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Abstract: The geometrical details and biomechanical relationships of the mitral valve–left ventricular
apparatus are very complex and have posed as an area of research interest for decades. These
characteristics play a major role in identifying and perfecting the optimal approaches to treat diseases
of this system when the restoration of biomechanical and mechano-biological conditions becomes the
main target. Over the years, engineering approaches have helped to revolutionize the field in this
regard. Furthermore, advanced modelling modalities have contributed greatly to the development
of novel devices and less invasive strategies. This article provides an overview and narrative of
the evolution of mitral valve therapy with special focus on two diseases frequently encountered by
cardiac surgeons and interventional cardiologists: ischemic and degenerative mitral regurgitation.

Keywords: mitral valve; biomechanics; subvalvular apparatus; mechanical engineering; mitral valve
simulation; force measurements; ex vivo modelling; computational modelling

1. Introduction

The mitral valve (MV) and the left ventricle (LV) are interlinked through the sub-
valvular apparatus, consisting of the two papillary muscles (PM) and the tree-like chor-
dae tendineae spanning from each PM to both the posterior and anterior MV leaflets
(Figure 1) [1]. This intricate system needs to interact in absolute harmony [2–4], as alter-
ations within one of the integral components, caused by congenital, ischemic, degenerative,
rheumatic, or infectious pathologies, can lead to damage and dysfunction of any of the other
connected structures and, most importantly, their choreographed integrated function [1,5].
This becomes most relevant when an MV requires repair or replacement. Especially in the
context of controversies about optimal therapeutic approaches, the exact biomechanical
relationship of the MV and LV remains a topic of continuously growing interest. Recent
engineering advances and the development of high-level ex vivo simulations have allowed
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for sophisticated investigations, and this review article aims to summarize the relevant
discoveries made in this field, with special focus on ischemic and degenerative diseases.

Figure 1. The mitral valve and the major structures and components.

2. Biomechanical Foundations of Mitral-Ventricular Interaction
2.1. Mitral Valve Modelling

Cardiac biomechanics has been a topic of scientific interest for decades and continues
to draw attention. This is because engineering advances have provided enhanced imaging,
measurement techniques, and predictive modelling capabilities. The available modalities
can be divided into three categories: in vivo, ex vivo/in vitro, and in silico/computational
modeling [6]. In vivo modelling remains the gold standard to create biomechanical read-
outs and correlate them with pathophysiologic changes that best depict human disease.
However, techniques remain limited to those compatible with (temporary) survival of
the research subject and can only be applied in the small number of disease models cur-
rently available. Moreover, direct visual assessment, real-time manipulation of intracardiac
structures, and maintenance of controlled testing environments are challenging. Despite
these limitations, several groups have successfully engineered instrumentation devices that
can be used in preclinical in vivo models to examine the biomechanical MV–LV relation-
ship, such as force transducers for radial annular, as well as chordal and papillary muscle
forces [7–12].

Built on human and/or preclinically created in vivo data, computational modeling
can extend tissue modifications beyond those observed or render in vivo models to test
a broader range of properties, including the MV–LV interaction. Additionally, biome-
chanical interactions between the structural cardiac components can be created in a very
controlled environment. However, computational modelling is inherently based on a se-
ries of assumptions regarding the mechanical properties and fatigue of different tissues
and biological responses that researchers are not certain to be true with regard to human
physiology [13,14]. Hence, the findings might not always be entirely translatable to in vivo
conditions. Computational models also need to be informed and correlated with the biome-
chanical force balance of the different components of the MV in order to obtain the correct
material properties [13–16]. This is based on the simple relationship between force, struc-
ture, and material properties. If two of these are known, the third can be unambiguously
determined (Figure 2).
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Figure 2. Geometry, force, and material properties are the three linked parameters that fully and
completely describe the mechanics of any material, including biomechanics of biomaterials. If two of
the three parameters are known, the third can be unambiguously determined. For example, the slope
of the tangent at a point along the stress–strain relationship for a material is the stiffness property. This
is called Young’s modulus for a linear elastic material. For all materials (linear and non-linear like MV
tissue), this slope defines the unique relationship between length or length changes (geometry/strain),
force or force per area (stress), and material properties.

Computational models have been created based on 2- and 3-dimensional echocar-
diography, as well as magnetic resonance imaging and computed tomography. These
have generated biomechanical data on the healthy and diseased MV–LV relationship
and different surgical techniques [17–24]. Furthermore, the models have predicted the
observed role of MV elongation and papillary muscle anterior malposition in altering
fluid interactions with the MV and driving LV outflow tract obstruction in hypertrophic
cardiomyopathy [25,26]. Figure 3 shows the first published computational model of the
MV–LV complex.

Figure 3. Finite element model of the left ventricle with mitral valve to provide insight into ischemic
mitral regurgitation. Left: Exterior view of the left ventricle showing posterobasal myocardial
infarction. Right: Interior view of the left ventricle with chordae connected to the papillary muscles.
LV and MV built based on magnetic resonance tomography images of an ischemic MR ovine model
using FindTags and FindContours software. Chordae tendineae reconstructed in approximation from
anatomic images of an excised mitral valve. Surface meshes were applied to the model to replicate
in vivo geometry. Border zone defined as steep decline in LV wall thickness between normal and
infarcted zones. Tissue properties modeled as nearly incompressible, transversely isotropic, and
hyperelastic [16].

For ex vivo modelling, several groups have constructed and published inventive left
heart simulators in which the MV can be investigated under approximated physiologic con-
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ditions [6,13,27–33]. In these models, MVs are explanted from porcine or ovine hearts and
sutured onto annular and PM mounts that can be inserted into the ex vivo heart simulator.
These simulators can be based on closed-loop pulsatile pump systems that can produce flow
and pressure wave forms close to human physiologic conditions, where the pressure in the
“LV” chamber mainly drives MV opening and closing [29,34–39]. More recently, systems
focusing on static conditions where the geometry of the MV at peak systolic pressure is
modeled have been developed [27,33]. While static PMs have presented a limitation of
ex vivo MV modeling for decades, Imbrie-Moore et al. recently revolutionized the field
by engineering robotic PM mounts for their ex vivo simulator, and were able to mimic
3-dimensional PM movement throughout the cardiac cycle [32]. Another highly innovative
technique is used in a novel ex vivo platform published by Stephens et al.: the creation of a
“left atrial” vacuum regulates MV closure and allows for manipulation of the “ventricular”
side of the MV and subvalvular structures in an atmospheric pressure environment [27].
Within the published ex vivo simulators, hemodynamic conditions are usually controlled
using flow and pressure sensors within the different components of the loop system. In
addition, biomechanical data on the MV–LV system can be obtained using direct visual
assessment, echocardiographic imaging, and dual-camera stereophotogrammetry with par-
ticle velocimetry, as well as strain-gauge force sensors implanted on the chordae tendineae
or PMs [10,40–44].

It should be noted that the basic principles of fluid mechanics—applying conservation
laws to control volumes within the circulation—have provided the Rosetta Stone for the
noninvasive assessment of cardiovascular hemodynamics. Most notable are the simplified
Bernoulli modification of the Navier–Stokes equation to derive pressure head loss across
restrictive cardiac orifices by the conservation of energy [45–47], the quantification of
regurgitant flows by the conservation of momentum [48,49], and the calculation of forward
and regurgitant volume flows by the conservation of mass in laminar flows, including
the vena contracta [50–52]. Applications of fluid mechanics also provided critical insight
into evaluating regurgitation lesions based on jet size [53], highlighting the Coanda effect
modifying the deceptively small size of the eccentric wall jets [54,55].

In the following sections, this review synopsizes characterizations of aspects of the
MV–LV relationship that were obtained from all three of these modalities over generations
of engineering innovations in this field [56,57].

2.2. The Physiologic Mitral–Ventricular Relationship

The basic anatomy of the human MV–LV apparatus has long been known in humans,
while the functional anatomy, dynamics, and biomechanics have only been characterized
comprehensively more recently, leveraging engineering biomechanical measurements and
computational simulation techniques.

2.2.1. Mitral Valve Leaflets

Using radiopaque markers and video fluoroscopy, Krishnamurthy et al. were able to
show vast differences between explanted in vitro and in vivo MV leaflet properties, with
significantly stiffer leaflet tissue in vivo. They furthermore detected significant in vivo
anisotropy of the leaflet tissue, with a higher stiffness circumferentially than radially [58].
This was confirmed for both leaflets in stereophotogrammetry-derived 3-dimensional strain
analyses of the anterior and posterior MV leaflets ex vivo, in which 5 × 8 marker arrays were
placed on the leaflet centers. A major principal strain was found to be directed radially,
while a minor principal strain was oriented in the circumferential direction. Overall, strain
of both anterior and posterior leaflet showed a rapid increase during systole, followed by a
plateau for approximately 200 ms (at 70 bpm) and then a decrease of strain when the valve
aperture is open [40,41]. Figure 4 illustrates the biomechanical relationship between the
leaflets, annulus, and subvalvular structures.
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Figure 4. Schematic representation of the biomechanical effects of mitral valve flattening and forces.
Left, normal mitral annular saddle shape; dashed arrows indicate forces inducing annular flattening.
Right, annular flattening with mitral leaflet prolapse; arrows indicate increased out-of-plane forces
transmitted to chordae and certain parts of the leaflets [4].

MV disease often results in increased chordal tension in a flattened annulus with
prolapsing leaflets [4]. If the transmitral pressure across the membrane is constant and
the radius of curvature is decreased in the prolapsing valve leaflet, then the tension in the
leaflet tissue is paradoxically smaller in certain areas of the valve, according to Laplace’s
law [4].

The issues with prolapsing leaflets arise when the natural balance of chordal forces to
seat the valve is disturbed. If the total annulus area remains constant and certain areas of
the valve experience less strain and tension, it is expected that other areas of the valve must
experience a higher degree of tension in the tissue structures (Figure 5). As will be shown
below in Section 2.2.3, the leaflet shape is highly impacted by the chords. Considering
the collagen direction across the surface of the leaflets [59,60], they are perpendicular to
the LV/leaflet convex shape in the septal-lateral direction, but parallel in the orthogonal
direction, where the LV/leaflet concave shape dictates a higher load. These shapes are also
visible in 2D and 3D echoes across species (human, porcine, ovine.) Mitral valve prolapse
is further described in Section 4.1.

Figure 5. Simplified schematic illustration of (a) healthy vs. (b) prolapsing billowing mitral valve
leaflet coaptation. Only two chords inserted into the anterior leaflet (basal and secondary positions)
are shown for clarification. α and β illustrate angles between chordal insertion and leaflet tangents,
respectively. T nominates tissue tension, which is smaller when the radius of curvature is smaller.
This paradox leads to an unhealthy force balance in the valve.

2.2.2. Mitral Valve Annulus

The non-planar saddle shape of the mitral annulus during systole was first discovered
by Levine et al. [61]. Using 3-dimensional reconstructions of echocardiographic images,
Flachskampf et al. then defined normal mitral annular dynamics throughout the cardiac
cycle based on least-square planes and centroids using custom software. Healthy mitral
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annuli showed a 23.8% change in a cross-sectional area between end-diastole and end-
systole, and systolic atrially directed movement of anteroseptal and posterolateral annular
segments, while septal and anterolateral segments moved in the ventricular direction,
creating the shape of a saddle during systole [62]. The Yoganathan and Gorman groups
then suggested through computational and ex vivo modelling that this nonplanarity, as
opposed to a more flattened annulus, can simulate reduced leaflet stress and forces acting
out-of-plane on the chordae tendineae during systole [40,41,63,64]. In addition to annular
dynamics, the force direction and distribution of the annulus has been examined. Using
novel force transducers able to measure radial in-plane and out-of-plane forces in healthy
large animal models, the Jensen group has demonstrated cyclic differences of septal-lateral
and transverse annular forces from LV diastole to mid-systole, paralleling the increase of
LV pressure during isovolumetric contraction [11,65]. The out-of-plane force balance favors
the saddle-shaped annulus [66], with rigid annuloplasty rings absorbing forces in both the
septal-lateral and commissure–commissure direction [66] and saddle-shaped rings, also
improving coaptation [67].

2.2.3. Chordae Tendineae

Chordae tendineae arise from the fibrous membrane of the base or from multiple
heads of both PMs, and fan out as tree-like structures before inserting into both MV leaflets
at different regions, relating to their role in the PM–MV interaction. Strut chordae insert in
the central leaflet region, marginal chords at the free edge, and basal chordae at the annular
edge (Figure 6) [68,69].

Figure 6. Chordal distribution and insertion pattern of the mitral valve viewed from the ventricular
side in a human heart [70]. The chordae insert around roughly two-thirds of the annulus near the base
of the leaflets. The anterior and posterior mitral valve leaflets are shown here, and the subvalvular
apparatus exposed through an anterior ventricular transsection. The multi-headed organization of
the PMs from which the chordae originate at the fibrous membranes can be appreciated. Reproduced
with permission.

Marginal chordae are frequently called primary, and strut and basal chordae are
summarized as secondary chords (Figure 6). MV chordae are a key element of the MV–LV



Bioengineering 2023, 10, 601 7 of 26

complex, and their integrity is not only crucial for optimal MV function, but also for the
maintenance of optimal geometry and global function of the LV [2,8,71]. As leaflets and
chords model from the embryonic state as the stretching of cushions in the developing
heart, Lam et al. has described “cleft chordae” that split shortly after arising from the
PMs into different zones of the leaflets, and produce an interesting potential effect on MV
closing [72,73]. The chordal network has an important function to set the leaflets into
a specific initial 3D geometric configuration (stiff hyperbolic paraboloid anterior leaflet
saddle shape, radially convex, circumferentially concave to the LV) at the time of the initial
systolic increase of LVP [74]. This enables the leaflets to undertake a near self-supporting
structure under the high systolic pressure of the ventricle. Similarly, the amazing arches
in Gaudi’s Park Güell in Barcelona are self-supporting under the weight of gravity acting
as the equivalent force of pressure (Figure 7). Any disturbance of this shape, including
prolapse, impacts the self-supporting nature of the valve leaflets, and increases the load on
the anchor points, including the subvalvular apparatus.

Figure 7. The mitral valve anterior leaflet (left) is self-supporting with the convex shape towards
the left ventricle in the septal-lateral direction, similar to Gaudi’s Park Güell in Barcelona, where
the structures are self-supporting under the weight of gravity (right) [74]. The collagen direction
in the anterior leaflet is parallel to the circumferential direction, which is concave to the ventricular
pressure, and a significant part of these fibers terminate in the strut chordae to help set the shape of
the leaflet in early systole.

Further supporting this concept, it has been known for almost half a century that the
chordae straighten under high strain rates during the closing phase of the cardiac cycle to
maintain the leaflet shape and coaptation [75]. To investigate the mechanical responses of
MV chordae during the cardiac cycle, Ritchie et al. mounted porcine MVs in an ex vivo left
heart simulator and utilized marker tracking of the strut chordae. They found an average
chordal strain rate of 75.3% during systolic closure and −54.8% during diastolic opening,
with a constant plateau during valve closure [76]. As a first attempt to quantify chordal
forces in vivo, Nielsen et al. engineered small, C-shaped strain gauge force transducers
implantable into a transected MV chordae with standard suturing techniques [10]. Applied
in vivo, they found that secondary chordae experience higher tension forces than primary
chordae at different LV pressure conditions, with 0.7 and 0.2 N at a mean arterial pressure of
100 mHg, respectively [43]. These results were confirmed ex vivo by Paulsen et al., who de-
veloped novel fiber Bragg grating force sensors implantable on native and artificial chordae
tendineae, which were able to detect mechanical strain with a resolution of 0.1 microstrain.
The absolute values they measured at 100 mHg mean arterial pressure were 0.12–0.17 N
for primary and 0.6–0.74 N for secondary chordae, with higher values for those to the
anterior than those to the posterior leaflet and correlation of LV pressure and chordal
forces. Moreover, using porcine MVs in the Stanford ex vivo simulator, they detected the
force profiles of the primary and secondary chordae with a rapid primary peak at valve
closure, rather stable forces while the MV remains closed, and a rapid decrease upon valve



Bioengineering 2023, 10, 601 8 of 26

opening [42]. He et al. utilized an alternative method of chordal force measurement by
implanting commercially available AIFP4 transducers (MicroStrain Inc., Williston, VT, USA)
into incisions of single chordae tendineae and found comparable tension forces for strut
and marginal forces as the other groups, as well as a correlation of the LV pressure and
chordal forces [77]. Finally, Sedransk et al. conducted tensile testing of porcine MV chordae
and detected that primary chordae ruptured at 68% less load and 28% less strain than
secondary chordae, and posterior leaflet chordae ruptured at 43% less load and 22% less
strain than anterior leaflet chordae [78].

