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Nuestro objenvo es describir la
serie de casos diagnosticados de infeccion de endoprotesis aortica
‘= en los altimos anos en nuestro centro, asi como divulgar nuestra
¢ estrategia terapéutica en funcion de nuestra experiencia y revision
i1 delaliteratura, conel fin de estimular la generacion de informacion
I acerca de esta complicacion infecciosa de dificil manejo. Seria de
'] interés poder aunar esfuerzos en crear consensos en torno al diag-
nostico y tratamiento que mejoren el prondstico de estos pacientes.|
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* Serie de casos (10 afios de experiencia en infecciones de EVAR)
* Revision de la literatura
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* Propuesta diagnostico-terapéutica <
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- Dominguez-Cainzos, J., Rodrigo-Manjon, A., Rodriguez-Chinesta, J. M., Apodaka-Diez, A., Bonmati, G., & Bereciartua, E. (2021). Abdominal aortic endograft infection. A decade of experience and literature review. Enfermedades Infecciosas y M/crob/o/og/a
Clinica. https://doi.org/10.1016/J.EIMC.2021.06.018
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Published January 2018 in Journal of Vascular Surgery,
updating previous guidelines published in 2009 (and 2003)

The Society for Vascular Surgery practice guidelines on the @ -
care of patients with an abdominal aortic aneurysm

Elliot L. Chaikof, MD, PhD.” Ronald L Dalman, MD.” Mark K. Eskandari, MD.® Benjamin M. Jackson. MD.” . .

W. Anthony Lee, MD.® M. Ashraf Mansour, MD,’ Tara M. Mastracci, MD.? Matthew Mell, MD.® w 1 4 |nternat|0na|
M. Hassan Murad, MD, MPH,"” Louis L. Nguyen, MD, MBA, MPH,' Gustavo S. Oderich, MD. —

Madhukar S. Patel, MD, MBA, ScM,** Marc L. Schermerhorn, MD, MPH,* and Benjamin W. Starnes, MD, ‘ experts

Boston, Mass: Palo Alte, Calif Chicago. Il: Philadelphia, Pa: Boca Raton, Fla; Grand Rapids. Mich: Lendon United Kingdom:

Reochester, Minr; and Seattle, Wash

J Vasc Surg. 2018 Jan;67(1):2-77.e2

ABSTRACT

Background: Decision-making related to the care of patients with an abdominal aortic aneurysm [AAA4) is complex
Aneurysms present with varying risks of rupture, and patient-specific factors influence anticipated life expectancy.
operative risk, and need to intervene, Careful attention to the choice of operative strategy along with optimal treatment
of medical comorbidities is critical to achieving excellent outcomes. Moreover, appropriate postoperative surveillance is
necessary to minimize subsequent aneurysmerelated death or morbidity.

Methods: The committee made specific practice recommendations using the Gradie— =

Demert ok or e T e i 112 recommendations

-= idantifing the best available e~

+ 774 supporting references
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Chaikof EL, Dalman RL, et al.The Society for Vascular Surgery practice guidelines on the care of patients withan abdominal aortic aneurysm. J Vasc Surg [Internet]. 2018;67:2-77, e2.2.https://doi.org/10.1016/j.jvs.2017.10.044
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Aneurysm imaging. We recommend using ultrasound.
when feasible, as the preferred imaging modality for e Aneurisma Aorta Abdominal (AAA)

aneurysm screening and surveillance.
1. Ateroesclerosis

Leve| of moosmmendation 1 [Stromg)
Quality of evidence A [High) 2. Hombre + tabaco + edad (>65afios)
- ) 3. Responsable 1-2% de muertes
We recommend a one-tirme ultrasound screening for
AAAS In men of women 65 to 75 years of age with a his-

tory of tobacco use.
vl of recommendation Y — * Cribado ecografico en FRCV

Quality of evidence & {High) 1. >3cm diagndstico y seguimiento
2. Seguimiento TC

We recommend elective repair for the patient at low or

acceptable surgical risk with a fusiform AAA that is . 3-3,9cm: 3afios

=33 o *  4-49cm: lano
Leuelcfremrnerﬂaum 1MI >5cm: 6meses
Quality of evidence — 3. Tratamiento cuando:

We recommend repair for the patient who presents . >5,4cm (IA) ‘
with an AAA and abdominal or back pain that is likely . I "
to be attributed to the aneurysm. AAA y dolor atribuible (IC) 4
Level of recomnnendsticn 1 [Stromg)
Quality of evidence C [Low)

https://doi.org/10.1016/j.jvs.2017.10.044
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Figure 1. Risk of Rupture of Aneurysm According to the First Measured Aortic
Diameter.

The analysis is based on information from 1792 men and 465 women with ab-
dominal aortic aneurysms.

Powell, J. T., & Greenhalgh, R. M. (2003). Small Abdominal Aortic Aneurysms. New England Journal of Medicine, 348(19), 1895-1901. doi:10.1056/nejmcp012641
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* Reparacion abierta

Open repair of an abdominal aortic aneurysm

Aorta feait
Renal
arteries
Kidney ~ -
Location of
abdominal aortic
Abdominal aneurysm

aortic graft

Left common
iliac artery

Right common
iliac artery

* Mortalidad: 4,2-5,2%
* Neumonia: 12,9%

* |RA: 11,3%
* |sqg. Mes: 5,2%
* Estancia 7d

https://doi.org/10.1016/j.jvs.2017.10.044

TECNICA EVAR

éCuando, por qué y como?

* EVAR

Renal

Abdominal
aortic aneurysm

Left common
iliac artery

Right common
iliac artery
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* En la actualidad 80% de reparaciones de AAA = EVAR
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* Complicaciones locales de

surveillance endograft imaging*

punto de insercion .

- = Type I Inadequate seal at proximal (Ia)
Determine endoleak type or distal (Ib) endograft attachment sites,
Refer to Box A or iliac occluder plug (Ic)
= Type II: Backflow from visceral vessel
T | T 1 {lumbar, IMA, accessory renal, hypogastric)
without attachment site connection

Type I, IIL, IV Indeterminate Type IT
= Type III: Flow from medule disconnection

* Trombosis de extremidades R L

=5 mm? after graft placement

= Endotension (type V): Flow visualized but
source unidentified

* [squemia intestinal

e Sd. postimplantacion

Endoleak Endoleak

resolved persists
v
* Endoleak (endofugas) P
Good-risk High-risk
surgical candidate patient
¥ ¥
Open repairf/ Expectant
comversion management

* Infeccién de EVAR " v

Endograft surveillance *
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* Se acepta 0,2-5%

e 2 meta-analisis
e Argyriou et al (2017): 0,6%
(n=362)
e Lietal (2018): 0,2%
(n=351)

e Registro italiano
(R.I.LEVAR)

 2004-2012: 31420 EVAR
* Infeccién 26 = 0,08%

- Argyriou C, et al. Endograft infection after endovascular abdominal aortic aneurysm repair: A sys-tematic review and meta-analysis. J Endovasc Ther. 2017;24:688-97.
ia L, et al. Preliminary Results from a National Enquiry of Infection in Abdominal Aortic Endovascular Repair (R.l.-EVAR), Annals of Vascular Surgery (2015).

Incidencia

- Fernandez Prendes C, et al. Infrarenal aortic endograft infection: Asingle-center experience. Vasc Endovascular Surg. 2019;53:132-8.

