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Background: The next-generation closure device for interventional treatment of patent foramen ovale (PFO) is regarded as biodegradable, yet the corresponding biomaterial technique is still challenging. Herein, we report the clinical application of a novel biodegradable PFO occluder [made of the biodegradable material polydioxanone (PDO)] that is finally coming into clinical use.



Objectives: This study aimed to assess the safety and efficacy of the biodegradable Pansy® occluder (Mallow Medical, Shanghai, China) for PFO closure in patients exhibiting PFO with a substantial right-to-left shunt (RLS).



Methods: Six centers in China participated in this prospective, multicenter study of PFO closure from June 2019 to September 2020. Serious adverse events occurring in the perioperative period and during follow-up were systematically collected. Contrast transthoracic echocardiography (cTTE), transthoracic echocardiography (TTE) and transesophageal echocardiography (TEE) were performed during the preoperative and follow-up periods.



Results: A total of 137 patients with a mean age of 38.1 ± 12.4 years who underwent catheter-based PFO closure with the biodegradable Pansy® occluder were included. The procedural success rate was 99.3%. Except for 2 cases (1.4%) of micropericardial effusion, there were no other complications such as cardiac tamponade, major bleeding, stroke oroccluder embolization. During the 12-month follow-up, serious adverse events occurred in 3 patients (2.2%), all of which were device-related thrombus (DRT). Four patients (2.9%) still had moderate to substantial residual RLS. The complete occlusion rate was 97.1% at 12 months after closure.



Conclusions: PFO closure with the biodegradable Pansy® occluder can be performed effectively with acceptably low complication rates, low occurrence of adverse events, high procedural success rates and high complete occlusion rates at follow-up.



Clinical Trial Registration: http://www.chictr.org.cn/index.aspx; identifier (ChiCTR1900024036).
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Introduction

Over the past 7 years, multiple randomized controlled trials (RCTs) have established robust evidence for preventing cryptogenic stroke (CS) by percutaneous closure of patent foramen ovale (PFO) (1–4). Therefore, the Amplatzer PFO occluder, as a double-disk, NiTi alloy occluder developed in the 1990s, is indicated for percutaneous closure of a PFO to reduce the risk of recurrent ischemic stroke in patients, predominantly between the ages of 18 and 60 years, who have had CS due to a presumed paradoxical embolism, as determined by a neurologist and cardiologist following an evaluation to exclude known causes of ischemic stroke. Nevertheless, similar to the drawbacks of NiTi alloy occluders in the transcatheter treatment of congenital heart disease (CHD), there are still some limitations in terms of PFO NiTi alloy occluders, including device-related thrombus (DRT), arrhythmia, late erosion of the occluder, nickel allergy and other factors (5–8). In addition, the PFO NiTi alloy occluders may interfere with future septal procedures, such as atrial septal puncture. Based on the concept that cells can sense and adapt to their surroundings, modification of the surface of a biomaterial becomes an important way to improve the performance of an implant. Nevertheless, these modifications toward NiTi alloy occluders still cannot change the fact that metal occluders exist in vivo permanently.

In view of the problems mentioned above, a biodegradable PFO occluder is urgently needed considering that PFO occluders contribute to a large proportion ofcurrent clinical applications.We screened biodegradable polymer materials and finally selected biodegradable polydioxanone (PDO) wire as the double-disk skeleton of the occluder and polyglycolic acid (PGA) as the suture thread. The bluff body still retains the traditional polyethylene terephthalate (PET) polyester film. Different from the structure of the Amplatzer PFO occluder, the metal rivet on the left disk is removed to reduce the probability of thrombosis and speed up endothelialization. Accordingly, this prospective, multicenter clinical study reported the initial assessment of the safety and efficacy of the biodegradable Pansy® occluder in patients exhibiting PFO with a substantial right-to-left shunt (RLS).



Methods


Study design

The present trial was a prospective, nonrandomized, multicenter study. Enrollment was started in June 2019 and finished in September 2020. The trial was registered in the Chinese Clinical Trial Registry (http://www.chictr.org.cn/index.aspx; ChiCTR1900024036) and approved by theethics committee of the First Affiliated Hospital of Xi'an Jiaotong University (XJTU1AF2019LSY-44). The study was reviewed by the China National Medical Products Administration and approved by each site's institutional review board. Informed consent was obtained from all participants. An independent data and safety monitoring boardmet periodically to assess safety and trial integrity. The authors vouch for the completeness and accuracy of the data and analyses and for thefidelity of the trial to the protocol. Clinical evaluations, including physical examination, chest radiography, electrocardiography (ECG), transthoracic echocardiography (TTE),contrast transthoracic echocardiography (cTTE)/contrast-enhanced transcranial Doppler (cTCD) and transesophageal echocardiography (TEE), were performed before the procedure.



Study population

Between June 2019 and September 2020, 138 patients who underwent PFO closure were prospectively enrolled at 6 hospitals in China (The First Affiliated Hospital of Xi'an Jiaotong University, Wuhan Asia Heart Hospital, General Hospital of Northern Theater Command, The First Bethune Hospital Jilin University, Shandong Province Qianfushan Hospital, Binzhou Medicial University Hospitial).

