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This pathway is part of a suite of optimal neuroscience clinical pathways that 
have been developed by the neurological community, with the support 
of NHS England and the National Neurosciences Advisory Group (NNAG).

The development of this pathway was overseen by NNAG, with input from 
professional bodies and patient organisations. A 6 week public consultation 
was held to gather input, views and experience from people affected by 
neurological conditions and wider stakeholders.

The pathways set out what good treatment, care and 
support looks like. This includes treatment and support 
for people who may be experiencing the first symptoms 
of a neurological condition, right through to people who 
have lived with a condition for a long time. They set out the 
aspirations for good care, support improvement of services 
and enable commissioning of quality services, locally and 
nationally.

NEUROGENETICS

  FIND OUT MORE

TRANSITION FROM CHILDREN TO ADULT SERVICES

Optimal Clinical Neuroscience Pathways

NEUROSCIENCE

MENTAL HEALTH REHABILITATION
CROSS-CUTTING

Overview: About the optimal pathway 1

Optimal clinical pathways and resources 
(NHS England and NHS Improvement. 
NHS log in required): www.future.nhs.uk/about

Optimal clinical pathways and resources (NNAG): 
www.nnag.org.uk/optimum-clinical-pathways

Neurological patient organisation websites 
& resources (Neurological Alliance): 
www.neural.org.uk/membership/our-members

MULTIPLE SCLEROSIS (MS) EPILEPSY AUTO-IMMUNE HEADACHE & FACIAL PAIN NEUROMUSCULAR CONDITIONS
MOVEMENT DISORDERS MOTOR NEURONE DISEASE (MND) FUNCTIONAL NEUROLOGICAL DISORDER (FND) TRAUMATIC BRAIN INJURY (TBI)

SUBARACHNOID/INTRACRANIAL HAEMMORHAGE PITUITARY TUMOUR BRAIN TUMOURS
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Executive summary 4
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Headache disorders, characterised by recurrent headache, are 
among the most common disorders of the nervous system. Headache 
accounts for 30-40% of all new referrals to neurology outpatients 
and is the most common neurological reason for A&E attendance. 
The majority of headache is primary (such as migraine, tension- type 
headache and cluster headache). Rarer headache disorders such as 
trigeminal neuralgia may require a specialist to clarify diagnosis.

Supported principles of the pathway:

1. The majority of patients with primary headache will manage their 
own condition

2. All patients with headache and facial pain disorders should be 
signposted to online support and information for self-management 
and work/school related issues

BASH British Association for the Study of Headache, CGRP mAbs Calcitonin gene-related peptide monoclonal antibodies,

3. Management of primary headache disorders in general practice, and 
referrals for specialist assessment, should utilise the latest version 
of the BASH Headache Management System

4. Imaging should be utilised only where clinically indicated, and where 
the referrer is able to interpret the result of the scan or access 
appropriate advice

5. Triage should be done by a clinician experienced in the management 
of headache disorders

6. Specialist treatment services (Botox, CGRP mAbs) may be separate 
from, or embedded within, headache clinics depending on local 
circumstances

7. Neuromodulation and/or in-patient treatments should be delivered 
through regional/national services



Context

Headache disorders, characterised by recurrent 
headache, are among the most common disorders 
of the nervous system. The majority of headache is 
primary (such as migraine, tension type headache 
and cluster headache). Secondary headaches are 
precipitated by another condition or disorder, local or 
systemic. Serious causes of secondary headache are 
uncommon. Facial pain is also common: toothache 
affects up to 1 in 10 of the population in any given 
year; the prevalence of temporomandibular disorder 
(TMD) is 1 in 15 (Steele et al 2011; Macfarlane et al 
2001). Rare headache and facial pain disorders, such 
as trigeminal neuralgia or post-traumatic painful 
trigeminal neuropathy may require a specialist to 
clarify diagnosis.

 ■ The World Health Organisation places headache as second on the list of 
leading causes of disability worldwide.

 ■ Migraine is the second leading cause of years lived with disability (Global 
Burden of Disease, Lancet, 2016)

 ■ In the UK, the annual primary care consultation rate for headache is 4.4 
per 100 registered patients, of whom 4% are referred to secondary care for 
further assessment (Latinovic et al 2006)

 ■ Headache accounts for 4% of primary care consultations and up to 30% of 
neurology appointments. (NICE, CG150 2012)

 ■ Headache is one of the most common neurological reason for A&E 
attendance (Journal of Headache & Pain 2020)

 ■ Approximately 43 million workdays are lost every year in the UK to migraine-
related absenteeism, at a cost of almost £4.4 billion. (Society’s Headache, 
The Work Foundation: 2018)

 ■ Anxiety and depression are significantly more common in people with 
migraine than in healthy individuals. (WHO, 2016)

5
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Context

The message promoted by headache specialists is that patients with 
a stable pattern of episodic, disabling headache and a normal physical 
exam should be assumed to have migraine until proven otherwise. 
The presence of migraine within the outpatient department over-
burdens the workforce and delays access for patients with more urgent 
headache and other neurological conditions. There is a delay in the 
diagnosis and appropriate treatment for primary headache disorders, 
increased risk of medication overuse headache, a spill-over into 
unplanned presentations to the emergency department, increased 
risk of inappropriate imaging, and significant avoidable cost for the 
healthcare system.

