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Abstract: Nightmares usually occur during the sleep phase of rapid eye movement (REM) and are
associated with some physical symptoms, including sweating, shortness of breath, and lower limb
movements. Emotions of fear, anger, shame, and sadness may also accompany nightmares. These
symptoms can occur during dreaming, upon awakening, or later when the dream experience is
recollected. Nightmares may sporadically occur for everyone, but nightmare disorders are associated
with features of impaired mental and physical health and require professional medical treatment.
The occurrence of nightmares with several disorders has been reported in the literature, but in
migraines it has only been investigated in a small number of studies. Considering the existing
relationship between sleep disorders and migraine, the occurrence of nightmares in migraine can
negatively affect this association and elevate the risk of depression and anxiety. This, in turn,
further reduces the quality of life of affected individuals. Hence, expanding the knowledge on
the link between nightmares and migraine, promoting an acceptable quantity and quality of sleep
through pharmacological and nonpharmacological interventions in the management of nightmares
in migraine, and further scientific investigation of the biopsychosocial mechanisms underlying the
link, will be highly valuable for optimal care. This focused review, therefore, gives a brief overview
of the current understanding of nightmares in migraine to highlight the open questions and value of
further research. The ultimate goal is to contribute to timely recognition and sufficient action to offer
beneficial outcomes for affected patients.

Keywords: nightmares; pain; sleep; sleep disorders; migraine; headache

1. Introduction
1.1. Sleep Disorders and Pain

Sleep disorders and pain often coexist and lead to serious negative effects on health
and quality of life [1]. Sleep disorders have been registered in about 90% of patients with
chronic pain, and half of patients with insomnia complain of pain [2]. A bidirectional
relationship between pain and sleep disorders has been proposed [3,4], suggesting that
pain can disrupt sleep, and disturbed sleep, in turn, enhances pain [5]. This relationship acts
to sustain or amplify sleep deficiency and pain through a vicious cycle [5]. The structure
of sleep disorders in patients with chronic pain is similar to that observed for patients
with primary insomnia [6]. A positive correlation between the intensity of chronic pain
and the degree of sleep disturbance has also been reported [7]. Even though evidence
exists of this reciprocal relationship, the neurochemical underlying mechanisms remain
less investigated [5].

1.2. Sleep Disorders and Headaches

Among chronic pain conditions, chronic headaches are highly prevalent comorbid
conditions with sleep disorders [8,9]. An earlier large epidemiological study [10] showed
that 18.1% of the studied population had concurrent headache and insomnia, 16.3% only
had headaches, and 21.1% only had sleep disturbances. The comorbid condition was
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prevalent among women and middle-aged individuals and the risk factors identified were
a low socioeconomic level, unhealthy lifestyle, stress, anxiety, and depression [10]. Based
on these findings, timely diagnosis, treatment, and prevention seem essential. For example,
preventive strategies such as lifestyle modification, reducing stress and its impact, and
properly dealing with depression and anxiety may offer great value for the prevention of
headaches and sleep disorders [10].

The comorbidity between headaches and sleep disorders has been explained by
shared neuroanatomical structures within the nervous system and neurobiological and
psychological factors involved in both headaches and sleep disorders [8,11–14].

From an anatomical point of view, there are structures where pathways of sleep
and headache cross [15], including the thalamus, hypothalamus, locus coeruleus, and
periaqueductal gray [8,16–18]. Figure 1 presents the structures that are proposed to underlie
comorbid conditions of sleep disorders and headaches [19]. Therefore, studying how
these structures function [20] when headaches and sleep disorders coexist can help us to
understand the underlying mechanisms.
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From a biochemical point of view, several neurotransmitters and neuromodulators
have been proposed that most likely play important roles in both sleep disorders and the
pathophysiology of headaches. Among them, adenosine [5,21–25], dopamine [2,11,26],
melatonin [27–35], orexin [9,15,16,18,36–38], and serotonin [39–43] are proposed as
key elements.

