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Tahl(g}ﬁ“ Classes of recommendadons

C}\O Definition Wording to use

that a given treatment or procedure is

:
2
& @ beneficial, useful, effective.
& :
TOUt /\0‘)% g Class Il mmmm;mﬂmwﬁm
d’abord ¥ MR NI, &
xS
& £ Class lla Weight of evidencelopinion is in ~_ euld be considered
s O favour of usefulness/efficacy. \QJ@Q
"
q;b©% Class llb Usefulness/efficacy is less
X established by Eﬂdun-:e.l'uwﬁan_

Class lll Evidence or general wﬁmtﬂum
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Level of Mdmnmﬂmmwﬂwmﬂmm

evidence C retrospective mﬂmﬁ!ﬁm.

Q
%,
C’/y
0E S0




Collége
Matibhpl des
Cardiclogues des

- Hopitaux



Recommendation Class Level

Section 3. Recommendation Table 1 — Hecnmmend&tmns for
antibiotic prophylaxis in patients with cardlnvasgtﬁar diseases

\\Qo
undergoing oro-dental procedures at mu:reasgéf risk of infective
endocarditis (@‘\0
\o\
General prevention measures are rcmmmcn@é’d in

individuals at high and intermediate risk QE‘P@

Antibiotic prophylaxis is rc:::::mmendcg in patients with

0
ventricular assist devices. @9

Antibiotic prophylaxis may bc\)ﬁonmder ed in recipients b c
Q‘
of heart transplant. e 5 ‘




'&0 Porteurs de prothese implantée &
Population a & chirurgicalement ou par voie percut@ﬁee
haut risque’ &
O@ Patients qui bénéficient de repq&’ﬁtlon valvulaire
> quel que soit le matériel utlllsé

Cardiopathies congemtg&es (anomalies
valvulaires congenltaLés isolées exclues)

- e
Porteurs de disgdsitifs d’assistance ventriculaire

de longue duvﬁe comme thérapie de destination
o°°

&
)




20ENIE ™

& Valvulopathie degenérative non &
popwanon&%ae rhumatismale %{\
- nsque Anomalies valvulaires congéditales y
mtermogfflalre compris la bicuspidie aortiue
- 1 Porteurs de stimulateurs cardiaques et
fy défibrillateurs &

o%

Cardiomyopegotﬁ\ie hypertrophique
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F’aﬂegt% should be encouraged to maintain twice daily tooth cleaning and

tcgo‘seek professional dental cleaning and follow-up at least twice yearly
& ?t:-r high-risk patients and yearly for others.
\0
<" Strict cutaneous hygiene, including optimized treatment of Chr'DI'IIC@,EkI
@ \e

M esure S conditions. A

Disinfection of wounds. ,b&"’
general
No self-medication with antibiotics. @&"

Strict infection control measures for any at—r'igj@ pr'ncedure.
Discouragement of piercing and taﬂDDII'Ig},J

Limitation of infusion catheters and |ngsiswe procedures. when possible.

Strict adherence to care bundles ggﬁ" EE‘.I‘Itﬂ]| and peripheral cannulae
D
O

should be performed. <

O ESC 2023
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QQEME@ &
Prudengé en salle de KT....

surgical standard as;aptlc measures are recommended
during the msertf“ﬂn and manipulation of catheters in

the cathete&fatmn laboratory environment.

Aﬂtlblﬂjﬂf prﬂph}flams. covering for common skin flora ¢

S

|n=:||.§é2f Ing Enterococcus spp. and S. aureus should be  ° Ila C

considered before TAVI and other transcatheters®

valvular procedures. &




Major criteria
i} Bh@ﬁiﬂms positive for IE

2@ % &@ g (a) '@ul micreorganisms corsistent with [E from two separate blood oultures
= = o streptococd, Strepdoonceus palfobticus (formerdy 5 boviz), HACER group, & owrews, B foscoiis
\Q%h:l Micreorgenisms corsistent with [E from continuously positive blood cuftures:

q <\\'® + =1 positive blood cultires of blood samples draown =12 b apart.
ol * Al ol 1 or a majority of >4 separate cultures of blood (weth first and bt samples drawn =1 h apart).
r(& (e} Snghe positive blood culture for O bumeti or phase | g antbody titre = 1:800.
< {il) Imaging positive for 1E:
;\\'0(\ Wakwbr, perivalvulan periprosthetic and foreign material anatomic and metabolic |esions characteristic of [E detected by any of the following imaging techniques:
600 + Echocardiography (TTE and TOE).
ng = Cardiae CT.
o@ » [EFLFOGPETICTIAL
RN « WRC SPECTICT.
&O
Minor criteria &0'
{l)y Predisposing conditions {i.e. predisposing heart condition at high or intermediate risk of IE or PW'II::I;@‘
IagnOS I &Q. - (i) Fever defined as temperature >38°C é\'\

(i} Embalic vascular dissemination (including those asymptomatic detected by imaging only): \00

« Muor systemic and pulmonary embodlinfarcts and abscesses. &Q}
rI e re S * Hasmatopenous ostecartioultar septic compications (e spondylodiscitis), Q‘b

* Mycotic aneurysms. '_@0
* Intracranial ischasmicihaemorrhagic lesions. (Qe
« Conjunctival haemormrhages. ;\}OQ
* pneway's Esions. boo

{I¥) Immunological phenomena: 60
» Glomeruonephritis \Q'
* (isler nodes and Roth spots. O&Q
+ Rheumatoid fuctor. S

(V) Microbiological evidence: @

* [Potitive blood culture but does not mest 2 myjor criterion as Al

+ Serological evidence of acthe infection with organism mm‘:@w'rth IE
IE WM{HMHMMM}&O\
Definite:
« I major criteria. &O
* 1 major criterion and at least 3 minor criteria. O‘z\
= & minor critera e
Possible: b\"‘
* 1 magor criterion and 1 or 2 mhwieg'ia.

* 34 minor criterty S
Rejected: <@
)
» Dioes ot meet criteria (s&kﬁnil: o possidle at admission with or without a frm afernative dagnogis.
@

i AT 1003




&
Diagnosti¢’
El sur valve

native

©
¥)
N4

# Repeat blood cultures if negative or doubtful
® Repeat TTETOE within 5—7 days

® Add minor criteria: brain or whole-bedy
imaging (MRL, CT. PET/CT. WBC SgECT)

5
to detect distant lesions Oc\’
(Class Ila)

&
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i — (o) [ rossmE L
‘@ FS
. n & S
- » Repeat blood cultures i negative or doubdul 06
Ia nOS I S o Repeat TTETOE within 5—7 days .Q}\Q
o - ® Cardiac CTA or [| BIFDG-PET/CT{A) to I
< diagnose valvular lesions QQ{b
El sufr G «o
@) ® WEC SPECT Q

Q)
® Add minor criteriaz brain or wimte—hud&(}»

O Add
prothese S
O

{Class Ila}
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Diagnostic: E¥ sur i [posaie @f&“ﬁﬁ‘

Stl m u I ate %KCS/d efl b ® Repeat blood cultures if negative or dnu@ul

® Repeat TTETOE within 5—7 days 6\)0

rillatéurs o PETICTIA to dtuct pocia miggh -
pulmeonary embolism @
C@Fﬂ iaques —\ e o)
®  Add minor criteria: thtﬁbcic CT to detect
‘L septic pulmonary en@gahsﬂu"inﬁrctjun

g@m lla)

PEm:T@; tu detect lead infection
| éo (Class Iib)




Section 5. He:qﬁlmandatlnn Table 5 — Ha:mmendattﬁns for

&0

the role of aefln:ardmgraphr in infective andn:ard;ﬁs

TOE s regﬁmmended when the patient is stable befnre
swrtchﬂ“ig from intravenous to oral antibiotic therapg@




Cag@at CTA is recommended in patients with possible
2@ E &@ E bsl% E to detect valvular lesions and confirm the
@ \® dlagnosm of |IE.
[18F]FDG-PET/CT(A) and cardiac CTA are

recommended in possible PVE to detect valvular

lesions and confirm the diagnosis of IE.

[18F]FDG-PET/CT(A) may be considered in possible lla
CIED-related |E to confirm the diagnosis of |E.
& Cardiac CTA is recommended in NVE and PVE to
' diagnose paravalvular or periprosthetic complications if
D | a g NOSt | oh echocardiography is inconclusive.

