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ABSTRACT:)
Background: Infectious endocarditis (IE) is a fatal disease in pediatric patients. Patients usually have underlying hemodynamic problems
that predispose them to the risks of IE. The present study was conducted to assess the cases of Infectious endocarditis in pediatric
patients. Materials & Methods: The present study was conducted in the department of pediatrics. It comprised of 24 cases of IE in
children. Symptoms, signs, laboratory findings etc. were recorded. All were subjected to echocardiography which was studied by
cardiologists. Results: Out of 24 patients, males were 16 and females were 8. The difference was significant (P< 0.05). Age group 1- 5
years had 4 males and 3 females, 6- 10 years had 6 males and 2 females, 11-15 years had 4 males and 2 females and 15- 20 years had 2
males and 1 female. The difference was non- significant (P- 0.5). Common symptoms were fever seen in 15 males and 4 females,
microscopic hematuria in 15 males and 3 females, pulmonary embolism in 10 males and 2 females, Janeways lesion in 4 males and 2
females, ARF in 2 males and 1 female and hepatitis in 1 male and 1 females each. The difference was significant (P< 0.05). Common
bacteria involvement was streptococcus (24%), pneumococcus (16%), staphylococcus (10.5%), pseudomonas aeruginosa (5%), candida
albican (2.5%) and unknown causes in 42%. Conclusion: Infective endocarditis is a fatal disease occurs mostly in pediatric patients.
Common symptoms are fever, microscopic hematuria, pulmonary embolism etc.
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INTRODUCTION

Infectious endocarditis (IE) is a rare, but potentially fatal
disease in pediatric patients. Most patients have underlying
hemodynamic problems that predispose them to the risks of
IE. Infective endocarditis is an infection of the inner
surface of the heart, usually the valves. Though
Streptococcus viridians and Staphylococcus aureus are the
main pathogens of the disease, other pathogens have also
been isolated.

Symptoms may include fever, small areas of bleeding into
the skin, heart murmur, feeling tired, and low red blood cell
count. Complications may include valvular insufficiency,
heart failure, stroke and kidney failure. Modified Duke
criteria are commonly used for clinical diagnosis of IE.

The cause is typically a bacterial infection and less
commonly a fungal infection. Risk factors include
rheumatic heart disease, congenital heart disease, artificial
valves, intravenous drug use and electronic pacemakers.
The number of people affected is about 5/100,000 per year.
Males are affected more often than females. The risk of
death among those infected is about 25%. Without
treatment it is almost universally fatal.”

Bacteria such as streptococcus viridians and staphylococcus
aureus are present in the normal oral flora and enter the
bloodstream usually by dental surgical procedures or
genitourinary manipulation; as such, dental surgeons must
fully carry out protective and preventive measures. High
risk patients may be given prophylactic antibiotics such as
penicillin or clindamycin for penicillin allergic patients
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prior to dental procedures. Prophylactics should be
bactericidal rather than bacteriostatic.®> The present study
was conducted to assess the cases of Infectious endocarditis
in pediatric patients.

MATERIALS & METHODS
The present study was conducted in the department of
pediatrics. It comprised of 24 cases of IE in children. All

were informed regarding the study and written consent was
obtained. Ethical clearance was taken prior to the study.
General information such as name, age, gender etc. was
recorded. Symptoms, signs, laboratory findings etc. were
recorded. All were subjected to echocardiography which
was studied by cardiologists. Results thus obtained were
subjected to statistical analysis using chi- square test. P
value less than 0.05 was considered significant.

RESULTS
Table I Distribution of patients
Total- 24
Males Females P value
16 0.01

Table | shows that out of 24 patients, males were 16 and females were 8. The difference was significant (P< 0.05).

