
Headaches are a common presentation to emergency departments (EDs), with migraine
accounting for 30% of pediatric headache visits. The average age of onset is 7 years in boys,
and 9 years in girls, with migraine becoming more common in girls by adolescence. Despite
their prevalence, evidence for managing acute migraine attacks in children is limited,
resulting in significant practice variation. 

DIAGNOSIS

International Classification of Headache Disorders (ICHD, 3  edition) diagnostic criteria:rd

A. At least 5 attacks  fulfilling criteria B-D
B. Headache attacks lasting 2 to 72 hours (untreated or unsuccessfully treated)
C. Headache has at least 2 of the following 4 characteristics:

unilateral or bilateral frontotemporal location (bilateral more common in children) 
pulsating quality
moderate or severe pain intensity
aggravated by or causing avoidance of routine activity (e.g. walking, climbing stairs)

D. During headache, at least 1 of the following:
nausea and/or vomiting
photophobia and phonophobia

E. Not better accounted for by another ICHD-3 diagnosis

Because the ICHD-3 criteria require at least five attacks for diagnosis, they may have
reduced sensitivity in the ED, where children may present with first episode of moderate to
severe headache. In this case, diagnosis involves ruling out dangerous secondary causes

RED FLAG FINDINGS

Altered level of consciousness or confusion
Fever or meningeal signs
Abnormal neurological exam or signs of increased ICP (papilledema, ataxia)

MANAGEMENT

Place patient in a dark, quiet room with a stretcher if possible. Avoid screens
Consider urine pregnancy test for assigned females (post-menarchal)
Vital signs and pain scale q1h. Continuous cardiorespiratory monitoring for IV meds
Discuss goals of treatment with the patient and family. The goal of treatment is to
improve pain to a tolerable level as opposed to eliminating the pain entirely
Initial management of acute migraine includes:

Ibuprofen 10mg/kg/dose PO (maximum 600 mg/dose) x 1 (preferred)
Acetaminophen 15mg/kg/dose PO (maximum 1000 mg/dose) x 1
Triptans if age 6 years or more (more effective when given early):

Less than 40 kg: Rizatriptan 5mg ODT x 1
Greater than 40kg: Rizatriptan 10 mg ODT x 1
Age greater than 12 years: Sumatriptan 20 mg INTRANASAL x 1 (preferred)

The Pediatric Pulse
October 2026

Migraine

Keep your finger on the pulse of what’s happening in pediatric healthcare



Ondansetron ODT if nausea or vomiting
15 - 30 kg: 4 mg PO x 1 
More than 30 kg: 8 mg PO x 1 

Ketorolac IV 0.5mg/kg/dose (maximum 10mg/dose) can be given if patient is
vomiting and unable to tolerate Ibuprofen PO

If ineffective after 45-60 minutes:
Metoclopramide 0.15 mg/kg/dose IV (maximum 10 mg/dose) x 1

There is no evidence to support diphenhydramine for prevention of acute
dystonias. Treat dystonias with diphenhydramine 1 mg/kg/dose IV (maximum
50 mg/dose)

EVIDENCE

Opioids are NOT recommended for treatment of acute headaches in children and
adolescents. Opioids may increase length of stay, readmissions and ED re-visits
Administration of IV fluids should be based on hydration status. Administer 0.9%
NaCl 10-20 mL/kg/dose IV (maximum 1 L) x 1  for patients with signs of dehydration
Intranasal lidocaine has shown promise in adults and preliminary studies in children
are suggestive of benefit. Use lidocaine 2% (20 mg = 1 mL) or 4% (20 mg = 0.5 mL)
topical solution. Split dose and give ½ in each nostril. Administer using nasal mucosal
atomizer device
Greater occipital nerve blocks may be considered for refractory migraine. Use should
be based on clinical expertise. Multiple regimens have been studied:

2 mL lidociane 2% or bupivacaine 0.5% (+/- methylprednisolone 40 mg)
There is no data to support the routine use of dexamethasone for preventing rebound
headache in children. Consider naproxen 7 mg/kg/dose (maximum 500 mg/dose) PO
BID for up to 72 hours

