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Abstract: As a result of the ongoing opioid epidemic, physicians have encountered increasing
rates of drug-use-related native tricuspid valve infective endocarditis (DU-TVIE), a complex
multi-faceted disease that is best managed by interdisciplinary teams. Despite the large
number of patients with DU-TVIE, there is little data to support the optimal treatment strategy
with respect to medical and surgical therapy. The recent introduction of percutaneous
mechanical aspiration of tricuspid valve vegetations has added another treatment modality
that is also of uncertain benefit. Here we review the literature on the management of DU-
TVIE and highlight the multi-step treatment approach developed by the multidisciplinary

endocarditis team at the University of Kentucky.
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Introduction

Isolated native tricuspid valve infective endocar-
ditis (TVIE) accounts for ~5%-10% of all cases of
infective endocarditis (IE) and is associated with
lower in-hospital mortality compared to left-sided
IE.! As many as 90% of patients with TVIE may
have a history of injection drug use.?>> With the
ongoing opioid epidemic, there has been a corre-
sponding increase in rates of drug-use-associated
IE, which can vary geographically.?# In certain
cases, TVIE may significantly damage the integ-
rity of the native tricuspid valve, resulting in
severe regurgitation, and potentially right-sided
heart failure, leading providers to pursue surgical
tricuspid valve replacement (TVR). Historically,
tricuspid valve surgery for severe regurgitation
has been associated with improved outcomes
compared to medical therapy; however, the data
were acquired from older patient cohorts with
chronic heart failure.> By contrast, patients who
inject drugs that develop TVIE are often under
40years of age with fewer medical comorbidi-
ties, which may account for the lower mortality
with TVIE than left-sided IE.}* In addition,
the limited literature comparing medical and

surgical therapy for TVIE has not demonstrated
superior mortality outcomes with valve opera-
tions.® Longitudinal data demonstrate that
5-year survival for persons who inject drugs
(PWIDs) with severe tricuspid regurgitation
(TR) secondary to endocarditis can be as high
as 94%.7

A particular concern in this population is the
potential for re-infection of a newly placed pros-
thetic valve which can be challenging to treat
effectively. Despite this, many patients with iso-
lated TVIE are still referred for valve surgery, in
part because current American Heart Association
(AHA) Guidelines provide a class IIa recommen-
dation for valve surgery in patients with right-
sided IE and the following complications: right
heart failure secondary to severe TR with poor
response to medical therapy, sustained infection
caused by difficult-to-treat organisms or lack of
response to appropriate antimicrobial therapy,
and tricuspid valve vegetations that are =2.0cm
in diameter and recurrent pulmonary emboli
despite antimicrobial therapy.®° What remains
clear is that the existing literature has not
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identified the ideal treatment pathway for patients
with acute isolated TVIE.

The scope of the problem

Multiple national population studies in the
United States have demonstrated a rise in drug-
use-related TVIE (DU-TVIE) since the late
2000s.4 Certain areas of the country have seen a
more dramatic rise in cases, particularly Kentucky,
Tennessee, and West Virginia.l? At the University
of Kentucky, the number of patients with
DU-TVIE increased 11-fold between 2009-2010
and 2017-2018.3 Providers, particularly in these
high-volume areas, are now confronted with man-
aging an abundance of patients with this complex,
multi-faceted disease. Although replacing the tri-
cuspid valve may appear to be a straightforward
solution, complex factors limit the success of this
approach. Many social barriers exist that limit
postoperative care and follow-up, including but
not limited to: lack of housing or reliable transpor-
tation, geographic isolation, and potential ongo-
ing exposure to substance use. While the vast
majority of younger patients who develop severe
TR will ultimately require valve replacement, this
population may need multiple valve replacements
given their age, rates of prosthetic valve failure,
and re-infection. These patients may also tolerate
severe TR for several years before surgical inter-
vention is necessary. Even with the advent of
multidisciplinary endocarditis teams (MDETSs),
which have been shown to decrease in-hospital
and short-term mortality for patients with IE, and
the recently published AHA position statement
on the management of IE in people who use drugs
(PWUDs), the optimal longitudinal support and
ideal timing of TVR in this population has not
been established.®11-13