11y 12 de mayo 2023
AC Atocha, Madrid
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JOURMAL OF s pae

ULAR
Meta-analysis wisevs THERAPY
Journal of Endovascular Therapy
. 1-10
Endograft Infection After Endovascular © The Author(9 2017
. . . Reprints and Ferrnissior.s: o
Abdﬂl‘hll‘l&::l' AOI".tIC Aneurysm Repau.': A ST
Systematic Review and Meta-analysis SSAGE

Christos Argyriou, MD, PhD', George S. Georgiadis, MD, PhD',
Miltos K. Lazarides, MD, PhD, FEBVS', Efstratios Georgakarakos, MD, PhD, MSc',
and George A. Antoniou, MD, PhD, MSc, FEBVS?

Abstract

Purpose: To report a meta-analysis of the published evidence on the outcomes of aortic endograft infection after
endovascular aneurysm repair (EVAR). Methods: A search of electronic information sources (PubMed/MEDLINE,
SCOPUS, CENTRAL) and bibliographic reference lists identified 12 studies reporting on 362 patients (mean age 72 years;
279 men). The methodological quality of the selected studies was assessed using the Newcastle-Ottawa scale. Endpoints
were 30-day/in-hospital meortality and follow-up meortality. Pooled estimates are reported with the 95% confidence interval
(Cl). The review was registered at the International Prospective Register of Systematic Reviews in Health and Social Care
(CRD42016034166). Results: The incidence of graft infection after EYAR was 0.6% (95% CI 0.4% to 0.8%). The time
from implantation to diagnosis ranged from | to 128 months (mean 25). The majority of patients (293, 81%) underwent
surgical treatment (95% CI 77% to 83%); 9 (2.5%) patients (95% CI 21% to 43%) received conservative treatment. Aortic
replacement with a prosthetic graft was performed in 58% (95% Cl 52% to 62%), whereas cryopreserved allografts and
autologous grafts were used in 31% (95% CI 28% to 33%) and 11% (95% CI% 8 to 14%), respectively. Less than half of the
patients (40%) had emergency surgery. The pooled estimate of 30-day/in-hospital mortality was 26.6% (95% Cl 16.9% to
39.2%). The pooled 30-day/in-hospital mortality for 9 patients treated conservatively was 63.3% (95% CI 30.7% to 87.0%).
The pooled overall follow-up mortality was 45.7% (95% Cl 36.4% to 55.4%) vs 58.6% (95% Cl 28.8% to 83.3%) for the

9 matiente receiving concaervative treatment Conclusiaon: Aartic endosrafe infecticon ic 3 Fare complicatien after EVAR

11y 12 de mayo 2023

Incidencia AC Atocha, Madrid

Eligibility Criteria, Study Selection, and Data
Management

The study included observational studies reporting out-
comes of endograft infection after standard EVAR for an
infrarenal or aortoiliac aneurysm using conventional endo-
grafts, either inside or outside the instructions for use. Case
reports or series with <5 patients and articles providing
inadequate information on the management and outcomes
of endograft infection after EVAR were excluded. Studies
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* Se acepta 0,2-5%

2019 (10 ANOS)

* EVAR urgentes + programados
* Excluidos micoticos, TEVAR

* 2 meta-analisis

e Argyriou et al (2017): 0,6%
(n=362)

. Lietal (2018): 0,2% (n=351)

* 329 EVAR 2 10

* Registro italiano (R.I.EVAR) INEECCIONES

e 2004-2012: 31420 EVAR
* Infeccidon 26 2 0,08%

. * INCIDENCIA 3%
°* En Espaﬁa’ HUCA e e e e

e Serie de 7casos (Incidencia
1,48%)

- Argyriou C, et al. Endograft infection after endovascular abdominal aortic aneurysm repair: A sys-tematic review and meta-analysis. J Endovasc Ther. 2017;24:688-97.
- Capoccia L, et al. Preliminary Results from a National Enquiry of Infection in Abdominal Aortic Endovascular Repair (R.l.-EVAR), Annals of Vascular Surgery (2015).
- Fernandez Prendes C, et al. Infrarenal aortic endograft infection: Asingle-center experience. Vasc Endovascular Surg. 2019;53:132-8.
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* FACTORES DE RIESGO * PATOGENIA

ESVS 2020 Management Guidelines for Vascular Graft and Endograft Infections 1 CO nta m i n a Cié n QX

Table 6. Risk factors for vascular graft/endograft infection®”’ «  ees
Pre-operative risk factors 2- ContIgUIdad

Prolonged pre-operative hospitalisation . ,
Infection in a remote or adjacent site b h
Recent percutaneous arterial access at the implant site 3 ‘ Slem ra ematogena
Emergency/urgent procedure
Re-intervention
Lower limb infection (ulcer, gangrene, cellulitis)
Groin incision
Intra-operative risk factors ,
Breach in aseptic technique °® CLASI FICACION
Prolonged operation time
Concomitant gastrointestinal or genitourinary procedure
Post-operative risk factors

Post-operative wound complications (infection, skin necrosis, 1 . P re COZ ( < 4 m e S e S )

lymphocoele, seroma, haematoma)

Paitj;;irftreﬂg::;l t;zisfacmm/akmd host defences 2 . Ta rd i a ( >4 m e S e S )

Malignancy

Lymphoproliferative disorder

Immune disorders

Corticosteroid administration

Chemotherapy

Malnutrition ‘
Diabetes mellitus/peri-operative hyperglycaemia

Chronic renal insufficiency/end stage renal disease

Liver disease/cirrhosis

Immunosuppression by non-suspended anti-tumour necrosis
factor alpha

VA
A

<P
b

- Chakfé N, Diener H, Lejay A, Assadian O, Berard X, Caillon J, et al. Editor’s Choice— European Society for Vascular Surgery (ESVS) 2020 Clinical Practice Guideli-nes on the Management of Vascular Graft and Endograft Infectlons Eur)J
VascEndovasc Surg. 2020;59:339-84.
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AHA SCIENTIFIC STATEMENT

a dental procedure. The American Heart Association does
not recommend antimicrobial prophylaxis for prevention of

o Vascular Graft Infections, Mycotic Aneurysms, vasculr graft o endovascuiar graft nfection in patints
= WnNo undergo a dental procequre or In uninfected patents
fLQ’\' and Endovascular Infections who undergo a urologic or gastrointestinal tract proce-
A Scientific Statement From the American Heart Association dure. 764302
The Society for Vascular Surgery practice guidelines on the We to prevent graft
@ CrossMark infection involving the

care of patients with an abdominal aortic aneurysm manipulation of the gingival or periapical region of teeth or

perforation of the oral mucosa, including scaling and root

canal procedures, for any patient with an aortic prosthesis,
'\f . Anthony Lee, MD,® M. Ashraf Mansour, MD," Tara M. Mastracci, MD.? Matthew Mell, MD,” whether placed by OSR or EVAR.

’LQ M. Hassan Murad, MD, MPH," Louis L. Nguyen, MD, MBA, MPH,' Gustavo S. Oderich, MD/
Madhukar S. Patel, MD, MBA, ScM** Marc L Schermerhorn, MD., MPH,? and Benjamin W. Starnes, MD,’
Boston, Mass; Palo Alto. Calif: Chicago. Il Philadelphia, Pa: Boca Raton, Fla: Grand Rapids, Mich: London, United Kingdom:
Rochester, Minn; and Seattle, Wash

Elliot L. Chaikof, MD, PhD.? Ronald L. Dalman, MD.” Mark K. Eskandari, MD." Benjamin M. Jackson. MD.”

