
 

 

��
��#"������� 

�������� ������	
���$� 

 

Evaluation of the existing treatment and development of a 

novel treatment device for canine mitral valve disease 

 

 

 

 

 

�� !� �� � 



Table of Contents 
 

 

Chapter 1  General introduction  

1.1�  Mitral regurgitation and mitral valve repair ················································· 1 
1.2�  Transcatherter valve replacement ····························································· 2 
1.3�  Concept of in vivo tissue engineered heart valve ··········································· 3 
1.4�  Research goals and approach ·································································· 4 

 
 
Chapter 2   

Section 1  Long-term outcome in dogs undergoing mitral valve repair with suture 

annuloplasty and chordae tendinae replacement 

2.1.1 Introduction ························································································ 5 
2.1.2 Animals, Materials and Methods ······························································· 6 
2.1.3 Discussion ························································································· 12 
 

 

Section 2  Intra- and Post-operative complications in 47 dogs that underwent       

         mitral valve repair 

2.2.1 Introduction ······················································································· 14 
2.2.2 Materials and Methods ·········································································· 15 
2.2.3 Results ····························································································· 15 
2.2.4 Discussion ························································································· 16 
 

2.3 Conclusion ·························································································· 17 

 

 

Chapter 3 Plasma cytokine levels in dogs undergoing cardiopulmonary bypass 

3.1 Introduction ························································································· 18 
3.2 Materials and Methods ············································································ 19 
3.3 Results ······························································································· 21 



3.4 Discussion ··························································································· 23 
3.5 Conclusion ·························································································· 26 
3.6 Study Limitations ·················································································· 26 
 

 
Chapter 4 Preparation of an autologous heart valve with a stent (stent biovalve) 

using the stent eversion method 

4.1 Introduction ························································································· 28 
4.2 Materials and Methods ············································································ 30 
4.3 Results ······························································································· 34 
4.4 Discussion ··························································································· 36 
4.5 Conclusion ·························································································· 39 

 

 

Chapter 5  Conclusions ················································································ 40 
 

Acknowledgement 

References 

Tables 

Figures 

 

 



 1 

 

Chapter 1 

 

General Introduction 

 

1.1 Mitral regurgitation and mitral valve repair 

Mitral regurgitation (MR) due to degenerative mitral valve disease is the most common 

heart disease in dogs, accounting for 75 to 80% of cardiac disease in dogs1. Signs of 

progressive MR may be challenging to control with medication alone. The median survival 

time for dogs with severe MR is 6 to 7 months2, 3. Mitral valve repair (MVR) is an 

alternative treatment option for MR and has demonstrated results superior to mitral valve 

replacement in humans 4, 5, 6. Surgical intervention to correct MR7, 8, 9 and long-term survival 

following valve replacement8 has been reported in dogs. However, the primary issue 

associated with mitral valve replacement is the subsequent need for life-long antithrombotic 

treatment, which is not required following MVR8. At present, the long-term outcome in dogs 

after MVR is poorly documented7, 9. Griffith et al concluded that it is difficult to succeed 

mitral valve repair of the small breed dogs. We succeeded to improve the success rate of 

mitral valve repair and perform mitral valve repair to small breed dogs consistently. 

However, the success rate of mitral valve repair is about 90 % that is not enough.  

Cardiac surgery with cardiopulmonary bypass (CPB) is well known to cause systemic 

inflammatory response syndrome (SIRS) in humans, characterized by the activation of 

cytokines, the complement cascade, free radicals, and nitric oxide.10, 11, 12 This so-called 
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post-pump inflammatory response may induce postoperative multi-system dysfunction in the 

renal, pulmonary, nervous, hepatic, and myocardial systems,13, 14, 15 which may increase the 

morbidity and mortality of cardiac surgery16. Therefore, it may be difficult for the dogs with 

severe systemic organ dysfunction to receive mitral valve repair needing cardiopulmonary 

bypass.  

 

1.2 Transcatheter valve replacement 

Since 2002,17 the less invasive transcatheter aortic valve implantation (TAVI) has been 

introduced for inoperable and high-risk patients. Recently, with technological advancements, 

the clinical application of TAVI has extended to intermediate-risk patients.18 TAVI is 

expected to evolve further and become more commonly used in the future. Transcatheter 

valve replacement of atrioventricular valves (mitral valve and tricuspid valve) such as valve 

in the mitral ring implantation or in annuloplasty ring implantation were clinically 

performed to the re-operative patient. Transcatheter replacement of the native 

atrioventricular valves is not a clinical reality yet due to several technical problems arising 

from the large size and irregular shape of the annulus, potentially resulting in complications 

with prosthesis fixation and perivalvular leak. Nonetheless, two acute animal studies have 

been published pioneering feasibility of transcatheter valve implantation in the native mitral 

and tricuspid position using a custom-made nitinol stent19, 20 However, using a bioprosthetic 

valve for TVR has certain disadvantages, since it undergoes progressive degeneration and 

calcification as it contains no living cells.21, 22 To overcome these limitations, living heart 

valves—created by tissue engineering—have been under development. Some heart valves 
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created by tissue engineering have been successfully implanted in animals.23, 24 However, 

these valves require complicated cell management protocols with cell culture in bioreactors 

under strictly sterile conditions; this procedure is time-consuming and expensive. 

1.3 Concept of in vivo tissue engineered heart valve 

We have previously developed autologous prosthetic tissues by using the “in-body tissue 

architecture (IBTA)” technology, which is a novel and practical approach for regenerative 

medicine based on the tissue encapsulation phenomenon of foreign materials in living 

bodies.9 This technology involves the use of living bodies as a reactor, and does not need 

expensive facilities or complicated manipulations. We have reported the construction of 

completely autologous tri-leaflet heart valves, named Biovalves, prepared using this 

technology,25-29 which may resolve the abovementioned problems encountered with 

bioprosthetic valves. (Fig.1) In fact, Biovalves have been demonstrated to have excellent 

valve function and histological changes when implanted as a pulmonary valve in a beagle 

model and an aortic valve in a goat model.30, 31 In these Biovalves, leaflet formation occurs 

by tissue ingrowth into small apertures in the preparation molds from the connective tissues 

surrounding the molds. During the encapsulation process, the conduit portion of the 

Biovalve is completely formed within approximately 4 weeks of embedding, similar to the 

Biotubes, which are autologous vascular grafts from IBTA. Being created Biovalves with 

stents for dogs, it may become possible to treat mitral regurgitation with transcatheter mitral 

valve replacement.   
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1.4 Research aims 

Therefore, the aim of this thesis was to investigate the effectiveness and problems of the 

existing treatment (mitral valve repair undergoing cardiopulmonary bypass) and develop a 

novel treatment device for canine chronic mitral valve disease 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 



 5 

Chapter 2 

Section 1 

Long-term outcome in dogs undergoing mitral valve repair with 

suture annuloplasty and chordaw tendinae replacement 

 

2.1.1 Introduction 

Mitral regurgitation (MR) due to degenerative mitral valve disease is the most 

common heart disease in dogs, accounting for 75–80% of cardiac disease in dogs1. Signs of 

progressive mitral regurgitation may be challenging to control with medication alone. The 

median survival time for dogs with severe MR is 6–7 months2, 3. 

Mitral valve repair (MVR) developed as an alternative treatment option for MR and 

has demonstrated results superior to mitral valve replacement in humans4, 5, 6. Surgical 

intervention to correct MR7, 8, 9 and long-term survival following valve replacement8 have 

been reported in dogs. However, the primary issue associated with mitral valve replacement 

is the subsequent need for life-long antithrombotic treatment, which is not required 

following MVR.8 At present, the long-term outcome in dogs after MVR is poorly 

documented7, 9. We present the long-term outcome of 3 small-breed dogs (body weight < 5 

kg) after MVR.  
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2.1.2 Animals, materials and methods 

Case 1: An 8-year-old male Maltese weighing 2.4 kg with respiratory distress and cyanosis 

was referred to the clinic due to pulmonary oedema caused by MR. Clinical examination 

revealed a grade IV systolic murmur with maximum intensity over the left cardiac apex. The 

plasma concentration of atrial natriuretic peptide (ANP) was 368 pg/mL (reference range < 

100 pg/mL) 32, 33. A thoracic radiograph showed mild cardiac enlargement with a vertebral 

heart size (VHS) of 11.0 vertebral lengths (v) and pulmonary oedema. Two-dimensional 

echocardiography showed mitral valve prolapse and ruptured chordae tendineae. The 

fractional shortening was 50%. The normalised left ventricular end diastolic diameter was 

2.39 (reference range < 1.85 34). The left atrium-to-aorta ratio (LA/Ao) in the right 

parasternal short axis at the level of the heart base was 2.3 (reference range 0.52-1.1335). 

Colour flow Doppler examination revealed severe MR.  

Pulmonary oedema was treated with furosemide, candesartan, and bucladesine sodium. 

The symptoms improved, but the dog presented with pulmonary oedema again, 5 days later. 

The severe MR and ruptured chordae tendineae rendered symptom management with 

medication ineffective; thus, MVR under cardiopulmonary bypass was recommended.  

General anesthesia36 and surgery were performed in the same manner for all dogs. 

Preanesthetic medications included atropine sulfatea (0.025 mg/kg, IM), midazolamb (0.3 

mg/kg, IV), fentanylc (5 µg/kg, IV), and cefazolin sodiumd (20 mg/kg, IV). Each dog was 

then oxygenated with 100% oxygen, which was followed by face mask induction with 5% 

isofluranee and intubation with an endotracheal tube (internal diameter, 4 to 7 mm). 

Anesthesia was maintained with 2% to 3% isoflurane in oxygen at 1.5 L/min. During CPB, 
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anesthesia was maintained by CRI of fentanylc (0.4 µg/kg/min, IV) and propofolf (0.2 

mg/kg/min, IV). 

   During the surgery, heart rate, respiratory rate, rectal temperature, esophageal 

temperature, arterial oxygen saturation, end-tidal CO2, and isoflurane concentration were 

continuously monitored by use of a physiologic monitor system.g The right femoral artery 

was catheterized for measurement of systolic, diastolic, and mean arterial blood pressures, 

and the femoral vein was catheterized for measurement of central venous pressure, both with 

a 22-gauge indwelling catheter. Complete blood count, Hct, total protein concentration, 

activated clotting time, and arterial blood gases were determined as necessary by use of 

blood samples obtained via the femoral artery catheter. A urinary catheter was placed to 

monitor urine volume. Cardiopulmonary bypass was provided by a heart-lung machineh 

with an extracorporeal circuit, 0.5-m2 oxygenator, and heat exchanger.i The CPB circuit 

was filled with 20% D-mannitolj (5 mL/kg), 7% sodium bicarbonatek (2 mL/kg), heparin 

sodiuml (500 U), and acetate Ringer's solutionm (120 to 170 mL). Fifty milliliters of whole 

blood was replaced with priming solution in dogs weighing < 4 kg. After a neck incision, the 

left carotid artery and external jugular vein were separated and secured with 3–0 nylon 

sutures. Next, a left thoracotomy was performed in the fourth or fifth intercostal space after 

intercostal nerve block with bupivacaine hydrochloride. To place a catheter for cardioplegic 

infusion, the aortic root was elevated and a purse-string suture was applied with a 5–0 

polyvinylidene fluoride suture.o Subsequently, heparin sodium (200 U/kg, IV) was 

administered. After 3 minutes, activated clotting time was measured with an analyzerp and 

confirmed to be > 300 seconds. An arterial CPB cannulaq was inserted into the carotid 
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artery in a proximal direction. The arterial line of the CPB circuit was connected to the 

carotid artery with a CPB cannula. The venous cannular for blood withdrawal was inserted 

into the right atrium via the left jugular vein and connected to the CPB circuit. A 5F aortic 

root catheter was inserted at the site of the purse-string suture on the left lateral aspect of 

ascending aorta. After air was removed from the CPB circuit, partial CPB was initiated and 

the patient's body temperature was lowered to 30°C (86°F). Blood flow was controlled at 70 

to 100 mL/kg/min (31.8 to 45.5 mL/lb/min) by use of the CPB pump. At this time, the 

anesthetic was switched from isoflurane inhalation to IV administration of fentanyl and 

propofol. The aorta was occluded with an arterial clamp proximal to the brachiocephalic 

trunk, and cardioplegic solutions (10 mL/kg [4.5 mL/lb]; cooled to ≤ 4C; Na+, 120 mEq/L; 

K+, 20 mEq/L; Cl+, 160.4 mEq/L; Mg2+, 32.0 mEq/L; Ca2+, 2.4 mEq/L; and HCO3�, 10 

mEq/L) was immediately and rapidly infused into the left and right coronary arteries via the 

aortic root to produce cardioplegia. The cardioplegic solution was infused every 20 minutes. 