Development of the MDET

In response to the massive increase in patients
with IE, the University of Kentucky Healthcare
created an MDET and cardiovascular infectious
diseases (CVID) consult service in September
2021. The MDET is comprised of providers from
infectious diseases, cardiac surgery, cardiology,
addiction medicine, neurosurgery, neurology,
physical medicine and rehabilitation, palliative
care, and ethics. The group formally meets weekly
to discuss all inpatients with IE and document its
recommendations in the electronic medical
record. Cases for the conference are identified

primarily by the infectious diseases consult ser-
vice in collaboration with the cardiac surgery ser-
vice. Frequent communication between MDET
providers and clinical primary teams also occurs
outside of scheduled meeting times. Decisions
regarding percutaneous mechanical aspiration
(PMA) of the tricuspid valve and valve replace-
ment are made at the weekly conference. The
CVID consult service is an interdisciplinary team
housed in the division of infectious diseases and
comprised of an attending physician, advanced
practice provider, nurse navigator, pharmacist,
and social worker. The CVID service consults on
all inpatients with IE and follows them through-
out their hospitalization and transition to outpa-
tient. The CVID team coordinates the weekly
MDET meetings and works with other specialties
to schedule follow-up and outpatient testing.

The University of Kentucky MDET’s approach
was developed in response to the sudden, sub-
stantial increase in the number of patients pre-
senting with DU-TVIE. Initially, all patients with
indications were offered surgical interventions.
However, it soon became very difficult to inter-
vene on all patients with indications due to patient
volume, staffing issues, and operating room avail-
ability. In addition, our experience suggested that
the majority of medically managed patients sur-
vived to discharge and patients who underwent
valve replacement acutely had high rates of
relapsed substance use and prosthetic valve endo-
carditis. Moreover, we witnessed several adverse
outcomes in patients undergoing PMA.
Consequently, physicians in cardiac surgery, car-
diology, infectious diseases, and addiction medi-
cine adopted an approach that emphasized initial
medical therapy with treatment of patients’
underlying substance use disorder (SUD) and
close outpatient follow-up to schedule elective
valve surgery if deemed necessary (Figure 1).

Initial management

The diagnosis of TVIE is made utilizing the mod-
ified Duke Criteria as well as the recently pub-
lished 2023 Duke-ISCVD criteria.'#15> Once the
diagnosis is confirmed, patients are ideally man-
aged by an MDET. If a diagnosing hospital does
not have an MDET, consultation with a regional
center with either an MDET or that cares for a
high volume of patients with TVIE to discuss
transfer is advised.!? Previous literature has dem-
onstrated that even patients with IE managed
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medically have reduced in-hospital mortality if
their care involves an MDET.!! This is particu-
larly important in cases of DU-TVIE when medi-
cation for opioid use disorder (MOUD) is not
available at the referring facility.1? Patients who
receive addiction medicine consultation during
their hospitalization have been shown to have
lower rates of mortality post-discharge and it is
crucial to treat the underlying cause of the IE to
improve long-term outcomes.!% Early involvement
with addiction medicine is important as many
patients with opioid use disorder experience sig-
nificant opioid withdrawal symptoms upon admis-
sion to the hospital that may lead to patient-directed
discharge if not adequately addressed.!”

The multidisciplinary team can discuss the
patient’s case and determine whether further test-
ing is required to evaluate for additional factors
complicating the TVIE such as undrained foci of
infection, left-sided vegetations, or a patent fora-
men ovale (PFO), and to ensure optimal antimi-
crobial therapy. High-volume centers may
consider employing an infectious diseases pro-
vider with additional expertise in cardiovascular
infections.!® For patients with persistent
Staphylococcus aureus bacteremia lasting >48 to
72h, combination antimicrobial therapy can be
initiated to eradicate the bloodstream infection.
Previous data have suggested that clinical out-
comes, including attributable mortality, are worse
in patients with persistent S. aureus bacteremia.!®
Early initiation of combination therapy with dap-
tomycin and ceftaroline for methicillin-resistant
S. aureus and cefazolin or oxacillin with ertap-
enem for methicillin-susceptible S. aureus
(MSSA) may decrease time to blood culture
clearance and mortality.20-23

If, despite addressing all other possible sources,
patients continue to experience ongoing signs of
active infection defined by persistent bacteremia,
fevers, or other signs of sepsis, it would be reason-
able to consider PMA of the tricuspid valve.
However, given the limited data comparing this
approach to medical or open surgical manage-
ment, as well as the lack of clear indications for
the procedure, the authors’ opinion is that PMA
should be reserved as a last-resort treatment
option.2* Decisions regarding PMA are best made
by an MDET. Our practice is to consider PMA
only in patients who have persistent bacteremia
for =7days on maximal antibiotic therapy

