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ASD Closure with the Amplatzer Septal Occluder — Technical Consideration—
Satoshi Yazaki,” Masataka Kitano,” Masaki Nii,” Osamu Yamada,"” Koji Kimura,” and Shigeyuki Echigo”
Departments of "Pediatrics and “Radiology, National Cardiovascular Center, Osaka, Japan
Background: Clinical experience using the Amplatzer septal occluder (ASO) is not sufficient in Japan.
Methods: Between August 2005 and November 2006, 53 patients underwent successful closure of ASD with ASO in our in-
stitution. Immediate- to intermediate-term results and technical problems and complications were investigated.
Results: The procedural success rate was 98.1%. Mean pulmonary-to-systemic flow ratio was 2.7 + 0.8, mean ASD size was
14.5 + 3.7 mm and mean device size was 19 £ 5 mm. Mean follow-up duration was 6.6 months. Transesophageal echocardio-
graphic examination (TEE) revealed residual tiny leakage in 3 of 30 patients (10%) after six to twelve months. There was no
death or significant complication.
Conclusion: ASO has proved to be a safe and effective device for percutaneous ASD closure. Technical difficulties mainly
depend on ASD size and aortic and postero-inferior rim anatomy. Appropriate patient and device selection based upon experi-
enced TEE is a key to success and safety.

g F
2 Amplatzer septal occluder (LLF ASO) 1% 2005 £ 5 LEHEKHE (UL ASD) OWEEICERRMEH S
TWBDS, RIFTOHBRREBRIIEE R THS.
FiE:2005 4 8 HA25 2006 45 11 H £ TIZ ASO 12X %5 ASD BASH 2 37z D4 JERIZ BT, HiE T, 1AHFEEGE,
GOHEICOWTHRGET L, RASHIT 21T 5 BEDOFERE FORERIZOWTELRL 72,
FER 54 SEFIT 53 5ERF] (98.1%) THEEATWRETH o 72, PG CTHEMRMIZ 17 2, HEBRERA S 5 H,
BRI lbid 27 £ 0.8, ASD #8103 145 + 3.7mm, BASHEY 1 Xid 19 + 5mm “Cf)of\_. HE %O EE I
EFHT66 WA TH- 2. Mithk 6 ~ 12 7 AR OFEE LT I—X (LT TEE) TiE, 10%IT<bTnkE
Figik R ROz ABHEIXR R 2 61, — @R ORI NIGH 1 F1, KIREIEIRE 1 BlCdh - 7.
fEaR ASO X LEP OB RIGEFE CTHh o 72, FHMNESEIZF L LT ASD & KREIRMAE L OEFH rim
DOVERIARTF T 5. IBROBERLEEMEEET LTI, EFLER & FIEY 1 ORI 2 HIZED S
N57:8, TEENOHGEDRA VN Eh b, HWERREEBBENSHEL00% 74— KNy 7 LoD, BB
WCTFHEMNESEOBENICHRGREEZE 2z 5N,

FU®IC (LLF ASO ; AGA Medical Corp, Golden Valley,

LEWRRIE (LLF ASD) O 57— 7 VgL MN, USA) & ASD D H T — T IVIEE B & R
1976 £ @ King 50 #iE U LSk, & &3 2H#k Mz ks ” BiF e b EEE bR s Y,

ABIZE S NBERICAPRASNTE72YY. £ oM ASO IZ ASD | ﬂ?‘%ﬁr OV iR R O R e [ 2 AT

SRR Il d Z MR 2 Mo TRIBILE &AL W27z Vo THHEF TR,
DN, G TEDWMI BN HBEON Lo ARFTIE 1998 £ 5 ASO DERIRFERDMTH AL, 2005

72, 1997 4R 1285 L 72 Amplatzer septal occluder iE 3 B OEESEE ORI & #EC 2005 4 8 H 7 SR

SPHC194E 1 A 5 HZAS BURIRE R © T 565-8565 ARBUFWKHT#EF & 57-1
PHC19 4 6 A 25 H2H EVAEBR SR v 7 —/NERE Kl

FHI9FOR1H | ) 2




456

fER2SERLG S 7z, 2006 4F 4 H 2> & (AR FR 3% H
SNDIBHE oz, AIaEER N E TIZ, BRI
DIER) % & 6o T 4T 180 Bl &8 2 B iGIRD Th It T
L. LaL, 1 Hiskl7z ) oS 50 thaik ¥ <
THY, THLERrERI N LEEVEv. wh
Wi === 7R MbLBEORRIIBNT, %
EPOF R ASO IGIEZAT ) 720 DFERE L ORERIZ
DWW L7z,

