
Oxygen
Inhalation of 100% oxygen at a rate 
of at least 12 L/min given through 
a non-rebreathing mask and reservoir
bag is rapidly effective in relieving pain
in most sufferers.13-15

Patients should be instructed to
inhale continuously for at least 
15-20 minutes. It is important to ensure
the right flow rate and mask are used.
NICE guidance now states that all
cluster headache sufferers should have
a provision of home and ambulatory
oxygen. 

The GP or headache specialist
should use a home oxygen order form
(HOOF) to ensure that the oxygen is
made available as soon as possible at
the onset of a cluster bout. 

Transitional therapies
Given that preventive medications can
take a number of weeks to exert their
full effect, patients with short bouts or
patients in whom one wishes to
control attack frequency quickly may
benefit from a transitional or bridging
treatment. These interventions are not
suitable for long-term use and so
patients often require concurrent
treatment with traditional preventive
agents. A short course of steroids is
the most commonly used transitional

SYMPOSIUMNEUROLOGY
CLUSTER HEADACHE

imaging is only carried out with
specialist advice and should not be
repeated on a regular basis because
the patient continues to have
headaches. If imaging is considered
necessary then an MRI scan of the
brain is the most appropriate form.

TREATMENT
The GP is pivotal in making a prompt
diagnosis, supplying general
information and advice about the
condition and starting appropriate
abortive and preventive agents.
Specialist advice should be sought at
first presentation, for confirmation of
diagnosis and development of a plan
for managing current and future
cluster bouts, and where first-line
treatments fail. However, primary care
has a key role in implementing plans
and monitoring patients.

Patient education
Patients should be advised to abstain
from alcohol during the cluster bout.
Dietary factors seem to have little
importance in cluster headache.
Anecdotal evidence suggests that
patients should be cautioned against
prolonged exposure to volatile
substances, such as solvents and 
oil-based paints. Patients should be
advised to avoid afternoon naps as
sleeping can precipitate attacks in
some patients.

Acute treatments
The aim of these treatments is to
provide prompt relief from the
individual cluster attacks. Standard
painkillers are ineffective and there is
no evidence to support the use of
drugs such as opioids, NSAIDs,
paracetamol or even oral triptans in
these patients. The only evidence-
based acute treatments are
subcutaneous or nasal triptans and
oxygen, see table 2, above.

Subcutaneous and nasal triptans
The pain of a cluster headache attack
builds up so rapidly that oral triptans
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have no place in the treatment as they
are absorbed far too slowly to be of
any use. Therefore, as the NICE
guideline recommends, subcutaneous
sumatriptan or nasal triptans
(sumatriptan or zolmitriptan) should
be offered to patients for the acute
treatment of attacks. 

Subcutaneous sumatriptan at a
dose of 6 mg is the drug of choice,
with most patients reporting mild or
no pain within 15 minutes of
administration.9 In contrast to
migraine, subcutaneous sumatriptan
can be taken at a frequency of twice a
day on a long-term basis without the
risk of tachyphylaxis or medication
overuse headache. 10-12

Although nasal sumatriptan 20 mg
and nasal zolmitriptan 5 mg can be
used up to three times daily, their
efficacy is much less than the
subcutaneous triptan and they should
only be used if there is a good reason
not to use the injectable form e.g.
severe needle phobia, bleeding
tendency.

In the past, some doctors were
reluctant to prescribe triptans,
especially subcutaneous sumatriptan,
because of the expense. This led to
patients with excruciating pain being
denied treatment. 

NICE has taken important steps to
deal with this by stating clearly that
not only should triptans be offered to
all cluster headache patients, but that
adequate supplies are made available
to the patient calculated according to
their history of cluster bouts and the
maximum daily dose of two injections
or three nasal sprays, see box 1, opposite.
For example, a patient who has a
typical bout lasting four weeks with an
average of three attacks a day should
be supplied with at least 56 injections
to take through the cluster bout
period.

Triptans are vasoconstrictors and
should be avoided in patients with
known cardiovascular disorders or
uncontrolled hypertension.

‘Inhalation of
100% oxygen at
a rate of at least
12 L/min through
a non-rebreathing
mask and
reservoir bag is
rapidly effective
in relieving pain in
most sufferers’

Table 2

Abortive management of cluster headache
Good efficacy

Moderate efficacy

Table 3

Bridging treatment for cluster headache
Oral corticosteroids

Greater occipital nerve block

•70-80% respond within 24-48 hours23

•Prednisolone 60 mg daily max (1 mg/kg/day)
for 5 days, thereafter reducing dose by 10 mg
every 3 days until stopped
•Maximum 3 courses in a year
•Two thirds of patients pain free at 4 weeks17

•Specialist centres only
•Can be carried out every 3 months if needed

•Oxygen 100% ≥ 12 L/min for 15-30 min13

• Sumatriptan subcutaneous injection 6 mg
(maximum twice daily for the duration of the
cluster bout)21

• Sumatriptan nasal spray 20 mg (maximum
thrice daily for the duration of the cluster bout)23

•Zolmitriptan 5 or 10 mg (for episodic cluster
headache only)21, 22


