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CASE REPORT

Isolated celiac artery vasculitis: a cause 
of recurrent abdominal pain in a young adult: 
a case report
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Abstract 

Background  Vasculitis encompasses a group of disorders characterized by inflammation of blood vessel walls, 
leading to diverse clinical presentations on the basis of the size and location of the affected vessels. Gastrointestinal 
involvement is a known feature of small- and medium-sized vessel vasculitides, typically as part of systemic inflamma-
tion. However, isolated vasculitis of the celiac artery is extremely rare and has been scarcely reported in the literature, 
making this case particularly novel and significant.

Case presentation  We report the case of a 35-year-old Iranian male of Persian ethnicity who presented with a 7-day 
history of abdominal pain localized to the epigastric and periumbilical regions, accompanied by nausea. On admis-
sion, the patient’s vital signs were stable, and clinical examination was unremarkable. Laboratory findings revealed 
elevated C-reactive protein and erythrocyte sedimentation rate. Contrast-enhanced abdominopelvic computed 
tomography suggested isolated vasculitis of the celiac artery. Subsequent serological tests showed borderline positive 
anti-nuclear antibodies, while other specific autoantibodies were negative. On the basis of clinical and radiological 
findings, the patient was diagnosed with isolated celiac artery vasculitis. Treatment with oral corticosteroids for 10 
days led to symptom resolution and normalization of C-reactive protein levels. A follow-up computed tomography 
scan performed 2 weeks after treatment completion demonstrated complete resolution of inflammatory changes 
with no residual abnormalities. At 6-month follow-up, the patient remained asymptomatic, with no recurrence 
of symptoms or complications.

Conclusion  Isolated celiac artery vasculitis is an extremely rare condition that requires high clinical suspicion 
for timely diagnosis. Early intervention can effectively prevent life-threatening complications and reduce morbidity. 
This case highlights the importance of recognizing isolated vascular inflammation as a potential diagnosis in patients 
presenting with unexplained abdominal pain and elevated inflammatory markers.

Keywords  Isolated celiac artery vasculitis, Rare vascular disorders, Gastrointestinal vasculitis, Abdominal pain, 
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Background
Vasculitis refers to a group of disorders characterized 
by inflammation of blood vessel walls, leading to a wide 
range of clinical manifestations depending on the size 
and location of the affected vessels. It can be classified on 
the basis of vessel size (small, medium, or large) or the 
presence of specific immune markers. The symptoms are 
often nonspecific, such as abdominal pain, nausea, or 
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gastrointestinal (GI) bleeding, which makes early diagno-
sis challenging.

GI involvement is a recognized feature of systemic 
vasculitides, particularly in small- and medium-sized 
vessel vasculitis, and can lead to complications such as 
ischemia, intestinal perforation, or peritonitis. In rare 
cases, vasculitis may occur as single-organ vasculitis 
(SOV), affecting isolated organs such as the GI tract, 
aorta, or breast, without systemic involvement [1, 2]. 
Localized vasculitis of the GI tract, though uncommon, 
can cause significant morbidity and mortality if not 
promptly recognized and managed.

Diagnostic tools, such as computed tomography (CT), 
are essential for detecting vascular wall inflammation and 
identifying associated abnormalities. CT imaging allows 
for non-invasive evaluation of isolated vasculitis, provid-
ing critical information for early diagnosis and interven-
tion [3–5].

Isolated celiac artery vasculitis is extremely rare, with 
very few cases reported in the existing literature [2]. This 
report aims to present a rare case of isolated celiac artery 
vasculitis in a 35-year-old male patient presenting with 
abdominal pain. It highlights the diagnostic challenges, 
the role of imaging in early detection, and the favorable 
outcome following timely corticosteroid therapy.

Case presentation
An Iranian man in his 30s presented to the outpatient 
emergency department of a medical center in Isfahan 
with a 7-day history of abdominal pain localized to the 
epigastric and periumbilical regions, accompanied by 
nausea. Owing to worsening symptoms, he was referred 
to our emergency department for further evaluation. The 

patient reported a similar episode of abdominal pain 1 
month prior, which was less severe and resolved with-
out medical consultation or treatment. He denied other 
symptoms such as weight loss, GI bleeding, fever, skin 
rashes, joint pain, breathlessness, visual disturbances, or 
signs of renal involvement.

