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ABSTRACT
Simultaneous occurrence of spontaneous isolated dissection of the celiac artery (CA) and superior mesenteric artery (SMA)
is rare. Here, we report the clinical course of a 50-year-old man who presented with severe, acute upper abdominal pain.
Computed tomographic angiography (CTA) revealed segmental small intestinal ischemia and dissection of the CA and SMA.
The patient was discharged after conservative treatment, but mild abdominal pain recurred subsequently. Several repeated
CTAs showed small bowel wall thickening. These findings show that symptoms of SMA dissection along with intestinal
ischemia can be alleviated with conservative treatment, but abdominal pain and chronic bowel wall thickening can persist
for a long time.
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INTRODUCTION

A true isolated SMA dissection is a rare condition. This was
first described in 1947 by Bauersfeld Arterial dissection is
defined as the cleavage of the arterial wall by an
intramural hematoma. Dissection of superior mesenteric
is often seen with a continuation of of aortic dissection [1].
The superior mesenteric artery is the second of the three
major anterior branches of the abdominal aorta and takes
origin from anterior surface of the abdominal aorta, just
inferior to origin of the celiac trunk at the level of L1
vertebra. It supplies blood to the midgut organs, intestine,
abdominal viscera (including pancreas) etc. [2]. Dyspepsia
with mild, stabbing epigastric pain without trauma history
is a very common condition that handled in emergency
department. Vascular emergencies like aortic aneurysm
and dissection are always defined in the differential
diagnosis with these mentioned symptoms [3]. Isolated
spontaneous celiac artery dissection is uncommon and
this rare diagnosis is made in patient with acute
abdominal pain. After an extensive search on Medline
database, Mauricio et al. found 33 reported cases of coeliac
artery dissection (CAD) [4]. Among spontaneous
dissection of splanchnic artery including the superior
mesenteric artery (SMA) and inferior mesenteric artery
(IMA) and coeliac artery, the isolated coeliac artery
dissection is least commonly reported [5]. Depending on

the case, physicians may apply several management
methods like endovascular repair, interventional
radiological approach. But conservative treatment options
with anticoagulant, anti-platelet along with anti-
hypertensive can also use [6].
Isolated dissection of a splanchnic artery is defined as
dissection of a single splanchnic artery without any aortic
dissection; this condition is rare. Simultaneous isolated
dissection of the celiac artery (CA) and superior
mesenteric artery (SMA) is extremely rare. On reviewing
the literature, we found only 2 reported cases of this
condition [7,8].

CASE REPORT

A 50-year-old male patient presented with an acute,
severe, persistent, tearing upper abdominal pain without
any apparent cause. He was admitted 2 hours after the
pain radiated to his back. The patient did not have any
nausea, vomiting, injury, and surgical history. He had a 20-
year history of smoking and a 10-year history of
hypertension, denied alcohol or illicit drug abuse. Physical
examination revealed soft abdomen, subxiphoid
tenderness, no rebound tenderness, and a blood pressure
of 140/110 mmHg. Other vital signs were normal. Results
of electrocardiography and blood workup were normal,
and the patient showed normal laboratory test like,
erythrocyte sedimentation rate, coagulation time, blood
and urine test amylase, lipase, lactic acid, liver function
test and renal function. Computed tomographic
angiography (CTA) revealed isolated CA dissection along
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with isolated SMA dissection. The patient was
administered conservative treatment, and his symptoms
were alleviated. The patient was discharged from the
hospital and prescribed to continue Aspirin therapy.

Subsequently, mild upper abdominal pain recurred and
was relieved after bed rest. The following CTA images
were obtained on admission and 2 weeks, 6 months, and
10 months after admission (Figures 1-5).

Figure 1: Axial images of enhanced scans obtained at pain onset show intimal flaps in the celiac artery (A) and in the superior mesenteric
artery (B).

Figure 2: The oblique sagittal image (A) and volume rendered (VR) image (B) obtained on admission show intimal flaps in the celiac artery
and superior mesenteric artery and aneurysmal dilatation in the celiac artery.

Figure 3: Curved planar reformat images show an intimal flap and aneurysmal dilatation in the celiac artery on admission (A) and 2 weeks
(B) and 6 months after admission (C), with no significant change.
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Figure 4: Curved planar reformat images show no significant change in the intimal flap in the superior mesenteric artery on admission (A)
and 2 weeks (B), 6 months (C), and 10 months after admission (D). The length of the thrombosis narrowed at 2 weeks after admission. The
true lumen was obstructed. A gradual organization of the thrombus was noted.

Figure 5: Enhanced axial images obtained at pain onset (A) and at 2 weeks (B), 6 months (C), and 10 months after onset (D) show persistent
bowel wall thickening in a part of the small intestine.

DISCUSSION

Isolated splanchnic dissection is rare. The increasing use
of CT and other diagnostic imaging techniques has
significantly increased the number of reported cases of
this condition [9-12]. Of the peripheral artery
dissections, dissection of the SMA is the second most
common after internal carotid artery dissection. Almost
two-thirds of all splanchnic dissections involve the SMA,
and less than one-third involve the CA. The ratio of the
incidence of splanchnic dissections in men and in women
is 5:1. The average age of splanchnic dissection patients
at presentation is around 55 years [7-9,13-15].
The etiologies of dissection are unclear. Risk factors
include hypertension, connective tissue disorders,
vasculitis, atherosclerotic disease, cystic medial necrosis,
fibromuscular dysplasia, trauma, and pregnancy
[7,12,13,16].

Clinical presentation varies, but the patient usually
present with upper abdominal pain and complications
like nausea, vomiting, and abdominal distention. Patients
with SMA dissection are more often symptomatic than
those with CA dissection [13,17]. Some patients may be
asymptomatic and be detected incidentally [13,15].
The typical CTA image of splanchnic dissection shows
intraluminal filling defect and low-density intimal flap in
the true lumen. Aneurysmal dilatation may be observed.
Attenuation of the surrounding fat is observed in
unenhanced CT and may be associated with acute
dissection [13]. The underlying mechanism may be
peripheral inflammation caused by dissection. Thrombus
in the celiac trunk or SMA is indicative of SMA dissection
[13,16,18].
Choosing an appropriate management strategy for
splanchnic dissections is still controversial
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[7,8,10,11,15]. The asymptomatic patients detected
incidentally can be provisionally kept under observation.
The majority of symptomatic patients without obvious
intestinal necrosis and arterial rupture can be
successfully managed with conservative treatment.
Percutaneous intervention is reserved for patients who
fail to respond to conservative treatment. Surgery is
performed for patients with intestinal necrosis,
threatened rupture of artery, and progressive
development of aneurysmal dilatation. In our study, the
patient’s symptoms were alleviated with conservative
treatment. However, mild abdominal pain recurred after
discharge. CTA images revealed long-term persistence of
small bowel wall thickening. This shows that segmental
intestinal wall thickening can persist for a long time in
patients with SMA dissection and intestinal ischemia. The
underlying mechanism needs to be further investigated
to determine whether chronic intestinal inflammation
causes intestinal wall thickening in addition to chronic
intestinal ischemia.

CONCLUSION

Spontaneous isolated dissection of the CA and SMA is
extremely rare. SMA dissection with intestinal ischemia,
but without obvious intestinal necrosis, can be treated
with conservative treatment. However, abdominal pain
and the CTA finding of chronic intestinal wall thickening
may persist.
Large series of cases and prospective studies are
warranted For a definitive way of treatment.
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