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ortoenteric fistulas (AEFs) are classified as primary or secondary.1

Most of the AEFs are secondary and commonly occur in the setting
of previous aortic reconstructive procedures with a prosthetic ma-

terial. Primary AEFs frequently occur between abdominal aortic aneurysms
and the gastrointestinal tract, and up to 85% of cases are located in distal du-
odenum.2 The secondary AEF is a life-threatening and relatively rare com-
plication. Mortality rate is reported in a range of 13-70% in the literature
for secondary EAF.3

The clinical manifestations of AEFs are usually anemia and melena du-
e to upper gastrointestinal bleeding. The gold standard of care involves re-
section of the infected graft, debridement of infected periaortic region and
reconstruction of aortic flow by an in situ interposition graft or extra ana-
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to mic bypass.4 Sur gi cal tre at ment is as so ci a ted with
con si de rab le mor bi dity and mor ta lity (up to 40%).5

In this ca se; we ai med to pre sent a ra re comp -
li ca ti on of Dac ron graft used for aor to bi fe mo ral by-
pass.

CA SE RE PORT

A 56-ye ar-old ma le pa ti ent was ad mit ted to our
hos pi tal pre sen ting with ti red ness, ex ha us ti on, fe -
ver and pu ru lent dra i na ge from bi la te ral fe mo ral
in ci si ons. For ar te ri osc le ro sis ob li te rans, he had un-
der gone an aor to bi fe mo ral bypass ope ra ti on with a
16 mm × 8 mm bi fur ca ted Dac ron graft, in our hos-
pi tal, fo ur months ago. On the day of ad mis si on,
the pa ti ent’s blo od pres su re was 110/70 mmHg; he -
art ra te was 95 be ats/min; and body tem pe ra tu re
was 37.6°C. He had no ab do mi nal ten der ness or de-
fen se. La bo ra tory fin dings of whi te blo od cells, he-
mog lo bin, pla te lets and C-re ac ti ve pro te in we re
15000/mm3, 5.2 g/dl, 158000/mm3 and 28.00 mg/dl,
res pec ti vely. The re was pu ru lent dra i na ge from bi-
la te ral fe mo ral re gi ons; ho we ver, no mic ro or ga -
nisms were de tec ted in the wo und cul tu re. On the
se cond day of his ad mis si on, a sud den ble e ding oc-
cur red from the left fe mo ral in ci si on. This re gi on
was exp lo red un der lo cal anest he si a. The graft was
se en to be in fec ted, occ lu ded, and had le a ka ge. We
abo lis hed the anas to mo sis and re pa i red the na ti ve
ves sel with sap he no us ve in patch.

Af ter then, up per and lo wer gas tro in tes ti nal
tract en dos co py and in tra ve no us con trast-en han -
ced ab do mi nal computerized tomography (CT) we -

re per for med. En dos co pic pro ce du res co uld not de-
ter mi ne the so ur ce of ble e ding. CT re ve a led in tes -
ti nal per fo ra ti ons in je ju num (Fi gu re 1A-1B).
Dac ron graft was ob ser ved to be trans po sed in to
the in tes ti ne. Emer gent sur gery was sche du led. On
exp lo ra ti on, two dif fe rent je ju nal tran sec ti ons we -
re ob ser ved. The first de fect was 30 cm and the se -
cond was 100 cm away from Tre itz li ga ment
(Fi gu re 2). In fec ted aor to fe mo ral graft was re mo -
ved. Aor tic stump was oversewn and the an te ri or
si de of the aor ta was wrap ped with pe ri vas cu lar tis-
su e and omen tum. For the je ju nal de fects, seg men -
tal je ju nal re sec ti ons and end-to-end anas to mo sis
we re per for med. The pa ti ent was disc har ged wit h-
o ut comp li ca ti ons on the tenth day after the ope -
ra ti on.

FIGURE 1: Abdominal computerized tomography showing the transposition of the graft into the intestinal lumen.

FIGURE 2: Two separate transections were detected in the jejunum.
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DIS CUS SI ON

The AEF can oc cur as a ra re la te comp li ca ti on of
aor to fe mo ral bypass sur gery.6 In 80% of ca ses, the
AEF in vol ves the du o de num, par ti cu larly the third
seg ment du e to its re la ti vely fi xed form.7 The con-
ti nu o us pul sa ti on of the graft aga inst the fi xed seg-
ment of the du o de num ca u ses pres su re nec ro sis
which re sults in in tes ti nal ero si on. In our ca se, the -
re was no AEF, but two je ju nal tran sec ti ons we re
de tec ted du e to the graft’s di rect mec ha ni cal ero si -
on of the je ju nal wall.

The cha rac te ris tic symptom of AEF is he mor-
r ha ge in to the up per gas tro in tes ti nal tract which is
cal led as “He rald ble e din g”. Kim et al. re por ted that
He rald ble e ding oc cur red in 60% of the ir pa ti ents.8

Mo re o ver, they re por ted that the ti me bet we en the
ini ti al ble e ding and the mas si ve gas tro in tes ti nal he -
morr ha ge ran ged from 1 to 48 ho urs. In our ca se,
He rald ble e ding had star ted ten days be fo re the pa-
tient admitted to our hos pi tal with pu ru lent dra i -
na ge from bi la te ral fe mo ral in ci si ons; with
ac com pan ying fe ver and ane mi a.

Se con dary AEF that ne eds emer gency ope ra ti -
on is a comp li ca ti on in a ran ge of 14–70%.9 La pa -
ro tomy is comp li ca ted by the pre sen ce of
inf lam ma ti on, in tra ab do mi nal ad he si on, or he mo-
dy na mic ins ta bi lity which le ads to high mor ta lity.
The re fo re, en do vas cu lar in ter ven ti on is mo re con-
ve ni ent. En do vas cu lar re pa ir has the ad van ta ges of

be ing mi ni mally in va si ve, pro vi ding prompt ane -
urysm exc lu si on and im me di a te con trol of ble e ding
in tho se with he mody na mic ins ta bi lity.10 Des pi te
the se ad van ta ges, pla ce ment of an en dog raft in an
in fec ted re gi on is a gre at con cern.11 Long-term re-
sult of this tre at ment is unk nown. He re in this ca se,
we did not per form en do vas cu lar re pa ir as the two
se pa ra te je ju nal tran sec ti ons and occ lu ded-in fec ted
graft had to be ope ra ted with an open pro ce du re.

Va ri o us sur gi cal stra te gi es ha ve be en re por ted
for this comp li ca ti on, inc lu ding in si tu aor tic graft
rep la ce ment with a va ri ety of new aor tic grafts (au-
to ge no us, al log raft, new prost he tic and stent
grafts), an ex tra ana to mic bypass be fo re ex ci si on of
the in fec ted aor tic graft and in si tu aor tic graft re-
p la ce ment with omen tal wrap ping.9,12 Gül can et al.
re por ted that  we re pre fe red ex tra a na to mic bypass
(axil lo fe mo ral-fe mo ro fe mo ral) pro ce du res as the
sur gi cal ap pro ach for the pa ti ent ha ving se con dary
aor to en te ric fis tu la.13 In our ca se, the re was blo od
flow in na ti ve ves sel. Therefore, only the aor to fe -
mo ral Dac ron graft was re mo ved and no ot her pro-
ce du re was per for med for blo od flow
re cons truc ti on. Ne it her pa in nor isc he mi a was ob-
ser ved in the pos to pe ra ti ve pe ri od. The pa ti ent had
an une vent ful pos to pe ra ti ve co ur se and was disc -
har ged on the tenth day after the ope ra ti on.
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