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Abstract 

Introduction  Pancreaticoduodenectomy in patients with CA stenosis due to median arcuate ligament often 
required carefully collateral pathways management to avoid hepatic ischemic complications.

Cases presentation  Case 1: A 63-year-old man was referred to our department because of jaundice with distal 
common bile duct tumor. Pancreaticoduodenectomy with left posterior SMA first approach and circumferential lym-
phadenectomy was performed. Case 2: A 48-year-old man was referred to our department because of right-upper-
quadrant abdominal pain with Vater tumor. Laparoscopic pancreaticoduodenectomy with left posterior SMA first 
approach and circumferential lymphadenectomy was performed. Postoperatively, in all two cases, three-dimensional 
reconstruction images showed developed collateral pathways around the pancreatic head, and the CA was stenosis 
in 75% and 70% due to MAL, respectively. Intraoperatively, in all two cases, we confirmed poor blood flow in the com-
mon hepatic artery (CHA) by palpation and observation. So that in the first case, we have decided to proceed a no-
touch technique of GDA segmental resection en bloc with the tumor and reconstructed with an end-to-end GDA 
anastomosis; in the second cases, we have decided to proceed gastroduodenal collateral preservation. When preserv-
ing these collateral pathways, we confirmed that the PHA flow remained pulsatile as an indicator that the blood flow 
was adequate.

Conclusion  Celiac axis stenosis was a rare but difficult-to-managed condition associated with pancreaticoduodenec-
tomy. Collateral pathways management depends on variety of collateral pathways.
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Introduction
Hepatic ischemic complication is one of main causes 
that lead to lethal outcome after pancreaticoduodenec-
tomy [1]. And most of cases with hepatic ischemic com-
plications, which included acute liver failure, hepatic 
abscesses, necrosis of extrahepatic bile ducts, and anas-
tomotic dehiscence, were caused by a condition of celiac 
axis (CA) stenosis [2]. In general population, CA ste-
nosis occurs in about 10–25%, and most of them were 
asymptomatic [3]. Due to the stenosis, the common 
hepatic artery (CHA) occasionally narrow and so that, 
there been always have exists of arterial pancreatoduo-
denal abnormalities (arcade, dilatation, channels and/or 
aneurysms), mainly of them were collateral arteries con-
necting the gastroduodenal artery (GDA) with the supe-
rior mesenteric artery (SMA) or to a right hepatic artery 
(RHA) coming from the SMA [2]. Therefore, one of the 
most important points during pancreaticoduodenectomy 
with CA stenosis was determining guaranteed significant 
hepatic arterial flow.

Median arcuate ligament syndrome (MALS) is the 
most common cause of celiac axis (CA) stenosis [1]. Due 
to intraoperative MAL division was failure recanaliza-
tion of the arterial flow in 30–40% of cases [1, 4, 5], arte-
rial revascularization must be required in these cases. 
Herein, we report a case of a 63-year-old male patient 
with diagnosis of tumor of distal common bide duct with 
MAL syndrome and was treated with pancreaticoduo-
denectomy combined gastroduodenal collateral recon-
struction. All our work has been reported in line with the 
CARE criteria and guidelines [6].

Case presentation
Case 1
A 63-year-old man was referred to our department 
with a distal common bile duct tumor. He had a history 
of 3-year diabetes with no surgical history. There was 
no family history of pancreatic cancer or genetic disor-
ders. The patient’s appetite was normal, and he had no 
weight loss or abdominal pain, but jaundice increased in 
2  weeks. Stool was normal with no history of constipa-
tion or diarrhea. Laboratory results included an elevated 
carbohydrate antigen 19–9 (CA19-9) level of 743.6 U/
ml, but the carcinoembryonic antigen (CEA) level was 
normal. Other results, including diabetes indices such as 
HbA1c levels, and bilirubin levels, were elevated with a 
level of 308.1  μmol/l of total bilirubin and 173.7  μmol/l 
of directed bilirubin. Liver enzymes were also elevated, 
with alanine transaminase (ALT) and aspartate transami-
nase (AST) levels were 270 U/l and 111 U/l, respectively. 
In imaging examinations, gadoxetic acid-enhanced mag-
netic resonance imaging (MRI) revealed a strict distal 

