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Headache, as a common clinical symptom, is around the world have invested substantial resources
one of the main reasons for visits to neurology clinics. in headache prevention and control, differences in
Due to its high prevalence, high disability rate, and economic development, population quality, and
increased disease burden, it has become an important attention to medical and health care have limited the

2]

global public health issue"?. Although countries standardization of headache diagnosis and treatment.
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Some regions in developed countries and most
developing countries still face problems such as low
consultation  rate, low  diagnostic  accuracy,
insufficient preventive treatment, and overuse of
analgesic drugs ™.

In China, with its vast territory and large
population, there are significant regional differences
in medical resources, service levels, and quality,
and the imbalance in standardized diagnosis and
treatment of headache is prominent, leading to a

431 Therefore, establishing a

heavy disease burden
unified standardized process for headache diagnosis
and treatment, standardized management systems,
and  comprehensive

management  procedures

nationwide, constructing headache clinics and
headache

structures, and improving the overall level of

centers  with  certain  organizational

headache diagnosis and treatment in China are urgent

) In recent years, the National

goals and tasks
Health Commission has continuously promoted the
construction of a medical service system centered on
the diagnosis and treatment capabilities of single
diseases. Hospitals with top-tier diagnosis and
treatment capabilities are selected as national or
regional centers based on disease types, breaking
administrative level restrictions, gradually
downplaying traditional hospital grades (such as
Grade A tertiary and Grade A secondary hospitals) ,
and emphasizing clinical actual needs and diagnosis
and treatment levels as the basis for resource
allocation "*. In this context, the Neurology Branch
of the Chinese Medical Doctor Association and the
Professional Committee of Headache and Sensory
Disorders of the Chinese Research Hospital
Association have promoted the construction of a
headache prevention and control base and system
nationwide in accordance with the diagnosis and
treatment rules of headache diseases, the distribution
characteristics of medical resources in China, and the
principle of hierarchical diagnosis and treatment for
specific diseases”®’, which has initially taken shape "'
Standardized headache diagnosis and treatment units
are important components of the headache prevention

121 and specific implementation

and control system
units for standardized whole—course management of

headache'”. All headache diagnosis and treatment

units are subspecialties of neurology in hospitals at all
levels, not independent medical institutions.
According to the level of diagnosis and treatment,
hardware and software configuration, and professional
capabilities, headache diagnosis and treatment units
are divided into headache clinics and headache
centers; the latter are further classified into headache
centers and advanced headache centers based on their
business scope, academic level, and capabilities and
proportions in diagnosing and treating complex and
intractable diseases. Different diagnosis and treatment
units undertake different responsibilities and tasks.
To better interpret the connotative construction of the
headache prevention and control system, guide the
construction of headache diagnosis and treatment
units inside and outside the system nationwide,
experts from the Neurology Branch of the Chinese
Medical Doctor Association and the Professional
Committee of Headache and Sensory Disorders of the
Chinese Research Hospital Association have initiated
and formulated this consensus. It aims to provide
guiding opinions and suggestions for the construction
of hierarchical headache diagnosis and treatment
units, clarify the work details in aspects such as unit
construction conditions, business scope, quality
control management, and continuing education, so as
to realize the standardized and homogeneous
diagnosis and treatment of headache in China at an
early date.

I . Methods for the development of the consensus

( I )Scope and purpose

To assist and promote the construction of
headache clinics and headache centers in China, the
Neurology Branch of the Chinese Medical Doctor
Association, together with the Professional Committee
of Headache and Sensory Disorders of the Chinese
Research Hospital Association, initiated, discussed,
and formulated this expert consensus. This consensus
covers specific content involved in the construction of
headache clinics and headache centers, including
positioning,  physician  qualifications,  personnel
allocation, hardware construction, capacity building,
work requirements, and operational quality evaluation.
The purpose of publishing this expert consensus is to
provide a basis, framework, and guidelines for the

development of specialized departments.
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( I ) Expert group for consensus development

The expert group members of this consensus
consist of experts from the Department of Neurology,
Chinese PLA General Hospital, as well as neurology
and related discipline experts from across the country.
It includes senior scholars in the field of headache,
neurology department managers from hospitals at all
levels, statistical experts, and review experts for
headache clinics and headache centers in the
"Construction of China's Headache Prevention and
Control Bases and Systems" project. A total of 89
experts are involved, including clinical medicine
experts, methodological experts, and evidence—based
medicine experts.

(Il ) Discussion and drafting of the consensus

In accordance with the principle that "when
evidence 1is controversial, uncertain, or lacks
high—quality evidence, which is insufficient to form
guidelines but clinical issues urgently need to be
addressed, expert consensus documents should be
adopted""’. The expert group systematically reviewed
domestic and  foreign literature on headache
management  methods,  conducted  preliminary
drafting, discussions, and expert group meetings.
Combining with China’s actual medical situation,
headache management experience, and practical
operation experience, questionnaire surveys were
conducted using the Delphi method, and final
recommendations were formed.

( IV ) Release, dissemination, and update of the
consensus

After the formation of the expert consensus, it
was finalized and released following multiple rounds
of expert demonstration meetings. The consensus will
be disseminated and promoted mainly through the
following ways: (1) Publication in relevant academic
journals; (2) Presentation at academic conferences;
(3) Application through China’s headache prevention
and control system. After its release, this expert
consensus  will be updated based on practical
application and the emergence of relevant research
evidence to better guide practice and form standards.

