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The material contained in this book is set out in good faith for general guidance only. Whilst every effort has been made to ensure that the information in this book is accurate, relevant and up to date, this book is sold on the condition that neither the author nor the publisher can be found legally responsible for the consequences of any errors or omissions.

 


Diagnosis and treatment are skilled undertakings which must always be carried out by a doctor and not from the pages of a book.
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Part One


HEADACHES AND MIGRAINES:


SYMPTOMS, CAUSES


AND TREATMENT












 


 


Chapter 1


INTRODUCTION


 


 


 


The experience of headache is universal among human beings, affecting people of both sexes from infancy until old age. It is also fascinating to note that scientists increasingly believe that other mammalian species have headaches as well. In people, some types of headache show a gender bias and it is also the case that the type of headache to which a person is subject tends to change with aging. Additionally, an individual may experience more than one type of headache during any particular time period. Hence a person who commonly has migraines may occasionally experience a headache of a different type.

Although around 150 different causes for headaches have been identified, doctors recognise relatively few types and these are the ones that most commonly affect the majority of people. Categorising headaches has always proved problematic and this is reflected in the fact that there is a degree of overlap between the medical terms and definitions used to describe them.


The experience of headache varies greatly, not only between individuals but also in the same person. It is possible for an individual to have an intense and painful headache on one occasion and one that is hardly noticeable the next time it occurs. Some people experience headaches at night while others have headaches that are linked to already existing conditions such as thyroid disorders. Sometimes headaches are experienced in conjunction with other disorders such as epilepsy or because of actual injuries to the head.


It is acknowledged that there is a strong psychological component both in the generation and experience of certain types of headache but this is certainly not the same as saying that headaches are ‘all in the mind’. However, the fact that this is the case means that there is a role not only for orthodox medicine but also for complementary therapies in the treatment, management and prevention of headaches and migraines and many of these are explored in part two of this book.


It is hoped that this guide will prove helpful not only to those who are often afflicted by headaches or migraines but also to those who simply wish to learn a little more. While every attempt has been made to provide accurate information, this book should not be used for self-diagnosis or treatment. As with all aspects of health, if you are experiencing headaches on a regular basis or are worried or concerned about your symptoms, it is always best to seek medical advice.












 


 


Chapter 2


DEFINITIONS AND TERMS: HEADACHE OR MIGRAINE?


 


 


 


Primary and secondary headaches


 


The generally accepted guidelines for the classification of headaches have been devised by an organisation called the International Headache Society. However, these criteria may not always be rigidly followed and may be open to differing interpretations and application by individual doctors.

The simplest and most basic classification of headaches defines them as either primary or secondary. Primary headaches arise spontaneously and they are by far the most common group, accounting for around 90% of all cases. Secondary headaches occur as a symptom of another underlying disorder or illness and since only about 10% of all cases fall into this category, they are evidently uncommon. However, although it is rare for any particular instance of a headache to be caused by a serious medical condition, with fewer than 5% of people who seek medical advice for headaches having any form of serious disorder as the cause of their symptoms, it is perhaps more helpful to clarify this a little by saying that with feverish, viral infections, such as the common cold or flu, a secondary headache is a frequent accompanying symptom and most people will experience this at some stage or another in their lifetime.


 


Acute and chronic headaches


 


Other terms that are commonly used to categorise headaches are acute (also, acute single or episodic) and chronic (also, chronicdaily or recurrent). Difficulties arise with the use of all these terms, which can perhaps be most usefully thought of as a sort of sliding scale of definition.

An acute headache is one that arises as a single, one-off event or, at least, occurs rarely and in isolation over a generally lengthy time period. Hence a secondary headache of an unusual cause could be described as acute but equally, so can the very first experience of a primary headache that a person has, commonly during childhood.


Chronic headaches are strictly defined as ones that occur on at least 15 days of each month for a minimum period of 6 months. However, it is apparent that an over-rigid application of this definition might not always prove to be useful. Common sense suggests that anyone afflicted by headaches on a regular basis should be called a chronic sufferer, whether or not they fulfil these strict time criteria. Finally, the category of chronic daily headaches can be applied to any of the three types of headache described below, if these are occurring on at least 15 days of each month for 6 months or longer.


