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ASD closure
!

• ..... A big deal	


• 25% of interventions by volume	


• Over your career you will probably have 
more difficulties and complications relating 
to ASD closure than any other single 
procedure you carry out......



The basics: 
Patient selection

• Right heart dilation on TTE as a surrogate 
for a significant shunt 	


• Reject only those cases with unequivocally 
normal right hearts	


• Physiology and complications progressive	


• ASD’s would fulfill ALL the criteria for a 
screening program



TTE: Children

• Defect size	


• For me in the under 8’s maximum 1.25mm kg a 
good rule	


• Margins (5mm)	


• Pulmonary veins	


• Associated defects



Pay particular attention 
to sub-costal views

Inferior ASD



Selection: Adults

• Much less certainty with regard to the “fine 
detail” on TTE	


• Overall feel for defect size and margins	


• Associated problems important	


• Pulmonary hypertension	


• Particular attention to LV dysfunction

Additional TOE/MRI if absolutely necessary



The basics: Before 

• Deal with these 
patients and families 
properly before the 
procedure

www.yorkshirecongenitalhearts.nhs.uk

http://www.yorkshirecongenitalhearts.nhs.uk


1.) The basics: Clinic

• See patients and families before in a calm 
environment	


• Ideally an additional staff member present during 
discussions	


• Record what is said-detail risks	


• Including long term erosion	


• Consent	


• NEVER CATHETERISE A PATIENT YOU HAVE NOT 
MET PERSONALLY



Basic procedure: 
preparation 

• Single femoral venous access only	


• Ultrasound	


• 100 iu/kg heparin after access secured 	


• No ACT unless very prolonged procedure	


• 5F MPA	


• Pre-determined diagnostic data 	


• Superstiff wire to left upper or middle lobe PV



2.) Understand the 
anatomy

Imaging and 
imagers are all 

important





Systematic TOE

• Margins 	


• Recheck Pulmonary vein’s	


• Mitral valve	


• Eustachian valve/ridge	


• Length of the septum	


• Size of the LA

• Multiple defects



3D TOE

!



Sizing

• With consistent and systematic echo there is 
(virtually) no need for balloon sizing of ASD’s	


• My last 150 cases without a balloon	


• 2 perpendicular measurements on TOE	


• Sense check with 3D TOE	


• Implant a device AT THAT SIZE



Why not balloon size?

• In our experience leads to the implantation 
of at least a 10-20% larger device	


• Inaccurate at >30mm	


• In general ultrasound is the most 
accurate tool for measurement	


• Balloon=Pressure on the septum



Avoiding oversizing

Embolisation vs erosion?

Thanks to 	

Paul Clift	


Birmingham



Stop flow



Devices



3.) Know your 
equipment

• These devices stay in patients for life	


• Ultimately we choose what we implant	


• Plenty of evidence that all devices are NOT 
equal	


• Have a reason for using particular devices



Text



Innovation
Sticking to 	


what is known



X

XX



Familiarity with a few 
devices...

• My practice: About 70 atrial septal closure 
procedures per year	


• I use 3 devices	


• Developed a “deep(er) understanding” of 
how they work



AGA/St Jude
Occlutech

Gore	

GSO



AGA/St Jude

• Since 1996-Huge world wide experience	


• Works well and is reliable	


• Few “material” issues	


• Data++	


• Erosion	


• UK: 8/7000 implants (0.1%)	


• Bulky/Fairly stiff/inadequate delivery wire





Tricks 

Pulmonary vein 
deployment

Balloon assisted

Second support 
catheter

Altered delivery sheaths



Occlutech
• Large(ish) numbers	


• Seems to perform well	


• Less data	


• Erosion?	


• Softer than ASO	


• Articulated delivery wire	


• Particularly useful for Large defects/deficient 
aortic rim



GSO

• New (2011-)	


• Data limited	


• Painstaking development	


• Flexible, soft, low profile	


• “Cribriform” type of occluder	


• Small ASD’s (<18mm), PFO





PFO

• Congenital interventionalists are very well 
placed to do this procedure	


• Needs to be done with LOW 
COMPLICATION RATES	


• Ability to deal with complications	


• Retrieval of embolised devices



Much in common with ASD 
closure

• Patient selection	


• Neurologists	


• Protocols (Anticoagulation etc)	


• Patient preparation	


• Procedure “set up”



PFO

• Flap not a hole	


• Tunnel anatomy	


• Aneurysmal septum



What is different about 
PFO?

• Patient selection	


• Device performance-compete occlusion of 
the septum (bubble tightness) probably 
important	


• Medical management more complex	


• Issues relating to efficacy data



Procedure

• Cribriform type occluder	


• AGA/GSO	


• Generally 2:1 sizing



Conclusions

• Important topic	


• Select and assess your patients well	


• Talk to them and inform them properly 	


• Get the procedural imaging right	


• Know your devices



Thank you



Text

Text

Text



LV dysfunction

• Age related LV stiffness accentuates L-R shunt	


• Safety margins for ASD closure with LV 
dysfunction unclear-Literature very limited	


• Practically be wary of patients with moderate to 
severe LV dysfunction	


• Optimise medical treatment prior to ASD closure




