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INTRODUCTION There are several types of headache disorders that affect children and adolescents.  Migraine symptoms 
commonly include a throbbing quality, unilateral location and associated photophobia, phonophobia, 
nausea, vomiting and typically last hours.  Tension type headaches commonly include a dull or achy quality, 
frontal or band like location, may have associated photophobia or phonophobia, and are typically shorter in 
duration and may be more frequent than migraines. Chronic daily headache is a descriptive term that 
includes several types of headaches that are occurring 15 or more days per month for at least 3 
months.  Psychologic/Cognitive behavioral therapy (CBT) with a behavioral health provider should be an 
integral part of preventive treatment of frequent headaches, not an add-on if medications are ineffective.  
(see Appendix A). 
 
Headaches can contribute to social activity disruption and school absences.  Common adolescent lifestyle 
factors such as sleep habits, skipping meals, dehydration, caffeine intake, lack of exercise and frequent use of 
over the counter pain medications can precipitate or exacerbate headaches.  Regardless of the specific 
classification, the recommended initial evaluation and management of headaches is similar with emphasis on 
assessing for modifiable lifestyle factors or medication overuse that may be contributing to headache 
frequency.   
  
To better meet community demand and improve the patient and family experience, CT Children’s has 
implemented a Headache Center which navigates new patients to the right provider at the right site of care. 
(See Appendix C) 

 

INITIAL 
EVALUATION 
AND 
MANAGEMENT 

INITIAL EVALUATION: 
 History and physical 
 Labs (CBC, CMP, TSH) may be considered to assess for treatable causes of headache such as anemia 

or thyroid dysfunction and assess liver function if taking frequent over the counter pain 
medications or as a baseline prior to starting a preventative medication 

 Assess for lifestyle factors that can contribute to headaches (lack of adequate sleep, lack of regular 
meals and/or hydration, caffeine, lack of exercise) 

 Assess for psychosocial problems (i.e., anxiety, depression, stressors) that may contribute to 
headaches  

 Assess for medication overuse headache (use of OTC pain medications more than 2 days per week) 
INITIAL MANAGEMENT: 

 First step:  Initiate lifestyle interventions, address underlying psychosocial issues, and medication 
overuse (If medication overuse identified, limit OTC pain medications to less than 2 days per week) 

 If above not applicable or failure of response to above interventions after 6-8 weeks, proceed to a 
trial of a daily preventative medication if applicable (if headaches occur once a week or more OR 
less often but severity interferes with activity) 
See Appendix B: Medication Dosing Instructions for a list of available medication options and 
instructions for use. 

 See accompanying CLASP handouts or website for patient and provider handouts: National 
Headache Foundation Headache Diary & Information for Patients with Headaches. 

 

WHEN  
TO REFER 

DEFER REFERRAL: If you have not yet carried out an initial evaluation and 12-week or more treatment 
trial as specified in the guideline, please defer the referral and follow the appropriate guidelines. 

ROUTINE REFERRAL: If you have already carried out an initial evaluation and adequate treatment trial 
and headaches still occur once a week or more OR less often but severity interferes with activity, refer 
as routine and we will schedule the next available routine appointment for the patient. 

(With our new Headache Center model, please provide the answers to questions noted in Appendix C so 
that we may best route your patient.) 

CT Children’s CLASP Guideline 

Migraine and Other Headache Disorders 
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URGENT REFERRAL: Contact Neurologist on call and/or  refer to Connecticut Children’s ED when certain 
red flags are present: new onset or nocturnal headache with emesis, balance problem, vision changes  
or abnormal neurologic exam 

 

HOW  
TO REFER 

Referral to Neurology Department via CT Children’s One Call Access Center 
Phone: 833.733.7669   Fax: 833.226.2329 
     
Information to be included with the referral:  

 Answers to questions in Appendix C 
 Notes from the initial and follow up visits  
 Copies of recently completed labs 
 Copies of any neuroimaging 

 

WHAT TO 
EXPECT  

 

What to expect from CT Children’s Visit: 
 History and physical 
 Consideration and discussion of possible additional labs, neuroimaging, medication options 
 Patient education 

 
APPENDIX A:  PEDIATRIC HEADACHE PREVENTION & ACUTE RELIEF THERAPIES 

Pediatric Headache PREVENTION Therapies 
 Psychologic/Cognitive behavioral therapy (CBT) should be an integral part of preventive treatment of frequent headaches, not an add-on 

if medications are ineffective.  