Brain and whole-body imaging (CT, [18FJFDG-PET/
Autres

) CT, and/or MRI) are recommended in symptomatic i
tec h NI q ues patients with NVE and PVE to detect peripheral Iesmg&"
d’ | mage ri e or add minor diagnostic criteria. O‘KQ’Q

10

WBC SPECT/CT should be considered in patlénts with
high clinical suspicion of PVE when echﬁcﬁmgraphy is

negative or inconclusive and when P@CT is
&

unavailable. o"
Brain and whole-body magu@\(CT [18F]FDG-PET/
CT, and MRI) in NVE angﬁ:’ E may be considered for

screening of periphe(r\g]?fl’esions in asymptomatic

. (o)
patients. &°
S
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Tralteﬁ@]ent 2 phases...

' \o\ &

Phases of antibiotic treatment af&ﬁ\fectwe endocarditis

wesr (o 1 N2 h
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e ME@ Un mot sur\\Jeéantlblotherame empirigue...

Recommendation Table 10 — Recommendations for<®

antibiotic regimens for initial empirical treatment of gﬁ‘-
fective endocarditis (before pathogen identificatio\@c‘

Recommendations

In patients with community-acquired MNVE or late

PVE (=12 months post-surgery), ampicillin in Q'@Q
D

combination with ceftriaxone or with (ﬂu)clox?\gﬁn

and gentamicin should be considered usingé&o

following doses:> ,\00

-~

Adult antibiotic dosage and route oeo

Ampicillin 12 giday i w ||6\h & doses

4 giday |@nr im. in 2 doses
{Fu)cloxacillin 12 g)}r iv. in 4-6 doses
@?ﬁglkg!day iv. or im. in 1 dose

Ceftriazone

d
Gentamicin

Paediatric mtﬁn&c dosape and route
Ampicillin 300 mgikg/day iv. in 4-6 equally
divided doses

Ceftriaxone 100 mgfkg iv. or im. in 1 dose

(Flu)cloxacillin 200-300 mgfkglday iv. in 4-6

equally divided doses
Gentamicin® 3 mg/kpiday iv. or im. in 3 equally
divided doses

O
Chﬂ@Q Level®
2
<&
Ia C

In patients with early PVE (<12 months
post-surgery) or nosocomial and non-nosocomial
healthcare-associated |E, vancomycin or daptomycin

combined with gentamicin and rifampin may be

3 dnsg,\:
Paediatric antibiotic :@?ﬂge and route

Vancomycin® & ‘1{] mgkgiday iv. in 2-3 equally
’\0 divided doses

3 mg'kg/day iv. or im. in 3 equally

%50 divided doses
{0
ampin 20 mgikpiday iv. or orally in 3

equally divided doses

JS
considered using the following doses: &Q’@%

1'|'rE.I'IEE|-I'I1}"EiI'I= 30 mpfkp/day iv. in léﬁu:as

Daptomycin 10 mgikpiday iv. \g@ﬂ dose

Gentamicin® 3 mgfkgfda}.r r im. in 1 dose c
Rifampin F00-1 1%}@; iv. or orally in 2 or
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Traitement:
Place de@&

| antlblothefaple
ambglatowe

\0

Sqﬁ:mn 7. Recommendation Table 11 — Recommendations for
\\enutpatlent antibiotic treatment of infective endocarditis

Qutpatient parenteral antibiotic treatment should be
considered in patients with left-sided IE caused by
Streptococcus spp., E faecalis, 5. aureus, or CoNS who

were receiving appropriate i.v. antibiotic treatment for llge

at least 10 days (or at least 7 days after cardiac surgery), \6@‘

0"0

are clinically stable, and who do not show signs of

S

abscess formation or valve abnormalities requiring &
o
o
surgery on TOE. ¢

\\OQ
Qutpatient parenteral antibiotic treatment |®¢ﬁ':::t
recommended in patients with [E causec@tr}f highly
difficult-to-treat microorganisms, |I‘u’E'é(é.‘{IrThGSIS (Child-
Pugh B or C), severe cerebral n@'@:::us system embaoli,
untreated large extracardiac gﬁscesses heart valve
complications, or other %ef?ére conditions reguiring

surgery, severe pc-s.t—gbfrglcal complications, and in
PWID-related IEQ&\Q

%




BACKGROUND
Patients with infective endocarditis on the left side of the heart are typically treated with  The authers’ affiliations are listed in the

The NEW ENGziAND

intravenous antibiotic agents for up to 6 weeks. Whether a shift from intravenous to oral
antibiotics once the patient is in stable condition would result in efficacy and safety
similar to those with continued intravenous treatment is unknown.

