





transmetatarsal amputation and

Substance use histo ansitioned to fentanyl, tried Suboxone briefly 5 yrs ago

but did not control his symptoms, ort term oxycodone scripts. No benzos. Hx of AUD but quit 1 yr ago,

occasionally vapes and sniffs cocaine
Social history: homeless due to increased rent, currently living out of his truck w/ girlfriend and cats

Admitting Diagnosis: AMS, Septic Shock, Bilateral CAP vs Aspiration PNA




gative. All cultures thus

Addiction Mec ancial hardship. Short-term pain
treatment w/ full agoni sboxone, nicotine replacement, Narcan at d/c.

TTE: EF 55%, RV sev reduced, MV leaflets thickened, moderate MR, severe TR, severe Al, thickened AV

TEE: EF 55%, moderate MR, no MV veg, severe Al, AV veg, no abscess




ode of endocarditis

®* PWID are more like AMA) and incomplete antibiotic

treatment

%




Centers for Disease Control and Prevention

Morbidity and Mortality Weekly Report
Weekly /Vol. 66 / No. 22 June 9, 2017

Hospitalizations for Endocarditis and Associated Health Care Costs
Among Persons with Diagnosed Drug Dependence —
North Carolina, 2010-2015
Aaron T, Fleischauer, PhD!2; Laura Ruhl, MD3; Sarah Rhea, DVM“4; Erin Barnes, MD?

FIGURE 1. Incidence* of hospital discharge diagnoses of drug dependence-associated endocarditis,t by age group — North Carolina, 2010-2015
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* North Carolina Hospital Discharge database, which includes discharge data from all 128 hospitals in Morth Carolina.
T Ninth and tenth revisions of International Classification of Diseases Clinical Modification and Related Health Problems (ICD-9-CM or ICD-10-CM) codes for both drug

dependence and endocarditis.




CENTRAL ILLUSTRATION Infective Endocarditis in Injection Drug Users

Increased Incidence Equivalent Readmission Rates
2015

Non-IDU-IE  IDU-IE
30-Day 22.9% 23.8%

Readmission

150-Day 22.8% 22.3%

Readmission

Decreased Index Mortality Different Causes of Readmission
Relative to Non-1DU-IE Relative to Non-IDU-IE

Septicemia § HR=1.83

J or060  Ssurgery
§ or:075  Nosurgery

Endocarditis f HR =2.42
Drug Abuse § HR=4.91

Rudasill, 5.E. et al. J Am Coll Cardiol 2019;73(5)559-70.

Infactive endocarditis in injection drsg users is increasing in incidence and is associated with decreased index mortality, equivalent rates of
30- and 180-day readmission, and increased rick of readmission for septicemia, endocarditis, and drug abuse.




® Predisposing

prosthetic valve, injection practices
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* Persons who inject drugs have
invasive MRSA infections than others

NORMAL FLORA

Members of the Normal Flora'

Anatomic Location

Bacteroides species
Candida albicans
Clostridium species

Corynebacterium species
(diphtheroids)

Enterococcus faecalis

Escherichia coli and other coliforms
Gardnerella vaginalis

Haemophilus species

Lactobacillus species

Neisseria species
Propionibacterium acnes
Pseudomonas aeruginosa
Staphylococcus aureus

Staphylococcus epidermidis

Viridans streptococci

Colon, throat, vagina
Mouth, colon, vagina
Colon

Nasopharynx, skin, vagina

Colon

Colon, vagina, outer urethra
Vagina

Nasopharynx, conjunctiva
Mouth, colon, vagina
Mouth, nasopharynx

Skin

Colon, skin

Nose, skin

Skin, nose, mouth, vagina,
urethra

Mouth, nasopharynx

'In alphabetical order.

NASOPHARYNX

* Streptococci
Haemophilus

® Neisseria

Mixed anaerobes
Candida
Actinomyces
SKIN

* Staphylococci

* Streptococci

* Corynebacteria

¢ Proprionibacteria
* Yeasts

UPPER BOWEL

* Enterobacteriaceae
* Enterococci

* Candida

LOWER BOWEL
teroides

¢ Bifidobacteria

e Clostridium

* Peptostreptococci
VAGINA

¢ Lactobacilli

* Streptococci

* Corynebacteria

¢ Candida
* Actinomyces
* Mycoplasma hominis




®* Orga

filters, water source, c

® Oral flora: licking needles or holding syringes in mouth

®* Tap water: Pseudomonas
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https://www.google.com/url?sa=i&url=https://iduha.org/harm-reduction-supplies/&psig=AOvVaw0QiWFF-2avFf1FGtBo-5gz&ust=1595628403139000&source=images&cd=vfe&ved=0CAIQjRxqFwoTCPCFu5mx5OoCFQAAAAAdAAAAABAG
https://www.google.com/url?sa=i&url=https://www.oregonlive.com/pacific-northwest-news/2013/06/washington_heroin_use_deaths_i.html&psig=AOvVaw3-HiRCGXzEupA_PL_qcUT3&ust=1595628950059000&source=images&cd=vfe&ved=0CAIQjRxqFwoTCJDIu52z5OoCFQAAAAAdAAAAABAD

