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Review Article

Infective Endocarditis
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1) Acute endocarditis

A severe form of infective endocarditis
caused by virulent pyogenic microorganisms such
as hemolytic streptococci or staphylococci. It can

become life threatening within days®
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2) Subacute endocarditis;

A form of infective endocarditis that
develops subtly over a period of weeks to several
months. It may produce symptoms for months before
heart valve damage or emboli make the diagnosis
clear. It is usually caused by Streptococus viridians
or Streptococcus fecalis"

3) Active endocarditis

A surgical term indicating an operation carried
out in the presence of obvious local cardiac infection
manifested by inflammation active vegetations,
abscesses, burrowing sinuses, or fistulae. If such an
operation is carried out while a patient is being treated
with antibiotics for active infection, or has been
treated within 2 weeks of operation, the disease is
considered active"

4) Healed endocarditis

A surgical term indicating an operation carried
at in the absence of obvious local cardiac infection
and inflammation, generally following treatment
and supposed eradication at microorganisms, It is
charac-terized by lack at local inflammation, vegetations
may be present but are generally endothelialized,
and abscess have resulted in well-defined and stable
cavities, including sinuses and fistulae".

5) Vegetation

Composed of a collection of platelets, fibrin,

. . . 6
microorganisms and inflammatory cells

2. Pathogenesis
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Recommendations: prophylaxis

2. Patients with previous IE
3. Patients with congenital heart disease

percutaneous technique, up to 6 months after the procedure

or percutaneous technique

Antibiotic prophylaxis should only be considered for patients at highest risk of IE lla (&
1. Patients with a prosthetic valve or a prosthetic material used for cardiac valve repair

a. cyanotic congenital heart disease, without surgical repair, or with residual defects, palliative shunts or conduits
b. congenital heart disease with complete repair with prosthetic material whether placed by surgery or by

c. when a residual defect persists at the site of implantation of a prosthetic material or device by cardiac surgery

4. Causative Organisms
tg A g a =\ 2,' [
ol ua g uean1sna IE UIngu
gram positive, gram negative {0 fungus GRVCERY)
g d‘ 1 nm v [ .
NVE wewwumu“lwmu'lmm Streptococci (48%),
Staphylococci (29%), Enterococci (8%)(15)
YY) @ J v a 1
S. aureus SaFURNUTHUNITAMYD U
{ waq ¥ Yy 9
Tsanenuna, wannulseIalsenaaay, Re.side
o o Y a a L .
endocarditis ¥AMIMINANGIFTANINNAQY mitral
= Y] a . Y ~
saduiudinslunsifa emboli latosiiga
{ Y a S o
Tuvaigh PVE oudanelu 2 houusnniinagi
AUNAN S. epidermidis 112 S. aureus(3)
daulu wﬂaﬂmnﬂuﬂmﬂuwe gram positive
EFUAYINUY ‘W‘]J’JTiJW‘]J”JEJ 20-60% ‘nwmwuwa

mmaaﬂ”luwm%@“@

LiveU AN TURAIIAMS
¥ 9

1451 antibiotic MINOULATIUKTIIOINAAINFD

V191NN 191 HACEK group N3nvzas29 lunun

(Y E4 1 4 1 ana o
Lﬁam%uﬂu ABITINTIV PCR Lﬁﬂ%?ﬂiﬂﬂ?ﬁﬂuﬂﬂﬂ

5. Risk factors and prevention
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Class* Level®

Antibiotic prophylaxis is no longer recommended in other forms of valvular or congenital heart disease 1 G

gﬂﬁ 1 Cardiac conditions at highest risk of infective endocarditis for which prophylaxis is recommended when a high risk

procedure is performed
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Recommendations: prophylaxis

A - Dental procedures:

periapical region of the teeth or perforation of the oral mucosa

Antibiotic prophylaxis should only be considered for dental procedures requiring manipulation of the gingival or lla c

Antibiotic prophylaxis is not recommended for local anaesthetic injections in non-infected tissue, removal of 1l C
sutures, dental X-rays, placement or adjustment of removable prosthodontic or orthodontic appliances or braces.
Prophylaxis is also not recommended following the shedding of deciduous teeth or trauma to the lips and oral mucosa