During CPB, arterial and venous blood pressure, oxygen saturation, and arterial and venous 

blood gases were monitored. 

We approached the left atrium through a fourth intercostal thoracotomy and incised 

left auricle to approach to the mitral valve. Chordal replacement and semicircular suture 

annuloplasty were performed for mitral repair (Fig. 2). Artificial chordae tendineae 

comprising expanded polytetrafluoroethylene (ePTFE) were sutured to the septal mitral 

valve and papillary muscle. The lengths of the artificial chordae were adjusted to match the 

level of the mitral annulus. Circumferential suture annuloplasty was performed to reduce the 

size of the mitral orifice (Fig. 2). The mitral annulus was measured and plicated to provide 
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good coaptation. ePTFE (CV-6, Gore-Tex®, Tokyo, Japan) and prolene (5-0 prolene, 

Ethicon, Tokyo, Japan) sutures were used for chordal replacement and suture annuloplasty, 

respectively. 

The left atrium was closed with simple-interrupted and continuous 5–0 sutures. After 

closing the left atrium, the aortic clamp was released, and spontaneous sinus rhythm was 

observed. If ventricular fibrillation was observed, a defibrillator was used at 10 to 30 J. The 

duration of cardioplegia was 60 to 95 minutes. At the return of sinus rhythm, a dobutaminev 

CRI was started (1 to 5 µg/kg/min), if needed. The body temperature was recovered to 37°C, 

and the CPB flow was gradually reduced before being completely shut down. Anesthesia 

was switched to maintenance with isoflurane inhalation. 

  After recovery from CPB, the catheter for cardioplegic infusion was removed from the 

aorta. The catheters were removed from the jugular vein and carotid artery. The carotid 

artery and jugular vein were closed with a continuous pattern by use of 7–0 suture material. 

The cervical wound was closed with a simple continous pattern by use of 3–0 nylon. After 

the removal of catheters, protamine sulfate (6 mg/kg, IV) was administered over 30 minutes. 

Then, a thoracostomy tube was placed and the thorax was closed routinely after confirming 

that activated clotting time was < 200 seconds. The patients regained spontaneous 

respiration and reflexes 2 to 3 hours after the end of surgery. Isoflurane inhalation was 

discontinued, and the endotracheal tube was removed. The total duration of anesthesia was 4 

to 6 hours. After removal of the endotracheal tube, the patients were maintained in a cage 

filled with O2 (25% to 35%) for 12 to 24 hours. Dalteparin sodiumx (25 to 50 U/kg, SC) 

was administered when chest drainage fluid was reduced to a rate of < 1 to 2 mL/h. The 
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chest tube was removed 24 h after surgery. Cefazolin sodiumd (20 mg/kg, IV, q 8 h) was 

administered for 7 days. Laboratory tests were performed every day until discharge. Ozagrel 

hydrochloridey (10 mg/kg, PO, q 12 h), a thromboxane A2 synthase inhibitor, was 

administered for 1 month after surgery 

The dog was discharged, and the following changes were noted after 1 month: cardiac 

murmur (grade I), LA/Ao (1.5), VHS (10.2 v) (Fig. 3), normalised left ventricular end 

diastolic diameter (2.22), and plasma ANP concentration (86 pg/mL). Medication was 

discontinued, and the cardiac condition remained stable for 5 years after surgery. Five years 

after surgery, the MR had worsened due to ruptured native chordae tendineae of the mural 

mitral leaflet. 

 

Case 2: An 11-year-old male Shih Tzu weighing 4.6 kg with respiratory distress was 

admitted for emergency treatment of refractory pulmonary oedema caused by MR. Clinical 

examination identified a grade V systolic murmur over the mitral area. Plasma ANP was 154 

pg/mL. A thoracic radiograph showed cardiac enlargement (VHS 13.1 v) and pulmonary 

oedema. Two-dimensional echocardiography showed mitral valve prolapse, ruptured 

chordae tendineae, and an enlarged left atrium (LA/Ao: 2.8). The fractional shortening was 

49%, and the normalised, left ventricular end diastolic diameter was 2.68. Colour flow 

Doppler examination revealed severe MR. 

The dog was treated with furosemide (2 mg/kg, qid), candesartan (0.5 mg/kg, sid), 

pimobendan (0.1 mg/kg, sid), and bucladesine (0.02 mg/kg/min, CRI). However, the dog did 

not respond well. With owner consent, MVR was performed on day 27 of hospitalisation. 
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The surgical procedures were the same as for Case 1. 

One month after surgery, the cardiac murmur was grade II; LA/Ao, 1.6; VHS, 11.5 v; 

and plasma ANP concentration, 104 pg/mL. However, because of moderate residual MR, 

candesartan (0.5 mg/kg/day) was continued. Two years after surgery, the dog presented with 

premature ventricular contractions, congestive heart failure, worsened MR, and mitral 

annular dilatation; torasemide treatment (0.2–0.6 mg/kg/day) was started. Three years after 

surgery, the dog died due to pulmonary oedema. Post-mortem examination showed that the 

annular plication suture was partially detached from the mitral valve circumference (Fig. 4). 

 

Case 3: An 8-year-old male Maltese weighing 3.85 kg with respiratory distress was admitted 

for recurring pulmonary oedema caused by MR. Clinical examination identified a grade IV 

systolic murmur over the mitral area. Thoracic radiographs showed mild cardiac 

enlargement with a VHS of 11.4 v and pulmonary oedema. The plasma ANP concentration 

was elevated (219 pg/mL). Two-dimensional echocardiography showed mitral valve 

prolapse and ruptured chordae tendineae; however, the left atrium was not enlarged (LA/Ao: 

1.3). Colour flow Doppler examination revealed severe MR. The dog was treated with 

candesartan (0.5 mg/kg, sid), torasemide (0.3 mg/kg, bid), and bucladesine (0.02 mg/kg/min, 

CRI). Eleven days after hospitalisation, the dog recovered from the pulmonary oedema, but 

the owner desired that MVR surgery be performed. The surgery was conducted in a manner 

similar to that in the previous 2 cases.  

No residual MR was observed after surgery. One month after the surgery, the 

following changes were noted: cardiac murmur (disappeared), LA/Ao (1.3), VHS (10.2 v), 
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and plasma ANP (96 pg/mL). At present (6 years after surgery), the dog is not receiving any 

cardiac medication and has not shown any clinical symptoms. 

 

2.1.3 Discussion 

 

Favourable long-term (5-year) outcomes were observed in 2 dogs; 1 experienced 

worsening MR and heart failure 3 years post surgery. Serres and others (2007) reported that 

the median survival time for dogs with International Small Animal Cardiac Health Council 

(IASCHC) class III and chordae tendineae rupture was 191 days.2 Although the medical 

treatment used in these three cases was unorthodox, these 3 dogs had severe mitral 

regurgitation with chordae tendineae rupture and these dogs were classified in ISACHC 

class III. So, the prognosis of these dogs would be poor, but surgical treatment may be 

associated with longer life expectancy. MVR and mitral valve replacement have been 

performed successfully in different-sized dogs with MR, including small-breed dogs, 7, 8 

indicating that MVR is an effective treatment option for MR in dogs.  

Here, chordal replacement was performed at the site of the chordal rupture, and MVR 

was performed using semicircular suture annuloplasty. The artificial chordae did not rupture 

in any of the dogs, suggesting that chordal replacement with ePTFE is as effective in dogs7, 

37 as in humans.38, 39, 40, 41 Chordal rupture—associated with the mural leaflet 

(unoperated)—occurred after 4 years in Case 1, causing a deteriorating clinical condition 

and increased MR. Thus, chordal replacement with ePTFE on the septal and mural leaflets 

may be required to prevent increasing MR due to native chordal rupture. 
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Annuloplasty was performed with a mitral valve plication suture around the mitral 

valve. In Case 2, the suture detached, resulting in increased MR. It persisted unchanged in 

the other 2 dogs. Recurrent annular dilatation may be due to technical error, as a steep 

learning curve is expected.42, 43 Aybeck et al. also reported significant and progressive 

postoperative mitral annular dilatation associated with suture annuloplasty44. Therefore, 

based on these reports, a prosthetic ring was used during annuloplasty, rather than suture 

annuloplasty, in the subsequent patients. In contrast to suture annuloplasty, prosthetic ring 

annuloplasty may provide reproducible long-term results, as observed in humans38 and dogs7, 

9. Performing circumferential annuloplasty in dogs with MR could also reduce the amount of 

MR7, 9, 45. In human medicine, prosthetic ring annuloplasty is considered the gold standard 

technique for mitral repair due to its reproducibility and excellent long-term results44. 

Prosthetic rings also allow optimal annular stabilisation and systolic shape presentation but 

with some functional disadvantages46, 47, 48. Moreover, intracardiac prosthetic material is a 

potential site of haemolysis or thrombosis, while suture annuloplasty is free of these 

potential sequelae. The selection of the annuloplasty technique remains controversial; the 

most effective option in dogs needs to be investigated further.  

    Chordal replacement and circumferential annuloplasty were performed in 8 dogs with 

severe MR during the same period. Four dogs survived perioperative periods, but we could 

not follow one dog after discharge from our hospital. Four dogs died in perioperative periods. 

The causes of death were bleeding, worsening of pulmonary hypertension, ventricular 

fibrillation after weaning of CPB and low output syndrome after CPB. Although, currently 

the survival rate in perioperative period is improving9, the survival rate of this surgery is 
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about 90%. This is not satisfying result. Therefore, further study to improve the success rate 

of this surgery is needed. 

 

 

Section 2 

Intra- and Post-operative complications in 47 dogs that 

underwent mitral valve repair 

 
2.2.1 Introduction 

Section 1 shows that mitral valve repair is an effective treatment option for dogs with MR. 

However, the survival rate of mitral valve surgery is currently unsatisfactory. 

Cardiopulmonary bypass surgery can sometimes cause postoperative multi-system 

dysfunction of the renal, pulmonary, nervous, hepatic, and myocardial systems, as well as 

other life-threatening complications after surgery.4- 6 At our institution, various 

complications are observed after cardiopulmonary bypass surgery. The success rate of this 

surgery must be improved by preventing complications. In human medicine, prophylactic 

treatments are provided to reduce complications after cardiac surgery. However, there are 

only few reports regarding the complications of open-heart surgery with cardiopulmonary 

bypass in dogs. Investigating the types and incidence rates of complications can help 

identify problems in the perioperative period; this can improve the survival rate of mitral 

valve repair. The aim of this study was to investigate the complications of cardiac surgery 

using cardiopulmonary bypass in dogs to improve the survival rate. 
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2.2.2 Materials and Methods 

To assess the incidence of intra- and postoperative complications, we retrospectively 

reviewed 47 cases of dogs that underwent MVP with CPB at the Nihon University Animal 

Medical Center between August 2006 and September 2007. Mitral valve repair was 

performed as described in Chapter 2. We retrospectively investigated the incidence and 

causes of post-operative mortality and morbidity. 