2.2.4. Papillary Muscles and Adjacent Myocardium

The anterolateral and posteromedial PMs both give rise to chordae tendineae inserting
into both MV leaflets. The “multi-headed” nature of the PMs is potentially critical to
ultimately understanding the mechanics of the system in order to support all the geometric
requirements for the valve. It has been shown that PMs are parallel to the LV major axis, and
the distance between the MV annulus and PM tips remains constant throughout the cardiac
cycle due PM contraction and shortening during systole, while the inter-PM distance is sig-
nificantly shorter at end-systole compared to end-diastole, as shown by experimental data
leveraging engineering techniques [79–81]. Imbrie-Moore et al. analyzed 3-dimensional
PM dynamics in detail using computed tomography images of healthy patients and were
able to translate those into six-axis papillary muscle robots that can be utilized in ex vivo
simulation [32]. Askov et al. were the first to conduct a comprehensive analysis of the
total force transfer between MV and LV via the two PMs. They developed dedicated strain
gauge force transducers [82] and implanted them into the PM tips of healthy pigs. They
postulated that a force equilibrium consists of apically directed PM contraction force and
MV closure force + MV–LV interaction force, with MV closure force = mitral annular orifice
area x transmitral pressure [8,29] and MV–LV interaction force = PM force − MV closure force
(Figure 8).

Figure 8. Separating the components of the PM force into the closing force (FC) and a potential
valvular–ventricular interaction force (FLV). Reprinted with permission from [8]. 2013, Elsevier.

They found that the calculated MV closure and directly measured PM forces rapidly
increased during early systole, peaking shortly before mid-systole, plateauing in mid- and
late systole, and then rapidly decreasing at end-systole/early diastole. The normalized
peak PM forces were 5.9 and 5.8 N for the anterior and posterior PMs, respectively, at
baseline, with close correlation to the transmitral pressure [8]. These force measurements
are in line with recent ex vivo work by Park et al., which shows a maximum force of 6 N at
100 mm Hg mean arterial pressure averaged over both PMs [44]. In addition, it is worth
noting from Askov’s work that the valve is closed even though the pap forces are near
zero. This again suggests that the chordae are primarily setting the geometry of the leaflets.
In addition, the rising and falling forces during systole suggest that this force is acting
primarily on the annular attachments of the chordae, contributing to the saddle shape in
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the valvular–ventricular interaction, with the leaflets not being pulled apart by these forces
in the closed valve [74].

3. Chronic Ischemic Mitral Regurgitation
3.1. The Ventricle Tethers the Valve

Changes in LV dimensions or geometry associated with persistent damage after my-
ocardial infarction (MI) of the inferior LV segments lead to displacement of the papillary
muscles (PMs) and subsequent tethering of the MV leaflets [1]. This condition is exacer-
bated by annular dilatation that occurs as part of the LV dimensional changes [35]. As a
consequence, leaflet coaptation is incomplete, which causes ischemic MV regurgitation
(IMR, see Figure 9).

Figure 9. Mechanism of chronic ischemic mitral regurgitation due to displacement of the infarcted
inferior LV wall and the posteromedial papillary muscle. Reprinted with permission from [83].
Copyright 2000, Wolters Kluwer/American Heart Association.

Using an advanced ex vivo simulator and specifically engineered sigmoid-shaped
rods, He and colleagues were the first to show that artificial displacement of the PMs
by just 10 mm in five different directions (apical, lateral, posterolateral, lateral + apical,
and posterolateral + apical displacement) produces tenting of the MV leaflets and re-
gurgitation, with incremental severity for increased PM displacement distances in the
bidirectional displacement, and less severity for isolated apical displacement [34]. Impor-
tantly, this model reproduced the biphasic early and late systolic peaks of the MR orifice
in ischemic hearts [84]. Three-dimensional PM displacement was further investigated
in vivo by Bothe et al. and Tibayan et al., each using dedicated radiopaque markers placed
on the PM tips and the mitral annulus before induction of a posterolateral MI. In their
ovine and porcine models, they detected posterolateral displacement for the posteromedial
papillary muscle, but no apical displacement [85,86]. Kalra et al. conducted a comprehen-
sive analysis of papillary muscle dynamics as an indicator of intact vs. impaired MV–LV
interaction using cardiac magnetic resonance imaging [81]. Comparing patients with mild
vs. moderate/severe IMR with similar inter-PM distances at end-diastole, they found that
in mild-IMR patients, the inter-PM distance was shortened by 11.5 mm on average, leading
to localization of both PMs within the mitral annular projection at end-systole. In patients
with moderate/severe IMR, the inter-PM distance was shortened significantly less (9.6 mm
on average), placing one or both PMs outside the annular projection, causing leaflet tether-
ing and malcoaptation. In addition, they created porcine models with sub-PM vs. non-PM
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MI and found that sub-PM MI decreases inter-PM shortening and leads to more IMR
compared to non-PM MI [81].

3.2. Annular Mechanics and Remodeling

Ischemic mitral regurgitation (IMR) is increased by added annular dilation, a common
feature of post-MI LV remodeling, which has been modeled in different ways. As early
as 1996, Kunzelman et al. conducted finite element modeling of the MV and found that
increasing the annular circumference by 18% led to significantly increased leaflet stress
and delayed and incomplete coaptation [87]. Using an ex vivo left heart simulator with
a D-shaped adjustable mitral annulus that could be expanded from 5.5 cm2 to 13 cm2,
He et al. showed that in the absence of PM displacement, annular dilation causes significant
increases in the regurgitant volume and effective regurgitant orifice area at an annular
dilation of >1.75× its baseline area, while in combination with especially asymmetric PM
displacement with tethered leaflets, only a 1.5× increase in the annular area was needed to
cause these significant changes. Compensation of annular dilation was therefore associated
with mobile/untethered leaflet reserve (coapting leaflet portions) [35], which is further
exacerbated by leaflet fibrosis and insufficient adaptational leaflet growth, as shown by
a series of experimental 3-dimensional imaging studies [88–90]. Bioengineering studies
have also confirmed the fundamental cellular changes in phasically stretched MV cells,
modeling the tethered valves that are pro-fibrotic and induce stiffening that further impairs
coaptation [60,91–93]. Noninvasive measurement of the leaflet strain is now possible to
explore its role in the MV–LV coaptation dynamic [94,95]. Several groups are actively
exploring how these mechanical leaflet changes compound tethering to augment MR and
its associated heart failure and mortality [96–100].

To examine the annular dilation in IMR in more detail, Rausch et al. used eight mark-
ers implanted around the mitral annulus of sheep with inferior myocardial infarctions
and obtained four-dimensional marker coordinates of three consecutive cardiac cycles
by semi-automated radiographic image digitization and processing. They calculated the
Bernstein coefficients to determine the marker position in relation to mathematically con-
structed spline curves for any time point during the cardiac cycles [101]. The strain/stretch
was then calculated using local tangent vectors of marker displacement, and the over-
all relative curvature as the difference between the absolute curvatures of the IMR and
the baseline annulus. They detected 15.2% and 14.2% increases in the septal-lateral and
inter-commissural distances, respectively, and 10.4% and 18.4% increases in the septal and
lateral perimeters, respectively. The annular area increased by 35.4% and there was a slight
decrease in the annular saddle height. Using a strain analysis, they detected that all annuli
were stretched in chronic IMR vs. a baseline condition, with a 5% strain in the septal area,
up to 50% strain in the lateral segments, and an average location of the peak strain in the
lateral-posterior segment, corresponding to the location of the myocardial infarction [101].
Tibayan et al. and Bothe et al. confirmed the significant increase in septal-lateral annular
diameter in porcine and ovine IMR models using radiopaque markers placed around the
annulus [85,86]. To investigate the changes in the mitral annular forces in vivo, Skov et al.
applied a dedicated force transducer able to measure simultaneous in-plane and out-of-
plane forces in an established porcine model [11]. Downsizing the MV annulus with an
annuloplasty procedure is a popular surgical procedure to increase leaflet coaptation and
restore valvular competency in functional disease. A wide selection of devices exists in
many different sizes, shapes, and flexibilities. The optimal device for the downsizing
procedure is often debated. The approaches that have been suggested to manipulate the
MV annulus in innovative ways include percutaneous transvenous mitral annuloplasty,
percutaneous septal-lateral diameter shortening, and ventricular approaches [102–104].
For example, in an acute porcine study [105], three traction sutures were anchored at the
posterior trigone. Each suture suspended a miniature force transducer over the annulus
and was externalized at the P1, P2, and P3 scallops, respectively [105]. The sutures were
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externalized and instrumented with a custom device capable of downsizing the mitral
annulus in known increments (Figure 10).

Figure 10. Measuring MV annulus downsizing forces. The sutures are anchored at the posterior
trigone (T) and externalized at the posterior scallops (P1, P2, P3). Seven sonomicrometry crystals (S)
are implanted at the annulus and one at the apex (S) of the left ventricle. Reprinted with permission
from [105]. Copyright 2014, Elsevier.

Using these previous data, Imbrie-Moore et al. constructed a spring dilation system
with individual independent anchors mounted along the annulus, using two different
types of springs for the septal-lateral and the transverse directions. With a 30% increase
in the annular “septal-lateral” distance and PM displacement by 10 mm apically and
10 mm laterally, they created an ex vivo model of IMR with a regurgitant fraction of 35% on
average, which was subsequently used to examine different repair techniques [106]. Overall,
advances in engineering and the incorporation of prior evidence into contemporary ex vivo
and in vivo biomechanical analysis techniques have led to increasingly more granular and
realistic models of IMR that can serve to validate therapeutic options.

3.3. Implications for Existing and Future Surgical and Interventional Approaches

The evolution of the IMR therapy is a stellar example of how engineering-guided
experimental data have informed clinical practice and led to drastic changes in patient
management. The former gold standard of undersized surgical mitral annuloplasty (SMA,
either at the time of coronary revascularization or as a singular operation) for IMR has been
questioned for years and has essentially been deemed insufficient based on clinical and
experimental evidence. Engineering-based simulations of IMR repair have contributed
greatly to uncover the reasons for the clinically reported unacceptably high failure rates of
isolated SMA in IMR [107]. Wong et al. conducted modeling of SMA in a finite-element
model of IMR based on cardiac MRI in an established ovine disease model. Finite-element
3-dimensional meshes of two different annuloplasty rings were created via digitized and
processed photography. They showed that undersized SMA eliminated IMR and signifi-
cantly relieved anterior and posterior leaflet stress and LV basal myofiber stress, as well as
chordae tendineae stress [108]. This was confirmed by Siefert et al. using the Georgia Tech
ex vivo simulator: they showed that with progressively more undersized SMA, the IMR
and chordal forces were reduced and the coaptation length increased [109]. While these
studies indicated sufficient short-term effects of undersized SMA, a multitude of exper-
imental and clinical imaging studies exposed the shortcomings of this technique in vivo:
in an ovine study using dedicated radiopaque markers and computational 3-dimensional
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reconstructions, posterior leaflet restriction was exacerbated after an undersized SMA was
performed [110]. Furthermore, due to the progressive nature of LV remodeling causing IMR,
SMA quickly becomes insufficient when the PMs are further displaced, and the leaflets are
progressively tethered. PM displacement from outside the SMA projection was revealed as
a prognostic factor of residual and recurrent IMR [1,111–115]. Imbrie-Moore et al. elegantly
demonstrated this in the Stanford ex vivo simulator using an IMR model consisting of PM
dislocation and annular dilation. Initially, the elimination of IMR by undersized SMA was
reversed by further PM dislocation outward and apically [116].

To improve surgical outcomes, adjunctive durable restoration of a physiologic inter-PM
distance by surgical approximation after an undersized SMA was performed was proposed
and tested extensively ex vivo with promising results by several groups: the coaptation
length was increased, and the chordal forces and tenting area were reduced [106,116–118].
To achieve PM re-alignment without any intracardiac surgery, several groups have engi-
neered innovative devices that could restore LV geometry and the inter-PM distance by
external compression of the inferior LV wall. They showed that PM re-approximation
using balloon patches, myocardial wrapping in mesh material, or highly fine-tuned exter-
nal cardiac support devices without SMA successfully restored MV coaptation and even
contributed to reverse LV remodeling, thus, long-term prevention of recurrent IMR after
inferior MI (see Figure 11) [111,112,117–124]. Some devices have made it to first-in-man
application and the technologies are expected to further evolve and become available
in a more wide-spread fashion. Due to above-mentioned shortcomings of SMA and the
still experimental nature of sub-valvular repair techniques, MV replacement has been
considered a more durable option to treat IMR in recent years; however, as engineering-
based approaches to reduce tethering advance, we can reasonably anticipate progress
toward a more physiologic repair and realignment of the native mitral valve. Based on the
above-explained importance of the chordal apparatus for LV (and not only MV) function
defined by advanced analyses, partial preservation of the chordal apparatus during MV
replacement is recommended univocally in the current guidelines [125,126]. Furthermore,
our more thorough understanding of the MV–LV interaction in chronic IMR pre- and
post-repair has led to development and in vivo testing of novel repair approaches, such
as the severing of secondary chords to relieve PM tethering, reduce leaflet tension, and
improve leaflet mobility and coaptation [127–129].

Figure 11. Surgical approach to (A) ischemic mitral regurgitation with (B) annuloplasty alone
or (C) annuloplasty plus papillary muscle approximation. Reprinted with permission from [130].
Copyright 2020, Elsevier.

Finally, the emergence of transcatheter devices for MV repair, especially the MitraClip
device used for transcatheter edge-to-edge repair (TEER) and its disputable success in
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IMR, has re-attracted attention towards geometrical and biomechanical effects of such
new approaches [131]. In a finite element study based on ovine IMR models, Zhang et al.
investigated the mechanical effects of a virtual MitraClip that was constructed based on
the MitraClip NTR (Abbott Vascular, Santa Clara, CA) and found it to deform the annulus
by shortening the anterior–posterior diameter, leading to a more elliptical shape, which
increased end-systolic and end-diastolic leaflet stress and tissue strain in the sub-annular
myocardium [132]. Significant and unphysiological increases in the leaflet stress and
annular deformation after MitraClip implantation were confirmed by Kong et al. and
Caballero and colleagues in finite element and fluid-structure interaction models of IMR
patients [133,134]. In a follow-up study, Caballero et al. directly compared the MitraClip
with the PASCAL device (Edwards Lifesciences, Irvine, CA) and found PASCAL to cause
less annular deformation and decreases in leaflet stress and strain, while the MitraClip
increased these factors in accordance with the previous studies [135]. These increased
myocardial stresses induced by restrictive annuloplasty and clip techniques may have the
capacity to drive the observed post-intervention LV remodeling and dilation that underlies
recurrent IMR [115,132,136]. Based on the odyssey of IMR repair techniques to date, it
is clear that biomechanical analyses will continue to play a crucial role in optimizing the
current approaches and developing new strategies tailored to the unique demands of an
optimal MV–LV interaction in patients with IMR.

