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2. Recomendaciones actuales.
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profilaxis: ¢;ha aumentado la incidencia?
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PROFILAXIS ANTIBIOTICA -

VISION “CLASICA”

Recomendacion ampliamente aceptada durante déecadas ante
muchas cardiopatias y procedimientos.
Argumentos:

— Elevada mortalidad.

— Determinadas cardiopatias predisponen a la endocarditis.

— Determinados procedimientos causan bacteriemias transitorias.

— Enmodelo experimental animal, la profilaxis antibiética puede
prevenir la enfermedad.

Conclusion: administrar antibioticos en humanos antes de
procedimientos dentales, gastrointestinales o genitourinarios
resulta util para prevenir la endocarditis en pacientes con
cardiopatias.

Revision de la evidencia: los “argumentos” son ciertos, pero no hay

evidencia de que la conclusion sea correcta.




RECOMENDACIONES HISTORICAS

INDICACIONS DE LA PROFILAXI
DE
L’ENDOCARDITIS INFECCIOSA
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ARGUMENTOS EN CONTRA DE LA T

PROFILAXIS ANTIBIOTICA

Bacteriemia de “bajo grado” en las actividades de la vida diaria:
cepillado de dientes o mascar chicle.

Parece peor la bacteriemia repetida de bajo grado que bacteriemia
ocasional en procedimientos.

Algunos estudios caso-control no reportan asociacion entre
procedimientos dentales y endocarditis.

El riesgo de endocarditis tras procedimientos dentales es muy bajo:
1/46.000.

Riesgo de efectos adversos del antibiotico (aungque muy bajos).
Mal uso de antibioticos induce resistencias.

Eficacia solo en modelo animal. No hay estudios concluyentes en
humanos.

No hay ensayos clinicos prospectivos, y es muy dificil hacerlos por el
numero de casos que se requeriria para obtener significacion.
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INHS| Antibiotics for the prophylaxis of bacterial endocarditis in

National Institute for dentistry (Review) = —
Health and Clinical Excellence

Oliver R, Roberts GG, Hooper L, Worthington HY R

Issue date: March 2008
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RECOMENDACIONES ESC: -
¢A QUIEN ADMINISTRAR PRO

Table 3 Cardiacconditionsat highestriskofinfective
endocarditis for which prophylaxis should be
considered when a high-risk procedure is performed

(a) Any type of cyanotic CHD.

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

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: lla c

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

CHD = congenital heart disease; |E = infective endocarditis.

ILAXIS?

2015 ESC Guidelines for the management
of infective endocarditis
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¢EN QUE PROCEDIMIENTOS HACER PROFILAXIS?

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

Recommendations Class® | Leval®

A. Dental procedures

»  Antibistic prophylaxis shculd only be
consicderad for dental procedires requiring
manipulaticn of the gingival or periapical lla
region of the teeth or perforation of the oral

L_
il

Mmucosa

s Antibiotic prophylaxis is not recommended
for local anaesthetic injections innon-infzcled
tissues, treatment of superficial caries,
removal of sutures, dental X-rays, placement
oradjustment of removable prosthodontic or
orthodonric appliances or braces or following
the shedding of deciduous teeth or trauma to
the lips and oral mucosa

Recommendations Class® |Level®

B. Respiratory tract procedures”

* Antibictic prophylaxis is not recommmended
for respiratory tract procedures, including
bronchoscopy er laryngoscepy, or transnasal
or endotracheal intubation

C. Gastrointestinal or urogenital procedures or TOE®

+ Antibictic prophylaxis is not recormmended
for gastroscopy, colonascopy, cystascopy.,
vaginal or cassarean delivery or TOE

D. Skin and soft tissue procedures®

¢ Antihiatic praphylaxis is not recorrmended
for any procadure

TOL = transossophageal echocardiography.

2015 ESC Guidelines for the management
of infective endocarditis
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ANTIBIOTICOS A ADMINISTRAR

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

Situation

Antibiotic

Single-dose 30-60 minutes
before procedure

Aduits

Children

No allergy to | Amoxicillin or | 2 g orally or iv. | 50 mg/kg orally
penicillin or ampicillin® or i.v.
ampicillin

Allergy to Clindamycin | 600 mg orally 20 mg/kg orally
penicillin or or i.v. or i.v.
ampicillin

“Alternatively, cephalexin 2 g iv. for adults or 50 mg/kg i.v. for children, cefazolin or
ceftriaxone 1 g iv. for adults or 50 mg/kg i.v. for children.

