Endokardit ekibi ¢cozum olabilir mi?
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CiNDERELLA

 Medya ilgisi az
e Sinirl arastirma butceleri
* |E insidansi 3-9/100.000/y!l



Hastalik insidanslari

Insidans
(100.000 popiilasyon/yil)

Kanser 455
KOAH 700
Pnomoni 1.750
Menenjit 4.000
Depresyon 5.300

Infektif endokardit 6



Tiirkiye’de IE hasta sayilari

14 yi
26 I
2 yilo
10 yi
7 yilc

3 yilo

da 325 hasta®
da 228 hastaP

all2
da 68
a 248

nasta‘
hasta®

nasta (13 merkezli)®

a 72 hastaf

aSimsek-Yavuz,S. et al.International Journal of Infectious Diseases, 2015
bCetinkaya Y., et al. Int J Antimicrob Agents 2001

‘Leblebicioglu H.,et al. Eur J Epidemiol 2006

dTugcu A., et al. Arch Turk Soc Cardiol 2009

¢Elbey M.A., et al. Anadolu Kardiyol Derg 2013

fSucu M., et al. Arch Turk Soc Cardiol 2010;



Tiirkiye’de IE mortalite oranlari

%27.8°

%18 (dogal kapak IE), %67 (prostetik kapak IE)®
%28.6°¢

%254

%33¢

%15.3f

aSimsek-Yavuz,S. et al.International Journal of Infectious Diseases, 2015
bCetinkaya Y. et al. Int J Antimicrob Agents 2001

‘Leblebicioglu H.,et al. Eur J Epidemiol 2006

dTugcu A., et al. Arch Turk Soc Cardiol 2009

¢Elbey M.A., et al. Anadolu Kardiyol Derg 2013

fSucu M., et al. Arch Turk Soc Cardiol 2010;



Diinyadaki durum

* Dlnyada mortalite %20-30

* lyilesen hastalarda genel popiilasyona gore
daha fazla morbidite ve daha kisa yasam
sureleri

* Ekip kurmakla daha erken tani, daha erken
etkene yonelik tedavi, daha erken cerrahi

* Bu da morbidite ve mortaliteyi azaltir

A Kaura et al. Infective endocarditis-Cinderella in cardiology. Cardiologia Polska. 2017



Ozetle:

Nadir

Morbidite ve mortalite oranlari yuksek
Rehberlere uyum akillica bir secenek
Rehberlere uyuluyor mu?



Infectious Endocarditis: Degree of Discordance Between Clinical

Guidelines Recommendations and Clinical Practice. Rev Esp Cardiol
2002. Mercedes Gonzalez de Molina, et al.

34 dogal kapak IE’li hastada rehberlere uyum orani

® Uyumsuzluk orani

B Uyum orani




Infectious Endocarditis: Degree of Discordance Between Clinical
Guidelines Recommendations and Clinical Practice. Rev Esp
Cardiol 2002. Mercedes Gonzalez de Molina, et al.
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Fig. 2. The distribution of the scores in 2 groups, separated by survi-
val or death during the hospital stay. A value greater than 6 seems to
be a clear indication of the patient course.

Skorlama sistemi:
O=hata yok

1=kotu sonuca yol
acmayan hata var

2=0nemli hata
6=ciddi hata
8=cok ciddi hata
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Endocarditis

A Critical Appraisal of the Quality

of the Management of Infective Endocarditis

Frangois Delahaye, MD, MPH, FESC, Marie-Odile Rial, MD, Guy de Gevigney, MD,
René Ecochard, MD, PHD, Jacques Delaye, MD, FESC

Lyon, France

-Fransa, Rhone-Alpes bolgesi,

-Tum Universite, devlet ve
O0zel hastanelerde 1990-
1991 arasi 1 yillik strecte,

-IE tanisiyla hospitalize edilen
116 hasta
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Endocarditis