Psychological factors are also known to play a role in the relationship between
headaches and sleep disorders [8]. These factors can lead to anxiety [44–46], depres-
sion, and a poor quality of life [10]. For example, to explain the link between chronic
insomnia and chronic headaches, a bio-behavioral model [47] has been proposed. In this
model, chronic headache enforces maladaptive behaviors such as excessive time spent
in bed, use of sleeping aids before sleep, and consuming stimulating drinks during the
day [48,49] that collectively create a vicious circle and worsen sleep. This, in turn, leads to
dramatic and catastrophizing attitudes towards head pain [50]. Therefore, paying attention
to sleep history when interviewing patients with headaches can be beneficial for correcting
maladaptive behavioral strategies and breaking the vicious circle [13].

The establishment of a causal relationship between sleep disorders and chronic
headaches, i.e., “which one comes first?”, is challenging in patients who suffer from
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both conditions; however, a consensus exists to support the notion that the comorbidity of
sleep disorders and headaches enhances the risk of chronification for both conditions and
increases the burden of both disorders, with a higher frequency of complications and lower
quality of life [2]. For example, patients with insomnia have a 2- to 3-fold higher risk of
headaches of different types, including migraine, tension-type headaches, and chronic daily
headaches [51]. The severity of sleep disorders also is correlated with increased headache
frequency [52]. Sleep seems to play a multidimensional role in relation to headaches and
acts as a headache reliever (i.e., sleep can often abort headaches, if patients manage to fall
asleep), a headache provocative factor (i.e., sleep deprivation can trigger headache attack),
and a headache modifier (i.e., sleep disorders, such as sleep apnea can lead to secondary
headaches and alter manifestation of primary headaches) [8,53]. In this regard, several
recent reviews and meta-analyses are available [8,9,13,38] demonstrating the relationship
between headaches and sleep disorders that highlight the importance of this complex
interaction and open challenges/possibilities of effective therapeutic strategies.

1.3. Sleep Disorders and Migraines

Sleep disorders and migraines are prevalent and pose a high health and socioeconomic
burden [13]. Similar to chronic headaches in general, a complex relationship between mi-
graine and sleep disorders has been reported [13,14], and although the exact underlying
mechanisms are not known [11], shared anatomical structures (see Figure 1) and neurobi-
ological mechanisms have been proposed to underlie the link [13,14,54]. A likelihood of
different psychological factors has also been presented. Table 1 summarizes the major neu-
rotransmitters/neuromodulators proposed in the literature [5,13,14,22,55,56] as potential
mechanisms underlying the sleep disorder and migraine comorbid condition. Please note
that a number of other neurotransmitters, neuropeptides, neuromodulators, hormones,
and proinflammatory substances are also proposed to contribute to the link between sleep
disorders and pain, but hypothesis-driven qualified data are needed to support the link
between sleep disorders and migraine in particular.

Table 1. Proposed common neurotransmitters/neuromodulators in sleep and migraine (based on the literature [5,13,14,22,55,56]).

Neurotransmitter/Neuromodulator Sleep Migraine

Adenosine NREM and REM sleep induction (A1 or
A2A receptor mediated) Promotion of nociception (A2A receptor mediated)

Dopamine Consolidation of wakefulness Promotion of antinociception (D2 receptor mediated)

Melatonin Promotion of REM sleep, and promotion
of NREM sleep in some conditions

Promotion of antinociception (MT1/MT2
receptor mediated)

Orexin Promotion of wakefulness Promotion of antinociception (OXR1 mediated)

Serotonin Inhibition of REM and initiation of sleep
Promotion of antinociception (most likely via central
serotonergic antinociceptive system. * Please note the dual
role of serotonin in migraine.)

Others:

GABA Induction of deep NREM Stabilization of
NREM sleep Reduction of REM sleep

Promotion of antinociception (most likely at the
peripheral, spinal, and cortical levels. * Please note that the
GABAA and GABAB receptors functionally complement each
other, and each plays a role in control over trigemino thalamo
cortical nociceptive transmission.)

Galanin Promotion of NREM Promotion of nociception at periphery, and
antinociception centrally (* Please note the dual action.)

Histamine Promotion of wakefulness
Promotion of nociception via H1; promotion of
antinociception most likely via H3 (* Please note the
dual action.)

Noradrenalin Promotion of wakefulness Promotion of nociception

REM: rapid eye movement sleep; NREM: non-rapid eye movement sleep; A: adenosine; D: dopamine; MT: melatonin; OXR: orexin receptor;
GABA: gamma aminobutyric acid; H: histamine.
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Both quality and quantity of sleep [57] are valuable factors to take into account when
dealing with the sleep–migraine link. For example, the duration of sleep does not seem to be
different between migraine and non-migraine patients [58,59]. However, poor sleep quality
is shown to be linked to higher headache frequency [60], depression, and anxiety [61].
Excellent reviews are available of migraine and sleep disorders and readers are referred to
them [8,11,13].

