
Orofacial painVisual summary

Chronic orofacial pain (lasting more than 12 weeks) can be debilitating for 
patients. After this time, primary care treatments have often been exhausted, 
and referral is an obvious next step. However, many cases are incorrectly 
attributed to rhinosinusitis, which can lead to inappropriate referrals and delay 
for patients. A more accurate diagnosis may be performed by focusing on the 
characteristics and associated features of facial pain, as described below.

Identification and initial management Person with
orofacial pain

Do they have nasal 
blockage or congestion, 
with or without nasal 
discharge?Yes

No

Do they have 
symptoms of skin or 
soft tissue tenderness 
or swelling?

Yes No

MigrainesRhinosinusitisMidfacial 
segment pain

Cluster
headache

Temporomandibular
disorder

Tension-type
headache

NauseaPurulent nasal
discharge

Bilateral painUnilateral pain Clicky jawsNon pulsatile pain

No nausea

No vomiting

Bruxism

Jaw locking

Temporomandibular
joint laxity

Severe

Lacrimation

Conjunctival
injection

Constant Photophobia

Phonophobia

Improves with rest

Patients with migraine 
commonly report pain 
in one half of the head, 
but may also report a 
facial location of pain

Inflammation of the 
lining of the nasal 

cavity and the sinuses. 
Can be acute or 

chronic, although 
chronic is more 

commonly seen in 
clinical practice

Has similar 
characteristics to 

tension-type 
headache. The 

aetiology is unknown 
and it is often 

considered as a 
diagnosis of exclusion

Can be initiated 
in primary care 

if confident with 
diagnosis

Minimum treatment 
duration 6 months. 

Wean off if no longer 
required

A diffuse headache 
described as a band 

around the head. 
Usually a featureless 

headache

Pain is short lived, 
lasting about 1 hour 

and can occur in 
“clusters” of up to 8 

times a day for weeks

Acute therapy

May also require

Affects the 
temporomandibular 

joint and the 
masticatory muscles

Management 
is multifaceted 

including
Refer immediately 

to neurology

Consider referral if symptoms are refractory to community management

Address triggers by managing: 
Sleep Exercise Diet Caffeine Stress

Acute therapy Acute therapy

Preventive therapy

Preventive therapy

Aspirin

Propranolol

Topiramate

Ibuprofen

A triptan
+/- paracetamol

+/- NSAID

Paracetamol
Ibuprofen

Candesartan

Tricyclic
antidepressant

Flunarizine*

Acupuncture

Tricyclic
antidepressant

Amitriptyline

Neurology; 
Ear nose and throat

Ear nose 
and throat

Neurology Primary care Oral and 
maxillofacial

Lifestyle changes

Relaxation techniques

Simple analgesia

Neuropathic agents

Specialist 
management, such 
as joint injections, 

arthroscopies, 
arthroplasties, and 
joint replacement

Low dose
benzodiazepines

High flow oxygen

Subcutaneous triptan

Neuroimaging

Simple
analgesics 

Acute management 
with paracetamol, 

aspirin and NSAIDs are 
not recommended

Low dose
amitriptyline

Patients should be 
re-evaluated after 4 

weeks, if their 
symptoms have 
improved then 

treatment can be 
continued long term

Nasal steroids

Oral steroids

Nasal douching

A 10-day course can 
be initiated if nasal 

polyps are clearly seen 
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