Cluster headachesimay involve pain around
one eye, along with drooping of the lid, tearing
and congestion on the same side as the pain
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1. Oxygen Therapy —10 liter / minute for 15minutes (70 to 80% effective) .If No
Response 15 liter / minutes for 15 minutes

1. Use face mask (d8¢ TR ARD BT TANT HN)
2. Sit upright and slightly Bend forward (21T 31T gaar §0)
3. Breath Deeply but not rapidly (&R € 3R T2 |94 of)



2. Zolmist Nasal Spray 1 Puff SOS (Company name - Cipla Impulse)
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Tab. Omnacortil
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EKG monitoring is necessary during varapamil therapy because of
the risk of heart block and bradycardia, AEs that can develop with
initiation of therapy, increases in dose and even during continued
stable dose therapy. In our practice, we obtain a baseline EKG before
Initiating verapamil therapy, repeat EKG with each increase in dose of

at least 80 mg and an EKG each 3 months if the dose has been

unchanged.
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Ref:
e Headache 2004;44:1013-18

Rx 1. Abortive therapy-
1. O,: 100% Face mask at 8 — 15 L/min (70% of patients get relief.)
2. Zolmist nasal spray: 1 Puff or 2 Puff SOS
3. Intranasal Lidocaine (only 30% patients respond)
4. Greater occipital nerve (GON) blockade
2. Transitional therapy —
1. Corticosteroids, 80mg 2. Tab. Pantodac 40mg daily

Tab. Omnacortil
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Occipital Nerve Blockade

3. Preventive therapy —

1. Lithosun 300 twice daily

2. Tab. Senval Chrono 300mg HS for 2 days
500mg Hs for 5 days
300mg---------- 500mg for 15 days

3. Topiramate,

4. Migrainil 1 BD

5. Melatonin 3mg 3 Tab at bed time
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RX
1. Abortive therapy-
The goal of abortive therapy for cluster headache is fast, effective, and
consistent relief.
5. Suminat nasal spray (>90% effective)
6. Oxygen: 100% oxygen administered by means of a face mask at 8 —
15 L/min (70% of patients obtain relief.
7. Zolmist nasal spray: 10mg or 5mg
8. Intranasal Lidocaine (fewer than one third of patients respond)
9. Greater occipital nerve (GON) blockade

1. Oxygen inhalation is an excellent abortive therapy for cluster headache.
Typical dosing is 100% oxygen given by means of a non-rebreather face
mask at 7 to 10/L min for 20 minutes. In some patients, oxygen is
completely effective at aborting an attack if taken when the pain is at
maximal intensity.

2. Intranasal Lidocaine, 4% (may need to be compounded), given as one
spray in the nostril on the side of the headache, can be repeated in 10 to 15
minutes, and the patient may use up to four sprays per day.

3. Olanzapine, 2.5 to 10 mg orally per headache, can be quite sedating and
reduces pain and agitation.

This is a useful choice if the patient cannot use triptans and has failed
oxygen therapy.

4. GON blockade- if patient is in the office or emergency department and is
having a cluster headache attack and does not respond to triptans or oxygen;
a large-volume suboccipital nerve block can typically abort a cluster
headache within 10 minutes of administration.

2. Transitional therapy —
Transitional cluster therapy is a short-term preventive treatment that bridges
the time between cluster diagnosis and the time when the true traditional
maintenance preventive agent becomes efficacious. Transitional preventives
are started at the same time the maintenance preventive is begun.

1. Corticosteroids: prednisone; start at 60-80 mg, taper over 10-12 days.
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2. Naratriptan: (2.5 mg) one tablet twice daily for 7 days or frovatriptan
(2.5 mg) administered orally one to two times daily.
3. Occipital nerve blockade.
A typical dosing schedule is as follows: prednisone, 80 mg, on days 1 and 2;
60 mg on days 3 and 4; 60 mg on days 5 and 6; 40 mg on days 7 and 8; 20
mg on days 8 and 9; and 10 mg on days 10 and11.

Occipital Nerve Blockade

3. Preventive therapy —

Preventive agents are absolutely, necessary in patients who have cluster
headache unless the cluster headache periods last for less than 2 weeks.
Polypharmacy is not discouraged in cluster headache prevention.

The initial starting daily dosage of

Tab calaptin ( Verapamil) 80 mg TDS for 3 to 5 days. Doses are typically
increased by 80 mg every 3 to 7 days.

If a patient needs more than 480 mg/d, ECG is necessary before each dose
change thereafter to guard against heart block.

(Max high 900 mg to gain cluster remission.

Lithium carbonate - Tab Lithosun —300 mg at bedtime gradually increased
to 900mg
600 and 900 mg/d.

Lithium carbonate therapy is still considered a mainstay of cluster
prevention, but its narrow therapeutic window and high side-effect profile
make it less desirable than other newer preventives.

Lithium (0.3 — 0.8 mM effective serum levels)

Repeated lithium serum concentrations.

Serum lithium concentrations should be measured in the morning 12 hours
after the last dose.

before starting lithium, ureas creatinine and TSH

AE: Tremor, Diarrhea, and Polyuria.

Valporic acid —

Divalproex sodium is still considered an effective therapy for cluster
headache. Suggested dosing is extended-release divalproex sodium starting
at 500 mg at bedtime and increasing by 500 mg every 5 to 7 days up to 3000
mg.
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Topiramate —Tab Ropimate 50mg BD (GRADUALY INCREASE)
Melatonin —Tab Meloset 3mg 3tab at bed time
It has minimal side effects, and it can turn off nocturnal cluster headache

(typically the most severe attacks) in a substantial number of patients within
24 hours
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Clinical features of the Trigeminal Autonomic Cephalagias-

Cluster Paroxysmal SUNCT
Headache Hemicrania
Sex F:M 1:25-7.2 16-241 1:1.5
Pain :
Type Stabbing, boring Throbbing, boring | Burning, stabbing,
, Stabbing sharp
Severity Excruciating Excruciating Severe to
excruciating
Site: Orbit, temple Orbit, temple Periorbital
Attack frequency |1/ alternateday—|1-40/d (>5/d|3-200/d
8/d for more than half
the time)
Duration of attack | 15— 180 min 2 —30 min 5-240s
Autonomic Yes Yes Yes*
features
Migrainous Yes Yes Very rarely
features =
Alcohol trigger Yes Occasional No
Cutaneous No No Yes
triggers
Indomethacin - ++ -
effect
Abortive treatment | Sumatriptan Nil Nil
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injection
Sumatriptan or

Zolmitriptan nasal

spray Oxygen
Prophylactic Verapamial Indomethacin Lamaotrigine
treatment Methysergide Topiramate
Lithium Gabapentin
Corticosteroids Intravenous

lidocaine

e prominent conjunctival injection and lacrimation by definition.

e = nausea, photophobia, or phonophobia.

e + + indicates absolute response to indomethacin; SUNCT, short-
lasting unilateral neuralgiform headache attack s with conjunctival

injection and tearing.

Atypical Features-

e Prolonged attack duration

e Developed episode of loss of consciousness during one attack

e Developed continuous headache and persistent Horner syndrome
(including anhydrosis)

e Developed impotence, testicular atrophy, left optic atrophy

e Prolonged attack duration, developed acromegaly

e Postprandial attacks

e With reduced consciousness

e Numbness over ipsilateral ophthalmic and maxillary

e Developed prolonged attacks
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