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Text
A 70-years-old man was admitted at the emergency room for 

onset of fever, malaise and discharge of melena. At the admission, 
his vital signs were: blood pressure 135/70 mmHg, heart rate 92 bpm, 
O2 saturation 95%. Blood sample showed mild normocyitc anaemia 
(Hb 12.1 g/dL), leucocytosis (White blood cells count 12.300/mmc, 
Neutrophil 77%), rise of C-reactive protein (7.3 mg/dL, normal value 
< 0.5 mg/L), normal kidney function (creatinine 1.0 mg/dL). Clinical 
examination was remarkable for mild epigastric pain.

Eight months before, the patient underwent to endovascular 
aneurism repair (EVAR) of abdominal aorta, placing prosthetic 
aortic endovascular stent (Zilver stent 518, Cook Inc., USA). For what 
concern pharmacologic anamnesis, at the moment of the admission 
the patient took aspirin, antihypertensive and hypocholesterolemic 
agents.

After first medical evaluation, a contrast-enhanced abdominal 
CT was performed, showing air microbubbles around aortic 
endovascular prosthesis without clear communication between 
aortic and duodenal wall (Figure 1).

Given the suspicious of aorto-enteric fistula (AEF), an urgent 
upper endoscopy was performed, showed ulcerated, actively bleeding 
lesion within metal mesh of endovascular stent outcropping in the 
distal duodenal wall (Figure 2) (Video 1).

On this basis, the patient was referred to open laparotomy, 
performing initial extra-antomical axillo-bifemoral bypass, followed 
by aortic endarterectomy, removing the infected aortic stent and 
positioning a Dacron polyester tube graft. Even more, the duodenal 
orifice of AEF was resected and the leak sutured.

In the days after, the patient didn’t show melena anymore. 
However, the renal function became to fail and 15 days later, the 
patient was moved to intensive care unit (ICU) and he was subjected 
to haemodialysis. The most likely cause of renal failure was the partial 
or complete exclusion of both renal arteries from the blood flow. 
Two months after abdominal the patient died for septic shock due to 
antibiotic-resistant Pseudomonas aeruginosa infection.

Secondary AEF is an infrequent but potentially lethal complication 
of patients with endovascular stent [1,2]. The pathogenesis of the 
AEF is not clear and different factors could play a role. In the case 
of open surgery, the most important are local infection, direct bowel 

 

Figure 1: CT scan showed air microbubbles around aortic endovascular 
stent. 

 

Figure 2: Upper endoscopy showed metal mesh of endovascular stent 
outcropping in the distal duodenal wall, confirming secondary aortoenteric 
fistula.

http://clinmedjournals.org/articles/cmrcr/cmrcr-3-135-video.mp4
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Unfortunately, despite early diagnosis with aggressive antibiotic 
and surgical treatment, overall AEF mortality rate remains between 
10% and 50% [4].
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injury during the surgical dissection, bowel injury by anastomotic 
pseudoaneurysm or sutures, and fibrous contact between the graft 
body and bowel leading to pulse synchronous repetitive trauma [3]. 
Among them, the prosthesis infection seems to be the stronger. In 
fact, during open abdominal aortic aneurysm (AAA) repair, even a 
minimal bacterial translocation, attachment and biofilm formation 
on the vascular prosthesis (difficult to reach by host defence 
and antibiotic therapy), sustains bacterial colonization and local 
spreading of the infection that can result in intestinal necrosis and the 
formation of a fistula between the aneurysm and the intestinal wall 
[4,5]. The pathogenetic mechanism of AEF development after EVAR 
may be related to mechanical failure of the stent-graft such as rupture 
or migration with kinking of the device in the aneurysmal sack, which 
leads to aortic graft erosion and pressure necrosis of the bowel wall 
[1]. Another mechanism witch can lead to AEF appeared to be related 
to transient bacteremia with endograft seeding and local spreading of 
the infection [6].

The exact incidence of secondary AEF is not known, but it seems 
to be around 1% [3], occurring from several weeks or months to 
several years following first EVAR procedure [5]. The third or fourth 
duodenal segment is the most frequently involved site [5]. Once AEF 
was developed, the communication permits the passage of the blood 
flow into the bowel lumen and at the same time it allows the spreading 
of intestinal microorganism into the systemic circulation. Therefore, 
in the patients carrying aortic endovascular stent with clinical signs 
of sepsis and gastrointestinal bleeding, the presence of AEF should be 
kept a high suspicion [7], even if the classic triad of gastrointestinal 
bleeding, pulsatile abdominal mass, and pain is present in only a 
quarter of cases. The main symptom is “herald” haemorrhage from 
the upper gastrointestinal tract, whereas bleeding recur over a period 
of hours, days, or weeks and sometimes culminating in massive 
haemorrhage and hypovolemic shock [3,8].
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