
CHD Clinical Practice Algorithm:
Muscular VSD1-6

Inclusion Criteria:
• Muscular VSDs with no other 

cardiac defects (except PFO)
Exclusion Criteria: 
• Pregnancy

Presentation

Initial standard workup:
• Clinic Visit
• ECG
• Echocardiogram

VSD Size
Left to right shunt*

Consider discharge from 
cardiology follow up if 
family, PCP and 
cardiologist are 
comfortable.

Otherwise should follow 
every 3-5 y with a clinic 
visit +/- ECG until the 
murmur resolves, at 
which time discharge 
from follow up

Initiate medical 
therapy

> moderate 
Or multiple muscular VSDs

Small 

*Right to left shunt after 2 m of age 
should prompt further evaluation for 
pulmonary hypertension

Yes

Follow-up with cardiology or 
PCP for weight check/clinical 
assessment**:
• Age < 2 m, follow every 

2-4 w
• Age 2 m to 1 y, follow 

every 3-6 m
• Age > 1 y, follow every 

6-12 m

If shunt becomes small

**Consider echo prior to intervention 
or with clinical change

Symptomatic

Consider surgical or 
catheter-based 

intervention

Successful medical
 therapy and shunt

 becomes small

Refractory to medical therapy and 
left heart dilation 

NoProgressive 
 LA or LV Dilation

Yes

No



CHD Clinical Practice Algorithm:
Non-Muscular VSD1-6

Inclusion Criteria:
• Non-muscular VSDs with no 

other cardiac defects (except 
PFO)

Exclusion Criteria: 
• Pregnancy

Presentation

Initial standard workup:
• Clinic visit
• ECG
• Echocardiogram

VSD size
left to right shunt*

Follow-up every 1-2 y 
echo/clinic visit; if VSD 
spontaneously closes, 
may discharge from 
care, refer back with 
new murmur or 
concerns

> moderate Small

**complications include aortic valve prolapse and aortic regurgitation,  
failure to thrive, progressive left heart enlargement, or development 
of double chamber right ventricle or subaortic membrane

Surgical closure

Follow-up weight check/
clinical assessment:
• Age < 2 m, follow every 

2-4 w
• Age 2 m to 1 y, follow 

every 3-6 m
• Age > 1 y, follow every 

6-12 m

If symptoms or 
complications** refer 

for intervention

*Right to left shunt after 2 m of age 
should prompt further evaluation for 
pulmonary hypertension

Symptomatic

Yes

If asymptomatic at 3 
months, repeat echo at 
that time

Small shunt
No

Initiate medical 
therapy

Refractory to medical therapy and 
left heart dilation 

Successful medical therapy 
and shunt becomes small



CHD Clinical Practice Algorithm:
Adult Unrepaired VSD1,7,8

Inclusion Criteria:
• >18 y of age
• Isolated unrepaired VSD
Exclusion Criteria: 
• Pregnancy

Presentation

Initial standard workup:
• Clinic Visit
• ECG
• Echocardiogram (at diagnosis)

Shunt Direction
Right to Left
Eisenmenger

Syndrome
Left to Right

Consult with ACHD/PAH 
experts

*Hemodynamic Assessment 
by Cath

Consider Closure:
Surgical or Device

Consult with ACHD/PAH 
Experts

Follow up and therapies 
determined by PAH 

ExpertsLV enlargement

PASP <50% systemic 
AND pulmonary vascular 

resistance < 1/3 systemic OR PASP < 
50% systemic and
PVRi < 3 WU *m2

No

No

Follow up: 
• Clinic visit q 3-5 y
• Echo
• ECG
• Consider cath or MRI 

to assess Qp:Qs

NoYes

Consider Closure:
Surgical or Device

Yes

Yes

Qp:Qs ≥ 1.5:1*
Progressive aortic 

regurgitation or infective 
endocarditis

No

Consider Closure:
Surgical or Device



CHD Clinical Practice Algorithm:
Repaired VSD1-6

Inclusion Criteria:
• After surgical or cath-based 

VSD closure 

Standard Surgical Follow up: 
• Post-op ECG, echo and CXR done 

prior to discharge
• Clinic follow-up within 2 w to 3 m 

with echo +/- ECG and CXR; then 
clinic follow-up within a y with echo 
+/- ECG

Residual VSD*

Routine follow up every 3-12 m with:
• Echo
• ECG
• Exam
Refer for closure if symptoms or continued 
left sided chamber enlargement

Standard Post Cath Closure Follow up
• Echo and CXR prior to discharge
• Anticoagulation per institutional/

device protocol
• 1 m follow up with echo/ECG
• 6-12 m follow-up with echo/ECG
Specific device follow up protocols should 
be followed

> moderate residual 

Cath Lab Closure
Or Surgical

Routine follow up every 2-5 y with:
• Exam
• +/- ECG
• +/- Echo every other visit or with 

clinical changes

No or small residual

Surgical Cath

* If there is aortic regurgitation or persistent 
LV dysfunction after intervention, more 
frequent follow-up +/- echo can be 
considered
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