The NHS Getting It Right First Time Neurology (GIRFT) report (2021) 
emphasises the importance of developing robust care pathways for 
patients with neurological disorders and notes significant variations 
in existing practice across England. It specifically recommends that 
readmission rates for headache are regularly reviewed to understand 
and address these variations as a means to ensure the pathway for 
headache patients is optimised.

Commissioners should have a pathway that allows people with 
severe or complex headache and facial pain disorders, or those with 
concerning features, to be seen in secondary care in a timely fashion 
whilst providing consistent support in the community for those people 

with migraine and other primary headache disorders who can be better 
managed there.

The pathway and accompanying guidance contained here outlines:
 ■  An “optimum” pathway for patients with headache from first point of 

contact to specialist services, if and as required. This may also form a 
nascent framework for facial pain in the future as well.

 ■  The definition of “specialist” headache care.
 ■  A workforce model to support implementation.
 ■  Possible efficiency savings to come out of the optimum pathway.
 ■  Potential barriers and recommendations for implementation of the 

pathway to improve outcomes for people with headache

The clinical pathway for headache should be underpinned by the British 
Association for the Study of Headache (BASH) National Management 
System 2019. This management system provides a simple, safe and 
standardised approach which can be used in real time to help manage 
the majority of common headache conditions. It also contains patient 
information sheets, headache diaries, and other resources that empower 
patients and clinicians to manage headache disorders better.

Assessment of facial pain may be informed by the NICE Clinical 
Knowledge Summary dealing with the assesssment of temporomandibular 
disorders which contains a list of red flags for orofacial pain.

6
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A&G +/- imaging

Service delivery:

1. Community services include pharmacists, opticians, dentists, 
physiotherapists, midwives, etc

2. Specialist services include A&E, ENT, ophthalmology, maxillo-facial, oral 
surgery, oral medicine, neurosurgery, pain medicine, paediatrics etc

3. Headache clinics can be run by neurologists, GPs with specialist interest 
in headache or other allied health professionals

Pathway: Headache & facial pain pathway 7

SELF MANAGEMENTAt all stages, consider and move if appropriate to alternative pathway:

1. Urgent headache

2. Brain/nasopharyngeal tumour

3. Trigeminal neuralgia

4. Acute angle closure glaucoma

5. Temporal arteritis

Principles:

1. The majority of patients with 
primary headache and TMD will 
manage their own condition

2. All patients with headache and 
facial pain disorders should be 
signposted to online support and 
information for self-management 
and work/school related issues

3. Management of primary 
headache disorders in general 
practice, and referrals for 
specialist assessment, should 
utilise the latest version of the 
BASH Headache Management 
System

4. Imaging should be utilised only where 
clinically indicated, and where the 
referrer is able to interpret the result 
of the scan or access appropriate 
advice

5. Triage should be done by a clinician 
experienced in the management of 
headache and facial pain disorders

6. Specialist treatment services (Botox, 
CGRP mAbs) may be separate from, 
or embedded within headache and 
facial pain clinics, depending on local 
circumstances

7. Neuromodulation and/or in-patient 
treatments should be delivered 
through regional/national services

COMMUNITY SERVICES

GENERAL PRACTICE

SPECIALIST SERVICES

TRIAGE

HEADACHE CLINIC

SPECIALIST TREATMENT SERVICE

REGIONAL/NATIONAL HEADACHE SERVICE

A&G advice and guidance, BASH British Association for the Study of Headache, CGRP mAbs Calcitonin gene-related peptide monoclonal antibodies, ENT Ear, Nose and Throat, TMD temporomandibular disorder,
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Pathway: Urgent headaches & other off-pathway referrals 8

URGENT HEADACHES OR FACIAL PAIN
• Acute headache with loss or alteration of consciousness 
• Thunderclap headache (<1 minute to maximum severity)
• Headache or facial pain with systemic symptoms, e.g. 

malignant hypertension, meningism or fever 
• Headache with raised ICP features AND severe vomiting, 

drowsiness ± papilloedema or visual loss
• New headache in late pregnancy or early post-partum
• Headache or facial pain with history of malignancy
• New jaw pain in patients taking bisphosphonates

EMERGENCY REFERRAL 
(LOCALLY AGREED 

PATHWAY)

GIANT CELL ARTERITIS
• New headache or temple 

pain in >50 yr  ± visual 
symptoms (± ↑ESR)

TRIGEMINAL 
NEURALGIA

POSSIBLE BRAIN TUMOUR
• New headache plus subacute 

progressive focal neurology
• New headache plus seizures
• New headache with personality 

or cognitive change not 
suggestive of dementia, with 
no psychiatric history and 
confirmed by witness

GIANT CELL ARTERITIS
• Red eye + headache  

(especially elderly)