 


Types of primary headache


 


All the terms outlined above are fairly general in their application but the three main types of headache recognised by doctors are more tightly and specifically defined. All of them are primary in nature and they may be either acute or chronic, according to the frequency of their occurrence. However, it is probably safe to assert that if a headache of any type has become significant enough to be regarded as a problem then it is likely that it is happening on a regular basis, even though it may not be frequent enough to be classed as chronic according to the strict definition.

The three types of commonly occurring, primary headache, each of which is defined by a fairly specific set of symptoms are called tension headaches, cluster headaches and migraineheadaches and these are considered in greater detail below.












 


 


Chapter 3


TENSION HEADACHES


 


 


 


What is a tension headache?


 


Tension headaches are the most frequently occurring type of primary headache, accounting for 70% of all instances and commonly experienced by most people at some stage in life. They may be given the alternative names of stress headaches or muscular headaches, and they can affect people of both sexes at any age, although they are less likely to arise in pre-adolescent children. This type of headache is associated with contraction (tension) of the muscles in the upper back and neck and produces a mild to moderate, generalised pain, rather than one which is localised at a particular point. It is common for the pain to be experienced as pressure around the circumference of the head, as though a band was being gradually tightened and the head squeezed. However, sometimes the pain is felt more at the back of the head and the person can be very much aware of the contraction and tightness of the neck muscles. The pain is constant rather than throbbing, although it may begin as mild discomfort and build gradually over several hours to a greater level of intensity. It is not made significantly worse by ordinary movements or routine physical activity although it may be exacerbated by intense levels of exercise. There is no accompanying nausea or vomiting and neither is there any heightened sensitivity to noise or light.

A tension headache usually occurs during the normal round of daily activity but exhaustion and worry can trigger a headache while you sleep or it may be present on first waking up in the morning. The pain is usually short-lived, lasting at most for a day, and is generally effectively relieved by common, over-the-counter analgesic medication.


 


Causes


 


Many people experience a tension headache at least once or twice a month while for others its occurrence is a rare event. It is not normally necessary to consult a doctor for an occasional occurrence of tension headache and there is nothing to be gained by doing so. It may or may not be possible to identify the cause or triggering factor for one particular headache and the person affected is best qualified to be the judge of this, rather than a doctor. The only useful purpose served is if it then becomes possible to avoid the trigger in the future and so hopefully avert a recurrence of the pain. For example, holding a phone between your ear and shoulder when busy at work can cause a tension headache and once identified as a trigger, it is easy enough to stop doing this. However, identifying the cause of a tension headache remains highly problematic for most people. This is because the most common cause or trigger of this type of headache is the kind of stress and anxiety that are practically universal in everyday life. These psychological factors, together with the internal biochemical changes that they provoke, are all held to play a part in the generation of a tension headache.

Even the most relaxed, unflurried person who believes himself to be impervious to stress will occasionally experience a tension headache. Equally, one individual’s ability to cope with stress varies from one episode to another and hence, perhaps, the likelihood of experiencing a headache on any particular occasion. Although it is practically impossible to entirely avoid the stresses that may lead to a headache, there are ways to lessen or mitigate both the emotional and physical effects, such as the tightening of muscles. Many of the complementary therapies described later in Part Two of this book work precisely in this way. They are helpful in counteracting the effects of stress and as well as being of great use in this regard they also indirectly help to relieve headache pain itself.


Although it is often difficult to pinpoint the exact cause of any particular headache, certain other predisposing factors in addition to stress are recognised. Of these, two have been identified as important in relation to tension headaches: eye-strain and poor posture.


 


Eye-strain


Eye-strain is one well-known factor and in this context, it is usually refers to a struggle to read but could, of course, equally be connected with any close, concentrated work such as sewing or art and craft. It is surprisingly common for people to strain their eyes in this way, perhaps because they have not needed assistance in the past and simply do not realise that they now require reading glasses. Also, among those who do already wear glasses, it is common to fail to notice that the eyes have changed and that another check-up and new prescription is overdue.

It is recommended that all adults should have an eye test every three years and this is provided as a free service on the NHS. An eye test becomes increasingly important with age, since the close examination of the back of the eyes can diagnose other problems, such as glaucoma and hypertension, as well as identifying the gradual changes in focusing ability that naturally take place over time. At all ages in life, it is important to ensure that reading or close work is carried out in good light. Squinting or ‘screwing up’ the eyes causes contraction both of the brow muscles (hence frowning) and those of the scalp, and this tension can easily be relayed to the neck and upper spine. It can readily be appreciated how all this favours the production of a headache.


