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l. ATOpIKO AVauvNOTIKO

Avdpag 68 eTwyv

ApTnplakn utrépraocn atmo 18 €1n

[MoAUKUQOTIKI) VOOOG veE@pwY — XNA

Metapdoyxeuon veppou TTpo 15 eTwv

2Tepaviaia vooog — OEM 1rpo 7 eTwv

AveUpuopa aviouong aopTrng, AveTTApKeIa aopTIKAG PaABidag —
AopTIKO pooxeupa kal avrikaraotaon AoV (Bental bio) rpo 2 eTwv

MapdAAnAa: CABG (SVG — LAD)



l. ATopik6 AvapvnoTiko

DapHAKEUTIKH YWY KAT’ 0iKoVv

= Mycophenolate mofetil 250mg 1x2

= Cyclosporine 50mg 1-0-1/2 —  AVOOOKOTOOTOATIKA

= Methylprednisolone 4mg 1x1
= Amlodipine 5mg 1x1

= Carvedilol 6.25mg 1x2



|. ATOMIKO AVOMVNOTIKO
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Il. KAivikj Eikéva

1.1. loTopIKO TTPO TNG Voo nAciag (eSwTePIKOG aoBeVAQ)

= 4/10/2012: Eptrupeto £wg 39°C, xwpic oapr ouvodd CUNTITWHATA
@eTIKA KaAAIEpyEIa oupwvV: Proteus mirabilis —
‘Evap¢n Amoxicillin—clavulanate & Moxifloxacin

Atrupétnoe Tnv 3" uEpa

= 8/10/2012: EptrupeTto 39°C pe ouvodo piyog
AANayn avTIBIWTIKAG aywyns o€ Ciprofloxacin 200mgx2

= 16/10/2012: ETTIOVA TOU EUTTUPETOU
Augnon tng doooAoyiag oe Ciprofloxacin 400mgx2

ANwn aigokaAAIEpYEIQG




Il. KAivikj Eikéva

|.1. loTopIKO TTPO TNG Voo nAciag (eSwTePIKOG aoBeVAQ)
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(TTPO NG €I0aYWYNAS)




Il. KAivikj Eikéva

1.2. IoTopiké kaTd TNV eiIcaywyn

= 18/10/2012: AOyw ETTINOVNG TOU EUTTUPETOU €TTi 14 NUEPEC — €lI0aywyn O€
[Mepipepeiakd NoookouEio

» Emodeivwon tng veppikng Asitoupyiag (Cr 1.4 — 1.9 mg/dl)

»  Alatapax£C KOATTOKOIAIOKNC aywyiuoTnNTac — TOTToBETNON TTPOCWPIVOU
BNUaTodoTN

» KaMAiépyeia aipaTtog (16/10/12): Staphylococcus Haemolyticus (18/10/2010)

= 19/10/2012: Aiakouidy og KapdioAoyikry KAivikr) 3-BaBuiou Noookopegiou

KAIvikiy uttovoia A.E.

— Eloaywyn otn Zre@aviaia Movada Aoyw dIaTapaxwyVv KOATTOKOIAIOKAG
AYWYIUOTNTAG



Il. KAivikj Eikéva

1.2. IoTopiké kaTd TNV eiIcaywyn

All: 130/80 mmHg
Akpoaaon kapdidg: S1-S2 pubuikoi Xxwpic uonuarta

Akpoaon TTVEUUOVWYV: PUCIOAOYIKO avaTTveUoTIKO WiBupioua
KolAid: MaAakr], euttieotn, Amap ynAaentoé e ATTIa euaiobnoia,
OTTANVAG aWnAAPNTOG, EVTEPIKOI NXOI OKOUOTOI

NeupoAoyikn ¢€Taon: K.@.