EMERGENCY REFERRAL
(EYE CASUALTY)

RCS 
TRIGEMINAL 
NEURALGIA 
PATHWAY

EMERGENCY REFERRAL
(local acute medicine or other locally agreed pathway  

for headache-related; oral surgery or maxillofacial surgery 
 for facial pain-related)

POSSIBLE NASOPHARYNGEAL CARCINOMA
• Facial pain +/- epistaxis, purulent nasal discharge, 

persistent anosmia, and/or ipsilateral hearing loss

TWO WEEK (2WW) 
REFERRAL

ICP intracranial pressure, RCS Royal College of Surgeons, Adapted from South West London Primary Care Adult Headache Referral and Management Guidance
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Potential reasons to obtain opinion from,  
or consider referral to headache or facial pain specialists 9

TO ASSESS FOR SECONDARY HEADACHE OR FACIAL PAIN

TMD temporomandibular disorder,  Adapted from South West London Primary Care Adult Headache Referral and Management Guidance

New daily persistent headache: “a headache that starts one day and 
does not go away”

TO DIAGNOSIS AND MANAGE RARER DISORDERS TO ASSESS AND MANAGE WHERE 1ST LINE RX HAVE FAILED

New headache or facial pain with recent trauma

New headache or facial pain in existing cancer or 
immunocompromised patient

Postural, exercise-induced or cough-induced headaches (occurring 
every time with exercise)

New facial pain in patient with neck or parotid lump or cervical 
lymphadenopathy

Substantial change in headache or facial pain phenotype

Patients with symptoms suggestive of cluster headache or one of 
the other trigeminal autonomic cephalgias

Patients with symptoms suggestive of painful trigeminal neuropathy 
or burning mouth syndrome

TO ENABLE TIMELY TRANSITION FROM PAEDIATRIC  
TO ADULT SERVICES

Adolescents receiving specialist treatment for headache or facial 
pain disorders, in whom ongoing care is likely to be required

Patients with tension-type headache, migraine or TMD who are 
experiencing debilitating, persistent and/or frequent pain despite  
taking standard acute and/or preventive treatments as recommended 
 in the NICE guidelines and the BASH Headache Management System

Patients who fulfil standard criteria for specialist treatment options such 
as Botox or CGRP monoclonal antibodies

At all stages, consider and move if appropriate  
to alternative pathway:

1. Urgent headache

2. Brain/nasopharyngeal tumour

3. Trigeminal neuralgia

4. Acute angle closure glaucoma

5. Giant cell arteritis
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Primary care is a common route of access for patients and the vast 
majority of patients with primary headache disorders and TMD can 
be adequately diagnosed and treated here. The following guidelines 
should be referred to:

BASH Headache Management System for Adults (BASH, 2019)
Clinical Guidelines for Headaches in over 12s CG150 (NICE, 2012)
Quality Standards for Headaches in over 12s QS42 (NICE, 2013)
RCS TMD Guidelines (RCS)

National guidelines emphasise the importance of a timely positive 
diagnosis of primary headache and facial pain disorders, without 
unnecessary imaging, so that effective treatment can be given 
and the risk of medication overuse minimised. Primary care is the 
most appropriate forum for the assessment of complex multimorbid 
problems where headache and facial pain are predominant features.

Pathway: First presentation to diagnosis in primary care 10

BASH British Association for the Study of Headache, RCS Royal College of Surgeons, TMD temporomandibular disorder,

It is important that the following are available in primary care:
 ■ Self-management resources for patients
 ■ Individualised care plan for headache and facial pain patients to 

support treatment, self-management and holistic needs
 ■ Headache and facial pain diaries for patients
 ■ Information resources and sign-posting to online support and 

information
 ■ Clearly defined headache, pain, mental health and neurogenetics 

pathways, with clear referral proformas
 ■ Primary care workforce education
 ■ Local triage system for diagnosis and treatment clarification/support

Individualised Care Plans for primary headache and facial pain 
disorders
Explanation of the condition

 ■ If imaging is being considered: ensure that the discussion with the patient 
addresses the probability of finding a structural explanation, and the possibility 
and potential impact of finding incidental findings of no, or doubtful clinical 
relevance (such as unnecessary anxiety and negative impact on insurance 
products)

 ■ Explanation of potential complications: e.g. medication overuse headache
 ■ Explanation of treatment options, backed up with written information 
 ■ For each particular treatment: general principles of the use of the medication, 

agreed starting and stopping criteria, side effects, sign-posting to read the 
product information sheet and other resources as necessary to assist with 
helping the care plan to be more effectively “future-proofed” (e.g. interactions 
with other medication/contraception, information regarding pregnancy).

