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It is our pleasure to introduce the first edition of the Guidelines Digest: A Visual 
Collection of EAN Guidelines. This collection brings together key recommendations from 

our most recent guidelines, presented in an accessible and engaging infographic format.

Clinical practice guidelines serve as essential tools to support neurologists and other  
healthcare professionals in delivering consistent, high-quality care across Europe and 
beyond. Developed through rigorous methodology, in collaboration with leading experts in 
the field from the EAN Scientific & Coordinating Panels together with Partner Societies, EAN 
guidelines are rooted in the best available scientific evidence and informed by clinical expertise 
and patient values.

Yet, we also recognize that even the most robust guidelines must be usable. The Guideline 
Production Group has recently embarked on a Guideline Implementation project with the goal 
of understanding the current use and impact of EAN guidelines as well as developing strategies 
to improve their dissemination and implementation. That is where this booklet comes in.

The infographics in this booklet aim to distill complex recommendations into clear, 
concise visuals that facilitate understanding and implementation in clinical practice. Whether 
used as quick reference aids, educational resources, or tools for discussion, they reflect our 
commitment to improving neurological care through knowledge translation and innovation.

We hope this booklet supports your daily work, encourages the integration of evidence into 
practice, and inspires ongoing dialogue about the future of neurological care in Europe.

On behalf of the Guideline Production Group, we would like to thank the Guideline 
Taskforces who have dedicated tremendous time and effort in developing the 
guidelines in this booklet. Their efforts ensure that EAN continues to lead in developing 
practical, evidence-based resources that serve the neurology community.

With best regards,

João Costa & Kristian Steen Frederiksen
Co-Chairs, Guideline Production Group
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EAN Guidance: 

Developing Guidelines on RNDs 

R A R E  D I S E A S E S  affect up to 29-millon people in the EU, and almost half of them affect 
the nervous system or muscles. Unfortunately, delays in diagnosis and treatment onset, as well as 
insufficient treatment choices are common. 

Clinical practice guidelines (CPGs) may improve the diagnosis and treatment of patients and 
optimise care pathways, allowing clinicians to best treat their patients. 

EAN has published guidance on developing and reporting CPGs for rare neurological diseases 
(RNDs) through a consensus procedure. The guidance aims to provide solutions to RND specific issues 
and serve as a starting point for further harmonization, increasing the quality of CPGs for RNDs.

The procedure yielded 63 items, listed in accordance to a particular domain. Selected guidance is 
included within the below table. 

RND-CPGs should be comprehensive, covering all aspects of the management of a disea-

se, from diagnosis, natural history to therapy and rehabilitation. However, in selected 

cases, CPGs focused on specific topics concerning several RNDs can be accepted

The clinical questions should follow the PICO format (Patient/Population, Intervention, 

Comparator/s, and Outcome/s).

Comprehensive stakeholder involvement is as important to the development of RND 

CPGs as it is for common diseases and should include clinicians from various specialities, 

neuroscientists, geneticists, and collaboration with European Reference Networks. 

Patients’ representatives should be designated by a European patients’ association. More 

than one patient’s representative per guideline may be included.

A survey of all published cases or from a registry if existent should  

be included in the CPGs for RND with <100 published cases.

More databases should be searched as compared to common diseases, including special 

disease repositories. Where appropriate, longer time periods and literature search in 

languages other than English should be encouraged.

Domain                  RND-CPGs Items 

A summary of...

Scope and  
Purpose

Stakeholder 
Involvement

Rigour of 
development

Read the full guideline in the European Journal of Neurology:  	
https://onlinelibrary.wiley.com/doi/10.1111/ene.15267

European Guideline: 

Guidelines should be guidelines
Time to leave the terms ‘consensus’ and ‘position’ for other purposes

C L I N I C A L  P R A C T I C E  G U I D E L I N E S  are increasingly becoming a part
of neurology clinical practice, but they are still frequently employed as if they are 
interchangeable with position papers and clinical consensus statements, even though 
the robustness of advice varies as the evidence base does not have the same depth in 
each. The EAN Guideline Production Group therefore believes that clarification on 
the different meaning and purpose of a clinical practice guideline, position paper, 
and clinical consensus statement is timely and could benefit the guideline developer 
community and end-users.

Read the full guideline in the European Journal of Neurology: 
https://doi.org/10.1111/ene.14933

Clinical practice
guidelines
A clinical practice guideline 
produces recommendations that 
are informed by a standardised 
definition of the clinical questions, 
a systematic review of the 
underlying evidence, a ranking 
of the different outcomes, and an 
assessment of the benefits and 
harms of alternative options.

Clinical consensus 
statement
A consensus statement is develo-
ped by a panel of experts who are 
convened to review research litera-
ture in an evidence-based manner 
for the purpose of advancing the 
understanding of an issue, 
procedure or method.
The scope is usually narrower than 
a guideline and, in some fields, 
consensus statements score lower 
than clinical practice guidelines for 
rigour of development and edito-
rial independence.

Potision papers

Position papers are documents 
that presents an opinion about an 
issue. They are often used by 
organisations to communicate 
their specific beliefs and recom-
mendations, helping to promote 
discussion on emerging topics for 
which evidence is lacking or 
uncertain, and point to original 
research needed to be developed 
so it can be included in a guideline 
or presented in an academic paper.

• Both clinical practice guidelines and clinical consensus statements provide recommendations and are intended to offer guidance to 
clinicians and inform policy decisions.

• Recommendations offered by both clinical practice guidelines and clinical consensus statements should be adapted to local clinical 
practice, taking into consideration costs and resources, available expertise and technology, and specific circumstances.

