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where there may be an increased risk of
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parathyromatosis may become a condi-
tion that is seen more regularly and must
be considered in cases of recurrent
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Aorto-caval fistula

Tony Geoghegan, Thara Persaud, Helen O’Grady, Sean Tierney, William C Torreggiani

CASE HISTORY
A 62-year-old male patient was referred
with a 6-hour history of abdominal pain
and a palpable abdominal mass consis-
tent with an aortic abdominal aneurysm,
which had been demonstrated by gray-
scale ultrasound at another hospital.
Examination revealed the presence of
a palpable thrill and audible abdominal
bruit consistent with an aorto-caval fis-
tula. Contrast-enhanced computed
tomography (Figure 1 and 2) confirmed
the presence of a fistula between an
infra-renal aortic aneurysm and the infe-
rior vena cava. The patient underwent
repair of the abdominal aortic aneurysm
and closure of the associated fistula and
made an uncomplicated recovery.

DISCUSSION
The development of a fistula between
the aorta and inferior vena cava is a rare
clinical entity complicating abdominal
aortic aneurysms necessitating prompt
diagnosis and in most cases emergency
surgical repair. The clinical manifesta-
tions are related to the size of the shunt.
The examination findings include pal-
pable thrill, continuous abdominal bruit,
acute high-output cardiac failure
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Figure 1. Contrast-enhanced computed tomography

demonstrates abnormal early enhancement of the
inferior vena cava during the arterial-dominant
phase of the examination adjacent fo an infra-renal

abdominal aortic aneurysm.

(Marcelletti et al, 1997) and develop-
ment of haematuria in patients with
known aortic aneurysm (Salo et
al, 1987).

Pre-operative clinical diagnosis of
aorta-caval fistula is difficult because
the classical triad of abdominal pain,
pulsatile abdominal mass and abdominal
bruit may be absent in up to 50% of
patients. The diagnosis may be estab-
lished using ultrasound, contrast-
enhanced computed tomography, and
aortography or breath-hold gadolinium-
enhanced three-dimensional magnetic
resonance angiography (Gaa et
al, 1999).

Rupture of aorto-iliac aneurysms into
the iliac veins or inferior vena cava car-
ries a better prognosis then intra-peri-
toneal, retroperitoneal or ectopic rupture
(Davis et al, 1998). The only effective
treatment is surgical. Aorto-caval fistula
is an uncommon complication of
abdominal aortic aneurysm, which is

associated with a high mortality rate
approaching 40% requiring early recog-
nition and treatment (Schmidt et
al, 1994.
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Figure 2. Contrast-enhanced computed tomography

demonstrates the presence of a fistula between the
infra-renal aortic aneurysm and the inferior vena

cava.
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