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Letter to the Editor

New guidelines from the American Heart Association on
prevention of infective endocarditis: a shift in paradigms,
albeit raising new questions relative to those with congenitally
malformed hearts

Dear Editor,
I read with great interest your comments1 regarding
the recent guidelines provided by the American Heart
Association for the prevention of infective endocardi-
tis.2 In this statement, experts representing the
American Heart Association extensively analysed the
literature on procedure-related bacteraemia and in-
fective endocarditis, results of prophylactic studies in
animals, and retrospective and prospective studies of
the prevention of infective endocarditis. The commit-
tee stated that the risk of bacteraemia from routine
daily activities is much higher than that resulting
from a dental procedure. They pointed out that the
absolute risk of infective endocarditis from a dental
procedure is exceedingly rare, so the number of cases
that could be prevented by antibiotic prophylaxis is
similarly small. They also concluded that prophylaxis
against infective endocarditis for dental procedures is
reasonable only for patients with cardiac conditions
associated with known higher risks. The committee,
however, reported only data relative to antibiotic
prophylaxis, and did not consider data relative to
prophylaxis in the setting of percutaneous closure of
defects in patients with congenitally malformed
hearts. In particular, they did not consider that closure
of a persistently patent arterial duct may provide an
alternative means of preventing bacterial endoarter-
itis.3,4 Such percutaneous closure has proven to be safe
and effective.5,6 Transcatheter occlusion also has a
significant advantage over antibiotic prophylaxis, since
it could nullify over a lifetime the risk produced by

bacteraemia due not only to dental procedures but also
from routine daily activities. If antibiotic prophy-
laxis is not indicated in such patients, would
prophylaxis produced by percutaneous closure be
worthwhile? Or, if antibiotic prophylaxis is not
indicated in patients with a persistently patent
arterial duct, would percutaneous closure itself be
contra-indicated? I am anxious to learn the opinion
of the Editor-in-Chief regarding this issue?

Gianfranco Butera
Pediatric Cardiology and GUCH Unit

Policlinico San Donato IRCCS
Italy
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