Internal medicine
Lec #8
This sheet's gonna be extra notes coz the Dr was reading from the slides.

We'll be talking about Guidelines on the prevention, diagnosis and treatment of infective endocarditis.
Valves are usually thin and without any debris with aging there will be calcification and that will lead to rheumatic fever which involve the heart then will be thickening of the valve 
*broad classification:-
1-native valve endocarditis : the infection can be involve the normal healthy valve and degenerative valve with aging
2-prosthatic valve endocarditis : mechanical valve
3-ID drug abuse right sided endocarditis > tricuspid valve more involved here
4-nosocomial infective endocarditis or devices related infected endocarditis : pacemaker device , ICD , hemoanalysis 
Slide3:  
Class1 > recommended and indicated
Class2a> favor
Class2b> less favor but still in the safe side
Class3> harmful and not recommended 
Slide5:
After the surgery until 2 months > early period (related to the organism on the skin staph epidermis being the most common organism in this period)
From 2 month until 6 month > moderate period
After 1 year > late period ( staph arouse is the most common organism)
*early less than 2 months  *late more than 1 year * in between moderate
Slide7:  
In the past we thought any patient have any problem in the valve or stenosis  we give him infective endocarditis prophylactic 
But in 2007 nice guide line say bacteremia due to brushing or flossing our tooth or if you do any maneuver in the oral mucosa > bacteremia will occur equivalents to dental procedure, so why should be so aggressive on preventing infection sensitive happen on daily bases 
-frequency of infective endocarditis after international procedure
Only 20% of infective endocarditis after surgery procedure , 80% from the community
Half of 20% have already infection , so we only try to prevent 10% of cases of endocarditis
So on the community based the risk of giving the drug prior and infective endocarditis prior has a high risk than chance of causing
So they decided to re-invent new guide line based on nice guide line which is in slide 8
Slide9:
Antibiotic prophylactic should only be recommended
· Patient with transplant valvopathy 
Slide12:
Amoxicillin > oral      Ampicillin > IV
Slide14:
Valves does not have strong blood supply , sometime when you give patient an antibiotic maybe not reach to the valve due to limited blood supply , so the infection is quite critical , so anything can devastating
-the most common sign is fever 97%
*physical examination:
-Roth spot ( put ophthalmoscope on the eye inside to see retina hemorrhage with central clearing )
-look at the hand we see splinter hemorrhage ( flame shape on the nail bed )
-hand have two things:
1-janeway lesions: palms or soles , flat , painless
2-osier’s node: finger, nodule, painful
*osier’s awwch = painful
-glomerulonephritis  due to immunological that will cause osier’s node
Slide15:
-Clinically there is generalized symptom fever, fatigue, tired not focal
-Septic emboli ,pulmonary emboli
-just fever , fever of unknown origin: 3 weeks fever without knowing the cause
-echo 2 type:
1-TTE: trans thoracic echo ( put on the chest)
2-TEE:trans esophageal echo (put on the mouth)
TEE most informative and much accurate but it’s invasive and not easy




Follow up under medical treatment 
let's say a patient is diagnosed with endocarditis and we put him under antibiotic coverage, after the treatment phase, repeating the Echo is actually recommended as soon as a new complication is suspected.
If you decided to send the patient to surgery to remove the infected valve, an intraoperative echo is indicated, and after the completion of the treatment and antibiotic coverage, you have to know what happened to the valve.

Modified Duke Criteria: It's the way we diagnose infected endocarditis depending on two things; the cultures and the echo findings.
For the cultures, the dr mentioned positive and negative cultures, you can go through this but the doctor said not to focus on it.

About Modified Duke Criteria: 
To diagnose EC we have to have: two majors, one major and three minors, or five minors. ''so you have those three options''
What are the majors that we're looking for? Cultures and Echo.
"Refer to Slide #20"

Prognostic Assessment
So which groups of patients we decide they won't do well with treatment? All mentioned in slide #23

Treatment
-It's usually prolonged (ranged from 2 to 6 wks)
-In case of Streptococcus Viridans, It's sensitive to penicillin, so we have the option of giving them Penicillin G, or Amoxicillin, or Ruxifen for 4 wks.
-Or you can combine penicillin with clindamycin for only 2 wks.
-For a penicillin-resistant patient, vancomycin is an option. (same goes for the allergic)

And for those who have prosthetic valve, we add Rifampin. So we give them Rifampin plus Vancomycin and Gentamycin, coz the prosthetic valve area is somewhat denuded, they are abandoned from the blood flow, and Rifampin is known for improving the penetration of other antibiotics to that area.

Empiric treatment : depends on prosthesis itself, if it was a native valve then this is the guideline; ampicillin with gentamycin, or vancomycin with gentamycin.. read about that in the slides.

When do we send our patient to surgery? We have to know if it's "Emergency, urgently, electively".. read slide 32


Uncontrolled infection: abscess in the heart for instance, or if there's an infection in the heart then the valve (that is sutured to the heart) will lose its support and tend to tilt at every movement. We call that 'dehiscence' of the valve.

Genitourinary and gastrointestinal procedures: you shouldn't give prophylaxis for them.
Respiratory: when invasive procedures are held.
Skin and muscular procedures: when you aim for manipulating the infection.

Most common microorganisms in these cases :
Native healthy valve: it's Staph Aureus.
Native unhealthy valve: Streptococcus Viridans.
Prosthetic valve: Staph Aureus
Right sided infections (as a result of IV drug abuse): Staph Aureus plus Pseudomonas.

The difference between acute and subacute EC:
Acute: progress quickly over a short time, Staph species is the most commonly involved.
Subacute: here we're talking about somebody who has been in this situation for months without been dealing with, most commonly it's streptococcus viridans.

The last 3-4 slides, read them quickly.
But in general you have to tell the difference between native and prosthetic valve, right sided valve, the paradigm shift, which populations should we do prophylaxis for them, what are the other procedures you have to do prophylaxis for ? What are the non-dental procedures that you have to give prophylaxis for? And the most common microorganisms known to be associated with every medical situation.
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