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Abstract: The goal of this review is to explore the literature reports of acute confusional migraine
(ACM) including patient characteristics, migraine symptomatology, and proposed diagnostic criteria.
A literature review was conducted using PubMed, Scopus and Web of Science using the terms
“confusional migraine” and “confusional state in migraine”. All the relevant articles from 1970 to
2016 were included. A total of 120 patients were found in the literature. Most of the cases were seen in
the pediatric population with a slight male predominance. Personal or family history of migraine was
common. Most patients had a headache prior to the confusional state. In addition to confusion and
agitation, some developed visual (32.5%) and/or sensory symptoms (19%) and/or speech problems
(39%) either prior to or during the confusional state. Data on treatment outcomes is lacking. Patients
with most common forms of migraine report attention and cognitive disturbances but awareness
remains intact as opposed to patients with ACM. ACM is a distinct entity and should be included as
part of the appendix of International Classification of Headache Disoders-3 beta version (ICHD-3β)
criteria. Prospective studies are needed to further study this disorder and its association with other
migraine forms.

Keywords: acute confusional migraine; aura; disorientation; agitation; International Classification of
Headache Disoders-3 beta version; migraine variant; cognitive; diagnosis

1. Introduction

Migraine is best thought of as a multiphasic brain disorder, often with a premonitory and
postdrome phase associated with the headache. The diagnosis is characterized by moderate to severe
pain intensity, usually unilateral, lasting from 4–72 h, in addition to other associated symptoms such as
nausea, vomiting, sensitivity to light, sound, and movement. Some patients have transient neurological
disturbances called auras. Auras can cause visual, language, motor and sensory disturbances as well
as brainstem symptoms as dysarthria, vertigo, tinnitus, ataxia, double vision, and decreased loss of
consciousness. Migraine is a common type of headache in the pediatric population, but the attacks
can differ from those in the adult population. According to the International Headache Society’s
International Classification of Headache Disoders-3 beta version (ICHD-3β), recurrent gastrointestinal
disturbance, benign paroxysmal vertigo, and benign paroxysmal torticollis are episodic syndromes
that may be associated with migraine and are historically noted to occur in childhood, although they
occur less frequently in adults. Moreover, a state of confusion during a migraine attack was first
described by Gascon and Barlow, in 1970, in four children aged from 8–16 years old [1]. In 1978, Ehyai
and Fenichel named this migraine variant as acute confusional migraine (ACM) [2]. Although not a
part of the ICHD-3β, ACM is an important clinical entity that often causes high levels of disability,
diagnostic uncertainty, and may be the first presentation of a migraine in children and/or adolescents.

ACM is a migraine variant that manifests with acute confusion, agitation, disorientation, altered
mental status, speech difficulties and memory deficits [1–3]. Several classification criteria have been
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proposed. There is a paucity of related literature and limited awareness, which may be in part due to
its exclusion from the ICHD-3β. The primary objectives of this review are to summarize all the cases of
ACM reported to date and evaluate for evidence that supports ACM as a distinct clinical entity versus
a manifestation of migraine biology based on migraine phases.

2. Materials and Methods

A literature review was done using PubMed, Scopus and Web of Science using the term
“confusional migraine” and “confusional state in migraine” (Figure 1). The articles that were not
written in English language and did not entail and encompass clinical case presentation of ACM
were excluded. One abstract that was presented at various scientific meetings and conferences during
poster session was also not included, as it did not contain corresponding information about clinical
presentation in detail. The articles related to confusional states in children and adult attributed to
medical conditions other than migraine were not included. All the relevant articles, case reports and
series, published and presented in different meetings from 1970 to 2016 were included as shown in the
flow chart.
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Figure 1. Electronic Literature Search for ACM Cases.

There are 28 case reports and series related to ACM in the literature with a total number of
120 patients. (Table 1).
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Table 1. Brief description of previously reported cases of acute confusional migraine including demographic information of the patients (age, gender), clinical
presentation (predominant symptoms and percentage of people exhibiting that symptom, onset of headache relative to confusion, duration of confusional state),
treatment, and routine follow up if any (recurrence and outcomes) *.

Case Report
(Reference
Number)

No. of
Patients

(n)

Gender
Ratio
(M:F)

Age
Range
(Years)

Mean Age
(Mean ± SD) Clinical Presentation α

Headache Onset
Pre/Post-

Confusion

Duration of
Confusion

(h)
Treatment Recurrence Outcomes

Gascon G. and
Barlow C. [1] 4 3:1 8–16 12.3 ± 3.5

Disorientation (100%),
Agitation (100%), Speech
(100%), somatosensory (25%)
and memory
disturbances (50%)

Pre-confusion (4) 4–24 h Ergotamine and
Phenobarbital None

Two patients had
multiple episodes

of headache
afterwards

Emery III et al. [3] 4 3:1 5–14 10 ± 4.2

Confusion (100%), agitation
(100%), visual (50%),
somatosensory (50%) speech
(25%), and memory
disturbances (75%)

Pre-confusion (4) 1.5–9 h NA

Two patients
reported similar
episodes in the

past

Three patients
had intermittent

episodes of
headache

Ehayi A. and
Fenichel G. M. [2] 5 3:2 9–14 11 ± 2

Confusion and disorientation
(100%), Agitation (100%),
visual (80%), somatosensory
(20%), speech (40%), motor
(20%) and memory
disturbances (80%)

Pre- (4),
post-confusion (1) 0.5–24 h Ergotamine,

methysergide

Over brief period
of time all patients

had recurrent
ACM episodes

Migraine

Parrino L. et al. [4] 2 2:0 14–15 14.5 ± 0.7

Confusion and disorientation
(100%), agitation (100%),
Photophobia (50%), visual
(100%), somatosensory (50%),
speech (100%), and memory
disturbances (100%)

Pre-confusion (2) 24 h NA

One patient
reported similar
episode in the

past

None

Sacquegna T. et al.
1 [5] 1 0:1 17 17 ± 0

Confusion and disorientation
(100%), visual (100%),
somatosensory (100%), and
memory disturbances (100%)

Pre-confusion (1) 2 h NA
Several episodes
marked by less

confusion
NA

Pietrini V. et al. [6] 12 6:6 8–60 19.4 ± 13.4

Confusion (100%), agitation
(100%), visual (42%),
somatosensory (42%), speech
(25%), and motor
symptoms (17%)

Pre-confusion (10) 1–12 h NA NA NA

Haan J. et al. [7] 1 0:1 13 13 ± 0
Confusion and disorientation
(100%), agitation (100%),
memory disturbance (100%)

Pre-confusion (1) 12 h NA
One similar

episode in the
past

NA
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Table 1. Cont.