Table 11 Age wise distribution of cases

Age group (years) Males Females P value
1-5 4 3
6-10 6 2 0.5
11-15 4 2
15- 20 2 1

Table Il shows that age group 1- 5 years had 4 males and 3 females, 6- 10 years had 6 males and 2 females, 11-15 years had
4 males and 2 females and 15- 20 years had 2 males and 1 female. The difference was non- significant (P- 0.5).

Graph I Clinical symptoms in patients
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Graph | shows that common symptoms were fever seen in 15 males and 4 females, microscopic hematuria in 15 males and
3 females, pulmonary embolism in 10 males and 2 females, Janeways lesion in 4 males and 2 females, ARF in 2 males and
1 female and hepatitis in 1 male and 1 females each. The difference was significant (P< 0.05).
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Graph Il Microscopic findings in patients
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Graph 11 shows that common bacteria involvement was streptococcus (24%), pneumococcus (16%), staphylococcus
(10.5%), pseudomonas aeruginosa (5%), candida albican (2.5%) and unknown causes in 42%.

DISCUSSION

The precise incidence of IE in pediatric patients is difficult
to ascertain because case definitions have varied from
decade to decade. Studies have shown that common
findings are heart murmur, weight loss, and coughing
occurs in 35% of people. Vascular phenomena involves
septic embolism, Janeway lesions (painless hemorrhagic
cutaneous lesions on the palms and soles), splenic infarcts,
intracranial hemorrhage, conjunctival hemorrhage, splinter
hemorrhages and kidney infarcts. Other findings are Osler's
nodes ie. painful subcutaneous lesions in the distal fingers,
Rotzrs spots on the retina, positive serum rheumatoid factor
etc.

In present study, out of 24 patients, males were 16 and
females were 8. age group 1- 5 years had 4 males and 3
females, 6- 10 years had 6 males and 2 females, 11-15 years
had 4 males and 2 females and 15- 20 years had 2 males and
1 female. This is in agreement with Johnson et al.®

We found that common bacteria involvement was
streptococcus (24%), pneumococcus (16%), staphylococcus
(10.5%), pseudomonas aeruginosa (5%), Candida albican
(2.5%) and unknown causes in 42%. This is similar to
Griffin et al.’

Fever, prostration and the presence of cardiac murmurs
were noted in over of the cases, as has also been observed
by various authors.”® Splenomegaly, which is related to the
presence of prolonged bacteremia leading to a

hypertrophied reticulo-endothelial system, occurred in
27.7% of the cases studied by Mckinsey et al.® Due to the

increased frequency of acute infections by S. aureus and the
reduction of the period between onset and diagnosis of IE,
splenomegaly is being observed less and less.

Cherubin et al'® in their study found that nineteen cases in
age from 2.5 months to 18 years were involved in the study.
52.9% had microscopic hematuria and two out of three
(66.7%) cases showed elevated rheumatoid factor levels.
89.5% had fever and 36.8% had major vessel embolic
events. Blood cultures yielded Staphylococcus aureus in
seven cases, and viridans Streptococci in two cases. The
other three cases had Pneumococcus, Pseudomonas
aeruginosa and Candida albicans. The initial C-reactive
protein levels in the blood culture-positive group were
significantly higher than those in the blood culture-negative.
Everaldo et al*! in their study found 180 cases of infectious
endocarditis. Echocardiograms in 132 (73.3%) provided a
diagnosis of infectious endocarditis in 111 (84%) patients;
mitral valves were affected in 55 (30.5%), tricuspid valves
in 30 (16.6%) and the aortic valve in 28 (15.5%) patients.
Hemocultures were performed in 148 (93.8%) episodes of
IE. The most commonly isolated infectious organisms were
Staphylococcus aureus in 46 (27.2%) patients and
Streptococcus viridans in 27 (15.9%). Complications
occurred in 116 (64.4%) patients and 73 (40.5%) of the
patients died.
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CONCLUSION

Infective endocarditis is a fatal disease occurs mostly in
pediatric  patients. Common symptoms are fever,
microscopic hematuria, pulmonary embolism etc.
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