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Introduction  
 

The Transient Perivascular Inflammation of the 

Carotid Artery (TIPIC) syndrome is a rare clinical 

entity, leading to tenderness and acute pain at 

the carotid bifurcation without an identifiable 

cause 1, 2. First described by Fay in 1927 3 and 

later by Roseman in 1967 4, it was formerly 

known as Fay syndrome or idiopathic 

carotidynia/carotidodynia 3-5. TIPIC syndrome is 

a benign condition with a favorable course, 

and its diagnosis is based on clinical 

presentation coupled with radiological findings 
1, 2, 6. 

 

Case Report 
 

We report the case of a 40-year-old woman, 

mother of five living children, with a medical 

history of arterial hypertension (treated with 

hydrochlorothiazide 25 mg), atrial fibrillation 

(treated with rivaroxaban 20 mg and 

metoprolol LP 25 mg), pollen allergy, 

cholecystectomy in 2016, and a spontaneous 

miscarriage in 2005. She presented to the 

emergency department in 2023 with a 3-day 

history of left anterior cervical pain. Since 2014, 

she had visited the emergency department four 

times for headaches, one of which resembled 

the current episode. During one of these visits, a 

contrast-enhanced cranial CT scan ruled out 

hemorrhage and venous thrombosis. On each 

occasion, a diagnosis of tension-type 

headache was made, and the patient was 

discharged with analgesic treatment. 

 

During the current consultation, the medical 

history revealed spontaneous, pulsatile pain in 

the left anterior neck, exacerbated by head 

movements, particularly toward the left, and 

radiating to the head and ipsilateral face. The 

pain was relieved by acetaminophen. The 

patient reported no other symptoms, including 

fever, chills, weight loss, or ENT, neurological, or 

respiratory complaints). There was no recent 

travel animal contact, or risk factors for sexually 

transmitted infections.  

https://doi.org/10.30756/ahmj.2025.16.03
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Vital signs, including respiratory, hemodynamic, 

and neurological parameters were within 

normal limits. Neck examination revealed a 

tender, pulsatile, soft, well-defined left-sided 

mass, mobile relative to underlying structures, 

measuring approximately 0.5 x 1 cm. No 

overlying skin inflammation, lesions, or vascular 

murmurs were observed. Neurological 

examination was normal, lymph node areas 

were unremarkable, and no other clinical 

abnormalities were identified.    

 

Blood analyses were within normal limits, 

showing no signs of inflammation (Haemoglobin 

118 g/L, Leucocytes 9.8 G/l, Thrombocytes 339 

G/l, CRP 14.3 mg/l, Natrium 138 mmol/l, Kalium 

3.7 mmol/l, Creatinine 45 umol/l, MDRD>60 

ml/min/1.73m2, Urea 3.9 mmol/l) 

 

A Doppler ultrasound of the soft tissues revealed 

an eccentric thickening of the carotid bulb wall, 

suggestive of a carotid dissection (Figures 1 & 

2). This finding prompted a CT scan.  

 

The contrast-enhanced neck CT scan ruled out 

carotid dissection. The findings observed on 

ultrasound was interpreted as carotid wall 

thickening with possible thrombosis and signs of 

recanalization (Figures 3, 4, & 5), indicating the 

need for an MRI to confirm (further refine and 

confirm) the diagnosis.       

 

The cervical MRI, performed with and without 

contrast, ruled out both dissection and carotid 

artery thrombosis but revealed a poorly defined 

mass on the non-contrast sequences (Figures 7 

& 8). After Gadolinium injection, a left peri 

carotid infiltrate was observed. (Figures 9 &10). 

 

The diagnosis of Transient Perivascular 

Inflammation of the Carotid Artery (TIPIC) 

syndrome was confirmed. The patient was 

discharged with symptomatic treatment 

consisting of Ibuprofen (400 mg three times daily 

for 5 days) and acetaminophen (1 g four times 

daily for 3 days). 

