
CARDIOVASCULAR 
ULTRASOUND

Komar et al. Cardiovascular Ultrasound 2014, 12:31
http://www.cardiovascularultrasound.com/content/12/1/31
RESEARCH Open Access
Elevated level of plasma endothelin-1 in patients
with atrial septal defect
Monika Komar1*, Jakub Podolec2, Wojciech Płazak1, Jakub Stępniewski1, Bartosz Sobień1, Lidia Tomkiewicz-Pająk1,
Tadeusz Przewłocki2 and Piotr Podolec1
Abstract

Background: The study aimed to assess the level of plasma Endothelin-1 (ET-1) in patients before and after
transcatheter closure of atrial septal defect (ASD) and to evaluate the usefulness of measuring ET-1 levels for the
diagnosis and selection of candidates for ASD closure.

Methods: 80 patients (55 F, 25 M), mean age 42,2 ± 11,5 years were enrolled for an attempt at ASD closure. A
group of 19 healthy volunteers, (12 F, 7 M) mean age 39.2 ± 9.15 served as controls. All ASD patients underwent:
clinical and echocardiographic study and cardiopulmonary exercise test. ET-1 levels were measured before and
after closure. Whole blood was collected from femoral artery and vein and from pulmonary artery during cardiac
catheterization.

Results: ET-1 levels at peripheral artery and vein in ASD patients were significantly higher than in the volunteers
(p < 0.0001). The ASD subjects with highest ET-1 level presented the larger area of right ventricle and right atrium
and higher pulmonary artery systolic pressure(p < 0.05). The ASD subjects with lower ET-1 level demonstrated longer
time of exercise and higher peak oxygen consumption (p < 0.05). There was a decrease of ET-1 at peripheral artery
(5.128 ± 8.8 vs. 2.22 ± 6.2; p < 0.001) and at peripheral vein (4.401 ± 3.33 vs. 2.05 ± 1.35; p < 0.001) within 48 hours
after ASD closure, as compared to the baseline data. After 6 and 12 months farther drop in ET-1 level was observed.

Conclusions: 1. The level of ET-1 in ASD patients is elevated in compare to healthy subject.
2. The significant reduction of ET-1 level is observed after percutaneous closure of ASD.
3. Elevated level of ET-1 in patients with ASD is associated with right heart enlargement.
4. Measurements of ET-1 may be a supplemental diagnostic tool and may be helpful in establishing indications for
defect closure.
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Background
Closure of an atrial septal defect (ASD) in patients with
hemodynamically significant shunt has become standard
of care in recent years. Correction of ASD prevents
the development of pulmonary hypertension, cardiac
arrhythmia and heart failure [1-4]. The indications for
ASD closure in adults however are ambiguous. The most
controversial issue is selection of candidates for ASD
closure who have normal pulmonary artery pressure,
absent or negligible clinical symptoms and are over 40 years
of age [5-9].
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In light of divergent opinions regarding ASD correction
in all patients irrespective of age and clinical symptoms
it appears necessary to look for novel diagnostic and
prognostic indicators that may become useful for proper
selection of candidates for ASD closure.
Endothelins (ET) comprise a family of three isopeptides:

endothelin-1, -2, and -3. ET-1 is released mainly from
endothelial cells and cardiomyocytes and is probably the
most important isoform in the regulation of cardiovas-
cular function [10,11].
ET-1 is thought to play an important role in the patho-

genesis of pulmonary hypertension, both primary and
secondary [12-14]. Jia B et al. [14] demonstrated elevated
plasma ET-1 concentration in children with ventricular
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and atrial septal defects that correlated with pulmonary
artery pressure. After surgical repair of the defects, plasma
ET-1 concentration decreased significantly. In patients
with ASD and associated elevated pulmonary artery
pressure it seems important to measure ET-1 levels
before and after ASD closure, to investigate the potential
benefits of ET-1 receptor blockers and to establish the
prognostic value of ET-1.