Il . Specific content of headache clinic in the
consensus

( I )Positioning

Headache clinics are established to address the

difficulty of cross—regional medical treatment for
headache patients in the region and realize medical
treatment nearby. They can provide professional
diagnosis, treatment, and whole—course management
for various headache patients in the region, including
long—term follow—up, data storage and update, and

57 Clinical services

face—to—face health education
include standardized diagnosis and treatment of
primary headaches, routine examination, diagnosis
and treatment of secondary headaches, as well as
identification and referral of complex and intractable
cases™”".

( I ) Physician qualifications and personnel
allocation

Neurologists ~ with  professional  training
qualifications in headache diagnosis and treatment are
required. The personnel allocation may include
general practitioners and pain medicine physicians,
with no fewer than 3 personnel to promote the rapid
launch of the clinic.

(II)Hardware construction

1. The medical institution shall have the
qualifications of Grade A secondary or higher general
hospitals or specialized hospitals.

2. The clinic shall have a fixed space and
provide fixed dedicated consultation time for
headache (at least 3 times a week). It shall be
equipped with necessary physical examination tools
and equipment for headache diagnosis and treatment,
as well as health education materials and headache
diaries"’.

3. In terms of equipment configuration: The
laboratory shall be equipped with instruments for
blood routine, blood biochemistry, coagulation
function, immunology, blood gas analysis, as well as
cerebrospinal fluid routine, biochemistry,
immunology, and pathology examinations; in terms of
imaging, it shall be equipped with CT, MRI,
electroencephalogram, electrocardiograph, vascular

[17. 187 and may

ultrasound, and other equipment
provide 24-hour ambulatory electrocardiography
(Holter).

4. In terms of basic treatment and management :
It shall be equipped with basic acute and preventive
migraine medications' and specific acute migraine

[20]

medications standardized prescription
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management shall be implemented.
(IV)Clinical capabilities and team management
1. The team shall be a multidisciplinary team

(MDT)

neurosurgery, pain medicine, traditional Chinese

centered on  neurology, integrating

rehabilitation medicine, psychiatry,

radiology, and ultrasound departments. Regular

medicine,

training shall be provided to specialized physicians,
who are required to participate in continuing
education programs related to headache at least once
[21]
ayear .
2. Business scope includes: (1) Standardized
diagnosis and treatment, adhere to headache
diagnosis and treatment guidelines and clinical

19207 46 ensure the standardization of

pathways
diagnosis and treatment. (2) Treatment technologies,
standardize medication use for acute phase treatment

in accordance with acute phase treatment

207 " avoid overuse of medications, identify

guidelines
and refer complex and intractable cases; standardize
preventive treatment and medication use in
accordance  with  guidelines,  conduct regular
follow—up, provide headache consultation and health
education; guide patients to record headache diaries
and collect medical data; support supporting
treatment technologies such as cognitive behavioral
therapy (CBT) ', physical therapy, and TCM
acupuncture therapy ™. (3) Whole—cycle patient

24
24 record

management, implement health education
diagnosis and treatment data, update data, conduct
regular follow—up on patients’ conditions and
medication use, assess the recording of patients’
headache diaries, and evaluate disease burden using
scales’™ ; use standardized follow—up manuals
covering diagnosis, treatment plans, and follow—up
schedules.

(V)Work requirements

Optimize diagnosis and treatment processes to
improve diagnostic accuracy and treatment efficiency.
Actively participate in continuing education for
medical staff, manage data, conduct follow—up
visits, and engage in scientific research. Carry out
health education for patients in the region (e.g., free
clinic during Migraine Awareness Month) at least
once a year. Cooperate with regional headache centers

to establish a clinical data set of local patients™* and

accept quality control from regional advanced
headache centers.

(VI) Operational quality evaluation

Establish a quality control assessment system
and quality control indicators, and implement
construction in accordance with these indicators ™.

1. Hospital admission capacity: Monthly
(headache

consultation volume) , proportion of migraine

number of headache outpatients
patients among total headache outpatients during the
same period (migraine consultation rate).

2. Assessment indicators for standardized
diagnosis and treatment: Rate of standardized
medical records for migraine outpatients, correct
diagnosis rate of headache patients, recording rate of
acute medication use, application rate of specific
acute medications, prescription rate of addictive
medications (e. g., opioids, barbiturates)
application rate of preventive medications for
migraine outpatients, notification rate of medication
withdrawal for patients with medication overuse
headache, screening rate for comorbid anxiety and
depression, screening rate for comorbid sleep
disorders, disability assessment rate.

3. Evaluation indicators for whole—process
patient management: Follow—up rate, headache
diary recording rate, frequency of patient education.

4. Professionalism of the team: Proportion of
physician participating in professional training.

5. Annual inspection of data management and
quality control.

Il . Specific content of headache centers in the
consensus

( I )Positioning

Headache centers are specialized headache
diagnosis and treatment units that set up a certain
number of beds in the ward on the basis of established
headache clinics, admitting complex and intractable
headache patients. Institutions establishing headache
centers shall represent the regional level of diagnosis
and treatment for headache disorders, possess rich
experience in headache management, and be
affiliated with hospitals equipped with comprehensive
clinical resources for the diagnosis and treatment of
all types of headache. They are responsible for

undertaking clinical, teaching, research, and quality
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control tasks related to headache in the region,
promoting standardized diagnosis and treatment of
headache locally, and taking the lead in or
participating in academic research of a certain level.

Based on factors such as clinical diagnosis and
treatment capabilities, professional level, personnel
allocation, and academic influence, headache
centers are classified into two levels: Headache
Centers and Advanced Headache Centers, each with
distinct responsibilities and authorities.

