GEMMA SANCHEZ-ESPIN

Cirugia Cardiaca. Area del corazon.

Hospital Universitario Virgen de la Victoria, Malaga

Il CONGRESO

—

Del 23 al 25 de octubre de 2014
Mdlaga




Paciente 3§ 62 anos

ANTECEDENTES PERSONALES:
- Sin alergias medicamentosas conocidas.
- Tabaqguismo (1 paguete /dia) hasta hace 2 anos.

- HTA.
- Sindrome ansioso-depresivo.

- Discopatia degenerativa lumbar, estenosis del canal
lumbar.

- Valvulopatia mitro-adrtica conocida y en
seguimiento ambulatorio por su cardidlogo de zona




CONSULTA HOSPITAL DE ORIGEN:
- Dolor suprapubico vy dificultad para miccionar.

INGRESO (28/07/2013):

- Retencion aguda de orina e imposibilidad de
sondaje transuretral (por estenosis uretral). Requiere
cistostomia suprapubica.

- Durante su ingreso, descompensacion cardiaca 'y
EAP con ingreso en UCI en el contexto de sindrome
febril e infeccion del tracto urinario (BGN).




TRASLADO A NUESTRO CENTRO TRAS
COMPENSACION CARDIACA (20/08/2013):

- Completar estudio

- Programar cirugia cardiaca




- Estudio urologico con estenosis de uretra bulbar de
2 cm con indicacidn quirdrgica.

- ECG: RS. BCRDHH.
- Rx torax: Sin alteraciones.

- Cateterismo cardiaco: Arterias coronarias sin
lesiones.




- Nuevo Sdm febril . Aislamientos microbioldgicos:

22/08/13 :

UC: Enferebacter aerogenes (Sensibilidad solo @

Fosfomicina, Piperacilina/Tazobactam, Imipenem).

HC: SCN en 1 toma de 2 (posible contaminacion).

26/08/2013:

HC. Klebsiella pneumoniae (no BLEE) en 1 toma de 2.

- Tratamiento con Imipenem 12 dias
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- Estenosis uretral. Talla vesical.

- ITU repeticion por BGN. Bacteriemia por Klebsiella
de probable origen urologico.

- Valvulopatia mitro-adrtica severa con
descompensacion cardiaca.

- No evidencia de El.

5 Qué hacer con el
paciente ¢




A) Cirugia valvular durante el ingreso. Cirugia
uroldgica diferida.

B) Ambas cirugias simultdneas en el ingreso.

C) Cirugia uroldégica durante el ingreso. Cirugia
valvular diferida.

D) Alta hospitalaria. Cirugia diferida (valvulary
uroldgica).




A) Cirugia valvular durante el ingreso. Cirugia
uroldgica diferida.

B)

C) Cirugia uroldgica durante el ingreso. Cirugia
valvular diferida.

D) Alta hospitalaria. Cirugia diferida (valvulary
uroldgica).




f:ﬁ J ACC Journals

From: 2014 AHA/ACC Guideline for the Management of Patients With
Valvular Heart Disease: A Report of the American College of
Cardiology/American Heart Association Task Force on Practice
Guidelines

J Am Coll Cardiol. 2014;63(22):e57-e185. do0i:10.1016/j.jacc.2014.02.536

15.3. Intervention: Recommendations

When VHD 1s diagnosed in patients being considered
for elective noncardiac surgery, the first step 1s to review
the standard criteria for intervention of the specific valve
lesion. If the patient meets standard critena for interven-
tion, 1t 1s usually prudent to defer the elective noncardiac
procedure and proceed to valve intervention instead.
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*Mitral valve repair is preferred over MVR when possible.
AF indicates atrial fibrillation; CAD, coronary artery disease; CRT, cardiac resynchronization therapy; ERO, effective regurgitant
orifice; HF, heart failure; LV, left ventricular; LVEF, left ventricular ejection fraction; LVESD, left ventricular end-systolic dimension;
MR, mitral regurgitation, MV, mitral valve; MVR, mitral valve replacement; NYHA, New York Heart Association; PASP, pulmonary
artery systolic pressure; RF, regurgitant fraction; RVol, regurgitant volume; and Rx, therapy.
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Figure Legend:

Indications for AVR for Chronic AR

AR indicates aortic regurgitation; AVR, aortic valve replacement (valve repair may be appropriate in selected patients); ERO,

Periodic Monitoring

effective regurgitant orifice; LV, left ventricular; LVEDD, left ventricular end-diastolic dimension; LVEF, left ventricular ejection
fraction; LVESD, left ventricular end-systolic dimension; RF, regurgitant fraction; and RVol, regurgitant volume.




REPARACION MITRAL:

Cierre comisural anterior y anuloplastia con anillo
Physio Il de 32 mm.