Cephalosporins should not be used in patients with anaphylaxis, angio-oedema, or
urticaria after intake of penicillin or ampicillin due to cross-sensitivity.

2015 ESC Guidelines for the management

of infective endocarditis
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MEDIDAS DE PREVENCION IMPORTANTES *

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 antibiorics.

Strict infecticn 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

rephcement of the peripheral catheter every 3—4 days. Strict
adherence to care bundles for central and peripheral cannulae

should be performed.

2015 ESC Guidelines for the management
of infective endocarditis
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Table 7 Recommendations for antibiotic
prophylaxis for the prevention of local and systemic

infections before cardiac or vascular interventions

Recommendations

Class® | Level” |Ref.c

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

-

46,47

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

45

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

PROFILAXIS DE
ENDOCARDITIS EN
CARDIOLOGIA
CIRUGIA CARDIACA
Y VASCULAR

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

Systematic local treatment without
screening of 5. aureus is not recommended
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Impact of the NICE guideline recommending cessation of

antibiotic prophylaxis for prevention of infective
endocarditis: before and after study

Martin H Thornhill, professor of oral medicine,” Mark | Dayer, consultant cardiologist,? Jamie M Forde,
information analyst,” G Ralph Corey, Gary Hock professcr inglobal health,* VivianH Chu, assistant professor,®

David | Couper, deputy director,” Peter B Lockhart, chair®
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Thornhill MH et al. BMJ 2011:342:d2392
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Temporal Trends in Infective Endocarditis
in the Context of Prophylaxis Guideline Modifications

Three Successive Population-Based Surveys

Xavier Duval, MD, PHD* Francois Delahaye, MD), P[-IU,Q'“ Frangois Alla, MD, PuD,4#

Pierre Tattevin, MD), PHD " Jean-Frangois Obadia, MD, PHD,{F Vincent Le Moing, MD), PHI,§1§§
Thanh Deco-Lecompte, MI)L,€ Marie Celard, MDD, [|| Claire Poyarr, MD, PHD, $94"

C]n‘istophc Str.ul_\'. MD, PHD, 1 Catherine Chirouze, .M:D,i:'#:i: Michelle Bes, PHD.L H

Emmanueclle Cambau, MD, PrD,#§§§ Bernard Tung, MD ||| Christine Sclton-Suty, MD,€

Bruno Hoen, MD, PHD49%Y on behalf of the AEPEI Study Group
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Conclusions Scaling down antibiotic prophylaxis indications was not associated with an Iincreased incidence of oral strepto-

coccal IE. A focus on avoidance of 5. aureus bacteremia in all patients, including those with no previously Known
valve disease, will be required to improve IE prevention.
American College of Cardiology Foundation

(] Am Coll Cardiol 2012.59:1968-76) @ 2012 by the

Duval X et al. ] Am Coll Cardiol 2012; 59: 1968-76
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Incidence of Infective Endocarditis Caused by Viridans
Group Streptococci Before and After Publication of the 2007 =

American Heart Association’s Endocarditis )
Prevention Guidelines

Daniel C. DeSimone, MD: Imad M. Tleyjeh. MD, MSc; Daniel D. Correa de Sa. MD:
Nandan S. Anavekar, MBBCh: Brian D. Lahr, MS; Muhammad R. Schail, MD:;
James M. Steckelberg, MD: Walter R. Wilson, MD; Larry M. Baddour. MD:
for the Mayo Cardiovascular Infections Study Group
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Rochester Epidemiology Project of Olmsted Country, Minnesota, USA
Nationwide inpatient sample hospital discharge database

Conclusions—On the basis of data complete through 2010, there has been no perceivable increase in the incidence of

VGS-IE in Olmsted County, Minnesota, since the publication of the 2007 American Heart Association endocarditis
prevention guidelines. (Circulation. 2012:126:60-64.)

DeSimone DC et al. Circulation 2012;126:60-4
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Trends in endocarditis hospitalizations at US children's
hospitals: Impact of the 2007 American Heart
Association Antibiotic Prophylaxis Guidelines

Sara K. Pasquali, MD, MHS, ™" Xia He, MS,® Zeinab Mohamad, MS, © Brian W. McCrindle, MD, MPH,
Jane W. Newburger, MD, MPH, ® Jennifer S. Li, MD, MHS,™” and Samir §. Shah, MD, MSCE® Durbam, NC:
Philadelphia, PA: Ontario, Canada; Boston MA: and Cincimati, OH
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Conclusions We found no evidence that release of new antibiotic prophylaxis guidelines was associated with @
significant change in IE admissions across 37 US children's hospitals. [Am Heart ] 2012:163:894.9.)

