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Spontaneous Celiac 
Artery Dissection
Case Report and Literature Review

Symptomatic spontaneous celiac artery dissection is a rare condition that is being detect-
ed more often with the use of advanced imaging techniques. There is no consensus as to 
whether surgical or endovascular treatment is more appropriate.

We describe the case of a 41-year-old hypertensive woman who presented with the 
sudden onset of sharp, persistent, right-upper-quadrant abdominal and epigastric pain. 
Magnetic resonance angiography of the abdomen revealed celiac artery dissection, with a 
flap compressing the lumen approximately 17 mm from the artery’s origin at the aorta. Be-
cause of the patient’s persistent epigastric pain, endovascular celiac artery stent implan-
tation was performed with the use of 2 overlapping balloon-expandable stents. Twelve 
months after the procedure, the patient remained asymptomatic, and the stents were pa-
tent. This case and others in the medical literature suggest that endovascular treatment 
can be feasible in symptomatic patients with isolated spontaneous celiac artery dissec-
tion. (Tex Heart Inst J 2012;39(5):703-6)

I solated spontaneous celiac artery dissection is rare. Most reported cases have oc-
curred in men, and the cause and natural history of the condition are not well un-
derstood. In regard to symptomatic spontaneous dissection, it is debated whether 

surgical or endovascular treatment is more appropriate. We describe our endovascu-
lar treatment of spontaneous celiac artery dissection in a symptomatic female patient, 
and we discuss our findings in the context of previously reported cases.

Case Report

A 41-year-old woman presented with the sudden onset of sharp pain in the epigastri-
um and the right upper quadrant of the abdomen. The pain radiated to the left breast 
and the back. Her medical history included hypertension and a previous hysterec-
tomy for uterine fibroids. Physical examination revealed mild epigastric tenderness. 
Results of laboratory tests, including a complete blood count and basic metabolic pro-
file, were normal except for an increased lipase level of 359 U/L (normal range, 6–51 
U/L). The patient was diagnosed with pancreatitis and was admitted for observation.
 Abdominal radiographs and contrast-enhanced computed tomograms of the abdo-
men showed nothing unusual. Ultrasonography of the abdomen revealed gallbladder 
sludge. The patient’s lipase level returned to normal in 4 days; however, nausea and 
severe epigastric pain persisted. Magnetic resonance angiography of the abdomen re-
vealed celiac artery dissection with a flap that originated approximately 17 mm from 
the celiac artery ostium (Fig. 1). The caliber of the true lumen appeared to be com-
promised. The hepatic, splenic, and gastric arteries were clearly patent.
 Because of the symptoms secondary to the dissection, selective angiography of the 
abdominal aorta and celiac artery was performed (Fig. 2). The true lumen of the celi-
ac artery was entered with a 0.014-in Hi-Torque® Whisper® hydrophilic guidewire 
(Abbott Vascular, part of Abbott Laboratories; Santa Clara, Calif ) inside an 8F in-
ternal mammary artery guiding catheter after heparin was given as an anticoagulant. 
Intravascular ultrasonography with use of a 0.014-in Eagle Eye® system (Volcano Cor-
poration; San Diego, Calif ) showed a large false lumen and a dissection that extended 
from the proximal to the mid celiac artery. To prevent distal dissection and to bet-
ter support the endovascular procedure, the Whisper wire was exchanged for a 0.014-
in nonhydrophilic hi-Torque® Spartacore® peripheral guidewire (Abbott Vascular) 
(Fig. 3). Two overlapping 6 × 18-mm Palmaz® Blue stents (Cordis Corporation, a 
Johnson & Johnson company; Bridgewater, NJ) were then placed in the celiac artery, 
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slightly distal to that artery’s origin, in order to main-
tain the patency of the gastric artery, which also arises 
from the proximal celiac artery. Angiography revealed 
satisfactory widening of the true lumen and minimal 
contrast medium in the false lumen (Fig. 4). The pa-
tient’s abdominal pain disappeared immediately after 
the intervention. She was prescribed aspirin and clopi-
dogrel, and a β-blocker for hypertension.
 Twelve months later, computed tomographic angiog-
raphy (CTA) of the abdomen showed patency of both 
celiac stents with minimal contrast in the false lumen 
(Fig. 5), and the patient remained asymptomatic.

Fig. 1  Three-dimensional magnetic resonance angiogram shows 
celiac artery dissection (arrow).

Fig. 2  Selective angiogram shows the celiac artery dissection 
and the proximal false lumen (arrow).

Fig. 3  Angiogram shows the celiac artery after wire insertion 
and before placement of the first stent (arrow).

Fig. 4  Angiogram after stent placement (arrows) shows widen-
ing of the true lumen and minimal contrast medium in the false 
lumen of the celiac artery.

