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Why is this important?
Migraine is a common emergency department problem – up to three per 
cent of emergency department visits have headache as their presenting 
complaint.[1,2]

Migraine headache can be a disabling condition. It occurs in a relatively 
young, working population and under-treatment leads to time off work 
and reduction in normal activities. Sufferers have generally tried their 
‘usual’ medication but have persistent severe symptoms.[3,4] In addition, 
frequent recurrent headache can predispose to misuse of pain relief 
medications. Overuse of narcotics can promote dependence and these 
drugs have been shown to be relatively ineffective in migraine, with high 
rebound headache rates.[2]

Best available evidence 
There are several published clinical practice guidelines for acute 
headache (Australia, US, Canada) but not all focus on acute migraine. 
Many therapies are available as acute treatment options. Most evidence 
about these treatments is based on case studies and the studies are of 
variable quality.
There are no placebo-controlled studies demonstrating the effectiveness 
of narcotic agents in the treatment of migraine.[5] Only one small 
clinical trial [3] has investigated the effectiveness of pethidine without 
adjuvant anti-emetic or phenothiazine, reporting a clinical success rate 
of 56 per cent. Any benefi t must be balanced against the potential for 
development of dependence.[2] This is highlighted in a study of 1,900 
patients with chronic headache, of whom fi ve per cent were defi ned as 
analgesic abusers.[6]

Treatments with clearer evidence of effectiveness in acute migraine 
include phenothiazines (chlorpromazine, prochlorperazine), triptans and 
metoclopramide.[7,8] Suggested treatment in mild, moderate and severe 
cases are given in the table opposite.
Given that the risk/benefi t ratio for pethidine in migraine is unclear and 
that there are other more effective agents available, use of pethidine to 
treat migraine is not recommended.[7,8]

Using the recommended fi rst-line treatments 
for migraine would provide superior pain 
relief for migraine sufferers, without the risk 
of pethidine dependency.

Current practice
Pethidine is commonly used in some countries as fi rst line management 
for migraine or severe headache.[1] Available data from the USA suggests 
that there is considerable variability in practice and, in particular, there 
is overuse of narcotics and under-use of phenothiazines.[1] Two studies 
looked at eight emergency departments in the USA and Canada with 
990 patients who presented with migraine. Up to 78 per cent received 
narcotics as fi rst line therapy and over half of these were given 
pethidine.[2,9] In Australia, an audit of emergency departments (22 in 
New South Wales, one in Victoria) identifi ed migraine as one of the top 
four documented indications for pethidine prescribing.[10]

Implications
Patients with migraine need prompt relief of their symptoms whilst 
safely excluding other causes of headache. Using recommended fi rst 
line treatments would provide superior pain relief for migraine sufferers 
without the risk of dependency.

Management of acute migraine:

Mild/Moderate Migraine [11] 
(who have not taken own medications)

aspirin 900mg + metoclopramide 10mg orally (Level 1)

Moderate Migraine 
(who have taken usual medications or are vomiting)
Severe Migraine (Community Setting)

metoclopramide 10mg IM or prochlorperazine 12.5mg IM or 
sumatriptan 6mg SC (Level 2)

Moderate to Severe Migraine (ED setting) [12]

chlorpromazine: 25mg in 1000mls normal saline IV over 30–60 mins 
repeated if necessary or prochlorperazine12.5mg IV or sumatriptan 
6mg SC (Level 2b)
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