Pasquali SK et al. Am Heart J 2012;163:894-9
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Incidence of infective endocarditis in England, 2000-13: S

a secular trend, interrupted time-series analysis

Mark | Dayer, Simon fones, Bernard Prendergast, Lamry M Baddour, Peter B Lockhart, Martin H Thornhill
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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.

Dayer MJ et al. Lancet 2015;385:1219-28 W ‘QIEOINERES\? s
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Trends in Infective Endocarditis Incidence,
Microbiology, and Valve Replacement in @
the United States From 2000 to 2011

Sadip Pant, MD,* Nileshkumar 1. Patel, MD,| Abhishek Deshmukh, MD, i Harsh Golwala, MD,* Nilay Patel, MD,}
Apurva Badheka, MD,|| Glenn A. Hirsch, MD, MHS,* Jawahar L. Mehta, MD, PuD%

CragsMark =

FIGURE = Valve Replacement Rates for IE (per 1,000 IE Cases) in the United States
From 2000 o 2011
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CONCLUSIONS These results show that IE incidence has increased in the United States over the past decade. With
regard to the microbiology of 1E, there has been a significant rise in the incidence of Streptococcus IE since the 2007
guideline revisons. However, the rates of hospitalization and valve surgery for [E have not increased since the change in
IE prophylaxis guideline in 2007, (J Am Coll Cardiol 2015;65:2070-6) © 2015 by the American College of Cardiology
Foundation.

Year

== Fitted values for Staph/Strep |E for year 2000-2007
e Fitted values Tor Staph/Strep (E for year 2007-201)

Pant S, et al. ] Am Coll Cardiol 2015:;65:2070-6
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Infective Endocarditis Hospitalizations Before and After the =
2007 American Heart Association Prophylaxis Guidelines

Andrew S. Mackie, MD, SM,*" Wei Liu, MSc,” Anamaria Savu, PhD,*
Ariane J. Marelli, MD, MPH,” and Padma Kaul, PhD"*

* Department of Pedarrics, Universiey of Aberca, Edvonton, Alberta, Canada
A.{Jq,m:l?mwr of Public Health Sciences, University of Alberia, Edmonton, Alberta, Canadz
“ Department of Medicine, University af Alberta, Edmonton, Alberta, Canada
AMAUDE Unit, McGill Universivy, Mentréad Québer, Canada

— QObserved IE hospitalization rate g

—— Estimated mean |E hospitalization rate Staphylococcus aureus

Other Staphylococeal
Streptococcal species
Other organisms

Proportion of IE hospitalizations (M)

IE hospitalizations
per 10 million people per month

20
|

I I I I I I I I I I I

2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012

Conclusions: The rate of IE hospitalizations increased in Canada
before and after the publication of the 2007 AHA guidelines, with no
significant change in slope after 2007. These guidelines had no impact
on the incidence of IE hospitalizations.

Canadian Institute for Health
Information, Canada 2002-2012

Mackie AS et al. Can J Cardiol 2016;32:942-8 w CETTRY ioectores




Impact of AHA’s 2007 guideline change on W) o :
incidence of infective endocarditis in infants .

and children

Ric Sakai Bizmark, MD, MPH, PhD, ™" Ruey-Kang R. Chang, MD, MPH, ™" Yusuke Tsugawa, MD, MPH, PhD ¢
Kenneth M. Zangwill, MD, *® and Ichiro Kawachi, MD, PhD® Boston, MA and Los Angeles, CA

Revision of AHA infective endocarditis
Prophylaxis guideline ( April. 2007)
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CQusarterly incidence rate of infedive endocarditis due to viridans group Streptococcus in the older age group between 2001 and 2012, The Dashed
line represents when the 2007 AHA. guiddines were published.

