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CURRENT PREDICTORS OF MORBIDITY AND MORTALITY FROM INFECTIVE ENDOCARDITIS
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Background: Infective endocarditis (IE) is a common disease with a significant morbidity and mortality.   Objective: To define the clinical parameters that influence the morbidity and mortality in patients (pts.) with IE hospitalized in Hadassah University Hospital between 1990-2000.   Methods: All pts. with IE diagnosed according to the Duke criteria were included. We examined all relevant clinical parameters that may influence outcome.  Results: 100 pts., 77 with native valve endocarditis (NVE) and 23 with prosthetic valve endocarditis (PVE) were included. The overall in-hospital mortality rate was 8%. The overall mortality rate with or without surgery was similar; 2/25 (8%), and 6/75 (8%) respectively. There was a trend for a higher mortality rate in the PVE group (13%) compared to the NVE group (7%), P=0.07. The mortality rate in both groups with or without surgery was not significantly different (NVE: 7% vs. 6%; PVE: 12.5% vs. 14%). Pts. that died were older (66±14 versus 54±20, p=0.1), had a shorter symptom duration (24 vs. 13 days, p<0.05) and less embolic and immune phenomena. Time to diagnosis was longer (6 vs. 5 days). There was no difference in the valves involved or the development of heart failure (32%). Clinical predictors of mortality were hospital-acquired endocarditis (13% of pts.; 27% vs. 3% mortality, p<0.0001), immune deficiency (36% of pts.; 14% vs 5% mortality, p<0.09) and a previous invasive procedure (46% of pts.; 13% vs 2%, p<0.06). The average vegetation size was larger in pts. that died (16mm vs. 10mm, P<0.04). Echocardiographic vegetation presence and size evident in 67% of pts. were significant predictors of mortality (3.2% mortality without vegetation vs 5.3%, 10%  and 27% in vegetation size 0-10mm, 10-15mm and >15mm respectively, p<0.02). Vegetation presence and size were also significant predictors of embolic events (12% without vegetation versus 26% to 36% according to size; p<0.04) and was also a predictor of S aureus infection. A definite extra-cardiac source of infection was a predictor of mortality (37% of pts.,; 18% vs 0%, p<0.001). Staphylococcus Aureus occurring in 16% of pts. was a significant predictor of mortality (25% vs 5%, p<0.005) and associated with abscess formation (25% with S aureus  vs 6% with other pathogens, p<0.05). Multivariate logistic analysis identified S aureus as the only independent predictor of mortality.  Conclusions: Morbidity and mortality in IE were higher in older hospitalized patients with comorbid conditions or undergoing invasive procedures. Vegetations were predictors of embolic events and a higher mortality.  S aureus was the most significant determinant of poor outcome, associated with abscess formation and a higher mortality rate.
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