Isclated TVIE
Diagnosed?
Consult cardiac.
infectious diseases.
AND e
Multidisciplinary
endocarditis team
YEsb— Persistent bacteremia )
248-72 hours.
‘Continue medical
therspy
Pmm';n:o
o eligible
rganism eligid
Patient remains.
Y& bacteremic®
[T—— YES
rogarding
risk/benefits of Ly
percutanecus Pursue complex
mechanical oral antibiotic:
aspration ‘therapy

Figure 1. Treatment pathway for patients with isolated native tricuspid

valve endocarditis.

provided that other foci of infection are addressed.
Patients with vegetations >2cm who are clini-
cally stable with clear blood cultures are not
referred for PMA. In our experience, some
patients undergoing PMA develop progression of
their sepsis and refractory vasoplegia after the pro-
cedure. Our institutional review board-approved
dataset of 215 patients demonstrated no differ-
ence in 1-year mortality outcomes for individuals
receiving medical therapy, PMA, or valve sur-
gery.?5> While surgical valve replacement has been
associated with decreased in-hospital mortality in
some published series, it has also been correlated
with higher rates of major adverse cardiovascular
events.2 In addition, long-term data have demon-
strated that IE in PWUDs is associated with poor
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long-term survival and high rates of recurrent IE,
particularly in patients who undergo surgery.?’
For these reasons as well as the challenges with
treating recurrent prosthetic valve endocarditis,
the evidence demonstrating the long-term tolera-
bility of severe TR in younger PWUDs, and in the
absence of complicating factors such as PFO or
left-sided endocarditis with surgical indications,
we advocate that TVR should not be performed
during the index hospitalization.

Discharge planning

Once a patient’s bacteremia has resolved and they
are clinically stable, a critical piece of their care is
discharge planning and coordination of outpatient
follow-up. Treatment of PWUDs with intravenous
antibiotics has been a long-standing concern in the
medical field and often leads to many patients
remaining hospitalized to complete prolonged
4—6weeks courses of therapy. However, rand-
omized controlled trial data have demonstrated
comparable outcomes for patients with IE second-
ary to MSSA, coagulase-negative staphylococci,
streptococci, and Enterococcus faecalis transitioned
to oral antibiotics after at least 10days of intrave-
nous treatment when compared to full courses of
IV antibiotics.?8 Patients who do not fall into this
category should still be evaluated for completion of
outpatient parenteral antibiotic therapy (OPAT)
as no randomized controlled trial data have dem-
onstrated inferior outcomes in PWUDs eligible for
OPAT compared to persons who do not inject
drugs. In addition to helping facilitate earlier dis-
charge, this approach may allow PWUDs to enter
SUD treatment programs sooner.

Appropriate treatment of the underlying SUD is
crucial to preventing future episodes of endocar-
ditis as well as decreasing overall mortality.10:2° If
a patient has elected to initiate MOUD, they
should be connected to an outpatient provider or
program that can continue this therapy. The
addiction medicine team can also collaborate
with local SUD treatment facilities to help
patients discharge directly to a rehabilitation pro-
gram if desired. Ideally, all required outpatient
follow-up appointments are made prior to dis-
charge and provided to the patient, along with
contact information for the respective clinics.
Individual MDETs may consider employing a
nurse navigator who can provide patients with
these appointments as well as follow-up phone
calls and appointment reminders.30

Post-discharge follow-up

Patients, particularly those receiving OPAT or
oral antibiotics, may benefit from follow-up with
an infectious diseases provider within 2weeks of
discharge, as a means of decreasing readmis-
sions.3! This individual would ideally treat other
co-occurring infections such as HIV, hepatitis B,
and/or C which can contribute to morbidity and
mortality in PWUDs. An infectious diseases pro-
vider who also provides MOUD can be a valuable
asset as this treatment can be integrated into their
overall care and limit the number of appoint-
ments patients must attend. The creation of
multi-specialty clinics involving infectious dis-
eases physicians with additional training in addic-
tion medicine and cardiac surgeons can allow the
multidisciplinary model to extend to the outpa-
tient setting, and again, decrease the number of
appointments for patients.32