SUPPORTED PRINCIPLES OF THE HEADACHE PATHWAY

1. The majority of patients with primary headache and TMD will manage their own 
condition

2. All patients with headache and facial pain disorders should be signposted to online 
support and information for self-management and work/school related issues

3. Management of primary headache disorders in general practice, and referrals for 
specialist assessment, should utilise the latest version of the BASH Headache 
Management System

from the BASH Headache Management System
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Pathway: Imaging 11

People suffering from headaches can be anxious about the possibility of 
a brain tumour or aneurysm. Outside of an emergency setting, however, 
the risk of finding serious secondary pathology in patients with isolated 
headache and a normal neurological examination is similar to that in people 
who do not have headache. In addition, while the reassurance caused by 
normal imaging reduces subsequent health care utilisation in the short term 
(<1 year), the effect is not sustained in patients with anxiety and depression. 
Moreover, there is a significant potential for uncovering incidental findings in 
6-15% patients, which may not necessarily require further management, but 
can increase anxiety. 

When the question of imaging is being considered it is therefore important 
to ensure that the discussion with the patient addresses the probability of 
finding a structural explanation, and the possibility and potential impact of 
finding incidental findings of no, or doubtful clinical relevance. Information 
sheets covering these issues are available in the BASH Headache 
Management System.

Guidance for primary care providers in imaging patients with suspected brain 
tumour can be found in Kernick et al, BJGP, 2008. Further information about 
imaging in headache can be found in the British Society for Neuroradiology 
Guidelines for Imaging in Headache, 2019, the recommendations of which 
are broadly aligned with the advice given in this pathway.

The clinical working group recognise that GP access to 
imaging differs across the country. We also recognise 
that GP access to imaging has the potential to reduce 
costs within the pathway. We do not propose, therefore, 
to proscribe the use of imaging for headache patients in 
any way. Whilst in ideal circumstances, imaging should 
be requested by clinicians who are able to interpret the 
results (and onward referral should never be made simply 
for the purpose of explaining incidental findings), we 
recognise that some primary care providers may need 
to use Advice & Guidance systems in some cases to be 
reassured that imaging findings are benign and need no 
further investigation.

BASH British Association for the Study of Headache,

SUPPORTED PRINCIPLE OF THE HEADACHE PATHWAY

4. Imaging should be utilised only where clinically indicated,  
and where the referrer is able to interpret the result  
of the scan, or access appropriate advice

| Overview | Executive Summary | Context | Pathway | Barriers & Enablers | Clinical Guidance | Appendix | 
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Key features

1. Triage to appropriate service

2. Indicate appropriate referral route and referrer

3. Advice & Guidance systems

The NHS GIRFT Neurology report (2021) recommends 
that all Trusts implement Advice & Guidance and a 
triaging system of outpatient referrals to ensure patients 
are seen in the most appropriate clinic or are offered 
prompt management advice. Such systems are ideally 
suited to the implementation of an optimum care pathway 
for headache and TMD, as most patients with primary 
headache and TMD can be managed in primary care, with 
timely diagnosis and management support as appropriate 
from headache and facial pain specialists.

In some cases, these systems might in time be developed 
into regular community headache multidisciplinary 
meetings (MDTs), at which primary care providers can 
meet local or regional headache specialists to discuss 
individual patients, and get information on local headache 
services, new treatments, and so on.

Pathway: Triage, and Advice & Guidance 12

Example of triage: 

Oxfordshire Headache Pathway for the Efficient Diagnostic and Management 
Support of Headache Disorders

On the Oxfordshire headache pathway all headache referrals are now triaged by 
a headache consultant who can offer alternatives to a hospital appointment as 
follows:

1. Written advice: with reassurance back to the GP referrer and patient

2. Imaging without appointment: if the imaging is normal, the patient and GP 
referrer can be reassured and given written advice.

3. Community headache clinic: where the patient is seen closer to home by a 
GP with a special interest in headache

MDTs multidisciplinary teams, TMD temporomandibular disorder,

SUPPORTED PRINCIPLE OF THE HEADACHE PATHWAY

5. Triage should be done by a clinician experienced in the management  
of headache and facial pain disorders

89% of all referrals are now triaged away from General Neurology 
out-patients, freeing up 979 appointments per annum.

| Overview | Executive Summary | Context | Pathway | Barriers & Enablers | Clinical Guidance | Appendix | 



13Pathway: Headache clinics
Headache clinics are the central means by which those suffering from 
complex or unusual headache disorders can be provided with a correct 
diagnosis (or diagnoses), an opportunity to explore co-morbidities, and 
agree a management plan. Headache clinics can be delivered in primary or 
secondary care, by neurologists, GPs with a special interest, or headache 
nurse specialists.

Headache clinics should provide certain key features to improve patient 
outcomes and reduce ‘bounce back’ rate:

 ■ Diagnosis made by health professional with headache expertise
 ■ Drug prescription
 ■ Patient-centred, individualized care plans
 ■ Self management support
 ■ Primary care education
 ■ Telephone support
 ■ Diagnosis review
 ■ Signposts to online support

The NHS GIRFT neurology report recommends that pathways should allow 
treatment to be delivered closer to patients’ homes, especially for conditions 
that require regular attendance. Community clinics might serve many 
headache patients who do not need to be seen in secondary care, but would 
benefit from more support than is available in a standard GP appointment.