( 1T ) Physician qualifications and personnel
allocation

The requirements for physician qualifications are
the same as those for headache clinics. In terms of
personnel allocation, academic leaders specialized in
headache are required. Advanced Headache Centers
shall establish a well-structured professional team for
headache diagnosis and treatment.

(I )Hardware construction

1. Medical institution qualifications: Grade A
tertiary general hospitals or specialized hospitals.

2. Clinic and ward configuration: The clinic
configuration shall be equivalent to or higher than that
of headache clinics (e.g., data collection personnel,
clinical research coordinators). The ward shall be
equipped with no fewer than 5 fixed dedicated beds
for headache.

3. Inspection configuration: Equivalent to or
higher than that of headache clinics. Equipped with 3T
or higher MR for the brain, as well as CTA, DSA,
transesophageal echocardiography, contrast—enhanced
transthoracic echocardiography, transcranial Doppler
bubble test,

equipment for further diagnosis and treatment of

electroencephalogram, and  other

headache or clinical research.

4. Treatment foundation: Equipped with specific
medications for headache diagnosis and treatment.
Capable of performing therapeutic technologies such
as nerve block”™ , botulinum toxin type A

29]

- . . .
21 " and non—invasive neuromodulation'

injection
Advanced Headache Centers may provide epidural
blood patch treatment™".

(IV)Capacity building

1. Team management: The headache team
includes academic leaders and team members. The

academic leader shall be a chief physician or

associate chief physician with rich clinical experience
and research capabilities. Advanced Headache
Centers shall have influence in the field of headache
within the region. Core team members shall have
received specialized training in headache diagnosis
and treatment organized by provincial or higher
academic institutions, and the team structure shall be
reasonable. The multidisciplinary team  shall
integrate, but not be limited to, departments such as
neurosurgery, radiology, imaging, ultrasound, pain
medicine, traditional Chinese medicine,
rehabilitation medicine, cardiology, and psychiatry.

2. Business scope: (1) Standardized diagnosis
and treatment: Conduct standardized diagnosis and
treatment for all types of headache. (2) Treatment
technologies: Including standardized diagnosis and
treatment (pharmacological and non—pharmacological )
of primary headaches; diagnosis and treatment of
secondary headaches; identification and referral of
complex and intractable headaches. Advanced
Headache Centers shall be capable of providing
diagnosis and treatment for all types of headache,
teleconsultation, and = managing complex and
intractable headache cases. (3) Whole—cycle patient
management : Including data management,
whole—process follow—up, and referral of primary
headache patients. Advanced Headache Centers shall
be responsible for standardized diagnosis and
treatment data management, follow—up, and rational
triage of all headache patients, as well as health
education for patients in the region. (4) Specialized
continuing education in the region: Including
continuing education for regional headache specialists
to update their theoretical knowledge system;
Advanced Headache Centers shall carry out training
programs for headache specialists to cultivate
professional talents. (5) Quality control: Advanced
Headache Centers shall participate in and manage the
construction of regional quality control networks and
quality control work.

(V) Work requirements

1. Precision diagnosis and treatment: Advanced
centers shall have the capability to implement
precision diagnosis and treatment, optimize diagnosis

and treatment processes, and establish application

demonstration units.
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2. Application of Al-assisted systems: Popularize
and apply Al-based data collection and auxiliary
diagnosis systems (e. g., Clinical Decision Support
System"™"’).

3. Public education and promotion: Regularly
carry out continuing education for specialized
headache physicians and science popularization for
patients within the region, at least once a year.

4. Quality control: Undergo regular quality
control inspections and comply with quality control
requirements, at least once a year.

5.Functions of advanced centers: Shall organize
the formulation and update of diagnosis and treatment
guidelines for various common types of headache and
popularize such guidelines; organize national and
international headache—-related scientific research.

6. Experimental research: Encourage qualified
headache centers to establish headache laboratories
and conduct basic animal research.

(VI) Operational quality evaluation

Establish a quality control assessment system
and quality control indicators, and implement
construction in accordance with these indicators .

The outpatient operational quality evaluation is
the same as mentioned above.

Quality control indicators after setting up beds
include: (1) Hospital admission capacity: The
proportion of dedicated headache beds in the total
number of beds in the neurology department
(admission capacity) ; annual number of hospitalized
headache patients. (2) Standardized diagnosis and
treatment status: Rate of standardized medical
records for hospitalized migraine patients, correct
diagnosis rate of hospitalized headache patients,
recording rate of acute medication use, application
rate of specific acute medications, application rate of
preventive  medications,  notification  rate  of
medication withdrawal for patients with medication
overuse headache, rate of non—oral medication
treatment provided in the hospital, screening rate for
comorbid anxiety and depression, screening rate for
comorbid sleep disorders, disability assessment rate.
(3) Whole—process patient management: Follow—up
rate, headache diary recording rate, number of
patient education sessions conducted annually.

(4) Professionalism of the team: Proportion of

personnel participating in professional training.
(5) Data management and quality control:
Application of clinical decision support system;
participation of Advanced Headache Centers in regional
quality control and management. (6) Continuing
education: Conduct of continuing education by
Advanced Headache Centers.