common bile duct with enhancement in the early phase 
(Fig. 1A). The tumor had not invaded the major vessels, 
including the common hepatic artery (CHA), celiac axis 
(CA), and the superior mesenteric artery and vein (SMA 
and SMV), but metastatic lymph nodes (LNs) were 
apparent (LNs group numbers 8, 12, 7, and 14 according 
to Japanese Classification [7]). Three-dimensional recon-
struction images showed developed collateral pathways 
around the pancreatic head (Fig.  1B, C). In the sagittal 
view, the CA was compressed by the MAL, which devel-
oped caudally (Fig.  1D). Endoscopic retrograde chol-
angiopancreatography (ERCP) revealed stenosis in the 
distal common bile duct and biopsy from the stenotic 
site-detected adenocarcinoma. He was diagnosed with 
cT2N2M0 (eighth edition of the UICC-TNM classifica-
tion) distal common bile duct cancer co-morbid with 
CAS caused by MAL [8].

A pancreaticoduodenectomy was planned because of 
the diagnosis of distal common bile duct tumor. After 
completing preoperative treatment, pancreaticoduo-
denectomy with left-posterior SMA first approach 
and circumferential lymphadenectomy was performed 
(Fig.  2). Since the CA flow was insufficient before the 
surgery, the surgical procedure was routinely performed, 
without any special preoperative arterial interventional 
techniques. After clamping the GDA and MAL division, 
we confirmed poor blood flow in the proper hepatic 
artery (PHA) by palpation, so that we have decided to 
resect a GDA segment that infiltrated to the tumor and 
proceeded end-to-end GDA anastomosis. With gas-
troduodenal collateral arcade was long enough, we have 
proceeded a no-touch technique with GDA segmental 
resection en bloc with the tumor. When preserving these 
collateral pathways, we confirmed that the PHA flow 
remained pulsatile as an indicator that the blood flow was 
adequate.

Postoperatively, there was a temporary elevation of the 
transaminase level, but that improved quickly, and there 
were no complications related to liver ischemia. Delayed 
gastric emptying (DGE) due to decreased gastric blood 
flow did not occur, and the patient was able to resume 
eating 4  days after the surgery [9]. The patient has not 
developed postoperative pancreatic fistula (POPF) based 
on the International Study Group of Pancreatic Sur-
gery (ISGPS) grading [10]. The patient was discharged 
on postoperative day 12 with no major complications. 
The pathological diagnosis was pancreatic adenocar-
cinoma, pT3N1M0, and the cancer was stage IIB based 
on the eighth edition of the UICC-TNM classification 
with infiltrated tumor cell to GDA serosa [8]. No viable 
cancer cells were observed in the resected margin; thus, 
R0 resection was achieved. Due to postoperative stag-
ing, he had been referred to the oncological department 
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for further assessment of adjuvant chemotherapy and 
follow-up.

Case 2
A 48-year-old man was referred to our department with a 
Vater tumor. He had a history of 3-year diabetes with no 
surgical history. There was no family history of periam-
pullary cancer or genetic disorders. The patient’s appe-
tite was normal, and he had no weight loss or jaundice, 
but right-upper-quadrant abdominal pain increased in 
2  weeks. Stool was normal with no history of constipa-
tion or diarrhea. Laboratory results included an elevated 
carbohydrate antigen 19–9 (CA19-9) level of 500.6 U/
ml, but the carcinoembryonic antigen (CEA) level was 
normal. Other results, including bilirubin levels, were 
elevated with a level of 80.1 μmol/l of total bilirubin and 
53.6 μmol/l of directed bilirubin. Liver enzymes were also 
elevated, with alanine transaminase (ALT) and aspar-
tate transaminase (AST) levels were 172 U/l and 61 U/l, 