‘EAgyxocg yia €10IKa onueia AE.:

Ocidia Osler

AAN\oiwoelg Janeway

MeTExelEC

KnAidec Roth apgiBAnoTpogidouc




|. ATOMIKO AVOMVNOTIKO

Il. KAIvikf) Eikéva

lll. AlayvwoTikA NMpooéyyion
V. MNMopeia Néoou

V. ZxoAlaouog MNMeploTaATIKOU



lll. AiayvwoTikA NMpooéyyion

EpyaocTtnpiakog ‘EAsyxog

WBC

Neut

Lymph 6
Mono 4.3
Eos 0.6
HCT

Hb

RBC

MCV 88
MCH 29
MCHC 33
PLT 119,000

CRP

TKE

Urea

Creatinine

Trop-I (hs)

LDH

Total Protein 5.8
Albumin 3.34
K 4.8
\E 138
SGOT 16
SGPT 17




lll. AiayvwoTikA NMpooéyyion

Epyaotnpiakog EAsyxog — KaAAiEpyeieg AiJaTog

2 Nuépeg TTPO TNG E10OYWYNG [mmm

] ] KaAAiépyela
2N nuépa voonAeiog —> QiPOTOC APVNTIKA

AN nuépa voonAeiag = KaAkigpyaia
aiaTOg OPVNTIKN



lll. AiayvwoTikA NMpooéyyion

HKI sikova

BHMATOAOTIKOZ ENAOIFENHE PYOMOS
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NMARPNG K-K atrokAEIoN6g — TotroBETnon TrpoowpeIvou BnUatodoTn



lll. AiayvwoTikA NMpooéyyion

ECHO kapdiag (TOE)




lll. AiayvwoTikA NMpooéyyion

ECHO kapdiag (TOE)

= KAEIOTA KOIAOTNTA PETACU aOPTIKNG BAABidag Kal aopTo-UITPOEIDIKAG

TITUXNG (TTEPIBAABIOIKO ATTOCTNHA?)

=  AopTikA BaABida: dAKTUAIOG pE KAAR dIAvoIEn, XwPic TTapaBaAlpIdIKn

dla@uyn, Xwpeic TTapouaia ekBAaoToewV. Naxuvon yYAwxivwy.

» Atroucia ekBAAOTACEWY ATTO TIC AOITTEC KAPDIAKESG BAABIOEC



lll. AiayvwoTikA NMpooéyyion

CT OQPAKOZ CT KOIAIAZ

Eikéva oupBarth ye Tapa-aopTiKO [TOANQTTAEC KUOTEIC ATTATOC
amréoTnUA ATtTouaia evOOKOIAIOKWY ATTOOTAMATWY




lll. AiayvwoTikA NMpooéyyion

2YNOWH KAINIKO-EPITAZTHPIAKQN EYPHMATQN

MoapateTapévo EPTTUPETO

OeTIKA KAAAIEPYEIQ AipOATOG

ATtreikovioTika eupuarta (CT, TOE)
oUMBaTd pe TTEPIBAABIOIKO ATTOOTNHA

Mpodidbeon via A.E.
(TrpooBeTik BaABida)




Kpithpia Aiayvwong Aoipwdoug EvookapdiTidag

Blood cultures positive for IE:

* Typical microorganisms consistent with |E from two separate blood cultures:
Viridans streptococci, Streptococcus bovis, HACEK group, Staphylococcus aureus; or
Community-acquired enterococci, in the absence of a primary focus;
or
Microorganisms consistent with IE from persistently positive blood cultures:
At least two positive blood cultures of blood samples drawn > 12 h apart; or
All of three or a majority of > 4 separate cultures of blood (with first and last sample
drawn at least 1 h apart)
or
ive blood culture for Coxielfa burnetii or phase | IgG antibody titer > 1 : 800

Evidence of endocardial involvement

» Echocardiography positive for IE
Vegeration - Abscess - New partial dehiscence of prosthetic valve

* New valvular regurgitation




Kpithpia Aiayvwong Aoipwdoug EvookapdiTidag

Blood cultures positive for IE:

