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graft for abdominal aortic pathology. An abrasion of  the 
graft or erosion of  the wall of  the adjacent bowel loop by 
the suture line may cause a connection between the lumen 
of  both organs[2,3]. Primary aorto-colic fistula is a sponta-
neous rupture of  abdominal aortic aneurysm into the lu-
men of  the adjacent colon loop. Here we report a case of  
primary aorto-colic fistula. 

CASE REPORT
A 54-year old male was admitted to the Emergency Surgery 
Department of  the Medical Faculty of  Istanbul, Istanbul 
University, Turkey, with a diagnosis of  an abdominal 
pulsatile mass. The patient suffered from hematochezia 
4 d prior to admission. His past medical history did not 
reveal any abnormality besides heavy-smoking. During the 
physical examination he did not have any abdominal pain 
or tenderness. However, there was a pulsatile mass in the 
abdomen. There was blood upon rectal examination. The 
femoral pulses and lower extremity pulses were bilaterally 
palpable. The blood pressure was 90/70 mmHg, pulse 
rate was 112 beats/min, respiratory rate was 24 breaths/
min, and the body temperature was 37.3℃. A laboratory 
investigation indicated hemoglobin of  7.4g/dL, hematocrit 
of  27%, white blood cells of  14 000/mm3, and a normal 
platelet count. The blood glucose was 160 mg/dL. 
Computed tomography (CT) scanning showed a 7 cm × 
7 cm abdominal aortic aneurysm located infra-renal with 
gaseous images within the lumen of  the aneurysm (Figure 
1). Upon CT scanning, a loop of  sigmoid colon was in 
close contact with the aorta at the level of  the gaseous 
images. Emergency laparotomy showed a fistula between 
the aneurysm and the distal sigmoid colon. The aneurysm 
was resected and an axillo-bi-femoral bypass with ePTFE 
graft was carried out. In spite of  inotropic support 
with dopamine and dobutamine, blood pressure was 
below 90 mmHg and a cardiac arrest (which responded 
to cardiopulmonary resuscitation) occurred during the 
operation. The fistulated sigmoid colon was repaired by 
end-to-end anastomosis. The patient was monitored at 
the Intensive Care Unit postoperatively. Despite inotropic 
support, the patient died of  sepsis and multiorgan failure 
on the first postoperative day.

DISCUSSION
Primary aorto-colic fistula is seldom reported in the litera-
ture. Although rarely encountered, it is an important com-
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Abstract
Primary aorto-colic fistula is rarely reported in the 
literature. Although infrequently encountered, it is an 
important complication since it is usually fatal unless 
detected. Primary aorto-colic fistula is a spontaneous 
rupture of abdominal aortic aneurysm into the lumen 
of the adjacent colon loop. Here we report a case of 
primary aorto-colic fistula in a 54-year old male. The 
fistulated sigmoid colon was repaired by end-to-end 
anastomosis. Despite inotropic support, the patient died 
of sepsis and multiorgan failure on the first postoperative 
day.
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INTRODUCTION
Primary aortocolic fistula is a very rare and catastrophic 
complication of  infrarenal abdominal aortic aneurysms. 
The incidence of  secondary aorto-enteric fistulae has in-
creased to 1.5%-4.0% due to the increase in the frequency 
of  aorto-iliac fistula reconstruction techniques[��1�]. However, 
the incidence of  primary aorto-colic fistulae is reported to 
be as low as 0.69%-2.36%[2]. 

The most common etiology of  aorto-colic fistulae is a 
previous aorto-iliac fistula reconstruction with a synthetic 
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plication since it is usually fatal unless detected. Fistuliza-
tion may occur in the jejunum, ileum, esophagus, stomach 
as well as colon[4���-��7�]. Although the most frequent site of  
fistula is the third portion of  the duodenum, a classic triad 
of  symptoms including abdominal pain, gastrointestinal 
bleeding and a pulsatile abdominal mass may present in 
some cases regardless of  the site affected[����5���,6]. The bleeding 
may be abundant or intermittent “herald” with hypoten-
sion and syncope. Our patient had a history of  bleeding 
four days before he was admitted. However, it did not 
recur until the day he presented with shock at the Emer-
gency Department. Despite the fact that certain definition 
of  the pathogenesis of  primary aorto-enteric fistulae is 
beyond our knowledge for the time being, mechanical ero-
sion by aneurysms and inflammations such as diverticulitis 
is generally suggested to be the cause[8,9]. CT scanning and 
angiographies rarely demonstrate the fistula tract. How-
ever, CT scanning is of  utmost importance in patients with 
an initial diagnosis of  aorto-colic fistula. CT scanning may 
reveal an aortic aneurysm, deletion of  the plane between 
the aorta and the adjacent organ, and gas in the wall or 
even within the lumen of  the aorta as it was in this case 
(Figure����  ���1).

The appropriate treatment of  the entity consists of  
aneurysmectomy, repair of  the fistula, and aortic recon-
struction with synthetic grafts and omental wrapping or an 
extra-anatomical bypass. Aggressive antibiotic treatment 
is required as well to prevent an in-situ graft infection, 

which may be fatal[8]. The mortality rate still remains high 
and ranges from 30% to 75% depending on the time of  
surgery. The high mortality is mainly due to the sequelae 
of  hemorrhagic shock and massive blood transfusion and 
sepsis. It has been stated that early death due to multisys-
tem failure is to be expected and sepsis is an inevitable 
consequence of  aorto-colic fistula[10].

This report emphasizes that rupture of  aorto-iliac 
aneurysm into the sigmoid colon should be included in the 
differential diagnosis of  lower gastrointestinal bleeding, 
and the high mortality of  aorto-colic fistulae may be 
overcome with prompt diagnosis, immediate surgical 
intervention, and measures against sepsis. However, it may 
still cause death of  patients in spite of  all measures.
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Figure 1  CT scanning-revealed air bubbles in aortic lumen and fistula tract 
between the sigmoid colon and the aorta.
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