A community headache clinic: the Oxfordshire example
The Oxfordshire Clinical Commissioning Group (CCG) in partnership 
with consultant neurologists at the Oxford University Hospitals NHS 
Trust developed a headache pathway to improve performance against 
NICE quality standards and reduce demand on the specialist neurology 
outpatient department. A community clinic was implemented as part of 
the pathway to see patients who needed further support but where the 
diagnosis was likely to be primary headache or medication overuse.  
73% of all headache neurology referrals are seen by the clinic.

Almost all patients at the community clinic received a diagnosis:  
94% of patients were diagnosed with migraine.  
25% of patients had medication overuse.  
For 79% of patients, this was the first time they had been diagnosed 
despite many suffering for a long time. Most of each consultation was 
spent making a personalized care plan, which was subsequently also 
provided in writing for all patients.

Prior to their appointment, only 32% of patients felt able to manage 
their headache. This rose to 100% after the clinic appointment.  
(NICE, 2018)

Transforming elective care services in neurology. NHS England and Improvement 2019

| Overview | Executive Summary | Context | Pathway | Barriers & Enablers | Clinical Guidance | Appendix | 



14Pathway: Defining specialist/specialised headache services

Headache clinic
Headache clinics may be run in primary or 
secondary care. They should be run by a clinician 
with a specialist interest and training in headache.

Specialist treatment service
Specialist treatment may be embedded within 
the headache clinic, or may be delivered 
separately, depending on local circumstances.

Regional/national headache service
Regional and national services are considered 
‘super specialized’ and are only provided at 
some centres.

 ■ Specialist nurse and/or allied health professional 
support, if possible

 ■ Triaging facilities
 ■ Delivering Advice & Guidance +/- local headache 

MDT meetings
 ■ Access to imaging (MRI/CT)
 ■ Referral pathways to specialist services  

(pain management, ophthalmology,  
neuro-ophthalmology, ENT, clinical psychology)

 ■ Specialist nurse / allied health professional 
support, as standard

 ■ Cranial nerve blockade & Botox
 ■ CGRP monoclonal antibodies
 ■ Specialist physiotherapy
 ■ Specialist neurological pharmacy services

 ■ Infusion therapies (e.g. IV DHE, IV lidocaine)
 ■ Clinical trials
 ■ Intracranial pressure monitoring
 ■ Invasive neurostimulation therapies
 ■ Dedicated neuropsychiatry/clinical 

psychology or neuropsychology
 ■ Dedicated pain management services
 ■ Neurogenetics 
 ■ Neurosurgery support

DHE Dihydroergotamine, ENT Ear, Nose and Throat,  IV intravenous, MDT multidisciplinary team,

SUPPORTED PRINCIPLES OF THE HEADACHE PATHWAY
6. Specialist treatment services (Botox, CGRP mAbs) may be separate from, or embedded within, headache clinics depending on local circumstances
7. Neuromodulation and/or in-patient treatments should be delivered through regional/national services

| Overview | Executive Summary | Context | Pathway | Barriers & Enablers | Clinical Guidance | Appendix | 



15Pathway: Recommendations for the use of Botox and CGRP monoclonal antibodies
Over the last 10 years, NICE have issued a series of TAGs relating to the use of 
Botox and CGRP monoclonal antibodies (mAbs) for the treatment of migraine 
in the NHS. Botox was approved for use in patients with chronic migraine. All 
three mAbs (erenumab, galcanezumab, and fremanezumab) have now been 
approved for both chronic and episodic migraine. In all cases NICE require 
patients to have tried at least three previous preventive medications. At three 
months, treatment can be continued if patients with episodic migraine have 
≥50% fewer migraine days, or if there is a ≥30% reduction in those with 
chronic migraine.

Who should prescribe and receive Botox or CGRP mAbs? 
The use of Botox or CGRP mAbs can be discussed, and the latter prescribed 
by any doctor who is capable of diagnosing and managing migraine. This 
would include (but not be limited to) neurologists in specialist headache 
clinics, general neurologists, and GPs with a special interest in headache. 
These treatments should be considered for any patient with migraine who 
meets NICE criteria. This encompasses a potentially very large number of 
patients, and it is the responsibility of clinicians and funding bodies to utilise 
treatments in the most effective way. Choice of treatment should be made in 
discussions between clinicians and their patients, taking into account NICE 
stipulations, local formulary guidelines, clinical expertise, patients  
co-morbidities and patient preference.

Monitoring. 
All patients treated with Botox or CGRP mAbs must keep a headache 
diary. For CGRP mAbs, particular care should be taken in planning the first 
injection; anaphylaxis and angioedema are extremely rare, but have been 

reported. Patients must have a mechanism to report any adverse effects relating to 
treatment; the CGRP mAbs are currently ‘Yellow Card’ medications.

