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Abstract:

Introduction: Amaurosis, the partial or total loss of vision, can be asso-
ciated with migraine, a condition common in women of reproductive age.
During pregnancy, hormonal changes may exacerbate migraine. This report
describes a case of migraine with persistent aura without infarction associ-
ated with transient amaurosis in a pregnant woman, detailing her diagnosis,
treatment, and follow-up.

Case Presentation: A 29-year-old multigravida patient with a history of
migraine with aura, at 20 weeks and 4 days of pregnancy, presented with in-
tense headache and acute loss of vision. Evaluations showed variable blood
pressure readings and nonspecific findings on magnetic resonance imaging
and tomography, with no evidence of infarction. She was evaluated by sev-
eral specialists, and preeclampsia/eclampsia was ruled out. She was diag-
nosed with migraine with persistent aura without infarction and was treated
with amitriptyline and cyclobenzaprine, in addition to physical therapy.

Discussion: The differential diagnosis in pregnant women with sudden
loss of vision includes preeclampsia, eclampsia, and other neurovascular
conditions. Migraine with persistent aura without infarction, although rare,
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can present neurological symptoms that mimic severe pathologies, high-
lighting the importance of a broad diagnostic approach. Conclusion: It is
important to consider migraine with persistent aura without infarction in the
differential diagnosis to avoid delays in treatment and complications.

Keywords: Amaurosis fugax; migraine with prolonged aura; case report;
central nervous system diseases; neuroimaging.

Introduction

Amaurosis refers to the complete loss of visual acuity, which can mani-
fest unilaterally or bilaterally and may or may not be associated with organ-
ic causes (1, 2), such as vascular disorders, structural abnormalities of the
eyeball, or neurological conditions—the latter being common in women of
childbearing age (3, 4). It is estimated to affect approximately 12% of the
population, and in 25-30% of cases, it is accompanied by symptoms known
as aura, of which about 98% are visual (5). Although migraine auras usually
resolve spontaneously within minutes, they can sometimes persist for more
than 60 minutes or even up to a week. In such cases, they are classified as
“persistent aura” (6, 7). Persistent migraine aura without infarction (PMAWI)
is defined by the continuation of aura symptoms for more than a week with-
out radiological evidence of cerebral infarction (8).

During pregnancy, the prevalence of migraine is estimated to be around
20%, with an increased risk of migraine with aura due to hormonal changes
(9, 10).

The clinical case presented describes a patient in the second trimester of
pregnancy with a history of migraine, who had previously experienced mild
and transient visual disturbances that resolved spontaneously within min-
utes. However, during the current pregnancy, she presented with a severe
headache associated with sudden loss of visual acuity and a syncopal epi-
sode. During medical evaluation, only an elevated blood pressure reading
was recorded, with no other significant findings apart from decreased visual
acuity on physical examination. Endothelial damage and hypertensive dis-
orders of pregnancy, such as preeclampsia/eclampsia—considered the main
differential diagnosis—were ruled out (11).

The aim of this manuscript is to describe a case of persistent migraine
aura without infarction associated with total amaurosis during pregnancy,
and to detail its clinical course, diagnostic approach, treatment, and fol-
low-up. Lack of clinical recognition, delayed diagnosis, and unnecessary use
of resources may hinder timely treatment (12). The importance of this case
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lies in the wide range of differential diagnoses and the need for timely clin-
ical and radiological diagnosis, contributing to the published regional and
national case literature and offering insights into the management of per-
sistent migraine aura without infarction during pregnancy.

Case Description:

-year-A 29-year-old female, G4P3V3, with a history of migraine with
aura prior to pregnancy since adolescence, presented with a history of three
episodes of transient visual acuity loss lasting only seconds, which self-re-
solved without sequelae, with full recovery of vision. She was 20 weeks and
4 days pregnant at the time of presentation. The patient came to the emer-
gency department with a 30-minute history of acute onset consisting of
intense holocranial headache associated with rotational dizziness, which did
not improve with self-administered oral analgesics. Following this, she ex-
perienced a syncopal episode, with an immediate recovery of postural tone
and consciousness, no loss of sphincter control, and no signs suggestive of
post-ictal state, but with complete loss of visual acuity.

On physical examination, the patient was notably anxious, with blood
pressure of 140/88 mmHg, a blood glucose level of 104 mg/dL, and a fetal
heart rate of 145 bpm. She was transferred to the obstetrics service, where
her vital signs were stable, and her blood pressure was 109/67 mmHg. A
complete neurological examination showed no focal neurological signs, but
bilateral isocoric pupils were noted, with a decreased photomotor and con-
sensual reflex. There was a complete abolition of visual acuity.