REPARACION AORTICA:

“Shaving” velo no coronariano y anuloplastia de la
union ventriculo-adrtica a 23 mm con sutura de
PTFE CVO.

Tras finalizar la cirugia valvular: Uretrotomia inferna
endoscopica.




Ecocardiograma
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- Buena evolucion postoperatoria:
FA paroxistica. Disfuncion renal fransitoria.

- Alta en 12° dia de postoperatorio sin sonda vesical.




TRANSCURRIDO UN MES Y MEDIO DE LA CIRUGIA
(04/10/2013):

- Acude por fiebre (38,6 °C) acompanada de

tiritona intensa + diplopia binocular y dudosa
pérdida de vision del ojo izquierdo 10 min duracion.

- Semana previa, sensacion distérmica, cefalea
occipital y parestesias en MS| con inestabilidad en |la
marcha, de menos de 1 hora de duracion.




- EF: Sin inferés
- Estudios complementarios:

Analitica; PCR 58

HC: Staphylococcus epidermidis Oxa R, en 2 dias

consecutivos (4 tomas).

ECG: RS con BCRDHH

Evaluacion oftalmolégica: Normal

Eco-doppler de TSAo: Normal

TC craneadl
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- Endocarditis por S. epidermidis sobre valvula

mitral reparada

- Debut con TIA y fiebre de corta evolucion

5 Qué hacer con el
paciente ¢




A) Cirugia valvular precoz. Posteriormente
completar terapia antibidtica.

B) Completar terapia antibidtica vy tras finalizar
tratamiento, realizar cirugia valvular.

C) Terapia antibidtica y ver evolucion.




A) Cirugia valvular precoz. Posteriormente
completar terapia antibidtica.

B) Completar terapia antibidtica vy tras finalizar
tratamiento, realizar cirugia valvular.

C)




T

JACC Journals

Patient at Risk or With
Suspected MVE or FVE

Blood cultures = 2
TTE/TEE
Muodified Duke Criteria

Definite or probable TE
I

L'
Temporarily discontinue VKA
anticoagulaton
illa)

Facer/ 10D
present

Evaluate for necd and
timing of surgery

Vahve dysfunction

causing HF

Resistant organism

Large mobile
vegelation
(mative valve)

Infection of leads
or device pocket

(5. aureus, fungi)

Heari block or abscess

Recurrent emboli and
pﬂn.i\ll.'nl 1r54.'uli|'|:|\
despite appropriate
antibiotic Bx

Resistant uq,'ani\m Valve SUNgCrY
(5. arrens, fangi) for IE

Persistent mfection

Relapsing PVE I&

Eary Surgery Remove Hardware
(1la) (1)

Figure Legend:

Diagnosis and Treatment of IE *Early surgery defined as during initial hospitalization before completion of a full therapeutic course
of antibiotics. HF indicates heart failure; ICD, implantable cardioverter-defibrillator; IE, infective endocarditis; NVE, native valve
endocarditis; PVE, prosthetic valve endocarditis; Rx, therapy; S. aureus, Staphylococcus aureus; TEE, transesophageal
echocardiography; TTE, transthoracic echocardiography; and VKA, vitamin K antagonist.




f:ﬁ J ACC Journals

From: 2014 AHA/ACC Guideline for the Management of Patients With
Valvular Heart Disease: A Report of the American College of
Cardiology/American Heart Association Task Force on Practice
Guidelines

J Am Coll Cardiol. 2014;63(22):e57-e185. do0i:10.1016/j.jacc.2014.02.536

Patients with PVE who are most likely to benefit from

medical therapy without surgery are those with non-
Staphylococcal PVE without complications or prosthetic
valve dystunction, as well as those who remain clinically stable
and who show clinical improvement on antibiotic treatment.




@ European Heart Journal (2009) 30, 2369—2413 ESC GUIDELINES
EURQPEAN doi:10.1093/eurheartj/ehp285

SOCIETY OF
CARDIOLOGY =

Although surgical treatment is frequently necessary in PVE, the
best therapeutic option is still debated, 328327129 Although
surgery is generally considered the best option when PVE causes

severe prosthetic dysfunction or HF, it was performed in only
50% of patients with PVE in the Euro Heart Survey,” similar to
patients with NVE. Similar data have been reported by
others,'%¢2% Although no evidence-based data exist, a surgical
strategy is recommended for PVE in high-risk subgroups identified
by prognostic assessment, i.e. PVE complicated by HF, severe pros-
thetic dysfunction, abscess, or persistent fever. Similarly, early
surgery is frequently needed in early staphylococcal PVE'***% or
PVE caused by fungi or other highly resistant organisms. The
need for surgery should be considered in all cases of early PVE,
since most are caused by staphylococci or other aggressive organ-

283,291

isms. Conversely, patients with uncomplicated non-

staphylococcal and non-fungal late PVE can be managed conserva-
288,294.295

Guidelines on the prevention, diagnosis, tively. However, patients who are initially treated medi-
and treatment of infective endocarditis

(new version 2009)

cally require close follow-up, because of the risk of late events.