The number of headache patients in China is
enormous. To achieve standardized whole—course
management of headache, it is imperative to construct
a national systematic prevention and control system
and implement hierarchical diagnosis and treatment
based on diagnostic and treatment capabilities and
resource integration. Experts in the field of headache
from the Neurology Branch of the Chinese Medical
Doctor Association and the Professional Committee of
Headache and Sensory Disorders of the Chinese
Research Hospital Association have been promoting
the construction of a national headache prevention
and control base and system. Headache clinics and
headache centers are specialized and independent
diagnosis  and  treatment units for headache
management, capable of fulfilling various tasks
related to the whole—process management of headache
disorders. Institutionalized construction and quality
control are the foundations for ensuring standardized
diagnosis and treatment. Based on their respective
experience in chronic headache management in
affiliated hospitals, combined with domestic and
foreign literature, experts nationwide have formulated
this  consensus after repeated discussions and
practice, aiming to provide guidance and suggestions
for the construction of headache clinics and headache
centers. In the later stage, it will be continuously
updated based on feedback from the actual
construction process for reference by physicians at all

levels.

Contributing experts (sorted by the magnitude of work

contributions) : Wang Xiaolin (Department of Neurology, First
Medical Center, Chinese PLA General Hospital) , Dong Zhao
(Department of Neurology, First Medical Center, Chinese PLA
General Hospital) , Xu Suiyi (Department of Neurology, First Hospital
of Shanxi Medical University) , Tan Ge (Department of Neurology,
The First Affiliated Hospital of Chongqing Medical University) , Li
Xianliang (Department of Neurology, The Second Affiliated Hospital
of Guangzhou Medical University) , Wei Meng (Department of
Neurology, The First Affiliated Hospital of Xi’an Jiaotong University).

Conflicts of Interest All authors declare no conflicts of interest.



<8 - ef S R B g (e S0) 2026 4F2 A5 13 555 1 ] CHINESE RESEARCH HOSPITALS, February 2026, Vol. 13, No. 1

IR VE I R ILER , S 2 BT T2 1
FEHZRHEZ — FHER R BOEE &
1 R = N 1A o 2 /N A L2 e O g
A AR A EE A S B O AR AT K =
PR AT N 2R B X BT LA E AR
S5 N 2 SRR T SR 2R B K. &k
] R 43 Ml X R R 22 50k e b [ R AT T i 3 12 %
1K 2 W B A B TR T AN IR R kR 259 1ot
il FH S5 )

T sk R N AR BEE R UR L KN
IR 55 5 e A7 AF B X 25 5 Sk ML AR I2 IR A
- flif ] f S BB T E " H L,
G [ U N B S S8 — 1SRRI bR EAL AR R
VO R AN A B R, A — A Sk
S 12 A0Sk R e B v R A 11 Sk 2 7 K
V-, 2 iR AR S R B AR FIAT S5 AR HR T
A R e B S R S HE B LU SO R 2T RE 1
O BT IR 55 1 R i, e Pl e i LA THAR 12
I7 RE F1 09 B e A Ry B R sl X I s AT R AT
RN BR ], 328 A5 IR A AT G 11 = e 25 2 (= FR
TUH) SR DI PR SE PR A 2R RS I KSR S %
VR C A ACHE T i, o S R s w2 O Ak
2 U 2 R e 0 9 R R e 2 4 S - TR e
1 Lol 22 B 25, MR Sk 9 S0 (1992 7 FLERE A 3R
B2 7 9% U5 43 A e A, SR LR o G2 T I R
T 4 [ 9 [ PN 9 30 Sk i B 45 R R IR SR
HE o BB Sk M 1k 127 550 2 Sk 9 B
PR 22 00 3 B R A O Sk R ALY A
FRAF A AR ST s Ir A SRR 2T ot
HB I 25 G R e ol 28 R T I8 B9 Sk R W& B R
SEAZIT ALK . RIS YT KO ARORE 2 T b
AE 1, kIR I2IT Bt N SRR T2 Ak R o
Jei #5 SO FEHF R A9l 55 Y [ L2 ROK S (R 2R
S XE PRI 12 TA BE 1 R HG ) A 0 — 2B 4 R S dR R
O F T SR 0 o AR YT PR s R $H A R 5
FUE S TRl o R 7 9547 b 34 B Sk i 7 45 1R R Y
PN A, 4 54 L R R N A Sk R 12T
BT EE R T A, v B O B2 2 ) R B U
a3 g R [T 9 0 R 2 4 Sk 0 5 R R A
b Zs 323 B R R IT il AR IR, B fEXT IR
SRYCERIRIZYT BRICY T A8 S B W R L, B
PRI A M 55 Y TR L R A R R 4k 2k 3
A5 T A ARG, LAY E Sk o e 3R
R L TR B Ak 12 9R .

— SR E Ik

(—) FERR S FELRT H A

S B AR R FE SR T2 Ak D
[ R 0 2 o 2 LR} R U 3 23 BB P T 5
PR B2 22 KR 9 IR RS Ll 22 B 2 R THE T
HITALRZIGH . WERE 1T KR 112 Rk
IS ciar s R VAN 19T SN L8 N T g
BeLRE T B TARZOR s A7 B PN SR BRI
o BRILHEAHEN BRI RTA
el A gl A Al

() IRNE LR A

At G L ZE A BT LA P BN R i %
ol R e 28 AR B 2 S Bk 1 4 ] 4% L G ot 22 Y
PEBARIE 2R RAUM, RS 1 S0 L b A BT
A RGO B 2N R RE IS Gt
g% o [ Sk g 2 R st AN A 2R B T H b ki)
AR L R LR AR IR R EE A LK 7
PR R JRIEE - L5894

()R 5RE

ARG e A7 704 B AN 2 Bl = o T
EE , AN A DU G LI AR [ A0S i £ fife B
PR A i R LR A RS
BT N SO T SR A BT YR R SCRR  l i K
P8 L ZNA IR, A5 T E SEPR Y BT B
AR SRR B S Pras AT 2250, R 8K IR AT
A1 £, fe 2 AR T o