His medical history included type 2 diabetes mellitus, 
managed with metformin 500 mg twice daily. There was 
no family history of autoimmune, vascular, or other rel-
evant conditions.

On admission, the patient’s vital signs were within nor-
mal limits. A thorough clinical examination revealed: 
no signs of necrotic dermal lesions, skin discolorations, 
ulcers, or arthritis; no nasal deformities, oral ulcers, or 
ocular abnormalities; and normal findings on cardiac, 
peripheral vascular, and rheumatologic examinations. 
Abdominal examination was unremarkable, with no ten-
derness, rebound tenderness, guarding, or distention. 
Initial laboratory workup showed elevated C-reactive 
protein (CRP): 18 mg/L (reference range 0.0–3.0 mg/L); 
normal erythrocyte sedimentation rate (ESR): 14  mm/
hour (reference range 0–20  mm/hour); and mild ane-
mia (hemoglobin 11.5  g/dL, normal range 13–17  g/dL). 
His white blood cell count, liver function tests, and renal 
function were within normal limits. Urinalysis was unre-
markable. Initial diagnostic workup, including abdominal 
ultrasound, showed no abnormalities. However, owing 
to persistent pain, a contrast-enhanced abdominopelvic 
computed tomography (CT) scan was conducted, reveal-
ing soft tissue density and fat stranding in the pre-aortic 
region encasing the proximal celiac artery. Minimal lumi-
nal narrowing of the celiac artery, without evidence of 
intraluminal thrombosis or aneurysmal dilation (Fig.  1). 
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Fig. 1  Flowchart illustrating the clinical course and diagnostic process, emphasizing key milestones in symptom onset, investigation, diagnosis, 
and treatment to optimize understanding and learning
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No signs of fat stranding or inflammatory changes 
involving the superior mesenteric artery (SMA) or infe-
rior mesenteric artery (IMA) (Figs. 2, 3).The bowel loops 
appeared normal in thickness and demonstrated appro-
priate enhancement. These findings were indicative of 

inflammatory changes localized to the celiac artery. Fur-
ther serologic testing revealed borderline positive antinu-
clear antibodies (ANA) at a titer of 1:100, with negative 
results for anti-Ro/SSA antibodies, anti-La/SSB anti-
bodies, anti-dsDNA antibodies, anti-myeloperoxidase 

Fig. 2  Contrast-enhanced abdominopelvic computed tomography scan in the axial plane (A, B) showing soft tissue density surrounding the origin 
and proximal portion of the celiac artery, resulting in minimal luminal narrowing (blue arrows). No evidence of aneurysm or dilation is observed 
along the course of the celiac artery

Fig. 3  Abdominopelvic computed tomography scan with intravenous contrast in the axial (A) and coronal (B) planes. Minimal luminal narrowing 
is observed in the proximal celiac artery (A and B, red arrows). C No evidence of peri-aortic inflammatory changes is noted. The superior mesenteric 
artery and other major branches of the abdominal aorta appear normal
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(P-ANCA), anti-proteinase 3 (C-ANCA), and anti-cyclic 
citrullinated peptide (anti-CCP) antibodies.

On the basis of the clinical and radiological findings, 
the patient was diagnosed with isolated celiac vasculitis. 
This condition represents a rare form of vasculitis affect-
ing the celiac artery without systemic involvement or the 
presence of other known vasculitis syndromes.

The patient was treated with oral methylprednisolone 
50 mg daily for 10 days. Within 3 days of initiating treat-
ment, the patient reported significant relief of abdominal 
pain, and complete resolution of pain was achieved by 
the end of the therapy course. CRP also decreased to nor-
mal levels. Steroid therapy was gradually tapered over the 
following months.

A follow-up CT scan 2 weeks after completing treat-
ment showed complete resolution of the inflammatory 
changes, with no residual abnormalities. The patient 
remained asymptomatic during follow-up visit after 
6 months, with no recurrence of symptoms or complica-
tions (Fig. 4).