 

2.2.3 Results 

Forty-seven dogs [22 males and 25 females, age: 62–175 (123±25) months, bodyweight: 

1.8–13.5 (5.7±3.0) kg] were enrolled. (Table 1) The mean age of the 10 dogs that died 

within 4 months of surgery was 140±21 (range: 115–175) months, which was significantly 

higher than the age of dogs that survived beyond 4 months post-surgery [119±25 (range: 62–

157) months]. The 4-month postoperative mortality rate was 29% for dogs aged 10 years or 

older and 11% for those younger than 10 years. The causes of death were surgical technical 

problems (2 cases), thrombosis (4 cases), pancreatitis (2 cases), pulmonary hypertension (1 

case), and unknown (1 case). Of the 37 subjects that survived beyond 4 months, 4 had 

postoperative complications (i.e., 1 case each of thrombotic cerebral infarction, pulmonary 

infarction, cerebellar infarction, and aspiration pneumonitis). 

 

2.2.3 Discussion 

Cardiac surgery using cardiopulmonary bypass can cause various complications, such as 
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renal, pulmonary, nervous, hepatic, and digestive organ, as well as myocardial 

dysfunction4-6. In this study, the main cause of mortality after mitral valve repair in dogs was 

related to thrombosis, followed by pancreatitis.  

Thrombus formation (including those in the left atrium) was observed in 12 subjects, and 

was the most frequent cause of postoperative complications and/or death. There appeared to 

be various causes of thrombosis associated with extracorporeal cardiovascular surgery, such 

as detachment of endothelial cells by grasping with forceps, foreign substances such as 

artificial chordae tendineae left inside the heart, and use of heparin, protamine, or proteolytic 

enzyme inhibitors. Griffith et al. reported that systemic thromboembolism was a main cause 

of post-operative mortality in dogs who had undergone mitral valve repair.49 These results 

suggest that preventing thrombus formation is important for the success of mitral valve 

repair with cardiopulmonary bypass. 

 The second most frequent cause of postoperative complications was related to 

inflammation. A strong systemic inflammatory response occurs due to the release of 

mediators caused by contact with blood and the extracorporeal surface during CPB, such 

myocardial ischemia reperfusion secondary to aortic cross-clamping, endotoxemia, and 

operative trauma.50, 51, 52 In this study, pancreatitis was the primary cause of mortality 

associated with inflammation. In human medicine, post-operative pancreatitis after cardiac 

valve surgery occurs frequently and affects the clinical outcome.53 Previous studies have 

reported that splanchnic ischemia, hypoperfusion, systemic inflammatory response, and 

nonpulsatile blood flow during cardiac surgery may cause pancreatic cellular injury; several 

risk factors have also been suggested.54-58 Same phenomenon may occur in dogs. However, 
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it does not become clear in veterinary clinical cases, yet. To reduce the incidence of 

inflammation and pancreatitis after cardiac surgery with CPB in dogs, understanding 

post-pump inflammatory responses and adopting countermeasures are as important in 

veterinary medicine as in human medicine. 

 

2.3 Conclusion 

In conclusion, MVR is an effective treatment option for dogs with MR. Chordal 

replacement with ePTFE is effective for dogs and provides long-term durability. However, 

mitral annuloplasty using prosthetic rings may be preferred over suture annuloplasty in dogs. 

Although the survival rate in the perioperative period is improving9, the results remain 

unsatisfactory. Thrombus formation (including those in the left atrium) is the most frequent 

cause of postoperative complications and/or death. The second most frequent reason for 

postoperative complications is related to inflammation. These results suggest that prevention 

of thrombosis and suppression of inflammation are important strategies for improving the 

surgical outcome of mitral valve repairs. Further study to improve the success rate is needed. 
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Chapter 3  

 

Plasma cytokine levels in dogs undergoing cardiopulmonary 

bypass 

 

3.1 Introduction 

Cardiac surgery using cardiopulmonary bypass (CPB) causes systemic 

inflammatory response syndrome (SIRS) in humans, characterized by the activation of the 

complement cascade and the production of cytokines, free radicals, and nitric oxide.10-12 

This so-called post-pump inflammatory response may induce postoperative multi-system 

dysfunction in the renal, pulmonary, nervous, hepatic, and myocardial systems,13-15 which 

may increase the morbidity and mortality of cardiac surgery.16 In fact, the results of the 

study in Chapter 1 suggested that inflammatory response after surgery may increase 

morbidity and mortality after mitral valve repair under cardiopulmonary bypass in dogs. 

The post-pump inflammatory response is triggered by various factors, including 

surgical trauma, endotoxin, reperfusion injury, and exposure of blood to the surface in the 

extracorporeal circuit.10, 11, 16 Several studies have reported elevation of pro-inflammatory 

(i.e., plasma interleukin-6 [IL-6], interleukin-8 [IL-8], and tissue necrosis factor-α [TNF-α]) 

and anti-inflammatory cytokines (i.e. interleukin-10 [IL-10]) after CPB in humans.12, 59 
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However, there is no report regarding the inflammatory response to CPB in dogs. The aim of 

this study was to clarify the inflammatory response to CPB in dogs by measuring pro- and 

anti-inflammatory cytokine levels, WBC counts, and CRP levels during and after CPB. 

3.2 Animals, materials and methods 

Cases 

Dogs that underwent mitral valve repair using CPB at Nihon University between April 2007 

and May 2009 were included in this study. All dogs weighed over 3 kg and did not have any 

evidence of congestive heart failure (CHF). Dogs with evidence of any systemic diseases 

were excluded from this study. 

Control 

Seven healthy female dogs based on physical examination were spayed and included in this 

study as the control group. 

Anesthesia and mitral valve repair 

Details of the anesthetic protocol and mitral valve repair procedure were previously 

described.60 Anesthesia and surgery were performed in the same manner in all dogs 

undergoing mitral valve repair. Cardiopulmonary bypass was performed with a 

cardiopulmonary bypass circuit. After induction of cardiac arrest, a mitral annuloplasty was 

performed, and the chordae tendineae were replaced with expanded polytetrafluoroethylene 

chordal prostheses. After closure of the left atrium and declamping to restart the heart, the 

thorax was closed. 

Dogs in the control group were induced by propofol, maintained by isoflurane, and 

underwent routine ovariohysterectomy. No complications were noted pre- or 
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postoperatively. 

Blood sampling 

Blood samples were collected preoperatively (pre), 5 minutes after administration of heparin 

(heparin +5), 5 minutes after clamping of the aorta (bypass +5), after resumption of the 

heartbeat (resume), 15 minutes after protamine sulfate administration (protamine +15), at 3 

hours (End of bypass [EB] +3hr), 6 hours (EB +6hr), 12 hours (EB +12hr), 24 hours (EB 

+24hr), and 48 hours after completion of CPB (EB +48hr). Blood samples were taken from 

an arterial catheter placed in the femoral artery from heparin +5 to EB +3hr and from the 

saphenous vein or jugular vein at pre and after EB +6hr.  

In the control group, blood samples were collected preoperatively (pre), at 5 minutes (OVH 

+0hr), 3 hours (OVH +3hr), 6 hours (OVH +6hr), and 24 hours after ovariohysterectomy 

(OVH +24hr). Blood samples were taken from the saphenous vein or jugular vein. 

C-reactive protein (CRP) measurements and white blood cell (WBC) counts 

 To obtain CRP measurements, blood samples were mixed with heparin and centrifuged at 

12,000 rpm for 120 seconds to isolate the plasma. Plasma concentrations of CRP were 

analyzed using an immunoserological testj (reference range, 0.05–20 mg/dL). The WBC 

counts were determined from blood mixed with ethylenediaminetetraacetic acid (EDTA) by 

an automated cell counterk. 

Cytokine measurements 

Blood samples for the measurement of cytokines were collected in EDTA tubes and 

centrifuged at 1000 g for 30 minutes at room temperature within 30 minutes after blood 

collection. The plasma was frozen and immediately stored below –20°C. Blood samples 



 21 

were thawed at room temperature before measurement. IL-6, IL-10, and TNF-α were 

analyzed using an enzyme-linked immunosorbent assay (ELISA) kitl.  

  

Statistical analysis 

Statistical analysis was performed with GraphPad Prism® Version 5.0 statistical software 

(GraphPad Software Inc.; San Diego, California, USA). Data was presented as mean ± 

standard deviation of the mean (SD). Changes in the parameters with time compared to 

baseline (pre) were analyzed using one-way analysis of variance (ANOVA) followed by 

Dunnett’s multiple comparisons. Comparison of cytokine levels, CRP levels, and WBC 

counts between the cases and control group were analyzed using two-way ANOVA 

followed by Sidak’s multiple comparisons. A P value less than 0.05 indicated statistical 

significance. Pearson’s correlation coefficient test was performed to examine correlations 

between peak cytokine levels and the volume of transfusion. 

 

3.3 Results 

 During this study period, 63 dogs underwent mitral valve repair. Fifty-two dogs were 

excluded from this study because of pulmonary edema (n = 26), low body weight (<3 kg; n 

= 14), examiner absence (n = 9), congenital cardiac disease (n = 1), Chiari malformation (n 

= 1), and renal failure (n = 1). Eight of 63 dogs died during the hospital stay. The causes of 

death were as follows: intra-operative bleeding, sudden death, aspiration pneumonitis, acute 

renal failure, pancreatitis, and multiple organ failure. Thus, eleven dogs were included in 

this study. Clinical characteristics of the dogs are shown in Table 1. All surgeries were 
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successful, and the dogs were discharged within 2 weeks with no signs of complications 

(organ failure, severe inflammatory signs such as pneumonia or pancreatitis, low output 

syndrome, and thrombosis) or infections.  

1. Cytokine levels 

 IL-6 level increased significantly from protamine +15 (231 ± 284.4 pg/mL, P < 0.001) to 

peak values at EB +3hr (271 ± 179.8 pg/mL, P < 0.0001) in comparison with baseline (pre; 

3.96 ± 8.22 pg/mL). Thereafter, IL-6 levels progressively declined to pre-CPB levels by EB 

+48hr (Fig. 5A). Comparisons between groups with repeated measures ANOVA showed 

higher values in the cases compared with the control group (Time, P < 0.005; Groups, P < 

0.0001; Interaction, P < 0.05). With multiple comparisons, IL-6 levels of the cases at 

protamine +15, EB +3hr, and EB +6hr were significantly higher than those levels of the 

control group at OVH +0hr (13.5 ± 23.6 pg/mL), OVH +3hr (36.6 ± 32.1 pg/mL), and OVH 

+6hr (20.7 ± 25.3 pg/mL) (P < 0.001, P < 0.001, and P < 0.01, respectively) (Fig. 7A). 

 IL-10 levels increased from resume, peaked at protamine +15 (58.2 ± 65.2 pg/mL), and 

then decreased gradually (Fig. 5B). There were no significant differences among all time 

points in comparison with pre (3.71 ± 5.33 pg/mL). There were no significant differences 

between the cases and the control group (Fig. 7B).  

 TNF-α levels displayed a bimodal distribution, peaking at protamine +15 and EB +12hr 

(0.67 ± 1.63 pg/mL, 0.81 ± 1.99 pg/mL, respectively) (Fig. 5C). However, there were no 

significant differences among all time points in comparison with pre (0.2 ± 0.41 pg/mL). 

There were no significant differences between the cases and the control group (Fig. 7C). 

2. WBC count 
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 WBC counts decreased until bypass +5 and remained increased until the last time point at 

EB +48hr (Fig. 6A). WBC count at EB +24hr (27755 ± 10507/µL) was significantly higher 

than the control group at OVH +24hr (17411 ± 2565/µL) (P < 0.05) (Fig. 8A). 

3. CRP 

 CRP levels gradually increased from EB +3hr until the end of study at EB +48hr (Fig. 6B). 

There were no significant differences between the cases and the control group (Fig. 8B). 