Aim of the study

� to assess the level of plasma Endothelin-1 in patients
with atrial septal defect

� to evaluate the usefulness of measuring ET-1 levels
for the diagnosis and selection of candidates for
ASD closure

Material and methods
The study included 80 consecutive adult patients, 55
women (68.75%) and 25 men (31.25%), who underwent
percutaneous closure of ASD with an Amplatzer device
in the Department of Hemodynamics and Angiography,
Institute of Cardiology, Jagiellonian University Medical
College. The mean age of the patients was 42.2 ± 11.5
(range 18-65).
A group of 19 healthy volunteers, 12 women (61.2%)

and 7 men (36.8%) with a mean age of 39.2 ± 9.15 (range
18-51), matched for age and gender served as controls.
The secundum atrial septal defect (ASD II) was diag-

nosed on the basis of clinical examination and transthoracic
echocardiography (TTE) whereas transesophageal echocar-
diography (TEE) was performed to select candidates for
percutaneous ASD closure. Diagnosis was confirmed dur-
ing cardiac catheterization immediately before the Amplat-
zer deployment. The following parameters were measured:

� pulmonary artery pressure at systole (PAPs),
� total pulmonary vascular resistance (TPVR),
� pulmonary blood flow (Qp),
� systemic blood flow (Qs),
� pulmonary/systemic blood flow ratio (Qp/Qs).

Patients were considered for transcatheter closure if they
had a single secundum atrial septal defect with a diameter
measuring less than 30 mm on echocardiography with a rim
of tissue of at least 5 mm surrounding the defect located in
the central part of the septum and with a hemodynamically
significant left-to-right shunt (Qp/Qs > 1.5:1). Two patients
had two defects that were so close to each other that it was
possible to close them with one device.
All patients underwent preoperative diagnostic procedures:

� Clinical examination including assessment of
NYHA class
� Transthoracic echocardiography to measure right
ventricular area at diastole (RVarea [cm

2]) and right
atrial area at diastole (RAarea)

� Spirometry at rest to measure forced vital capacity
expressed as a percentage of the normal value (FVC
%), forced expiratory volume in one second expressed
as a percentage of the normal value (FEV1%)

� Exercise spirometry test to measure duration of
exercise in seconds (T), peak oxygen consumption
VO2peak(ml/kg/min), time to anaerobic threshold
(TAT), oxygen consumption at the anaerobic
threshold (VO2AT%), ventilatory equivalent for
carbon dioxide (VE/VCO2)

Measurement of endothelin levels
Endothelin-1 levels were measured immediately before
and at 2 days, 6 and 12 months after transcatheter closure.
Whole blood was collected from femoral artery and

femoral vein in each ASD II patient before the procedure
and in volunteers. Additionally, blood samples were col-
lected from pulmonary artery during diagnostic cardiac
catheterization. After transcatheter closure blood was
sampled from femoral artery and femoral vein.
Whole blood was collected in precooled tubes contain-

ing EDTA and aprotinine (1 vol of anticoagulant for 9 vol
of blood) and immediately placed on ice. The blood was
then centrifuged to the freezing temperature at 3000 rpm
for 10 min. The platelet-poor plasma was frozen in
tubes and sent to the laboratory. Measurements of ET-
1 were done at the Biochemical Laboratory of the John
Paul II Hospital in Krakow. ET-1 was measured with a
commercial immunoenzymatic ELISA method and results
expressed as fmol/ml. The study protocol was approved
by the Bioethics Committee of the Jagiellonian University
Medical College (KBET/262/B/2002).
Analysis was performed in the whole group and in two

subgroups with the high and low plasma ET-1 levels in
the pulmonary artery:

� Subgroup G – ET-1 levels from 0.91 to 2.81 fmol/ml
� Subgroup H – ET-1 levels from 7.13 to 24.68 fmol/ml

Patient characteristics in subgroup G and H are sum-
marized in Table 1.
To allocate patients to the subgroups ET-1 values were

sorted in ascending order to define the median and
quartiles. Those who had ET-1 levels in the first quartile
were allocated to subgroup G and those with ET-1 levels
in the fourth quartile to subgroup H (Figure 1).

