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Endokardit Tani/Tedavi- ABD 2005

Infective Endocarditis
Diagnosis, Antimicrobial Therapy, and Management of Complications

A Statement for Healthcare Professionals From the Committee on Rheumatic
Fever, Endocarditis, and Kawasaki Disease, Council on Cardiovascular
Disease in the Young, and the Councils on Clinical Cardiology, Stroke, and
Cardiovascular Surgery and Anesthesia, American Heart Association

Endorsed by the Infectious Diseases Society of America

Larry M. Baddour, MD, Chair; Walter R. Wilson, MD; Amold S. Bayer, MD;

Vance G. Fowler, Jr, MD, MHS: Ann F. Bolger, MD; Matthew E. Levison, MD*; Patricia Ferrieri, MD
Michael A. Gerber, MD; Lloyd Y. Tani, MD; Michael H. Gewitz, MD; David C. Tong, MD;
James M. Steckelberg, MD; Robert S. Baltimore, MD+; Stanford T. Shulman, MD; Jane C. Burns, MD;
Donald A. Falace, DMDi#: Jane W. Newburger, MD, MPH; Thomas J. Pallasch, DDS, MS;
Masato Takahashi, MD; Kathryn A. Taubert, PhD

Background—Despite advances in medical, surgical, and cntical care interventions, infective endocarditis remains a
disease that is associated with considerable morbidity and mortality. The continuing evolution of antimicrobial
resistance among common pathogens that cause infective endocarditis creates additional therapeutic issues for
physicians to manage in this potentially life-threatening illness.

Methods and Results—This work represents the third iteration of an infective endocarditis “treatment”™ document developed by
the American Heart Association under the auspices of the Committee on Rheumatic Fever, Endocarditis, and Kawasaki
Disease, Council on Cardiovascular Disease of the Young. It updates recommendations for diagnosis, treatment, and
management of complications of infective endocarditis. A multidisciplinary committee of experts drafted this document to
assist physicians in the evolving care of patients with infective endocarditis in the new millennium. This extensive document
is accompanied by an executive summary that covers the key points of the diagnosis, antimicrobial therapy, and management
of infective endocarditis. For the first time, an evidence-based scoring system that is used by the American College of
Cardiology and the American Heart Association was applied to treatment recommendations. Tables also have been included
that provide input on the use of echocardiography during diagnosis and treatment of infective endocarditis, evaluation and
treatment of culture-negative endocarditis, and short-term and long-term management of patients during and after completion
of antimicrobial treatment. To assist physicians who care for children, pediatric dosing was added to each treatment regimen.

Conclusions—The recommendations outlined in this update should assist physicians in all aspects of patient care in the
diagnosis, medical and surgical treatment, and follow-up of infective endocarditis, as well as management of associated
complications. Clinical variability and complexity in infective endocarditis, however, dictate that these guidelines be
used to support and not supplant physician-directed decisions in individual patient management. (Circulation. 2005;
111:e394-¢433.)
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Endokardit Profilaksisi- ABD 2007

Circulation "¢

Learn and Live..

JOURNAL OF THE AMERICAN HEART ASSOCIATION

Prevention of Infective Endocarditis: Guidelines From the American Heart
Association: A Guideline From the American Heart Association Rheumatic
Fever, Endocarditis, and Kawasaki Disease Committee, Council on
Cardiovascular Disease in the Young, and the Council on Clinical Cardiology,
Council on Cardiovascular Surgery and Anesthesia, and the Quality of Care and
Outcomes Research Interdisciplinary Working Group
Walter Wilson. Kathryn A. Taubert, Michael Gewitz, Peter B. Lockhart, Larry M.
Baddour, Matthew Levison, Ann Bolger. Christopher H. Cabell. Masato Takahashi.
Robert S. Baltimore, Jane W. Newburger. Brian L. Strom, Lloyd Y. Tani. Michael
Gerber. Robert O. Bonow. Thomas Pallasch. Stanford T. Shulman. Anne H. Rowley.
Jane C. Burns, Patricia Ferrieri. Timothy Gardner. David Goft, David T. Durack and
The Council on Scientific Affairs of the American Dental Association has approved
the guideline as it relates to dentistry. In addition. this guideline has been endorsed by

the American Academy of Pediatrics, Infectious Diseases Society of America, the In
Circulation 2007:116:1736-1754: originally published online Apr 19, 2007:
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Avrupa Rehberi- Turkce ceviri 2009

@ European Heart Journal (2009) 30, 2369-2413 ESC KILAVUZLARI

doiz10.1093 /eurheartj/ehp285

R OCI

Enfektif endokardit tani, 6nleme ve
tedavi kilavuzu (2009 giincellemesi)

Avrupa Kardiyoloji Dernegi (ESC) Enfektif Endokardit Tani, Onleme ve
Tedavi G6rev Grubu

Avrupa Kilinik Mikrobiyoloji ve Enfeksiyon Hastaliklari Dernegi (ESCMID) ve Uluslararasi
Enfeksiyon ve Kanser Kemoterapisi Dernegi (ISC) tarafindan desteklenmistir

Tiirk Kardiyol Dern Ars Suppl 8, 2009
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Endokardit Tani/Tedavi- Ingiltere 2011

Journal of Antimicrobial Chemotherapy Advance Access published December 2, 2011

Journal of
J Antimicrob Chemother Antlmlcroblﬂl
doi:10.1093/jac/dkr&50 Chemotherupy

Guidelines for the diagnosis and antibiotic treatment of endocarditis
in adults: a report of the Working Party of the British Society
for Antimicrobial Chemotherapy

F. Kate Gould*, David W. Denning?, Tom S. J. Elliott3, Juliet Foweraker*, John D. Perry!, Bernard D. Prendergast?,
Jonathan A. T. Sandoe®, Michael J. Spry! and Richard W. Watkin?

jDE‘pDFUﬂE‘I’IE of Microbiology, Freernan Hospital, Newcastle upon Tyne, UK; *National Aspergillosis Centre, University Hospital of South

Manchester, Manchester, UK; *Department of Microbiology, Queen Elizabeth Hospital, Birminghamn, UK; “Departrent of Microbiology,

Papworth Hospital, Cambridge, UK; “Department of Cardiology, John Raddiffe Hospital, Oxford, UK; *Department of Microbiology, Leeds
Teaching Hospitals NHS Trust, Leeds, UK; “Department of Cardiology, Heart of England NHS Foundation Trust, Birmingharn, UK

*Corresponding author. Tel: +44-191-223-1248; Fax: +44-191-223-1224; E-mail: kate gould@nuth.nhs.uk

