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Introduction
Arteriovenous fistula (AVF) of the infrarenal aorta is a well-

known clinical entity. Incidence of aorto-caval fistulae is quite 
low, ranging from 0.22 to 6.04% of all abdominal aortic aneurysm 
(A.A.A). Aorto-caval fistula was first described by Syme in 1831, 
and the first successful repair of spontaneous ACF was performed 
by DeBakey et al. in 1954 et al and then by Cooley et al. in 1955 
[1].

One of the rare forms of abdominal aortic aneurysm rupture 
is rupture into great abdominal veins, such as the inferior vein 
cava (IVC) or the iliac veins of left renal vein, with the formation 
of direct or indirect aorto-caval fistula (ACF). Rupture of an 
aortoiliac aneurysm into the inferior vena cava or iliac vein 
carries a better prognosis than retroperitoneal, intraperitoneal, 
or enteric rupture. The most common cause of communication 
between the abdominal aorta (or iliac arteries) and adjacent 
venous system, is aneurysm erosion. The majority of aneurysms 
are atherosclerotic in origin, other causes are syphilitic or mycotic 
aneurysms, aneurysmal lesion seen in Marfan’s syndrome, Ehlers-
Danlos syndrome, or Takayasu’s arteritis. There are rare reports 
describing neoplasm, causing an aorto-caval fistula as well as ACF 
due to penetrating injuries or blunt trauma [2,3].

 The typical clinical presentation includes abdominal pain, a 
pulsatile abdominal mass, an abdominal bruit and acute dyspnea. 
The operative mortality rate of AVF repairs ranges from 16%-
66%. The ideal approach to control bleeding would be to snare 
the proximal IVC and the distal portion of the AVF.

The control of the venous bleeding from fistula is challenging. 
Manual compression distally and proximally to the fistula is a 
useful manoeuvre. The transfemoral insertion of an occlusive 
balloon catheter is another way to stop the venous bleeding. If 
a surgeon cannot control bleeding originate from fistula, it may 
be necessary to ligate the vena cava inferior. The aortic aneurysm 
repair is done once the fistula has been closed however, this can 
be difficult given the adhesions between the arteries and the vein 
[2]. We presented a single case of aorto iliac fistulae presented as 
inferior limb thrombosis.

Case Report 

A 73-year-old male patient consulted for dyspnea and edema 
in the left lower limb of several days of evolution. As background, 
it referred, severe COPD, 2 episodes of ischemic stroke several 
years before which left no sequelae of importance and high 
digestive hemorrhage which led to peritonitis that became 
laparotomy and perforated peptic ulcer raffia 10 years before. 
On emergency room the patient was stable hemodynamically 
with a tendency to tachypnea. The physical examination called 
attention to the presence of abdominal thrill at the infraumbilical 
level. Given these findings, it was decided to perform a thoraco-
abdominal multislice computed tomography which reported 
interstitial pulmonary edema without findings compatible with 
TEPA, Aneurysm of the abdominal aorta of 50mm anteroposterior 
diameter complicated with a fistula to the left primitive iliac vein 
(Figure 1 & 2). We also performed a venous doppler of lower 
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limbs which reported a left femoral vein with slow venous return 
without elements suggestive of thrombosis. Due to pulmonary 
compromise, emergency surgery was decided after a careful 
dissection and iliac vein control with continuous prolene suture 
in Aorto-Bifemoral bypass with bifurcated 16 x 8mm Dacron 
prosthesis was performed. The patient had a good clinical course 
and was discharged 15 days after the procedure due to pulmonary 
complications.

Figure 1: 3D multislice computed tomography reconstruction 
where Iliaca aorto fistulae is identified.

Figure2:Coronal multislice computed tomography section where 
great presence of contrast in vena cava is evidenced secondary 
to iliac aorto fistulae communication

Discussion
Recently a few cases reports shown better results in 

the treatment of AVF and specially arterial lesions as a 
complication of lumbar-disc surgery with stents graft. However, 
endovascular repair for ACF has its complications such persistent 
communication between the aneurysm sac and the inferior vena 
cava can theoretically, lead to a high-flow type II endoleak. Aorto-
caval fistulas developing after endovascular repair of abdominal 
aortic aneurysm have also been described [4]. Even inconclusive 
and expensive we do not unable to perform endovascular 
procedures for aortic emergencies due to insufficient funding and 
lack of readily available endograft.

Morbidity and mortality will be affected by the acute 
presentation, preoperative recognition of the fistula, the extent 
of cardiac failure, coronary disease and other risk factors of 
atherosclerosis [5]. Our case even unique had success due to 
a rapid diagnosis and correct control of iliac vein. We had the 
problem of reintervention but we could control the fistulae and 
the aneurysm correctly.

Conclusion
Careful physical examination and increased awareness 

improve chances of preoperative diagnosis. In patients with 
acute presentation, expeditious surgical treatment is mandatory. 
Correct operative management includes expeditious control of 
the bleeding, greater care to avoid embolization through the 
fistula, use of blood salvage, and only selective caval interruption. 
Unfortunately, because of poor economic conditions in developing 
countries we have not use endograft in this cases but we must 
discussed in future if it’s possible and when to use it.
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