W
rit

te
n 

by
 E

A
N

https://onlinelibrary.wiley.com/doi/10.1111/ene.15267
https://doi.org/10.1111/ene.14888
https://onlinelibrary.wiley.com/doi/10.1111/ene.14933
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RND-CPGs must consider the best available evidence, according to the pyramid of 

evidence. This means that randomised clinical trials should be considered where 

possible, but in addition, other study designs should be included. A systematic review 

of a RND should plan to identify observational data (including case reports and case 

series), in addition to experimental data.

Special data-collection forms may be used to obtain individual patient data from the 

experts participating in the CPG development.

The systematic literature search should always be clearly reported in the CPG docu-

ment, so the reader can verify that all available information had been considered.

Besides all difficulties, GRADE should be the standard for all EAN RND-CPGs. 	

Evidence should be evaluated according to their level of certainty. Quality of evidence 

should be described transparently and assessed for each critical outcome using the 

GRADE methods.

Selection bias should be noticed (studies may include patients only from tertiary 

centres, that may have a more severe clinical picture).

Individual participants meta-analysis should be promoted by guideline committees 

to enrich scientific evidence by both, asking authors to share data and searching and 

pooling case reports when possible.

When no meta-analysis is possible, a systematic review of the individual studies must 

include detailed descriptive summaries.

The evidence synthesis and analysis must be transparently reported  

in outcome-oriented summary table.

Evidence of benefits and harms should be adequately reported in the synthesis of the 

evidence.

GRADE (Evidence to Decision frameworks) in addition to a predefined consensus 

process and a face-to-face meeting should be used.

Advice should be provided in a form which is of clinical value, even if the evidence 

base falls short of the quality criteria required for more common disease, in a form 

of consensus statements. However, these statements should always be accompanied 

with adequate discussion of the statistical and the methodological limitations.

Ethical issues need to be identified a priori and discussed; in particular, issues for 

genetic diagnosis and therapies.

When relevant, palliative care should always be considered in the PICOs.

A medical ethicist’s opinion may be valuable for individual recommendations, 	

particularly in the areas dealing with end of life and with gene therapies. An ethical 

expert may be included in the membership when needed.

Domain                       RND-CPGs Items 

Rigour of 
development  
(cont)

Quality appraisal 
of the overall 
body of evidence 
(strengths & 
limitations of 
evidence)

Evidence synthesis 
and analysis 
(link between 
recommendation  
& evidence)

Creating 
recommendations 
(formulation of 
recommendations)

Ethical issues

European Guidelines:

Management of Narcolepsy in Adults & Children

Treatment recommendation
The management of narcolepsy involves non-pharmacological and pharmacological approaches, with an 
increasing number of symptomatic treatment options for adults and children.

W
rit

te
n 

by
 E

A
N

, E
S
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nd
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N

N A R C O L E P S Y  is an uncommon disorder of presumed autoimmune origin that usually requires 
lifelong treatment. Narcolepsy typically has a pleomorphic clinical presentation and produces a 
considerable variety of different symptoms with a variable clinical course.

Excessive daytime sleepiness  / Disturbed nocturnal sleep
•  �Regular sleep-wake schedule & scheduled daytime naps (strong recommendation)

•  �Wake promoting agents during the day: Modafinil, pitolisant & solriamfetol 		
(strong recommendation)

•  �Sodium oxybate during the night (strong recommendation)

•  �Wake promoting during the day: Methylphenidate & amphetamine-derivates 		
(weak recommendation) 

Cataplexy
•  �Sodium oxybate during the night (strong recommendation)

•  �Venlafaxine & clomipramine during the day (strong recommendation) 

•  �Pitolisant during the day (weak recommendation)

Cataplexy
•  �Sodium oxybate during the night (strong recommendation)

•  �Antidepressants during the day (weak recommendation)

Excessive daytime sleepiness / Disturbed nocturnal sleep

•  �Regular sleep-wake schedule & scheduled daytime naps (strong recommendation)

•  �Sodium oxybate during the night (strong recommendation)

•  �Wake promoting during the day: Modafinil, methylphenidate, 			 
pitolisant & amphetamine-derivates during the day (weak recommendation)

Treatment choices should be tailored to each patient’s symptoms, needs, comorbidities and risk of 
potential drug interactions.

When using GRADE, panels make strong recommendation when most clinicians and patients would choose the recommended 
course of action. Weak recommendation indicates that clinicians and patients should consider the recommended course of action, 
but the final decision should be based on discussion, case-by-case risks and preferences. 

Adults

Children

Read the full guideline in the European Journal of Neurology: 
https://onlinelibrary.wiley.com/doi/10.1111/ene.14888

https://doi.org/10.1111/ene.14888
https://onlinelibrary.wiley.com/doi/10.1111/ene.14888
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European Guideline: 

Pharmacological Support in Early Motor Rehabilitation 
after Acute Ischemic Stroke

W
rit

te
n 

by
 E

A
N

 &
 E

F
N

R

S T R O K E  remains one of the most important causes of death and disability 
worldwide, leading to debilitating neurological deficits such as walking disability, 
the need for permanent care (in about one quarter of survivors), and other motor or 
sensory deficits which interfere with daily activities, even in mild cases.

Early pharmacological support for post-stroke neurorehabilitation has seen an 
abundance of mixed results from clinical trials, leaving practitioners at a loss regarding 
the best options to improve patient outcomes. The objective of this evidence-based 
guideline is to support the clinical decision making of healthcare professionals to 
improve outcomes after acute ischemic stroke.