Follow-up. 
All patients commenced on Botox or a CGRP mAb must be reviewed at 
three months to determine whether they have responded, as per NICE 
recommendations. Patients should remain under the care of the prescribing 
clinician until treatment is no longer required. Ongoing Botox treatment should be 
determined according to the stopping rules in the relevant NICE TAG. If patients 
have responded to CGRP mAbs at 3 months, an agreed length of further treatment 
should be instituted, the duration of which might be a further 3-6 months for 
episodic migraine, and 6-9 months for chronic migraine. Clinicians may consider 
a treatment pause at this stage, as experience from other preventive migraine 
treatments suggests that a proportion of patients will revert to a stable and 
manageable form of episodic migraine, and not require ongoing treatment. If 
treatment is reinstituted, a set period should be agreed before another treatment 
pause is undertaken.

Should patients try a mAb if they have failed Botox, or vice versa, 
or a second or third mAb if they fail to respond to the first one? 
The a priori likelihood of patients responding to Botox or one of the CGRP mAbs 
treatment are similar. However, this is not the same as saying that patients 
will respond to both options, or all of the CGRP mAbs in exactly the same 
way. Pending further evidence, clinicians should consider a trial of a mAb in 
appropriate patients who have not responded to Botox, and of Botox, or a 
second or subsequent mAb, in patients who fails to respond sufficiently to the 
initial CGRP mAb.

CGRP mAbs Calcitonin gene-related peptide monoclonal antibodies, TAG Technology Appraisal Guidance,  Expanded and amended from BASH guidance on the implenetation of NICE guidance on CGRP monoclonal antibodies for the prevention of migraine (2021)
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 Barriers & enablers : Case study 16

A pilot pathway and guidelines to assist primary care practitioners to 
manage patients with refractory headache was introduced by West 
Norfolk Clinical Commissioning Group (CCG) after GPs expressed 
a wish for greater access to imaging. The pilot was preceded by a 
well received educational programme provided by the authors of the 
pathway, and patients completed 8-weeks of headache diary and 
treatment trials prior to consideration of imaging. Twelve months 
after GPs were able to refer patients direct for MRIs there was a 29% 
reduction in headache referrals to the neurology department. (Redhead 
et al, 2015).

An evaluation of GP direct-access CT concluded this pathway was the 
preferred choice of GPs for management of patients with chronic daily 
headache. This study also suggested that 86% did not require further 
specialist referral suggesting an approximate cost-saving across the 
study group (4,404 scans) of at least £86,000 (Simpson et al, 2010). 
Similar results were also shown in an evaluation of primary care access 
to CT for headache in Tayside and North-East Fife (Thomas et al, 2010).

In the first three months of a new headache pathway in 
Oxfordshire, 89% of all headache referrals were directed 
away from general neurology outpatients. At full roll-out 
this would reduce the cost of headache from £410,000 to 
£142,000, and create an increase in capacity of 979 first 
appointments per annum. (NICE shared learning database, 
2018)

As part of the Transforming Elective Care Services 
100 Day Challenge:
Pre-referral guidance was implemented for headache 
patients in north east Essex to advise GPs on when to refer 
to secondary or community headache clinic and to manage in 
primary care. During the 100 days 13 referrals were redirected 
from secondary care to the community clinic. Overall waiting 
times for the neurology service reduced from 28 weeks to 25 
weeks.

Transforming elective care services in neurology. NHS England and Improvement 2019
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 Barriers & enablers : Potential barriers to implementation

Current barriers and challenges to the optimum pathway:

 ■ Underdiagnosis of primary headache and facial pain disorders in 
general practice

 ■ Poor patient/public awareness of headache and facial pain disorders
 ■ Inappropriate self-management leading to medication overuse
 ■ Overdiagnosis of serious secondary headache disorders
 ■ Over-referral to specialist services
 ■ Lack of workforce skills and competencies
 ■ Lack of clearly defined patient outcomes for headache
 ■ Lack of secondary care resources to meet demand
 ■ Lack of appreciation of the importance of dedicated headache 

services among general neurologists
 ■ Lack of outpatient coding clarity and transparency
 ■ Lack of communication between, and co-ordination of stakeholders 

across the system
 ■ Savings timelines: new interventions usually need a front-loading of 

money; savings are only realised in a future financial year. In current 
climate, there is huge pressure to realise savings more quickly.
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 Barriers & enablers : Recommendations and enablers

 ■ Development of national self-management and patient 
education resources

 ■ Provision of individualised care plans for patients
 ■ Increased training for pharmacy and primary care workforces 

(informally through A&G/local MDTs; formally through GP and 
pharmacy education initiatives, BASH educational meetings, 
etc)

 ■ Primary/community care incentives to the diagnosis of 
migraine, and initiation of acute & preventive treatments, e.g. 
a headache quality and outcomes framework (QOF)

 ■ Training and recruitment of more headache and facial pain 
specialists, particularly in primary care

 ■ Development of validated headache patient-related outcome 
and experience measures (PROMs and PREMs)

 ■ Improvement in coding & hospital episodes statistics (HES) 
data (as outlined in the NHS GIRFT Neurology report)

 ■ Making funding available for local pilot studies, and 
regional/national awareness campaigns

