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Allthough infrequent, digestive fistulae in HIV/AIDS patients have been reported throughout the digestive tract from
the esophagus to the anus, with predominance of esophageal fistulae. AIDS/HIV-associated opportunistic infections may
invade the digestive system and lead to fistula formation. Tuberculosis is the most common infection associated with these
esophageal fistulae. We report here one case of bile duct-duodenal fistula in a female AIDS patient with associated abdominal
Mycobacterium tuberculosis infection compromising lymphnodes of the hepatic pedicle where the fistula was found.
According to the reviewed literature, this is the third case of bile duct-duodenal fistula associated with abdominal tuberculosis
in AIDS patient, and the first where both the fistula and the tuberculosis infection were diagnosed at laparotomy for acute
abdomen. Whether the AIDS patient with abdominal pain needs or not a laparotomy to treat an infectious disease is often a
difficult matter for the surgeon to decide, as most of the times appropriate medical treatment will bring more benefit.
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Fistula communicating the bile
duct with the duodenum occur very in-
frequently in the overall population1,2.
AIDS-associated tuberculosis (TB) in-
fection has become a frequent finding
in the last decades, and complications
of abdominal TB, including the in-
volvement of the digestive system,
may have contributed to the increase
of surgical interventions in HIV in-
fected patients in the last years3. Sev-
eral cases of digestive fistulae attrib-
uted to AIDS-associated TB have been
described, usually communicating the
esophagus lumen to mediastinal
lymphnodes, the most common site in-
volved by extrapulmonary TB 2,4-11.
Fistulae related to AIDS-associated TB
and compromising the digestive tract
distally to the esophagus are rare, be-
ing 3 cases reported in the reviewed
literature: 1 case of anal fistula12, and
2 cases of bilio-enteric fistulae13, 14. Our

purpose is to report 1 case of digestive
fistula comunicating the bile duct to
the duodenum in a patient with AIDS-
associated TB, being the fistula and
TB infection diagnosed during the
laparotomy indicated for acute abdo-
men.

CASE  REPORT

N.V.B.M, 51 years old, a HIV posi-
tive female patient, was admitted to the
Emergency Surgery Service on Novem-
ber/02-1995. She complained of ano-
rexia, abdominal pain, and vomiting of
bilious gastric content in the last 2

weeks, and a 20kg weight loss in the
last 2 months. On physical examination,
she was pale and dehydrated, with nor-
mal heart and lung sounds on auscul-
tation, 110 x 70 mmHg blood pressure,
39 Cº axilary temperature, and 116 bpm
heart rate. No palpable cervical or
axilar lymphnodes were found. The
right upper and lower abdominal quad-
rants were painful, with guarding, and
rebound tenderness. The laboratory
analysis of blood samples showed 128
mEq/l Na, 3.9 mEq/l K, 71 g% glicose,
0.5 mg/dL creatinine, 13 U/L glutamic
oxaloacetic transaminase, 7 U/L
glutamic pyruvic transaminase, 27 U/L
amilase, 95 IU alcaline phospatase, 38
IU gamaglutamyltranspeptidase, 0.5
mg/dL total bilirrubin, 0.2 mg/dL direct
bilirrubin, 78% prothrombin time, 6.3
g/dL total plasma protein, 2.9 g/dL
plasma albumin, 8.2 g/dL hemoglobin
and 25% hematocrit. The white blood
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cell count showed 7000 leukocytes (2%
rods, 77% segmented forms, 13%
lymphocytes). The serum test was posi-
tive for HIV, and for CMV (IgG and
IgM), and the lymphocyte count was
189.