Fig. 5  After 12 months, computed tomogram shows stent  
patency (arrow) and substantial obliteration of the false lumen  
of the celiac artery.
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Discussion

Isolated spontaneous celiac artery dissection is uncom-
mon, and the diagnosis is rarely considered in patients 
who have acute abdominal pain. Our search of the Med-
line database yielded 33 reported cases.1-24 The superior 
mesenteric artery seems to be affected more often than 
the hepatic, splenic, left gastric, or celiac arteries.8 The 
f irst reported case of spontaneous celiac artery dissec-
tion was described in 1959.3 Only 13 cases were re-
ported before 2001.8 Although the subsequent 20 cases 
might seem to be an unusual clustering of infrequent 
events, we believe that the introduction of multislice 
CTA for the diagnosis of abdominal pain accounts for 
the disparity.18 Spontaneous arterial dissection is 5 times 
more common in men than in women, and the aver-
age age of the patients is approximately 55 years.6 Ac-
cordingly, the spontaneous celiac artery dissection in our 
41-year-old female patient is unusual. Spontaneous ce-
liac artery dissection has typically been associated with 
hypertension, arteriosclerosis, degeneration of the arteri-
al wall, trauma, pregnancy, and arteriopathy; however, 
no definite cause was found in many cases.1,7,8,14,19,21,24 Two 
patients had symptomatic dissection related to weight-
lifting,8,24 so microtrauma caused by a sudden increase 
in abdominal pressure or a significant surge in adrener-
gic hormones might have played a role.
 The most common presenting symptom is the sud-
den onset of severe epigastric or hypochondrial pain. 
Most patients’ physical examinations have yielded nor-
mal results except for epigastric tenderness. We found 
one report similar to ours: spontaneous celiac artery dis-
section with associated pancreatitis that was secondary 
to some degree of pancreatic ischemia.1

 Magnetic resonance imaging, ultrasonography, and 
conventional angiography have been used in the diag-
nosis of splanchnic artery dissections; however, CTA 
is considered to be the imaging technique of choice.6,8 
This method yields details of the mesenteric vasculature 
regardless of a patient’s body mass or anatomic variants. 
In addition, CTA can display luminal borders and ex-
traluminal disease in 3 dimensions.25

 The natural progression of spontaneous celiac artery 
dissection is not fully understood. Severe sequelae in-
clude splenic infarction, intraperitoneal hemorrhage, 
and intestinal ischemia.6,8,12 It is debated whether surgi-
cal or endovascular treatment is better for uncomplicated 
but symptomatic spontaneous dissection. Patients with 
an incidentally detected celiac artery dissection should 
undergo CTA monitoring on a regular basis if medical 
therapy rather than corrective action is preferred.1,6,10,18,25

 Surgery—once the treatment of choice when medi-
cal therapy failed5—has progressively given way to en-
dovascular treatment.1 No published data support the 
superiority of either treatment. Conservative medical 
management might be appropriate for asymptomatic 

patients in whom there are no signs of ruptured celiac 
artery branches or bowel ischemia1,6,14,18,19 secondary to 
compression of the true lumen.25

 Medical management consists of anticoagulative ther-
apy. Continuous heparin administration is recommend-
ed while the patient is fasting or until the abdominal 
pain abates.1,6,14,18,19 Therapy can later be changed to oral 
warfarin until improvement is evident.11 If the need for 
anticoagulative therapy exceeds 6 months, we recom-
mend that an invasive strategy be considered, because 
lifelong warfarin therapy has no proven benefit in pa-
tients with celiac artery dissection.
 Some authors have advocated antiplatelet therapy dur-
ing the acute stage of spontaneous dissection,1,13,24 be-
cause subendothelial injury can trigger thrombosis. 
Strict blood pressure control might prevent propaga-
tion of the dissection.13

 A goal of optimal long-term conservative manage-
ment is to identify a trigger, such as malperfusion or 
rupture, that would indicate the need for operative 
or endovascular intervention before adverse sequelae 
occur.18 Persistent or recurrent symptoms should raise 
suspicion of an undetected propagation of the dissec-
tion, expansion of the false lumen, or ischemia.
 Endovascular intervention has been successful in 
treating spontaneous dissection of the superior mesen-
teric artery.9 We found 3 instances in which stenting was 
used to treat celiac artery dissection. Intervention respec-
tively involved the use of a self-expanding stent (Wall-
sTenT®; Boston Scientific Corporation; Natick, Mass),18 
a balloon-expandable bare-metal stent (Genesis®, Cor-
dis),18 and a covered stent for a possible contained rup-
ture.1 There are also reports of balloon fenestration17 
and transcatheter embolization with coils.20 As with our 
patient, all the patients who underwent endovascular 
stenting had minimal sequelae, a complete resolution of 
symptoms, and no reported stenosis or progression of 
the dissection upon follow-up examination. However, 
the reported cases are too few and the follow-up periods 
too brief to yield definitive conclusions.
 Potential advantages of stenting versus surgery include 
shorter hospital stays, less need for anticoagulation, and 
reduced radiation exposure from serial imaging. Poten-
tial disadvantages include stent thrombosis, restenosis, 
and procedure-related sequelae such as access-site com-
plications. We would reserve surgical intervention for 
lesions that are inaccessible through an endovascular 
approach or for patients in whom angiography is con-
traindicated. Otherwise, stenting appears to be feasible 
as a primary treatment in patients with uncomplicated 
spontaneous celiac artery dissection.
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