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1.29–1.44; P-value <0.0001). A propensity score matched analysis showed sim-
ilar results with an IRR of 1.35 (95% CI 1.27–1.44; P-value <0.0001). Analysis
of associated MI risk of for individuals receiving histamine H2 receptor antago-
nists (H2RA) demonstrated an IRR of 1.22 (95% CI 1.01–1.48; P-value 0.04).
We observed a positive dose-response relationship between PPI use and risk of
MI, which was especially pronounced for pantoprazole. This dose-response rela-
tionship was not found for H2RA. Furthermore, the risk of MI was persistent for
long-term users, but with the strongest association in the early periods of treat-
ment.

Dose-response relationship

Conclusion: In a cohort of patients undergoing gastroscopy, there was an asso-
ciation between use of PPI and increased risk of MI and a positive dose-response
relationship between PPI dose and MI risk. This risk was persistent for long-term
users. Further research is warranted considering the high and increasing use of
PPIs in the general population.
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Long-term outcome of mitral valve repair versus replacement in a
large series of patients with infective endocarditis

E. Ruttmann-Ulmer, M. Dietl, J. Kilo, M. Grimm, L.C. Mueller, H. Ulmer. Innsbruck
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Background: Infective endocarditis (IE) of the mitral valve remains a severe car-
diac condition associated with high morbidity and mortality. Surgical management
of IE includes reconstruction of cardiac morphology and total removal of infected
tissues.
Purpose: Studies that investigate the surgical management of the mitral valve in
IE are sparse. The ESC guidelines for IE do not clearly favour either mitral valve
repair or replacement. Aim of our study was to compare long-term results of mitral
repair versus replacement in a large series of IE patients.
Methods: A consecutive series of 453 patients with IE is presented. Of these, 200
patients demonstrated with native, primary mitral valve endocarditis and were in-
cluded into the study. Seventy-seven patients (38.5%) received mitral valve repair
(REPAIR) according to the technique of Carpentier, the remaining 123 patients
(61.5%) received mitral valve replacement (REPLACE). The two study groups
were compared regarding demographic differences, extension of mitral valve de-
struction and concomitant comorbid factors. Long-term outcome was defined as
(1) cardiac death and (2) as a combined endpoint including valvular reopera-
tion, recurrent endocarditis, and cardiac death. Endpoints were evaluated using
Kaplan-Meier survival analysis together with log-rank testing and multivariate Cox
proportional hazards regression analysis. The study was approved by the local
IRB.
Results: Mean age of patients in the REPAIR group was 51.9±9.3 years versus
53.8±10.5 years in the REPLACE group (p=0.68). Patients were similar regarding
other demographic differences and co-morbidities prior to surgery with the excep-
tion that patients in the REPAIR group suffered from a significantly higher rate of
previous septic embolism (55.8% vs. 37.4%; p=0.01), clinically manifest embolic
stroke (45.5% vs. 34.1%; p=0.03) and a significantly higher rate of multiple site
embolism (31.2% vs. 25.2%; p=0.03).
Despite the higher rate of preoperative neurological complications, univariate Ka-
plan Meier analysis showed a significantly increased overall survival in the RE-
PAIR group compared to the REPLACE group (p=0.004). Furthermore, there was
a significantly increased event-free survival with freedom from valvular reopera-
tions and recurrent endocarditis events in the REPAIR group (p<0.001).
In the multivariate Cox regression analysis, long-term outcome regarding overall
survival (Hazard Ratio: 0.5; 95% Confidence Interval: 0.28–0.86; p=0.01) and
event-free survival (Hazard Ratio: 0.38; 95% Confidence Interval: 0.23–0.64;
p<0.001) remained significantly better in the REPAIR group, after adjusting for
clinically relevant confounding factors.