Inclusion criteria: (1) PFO with substantial RLS; (2) Age greater than 16 years; (3) Voluntary participation in the clinical trial and signing of the informed consent form. Exclusion criteria: (1) Known causes of ischemic stroke; (2) Contraindications to antithrombotic therapy; (3) Systemic or local infection, sepsis, intracardiac thrombosis, complete obstruction of the inferior vena cava; (4) Pregnancy; (5) Pulmonary hypertension or PFO with a special channel; (6) Massive cerebral infarction within 4 weeks; (7) Inability to sign informed consent. All patients at each center who satisfied the inclusion criteria and did not meet the exclusion criteria were included in this study.



Echocardiography protocols and definitions

A GE-ViVid-E9 color Doppler ultrasound system (General Electric Corporation, Norfolk, VA) equipped with a 2∼4 MHz transducer was used to perform TTE, and a 4∼7 MHz transducer was used to conduct TEE. All patients had to undergo TEE examination to confirm the diagnosis of PFO and to evaluate its anatomical characteristics. For TTE and TEE, all the right atrium and interatrial septal characteristics other than PFO were recorded, including atrial septal aneurysm (ASA), membrane mobility >6.5 mm (9), tunnel length, prominent Eustachian valve (EV), Chiari's network, and presence or absence of an atrial septal defect (ASD), as well as its size if present.

The severity of the shunt is a subjective assessment performed by cTTE/cTCD. Agitated saline was used as the contrast agent and consisted of 8 ml of saline solution, 1 ml of air, and 1 ml of blood collected from the patient. Contrast agent was injected into the left cubital vein as a bolus. When using cTTE, the apical four-chamber view was generally selected. The presence of RLS was confirmed when microbubbles (MBs) were seen in the left atrium within the first 3 cardiaccycles after MB appearance in the right atrium at rest or after the Valsalva maneuver (VM). According to Li Yue, et al. (10), theseverity of RLS was semiquantified into a four-level scale, and >30 MBs were defined as substantial RLS. According to current standards (11), cTCD with a TCD monitoring device (DWL MultidopX, ScanMed Medical, Gloucestershire, UK) can also be used to identify the degree of RLS. Both middle cerebral arteries were simultaneously monitored through the temporal window using 2 MHz probes. The contrast agent was used as mentioned above. The presence of RLS was confirmed when high-intensity transient signals (HITS) appeared within 25 s after contrast agent injection at rest or after VM. The severity of RLS was semiquantified into a four-level scale, and we defined substantial RLS as shower or curtain HITS.



Characteristics of the biodegradable pansy® occluder

The device is a self-expanding PDO wire tube that consists of 2 discs, each with a sewn polyester patch and a central connecting waist (4 mm). Different from the structure of the Amplatzer PFO occluder, the metal rivet on the left disk is removed to reduce the probability of thrombosis and speed up endothelialization (Figure 1). There are 7 sizes available: 18/18 mm, 24/18 mm, 24/24 mm, 30/24 mm, 30/30 mm, 34/24 mm and 34/34 mm. The device size corresponds to the diameter of the right and left disc of the occluder. The occluder is delivered through a dedicated sheath using a deliverycable that is attached to the proximal end of the occluder via an end screw. The 18/18 mm, 24/18 mm and 24/24 mm devices can be delivered through a 10-Fr delivery sheath, whereas the 30/24 mm, 30/30 mm, 34/24 mm and 34/34 mm devices require a 12-Fr delivery sheath. There are two marking points distal to the conveying cable, which correspond to the position of the left disc and right disc of the occluder after release (Figure 2).


[image: Figure 1]
FIGURE 1
Biodegradable pansy® occluder. (A) Right atrium side view; (B) profile view; (C) left atrium side view.



[image: Figure 2]
FIGURE 2
Specially made conveying cable. (A) The blue and red marking points correspond to the position of the left disc and right disc of the occluder after release. (B) The blue marking point correspond to the position of the left disc of the occluder after release. (C) The red marking point correspond to the position of the right disc of the occluder after release.




Percutaneous closure of PFO

The procedure was performed with fluoroscopic and transthoracic echocardiography (TTE) guidance under general anesthesia via a femoral vein approach. Heparin was administered according to the patient's body weight (80∼100 IU/kg) to achieve an ACT >250 s. Transcatheter closure of PFO with a biodegradable Pansy® occluder is shown in Figure 3 and Figure 4. All patients were treatedwith low-molecular-weight heparin at 10 U/(kg·h) for 48 h, aspirin 100 mg/day for 6 months, and clopidogrel 50∼75 mg/day for 3 months following device implantation.