Case Report
(Reference
Number)

No. of
Patients

(n)

Gender
Ratio
(M:F)

Age
Range
(Years)

Mean Age
(Mean ± SD) Clinical Presentation α

Headache Onset
Pre/Post-

Confusion

Duration of
Confusion

(h)
Treatment Recurrence Outcomes

Piatella L. et al. [8] 5 4:1 10–16 12.6 ± 2.3

Confusion and disorientation
(%100), agitation (20%), speech
(80%), somatosensory
disturbances (20%)

Pre-confusion (4)
2 15 min–24 h NA NA

Three patients
developed
migraine

D’Cruz O. and
Walsh D. J. [9] 3 0:3 11 11 ± 0

Confusion and disorientation
(100%), speech (67%), visual
(67%), memory
disturbances (100%)

Pre-confusion (3) 6 h NA NA NA

Sheth R. D. et al.
[10] 6 1:5 7.5–17 11.8 ± 3.5

Confusion and disorientation
(100%), agitation (100%),
photophobia (50%), visual
(50%), memory
disturbances (100%)

NA 2 1–12 h Propranolol
Two patients had
recurrent ACM

episodes
NA

Ferrera P. and
Reicho P [11] 2 1:1 6–9 7.5 ± 2.1

Confusion (100%), agitation
(50%), visual (50%),
somatosensory (100%), speech
(50%), and motor
disturbances (50%)

Pre-confusion (1)
2 NA Sodium

Valproate

Both patients had
episodes of

confusion in past

One patient had 2
episodes of
headache

Shaabat A. et al.
[12] 13 11:2 6–15 10.8 ± 2.9 Confusion (100%),

agitation (62%) Pre-confusion (13) 1.5–24 h NA
Four patients had

recurrent ACM
episodes

NA

Nezu A. et al. [13] 2 1:1 7–12 9.5 ± 3.5

Confusion (100%),
Photophobia (50%), visual
(50%), somatosensory (50%),
speech (50%), motor (50%) and
memory disturbances (100%)

Post-confusion (2) 6–12 h Dihydergot NA NA

Neinstein L. and
Milgrom E. [14] 1 1:0 14 14 ± 0 Confusion (100%), anisocoria

(100%), and ataxic gait (100%) Pre-confusion (1) NA
High-dose

Oxygen and
Sumatriptan

One similar
episode NA

Soriani S. et al.
[15] 11 8:3 6–14 9 ± 3

Confusion (100%), agitation
(45%), somnolence (55%),
visual (27%), speech
disturbances (9%)

Six patients had
headache 3 1–12 h NA NA

Four patients
developed

migraine with
aura & one w/o

aura

Al-Twaijri W. and
Shevell M. [16] 5 2:3 6.5–15 10.9 Confused, agitated and

memory disturbances 4 NA 2 NA NA NA NA
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Table 1. Cont.

Case Report
(Reference
Number)

No. of
Patients

(n)

Gender
Ratio
(M:F)

Age
Range
(Years)

Mean Age
(Mean ± SD) Clinical Presentation α

Headache Onset
Pre/Post-

Confusion

Duration of
Confusion

(h)
Treatment Recurrence Outcomes

Bechtel K. et al.
[17] 2 1:1 11–14 12.5 ± 2.1

Confusion (100%), speech
(100%), visual (50%),
somatosensory (50%) and
memory disturbances (50%)

Pre- (1), post
confusion (1)

Several
hours Acetaminophen None

One patient had
several episodes

of headache

Gascon G. G. et al.
[18] 13 6:7 6–16 12.3 ± 3.8

Confusion (69%), speech (46%),
somatosensory (7.7%) and
memory disturbances (8%)

Pre- (7), post
confusion (4) 3 NA NA

Two patients had
recurrent episodes

of ACM
None

Fujita M. et al.
[19] 1 0:1 10 10 ± 0

Confusion and disorientation
(100%) visual
disturbances (100%)

Pre-confusion (1) 5–10 h Sodium
Valproate

Recurrent ACM
episodes

Attacks were
controlled after
increasing the

dose of sodium
valproate

Sathe S. et al. [20] 7 5:2 42–58 51.9 ± 7.3

Confusion (100%), agitation
(100%), visual (100%),
somatosensory (57%), speech
(57%), motor (14%) and
memory disturbances (100%)

NA 2 NA NA Recurrent ACM
episodes CADASIL

Khatri et al. [21] 2 1:1 11–16 13.5 ± 3.5
Confusion (100%), speech
(50%) and memory
disturbances (50%)

Pre-confusion (2) 0.5–72 h Prochlorperazine Recurrent ACM
episodes

Prochlorperazine
was effective in

acute
management

Avraham S. B. et
al. [22] 1 1:0 12 12 ± 0

Confusion (100%), speech
(100%), visual (100%) and
somatosensory
symptoms (100%)

Pre- (3),
during (5),

post-confusion (1)
NA Sodium

Valproate None None

Gantebein A. et al.
[23] 10 6:4 16–62 30.5 ± 14.7

Confusion (100%), agitation
(20%), photophobia (10%),
visual (40%), somatosensory
(10%), motor (10%) speech
(40%), and memory
disturbances (60%)

Pre- (4),
post-confusion (3)

2
1–6 h NA

Seven patients
had recurrent
confusional

episodes

NA

Rota E. et al [24] 1 0:1 12 12 ± 0 Confusion (100%),
agitation (100%) Not specified 2 4 h Topiramate

prophylaxis

Previous attack
characterized by

less agitation

No further
episodes of

confusion and
headache after

topiramate
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Table 1. Cont.

Case Report
(Reference
Number)

No. of
Patients

(n)

Gender
Ratio
(M:F)

Age
Range
(Years)

Mean Age
(Mean ± SD) Clinical Presentation α

Headache Onset
Pre/Post-

Confusion

Duration of
Confusion

(h)
Treatment Recurrence Outcomes

Pacheva I. and
Ivanov I. [25,26] 3 1:2 12–14 12.7 ± 1.2

Confusion (100%), agitation
(67%), visual (33%),
somatosensory (33%), motor
(33%), speech (100%) and
memory disturbances (67%)

Pre-confusion (3) 8–10 h Diazepam and
phenobarbital None

Two patients had
1–2 episodes of

migraine without
aura per month

Verma R. et al.
[27] 1 0:1 29 29 ± 0

Confusion (100%), Agitation
(100%), and memory
disturbances (100%)

Pre-confusion (1) NA Sodium
Valproate None NA

Kim D. et al. [28] 1 0:1 9 9 ± 0
Confusion (100%), agitation
(100%), speech (100%) and
memory disturbance (100%)

NA 2 2 h Propranolol &
Flunarizine

Similar episode in
the past Migraine

Sato K. et al [29] 1 1:0 24 24 ± 0
Confusion (100%), agitation
(100%), visual (100%) and
speech disturbance (100%)