The BSAC guidelines on treatment of infectious endocarditis (IE) were lost published in 2004, The guidelines
presented here have been updated ond extended to reflect developments in diognostics, new trial data and
the availability of new antibiotics. The aim of these guidelines, which cover both native valve and prosthetic
valve endocarditis, is to standardize the initial investigation and treatment of IE. An extensive review of the lit-
erature using a number of different search criteria has been carried out and cited publications used to support
any changes we have made to the existing guidelines. Publications referring to in vitro or animal models have
only been dted if appropriate clinical data are not available. Randomized, controlled trials suitable for the de-
velopment of evidenced-based guidelines in this area are still locking and therefore a consensus approach has
again been adopted for most recommendations; however, we hove attermpted to grade the evidence, where
possible. The guidelines have also been extended by the indusion of sections on dinical diognosis, echocardi-
ography and surgery.
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Endokardit Tani/Tedavi- ABD 2015

AHA Scientific Statement

Infective Endocarditis in Adults: Diagnosis, Antimicrobial
Therapy, and Management of Complications

A Scientific Statement for Healthcare Professionals From the American
Heart Association

Endorsed by the Infectious Diseases Society of America

Larry M. Baddour, MD, FAHA, Chair; Walter R. Wilson, MD: Arnold S. Bayer, MD;
Vance G. Fowler, Jr, MD, MHS; Imad M. Tleyjeh, MD, MSc:

Michael I. Rybak, PharmD, MPH:; Bruno Barsic, MD, PhD: Peter B. Lockhart, DDS;
Michael H. Gewitz, MD, FAHA; Matthew E. Levison, MD: Ann FE Bolger, MD, FAHA;
James M. Steckelberg, MD; Robert S. Baltimore, MD; Anne M. Fink, PhD, RN;

Patrick O’Gara, MD, FAHA: Kathryn A. Taubert, PhD, FAHA; on behalf of the American Heart
Association Committee on Rheumatic Fever, Endocarditis, and Kawasaki Disease of the Council on
Cardiovascular Disease in the Young, Council on Clinical Cardiology, Council on Cardiovascular
Surgery and Anesthesia, and Stroke Council

Background—Infective endocarditis 1s a potentially lethal disease that has undergone major changes in both host and
pathogen. The epidemiclogy of infective endocarditis has become more complex with today’s myriad healthcare-
associated factors that predispose to infection. Moreover, changes in pathogen prevalence, in particular a more common
staphylococcal origin, have affected outcomes, which have not improved despite medical and surgical advances.

Methods and Results—This statement updates the 2005 iteration, both of which were developed by the American Heart
Association under the auspices of the Committes on Rheumatic Fever, Endocarditis, and Kawasaki Disease, Council on
Cardiovascular Disease of the Young. It includes an evidence-based system for diagnostic and treatment recommendations
used by the American College of Cardiology and the American Heart Association for treatment recommendations.

Conclusions—Infective endocarditis is a complex disease, and patients with this disease generally require management by a team
of physicians and allied health providers with a vanety of areas of expertise. The recommendations provided in this document
are intended to assist in the management of this uncommon but potentially deadly infection. The clinical varability and
complexity in infective endocarditis, however, dictate that these recommendations be used to support and not supplant decisions
in individual patient management. (Circulation. 2015:132:1435-1486. DOIL: 10.1161/CIR.0000000000000296. )
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Endokardit Rehberi- Avrupa 2015

European Heart Journal Advance Access published August 29, 2015

@ European Heart Journal ESC GUIDELINES

FURTFEAN doi:10.109 3/eurheartj/ehv319
L

2015 ESC Guidelines for the management
" of infective endocarditis

The Task Force for the Management of Infective Endocarditis of the
European Society of Cardiology (ESC)

Endorsed by: European Association for Cardio-Thoracic Surgery
(EACTS), the European Association of Nuclear Medicine (EANM)
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Rehberde...

99 oneri mevcut

* Bir adet A duzeyinde Oneri

e 48 adet B diizeyinde oneri (Yarisi antibiyotik
tedavisi ile ilgili)

* 50 adet C diizeyinde oneri (13’0 antibiyotik
tedavisi ile ilgili)




Oneri Siniflamasi

}I'ahlﬂ- 1 Tavsiye smiflan

Tavsiye Simiflarn Tamm

Belli bir tedavi veya i;lemin kirll, yararll ve etkili olduguna iliskin

Belli bir tedavi veya islemin yararly/etkili oldugiuna iliskin celiskili

Sunf |1 kamit ve/veya farkh gorusler

Kanrtlarin/ goruslerin agirhgh yararlilik/etkililik yonunde

Kanrtlar/gorusler yararhihk/ etkililifi daha az destekliyor

Belli bir tedavi ya da islemin yararl/etkili olmadif, baz
Swf I durumlarda zararh clabilecegi yonunde kanit ya da genel gorus
birligi

Table | Classes of recommendations

Class lla

Class llb
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Classes of Suggested wording to use
recommendations

Conflicting evidence andlor a
divergence of opinion about the




Kanit Duzeyleri

Tablo 2 Kamt diizeylen

Veriler birden cok rastgele yontemili klinik calismadan ya da
meta-analizden elde edilmistir

Kanit Duzeyi A

Veriler tek bir rastgele yontemli klinik calismadan veya rastgele
Kanit Duzeyi B yontem kullamlmayan buyuk boyutlu calismalardan elde
edilmistir

Uzmanlann gorus birli§i ve/veya kucuk boyutlu cahsmalar,

DA S geriye donuk cahsmalar, kayit calismalan

Table 2 Levels of evidence

Level of Data derived from multiple randomized
evidence A | clinical trials or meta-analyses.

Data derived from a single randomized
clinical tnal or large non-randomized
studies.

Level of
evidence B

Consensus of opinion of the experts and/
. all studies, retrospective studies,

evidence C | O 3™

registries.

Level of

KLIMIK 2016, 30. YIL KURULTAYI 12



Rehberde...

99 oneri mevcut

* Bir adet A duzeyinde Oneri

e 48 adet B diizeyinde oneri (Yarisi antibiyotik
tedavisi ile ilgili)

* 50 adet C diizeyinde oneri (13’0 antibiyotik
tedavisi ile ilgili)




Profilaksi
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Risk durumu vs islem

* Yuksek riskli hasta: Protez kapak..vb
e Orta-dusuk dizey riskli: Mitral kapak prolapsusu..vb
e Saptanmis bir riski olmayan kisi

» Gunluk aktiviteler: Dis fircalama, defekasyon..vb
» Tibbi girisimler:
Dental girisimler: Jinjival islemler..vb
Endoskopik girisimler
Perkutan invazif islemler
Cerrahi islemler




Nonspesifik oneriler

Herkese dnerilmeli; ylksek riskli hastalarda vurgulanmal

Table 4 Non-specific prevention measures to be
followed in high-risk and intermediate-risk patients

These measures should ideally be applied to the general

population and particularly reinforced in high-risk patients:

+ Strict dental and cutaneous hygiene. Dental follow-up should be
performed twice a year in high-risk patients and yearly in the others.