A Critical Appraisal of the Quality

of the Management of Infective Endocarditis

Frangois Delahaye, MD, MPH, FESC, Marie-Odile Rial, MD, Guy de Gevigney, MD,
René Ecochard, MD, PHD, Jacques Delaye, MD, FESC

Lyon, France

IE tedavisinde rehberlere
uyum orani %38

» Universite, devlet, 6zel hastaneler
arasi fark yok

* Kardiyoloji, dahiliye, infeksiyon
hastaliklari klinikleri arasinda fark
yok




Rehberlere bu kadar ylksek
uyumsuzluk varsa, baska ne
yapilabilir ?



2002 de yayinlanan makalenin yazarlarinin yorumlari:

 Rehberlere uyumun cok dustk olmasi mortaliteyi
arttiriyor

* Bu hastalar deneyimli uzmanlarin ellerinde olmali
* Her hastanede bir IE komitesi olusturulmali

* Cerrahi yaklasimda ise; daha kararli, daha az
supheci ve girisimci bir tutum ve medikal tedavi
sirasinda gelisen komplikasyonlara karsi
operasyona her an hazirlikli olma 6énemli bir
faktor

Infectious Endocarditis: Degree of Discordance Between
Clinical Guidelines Recommendations and Clinical Practice.
Mercedes Gonzdlez de Molina et al.

Rev Esp Cardiol 2002;55(8):793-800



Endokardit ekibi nasil ¢6ztiim olabilir ?



ORIGINAL INVESTIGATION

Dramatic Reduction in Infective
Endocarditis—Related Mortality
With a Management-Based Approach

Elisabeth Botelho-Nevers, MD; Franck Thuny, MD; Jean Paul Casalta, MD;
Hervé Richet, MD, PhD; Frédérique Gouriet, MD, PhD; Frédeéric Collart, MD;
Alberto Riberi, MD: Gilbert Habib, MD: Didier Raoult, MD, PhD

Fransa-Marsilya, 3.basamak egitim hastanesi
1992 den beri iE tedavisi multidisipliner (KVC, kardiyolog, IHU, mikrobiyolog)
1994 te taniicin algoritma
2001 de iE icin tedavi protokolii (KVC, kardiyolog, iIHU, mikrobiyolog)
— medikal-cerrahi bir rehber niteliginde
— antibiyotik secimi, sire, cerrahi indikasyonlar, vs



333 kesin IE (1991-2006)

e 1. periyod (1991-2001) < 2.periyod (2002-2006)

i i

173 IE 160 IE

Gram (-) basiller, mantarlar ve nadir m.org.larla
olusan IE’ler dahil edilmemis



Protokol sadece 4 AB
iceriyor:

e Amoksisilin
e Vankomisin
e Gentamisin

e (Qksasilin
d Ampisilin
dVankomisin
JGentamisin

dSefazolin

Protokoldeki cerrahi
indikasyonlar:

e Literaturdeki indikasyonlar

L

* Prostetik kapak / pacemaker
S.epidermidis IE

* Prostetik kapak / pacemaker
enterokokal IE

e Postoperatif erken donem
(<8 hafta) IE




Etkene gore AB protololi I

Mikroorganizma

Komplikasyonsuz dogal kapakli hastalarda
A. Streptokoklar (penisilin MiK <0.1 mg/L)