Appendix. Address reprint requests to
Dr. Bundgaard at the Department of Car-
diclogy B 2141, the Heart Center, Rigs-

. hospitalet, Copenhagen University Hos-

pital, Blegdamsve 9, 2100 Copenhagen,

Of METHODS Denmark, or K@ém\mg bundgaard@
In a randomized, noninferiority, multicenter trial, we assigned 400 adults in stable regionh.dk. 6

condition who h.ad endocarditis on the left side of the hea?t caused by SLIEPIOCOCCUS, e mﬁ%hm ann. Hafsten. Fesball
Enterococcus faecalis, Staphylococcus aureus, or coagulase-negative staphylococci and who Kohe;s‘ Bundgaard are members of

BSTABLIZERE TN 2512 JAN@RY 31, 2019 valiaes wWao. 3 were being treated with intravenous antibiotics to continue intravenous treatment (199 Coy ‘.9 agen Health Science Partners.
‘\.6 patients) or to switch to oral antibiotic treatment (201 patients). In all patients, antibiotic \?.s article was published on August 28,
&O treatment was administered intravenously for at least 10 days. If feasible, patients irtg 013, at NEJM.org,
arally treated group were discharged to outpatient treatment. The primary outcome@yas N Engl ) Med 2019:380:415.24.

. > . s
Partial Oral versusntravenous Antibiotic Treatment

a composite of all-cause mortality, unplanned cardiac surgery, embolic events, o ge DOLIN1EE/MEMar IS0

- .. of bacteremia with the primary pathogen, from the time of randomization un@ Smonths < A Masmacuogy st Sy
e()\z\ Of E n d 0 Cardl tis after antibiotic treatment was completed. &
O RESULTS Q

Kasper Iversen, r\-ﬂ.DQ%.I\.#.'Sc.. Nikolaj lhlemann, M.D., Ph.D., Sabine U. Gill, M.D., Ph.D.,
Trine Madsen, &PD., Ph.D., Hanne Elm ng, M.D., Ph.D., Kaare T. Jensen, M.D., Ph.D.,

Niels E. Bruurg¥.D., D.M.5c., Dan E. Hefsten, M.D., Ph.D., Kurt Fursted, M.D., D.M.5c.,

Jens ). Christensen, rc(h? D.M.Sc., Martin Schultz, M.D., Christine F. Klein, M.D., Emil L. Fosbell, M.D., Ph.D., in the orally treated group (between-group differenceX®@) percentage points; 95% con-
Flemming sewmge M.D., Henrik C. Schenheyder, M.D., D.M.5c., Lars Keber, M.D., D.M.5¢,, fidence interval, —3.4 to 9.6; P=0.40), which met hferiority criteria.

Christian T:urbﬂzde sen, M.D., D.M.Sc., Jannik Helweg-Larsen, M.D., D.M.5c., Niels Tender, M.D_, D.M.5c,, — o
Claus Moser, M.D., Ph.D., and Henning Bundgaard, M.D., D.M.5c. In patients with endocarditis on the left si
Q{L tion, changing to oral antibiotic treats
v antibiotic treatment. (Funded by t

After randomization, antibiotic treatment was completed after C}Iedmn of 19 days
(interquartile range, 14 to 25) in the intravenously treated grou 17 days (interquar-
tile range, 14 to 25) in the orally treated group (P=0.48). primary composite out-
come occurred in 24 patients (12.1%) in the intravenously K&ed group and in 18 (9.0%)

of the heart who were in stable condi-
was noninferior to continued intravenous
anish Heart Foundation and others; POET

ClinicalTrials.gov number. NCTOI&ESZ'S?]

