Framework for Developing a Community Headache Service 
This framework provides a structured template to support the development of a business case or bid to commission a Community Headache Service (CHS). It is adaptable for use by Integrated Care Boards (ICBs), Clinical Commissioning Groups (CCGs), NHS Trusts, GP federations, and other stakeholders aiming to improve headache care delivery.

1. Executive Summary
· Provide a compelling summary of the proposed CHS model.
· Summarise the case for change: high burden of headache, unmet demand in neurology, cost pressures.
· Highlight key outcomes:
· 40–60% of headache cases diverted from neurology outpatient clinics.
· Faster access to care, increased patient satisfaction, improved clinical outcomes.
· Substantial cost savings through reduced tariff expenditure and efficient imaging use.
· Mention pilot results, scalability, and alignment with national NHS strategy.

2. Case for Change
· Headache is a leading reason for neurology referral; 25–40% of referrals are for primary headache disorders.
· Neurology departments are overburdened, and many patients face long waits for a problem that could be managed in primary care.
· Local and national data show a pattern of over-referral, under-treatment, and misdirected care.
· Present examples of:
· A&E use for headache (e.g., £100k+/year in unnecessary attendances)
· MRI overuse due to low-value reassurance scanning
· Link to NHS priorities:
· Right care, right place
· Preventative care
· Workforce transformation

3. Service Model Description
3.1 Core Components
· Consultant triage reviews all headache referrals.
· CHC run by trained GPwSIs or headache nurse specialists manage the majority of cases (e.g., migraine, tension-type headache).
· Direct imaging route for non-red flag cases with clear criteria (MRI without prior appointment).
· Integrated e-RS advice to reduce inappropriate referrals.
· Flexible care delivered in primary care settings with streamlined onward referral back to neurology when needed.
3.2 Clinical Pathway
· Use an annotated flowchart to show how referrals are triaged:
· 50% to CHC
· 18% to neurology
· 16% to specialist headache clinic
· 6% to imaging alone
· 10% advice to GP
· Include pre-referral guidance for GPs (e.g., trial of prophylactic medication, headache diary).
· Define red flags requiring urgent secondary care (e.g., thunderclap headache, raised ICP signs).
· Detail patient journey through the CHC including discharge criteria.
3.3 Workforce Requirements
· Recommend 1 CHC per 100,000 population, each seeing 6–8 patients per session.
· Staffing model:
· 1 GPwSI (0.2–0.4 WTE)
· 0.1–0.2 WTE consultant neurologist for triage and support
· Admin support (booking, patient liaison, audit)
· Training:
· Local supervision, peer review, and access to specialist teaching.
· CPD logs and headache curriculum based on RCGP and ICB guidelines.

4. Financial Model
4.1 Cost Assumptions
· Community appointment: £120–£140 vs £230–£250 in hospital neurology.
· Imaging only (MRI brain): £124–£150 vs £238 plus imaging if seen in hospital.
· Consultant triage (approx. 2–3 PAs/week): £25,000–£35,000/year.
· Setup: IT licenses, room hire, patient materials (~£5,000).
4.2 Savings Projections
· Avoided outpatient referrals: up to 700/year/100k population.
· Reduced follow-up rates (CHC ~30% vs neurology ~80%).
· Lower imaging requests from CHC (~20% vs ~50%).
· Projected savings: £25k–£50k in Year 1 pilot; £100k+ annually at scale.
4.3 Budget Requirements
· Annual service budget:
· £100k–£130k depending on clinic frequency and staffing.
· One-off costs:
· Training, IT integration, admin setup.
· Cost-neutral by reinvesting released capacity or under block contracts.
· Include scenario analysis: best/worst case models.

5. Governance and Quality
5.1 Clinical Governance
· Consultant-led governance board.
· Agreed shared care protocol signed off by neurology and primary care.
· Supervised clinics with joint case reviews and quarterly audit.
5.2 Risk Management
· Risks:
· Triage failure leading to missed pathology.
· GPwSI knowledge variation.
· Mitigations:
· Central triage with consultant sign-off.
· Red flag protocols and fast-track routes.
· Incident reporting, root cause analysis, regular learning reviews.
5.3 Performance Metrics
· Service KPIs:
· % of referrals managed in CHC
· Wait time to assessment (target <3 weeks)
· MRI use rates, follow-up ratios
· Patient-reported outcomes:
· Experience (PREMs)
· Clinical improvement (HIT-6 scores)
· Monthly dashboard shared with ICB and Trust partners.

6. Implementation Plan
6.1 Phased Approach
· Phase 1: Feasibility & stakeholder engagement (3 months)
· Phase 2: 6–12 month pilot in one or two PCNs
· Phase 3: Evaluation & scale-up across locality (Year 2–3)
6.2 Stakeholder Engagement
· Involve:
· ICBs, PCNs, CCG/ICS leads
· Neurology departments and local providers
· Patient representatives (e.g., Migraine Trust)
· Engagement tools:
· Online consultation portal
· GP webinars and Q&A events
· Patient feedback workshops
6.3 IT and Digital Readiness
· Ensure:
· EMIS/TPP integration for CHC clinicians
· Shared triage notes viewable by referrer and provider
· Data capture tools embedded into practice workflows
· Secure imaging and consultant access to PACS and results

7. Sustainability and Future Development
· Annual refresher training for all CHC clinicians.
· Grow GPwSI network with new trainees each year.
· Introduce headache specialist nurse model.
· Add-on services:
· Botox and nerve block clinics
· Vertigo, functional disorders
· Tie in with ICB long-term workforce and digital transformation strategies.
· Include plan for annual service review and quality improvement cycle.

This framework can be adapted to suit local priorities, population health needs, and provider capacity. It is intended to enable consistent, evidence-based, and financially sound service design for improved headache care delivery across the NHS.