Conclusions The data did not demonsirate an impact of the 2007 guideline changes on overall incidence of pediatric
IE. However, a significant increase in disease incidence trend due to VGS was observed for the 10-17 yearold group,
compared pre- and postguideline. [Am Heart ] 2017;18%9:1102)

Bizmark RS et al. Am Heart J 2017;189:110-9 W ‘E'E“.“E“,ES{} oy oy




Antibiotic Prophylaxis and Incidence of
Endocarditis Before and After the
2007 AHA Recommendations

Vivian H. Chu, MD,* Peter B. Lockhart, DDS,” Patrick T. O'Gara, MD," Larry M. Baddour, MD®

Martin H. Thornhill, MBBS, BDS, PaD,*" Teresa B. Gibson, PaD,” Eli Cutler, PuD,” Mark 1. Dayer, MBBS, PuD,?

Net Propartional Ch

™

Met Proportiona Changs

m

Met Proport onal Change

350
3.00
250
.00

150

100
0.50
D.0D

200
180
160

1.20
100
DE0

0.20
oo

IE: High-Hisk B AP- High-Risk
i 1.20
L]
o 100
| E H.""\-\.\‘.
7 5 080 4 = —
4 -
| —_ s 60
t 3 &
: e = g ou0
e % 010
S "j‘” | Post-Racommendations Change Post-Recommendations Change
rio 0.0 :
Ehygxgdpoo-oondmnnme a nn =B Bt i o o B R R LR
ez A2 DRS5EERESEREEY pES5E AL eRtr g
Sgi;gggﬁé——-zqéi"ﬁziza T Z2ad T 8503 F
|E: Moderata-Risk D AP: Moderate-Risk
T 13
e & 1.00
E X
< 08 \
2 = k"
4 & BEl b
s fow e ke "
it | B o0
'E';"r:;ml Post-Recommendations Change 'E:f't'd:'n Post-Recommendations Change
| x
ricy 0.00 rio
E'hﬂ,@.ﬂjﬁ‘:“:':::‘Eﬁ"‘_",_r‘_":,f,’_"f EE%,@:g'E';DC:::&ﬁC::EZEE
el e B R I o Ml e il L e = Bl= M= 30 = ool i a ey T
2o os = L RO 55 SO S dad 24 = o A= L4 §O ! Ly =~ 5 2
EFEFHEEsz 2 2aLSAE80=22 233 4ELES32SE228E588a2 3
IE: UnknowryLow-Risk AP: Unknown/Low-Risk
= 12.
7 o
o 1.00
g %
§ O geod
= = o
o [ - = — g B
! s a 080 4 = rem e
] § 040 : =
&
S Bowd,. ..
- ';""'§"| Post-Recommendations Change
2o
- 0.00
EReYagadaogoor oD NNmpnT o0 L2,
VH . e O~ = S T L dn el TR Of = g
Lol l Al il ohS55 5023 R8s 9 2
"'-'J“-&_'EEEE:'-—_'Z"“‘"“" a=o23 E

Medicare o Truven Health
MarketScan Databases

USA 2003-2015

198.522.665 personas

Incremento incidencia
en pacientes de riesgo
moderado (75%) y de
riesgo alto (177%)

No puede establecerse
una relacion causa
efecto.

J Am Coll Cardiol 2018: in press
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PREVENCION DE ENDOCARDITIS INFECCIOSA ~ ~

ESTRUCTURA DE LA PRESENTACION

1. Evolucion de las recomendaciones sobre profilaxis

antibiotica.
2. Recomendaciones actuales.

3. Estudios poblacionales tras la disminucion de
profilaxis: ¢ ha aumentado la incidencia?

4. ¢Esrealmente efectiva la profilaxis antibiotica?
5. Trabajos recientes que podrian cambiar las

recomendaciones.
6. Conclusiones: ;gue mensajes me |
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@ Crosshark

Predisposing cardiac conditions,

interventional procedures, and antibiotic
prophylaxis among patients with .
infective endocarditis

Fabio Chirillo, MD, * Pompilio Faggiano, MD, " Moreno Cecconi, MD, © Antonella Moreo, MD, Angelo Squeri, MD,©
Oscar Gaddi, MD, Fand Enrico Cecchi, MD®, for the Italian Registry on Infective Endocarditis ( RIET) Investigators
Treviso, Brescia, Ancona, Milan, Parma, Reggio Emilia, and Vorino, Haly

