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Abstract The mission of the European Headache Fed-

eration (EHF) is to improve life for those affected by

headache disorders in Europe. Progress depends upon

improving access to good headache-related health care for

people affected by these disorders. Education about head-

ache—its nature, causes, consequences and management—

is a key activity of EHF that supports this aim. It is also

important to achieve an organisation of headache-related

services within the health systems of Europe in order that

they can best deliver care in response to what are very high

levels of need. This publication assesses this need, and sets

out proposals for service organisation, on three levels, to

meet the resultant demand.
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Introduction

The mission statement of the European Headache Federa-

tion (EHF) sets out its primary purpose: to improve life for

those affected by headache disorders in Europe [1]. EHF

undertakes a range of activities in pursuit of this aim.

‘‘Educating Europe’’ about headache—its nature, preva-

lence, causes, consequences and management—is of

highest importance. With knowledge of headache, and

especially these aspects of it, comes recognition of head-

ache disorders as a major public-health priority, and

awareness of the need for effective solutions to them.

While EHF therefore puts much of its efforts into edu-

cation [2], it does not neglect careful consideration of what

these solutions should be, and how they might be imple-

mented. Since better health care for headache and ready

access to it are their essence, the organisation of headache-

related services within the health systems of Europe

becomes an important focus also, in order to maximise both

effectiveness and cost-effectiveness. The reality is that

levels of need for headache-related health care are very high.

This paper first assesses this need in Europe, and the

demand likely to result from it. Then it sets out proposals

for service organisation, on three levels, to meet this

demand. It is the result of a collaboration between EHF and
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Global Campaign to Reduce the Burden of Headache

Worldwide [3, 4], and of consensus meetings of experts in

headache disorders who have particular interest in their

public-health implications. In due course, these proposals

will be formulated into recommendations to sit alongside

other guidance produced by EHF [2, 5].

Headache-related health care needs assessment

According to epidemiological data, among every 1,000,000

people living in Europe there are 110,000 adults with

migraine [6, 7], 90,000 of whom are significantly disabled

[8]. There are 600,000 people who have occasional other

headaches, the majority being episodic tension-type head-

ache and not significantly disabling. And there are 30,000

with chronic daily headache [7], of whom most are dis-

abled and many have medication-overuse headache.

It is reasonable to expect that at least everyone with

disabling migraine or chronic daily headache is in need of

(that is, likely to benefit from) good headache care. This

means 120,000 adults, or 15% of the adult population.

Empirical data from a large UK general practice support

this: 17% of registered patients aged 16–65 years consulted

for headache at least once in 5 years [9]. In addition, needs

arise in the child population. There are few data on which

to quantify these needs, but they are likely to arise at

something like half the rate per head of adults (i.e., 15,000

children per 1,000,000 of the general population). Upon

these statistics, with some assumptions, it is possible to

make calculations of service requirements.

The numbers that these calculations generate show

beyond argument that most headache services must be

provided in primary care. This is not a bad thing: most

headache diagnosis and management requires no more than

a basic knowledge of a relatively few very common dis-

orders, which ought to be wholly familiar to primary-care

physicians. Only standard clinical skills, which every

physician should have, need to be applied. No special

investigations or equipment are usually necessary. Perhaps

10% of presenting patients might appropriately be treated

in a specialist headache clinic. The empirical data from the

UK general practice again support this: of the adult patients

consulting for headache, 9% were referred to secondary

care [9].

The first assumption is that ‘‘demand’’ for headache-

related health care is expressed by only 50% of those in

need (i.e., 50% who might benefit from medical care do not

seek it). Further assumptions are that: (1) the minimum

consultation need per adult patient in primary care is 1 h in

every 2 years, 30 min for the first visit and 30 min in total

for 1–3 follow-up appointments; (2) the minimum need per

child patient in primary care is double the adult

requirement (i.e., 1 h/year); (3) no wastage occurs in pri-

mary care through failures by patients to attend

appointments; (4) at a specialist level, the minimum con-

sultation need per adult patient in a year is 45 min for the

first visit and 15 min in total for follow-up; (5) for children

it is higher: say 1.25 h in total; (6) the need for inpatient

management is very low (\1% overall of presenting

patients) and can be ignored in these calculations; (7) no

wastage occurs in specialist care through failures by

patients to attend appointments, or it is discounted by

overbooking; (8) 1 day per week of each medical full-time

equivalent is the minimum requirement for administration,

audit and continuing professional development; (9) each

week therefore allows 4 days, each of 7 h, of patient-

contact time, and 48 weeks are worked per year.

These assumptions are conservative. Despite that, the

estimated service requirements expressed in medical full-

time equivalents (Table 1) are very challenging. Headache

services must be organised, or they cannot possibly be

delivered efficiently or equitably.

Organisation of headache services

We suggest the following basis for organisation (Table 2),

suitable for most European countries. It sets what are

intended as minimum standards to be adapted in accor-

dance with the national health service structure,

organisation and delivery.