1.4. Nightmares among Sleep Disorders

Many types of sleep disorders, such as insomnia, sleep apnea, restless leg syndrome,
and narcolepsy, are often seen among the general population [18]. Within the context of
sleep disorders, nightmare disorders [17] have been recognized that can manifest with
features of impaired mental and physical health. Nightmare disorder is relatively rare and
is characterized by frequent occurring of nightmares that cause distress, disrupt sleep, cause
problems with daytime functioning, or create fear of going to sleep. Nightmare disorder is
defined in the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM-5)
as “repeated awakenings with recollection of terrifying dreams, usually involving threats to survival,
safety or physical integrity”. The International Classification of Sleep Disorders, third edition
(ICSD-3) [62], defines nightmare disorder as “a parasomnia (i.e., abnormal or unusual nervous
system behavior during sleep) usually associated with rapid-eye-movement sleep”. Recurrent
awakening from disturbing dreams and alertness on awakening, accompanying a clear
recall of dreams, are among the criteria [17]. If nightmares appear as nightmare disorders,
proper diagnosis and treatment are required.

Nightmares usually occur during the REM sleep (the phase with rapid eye movement)
and are associated with physical and emotional symptoms. Sweating, shortness of breath,
and lower limb movements are common physical symptoms, while fear, anger, shame, and
sadness are among the widely reported emotional features. These can occur during a dream,
upon awakening, or later when the dream is recollected. Nightmare affects around 5% of
adults in the general population [63,64]. For psychiatric population (e.g., patients with
posttraumatic stress disorder (PTSD) [65], patients with borderline personality disorder [66],
and patients with schizophrenia [67]), however, this estimation appears higher.

Nightmare occurs more often among young individuals and is more prevalent among
females [68]. Life stressors and broadly negative affect have been found to precipitate
the occurrence of nightmares [63,64]. Evidence supports that a stressful event (e.g., stress
related to an exam, natural disasters, stress, and grief related to death of significant other)
can lead to more frequent nightmares [64]. Nightmares also are found associated with
self-harm and suicidal behavior [69].

Two main types of nightmares have been observed [68]. Post-traumatic night-
mares [17,68,70] are manifested as a replication of a traumatic event or a trauma-related
emotion. Idiopathic nightmares [71], on the other hand, are more imaginative and might
be free from a traumatic event. Strong arousal, nocturnal awakenings, aggressiveness,
and helplessness are more often seen with post-traumatic nightmares when compared to
idiopathic nightmares [17,68]. Advanced neurophysiological and psychological studies
can help to determine the risk factors and underlying mechanisms of nightmares and how
to optimally target them [68,72,73].

In addition to psychiatric disorders, nightmares co-occur with several other disorders.
Our knowledge is limited about nightmares and chronic headaches, and in migraine, large
studies with proper designs are needed to determine the prevalence and characteristics
of this comorbid condition. Sporadic evidence exists to demonstrate that nightmares
occur in migraine. Due to the limited number of available studies, however, a systematic
review of nightmares in migraine is not feasible, and no meta-analysis can consequently be
performed at present.

Here, in this focused review, a brief overview is presented of the current understand-
ing of nightmares in migraine. The purpose is to highlight the value of expanding the
knowledge on the link between nightmares and migraine, promote an acceptable quantity
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and quality of sleep through pharmacological and nonpharmacological interventions in
the management of nightmares in migraine, and motivate further scientific investigation
of the biopsychosocial mechanisms underlying the link. The ultimate goal is to highlight
the open questions and value of further research to contribute to timely recognition and
sufficient action to offer beneficial outcomes for affected patients.

2. Nightmares and Migraine

Among the various types of sleep disorders studied and presented in migraines, the
occurrence of nightmares in migraines has been reported sporadically but less often inves-
tigated or published about. One study [74] presented persistent nightmares of childhood
onset returning in those with migraine compared with those without. The association of
nightmares with migraine is independent of lifetime or current anxiety or mood disorders.
There are a few studies that have mentioned nightmares linked to anxiety and mood disor-
ders and comorbidity with migraine; however, these links remain underdeveloped. It has
been found that individuals who have unpleasant nightmares experience more nocturnal
migraine attacks [75,76]. The initial theory was that a persistent negative affective drive in
a dream can activate physiological responses that can lead to migraine attacks [75].

