10 months equals 1280 patients annually 

 

Total Productivity: 102%  (If all appointments are booked and kept) 

 

Clinic Space and Supplies 

 Existing treatment space, equipment and supplies can be used for the program. 

The occupational therapy clinic is co-located with the physical therapy clinic at Wright 

Patterson Medical Center (WPMC). There are two large gyms equipped with strength 

training equipment and treatment tables. Each therapist has their own private office with 

a treatment table where they can evaluate patients and document care. There is a 
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conference room with a table, twelve chairs and a projector screen. The computer can 

connect with the projector to project training slides or meeting notes. There is an 

industrial size shredder and a printer-copy machine. This conference room is ideal for the 

group sessions. It has a door to help eliminate noise and ensure privacy.  

 The clinic has office supplies for staff use to include printer paper, ink cartridges, 

staples and staplers and binder clips. The clinic has pens, pencils, clipboards, intake 

forms and patient outcomes metrics forms. The clinic carries core medical supplies which 

includes resistance bands, kinesiotape, athletic tape, various sizes of monofilament 

needles, alcohol wipes and gloves. The clinic provides pillow cases, towels, hot packs 

and ice packs, various tools for instrument aided soft tissue mobilization (IASTM) and 

soft tissue mobilization cream. The clinic authorizes use of any of the supplies to support 

patient care duties. The supplies are inventoried weekly and re-ordered as needed.  

Service Member Benefits 

In this program the participants are women serving on active-duty service in 

aviation, aircrew and air traffic control roles. Active-duty service members receive 

healthcare coverage through Tricare. Service members do not receive a bill from Tricare, 

nor do they pay co-pays for the care they receive in their local military treatment facility 

(MTF). The MTF is open from 0700-1700 Monday through Friday, which mirror most 

service members’ duty day. The military charges each service member with the personal 

responsibility to keep themselves medically ready to support their respective mission. 

Healthcare is a pillar of service members’ health and readiness, thus service members are 

encouraged to seek care during their duty day. Service members do not lose pay or time.  
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Needed Resources: Budget 

If a therapist was looking to establish a similar program at their local MTF or 

civilian clinic they should first consider their own training and skillset. If they do not 

have prior experience working with people who have headaches and chronic pain, they 

should consider pursuing additional training such as the Lifestyle Redesign series offered 

by the University of Southern California (USC) Chan Division. If the provider does not 

have experience with trigger point dry needling, they must complete level I and level II 

course training. Level I course work will teach the provider how to treat more superficial 

muscles such as the upper trapezius. Level II course work will focus on deeper muscles 

such as the scalenes and sternocleidomastoid. Following training, the provider must have 

a clinical preceptor review their first 25 cases. The preceptor must be certified in dry 

needling and credentialed by their local MTF. Additionally, military providers practice 

care on federal property, thus OTs can provide dry needling interventions regardless of 

state guidance. For civilian providers, they should check out their state guidance to 

ensure their state supports dry needling practice. 

If there are not any military providers practicing in the clinic who are skilled in 

trigger point dry needling, their facility will need to purchase and stock the following 

supplies; various sizes of monofilament needles, non-latex single use rubber gloves, 

kinesiotape (or a similar product), sterile alcohol wipes, massage cream and resistance 

bands for exercises. Additionally, the MTF may cover the yearly subscription fee to a 

home exercise program builder such as MedBridge or HEP-to-go. These programs allow 

the provider to complete individual home exercise plan handouts complete with photos 
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and written instructions to help carry over home exercise plans. Table 7.2 lists these 

costs. 

Table 7.2  

Budget Consideration 

Training  Frequency Cost 

Lifestyle Redesign Courses (2023) One time per course $566  

Master Dry Needling Courses Level I and II 

(2023) 

One time per course $2190 

MedBridge Subscription  Annual fee $325 

 

Medical Supplies Quantity  Cost 

Monofilament Needles -various sizes 24 boxes @4.75 per box $114.00 

Sterile alcohol wipes  5 boxes @ 4.90 per box $24.50  

Non-latex rubber gloves -Various sizes  5 boxes @ 8.99 per box $44.95 

Roylan Deep Prep massage cream   2 jars @ 28.85 per jar $57.70  

Kinesiotape  5 pkg. @11.99 per pkg $59.95 

Resistance band: various strengths 5 boxes @45.00 per box $225.00 

 

Office Supplies and Admin Quantity Cost 

Copy paper 8x11 1 Box $39.99  

Color Ink Cartridge  2 @ 31.89 per cartridge $63.78  

Misc. (staples, binder clips, folders) TBD $100.00 

Dissemination  $ 3802 

Total Costs         $ 7,612.87 

Potential Funding Sources 

The program costs and supplies must be provided in-house by the hosting military 

treatment facility. The MTF receives federal funding and subsequently there is not option 

for external funding. As mentioned above, the primary mission of the OT clinic at Wright 