Conclusions: Data from a surgical center specialised on mitral valve repair pro-
cedures provide strong evidence in favour of mitral valve repair in native IE.
Even when preoperative neurological complications are present mitral valve re-
pair should be the surgical treatment of choice.
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Comparison of contemporary risk scores for predicting mortality and
morbidity after mitral valve surgery
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Background: Risk stratification for mitral valve repair or replacement (MVR) is im-
portant in the decision-making for treating several mitral valve disease and also
with the introduction of percutaneous mitral valve interventions but is rarely stud-
ied.
Objectives: We compared the prognostic utility of EuroSCORE, EuroSCORE II
and Society of Thoracic Surgeon’s (STS) Score for MVR.
Methods: The three scores were retrospectively calculated for consecutive pa-
tients undergoing isolated MVR at Auckland City Hospital during 2005–2012 and
their discrimination and calibration for mortality and morbidities assessed.
Results: There were 408 patients (mitral valve repair 48.1% and replacement
51.9%) followed-up for 6.0±2.6 years and operative mortality was 2.5%. Mean
EuroSCORE, EuroSCORE II and STS Score were 7.6%, 3.4% and 3.5%. C-
statistics were 0.844, 0.817 and 0.850 for operative mortality and 0.818, 0.807
and 0.875 for 1-year mortality respectively. Hosmer-Lemeshow test P-values were
0.076, 0.541 and 0.306, and Brier scores 0.0246, 0.0035 and 0.0075 respectively
for operative mortality. EuroSCORE was the best at predicting return to theatre
(c=0.673), EuroSCORE II at stroke (c=0.669) and deep sternal wound infection
(c=0.801), and STS at renal failure (c=0.828), ventilation>24 hours (c=0.789) and
composite morbidity (c=0.732). The individual STS complication models for MVR
had a higher c-statistic only for stroke (c=0.737).
Conclusions: All scores discriminated mortality and most morbidities after MVR
although EuroSCORE over-estimated operative mortality. The STS score had the
best discrimination for mortality and most complications, and should be the risk
model of choice in assessing patients for MVR.
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Performance of existing clinical prediction models for predicting
mortality after transcatheter aortic valve implantation
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Background: Transcatheter Aortic Valve Implantation (TAVI) is the recommended
treatment option for aortic stenosis in high surgical risk patients. Clinical predic-
tion models (CPMs) help guide both treatment allocation and the consent process
by quantifying the magnitude of risks at an individual patient level. TAVI specific
CPMs, derived on national cohorts of TAVI patients, are emerging in the literature.
However, the performance of such models in national cohorts distinct from those
in which they have been derived is unknown. Moreover, it is unclear if simple
updates to existing CPMs are sufficient to enable risk prediction in populations
outside the development cohorts, should the predictive ability be poor.
Purpose: We aimed to examine the performance of the Logistic EuroSCORE
(LES), EuroSCORE II, Society of Thoracic Surgeons (STS) Score, German Aortic
Valve Score, FRANCE-2 TAVI and OBSERVANT-TAVI risk models in the UK TAVI
registry. In addition, we aimed to investigate the effect on predictive performance
of updating and adapting these CPMs.
Methods: The risk of 30-day mortality given by each CPM was retrospectively
calculated, based on the published regression coefficients, for all 3980 patients
in the UK TAVI registry from 2007 to 2012. The predictive performance of each
CPM was investigated through calibration and discrimination. Calibration is the
agreement between the expected and observed event rates, while discrimination
is the ability of the CPM to distinguish between those who will experience an
event and those who will not. Model-updating methods were applied to models
that were miscalibrated or had an AUC of less than 0.70.
Results: The observed 30-day mortality rate was 6.23%. All of the CPMs were
miscalibrated in predicting 30-day mortality; the LES over predicted by a factor
of three, while the STS underestimated risk. Discrimination was also poor, with
AUC values of 0.58, 0.57, 0.62, 0.60, 0.62 and 0.57 for the LES, EuroSCORE
II, STS, German Aortic Valve, FRANCE-2 and OBSERVANT CPMs, respectively.
Model-updating techniques marginally improved discrimination, with a minimum
and maximum post-update AUC of 0.67 and 0.71 from the OBSERVANT and
FRANCE-2 models, respectively.
Conclusions: The performance of CPMs currently used in TAVI risk prediction
was low when applied in a cohort of TAVI patient independent to those they were
developed on, while model-updating techniques marginally improved predictive
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