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Congenital Colon Arteriovenous Malformation Misdiagnose in a 25-YearOld Woman
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Dear Editor
Congenital arteriovenous malformations (AVMs) are
uncommon lesions. Any developmental arrest or misdirection, during the formation of the capillary network
can lead to communicating channel formation, between
mature arteries and veins. These channels are responsible for the development of additional branches, due to
the overgrowth of vascular elements. Aging of the AVM
component elements leads to increase of its size, which
may lead to symptoms (1). Pelvic AVMs are rare and are
recognized as one of the rare causes of rectal bleeding
(2). While many of the conventional diagnostic studies
are not very helpful for detecting GI system AVMs if the
patient has any signs or symptoms suggesting this diagnosis, other diagnostic tests like CT scan and color flow
Doppler sonography can be helpful (3-5).
The most important symptom in ulcerative colitis (UC),
especially at the early stages, is rectal bleeding, with or
without mucus (6). Colon AVMs are not among the most
prevalent rectal bleeding causes, but should be considered as one of the differential diagnoses (7).
Our patient was a 25-year-old married woman with a
6-year history of episodic rectal bleeding. The patient did
not experience any other associated symptoms includ-

ing diarrhea, constipation or abdominal pain. She experiences several periods of severe anemia, due to rectal
bleeding during 6 years. She reported infertility despite
trying for two years. Her grandmother, aunt and cousin
were known cases of UC. Two years prior to admission,
during a bleeding episode, the patient underwent a diagnostic colonoscopy and biopsy. The pathology report
mentioned proctosigmoiditis, a common finding in UC.
Based on the family history and the pathology report, the
patient was diagnosed as a new case of UC treated with
mesalazine and prednisone without any improvements
in her condition, including rectal bleeding episodes
pattern, severity and volume. She needed several blood
transfusion sessions, during her medical treatment
course, due to her low hemoglobin levels. Ultimately she
was referred to the surgical team as a candidate for the
ileal pouch-anal anastomosis (IPAA) surgical treatment
of UC. As a standard procedure a second opinion on pathology samples was requested before IPAA. The second
pathologist’s opinion contradicted the preliminary report, described the slides as a clear case of AVM. To decide
the best course of treatment, the patient went under her
second colonoscopy. This time venous engorgement was
observed in distal sigmoid, extending to the anal canal
(Figure 1).
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Figure 1. Diffused Angioectasias, With Red and Blue Patterns Seen in Rectum, Sigmoid and Descending Colon

Due to the vast extension of the AVM and as a diagnostic and therapeutic procedure, the patient went under a
surgical exploration. During the laparotomy the AVMS
were detected in pelvis, around the uterus, distal sigmoid
and rectum. Low anterior and sigmoid resection, colonic
J-pouch-anal anastomosis and diverting ileostomy were
performed during the laparotomy. After 45 days, the ileostomy was removed. Patient experienced mild rectal
bleeding and abdominal pain, following the surgical
treatment. At the 6 month follow-up, the patient was
completely symptom free, with a normal bowel habit.
Congenital AVMs rarely cause rectal bleeding (7). While
bloody diarrhea is the hallmark of UC, over time the patients experience more inflammatory symptoms, including urgency or tenesmus, abdominal pain, fever, malaise
and weight loss (6). In this case, massive rectal bleeding
was the only symptom. Unfortunately, the patient was
misdiagnosed preliminary, based on her family history
and an inaccurate pathology result and took two years of
unnecessary medical UC treatment. It shows the importance of congenital AVMs, as the differential diagnosis
of rectal bleeding. Detection of colon AVMs might need
a combination of three different diagnostic approaches;
angiography, colonoscopy and even surgical exploration,
but the definite diagnosis method is the histological demonstration of the AVM (2). Although other treatments,
like selective mesenteric angiography (SMA) are available
for limited AVMs of colon, but with serious side effects,
when the bleeding volume is massive (8). Additionally, in
this case anus was involved .Its dual blood supply makes
the angiographic approach difficult. Therefore, surgical
exploration was the most appropriate approach, due to
the size of the AVM, history of several massive bleedings
and involvement of the anal canal. The uterine and pel-
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vic AVMs are not easily diagnosed if asymptomatic (9). In
this scenario, the pelvic and uterine AVMs were detected
during the surgery, while they could remain undetected.
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