
A 61−year−old man presented with severe
acute epigastric pain for 15 hours fol−
lowed by hematemesis. On arrival, the
patient had high blood pressure, tachyp−
nea, and tachycardia. Bowel sound was
absent with mild abdominal distention.
Nasogastric lavage revealed fresh blood.
Complete blood count and liver function
tests were unremarkable. Serum amylase
and lipase were 836 U/L (normal range,
28± 100 U/L), and 1870 U/L (normal
range, 13±60 U/L), respectively. Chest
radiography demonstrated a wide med−
iastinum (l" Fig. 1), and a plain film of
the abdomen showed small−bowel ileus.
He was sent for an emergent esophago−
gastroduodenoscopy. The findings are
shown in l" Fig. 2 and l" Video 1. Gastro−
duodenal infarction was suspected and
he was transferred for an emergent com−
puted tomography (CT) scan of the whole
abdomen. Acute aortic dissection (Stan−

ford type B) with hepatic and intestinal
infarction was diagnosed (l" Fig. 3). After
the patient had been stabilized, an ex−
ploratory laparotomy was performed.
Gangrene of the gallbladder, spleen, des−
cending and sigmoid colon were detect−
ed. Cholecystectomy, splenectomy, and
left−half colectomy were performed.
Within the same day, fenestration of in−
frarenal abdominal aorta to provide blood
flow to the gut was also successfully car−
ried out. After surgery the patient im−
proved and experienced no further ab−
dominal pain or bleeding.

We report a patient with acute aortic dis−
section presenting with acute upper gas−
trointestinal bleeding from gastroduode−
nal ischemia. In general, patients with
uncomplicated dissecting aortic aneu−
rysm type B are best treated with conser−
vative therapy [1]. However, our patient
had a complicated course that compro−
mised all major intra−abdominal aortic
branches. Then an emergent aortic fenes−
tration was indicated to effectively pro−
tect organs from gangrene. However, this

procedure still carries a high mortality
rate [2]. By contrast, endovascular stent
grafting is a less−invasive alternative and
has a lower morbidity rate, especially in
subacute and chronic dissection [3]. Un−
fortunately the outcome is not as good as
surgery in acute dissection [4, 5].
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Acute aortic dissection causing gastroduodenal
and hepatic infarction

Fig. 2 a Esophagogastroduodenoscopy
(EGD) revealed a normal esophagus. b EGD
demonstrated gastric ischemia with conges−
ted mucosa. c Dark duodenal mucosa with
submucosal hemorrhage secondary to infarc−
tion.

Fig. 1 Chest radio−
graph showed a
widening of the
mediastinum.

Video 1

EGD revealed a normal esophagus whereas
gastric mucosa showed ischemic congestion.
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Fig. 3 a Computed
tomography of the ab−
domen demonstrated
a false track septum in
the abdominal aorta.
b Intravenous contrast
computed tomography
of the liver showed the
area of left lobe infarc−
tion.

UCTN ± Unusual cases and technical notes E89

Jutaghokiat S et al. Acute aortic dissection causing gastroduodenal and hepatic infarction ¼ Endoscopy 2009; 41: E88 ± E89

T
hi

s 
do

cu
m

en
t w

as
 d

ow
nl

oa
de

d 
fo

r 
pe

rs
on

al
 u

se
 o

nl
y.

 U
na

ut
ho

riz
ed

 d
is

tr
ib

ut
io

n 
is

 s
tr

ic
tly

 p
ro

hi
bi

te
d.


