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Very Late Aortic Endograft Infection
With Listeria monocytogenes in an
Elderly Man
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Miguel Montero-Baker, MD'

TDivision of Vascular Surgery and Endovascular Surgery, Baylor College of Medicine,
Baylor-St. Luke's Hospital, Houston, Texas
ZDepartment of Cardiovascular Surgery, Texas Heart Institute, Houston, Texas

Endograft infection with Listeria monocytogenes is a rare, potentially devastating compli-
cation of endovascular aortic aneurysm repair. To our knowledge, only 8 cases have been
reported. We describe the case of a 72-year-old man who presented with L. monocyto-
genes endograft infection and a 19-cm degenerative aneurysm 9 years after having under-
gone endovascular repair of an abdominal aortic aneurysm. The infection was successfully
treated with open surgical excision of the infected aortoiliac endograft and its replacement
with a rifampin-soaked, bifurcated Dacron graft. (Tex Heart Inst J 2022;49(1):e207298)

ndograft infection is a potentially devastating complication of endovascular
aortic aneurysm repair. Associated mortality rates range from 3% to 50%."
Reoperation to explant infected grafts often requires more proximal clamping
and is associated with major complication rates of up to 27%.> The current approach
to managing endograft infections is based on experience gained from the open repair
of degenerative aortas that have become infected. The pathogen most commonly
responsible for aortic degeneration is the Staphylococcus species, particularly S. aureus’
Aortic endograft infections are infrequent, with a reported incidence of approxi-
mately 2%.? Listeria monocytogenes infections of endografts are particularly rare. To
our knowledge, only 8 cases have been reported, and in 2 patients the infection was
treated by early surgical removal of the endograft.*"* We report a case of endograft
infection with L. monocytogenes in an elderly man 9 years after he had undergone
endograft implantation.

Case Report

A 72-year-old man presented at another hospital with recurrent fever of unknown
origin. Blood cultures and inflammatory marker tests revealed no identifiable source
of fever-inducing infection. Nine years before this presentation, the patient had under-
gone endovascular repair of a 12-cm abdominal aortic aneurysm (AAA) with an AFX
endograft (Endologix), followed 2 years later by thrombectomy for treatment of right
iliac limb occlusion and by coil embolization of the inferior mesenteric and left hypo-
gastric arteries for treatment of type II endoleak. At the current presentation, computed
tomographic (CT) angiograms of his abdomen and pelvis revealed a stable aneurysmal
sac and an intact endograft. The patient was admitted to the hospital for observation.
Two weeks later, his fever persisted, so meropenem, vancomycin, and gentamicin were
prescribed. Repeat CT angiograms revealed an increase in the diameter of the infra-
renal aneurysmal sac to 19 cm and radiographic signs of a contained rupture (Fig. 1).
These findings prompted the patient’s transfer to our institution.

Upon arrival at our institution, the patient was hemodynamically stable, but he
had vague abdominal symptoms and persistent fever despite negative inflammatory
marker tests. The symptoms raised concern for endograft infection and contained
rupture of the AAA. Therefore, we prescribed ertapenem and vancomycin. We also
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Fig. 1 Computed tomographic angiograms show the abdominal
aortic aneurysm (arrows) with A) the original endograft (arrow-
head) (axial view) and B) the inferior mesenteric artery coils
(arrowhead) that had been placed 7 years previously.

decided to perform exploratory laparotomy through a
traditional midline abdominal incision, excise the aor-
toiliac stent-graft, and replace it with a rifampin-soaked
Dacron graft.

An intraoperative transesophageal echocardiogram
ruled out endocarditis and valvular vegetations. Ab-
dominal exploration revealed a large retroperitoneal
aneurysm, but no evidence of rupture or hematoma.
Proximal control of the supraceliac artery and distal con-
trol of the iliac artery were achieved. The aneurysm wall
was incised longitudinally along its anterior aspect, and
the aneurysm thrombus was removed. The aortoiliac
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Fig. 2 Photograph shows the infected aortoiliac endograft after
excision.