Pre-confusion (1) NA Propofol None NA

Total (n
= 120) 68:52 5–62

years

Confusion and disorientation
(100%), agitation (53%),
photophobia (5%), visual (33%),
somatosensory (19%), motor
(6.7%), speech (39%), memory
disturbances (39%)

Pre- (69),
post-confusion

(11)
15 min–72 h ———- ———- ———–

1 The patient had not been labeled as having ACM although the clinical and Electroencephalography (EEG) findings were similar to those seen in ACM; 2 All/some, patients developed
headache but its onset relative to confusion and disorientation was not specified; 3 Not all patients in respective case reports and series complained of headache during ACM episode; 4

Information about percentage of people exhibiting that symptom is not specified; * Adapted and modified from previous articles; NA: not available in the particular article; α Sensory
symptoms are described as visual and somatosensory symptoms.
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3. Results

Clinical Features

Prevalence: The prevalence of these migraine variants varies in literature. In a study that included
5848 patients, of whom 1106 had migraine, it was noted that 9.8% of those with migraine had migraine
equivalents. Among different types of migraine equivalents, about 5% were identified as having
ACM [16]. In another study, of 2509 patients, aged 0–18 years old, migraine variants were seen in 24%
of those with migraine and 2.7% of these were reported as having ACM [26].

Age and Gender: ACM was reported mostly in the pediatric population, and less commonly in
adults. About three fourth of these cases were seen in the children and adolescents (5–17 years)
as shown in Figure 2. Only a few case series included patients who were older than 18 years
old [6,20,23,27,29]. A slight male predominance (57%) is evident among all of the reported cases
(68 males/52 females).
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Figure 2. Schematic distribution of acute confusional migraine among different age groups. The figure
shows two-thirds (75%) of the cases occur in people aged <18 years.

Past medical and family history: Relevant personal or family history of migraine was present in the
majority of cases. Among the ACM cases reported to date, a personal and family history of either
prior migraine or headache was present in 54% and 62% patients, respectively. A history of mild head
trauma without loss of consciousness prior to the confusional state was present in 33 patients (27%),
absent in 50 patients (42%), and was not reported in 37 patients (31%).

Clinical presentation: Confusion, disorientation and agitation are the cardinal and distinctive
features, followed or accompanied by headache. About 69 patients (58%) complained of headache
prior to the confusional state, and 11 patients (9%) developed headache after the confusion was
resolved. Although headache was present in the remaining patients, the time of onset was unspecified
because either the patients were confused or amnesia was present during the episode. In addition
to confusion, transient visual and somatosensory symptoms including sudden blindness, scotoma,
numbness or paresthesia along with speech and memory disturbances were also reported (Figure 3).
These neurological changes were mild and usually resolved within 24 h. The confusion duration was
variable and in some of the cases was not reported. It ranged from 15 min to 72 h, although most
lasted less than 24 h. By the end of attack, patients became drowsy and fell to sleep. The confusion and
accompanying symptoms ceased spontaneously after deep sleep in 19 patients (16%); however, it was
not mentioned in the remaining cases. After resolution, patients usually had partial or global amnesia
of the episode.
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Diagnostic testing: Routine laboratory work performed in the majority of patients were reported
as normal. Cerebrospinal studies (CSF) analyses were performed in some of the cases and did not
show abnormalities in opening pressure, CSF chemistry or cytology. Magnetic resonance imaging
(MRI) performed during the episodes of confusion was completely normal. However, single-photon
emission computerized tomography (SPECT) scans showed decreased cerebral blood flow in the left
splenium region [13], and medial temporal lobe [21]. Magnetic resonance imaging (MRA) performed
during confusion in a patient with a history of recurrent ACM revealed reversible narrowing of left
middle and posterior cerebral arteries [19]. EEG recording during attack showed diffuse delta slowing
more prominent on the occipital region of dominant hemisphere and at times frontal intermittent
rhythmic delta activity (FIRDA) pattern. No significant abnormalities were observed in post-ictal
polysomnograph, except for some non-specific changes during nocturnal awakenings [4]. A gradual
improvement of EEG abnormalities and recovery of physiologic rhythms occurred once the confusion
and altered sensorium was cleared [6]. EEG findings can help in differentiating ACM from transient
global amnesia (TGA), as EEG in the latter is usually normal. Ictal EEG recordings suggest transient
neuronal dysfunction at the subcortical and upper brain stem level [7].

Treatment: No specific therapy was mentioned in most case reports; however, some reports
suggested efficacy of sodium valproate and prochloroperazine as treatment modalities for acute
confusional state [12,19,21,22]. Prophylactic treatment with topiramate seems to be effective in the
treatment of recurrent ACM [24]. Recently, propofol was given to a patient who developed confusion
and agitation following headache, to achieve sedation. However, after a brief period of time, his
consciousness improved, and no further confusion was reported the following day [29].

Outcomes: The longitudinal course of ACM is unknown, mostly due to anecdotal reports. In a few
cases, recurrence of similar confusional episodes has been documented. Children, in whom confusional
state was the initial presentation, developed migraine with or without aura over a period of time.
In one study, among the adults, ACM was noted to be an early presentation of cerebral autosomal
dominant arteriopathy with subcortical infarcts and leukoencephalopathy (CADASIL) [21].

4. Discussion

ACM manifests with acute confusion, agitation, disorientation, speech difficulties and memory
deficits. It is most commonly seen in children and adolescents and less commonly seen in adults.
It is considered a migraine variant, which is defined as an episodic syndrome that occurs in patients
with migraine with or without aura or in those who have a tendency towards developing them [30].
ACM is a diagnosis of exclusion and therefore other potential etiologies such as infection, seizures,
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inflammatory, neoplastic, transient global amnesia, vascular and metabolic abnormalities should be
ruled out first. In addition, migraine is comorbid with a wide range of other medical conditions
such as cerebrovascular disease, epilepsy, and metabolic disorders. Similar to what has been
referred to as late-life migraine accompaniments, ACM can be a cause of unexplained transient
neurological events [31]. Moreover, both migraine and epilepsy are characterized by paroxysmal brain
dysfunction. The relationship between these two brain disorders has been debated since the time of
Gowers, who referred to migraine as a “Borderland of Epilepsy” in the 20th century [32]. The genetic
predisposition and underlying pathophysiological mechanism involving channelopathies are well
documented in both of these episodic disorders. Epileptic seizures are also associated with cognitive
dysfunction; epilepsy and migraine share similarities in various aspects including epidemiology,
pathophysiology and clinical features including postdromal lethargy and a link with sleep that may
make the diagnosis challenging.