Patterson Medical Center is to provide support for service members and beneficiaries 
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with orthopedic based injuries in an outpatient setting. Military treatment facilities do 

maintain an annual budget to cover continuing education courses for their medical 

providers.  The funds are available to help support the maintenance of their professional 

license and credentials. Through the local MTF’s education budget, this author was able 

to complete the Lifestyle Redesign courses mentioned above as well as level I and II dry 

needling courses. In order to receive funding, the author submitted a request to her 

supervisor, it was then routed to the Squadron Commander and finally the Resource 

Management Office (RMO) for approval. The author had to submit justification for 

pursuing the course, a budget with anticipated costs and an information sheet or brochure 

which described the course or training.  The budget included the course fee, the cost of 

meals, travel and hotel costs.  

Barriers and Limitations 

Local Funding 

 The funding sources for supplies, travel and continuing education rolls on a fiscal 

year (FY) cycle which begins on October 1st and ends the following September 30th. The 

budget is projected during the prior fiscal year based on prior spending. The author 

belongs to an Operational Medical Readiness Squadron (OMRS) which is made up of 

approximately 295 service members. The budget needs to support the requirements of all 

the clinics and providers in OMRS. The author received funding and completed the dry 

needling courses in FY 2021 and went on the complete the USC Lifestyle Redesign 

courses in FY 2022. Funding may be available for training, but it may be limited 

depending on the needs of the squadron. 
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Service Members and the Mission 

 Service members in aviation, aircrew and air traffic control positions are often a 

part of 24-hour operations. Their schedules may change due to mission needs and 

requirements which could make participation in therapy services challenging. 

Additionally, they may miss appointments if they are ill, or if they have challenges with 

childcare or if they are experiencing a severe headache or migraine. The staff will do 

their best to accommodate make-up group and individual sessions as the schedule 

permits. 

Staff Members 

 DHA productivity expectations are high and leave little room for missed 

appointments, technical difficulties, unplanned military training or unplanned staff 

absences. Presently, there is only one dry needling certified occupational therapist in the 

clinic at WPMC, so if she is absent or ill, there is no one who can fill in. Secondly, there 

are OT technicians in the clinic who can help support the program. If the clinic had a 

certified occupational therapy assistant (COTA), then there would be another practitioner 

credentialed to facilitate group sessions. Further, service members may not connect as 

well with another provider for which they have no history or established care with. The 

high productivity demands and the nature of the military foster an environment which can 

lead to burnout.  

Conclusion  

In conclusion, if staff has not yet been trained and they lack supplies, they will 

need to obtain approximately $7,700 in funding to pay for training and purchase supplies 
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(see Figure 7.2 for itemized costs). Military medical providers have significant internal 

support from their local MTF to cover costs for training, medical and office supplies. 

However, provides will need to support the primary mission of their clinic, in addition to 

supporting a similar program (see Table 7.1 for a productivity model). Further, military 

medical providers have the autonomy to provide direct access care for service members. 

who benefit from Tricare and the military healthcare system. Service members have 

access to primary care, specialty providers, vision, dental care and prescription coverage. 

This system affords providers and service members alike the freedom to provide and 

receive care regardless of income or socioeconomic status. The military does have its 

challenges and barriers, however they can usually be managed or mitigated. In 

conclusion, this program should be successful in the military and has potential to be 

generalized for civilian counterparts.  
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CHAPTER EIGHT – Conclusion 

The Department of the Air Force has a multitude of dynamic interwoven 

missions. One of the primary missions is to provide National security through air and 

space superiority. The DAF cannot provide security and dominate air space without a 

robust aviation community. The DAF and arguably all branches of the service are male 

dominated (AFPC, 2022). Women bring diversity to the force and offer unique 

perspectives and thus, there should be additional efforts to support and retain them (Rae, 

2020). Women are three times more likely to experience headache and migraine 

conditions than their male counterparts (UCLA, 2007). The traditional medical model is 

rooted in pharmacological approach which can impair aviation professional’s ability to 

execute their duties (Hesselbrock and Haynes, 2020). In the event that an aviator loses 

their operational duty status long term, it can have negative consequences for the 

longevity of their military career. 

Aviation professionals must meet strict healthcare guidelines in order to safely 

execute their duties (Hesselbrock & Haynes, 2020). Access to health care services can be 

challenged with the deployments of medical providers, with staffing shortages in the 

healthcare community and with cuts set forth by Defense Health Agency. It is vital that 

the Air Force Medical Service (AFMS) provide evidence-based care and offer innovative 

solutions for the medical needs of all service members and especially for aviation 

professionals. Occupational therapists are trained and credentialed as physician extenders 

and can offer support to the often short-staffed primary care clinics.  

