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1  | INTRODUC TION

Marfan syndrome is an autosomal dominant inheritance disorder. 
It affects connective tissue and adversely impacts multiple or-
gans, including the skeletal system, the ocular system, the cardio-
vascular system, fascia, skin and the dural sac (S1,S2). A causative 

fibrillin 1 dominant mutation on chromosome 15 is detected in 
most cases (S1). More than 1000 individual mutations in fibrillin 
1 are associated with Marfan syndrome. About 75% of patients 
with Marfan syndrome have an affected parent, and the remain-
ing 25% have a de novo mutation (S2). The prevalence is esti-
mated to be between one in 5000 and one in 10 000 people in 
all countries and races, with similar distributions in both genders 
(S2,S3).
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Abstract
Aim: The present study aimed to map and summarise the research on children, aged 
0-18 years, with Marfan syndrome, identify research gaps and point to research 
agendas.
Methods: A scoping review was systematically performed by searching multiple da-
tabases from January 1996 to April 2019. Primary studies presenting results on at 
least six individuals aged 0-18 years with Marfan syndrome, diagnosed according to 
the Ghent nosology, were selected.
Results: From 2341 de-duplicated records, 92 papers were included, mapped and de-
scribed. Their topics were diagnostics (12%), cardiovascular matters (50%), skeletal mat-
ters (22%), ocular matters (9%), other medical aspects (5%) and psychosocial perspectives 
(2%). Most studies were from Europe and North America and published between 1999 
and 2019 in subject-specific or paediatric journals, while a few were published in genet-
ics journals. All studies had quantitative designs, and very few were multicentre studies. 
Each study had six to 608 subjects for a total of approximately 5809.
Conclusion: A wide range of research topics on adolescent and paediatric Marfan 
syndrome was found, but qualitative studies and a focus on psychosocial matters 
were lacking. Future investigations addressing noncardiovascular consequences and 
patient experiences are needed, as well as studies reaffirming or replicating existing 
intervention study results.
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There is no pathognomonic test, and Marfan syndrome is eval-
uated clinically by a set of defined diagnostic criteria. Today, the di-
agnosis is based on the 2010 Revised Ghent Nosology for Marfan 
syndrome, known as the Ghent 2 criteria (S4). These criteria evolved 
from a previous version, Ghent 1, established in 1996 (S5). Clinical fea-
tures, family history and genetic testing are the key concepts in Ghent 
2 (S4,S6). In the absence of a family history of Marfan syndrome, aor-
tic root dilatation and ectopia lentis are cardinal clinical features; the 
presence of both is sufficient for an unequivocal diagnosis of Marfan 
syndrome. Otherwise, a causative fibrillin 1 mutation or a combination 
of systemic manifestations is required. In the case of family history, the 
diagnostic criteria place emphasis on ectopia lentis, a systemic score of 
seven points or higher or aortic root dilatation (S4,S6).

Adult patients are diagnosed with Marfan syndrome according 
to the Ghent criteria (S4,S7). The diagnosis is often more difficult to 
verify or reject in children due to the age-dependent manifestation 
of symptoms (S1,S4,S6). The classic symptoms and manifestations 
usually evolve as they grow older. The term nonspecific connective 
tissue disorder has been proposed in case of few systemic features 
assessed by Ghent 2 and borderline aortic root diameters, without 
a fibrillin 1 mutation (S4). In sporadic or familial cases with a fibrillin 
1 mutation and aortic root diameters below the upper threshold for 
normality, the term potential Marfan syndrome has been suggested 
(S4). A mutation occurring in exons 24-32 is associated with a severe 
and complete phenotype of the disorder, including a younger age at 
diagnosis, neonatal Marfan syndrome and shorter survival (S8,S9).1,2

Dilatation of the ascending aorta is highly prevalent in children, ad-
olescents and adults with Marfan syndrome (S7,S10).1 It is known to be 
a progressive aortic disease throughout life with a significantly low life 
expectancy compared to the general population (S11). Early recognition, 
lifestyle recommendations and careful lifelong medical follow-up are es-
sential to reduce early morbidity and mortality in Marfan syndrome (S2). 
Clinicians commonly view the disorder in terms of classic cardiovascu-
lar, ocular and musculoskeletal abnormalities. In addition, people with 
Marfan syndrome report fatigue, reduced physical capacity and endur-
ance, challenges at school and at work, depression and anxiety (S12-S14).

Although surveillance and timely interventions are steadily im-
proving, there are indications that many adults with Marfan syn-
drome do not receive follow-up care and treatment as expected 
(S11). Health services and follow-up routines for children and ad-
olescents seem to be less studied. The spectrum of symptoms may 
influence children and adolescents with Marfan syndrome at various 
ages and to varying degrees. Many research questions have arisen 
given the range of complexities of the disorder.

It is reasonable to expect that the manifestation of symptoms in 
childhood or adolescence would impact patients in their adult lives as 
well. To gain an overview of the current research on paediatric Marfan 
syndrome, a holistic approach, including the clinical, psychological and 
social aspects of the diagnosis, is particularly important. Recently, the 
Preferred Reporting Items for Systematic Reviews and Meta-Analyses 
(PRISMA) Extension for Scoping Reviews guidelines were published, 
describing the use of scoping reviews to map evidence on a topic and 
identify main concepts, theories, sources and knowledge gaps (S15). 

This might be a feasible first step for gaining an overview of studies on 
paediatric and adolescent Marfan syndrome.

A scoping review is a research synthesis based on systematic prin-
ciples. Scoping reviews can be employed to meet various objectives 
and are characterised as reviews of broad questions. They commonly 
examine the extent, variety and characteristics of the evidence on a 
topic and identify research gaps to guide future studies. However, 
unlike the core systematic review concept, a scoping review covers a 
broad review question and does not answer a single or precise clinically 
meaningful question to inform practice (S15,S16). Scoping reviews in-
clude all available research irrespective of the design and present the 
review findings descriptively. Methodological quality assessment of in-
cluded primary studies is usually not covered in scoping reviews (S15).

The aims of the present scoping review were to identify, map and 
summarise all research activity between 1996 and 2019 presenting 
clinical or psychosocial outcomes in children and adolescents aged 
0-18 years with Marfan syndrome. We also aimed to elucidate research 
gaps and point to research agendas concerning this patient group. The 
findings were expected to report on the types of evidence that address 
and inform practice in the field and the range of evidence available.

2  | METHODS

2.1 | Study design and inclusion criteria

Based on the systematic principles of reviewing literature, we ap-
plied the scoping review methodology on peer-reviewed original 
studies (S15,S16). The Joanna Briggs Institute and Collaborating 
Centres’ guidance for conducting scoping reviews was used (S16), 
and the PRISMA Extension for Scoping Reviews directed the pres-
entation of findings. Table 1 presents the inclusion and exclusion 
criteria for this scoping review.

2.2 | Systematic searches

We systematically searched the pertinent literature from January 
1996 to April 2019 in PubMed (MEDLINE), CINAHL, EMBASE, 

Key Notes

• Marfan syndrome is complex to diagnose and follow-up, 
and an overview of relevant research may inform prac-
tice by summarising the range of available evidence.

• The literature covered multiple matters, reflected the 
variety of disciplines involved and showed that the field 
is characterised by quantitative designs, fragmented 
methodologies and few collaborative studies.

• More studies on the noncardiovascular facets of Marfan 
syndrome are needed, including patient experiences.
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PsycINFO, the Cochrane Database of Systematic Reviews and the 
Cochrane Central Register of Controlled Trials. Additional references 
were sought by examining the reference lists of included papers and 
related systematic reviews. The search strategy was limited to humans 
and included a combination of the following terms: Marfan syndrome 
OR Marfan* AND child OR child* OR paediatric OR paediatric* OR 
adolescent OR adolescent*. The field code [All fields] was used.

2.3 | Selection of publications

The amount of papers was expected to cover a variety of topics 
and disciplines. All review steps were performed by two authors as 
described in an á priori, unpublished review protocol. The search 
records were equally distributed for consideration by two pairs of 
authors. The authors individually screened the titles and abstracts of 
the references, and each pair agreed upon the selection of relevant 
papers. The same pairs read the full texts of those papers. In addi-
tion, two authors screened relevant systematic reviews to identify 
potentially eligible publications. Any dispute over the inclusion of a 
particular paper was resolved by asking a third author.

