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Commentary: Teamwork is
needed to prevent aorto-conduit
fistulas from being fatal
Camilo A. Velasquez, MD, and Ikenna Okereke, MD

CENTRAL MESSAGE

Aorto-conduit fistula after
esophagectomy is a rare and
grave complication. Prompt
diagnosis and rapid fistula con-
trol is the necessary treatment. A
multidisciplinary approach will
improve survival.
Camilo Velasquez, MD, and Ikenna Okereke, MD

Andrew Feczko and colleagues1 have presented an inter-
esting but dreaded complication of massive hemorrhage
from an aorto-conduit fistula after esophagectomy. They
detail the roles of endoscopy to diagnose the complication,
angiography to localize the fistula, and surgery for defini-
tive repair. Their algorithm simplifies the required steps
for anyone encountering an upper gastrointestinal bleed in
a patient with a history of esophagectomy. This algorithm
is valuable for a broad group of physicians, as these patients
may initially present to emergency room physicians, gastro-
enterologists, general surgeons, or thoracic surgeons. The
entity’s rarity can lead to a delay in diagnosis, often with
fatal consequences. As such, it is important to take a multi-
disciplinary approach for evaluation and management to
prevent mortality.

Conservative management or watchful waiting of an
aorto-conduit fistula is always lethal, and the average period
between the initial bleed and death from exsanguination is
merely hours.2 A herald bleed in a patient with a history
of esophagectomy should not be overlooked, as a delay
can lead to exsanguination if immediate action is not taken.
The triad of chest pain, sentinel hemorrhage, and exsangui-
nation first described by Chiari is associated with a high
fatality rate.3,4 Given this high rate of death, an upper
gastrointestinal bleed after esophagectomy should raise
the suspicion of an aorto-conduit fistula.
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Endovascular techniques can act as temporizing maneu-
vers to allow stabilization of the patient and definitive repair
of the fistula. During surgery, the first goal should be to con-
trol the bleeding from the aorta. Thereafter, the gastric
conduit can be repaired, and a buttressed flap can be placed
between the conduit and the aorta.5 In their report, Feczko
and colleagues describe using an endovascular balloon to
occlude the aorta. This strategy controlled bleeding long
enough to repair the aorta. Indeed, the use of an occlusive
balloon within the aorta highlighted an efficient multidisci-
plinary approach and prevented mortality. This technique of
intra-aortic balloon occlusion is extensively used by trauma
teams6 and was nicely applied in this situation.

Another possible option for vascular control is thoracic
endovascular aortic repair (TEVAR). TEVAR can quickly
control hemorrhage and act as a bridge to surgery.7 In this
case, TEVAR was not used because of the risk of occluding
the celiac axis, given the unusually low position of the fis-
tula. But for most aorto-conduit fistulas, TEVAR is an op-
tion to consider.

Although a multidisciplinary approach will temporize
bleeding, operative intervention is the mainstay of treat-
ment of an aorto-conduit fistula. Autologous tissue should
be used whenever possible to separate the aorta from the
conduit following repair. Repairing the fistula in one stage
is ideal, but in an unstable patient, repairing the aorta
initially is adequate. The surgical area can be drained, and
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the conduit can be repaired within days once the patient has
become more stable.

Prompt recognition and a multidisciplinary approach to
aorto-conduit fistulas are essential to prevent mortality.
Although this complication is highly lethal, involving mul-
tiple service lines will improve the chances of survival.
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