[image: Figure 3]
FIGURE 3
Transcatheter closure of the PFO with a biodegradable pansy® occluder. (A) A multipurpose (MP) diagnosticcatheter (6-Fr) is advanced over the wire to the base of the right atrium (RA). The catheter is directed towardthe interatrial septum (IAS), a maneuver that can be assisted by aligning the orientation of the MP catheter with the direction of theimaging element of the fossa ovale angiography. (B) A standard 0.035-inch J-tipped wire is advanced through the MP catheter across the PFO and into the left upper pulmonary vein (LUPV). (C) A 0.035-inch Amplatzer extrastiff guidewire (260 cm) is advanced over the MP catheter to the LUPV. Then, the delivery sheath is advanced over the 0.035-inch Amplatzer extra stiff guidewire to the left atrium. (D) The expansion sheath and the 0.035-inch Amplatzer extra stiff guidewireare withdrawn. (E) Under TTE guidance, the left disc of the occluder is opened and located in the left atrium. (F) Under TTE guidance, the right disc of the occluder is opened, and the occluder is located on the IAS. G. After the diluted contrast medium is delivered through the sheath, the occluder can be seen in good position, and the left and right discs are clearly separated.



[image: Figure 4]
FIGURE 4
The release process of the occluder under TTE guidance. (A) The left disc is deployed in the left atrium; (B) The left disc gradually fits the interatrial septum (IAS); (C) The right disc is released.




Follow-up

Clinical follow-up was performed at 24 h, 1month, 3 months, 6 months and 12 months after the procedure. At each visit, detailed 2D-TTE was performed to assess the device position and residual shunt, and ECG was recorded to evaluate cardiac arrhythmia. TEE was performed at 6 months to evaluate the size and position of the occluder. cTTE was followed up at 6 months after the procedure to observe residual RLS (rRLS). If there was no rRLS, cTTE was not required in future follow-up exams. If the RLS remained, cTTE and TEE examinations were performed at the 12-month follow-up. For patients with symptoms of palpitation and chest pain, Holter monitoring and ECG were needed at every follow-up exam.



Statistical analysis

Descriptive data for continuous variables are presented as the mean ± SD. Categorical variables are presented as relative frequencies. Given the descriptive nature of this study and the small sample size, no between-group comparison was performed. All statistical analyses were performed with commercially available software (PASW Statistics v20.0.0; SPSS, Inc., Chicago, IL).




Results


Study population and preprocedure data

There were 138 patients enrolled in the study in 6 cardiology centers in China. A total of 137 patients who underwent successful catheter-based PFO closure with the biodegradable Pansy® occluder were included. One patient diagnosed as PFO with a small ASD, the device closured the small ASD and retained the PFO, was not included in the statistical analysis. Their baseline characteristics are shown in Table 1. The mean patient age was 38.1 ± 12.4 years, and 37.2% were men. The degree of RLS was evaluated by cTTE and/or cTCD. cTTE was performed in 125 (91.2%) cases, while cTCD was performed in 90 (65.7%) cases. A total of 78 (56.9%) patients completed both cTTE and cTCD examinations. The specific use of cTTE or cTCD was at the discretion of each center. According to the current consensus and guidelines of PFO in various countries (12–19), patients who undergo PFO closure need to have medium to substantial RLS. Therefore, this study only included patients with substantial RLS at rest and/or after VM by cTTE/cTCD. The details are shown in Table 2.


TABLE 1 Baseline characteristics.

[image: Table 1]


TABLE 2 cTTE/cTCD assessment of RLS perioperatively.
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Procedural results

Successful device implantation was achieved in 137 (99.3%) patients. The size distribution of the successfully implanted devices is shown in Table 3. No complications occurred during the procedure. As of September 2021, all 137 patients (100%) completed the 12-month follow-up. At the 6-month follow-up, 136 patients (99.3%) underwent TEE examination on time; 1 patient (0.7%) underwent TEE examination at 8 months; at the 12-month follow-up, 137 (100%) patients completed cTCD/cTTE examination on time.


TABLE 3 Procedure characteristics.

[image: Table 3]



Clinical and echocardiographic follow-up

Clinical follow-up at 24 h, 1month, 3 months, 6 months and 12 months was available for all patients (100%). During the 12-month follow-up, a total of 3 patients (2.2%) suffered serious adverse events, all of which were DRT. The complete occlusion rate was 97.1% (133/137) at 12 months after the procedure.

One case of DRT was located on the left disk of the occluder at the 3-month follow-up by TTE. The other two cases of DRT were found atthe 6-month follow-up by TEE. For all of the above patients, rivaroxaban 20 mg/day was immediately given orally, and TEE re-examination after 1 month of treatment showed that the DRT disappeared. The specific DRT situation is shown in Figure 5.


[image: Figure 5]
FIGURE 5
Postprocedure DRT. (A,B) A 42-year-old female: At the 3-month follow-up, TTE revealed a thrombus on the left disc of the occluder (green arrow). (C,D) A 45-year-old female: At the 6-month follow-up, TEE revealed an abnormal cord-like echo (7.4  ×  1.7 mm) on the left disc of the occluder (white arrow). The follow-up medical history revealed that the patient was hit by a stone on her foot approximately 20 days after the procedure, and a red bruise appeared under the skin. The patient discontinued aspirin and clopidogrel by herself and concealed the history of discontinuation during the 3-month follow-up. (E,F) A 38-year-old female: At the 6-month follow-up, TEE revealed an abnormal strip of shadow on the right disc of the occluder (white arrow).