2.4 | Data extraction

One researcher extracted data into a spreadsheet and another checked 
the accuracy. The following data were collected: reference details, type 
of journal, nationality, study period, aim, study design and methods, 
study setting, number of participants and their age, diagnostic criteria 
used for Marfan syndrome and the involvement of patient organisa-
tions when planning and conducting the study. We also noted the con-
clusions presented in each study. Since the latter was not in accordance 

with the scoping review methodology, these details were presented in 
Tables S1-S8. From papers that included a broader age range of partici-
pants than our selected range, we extracted and presented data only on 
individuals aged 0-18 years with Marfan syndrome.

2.5 | Presentation of the findings

We sorted the primary studies into six main topics: diagnostics, car-
diovascular matters, skeletal matters, ocular matters, other medical 
aspects and psychosocial perspectives. The results for each topic 
were presented in a descriptive manner using text and figures. Some 
of the studies covered several topics and therefore they could have 
been placed within more than one topic heading. The papers were 
placed and described within topic headings that suited the main aim 
of the original study the most.

Detailed tables covering all included studies are provided as 
Tables S1-S8. The discussion section elucidates the main review 
findings, research gaps, strengths and limitations of the review 
methodology, as well as reflections on future research. A table of 
excluded publications with the reasons for exclusion is available as 
Table S9, and systematic reviews screened for potentially eligible 
references are available as Table S10. All the studies included in the 
review results are shown in the list of references. Other references 
are provided online as supplementary material and prefixed by an S 
in the text (Table S11).

3  | RESULTS

Figure 1 presents a flow chart of the inclusion process and the dis-
tribution of unique references grouped according to topics. The 

TA B L E  1   Inclusion and exclusion criteria

 Inclusion Exclusion

Population of 
interest:

People with Marfan syndrome according to the Ghent 
nosology (S4,S5) aged 0-18 y.

For the purposes of generalisability to the population of 
interest: Studies that included a broader population needed 
to present separate results on at least six children and/or 
adolescents with Marfan syndrome to be relevant for this 
review.

Results from mixed populations needed to comprise ≥ 80% 
Marfan syndrome age 0-18 y.

Studies of other genetic connective tissue disorders such 
as Loeys-Dietz syndrome, Ehlers-Danlos syndrome 
or other aortic disorders were excluded if sufficiently 
results from the Marfan syndrome group could not be 
separated.

Publications 
relevant for 
inclusion:

Primary studies published in peer-reviewed journals.
Systematic reviews were relevant for the purposes of hand-

search for relevant references of primary studies.

Case studies; studies with <six participants with Marfan 
syndrome aged 0-18 y; conference abstracts; posters; 
reports; book chapters; expert opinions; guidelines. 
Unpublished data (grey literature) was not included. 
Papers published before the establishment of the Ghent 
criteria (1996) (S4,S5).

Outcomes: Any clinical and patient-reported outcome Studies with genetic or laboratory findings only; studies 
without any clinical data or without any patient reported 
outcomes.

Languages: English, German, Scandinavian  
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literature search revealed 2341 de-duplicated records, of which 289 
were read in full. After the application of the inclusion criteria, 92 
papers were included in the present review.1-92

The main topics covered were diagnostics (12%),1-11 cardiovascular 
matters (50%),12-57 skeletal matters (22%),58-77 ocular matters (9%),78-

85 other medical aspects (5%)86-90 and psychosocial perspectives 
(2%). 91,92 Most papers were published in subject-specific journals, 
most commonly in heart journals (41%), as shown in Figure 2. Figure 3 
illustrates that the overall clinical research on paediatric Marfan syn-
drome increased between 1996 and 2019.

3.1 | Context

Most of the 92 studies of paediatric Marfan syndrome, which were 
conducted from 1999 to 2019, were undertaken in Europe (47%) and 
North America (27%). Another 12% were studies from Asia, while 
only 3% were from South America. The remaining 11% were mul-
ticentre studies conducted in several countries, with the Paediatric 
Heart Network Marfan trial representing seven of the included 
publications.26,32,47-49,56,91 We were unable to identify any relevant 
studies from Oceania or Africa. The study sample populations were 
mainly recruited from hospitals, most commonly from dedicated 
Marfan clinics (approximately 25%) or children's departments (22%). 
A few studies recruited participants from ophthalmology depart-
ments (4%), medical genetic centres (8%), radiology departments 
(3%), orthopaedic clinics (4%) and other departments (11%), or they 
did not report from which department (11%). Some studies collected 
their study samples from several departments or institutions (12%). 
The children and adolescents may have been included in several of 
the presented investigations. As such, the total number of partici-
pants might have been lower than the sum (approximately 5809) 
of participants from the included studies. In terms of collaboration 
with patient organisations, two studies, one of them presented in 
seven papers, indicated a collaboration with the National Marfan 
Foundation.26,32,33,47-49,56,57 None of the other papers discussed the 
involvement of patient organisations in planning and conducting the 
studies.

Of the 289 publications read in full, 197 (68%) did not meet the 
review inclusion criteria (Table S9). A common reason for exclusion 
was that the use of the Ghent diagnostic criteria was either lack-
ing or not explicitly stated. Another reason was the absence of a 
separate presentation of findings of a minimum of six children or 
adolescents with Marfan syndrome. Also, many publications were 
not scientific peer-reviewed studies. No exclusions were made on 
the basis of gender or ethnicity.

3.2 | Diagnostics (clinical manifestations and 
evolution)

We identified 11 observational studies (2001-2018) focused on diag-
nostics1-11 (Table S1). Some illuminated phenotype evolution during 

childhood1,10,11 or clinical manifestations and evaluations against 
Ghent 2.3,7,8 Others correlated the clinical phenotype and the nature 
of the fibrillin 1 mutation1,2,4,6,11 or tested a risk score for suspected 
paediatric Marfan syndrome.5 Neonatal Marfan syndrome was in-
cluded in four papers.1,2,4,6,9 Of these, three had some overlapping 
of participants.1,2,9

The diagnostic studies comprised one prospective study,3 two 
cross-sectional studies,5,6 five registry-based studies1,2,7,9,10 and 
three retrospective chart reviews.4,8,11 A single-study compared 
results with healthy controls.10 Most studies were conducted in 
Europe (n = 6), North America (n = 2) or Asia (n = 1), while two reg-
istry studies involved multiple countries. Patients were recruited 
from Marfan clinics,5,6,10,11 medical genetic centres4,8 and a chil-
dren's heart centre.3 There were three registry studies that included 
probands from the Universal Marfan Database-FBN1,1,2,9 and one 
collected data from the National Heart, Lung, and Blood Institute 
and was sponsored by the National Registry of Genetically Triggered 
Thoracic Aortic Aneurysms and Cardiovascular Conditions.7 The 
study populations ranged from 24 to 320 children and adolescents, 
aged 0.01-18 years, for a total of about 1110 children and adoles-
cents with Marfan syndrome.

3.3 | Cardiovascular matters

Concerning cardiovascular matters, 46 publications matched our in-
clusion criteria.12-57 We sorted the papers into three subtopics by 
focus area: cardiovascular diagnostics (n = 16), features (n = 14) and 
medical and surgical treatment (n = 16; Tables S2-S4). Results from 
the Paediatric Heart Network Marfan trial from 2007 to 2011 were 
presented in several publications.26,32,33,47,48,56

The studies concerning cardiovascular diagnostics (2003-
2018) dealt with biophysical properties, different techniques for 
cardiovascular imaging and the utility and feasibility of different 
measures of the aorta and valves12-27 (Table S2). In total, there 
were nine cross-sectional studies, one prospective cohort study, 
five retrospective chart reviews and one multicentre clinical trial. 
Among these, 11 studies compared outcomes with healthy con-
trols,12-17,19-21,23,27 and one study19 established nomograms, which 
were later used in another of the included studies.23 The stud-
ies contained between six and 608 children and adolescents with 
Marfan syndrome in the studied age range, for a total of 1276 
children and adolescents. Most studies were conducted in North 
America (n = 6), Europe (n = 4), South America (n = 2) or Asia (n = 2). 
Another two were multicentre studies with multiple countries in-
volved, including Austria, Switzerland and Germany, as well as the 
Paediatric Heart Network Marfan trial. Patients were recruited 
from Marfan clinics,19,23 paediatric cardiology clinics,13,15,16,18,22,24 
radiology departments20,27 or other clinics.12,17,21,25 In addition, 
the authors of one study recruited from several departments 
within their institution,14 while another recruited participants to 
the Paediatric Heart Network Marfan trial from several depart-
ments and countries.26
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In total, 14 papers based on 13 studies (2001-2018) concerned 
cardiovascular features28-41 (Table S3). Some dealt with the pro-
gression of cardiovascular findings28,31,34 or compared the results 
from children with those of adolescents and adults with Marfan 
syndrome.41 Another study 29 compared the pattern of aortic 

dilation between a group of children with Marfan syndrome with 
controls and patients with bicuspid aortic valves. Several pa-
pers30,35,38,39 reported on mitral valve prolapse. Meanwhile, one 
study showed the prevalence of main pulmonary artery dilatation 
and its association with the occurrence of aortic root diameter, 