* Disinfection of wounds.

* Eradication or decrease of chronic bacterial carriage: skin, urine.

+ Curative antibiotics for any focus of bacterial infection.

* Mo self-medication with antibiotics.

+ Strict infection control measures for any at-risk procedure.

+ Discourage piercing and tattooing.

+ Limit the use of infusion catheters and invasive procedure when
possible. Favour peripheral over central catheters, and systematic
replacement of the peripheral catheter every 3—4 days. Strict
adherence to care bundles for central and peripheral cannulae

should be performed.

KLIMIK 2016, 30. YIL KURULTAYI
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Yuksek riskli kardiyak durumlar

Table 3 Cardiac conditions athighest risk of infective
endocarditis for which prophylaxis should be
considered when a high-risk procedure is performed

Recommendations Class® | Level®

Antibiotic prophylaxis should be considered for

patients at highest risk for IE:

(1) Patients with any prosthetic valve, including a
transcatheter valve, or those in whom any
prosthetic material was used for cardiac valve
repair.

(2) Patients with a previous episode of IE.

(3) Patients with CHD: la
(a) Any type of cyanotic CHD.

(b) Any type of CHD repaired with a
prosthetic material, whether placed
surgically or by percutaneous technigues,
up to 6 months after the procedure or
lifelong if residual shunt or valvular
regurgitation remains.

Antibiotic prophylaxis is not recommended in
other forms of valvular or CHD.

Protez kapak

Gecirilmis IE

Siyanotik konjenital kalp
hastalig

Siyanotik kalp hastalig
cerrahisinden sonraki ilk 6
aylik déonem
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Yuksek riskli hastalarda profilaksi 6nerilen
dental islemler

Table 5 Recommendations for prophylaxis of
infective endocarditis in the highest-risk patients
according to the type of at-risk procedure

Recommendations

Class®

Level®

A. Dental procedures

Antibiotic prophylaxis should only be
considered for dental procedures requiring
manipulation of the gingival or periapical
region of the teeth or perforation of the oral
mucosa

Antibiotic prophylaxis is not recommended
for local anaesthetic injections in non-infected
tissues, treatment of superficial caries,
removal of sutures, dental X-rays, placement
or adjustment of removable prosthodontic or
orthedontic appliances or braces or following
the shedding of deciduous teeth or trauma to
the lips and oral mucosa

* Jinjival islemler
* Periapikal islemler

e Oral mukozada
perforasyon

ONERILMEYENLER!

» Lokal anestezi

» Dolgu

» Film cekimi

» Prostodontik veya ortodontik
islemler

KLIMIK 2016, 30. YIL KURULTAYI 18




Profilaksi onerilmeyen islemler

Table 5 Continued

Recommendations Class® | Level®

. Respiratory tract procedures®

Antibiotic prophylaxis is not recommended
for respiratory tract procedures, including
bronchoscopy or laryngoscopy, or transnasal
or endotracheal intubation

. Gastrointestinal or urogenital procedures or TOE*®

Antibiotic prophylaxis is not recommended
for gastroscopy, colonoscopy, cystoscopy,
vaginal or caesarean delivery or TOE

. Skin and soft tissue procedures®

Antibiotic prophylaxis is not recommended
for any procedure

» Bronkoskopi, entlibasyon

» Gastroskopi, kolonoskopi,
sistoskopi, TOE, sezeryan,
dogum

» Deri ve yumusak doku ile
ilgili islemler
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Profilaksi- antibiyotikler

Table 6 Recommended prophylaxis for high-risk
dental procedures in high-risk patients

Mo allergy to | Amoxicillin or | 2 g orally or iv. | 50 mglkg orally
penicillin or ampicillin® or iv.
ampicillin

Allergy to Clindarmycin | 600 mg orally 20 mglkg orally
penicillin or oriv or iv.
ampicillin

Journal of Antimicrobial Chemotherapy Advance Access published April 29, 2015
Journal of
Antimicrobial
Chemotherapy

J Antimicrob Chemother
doi:10.1093/jac/dkv115

Incidence and nature of adverse reactions to antibiotics used
as endocarditis prophylaxis

Martin H. Thornhill%:2*, Mark J. Dayer?, Bemard Prendergast®, Larry M. Baddour?, Simon Jones® and Peter B. Lockhart?

"Wnit of Oral and Maxillofacial Surgery and Medicine, University of Sheffield School of Clinical Dentistry, Claremont Crescent, Sheffield S10
2TA, UK; “Department of Oral Medicine, Carolinas Medical Center, Charlotte, NC 28203, USA; >Departrent of Cardiology, Taunton and
Somerset NHS Trust, Tauntan, Somerset TAT 5DA, UK: “Department of Cardiology, John Radcliffe Hospital, Oxford OX3 9DU, UK; *Division of
Infectious Diseases, Mayo Clinic College of Medicine, Rochester, MN 55905, USA; ®School of Health Sciences, University of Surrey, Guildford,
Surrey GU2Z 7XH, UK

*Corresponding author. Tel: +44-(0)114-271-7857, Fax: +44-(0)114-271-7863; E-mail m.thornhill@sheffieldac.uk
Received 10 January 2015; retumed 25 March 2015; revised 30 March 2015; accepted 1 Apnl 2015

Objectives: Antibiotic prophylaxis (AP) administration prior to invasive dental procedures has been a leading
focus of infective endocarditis prevention. However, there have been long-standing concerns about the risk of
adverse drug reactions as a result of this practice. The objective of this study was to identify the incidence and
nature of adverse reactions to amozicillin and clindarmycin prophylaxis to prevent infective endocarditis.

Metheds: We obtained AP prescribing data for England from January 2004 to March 2014 from the NHS Business
Services Authority, and adverse drug reaction data from the Medicines and Healthcare Products Regulatory
Agency's Yellow Card reporting scheme for prescriptions of the standard AP protocol of a single 3 g oral dose
of amoxicillin or a single 600 mg oral dose of dindamycin for those allergic to penicillin.

Results: The reported adverse drug reaction rate for amoxicillin AP was 0 fatal reactions/million prescriptions (in
fact 0 fatal reactions for nearly 3 million prescriptions) and 22.62 non-fatal reactions/million prescriptions. For
clindarnycin, it was 13 fatal and 149 non-fatal reactions/million prescriptions. Most clindamycin adverse drug
eqctions were Clostrdium difficile infections.

