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18%, the rectum: 14% [2].

AVMs can be caused by tissue ischaemia secondary to circulatory 
failure or acquiried vascular degenerative disease associated with 
aging, since younger patients can develop AVMs, congenital factors 
are also possible, in addition to acquiered factors or aging factors [3-
8].

To establish the diagnotic of the AVM requires the exclusion 
of the other causes in particular a portal hypertension during a 
chronic liver disease, a thrombosis of the portal vein, a cardiac 
failure or a circulatory failure of the azygos system, by the biological 
examinations, radiological imagery [2,9].

The venous phase of the selective angiography visualize the origin 
and the extension of the AVM.

Diverse therapeutic approaches are available, including 
the medical, endoscopic, surgical treatment or interventional 
angiography, however no randomized study was able to prove the 
efficiency of a therapeutic method because of their low incidence 
[10,11].

However the endoscopic treatment by sclerotherapy or the elastic 
ligation has an interest at the same time diagnostic and therapeutic 
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Introduction
Arteriovenous malformation (AVM) of the bowel is known 

to be an important cause of intestinal bleeding. However AVM in 
the rectum is even rarer with an incidence of 0.9% to 2.9% of all 
gastrointestinal AVMs. We report the case of a patient having a rectal 
arteriovenous malformation.

Case Presentation
A 34 years old women, with no remarkable past, she developed a 

massive and repeating anal bleeding for 6 years requiring the itératives 
transfusions, clinically the abdomen is flexible, the rectal examination 
confirms the presence of red blood in the rectum.

The rate of hemoglobin to the admission is with 3.3g/dl, PQ : 
400000 and TP at 100%.

The biological test, the fibrescopy and the ultrasonography with 
Doppler of the hepatic veins didn’t shows signs of a cirrhosis, a portal 
hypertension or thrombosis of the mesenteric vein. 

Colonoscopic examination showed 3 blues venous cords in the 
low and middle rectum with internal hémorroïds (Figure 1a,1b).

The angioscan Objectified the presence of a parietal 
vascularization marked in the low and the middle of rectum with a 
vascular group in the anterior wall of the middle rectum, which is 
considered like a parietal vascular malformation of the middle rectum 
(Figure 2a,2b,2c).

The treatment which was considered is an arterial embolisation 
with a good clinical evolution marked by the absence of bleeding and 
the disappearance of the malformation in endoscopy of control.

Discussion
AVM in the gastrointestinal tract has been reported as vascular 

dysplasia,angiodysplasia and vascular ectasia  [1].

It was found in 1.4% to 3% of patients who underwent the colon 
fibrescopy for an acute or chronic perianal hemorrhage or anemia.

The localization and fréquency of AVMs in the clon and rectum 
was reported as follows : the ceacum and ascending colon: 54%; the 
transverse colon: 7%; the descending colon: 7%; the sigmoid colon: 
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Figure 1a: Text here.

Figure 1b: Text here.
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in the initial management of the bleeding [3,12] but it is not always 
applicable and often has undesirable effects potentially grave, such 
an incomplete obliteration due to toxicity of the sclerosing product 
calcifying especially in big vessels; consequently an alternative 
approach should be used. The surgical treatment, in particular a 
resection of the concerned segment is rarely indicated.

Because the endoscopic and surgical therapeutic approaches have 
their own limits, the embolisation by angiography is considered as a 
relatively safe and effective method [3-5,12,13].

The haemostasis by embolization is obtained by obliteration of 

Figure 2a: Text here.

Figure 2b: Text here.

Figure 2c: Text here.

the principal vein in the AVM, and diverse materials of embolization 
are used, including reels, Gelfoam, the thrombine, the collagen, 
autologous blood clot and ethanol [4]. The intestinal ischaemia is 
the complication dreaded with a rate of occured from 14% to 20% 
[6], however this method has a therapeutic interest, so facilitating its 
realization at our patient with a good short and medium-term answer.

Conclusion
The AVM is a rarer vascular disease in the rectum. It should 

be considered in recurrent rectal bleeding. Colonoscopy and CT 
angiography are the good methods of diagnostic.

The embolization angiography is considered as an effective and 
conservative treatment modality.
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