At 48 h, 1month, 3 months, 6 months and 12 months post-procedure follow-up, TTE examination showed that all137 patients (100%) had no left-to-right shunt (LRS). At the 6-month follow-up, cTTE/cTCD examination showed that 4 patients (2.9%) had a small amount of RLS after VM, 27patients (19.7%) still had medium to substantial rRLS after VM, and the remaining 106 patients (77.4%) had no rRLS. Further analysis found 8 cases (5.8%) of rRLS at the pulmonary arteriovenous level. Although the remaining 19 cases (13.9%) of rRLS were medium to substantial, the amount of RLS was significantly reduced compared with the preoperative state. Among the above mentioned patients with medium to substantial rRLS, only 4 patients (2.9%) had medium to substantial rRLS after VM when the cTTE/cTCD was re-examined at the 12-month follow-up. TEE was performed in4 patients with medium to substantial rRLS at the 12-month follow-up. Detailed information is shown in Figure 6.


[image: Figure 6]
FIGURE 6
TEE examination of medium to substantial rRLS. (A,B) A large PFO (4.5 mm) with a long tunnel (13.5 mm) was implanted with a 30/30 mm PFO occluder. The left disc was degraded to 8 mm and did not completely cover the left side of the PFO. A tunnel-like channel was formed in the occluder. (C,D) A PFO with a small ASD; the device achieved closure of the PFO and retained the small ASD. On 2D-TEE, the small ASD was not clearly displayed. Color Doppler flow imaging showed a transseptal shunt through the small ASD.


In addition, 2 cases (1.5%) of asymptomatic micropericardial effusion were observed, one of them occurring within 48 h after the procedureand the other case occurring intermittently between 1 month and 6 months after the procedure. Two patients (1.5%) in this study developed postoperative new-onset premature atrial beats, which were both incidental and transient, with no obvious discomfort and no need for antiarrhythmic treatment.




Discussion

This study is the first multicenter evaluation of percutaneous PFO closure with the degradable Pansy® closure system. The device was successfully implanted in 99.3% of the patients, and the complete occlusion rate was 97.1% with no major complications in the perioperative period and a low rate of serious adverse events (2.2%) at the 12-month follow-up.

The BioSTAR occluder was the first occluder to propose the concept of “degradable”. The BioSTAR septal repair implant (NMT Medical, Boston, Mass) was a novel, bioabsorbable device specifically designed for the closure of ASDs and PFOs. BioSTAR used an acellular porcine intestinal collagen layer (ICL) matrix (Organogenesis, Canton, Mass) mounted on an MP35N STARFlex (NMT Medical) “double-umbrella” framework. Ultimately, the BioSTAR occluder was withdrawn from the market due to the high probability of thrombosis and the fracture of the skeleton and similar structure of the STARFlex occluder (20, 21).

Since biodegradable occluders are regarded as next-generation closure devices, various attempts have been made to develop biodegradable devices for CHD closure. To our knowledge, the Pansy® PFO occluder is the first biodegradable PFO occluder to be used in the human body.

Due to the poor memory performance of degradable ASD occluder materials and the need for additional locking devices, the clinical operation is relatively complicated. However, the PDO material has better shape memory function, and the shape of the biodegradable Pansy® occluder is similar to that of the Amplatzer double-disc PFO occluder. Therefore, the operation is relatively simple and completely similar to conventional transcatheter PFO closure. Therefore, the transcatheter interventional closure procedure are easy, and the learning curve is short.

Since the occluder is not visible under x-ray, we add special marking pointsdistal to the conveying cable, which correspond to the position of the left disc and waist of the occluder after release. Then, we can complete the operation under the guidance of x-ray and TTE. To maximize the patient benefit, this study included patients with a substantial RLS at rest and/or after VM by cTTE/cTCD examination, which greatly improved the safety and reduced the complication of the procedure.

