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SUMMARY:

Fortyfive indoor patients admitted during 1985-87 with mean age of 19 years
are being reported. 37 patients (82%) had pre-existing rheumatic valvular lesions and
8 patients (81%) had underlying congenital heart disease. Two patients had

prosthetic valve endocarditis

while right-sided endocarditis was found in 8 cases

(80%). Fever, anaemia, clubbing, splenomegaly and microscopic haematuria were the
common features. Portal of entery could not be established in any case. Blood
cultures were positive in 10 cases (22%). On Echocardiography vegetations were
seen in 25 cases (55%). Mortality, irrespective of causative organism was 29%. Best
therapeutic response was obtained with combination therapy of Penicillin or Cepha-

losporins, with Gentamycin in 47%
sent for urgent surgery.

Introduction:

Bacterial endocarditis or better called Infect-
ive endocarditis which was first described by Osler
(1) and Horder (2) remains one of the most serious
complications of heart disease. It was a fatal
disease till the introduction of Penicillin when the
mortality fell from almost 100% to around 30%
where it has generally stayed(3), though lower
figures have been quoted from some major
centres(4) in recent years.

In spite of new diagnostic techniques, potent
antimicrobial agents and advances in cardiac
surgery, the morbidity and mortality still remains
significantly high.

The clinical pattern of Infective Endocarditis
is changing because of alteration in the
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and 37% cases respectively. Two cases were

population at risk, wide spread use of antibiotics,
invasive monitoring and cardiac surgery(5). These
factors make the diagnosis of the disease much
more difficult.

Patients and Methods:

It was a prospective study convering all patients
suspected of infective endocarditis admitted to
cardiology unit, P.GM.1./%:R:H. from January
1985 to Novemver, 1987.

It was a prospective study covering all patients
suspected of infective endocarditis admitted to
cardiology unit, P.G.M.I./L.R.H. from January
1985 to November, 1987.

A proforma was used giving details of under-
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lying cardiac disease, duration of fever, detailed
clinical history and physical examination. All
patients had routine investigation like full blood
count, ESR blood Urea and electrolytes, Urine
exam. Chest X-Ray and E.C.G. Other investiga-
tions for P.U.O. like blood film for Malaria
-parasites, Widal, liver function tests, ASO titre etc.
were also done. Some patients had Rheumatoid
and Antinuclear factor checked.

Arrangements were made with PMRC,
Peshawar who kindly agreed to provide blood
culture specimen bottles as well as culturing
facilities for all patients.

Three blood cultures were taken from all
patients at random intervals with all necessary
precautions and were subcultured aerobic and
anaerobically. Patients with known history of
recent antibiotic use, the drug was stopped for at
least three days prior to blood cultures.

M-Mode and Cross-Sectional Echocardio-
graphy was done on all patients on admission
and repeated in some for follow up.

Those patients whose fever settled down
within a week after admission or where the
diagnosis other than Infective Endocarditis was
established, were excluded from the study.

Antibiotic therapy was given for six weeks,

irrespective of causative organism. It was changed
only if there was no clinical improvement and
fever response within two weeks.

Patients were declared cured after completion
of therapy with signs of clinical improvement,
apyrexia and falling ESR.

Results:

A total of 65 proformas were collected. Out
of which only 45 were accepted with most
probable Infective Endocarditis. 20 cases were
discarded, as they proved to be non-endocarditic.

TABLE I
UNDERLYING CARDIAC LESION IN 45
CASES OF LE.
(A) RHD 37 82%
Pure mitral valve disease 10 27%
Pure aortic valve disease 08 22%
Mixed valvular dieases 17 46%
(B) CHD
Rt. heart :
PDA 03
TOF 02
VSD +PS 01
ASD =PS 01
Lt. heart :

Bicuspid Aortic valve 01

TABLE II
HISTORY OF 45 CASES OF
INFECTIVE ENDOCARDITIS
Palpitation + Dyspnoea 36 80%
Fever 40 88%
Anorexia + Wt. loss 30 70%
Joint pains 09 20%
Known Previous Antibiotic Therapy 12 27%
Recent Dental Tx, Minor Surgical
OR
IlL)iagnostic Procedures NIL

The age range was 7 5 years (Mean 19 years)
with greater proportion of males (M : F Ration
3 : 2). Table-I gives the details of uuderlying
cardiac lesions. One case of mixed rheumatic
heart ‘disease had vegetations on the Tricuspid
valve. All cases of C.H.D. except one, had right
heart endocarditis. Table-II & III give details of
common presenting symptoms and signs. Table-IV
deals with investigations while V & VI give details
of therapy, course and mortality.

TABLE III
COMMON SIGNS IN 45 CASES OF
INFECTIVE ENDOCARDITIS
Anaemia 30 66%
Clubbing 20 45%
Splenomegaly 18 40%
Hepatomegaly 36 80%
Heart murmurs 45 100%
Congestive cardiac failure 29 64%
Embolisation 05 11%
Cerebral 02
Peripheral 03
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TABLE IV
INVESTIGATIONS OF
45 CASES OF L.E.
Haemoglobin 10 Gm or below 31 68%
Leucocytosis 10,000/cmm or more 15 33%
ESR more than 20 mm 1st hr 30 33%
RBC in urine more than 5/HPF 27 60%
Proteinuria + 1 or more 20 45%
Blood urea more than 40 mg% 09 20%
Positive blood culture 10 22%
Strep. viridans 03
Staph. aureus 03
Staph. epidermidis 02
Citobacter, 01
Micrococdus 01
Electrocardiography
LVH 30 67% '
RVH 09 20%
Normal 07 13%
Chest X-Ray
Cardiomegaly 36 80%
(CTR. more than 50%)
Echocardiography (M-MODE + SECTOR)
Vegetations:
Absent 20 45%
Present 25 55%
On Mitral valve 12 48%
Aortic value 05 20%
Mitral + Aortic 02 08%
Tricuspid valve 02 08%
Pulmonic 03 12%
Pul. artery (Ductal) 01 04%.

