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Abstract: Aorto-oesophageal fistula (AOF) is a rare cause of upper gastro-intestinal hemorrhage. A fistulous tract develops
between the aorta and the esophagus most commonly in association with thoracic aortic aneurysms, foreign bodies, esophageal
malignancy, and the presence of an aortic prosthetic graft or following trauma [1]. High mortality still accompanies the cases
[2]. We report a case of AEF caused by a fish bone. Computed tomography demonstrated a fistula from the proximal
descending thoracic aorta to the mid esophagus.This patient died when rupture into the esophageal lumen caused
exsanguinating hemorrhage. Their clinical causes and treatment are reviewed and discussed below.
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1. Introduction

An aortooesophageal fistula (AEF) is a fatal, and a rare
cause of massive gastrointestinal bleeding. AEF has been
related to aneurysm of the thoracic aorta, foreign bodies
ingestion, oesophageal malignancy, the presence of an aortic
prosthetic graft or following trauma [1].

Diagnostic and treatment protocols differ from those of
other sources of gastrointestinal bleeding. As a result,
emergency physicians should be aware of the presentation
and management of patients with aorto-oesophageal fistula.

In this study, we report a case of a massive hemorrhage in
the upper gastrointestinal tract resulting from an
aortooesophageal fistula caused by a fish bone. We discuss
methods to rapidely diagnose and treat patients in whom
aorto-oesophageal fistula is suspected.

2. Case Presentation

A 76 year old women with no prior medical history,
presented to the hospital emergency department with sharp
pain retrosternally, franc haematemesis, some malaena after
eating fish the previous day.

Figure 1. Chest CT showing a fistula between aortic cross and the lateral
side of the esophagus

She was haemodynamically stable, the blood pressure was
maintained around 140/80 mmHg, and the haemoglobin
value remained steady at 12 g/L. The patient was admitted to
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the general surgical ward. An urgent upper gastrointestinal
endoscopy was performed, where a fish bone was seen
protruding from an ulcerated area in the oesophagus, 26 cm
from the teeth, the fish bone was not touched and the
oesophagoscope was carefully retired, a computed
tomography (CT) angiogram was performed showing an
oesophageal fistula between aortic cross and the lateral side
of the esophagus (fig 1,2). One hour after the patient
developed massive arteriel bleeding. The patient died on the
operating table of an uncontrollable haemorrhage.

Figure 2. Chest CT showing a dilated and thickened side of the esophagus
wall and intra-esophageal dense content related to fresh blood.

3. Discussion

The aortoesophageal fistula (AEF), is rare but life
threatening complication of foreign body ingestion.

In addition to an FB retained in the esophagus
predisposing causes of AEF include aneurysm of the thoracic
aorta, thoracic malignancy, mediastinal infection,
oesophagogastric reflu, and congenital thoracic aorta
anomalies [3,4,5,6] post-operative complications.

Approximately 500 cases of AOF have been reported in
the litterature. Chiari [7,6,8,9] first described the
aortooesophageal syndrome in 1914, a painful esophageal
injury followed by an asymptomatic interval until ’signal
hemorrhage” leads to exsanguinations hours to days later
of .These symptoms are more specific in patient with AEF
from FB that from over cause [10].

A review of all cases [11] aortooesophageal fistulas found
that mid thoracic pain to present in 59 % of cases, dysphagia
in 45 %, and sentinal hemorrhage in 65 %.

Bleeding from aorto-oesophageal fistulas is
characteristically distinguined from esophageal varices by his
bright red aspect.

Other causes of upper gastrointestinal tract bleeding do not
produce the volume of bleeding commonly seen with
aortoesophaeal fistulas.

In the absence of clinical suspicion of AOF, non single
examination reliably makes the diagnoses [1].

And majority of patients with AOF died without
antemortem diagnosis once massive hemorrhagic occurs.

According to several autors [5], the most useful first
investigation in patients with suspicion of AOF is upper
gastrointestinal allowing to exclude the more causes of
gastrointestinal hemorrhage. Classic endoscopic findings
include direct visualization of pulsatile blood as was
observed in our patient, or a pulsatile submucosal mass with
adherent glot [12,13]. Osophageal mucosa may appear blue-
gray as a result of submucosal heamatoma[6].

There have been previous reports of value of contrast CT
in AOF although demonstrations of true aorto-oesophageal
communition are rare [14].

In this case, CT was demonstrated a communication
between the oesophagus and aorta. In contrast, conventional
barium studies do not have significant role in the diagnosis of
AOF, and has the major disadvantage that it will interfere
with later angiography[5].

Operative repair of an aortoesophageal fistula is necessary
as no survivors have been reported with non surgical
management. Circulatory support with volume replacement
and transfusion of blood products is essential in patients with
active hemorrhage. Correction of coagulopathic and
electrolyte abnormalities is indicated. Direct pressure on
fistulas from Sengstaken-Blakemore tubes has provided
temporary control of the exsanguinating hemorrhage.[15,16]
Other measures such as radiographic embolization may be
useful as a temporizing measure; however, delayed
exsanguination after embolization can occur. [17] While
awaiting operative intervention, broad-spectrum antibiotics
should be administered as the esophageal flora may invade
the mediastinum or the aorta [18]. With rapid diagnosis and
surgical treatment, longterm survival is
possible.[11,19,20,21,22]

4. Conclusion

Aortooesophageal fistulas secondary to foreign boy
ingestion are rare. Their diagnosis is difficult. The ideal
therapeutic is to forestall fatal rupture by prompt diagnosis
and immediate surgery.
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