For careful classification criteria to be established, the term confusion should be discussed.
Confusion is a broad term defined as a disturbed mental status. The definition involves an inability for
clear and coherent thought and speech [33]. Alterations in thought and speech fall into the category
of cognitive disturbances, which can include disorientation and/or deficits in attention, executive
function, memory, language, visuospatial ability/perception [34]. Some of the cognitive disturbances
described by migraine patients include concentration difficulties, memory complaints, difficulty
reasoning and difficulty thinking [35]. Moreover, ACM manifests as a reversible acute confusional
state with cardinal findings of agitation and disorientation, speech difficulties and amnesia of the
event upon resolution of attack. Broadly speaking, the attacks resemble delirium (also known as
acute confusional state, among other terms) which is defined by the Diagnostic and Statistical Manual
of Mental Disorders (DSM-5) as an acute change in mental status that affects attention, awareness
and cognition [34]. However, the waxing and waning sensorium of delirium is not a typical feature
described in ACM.

Patients with most common forms of migraine report attention and cognitive disturbances;
however, awareness is generally intact. Episodes with lack of awareness and acute confusional states
resembling ACM have also been seen in migraine with brainstem aura, familial hemiplegic migraine
(FHM) and other neurological diseases such as episodic ataxia type 2 (EA2) and CADASIL [23,36–39].
FHM, EA2 and CADASIL have in common genetic abnormalities in chromosome 19 that either affect
ion channel function or normal function of vascular smooth muscle cells [40].

4.1. Auras

The confusional symptoms may be a manifestation of cortical spreading depression (CSD),
the pathophysiological correlate of migraine aura, as it moves across the cortex to higher areas of
cortical processing. Moreover, some of the ACM patients described in the literature developed typical
auras prior to or during the confusional state. As stated, some of the described symptoms include
visual (33%) and/or somatosensory symptoms (19%) and/or speech problems (39%) either prior
or during the confusional state. The duration of each of these symptoms was not specified in the
reported cases. Some of the visual auras described include “typical visual auras”, unilateral or bilateral
blurred vision, and less frequently acute monocular blindness preceded by bright colored lights prior
to confusion [2], scintillating scotoma and complete blindness [11]. Some of the speech problems
described include transient incoherent speech, aphasia, dysarthria, and slurred speech. Transient
expressive or receptive aphasia may also be due to a migrainous phenomenon in addition to other
neurological etiologies. The diagnosis can be obtained more readily when attacks are stereotyped
and associated with visual phenomenon. The lack of diagnosis may be due to headache being mild,
minimized or at times not present.

Prior literature reports of what was previously known as basilar artery migraine has now been
modified and replaced with brainstem aura [30]. Migraine with brainstem aura can present with a
decrease level of consciousness, which involves lack of awareness, and a decrease level of arousal.



Brain Sci. 2018, 8, 29 10 of 15

Arousal, however, is usually not decreased in ACM; and other brainstem signs and symptoms such as
tinnitus, vertigo, diplopia and ataxia typically seen in migraine with brainstem aura are usually absent
in ACM. Some of the EEG findings reported in basilar artery migraine [41–49] and ACM [1–4,6,19,24]
include FIRDA pattern and slow wave abnormalities in the delta theta range, however unilateral
slowing in the delta-theta range has also been described in migraine with aura [45]. The presence
of frontal intermittent rhythmic delta activity or FIRDA on EEG is a non-specific finding that can be
found in patients with different conditions including toxic or metabolic encephalopathies and brain
structural abnormalities [50–52].

Mild head trauma is a common trigger in hemiplegic migraine and ACM. In our review of ACM
patients, a history of mild head trauma without loss of consciousness prior to the confusional state
was present in 33 patients (27%), absent in 50 patients (42%), and was not reported in 37 patients (31%).
ACM attacks that followed head injury exhibited clinical features similar to those without any prior
trauma. However, a large percentage were teenage boys who complained of recurrent ACM attacks in
association with mild head trauma during contact sports and activities. Migraines that occur after a
mild head trauma have been called trauma-triggered migraines by some in the literature [15,19,53].
The underlying mechanism is unknown, although in some patients with channelopathies (FHM, EA2),
it has been speculated that channel dysfunction could promote a lower threshold for cortical spreading
depression leading to brain cellular damage and blood brain barrier disruption after mild head trauma
or even stressful situations [40].

4.2. Premonitory Symptoms

ACM could conceivably be a part of a premonitory phase, a period of non-headache symptoms
that occurs hours to days before the headache begins. Cognitive disturbances, among other
non-headache symptoms, have been reported during all migraine phases. Karsan, et al. [54] studied
and characterized premonitory symptoms reported in 100 randomly selected children with a final
diagnosis of migraine or New Daily Persistent Headache with migrainous features, ages 18 months
to 15 years (majority from 5–12 years of age), in whom at least one premonitory symptom had
been documented. Fatigue, mood change and neck stiffness were the most common documented
premonitory symptoms. Concentration difficulties and memory complaints were documented but
seen less commonly. However, this study was not intended to study specifically cognitive symptoms in
migraine phases and thus description is limited. Another study evaluating non-headache symptoms in
migraine reported tiredness, stiff neck and difficulty concentrating as their most common premonitory
symptoms [55].

4.3. Headache Phase

Although headache was not reported in all of the cases, the ones that did experienced them
either prior or during the confusion. Furthermore, cognitive symptoms are increasingly recognized
during migraine attacks. Gil-Gouveia et al. [36], in a cross sectional survey of 165 episodic migraine
patients with or without typical aura, ages ranging from 16–63 years, studied the frequency and
characteristics of subjective cognitive symptoms during a migraine attack. The most common cognitive
complaints were those in executive function category, included difficulty with cognitive processing
efficiency/reasoning, difficulty in maintaining attention, and slowed processing speed. In language
category, speech fluency was the most common complaint with the majority of patients reporting
difficulty talking, not being able to talk or feeling the need to abbreviate conversations. In another
prospective study that involved 121 migraine patients that collected non-headache symptoms of
migraine, cognitive disturbances including difficulty with concentration, difficulty with thoughts,
difficulty reading or writing and difficulty with speech, were reported during all migraine phases,
but seen more pronounced during the ictal phase [55]. This same study reported tiredness, difficulty
concentrating and stiff neck as their most common postdrome symptoms. The resolution of the
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symptoms with deep sleep in some of the reported cases is consistent with typical forms of migraine
and supports hypothalamic involvement as part of the possible pathological mechanism.

4.4. Postdrome Phase

It is also conceivable that ACM could represent the postdrome of migraine. Once headache
resolves during the postdrome, patients often describe a sensation of brain “fog,” feeling hungover,
and/or confusion. Other studies investigating premonitory and postdrome symptoms in migraine
patients report cognitive changes, tiredness and mood changes as part of the overall symptoms,
however no detailed description of the cognitive changes is provided [56,57]. Another recent
study investigating cognitive dysfunctions and psychological symptoms in migraine without aura
excluded patients “exhibiting symptoms compatible with acute confusional migraine during migraine
attacks” [58].