This guideline was developed using the GRADE framework.  
1.	� Bernhardt J, Hayward KS, Kwakkel G, et al. Agreed definitions and a shared vision for new standards in stroke recovery research:  

The Stroke Recovery and Rehabilitation Roundtable taskforce. Int J Stroke. 2017;12(5):444–450. doi:10.1177/1747493017711816.

2.	 Dobkin BH. Clinical practice. Rehabilitation after stroke. N Engl J Med. 2005;352(16):1677–1684. doi:10.1056/NEJMcp043511.

3.	 Gorelick PB. The global burden of stroke: persistent and disabling. The Lancet Neurology. 2019;18(5):417–418. doi:10.1016/S1474–
4422(19)30030–4.

Read the full guideline in the European Journal of Neurology: 
https://onlinelibrary.wiley.com/doi/10.1111/ene.14936

Recommended for clinical use: 

 Cerebrolysin (30ml/day, intravenous, 
minimum 10 days) - weak recommendation

 �Citalopram (20mg/day, oral) - weak 
recommendation

Recommended against clinical use:

 Amphetamine - weak recommendation

 Citalopram (10mg/day, oral) - weak recommendation   

 Dextroamphetamine - weak recommendation

 Di-Huang-Yi-Zhi - weak recommendation

 Fluoxetine - weak recommendation

 Lithium - weak recommendation

 MLC601 - weak recommendation

 Phosphodiesterase-5 Inhibitor PF-03049423 - 		
      weak recommendation

European Guidelines:

Diagnosis and treatment of chronic inflammatory 
demyelinating polyradiculoneuropathy (CIDP)

A first revision of the consensus guideline on the definition, investigation, and 
treatment of CIDP was published in 2010. The aim was to develop a second revision of 
this guideline, using GRADE (Grading of Recommendations, Assessment, 
Development, and Evaluation) methodology.

Recommendations for the use of disease-modifying treatments
ALS is one of the few neurodegenerative diseases for which disease-modifying therapies are approved.

Diagnostic 
criteria:

The principal 
treatment 
recommendations 
are:

C I D P  is a chronic disorder of the peripheral nerves and nerve roots characterized by 
progressive weakness and sensory loss in the legs and arms. The disorder is caused by 
inflammation and demyelination of the peripheral nerves.

•  �Typical CIDP and CIDP variants (multifocal, 
focal, distal, motor, or sensory CIDP) are well 
characterized entities with specific clinical and 
electrodiagnostic phenotypes

•  �Based on the strength of the electrodiagnostic 
evidence for demyelination, two levels of 	
diagnostic certainty are distinguished; CIDP and 
possible CIDP

•  �If electrodiagnosis confirms only possible CIDP, 	
fulfilment of 2 supportive criteria (CSF, imaging, 
nerve biopsy or objective response to treatment) 
upgrades the diagnosis to CIDP

•  �Chronic immune sensory polyradiculopathy 
(CISP) and chronic autoimmune nodopathies are 
not classified as CIDP variants

•  �Intravenous immunoglobulin (IVIg) or cortico-
steroids are strongly recommended as initial 
treatment in typical CIDP and CIDP variants

•  �Plasma exchange is strongly recommended if 
IVIg and corticosteroids are ineffective

•  �IVIg should be considered as the first-line 	
treatment in motor CIDP (Good Practice Point)

•  �For maintenance treatment, IVIg or 		
subcutaneous immunoglobulin (SCIg) as well as 	
corticosteroids are recommended

•  �If the maintenance dose of any of these 	
treatments is high, combination treatments or 
adding an immunosuppressant drug should be 
considered (Good Practice Point)

Read the full guideline in the European Journal of Neurology: 
https://onlinelibrary.wiley.com/doi/10.1111/ene.14959 

This guideline was developed using the GRADE framework. When using GRADE, panels make strong recommendations when 
most clinicians and patients would choose the recommended course of action. A weak recommendation indicates that clinicians 
and patients should consider the recommended course of action, but the final decision should be based on discussion, case-by-
case risks, and preferences.

This guideline was developed using the GRADE framework. 

https://doi.org/10.1111/ene.14888
https://onlinelibrary.wiley.com/doi/10.1111/ene.14936
https://onlinelibrary.wiley.com/doi/10.1111/ene.14959
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European Guideline: 

European Stroke Organisation (ESO) and European 
Academy Neurology (EAN) Joint Guidelines on 
Post-stroke Cognitive Impairment

T H E  O P T I M A L  M A N A G E M E N T  of post-stroke cognitive impairment
remains controversial. These joint European Stroke Organisation (ESO) and 
European Academy of Neurology (EAN) guidelines provide evidence-based 
recommendations to assist clinicians in decision making around prevention, 
diagnosis, treatment and prognosis. The guidelines also highlight fundamental 
areas where robust evidence is currently lacking.

Read the full guideline in the European Journal of Neurology: 
https://doi.org/10.1111/ene.15068

People with
History of Stroke

People with
History of Stroke

People with
History of Stroke

Informative Statement

Informative Statement

Informative Statement
Recommendation

Recommendation

Recommendation
Monitored lifestyle-
based interventions 
(exercise, dietary
change, alcohol 
moderation, weight 
loss, smoking cessation), 
alone or in combination

We are uncertain about whether       
monitored lifestyle-based interventions 
prevents future cognitive decline or 
dementia compared to usual care No recommendation

Monitored intensive 
management of 
vascular risk factors

We are uncertain about whether       
monitored intensive management
of vascular risk factors prevents
future cognitive decline or dementia 
compared to usual care

No recommendation

Monitored 
multicomponent
interventions (lifestyle 
and pharmacological)

We are uncertain about whether       
multicomponent interventions prevent 
future post-stroke cognitive decline or 
dementia.