Statistical analysis
The discrimination value of selected parameters was
determined by comparing two subgroups with the low
and high ET-1 levels and ROC analysis was performed



Table 1 Patient characteristics in subgroup G and H with
the low and high ET01 levels, respectively

Subgroup G n = 30 Subgroup H n = 38 p

ET-1 (fmol/ml) 1.81 ± 1,3 (0.91-2.81) 9.4 ± 9.2 (7.72-24.68) <0,0001

Women 20 (66.7%) 25 (65.9%) NS

Men 10 (33.3%) 13 (34.1%) NS
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to define the cut-off values and calculate sensitivity and
specificity. The Peto method was then used to perform
meta-analysis ad calculate odds ratios (OR) for individual
risk factors. The Peto method also allowed for assessment
of multidimensional risk of elevated ET-1 levels. OR were
calculated with corresponding 95% confidence intervals
(95% CI).
Multivariate analyses such as multiple forward stepwise

regression, logistic regression and canonical correlation
were used to evaluate the parameters affecting ET-1 levels.
Stepwise and logistic regression allowed for estimation
of the effect of independent variables on the dependent
variable i.e. endothelin levels. Statistical significance was
set at α ≤0.05. Statistical analyses were performed using
Statistica 6.0. Meta-analysis and ROC analysis were per-
formed using StatsDirect 2.1.

Results
An Amplatzer device was implanted without major com-
plications in all eligible patients. Minor complications
during transcatheter closure included transient supra-
ventricular tachycardia in 5 patients (6.25%) and transi-
ent bradycardia to 30 bpm in one patient (1.25%). 5
patients (6.25%) had a hematoma at the femoral puncture
site. The mean duration of the procedure including diag-
nostic right-heart catheterization was 41.0 ± 7.2 (20-65)
min and the mean fluoroscopy time 12.2 ± 4.42 (5-27) min.
The size of Amplatzer devices ranged from 13 to 40 mm
(mean 24.2 ± 6.9 mm). Immediately after deployment of the
Figure 1 Plasma ET-1 levels in the pulmonary artery in patients with
vertical bars denote the first and fourth quartile).
device TEE revealed nonsignificant residual shunt in 8
patients (10%) persisting 2 days after the procedure TTE
and resolving at 6 months of follow-up in each case.

ET-1 levels before and after transcatheter closure
Table 2 summarizes ET-1 levels in patients before and after
transcatheter closure of ASD II and in healthy volunteers.
Patients before transcatheter closure of ASD II had

significantly higher ET-1 levels both in peripheral artery
and in peripheral vein as compared with healthy volun-
teers (p < 0.0001). The minimum detectable level of ET-1
in the peripheral artery and vein in ASD patients was
higher than the maximum level in healthy volunteers. The
highest level of ET-1 was detected in the pulmonary artery
in ASD patients (mean 5.541 ± 6.87).
After transcatheter closure ET-1 levels significantly

decreased both in peripheral artery and vein in all
patients. Figures 2 and 3 depict ET-1 levels in the per-
ipheral artery and vein before and after transcatheter
closure of ASD II.
As early as 48 hours after ASD II closure the level of

ET-1 was significantly reduced both in the peripheral artery
(2.10 ± 6.7; p < 0.001) and vein (2.05 ± 1.15; p < 0.001). At
6 months the levels of ET-1 were further reduced to a mean
of 0.49 ± 0.17 in the peripheral artery and to 0.40 ± 0.19 in
the peripheral vein. At 12 months there was no further sig-
nificant decrease as compared with the levels at 6 months.
At 12 months after transcatheter closure there was still a

significant difference in ET-1 levels both in the peripheral
artery (0.049 ± 0.025 vs. 0.49 ± 0.17, p < 0.001) and in the
peripheral vein (0.054 ± 0.027 vs. 0.40 ± 0.19, p < 0.001)
between patients with closed ASD and healthy volunteers.
Selected parameters, including hemodynamics and

physical capacity, were compared in two subgroups with
the high (subgroup H - ET-1 levels from 7,13 to 24,68
fmol/ml) and low (subgroup G – ET-1 levels from 0,91
to 2.81 fmol/ml) ET-1 levels in the pulmonary artery.
ASD II before transcatheter procedure – sorted by quartiles (gray



Table 2 ET-1 levels in patients before transcatheter closure of ASD II and in healthy volunteers