 Most pharmacologic preventive therapies are of uncertain benefit for pediatric migraine.  The American Academy of 

Neurology/American Headache Society Pediatric Migraine Guidelines updated most recently in 2019 are indicated in the table below, with 
a + indicating medications for which evidence is available.1   

 There are no active guidelines regarding nutritional supplements for pediatric headache. Supplements listed below are used in adults and 
have good safety/tolerability. They may be considered as initial or adjunctive therapy in pediatric patients aware of evidence limitations. 

Drug Pediatric dosing Side Effects Monitoring AAN/AHS 2019 

NUTRITIONALS 

Melatonin 
3 mg – 5mg 
/night 

 Daytime drowsiness, depression, 
dizziness 

 
 

Not included in most 
recent AAN/AHS 

review 

Riboflavin (B2) 400 mg/day  Urochromia (vivid orange urine) 

Magnesium 
600 mg/day  of 
elemental Mg 

 Loose stool 

Coenzyme Q 
10 

1 - 3 mg/kg/day  GI upset, rash, low BP 

ANTIHISTAMINE 
Cyproheptadine 
(Periactin) 

2 – 8 mg QHS  Sedation  
 Appetite 

stimulation 

 Monitor weight 
gain 

Not included in most 
recent AAN/AHS 

review 

ANTI DEPRESSANT 
Amitriptyline  
(Elavil) 

10 – 75 mg QHS 
(1 mg/kg) 

 Sedation 
 Anticholinergic 

s/e: Dry mouth, 
constipation 

 QT prolongation 
at high doses 

 Consider EKG for 
doses >40 mg or 
>1 mg/kg/day 

+ 
With CBT 

psychotherapy 

ANTICONVULSANT 
Topiramate  
(Topamax) 

25 – 150 mg daily 
(may divide BID) 
(2 -3 mg/kg) 

 Weight loss 
 Nephrolithiasis 
 Paresthesias  
 Word-finding 

difficulties 
 Glaucoma 
 Can decrease 

efficacy of OCPs 
at higher doses 

 Monitor BUN/Cr 
 Start folate 

supplementation 
in menarchal pts 

+ 
Only FDA approved 

medication labeled for 
migraine prevention in 

adolescents 12 -17 
years, though not 

necessarily the most 
effective or safest 

ANTIHYPERTENSIVE 
Propranolol  
(Inderal) 

1 – 4 mg/kg/day 
Consider once 
daily extended 
release 
formulation 

 Hypotension 
 Depression 
 Vivid dreams 

Bronchospasm 

 Monitor HR, BP 
and mood 

+ 
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 Impaired 
hypoglycemia 
recovery in 
IDDM 

Pediatric Headache ACUTE RELIEF Therapies 
*Neuromodulation may be considered as an alternative or complement to pharmacologic abortives.The Nerivio device (www.nerivio.com) is 

FDA-approved for episodic and chronic migraine in children 12 and older. It requires a prescription.The unit is worn on the arm and 
controlled by a smartphone app to elicit conditioned CNS pain modulation (endogenous analgesia.) 

OTC / Analgesics 

Ibuprofen  10 mg/kg/dose PO 
Q 6-8h prn 

 
+ 

Acetaminophen 10 – 15 mg/kg/dose 
PO Q4-6h prn 

 + 

Naproxen 
5 – 7 mg/kg/dose 
PO Q 12h prn  

 

+ 
As combination 
preparation with 

sumatriptan  

ANTI-EMETICS 

Ondanestron  
(Zofran) 

≤11 yrs: 4 mg PO 
Q8h prn N/V 
12 yrs:: 8 mg PO 
Q8h prn N/V 

 Constipation 
 Dose dependent QT prolongation Not included in 

AAN/AHS review 

Prochlorperazin
e (Compazine) 

0.1 mg/kg/dose 
PO/PR Q6-8h 

 Administer with  diphenhydramine to 
minimize risk of akathisia/dystonia 

Not included in 
AAN/AHS review 

TRIPTANS 
 

Riztriptan 
(Maxalt) 

<40 kg: 5 mg PO  
≥40 kg: 10 mg PO  
Take at onset of 
migraine (not aura).  
May repeat once 
after 2 hours.  

 Do not exceed 2 doses in 24h or 10 
days per month to avoid Medication 
Overuse Headaches 

 Nausea, flushing, chest tightness, 
dizziness 

 Decrease dose in patients receiving 
propranolol. 