‘o 400 patients
RCT de non-infériorité
PO u r I u S d e I e Cw re Critéres primaires: mortalité
p = = En toute cause, chirurgie cardiaque
non planifiée, épisodes

emboliques, rechutes du début
P de I'étude jusqu’a 6 mois.
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29=NI=
=0, E chez les porteurs de

Complete S}EtEI‘[L&E_‘ItmEtIﬂﬂ without delay is
recc:nmmendeﬁln patients with definite CIED-related IE
under |n|thﬂ\ empirical antibiotic therapy.

E:-ctegsitrn of antibiotic treatment of CIED-related
Egteﬁ:)-cardrtﬁ to (4-)6 weeks following device

Oéxh'actlm should be considered in the presence of

©

&  septic emboli or prosthetic valves.
Use of an antibiotic envelope may be considered in 0@
select high-risk patients undergoing CIED eO‘\
reimplantation to reduce risk of infection. QQ&?

O
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Immediate epicar [:lﬁ?li pacemaker implantation should be &

&0 é‘\\?}\
considered in ﬁﬁtlcntz undergoing surgery for valvular IE &
and cc}mgﬁtﬂ AVB if one of the following predictors of ﬁ‘im C

pﬂrﬂlﬂgelit AVB is present: pre-operative conduction o

ahnc:rmalrt}’ S. aureus infection, aortic root abscess,e"

0%

tricuspid valve involvement, or previous valvular gdélrgﬂr}’
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| Q’p Evaluation cie ‘’anatomie coronarienne

Q
In haem:}d}fgﬁmmally stable patients with aortic valve

vegetatlgﬁg who require cardiac surgery and are high
risk Q‘FEAD a high-resolution multislice coronary CTA,

;35@?&{0 mmended.

& Invasive coronary angiography is recommended in
patients requiring heart surgery who are high risk of

CAD, in the absence of aortic valve vegetations.

In emergency situations, valvular surgery without

pre-operative coronary anatomy assessment &
regardless of CAD risk should be considered. @«'0%@
)

Invasive coronary angiography may be mnsj\gi@?oed
despite the presence of aortic valve vegggiﬁ\fiﬂns in
selected patients with known CADogbet high risk of
significant obstructive CAD. g@@eoo
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Traltement°<° T|m|ng de la chirurgie!!

@Q

na (i) Heart failure

Emergency” surgery is recommended in aortic or
mitral NVE or PVE with severe acute regurgitation,
obstruction, or fistula causing refractory |::tu|n'n'::|nsu“;.ur

. . 420,423,424429 476,477

oedema or cardiogenic shock. i &
O
XS

Urgent® surgery is recommended in aortic or mr@%]

MNVE or PVE with severe acute regurgltﬂtmn Qf‘
&O

obstruction causing symptoms of HF c:-r
echocardiographic signs of poor haergﬁdynamlc

5.420-422,429
tolerance. &°\
%

<°
Emergency: 24h éf\"
Urgent: 3- SJour&G"
Non urgent: Q@fﬁdant le temps hospitalier

Cb
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Traltemeﬁ Timing de chirurgie!!

(ii) Uncontrolled infection &

Urgent® surgery is recommended in |1‘.}C'.1||}" '\0

uncontrolled infection (abscess, false aneg?‘ysm
fistula, enlarging vegetation, pr-::-sthetg@dehlscence
new AVB).5420:421429.445 &

Urgent” or non-urgent surgeX% recommended in |E
caused by fungi or mul'l:lreschant organisms according
to the haemc:dynamaq@nndrtmn of the patient.**"

Urgent® surgery @ﬁnuld be considered in |E with

persistently twe blood cultures >1 week or

persistent sfé‘ps.is despite appropriate antibiotic lla
therapy and adequate control of metastatic

. 436,437
foci 3

Urgent® surgery should be considered in PVE caused

by S. aureus or non-HACEK Gram-negative lla

bacteria™>8>*?



295 ngp o
Traltemem Tlmmg de la chirurgie !!