(V) SR B A A AL 4% 55 SR

LRIE UG, 22 L5k, 2
TEI A o PR 2 DT O U S e
(DTEAR K= AR LR Q) fE2 AR S WE Y
(3)3 5t H B ST B AR R o AL IR A
Ji A AR 2B I B AR SCAIFFE I Y 7 5
L U7 sl T ST L

= R SRT TS R RN A

(—)ENL

FFBESK AR 138 2 A fifp R IX 3 P Sk g R 3 i IXC
WS NAE, LB 297 . SR 12 T RO X AR
WA B R M L s P R AR B, Sk
SEE AR WA T R A7 0 RS T i I 2
SEARRE I IR IR IT L 55 64 A M Sk i Y
A2 W 53697 Ak AT Sk R B H LR A 52
ift, AL BEXER 2 (0 TR g% 2

() BRIBE AN B3 E

Hag 2 Kmis sy L AR I B #h e iy



Fp FE BIFEARL IE BE (FR 3R S0) 2026 4F2 A4 13 4855 1) CHINESE RESEARCH HOSPITALS, February 2026, Vol. 13, No. 1 -9 -

FFERIEEIN . A GBCE AT 9 A BRI,
AT 3N UHESI T2 R PITE

(DR

1 BEIP LA N  HAs g K D R A bE LR}
BEBE o

2.2 BCE WA [ E A5 ) B E Y Sk O
LIS, 20 3 o BeA SRIRI2YT b4 1)
AR A T H A A . St s B0k R H
A,

3. BCATC B T« 52 e A LA 0 R il AR
b BRI AR LA IR R R AR A R &
o LA G A A ARSI A s S AR DT I, B IRC A CT
MRl Fi P O L PRSI AR 75 A e T 1 A A
24 h 0 K7 (Holter)

4. LRGN BT T B0 A A (1 2P E S A
TR ST O Sk 258 R D Sk TR A R S 2
Py AL T B

(VO R BE T B AT B2

1. AIBNAE B o 2222 RHEME AT B, LA 22
BRI B G AN PR PE h ERE R R
OHRE U AR AR RS . L BB I E
B, EREMS kMU AaagmE (20
LIRAE),

200 5 LA - (D) FREAIZYT  EAELR 12
¥ 46 e A PR AR Wiy y et . (2) 3877
HOR , 2ENAYT AR 2R HR r T 25
W2 B, S 2 e . TR T
BRI IR G B AT R e 25 WIBETDT , SRk
SR SRR s 5 A I sk H g, Uk
BE 97 BT ORE  BC BRI BOR A0S A BB T
(CBT)™ WBLAYT P EEF RIAIT S HOR . (3) 1
AT B, SR E Y 2T R I R B
i BB, IR D 1 5 25 D0, DAl R SR H
TCAIC SR O , I B R PPt s £ F025 f AR
B SRR IR G I E I i s U

() TAEZR

AT AR 4 m 27 I R NS T 0%
eI NG S o G e INES L €/ N i1 e 25
BEAWEIE . TR XA R85 10 B i 2 (s =K
KEHAXLZ2), 20 VIRAE . BLA XN S,
ST A SR PRI R R AR 452 X R
KL B

() isAT s

ST O A AR B R AR R A L 4 R

IZFR PR R S

L EpH2Re D) 1112 H R E N2 E
GBIz D) ST O RO B 2 R
Bl (kIR 2R ) .

2 ARSI IR AR b R ST R A 1112
PG =R S R ISR, a2y 9y i
GO IE 2, 2 RS2 B N 2R, &
Ttk 259 (B W b 2255 B b O 36 i Sk 1112
SEE TR 25 N R B I 2 P ask B A P Sk
S B 2 W i W R R e £ R RIS O A %, 3t
i P S o A 7 2 %, G RBITA %8

3B H A MARE HIF e AR TR, K H
LIRS, BEHE IR,

4. BN AR B - 2 5 Rl B I B 0 L A3

5. B HUR T B AR AT B A A

= SRS O BRI 2

(—)ENL

SR L R TR TP SR T2 R L TE
FEVE— B B R, TR BEXE R 243k A 19 Sk 0R
12 i ST P & S s N R VA VR vy RS2 NS DT
PIRIZIT A AR FEE W miZieas,
2 B I AT T[] Sk 9 A0 R2 T I I IR BC B, £ 5%
FREHH DXk P Sk A R (s R R T A S 7
DXk N B Sk kiR It E Sk i S 5 — K
[ 2E AR SE

P BRI AR I260 88 01 Ol 55 K F LN BLUBE & 2

S AEPIE e P ST L NN N S S L RN
RGBT

() BRI BT AN B e &

P49 S I DS T RS NI Lot il - =
AR B AR KN B T BT 45
ARSI Bl AL TR

(=)

1. B 7 HILRG 08 0« N = G 25 4 B e ol & B
2% Bt .

2. 12 b BLE 12 % B AR ) s Tk R
212 E R E (EHE R G R % 5 o W57
o7 P £ =5 sk [ 50k 1 Sk i e IR AV o

3. R ARCE AR TR 2 AN S .
fid £ 3 T M LBl £73k /il MR B2 CTA \DSA (&4
O MEFE R A 0o 75 2 30 5 T 48 1 22385 ) R o S
o FEL PR S5, FH S0 B — 22 A 5T R I R

43R 7R R R RIS T A . AT



- 10 - ef S R B g (e S0) 2026 4F2 A5 13 555 1 ] CHINESE RESEARCH HOSPITALS, February 2026, Vol. 13, No. 1