Group Vessel Mean Minimum Maximum SD p ASD II vs. healthy

ASD II patients before closure n = 80 Peripheral artery 6,122 0,772 13,981 3,651 < 0,0001

Peripheral vein 4,431 1,230 13,546 3,312 < 0,0001

Pulmonary artery 5,541 0,91 24,68 6,874 -

Healthy volunteers n = 19 Peripheral artery 0,049 0,010 0,098 0,025 < 0,0001

Peripheral vein 0,054 0,001 0,099 0,027 < 0,0001
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Patients in subgroup H were significantly older than
those in subgroup G.
ASD II patients with the high ET-1 level had signifi-

cantly increased right atrial and right ventricular area and
higher pulmonary artery pressures.
ASD II patients with the low ET-1 level had higher peak

oxygen consumption and at the anaerobic threshold
(p < 0.05) and time to anaerobic threshold was signifi-
cantly prolonged (p < 0.01). The ventilatory equivalent
for carbon dioxide was significantly lower in subgroup
G. Table 3 summarizes the results of the comparative
analysis.
The canonical correlation analysis showed that the

following parameters had an influence on ET-1 levels in
pulmonary artery, peripheral artery and vein: PAPs,
Qp/Qs, age, RVarea (cm

2), RAarea (cm2), size of ASD II,
VO2peak (ml/kg/min), FVC (%), VO2AT%; p < 0.05.
The multiple forward stepwise regression analysis re-

vealed that of all parameters [(PAPs, Qp/Qs, age, RVarea

(cm2), RAarea (cm
2), size of ASD II, VO2peak (ml/kg/min),

FVC (%), VO2AT%, TAT)] PAPs (F(7.25) = 9.1785; p < 0.0001,
standard error 2.170) had the strongest influence on ET-1
levels.
Higher ET-1 levels before closure don’t predict higher

pulmonary artery pressure/resistances after closure.
Figure 2 ET-1 levels in the peripheral artery before and after transcat
ROC curves for selected parameters influencing ET-1
levels and meta-analysis using the Peto method are
depicted in Figures 4, 5 and 6.
The cut-off values defined in the meta-analysis and

increasing the risk of elevated ET-1 levels in ASD II
patients are as follows:

� Right atrial area (RAarea) > 17.81 mm (p < 0.0002)
� Right ventricular area (RVarea) > 23.508 mm

(p < 0.0014)
� Age > 40 years (p < 0.0002)
� Pulmonary artery pressure at systole

(PAPs) > 31.04 mmHg (p < 0.0001)
� Peak oxygen consumption (VO2peak) < 23.022 ml/kg/

min (p < 0.0002)
� Forced vital capacity (FVC) < 90.07% (p < 0.0115)
� Time to anaerobic threshold (TAT) < 423.16 second

(p < 0.0006)
� Oxygen consumption at the anaerobic threshold

(VO2AT%) < 39.016%VO2 (p < 0.0128)

Discussion
Percutaneous closure of interatrial septal defects has be-
come a standard therapeutic approach in the last few years.
Correction of the defect may prevents the development of
heter closure of ASD II.



Figure 3 ET-1 levels in the peripheral vein before and after transcatheter closure of ASD II.
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pulmonary hypertension, rhythm disturbances or failure of
the heart. Amplatzer Septal Occluders have been com-
monly used for defect closure since the 90s [1,3,5,6].
Elevated circulating ET-1 is observed in patients with

left-to-right shunt and pulmonary hypertension indicat-
ing that pulmonary vessels are responsible for increased
ET-1 synthesis [14].
Endothelin is probably one of the key contributors to

the pathogenesis of pulmonary hypertension [12-14].
Table 3 Selected parameters in patients with the high
(subgroup H) and low (subgroup G) ET-1 levels in the
pulmonary artery

