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Abstract
Backgound: Aorto-digestive fistulas remain a fatal disease entity often occurring after vascular surgeries. Eso-gastro-duodenal endoscopy is essential to
explore the upper digestive bleeding. The negativity of morphological examinations should not exclude the diagnosis. Diagnosis has benefited in recent
years from developments in cross-sectional imaging: computed tomography
(CT) and magnetic resonance imaging (MRI). The severity of bleeding is
linked to the vital consequences (mortality close to 50% up to 100% in the
absence of treatment), functional (30% amputation), and to the underlying
infection itself correlated with the attack of the stent and the anastomosis.
Patients: We report three cases of aorto-digestive fistulas treated at The University Hospital Hassan II to show the challenging diagnosis and therapeutic
of such rare causes of upper digestive bleeding. Results: three patients were
admitted to the emergency endoscopy unit for upper digestive bleeding, 2 of
them had a medical history of Behcet Disease and two had past aortic aneurism surgery. The couple’s upper endoscopy and CT scan angiography made
the diagnosis. Unfortunately, 2 patients died from fatal bleeding. Conclusion:
Aortodigestive fistula is an extremely serious complication of aortic aneurisms and a rare cause of gastrointestinal bleeding. This diagnosis should be
considered in any patient presenting with digestive bleeding with vascular
disease or previous history of vascular stent.
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1. Introduction
The aero digestive fistulas are direct communications between the abdominal
aorta and the digestive tract. They generally occur in the continuations of a vasDOI: 10.4236/crcm.2021.104015 Apr. 25, 2021
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cular surgery [1]. Primary aero digestive fistulas spontaneously developing are
rare [1]. They often complicate a vascular surgery (80%) [1] [2]. The fistulisation
can happen on the level of any digestive segment from the esophagus to the colon, but the most frequent site is the duodenum (83%) particularly in its third
portion [1] [2]. It is explained by the fixity of the distal part of the duodenum
and its proximity to the aorta. The onset of aero digestive fistula follows the expansion of the aortic aneurysm which causes irritation and inflammation of the
duodenal wall resulting in interdigestive fistulization over time [3] [4].
We reviewed the medical files of three patients admitted for digestive bleeding
on aorto digestive fistulas at the emergency department of gastroenterology at
the University Hospital Hassan II Fez Morocco. We illustrate in these observations the challenges in the diagnosis and management of this rare cause of digestive bleeding.

2. Patients
2.1. Observation 1
Mr. K.A., a 45 years old patient, with a medical history of Behçet disease since
1995 under colchicine. The patient presented at the emergency department with
abdominal pain, melena of great abundance. At admission, blood pressure was
low (90/50mm Hg), rose to 110/65mm Hg after infusion of 1 liter of normal saline, heart rate was 100 per minute. Abdominal examination objectified a beating umbilical mass. Hemoglobin was 70 g/l. Upper gastrointestinal endoscopy
was immediately performed. No blood or any lesion was found in the upper digestive tract. Colonoscopy also showed melena without any suspicious lesion. A
computed angiography scan showed a sacciform aneurism of the abdominal
aorta under renal artery, partially thrombosed with hemorrhagic transformation
within the thrombus, the patient was admitted to the operating room where he
benefited from a flattening of his aneurysm with bi-liac aorto bypass, then the
patient was transferred to the internal medicine department for initiation of
immunosuppressive treatment, the evolution was marked by the release of the
proximal and distal anastomosis of the aorto-aortic bypass. The patient was then
hospitalized in the intensive care unit, unfortunately, he developed a massive
bleeding shock and died 2 days after that.

2.2. Observation 2
Mr. B.M., a 52 years old patient, with a medical history of angiobehçet under
cyclophosphamide. He underwent 5 years ago surgery for aneurism of the abdominal aorta with a bridging aorto Bi iliac also followed for venous thrombosis
under acenocoumarol for 1 year. He was admitted to the emergency department
for upper gastrointestinal bleeding. Hemoglobin was 9 g/dl, platelet count
315,000, NIR at 3.5. Upper digestive endoscopy showed a large blood clot at the
third duodenum measuring approximately 20 mm with the probable migration
of the aortic stent in the duodenum, Figure 1. An angio abdominal computed
DOI: 10.4236/crcm.2021.104015
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tomography scan confirmed the stent migration with the aorto duodenal fistula,
Figure 2. The hemodynamic state of the patient went unstable unconscious, He
was soon admitted for emergent surgery but unfortunately died in the operating
room.

2.3. Observation 3
Mr. B.L., a 65 years old patient, with aorto bi-iliac bridging in 2017 f at the
United States. Admitted 5 months ago at the emergency department for upper
GI bleeding of great abundance with hemodynamic instability preceded by abdominal pain. At admission, he had low blood pressure 90/60mmHg, hemoglobin at 8.3 g/dl. Upper digestive endoscopy, objectified fresh blood beyond the
second duodenum with no lesion. The abdominal CT angiogram showed the
presence of a left later aortic collection with hydroaeric content and containing
spontaneously hypodense areas. After 96 hours of monitoring without recurrence of bleeding, the patient returned to her home, is awaiting her programming for a prosthesis.