Pationts with dadinite 1E
n =G0

| Excluded pafans
1 n=-3

Patients with definite IE
n=&77

Interventional procedures = 171

Predisposing cardiac condition
Dental n = 32; Mon-dental n = 138

n=23H

Registro Italiano della
Endocardite Infettiva
(RIEI) 2007-2010

intarventional procedure in patents
with predisposing cardiac condition

n=1H \
S 17 centros italianos
~Eaiing &] | msco impareat 2
Dental procadura ibrcoss 4 .mmﬁ';'é, el Mon-dental procedura
n=>20 = -impantsumesy 4] | -Gastmontomiogc S fi=1t
T «Fook canal harmgy A | | -Abdominal ameny T -
ol y 2| | Lrooges cal &
’ \ b 1] -other T o |, \
Antibiotic Mo antibiotic Antibiclic Mo antibéotic
prophylaxis prophylaxis orophyiaxis prophylaxs
n=13 n= 7 n==87 n= 24
iridans Vindans Staphylococcus Staphylocoocus
Streptococa (E Streptocoet IE awreus IE aurses |E
n=4 n=4 n=12 n=17

Conclusions In alarge unselected cohort of patients with IE, the incidence of preceding dental procedures was minimal.
The number of cases potentially preventable by means of AP was negligible. Nondental procedures were more frequent than

dental procedures and were correlated with poorer prognosis. (Am Heart ] 2016;179:42-50.)
w VII CONGRESO 3n|:|lu’:nd.E5pnﬁnli
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Antibiotic prophylaxis for infective endocarditis: a -
systematic review and meta-analysis :
Thomas J Cahill," James L Harrison,” Paul Jewell," Igho C)rh:fik?payiﬂ,3 John B Chambers,?
Mark Dayer,* Peter Lockhart,> Nia Roberts,® David Shanson,” Martin Thornhill.®
Carl ] Heneghan,® Bernard D Prendergast’
infective endocarditis Mo infecive endocarditis Odds Ratio Odds Ratlo
Stdy or Subgroup Events Total Events Total Weight M-H, Fixed, 95% CI M=H, Fixed, 95% CI
Imperale L2450 1 & 15 24 40 2% 0.09[0.0L 0.82] * =
Lacassin 159495 & 26 & 22 3D.EX Q.80 [D.22, 2.96] —
Van der Meer 18492 g 25 2 42 293%  106[0.31 3.70]
Toral (95% CI 59 88 1
Toa e 1 29 PREVENCION
Heterogeneity: Chic = 388 df = 2 F = 034 1° - 40% I t t :
Tast Tor GErall 6t 2= LIL(P o 0.19) ENDOCARDITIS "™ s orecine n—— LT .

Study or Subgroup Events

Asi 2010 a 20 14 20
Balich 1582 7 54 24 56
Baltch 1982 (1) 11 31 17 28
Balich 1382 ()b 7 36 17 28
Cannal 1591a 12 20 13 20
Cannzl 19910 14 20 1z 20
Coulter 1990 b 6 0 12
Diz Dias 20068 26 56 s1 g3
Diz Dios 20060 46 54 51 53
Diz Dios 2006c 3 e |- 5 53
Durvall 2013 4 10 £ i)
Hall 19%3a 18 20 19 20
Hall 13830 17 20 19 20
Hall 1955 L] 19 17 20
Head 13E4a -] as 21 25
Head 13E4b 12 25 21 25
Khairal 19664 16 2 64 100
Khairal 19680 2 100 B4 100
Limeres Posse 201¢a O 52 53 35
Limeres Posse 2016k 25 S0 53 55
Limeres Fosse 2016¢ 45 51 53 55
Limeres Posse 2016d 496 57 52 55
Lockhart 2004 16 4% 43 51

Leckhart 2008
Maharaj 2012a

50

29 57 B4
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Maharaj 20120
Maskell 13562
Maskall 19860
Roberts 1987

Shanson 19783
Shansan 1378k
Shanson 1985
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CION

BACTERIEMIA

Shanson 1987a
Shanson 13&7H
Vergis 2001
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Toral events

1
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Total Events Total Weight M-H, Fixed, 35% CI

M-H, Fixed, 95% CI
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5430
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175
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4.4%

anduERkiuk
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1 i g 2 0.o%
1353 1408 100.0%
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Heterogeneityt Chi' = 34701, of = 34 (P < 0.00001); ¥ = 90X
Test for overall effect 7 = 1735 F < 000001

