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Abstract
Introduction: Cardiac surgery began to grow only after closed mitral commissurotomy (CMC) surgery which revolutionized the
world and safeguard patients from the devastation of rheumatic fever and its common complication, rheumatic mitral stenosis.
Event in modern era, CMC still plays a role in the treatment arms of rheumatic mitral stenosis.
Aim: This study is done to evaluate 50 patients who have completed 10 years or more after CMC and the long-term beneﬁts
attained by the patients.
Methods: Fifty patients who had completed 10 years following CMC surgery were chosen randomly and their clinical details
collected and evaluated in terms of symptoms improvement or progression of the disease.
Results: Among 50 patients studies, 37 patients (74%) does not need any further intervention. 14% patients had mitral
restenosis. 2% patients had mitral restenosis with left atrial clot. 10% patients had progression of disease associated with mitral
regurgitation, aortic stenosis, and regurgitation.
Conclusion: This study had proved that CMC to be good palliative and cost-effective treatment allows for substantial reduction
of cost and makes it the procedure of choice in developing nations like our country even in this modern era.
Key words: Balloon mitral valvotomy, Closed mitral commissurotomy, Mitral restenosis stenosis, Mitral valve replacement,
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INTRODUCTION
In patients with mitral stenosis, the need for therapeutic
intervention can be assessed by clinical and non-invasive
data. Mitral valve replacement is indicated when marked
dyspnea on mild exertion, dyspnea at rest or pulmonary
edema, hemoptysis, atrial fibrillation, recurrent systemic
emboli, or right ventricular failure occur in a patient with
a mitral valve area (MVA) of <1.5 cm2 as measured by
Doppler echocardiography.1,2 This treatment will entail
life-long anticoagulation in the majority of patients.
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Closed mitral commissurotomy (CMC) is considered a
valid therapeutic alternative, but open commissurotomy
and balloon valvotomy may be performed in patients with
no significant calcification of valve cusps and no major
concomitant mitral regurgitation.3,4
Preservation of the subvalvular apparatus and left
ventricular geometry can be considered the most important
advantages of these techniques. More severe chronic
symptoms are generally required as an indication for
mitral valve replacement because of the additional longterm imponderabilities imposed by an implanted artificial
device. 5,6 Therefore, in patients with mitral stenosis
different symptoms and clinical findings will eventually
lead to different interventions.
Clinical symptoms and diagnostic findings in patients
with mitral stenosis are usually determined by the extent
of the stenosis. Compared to a normal MVA of >4 cm2,
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MVA in patients with severe mitral stenosis is usually
reduced to <1.5 cm2. In older patients, symptoms are
frequently influenced by concomitant diseases (e.g., atrial
fibrillation, arterial hypertension, or lung disease).
An important diagnostic element besides anamnesis,
auscultation, electrocardiogram (ECG), and chest X-ray
is echocardiography, which is required to measure noninvasively and reliably the mitral valve gradient (MVG),
the MVA and morphologic changes to the valves, as well
as concomitant valvular disease, ventricular functions and,
where appropriate, left atrial thrombi.7,8

the increased prevalence of rheumatic fever in females
(Figures 1 and 2). Six patients had the New York Heart
Association (NTHA) Class I symptoms. 30 patients
had Class II and 13 patients Class III. Only 2 patients
had Class IV symptoms (Figure 3). Only 9 patients
comprising 18% of our study had atrial fibrillation, and its
complications with 72% of patients were in sinus rhythm.
22 patients (44%) had mitral valve orifice of size 1-1.5 cm
on echocardiogram, and only 6 patients (12%) had
orifice <1 cm with severe symptoms. Others had orifice
more than 1.5 cm (Table 1).

CMC results in a significant reduction of MVG,
accompanied by an increase in the MVA. The results and
success of CMC are influenced by the morphology of the
valves and the changes to the subvalvular apparatus.9,10
Aim

This study is done to evaluate 50 patients who have
completed 10 years or more after CMC and the long-term
benefits attained by the patients.

MATERIALS AND METHODS
This study was conducted in the Department of
Cardiothoracic Surgery at Government Rajaji Hospital,
Madurai, Tamil Nadu, India. 50 patients who had
completed 10 years following CMC surgery were chosen
randomly and their clinical details collected and evaluated
in terms of symptoms improvement or progression of the
disease. Patients with associated coronary artery disease
or other valvular diseases at the time of surgery were
excluded from the study. Primary data were collected from
the operative registers, discharge summary, post-operative
follow-up notes, and personal communication. Initially,
the selected patients for study were intimated by post, and
they were asked to attend the outpatient department with
all the available records with them.

