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Nosocomial Endocarditis in the ICU 
Gina PugUese, RN, MS 
Martin S. Favero, PhD 

Gouello and colleagues from the 
Centre Hospitalier Universitaire, 
Angers, France, conducted a study to 
review the ICU experience of patients 
with admitted or acquired nosocomial 
endocarditis (NE) defined according 
to the Duke criteria. The study was a 
prospective cohort study conducted 
in a university teaching hospital. The 
records of 22 patients documented 
with NE during a 6-year period (1992-
1997) were reviewed. 

Twenty-two patients (9 women, 
13 men) aged 38 to 83 (mean, 65±9) 
years had an NE (prevalence of 
5/1,000 admissions). For 6 patients, 
NE was the reason for the admission to 
the ICU. For 17 patients, the time 
elapsed between admission and diag
nosis of NE was 39 ±25 days. Sixteen 
patients were predisposed to infection, 

and 7 had underlying heart conditions 
that put them at risk for acute endo
carditis: 3 prosthetic valves, 2 valvular 
diseases, and 2 cardiac pacemakers. In 
21 cases (1 unknown portal of entry), 
NE was the consequence of bac
teremia related to a medical or surgical 
procedure: 11 intravascular devices, 8 
surgical wounds, 1 tracheal procedure, 
and 1 leg ulceration. The bacteriologic 
agents detected in blood cultures 
were staphylococci (17), Streptococcus 
species (2), Pseudomonas aeruginosa 
(2), and Candida (2). 

Fourteen patients underwent 
echocardiography according to cardiac 
signs (cardiac failure, new cardiac mur
mur, or embolic event). For the remain
ing 8, echocardiography was per
formed systematically because of fever 
and positive blood cultures. The 
lesions detected by 21 transthoracic 
and 17 transesophageal echocardio-
graphs were vegetations (19), myocar

dial abscesses (5), and valvular perfo
ration (1). Of 16 surgical indications, 
only 5 patients underwent surgery, 
because the others were in too poor 
condition. The overall mortality was 15 
(68%) of 22 and was directly associated 
with NE in 8 cases (36%8). Seven 
patients (28%) were discharged 34 days 
after the diagnosis of endocarditis. 

The authors concluded that NE 
is a frequent nosocomial infection 
that occurs late in hospitalization. 
Persistent fever with positive blood 
cultures is sufficient indication to per
form an echocardiogram. The poor 
prognosis is related to the poor condi
tion of those patients who cannot be 
referred for surgical treatment. 

FROM: Gouello JP, Asfar P, 
Brenet O, Kouatchet A, Berthelot G, 
Alquier R Nosocomial endocarditis in 
the intensive care unit: an analysis of 22 
cases. Crit Care Med 2000;28:377-382. 

https://doi.org/10.1017/S0195941700073902 Published online by Cambridge University Press

https://doi.org/10.1017/S0195941700073902



