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Case 1-2008 : A 45-Year-Old Man with Sudden Onset of Abdominal Pain and
Hypotension (New England Journal of Medicine 2008;358:178-86)
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Figure 1. CT Scan of the Abdomen.

This axial contrast-enhanced abdominal CT scan shows

calcified gallstones in the gallbladder (long arrow), fatty
infiltration of the liver, and minimal ascites (short arrow)
in Morison’s pouch. In addition, there is stenosis of the
celiac axis (arrowhead). The pancreas is unremarkable.
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FAST (focused assessment with sonography for trauma)
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Figure 2. Focused Assessment with Sonography
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(the space between the liver and the right kidney).
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Figure 4. Superior Mesenteric Arteriograms Obtained
before and after Embolization.

The arteriogram obtained before embolization (Panel A)
shows the tip of the catheter (large black arrow) in the
proximal superior mesenteric artery. The anterior (black
arrowhead) and the posterior inferior pancreaticoduo-
denal arteries are enlarged with aneurysms (small white
arrows), which fill the gastroduodenal artery (large
white arrow). The dorsal pancreatic artery is also en-
larged and shows an aneurysm (small black arrow).
The superior mesenteric arteriogram obtained after
embolization (Panel B) shows occluded aneurysms
with coils (arrows). The celiac axis is filling through the
patent anterior inferior pancreaticoduodenal artery.
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Figure 3. Celiac Axis and Pancreaticoduodenal Arcades and Dorsal Pancreatic Artery.
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