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Commentary: Don’t leave patients
to their own devices: Consider
long-term complications after
percutaneous atrial septal
defect closure
Infective endocarditis is an important late compli-
cation after ASD device closure.

CENTRAL MESSAGE

Patients undergoing percuta-
neous closure of atrial septal
defects require close monitoring
for late complications such as
infective endocarditis, cardiac
erosion, and valve damage.
Neel K. Prabhu, BSE, JosephW. Turek, MD, PhD, and
Nicholas D. Andersen, MD

Percutaneous device closure of atrial septal defects
(ASDs) was introduced in the late 1990s as a feasible
alternative to surgical repair.1 Since then, several studies
have shown that short-term outcomes and complication
rates after percutaneous ASD closure are noninferior to
those after surgery.2,3 However, an important consider-
ation with percutaneous ASD closure is the prevalence
of late complications that have come to light after its
widespread adoption. Some of these, including cardiac
erosion, thromboembolism, and infective endocarditis,
carry significant morbidity and mortality. Kitamura and
colleagues4 present a case report of a 20-year-old man
with atopic dermatitis and a secundum ASD who was
treated with Amplatzer device (Abbott, Abbott Park, Ill)
closure and developed endocarditis with large mobile veg-
etations 3 years later. The authors concluded that ASD
closure devices are associated with risks of thrombotic
and infectious complications over the long-term.4

Kitamura and colleagues4 should be commended for pub-
lishing this interesting report. They provide context for their
work and discuss a complication which holds relevance for
From the aDuke Congenital Heart Surgery Research & Training Laboratory and cDi-

vision of Thoracic and Cardiovascular Surgery, Duke University Medical Center,

Durham, NC; and bDuke Children’s Pediatric & Congenital Heart Center, Duke

Children’s Hospital, Durham, NC.

Disclosures: The authors reported no conflicts of interest.

The Journal policy requires editors and reviewers to disclose conflicts of interest and

to decline handling or reviewing manuscripts for which they may have a conflict of

interest. The editors and reviewers of this article have no conflicts of interest.

Received for publication Feb 4, 2021; revisions received Feb 4, 2021; accepted for

publication Feb 4, 2021; available ahead of print Feb 9, 2021.

Address for reprints: Nicholas D. Andersen, MD, Division of Thoracic and Cardio-

vascular Surgery, Duke University Medical Center, 2301 Erwin Rd, DUMC

3443, Durham, NC 27710 (E-mail: nicholas.andersen@duke.edu).

JTCVS Techniques 2021;7:242-3

2666-2507

Copyright� 2021 TheAuthors. Published by Elsevier Inc. on behalf of The American

Association for Thoracic Surgery. This is an open access article under the CCBY-NC-

ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).

https://doi.org/10.1016/j.xjtc.2021.02.015

242 JTCVS Techniques c June 2021
primary care providers, interventional cardiologists, and
cardiovascular surgeons alike. In addition, the authors
describe well the preoperative findings and operative tech-
niques used to address the lesion. However, additional de-
tails about the medical and social history of the patient,
such as comorbidities and history of intravenous or inhaled
substance use, could possibly elucidate additional charac-
teristics of the high-risk patient. Furthermore, the authors
do not quantify from either their personal experience
or literature review the prevalence of ASD device
complications.

It is intriguing that several case reports describe the same
complication of late endocarditis after ASD device deploy-
ment.5-7 As Kitamura and colleagues4 describe, a likely
explanation for this pathology is poor endothelialization
of the device and resultant exposure of bare pro-
thrombotic metal that could also provide a surface for bac-
terial adhesion. Although endocarditis is relatively rare af-
ter ASD device placement, with approximately 20 cases
reported in the literature to date, it carries significant
morbidity and mortality because more than 85% of these
patients required surgery and 11% experienced operative
mortality.8 Other analyses have reported several other
long-term complications after ASD device placement,
such as cardiac erosion, nickel hypersensitivity, and valve
damage, all of which often present suddenly and are poten-
tially lethal.9 Although there are no differences in short-
term complication rates between surgical and device ASD
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closure,3 similar sudden late complications after surgery are
relatively rare.

Although percutaneous ASD closure has become the
preferred treatment at many centers due to the shorter re-
covery and less invasiveness, it is important to carefully
follow patients long-term after ASD device closure. This
is especially important for those vulnerable patients with
underlying immunocompromise, syndromic comorbidities,
or metabolic derangements. In addition, patients with risk
factors for endocarditis certainly may be better served
with a traditional surgical repair, which remains the gold
standard for ASD closure.

Kitamura and colleagues4 should be commended for their
contribution to the literature on a late complication of
percutaneous ASD closure. Indeed, after undergoing this
procedure, patients should not be left to their own devices!
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