Figure 1: Distribution of study patients in age group

Figure 2: Distribution of gender

Proper history taking, clinical examination, X-ray chest,
ECG, echocardiogram, and transesophageal echo in
selected patients were done and compared with the old
records. All the collected data were compiled and following
variables such as age, sex, symptoms, and mitral valve orifice
were analyzed methodically.

RESULTS
A majority of patients were in the age group of 30-50 years
comprising sex distribution in the following manner.
Age corresponds to the present age and not at the time
of operation. Female patients predominant in our study
comprising 84% and male patients about 16% because of
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Figure 3: New York Heart Association class symptoms
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34 patients (68%) had mitral valve orifice of size 1-1.5 cm
on echocardiogram, and only 16 patients (32%) had
orifice <1 cm with severe symptoms. Other had orifice
more than 1.5 cm (Table 2).
15 patients (30%) had associated mitral valve regurgitation
and two needed intervention. Seven patients (14%)
had associated aortic valve pathology and two needed
intervention. One patient had left atrial clot for whom
mitral valve replacement along with excision of left atrial
clot done (Table 3).
Seven patients comprising 14% of our study had mitral
valve restenosis and mitral valve replacement is done for
five among them two patients had undergone balloon mitral
valvotomy. 37 patients (74%) did not need any intervention
and they were on medical management with anti-failure
plus penicillin prophylaxis (Figure 4).

Table 1: MVO size on echocardiogram
MVO

6
22
20
4

MVO: Mitral valve orifice

Table 2: Wilkin’s score on echocardiogram
Score

Number of patients

<8
>8

34
16

Table 3: Associated lesions along with mitral
pathology
Other lesion
Mitral regurgitation
Aortic stenosis/regurgitation
Left atrial clot

DISCUSSION

Number of patients

<1 cm
1-1.5
1.6-2.5
>2.5

Number of patients

Needed
intervention

15
7
1

2
2
1

From analyzing the data with regard to age of the patients,
32 patients are in the age group of 30-49 years. Hence, 64%
of the patients are able to cope up with life during their
prime age after CMC. The opening of the stenotic valve
has helped the patients definitely and provided benefits
even during their active life works.
Most of the female patients have undergone normal
deliveries after the procedure, proving its effectiveness
during the maximum stress and flow across the mitral valve.
Number of patients more than 50 years was 16, that is,
32%. These patients have definitely benefited from CMC
procedure.
With regard to the sex distribution, 16% were males
and 84% were females. Female patients benefited more
following CMC. The reason for lesser benefit to the males
may be due to the physical activity which produces more
stress on the stenotic valve and progression of the disease
and early myocardial damage.11,12
Rheumatic fever history was definitely positive in 64% of
patients and the remaining patients are not able to exactly
know regarding the episode of rheumatic fever or no
history of rheumatic fever.
Analyzing the clinical status and the functional status of the
patients, 36 out of 50, that is, 72% were living in NYHA
Class I or II which gives evidence that most of the patients
are benefited symptomatically in the long term after CMC
without restriction of physical activity.13,14
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Figure 4: Patients needed interveniton 10 years post closed
mitral commissurotomy status

82% of patients we have studied were in sinus rhythm
which gives a clue that valve opening following CMC
definitely relieved the stasis in left atrium and delayed
restenosis which is comparable to many studies.15-17
22 patients we have studied, that is, 44% had mitral valve
orifice <1.5 cm2 (moderate stenosis) and 24 (48%) had
mitral orifice more than 1.5 cm2, which is comparable to
many other studies.18-20

CONCLUSION
We conclude that CMC had done definitive role in good
opening up of the valve and relieved the gradient across
the valve. Restenosis after CMC was 14% which conclude
good results of the procedure delayed the restenosis
for more than 10 years. In a government set-up like our
hospital, where there is still a prevalence of rheumatic heart
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disease among the poor socioeconomic group who are
not affordable, CMC procedure gives good hemodynamic,
and symptomatic results in the long term with avoidance
of prosthetic valve complications and without the need
of sophisticated equipment for balloon mitral valvotomy.
This study has proved that CMC to be good palliative and
cost-effective treatment. The closed approach allows for a
substantial reduction in cost compared to recent modern
procedures making it procedure of choice in suitable cases
in developing nations.
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