Eye-strain is not just confined to problems with reading the printed word but has become increasingly recognised as a risk connected with the widespread use of computer monitors and, perhaps, with mobile phones.


 


Poor posture


A further, well-recognised, predisposing factor is poor posture and this is something that may begin as early as adolescence. It is easy to understand how a rounding of the upper back and shoulders, coupled with incorrect head carriage, can result in tension in the muscles of the neck and upper spine. Postural problems have been particularly recognised as a risk factor for white collar, sedentary office workers – those who sit behind desks all day, increasingly, in recent years, using computers. Evidently in these circumstances, a combination of eye-strain and incorrect posture might be the cause of tension headaches.

A great deal of time and effort has been put into the design and production of office chairs that support the back and promote correct posture and these are now widely available. Also, the Health and Safety Executive (HSE) produce mandatory guidelines for employers aimed at safeguarding the health of office workers and these include regulations on the maximum length of time that should be spent in front of computer screens and the provision of eye tests.


 


Treatment


 


Tension headaches can usually be effectively treated by taking common, over-the-counter, pain-relieving remedies such as paracetamol, aspirin or ibuprofen. Codeine should be used with caution as overuse of this medicine can, in itself, be the cause of headaches. It is best to take the recommended dose as soon as the headache starts and possibly repeat the dose four hours later, should this prove to be necessary. Other simple measures may also be helpful, depending upon the severity of the headache. These include rest, relaxation and sleep, the application of a cold flannel to the forehead and gentle massage of the muscles of the neck, shoulders and scalp.

 


Prevention


 


It is probably impossible to entirely prevent the occurrence of tension headaches but for frequent sufferers, there are various strategies that can be tried. These include keeping a headache diary, which may help to pinpoint any common patterns or triggers in the occurrence of the headaches. If triggers can be identified then it is hopefully possible to either avoid them or at least reduce one’s exposure. Relaxation techniques, such as breathing exercises and other complementary therapies (see Part Two of the book), are helpful both for prevention and treatment. Taking regular, daily exercise and allowing sufficient time for sleep have both been identified as important. Exercise helps to reduce stress and depression, both of which are common causes of headaches. Tiredness is frequently implicated in the generation of headaches and sometimes all that is needed is an adjustment to your daily routine and recognition of the importance of a good night’s sleep.









 


 


Chapter 4


CLUSTER HEADACHES


 


 


 


(Alternative names: Alarm clock headache, suicide headache, Horton’s headache, histamine headache, ciliary neuralgia, petrosal neuralgia, hemicranial neuralgiformis chronica, erythroprosopalgia of Bing, migrainous neuralgia)

 


What are cluster headaches?


 


Cluster headaches are a highly distinctive type of headache when compared to either tension headaches or migraines. Although their existence has been recognised medically for over a century, they remain commonly misdiagnosed and consequently sometimes inadequately managed and treated. This is despite the fact that the pain involved is widely acknowledged to be both excruciating and highly disabling for sufferers of the condition. Most of those affected describe the pain as the worst that they have ever experienced or could imagine experiencing while women commonly claim that it is far more severe than the pain of childbirth. Given these facts, it is fortunate that cluster headaches are classed as rare although estimates of how many people are affected vary considerably.

While cluster headaches can occur at any age, they usually arise initially in adults between 20 and 40 years old and they are not thought to affect children. The incidence in the UK may be anything between 56 to 279 people in every 100,000 and the condition is 4 to 5 times more likely to affect men. Overall, there may be between 34,000 and 150,000 sufferers of the condition in the whole of the UK.


Cluster headaches are so named because they most usually occur in bouts, arising frequently during a specific time period, termed the cluster period. This is followed by a length of time when the person is headache-free, termed the remission period. This typical pattern is sometimes given the title episodic cluster headaches and it is by far the most common manifestation of the disorder.


Within this overall pattern, other trends are normally present. Firstly, the headaches typically begin at the same time each day, commonly during the period of night-time sleep (hence, alarm clock headache). Very often, the person is awakened by the headache about an hour and a half after first falling asleep, during the phase of rapid eye movement (REM) sleep that is recognised by specialists. Individuals who experience night-time cluster headaches or who have a cluster headache on awakening may also be suffering from sleep apnea (when a person temporarily stops breathing) which tends to intensify cluster headaches. Many may not be aware that they have this condition and so do not seek any help for the problem. Secondly, the active cluster period is normally seasonal, occurring at the same time of year and often during the spring or autumn. A further characteristic is that the headaches are one-sided and during any particular cluster period, they rarely change sides.