* Typical microorganisms consistent with |E from two separate blood cultures:
Viridans streptococci, Streptococcus bovis, HACEK group, Staphylococcus aureus; or
Community-acquired enterococci, in the absence of a primary focus;
or
Microorganisms consistent with IE from persistently positive blood cultures:
At least two positive blood cultures of blood samples drawn > 12 h apart; or
All of three or a majority of > 4 separate cultures of blood (with first and last sample
drawn at least 1 h apart)
or
* Single positive blood culture for Coxiella burnetii or phase | IgG antibody titer > 1 : 800

Evidence of endocardial involvement

+ Echocardiography positive for IE
Vegetation - Abscess - New partial dehiscence of prosthetic valve)

New valvular regurgitation

MINOR CRITERIA

Predisposition: predisposing heart condition, injection drug use
Fever: temperature > 38°C
Vascular phenomena: major arterial emboli, septic pulmonary infarcts, mycotic aneurysm, intracranial haemorrhages, conjunctival
haemorrhages, Janeway lesions
ic phenomena: glomerulonephritis, Osler’s nodes, Roth’s spots. rheumatoid factor
Microbiological evidence: positive blood culture but does not meet a major criterion or
serological evidence of active infection with organism consistent with |E




Alayvwon Aoipwdoug evookapdiTidag

Alayvwon B£Bain Alayvwon méavin

2 ueilova KpITApIA

n 1 peidov & 1 éAaooov

1 peifov & 3 eAdooova n

n 3 eAdooova KkpITrpla

5 eAdooova kpiTrpla

Eur Heart J 2009; 30: 2369-2413



lll. AiayvwoTikA NMpooéyyion

2YNOWH KAINIKO-EPITAZTHPIAKQN EYPHMATQN

MapaTeTapévo ENTTUPETO

OeTIKA KAAAIEPYEIQ AiNOATOG

L AIACNQZH
ATTEIKOVIOTIKA eupApaTta (CT, TOE) AOIMQAOYZ ENAOKAPAITIAAZ
oupBartd pe TePIBAABIOIKS atréoThH

Mpodiddeon yia A.E.
(TrpooBeTIKA BaABida) ]
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V. Nopeia Néoou

ESEAIEN epTTUpETOU — [NpOooapuoyr avTIBIOTIKAG AYWYNG
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MEPa NognAgiag

Ka)\’)\lepvalsg Stap hylocqccus T
aIHOTOG Haemolyticus




V. Nopeia Néoou

6N NUEPQ voonAeiag:

ATTUPETOC, AINOOUVAUIKA OTABEPOC

AttokaTaoTaon pAeLokouIkoU pubuou — agaipeon
TTPOCWPEIVOU BNUaTodOoTN

KapdIOoXEIPOUPYIKN EKTIUNON
[TpoypOUMATIONOGC YIA XEIPOUPYIKN AVTIMETWTTION




IV. Nopeia Néoou

8" nuEPQa VOONAEIaC:
Eutropero >39°C

TayuTrvola
[TAPNS KOATTOKOIAIQKOC ATTOKAEIONOG
Alpoduvauiki Katappiyn

AlaocwAnvwaon

ET1reivouod KOpOIOXEIPOUPVIKN AVTIUETWITION

ON NUEPA VOONAEIQC:

O aoBevic atreRiwoe 10 €TTOMEVO 24WP0



IV. Nopeia Néoou

XEIPOUPYIKN AVTIUETWTTION

AIEYXEIPNTIKES EIKOVEC BIAVOIENG TOU ATTOCTANATOG



IV. Nopeia Néoou

XEIPOUPYIKN AVTIUETWTTION

AIEYXEIPNTIKES EIKOVEC BIAVOIENG TOU ATTOCTANATOG



IV. Nopeia Néoou

AIEYXEIPNTIKEC EIKOVEC BIAVOIENG TOU OTTOOTANATOG
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KAIvVIKN YTTovola Aoipwdoug EvookapdiTidag

Neogp@avi{opevo @uonua BaABISIKAG AVETTAPKEING
EpBOAIKA @aivopeva atrpoodidpioTng TTPOEAEUONG
2AYn ayvwoTtng aiTioAoyiag
(n ouxvotepn ekdnAwon A.E.), 16iwg oe cuvduaouod JE:
l.  EvOokapdiaksd TTPocBEeTIKO UAIKO ( , BNuaTodOTNG, ATTIVIOWTG)