,go
(iii) Prevention of emb-n‘linn é

Urgent surgery is recnmmegdﬁd in aortic or mitral
NVE or PVE with persistept vegetations >10 mm
after one or more er&&znc episodes despite
appropriate antibigﬂ?: therapy, 151 455457.471,478
Urgent® surgecp?s recommended in IE with

vegetatlc:rb@‘1 0 mm and other indications for

- rgeragm 465,466,471 478

Urgent surgery may be considered in aortic or
mitral |[E with vegetation >10 mm and without

severe valve dysfunction or without clinical evidence
rigk 160.463.465,473.478

» ESC 2023

of embolism and low surgical
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Section 11. Recommendation Table 18 — Recommendations for

post-discharge follow-up

Patient education on the risk of recurrence and 6@
preventive measures, with emphasis on dental hca[;h”
and based on the individual risk profile, is &o

i

recommended during follow-up. ((;e@

Addiction treatment for patients f:::llmgﬂ%g C
PWID-related IE is rﬂcommcndcd Q,Q

Cardiac rehabilitation mcludmgﬁﬁyslcal exercise

training should be c:::nmdcreéa\?n clinically stable patients lla C

based on an individual a\@“cssmcnt

Psychosocial supp%@may be considered to be

integrated in f{:@?‘w up care, including screening for G C
anxiety and dt%rcssmn and referral to relevant $

psychal:@cal treatment.

&
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Section 3. Recommendation Table 1 — Recomma@lhtmns for antibiotic prophylaxis in patients with cardiovascular diseases undergoing
oro-dental procedures at increased risk of mfgﬁwe endocarditis

Antibiotic prophylaxis should be considered for pagﬁants Antibiotic prophylaxis is recommended in patients with

at highest risk of IE: & previous IE.

(1) Patients with any prosthetic valve ‘?}ﬁmludmg a Antibiotic prophylaxis is recommended in patients with
transcatheter valve, or those in Wh@% any surgically implanted prosthetic valves and with any |
prosthetic material was used f%&ardlac valve repair. la c material used for surgical cardiac valve repair. ®Qf§‘

(2) Patients with a previous e%@ﬂe of IE. Antibiotic prophylaxis is recommended in patlentsé'(nth

(3) Patients with CHD: b°0 transcatheter implanted aortic and pulmnnar“é)(?ﬁvular

(a) Any type of r:}fgg%tu: CHD. prostheses. &Qﬁo

(b) Any t}'pe {&]()CHD repaired with a prosthetic

Antibiotic prophylaxis should be cana@red in patients
matena@qwhether placed surgically or by

with transcatheter mitral and tricugdid valve repair.

perc‘htaneous techniques, up to 6 months after Antibiotic prophylaxis is recomgn%nder:l in patients with

the procedure or lifelong if residual shunt. untreated cyanotic CHD, Ellé)kd‘ patients treated with
surgery or tr‘an5cathete&¢?mced ures with post-operative
palliative shunts, coqﬂﬁ\iﬁ or other prostheses. After
surgical repair, II'I&:hE absence of residual defects or valve
prostheses, E(lﬁgblﬂtlc prophylaxis is recommended only

for the gw%t 6 months after the procedure.
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Diagnosticoboefe®prise en charge: Endocarditis Team
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Section 4. Recommendation Table 4 —f‘R)acnmmendaﬁnns for the Endocarditis Team

Patients with complicated |E should be E\g@‘rﬁated and

managed at an early stage in a r‘efer"er%ée r.:entre with

immediate surgical facilities and T@presence of a

multidisciplinary ‘Endocarditis Ream’, including an lla
infectious disease specialisgbcd microbiologist, a

cardiologist, imaging sﬁﬂahsts a cardiac surgeon and, if

needed, a speuahsl:efﬁ CHD.

For patients w@ﬂ uncomplicated |E managed in a

non- r‘eferer‘élé centre, early and regular communication lla
with the reference centre and, when needed, visits to the

reference centre should be made.

