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ABSTRACT
Aim of the study To establish if dental anomalies are linked to systemic features for patients with mitral valve
prolapse syndrome (MVPS). Material and methods We’ve compared the dental findings from 27 patients
diagnosed with MVPS
with the dental features from 27 patients without MVPS. Complete dental,
cardiological and psychological consults were performed. Biochemical and haematological laboratory findings
were followed. Electrocardiogram, echocardiogram, dental X-ray confirmed clinical diagnosis. Treatment
received by patients with MVPS consisted in betablockers, dental procedures and psychological interventions.
Results MVPS was associated with a higher prevalence of dental anomalies and negative impact among life
quality. Conclusions Future researches could reveal algorithms for better understanding of MVPS and dental
associated anomalies, with clinical and practical consequences.
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abnormal fibrillin could affect stretch and
elasticity of connective tissue from heart
valves, aorta, eyes, skin, joints. There are
different phenotype expressions of the
disease: Marfan syndrome, MASS(mitral
prolapsed valve, borderline aorta dilation,
skin and skeletal features) phenotype, mitral
valve prolapse syndrome and only skeletal
marfanoid habitus features(3).
Oral manifestations in fibrillinopathies are
represented by disorders of temporomandibular joints, maxillary protrusion, high

INTRODUCTION
Mitral valve prolapse was first described
by John Barlow, in 1966, as Barlow’s
syndrome (1). It’s a clinical condition due to
myxomatous degeneration of the mitral valve,
sometimes followed by hemodynamical
consequences: severe mitral regurgitation.
Last decade studies confirmed the fact that
MVPS is a genetic disorder, include in so
called fibrillinopathies (2). The defect is due
to mutations or deletions of gene encoding
fibrillin 1(located on chromosome 15).An
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palate, crowded teeth(4). Enamel hypoplasia
is another modification of dental structure and
there is a higher prevalence of periodontal
inflammation in these patients (5). Oral
anomalies are due to abnormal fibrillin 1,
which composes extracellular microfibrils, in
association with elastin or in elastin-free
bundles(6). Risk of infective endocarditis
related to oral pathology and associated
valvulopathies is more prominent at these
patients. Practical consequences are related to
a good oral care, concerning infective
endocarditis prophylaxis.

were advised to avoid pregnancy during this
treatment.
Biological and haematological findings
were about liver function (transaminases),
kidney
function
(serum
creatinine),
electrolyte balance (serum calcium, natrium,
potassium, magnesium), glycaemia, complete
blood count.
Dental consultation followed International
Headache Society’s criteria for temporomandibular joint (TMJ) disorder (7),
enamel defects, periodontal inflammation,
teeth abnormalities. Only 1 patient required
X-ray investigation for temporomandibular
joint, for the others clinical criteria were
sufficient in diagnosing dysfunction of this
joint. Specific dental treatment (orthodonthic,
endodontic) and physical therapy addressed
to temporomandibular joint dysfunction were
performed through dental office. Oral
rehabilitation was very important, because it
provided a self-respect increasing, a possibility for adequate alimentation, esthetical
improvement and prophylaxis against
infective endocarditis.
Psychological consultation used conversation and HAMA (Hamilton anxiety)
scale for psychiatric status assessment. Cognitive Behaviour Therapy was aplicated to
selected patients suitable for this treatment.

MATERIAL AND METHODS
Our study included 56 patients, divided in
2 groups: group A, composed by 27 patients
with MVPS and group B, composed by 27
patients without MVPS. The study developed
during 12 months. We’ve selected control
group (group B) to have the same gender
distribution as group A (80% females) and
similar ages( between 7-38 years old).
All patients were clinical consulted by a
cardiologist, a dentist and a psychologist. The
cardiologist also performed electrocardiogram and transthoracic echocardiography;
skeletal modifications were followed
according to Ghent criteria (7). MVPS has
been defined if the patient had both mitral
valve prolapse (echocardiography) and skeletal features of marfanoid habitus.
Echocardiography was useful for hemodynamical consequences of mitral valve
prolapse assessment: severity of mitral regurgitation, systolic and diastolic left ventricle
functions, associated pulmonary arterial
hypertension- acceleration time of systolic
pulmonary flow, systolic pulmonary artery
pressure. Electrocardiography followed associated tachyarrhytmias and discrete changes
due to left ventricular performances.
Betablockers were recommended if
tachyarrythmias were electrocardiographical
documented and after the female patients