4. Mitral Valve Prolapse
4.1. The Valve Pulls on the Ventricle

Mitral valve prolapse (MVP) is categorized by enlargement and mechanical incom-
petence of one or both of the mitral valve leaflets, leading to superior displacement of the
leaflets during ventricular systole, and often failure of leaflet coaptation, causing mitral
regurgitation [137]. Though commonly thought of as a condition that develops and worsens
during adulthood, MVP occurs within many genetic syndromes, which suggests that there
is a developmental origin to this disease [138]. Furthermore, genetic discoveries stemming
from family studies of non-syndromic MVP and investigated using murine model systems
have highlighted that mitral valves are enlarged at birth, and continue to enlarge as the
heart matures [1,139]. It is therefore hypothesized that mechanical forces applied to the
enlarged mitral valve further stimulate connective tissue growth and disorganization, and
contribute to valvular enlargement over a lifetime [1]. This was shown effectively by
Connell et al., who demonstrated, using an ex vivo live tissue bioreactor able to simulate
normal MV dynamics, as well as dynamics consistent with MVP, that MVP dynamics
caused a decrease in the MV tissue stiffness, an increase in MV thickness, and myxomatous
remodeling of the MV [140]. The relation of many MVP-associated mutations and variants
to the ciliary gene demonstrated by several groups has also implicated abnormal ciliary
mechanosensing by the valve interstitial cell in the pathogenesis of MVP [139,141].

As mentioned above, the stress–strain relationship between the mitral valve and the
left ventricle is complex and relies on multiple factors, including the transmitral pres-
sure gradient during ventricular systolic contraction, the geometries of the mitral leaflet
and annulus, the degree of leaflet coaptation, and the degree of mitral regurgitation [44].
This is true and of special importance in MVP. In vitro LV model studies conducted by
Ostli et al. demonstrated that a linear relationship exists between the ventricular pressure
and chordae tendineae forces in the native state [9]. Circumstantial clinical evidence ex-
ists to support this relationship as the observation that pre-existing hypertension is more
prevalent in patients who present with acute idiopathic chordal rupture than in patients
who have secondary chordal rupture or patients who present to the hospital with an un-
related condition [142,143]. Annular and leaflet geometries are known to be enlarged in
MVP [144,145], yet how these changes in geometry affect subvalvular forces is debated.
In vitro and in vivo models have, to-date, mostly consisted of an isolated flail of a leaflet
portion through primary chord severing [146,147]. Attempts to create a model of MVP
using mitral leaflet augmentation with pericardial patches to increase the leaflet surface
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area with no change to the annular size showed that enlargement of the leaflet surface
area decreased the secondary chordal forces relative to the native state [9,33,148]. How-
ever, these decreases were linked to a change in the relative location of the secondary
chordae relative to the coaptation zone: all the models analyzed displayed an increase in
leaflet coaptation and secondary chordal insertion sites closer to the coaptation zone—this
likely decreased the net forces exerted on the PMs due to a counterbalancing effect on the
transduced forces by the opposing leaflet. Other bioreactor studies, including an elegant
cross-species Barlow’s model [149], have demonstrated that decreased leaflet coaptation is
associated with increased forces on the primary/secondary chordae, as well as the total
force exerted on the papillary muscles, and that improved leaflet coaptation significantly
decreases these forces [44,149]. The effect of mitral regurgitation (as an additional factor to
decreased coaptation) on subvalvular forces is complex. Because MR is associated with a
decrease in transmitral pressure [149], it can be inferred that worsening MR will decrease
the direct mechanical forces on the chordae tendineae and papillary muscles. However,
worsening MR in MVP is usually also associated with enlarged leaflet and annular ge-
ometries, decreased leaflet coaptation, or elongated chordae tendineae, all of which can
increase the forces experienced by the PMs. For this reason, increased MR is often positively
correlated with indirect evidence of increased forces, such as a higher prevalence of left
ventricular fibrosis [150,151].

Historically, secondary complications of MVP were thought to be driven primarily by
worsening mitral regurgitation; however, new studies have highlighted that ventricular
arrhythmias and sudden cardiac death can occur in MVP patients, even when little to no
regurgitation is present [151,152]. It is hypothesized that enlarged mitral valve geometries
in MVP and, in particular, decreased leaflet coaptation cause an increase in the applied force
to the subvalvular structures tethering the mitral valve to the left ventricle (Figure 12) [153].
It has long been observed that MVP is associated with parallel superior papillary muscle
displacement during systole, which is likely indicative of increased mechanical forces
applied to the subvalvular apparatus pulling the myocardium superiorly [154]. More
recently, MVP has been associated with regionalized left ventricular fibrosis, which localizes
to the basal inferolateral myocardial wall and papillary muscle in a pattern suggestive of a
mechanical cause resulting from these increases in the tugging forces through the chordae
tendineae [151,153].

Direct evidence of increased forces on the papillary muscle due to single or bileaflet
MVP was demonstrated recently using the elaborate ex vivo simulator at the Woo laboratory
at Stanford and a novel system to adjust the primary chordae tendineae length without ma-
nipulating any other elements of the MV and subvalvular structures (see Figure 13) [44]. Fur-
thermore, utilizing advanced mechanical analysis based on an echocardiography-derived
LV strain, it was found that altered longitudinal strain is seen in the basal inferolateral
myocardium, situated between the mitral annulus and papillary muscles in patients with
MVP compared with healthy controls [155]. In addition, studies have observed a decrease
in papillary muscle systolic shortening associated with MVP, which may reflect increases
in the tissue stiffness due to either PM fibrosis or opposing stretching forces as a results
of the increase in tension from the prolapsing valve [156]. Collectively, it appears likely
that the common characteristics of MVP (increased systolic transmitral pressures, larger
leaflet/annular areas, decreased leaflet coaptation) lead to an increase in the force applied
through the chordae tendineae to the PMs and LV wall, culminating in either chordal
rupture or PM/inferobasal fibrosis.

Historically, the primary indication for valve surgery has relied on indications of
hemodynamic compromise, such as severe MR, symptoms of heart failure, a new onset
of atrial fibrillation, or a decline in echocardiographic contractile function [126]. These
guidelines rely heavily on MR as the primary pathology to decide whether and when
surgery is indicated; however, the observation that substantial numbers of MVP patients
have regionalized fibrosis and lethal ventricular arrhythmias that may occur regardless
of MR brings into question whether surgical intervention should also be considered due
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to other indications of abnormal mechanics of MV-linked structures that may indicate
pathologic mechanical forces with potentially catastrophic consequences [150–153].

Figure 12. Proposed mechanism of mechanically induced papillary muscle and localized left ventric-
ular fibrosis subsequent of tugging forces exerted by the prolapsing valve. [153].

Figure 13. Directly measured papillary muscle forces in physiologic and prolapse conditions [44].
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4.2. Surgical Repair Techniques

The optimal surgical repair of MVP would (1) eliminate mitral regurgitation, (2) restore
mitral valve and subvalvular geometry, (3) remodel the MV annulus, and (4) ultimately
improve leaflet coaptation, all of which would, in turn, normalize the hemodynamics
and force distribution to the subvalvular apparatus. In surgical mitral valve repair, the
pathologically changed MV leaflets present the first challenge that needs to be tackled.
In a comprehensive biomechanical analysis conducted in the Stanford ex vivo simulator
comparing four different techniques commonly used to surgically eliminate MR (edge-to-
edge repair, neochordalplasty, nonresectional remodeling, and leaflet resection technique),
it was found that all of these techniques, except edge-to-edge repair, were able to effectively
correct mitral regurgitation due to P2 flail [147]. When comparing the techniques that
successfully eliminated MR relative to one another, it was observed that the neochord
insertion and nonresectional technique caused a decrease in both the primary and secondary
chordal forces relative to the resectional technique. The decrease in forces in the neochord
technique was hypothesized to result from an increase in the number of chords available for
force distribution, while the decrease present in the nonresectional technique was thought
to be due to improvements in leaflet coaptation [147]. These studies are consistent with
others by the same group, which show that surgical correction of enlarged and redundant
leaflet tissue using a nonresectional neochordal technique improves the coaptation area
and decreases both the primary and secondary chordal forces, the maximal rate of change
of force, and the total papillary muscle force [44,149]. Figure 14 illustrates three common
leaflet repair techniques.

Figure 14. Different leaflet repair techniques for prolapse of the P2 segment. Reprinted with permis-
sion from [157]. Copyright 2009, Elsevier.

Recently, it was shown in an ex vivo setting that deviation of only 1 mm from the opti-
mal neochord length results in increases in the papillary muscle forces and residual mitral
regurgitation. This was true for elongated and foreshortened neochords, but the effect
was more pronounced with elongated neochords [158]. The location of neochord place-
ment during surgical repair can also have different effects on how the forces are balanced
in between the valve and ventricle and may have a significant impact on the long-term
durability of the repair. Ex vivo bioreactor studies investigating the suture anchoring width
and leading-edge distance demonstrated that increases in the suturing anchor width and a
larger distance to the leading edge both increased the suture pull-out force [159]. Given
that increasing the leading-edge distance too much would result in a decreased leaflet
coaptation length, Pandya and colleagues ultimately found that, from a biomechanical
point of view, insertion of artificial chords at 6 mm from the leading edge and with a width
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of 10 mm would be the optimal configuration. However, all the suture pull-out forces
observed in their experiments vastly exceeded the forces usually observed for the primary
or secondary chordae tendineae [159]. A recent study by Fernández and colleagues showed
that different techniques of anchoring the neochords at the papillary muscles may influ-
ence neochordal biomechanics; however, this is not the case when reviewing the loading
conditions within the physiological range [160]. Classically, neochords are affixed to the
papillary muscle tips, restoring more normal mechanics; however, recent biomechanical
evidence suggests that alternative implantation into the apical or posterior myocardium
may provide satisfactory mitral valve repair, as well [38,146,161]. In vivo implementation
of the force measurement in the clinical trans-apical implantation of novel apically fixated
artificial chords demonstrated that the force on one artificial chord connected to the P2-
segment of the MV decreases as the artificial chords are implanted, coinciding with the
achievement of optimal leaflet coaptation and minimization of MR [161]. However, no
comparative studies regarding the location of neochord placement were performed in that
setting. In ex vivo bioreactor studies, apical implantation was associated with increased
forces on the chordae and on the neochords, as well as a higher maximum rate of change
of force when compared with implantation in the PM tips [146,162]. A notable increased
rate of reoperations after transapical neochord repair when compared to the standard
surgical technique may suggest that these higher forces and different force profiles relate
to earlier neochord failure [146,162–164]. In vivo studies conducted in pigs that compared
papillary vs. apical fixation of artificial chords did not find any differences in the neo-
chordal tension amount, but did find differences in the maximal rate of change of tension
between the two groups [162]. More recently, anchoring of neochords in the posterior LV
myocardium to correct MVP has been found to restore primary and secondary chordal
forces to baseline levels in the Stanford ex vivo simulator; however, this technique was
not compared with papillary or apical fixation [38]. Posterior anchoring may be of special
interest for the future development of devices that can be used without cardioplegic arrest
in more frail patients. Of note, methods to lower forces that result from apical implantation
are being developed currently in ex vivo bioreactors and may support more widespread use
of this off-pump technique in patients not eligible for standard repair surgery [165].

In the standard surgical approach, in addition to the leaflet repair techniques, manda-
tory concomitant annuloplasty is used to reinforce healthy annular dimensions and durably
improve leaflet coaptation [166]. Multiple formats of annuloplasty rings exist, including
rigid, semi-rigid, and flexible types, as well as partial or complete ring or band formats, and
flat or saddle-shaped geometries [166]. While rigid, semi-rigid, and flexible annuloplasty
rings have been shown to improve mitral annular circumference and leaflet coaptation
compared to no annuloplasty ring, only flexible annuloplasty rings were found to decrease
both the chordal forces and maximum rate of change of forces compared to pre-procedural
conditions [65,167]. In contrast, rigid annuloplasty rings were associated with a higher
rate of change of force compared with pre-procedural conditions, which may reflect the
rigidity of the implant [167]. Saddle-shaped annuloplasty rings were shown to improve
the distribution of forces across the annulus when compared with flat annuloplasty rings,
indicating that reinforcement of the annulus in a more physiologic state improves how
the forces are handled by the mitral valve [66]. Finally, while there are no differences in
repair durability, flexible partial (posterior) annuloplasty bands as opposed to complete
semi-rigid rings may be advantageous with regard to more physiologic annular dynamics
(diastolic anterior expansion), less energy loss within the ventricle and the aortic outflow
tract, and lower MV pressure gradients, especially in annuli <30 mm [166,168–171].

Transcatheter edge-to-edge repair (TEER), already described above for its use in IMR,
was originally developed for MVP-therapy and is based on surgical edge-to-edge repair, as
described by Alfieri and colleagues [172]. As shown by Paulsen et al., of all the available
surgical leaflet repair methods, this technique has the least favorable hemodynamic and
biomechanical results in MVP repair [147]. However, the simplicity of this approach has
driven the development of the original MitraClip and subsequent device generations,
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initially thought to be used in patients not eligible for surgery. As efforts increase to
drive more widespread application even in low-risk surgical candidates, the biomechanical
effects of TEER are currently a topic of high interest to the community. As elucidated above,
one of its main limitations is the fact that only the leaflets, but no other components of the
MV–LV apparatus are targeted. Bhattacharya and He conducted a biomechanical analysis of
annular tension after TEER in posterior and anterior leaflet prolapse in an ex vivo bioreactor
and found that TEER does not restore annular tension to physiologic values, and therefore
may leave patients at increased risk of progressive annular dilation and recurrent MR [173].
Using the Stanford ex vivo simulator [7,32,42,106,147,149,167], it was recently shown that,
in contrast to surgical neochordal repair, application of a MitraClip does not normalize
the forces exerted on the PMs, despite similar reductions in MR [174]. Computationally,
Zhang and colleagues [2019] also demonstrated that this device induces abnormal strains
in the ventricular wall. Taking into account the current evidence for abnormal mechanics in
MVP due to increased traction forces that are independently associated with the presence
of localized fibrosis and the occurrence of life-threatening ventricular arrhythmias [155],
this may have larger implications for long-term outcomes; however, it remains a topic of
much needed ongoing research efforts.

5. Knowledge Gaps

In light of the evidence provided above, it is clear that biomechanical engineering
approaches correlated with biological studies in a variety of models have the capacity to
address multiple research opportunities in mitral valve disease that will improve medical
and surgical therapies [175]. The following questions require more definitive answers
and are therefore potential focus areas of future research in this field: (1) What is the
biomechanical impact of valve-focused versus ventricular-focused (subvalvular) repairs for
IMR? (2) What are the potential approaches to measure and modulate MV thickness and
stiffening to prevent or reduce IMR? (3) Which aspects of the MV–LV apparatus can and
should be treated via transcatheter approaches to provide biomechanical improvements
and durable results? (4) What is the role of abnormal mechano-sensing in the pathogenesis
of degenerative MV disease? (5) What drives LV fibrosis and ventricular arrhythmias
in patients with MVP? (6) Can transcatheter approaches truly accomplish biomechanical
normalization of the MV–LV relationship in MVP?