DRT is a rare but severe complication of PFO closure. Abaci et al. (22) conducted a meta-analysis of more than 28,000 patients and found that the incidence of DRT on PFO occluders was approximately 2.5% to 13.3%. Moreover, the incidence of DRT was related to whether TEE was performed during follow-up, and small thrombi may not have been accurately observed by TTE. Our study protocol required all patients to undergo TEE examination at the 6-month follow-up. During the follow-up period, a total of 3 cases of DRT were found, the incidence of which was similar to that of a previous NiTi alloy occluder. Fortunately, none of the patients had stroke. One case was related to the patient's self-discontinuation of the drug and the lack of regular antiplatelet therapy after the procedure; the other two cases occurred during conventional dual antiplatelet therapy. One month after anticoagulant therapy was administered, all the above DRT disappeared. Therefore, regular and effective antithrombotic therapy after PFO closure can minimize DRT events. Thrombosis caused by the implantation of degradable materials may be related to slight differences in the rate of disintegration of the degradable polymer matrix surface. The occluder has a certain chance of developing DRT before it is adequately covered by the neo-endothelium. Early degradable stents also have DRT events. In this study, the incidence of DRT was relatively high. On the one hand, it was determined by the characteristics of the PDO material itself during the degradation process. On the other hand, due to the early discontinuation of antiplatelet drugs in individual patients, DRT was formed before endothelialization. Therefore, for the postoperative medication of the degradable Pansy® occluder, a sufficient amount and a full course of antiplatelet therapy should be emphasized. Whether it is necessary to prolong the antiplatelet time or directly use anticoagulation therapy requires long-term follow-up results with a large sample size. In the course of clinical follow-up, once DRT is found or highly suspected, close follow-up is required, and sufficient anticoagulant drug treatment should be used immediately to prevent the adverse events of thrombus shedding that leads to embolism of other organs.

rRLS is the most common complication after PFO closure, which can occur in or around the occluder. A small amount of rRLS is more common after PFO closure, and medium to substantial rRLS is rare. Caputietc (23) reported that the incidence of rRLS at 6 months and 12 months after PFO closure was 19.5% and 18.2%, respectively. However, the incidence of substantial rRLS after 12 months was less than 3%, which is consistent with our study. The current study found that the type of occluder is closely related to rRLS after PFO closure, and the Amplatzer PFO occluder has the lowest incidence of rRLS (24). At present, it is believed that the reasons for the occurrence of rRLS are as follows. First, the early rRLS is related to the type and characteristics of the occluder. The principle of PFO closure is to pull the primary septum to the secondary septum, and the probability of rRLS before the early endothelialization of the occluder is high. Second, medium to substantial rRLS are mostly related to the missed diagnosis of other defects in the preoperative examination. In this study, two cases of medium to substantial rRLS both involved a PFO with a small ASD; the device achieved closure of the PFO and retained the small ASD. Third, the structural characteristics of PFO are also related to rRLS. PFO with ASA and tunnel length > 20.8 mm are independent predictors of rRLS after PFO closure at 12 months (25). In this study, 3 cases of long-tunnel PFO or PFO combined with membrane mobility >6.5 mm had substantial rRLS after PFO, all of which were poorly fit between the disc and the atrial septum, and PFO remained after degradation, resulting in substantial rRLS. Since the hardness of the degradable material is lower than that of Nitinol, after implantation of the degradable occluder, the primary septum and the secondary septum cannot obtain enough tension to fit each other, which may not be suitable for PFO with tunnels that are too long. Closure device, especially for long-tunnel PFO, a degradable occluder may not be the right choice. Therefore, a detailed preoperative measurement of the PFO anatomical characteristics can play a key role in reducing the occurrence of rRLS.

Pericardial effusion is not uncommon in cardiac interventional therapy. In this study, 2 cases of asymptomatic micropericardial effusion were observed, one of which occurred within 48 h after the procedure and was considered to be related to intervention therapy. Another case occurred intermittently between 1 month and 6 months after the procedure. TTE/TEE examination did not reveal any abnormality of the occluder. The effusion was considered to be unrelated to the occluder, and the reason was unclear. In general, these 2 cases of micropericardial effusion did not cause clinical symptoms and resolved on their own without special treatment.

In addition, a total of 2 patients in this study developed postoperative new-onset premature atrial beats, which were both incidental and transient, with no obvious discomfort and no need for antiarrhythmic treatment. Similarly, transient atrial arrhythmias have been reported after Amplatzer PFO occluder implantation and generally do not require special treatment. We believe that the reason for the low incidence of atrial arrhythmia after degradable occluder implantation is related to the study design, arrhythmias due to nickel allergy caused by previous metal occlusions cannot be ignored (26–28). Atrial arrhythmia after PFO closure can only be detected by implanting a loop recorder or long-term Holter monitoring. However, in our study, ECG was only performed at the postoperative follow-up period, so the incidence of atrial arrhythmia after closure was unknown. However, the low incidence of atrial arrhythmias at postoperative follow-up may be an advantage of biodegradable materials, and more rigorous studies with large sample sizes dedicated to atrial arrhythmias are needed to prove this.


Limitation

This study also had certain limitations. Although it was a prospective, multicenter clinical trial, since there is currently no biodegradable PFO occluder available for clinical application in China, this study did not set up a parallel control of biodegradable occluders, nor did it set up a randomized control of NiTi alloy occluders, such as the Amplatzer PFO occluder. In addition, the main purpose of this study was to assess the safety and efficacy of the biodegradable Pansy® occluder for PFO closure in PFO patients with substantial RLS. The evaluation of the efficacy on headache and CS was not included in this study. Therefore, cohort studies conducting comparisons with drug treatment have not been set up. Finally, the follow-up endpoint of this study was only set to 12 months, and longer observational studies will be required in the future to evaluate the safety and efficacy of this device.