JEAR B A BN TR R T O e
SEIRIT BOR™ S w Gb L Al T R A Sb i
EPE RS

(P9)BE ST

1. AT BAAE B - ST AT BA AL 35~ B Sk A AT BA
BB o SRR S AR AT BRI R AR RN, B
A Fw IR LRTRE ) o m o AE XN
(K Lk s P B SR T o BNV TR 2
AW L AR T8k Lk 2y 5l
BAN A ESH 5 B . 2222 ) AR AT A LI & fEAS FR
TSN R 2GR AR SRR R
FERERE OARE DERHEE LR

2. b 55 WG - (OB HEIRIZTT, BRI 2% Fp A 1)
SIITRAREALIZS T o (2RI T BOR , AR U Pk
T R AL W AR T (A RHEZS ) s 4k A ik k
RIS RNGRYT s B2 BEME LI 10 210 . gk
G RESR HE A PR RS Y29 T IR 12 3K
AREEE L A ST (3) B R A EE,
A3 I R M Sk O KR A P R AR BE T RN RL 12
15 2% FP L T AR PH 28 Sk i R I RLVE A2 IR X
EH BET MG BT o DA R YRR
(4) DX BN I L RHRSE T , A5 DN Sk L B
PRUMARSEZR BB B AR R 5 g b JT
IR L RHE IR I |, B LR E . (5) Bt
PE, b L I 2 R AE B PAY J 4 o o 2%
VAN TR

(1) TARZOR

LRSS - b O B R 3 SRS T
A2 iR TR , BEAr N 7R S A BE

2. N REA B AR G0N < 4 RN T3 g
K He >R £ R4 Bl 2 W &R S8 (Uil PR R SR S &
g,

3E HCTAE 2 W R XS A Sk g e R D4k
S MBHEREE L, B 1IR/AF.

4. PR 3 E IR R P R A DR AT S R
EEHAEOR, 20 LIRAR,

5. 2 b L HRAE L ZH 2 s T BB A% i UL
SR RISIT R FE ), 2R A A L PR Sk
AR SR o

6. LRI - BURA A0 SK R D BCR
LY T RS YRS

(N)isf7 PN

S ST o 4 ) A T B R S 4 Rl A o, 1R
ZARPR EOR S B ™

T2 AT B P R i

T BRI B o e 4 Wl i b, A48 (1) BR e
ZREST « I LR HOCTT VR o5 2 R i
IRAEECRY L] (B2 8 T7 ) 5 Sk i 1 Be S AR 412
o ()RS TR DL - D Sk i 28 1 e ML Y
SR KB B ER2 R, Q25 e
TR BLIC S, SRRk 25 10 B R, T3 1k
23R LR 5 I 25 W T I P S R 2
P R BT R AR IR 25467 R, 3t
o 5 AT e 25, o B I e % 075 A5 2, 2K REAT
il (3) BAF AR B BV, S Hidic s
HORHAF TR B H A AL (4 HINE LR . 2
5 ERSE VI H o (5) Bt B B i 2 4 - 1l
PR SCRF R GEN L i G0 2 5 KA 4
A DL . (O AR B SR - R PO T R 4R S

Zr BB | K S R R e, D S
v P Sk A A B A At e T A R G A A
A R T7 AR 1 AR A IR 0 LT R
7o v B U IR o 2 P RE B U 03 2 R [ A
TR PR e 7 2 S i 5 Tt B A el 2 B2 Sk
A0 R A 4 [ 1 T A Sk i B 2 S 3t A
REEW LA KIS 03k oo 24 B K
L A S22 BTG, AT LS B Sk R R e AR
B 22 FAT 55 o i 2 Al st R o 4 A O
SRR A g VB T P e A=t o R P s
S 2 B BT B B B S 18R B R A
Il P9 A SCHiR , 28 B S TE 0 S B R A3 LUSC, B
FEXT SR 12 A0k i ol g B 4 T 98 = A
JE 33t ARG 5 B At 8 e A R 1 S AN B B
WAL EIMS%
12 A BB (AR4B TAE SRR ) : TR (o A R B
I 8 — 2 Lo 2 PR ) () b A R B e o —
LR 2 IR ) R 1L 7 B A7 — BB A R |
A TR PSR 58— B B 2 R ) 35BS (1 M B RR
IR0 B 2 PR ) T (7 S K B — W B
2R
ERERS (BB REBHF ) : 48 O AR B
B4 — BE 2 e D A RL) , T (AR 5 B B 22
B 7B A R EBE 209 TR (o A R A0
RIS 940 BEBE A 22 MR ) T 5t (LK T A R BB 274
B T R BERRAC 2B 50— BE B 22 IR ) 3 (YT
I 27 I R S 30 22 PR ) BB o 1 R L B
BES—BE 2 . M2 ) AT (ITL AR S BE R 2 R |
R (o R B B B — B e A PR ) L (7
223 — MR BE B 2 PR ) I8 (R A B Rk 2 S



PSR S e (FR 9 S0) 2026 4F2 A4S 13 855 1] CHINESE RESEARCH HOSPITALS, February 2026, Vol. 13, No. 1 <11 -