Level of recommendation 1 (SIrong]
Quality of evidence

CLINICAL PRACTICE GUIDELINE DOCUMENT .
Recommendation 13

A ) T — B ] Antimicrobial prophylaxis to prevent vascular graft/endograft
Lo [1 (T o T [{-Bed European Society for Vascular Surgery (ESVS) 2020 Clinical infection should be considered before any de*;nal pmcefjm
Practice Guidelines on the Management of Vascular Graft and Endograft involving the manipulation of the gingival or peri-apical
fLQ Infectionsii‘; region of teeth or perforation of the oral mucosa, including
f)/g scaling and root canal procedures for patients previously ’
Nabil Chakfé ", Holger Diener *, Anne Lejay ¢, Ojan Assadian 2, Xavier Berard 2, Jocelyne Caillon ¢, Inge Fourneau 2, operated on with a vascular/endovascular graft. ‘ 4
Andor W.J.M. Glaudemans *, Igor Koncar *, Jes Lindholt *, Germano Melissano *, Ben R. Saleem *, Eric Senneville **,

Class Level References

1la [E " [Habib et al (2015)°

Riemer H.J.A. Slart ™, Zoltan Szeberin °, Maarit Venermo ?, Frank Vermassen °, Thomas R. Wyss *
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Tabla1

Caracteristicas clinicas, método diagndstico, tratamiento y prondstico

FACTORES DE RIESGO

0] Edad Maotivo Tipo de Cuidados sanitarios Meses hasta la
endoprotesis infecdon
1 G8 AAA(9cm) Endurant® Das reingresos (22d) 3 ’ .
L]
Hallazgo casual ﬂr;e]z{:?;.ljz};llavasc () Ca ra Cte rl St I Ca S .
2 74 AAA(9cm) Gore Excluder® Das re_ipgres«u's (28d) 3
o inteccion o 100% varones
. . End_o[u:galipul
P Wy o Cuatroreimesos. | o media edad 71 afios
abdominal (47d)
)
U:a]:r?;c. intraV O e 75,6mm
Das proc. extraV
Endofuga tipo u -
3 — - . 3 (]
= 0G| 4 * Comorbilidades:
o Tabaco e HTA 70%
5 59 Rntur_a AAA Endurant® Qx iniu_:!a] urgente 5
{6cm) Infeccion post (x O DLP 50%
o C.isquemica 30%
. O ; o ERC, DM2, IS, cancer solo 20%
Hallazgo casual
L] . . o
C s e A ] * Profilaxis preQx: 100%
e cefazolina iv 2g
................................... .
8 64 AAA (Gcm) Endurant* Un reingreso (7d) 21 : 2 ingresos : ‘
Hallazgo casual Das proc E:_:tla‘." . . . ; . 1 ’ 4
Endorga oo e Cuidados sanitarios ' 27,6d hospital
0 68 AAA(Ecm) Endurant* Siete reingresos (86d)| 72 : 30% Cx ;
Hallazgo casual Dos O ; |
Dios . intraV : 1
Unpﬂgej)]{-lltl]:\" : 30% lntra 1
Infecciones . \
10 74 AAA(OCcm) Gore Excluder” Un rei 2d) 15 ! 0, 1
g | Unproc . 60% Extra .
Infecciomes | e e i i i e
Endofuga tipo u
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Tabla1
Caracteristicas clinicas, método diagndstico, tratamiento y prondstico
Edad Motivo Tipo de Cuidados sanitarios Meses hasta la Clinica Origen Microorganismo  Tratamiento (x  Antimicrobiano  Seguimiento
endoprotesis infeccion probable (muestra)
6B AAA(9cm) Endurant* Dos reingresos (22d) 3 Asintomatico Flebitis SAMS Ox urgente por Cloxacilina Fallece intral}x
Hallazgo casual Lin proc, extravasc (HC+; rotura de AAA
Infecciones explante+)
74 AAA(9cm) Gore Excluder* Daos reingresos (28d) 3 Fiebre, dolor Bacteriemia E faoeclum Explante y Vancomicina Fallece alos 5d
Hallazgo casual Infeccidn postQx lumbar post 0Qx (HC+; bypass (FMO post(Qx)
Infeccidn explante+) axilo-bifemoral
Endofuga tipo 1
6B AAA(B2cm) Valiant* (x inicial urgente 42 Fiebre, dolor Extraccion 5. virtdans Explante y Ceftriaxona Fallece a los
(fig. 1) Dolor Cuatro reingresos lumbar dental (HC+; bypass 10d
abdominal (47d) aspirado+: axilo-bifemoral (Shock séptico)
Una Qx explante-}
Un proc, intraV
Daos proc, extraV
Endofuga tipo
75 AAA (Bcm) Nellix® Un reingreso (5d) 4 Fiebre Fistula P. mirabtiis, B, Explante y Ceftriaxona y Fallece a los
Hallazgo casual aorto-duodenal | thetalotoomi- bypass metronidazol 15d (FMO
cromn axilo-bifemoral posti)x)
........................... (HC+;
. explante+)
MEO’IG 1 6, 9 59 Rotura AAA Endurant* (x inicial urgente 5 Fiebre, drenaje Infeccidn E coli, Explante y Vancomicina y Vivo tras 48 m
. {Gcm) Infeccidn post (x retroperitoneal intraabdominal | Efaoecium, bypass piperadi-
Median a 4 5 : purulento E foecalis (HC-;  aorto-adrtico linajtazobactam
! V4 . drenaje con is
Lo mmm— - _ percutanen+; homoinjerto
explante criopreservado
cultivo— y
PCR-)
B1 AAA(BScm) Endurant* - 3 Dolor lumbar, Contaminacidn C acnes (HC-; Explante y Ceftriaxona 8s Vivo tras 60 m
Hallazgo casual pérdida (x inicial aspirado+; bypass Ao-bil y después
ponderal explante+) {protesis de moxifloxacino
Dacron) 4s
BO AAA(59cm) Anaconda® - 1 Fiebre, dolor Contaminacidn C. albdcans Limpieza (x ¥ Anidulafungina  Vivo tras 31 m
Hallazgo casual lumbar (x inicial (HC-; epiplonplastia G5y después
aspirado+, fluconazol 6 m
material Qx+)
G4 AAA(Bcm) Endurant* Un reingreso (7 d) 21 Dolor Toxiinfeccidn Listeria Limpieza Qx y Ampicilina iv Vivo tras 36 m
Hallazgo casual Daos proc ExtraV abdominal y alimentaria monocytogenes parche 6s
Endofuga tipo lumbar (HC-; pericardio
aspirado+, bovino
material Qx+)
G8 AAA(Bcm) Endurant® Siete reingresos (86d) 72 Fiebre, dolor Febitis SAMS Abstencion Qx Cloxacilina2s Fallece a las
Hallazgo casual Dos (x lumbar asociada a VWP (HC+) Indefinido: 12 m (infeccion
Das proc. intraV con Ciprofloxa- de EVAR)
Un proc, extraV bacteriemia cino+
Infecciones Clindamicina
74 AAA(9cm) Gore Excluder* Un reingreso (2d) 15 Fiebre Probable fistula | E faecium, B. Abstencidn Qx Daptomicina y Fallece a los
Hallazgo casual Un proc, intraV aortoentérica fragilis metronidazol 41 m, otras
Infecciones (HC-; 65 indefinido: causas
Endofuga tipo n aspirado+) doxiciclina y
metronidazol
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e CLINICA:

* Fiebre
Dolor abdomina 60-80%
Dolor lumbar

* Asintomaticos } 5-10%

e Otros: sd general, sangrado digestivo,
espondilodiscitis, embolos sépticos...