Occupational therapists are uniquely qualified to support service members with 
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headaches and migraine conditions, as OTs understand the mind-body connection and the 

importance of occupational engagement which is often impaired by headache and 

migraine conditions. Headache and migraine management is a critical aspect of 

healthcare, particularly for women in high-stress military aviation roles. This program 

aims to offer a framework for occupational therapists who wish to expand their clinical 

footprint and offer services for headache and migraine sufferers. Further, this program 

offers an opportunity for service members to receive holistic care that will not impair 

their ability to engage in flying or air traffic control duties. This program, Exploring 

Occupational Therapy’s Role in Headache and Migraine Management for Women in 

Military Aviation, has a foundation built on the integrated headache model and the 

biopsychosocial framework. It has been tailored to address the physical, emotional and 

social factors that contribute to headache and migraine triggers and patterns.  

 The program’s framework could be tailored to meet the needs of any military or 

civilian profession. It could be tailored to suit the practice of civilian OTPs too. More 

research is required to confirm the program’s effectiveness, but the evidence reviewed 

during program development makes a strong case for the program’s success. It is 

imperative that OTPs have a larger role in headache and migraine management for the 

benefit of the people who struggle with these debilitating conditions.  
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APPENDIX A – 

Department of the Air Force Occupational Therapists Pre-Survey  

On a scale of 1 to 5, with 1 being not comfortable at all and 5 being extremely 

comfortable… 

1. How comfortable are you with treating patients with chronic pain? 

2. How comfortable are you with utilizing trigger point dry needling as an 

intervention for pain management? 

3. How comfortable are you with utilizing mindfulness-based interventions (MBI) as 

an intervention? (i.e., deep breathing, guided visualizations, box breathing, etc.)  

Department of the Air Force Occupational Therapists Post-Survey  

After hearing about the program findings, Exploring Occupational Therapy’s Role in 

Headache and Migraine Management for Women in Military Aviation Fields Through a 

Biopsychosocial Approach… 

On a scale of 1 to 5, with 1 being not comfortable at all and 5 being extremely 

comfortable… 

1. How comfortable are you with treating patients with chronic pain? 

2. How comfortable are you with utilizing trigger point dry needling as an 

intervention for pain management? 

3. How comfortable are you with utilizing mindfulness-based interventions (MBI) as 

an intervention? (i.e., deep breathing, guided visualizations, box breathing, etc.)  

4. Since the presentation, have you pursued any additional training such as trigger 

point dry needling or MBI? 
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APPENDIX B – Executive Summary 

The Department of the Air Force (DAF) faces many challenges as they support 

diverse missions, ranging from providing medical care for service members to providing 

National security through air and space superiority. As of 2023, the DAF is 

approximately 1,600 pilots short of their goal, resulting from a limited number of trained 

instructors and difficulty with retaining trained pilots (Cohen, 2023). Due to the current 

strain on the available number of pilots, is imperative to maintain the healthcare needs of 

every qualified aviator, aircrew member, and air traffic controller. The Defense Health 

Agency (DHA) is the governing body that guides the delivery of healthcare across the Air 

Force, Army, and Navy. In an effort to streamline military medicine delivery and to 

become a more cost-effective organization, DHA leaders plan to cut 6% of the current 

medical provider positions by 2027 (Jowers, 2022). The Air Force, Army and Navy will 

lose over 12,000 medical professionals over the next four years (Jowers, 2022).  The loss 

of medical staff will result in delays in access to medical care across all branches of 

military service for all service members regardless of occupation. For aviation 

professionals, aircrew members, air traffic controllers and other professionals who 

maintain an operational duty status, a lack of timely access to medical care may result in 

a loss of operational status and mission degradation.   

Common complaints among aviation professionals include headache and migraine 

conditions. The pharmacological interventions utilized to manage these conditions may 

result in a loss of operational duty status and may have a negative impact on the military 

unit and their specific mission (Hesselbrock and Haynes, 2020).  Further, little attention 
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has been given to the unique challenges faced by women in aviation fields (Rae, 2020). 

The challenges include ergonomic imbalances as women are operating in airframes that 

were designed for male aviators who have different body structures and physical 

strengths (Weber, 1997). Additional challenges include biological, psychological and 

emotional factors, which may impact headache and migraine cycles for women 

(Demerouti et al., 2019). There is a need for a more holistic, patient-centered approach 

that considers the whole person, including lifestyle factors and psychosocial stressors 

(Lagueux, 2018). Occupational therapy is a profession focusing on functional 

independence and participation in daily activities. It has the potential to play a critical 

role in addressing these care gaps for aviators, by promoting holistic headache 

management for women in military aviation careers.  