Wepf 22 AL ) (IR B3 O e B kDA 2 R s P R B B 4t 22 AR
ZE AR (R4 22 B oy Bl — et 2 R ) |10 3 Gl g 4 N BRS BE B
Mz RE) LR BT B 55— BR B b 22 R ) 0% (R
DU 27 v R I e 2 R ) X o (o [ N R i i 4 R B e —
PRep AP N X2 (R RN Bre il 22 B ) (X XL (TR
PR B 55 B B 22 N RL) XIME B8 (IR 27 12 2 g W s 465
TEBEAE AR CZRYLETTRERE S — EBE AR
TLEGD5 (NS BERHR S MR BB 2 L) (2 7R (AR ER LR
FEREREMNZARD A ORI PR BB 2R 4% 1
(NS AR XN B EE B 22 ) 2 (I R R LR W s
TEEBEAER N | 2R (5 BRI R AR L R Bt e AR ZEIIRK
(NARRZAFF G BEREMZ NP A O N ERER A s 5 =
Bt 22 B ) 2 2 (b T 5 i R R 2 e B D 5 R B i 22 1)
O AL CHt e B /R AR XA RERM AR Bt (L
MR N R BEBE M2 N RE) A% 585 (el o7 R B B i 22
Bh) T MR35 — B = B 22 R ) L AT 2 (BRUR
NBREEBERZ AL | Al R (PO R A G B2 e bk 22 R el (L
PR BE B 22 TR TRk (L T4 N R EEBE 2 A RL) A SO
(PR R R BE PR 22 N AL (TERE 5 ORISR — b BRBe i 28
PRR) GEROI (2 BE R R 58— BEBE i 22 A RE) R 23R (I
JUBERF R BB 2 ARL) sk (7 B 2 Ml s = e ph 22 9
(EON SEG PN =iiF i N L EA R DI SUS AU VIR DN
SR SR — BB 2 R TRAT A (Ll A L R BE M Z N RL)
Sz (PR rpo BE B M 22 M) 3K KR O R N REE B
LB R OLPYA A REEBE 2 AR (RES (R I BB R4
— B B B A 2 L) RS O B R 2 — B s P g 2
B BRB ORI 225 — B B Be i 22 R PR (1L AR S
Bt 22 AR (PR 23 AE CIEER AR X R BE B 22 R ) WRIDE R (A 2 =
PR MR AN e 2 AR 51 55 (i AR B B e i R e
ZENRE) 2 [ M PG 2 A2 30 R 2 B — W s = B o 22 A ) ) 3
(FERBERM R M o — B B i 22 R ) RSHE (S| N R B Bl
ZNFL) G (S F A NREBEAZNRL) GBE I (b [ 2R
O B 2 — DR e 22 B ) GBS 20 (R THT HP O BR B 22 N
B VB G R B~ B B s B0 ok B Bt 22 R ) A 78
RN BRI A MR 25 —B= B pf 2 AL ) ki 42 (R 15 R 25—
JE BEBE A2 ) RIS (SN A N IR BB AR ) e (Y155 4%
NRBEBEHZ ML) AR/ ORI B Be i 22 MR AR I
PG BERNR 25— BE B 22 R} ) RIS (LRt 2 A R BE e il
ZEBL) R (BRPE A REEBE 22 N ARL) M (P T T — A
ReBE B 22 NRL) A I (b 2l R 2 B 2 B M s A= F B e )
B R (S AR RA Y R B 2 R ) B HEIE (P L B s
SRR ARE) B (BRI N R BE B 2 ) VAR I (22
HEH R AR B B 2 I RE) il AL G AR50 — B Bl 2
WAL St CT B IR A VA X R EEBE A2 AL BRI (il
P M A — BB 2 ) VIR (B DR R R B Jad 28— R B
MZARE) UHER (R 07 BRI i 7 BE e 2 A ) Lt 2z (i
JLBERER S — R 2 N BL) R CEBUR SR BE R 2 A EL) |
) (P R RIS B B3 — B2 b M R SR (AR
REFFSRBEE — BB 2 R B O 42 B R R = B
AL ARG (48 AR EEREAZNFD

RIS A RSB BITEH 2 o

(1]

(2]

(3]

(4]

[5]

(6]

(71

(8]

[9]

[10]

[11]

[12]

[13]

[14]

[15]

[16]
[17]
(18]

[19]

2 £ X W

Ashina M, Katsarava Z, Do TP, et al. Migraine: epidemiology
and systems of care[]]. Lancet, 2021, 397(10283): 1485-
1495.D01:10.1016/S0140-6736(20)32160-7.

Bigal ME, Lipton RB, Stewart WF. The epidemiology and
impact of migraine[]]. Curr Neurol Neurosci Rep, 2004,
4(2):98-104. DOI:10.1007/s11910-004-0022-8.

Lipton RB, Bigal ME, Diamond M
prevalence, disease burden, and the need for preventive
therapy[J]. Neurology, 68(5): 343-349. DOI: 10.1212/01.
wnl. 0000252808.97649.21.

Yu SY, Cao XT, Zhao G, et al. The burden of headache in
China: validation of diagnostic questionnaire for a
population-based survey [J]. ] Headache Pain, 2011, 12(2):
141-146.D0I:10.1007/s10194-011-0336-2.

Yu SY, Liu RZ, Zhao G, et al. The prevalence and burden of
primary headaches in China: a population-based door-
to-door survey[J]. Headache, 2012, 52(4): 582-591. DOI:
10.1111/j.1526-4610.2011.02061.x.

Ze TR 2018 AR AR PR “E R R R AR E PR TR
T ()P v S e 1 B0 W 4R TSR 1297 K
] AR (R E Sz, 2019, 34(23):8.

2 AR, A A, KA, A SR R B A AR I A
S RE T[] BCEEBE, 2023, 23(6): 882-884, 889. DOI:
10.3969/j.issn.1671-332X.2023.06.016.

R, BT LT Donabedian & 1% B A R B4 BRLK
FAEARIT[]. T [ S BEds HE, 2024, 44(12):60-62.
Dowson A], Sender ], Lipscombe S, et al. Establishing

, et al. Migraine

principles for migraine management in primary care[J].
Int ] Clin Pract, 2003, 57(6):493-507.

