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Abstract

Introduction and Importance: Wilkie's syndrome, also known as aorto-mesenteric clamp syndrome, is character-
ised by compression of the duodenum in its third portion due to narrowing of the space between the superior mesen-
teric artery and the aorta. Its presenting symptoms are consistent and include obstruction of the proximal small intes-
tine. However, the physical and biological findings are not specific. Nevertheless, many imaging methods are useful 
for its diagnosis. The management of this condition is surgery. We report a case of SPAM in a 16-year-old patient 
with upper obstruction, senile dementia and anorexia, who consulted for repeated vomiting more than one week old.

Case presentation: A 16-year-old patient, without any particular pathological history, was brought in for emergency 
consultation for periumbilical abdominal pain with postprandial vomiting, and altered general condition with weight 
loss not quantified. The clinical examination revealed a conscious patient who was hemodynamically and respiratory 
stable. An abdominal CT scan with vascular reconstruction allowed the diagnosis of SPAM, the angulation between 
the AMS and the aorta being calculated at 15°. Medical treatment was first undertaken: placement of a nasogastric 
tube and parenteral fluid and metabolic intake. After three days of treatment, there was no significant clinical or bio-
logical improvement, with the gastric tube returning an average of 1000 ml per day. The decision was then made to 
operate on the patient.
Surgical exploration, under laparoscopy, revealed gastric and duodenal distension upstream of the AMS imprint, 
while downstream of it the small intestines were flat. A transmesocolic gastrojejunal anastomosis was performed. 

Clinical Discussion: The aorto-mesenteric clamp syndrome is extremely low, with an incidence of 0.2% in 6,000 in 
radiological studies. Several an etiological factor have been described, the most important of which is a deformity of 
the lumbar spine, which contributes to this mechanism by projecting the aorta forward.

Conclusion: Wilkie's syndrome is a rare entity, which remains a little-known syndrome in a general practitioner, un-
derdiagnosis can put a patient at risk and suffer serious complications, therefore the physician is obliged to be aware 
of this pathology for timely treatment
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Introduction 
Mesenteric clamp syndrome is defined as compression of the 
third portion of the duodenum (D3) between the superior mes-
enteric artery (SMA) anteriorly and the aorto-rachidian plane 
posteriorly [1].

Duodenal compression may be partial or complete, acute or 
chronic, with symptoms ranging from vague postprandial epi-
gastric pain and nausea to recurrent postprandial vomiting with 
severe weight loss and electrolyte imbalances [2].

Surgical treatment (gastrojejunal or duodenojejunal bypass) is 
sometimes required, in which conservative treatment fails to 

alleviate the clinical picture and can be performed laparoscopi-
cally or by open surgery [3].

We report a case of aorto-mesenteric clamp syndrome and dis-
cuss the etiopathogenetic aspects, diagnostic and therapeutic 
means.

Clinical Case 
A 16-year-old patient, without any particular pathological his-
tory, was brought in for emergency consultation for periom-
bilical abdominal pain with postprandial vomiting, and altered 
general condition with weight loss not quantified. The clinical 
examination revealed a conscious patient who was hemody-
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namically and respiratory stable, with a BMI of 10.29 and a 
fasting limp. Biology showed uraemia: 0.42 g/l, creatinine: 
7.9mg/l, natraemia: 140mmol/l. An abdominal CT scan with 
vascular reconstruction allowed the diagnosis of SPAM, the 
angulation between the AMS and the aorta being calculated 
at 15°, with gastroduodenal distension (Figure 1, 2). Medical 
treatment was first undertaken: placement of a nasogastric tube 
and parenteral fluid and metabolic intake. After three days of 
treatment, there was no significant clinical or biological im-
provement, with the gastric tube returning an average of 1000 
ml per day. The decision was then made to operate on the pa-
tient.

Surgical exploration, under laparoscopy, revealed gastric and 
duodenal distension upstream of the AMS imprint, while 
downstream of it the small intestines were flat. A transmeso-
colic gastrojejunal anastomosis was performed. The evolution 
was marked by clinical improvement, the gastric tube did not 
return, transit was resumed on the second postoperative day 
and oral feeding was authorised on D5 and declared out on D6 
postoperatively.

Figure 1: CT cross section through the third duodenal portion showing compression of the 
third duodenum by the superior mesenteric artery (SMA) on the aorta.

Figure 2: his aorto-mesenteric angle ranges 15, 3°.

Discussion 
The aorto-mesenteric clamp syndrome was described by Roki-
tansky in 1861, its frequency is extremely low, with an inci-
dence of 0.2% in 6,000 in radiological studies [4].
Aorto-mesenteric clamp syndrome most commonly affects 
women between the ages of 10 and 39 [5].

Several aetiological factors have been described, the most 
important of which is a deformity of the lumbar spine, which 
contributes to this mechanism by projecting the aorta forward 
[6]. Anatomical factors are also involved in the genesis of this 
syndrome: the low insertion of the AMS on the aorta, the short-
ness of the ligament of Treitz, which causes a high insertion of 
the duodeno-jejunal angle [7,8].

In our case, none of these abnormalities were found.
As with duodenal obstruction, SPAM manifests as early post 
prandial vomiting, abdominal pain and satiety, in other cases 
the symptomatology is more chronic with repeated post pran-
dial fullness and intermittent vomiting [9-11].

Advances in imaging allow the diagnosis to be made preop-
eratively. Standard radiography confirms high obstruction, and 
CT calculates the angle between the AMS and the aorta which 
is reduced from 7° to 22°, whereas it is normally between 25° 
and 60°. The aorto-mesenteric distance is also reduced and 
measures 2-8 mm, whereas the normal distance is 10-28 mm 
[9,12,13]. In our patient the angle between the AMS and the 
aorta calculated on the CT images was 15°.

Currently, open and laparoscopic gastrojejunal or duodenoje-
junal bypass is considered the operation of choice in Wilkie 
syndrome, with a high success rate [14]. Nevertheless, it has 
several postoperative complications related to the intervention 
on the continuity of the gastrointestinal tract, such as anasto-
motic leakage, intraperitoneal abscess formation, dumping 
syndrome, stenosis of the anastomosis. SMA transposition 
surgery not only preserves the continuity of the gastrointesti-
nal tract, but also permanently relieves compression of the 3rd 
part of the duodenum, as well as other structures such as the 
splanchnic nerves that innervate the duodenum [15].

Conclusion 
Wilkie's syndrome is a rare entity, which remains a little-known 
syndrome in a general practitioner, underdiagnosis can put a 
patient at risk and suffer serious complications, therefore the 
physician is obliged to be aware of this pathology for timely 
treatment.
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