Subgroup G – ET1
from 0,91 to
2,81 fmol/ml

Subgroup H – ET1
from 7,13 to
24,68 fmol/ml

P

Age 35,1 ± 11,43 56,36 ± 5,7 <0,001

Defect size 23,1 ± 7,28 18,9 ± 4,28 NS

RVarea (cm
2) 23,1 ± 1,01 25 ± 1,51 < 0,01

RAarea (cm
2) 16,2 ± 1,2 19,5 ± 0,9 <0,001

PAPs (mmHg) 20,1 ± 5,2 40,01 ± 19,5 <0,01

Qp (l/min) 8,4 ± 2,41 8,7 ± 2,5 NS

COP (dyn/s/cm−5) 140,1 ± 24,8 189 ± 130,1 NS

Qp/Qs 2,20 ± 1,31 2,34 ± 1,4 NS

T (s) 734 ± 71,45 700,7 ± 90,1 NS

VO2peak

(ml/kg/min)
24,13 ± 3,32 21,1 ± 3,92 <0,05

FVC% 107,6 ± 14,0 89,5 ± 4,7 <0,05

FEV1% 93,5 ± 10,2 87,3 ± 17 NS

TAT (s) 455,6 ± 44,9 390 ± 23,1 <0,01

VO2AT% 41,4 ± 2,8 35,41 ± 4,5 <0,05

VE/VCO2 30,4 ± 3,1 39 ± 4,4 <0,05

NYHA 1,9 ± 1,08 2,39 ± 1,03 NS
In the present study ASD II patients before transcathe-
ter closure had significantly higher ET-1 levels both in
peripheral artery and vein as compared with healthy vol-
unteers. The minimum detectable ET-1 in the peripheral
artery and vein in ASD II patients was higher than the
maximum ET-1 level in healthy volunteers. The highest
ET-1 level was detected in the pulmonary artery in ASD II
patients. The multiple forward stepwise regression analysis
revealed that pulmonary artery pressure had the strongest
influence on ET-1 levels. These findings are concordant
with the results obtained by other investigators [15-19].
The high circulating ET-1 as compared with healthy
volunteers is accounted for by increased pulmonary
blood flow, increased pulmonary pressure and increased
synthesis of ET-1 [13-19].
ET-1 levels decreased significantly both in the peripheral

artery and the peripheral vein in all patients as early as
2 days after transcatheter closure. Jia et al. [14] obtained
similar results.
In the present study ET-1 levels further decreased at 6

and 12 months, although the rate of decrease was much
slower after 6 months. The decrease in ET-1 concentration
as early as at 2 days after ASD closure confirms it is a
volume response which depends on a significant reduction
in pulmonary blood flow. In the present study selected
parameters, including hemodynamics and physical capacity,
were compared in two subgroups of patients with the high
and low ET-1 levels. The high ET-1 levels were correlated
with age, right atrial and ventricular enlargement and
elevated pulmonary artery pressure. Patients with ASD
II and high ET-1 had lower peak oxygen consumption and
at the anaerobic threshold and shorter time to anaerobic
threshold corresponding to reduced physical capacity.
Patients with low ET-1 were classified as those in the
first quartile (<2.99 pg/ml) whereas patients with high



Figure 4 ROC curves for selected parameters: [RVarea (cm
2) – green, RAarea (cm

2) – red, PAPs (mmHg) – black and age – blue] and
cut-off values.
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ET-1 as those in the fourth quartile (>6.99 pg/ml). In the
present study we defined the cut-off values of ET-1 above
which we can expect reduced physical capacity and right
atrial and right ventricular enlargement. Measurements of
ET-1 in ASD patients with borderline shunt ratio may
help identify the subjects with elevated pulmonary artery
pressure who may benefit from ASD closure.
Figure 5 ROC curves for selected parameters [VO2peak(ml/kg/min) – red
The significant ASD, according to the ESC Guidelines,
is defined as shunt with signs of right ventricular volume
overload despite of Qp:Qs. Also patients who are asymp-
tomatic or mildly symptomatic should be offered defect
closure, because the natural course of untreated atrial
septal defects often leads to a shortened life expectancy
compared with healthy subjects [20,21]. Measurements
, FVC (%) – green, VO2AT% – black, TAT – blue] and cut-off values.