55 BRI T M AR R B TR IS W S L TR 7K
VLU AR B — B O R N 2
. EEEITAIT]] hEEZ R, 2023, 13(21):1-3.
Steiner TJ, Jensen R, Katsarava Z, et al. Aids to management
of headache disorders in primary care (2nd edition) : on
behalf of the European Headache Federation and Lifting the
Burden: the global campaign against headache[]]. ] Headache
Pain, 2019, 20(1):57. DOI: 10.1186/s10194-018-0899-2.
AN AT 0 I SR P R SRR ). o R B 2
Ak, 2022, 22(2):67-68. DOI: 10.3969/j.issn.1672-6731.
2022.02.001.

Mueller LL. Diagnosing and managing migraine headache[]J].
] Am Osteopath Assoc, 2007, 107(10 Suppl 6):ES10-ES16.
Loblaw DA, Prestrud AA, Somerfield MR, et al. American
Society of Clinical Oncology Clinical Practice Guidelines:
formal systematic review-based consensus methodology
[J]. ] Clin Oncol, 2012, 30(25):3136-3140. DOI: 10.1200/
JC0.2012.42.0489.

Buse DC, Rupnow MEF, Lipton RB. Assessing and managing all
aspects of migraine: migraine attacks, migraine-related
functional impairment, common comorbidities, and quality
of life[J]. Mayo Clin Proc, 2009, 84(5):422-435. DOI: 10.1016/
S0025-6196(11)60561-2.

Rothrock JF. Headache diary[]]. Headache, 2006, 46(5):
831-832.D0I: 10.1111/j.1526-4610.2006.00464.x.

PUSEF B, TS . SR M2 K )], H AR B 24 41, 2007,
(01):16-20.

TEIC, XU AR BT Sk B2 T 5 S B2 ()], T
R 224, 2005, (4):213-215.

o[ B b 2 BB I 23, T R AF TR B B 2 ek



[20]

[21]

[22]

[23]

[24]

[25]

ST RS e (R S0) 2026 4F2 45 13 555 1] CHINESE RESEARCH HOSPITALS, February 2026, Vol. 13, No. 1

I 5 e B A 22 5 2% . T N SRS TR HE RS (2022 1))
0] K R BE o 2R 7, 2022, 28(12): 881-898. DOI:
10.3969/j.issn.1006-9852.2022.12.001.

F ] B O b2 2 R T 2325, R RS R R B o xSk
I 5 R IR A 22 DA 2 L R SO R R YT R
(5 — R [J]. R B 0 2 2 2k 76, 2024, 30(10):721-734.
DOI: 10.3969/j.issn.1006-9852.2024.10.001.

TTERIE, FE 5, X4, 55 SR SR A S A A T ERIR R )]
rf e 4k 22 R 2 20, 2024, 16(4):177-181. DOI: 10.3969/.
issn.1674-9308.2024.04.037.

Bae JY, Sung HK, Kwon NY, et al. Cognitive behavioral
therapy for migraine headache: a systematic review and
meta-analysis[]]. Medicina (Kaunas),2021, 58(1):44. DOI:
10.3390/medicina58010044.

Zhang F, Shen Y, Fu H, et al. Auricular acupuncture for
migraine: a systematic review protocol[]J]. Medicine
(Baltimore), 2020, 99(5): €18900. DOI: 10.1097/MD. 00
00000000018900.

Rothrock JF, Parada VA, Sims C, et al. The impact of
intensive patient education on clinical outcome in a
clinic-based migraine population[]]. Headache, 2006,
46(5):726-731.DOI: 10.1111/j.1526-4610.2006.00428.x.
Bellini B, Arruda M, Cescut A, et al. Headache and
comorbidity in children and adolescents[]J]. ] Headache

[26]

[27]

[28]

[29]

(30]

[31]

Pain, 2013, 14(1):79. DOI: 10.1186/1129-2377-14-79.
TR, #A, BN, A i kR T i 9 A b
TR I (EE — M) (] 1 5T AL 1 B (v 9 30), 2025,
12(4):1-19. DOI:10.19450/j.cnki.jcrh.2025.04.001.
JRRIEE, o 2205, BRI, 5 PR RBHAN IR G LB IR YT A
MK 105 Bl RONEE)]. Hh EHLIX BT, 2016, 32(26):
99-100. DOI: 10.3969/j.issn.1007-614x.2016.26.61.
Shaterian N, Shaterian N, Ghanaatpisheh A, et al. Botox
(OnabotulinumtoxinA) for treatment of migraine symptoms:
a systematic review[]J]. Pain Res Manag, 2022, 2022:
3284446.D0I: 10.1155/2022/3284446.

Stilling JM, Monchi O, Amoozegar F, et.al. Transcranial
magnetic and direct current stimulation (TMS/tDCS) for the
treatment of headache: a systematic review[]]. Headache,
2019, 59(3):339-357.DOI: 10.1111 /head.13479.

r ] R U2 bl R D43 2%, v A 2 I g 2 xSk
ARSI L ZE B2 . A R MEAR U 297 & R IR
(2024) [J]. hAEEE - 4R, 2024, 104(43):3943-3960. DOI:
10.3760/cma.j.cn112137-20240803-01779

Han X, Wan D, Zhang S, et al. Verification of a clinical
decision support system for the diagnosis of headache
disorders based on patient-computer interactions: a
multi-center study[]]. ] Headache Pain, 2023, 24(1): 57.
DOI: 10.1186/s10194-023-01586-1.