Timing of surgery

Rather than performing surgery acutely during the
index hospitalization, we advocate for outpatient
re-evaluation to determine the best timing for sur-
gical TVR. We recommend that patients undergo
serial assessments, including echocardiographic
evaluations of their tricuspid valve, degree of
regurgitation, right ventricular size, and systolic
function, as well as a thorough appraisal of their
physical symptoms. In addition, the status of
patients’ SUD is re-evaluated, in particular,
whether they are injecting substances. Rather than
requiring complete abstinence from substance use
(particularly if that is not the patient’s goal) prior
to surgical intervention, we favor a harm reduc-
tion approach and offer surgery to patients who
have active use provided they are no longer inject-
ing substances, as this is the primary risk factor for
subsequent episodes of endocarditis.?5-33 Patients
may be followed longitudinally at intervals ranging
from 1 to 6 months. Only once they develop symp-
toms of right-sided heart failure or worsening right
ventricular dilation on echocardiogram do we
advocate scheduling surgery. These recurring
appointments may improve provider—patient rap-
port, particularly if they are conducted in a non-
judgmental manner, and provide opportunities for
additional patient education about their valve dis-
ease and harm-reduction methods. The visits also
serve as an opportunity to re-address socioeco-
nomic barriers to care or gauge a patient’s levels of
commitment to proceeding with a major surgical
intervention. Multiple missed appointments may
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be related to housing or transportation issues or
may be a sign that the patient is not yet ready to
undergo a valve replacement, particularly with a
mechanical valve.

Choosing the valve - Preoperative
management

To reduce the amount of implanted prosthetic
material, we favor pursuing tricuspid valve repair
if feasible. However, in many cases of TVIE, there
is significant destruction of the valve leaflets that
precludes valve repair. Existing literature has not
demonstrated a significant difference in short-
or long-term outcomes for patients receiving
mechanical or bioprosthetic TVRs.3* However,
there are currently no surgically implanted pros-
thetic valves designed exclusively to be placed in
the tricuspid position, which may contribute to
high rates of premature valve failure post-replace-
ment. There is little data on the optimal choice of
valve for younger patients, particularly those with
SUD. In patients aged <60years without con-
traindications for warfarin anticoagulation, our
preference is to offer a mechanical valve given the
associated longer durability.?> However, in older
individuals and those who are unable or unwilling
to take warfarin or where compliance is a con-
cern, we favor the placement of a bioprosthetic
valve. For all women of reproductive age, preop-
erative contraceptive counseling is provided as
well as referrals to obstetrics and gynecology (OB/
GYN) for treatment if needed. This is particu-
larly crucial given the teratogenicity of warfarin
and the high rates of morbidity and mortality for
pregnant individuals with mechanical valves.36:37

Patients are counseled about the possibility of
requiring a pacemaker postoperatively given the
risk of high-grade atrioventricular (AV) block asso-
ciated with TVR.38 Prior to surgery, we advise con-
sultation with an electrophysiologist (who is ideally
a part of the MDET) to discuss potential postop-
erative pacing strategies. Placement of trans-
venous pacemaker leads across a bioprosthetic
tricuspid valve is associated with higher rates of
valve failure.3® Alternative treatment options
include placing a transvenous lead in the coronary
sinus instead of the right ventricle, placement of
permanent epicardial leads at the time of the valve
surgery, or insertion of a leadless pacemaker post-
operatively. In PWUDs receiving bioprosthetic
valves requiring postoperative pacing, particularly
those who continue to inject substances, a leadless

pacemaker may be preferable given their very low
reported rates of infection.3® The patient can then
be upgraded to a permanent transvenous system in
the future if needed. This approach allows the
patient more time to effectively treat their SUD
before placing a significant amount of prosthetic
material that may make them even more prone to
cardiovascular infection. Leadless pacemakers are
generally not placed in patients with mechanical
valves due to the risk of damaging the valve leaflets
during implantation. However, successful place-
ment of leadless pacemakers across bioprosthetic
and mechanical valves by experienced electrophys-
iologists has been described.40-41

Pain control after median sternotomy can be par-
ticularly challenging in PWUDs, who may have a
high tolerance of opioid medications. Prior to sur-
gery, multidisciplinary discussions with the
patient’s addiction medicine provider and anes-
thesiologist may be beneficial. Patients receiving
buprenorphine or methadone as MOUD should
be continued on these medications prior to and
after surgery.*? Preoperative or postoperative
nerve blocks can be considered to alleviate the
severity of postoperative pain and reduce the
amount of opioid pain medication prescribed.*3

Once the decision is made to proceed with valve
surgery and a date is set, we suggest that the out-
patient providers and inpatient clinicians com-
municate to ensure a warm handoff and minimize
interruptions in care.

