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Dear Editor 

 

The study by Vahasarja et al. concluded that “the current Swedish recommendation not to 

administer antibiotic prophylaxis (AP) for the prevention of infective endocarditis (IE) in 

dentistry has not led to an increased incidence of VGS-IE among high-risk individuals.” and 

“AP in dentistry for the prevention of IE may be discontinued”.[1]  However, we do not 

believe their data support these conclusions. Although they provide data showing no IE-

incidence increase following the October 2012 Swedish recommendation to stop AP, their 

AP-prescribing data are lacking. They refer to the Swedres-Svarm reports, which show 

amoxicillin prescribing fell 37%  from 3.01 to 1.90 prescriptions/1000 inhabitants/year 

between 2012-2017. However, the Swedres-Svarm reports make no distinction between 

therapeutic- and AP-related amoxicillin prescribing, and dentists more frequently prescribe 

amoxicillin to treat dentoalveolar and other orofacial infections than for AP purposes. 

Moreover, the Swedres-Svarm data show that dental prescribing of all antibiotics fell in this 

time period (Figure 1), particularly penicillin-V, probably due to antimicrobial stewardship 

efforts.[2] Furthermore, even if all amoxicillin prescriptions were for AP, because data were 

not linked to individual patients and procedures, it is impossible to know if residual 

amoxicillin prescribing was targeted at high-IE risk individuals for AP purposes. If this were 

the case, then the lack of IE-incidence increase could indicate AP effectiveness rather than 

ineffectiveness. 

 

Even if the prescribing data accurately reflected AP use, the lack of effect of AP reduction on 

IE-incidence could easily be explained by a lack of power to detect an effect. A similar UK 

study following the 2008 NICE cessation of AP recommendation[3] included a 56 million 

population with a 78.6% fall in AP-prescribing with no effect on IE incidence.[4] The study 



was criticised for being underpowered, having insufficient follow-up and the possibility that 

residual AP-prescribing was targeted at those at highest IE-risk, hiding any effect of AP 

reduction. The study was repeated with a further three years data (by which time AP-

prescribing had fallen 88%). This transformed a study underpowered to detect a significant 

change into one that detected a significant increase in IE incidence (0.11 cases per 10 million 

people/month above the previous trend, 95% CI 0.05-0.16, p<0.001), amounting to an extra 

35 IE-cases per month.[5] If a study of 56 million with a 78.6% fall in AP-prescribing was 

underpowered, one wonders if a study of 10 million with an uncertain 37% fall in AP-

prescribing would have sufficient power to detect a clinically significant effect. We believe 

studies concluding no effect should be accompanied by a power calculation to demonstrate 

they can detect a clinically significant effect, should it exist. 

 

Of note, a recent case-crossover and cohort study demonstrated a significant association 

between invasive dental procedures and IE in those at high IE-risk and AP effectiveness in 

reducing IE-incidence following such procedures.[6] 

 

In conclusion, the lack of data specifically quantifying AP use and the potential lack of 

sufficient power, makes it impossible for the authors to draw the conclusions that they did. 

The conclusions could therefore be misleading to patients, clinicians, and guidelines 

committees.  

 

  



Figure 1. 
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Swedres-Svarm Annual Data on Dental Antibiotic 

Prescribing in Sweden

Penicillin V (J01CE02) Amoxicillin (J01CA04) Clindamycin (J01FF01)

Metronidazol (P01AB01) Other (in the group J01) Erythromycin (J01FA01)
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