B. Streptokoklar (penisilin MiK: 0.1-0.5 mg/L)

C. Streptokoklar (penisilin MiK > 0.5 mg/L) veya
enterokoklar (pen MiK < 16 mg/L)

D. Komplikasyonlu ve/veya protez kapakh
hastalarda streptokoklar

F. Kan kalturi negatif

G. HACEK

Tedavi rejimi ve siiresi

2 hafta iv kombinasyon tedavisi*

2 hafta iv kombinasyon tedavisi, sonra 2 hafta iv
amoksisilin

6 hafta iv kombinasyon tedavisi

2 hafta iv kombinasyon tedavisi, sonra 4 hafta iv
amoksisilin

3 hafta iv kombinasyon tedavisi, sonra 3 hafta iv
amoksisilin

4 hafta iv kombinasyon tedavisi

*Kombinasyon tedavisi: Amoksisilin 12 g/giin + gentamisin 3 mg/kg/giin



Mikroorganizma
MSSA-dogal kapak

MSSA-prostetik kapak veya pacemaker

KNS ve MRSA-dogal kapak

KNS ve MRSA-prostetik kapak veya
pacemaker

Enterokoklar (penisilin MiK > 16 mg/L)

Kan kultlird negatif-pacemaker

Tedavi rejimi ve siiresi

6 hafta Oksasilin (12 g/giin) + 7 glin
gentamisin (3 mg/kg/giin)

6 hafta Oksasilin (12 g/glin) + 15 gilin
gentamisin (3 mg/kg/giin)

6 hafta vankomisin (30 mg/kg/giin) + 7
gin gentamisin 3 mg/kg/gin

6 hafta vankomisin (30 mg/kg/giin) + 15
gin gentamisin 3 mg/kg/gun

6 hafta vankomisin (30 mg/kg/giin) +
gentamisin 3 mg/kg/gun

6 hafta vankomisin (30 mg/kg/giin) + 15
gin gentamisin 3 mg/kg/gun



333 hastanin 2 periyod boyunca

sonuclari

Ozellikler 1.Periyod (1991- 2.Periyod (2002- P degeri

2001) (n=173) 2006) (n=160)
Cerrahi orani %65.5 %69.4 0.25
Cerrahi %88.4 %95.2 0.04
indikasyonlara
uyum
Uygun antibiyotik %22.7 %61.8 <0.001
tedavisi
MORTALITE %12.7 %4.4 0.007
(hastane igi)
MORTALITE (1 %18.5 %8.2 0.001

yillik)



333 hastanin 2 periyod boyunca

Ozellikleri

(n=173) (n=160)
Yas (ortalama) 57.3 61.6 0.02
Charlson komorbidite  %8.7 %26.9 <0.001
indeksi > 2
Streptokoklar %47.4 %36.8 0.01
Enterokoklar %5.2 %14.4 0.008
KNS’lar %8.7 %16.2 0.05
Etken bilinmeyen %15.6 %11.9 0.01
izlem sirasinda gelisen %26.6 %15.6 0.01

bobrek yetmezligi



Tim bu sonuglari (literatiirdeki en diisiik mortalite orani)

nasil elde ettik ?
1994 te tani kiti gelistirdik

— Serolojik testler

— Kan kultarleri

— Kalp kapaklarinin mikrobiyolojik ve histolojik analizi
Etkeni bilinmeyen IE sayilarini cok azalttik.

Kardiyologlarin, cerrahlarin ve mikrobiyologlarin yillara dayanan yogun
deneyimleri ve yakin isbirligi
Akut donemde hastaligin global olarak daha iyi yonetilmesi;

— Radyolojik gortintileme icin yapilan hastane ici transferlerde bu

hastalarda ani 6limun gerceklestigini gorme deneyimimiz bu hastalari
akut donemde istirahatte tutmak ve hareket etmesini engellemek

gerektigini gosterdi.
— Hastaligin akut fazinda, kontrastli BT cekim endikasyonlarini azalttik
(nefrotoksisiteyi azaltmak icin).



Tum bu sonuglar
nasil elde ettik ?