« ANALITICA:
* RFAT
* Leucocitosis

Clinica

11y 12 de mayo 2023
AC Atocha, Madrid
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Tabla 2
Criterios MAGIC

Eur J Vasc Endovasc Surg (2016) 52, 758—763

‘ Diagndstico

11y 12 de mayo 2023
AC Atocha, Madrid

Diagnosis of Aortic Graft Infection: A Case Definition by the Management of
Aortic Graft Infection Collaboration (MAGIC)

Clinica/cirugia

Radiologia

Microbiologia

Criterios mayores

Criterios menores

Pus microscopica confirmada
(periprotésica o en saco) en cirugia
Herida abierta con exposicion de
protesis o fistula

Fistula aortoentérica, aortobronquial,
etc.

Colocacién de prétesis en sitio
infectado (aneurisma micotico. . .).

Datos de infeccién local (eritema, calor,
induracion, etc.)

Fiebre> 38 °C con infeccién de pritesis
como causa mas probable

Liguido periprotésico en TC = 3 meses
tras implante

Gas periprotésico en TC = 7 semanas
tras implante

Aumento de gas periprotésico en
controles seriados

Otros: gas periprotésico, liquido o
inflamacion de tejidos blandos
sospechoso. Crecimiento de aneurisma,
discitis/osteomielitis, engrosamiento
de la pared intestinal, PET/TC
compatible, zammagrafia con
leucocitos compatible. . .

Cultivo de explante (+)

Cultivo de muestra intraoperatoria (+)
Cultivo de muestra de aspirado de
coleccion o saco (+)

Hemocultivos (+) sin otra causa
justificable

Marcadores analiticos de infeccién con
infeccion de protesis como causa mas
probable: elevacion de reactantes, PCR, ’
leucocitosis, etc. ‘

A

Adaptada de Lyons et al.®.
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e
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Técnica Sensibilidad Especificidad Ventajas Desventajas
Rapidez, precio, Toxicidad renal,
TAC 85-100% 85-94% intervencionismo perdida de
sensibilidad

Valoracién de tejidos | Lentitud, precio,
blandos, mayor incompatibilidad con

RMN 68-85% 97-100% especificidad, no marcapasos
toxicidad renal

. ¢ No dafio renal, Lentitud

SR 67-73% 87% técnica de apoyo

Leucocitos . e
diagndstico
No toxicidad renal Precio

- <
Sensibilidad y Falta de experiencia
PET 78-96% 70-93%

especificidad similar
al TC

\

<P
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r

- Chakfé N, Diener H, Lejay A, Assadian O, Berard X, Caillon J, et al. Editor’s Choice— European Society for Vascular Surgery (ESVS) 2020 Clinical Practice Guideli-nes on the Management of Vascular Graft and Endograft Infectlons Eur)
VascEndovasc Surg. 2020;59:339-84.
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Accuracy of FDG-PET—CT in the Diagnostic Work-up
of Vascular Prosthetic Graft Infection
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KEYWORDS Abstract Objectives: To investigate the diagnostic accuracy of fluoro-2-deoxy-o-glucose
Prosthetic graft positron emission tomography (FDG-PET) compared with computed tomography (CT) scanning
infection; and added value of fused FDG-PET—CT in diagnosing vascular prosthetic graft infection.
Diagnosis; Design: Prospective cohort study with retrospective analysis.

Positron emission Materials: Twenty five patients with clinically suspected vascular prosthetic infection under-
tomography; went CT and FDG-PET scanning.

Computerised Methods: Two nuclear medicine physicians assessed the FDG-PET scans; all CT scans were as-
tomography scanning; sessed by two radiologists. Fused FDG-PET/CT were judged by the radiologist and the nuclear
Accuracy medicine physician. The concordance between CT and FDG-PET and the inter-observer agree-

ment between the different readers were investigated.

Results: Fifteen patients had a proven infection by culture. Single FDG-PET had the best
results (sensitivity 93%, specificity 70%, positive predictive value 82% and negative predictive
value 88%). For CT, these values were 56%, 57%, 60% and 58%, respectively. Fused CT and ‘
FDG-PET imaging also showed high sensitivity and specificity rates and high positive and nega-
tive values. Inter-observer agreement for FDG-PET analysis was excellent (kappa = 1.00) and
moderate for CT and fused FDG-PET—CT analysis (0.63 and 0.66, respectively).

Conclusion: FDG-PET scanning showed a better diagnostic accuracy than CT for the detection
of vascular prosthetic infection. This study suggests that FDG-PET provides a useful tool in the
work-up for diagnosis of vascular prosthetic graft infection.

© 2010 European Society for Vascular Surgery. Published by Elsevier Ltd. All rights reserved.
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- Bruggink JLM, Glaudemans AWJM, Saleem BR, Meerwaldt R, Alkefaji H, Prins TR,et al. Accuracy of FDG-PET-CT in the diagnostic work-up of vascular prosthetic graft infection. Eur J Vasc Endovasc Surg. 2010;40:348-54.
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Article
['8FIFDG Uptake in Non-Infected Endovascular Grafts:
A Retrospective Study

Chiara Lauri 10, Alberto Signore L), Giuseppe Campagna 1 Francesco Aloisi 202, Maurizio Taurino 2

and Pasqualino Sirignano 3

Nuclear Medicine Unit, Department of Medical-Surgical Sciences and of Translational Medicine,
Sant’ Andrea Hospital, “Sapienza” University of Rome, 00161 Rome, Italy

#  Vascular Surgery Unit, Department of Clinical and Molecular Medicine, Sant"Andrea Hospital,
“Sapienza” University of Rome, 00161 Rome, Italy

Vascular Surgery Unit, Sant’ Andrea Hospital, Department of General and Specialistic Surgery,
“Sapienza” University of Rome, 00161 Rome, Italy

*  Correspondence: alberto. signore@uniromal.it

Abstract: Purpose: After endovascular aneurysm repair (EVAR), an increased [SFIFDG uptake
may be observed at PET/CT, being common to both vascular graft/endograft infection (VGEI) and
sterile post-surgical inflammation. Increased non-specific metabolic activity, due to foreign body
reaction, can persist for several years after surgery, thus complicating the interpretation of PET/CT
studies. In this paper, we aimed to assess ["FJFDG distribution at different time-points after the
implant of abdominal Endurant® endografts in patients without suspicion of infection. Methods:
We retrospectively evaluated ["FIFDG/CT in 16 oncological patients who underwent abdominal
aortic aneurysm exclusion with Endurant™ grafts. Patients had no clinical suspicion of infection and
were followed up for at least 24 months after scan. [*FJFDG PET/CT scans were interpreted using
both visual and semi-quantitative analyses. Results: The time between the EVAR procedure and
["8FIFDG PET/CT ranged between 1 and 36 months. All grafts showed mild and diffuse [*FIFDG
uptake without a focal pattern. Mean values of SUVmax were 2.63 + 048 (95% CI 2.38-2.88); for
SUVmean 1.90 + 0.33 (95% CI 1.72-2.08); for T/B ratios 1.43 + 0.41 (95% CI 1.21-1.65). SUVmax and

check for SUVmean were not correlated to the time elapsed from the procedure, but we observed a declining

updates a
_— R trend in T/ B ratio over time. Conclusions: Endovascular implant of Endurant” grafts does not cause
Citation: Lauri, C.; Signore, A ;

