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Priority #1: Don’t miss anything deadly!
* Look for a headache plus a concerning red flag feature...

Look for a Headache Plus...

Sudden/severe onset

Focal neurologic deficit or altered mental status
Immunocompromised state

Advanced age

Pregnancy

Coagulopathy

Malignancy

Fever

Visual deficit

R EEE R

Loss of consciousness

Tabatabai RR and Swadron SP. Emerg Med Clin N Am 2016
Edlow JA et al. Ann Emerg Med 2008

Systemic symptoms
Neurologic signs/symptoms
Onset

Oider patient (>50)

Previous headache history

* Treat the true thunderclap headache with the respect it deserves...

SAH, ICH (SDH, EDH, IPH, IVH)
Step 1 - Brain CT E Tumor and other masses

Hydrocephalus
Sphenoid sinusitis

s i s SAH
: Multiple ; §Hir56't':°m g (‘s”tg‘: 02 :;: _’- Meningitis & encephalitis
LMCH Y P e R Pseudotumor cerebri
b= ¢ i byradiologist : pressure) . : :
P S Foevoeoent l Spontaneous intracranial hypotension
CTA or MRA « Pregnant/post-partum
for RCVS - Hypercoagulable

e * Multiple TCHs

sup3"m‘l.m STOP * Head/neck trauma

« Visual symptoms

_needing. - New severe hypertension

* Subtle neurologic deficits

Discharge with
PCP or neurology
follow-up

=

.

Selected imaging for the target diagnosis including

0—-4— cervical artery dissection, CVST, pituitary apoplexy, AIS,

PRES, RCVS or symptomatic unruptured aneurysm

Edlow JA. Ann Emerg Med 2017



Priority #2: Make Patients Feel Better!

Patient presents with
complaint of
HEADACHE

Despite national quality initiatives, the majority of patients still receive opioids
Triptans are a generally underutilized, yet effective option when not contraindicated
For most patients, NSAIDs and a dopamine antagonist (+/- antihistamine) works

Cleveland Clinic Emergency Department
Acute Headache Management Algorithm
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1. Does patient have new
or different headaches
in past 6 mo?

\NV
1. Are headaches recurrent

that interfere with work,
family or social function?

2. Do headaches last at
least 4 h untreated?

YES TO BOTH QUESTIONS

Diagnosis:
MIGRAINE

YES

Or go directly to step 3 if previous response to sumatriptan or DHE-45

Evaluate for Red Flags

. fever, chills,

* Secondary risk factors:
malignancy, Immunosuppression

* Neurologic symptoms or abnormal signs

*  Onset: sudden/abrupt

*  Oider age >50 years

« Pattern change: first headache or different
from previous headache history
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Evaluate for Yellow Flags

* Drug seeking with underlying chronic pain

* Recurrent ED visits without appropriate
outpatient management;/ PCP follow-up or

* OARRS report shows opiate use + multisourcing

Appropriate pain

Appropriate
YES evaluation for YES management.
secondary causes consultations and
4 admission
Metrics
Pain level before and after treatment

Did treatment result in admission?

¢ Treatment with an

* Opioid prescribed on

opioid? discharge?
* # of consults obtained * Patient has PCP? Fol-
« Imaging obtained low-up plan?
STEP 3

Assess for contraindications:

pregnancy, allergies,
comorbid conditions

Assess for contraindications: uncontrolled
HTN, pregnancy, history of stroke or CAD
Sumatriptan, 6 mg sc — may repeatin 1 h
if no response.

(Max dose 12 mg in 24-h period)

OR
DHE-45: Start with 0.25 mg IVP over 1 min or
sc. If needed repeat in 1 h

. STEP 2 1 mg IVP over 1 min or 1 mg sc.
No Dexameth:j:ne 48 mg Choose an antiemetic:
AVOID OPIOIDS AND +50% o Prochlorperazine 10 mg IVP over 30 sec
-4h
Valproate sodium I @ ORpm
500-1,000 mg/50 mL
STEP 1 - =50% - NS over 20 min Metoclopramide 10 mg IVP over 2 min
mi
i OR
Ketorolac 30 mg IVP or relief? AND
3060 mg IM Magnesium sulfate Ondansetron 4-8 mg IVP over 30 sec
AND YES 1gWNoverih !
Metoclopramide 10 mg
IVP over 2 min or
Ondansetron 8 mg IVP "em
AND Discharge Patient
Diphenhydramine 1. Disposition NO
2550 mg VP 2. No oplate scripts \/
AND 3. If responsive to ketorolac,
IV fluids for hydration discharge with toradol script 10 mg Consult Neuro/Admit
LIRS or, i local and not sedated from medications,
4. If response to sumatriptan, same day appointment with PCP
with script If headaches are frequent >4 per mo or frequent ED
KEY 5. If response to DHE, discharge with visits, appointment with Lakewaod Neurology within
BID, twics caiy scn_n( for Migranal nasal spray 1 week of discharge
script or DHE subcutaneous
CAD, coranary artery disease
DHE, Dittydroergotaming 6. If responsive to valproate, valproic
£D, emergency department taper 250 tid for 3 d, 250 bid for3 s - -
TN, hypertension d, 250 qd for 3 d, then stop. Admission Criterla 5. anovt»d cw_mdnmn requiring monitor-
M, nitramuscularly 7. Discharge with PCP follow-up 1. High-frequency headache with signifi- ing such as:
nt disabllf - i lon
VP, NV push 8. If headaches are frequent >4 per GOy - Seve. OEEIEEE i X
OARRS, R‘:‘p‘; xﬁrv;;«:"ﬁx month or repeat ED visits, follow up 2. Intractable vomiting - Barbiturate or narcotic gddu:tlon
PCP, primary care physician with neurology at Lakewood Hospital 3. Dehydration th_::ﬂmay rrqulre hospitalization for
N g i
Q, four tmes day 9. If no PCP, refer to PCP 4. New neurologic findings, ataxia, winarawE
SC, subcutanecusly nystagmus or syncopal symptoms 6. Unable to care for self
TID, three times daly 7. No social support system

When all else fails, think regional anesthesia!

o http://socmob.org/2014/01/paraspinous-cervical-block-headache/

o https://www.aliem.com/2017/03/trick-sphenopalatine-ganglion-block-primary-headaches/
o https://dailyem.wordpress.com/2013/08/19/occipital-nerve-block-for-occipital-neuralgia/




