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Temporal Trends in Infective Endocarditis
A Population-Based Study in Olmsted County, Minnesota

Incidence of IE ranged from 5 to 7 cases per 105 person-years 
and did not change significantly over time (P=.42 for trend).

IM Tleyjeh, JAMA 2005;293:3022-3028



Staphylococcus aureus native valve infective endocarditis:
Report of 566 episodes from the ICE merged database

International Collaboration on Endocarditis MD
combination of 7 existing databases from 5 countries
2212 cases of definite infective endocarditis (IE).

1640 patients with native valve IE
566 patients (34%) had IE due to S. aureus, 

1074 patients (66%) had IE due to other pathogens
Patients with S. aureus IE were more likely to

die (20% vs. 12%; p<0.001)
experience an embolic event (60% vs. 31%; p<0.001)
more likely to develop a CNS event (20% vs. 13%; p<0.001)
NOT undergo surgery (26% vs. 39%; p<0.001)

JM Miro, Clin Infect Dis 2005; 41:507–14
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Prognostic factors – Multivariate analysis



Native Valve Endocarditis due to Coagulase-Negative
Staphylococci: Report of 99 Episodes from the ICE Merged Database

VH Chu, Clin Infect Dis 2004; 39:1527–30



Risk of Embolism and Death in IE: 
prognostic value of echocardiography
Multicenter prospective European study

384 consecutive patients – TEE performed in all patients.
Embolism occurred

at any time (total-EE) in 131 patients (34.1%)
after start of antibiotics (new-EE) in 28 patients (7.3%).

F Thuny, Circulation 2005;112:69-75



1 year-mortality: 20.6%
9.6% in hospital stay
11% after discharge

62% due do IE lesions
By multivariable analysis, baseline
predictors of 1-year mortality were

Vegetation length > 15 mm 
(RR 1.7; 95%CI 1.1–2.64; P=0.03)
Higher age 
(RR 1.02; 95%CI 1.0–1.04; P=0.009)
female sex
(RR 1.6; 95%CI 1.01–2.57; P=0.04)
serum creatinine >2 mg/dL 
(RR 2.1; 95%CI 1.29–3.46; P=0.003)
S aureus
(RR 1.9; 95%CI, 1.16–3.14; P=0.01)
moderate or severe CHF
(RR 1.6; 95%CI, 1.02–2.54; P=0.04). 

Risk of Embolism and Death in IE: 
prognostic value of echocardiography

F Thuny, Circulation 2005;112:69-75

1-year survival according to vegetation length



Prosthetic valve endocarditis: who needs
surgery? A multicentre study of 104 cases

G Habib et al, Heart 2005;91:954–959.
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Risk of endocarditis among patients with 
prosthetic valves and S. aureus bacteremia

12-week prospective evaluation of all patients with a 
PV or ring who developed S. aureus bacteremia. 
Overall rate of definite PV IE : 26/51 (51%). 
The risk of endocarditis was similar in patients with

late (>12 months after valve implantation) vs. 
early S. aureus bacteremia (50% vs.52%, NS), 
mitral vs. aortic prostheses (62% vs. 48%, NS), 
mechanical vs. bioprosthetic valves (62% vs. 44%, NS). 

All patients with a prosthetic valve who develop
S. aureus bacteremia should be aggressively
screened for the diagnosis of endocarditis.

F El-Ahdab et al., Am J Med 2005;18:225



Endocardites fungiques : de nouvelles 
perspectives thérapeutiques ?

Native valve endocarditis due to Candida glabrata treated 
without valvular replacement: a potential role for 
caspofungin in the induction and maintenance treatment

MJ Jimenez-Esposito, Clin Infect Dis 2004; 39(7):e70
Candida prosthetic valve endocarditis cured by 
caspofungin therapy without valve replacement

R Rajendram, Clin Infect Dis 2005; 40(9):e72
Successful treatment of Aspergillus prosthetic valve 
endocarditis with oral voriconazole

LJ Reis, Clin Infect Dis 2005; 41(5):752



In patients with native valve IE
50% educated about prophylaxis
33% regular dental follow-up

In patients with prosthetic valve IE
77% educated about prophylaxis
53% regular dental follow-up

