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Case Presentation 

• A 78-year-old female presented to ED with epigastric
pain, weakness, persistent nausea with associated dry
heaving, and one episode of non-bloody, non-bilious
emesis

• Her epigastric pain was intermittent and post-prandial.
She had developed progressive worsening of her
symptoms over one year, which worsened in the past four
months

• Associated symptoms included early satiety, decreased
appetite, insomnia, and unintentional weight loss of 12
pounds

• Denied hematochezia, melena, night sweats, 
odynophagia or dysphagia. No use of new medications, 
aside from taking Fioricet for migraine headaches. No 
use of NSAIDs or steroid use  

• PMH: Coronary artery disease status post previous
myocardial infarction and hypothyroidism

• The patient is a former smoker and quit smoking ten
years ago.  Doesn’t drink alcohol or do illicit drugs

• Vitals on presentation: BP 168/83, pulse 108, oral
temperature 98.4, respiratory rate 12, and oxygen
saturation 94% on 2L oxygen

• Physical exam: Abdomen soft and non-distended,
tenderness primarily in the mid epigastrium without
guarding or rigidity. Normoactive bowel sounds in all four
quadrants with no signs of hepatomegaly.

Cardiac exam – II/VI systolic murmur at right second
intercostal space. Trace edema was noted in lower
extremities with intact pulses.

Respiratory and neurological exam- normal.

• Initial workup: Potassium- 3.2, BUN -12, Cr- 1.2. CBC,
TSH, and other electrolytes within normal limits. Albumin
3.8, total protein 7.1, AST 89, ALT 21, Alkaline 
phosphatase 89, total bilirubin 1.2, lipase 23 

• Gastric emptying scan and hepatobiliary scan with CCK
normal

Discussion 

Figure 2: Sagittal CT angiography images of abdomen/pelvis (A, B) demonstrates 

proximal celiac artery narrowing (white arrows), post-stenotic dilation (black arrows), and 

(B) characteristic hooked appearance (arrowhead) of the proximal celiac artery.

Figure 3: Sagittal  3D 

construction image 

of abdomen/pelvis 

demonstrates the 

narrowing of 

proximal celiac 

artery (white arrow), 

characteristic 

hooked appearance 

of the proximal 

artery arrowhead) 

and post-stenotic 

dilation (red arrow). 

Hospital Course 

• Dunbar syndrome results from the extrinsic compression of the celiac trunk by the

median arcuate ligament

• Hallmark feature- postprandial abdominal pain. Other symptoms and signs include

nausea, vomiting, and weight loss

• Celiac trunk is compromised by the ligament compression. The patient was taking

fioricet which may have caused further decrease in gut blood flow and worsened the

symptoms

• CT angiography and conventional angiography of the abdomen are the gold standard

imaging modalities

• Management: Conservative. Definitive treatment includes endovascular transluminal

angioplasty and stent placement, and laparoscopic division of the arcuate ligament

and resection of the celiac plexus

• Colonoscopic evaluation should be avoided since the interposed bowel may be at

high risk for entrapment and perforation

• Dunbar syndrome is a rare clinical condition but should be considered in the

differential diagnosis of unexplained gastrointestinal symptoms
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Farhan Ali D.O : farhan.ali@arnothealth.org 

Sowmya Srinivas M.D : sowmya.srinivas@arnothealth.org 

Figure 1: Axial contrast-enhanced CT image of 

abdomen/pelvis demonstrated the thickening of the 

median arcuate ligament on the right (arrow).     

• Vascular surgery was consulted, and upon review of

the reconstruction of her CTA, moderate

compression of her celiac artery was thus

discovered, likely representing median arcuate

ligament syndrome