2.1. Dreams, Unpleasant Dreams, Nightmares, and Migraine

According to Freud, dreaming is a manifestation of the unconscious that reflects the
emotional reaction of an individual to his or her surroundings [77]. Dreams have also been
defined as the medium for the communication of relevant emotions that occur between a
dreamer and the self and others in the surrounding environment [77]. Dreams and emotions
are indeed related [78–81]. The neurocognitive theory of dreams [82] considers that dreams
are generated by complex forebrain mechanisms that are independent of the state of REM.
This theory is based on neuropsychological findings, where the mesocortical–mesolimbic
dopamine system was found to play a role in dream generation. The etiology of nightmare
disorder has also been explained by increased hyperarousal that accumulates during the
day and is maintained at night. Normal sleep may enable fear extinction, but this system
seems impaired in individuals with nightmare disorder and continues to activate, arousing
memory during sleep and reinforcing fear.

Dreams in attacks of migraine were investigated by Harold Levitan [75]. He divided
the collected dreams into six categories based on their content of manifestation: (1) a
dream predominantly containing feelings of terror, (2) a dream predominantly containing
feelings of frustration, (3) a dream predominantly containing feelings of loss, (4) a dream
predominantly containing feelings of pleasure, (5) a dream containing scenes of incest, and
(6) a dream containing oversized creatures. Dreams of terror constitute the largest category.
Only one category was not associated with a negative affective aspect, where a positive
dream experience preceded a migraine attack (dreams of pleasure). Interestingly, most of
the situations that preceded migraine attacks in dreams were found to be more intense than
those situations that preceded them when the subject was awake. It was postulated that
this might be a result of a lower threshold for the precipitation of migraine in wakefulness
compared with that following dreams or the complexity of daily life, which might affect the
responsiveness of individuals differently from sleep conditions. Interestingly, it appeared
that, rather than a single bad dream, a repeated pattern causes migraine attacks, which is
also supported by other findings [76].

Nightmares can provoke attacks in both asthma and migraine. Those pre-attack
nightmares were compared by Levitan [77]. The pre-migraine dreams were compared with
the pre-asthmatic dreams studied in another study and found to be similar. A total of 61%
of the pre-migraine dreams and 43% of the pre-asthmatic dreams were of the type where
dreamers were the victim of an aggressive act. However, in dreams where dreamers were
the perpetrators of an aggressive act, 27% of the asthmatic dreams were of this type, but
there was no indication in migraine patients. Therefore, dreams that can exacerbate or
trigger attacks in different conditions might overlap and appear specific. It is not known
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yet why the active expression of aggression in dreams might contribute to asthma attacks
but not migraine attacks.

2.1.1. Dreams as Diagnostic Tools

Lippman, in 1954, considered dreams as diagnostic tools for migraines [76]. He in-
dicated that three different dream patterns were most common, and recognition of those
dreams can contribute to the diagnosis. He described similar feelings of horror or ter-
ror in the dreams associated with migraines. He pointed to the presence of size-change
phenomena in Alice in Wonderland. In contrast to the types of dreams discussed earlier,
which appear to precipitate the migraine attack, dreams containing size-change phenomena
indicate that the migraine attack is already present.

2.1.2. Dreams as Provoking Factor of Nocturnal Migraine Attacks

Heather-Greener et al. [77] studied whether dreams and nocturnal migraine are linked.
Hall and Van De Castle’s classification [83] was used in this study to categorize the contents
of dreams, and five variables were selected as follows: aggressive interactions, failure
in problem solving or a task, misfortune with no control, anger, and apprehension. In
total, 37 migraineurs were included in this study [77]; they recorded 10 dreams, of which
5 led to a migraine attack. The findings showed that anger, misfortune, apprehension, and
aggressive interactions could predict nocturnal attacks of migraine [77].

