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Patient Presentation

* HPI: Patient presented to ED with abdominal pain, vomiting, and chest
pain. Pt also complained of episodes of passing blood clots in stool.

 PMHXx: Endovascular AAA Repair (EVAR) with subsequent endoleak,
which was repaired one-month prior to admission, Atrial fibrillation,
RA, Pancreatic Lymphoma

e SHx: Tobacco use history: 40 pack-year history
e Vital Signs: BP: 102/65, Pulse: 79, Temp: 97.5 F, RR: 22, Sp02: 98%

* Physical Exam: Diffuse abdominal tenderness without distension.
Normal cardiac and pulmonary exam.
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Pertinent Labs

* CBC W/ Differential
 WBC: 17.16 x 103/uL, Hb: 8.3 (g/dL), PIt: 715 x 10:/ulL

* BMP: WNL

* PTT: 32.6 sec

* INR: 1.7

e Lactic Acid: 2.4 (mmol/L)

* High Sensitivity Troponin T: 38 (ng/L)
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What Imaging Should We Order?
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Select the applicable ACR Appropriateness Criteria

Scenario Scenario ID Procedure Adult RRL Peds RRL Appropriateness Category

o 0 mSv 0 mSv [ped] .
MRA chest abdomen pelvis without and with IV contrast G G Usually appropriate
) 30-100 mSv 10-30 mSv [ped] .
CTA chest abdomen pelvis with IV contrast Usually appropriate
. May be appropriate
Aortography chest abdomen pelvis .
(Disagreement)
o _ g 0 mSv [ped] X
MRA chest abdomen pelvis without IV contrast o May be appropriate

0 mSv 0 mSv [ped] May be appropriate

MRA chest and abdomen without and with IV contrast .
) (0] (Disagreement)
. ) 0 mSv 0 mSv [ped] i
MRA chest and abdomen without IV contrast o May be appropriate

3-10 mSv [ped]

CT chest abdomen pelvis with IV contrast May be appropriate

DDDD

. ) ) i 10-30 mSv [ped] i
CT chest abdomen pelvis without and with IV contrast May be appropriate

ki i

3-10 mSv [ped]
Thoracoabdominal aortic aneurysm, post TEVAR, follow-up imaging 3196092 CT chest abdomen pelvis without IV contrast May be appropriate

DDDD

) May be appropriate
CTA chest and abdomen with IV contrast .
(Disagreement)

. 0 mSv [ped] .
US duplex Doppler aorta abdomen 5 Usually not appropriate

. . . . 0 mSv 0 mSv [ped] .
US echocardiography transthoracic resting Usually not appropriate

O (0]

. <0.1 mSv <0.03 mSv [ped] .
Radiography chest Usually not appropriate

. 1-10 mSv 0.3-3 mSv [ped] .
Radiography chest abdomen pelvis Usually not appropriate

09 ooy

. . ) 10-30 mSy .
CT chest and abdomen with TV contrast Usually not appropriate

ooy

. . ) 10-30 mSv .
CT chest and abdomen without and with IV contrast Usually not appropriate

DR
- ) ) 10-30 mSv .
CT chest and abdomen without I'V contrast Usually not appropriate
DRPD ‘




Findings (unlabeled)
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Loss of fat plane between duodenum and . .
abdominal aorta aneurysm sac. F d . | b | d
Periaortic fat stranding. No evidence of | n I n gS . ( a e e

extraluminal contrast extravasation.

’\

"

1\\

Abdominal aortic aneurysm sac filled with
intraluminal gas. Intravenous contrast
contained within aortobiliac stents. No
extravasation.
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Final Dx:

Aortoenteric Fistula (AEF)
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Case Discussion

Primary AEF (between native aorta and Gl tract)
* Background: As of 2021 only ~250 reported cases; mean age of 64; male: female ratio of 3:14
* Causes: Atherosclerotic aortic aneurysm, mycotic aneurysm, or penetrating atherosclerotic ulcer?

* Pathogenesis: Pressure from aneurysm on bowel -> compression/ischemia/erosion -> fistula*

Secondary AEF (between graft and Gl tract)

e Background: 0.36 to 1.6% complication rate after open vascular repair and ~0.56% after standard
EVAR(endovascular aneurysm repair) 4; could occur weeks to years after surgery*

* Aortic pseudoaneurysm surgery increases incidence to ~ 3.9%*

e Causes: Proximal suture line from prior open vascular repair erodes into Gl tract* or infection from
Secondary AEF

* Pathogenesis: Graft pressure on bowel wall -> fistula or suture line disruption from infection ->
pseudoaneurysm -> compress bowel wall -> fistula®

 Most common prior surgeries include open aneurysm repair and bypass grafting for aortoiliac occlusive
disease**

Common location for Primary AEF and Secondary AEF is distal duodenum and proximal jejunum®4
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Case Discussion

Acute Clinical Presentation

 Classical Triad: abdominal pain, new onset gastrointestinal bleeding, and pulsatile abdominal mass
(only in ~¥11% of cases)?!

* Most common symptom: Herald bleed (self-limiting hemorrhage that stops on its own because of
clotting or vasospasm); median time of herald bleed to diagnosis range 4-92 days3

* Melena, hematochezia, hematemesis, hemorrhagic shock, and syncope, abdominal/back/suprapubic pain13
e Complicated by infections and sepsis -> fever and hypovolemia; start broad spectrum antibiotics?
If hemodynamically unstable
1) Resuscitation and source control via diagnostic laparoscopy or exploratory laparotomy*
If hemodynamically stable

1) Lab Tests: CBC (leukocytosis, decreased hematocrit, anemia), may have increased CRP and PCT;
Secondary AEF more likely to present with positive blood cultures’#

2) Imaging: Computed tomographic angiography (CTA), EGD, DSA?
l. Active Extravasation within Bowel?

I. Aortic wall thickening, perigraft fluid, ectopic gas, pseudoaneurysm, graft calcification?
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Case Discussion

Hemodynamically Stable Patient Surgical Options

1) Extra-anatomic bypass'#

* Two stage operation: bypass and then resection closing the aorta proximal to the affected tissue creating an “aortic
stump”

e 1-year survivalis ~ 67% and 5-year survival is “56%

2) In-situ reconstructions*
* One stage procedure and favored for patients with an active bleed
* No aortic stump

* Debridement and irrigation of tissue

* Cryopreserved aortoiliac allograft (CAA), rifampin-soaked or silver-impregnated Dacron graft, neo-aortoiliac system
from femoropopliteal vein (NAIS)

3) Endovascular Repairt#4
* Placement of a covered aortic stent graft from within fistulized graft

Hemodynamically Unstable Patient Surgical Options*
1) Stabilizing endovascular therapy that leads to open surgery

2) Exploratory laparotomy
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