4. Correlations between peak cytokine levels and the transfusion volume 

 The peak IL-6 concentration was significantly correlated with the transfusion volume (Fig. 

9, r = 0.719, r2 = 0.518, P < 0.05). However, there were no significant differences between 

peak IL-10 and TNF-α concentrations and total volume transfused. 

 

3.4 Discussion 

 CPB causes SIRS in humans, and cardiopulmonary bypass influences cytokine levels and 

complement activation during and after surgery.10, 11, 16 The present study showed that CPB 

significantly raised the plasma IL-6 level in dogs, as it does in humans.  

 IL-6 is involved in a wide variety of biological functions, especially in pro- and 

anti-inflammatory responses. It acts on B cells to induce differentiation into plasma cells, 

stimulates the release of hepatic proteins, and is involved in neutrophil-mediated 

ischemia/reperfusion injury.15 Therefore, the increase in plasma IL-6 measurements during 

and after CPB was probably a manifestation of an acute phase inflammatory response.  

 IL-10 is an anti-inflammatory cytokine that reduces neutrophil adhesion to activated 

endothelial cells. In infectious diseases and septic shock, IL-10 is synthesized later than 
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inflammatory cytokines in both T cells and monocytes, suggesting a regulatory role in the 

later phases of the immune response.61, 62 In contrast, although not statistically significant, 

the present study showed that IL-10 levels tended to increase earlier than IL-6. Risnes et 

al.63 reported a similar phenomenon and suggested that prostaglandin E2 and 

catecholamines may induce IL-10 secretion. However, the stimulatory mechanism of early 

IL-10 release occurring independently from systemic proinflammatory cytokine elevation 

remains unclear.  

 TNF-α produced by macrophages and monocytes is a proinflammatory cytokine that 

regulates the adhesiveness of leukocytes through the induction of adhesion molecules.64 The 

present study showed that TNF-α levels increased in a bimodal distribution. This result was 

similar to a previous report in humans.14 However, there were no significant differences 

between the values at different time points compared to those preoperatively, which may be 

due to the low sensitivity of the ELISA kit, as many of the results were below the detection 

limit. 

WBC counts and CRP levels were elevated after CPB compared with baseline, but 

none of the dogs showed signs of infection. Therefore, these changes may have been caused 

by the inflammatory response and surgical trauma. The WBC counts and CRP levels were 

increased for more than 2 days after CPB. This increase suggests that the inflammatory 

response caused by CPB and surgical trauma continues for at least 2 days. 

This study confirms that the levels of inflammatory biomarkers, IL-6, WBC 

counts, and CRP are elevated after CPB. In human medicine, it is known that the patients 

who undergo coronary artery surgery using CPB show more severe inflammatory response 
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after surgery than the patients without the use of CPB.65, 66 Therefore, it is thought that CPB 

induces an inflammatory response. In this study, IL-6 levels and WBC counts after CPB 

were significantly higher than the control group. This result shows that CPB may induce an 

inflammatory response in dogs as previously reported in humans. 

 Previous studies reported that transfusion and hemodilution enhanced the inflammatory 

response during CPB. 67, 68, 69 In this study, the volume of transfusion and IL-6 level had a 

significant correlation. Since most dogs that undergo mitral valve repair are small breed 

dogs, to reduce the amount of transfusion, it is important to minimize the priming volume, 

hemodilution, and blood loss. Frequent administration of cardioplegia causes hemodilution, 

which increases the number of transfusions. Minimizing the cardiac arrest time may also 

reduce the inflammatory response.  

 IL-6 is associated with postoperative renal, lung, and nerve dysfunction and myocardial 

injury.15,70,71 In canine systemic inflammatory syndrome and sepsis, plasma IL-6 

concentration was shown to be a predictor of outcomes.72 Therefore, hypercytokinemia 

facilitates SIRS and may worsen the condition of dogs after cardiac surgery.  

 Previous studies have demonstrated that increased IL-6 and CRP levels may contribute to 

myocardial dysfunction, lung inflammation, and intestinal dysfunction during various acute 

inflammatory conditions.15, 70, 71 In this study, all dogs were discharged as planned without 

any complications. However, about 7% of the dogs undergoing mitral valve repair have died 

after surgery in our institution.60 The CPB-induced systemic inflammatory response 

described in this study may increase mortality or be a trigger for postoperative complications. 

Therefore, countermeasures against the inflammatory response after CPB, such as 
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improvement of the CPB circuit, administration of steroids or protease inhibitors, reduction 

of the cardiac arrest time, and minimization of hemodilution, transfusion, and priming 

volume or development of other radicar treatment for mitral valve insufficiency without 

cardiopulmonary bypass (e.g. transcatheter valve replacement or transcatheter mitral repair) 

may be required to improve patient outcomes.  

3.5 Conclusion 

 CPB induced IL-6 release that triggered a postoperative inflammatory response which 

included elevations in WBC. Such an inflammatory response after cardiac surgery may 

cause acute lung injury, myocardial dysfunction, renal failure, and multiple organ failure, 

which ultimately may increase postoperative mortality and morbidity. Therefore, 

countermeasures against the inflammatory response after CPB or development of other 

radical treatment for mitral valve insufficiency without cardiopulmonary bypass (e.g. 

transcatheter valve replacement or transcatheter mitral repair) may be required to improve 

patient outcomes. 

 

3.6 Study Limitations 

 Inflammatory pathways not mediated by cytokines (e.g., complement and leukocytes) were 

not directly examined. Open heart surgery may be more invasive than ovariohysterectomy. 

Therefore, the difference in cytokine levels and WBC counts might be influenced by the 

differences in surgery-related stress between open heart surgery and ovariohysterectomy. 

 This study excluded dogs with CHF or systemic diseases because we wanted to determine 

the inflammatory response to CPB in dogs. The number of dogs included in this study was 
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small, but all included cases survived and did not show any complications (organ failure, 

severe inflammatory signs such as pneumonia or pancreatitis, and thrombosis). Therefore, 

we could not confirm whether hypercytokinemia affected the outcome of the dogs that 

underwent CPB. In the future, a larger study is needed to confirm whether hypercytokinemia 

after CPB contributes to organ dysfunction.  

 

  



 28 

Chapter 4 

 

Preparation of an autologous heart valve with a stent (stent biovalve) 

using the stent evertion method 

 

4.1 Introduction 

The results of previous chapter reveal that countermeasures against the inflammatory 

response after CPB or development of other radical treatment for mitral valve insufficiency 

without cardiopulmonary bypass (e.g. transcatheter valve replacement or transcatheter mitral 

repair) may be required to improve patient outcomes. Since 2002,17 the less invasive 

transcatheter aortic valve implantation (TAVI) has been introduced for inoperable and 

high-risk patients. Recently, with technological advancements, the clinical application of 

TAVI has extended to intermediate-risk patients.18 TAVI is expected to evolve further and 

become more commonly used in the future. Transcatheter valve replacement of 

atrioventricular valves (mitral valve and tricuspid valve) such as valve in the mitral ring 

implantation or in annuloplasty ring implantation were clinically performed to the 

re-operative patient. Transcatheter replacement of the native atrioventricular valves is not a 

clinical reality yet due to several technical problems arising from the large size and irregular 

shape of the annulus, potentially resulting in complications with prosthesis fixation and 

perivalvular leak. Nonetheless, two acute animal studies have been published pioneering 
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feasibility of transcatheter valve implantation in the native mitral and tricuspid position 

using a custom-made nitinol stent19, 20. However, using a bioprosthetic valve for TVR has 

certain disadvantages, since it undergoes progressive degeneration and calcification as it 

contains no living cells.21, 22 To overcome these limitations, living heart valves—created by 

tissue engineering—have been under development. Some heart valves created by tissue 

engineering have been successfully implanted in animals.23, 24 However, these valves require 

complicated cell management protocols with cell culture in bioreactors under strictly sterile 

conditions; this procedure is time-consuming and expensive. 

We have previously developed autologous prosthetic tissues by using the “in-body 

tissue architecture (IBTA)” technology, which is a novel and practical approach for 

regenerative medicine based on the tissue encapsulation phenomenon of foreign materials in 

living bodies.25 This technology involves the use of living bodies as a reactor, and does not 

need expensive facilities or complicated manipulations. We have reported the construction 

of completely autologous tri-leaflet heart valves, named Biovalves, prepared using this 

technology, 26-29 which may resolve the abovementioned problems encountered with 

bioprosthetic valves. In fact, Biovalves have been demonstrated to have excellent valve 

function and histological changes when implanted as a pulmonary valve in a beagle model 

and an aortic valve in a goat model.30, 31� In these Biovalves, leaflet formation occurs by 

tissue ingrowth into small apertures in the preparation molds from the connective tissues 

surrounding the molds. During the encapsulation process, the conduit portion of the 

Biovalve is completely formed within approximately 4 weeks of embedding, similar to the 

Biotubes, which are autologous vascular grafts from IBTA. However, because tissue 
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migration into a small aperture is slow in general, leaflet formation in the Biovalve required 

a longer time than that required for conduit formation. 

In this study, to further improve the Biovalve design and to adapt it for transcatheter 

valve replacement, we attempted to combine the Biovalve design with a self-expandable 

nitinol stent to construct a “Stent-Biovalve”. The preparation mold was designed based on a 

novel concept, in which the leaflet tissue was formed on the outer side of the mold; the 

tri-leaflet-shaped valve was obtained by finally everting the stent such that the leaflet tissue 

existed inside surface of the stent. The valvular function of the Stent-Biovalve was 

examined by using an in vitro circulation circuit. Finally the Stent-Biovalve was implanted 

in the mitral position in a beagle dog. 

 

4.2 Materials and Methods 

Animal Studies 

Studies were performed in accordance with the “Guide for the Care and Use of 

Laboratory Animals” published by the US National Institutes of Health (NIH Publication No. 

85-23, revised 1996) under a protocol approved by the National Cerebral and Cardiovascular 

Center Research Institute Committee (No. 12002). 

 

Mold Assembling 

Two kind of stents used were self-expandable (diameter, 14 mm; length, 15 mm or 

diameter, 20 mm; length, 30 mm), obtained from shape re-memory of E-LUMINEXX 
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(diameter, 12 mm; length, 100 mm; Bard, Karlsruhe, Germany) by Piolax Medical Devices 

(Yokohama, Japan) and cutting. 

The mold for the Stent-Biovalve was obtained by assembling the stent, a specially 

designed column-shaped acrylic part (outer diameter, 14 mm; length, 32 mm for 14 

mm-sized stent, and outer diameter, 20 mm; length, 46 mm for 20 mm-sized stent), and 

cylinder-shaped acrylic part (outer diameter, 17 mm; length, 18 mm for 14 mm-sized stent, 

and outer diameter, 23 mm; length, 34 mm for 20 mm-sized stent) with three slits (width, 1 

mm; length, 10 mm for 14 mm-sized stent, and width, 1 mm; length, 15 mm for 20 

mm-sized stent). All acrylic parts were prepared using a 3D printer (CONNEX 260, Objet, 

Rehovot, Israel). After gently everting the stent in ice water, it was mounted on the 

column-shaped acrylic part and then covered with the cylinder-shaped part for the final 

mold. 

 

Preparation of Stent-Biovalves 

A beagle dog (age, 1 year; body weight, 10 kg) under general anesthesia induced by 

intramuscular injection of ketamine (20 mg/kg), or a goat (age, 1 year; body weight, 50 kg) 

under general anesthesia induced with 10 mg/kg of ketamine and maintained with 1–3% 

isoflurane was used for the Stent-Biovalve preparation. After 4 weeks of mold embedding in 

the abdominal subcutaneous pouches of each animal, the implants—which were completely 

encapsulated with connective tissue—were harvested. The fragile, irregular, and redundant 

tissues around the developed tubular tissue were gently cut, and the impregnated parts were 

removed from both the ends of the developed capsular tissue. The acrylic cylinder- and 
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column-shaped parts were removed. The stent, now embedded in connective tissue, also 

showed 3 flaps of membranous connective tissue on its outer surface. The stent was then 

everted to its original form in ice water to obtain the Stent-Biovalve, with a tri-leaflet valve 

on its inner surface.  