029 [0 LL 0.77)
0.30[0.14 ¢.64]
059 (033, 1.03}]
0.B1[051 1.28]
0.92 [0.57, 1.49]
108070 1.68)
055 [0.31, 1.00]
048 [0.35 0.64)
©.B9 [0.78, 1.00]
0,59 [0 47, 0.74)
680 [030, 2.13)
0.55 [0.79, 1.13]
089 [0T3 1.10]
0.5 [0.63, 1,25]
0.24 (011, 0.53)
0,62 [041, 0,94]
G860 [0.39 090
0.05 [0.02, 0.14]
0.01 [00D 0,16]
0.52 [0.39, 0.69]
0.%0 [0.80, 1.01)
0,84 [0.72, 0.98]
0.3810.25 0.59
0.70 [0.57, 0.BT]
G21[00F 0.69)
0.57 [0.27, 1.21]
0.62 [0.37, 1.03)
043 [0.21, 0.88]
0.06 [0.01, 0.40]
031[013, 0.77]

0.13 [0.03, 0.51] 4+

0.35 [0.15, 0.79]
0.08 [0.0L, 0.56]
0.77 [0.38, 155]
0110002, 0.72]

0.53 |0.49, 0.57|
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Favours antbictics Favours control

La profilaxis antibiética se muestra

efectiva en prevenir la bacteriemia

pero no necesariamente la endocarditis
(evidencia limitada, heterogenea y de

baja calidad)

Cahill TJ el al, Heart 2017;103:937-44
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Dental procedures, antibiotic prophylaxis, and endocarditis
among people with prosthetic heart valves: nationwide
population based cohort and a case crossover study

Sarah Tubiana, " Pierre-Olivier Blotire,” Bruno Hoen,” Philippe Lesclous,* Sarah Millot,”
Jérémie Rudant.” Alain Weill.? Joel Coste.? Francois Alla,? Xavier Duval®

Table 4 | Association between dental procedures and oral streptococcal infective endocarditis in case crossover study,

2008-14
Dental procedores Ddds ratio (953 CN Pwalue
Non-exposare L WD
Dental proceduras model
Irvasive dental procedares 166* {105 267 003
Hon-invasive dentzl procedures 098 {0701t 1 38) 016
Antibiotic prophylaxis dental procedures model
Imvasive dental procedores:
Without antibiotic propiwlaxis 162 {081 0 3.27) L2
With antibiotic prophyiais 1.69 {093 o 2.08) 13
Hon-invasive procedures:
Without zntibiotic prophylaxis Q20 0a0 o 1.42) 0.29
With antibiotic prophiaxis 092 {0484 10 1.97) 0.39

*Interaction test between invasive and non-imvasive dental procedures z score=1_B0 (052710,

French national health insurance administrative data / National hospital discharge database

sLos procedimientos dentales
endocarditis en los pacientes de alto riesgo.

antibidtica

invasivos aumentaron

la incidencia de

*No se observo disminucion del riesgo en los pacientes que recibieron profilaxis

Tubiana et al, BMJ 2017; 358:j3776
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The Cost-Effectiveness of Antibiotic Prophylaxis
for Patients at Risk of Infective Endocarditis

Clinical Perspective Matthew Franklin, PhD
Allan Wailoo, PhD
What Is New? Mark J. Dayer, MBBS, PhD
» This study uses recent data to evaluate the cost Simon Jones, PhD
effectiveness of antibiotic prophylaxis (AP) in pre- Bernard Prendergast, DM
venting infective endocarditis (IE). Larry M. Baddour, MD
» |t demonstrates that AP before invasive dental pro- Peter B. Lockhart, DDS
cedures for those at moderate or high risk of IE is Martin H. Thornhill, MBBS,
very costeffective, in fact, cost saving. BDS, PhD

+ Costeffectiveness is even greater when AP is con-
fined to those at high nsk of IE.

 For highrisk indviduals, AP is costeffective even if —
it only prevents 1.44 cases of IE per year. Base de datos y costes. NHS britanico

What Are the Clinical Implications?

: gﬁifﬁ;’;}fﬁﬂ&” E;tnﬁl,ﬂg E;U’ff; gﬂg’“;%ﬂ; La profilaxis antibidtica es coste-efectiva para

million ($7.3-510.9 million; €6.6—€9.8 million) and prevencion de endocarditis, especialmente en

It in heatth gains >2600 quality-adiusted I . ;
el st s U s los pacientes de alto riesgo.

= AP is even more costeffective for those at high nsk
of IE. Restricting AP to those at high nisk would result
in cost savings of £4.0 million (55.32 million; €4.8
million) and health gains of 1070 guality-adjusted
life-years per year in England because of the smaller
number of individuals at high risk.