Campagna, G.; Aloisi, F; Tauring, M a significant inflammatory reaction. The evidence of faint and diffuse [¥FIFDG uptake along the
Sirignano, B [*FIFDG Uptake in graft can reliably exclude an infection, even in early post-procedural phases. Therefore, in patients
Non-Infected Endovascular Grafts: with a low probability of VGEI, ["¥F]FDG PET/CT can also be performed immediately after EVAR.
A Retrospective Study. Dingnostics

2023, 13, 409, https/ /doi.org/ Keywords: vascular graft infection; [“’F]FDG PET/CT; endurant; aortic aneurysm

10.3390)/ diagnestics13030409
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Ravisad: 27 Navembar 202 Endovascular abdominal and thoracic aneurysm repair (EVAR/TEVAR) are nowa-
days routinely performed endovascular procedures for the exclusion of abdominal aortic

aneurysm (AAA) and thoracic aortic aneurysm (TAA). More than 75% of AAA and almost
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Qualitative assessment was performed using the five-point visual grading score sug-
gested by Sah et al. [17]

Score 1: [18F]FDC uptake comparable to the background;

Score 2: diffuse [ISF]FDG uptake along the graft with mild intensity (<twice the blood
pool activity in the ascending aorta);

Score 3: focal and mild [I*FJFDG uptake or diffuse and strong (>twice the blood pool
activity) [1BF|FDG uptake;

Score 4: focal and intense [8F]FDG uptake (Ediffuse);

Score 5 focal and intense [mF]FDC uptake associated with peri-graft signs of
infection (e.g., fluid collections or abscesses).

According to this scale, score 1 and 2 were considered negative for infection, and
scores 3-5 as positive.
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Figure 2. Receiver operator curve (ROC) of prosthetic vascular graft
infection using the SUV.. as a guantitative measurement of
tracer uptake. A SUV ., of > 3.8 was determined as cut off value to
differentiate between infected and non-infected grafts (100%
sensitivity and 75% spedificity). SUV,,, = maximum standardized
uptake value; AUC = area under the curve.

Sah BR, Husmann L, Mayer D, Scherrer A, Rancic Z, Puippe G, et al. Diagnostic performance of 18F-FDG-PET/CT in vascular graft infections. Eur J Vasc EndovascSurg. 2015;49:455-64
Lauri C, Signore A, Campagna G, Aloisi F, Taurino M, Sirignano P. [18F]FDG Uptake in Non-Infected Endovascular Grafts: A Retrospective Study. Diagnostics. 2023; 13(3):409.
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Diagnostic imaging when VGEI is suspected

!

|

Thoracic/abdominal

Limbs

!

|

CTA [MBA if CTA is contraindicated)

CTA (MBA if CTA is contraindicated)

g FDG-PET/CT*

-~

!

WBCS with SPECT/CT”

Y

No other imaging required

L

BE MDG-PET/CT
OT

WBCS with SPECT/CT

Figure 2. Imaging workflow if vascular graft/endograft infection (VGEI) is suspected, divided into thoracic/abdominal and imb grafts.
CTA = computed tomography angiography; MRA = magnetic resonance angiography; '*F-FDG-PET/CT = "“F-fluoro-D-deoxyglucose posi-
tron emission tomography/computed tomography; WBCS = white blood cell scintigraphy; SPECT/CT = single photon emission computed
tomography/computed tomography. *'®F-FDG PET/CT can add more information, particulady in inconclusive CT. In some high grade
infection cases a second imaging modality as 18F-FDG PET/CT and /or WBCS combined with SPECT /CT may be useful to map the extent of
the infection. "WBCS can be applied if available otherwise, '*F-FDG PET/CT can be used.
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- Chakfé N, Diener H, Lejay A, Assadian O, Berard X, Caillon J, et al. Editor’s Choice— European Society for Vascular Surgery (ESVS) 2020 Clinical Practice Guideli-nes on the Management of Vascular Graft and Endograft Infectlons. Eur)

VascEndovasc Surg. 2020;59:339-84.
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Recommendation 2

When a vascular graft/endograft infection is suspected, it is
recommended that every effort is made to obtain
microbiological proof of infection.

Class Level References

| _Ba.r{:ne.tﬂl. (2013
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- Chakfé N, Diener H, Lejay A, Assadian O, Berard X, Caillon J, et al. Editor’s Choice— European Society for Vascular Surgery (ESVS) 2020 Clinical Practice Guideli-nes on the Management of Vascular Graft and Endograft Infectlons Eur)
VascEndovasc Surg. 2020;59:339-84.
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= * |/3 negativos
Rentabllldad * |/3 monomicrobianos

