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When to Suspect an Aortoenteric 
Fistulae
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Aortoenteric fistulas are rare but have a high mortality. 
Mortality ranges from 33% to 43%, and advanced age is a 
predictor of increased mortality [1, 2]. There are two types 
of aortoenteric fistulas, primary and secondary. About 10% 
of primary aortoenteric fistulas present with the classical 
triad of gastrointestinal bleeding, abdominal pain, and a 
pulsating mass [3]. Primary aortoenteric fistulas are caused 
by arteriosclerosis, aortic aneurysms, or aortic infections. 
Secondary aortoenteric fistulas are a complication of an 
aortic repair with a synthetic graft. Occasionally, an aorto-
enteric fistula can develop due to a retained esophageal 
foreign body [4].

 What Is a Herald Bleed?

A herald bleed refers to a minor intermittent GI bleed that 
precedes massive hemorrhage from an aortoenteric fistula. In 
50% of aortoenteric fistula cases, patients present initially 
with a herald bleed. Primary fistulas are more likely than sec-
ondary aortoenteric fistulas to present with repetitive gastro-
intestinal bleeds such as herald bleeds as opposed to an 
initial massive hemorrhage [3, 5].

 How Do We Diagnose an Aortoenteric 
Fistula?

Multiple case reports have described the challenges of diag-
nosing an aortoenteric fistula and the life-threatening nature 
of the disease [3]. Due to its low incidence, diagnosis is often 
delayed. Patients are often misdiagnosed with more common 
causes of GI bleeding or flank pain [6]. A history of prior 
aortic surgery and GI bleeding, particularly severe GI bleed-
ings with no source of bleeding found on endoscopy, should 
raise suspicion for an aortoenteric fistula [3]. Since most aor-
toenteric fistulas occur at the level of the distal duodenum or 
the jejunum, they are beyond the reach of a standard upper 
endoscope.

When there is clinical suspicion, diagnosis is typically 
made by performing a CT scan with intravenous contrast [7]. 
CT scans are reported to have a high specificity but moderate 
sensitivity for aortoenteric fistulas [8]. The presence of intra-
vascular contrast material in the GI tract is highly specific. In 
addition, the presence of periaortic ectopic gas in the context 
of GI blood loss is highly specific for aortoenteric fistula. 
Following diagnosis, an emergent surgical consultation is 
required for repair which can increase survival rates.
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Pearls and Pitfalls
• Aortoenteric fistulas are rare but life-threatening.
• This condition is often preceded by a “herald bleed.”
• In patients with a history of prior abdominal aortic 

surgery, providers should consider aortoenteric fis-
tulas as a cause of GI bleeding.

• CT angiography can diagnose aortoenteric fistulas.
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Suggested Resources
• Aortoenteric fistula: Recognition and management – 

UpToDate.
• https://coreem.net/core/abdominal-aortic-aneurysm/.
• Primary Aortoduodenal Fistula: First you Should 

Suspect it – NCBI – NIH.
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