respectively. In imaging examinations, gadoxetic acid-
enhanced magnetic resonance imaging (MRI) revealed 
a Vater tumor of diameter 15 × 9 mm with enhancement 
in the early phase (Video 1). The tumor had not invaded 
the major vessels, including the common hepatic artery 
(CHA), celiac axis (CA), and the superior mesenteric 
artery and vein (SMA and SMV), but metastatic lymph 
nodes (LNs) were apparent (LNs group numbers 8, 12, 7, 
and 14 according to Japanese classification [7]). Three-
dimensional reconstruction images showed developed 
collateral pathways around the pancreatic head (Video 1). 
In the sagittal view, the CA was compressed about 70% 
by the MAL, which developed caudally (Video 1). He was 
diagnosed with cT2N0M0 (eighth edition of the UICC-
TNM classification) of Vater cancer co-morbid with CAS 
caused by MAL [8].

A laparoscopic pancreaticoduodenectomy was planned 
because of the diagnosis of Vater tumor. After completing pre-
operative treatment, laparoscopic pancreaticoduodenectomy 

Fig. 1  Gadoxetic acid-enhanced magnetic resonance imaging revealed a strict distal common bile duct with enhancement in the early phase (A). 
Three-dimensional reconstruction images showed developed collateral pathways around the pancreatic head (B, C). In the sagittal view, the CA 
was compressed severely by the MAL, which developed caudally (D) (CT, celiac trunk; CHA, common hepatic artery; GDA, gastroduodenal artery; 
IPDA, inferior pancreaticoduodenal artery; SMA, superior mesenteric artery; RHA, right hepatic artery)
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with left posterior SMA first approach and circumferential 
lymphadenectomy was performed following our technique 
(Video 1) [11]. Since the CA flow was insufficient before the 
surgery, the surgical procedure was routinely performed, 
without any special preoperative arterial interventional tech-
niques. After clamping the GDA and MAL division, we con-
firmed poor blood flow in the proper hepatic artery (PHA) by 
palpation, so that we have decided to preserve the gastroduo-
denal collateral arcade (GCA), and then we have proceeded a 

no-touch technique with GCA preservation. When preserv-
ing these collateral pathways, we confirmed that the PHA 
flow remained pulsatile as an indicator that the blood flow 
was adequate.

In all two cases, we attempted to dissect the main col-
lateral circulation from the pancreatic head parenchyma, 
mainly using the LigaSure™ for good bleeding control. 
We only focus on preserving the main collateral circula-
tion to be sure to maintain the blood supply to the liver. 

Fig. 2  Pancreaticoduodenectomy with left-posterior SMA first approach and circumferential lymphadenectomy was performed (A and B). Median 
arcuate ligament before (C) and after (D) division (CT, celiac trunk; CHA, common hepatic artery; GDA, gastroduodenal artery; IPDA, inferior 
pancreaticoduodenal artery; SMA, superior mesenteric artery; RHA, right hepatic artery; MAL, median arcuate ligament)
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The rest, during the dissection of the collateral circula-
tion, we will ligate all the remaining arterial branches. 
Alternatively, it may be possible with LigaSure™ or a 
Hem-o-lok™ clamp for large arterial branches greater 
than 5 mm (Fig. 3).

Postoperatively, there were no complications related to 
liver ischemia. No delayed gastric emptying (DGE) due 
to decreased gastric blood flow has occurred, and the 
patient was able to resume eating 4 days after the surgery. 
The pathological diagnosis was pancreatic adenocarci-
noma, pT2N0M0 (total 35 negative lymph nodes), and 
the cancer was stage IIA based on the eighth edition of 
the UICC-TNM classification [8]. No viable cancer cells 
were observed in the resected margin; thus, R0 resec-
tion was achieved. He has recharged after 20  days of 
post-operation.

Discussion and conclusion
Celiac axis (CA) stenosis was reported to be found 
in about 5–10% of patients who underwent PD [12, 
13]. In diagnosis, a preoperative multidetector com-
puted tomography (CT) with routine three-dimen-
sional arterial reconstruction was gold standard [14]. 
According to Smith et al., stenosis smaller than 60% of 
CA diameter has not caused an increased risk of post-
operative or perioperative complications in patients 
undergoing PD [15], and with patients of arterial ste-
nosis of < 50%, decompression procedures were not 
required before or during PD [13]. However, severe 
CA stenosis must require revascularization surgery 
and/or endovascular stenting [13].