(33_66%) * 1/3 Polimicrobianos

* 50% G+:S.aureus 30% (1/5MR) >
streptococo/SCN |15%> enterococo 3%

. . * 30% G-:E. coli 20% > enterobacterias 5%
Mlcroorganlsmos > Pseudomona 4% <«

* | 0% Levaduras:candida
» 5%Anaerobios:bacteroides / C.acnes
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Tabla 1
Caracteristicas clinicas, método diagndstico, tratamiento y prondstico
D Edad Motivo Tipo de (Cuidados sanitarios Meses hasta la Clinica Origen Microorganismo| Tratamiento Qx  Antimicrobiano  Seguimiento
endoprotesis infecddn probable (muesira)
1 G8 AAA(9cm) Endurant* Dios reingresos (22d) 3 Asintomatico Flebitis SAMS (x urgente por  Cloxacilina Fallece intra(}x
Hallazgo casual Un proc, extravasc (HC+; rotura de AAA
Infecciones explante+)
2 74 AAA (9cm) Gore Excluder” Dos reingresos (28d) 3 Fiebre, dolor Bacteriemia E foeclum Explante y Vancomicina Fallece a los 5d
Hallazgo casual Infeccidn post(x lumbar post Qx [(HC+; Dbypass (FMO postQx)
Infeccidn explante+) axilo-bifemoral
Endofuga tipo 1
3 68 AAA(B2cm) Valiant™ (x inicial urgente 42 Fiebre, dolor Extraccidn 5. viridans Explante y Ceftriaxona Fallece a los
(fig. 1) Dolor Cuatro reingresos lumbar dental (HC+; bypass 10d
abdominal (47d) aspirado+; axilo-bifemoral (Shock séptico)
Una Qx explante-}
Un proc, intraV
Dos proc. extraV
Endofuga tipo u
4 75 AAA (Gcm) Mellix" Un reingreso (5d) 4 Fiebre Fistula F. mirabilis, B, Explante y Ceftriaxona v Fallece a los
Hallazgo casual aorto-duodenal | thetalotaomi- bypass metronidazol 15d (FMOD
cromn axilo-bifemoral postQx)
[HC+;
explante+)
5 59 Rotura AAA Endurant® (x inicial urgente 5 Fiebre, drenaje Infeccion E.colt, Explante y Vancomicina y Vivo tras 48 m
{6cm) Infeccidn post Qx retroperitoneal intraabdominal |  Efoecium, bypass piperad-
purulento E foecalis (HC-; aorto-adrtico lina/tazobactam
drenaje con is
percutaneo+; homoinjerto
explante criopreservado
cultivo— y
PCR-)
[ B1 AAA(B5cm) Endurant® - 3 Daolor lumbar, Contaminacion C acnes (HC-; Explante y Ceftriaxona 8 s Vivo tras 60 m
Hallazgo casual pérdida (x inicial aspirado+; Dbypass Ao-bil y después
ponderal explante+) {protesis de moxifloxacino
Dacron) 4s
7 80 AAA(59cm) Anaconda® - 1 Fiebre, dolor Contaminacidn C. albicans Limpieza Qx v Anidulafungina  Vivotras 321 m
Hallazgo casual lumbar (x inicial [HC-; epiplonplastia G5y después
aspirado+, fluconazol 6 m
material (+)
B 64 AAA (Gcm) Endurant® Un reingreso (7 d) 21 Dolor Toxiinfeccion Listeria Limpieza Qx y Ampicilina iv Vivo tras 36m
Hallazgo casual Dos proc ExtraV abdominal y alimentaria monocyiogenes parche Gs
Endofuga tipo u lumbar [HC-; pericardio
aspirado+, bovino
material Qx+)
9 68 AAA (Bcm) Endurant* Siete reingresos (B6d) 72 Fiebre, dolor Flebitis SAMS Abstencion (x (Cloxacilina 2s Fallece a los
Hallazgo casual Dos Ox lumbar asociada a VVP [HC+) Indefinido: 12 m (infeccidn
Dhos proc. intraV’ con Ciprofloxa- de EVAR)
Un proc, extraV bacteriemia dno+
Infecciones Clindamicina
10 74 AAA (9cm) Gore Excluder” Un reingreso (2d) 15 Fiebre Probable fistula |  E foecium, B. Abstencion Qx Daptomicina y Fallece a los
Hallazgo casual Un proc, intraV aortoentérica fragilis metronidazol 41 m, otras
Infecciones [HC-; G5 indefinido: causas
Endofuga tipo u aspirado+) doxiciclina y

metronidazol

11y 12 de mayo 2023
AC Atocha, Madrid

CG+ 80% de las muestras.

BGN 20%
Candida 10%
Anaerobios 30%

INFECCIONES POLIMICROBIANAS en 30%




VIl REUNION N

ASISTENCIA COMPARTIDA . 11y 12 de mayo 2023
Y MEDICINA HOSPITALISTA Tratamiento AC Atocha, Madrid

TABLE OF CONTENTS

6.2 ﬂwru:u: vascular /(ﬂlu ction without fistula . . 357
1. humduclnunamdﬁenaa])\speﬂs.. P . 343 621.1. szmnluudnumb 357
1L nn—pcwafb‘wgm&hm.\ RO .343 6212 Imigation . 357
12 Mahods . . . -+ 343 6.2.2.  Insitu reconstruction ... ... . 358
121 1‘h.. wnnngmnrml’. . sessrens ..343 6221, Sp(uﬂ(zchmuus. . 358
122, Evidence collecon ...t -343 6.2 Graft materials ... ... PP - |
12.21.  Searh strategy . -343 6223 Adjunctive therapy 358
Literature scarch and seecion . - 343 623 Extra-anatomic reconstruction . . .358
Evidence and recommendation grading crieria . .343 6231 Technigee....... . 358
4. The patlent’s perspective . ... L343 6.2.3.2. Snmmmmw .. . 359
123, The revision Process ........c..eeiiiieieioiiiiiains - | 6.2.4. Partial or total grakt explantation .. T ']
124, The update plan .. ..o DD * | 63 Thoracic vascular graft or e ru—ftrnunwlﬂnumﬂphugzulfudu 350
2. General Considerations 344 6.3.1.  Conservative treatment . . .. . PP -
2.1, Definition of incisional surgical site infection .. ............. B U O UPIPIE: * * | 632  Endovascular treatment a¢ hridging therapy ... L3590
22 Classifications 344 6.3.3. Treatment of the oesophagus .. ... .. . 360
2.3 Definidon of vascular graft/er t infection ............. - & 6.3 Limited treatment of fistda . . F S PRS- - |
24 Epidemiology 344 6.3 Radical fistula treament 260
241 Incidence............. -344 6.3.3.3.  Oesophageal prosthesis . . P21
2:4.2.  Riskfactors ........... -344 6.3.3.4. mﬁunvetrmmmrmzurmmge...... . 360
25, Pathogenesis RS - 344 6.4. Jhurntwmuduryufturendwruthunwuhwmyfudu . 360
2.6.  Clinical presentation. . Ceeen .345 6.4.1. Endovascular treatment . ....... . . 360
27 Mmbmgmdmmwmwx..... . 346 6.4.2. meamg:ulm.d:mmt . 361
27.1.  Microbiology .. .. . 346 6.5 gmwmmwm. RO - 361
272, Sampling techniques ... 347 7. Abdominal Aorta ....... - 362
2721 Directly obtained specimens . . . 347 7.1, Spedfic aspects . 362
2722 fﬂdﬁ'ﬁb'f-ﬁ‘mﬂzdvtwm . 347 711, Incidence .. ... PP -
27.3. Mmbmlwwlbdmkwm&ms e e e 348 712 CUnICAl PEESERLALION . .- oo oo os e oo o362
28, Imaging modalifles . ....... e R R - 1 713 th,Ldﬂwntmwn& 362
281 Introduction 348 7.2 Treamment gptons ... . .. e e e e 362
282 Conventional techniques 348 7.21. Conservative treatment . . ... . 362
2821  Ulrasound 348 7211 pmmmm - 362
2822  Compued wmography angiography 348 7212  Brigafion ........... PP PPPDUPPUE: -
2823  Magnetic resonance angiography . . 1 7.22.  In situ reconstruction 362
283, Nuclear imaging technigues ............ . 348 Spedfic techniques 362
2831 Pmnzmummmphy .349 2. Groft materials . ... .. . 363
2832, White blood cell scintigraphy . .. 350 7.2221. Reconstruction mﬂ.aumlqgum vein. . 363
3. Strategies to Prevent Graft or Endograft Infection ... -351 7.2222  Cryopreserved alOgralfls .. ...ttt e et e ee e ae e 363
3.1 Raw materials . e . 351 7.2.223.  Rifampicin bonded grafts 363
3.2 Log,lmnundpm(.pzmhucun .352 7.22.2.4.  Silver coated grafts .. e . 363
3.21. Smphﬁococcmmmlmnegc. .352 7.22.25  Xenogenous grafts ... . 365
322 Per-operative care .. .. .352 7.2.2.3.  Adjunctive therapies .. . . 365
3221 Shuwcmmnundhmmwd . 352 7.2.3.  Extra-anatomic reconstruction . . S OPPE:
3222  Antimigobial prophylaxis .. . s R 1 -1 A L] Two stage procedure 365
3223 Gloves 352 T.23.2. SHUTE MEUAZETEE ... Lo et ee e e e e e e ae e ae e e e 365
3224 Wound dosire 352 7.24. Systematic reviews and meta-analyses on i st re ction, extra-anatomic struction, and graft materdals ..... ......366
3.3, Anrbiotic prophylaxis during dental exraction 352 7.25.  Partial or total excision of the materdal . .. . 366
4. General Therapeutic Strategies ................... 353 7.26. Endograft infection PR T - ]
4.1, Ancimicrobial therapy . . . . .353 73 Groft enteric fistula 366
411, Choice urmnmuubmmmpy .353 7.3.1.  Specific reatment modalities .. . .. . 366
4.1.2.  Duration of treatment ........ -353 7.3.2.  Stent grafts as a temporary ora defini olution .. ... 366
4.1.3. Anr.umﬂubulﬂn:rdpymmg.mr_ ..353 7.3.3.  Insitu reconstruction or extra-anatomic reconstruction . . 367 ‘
414, lsolation ....... .353 7.34.  Total or partial graft excision .. . . 367
4.2, Surgical principles .353 7.35.  Bowel repair . . 367
5. Supra-aortic Trunks 354 7.3.5.1.  Direct sunmre vs. cm:pkxbumlmumn—ucum . 367
51 Specific aspects . . 354 7.3.5.2.  Omental interpositdon . . . 367
511 Incidence.... ..354 74 Visceral artery revascularisation infection. . . .. 367 " h
512, Clinical presentation ... . 354 75 Ureeal fisnila e .. 367 -
5.1.3. Smtfltd-ugmtn.rmddhlu .. .- ] 7.6.  Follow up and prognosis . .. ............. e e eeaiae e e aeeeeibaaeaeiaaaasaiaiaaasiaceananasss 367 £8 3
52 Treament options for supra-aortic trunk m;mlmy—uﬁfmdl.y'uﬁuy’znnn 354 8. Peripheral Arteries 269 ~ .* -