stent-graft was excised and sent, along with a sample of
the aneurysm thrombus, for culture (Fig. 2). The aorta
was sized, and an 18-mm x 9-mm rifampin-soaked, bi-
furcated Gelweave Dacron graft (Terumo) was placed.
The proximal anastomosis of the graft to the aorta
was created with a running 3-0 Prolene suture. The
bifurcated graft limbs were tunneled retroperitoneally
through the left iliac aneurysm to the left external iliac
artery and through the right iliac aneurysm to the right
external iliac artery. The ureter was preserved. Distal
anastomoses to the external iliac arteries were then cre-
ated with end-to-side 4-0 Prolene sutures. Next, the
graft and retroperitoneum were irrigated with copious
amounts of amoxicillin and gentamicin. The redundant
aneurysm wall was reapproximated over the graft with
a running 0 Vicryl suture (Ethicon Inc., a Johnson &
Johnson company). The peritoneal defects over the iliac
arteries were closed with a 0 Vicryl suture, after which
the bowel was returned to its normal anatomic position.
The abdominal wall and its fascia were closed with a
running #1 polydioxanone suture. The surgical wound
was then profusely irrigated with saline solution. The
subcutaneous tissue was reapproximated with a 2-0
Vicryl suture. Finally, the skin was closed with a run-
ning 3-0 Monocryl subcuticular suture (Ethicon), and a
sterile dressing was applied to the incision site. Palpable
pulses were detected in the bilateral dorsalis pedis arteries
before the patient was transferred to the recovery room.
The patient’s postoperative course and recovery were
uneventful. Cultures obtained from specimens of the
excised endograft and aneurysm thrombus grew L.
monocytogenes, so the patient continued receiving ampi-
cillin and gentamicin parenterally until discharge from
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the hospital on POD 5, and then for another 3 weeks
as immunosuppressive therapy against graft infection.
After that, he began taking oral amoxicillin indefinitely.
At his 6-month follow-up visit, a CT angiogram re-
vealed an intact graft, uninterrupted aortic flow, and no
signs of infection. The patient continued taking amoxi-
cillin and resumed activities of daily living.

Discussion

Early surgical management of rare endograft infection
with L. monocytogenes is crucial. Treatment in this case
included complete excision of the infected aortoiliac
stent-graft and replacement with a rifampin-soaked,
bifurcated Dacron graft.

Listeria monocytogenes, a gram-positive, intracellular
bacterium, can cause serious illness such as Listeriosis
and has been associated with multiple foodborne disease
outbreaks linked to contaminated poultry, meat, cheese,
and seafood." Although the bacterium’s intracellular
nature makes it difficult to treat, penicillin or ampicil-
lin are effective against it.” Our patient was prescribed
parenteral ampicillin and gentamicin for 3 weeks after
hospital discharge and amoxicillin indefinitely after
that, because prosthetic material had been placed in the
previous area of infection. As Bandyk and colleagues”
showed, in situ reconstruction is a safe and durable treat-
ment option for less virulent aortic graft infections.

At increased risk for an invasive L. monocytogenes in-
fection are neonates, pregnant women, individuals with
impaired cellular immunity, and individuals older than
60 years.® The only risk factor for our patient was his
age. Although his original endograft had been in place
for 9 years, reoperation at 2 years to treat right iliac limb
occlusion and type II endoleak suggests that reinterven-
tion may be another risk factor. Nonspecific symptoms
such as intermittent fevers and negative blood cultures
at presentation are typical of L. monocytogenes infec-
tion."” In addition, an increase in AAA sac size may
point not only to an endograft infection, but also to an
atypical infectious organism.

Graft infections are typically treated by removing the
infectious source along with the graft, débriding the
surrounding tissue, and reestablishing blood flow. The
techniques used depend on the virulence of the causative
organism and overall fitness of the patient. Although
graft explantation and direct anatomic aortobiiliac repair
are effective in patients with less virulent infections, they
are also associated with prolonged hospital stays." Other
effective techniques are axillobifemoral bypass® and the
neoaortoiliac system procedure.® However, axillofemoral
bypass is associated with a patency rate of only 83% at 5
years, and the neoaortoiliac system procedure is long and
demanding.”" Reconstruction with cryopreserved arte-
rial allografts is useful and effective, although such grafts
are costly and not always readily available for emergency
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use.” Rifampin-soaked grafts are not only effective, but
also associated with low reinfection rates and overall re-
duction in graft colonization.” In this case, our patient
was a good and successful candidate for direct surgical
excision of his infected aortic endograft and replacement
with a rifampin-soaked graft.
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