The Task Force on the Prevention, Diagnosis, and Treatment of
Infective Endocarditis of the European Society of Cardiology (ESC)

Endorsed by the European Soclety of Clinlcal Microbiology and Infectious Diseases
{ESCHID) arnd by the nternational Saciety of Chematherapy (I5C) for Infection and
Cancer

Table 23 summarizes the main indications and proposed timing
of surgery in PVE.



Guidelines on the prevention, diagnosis,
and treatment of infective endocarditis
(new version 2009)

The Task Force on the Prevention, Diagnosis, and Treatment of
Infective Endocarditis of the European Society of Cardiology (ESC)

Endersed by the European Society of Clinical Microbiology and Infectious Diseases

(ESCHID) ard by the International Society of Chemotherapy (I5C) for Infection and
Cancer

Table 23 Indications and timing of surgery in prosthetic valve infective endocarditis (PVE)

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

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

PVE with fistula into a cardiac chamber or pericardium causing refractory pulmonary oedema Emergency | B
or shock

PVE with severe prosthetic dysfunction and persisting heart failure Urgent | B
Severe prosthetic dehiscence without HF Elective I B
Locally uncontrolled infection (abscess, false aneurysm, fistula, enlarging vegetation) Urgent | B
PVE caused by fungi or multiresistant organisms Urgent/elective | B
PVE with persisting fever and positive blood cultures > 7—10 days Urgent | B
PVE caused by staphylococci or gram negative bacteria (most cases of early PVE) Urgent/elective lla C
PVE with recurrent emboli despite appropriate antibiotic treatment Urgent I B
PVE with large vegetations (> 10 mm) and other predictors of complicated course (heart Urgent | C
failure, persistent infection, abscess)

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

*Class of recommendation.
PLevel of evidence.
*Emergency surgery is surgery performed within 24 h, urgent surgery: within a few days, elective surgery: after at least 1 or 2 weeks of antibiotic therapy.




- Antibioterapia (6 semanas)
Daptomicina 10 mg / Kg / 24 horas

Gentamicina 80 mg / 8 horas (2 semanas)

Rifampicina 300 mg / 12 horas

- Conftroles seriados ETT / ETE
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- HC de control seriados negativos.
- Descenso PCR

- Evolucion clinica favorable. Asinftomadtico.

- Alta hospitalaria (16/12/2013) y control-seguimiento

ambulatorio




- Febricula puntual

- Analitica: 11.000 Leucocitos. PCR 20
- HC: Negativos (03 y 10/01/2014)
- Ecocardiograma TTy TE (10/01/2014)
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- Tratamiento empirico con:
Daptomicina 13 mg / Kg / dia
Gentamicina 80 mg / 8 horas

Rifampicina 300 mg / 12 horas

- Se indica cirugia




- CIRUGIA: Sustitucion
valvular mitral por protesis
bioldgica pericardio bovino
(Carpentier 27 mm).

- HALLAZGOS: Gran verruga
en el velo anterior mitral.
Desinsercion parcial del
anillo a nivel A3, P3y
comisura posterior.
Perforacion en el velo
anterior (zona central A2).




- Cultivo valvular negativo
- Anatomia patoldgica: Fragmento de
endocardio parcialmente necrosado
- PCR valvular (por duplicado): Negaftiva
* Bacteriana (Universal 16S rARN)
* Trooheryma whipplei, Bartonella spp,

Coxiella burnetti

* Panfungica




A) Estamos ante una recidiva de la EPP y debemos

continuar con terapia antibidfica.

B) No hay suficiente evidencia microbidlogica que

justifigue continuar con tratamiento antibidtico.

C) Estamos ante un proceso de ofra naturaleza.




B) No hay suficiente evidencia microbidlogica que

justifigue continuar con tratamiento antibidtico.

C) Estamos ante un proceso de ofra naturaleza.




- Completamos
antibioterapia empirica
(Daptomicina y
Rifampicina 6 semanas;
Gentamicina 2 semanas).

- Evolucion clinica,

analiticay

ecocardiogrdfica

favorable en la
actualidad.
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5QuUé hemos aprendido?

- La infeccion de valvulas reparadas con material
protésico debe considerarse EP.

No tenemos explicacion...

- Discordancia entre los datos microbioldgicos y
los hallazgos ecocardiograficos y quirdrgicos en
este caso.
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