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Table 1. Pelletier and petersdorf criteria

Definite
Histologic evidence of infected endocardial vegetat-
ions from examination of tissue obtained from ca-
rdiac surgery, embolectomy, or autopsy
Probable
Either uniformly positive blood cultures with known un-
derlying valvular heart disease and evidnece of em-
boli to the skin or viscera or negative blood cultures
in individuals with fever(=380 ), new regurgitant
valvular heart murmurs, and embolic phenomena
Possible
Either uniformly positive blood cultures with known un-
derlying heart disease or embolic phenomenal or
negative blood cultures with fever, known underly-
ing valvular heart disease, and embolic episodes

Table 2. Beth israel criteria for diagnosis of infective en-
docarditis

Definite
Direct evidence of infective endocarditis based on
histology from surgery or autopsy or on bacteriology
(Gram stain or culture) of valvular vegetation or
peripheral embolus
Probable
Persistently positive blood cultures plus one of the fol-
lowing
» New regurgitant murmur or
« Predisposing heart disease and vascular phenomena
Negative or intermittently positive blood cultures plus
three of the following
« Fever
« New regurgitant murmur and
» Vascular phenomena
Possible
Persistently positive blood cultures plus one of the
following
» Predisposing heart disease or
« Vascular phenomena
Negative or intermittently positive blood cultures with
all three of the following
* Fever
» Predisposing heart disease and
« Vascular phenomena
For viridans streptococcal cases only

« At least two positive blood cultures without an ex-
fracardiac source and fever
Rejected
Endocarditis unlikely, alternative diagnosis generally
apparent
Endocarditis likely, empiric antibiotic therapy warranted

Culture-negative endocarditis diagnosed clinically but
excluded by postmortem
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Table 3. Proposed new criteria (duke criteria) for diagno-
sis of infective endocarditis

Definite infective endocarditis

Pathologic criteria
« Microorganismsd demonstrated by culture or his-
fology in a vegetation, in a vegetation that has
embolized, or in an intracardiac abscess, or
« Pathologic lesionsO vegetation or infracardiac ab-
scess present, confirmed by
histology showing active endocarditis
Clinical criteria

« 2 maijor criteria or
« 1 major and 3 minor criteria or
« 5 minor criteria
Possible infective endocarditis
Findings consistent with infective endocarditis that
fall short of definite, but not rejected
Rejected
Firm alternate diagnosis explaining evidence of infe-
ctive endocarditis or Resolution of endocarditis
syndorme, with antibiotic therap for 4 days or less,
or No pathologic evidnece of infective endocar-
ditis at surgery or autopsy, after antibiotic therapy
for 4 days or less
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Table 4. Definitions of terminology used in the proposed
new duke criteria

Major Criteria
Positive blood culture for infective endocarditis
Typical microorganism for infective endocarditis
from 2 separate blood cultures
Viridans steptococci, S. bovis, HACEK group, or
Community-acquired S. aureus or enterococci,
in the absence of a primary focus, or
Persistently positive blood culture, defined as
recovery of a microorganism consistent with
infective endocarditis from
Blood cultures drawn more than 12h apart, or
All of 3, or majority of 4 or more separate blood
cultures, with first and last drawn at least Th
apart
Evidnece of endocardial involvement

Postive echocardiogram for infective endocarditis
» Oscillating intracardiac mass, on valve or su-
pporting structures, or in the path of regurgitant
jets, or on implanted material, in the absence
or an alterantive anatomic explanation, or
« Abscess, or

« New partial dehiscence of prosthetic valve, or
New valvular regurgitation(increase or change
in preexisting murmur not sufficient)

Minor Criteria

Predispositiond predisposing heart condition or infra-
venous drug use

Fever = 38.00 (100.4°F)

Vascular phenomenal major arterial emboli, septic
pulmonary infarcts, mycotic aneurysm, intracra-
nial hemorrhage, conjunctival hemorrhages, ja-
neways lesions

Immunologic phenomenal glomerulonephtritis, Oslers
nodes, Roths spots, rheumatoid factor

EchocardiogramO consistent with infective endoca-
rditis but not meeting major criterion above

Microbiologic evidencel positive blood culfure but
not meeting major criteron above, or serologic
evidence or active infection with organism con-
sistent with infective endocarditis(e.g., Q fever
serologies)
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Table 5. Reported sensitivity and specificity of TEE for native
valve endocarditis

TEE TEE

Sensitivity/ Sensitivity/
Specificity Specificity

Shively (1991)24 n= 66 44 /98 94/100
Pedersen (1991)25  n=24 50/—- 100/ -
Birmingham (1992)% n= 61 Aortic 25/ — 88/ —
Mitral 50/ — 100/ —
Sochowski (1993)7  n=105 -/= 91/ —
Shapiro (1994)% n= 64 60/ 91 87 /91
Total n=256 46/95 93/96
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