MITRAL VALVULOTOMY FOR TIGHT MITRAL STENOSIS
IN PATIENTS UNDER TWENTY YEARS OF AGE
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Mitral valvulotomy has long been
established as standard treatment for

mitral stenosis since the introduction
by Harken(7) in the United States
and Brock(® in England, both in 1948.

So far the majority of the reports in
the western literatures were among
the older age

group, In patients

below 20, it is a general practice to
defer mitral valvulotomy as long as

(13).

rheumatic

possible to avoid early restenosis
The natural

heart disease in the Western countries

history of

is quite different from the Eastern(é).

In the West, rhneumatic heart disease
usually begins between the age of 10

and 20. and the symptoms usually deve-
lop around the age of 30 to 50 years.

The disease, in the East, starts much
carlier, usually between the age of 5
to 10 years, and have already pog-

ressed to full development at the age

of 10 to 15 ycars. At Chulalongkorn
Hospital, a number of young patients
who had tight mitral stenosis with
intractable heart failure were operated

upon by mitral valvulo tomy. Present,

herein, is a repori of study of these
p atients.
Materials and HMethods :

During the year 1905 to 1968, 143

patients with

mitral stenosis had

surgical mitral valvulotomy. Among
these patients, 306 or 25.] per cent
were under the age of 20 years; six

patients were between the age of 10

to 15, and 30 were between 15 to 20,

In 78 per cent of the total cases,
Tubb’s transventricular dilator were
used; in the remainder, valvulotomies

were carried out by digital splitting.

Results :

The age incidence of patients in
this serics is In contrast to most
reported from the West, where most
of the

patients were older than

(].2;8,9-”,]2) Howe-

ver, the age group of the patients

20 years of age,

in this study is comparable to that

reported from india(s) and Israel(3)
Comparison of the age incidence as

percentage to mitral valvulotomies

between the patients In this series

and others is given in table 1.
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Other results of this study are

summarised as follows.

Economic and social status

All but cnc were admitted to the
This reflected that
n
¢

charity wards.

[

the majcrity of the patients were
the poor class, with the posibility o
low standard of hyglene and poor

nutritional status.

History of Rhemmatic Fever

Twenty patients (55.5 per ceat)
gave the history of rheumatic fever,

ranging form 2 to |1 years before the
operaticn. Cherian et ai.(5) reported
53 per cent of their cases had similar

history. Biopsies of the left atrium
showed evidence of rheumatic carditis

in 45.4 per cent of cases.
Symptoms WOQJ’S(B) method  of

rading of dyspnca inlo 4 grades was
ysp g

used in this series. Grade 1, repre-
sent slight incapacity; grade 2, mo-
derate incapacity; grade3 scvere

incapacity and zrade 4, total lncapncity
In the
belonged to grade 2, 65.7 per cent to

grade 4,

o
=4

pre sent series, 3.9 per cent

grade 3 and 27.8 per ceut to
(table 2)

Hemeoptysis @

28 per cent of the pa-

tients were presented wilth hemopiysis.
Radiological Feaiures: All had left

atrial and right ventricular enlavge-

ment; 82 per cent showed hilar con-
gestion and 48 per cent had horizontal

costophrenic lines, suggesting interstii-

tial pulmonary cdcrnz;.( 0) (Table 3)

Medical Journal

Elecirocardiogram: Atrial fibrilla-

ticn was preseat in 14 per cent. P

mitral and abnermal P wave sugges=
ing left or right atrisiim cenlargement
were present in 85 per cent; Tall R
wave in leed V, suggesting right
ventricular byperirophy were

in all cases.

OCperative findings: (Table 4)

cn of the

e

Calcification: Calcilicat

1 - M .
valve was prescnt in 13 per cent.

Valve Orifice: The wvalve orifice
measured at the time of operation

was less than ! cm. in diameter in

90 per cent of cases. In the remainder
D

10 per cent, the orifice measured

between | to 1.5 cm.
Left atrinl thvombus: No left atrial

thrombus was c¢hserved.

mitral regurgitation:

Mitral regurgitation of non-significant

severily was present In 2 cases.

Post oper:

V3 CO \11‘

and follow up:

There was no mortality in the younger

ace group and thire was no severe

followed the valvulcto-
mics., Our over-all mortality In all

age group was 3.3 per cent.

E«n“if‘.w -up Tre patients were followed

vy from 0 menths to 3 years The

ayading of  the improvement was
g g

according to ihe improvement of the

incupacity; good for much ilmprove-

ment, falr for mild improvement and

puor for worsc or no change. 72
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Table 1.

Table 2. Wood’s method of grading is used in this series.
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Table 3. Radiological features of the patients are given.

Table 4. Findings at the operation are given in this table.
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per cent were good, 19 per cent, fair

and 9 per cent wevrz poor. In conc
case {2 per cent) the patient came back
after 11 12 months duc te restenosis.
Second mitral valvulotomy was suc-

cessful. This case was digitally

Discussion

tight mitral

_—

The high incidence o

paltient

1

stencsis In young of which

surgical treatment is urgently needed
in this series supports the difference
in the natural history of rheumatic
heart disease in the Eastern Countries
from that in the West There are
many factors that may contribute to
this high incidence besides the dif-
ference of the natural history of the
diseasc, such as the climate, the

nutrition factor, the host response
and the standard cf living, [If the
stenosis is severe, it is justified In
the author’s epinion, to perform surgi-
cal trcatment as the rate of resteno-
sis is low and the operative resuit

is, in our series, satisfactory.

Sumaary :

operated for

wmitral stencsis by mitral valvuletomy

143 paticuts were
at Chulalongkern Hospital. Among
these, 36 or 25.1 per under Z0 years
of age. Clinical and operative data

were described.
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