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criteria for status migrainosus: persistent headache with mi-
graine features for > 72 consecutive hours. Over the years, 
status migrainosus has represented an emergency in terms of 
management among patients with migraine [2]. This term, 
however, probably needs to be revised, since the availabil-
ity of more effective migraine abortive therapy (triptans) in 
the last decade has resulted in a faster resolution of acute 
attacks and, hence, in less status migrainosus. Furthermore, 
at present the most common situation fulfilling the criteria 
for status migrainosus is chronic migraine with medication 
overuse [1].

Pain in cervical artery dissection lacks a specific pattern 

and is sometimes misleading, mimicking other headaches 
such as migraine, cluster headache, primary thunderclap 
headache and SAH (particularly since intracranial vertebral 
artery dissection can itself present with SAH). 

Arterial dissection needs to be excluded as a secondary 
mimic in several conditions, including migraine with aura, 
exertional headache, orgasmic headache and thunderclap 
headache [3]. In fact, headache is the most common com-
plaint in patients with cervical artery dissection; yet, its pre-
sentation as a status migrainosus is quite unusual. In a series 
of 65 patients with ICA dissection with isolated headache, 
74% complained cephalic pain that was homolateral to the 
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Figure 1. MR-angiography of intracranial (A) and cervical vessels (B) shows the absence of the ICA except for a short 
proximal segment of sharpened morphology. (C) Cranial MRI shows the typical half-moon hyperintense signal on the left ICA 
wall before its entrance into the petrous canal, consistent with dissection (T1-weighted, fat saturation sequences). Notice the 
absence of representation of the right carotid artery at the same level. (D) After gadolinium administration no decrease in the 
lumen of the left ICA was observed, also indicating arterial dissection.
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dissection in 79% of cases, and was associated to signs of 
cerebral or retinal ischemia in 79% of patients [4].

Pain in cervical artery dissection lacks a specific pat-
tern and usually other associated features, such as a pain-
ful Horner’s syndrome or a painful tinnitus of sudden onset, 
providing the clue to the diagnosis. Our patient developed an 
intermittent left-sided, non-painful cervical bruit that led to 
perform an MR-angiography that revealed the bilateral ca-
rotid dissection.

Cervical arterial dissection causes referred pain that is 
associated with the nerves distributed to the vessels. Thus, 
while in vertebral artery dissection cervical and occipital 
pain is frequent, with dissection of the internal carotid ar-
tery (ICA), temporal and facial pain seems more frequent 
[5]. The fact that this patient had a bilateral dissection could 
have contributed to a diffuse, holocephalic headache rather 
than to unilateral pain.

In conclusion, bilateral carotid artery dissection needs to 
be excluded in patients with status migrainosus, a term that 
should be revised since at present is of little clinical useful-
ness.
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