F I G U R E  1   The flow chart shows the search results and the inclusion and exclusion of publications. Based on the study aim, each included 
paper was categorised into one of the six topics
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mitral valve prolapse and systemic manifestations of Marfan syn-
drome compared to patients without main pulmonary artery dil-
atations.37 A trial with children with no previous aortic surgeries 
or dissections studied the prevalence of arrhythmias in relation 
to clinical and echocardiographic factors.33 Data were also anal-
ysed from echocardiograms at 0, 12, 24 and 36 months for 608 
trial subjects to identify predictors of rapid aortic root diameter or 
referrals for aortic root surgery.32 Regarding study design, there 
were three prospective studies,34,35,37 one cross-sectional study,41 
eight retrospective chart reviews28-31,36,38-40 and one randomised 
controlled trial (two papers), that provided baseline data and find-
ings.32,33 The studies included between eight and 608 children and 
adolescents, aged 0.5-18 years, for a total of 1260. Most were con-
ducted in Europe (n = 8), with a few in North America (n = 3) and 
Asia (n = 1). In addition, one study, reported in two papers, was a 
multicentre study involving several countries. Most patients were 
recruited from single centres, including Marfan clinics with multi-
disciplinary teams,34,35,37,38 paediatric heart departments or car-
diology departments28,29,31,40,41 and paediatric departments.36,39 
Two papers reported from a multicentre study with 14 participat-
ing centres,32,33 while recruitment was unclear in one paper.30

There were 14 cardiovascular treatment studies (1999-2018), 
presented in 16 publications.42-57 These focused on antihypertensive 
medication,42,43,45,47-57 while two studies investigated surgical man-
agement44,46(Table S4). Angiotensin II receptor blockade (Losartan) 
monotherapy was tested in relation to aortic root dimension progres-
sion and according to the dosing regimen in young Marfan patients.53 
Beta-blocker monotherapy to control the dimensions of the aortic root 
and ascending aorta was investigated in four studies.50,51,54,55 Another 
paper presented outcomes from a study that combined treatment with 
Angiotensin II receptor blockade and beta-blocker therapy to evaluate 
tolerability and progression of aortic root dimension.43 A retrospec-
tive study reported the results of Angiotensin II receptor blockade 

monotherapy alone and in combination with beta-blocker therapy 
in patients who had evidence of severe aortic root enlargement or 
rapid increase in aortic diameter.42 In addition, in a prospective study, 
young Marfan patients were followed for two years after initiating 
Angiotensin II receptor blockade therapy; about a third of them also 
had beta-blocker therapy.45 Furthermore, beta-blocker therapy versus 
Angiotensin II receptor blockade was investigated in two studies and 
presented in six papers.47-49,52,56Meanwhile, a study explored the use-
fulness of an angiotensin-converting enzyme inhibitor in comparison 
with beta-blocker therapy on aortic distensibility.57 The occurrence 
of adverse drug reactions or side effects was reported in most of the 
treatment studies.42,43,47,51-53,55,57 Cardiovascular surgery, including 
the management of mitral regurgitation in Marfan syndrome during 
infancy and early childhood, was presented in two studies.44,46 One 
was a small cross-sectional study with prospective follow-up data of a 
median of 3.5 years,46 while the other was a retrospective study with 
cardiovascular surgery outcomes.44 The studies included between six 
and 608 children and adolescents, aged 0.5-18 years, for a total of 
1327. The treatment studies were mostly conducted in North America 
(n = 5), Europe (n = 4), South America (n = 1) or Asia (n = 2), while two 
were published as multicentre studies with two or more countries 
involved. Participants were recruited from single centres, including 
Marfan clinics,44,45,50,53 a paediatric department or hospital,54,55 pae-
diatric cardiology or cardiology departments52,57 and a medical genetic 
clinic,42 or this information was not given or unclear.51 One randomised 
controlled trial involved 14 clinical centres.43,46,49,51,56,57

3.4 | Skeletal matters

There were 20 papers (2000-2018) on skeletal features that matched 
our inclusion criteria58-77 (Table S5). The topics included orthopaedic 
signs,58,59 growth and growth-reductive therapy,73-77 bone mineral 

F I G U R E  3   Included papers concerning 
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syndrome related to publication year and 
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status,66-69 scoliosis and spinal deformity,61-65 pectus excavatum re-
pair,60 and mandibular and oral manifestations.70-72

Studies on orthopaedic signs included one paper that reported the 
prevalence of 10 typical musculoskeletal alterations and compared 
the skeletal growth of patients in the target age range with adults.59 
Another study assessed anthropometry, musculoskeletal alterations 
and the prevalence of physical therapy treatments among patients 
with Marfan syndrome.58 To gain a better understanding of the growth 
pattern in Marfan syndrome and how growth charts could help mon-
itor growth-reductive therapy, three papers reviewed anthropometric 
data.73-75 The authors generated Marfan syndrome-specific growth 
charts based on measurements from birth through age 20 or based 
on longitudinal measurements. A retrospective study77 examined the 
accuracy of the Bayley and Pinneau method and the Tanner method 
for predicting adult height. This study also reported on the effects of 
growth-reductive therapy (sex hormone).77 Another study included 
girls in the evaluation of a stepwise regimen of estradiol valerate to 
control height development.76 Several studies on bone mineral sta-
tus included patients aged 3-25 years and conducted dual-energy 
X-ray absorptiometry to measure bone mineral density in g/cm2 and 
Z-scores.66-69 Of these, one study also used the BoneXpert system to 
study the hand skeleton68 and another69 compared the dual-energy 
X-ray absorptiometry measurements of patients treated with losartan 
and those not treated to assess the effect on bone mineral density. All 
four studies also compared the data with controls.

Moreover, four studies investigated the results of spinal fusion 
61-64 and one investigated the use of brace treatment for scolio-
sis.65 Another study reported the clinical differences, surgical man-
agement and postoperative outcomes between Marfan syndrome 
patients and those who were marfanoid compared with others un-
dergoing minimally invasive pectus excavatum repair.60

Furthermore, two cross-sectional studies dealing with oral man-
ifestations70,71 measured, among others, the prevalence of caries. 
Besides, one experimental study72 reported the effects of rapid 
maxillary expansion and mandibular advancement in improving the 
airway patency of children aged 8-10 years with Marfan syndrome. 
The intervention aimed to correct class II malocclusions and prevent 
obstructive sleep apnoea.

Within the umbrella of skeletal matters, seven were cross-sec-
tional studies,59,66-71 12 were retrospective studies,60-65,72-77 and 
one was a nonrandomised experimental study with a control 
group.72 In total, the 20 papers reported on 1355 (eight to 339) 
children and adolescents with Marfan syndrome. The studies were 
conducted in Europe (n = 9), North America (n = 5), Asia (n = 5) 
and South America (n = 1). The patients were recruited by a de-
partment of dentistry for special needs patients,72 Marfan clin-
ics,58,69,71,73 orthopaedic clinics,62-64 multiple departments in a 
medical centre,75 medical genetics departments,67,74 paediatric 
and genetic departments,77 a surgery department in a children's 
hospital60 and adolescents in a gynaecology clinic.76 One of the 
studies collected data from patients from 11 institutions.61 In ad-
dition, participant recruitment details were not given or unclear in 
three studies.65,66,68

3.5 | Ocular matters

There were seven studies (2011-2018), presented in eight papers, 
on different aspects of ocular manifestations that matched our in-
clusion criteria78-85 (Table S6). The topics included macular and 
optic nerve topography82; biometry characteristics, including axial 
length, aqueous depth, corneal astigmatism, central corneal thick-
ness, lens thickness and corneal curvature.78,81,84,85 Ectopia lentis as 
an initial symptom of Marfan syndrome without other manifesta-
tions83 and surgical techniques and postoperative clinical courses 
for ectopia lentis79,80 were also studied. We included two cross-
sectional studies,78,82 one of which was a collaborative effort from 
three institutions,78 and five retrospective studies presented in six 
papers.79-81,83-85 Among the retrospective studies, one provided a 
nonsystematic literature review of the surgical management of ecto-
pia lentis in patients with Marfan syndrome.80

In total, the ocular studies investigated 254 (8-95) children and 
adolescents, aged five months to 18 years, with Marfan syndrome. 
The studies were conducted in North America (n = 4), Europe (n = 2) 
and Asia (n = 1, two papers). Patients were recruited from ophthal-
mologic departments,79,80,82,84,85 a medical genetic department,83 a 
Marfan clinic81 and an annual National Marfan Foundation confer-
ence.78 One study79 had a follow-up about 14 years after lensectomy.