Since there are no adult or pediatric controlled studies in the treatment of ACM, evidence-based
guidelines are unavailable. Based on the review, we found migraine treatments were often used.
Migraine specific treatments such as triptans and ergotamine or nonspecific treatments such as
dopaminergic antagonist [21] and over-the-counter pain medications were often used. Common
preventive medications such as anti-hypertensive (propranolol) [10,28], and anti-seizure (topiramate,
valproic acid) [11,19,22,24,27] were used. These medications might be effective in the prophylaxis of
ACM due to inherent ability to affect CSD [59] as well as modulate altered neurotransmission of the
trigeminovascular pathway [60,61].

ACM, although rare, is an important migraine variant seen in ambulatory neurology practice.
Because of the paucity of related literature and lack of distinctive classification by ICHD-III β, most
clinicians are not well aware of it. The agitation associated with it might prompt an emergency visit,
and the early recognition of this disorder is important to avoid unnecessary and invasive diagnostic
procedures. Proposed criteria for ACM has been provided by Pacheva et al. and Schipper et al. [25,62].
Based on the clinical data available so far, we are generally in agreement with the proposed criteria with
the exception of some modifications that can serve as basis for the inclusion and classification in the
Appendix section under A1.6: episodic syndromes that may be associated with migraine. The hallmark
of this variant is sudden development of confusional state which is varied in presentation, from
inattention to spatial disorientation. We made an effort to define this reversible altered mental status
in detail. The age limit cannot be specified in the criteria as a few of these cases, i.e., approximately
17%, are reported in the adult population apart from children and early adolescents [6,20,23,27,29].
Moreover, the reference to pediatric syndromes may result in missed diagnoses especially in the
elderly population [31]. The confusion, in most instances, is accompanied by behavioral, language and
memory disturbances. Patient might experience visual, sensory aura and headache with migrainous
character and features, however its onset is not specified. The attack lasts from few minutes to many
hours, but no more than 24 h from the time of onset. Sleep can help in the resolution of attacks as the
patient wakes up symptom free with amnesia for the whole episode. Mild head trauma can act as
a trigger in both trauma triggered migraine and ACM, and the altered consciousness following the
head injury may lead to the erroneous diagnoses of concussion and intracerebral hemorrhage. It is our
impression that ACM related to traumatic brain injury (TBI) should be viewed with caution as many
of the cases occurred close in timing to the mild head injury and could therefore be difficult to separate
from a secondary headache type such as post-concussive headache. Therefore, a history of TBI was not
included as criteria for ACM.

A past medical and family history of migraine should be taken into consideration while making a
definitive diagnosis. The relation of trauma with the onset of ACM attack needs to be explored further.
No significant abnormalities in routine laboratory and imaging tests are noted, except slowing and
FIRDA pattern EEG, which resolve over a period of time. Based on these clinical findings and the
available literature, the proposed classification criteria is listed in Table 2.
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Table 2. Proposed Classification Criteria for A1.6 Episodic Syndromes that may be associated with
migraine: Acute Confusional Migraine.

(A) At least one attack, fulfilling criteria B to G, not attributed to other medical disorder and/or drug intoxication:

(B) At least one of the following:

1. Decreased attention
2. Altered awareness
3. Impaired cognition (disorientation and/or deficits in attention, executive function, memory)

(C) At least one of the following:

1. Agitation or combative behavior
2. Perception disturbances (i.e., visuospatial abnormalities, photophobia)
3. Slowing or frontal intermittent rhythmic delta activity on EEG with complete resolution within a week
4. Aura (reversible visual, sensory, language or brainstem disturbance) for <1 h (typical)

(D) Complete resolution within 24 h or after sleep with partial or complete amnesia of event

(E) Normal neurological or no persistent neurologic deficit examination following the attack

(F) At least one of the following:

1. Past medical history of migraine
2. Family history of migraine
3. Headache, if present, may occur before, during and after the confusional state

(G) Not attributed to another disorder

5. Conclusions

ACM is a migraine variant that is not well understood. While it is true that ACM can be recognized
by its unique characteristics, some of its symptoms and signs overlap with non-headache features
of migraine with and without aura. The lack of specific classification criteria may lead to diagnostic
uncertainty, excessive diagnostic testing and delays in adequate treatment. Prospective studies are
needed to further study this disorder and its association with other migraine forms. Inclusion in the
appendix of ICHD-3β criteria is necessary for better characterization through research efforts.
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Abbreviations

ACM Acute confusional migraine
ICHD-3β International Headache Society’s International Classification of Headache Disoders-3

beta version
FHM Familial hemiplegic migraine
EA2 Episodic ataxia type 2
CADASIL Cerebral Autosomal-Dominant Arteriopathy with Subcortical Infarcts and

Leukoencephalopathy
MRA Magnetic resonance imaging
FIRDA Frontal intermittent rhythmic delta activity
CSD Cortical Spreading Depression
EEG Electroencephalography

References

1. Gascon, G.; Barlow, C. Juvenile migraine, presenting as an acute confusional state. Pediatrics 1970, 45, 628–635.
[PubMed]

2. Ehyai, A.; Fenichel, G.M. The natural history of acute confusional migraine. Arch. Neurol. 1978, 35, 368–369.
[CrossRef] [PubMed]

3. Emery, E.S. Acute confusional state in children with migraine. Pediatrics 1977, 60, 111–114.

http://www.ncbi.nlm.nih.gov/pubmed/4985603
http://dx.doi.org/10.1001/archneur.1978.00500300042007
http://www.ncbi.nlm.nih.gov/pubmed/655910


Brain Sci. 2018, 8, 29 13 of 15

4. Parrino, L.; Pietrini, V.; Spaggiari, M.C.; Terzano, M.G. Acute confusional migraine attacks resolved by sleep:
Lack of significant abnormalities in post-ictal polysomnograms. Cephalalgia 1986, 6, 95–100. [CrossRef]
[PubMed]

5. Sacquegna, T.; Cortelli, P.; Baldrati, A.; de Carolis, P.; Tinuper, P.; Lugaresi, E. Impairment of memory and
consciousness in migraine: Clinical and EEG study. Funct. Neurol. 1986, 1, 431–436. [PubMed]

6. Pietrini, V.; D’andrea, G.; Cananzi, A.; Ferro-Milone, F.; Terzano, M.G.; Parrino, L. Acute confusional
migraine: Clinical and electroencephalographic aspects. Cephalalgia 1987, 7, 29–37. [CrossRef] [PubMed]

7. Haan, J.; Ferrari, M.D.; Brouwer, O.F. Acute confusional migraine. Case report and review of literature.
Clin. Neurol. Neurosurg. 1988, 90, 275–278. [CrossRef]

8. Piatella, L.; Tavoni, M.A.; Cardinali, C. Acute Confusional State as a possible manifestation of migraine:
A case study. In Juvenile Headache: Etiopathogenesis, Clinical Diagnosis, and Therapy. In Proceedings of
the International Juvenile Headache Congress, Rome, Italy, 6–9 March 1991; Excerpta Medica: Amsterdam,
The Netherlands; New York, NY, USA; Sole Distributors for the USA and Canada: New York, NY, USA;
Elsevier Science Pub. Co.: New York, NY, USA, 1991; pp. 539–542.