 

Measurement of Burst Strength 

The burst strength of the leaflet tissues of Stent-Biovalve was determined by using a 

specially designed apparatus. The specimens were fixed on a sample holder with a hole 

(diameter, 2 mm) at its center. Saline solution was introduced into this apparatus at a rate of 

50 mmHg/s. The burst strength was determined by measuring the water pressure at the 

instant of the tissue rupture using a pressure transducer (N5901; Nihon Denki Sanei, Inc., 

Tokyo, Japan). 

 

Histological Evaluation 

Some parts of the leaflet of Stent-Biovalve were fixed in 10% formalin solution and 

embedded in paraffin. Then leaflet sections were cut into pieces 3-5µm thick for 

hematoxyline and eosin staining. In addition, the histological sections were stained with 

masson trichrome stain. The composition cell was evaluated and the wall thickness of the 

TEVGs was measured by microscopic examination of cross sections. 

 

Mechanical test 

  Measurement of the connective strength between leaflet and stent of Stent-Biovalve were 
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performed by use of a uniaxial tensile-testing apparatus (Rheoner II; Yamaden, Tokyo, 

Japan). The connective strength between native aortic valve and conduit of goat were also 

measured by same way. Each sample was fixed in a sample folder that was specially 

designed by use of a 3D printer (Projet HD3000; 3D Systems, Rock Hill, SC, USA). The 

testing speed was 0.05 mm/s until failure, i.e., tissue rupture. Ultimate tensile strength was 

calculated from the stress-strain curves. 

 

In Vitro Valve Function 

Valve function was examined using a pulsatile circulation circuit (LaboHeart NCVC, 

IWAKI; working fluid, 0.9% saline; mean arterial pressure, 100 mmHg; mean flow rate, 5–6 

L/min, Fig. 2). The flow rate, left ventricular pressure, and aortic pressure were measured 

using an ultrasonic flow meter and pressure meter. The regurgitant ratio and mean flow rate 

at every 10 bpm from 70 to 120 pulsatile rates were evaluated.  

 

Implantation of the Stent-Biovalve in the mitral position in a beagle dog 

A beagle dog (age, 1 year; body weight, 10 kg), under general anesthesia induced by 

intramuscular injection of ketamine (20 mg/kg) and maintained with 1–3% isoflurane, was 

used for the Stent-Biovalve implantation. We approached the left atrium through fourth 

intercostal thoracotomy. The Stent-Biovalve was set into the self-build delivery catheter. A 

purse-string suture was placed at the left atrium. The position of the mitral annulus was 

confirmed with angiography. The Stent-Biovalve was implanted in the mitral position by 

using a delivery catheter through the left atrium. After the chest was closed, the movement 
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of the Stent-Biovalve at the mitral position was confirmed by echocardiography. 

 

4.3 Results 

Preparation of Stent-Biovalves 

The two different sized assembled molds (outer diameter of stents, 14 or 20 mm; Fig. 

10A) that were embedded in the subcutaneous pouches of the beagle or the goat for 4 weeks 

showed complete encapsulation with autologous connective tissue (Fig. 10B). The implants 

could be easily harvested because the developed capsulated tissues and the surrounding 

subcutaneous tissues were connected only by very fragile, irregular, and redundant tissues, 

which could be easily removed. The capsulated tissues were dissected to remain the tissue 

for the leaflets (Fig. 10C). The molds could be smoothly removed from both ends of the 

implant because there was no adhesion between the molds and the tissues covering the stent 

(Fig. 10D). The leaflet tissues were strongly fixed at the three commissures. The stents were 

iced and then inverted inside out. The tissue flaps, which originally existed outside the stent, 

were thereby converted to inner leaflets; the Stent-Biovalves were thus completely prepared 

(Fig. 10E). During the inversion, no or little damage occurred to the leaflet tissues and to the 

connecting tissues between the leaflet and the stent.  

Burst Strength 

The burst strength of the leaflet was over 7600 mmHg. Two sized Stent-Biovalves 

with a sufficient coaptation area were thus obtained with outer diameter of 14 mm from a 

beagle or 20 mm from a goat (Fig. 11). 

Histological evaluation 
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The valve leaflets of Stent-Biovalve mainly consisted of collagen fibers and fibroblasts (Fig. 

12). The thickness of the valve leaflet was 579.9 ± 8.2 µm. 

Mechanical results 

To evaluate the connective strength between Biovalve leaflet and stent, the tensile strength 

of the Biovalve leaflet and stent was measured (Fig. 13). The connective strength between 

Biovalve leaflets and stent was comparable to between aortic valve and conduit of goats. 

The mean values of ultimate tensile strength in each sample were as follows, Biovalve 

leaflet-stent: 833.8±215.5 gf; aortic valve- conduit of goat: 949.7±186.1 gf. 

In vitro valve function 

The movement of the leaflets in a pulsatile flow circuit (Fig. 14) was examined using 

videography. The Stent-Biovalve leaflets closed rapidly and tightly in synchronization with 

the backward flow in the diastolic phase. In the transition phase of the flow direction, the 

valve opened smoothly and the aperture ratio of the valve was 89% (Fig. 15A), and 

coaptation of valve leaflets was optimal (Fig. 15B). 

Figure 5C shows the flow rate waveforms of the Stent-Biovalve at 70 bpm. 

Regurgitation in the diastolic phase was almost completely prevented. The mean flow rate 

was approximately 5–6 L/min (Fig. 16A), and the regurgitation ratio was approximately 4% 

for each heart rate tested (Fig. 16B). 

Implantation of the Stent-Biovalve in the mitral position in a beagle dog 

Implantation of the Stent-Biovalve in the mitral position was performed smoothly and easily 

by using original delivery catheter (Figure 17) within 1 hour. The Stent-Biovalve leaflets 

closed and opened smoothly. Although little paravalvular leakage was confirmed, there was 
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no regurgitant color flow through the Stent-Biovalve. (Figure 18) 

 

4.4 Discussion 

Here, we report the successful development of novel construction method for a 

Stent-Biovalve with robust valve leaflets and favorable in vitro function.  

In the previously reported design for Biovalves, the molds were designed such that 

valve leaflets were formed by connective tissue penetrating the apertures in the preparation 

molds. However, such tissue ingrowth was slow; the formation of the valve leaflets therefore 

required a long duration and was not always robust.  

In the present technique, the structure of the new molds for the Stent-Biovalve 

ensured successful formation of three valve leaflets, with broad flaps available. The key 

point of this mold design was that the outer circumferential connective tissue was used to 

form each valve leaflet. Typically, in a tri-leaflet valve with a diameter of 14 mm, the 

horizontal leaflet length for adequate coaptation in the closed valve is 14 mm. Using the 

present method, the leaflet was formed along the acrylic cylinder-shaped part, which had a 

length of 17 mm, on the outer side of the stent that had a diameter of 14 mm. Thus, the 

formed leaflet had a length of 17 mm, which is approximately 1.2 times longer than that 

required for definitive coaptation. Since the area of the leaflet tissues was sufficient large, an 

extremely low regurgitation rate (~4%) was noted when testing in vitro valvular function, 

much lower than that noted for the previous Biovalve (type IV, regurgitation rate 20%). 

Moreover, since the valve leaflets were technically formed in the opening state, each 

valve leaflet opened smoothly in the systolic phase, resulting in a high aperture ratio of 89%. 
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In addition, the leaflet tissues were very robust because the tissues were originally formed as 

a conduit. In our previous Biovalve (type V), the burst strength of the tissue that was formed 

as a conduit (over 7600 mmHg) was over two times greater than that of the leaflet part (2900 

± 1300 mmHg); however, in the native aortic valve, high burst strength was obtained in both 

the conduit (over 7600 mmHg) and leaflet parts 6200 ± 1400 mmHg). The connective 

strength between Biovalve leaflet and stent was comparable to native aortic valve and 

conduit. Therefore, the strength of the leaflet tissue formed in this Stent-Biovalve was 

similar to that of the native valve tissue. 

In order to facilitate the use of the Stent-Biovalve in TVR, a self-expandable nitinol 

stent was chosen in this study, which is typically used for transcatheter aortic valve 

implantation (TAVI) (CoreValve, Medtronic Inc., Minneapolis, USA). 73 For transcatheter 

implantation, the CoreValve is crimped into a sheathed catheter under low temperature 

conditions.74 The valve leaflet for TAVI thus requires adequate durability and a strong tissue 

connection with the stent for successful crimping into the sheathed catheter. The 

Stent-Biovalves constructed in the present study showed favorable valve function even after 

eversion (inside out) under low temperature conditions (iced water). This handling exposed 

the valve leaflets to conditions that were more severe than crimping. Even after turning the 

stent inside out, the valve leaflets remained strongly connected with the stent (Fig. 1D), 

which did not tear apart even by pulling with forceps, as demonstrated in the type IV 

Biovalve, which was strongly attached to a scaffold material.29 Therefore, it is highly 

expected that the valve leaflets of the Stent-Biovalve would have sufficient durability and a 

robust tissue connection with the stent for crimping into a sheathed catheter for TAVI. 
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Recently, several studies reported that tissue engineered valved stents were 

successfully implanted as pulmonic valve in vivo.75-77 These materials may overcome the 

limitaions of bioprosthetic heart valve prostheses and may be expected further evolution to 

be applied to clinical use. However, these tissue-engineered valved stents require 

complicated cell management protocols with cell culture under strictly sterile conditions, 

and also require decellularized allografts or synthetic scaffold materials to seed autologous 

cells. In this study, autologous heart valve with stent (Stent-Biovalve) showed favorable 

valve function, without expensive facilities or complicated manipulations. Stent-Biovalve 

may overcome the limitations of bioprosthetic heart valve prostheses and have the advantage 

of other tissue engineered valved stents. 

In this study, the pulsatile circuit was designed for actual human aortic valve 

conditions (mean flow, 5 L/min; mean pressure, 100 mmHg; heart rate, 70–100 bpm); 

however, saline solution was selected as a working fluid. The kinetic viscosity of blood is 

4.4 × 10-6 m2/s, which is approximately 4 times that of saline solution (1.0 × 10-6 m2/s). Thus, 

our circuit did not approximate the viscosity of blood; however, it was considered that the 

present design achieved an adequate performance of valvular function for a future animal 

implantation study. 

Based on the American College of Cardiology/American Heart Association valvular 

guidelines 2006,18 the regurgitant fraction of the present Stent-Biovalve was much lower 

than the “mild” classification, in fact being present at “trace” levels. Yare et al. reported that 

75% of bioprosthetic valves used for TAVI showed trace to mild aortic regurgitation (AR) 

after implantation; however, such AR did not affect LV structure and function.78 Previous 
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biovalves were demonstrated to have favorable valve function and histological changes 

when used as heart valves in a beagle model30; further, biotubes created by in-body tissue 

architecture technology regenerated arteries within 3 months of implantation.79 Therefore, 

although the present evaluation of the Stent-Biovalve was performed in vitro, it is expected 

that this Stent-Biovalve with autologous valve leaflets will show more favorable function in 

vivo than in vitro.  Although only one pilot animal study was performed here, the 

Stent-Biovalve showed good valve function at the mitral position in the short study period. 

We expect that this Stent-Biovalve can be a good treatment device for canine chronic mitral 

valve disease. Future studies are expected to focus on the implantation of this 

Stent-Biovalve in animal models to confirm chronic valve function and durability in vivo.  