Il. loTopikd Trponyouuevng A.E.

lll. loTopikd ouyyevoug KapdIoTTABEING

V. [pbéoearn rapéupacn pe eTTakdAoudn BakTtnplaiuia

VI. Zup@opnTikA KapdIaKr aveTTAPKEIX

VII. ME MIKPOOPYAVIOUOUG TTOU TUTTIKA TTPOKaAOUV A.E,
VIII. KnAideg Roth, BAGBec Janeway, olidia Osler

IX. Mn €10IK& €0TIOKA VEUPOAOYIKA CUUTITWHATA / onueia

X. Tlveupovikn epBoAr / dinBroeig

XI. Tepipepika atrooTripaTa



Evdciceic YTrepnxokapdioypapnuaTog

KAINIKH YTONOIA A.E.

!
v v

[MpooBeTikA BaABida / Mn d1ayvwoTIKO [MaBoAoyikd ApvnTikd
Evdokapdiakr) CUOKEUN TTE TTE TTE

) Vo X
—>  AIOIZO®ATEIO Echo (TOE) <€— v v

» ETTi apvntikoUu TOE aAAd ue etTipovn KAivikry uttévoia ALE.:
EmravaAnyn TOE o€ 7-10 nuépeg



PoAog Ytrepnxokapdioypapnuartog otn Alayvwon A.E.

1. AIATNQZH

Recommendations Class | Level

. TTE is recommended as the first-line imaging in suspected IE.

. TEE is recommended in patients with high clinical suspicion of |IE and
normal TTE.

. Repeat TTE/TEE within 7-10 days in case of negative initial examination
and if clinical suspicion of IE persists.

. TEE should be considered in most of adult patients with suspected IE,
even in case of positive TTE.

. TEE is not indicated in patients with a good quality negative TTE and
low suspicion of |E.




PoAog Ytrepnxokapdioypapnuartog otn Alayvwon A.E.

2. MAPAKOAOY®HZH NOZQY — EKTIMHZH ©EPATMEIAZ

Recommendations

B. Follow-up under medical therapy:

1. Repeat TTE and TEE is recommended as soon as a new complication
of IE is suspected.

. Repeat TTE and TEE should be considered during F.U. of
uncomplicated |E: time & mode depend on the initial findings, type of
microorganisms and initial response to treatment.

C. Intraoperative echocardiography
Recommended in all cases of |E requiring surgery.

D. Following completion of treatment
TTE is recommended at completion of antibiotic treatment for evaluation
of cardiac and valve morphology and function.

Class

Level




PoAoc MikpofioAoyikwy Ecetaoewy otn Alayvwon A.E.

Three independent blood culture samples incubated
in aerobic and anaerobic conditions

Positive cultures Negative cultures at 48 h

I 1
Clinical/echo Clinical/echo
SuggestIE? SuggestIE?

\k_l_* \P_I_'b

No Yes Yes No

Start antlbiaﬁcs Lls_ﬂse wnh_r_nlcroplology Iap
: i FERAT Consider additional investigations
as appropriate
Treat as negative culture IE with
regimen to cover likely organisms
Need for surgery?

I |

[ :

Reasess patient & Medical Send excise valve/lembolic material Reasess patient &
consider alternative diagnosis treatment for pathology & bacteriology consider altemative diagnosis




Tagivopnon Aoipwdoug EvookapdiTidag

Me Baon Tnv evromion / rapoucia evOOKPOIOKAG CUOKEUNRG

1. AploTepd evTomion o€ evdoyevi BaABida

2. Ap1oTEPA eVTOTTION O€ TTPOOoBETIKN BAABIda
Mpwipn (<1 £€10Q)
Oyipn (>1 £710¢)

3. Agd1d evTomion

4. N.E. oxeTi{opevn pe ouokeun (BNMaTodoTng, amviSwTAG)

Eur Heart J 2009; 30: 2369-2413



Evookapditida NpooBeTikng BaABidag
MikpofioAoyikad AsdopEva

° g i F 7 'l I - o - - - Ia " - 5 ] ) I 3
Table 1 Microbiology of early and late PVE. Authors’ otom findings compared 1o a recen
European lterature reviets’

