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Abstract: Background: In this study, we examined and compared ex vivo mechanical properties of
aortic walls in patients with bicuspid (BAV) and tricuspid (TAV) aortic valve aortopathy to investigate
if the anatomical peculiarities in the BAV group are related to an increased frailty of the aortic wall
and, therefore, if a different surgical cutoff point for ascending aortic replacement could be reasonable
in such patients. Methods: Ultimate stress tests were performed on fresh aortic wall specimens
harvested during elective aortic surgery in BAV (n. 33) and TAV (n. 77) patients. Three mechanical
parameters were evaluated at the failure point, under both longitudinal and circumferential forces: the
peak strain (Pstr), peak stress (PS), and maximum elastic modulus (EM). The relationships between
the three mechanical parameters and preoperative characteristics were evaluated, with a special focus
on evaluating potential risk factors for severely impaired mechanical properties, cumulatively and
comparatively (BAV vs. TAV groups). Results: The patient populations were inhomogeneous, as BAV
patients reached surgical indication, according to the maximum aortic dilatation, at a younger age
(58 ± 15 vs. 64 ± 13; p = 0.0294). The extent of the maximum aortic dilatation was, conversely, similar
in the two groups (52 ± 4 vs. 54 ± 7; p = 0.2331), as well as the incidences of different phenotypes
of aortic dilatation (with the ascending aorta phenotype being the most frequent in 81% and 66%
of the BAV and TAV patients, respectively (p = 0.1134). Cumulatively, the mechanical properties of
the aortic wall were influenced mainly by the orientation of the force applied, as both PS and EM
were impaired under longitudinal stress. An age of >66 and a maximum dilatation of >52 mm were
shown to predict severe Pstr reduction in the overall population. Comparative analysis revealed
a trend of increased mechanical properties in the BAV group, regardless of the position, the force
orientation, and the phenotype of the aortic dilatation. Conclusions: BAV aortopathy is not correlated
with impaired mechanical properties of the aortic wall as such. Different surgical cutoff points for
BAV aortopathy, therefore, seem to be unjustified. An age of >66 and a maximum aortic dilatation
of >52 mm, however, seem to significantly influence the mechanical properties of the aortic wall in
both groups. These findings, therefore, could suggest the need for more accurate monitoring and
evaluation in such conditions.

Keywords: bicuspid aortic valve; ascending aortic aneurysm; mechanical properties

1. Introduction

A bicuspid aortic valve (BAV) is the most common congenital cardiac defect frequently
associated with a dilated ascending aorta (with a prevalence of up to 50%) [1–7]. Two pri-
mary hypotheses have emerged regarding the increased prevalence of aortic dilatation in
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individuals with a bicuspid aortic valve (BAV). The first suggests a genetic predisposition,
particularly affecting the aortic root, which contributes to the dilatation [8]. The second
hypothesis focuses on the adverse effects of altered blood flow dynamics caused by the
structural abnormalities of the valve. These altered flow patterns are especially detrimental
to the ascending aorta, where they significantly impact the integrity of the aortic wall [9].

Anatomical, histological, and physiopathological peculiarities in the thoracic aortic
walls of BAV patients have been shown [10–13], thus suggesting a further correlation with
an increased risk of acute aortic syndrome, especially aortic dissection [14,15]. In the last decade,
several studies, focused on “ex vivo” biomechanical evaluations, have been reported [16–23] to
better clarify the physiopathology of aortic diseases in order to identify potential early-predictor
risk factors for acute aortic complications. Despite all the confirmed peculiarities of patients
with BAV, however, preserved mechanical properties of the aortic wall have been reported
compared to patients with a tricuspid aortic valve (TAV) [19–23]. A clear correlation between
BAV aortopathy and an increased risk of acute aortic complications related to both aortic
rupture [24] and/or aortic delamination [25], leading to aortic dissection, furthermore, have
never been demonstrated, and, therefore, no specific indications for surgical treatments have
been included in the current guidelines [26–28].

Our group, in cooperation with the Department of Engineering at our university, has
addressed and reported the “ex vivo” evaluation of the physiological characteristics of
aortic walls for many years [29–31], and we have also recently reported our findings with
respect to the anatomical characteristics in BAV compared to TAV patients [32].

We designed this study in order to analyze, as a primary endpoint, the correlation
between preoperative patients’ characteristics and aortic wall mechanical properties, aiming
at the identification of “risk factors” for severely impaired mechanical properties to be
used in clinical decision-making processes. As a secondary endpoint, we focused on the
comparison between mechanical properties in bicuspid valve aortopathy vs. tricuspid
valve aortopathy, aiming at the clarification of the potential increased frailty of aortic walls
in bicuspid aortopathy.

