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Giant mobile vegetations on a poorly endothelial-
ized atrial septal defect closure device.

CENTRAL MESSAGE
Giant mobile vegetations around
an atrial septal defect closure
device were found on transeso-
phageal echocardiography
3 years after implantation, prolif-
erating mainly in poorly endo-
thelialized areas.

See Commentaries on pages 242 and 244.
Video clip is available online.

A 20-year-old man with atopic dermatitis was transferred to
our hospital for urgent surgical treatment for infective endo-
carditis. The diagnosis was confirmed by blood cultures
identifying methicillin-sensitive Staphylococcus aureus.
Three years before this hospitalization, he had undergone
percutaneous atrial septal defect closure using an Amplat-
zer septal occluder device (Abbott, St Paul, Minn). Transe-
sophageal echocardiography showed a giant mobile mass
suspected to represent vegetations around the device at
the left atrial site without residual shunt (Figure 1, A-C,
and Video 1). Through a median sternotomy, cardiopulmo-
nary bypass was established with ascending aortic and bi-
caval cannulations. After cardioplegic arrest, the right
atrium was opened and giant vegetations were observed
not only at the left atrial site, but also at the right atrial
site (Video 1). The device was removed along with the giant
vegetations. Radical debridement resulted in large defects
in both left and right atrial walls. The left atrial wall was
reconstructed with a bovine pericardial patch. A second
pericardial patch was then used to reconstruct the right
atrial site defect, including interatrial septum. The
removed vegetations had mainly proliferated in a poorly
endothelialized area of the atrial septal defect closure
device. (Figure 1, D).

The patient’s postoperative course was uneventful and
intravenous levofloxacin therapywas continued for 4weeks.
The patient was then discharged home in good condition,
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with ongoing oral levofloxacin antibiotic therapy. Anticoa-
gulation therapy with warfarin was continued for 3 months
postoperatively.

Currently, antiplatelet monotherapy and prophylaxis
against infectious endocarditis is recommended to be
continued for 6 months after atrial septal defect closure
device implantation. Animal experiments have revealed
mature endothelialization of the atrial septal defect closure
device within 3 months. The risk of infectious endocarditis
is believed to be decreased in the late phase after device
implantation. However, intraoperative findings in this
case demonstrated poor endothelialization of the device
even 3 years after implantation. In addition, giant mobile
vegetations had proliferated at both atrial sites, risking
catastrophic systemic embolization. Although rare, cases
of device endocarditis in the late phase up to 12 years
have been reported.1-3 Several articles have demonstrated
poor endothelialization after atrial septal defect closure
device implantation.1-3 These findings indicate the
continued risks of thrombotic and infectious
complications over the long-term in some patients after
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FIGURE 1. A and B, Transesophageal echocardiography shows a giant mobile mass (arrowhead) suspected to represent vegetation around the atrial septal

defect closure device at the left atrial site. C, Three-dimensional image of the atrial septal defect closure device and mobile vegetations (arrowheads).

D, Removed device and vegetations. Giant mobile vegetations (arrowheads) had proliferated mainly in poorly endothelialized areas.

VIDEO 1. Findings of giant mobile vegetations on the atrial septal defect

closure device. Video available at: https://www.jtcvs.org/article/S2666-

2507(21)00064-X/fulltext.
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implantation of an atrial septal defect closure device.
Because atopic dermatitis is known as a risk factor for in-
fectious endocarditis,4 surgical atrial septal closure could
offer a good alternative to percutaneous device closure
for patients with atopic dermatitis.
This study was approved by the Nagoya Heart Center
Ethics Committee on September 29, 2020 (approval no:
NHC2020-2929-10), and written informed consent for pub-
lication of this report was obtained from the patient. This
work was not supported by any specific grants from any
funding agencies in the public, commercial, or not-for-
profit section.
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