- Chakfé N, Diener H, Lejay A, Assadian O, Berard X, Caillon J, et al. Editor’s Choice— European Society for Vascular Surgery (ESVS) 2020 Clinical Practice Guideli-nes on the Management of Vascular Graft and Endograft Infectlons EurJ
VascEndovasc Surg. 2020;59:339-84.



VIl REUNION
ASISTENCIA COMPARTIDA
Y MEDICINA HOSPITALISTA

11y 12 de mayo 2023

Trata m | e ntO AC Atocha, Madrid

* TRATAMIENTO ATB * TRATAMIENTO QX

intensive antimicrobial therapy with broad spectrum anti-
biotics or antibiotics directed against the most likely
infecting organisms is indicated to control infection and
sepsis. In the choice of antimicrobial therapy the fact that
the graft material may be covered with a biofilm and also
the local epidemiology of resistance patterns have to be
considered. In some specific situations, the addition of
antifungal agents should be considered, especially in
visceral fistula cases. Once the responsible infecting or-

minimum of two weeks of intravenous therapy, if
possible, followed by an oral regimen for another two to
four weeks is indicated. If the infected material is
replaced by a new VG, four to six weeks of intensive
antimicrobial therapy is usually proposed to prevent
recurrent infection. Many authors favour a total treat-
ment time of three to six months in this situation, and
some even advocate one year of treatment. In those

Recommendation 14

Antimicrobial therapy is recommended in every patient with
an infected graft/endograft.

Class Level References

1 Darouiche (2004),°° Revest
et al. (2015)%

Recommendation 15

For the diagnosis and treatment of vascular graft/endograft
infection it is recommended that the patient be transferred
to specialised high volume centre with multidisciplinary
experience in this pathology.

Class Level References

1 | | Consensus of expert opinion

7.2.6. Endograft infection. Eradication of infection by
removal of the infected EG and ISR with biological material
has the lowest re-infection rate (< 10%) and is recom-
mended for patients who are fit for surgery.*>? Reported 30
day mortality rates have been 8% — 39% and amputation
rates 0% — 2%.'%% %1 |n the case of EAR, stump manage-
ment may be more difficult because clearly the neck can be
damaged by the extraction owing to the presence of su-
prarenal hooks promoting ligation very proximal to the
renal artery ostia. If the patient is unfit for surgery, con-
servative treatment with lifelong antibiotics or drainage of
infection without removal of the EG must be considered.
The mortality of patients managed by conservative treat-
ment with antimicrobial therapy alone is high, reported as
63.3% at 30 days.*’

12 Explante + reconstruccion IS >
extra-anatomica: mortalidad 30d
5,5-30%

22 Pacientes no candidatos a QX:
-Drenaje, limpieza

-TOS

*Moulakakis et al: mortalidad del 44,8%
*Shukuzawa et al mortalidad 16,7%

- Chakfé N, Diener H, Lejay A, Assadian O, Berard X, Caillon J, et al. Editor’s Choice— European Society for Vascular Surgery (ESVS) 2020 Clinical Practice Guideli-nes on the Management of Vascular Graft and Endograft Infections. Eur J VascEndovasc Surg. 2020;59:339-84.
- Moulakakis KG, Sfyroeras GS, Mylonas SN, Mantas G, Papapetrou A, Antonopou-los CN, et al. Outcome after preservation of infected abdominal aortic endografts.) Endovasc Ther [Internet]. 2014;21:448-55.
- Shukuzawa K, Ohki T, Maeda K, Kanaoka Y. Risk factors and treatment outcomesfor stent graft infection after endovascular aortic aneurysm repair. J Vasc Surg.2019;70:181-92.
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Tabla1
Caracteristicas clinicas, método diagndstico, tratamiento y prondstico
1D Edad Motivo Tipo de (Cuidados sanitarios Meses hasta la Clinica Origen Microorganismo| Tratamiento Qx | Antimicrobiano | Seguimiento
endopritesis infecdon probable (muestra)
1 G8 AAA(9cm) Endurant* Dos reingresos (22d) 3 Asintomatico Febitis SAMS (x urgente por | Cloxacilina Fallece intra(}x
Hallazgo casual Un proc, extravasc (HC+: rotura de AAA
Infecciones explante+)
2 74 AAA(9cm) Gore Excluder* Daos reingresos (28d) 3 Fiebre, dolor Bacteriemia E foeclum Explante y Vancomicina Fallece a los 5d
Hallazgo casual Infeccién post(Qx lumbar post Qx (HC+; bypass (FMO postQx)
Infeccidn explante+) axilo-bifemoral
Endofuga tipo 1
3 6B AAA(B2cm) Valiant® (x inicial urgente 42 Fiebre, dolor Extraccion 5. viridans Explante y Cefiriaxona Fallece a los
(fig. 1) Dolor Cuatro reingresos lumbar dental (HC+: bypass 10d
abdominal (47d) aspirado+ axilo-bifemoral (Shock séptico)
Una Qx explante-)
Un proc, intraV
Daos proc. extraV'
Endofuga tipo n
4 75 AAA (Bcm) Nellix® Un reingreso (5d) 4 Fiebre Fistula P. mirabilis, B. Explante y Ceftriaxona v Fallece a los
Hallazgo casual aorto-duodenal  thetalotaomi- bypass metronidazol 15d (FMOD
cromn axilo-bifemoral postQx)
(HC+:
explante+)
5 59 Rotura AAA Endurant® (x inicial urgente 5 Fiebre, drenaje Infeccidn E.colt, Explante y Vancomicina y Vivo tras 48 m
{Gcm) Infeccidn post x retroperitoneal intrazbdominal  Efaectum, bypass piperad-
purulento E faecalis (HC-; aorto-adrtico lina/tazobactam
drenaje con is
percutinec+; homoinjerto
explante criopreservado
cultivo- y
PCR-)
[ B1 AAA(BS5cm) Endurant® - 3 Dalor lumbar, Contaminacidn C acnes (HC-; Explante y Ceftriaxona 8 s Vivo tras 60 m
Hallazgo casual pérdida (x inicial aspirado+: bypass Ao-bil y después
ponderal explante+) {protesis de moxifloxacino
Dacron) 4s
7 B0 AAA(59¢cm) Anaconda® - 1 Fiebre, dolor Contaminacion C. albicans Limpieza Qx v Anidulafungina | Vivotras 321 m
Hallazgo casual lumbar (x inicial (HC-; epiplonplastia 65y después
aspirado+, fluconazol 6 m
material Qx+)
B 64 AAA (Bcm) Endurant® Un reingreso (7 d) 21 Dalor Toxiinfeccion Listeria Limpieza Qx y Ampicilina iv Vivo tras 36m
Hallazgo casual Daos proc ExtraV abdominal y alimentaria monocytogenes parche Gs
Endofuga tipo n lumbar (HC-: pericardio
aspirado+, bovino
material Qx+)
9 68 AAA(Bcm) Endurant* Siete reingresos [B6d) 72 Fiebre, dolor Flebitis SAMS Abstencién (x (Cloxacilina 2s Fallece a los
Hallazgo casual Dos Ox lumbar asociada a VVP (HC+) Indefinido: 12 m (infeccidn
Daos proc. intraV con Ciprofloxa- de EVAR)
Un proc. extraV' bacteriemia dno+
Infecciones Clindamicina
10 74 AAA(9cm) Gore Excluder” Un reingreso (2d) 15 Fiebre Probable fistula  E foecium, B. Abstencidn Qx Daptomicina y Fallece a los
Hallazgo casual Un proc, intraV aortoentérica [fragils metronidazol 41 m, otras
Infecciones (HC-; G5 indefinido: causas
Endofuga tipo n aspirado+) doxiciclina y