3.6 | Other medical aspects

There were five publications (1999-2018) comprising other medical 
aspects that met the inclusion criteria86-90 (Table S7). Of these, four 
focused on dural ectasia,86-88,90 while the fifth reported on aspects 
of the transition from childhood to adulthood for those with Marfan 
syndrome.89

Two studies were retrospective,86,87 two were cross-sectional 
single-centre studies,89,90 and one was a cross-sectional multicentre 
study.88 Three dural ectasia studies compared magnetic resonance 
imaging patient results with control subjects.86-88 One of them cal-
culated dural sac ratios and proposed cut-off values,87 while another 
study90 used these cut-off values for the assessment of dural ecta-
sia. The total number of individuals studied was 220 (12-149). The 
dural ectasia studies included 91 children and adolescents, aged 
1-21 years, and a study that elucidated the process of transitioning 
to adult care recruited 149 participants.89 All investigations in this 
category were conducted in Europe. The patients were from Marfan 
clinics,89,90 a department of radiology87 and multiple centres and 
departments.86,88

3.7 | Psychosocial perspectives

There were two papers on health-related quality of life in children 
and adolescents with Marfan syndrome91,92(Table S8). In one,92 the 
authors used the self-reported KINDL-R questionnaire to study 
quality of life and compared outcomes with age-matched controls. 
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In the other,91 the authors used the Paediatric Quality of Life 
Inventory and compared data with an age-matched general popu-
lation. Furthermore, the former was based on a prospective non-
randomised single-centre study of 46 patients from a paediatric 
cardiology department in Europe.92 The latter used data from the 
Paediatric Heart Network Marfan trial of 321 children from 20 cen-
tres in North America and one centre in Europe.91 The total number 
of individuals studied was 367.

4  | DISCUSSION

This was the first scoping review providing a holistic overview of 
research, published between 1996 and 2019, on clinical and psy-
chosocial matters of children and adolescents with Marfan syn-
drome. The review also reflected the variety of disciplines involved 
with this disorder. The 92 reviewed papers covered a wide range 
of topics, the majority of which 67% concerned the frequency of 
and techniques for measuring Marfan syndrome manifestations. 
Another 30% were reports from medical or surgical interventions, 
while psychosocial matters were rarely (2%) covered by the re-
search. Of the six main topics, cardiovascular matters dominated 
the literature, as reflected by the increase in publications on car-
diovascular diagnostics, features and treatment during the stud-
ied time period. All of the studies used a quantitative approach. 
Research gaps ranged from little documentation on the preva-
lence and management of certain major Marfan syndrome mani-
festations in children and adolescents to a lack of reported patient 
experiences. Examples of Marfan-specific research gaps are dis-
cussed below, along with general research gaps concerning design, 
setting and health service perspectives.

The reviewed studies were published in a broad spectrum of 
journals, and clinicians and experts in the field of Marfan syn-
drome should notice that variety when collecting information 
to guide practice or when planning primary or secondary stud-
ies. Furthermore, topics were frequently studied within a symp-
tom umbrella, such as ectopia lentis, scoliosis and dural ectasia. 
Therefore, the paper headings did not necessarily include the term 
Marfan syndrome. Moreover, the diagnostic papers reported on 
multiple subtopics, and our review could have presented relevant 
information from these studies under more than one topic head-
ing. When mapping the papers, we sorted them into topics accord-
ing to their main study purposes. Nevertheless, the review results 
can serve as a brief overview of each topic to be considered to-
gether with related research and expert opinions when planning 
investigations and clinical follow-up routines. Critical evaluations 
of the original studies would then be necessary. Due to the nature 
of this review, we did not conduct a risk assessment of biases of 
included studies. Even so, the collected documentation may serve 
as an indicator of the robustness of the current evidence on pae-
diatric Marfan syndrome, with study designs and information on 
methods, study samples and study details provided in the Tables 
S1-S8.

4.1 | Clinical manifestations and applied 
measurement techniques

Many of the included studies contributed to the knowledge of 
early recognition of Marfan syndrome. Not surprisingly, a third 
of the papers dealt with cardiovascular features and evaluations 
of the aortic root and valves, as these are prone to become major, 
life-limiting features of Marfan syndrome.12,13,15-29,31-34,36,37,39-41 
Important characteristics of biophysical properties and poten-
tially valuable additional markers of disease severity in young 
Marfan patients were presented in the papers, as were sug-
gestions for routine follow-up cardiac evaluations. Different 
studies reported on different measurement methods, for 
example, when assessing aortic root size by echocardiogra-
phy.12,14,15,17-19,22,23,25-27 The quantification of aortic root dila-
tation was deemed challenging, and several primary studies 
pointed to the fact that techniques to perform the measure-
ments have varied.13,21,23 Further investigations to determine 
best practice in routine electrocardiographic screening in the 
paediatric Marfan population were among the highlighted top-
ics.13 Also, several authors focused on other specific systemic 
features and how to measure and report findings,86-88,90 while 
10 studies1,3-9,11 investigated clinical manifestations in general. 
Also, different measurement methods were used to measure 
the dural sac.86-88,90 The techniques used in earlier studies ap-
plied evaluation techniques that may be dated today. However, 
judgements on the suitability of applied techniques need to be 
discussed in studies, by experts and reviewed based on relevant 
guidelines.

Other features studied were ocular manifestations, orthopae-
dic signs and oral features (odontology). The ocular studies pro-
vided some perspectives concerning future studies. For example, 
a large prospective epidemiological study on retinal detachment 
was suggested.79 Also, a future study of the underlying pathologi-
cal mechanisms causing zonular instability in ectopia lentis and the 
development of increased corneal astigmatism was proposed.85 
Three studies66,68,69 on bone mineral density all mentioned the im-
portance of including investigations of physical activity, exercise and 
muscle strength and information on calcium intake, vitamin D and 
bone turnover markers in future studies. The authors also under-
lined the known limitations of dual-energy X-ray absorptiometry and 
a problem with the correct interpretation of results. Longitudinal 
studies to evaluate the natural history of bone disease in children 
and adolescents with Marfan syndrome was suggested, as well as 
studies applying experimental designs to study the effects of po-
tential therapies.67 Research on oro-facial and dental defects was 
scarce. Future primary studies need to look at the role of oral signs, 
the timely treatment of dental problems and dentists’ involvement in 
a multidisciplinary approach to the diagnosis and handling of paedi-
atric Marfan syndrome.

Among studies concerned with phenotypic manifestations 
of Marfan syndrome based on current diagnostic criteria, a large 
study based on data from the Genetically Triggered Thoracic Aortic 
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Aneurysms and Cardiovascular Conditions registry provided sub-
stantial information to the disease spectrum.33 This registry study 
was categorised to diagnostics and provided important information 
on the broad spectrum of features, and specifically on cardiovascu-
lar matters.

4.2 | Medical and surgical treatment in paediatric 
Marfan syndrome

A total of 28 papers reporting outcomes of interventions were 
identified, including investigations of antihypertensive medica-
tion26,42,43,45,47-57 and cardiovascular surgery.44,46 Outcomes follow-
ing lensectomy,79,80 growth-reductive treatment effects,76,77 pectus 
excavatum surgery,60 scoliosis surgery and brace treatment61-65 and 
interventions for improved airway patency and the prevention of ob-
structive sleep apnoea72 were also investigated.