It has been known that nocturnal migraines can be triggered or worsened if an intense
emotion is experienced or suppressed during the day or sleep [75]. Therefore, resolving
issues can help affected patients. According to the literature, patients with migraine seem
to suppress and repress aggression quite often while they are awake [84]. Somehow, in
these patients, an inability to express emotional conflict and anger [84,85] has also been
reported. Evidence exists to support the idea that emotional suppression is linked to
somatic symptoms—for example, those seen in migraine [86]. Generally, the evidence is
in favor of an association between the suppression of anger and anxiety and unpleasant
dreams [80,81,87]. Hence, it is important to guide patients by taking advantage of therapists
to overcome their intense emotions, such as anger.

2.1.3. Personality Traits, Nightmares, and Migraine

Personality traits have also been linked to nightmares [63]. A study in 2010 stated
that the prevalence of frequent nightmares (defined as at least once per week) is 5.1% in
the general population. Female sex, low income, insomnia, sleep apnea, and sleep-related
daytime consequences were significantly associated with nightmare frequency. The risk of
having a psychiatric disorder was 5.74 times greater for subjects with frequent nightmares,
especially mood disorders. Even with the exclusion of concomitant psychiatric morbidities,
subjects with frequent nightmares still scored significantly higher on neuroticism in the
personality scale. Prospective studies can investigate how various personality traits among
migraineurs can be linked to nightmares—for example, whether the obsessive compulsory
trait has been found to be associated with perfectionism and whether this can lead to
frustration and anxiety. Job-related stress is another situation that seems to be associated
with performance issues; if it is not addressed, anger and frustration develop. This might
also affect migraineurs, who might face frustration over lack of performance at their job
while suffering a migraine attack. Hence, workplaces must acknowledge and facilitate
the optimal performance of these patients. We still do not know if this is sex or gender
dependent [88], but further investigation might be required to implement suitable strategies.
It has also been noted that migraines are attributed to unconscious childhood conflicts
triggered by present stressors [84]. Therefore, taking a history of childhood trauma or abuse
may identify whether these factors may reflect the fear, anger, and apprehension associated
with the content of unpleasant dreams [77]. It is also well known that some drugs used
for the preventive therapy of migraine are associated with unpleasant dreams [89]; for
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example, cases have reported nightmares as a consequence of tricyclic antidepressants
(TCA) or beta-blockers [90].

2.1.4. Content of Dreams in Migraine Compared with Nonmigraine or Other
Headache Types

In 2015 [91], a cross-sectional study evaluated the content of dreams in patients with
migraine. The categories of dreams were based on the Hall and Van De Castle classifi-
cation [83], which defines 11 dreaming content categories. The contents of friendliness,
sexuality, and bad fortune were dominant in patients with nocturnal attacks. The contents
of sadness, bad fortune, aggression, confusion, sexuality, and failure could influence the
onset of headache attacks. Based on these results, the authors proposed that both positive
and negative emotions seem to exacerbate headaches.

De Angeli et al. [92] investigated migraine patients, patients with tension-type
headaches, and healthy individuals to evaluate dream content. Compared with healthy
people, patients with migraine reported frequent fear and anguish during dreaming,
independent of their anxiety and depression. The authors proposed that peculiar features
of dreams in patients with migraine might be due to the negative sensations following
recurrent migraine or a reaction of the mesolimbic structures activated in dreams and
migraine [92].

Lovati et al. [93] included 219 controls, 148 migraineurs, and 45 tension-type headaches
to evaluate dreams in different headaches. They found that migraineurs, particularly mi-
graine with aura, had an increased frequency of taste and olfactory dreams and found that
anxiety and mood did not influence these results. Based on the findings, they proposed that
increased frequency of taste and olfactory dreams among migraineurs seems to be specific
and possibly reflects a particular sensitivity of gustative and olfactory brain structures and
points to a potential role of the amygdala and hypothalamus. These structures are known
to play a role in migraine, sleep, and dreaming [93]. These researchers proposed that the
brains of migraineurs might dream differently. However, no study with a brain imaging
technique has provided evidence to confirm or disprove these theories. We still do not
know if the specific the dreams seen in this study are part of the dysfunctional state of
migraine or are caused by the migraine course.

2.1.5. Miscellaneous

A study in 2013 [94] investigated the frequency of dream-enacting behaviors (DEBs) in
migraine and found a higher frequency of DEBs in migraine compared with controls. This
study was based on the evidence in the literature about the presence of sleep disorders,
nightmares, and visual hallucinations in migraine that collectively points to impaired REM
sleep. The researchers found that DEBs were linked to impaired sleep and severe headache-
related disability in migraine patients [94], and proposed that brainstem dysfunction and
increased brain excitability in migraine patients might generate the condition.