Diagnosis and management of patients with complicated 3

IE are recommended to be performed at an early s’tage@ ¥

a Heart Valve Centre, with immediate surgical faul@s

and an ‘Endocarditis Team’ to improve the c:ut(ggﬁ?nes
&
$)
6\5
O
&
@
<>

For patients with uncomplicated & managed in a Referring
Centre, early and regular cq@"l‘nunlcatlon between the
local and the Heart Val%ao%entre Endocarditis Teams is

recommended to |nx@>ove the outcomes of the patients.




dysfunction

= Seroke (schaemic or haemorrhagic) with definite or possible IE

" wm‘ m&ﬂf_)

= Positive blood cultures >7 days under appropriate antbiotic
therapy

= Embolism

* CIED-related infective endocandits

« Appressive or difficult-to-treat microorganisms (5. gureus,

\,_ Gram-negative bacilli fungi)

1 |
¥

®
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Dlagn0§ﬁc et prise en charge

Section 12. Recommendation Table 20 —\Recommandatmns for cardiovascular implanted electronic device-related infective

endocarditis

Routine antibiotic prophylaxis is remml

device implantation.

9

TOE is recommended in pahaﬁgﬁ&th suspected cardiac
device-related infective end::-r@'de with positive or

negative blood cultures, %d%pendent of the results of C
TTE, to evaluate Iead—ﬁe‘i\ated endocarditis and heart valve

infection. q?f?&

In patients wi&@?\lvE or PVE and an intracardiac device

with no evidence of associated device infection, complete C

hardware extraction may be considered.

Antibiotic prophylaxis covering 5. aureus is remmmendgﬁ

for CIED implantation. &Q}\Q'

TTE and TOE are both recommended in CASCS @?
suspected CIED-related |E to identify vegec&é‘t\ ions.

&
R)
«06
Q
&
3@
<9

Complete CIED e:-ctractlolka.@muld be considered in case

of valvular IE, even wrtb)éut definite lead involvement, lla C

taking into accc:unzgaﬁ% identified pathogen and
requirement f@lve surgery.
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When indicated, definite reimplantation should be @@Q If CIED reimplantation is indicated after extraction for
S

postponed if possible, to allow a few days or wggkﬁoof CIED-related IE, it is recommended to be performed at a
antibiotic therapy. ‘%e}“e site distant from the previous generator, as late as o

& o>

lla c possible, once signs and symptoms of infection have \\ee’ c

abated and until blood cultures are negative for ab’zféast
72 h in the absence of vegetations, and negath% for at
least 2 weeks if vegetations were wsuallzg@
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Section 12. Recommendation Table 21 — @cunmendatlnns for the surgical treatment of right-sided infective endocarditis

Surgical treatment should be considered in thé&f‘r?::ullown'ng scenarios: Surgery is recommended in patients with right-sided IE who arey receiving
& ¥

& appropriate antibiotic therapy for the following scenarios: \e}b

* Microorganisms difficult to eradlcat@ﬁag persistent Right ventricular dysfunction secondary to acute severe\ o
fungi) or bacteraemia for >7 d:g;a‘s\{e g. S. aureus, P. tricuspid regurgitation non-responsive to diuretics. Q&
geruginosa) despite adequatoQ\antlmlcroblal therapy; or Persistent vegetation with respiratory insuffi aen@‘\

* Persistent tricuspid valvecﬁgetatlons >20 mm after requiring ventilatory support after recur‘ren@lmonary
recurrent pulmona Qﬁmboh with or without la C emboli. 6°

Q
concomitant r|g}¢)cﬂ Large residual tricuspid vegetations @&2[} mm) after C
» Right HF secq%dar}’ to severe tricuspid regurgitation recurrent septic pulmonary Emhgh
with PDC@&ESPD"SE to diuretic therapy. Patients with simultaneous ug)ﬁvement of left-heart C
&
structures. t)@

Section 12. Recommendation Table 22 — Recommendations for the use of antithrunﬂﬁﬁc therapy in infective endocarditis

%‘\
Interruption of antiplatelet therapy is recommended in Interruption of @%iplatelet or anticoagulant therapy is

the presence of major bleeding. recommende)e_ﬂ in the presence of major bleeding

{mcludnagcﬁltracramal haemorrhage).
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( Reprlsgdes idées fortes des précédentes
| recommandatlons

I\Q

k’nagerie multimodale+++
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Take | Antibiotherapie orale chez certains pqments

Home sélectionnés &

Qc . ,
Message Surveillance rapprochée &

Importance de /’Endocmd/t/s Team, tout au long
de la prise en charg@f 'RCP précoce et reguliere++

QOQQ

S







