
Letters to the Editor

Efficacy of Clopidogrel in the
Treatment of Post-ASD
Closure Migraines

TO THE EDITOR

We read with interest the case report by Rodes-
Cabau et al. [1] describing development of migraine
after ASD closure with an Amplatzer septal occluder
(AGA Medical, Golden Valley, MN). They reported
the abrupt onset of migraine with aura 36 hr after an
ASD closure in a 31-year-old woman. The migraine
lasted for at least 3 months in this patient and was
quite disabling. The patient did not have any previous
history of migraines [1].

In our experience of 13 ASD closures utilizing the
Amplatzer septal occluder, we encountered excruciating
migraines developing abruptly in five patients within
24–48 hr post-ASD closure. They all had some form of
chronic headaches prior to the procedure. Of these five
patients, three developed migraines with aura. All pa-
tients were on aspirin.

Assuming that these symptoms were due to microem-
bolization, we initiated clopidogrel at 300 mg loading
dose followed by 75 mg orally for 1 month. All patients
uniformly had a dramatic and almost instantaneous re-
sponse to this drug with total resolution of their symp-
toms. We have since modified our treatment approach to
ASD patients with previous headaches by recommending
75 mg of daily clopidogrel starting 5 days prior to closure
and continuing for 1 month. This is in addition to the
accepted 6 months of therapy with aspirin.

The present case report indicates that even in patients
without a previous history, migraines with severe dis-
abling symptoms may develop after ASD closure. We
therefore recommend that all patients who do not have a
major contraindication to clopidogrel undergo this form
of additional treatment before and after ASD closure.

Mohsen Sharifi, MD
James Burks, MD
Section of Cardiology, Department of Medicine
Texas Tech University Health Sciences Center
Odessa, Texas
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Gesundheit!

TO THE EDITOR

Sneezing is a universal human experience, often un-
predictable, sometimes subdued, but frequently explo-
sive. When it occurs during a cardiac catheterization, one
would hope that an unprotected stent is not in the blast
area.

Infection control in the catheterization laboratory was
addressed by the SCAI in a 1991 article by Dr. Fred
Heupler and the members of the Laboratory Standards
Committee [1]. Since then, there have been some note-

worthy changes. With regard to laboratory procedures,
we now routinely implant prosthetic devices for both
diagnostic as well as interventional procedures. With
regard to infectious agents, we now have seen the rise of
antibiotic-resistant strains that complicate and prolong
treatment and occasionally result in disastrous outcomes,
even from catheterization laboratory procedures [2]. Fi-
nally, with regard to medicolegal issues, we have seen a
sobering rise in public awareness of medical complica-
tions, a decline in the unquestioning respect of physi-
cians, and a rise in malpractice awards for perceived
negligence resulting in patient harm.

The level of current practice with regard to infection
control varies widely, as can be easily seen in our con-
ferences and publications. Recently, I showed a surgical
colleague a photo of two interventionalists implanting a
new stent and asked him what was wrong with the
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picture. He replied it was obviously a staged photo since
the operators wore no hat or mask. My response was that
the problem was precisely that it was not a staged photo
and indeed the operators did not wear hat or mask. He
was incredulous. In large interventional conferences such
as TCT, we see some laboratories observing surgical-
style sterile techniques, and other laboratories where
operators wear no masks or hats despite what seem to be
large crowds of people in the room and numerous devices
being handled, inspected under the camera, and then
implanted in the patient. It seems odd that we demand
that workers who serve hamburgers in our restaurants
wear hair covering, but not the cardiologists who put
stents and other devices in our arteries.

Some who find it inconvenient to put on a cap and
mask may argue that there is little evidence-based med-
icine to prove their necessity in the catheterization labo-
ratory. I would argue that we need only be aware of the
possibility that a life-threatening infection could occur
from the lack of cap or mask to make that practice
ethically preferable. After all, our prime directive is “do
no harm.” Our policy and guideline toward infection
control ought to be the same as our policy toward radi-
ation safety: ALARA, as low as reasonably achievable.

I applaud and agree with Dr. Peter Block’s recent
editorial regarding infectious complications from cathe-

terization laboratory procedures [3], but urge the society
and the ACC to adopt more universal practices that will
be applicable to both present and future procedures.
Furthermore, our teaching conferences should be living
examples of the best practices.

To say “be careful not to sneeze in the catheterization
laboratory” is not an adequate policy for our society, and
we ought to promulgate and enforce guidelines regarding
infection control that show leadership to our profession
and, above all, respect for our patients’ optimal care.

William J. Phillips, MD
Department of Cardiology
Central Maine Medical Center
Lewiston, Maine
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