No recommendation

Cognitive training

We are uncertain about the benefits 
and limitations of cognitive training for 
the prevention of cognitive decline
and dementia.

No recommendation

Stopping 
pharmacological 
management of 
vascular risk factors 
(de-prescribing)

We are uncertain about the outcomes of 
continuing treatment with antihyper-
tensive or statin medications compared 
to withdrawal of these medications for 
cognitive or quality of life outcomes.

No recommendation

Multi-item prognostic 
tools

We are uncertain over the benefits and 
limitations of using multi-item prog-
nostic tools to predict cognitive outco-
me following stroke.

No recommendation

Structural features on 
acute brain CT imaging

We are uncertain regarding the value 
of acute CT-brain imaging findings for 
predicting cognitive outcomes more 
than one year after stroke.

No recommendation

Structural features on 
acute brain MR imaging

We are uncertain regarding the value of 
acute MRI brain imaging findings, ot-
her than white matter hyperintensities, 
to predict cognitive outcomes more 
than one year after stroke

Weak for intervention /
no recommendation

Routine use of cognitive 
screening

We are uncertain on the outcomes of 
routine cognitive screening to improve 
stroke care.

No recommendation

Montreal Cognitive 
Assessment (MoCA)

We suggest in post-acute stroke set-
tings, screening of cognition using the 
MoCA be considered, it should not be 
a substitute for comprehensive clinical 
assessment.

Weak for intervention

Folstein’s Mini-Mental 
State Examination 
(MMSE)

We suggest in post-acute stroke set-
tings, screening of cognition using the 
MMSE be considered, it should not be 
a substitute for comprehensive clinical 
assessment.

Weak for intervention

https://doi.org/10.1111/ene.14888
https://onlinelibrary.wiley.com/doi/10.1111/ene.15068
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People with
History of Stroke

People with Post-
Stroke Cognitive 
Impairments

Informative Statement

Informative Statement

Recommendation

Recommendation

Addenbrooke’s 
Cognitive Examination 
(ACE)

We suggest in post-acute stroke set-
tings, screening of cognition using the 
ACE be considered, it should not be a 
substitute for comprehensive clinical 
assessment.

Weak for intervention

Oxford Cognitive Screen 
(OCS)

We are uncertain on the accuracy of 
OCS for contemporaneous diagnosis of 
dementia in stroke settings.

No recommendation

Remote assessment

We suggest in post-acute stroke set-
tings, phone-based screening of cogni-
tion can be considered, it should not be 
a substitute for comprehensive clinical 
assessment.

Weak for intervention

Cholinesterase inhibitors

We are uncertain about the outcomes 
of cholinesterase inhibitors for cog-
nition, behavioural and psychological 
symptoms, activities of daily living and 
caregiver burden.

No recommendation

Memantine

We are uncertain about the outcomes of 
memantine for cognition, behavioural 
and psychological symptoms, activities 
of daily living and caregiver burden.

No recommendation

Actovegin or 
Cerebrolysin

We are uncertain about the benefits 
and risks of actovegin and cerebrolysin.

No recommendation

Cognitive rehabilitation 
(cognitive skill training 
or compensation 
strategies)

We are uncertain about the benefits 
and limitations associated with these 
interventions for stroke survivors.

No recommendation

EAN MDS-ES Guideline: 

Treatment of Parkinson’s Disease: Invasive Therapies

T H E  E U R O P E A N  A C A D E M Y  O F  N E U R O L O G Y  ( E A N ) in collaboration with 
the European section of the International Movement Disorders Society (MDS-ES), has 
now begun to use GRADE (Grading of Recommendations Assessment, Development 
and Evaluation) methodology systematically for their guidelines. The new Parkinson’s 
Disease (PD) guidelines is a completely revised version separated into several chapters, 
of which a review on invasive therapies is the first part.

The guidance produced E I G H T  R E C O M M E N D AT I O N S  based on high-class 
evidence and five C L I N I C A L  C O N S E N S U S  S TAT E M E N T S  for topics which lack 
randomised controlled clinical trials.

Read the full guideline in the European Journal of Neurology: 
https://onlinelibrary.wiley.com/doi/10.1111/ene.15386

Offer STN-DBS (deep brain stimulation of the subthalamic nucleus) to people with advanced 
PD if fluctuations are not satisfactorily controlled with medication or if tremor cannot be con-
trolled with medication. 

1

2

3

4

5

6

7

Consider offering STN-DBS to people with early PD and early fluctuations.

Both STN- and GPi-DBS (deep brain stimulation of the globus pallidus internus) are effective 
to treat symptoms of advanced PD with fluctuations but dopaminergic medication can only be 
further reduced with STN-DBS.

Consider offering LCIG (intrajejunal levodopa/carbidopa pump) for people with advanced PD if 
fluctuations are not satisfactorily controlled with medication.

Consider offering subcutaneous apomorphine pump infusion for people with advanced PD if 
fluctuations are not satisfactorily controlled with medication.

Consider offering unilateral pallidotomy with radiofrequency thermocoagulation to people with 
advanced PD who experience troublesome fluctuations and for which DBS or pump therapies is 
not a treatment option.

Consider using unilateral MRgFUS (MRI-guided-focused ultrasound) of the STN in people 
with distinctly unilateral PD only within clinical studies or registries due to the limited data on 
this new treatment.

https://onlinelibrary.wiley.com/doi/10.1111/ene.15386
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For several interventions, controlled studies are not available or insufficient. These 
treatments are rarely used, but this guideline taskforce has issued the following 
CLINICAL CONSENSUS STATEMENTS reflecting the current state-of-the-art.