Theoretical Foundation  

 Occupational therapists utilize a biopsychosocial approach and an integrated 

headache model to address headache and migraine conditions. The integrated headache 

model utilizes an interdisciplinary team approach to address the comprehensive factors 

impacting the headache and migraine cycles (Rohling, 2018). The interdisciplinary team 

is comprised of primary care providers, neurologists, mental and behavioral health 

professionals and rehabilitation professionals such as occupational and physical therapists 

(Rohling, 2018). The biopsychosocial model is a lens that examines the physical, 

emotional, behavioral and social factors that impact headaches and are also impacted by 

headache conditions (Borrell-Carrió et al., 2004). OTs recognize that the whole person, 

their habits, roles and occupational engagement must be addressed in order to have a 
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positive impact on an individual’s health (Lagueux, 2018). 

Program Overview  

 The program, Exploring Occupational Therapy’s Role in Headache and Migraine 

Management for Women in Military Aviation Fields Through a Biopsychosocial 

Approach, aims to provide a holistic approach to headache and migraine care over the 

course of a six-week, outpatient program. The program takes place in the OT clinic and 

offers one individual session per week and one group session per week. The individual 

session is tailored to address the physical needs of the service member. Physical needs 

may include addressing muscle stretching, strengthening and pain management. The 

group sessions are designed to create a sense of support from other people in the flying 

community, to address stress and sleep through mindfulness-based interventions (MBI). 

Anticipated Outcomes 

 There are three anticipated outcomes from this program. The first outcome is to 

decrease headache and migraine pain, intensity, and medication use to allow for service 

members engagement in meaningful occupations and to preserve their operational status. 

The second anticipated outcome is to increase collaboration between Aerospace Medicine 

providers and occupational therapists to provide holistic healthcare programs for aviation 

professionals. The third goal is to foster similar program development at other military 

OT clinics and have the similar program effectiveness.   

General Conclusions 

 Aviators, aircrew, and air traffic controllers are critical members of the readiness 

mission and require a balance between healthcare solutions and the maintenance of their 
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operational duty status. Occupational therapists offer a comprehensive approach to 

headache and migraine management, which can decrease pain levels, intensity, and 

frequency of episodes and may result in decreased medication use, thus increasing 

occupational engagement in and out of aviation roles.  
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APPENDIX C – Fact Sheet 

 
 
Understanding the Impact of Headache and Migraine Conditions for Women in Aviation 

Fields: 
▪ 39 million Americans experience migraines (Read, n.d.). Headache and migraine conditions 

can cause significant disability, impact quality of life and lead to decreased productivity at 
home and at work (Amiri et al., 2022). 

▪ Aviation fields have strict health requirements to maintain the safe operation of aircraft and 
execution of related duties, certain medications are prohibited or result in a loss of privileges 
(Hesselbrock & Haynes, 2020).  

▪ Chronic migraine headaches occur in only 3% of the population but are 20% more prevalent 
amongst 9/11 combat veterans (Williams, 2020).  

▪ Women are three times more likely to experience migraine headaches compared to men 
(UCLA, 2007). 

▪ In the Department of the Air Force (DAF), only 21% of service members are women (AFPC, 
2022). 

▪ Women bring diversity to the DAF. Diversity and inclusion can lead to higher employee 
engagement, satisfaction and retention (Brimhall & Mor Barak, 2018).  

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Exploring Occupational Therapy’s Role in Headache 

& 

Migraine Management for Women in Military 

Aviation Fields Through a Biopsychosocial Approach 
 

Emily Grace Philips, M.S., OTR/L 

 

Recognizing the pilot 
shortage and the need to 

maintain a medically ready 
force of aviators, aircrew 
and air traffic controllers

Preserving access to health 
care for service members 

Preventing loss of 
operational status for 
aviation professionals 

Utilizing OTs to provide a 
comprehensive approach to 

headache and migraine 
management for women in 
aviation and related roles

MISSION: To balance to diversion missions within the DAF, while providing a holistic approach to 
headache and migraine management for women in aviation, aircrew and air traffic control positions.

VISION: To utilize occupational therapists to provide a front line holistic approach to 

headache and migraine management for women in military aviation roles.  

▪ Offer a comprehensive approach to headache and migraine management which 

addresses the whole person and contributing factors through an integrated headache 

model and a biopsychosocial frame of reference 

▪ Reduce the pain associated with these conditions, medication use and loss of operational 

status 

▪ Provide a framework for other OTs to train and establish similar programs at other 

military Medical Treatment Facilities 

▪ Increase networking between Aerospace Medicine Providers and OTs to optimize human 

performance for aviation professionals. 
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