 

4.5 Conclusion 

We successfully developed a novel method for efficient construction of a robust, 

completely autologous heart valve eversion of a self-expandable stent, and named the 

resulting product the Stent-Biovalve. These Stent-Biovalves were obtained after only 4 

weeks of subcutaneous embedding in a beagle dog or a goat. Owing to the large and robust 

leaflet tissues that were developed in the open-form position, excellent in vitro valve 

function was achieved. As shown in the pilot model in this study, the Stent-Biovalve can be 

a novel treatment device for canine chronic mitral valve disease. Future studies are expected 

to focus on the implantation of this Stent-Biovalve in animal models to confirm chronic 

valve function and durability in vivo. 
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Chapter 5 

 

Conclusions 

 

Mitral regurgitation (MR) due to degenerative mitral valve disease is the most 

common heart disease in dogs, accounting for 75 to 80% of cardiac disease in dogs. Signs of 

progressive MR may be challenging to control with medication alone. In this thesis, the 

problems and effectiveness of mitral valve repair under cardiopulmonary bypass were 

revealed and autologous heart valves with stents were developed.  

Chapter 2 

Mitral valve repair under cardiopulmonary bypass was performed in three dogs with 

clinical signs associated with mitral regurgitation that were not controlled by medication. 

Mitral valve repair comprised circumferential annuloplasty and chordal replacement with 

expanded polytetrafluoroethylene. One dog died 2 years after surgery because of severe 

mitral regurgitation resulting from partial circumferential suture detachment. The others 

survived for over 5 years, but mild mitral valve stenosis persisted in one. The replaced 

chordae did not rupture in any dog. Mitral valve repair appears to be an effective treatment 

for mitral regurgitation in dogs. Chordal replacement with expanded polytetrafluoroethylene 

is a feasible technique, demonstrating long-term durability in dogs.  

Chordal replacement and circumferential annuloplasty were performed in 8 dogs with 



 41 

severe MR during the same period. Four dogs died in perioperative periods. The causes of 

death were related to the surgical technique or drawbacks of using cardiopulmonary bypass. 

Although, currently the survival rate in perioperative period is improving (about 90%), this 

is not satisfying result. Thrombus formation (including those in the left atrium) was the most 

frequent cause of postoperative complication and/or death. The second most frequent reason 

for postoperative complications was related to inflammation. These results suggest that 

prevention of thrombosis and suppression of inflammation are important strategies for 

improving the surgical outcome of mitral valve repair. Further study to improve the success 

rate of this surgery is needed. 

Chapter 3 

We investigated the time course of pro- and anti-inflammatory cytokine levels during and 

after CPB and the correlation of the levels with variable parameters of CPB. The study 

group included 11 dogs that underwent mitral valve repair with CPB at Nihon University 

between April 2007 and May 2009, and the control group included 7 healthy dogs that 

underwent ovariohysterectomy. After CPB, plasma levels of IL-6, WBC counts, and CRP 

levels were significantly higher than preoperative levels, and IL-6 levels in the study group 

were significantly higher than those in the control group. Peak IL-6 level was significantly 

correlated with total blood administration. CPB induces a systemic inflammatory response 

in dogs. Such an inflammatory response after cardiac surgery ultimately may increase 

postoperative mortality and morbidity. These results demonstrated that to improve outcomes 

of the patients receiving surgical treatment for mitral valve insufficiency, countermeasures 

against the inflammatory response after CPB or development of other radical treatment for 
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mitral valve insufficiency without using cardiopulmonary bypass (e.g. transcatheter valve 

replacement or transcatheter mitral repair) were required. 

Chapter 4 

We designed a novel method for constructing an autologous heart valve with a stent, called a 

stent-biovalve. In constructing completely autologous heart valves, named biovalves, which 

used in-body tissue architecture technology, tissues for leaflets were formed via ingrowths 

into narrow apertures in the preparation molds, frequently leading to delayed or incomplete 

biovalve preparation. In this technique, self-expandable nitinol stents after everting were 

mounted on an acrylic column-shaped part and partially covered with an acrylic 

cylinder-shaped part with three slits. This assembled mold was placed into subcutaneous 

abdominal pouches in beagles or goats for 4 weeks. Upon removing the acrylic parts after 

harvesting and trimming of capsulated tissues, a tubular hollow structure with three 

pocket-flaps of membranous tissue rigidly fixed to the stent’s outer surface was obtained. 

Then, the stent was turned inside out to the original form, thus moving the pocket-flaps from 

outside to the inside. Stent-biovalves with a sufficient coaptation area were thus obtained 

with little tissue damage in all cases. The valve opened smoothly, and high aperture ratio 

was noted. This novel technique was thus highly effective in constructing a robust, 

completely autologous stent-biovalve with adequate valve function. As shown in the pilot 

model in this study, the Stent-Biovalve will show favorable valve function in vivo too. The 

Stent-Biovalve can be a novel treatment device for canine chronic mitral valve disease. 

Future studies are expected to focus on the implantation of this Stent-Biovalve in animal 

models to confirm chronic valve function and durability in vivo. 
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A part of this dissertation is the peer reviewed version of the following article: 

Mizuno T, Mizukoshi T, Uechi M. Long-term outcome in dogs undergoing mitral 

valve repair with suture annuloplasty and chordae tendinae replacement. 
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(stent-biovalve) using the stent eversion method. J Biomed Mater Res B Appl Biomater. 

2014. 102(5):1038-1045. 

This article may be used for non-commercial purposes in accordance With Wiley Terms and 

Conditions for self-archiving. 

 

 

 

 

 

 

 

 



 44 

 

 

 

 

 

��  

 

� ix} ����������I�
`O����X�b ������THK

r>K�F|�*x}M��/pJca�Z��[������� 

� ���
k�����
=� ���
�����THKr>K�usK�.x

}M�_\�2ca�����THKr>K�9|K�.x}M�-hmf:ca

�N�Z��	y v�+���� 

� ���%!"%'&5������GH��
`O ���
���C~YtB

wx}#($)x}]u4>SK�>SKjex}M�,Po{M��Z��[�

������ 

� ix}��������GH�
?< �
���C~YtBwx}#($)x

}]0S�B��36@1@E�QPs|HK^�|Kx}]�R/���U�V

;HKsSKx}|�l�7A=c�zP�An���� JASMINE����Yt

Bw#($)��n�[������� 

� gW��ix}���	���d ����������I�GH��
`O 

���
���+DmL8u�q�[������� 



 45 

 

 

 

 

 

 

References 

1. Das, K. M., Tashjian, R. J. (1965) Chronic mitral valve disease in the dog. Veterinary 

Medicine Small Animal Clinician 60, 1209-1216. 

2. Serres, F., Chetboul, V., Tissier, R., Sampedrano, C. C., Gouni, V., Nicolle, A. P., 

Pouchelon, J. L. (2007) Chordae tendineae rupture in dogs with degenerative mitral 

valve disease: prevalence, survival, and prognostic factors (114 cases, 2001-2006). 

Journal of Veterinary Internal Medicine 21, 258-264. 

3. Häggström, J., Boswood, A., O'Grady, M., Jöns, O., Smith, S., Swift, S., Borgarelli, M., 

Gavaghan, B., Kresken, J. G., Patteson, M., Ablad, B., Bussadori, C. M., Glaus, T., 

Kovacević, A., Rapp, M., Santilli, R. A., Tidholm, A., Eriksson, A., Belanger, M. C., 

Deinert, M., Little, C. J., Kvart, C., French, A., Rønn-Landbo, M., Wess, G., 

Eggertsdottir, A. V., O'Sullivan, M. L., Schneider, M., Lombard, C. W., 

Dukes-McEwan, J., Willis, R., Louvet, A., DiFruscia, R. (2008) Effect of pimobendan 

or benazepril hydrochloride on survival times in dogs with congestive heart failure 

caused by naturally occurring myxomatous mitral valve disease: the QUEST study. 

Journal of Veterinary Internal Medicine 22, 1124-1135.  



 46 

4. Gillinov, A. M., Cosgrove, D. M., Blackstone, E. H., Diaz, R., Arnold, J. H., Lytle, B. 

W., Smedira, N. G., Sabik, J. F., McCarthy, P. M., Loop, F. D. (1998) Durability of 

mitral valve repair for degenerative disease. J Thorac Cardiovasc Surg 116, 734-743. 

5. Suri, R. M., Schaff, H. V., Dearani, J. A., Sundt, T. M. 3rd, Daly, R. C., Mullany, C. J., 

Enriquez-Sarano, M., Orszulak, T. A. (2006) Survival advantage and improved 

durability of mitral repair for leaflet prolapse subsets in the current era. Ann Thorac 

Surg 82, 819-826. 

6. Zhou, Y. X., Leobon, B., Berthoumieu, P., Roux, D., Glock, Y., Mei, Y. Q., Wang, Y. 

W., Fournial, G. (2010) Long-term outcomes following repair or replacement in 

degenerative mitral valve disease. Thorac Cardiovasc Surg 58, 415-421.  

7. Griffiths, L. G., Orton, E. C., Boon, J. A. (2004) Evaluation of techniques and 

outcomes of mitral valve repair in dogs. J Am Vet Med Assoc 224, 1941-1945.  

8. Orton, E. C., Hackett, T. B., Mama, K., Boon, J. A. (2005) Technique and outcome of 

mitral valve replacement in dogs. J Am Vet Med Assoc 226, 1508-1511. 

9. Uechi, M., Mizukoshi, T., Mizuno, T., Mizuno, M., Harada, K., Ebisawa, T., Takeuchi, 

J., Sawada, T., Uchida, S., Shinoda, A., Kasuya, A., Endo, M., Nishida, M., Kono, S., 

Fujiwara, M., Nakamura, T. (2012). Mitral valve repair under cardiopulmonary bypass 

in small breed dogs: 48 cases (2006-2009). J Am Vet Med Assoc 240 (10): 1194-1201. 

10. Levy JH, Tanaka KA. Inflammatory response to cardiopulmonary bypass. Ann Thorac 

Surg 2003;75:S715-S720. 

11. Warren OJ, Smith AJ, Alexiou C, Rogers PL, Jawad N, Vincent C, Darzi AW, 

Athanasiou T. The inflammatory response to cardiopulmonary bypass: part 



 47 

1--mechanisms of pathogenesis. J Cardiothorac Vasc Anesth 2009;23:223-231. 

12. Steinberg JB, Kapelanski DP, Olson JD, Weiler JM. Cytokine and complement levels 

in patients undergoing cardiopulmonary bypass. J Thorac Cardiovasc Surg 

1993;106:1008-1016. 

13. Giomarelli P, Scolletta S, Borrelli E, Biagioli B. Myocardial and lung injury after 

cardiopulmonary bypass: role of interleukin (IL)-10. Ann Thorac Surg 

2003;76:117-123. 

14. Hennein HA, Ebba H, Rodriguez JL, Merrick HS, Keith MF, Bronstein HM, Leung MJ, 

Mangano TD, Greenfield JG, Rankin SJ. Relationships of the proinflammatory 

cytokines to myocardial ischemia and dysfunction after uncomplicated coronary 

revascularization. J Thorac Cardiovasc Surg 1994;108:626-635. 

15. Gueret G, Lion F, Guriec N, Arvieux J, Dovergne A, Guennegan C, Bezon E, Baron R, 

Carre JL, Arvieux C. Acute renal dysfunction after cardiac surgery with 

cardiopulmonary bypass is associated with plasmatic IL6 increase. Cytokine 

2009;45:92-98. 

16. Edmunds LH Jr. Inflammatory response to cardiopulmonary bypass. Ann Thorac Surg 

1998;66:S12-S16. 

17. Cribier A, Eltchaninoff H, Bash A, Borenstein N, Tron C, Bauer F, Derumeaux G, 

Anselme F, Laborde F, Leon MB. Percutaneous transcatheter implantation of an aortic 

valve prosthesis for calcific aortic stenosis: first human case description. Circulation. 