+ 
FDA approved for pts≥ 

6 yrs 

Zolmitriptan 
(Zomig) 

2.5 – 5 mg PO/IN at 
onset of migraine 
headache. May 
repeat once after 2 
hours.  

 Do not exceed 2 doses in 24h or 10 
days per month to avoid Medication 
Overuse Headaches 

 Nausea, flushing, chest tightness, 
dizziness, paresthesias 

+ 
FDA approved for pts≥ 

12 yrs 

Almotriptan  
(Axert) 

6.25mg or 12.5mg 
PO at onset of 
migraine headache. 
May repeat once 
after 2 hours.  

 Do not exceed 2 doses in 24h or 10 
days per month to avoid Medication 
Overuse Headaches 

 Nausea, dizziness, fatigue 

+ 
FDA approved for pts≥ 

12 yrs 

Sumatriptan  
(Imitrex) 

5 mg or 10mg or 
20mg IN or 25 mg, 
50mg PO at onset 
of migraine.  

 Do not exceed 2 doses in 24h or 10 
days per month to avoid Medication 
Overuse Headaches 

 Nausea, flushing, chest tightness, 
dizziness, xerostomia 

+ 
Only FDA approved 
for pts≥ 12 yrs as 

combination of 
Sumatriptan/Naproxen 

Other triptans (Eletriptan (Relpax), Frovatriptan (Frova), and Naratriptam (Amerge) may also be effective and are commonly 
prescribed, but are not FDA approved in pediatric patients.    

TRIPTAN + 
ANALGESIC  

Sumatriptan/ 
Naproxen  
(Treximet) 

1 tablet PO once 
per 24h at onset of 
moderate to severe 
headache. May 
repeat once after 2 
hours. 

 Nausea, dizziness, weakness, chest 
tightness, xerostomia 

+ 
FDA approved pts≥ 12 

yrs 
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APPENDIX B:  MEDICATION DOSING INSTRUCTIONS 

Medication Dose Guidelines 

FIRST LINE / 
PREVENTIVE 

 Should offer to all patients with 4 or more headaches per month.  
Offered?   Yes   No  
May take 6-12 weeks for full benefit 

 Cyproheptadine          mg at 
bedtime 

For patients 6-12 years. 2-8 mg QHS (max 0.5 mg/kg/day). May increase by 1 
mg/2weeks if no response. If headaches are uncontrolled and pt has excessive 
somnolence or weight gain, d/c. 

 Amitriptyline          mg at 
bedtime 

For patients >12 years. Start with amitriptyline 0.25 mg/kg/day or 5 mg. Advance 
dosage by 5 mg every 2 weeks to max 1 mg/kg/day or 50 mg.  D/C if ineffective or 
excessive daytime drowsiness, excessive dry mouth or difficulty urinating, or irregular 
heartbeat. 

 B2 (riboflavin)  <100 lbs: 100 mg BID.   >100 lbs: 200 mg BID.   
Causes bright yellow discolorization of urine. 

 Topiramate  6-11 years (weight 20 or more kg): 15 mg QHS x 1 week, then 15 mg BID x 1 week, 
then 25 mg BID.  Can gradually titrate to target dose of 2-3 mg/kg/day divided by BID, 
max 100 mg BID. 
12 years or older: 25 mg at bedtime x 1 week, then can increase by 25 mg every week, 
max 100 mg BID.  
Side effects: paresthesia, cognitive slowing, kidney stones, glaucoma, weight loss, 
decreased sweating. 

 Propanolol  6 years or older:  Start 0.5 mg/kg/day divided by BID.  Can titrate up to max of 4 
mg/kg/day or 120 mg/day. Contraindicated in patients with asthma. Caution if 
orthostatic hypotension, depression. 

ABORTIVE  Should offer to all patients.  Offered?    Yes   No 

 Ibuprofen (1st line)          mg QID 5-10 mg/kg q 6h, max 600 mg per dose 

 Acetaminophen (1st line)  15 mg/kg every 6 hours, max 1,000 mg per dose 

 Sumatriptan          mg  25 mg oral, 5 mg nasal spray: *Not recommended by manufacturer for use in <18 years 
of age. 

 
 

APPENDIX C:  QUESTIONS TO ADDRESS UPON REFERRAL 

In order to expedite your patient getting seen, and by the most appropriate provider, please provide answers to the One Call 
Center on the following questions: 

 Are there medical and/or behavioral health co-morbidities?  If so, what medications is the patient currently or has 
previously taken? 

 If previously seen, is this referral for a second opinion? 

 


