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A Deadly Connection: Aortoenteric Fistula as a Cause of Acute
Upper Gastrointestinal Bleeding
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Case Report

A 66-year-old white man with hypertension, hyperlipidemia, COPD, lung cancer, and aortoiliac bypass graft placed 6 years
prior for peripheral vascular disease, presented with 3 days of melena and syncopal events associated with bowel move-
ments. The patient reported having coffee ground emesis and dark, tarry stools with onset of his syncope. Physical exam
showed bright red blood per rectum and melenic stools. Baseline hemoglobin was 14.5 g/dL, dropping to 7.1 g/dL at admis-
sion. He subsequently became hypotensive despite receiving 2 units of packed red blood cells and aggressive intravenous
fluid hydration. Emergent esophagogastroduodenoscopy (EGD) showed red blood throughout the esophagus, pale stom-
ach mucosae, and an exposed aortic graft with bright blood in the third part of the duodenum (Figure 1). He underwent
emergent laparotomy for takedown of aortoduodenal fistula with repair of duodenal erosion and ligation of the distal aorta.
The following day, the patient’s lower extremities had increased pallor and he underwent axillofemoral and femoral-femoral
bypass grafting. He went into cardiac arrest perioperatively and died.

Aortoenteric fistulae are a rare cause of upper gastrointestinal bleeding. Two types of fistulae have been described.!? Type
| graft enteric fistulae account for 75% of all aortoenteric fistulae, occurring with or without pseudoaneuryms, and typically
form between bowel and the proximal aspect of the aortic suture line. Gastrointestinal bleeding occurs in 84% of patients,
with melena, herald bleeding, hematochezia, and bright red blood per rectum occurring in 41%, 37%, 9%, and 7%, re-
spectively. Signs of sepsis occurr 35% of the time, with fever being the most common symptom (92%). Type Il fistulae are
erosions that present with sepsis (89% of patients), bleeding (55%), and abdominal pain (36%). Bleeding manifests as
melena (81%) and, rarely, hematochezia (6%), or hematemesis (0%). Type |l fistulae account for 15-20% of aortoenteric
communications and are a result of mechanical pulsatility of the aortic graft with bleeding around the edge of eroded bowel.
Conventional open surgical repair risks significant perioperative complications (i.e., bowel obstruction, mediastinal abscess,

Figure 1. (A) Blood clot in the duodenal bulb and (B and C) aortic graft eroding into duodenum. Note the change in size of the fistula between panels B
and C due to pulsatile blood flow.
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and acute renal failure).3 Patients undergoing endovascular
procedures such as stenting tend to have persistent sepsis
and infection-related complications (i.e., abscess and endo-
carditis). Endovascular stent-graft placement allows hemo-
dynamic optimization as a result of blood loss and sepsis.*
Overall, open repair patients have longer survival, but tend
to have increased hospital stays when compared to their en-
dovascular counterparts.®
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