Infective endocarditis in Europe: 
lessons from the EuroHeart Survey

P. Tornos et al, Heart 2005;91:571

Prophylaxis awareness among patients at risk



Circulation 2005;111:e394-e433



Antibiotic Treatment of Chlamydia pneumoniae
after Acute Coronary Syndrome
Double-blind, randomized, placebo-controlled trial
4162 patients hospitalized for an acute coronary
syndrome within the preceding 10 days
Gatifloxacin 400 mg daily or matching placebo

initial 2-week course starting 2 weeks after randomization,
subsequent 10-day course every month for a mean of 2 years. 

The primary end point was a composite of death from
all causes, myocardial infarction, documented unstable
angina requiring rehospitalization, revascularization
(performed at least 30 days after randomization), and
stroke.

CP Cannon, N Engl J Med 2005;352:1646-54PROVE IT – TIMI 22
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Event = death or major cardiovascular events
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Azithromycin for the Secondary Prevention
of Coronary Events

Double-blind randomized placebo-controlled trial
4012 patients with documented stable coronary artery
disease
Azithromycin 600 mg weekly or placebo for one year
Participants were followed for a mean of 3.9 years
Primary endpoint : a composite of death due to 
coronary heart disease, nonfatal myocardial infarction, 
coronary revascularization, or hospitalization for 
unstable angina.

JT Grayston, N Engl J Med 2005;352:1637-45The Aces Study
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Effects of antibiotic therapy on outcomes of patients 
with coronary artery disease: a meta-analysis of RCT

R Andraws, JAMA 2005;293:2641-2647
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Antibiothérapie anti-Chlamydia et maladies 
coronariennes : est-ce bien fini ?
Effects of a brief course of Azithromycin on 
soluble cell adhesion molecules and markers of 
inflammation in survivors of an acute coronary 
syndrome: a double-blind, randomized, placebo 
controlled study

GS Hillis, Am Heart J 2004;148:72–9
Infection, antibiotics, and atherothrombosis: 
end of the road or new beginnings?

JL Anderson, N Engl J Med 2005;352:1706-08



Risk of Myocardial Infarction and Stroke
after Acute Infection or Vaccination

United Kingdom General Practice Research Database, which
contains computerized medical records of > 5 million patients
Extraction of patients who had received 1 or 2 new diagnoses 
of myocardial infarction or stroke during the period of at least
six months after the start of their follow-up in the GPRD.
Exposure: 

influenza, tetanus or pneumococcal vaccination 
Acute systemic UTI or RTI

Within-person comparisons, using the case-series method

L Smeeth, N Engl J Med 2004;351:2611-8



Risk of Myocardial Infarction and Stroke
after Acute Infection or Vaccination

L Smeeth, N Engl J Med 2004;351:2611-8

Age-Adjusted Incidence Ratios of a First Myocardial Infarction
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Age-Adjusted Incidence Ratios of a First Stroke



Management of Kawasaki Disease
A statement from AHA
Critères diagnostiques

Fièvre ≥5 jours
≥4 signes parmi les 5 suivants

Anomalies extrémités
Conjonctivite bilatérale
Chéilite – stomatite
Éruption cutanée
Adénopathies cervicales

Critères pour initier le trt
≥4 signes

Dès le 4ème jour de fièvre
<4 signes

si anévrysme coronarien
Algorithme ci-contre

JW Newburger, Circulation 2004;110:2747-71



Traitement de première intention
Aspirine

80-100 mg/kg/j en 4 prises à la phase aiguë
Diminution de dose après disparition de la fièvre

IVIG
2 g/kg en une seule administration
Avant J10, idéalement avant J7
Pas de vaccin rougeole/varicelle pendant 11 mois

Corticothérapie
Utilité non établie si IVIG

CAT en cas de non réponse au premier traitement
Nouvelle cure d'IVIG
Methylprednisolone, 30 mg/kg en 2 à 3 heures pendant 1 à 3 j, si 
échec de 2 cures d'IVIG
Infliximab si échec persistant ?

Management of Kawasaki Disease
A statement from AHA

JW Newburger, Circulation 2004;110:2747-71