9. D’Cruz, O.F.; Walsh, D.J. Acute confusional migraine: Case series and review of literature. Wis. Med. J. 1992,
91, 130–131. [PubMed]

10. Sheth, R.D.; Riggs, J.E.; Bodensteiner, J.B. Acute confusional migraine: Variant of transient global amnesia.
Pediatr. Neurol. 1995, 12, 129–131. [CrossRef]

11. Ferrera, P.C.; Reicho, P.R. Acute confusional migraine and trauma-triggered migraine. Am. J. Emerg. Med.
1996, 14, 276–278. [CrossRef]

12. Shaabat, A. Confusional migraine in childhood. Pediatr. Neurol. 1996, 15, 23–25. [CrossRef]
13. Nezu, A.; Kimura, S.; Ohtsuki, N.; Tanaka, M.; Takebayashi, S. Acute confusional migraine and migrainous

infarction in childhood. Brain Dev. 1997, 19, 148–151. [CrossRef]
14. Neinstein, L.; Milgrom, E. Trauma-triggered migraine and acute confusional migraine. J. Adolesc. Health

2000, 27, 119–224. [CrossRef]
15. Soriani, S.; Cavaliere, B.; Faggioli, R.; Scarpa, P.; Borgna-Pignatti, C. Confusional migraine precipitated by

mild head trauma. Arch. Pediatr. Adolesc. Med. 2000, 154, 90–91. [PubMed]
16. Al-Twaijri, W.A.; Shevell, M.I. Pediatric migraine equivalents: Occurrence and clinical features in practice.

Pediatr. Neurol. 2002, 26, 365–368. [CrossRef]
17. Bechtel, K. Acute mental status change due to acute confusional migraine. Pediatr. Emerg. Care 2004, 20,

238–241. [CrossRef] [PubMed]
18. Gascon, G.; Coskun, C.; Brown, W. Acute confusional migraine: Case series and brief review. Int. J. Child

Neuropsychiatry 2005, 2, 189–194.
19. Fujita, M.; Fujiwara, J.; Maki, T.; Shigeta, M.; Shibasaki, K.; Takahashi, N.; Takahashi, M. The efficacy of

sodium valproate and a MRA finding in confusional migraine. Brain Dev. 2007, 29, 178–181. [CrossRef]
[PubMed]

20. Sathe, S.; Deperalta, E.; Pastores, G.; Kolodny, E.H. Acute confusional migraine may be a presenting feature
of Cadasil. Headache 2009, 49, 590–596. [CrossRef] [PubMed]

21. Khatri, R.; Hershey, A.D.; Wong, B. Prochlorperazine-Treatment for acute confusional migraine. Headache
2009, 49, 477–480. [CrossRef] [PubMed]

22. Avraham, S.B.; Har-Gil, M.; Watemberg, N. Acute confusional migraine in an adolescent: Response to
intravenous valproate. Pediatrics 2010, 125, e956–e959. [CrossRef] [PubMed]

23. Gantenbein, A.R.; Riederer, F.; Mathys, J.; Biethahn, S.; Gossrau, G.; Waldvogel, D.; Sándor, P.S. Confusional
migraine is an adult as well as a childhood disease. Cephalalgia 2011, 31, 206–212. [CrossRef] [PubMed]

24. Rota, E.; Morelli, N.; Immovilli, P.; De Mitri, P.; Magnifico, F.; Terlizzi, E.; Mazza, L.; Sala, B.; Biasucci, G.;
Guidetti, D. “Possessed”: Acute confusional migraine in an adolescent, prevented by topiramate.
Case Rep. Neurol. 2012, 4, 240–243. [CrossRef] [PubMed]

25. Pacheva, I.; Ivanov, I. Acute confusional migraine: Is it a distinct form of migraine? Int. J. Clin. Pract. 2013,
67, 250–256. [CrossRef] [PubMed]

26. Pacheva, I.H.; Ivanov, I.S. Migraine variants-Occurrence in pediatric neurology practice.
Clin. Neurol. Neurosurg. 2013, 115, 1775–1783. [CrossRef] [PubMed]

27. Verma, R.; Sahu, R.; Jaiswal, A.; Kumar, N. Acute confusional migraine: A variant not to be missed.
BMJ Case Rep. 2013, 2013. [CrossRef] [PubMed]

http://dx.doi.org/10.1046/j.1468-2982.1986.0602095.x
http://www.ncbi.nlm.nih.gov/pubmed/3742594
http://www.ncbi.nlm.nih.gov/pubmed/3609873
http://dx.doi.org/10.1046/j.1468-2982.1987.0701029.x
http://www.ncbi.nlm.nih.gov/pubmed/3581159
http://dx.doi.org/10.1016/0303-8467(88)90037-6
http://www.ncbi.nlm.nih.gov/pubmed/1615698
http://dx.doi.org/10.1016/0887-8994(94)00154-T
http://dx.doi.org/10.1016/S0735-6757(96)90176-X
http://dx.doi.org/10.1016/0887-8994(96)00089-6
http://dx.doi.org/10.1016/S0387-7604(96)00551-7
http://dx.doi.org/10.1016/S1054-139X(99)00099-3
http://www.ncbi.nlm.nih.gov/pubmed/10632261
http://dx.doi.org/10.1016/S0887-8994(01)00416-7
http://dx.doi.org/10.1097/01.pec.0000121244.99242.67
http://www.ncbi.nlm.nih.gov/pubmed/15057179
http://dx.doi.org/10.1016/j.braindev.2006.08.001
http://www.ncbi.nlm.nih.gov/pubmed/16973324
http://dx.doi.org/10.1111/j.1526-4610.2009.01363.x
http://www.ncbi.nlm.nih.gov/pubmed/19245392
http://dx.doi.org/10.1111/j.1526-4610.2008.01250.x
http://www.ncbi.nlm.nih.gov/pubmed/19280697
http://dx.doi.org/10.1542/peds.2009-2717
http://www.ncbi.nlm.nih.gov/pubmed/20211950
http://dx.doi.org/10.1177/0333102410377361
http://www.ncbi.nlm.nih.gov/pubmed/20647239
http://dx.doi.org/10.1159/000346208
http://www.ncbi.nlm.nih.gov/pubmed/23341814
http://dx.doi.org/10.1111/ijcp.12094
http://www.ncbi.nlm.nih.gov/pubmed/23409692
http://dx.doi.org/10.1016/j.clineuro.2013.04.012
http://www.ncbi.nlm.nih.gov/pubmed/23688445
http://dx.doi.org/10.1136/bcr-2013-010504
http://www.ncbi.nlm.nih.gov/pubmed/23912657