6. Conclusions

This review article has described in detail how bioengineering approaches continue
to provide insights into MV–LV biomechanics in healthy and diseased conditions, and
how they can be improved. For decades, ever improving, high-throughput testing has
been utilized through complementary ex vivo, computational, and in vivo studies, allow-
ing examination of the interaction of the MV, LV, and annular structures in a controlled
manner with biomechanical techniques. Further definition of the above-mentioned aspects
of the MV–LV relationship and identification of the tissue properties affecting cardiac
fluid dynamics can provide novel therapeutic targets through the translational potential
of biological–mechanical studies. In conclusion, the development of optimal treatment
strategies will always require bioengineering concepts and modelling conditions that can
test whether physiologic valve and ventricular function and their interactions are indeed
restored sufficiently.

Author Contributions: Conceptualization, A.v.K., J.E.M., R.A.L. and M.O.J.; Methodology, A.v.K.,
J.E.M., R.A.L., M.O.J., S.M. and M.A.B.; Investigation, A.v.K., J.E.M., R.A.L., M.O.J. and G.G.; Re-
sources, R.A.L., M.O.J., S.M., M.A.B. and R.A.N.; Writing—original draft preparation, A.v.K., J.E.M.
and M.O.J.; Writing—review and editing, A.v.K., J.E.M., R.A.L., M.O.J., G.G., N.I., J.F.W., Y.N., K.M.Y.,
R.A.N., M.A.B. and S.M.; Supervision, M.O.J., R.A.L., M.A.B., R.A.N. and S.M.; Project administration,
M.O.J., R.A.L., M.A.B., R.A.N. and S.M.; Funding acquisition, A.v.K., J.E.M., M.O.J., R.A.L., M.A.B.,
R.A.N. and J.F.W. All authors have read and agreed to the published version of the manuscript.



Bioengineering 2023, 10, 601 19 of 26

Funding: There was no specific external funding for this research, but authors received grant support
as listed below. The APC was funded through the American Heart Association [22TPA963793].

Institutional Review Board Statement: Not applicable.

Informed Consent Statement: Not applicable.

Data Availability Statement: Not applicable.

Acknowledgments: AVK is supported by the American Heart Association (Postdoctoral Fellowship
Award). JEM is supported by the National Institutes of Health (1F31HL167482). MOJ and NE are
supported by the National Institutes of Health (1R15HL145585) and the Arkansas Research Alliance.
JFW is supported by the National Institutes of Health (1R15HL145585). RAN is supported by the
National Institutes of Health (1R01HL131645, 1R01HL149696, 1R01GM10344) and the American
Heart Association (19TPA34850095, 17CSA33590067). RAL and KMY are supported by the National
Institutes of Health (1R01HL141917) and the American Heart Association (22TPA963793).

Conflicts of Interest: M.A.B. reports that his hospital receives speaker honoraria and/or consultant
fees on his behalf from Medtronic, Edwards Lifesciences, Abbott, and Artivion. S.M. serves on the
advisory board of Medtronic. All other authors declare no conflict of interest.

References
1. Levine, R.A.; Hagége, A.A.; Judge, D.P.; Padala, M.; Dal-Bianco, J.P.; Aikawa, E.; Beaudoin, J.; Bischoff, J.; Bouatia-Naji, N.;

Bruneval, P.; et al. Mitral valve disease–morphology and mechanisms. Nat. Rev. Cardiol. 2015, 12, 689–710. [CrossRef] [PubMed]
2. Sarris, G.E.; Miller, D.C. Valvular-ventricular interaction: The importance of the mitral chordae tendineae in terms of global left

ventricular systolic function. J. Card. Surg. 1988, 3, 215–234. [CrossRef] [PubMed]
3. Lillehei, C.W.; Levy, M.J.; Bonnabeau, R.C., Jr. Mitral Valve Replacement with Preservation of Papillary Muscles and Chordae

Tendineae. J. Thorac. Cardiovasc. Surg. 1964, 47, 532–543. [CrossRef] [PubMed]
4. Jensen, M.O.; Hagege, A.A.; Otsuji, Y.; Levine, R.A.; Leducq Transatlantic, M.N. The unsaddled annulus: Biomechanical culprit in

mitral valve prolapse? Circulation 2013, 127, 766–768. [CrossRef] [PubMed]
5. Silverman, M.E.; Hurst, J.W. The mitral complex. Interaction of the anatomy, physiology, and pathology of the mitral annulus,

mitral valve leaflets, chordae tendineae, and papillary muscles. Am. Heart J. 1968, 76, 399–418. [CrossRef]
6. Park, M.H.; Zhu, Y.; Imbrie-Moore, A.M.; Wang, H.; Marin-Cuartas, M.; Paulsen, M.J.; Woo, Y.J. Heart Valve Biomechanics: The

Frontiers of Modeling Modalities and the Expansive Capabilities of Ex Vivo Heart Simulation. Front. Cardiovasc. Med. 2021,
8, 673689. [CrossRef]

7. Wang, H.; Paulsen, M.J.; Imbrie-Moore, A.M.; Tada, Y.; Bergamasco, H.; Baker, S.W.; Shudo, Y.; Ma, M.; Woo, Y.J. In Vivo Validation
of Restored Chordal Biomechanics after Mitral Ring Annuloplasty in a Rare Ovine Case of Natural Chronic Functional Mitral
Regurgitation. J. Cardiovasc. Dev. Dis. 2020, 7, 17. [CrossRef]

8. Askov, J.B.; Honge, J.L.; Jensen, M.O.; Nygaard, H.; Hasenkam, J.M.; Nielsen, S.L. Significance of force transfer in mitral valve-left
ventricular interaction: In vivo assessment. J. Thorac. Cardiovasc. Surg. 2013, 145, 1635–1641.e1. [CrossRef]

9. Ostli, B.; Vester-Petersen, J.; Askov, J.B.; Honge, J.L.; Levine, R.A.; Hagege, A.; Nielsen, S.L.; Hasenkam, J.M.; Nygaard, H.;
Jensen, M.O. In Vitro System for Measuring Chordal Force Changes Following Mitral Valve Patch Repair. Cardiovasc. Eng. Technol.
2012, 3, 263–268. [CrossRef]

10. Nielsen, S.L.; Soerensen, D.D.; Libergren, P.; Yoganathan, A.P.; Nygaard, H. Miniature C-shaped transducers for chordae tendineae
force measurements. Ann. Biomed. Eng. 2004, 32, 1050–1057. [CrossRef]

11. Skov, S.N.; Ropcke, D.M.; Ilkjaer, C.; Rasmussen, J.; Tjornild, M.J.; Jimenez, J.H.; Yoganathan, A.P.; Nygaard, H.; Nielsen, S.L.;
Jensen, M.O. New mitral annular force transducer optimized to distinguish annular segments and multi-plane forces. J. Biomech.
2016, 49, 742–748. [CrossRef]

12. Pierce, E.L.; Siefert, A.W.; Paul, D.M.; Wells, S.K.; Bloodworth, C.H.t.; Takebayashi, S.; Aoki, C.; Jensen, M.O.; Gillespie, M.J.;
Gorman, R.C.; et al. How Local Annular Force and Collagen Density Govern Mitral Annuloplasty Ring Dehiscence Risk.
Ann. Thorac. Surg. 2016, 102, 518–526. [CrossRef] [PubMed]

13. Bloodworth, C.H.t.; Pierce, E.L.; Easley, T.F.; Drach, A.; Khalighi, A.H.; Toma, M.; Jensen, M.O.; Sacks, M.S.; Yoganathan, A.P.
Ex Vivo Methods for Informing Computational Models of the Mitral Valve. Ann. Biomed. Eng. 2017, 45, 496–507. [CrossRef]
[PubMed]

14. Toma, M.; Jensen, M.O.; Einstein, D.R.; Yoganathan, A.P.; Cochran, R.P.; Kunzelman, K.S. Fluid-Structure Interaction Analysis
of Papillary Muscle Forces Using a Comprehensive Mitral Valve Model with 3D Chordal Structure. Ann. Biomed. Eng. 2016,
44, 942–953. [CrossRef] [PubMed]

15. Lau, K.D.; Diaz-Zuccarini, V.; Scambler, P.; Burriesci, G. Fluid-structure interaction study of the edge-to-edge repair technique on
the mitral valve. J. Biomech. 2011, 44, 2409–2417. [CrossRef]

https://doi.org/10.1038/nrcardio.2015.161
https://www.ncbi.nlm.nih.gov/pubmed/26483167
https://doi.org/10.1111/j.1540-8191.1988.tb00241.x
https://www.ncbi.nlm.nih.gov/pubmed/2980020
https://doi.org/10.1016/S0022-5223(19)33587-1
https://www.ncbi.nlm.nih.gov/pubmed/14180754
https://doi.org/10.1161/CIRCULATIONAHA.112.000628
https://www.ncbi.nlm.nih.gov/pubmed/23429895
https://doi.org/10.1016/0002-8703(68)90237-8
https://doi.org/10.3389/fcvm.2021.673689
https://doi.org/10.3390/jcdd7020017
https://doi.org/10.1016/j.jtcvs.2012.07.062
https://doi.org/10.1007/s13239-012-0098-2
https://doi.org/10.1114/B:ABME.0000036641.69903.62
https://doi.org/10.1016/j.jbiomech.2016.02.003
https://doi.org/10.1016/j.athoracsur.2016.01.107
https://www.ncbi.nlm.nih.gov/pubmed/27133454
https://doi.org/10.1007/s10439-016-1734-z
https://www.ncbi.nlm.nih.gov/pubmed/27699507
https://doi.org/10.1007/s10439-015-1385-5
https://www.ncbi.nlm.nih.gov/pubmed/26183963
https://doi.org/10.1016/j.jbiomech.2011.06.030


Bioengineering 2023, 10, 601 20 of 26

16. Wenk, J.F.; Zhang, Z.; Cheng, G.; Malhotra, D.; Acevedo-Bolton, G.; Burger, M.; Suzuki, T.; Saloner, D.A.; Wallace, A.W.;
Guccione, J.M.; et al. First finite element model of the left ventricle with mitral valve: Insights into ischemic mitral regurgitation.
Ann. Thorac. Surg. 2010, 89, 1546–1553. [CrossRef]

17. Bouma, W.; Lai, E.K.; Levack, M.M.; Shang, E.K.; Pouch, A.M.; Eperjesi, T.J.; Plappert, T.J.; Yushkevich, P.A.; Mariani, M.A.;
Khabbaz, K.R.; et al. Preoperative Three-Dimensional Valve Analysis Predicts Recurrent Ischemic Mitral Regurgitation after
Mitral Annuloplasty. Ann. Thorac. Surg. 2016, 101, 567–575, discussion 575. [CrossRef]

18. Levack, M.M.; Jassar, A.S.; Shang, E.K.; Vergnat, M.; Woo, Y.J.; Acker, M.A.; Jackson, B.M.; Gorman, J.H., 3rd; Gorman, R.C.
Three-dimensional echocardiographic analysis of mitral annular dynamics: Implication for annuloplasty selection. Circulation
2012, 126, S183–S188. [CrossRef]

19. Wijdh-den Hamer, I.J.; Bouma, W.; Lai, E.K.; Levack, M.M.; Shang, E.K.; Pouch, A.M.; Eperjesi, T.J.; Plappert, T.J.; Yushkevich, P.A.;
Hung, J.; et al. The value of preoperative 3-dimensional over 2-dimensional valve analysis in predicting recurrent ischemic mitral
regurgitation after mitral annuloplasty. J. Thorac. Cardiovasc. Surg. 2016, 152, 847–859. [CrossRef]

20. Noack, T.; Janietz, M.; Lurz, P.; Kiefer, P.; Sieg, F.; Marin-Cuartas, M.; Spampinato, R.; Besler, C.; Rommel, K.P.; Holzhey, D.; et al.
Dynamic mitral valve geometry in patients with primary and secondary mitral regurgitation: Implications for mitral valve repair.
Eur. J. Cardiothorac. Surg. 2019, 56, 983–992. [CrossRef]

21. Grbic, S.; Easley, T.F.; Mansi, T.; Bloodworth, C.H.; Pierce, E.L.; Voigt, I.; Neumann, D.; Krebs, J.; Yuh, D.D.; Jensen, M.O.; et al.
Personalized mitral valve closure computation and uncertainty analysis from 3D echocardiography. Med. Image Anal. 2017,
35, 238–249. [CrossRef]

22. Einstein, D.R.; Del Pin, F.; Jiao, X.; Kuprat, A.P.; Carson, J.P.; Kunzelman, K.S.; Cochran, R.P.; Guccione, J.M.; Ratcliffe, M.B.
Fluid-Structure Interactions of the Mitral Valve and Left Heart: Comprehensive Strategies, Past, Present and Future. Int. J. Numer.
Methods Eng. 2010, 26, 348–380. [CrossRef] [PubMed]

23. Zhang, Y.; Adams, J.; Wang, V.Y.; Horwitz, L.; Tartibi, M.; Morgan, A.E.; Kim, J.; Wallace, A.W.; Weinsaft, J.W.; Ge, L.; et al. A
finite element model of the cardiac ventricles with coupled circulation: Biventricular mesh generation with hexahedral elements,
airbags and a functional mockup interface to the circulation. Comput. Biol. Med. 2021, 137, 104840. [CrossRef] [PubMed]

24. Gaidulis, G.; Suresh, K.S.; Xu, D.; Padala, M. Patient-Specific Three-Dimensional Ultrasound Derived Computational Modeling of
the Mitral Valve. Ann. Biomed. Eng. 2022, 50, 847–859. [CrossRef] [PubMed]

25. Yoganathan, A.P.; Lemmon, J.D., Jr.; Kim, Y.H.; Walker, P.G.; Levine, R.A.; Vesier, C.C. A computational study of a thin-walled
three-dimensional left ventricle during early systole. J. Biomech. Eng. 1994, 116, 307–314. [CrossRef]

26. Yoganathan, A.P.; Lemmon, J.D., Jr.; Kim, Y.H.; Levine, R.A.; Vesier, C.C. A three-dimensional computational investigation of
intraventricular fluid dynamics: Examination into the initiation of systolic anterior motion of the mitral valve leaflets. J. Biomech.
Eng. 1995, 117, 94–102. [CrossRef]

27. Stephens, S.E.; Kammien, A.J.; Paris, J.C.; Applequist, A.P.; Ingels, N.B.; Jensen, H.K.; Rodgers, D.E.; Cole, C.R.; Wenk, J.F.;
Jensen, M.O. In Vitro Mitral Valve Model with Unrestricted Ventricular Access: Using Vacuum to Close the Valve and Enable
Static Trans-Mitral Pressure. J. Cardiovasc. Transl. Res. 2022, 15, 845–854. [CrossRef]

28. Jimenez, J.H.; Soerensen, D.D.; He, Z.; Ritchie, J.; Yoganathan, A.P. Mitral valve function and chordal force distribution using a
flexible annulus model: An in vitro study. Ann. Biomed. Eng. 2005, 33, 557–566. [CrossRef]

29. Jensen, M.O.; Fontaine, A.A.; Yoganathan, A.P. Improved in vitro quantification of the force exerted by the papillary muscle on
the left ventricular wall: Three-dimensional force vector measurement system. Ann. Biomed. Eng. 2001, 29, 406–413. [CrossRef]

30. He, S.; Weston, M.W.; Lemmon, J.; Jensen, M.; Levine, R.A.; Yoganathan, A.P. Geometric distribution of chordae tendineae: An
important anatomic feature in mitral valve function. J. Heart Valve Dis. 2000, 9, 495–501, discussion 502–493.