The thorax and abdominal RX exam
was normal. The abdominal USG exam
showed small amount of fluid
surounding the gallbladder, but no
stones within it, and enlarged
lymphnodes surroundig the pancreas
and the abdominal aorta. The computed
abdominal tomography showed gas in
the bile duct, and a retroperitoneal
mass close to the right and lower bor-
der of the pancreas, extending toward
the pelvis. After crystaloid (2000ml)
and blood (4 units) infusion, a diagnos-
tic laparotomy was performed, because
of uncertain diagnosis and worsening
in clinical status, and disclosed a large
lymphnode mass with multiple ab-
scesses in the mesentery, extending to
the hepatic pedicle, celiac axis and ter-
minal ileum. A cholecystectomy was
performed, since the hepatic pedicle
was envolved and the CT scan showed
gas in the billiary tree, and a trans-
operative cholangiogram with contrast
infusion through a catheter inserted
into the cystic duct disclosed a fistulous
tract from the proximal bile duct to the
duodenum; the intra-hepatic billiary
tree showed no signs of cholangitis or
other abnormalities, the distal bile duct
was normal and there were no images
of gallstones or periampullary tumors.
The bile duct was opened and a T-tube
with arms of different lengths was in-
serted. The tip of the longer arm was
placed distally to the fistulous opening
in the bile duct. Another cholangi-
ogram, with contrast infusion through
the T-tube, showed predominant con-
trast flow through the distal bile duct
into the duodenum. The pancreas, liver
and duodenum appeared to be normal,
except for the fistula. The bile culture
was negative. The hystological exami-
nation of the gallblader showed no spe-

cial features, and that of the
lymphnodes removed from the hepatic
pedicle revealed ganglionar TB. No
CMV inclusion was found on
hystology. A triple therapeutic regimen
for TB was started on the second post-
operative day. The patient had an un-
eventful post-operative course. The T-
tube was closed on the 5th postopera-
tive (PO) day and the patient was dis-
charged on the 7º PO day. Two month
after the operation, another cholangi-
ogram showed no fistula, and the T-tube
was removed. On the follow up at the
Department of Infections Diseases, 3
months after the operation, the patient
was under AZT and anti-tuberculosis
therapy. She had no abdominal symp-
toms. Three months later, she was ad-
mitted to our service, complaining of
malaise, dizziness, anorexia, weightloss
and headache. Her clinical state pro-
gressively worsened with fever and sei-
zures. Her death occurred three days
later, and was attributed to neuro-
toxoplasmosis.

DISCUSSION

The incidence of extrapulmonary
mycobacterial infection in patients
with pulmonary TB is common, fre-
quently resulting in mediastinal
lymphonode involvement by Mycobac-
terium leading to lymphnode necrosis
and esophageal involvement with
esophagitis, deep ulceration, intramural
dissection and esophagomediastinal fis-
tula 4, 6, 9. Although it seems clear that
mediastinal TB is associated with the
incidence of esophageal fistulae in HIV
infection, it remains unclear whether
HIV infection may increase the inci-
dence of digestive fistulae distally to
the esophagus, in the presence of asso-
ciated abdominal TB15. This uncer-
tainty may be attributed to the fact that
abdominal digestive fistulae caused by
Mycobactierium infection is a rare en-
tity either in the abscence or in the pres-

ence of HIV infection 3, 16-20.
 Abdominal TB can present as tu-

berculous peritonitis with generalized
or loculated ascites, intestinal TB, and
frequently leads to lymphadenitis of
the mesenteric or retroperitoneal
lymphnodes, where inflammation,
necrosis, and suppuration may result
in fistula formation 12, 21. Fistulae of the
small bowel attributed to HIV/AIDS
associated TB infection have been re-
ported in the reviewed literature only
in 2 cases, and in both cases the bil-
iary tree was involved. One of these is
a case of bile duct fistula associated
with abdominal TB, that was diag-
nosed endoscopically and successfully
treated with anti-TB drugs, without
surgical intervention, in an ambulatory
HIV positive patient with a clinical
picture of pulmonary and ganglionar
TB 13. The other one is a case of a
choledocho-enteric fistula due to My-
cobacterium tuberculosis in a patient
with AIDS. This fistula was revealed by
endoscopic retrograde cholangiogra-
phy. The patient was then treated with
anti-TB drugs and broad spectrum an-
tibiotics, and the fistula resolved14.

