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12:30-13:30h Symposium: El equipo de endocarditis
Moderador: JM Mird . Servicio de Enf infecciosas. Hospital
Clinic, Barcelona

12:30 - 12:50h Urganizacion del equipo. Carlos
Mestres, Dpto Cirugia Cardiaca, HU Zurich, Suiza.
12:50 -13:30h Caso clinico con discusion por
expertos: Juan Ambrosioni, Infectdlopo, Carles Falces,
Cardidlogo, Eduard Quintana, Lirujano cardiaco. Equipo
de endocarditis del H Clinic de Barcelona.

13:30-14:00h Revision de la literatura. Lo mejor del aio
en infecciones cardiovasculares. Juan Galvez. U de

Enfermeddes Infecciosas, Microbiologia Clinica y M
preventiva, HUV Macarena, Sevilla.

14:00-14:30h Conferencia. Historia del GAMES y retos
futures. Emilio Bouza. HU Gregorio Marandn, Madrid.

14:30h Clausura.
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Esto es una charla resumen de SEICAV 2019
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VYiernes 16

10:10-10:30h Nuevos abordajes quirdrgicos.Jacobo Silva. H. Central de Asturias. Oviedo.

10:50-11:10h Caso Clinico 2.Endocarditis prntésicé por Sta‘bhglncuccusa'ureus tratadacon
antibiéticos novedosos. Carmen Hidalgo. H. Virgen de las Nieves. Granada.

12:30-12:50h Endocarditis por S tigurinus. Miguel Angel Goenaga.H.Donosti. San Sebastin.
12:50-13:10h Endocarditis en pacientes VIH. Miguel Angel Goenaga.H.Donosti. San Sebastian.
13:10-13:30h Endocarditis por Aspergillus. Maricela Valerio. H. Gregorio Marafién. Madrid.
13:30-13:50h Endocarditis en pacientes con indicacion quirdrgica no operados. Antonio

Ramos. H. Puerta de Hierro. Madrid.

18:45-19:00h Resultado después del alta: seguimiento y pronéstico a largo plazo de la
Endocarditis Infecciosa en Espafia. Martha Kestler. H. Gregorio Marafién. Madrid.

Uni itatsSpital :
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L_a endocarditis infecciosa es una enfermedad
Infrecuente asoclada a tasas elevadas de
morbilidad y mortalidad

Necesita un diagnostico lo mas precoz posible y un
tratamiento agresivo

* Thuny F, Grisoli D, Collart F, Habib G, Raoult D. Management of infective endocarditis:
challenges and perspectives. Lancet 2012; 379:965-975.
* Habib G. Management of infective endocarditis. Heart 2006; 92:124-130.
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Endocarditis

El término endocarditis se refiere a una inflamacion
de los tejidos internos del corazon o endocardio y que
puede conducir a complicaciones letales si no se trata

30-100 episodios por millon

Tleyjen IM et al. Chest 2007; 132:1025-1035
Hoen B, Duval X. N Engl J Med 2013; 368:1425-1433
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Factores predisponentes

Y

Anomalias del endocardio

* Cardiopatias congénitas

* Enfermedad reumatica

* Valvula aortica bicuspide

* Valvula aortica calcificada

* Prolapso valvular mitral

* Cardiomiopatia hipertrofica obstructiva

Procedimientos de cualquier tipo (Healthcare-associated)

UniversitatsSpital
Ziirich
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Las guias de practica clinica ESC 2009 sobre la
prevencion, diagnostico y tratamiento de la
El, actualizaron el conocimiento con algunos

conceptos de interes

1. Limitacion de la profilaxis antibiotica a los

pacientes de maximo riesg@@ntrove@

2. Endocarditis asociada al cuidado de la Salud

Ildentificacion del momento 6ptimo para la Cirugia
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1 ST, pUD ed on ~AUd

The infective endocarditis team:
recommendations from an
international working group

John Chambers,' Jonathan Sandoe,” Simon Ray,’

Bemard Prendergast,” David Taggart,* Stephen Westaby,*

Chris Arden,” Lucy Grothier,® Jo Wilson,” Brian Campbell,®

Christa Gohlke-Barwolf,? Carlos A Mestres,’® Raphael Rosenhek, '
Philippe Pibarot,'? Catherine Otto ™

'British Heart Vale Society; *British Infection
Assadiation; *British Cardiovastular Society, London,
UK; *Sadety of Cardiothoracic Surgeons of Great Britain
and lreland; "Royal College of General Practitioners;
Scauth London Stroke and: Cardiovascular Network:
"Hritish Assodation of Nursing for Cardiac Care,
Oxford, UK; *Sadety for Cardiological Science and
Technalogy, London, UK, *Herz-Tertum Bad
Krozingen, Germany; '“Department of Cardiovascular
Surgery, Hospital Clinia, University of Barcelong,
Barcelonia, Spain; ' University of Vienna, Austria;
" Department of Medicine, Laval University, Canada;
pivision of Cardiology, University of Washingtan,
Seattle, Washington, USA
Correspondence to Professor | B Chambers,
Cardiothoracic Centre, St Thomas' Hospital, London
UniversitatsSpital SE1 TEH, UK; john.chambers@gstt nhs.uk