Conclusions: AP adverse drug reaction reporting rates in England were low, particularly for amaoxicillin, and lower
than previous estimates. This suggests that amoxicillin AP is cormparatively safe for patients without a history of
amaxicillin allergy. The use of clindamycin AP was, however, associated with significant rates of fatal and non-
fatal adverse drug reactions associated with C. difficile infections. These were higher than expected and similar to
those for other doses, durations and routes of clindamycin administration.
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Kisith profilaksi sonrasi durum

Incidence of infective endocarditis in England, 2000-13:
a secular trend, interrupted time-series analysis
MarkJ Dayer, Simon Jones, Bernard Prendergast, Larry M Baddour, Peter B Lockhart, Martin H Thornhill

Summary

Background Antibiotic prophylaxis given before invasive dental procedures in patients at risk of developing infective
endocarditis has historically been the focus of infective endocarditis prevention. Recent changes in antibiotic
prophylaxis guidelines in the USA and Europe have substantially reduced the number of patients for whom antibiotic
prophylaxis is recommended. In the UK, guidelines from the National Institute for Health and Clinical Excellence
(NICE) recommended complete cessation of antibiotic prophylaxis for prevention of infective endocarditis in March,
2008. We aimed to investigate changes in the prescribing of antibiotic prophylaxis and the incidence of infective
endocarditis since the introduction of these guidelines.

Methods We did a retrospective secular trend study, analysed as an interrupted time series, to investigate the effect of
antibiotic prophylaxis versus no prophylaxis on the incidence of infective endocarditis in England. We analysed data
for the prescription of antibiotic prophylaxis from Jan 1, 2004, to March 31, 2013, and hospital discharge episode
statistics for patients with a primary diagnosis of infective endocarditis from Jan 1, 2000, to March 31, 2013. We
compared the incidence of infective endocarditis before and after the introduction of the NICE guidelines using
segmented regression analysis of the interrupted time series.

Findings Prescriptions of antibiotic prophylaxis for the prevention of infective endocarditis fell substantially after
introduction of the NICE guidance (mean 10900 prescriptions per month [Jan 1, 2004, to March 31, 2008] vs
2236 prescriptions per month [April 1, 2008, to March 31, 2013], p<0-0001). Starting in March, 2008, the number of
cases of infective endocarditis increased significantly above the projected historical trend, by 0-11 cases per 10 million
people per month (95% CI 0-05-0.16, p<0-0001). By March, 2013, 35 more cases per month were reported than
would have been expected had the previous trend continued. This increase in the incidence of infective endocarditis
was significant for both individuals at high risk of infective endocarditis and those at lower risk.

Interpretation Although our data do not establish a causal association, prescriptions of antibiotic prophylaxis have
fallen substantially and the incidence of infective endocarditis has increased significantly in England since

introduction of the 2008 NICE guidelines.

Lancet 2015; 385: 1219-28
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Dental islemlerde profilaksinin etkinligi

Antibiotics for the prophylaxis of bacterial endocarditis in
dentistry (Review)

Glenny AM, Oliver R, Roberts GJ, Hooper L, Worthington HV

Key results

It is undlear whether taking antibiotics as a preventive measure before undersoing invasive dental procedures is effective or ineffective
g P gomng P
against bacterial endocarditis in people at risk.

No studies were located thar assessed numbers of deaths, serious adverse events requiring hospital admission, other adverse events, or
cost implications of treatment.

There is a lack of evidence to support previously published guidelines in this area. It is not clear whether the potential harms and costs
of antibiotic administration outweigh any beneficial effect. Ethically, practitioners need to discuss the potential benefits and harms of
preventive antibiotic treatment with their patients before a decision i1s made abour prescribing i.

THE COCHRANE
COLLABORATION®

This is a reprint of 3 Cochrane review, prepared and maintained by The Codhirane Collaboration and published in The Cocframe Lifrary
2013, Issue 10

hutp:/fwwrw thecochranelibrary.com
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Cerrahi profilaksisi

Table 7 Recommendations for antibiotic

prophylaxis for the prevention of local and systemic > Ka rd iya k cerra hi 6nceSi S- aureus

infections before cardiac or vascular interventions

tasiyiciliginin taranmasi

Recommendations

Class®* | Level®

Preoperative screening of nasal carriage of
Staphylococcus aureus is recommended
before elective cardiac surgery in order to

Perioperative prophylaxis is
recommended before placement of a
pacemaker or implantable cardioverter
defibrillator

Potential sources of sepsis should be
eliminated =2 weeks before implantation
of a prosthetic valve or other intracardiac
or intravascular foreign material, exceptin
urgent procedures

lla

Ref.®

» Pil..vb 6ncesi profilaksi

“7| | » Protez kapak ameliyatindan en az
2 hafta 6nce enf odaginin
ortadan kaldirilmasi

» Protez kapak (transkateter dahil)
verlestiriimesinde profilaksi

45

Perioperative antibiotic prophylaxis
should be considered in patients
undergoing surgical or transcatheter
implantation of a prosthetc valve,
intravascular prosthetic or other foreign
material

lla

» S.aureus tastyiciligl taranmadan
lokal tedavi YOK!

Systematic local treatment without
screening of 5. gureus is not recommended
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Endokardit Takimi
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Endokardit takimi/Referans merkez

Table 8 Characteristics of the ‘Endocarditis Team’

When to refer a patient with IE to an ‘Endocarditis Team’

in a reference centre

|. Patients with complicated |E (i.e. endocarditis with HF, abscess, or
embolic or neurological complication or CHD), should be referred
early and managed in a reference centre with immediate surgical
facilities.

2. Patients with non-complicated IE can be initially managed in a non-
reference centre, but with regular communication with the reference
centre, consultations with the multidisciplinary ‘Endocarditis Team',and,
when needed, with external visit to the reference centre.

Characteristics of the reference centre

|. Immediate access to diagnostic procedures should be possible,
including TTE, TOE, multislice CT, MRI, and nuclear imaging.

2. Immediate access to cardiac surgery should be possible during the

early stage of the disease, particularly in case of complicated IE (HF,

. Several specialists should be present on site (the ‘Endocarditis Team'),
including at least cardiac surgeons, cardiclogists, anaesthesiologists, ID
specialists, microbiologists and, when available, specialists in valve
diseases, CHD, pacemaker extraction, echocardiography and other
cardiac imaging techniques, neurclogists, and facilities for

| neurosurgery and interventional neuroradiology . )

Role of the ‘Endocarditis Team’

|. The ‘Endocarditis Team' should have meetings on a regular basis in
order to discuss cases, take surgical decisions, and define the type of
follow-up.

2 The ‘Endocarditis Team' chooses the type, duration, and mode of
follow up of antibiotic therapy, according to a standardized protocol,
following the current guidelines.

