LETTER TO THE EDITOR

Atrial septal defect repair

(AUGUST 2000)

T0 THE EDITOR: | enjoyed reading the excellent article by
Moodie and Sterba on the long-term outcome follow-
ing atrial septal defect repair in adults,! and would like
to comment on the problem of stroke.

As the authors mentioned, the high incidence of
stroke during the late postoperative and long-term
follow-up periods is worrisome. Both Berger et al? and
Gatzoulis et al3 reported that the age of patients with-
out atrial flutter or fibrillation before and after atrial
septal defect repair was significantly lower than that
of patients with these arrhythmias. Therefore the
message is clear: all atrial septal defects should be
closed regardless of the patient’s age in order to pre-
vent atrial flutter and fibrillation and their devastat-
ing sequelae.4

Thromboembolism after surgical repair of an atrial
septal defect in an adult can occur in the early postop-
erative period.> Stroke after successful surgical closure
of an atrial septal defect in an adult is most unfortu-
nate and can be debilitating. Whether or not a maze
procedure should be employed at the time of surgical
repair of an atrial septal defect in an adult with atrial
fibrillation,6 it is important to emphasize the long-
standing policy of giving early postoperative anticoag-
ulation in patients 35 years of age or older at the time
of repair of an atrial septal defect and continuing it at
least 6 months.?

Another important factor is the duration of atrial
flutter or fibrillation before surgery. Wijffels et al8 stat-
ed that “atrial fibrillation begets atrial fibrillation,” ad
therefore longer preoperative duration of atrial flutter
or fibrillation increased the probability that the abnor-
mality would remain after repair of the atrial septal
defect. Further, several studies documented a poor out-
come of medical and electrical treatment of chronic
atrial fibrillation in patients with severely enlarged
atria.? Therefore, to reduce the morbidity associated
with atrial flutter or fibrillation, timely closure of atrial
septal defects is essential.
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IN RerLY: [ would like to thank Dr. Cheng for his com-
ments. We agree that all atrial septal defects should be
closed either surgically or in the cath lab, but we are
not sure that in closing the defect one can prevent
atrial flutter. As Dr. Cheng knows, in patients who
have atrial fibrillation before surgery, atrial fibrillation
may persist despite surgery to close the defect, which
our data clearly demonstrate.

A disturbing finding, which we described in our
article, was that of 153 children who underwent clo-
sure of atrial septal defects in childhood, 6% devel-
oped atrial fibrillation over a 25-year follow-up. Our
article again suggests that a right atriotomy may cause
a right atrial circuit that travels counterclockwise
along the antrolateral right atrium and may be the
source of atrial fibrillation. This certainly needs fur-
ther investigation.

We agree with Dr. Cheng that in the older
patient, thromboembolism occurs early after atrial sep-
tal defect surgery and that a patient over 35 to 40
years of age should be on anticoagulants for at least 6
weeks and perhaps for 3 to 6 months.

Preoperative atrial fibrillation is definitely a risk
for immediate postoperative and long-term fibrilla-
tion. We therefore agree that “atrial fibrillation
begets atrial fibrillation,” but we suspect that even
with timely and early closure, a significant number of
these patients will still be at risk for late atrial
arrhythmias unless we modify the way we do right
atriotomies.
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