Terapotik rejimin sadelestirilmesi, basitlestirilmesi (sadece 4 AB ve AG’ler
glinde tek doz) ve standardizasyonu

IE rehberlerindeki AB tedavi rejimlerinin karisik olmasi, rehberlerle
klinik pratigin uyumsuzluguna yol agiyor
Cerrahi esiginin dustk tutulmasi

Bu calismadaki cerrahi oranlari daha 6nceki calismalardan daha
yliksek

Hastalarin az sayida cerrah tarafinca degerlendirilip opere edilmesi
Cerrahi indikasyonlara uyum, tedavi rejimine uyumdan daha fazlaydi



italya’dan 6rnek g

PR

Impact of a Multidisciplinary Management
Strategy on the Outcome of Patients With
Native Valve Infective Endocarditis

Fabio Chirillo MD, Piergiorgio Scotton MD, Francesco Rocco MD, Roberto Rigoli MD,
Francesca Borsatto MD, Alessandra Pedrocco MD, Alessandro De Leo MD, Giuseppe

Minniti MD, Elvio Polesel MD and Zoran Olivari MD

American Journal of Cardiology,
© 2013 Elsevier Inc.



italyadan 6rnek

* [talya’da, 3. basamak hastane, 650.000’lik
nufus

« 2003’te IE’li hastalar icin resmi bir protokol

» 1998 tarihli AHA rehberini model alan,

» kardiyolog, EHU, mikrobiyolog ve KVC uzmaninin
konsensusuyla,

» tanisal ve terapotik rehber



Primer amacg;

hastalara, hangi klinige ve hangi doktor adina
vatirilmasindan bagimsiz olarak ayni tedavinin
baslanmasinin fayda saglayip saglamayacagini
saptamak



italyadan ornek

Dogal kapak IE’te hastane ici morbidite B
mortalite ve 3 yillik uzun dénem mortalite
incelenmis.
— Protokol olusturmadan onceki 7 yil (1996-2002)
— Protokol olusturduktan sonraki 7 yil (2003-2009)



Hastanin yatisi veya tani konmasi

1 ilk 12 saat icinde

Kardiyolog + KVC uzmani + IHU

!

Acil cerrahi (ilk 48 saat) ?



Ilk 48 saatte acil cerrahi

* Hemodinamik bozukluk riski yuksek
»KY
»KY olmaksizin ciddi multivalvuler reglirjitasyon
» Aorto-kaviter fistl
»EF < 0.45 iken ciddi aort veya mitral regiirjitasyonu

* AB tedavisinin etkili olma sansinin distlik oldugu
durumlar
> Fungal IE
» 1 haftalik uygun tedaviye ragmen persistan bakteriyemi
» 1 haftalik uygun tedaviye ragmen atesle birlikte l6kositoz varhgi
» Perivalviler abse




Erken cerrahi

— AB tedavisi baslamadan dnce yuksek riskli
vejetasyonlar (mobil, >10 mm)

— AB tedavisi sirasinda major sistemik emboli



Kan kulturleri ve ekokardiyografinin

standardizasyonu
Geldiginde AB tedavisi * Ekokardiyografi (TTE)
altinda olan hastalarin AB hemen,
tedavileri 48 saat boyunca | |« TTE’'de iyi gériintiileme
stoplanip, kan kdlturleri yapilamayan veya
sonrasinda alinmis. komplikasyonlardan
48 saat sonra kan suphelenilen hastalarda
kulturleri negatif olan hemen TEE,
hastalar icin Coxiella, * Diger durumlarda en
Bartonella ve Chlamydia gec 48 saat icinde TEE
serolojileri istenmis




TTE ve TEE'de;

vejetasyon Ozellikleri (>10 mm ve mobil olanlar
emboli acisindan riskli kabul edilmisler),

abse varligi

paravalviler komplikasyonlar (psodoanevrizma ve
fistul vb)

sol ventrikul fonksiyonlari



Medikal tedavi

* Dusuk riskli hastalar
* Cerrahiicin uygunsuz hastalar

— ciddi komorbiditeleri olanlar,
— aktif malignensisi olanlar,

— yas> 90,

— lojistik EuroSCORE>30,

— iskemik veya hemorajik inmeye bagl major
norolojik defisit veya koma



AB secimi ve siiresi; AHA 1995 ve 2005 rehberi baz alinarak, iHU

Klinik durum o) glnlik

CRP, kan kdlturleri, vankomisin, gentamisin ve teikoplaninin plazma
konsantrasyonlari pesssss) 3 gilinde bir

