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INTRODUCTION 
 

Aortoenteric fistula is a rare cause of massive 

gastrointestinal bleed with a high degree of mortality. 

Aortic fistulas may be considered primary (associated 

with a complicated abdominal aortic aneurysm) or 

secondary (associated with graft repair). It needs prompt 

diagnosis with appropriate diagnostic modalities in order 

to preserve life.  

 

CASE PRESENTATION 
 

We report the case of a 61 year old woman with a history 

of hypertension who presented in the ER with lower 

abdominal pain and vomiting for the past 10 days. On an 

ultrasound from a peripheral hospital the query of 

abdominal aortic aneurysm was raised.  

 

CTA of thoracoabdominal aorta (Figure 1a,b,c,d) was 

proceeded which showed saccular aneurysmal dilatation 

of infra renal part of abdominal aorta extending over a 

length of 9.3cm up to the origin of iliac arteries (Figure 

1c) and its maximum diameter measured 9.5cm. It was 

thrombosed along its periphery and was causing 

compression and forward displacement of adjacent small 

bowel loops (Figure 1a, 1d). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

International Journal of Modern 

Pharmaceutical Research 
www.ijmpronline.com 

 

 

 

ISSN: 2319-5878 
IJMPR 

Case Report 

SJIF Impact Factor: 5.273 

 

 

 

IJMPR 2023, 7(8), 12-16 

ABSTRACT 
 

Aortoenteric fistula (AEF) is an abnormal connection between the aorta or its major 

arterial branches and part of the gastrointestinal tract. It is fairly uncommon, but a 

rather fatal condition. It has either a primary or secondary etiology, secondary being 

more common. We report the case of a 61 year old woman with a history of 

hypertension who presented in the ER with lower abdominal pain and vomiting for the 

past 10 days. She underwent CTA of thoracoabdominal aorta and was diagnosed as 

abdominal aortic aneurysm, for which she later underwent surgery. About 45 days 

later, she was brought to the ER again with hematemesis and melena. Her CTA of 

thoracoabdominal aorta again showed abdominal aortic aneurysm adherent with 

adjacent small bowel loops with surrounding multiple air specks and extravasation of 

contrast from aortic to duodenal lumen, likely representing aortoenteric fistula. 

Esophagogastroduodenoscopy was done to secure bleeding site however due to poor 

hemodynamic status of patient, procedure was abandoned and a second surgery was 

performed day after, where fistulous communication was intervened and jejunostomy 

was made. 1 week later, the patient died due to sudden myocardial infarction. Our 

report highlights a fatal manifestation of aortoenteric fistula, and reviews the 

associated literature. 
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Figure 1a                                                                                   Figure 1b 

          
Figure 1c                                                                  Figure 1d 

 

Based on this CTA, diagnosis of infra renal abdominal 

aortic aneurysm was made. Patient was admitted under 

care of vascular surgery team and surgical intervention 

planned. 

 

After written and informed consent, baseline 

investigations, pre-operative workup and general 

anesthesia fitness she underwent surgery. Per-

operatively, the aneurysmal sac was identified to be 

adherent to D3 and D4 part of duodenum. During an 

attempt to separate them, there was a serosal tear in D4 

segment of duodenum. However, it was repaired and 

aortic aneurysm graft repair was also done. The patient 

went through the smooth recovery with no drastic or 

minor complications in hospital post-operative course 

and was stable on the weekly follow-ups. 

 

The patient presented again in the ER after 45 days of the 

surgery with complain of hematemesis and melena, and 

CTA was repeated which showed high density in bowel 

loops on plain images representing blood (Figure 2a, b). 

There was redemonstration of aneurysmal dilatation of 

infra renal part of abdominal aorta extending up to the 

origin of iliac arteries with postsurgical changes in it. It 

again appeared thrombosed along its periphery and 

adherent to adjacent small bowel loops with multiple 

surrounding air specks (Figure 2c). Extravasation of 

contrast was seen from aorta to bowel lumen, likely 

representing aortoenteric fistula.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Saman et al.                                                                      International Journal of Modern Pharmaceutical Research 

Volume 7, Issue 8. 2023       │       ISO 9001:2015 Certified Journal         │                                                              14 

 
Figure 2a                                                                                            Figure 2b 

 

 
Figure 2c                                                                                           Figure 2d 

 

Keeping in view the findings of CTA and patient’s poor 

hemodynamic status, gastroenterology team was taken 

on board and esophagogastroduodenoscopy was done to 

secure hemostasis where the source of bleeding was 

identified at the level of D4 part of duodenum and in 

jejunum near the proximal suture line. Packing was done 

and the procedure abandoned due to faltering hemostasis. 

A second surgery was performed next day after the 

patient was stabilized, fistulous communication was 

intervened, jejunostomy was made and the vascular graft 

was found to be in optimal condition on assessment. 

