Appendices

Appendix 1 Headache Triage [ National Headache Pathway®]

Red Flags

Thunderclap headache

New focal neurological deficit on examination (e.g.
hemiparesis)

Systemic features (considering GCA, infection)
New progressive headache in a patient over 50
Headache suggesting the possibility of a brain tumour

1. New headache plus sub-acute progressive focal
neurology

2. New headache plus seizures
3. New headache with personality or cognitive change

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

Changes in headache intensity with
changes of posture

Worsening/Triggering headache with
Valsalva

Atypical aura (duration >1 hour or including
motor weakness)

Progressive headache (worsening over
weeks or longer)

Head trauma within the last month
Previous history of cancer or HIV
Re-attendance to A&E or GP surgery with

progressively worsening headache severity
or frequency

Green Flags

Recurrent episodic headache,
particularly with features of migraine

Long history of daily headache

Red Flag clinical features indicate the need for urgent specialist assessment to
exclude a serious underlying cause.
Amber Flags may be a presentation of secondary headache due to serious
pathology but can also be caused by primary headache. They may require same
day referral or urgent action, depending on the suspected underlying diagnosis.
Green Flags suggest a primary headache disorder. This is most commonly
migraine, and if there are no other worrying features, then they can be managed as

migraine in Primary Care.
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Appendix 2 — Headache Red and Amber Flags and differential diagnoses®

Clinical Features

Potential underlying pathology

Sudden severe (thunderclap) headache

Subarachnoid haemorrhage
Venous sinus thrombosis
Malignant hypertension

Vertebral artery dissection

New progressive headache, age >50

Temporal arteritis

Malignancy

Progressively worse headache (any
age)

Malignancy/space occupying lesion

Subdural haematoma

Papilloedema

Space occupying lesion
Benign intracranial hypertension

Venous sinus thrombosis

Fever/drowsiness

CNS infection

Neck stiffness/photophobia

CNS infection

Subarachnoid infection

New onset neurological deficit,
drowsiness

Stroke
Malignancy

Other space occupying lesion e.g.
subdural haematoma

CNS infection

Atypical aura (new aura if on CHC
(combined hormonal contraceptive pill))

Stroke/transient ischaemic attack (TIA)

Visual disturbance

Glaucoma

Temporal arteritis

Dizziness

Stroke

Vomiting

Malignancy
CNS infection/abscess

Carbon monoxide poisoning

Other household contacts with similar
headache

Carbon monoxide poisoning
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Postural changes

Space occupying lesion or cerebro-
venous sinus thrombosis (worse lying
down)

Cerebrospinal fluid leak (worse
standing)

Triggered by Valsalva manoeuvre

Chiari malformation type 1 (herniation
of cerebellar tonsils)

Posterior fossa lesion

Space occupying lesions

Recent head trauma (past 3 months)

Subdural haematoma

Immunosuppression

CNS infection

Malignancy

History of malignancy

Malignancy

Cerebral metastases

Pregnancy/recently postnatal

Pre-eclampsia

-'.CPDCDNHECT

Published January 2025




Appendix 3 — Differentiating common causes of Primary Headache [BASH’]

(based on http://www.ichd-3.0org)

MIGRAINE | TENSION-TYPE HEADACHE | CLUSTER HEADACHE
Episodic
Urilateral Bilateral Unilateral
[although offen bilateral) [never bilateral)
Pulsating Fressing. tightening. non-
pulsating
Moderate or severe Mild or moderate but not Very severe
disabling
Aggravated by, or causing Mo aggravation by, or Restlessness
avoidance of, routine avoidance of, routine Mo aggravation by physical
physical acfivity physical activity activity
Nausea and/or vomiting No nausea, vomiting, lpsilateral to pain, there may
FPhotophobia photophobia, or be:
Fhonophobic phonophobic Conjunctival injection
Lacrimation
Masal congestion
Rhinorrhoea
Eyelid swelling/drooping
Aftacks last hours to days Aftacks last hours to days Aftacks last from 15 mins to 3
{usually 4-72 hours) hours
Frequency 1-2 attacks per Fregquency 1-3 aftacks per
month day (up to 8) and usually
occur daily for 2-3 months at
g time

