
block (12) and systemic emboli including stroke. Forty-four
(75%) patients underwent surgery, 28 had AVR and 14 ARR.
The 30-day surgical mortality rate was 10 (23%) and associ-
ated with infection with S. aureus (p=0.006) and higher Euro-
score II (p=0.03). No other operative factors were associated
with survival including the timing of surgery and whether
AVR or ARR was undertaken. During long-term follow up
there were 9 episodes of re-infection which did not differ

between AVR and ARR. The all-cause mortality in operated
patients was 34%, 41% and 66% at 1, 5 and 10 years,
respectively and the cause of death was due to IE and its
complications in 91%.
Discussion Abscess formation in IE is associated with high
early and late mortality, 25% of patients were not fit for sur-
gery due to prohibitively high preoperative risk. The findings
presented here support an individualised approach to surgical
technique depending on the results of preoperative imaging
and operative findings. A third of patients required complex
aortic root surgery, usually in the context of PV-IE. Surgical
centres should have the skills and materials to undertake ARR
in this high-risk setting.
Conflict of Interest None
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Introduction The European Society of Cardiology (ESC) 2017
guidelines on valvular heart disease recommend 30-days and
1-year echocardiography along with one year and then life-
long annual follow up with cardiologist post heart valve sur-
gery to detect early deterioration in prosthetic function or
ventricular function or progressive disease of another heart
valve.

Aim:
The aim of this study was to assess if the ESC guidelines

were being adhered to after the heart valve surgery and if
there was a difference in the outcomes of patients being fol-
lowed up as per above guidelines compared to those who
were not.
Methods Data was collected retrospectively from tertiary cen-
ters in Greater Glasgow and Clyde health board region in
Scotland from 2016 to 2018. Two independent clinicians
checked electronic records for individual patients. Telephone
calls were made to contact patients to confirm follow up
arrangements if electronic records were unclear.

Abstract 7 Figure 1 Death, major and minor complications recorded in the group with follow up and the group with no follow up at 1 year

Abstract 6 Table 1 Caption: 30-day mortality following surgery
was associated with infection due to S. aureus and higher Euroscore
II.

Variable All(n=44) Alive

(n=34)

Dead

(n=10)

P-

value

Age (years) 52.4 ± 15.3 51.8 ± 15.3 54.3 ± 16.3 0.66

Male sex [n (%)] 33 (75) 26 (76) 7 (70) 0.68

PWID [n (%)] 9 (20) 6 (18) 3 (30) 0.40

PV-IE [n (%)] 18 (41) 14 (41) 4 (40) 0.95

S. aureus [n (%)] 6 (14) 2 (6) 4 (40) 0.006

Multiple valves affected [n (%)] 9 (20) 6 (18) 3 (30) 0.40

Multiple sinuses [n (%)] 28 (64) 22 (65) 6 (60) 0.79

BCAV [n (%)] 8 (18) 7 (21) 1 (10) 0.45

Euroscore II 11.1 ± 9.1 9.4± 7.3 16.6 ± 12.5 0.03

Complex operation [n (%)] 18 (41) 14 (41) 4 (40) 0.95

Interval from start of episode (days) 22.3 ± 17.2 24.9 ± 19.8 17.4 ± 13.2 0.27

Interval from diagnostic imaging

(days)

13.8 ± 15.5 14.8 ± 16.7 10.1 ± 9.6 0.42

LVEF (%) 48.6 ± 10.5 46.0 ± 8.8 49.7 ± 11.1 0.34

ARR [n (%)] 13 (30) 11 (32) 2 (20) 0.49

CABG [n (%)] 8 (18) 6 (18) 2 (20) 0.87

CC time (mins) 132.9 ± 85.8 137.1 ±

93.4

119.0 ±

53.9

0.57

CPB time (mins) 206.8 ±

143.9

213 ±

158.6

182.7 ±

76.5

0.55

Time on ICU [n (%)] 6.9 ± 5.8 6.5 ± 5.6 9.3 ± 6.5 0.20

Continuous variables expressed as mean ± standard deviation, categorical variables as
number and percentages in parentheses.
PWID, person who injects drugs; PV-IE, prosthetic valve infective endocarditis; BCAV, bicus-
pid aortic valve; LVEF, left ventricular ejection fraction; ARR, aortic root replacement;
CABG, coronary artery bypass graft; CC, cross-clamp; CPB, cardiopulmonary bypass; ICU,
intensive care unit.
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Results 695 patients were included in the study. 58% were
male (mean age 65.5 years - SEM 0.5) and 42% female
(mean age 68 years - SEM 0.8). Of the total valves operated:
70% were aortic (44.9% of total were bioprosthetic AVR,
25.1% were metallic AVR), 22% mitral (12.3% of total were
mitral valve repair, 9.7% were metallic MVR), 5% tricuspid
and 3% pulmonary.