Early PVE (%) Late PVE (%)

Ll experience Sl [} gl B LBurape
(n=34) ‘n=68) =132} (n=194)

29

5
17
i

Fungm
Maxed infections
Others
Culture negative

._.
e b

12
*Viridans group n=13 {10%), f hacmolyvtic streptococal n=3 (2%), and Srreprococcus bovis n=4
(3"%)

HACEEK, Hasmophilus, Acrinobacillus, Cardiobacterium, Eikinella, Kingella.

Heart 2001;85:590-93



Opiopog MepiBaABidikoU ATTOOTANATOG

Table 9 Anatomic and echocardiographic definitions

Vegetation

Surgery/necropsy

Infected mass attached to an endocardial structure,
or on implanted intracardiac material

El:lll.'ll.‘.ll d In' .'FII,

Oscillating or non oscillating intracardiac mass
on valve or other endocardial structures, or on
implanted intracardiac material

Perivalvular cavity with necrosis and purulent
material not communicating with the cardiovascular
lumen

Thickened, non-homogeneous perivalvular area with
echodense or echolucent appearance

Pseudoaneurysm

Perforation

Fistula

Perivalvular cavity communicating with
the cardiovascular lumen

Interruption of endocardial tissue continuity

Communication between two neighbouring cavities
through a perforation

Pulsatile perivalvular echo-free space, with
colour-Dappler flow detected

Interruption of endocardial tissue continuity

| traversed by colour-Doppler flow

Colour-Doppler communication between
two neighbouring cavities through a perforation

Valve aneurysm

Dehiscence of a
prosthetic valve

Saccular outpouching of valvular tissue

Dehiscence of the prosthesis

Saccular bulgmg of valvular tissue

Paravalvular regurgitation identified by | TE/TEE,
with or without rocking motion of the prosthesis




Evocigeic eréuBaong o€ A.E. mpooBeTikng BaABidag

Indications for surgery in PYE Timing* Class* Level®
A - HEART FAILURE

PVE with severe prosthetic dysfunction (dehiscence or obstruction) causing refractory Emergency
pulmonary cedema or cardiogenic shock

PWVE with fistula into a cardiac chamber or pericardium causing refractory pulmonary oedema Emergency
or shock

PVE with severe prosthetic dysfunction and persisting heart failure Urgent

Severe prosthetic dehiscence without HF Elective

B - UNCONTROLLED INFECTION

Locally uncontrelled infection (abscess, false aneurysm, fistula, enlarging vegetation) Urgent
PVE caused by fungi or multresistant organisms . Urgent/elective
PVE with persisting fever and positive blood cultures > 7-10 days Urgent

PVE caused by staphylococci or gram negative bacteria (most cases of early PVE) | Urgent/elective

C - PREVENTION OF EMBOLISM

PVE with recurrent embaoli despite appropriate antibiotic treatment Urgent

PVE with large vegetations (= 10 mm) and other predictors of complicated course (heart Urgent
failure, persistent infection, abscess)

PVE with isolated very large vegetations (> 15 mm) Urgent




Evocigeic eréuBaong o€ A.E. mpooBeTikng BaABidag

Locally uncontrolled infectior false aneurysm, fistula, enlarging vegetation)




Evocigeic eréuBaong o€ A.E. mpooBeTiknG BaABidag

ACC/AHA PRACTICE GUIDELINES

ACC/AHA 2006 Guidelines for the
Management of Patients With Valvular Heart Disease

4.6.2. Surgery for Prosthetic Valve Endocarditis

1.