Figure 6 Meta-analysis of selected parameters influencing elevated ET-1 levels using the Peto method. Odds ratios (OR) with corresponding
95% confidence intervals (95% CI).
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of ET-1 in peripheral blood may be a useful tool for
diagnosis and selection of patients with borderline left-
to-right shunt ratio for suitable intervention. Thus we
could propose transcatheter closure in patients with
ASD with insignificant shunt and high ET-1 levels.
Conversely we could suggest a medical follow-up (versus
closure) in patients with small ASDs with insignificant
shunt and low ET-1 levels. It seems appropriate to con-
sider ET-1 dosage in different populations with congenital
heart disease, where the decision or the timing for inter-
vention is still under debate.

Conclusions

1. The level of plasma Endothelin-1 in patients with
atrial septal defect is elevated in compare to healthy
subject

2. Elevated level of Endothelin-1 in patients with ASD
is associated with right heart enlargement and poor
exercise capacity.

3. After percutaneus closure of secundum ASD using
ASO device the significant reduction of ET level is
observed.

4. Measurements of ET-1 in peripheral blood and
possibly in pulmonary artery may be a supplemental
diagnostic tool and a prognostic indicator and may
be helpful in establishing indications for defect
closure.

Abbreviations
ASD: Atrial septal defect; ET-1: Endothelin-1; FVC%: Forced vital capacity
expressed as a percentage of the normal value; FEV1%: Forced expiratory
volume in one second expressed as a percentage of the normal value;
OR: Odds ratios; PAPs: Pulmonary artery pressure at systole; Qp: Pulmonary
blood flow; Qs: Systemic blood flow; Qp/Qs: Pulmonary/systemic blood flow
ratio; RVarea: Right ventricular area at diastole [cm2]; RAarea: Right atrial area
at diastole; T: Duration of exercise in seconds; TAT: Time to anaerobic
threshold; TEE: Transesophageal echocardiography; TPVR: Total pulmonary
vascular resistance; TTE: Transthoracic echocardiography; VO2AT%: Oxygen
consumption at the anaerobic threshold; VE/VCO2: Ventilatory equivalent for
carbon dioxide.
Competing interests
The authors declare that they have no competing interests.
Authors’ contributions
MK: contributed to study conception and design, acquisition of data, analysis
and interpretation of data, drafting the manuscript, revising it critically for
important intellectual content. JP: contributed to study conception and
design, helped to draft the manuscript, revising it critically. WP: contributed
to study conception and design, revising the draft critically for important
intellectual content, gave final approval of the version to be published. JS:
analysis and interpretation of data, drafting the manuscript. BS: contributed
to study conception and design, acquisition of data, analysis and
interpretation of data, drafting the manuscript. LTP: contributed in
acquisition of data, analysis and interpretation of data, drafting the
manuscript, revising it critically for important intellectual content. TP:
contributed to study conception and design, acquisition of data, analysis and
interpretation of data, drafting the manuscript, revising it critically for
important intellectual content, gave final approval of the version to be
published. PP: contributed to study conception and design, revising it
critically for important intellectual content, gave final approval of the version
to be published. All authors read and approved the final manuscript.

Author details
1Department of Cardiac and Vascular Diseases, John Paul II Hospital, Institute of
Cardiology, Jagiellonian University, Str. Prądnicka 80, 31-202 Krakow, Poland.
2Department of Haemodynamics and Angiocardiography, John Paul II Hospital,
Institute of Cardiology, Jagiellonian University Medical College, Krakow, Poland.

Received: 9 June 2014 Accepted: 28 July 2014
Published: 6 August 2014



Komar et al. Cardiovascular Ultrasound 2014, 12:31 Page 8 of 8
http://www.cardiovascularultrasound.com/content/12/1/31
References
1. Amin Z: Transcatheter closure of secundum atrial septal defects. Catheter

Cardiovasc Interv 2006, 68(5):778–787. Review.
2. Dickinson DF, Arnold R, Wilkinson JL: Congenital heart disease among 160

480 liveborn children in Liverpool 1960-1969: implication for surgical
treatment. Br Heart J 1981, 46:55–62.

3. Rigby ML: The era of transcatheter closure of atrial septal defects.
Heart 1999, 81:227–228.

4. Therrien J, Webb D: Congenital Heart Disease in Adult. In Heart Disease: a
Textbook of Cardiovascular Medicine, Volume 44. 6th edition. Edited by
Braunwald E. Philadelphia: W.B. Saunders; 2001:1592–1618.