Discussion:

The mean age of 19 years for our patients was
extremely low which was even lower than 31
year of pre-antibiotic era (6).

In last 2-3 decades the mean age has steadily
increased to 57 years (6,7) because of increase
longevity and falling incidence of rheumatic heart
disease.

Aortic Valve is now much more commonly
affected with decline in mitral valve involvement,
Therefore the sex ratio has also changed, men
now account for 2-3 times as many cases as
women (8,9).
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TABLE V
THERAPY OF 45 CASES OF L.E.
Pencillin + Streptomycin 05 11%
Pencillin + Gentamycin 21 47%
Cephalosporins + Gentamycin 17 37%
Fucidin + Gentamycin 02 04%
TABLE VI
COURSE AND MORTALITY IN 45
CASES OF LE.
Cured 27 60%
Died 13 29%
LAMA 03 07%
sent for emergency surgery 02 04%_

This is in contrast to our study where all cases
had pre-existing heart disease with rheumatic
heart-disease making the main bulk (82%). Mitral
Valve was still commonly affected. Though male
to female ratio was 3:2 but females predominated
the younger age group and in isolated mitral valve
involvement.

Fever, anaemia, clubbing, hepato-splenomegaly
and microscopic haematuria were still the common
features (10). Since majority of our patients had
advanced shenmatic heart disease, 64% presented
with congestive cardiac failure which explains the
high percentage of cases (80%) with hepatome-
galy. All our patients had murmurs. 88%
presented with fever on admission while remaining
12% developed fever within a week after admission.

It was interesting to note that none of our
patients gave the history of recent dental
extraction, minor surgical or diagnostic
procedures. However, they were not referred to
the dentist for proper check up since they were
all young with good oro-dental hygiene.

Ocular, Skin manifestations, and Splinter
haemorrhages were rarely seen in our patients as
reported by various studies of antibiotic era(11).

Blood cultures were positive in only 10 cases
(22%). Out of which two cases of citobacter and
Micrococcus were most probably contaminants
while the rest 8 cases grew the same bacteria in at
least two sets. This was in sharp contrast to other
studies where the causative organisms were isolat-
ed from 90% to 98% of cases (9, 12).
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The possilie reasons for such a high incidence
of blood culture negative endocarditis in our
study are follows:—

1. ' Indiscriminate use of antibiotics prior to
hospitalisation.

2. Faulty techniques of sampling and storage.

3. Inadequate laboratory facilities for
diagnosis and identification of bacteria.

4. High incidence of rare infecting
organisms.

5. Lack of financial resources.

On M-Mode and 2-D Echocardiography defi-
nite vegetations were seen in 55% of cases. Our
figures were little low probably due to strict
diagnostic criteria. Other studies have shown the
sensitivity ranging from 50% to 80% (13). It can
be difficult to diagnose vegetations on badly
deformed rheumatic valves. The active vegetations
have to be differentiated from a lump of calcuim,
Non-infective vegetations of rheumatic and non-
rheumatic origin and .from healed infective
vegetations(14) which may take almost three
years to disappear. It must also be mentioned that
negative vegetation will not rule out possibility
of infective endocarditis.

Rightsided endocarditis was found in 18% of
cases which was exclusively due to congenital
heart disease. Other studies have given the figures
from 8.2% to 14% depending on the number of
drug addicts. (7,15).

Though drug addiction is quite common in
our province, intravenous drug absue is hardly
even seen and no case of endocarditis was
reported during the study.

Right sided endocarditis runs relatively benign
course -with very good response to therapy and
low mortality.

There were two cases of late onset prosthetic-
valve endocarditis who did not respond to
therapy and died. The overall incidence of PVE is
estimated to be between 1-10% with most recent
reported average of 4.4% (16). The mortality of
PVE ranges from 23-86% (17). Poor prognostic
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factors include non-streptococcal origin, early
incidence of aortic valve involvement, presence of
congestive  heart failure and prosthetic
dysfunction.

Management was found to be rather difficult
because infective organisms were not known in
majority of cases. However, combination therapy
of Penicillin or Cephalosporins with Gentamycin
gave best results. Our mortality was around 30%.

The exact cause of death could not be
established because of lack of autopsy but
uncontrolled infection, advanced cardio-hepato-
renal failure and cerebro-vascular episodes were the
most probable causes.

The bad prognostic signs were late diagnosis,
in starting therapy and late referral to surgery.

Prophylaxis is extremely important especially
for those at risk, since bacteraemia which is
becoming more common, must be recognised more
often. Early diagnosis can be greatly helped if
when a patient with known heart disease develops
fever of unknown cause, to take blood cultures
before antibiotics are given.

The combination of enhanced awareness on
the part of patient and physician, together with
meticulous prophylaxis, early consultation with
cardiac surgeon and effective treatment with
antibiotics should considerably reduce the
mortality.

We wish to thank Dr. Tasleem Akhtar,
Director, PMRC, Peshawar and her laboratory
staff who kindly helped us in providing the blood
culture facilities.
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