3. The ‘Endocarditis Team' should participate in national or international
registries, publicly report the mortality and morbidity of their centre,
and be involved in a quality improvement programme, as well as in a
patient education programme.

4. The follow-up should be organized on an outpatient visit basis at a
frequency depending on the patient’s clinical status (ideally at I, 3,
6,and |12 months after hospital discharge, since the majority of events

oeccur during this period™).

Komplike endokardit
» Kalp yetmezligi
> Abse

» Embolik veya norolojik
komplikasyonlar

» Konjenital siyanotik kalp hastaligi

Referans merkezde

> TTE, TOE, multislice BT, MR,
nukleer inceleme

» Acil kardiyak cerrahi
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Tani / Tani kriterleri
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Modifiye Duke kriterleri

Enfektif endokardit tani, dnleme ve tedavi kilavuzu (2009 gincellemesi)

Tablo 11 Enfektif endokardit tamisinda modifiye Duke lciitleri (Li ve ark.,” uyarlanarak yayimlanmistir)

MAJOR OLCUTLER

Kan kiiltiirc EE acisindan pozitif

= iki ayr kan kiiltariinde EE ile uyumlu tipik mikroorganizmalar-
Viridans streptokoklar, Streptococcus bovis, HACEK grubu, Staphylococcus aureus; ya da
Birincil odak olmamasi kosuluyla, toplumdan edinilmis enterokoklar
yada
* Pozitif olmaya devam eden kan kiiltirlerinde EE ile uyumlu mikroorganizmalar:
=12 saat arayla alinmis en az iki kan kiiltirinde pozitif sonuc alinmasi; ya da
Uc ayn kan kiiltiiriniin hepsinde ya da 4 ayn kan kiiltiiriiniin cogunda (birind ve son érnekler arasinda en az 1 saat olmasi kosuluyla) pozitif sonuc
alinmasl

yada
» Coxiella burnetii icin tek bir pozitif kan kiltiiri ya da faz | 1gG antikor titresinin >1:800 olmas:

Endokardiyal tutulum kanrtlar
» Ekokardiyografi EE icin pozitif
Vejetasyon - Apse - Protez kapakta yeni ortaya cikan kismi ayrisma (dehisens)

* Yeni valviiler yetersizlik

MIiNOR OLCOTLER

= Yatkinlk: yatkinhk olusturan kalp sorunu, damardan madde kullanimi

= Ates: vilcut sicaklifinin =387 C olmasi

* Vaskiler olaylar: major arteriyel emboli, septik pulmoner enfarkt, mikotik anevrizma, intrakraniyal hemoraji; konjunktival hemoraj, Janeway
lezyanlar

= imminoclojik olaylar- glomeriilonefrit, Osler nodiilleri, Roth lekeleri, romatoid faktér

* Mikrobiyolojik kanitlar: kan kilttira pozitiftir, ancak majér dlcitler yoktur ya da EE ile uyumlu bir mikroorganizma ile aktif enfeksiyonu gosteren
serolojik kanitlar

Sunlar varsa EE tamsi kesindir: Sunlar varsa EE tams1 miimkiindiir:
2 major olcit ya da 1 majér ve 1 mindr olgit ya da

1 majér olciit ve 3 minér olciit ya da 3 minor olcat
5 minér Glcit
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Table 10 Role of echocardiography in infective

endocarditis

Recommendations | Class® | Level"| Ref.*

A. Diagnosis

*  TTEis recommended as the
first-line imaging modality in
suspected IE

64,65

* TOE is recommended in all
patients with clinical suspicion
of |E and a negative or
non-diagnostic TTE

64,
68-11

*  TOE is recommended in patients
with clinical suspicion of |E
when a prosthetic heart
valve or an intracardiac device is
present.

4,71

* Repeat TTE and for TOE within
5—7 days is recommended in case
of initially negative exarmination
when clinical suspicion of IE
rermains high.

# Echocardiography should be
considered in Staphylococaus
gureus bacteraemia.

Ha

TOE should be considered in
patients with suspected IE, even
in cases with positive TTE,
except in solated right-sided
native valve |E with good
quality TTE examination and
unequivacal echocardiographic
findings.

Ha

— 4

B. Follow-up under medical therapy

* Repeat TTE and/or TOE are
recommended as soon as a
new complication of |E is
suspected (new murmur,
embolism, persisting fever, HF,
abscess, atrioventricular block).

64,72

EKO-1

> TTE: ilk tetkik

> TOE

TTE negatif ise veya tanisal degil ise
Protez kapak var ise

Izole sag kapak endokarditi digindaki
tiim olgularda TOE 6neriliyor

» Klinik siphe durumunda TTE ve/veya
TOE 5-7 giin icinde tekrarlanmalidir

» S.aureus bakteriyemisinde EKO
yapilabilir

Continued
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EKO- 2

Table 10 Continued

Recommendations

Class® | Level® | Ref.®

* Repeat TTE and/or TOE should be
considered during follow-up of
uncomplicated |E, in order to detect
new silent complications and
monitor vegetation size. The timing
and made (TTE or TOE) of repeat
exarmination depend on the initial
findings, type of microorganism, and
initial response to therapy.

la 64,72

C. Intraoperative echocardiography

¢ |ntraoperative echocardiography is
recommended in all cases of |E

requiring surgery.
D. Following completion of therapy

» TTEis recommended at completion
of antibiotic therapy for evaluation
of cardiac and valve morphology and
function.

64,73

* |zlemde TTE veya TOE
* Intra-operatif EKO

e Tedavi bitiminde TTE

KLIMIK 2016, 30. YIL KURULTAYI
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EKO- 3

I inral TOE |2 negadve but high suspécion for [E remains,
repeat TTE andior TOE within 57 days

[E = infective endomrditi- TOE = tramsoesophageal echoardiography. TTE = tramsthoradc
echomrdicgraphy

TCE is not mandatory in isobted right-sided rative vahe IE with good quality TTE examination and
wresuivnical schomrdiographic findinge.

Figure | Indications for echocardiography in suspected infect- —
ive endocarditis. N

x
saaKanngx #
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Table 12 Investigation of rare causes of blood culture
negative infective endo carditis

Pathogen Diagnostic procedures
Brucalla spp. Blood culoures, serclogy, culture, mmunohistology,

Antimicrobial and PCR of surgical material.
susceptibility testing Coxiella burneti | Serology (IgG phase | = 1:800), tissue culture,
Immunchistology, and PCR, of surgical materfal.
BCNIE = blood cukture-negative infective endocarditi; I = infective endocarditis; PCR = polymerase chain 1. Barconella spp. | Blood cultures, serology culture, Immunohistology.
; e ) d PCR of surgical material.
*Cualified microbiclogical lsboratory an
Hmmunological Bboratory Tropheryma Histology and PCR. of surgical matertal.
wihipplel
Mycoplasma spp. | Serology, culture, iImmunchistology, and PCR. of

Figure 2 Microbiclogical diagnostic algorithm in culture-positive and culture-negative [E. surglcal matertal.