Table 1 Estimated service requirements to meet headache-related

health-care demand in a population

Estimated number of

adults/children with

headache-care needs per

1,000,000 population (n)

Hours of medical consultation per week

Expected demand

in primary care

Expected demand

in specialist care

120,000/15,000 780 h

28 full-time

equivalents

140 h

5 full-time

equivalents

Table 2 Headache services organised on three levels

Level 1: Headache

primary care

Accessible first contact for most people

with headache

Primary-care physiciansa providing front-line

headache services and acting as gatekeeper to

Level 2: Headache
clinics

Run by trained physicians in primary

or secondary care, referring when necessary to

Level 3: Academic
headache centres

Specialist secondary-care, hospital-based

a And/or nurses plus pharmacists in some countries
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Level 1: Headache primary care should meet the needs

of 90% of people consulting for headache, and have

referral channels to levels 2 and 3 as needed. Physicians at

this level should competently diagnose and manage most

migraine and tension-type headache, and recognise other

common primary and secondary headache disorders listed

as core diagnoses (Table 3). On the assumptions above,

one full-time equivalent physician can provide headache

care at level 1 for a population no larger than 35,000.

Level 2: Headache clinics should provide care to 10% of

patients seen at level 1 who are referred to level 2. They

should have a referral channel to level 3 as needed, and

access to other services such as neurology, psychology and

physiotherapy. Physicians at this level need to offer ‘‘spe-

cial interest’’ services, in primary care or in secondary care

outpatients, and competently diagnose and manage more

difficult cases of primary headache and some secondary

headache disorders (Table 3). One full-time equivalent

physician can provide headache care at level 2 for a pop-

ulation no larger than 200,000.

Level 3: Specialist headache centres should provide

advanced care to 10% of patients seen at level 2 who are

referred to level 3, and support emergency or acute treat-

ment services for patients presenting with headache.

Physicians at this level need to offer specialist headache

services in secondary care, with full-time inpatient facili-

ties (minimum 2 beds/million population), and work in a

multidisciplinary teams with access to equipment and

specialists in other disciplines for diagnosis and manage-

ment of the underlying causes of all secondary headache

disorders. One full-time equivalent physician can provide

headache care at level 3 for a population no larger than

2,000,000.

Discussion

The organisation of headache services in Europe has been

the subject of few publications [11, 12]. In the UK, the

pattern of referrals has been described in detail by Dowson

[13, 14]. Most patients who cannot be treated effectively in

primary care are referred by their primary-care physicians

to neurologists, but some may go to general practitioners

with special interest (GPwSIs) in headache [15]. A few end

up in specialised secondary-care or academic headache

centres. While these options appear to reflect our three

proposed levels, there is no formal organisation of services

in this way. Much is ad hoc, and many patients do not

progress from level 1 who would benefit from doing so. On

the other hand, some patients are referred upwards who

could, and should, be perfectly well managed by a primary-

care physician. A similar approach is not used in other

countries such Italy, Spain and France.

It is unfortunately true that the presence of a better, 3-

level system in a health-care structure is likely to stimulate

demand. But it should be recognised that this is simply

unmasking need that is there already. It is crucial, within

these proposals, that better knowledge of headache and the

use of evidence-based guidelines [5] in primary care keep

the great majority of patients at levels 1 and 2, reducing

unnecessary demand upon more costly specialist care. This

more rational use of health-care resources is the means by

which effective care can reach more who need it.

There are, however, major implications for training.

These need careful consideration. The start, though it is not

easily achieved, is to give more emphasis to headache

diagnosis and management in the medical schools under-

graduate curriculum. This will ensure at least that newly-

qualified doctors will have some understanding of a set of

burdensome and very common disorders—which is often

not the case now. But there will be much more to do

beyond that if headache care, when delivered, is to be

optimally effective at all levels. Within the 3-level care

system proposed, a training role for each higher level to the

level below can be envisaged. It is likely that the entire

structure will depend upon these roles being developed.
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Table 3 ICDH-II core diagnoses to be recognised at level 1 [10]

Primary headache disorders

1.1 Migraine without aura

1.2 Migraine with aura

1.2.3 Typical aura without headache

2.1 Infrequent episodic tension-type headache

2.2 Frequent episodic tension-type headache

2.3 Chronic tension-type headache

3.1.1 Episodic cluster headache

3.1.2 Chronic cluster headache

Secondary headache disorders

5.2.1 Chronic post-traumatic headache attributed to moderate or

severe head injury

6.2.2 Headache attributed to subarachnoid haemorrhage

6.4.1 Headache attributed to giant cell arteritis

7.2 Headache attributed to low cerebrospinal fluid pressure

7.4.1 Headache attributed to increased intracranial pressure or

hydrocephalus caused by neoplasm

8.2 Medication-overuse headache (and sub-types)

13.1.1 Classical trigeminal neuralgia

13.18.4 Persistent idiopathic facial pain
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