* These findings support the costeffectiveness of

Franklin M, et al. Circulation 2016;134:1568-78

guidelines recommending AP use, in particular, in
high-isk individuals. W VIl CONGRESQ Socisdat spaioi [Samme
SEICA ;
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Antibiotic Prophylaxis Against
Infective Endocarditis
Widening the Net?*

John B, Chambers, MA. MD

FIGURE 1 Balance of Risks in Deciding to Give Antibiotic Prophylaxis

I Z R AR R R SR R RS R R RS SR X
LAE NE R B R B R R TR A
Lob B S SR R O N R R I R A
L AR AR S SRR RS E S RN E SN R
S T I E O R
EL S BT R R R AR SR R R O e
RIS R R R R R AL S IR S e )

+* #
-
_—
+
e
+ o+
+ +
- .
- -
+ +
=
-+ +
+* *
+ *
+ 4
- -
- -
LY
L
+ *
- »
e

FER P LA B AT AEL AR AR e
U B RO R R R R N RO NN RE R OR AT N O
e = S E B R N T A Y
DR S SR A R o A
[ T R A R R A
R R R T N T RN
T X Y
R LR R R R S R R R
LIS T I e N R N Y

1
;iil*i+++++¢+¢i++++i L R

A

Inthe absence of a mndomized controlled trial, the efficacy of antibiotic prophylaxis (AP) remains
unproven, and dinicans and their patients must make a balanced judgment. If AP is effective but
not given for high-risk cases, then there might be 35 more cases per month in the United Kingdom
and 66 deaths each year (8), as shown on the right of the balance. If, however, AP is given
despite not being effective, there might be 2 adverse reactions but no deaths each year if
amoxicillin isused or 7 reactions per yearand1 death every 3 years if clindamycinis used (2). The
balance, therefore, favars giving AP. Adapted with permission from Thornhill et al. (18).

Chambers JB. J Am Coll Cardiol 2018;24:2741-3
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antibiotica.
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Invasive Procedures Associated With the @ =

Development of Infective Endocarditis

Imre Janszky, MD, PuD,*" Katalin Gémes, PsD,” Staffan Ahnve, MD, PuD,” Hilmir Asgeirsson, MD, PuD,**
Jette Moller, PuD’

Relative Risk for Infective Relative Risk for Infective
Procedures in Inpatient Care Procedures in Outpatient Care
CABG _ ; & , Bronchoscopy || W
Transfusion - izt
Dialysis -| | .
Dialysis i
Bronchoscopy | o =n ———— Tran::faxsitl:ln SHE & : —
1 20 40 60 80 120 g 1 5 10 15 2025
Relative Risks and 95% Confidence intervals Relative Risks and 95% Confidence Intervals
Janszky, L. et al. J Am Coll Cardiol. 2018;71(24):2744-52.

Swedish National Patient Register 1998-2011

Diferentes procedimientos no odontologicos se asocian a mayor riesgo de endocarditis
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Infective Endocarditis in Patients With ﬂ
Bicuspid Aortic Valve or T
Mitral Valve Prolapse

Isabel Zegri-Reiriz, MD, PuD)," Aristides de Alarcon, MD, PuD,” Patricia Mufioz, MD, PuD,

Manuel Martinez Sellés, MD, PuD,” Victor Gonzélez-Ramallo, MD, Pul,* Jose M. Miro, MD, PuD,'

Carles Falces, MD, PuD,® Claudia Gonzalez Rico, MD," Xabier Kortajarena Urkola, MD,' José Antonio Lepe, MD,"
Regino Rodriguez Alvarez, MD, Tose Maria Reguera Iglesias, MD," Enrique Navas, MD,

Fernando Dominguez, MD, PeD,*™ Pablo Garcia-Pavia, MD, PeD,™" for the Spanish Collaboration on Endocarditis—
Grupo de Apovo al Manejo de la Endocarditis infecciosa en Espana (GAMES)

0 Cohorte GAMES
70 3208 pacientes
60 31 hospitales
o 2008-2016
o 40 -
30 ¢ Deberia reclasificarse
i a los pacientes con
n prolapso mitral o aorta
.. I g _ B bicUspide como “alto
mrﬁi:i;?;:%ﬁg;i?ﬁ?;:m Odontological Focus Cardiac Complications Ei-lrdiﬂc Surgery rlesgo y reC|’b|r
W Bicuspid Aortic W Mitral Valve m High-Risk m Low/Moderate-Risk ;;: gg: E E:::L::f::if:: prOfI IaXIS anthIOtlca’)
Valve Prolapse
Zegri-Reiriz, I. et al. J Am Coll Cardiol. 2018;7124):2731-40.