Legionela spp. Blood cultures, serclogy, culture, mmunohistology,
and PCR of surgical matarfal.
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Kaltur negatif endokardit

Infektif Endokardit: Guncel Bilgiler

Infective Endocarditis: An Update

Serap Simsek-Yavuz
Istanbul Universitesi, Istanbul Tip Fakiiltesi, Infeksiyon Hastaliklan ve Klinik Mikrobiyoloji Anabilim Dal, Istanbul, Tirkiye

52 Klimik Dergisi 2015; 28(2): 46-67

Oncelik: Kan érnegi Alimirsa: Kapak érnegi

Bakteri (165 rRMA) ve mantarlar
{185 rENA) igin genis PCR

+
Histolojik inceleme

Brucella mealitensis,
Q atesi ve Bartonella serolojisi
+

Romatoid faktor ve antindkleer
antikor belirlenmesi

4

Bartonella spp. ve Tropheryma ¥ ¥
whipplei icin PCR ve mantarlar Primer ekstansi
A . iyon - - - .
icin genig PCR zenginlestirme reaksiyonu Otoimminohistokimya
vy Y
Streptokok ve stafilokoklan Diger serolajiler
hedefleyen SeptiFast® gibi (Mycoplasma pneumonias,
bir kan PCR testi (daha Legionella pneumophila)
dnce antibiyvotik tedavisi ve Bartonella spp. igin
almigsa) Western-blot

Sekil 1. Kan kiltlrd negatif olan infektif endokarditlerde tanisal testler (7).
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Tani kriterleri

* Duke Kriterleri- Durack DT,
Am J Med, 1994

* Modifiye Duke kriterleri, LiJS
Clin Infect Dis, 2000

e 2015-ESC(Avrupa Kardiyoloji Dernegi)

MOd ifiye Du ke kriterleri’ne ek Given the recent published data, the Task Force proposes the

6 ne ri Ie r addition of three further points in the diagnostic criteria (Table 14):

{1) The identification of paravalvular lesions by cardiac CT should
be considered :‘majn:r critericn.

{(2) In the setting of the suspicion of endocarditis on a prosthetic
valve, abnormal activity around the site of implantation de-
tected by "*F-FDG PET/CT (only if the prosthesis was im-
planted for =3 months) or radiolabelled leucocyte SPECT/
CT should be considered a[majur n:riterinn.]

{3) The identification of recent embolic events or infectious aneur-
ysms by imaging only (silent events) should be considered a min-

or criterion.
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Table 14 Definitions of the terms used in the

European Society of Cardiology 2015 modified criteria

for the diagnosis of infective endocarditis

Tani

Major eriteria
|.Blood cultues positive for |E
a. Typical microorganisms consistent with [E from 2 separate blood
culures:
» Viridans streptococei, Streptococcus gallolyticus (Streptococcus
bowis), HACEK group, Saplylococcus aureus or
» Community-acquired enterococs, in the absence of a primary
focus; or
b. Microorganisms consistent with [E from persistently positive blood
cubtures:
» 22 positive blood cultures of blood samples drawn =12 h apart; or
* All of 3 or a majority of 24 separate cultures of blood (with firsc
and kast samples drawn 21 h apart); or
c. Single positive blood cultwre for Coxiella burnetii or phase | 1gG
antibody titre > 1300

1.Imaging positive for IE

a. Echocardiogram positive for [E:
*Vegetation;
*Ahecess, pseudoaneurysm, intracardiac fistula;
. lar perforation or aneurysm;

datected by ""F-FDIG PET/CT (only if the prosthesic was implanted
for =3 months) or radiokbelled leukocytes SPECTICT.
Definite paravabvular lesions by cardiac CT.

|. Predisposition such & predisposing heart condition, or injection
drug uss.

1 Fever defined as tamperature »38°C.

3. Yascular phenomena flincluding those imaging 2l
mizjor arterial emboli, - [
aneurysm, intracranial hasmorrhage, conjunctival haemorrhages, and
Jameway's lesions.

4_Immunological phenomena: glomerulonephrits, Odler’s nodes, Roth's
spots, and rheumatoid factor

L. Microbiclogical evidence: positive blood culture but doss not mest
a major critarion as noted zbove or serclogical evidence of active
infection with organism consistent with |E.

Table |3 Definition of infective endocarditis
according to the modified Duke criteria (adapted from
Lietal®™)

Pathological criteria

+ Microorganisms  demonstrated by culwre or on  histologlcal
examination of 2 vegetation, a vegetation that has embolized, or an
Intracardiac abscess specimen; or

+ Pathological lesions; vegetation or Inracardiac abscess confirmed by
histological examination showing active endocardits

Clinical criteria

+ 2 major criterta; or

+ | major criterion and 3 minor criters; or

+ 5 minor crieria

+ | major criterton and | minor criterion; or
+ 3 minor criteria

+ Frm alternate diagnosis; or

+ Resolution of symptoms suggesting IE with antiblotc therapy for
=4 days; or

+ Mo pathological evidence of IE at surgery or autopsy, with antiblotic
therapy for <4 days;or

+ Does not meet criterfa for possible IE. as above

CT = computed tomography, FDG = fluorodecsgrglucose; HACEK =

Haemephiles parainfluenzae, H. aphrophilus, H. paraphrophilus, H. influenzae,

Actincbadllus actinonmyceterncomitans, Cardishacterium hominis, Eikenella

comodens, Kingella kingae, and K denitrificans; |E = infective endocarditis; lg =
immunoglobuling PET = positron emission tomography; SPECT = single photon

emission computerized tomography. Adapted from Li et o

Major kriterlere ek:
Goruntuleme tetkikleri bulgulari

Minor kriterlere ek:
Goruntuleme tetkikleri bulgulari
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Tani icin onerilen algoritma

Clinical suspicion of IE

I - Repeat echo | - Repeat echo (TTE + TOE¥microbiciogy

(TTE+ TOBymicrobiciogy 2 *F-FDG PETICT or Leucocyzes fabeled SPECTICT
2. imaging for embolic evere® 3. Cardine CT
3. Cardac CT 4. magng for embolic events'

Definite IE Possible 1E } Rejected IE

CT = computad tomography; FDG = flucrodecyghcose; IE = infective endocarditis;

PET = positron emission tomography; SPECT = single photon emission compezesrized tomography;
TOE = transoesophageal echocardiography. TTE = ransthoracic echocandiography.

