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Abstract

An aorto-enteric fistula consist of an abnormal communication between the aorta or one of its
branches to any part of the small or large bowel [1]. The causes of AEF are classified as primary,
secondary and the very rare idiopathic form [2]. The primary (PADF) is a spontaneously forming
fistula which may follow erosion by atherosclerotic aortic aneurysm. Secondary causes are often
late complications of Abdominal Aortic Aneurysm (AAA) repair including open and endovascular
techniques [2]. Secondary aorto-enteric fistula is a rare postoperative complication after aortic
surgery. Autopsy studies revealed an incidence of PADF of 0.04-0.07% [3]. However, although it
is uncommon, its prognosis is very poor [1]. We present the case of a rare variant, an iliac-enteric
fistula as an anomalous type of presentation of a late complication in a patient with previous aortic
surgery.
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Clinical Case

A 63 year old male patient with not known drug allergies, with a medical history of high blood
pressure, dyslipidemia, cerebrovascular accident, multifactorial anemia and benign prostatic
hyperplasia. In 2010 he underwent an emergency sigmoidectomy and end colostomy due to a
complicated acute diverticulitis. Hartmann’s reversal was performed afterwards. An elective aortic-
bifemoral bypass was conducted in 2012 in order to repair an infra-renal aortic aneurysm and a left
iliac artery aneurysm.

The patient attended the emergency department in January 2018 for sudden abdominal pain
and fever (39.7°C). An emergency CT scan was performed which reported postoperative changes
secondary to aortic-bifemoral bypass and distal ileum segment with wall thickening and extra-
luminal air bubbles surrounding the right hypogastric artery (Figure 1).

The impression was a prosthetic infection. Given the hemodynamic stability, delayed urgent
surgery was decided.

A multidisciplinary surgical team attended theatre, with the collaboration of vascular and general
surgery. After proceeding to an iterative transverse laparotomy, anatomization of the abdominal
cavity and control of the proximal aorta at the infra-renal level was performed. Subsequently,
bilateral inguinal anatomical tunneling was performed, observing an important number of
adhesions at the right iliac prosthesis level in its distal segment. Intussusception of the Goretex
prosthesis was observed at the iliac level in the distal ileum. Finally, the difficult dissection was
achieved, dividing the 10cm invaginated ileal segment and observing a linear tear of this segment.
Given the non-viability of the intestinal segment, a bowel resection with mechanical anastomosis
was performed (Figure 2).

Subsequently, the bifurcated prosthesis is removed and an axilo-bifemoral bypass is formed,
recovering good distal femoral pulses (Figure 3).

During the final revision of the abdominal cavity, a descending colon ischemia was obvious.
Therefore, removal of the ischemic intestinal segment and an end colostomy was performed. The
patient was transferred to Intensive Care Unit. After ruling out other complications, the patient was
transferred to hospitalization unit after 7 days of surgery and discharged home the 20" after surgery.

During follow up in out-patients department, the patient remained initially non-symptomatic
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Figure 1:

Figure 2:

and with a good quality of life. However, he attended the emergency
department for pain in the left lower limb with a decrease in peripheral
pulses. The vascular surgery team decided to perform a by-pass to the
third left popliteal with a correct evolution.

No stoma reversal was agreed due to the good quality of life of
the patient, and the high risk. The patient is currently undergoing
outpatient check-ups in both general surgery and vascular surgery,
where he is showing good clinical progress.

Discussion

Secondary aorto-enteric fistula (SET) is an abnormal
communication between the aorta and the gastrointestinal system.
AEF is a rare condition with a high probability of mortality [1].
Most cases are caused by previous aortic surgery and involvement
of duodenum level. It is a rare but life-threatening complication first
described by Brock in 1953. Surgical repair is complex and despite
surgical advances, it has a high mortality rate. It is an entity with
difficult diagnosis and requires a high rate of suspicion and specialized
medical equipment. As most surgical emergencies, prompt diagnosis
is key in determining outcome [2].

Conventional open surgical repair in the acute setting is
associated with significant morbimortality [9]. It has now been shown
that the endovascular approach to this type of lesion presents a better
recovery with a lower morbidity-mortality [1]. Not with standing the
technical availability or hemodynamic instability of the patients, an
open approach to aorto-enteric fistulas is required.

Figure 3:

The treatment of arterio-enteric fistulas continues to follow
in our hospital environment a challenge in surgical management,
which requires a high diagnostic suspicion and an important medical
specialization as well as the need for a multidisciplinary team.
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