RESULTS AND DISCUSSIONS
Group A, with MVPS revealed a higher
incidence of dental anomalies than group B,
without MVPS. We also followed to select
adequate treatment for cardiological and
dental disorders. Among all 27 patients of
group A, the cardiovascular symptoms were
represented by atypical chest pain (80% from
27-21 patients), palpitations (65% from 27-17
patients) and dyspneea: 76% from 27-20
patients (fig.1).
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Figure 1. Cardiovascular symptoms in group
A (MVPS)

Figure 3. Echocardiography: moderate
mitral regurgitation

Skeletal features for marfanoid habitus
were revealed in all 27 patients from group A;
wrist and/or thumb sign : 20% from 27 - 5
patients; pectus excavatum : 25% from 27- 6
patients; pectus carinatum : 14% from 27- 3
patients; thoraco-lumbar skolyosis and /or
cyphosis : 38% from 27- 10 patients; facial
features (retrognathia, dolicocephalia, malar
hypoplasia, enophtalmia, downslating palpebral fissures) : 32% from 27- 8 patients.
Echocardiography confirmed mitral valve
prolapse in all 27 patients from group A and
quantified severity mitral regurgitation .We
discovered 57% from 27 - 15 patients with
mild valvulopathy; 29% from 27- 7 patients
had moderate mitral regurgitation (fig. 2 and
fig. 3) and only 14% from 27- 2 patients had
severe valvulopathy.

These 2 last patients had echocardiographical modifications due to secondary pulmonary arterial hypertension
(acceleration time pulmonary systolic flow-78
msec and 65 msec, respectively - normal
values being higher than 100 msec; systolic
pulmonary artery pressure- 56 mmHg and 48
mmHg, respectively- normal values between
25-35 mmHg). They refused surgical valve
replacement recommendations.
Electrocardiogram revealed ventricular
premature beats in 37% from 27- 9 patients
and an atrial fibrillation episode in 1 patient
with severe mitral regurgitation. All these 10
patients were up to 16 years and they received
betablockers (Bisoprolol 5mg/day), being
advised to avoid pregnancy during this
treatment.
About laboratory findings there were 2
patients with mild anemia due to prolonged
menstruations and they received substitution
treatment with Ferrous sulphate 100mg /day
for 6 months. They were advised to consult
an endocrinologist and a gynecologist.
Dental consultation discovered temporomandibular joint dysfunction in 35% from
group A - 9 patients and only in 5% from
group B - 1 patient. These patients had the
following criteria (8): recurrent pain in one or
more region of the head/ face; evidence that
pain is due to temporomandibular joint dys-

Figure 2. Echocardiography: posterior and
anterior mitral valve prolapse
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function: precipitating factors of pain –mandible movements /chewing, diminished mandible opening, click sound from temporomandibular joint during mandible movements, tenderness of this joint; headache
resolution after dysfunction joint treatment.
The questions and physical examination
for temporomandibular joint disorder were
performed at the beginning of the study and
after that, every 3 months; the dentist noticed
if there were ameliorations in TMJ function.
Enamel defects were presented in 46%
from group A - 12 patients and only 23%
from group B - 6 patients. Teeth abnormalities (vicious implantation) were revealed
in 25% from group A - 6 patients (fig. 4 and
fig. 5) and in 5% from group B - 1 patient.

Periodontal inflammation had a higher
prevalence among group A - 58% from 27 15 patients, comparing with group B - 7%
from 27 - 2 patients. The differences between
group A and B concerning dental anomalies
are expressed in figures 6 and 7.

Figure 4. Dental anomalies: malocclusion

Figure 7. Dental anomalies in group B
(without MVPS)
All these patients received specific dental
treatment and they all improved their oral and
general health.
Psychological
distress
was
more
prominent in group A than in group B ( a 26
average HAMA scale for group A comparing
to a 12 average HAMA scale for group B:
mild anxiety - higher than 18; moderate
anxiety- higher than 25; severe anxietyhigher than 30).There were 80% from group
A - 21 patients with psychological interventions and favourable evolution.

Figure 6. Dental anomalies in group A
(MVPS)

CONCLUSIONS
1. Patients with MVPS had a higher
prevalence of dental pathology than patients
without MPVS; this observation is con-

Figure 5. Dental anomalies: abnormal
implantation

66

Romanian Journal of Oral Rehabilitation
Vol. 6, No. 4, October - December 2014
cordant to other studies from medical literature according Marfan syndrome (9,10,11).
2. The originality of our study is due to
observation of the patients with a type of
fibrillinopathy - MVPS, different as a
phenotype from Marfan syndrome.
3. Future researches are necessary for

establishing a more powerfull link between
cardiovascular and dental abnormalities in
these genetic disorders.
4. Multidisciplinary collaboration could be
an important objective in our future projets,as
a continuance of this present work.
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