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INTRODUCTION
The syndrome of duodenal compression

by the superior mesenteric artery is directly
related to an anatomical and mechanical fac-
tor and to acute or chronic reduction of the
retroperitoneal fat.!

Several debilitating pathological condi-
tions that have in common marked weight
loss (multiple trauma, sepsis, anorexia
nervosa and burns) diminish the retro-
peritoneal fatty padding and can trigger
the syndrome." In such situations and as a
result of man’s supine resting position, in
contrast to the position of four-legged mam-
mals, the angle formed by the aorta and the
superior mesenteric artery changes from 90°
to an accentuated acute angle, thus forming
vascular constriction at the location where
the duodenum usually crosses and thereby
triggering the syndrome.’

Restorative proctocolectomy with anas-
tomosis of an ileal pouch to the anal canal
has become the surgery of choice for young
patients with ulcerative colitis and patients
with familial adenomatous polyposis. This
surgical procedure has become a new and
rare cause of the syndrome of duodenal
compression by the superior mesenteric
artery, with only seven cases published to
date?7 (Table 1).

The objectives of the present study were
to describe a new case of syndrome of duo-
denal compression by the superior mesenteric
artery after restorative proctocolectomy and
to review the literature concerning the
etiopathogenesis, diagnosis, treatment and
prevention of this rare syndrome.

CASE REPORT
A 20-year-old white woman, of weight
45 kg and height 1.68 meters (body mass

index = 15.9 kg/m?), with familial adenoma-

tous polyposis, was submitted to restorative
polyp

proctocolectomy with manual anastomosis
of a J-shaped ileal pouch to the anal canal
and ileostomy in a protection loop. The
mesentery was totally freed as far as its root
and the ileocolic artery was ligated close to
where it emerges from the superior mesen-
teric artery. The anastomosis performed was
considered to be free from tension. Anato-
mopathological examination of the surgical
specimen confirmed the diagnosis.

On postoperative day three, the nasogas-
tric tube was removed and an oral diet was
initiated. The patient presented two episodes
of vomiting that intensified on the following
day, accompanied by pain and epigastric full-
ness. The ileostomy continued to function
adequately. A nasogastric tube was introduced
again, with drainage of abundant gastric and
bilious secretions.

Computed tomography scanning of the
abdomen revealed large-scale gastric and
duodenal distension with stasis. There were
signs of forced contractions in the duode-
num and abrupt obstruction at the level of
the aortomesenteric constriction, as well as a
marked reduction in the retroperitoneal and
perivascular fat (Figure 1). The signs thus
confirmed the diagnosis of the syndrome of
duodenal compression by the superior mes-
enteric artery.

Prolonged parenteral nutrition was
instituted, which lasted for 17 days and
probably replaced the retroperitoneal adipose
stocks (Figure 2). After this, it was possible
to remove the gastric tube and progressively
reintroduce oral feeding to the patient. She
was discharged on postoperative day 29 in a
good condition, weighing 56 kg (body mass
index = 19.5 kg/m?).

DISCUSSION
Anastomosis of an ileal pouch in the

anal canal creates conditions for the ac-
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Table 1. Superior mesenteric artery syndrome after restorative proctocolectomy:
cases in the literature

Treatment
Author/date Disease Diagnostic Clinical Surgical Outcome
method
Ballantyne et al.? NGP
URC CT N Good
1987 sean 14 days ° °°
. 2 NGP +
Christie et al. URC X-ray confrast PPN Duodenal div.ision C")d Good
1988 re-anastomosis anteri-
42 days orly to the SMA
NGP +
PPN
. 1¢-FAP  Xeray contrast 18 days No Good
Tonelli et al.#
1993
NGP +
2d.URC  CT scan PPN No Good
14 days
G t al.’ NGP
];;; ea URC X-ray contrast 7 days Strong's operation Good
Ravindra et al. URC X-ray contrast NGP Duodenal div_ision ar)d Good
1999 7 days re-anastomosis anteri-
orly to the SMA
Essadel et al.”
NGP iei .
2001 URC X-ray contrast Gcs.tr0|e|unc| anasfo Good
7 dqys mosis
NGP +
Present case FAP CT scan PPN No Good
17 days

NGP = nasogastric tube; PPN = prolonged parenteral nutrition; URC = ulcerative rectocolitis; FAP = familial adenomatous

polyposis; SMA = superior mesenteric arfery.

