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F I G U R E 1 Intracardiac Echocardiographic Imaging of LAA

Please note: The authors have reported that they have no relationships relevant
to the contents of this paper to disclose.

With a Windsock-Like Body
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With the transducer placed in the right ventricular outﬂow tract
showing left atrial appendage (LAA) and its ostium (between the
2 arrows) as well as immediately LAA ostial adjacent structure
during systole. Ao ¼ aorta; LA ¼ left atrium; L ¼ left aortic cusp;

REPLY: Complicated and Impractical
Classiﬁcation of LAA Morphologies
How to Relate to LAA Closure Procedures?

N ¼ noncoronary aortic cusp.

We appreciate the interest of Dr. Ren and colleagues
LAA morphologies, or procedural success. ICE moni-

in our study assessing early outcomes of left atrial

toring may greatly reduce or prevent some of these

appendage (LAA) closure with Amplatzer devices (1).
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by robust evidence of substantial heterogeneity in
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in
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representative
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The investigators should be congratulated for

as well as in vivo by means of various imaging

presenting a large series of LAA closures and reported

modalities (3,4). The classiﬁcation of LAA shape as

very early (1 week) outcomes. However, their meth-
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inadequate and the LAA closure outcomes are also

ducible measures, and was applied with a high level
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impractical classiﬁcation of LAA morphology and
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The authors question the value of our analysis
exploring the association of LAA morphology with
procedural outcomes. Previous studies consistently
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consecutive patients who were deemed eligible for

inform clinical practice, including studies with

the intervention and were treated exclusively with

more reﬁned imaging modalities to assess LAA

Amplatzer devices (1). Acknowledging limitations

morphology, guide LAA closure, and evaluate various

common

devices.

to

nonrandomized

investigations,

this

information is novel, meaningful, and clinically relevant in the context of device selection in patients who
are considered suitable for LAA closure and present
with various LAA anatomies.
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over solely ﬂuoroscopic guidance and may add incremental information (1), the authors’ argument
that the routine use of intracardiac echocardiography “may greatly reduce” periprocedural adverse
events compared with ﬂuoroscopic guidance re-
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