Ziirich

Downloaded from heart.bmj.com on September 2, 2013 - Published by group bmj.com

" Editorial

angiography and PET™ Other expers
must be available: a specialist in spinal
conditions  {orthopaedic  surgeon  or
rheumatologist  depending on  nanonal
practice); an elecorophysiologst specialis-
ing in device extraction;™ a neurologist
and neurosurgeon to advise on the man-

agement of cerebral complications; a renal
physician since renal dysfunchon is an
important complication of IE; and a
haematologst to advise on the manage-
ment of antcoagulaton m  proshenc
valve endocardins, Quepatient parenteral
antibiotic treatment should be feasible for
selected cases, ™™ *

20181117-SEICAV-Sevilla



Chirillo F, Scotton P, Rocco F, Rigoli R, Borsatto F, Pedrocco

A, De Leo A, Minniti G, Polesel E, Olivari Z.
Impact of a multidisciplinary management strategy on the

outcome of patients with native valve infective endocarditis.

Am J Cardiol. 2013 Oct 15;112(8):1171-6.  doi:
10.1016/j.amjcard.2013.05.060. Epub 2013 Jul 5.
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El Estado Actual

Insuficiencia cardiaca ~50% de las indicaciones

Falta de control de la infeccion (buscar en el bazo,...)

Embolia & Vegetaciones (riesgo <1% despues de 1s)
Infeccion perivalvular (10-40% NVE - 40-100% PVE)
EVP

Fungica

Complicaciones neurologicas (Esperary ver...)

Momento de la cirugia (Dificil — Por definir...)

Delahaye F, Célard M, Roth O, de Gevigney G. Indications and optimal timing for surgery in
infective endocarditis. Heart 2004; 90:618-620
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El Problema de la Cirugia

* Heterogeneidad

* Diagnostico dificil de El la regla, no la excepcion

* Experiencias institucionales

* Dificultades en organizar estudios controlados

* Riesgos intrinsecos debido a la variabilidad anatomica
* Proceso de decision muy complejo

* Cooperacion obligada
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Guias de Practica Clinica
Cambios en el tiempo 2009 — 2015

* Series mas amplias de ElI (ICE, GAMES,...)
* El primer estudio aleatorizado

* Mejoria en la Imagen

* Discrepancias en la profilaxis

* Abordaje colaborativo a través del ‘Equipo de
Endocarditis’

U gg:;lcirsitétsspital 20181117-SEICAV-Sevilla



Y

UniversitatsSpital
Ziirich

European Heart Journal Advance Access published August 29, 2015

Furopesn Hexm foumal ESC GUIDELINES

E = 0L W09 ey jleh
EuTarzaN dot 10,1059 asrhesm fehed 19
LA

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 Zott (ltaly),
Raluca Dulgheru (Belgium), Gebrine El Khoury (Belgium), Paola Anna Erba® (ltaly),
Bernard lung (France), Jose M. Miro® (Spain), Barbara J. Mulder (The Netherlands),
Edyta Plonska-Gosciniak (Poland), Susanna Price (UK), Jolien Roos-Hesselink

(The Netherlands), Ulrika Snygg-Martin (Sweden), Franck Thuny (France),

Pilar Tornos Mas (Spain), Isidre Vilacosta (Spain), and Jose Luis Zamorano (Spain)
Document Reviewers: Cetin Erol (CPG Review Coordinator) (Turkey), Petros Mihoyannopoulos (CPG Review
Coordinator) (UK), Victor Aboyans (France), Stefan Agewall (Norway), George Athanassopoulos (Greece),

Saide Aytekin (Turkey), Wemer Benzer (Austria), Hector Bueno (Spain), Lidewij Broekhuizen (The Netherlands),
Scipione Carerj (laly), Bernard Cosyns (Belgium), julie De Backer { Belgium), Michele De Bonis (Italy),
Konstantines Dimopoulos (UK ), Erwan Donal { France), Heinz Drexel (Austria), Frank Arnold Flachskampf (Sweden}),
Roger Hall (UK), Sigrun Halvorsen (Norway), Bruno Hoen" {France), Paulus Kirchhof (UK/Germany),

Mitja Lainscak (Slovenia), Adelino F. Leite-Moreira (Portugal), Gregory Y.H. Lip (UK), Carlos A. Mestres®
(Spain/United Arab Emirates), Massimo F. Piepoli (Italy), Prakash P. Punjabi (UK), Claudio Rapezzi (Italy},
Raphael Rosenhelk (Austria), Kaat Siebens (Belgium), Juan Tamargo (Spain), and David M. Walker (UK)

