
Management of Infected Superior Mesenteric Artery Stents and Aortic Cuffs with

Thoracoabdominal Aortic Exposure, Stent Explant and Aortic Replacement

• Despite a complicated post-operative 

course, this case demonstrates the 

successful management of infected visceral 

aortic endograft material, with 

thoracoabdominal explant and aortic 

construction, using supra-celiac to 

infrarenal aortic perfusion to minimize 

ischemia.

Background Case

Post-Operative Course
• Post-operatively, he became hypoxic secondary to mucous plugging and

underwent needle and chest tube placement.

Following these interventions, he developed respiratory failure requiring initiation 

of veno-veno ECMO.

• The patient was taken for thoracotomy and pneumolysis and was found to have 

apical and mid-lung injuries, likely secondary to needle decompression and 

chest tube placement.

He required operative repair of a left common femoral artery injury secondary to 

line placement and coil embolization of the right hypogastric artery injury after a 

cardiac catheterization.

• He was discharged to rehab in stable and improving condition with no evidence 

of spinal or visceral ischemia.
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Discussion
• 72-year-old male with a history of chronic 

mesenteric ischemia treated with superior 

mesenteric artery (SMA) stenting via a 

retrograde open approach.

• Subsequently underwent recanalization and 

relining of his SMA stent via an 

endovascular approach after stent 

occlusion.

• Stents later occluded again, and he was 

noted to have stent migration and localized 

aortic degeneration around the SMA ostia.

• A tagged white blood cell scan at this time 

was negative and he was treated with an 

infrarenal aorta-to-SMA bypass, followed by 

placement of two aortic endograft cuffs to 

exclude the degenerated portion of the 

aorta.

• Patient re-presented with persistent 

bacteremia, and cross-sectional imaging 

demonstrated gas near his occluded SMA 

stents.

• Tagged white blood cell scan showed 

significant radiotracer uptake concerning for 

endograft infection.

• Decision made to proceed with 

thoracoabdominal aortic exposure, 

endograft explantation, and aortic 

reconstruction.

• Standard thoracoabdominal exposure was used to enter the 

retroperitoneal space.

• The area of aortic degeneration and SMA level were identified.

• Infrarenal and suprarenal clamp sites were developed.

• Purse strings were placed in the aorta: one cranial to the proximal 

clamp site and another caudal to the left renal artery.

• 10 French sheaths were placed in these two sites and connected to 

allow renal and infrarenal aortic perfusion.

• The descending thoracic aorta (proximal to prior aortic endografts but 

distal to the sheath) and suprarenal aorta were clamped.

• The aorta was opened longitudinally, and the aortic cuffs and SMA 

stents were removed.

• A cryopreserved aortic graft was brought onto the field and sewn end-

to-end using 3-0 Prolene suture in a parachute fashion.

• The distal clamp was then moved infrarenally to permit distal aortic 

perfusion while allowing for distal anastomosis creation above the 

renals.

• The aorta was opened just above the left renal artery, and the 

cryopreserved aortic graft was cut to length and sewn end-to-end to 

the suprarenal aorta using running 3-0 Prolene suture, with 16 

minutes of bilateral renal ischemia.

• Clamps were removed and inline flow restored.

• Native aortic wall was further debrided anteriorly around the SMA 

ostia to healthy tissue.

• The patient was taken to the ICU in stable condition.
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