The patient was evaluated by the gynecology team, who began com-
prehensive management, initially considering hypertensive disorder of
pregnancy with preeclampsia with severe features due to neurological in-
volvement. An endothelial damage profile was requested, and the results
were completely normal. Subsequent blood pressure readings taken every
30 minutes were 126/71 mmHg, 110/57 mmHg, 126/66 mmHg, 120/73
mmHg, 119/65 mmHg, and 114/64 mmHg. Due to diagnostic uncertainty,
the patient was transferred to a level Il unit, where she was evaluated by
the neurology service. Neurology noted partial improvement in visual acu-
ity, with color and contour discrimination at a distance of 30 centimeters,
without detecting other neurological alterations.

As part of the diagnostic imaging method, an MRI was performed, which
showed a lesion in the white matter consistent with a right frontal focus of
nonspecific gliosis and the presence of an image compatible with a lobar
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microhemorrhage in the right middle frontal gyrus, possibly related to a
cavernous malformation. However, these findings were not consistent with
the clinical presentation, so a simple cranial CT scan was requested, which
returned completely normal results. A repeat endothelial damage profile
was performed, revealing 24-hour proteinuria of 345 mg/dL without oth-
er abnormalities. By unanimous decision, the neurosurgery, neurology, and
gynecology services decided to transfer the patient to a level IV institution
for additional tests.

Upon arrival at the level IV institution, the patient underwent an ex-
haustive evaluation by ophthalmology, neurology, gynecology, perinatology
(no evidence of fetal pathology), physiatry (which detected spasm in the
occipital muscles), and psychiatry. A cerebral angiogram was conducted,
which ruled out malformations, expansile lesions, and/or vascular abnor-
malities, as well as any changes in the ventricular system, orbits, paranasal
sinuses, and mastoids (Figure 1). The endothelial damage profile and normal
blood pressure readings led to the final diagnosis of migraine with persistent
aura and ophthalmological involvement, along with refractory tension-type
headache, not associated with hypertensive pregnancy disorders, and with
no fetal impact.

Currently, the patient has diminished visual acuity, with paroxysmal ep-
isodes of intense headache that worsen the quality of her vision. She is
awaiting the completion of physical therapy sessions and muscle trigger
point injections, along with occipital nerve blockade as indicated by the
physiatrist. She is on pharmacological treatment with amitriptyline 25 mg
every 24 hours and cyclobenzaprine 10 mg every 24 hours. Strict follow-up
has been arranged with gynecology, perinatology, and clinical neurology in
level IV institutions until the end of the pregnancy.
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Figure 1. Angio-Magnetic Resonance Imaging of the brain in axial sec-
tion: Visualization of the posterior fossa, ventricular system, and orbital

structures at three levels.

* Own elaboration.

Note: The visualized arterial structures appear normal; no dissections,
occlusions, stenosis, or aneurysms are observed. The ventricular system
shows no abnormalities, and there is no evidence of intracranial hemor-
rhage or extra-axial collections. The visualized portion of the orbits, parana-
sal sinuses, and mastoids shows no alterations.

Discussion:

Headaches are a common cause of consultation during pregnancy and
can be associated with various conditions, such as preeclampsia and mi-
graines (13, 14). In this case, the patient presented with intense headache,
acute loss of visual acuity, and a syncopal episode, which initially led to con-
sidering diagnoses such as preeclampsia/eclampsia, neurovascular condi-
tions, and ophthalmologic disorders (15). However, the nonspecific findings
in the magnetic resonance imaging (MRI) and computed tomography (CT)
scans, along with the absence of significant proteinuria and variable blood
pressure readings, guided the diagnosis towards persistent aura without in-
farction (PAWI). The prevalence of PAWI in pregnant women is not clearly
established due to the low number of reported cases and the lack of specific
studies in this population (17). This condition can present with prolonged
neurological symptoms that mimic other severe pathologies, highlighting the
importance of first ruling out more common and dangerous conditions (16).

A review of the literature revealed two relevant reports: the first, from
1995, describes three groups of patients suspected of having PAWI (18);
the second is a case of a 28-year-old woman with recurrent episodes of
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scotomas and loss of visual acuity during migraine attacks, without evidence
of infarction (19). Neither of these reports included pregnant women (20).