TTE — 5 glinde bir ve gerekli goraltrse TEE
Multidisipliner degerlendirme =) haftalik

Taburcu olduktan sonra messsss) 1,3,6,12,24 ve 36. aylarda klinik,
ekokardiyografik, laboratuvar parametreleriyle (kan kultira dahil)
degerlendirilmis



292 dogal kapak IE’li hastanin kapak

cerrahisi

Cerrahi tipi 1.Periyod (1996- 2.Periyod (2003-

2002) (n=102) 2009) (n=190)
Aortik homogreft %9 %8 1
Mitral kapak %22 %30 0.1
onarimi
Mekanik prostetik %19 %9 0.19
kapak
Biyolojik prostetik %50 %53 0.83

kapak



292 dogal kapak IE’li hastanin

sonuclari

2002) (n=102) 2009) (n=190)
Renal fonk. %58 %37 0.001
kotulesmesi
Acil cerrahi 0 %15 <0.001
Elektif cerrahi %28 %9 <0.0001
Cerrahi mortalite %47 %13 <0.001
Hastane ici 6lim %28 %13 0.02

3 yilhik mortalite %34 %16 0.0007



Dogal kapak IE olan 292 hastanin
demografik, klinik, ekokardiyografik

ozellikleri

Degisken 1.Periyod (1996- 2.Periyod (2003- p degeri

2002) (n=102) 2009) (n=190
Ortalama yas 54.2 59.1 0.01
>70 yas %15 %28 0.01
Baska merkezden %24 %55 0.0001
gelen hasta
Charlson %32 %58 0.0001
komorbidite
indeksi>2
Aort kapak %40 %47 0.27
vejetasyonu
Mitral kapak %46 %43 0.71
vejetasyonu
Trikuspid kapak %5 %4 0.75

vejetasyonu



Dogal kapak IE olan 292 hastanin demografik, klinik,
ekokardiyografik ozellikleri

Degisken 1.Periyod (1996- 2.Periyod (2003-

2002) (n=102) 2009) (n=190
Yuksek riskli %29 %36 0.36
vejetasyon
Abse %10 %12 0.70
EF < 0.45 %18 %17 0.87
Oral streptokoklar %21 %5 0.0001
Grup D %15 %32 0.001
streptokoklar
S.aureus %20 %20 0.88
KNS %5 %4 0.77
Enterokoklar %11 %8 0.53

Kaltdr negatif %21 %8 0.01



italyan calismasi-yorumlar’

Ilk 12 saatte yapilan multidisipliner L
degerlendirme protokolin en kritik ozelllgl

Protokolde erken cerrahi icin esik degeri
diisuk

Baslangic doneminde KVC uzmanlarinin
hastayi degerlendirmesi 6nemli

Indikasyonu olan hastalarin erken dénemde
opere edilmesi




Her 2 ¢calismanin ortak ozelligi

Yeni tedavi metodu
HAYIR

Etkinligi ve glvenligi zaten kanitlanmis terapotik
prosedurlere uyumun arttirilmasi

EVET



J Antimicrob Chemother 2012; 67: 269-289
doi:10.1093/jac/dkr450 Advance Access publication 14 November 2011 ChemOtherapy

Journal of
Antimicrobial

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. Perryl, Bernard D. Prendergast>,

Jonathan A. T. Sandoe®, Michael J. Spry! and Richard W. Watkin?