Figure 1. Blood clot at the duodenuma with erosion of the wall by the stent.

Figure 2. Angiography CT scan image showing stent migration.
DOI: 10.4236/crcm.2021.104015
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3. Discussion
Aorto digestive fistulas are rare but deadly causes of digestive bleeding. The primitive ones are rare (250 cases described in the literature [5] [6] with an incidence of 0.04% - 0.07%. They generally occur of novo, usually due to the erosion
of a bulky aortic aneurism in the digestive tract; they can also be related to the
existence of cancer or an infection, radiotherapy or traumatism. The secondary
aorto digestive fistulas are more frequent, with an incidence of 0.36% - 2%
among patients who had an aortoiliac abdominal rebuilding [6] [7] and especially after a prosthetic transplant. A secondary aorto-enteric fistula is a communication between the aorta and a segment of the adjacent digestive tract, at a
patient having undergone an aortic surgery as a preliminary, with or without
aortic stent. It is generally the ultimate evolutionary complication of a chronic
infection of aortic stent. It interests the duodenum in its third section [8] [9].

3.1. Diagnosis
Aorto-duodenal, colic, gastric and rectal fistulas present a more or less common
semiology characterized by the following symptoms [10]:
- Digestive bleeding, present in 94% of the cases, brutal and massive, is often
preceded by hemorrhagic episodes more limited and “contained” (herald
bleeding), and can be explained by the formation of a clot blocking the fistula. The hematemesis is present in 78% of the cases.
- Abdominal pain, lumbar with possible irradiation towards the back is present
in 48% of the cases.
- Melena is present in 46% of the cases, the blood depletion with anemia and
shock was found in 33% of the cases.
- Pulsatile Mass in 17% of the cases
- Syncope in 10% of the cases.
- Infection: can appear by a prolonged and unexplained isolated fever, a delay
of cicatrization of a septic wound, a large red leg and biologically with hyperleucocytosis and an increase in the rates of fibrinogen and sometimes of C
reactive protein [10].
Upper GI endoscopy: remains a fundamental examination in all patients with
an aortoiliac or aorto femoral stents with upper digestive bleeding: to look for
possible erosions of the digestive wall by the stent (which is unfortunately only
very rarely visualized including by the endoscopic video capsule), but especially
to eliminate other causes of bleeding (particularly a peptic ulcer (“stress”) or a
rupture of esophageal varices). Colonoscopy may be helpful in some patients for
the same reasoning [11].
Angio CT SCAN: is currently the gold standard examination but with variable
sensitivity and specificity (sensitivity 40% to 90% and specificity 33% to 100%
[12]). The criteria in favor of aortodigestive fistula are:
- Presence of gas images within a perish-stent collection.
- Thickening and/or retraction of the intestinal walls to the contact.
DOI: 10.4236/crcm.2021.104015
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- Presence of a false aneurism.
- Perish-stent liquid Collection.
- The extravasation of the contrast product in the intestine is almost never visualized, its absence should not exclude the aorto-enteric diagnosis of fistula.
Its puncture of a per-prosthetic collection can make it possible to confirm the
infection and to specify the germ causes some [13] [14] [15] [16] [17].
Our three patients have in common the severe presentation of initial bleeding,
2 out of three patients had a medical history of Behçet disease which is one of the
frequent causes of arterial aneurysms.

3.2. Treatment
The aneurysms of the abdominal aorta are more frequent than occlusions and
constitute a major cause of mortality because of the risk of rupture [18] [19].
Their treatment associates surgery with medical care including corticosteroids
and immunosuppressive therapy aiming at decreasing the recurrence of the arterial attack.
Classically, the treatment of aorto digestive fistulas is surgical, well said, laparotomy, removal of the stent, ligation of the aorta and extra anatomical bypass
[19]. Even an in situ aortic replacement using allografts or grafts. Antibiotic-impregnated stents may be an alternative with lower morbidity and mortality
[20]. More recently the use of minimally invasive techniques, such as the placement of stent-grafts and the removal of fistulas with glues, have been reported
[20].
The goals of surgical treatment are:
- Control the bleeding
- Repair the intestinal lesion
- Parry infected tissue
- Protect the vascular sutures to limit the risk of disunity or recurrence.
- Restore arterial circulation.
As the mortality and morbidity rates of this surgery are high, various treatment options have been proposed to reduce surgical trauma and decrease the incidence of postoperative complications. However, aortodigestive fistula’s surgery
still has a high incidence of mortality and major complications, regardless of the
techniques adopted [21] [22] [23].

4. Conclusion
Aorto digestive fistula is an extremely serious complication of aortic aneurysms
and a rare cause of gastrointestinal bleeding. This diagnosis should be considered in any patient presenting with digestive bleeding without an identifiable
cause and a fortiori if this patient is a carrier of the stent. Abdominal CT angiography is the initial examination of choice when it is suspected, allowing the diagnosis and urgent surgical indication to be made, the patient’s only chance of
survival.
DOI: 10.4236/crcm.2021.104015
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