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Wereport the case of a 37-year-ol d-femal e patient who
had undergone a Bentall procedure at our serviceandre-
turned with intense chest pain and acute aortic dissection
type 11, which was diagnosed and clinically treated. One
year after thisepisode, thisdissection expanded, and thepa-
tient underwent surgery with interposition of a Dacron
graftinthedescending aorta. Intheimmediate postoperati-
ve period, the patient experienced | eft bronchopneumonia
and was discharged afebrile and in good condition. One
month after discharge, shereturnedwith fever and toxemia.
Pleural empyemawasdiagnosed, and sheunderwent anex-
ploratory thoracotomy that did not confirmthisdiagnosis,
but reveal ed i ntense effusion thickening. Four monthsafter
the exploratory thoracotomy, Klebsiella pneumoniae and
Enterobacter spwereisolatedinablood culture. Magnetic
resonance imaging reveal ed shapes compatible with peri-
graft infection. With this clinical and laboratory picture,
graft removal wasindicated aswas axillo-bifemoral graf-
ting. Surgery was successfully performed, the patient was
dischargedin good condition, and remainswell after a57-
month follow-up without complications. The methods used
for diagnosisand treatment of prosthesisinfectioninthora-
cicaortasurgery arediscussed.

In recent years, significant progress has been achie-
vedinthetreatment of aneurysmsand aortic dissections®2.
The advances arerelated to surgical techniques, vascular
prosthesesin the postoperative period, antibiotic therapy,
aswell asmethods of diagnostic investigation using com-
puted tomography and magnetic resonance?.

Despite these advances, severe* postoperative com-
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plicationssometimesstill occur with surgical proceduresin
theaorta. Among them, graftinfectionisoneof themost se-
vere, resultingin great morbidity and mortality 3.
Somemethods may be used to treat thiscomplication
with favorableresults®®. Theauthorsreport their service' s
experiencewith vascular prosthesisinfection and point out
the case of apatient who evolved with prosthesisinfection
inthepostoperativeperiod of distal dissection surgery, with
treatment performed with anaternativesurgical technique.

CaseReport

A 37-year-old, whitefema epatient withMarfan’ ssyn-
dromeunderwent surgery in 1985to treat annuloaortic ecta
siawiththe Bentall procedure. The patient wasdischarged
ingood condition and wasbeing followed-upwhen shere-
turned in 1990 complaining of intensethoracic pain. A De
Bakey typelll aortic dissection was diagnosed.

Since no complications were present, clinical treat-
ment was maintained until May 1991, when she returned
with painand underwent achest X-ray, digital angiography,
and CT scan demonstrating an 80-mm dilation of the des-
cending thoracic aorta.

Thepatient wasreferred for asurgical procedureand
underwent correction of the dissection through interposi-
tion of a Dacron graft, replacing the descending aorta
(fig. 1A and B). The surgery was performed using simple
aortic clamping between theleft carotid and thel eft subcla-
vian artery. Poor tissuewasverified intheproximal stump,
and because the distal stump was near the diaphragm,
access was hindered. During this period, cerebrospinal
pressure was monitored and maintained below 10 mmHg
through drainageof 50 mL of liquid.

The patient evolved with bronchopneumonia, recei-
ved cefoxitinfor 15 days, and was discharged in excellent
clinical condition.

Shewasevolving well when shereturned to the hospi-
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Fig.1- A) Aspect of thedissected aorta, thegreat amount of thrombi inthefal selumen;
B) final apsect of the operation to correct descending aorta dissection, demonstrating
extensive Dacron graft.
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tal after 1 month with fever suggesting empyemaeffusion.
She underwent exploratory thoracotomy that did not con-
firm the diagnosis but demonstrated only intense pleural
thickening. Duringthisprocedure, punctureof the perigraft
regionwas performed without lossof fluid.

Sheremained inthe hospital torecover fromthethora
cotomy and experienced fever and bacteremiacrises. Three
months later, Klebsiella pneumoniae and Enter obacter sp
wereisolatedinaserial blood culture, and trestment with an-
tibioticswasinitiated; however, theclinical picturedid not
improve. Investigation continued withtheuse of CT scan-
ning that reveal ed alargenumber of thrombi intheperigraft
regionandthepresenceof asmall amount of air (fig. 2). This
pictureled to the diagnosisof prosthesisinfection, and its
removal wasindicated sothat anaxillo-bifemoral graft could
be performed dueto the difficulties expected. The surgery
was successfully performed in 1991 (fig. 3A and B). The
Dacron graft waswithdrawn, the proximal and distal aortic
stumpswereclosed, andtheaxillo-bifemora graft waspre-
formed. The patient remained in the hospital for 45 days
with antibiotics, thefever ceased, and the patient progressi-
vely improved until shewasdischarged.

