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Introduction 

 
     The mitra l va lve  is  the  heart  va lve  tha t  prevents  the  

backflow of b lood from the  le ft  ventr ic le  into  the  le ft  

a t r ium.  I t  is  composed of two leafle ts  (one  anter ior  and 

one  pos ter ior)  tha t  c lose  when the  le ft  ventr ic le  contrac ts  

(Topol  e t  a l . ,  2004).  
 
 Mitra l va lve  prolapse  (MVP ) ;  is  a  va lvular  heart  

d isease  charac ter ized by the  displacement  of an abnormally 

redundant  thickened mitra l va lve  leafle t  into  the  le ft  

a t r ium during sys tole (Sutton et al., 2002) more  than 2  mm 

above the  mitra l annulus  high points (Freed et al., 1999). 

 
 Mitra l va lve  prolapse  is  c lass ified  into  severa l 

subtypes ,  based on leafle t  thickness ,  concavity,  and type  of 

connect ion to  the  mitra l annulus .  Subtypes  can be  

described as  c lass ic ,  non-c lass ic ,  symmetric ,  asymmetric ,  

fla il ,  or  non-fla il  (Freed et al., 1999). 

 
 Mos t  cases  are  pr imary,  id iopathic  in na ture ,  and 

expressed as  an autosomal dominant  t ra it  tha t  exhibits  both 

sex-  and age-dependent  penetrance (Robert ,  2005)  ,  so  

mitra l va lve  prolapse  c lass ified  into  pr imary form as  in 

familia l ,  non-familia l types ,  Marfan syndrome,  Ehlers -

Danlos  syndrome ( i. e . ;  types  I ,  I I ,  IV)and Myotonic  

dys trophy or  secondary form as  in coronary ar te ry disease  

and hypert rophic  cardiomyopathy(Topol  e t  a l . ,  2004).  
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 The  inc idence  of mitra l va lve  prolapse  in the  genera l 

popula t ion varied grea t ly.  Some s tudies  es t imated the  

inc idence  of mitra l va lve  prolapse  a t  5%-15% or even 

higher  (Leavy et  a l . ,  1987) , and the  female-to-male  ra t io  is  

approximate ly 3:1 ,but  in recent  s tudies  ,  this  inc idence  is  

reduced to  0.6% - 2 .4%  ,  and became equal be tween males  

and females (Sutton et  a l . ,  2002 )  The  age  of onse t  is  10-16 

years .  MVP is  uncommon before  the  adolescent .  I t  is  

usually de tec ted in young adulthood (F lack et  a l . ,  2007).  

 
 As  regard to  the  c linica l p ic ture  of the  disease ,  it  is  

usually asymptomatic  and discovered acc identa lly     

during ausculta t ion or  by echocardiography for  any     

o ther  c linica l reason.  Symptomatic  group of pa t ients     

with MVP experience  pa lpita t ions  ,  syncope ,  modera te  

ches t  pa in,  dyspnea ,  or  neuropsychia tr ic  symptoms 

(Bouknight et  a l . ,  2000).  

 
 The  diagnos is  of MVP is  sometimes  cons idered in 

pa t ients  who have  thin body built  with narrow           

antero-pos ter ior  d iameter  of the  ches t ,  Skele ta l 

abnormalit ies  ( i . e . ;  pec tus  excavatum,  s t ra ight  back,  

kypho-scolios is )  (Bouknight et  a l . ,  2000)  and in females  

with hyperlaxity and high flexibility of the ir  jo ints    

(Araujo et  a l . ,  2008).  

 
 The  majo r  pred ic tors  o f morta l ity a re  the  sever it y      

of  mitra l regurgi ta t ion and  the  e jec t ion frac t io n         

(Sutton et al., 2002).  Genera l ly,  MVP is  a  benign d isorder  

with law  morta l ity ra te .  However,  MVP pat ients  w ith a  
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mur mur,  not  jus t  an isola ted c l ick ,  have  a  genera l morta l it y  

ra te  tha t  is  increased by 15-20%  (Leavy et a l . ,  1987).  

 
 Mos t  pa t ients  need only reassurance ,  those  w ith  

mit ra l va lve  pro lapse  and symptoms o f dysautonomia  

(palpitations,  chest pain) may often get benefit  from            

β -blockers.  Pa t ients  with pr io r  s t roke  and/or  a t r ia l  

f ib r i l la t ion may require  blood th inners ,  such as  aspir in or  

warfar in.  M itra l va lve  pro lapse  associa ted with  severe  

mit ra l  regurgita t ion can be  t rea ted with repair  or  s urgica l  

replacement  o f the  mitra l va lve (Bonow et  a l . ,  2006).  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