31. Bajona, P.; Zehr, K.J.; Liao, J.; Speziali, G. Tension measurement of artificial chordae tendinae implanted between the anterior
mitral valve leaflet and the left ventricular apex: An in vitro study. Innovations 2008, 3, 33–37. [CrossRef]

32. Imbrie-Moore, A.M.; Park, M.H.; Paulsen, M.J.; Sellke, M.; Kulkami, R.; Wang, H.; Zhu, Y.; Farry, J.M.; Bourdillon, A.T.;
Callinan, C.; et al. Biomimetic six-axis robots replicate human cardiac papillary muscle motion: Pioneering the next generation of
biomechanical heart simulator technology. J. R. Soc. Interface 2020, 17, 20200614. [CrossRef]

33. Rahmani, A.; Rasmussen, A.Q.; Honge, J.L.; Ostli, B.; Levine, R.A.; Hagege, A.A.; Nygaard, H.; Nielsen, S.L.; Jensen, M.O. Mitral
Valve Mechanics Following Posterior Leaflet Patch Augmentation. J. Heart Valve Dis. 2013, 22, 28–35.

34. He, S.; Fontaine, A.A.; Schwammenthal, E.; Yoganathan, A.P.; Levine, R.A. Integrated mechanism for functional mitral regurgita-
tion: Leaflet restriction versus coapting force: In vitro studies. Circulation 1997, 96, 1826–1834. [CrossRef]

35. He, S.; Lemmon, J.D., Jr.; Weston, M.W.; Jensen, M.O.; Levine, R.A.; Yoganathan, A.P. Mitral valve compensation for annular
dilatation: In vitro study into the mechanisms of functional mitral regurgitation with an adjustable annulus model. J. Heart Valve
Dis. 1999, 8, 294–302.

36. Siefert, A.W.; Rabbah, J.P.; Saikrishnan, N.; Kunzelman, K.S.; Yoganathan, A.P. Isolated effect of geometry on mitral valve function
for in silico model development. Comput. Methods Biomech. Biomed. Eng. 2015, 18, 618–627. [CrossRef]

37. Pasrija, C.; Quinn, R.; Ghoreishi, M.; Eperjesi, T.; Lai, E.; Gorman, R.C.; Gorman, J.H.; Gorman, R.C.; Pouch, A.; Cortez, F.V.; et al.
A Novel Quantitative Ex Vivo Model of Functional Mitral Regurgitation. Innovations 2020, 15, 329–337. [CrossRef]

38. Paulsen, M.J.; Imbrie-Moore, A.M.; Wang, H.; Bae, J.H.; Hironaka, C.E.; Farry, J.M.; Lucian, H.J.; Thakore, A.D.; MacArthur, J.W.;
Cutkosky, M.R.; et al. Mitral chordae tendineae force profile characterization using a posterior ventricular anchoring neochordal

https://doi.org/10.1016/j.athoracsur.2010.02.036
https://doi.org/10.1016/j.athoracsur.2015.09.076
https://doi.org/10.1161/CIRCULATIONAHA.111.084483
https://doi.org/10.1016/j.jtcvs.2016.06.040
https://doi.org/10.1093/ejcts/ezz096
https://doi.org/10.1016/j.media.2016.03.011
https://doi.org/10.1002/cnm.1280
https://www.ncbi.nlm.nih.gov/pubmed/20454531
https://doi.org/10.1016/j.compbiomed.2021.104840
https://www.ncbi.nlm.nih.gov/pubmed/34508972
https://doi.org/10.1007/s10439-022-02960-x
https://www.ncbi.nlm.nih.gov/pubmed/35380321
https://doi.org/10.1115/1.2895735
https://doi.org/10.1115/1.2792276
https://doi.org/10.1007/s12265-021-10199-5
https://doi.org/10.1007/s10439-005-1512-9
https://doi.org/10.1114/1.1366672
https://doi.org/10.1097/imi.0b013e31816d3d08
https://doi.org/10.1098/rsif.2020.0614
https://doi.org/10.1161/01.CIR.96.6.1826
https://doi.org/10.1080/10255842.2013.822490
https://doi.org/10.1177/1556984520930336


Bioengineering 2023, 10, 601 21 of 26

repair model for mitral regurgitation in a three-dimensional-printed ex vivo left heart simulator. Eur. J. Cardiothorac. Surg. 2020,
57, 535–544. [CrossRef]

39. Bozkurt, S.; Preston-Maher, G.L.; Torii, R.; Burriesci, G. Design, Analysis and Testing of a Novel Mitral Valve for Transcatheter
Implantation. Ann. Biomed. Eng. 2017, 45, 1852–1864. [CrossRef]

40. Jimenez, J.H.; Liou, S.W.; Padala, M.; He, Z.; Sacks, M.; Gorman, R.C.; Gorman, J.H., 3rd; Yoganathan, A.P. A saddle-shaped
annulus reduces systolic strain on the central region of the mitral valve anterior leaflet. J. Thorac. Cardiovasc. Surg. 2007,
134, 1562–1568. [CrossRef]

41. Padala, M.; Hutchison, R.A.; Croft, L.R.; Jimenez, J.H.; Gorman, R.C.; Gorman, J.H., 3rd; Sacks, M.S.; Yoganathan, A.P. Saddle
shape of the mitral annulus reduces systolic strains on the P2 segment of the posterior mitral leaflet. Ann. Thorac. Surg. 2009,
88, 1499–1504. [CrossRef] [PubMed]

42. Paulsen, M.J.; Bae, J.H.; Imbrie-Moore, A.M.; Wang, H.; Hironaka, C.E.; Farry, J.M.; Lucian, H.; Thakore, A.D.; Cutkosky, M.R.; Joseph
Woo, Y. Development and Ex Vivo Validation of Novel Force-Sensing Neochordae for Measuring Chordae Tendineae Tension in the
Mitral Valve Apparatus Using Optical Fibers With Embedded Bragg Gratings. J. Biomech. Eng. 2020, 142, 145011–145019. [CrossRef]
[PubMed]

43. Lomholt, M.; Nielsen, S.L.; Hansen, S.B.; Andersen, N.T.; Hasenkam, J.M. Differential tension between secondary and primary
mitral chordae in an acute in-vivo porcine model. J. Heart Valve Dis. 2002, 11, 337–345. [PubMed]

44. Park, M.H.; van Kampen, A.; Melnitchouk, S.; Wilkerson, R.J.; Nagata, Y.; Zhu, Y.; Wang, H.; Pandya, P.K.; Morningstar, J.E.;
Borger, M.A.; et al. Native and Post-Repair Residual Mitral Valve Prolapse Increases Forces Exerted on the Papillary Muscles: A
Possible Mechanism for Localized Fibrosis? Circ. Cardiovasc. Interv. 2022, 15, e011928. [CrossRef]

45. Hatle, L.; Brubakk, A.; Tromsdal, A.; Angelsen, B. Noninvasive assessment of pressure drop in mitral stenosis by Doppler
ultrasound. Br. Heart J. 1978, 40, 131–140. [CrossRef]

46. Hatle, L.; Angelsen, B.A.; Tromsdal, A. Non-invasive assessment of aortic stenosis by Doppler ultrasound. Br. Heart J. 1980,
43, 284–292. [CrossRef]

47. Hatle, L.; Angelsen, B.A.; Tromsdal, A. Non-invasive estimation of pulmonary artery systolic pressure with Doppler ultrasound.
Br. Heart J. 1981, 45, 157–165. [CrossRef]

48. Cape, E.G.; Skoufis, E.G.; Weyman, A.E.; Yoganathan, A.P.; Levine, R.A. A new method for noninvasive quantification of valvular
regurgitation based on conservation of momentum. In vitro validation. Circulation 1989, 79, 1343–1353. [CrossRef]

49. Cape, E.G.; Yoganathan, A.P.; Levine, R.A. A new theoretical model for noninvasive quantification of mitral regurgitation.
J. Biomech. 1990, 23, 27–33. [CrossRef]

50. Buck, T.; Mucci, R.A.; Guerrero, J.L.; Holmvang, G.; Handschumacher, M.D.; Levine, R.A. The power-velocity integral at the vena
contracta: A new method for direct quantification of regurgitant volume flow. Circulation 2000, 102, 1053–1061. [CrossRef]

51. Buck, T.; Plicht, B.; Hunold, P.; Mucci, R.A.; Erbel, R.; Levine, R.A. Broad-beam spectral Doppler sonification of the vena contracta
using matrix-array technology: A new solution for semi-automated quantification of mitral regurgitant flow volume and orifice
area. J. Am. Coll. Cardiol. 2005, 45, 770–779. [CrossRef]

52. Blumlein, S.; Bouchard, A.; Schiller, N.B.; Dae, M.; Byrd, B.F., 3rd; Ports, T.; Botvinick, E.H. Quantitation of mitral regurgitation by
Doppler echocardiography. Circulation 1986, 74, 306–314. [CrossRef]

53. Pierce, E.L.; Rabbah, J.P.; Thiele, K.; Wei, Q.; Vidakovic, B.; Jensen, M.O.; Hung, J.; Yoganathan, A.P. Three-Dimensional Field
Optimization Method: Gold-Standard Validation of a Novel Color Doppler Method for Quantifying Mitral Regurgitation. J. Am.
Soc. Echocardiogr. 2016, 29, 917–925. [CrossRef]

54. Cape, E.G.; Yoganathan, A.P.; Weyman, A.E.; Levine, R.A. Adjacent solid boundaries alter the size of regurgitant jets on Doppler
color flow maps. J. Am. Coll. Cardiol. 1991, 17, 1094–1102. [CrossRef]

55. Chen, C.G.; Thomas, J.D.; Anconina, J.; Harrigan, P.; Mueller, L.; Picard, M.H.; Levine, R.A.; Weyman, A.E. Impact of impinging
wall jet on color Doppler quantification of mitral regurgitation. Circulation 1991, 84, 712–720. [CrossRef]

56. Rabbah, J.P.; Saikrishnan, N.; Siefert, A.W.; Santhanakrishnan, A.; Yoganathan, A.P. Mechanics of healthy and functionally
diseased mitral valves: A critical review. J. Biomech. Eng. 2013, 135, 021007. [CrossRef]

57. Yoganathan, A.P.; He, Z.; Casey Jones, S. Fluid mechanics of heart valves. Annu. Rev. Biomed. Eng. 2004, 6, 331–362. [CrossRef]
58. Krishnamurthy, G.; Ennis, D.B.; Itoh, A.; Bothe, W.; Swanson, J.C.; Karlsson, M.; Kuhl, E.; Miller, D.C.; Ingels, N.B., Jr. Material

properties of the ovine mitral valve anterior leaflet in vivo from inverse finite element analysis. Am. J. Physiol. Heart Circ. Physiol.
2008, 295, H1141–H1149. [CrossRef]

59. Cochran, R.P.; Kunzelman, K.S.; Chuong, C.J.; Sacks, M.S.; Eberhart, R.C. Nondestructive analysis of mitral valve collagen fiber
orientation. ASAIO Trans. 1991, 37, M447–M448.

60. Kunzelman, K.S.; Cochran, R.P. Stress/strain characteristics of porcine mitral valve tissue: Parallel versus perpendicular collagen
orientation. J. Card. Surg. 1992, 7, 71–78. [CrossRef]

61. Levine, R.A.; Triulzi, M.O.; Harrigan, P.; Weyman, A.E. The relationship of mitral annular shape to the diagnosis of mitral valve
prolapse. Circulation 1987, 75, 756–767. [CrossRef] [PubMed]

62. Flachskampf, F.A.; Chandra, S.; Gaddipatti, A.; Levine, R.A.; Weyman, A.E.; Ameling, W.; Hanrath, P.; Thomas, J.D. Analysis
of shape and motion of the mitral annulus in subjects with and without cardiomyopathy by echocardiographic 3-dimensional
reconstruction. J. Am. Soc. Echocardiogr. 2000, 13, 277–287. [CrossRef] [PubMed]

https://doi.org/10.1093/ejcts/ezz258
https://doi.org/10.1007/s10439-017-1828-2
https://doi.org/10.1016/j.jtcvs.2007.08.037
https://doi.org/10.1016/j.athoracsur.2009.06.042
https://www.ncbi.nlm.nih.gov/pubmed/19853100
https://doi.org/10.1115/1.4044142
https://www.ncbi.nlm.nih.gov/pubmed/31253992
https://www.ncbi.nlm.nih.gov/pubmed/12056724
https://doi.org/10.1161/CIRCINTERVENTIONS.122.011928
https://doi.org/10.1136/hrt.40.2.131
https://doi.org/10.1136/hrt.43.3.284
https://doi.org/10.1136/hrt.45.2.157
https://doi.org/10.1161/01.CIR.79.6.1343
https://doi.org/10.1016/0021-9290(90)90366-B
https://doi.org/10.1161/01.CIR.102.9.1053
https://doi.org/10.1016/j.jacc.2004.11.036
https://doi.org/10.1161/01.CIR.74.2.306
https://doi.org/10.1016/j.echo.2016.05.009
https://doi.org/10.1016/0735-1097(91)90838-Z
https://doi.org/10.1161/01.CIR.84.2.712
https://doi.org/10.1115/1.4023238
https://doi.org/10.1146/annurev.bioeng.6.040803.140111
https://doi.org/10.1152/ajpheart.00284.2008
https://doi.org/10.1111/j.1540-8191.1992.tb00777.x
https://doi.org/10.1161/01.CIR.75.4.756
https://www.ncbi.nlm.nih.gov/pubmed/3829339
https://doi.org/10.1067/mje.2000.103878
https://www.ncbi.nlm.nih.gov/pubmed/10756245


Bioengineering 2023, 10, 601 22 of 26

63. Jimenez, J.H.; Soerensen, D.D.; He, Z.; He, S.; Yoganathan, A.P. Effects of a saddle shaped annulus on mitral valve function and
chordal force distribution: An in vitro study. Ann. Biomed. Eng. 2003, 31, 1171–1181. [CrossRef] [PubMed]

64. Salgo, I.S.; Gorman, J.H., 3rd; Gorman, R.C.; Jackson, B.M.; Bowen, F.W.; Plappert, T.; St John Sutton, M.G.; Edmunds, L.H., Jr.
Effect of annular shape on leaflet curvature in reducing mitral leaflet stress. Circulation 2002, 106, 711–717. [CrossRef] [PubMed]

65. Skov, S.N.; Ropcke, D.M.; Tjornild, M.J.; Ilkjaer, C.; Rasmussen, J.; Nygaard, H.; Jensen, M.O.; Nielsen, S.L. The effect of different
mitral annuloplasty rings on valve geometry and annular stress distributiondagger. Interact. Cardiovasc. Thorac. Surg. 2017,
24, 683–690. [CrossRef] [PubMed]

66. Jensen, M.O.; Jensen, H.; Smerup, M.; Levine, R.A.; Yoganathan, A.P.; Nygaard, H.; Hasenkam, J.M.; Nielsen, S.L. Saddle-shaped
mitral valve annuloplasty rings experience lower forces compared with flat rings. Circulation 2008, 118, S250–S255. [CrossRef]

67. Jensen, M.O.; Jensen, H.; Levine, R.A.; Yoganathan, A.P.; Andersen, N.T.; Nygaard, H.; Hasenkam, J.M.; Nielsen, S.L.
Saddle-shaped mitral valve annuloplasty rings improve leaflet coaptation geometry. J. Thorac. Cardiovasc. Surg. 2011,
142, 697–703. [CrossRef]

68. Ross, C.J.; Zheng, J.; Ma, L.; Wu, Y.; Lee, C.H. Mechanics and Microstructure of the Atrioventricular Heart Valve Chordae
Tendineae: A Review. Bioengineering 2020, 7, 25. [CrossRef]

69. Gunnal, S.A.; Wabale, R.N.; Farooqui, M.S. Morphological study of chordae tendinae in human cadaveric hearts. Heart Views
2015, 16, 209–220. [CrossRef]