2002 Dec 10;106(24):3006-8. 

18. Latib A, Maisano F, Bertoldi L, Giacomini A, Shannon J, Cioni M, Ielasi A, Figini F, 



 48 

Tagaki K, Franco A, Covello RD, Grimaldi A, Spagnolo P, Buchannan GL, Carlino M, 

Chieffo A, Montorfano M, Alfieri O, Colombo A. Transcatheter vs surgical aortic 

valve replacement in intermediate-surgical-risk patients with aortic stenosis: A 

propensity score-matched case-control study. Am Heart J. 2012 Dec;164(6):910-7.  

19. Ma L, Tozzi P, Huber CH, Taub S, Gerelle G, von Segesser LK. Doublecrowned 

valved stents for off-pump mitral valve replacement. Eur J Cardiothorac Surg 

2005;28:194—8. 

20. Boudjemline Y, Agnoletti G, Bonnet D, Behr L, Borenstein N, Sidi D, Bonhoeffer P. 

Steps toward the percutaneous replacement of atrioventricular valves an experimental 

study. J Am Coll Cardiol 2005;46:360—5. 

21. Bloomfield P, Wheatley DJ, Prescott RJ, Miller HC. Twelve-year comparison of a 

Bjork-Shiley mechanical heart valve with porcine bioprostheses. N Engl J Med. 1991 

Feb 28;324(9):573-9. 

22. Hammermeister K, Sethi GK, Henderson WG, Grover FL, Oprian C, Rahimtoola SH. 

Outcomes 15 years after valve replacement with a mechanical versus a bioprosthetic 

valve: final report of the Veterans Affairs randomized trial. J Am Coll Cardiol. 2000 

Oct;36(4):1152-8. 

23. Emmert MY, Weber B, Wolint P, Behr L, Sammut S, Frauenfelder T, Frese L, 

Scherman J, Brokopp CE, Templin C, Grünenfelder J, Zünd G, Falk V, Hoerstrup SP. 

Stem cell-based transcatheter aortic valve implantation: first experiences in a 

pre-clinical model. JACC Cardiovasc Interv. 2012 Aug;5(8):874-83. 

24. Metzner A, Stock UA, Iino K, Fischer G, Huemme T, Boldt J, Braesen JH, Bein B, 



 49 

Renner J, Cremer J, Lutter G. Percutaneous pulmonary valve replacement: autologous 

tissue-engineered valved stents. Cardiovasc Res. 2010 Dec 1;88(3):453-61.  

25. Nakayama Y, Ishibashi-Ueda H, Takamizawa K. In vivo tissue-engineered 

small-caliber arterial graft prosthesis consisting of autologous tissue (biotube). Cell 

Transplant. 2004;13(4):439-49. 

26. Hayashida K, Kanda K, Yaku H, Ando J, Nakayama Y. Development of an in vivo 

tissue-engineered, autologous heart valve (the biovalve): preparation of a prototype 

model. J Thorac Cardiovasc Surg. 2007 Jul;134(1):152-9. 

27. Hayashida K, Kanda K, Oie T, Okamoto Y, Ishibashi-Ueda H, Onoyama M, Tajikawa 

T, Ohba K, Yaku H, Nakayama Y. Architecture of an in vivo-tissue engineered 

autologous conduit "Biovalve". J Biomed Mater Res B Appl Biomater. 2008 

Jul;86(1):1-8. 

28. Yamanami M, Yahata Y, Tajikawa T, Ohba K, Watanabe T, Kanda K, Yaku H, 

Nakayama Y. Preparation of in-vivo tissue-engineered valved conduit with the sinus of 

Valsalva (type IV biovalve). J Artif Organs. 2010 Jul;13(2):106-12.  

29. Nakayama Y, Yahata Y, Yamanami M, Tajikawa T, Ohba K, Kanda K, Yaku H.  A 

completely autologous valved conduit prepared in the open form of trileaflets (type VI 

biovalve): mold design and valve function in vitro. J Biomed Mater Res B Appl 

Biomater. 2011 Oct;99(1):135-41 

30. Yamanami M, Yahata Y, Uechi M, Fujiwara M, Ishibashi-Ueda H, Kanda K, Watanabe 

T, Tajikawa T, Ohba K, Yaku H, Nakayama Y. Development of a completely 

autologous valved conduit with the sinus of Valsalva using in-body tissue architecture 



 50 

technology: a pilot study in pulmonary valve replacement in a beagle model. 

Circulation. 2010 Sep 14;122(11 Suppl):S100-6. 

31. Takewa Y, Yamanami M, Kishimoto Y, Arakawa M, Kanda K, Matsui Y, Oie T, 

Ishibashi-Ueda H, Tajikawa T, Ohba K, Yaku H, Taenaka Y, Tatsumi E, Nakayama Y. 

In vivo evaluation of an in-body, tissue-engineered, completely autologous valved 

conduit (biovalve type VI) as an aortic valve in a goat model. J Artif Organs. 2012 Dec 

20; 16(2): 176-84 

32. Greco, D. S., Biller, B., Van Liew, C. H. (2003) Measurement of plasma atrial 

natriuretic peptide as an indicator of prognosis in dogs with cardiac disease. Can Vet J 

44(4), 293-7 

33. Hori, Y., Yamano, S., Kanai, K., Hoshi, F., Itoh, N., Higuchi, S. (2011) Clinical 

implications of measurement of plasma atrial natriuretic peptide concentration in dogs 

with spontaneous heart disease. J Am Vet Med Assoc 239(8), 1077-83 

34. Cornell, C. C., Kittleson, M. D., Della Torre, P., Häggström, J., Lombard, C. W., 

Pedersen, H. D., Vollmar, A., Wey, A. (2004) Allometric scaling of M-mode cardiac 

measurements in normal adult dogs. J Vet Intern Med 18(3), 311-21 

35. Chetboul V, Carlos Sampedrano C, Concordet D, Tissier R,Lamour T, Ginesta J, Gouni 

V, Nicolle AP, Pouchelon JL, Lefebvre HP.(2005) Use of quantitative two-dimensional 

color tissue Doppler imaging for assessment of left ventricular radial and longitudinal 

myocardial velocities in dogs. Am J Vet Res 66, 953-961. 



 51 

36. Yamano, S., Uechi, M., Tanaka, K., Hori, Y., Ebisawa, T., Harada, K., Mizukoshi, T. 

(2011) Surgical repair of a complete endocardial cushion defect in a dog. Vet Surg 

40(4), 408-412 

37. Nishida, M., Uechi, M., Kagawa, Y., Mizukoshi, T., Mizuno, M., Mizuno, T., Harada, 

K. Pathological features of expanded polytetrafluoroethylene used in mitral valve repair 

in dogs. J Vet Cardiol (in press) 

38. Carpentier, A (1983) Cardiac valve surgery—the "French correction". J Thorac 

Cardiovasc Surg 86, 323-337. 

39. Smedira, N. G., Selman, R., Cosgrove, D. M., McCarthy, P. M., Lytle, B. W., Taylor, P. 

C., Apperson-Hansen, C., Stewart, R. W., Loop, F. D. (1996) Repair of anterior leaflet 

prolapse: chordal transfer is superior to chordal shortening. J Thorac Cardiovasc Surg 

112, 287-291. 

40. Kobayashi, J., Sasako, Y., Bando, K., Minatoya, K., Niwaya, K., Kitamura, S. (2000) 

Ten-year experience of chordal replacement with expanded polytetrafluoroethylene in 

mitral valve repair. Circulation 102, III30-III34.  

41. Salvador, L., Mirone, S., Bianchini, R., Regesta, T., Patelli, F., Minniti, G., Masat, M., 

Cavarretta, E., Valfre, C. (2008) A 20-year experience with mitral valve repair with 

artificial chordae in 608 patients. J Thorac Cardiovasc Surg 135, 1280-1287. 

42. Komoda, T., Hübler, M., Siniawski, H., Hetzer, R. (2000) Annular stabilization in 

mitral repair without a prosthetic ring. J Heart Valve Dis 9, 776-782. 



 52 

43. Nagy, Z. L., Bodi, A., Vaszily, M., Szerafin, T., Horvath, A., Peterffy, A. (2000) 

Five-year experience with a suture annuloplasty for mitral valve repair. Scand 

Cardiovasc J 34, 528-532. 

44. Aybek, T., Risteski, P., Miskovic, A., Simon, A., Dogan, S., Abdel-Rahman, U., Moritz, 

A. (2006) Seven years' experience with suture annuloplasty for mitral valve repair. J 

Thorac Cardiovasc Surg 131, 99-106.  

45. Buchanan, J. W., Sammarco, C. D. (1998) Circumferential suture of the mitral annulus 

for correction of mitral regurgitation in dogs. Vet Surg 27, 182-193.  

46. van Rijk-Zwikker, G. L., Mast, F., Schipperheyn, J. J., Huysmans, H. A., Bruschke, A. 

V. (1990) Comparison of rigid and flexible rings for annuloplasty of the porcine mitral 

valve. Circulation 82, IV58-IV64. 

47. Green, G. R., Dagum, P., Glasson, J. R., Nistal, J. F., Daughters, G. T. 2nd, Ingels, N. 

B. Jr, Miller, D. C. (1999) Restricted posterior leaflet motion after mitral ring 

annuloplasty. Ann Thorac Surg 68, 2100-2106. 

48. 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. (2002) Effect of annular shape on leaflet 

curvature in reducing mitral leaflet stress. Circulation 106, 711-717. 

49. Griffiths LG1, Orton EC, Boon JA. (2004) Evaluation of techniques and outcomes of 

mitral valve repair in dogs. J Am Vet Med Assoc. 224, 1941-1945.  

50. Paparella D, Yau TM, Young E. (2002) Cardiopulmonary bypass induced 

inflammation: pathophysiology and treatment. An update. Eur J Cardiothorac Surg 21, 

232-244. 



 53 

51. Güvener M, Korun O, Demirtürk OS. (2015) Risk factors for systemic inflammatory 

response after congenital cardiac surgery. J Card Surg 30, 92-96. 

52. Murphy GJ, Angelini GD. (2004) Side effects of cardiopulmonary bypass: what is the 

reality? J Card Surg 19, 481-488. 

53. Chung JW, Ryu SH, Jo JH, Park JY, Lee S, Park SW, Song SY, Chung JB. (2013) 

Clinical implications and risk factors of acute pancreatitis after cardiac valve surgery. 

Yonsei Med J 54, 154-159. 

54. Allen SJ. (2014) Gastrointestinal complications and cardiac surgery. J Extra 

Corpor Technol 46, 142-149. 

55. Haas GS, Warshaw AL, Daggett WM, Aretz HT. (1985) Acute pancreatitis after 

cardiopulmonary bypass. Am J Surg 149, 508-515. 

56. Perez A, Ito H, Farivar RS, Cohn LH, Byrne JG, Rawn JD. (2005) Risk factors and 

outcomes of pancreatitis after open heart surgery. Am J Surg 190, 401-5. 

57. Fernandez-del Castillo C, Harringer W, Warshaw AL, Vlahakes GJ, Koski G, 

Zaslavsky AM. (1991) Risk factors for pancreatic cellular injury after cardiopulmonary 

bypass. N Engl J Med 325, 382-387. 

58. Croome KP, Kiaii B, Fox S, Quantz M, McKenzie N, Novick RJ. (2009) Comparison 

of gastrointestinal complications in on-pump versus off-pump coronary artery bypass 

grafting. Can J Surg 52, 125-128. 

59. Wan S, DeSmet JM, Barvais L, Goldstein M, Vincent JL, LeClerc JL. Myocardium is a 

major source of proinflammatory cytokines in patients undergoing cardiopulmonary 

bypass.� J Thorac Cardiovasc Surg 1996;112:806-811. 



 54 

60. Uechi M. Mitral valve repair in dogs. J Vet Cardiol 2012;14:185-192. 

61. Moore KW, de Waal Malefyt R, Coffman RL, O'Garra A. Interleukin-10 and the 

interleukin-10 receptor. Annu Rev Immunol 2001;19:683-765. 