Contents

1.
2.

v

Introduction

Clinical assessment and diagnosis

2.1 Clinical features

2.2 Echocardiography

2.3 Digonashicacaiian heir limitations

3.1 Blood cultures

3.2 Susceptibility testing

3.3 Serology

3.4 Investigation of excised heart valves

. The role of surgery
. Antibiotic dosing, delivery and monitoring

5.1 Aminoglycosides

5.2 Glycopeptides

5.3 B-Lactams

5.4 Alternative antibiotics for patients with penicillin allergy
5.5 Other antibiotics

5.6 Home therapy

5.7 Oral therapy

. Empirical treatment regimens

7. Staphylococcal endocarditis
7.1 Native valve endocarditis
7.2 Prosthetic valve endocarditis
7.3 Duration of therapy

8. Streptococcal endocarditis

9. Enterococcal endocarditis

10. HACEK endocarditis

11. Q fever

12. Bartonella endocarditis

13. Other Gram-negative bacteria

14. Fungal endocarditis
14.1 Candida endocarditis
14.2 Aspergillus endocarditis
14.3 Endocarditis due to other fungi
14.4 General recommendations

1. Introduction

In 2004 the Endocarditis Working Party of the British Society
for Antimicrobial Chemotherapy (BSAC) published updated
guidelines for the treatment of streptococcal, enterococcal and
staphylococcal endocarditis, as well as HACEK (Haemophilus



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 J. Rybak, PharmD, MPH; Bruno Barsic, MD, PhD; Peter B. Lockhart, DDS;
Michael H. Gewitz, MD, FAHA; Matthew E. Levison, MD; Ann F. 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 is a potentially lethal disease that has undergone major changes in both host and
pathogen. The epidemiology 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 Committee 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 endocardilis is a complex disease, and patients with this disease generally require management by a team
of physicians and allied health providers with a variety 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 variability and
complexity in infective endocardilis, however, dictate that these recommendations be used to support and not supplant decisions
in individual patient management. (Circulation. 2015;132:1435-1486. DOI1: 10.116 1/CIR.0000000000000296. )




European Heart Journal Advance Access published August 29, 2015

@ European Heart Journal ESC GUIDELINES

EUROPEAN doi:10.1093/eurheartj/ehv319
SOCIETY OF
CARDIOLOGY ®

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)

Authors/Task Force Members: Gilbert Habib™ (Chairperson) (France),

Patrizio Lancellotti* (co-Chairperson) (Belgium), Manuel ). Antunes (Portugal),
Maria Grazia Bongiorni (Italy), Jean-Paul Casalta (France), Francesco Del Zotti (Italy),
Raluca Dulgheru (Belgium), Gebrine El Khoury (Belgium), Paola Anna Erba® (Italy),
Bernard lung (France), Jose M. Miro® (Spain), Barbara ). Mulder (The Netherlands),
Edvta Plonska-Gosciniak (Poland). Susanna Price (UK). lolien Roos-Hesselink

apeojumog
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racnmes.
2. Patients with non-complicated IE can be initially managed in a non-
reference centre, but with regular communication with the reference

‘ 143 ’ centre, consultations with the multidisciplinary ‘Endocarditis Team’,and,
4. The ‘Endocarditis Team e P Y Fcocar

IE is a disease that needs a collaborative approach for the following Characteristics of the reference centre
reasons: : |. Immediate access to diagnostic procedures should be possible,

e First, [E is not a single disease, but rather may present with very

different aspects depending on the first organ involved, the
underlying cardiac disease (if any), the microorganism involved,
the presence or absence of complications and the patient’s char-
acteristics.® No single practitioner will be able to manage and
treat a patient in whom the main clinical symptoms might be car-
diac, rheumatological, infectious, neurological or other.

