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Clinical Pathway For Diagnosis Of Pediatric Headache
In The Emergency Department

Acute headache in a child
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« Abnormal neurologic examination
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Abbreviations: CT, computed tomography; ICP, intracranial pressure; RBC, red blood cell; MRI, magnetic resonance imaging; URI, upper respiratory
infection; WBC, white blood cell.

For class of evidence definitions, see page 17.
Reprinted and adapted from: Clinical Pediatric Emergency Medicine, Vol. 4, Issue 3. Faiqua Qureshi, Donald Lewis. Managing headache in the pediatric

emergency department, pages 158-170, Copyright 2003, with permission from Elsevier.
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Clinical Pathway For Treatment Of Pediatric Primary Headache

Secondary cause?

Primary headache

Treat secondary cause
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Migraine or tension-type headache
(mild pain)

« Rehydration (IV or PO fluids)

 lbuprofen 10 mg/kg PO up to 600 mg
(Class )

or

* Acetaminophen 15 mg/kg PO up to
1g(Class )

or

* Ketorolac 0.5 mg/kg IV up to 30 mg
(Class 1)

and

» Ondansetron 0.1 mg/kg PO or IV up to
8 mg PRN for nausea (Indeterminate)

|
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Abbreviations: IN, intranasal; [V, intrave-
nous; PO, by mouth; PRN, as needed;
SQ, subcutaneous.

Migraine or tension-type headache (severe pain)

* Rehydration (IV fluids)

Dopamine receptor antagonist

* Prochlorperazine 0.15 mg/kg IV up to 10 mg
(Class i)

+ Chlorpromazine 0.1 mg/kg IV up to 10 mg
(Class Il)

« Metoclopramide 0.2 mg/kg IV up to 10 mg
(Class )

and/or

Triptan

« Sumatriptan 5-20 mg IN or 6 mg SQ (Class I)

« Almotriptan 6.25-12.5 mg PO (Class 1)

« Rizatriptan 5-10 mg PO (Class Il)

o Age 12-16 y: 0.25 mg/dose IV

H 1 %
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Cluster headache

« High-flow oxygen 15 L/min by non-
rebreather mask or demand-vaive
mask (Class [)

and

Triptan

« Sumatriptan 5-20 mg IN or 6 mg SQ
(Class I)

= .Zolmitriptan 2.5-5 mg PO (Class ll)

or

o Lidocaine 4% solution 0.075 mL/kg
up to 0.1125 mi/kg/dose IN (Indeter-
minate)

1
« Zolmitriptan 2.5-5 mg PO (Class Il) [ INADEQUATE RESPONSE |
or *
« Dihydroergotamine (Class lll)
o Age 6-9 y: 0.1-0.15 mg/dose IV .
o Age 9-12y: 0.2 mg/dose IV Seek expert opinion

« Magnesium sulfate 25-50
mg/kg IV up to 2 g (Class
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and l
* Valproate 5-10 mg/kg IV
up to 1 g (Indeterminate)

or

b
* Seek expert opinion
» Consider propofol 0.5 mg/kg IV up to 50 mg bolus x3
PRN (Indeterminate)

« Consider ketamine 25 mg IN (Indeterminate)
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Each action in the clinical pathway section of Pediatric Emergency Medicine Practice receives a score based on the following definitions.

Class | Class il Class Il Indeterminate tatives from the resuscitation

- Always acceptable, safe - Safe, acceptable - May be acceptable « Continuing area of research coungils of ILCOR: How to De-

+ Definitely useful - Probably useful - Possibly useful + No recommendations until velop Evidence-Based Guidelines
Proven in both efficacy and el of EVidanca: - Considered optional or altema-  further research for Emergency Cardiac Care:

ectiveness 5 eatmen Quality of Evidence and Classes
o - Generally higher levels of BT i Level of Evidence: of I:Z‘gonmend ations; also:

Level of Evidence: evidence Level of Evidence: + Evidence not available Anonymous. Guidslines for car-
One or more large prospective  + Non-randomized or retrospec- - Generally lower or intermediate - Higher studies in progress diopulmonary resuscitation and
studies are present (with rare tive studies: historic, cohort, or  levels of evidence « Results inconsistent, contradic- emergency cardiac care. Emer-

) case control studies - Case series, animal studies, tory gency Cardiac Gare Committee
- High-quality meta-analyses » Less robust randomized con- consensus panels - Results not compelling and Subcommittees, American
e i trolled trids .o o oo vmene
R - Occasionally positive resulls — o0 ineory modified from: The— Heart Assodiation. Part IX. Ensut-_
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Emergency Cardiovascular Gare - Ing effectiveness of community-
Committees of the American
Heart Association and represen-

wide emergency cardiac care.
JAMA. 1992;268(16):2289-2295.
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