Class® Level®

B - Respiratory tract procedures®:

laryngoscopy, transnasal or endotracheal intubation

Antibiotic prophylaxis is not recommended for respiratory tract procedures, including bronchoscopy or I} (&

C - Gastrointestinal or urogenital procedures*:

echocardiography

Antibiotic prophylaxis is not recommended for gastroscopy, colonoscopy, cystoscopy or transoesophageal I} (&

D - Skin and soft tissue™:

Antibiotic prophylaxis is not recommended for any procedure

1] Cc

gﬂﬁ 2 Recommendations for prophylaxis of infective endocarditis in highest risk patients according to the type of procedure

at risk
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1) Clinical features

2) Echocardiography

3) Microbiology

4) Diagnostic criteria
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No allergy to penicillin or ampicillin

Amoxicillin or ampicillin*

Single dose 30—60 minutes before procedure

2 gpo.oriv 50 mg/kg p.o.or i.v.

Allergy to penicillin orampicillin Clindamycin

600 mg p.o.or i.v. 20 mgl/kg p.o.oriv.

gﬂﬁ 3 Recommended prophylaxis for dental procedures at risk
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IE must be suspected in the following situations
1. New regurgitant heart murmur

2. Embolic events of unknown origin

4. Fever: the most frequent sign of IE*
|E should be suspected if fever is associated with:

. Previous history of IE

. Previous valvular or congenital heart disease

Evidence of congestive heart failure
. New conduction disturbance

T o Oon o

precede cardiac manifestations)

Focal or non-specific neurological symptoms and signs
. Evidence of pulmonary embolism/infiltration (right-sided IE)

ST i PR

3. Sepsis of unknown origin (especially if associated with |E causative organism)

. Intracardiac prosthetic material (e.g. prosthetic valve, pacemaker, implantable defibrillator, surgical baffle/conduit)

. Other predisposition for IE (e.g.immunocompromised state, IVDA)
. Predisposition and recent intervention with associated bacteraemia

. Positive blood cultures with typical |E causative organism or positive serology for chronic Q fever (microbiological findings may

Vascular or immunologic phenomena: embolic event, Roth spots, splinter haemorrhages, Janeway lesions, Osler’s nodes

Peripheral abscesses (renal, splenic, cerebral, vertebral) of unknown cause

gﬂ 4 Clinical presentation of infective endocarditis

Echocardiography Lflum?'mﬁ@ﬁﬁwﬁm
Tumsdiane IE TasazdioAumitazyenuuia
Vegetation, @wm%ﬁmwﬁlﬁ@ﬁuﬁuguﬁa%, 9T
) perivalvu-lar extension zﬂum?mﬁaﬁlﬁﬁﬂmu
uazlsiiuAuTHIT 904 l3ARIY WU sensitivity
U9 transe-sophageal echocardiography (TEE) ﬂg‘ﬁ
90-100% 1u611m$1'7i transthoracic echocardiography
(TTE) 04 40-63% s

Tuedn1A1n13191 Von Reyn criteria 119578
TumsIiany IE UAWUIN sensitivity W8 51%
i diou i) A.91.1994 Durack aznaz 1aiane
Duke’s criteria 311813 Iavelae nondly
definite 40& possible IE NN sensitivity Lﬁwﬁ wiily
80% UANWU N over diagnosis Tuaiuves possible [E
da1nluil a.a1. 2000 Li nazaugla Usvalgaluau
VB9 possible IE Taels 1 major L90g 1 minor 130
3 minor criteria Lsffnnuwuuazﬁwmua“lugﬂuuu
modified Duke criteria é]d;ﬂ%ﬁuﬂ@: Glu'i'jwﬁ’u“"

wladdalunsiiede 1B 1aun blood
cul-ture, pathology, vegetation ai& echocardlography
Faulunsdensinitedione IE arsdains

culture, gram stain Q& tissue pathology e wo'"?

N384 blood culture ﬂ’JimeLa@ﬂmﬂ peripheral
989082 speci-mens mmnm aerobe Li01¥ anerobe
llilﬂ?ﬁﬂﬂ!,a’t‘)ﬂ 910 central line !,Wi'wj\li’t‘)ﬂ']ﬁ
Juiforldqa

7. Complication
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