1 Randomised clinical trials (RCTs) for unilateral radiofrequency thermocoagulation of the 

thalamus for parkinsonian tremor or advanced PD are not available and formal recommendations 
are not possible. As DBS has a better safety profile this guideline taskforce does not recommend 
this treatment if safer treatments are available.

2 RCTs for unilateral radiofrequency thermocoagulation of the STN for people with PD are not 

available. Due to potential high risks for adverse events this guideline taskforce does not 

recommend this treatment.

3 RCTs for unilateral gamma-radiation radiosurgery of any of the three target nuclei are not 

available for people with PD. Due to potential high risks for adverse events this guideline taskforce 
does not recommend this treatment.

4 No sufficient RCTs are available for uni- or bilateral MRgFUS of the thalamus for medically 

resistant tremor in PD. Despite promising preliminary data, this treatment should only be applied 
within clinical studies or registries.

5 Do not use MRgFUS of the pallidum for advanced PD with fluctuations outside clinical studies.

Advanced PD 
with resistant 
fluctuations

Early PD 
with early 
fluctuations

Early PD 
without 
fluctuations

PD with 
treatment 
refractory 
tremor

PD with 
predominant 
unilateral 
symptoms

N
on

-l
es

io
na

l DBS of the subthalamic nucleus 

DBS of the globus pallium internum 

l-dopa/Carbidopa intestinal gel infusion 

Apomorphine infusion 

Le
si

on
a

l

Radiofrequency pallidotomy 

Radiofrequencythalamotomy 

Radiofrequency lesioning of subthalamic nucleus

Radiosurgery (Vim, Gpi, STN) 

MRg-focused ultrasound 

Key: with incision Offer to eligible patients (e.p.)

incisionless Consider offering to e.p.

parenteral Consider offering to ep. 
with strong limitations

Do not offer

Clinical practise statements: 
not recommended

or with limitations

Not applicable 
or no studies

Details: Refer to full guideline

Invasive treatments require appropriate selection protocols, but can profoundly 
change the life of people with PD. 
This figure shows the patient groups and 

the appropriate recommendations.

European Guidelines:

EAN – EFIC – NeuPSIG Joint Guidelines on Neuropathic 
Pain (NeP) Assessment

THESE RECOMMENDATIONS provide evidence-based clinical practice guidelines for 
the use of screening questionnaires and diagnostic tests in patients with NeP.
Read the full guidelines in the European Journal of Neurology:

Read the full guideline in the European Journal of Neurology: 
 https://onlinelibrary.wiley.com/doi/10.1111/ene.15831

*Self-administered

Further findings

No study specifically investigated the diagnostic accuracy of corneal confocal 
microscopy in patients with NeP.

Current literature does not support the use of Functional neuroimaging, 
peripheral nerve blocks for the diagnosis of NeP.

Genetic testing may be considered in specialist centres, in selected cases

STRONG 
RECOMMENDATION

CONDITIONAL 
RECOMMENDATION

•  �Douleur Neuropathique 
en 4 Questions (DN4)

•  I- DN4*
•  �Leeds Assessment of Neuropathic 

Symptoms and Signs (LANSS)

•  S-LANSS*
•  PainDETECT

• Skin biopsy
• �Trigeminal reflex testing (for secondary 

trigeminal neuralgia)

•  Quantitative sensory testing
•  �Nociceptive evoked potentials

Screening questions
Diagnostic tests

When using GRADE, panels make strong recommendation when most clinicians and patients would choose the 
recommended course of action. Weak recommendation indicates that clinicians and patients should consider the 
recommended course of action, but the final decision should be based on discussion, case-by-case risks and prefe-
rences.

https://onlinelibrary.wiley.com/doi/10.1111/ene.15831
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European Guidelines:

EAN Guideline on the Treatment of Cluster Headache

CLUSTER HEADACHE is a relatively rare, very disabling primary headache disorder 
with a major impact on patient quality of life. This guideline provides evidence-based 
recommendations for the treatment of cluster headache. It is an update of the 2006 
European Federation of Neurological Societies guideline and aims to set out the 
management of the disorder by providing evidence for specific treatment 
recommendations. 

Read the full guideline in the European Journal of Neurology: 
https://onlinelibrary.wiley.com/doi/10.1111/ene.15956

D.	 EITHER OR BOTH of the following:

B.	 SEVERE or VERY SEVERE unilateral orbital, supraorbital and/or temporal pain 	
	 lasting 15–180 minutes if untreated

C.	 Occurring with a frequency between ONE EVERY OTHER DAY and EIGHT PER DAY

E.	 NOT BETTER ACCOUNTED FOR by another ICHD-3 diagnosis

International Classification of Headache Disorders (ICHD-3) 
criteria for cluster headache

1. AT LEAST ONE of the following symptoms or signs, ipsilateral to the headache:

2. A sense of RESTLESSNESS or AGITATION (akathisia)

•  �Conjunctival injection and/or lacrimation
•  �Nasal congestion and/or rhinorrhoea
•  �Eyelid oedema
•  �Forehead and facial sweating
•  �Miosis and/or ptosis

A.	 At least FIVE attacks fulfilling criteria B–D

ACUTE TREATMENT

PREVENTIVE 

TREATMENT

•  �Oxygen 100%
•  �Sumatriptan
•  �Nasal zolmitriptan
•  �Non-invasive vagus nerve 

stimulation (nVNS)
•  �Sphenopalatine 
    ganglion (SPG) 
    stimulation

•  �nVNS
•  �SPG stimulation

•  �Oral zolmitriptan •  �Octreotide
•  �Lidocaine
•  �Ergotamine

•  �Oral corticosteroids
•  �Galcanezumab

•  �Verapamil
•  �Lithium
•  �Topiramate
•  �Ergotamine-tartrate
•  �Frovatriptan
•  �Valproic acid
•  �Melatonin
•  �Greater occipital 

nerve (GON) block
•  �GON stimulation

Strong 
recommendation for

Weak 
recommendation for

Consensus 
statement*

Recommendations for the treatment of cluster headache

The development of these guidelines followed the Grading of Recommendations Assessment, Development and 
Evaluation (GRADE) framework, and the EAN recommendations on the development of a neurological management 
guidelines. Recommendations are expressed as ‘strong’ or ‘weak’, indicating the trade-off between desirable and non-
desirable consequences of an intervention.  
All members of the task force unanimously agreed on the recommendations.

