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agent in primary care but referral to
specialists for greater occipital nerve
(GON) block is another option where
available, see table 3, opposite. 

Corticosteroids
Corticosteroids are highly effective
and act rapidly16 but caution should be
taken in their use because of the
potential side effects, and no more
than three courses should be given in 
a year. Treatment should be limited to
a short intensive course tapered over
two to three weeks.

Our preference is to give oral
prednisolone at a maximum of 60 mg
daily (1 mg/kg daily) for five days and
then taper the dose by 10 mg every
three days until stopped.

Relapse is common as the dose is
decreased and therefore they are
often used to cover the time taken for
a preventive drug to take effect.

Greater occipital nerve block
GON blocks, although not available in
most primary care settings, may be
obtained through specialist referral.
They involve subcutaneous injections
of a mixture of local anaesthetic and
steroid into the area of the greater
occipital nerves on the back of the
scalp. They can be highly effective
with up to two thirds of patients pain
free at four weeks.17

Patients in whom steroids are
contraindicated or who have previously
failed to respond to steroids should be
considered for referral at the start of a
bout. GON blocks can also be used on
a regular basis, every three to four
months, but this should be considered
a specialist treatment.

Preventive treatment
Patients with long cluster bouts or
with cluster headache will require
preventive treatment over a long
period. The aim of such therapy is to
induce remission or control attack
frequency as rapidly as possible. 
In episodic forms, when patients are
out of a bout and have been pain free
for at least two weeks, the preventive
agent should be slowly withdrawn but
in the chronic form the medications
are often needed indefinitely. 
The most common drug used in this
setting is verapamil and the NICE
guideline focuses on this drug.7 Under
specialist advice, other drugs such as
lithium, topiramate or melatonin may
be used, see table 4, above left.
Verapamil: Verapamil is the first-line
preventive treatment for both episodic
and chronic cluster headache and

Table 5

Surgical treatment for cluster headache

Occipital nerve stimulation
•Subcutaneous electrodes placed over the occiput and continuous stimulation
applied
•Two thirds of patients show good clinical response24

Sphenopalatine ganglion stimulation
•Still in experimental stage
•Electrode placed within the pterygopalatine fossa ipsilateral to headache side
•Stimulation applied during acute attacks 
• 78% of patients report ≥ 50% reduction in pain severity
(60% pain free) within 3 min stimulation25

•Some suggestion that it may be useful as a preventive treatment

Deep brain stimulation
•Electrode placed in the posterior hypothalamic region of the brain on the side
of the headache and continuous stimulation applied
•60% of patients report ≥ 50% reduction in headache attack frequency 
or severity24

Box 1

Summary of NICE recommendations on cluster headache7

Diagnosis
•Discuss the need for neuroimaging with a headache specialist

Acute treatment
•Offer oxygen and/or subcutaneous OR nasal triptan for acute treatment
•Oxygen must be given at 100% at a flow rate of at least 12/L min via 
a non-rebreathing mask
•Both ambulatory and home oxygen should be supplied
•Patients must be supplied with adequate amounts of triptans based on their
history of cluster bouts 
•Subcutaneous sumatriptan can be used a maximum of twice a day
•Nasal triptans can be used a maximum of three times a day
•Paracetamol, opiates and NSAIDs should not be used 

Preventive treatment
•Verapamil should be considered as a prophylactic agent in cluster bouts
(ensuring adequate ECG monitoring is undertaken)
•Specialist advice should be sought if the prescribing doctor is unfamiliar with
verapamil in cluster headache or if the patient fails to respond to verapamil

•Pregnant patients must be referred to a specialist

Table 4

Preventive treatment in cluster headache
Good evidence

Moderate or poor evidence

•Verapamil: starting dose of 120 mg two times a
day, and increase dose in increments of 120 mg
every two weeks (in three times daily regimen);
maximum dose 960 mg daily (ECGs to be taken
before every dose increase)
•Lithium
•Topiramate
•Gabapentin
•Melatonin
•Sodium valproate
•Baclofen


