Infection-ER combine meeting
Supervisor: Dr. {7
Presenter: R2 2 &gl

Case Information

* 59 y/0 male

+ 1stvisit day 1 12:34
« 15T 3k

» TT SmEEE

+ GCS: E4V5M6

2012/03/23 « TPR: 39.90C [,Bk105/43 I 18/5%
+ Sp02 96% BP 117/72 mmHg
[ | [ |
ER course ER course
* E%ﬁzi U%WX 29& * PE:

« B S I, BB, ZE IR &, fiitor
ARt
+ TOCC:
* JifRAE S
B HEILE S
* SRR

« SRR ST

« =ik alert
* BESH: no anemic, no icteric, no inject throat

* P& [y Lt side coarse breathing sound with mild
crackles, RHB, no murmur, no wheeze, no
respiratory distress

= fi§: soft, flat, no tender or guarding, normoactive
BS

« VUfY: freely movable, warm, no edema

| — | —
ER course
* Impression: susp * Order(12:39)
pneumoniae or acute * CXR 2 view
bronchitis + Tinten 1# po st

* Regrow 1# po st
* Actein 1pack po st

* Plan: explain CXR




ER course ER course
+ CXR findings: * 408%(14:07): * 2N yisit
* No pneumoniae, = Patient feel better, alert, AN SNGTL e Y
borderline cardiomegaly coarse breathing sound, o *RR{ﬁﬁ& 2“&
e -z BN S
« Order(13:19) no crackle + TET IZ5E 22 BRI A i
+ Recheck vital signs * Order (14:07) » GCS: E4V5M6
« TPR: 370C /101/18 * Tinten 1# po qid 7 N 2N R - 2
+ Sp02 95% * Regrow 1# po bid * Eg/ml- 36.40C 'L;‘EJE 91/ﬁ D}E& 18/%
+ BP 116/65 mmHg * Actein 1pack po tid * SpO2 97% BP 117/85mHg

* MBD & OPD follow up

[ | [ |
ER course ER course
+ S: fH{HI4E JJ & numbness after discharge * PE:
from ER (about 2PM), till now dysarthria * B alert, EAV5MB, slow response

noted also cough with fever, so visit ER * JHSH: no pale conjunctiva, no icteric sclera
* f&y: clear BS, RHB

+ “BECTRE SRR, —HE AT, H—HE Bt LEof A
B, SORFEREE , H IR I B P Qo P BnoT

* ‘B 73 stable

« VURY: freely movable, no edema

* 7. unremarkable

+ NE: no focal signs

ER course Brain CT

* Impression:
= 1. susp acute stroke(<3hr)
* 2. Acute bronchitis

« Plan: BEtPA




ER course

* 17: 12 Neurologist
Note
* Impression: r/o TIA
* Plan:
+ ECD/ TCD

Bokey 3# po st + 1# qd
Nootropil 12g iv st + qd
Control BP < 220/120
and F/S <180

BT 1FECD/TCDF1
SEMBD =iadmission

*

*

*

*

* 1T:4A8#HEC20K

ER course

* EC Order (18:00)

* Dx:
= 1.r/0 TIA
* 2. acute bronchitis, r/o occult infection

* F/S qd /AC

* N/S 60ml/hr

+ Bokey 1# po qd

* Nootropil 1btl iv qd

x If BP>220/120,0r F/S >180, inform doctor
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H [ 166 [ema
WEC 129 | z1000M1 Gluzoss 144 mghil + 17:55
Diffesential cousy | *esssseaas COT{AST)  uL
Sepmented Neus, | 720 | % BUN 25 mgl x U/A, B/C, Lactate
Lymphocyie 75 |% Creatinine L6 gL * 4JEECD/TCD
Masocyte &0 % M 13 meyl .
Bosinoptl o % X 35 meat + 19:00
Basophil 05 | <OFF a6 * Bedside ECHO
Atypical CRE 20,700 mghl B,
smebaesne W |® o Fr i * 21:35
el B 1Y Mormal conwrol | 102 second + CXR st
Metamyelocyle 05 % mE 137 Ratie
Myelocyte [ AFTT ME  mcond
Fromyelocyte 00 % Hormal control 28 second
Blast 00 |® AFTT atio 106
Huclaated REC 00 |[/IOWEC
Platelet 103 |x1000M]
I | [ |
— e— — e—
- 21.55 Sediment srrnrrrEss
REC 845 | /HPE
* 02: canula 3~6L/min WEC 51100 |mrE
d ] Epithelial cell 35 |mEE
* Lasix 1amp iv st Cant Oranid | LFF
SLagl-amous! +
* U/C Crveml Mot Found | HFF
+ Cefmetazole 1givq8h  “¥i= -
Eacteria +
* Record 1/0 q8h Others Mucs
Laclate 220 mghl
I | [ |
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ER course (01/25)
0025 , + 03:50
* 02 mask 6~10L/min
* On monitor * Brain CT without
« 2V lock contrast
» Cataflam 1# po st DH=7.316 v
+ Arrange Heart ECHO 22232239 Ilf{lmh'q * NaHCO3 3amp iv st
+ 01:20 i + 04:30
: 63:'28“ o LAl 5 —22822;;2“_“?;“ + Reconsult Neurologist
+ 02 NRM 15L/min SOESL00E * Admission to NRICU
+ On Foley x Clexane 60mg sc st
» ABG (G3) 1
« Lasix 4amp iv st * Tetraspan Y2 btl st
+ Millisrol 6L/min * On critical
[ [
EE——— EE—— - I
ER course NR course

