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CONGENITAL DOUBLE - ORIFICE MITRAL VALVE
A Case Report
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SUMMARY: Yurdakul Y, Arsan S, Karapinar K, Tamim M, Bilgi¢ A. (Department of
Thoracic and Cardiovascular Surgery, Hacettepe University Faculty of Medicine, Ankara,
Turkey). Congenital double-orifice mitral valve. Turk J Pediatr 1995; 37: 173-176.

A three-year-old girl was admitted to Hacettepe Children's Hospital due to sweating
and poor feeding. Echocardiography demonstrated ostium primum atrial septal defect
with a cleft mitral valve. After two months of medical follow-up with digitalis, she was
subjected to open-heart surgery, and a primum-type atrial septal defect with double
mitral orifice was found. To avoid creating acute mitral stenosis, the cleft was only
partially sutured and the septal defect was closed with a patch. Her postoperative
recovery was uneventful. It Is emphasized that surgical intervention should be
individualized in each case. Key words: congenital heart defeclt, congenital double-orifice
mitral valve, atrial septal defect.

Duplication of the mitral valve is an extremely rare congenital cardiac malformation.
In half of the reported cases, the duplication of the mitral valve occurs as an
isolated lesion'. Atrioventricular septal defect appears to be the most common
among the associated cardiovascular anomalies.

This malformation of the valve sometimes presents with no hemodynamic
disturbances, but usually produces mitral stenosis and, very rarely, mitral
insufficiency? 2. '

A case of duplication of the mitral valve for which the preoperative diagnosis
was primum-type interatrial septal defect with a cleft mitral valve is the subject
of this paper.

Case Report

A three-year-old girl was admitted to Hacettepe Children’s Hospital in December
1992 due to sweating and poor feeding. Physical examination revealed a heart
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may guide the surgeons to decide whether any surgical intervention on the valve
is warranted?. Dupilication of the mitral valve may function normally, requiring no
repair. In selected cases conservative management may be preferable? 3,

There are three types of surgical approach: major valve reconstruction, cleft.
suture, and valve replacement® 48, Major valve reconstruction by the -
Amano-Suzuki technique, i.e. division of the fibrous bar, valve reconstruction by
cleft suture and leaflet extension may be considered by experienced surgeons
when there is a failure of leaflet coaptation due to annular dilatation or leaflet
retraction®. In some cases the fibrous bar may contain leaflet tissue responsible
for keeping the valve competent. If the valve is incompetent due to a cleft leaflet,
the cleft may be sutured. Partially cleft suture may be preferred over complete
cleft suture because of a lower risk of acute mitral stenosis. However, the
possibility of the development of late mitral stenosis still exists. If one orifice is
incompetent, its closure may be considered?. If the valve is severely damaged
causing significant mitral insufficiency or stenosis, valve replacement should be
advocated” ®. We previously published a case of an 18-month-old child with a
double orifice mitral valve who was successfully treated with mitral valve
replacement because of severe mitral valve insufficiency’-°. Care must be taken
to avoid creating iatrogenic valve stenosis by suturing of the cleft or acute mitral
incompetence by division of the bridge?.
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