Figure 1. Abdominal computed tomography in the early postoperative period show-
ing duodenal distension with signs of forced contraction (large arrow) and abrupt
obstruction at the level of the aortomesenteric constriction (small arrow).

centuation of the angle between the aorta
and the superior mesenteric artery."** In
the current case, albeit consisting of fa-
milial adenomatous polyposis disease, the
patient presented weight loss, which may
have also contributed to the appearance of
the syndrome.

Radiological contrast examination and/
or computed tomography scan are consid-
ered to be appropriate for the diagnosis.">’
Computed tomography scan presents the
advantage of providing an overall assess-
ment of the abdominal cavity and clearly
demonstrating the location of the duodenal
obstruction between the aorta and the supe-
rior mesenteric artery,">*¢ as observed in the
present report. It also contributes towards
the diagnosis of other complications that
may be acting to maintain the prolonged
ileum or intestinal obstruction.

The initial treatment of this syndrome
is clinical.**>® Decompression via a naso-
gastric tube and prolonged hypercaloric
parenteral nutrition to attempt to replace
the retroperitoneal adipose stocks was
shown to be effective in three of the cases
described,>*> and also in the present case,
with an average prolonged parenteral nu-
trition duration of 16.3 days. Prolonged
hypercaloric parenteral nutrition may be
used before the restorative proctocolectomy
to avoid the presentation of syndrome of
duodenal compression by the superior
mesenteric artery.

Strong' was the first to successfully uti-
lize the operation that now bears his name,
for treating a case of syndrome of duodenal
compression by the superior mesenteric
artery. This author proposed the sectioning
of the peritoneum anteriorly and superiorly
between the duodenum and the pancreas,
and posteriorly and inferiorly between the
duodenum and the posterior peritoneum, as
well as sectioning Treitz’s ligament. In this
way, the duodenum was freed to a position
more distant from the apex of the angle
between the two arteries. This decision was
based on the anatomical and mechanical
etiology since, according to Strong,' the
syndrome occurs because the duodenum
is positioned and immobilized within this
vascular pinching at its most acute position,
because of its peritoneal attachments and
the traction exerted by Treitz’s ligament in
the cranial direction. It is proposed that
in patients with scant mesentery fat and a
small-bowel mesentery under tension from
ileal-anal anastomosis, consideration should
be given to using Strong’s technique for
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mobilizing the distal duodenum and thereby
avoiding the presentation of syndrome of
duodenal compression by the superior mes-
enteric artery in the postoperative period.?

The initial treatment is clinical and,
whenever necessary, Strong’s operation ap-
pears to be the best option in the surgical
treatment of this syndrome, thus avoiding
the risks inherent to anastomosis.**” With
knowledge of the syndrome of duodenal
compression by the superior mesenteric
artery, its presence during the immediate
postoperative period following restorative
proctocolectomy may be suspected when
physician faced with an extended ileum
and suspected early obstruction. The uti-
lization of computed tomography scanning
is then recommended.'® This may increase
the number of cases of the syndrome of
duodenal compression by the superior
mesenteric artery that are diagnosed and
thus, in the future, may provide a firm basis
for justifying the adoption of prophylactic
surgical measures.

Pos -174.0

Figure 2. Abdominal computed tomography after prolonged hypercaloric parenteral
nutrition showing absence of duodenal distension (large arrow) and replacement

of the retroperitoneal adipose stocks at the level of the aortomesenteric constriction
(small arrow).

153

REFERENCES

1. Strong EK. Mechanics of arteriomesenteric duodenal
obstruction and direct surgical attack upon etiology. Ann
Surg. 1958;148(5):725-30.

