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Case introduction

Male 65 years old • Chronic Kidney Disease Stage IV secondary to infectious Glomerulonephritis (GN)
• Hypertension
• Hypertrophic Cardiomyopathy
• Aortic Root Dilation (43 mm)
• Severe Diffuse Aortic Atheromatosis
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→ Fenestrated Aortic Stent Graft COOK (celiac 
trunk, superior mesenteric artery, renal arteries)

July 2018

Juxtarenal abdominal aortic aneurysm 
(6 cm diameter) with prior right internal 
iliac embolization
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Bentley BeGraft 9*37mm, RRA stenting with Bentley BeGraft
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Case introduction

October 2025

Persistent inflammatory syndrome (noted during nephrology follow-up) 
present for several months with history of bacteremia with left psoas abscess

→ PET-CT : Diffuse hypermetabolism around aortic aneurysm 
wall (increased) predominantly in the anterosuperior portion



Case introduction

October 2025

Persistent inflammatory syndrome (noted during nephrology follow-up) 
present for several months with history of bacteremia with left psoas abscess

→ Labeled white blood cell scintigraphy : no infectious 
process involving the aortic endograft



Case introduction

October 2025

Persistent inflammatory syndrome (noted during nephrology follow-up) 
present for several months with history of bacteremia with left psoas abscess

→ Contrast-enhanced CT angiography : 

• progression of the aneurysm sac (from 57 mm to 65 mm),

• Type III endoleak at the level of the left renal stent with 

detachment from the main graft

• Complete rupture of the stent mid-portion

• No abscess or periprosthetic collection

• Presence of inflammatory peri-aneurysmal infiltration



Case introduction



Treatment approach

Selected strategy : endovascular repair

Open surgical revision was deemed too high-risk

The absence of periprosthetic collection and negative labeled WBC scintigraphy ruled out an infectious etiology, 
making endovascular intervention appropriate

Chosen to address the type III endoleak caused by detachment and fracture of the left renal stent

Goal : restore seal integrity and exclude the aneurysm sac from pressurization without the morbidity of open repair



Endovascular repair : images and explanation

• Hydrophilic guidewire (0.35 180cm) to 
navigate and reach the left renal 
fenestration

• Catheterization of the fenestration and renal 
artery with PTCA guidewire ST 0,18 guide 
then changed for a 0,35 ROSEN wire guide 
on a BER II 

• Use of steerable introducer sheath (7Fr*55cm) 
orientable introducer 



Endovascular repair : images and explanation

Proximal stent

• iCover 7*37mm 

• Inflation pressure and time : 10 

atm during 10 seconds

• Post-expansion : No



Endovascular repair : images and explanation

Proximal stent

• iCover 8*27mm 

• Inflation pressure and time : 10 

atm during 10 seconds

• Post-expansion : OCEANUS 35 

10*20mm 8atm 10 seconds 

Distal stent

• iCover 7*27mm 

• Inflation pressure and time : 10 

atm during 10 seconds

• Post-expansion : No



Endovascular repair : images and explanation

Distal stent

• iCover 7*27mm 

• Inflation pressure and time : 

10 atm during 10 seconds

• Post-expansion : No

Final angiography



Results

Selected strategy : endovascular repair

Objective achieved

✓ Re-lining of the renal fenestration successfully performed

✓ Prosthetic sealing fully restored

✓ Type III endoleak completely excluded



Results

• Favorable post-operative course

• Hospital discharge after 2 days

• CT angiograph follow-up (3 weeks) showed :

→ No recurrence of endoleak

→ Stable aneurysm sac — no enlargement

→ Satisfactory stent reconstruction and patency

Treatment : 

▪ antithrombotic/ antiplatelet

▪ ASAFLOW 80mg 1x/day (already prescribed prior the intervention) 

▪ CLOPIDOGREL 75mg 1x/day (already prescribed prior the intervention) 



Complication post operative

Late infectious complication – 1 month post procedure

Follow-up PET-CT revealed new infectious focus :

→ spondylodiscitis with diffuse enhancement around the entire endograft

→ Diagnostic puncture identified Enterococcus faecalis as the causative organism

Complete explantation was the only viable option (thoraco-phreno-lombotomy)

Patient outcome

The patient unfortunately passed away 3 weeks after the explantation procedure (septic complications of respiratory origin)



Discussion

Type IIIb requires open conversion more often (28.6% vs 7.5%)
→ predominant cause of late open conversion with type I representing ~22% of conversion 

Type III endoleak – what is known :

Overall incidence of Type III endoleak after EVAR = 3.7%

Median time to diagnosis : 49.5 months

→ Older generation grafts : 5-year incidence 6.8%
→ Modern generation grafts : 5-year incidence 3.6%
→ New generation grafts : 1.5-year incidence 1%

Type III endoleak = high-pressure, high-risk endoleak
Increased risk x9 of aortic rupture vs no endoleak

Risk factors : older generation endografts (HR 2.1), non-proprietary extensions (HR 3.6), angulated/calcified neck

Type IIIa (disconnection) accounts for 70.5% of cases; type IIIb (fabric defect) for 29.5%



Discussion

Structural failure of bridging stents is detected in only 43% of cases on CTA alone

Mechanical causes : cyclic fatigue, shear stress a, compliance mismatch, and flexion/bending during respiratory and cardiac cycles

Role of infection: bacterial colonisation may accelerate metal corrosion and weaken stent integrity, potentially contributing to 
structural failure — though direct causality remains difficult to establish in clinical settings

Bridging stent fracture :



Discussion

July 2018

Juxtarenal abdominal aortic aneurysm 
(6 cm diameter) with prior right internal 
iliac embolization

Mechanisms linking mispositioning to Type IIIa endoleak :

1. Insufficient overlap at the fenestration – stent interface

2. Marginal overlap – adequate at implantation, lost over time

3. Inadvertent deployment through the wrong fenestration

4. Poor flaring/incomplete seating of the stent into the 

fenestration ring



Conclusion

This case illustrates the complexity of managing late endograft complications in frail patients with a 
background of prior infection. The association of a type III endoleak, progressive aneurysm sac 

enlargement, and complete renal stent fracture represented a significant therapeutic challenge.

Key takeaways

✓ A multimodal imaging strategy (PET-CT, WBC scintigraphy, CT angiography) was essential to guide decision-making 
and rule out infection

✓ In the absence of infectious etiology and given the patient's frailty, endovascular repair was a safe and effective 
alternative to open surgery in first intention 

✓ Re-lining of the renal fenestration achieved complete endoleak exclusion and full restoration of graft integrity
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