*Given the rareness of cluster headache and the often limited availability of evidence, the Authors decided to issue 
consensus statements regarding the use of pharmacological/non pharmacological treatment options in those cases 
where evidence from randomized or controlled clinical trials was not identified. 

https://onlinelibrary.wiley.com/doi/10.1111/ene.15956
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European Guidelines:

EAN - PNS Guideline on the Diagnosis and Treatment of 
Guillain-Barré Syndrome

THE GUIDELINE provides evidence-based recommendations 
and consensus-based Good Practice Points (GPPs) on the diagnosis and treatment of 
Guillain-Barré syndrome (GBS) in clinical practice. The Guideline is intended for 
neurologists, paediatric neurologists and other physicians in secondary and tertiary 	
care settings. The aim is to optimise diagnostic accuracy and to improve patient 		
outcomes.

Read the full guideline in the European Journal of Neurology: 
https://onlinelibrary.wiley.com/doi/10.1111/ene.16073

Diagnostic criteria for motor-sensory or motor GBS

GBS is an acute polyradiculoneuropathy with widely varied symptoms in terms of presentation and severity. 
The diagnosis of GBS relies upon a combination of clinical features, often with the support of 
electrodiagnostic and laboratory tests.

CIDP, chronic inflammatory demyelinating polyneuropathy; CSF, cerebrospinal fluid; NCS, nerve conduction study.

a) Weakness may start in the legs (or other location in regional variants of GBS). 
b) Only applies if duration of progression is known (e.g. to separate from CIDP).

Progressive weakness of 
arms and legsa 

Relative symmetry 
Relatively mild/absent sensory 
symptoms and signs

Cranial nerve involvement 
(especially bilateral facial palsy)

Pain (muscular/radicular in back 
or limb)

Respiratory insufficiency 
(due to muscle weakness)

Autonomic dysfunction

Recent history of infection (<6 weeks), (possibly also surgery)

CSF: increased protein; normal 
protein does not rule out diagnosis. 
White cells usually <5x106/L

Blood: Anti-GQ1b antibodies usually 
present in Miller Fisher syndrome

Electrodiagnosis: NCS consistent 
with polyneuropathy; NCS may be 
normal during first days of disease

Progressive worsening  
for no more than 4 weeksb

Tendon reflexes absent or 
decreased in affected limbs

Required features

Supporting features

Supporting laboratory fingdings

Strong recommendations Weak recommendations

Plasma exchange (PE) •  �Start PE as soon as possible in 

patients unable to walk unaided 

(GBS-Disability grade 3 or more) 

and within 4 weeks from onset 

•  �Four to five exchanges over 1–2 

weeks with a total exchanged volu-

me of 12–15 litres in patients who 

are severely disabled (unable to walk 

unaided, bedridden or ventilated)

•  �Two exchanges in patients still 

able to walk unaided but who 

cannot run (GBS-Disability grade 

2) within the first 2 weeks from 

onset of weakness

Intravenous 
immunoglobulin 
(IVIg)**

•  �Start IVIg (0.4g/kg/day for 5 days) 

as soon as possible in patients un-

able to walk unaided (GBS-Disabili-

ty grade 3 or more) if still within the 

first 2 weeks from onset of weakness 

•  �Patients with a poor prognosis† 

should also be treated with only 

oneof IVIg (0.4g/kg/day for 5 days)

•  �Use the most frequently used and 

proven effective standard course 

of IVIg (0.4g/kg/day for 5 days) 

rather than a low-dose (0.4g/kg/

day for 3 days) or a 2-day regimen 

(1g/kg/day)

The development of this guideline followed the Appraisal of Guidelines for Research & Evaluation Instrument (AGREE 
II) and the Grading of Recommendations Assessment, Development and Evaluation (GRADE) frameworks, and the EAN 
recommendations on the development of a neurological management guideline. Recommendations are expressed as 
‘strong’ or ‘weak’, with strong recommendations for or against an intervention when the task force judged that most in-
formed people would make the recommended choice, and weak recommendations when the task force judged that most 
informed people would choose the recommended course of action, but a substantial number would not, either because 
it was applicable or available only to a subgroup, the evidence had low certainty or the risk/benefit ratio might not be 
favourable for all patients.

*Recommendations in favour of specific treatments (IVIg or PE) are presented here. For list of treatments that have 
been recommended against use for treatment of GBS, please refer to the full guideline. Currently there is no evidence 
showing the superiority of IVIg over PE or vice versa.**There are no trials showing that IVIg is effective in GBS patients 
still able to walk. As PE and IVIg seem to be equally effective, it is likely that IVIg can also be used in these patients. 
†Based on the modified Erasmus GBS Outcome Scale (mEGOS).