2. Ballantyne GH, Graham SM, Hammers L, Modlin
IM. Superior mesenteric artery syndrome following
ileal J-pouch anal anastomosis. An iatrogenic cause of
early postoperative obstruction. Dis Colon Rectum.
1987;30(6):472-4.

3. Christie PM, Schroeder D, Hill GL. Persisting superior
mesenteric artery syndrome following ileo-anal ] pouch
construction. Br ] Surg. 1988;75(10):1036.

AUTHOR INFORMATION

Claudio de Oliveira Matheus, MD. Surgical Gastro-
entero|ogg Department, Co|oprocto|ogg Unit, Hospital do
Servidor Publico Estadual, Sao Paulo, Brazil.

Jaques Waisberg, MD. Surgical Gastroenterology Depart-
ment, Coloproctology Unit, Hospital do Servidor Piblico
Estadual, Sdo Paulo, Brazil.

Maria Helena de Toledo Zewer. Student, Faculdade de
Medicina do ABC, Santo André, Séo Paulo, Brazil.

Antonio Claudio de Godoy, MD. Surgical Gastroenterol-
ogy Department, Coloproctol ogy Unit, I—?ospita| do Servidor

Piblico Estadual, Sao Paulo, Brazil.

Address for correspondence:
Claudio de Oliveira Matheus
Rua Uaimaré, 140
Séo Paulo (SP) — Brasil — CEP 04068-080
Tel. (+55 11) 275-1691 — Fax. (+55 11) 5088-
8119
E-mail: comatheus@allnet.com.br

Copyright © 2005, Associacdo Paulista de Medlicina

4. Tonelli F, Anastasi A, Mazzoni P, et al. Prevenzione della
sindrome del compasso aorto-mesenterico negli interventi di
ileo-ano-anastomosi. [The prevention of the aorto-mesenteric
compression syndrome in interventions for ileoanal anastomo-
ses]. Ann Ital Chir. 1993;64(6):675-8; discussion 679.

5. Goes RN, Coy CS, Amaral CA, Fagundes JJ, Medeiros RR. Superior
mesenteric artery syndrome as a complication of ileal pouch-anal anas-
tomosis. Report of a case. Dis Colon Rectum. 1995;38(5):543-4.

6. Ravindra KV, Rajasekhar P, Rozario AP, Pais AV, Thomas PG.
Superior mesenteric artery syndrome following ileo-anal pouch
procedure. Indian J Gastroenterol. 1999;18(1):35-6.

7. Essadel A, Benamr S, Taghy A, Lahlou MK, Moham-
madine E, Chad B, Belmahi A.Une complication rare de
I'anastomose iléoanale avec réservoir: le syndrome de la
pince mésentérique. [A rare complication of ileal pouch
anal anastomosis: superior mesenteric artery syndrome].

Ann Chir. 2001;126(6):565-7.

Sources of funding: None

Conflicts of interest: None

Date of first submission: February 20, 2004
Last received: February 20,200:

Accepted: April 4, 2005

RESUMDO

Sindrome da compressdo duodenal pela artéria mesentérica superior apés proctocolectomia restaurativa.

Relato de caso e revisdo da literatura

CONTEXTO: A proctocolectomia restaurativa com anastomose de bolsa ileal no canal anal é causa nova de
desencadeamento da sindrome da compress@o duodenal pela artéria mesentérica superior. A proctocolecto-
mia restaurativa requer avaliagcdo da posi¢do do duodeno em relagdo ao pingamento aortomesentérico
para evitar a sua compress&o pela artéria mesentérica superior.

RELATO DE CASO: Os autores relatam um caso desta sindrome em doente com polipose adenomatosa
familiar e realizam revisGo da literatura no tocante & etiopatogénese, diagnéstico, tratamento e prevengdo

desta inusitada entidade.

PALAVRAS-CHAVE: Sindrome da artéria mesentérica superior. Obstrucdo duodenal. Artéria mesentérica

superior. Proctocolectomia restauradora.

Sao Paulo Med J. 2005;123(3):151-3.