* Second, a very high level of expertise is needed from practitioners

from several specialties, including cardiologists, cardiac surgeons,
ID specialists, microbiologists, neurologists, neurosurgeons, ex-
perts in CHD and others. Echocardiography is known to have a
major importance in the diagnosis and management of |E. How-
ever, other imaging techniques, including magnetic resonance im-
aging (MRI), multislice computed tomography (MSCT), and
nuclear imaging, have also been shown to be useful for diagnosis,
follow-up and decision making in patients with IE."® Including all of
these specialists in the team is becoming increasingly important.
Finally, about half of the patients with |IE undergo surgery during
the hospital course.”® Early discussion with the surgical team is
important and is considered mandatory in all cases of compli-
cated |E [i.e. endocarditis with heart failure (HF), abscess or em-
bolic or neurological complications].

Therefore the presence of an Endocarditis Team is crucial. This
multidisciplinary approach has already been shown to be useful

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,
abscess, large vegetation, neurological, and embolic complications).

3. Several specialists should be present on site (the ‘Endocarditis Team’),
including at least cardiac surgeons, cardiologists, anaesthesiologists, ID
specialists, microbiologists and, when available, specialists in valve
diseases, CHD, pacemaker extraction, echocardiography and other
cardiac imaging techniques, neurologists, and facilities for
neurosurgery and interventional neuroradiology .

Role of the ‘Endocarditis Team’

I. 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 1, 3,
6,and |12 months after hospital discharge, since the majority of events
occur during this period™).

CHD = Congenital heart disease; CT = computed tomography: HF = heart
failure; ID = Infectious disease; IE = infective endocarditis; MRl = magnetic
resonance imaging; TOE = transoesophageal echocardiography; TTE =
transthoracic echocardiography.
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Ekipte kimler olmah ?

Kardiyolog

KVC uzmani

IHU

Mikrobiyolog
Norolog

Beyin cerrahi
Radyolog

Nukleer tip uzmani
Patolog



ESC Rehberi

Referans merkezinin ozellikleri:

e Goruntuleme yontemlerine cabuk ulasim (TTE,
TEE, BT, MRI, nukleer gortint.)

* Acil kardiyak cerrahi olanaklari

e Farkl brans uzmanlarinin varhgi (KVC,
kardiyolog, EHU, anestezist, mikrobiyolog,
norolog, girisimsel radyolog)



ESC Rehberi

Endokardit ekibinin gorevleri:

e Duzenli araliklarla toplanmak(olgulari tartismak, cerrahi
kararlar almak, takip kriterleri olusturmak)

 Mevcut rehberlere gére AB tedavi secimi, surelerini iceren
standardize bir protokol olusturmak

e Ulusal veya uluslararasi refere kayit sistemlerine kendi
merkezlerinin mortalite ve morbiditelerini bildirmek

e Kalite gelistirme ve hasta egitimi programlari olusturmak

* Taburcu olan hastalar icin poliklinik hizmeti organize etmek
(1,3,6 ve 12. aylar ideal)



GRUP

Kurumun daha genis amaclari
icin calisir

*Gulclu tek bir lider vardir
*Cok sayida uyesi vardir
*Uyeler birbirinden bagimsizdir

eFarkli hedefler vardir

Kisisel sonuclar alinir

*Toplantilar gorevleri delege
etmek Gzere yapilir

EKIP
*Spesifik ekip amaci icin ¢alisir

Liderlik paylasilir
*Sinirli sayida Gyesi vardir
*Uyeler birbirine bagimlidir

*Ortak hedef (ilaveten kisisel
hedefler) vardir

*Kolektif sonuclar alinir

*Ortak amac etrafinda kararlar
almak tzere acik uclu sorularla
desteklenen tartismalar yapilir

Dr. Aktas C. Pozitum Consultancy



Ekip olmanin faydalar

Her Gyenin essiz deneyimi ve bakis acisi
Sorumlulugun paylasilmasi

Stresi azaltir

Hatayi azaltir

Sosyal iliski gelisimi ve komuinikasyon
Ogrenme firsatlari yaratir

Saglikl rekabet ortami saglar

s tatmini

Kurumun bilinirligi artar

Dr. Aktas C. Pozitum Consultancy
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