Dream studies in migraine can elucidate how physiological and psychological factors
can interact with wakefulness and sleep in migraine. For example, if an emotional reaction
can be modulated or can act as a predictive value, it might have an implication for thera-
peutic intervention. Both pharmacotherapy and behavioral treatment of nightmares seem
to help individuals [17,95].

3. Interventions to Manage Nightmares in Migraine

Both pharmacological and nonpharmacological interventions have been proposed
to help with the prevention or treatment of comorbid conditions of sleep disorders and
migraine [8,13]. More widespread use, ease of administration, and limited unwanted
side effects or complications of nonpharmacological interventions have made these a
starting point for treatments that can be applied as lifelong strategies, if required. For
example, the successful use of cognitive behavioral therapy (CBT) and its effectiveness for
comorbid conditions of chronic pain and sleep disorders [96] has been expanded to chronic
headaches [97], including migraine [53,98,99]. There is ample evidence that psychological
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approaches to headaches are effective, and a behavioral approach called learning to cope
with triggers (LCT) has been effective for chronic headaches [100]. CBT-i, or CBT for
insomnia, has been recommended as first-line therapy for insomnia [101], and can increase
both REM and non-REM (NREM) sleep [102]. Several narrative reviews [100,103,104] and
one systematic review with a meta-analysis [9] exist to demonstrate psychological and
behavioral techniques, and combining behavioral techniques with medication is effective
for reducing headache frequency and intensity and improving sleep parameters such as
sleep quality and sleep time. The neurophysiology of psychological sleep interventions and
how they can improve headaches are not fully explored, but evidence exists to demonstrate
some neurophysiological changes that occur in the brain regions that are known in both
pain and sleep [15]. Subcortical resting-state functional connectivity was studied in patients
with insomnia pre- and post-application of CBT-i [105], and a decrease in functional
connectivity was found between the thalamus and the parietal cortex [105]. This decrease
was inversely correlated with sleep efficiency. The measurement of regional cerebral blood
flow [106] showed a mean increase of 19% in blood flow to the thalamus during non-REM
sleep when it was measured pre- and post-behavioral therapy for insomnia.

Other behavioral sleep modification strategies include sleep restriction/bed restriction,
stimulus control, and sleep hygiene [107]. Sleep hygiene is one of the main components to
maintain an optimal lifestyle. Consumption of alcohol at night can influence and fragment
sleep and hence should be avoided. Consuming nicotine and caffeine before bedtime can
also prohibit proper sleep as these substances are stimulants. Environmental factors such
as noise and light must be controlled and are normally monitored and adjusted when sleep
hygiene is being consulted.

A case [108] is also presented in the literature with a complete resolution of pain after a
lucid dream when a biopsychosocial treatment was applied for two years [108]. A potential
central nervous system reorganization known as neural plasticity was therefore proposed
to underlie the therapeutic effect of lucid dreams [108].

While most studies have reported the above-mentioned interventions for breaking
the vicious cycle of chronic pain and sleep disorders, reports that demonstrate the effect
on nightmares and migraine are limited. Hypnosis, desensitization and reprocessing of
eye movement, and deep-muscle relaxation have been mentioned for the treatment of
nightmares in general [17]. We still do not know whether these techniques can help patients
with migraine. A method called behavioral intervention with imagery rehearsal therapy
(IRT) seems beneficial for the treatment of nightmares [17]. This method is based on the
theory that nightmares are a learned behavior and can be replaced by less disruptive
behavior. To apply IRT, affected patients are asked to remember the nightmare, write it
down, and change its content to a more positive version that can be practiced as a re-
transcript dream [17]. This technique seems feasible and might also help migraine patients
to overcome their nightmares.

Some medications can be used for nightmare treatment (for example, prazosin; atyp-
ical antipsychotics such as aripiprazole, olanzapine, and risperidone; benzodiazepines
such as nitrazepam and triazolam; topiramate; and TCAs). These drugs are often used
for nightmares related to PTSD. One may imagine that these can also be effective to limit
nightmares in migraine, but it must be kept in mind that some medications can contribute
to nightmares. For example, propranolol or TCAs, used as prophylactic agents for chronic
migraine, can also contribute to nightmares. Therefore, the choice of drugs for preventive
therapy in susceptible patients is important. In general, the dose and timing of pharmaco-
logical treatments should be considered when multiple comorbidities are present, such as
nightmares and migraine.