Chronic

Chronic migraine or chronic tension-type headache: At
least 15 headache days per month for =3 months with the
above clinical description, in the absence of medication
overuse

Chronic cluster headache:
Attacks occurring for more
than 1 year without
remission, or remission
periods lasting <3 months

Medication-overuse headache

Ergotamine, triptans, or opicids taken on 10 or more days
per month, or 15 days for simple analgesics, for =3 months.
Chronic migraine is fulfiled 2 months after medicatfion has
been withdrawn without improvement

No medicafion overuse
headache
mMedication-overuse
headache only reported in
patients with a
predisposition fo migraine
and/or tension-type
headache; clinical
syndrome of the headache
exacerbated by the acute-
relief medication overuse is
of the migraine and/or
tension-fype headache®
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Appendix 4: Drug therapy for migraine

SIGN 155: Pharmacological management of patients with migraine, Treatment pathway

; "\
Diagnosis

# Consider migraine in any patient presenting with episodic disabling headache.

Py \
Lifestyle advice

For patients with migraine, maintaining a reqular routine is important, including the following:

* Patients with episodic disabling headache superimposed on a background of daily or near daily headache:
are likely to have chranic migraine.

¥ Always ask about acute medication use. I required for more than 2 days a week consider whether there
may be medication overuse headache. Headache diaries can help,
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Acute therapy

HAvoid opiates and restrict acute medication to 2 days a week
# Simple analgesics: aspirin %00 mg or ibuprofen 400-600 mg
* Triptans:

* Encourage regular meals, adequate hydration with water, sleep and sxerciss

sumatriptan 50-100 me is first choice

all aral triptans are gastrically absorbed, so may not work if the patient is vomiting
triptans only work ance hesdache starts

general efficacy is ko work for 2 out of 3 attacks.

Early or persistent vamiting? Mo respanse?
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| * Add antiemtic |
metoclopramide 10 mg
or prochlaperazine 1l mg * Try other triptans

* Consider nasal * Try briptan

‘zolmitriptan ar and NSAID
subcutansous combinations.
sumatriptan.
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* Awoid specific triggers if known
* Consider activities that encourage relaxation such as mindfulness, yoga or meditation.
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Preventative therapy
* Consider if migraine is disabling and reducing quality of life, eg frequent attacks (=1 per
wesek on average] or pralonged severs sttacks.
* Which medication to try first depends on patient comarbidities, other health issues, drug
interactions and patient preference.,
* Anticonwulzants should be avaided in women wha may bacome pregnant.
* Start at low dose and gradually increase aceording to efficacy and toberability.
* Good respanse is a 50% reduction in severity and frequency of attacks.
\. Treatment failure is a lack of response to the highest tolerated dose used for 3 months.
f ]
Therapies
* Propranalol: target dose B0 me twice 2 day
* Topiramate: target dase 50 mg twice a day [use if
propraneial fails] {women who may become pregnant. feees
require highly-effective contraception) Withdrawal
* Amitriptyline/other TCA: target dase 30-50 mg at night IF the patient
* Candesartan: target dase 16 mag daily [awoid during respands well
pregnancy and bresstfeeding). i prophiylactic
. 4 =3 treatmenta tria
,L of gradual drug
I'a ™ withdrawal shauld
Other options be considered
. after six months
* Sodum valproate target dose 600 mg twice 2 day [ | toone year
[in patients over age 55)
* Pizotiferc target dose 3-4.5 mag {lacking evidence,
but widely used).
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Referral to neurology/headache clinic
Consider referral if three or mare therapies have falled.
Traatment options inchude flunarazine, batulinum toxin A,
or (AP monoclonal antibodies.

Reproduced with permission from SIGN 155 Guideline Migraine'8

Note: New Scottish |[Medicines Consortium (SMC) guidance issued in September
2023 now recommends rimegepant or atogepant, if there has been a failure of 3
preventative therapies for episodic migraine, with at least 4 attacks per month. This

can be initiated in Primary or Secondary care®.
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Rimegepant was also approved by SMC for the treatment of acute migraine with or
without aura (July 2023), where at least 2 triptans have been ineffective, or where
triptans are contra-indicated or not tolerated.
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