Brain Sci. 2018, 8, 29 14 of 15

28. Kim, D.E.; Shin, J.H.; Kim, Y.H.; Eom, T.H.; Kim, S.H.; Kim, J.M. Source localization of intermittent rhythmic
delta activity in a patient with acute confusional migraine: Cross-spectral analysis using standardized
low-resolution brain electromagnetic tomography (sLORETA). Neurol. Sci. 2016, 37, 89–95. [CrossRef]
[PubMed]

29. Sato, K.; Hida, A.; Arai, N.; Takeuchi, S. Low-dose intravenous propofol as a possible therapeutic option for
acute confusional migraine. Am. J. Emerg. Med. 2017, 35, 195.e5–195.e6. [CrossRef] [PubMed]

30. Olesen, J. The International Classification of Headache Disorders, 3rd edition. Cephalagia 2013, 33, 629–808.
[CrossRef]

31. Fisher, C.M. Late-life migraine accompaniments as a cause of unexplained transient ischemic attacks. Can. J.
Neurol. Sci. 1980, 7, 9–17. [PubMed]

32. Gowers, W.R. The Border-Land of Epilepsy: Faints, Vagal Attacks, Vertigo, Migraine, Sleep Symptoms and Their
Treatment; Churchill: London, UK, 1907.

33. Mendez, M.F.; Kremen, S.A.; Daroff, R.B.; Fenichel, G.M.; Jankovic, J.; Mazziotta, J.C.; Delirium. Bradley’s
Neurology in Clinical Practice, Volume 1: Principles of Diagnosis and Management, 6th ed.; Daroff, R.B.,
Fenichel, G.M., Jankovic, J., Mazziotta, J.C., Eds.; Saunders: Philadelphia, PA, USA, 2012; pp. 26–36. ISBN
9996085309, 978-1437704341.

34. American Psychiatric Association. Neurocognitive Disorders. In Diagnostic and Statistical Manual of Mental
Disorders; American Psychiatric Association: Arlington, VA, USA, 2013; ISBN 978–0890425558.

35. Gil-Gouveia, R.; Oliveira, A.G.; Martins, I.P. Assessment of cognitive dysfunction during migraine attacks:
A systematic review. J. Neurol. 2015, 262, 654–665. [CrossRef] [PubMed]

36. Merwick, A.; Fernandez, D.; McNamara, B.; Harrington, H. Acute encephalopathy in familial hemiplegic
migraine with ATP1A2 mutation. BMJ Case Rep. 2013, 2013. [CrossRef] [PubMed]

37. Spranger, M.; Spranger, S.; Schwab, S.; Benninger, C.; Dichgans, M. Familial hemiplegic migraine with
cerebellar ataxia and paroxysmal psychosis. Eur. Neurol. 1999, 41, 150–152. [CrossRef] [PubMed]

38. Feely, M.P.; O’Hare, J.; Veale, D.; Callaghan, N. Episodes of acute confusion or psychosis in familial hemiplegic
migraine. Acta Neurol. Scand. 1982, 65, 369–375. [CrossRef] [PubMed]

39. Tan, R.Y.Y.; Markus, H.S. CADASIL: Migraine, encephalopathy, stroke and their inter-relationships.
PLoS ONE 2016, 11, e0157613. [CrossRef] [PubMed]

40. Cleves, C.; Parikh, S.; Rothner, A.D.; Tepper, S.J. Link between confusional migraine, hemiplegic migraine
and episodic ataxia type 2: Hypothesis, family genealogy, gene typing and classification. Cephalalgia 2010,
30, 740–743. [CrossRef] [PubMed]

41. Lapkin, M.L.; French, J.H.; Golden, G.S.; Rowan, A.J. The electroencephalogram in childhood basilar artery
migraine. Neurology 1977, 27, 580–583. [CrossRef] [PubMed]

42. Ganji, S. Basilar artery migraine: EEG and evoked potential patterns during acute stage. Headache 1986, 26,
220–223. [CrossRef] [PubMed]

43. Frequin, S.T.; Linssen, W.H.; Pasman, J.W.; Hommes, O.R.; Merx, H.L. Recurrent prolonged coma due to
basilar artery migraine. A case report. Headache 1991, 31, 75–81. [CrossRef] [PubMed]

44. Morimoto, Y.; Nakajima, S.; Nishioka, R.; Nakamura, H. Basilar artery migraine with transient MRI and EEG
abnormalities. Rinsho Shinkeigaku 1993, 33, 61–67. [PubMed]

45. Ganji, S.; Hellman, S.; Stagg, S.; Furlow, J. Episodic coma due to acute basilar artery migraine: Correlation of
EEG and brainstem auditory evoked potential patterns. Clin. Electroencephalogr. 1993, 24, 44–48. [CrossRef]
[PubMed]

46. Muellbacher, W.; Mamoli, B. Prolonged impaired consciousness in basilar artery migraine. Headache 1994, 34,
282–285. [CrossRef] [PubMed]

47. La Spina, I.; Vignati, A.; Porazzi, D. Basilar artery migraine: Transcranial doppler EEG and SPECT from the
aura phase to the end. Headache 1997, 37, 43–47. [CrossRef] [PubMed]

48. Ramelli, G.P.; Sturzenegger, M.; Donati, F.; Karbowski, K. EEG findings during basilar migraine attacks in
children. Electroencephalogr. Clin. Neurophysiol. 1998, 107, 374–378. [CrossRef]

49. Pisani, F.; Fusco, C. Ictal and interictal EEG findings in children with migraine. J. Headache Pain. 2004, 5,
23–29. [CrossRef]