Along with atherosclerosis, compression by the MAL 
is accounted for about 90% cause of severe CAS [1]. The 
median arcuate ligament runs transversely to the origin 
of the CA proximally, to the L1 vertebral body anteriorly, 
and to the abdominal aorta ventrally. While MAL divi-
sion is simple, in some cases, it is not enough because 

the inability of CA recanalization and hepatic blood 
flow is not secured. In totally 108 cases of patients who 
underwent pancreaticoduodenectomy with MAL syn-
drome that could be found in English literature, there 
were 21.2% cases that hepatic arterial flow could not be 
restored after MAL division. And according to Bong 
et al., the MAL division was not required in all cases but 
in cases that the collateral pancreatoduodenal arteries 
(PDAs) could not be saved due to technical and oncologi-
cal demands [16].

The CA stenosis usually led to collateral pancreatodu-
odenal arteries to supply hepatic blood flow. Accord-
ing to a systematic review by Giovanardi, Lai, Garofalo, 
Arroyo Murillo, Choppin de Janvry, Hassan, Larghi Lau-
reiro, Consolo, Melandro, and Berloco, in totally 87 cases 
of patients who underwent pancreaticoduodenectomy 
with CAS syndrome that they could found in English lit-
erature, PDAs abnormalities were reported in 73 cases 
(83.9%). And among them, 67 cases had a real anterior 
and/or posterior arcade between GDA and SMA, but 
enlarged GDA was observed in only four cases [3]. In 
our case, CA stenosis was diagnosis preoperatively, and 
a collateralization of GDA dilation with SMA was found. 
There were other arterial abnormalities like dorsal pan-
creatic artery (DPA)-RHA channel, DPA-splenic artery 
(SA) channel, middle colic artery (MCA)-PD arcade 
channel, SMA-SA channel via the MCA, and/or an acces-
sory or replaced RHA. In our case, beside narrow CHA, 
there were an accessory left hepatic artery (LHA) came 
from left gastric artery (LGA).

Due to the failure of MAL division can only be deter-
mined intraoperatively, and in these situations, surgeons 
must make a choice, with complex revascularization or 
abandonment of the surgery. However, with the develop-
ment of diagnostic imaging therapies preoperatively like 
CT with routine three-dimensional arterial reconstruc-
tion or preoperative endovascular intervention, the colle-
terial arterial pathways can be determined very clearly. 
So that, it is not impossible for surgeons to determine the 
ability of radical resection with collateral pathway man-
agement without impairing the curativeness of cancer. In 
some research, authors have chosen a preoperative man-
agement of CAS, and one of the most popular choice was 
CA preoperative endovascular stenting [17, 18], but this 
technique had a risk of failure due to persistent external 
CA compression as well as had an inferior long-term 
longevity compared with arterial reconstruction [4]. In 
addition, it has taken time to observe the affection of 
CA recanalization after stenting, and double-antiplate-
let therapy (DAPT) was subsequently administered to 
avoid stent obstruction according to antithrombotic 
therapy guidelines for patients after percutaneous coro-
nary intervention [19]. But the optimal time between 

Fig. 3  Laparoscopic pancreaticoduodenectomy with left-posterior 
SMA first approach, circumferential lymphadenectomy, 
and gastroduodenal collateral arcade (GCA) preservation 
was performed
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stent insertion and radical surgery has not yet been 
investigated. In these cases, some authors have chosen 
neoadjuvant chemotherapy (NAC) to administer the 
development of tumor. However, in diseases where NAC 
is not a common treatment, such as biliary tract cancer, 
wasting time could lead to worsen the primary disease.