 ■ Widespread dissemination and use of the BASH Headache 
Management System

 ■ Supporting Integrated Care systems to develop local 
services with the NHS RightCare Headache and Migraine 
Toolkit

 ■ Creation and implementation of transition pathways from 
paediatric to adult neurological care

 ■ Development and utilisation of structured web-based 
electronic referral proformas & virtual consultation 
technology

 ■ Improving information & data sharing: ensuring that past 
interventions, medication use, emergency visits, and past 
imaging results are available at time of headache clinic 
appointment

18

A&G advice and guidance, BASH British Association for the Study of Headache, GIRFT Getting it right first time, HES Hospital episode statistics, MDTs multidisciplinary teams, PREMS Patient reported experience measures,  
PROMS patient reported outcome measures, QOF NHS Quality and Outcomes Framework,
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 Barriers & enablers : BASH Headache Management System

A national headache management system to help allied health 
professionals ‘run’ a patient’s care, and to co-develop this in 
partnership with national professional and patient groups to 
ensure “buy in”. The BASH Headache Management system 
to be embedded within the NHS and available on all online 
systems to improve and standardise the delivery of care

Patients should be provided with the same information, and 
the same starting and stopping criteria for treatments. This 
should facilitate plurality of care and give non-doctors (eg 
pharmacists, practice nurses, specialist nurses) a safer and 
more ‘protected’ way to manage a patient care pathway. It 
should also enable local flexibility in who actually provides 
care for this group of patients. For example, one region 
might choose to use nurses to run the menu, whilst another 
might devolve care to pharmacists. The system will mean 
more patients can access high quality headache care within 
the community, without significant expansion of resource. 
Commissioning can be standardised with comparable 
measures of outcome.

 ■ Build multidisciplinary teams 
 ■ Primary/secondary teams/nurses/pharmacists can all be linked 

across the country – using the same system 
 ■ Patient focused delivery 
 ■ System accessible to patients, developed with the patient 

charities and endorsed by the Royal Pharmaceutical Society. 
Includes medication information sheets and videos to further 
facilitate patient led care 

 ■ Replicate quality services 
 ■ Enables at a system level, a method for commissioning and 

standardising high quality and evidence based service delivery 
 ■ Engagement and cooperation with patient charities
 ■ The system and the patient information sheets were developed 

with their input 
 ■ Aims to:

 ■ Improve overall care 
 ■ Improve patient access 
 ■ Improve commissioning

19

BASH British Association for the Study of Headache,
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 Barriers & enablers: Access to research and clinical trials

Investment in research and clinical 
trials is necessary to continue to 
improve headache and facial pain 
treatment, and there is evidence 
that there is insufficient attention 
to neurology research and clinical 
trials in England. A 2015 survey 
by the Neurological Alliance 
found that 20.7% (n=1,209) of 
respondents had accepted an 
opportunity to take part in a clinical 
or research study and 59.1% 
(n=3,461) of respondents had not 
been offered the opportunity to 
take part in a clinical or research 
study but would be interested in 
doing so (9). Public funding for 
health research has increased over 
the last 10 years but funding for 
neurology is down proportionately 
2.5% (10). 

The clinical working group recommends the following to address barriers to research 
and clinical trials for headache and migraine:

20

PPI Patient and public involvement,

Barrier Specialised treatment service

Lack of capacity and incentives 
for Trusts to enable clinicians 
to participate in research. The 
main barrier is lack of time given 
heavy clinical workload in job 
plans.

 ■ Identify and free up capacity.
 ■ Joined up headache and facial pain 

registry/database that is linked to routine 
clinical care.

 ■ Clinician and patient partnerships with 
headache organisations to improve access 
to funding and PPI support for projects.

Inadequate networks.  ■ Establish networks to build and deliver 
research programmes.

 ■ Horizon scanning to identify research 
opportunities.

Bias toward biomedical 
research.

 ■  Forum for clinicians interested in health 
services and headache/facial pain.
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 Clinical Guidance and Supporting Resources 21

BASH National Headache Management 
System for adults (2019)

VISIT WEBSITE

British Society for Neuroradiology Guidelines  
for Imaging in Headache (2019)

VISIT WEBSITE

NICE CG150: Clinical Guidelines  
for Headaches in over 12s (2012)

VISIT WEBSITE

European Academy of Neurology Guideline  
on trigeminal neuralgia (2019)

VISIT WEBSITE

Royal College of Surgeons of England Guidelines 
for the management of trigeminal neuralgia (2021)

DOWNLOAD ONLINE PDF

Royal College of Surgeons of England  
TMD guidelines

VISIT WEBSITE
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https://headache.org.uk/
https://bsnr.org.uk/standards/bsnr-standards-documents/
https://www.nice.org.uk/guidance/CG150
https://pubmed.ncbi.nlm.nih.gov/30860637/
https://www.rcseng.ac.uk/-/media/files/rcs/fds/guidelines/trigemina-neuralgia-guidelines_2021_v4.pdf
https://www.rcseng.ac.uk/dental-faculties/fds/publications-guidelines/clinical-guidelines/


