Case Report
Cluster Headache Management With
Methylphenidate (Ritalin)
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The authors report rapid cluster headache relief in a 43-year-old man with a 5-year history of refractory
ter headache.
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The prevalence of cluster headache is low, estimated
at about 70 per 100 0001 with a marked male predominance. The pathophysiology of cluster headache remains
unclear. Evidence indicates that the pathogenesis of cluster headache dysfunction may be in the cephalic sympathetic nervous system.24
Cluster headache is characterized by recurrent unilateral attacks of headache of great intensity and brief duration, ofien accompanied by local signs and symptoms of
autonomic dysfunction. 5 About 10% of patients have
chronic symptoms. These headaches are often difficult to
treat.6 Cluster head pain is often severe and rapidly reaches maximal intensity. The brief duration of the attacks dictates that to be of any practical use, a treatment must be
effective within a few minutes after its administration. In
spite of new treatment paradigms, some patients with
cluster headache remain unresponsive to therapy.
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CASE HISTORY
This 43-year-old limousine chauffeur presented with
a 5-year history of right-sided cluster headaches with a
pattern of daily occurrence for 2 to 3 weeks, followed by
a period of 3 months without headache. Due to its location
in the jaw behind the ear, the headache was initially diagnosed as temporomandibular joint disease, When initially
seen by the first author, the patient reported an ongoing
cycle which began after drinking alcohol over the
Christmas and New Year’s holidays. For several weeks, the
patient had been experiencing one to four cluster
headaches per night and an occasional attack during the
day. The headaches were described as “explosive” and
were graded 9 to 10 in severity on a visual analog scale of
1 to 10. The quality of the head pain was reported to be
throbbing, sharp, shooting, as well as aching. The pain
was localized around the right eye, behind the right ear,
and in the occipital region. Facial flushing, tearing, nasal
stuffiness with rhinorrhea, ptosis, and conjunctival injection were associated with the headache.
The majority (95%) of the patient’s headaches began
at night and lasted from 30 minutes to 3 l/2 hours.
Cheese, peanuts, and red wine were headache-inducing
agents. The patient reported the practice of placing ice
bags over his head, or rushing into the shower where head
positioning and deep breathing techniques seemed to
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