The disclosure forms of all experts involved in the development of these guidelines are available on the ESC website = :
http://www.escardio.org/guidelines. - I CAV-SEVI I Ia
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Table 9 Recommendations for referring patients to

the reference centre

Recommendations

Class™

Patients with complicated |E should be
evaluated and managed at an early stage in
a reference centre, with imrmediate
surgical faciliies and the presence of a
multidisciplinary ‘Endocarditis Team’,
including an ID specialist, a microbiologist,
a cardiologist, imaging specialists, a cardiac
surgeon and, if needed, a spedialistin CHD

la

For patients with uncomplicated IE
managed in a non-reference centre, early
and regular communication with the
reference centre and, when needed, visits
to the reference centre should be made

Level®

Ref.”

1256

CHE = congenital heart disease; ID = infectious disease; |[E = infective

endocarditis:

*Class of recommendation.

"L evel of evidence.

“Reference(s) supporting recommendations.
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Kev Esp Cardiol, 200 5;68{5): 363-368

Editorial
Organization and Functioning of a Multidisciplinary Team @Gmmﬁ

for the Diagnosis and Treatment of Infective Endocarditis:
A 30-year Perspective (1985-2014)

Organizacion y funcionamiento de un grupo multidisciplinario de diagnostico y tratamiento
de la endocarditis infecciosa: perspectiva de 30 anos (1985-2014)

Carlos A. Mestres,” J. Carles Paré,” José M. Miro™" and the Working Group on Infective Endocarditis of the
Hospital Clinic de Barcelona™
8ervcio de Cirugio Condiovascular, Hospiral Oinie, Unversidad de Bareelong, Barcdona, Spain

"Servido de Cardiologio. Hospital Clinde, Universidod de Barcdonn, Barcelona, Spain
“Servicio de Enfermedades Infecciosas, Hospital Clinic, Universidad de Barcefonn, Barcelong, Spain

Article Ristory:
Available online 4 February 2015
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Indications for surgery

Timing*

Level®

1. Heart failure

pulm-mafj.r oedemna or cardiogenic shock |

Mnm ormitral MVE or PVE with severe acute regurgitation, obstruction or fistula causing refractory | E Emergency |

Aortic or mitral NVE or PYE with severe regurgitation or obstruction causing symptoms of HF or
echocardiographic signs of poor haemadynamic telerance

Urgent

2. Uncontrolled infection

| Locally uncontrolled infection (abscess, false aneurysm, fistula, enlarging vegetation)

Urgent

{Infection caused by fungl or multiresistant organisms

Urgent/
slective

Persisting positive blood cultures despite appropriate antibiotic therapy and adequate control of
septic metastatic foci

Ulrgent

| PYE caused by staphylococe or non-HACEK gram-negative bacteria

Urgent/
elective

3. Prevention of embaolism

| Awrtic or mitral MVE or PYE with persistent vegetations = 10 mm after one or more embolic Urgent
:epimde despite appropriate antibiotic therapy

| Aortic or mitral NVE with vegetations =10 mm, associated with severe valve stenosis or Urgent
%r‘_&g{gitatimu and low operative risk

.ﬁ-.ﬂr‘trﬂ or mitral NVE or PVE with isolated very large vegetations (=30 mm) Urgent
Aﬂr'tk: or mitral NVE or PYE with Isolated large vegetations (> 15 mim) and no other indication for| Urgent

.Su[g-ﬂ“f

UniversitatsSpital
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* Inadequate antdbiotic treatment (agent dose, duration)

* Resistant microorganisms. e Brucella spo., Legiomefa spp., Chiamydia
spp., Mycoplasma spp, Mycobacreriuvm spo., Barronella spp, Coxdelia
Biernett, frngi

* Polymicrobial Infection in an [VDA

* Empirical antmicrobial therapy for BCNIE

* Perlannular extension

* Prosthetic valve IE

* Persistent metastatic focl of infection (abscesses)

* Besistance to conventional andblotic regimens

* Positive valve culture

* Persistence of fever at the seventh postoperative day
* Chronic dialysis

U] Universitatsspital 20181117-SEICAV-Sevilla
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iZT = compeied tomogragtyy; IE = infective endocarditis; MR = magreile resonance imeging
TOE = transcecaphaped echocerdography; TTE = transthoracle echocardiography

Figure 4 Therapeutic strategies for patients with infective endo-
carditis and neurclogical complications.
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AATS Surgical Treatment of Infective Endocarditis Consensus
Guidelines Writing Committee Chairs, Pettersson GB, Coselli
JS; Writing Committee, Pettersson GB, Coselli JS, Hussain
ST, Griffin B, Blackstone EH, Gordon SM, LeMaire SA, Woc-
Colburn LE.

2016 The American Association for Thoracic Surgery (AATS)
consensus guidelines: Surgical treatment of infective
endocarditis: Executive summary.