 

Follow-up in the emergency department after 7 

days showed complete resolution of symptoms. 

Given this rapid improvement, the patient 

declined further ultrasound imaging and chose 

to continue follow-up with her general 

practitioner. 

Figures  

1 & 2: 

Ultrasound 

of the soft 

tissues and 

Doppler of 

the left 

carotid 

artery 

Figures  

3, 4 & 5: Contrast-

enhanced CT 

scan of the neck 
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Discussion  
 

TIPIC is a transient perivascular inflammation of 

the carotid artery, resulting in tenderness and 

acute pain at the carotid bifurcation 1, 7. In 1988, 

the syndrome was included in the first 

international classification of headaches by the 

Headache Classification Committee of the 

International Headache Society 8. However, in 

2004, it was removed due to imprecise 

diagnostic criteria 9, 10. Subsequent advances in 

imaging have demonstrated abnormalities of 

the carotid wall and surrounding soft tissues, 

particularly near the bifurcation, in the absence 

of any identifiable alternative cause. These 

findings have led to the development of clearer 

and more rigorous diagnostic criteria, 

establishing TIPIC as a clinic-radiological entity 1, 

6, 11. The acronym TIPIC was adopted in 2017 

following a multidisciplinary consensus and a 

retrospective study involving 47 patients 11. 

 

TIPIC is considered rare, with a reported 

prevalence of 2.8% among patients presenting 

with acute cervical pain 11, 12. However, this 

condition is likely underrecognized, as its 

nonspecific symptoms and tendency for 

spontaneous resolution often leads to 

misdiagnosis. 1, 11, 13. A slight female 

predominance has been noted (ratio 1.1-1.5:1), 

with a mean age of approximately 37 years 7, 12. 

 

Clinically, although the presentation is often 

nonspecific, it can nonetheless be suggestive, 

as illustrated by our patient’s case. The pain is 

typically acute, peri carotid, moderate in 

intensity (approximately 5/10), and occurs 

without an identifiable trigger. It is unilateral in 

about 90% of cases and bilateral in 4–10%. The 

pain frequently radiates toward the ipsilateral 

ear, face, and head. In some patients, it is 

exacerbated by swallowing, chewing, neck 

movement, coughing, yawning, or sneezing 1, 2, 

6, 7, 12, 14-20. Clinical examination almost always 

reveals tenderness over the carotid artery, 

particularly at the bifurcation, and palpation 

often elicits a painful, pulsatile mass. 

Neurological signs are reported in 

approximately 17% of cases and should prompt 

urgent evaluation for a possible 

cerebrovascular cause, such as acute stroke. 

Documented neurological manifestations 

include dizziness, paraesthesia or allodynia, 

dysesthesia, peripheral facial palsy, or ipsilateral 

paraesthesia. These symptoms, like the cervical 

pain, typically resolve spontaneously 1, 2, 7, 12, 21-25. 

Some reports have suggested potential triggers, 

including stress, bright light, loud sounds, 

menstruation, and tobacco use 17, 26.  

 

Laboratory testing is primarily useful for 

excluding alternative diagnoses, as no specific 

biological marker for TIPIC has been identified. 

In most cases, laboratory parameters remain 

Figures 7 & 8:  

MRI without Gadolinium injection 

Figures 9 & 10:  

MRI with Gadolinium injection 
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within normal limits. Nonetheless, some studies 

have reported abnormalities, including 

inflammatory syndrome with elevated ESR 

(erythrocyte sedimentation rate) and/or CRP 

(C-reactive protein) in approximately 6% of 

patients, increased serum amyloid A, and 

elevated vasculitis-associated markers such as 

soluble intracellular adhesion molecule-1 

(sICAM-1) 2, 6, 7, 12, 20, 25, 27-30. 

 

TIPIC remains a diagnosis of exclusion; therefore, 

serious alternative conditions necessitating 

urgent management must be ruled out 

beforehand 2, 7, 26, 28 (Table 1). 