Conclusion

In this multicenter study, we demonstrated the safety and efficacy of the biodegradable Pansy® occluder for PFO closure in patients exhibiting PFO with substantial RLS. Multicenter experience has shown that the use of degradable occluders for transcatheter PFO closure has a high success rate and a low incidence of adverse events. The most common postoperative complications were DRT and rRLS. It is suggested that the degradable PFO occluder can be safely used in the clinic. Careful preoperative assessment, standardized transcatheter interventional closure procedure, and selection of appropriate occluders can reduce adverse events.



Data availability statement

The original contributions presented in the study are included in the article/Supplementary Material, further inquiries can be directed to the corresponding author.



Ethics statement

The studies involving humans were approved by the Ethics Committee of the First Affiliated Hospital of Xi'an Jiaotong University (XJTU1AF2019LSY-44). The studies were conducted in accordance with the local legislation and institutional requirements. The participants provided their written informed consent to participate in this study.



Author contributions

LH: Writing – original draft, Writing – review & editing. HX: Writing – review & editing, Writing – original draft. YG: Writing – review & editing. GZ: Writing – review & editing. QS: Writing – review & editing. MW: Writing – review & editing. QW: Writing – review & editing. YW: Writing – review & editing. YD: Writing – review & editing. XZ: Writing – review & editing. YZ: Writing – original draft, Writing – review & editing.



Funding

The author(s) declare that financial support was received for the research and/or publication of this article. This work was supported by the National Natural Science Foundation of China (grant number 81370276) and the Natural Science Foundation of Shannxi Province (grant number 2020ZDLSF04-14).



Conflict of interest

The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.



Publisher's note

All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.



References

1. Mas JL, Derumeaux G, Guillon B, Massardier E, Hosseini H, Mechtouff L, et al. Patent foramen ovale closure or anticoagulation vs. Antiplatelets after stroke. N Engl J Med. (2017) 377(11):1011–21. doi: 10.1056/NEJMoa1705915

2. Søndergaard L, Kasner SE, Rhodes JF, Andersen G, Iversen HK, Nielsen-Kudsk JE, et al. Patent foramen ovale closure or antiplatelet therapy for cryptogenic stroke. N Engl J Med. (2017) 377(11):1033–42. doi: 10.1056/NEJMoa1707404

3. Saver JL, Carroll JD, Thaler DE, Smalling RW, MacDonald LA, Marks DS, et al. Long-term outcomes of patent foramen ovale closure or medical therapy after stroke. N Engl J Med. (2017) 377(11):1022–32. doi: 10.1056/NEJMoa1610057

4. Lee PH, Song JK, Kim JS, Heo R, Lee S, Kim DH, et al. Cryptogenic stroke and high-risk patent foramen ovale: the DEFENSE-PFO trial. J Am Coll Cardiol. (2018) 71(20):2335–42. doi: 10.1016/j.jacc.2018.02.046

5. Braun M, Gliech V, Boscheri A, Schoen S, Gahn G, Reichmann H, et al. Transcatheter closure of patent foramen ovale (PFO) in patients with paradoxical embolism. Periprocedural safety and mid-term follow-up results of three different device occluder systems. Eur Heart J. (2004) 25(5):424–30. doi: 10.1016/j.ehj.2003.10.021

6. Amin Z, Hijazi ZM, Bass JL, Cheatham JP, Hellenbrand W, Kleinman CS. PFO closure complications from the AGA registry. Catheter Cardiovasc Interv. (2008) 72(1):74–9. doi: 10.1002/ccd.21582

7. Schoen SP, Boscheri A, Lange SA, Braun MU, Fuhrmann J, Kappert U, et al. Incidence of aortic valve regurgitation and outcome after percutaneous closure of atrial septal defects and patent foramen ovale. Heart. (2008) 94(7):844–7. doi: 10.1136/hrt.2007.132662

8. Wertman B, Azarbal B, Riedl M, Tobis J. Adverse events associated with nickel allergy in patients undergoing percutaneous atrial septal defect or patent foramen ovale closure. J Am Coll Cardiol. (2006) 47(6):1226–7. doi: 10.1016/j.jacc.2005.12.017

9. Agmon Y, Khandheria BK, Meissner I, Gentile F, Whisnant JP, Sicks JD, et al. Frequency of atrial septal aneurysms in patients with cerebral ischemic events. Circulation. (1999) 99(15):1942–4. doi: 10.1161/01.CIR.99.15.1942

10. Yue L, Zhai YN, Wei LQ. Which technique is better for detection of right-to-left shunt in patients with patent foramen ovale: comparing contrast transthoracic echocardiography with contrast transesophageal echocardiography. Echocardiography. (2014) 31(9):1050–5. doi: 10.1111/echo.12523

11. Serena J, Segura T, Perez-Ayuso MJ, Bassaganyas J, Molins A, Dávalos A. The need to quantify right-to-left shunt in acute ischemic stroke: a case-control study. Stroke. (1998) 29(7):1322–8. doi: 10.1161/01.STR.29.7.1322

