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Cytomegalovirus Infection-related Spontaneous Intestinal Perforation and
Aorto-enteric Fistula after Abdominal Aortic Aneurysmal Repair

Su-Young Ahn, M.D., Sun-Young Lee, M.D., Bum Sung Kim, M.D.,
Kyoung Hoon Rhee, M.D., Jeong Hwan Kim, M.D., In-Kyung Sung, M.D.,
Hyung Seok Park, M.D., and Choon Jo Jin, M.D.

Department of Internal Medicine, Konkuk University School of Medicine, Seoul, Korea

Gastrointestinal complications (GI) after thoracoabdominal aortic repair can be classified as biliary disease, heptic

dysfunction, pancreatitis, GI bleeding, peptic ulcer disease, bowel ischemia, paralytic ileus, and aortoenteric fistula.

Theses complications are associated with high post operative morbidity and mortality. Most of the aortoenteric fis-

tulae after thoracoabdominal aortic surgery are found at the duodenum, near the surgical site. These rare compli-

cations are caused by an indirect communication with abdominal aorta that originated from an aneursymal for-

mation ruptured into the duodenum. Such aorto-duodenal fistula formation is considered as a result of in-

flammatory change from secondary infection near the surgical instruments. Herein, we report two cases of mas-

sive upper GI bleeding from aorto-duodenal fistulae and spontaneous lower GI perforation related to cytomegalo-

virus infection after abdominal aortic aneurysmal repair operations. (Korean J Gastroenterol 2010;55:62-67)
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Fig. 1. Endoscopic findings of the first case (a 77 year-old man). (A) Gastroscopic finding. Several deep and variable sized ulcers were
noted on the proximal aspect of the stomach. (B) Duodenoscopic finding. Active bleeding was noted of the duodenal second portion be-
neath the ampulla of Vater. Main bleeding focus was captured as a linear blood stream at 9 to 10 o’clock direction. (C) Duodenoscopic
finding after hemostasis by band ligation. Bleeding point on the duodenal second portion was ligated with a black band with the aid of
endoscopic variceal ligation method. There was no further bleeding after the hemostasis.
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Fig. 2. Pathologic findings of the endoscopic biopsy of the first case. (A) Hematoxylin and eosin stain. Inclusion bodies were noticed
from the gastric biopsied specimen (H&E stain, x100). (B) Immunohistochemical stain for cytomegalovirus. Inclusion bodies were stained

as dark brownish color (Immunohistochemical stain, *x100).

Fig. 3. Endoscopic findings of the second case (a 82 year-old man). (A) Gastroscopic finding. A deep ulcer with clear margin was not-
ed on the high-body of the stomach. (B) Duodenoscopic finding. Active bleeding was noted on the duodenal second portion. (C) Sig-
moidoscopic finding. A 1 cm sized hole was noted on the mid sigmoid colon. This lesion was a cause of intestinal perforation that led
to spontaneous pneumoperitoneum before the sigmoidoscopic examination.

ft
it

k
et

48 3P| E o2|= ) sk 3d A

I g B8 Folden, 5o Aol
chits 92 S w2 71 o]f]ofl= Holdk
2 A, &9t 139/69 mmHg, "4} 108
253]/3E, Al 36.7°Cek. H-4- 2ol A Znkel]
7} qhEo] IEER e A2 EElA gkokrh
A 2] WHET 11,380/mm’, P4 104 g/dL, 3|
RSP E 29%, P47 141,000/mm’ 0| ek, A3t Aol
A % Wle]F4l 127 mgdL, AST 58 IU/L, ALT 57 IU/L,
BUN 437 mgdL, Zzloleld 2.1 mgdLolll, PT 1.55
INR, aPTT+ 52.7 secich. FA| AJ383E A5 918 HAA
Z7doflA] chbAd o] S1A) A£HE B oW (Fig. 3A), Aol
A)7ke] A3Kof] P7b F2bwl E8A Wrlo] W o] (Fig.

HoE o

oo

o o = o
o 1y

¥ N

¢
2 ¢
lo

o bt
E—ln:

b

ot

o
o2
=

2

il
N

p

er
2

3B) ¢ ZZEE Aot A& 29 Foll WS =
2 o] oJg]=]o] AJsigt diA WA AALelA] FEXA)
7ol A S84 A5 9 Aol WEE AN, FEAFA
T AR At FlllA] Hgol 7= o (Fig. 3C), HA
E T &5 e Atk v £FelA &
Aol A Hgo] WAE o) (Fig. 4A) AA| Foll Weteh-F
(end colostomy)E Als§at3ieh. AAE =2 ol|A] d5AEe]
Aadt Al BdA7E FEE A (Fig. 4B), AHAE vlo]
22 FAE o] &3t WA =A 33t A Mol A] FAoE B
o] AAZEnlo]d] A tialed o 7 #2159t} Ganciclovir
FolE AARE o] Fol = A At YL ubEE gl om,
s 932 S AR vk 299 A0l w54

QefLazo] oFshulo] Aaisich

Fr

lo



S08-6427

Cytomegalovirus infection

Active duodenal bleeding
due to secondary aorto-
enteric fistula

Spontaneous
perforation of lower
gastrointesinal tract

Recurrent bleeding
from the ulcers on
upper gastrointesinal
tract

Fig. 5. Common findings found in two patients after abdominal
aortic aneurymal operation. Under cytomegalovirus infection, three
common pathologies were noted in two patients 2-3 weeks after
the operation. The pathologies were consisted of perforation and
bleeding of the gastrointestinal tract related to cytomegalovirus
infection.
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Fig. 4. Pathologic findings of the
resected sigmoid colon. (A) Gross
finding. A 1 cm sized round and
deep perforation was noted on
the sigmoid colon. (B) Microsco-
pic finding. Inclusion body in-
dicating cytomegalovirus infection
was noted on hematoxylin and
eosin stain (H&E stain, x100).
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