 

Since the early 21st century, advances in the 

quality and sensitivity of medical imaging have 

enabled the diagnosis of TIPIC in patients with 

suggestive clinical presentations, while 

simultaneously excluding more urgent and 

serious differential diagnoses 11, 26. 

 

Ultrasound of the neck soft tissues and Doppler 

ultrasound of the supra-aortic trunks can reveal 

several characteristic patterns: 

• Patent carotid arteries without significant 

atheromatous deposits. There is clear 

thickening of the posterior wall of the carotid 

bifurcation, extending from the bulb to the 

ostia of the internal and external carotid 

arteries, without any hemodynamic impact 1, 

6, 9 

• Hypoechoic appearance of the wall and 

intima at the common-to-internal carotid 

junction, potentially suggesting either a soft 

plaque or a localized inflammatory 

thickening, without any hemodynamic 

consequences 1, 6, 31 

• Perivascular changes measuring 4–5 mm in 

thickness and 15–28 mm in length 17, 31 

• Diffuse hypoechoic infiltration around the 

carotid bifurcation, eliciting pain upon probe 

palpation 7 

• Lesions are predominantly located posteriorly 

and laterally to the carotid bifurcation 1 

• Wall thickening can moderately narrow the 

lumen in approximately 38% of cases, without 

affecting flow¹¹. However, significant stenosis 

has been reported in 6% of according to 

literature reviews 1 

 

CT and CT angiography of the neck confirms 

asymmetry in the carotid bulb diameter, with an 

ill-defined lesion surrounding the bifurcation due 

to regular hypodense wall thickening in its 

posterior aspect. This appearance may mimic 

stenosis and may demonstrate peripheral 

enhancement in delayed phases 7, 8, 18. 

 

MRI confirms wall thickening with infiltration of 

the adjacent soft tissues, particularly posterior 

and medial to the bifurcation. This appears as 

contrast enhancement on T1-weighted 

sequences with fat suppression, and as 

hyperintensity on T2-weighted, consistent with 

perivascular inflammation. The characteristic 

morphology helps differentiate TIPIC from soft-

tissue tumors 1, 32, 33. 

 

MRI also demonstrates diffuse, ill-defined 

thickening around the bifurcation, extending 

along the internal carotid artery. The lesion is 

hyperintense on T2-weighred sequences and 

exhibits marked enhancement after gadolinium 

injection, consistent with peri-adventitial 

inflammatory tissue 7, 26, 32, 33. 

 

Imaging criteria are specific: 

• Constant finding: eccentric perivascular 

infiltration of the carotid bulb, detectable on 

both ultrasound and MRI 12, 13, 31-33.  

• Ultrasound: hypoechoic thickening of the 

vessel wall 1, 6, 31. 

• Cervical MRI: isointense lesion on T1-weighted 

sequences with fat saturation, hyperintense 

on T2-weighted sequences, showing strong 

focal and perivascular contrast 

enhancement after Gadolinium injection 12, 32, 

33.  
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• Ultrasound remains superior to MRI for 

diagnosis due to its high resolution, non-

invasiveness, and accessibility 12, 32, 33.  

 

In 2004, the International Headache Society 

proposed diagnostic criteria 9, and in 2017, 

Lecler et al. 11 provided a detailed clinico-

radiological description of the condition. The 

currently accepted diagnostic criteria include 1, 

2, 6, 7, 10, 30, 34:  

• Unilateral neck pain over the carotid artery, 

potentially radiating to the face. 

• Presence of at least one of the following signs 

in the carotid region: tenderness, swelling, or 

increased pulsation. 

• Pain triggered by palpation of the carotid 

bifurcation.  

• Characteristic imaging findings: perivascular 

thickening without wall or intraluminal 

abnormalities, and exclusion of alternative 

diagnoses.  

• No other etiology identified after appropriate 

investigations. 