The diagnosis of migraine with aura is clinical and is characterized by
pulsating, unilateral pain, accompanied by nausea and photophobia, with or
without auras, which are transient neurological symptoms, visual or sensory
in nature (21). The absence of radiological evidence of cerebral infarction is
key.

In this case, although the symptoms suggested a possible neurovascular
condition, preeclampsia was ruled out through endothelial damage tests and
continuous blood pressure monitoring, in line with the recommendations
for managing complex cases during pregnancy. Visual acuity loss associated
with migraines occurs in approximately 19% of cases (22) and is explained
by endothelial and platelet dysfunction, similar to the pathophysiology of
preeclampsia (22). This phenomenon is related to vasogenic edema, dis-
ruption of the blood-brain barrier, neuroinflammation, and loss of cerebral
vascular autoregulation (23).

The treatment included amitriptyline and cyclobenzaprine, supplement-
ed with physical therapy and trigger point muscle blocks. This multidisci-
plinary approach, supported by the literature, suggests the use of tricyclic
antidepressants like amitriptyline to prevent new migraine episodes (?2). The
combination of physical therapy and occipital nerve block to manage trigger
points and treat pain is an effective practice. While the use of triptans and
antiemetics is recommended for acute migraine management, these were
not employed in this case due to safety considerations during pregnancy (5, 14).

The patient’s follow-up included regular checks by obstetrics, neurol-
ogy, and physiatrics at a level IV institution, in line with recommendations
for managing complex neurological conditions during pregnancy (24). The
patient continues to be under observation to monitor the evolution of her
visual acuity and headache episodes, focusing on preventing recurrences
and improving her quality of life.

PAWI should be considered in the differential diagnosis of pregnant
women with acute visual acuity loss to avoid treatment delays and poten-
tial complications (25). In this case, the patient received a proper diagnosis
and treatment after a thorough evaluation, allowing the exclusion of other
severe conditions such as preeclampsia and neurovascular disorders (25).
Table 1 describes the differential characteristics of PAWI and preeclampsia/
eclampsia.
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Table 1. Differential Characteristics of Persistent Aura Without Infarc-
tion and Preeclampsia/Eclampsia.

Characteristic

Migraine with persistent aura
without infarction

Preeclampsia/Eclampsia

Recurrent headache with persistent

Hypertensive disorder of pregnancy

Definition visual symptoms without brain damage. with varying degrees of severity and
involvement.
Onset Usually before pregnancy After 20 weeks of gestation..
Classic . Visual aura (scotomas, ﬂashmg !|ghts), Hypertension, headache, tinnitus,
Symptoms/Signs intense headache, nausea, vomiting, and phosphenes, epigastric pain
in rare cases, amaurosis. ’ '
Intense throbbing, mainly unilateral, .
radually worsening, associated with Intense, holocranial, ponderous, may
Headache & ’ be associated with perception of

Characteristics

nausea, vomiting, photophobia,
and phonophobia.
Improves with common analgesics.

phosphenes, and does not improve with
common analgesics.

Blood Pressure

Normal or slightly elevated during pain
episodes.

>140/90 mmHg.

Paraclinical Tests

Brain MRI to exclude infarction, EEG if
epileptiform activity is suspected.

Proteinuria (>300 mg/24 hours), blood
count, liver and kidney tests.

Personal or family history of migraines,

First-time parenthood, obesity, history of

Risk Factors stress, certain foods. preeclampsia, chronic hypertension.
) Antihypertensives + magnesium sulfate
Treatment NSAIDs, pyrazolones, triptans, and termination of pregnancy according

antiemetics.

to classification

Complications

Potential progression to chronic migraine,

anxiety, depression.

Kidney failure, placental abruption,
maternal and fetal death.

* Adapted from (16 and 17).
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Notes: MRI: Magnetic Resonance Imaging, EEG: Electroencephalogram,
NSAIDs: Non-Steroidal Anti-Inflammatory Drugs.
The management of persistent aura without infarction (PAWI) during

pregnancy requires a multidisciplinary approach, including both pharma-

cological and non-pharmacological therapy, along with close follow-up to

monitor symptom progression and prevent maternal and fetal complications.

Early detection and treatment are crucial for maternal and fetal well-being.

Although less common, persistent migraine aura without infarction should

be considered to ensure optimal management. Proper clinical suspicion and

timely intervention can significantly improve clinical outcomes and reduce

the need for unnecessary interventions.
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