Discussion and conclusion
Vasculitides are a rare group of diseases characterized by 
inflammation of blood vessel walls, leading to changes 
in vascular integrity, blood flow, and potential damage 
to dependent organs [3, 6]. Chronic inflammation can 
result in arterial wall thickening, luminal narrowing, or 
occlusion. In some cases, it weakens the medial layer, 
predisposing to aneurysm formation [7, 8]. Vasculitis is 
classified as primary (idiopathic, likely autoimmune) or 
secondary, which may be associated with malignancies, 
infections, connective tissue diseases, drug exposure, or 
environmental factors. Primary vasculitis is further sub-
divided by the size of the vessels affected: large, medium, 
or small. Each type exhibits distinct clinical features 
based on the involved vascular territory and pathophysi-
ology [4, 9, 10].

The exact mechanism underlying vasculitis remains 
unclear but is thought to involve immune cell infiltra-
tion, proinflammatory cytokine release, immune complex 
deposition, and autoantibody activity. These processes 
can lead to vascular injury, stenosis, occlusion, or aneu-
rysm formation, with clinical manifestations varying 
depending on the size and location of the vessels affected 
[4, 11]. Abdominal symptoms such as pain, nausea, vom-
iting, and GI bleeding are common in vasculitis involv-
ing medium and small vessels, often indicating significant 
disease severity or systemic involvement [1, 4, 5].

Localized gastrointestinal vasculitis, or single-organ 
vasculitis (SOV), is a rare manifestation, primarily affect-
ing the breast, aorta, gastrointestinal tract, or genitou-
rinary system. SOV has a relatively favorable prognosis 
compared with systemic vasculitis, especially when focal, 

and may resolve with medical or surgical management. 
However, focal GI vasculitis can progress to systemic 
disease, necessitating close monitoring [2, 4, 5, 12]. The 
prevalence of localized GI vasculitis is low in West-
ern populations. However, it appears more common in 
regions such as the Middle East and Asia, potentially 
owing to environmental or genetic factors [8, 13, 14].

Isolated celiac artery vasculitis is extremely rare, with 
limited cases reported in literature. The celiac artery, 
originating from the abdominal aorta, is a critical vessel 
supplying the upper abdominal organs. In this case, the 
patient presented with localized inflammation surround-
ing the proximal celiac artery, identified on CT imag-
ing as soft tissue density and fat stranding with minimal 
luminal narrowing. No evidence of thrombosis or aneu-
rysmal dilation was observed [4].

In a similar case reported in literature, a patient pre-
sented with severe left-sided abdominal pain and ten-
derness. Computed tomography angiography (CTA) 
revealed a 0.7 cm × 0.6 cm celiac artery aneurysm accom-
panied by significant narrowing. Marked wall thickening 
and inflammatory changes observed in imaging sug-
gested underlying vasculitis. The celiac artery diameter 
measured 1.9 cm, and duplex ultrasound demonstrated 
elevated peak systolic velocity (PSV). The patient was 
managed with a 30-day course of prednisone, after which, 
follow-up CTA showed near-complete resolution of the 
celiac artery stenosis. This highlights the potential role 
of vasculitis in similar presentations and emphasizes the 
efficacy of corticosteroid therapy in managing such cases 
[8]. The presented case of isolated celiac vasculitis shares 
similarities with a previously reported case, including 
localized abdominal pain, imaging findings suggest-
ing vascular inflammation, and a favorable response to 
corticosteroid therapy. However, key differences were 
noted: our patient exhibited only minimal luminal nar-
rowing without aneurysmal changes, and borderline 
positive ANA. Unlike the 30-day prednisone regimen in 
the reported case, our patient was treated successfully 
with a shorter course of methylprednisolone followed by 
tapering. This highlights the variability in presentation 
and severity of isolated celiac vasculitis, while reinforc-
ing the importance of a multimodal diagnostic approach 
and individualized corticosteroid therapy for optimal 
outcomes.