• Good response to NSAIDs or spontaneous 

resolution within approximately two weeks 

 

Therefore, in the absence of alternative 

aetiologies, TIPIC syndrome can be 

diagnosed—as in our patient—when a 

suggestive clinical presentation is accompanied 

by localized perivascular inflammatory 

infiltration on imaging. 

 

In patients with suggestive clinical presentation 

and compatible imaging, biopsy and 

histopathological analysis are generally 

unnecessary for the diagnosis or management 

of TIPIC 29. When performed, macroscopic 

examinations typically reveal a greyish carotid 

artery, occasionally exhibiting oedema. 

Histology demonstrated an acute-to-chronic 

inflammatory process with polymorphic cellular 

proliferation predominantly lymphocytes and 

fibroblasts, along with scattered neutrophils, 

mast cells, and eosinophils. The hallmark feature 

is proliferation of small vessels within a fibro-

myxoid stroma, which is distinct from granulation 

tissue, abscess, or vasculitis, and is notably 

devoid of giant cells 7, 27, 28. 

 

In typical cases, the clinical course is usually 

benign, with spontaneous regression or 

improvement under anti-inflammatory 

treatment within 10-14 days. Follow-up MRI 

usually demonstrates partial or complete 

resolution of the inflammatory process 1, 7. In 

atypical cases, however, radiologic anomalies 

may persist despite clinical symptoms resolution, 

including fibrous plaques in the carotid bulb, 

indicative of early fibrosis associated with low-

grade chronic inflammation, observed 2-3 

months after the acute episode 1, 11, 35. 

Furthermore, TIPIC syndrome has been 

proposed as a potential risk factor for the 

development of atherosclerotic plaques 

secondary to arterial wall inflammation, 

warranting prolonged patient surveillance 11, 13, 

25. Recurrence can occur in 10-19% of patients 

within 1-6 months 1, 25. 

 

Treatment of TIPIC syndrome is primarily 

symptomatic and relies on nonsteroidal anti-

inflammatory drugs (NSAIDs) or corticosteroids. 

No comparative studies evaluating efficacy 

have been conducted. Although some authors 

have reported the use of pizotifen, 

methysergide, or propranolol, these 

approaches remain without consensus 2, 26, 35, 36. 

  

Conclusion 
 

TIPIC syndrome is a benign but poorly 

recognized entity that is likely underdiagnosed. 

Often idiopathic, its diagnosis relies on 

anamnesis, clinical findings, and imaging 

primarily ultrasound and MRI. Nevertheless, it 

remains a diagnosis of exclusion, occasionally 

necessitating the exclusion of other conditions 

requiring urgent medical management. 

Treatment is symptomatic, and the clinical 

course is favorable, although relapses can 

occur, albeit rarely. 
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Consent 

 
Consent was obtained from the patient for the 

publication of this case report, including all 

relevant clinical information and imaging.  
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Tables 

 
Table 1: Differential diagnoses of TIPIC 2, 7, 26, 28 

Vascular causes (cervical vessel abnormalities) 

o Aneurysm, dissection, occlusion 

o Carotid body tumor 

o Intraluminal hemorrhage/hematoma 

o Fibromuscular dysplasia 

o Large vessel vasculitis: giant cell arteritis (Horton’s disease), Takayasu arteritis, temporal arteritis 

o Post-endarterectomy changes 

Non-vascular causes (usually due to inflammatory, infectious, or neoplastic processes of the head and neck) 

o Aphthous ulcers 

o Dental disease 

o Temporomandibular joint disorders 

o Migrane, superior laryngeal nerve neuralgia, trigeminal neuralgia 

o Elongated styloid process or ossification of the stylohyoid ligament (Eagle syndrome), hyoid bone malformations  

o Palpable masses: 

-Cervical abscess 

-Adenopathy / lymphadenopathy 

-Thyroiditis abnormalities 

-Submandibular gland disorders 

-Carotid paraganglioma 

o Cervical osteoarthritis 

o Chronic sinusitis 
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