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Detailed definitions

An episode was defined as a clinical situation in which a patient had MEFsB. Growth of additional species in the blood culture was an exclusion criterion. The exception was a single blood culture bottle with growth of coagulase negative staphylococci. In cases of multiple positive cultures from different days, these were all included in the episode. However, an episode was terminated after 7 days of effective treatment. Thus, a single patient could have multiple episodes of MEFsB.
IE was defined using the modified Dukes criteria (1). Thus, to fulfil the major criterion, two blood cultures with growth of E. faecalis was sufficient only if the episode was not nosocomial and if there was no known focus (1). A blood culture was regarded to be positive irrespective of whether one or two of the bottles in a pair showed growth. Diagnostic criteria for cardiac involvement with TTE and TEE were used as described (1). In cases where multiple TTE or TEE were performed, any of these indicating IE were regarded as a major criterion. No other modalities were used to establish the IE diagnosis.
Scoring of patients was performed using the information available to the clinician at the time of the receipt of the positive blood culture results analysed to the species. NOVA score parameters were defined as described by Bouza et al (2) with modifications of number of cultures as described by Dahl et al. (3). Origin of infection (O in NOVA, definition not detailed by Bouza et al (2)) was defined as a focal infection which was likely to be the point of entry for the bacteria. Thus, some types of focal infection such as IE, spondylodiscitis or septic arthritis were not regarded as origins of infection. A focal infection was defined by fulfilment of at least two of the following criteria a) typical signs or symptoms of infection, b) isolation of E. faecalis at the site of infection, and c) imaging results compatible with focal infection. Unknown origin of infection was defined by lack of identified origin of infection. V (Valve disease in NOVA) is here defined as a history of any of the predisposing heart conditions that constitute a high or moderate risk of developing IE, including 1. native valve disease, 2. previous IE, or 3. the presence of a valve prosthesis (4,5) and is in concordance with the minor criterion in Li et al (1). An intracardiac device was not regarded as valve disease. 
Auscultation of murmur (A in NOVA) included those with any murmur reported on admission or at scoring. Duration of symptoms was defined as the number of days before the first positive blood culture was taken with any symptom compatible with IE. These symptoms were mainly fever, but also progressive heart failure, progressive kidney dysfunction (as a result of glomerulonephritis), symptoms of major embolization, weight loss, fatigue, dyspnoea, generalized aches, and sweatings (3,6-9). Embolization (vascular or immunological phenomena in the Dukes criteria (1,10) was defined by signs on clinical examination or the findings using imaging techniques noted in the records on admission or to the time of scoring. Spondylodiscitis and septic arthritis were not regarded as signs of embolization. 
A previous EFsB was defined as a blood culture with growth of E. faecalis, within the previous 90 days preceding an episode. Site of acquisition was defined as previously described (11). Comorbidities were classified according to the Charlson index (12). 

Data collection
Data from each episode were collected from 90 days before its start until 360 days after it was completed. Thus, age, gender, previous EFsB, symptoms, signs, performed radiology and its results, culture results other than blood cultures, haematuria, duration of symptoms, 30 and 360 days mortality, days hospitalized, and cultures or clinical conditions indicating therapeutical failure during follow up was registered. Further, data on intravenous drug use, other predisposing heart conditions, fever, vascular or immunological phenomena, microbiological data fulfilling or not fulfilling the prerequisites for minor or major criteria, and weather TTE or TEE was performed and if diagnostic criteria for IE was met (1), were collected. 
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 653
patients with positive blood cultures for E. faecalis
362
patients included
Excluded:
36 children <18 years old
249 with polymicrobial bacteremia
6 with missing medical records
 
44 
IE-episodes
354
non-IE episodes
398
episodes




Supplementary material 3. Treatment, investigations and outcomes in the two cohorts
	
	Calibration cohort
	Validation cohort

	Treatment and outcome
	IE 
(n=44)
	Non-IE (n=353)
	IE
(n=26)
	Non-IE (n=242)

	Length of stay (days, median)
	34
	11
	37
	11

	TTE performed (%)
	39 (89)
	77 (22)
	22 (85)
	70 (29)

	TEE performed (%)
	36 (82)
	50 (14)
	25 (96)
	32 (13)

	TTE and/or TEE performed (%)
	42 (95)
	101 (29)
	26 (100)
	72 (30)

	30 days mortality (%)
	7 (16)
	50 (14)
	2 (8)
	32 (13)

	360 days mortality (%)
	18 (41)
	142 (40)
	8 (31)
	102 (42)
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Supplementary material 4. Characteristics of patients in the validation 
cohort with and without IE at time of scoring
	
	IE 
(n=26)
	Non-IE (n=242)

	General demographics
	
	

	  Age (years, median)
	69
	71

	  <55
	8 (31)
	35 (14)

	  55-64
	3 (12)
	39 (16)

	  65-74
	7 (27)
	67 (28)

	  75-84
	8 (31)
	70 (29)

	  >85
	0
	13 (13)

	  Sex (% women)
	7 (27)
	80 (33)

	Underlying conditions
	
	

	  Charlson score (median)
	2
	3

	  0-1
	13 (50)
	56 (23)

	  2-3
	7 (27)
	100 (41)

	  >4
	6 (23)
	86 (36)

	Predisposing heart condition1
	15 (58)
	37 (15)

	  Previous IE (%)
	8 (31)
	6 (3)

	  Native valve disease (%)
	9 (35)
	24 (10)

	  Valve prosthesis (%)
	9 (35)
	21 (9)

	Intracardiac device (%)
	3 (12)
	23 (10)

	Previous EFsB (%)
	10 (38)
	7 (3)

	Site of acquisition (%)
	
	

	  Community
	12 (46)
	37 (15)

	  Health care
	13 (50)
	110 (45)

	  Nosocomial
	1 (4)
	95 (39)

	Signs at presentation
	
	

	  Fever (%)
	22 (85)
	188 (78)

	  Murmur (%)
	15 (58)
	31 (13)

	  Embolization (%)
	3 (12)
	1 (0)

	Duration of symptoms ≥7 days
	19 (73)
	18 (7)

	Microbiology
	
	

	  ≥2 positive cultures (%)
	24 (92)
	131 (54)

	Origin of infection (%)
	
	

	  Urinary tract
	0 (0)
	103 (43)

	  Gastrointestinal and biliary
	0 (0)
	41 (17)

	  Other
	0 (0)
	25 (10)

	  Unknown
	26 (100)
	73 (30)


1 Consisting of any of previous IE, native valve disease, or valve prosthesis and is Valve disease (V) in NOVA (2) and DENOVA
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