Individual headaches usually occur rapidly, coming on within about 10 minutes, generally without prior warning. They typically last for anything between half an hour to 3 hours but most commonly, for 20 minutes to 90 minutes. Headaches may occur once every 2 days or far more frequently, up to 8 or more times each day.


The length of the cluster period varies considerably. Typically, it lasts for about 6 to 12 weeks but it may be shorter or longer than this. The remission phase is equally variable in length and in rare cases only one cluster period is ever experienced. Periods of remission may last for many years but, more usually, there is a cluster phase either annually or biannually. Even during the remission phase, some people occasionally experience minor bouts of ‘break-through’ headaches, perhaps lasting for just a few days.


In about 10% of all cases, bouts continue without remission and if this happens, the person is deemed to be suffering from chronic cluster headaches. A further extremely unusual form, which almost exclusively affects women, is called chronic paraoxysmal hemicrania. The headaches are of even greater severity, always occur on the same side of the head and are short-lived, lasting from between 5 minutes to 30 minutes. But they arise as multiple attacks of perhaps as many as 15 to 30 headaches per day and are highly disabling and debilitating for the person concerned.


Although a cluster headache most usually arises without prior warning, a few people report a preceding feeling of heaviness or a dull ache. In all instances, the pain is commonly described as being ‘sharp’, ‘piercing’, ‘burning’, ‘stabbing’ or ‘needle-like’ and it is centred around one eye and the temple on the same side. Sometimes the pain spreads more widely and it may extend into the neck and very rarely it is described as throbbing. The eye on the affected side frequently becomes inflamed, bloodshot and streams profusely. The eyelids often swell and they may droop (ptosis) and sometimes the pupil of the affected eye becomes contracted. The nose on that side often becomes congested and sweating of the face is commonly present.


The pain of a cluster headache has a severely disabling effect while it lasts and typically produces agitated behaviour. The person may repetitively pace in circles or up and down and even strike the body or head in an effort to provide a distraction.


Not surprisingly, in individuals who suffer from cluster headaches there is a significant risk of depression and even suicide and it is very important for those affected to receive effective treatment and help to cope with the condition. Anyone who suspects he (or she) may be affected by cluster headaches should certainly seek medical help from their GP (with probably an onward referral to a specialist headache clinic) and if their headaches are occurring at night, they can also ask about the possibility of sleep apnea making their headaches worse.


 


Causes


 


The precise cause of cluster headaches remains unknown but research has revealed some interesting clues. It has been established that a region of the brain called the hypothalamus is activated ipsilaterally (on one side) during an attack and this area has direct connections with both the trigeminal nerve and cranial parasympathetic nerves. Hence it is believed that a dysfunction within the hypothalamus starts off the chain of events that leads to the generation of cluster headaches. When this occurs, there is a release of neurotransmitters (naturally occurring biochemical substances involved in the transmission of electrical impulses), resulting in stimulation of the trigeminal nerve and parasympathetic nerve network, along with dilation of cranial blood vessels.

It has been discovered that hypoxaemia (a lowered level of oxygen in the blood), which naturally causes blood vessels to dilate, is associated with the causation of cluster headaches. The carotid body is a specialised area within the large carotid arteries through which the brain is supplied with blood and it is involved in monitoring the levels of oxygen and carbon dioxide. It is possible that this may be a further feedback mechanism that is involved in some way. The exact mechanism is highly complex but it is thought that the dysfunction in the hypothalamus causes the dilation of cranial blood vessels within the brain and that this is brought about by stimulation of the trigeminal nerve and the operation of reflexes in the parasympathetic nervous system. The result of this combined series of events is the generation of the one-sided pain and accompanying autonomic symptoms (brought about by the part of the nervous system not under conscious control) such as the watery eye and blocked nose characteristic of the condition.


The situation is further complicated by the fact that the hypothalamus is involved in the regulation of the internal ‘body clock’ in all higher mammals, including human beings. It is involved in the regulation not only of circadian (daily) rhythms but of circannual (yearly) ones as well. These regulatory mechanisms are responsive to both daily and seasonal changes in cycles of light and dark known as photoperiodic changes. A hormone called melatonin is known to be a key factor in their operation.