Intra-operatively

As previously mentioned, when feasible, tricuspid
valve repair is preferred to replacement. We rec-
ommend against valvectomy due to the higher
rates of unplanned readmissions with this proce-
dure, the need for subsequent valve replacement,
and the risk of loss to follow-up.4* If valve replace-
ment is unavoidable, special considerations can be
taken intra-operatively to avoid damage to the car-
diac conduction system. Close attention to the
anatomy of the AV node is important during the
procedure. When operating in proximity to the
AV node, our group advocates for the use of native
valve leaflets rather than annular sutures. If the
valve leaflets have been completely destroyed, we
recommend superficial placement of the annular
sutures to avoid damaging the AV node. All
patients have temporary epicardial pacing leads
placed at the time of surgery as transient complete
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IEIJ\CEB Patient Card

* You are at increased risk for heart valve infection
* Show this card to your medical provider
* Please seek medical attention for:

— Fevers (temperature>100.4 F or 38.0 C)

— Unexplained chills or shakes

— Night sweats

* Please ask your doctor to collect blood cultures for
the above symptoms and before starting
antibiotics

Figure 2. Front side of the University of Kentucky
patient endocarditis prevention pocket card which
outlines signs and symptoms of infective endocarditis
and encourages patients to ask their medical provider
to collect blood cultures before starting antibiotics for

the listed symptoms.
Heart Valve Infection Prevention

Til'?zb Provider Card

Antibiotic Prophylaxis against bacterial endocarditis with a one-time
dose of Amoxicillin 2 g is recommended ~1 hour before the following
procedures

— Dental cleanings, cavity fillings, tooth extractions, draining dental
abscesses

— Tonsillectomy and/or adenoidectomy
— Bronchoscopy with biopsy
Please consider obtaining 2 sets of blood cultures in this patient for
Unexplained febrile illness
AND/OR
Before starting oral or IV antibiotics

For questions please call the UK Infectious Diseases Clinic at xxx-xxx-
XXXX

Figure 3. Reverse side of the University of Kentucky
patient endocarditis prevention pocket card which
outlines indications and selection choice of antibiotic
for prophylaxis as well as contact information for the
infectious diseases clinic.

heart block after removing the aortic cross clamp
is common.% In certain cases, often in the setting
of removing an infected transvenous pacemaker at
the time of valve surgery, permanent epicardial
leads may be placed intra-operatively. This deci-
sion is ideally made preoperatively in conjunction
with an electrophysiologist as part of an MDET.

Postoperatively

For patients with SUD, we recommend that they
are again seen by addiction medicine during their
surgical admission as well as the acute pain ser-
vice (if available) to manage postoperative pain.
Some patients may experience anxiety regarding
the re-introduction of opioid pain medication.46
The addiction medicine team can help provide

education about the receipt of opioid pain medi-
cations while receiving MOUD and help set
expectations for the amount of medication that
will be prescribed on discharge. OB/GYN referral
can also be completed inpatient for individuals
who would like to start oral contraceptives or
receive a subdermal implant. If pacing require-
ments persist beyond 5-7days, placement of a
permanent pacing device is prudent as discussed
previously.

Postoperative complications

After discharge, patients are again followed longi-
tudinally in a multidisciplinary manner to manage
and potentially prevent postoperative complica-
tions, including re-infection. Patients are edu-
cated about their risk of future episodes of
endocarditis, even independent of further injec-
tion substance use. We have designed pocket
cards that we provide to patients at their postop-
erative appointments that include signs and
symptoms of endocarditis, recommendations to
ask their providers to obtain blood cultures if they
present with fever, when and what to take for
antibiotic prophylaxis as well as the infectious dis-
eases clinic contact information (Figures 2 and
3).47 One of the primary areas of concern is pre-
mature bioprosthetic tricuspid valve failure,
which is seen more commonly in younger
patients.*® Patients with mechanical valves are
followed closely by an anticoagulation clinic with
routine monitoring of their international normal-
ized ratio. The 2021 joint European Society of
Cardiology and European Association for Cardio-
Thoracic Surgery guidelines for the management
of valvular heart disease also provide a class Ila
recommendation for anticoagulation with warfa-
rin for 3 months after bioprosthetic TVR.4° Home
finger-stick testing Kkits may be covered by
patients’ insurance and allow for convenient
monitoring at home without venipuncture, which
may be difficult in PWUDs with damage to their
peripheral veins. Meta-analysis has also demon-
strated lower rates of stroke, thromboembolism,
major bleeding, and emergency department visits
with patient self-testing when compared to office
or laboratory-based monitoring.5°

