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SUPERIOR MESENTERIC ARTERY SYNDROME FOLLOWING
SURGERY FOR LEFT URETERAL CANCER: A CASE REPORT

TAKAHIKO HAJIME, SHINTARO URA, TAKATOSHI KONISHI,
CHIKAKO SATO axo MASAKO ONZUKA

Kano Hospital, Fukuoka, Japan

TOSHIHISA EGASHIRA, TETSURO TAKESUE axnp SUKENORI KANO
Kano Clinic, Fukuoka, Japan

Abstract :

A 70-year-old woman was followed up at our hospital after surgery for bladder cancer. In October
20XX, the patient was diagnosed with class IV bladder cancer based on urine cytology examination and
then left ureteral cancer after contrast computed tomography and ureteroscopy. In 20XX + 1, laparo-
scopic total left nephroureterectomy was performed. Postoperative progression was favorable, but the
patient started vomiting on postoperative day 5. Computed tomography performed on postoperative
day 6 showed signs of compression of the horizontal duodenum by the superior mesenteric artery, estab-
lishing the diagnosis of superior mesenteric artery syndrome. Symptoms were alleviated with conserva-
tive therapy. The patient was discharged from the hospital on postoperative day 17 without any subse-

quent recurrence.

The possibility of superior mesenteric artery syndrome should be considered in cases where patients
vomit frequently after surgery. Superior mesenteric artery syndrome involves an enteral passage disor-
der due to compression of the horizontal duodenum by the superior mesenteric artery. This case report
may contribute to the understanding of superior mesenteric artery syndrome after total left nephroure-

terectomy.

(Nishinihon J. Urol. 85: 28-31, 2022)

key words : superior mesenteric artery syndrome, ureteral cancer, laparoscopic surgery, nephroureter-

ectomy, retroperitoneal approach




