OCCIPITAL NERVE
BLOCKS
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CONFLICTS / DISCLOSURES

* None




LEARNING
OBJECTIVES

|. Describe the anatomy and surface
landmarking of the occipital nerves

2. Describe the indications and
contraindications for an occipital
nerve block

3. Describe the technique to perform
an occipital nerve block

4. Understand the expected benefits
and risks of an occipital nerve block
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THE CASE

HISTORY

25-35YO F
Migraine x1.5 months, photophobia, phonophobia, osmophobia

Previous mild improvement with IV Ketorolac,
Metoclopramide, Dimenhydrinate, Dex

* Improvement lasted max 48hrs
Pain starts at occiput (bilaterally) and radiates around head
No fevers, meningeal signs, vision changes, paresthesia or FND

Off work x3 weeks because of pain

PREVIOUS INVESTIGATIONS

CT head / C-spine — normal

Labs unremarkable

Awaiting MRI (ordered by family MD)
Had seen opto vs ophtho

Awaiting neuro consult
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rRed flags

® Thunderclap onset
¢ Fever and meningismus

reduced LOC
¢ Acute glaucoma

%

Emergent (address immediately)

® Papilledema with focal signs or

Urgent (address within hours to days)

® [emporal arteritis

® Papilledema (WITHOUT focal signs or

reduced LOC)
® Relevant systemic illness

® Elderly patient: new headache with

cognitive change
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¢ Unexplained focal signs
® Atypical headaches

® Unusual aura symptoms
® Onset after age 50 y

® Unusual headache precipitants

(" Possible indicators of secondary headache

® Aggravation by neck movement;

abnormal neck examination findings

(consider cervicogenic headache)
® Jaw symptoms; abnormal jaw
examination findings (consider

temporomandibular joint disorder)
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Manage

Headache with no nausea but >2 of

® Bilateral headache
* Nonpulsating pain
* Mild to moderate pain

* Not worsened by activity

® Educate patient

© Consider prophylactic
medication

® Provide an effective acute
medication for severe
attacks with limitations on

Tension-type
headache

)

frequency of use
® Gradual withdrawal of
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Uncommon headache syndromes

opioids if used, or
combination analgesic with
opioid or barbiturate

(AII of

 Frequent headache

® Severe

® Brief (<3 h per attack)

* |psilateral eye redne:

® Unilateral (always same side)

k restlessness during attacks

N\ * Abrupt (or gradual)
withdrawal of

acetaminophen, NSAIDs,

tearing, or

/\ pacing activity, biofeedback

2

or triptans

caffeine, ensure regular exercise, avoid

irregular or inadequate sleep or meals
* Develop stress management

strategies: relaxation training, CBT,
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Tension-type headache

® Acute medications (Table 3)

® Monitor for medication overuse

® Prophylactic medication (Table 3) if

disability despite acute medication
\ e J

Migraine

® Acute medications (Table 2)

® Monitor for medication overuse
® Prophylactic medication (Table 2) if

-headache >3 d/mo and acute

Cluster headache or another
trigeminal autonomic
cephalalgia

* Management primarily pharmacologic
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(AII of

* Continuous

-

indomethacin

® Unilateral (always same side)

® Dramatically responsive to

P> * Acute medication (Table 4)
® Prophylactic medication (Table 4)
® Early specialist referral
recommended

:( Hemicrania continua

(Hcadm‘h(' continuous sinc

¢ onset

® Specialist referral

e
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CBT—cognitive behavioural therapy, LOC—level of

NSAID.

Adapted from Toward Optimized Practice.”

y drug.
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"| New daily persistent headache
® Specialist referral
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:ADACHE BRIEF
VIEW

’ ( Refer and investigate )

~ % report severe / debilitating

adaches

* 1.4-2.2% report headaches for
>|5 days/month

graine

Tension

Cluster

Trigeminal Autonomic Cephalgia

Cervicogenic

Sinus

Medication Overuse

Trauma

Becker et al. Guideline for primary care management of headache in adults, 2015 Canadian Family Physician. https://pubmed.ncbi.nlm.nih.gov/26505063/



OCCIPITAL NEURALGIA /
HEADACHES |

occipitofrontalis muscle

* Headaches / pain originating in occipital region /
upper C-spine

® Shar‘p / Shooting / thr‘obblng Semispinalis capitis muscle & N ( : — Il / - Greater occipital nerve
*  Exacerbated by head movement or palpation ~U  f \ S\ A Third occipital nerve
Ybli - \ . y EA (medial branch of dorsal
Obliquus capitis \ 1 ramus of C3 spinal nerve

superior muscle

* Entrapment / Irritation

© Trauma Suboccipital nerve
Obliquus capitis
© DDD inferior muscle

*  Muscular Greater occipital__|

nerve

Occipital artery

‘ th‘;ﬁ

.

