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INTRODUCTION
Superior mesenteric artery is principle artery providing life to 
structures derived from midgut. Sometime it bends more toward its 
mother; abdominal aorta that can give rise to a rare syndrome - 
Superior Mesenteric Artery syndrome also termed as cast syndrome or 
wilkie syndrome. Superior mesenteric artery syndrome is Compression 
of between aorta and the superior mesenteric artery As the duodenum 
duodenum sandwiched, it causes chronic, intermittent, or acute 
complete or partial duodenal obstruction 1  of the duodenal lumen.

Symptoms of this syndrome include intermittent abdominal pain, 
which can be postprandial and associated with nausea and vomiting; 

2, 3causing anorexia and weight loss . After upper gastrointestinal 
barium study in general population incidence is 0.013-0.3% while its 

4,5prevalence reported more after scoliosis, around 0.5-4.7% . Some 
studies report the incidence of superior mesenteric artery syndrome to 

6be 0.1-0.3% . It occurs more commonly in females over males with a 
ratio of 3:2.

Case-
A 35-year-old female presented to Trauma center, General surgery 
Department with complaints of acute intestinal obstruction. On 
explorative laparotomy there was sigmoid growth for which left 
hemicolectomy with transversecolonrectal anastomosis and covering 

thloop ileostomy given 1½ ft proximal to ileocaecal junction. On 10  
post op day patient was discharged with fully orally allowed. On 
follow up biopsy report was Adenocarcinoma stage pT2N1. Patient 
was referred for chemotherapy. After 2 cycle of FOLFOX regime 
patient again presented to surgery emergency with complaints of 
recurrent vomiting and upper abdominal pain from last 2 days. It was 
thought because of chemotherapy induced vomiting. Patient GC and 
BP were normal, pulse rate was136/min. Abdomen was scaphoid, and 
soft, nontender and bowel sound was present. Intravenous fluid; 
intravenous ondensetron and intravenous pantoprazole and analgesics 
given with nasogastric tube (NG) insertion and patient planned for 

thupper GI endoscopy if vomiting won't stop. On 5  day NG tube was 
removed but patient again complaints of 10 episodes of vomiting. 

nd rdUpper GI endoscopy was done and it shows dilated 2  and 3  part of 
duodenum with no evidence of gastric/duodenal ulceration or any 
mass. After this finding on endoscopy patient was planned for contrast 
enhanced CECT abdomen i/v and oral route. CT scan shows gross 

st ndproximal distention of stomach, 1  and 2  part of duodenum with 
rdcompressed 3  part of duodenum between Superior mesenteric artery 

and aorta; still reported ? SMAS (superior mesenteric artery 
syndrome). On barium study it is clearly depicted as superior 
mesenteric artery syndrome (fig 1). We manage patient on 

thconservative medical management with removal of NG on 11  day 
with increased oral diet gradually and advised to lie in left lateral 

thposition and prone position. On 15  day patient again having similar 
complaints so we planned for nasojejunal tube insertion as patient did 
not give consent for surgery. Patient was improved and discharged on 

th29  day with nasojejunal tube. 

FIG 1 st nd barium study showing dialted 1  and 2  part of duodenum.

DISCUSSION-
Superior mesenteric artery syndrome is a rare diagnosis usually found 
between 10-30 year age group. In Normal individuals, the fat and 
lymphatic tissues surrounding the SMA provide a protective layer to 
the duodenum and thus no compression. This layer of fat is diminished 
in a patient who is cachectic or having rapid weight loss either due to 
organic lesion like chronic infections and malignancy or psychiatric 
resulting in angulation and the distance between the aorta and the SMA 

7,8,9is reduced . Other causes are spinal deformity, post scoliosis surgery, 
abdominal aortic aneurysm, anatomical defects in ligament of treitz, 

10,11,12,13,14familial, traumatic aneurysm of SMA or idiopathic .

2Given patient having wt- 35 kg and ht- 165 cm, thus BMI= 12.9kg/m .

When patient first presented to our side she was having weight of 55 
kg, which was ideal weight according to patient's height. But in due 
course of time loss of weight was significant. 

Whenever a patient of malignancy, on chemotherapy presented to 
emergency with complaints of recurrent vomiting and pain abdomen, 

 INDIAN JOURNAL OF APPLIED RESEARCH 1

Volume-8 | Issue-11 | November-2018 | PRINT ISSN No 2249-555X 

KEYWORDS : 

Abhishek Kumar*
Senior Resident, , Department Of General Surgery, King George’s Medical University, 
Kgmu, Lucknow. *Corresponding Author

Ganesh Chandra 
yadav

Senior Resident, Department of General Surgery, King George's Medical University, 
KGMU, Lucknow

Pankaj kumar 
kannaujiya

Senior Resident, Department of General Surgery, King George's Medical University, 
KGMU, Lucknow



our first differential diagnosis are chemotherapy induced vomiting, 
Gastritis or recurrence or advancement of upper GI malignancy 
compressing the lumen. With this case we want to highlight the fact that if 
patient presented with such a case with history of rapid weight loss 
superior mesenteric artery syndrome should be a differential diagnosis. 
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