Recommendations for the treatment of GBS*

https://onlinelibrary.wiley.com/doi/10.1111/ene.16073


20 | Guideline Infographics Booklet 2025 21 

European Guidelines:

EAN Guideline on the Management of Amyotrophic 
Lateral Sclerosis (ALS)

THIS GUIDELINE, which is an update of the 2012 European Federation of Neurological 
Societies guideline, provides evidence-based recommendations on the management 
of ALS. The guideline was commissioned by EAN and made in collaboration with the 
European Reference Network-Neuromuscular Diseases, with the support of the 
European Network for the Cure of ALS and the European Organization for 
Professionals and Patients with ALS.

Read the full guideline in the European Journal of Neurology: 
https://onlinelibrary.wiley.com/doi/10.1111/ene.16264

ALS is a complex neurodegenerative disorder in the frontotemporal 
dementia-motor neuron disease continuum. Progressive muscle weakness, 
stiffness and wasting result from the loss of upper and lower motor neurons 
in the motor cortex, brain stem nuclei and anterior horn of the spinal cord.

RILUZOLE* 50 MG

TWICE DAILY

(ALL FORMULATIONS

MAY NOT BE AVAILABLE IN 

ALL COUNTRIES)

TOFERSEN
(MAY NOT BE AVAILABLE IN 

ALL COUNTRIES)

• Offer lifelong riluzole at diagnosis

• Offer first-line tofersen for 	progressive 
ALS caused by pathogenic SOD1 	
mutations

• Discuss with the patient that this 
treatment may be associated with serious 
adverse events

• If adverse events (AEs) are
noted, consider reducing the dose 
and re-evaluate

• If AEs persist, consider
stopping riluzole

Recommendations for the use of disease-modifying treatments
ALS is one of the few neurodegenerative diseases for which disease-modifying therapies are approved.

Treatment Strong recommendation 
in favour

Weak recommendation
in favour

*For Riluzole, preference for oral, liquid or other formulation may vary between patients.

ENTERAL FEEDING*

PARENTERAL

FEEDING

GENERAL

• Discuss gastrostomy at an early 
stage and at regular intervals as ALS 
progresses

• Consider the person’s
preferences and issues (e.g. ability to 
swallow, weight loss, respiratory 	
function, etc.)

• In case of respiratory insufficiency, 
first introduce NIV and perform 	
gastrostomy with the patient establis-
hed on NIV**

• If a person is referred for
gastrostomy, start without delay

• Explain the benefits of early
gastrostomy and potential risks of late 
gastrostomy, recognisig that some 	
people will not want the procedure

• Discuss gastrostomy with the
patient’s family members/ carers, with 
the person’s consent if they have the 
ability to give it

• If gastronomy is not feasible, 
consider parenteral feeding**

• Identify causes for weight loss and 
reduced food and fluid intake (e.g. 
swallowing problems, respiratory 
insufficiency, depression, etc.)

• In case of weight loss or swallowing 
difficulties, consult the dietitian, speech 
therapist and/or occupational therapist for 
advice on food composition, 
consistency, and meal frequency, 
supplements, fluid intake and 
consistency, choking risk, use of 
utensils, and positioning and seating

• If a person is referred for a gas-
trostomy, consider nasogastric tube 
feeding if needed, while awaiting 
gastrostomy placement**

Recommendations for nutritional support
Nutritional support, particularly gastrostomy, can play a critical role in the management of ALS and 
patient outcomes.

Nutritional support Strong recommendation 
in favour

Weak recommendation
in favour

*Adapted from NICE guideline.
**New recommendation added by EAN.

https://onlinelibrary.wiley.com/doi/10.1111/ene.16264
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Communication
aids

Psychological
support

Treatments
for common
symptoms

End-of-life
management

Recommendations for multidisplinary care
All recommendations should be considered within the context of coordinated care using a clinic-based, 
specialist ALS multidisciplinary team approach. The clinic maybe community or hospital based and should 
include healthcare and social care professionals with expertise in ALS and staff who see people in their own 
home, all of whom have access to the appropriate specialist services. Effective communication and coordina-
tion between all professionals is paramount, along with regular, coordinated assessments of people’s 	
symptoms and needs.

The development of this guideline followed the Grading of Recommendations Assessment, Development and Evaluation (GRADE) 
framework. The strength of a recommendation reflects the extent to which the guideline panel is confident that desirable effects of an 
intervention outweigh undesirable effects, or vice versa, across the range of patients for whom the recommendation is intended.

For a list of treatments that have been recommended against use for ALS treat-
ment, please refer to the full guideline. Please also refer to the full guideline for 
recommendations on the following critical areas of holistic ALS management:

NON-INVASIVE

VENTILATION (NIV)

INVASIVE

VENTILATION (IV)

PHARMACOLOGICAL*

• Offer NIV to all patients with ALS 
with either symptoms, signs, or 	
laboratory investigations supportive of
respiratory insufficiency

• Make every effort to allow the use of 
NIV independently of bulbar function

• As part of advance care planning, find 
the right moment to discuss IV with the 
patient and their family carers

• Aim to avoid emergency IV (e.g. 	
unplanned hospital admission)

• Be sensitive about timing, considering 
the patient’s clinical status and the 
patient’s and carer’s emotional ability to 
cope with this conversation

• If a person is referred for a 		
gastrostomy, consider nasogastric 
tube feeding if needed, while 	
awaiting gastrostomy placement**

• When NIV or IV is not tolerated 
or successful, or the patient is in 
end-stage disease:
   • Consider opioids to relieve
   breathlessness
   • Consider benzodiazepines
   to manage breathlessness that    
   is exacerbated by anxiety

*Adapted from NICE guideline.

Recommendations for the management of respiratory insufficiency
The median survival of people with ALS is 3 years after disease onset, mostly due to

respiratory failure.