62. Opal SM, Wherry JC, Grint P. Interleukin-10: potential benefits and possible risks in 

clinical infectious diseases. Clin Infect Dis 1998;27:1497-1507. 

63. Risnes I, Ueland T, Lundblad R, Mollnes TE, Baksaas ST, Aukrust P, Svennevig JL. 

Changes in the cytokine network and complement parameters during open heart 

surgery. Interact Cardiovasc Thorac Surg 2003;2:19-24. 

64. Kollias G, Douni E, Kassiotis G, Kontoyiannis D.� The function of tumour necrosis 

factor and receptors in models of multi-organ inflammation, rheumatoid arthritis, 

multiple sclerosis and inflammatory bowel disease.� Ann Rheum Dis 1999;58 Suppl 

1:I32-I39. 

65. Onorati F, Rubino AS, Nucera S, Foti D, Sica V, Santini F, Gulletta E, Renzulli A. 

Off-pump coronary artery bypass surgery versus standard linear or pulsatile 

cardiopulmonary bypass: endothelial activation and inflammatory response. Eur J 

Cardiothorac Surg. 2010 Apr;37(4):897-904 

66. Bayram H, Erer D, Iriz E, Zor MH, Gulbahar O, Ozdogan ME. Comparison of the 

effects of pulsatile cardiopulmonary bypass, non-pulsatile cardiopulmonary bypass and 

off-pump coronary artery bypass grafting on the inflammatory response and S-100beta 

protein. Perfusion. 2012 Jan;27(1):56-64. 

67. Senay S, Toraman F, Gunaydin S, Kilercik M, Karabulut H, Alhan C. The impact of 

allogenic red cell transfusion and coated bypass circuit on the inflammatory response 



 55 

during cardiopulmonary bypass: a randomized study. Interact Cardiovasc Thorac Surg. 

2009 Jan;8(1):93-99. 

68. Gunaydin S, McCusker K, Vijay V. Perioperative blood conservation strategies in 

pediatric patients undergoing open-heart surgery: impact of non-autologous blood 

transfusion and surface-coated extracorporeal circuits. Perfusion. 2011 

May;26(3):199-205. 

69. Yoshizumi K, Ishino K, Ugaki S, Ebishima H, Kotani Y, Kasahara S, Sano S. Effect of 

a miniaturized cardiopulmonary bypass system on the inflammatory response and 

cardiac function in neonatal piglets. Artif Organs. 2009 Nov;33(11):941-946. 

70. Modan-Moses D, Prince A, Kanety H, Pariente C, Dagan O, Roller M, Vishne T, Efrati 

O, Paret G. Patterns and prognostic value of troponin, interleukin-6, and leptin after 

pediatric open-heart surgery. J Crit Care 2009;24:419-425.  

71. Hudetz JA, Gandhi SD, Iqbal Z, Patterson KM, Pagel PS. Elevated postoperative 

inflammatory biomarkers are associated with short- and medium-term cognitive 

dysfunction after coronary artery surgery. J Anesth 2011;25:1-9. 

72. Rau S, Kohn B, Richter C, Fenske N, Küchenhoff H, Hartmann K, Härtle S, Kaspers B, 

Hirschberger J. Plasma interleukin-6 response is predictive for severity and mortality in 

canine systemic inflammatory response syndrome and sepsis. Vet Clin Pathol 

2007;36:253-260. 

73. Grube E, Laborde JC, Gerckens U, Felderhoff T, Sauren B, Buellesfeld L, Mueller R, 

Menichelli M, Schmidt T, Zickmann B, Iversen S, Stone GW. Percutaneous 

implantation of the CoreValve self-expanding valve prosthesis in high-risk patients 



 56 

with aortic valve disease: the Siegburg first-in-man study. Circulation. 2006 Oct 

10;114(15):1616-24. 

74. Weber B, Scherman J, Emmert MY, Gruenenfelder J, Verbeek R, Bracher M, Black M, 

Kortsmit J, Franz T, Schoenauer R, Baumgartner L, Brokopp C, Agarkova I, Wolint P, 

Zund G, Falk V, Zilla P, Hoerstrup SP. Injectable living marrow stromal cell-based 

autologous tissue engineered heart valves: first experiences with a one-step intervention 

in primates. Eur Heart J. 2011 Nov;32(22):2830-40. 

75. Schmidt D, Dijkman PE, Driessen-Mol A, Stenger R, Mariani C, Puolakka A, Rissanen 

M, Deichmann T, Odermatt B, Weber B, Emmert MY, Zund G, Baaijens FP, Hoerstrup 

SP. Minimally-invasive implantation of living tissue engineered heart valves: a 

comprehensive approach from autologous vascular cells to stem cells. J Am Coll 

Cardiol. 2010 Aug 3;56(6):510-20. 

76. Metzner A, Stock UA, Iino K, Fischer G, Huemme T, Boldt J, Braesen JH, Bein B, 

Renner J, Cremer J, Lutter G. Percutaneous pulmonary valve replacement: autologous 

tissue-engineered valved stents. Cardiovasc Res. 2010 Dec 1;88(3):453-61. 

77. Lutter G, Metzner A, Jahnke T, Bombien R, Boldt J, Iino K, Cremer J, Stock UA. 

Percutaneous tissue-engineered pulmonary valved stent implantation. Ann Thorac Surg. 

2010 Jan;89(1):259-63. 

78. Yared K, Garcia-Camarero T, Fernandez-Friera L, Llano M, Durst R, Reddy AA, 

O'Neill WW, Picard MH. Impact of aortic regurgitation after transcatheter aortic valve 

implantation: results from the REVIVAL trial. JACC Cardiovasc Imaging. 2012 

May;5(5):469-77. 



 57 

79. Watanabe T, Huang H, Hayashida K, Okamoto Y, Nemoto Y, Kanda K, Yaku H, 

Nakayama Y. Development of small-caliber “Biotube” vascular grafts: Preliminary 

animal implantation study. Artif Organs 2005;29:733. 

 

 

 

 

 

 

 

 

 

Age (month) 123 ± 25 Cavalier 11 

Sex (male: female) 22: 25 Shih-tzu 8 

Body weight (kg) 5.7 ± 3.0 Chihuahua 8 

ISACHC classification  Maltese 7 

Ia 1 Pomeranian 4 

Ib 2 Beagle 2 
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II 12 Other 7 

IIIa 25   

IIIb 7   

 

Table 1. Clinical characteristics of the dogs. 
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Table 

2 

Clinic

al characteristics of dogs undergoing cardiopulmonary bypass 

 

 

 

 

 

Sex (male:female) 6:5 

Age (months)  

  Mean 120.3 ± 18.8 

  Range 96–145 

Weight (kg)  

  Mean 7.3 ± 2.2 

  Range 3–10.7 

CPB duration (min)  

  Mean 166.3 ± 18.3 

  Range 112–200 

Cross-clamp time (min)  

  Mean 118.2 ± 10.1 

  Range 84–135 
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Fig. 1 Cardiovascular tissue engineering by in body tissue architecture technology (IBTA) 
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Fig 2. Procedure for circumferential annuloplasty. A double semicircular suture was 

place in the mitral annulus around the posterior leaflet. The suture was reinforced with 

pledgets at each commissure 

 

 

 

 

 



 62 

 

 

 

 

 

 

 

 

 

Fig. 3 Thoracic radiography (Case 1) 

   A, B; Preoperative thoracic radiography, VHS=11v 

   C, D; Postoperative thoracic radiography, VHS=10.2 

   E, F; 5 years after surgery, VHS=12.4v 
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Fig 4. Post-mortem images from case 2. Stability of the artificial chordae (arrow) was 

confirmed. To the naked eye, the chordae were indistinguishable from the native 

chordae tendineae. The annular plication suture was partially detached from the mitral 

valve annulus (arrowhead). SMV, septal mitral leaflet; MMV, mural mitral leaflet; CC, 

cranial commissure 
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Fig. 5. Plasma cytokine levels before, during, and after CPB. IL-6 levels (A), IL-10 levels 

(B), and TNF-α levels (C) before, during, and after surgery.  

Points of collection are preoperatively (pre), 5 minutes after administration of heparin 

(heparin +5), 5 minutes after clamp of aorta (bypass +5), after resumption of the heartbeat 

(resume), 15 minutes after protamine sulfate administration (protamine +15), 3 hours after 

completion of CPB (EB +3hr), 6 hours after completion of CPB (EB +6hr), 12 hours after 

completion of CPB (EB +12hr), 24 hours after completion of CPB (EB +24hr), and at 48 

hours after completion of CPB (EB +48hr). Error bars indicate the standard deviation of the 

mean. * P < 0.05, ** P < 0.01, *** P < 0.005 and **** P < 0.0005 compared with 

preoperative levels (pre). 



 65 

 

 

 

 

 

 

 

 

 

 

 

 

Fig. 6. White blood cell counts (A) and CRP concentrations (B) before, during, 

and after surgery. Points of collection are pre, heparin +5, bypass +5, resume, 

protamine +15, EB +3hr, EB +6hr, EB +12hr, EB +24hr, and EB +48hr (Please 

see text for additional details). Error bars indicate the standard deviation of the 

mean.  

* P < 0.05, ** P < 0.01, *** P < 0.005 and **** P < 0.0005 compared with 

preoperative levels (pre). 
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Fig. 7. Plasma cytokine levels of IL-6 (A), IL-10 (B), and TNF-α (C) in 

cardiopulmonary bypass cases (dogs underwent mitral valve repair) and the 

control group (dogs underwent ovariohysterectomy) before and after operation. 

** Significantly different between the cases and the control group (P < 0.01). 
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Fig. 8. White blood cell counts (A) and CRP concentrations (B) of cardiopulmonary bypass 

group and control group before and after operation. * P < 0.05 compared with the control 

group. 
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Fig. 9. Relationship between PCV-corrected peak IL-6 level and the transfusion volume  (r 

= 0.719, r2 = 0.518, P < 0.05). 
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Fig. 10 Preparation process of the Stent-Biovalve using the stent eversion method. A specially 

designed cylinder-shaped part, column-shaped part, and self-expandable nitinol stent (diameter, 14 

or 20 mm) were assembled to prepare molds for Stent-Biovalves (A). After 4 weeks of in vivo mold 

placement, the implants were completely encapsulated with robust connective tissue (B). After 

trimming the capsulated tissue the three leaflet parts were obtained (C). The cylinder and column 

parts were removed to create a patent hollow tube partially fixed with the stent (D). Each stent was 

iced and turned inside out again (E). The three pocket-flaps that were outside the stent now formed a 

tricuspid valve on the inner surface. 
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Fig. 11� The obtained Stent-Biovalves with diameter of 20 mm (A) and 14 mm (B). 
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Fig. 12 Schematics of mechanical tests. Sample was fixed in a sample folder (�) that was 

specially designed by use of a 3D printer.  
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Fig. 13 A pulsatile circulation circuit model designed for the evaluation of valve function. 
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Fig. 14 Histology of the leaflet of stent-biovalve stained with Hematoxylin and eosin 

staining (A) and Masson’s and trichrome staining (B). bar =100 mm. 
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Fig. 15. Macroscopic photos of the opening (A) and closing (B) form of the stent-biovalve in 

the circuit as shown in Figure 3. The pulsatile flow was 70 bpm, and the mean flow rate was 

5–6 L/min. The aperture ratio was 89%. Pulsatile flow waveform in a single cycle of the 

stent-biovalve. 
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Fig. 16. Mean flow rate (A) and regurgitation rate (B) at every 10 bpm from 70 to 120 bpm. 
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                Figure 17 Delivery catheter of the Stent-Biovalve 
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Figure 18 Echocardiographic images of the opening and closing form of the Stent-Biovalve 

in the mitral position 

 

 

 

 

 

 

 

 

 