J Thorac Cardiovasc Surg. 2017 Jun;153(6):1241-1258.e29.
doi: 10.1016/j.Jtcvs.2016.09.093. Epub 2017 Jan 24
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El razonamiento

* La El es una enfermedad de gran variabilidad en la
presentacion segun el primer érgano

* La enfermedad cardiaca subyacente
* Microorganismos
* Presencia/ausencia de complicaciones

* Caracteristicas del paciente

U] Universitatsspital 20181117-SEICAV-Sevilla
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* Se necesita experiencia y juicio de facultativos de
diversas especialidades

* La Ecocardiografia juega un papel critico en el
diagnostico y tratamiento de la El

* Otras técnicas de imagen han irrumpido en el
proceso de decision

U gg:;lcirsitétsspital 20181117-SEICAV-Sevilla



* La expansion del concepto de multidisciplinaridad
* La estandarizacion del tratamiento médico

* Seguimiento de Guias de Practica Clinica (?)

Reduccion de la mortalidad a 1 ano del 18.5% al 8.2%
Reduccion de la mortalidad relacionada con la El 22%
al1l3%

Botelho-Nevers E, Thuny F, Casalta JP et al. Arch Intern Med 2009;169:1290-1298.
Carrasco-Chinchilla F, Sanchez-Espin G, Ruiz-Morales J et al. Rev Esp Cardiol 2014;67:380-386.

U] Universitatsspital 20181117-SEICAV-Sevilla
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Manejo exclusivo en centros dedicados

* Mas de la mitad de los pacientes necesitan tratamiento quirurgico
* Pueden desarrollarse complicaciones en cualquier momento del
curso de la EI que necesiten el consejo de expertos

* Indicaciones especificas para cirugia de urgencia como
complicaciones perianulares, pueden no ser detectadas en ausencia
de experiencia en imagen

* Las embolias sistemicas puede ser silentes o con sintomas
minimos, que pueden no ser detectados incluso por expertos

* El traslado de pacientes en shock séptico o EAP contribuye a
mayor inestabilidad clinica y hemodinamica, con resultados peores

San Roman JA, Vilacosta I, Lopez J. Heart 2014;100:1301-1302

UniversitatsSpital
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Hub and spoke network

* Centros de referencia “funcionales”

* Existe un EEI de ciertas caracteristicas y en
colaboracion estrecha con centros perifericos

* Puente de relacion

* Pacientes con EI no complicada

* Tratamiento paliativo

* Centros de referencia “estructurales”
* Archivo digital compartido

Cecchi E, Chirillo Fet al. SEICIVI
U] Universitatsspital 20181117-SEICAV-Sevilla
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When to refer a patient with IE to an “Endocarditis Team’

in a reference centre

|. Patients with complicated IE (i.e. endocarditis with HF abscess, or
embolic or neurclogical complication or CHD), should be referred
early and managed in a reference centre with immedite surgical
facilities.

1. Patients with non-complicated |E can be initially managed in a non-
reference centre, but with regular communication with the reference
centre, consulitations with the multidisciplinary ‘Endocarditis Team', and,
when needed, with external visit to the reference centre.

20181117-SEICAV-Sevilla
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Characteristics of the reference centre

|, Immediate access to diagnostic procedures should be possible,
including TTE, TOE, multislice CT, MRI, and nuclear imaging.

L 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, neurclogical, and embolic complications).

3. Severzal 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, neuroclogists, and facilities for
neurosurgery and interventional neuroradiology

UniversitatsSpital

Ziiri 20181117-SEICAV-Sevilla
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Role of the ‘Endocarditis Team’

|. 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.

1. 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 patients clinical status (ideally at 1, 3,
&,and 12 months after hospital discharge, since the majority of events
occur during this periad™),

U] Universitatsspital 20181117-SEICAV-Sevilla
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Table 9 Recommendations for referring patients to

the reference centre

Recommendations

Class® | Level® |Ref®

Patients with complicated |E should be
evaluated and managed at an early stage in
a reference centre, with immediate
surgical faciliies and the presence of a
rmultidisciplinary ‘Endocarditis Team',
including an 1D specialist, a microbiologist,
a cardiologist, imaging specialists, a cardiac
surgeon and, if needed, a specialistin CHD

= 1256

For patients with uncomplicated |E
managed in a non-reference centre, early
and regular communication with the
reference centre and, when needed, visits
to the reference centre should be made

CHE = congenital heart disease; |ID = infectious disease; IE = infective

endocarditis.

*Class of recommendation.

“Level of evidence.

“Reference(s) supporting recommendations.