* Often misdiac a dIE

®* Bone and joint infections may simu : : ie epidural abscess, septic arthritis
| P P

®* Have a high index of clinical suspicion for IE in PWID

%
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Right hand (A) is normal while the left hand (B) has Osler’s nodes and Janeway lesions over the thenar and
hypothenar eminences (arrow). The lesions over the thenar eminence are magnified in C which shows Osler’s
nodes (arrow) and Janeway lesions (arrowhead). Splinter haemorrhages of the left nailbed (arrow) and the

normal nails of the right hand are shown in D



olvement),

B
E

nt histologic or microbiologic

Predispo gurgitation or stenosis, CIED, hypertrophic obstructive CM) or IDU

Fever > 38°C (100 ,
. N O
Vascular phenomenon (arterial emk d, conjunctival hemorrhages, Janeway lesions) |

Immune phenomenon (glomerulonephritis, Osler nodes, Roth spots, positive rheumatoid factor)

Positive blood cultures not meeting the above criteria or positive PCR or other nucleic acid-based test (amplicon or shotgun sequencing, in situ hybridization) for an organism
consistent with IEr from a sterile body site other than cardiac tissue, cardiac prosthesis, or arterial embolus; or a single finding of a skin bacterium by PCR on a valve or wire
without additional clinical or microbiological supporting evidence.

Abnormal metabolic activity as detected by [18F]FDG PET/CT within 3 mo of implantation of prosthetic valve, ascending aortic graft (with concomitant evidence of valve
involvement), intracardiac device leads or other prosthetic material

New valvular regurgitation identified on auscultation if echocardiography is not available




® Vancomyc

* Typically 6 weeks IV

* See guidelines for other pathogens and native vs prosthetic valve regimens




sed in published

n their population, so this




Concern for post-ope
treatment for SUD

Young adults who remain free of reinfection will probably require additional valve replacements

Some surgeons requiring assurance there will be drug rehabilitation or refuse second or third valve replacement




ENDOCARDITIS
SURGICAL
INDICATIONS*®

Size R sided > 2cm or L sided >1cm

]

Structure

¥

=

Stickyness

Enlarging veg despite abx

New onset heart failure
New heart block
Abscess

Fungi
MDR GNR or VRE
Blood cx positive >7d on abx

*INDICATIONS IDENTICAL FOR IDU-IE AND NON-IDU-IE

==
—_

ADDICTION
MEDICINE




It for w/u.

ation and pressors. Tx to
ICU.

CTA Head/Neck: no

Brain MRI: changes in L occipital area, unable to rule out mycotic aneurysm need DSA.

Dental: Extractions as outpt

%




Surgica be controlled by

F-

medications, worsening € on, severe Al, new EKG changes

concerning for abscess formation.

OR 2/26: AVR, TV repair




ome w/ PICC. must

remain hospitali OR date). Needs Suboxone

provider. Significant debility

%




® Consider altern atient is unwilling /unable
P g

to stay and discuss contingency planning around patient-directed discharge

%




hol swab, and

-

® Use ster voiled for 10 minutes, bottled

water, or water from ¢

® Use clean cookers and new cotton filters to prepare drugs.

® Never lick the needle or skin prior to injection.

/j ® Avoid using the neck, legs, feet and groin.
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eality is that there

p securing a tent and

*  “Inthe endocardi treatment, presence or absence of valvopathy, timing
of future potential surgery etc. ant to remain in undesirable SNF environments and don’t
envision getting any help or any benefit to

* “Social workers in SNFs have large caseloads and patients may feel they are not getting helped because they lack face time (regardless if they are actually being
helped ‘behind the scene’ or not). They often do not meet the social worker until being at the facility for a week. ”

* “The general feeling expressed by patients is one of hopelessness.”

* Positiveimpact by the addition of the Addiction Consult team: “Patients express preferring to come here, knowing they will be helped at Hartford.”