The intervention studies on antihypertensive medications in-
cluded only two randomised controlled trials,43,47-49,56 while an-
other two were nonrandomised comparative studies.54,57 Due to 
the heterogeneous nature of the different approaches in terms of 
the study designs, types of interventions and dosages of medica-
tions in current studies, we want to highlight the importance of 
applying comparative methods in future studies. As also explained 
in several reviews of antihypertensive medications in Marfan syn-
drome, the judgement of consistency from one study of interven-
tions to the next is of special importance (S17-S21). Hopefully, 
such assessments will be feasible in future meta-analyses, includ-
ing grading confidence in the results, which would be highly in-
formative for clinical decision-making processes. The occurrence 
of adverse drug reactions or side effects was commented on by 
approximately 80%42,43,47,51-53,55,57 of the studies on antihyperten-
sive medication. This type of reporting should be mandatory, even 
if there were no side effects. In summary, the papers on antihyper-
tensive medications forwarded few proposals to future studies. 
Concerning ocular matters, one study on lens surgery proposed 
the need for long-term prospective or randomised studies to de-
termine the safety of intraocular lenses fixation in children with 
Marfan syndrome.80

As for other fields, it is possible that treating tall stature was 
investigated in mixed populations incorporating paediatric Marfan 
syndrome. When it comes to growth-reductive medical therapy, 
there were only two small studies,76,77 but neither elaborated on 
the reasons for growth-reductive therapy. Psychosocial factors may 
have constituted the main reason for treating tall stature, as in the 
general populations(S22). Moreover, one study60 only investigated 
results from pectus repair. The authors concluded that future analy-
sis should include postoperative cardiac evaluations, among others, 
to determine whether there are improvements in cardiac status after 
pectus repair.60

Surprisingly, no study specifically focused on spontaneous pneu-
mothorax in children and adolescents with Marfan syndrome. We 
also noticed that the management of orthopaedic deformities such 

as protrusio acetabuli, pes planus and hindfoot valgus was lacking in 
studies of paediatric Marfan syndrome. Furthermore, studies have 
not yet evaluated the effects of recreational physical activity pro-
grammes, low or moderate intensity exercise in children and ado-
lescents with Marfan syndrome (S23). The best way to exercise is 
one of the more commonly asked questions from patients and par-
ents in the clinical setting. Prospective data collection on activities 
and relevant outcomes including cardiovascular follow-up details, as 
part of the usual follow-up routines would be valuable. Pain and fa-
tigue could also be important parts of study outcome assessments, 
as these and other symptoms were rarely covered in the selected 
studies.

4.3 | Psychosocial aspects

Despite one systematic review (S12), which showed that Marfan 
syndrome had a significant impact on daily life, the research gap 
on the psychosocial aspects in children and adolescents is nearly 
total. Another review also concluded that studies on psychological 
and neuropsychological domains in Marfan syndrome were sparse 
(S24). Only two studies on psychosocial matters were included in our 
review on children and adolescents, and both dealt with quality of 
life.91,92 The studies applied general measurement tools for children 
to capture physical, emotional, social and school or work function-
ing. The authors highlighted the value of re-evaluating the popula-
tion when they reached adulthood.92 Future studies on children and 
adolescents should also pay attention to the association between re-
ported neurodevelopmental disorder and Marfan syndrome to help 
guide clinical practice. It is also worth mentioning that psychosocial 
studies were excluded from our review due to the absence of the 
Ghent criteria or the use of self-reported diagnoses. Some studies 
within other presented topics might have reported on psychosocial 
aspects as a subtopic.

4.4 | General research gaps and future perspectives

According to the available research covered in this paper, we can 
conclude that there were major research gaps in multiple topics re-
garding children and adolescents with Marfan syndrome. Although a 
wide range of clinical research questions were addressed, continuing 
efforts should reaffirm or replicate their results across more stud-
ies. As this scoping review may serve as a precursor for systematic 
reviews, we want to highlight the need for high-quality syntheses of 
research on cardiovascular features, diagnostics and treatment with 
antihypertensive medications. According to the international pro-
spective register of systematic reviews, PROSPERO, two ongoing 
systematic reviews probably include paediatric Marfan syndrome. 
However, the research evidence appeared too fragmented and lim-
ited to systematically review noncardiovascular matters of paediat-
ric patients with Marfan syndrome with single or precise clinically 
meaningful questions. Nonetheless, systematic reviews containing 
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very few or even no studies (S25) can also help specific areas move 
forward and provide directions for future research in order to fill 
knowledge gaps.

Developing research priorities for complex disorders, such as 
Marfan syndrome, which involve a wide variability of manifesta-
tions, is a challenge in itself. Therefore, cooperation between pa-
tient organisations, professionals within different specialties and 
institutions and across borders is ideal. Furthermore, our docu-
mentation captured few studies in continents besides Europe and 
North America. The advantages of cooperation across centres and 
nations are known as especially important in terms of research 
on rare disorders (S26). However, even though rare disorders can 
greatly benefit from research collaboration across institutions and 
countries (S27), surprisingly few (11%) such studies were identified 
for paediatric Marfan syndrome. The largest multicentre study was 
the prospective trial designed and performed by the Marfan Trial 
Subcommittee of the Paediatric Heart Network from 2007 to 2011. 
The trial included patients from 21 international sites. The findings 
were presented in many papers, indicating its substantial contri-
bution to the knowledge of children and adolescents with Marfan 
syndrome.20-26 We expect the proportion of future study initiatives 
based on transnational registry data or multicentre data collection to 
increase markedly. Better understanding of natural history through 
the creation of common registries and databases should also be an 
important, ongoing goal (S27).

Very little evidence was found about the perceptions or experi-
ences of patients. Patient and parent experiences of health services, 
health advice, perceived load of disease and treatment, coping and 
every-day life are required for a full understanding of the disease 
burden. In examining the table of excluded studies (Table S9), there 
were no indications that these research aspects were highlighted in 
those studies either.

Although not a specific research question of this review, we no-
ticed very little information in the included studies, on the organisa-
tion of healthcare services concerning paediatric Marfan syndrome. 
Thus, we propose that future research papers on children and ado-
lescents with suspected or verified Marfan syndrome provide such 
information. Organisational details, such as at what organisational 
level the study recruitment took part and what specialties were 
involved, would be important information to fully understand the 
effects of Marfan syndrome. Facts concerning referral procedures 
and national genetic testing restrictions or options would also be 
interesting details. In addition, in our clinical practice, we are often 
confronted with dilemmas concerning diagnostics, follow-up rou-
tines and the treatment of children and adolescents, and there is an 
emerging need for research on these topics.

A shared database with priorities and research strategies, core 
datasets, research tools and conceptual clarifications would be a 
valuable resource to reach common research goals. The involve-
ment of patient organisations in all stages of fundamental and clin-
ical research, including funding, has been proposed (S28). Today, it 
is preferred to involve patients’ voices when planning and conduct-
ing clinical research. However, few studies on paediatric Marfan 

syndrome indicated such collaboration.26,32,47-49,56,91 As highlighted 
by The International Rare Diseases Research Consortium, placing 
the patients at the centre of clinical research is paramount to fully 
understand diseases and to identify important end points (S29). 
Please note that this review did not collect data from published 
study protocols where information on patient contributions in the 
research process might have been documented.

In addition, during the review process, we noted a variability in 
the references to the Ghent criteria, with Ghent 110,73 also referred 
to as the revised Ghent criteria,57 De Paepe's diagnostic criteria,63 
the revised diagnostic criteria for Marfan syndrome,4 the Ghent no-
sology86 the original Ghent criteria56,91 or the classical Ghent cri-
teria.5 Meanwhile, Ghent 210,73 also was referred to as the revised 
Ghent criteria5,7 or abbreviated.37 According to the table of excluded 
studies, available in Table S9, multiple studies did not explicitly pres-
ent information and results on children and adolescents with Marfan 
syndrome. For example, 12 excluded references reported on oph-
thalmological surgical interventions. Of these, seven did not report 
the use of Ghent criteria. Meanwhile, the others did not present 
separate data or conclusions for paediatric patients, but they sum-
marised their results with adult data or with diagnoses other than 
Marfan syndrome. This illustrates the importance of presenting 
detailed information to make the results more relevant for paedi-
atric Marfan syndrome. Following guidelines on conducting and re-
porting research, which are easily available from the Enhancing the 
QUAlity and Transparency Of health Research (EQUATOR) Network 
(S30), will increase the overall study quality and ensure meaningful 
reporting.

4.5 | Strengths and limitations

The main strengths of this review were the exhaustive and sys-
tematic search for relevant literature, the careful inclusion process 
with judgements made by at least two authors and the presentation 
of studies that strictly used the Ghent criteria. The present paper 
also disclosed information on the methods and conclusions from in-
cluded studies, thus providing a thorough overview of the research 
on paediatric Marfan syndrome. In addition, tables covering the ex-
cluded papers (Table S9) and relevant reviews (Table S10) provided 
useful additional information. A predefined protocol guided the re-
view process and was important for transparency and reducing the 
risk of selection bias.

In terms of limitations, we underline the possible existence of 
relevant studies not captured by our search. Our search may have 
missed relevant studies that were not indexed with or did not men-
tion the underlying Marfan syndrome diagnosis. For example, this 
might have occurred with papers focusing on an eye condition such 
as ectopia lentis or lens subluxation, but not exclusively on Marfan 
syndrome. Likewise, this could have happened with intervention 
studies on topics such as lens implantation, lensectomy and intra-
ocular lens fixation. Concerning skeletal issues, such as scoliosis, 
pectus excavatum and carinatum, studies could have investigated 
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the prevalence or the effect of a skeletal deformity intervention. 
In addition, papers on Marfan syndrome that included adults might 
have given separate results of paediatric patients, which we might 
not have found when screening the full-text papers. Furthermore, 
we did not use infant, toddler, neonatal or similar search terms. 
Therefore, our search might have overlooked relevant publications.