WRERE

20054 8 H225 2006 4 11 B £ TOMIZ ASO B
A7 BAER RS e L7, B 1661, & 38 61T,
AEHGIE 6 ~ T8 i (WPl 20 7%) , AL 20 ~ 83kg (1
Jufli 52kg), MARIMTREILIE 12 ~51 (P9l + {2
Wz DR 27 £ 08) Tho7z RABLTI—
(LLF TEE) 12X % ASD %1% 4.1 ~ 260mm (145 =
37mm) THo7z. ZOIT ASD ZEHI L HEL,
TEE WifioBHte4a 0 B, 45, 90 &, 135 I CRE
L7 B EROFIGMEL 7. B EE R
OBIEWMIX 0~157H CF9f66 7 H) Tho7e.
HFEBEIGE, Ol T — 7 ViR TR E s 15
PIES Libza—HIZTHLROEREARN (GO
FOWK, LEFHROFRIES 2 &) PHEEINT
WHLODH L, SR OTT IR IR S Lz iE#
WIS & 5 5 R S 2 FE (RIBFLO DS 38mm %
R\, R O EIRERIRTE, FE=ETB & O B
R T COMEEEDY Smm DLE) ZiizTh ok L. 72
L, 9=y =TI B A REMRER LT
O, RS RO 12 4 A B O B E A5
BERGER, KIBILAYK & R EREEDS PR S NS ER],
DA RN THE SN L BRI R E VD12
BEHROBEBIBRENE U LEINRE Lk o7z
rim KIBIZDOWTIL, KEIIREI O A O KIBIER G E
B, O FAL L HEELD rim KIBIZBIE/ & L CTRAb L7z
RIS, TFRIEERAEIC X 5 T ORI
OEED - OEFE#EIGE L2b0d 1 Bl o7z, &8F
LETAITEIR A ZE 2 1 (5B 1 Blid v — i)
WRFHERAT ), RAEPERTEIIRSRZE 2 £ 5 Allagille fEfE
1B, AL O—EBORiERIRAS_EREIRIC =TS
B s R E TR 1 B, BEO KBRS
D ZRKERA 1 BT, IO IREEIS L R 5
R WESEE DORETH - 72, fifkliELl E ASD &0
A% Fig. 1 I2R.

4B THERHIC TEE 247\, ASD £, K@ik, BEEF,
RRERIRIE, A LAEIR, OKEIR, TOREHIR, R
BIXOLEHOEEBES TOMEEZ LT, fE
H97: ASO TR OBIL 2 sl L 72, HMIC LA A ¥ 7+ —

Qp/Qs
6 -
5 | -
4 L ‘oo
¢ >
3 | * ::0’ *
’o’g” .
o $ ,0’ - * *
- * o0
R .
1L * -
0 I I I I |
0 5 10 15 20 2k
ASD size (mm)

Fig. 1 ASD size and pulmonary/systemic flow ratio (Qp/Qs).
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Fig. 2 ASD size, balloon occlusion size (BOS), and device size.
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Fig. 3 Cobra head malformation (TEE image).
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Fig. 4 Right upper PV graphy.
Arrows indicate shunting across ASD.
LA: left atrium, RA: right atrium
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Fig. 5 Balloon sizing (fluoroscopic image).
Arrow indicates a dimple corresponding to ASD margin.
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Fig. 6 Balloon sizing (TEE image).
Balloon occlusion size of ASD (arrow) is not mea-
sured as a perpendicular line to the balloon. Balloon
should be inflated until elimination of the color flow.
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Fig. 7 Inadequate balloon sizing (TEE image).
TEE navigation is liable to miss the postero-inferior
margin of ASD and deviate from the center of the bal-
loon. Arrow indicates accurate postero-inferior margin
of ASD. Postero-inferior rim bends as the balloon is
inflated. Catheter shaft echo should be on the center
of balloon.

Fig. 8 Deployment of the ASO device.
A: Deployment of LA disc
B: Deployment of RA disc after
drawing back to the ASD
C: RA graphy before detachment
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Fig. 9 Deployment from the mouth of the right upper pulmonary vein.

A: Fluoroscopic image
B: TEE image

Fig. 10 Left pulmonary vein approach (so called “American-football technique”)
A: Device exposure is started within the left upper pulmonary vein. Ar- A B
rows indicate the orifice of left upper pulmonary vein.
B: Both RA and LA discs are led to return to their original shape nearby
ASD simultaneously.
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Fig. 11 Fluoroscopic images of fully screwed (left) and par-
tially unscrewed (right: arrow) connection.
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Fig. 12 Check prior to detachment.
It is sometimes difficult to confirm whether RA disc is
fully or partially in RA, especially in patients with thin
postero-inferior rim. Postero-inferior rim is often bent
toward LA (arrow) by force of delivery cable before
detachment.
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