
Case report 

A 72 years old man is admitted in emergency department for an 

hematemesis. 

The patient had a medical history of stented ischemic cardiopathy 

and an EVAR performed in 2012 for an abdominal aortic 

aneurysm under the kidney. 

 

Initially, the patient presented with an hemodynamic stability 

despite a heart rate at 136, no bleeding found, hemoglobin 

measurement by Hemocue is 11g/dl. 

Quickly, a low arterial pressure appears with no shock sign. 

A sepsis is the main hypothesis at this time. 

Blood testing find inflammation (CRP 107 mg/L), hemoglobin 

11,9g/dl, and acute renal insufficiency (urea 14.8mmol/L, creatinin 

155µmol/L). 

Secondarily the patient present a moderate rectal bleeding and 

the arterial pressure was asymmetrical. 

 

An aortic dissection is suspected. 

 

An abdominal CT scanning that show an aortic aneurysm below 

the kidney of 7.5x6x5cm with a mural thrombus and likely a D2 

duodenal diverticulum of 7.5cm long. 

Digestive endoscopy find vascular prosthesis in D2 with a minor 

bleeding. 

Hemoglobin loss appears progressively to 7.3 g/dl with an 

hemodynamic instability solved by transfusion of two blood units. 

 

Background 

In case of aortic aneurysm, endovascular abdominal aortic 

aneurysm repair (EVAR) is the best option. Among complications 

of this endograft material, aorto-duodenal fistula is uncommon, 

but mostly lethal. 

After transfer in surgery a partial extraction of the aortic bi-

femoral bypass is done with partial duodenectomy and a 

duodenal-jejunal anastomosis followed by an aortic graft. 

Prosthesis culture show an high level penicillinase E Coli, 

anaerobic flora, streptococcus constellatus, candida 

albicans/krusei. 

 

Five days after surgery the infectious symptoms are 

increasing, revision surgery find a perforation of small 

intestine with a peritonitis and a mesenteric ischemia. 

 

The patient deceased three days later in ICU. 

Discussion 

Aortoenteric fistula after EVAR occurs in 0.36 of cases. Most 

are aorto-enteric fistula and involve duodenum. 

Cases report a delay between the bypass and the fistula 

from 6 weeks to 20 years. Combined with an high mortality 

of 35% after surgery, it’s a major diagnosis to evoke with 

such medical history. 

The physiopathology is unknown but three hypothesis 

exists, mechanical, inflammatory and infectious. 

The clinical presentation is highly variable and non specifics 

signs are a digestive bleeding (80%) sepsis (50%), 

abdominal pain (30%). Other signs like a dorsal pain, 

abdominal pulsating mass or an occlusive syndrome. Some 

cases of fistula revealed by an isolated sepsis are reported. 

A few articles describes  a three steps evolution : a fainting 

with or without a digestive bleeding, a low symptom step 

followed by a massive bleeding leading mostly to death. 

 

Considering high prevalence of digestive bleeding as first 

symptom, the digestive endoscopy is often the first 

paraclinical evaluation done. 

 

Median time to find the diagnosis : 8 days (0h to 18 months). 

 

Conclusion 

The aorto-duodenal fistula after endovascular procedure for 

aortic aneurysm, is unusual but mostly lethal. The earliness 

of the diagnosis could allow to decrease the death rate. 
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