12. Wein T, Lindsay MP, Côté R, Foley N, Berlingieri J, Bhogal S, et al. Canadian stroke best practice recommendations: secondary prevention of stroke, sixth edition practice guidelines, update 2017. Int J Stroke. (2018) 13(4):420–43. doi: 10.1177/1747493017743062

13. Diener HC, Grau AJ, Baldus S, Ghanem A, Gröschel K, Liebetrau C, et al. Cryptogenic stroke and patent foramen ovale: S2e guidelines. Nervenarzt. (2018) 89(10):1143–53. doi: 10.1007/s00115-018-0609-y

14. Kuijpers T, Spencer FA, Siemieniuk RAC, Vandvik PO, Otto CM, Lytvyn L, et al. Patent foramen ovale closure, antiplatelet therapy or anticoagulation therapy alone for management of cryptogenic stroke? A clinical practice guideline. BMJ (Clin Res Ed). (2018) 362:k2515. doi: 10.1136/bmj.k2515

15. Pristipino C, Sievert H, D’Ascenzo F, Mas JL, Meier B, Scacciatella P, et al. European Position paper on the management of patients with patent foramen ovale. General approach and left circulation thromboembolism. Eur Heart J. (2019) 40(38):3182–95. doi: 10.1093/eurheartj/ehy649

16. Mas JL, Derex L, Guérin P, Guillon B, Habib G, Juliard JM, et al. Reprint of: transcatheter closure of patent foramen ovale to prevent stroke recurrence in patients with otherwise unexplained ischaemic stroke: expert consensus of the French neurovascular society and the French society of cardiology. Rev Neurol (Paris). (2020) 176(1–2):53–61. doi: 10.1016/j.neurol.2019.10.002

17. Ntaios G, Tzikas A, Vavouranakis E, Nikas D, Katsimagklis G, Koroboki E, et al. Expert consensus statement for the management of patients with embolic stroke of undetermined source and patent foramen ovale: a clinical guide by the working group for stroke of the hellenic society of cardiology and the hellenic stroke organization. Hellenic J Cardiol. (2020) 61(6):435–41. doi: 10.1016/j.hjc.2020.02.001

18. Tarantini G, D'Amico G, Baracchini C, Berni A, Berti S, Calabri GB, et al. Position paper of the Italian Society of Interventional Cardiology (SICI-GISE): management of patent foramen ovale in patients with cerebral or systemic thromboembolism - 2020. G Ital Cardiol (Rome). (2020) 21(4 Suppl 2):50s–9s. doi: 10.1714/3336.33075

19. Messé SR, Gronseth GS, Kent DM, Kizer JR, Homma S, Rosterman L, et al. Practice advisory update summary: patent foramen ovale and secondary stroke prevention: report of the guideline subcommittee of the American academy of neurology. Neurology. (2020) 94(20):876–85. doi: 10.1212/WNL.0000000000009443

20. Carminati M, Chessa M, Butera G, Bini RM, Giusti S, Festa P, et al. Transcatheter closure of atrial septal defects with the STARFlex device: early results and follow-up. J Interv Cardiol. (2001) 14(3):319–24. doi: 10.1111/j.1540-8183.2001.tb00339.x

21. Mullen MJ, Hildick-Smith D, De Giovanni JV, Duke C, Hillis WS, Morrison WL, et al. BioSTAR evaluation STudy (BEST): a prospective, multicenter, phase I clinical trial to evaluate the feasibility, efficacy, and safety of the BioSTAR bioabsorbable septal repair implant for the closure of atrial-level shunts. Circulation. (2006) 114(18):1962–7. doi: 10.1161/CIRCULATIONAHA.106.664672

22. Abaci A, Unlu S, Alsancak Y, Kaya U, Sezenoz B. Short and long term complications of device closure of atrial septal defect and patent foramen ovale: meta-analysis of 28,142 patients from 203 studies. Catheter Cardiovasc Interv. (2013) 82(7):1123–38. doi: 10.1002/ccd.24875

23. Caputi L, Butera G, Anzola GP, Carminati M, Carriero MR, Chessa M, et al. Residual shunt after patent foramen ovale closure: preliminary results from Italian patent foramen ovale survey. J Stroke Cerebrovasc Dis. (2013) 22(7):e219–26. doi: 10.1016/j.jstrokecerebrovasdis.2012.12.002

24. Hornung M, Bertog SC, Franke J, Id D, Taaffe M, Wunderlich N, et al. Long-term results of a randomized trial comparing three different devices for percutaneous closure of a patent foramen ovale. Eur Heart J. (2013) 34(43):3362–9. doi: 10.1093/eurheartj/eht283

25. Marchese N, Pacilli MA, Inchingolo V, Fanelli R, Loperfido F, Vigna C. Residual shunt after percutaneous closure of patent foramen ovale with AMPLATZER occluder devices - influence of anatomic features: a transcranial Doppler and intracardiac echocardiography study. EuroIntervention. (2013) 9(3):382–8. doi: 10.4244/EIJV9I3A61

