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Practice Type N % RESULTS
INTRODUCTION University Hospital 114 65.9
. o Non-U Hospital 31 17.9 Primary Lesion Current status (surgical repair, residual lesions, valve % Providers Yes to AP
The 2007 American Heart Association Private 21 12.1 There were 215 responses (54%
(AHA) guidelines significantly reduced I‘\’At_?fr 2 (3)2 response) and after exclusion n=173.
e e : : . ilitary . : _
antibiotic prophylaxis (AP) for infective Status of Training Coarc s/p repair AP rates for the 35 PCCs are shown In
endocarditis (IE) to fewer patients with Completed 161 93.1 table 3 and for procedures in table 2.
: : : i Fellow 12 6.9 : : : :
predisposing cardiac conditions (PCC) Mikd PR, mild PS — 40 Rates for PCCs with clear indication
at highest risk of poor outcomes. We Peds Cardiology 165 95.4 | |7oF Monocusp  [Mild PR, moderate PS ____ 30.6 for AP ranged 70.5-89.8%. For PCCs
o Adult Congenital 5 2.9 Severe PR, mild PS N 30.2 - ST
sought to study the eurrent presqublng eds OV 1C0 5 . S p— — = where AP is clearly noot iIndicated, AP
practices  of pediatric ~ cardiology  [peds CTsurgery 1| o [Noleftvalve regurg/etenese Il onnae|  rates ranged 1.7-29.5%. PCCs where
providers and their satisfaction with GRS A DN AV canal left AV SIS S HIRE I S ___ 29.5 interpretation of the guidelines may
. , US 163 94.2 sutured - left AV Severe left AV valve regurg e 38.4 0
AHA 9U|del|nes- Other 10 5.8 dysfunction Mild to moderate left AV valve stenosis e 27.2 play d r0|e! AP rates WEre 99_398A)
Years of Experience Severe left AV valve stenosis I 34.7 In a post-hoc comparison of providers

12 or more 85 49.1 .
METHODS Less than 12 31 46.8 ::It::::l-lfi‘;thlt\xv Mild right AV valve regurg : WhO Completed tralnlng befo_re 2007
No response 7 4.0 dysfunction Moderate right AV valve regurg and thOse after, there Was a S|gn|f|Cant
: : Table 1: Demographics of respondents, all respondents who Severe right AV valve regurg L dlffe rence in 1 6 Scenarlos in a” Of

Emall SuU rvey Of AmerlCan Academy Of completed the full survey and endorsed using the AHA _ 1 roour
| o | which the providers with more
experience endorsed AP more often.

Other factors found to be significant

2007 guidelines in the practice. Of note, all respondents

Pediatrics (AAP) section on were physicians (MD, DO, with or without PhD) -
Cardiology and Cardiac Surgery
(SOCCS). Clinical cases including 6

. . Provi h | . .
different PCC lesions were presented  |Procedure p:z::::rzl‘)"’(;)w°“d Ebstein were left AV dysfunction in AV canal
and providers responded if they would =i — repairs, bicuspid valves in a coarc
provide AP or not. Clinical scenarios adenoidectomy o repair, stenosis of that.BAV Wlth_ln a
were divided into three groups (red) PDA S |  coarc, and surgical repair of Ebstain or
Clearly not indicated for AP, (green) Amplatzer© closure, tiny residual shunt . PDA PFOYlderS Wer.e .genera.”y
clearly meets criteria for AP, (yellow) e e ecy AL i Moty vae senets I satisfied with the guidelines with

’ Mild Melody valve regurg, moderate Melody valve stenosis 0 . . . .
: : lody© e -
AP COUId be |nd|Cated or nOt v R—ose Severe Melody valve regurg, mild Melody valve stenosis : 884A) Saylng they flt thelr praCt|Ce
depending on interpretatign Of Severe Melody valve regurg, moderate Melody valve stenosis | needS We” or Very We”

guidelines by the provider. A

Table 3: The 35 clinical scenarios, rates of AP by providers. A red background indicates that the AHA clearly would not

Comparlson Of AP rates by those Who Table. 2: R_ates of providers yvho Woulq provide AP to a ;ee?lgr\?vr?oernv?/hés ;\OFE ;[2 ir?o(txz:Tedei\triI(;/ni’ngirc?aetr;db!aazlt(%rc?uulgdbgocr:ctzgiileerce%nicrl:g?cr:etg ?jteg]eengilr;lg\ S)CrLe:rrI)};ov\\:i%l:eISsiri]r?tigfr;[?_eg?oin;
completed training before and after Corgical  repair with resdual oyanodss and shui  enumeraiad and e black bar epresents this pereoniage demansuatvely. oS e ele) MU (o) V[
2007 was pe rfOrmed ] PrOV|derS were :zge;%c;ggi d(;tcrlgin;]o:rzaﬂfe% ?;Ofﬁ:ﬁle_li ;8%2“?12?22 Coarc s/p repair (Coarctation of the aorta with repair in infancy), P_S (pulmc_)nar:y valve stenosis), .PR (pulmonary valve

. . being reasonable for which to provide AP. The other regurgltatlop), ToF Mo.nocusp (Tetralogy of Fallot status post-surg_lca_l repair W|th.Monoc,jusp repair of pulmonery valve, RateS Of AP iven b rOViderS St|”
aISO aSked |f they WOUId preSCHbe AP procedures have no data or guidelines to support AP. A red Wlthqut res@ual ventricular septal defect (VS[?)), regurg (regurgitation) AV (Atnov_entncular) canal defect with patch g y p

] hack d indicates that the AHA d not g repair of atrial septal defect (ASD) and VSD with no residual shunt and suture repair of cleft of the left AV valve, MVP . - .

fOr nOn—dentaI prOcedureS PrOV|derS A?,C f?)?oftjhnis ISrongdeuSre an egreen \t,)vggkgrgzn;e?‘g:nﬁirs]e (Unrepaired mitral valve prolapse), Ebstein (Acyanotic Ebstein anomaly), PDA (Patent ductus arteriosus) ve ry S|gn|f| Cantly 1 2 yea 'S Since the
were aSked thelr Sat|SfaCt|On Ievel Wlth procedures that the AHA clearly would indicate AP. mOSt recent gUIde|IneS Level Of
current guidelines in addressing the experience may play a role in the
AP needs for their practice. Data AcknowledaciE variations but is not the sole factor.
analyzed was Ilimited to those who - Level of residual valvular abnormality

completed the full survey and those American Academy of Pediatrics, American Academy of Pediatrics Section on Cardiology has an apparent positive trend with
following 2007 AHA guidelines. and Cardiothoracic Surgery, Michael Lasarev, Ben Plunkett Increasing AP rates.