DISCHARGE

The patient can be discharged home if the treatment has provided improvement in
pain and the patient/caregiver feel they can manage symptoms at home
Provide discharge instructions about treatment at home and reasons to return to ED

Advise families to treat any future migraines as early as possible
GP follow up or referral to a pediatrician may be appropriate for ongoing
management and consideration of preventative treatments
Recommend using a migraine diary app and provide a Migraine Action Plan

ADMISSION

Consult local Pediatrician or Pediatric Neurology if:
Patient presents with acute migraine and any red flag signs or symptoms
Ongoing symptoms despite treatment and significant functional limitation

Consider transfer to tertiary facility if subspecialty intervention required or child
requiring escalation of care beyond the comfort of the local healthcare facility
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https://www.childrenscolorado.org/globalassets/community/school-nurse/migraines-and-headaches/headache-action-plan.pdf


Comfort 
CornerPutting the Pieces Together 

November 2 to 6, 2026

Pain Canada is hosting a free virtual conference for and by people with pain. They are
offering a variety of sessions throughout National Pain Awareness week.

This year's agenda will cover the pain community's priorities, from equity, diversity and
inclusion, to pediatric pain and connected care, pain and mental health, art-based
storytelling, peer support groups, trades workers and pain, and how AI is shaping the future
of pain care, alongside practical sessions on wellbeing and building plans for pain flares.

Please contact painchampions@iwk.nshealth.ca if you are interested in being added to
the waitlist for our in-person Maritime Pain Champion Event being held on November 2
at Brigadoon Village, in Aylesford, NS.
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National TREKK-PERC Collaborative Education Session, "Pediatric Emergency
Knowledge to Care: Gastroenteritis Care" presented by Dr. Stephen Freedman

Our colleagues on the Transitions of Care Team are recruiting for the Transition of
Care Committee and have some upcoming events you may be interested in! Check

out their save the date poster below

Reach out to IWKTransition@iwk.nshealth.ca or youreincharge@iwk.nshealth.ca if
you have any questions or would like more information


	The Pediatric Pulse
	Migraine
	Headaches are a common presentation to emergency departments (EDs), with migraine accounting for 30% of pediatric headache visits. The average age of onset is 7 years in boys, and 9 years in girls, with migraine becoming more common in girls by adolescence. Despite their prevalence, evidence for managing acute migraine attacks in children is limited, resulting in significant practice variation.
	DIAGNOSIS
	International Classification of Headache Disorders (ICHD, 3rd edition) diagnostic criteria:
	A. At least 5 attacks  fulfilling criteria B-D
	B. Headache attacks lasting 2 to 72 hours (untreated or unsuccessfully treated)
	C. Headache has at least 2 of the following 4 characteristics:
	unilateral or bilateral frontotemporal location (bilateral more common in children)
	pulsating quality
	moderate or severe pain intensity
	aggravated by or causing avoidance of routine activity (e.g. walking, climbing stairs)
	D. During headache, at least 1 of the following:
	nausea and/or vomiting
	photophobia and phonophobia
	E. Not better accounted for by another ICHD-3 diagnosis
	Because the ICHD-3 criteria require at least five attacks for diagnosis, they may have reduced sensitivity in the ED, where children may present with first episode of moderate to severe headache. In this case, diagnosis involves ruling out dangerous secondary causes

	RED FLAG FINDINGS
	Altered level of consciousness or confusion
	Fever or meningeal signs
	Abnormal neurological exam or signs of increased ICP (papilledema, ataxia)