CONCLUSIONS IE in patients with BAV and MVP have higher rates of viridans group streptococci IE and IE from sus- | Zegri-Reiriz | et al. J Am Coll Cardiol 2018;71:2731-40
pected odontologic origin than in other IE patients, with a clinical profile similar to that of high-risk IE patients. Our
findings suggest that BAV and MVP should be classified as high-risk IE conditions and the case for IEAP should be

reconsidered. {J Am Coll Cardiol 2018;71:2731-40) © 2018 by the American College of Cardiology Foundation. W
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Quantifying infective endocarditis risk in - - :

patients with predisposing cardiac conditions

Martin H. Thornhill1’2*, Simon jones3’4, Bernard Prendergasts, Larry M. Baddouré,
John B. Chambers®, Peter B. Lockhart?, and Mark ). Dayer’

Predisposing condition OR of developing 95% Cl P-value OR of dying 95% ClI P-value
IE in 5 years during a hospital
admission with IE
High risk
Previous |E 265.5 2442-2882 <0.000 2149 1792-255.6  <0.0001
Prosthetic valve replacement 70.1 658-74.7 <(0.0001 62.0 54.4-704 <0.0001
Valve repair with prosthetic materal 76.7 683-858  <0.0001 595 45.6-76.1 =<0.001
Cyanotic CHC 554 45.6-66.6 <0.0001 1336 68.8-231.7 <0.001
CHC repaired with prosthetic material 18.3 11.8-268  <0.000 244 7.5-568 =<0.001
CHC with palliative shunt or conduit 86.1 5811221  <0.0001 3145 111.6-6880  =0.001
Moderate risk
Rheurmatic fever 514 47.9-55.0 <0.0001 54.5 48.0-617 <(.0001
Mon-rheumatic valye disease 415 39.6-43.6 =<(.0001 359 32.6-395 <(0.0001
& Congenital valve anomalies - &D 554-80.1  <0.0001 567 2581060  <0.001
Unknown risk
Heart transplant 55 0.3-24.2 0.089 NC NC MNC
Prosthetic heart/VAD 124.2 203-3%8%9 <0.0001 NC MNC NC
Hypertrophic cardiomyopathy 328 233446 =<0.0001 4.0 0.2-175 017
Implanted pacemaker/cardioverter 9.7 90-106  <0.0001 10.1 B.6-11.7 =0.001
Reference aroiip Base datos NHS britanico
The nonulation of Fosland (FO08) 10 1.0

Pacientes de “riesgo moderado” deberian reclasificarse a riesgo elevado

Thornhill MH et al. Eur Heart J 2018:39:586-95 W SETCAY i
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PREVENCION DE ENDOCARDITIS INFECCIOSA ~ ~

ESTRUCTURA DE LA PRESENTACION

1. Evolucion de las recomendaciones sobre profilaxis
antibiotica.
2. Recomendaciones actuales.

3. Estudios poblacionales tras la disminucion de
profilaxis: ¢ ha aumentado la incidencia?

4, ¢Esrealmente efectiva la profilaxis antibiotica?

5. Trabajos recientes que podrian cambiar las
recomendaciones.

6. Conclusiones: ;que mensajes me llevo a casa?




CONCLUSIONES e

MENSAJES PARA LLEVARSE A CASA

No hay evidencia concluyente sobre la profilaxis antibiotica en la
endocarditis.

Estudios contradictorios:

— Sobre si la reduccion de profilaxis ha aumentado incidencia.

— Sobre si la profilaxis antibiotica reduce la endocarditis estreptococica.
Vision global: la profilaxis antibiotica parece “beneficiosa” o
“neutra”, pero no dafina.

Algunos pacientes “de riesgo intermedio” se comportan como de
riesgo elevado (estudio GAMES: prolapso mitral y aorta bicuspide).

Balanza: parece razonable y posiblemente coste-efectiva la
profilaxis en los pacientes de riesgo elevado.

Diferentes procedimientos invasivos no odontoldgicos son factores
de riesgo para endocarditis y debemos investigar sobre la
prevencion en estas situaciones.
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