At 30 days post-surgery, 24% of the patients had trans-
thoracic echocardiogram done. At one year post-surgery,
66.6% had a follow up echocardiogram and 53% were clini-
cally reviewed by a cardiologist.

Death, major and minor complications as defined by the
European Association of Cardiothoracic Surgeons were
recorded at 1 year. Major complications recorded were throm-
boembolic disease, infective endocarditis and out of hospital
cardiac arrests who survived. Minor complications recorded
were sternal wound complications, suppurative complications,
need for permanent pacemaker and new decompensated heart
failure.

7% deaths (p=0.0004), 10.6% major complications
(p=0.199) and 12.5% minor complications (p=0.160) were
recorded in the group with no follow up, compared to 1.6%,
7.8% and 16.2% respectively in the group that was followed
up (figure 1).
Conclusion The mortality and morbidity rates are higher
among patients not followed up regularly after heart valve
surgery. The death rate is significantly higher in the group
with no follow up while major and minor complications were
statistically not significant between the two groups.
Conflict of Interest None
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Introduction Evaluation of severity of aortic stenosis (AS) can
be challenging due to discrepant Doppler and 2D data. Recent
studies suggest that ejection dynamics, Acceleration Time (AT)
and ratio of AT to Ejection Time (AT/ET), are useful meas-
ures in determining disease severity. However ejection dynam-
ics have not been tested in patents with bicuspid aortic
stenosis, where traditional Doppler indices have been shown
to differ compared with patients with trileaflet (degenerative)
aortic stenosis and where 2D valve planimetry has been
shown to overestimate valve area. This study evaluates AT and
AT/ET as grading parameters and examines their clinical
validity.
Methods Echocardiograms from 200 patients (age 66±11yrs,
40% women) with moderate or severe AS were retrospectively
identified and evaluated. 100 patients with moderate (n=50)
or severe (n=50) bicuspid AS were matched for age, sex and
stenosis grade with 100 patients with moderate (n=50) or
severe (n=50) trileaflet AS. Ejection time (ET) was measured
from the aortic valve CW Doppler as the time from onset to
end of systolic flow. Acceleration time (AT) was defined as
the time interval between the beginning of systolic flow and
its peak velocity calculated from the aortic valve CW trace
(figure 1).

Results Baseline and echocardiographic characteristics of the
study population can be seen in tables 1 and 2.

In bicuspid AS, there was a significant difference between
moderate and severe AS in ET (moderate 0.304 ± 0.029 vs
severe 0.318 ± 0.031, p= 0.015), AT (moderate 0.099 ±
0.027 vs severe 0.126 ± 0.016, p=0.00) and AT/ET (moder-
ate bicuspid 0.316 ± 0.026 vs severe bicuspid 0.396 ±
0.026, p=0.00).

In trileaflet, differences in ET were not statistically signifi-
cant (moderate 0.316 ± 0.029 vs severe 0.311 ± 0.023,
p=0.334) but AT (moderate 0.096 ± 0.015 vs severe 0.117

Abstract 8 Figure 1

Abstract 8 Table 1

Parameters Moderate (n=100) Severe (n=100) P Value

AVA, cm2 Bicuspid 1.22 ± 0.17 0.66 ± 0.19 0.001

Tricuspid 1.12 ± 0.11 0.69 ± 0.17 0.001

P Value 0.001 0.317

AVAi, cm2/m2 Bicuspid 0.636 ± 0.105 0.346 ± 0.094 0.001

Tricuspid 0.575 ± 0.065 0.365 ± 0.080 0.001

P Value 0.003 0.481

AV MPG, mmHg Bicuspid 28.40 ± 3.44 56.95 ± 15.08 0.001

Tricuspid 28.60 ± 3.47 52.70 ± 12.92 0.001

P Value 0.655 0.140

Abstract 8 Table 2

Parameters Moderate (n=100) Severe (n=100) P Value

Female Bicuspid 18 (36%) 22 (44%) 0.419

Tricuspid 18 (36%) 22 (44%) 0.419

P Value 1 1

Mean Age (years) Bicuspid 59 ± 13 62 ± 10 0.223

Tricuspid 71 ± 6 71 ± 7 0.864

P Value 0.001 0.001

Systolic BP (mmHg) Bicuspid 143 ± 21 135 ± 13 0.075

Tricuspid 147 ± 21 142 ± 10 0.566

P Value 0.360 0.208

Heart Rate (bpm) Bicuspid 73 ± 14 72 ± 16 0.813

Tricuspid 69 ± 12 72 ± 15 0.276

P Value 0.173 0.964

Abstracts

Heart 2020;106(Suppl 2):A1–A118 A7

 on M
ay 22, 2023 by guest. P

rotected by copyright.
http://heart.bm

j.com
/

H
eart: first published as 10.1136/heartjnl-2020-B

C
S

.7 on 17 July 2020. D
ow

nloaded from
 

http://heart.bmj.com/