= Neurologist Note(day 2 04:40)
* E4VAM6
x CN 7: R central palsy
* CN 8-9: dysarthria(+)
* Muscle power: f5: 4+; /£ 5
+ Babinski sign: 1/ 72|
+ NIHSS: 943
* Impression: susp Left MCA infarction, stroke evolution
» Plan:
* Tetra span 0.5 btle iv st
+ Clexane 60mg im st +q12h

* Note summary:
+ HTN, CHFy 52
* [RIURNEARZRER, [B]2218 428524 acute onset
right side limbs weakness, FAE AT [E=z2 o
x EKG showed Af, Septic shock & progressivef5f%
B4 7, 4am 2 E {1 CT no ICH; (K ZZ{HIMCA
infarct, sepsis related{3: ANR

+ {8 NRO2
T T .
NR course NR course

* Impression
* Left MCA infract
* Shock related
* Plan
* Treat as septic shock
* Septic workup
* Antibiotics used
* Arrange Heart and Abd ECHO
* Supportive care

* Order(day2 05:24)
* B N/S 40ml/hr; Tetra span 1btl iv qd
* PiAE2Z: Curam 600mg iv q8h
x Bokey 1# po qd +Clexane 60mg im q12h
* Pantoloc 1lamp q12h
= Kerlone 0.5# po qd




HBeAg 330,100 | COl
Anli-HEs 2000 UL
Anti-HCV 0.04 200
= 5 [mm

w0
93

» Order(09:14)

NR course

» Heart ECHO(day 2)
* EF: 41%
* Rhythm : normal sinus rhythm
« Cardiac chamber/aorta: normal wall thickness
* Wall motion:global hypokinesis

=2 * HiEZ I Fortum 2g iv
00 (% q8h, Clincin 600mg » Aortic valve: sclerosing change
0 it a8h « Pericardial effusion: none
p— T + Thrumbus: none
GOT{AST) 1557 * Others: IVC 3.07cm
T-Bilinubin 19 mgdL
[ ] [ ]
I ) I )
NR course
+ Comment: * Order(day 2 16:13)

* Poor LV contractility, global hypokinesis

*» RA and RV dilatation, normal wall thickness

* [M itral valve vegetation ove} posterior leaflet with
moderate MR

* Moderate TR with TRPG 20mmHg

* IVC 3.07cm estimater RA pressure >20mmHg:
pulmonary hypertension

* PiAEZ1_EPenicillin G 3MU g4h(Fortum, clincin)

MICU course

* Order(f2Dr. service)
« AR
+ Ag PCN 3MU iv g6h
* Meropenum 1g iv q12h
« Teicoplanin 600mg iv q12h X3ZK then god
x Other Mx
* Dopamine run 32ml/hr
+ Dobutamin run 25ml/hr
* Solu Tison (2amp in N/S 100ml run 5ml/hr)

MICU course

* Order(day 3)

« PLAEER:
« Aq PCN 4MU g8h
» Clindamycin 900mg q8h iv
* Teicoplanin 600mg iv qod iv

* Others
« Dobutamin (1mg/ml) run 25 ml/hr
* Levophed(4amp in 250D5W) run 10ml/hr
+ Hydrocortisone (200mg in N/S 100ml) run 4ml/hr




