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Background

Aortic graft infections are rare 0.2-5%

Graft/arterial interface disruption

Hemorrhage

Sepsis



Risk Factors

Patient factors

Procedural factors

Postoperative factors

Perioperative procedural factors



Microorganisms/Pathogenesis

GP organisms

Staph aureus/ epidermidis

Streptococcus viridans

GN organisms

Ecoli

Enterococcus

Fungal

Graft contamination vs hematogenous seeding



Presentation

Fever 

Abdominal pain 

Systemic symptoms 

Psoas abscess 

Groin abscess 

Draining sinus tracts

Graft-enteric erosions ïGI bleed

Aneurysm rupture 

Aortobronchial fistula



Diagnosis

Establish presence of infection

Establish extent of infection

Mostly inferential

CTA

Delineate anatomy

Perigraft fluid

Abscess

Loss of fat planes

Ectopic gas

Presence of pseudoaneurysm

Peri-graft abscess

Psoas abscess

Loss of fat plane



Diagnosis

MRI 

Endoscopy (Extended UGI)

Bronchoscopy

FDG PET/WBC Scan

Positive Blood cultures



Preoperative Workup

Cardiac - echo

Pulmonary

Vein mapping

CRF?



Goals of Surgical Treatment

Explant infected prosthesis

Revascularize the aorta and its branches

Visceral

Renal

Pelvic

Lower extremities

Minimize the risk of perioperative complications and late 

recurrent graft infection



Evolution of Surgical Treatment

Extra-anatomic bypass

In situ Prosthetic graft replacement 

In situ allograft replacement

In situ autogenous venous reconstruction (NAIS) 



Axillo - bifemoral Bypass



Axillo - bifemoral Bypass



Staged procedure: 

Creation of axillofemoral bypass 

Explant aortic graft, with aortic stump closure

Axillo - bifemoral Bypass



1989-1999 (n=36)

5 year primary patency rate 64% 

5 year patient survival rate 56% 

Recurrent infection rate 3% 

Aortic stump blowout 3%

Failed grafts 35%



Axillobifemoral bypass

Advantages: 

Excessive perigraft purulence

Debilitated, severely malnourished, imunosuppressed pts  

Disadvantages: 

3-20% aortic stump blow out

11-20% amputation rate

Pelvic ischemia 

Prolonged LE ischemia (if not staged)



In situ Reconstruction: Rifampin 

soaked Dacron graft 

600 mg Rifampin powder 

In 250mls of normal saline 

for at least 30 minutes



Choice of Incision

Area to be treated and position of 

new graft

Body habitus

Need for medial visceral rotation

Position of proximal clamp

Relation of old graft to visceral/ 

renal arteries

Prox. aneurysm or debris



Operative Approach

Always get supraceliac control

Isolate renal vein 

Identify renal arteries

Suprarenal/ supramesenteric

control

Debride to healthy aorta

Debride retroperitoneum