Again the postoperative course went smooth and patient 

was stabilized day after the surgery. However after 1 

week, she succumbed to death secondary to sudden 

myocardial infarction.  

 

DISCUSSION 
 

Aortoenteric fistula (AEF) is an abnormal connection 

between the aorta or its major arterial branches and part 

of the gastrointestinal tract. It is fairly uncommon with 

an incidence rate of 1.6 to 4%, but a rather fatal 

condition with a mortality rate of 24 to 45.8%.
[1] 

 

In primary cases, the underlying etiology is most 

commonly aneurysmal development which results in 

thinning of the walls of aorta and outermost layer of 

bowel. With each cardiac pulsation and also peristalsis, 

there is mechanical friction.
[2]

 Foreign bodies, tumors, 

inflammation, mycotic aneurysms, sepsis, syphilis, 

salmonella, and tuberculosis also exacerbate the 

erosion.
[3,4,5,6]

 

 

While secondary etiologies are more common, they 

follow after an open or endovascular surgical 

intervention on the aorta such as elective abdominal 

aortic aneurysm resection, aortic replacement or bypass 

for aorto-iliac occlusive disease, resection of ruptured 

aneurysm, and stent graft placement for aortic 

aneurysm.
[7,8]

 Mechanical rubbing of the graft against 

approximately lying bowel causes erosion into the 

enteral wall.
[9]

 The pathophysiology of secondary fistulas 

is multifactorial and related to foreign body reaction to 

the graft, graft kinking, superimposed infection, endoleak 

coil placement, and endotension.
[10,11]

 

 

In both primary and secondary aortoenteric fistula, the 

duodenum is the portion of the gastrointestinal tract most 

frequently involved, especially in the third section where 

the duodenum is in the closest proximity to the aorta.
[12]

 

 



Saman et al.                                                                      International Journal of Modern Pharmaceutical Research 

Volume 7, Issue 8. 2023       │       ISO 9001:2015 Certified Journal         │                                                              15 

The patients present with symptoms like pain related to 

the location of the lesion such as abdominal pain, back 

pain, or suprapubic pain, gastrointestinal bleeding seen 

as hematochezia, hematemesis, or melena, hemorrhagic 

shock, syncope, weight loss, anorexia, moderate to high 

fever, nausea and vomiting.
[13]

 Of these, the most 

common presentation is with melena and hemorrhagic 

shock, followed by abdominal pain and hematemesis.
[14]

 

 

Diagnostic workup may include 

esophagogastroduodenoscopy, however it sensitivity is 

only about 50%.
[15]

 CTA has widely variable sensitivity 

(40%–90%) and specificity (33%–100%) for the 

diagnosis of aortoenteric fistulas.
[16]

 CT findings in AEF 

include ectopic gas either within or directly adjacent to 

the aortic lumen or the graft, bowel wall thickening 

adjacent to the graft, effacement of the periaortic and 

perigraft fat plane, and loss of fat plane between the aorta 

and bowel, perigraft soft tissue, perigraft fluid, perigraft 

hematoma and dystrophic vascular graft calcification. 

The extravasation of contrast from the aorta into the 

bowel lumen is a highly specific sign, but extremely 

rare.
[16,17]

 

 

The optimal outcome of AEF requires confirmation of 

the diagnosis, quick control of the hemorrhage, repair of 

the bowel defect, eradication of associated infection, and 

revascularization. The only curative treatment for AEF is 

surgery, either with the open approach or endovascular, 

without which the mortality approaches 100%. While in-

hospital mortality of patients undergoing open surgery is 

significantly higher than endovascular aortic, that is 

33.9%. However, rate of late sepsis was higher in 

endovascular approach, where open surgery was 

associated with a 19% as compared to 42% in 

endovascular approach. Despite these differences, the 

survival rate between the techniques is similar.
[18]

 

 

It is all the more important to be vigilant in preventing 

the formation of an AEF. Male patients over the age of 

65, especially those who have a smoking history, should 

undergo screening ultrasounds. Furthermore, during open 

surgical repair of abdominal aortic aneurysm the surgeon 

must ensure that the graft is sufficiently covered with a 

layer of tissue preventing the direct effect of mechanical 

friction with the adjacent structures. Approximating the 

aneurysmal sac around the graft is the common method. 

However omental flap or vascularized pedicle may also 

be used.
[19]

 

 

CONCLUSION 
 

Although rare, an auto enteric fistula has rather fatal 

consequences if not diagnosed and treated in a timely 

manner. Hence it is important that the clinician is well 

aware of the patient’s history, especially pertaining to 

smoking, the common clinical presentations, and is able 

to opt for appropriate diagnostic tools. Symptoms like 

massive gastrointestinal bleed, hypervolemia and 

septicemia raise the suspicion of an aortoenteric fistula. 

CT scan is the modality of choice. The third segment of 

the duodenum is most commonly involved segment. 

Prompt management is crucial and includes urgent 

surgery and antibiotics.  
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