Ideally, a review should include all relevant studies regard-
less of language and publication status to avoid publication bias. 
However, this was not possible in our review due to lack of time, 
resources and facilities for translation. Therefore, this review was 
limited to peer-reviewed papers published in English, German or 
the Scandinavian languages. Relevant studies might also have been 
published as reports, book chapters or conference abstracts, and—
unfortunately—some remain unpublished. In addition, although 
case studies are a very common design in rare disorder publica-
tions, the current scoping review did not have the capacity to 
include them. Future systematic reviews of specific research ques-
tions could consider including studies with very few participants to 
the entirety.

This scoping review did not address concepts and information 
within the six topics in detail. Therefore, researchers, clinicians and 
other specialists should read the full texts of papers of interest to 
gather detailed information. We encourage the critical reading of 
full-text papers to judge their importance and decide how to use 
their findings in clinical settings and further studies and/or in plan-
ning follow-up routines. According to the scoping review methodol-
ogy (S15), we did not evaluate the risk of bias nor did we grade the 
quality of the evidence of the results.

The included studies were not found to be representative of 
paediatric Marfan syndrome globally, since most were from Europe 
and North America. Furthermore, the studies may have induced bias 
towards severe cases since the majority of study samples were re-
cruited from hospital specialist departments or based on hospital 
registry data. Also since clinical features appear with age, studies 
with clinical diagnoses likely selected the children and adolescents 
with the most severe symptoms. Furthermore, to ensure that the 
present findings were relevant to the population of interest and not 
combined with other connective tissue disorders, we strictly lim-
ited our selection to papers that presented the use of or referenced 
Ghent 1 or 2 criteria. As such, mild Marfan syndrome cases, as well 
as cases of suspected but not yet verified Marfan syndrome, were 
probably underrepresented.10 Furthermore, many of those with mild 
symptoms will first be diagnosed in adulthood.

5  | CONCLUSION

The scoping review methodology was a feasible method to gain a 
broad overview of the research on paediatric Marfan syndrome pub-
lished in 1996-2019. The present findings covered diagnostics, car-
diovascular matters, skeletal matters, ocular matters, other medical 
aspects and psychosocial issues. To date, studies within cardiology 
have dominated, while evidence of psychosocial matters remains the 

scarcest. A wide range of research on paediatric Marfan syndrome 
was found, but qualitative studies were lacking. The research re-
flected the variety of disciplines involved and showed that the field 
is characterised by quantitative designs, fragmented methodologies 
and few collaborative studies. Future research should reaffirm or 
replicate the results from intervention studies, which is a challenge 
with rare disorders in general. We encourage registry, multicentre 
and international collaborative studies. We would also like to reiter-
ate the research gap on patient and parent experiences. Systematic 
reviews with specific research questions within one or more of the 
elucidated topics are within reach.

ACKNOWLEDG EMENTS
We are most grateful to our colleagues Kjersti Vardeberg and Petra 
Aden for reading and commenting on our manuscript. We also want 
to thank the librarians at the Oslo University Hospital who helped 
with collecting full-text papers when needed.

CONFLIC T OF INTERE S T
The authors have no conflicts of interest to declare.

ORCID
Ingeborg Beate Lidal  https://orcid.org/0000-0003-1534-5178 

R E FE R E N C E S
 1. Faivre L, Masurel-Paulet A, Collod-Beroud G, et al. Clinical and mo-

lecular study of 320 children with Marfan syndrome and related 
type I fibrillinopathies in a series of 1009 probands with pathogenic 
FBN1 mutations. Pediatrics. 2009;123(1):391-398.

 2. Faivre L, Collod-Beroud G, Callewaert B, et al. Clinical and muta-
tion-type analysis from an international series of 198 probands 
with a pathogenic FBN1 exons 24–32 mutation. Eur J Hum Genet. 
2009;17(4):491-501.

 3. Knirsch W, Haas NA, Bauerle K, Uhlemann F Difficulties in diag-
nosing Marfan's syndrome in childhood and adolescence. [German]. 
Klin Padiatr. 2003;215(5):262-267.

 4. Loeys B, Nuytinck L, Delvaux I, De Bie S, De Paepe A. Genotype and 
phenotype analysis of 171 patients referred for molecular study of 
the fibrillin-1 gene FBN1 because of suspected Marfan syndrome. 
Arch Intern Med. 2001;161(20):2447-2454.

 5. Mueller GC, Stark V, Steiner K, Weil J, von Kodolitsch Y, Mir TS. 
The Kid-Short Marfan Score (Kid-SMS) - an easy executable risk 
score for suspected paediatric patients with Marfan syndrome. 
Acta Paediatr. 2013;102(2):e84-e89.

 6. Pees C, Michel-Behnke I, Hagl M, Laccone F. Detection of 15 novel 
mutations in 52 children from 40 families with the Marfan or Loeys-
Dietz syndrome and phenotype-genotype correlations. Clin Genet. 
2014;86(6):552-557.

 7. Roman MJ, Devereux RB, Preiss LR, et al. Associations of age and 
sex with Marfan phenotype: The National Heart, Lung, and Blood 
Institute GenTAC (genetically triggered thoracic aortic aneurysms 
and cardiovascular conditions) Registry. Circ Cardiovasc Genet. 
2017;10(3):e001647.

 8. Seo GH, Kim Y-M, Kang E, et al. The phenotypic heterogeneity of 
patients with Marfan-related disorders and their variant spectrums. 
Medicine. 2018;97(20):e10767.

 9. Stheneur C, Faivre L, Collod-Béroud G, et al. Prognosis factors in 
probands with an FBN1 mutation diagnosed before the age of 1 
year. Pediatr Res. 2011;69(3):265-270.

https://orcid.org/0000-0003-1534-5178
https://orcid.org/0000-0003-1534-5178


     |  1769LIDAL et AL.

 10. Stheneur C, Tubach F, Jouneaux M, et al. Study of phenotype evo-
lution during childhood in Marfan syndrome to improve clinical rec-
ognition. Genet Med. 2014;16(3):246-250.

 11. Yetman AT, Huang P, Bornemeier RA, McCrindle BW. Comparison 
of outcome of the Marfan syndrome in patients diagnosed at age 
<6 years versus those diagnosed at 6 years of age. Am J Cardiol. 
2003;91(1):102-103.

 12. Akazawa Y, Motoki N, Tada A, et al. Decreased aortic elasticity in 
children with marfan syndrome or Loeys-Dietz syndrome. Circ J. 
2016;80(11):2369-2375.

 13. Arunamata AA, Nguyen CT, Ceresnak SR, et al. Utility of serial 12-
lead electrocardiograms in children with Marfan syndrome. Cardiol 
Young. 2018;28(8):1009-1013.

 14. Baumgartner D, Baumgartner C, Mátyás G, et al. Diagnostic power 
of aortic elastic properties in young patients with Marfan syn-
drome. J Thorac Cardiovasc Surg. 2005;129(4):730-739.

 15. Bradley TJ, Potts JE, Potts MT, DeSouza AM, Sandor GGS. 
Echocardiographic Doppler assessment of the biophysical proper-
ties of the aorta in pediatric patients with the Marfan syndrome. 
Am J Cardiol. 2005;96(9):1317-1321.

 16. Eichhorn JG, Krissak R, Rudiger HJ, et al. Compliance of the nor-
mal-sized aorta in adolescents with Marfan syndrome: Comparison 
of MR measurements of aortic distensibility and pulse wave veloc-
ity [Greman]. RoFo. 2007;179(8):841-846.

 17. Espinola-Zavaleta N, Casanova-Garces JM, Munoz Castellanos L, et 
al. Echocardiometric evaluation of cardiovascular abnormalities in 
Marfan syndrome. Arch Cardiol Mex. 2005;75(2):133-140.

 18. Espínola-Zavaleta N, Iqbal FM, Nanda NC, et al. Echocardiographic 
study of a Mestizo-Mexican population with Marfan syndrome. 
Echocardiography. 2010;27(8):923-930.

 19. Gautier M, Detaint D, Fermanian C, et al. Nomograms for aortic 
root diameters in children using two-dimensional echocardiogra-
phy. Am J Cardiol. 2010;105(6):888-894.

 20. Geiger J, Hirtler D, Gottfried K, et al. Longitudinal evaluation of 
aortic hemodynamics in marfan syndrome: New insights from a 
4D flow cardiovascular magnetic resonance multi-year follow-up 
study. J Cardiovasc Magn Reson. 2017;19(1):33.