In our two cases, a collateralization of GDA dilation 
with SMA was determined preoperatively, and we have 
not chosen CA preoperative endovascular stenting with 
these above reasons. Intraoperatively, after GDA clamp-
ing and MAL division, the hepatic arterial flow through 
CHA has not recovered, so we have decided to resect a 
GDA segment that infiltrated to the tumor and proceeded 
end-to-end GDA anastomosis. Postoperatively, patient 
was administered by continuous intravenous (IV) infusion 
unfractionated-heparin therapy following the American 
Heart Association (AHA) guideline [20]. One of an impor-
tant technical point is that, in the first case, due to the occa-
sional infiltration of tumor to the GDA serosa as well as to 
avoid bleeding from enlarged dorsal pancreatic branches of 
PDAs, we recommend proceeding a no-touch technique of 
GDA segmental resection en bloc with the tumor, in order 
to avoid bleeding from enlarged dorsal pancreatic branches 
from PDAs and reconstructed with an end-to-end GDA 
anastomosis if the gastroduodenal collateral arcade was 
long enough, like in our case. In the second case, intraop-
erative observation has shown no occasional infiltration 
of tumor to the GCA, so we have decided preserving the 
GCA laparoscopically to avoid hepatic ischemia.

Conclusion
Celiac axis stenosis was a rare but difficult-to-managed 
condition that can occur in patients who underwent 
pancreaticoduodenectomy. If median arcuate ligament 
division does not restore hepatic arterial flow, gastroduo-
denal collateral arcade reconstruction and preservation are 
needed. Collateral pathways management depends on vari-
ety of collateral pathways; in some cases, gastroduodenal 
artery resection and reconstruction with end-to-end anas-
tomosis with a no-touch technique were recommended to 
minimize risks of complicated revascularization.

Abbreviations
CA	� Celiac artery
CEA	� Carcinoembryonic antigen
CHA	� Common hepatic artery
CT	� Computed tomography
EUS	� Endoscopic ultrasound
FJA	� First jejunal artery
FJV	� First jejunal vein
GDA	� Gastroduodenal artery
IPDA	� Inferior pancreaticoduodenal artery
IPDV	� Inferior pancreaticoduodenal vein
LN	� Lymph nodes
LRV	� Left renal vein
NCCN	� National Comprehensive Cancer Network

MAL	� Median arcuate ligament
MRI	� Magnetic resonance imaging
PDAC	� Pancreatic ductal adenocarcinoma
POPF	� Postoperative pancreatic fistula
PPDA	� Posterior pancreaticoduodenal artery
PD	� Pancreaticoduodenectomy
SMA	� Superior mesenteric artery
SMV	� Superior mesenteric vein
RGA​	� Right gastric artery

Supplementary Information
The online version contains supplementary material available at https://​doi.​
org/​10.​1186/​s12957-​023-​03096-5.

Additional file 1: Video 1. Laparoscopic pancreaticoduodenectomy with 
left-posterior SMA first approach and circumferential lymphadenectomy 
was performed (CT: Celiac trunk, CHA: Common hepatic artery, GDA: 
Gastroduodenal artery, IPDA: Inferior pancreaticoduodenal artery, SMA: 
Superior mesenteric artery, RHA: Right hepatic artery, MAL: Median arcu-
ate ligament).

Acknowledgements
The authors wish to thank the board of the Department of Gastrointestinal 
and Hepato-Pancreato-Biliary Surgery, Bach Mai Hospital, Hanoi, Vietnam, for 
their assistance during the time inhospital observation of this patient.

Authors’ contributions
TKN: the main doctor conceived the original idea and operated the patients, 
revised manuscript, HHN: the main doctor operated the patients, revised 
manuscript, THL: followed up the patients, wrote manuscript, designed 
technical figures, PC: followed up the patients and designed technical 
video, GKN and KKD: operated the patients, summed up, revised manu-
script, designed technical videos and figures, VDL: operated the patients, 
summed up, revised manuscript, DHT: provided imaging diagnosis as well 
as illustrated figures to the article, CTN conceived the original idea, summed 
up, revised manuscript. All authors contributed to the interpretation of 
the results, discussed the results. All authors read and approved the final 
manuscript to submit.

Funding
The authors declare no funding for this study.

Availability of data and materials
All data generated or analyzed during this study are included in this published 
article.