metronidazol
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Antibiotherapie des IPV

JOC enta
opératoire (ponction,
hémoc)

Période pré
opératoire

chirurgicale _ _
ot @esﬂlade Antibiothérapie IV adaptée selon les résultats des prélévements per

Relais par raitement chirurgicale

J14-S6
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o
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Sepsis avec ou sans colonisation ni infection 8 BGN résistant aux C3G connues dans les 3 mois

ou

Choc Septique sans colonisation ni infection 8 BGN résistant aux C3G connues dans les 3 mois

Pipéracilline-tazobactam
Ou

Cefepime plus
Métronidazole

AVEC
Daptomycine

ET

Amikacine

200 mg/'kg/j en perfusion prolongée ou continue aprés 4 g
de dose de charge. Maximum16g/j

2gx3/j en perfusion prolongée ou continue aprés 2 g de Si allergie pénicilline
dose de charge
500mgx3/j IV ou PO

10 mg'kg/j, IV une fois par jour Second choix
Vancomycine 40 mg'kg/j IV, en perfusion
continue aprés dose de charge de 30mg/kg en
120mn

30 mg'kglj en 1 perfusion IVL 30’

Choc septique ET colonisation connue ou antécédent d'infection BGN résistant aux C3G connu dans les 3 mois

Méropénéme
AVEC
Daptomycine
ET

Amikacine

100 mg/kg/j en 3 & 4 perfusions de 4h00 Si allergie Bétalactamine : avis d'expert

10 mg/kg/j, IV, une fois par jour Second choix
Vancomycine 40 mg/kg/j IV, en perfusion
continue aprés dose de charge de 30mg/kg en
120 mn

30 mg'kg/j en 1 perfusion IVL 30°
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Tabla 3 Tratamiento antibiotico empirico

Situacion clinica Ausencia de alergia a B-lactamicos Alergia a B-lactamicos
Infeccidn sin datos de sepsis ni
com plicaciones mecanicas
potenciales®

Retrasar ATB hasta la toma de muestras para estudio microbioldgico(hemocultivas, puncion
percutaneade muestras del foco infeccioso)

. . Aztreonam
. . Piperazilina-Tazobactam
Infeccidn con sepsis no grave y +

\ . +
sin factores de riesgo de Metronidazol

] ) Vancomicina )/ Daptomicina
microorganismos BLEES MDR /Dap +
Wancomicing / Daptomicinag
Artreonam
Meropenem

Infeccion con 5&|:Ih5|sgrave1.rfﬂ +Vancomicina / Daptomicina +Metr|:|n|.d§|znl N
con factores de riesgo de  Amikacing® +Vancomicina /Daptomicing
microorganismos BLEES MDR :: C;:I ofunging: + Amikacina

P £ +,/- Caspofunging®
‘rotura de aneurisma. "en caso de shock (necesidad de vasopresores o lactato > 2mmol/L) si sospecha de fistula aorto-entérica. ATE:
antibiotico. ATB: antibiotico. BLEE: betalactamasas de espectro extendido. MDR: multiresistente ‘

A
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Tabla 4. Tratamiento antibidtico dirigido (condicionado a sensibilidad segtin antibiograma)

Microorganismo

Tratamiento de inicio

Tratamiento secuencial

SAMS
SCNMS

Sin alergias Alergia a B-lactdmicos

Vancomicina /

Cloxacilina . .
Daptomicina

+ Rifampicina®

+ Ritampicina®

SAMR
SCNMR

Daptomicina / Vancomicina
+ Rifampicina?®

Linezolid

Quinolona + Rifampicina
Quinolona + Cotrimoxazol
Doxiciclina + Rifampicina
Cotrimoxazol + Rifampicina

Streptococcus sp

Ceftriaxona Vancomicina

Cefixima/ Levofloxacino

Enterococcus sp

Resistente a peniciling o
alergio a B-lactdmicos:

Vancomicina /
Daptomicina

Sensible a penicilina:
Ampicilina +/-
gentamicina

Ameoxicilina Clavulanico/
Levofloxacine

Resistente o penicilina:
Linezolid

Enterobacterias

Ceftriaxona/
Ceftazidima /Cefepima
BLEE: Meropenem

Aztreonam / Quinolona+
aminoglucdsido

Cefixima fCiprofloxacino/
Cotrimoxazol
BLEE: Ertapenem?®

Pseudomonas sp

Ceftazidima
. . / Aztreonam / Quinolona +
Piperacilina . L
aminoglucdsido
tazobactam

Quinoclona

Anaerobios

‘Bacteroides sp: Metronidazol
C. acnes: ceftriaxona

Metronidazol
Cefixima/ Moxifloxacino

11y 12 de mayo 2023
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 ;DURACION DEL TRATAMIENTO?
1. TECNICA QUIRURGICA DEFINITIVA

1. By-Pass extranatomico = 2 semanas
2. In-situ: 4-6 semanas.

2. MANEJO CONSERVADOR

1. Limpieza quirurgica y cobertura del injerto: 12-16 semanas. * 6
meses en caso de candida

2. Sin limpieza: TOS
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1. Tecnica EVAR en aumento
Infecciones raras pero potencialmente letales.

3. Siembra hematogena (factores de riesgo:
procedimientos invasivos)

Presentacion clinica muy variable.

Criterios MAGIC: CLINICA + RX + MICRO

TAC = PET

Muestra micro: HC = ASPIRADO ECOGUIADO = QX
TRATAMIENTO MULTIDISCIPLINAR

0 N O U bk
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