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Figure 1. Longitudinal ultrasound of abdominal aorta
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A 43-year-old man presented to the emergency 
department (ED) with epigastric pain radiating down 
the center of his abdomen. He denied significant use of 
alcohol or non-steroidal anti-inflammatory drugs. He had 
uncontrolled hypertension on hydrochlorothiazide and a 
blood pressure of 185/95 mmHg. A two-dimensional aortic 
ultrasound was done at the patient’s bedside and revealed 
a double lumen and an intimal flap on the longitudinal axis 
(Figure 1). The transverse view was limited due to body 
habitus and bowel gas.

Subsequent aortic computed tomography (CT) revealed 
an inflamed pancreatic head and a normal aorta (Figure 2). 
Lipase was elevated (1063 units/L). This patient’s aorta 
appeared as a false positive abdominal aortic dissection 
on bedside ED ultrasound. Radiologists refer to this aorta 
as normal despite its curvature. There is a case report 
of a tortuous thoracic aorta that led to a false positive 
descending thoracic aortic dissection on transesophageal 
echocardiogram.1 Severe tortuosity is usually seen in 
the thorax and may be associated with aortic aneurysms; 

however, this patient’s curvature does not indicate 
pathology. The abnormal curvature in this patient’s distal 
aorta allows for the impression on ultrasound that there is a 
false lumen and aneurysmal dilation. The retroaortic tissue 
appears to be a false lumen. 

There is also the appearance of an intimal flap and 
communication with the false lumen on ultrasound. These 
findings are likely due to artifact created by overlying 
bowel gas, which is present directly above that segment 

Figure 2. Computed tomography aorta sagittal reconstruction. 
Arrow indicates location of transducer in Figure 1.
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of the aorta as seen on CT scan. Other explanations for 
the flap are less likely. First, the bifurcation of the aorta 
into the iliac arteries is farther caudal. Second, the inferior 
vena cava lies well to the right of this aorta and would 
not be seen as dorsal with our midline abdominal probe 
orientation. Third, there is only minimal curvature of the 
aorta in the coronal plane. Lastly, the only tissues directly 
surrounding this segment of the aorta are lymph nodes. 

False positive abdominal aortic dissections due to 
artifact associated with color Doppler ultrasound have 
been described,2,3 and false positives can occur with two-
dimensional ultrasound.4,5 Our case is novel in that no reported 
instances of false positive abdominal aortic dissection on 
two-dimensional ultrasound are associated with an abnormal 
curvature of the aorta. This case emphasizes the importance 
of having multiple views on ultrasound to properly delineate 
anatomy. The transverse images of this patient’s aorta did not 
clearly reveal the vessel lumen, making our scan a limited one. 
The patient was ultimately admitted for pancreatitis, and the 
curvature in his aorta was an incidental finding.
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