Declarations

Ethics approval and consent to participate
Ethics approval of this study was given by the Research Ethics Committees 
of Bach Mai Hospital. Authors have agreed to submit it in its current form for 
consideration for publication in the journal.

Consent for publication
Written informed consent was obtained from the patient for publication of 
this case report and any accompanying images. A copy of the written consent 
is available for review by the editor in chief of this journal.

Competing interests
The authors declare no competing interests.

Author details
1 Department of Gastrointestinal and Hepato‑Pancreato‑Biliary Surgery, Bach 
Mai Hospital, Hanoi, Vietnam. 2 Department of Surgery, Hanoi Medical Univer-
sity, Hanoi, Vietnam. 3 Department of Thoracic & Vascular Surgery, Bach Mai 
Hospital, Hanoi, Vietnam. 4 VinUniversity, Ha Noi, Vietnam. 5 Center of Diagnos-
tic Imaging and Intervention, Bach Mai Hospital, Hanoi, Vietnam. 6 108 Institute 
of Clinical Medical and Pharmaceutical Sciences, Hanoi, Vietnam. 

https://doi.org/10.1186/s12957-023-03096-5
https://doi.org/10.1186/s12957-023-03096-5


Page 7 of 7Nguyen et al. World Journal of Surgical Oncology          (2023) 21:206 	

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

Received: 10 April 2023   Accepted: 29 June 2023

References
	1.	 Gaujoux S, Sauvanet A, Vullierme MP, Cortes A, Dokmak S, Sibert A, 

Vilgrain V, Belghiti J. Ischemic complications after pancreaticoduo-
denectomy: incidence, prevention, and management. Ann Surg. 
2009;249(1):111–7.

	2.	 Miyazaki K, Morine Y, Saito Y, Yamada S, Tokuda K, Ikemoto T, Imura 
S, Shimada M. Pancreatoduodenectomy co-morbid with celiac axis 
compression syndrome: a report of three cases. Surgical Case Reports. 
2020;6(1):113.

	3.	 Giovanardi F, Lai Q, Garofalo M, Arroyo Murillo GA. Choppin de Janvry 
E, Hassan R, Larghi Laureiro Z, Consolo A, Melandro F, Berloco PB: Col-
laterals management during pancreatoduodenectomy in patients with 
celiac axis stenosis: a systematic review of the literature. Pancreatology. 
2018;18(5):592–600.

	4.	 Sugae T, Fujii T, Kodera Y, Kanzaki A, Yamamura K, Yamada S, Sugimoto 
H, Nomoto S, Takeda S, Nakao A. Classification of the celiac axis stenosis 
owing to median arcuate ligament compression, based on severity of the 
stenosis with subsequent proposals for management during pancrea-
toduodenectomy. Surgery. 2012;151(4):543–9.

	5.	 Kurosaki I, Hatakeyama K, Nihei KE, Oyamatsu M. Celiac axis steno-
sis in pancreaticoduodenectomy. J Hepatobiliary Pancreat Surg. 
2004;11(2):119–24.

	6.	 Gagnier JJ, Kienle G, Altman DG, Moher D, Sox H, Riley D. the CG: The 
CARE guidelines: consensus-based clinical case reporting guideline 
development. J Med Case Reports. 2013;7(1):223.

	7.	 Isaji S. Revised 7th edition of the General Rules for the Study of Pancreatic 
Cancer by Japan Pancreas Society -revised concepts and updated 
points. Nihon Shokakibyo Gakkai zasshi Japanese J Gastroenterol. 
2017;114(4):617–26.

	8.	 Amin MB, Greene FL, Edge SB, Compton CC, Gershenwald JE, Brookland 
RK, Meyer L, Gress DM, Byrd DR, Winchester DP. The Eighth Edition AJCC 
Cancer Staging Manual: continuing to build a bridge from a population-
based to a more “personalized” approach to cancer staging. CA Cancer J 
Clin. 2017;67(2):93–9.