Class 1

Consultation with a cardiac surgeon is indicated for
patients with infective endocarditis of a prosthetic

valve. (Level of Evidence: C)

. Surgery is indicated for patients with infective endo-

carditis of a prosthetic valve who present with heart

failure. (Level of Evidence: B)

. Surgery is indicated for patients with infective endo-

carditis of a prosthetic valve who present with dehis-
cence evidenced by cine fluoroscopy or echocardiog-

raphy. (Level of Evidence: B)

. Surgery is indicated for patients with infective endo-

carditis of a prosthetic valve who present with evi-
dence of increasing obstruction or worsening regur-
gitation. (Level of Evidence: C)

. Surgery is indicated for patients with infective endo-

carditis of a prosthetic valve who present with com-

plicatjons (e.g., abscess formation). (Level of Evi-
rfence.

Class Ila

1.

Surgery is reasonable for patients with infective
endocarditis of a prosthetic valve who present with
evidence of persistent bacteremia or recurrent emboli
despite appropriate antibiotic treatment. (Level of
Evidence: C)

Surgery is reasonable for patients with infective
endocarditis of a prosthetic valve who present with

relapsing infection. (Level of Evidence: C)

Class 111

Routine surgery is not indicated for patients with
uncomplicated infective endocarditis of a prosthetic
valve caused by first infection with a sensitive organ-
ism. (Level of Evidence: C)




ACC/AHA PRACTICE GUIDELINES

ACC/AHA 2006 Guidelines for the
Management of Patients With Valvular Heart Disease

4.6.2. Surgery for Prosthetic Valve Endocarditis

Class 1

1‘

4 00 Wwmmo e

wn

plications (e.g., abscess formation). (Level of Ewi-
dence: C)

Class lla

Surgery for prosthetic valve |E complicated with abscess formation

urgery 1s indicated for patients with infective endo-
carditis of a prosthetic valve who present with evi-
dence of increasing obstruction or worsening regur-
gitation. (Level of Evidence: C)

. Surgery is indicated for patients with infective endo-

carditis of a prosthetic valve who present with com-

I C
I B

CIass 111

Routine surgery is not indicated for patients with
uncomplicated infective endocarditis of a prosthetic
valve caused by first infection with a sensitive organ-
ism. (Level of Evidence: C)




Leontyev et al Acquired Cardiovascular Disease

Redo aortic valve surgery: Influence of prosthetic valve endocarditis
on outcomes

Sergey Leontyev, MD, Michael A. Borger, MD, PhD, Paul Modi, MD, FRCS, Sven Lehmann, MD,
Jorg Seeburger, MD, Thomas Walther, MD, PhD, and Friedrich W. Mohr, MD, PhD

Ohjectlve: Compared with reoperarive aormic valve replacement for nonendocarditic causes, the contemporary
risk and long-term outcomes of reoperation for aortic prosthetic valve endocarditis are ill-defined.

Methods: Between December 1994 and April 2008, 313 patients underwent
ment, of whom 152 (48.6%) had prosthetic valve endocarditis. Mean follow-up was 6.5 + (.4 years and

97.4% complete.

Results: Patients with prosthetic valve endocarditis were older with a higher risk profile. The overall hospital
mortality was 15.3% (n = 48) (prosthetic valve endocarditis vs nonendocarditis: 24.3%, n = 37, vs 6.8%,
n=11; P <.001). Independent predictors of perioperative mortality for prosthetic valve endocarditis were sepsis
{odds ratio [OR], 6.5; 95% confidence interval [CI], 2.0-21.0; P <.01), ejection fraction less than 30% (OR., 5.8:
95% CI, 1.3-25.0; P = 02), concomitant coronary artery bypass grafting (OR, 3.3;95% CI, 1.1-9.8; P = .03),
and aortic root abscess (OR, 2.7; 95% CI, 1.2-6.4; P = .02), and for the nonendocarditis group were concom-
itant coronary artery bypass grafting (OR, 8.1; 95% CIL, 2.0-33.0; P <.01), and mitral valve surgery (OR, 4.8;
95% CI, 1.3-17.9; P = .02). The 1-, 3-, 5-, and 10-year survivals for patients with and without prosthetic valve
endocarditis were 52% 4 4% versus 82% 4+ 3%, 43% £ 5% versus 73% =+ 4%, 37% £+ 5% versus 63% +
5%, and 31% £ 7% versus 56% =+ 8%, respectively (log rank < 0.001)_Predictors of long-term mortality in
prosthetic valve endocarditis were sepsis (OR, 3.1; 95% CI, 1.5—4.5; P <.01) and unstable preoperative status
(OR, 1.8;95% CIL, 1.2-3.5; P = .(4), whereas in nonendocarditis patients the only predictor was New York Heart
Association class IV (OR, 2.5; 95% CI, 2.8-7.4; P < .01). Five-year actuarial freedom from endocarditis was
80% £+ 0.3% versus 95% £+ 0.6% (prosthetic valve endocarditis cersus nonendocarditis; P = (N2).