N e N et
MICU course
* OPH consultation: * Abd ECHO:
* Impression: * Fatty liver
+ infective endocarditis
with Roth spot(OD) and
SCH(0U)
« Cataract (OU)
= Conjunctival
chemosis(OU)
* Hypertensive retinopathy
Grade 1 (OU)
N ]
N et
MICU course
* CVS consultation: * Nephrologist
+ B JJH[AEorgan consultation:
failure 8 B, FIRE S + Suggest H/D qd due to
FHICH, chronic renal fluid overload
failure, /D5 JJH(]
consciousZE K 1E, i
BH5E JJconscious e S8 51
=
N ]
N et
BT WBC
MBETH : Hb
MR : Platelet
WBTSE : CRP
WET - GOT(AST)
MBEEH : C
WEWN  Lactate
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* Day 6
* Try DC dormicum to monitor conscious
* Day 7
= Acute cyanosis noted, ECG monitor showed Vf,
s/p DC shock and CPCR 100min{gé Z & E =
i

Discussion

Infective Endocarditis

Streptococcus dysgalactiae

» Toxonomic statuts:
* S. dysgalactiae subsp.

equisimilis: all b-hemolytic =—————== e
large colony-forming o idipias Xk
groups C and L 3 ;
streptococci and human i
group G streptococci

* B RAVEERRRIDLS.
pyogens

Human Infections Due to Streptococcus dysgalactiae
Subspecies equisimilis, Clin Infect Dis. (2009) 49 (5):766-772.

Streptococcus dysgalactiae

+ Haipenicillingc EAB-  « ¥fmacrolide /

lactam agents2&~F#) quinolone}EZEY 3 &%
B HHE

+ KA Ef5rsusceptability
TR BRI
aminoglycoside

* Aggressive infection:

+ fi_Eclindamycin

Human Infections Due to Streptococcus dysgalactiae
Subspecies equisimilis, Clin Infect Dis. (2009) 49 (5):766-772.

| |
Infective endocarditis Clinical features from Harison

Matier Vabee 11 {% caven] Antraardiac Device 11 {% cases)

Symptoes
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Table 150-3 Definitions of Majer and Minor Criteria Used in the Duke Criteria®

VOCOCES Jureus o1 enternretn n the absence of a pom

thy postve tiood cutures defned as.
 biood samples drawn >12 h apart

nd last sarmple drawn st least 1 h scart)

of tegurgdant jets, ar on srclinted matensl w the

o munar ndngs ated i tha Modiied Duke Crtars

« Peswcin G (-3 mil IV qah fir]
4 weeka)

ne (2 p/d IV as »
& meeks)

» Vancomyon® (15 mo/kg v
QL2 for 4 weeks)

Relatrvely peniclin-resatantt
streptococa

Penicitn slone at the dose for 6 w
prasthetic vabve endocardts caus

Can use ceftraxone in patients with nonmmedate penclin alergy

n 0 patients with severe o mmedate B-aoam abeigy

i durig nitial 2 weekes prefesred for

5 penicibn MICs of £0.1 kg/m

Medaratety poncdle. st « Paciin G (4-5 mUl 1V gdh) | Prefareed for prosthece vale sndocaris caused by stieptococe with peeclin MICs of >0.1

+ cebtravane [2 gV od] for &

Surgical indications

ACC/AMA Guideline Summary: Surgery for native valve
andocarditls (NVE)

* Absolute indication

Class 1 - There is evidence and/or general agreemant that
* [Klvalve dysfunction 5| | susens i indicated in patients with NVE with one of the
#E2 CHF
+ AR/MRJJI_ELV/LA BR ]
TR T B TR | e
+ FungusekH S ik R :::‘:'53.’:.‘_‘.‘.!‘;""" gt it s el 8
+ RO AR Sk B RS EE.‘;;?‘-«“;"-T.:' R e i e

PRSI

R STt 4 seguranen eadeg 16 hesT lbkire.

= Recutient smbcl and persbent vegetasens Seiahs apprsoaste intisese tharagy

Class 11b - The weight of evidence or opinion is less well
established for the usefulness of surgery in patients with NVE
whe develop the following:

* Mibie vegetatins gt San 10 e wih &4 wik

e froves: Bovsces A0, Carabudic B4, CAMTerome &, of oL ACCIANA 2000
ATt OF patenty mevatvular RasTT dunin. 4 DO o e demen
EACa T A reat Aiseiatist Tk Force (o FITUE Gundebnes
il £ $ 98 Cranteisen fsr 7 raigesaent Sipatent

e et P oo
Referrence: Surgery of native valve eﬁaoc;Fd'l'U's, UpToDate

https://ssiupn.ntu edu tw/contents
ultisearch=surgerysendocarditisiselectedTitie=1~150