70. Prot, V.; Haaverstad, R.; Skallerud, B. Finite element analysis of the mitral apparatus: Annulus shape effect and chordal force
distribution. Biomech. Model. Mechanobiol. 2009, 8, 43–55. [CrossRef]

71. Sarris, G.E.; Cahill, P.D.; Hansen, D.E.; Derby, G.C.; Miller, D.C. Restoration of left ventricular systolic performance after
reattachment of the mitral chordae tendineae. The importance of valvular-ventricular interaction. J. Thorac. Cardiovasc. Surg. 1988,
95, 969–979. [CrossRef]

72. Lam, J.H.; Ranganathan, N.; Wigle, E.D.; Silver, M.D. Morphology of the human mitral valve. I. Chordae tendineae: A new
classification. Circulation 1970, 41, 449–458. [CrossRef]

73. Ranganathan, N.; Lam, J.H.; Wigle, E.D.; Silver, M.D. Morphology of the human mitral valve. II. The value leaflets. Circulation
1970, 41, 459–467. [CrossRef]

74. Ingels, N.B.; Karlsson, M. Mitral Valve Mechanics; Linköping University Electronic Press: Linköping, Sweden, 2015. [CrossRef]
75. Yacoub, M.H. Anatomy of the Mitral Valve. A Pluridisciplinary Approach; Edward Arnold: London, UK, 1977.
76. Ritchie, J.; Jimenez, J.; He, Z.; Sacks, M.S.; Yoganathan, A.P. The material properties of the native porcine mitral valve chordae

tendineae: An in vitro investigation. J. Biomech. 2006, 39, 1129–1135. [CrossRef]
77. He, Z.; Jowers, C. A novel method to measure mitral valve chordal tension. J. Biomech. Eng. 2009, 131, 14501. [CrossRef]
78. Sedransk, K.L.; Grande-Allen, K.J.; Vesely, I. Failure mechanics of mitral valve chordae tendineae. J. Heart Valve Dis. 2002,

11, 644–650.
79. Dagum, P.; Timek, T.A.; Green, G.R.; Lai, D.; Daughters, G.T.; Liang, D.H.; Hayase, M.; Ingels, N.B., Jr.; Miller, D.C. Coordinate-free

analysis of mitral valve dynamics in normal and ischemic hearts. Circulation 2000, 102, III62–III69. [CrossRef]
80. Joudinaud, T.M.; Kegel, C.L.; Flecher, E.M.; Weber, P.A.; Lansac, E.; Hvass, U.; Duran, C.M. The papillary muscles as shock

absorbers of the mitral valve complex. An experimental study. Eur. J. Cardio-Thorac. Surg. Off. J. Eur. Assoc. Cardio-Thorac. Surg.
2007, 32, 96–101. [CrossRef]

81. Kalra, K.; Wang, Q.; McIver, B.V.; Shi, W.; Guyton, R.A.; Sun, W.; Sarin, E.L.; Thourani, V.H.; Padala, M. Temporal changes
in interpapillary muscle dynamics as an active indicator of mitral valve and left ventricular interaction in ischemic mitral
regurgitation. J. Am. Coll. Cardiol. 2014, 64, 1867–1879. [CrossRef]

82. Askov, J.B.; Honge, J.L.; Nygaard, H.; Hasenkam, J.M.; Nielsen, S.L.; Jensen, M.O. Papillary Muscle Force Transducer for
Measurement In Vivo. Cardiovasc. Eng. Technol. 2011, 2, 196–202. [CrossRef]

83. Liel-cohen, N.; Guerrero, J.L.; Otsuji, Y.; Handschumacher, M.D.; Rudski, L.G.; Hunziker, P.; Tanabe, H.; Scherrer-Crosbie, M.;
Sullivan, S.; Levine, R.A. Design of a new surgical approach for ventricular remodeling to relieve ischemic mitral regurgitation:
Insights from 3-dimensional echocardiography. Circulation 2000, 101, 2756–2763. [CrossRef]

84. Levine, R.A.; Schwammenthal, E. Ischemic mitral regurgitation on the threshold of a solution: From paradoxes to unifying
concepts. Circulation 2005, 112, 745–758. [CrossRef] [PubMed]

85. Bothe, W.; Timek, T.A.; Tibayan, F.A.; Walther, M.; Daughters, G.T.; Ingels, N.B.; Miller, D.C. Characterization of 3-dimensional
papillary muscle displacement in in vivo ovine models of ischemic/functional mitral regurgitation. J. Thorac. Cardiovasc. Surg.
2019, 157, 1444–1449. [CrossRef] [PubMed]

86. Tibayan, F.A.; Rodriguez, F.; Zasio, M.K.; Bailey, L.; Liang, D.; Daughters, G.T.; Langer, F.; Ingels, N.B., Jr.; Miller, D.C. Geometric
distortions of the mitral valvular-ventricular complex in chronic ischemic mitral regurgitation. Circulation 2003, 108 (Suppl. S1),
II116–II121. [CrossRef] [PubMed]

87. Kunzelman, K.S.; Reimink, M.S.; Cochran, R.P. Annular dilatation increases stress in the mitral valve and delays coaptation: A
finite element computer model. Cardiovasc. Surg. 1997, 5, 427–434. [CrossRef]

88. Dal-Bianco, J.P.; Aikawa, E.; Bischoff, J.; Guerrero, J.L.; Handschumacher, M.D.; Sullivan, S.; Johnson, B.; Titus, J.S.; Iwamoto, Y.;
Wylie-Sears, J.; et al. Active adaptation of the tethered mitral valve: Insights into a compensatory mechanism for functional mitral
regurgitation. Circulation 2009, 120, 334–342. [CrossRef]

https://doi.org/10.1114/1.1616929
https://www.ncbi.nlm.nih.gov/pubmed/14649491
https://doi.org/10.1161/01.CIR.0000025426.39426.83
https://www.ncbi.nlm.nih.gov/pubmed/12163432
https://doi.org/10.1093/icvts/ivx004
https://www.ncbi.nlm.nih.gov/pubmed/28329364
https://doi.org/10.1161/CIRCULATIONAHA.107.746776
https://doi.org/10.1016/j.jtcvs.2011.01.022
https://doi.org/10.3390/bioengineering7010025
https://doi.org/10.4103/1995-705X.152994
https://doi.org/10.1007/s10237-007-0116-8
https://doi.org/10.1016/S0022-5223(19)35662-4
https://doi.org/10.1161/01.CIR.41.3.449
https://doi.org/10.1161/01.CIR.41.3.459
https://doi.org/10.3384/book.diva-117057
https://doi.org/10.1016/j.jbiomech.2005.01.024
https://doi.org/10.1115/1.3005160
https://doi.org/10.1161/circ.102.suppl_3.III-62
https://doi.org/10.1016/j.ejcts.2007.03.043
https://doi.org/10.1016/j.jacc.2014.07.988
https://doi.org/10.1007/s13239-011-0043-9
https://doi.org/10.1161/01.CIR.101.23.2756
https://doi.org/10.1161/CIRCULATIONAHA.104.486720
https://www.ncbi.nlm.nih.gov/pubmed/16061756
https://doi.org/10.1016/j.jtcvs.2018.09.069
https://www.ncbi.nlm.nih.gov/pubmed/30447965
https://doi.org/10.1161/01.cir.0000087940.17524.8a
https://www.ncbi.nlm.nih.gov/pubmed/12970219
https://doi.org/10.1016/S0967-2109(97)00045-8
https://doi.org/10.1161/CIRCULATIONAHA.108.846782


Bioengineering 2023, 10, 601 23 of 26

89. Beaudoin, J.; Dal-Bianco, J.P.; Aikawa, E.; Bischoff, J.; Guerrero, J.L.; Sullivan, S.; Bartko, P.E.; Handschumacher, M.D.; Kim, D.H.;
Wylie-Sears, J.; et al. Mitral Leaflet Changes Following Myocardial Infarction: Clinical Evidence for Maladaptive Valvular
Remodeling. Circ. Cardiovasc. Imaging 2017, 10, e006512. [CrossRef]

90. Marsit, O.; Clavel, M.A.; Cote-Laroche, C.; Hadjadj, S.; Bouchard, M.A.; Handschumacher, M.D.; Clisson, M.; Drolet, M.C.;
Boulanger, M.C.; Kim, D.H.; et al. Attenuated Mitral Leaflet Enlargement Contributes to Functional Mitral Regurgitation after
Myocardial Infarction. J. Am. Coll. Cardiol. 2020, 75, 395–405. [CrossRef]

91. Balachandran, K.; Alford, P.W.; Wylie-Sears, J.; Goss, J.A.; Grosberg, A.; Bischoff, J.; Aikawa, E.; Levine, R.A.; Parker, K.K.
Cyclic strain induces dual-mode endothelial-mesenchymal transformation of the cardiac valve. Proc. Natl. Acad. Sci. USA 2011,
108, 19943–19948. [CrossRef]

92. Kunzelman, K.S.; Quick, D.W.; Cochran, R.P. Altered collagen concentration in mitral valve leaflets: Biochemical and finite
element analysis. Ann. Thorac. Surg. 1998, 66, S198–S205. [CrossRef]

93. Kunzelman, K.S.; Einstein, D.R.; Cochran, R.P. Fluid-structure interaction models of the mitral valve: Function in normal and
pathological states. Philos. Trans. R. Soc. Lond. B Biol. Sci. 2007, 362, 1393–1406. [CrossRef]

94. Ben Zekry, S.; Freeman, J.; Jajoo, A.; He, J.; Little, S.H.; Lawrie, G.M.; Azencott, R.; Zoghbi, W.A. Patient-Specific Quantitation of
Mitral Valve Strain by Computer Analysis of Three-Dimensional Echocardiography: A Pilot Study. Circ. Cardiovasc. Imaging 2016,
9, e003254. [CrossRef]

95. El-Tallawi, K.C.; Zhang, P.; Azencott, R.; He, J.; Xu, J.; Herrera, E.L.; Jacob, J.; Chamsi-Pasha, M.; Lawrie, G.M.; Zoghbi, W.A.
Mitral Valve Remodeling and Strain in Secondary Mitral Regurgitation: Comparison With Primary Regurgitation and Normal
Valves. JACC Cardiovasc. Imaging 2021, 14, 782–793. [CrossRef]

96. Bischoff, J.; Casanovas, G.; Wylie-Sears, J.; Kim, D.H.; Bartko, P.E.; Guerrero, J.L.; Dal-Bianco, J.P.; Beaudoin, J.; Garcia, M.L.;
Sullivan, S.M.; et al. CD45 Expression in Mitral Valve Endothelial Cells after Myocardial Infarction. Circ. Res. 2016, 119, 1215–1225.
[CrossRef]

97. Ayoub, S.; Tsai, K.C.; Khalighi, A.H.; Sacks, M.S. The Three-Dimensional Microenvironment of the Mitral Valve: Insights into the
Effects of Physiological Loads. Cell. Mol. Bioeng. 2018, 11, 291–306. [CrossRef]

98. Rego, B.V.; Khalighi, A.H.; Gorman, J.H., 3rd; Gorman, R.C.; Sacks, M.S. Simulation of Mitral Valve Plasticity in Response to
Myocardial Infarction. Ann. Biomed. Eng. 2023, 51, 71–87. [CrossRef]

99. Sacks, M.; Drach, A.; Lee, C.H.; Khalighi, A.; Rego, B.; Zhang, W.; Ayoub, S.; Yoganathan, A.; Gorman, R.C.; Gorman Iii, J.H. On
the simulation of mitral valve function in health, disease, and treatment. J. Biomech. Eng. 2019, 141, 708041–7080422. [CrossRef]

100. Simonian, N.T.; Liu, H.; Pouch, A.M.; Gorman, J.H., 3rd; Gorman, R.C.; Sacks, M.S. Quantitative in vivo assessment of human
mitral valve coaptation area after undersized ring annuloplasty repair for ischemic mitral regurgitation. JTCVS Tech. 2022,
16, 49–59. [CrossRef]

101. Rausch, M.K.; Tibayan, F.A.; Ingels, N.B., Jr.; Miller, D.C.; Kuhl, E. Mechanics of the mitral annulus in chronic ischemic
cardiomyopathy. Ann. Biomed. Eng. 2013, 41, 2171–2180. [CrossRef]

102. Timek, T.A.; Lai, D.T.; Tibayan, F.; Liang, D.; Daughters, G.T.; Dagum, P.; Ingels, N.B., Jr.; Miller, D.C. Septal-lateral annular
cinching abolishes acute ischemic mitral regurgitation. J. Thorac. Cardiovasc. Surg. 2002, 123, 881–888. [CrossRef]

103. Pedersen, W.R.; Block, P.; Leon, M.; Kramer, P.; Kapadia, S.; Babaliaros, V.; Kodali, S.; Tuzcu, E.M.; Feldman, T. iCoapsys mitral
valve repair system: Percutaneous implantation in an animal model. Catheter. Cardiovasc. Interv. 2008, 72, 125–131. [CrossRef]
[PubMed]

104. Bouma, W.; van der Horst, I.C.; Wijdh-den Hamer, I.J.; Erasmus, M.E.; Zijlstra, F.; Mariani, M.A.; Ebels, T. Chronic ischaemic
mitral regurgitation. Current treatment results and new mechanism-based surgical approaches. Eur. J. Cardiothorac. Surg. 2010,
37, 170–185. [CrossRef] [PubMed]

105. Jensen, M.O.; Honge, J.L.; Benediktsson, J.A.; Siefert, A.W.; Jensen, H.; Yoganathan, A.P.; Snow, T.K.; Hasenkam, J.M.; Nygaard, H.;
Nielsen, S.L. Mitral valve annular downsizing forces: Implications for annuloplasty device development. J. Thorac. Cardiovasc.
Surg. 2014, 148, 83–89. [CrossRef] [PubMed]

106. Imbrie-Moore, A.M.; Zhu, Y.; Bandy-Vizcaino, T.; Park, M.H.; Wilkerson, R.J.; Woo, Y.J. Ex Vivo Model of Ischemic Mitral
Regurgitation and Analysis of Adjunctive Papillary Muscle Repair. Ann. Biomed. Eng. 2021, 49, 3412–3424. [CrossRef] [PubMed]

107. Acker, M.A.; Parides, M.K.; Perrault, L.P.; Moskowitz, A.J.; Gelijns, A.C.; Voisine, P.; Smith, P.K.; Hung, J.W.; Blackstone, E.H.;
Puskas, J.D.; et al. Mitral-valve repair versus replacement for severe ischemic mitral regurgitation. N. Engl. J. Med. 2014,
370, 23–32. [CrossRef]

108. Wong, V.M.; Wenk, J.F.; Zhang, Z.; Cheng, G.; Acevedo-Bolton, G.; Burger, M.; Saloner, D.A.; Wallace, A.W.; Guccione, J.M.;
Ratcliffe, M.B.; et al. The effect of mitral annuloplasty shape in ischemic mitral regurgitation: A finite element simulation.
Ann. Thorac. Surg. 2012, 93, 776–782. [CrossRef]

109. Siefert, A.W.; Rabbah, J.P.; Pierce, E.L.; Kunzelman, K.S.; Yoganathan, A.P. Quantitative Evaluation of Annuloplasty on Mitral
Valve Chordae Tendineae Forces to Supplement Surgical Planning Model Development. Cardiovasc. Eng. Technol. 2014, 5, 35–43.
[CrossRef]