*Sec Table 14.

Figure 3 European Society of Cardiology 2015 algorithm for
diagnosis of infective endocarditis.
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Tedavi ve lzlem
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Tedaviye baslarken prognostik degerlendirme onemli!

Table 15 Predictors of poor outcome in patients with

» Endokardit mortalitesi: %15-30

kalp yemezligi
periannller komplikasyon

- % 7 9 disease)

etken S.qureus

infective endocarditis

Patient characteristics

* Older age

* Prosthetic valve |E

* Diabetes mellitus

= Comorbidity (e.g., frallty, Immunosuppression, renal or pulmonary

CIlm:aJ complications of IE
* Heart fallure
* Renal fallura
* >Moderate area of ischaemic stroke

* Brain haemorrhage
= Septlc shock

Microorganism

= Smphylococcus aureus

* Fungi

* MNon-HACEK Gram-negative bacill

E:hnﬂrdmgr:phlc findings
* Pertannular complications

* Severe left-sided valve regurgitation

* Low left ventricular ejecton fraction

* Pulmonary hypertension

* Large vegetations

* Severe prosthetic valve dysfunction

* Premature mitral valve diosure and other signs of elevated diastolic
pressures
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Referans merkez- Ne zaman?

» Komplike olgu
Referans merkezinde izlenmeli

» Kan kiltlirli, antibiyotigin 48.-72. saatinde
pozitif olanlar da prognoz kotu!




Empirik tedavi

Table 20

patients (before pathogen identification)™

Proposed antibiotic regimens for initial empirical treatment of infective endocarditis in acute severely ill

Armpicillin
with

(Flu)eboxacilin o

12 giday iv. in 4-6 doses

12 giday iv. in 4- 6 doses

Class®

Patients with BCMIE should be treated in consultation with an 1D specialist.

Vancomycin®
wiith
Centamicin®

with

Rifampin

dose

30 mgkg/day Lv. in 2 doses

I mghkg/day iv. or im. in 1
dose

900 -1200 mg iv. or orally
in2 or 3 divided doses

oxacillin lla
with
Gentamicin® Imghkg/day iv. or im. in 1
dose
Vancomycin® 30-60 mglkg/day iv. in 2-3
doses
Gentamicin® 3 mghg/day iv. or im. in 1

For penicilin-allergic patients

Rifarpin is only recommended for PVE and it should be started 3-5 days later than
vancomycin and gentamicin has been sugpested by some experts. In healtheare
associated native valve endocarditis, some experts recommend in settings with a
prevalence of MRSA infections = 5% the combination of cloxacillin plus
vancormycin until they have the final S. aureus identfication
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Streptokok, stafilokok, enterokok, HACEK icin tedavi onerileri mevcut!

Table 16 Antibiotic treatment of infective endocarditis due to oral streptococci and Streptococcus bovis group®

Penicillin G
ar
Armeoicillin®
ar

Ceftriaxone’

Penicillin G
or
Armasicillin®
ar

Ceftriaxone”

combined with
Gentamicin®
or

Metlmicin

12~ 18 million WWday iv. either in 4—6 doses or continuously

100-200 mgfkg/day iv. in 4-6 doses

2giday iv. orim in 1 dose

Paediatric doses®
Penicillin G 200,000 WWkg'day iv. in 4=6 divided doses
Amoicillin 300 mg'kg'day iv. in 4—6 equally divided doses

Ceftriaxone 100 mgkgiday Lv. or im in 1 dose

12-18 million Wday iv. either in 4—6 doses or continuously
100=200 mgfg/day iv. in 4-6 doses

2giday iv. orim. in 1 dose

3 mg/fkg/day iv. orim.in 1 dose

4-5 mgfkg/day iv. in 1 dose

Paediatric doses®
Penicillin G, amoxicillin, and ceftriaxone as above
Gentamicin 3 mglkg/day iv. orimin 1 dose or 3 equally divided

doses

30 mgflg/day iv.in 2 doses

Paediatric doses®
Wancomycin 40 mgikg/day i in 2 or 3 equally divided doses

Preferred in patients > &5 years
or with impaired renal or Vil
(vestibulocochlear) cranial nerve
functions.

t-week therapy recommended
for patients with PYE

Cnly recommended in patients
with non-complicated MVE with
normal renal functicn.

Metilmicin is not available in all
European countries.

t-week therapy recommended
for patients with PYE
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Enterokok endokarditi

Table 18 Antibiotic treatment of infective endocarditis due to Enterococcus spp.

Antibiotic | Dosage and route Duration, |Class?|Level” Ref.'| Comments
weeks

Beta-lactam and gentamicin-susceptible strains (for resistant isolates see b

Amaxicillin® | 200 mghkgiday iv. in 4-6 doses

68, |6-woek therapy recommended for patients with =3
129, | months symptoms or PVE

with
135,
Gentarmicin® | 3 mg/kg/day iv. or im. in 1 dose 136,
186

Pacdiatric doses”

Ampicilin 300 mg/kg/day iv. in 4-6
equally divided doses Gentamicin 3 mghg/
day Lv. or Lm. in 3 divided doses

200 mghgiday iv. in 4-6 doses

vyl

183— | This combination is aﬂiveagaMtEmancmsfnea;E
185 |strains with and without HLAR, being the
combination of choice in patients with HLAR

Ceftriaxone l14 g/day iv. or im. in 2 doses &

E faecalis endocarditis.

Paediatric doses”

Amoxicillin as above Ceftriaxene 100 mg/ This combination is not active against E faecium

kg/12h iv. or im. /)
Vancomycin® | 30 mghkg/day iv. in 2 doses &
with

s ol . . .

Gentarnicin® | 3 mg/kg'day iv. or im. in 1 dose &

Paediatric doses®

Vancomyein 40 mgkg/day iv. in2-3

equally divided doses. Gentamicin as

above
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Kaltir negatif endokarditler icin tedavi

Table 19 Antibiotic treatment of blood culture-negative infective endocarditis (adapted from Brouqui et al '*%)

Pathogens Proposed therapy® Treatment outcome
Brucelia spp. Dongycychine (200 mg24 h) Treatment success defined as an antibody titre <1:60.
plus cotrimoazole (960 mg'l 2 h) Some authors recommend adding genamicin for the
plus rifampin (30060024 h) first 3 weeks.
for 23-6 months® orally
C burnett Doxycycline (200 mg24 h) Treatment success defined as ant-phase | IgG dire
{agent of O fever) plus fydroecpchlorogquine (200600 mgi24 h) orally < 12200, and IgA and [gM tires <|:50.
(=18 months of treatment)
Bartonefla spp? Doxycycline 100 mgfl2 h orally for 4 weeks Treatment success expectad In =90%.
plus gen@amicin (3 mg24 h) Lv.for 2 weeks
Lagionella spp. Levofloxacin (300 mgf12 h) Lv. or orally for =6 weeks Opumal treatment unknown.
or dartthromycin (500 mgf12 k) Lv. for 2 weeks, then
orally for 4 weeks
plus rifampin (3001200 mg24 h)
Mycoplasma spp. Levafleacin (500 mgf12 b} Lv.or orally for =6 months® Optimal treatment unknown.
T, whippial Doxycycline (200 mg24 h) Long-term treatment, optimal duration unknowrn.
{agent of Whipple's disease) plus fydroocychlorogquine (200600 mgi24 hy orally for
=18 months
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Tedavide yenilikler