26. Apostolos A, Aggeli C, Toutouzas K. Nickel hypersensitivity as the cause of atrial fibrillation after patent foramen ovale closure: fact or myth? Eur Heart J. (2024) 45(3):236. doi: 10.1093/eurheartj/ehad643

27. Apostolos A, Tsiachris D, Drakopoulou M, Trantalis G, Oikonomou G, Ktenopoulos N, et al. Atrial fibrillation after patent foramen ovale closure: incidence, pathophysiology, and management. J Am Heart Assoc. (2024) 13(9):e034249. doi: 10.1161/JAHA.124.034249

28. Apostolos A, Drakopoulou M, Gregoriou S, Synetos A, Trantalis G, Tsivgoulis G, et al. Nickel hypersensitivity to atrial septal occluders: smoke without fire? Clin Rev Allergy Immunol. (2022) 62(3):476–83. doi: 10.1007/s12016-021-08867-0



OPS/images/fcvm-12-1464712-g003.jpg





OPS/images/fcvm-12-1464712-g002.jpg





OPS/images/fcvm-12-1464712-g005.jpg
" R )
I
| 7
/ /|
‘\l\i
[T
5 1
e
Y
A ‘)






OPS/images/fcvm-12-1464712-g004.jpg





OPS/images/fcvm-12-1464712-g001.jpg
llllllll Ill||l|l|||l||II|I|I||I|ll||llll!llllllIll[llIllllll||lll|lll|||lllllIll]l"“""""“"I“‘m"l





OPS/xhtml/Nav.xhtml




Contents





		Cover



		Biodegradable Pansy® occluder for patent foramen ovale closure: a multicenter, single-arm, prospective study

		Introduction



		Methods



		Study design



		Study population



		Echocardiography protocols and definitions



		Characteristics of the biodegradable pansy® occluder



		Percutaneous closure of PFO



		Follow-up



		Statistical analysis











		Results



		Study population and preprocedure data



		Procedural results



		Clinical and echocardiographic follow-up











		Discussion



		Limitation











		Conclusion



		Data availability statement



		Ethics statement



		Author contributions



		Funding



		Conflict of interest



		Publisher's note



		References



















OPS/images/cover.jpg
, frontiers ‘ Frontiers in Cardiovascular Medicine

Biodegradable Pansy® occluder
for patent foramen ovale closure:
a multicenter, single-arm,
prospective study





OPS/images/fcvm-12-1464712-g006.jpg






OPS/images/fcvm-12-1464712-t003.jpg
Variable
Occluder size, mm

PFO closure cohort (n = 137)

2418

2(1.5%)

24124

128 (93.4%)

30130

4(29%)

34/34

3(22%)

Procedural success, n (%)

137 (100%)

Procedural complication, n (%)

0 (0%)








OPS/images/crossmark.jpg
(®) Check for updates.





OPS/images/logo.jpg
& frontiers | Frontiers in Cardiovascular Medicine





OPS/images/fcvm-12-1464712-t002.jpg
Test status CTTE (n=125) | cTCD (n=90)

0 68 (54.4%) 40 (44.4%)
1 32 (25.6%) 21 (23.3%)
Atrestyn (36) [ 14 (112%) 15 (16.7%)
I 11 (8:8%) 14 (15.6%)
1 1(08%) 2 (22%)
After VM, n (%) I 9 (7.2%) 8 (8.9%)
I 115 (92.0%) 80 (88.9%)
CTTE, contrast €I, hanced transcranial

Doppler; RLS, right-to-left shunt; VM, valsalva maneuver.





OPS/images/fcvm-12-1464712-t001.jpg
Variable PFO closure cohort
(n =137)
Demographics

Mean age, years 381=124
Male, n (%) 51 (37.2%)
PFO-related clinical syndromes
CS, n (%) 17 (12.4%)
TIA, n (%) 3 (2.2%)

Migraine, n (%) 94 (68.6%)
OSAHS, n (%) 1(0.7%)

Others, n (%) I 22 (16.1%)
Preprocedure echocardiographic findings
PFO size at rest (RA side) 1706
PFO size at rest (LA side) 1106
PFO size after VM (RA side) 42:17
PFO size afler VM (LA side) 19207
PFO tunnel length 82+30
Combining small ASD, n (%) 1(0.7%)
ASA or membrane mobility > 6.5 mm, n (%) 7 (5.1%)
Chiari’s network, n (%) 2 (1.5%)
Prominent EV, 1 (%) 1(0.7%)
Combining bicuspid aortic valve, n (%) 2 (15%)

PFO, patent foramen ovale; CS, cryptogenic stroke; TIA, transient ischemic attack; OSAHS
obstructive sleep apnea-hypopnea syndrome; RA, right atrium; LA, left atrium; VM, valsalva
maneuver; ASD, atrial septal defect; ASA, atrial septal aneurysm; EV, eustachian valve.





