Aorto-oesophageal fistula post-thoracic endovascular
repair of type B aortic dissection: an uncommon
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DESCRIPTION

A 79-year-old hypertensive man with chronic type
B aortic dissection (TBAD) came with acute chest
pain. CT revealed partially thrombosed aneurysmal
dilatation of false lumen, compressing trachea and
oesophagus (chronic complicated TBAD) with
the extremely tortuous descending thoracic aorta
(figures 1A and 2A, video 1). An urgent thoracic
endovascular repair (TEVAR) was done. Two over-
lapping stent grafts were deployed starting in prox-
imal landing zone 2 and up to the coeliac artery
ostium distally.

The procedure was uneventful, however, he devel-
oped fever a month later without haematemesis.

He had raised total leucocyte count. CT
showed patent stent graft (figure 1B) with a rent
(figure 2B) in the wall of the oesophagus, periph-
erally enhancing thrombosed pseudoaneurysm and
pleural effusion (figure 2B) suggestive of aorto-
oesophageal fistula (AEF) with perigraft infection
(video 2). The radical surgery was ruled out due
to multiple comorbidities and the patient refused
a palliative oesophageal stenting. The grave prog-
nosis was explained to the patient. He was put on
feeding jejunostomy with broad-spectrum antio-
biotics, however, he succumbed to the infection a
month later.

Secondary AEF is an uncommon (1.5%-1.9%)
catastrophic complication of the TEVAR.! % It
can occur either due to pressure erosion of the
oesophagus secondary to progressive forces of self-
expanding endograft or infection causing erosion
of the oesophagus. As perigraft infection and AEF
have a reciprocal cause and effect relationship, it

Figure 1  CT axial image at the baseline (A) shows
partially thrombosed aneurysmal dilatation of false lumen
(marked as PA) of type B aortic dissection compressing
on the trachea (marked as T) and oesophagus (arrow).

CT axial image at 1 month (B) postprocedure shows
peripherally enhancing thrombosed false lumen
(arrowheads), rent in the medial oesophageal wall
(dashed line) with continuous air column communicating
with the false lumen. Note the patent endograft without
endoleak. (Ao - Aorta). PA, Pseudoaneurysm.
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Figure 2  CT volume rendered image at the baseline
(A) shows type B aortic dissection with the extremely
tortuous descending thoracic aorta. CT volume rendered
image at 1 month postprocedure (B) shows patent
endograft without evident endoleak.

is difficult to determine the primary cause. The
patients usually present with haematemesis (most
common), shock or systemic infection. Patients
with suspected secondary AEF and inconclusive
CT findings should undergo upper gastrointestinal
endoscopy. It can reveal a small rent with oozing of
blood or an ulcerative lesion.” The radical surgery
with oesophagectomy and removal of endograft

Video 1
the false lumen of type B aortic dissection compressing
oesophagus and trachea. Note is extremely tortuous
descending thoracic aorta.

CT axial loop shows aneurysmal dilatation of
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Video 2  CT axial loop shows rent in the medial oesophageal wall,
direct continuation of air foci from the oesophagus into the thrombosed
false lumen and peripherally enhancing thrombosed false lumen. Note
the patent aortic endograft.

with orthotopic aortic reconstruction offer the best possible
outcome. Currently, a combination therapy is recommended in
patients of secondary AEF presenting with severe hematemesis,
comprising of an additional TEVAR to prevent shock with an
interval radical surgery.’ Although, the exact source of bleeding
for haematemesis is not yet established, as all the patients in one
of the studies had patent endografts.” The palliative options
include a self-expanding metallic stent to cover the rent or a
feeding jejunostomy.’ * The patient should be started on anti-
biotics. There are no specific guidelines regarding the type and
duration of antibiotic coverage. But it is ideal to start the antibi-
otics based on the culture and sensitivity report. In the absence
of which, patient can be started on broad-spectrum antibiotics,
like the combination of piperacilin-tazobactum and vanco-
mycin. But patient should be monitored carefully, as it can cause
nephrotoxicity.” We started the patient on broad-spectrum anti-
biotic empirically and blood culture was not done. Czerny et

al' noticed the highest 1-year survival (46%) after the radical
surgery, while there was 100% mortality after the conservative
treatment at 1year.

Learning points

» Any patient presenting with fever or haematemesis
postendovascular repair of thoracic aorta should undergo
thorough evaluation to exclude the possibility of endograft
infection or aorto-oesophageal fistula.

» Aorto-oesophageal fistula if detected, should be managed
aggressively with radical surgery as early as possible, as it has
a high mortality rate.

» Oesophageal stenting and/or feeding jejunostomy can be
offered to the surgically unfit candidates; however, it has high
1-year mortality rates.
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