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Supernumerary heart valves
To the Editor:

The report by Barbero-Marcial and associates’ on the
surgical treatment of congenital mitral stenosis is a signifi-
cant contribution. Their patient 7, showing an accessory or
supernumerary valve that should not be confused with any
type of double-orifice mitral valve, is of special interest. My
colleagues and I? reported the pathologic description of a
similar anomaly some years ago; in our case, imperforate
Ebstein’s anomaly of the tricuspid valve was present, and the
supernumerary valve was hypoplastic and connected a cham-
ber situated posterior to the left atrium, which could be a
part of the coronary sinus, with the left ventricle. As in the
case reported by Barbero-Marcial and coworkers, our case
showed a single papillary muscle that received all the chor-
dae tendineae of the supernumerary valve and was covered
by the posterior leaflet of the left atrioventricular valve.
Diagnosis in our case might also have been made through a
left ventriculotomy, if the anomaly had been at all suspected.
Resection of the atrial wall, as done in the case of Barbero-
Marcial, would have produced a communication of the
coronary sinus and the right atrium with the left atrium,
although of relatively small size. Closure of this communica-
tion would have been necessary to achieve complete correc-
tion.

Supernumerary valves are exceptional anomalies, thus far
of mainly pathologic interest, that can be found in different
locations.'* Premortem diagnosis is difficult, knowledge of
the existence of these anomalies being the first requisite for
diagnosis. Abnormal recesses in the atria and coronary sinus
and bizarre communications between chambers should stim-
ulate a search for supernumerary valves. Some of them, as
very nicely shown by Barbero-Marcial and associates, could
be physiologically useful after repair. Recognition and treat-
ment of these anomalies would have been almost impossible
without opening the left ventricle, and this reinforces the
value of the report by Barbero-Marcial’s group.

Eduardo Otero-Coto, MD, PhD
Service of Cardiovascular Surgery
Hospital Clinico Universitario
Avda. Blasco Ibafiez 17

46010 Valencia, Spain
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Reply to the Editor

We appreciate the comments by Dr. Otero-Coto re-
garding our article “Left Ventricular Apical Approach for
the Surgical Treatment of Congenital Mitral Stenosis.”
This technique had been used since 1987 in our institution
to treat complex types of mitral stenosis such as parachute
mitral valve. The removal of the obstruction starts from
below; the papillary muscle is split, and the chorda is
divided, resected, or fenestrated. After good visualization
of the chordal insertion in the ventricular aspect of the
mitral valve, the commissurotomies are made.

The patient who prompted the comments by Dr.
Otero-Coto had a double mitral apparatus with inde-
pendent mitral anuli. One hypoplastic mitral valve in
the medial position had a supravalvular ring and joined
the atrium to the left ventricle, ending in a single
papillary muscle. The other mitral valve in the lateral
position was parachute shaped and less hypoplastic, but
was not connected to the left atrium. A true atrial wall
separated this valve from the left atrium. Dr. Otero-
Coto’s patient had a similar anomaly with imperforate
Ebstein’s anomaly of the tricuspid valve. The tricuspid
valve was the supernumerary valve, hypoplastic and
related posteriorly to the coronary sinus.

The risk of producing a communication between of the
coronary sinus and the right atrium after the resection of
the true atrial wall was not confirmed in our case because
there was no close relation between this supernumerary
valve and the coronary sinus. This could be because of its
predominantly lateral position instead of posterior posi-
tion. Overall, we agree with Dr. Otero-Coto that the
resection of atrial wall could, in some cases, produce a
communication between the coronary sinus and the right
atrium.
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