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Abstract

Abdominal aortic aneurysms are a chronic dilation of the aorta with a natural history toward enlargement and rupture. It’s a 
substantial burden on health care. Their incidence has increased during the past two decades, due in part to the aging of the 
population and the introduction of screening programmes. 
Although some patients have vague symptoms, such as back pain or abdominal pain, most abdominal aneurysms are 
asymptomatic until rupture, which leads to death in 66% of patients. 
The most important complication of infrarenal aortic aneurysms is rupture into the retroperitoneal space or the abdominal 
cavity. Rupture into the vena cava is uncommon. The incidence of aorto-caval fistulas varies from 2 % to 4 % of the cases.
In this article we describe the case of an 81 years old man who had asymptomatic infrarenal aorticaneurysm ruptured into the 
retroperitoneum and into the inferior veina cava.
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Patient Report

An 81 years old man with a history of hypertension 
under medical treatment, consulted at the emergency room 
and complained from a diffuse and intense abdominal pain 
progressing from 2 days with no other symptoms. The 
physical examination revealed a pulsatile and expansive 
abdominal mass with a diffusely painful abdomen on 
palpation. The left lower limb had no pulses and no signs of 
is chemia were noted [1,2].

The patient wash emodinamically stable without need of 
any vasoactive drugs, the blood pressure was 110/60 mmHg 
and the pulse 120 per minute. The blood tests were normal.

An angiotomo graphy of the aorta was urgently performed 
and showed a fusi form infrarenalaorticaneurysm 
measuring 85mm of diameter that was ruptured into the 
retroperitoneum (Figure 1), the veina cava was opacified 
in the arterial phase suggesting the presence of an aorto-
cavalfistula (Figures 1 & 2). In addition, the common and 
external left iliacarteries were occluded which explains the 
absence of pulses in the left lower limb.

We decided after obtaining the patient’s consent, to 
undertake open repair. A standard midline laparotomy 
was made. The aneurysm was identified; it extended from 
the infrarenal level to the aortic bifurcation. The first step 
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was to obtain a proximal and distal control, the aneurysm 
was then opened so a rush of veneous blood has emerged 
which we aspirated for later reinfusion via the self-saver. 
The inferior veina cava was clamped laterally and repaired 
via a venography. An embolectomy of the left common and 
external iliacarteries using a fogartycatheter was performed 
which allowed us to retrieve a thrombus and recover a 
normal blood flow. The aneurysm was then replaced with 
a bifurcated graft implanted on the left common femoral 
artery and the right common iliac artery. The patient had no 
post-operative events and was discharged from hospital on 
the 12th post-operative day.
 

Figure 1: Axial section of an abdominal aorticaneurysm 
ruptured into the retroperitoneum and the inferior veina 
cava.

Figure 2: Longitudinal section of an abdominal 
aorticaneurysm ruptured into the inferior veina cava.

Discussion

Atherosclerosis is the main cause of abdominal aortic 
aneurysms that ruptured into the inferior veinacava. 
There are, however, some cases in the literature about 
caval fistulisation of aneurysms secondary to syphilis, and 
mycoticarteritis [3–5]. This complication occurs in 4% 
of ruptured aneurysm cases (almeida 2017). The physio 
pathology consists of an increasing tension against the 
aneurysm wall which causes an inflammatory response and 
results to adhesion into the adjacent structure which is the 
inferior vena cava and results in erosion of both vessels walls 
and formation of the fistula [6].

The classic symptom atology consists of a pulsatile 
abdominal mass, a thrill can be perceived, a right heart failure 
and signs of venous hypertension. Paradoxical pulmonary 
embolism may sometimes occur due to thrombi migration 
from the aneurysmal sac enters in gvenous circulation [7]. 
Other signs include jugular stasis, dyspnoea, pleural effusion, 
hepaticstasis, and hematuria [8].

Due to their severity, aortocaval fistulae should be 
treated as soon as possible.

Open repair is the gold standard treatment but it’s 
associated with high perioperative mortality that can reach 
up to 66%. It’s usually due to relatively old patients with 
several comorbidities especially right heart failure secondary 
to system is hemodynamic changes caused by a high flow 
fistula [9]. Intensive and detailed anesthesic management are 
essential to increase success rate and reduce complications, 
especially when the fistula is occluded and an acute cardiac 
decompensation may happen [10].

Other modality of treatment is the endovascular aorticre 
pair, it gained interest through the recent years and became 
an interesting alternative, the stent graft deployment 
effectively seals the fistula in majority of cases [11]. Even 
though retrograde flow from the inferior mesenteric 
artery and other collaterals may causes type II endo leak 
in 20% cases [12]. Some authors [13] start endovascular 
treatment as a “bridging” procedure to gain time for cardiac 
recompensation, to allow preparation for later classic 
surgery [14].

Conclusion

Spontaneous aorto-caval fistula due to the rupture of 
abdominal aortic aneurysm is a rare but serious condition in 
vascular surgery with serious outcomes. Open repair remains 
the gold standard treatment but is associated with mortality 
rate. The endovascular approach is actually more and more 
performed due to its simplicity and lower mortality rate.
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