	MANAGEMENT
	Place patient in a dark, quiet room with a stretcher if possible. Avoid screens
	Consider urine pregnancy test for assigned females (post-menarchal)
	Vital signs and pain scale q1h. Continuous cardiorespiratory monitoring for IV meds
	Discuss goals of treatment with the patient and family. The goal of treatment is to improve pain to a tolerable level as opposed to eliminating the pain entirely
	Initial management of acute migraine includes:
	Ibuprofen 10mg/kg/dose PO (maximum 600 mg/dose) x 1 (preferred)
	Acetaminophen 15mg/kg/dose PO (maximum 1000 mg/dose) x 1
	Triptans if age 6 years or more (more effective when given early):
	Less than 40 kg: Rizatriptan 5mg ODT x 1
	Greater than 40kg: Rizatriptan 10 mg ODT x 1
	Age greater than 12 years: Sumatriptan 20 mg INTRANASAL x 1 (preferred)



	The Pediatric Pulse
	Migraine
	Ondansetron ODT if nausea or vomiting
	15 - 30 kg: 4 mg PO x 1
	More than 30 kg: 8 mg PO x 1
	Ketorolac IV 0.5mg/kg/dose (maximum 10mg/dose) can be given if patient is vomiting and unable to tolerate Ibuprofen PO
	If ineffective after 45-60 minutes:
	Metoclopramide 0.15 mg/kg/dose IV (maximum 10 mg/dose) x 1
	There is no evidence to support diphenhydramine for prevention of acute dystonias. Treat dystonias with diphenhydramine 1 mg/kg/dose IV (maximum 50 mg/dose)
	EVIDENCE
	Opioids are NOT recommended for treatment of acute headaches in children and adolescents. Opioids may increase length of stay, readmissions and ED re-visits
	Administration of IV fluids should be based on hydration status. Administer 0.9% NaCl 10-20 mL/kg/dose IV (maximum 1 L) x 1  for patients with signs of dehydration
	Intranasal lidocaine has shown promise in adults and preliminary studies in children are suggestive of benefit. Use lidocaine 2% (20 mg = 1 mL) or 4% (20 mg = 0.5 mL) topical solution. Split dose and give ½ in each nostril. Administer using nasal mucosal atomizer device
	Greater occipital nerve blocks may be considered for refractory migraine. Use should  be based on clinical expertise. Multiple regimens have been studied:
	2 mL lidociane 2% or bupivacaine 0.5% (+/- methylprednisolone 40 mg)
	There is no data to support the routine use of dexamethasone for preventing rebound headache in children. Consider naproxen 7 mg/kg/dose (maximum 500 mg/dose) PO BID for up to 72 hours

	DISCHARGE
	The patient can be discharged home if the treatment has provided improvement in pain and the patient/caregiver feel they can manage symptoms at home
	Provide discharge instructions about treatment at home and reasons to return to ED
	Advise families to treat any future migraines as early as possible
	GP follow up or referral to a pediatrician may be appropriate for ongoing management and consideration of preventative treatments
	Recommend using a migraine diary app and provide a Migraine Action Plan

	ADMISSION
	Consult local Pediatrician or Pediatric Neurology if:
	Patient presents with acute migraine and any red flag signs or symptoms
	Ongoing symptoms despite treatment and significant functional limitation
	Consider transfer to tertiary facility if subspecialty intervention required or child requiring escalation of care beyond the comfort of the local healthcare facility



	ACH (2026) Acute Migraine Pathway. https://achpccg.com/document/ach-acute-migraine-pathway/
	BCCH (2026. Treatment Guidelines for Migraine Headache.
	https://shop.healthcarebc.ca/phsa/BCWH_2/Pharmacy,%20Therapeutics%20and%20Nutrition/C-05-14-63233.pdf
	CPS (2025). Pharmacological management of acute migraine attacks in children and adolescents presenting to the emergency department.https://cps.ca/en/documents/position/acute-migraine
	The Pediatric Pulse
	Need to Know
	National TREKK-PERC Collaborative Education Session, "Pediatric Emergency Knowledge to Care: Gastroenteritis Care" presented by Dr. Stephen Freedman
	Our colleagues on the Transitions of Care Team are recruiting for the Transition of Care Committee and have some upcoming events you may be interested in! Check out their save the date poster below
	Reach out to IWKTransition@iwk.nshealth.ca or youreincharge@iwk.nshealth.ca if you have any questions or would like more information



