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= &F:Fever for 5 days
SKAIFIEEIERHEEE BB A Mifever
HI(+) No ILOC No N/V

Cough(-) Sputum(-) dysuria(-)

N/V(-) Abd pain(-)

+ BERE
Allergy:denied

HRRE:

Consciousness clear

Neck: No tenderness

Chest: Coarse BS

Abdomen: Soft, no tenderness.
Four limbs: warm

Impression:
Fever, r/o PN

COURSE

01:54

CBC/DC/PLT

Panel 1, CRP

B/ICXII

IV: N/S run 60cc/hr
ABG(G3)

CXR(AP + Lat), R't rib X-ray
EKG

Cataflam 1# po st




ABG Room Air
PH=7.443
PC0O2=36.4 mmHg
PO2=77 mmHg
BE=1 mmol/L
HCO3=24.9 mmol/L
TCO2=26 mmol/L
S02=96 %

U/A
Bedside echo

BT:39 C, HR:135
>KTP 1 Amp IM st
N/S 1000 cc iv st

Lab Data

Bedside Echo

No ascites

No hydronephrosis

No obvious liver lesion
No pericardial effusion
No obvious vegetation




B/IC X1 (3rd &)

ESR

PT/APTT

Gentamicin 80 mg | v Q8H + st
Vancomycin 1000mg iv Q12H + st
Hold 0900 abx

Heart echo

Abd echo

#HEInf admission
FHMEC

HR:114,BP:93/55 ->NS 500CC IV ST
HR:107,BP:90/53 - NS 500CC IV ST

Bp:89/53>
ON CVC,SCVO2 lactate
CVp:8cmH20

3.
Levophed iv run 10cc/hr SCVO2=77 %

HEART ECHO

1. Dilated LA and normal wall thickness
2. No regional wall motion abnormality
3.

4. No pleural effusion
5. IVC engorgement (IVC diameter= 1.68 cm)

INFECTION MAN NOTES

i

ER NOTE

+ HI(+),Cardiac echo: Mild TR
+ Septic lung

+ Can’t R/O occult abd inf

+ do-whole body CT

WHOLE BODY CT

TEE: no obvious vegetation
Heroin withdrawal syndrome

FINAL BLOOD CULTURE REPORT:
Organism:
Staphylococcus aureus(MSSA)

Intermittent fever during ward

Escape from ward




FINAL DIAGNOSIS

1.Infective Endocarditis with septic emboli in
bilateral lung

2.Septic shock and MSSA bacteremia
3.Heroin and Amphetamine abuser

WHAT’S NEW?

1. Guidelines on the prevention, diagnosis,
and treatment of infective endocarditis (new

version 2009)

European Heart Journal (2009) 30, 2369-2413 doi:10.1093/eurheartj/ehp285

2. Complications and outcome of infective

endocarditis
~~2014 uptodate

EPIDEMIOLOGY

+ Predisposing factors have emerged—

Valve prostheses, degenerative valve sclerosis,
intravenous drug abuse, Intravascular device,

Rheumatic heart

Table 1 Classification and definitions of infective endocarditis

IE seenrding ta loealisation of infoction and prosones or absence of intracardiae matarial

- Early PVE: < 1 year after vabve surgery
- Late PVE: > 1 yoar after valve surgery

* Right-sided IE

« Dievice-related I (permanens pacemaker or cardioverter-defbrillator]

1E according to the mode of acquisition™
e-assocated IE

* Histapathalagieal svidence of setive IE

Recurrence
* Relapse

m < & months after the initial episode

with a défferent mic
Repeat episade of IE caused

ha game micrasrEIniam > & manths wier tha il episade




Table 7 Clinical presentation of infective endocarditis D I GN 0 Sl S

Tabile | Modified Duke criteria for the octive onds from Li et ol ™)

Blood cullisres positiee for 16

1. New regurgitant heart murmur
2. Embolic events of unknown origin
3. Sepsis of unknown origin (especially if associated with IE causative organism)
4. Fever: the most frequent sign of IE.

E should be suspected if fever is associated with
Intracardiac prosthetic material (e.g. prosthetic valve, pacemaker, implantable defibrillator, surgical baffle/conduit)
Previous history of IE

—

Previous valvular or congenital heart disease

Other predisposition for [E (e g, immunocompromised state, IVDA)
Predisposition and recent intervention with associated bacteraemia
Evidence of congestive heart failure

New conduction disturbance

Positive blood cultures with typical IE causative organism or positive serology for chronic Q fever (microbiological findings may
precede cardiac manifestations) * Vasguler phe perinl ernbe, sepuc pulmanary infrce, mycoe
Vascular or immunologie phenomena: embolic event, Roth spots, splinter haemorrhages, janeway lesions, Osler's nodes

Focal or non-specific neurological symptoms and signs

Evidence of pulmonary embolism/infiltration (right-sided IE)
" & ear Diagnosis of 1l is possible in the pressnce of

I Peripheral abscesses (renal, splenic, cerebral, vertebral) of unknown cause sy ki s

3 reenier crtevia

¥NB: Fever may be absent inthe ederly,after antbiotic pretreatment, i the immunocompromised patent and i I nvolinglss virlent or atypicalorgisms
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DIAGNOSIS TOOLS BLOOD CULTURE

JEMS: o ek Mmphy o it + At least 3 sets before antimicrobial tx.
Claws*  Lowel R
=i + Culture-negative and positivef/J i R —fz!
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= : Table 10 Investigation of rare causes of cul gati infective iti:
. Beucella 1pp. Blood cul shogy, fuiture, immunchitology and PCR of sur
. Conella burmeti Serclogy (G phase 1 > 1:800); tssue culture, immunohisiclogy and PCR. of surgical material
= & Bartonells 1pp Blood cultures; terciop re, immunohistology and PCR of surgical materia
Tropheryma whipplel [+ stology and PCR of vurgical material
i [ = Mycoplasma spp. | Serclogy. culture, immunchatology and PCR of surgical material
| | tepionsiie serp. I e e ok Atokogy nd PCR of turgeal material

theeragy lor evahagion of cardi

vahe mesphalogy snd hencrion | C

PR = polymaraue chain raction

T — _

INDICATION FOR SURGERY

ANTIMICROBIAL THERAPY

Table 19 Indications and timing of srgery in left-sided native valve infective endocarditis

Pos vt ation: bdic atham for orgery Tieieg® Claw®  Lever
A - HEART FAILURE
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Complications

of infective endocarditis

COMPLICATION

Most: Cardiac complication

+  ~~~Heart failure, perivalvular abscess,
pericarditis, intracardiac fistula.

+ Heart failure is the
in patients with IE and is
the most common cause of death.

COMPLICATIONS

+ Septic embolization, metastatic abscess,
mycotic aneurysm.

+ Neurologic complications :stroke, brain
abscess, meningitis,

+ Renal complications :renal infarction or
abscess , glomerulonephritis

+ Musculoskeletal complications :Vertebral
osteomyelitis,septic arthritis.

THE END