110. Green, G.R.; Dagum, P.; Glasson, J.R.; Nistal, J.F.; Daughters, G.T., 2nd; Ingels, N.B., Jr.; Miller, D.C. Restricted posterior leaflet
motion after mitral ring annuloplasty. Ann Thorac. Surg. 1999, 68, 2100–2106. [CrossRef]

https://doi.org/10.1161/CIRCIMAGING.117.006512
https://doi.org/10.1016/j.jacc.2019.11.039
https://doi.org/10.1073/pnas.1106954108
https://doi.org/10.1016/S0003-4975(98)01106-0
https://doi.org/10.1098/rstb.2007.2123
https://doi.org/10.1161/CIRCIMAGING.115.003254
https://doi.org/10.1016/j.jcmg.2021.02.004
https://doi.org/10.1161/CIRCRESAHA.116.309598
https://doi.org/10.1007/s12195-018-0529-8
https://doi.org/10.1007/s10439-022-03043-7
https://doi.org/10.1115/1.4043552
https://doi.org/10.1016/j.xjtc.2022.09.013
https://doi.org/10.1007/s10439-013-0813-7
https://doi.org/10.1067/mtc.2002.122296
https://doi.org/10.1002/ccd.21551
https://www.ncbi.nlm.nih.gov/pubmed/18561162
https://doi.org/10.1016/j.ejcts.2009.07.008
https://www.ncbi.nlm.nih.gov/pubmed/19716310
https://doi.org/10.1016/j.jtcvs.2013.07.045
https://www.ncbi.nlm.nih.gov/pubmed/24035372
https://doi.org/10.1007/s10439-021-02879-9
https://www.ncbi.nlm.nih.gov/pubmed/34734363
https://doi.org/10.1056/NEJMoa1312808
https://doi.org/10.1016/j.athoracsur.2011.08.080
https://doi.org/10.1007/s13239-014-0175-9
https://doi.org/10.1016/S0003-4975(99)01175-3


Bioengineering 2023, 10, 601 24 of 26

111. Hung, J.; Chaput, M.; Guerrero, J.L.; Handschumacher, M.D.; Papakostas, L.; Sullivan, S.; Solis, J.; Levine, R.A. Persistent reduction
of ischemic mitral regurgitation by papillary muscle repositioning: Structural stabilization of the papillary muscle-ventricular
wall complex. Circulation 2007, 116, I259–I263. [CrossRef]

112. Hung, J.; Guerrero, J.L.; Handschumacher, M.D.; Supple, G.; Sullivan, S.; Levine, R.A. Reverse ventricular remodeling reduces
ischemic mitral regurgitation: Echo-guided device application in the beating heart. Circulation 2002, 106, 2594–2600. [CrossRef]

113. Hung, J.; Solis, J.; Handschumacher, M.D.; Guerrero, J.L.; Levine, R.A. Persistence of mitral regurgitation following ring
annuloplasty: Is the papillary muscle outside or inside the ring? J. Heart Valve Dis. 2012, 21, 218–224.

114. Levine, R.A.; Hung, J.; Otsuji, Y.; Messas, E.; Liel-Cohen, N.; Nathan, N.; Handschumacher, M.D.; Guerrero, J.L.; He, S.;
Yoganathan, A.P.; et al. Mechanistic insights into functional mitral regurgitation. Curr. Cardiol. Rep. 2002, 4, 125–129. [CrossRef]

115. Hung, J.; Papakostas, L.; Tahta, S.A.; Hardy, B.G.; Bollen, B.A.; Duran, C.M.; Levine, R.A. Mechanism of recurrent ischemic mitral
regurgitation after annuloplasty: Continued LV remodeling as a moving target. Circulation 2004, 110, II85–II90. [CrossRef]

116. Zhan-Moodie, S.; Xu, D.; Suresh, K.S.; He, Q.; Onohara, D.; Kalra, K.; Guyton, R.A.; Sarin, E.L.; Padala, M. Papillary Muscle
Approximation Reduces Systolic Tethering Forces and Improves Mitral Valve Closure in the Repair of Functional Mitral
Regurgitation. JTCVS Open 2021, 7, 91–104. [CrossRef]

117. Rabbah, J.P.; Chism, B.; Siefert, A.; Saikrishnan, N.; Veledar, E.; Thourani, V.H.; Yoganathan, A.P. Effects of targeted papillary
muscle relocation on mitral leaflet tenting and coaptation. Ann. Thorac. Surg. 2013, 95, 621–628. [CrossRef]

118. Pausch, J.; Girdauskas, E.; Conradi, L.; Reichenspurner, H. Secondary mitral regurgitation repair techniques and outcomes:
Subannular repair techniques in secondary mitral regurgitation type IIIb. JTCVS Tech. 2021, 10, 92–97. [CrossRef]

119. Enomoto, Y.; Gorman, J.H., 3rd; Moainie, S.L.; Jackson, B.M.; Parish, L.M.; Plappert, T.; Zeeshan, A.; St John-Sutton, M.G.;
Gorman, R.C. Early ventricular restraint after myocardial infarction: Extent of the wrap determines the outcome of remodeling.
Ann. Thorac. Surg. 2005, 79, 881–887. [CrossRef]

120. Kataoka, A.; Zeng, X.; Guerrero, J.L.; Kozak, A.; Braithwaite, G.; Levine, R.A.; Vlahakes, G.J.; Hung, J. Application of polymer-
mesh device to remodel left ventricular-mitral valve apparatus in ischemic mitral regurgitation. J. Thorac. Cardiovasc. Surg. 2018,
155, 1485–1493. [CrossRef]

121. Blom, A.S.; Mukherjee, R.; Pilla, J.J.; Lowry, A.S.; Yarbrough, W.M.; Mingoia, J.T.; Hendrick, J.W.; Stroud, R.E.; McLean, J.E.;
Affuso, J.; et al. Cardiac support device modifies left ventricular geometry and myocardial structure after myocardial infarction.
Circulation 2005, 112, 1274–1283. [CrossRef]

122. Blom, A.S.; Pilla, J.J.; Gorman, R.C., 3rd; Gorman, J.H.; Mukherjee, R.; Spinale, F.G.; Acker, M.A. Infarct size reduction and
attenuation of global left ventricular remodeling with the CorCap cardiac support device following acute myocardial infarction
in sheep. Heart Fail. Rev. 2005, 10, 125–139. [CrossRef]

123. Varela, C.E.; Fan, Y.; Roche, E.T. Optimizing Epicardial Restraint and Reinforcement Following Myocardial Infarction: Moving
Towards Localized, Biomimetic, and Multitherapeutic Options. Biomimetics 2019, 4, 7. [CrossRef] [PubMed]

124. Okada, M.; Akita, T.; Mizuno, F.; Nakayama, A.; Morioka, K. Beneficial effects of a cardiac support device on left ventricular
remodeling after posterior myocardial infarction: An evaluation by echocardiography, pressure-volume curves and ventricular
histology. Surg. Today 2016, 46, 621–630. [CrossRef] [PubMed]

125. Vahanian, A.; Beyersdorf, F.; Praz, F.; Milojevic, M.; Baldus, S.; Bauersachs, J.; Capodanno, D.; Conradi, L.; De Bonis, M.;
De Paulis, R.; et al. 2021 ESC/EACTS Guidelines for the management of valvular heart disease. Eur. Heart J. 2021, 43, 561–632.
[CrossRef] [PubMed]

126. Otto, C.M.; Nishimura, R.A.; Bonow, R.O.; Carabello, B.A.; Erwin, J.P.; Gentile, F.; Jneid, H.; Krieger, E.V.; Mack, M.;
McLeod, C.; et al. 2020 ACC/AHA Guideline for the Management of Patients With Valvular Heart Disease: Executive Summary:
A Report of the American College of Cardiology/American Heart Association Joint Committee on Clinical Practice Guidelines.
Circulation 2021, 143, e35–e71. [CrossRef] [PubMed]

127. Szymanski, C.; Bel, A.; Cohen, I.; Touchot, B.; Handschumacher, M.D.; Desnos, M.; Carpentier, A.; Menasche, P.; Hagege, A.A.;
Levine, R.A.; et al. Comprehensive annular and subvalvular repair of chronic ischemic mitral regurgitation improves long-term
results with the least ventricular remodeling. Circulation 2012, 126, 2720–2727. [CrossRef]

128. Messas, E.; Pouzet, B.; Touchot, B.; Guerrero, J.L.; Vlahakes, G.J.; Desnos, M.; Menasche, P.; Hagege, A.; Levine, R.A. Efficacy of
chordal cutting to relieve chronic persistent ischemic mitral regurgitation. Circulation 2003, 108 (Suppl. S1), II111–II115. [CrossRef]

129. Messas, E.; Bel, A.; Szymanski, C.; Cohen, I.; Touchot, B.; Handschumacher, M.D.; Desnos, M.; Carpentier, A.; Menasche, P.;
Hagege, A.A.; et al. Relief of mitral leaflet tethering following chronic myocardial infarction by chordal cutting diminishes left
ventricular remodeling. Circ. Cardiovasc. Imaging 2010, 3, 679–686. [CrossRef]

130. Hata, M.; Fujita, B.; Hakim-Meibodi, K.; Gummert, J.F. Papillary Muscle Heads Focalization for Functional Mitral Valve
Regurgitation. Ann. Thorac. Surg. 2020, 110, e59–e61. [CrossRef]

131. Namazi, F.; Delgado, V.; Pio, S.M.; Ajmone Marsan, N.; Asch, F.M.; Medvedofsky, D.; Weissman, N.J.; Zhou, Z.; Redfors, B.;
Lindenfeld, J.; et al. Prognostic implications of mitral valve geometry in patients with secondary mitral regurgitation: The COAPT
trial. Eur. Heart J. Cardiovasc. Imaging 2022, 23, 1540–1551. [CrossRef]

132. Zhang, Y.; Wang, V.Y.; Morgan, A.E.; Kim, J.; Handschumacher, M.D.; Moskowitz, C.S.; Levine, R.A.; Ge, L.; Guccione, J.M.;
Weinsaft, J.W.; et al. Mechanical effects of MitraClip on leaflet stress and myocardial strain in functional mitral regurgitation—A
finite element modeling study. PLoS ONE 2019, 14, e0223472. [CrossRef]

https://doi.org/10.1161/CIRCULATIONAHA.106.679951
https://doi.org/10.1161/01.CIR.0000038363.83133.6D
https://doi.org/10.1007/s11886-002-0024-6
https://doi.org/10.1161/01.CIR.0000138192.65015.45
https://doi.org/10.1016/j.xjon.2021.04.008
https://doi.org/10.1016/j.athoracsur.2012.09.007
https://doi.org/10.1016/j.xjtc.2021.09.019
https://doi.org/10.1016/j.athoracsur.2004.05.072
https://doi.org/10.1016/j.jtcvs.2017.11.006
https://doi.org/10.1161/CIRCULATIONAHA.104.499202
https://doi.org/10.1007/s10741-005-4640-2
https://doi.org/10.3390/biomimetics4010007
https://www.ncbi.nlm.nih.gov/pubmed/31105193
https://doi.org/10.1007/s00595-015-1202-7
https://www.ncbi.nlm.nih.gov/pubmed/26233313
https://doi.org/10.1093/eurheartj/ehab395
https://www.ncbi.nlm.nih.gov/pubmed/34453165
https://doi.org/10.1161/CIR.0000000000000932
https://www.ncbi.nlm.nih.gov/pubmed/33332149
https://doi.org/10.1161/CIRCULATIONAHA.111.033472
https://doi.org/10.1161/01.cir.0000087658.47544.7f
https://doi.org/10.1161/CIRCIMAGING.109.931840
https://doi.org/10.1016/j.athoracsur.2020.02.027
https://doi.org/10.1093/ehjci/jeab224
https://doi.org/10.1371/journal.pone.0223472


Bioengineering 2023, 10, 601 25 of 26

133. Kong, F.; Caballero, A.; McKay, R.; Sun, W. Finite element analysis of MitraClip procedure on a patient-specific model with
functional mitral regurgitation. J. Biomech. 2020, 104, 109730. [CrossRef]

134. Caballero, A.; Mao, W.; McKay, R.; Hahn, R.T.; Sun, W. A Comprehensive Engineering Analysis of Left Heart Dynamics after
MitraClip in a Functional Mitral Regurgitation Patient. Front. Physiol. 2020, 11, 432. [CrossRef]

135. Errthum, R.; Caballero, A.; McKay, R.; Sun, W. Comparative computational analysis of PASCAL and MitraClip implantation in a
patient-specific functional mitral regurgitation model. Comput. Biol. Med. 2021, 136, 104767. [CrossRef]

136. Pantoja, J.L.; Morgan, A.E.; Grossi, E.A.; Jensen, M.O.; Weinsaft, J.W.; Levine, R.A.; Ge, L.; Ratcliffe, M.B. Undersized Mitral
Annuloplasty Increases Strain in the Proximal Lateral Left Ventricular Wall. Ann. Thorac. Surg. 2017, 103, 820–827. [CrossRef]

137. Freed, L.A.; Levy, D.; Levine, R.A.; Larson, M.G.; Evans, J.C.; Fuller, D.L.; Lehman, B.; Benjamin, E.J. Prevalence and clinical
outcome of mitral-valve prolapse. N. Engl. J. Med. 1999, 341, 1–7. [CrossRef]

138. Morningstar, J.E.; Nieman, A.; Wang, C.; Beck, T.; Harvey, A.; Norris, R.A. Mitral Valve Prolapse and Its Motley Crew-Syndromic
Prevalence, Pathophysiology, and Progression of a Common Heart Condition. J. Am. Heart Assoc. 2021, 10, e020919. [CrossRef]

139. Toomer, K.A.; Yu, M.; Fulmer, D.; Guo, L.; Moore, K.S.; Moore, R.; Drayton, K.D.; Glover, J.; Peterson, N.; Ramos-Ortiz, S.; et al.
Primary cilia defects causing mitral valve prolapse. Sci. Transl. Med. 2019, 11, eaax0290. [CrossRef]

140. Connell, P.S.; Azimuddin, A.F.; Kim, S.E.; Ramirez, F.; Jackson, M.S.; Little, S.H.; Grande-Allen, K.J. Regurgitation Hemodynamics
Alone Cause Mitral Valve Remodeling Characteristic of Clinical Disease States In Vitro. Ann. Biomed. Eng. 2016, 44, 954–967.
[CrossRef]

141. Roselli, C.; Yu, M.; Nauffal, V.; Georges, A.; Yang, Q.; Love, K.; Weng, L.C.; Delling, F.N.; Maurya, S.R.; Schrolkamp, M.; et al.
Genome-wide association study reveals novel genetic loci: A new polygenic risk score for mitral valve prolapse. Eur. Heart J.
2022, 43, 1668–1680. [CrossRef]

142. Juang, J.J.; Ke, S.R.; Lin, J.L.; Hwang, J.J.; Hsu, K.L.; Chiang, F.T.; Tseng, C.D.; Tseng, Y.Z.; Chen, J.J.; Hu, F.C.; et al. Rupture of
mitral chordae tendineae: Adding to the list of hypertension complications. Heart 2009, 95, 976–979. [CrossRef] [PubMed]

143. Lin, T.H.; Su, H.M.; Voon, W.C.; Lai, H.M.; Yen, H.W.; Lai, W.T.; Sheu, S.H. Association between hypertension and primary mitral
chordae tendinae rupture. Am. J. Hypertens. 2006, 19, 75–79. [CrossRef] [PubMed]

144. Jassar, A.S.; Vergnat, M.; Jackson, B.M.; McGarvey, J.R.; Cheung, A.T.; Ferrari, G.; Woo, Y.J.; Acker, M.A.; Gorman, R.C.;
Gorman, J.H., 3rd. Regional annular geometry in patients with mitral regurgitation: Implications for annuloplasty ring selection.
Ann. Thorac. Surg. 2014, 97, 64–70. [CrossRef] [PubMed]

