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Application value of transesophageal echocardiography in the follow—up of
residual shunt after left auricular occlusion

WU Chunxia, CHEN Mian, YU Zhengchun, DONG Li, MA Xiaojing
Center of Ultrasound , Wuhan Asia Heart Hospital , Wuhan 430022, China

ABSTRACT Objective To investigate the application value of transesophageal echocardiography (TEE) in the follow—
up of residual shunt after percutaneous left auricular occlusion. Methods  Fifty—four patients with atrial fibrillation were
successfully treated left atrial appendage occlusion were selected. The maximum opening and maximum depth of left atrial
appendage were measured by TEE on 0°,45°,90° and 135° sections before operation. The shape and position of occluder were
observed immediately and 45 d after operation. The diameter of the occluder was measured and the compression ratio was
calculated.The residual shunt was observed during and after operation. Results (DIn 54 patients, the left atrial appendage had
a maximum opening diameter of 12~20 mm in 10 cases, 21~25 mm in 30 cases, 26~30 mm in 13 cases, and 31~34 mm in 1 case.
There was no significant difference in the proportion of residual shunt among the different maximum opening diameters (P=0.332).
@No residual shunt occurred in 28 patients during and 45 d after operation,16 patients had residual shunt during operation (split
beam <5 mm), and residual shunt still existed 45 d after surgery (split beam <5 mm). There were no residual shunts during the
operation, and residual shunt occurred after 45 d of operation (split beam <5 mm).@)The proportion of residual shunt detected by
TEE on 0°, 45°, 90°, and 135° sections were 15.0%, 17.5%, 32.5%, and 35.0%, respectively. There were no statistically
significant difference of maximum and minimum compression ratio between patients with residual shunt and patients without
residual shunt. Conclusion TEE plays an important role in the follow—up of left atrial appendage occlusion.
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