20181117-SEICAV-Sevilla



Como desarrollarlo?
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Kev Esp Cardiol, 200 5;68{5): 363-368

Editorial
Organization and Functioning of a Multidisciplinary Team @cwmrk

for the Diagnosis and Treatment of Infective Endocarditis:
A 30-year Perspective (1985-2014)

Organizacion y funcionamiento de un grupo multidisciplinario de diagnostico y tratamiento
de la endocarditis infecciosa: perspectiva de 30 anos (1985-2014)

Carlos A. Mestres,” J. Carles Pare,” José M. Mird™" and the Working Group on Infective Endocarditis of the
Hospital Clinic de Barcelona™
8ervcio de Cirugio Condiovascular, Hospiral Oinie, Unversidad de Bareelong, Barcdona, Spain

"Servido de Cardiologio. Hospital Clinde, Universidod de Barcdonn, Barcelona, Spain
“Servicio de Enfermedades Infecciosas, Hospital Clinic, Universidad de Barcefonn, Barcelong, Spain

Article history:
Available online 4 February 2015
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La El es paradlgma de colaboracidonolLos equipos multidisci-
plinarios ]l han sido pioneros en la
organizacion de una estructura hospitalaria de tercer nivel
dedicada a la enfermedad®’. El grupo International Collaboration
in Endocarditis ha tenido impacto crucial en la dltima década para
comprender la EI®. La British Heart Valve Society ha propuesto la

v gg:;lcirsitétsspital 20181117-SEICAV-Sevilla



CONSIDERACION PREVIA

La El es una enfermedad medicoquirirgica en la que el
tratamiento quiriirgico es una parte del proceso y no un fracaso
de la terapéutica. El cuidado de los pacientes afectos de El debe
ofrecerse por EMD con profesionales con intereses compartidos.

U] Universitatsspital 20181117-SEICAV-Sevilla
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INDEPTH

Surgical Management of Infective Endocarditis
Complicated by Embolic Stroke

Practical Recommendations for Clinicians

ABSTRACT: There ras been an oeetall improvernent i surgical moetality Bobby Yanagawsa, MO,
for patents with infectve endocarditis (IE), presumably becausze of PhD

improved dagnosis and management, centerad around a more aggressve Gosta B. Pattersacn, MD,
early surgical approach. Surgery 15 currently performed i apprexmately PhD

balf of all cases of IE. Improved survval in surgerytreated patients i Gilbert Habib, MD
correlated with a reduction i beart failure and the preventics of embaolic Marc Ruel. MD, MPH
spquelae, It is reported that between 20% and 40% of patierts with Gustavo Saposnik, MO,
IE preseat with stroke or other nevrctogical condions. 1115 for these MG

Biavidd A. Latter, MD

e R T . . i
IE patients that the tming of swgcal intervertion remains a poirt o bk rme. ML BHD

corsiderable discussion and debate. Despite ewdence of mprosed suraval

Gircufation. 2016;134:1280-1292. DOI: 10.1161/CIRCULATIONAHA.116.024156

U] Universitatsspital 20181117-SEICAV-Sevilla
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Figure 1. Gonceptual diagram of arguments for earfy and delayed surgery in patients with infective
enducarditis with stroke and other carebral complications.
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by a dedicated team of multin:iiS::i;}linar:mr experts.® The
Woarking Group on Infective Endocarditis at the Hospital
Clinic de Barcelona has also published recommenda-

tions based on their 30year experience with a dedr
cated endocarditis team.®* The team should include
cardiac surgeons, cardiologists, infectious disease
specialists, neurologists, Interventional neuroradiolo-
gists, and other specialists as necessary. Additional

specialists may include nephrology, orthopedic surgery
for spine involvement, cardiovascular pathologists,

home care support for outpatient parenteral antibiotic
treatment, and specialists to manage intravenous drug

”gjive““étsst’“a' 20181117-SEICAV-Sevilla



abuse. Given that patients with |E and cerebral embo-
lism are among the highest-risk surgical candidates, we

advocate for referral to tertiary centers with an expert-
enced endocarditis team. Currently, the Hospital Clinic

de Barcelona experience 1s an exception and not the
rule, because the development of an endocarditis team
requires a significant investment of time, which is of-
ten not financially reimbursed. Finally, it 1s important

that such meetings should not cause delays in decision
making and treatment.

v gg:;lcirsitétsspital 20181117-SEICAV-Sevilla
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UnivarsitatsSpital Endokarditis Board
Zurich u

Endokarditis Board

Protokoll
Zeit: 17.00 Uhr, Hoer-D 49
Teilnehmer: Annelies Zinkernagel, Irene Abela, Barbara Hasse,

Matthias Greutmann, Christiane Gruner, Michelie Frank,
Urs Schwarz, Inga Hegemann, Alberto Weber

Entschuldigt:  Jan Steffel

Verteiler: Tellnehmer, T. Aguino
Protokaoll: Alberto Weber
o do: =  KISIM Formulare Endokarditis Board aufachalten

= Plastfizierte Folle mit Anmelde Prozess als INFO
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Traxtandum Auftrag | Termin
To do

01. Endokarditis Board findet im D HOER 49 wochentlich
jaden Donnerstag um 7:00 Uhr Morgens statt

02. Es wird jeweils mind ein Stellvertreter der folgenden
Kliniken teilnehmen: KAR, NUK, INF, NEUR, HER,
HAEM. (siehe oben Teilnehmer)

Sete t van #

Uni itatsSpital :
] Lniversitatsspita 20181117-SEICAV-Sevilla
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1

or.