	9.	 Wente MN, Bassi C, Dervenis C, Fingerhut A, Gouma DJ, Izbicki JR, 
Neoptolemos JP, Padbury RT, Sarr MG, Traverso LW, et al. Delayed gastric 
emptying (DGE) after pancreatic surgery: a suggested definition by 
the International Study Group of Pancreatic Surgery (ISGPS). Surgery. 
2007;142(5):761–8.

	10.	 Bassi C, Marchegiani G, Dervenis C, Sarr M, Abu Hilal M, Adham M, Allen 
P, Andersson R, Asbun HJ, Besselink MG, et al. The 2016 update of the 
International Study Group (ISGPS) definition and grading of postopera-
tive pancreatic fistula: 11 years after. Surgery. 2017;161(3):584–91.

	11.	 Khiem T, Hoi H, Hiep T, Khue K, Duy V, Inoue Y, Son H, Dung D. Total 
laparoscopic pancreaticoduodenectomy with left posterior superior 
mesenteric artery first-approach and plexus-preserving circumferential 
lymphadenectomy: step-by-step technique with a surgical case report 
(with video). World J Surg Oncol. 2022;20(1):269.

	12	 Farma JM, Hoffman JP. Nonneoplastic celiac axis occlusion in 
patients undergoing pancreaticoduodenectomy. Ame J Surg. 
2007;193(3):341–4(discussion 344.

	13.	 Ouassi M, Verhelst R, Astarci P, El Khoury G, Hubert C, van Beers BE, Annet 
L, Goffette P, Noirhomme P, Gigot JF. Celiac artery occlusive disease: a rare 
but potentially critical condition in patients undergoing pancreaticoduo-
denectomy. Hepatogastroenterology. 2011;58(109):1377–83.

	14.	 Yao SY, Yagi S, Ueda H. Endovascular stenting for non-traumatic celiac 
artery stenosis following pancreatoduodenectomy. Ann Vasc Dis. 
2016;9(2):125–9.

	15.	 Smith SL, Rae D, Sinclair M, Satyadas T. Does moderate celiac axis stenosis 
identified on preoperative multidetector computed tomographic angi-
ography predict an increased risk of complications after pancreaticoduo-
denectomy for malignant pancreatic tumors? Pancreas. 2007;34(1):80–4.

	16.	 Bong JJ, Karanjia ND, Menezes N, Worthington TR, Lightwood RG. Total 
gastric necrosis due to aberrant arterial anatomy and retrograde blood 
flow in the gastroduodenal artery: a complication following pancreati-
coduodenectomy. HPB (Oxford). 2007;9(6):466–9.

	17.	 Hasegawa K, Imamura H, Akahane M, Miura Y, Takayama T, Ohtomo K, 
Makuuchi M. Endovascular stenting for celiac axis stenosis before pan-
creaticoduodenectomy. Surgery. 2003;133(4):440–2.

	18.	 Takasu H, Kuramoto Y, Yokoyama S, Ota H, Yagi S, Hisamoto S, Furukawa S, 
Shimomura Y. Two-way revascularization to manage celiac artery stenosis 
during pancreaticoduodenectomy: a case report. Plast Reconstr Surg 
Global Open. 2021;9(2):e3423.

	19.	 Nakamura M, Kimura K, Kimura T, Ishihara M, Otsuka F, Kozuma K, Kosuge 
M, Shinke T, Nakagawa Y, Natsuaki M, et al. JCS 2020 guideline focused 
update on antithrombotic therapy in patients with coronary artery 
disease. Circ J. 2020;84(5):831–65.

	20.	 Hirsh J, Anand SS, Halperin JL, Fuster V. Guide to anticoagulant therapy: 
heparin. Arterioscler Thromb Vasc Biol. 2001;21(7):e9–e9.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


	Pancreaticoduodenectomy combined gastroduodenal collateral reconstruction and preservation due to median arcuate ligament syndrome: technical notes with two surgical cases report (with video)
	Abstract 
	Introduction 
	Cases presentation 
	Conclusion 

	Introduction
	Case presentation
	Case 1
	Case 2

	Discussion and conclusion
	Conclusion
	Anchor 12
	Acknowledgements
	References