Great auricular nerve
(cervical plexus C2, 3)

| _Lesser occipital nerve
(cervical plexus C2, 3)

e Idiopathic

Third occipital nerve

¢ Mimics / Associations
o Migraines | “ A\ \ \ N . Sl1'rn();l]ul'li:ti:‘nastui(l
*  Cervicogenic

e Cluster “Greater Occipital Nerve.” Volker, Joseph. Earthslab.com. 8 May 2026.




INDICATIONS

* Primary or secondary treatment

Occipital Neuralgia
Migraines

PDPH
Cervicogenic

Cluster

* Scalp allodynia

* Reproducible pain

PATIENT

* Reproducible pain with palpation of bilateral
GON:s and lesser ONs




CONTRAINDICATIONS

ABSOLUTE

* Patient refusal

Allergy to local anesthetic

Open skull defect

Infection at / over procedure site

Recent surgery to occiput

RELATIVE
* Coagulopathy

* Arnold Chiari

malformation

* Inability to stay still
(lying or sitting)

“The way we treat a headache here
is to divert your attention to
something else.”




THE BLOCK




CONSENT

BENEFITS

Relief of headache for hours to months

OVERALL

Low risk, minimally invasive

RISKS

Common

Pain, redness, swelling
Dizziness

Numbness

Failure

Less Common

* Syncope / pre-syncope

¢ Transient dysphagia

* Facial edema

* Worsening headache

* Nerve trauma / injury

* Hematoma

* Infection

* LAST

* Alopecia at injection site if
steroid is used




EQUIPMENT

* 5-cc syringe R — |
=" —— @@2}[||[|||||||||||||||||||| ——
e 25 -27-gauge needle -

* Povidone-iodine or chlorhexidine

* Lidocaine 2% (2-4 mL) or Bupivacaine 0.25 or 0.5% (2-4 mL)

* +/- Anti-inflammatory

Sute DIN QIR
Sgelse o

* +/- Methylprednisolone 40 mg/mL (2 mL) ;f;ff
i
e +/- Dexamethasone 2 mg/mL (2 mL)

* The total injection volume ~ 4 mL per side




LANDMARKING
&
INJECTING

Greater
Occipital n

Occpial
protuberance

Lesser
Occipital n

Mastod
process




POST BLOCK

* Pressure x 5-10 mins

* Pain typically improves in 20-30

mins

e Lasts hours to months

* If >3 blocks in 6 months, consider

additional or alternative Tx

* Numb scalp x | - 4 hrs.




THE EVIDENCE

2023 Systematic Review, Evans et al
* 12 RCTs, 586 patients
* Any headache
* Reduction in H/A severity at 5-20 mins post injection

* Reduction in H/A severity between |-6 weeks

2024 Systematic Review, Mustafa et al
* 8 RCTs, 268 patients

* Chronic migraines

“Okay, Mr. Dittman, remember: That brain

s only a temporary, so don’t think ¢ Reduction in H/A intensity and frequency after | month

too hard with it.”




THE PATIENT

* Consented to the procedure

* 5cc 0.25% bupivacaine per side at points of maximal tenderness (fanned in direction of lesser ON)

* 20 mins post

* Patient found crying because H/A was gone

31 S1UBH 1Y 2] “SHIOMIC £661

* 23 days later

panas:

*  Neck feeling tight, requested additional block — no ON tenderness

¢ Referred to physiatry (in consult with Dr. Baker to ensure appropriate referral)

*  Dr. Baker
e Additional blocks
* Botox

* ”She is amazing”

Carlton falls for the old rubber-scalpel gag.




REVIEW

Safe

Primary occipital neuralgia

Secondary cervicogenic, tension, migraine, cluster

Fast, easy, can be done in office
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