UniversitatsSpital

Klinik fOr Herz- und

Zlrich u Gefésschirurgle

Traktandem

Die Anmealdungen via KISIM werden in einem daflr
aingerichteten Postfach verwaltet. Tina Aquino hat von
Seiten Sekretariat zugri und alle o.q. Kollegen auch.
Mit Datumfilter werden alle angemeldete Patienten
ersichtlich welche jeweils in der ausgewihiten Woche
vorgestellit werden sollen. Die Patientenliste wird aber
wvorerst nicht geléscht

Die besprochenen Patienten werden in der Databank
van Michelle Frank hinzugefiigh. Erstmals durch sinen
Masterstudent. In der Zukunft wird die Finanzierung
einer Board-Study Nurse diskutiert. In Frage kommt die
Herzstiftung.

Aorta Graft Infekte werden im Board auch inbegriert.

Startdatum wird abhingig davon sein wann die
Formulare im KISIM aufgeschaltet sind. April
frithestens, Mal wahrscheinlich.

Gaerlatrisches Assassmen

Wenn das Endokarditis Board funktioniert, wird in der
Zukunft eine Eingliederung im europdischen Register
diskutiert.

| Auftrag
{To do

Agiino

Term:n

117-SEICAV-Sevilla



Anmeldung (analog Tumorboard-Anmeldung):

-

i Anmeldung Endokarditis- Board =NeE :

sengen| Earas. | ssorechen|

Di=ga Anmelding wird auch im exarde: des Patanten angazeigt

Von Kitte! Petrs
Anmetdung for  Endokarditis- Board
sichtoaran 0| (22032016 | 45fre00 2] | priorust | 4 Eredigentis | |
-
KlinikStation Hier klicken oder Patient hinginziehan _71 =
Zimgmer TRlZ
Falkar Telg
Mabilitl  TEven

Soae]

Zustémt [P Kiitel Business Senace Verantwortiche 140 |
I HGT, Tel Bio: 51450, Sucher. 163 817

vorstellung am: D 220320165 umD7.000 HoER D 49

Das Board findet am Donnerstag am 07.00h statt

Deranmeideschiyss istam  Mittwoch um 15.00h

Puwaiser:| iy
Diagnose B2 Ubemahme
Frﬂqaﬁheﬂunq

I :
Weitere Angaben

I
Badlagen Meu ".l

v

Senden an neuer Pool-Briefkasten  Endokarditis-Board®

UniversititsSpital  Berechigte Kiiniken (HER, KAR, INF, NUK, HAEM, NEURO)
H H I : .
u:ﬁmimss"'ta 'PD Dr. Alberto Weber (WEAL) \-Sevilla
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Table 1: Population baseline characteristics, risk factors and common complications (preliminary results USZ)

All patients (n=315)

Mean age (years) 53.5+18.0
Female (n, [%]) 69 [22.6]
Male (n, [%]) | 236 [77.4]
GUCH (grown ups congenital heart disease, n, [%]) 29 [9.2]
Native walve IE (n, [%]) 136 [43]
Prosthetic valve IE (n, [%]) 151 [48]
Device IE (n, [%]) 25[7.9]
Clinical signs of infective endocarditis

Fever (< 38C°, n, [%]) 207 [65.7]
Heart murmur (n, [%]) 230 [73.0]
Vascular complications® (n, [%]) 151 [47.9]
Cerebral complications (n, [%]) 102 [32.4]
ARF (acute renal failure), n (%) 140 [44.4]
Clinical risk factors for IE

Previous valve surgery, n (%) 126 [42.9]
Previous valve disease [n, [%]) 193 [61.3]
IVDA (n, [%]) 24 [7.6]
Other complications during clinical course

ICU stay (Intensive Care Unit, n, [%])) 189 [60]
Shock or MOF (multiorganfailure, n, [%]) 81 [25.7]
Instable hemodynamics (n, [%]) 95 [30.2]
Surgical intervention (n, [%]) 164 [52]
Lethal outcome (n, [%]) 50 [15.9]

Courtesy of Fr. Dr. Michelle Frank
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Figure 4: Epidemiological trend of IE at the University Hospital Zurich, divided into cases

with and without surgery and/or implantable cardiac devices

Number of patients with IE from 2000-2015

®m no valvular surgery

- mvalvular surgery
before

2000
2001
2002
2003
2004
2005
2006
2007
2008
2009
2010
2011
2012
2013
2014
2015

Note: only half of the patients from 2015 are currently recorded.