5. Gupta A, Kapoor G, Dalvi B: Transcatheter closure of atrial septal defects.
Expert Rev Cardiovasc Ther 2004, 2(5):713–719. Review.

6. Ward C: Secundum atrial septal defect: routine surgical treatment is not
of proven benefit. Br Heart J 1994, 71:219–223.

7. Swartz EN: Is transcatheter device occlusion as good as open heart surgery
for closure of atrial septal defects? Arch Dis Child 2004, 89(7):687–688.

8. Gault JH, Morrow AG, Gay WA, Ross JR: Atrial septal defect in patients
over the age of forty years: clinical and hemodynamic studies and the
effects of operation. Circulation 1968, 37:261–271.

9. Brochu MC, Baril JF, Dore A, Juneau M, De Guide P, Mercie LA:
Improvement in exercise capacity in asymptomatic and mildly
symptomatic adults after atrial septal defect percutaneous closure.
Circulation 2002, 106:1821–1826.

10. Hocher B, Thone-Reineke C, Bauer C, Raschack M, Neumayer HH: The
paracrine endothelin system: pathophysiology and implications in
clinical medicine. Eur J Clin Chem Clin Biochem 1997, 35:175–189.

11. Krämer BK, Ittner KP, Beyer ME, Hoffmeister HM, Günter AJ: Riegger: circulatory
and myocardial effects of endothelin. J Mol Med 1997, 75:886–890.

12. Giaid A, Yanagisava M, Langleben D, Rene P, Robert Levy M, Shennib H,
Kimura S, Masaki T, Duguid WP, Stewart DJ: Expression of endothelin-1 in
the lungs of patients with pulmonary hypertension. N Engl J Med 1993,
328:1606–1611.

13. Ito H: Endothelins and cardiac hypertrophy. Life Sci 1997, 61:585–593.
14. Jia B, Zhang S, Chen Z, Li Z, Li X, Hui W, Ye M: Plasma endothelin 1

concentration in children with congenital heart defects. Minerva Pediatr
1998, 50:99–102.

15. Tutar HE, Imamoglu A, Atalay S, Gümüs H, Akar N: Plasma endothelin-1
levels in patients with left-to-right shunt with or without pulmonary
hypertension. Int J Cardiol 1999, 70:57–62.

16. Bando K, Vijayaraghavan P, Turrentine MW, Sharp TG, Ensing GJ, Sekine Y,
Szekely L, Morelock RJ, Brown JW: Dynamic changes of endothelin-1, nitric
oxide and cyclic GMP in patients with congenital heart disease.
Circulation 1997, 96(II):346–351.

17. Gorenflo M, Gross P, Bodey A, Schmitz L, Brockmeier K, Berger F, Bein G,
Lange PE: Plasma endothelin-1 in patients with left-to-right shunt.
Am Heart J 1995, 130:537–542.

18. Adatia I, Haworth SG: Circulating endothelin in children with congenital
heart disease. Br Heart J 1993, 69:233–236.

19. Snopek G, Pogorzelska H: Role of endothelin in pathogenesis of
pulmonary hypertension. Med Sci Monit 1998, 4:383–387.

20. Komar M, Przewlocki T, Olszowska M, Sobien B, Podolec P: The benefit of
atrial septal defect closure in elderly patients. Clin Interv Aging 2014,
9:1101–1107.

21. Komar M, Przewlocki T, Olszowska M, Sobien B, Tomkniewicz-Pajak L, Podolec
P: Is it worth closing the atrial septal defect in patients with insignificant
shunt? Postępy w Kardiologii Interwencyjnej 2014, 2(36):10.

doi:10.1186/1476-7120-12-31
Cite this article as: Komar et al.: Elevated level of plasma endothelin-1 in
patients with atrial septal defect. Cardiovascular Ultrasound 2014 12:31.
Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit


	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Aim of the study

	Material and methods
	Measurement of endothelin levels
	Statistical analysis

	Results
	ET-1 levels before and after transcatheter closure

	Discussion
	Conclusions
	Abbreviations
	Competing interests
	Authors’ contributions
	Author details
	References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.440 793.440]
>> setpagedevice