50. Hooshmand, H. The clinical significance of frontal intermittent rhythmic delta activity (FIRDA).
Clin. Electroencephalogr. 1983, 14, 135–137. [CrossRef] [PubMed]

http://dx.doi.org/10.1007/s10072-015-2367-y
http://www.ncbi.nlm.nih.gov/pubmed/26292789
http://dx.doi.org/10.1016/j.ajem.2016.06.104
http://www.ncbi.nlm.nih.gov/pubmed/27401593
http://dx.doi.org/10.1177/0333102413485658
http://www.ncbi.nlm.nih.gov/pubmed/7388704
http://dx.doi.org/10.1007/s00415-014-7603-5
http://www.ncbi.nlm.nih.gov/pubmed/25542294
http://dx.doi.org/10.1136/bcr-2013-009750
http://www.ncbi.nlm.nih.gov/pubmed/23761507
http://dx.doi.org/10.1159/000008039
http://www.ncbi.nlm.nih.gov/pubmed/10202246
http://dx.doi.org/10.1111/j.1600-0404.1982.tb03094.x
http://www.ncbi.nlm.nih.gov/pubmed/7102264
http://dx.doi.org/10.1371/journal.pone.0157613
http://www.ncbi.nlm.nih.gov/pubmed/27309730
http://dx.doi.org/10.1111/j.1468-2982.2009.01958.x
http://www.ncbi.nlm.nih.gov/pubmed/19624685
http://dx.doi.org/10.1212/WNL.27.6.580
http://www.ncbi.nlm.nih.gov/pubmed/559268
http://dx.doi.org/10.1111/j.1526-4610.1986.hed2605220.x
http://www.ncbi.nlm.nih.gov/pubmed/3721857
http://dx.doi.org/10.1111/j.1526-4610.1991.hed3102075.x
http://www.ncbi.nlm.nih.gov/pubmed/2030077
http://www.ncbi.nlm.nih.gov/pubmed/8334777
http://dx.doi.org/10.1177/155005949302400110
http://www.ncbi.nlm.nih.gov/pubmed/8420697
http://dx.doi.org/10.1111/j.1526-4610.1994.hed3405282.x
http://www.ncbi.nlm.nih.gov/pubmed/8026947
http://dx.doi.org/10.1046/j.1526-4610.1997.3701043.x
http://www.ncbi.nlm.nih.gov/pubmed/9046723
http://dx.doi.org/10.1016/S0013-4694(98)00094-7
http://dx.doi.org/10.1007/s10194-004-0064-y
http://dx.doi.org/10.1177/155005948301400307
http://www.ncbi.nlm.nih.gov/pubmed/6616887


Brain Sci. 2018, 8, 29 15 of 15

51. Accolla, E.A.; Kaplan, P.W.; Maeder-Ingvar, M.; Jukopila, S.; Rossetti, A.O. Clinical correlates of frontal
intermittent rhythmic delta activity (FIRDA). Clin. Neurophysiol. 2011, 122, 27–31. [CrossRef] [PubMed]

52. Desai, J.D.; Toczek, M.T.; Mitchell, W.G. Frontal intermittent rhythmic delta activity (FIRDA): Is there a
clinical significance in children and adolescents? Eur. J. Paediatr. Neurol. 2012, 16, 138–141. [CrossRef]
[PubMed]

53. Haas, D.C.; Lourie, H. Trauma-triggered migraine: An explanation for common neurological attacks after
mild head injury. Review of the literature. J. Neurosurg. 1988, 68, 181–188. [CrossRef] [PubMed]

54. Karsan, N.; Prabhakar, P.; Goadsby, P.J. Characterising the premonitory stage of migraine in children:
A clinic-based study of 100 patients in a specialist headache service. J. Headache Pain 2016, 17, 94. [CrossRef]
[PubMed]

55. Giffin, N.J.; Ruggiero, L.; Lipton, R.B.; Silberstein, S.D.; Tvedskov, J.F.; Olesen, J.; Altman, J.; Goadsby, P.J.;
Macrae, A. Premonitory symptoms in migraine—An electronic diary study. Neurology 2003, 60, 935–940.
[CrossRef] [PubMed]

56. Kelman, L. The premonitory symptoms (Prodrome): A tertiary care study of 893 migraineurs. Headache 2004,
44, 865–872. [CrossRef] [PubMed]

57. Kelman, L. The postdrome of the acute migraine attack. Cephalalgia 2006, 26, 214–220. [CrossRef] [PubMed]
58. Santangelo, G.; Russo, A.; Trojano, L.; Falco, F.; Marcuccio, L.; Siciliano, M.; Conte, F.; Garramone, F.;

Tessitore, A.; Tedeschi, G. Cognitive dysfunctions and psychological symptoms in migraine without aura:
A cross-sectional study. J. Headache Pain 2016, 17, 76. [CrossRef] [PubMed]

59. Ayata, C.; Jin, H.; Kudo, C.; Dalkara, T.; Moskowitz, M.A. Suppression of cortical spreading depression in
migraine prophylaxis. Ann. Neurol. 2006, 59, 652–661. [CrossRef] [PubMed]

60. Andreou, A.P.; Shields, K.G.; Goadsby, P.J. GABA and valproate modulate trigeminovascular nociceptive
transmission in the thalamus. Neurobiol. Dis. 2010, 37, 314–323. [CrossRef] [PubMed]

61. Andreou, A.P.; Goadsby, P.J. Topiramate in the treatment of migraine: A kainate (glutamate) receptor
antagonist within the trigeminothalamic pathway. Cephalalgia 2011, 31, 1343–1358. [CrossRef] [PubMed]

62. Schipper, S.; Riederer, F.; Sándor, P.S.; Gantenbein, A.R. Acute confusional migraine: Our knowledge to date.
Expert Rev. Neurother. 2012, 12, 307–314. [CrossRef] [PubMed]

© 2018 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

http://dx.doi.org/10.1016/j.clinph.2010.06.005
http://www.ncbi.nlm.nih.gov/pubmed/20673647
http://dx.doi.org/10.1016/j.ejpn.2011.06.008
http://www.ncbi.nlm.nih.gov/pubmed/21775176
http://dx.doi.org/10.3171/jns.1988.68.2.0181
http://www.ncbi.nlm.nih.gov/pubmed/3276835
http://dx.doi.org/10.1186/s10194-016-0689-7
http://www.ncbi.nlm.nih.gov/pubmed/27770403
http://dx.doi.org/10.1212/01.WNL.0000052998.58526.A9
http://www.ncbi.nlm.nih.gov/pubmed/12654956
http://dx.doi.org/10.1111/j.1526-4610.2004.04168.x
http://www.ncbi.nlm.nih.gov/pubmed/15447695
http://dx.doi.org/10.1111/j.1468-2982.2005.01026.x
http://www.ncbi.nlm.nih.gov/pubmed/16426278
http://dx.doi.org/10.1186/s10194-016-0667-0
http://www.ncbi.nlm.nih.gov/pubmed/27568039
http://dx.doi.org/10.1002/ana.20778
http://www.ncbi.nlm.nih.gov/pubmed/16450381
http://dx.doi.org/10.1016/j.nbd.2009.10.007
http://www.ncbi.nlm.nih.gov/pubmed/19837163
http://dx.doi.org/10.1177/0333102411418259
http://www.ncbi.nlm.nih.gov/pubmed/21893557
http://dx.doi.org/10.1586/ern.12.4
http://www.ncbi.nlm.nih.gov/pubmed/22364329
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Materials and Methods 
	Results 
	Discussion 
	Auras 
	Premonitory Symptoms 
	Headache Phase 
	Postdrome Phase 

	Conclusions 
	References

