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Colonic bleeding due to rupture of an isolated iliac artery
aneurysm into a caecal carcinoma
D. Aladgem, A. Mazor, H. Kashtan, N. Ostrzega, Y. Barak and T. Wiznitzer
Department of Surgery 'A', Ichilov Hospital, Tel-Aviv Medical Center, The Sackler School of Medicine,
Tel-Aviv 64239, Israel.

Summary: We describe a case of a fistula between, an atherosclerotic aneurysm of the right
common iliac artery and a caecal carcinoma, causing massive colonic bleeding. A fistula between a
true aneurysm and a carcinoma of the colon has not to our knowledge been previously reported.
Various aspects of this case are discussed from a pathogenetic point of view.

Introduction

Gastrointestinal bleeding from an aorto-enteric fis-
tula can result from spontaneous rupture of an
aneurysm into an adjacent viscus. This can be a
late complication of surgical replacement, or bypass
of the aorto-iliac vessels,' and usually involves the
duodenum. We report a rare case of atherosclerotic
aneurysm which ruptured into a caecal carcinoma,
with fatal outcome due to uncontrolled colonic
bleeding.

Case report

A 78 year old male was admitted with rectal
bleeding and syncope. At the age of 53 he under-
went right orchidectomy for seminoma, followed by
irradiation therapy. Five days before admission, he
suffered rectal bleeding which continued until he
fainted and was brought to hospital. Physical exam-
ination revealed a very pale, elderly male, with a
pulse rate of 110/min and blood pressure of 90/
40mmHg. Oedema was noticed in the right lower
extremity, radiation dermatitis over the right lower
abdominal quadrant and an irregular, immobile
mass was palpable through the right lower abdomi-
nal wall. A rectal examination revealed fresh blood,
and a non-pulsating mass was palpable through the
right anterior rectal wall. Gastric aspirate showed
bile stained gastric juice.
Soon after admission, he continued to experience

massive rectal bleeding. Despite aggressive resusci-
tation with fluids and blood, the patient developed
signs of cerebral damage and refractory shock, and
died a few hours later following cardiorespiratory
arrest.

At autopsy, 3000 ml of sanguinous fluid with
blood clots were found in the peritoneal cavity, as
well as in the colon. Multiple fibrous adhesions
were present between small and large bowel, predo-
minantly in the area of the caecum, where a mass
adherent to the right common iliac artery was
found. The mass, on dissection, was found to be an
isolated fusiform aneurysmal dilatation of the right
common iliac artery which had ruptured into the
adherent caecum, forming a fistula, measuring
7 mm in diameter.
The fistula's tract communicated also with the

abdominal cavity. There was no macroscopic evi-
dence of a caecal tumour. A few diverticula were
found in the transverse colon. There was severe
atherosclerosis involving the abdominal aorta and
both iliac arteries. Retroperitoneal fibrosis was
present on the right side, with obstruction of the
right ureter and corresponding upper urinary tract
dilatation. Macro- and micronodular cirrhosis and
hepatosplenomegaly were also found.

Microscopic examination confirmed the diagnosis
of an atherosclerotic aneurysm of the right common
iliac artery. Sections from the adherent caecal wall
showed the presence of an anaplastic carcinoma
infiltrating through the entire caecal wall and into
the pericolic fat. The cancer appeared to originate
in the colonic mucosa. There was no histological
evidence of malignancy either in the iliac artery
wall or in the fistula tract.

Discussion

In more than 80% of patients, the source of
massive lower gastrointestinal bleeding is either
pancolic diverticula or angiodysplasia of the cae-
cum and ascending colon. Spontaneous atheroscler-
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otic fistula, as a cause of massive gastrointestinal
bleeding is relatively rare and usually fatal. The
first reported case of an aortic aneurysm rupturing
into the duodenum is usually credited to Salmon2
in 1843, although the condition was known to
surgeons before that time. Tyrell, who published
the lectures of Sir Astley Cooper in 1839, recorded
a case presentation which he made to his students,
in which he described a case of aortoenteric
fistula.3

Fistula formation may occur between an aortic
aneurysm and all parts of the gastrointestinal tract.
Reckless et al.,1 in their review of 131 cases, found
that fistulization to the duodenum was most fre-
quent (81.6%), followed by small bowel (8%), large
bowel (5.6%) and the stomach (4.8%). Aortic
aneurysms can also rupture into the ureters4 and
the appendix.5 Rupture into the gut from aneurysm
in the arteries other than the aorta, is rare and only
a few cases have been reported.4 -10

Usually, an aortoenteric fistula develops follow-
ing an operation to the abdominal aorta or its
branches. This late complication occurs in about
1% (0.6-4%11 12) of cages. Nowadays, primary and
spontaneous aortoenteric fistulas are even rarer
because of early elective resection of abdominal
aneurysms.
Our case had a combination of unusual features.

The rate of the bleeding was too fast to enable
resuscitation, diagnostic procedures and treatment.
In most cases of arterio-intestinal fistulas, the
bleeding usually starts slowly enabling a diagnostic
workup and planning of surgical treatment.4'13 Our

patient was bleeding for 5 days before he was
referred to us.
The circumstances usually described involve a

pseudoaneurysm invading the healthy bowel14 and
the mechanism suggested is that when bowel
remains attached to an aortic graft or suture line, it
is subjected to repeated trauma with each aortic
pulsation. If this trauma continues, the bowel wall
may eventually erode; the subsequent spillage of
intestinal contents leads to infection in the graft,
and breakdown of the anastomosis itself may
follow. Even when there is no infection, a false
aneurysm may form at a tenuous vascular suture
line. This aneurysm may then involve the neigh-
bouring bowel and lead t6 fistula formation.
Another possibility is that a true pre-existing aneur-
ysm may adhere to an inflammatory process in the
intestine and be further complicated by fistula
formation.9 15
The combination of gastrointestinal fistula con-

sisting of a true aneurysm and carcinoma of the
colon has, to the best of our knowledge, never been
described before.

Delayed effect of radiotherapy possibly played a
role in our case. The combination of radiation
dermatitis, femoral vein thrombosis, right retro-
peritoneal fibrosis with hydroureter and hydroneph-
rosis, and carcinoma of the caecum, all in the same
irradiated area, strongly indicates radiation injury.
The possibility that this injury played a role in both
the development and rupture of the aneurysm into
the adherent caecal carcinoma, should also be
considered.
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