 21. Jolley MA, Hammer PE, Ghelani SJ, et al. Three-dimensional mitral 
valve morphology in children and young adults with Marfan syn-
drome. J Am Soc Echocardiogr. 2018;31(11):1168-1177.

 22. Kemna MS, Murphy DJ, Silverman NH. Screening for aortic root 
dilation in marfan syndrome using the ratio of the aortic root to 
descending aortic diameters in children. J Am Soc Echocardiogr. 
2009;22(10):1109-1113.

 23. Mariucci E, Donti A, Guidarini M, et al. Diagnostic accuracy of 
aortic root cross-sectional area/height ratio in children and young 
adults with Marfan and Loeys-Dietz syndrome. Congenit Heart Dis. 
2015;11(3):276-282.

 24. Ozdemir O, Olgunturk R, Kula S, Tunaoglu FS. Echocardiographic 
findings in children with Marfan syndrome. Cardiovasc J Afr. 
2011;22(5):245-248.

 25. Sandor GG, Hishitani T, Petty RE, et al. A novel Doppler echocardio-
graphic method of measuring the biophysical properties of the aorta 
in pediatric patients. J Am Soc Echocardiogr. 2003;16(7):745-750.

 26. Selamet Tierney ES, Levine JC, Chen S, et al. Echocardiographic 
methods, quality review, and measurement accuracy in a ran-
domized multicenter clinical trial of Marfan syndrome. J Am Soc 
Echocardiogr. 2013;26(6):657-666.

 27. van der Palen RLF, Barker AJ, Bollache E, et al. Altered aortic 3D he-
modynamics and geometry in pediatric Marfan syndrome patients. 
J Cardiovasc Magn Reson. 2017;19(1):30.

 28. Aburawi EH, O'Sullivan J. Relation of aortic root dilatation and age 
in Marfan's syndrome. Eur Heart J. 2007;28(3):376-379.

 29. Beroukhim RS, Roosevelt G, Yetman AT. Comparison of 
the pattern of aortic dilation in children with the Marfan's 

syndrome versus children with a bicuspid aortic valve. Am J Cardiol. 
2006;98(8):1094-1095.

 30. De Backer J, Loeys B, Devos D, Dietz H, De Sutter J, De Paepe 
A. A critical analysis of minor cardiovascular criteria in the diag-
nostic evaluation of patients with Marfan syndrome. Genet Med. 
2006;8(7):401-408.

 31. Figueiredo S, Martins E, Lima MR, Alvares S. Cardiovascular 
manifestations in Marfan syndrome. Rev Port Cardiol. 
2001;20(12):1203-1218.

 32. Hoskoppal A, Menon S, Trachtenberg F, et al. Predictors of rapid 
aortic root dilation and referral for aortic surgery in marfan syn-
drome. Pediatr Cardiol. 2018;39:1453-1461.

 33. Mah DY, Sleeper LA, Crosson JE, et al. Frequency of ventric-
ular arrhythmias and other rhythm abnormalities in children 
and young adults with the Marfan syndrome. Am J Cardiol. 
2018;122(8):1429-1436.

 34. Mueller GC, Stark V, Steiner K, et al. Impact of age and gender on 
cardiac pathology in children and adolescents with Marfan syn-
drome. Pediatr Cardiol. 2013;34(4):991-998.

 35. Rybczynski M, Mir TS, Sheikhzadeh S, et al. Frequency and age-re-
lated course of mitral valve dysfunction in the Marfan syndrome. 
Am J Cardiol. 2010;106(7):1048-1053.

 36. Seo YJ, Lee KE, Kim GB, Kwon BS, Bae EJ, Noh CI. Infantile Marfan 
syndrome in a Korean tertiary referral center. Korean J Pediatr. 
2016;59(2):59-64.

 37. Stark VC, Huemmer M, Olfe J, Mueller GC, Kozlik-Feldmann R, Mir 
TS. The pulmonary artery in pediatric patients with Marfan syn-
drome: an underestimated aspect of the disease. Pediatr Cardiol. 
2018;39(6):1194-1199.

 38. Taub CC, Stoler JM, Perez-Sanz T, et al. Mitral valve prolapse 
in Marfan syndrome: an old topic revisited. Echocardiography. 
2009;26(4):357-364.

 39. van Karnebeek CD, Naeff MS, Mulder BJ, Hennekam RC, Offringa 
M. Natural history of cardiovascular manifestations in Marfan syn-
drome. Arch Dis Child. 2001;84(2):129-137.

 40. Ware AL, Miller DV, Erickson LK, Menon SC. Marfan syndrome as-
sociated aortic disease in neonates and children: a clinical-morpho-
logic review. Cardiovas Pathol. 2016;25(5):418-422.

 41. Wozniak-Mielczarek L, Sabiniewicz R, Drezek-Nojowicz M, et al. 
Differences in cardiovascular manifestation of Marfan syndrome 
between children and adults. Pediatr Cardiol. 2019;40(2):393-403.

 42. Brooke BS, Habashi JP, Judge DP, Patel N, Loeys B, Dietz HC 3rd. 
Angiotensin II blockade and aortic-root dilation in Marfan's syn-
drome. N Engl J Med. 2008;358(26):2787-2795.

 43. Chiu HH, Wu MH, Wang JK, et al. Losartan added to beta-blockade 
therapy for aortic root dilation in Marfan syndrome: a randomized, 
open-label pilot study. Mayo Clin Proc. 2013;88(3):271-276.

 44. Everitt MD, Pinto N, Hawkins JA, Mitchell MB, Kouretas PC, 
Yetman AT. Cardiovascular surgery in children with Marfan 
syndrome or Loeys-Dietz syndrome. J Thorac Cardiovasc Surg. 
2009;137(6):1327-1333.

 45. Falvella FS, Marelli S, Cheli S, et al. Pharmacogenetic approach to 
losartan in Marfan patients: a starting point to improve dosing reg-
imen? Drug Metab Pers Ther. 2016;31(3):157-163.

 46. Kim ER, Kim WH, Choi ES, Cho S, Jang WS, Kim YJ. Surgical man-
agement of mitral regurgitation in patients with Marfan syndrome 
during infancy and early childhood. Korean J Thorac Cardiovasc Surg. 
2015;48(1):7-12.

 47. Lacro RV, Dietz HC, Sleeper LA, et al. Atenolol versus losartan in 
children and young adults with Marfan's syndrome. N Engl J Med. 
2014;371(22):2061-2071.

 48. Lacro RV, Guey LT, Dietz HC, et al. Characteristics of children and 
young adults with Marfan syndrome and aortic root dilation in a 
randomized trial comparing atenolol and losartan therapy. Am Heart 
J. 2013;165(5):828-835.e3.



1770  |     LIDAL et AL.

 49. Lacro RV, Dietz HC, Wruck LM, et al. Rationale and design of a 
randomized clinical trial of beta-blocker therapy (atenolol) versus 
angiotensin II receptor blocker therapy (losartan) in individuals with 
Marfan syndrome. Am Heart J. 2007;154(4):624-631.

 50. Ladouceur M, Fermanian C, Lupoglazoff J-M, et al. Effect of be-
ta-blockade on ascending aortic dilatation in children with the 
Marfan syndrome. Am J Cardiol. 2007;99(3):406-409.

 51. Lopez VMO, Perez ABA, Moisés VA, et al. Serial clinical and echo-
cardiographic evaluation in children with Marfan syndrome. Arq 
Bras Cardiol. 2005;85(5):314-318.

 52. Mueller GC, Stierle L, Stark V, et al. Retrospective analysis of the ef-
fect of angiotensin II receptor blocker versus beta-blocker on aortic 
root growth in paediatric patients with Marfan syndrome. Heart. 
2014;100(3):214-218.

 53. Pees C, Laccone F, Hagl M, Debrauwer V, Moser E, Michel-Behnke 
I. Usefulness of losartan on the size of the ascending aorta in an 
unselected cohort of children, adolescents, and young adults with 
Marfan syndrome. Am J Cardiol. 2013;112(9):1477-1483.

 54. Rossi-Foulkes R, Roman MJ, Rosen SE, et al. Phenotypic fea-
tures and impact of beta blocker or calcium antagonist ther-
apy on aortic lumen size in the Marfan syndrome. Am J Cardiol. 
1999;83(9):1364-1368.

 55. Selamet Tierney ES, Feingold B, Printz BF, et al. Beta-blocker ther-
apy does not alter the rate of aortic root dilation in pediatric pa-
tients with Marfan syndrome. J Pediatr. 2007;150(1):77-82.