Melatonin is a naturally occurring biochemical substance that is secreted by the pineal gland (a small, highly specialised mass of nerve tissue located near the centre of the brain). This hormone is involved in the regulation of circadian rhythms in all higher mammals. More specifically, it is involved in bringing about the changes in activity, behaviour and physiology that occur during any 24-hour period, such as the determination of phases of sleep and wakefulness. In normal circumstances, melatonin is released at high levels during the hours of darkness but its secretion is low and suppressed during the day. The levels of the hormone vary not only daily but also on a seasonal basis, connected with changes in the amount of daylight. In mammals, it is thought that melatonin has a role in determining circannual rhythms such as the breeding season and hibernation. Critically with regard to cluster headaches, it has been discovered that altered levels of the hormone are found in sufferers of the condition and it is likely that other naturally occurring biochemical substances involved in regulation are similarly affected.


One other interesting link is that among affected men, lowered plasma levels of testosterone are found both throughout a cluster period and during an attack. Taken together, these findings have opened up the possibility of potentially helpful treatments and preventatives in the management of the condition, such as melatonin replacement therapy and light therapy.


Finally, recent studies have revealed that genetic factors are also implicated and the gene involved is designated HCRTR2. The gene shows an autosomal dominant pattern of inheritance and its presence is connected with an increased risk of cluster headaches. About 1 in 20 sufferers have a close family member who is similarly afflicted. In general, a close relative of someone affected is at a higher risk of cluster headaches than a person without such a connection.


In the majority of cases, individual headaches usually arise without warning. However, certain triggers have been identified as being important in some people and as they are potential risk factors for all sufferers of the condition, it is useful to highlight them here. In general, triggers are only significant within the duration of the cluster period and do not have the same influence at other times.


 


Cluster headache triggers


 








	     

	
ALCOHOL is of particular importance and it is the most commonly reported trigger of cluster headaches. The best advice is to avoid alcoholic drinks altogether during the cluster period and to proceed cautiously outside this time, especially near to the beginning or end of the headache period.

	     






	     






	     

	
SUBSTANCES WITH A PUNGENT SMELL such as perfumes, strongly scented air fresheners, paints, petrol and similar industrial chemicals and solvents may also act as triggers. It is particularly important to avoid inhaling any volatile substance known to cause dilation of blood vessels such as nitro-glycerine, as this is likely to provoke an attack.

	     






	     






	     

	
EXCESSIVE HEAT can be a trigger, extending even to taking a hot bath or becoming warm with exercise.






	     






	     

	
STRENUOUS PHYSICAL ACTIVITY is a trigger in some people and it may be advisable to take only gentle to moderate exercise during the cluster period.

	     






	     






	     

	
SMOKING – a majority of those affected by cluster headaches are, or have previously been, smokers. Although there is no supporting evidence to suggest that giving up smoking reduces the occurrence of headaches, it is undoubtedly the case that this will improve general health and lessen the risk of other serious illnesses.

	     









 


See also a summary of the environmental and lifestyle causes of Headaches.


 


Treatment


 


Treatment for cluster headaches operates on two fronts: firstly, to abort or relieve a headache that has started; and secondly, to prevent the headaches from occurring. In practice, there is a considerable degree of overlap between these two approaches, and the use of some drugs is restricted to one or other of the particular forms of cluster headaches. With regard to treatment, it is the case that the ordinary, pain-relieving medications in common use are entirely ineffective. The prescription-only drugs that are used for the prevention and treatment of cluster headaches are not analgesics but work in an entirely different way.

Whatever medication you are given for your headache, it is very important that you:


 








	     

	•

	Read all the instructions that come with the packaging and follow the directions given by your doctor.

	 






	     

	•

	Be aware of any side effects or cautions (some medications, for example, can make you feel very drowsy). If you are aware of any possible serious side effects, you will know to see a doctor straightaway if they do occur.

	 






	     

	•

	Tell your doctor about any other medication you may be taking because some headache medicines can react badly with other medicines.