VISIT WEBSITE

NICE QS42 Quality Standards for 
Headaches in over 12s QS42 (2013)

VISIT WEBSITE

The All-Party Parliamentary Group on Primary Headache 
Disorders Headache Services in England (2014)

OPEN PDF ONLINE
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 Clinical Guidance and Supporting Resources 22

NHS RightCare Headache and Migraine Toolkit: 
Optimising a headache and migraine system (2019)

VISIT WEBSITE

Headache Pathway Case for Change  
(Cader & Wood, 2017)

VISIT WEBSITE

Mollan S et al Idiopathic intracranial hypertension: 
consensus guidelines on management (2018)

The Work Foundation Society’s headache:  
The socioeconomic impact of migraine (2018)

NICE CKS for temporomandibular disorders: 
Assessment | Diagnosis | Temporomandibular 
disorders (TMDs) | CKS | NICE

VISIT WEBSITE

VISIT WEBSITE

SIGN 155. Pharmacological Management  
of Headache (2018)

VISIT WEBSITE

https://www.lancaster.ac.uk/work-foundation/?wp-content/uploads/2016/10/Society%e2%80%99s-headache-the-socioeconomic-impact-of-migraine.-ES.-26.05.19.pdf
https://www.nice.org.uk/guidance/qs42
https://migrainetrust.org/wp-content/uploads/2022/07/APPGPHD-Report-on-Headache-Services-in-England-%E2%80%93-Full-Report.pdf
https://www.england.nhs.uk/rightcare/toolkits/headache-and-migraine-toolkit/
https://jnnp.bmj.com/content/89/10/1088
https://cks.nice.org.uk/topics/temporomandibular-disorders-tmds/diagnosis/assessment/
https://www.southeastclinicalnetworks.nhs.uk/
https://www.sign.ac.uk/our-guidelines/pharmacological-management-of-migraine/
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Click the logos below to visit the websites

DRAFT Optimum clinical pathway for 
adults: 

Headache & facial pain
date tbc. 2022

August 2022

Placeholder: Endorsing organisation logos to be added

1
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http://www.ouchuk.org
http://www.migrainetrust.org
https://www.tna.org.uk/
http://www.nationalmigrainecentre.org.uk
https://www.bash.org.uk/
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Name Profession Organisation

Mark Weatherall (pathway lead)  ■ Consultant Neurologist  ■ Buckinghamshire Healthcare NHS Trust

Anne-Marie Logan  ■ Consultant Physiotherapist  ■ St George’s University Hospitals NHS Foundation Trust

Brendan Davies  ■ Consultant Neurologist  ■ University Hospitals of North Midlands NHS Foundation Trust

Claire Fisher  ■ Headache Clinical Nurse Specialist  ■ University Hospitals Birmingham NHS Foundation Trust

Hannah Verghese  ■ Programme Manager  ■ National Neurosciences Advisory Group

Joanna Zakrzewska  ■ Facial Pain Consultant  ■ University College London Hospitals NHS Foundation Trust

Nicola Giffin  ■ Consultant Neurologist  ■ Royal United Hospital NHS Trust Bath

Niran Nirmalananthan  ■ Consultant Neurologist  ■ St George’s University Hospitals NHS Foundation Trust

Peter Goadsby  ■ Director of NIHR Clinical Research Facility & Professor of Neurology  ■ King’s College London

Richard Wood  ■ GP Headache Specialist  ■ Oxfordshire Clinical Commissioning Group

Rob Music  ■ Chief Executive  ■ The Migraine Trust

Stuart Weatherby  ■ Consultant Neurologist  ■ University Hospitals Plymouth NHS Foundation Trust



The pathway steering group thank the following contributors to the pathway:

 ■ Delegates at the NHS England and NHS Improvement national workshops (2019)

 ■ Delegates at the NNAG Headache and Facial Pain Away Day (2019)

 ■ Justin Durham,  Professor of Orofacial Pain & Honorary. Consultant Oral Surgeon,  Newcastle-Upon-Tyne's 
Hospitals' NHS Foundation Trust 

 ■ People with lived experience of headache disorders who attended the pathway patient focus groups hosted by 
The Migraine Trust

 ■ Tara Renton, Professor of Oral Surgery, King's College London
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National Neurosciences Advisory Group c/o The Neurological Alliance (England) 
www.nnag.org.uk  

The Neurological Alliance is a coalition working together to improve treatment, care and support for people 
affected by neurological conditions. Together we campaign to ensure people affected by neurological conditions 
can access high quality, joined up care and support to meet their individual needs, at every stage of their life.  

www.neural.org.uk  
 
Email: info@neural.org.uk 

Registered by the Charity Commission for England and Wales  
(registration number 1039034) and a company limited by guarantee registered  
in England (registration number 2939840).

This pathway has been developed  with financial support from Eli Lilly & Company, Teva UK, Abbvie Ltd and 
Novartis Pharmaceuticals UK Ltd. Editorial control rests with the Neurological Alliance and authors listed alone.

mailto:info%40neural.org.uk?subject=

