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SUMMARY

The case of a young Jehovah’s Witness, who
underwent transventricular mitral valvulotomy in
the 16th week of her first pregnancy, is reported.

The successful outcome of this patient further
confirms the feasibility of safe surgical procedures
either in Jehovah’s Witnesses or in pregnant
subjects.
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Advances in surgical techniques as well
as in anaesthesiological management and
post-operative care currently allow par-
ticular subjects, such as the Jehovah’s
Witness and pregnant patients, to un-
dergo surgical procedures safely (*-°).

We report a case of a successful closed
mitral valvulotomy performed in a Jeho-
vah’s Witness during pregnancy.

CASE REPORT

A 26 years-old female, belonging to
the Jehovah’s Witness faith and with a
past history of rheumatic fever, began
complaining of easy fatigability and pal-
pitation 10 years prior to admission. One
vear ago her condition deteriorated and
she entered, on November 1979, an out-
of-town hospital because of dyspnea on
effort and exercise intolerance of recent
onset.

On admission she was in the 16th week
of her first pregnancy. Blood pressure was
100/75 mmHg on both arms and the
pulse rate 84 per minute. The 1st heart
sound was increased at the apex, while
the 2nd was of normal intensity. A mitral
opening snap and a diastolic rumble were
audible at the apex; moreover both a 3/6
systolic murmur and a diastolic regurgi-
tant murmur were noted on the aortic
area.

Routine laboratory findings revealed only
a mild hypochromic anemia (Ht=35%;
Hb =11 gr/100 ml); iron therapy, how-
ever, was not administered.

The development of the fetal-placental
unit was regular for the gestational age.
Subsequently also the biochemical (pla-
smatic E;, hPL, SP-I) and biophisic (eco-
graphic and cardiotocographic controls)
parameters of the fetal-placental develop-
ment were always in normal range.

The ECG showed sinus rythm and
signs of left atrial enlargement and left
ventricular hypertrophy. On the chest
x-ray the cardiac shadow was moderately
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enlarged with signs of pulmonary venous
congestion.

The patient underwent subsequently
cardiac catheterization which confirmed
the clinical diagnosis of severe mitral ste-
nosis and aortic stenosis and insufficiency.
Particularly it showed increased pulmo-
nary wedge pressures (30-12-18 mmHg);
increased left ventricular pressure (170/
0-10 mmHg), a diastolic transmitral gra-
dient of 14 mmHg, and a transaortic
gradient of 50 mmHg. Angiocardiography
revealed a rigid but not calcified mitral
valve, a mild aortic incompetence and a
still preserved left ventricular contracti-
lity.

The patient was then referred to our
Department for surgical treatment, since
it was felt that without it pregnancy
would not have been carried out success-
fully. The aortic disease was not con-
sidered haemodynamically significant and
therefore, considering also the young age
of the patient, only a closed mitral valvu-
lotomy was planned.

Surgery was performed on March 21st,
1980. Anaesthesia was induced with pan-
curonium bromide and tiopentone; there-
after the patient was intubated and me-
chanically ventilated. Anaesthesia was
maintained with fentanyl (repeated doses
of 0.25 mg, to a total of 0.75 mg). PaO,
was maintained over 150 mmHg and PCO»
around 30 mmHg during the entire pro-
cedure.

The heart was approached through a
left anterolateral thoracotomy in the 4th
intercostal space. The mitral valve was
explored through a purse string suture
on the left atrium and it was considered
severely stenotic, not allowing the tip of
one finger. After a second purse string
suture had been placed, a Tubbs mecha-
nical dilator was inserted into the left
ventricle through the apex. The dilator
was opened for 3 cm; the mitral valve was
then considered satisfactorily enlarged and
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no regurgitation was noted. The entire
procedure lasted 1 hour and 15 minutes.

The patient was then transferred in the
intensive care unit where she required
mechanical ventilation for 4 hours; mor-
phine was administered for sedation. No
abnormal uterine contractions nor vaginal
bleeding and no alterations of the fetal
cardiac rate were noted. Total blood loss
from the chest tube was 700 cc; no blood
or blood derivatives were employed during
the operation and in the post-operative
period.

On the 1st post-operative day the pa-
tient was discharged to the ward were
she enjoyed an uneventful recovery. At
discharge, on the 13th post-operative day,
her Ht was 32% and Hb 10 gr/100 ml;
the patient was maintained on a regimen
of digoxin, diuretics and progesterone. In
the 39th week of gestational age the patient
delivered spontaneously a healthy male
baby (g 2780, Apgar score at 1’=28 and
at 5’ =10) and at the present time he is
doing well.

COMMENT

Due to the development of a technique
which utilizes a bloodless prime for total
cardiopulmonary bypass, heart surgery may
be currently accomplished with minimal
risks in patients belonging to the Jeho-
vah’s Witness faith, who refuse transfu-
sions of blood or its derivatives (!->¢).

On the other hand, improvement of
surgical procedures as well as of post-
operative management together with the
employment of drugs which do not inter-
fere with the organogenesis, presently al-
low pregnant patients to safely undergo
repair of cardiac anomalies during pre-
gnancy whenever necessary (*°). In fact
this case confirms the opinion of other
Authors (7 3) which affirm that if it’s ad-
mitted the necessity of an early operation,
it can be done in every phase of the pre-
gnancy; practically there isn’t an ideal
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period and there aren’t evidences that an
operation in the early pregnancy causes
damages on the offspring.

Furthermore the present case is unique
in that our patient was a Jehovah’s Wit-
ness in the 16th week of her 1st pregnancy
at time of operation; this association, to
the best of our knowledge, has not been
previously reported.

The closed transventricular mitral val-
vulotomy was planned considering the
young age of the patient and the absence
of calcific deposits of her mitral valve.
However, should a prosthetic valve re-
placement have been required; both her
being a Jehovah’s Witness and pregnant
would not create major problems, and not
would have precluded surgical repair, as
outlined by our previous experience (> ).
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