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51-year-old male presented to the emergency department after

sudden onset abdominal pain which was incited by a “sniffle

from post-nasal drip.” The pain was localized to the epigastric

region without radiation and was described as “someone

punching him in the belly.”  He denies prior episodes, fevers,

and had a bowel movement after the onset of pain that was

described as nonbloody. Physical exam was notable for mild

abdominal pain to deep palpation in the epigastric region and

was otherwise negative. He was noted to be hypertensive upon

presentation up to 206/129. After receiving hydralazine in the

emergency department, it was measured at 158/97.
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Initial CT examination obtained upon arrival showed significant 

peripancreatic and retroperitoneal mesenteric fat stranding 

surrounding the proximal superior mesenteric artery and superior 

mesenteric vein with differential diagnosis being acute 

pancreatitis, mesenteric panniculitis, and infiltrative process.  

The abdominal aorta was not aneurysmal, however both common 

iliac arteries were aneurysmal measuring 2.5 cm in diameter.  No 

small bowel obstruction or evidence of bowel perforation was 

present.  Follow up ultrasound the next day showed an isolated 

intraluminal flap within the proximal superior mesenteric artery 

with associated nonocclusive thrombus and the diagnosis for 

isolated spontaneous SMA dissection was proposed. Patient was 

discharged on aspirin and a statin and followed up in clinic with a 

repeat ultrasound showing increase in size of dissection with 

thrombosis. Patient continued to remain asymptomatic.
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The Superior Mesenteric Artery (SMA) arises just inferior to 

the origin of the celiac trunk on the abdominal aorta, at 

approximately the level of L1. Several structures run in close 

proximity to the SMA, and their compression can lead to notable 

entities such as Nutcracker Syndrome with compression of the 

left renal vein and SMA Syndrome with compression of the third 

portion of the duodenum. The uncinate process of pancreas 

wraps around a midline portion of the SMA, and inflammation in 

this region can be secondary to vascular versus visceral etiology 

such as pancreatitis. Compared to vessels of similar size, the 

SMA is less prone to atherosclerotic disease. In the setting of 

occlusion, a collateral pathway exists between the SMA and the 

Inferior Mesenteric Artery (IMA), particularly the IMA’s Left 

Colic branch, that is known as the Arc of Riolan. 

Isolated Superior Mesenteric Artery dissection (ISMAD) is 

exceedingly rare.  Several types of ISMAD are recognized. Type I 

features patent true and false lumens with entry and re-entry 

sites. Type IIa lacks a visible re-entry site and Type IIb has a 

thrombosed false lumen with narrowing of the SMA. Type III 

described a dissection involving the SMA that completely 

occludes the artery. No definite guidelines currently exist for 

the treatment ISMAD. However, asymptomatic cases are 

generally treated medically with anticoagulation to reduce the 

risk of thrombosis. In the setting of threatened bowel ischemia, 

aneurysmal expansion over 2cm, symptoms over one week, 

significant SMA stenosis, or threat of rupture, intervention with 

stent placement, particularly low radial force self-expanders, 

can be considered. 

In this case it was decided not to proceed with any 

intervention as he was asymptomatic and fear that 

manipulation could cause distal embolization. He was instructed 

to continue his aspirin and statin with repeat ultrasound as an 

outpatient.

DISCUSSION

Axial image from contrast enhanced CT Abdomen (top) at the level of the pancreas 

shows fat stranding surrounding the region of the SMA and Superior Mesenteric Vein. 

Transverse sonographic image of the proximal SMA (bottom) shows intimal defect.




