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Headache – Determining the Underlying Diagnosis
Patient aged 12 years and over with headache , without red flags symptoms

Migraine – with or
without aura

Tension-Type
Headache

Pain unilateral or
bilateral pulsating/
throbbing/banging
with moderate to
severe intensity

Pain bilateral pressing
or tightening (nonpulsating) with mild to
moderate intensity
Can last 30 minutes

Can last 4-72 hours
in adults, 1-72 hours
in 12-17 year olds.
Episodic migraines
<15 days per month
Chronic migraine >15
days per month for 3
months
(exclude medication
overuse headache)
Associated with
photophobia,
sensitivity to sound,
nausea or vomiting
Aura can occur with
or without headache,
develop over 5
minutes and lasts 560 minutes
Typically flickering
lights, spots or lines,
partial loss of vision,
sensory numbness,
pins and needles,
speech disturbance

Not usually
associated with
nausea, increased
sensory sensitivity
and not commonly
aggravated by
exercise
Episodic tension type headache
< 15 days per month
Treatment: PRN
aspirin, paracetamol
or ibuprofen
Chronic tension type headache
>15 days per month
for 3 months
Exclude medication
overuse headache
Treatment: Regular
amitriptyline or
acupuncture (not
funded by NHS)

Temporal Arteritis
Pain is usually
unilateral, persistent,
and worse at night,
With moderate to
severe intensity
Seldom localised to
temples . Scalp
tenderness
and jaw claudication is
pathognomonic
Usually presents in
patients
over 50 years old
If visual symptoms
i.e. blurred vision or
loss of vision
same day review by
ophthalmology– refer
to local trust
Without visual
symptoms;
same day review by
medical team on call at
acute medical unit or
rheumatology at local
trust

Migraine Headache
and Management
Pathway (next page)

Medication Overuse
Headache
Pain can be variable,
from migraine-type to
tension-type
headaches.
Headaches lasting for
>15 days per month,
and associated with
regular use of
analgesia for over 3
months which has
transformed episodic
headaches into
frequent headaches
Common overuse
medication:
opiate or triptans for
10 days per month or
more,
paracetamol or
NSAIDs for 15 days
per month or more
Treatment: Stop
overused
medications for 2
months. Expect
headache to
temporarily worsen in
the first 3 weeks, with
associated nausea,
poor sleep,
restlessness, and
diarrhoea
Diagnosis confirmed
if headaches improve
within 2 months of
withdrawal of overuse
medication

If you are unable to manage symptoms please refer to the
Intermediate Headache Service

Cluster Headache
Pain is unilateral
(around the eye/side
of face/head).
Variable type (sharp,
burning, throbbing,
tightening) with
severe or very
severe intensity
Associated with (on
the same side as the
headache):
Red/watery eye
nasal congestion/
discharge
swollen eyelid
forehead/facial
sweating
constricted pupil
drooping eyelid
Lasts for 15-180
minutes
Episodic cluster
migraine
1 every other day to
8 per day, with
remission of more
than 1 month
Consider routine
neurology referral for
new onset cluster
headaches.
100% oxygen,
subcutaneous or
nasal triptans
Chronic Cluster
Headache
1 every other day to
8 per day, with
remission <1 month
in 12 months

For information : Red flags
Emergency symptoms considerimmediate referral to on call team:
Thunderclap onset, meningism, fever, reduced GCS, malignant hypertension, acute red eye (angle closure), acute onset
with focal signs, papilloedema, trauma with haemorrhage risk factors or ICP symptoms, 3rd trimester or early post partum.
Suspected Cancer Referral: to be seen within48 hours
Aged 18-24y and newly abnormal cerebellar or other central neurological function.
Suspected Cancer Referral: to be seen within2 weeks
Progressive, sub-acute loss of central neurological function (consider)
Incidental finding on MRI /CT scan suggestive of cancer
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Migraine Headache and Management
for patients 12 years or over
Please see Headache – Determining the Underlying Diagnosis for further information regarding red flags and urgent referral.
Doses stated relate to healthy ADULTS only. Please refer to children's BNF for dosing regimens in patients aged 12-17 years.

Patient aged 12 years or over, in whom red flags have been excluded and migraine diagnosis made

·
·
·
·
·
·

Direct all patients towards keeping a Headache diary or mobile application "App", detailing potential triggers, symptoms
and treatment used
Lifestyle advice to all patients as lifestyle factors can lower migraine threshold or directly trigger attacks
Counsel patients regarding stress management, regular sleep and eating patterns, regular exercise and trigger
identification
In addition to standard pharmacological therapy, consider merits of psychological therapy and relaxation techniques
Riboflavin 400mg daily supplement or acupuncture (not available on NHS)
Referral to ‘Time to Talk’ service, if appropriate

Gastric stasis is
common even in
absence of nausea and
vomiting - consider
antiemetic
Considerations for
female patients stop/do not offer
combined hormonal
contraceptives to
patients with migraine
with aura
For patients with
predictable
menstrual migraine, an
alternative regimen of
zolmitriptan can be
offered on days that
migraine is anticipated
Offer pregnant women
paracetamol
as first line treatment.
triptans or NSAIDs use
should take into
consideration the
woman’s need for
treatment and the
risks associated with
use at each stage of
pregnancy

Acute
treatment

If migraine is affecting patient
several days per month

Evidence suggests that combined
oral triptan with NSAID or
paracetamol therapy is most
effective
Should monotherapy be the
preferred option, then stepped care
can be offered
NSAIDs Include:
aspirin
ibuprofen
or paracetamol
Antiemetics include:
domperidone
metoclopramide
prochlorperazine
Triptans: 1st line oral
sumatriptan or zolmitriptan
If early vomiting or rapidly
progressive, consider orodispersible
then nasal route. Consider
subcutaneous route if others fail.
Trial each intervention 3 times
before declaring treatment failure

Prophylactic
treatment

1. Propranolol: Uptitrate to maximum tolerated dose to
maintenance of 80-240mg in divided doses
2. Topiramate: Uptitrate to maximum tolerated dose to
maintenance 200mg in two divided doses.
Ensure contraception and warn female patients of foetal
malformation. Topirimate can impair the effectiveness of
hormone contraceptive
Joint Medicines Formulary
Please also check the BNF

Failure of both at
maximum tolerated
dose for 8-10 weeks

Patient able to self
manage condition.
Review prophylaxis in
6 months

3. Amitriptyline (unlicensed): Uptitrate to maximum tolerated
dose. Recommended dose 50-75mg at night. Max 150mg at
night

Failure of both at
maximum tolerated
dose for 8-10 weeks

Patient able to self
manage condition.
Review prophylaxis in
6 months

Do not give opioids or ergot
If aged 12-17 yearsconsider nasal triptan.
Refer to children's BNF for
NSAIDs, antiemetic
and triptan doses

Joint Medicines Formulary
Please also check the BNF

Failure of acute
medication and
prokinetic therapy

Refer to Intermediate Headache Service
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