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Introduction
Endoprothesis infections (EIs) are rare postoperative 

complications of endovascular procedures, with an incidence 
ranging from 0.2% to 0.7%.1 Since 1993, when Chalmers et al. 
described the first infection of an iliac stent implanted endovascularly, 
endoprothesis infections have been the subject of study by the 
vascular community, especially with the increasing use of this group 
of materials in endovascular treatments and the high mortality 
associated to this complication, nearly 50%.

2
 Aortoenteric fistulas 

can be classified as primary, when they involve a native aorta artery, 
or secondary, associated with the presence of a suture line / local 
prosthesis.

3
 The second type, first presented in 1953 by Brock, is a 

rare condition and poorly described in the literature, corresponding to 
a potentially fatal complication, with a mortality rate of approximately 
60%.

4
 The condition usually occurs after close contact between the 

aorta and intestinal segment during surgical approach, and the risk is 
highly reduced using endovascular intervention. 70% of aorto-enteric 
fistulas involve the duodenum, with the jejunum being the second 
most common (12%). Symptoms usually begin after a median interval 
of 16 months from the endovascular approach, including mainly 
gastrointestinal bleeding, abdominal pain, fever, and signs of sepsis.

5
 

The rarity and high mortality rate of the condition make its occurrence 
of interest to the academic community.

Case report
JP, male, 72 years old, with hypertension and COPD, former 

smoker. He had had an Endurant bifurcated infrarenal endoprothesis 
implantation in October 2015 due to infrarenal abdominal aortic 
aneurysm of 7 cm largest diameter. In 2018 it was identified in control 
angiotomography a proximal and distal aneurysmal degenerations 
(endoleaks type IA and IB), with aneurysms of common iliac arteries: 
on the right with a maximum diameter of 2.9 cm and on the left with 
a maximum diameter of 3 cm. It was also identified the presence of 
a pseudoaneurysm of the right common femoral artery, with 4.1 cm 
in diameter. In October of the same year, aneurysmectomy of 
the right common femoral artery was performed, with repair using 
an ipsilateral great saphenous vein patch. It was chosen not to perform 

the aneurysm repair at that moment due to the presence of purulent 
secretion at the surgical site. In November 2018, proximal cuff 
implantation of a bifurcated aortic stent was performed and exclusion 
of aneurysms of the common iliac arteries was performed with stent 
implantation by the technique of parallel stents, sparing hypogastric 
arteries.

In June 2021, the patient was transferred to the Cardiology Institute 
of Santa Catarina (ICSC) due to low back pain associated with asthenia, 
fever, and prostration. An angiotomography of the abdomen was 
performed and showed extensive permeative gaseous focus, probably 
due to aortic fistula with the distal portion of the duodenum. Empirical 
antibiotic therapy was started with Meropenem and Vancomycin. 
6 days after admission the patient was surgically approached, an 
axillary-bifemoral bypass and laparotomy were performed. A cavity 
inventory revealed an abscess and a fistula between the duodenum 
and the aneurysmal sac (Figure 1), besides an abscess involving the 
sigmoid colon and the left common iliac artery. Drainage of cavitary 
abscesses was performed, duodenectomy of the fistulated portion with 
enteroenteroanastomosis and sigmoidectomy associated with terminal 
colostomy in the left iliac cavity. Then the external iliac arteries 
were isolated and ligated, with subsequent resection of the aorta at 
the level of the renal arteries, with removal of the bifurcated aortic 
endoprothesis (Figure 2), closure of the aortic stump below the renal 
arteries with 2-0 prolene yarn, and closure of the cavity.

Figure 1 Aorto-duodenal fistula.
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Abstract

Introduction: Endoprothesis infections (EIs) are rare postoperative complications of 
endovascular procedures, with incidence ranging from 0.2% to 0.7%. Secondary aorto- 
enteric fistulas presents a mortality rate of approximately 60%, featuring more prevalence 
the association with the duodenum (70%) and displays a rare association when endovascular 
procedures are performed. 

Case report: This study reports the case of a 72-year-old male patient who developed a 
duodenal aorto-enteric fistula associated with a fistula in the sigmoid colon and left 
common iliac artery after undergoing by stent implantation for aortic aneurysm repair. 
Successful treatment and surgical correction was performed. 