Surgery indications/timing

from Harrison

Tables 124-5 di

Patients with Endocarditis

= R T T T

| Surgery ronuired for optimal outcome
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| Parmaty sehmced usstabie prosthetc vave

| Persstent bacteremas despte ctemsl anbmersbisl taraay

of off

| elapse of proa
|Surgery ta e strongly conaidened for inprowed cutcome®

tenson of ifectan

rdacarin myobng the aorte or marsl vahe

en dameser] hypermabse vegetasans with increaned rak of

Persstent unexplamed fever (310 daya) n culture-negative natve valve
endocardns

relapaed endacardti dun b bghly sntotc- resstant
egatn hacki
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Surgical risk in this patient

« Population: IE + cerebral  « [ JJHF{#%:
infarction « Infarction: >2 wk

« BRIEEEEFEINE + Hemorrhage: >4wk
Fik Wi PRI E HF favalve: & Y
% cardiopulmonary bypass BNTLT
& anticoagulants *« HAEE:
— HRERZIME |3 M EGE + Kvegetation(>2cm) H.
HS B e B B B stroke&i[E/]\(<2cm) e
B
—igttpt bypass EFRIEV],
HiA @i firecurrent

embolifE i,

Referrence: Surgery of native valve endocarditis, UpToDate

https://ssiupn.ntu edu tw/contents
ultisearch=surgerysendocarditisiselectedTitie=1~150

AHA guideline:

Prevention of infective endocarditis 2007

Tabde 2. Primary Reasons for Revision of the IE
Prophylaxis Guidelines

IE t5 much more ety 10 resull irom irequent EXposLEE B3 fANGOM

a dental, Gl tract, or GU iract procedure.

Propénjtaxis may prevent an exceedingly small number of cases of IE, B any,
In Indhviduals who undango a dental. I tract. or GUI tract procedure.

The risk of anfibiolic-associaled adverse events exceeds the benefil, If any,
Trom peophytactic aribictic thergy.

Mainterance of opimal oral healih and fyglene may reduce the Incidence

of bacheramia from daly acthities and ks more Important than peoghviactic

aniblobics for @ dental procedure 10 reducs the risk of IE

« HERELT RS

Table 3. Cardiac Conditions Associated With the Highest Risk
of Adverse Ouicome From Endocarditis for Which Prophylaxis
With Dental Procedures Is Reasonable
Prosmetic caniac vaive o prosthetic matenal used for Candiac valve repar
Previos E
Congenstal heat clssase (CHOY"
Urrepaired cyanolic CHD, Including paliaiive shunts and conduts
Compeatedy repaired congenital heart defect Wi peustnelc material or
tewica, whether placed by SRy of by Cathelsr Intervention, during the
rst & monTs afr the procaduret
Fiepuaired CHD with resickaal cifects at the sl or agjacent o the site of 3
prosihelic patch or prosthelc device (which Infitel endotheliallzaton)
Canitac recipients wh devilop caritac vahsopathy
“Except for the conditions Rstod above. antiiotic prophylads. 15 no longor
recommended for amy ofher jorm of CHO.

OCOUS WiTin © monins after the procedure.

Reference: Prevention of Infective Endocarditis : Guidelines From the American
Heart Association, Circulation. 2007;116:1736-1754




Dental procedure Prophylaxis

Tabde 5. Regimens for a Dental Procedure

Fegimen: Singie Dos 30 10 60 min
Before Procedure
Situation Agent A Chilkaren
(] [ H] 50 mgkg
Unabie b take oral medicalion Ampicilin FgMa N 50 mghy M o W
R
Gatarolin of caflrimnng 1MW 50 myhg M of N
ABergic 10 peniciling o1 ampicilin—ora Cophalen't 29 50 mgkg
OR
Candamycin B00 My 20 mgkg
oR
AITOmYCR of clarfhromyin 500 mg 15 my'kg
ABergic 10 peniciling of ampicilin Catarolin of cefiriamnet 1gMoa N 50 mgag M or ¥
and unabi 1o bake oral medication [
Candamycin 600 mg M o IV 20 mghy M o W

1M Indicates invamusouar; IV, Iniravenous.
*0¢ olfer firsd- or sacond-eration oral cepliakosporin In ecubalent adult o pedialric dosage.
o] Wi @ history of anaphykods, angioadinms, of Lriana With peniclins o ampiciin.

Reference: Prevention of Infective Endocarditis : Guidelines From the American
Heart Association, Circulation. 2007;116:1736-1754
]

Thanks for your attention!