Intervention Strong recommendation 
in favour

Weak recommendation
in favour
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EAN Guidance: 

NEUROGED guidelines on assessing and treatening
neurologic urinary and sexual symptoms

Collaborative recommendations by European Academy of Neurology (EAN), European 
Federation of Autonomic Societies (EFAS) and International Neuro-Urology Society 
(INUS) The procedure yielded 63 items, listed in accordance to a particular domain. 
Selected guidance is included within the below table. 

Neurological disorders often cause urinary and sexual symptoms, impacting quality of 
life and may contribute to unplanned hospital admissions.

These evidence-based guidelines provide a comprehensive framework for neurologists 
to assess and treat these symptoms.

Read the full guideline in the European Journal of Neurology:
https://onlinelibrary.wiley.com/doi/full/10.1111/ene.70119

Key recommendations for assessing urinary symptoms:

Assessment		         Recommendations

Treatment	                     Recommendations

History-taking
and physical
examination

Regularly ask about urinary symptoms and perform a targeted
physical examination

Urinalysis
Perform at the initial evaluation and with clinical changes,
such as worsening urinary symptoms or suspected UTIs

Bladder diary Complete a three-day bladder diary as part of the initial evaluation

Post void residual
volume (PVR)

Measure at initial evaluation and at follow-up if new or
worsening symptoms

Renal function tests Assess blood urea and serum creatinine as part of the
initial evaluation

Urodynamic testing Only recommended for atypical symptoms, high risk for upper
urinary tract damage, or failure of conservative treatments

Red flag referrals
Refer to urologists if there is a risk of developing upper urinary
tract damage, suspected urological pathology, or inadequate
response to treatment

Non-pharmacological management

Fluid intake Provide individualised advice on optimal intake and avoidance of
certain beverages

Bladder retraining Offer advice when experiencing urinary urgency

Pelvic floor
exercises Offer when experiencing urinary urgency and/or stress incontinence

Intermittent
catheterisation

Offer as first-line therapy for urinary retention when PVR
consistently > 150 mL

Indwelling
catheterisation

Suprapubic catheter preferred over urethral catheterisation when
long-term indwelling urinary bladder drainage is unavoidable

Tibial nerve
stimulation

May be offered when not responding well to, or cannot tolerate,
other treatments

Appliances (i.e.
urine flasks, pads,
diapers, condom
catheters)

Offer appliances to alleviate the social impact of urinary incontinence

Pharmacological management

Oral medications Offer antimuscarinic agents or beta-3 adrenoceptor agonists when
reporting urinary storage (overactive bladder) symptoms

Desmopressin Desmopressin may be offered selectively for nocturia or
nocturnal polyuria

α1-adrenoceptor
blockers Could be offered for voiding symptoms

Antibiotic use

Antibiotic
prophylaxis Do not use routinely in individuals who catheterise

Asymptomatic
bacteriuria Do not routinely offer antibiotics to treat asymptomatic bacteriuria

Treating UTIs In individuals who use catheters, antibiotic treatment should be
guided by the results of urine culture and antibiotic sensitivity

Good practice statement Good practice statement Strong evidence Weak evidenceConsensus-based recommendation

https://doi.org/10.1111/ene.14888
https://onlinelibrary.wiley.com/doi/full/10.1111/ene.70119
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Key recommendations for assessing urinary symptoms:

Assessment		         Recommendations

History-taking Regularly ask about sexual problems and explore multidimensional
contributing factors

Physical
examination

Perform a targeted physical examination when necessary to identify
physical contributors to sexual dysfunction

Laboratory
examinations

In the appropriate clinical context, assess vascular risk factors and

testosterone level

Red flag referrals Refer individuals with complex sexual dysfunction for specialist care

Lubricants Consider for dyspareunia or vaginal dryness

Vibrators Discuss with individuals experiencing sexual problems

PDE5 inhibitors Offer as a first-line treatment to males experiencing ED

Vacuum devices May be offered as a second-line treatment to males experiencing ED
May be discussed with females experiencing sexual arousal problems

Intracavernous
prostaglandin
injections

Offer as a second-line treatment to males experiencing ED

Multidimensional
factors

Regularly address factors affecting sexual activity and intimacy:
Primary: Direct neurological damage (e.g., genital numbness)

Secondary: Associated physical symptoms (e.g., spasticity, incontinence)

Tertiary: Social and emotional aspects (e.g., body image, relationships)

ED: erectile dysfunction; PDE5: phosphodiesterase-5.
UTI: urinary tract infection
PVR: post void residual

The NEUROGED guidelines were developed by a task force of 38 experts in collaboration with EAN, EFAS, and INUS. The process followed the ADAPTE methodology, 
endorsed by the Guidelines International Network, to adapt existing high-quality guidelines while addressing areas with limited evidence. Guidelines were assessed 
using the AGREE II instrument and recommendations developed by adapting or adopting content from top-ranked guidelines. When evidence was lacking, de novo 
recommendations were created through expert consensus. Recommendations underwent patient review and were refined at a steering committee meeting. 		
A modified Delphi process was used to achieve ≥80% consensus on wording and strength, applying an Evidence to Decision (EtD) framework adapted from GRADE. 
The NEUROGED guidelines include evidence-based recommendations, good practice statements and consensus-based recommendations.

Critical success
factor:
Collaboration
between neurologists, 
urologists, and allied 
specialists.

Why these guidelines matter:
• Comprehensive urogenital care minimizes 
  complications such as urinary incontinence, 
  UTIs, and renal damage.
• Optimal care enhances quality of life by addressing
  physical, psychological, and relational impacts for
  patients with neurological diseases.