In the present case, the anatomo-
patological examination of samples
from the site of the bile duct-duode-
nal fistula disclosed abdominal
lymphonode TB with granulomatous
inflammatory reaction, leading to the
diagnosis of AIDS-associated TB. Usu-
ally, AIDS-associated TB is successfuly
treated by antimycobacterial pharma-
cotherapy10, 12. Early in the postopera-
tive period, our patient started receiv-
ing antimycobacterial therapy, and the
fistula completely receded within 2
months. Patients with complicated ab-
dominal TB not infrequently present
with the clinical picture of acute ab-
domen requiring exploratory laparo-
tomy. This was the case of our patient,
where the laparotomy allowed the di-
agnosis of abdominal TB, as well as the
diagnosis and surgical treatment of the
fistula, allowing a safe anti-TB therapy.
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Another condition found in our patient
was serum positive result for CMV
(IgG and IgM). Infection with CMV is
a major feature of AIDS, and may in-
volve the gastrointestinal system, lead-
ing to esophagitis, gastritis, enteritis,
colitis, pancreatitis, and cholangitis,
and even hemorrhage, and intestinal
perforation22. In our patient, however,
the hystological analysis of abdomi-
nal tissue samples showed no CMV in-
clusion. Therefore, no evidence was
found that CMV had contributed to the

biliary fistula.
In conclusion, a case of bile duct-

duodenal fistula caused by AIDS-asso-
ciated tuberculosis is here reported, in
which the diagnosis of the fistula and
of the abdominal TB was achieved dur-
ing an exploratory laparotomy indi-
cated for acute abdomen. No other pos-
sible causes of fistula were found, such
as gallstones or tumors, and the fistula
closed with treatment for TB, so that the
evident cause for the fistula was the in-
fection, although this was not proved

histologically. The patient with AIDS,
presenting with abdominal pain, fever
and tachycardia is sometimes difficult
to deal with, as the underlying disease
may be an AIDS- related uncompli-
cated oppurtunistic infection, wich can
be treated with appropriate medication.
Nevertheless the acute abdomen may
also be caused by a complicated AIDS-
related infection ending with perfora-
tion of a hollow viscus, or may even be
due to other non-AIDS related condi-
tions which need an urgent laparotomy
to be treated.

RESUMO

PATINO C e col. - Fístula colédoco-duo-
denal causada por tuberculose
associada à SIDA. Rev. Hosp. Clín.
Fac. Med. S. Paulo 58(4):223-226,
2003.

Fístulas digestivas em pacientes
com Síndrome da Imunodeficiência
Adquirida (SIDA), embora raras, têm
sido identificadas desde o esôfago até
o ânus, predominando no esôfago. In-
fecções oportunistas relacionadas à
SIDA podem acometer a parede do trato
digestivo, levando a formação de

fístulas. A Tuberculose é a infecção
mais freqüentemente associada com
fístula esofágica. Relatamos o caso de
uma paciente portadora de SIDA, com
tuberculose ganglionar comprome-
tendo o hilo hepático, que evoluiu
com fístula entre o ducto colédoco e
o duodeno. A literatura revisada indi-
ca ser este o terceiro caso de fístula
colédoco-duodenal descrito em paci-
ente com tuberculose abdominal, asso-
ciada à SIDA, e o primeiro em que a
infecção pelo Mycobacterium tubercu-
losis e a fístula colédoco-duodenal fo-

ram diagnosticados durante laparoto-
mia exploradora, indicada em pacien-
te com abdome agudo. No paciente
com SIDA e dor abdominal, pode ser
difícil para o cirurgião decidir, se está
indicada laparotomia exploradora,
uma vez que, na maioria das vezes, o
tratamento clínico apropriado será o
melhor.

DESCRITORES: Fístula colédoco-
duodenal. Abdome agudo. Tubercu-
lose. HIV. SIDA.
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