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Summary Heart failure with preserved ejection fraction (HFpEF) accounts for about half of current heart

failure. HFpEF is clinically characterized by exertional dyspnea,which is usually caused by abnormally increased

left atrial pressure during exercise, Moreover.increased left atrial filling pressure in heart failure patients is associ-

ated with poor prognosis. In this casesthe presence of a unidirectional small atrial septal defect can prevent the ex-

treme increase in left atrial pressure and prevent sustained pulmonary congestion and acute decompensation without

causing severe right ventricular complications (pulmonary hypertension). Therefore, left atrial decompression by

establishing one-way left to right ventricular shunt has become a new treatment strategy for HFpEF,
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Figure 1 Three typical atrial shunts
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