"When I'minit, I'min it"”:
Homelessness in the Endocarditis Population

Hartford ¥4
HealthCare

Authors Credits: Kathleen Vees, MSN, RN; Monica Rae Cluff, DNP, APRN; Carolyn Burke-Martindale, MSN,

APRN (Carolyn.martindale@hhchealth.org)

PURPOSE

= To examine the experience of homelessness in
patients with drug-use associated infective
endocarditis (DUA-IE) post hospitalization.

BACKGROUND

Post Hospitalization Homelessness among the Drug-
Use Associated Endocarditis Population

* Homelessness is common among the DUA-IE
population.

* Hospitalization is an opportunity to connect patients
to addiction treatment and other resources.

* Transitional planning is often difficult and complex
with this population.

* With addiction-related brain changes, DUA-IE patients
frequently lack awareness and insight required to
navigate community services.

* Challenges include being homeless, no income, no
transportation, frequent family estrangement, and
lack of support.

B Housing plan
identified

DUA-IE patient: "I've tried 211 before. They directed
me to a shelter an hour away and I don't have a car.

e

How was I supposed to get there?

METHODS

* Constant comparative method?! used to consider the
experience of homelessness and the impact on health.

* Forty-four (44) patients with a diagnosis of prior or
active DUA-IE between January 2022 and May 2022
were reviewed.

B No housing plan

1
RESULTS

= 43% (19/44) of DUA-IE patients were identified as homeless
or housing insecure.

« Complex feelings of desperation and frustration were
COMMOon.

« Patients associated sobriety with having a place to live.

+ Homeless women, often with histories of trauma and abuse,
faced unique challenges. Some women have a place to stay;
however, they do not feel safe.

= City shelters often lack social services and as one patient
reported "in those places, it's too easy to get drugs.”

* Themes of hopelessness, helplessness, frustration, fear and
despair were prevalent with this high-risk population.

» Over 40% of DUA-IE patients are homeless post
hospitalization without a safe housing plan.

» Coordination of care should include transitional care
planning, inclusive of a safe housing plan.

» Efforts to break the cycle of drug-use and homelessness are
vital for survival and recovery of DUA-IE patients.

1.Strauss, A. & Corbin, 1. (2008). Basics of gqualitative
research: Grounded theory procedures and techniques.
Sage.




AHA SCIENTIFIC STATEMENT

Management of Infective Endocarditis in People
Who Inject Drugs: A Scientific Statement From
the American Heart Association

Larry M. Baddour, MD, Ff-"nHMCR; Alysse G. Wurcel, MD, MS; Doff B. McElhinney, MD, Vice Chair;
Laura R. Marks, MD, PhD; Laura C.Fanueehi, MD, MPH; Zerelda Esquer Garrigos, MD; Gosta B. Pettersson, MD;

Daniel C. DeSimone, MD, Chair; on behalf of the American Heart Association Rheumatic Fever, Endocarditis and Kawasaki
Disease Committee of the Council on Lifelong Congenital Heart Disease and Heart Health in the Young; Council on

Cardiovascular Surgery and Anesthesia; Council on Cardiovascular and Stroke Nursing; Council on Clinical Cardiology; and
Council on Peripheral Vascular Disease

BACKGROUND: The American Heart Association has sponsored both guidelines and scientific statements that address the
diagnosis, management, and prevention of infective endocarditis. As a result of the unprecedented and increasing incidence
of infective endocarditis cases among people who inject drugs, the American Heart Association sponsored this original
scientific statement. It provides a more in-depth focus on the management of infective endocarditis among this unique
population than what has been provided in prior American Heart Association infective endocarditis—related documents.

METHODS: A writing group was named and consisted of recognized experts in the fields of infectious diseases, cardiology,
addiction medicine, and cardiovascular surgery in October 2021. A literature search was conducted in Embase on November
19, 2021, and multiple terms were used, with 1345 English-language articles identified after removal of duplicates.

CONCLUSIONS: Management of infective endocarditis in people who inject drugs is complex and requires a unigue approach in
all aspects of care. Clinicians must appreciate that it requires involvement of a variety of specialists and that consultation by
addiction-trained clinicians is as important as that of more traditional members of the endocarditis team to improve infective
endocarditis outcomes. Preventive measures are critical in people who inject drugs and are cured of an initial bout of infective
endocarditis because they remain at extremely high risk for subsequent bouts of infective endocarditis, regardless of whether
injection drug use is continued.

Baddour LM et al. Management of Infective Endocarditis in People Who Inject Drugs: A Scientific Statement
From the American Heart Association. Circulation. 2022 Oct 4;146(14):e187-e201.
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