145. Caiani, E.G.; Fusini, L.; Veronesi, F.; Tamborini, G.; Maffessanti, F.; Gripari, P.; Corsi, C.; Naliato, M.; Zanobini, M.;
Alamanni, F.; et al. Quantification of mitral annulus dynamic morphology in patients with mitral valve prolapse undergoing
repair and annuloplasty during a 6-month follow-up. Eur. J. Echocardiogr. 2011, 12, 375–383. [CrossRef]

146. Imbrie-Moore, A.M.; Paulsen, M.J.; Thakore, A.D.; Wang, H.; Hironaka, C.E.; Lucian, H.J.; Farry, J.M.; Edwards, B.B.; Bae, J.H.;
Cutkosky, M.R.; et al. Ex Vivo Biomechanical Study of Apical Versus Papillary Neochord Anchoring for Mitral Regurgitation.
Ann. Thorac. Surg. 2019, 108, 90–97. [CrossRef]

147. Paulsen, M.J.; Cuartas, M.M.; Imbrie-Moore, A.; Wang, H.; Wilkerson, R.; Farry, J.; Zhu, Y.; Ma, M.; MacArthur, J.W.; Woo, Y.J.
Biomechanical engineering comparison of four leaflet repair techniques for mitral regurgitation using a novel 3-dimensional-
printed left heart simulator. JTCVS Tech. 2021, 10, 244–251. [CrossRef]

148. Granier, M.; Jensen, M.O.; Honge, J.L.; Bel, A.; Menasche, P.; Nielsen, S.L.; Carpentier, A.; Levine, R.A.; Hagege, A.A. Consequences
of mitral valve prolapse on chordal tension: Ex vivo and in vivo studies in large animal models. J. Thorac. Cardiovasc. Surg. 2011,
142, 1585–1587. [CrossRef]

149. Imbrie-Moore, A.M.; Paulsen, M.J.; Zhu, Y.; Wang, H.; Lucian, H.J.; Farry, J.M.; MacArthur, J.W.; Ma, M.; Woo, Y.J. A novel
cross-species model of Barlow’s disease to biomechanically analyze repair techniques in an ex vivo left heart simulator. J. Thorac.
Cardiovasc. Surg. 2021, 161, 1776–1783. [CrossRef]

150. Kitkungvan, D.; Nabi, F.; Kim, R.J.; Bonow, R.O.; Khan, M.A.; Xu, J.; Little, S.H.; Quinones, M.A.; Lawrie, G.M.; Zoghbi, W.A.; et al.
Myocardial Fibrosis in Patients With Primary Mitral Regurgitation With and Without Prolapse. J. Am. Coll. Cardiol. 2018, 72, 823–834.
[CrossRef]

151. Constant Dit Beaufils, A.L.; Huttin, O.; Jobbe-Duval, A.; Senage, T.; Filippetti, L.; Piriou, N.; Cueff, C.; Venner, C.; Mandry, D.;
Sellal, J.M.; et al. Replacement Myocardial Fibrosis in Patients With Mitral Valve Prolapse: Relation to Mitral Regurgitation,
Ventricular Remodeling, and Arrhythmia. Circulation 2021, 143, 1763–1774. [CrossRef]

152. Basso, C.; Perazzolo Marra, M.; Rizzo, S.; De Lazzari, M.; Giorgi, B.; Cipriani, A.; Frigo, A.C.; Rigato, I.; Migliore, F.;
Pilichou, K.; et al. Arrhythmic Mitral Valve Prolapse and Sudden Cardiac Death. Circulation 2015, 132, 556–566. [CrossRef]

153. Morningstar, J.E.; Gensemer, C.; Moore, R.; Fulmer, D.; Beck, T.C.; Wang, C.; Moore, K.; Guo, L.; Sieg, F.; Nagata, Y.; et al. Mitral
Valve Prolapse Induces Regionalized Myocardial Fibrosis. J. Am. Heart Assoc. 2021. online ahead of print. [CrossRef] [PubMed]

154. Sanfilippo, A.J.; Harrigan, P.; Popovic, A.D.; Weyman, A.E.; Levine, R.A. Papillary muscle traction in mitral valve prolapse:
Quantitation by two-dimensional echocardiography. J. Am. Coll. Cardiol. 1992, 19, 564–571. [CrossRef]

155. Nagata, Y.; Bertrand, P.B.; Melnitchouk, S.; Borger, M.A.; Delling, F.N.; Hung, J.; Norris, R.A.; Weinsaft, J.W.; Levine, R.A. Abnor-
mal Mechanics Relate to Myocardial Fibrosis and Ventricular Arrhythmias in Patients with Mitral Valve Prolapse. Circ. Cardiovasc.
Imaging 2023, 16, e014963. [CrossRef]

https://doi.org/10.1016/j.jbiomech.2020.109730
https://doi.org/10.3389/fphys.2020.00432
https://doi.org/10.1016/j.compbiomed.2021.104767
https://doi.org/10.1016/j.athoracsur.2016.07.021
https://doi.org/10.1056/NEJM199907013410101
https://doi.org/10.1161/JAHA.121.020919
https://doi.org/10.1126/scitranslmed.aax0290
https://doi.org/10.1007/s10439-015-1398-0
https://doi.org/10.1093/eurheartj/ehac049
https://doi.org/10.1136/hrt.2008.159848
https://www.ncbi.nlm.nih.gov/pubmed/19221106
https://doi.org/10.1016/j.amjhyper.2005.06.020
https://www.ncbi.nlm.nih.gov/pubmed/16461195
https://doi.org/10.1016/j.athoracsur.2013.07.048
https://www.ncbi.nlm.nih.gov/pubmed/24070698
https://doi.org/10.1093/ejechocard/jer016
https://doi.org/10.1016/j.athoracsur.2019.01.053
https://doi.org/10.1016/j.xjtc.2021.09.040
https://doi.org/10.1016/j.jtcvs.2011.08.035
https://doi.org/10.1016/j.jtcvs.2020.01.086
https://doi.org/10.1016/j.jacc.2018.06.048
https://doi.org/10.1161/CIRCULATIONAHA.120.050214
https://doi.org/10.1161/CIRCULATIONAHA.115.016291
https://doi.org/10.1161/JAHA.121.022332
https://www.ncbi.nlm.nih.gov/pubmed/34873924
https://doi.org/10.1016/S0735-1097(10)80274-8
https://doi.org/10.1161/CIRCIMAGING.122.014963


Bioengineering 2023, 10, 601 26 of 26

156. Romero Daza, A.; Chokshi, A.; Pardo, P.; Maneiro, N.; Guijarro Contreras, A.; Larranaga-Moreira, J.M.; Ibanez, B.; Fuster, V.;
Fernandez Friera, L.; Solis, J.; et al. Mitral valve prolapse morphofunctional features by cardiovascular magnetic resonance: More
than just a valvular disease. J. Cardiovasc. Magn. Reson. 2021, 23, 107. [CrossRef]

157. Padala, M.; Powell, S.N.; Croft, L.R.; Thourani, V.H.; Yoganathan, A.P.; Adams, D.H. Mitral valve hemodynamics after repair of
acute posterior leaflet prolapse: Quadrangular resection versus triangular resection versus neochordoplasty. J. Thorac. Cardiovasc.
Surg. 2009, 138, 309–315. [CrossRef]

158. Park, M.H.; van Kampen, A.; Zhu, Y.; Melnitchouk, S.; Levine, R.A.; Borger, M.A.; Woo, Y.J. Neochordal Goldilocks: Analyzing
the Biomechanics of Neochord Length on Papillary Muscle Forces Suggests Higher Tolerance to Shorter Neochordae. J. Thorac.
Cardiovasc. Surg. 2023. [CrossRef]

159. Pandya, P.K.; Wilkerson, R.J.; Imbrie-Moore, A.M.; Zhu, Y.; Marin-Cuartas, M.; Park, M.H.; Woo, Y.J. Quantitative biomechanical
optimization of neochordal implantation location on mitral leaflets during valve repair. JTCVS Tech. 2022, 14, 89–93. [CrossRef]

160. Fernandez, L.; Monzonis, A.M.; El-Diasty, M.M.; Alvarez-Lorenzo, C.; Concheiro, A.; Fernandez, A.L. Biomechanical characteris-
tics of different methods of neo-chordal fixation to the papillary muscles. J. Card. Surg. 2022, 37, 4408–4415. [CrossRef]

161. Grinberg, D.; Cottinet, P.J.; Thivolet, S.; Audigier, D.; Capsal, J.F.; Le, M.Q.; Obadia, J.F. Measuring chordae tension during
transapical neochordae implantation: Toward understanding objective consequences of mitral valve repair. J. Thorac. Cardiovasc.
Surg. 2019, 158, 746–755. [CrossRef]

162. Jensen, H.; Jensen, M.O.; Waziri, F.; Honge, J.L.; Sloth, E.; Fenger-Gron, M.; Nielsen, S.L. Transapical neochord implantation: Is
tension of artificial chordae tendineae dependent on the insertion site? J. Thorac. Cardiovasc. Surg. 2014, 148, 138–143. [CrossRef]

163. Colli, A.; Manzan, E.; Rucinskas, K.; Janusauskas, V.; Zucchetta, F.; Zakarkaite, D.; Aidietis, A.; Gerosa, G. Acute safety and
efficacy of the NeoChord proceduredagger. Interact. Cardiovasc. Thorac. Surg. 2015, 20, 575–580. [CrossRef] [PubMed]

164. Colli, A.; Bagozzi, L.; Banchelli, F.; Besola, L.; Bizzotto, E.; Pradegan, N.; Fiocco, A.; Manzan, E.; Zucchetta, F.; Bellu, R.; et al.
Learning curve analysis of transapical NeoChord mitral valve repair. Eur. J. Cardiothorac. Surg. 2018, 54, 273–280. [CrossRef]
[PubMed]

165. Imbrie-Moore, A.M.; Zhu, Y.; Park, M.H.; Paulsen, M.J.; Wang, H.; Woo, Y.J. Artificial papillary muscle device for off-pump
transapical mitral valve repair. J. Thorac. Cardiovasc. Surg. 2022, 164, e133–e141. [CrossRef]

166. Schulte, L.J.; Melby, S.J. Mitral annuloplasty ring design and selection: Flexible bands are (mostly) all you need. J. Thorac.
Cardiovasc. Surg. 2022. [CrossRef]

167. Zhu, Y.; Imbrie-Moore, A.M.; Wilkerson, R.J.; Paulsen, M.J.; Park, M.H.; Woo, Y.J. Ex vivo biomechanical analysis of flexible versus
rigid annuloplasty rings in mitral valves using a novel annular dilation system. BMC Cardiovasc. Disord. 2022, 22, 73. [CrossRef]

168. Sharony, R.; Saunders, P.C.; Nayar, A.; McAleer, E.; Galloway, A.C.; Delianides, J.; Schwartz, C.F.; Applebaum, R.M.; Kronzon, I.;
Colvin, S.B.; et al. Semirigid partial annuloplasty band allows dynamic mitral annular motion and minimizes valvular gradients:
An echocardiographic study. Ann. Thorac. Surg. 2004, 77, 518–522. [CrossRef]

169. Witschey, W.R.; Zhang, D.; Contijoch, F.; McGarvey, J.R.; Lee, M.; Takebayashi, S.; Aoki, C.; Han, Y.; Han, J.; Barker, A.J.; et al. The
Influence of Mitral Annuloplasty on Left Ventricular Flow Dynamics. Ann. Thorac. Surg. 2015, 100, 114–121. [CrossRef]

170. Morichi, H.; Itatani, K.; Yamazaki, S.; Numata, S.; Nakaji, K.; Tamaki, N.; Yaku, H. Influences of mitral annuloplasty on left
ventricular flow dynamics assessed with 3-dimensional cine phase-contrast flow magnetic resonance imaging. J. Thorac. Cardiovasc.
Surg. 2022, 163, 947–959. [CrossRef]

171. Hiraoka, A.; Hayashida, A.; Toki, M.; Chikazawa, G.; Yoshitaka, H.; Yoshida, K.; Sakaguchi, T. Impact of type and size of
annuloplasty prosthesis on hemodynamic status after mitral valve repair for degenerative disease. Int. J. Cardiol. Heart Vasc. 2020,
28, 100517. [CrossRef]

172. Alfieri, O.; Maisano, F.; De Bonis, M.; Stefano, P.L.; Torracca, L.; Oppizzi, M.; La Canna, G. The double-orifice technique in mitral
valve repair: A simple solution for complex problems. J. Thorac. Cardiovasc. Surg. 2001, 122, 674–681. [CrossRef]

173. Bhattacharya, S.; He, Z. Annulus tension of the prolapsed mitral valve corrected by edge-to-edge repair. J. Biomech. 2012,
45, 562–568. [CrossRef] [PubMed]

174. Park, M.H.; Van Kampen, A.; Nagata, Y.; Zhu, Y.; Pandya, P.; Borger, M.A.; Woo, Y.J. Abstract 15014: Aberrant, Elevated Papillary
Muscle and Left Ventricular Wall Forces Associated With Mitral Valve Prolapse Are Normalized by Surgical Neochordal Repair
but Not by Transcatheter Edge-to-Edge Repair. Circulation 2022, 146, A15014.

175. Delling, F.N.; Noseworthy, P.A.; Adams, D.H.; Basso, C.; Borger, M.A.; Bouatia-Naij, N.; Elmariah, S.; Evans, F.; Gerstenfeld, E.;
Hung, J.; et al. Research Opportunities in the Treatment of Mitral Valve Prolapse: JACC Expert Panel. J. Am. Coll. Cardiol. 2022,
80, 2331–2347. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1186/s12968-021-00800-w
https://doi.org/10.1016/j.jtcvs.2009.01.031
https://doi.org/10.1016/j.jtcvs.2023.04.026
https://doi.org/10.1016/j.xjtc.2022.05.008
https://doi.org/10.1111/jocs.17027
https://doi.org/10.1016/j.jtcvs.2018.10.029
https://doi.org/10.1016/j.jtcvs.2013.07.068
https://doi.org/10.1093/icvts/ivv014
https://www.ncbi.nlm.nih.gov/pubmed/25690455
https://doi.org/10.1093/ejcts/ezy046
https://www.ncbi.nlm.nih.gov/pubmed/29481644
https://doi.org/10.1016/j.jtcvs.2020.11.105
https://doi.org/10.1016/j.jtcvs.2022.06.026
https://doi.org/10.1186/s12872-022-02515-x
https://doi.org/10.1016/j.athoracsur.2003.06.005
https://doi.org/10.1016/j.athoracsur.2015.02.028
https://doi.org/10.1016/j.jtcvs.2020.04.127
https://doi.org/10.1016/j.ijcha.2020.100517
https://doi.org/10.1067/mtc.2001.117277
https://doi.org/10.1016/j.jbiomech.2011.11.005
https://www.ncbi.nlm.nih.gov/pubmed/22153221
https://doi.org/10.1016/j.jacc.2022.09.044

	Introduction 
	Biomechanical Foundations of Mitral-Ventricular Interaction 
	Mitral Valve Modelling 
	The Physiologic Mitral–Ventricular Relationship 
	Mitral Valve Leaflets 
	Mitral Valve Annulus 
	Chordae Tendineae 
	Papillary Muscles and Adjacent Myocardium 


	Chronic Ischemic Mitral Regurgitation 
	The Ventricle Tethers the Valve 
	Annular Mechanics and Remodeling 
	Implications for Existing and Future Surgical and Interventional Approaches 

	Mitral Valve Prolapse 
	The Valve Pulls on the Ventricle 
	Surgical Repair Techniques 

	Knowledge Gaps 
	Conclusions 
	References