Conclusions: Despite contemporary therapy, reoperation for aortic prosthetic valve endocarditis is still associ-
ated with relatively high perioperative mortality and limited long-term survival. (J Thorac Cardiovasc Surg
2011;142:99-105)




Avuopeveig NMpoyvwoTikoi Atgikteg o€ AE.

Patient Characteristics Microorganisms Complicated IE

 Elderly * S. Aureus * Heart fai_lure
. o F : * Renal failure
* Prosthetic valve IE ungi e

e Insulin dep. diabetes * Gram-negative bacilli * Septic shock

¢ Co-morbidity * Periannular complications

Echocardiographic findings

Periannular complications

Severe left-sided valve regurgitation

Low LVEF

Pulmonary hypertension

Large vegetations

Severe prosthetic dysfunction

Premature valve closure/signs of t diastolic Pr.




Avuopeveig NMpoyvwoTikoi Atgikteg o€ AE.

Patient Characteristics Microorganisms Complicated IE

e Heart failure

o Elde e S. Aureus
, Renal failure
¢ [Prosthetic valve IE * Fungi ® SITOKE

e Insulin dep. diabetes * Gram-negative bacilli e Septic shock

¢ ICo-morbidity Periannular complications

Echocardiographic findings

Periannular complications

¢ Severe left-sided valve regurgitation
Low LVEF
Pulmonary hypertension
Large vegetations
Severe prosthetic dysfunction
Premature valve closure/signs of ' diastolic Pr.




ENAIAOEPONTA ZHMEIA MNEPIZTATIKOY

1. MpodiaBeoikoi TrTapdyovTeg yia avatrTuén A.E.
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AvoookataoToArl & TlMpooBeTikni BaABida



ENAIAOEPONTA ZHMEIA MNEPIZTATIKOY

1. MpodiaBeoikoi TrTapdyovTeg yia avatrTuén A.E.

\ 4 4
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Antibiotics
Staphylococcus spp. Prosthetic valves

Antibiotic Dosage & route
Prosthetic valves

Methicillin-susceptible Staphylococci
12 g/day iv. in 4-6 doses

(Flu)cloxacillin
or

Oxacillin
with
Rifampin 1200 mg/day i.v. or orally in 2 doses = 6 weeks
and
Gentalmicin 3 mag/kg/day iv orim.in 2 or 3 doses 2 weeks

Paediatric doses

— Oxacillin and (Flu)cloxacillin as above

— Rifampicin 20 mg/kg/day iv. or orally in 3 equally

dwvided doses
Penicillin-allergic patients and Methicillin-resistant Staphylococci

Vancomycin 30 mg/kag/dayiv. in 2 doses =z 6 weeks
with
Rifampin and 1200 mg/day iv. or orally in 2 doses = G weeks
Gentamicin 3 mg/kg/dayivorim.in 2 or 3 doses 2 weeks

Pediatric doses as above

\_/

EUROPEAN
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Antibiotics
Empirical treatment