A comparison with another reported case of presumed 
celiac artery vasculitis in a patient with a history of ulcer-
ative colitis (UC), managed with infliximab and azathio-
prine, reveals several parallels and distinctions. Similar 
to our case, the patient presented with abdominal pain 
and imaging findings of inflammation around the celiac 
artery. Both cases lacked significant systemic symptoms 
and had negative autoimmune markers, complicating the 
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diagnostic process. Both patients were treated with cor-
ticosteroids, achieving symptom resolution and favora-
ble outcomes on follow-up imaging. Notably, the other 
patient had ischemic changes in the gastroesophageal 
junction, a feature absents in our case. These compari-
sons highlight the diverse presentations and diagnostic 

challenges of celiac artery vasculitis, underscoring the 
role of corticosteroids in effective management [15].

The diagnosis of vasculitis can be challenging due to its 
nonspecific symptoms and imaging findings, often mim-
icking other conditions, such as infections, malignancies, 
or thromboembolic disorders. Computed tomography 

Fig. 4  Abdominopelvic computed tomography scan with intravenous contrast shows the soft tissue around the celiac appears to be resolved, 
with no evidence of inflammation in the surrounding fat. No significant stenosis is observed in the celiac pathway
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(CT) is a valuable diagnostic tool, providing high spatial 
resolution to assess vascular wall changes and localized 
inflammation. Other imaging modalities, such as Doppler 
ultrasound, angiography, or magnetic resonance imag-
ing (MRI), can further characterize vascular involvement 
and complications. Laboratory investigations, including 
inflammatory markers (for example, ESR and CRP) and 
autoantibody profiles (for example, ANCA subtypes), are 
essential for differential diagnosis and evaluation of sys-
temic involvement [1, 4, 10].

In this case, the patient’s laboratory findings were 
unremarkable except for an elevated CRP level and bor-
derline ANA titer, while specific autoantibodies associ-
ated with systemic vasculitis were negative. The absence 
of systemic symptoms or other organ involvement sup-
ported the diagnosis of isolated celiac vasculitis. Treat-
ment with methylprednisolone resulted in rapid clinical 
improvement, and follow-up imaging showed resolution 
of inflammation. Corticosteroids are the cornerstone of 
vasculitis management, effectively controlling inflamma-
tion without the need for invasive procedures.

This case highlights the importance of early recogni-
tion and treatment of isolated vasculitis to prevent severe 
complications, such as ischemia or organ damage. While 
isolated celiac vasculitis is rare, it should be considered in 
the differential diagnosis of unexplained abdominal pain, 
particularly when imaging reveals vascular abnormalities.

Given the significant morbidity and mortality associ-
ated with vasculitis, especially in the first year following 
diagnosis, close monitoring is crucial [16]. In our case, 
the patient remained asymptomatic during 3 months of 
follow-up, with no progression to systemic vasculitis. 
However, long-term surveillance is recommended for 
similar cases.

This report underscores the rarity and diagnostic chal-
lenges of isolated celiac vasculitis. One of the limitations 
of this case report is the lack of angiographic imag-
ing, which is a definitive method for evaluating vascular 
abnormalities in vasculitis. Owing to limited access to 
this modality, a definitive diagnosis via angiography was 
not obtained.

Isolated celiac artery vasculitis (ICAV) is a rare and 
challenging condition that primarily affects the celiac 
artery without systemic involvement. Early recognition 
of ICAV is critical and relies on a combination of clini-
cal, radiological, and serological findings. Gastrointes-
tinal symptoms, such as abdominal pain and nausea, 
can be nonspecific, necessitating thorough diagnostic 
evaluations, including CT imaging, which plays a piv-
otal role in identifying localized vascular inflammation. 
CT scans can reveal key signs such as soft tissue density, 
fat stranding, and arterial narrowing, helping to confirm 
the diagnosis. Steroid therapy has proven effective in 

treating isolated vasculitis, leading to significant symp-
tom improvement and normalization of inflammatory 
markers. Follow-up assessments, including CT scans and 
clinical evaluations, are essential to ensure complete res-
olution and to monitor for potential recurrence.
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