 56. Selamet Tierney ES, Levine JC, Sleeper LA, et al. Influence of aortic 
stiffness on aortic-root growth rate and outcome in patients with 
the Marfan Syndrome. Am J Cardiol. 2018;121(9):1094-1101.

 57. Yetman AT, Bornemeier RA, McCrindle BW. Usefulness of 
enalapril versus propranolol or atenolol for prevention of aor-
tic dilation in patients with the marfan syndrome. Am J Cardiol. 
2005;95(9):1125-1127.

 58. Cipriano GF, Brech GC, Peres PA, Mendes CC, Cipriano G Jr, Carvalho 
AC. Anthropometric and musculoskeletal assessment of patients 
with Marfan syndrome. Rev Bras Fisioter. 2011;15(4):291-296.

 59. De Maio F, Fichera A, De Luna V, Mancini F, Caterini R. Orthopaedic 
aspects of Marfan syndrome: The experience of a referral center 
for diagnosis of rare diseases. Adv Orthop. 2016;2016:8275391.

 60. Redlinger RE, Rushing GD, Moskowitz AD, et al. Minimally invasive 
repair of pectus excavatum in patients with Marfan syndrome and 
marfanoid features. J Pediatr Surg. 2010;45(1):193-199.

 61. Gjolaj JP, Sponseller PD, Shah SA, et al. Spinal deformity correc-
tion in Marfan syndrome versus adolescent idiopathic scoliosis: 
Learning from the differences. Spine. 2012;37(18):1558-1565.

 62. Li ZC, Liu ZD, Dai LY. Surgical treatment of scoliosis associated with 
Marfan syndrome by using posterior-only instrumentation. J Pediatr 
Orthop B. 2011;20(2):63-66.

 63. Li QY, Qiu GX, Wang YP, et al. Clinical presentation and sur-
gical treatment of scoliosis in Marfan syndrome. Chin Med J. 
2005;118(15):1313-1317.

 64. Qiao J, Xu L, Liu Z, et al. Surgical treatment of scoliosis in 
Marfan syndrome: outcomes and complications. Eur Spine J. 
2016;25(10):3288-3293.

 65. Sponseller PD, Bhimani M, Solacoff D, Dormans JP. Results 
of brace treatment of scoliosis in Marfan syndrome. Spine. 
2000;25(18):2350-2354.

 66. Peterson M, Schneider R, Davis JG, et al. Assessment of bone 
mineral density in adults and children with Marfan syndrome. 
Osteoporos Int. 2003;14(7):559-563.

 67. Grover M, Brunetti-Pierri N, Belmont J, et al. Assessment of bone 
mineral status in children with Marfan syndrome. Am J Med Genet 
A. 2012;158A(9):2221-2224.

 68. Haine E, Salles JP, Khau Van Kien P, et al. Muscle and bone impair-
ment in children with Marfan syndrome: correlation with age and 
FBN1 genotype. J Bone Miner Res. 2015;30(8):1369-1376.

 69. Trifiro G, Marelli S, Viecca M, Mora S, Pini A. Areal bone mineral 
density in children and adolescents with Marfan syndrome: evi-
dence of an evolving problem. Bone. 2015;73:176-180.

 70. De Coster PJ, Martens LC, De Paepe A. Oral manifestations of pa-
tients with Marfan syndrome: a case-control study. Oral Surg Oral 
Med Pathol Oral Radiol Endod. 2002;93(5):564-572.

 71. Docimo R, Maturo P, D'Auria F, et al. Association between oro-fa-
cial defects and systemic alterations in children affected by Marfan 
syndrome. J Clin Diagn Res. 2013;7(4):700-703.

 72. Taddei M, Alkhamis N, Tagariello T, D'Alessandro G, Mariucci EM, 
Piana G. Effects of rapid maxillary expansion and mandibular ad-
vancement on upper airways in Marfan's syndrome children: a 
home sleep study and cephalometric evaluation. Sleep Breath. 
2015;19(4):1213-1220.

 73. Benoist G, Tubach F, Roy C, et al. Skeletal evolution in Marfan syn-
drome: Growth curves from a French national cohort. Pediatr Res. 
2018;83(1):71-77.

 74. Erkula G, Jones KB, Sponseller PD, Dietz HC, Pyeritz RE. 
Growth and maturation in Marfan syndrome. Am JMed Genet. 
2002;109(2):100-115.

 75. Kwun Y, Kim SJ, Lee J, et al. Disease-specific growth charts of Marfan 
syndrome patients in Korea. J Korean Med Sci. 2015;30(7):911-916.

 76. Lee D-Y, Hyun HS, Huh R, et al. Estrogen-mediated height control in 
girls with Marfan syndrome. J Korean Med Sci. 2016;31(2):275-279.

 77. Rozendaal L, Le Cessie S, Wit JM, et al. Growth-reductive therapy 
in children with Marfan syndrome. J Pediatr. 2005;147(5):674-679.

 78. Kinori M, Wehrli S, Kassem IS, Azar NF, Maumenee IH, Mets 
MB. Biometry characteristics in adults and children with Marfan 
syndrome: From the Marfan Eye Consortium of Chicago. Am J 
Ophthalmol. 2017;177:144-149.

 79. Manning S, Lanigan B, O'Keefe M. Outcomes after lensectomy for 
children with Marfan syndrome. J AAPOS. 2016;20(3):247-251.

 80. Miraldi Utz V, Coussa RG, Traboulsi EI. Surgical management of lens 
subluxation in Marfan syndrome. J AAPOS. 2014;18(2):140-146.

 81. Salchow DJ, Gehle P. Ocular manifestations of Marfan syndrome in 
children and adolescents. Eur J Ophthalmol. 2019;29(1):38-43.

 82. Xu W, Kurup SP, Fawzi AA, Durbin MK, Maumenee IH, Mets MB. 
Comparative data on SD-OCT for the retinal nerve fiber layer and 
retinal macular thickness in a large cohort with Marfan syndrome. 
Ophthalmic Genet. 2017;38(1):34-38.

 83. Zadeh N, Bernstein JA, Niemi AK, et al. Ectopia lentis as the pre-
senting and primary feature in Marfan syndrome. Am J Med Genet 
A. 2011;155A(11):2661-2668.

 84. Zhang Y, Jin G, Cao Q, et al. Distribution of axial length in Chinese 
congenital ectopia lentis patients: a retrospective study. BMC 
Ophthalmol. 2017;17(1):113.

 85. Zhang Y, Jin G, Young CA, et al. Analysis of corneal astigmatism 
before surgery in Chinese congenital ectopia lentis patients. Curr 
Eye Res. 2018;1-5.

 86. Fattori R, ANienaber C, Descovich B, et al. Importance of dural 
ectasia in phenotypic assessment of Marfan's syndrome. Lancet. 
1999;354(9182):910-913.

 87. Habermann CR, Weiss F, Schoder V, et al. MR evaluation of dural 
ectasia in Marfan syndrome: reassessment of the established 
criteria in children, adolescents, and young adults. Radiology. 
2005;234(2):535-541.

 88. Knirsch W, Kurtz C, Häffner N, et al. Dural ectasia in children with 
Marfan syndrome: a prospective, multicenter, patient-control 
study. Am J Med Genet A. 2006;140(7):775-781.

 89. Stark VC, Doering K, von Kodolitsch Y, et al. The transition of 
pediatric Marfan patients to adult care: a challenge and its risks. 
Cardiovasc Diagn Ther. 2018;8(6):698-704.

 90. Veldhoen S, Stark V, Mueller G, et al. Pediatric patients with Marfan 
syndrome: frequency of dural ectasia and its correlation with com-
mon cardiovascular manifestations. Rofo. 2014;186(1):61-66.



     |  1771LIDAL et AL.

 91. Handisides JC, Hollenbeck-Pringle D, Uzark K, et al. Health-related 
quality of life in children and young adults with Marfan syndrome. J 
Pediatr. 2019;204(250–5):e1.

 92. Mueller GC, Steiner K, Wild JM, Stark V, Kozlik-Feldmann R, Mir 
TS. Health-related quality of life is unimpaired in children and ado-
lescents with Marfan syndrome despite its distinctive phenotype. 
Acta Paediatr. 2016;105(3):311-316.

SUPPORTING INFORMATION
Additional supporting information may be found online in the 
Supporting Information section.    

How to cite this article: Lidal IB, Bathen T, Johansen H, Velvin 
G. A scoping review presenting a wide variety of research on 
paediatric and adolescent patients with Marfan syndrome. 
Acta Paediatr. 2020;109:1758–1771. https ://doi.org/10.1111/
apa.15186 

https://doi.org/10.1111/apa.15186
https://doi.org/10.1111/apa.15186