Conclusion: Aorto-enteric fistulas after endovascular approach correspond to a rare 
complication with high mortality, being extremely important the early diagnosis and 
effective therapeutic approach.
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Figure 2 Product of bifurcated aortic stent graft removal.

Acknowledgments
None.

Conflicts of intrest
None.

References
1. Hobbs SD, Kumar S, Gilling–Smith GL. Epidemiology and diagnosis of 

endograft infection. J Cadiovsc Sur. 2010;51:5–14.

2. Chalmers N, Eadington DW, Gandanhamo D. Case Report: infecte false 
aneurysm at the site of an ilha stent. Br J Radiol. 1994;66(790):946–948.

3. Voorhoeve R, Moll FL, de Letter JAM. Primary Aortoenteric Fistula: 
Report of Eight New Cases and Review of the Literature. Ann Vasc   Surg. 
1996;10(1):40–48.

4. Bergqvist D, Bjorck M. Secondary arterioenteric fistulation – a 
systematic literature analysis. Eur J Vasc Endovasc Surg. 2009;37(1):31–
42.

5. Bergqvist D, Bjorck M, Nyman R. Secondary Aortoenteric fistula after 
endovascular aortic interventions: a systematic literature review. J Vasc 
Interv Radiol. 2008;19(2):163–165.

6. Li HL, Chan YC, Cheng SW. Current Evidence on Management of 
aortic stent–graft infection: a Systematic review and meta–analysis. Ann 
Vasc Surg. 2018. 

7. Berard X, Brizzi V. Current Management of aortic endograft infection: 
prepare your team for this new Challenge. Eur J Vasc Endovasc Surg. 
2019;58:624–625.

8. Prendes CF, Wistuba MR, Al–Sibbai AAZ. Infrarenal aortic endograft 
infection: a Single–center experience. Vasc Endovasc Surg.  2018. 

9. Oderich GS, Panneton JM, Bower TC, et al. Infected aortic aneurysms: 
Aggressive presentation, complicated early outcome, but durable results. 
J Vasc Surg. 2001;34(5)900–908.

10. Smeds MR, Duncan AA, Harlander–locke MP, et al. Treatment and 
outcomes of aortic endograft infection. J Vasc Surg. 2016;63(2):332–
340.

https://doi.org/10.15406/ghoa.2024.15.00573
https://pubmed.ncbi.nlm.nih.gov/20081758/
https://pubmed.ncbi.nlm.nih.gov/20081758/
https://pubmed.ncbi.nlm.nih.gov/8688296/
https://pubmed.ncbi.nlm.nih.gov/8688296/
https://pubmed.ncbi.nlm.nih.gov/8688296/
https://pubmed.ncbi.nlm.nih.gov/19004648/
https://pubmed.ncbi.nlm.nih.gov/19004648/
https://pubmed.ncbi.nlm.nih.gov/19004648/
https://pubmed.ncbi.nlm.nih.gov/18341942/
https://pubmed.ncbi.nlm.nih.gov/18341942/
https://pubmed.ncbi.nlm.nih.gov/18341942/
https://pubmed.ncbi.nlm.nih.gov/29772328/
https://pubmed.ncbi.nlm.nih.gov/29772328/
https://pubmed.ncbi.nlm.nih.gov/29772328/
https://pubmed.ncbi.nlm.nih.gov/31350133/
https://pubmed.ncbi.nlm.nih.gov/31350133/
https://pubmed.ncbi.nlm.nih.gov/31350133/
https://pubmed.ncbi.nlm.nih.gov/30466369/
https://pubmed.ncbi.nlm.nih.gov/30466369/
https://pubmed.ncbi.nlm.nih.gov/11700493/
https://pubmed.ncbi.nlm.nih.gov/11700493/
https://pubmed.ncbi.nlm.nih.gov/11700493/
https://pubmed.ncbi.nlm.nih.gov/26804214/
https://pubmed.ncbi.nlm.nih.gov/26804214/
https://pubmed.ncbi.nlm.nih.gov/26804214/

	Title
	Abstract
	Keywords
	Introduction
	Case report 
	Acknowledgments
	Conflicts of intrest 
	References
	Figure 1 
	Figure 2

