
 

 

Wilkie’s Syndrome: Case Report and Surgical Approach in a Patient with 1 

High Intestinal Obstruction 2 

Abstract 3 

Superior mesenteric artery syndrome (SMAS), also known as Wilkie’s syndrome, 4 

is a rare cause of upper intestinal obstruction due to duodenal compression 5 

between the abdominal aorta and the superior mesenteric artery. This condition 6 

arises from a decreased aortomesenteric angle and distance, typically following 7 

significant weight loss. We report the case of a 38-year-old male with upper 8 

intestinal obstruction symptoms and unintentional weight loss. A diagnosis of 9 

SMAS was confirmed via contrast-enhanced CT revealing a 17° aortomesenteric 10 

angle and a 7 mm distance. The patient underwent a laparoscopic 11 

duodenojejunostomy in a Roux-en-Y configuration with an uneventful recovery. 12 

This report highlights the importance of early recognition and surgical 13 

intervention in SMAS to avoid complications. 14 
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Introduction 18 

Superior mesenteric artery syndrome (SMAS) is an uncommon but significant 19 

condition characterized by the external compression of the third portion of the 20 

duodenum between the superior mesenteric artery and the aorta. This narrowing 21 

is primarily due to rapid loss of retroperitoneal fat, reducing the normal 22 

aortomesenteric angle (38–65°) and distance (10–33 mm). SMAS has an 23 

estimated incidence of 0.013–0.3% in the general population [1]. The clinical 24 

presentation is often nonspecific, with symptoms including early satiety, 25 

postprandial fullness, nausea, vomiting, and weight loss, which delays diagnosis 26 

[2,3]. Imaging studies, especially contrast-enhanced CT, are essential for 27 

identifying anatomical criteria of SMAS. This condition may be secondary to rapid 28 

weight loss due to trauma, burns, anorexia nervosa, or chronic illness [4]. 29 

Case Presentation 30 

A 38-year-old male presented with a 7-day history of intense abdominal pain, 31 

nausea, vomiting, and absence of bowel movements. His history included 32 

tobacco, marijuana, and methamphetamine use, with a reported weight loss of 33 

approximately 20 kg over the previous months. Initial laboratory tests revealed 34 

leukocytosis (20.8 x10^9/L), serum creatinine of 1.34 mg/dL, CRP 1.69 mg/dL, 35 



 

 

and procalcitonin of 1.28 ng/mL. Contrast-enhanced abdominal CT showed 36 

gastric and proximal duodenal distension with abrupt caliber change at the third 37 

portion, and an aortomesenteric angle of 17°, along with a 7 mm distance, 38 

confirming SMAS. Initial conservative management with nasogastric 39 

decompression and nutritional support was attempted for 5 days without 40 

sufficient improvement. The patient subsequently underwent elective 41 

laparoscopic duodenojejunostomy with Roux-en-Y reconstruction. The third 42 

portion of the duodenum was mobilized (Kocher maneuver), and an anastomosis 43 

was created using a 45 mm linear stapler and reinforced with V-Loc 3-0 suture 44 

and serosal Lambert stitches. Estimated intraoperative blood loss was 10 mL. 45 

Postoperative recovery was uneventful: the contrast study at 24 hours showed 46 

no leak, oral intake resumed at 72 hours, and discharge occurred on 47 

postoperative day 5. 48 

Discussion 49 

SMAS is a rare condition, frequently underdiagnosed due to the vague nature of 50 

gastrointestinal symptoms. In many cases, weight loss precedes the onset of 51 

symptoms, as in our patient, highlighting the role of nutritional depletion in 52 

pathogenesis [5,6]. CT and MRI are valuable tools for measuring the 53 

aortomesenteric angle and distance. An angle <22° and distance <8 mm are 54 

diagnostic indicators [7]. Although conservative treatment is recommended 55 

initially (nutritional support, positional therapy), surgery becomes necessary 56 

when symptoms persist or complications arise. Laparoscopic 57 

duodenojejunostomy is considered the gold standard due to lower morbidity, 58 

quicker recovery, and favorable cosmetic outcomes [8,9]. Studies have 59 

demonstrated high success rates with laparoscopic approaches, with resolution 60 

of symptoms and early return to oral intake [10]. Our case supports these 61 

findings and emphasizes the importance of timely surgical referral in 62 

nonresponding patients. 63 

Conclusion 64 

SMAS should be considered in patients with upper gastrointestinal obstruction 65 

symptoms and a history of rapid weight loss. Timely diagnosis and treatment, 66 

including surgical intervention when indicated, can result in excellent outcomes. 67 

Laparoscopic duodenojejunostomy remains the preferred approach for definitive 68 

management in selected patients. 69 
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Written informed consent was obtained from the patient for publication of this 71 
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Conflict of Interest 73 

The authors declare no conflict of interest. 74 

Funding 75 

This study received no external funding. 76 

References 77 

1. Welsch T, Büchler MW, Kienle P. Recalling superior mesenteric artery 78 

syndrome. Dig Surg. 2007;24(3):149-156. 79 

2. Merrett ND, Wilson RB, Cosman P, Biankin AV. Superior mesenteric artery 80 

syndrome: diagnosis and treatment strategies. J Gastrointest Surg. 81 

2009;13(2):287-292. 82 

3. Biank V, Werlin S. Superior mesenteric artery syndrome in children: a 20-year 83 

experience. J Pediatr Gastroenterol Nutr. 2006;42(5):522-525. 84 

4. Neri S, Signorelli SS, Mondati E, et al. Ultrasound imaging in diagnosis of 85 

superior mesenteric artery syndrome. J Intern Med. 2005;257(4):346-351. 86 

5. Welsch T, Kienle P, Schäfer M. SMAS: current diagnostic and therapeutic 87 

approach. Langenbecks Arch Surg. 2010;395(6):681-688. 88 

6. Shiu JR, Chao HC, Luo CC, et al. Clinical and nutritional outcomes in children 89 

with SMA syndrome. Pediatr Neonatol. 2012;53(4):252-257. 90 

7. Unal B, Aktas A, Kemal G, et al. Superior mesenteric artery syndrome: CT and 91 

ultrasonography findings. Diagn Interv Radiol. 2005;11(2):90-95. 92 

8. Gersin KS, Heniford BT. Laparoscopic duodenojejunostomy for SMAS. J 93 

Laparoendosc Adv Surg Tech A. 1998;8(6):367-373. 94 

9. Lee TH, Lee JS, Jo Y, et al. Laparoscopic management of SMAS: case series 95 

and review. Ann Surg Treat Res. 2014;86(3):139-142. 96 

10. Palanivelu C, Rangarajan M, Senthilkumar R, Parthasarathi R. Laparoscopic 97 

duodenojejunostomy for SMAS: review and case report. JSLS. 2006;10(4):531-98 

534. 99 