	 









 


The drug that is most widely prescribed is called sumatriptan and it is also used to treat migraine. Pharmacologically, it belongs to the triptans group and these act upon a naturally occurring biochemical substance called 5-hydroxytryptamine (5-HT) or serotonin. Serotonin is a derivative of an amino acid (protein) called tryptophan and it functions as a neurotransmitter but is also involved in the dilation and contraction of blood vessels. It is found in the brain and nervous system and also in some other areas of the body, including the gut. As described above, both the nervous and circulatory systems are involved in the generation of cluster headaches. It is believed that alterations in the level of 5-HT are directly implicated, particularly in relation to dilation of cranial blood vessels. The mode of action of sumatriptan is mainly as a 5-HT1 receptor agonist. This means that it has an attraction or affinity for 5-HT receptors, competing for their use and thereby reducing the number available to 5-HT, thus reducing its physiological effects.


Sumatriptan is not able to cross the blood-brain-barrier (BBB) which is believed to be both a physiological and anatomical feature of certain blood capillaries in the brain. It operates to exclude, slow down and generally regulate the inward and outward flow of various compounds, biochemical substances and foreign bodies between the blood circulation and the brain. It is therefore thought that sumatriptan acts within the blood vessels of the meninges (the connective tissue membranes that surround the brain and spinal cord). The drug is classed as a first generation triptan and it has a low bioavailability of 14%, compared to that of more recently developed, second-generation triptans, and its period of physiological activity is relatively short. However, it is quick-acting.


Sumatriptan can be taken orally but it is usually self-administered in the form of a subcutaneous injection, commonly employing an ‘auto-injector’ device containing a preloaded syringe that delivers the correct dose. Use of the drug is most effective if administered as soon as the headache starts. In most cases, the drug becomes active within 5 to 10 minutes. The adult dose is 6 mg per headache, with a maximum permissible daily dose of 12 mg – hence 2 injections in any 24-hour period – and there must be an interval of at least an hour between the injections.


Side effects may be experienced but generally these are mild. They include a dry mouth, dizziness, nausea and a sense of weariness. A small number of people may experience other symptoms such as flushing and a feeling of warmth, sensations of tightness or tingling and a feeling of pressure in the limbs and occasionally across the chest. Any side effects should be reported and discussed with the doctor prescribing the medication. Sumatriptan is contraindicated in some patients, including those who have suffered or are at risk of stroke, heart problems or peripheral circulatory disorders.


Ergotamine is another drug that may be used in treatment and it is administered either orally or as a rectal suppository. The dose must be strictly controlled both on a daily and weekly basis to avoid potentially harmful side effects and the drug can only be taken for short, intermittent periods. Ergotamine works by causing temporary contraction of blood vessels and so it is unsuitable for patients suffering from any form of circulatory disorder. Dihydroergotamine is an injectable form and again, this has to be used cautiously. When injected, there is a greater risk of side effects such as nausea.


Oxygen is a non-drug therapy that is effective in about three quarters of all patients although it may not abort every individual headache. Portable cylinders can be supplied for home use and the patient simply breathes the pure oxygen through a face mask at the onset of a headache.


 


Prevention


 


Preventative or prophylactic preparations are also prescribed for use during a cluster period in the episodic form of the condition. Ergotamine is used in this way and it is commonly taken at bedtime before the person goes to sleep, or an hour or two before the expected time of onset of a headache.

Verapamil, lithium and divalproex are a further three medications prescribed in tablet form for oral administration. They may all be used in the prevention of episodic cluster headache or, as a continual treatment for the chronic form of the condition. Patients prescribed verapamil require close monitoring of the heart by means of electroencephalogram (ECG) recordings, especially if the dosage is being increased. If lithium is being taken, the condition of blood vessels must be monitored, as there is a risk of unwanted side effects.


Methysergide is an effective preventative drug but it is generally only prescribed on a last-chance basis when other preparations have failed. It can only be used for a maximum period of six months and so it is of limited value for chronic cluster headaches.


Prednisone is often effective in bringing a cluster period to an end. It is generally used for a limited period of around 2 to 4 weeks, the dose being gradually reduced but it is not prescribed for the chronic form of the condition. Other corticosteroid preparations are sometimes prescribed for short-term use at the start of a cluster period but cannot be used longer term due to the risk of adverse steroid side effects. A corticosteroid preparation may be used alongside another drug, such as verapamil, at the start of treatment, but then it is gradually phased out as the main medication builds up and begins to take effect.


Indomethacin is a drug particularly used to treat chronic paroxysmal hemicrania (CPH) but it is not prescribed either for treatment or prevention of other forms of cluster headache.
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