The indications and pattern of use of aminoglycosides have

changed. They are no longer recommended in staphylococeal
MVE because their clinical benefits have not been demon-
128

strated, but they can increase renal toxicity; = when they are

ndicated in other conditions, aminoglycosides should be given
n a single daily dose to reduce nephrotoxicity.”

» Aminoglikozitlerle ilgili
Rifampin should be used only inforeign body infections such as > lea m plSlnle |Ig|||

PVE after 3—5 days of effective antibiotic therapy, once the

bacteraemia has been cleared. The rationale supporting this > Emp|r‘|k tedaV|?

recommendation is based on the likely antagonistic effect of
the antibiotic combinations with rifampin against planktonic/

replicating bacteria, ™ the synergy seen against dormant bac-

teria within the biofilms and prevention of rifampin-resistant
131

variants.

Although a consensus was obtained for the majority of antibiot-
ic treatments, the optimal treatment of staphylococcal IE and

the empirical treatment are still debated.
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Cerrahi Tedavi

Table 22 Indications and timing of surgery in left-sided valve infective endocarditis (native valve endocarditis and
prosthetic valve endocarditis)

Indications for surgery Timing" | Class® | Level" | Ref®

1. Heart failure

Aartic ormitral MYE or PVE with severe acute regurgitition, obstruction or fistula causing refractory | Emerpency 111115
pulmonary oedema or cardiogenic shock 213,216
Aartic or mitral NVE or PVE with severe regurgitation or obstruction causing symptors of HF or | Urgent 37.115,
echocardiographic signs of poor haemodynamic tolerance 209216

220221

2. Uncontrolled infecton

Lecally uneantrolled infection (abscess, false aneurysm, fistub, enlarging vegetation) Urgent
Infection caused by fungi or multiresistant organisms Urgent!
dective

Persisting positive blood cultures despite appropriate antibiotic therapy and adequate control of Urgent
septic metastatic foel

PYE caused by staphylococe or non-HACZEK gram-negative bacteria Urgent/

dlective

3. Prevention of embolism

Acil: 24 saat icinde
Aartic or mitral NVE or PYE with persistent vegetations =10 mm after one or more embolic Urgent bncelikli: 7 gun |§|nde
episode despite appropriate antibiotic therapy

Aortic or mitral NVE with vegetations =10 mm, associated with severe valve stenosis or Urgent Elektlf: 1-2 hafta |§|nde

regurgitation, and low operative risk

Aortic ormitral NVE ar PYE with isolated very large vegetations (= 30 mm) Urgent lla 113

Aortic or mitral NVE or PVE with isolated large vegetations (=15 mm)) and no other indication far|  Urgent

© b
Surgery
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Relaps icin risk faktorleri

Table 24 Factors associated with an increased rate of
relapse

Inadequate andbiotic treatment (agent, dose, duraton)

= Resistant microorganisms, l.e. Brucella spp., Legionella spp., Chiamydia
spp., Mycoplasma spp., Mycobacterium spp., Bartonella spp., Coxiella
Burneth, fungl

Polymicroblal infection in an VDA

Empirical antmicrobial therapy for BCNIE
Perlannular extension

Prosthetic valve IE

Persistent metastatic focl of Infection (abscesses)

L]

-

* Resistance to conventional antiblotic regimens

Positive valve culture

L]

Persistence of fever at the seventh postoperative day
Chronic dialysis
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“Spesifik” Durumlar

Implante edilen kardiyak cihazlar
YBU’de infektif endokardit

Sag
Kon

<alp endokarditi

jenital kalp hastaliklarinda IE

Gebelikte IE
Infektif endokarditte anti-trombotik tedavi
Non-bakteriyel trombotik endokardit

Kanser hastalarinda endokardit




OZET- 1

IE SUSPECTED

Loy Initial Patient Risk®

High Imitial Patient Risk, ™
and Low Clinical Suspicion

Moderate to High Clinica
Suspicion or Difficult Imaging
Candidate

Initial TTE Initial TTE, followed by
[ TEE as soon as possible
[ | ! |
| - +
| | | v
Bx
Increasad Rx
5 L?“f <usnlcion [ High Look for
[I.:EFIIEIGI'l DL" plet ! ! Suspicion Other Source
ersists ,:|L-"!nﬂ| High Risk Echa Mo High Risk Echo Persists Symptoms
nica Featurest Featurest | '
Course l [
- +
¥ l l Repeat " |
TEE
TEE TEE for No TEE Unless _
| —] Detection of Clinical Status |_L | A.ternat.me
- + Complications Deterlorates Llagnosis
Yy ¥ i I I Established
Look for l py  Lookfor Other Source
Other R
SoUrce | | Fallow-Up TEE ar TTE to Reassess
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OZET- 2

» Profilaksi endikasyonlari 6nemli!
> “Endokardit takimi” onemli!
» 30 dakika ara ile 3 set kan kultira almak 6nemli!

» Klinik siphe durumunda ve sonrasinda komplikasyonlar
icin TOE yapilmasi dnemli!

» Hastayi prognostik faktorler yontiinden degerlendirmek
ve gerekirse konslilte/refere etmek 6nemli!




OZET- 3

> Tedavi sirasinda 48.-72. saatte kan kulttrd almak 6nemli!

» Tedavi siiresini dogru belirlemek icin operasyon sirasinda
kapak kultlra istenmesi 6nemli!

» Mikrobiyoloji laboratuvarlari ile iletisim halinde olmak ve
tani kapasitesini arttirmak énemli!

» Goruntileme yontemleri icin radyoloji ve Niklere tip ile
iletisim halinde olmak 6nemli!




OZET- 4

» Toksisite nedeniyle aminoglikozitleri daha az kullanmak
ve kullanirken de glinde tek doz kullanmak énemli!

» Rifampisini dogru zamanda dogru durumlarda
baslamak onemli!

» Tedavi bitiminde EKO onemli!

» Etken spesifik tedaviyi netlestirmek 6nemli!

» Empirik tedaviyi netlestirmek onemli!
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