Courtesy of Fr. Dr. Michelle Frank
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ENDOVASCULAR AND CARDIAC VALVE INFECTION REGISTRY: NEW PATHOGENS AND
DIAGNOSTIC POSSIBILITIES

A PROSPECTIVE OBSERVATIONAL COHORT STUDY

“ENVALVE”
Project Leader Cardiology Project Leader Infectious Disease and Sponsor Project Leader Cardiovascular Surgery
Dr. med. Michelle Frank PD Dr. med. Barbara Hasse PD Di. med. Alberto Webier

Division of Infectious Diseases and Hospital Epidemiology Clffie o CaidiovEs e SaEe

U] Universitatsspital 20181117-SEICAV-Sevilla
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Coinvestigators

(in alphabeatical order)

UniversitatsSpital
Ziirich

Dr. med. A. Anagnostopoulos
Dr. med. J. Barthelmes

Dr. med. S. Benussi

Dr. med. A. Breitenstein

Dr. med. P. Bode

PD Dr. med. Ronny Bichel

PD Dr. med. A. Flammer

PD Dr. med Matthias Greutmann
Dr. med. Ch. Gruner

Dr. med. Peter Keller

Prof. Dr. Bruno Ledergerber

PD Dr. med. Ewerton Marques Maggio
Prof. Dr. med. F. Ruschitzka

Prof. Dr. med. Felix Tanner

FPD Dr. med. Alberto Weber

Prof. Dr. med. Reinhard Zbinden
Prof. Dr. med. Annelies Zinkernagel

20181117-SEICAV-Sevilla



Figure 1

Infectious
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HFV Category:

HFV project category A

Taking biological samples and collection of health-related personal data
can be associated with more than minimal risk and stress (e.g. in case of
TEE, PET/CT, Angio-CT or in case of surgery)

Short title:

Project Population:

Project Design:

All patients with suspected and/or diagnosed infective endocarditis and

endovascular infections

‘Prospective observational, open cohort study

Study centre

UniversitatsSpital
P
M Ziirich

University Hospital Zurich
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Aim Il Nested research guestions
o Epicemiology of IE
=  Determine complications and cutcome of different ty-
pes of endocarditis (NVE, PVE, TAVR, mitraclip, car-
dioband, CID, VAD, PM, CRT).
»  Determing impact of antibiotics (especially aminogly-
cosides) on the course and outcome of endocarditis.
»  Determine best timing of surgery.
*  Compare antibiotic treatment vs. surgery.
o Accuracy of current diagnostic tools
*  Determine accuracy of TTE in IE, especially in PV
* Evaluate added vaiue of TEE and 3D-TEE in IE, es-
pecially in PV,
» Evaluate added and prognostic value of "*F-FDG
PETICT in IE.
»  Evaluate added and prognostic value of whole body
CT scan in |E with Stephylococcus aureus.
o Microbiology
*  Determine the bacterial diversity of IE and determine
trends/changes over time.
*  Determine the usefadded value of molecular techno-
lagies in IE.
U] Lniversitatsspital 20181117-SEICAV-Sevilla
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Determine the epidemiology of blood-culture negati-
ve endocarditis [BCNE).

Cetermine trends in drug resistance.

o Biomarkers and Biobank

Eetermine cut-off levels of blood leucocytes, ESR,
CRP and procalcitonin raising suspicion of [E.

Evaluate histopathological features of tissue samples
and excised valves.

o lransiational science

UniversitatsSpital
Ziirich

Aszsess gffects of protein synthesis inhibitors on

staphylococcal DMase activity, biofilm formation and
persistence on variods surfaces including medicat

devices or prosthetic valves cumently used in clinics.

20181117-SEICAV-Sevilla
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Targeriing and crossing pseudoaneurysm entry (6Fr Sheath)
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Plugs In place
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JoUaMNAL OF THE AMERICAN COLLEGE OF CARDIOLOGY ¥OL. 63, B0 3 2017
@ 2017 BY THE AMERICAN COLLEGE OF CARDIOLOGY FOUNDATEON IS5H 0735-10097/536. 00
*USLISHED BY ELSEVIER ntip. Arddol.org AIO0MCA8Y . jacc, 2016, 10.GE 6

THE PRESENT AND FUTURE

STATE-OF-THE-ART REVIEW

Challenges in Infective Endocarditis ®

Crasalark

Thomas J. Cahill, MBBS,* Larry M. Baddour, MD," Gilbert Habib, MD,* Brune Hoen, MD, PuD,*
Erwan Salaun, MD,” Gosta B. Pettersson, MD, PuD,’ Hans Joachim Schifers, MD,? Bernard D. Prendergast, DM”
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Centralized care concentrated in tertiary centers
with advanced diagnostic imaging, surgical expertise,
and higher throughput clearly has a role in complex

cases and may also be universally beneficial. There
are arguments against this model, however, such as

delays during transfer and loss of local expertise.
Reconfiguration toward a system of centralized IE

care (or a hub-and-spoke model, with central multi-
disciplinary review) should therefore be instituted on

the basis of evidence. The efficacy of centralized care
to improve decision making, time to surgery, cure

rates, and short- and long-term outcomes could be
readily tested in a before-and-after study.

