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An Unusual Case of Corpulmonale Due to a Common Iliac 
Artery Aneurysm Fistulating to the Common Iliac Vein

Nisheeth Kansala, Reem Salmana, Colin Nicea, Vish Bhattacharyaa, b

Abstract

This is an unusual case presenting as bilateral lower limb edema and 
corpulmonale secondary to left ilio-ilial fistula. A 70-year-old man 
with a background history of hypertension and ischemic heart dis-
ease presented to the medical team with bilateral leg swelling and 
deranged liver and kidney function. An abdominal ultrasound scan 
detected an aneurysm of the left common iliac artery. A CT angio-
gram revealed that this aneurysm was fistulating into the left common 
iliac vein causing right heart failure. This was repaired endovascular-
ly. The procedure was successful and resulted in complete resolution 
of symptoms and restoration of normal liver function.
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Introduction

We present a rare case of a fistula from an iliac artery aneu-
rysm into the iliac vein causing right heart failure.

This was treated successfully with an iliac covered stent 
resulting in closure of the fistula and complete resolution of 
heart failure and liver and renal functions.

This is an extremely rare case of right heart failure due to 
volume overload from a fistula from a left iliac aneurysm.

Case Report

A 70-year-old gentleman with a background history of hyper-
tension, ischemic heart disease and high BMI presented as an 
emergency to the accident and emergency department with 
increased shortness of breath, cough and bilateral lower limb 

peripheral edema.
His ECG demonstrated atrial flutter and ST depression of 

the anterolateral leads which gave the impression of an atypical 
non-ST-elevation myocardial infarction (NSTEMI). His chest 
examination revealed mild basal crackles worse on the left 
side and his abdominal examination revealed an enlarged liver. 
Bloods revealed that his troponin T and CRP were elevated all 
of which supported the diagnosis of NSTEMI.

He received diuretics as well as bisoprolol for rate control 
but he deteriorated further as he was nauseous, vomiting and 
dropping oxygen saturation. His liver and renal function tests 
were deranged and suggested features of congestive liver fail-
ure. His inflammatory markers and clotting time were elevated.

Investigations

An ultrasound revealed a left common iliac artery aneurysm 
that measured 61 (antero-posterior) × 82 mm (transverse) diam-
eter with appearances due to a false saccular aneurysm (Fig. 1).

It also showed that the inferior vena cava (IVC) was en-
larged (26 mm in antero-posterior diameter) and remained di-
lated throughout the respiratory cycle, appearances suggestive 
of congestive cardiac failure.

A CT angiogram showed an 8 cm saccular aneurysm left 
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Figure 1. Color Doppler showing both arterial and venous flow within 
the aneurysm sac. 
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common iliac artery with an associated arterio-venous fistula 
at the level of the left common iliac vein (Fig. 2, 3).

Treatment

An endovascular stenting approach was recommended af-
ter discussion at the multidisciplinary meeting. The proce-
dure was done via standard open exposure of the left groin. 
A 7-French catheter was inserted percutaneously in the right 
femoral artery followed by a guide wire which passed over the 
bifurcation into left iliac artery.

A Terumo wire was passed up the right sheath and retrieved 
via the left sheath, thus enabling straightening of the iliac vessels 
and passage of catheter into aorta. A Lunderquist wire was passed 
into the aorta via the left groin. An attempt was made to embolize 
the left internal iliac artery but access proved impossible due to 
the angulation and the thrombus in the common iliac artery.

A Cook Zenith stent® (13 × 107 mm) was then deployed 
successfully (Fig. 4).

Outcome and follow-up

He was admitted to the high dependency unit (HDU) follow-
ing the procedure where he made good recovery and was then 
transferred to a surgical ward. His leg swelling improved grad-
ually. His liver as well as renal function tests improved rapidly 
and gradually came to normal.

Follow-up scans at 8 weeks (Fig. 5, 6) revealed exclusion 
of fistula and minimal flow of contrast in the IVC.

Clinically, there was complete resolution of symptoms and 
he was able to return to normal activity (Fig. 7).

Discussion

Spontaneous arteriovenous fistula causing right heart failure 
from the common iliac artery to the iliac vein has never been 
reported to the best of our knowledge.

Figure 3. Inferior vena cava showing contrast flow due to fistula con-
nection with iliac aneurysm. 

Figure 4. Covered Cook Zenith stent in place in left common iliac ar-
tery. 

Figure 5. Post-operative images showing no contrast in IVC due to 
successful closure of fistula. 

Figure 2. Large left iliac artery aneurysm with fistula into the left iliac 
vein. 
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Aortocaval fistula is an uncommon complication of large 
abdominal aortic aneurysms (AAAs) and can occur with or 
without retroperitoneal rupture. A high index of clinical sus-
picion along with prompt diagnosis and surgical treatment is 
of outmost importance in the management of such a condition. 
The literature search reports two cases of open repair [1].

Over 80% of reported aortocaval fistulas are related with rup-
tured AAAs. Other causes refer to penetrating trauma, mycotic 
aneurysms, Takayasu’s arteritis, and connective tissue diseases [2].

Rupture into the vena cava may be asymptomatic and 
recognized during elective AAA repair or may be overlooked 
when symptoms of rupture predominate. However, preopera-
tive diagnosis is essential, in order to minimize blood loss and 
avoid possible intraoperative pulmonary embolism [3, 4].

A few reports have been published over the past years re-
garding successful endovascular treatment of aortocaval fistu-
lation.

Although most of them report favorable results concern-

ing early survival and short hospitalization, persistent type II 
endoleak has been noted, while long-term follow-up is missing 
[5, 6].

A typical clinical presentation includes sudden onset of 
abdominal pain, shortness of breath, and a pulsatile abdominal 
mass with an audible machinery-like bruit and/or a thrill [7].

Nevertheless, symptoms seem to be related with the 
hemodynamics of the communication. In large, high-flow aor-
tocaval fistulas, symptoms of cardiac failure, and sudden cen-
tral venous hypertension with no clear cause may be the only 
findings suggesting the diagnosis [8].

Despite the low frequency of arteriovenous fistulae in 
aorto-iliac aneurysms, a careful physical examination should 
raise clinical suspicion. An abdominal “murmur” associated 
with pain and abdominal mass on palpation may be present [9].

Conclusion

We have presented a rare case of an iliac aneurysm fistulating 
into the left iliac vein causing right heart failure. Stenting of 
the aneurysm resulted in complete alleviation of symptoms. 
This represents an unusual cause of right heart failure and 
should be considered in the differential diagnosis of this medi-
cal condition.

Disclaimer

A formal ethical approval was granted for this study and writ-
ten consent was obtained from this patient.
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