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INTRODUCTION
Infectious aortitis is life-threatening, rapidly evolving into a 
false aneurysm and rupture. Sörelius recommends the term 
Infective Native Aortic Aneurysm (INAA) instead of mycotic 
aneurysm since microorganisms are usually bacteria.1 Antibi-
otic therapy, open repair (OR) with debridement, and in-situ 
repair with cryopreserved allografts, prosthetic antibiotic-im-
pregnated Dacron, femoral vein or extra-anatomic revascu-
larization, have been the recommended treatment options.2,3 
Endovascular aneurysm repair (EVAR) has emerged as a less 
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invasive alternative showing promising results. However, there 
are uncertainties due to a potentially higher risk of late graft 
infection. We report five patients treated for INAA and review 
the Latin America (LA) literature during the past 20 years. 

CASE PRESENTATION

Case 1- Montevideo, Uruguay
A 69-year-old man, current smoker with hypertension (HT), 
presented in May 2010 with enteral sepsis due to Salmonel-
la Species (SS) that was managed with ampicillin-sulbactam 
and ciprofloxacin. Computed tomography angiography (CTA) 
showed a horseshoe kidney and two aortic aneurysms of 33- 
and 35-mm diameter. One month later, CTA revealed aneu-
rysm growth. The patient continued with intense low back 
pain, raising concern for impending rupture. He underwent 
EVAR (Figure 1A) with an aortouniiliac graft and femoral-fem-
oral bypass with saphenous vein. Postoperative course was 
uneventful, and he was discharged on ciprofloxacin after ten 
days. Eight years later, CTA showed a patent reconstruction 
without reinfection (Figure 1B).
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Case 2 - Bogota, Colombia
A 67-year-old woman, current smoker and obese, present-
ed in April 2014 with abdominal pain, chills and fever. CTA 
showed a peri-aortic inflammation and blood cultures posi-
tive for SS. Treatment was started with cefepime and mero-
penem, but severe pain and fever persisted. A CTA two days 
later demonstrated a false aortic aneurysm one. Thoracic aor-
ta endovascular repair (TEVAR) was performed. PET CT scan 

revealed abnormal uptake around the endograft (Figure 2A). 
Antibiotic treatment was continued for six weeks, and the pa-
tient was discharged on indefinite ciprofloxacin and rifampic-
in. Four years later, she was diagnosed with fluoroquinolone 
enthesopathy, requiring replacement with cefpodoxime. A 
new PET CT scan showed no aortic uptake (Figure 2B). She 
died six years later, in July 2021, from COVID-19-related com-
plications.

Figure 1. A. Intraoperative angiography during EVAR showing two infrarenal INAA before endograft deployment. B. 8-year follow-up CTA 3D 
reconstruction.

Figure 2. A. Early postoperative PET CT scan after TEVAR with high periaortic uptake. B. Four-year follow-up PET CT scan without signs of 
active infection.
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Case 3 - Santo Domingo, Dominican Republic
A 63-year-old man, current smoker with HT and diabetes melli-
tus (DM), was admitted in June 2017 with fever, left chest pain, 
and hemoptysis. Laboratories revealed 23.000 leukocytes/mm3, 
29% hematocrit, and 9.6 mg/dL hemoglobin. CTA showed a tri-
lobed thoracic aortic aneurysm (Figure 3A). Emergent TEVAR 

under local anesthesia was performed (Figure 3B). Blood, urine 
and bronchoscopic cultures were positive for Klebsiella pneu-
moniae. Antibiotic therapy with meropenem and fluconazole 
was continued for eight uneventful weeks and then discharged. 
Four years later, in December 2021, he presented with fever 
and massive hematemesis and subsequently died.

Figure 3. A. Intraoperative angiography during TEVAR showing trilobed descending thoracic aortic aneurysm before endograft deployment. 
B. Intraoperative completion angiography showing adequate TEVAR.