U] Universitatsspital 20181117-SEICAV-Sevilla
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TAELE % Indications for Surgery in AHA and ESC Guidelines
Class, Level Class, Loye)
AHA Guidelimes 2015 (83] ol Evidence ESC Guidelings 2015 (BA} of Evidencg  Timingt
Hearr Eardy sungeny™ iv indicated in patents with IE wha presant B AarTic o ritral NVE, o FVE with severa acute I, B Erfergency
falure with walve dysfunction rescltiag in symptems on regungitation; obstriction, or fstula causing
signs of HE refractory puimenary edema ar cardicgenic
ihack
Early sungeny® ic indicated in patsents with PVE with I; B Aartic ar motial NVE, of PVE with severs I, B Lirgent
Spmanoms o sqng of HE pesulting from vaive dehiscence, reqUngation of ChSTILCTIoN Causing SympEiome
intracardiac fistula, or severe prosthetc valve dysfenction of HF, or echocardiogmaghic mgns of pear
hiemodynamic tolerance
Uncontrolied  Eariy sungery® is indicated in patsents whaen [E & compiicated I, & Localiy unoantralied mfection (absoess, false I, B Lingens
fnfection by hearm bicck, annular o aoftic abscess, o destruclive areurysm, fistula, enlarging wegelation)
penetrating lesons
Early sungeny™ I reasonable for parients with selapsing PYE Nz, C
Early surgery® should be corsidered, particularly in patients with I, B infection cavsed By fungd or mulitiresistant I.C  |Urgentfelecive
IE caused by fungi ar highly nesistant organisms (2.0, VRE, OrgaTIsms
miltdrug-messiant gram-negative badlli)
Early surgery” Is irdticated for evidence of persistent infecton I, 8 Fersistig positive blosd cultures despite liz, & Lirgent
{manifested by parsistent bacteremia o fever tasting appropriate antibiotic therapy and adequate
=57 d, and provided that ather sites of infection ard contral of seplic metastartic facl
f fter the start I . .
af_:m:‘:;ﬁ;e?:;mmm i i s i FVE causnd by staphyliorooc or non-HACEK lia, € [Urgentielective
v gramenegative hachers
UniversitatsSpital

Ziirich
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TaELE 3 indications for Surgery in AHA and ESC Guidelines
Clazs, Level Class, Level
AHA Guidelings 2015 (3] ol Evidenoe EST Guidelings 2015 [(GE) of Evidence | Timing T
Frevention  Early supgeny® is-reasonable in patients who preseat with Ia. B Agriic ar mitral NVE, or PVE with persistent B Lirgent
af recurrent emboli and persitent o enlanging vegelations wagetations =10 mm after =1 embalic eniseds
emboltism despite appropeiate antibeotic therapy despite appropriate antibictic therapy
Early surgeny® is reasonable in patients with severs valve lla, B Aartic aF mitral RVE with vegetations =10 mim, iz, B Lirgent
regrirgitaticn and mobile vegetatiors =10 mm assaciated with severe vafve stennsis or
requngitatian, and bow opsrative sk
Earty surgeny™ may be consdered In patients with moble Hk, Anctic or mitral NVE, o PVE with isolated very lla, 8 Lirgent
VEQEEATIONS =10 mim, particulady when rvalving the antarior Large wagetations (=30 mm)
-E:iTrfa:E ﬁ'g;;:é;?r;mwiﬁn:ﬂud w1 Afetic oF fritesl NVE, of PVE with isalated large | NIk, C Urgent
it GEn wagetations (=15 mim) and Ao other indicatio
for surgery

phylaxis. The value of integrated diagnostic strate-
gies using multimodality imaging is emerging and
needs refinement on the basis of real-world patient
cohorts. Surgical treatment plays an increasing role,
but the current wide variation in outcomes suggests
that management should be concentrated in larger

o valve centers of excellence. Further improving the
O] jomersitasspital 20181117-SEICAV-Sevilla
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Para cerrar

* Las actuales Guias de Practica Clinica (ESC) sugieren
la necesidad de un Equipo de Endocarditis para tratar
con eficaciay eficiencia esta enfermedad

* El Equipo de Endocarditis es una parte integrada en
el tratamiento de la EIl y es ya un standard of care

* Las decisiones consensuales multidisciplinarias
pueden ayudar a optimizar el cuidado del paciente en
las infeccionas vasculares protésicas

UniversitatsSpital 20181117-SEICAV-Sevilla
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