Collectively, a specific strategy or guideline to treat the comorbid condition of night-
mares in migraine is still needed, but the methods presented above are likely to help. In
addition, Gieselmann et al. [68] provided an overview of the etiology and treatment of
nightmare disorders, where different treatment options are presented based on the meaning
of nightmare dreams, persistence and repetition of nightmares, and maladaptive beliefs.
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The strategies presented in this paper might also be applicable to nightmares in migraine
to some extent.

4. Concluding Remarks and Future Perspectives

Chronic headaches are comorbid with several disorders, one of which is sleep disor-
ders. Nightmares and migraine are two distinct entities from both disorder groups (i.e.,
headaches and sleep disorders). Evidence from the literature demonstrates that nightmares
sometimes accompany migraine, and this link has been proposed as a result of number of
factors that affect both migraine and nightmares, for example, various stressors. Hence,
an investigation of their interaction can help us to identify common neurobiological or
psychological pathways and the effects of nonpharmacological interventions and optimal
pharmacological agents. Comorbid factors and the roles of environmental and genetic
factors can also be studied. Figure 2 depicts the proposed link between nightmares and
migraine and the potential factors influencing this link.
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Dream studies, combined with imaging techniques and functional and biological
assays in migraine under and without interventions, can aid our better understanding and
management of nightmares in migraine.

In the clinic, it is important to decide if the nightmare in migraine is a nightmare
disorder or not, as proper evaluation and professional treatment might be required. It
is also critical to identify exacerbating factors among migraine patients such as sex, age,
drug use, personality traits, beliefs, coping strategies, and other comorbid conditions. In
addition, the content of a dream can be collected and investigated to identify whether
psychiatric disorders are comorbid with migraine. This can assist with the proper and
timely selection of an optimal procedure for treatments. Considering the current trend
of patient-centered care, the education and active involvement of patients suffering from
this co-morbid condition can be highly beneficial. Since disturbing dreams may serve
as an alarm signal [109], it is important to carefully evaluate and consider forms of psy-
chopathology and mental disorders while dealing with nightmares in migraine. Besides
psychological and behavioral techniques and combining behavioral techniques with medi-
cation, lifestyle modification seems to play a critical therapeutic role in both migraine [110]
and sleep disorders [111]. For example, dietary factors [112,113] and exercise [114] interact
with both migraine and sleep [115] and may influence nightmare incidence in migraine.
This needs further clarification.
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The persistence of nightmares in migraine can dramatically reduce the quality of life
of patients and generate or exacerbate anxiety, stress, or depression in affected individuals.
In general, childhood nightmares can be persistent, so it is highly valuable to identify
them in children with migraine and to apply treatment strategies to prevent this condition
in adulthood. Therefore, it is important to include young adults and adolescents with
migraine who are affected by nightmares in future studies. These studies might require
special tools and strategies according to the needs of this population that must be con-
sidered in the study design. More studies are needed to shed light on precisely how the
treatment of nightmares could help with the psychological symptoms and mood of patients
with migraines. Mood and migraine are interrelated, and children are again the most
affected group [116]. As emotion is related to dreams, further studies might also include
migraine patients with complicated conditions such as grief or consider different cultural
backgrounds and a diverse range of coping strategies.

Further studies are also encouraged to include other headache disorders (for example,
post-traumatic headaches, considering that nightmares of PTSD are highly prevalent within
the context of nightmare-related sleep disorders) in dream studies to establish a basis for
diagnosis and comparison with migraine. In addition, larger cohorts and longitudinal
studies can help determine how the pattern might be present at a time point and change
over time in relation to age, sex, lifestyle, hormonal levels, cultural and behavioral coping
strategies, occupation, etc. Comparing with normal participants without any headaches or
nightmare disorders will also be beneficial for understanding the underlying reasons for
this pattern.

Nightmares in migraine is an important field that still requires further investigation
to provide evidence and determine the biological, psychological, or functional asso-
ciations of nightmares and migraine, and optimal strategies to prevent and treat this
co-occurring condition.
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