Case 4 - Santa Fe, Argentina
A 61-year-old male presented in June 2021 with paraplegia and 
urinary incontinence caused by a purulent epidural collection. 
Surgical drainage and laminectomy were performed. Methicil-
lin-sensitive Staphylococcus aureus was isolated and treated 
with vancomycin and ciprofloxacin. He persisted with fever and 

hypotension. CTA revealed a pseudoaneurysm in the thoracic 
aorta located 18.4 mm proximal to the celiac trunk (Figure 4A) 
successfully treated with TEVAR. After four weeks of antibiotic 
therapy, pre-discharge CTA evidence complete exclusion of the 
pseudoaneurysm. In March 2023, he remained free of infec-
tious complications and recovered from paraplegia.

Figure 4. A. CTA axial view of descending thoracic aortic pseudoaneurysm (arrows) located 18.4 mm distal to the celiac trunk. B. Intraopera-
tive angiography at TEVAR completion showing a protection wire in the celiac trunk.
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Case 5 - Pasto, Colombia
A 64-year-old male, former smoker, presented in June 2021 
with abdominal pain and a liver abscess and was treated with 
ampicillin-sulbactam and metronidazole. He was readmitted 
for increased pain and fever. CTA showed a small liver lesion 
and a saccular infrarenal bilobed false aortic aneurysm (Figure 
5A). Blood cultures were positive for Klebsiella pneumoniae, 
and antibiotic therapy was changed to ertapenem. After three 
weeks, CTA revealed a left psoas abscess, requiring CT-guided 

percutaneous drainage. Antibiotic treatment was continued 
for six weeks until the normalization of inflammatory markers. 
Then, in-situ repair with debridement and placement of an in-
terposition silver-impregnated Dacron graft covered by pedi-
cled omentum was performed. Intraoperative findings sug-
gested chronic periaortic inflammation and fibrotic changes 
(Figure 5B). He recovered uneventfully and was discharged on 
oral ciprofloxacin for four weeks. The patient remains asymp-
tomatic and free of infection. 

 Figure 5. A. CTA 3D reconstruction evidencing a bilobed false infrarenal aortic aneurysm. B. Open repair with silver-impregnated Dacron graft.

DISCUSSION
Infectious aortitis is uncommon. In LA literature, we found 12 
published cases of INAA (Table 1) in addition to the 5 cases 
reported in this paper.4-12 The most frequent microorganisms 
were SS, 5 of 17 (29.4%) and Staphylococcus aureus (23.5%). 
Patients’ characteristics included age >55 (100%), HT (47%), 
tobacco use (35.3%) and DM (35.3%). INAAs were found in 
the infrarenal aorta in 8 patients (47%), descending thoracic 
5 (29.4%), suprarenal 3 (17.6%) and arch 1 (6%). EVAR was 
the treatment in 9 patients (53%), OR in 5 (29.4%) and hybrid 
repair in 3 (17.6%). OR was mainly used for infrarenal INAAs, 
whereas EVAR or HR was preferred for thoracic and suprare-
nal INAAs.

Until 2007, antibiotic therapy and open repair (OR) were 
considered first line of management with considerable mor-
tality (16-44%). A systematic review from Sorelius, including 
28 studies and 963 patients, found that the most common 
treatment was OR (58%), followed by EVAR (39%) and medical 

therapy (3%). Before 2010 OR was more common, but lately, 
EVAR frequency has risen. Postoperative antibiotic treatment 
>6 months was associated with better survival. Late infections 
were similar (21%), regardless of treatment approach.3 In LA 
review we see a tendency to use endovascular treatment plus 
antibiotics for INAA of the suprarenal and thoracic aorta and 
OR for the infrarenal. 

CONCLUSIONS
INAAs might be underreported in LA. OR is mainly used for 
the infrarenal abdominal aorta. EVAR or hybrid repair was 
preferred for the thoracic and suprarenal aorta. Preoperative 
antibiotics for at least two to six months or lifelong appear to 
reduce reinfection and graft-related complications. 
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