Sheis still being followed-up, and she has been
asymptomatic for 7 years. A late angiographic study de-
monstrated that the graft was pervious and the thoracic

Fig. 2 - Magnetic resonance and CT scan demonstrating the presence of thrombi, sug-
gesting the presence of air in the perigraft region.
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artery wasexcluded (fig. 4). Sheiscurrently taking oral anti-
coagulant medication and beta-blockers.

Discussion

Postoperative infection of agraft in thoracic artery
surgery isararecomplication. It hasoccurredin between 0.5
and 5% of the patients undergoing thistype of surgery 57.

Large surgeries used to treat thoraco-abdominal or
even abdominal aneurysms, requiring anastomoseswithfe-
moral andthoracicarteries, areusually more susceptibleto
infections, especially wheninfected cutaneouslesionsare
presentintheabdominal region, together with theinadequa:
te use of central venous catheters®2,

Theinfectiousprocessmay startinthesuturesitelea-
ding to dehiscenceand fa seaneurysmformation. Thesefd-
Se aneurysmsmay tear in cavities or adjacent organs, lea-
ding to hemoptysis, hematemesis, or melenaaccording to
theirlocation®,

Fig. 3- A) Thegraftispartialy withdrawn. Detail of thereoperation to treat infection;
B) theinterruption of the descending aortaright after emergency of theleft subclavian
artery isnoticed.

FFig. 4 - Digital angiography performed in theate postoperative period, demonstra-
ting the axillo-bifemoral graft and the site of abdominal aortainterruption indicated
by the arrow.
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Infection of aortic prosthesesisevident by the presen-
ce of fever and thoracic pain. Theinfectious process must
thereforebecarefully investigated. Thisinvestigation must
entail complementary examinationsthat will indicatetheap-
propriate conduct. Thefirst important measureistotry to
isolatetheresponsiblegerm by using serial blood cultures.
Themost frequently found germs are Staficoco Aureus, S.
Epidermidis, Sreptococo, Enterobacter, E. Coli, Proteus,
and Pseudomonas. Clinicd treatment includesspecificanti-
bioticsfor aminimum 30-day period®.

Complementary examinationsthroughimagesmust be
used, andthemost indicated are CT scan, and magneticre-
sonance, wherethe presenceof air andliquidintheperigraft
region can be observed. Other methods may contribute to
the diagnosis, such as radioisotope study, aortography in
the caseswherefal se aneurysm or aortic obstructionissus-
pected; digestive endoscopy when stomach, esophagus, or
duodenum erosion is suspected .

Inalmost al cases, thetreatment for thiscomplication
issurgical, performedwith graft replacement aswell asgraft
withdrawal followed by extraanatomical derivation, and, oc-
casionally, the prosthesisis covered with vascular grafts
followed by extraanatomical derivation 341,

Arq Bras Cardiol
2004; 82: 291-4.

Inour case, theclinical picturethat suggested perigraft
infection washindered by theradiol ogicimage, which sug-
gested thepresenceof empyemainthehemi-thorax apex. The
patient previously underwent exploratory thoracotomy.

Surgery wasindicated after thegermshad beenisola-
tedintheblood culture, inassociation withtheclinical pic-
tureand theexamination usingimages. However, therisk of
athird thoracotomy; theclinical pictureof malnutrition; dif-
ficulty reconstructing thevascular graft from the diseased
descending aorta; the ascending aortawith graft, paraple-
gia, and alsotheintoleranceto synthetic material **; before
the positive result of blood cultures made uswait too long
beforewithdrawing thegraft.

Webdievethat the increased time of clamping and
bleeding during thefirst intervention werethefactorsthat
contributed to the devel opment of infection and that other
investigation methods, such asradiology with labelled | eu-
kocytes, could help early treatment 2.

Wehave concluded that theincidence of perigraftsin
surgeriesto correct thoracic aortaaneurysmsislow and, in
the present case, axillo-bifemoral wastheadequate option
withexcellent lateandimmediateresults.
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