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• EVAR and TEVAR have become the most 
common methods to repair abdominal and 
thoracic aneurysms

• Endograft infection rate is low:
– All risk factors are not fully known
– Management strategies are variable

Introduction
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Rutherford’s 9th edition, Chapter 47

• Staph aureus accounts for majority of graft infections
• Staph epidermidis or gram- negative bacteria 

infection rate has increased

• Gram-negative infections are virulent produce 
endotoxins à vessel wall integrity

• Early graft infection is related to infection of the prosthetic graft at 
perioperative period (0-4 months)
– Synchronous infection
– Hospital acquired bacteremia
– Sepsis, fever, advanced wound infection 
– Treatment of aortoenteric fistula

• Late infections are due to graft colonization  by low virulent 
bacteria

Temporal Classification of Graft Infection
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• Clinical diagnosis is difficult because in most cases 
symptoms are varied and non-specific 

• Blood cultures is positive in minority of cases
• The most definitive diagnosis is cultures obtained 

from material
à Diagnosis depends on radiographic findings
• No radiographic study is both highly sensitive and 

specific
• The most common radiographic study is CTA 

– Sensitivity and specificity of about 60+%

Diagnosis of Endograft Infection

• Functional WBC
• 18F-fluoro-D-deoxyglucose position emission tomography 

(FDG-PET)
• FDG PET (/CT)

• WBC with or without single photon emission computed 
tomography with lose dose CT (WBC (SPECT/CT))

• Difficult to evaluate all the risk 
factors because rate of infection is 
low 
– During a 43.9±30.4 months of 1200+ 

grafts infection was observed in 1.2 %
– Only 27% of infected had positive blood 

cultures
 

Identification of Risk Factors to Develop Endograft Infection Can Prevent 
Infection
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Factors that were NOT associated w endograft 
infection:

• None of patient's comorbidities or gender
• Graft material or type of grafts 

• Type of access –Open vs. percutaneous

Factors that were associated w endograft
Concomitant coil embolization of hypo
Higher endoleaks and type II 
Sac enlargement
More than 2 secondary procedures
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    Treatment of Aortic Endograft infection
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Patients Suspected of  
Diagnosis of 

Endograft Infection 

Conservative 
Therapy with 

Suppressive IV 
Abx

Operate and 
Remove Infected 

Graft with IV 
ABX

Graft and Aorta 
Resection w 

Extraanatomical 
Bypass

Graft and Aorta 
Resection w In-

situ 
Reconstruction

Start Broad 
Spectrum IV 
antibiotics

Stabilize patient

• Extra-anatomic bypass
–Ax-bifem bypass graft
–Explanation of infected endograft 

and aortic debridement
 

Operative Methods: 
Extra-anatomic Bypass and Explanation

• Explanation of infected endograft and 
revascularization by 
– NAIS procedure
– Homograft
– Rifampin-soaked endograft

• Specific concerns:
– Rifampin soaking is easy
– Homograft is not always available

• Very expensive
• Grave concerns about degeneration

Operative Methods: In-situ Reconstruction . (J Vasc Surg 2016;63:332-40.)
• Medical management:

• Broad Spectrum antibiotics
• More common among TEVAR group
• 80% mortality for TEVAR, 50% 

mortality for EVAR in this group*

• Pooled overall mortality 
45.7% for operative vs. 
58.6% for the conservative 
group

• 80% of 15 patients were treated 
conservatively
• 16.7% in-hospital mortality
• If no AEF, treat conservatively

. (J Vasc Surg 2016;63:332-40.)

• Survival was worse in patients w 
gram-negative infections 
(56% vs. 31% at 5 years)
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5-yr Survival of in-line reconstructed 
group(%)

NAIS Cryopreserved Ri fampin-soaked Bare prosthetic

• 30-d mortality was 11%, 5-yr survival was 51%

Case For Partial Excision
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•Early diagnosis of infection:
•If the infection is detected early and appears localized to a 
specific area of the endograft.
•Patient factors:
In situations where a patient's overall health may not tolerate a 
more extensive surgical procedure.
Important considerations:
•Imaging evaluation:
Thorough imaging studies like CT scans are crucial to accurately 
assess the extent of infection and determine if partial excision 
is appropriate.
•Multidisciplinary approach:
Management of infected endografts usually requires 
collaboration between vascular surgeons, infectious disease 
specialists, and radiologists.
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1. Rate of endograft infection is low but leads to very high mortality 
rates
– Best to avoid endografts with synchronous infection

– Endograft for AEF
2. Radiographic Diagnosis 

WBC scintigraphy or FDG PET scan  if CTA is equivocal
3. Operative vs. Medical management: If patient can tolerate it, it is 

best to remove the infected endograft
1. All AEF should be treated operatively
2. If gram negative cultures, treatment should be extra-anatomic 

   bypass and excision

Conclusions 
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Thank You

Thank You


