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Iliac-appendiceal fistula. An unusual cause 
of gastrointestinal bleeding 
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Dear Editor,

Aortoenteric fistula (AEF) defined as a communication
between the aorta and the wall of the intestinal tract is a rare cause
of gastrointestinal bleeding, which is associated with a high death
rate and calls for high clinical suspicion in the diagnosis and an
urgent surgical response. 

We report on the case of a patient with a primary iliac-appen-
diceal fistula, presenting symptoms of lower gastrointestinal
bleeding.

Case report

A 59 year old woman who came to the Emergency Department
with massive, painless rectal bleeding, fever and syncope. Her
personal history showed the following: epidermoid carcinoma of
the cervix operated on in 2004 (hysterectomy, double adnexec-
tomy, radiotherapy and brachytherapy), epidermoid carcinoma
of the tongue in 2005 and atypical posterior pulmonary resection
from metastasis.

Upon entry, she was in a stable condition, with hemoglobin
levels of 7.8 g/dL and a hematocrit of 24%. The simple X-ray of
the abdomen and the abdominal ultrasound were non-specific.
Endoscopic investigations showed remains of blood in the colon,

without identifying the cause. An abdominal computerized axial
tomography (CT scan) revealed a gaseous collection at the level
of the right iliopsoas (Fig. 1).

In the light of these findings and the continued rectal bleeding
an operation was performed on the patient on the fourth day after
admission, in the form of an emergency laparotomy (Fig. 2) dur-
ing which a retrocecal inflammatory process was found affecting
cecum, appendix and encompassing the right iliac artery, and
confirming the existence of Iliac-appendiceal fistula formation.
An extended right hemicolectomy and a femoro-femoral saphe-
nous vein bypass were carried out. The patient made good
progress, and was released 14 days after the operation.

Pathological anatomy reported a section of the right hemi-
colectomy with mucous necrosis and a significant amount of
blood material in part organized in the appendiceal bed. This
study displayed metastatic foci of squamous cell carcinoma affec -
ting the serosa, fatty tissue and perineural and perivascular regions
(great vessels). Isolated lymph nodes with no evidence of malig-
nancy and endoarterial material with groups of squamous tumour
cells were also found. 

Fig. 1. Abdominal CT scan revealed a gaseous collection at the level of
the right iliopsoas.
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Discussion

Most AEF cases are secondary to previous aorta surgery (1).
Primary fistulas are not common and are usually associated with
arteriosclerosis aneurysms (90%), radiotherapy, injury trauma,
neoplasms, pancreatic pseudocysts, ulcer disease, diverticulitis,
appendicitis and arterial infections (2,3). 

The part of the gastrointestinal tract most frequently at risk of
developing a fistula is the duodenum (80%), especially the 3rd

portion (3). Our case is unusual because of the location and cause
of the fistula. We are talking about Iliac-appendiceal fistula for-
mation caused by neoplastic relapse at the level of the great vessels
and right colon. The extreme mobility of the appendix makes it
susceptible to becoming involved in any intra-abdominal pathol-
ogy (4,5). Tyson et al. published details of a case of iliac-appen-
diceal fistula in 1969 (6). 

The main clinical sign is gastrointestinal bleeding, which is
usually intermittent and sometimes very slight or bloodless at the

beginning, and which is the main cause of death among these
patients (2).

It is a very serious problem and accurate diagnosis requires a
high degree of clinical suspicion. Endoscopy and CT scan are the
diagnostic techniques most widely used, although not infrequently
these techniques give negative results (2,3), with most cases being
diagnosed by means of an exploratory laparotomy (as in the case
we have discussed) which should be carried out as soon as clinical
suspicions are aroused, because the mortality rate without surgical
treatment is close to 100% (1). 
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Fig. 2. Retrocecal inflammatory process with iliac-appendiceal fistula
formation.