Antibiotic Dosage & route Duration |Comments
Native valves

Ampicillin-Sulbactam 12 g/dayiv in 4 doses 46 weeks Patients with blood-culture negative b
or should be treated in consultation with
Amozxicillin-Clavulanate 12 g/dayiv in 4 doses 46 weeks an infectious disease specialist b
w ith
Gentamicin 3 malkg/dayivorim.in 2 or 3 doses 4.6 weeks
Vancomycin 30 mghkaglday iv in 2 doses 46 weeks For patients unable totolerate Ilb
w ith p-lactams
Gentamicin 3 mglkg/dayiv orim. in2 or3 doses 4.6 weeks
w ith
Ciprofloxacin 1000 mg/day orallyin 2 doses or 4.6 weeks Ciprofloxacim is not uniformly active on

800 mg'day iv in 2 doses Bartonella spp.. Addition of Doxyeysline

is an option if Bartonella spp. is likely

Prosthetic valves (early = 12 months post surgery) |

Vancomyecin 30 mgkg/day iv in 2 doses B weeks  Ifnoclinical response surgery and b
with perhaps extension of the antibiotic

Gentamicin 3 ma/kg'dayivorim.in 2 or 3 doses 2 weeks  spectrum to gram-negative pathogens

w ith must be considered

Rifampin 1200 mg/day i.v or orallyin 2 doses

Prosthetic valves (late > 12 months post surgery) '

N\

EUROPEAN

www.escardio.org/guidelines an Heart Jounal (2009) 30:2369-2413 SOCIETY OF
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Indications for surgery - Native IE

Recommendations: Indications for surgery Class | Level
A. HEART FAILURE

Aortic or mitral |IE with severe acute regurgitation or valve obstruction causing

refractory pulmonary oedema or cardiogenic shock. Emergency

Aortic or mitral IE with fistula into a cardiac chamber or pencardium causing Emergency
refractory pulmonary oedema or cardiogenic shock.

W o

Aortic or mitral IE with severe acute regurgitation and persisting HF or echo-
cardiographic signs of poor hemodynamic tolerance (eary mitral closure or Urgent
pulmonary hypertension).

W o

Aortic or mifral IE with severe acute regurgitation and no HF. Electve

B. UNCONTROLLED INFECTION

Locally uncontrolled infection. Urgent
Persisting fever and positive blood culture = 7-10 days. Urgent
Infection caused by fungi or multiresistant organisms. Urgent/elective

C. PREVENTION of EMBOLISM

Aortic or mitral IE with large vegetations (10 mm) following one or more embolic

episodes, despite appropriate antibiotic treatment. Urgent B
Aortic or mitral IE with large vegetations (10 mm) and other predictors of complicated Urgent
course (HF, persistent infection, abscess). g
Isolated very large vegetations (=15 mm). Urgent

: p i EUROPEAN
www.escardio.org/guidelines t Journal (2009) 30:2369-2413 SQCIETY OF

CARDIOLOGY *



Prosthetic valve endocarditis (PVE)

Indications for surgery in PVE Timing Class | Level

A. HEART FAILURE

PVE with severe prosthetic dysfunction (dehiscence or obstruction) causing Eniaiane B
refractory pulmonary oedema or cardiogenic shock. rgency

PVE with fistula into a cardiac chamber or pencardium causing refractory

pulmonary ocedema or cardiogenic shock. s meticy B
PVE with severe prosthetic dysfunction and persisting hean faillure. Urgent
Severe prosthetic dehiscence without heart failure. Electve

B. UNCONTROLLED INFECTION
Locally uncontrolled infection (abscess, false aneurysm, enlarging vegetation). Urgent
PVE caused by fungi or multiresistant organisms. Urgent/elective
PVE with persisting fever and positive blood culture > 7-10 days. Urgent

PVE caused by staphylocci or gram negative bactena: (most cases of early PVE). Urgent/elective
C.PREVENTION of EMBOLISM

PVE with recurrent emboli despite appropnate treatment. Urgent

PVE with large vegetations (10 mm) and other predictors of complicated course (HF,

B
B

persistent infection, abscess). Urgent
PVE with isolated very large vegetations (= 15 mm). Urgent C
N
: p i EUROPEAN
www.escardio.org/guidelines an Heart Joumnal (2009) 30:2369-2413 SQCIETY OF

CARDIOLOGY *
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