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Accessory mitral valve tissue: An 
overview of clinical and practical 
implications

To the Editor,

Accessory mitral valve tissue (AMVT) has been defined as 
an embryological remnant involving the mitral valve apparatus 
(1-3). Importantly, this phenomenon might be confused with oth-
er cardiac pathologies (ruptured chorda tendinea, etc.) requiring 
a high index of suspicion for its diagnosis (2). In their recently 
published case report, Sehovic et al. (1) reported a patient with 
AMVT involving the anterior mitral valve leaflet and presenting 
with severe degrees of left ventricular outflow tract (LVOT) ob-
struction and mitral regurgitation (MR) in a middle-aged man. In 
this context, we would like to comment on this case and further 
implications of AMVT:

First, AMVT might accompany other congenital anomalies, 
including ventricular septal defect (VSD), mitral supravalvu-
lar ring and subaortic membrane (2, 4). Therefore, we wonder 
whether the patient (1) had any signs of spontaneous VSD clo-
sure [thinning of the perimembranous interventricular septum 
(IVS), aortic regurgitation (AR)], or additional membranous or 
ring-like structures on echocardiogram or surgical exploration.

Second, AMVTs were classified into two morphological types 
on the basis of their mobility pattern: Type-1 (fixed) and type-
2 (mobile) (2, 3). The case seems to be a morphological type-2 
AMVT (1). Clinically, an existing hypermobility pattern was sug-
gested as a significant risk factor for systemic embolism in the 
setting of AMVT (2). Therefore, we wonder about the history of 
documented embolic events in the patient. 

Third, our group has recently elaborated on an alternative 
classification of AMVTs on the basis of their anatomical sites 
of attachment: Type-1 (AMVTs with attachments at the supra-
valvular level including left atrial free wall), type-2 [AMVTs on 
mitral leaflets, either freely swinging (type-2A) or attached to 
other structures at the mitral valvular level including aortic leaf-
lets (type-2B)], and type-3 (AMVTs with attachments at the infra-
valvular level including left ventricular free wall) (2). Accordingly, 
this patient seems to have an anatomical  type-2A AMVT. Inter-
estingly, “miniature mitral valve” is a specific form of type-2A  
AMVT that has its own papillary muscle and chordae tendinea 
(2). Therefore, we wonder whether the excised material con-
tained chordal and papillary structures.

Importantly, AMVTs might also elicit variable degrees of MR 
(1, 2). Valvular tethering and distortion seems to be the predomi-
nant mechanism of MR (with an eccentric jet) in patients with 
anatomical type-1 and type-3 AMVTs (2). However, functional 
MR associated with systolic anterior motion (SAM) of the an-
terior mitral leaflet (mostly owing to the Venturi effect of LVOT 

gradient) seems to be more likely in those with anatomical type-
2A AMVT (2). Therefore, identification of a severe SAM pattern 
might confirm the presence of a predominant “functional MR” 
component, and might help determine the surgical approach 
(potentially favoring valve repair) in this setting. We also wonder 
about the presence and degree of SAM in this patient (1).

Fourth, preserving the valvular structure has been the recom-
mended surgical strategy in patients with AMVT (2). However, this 
patient underwent mechanical valve replacement because of the 
reported technical failure to access the AMVT (1). Alternative sur-
gical techniques might allow mitral valve repair in similar clinical 
scenarios. In this context, we also wonder about the degree of 
mitral valvular degeneration and signs of other co-existing AMVT 
types (potentially associated with organic MR) on surgical explo-
ration along with histopathological examination of the excised 
material (this mostly exhibits non-specific findings, including vary-
ing degrees of normal and degenerated valvular tissue with infil-
tration of inflammatory cells and mucous degeneration) (2, 4). 

Finally, the authors elaborated on the compensatory mech-
anisms regarding the late presentation of their case (1). Alter-
natively, we hold the opinion that age-related morphological 
changes (ventricular hypertrophy, sigmoid septum, etc.) might 
progressively heighten the previously insignificant LVOT gradient 
in time potentially leading to the delayed clinical presentation of 
AMVTs. Hence, adjunctive surgical modalities (septal myectomy, 
etc.), on top of AMVT excision, might be necessary to completely 
eliminate the LVOT gradient in certain settings.

In conclusion, AMVT has been a potentially overlooked 
phenomenon because of its strong analogy to other cardiac 
pathologies. Moreover, this phenomenon has important patho-
physiological and clinical implications, largely depending on its 
anatomical location and associated conditions (co-existing con-
genital anomalies, etc.). However, there still exists an absolute 
necessity to further heighten clinical awareness of this interest-
ing phenomenon. 
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