Special considerations - PFO

Patients with TVIE and PFO pose a unique chal-
lenge to clinicians as paradoxical embolization
across a PFO in the setting of TVIE has been well
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described.5152 In patients presenting with only
tricuspid valve involvement on transthoracic
echocardiography and evidence of systemic
emboli, we have a high suspicion for potentially
undetected left-sided vegetations or PFO. We
advocate that these patients undergo transesoph-
ageal echocardiography (TEE) with agitated
saline bubble study to further evaluate for such
complications. If a PFO is identified and con-
comitant left-sided endocarditis has been
excluded by TEE, the optimal management of
patients with TVIE and systemic emboli remains
unclear. The goal of procedural intervention is
primarily to prevent future, potentially devastat-
ing, embolic complications. However, the risk of
recurrent emboli has been demonstrated to
decrease substantially after approximately 14 days
of appropriate antimicrobial therapy.>3 Tricuspid
valve surgery with PFO closure can be consid-
ered, particularly in patients who have hypoxia
from significant right-to-left shunting, which is
often exacerbated by severe TR. We have previ-
ously reported on two successful cases of TVIE
with PFO and systemic emboli that were initially
treated with transcatheter placement of a PFO
occlusion device followed by delayed valve
surgery after clinical stabilization.>%55 In both
instances, the devices were placed after blood cul-
ture clearance was achieved and there was no
intra-operative evidence of infection of the occlu-
sion material at the time of valve surgery. While
further studies are required to evaluate the effi-
cacy of this approach, providers could consider
the placement of an occlusion device as a salvage
intervention to prevent future systemic emboli in
patients with TVIE and PFO who are unable to
undergo valve surgery.

The University of Kentucky’s approach

The University of Kentucky Treatment pathway,
implemented in September 2021, advocates
almost exclusively for initial medical therapy
provided in the framework of a multidisciplinary
team, for all patients with isolated native
DU-TVIE. In an institutional review board-
approved companion study of the first 2.5years
utilizing this treatment algorithm, we report on
72 patients with isolated native TVIE with only
one reported in-hospital death (1.4%) and two
deaths at 90 days (2.8%), a mortality rate compa-
rable to or lower than rates seen in many studies
that include patients receiving surgical valve

replacement.>® Only one patient underwent sur-
gery during the index hospitalization and five
underwent PMA. A further 10 patients under-
went delayed TVR after outpatient follow-up.

Discussion

Despite the abundance of data supporting the use
of MDETs, there has been a very slow adoption of
this practice in North America. Much of this may
be due to the fee-for-service model of healthcare
in the United States. Currently, these inpatient
multidisciplinary team meetings are not reimburs-
able. While there is a CPT code (CPT 99367,
Under Medical Team Conference, Without
Direct (Face-to-Face) Contact With Patient and/
or Family) that can be entered for documentation
related to these discussions, the meetings are con-
sidered as ‘Status Indicator B’ by the Center for
Medicare and Medicaid Services and payment
for covered services are bundled into payment for
other services.5” Consequently, busy departments
may be reluctant to commit their providers’ time
to an endeavor that, although improving care, is
not directly revenue-generating. Endocarditis
mortality outcomes are also not currently a quality
metric that is measured by the Center for Medicare
and Medicaid Services. Tying these outcomes to a
quality measure that impacts reimbursement may
cause more hospitals to allocate resources toward
creating MDETSs. This could be done in tandem
with adjustments to the Society of Thoracic
Surgeons star rating system. To achieve a 3-star
status for their cardiac surgery program, hospitals
could be required to demonstrate that they pos-
sess an MDET that meets regularly.’® Without
linking endocarditis outcomes or MDET imple-
mentation to reimbursement or quality metrics in
a meaningful way, the slow adoption of endocar-
ditis teams will likely continue for the foreseeable
future.

Conclusion

DU-TVIE remains a challenging disease that is
complicated both by the patient’s medical condi-
tion and social determinants of health. Depending
on a provider’s geographic location, they may
encounter large numbers of patients with
DU-TVIE. While there has been new guidance in
recent years on how to approach this patient pop-
ulation, the position statement from the AHA on
the treatment of IE in PWIDs still highlights the
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role of valve surgery.® Given the existing data and
the challenges in effectively caring for this patient
population, we suggest that hospitals and provid-
ers consider adopting a multidisciplinary approach
to the treatment of DU-TVIE that emphasizes
maximum medical therapy and defers surgical
intervention until other impediments to effective
treatment are addressed.
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