2. Materials and Methods

This prospective study was approved by the Institutional Ethical Committee
(n. 20150005619—9 March 2015) to analyze the mechanical properties of aortic walls in
patients with a dilated thoracic aorta undergoing elective aortic surgery. In a second step
(amendment n. 20200019579—14 February 2020), the study population was also extended
to patients undergoing emergency surgery for acute aortic syndrome and patients without
aortic disease undergoing heart transplantation (acting as a “control group”). The mechani-
cal test protocol, described below and attached as Appendix A, did not change for the entire
duration of the study. Herein, we present our results related to the analysis of uniaxial
mechanical tests completed on 110 patients undergoing elective aortic surgery procedures,
with or without combined associated procedures, enrolled, following written informed
consent, over an 8-year period (April 2016–July 2024). As the purpose of this study was the
evaluation and comparison of mechanical properties in patients with a dilated aorta and a
native bicuspid or tricuspid aortic valve, data from patients operated on in an emergency
and from the control group were not included in this analysis. All the patients were initially
referred to our division for aortic dilatation, which was the sole indication for surgery in
74 patients (70%). In contrast, 36 patients (30%) required ascending aorta or aortic root
replacement as a part of a combined procedure, following current guidelines, because of
a primary indication for aortic valve disease. The study population’s characteristics are
summarized as follows in Table 1.
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Table 1. Overall and subgroup preoperative characteristics. Continuous variables with normal
distribution (value expressed as mean ± sd); categorical variables (value expressed as number and
% in bracket); BAV = bicuspid aortic valve; TAV = tricuspid aortic valve; BMI = Body Mass Index;
BSA = Body Surface Area; AAP = ascending aortic dilatation phenotype; RP = root dilatation
phenotype; AVR = aortic valve replacement.

Patients Characteristics Overall (n.110) BAV (n.33) TAV (n.77) p

Age (years)
>70

63 ± 14
39 (35)

58 ± 15
6 (18)

64 ± 13
33 (42)

0.0294
0.0164

Gender
Male

Female
74 (67)
36 (23)

22 (66)
11 (34)

52 (67)
25 (23) 0.898

Weight (Kg) 76 ± 15 74 ± 16 76 ± 15 0.409

Height (m) 1.70 ± 0.09 1.68 ± 0.09 1.71 ± 0.10 0.156

BSA (m2) 1.88 ± 0.22 1.85 ± 0.23 1.90 ± 0.22 0.321

BMI
>28

26 ± 4
33 (30)

25 ± 4
6 (18)

26 ± 4
27 (35)

0.837
0.111

Hypertension 72 (66) 20 (60) 52 (67) 0.510

Expected Aortic Diameter (mm)
Calculated Aortic Ratio

3.31 ± 0.16
1.60 ± 0.20

3.29 ± 0.17
1.58 ± 0.14

3.32 ± 0.16
1.61 ± 0.23

0.316
0.424

Max Diameter (mm)
>50 mm

53 ± 7
66 (60)

52 ± 4
20 (60)

54 ± 7
46 (59)

0.223
0.924

Indexed Diameter (mm/m2)
>27.5 mm/m2

28.5 ± 4.7
63 (57)

28.4 ± 3.8
17 (51)

28.5 ± 5.1
46 (59)

0.864
0.528

Area/Height (cm2/m)
>10 cm2/m

13.2 ± 3.4
99 (90)

12.6 ± 2.0
30 (90)

13.4 ± 3.9
69 (89)

0.287
0.941

Area/BSA (cm2/m2)
>10 cm2/m2

12.0 ± 3.5
79 (71)

11.6 ± 2.2
24 (72)

12.2 ± 3.9
55 (71)

0.404
0.981

AAP Phenotype
RP Phenotype

78 (70)
32 (30)

27 (81)
6 (19)

51 (66)
26 (34) 0.113

Combined AVR
Aortic Regurgitation

Aortic Stenosis

72 (65)
52 (70)
20 (30)

27 (81)
10 (37)
17 (63)

45 (58)
42 (93)
3 (7)

0.027
0.001

Aortic Specimens Characteristics Overall (n.462) BAV (n.138) TAV (n.324) p

Anterior Aortic Wall
Posterior Aortic wall

313 (68)
149 (32)

103 (74)
35 (26)

210 (64)
114 (36) 0.051

Patients were divided, according to anatomical features of the native aortic valve, into
two groups: the tricuspid aortic valve group (TAV, 77 pts, 70%) and the bicuspid aortic valve
group (BAV, 33 pts, 30%). Maximum dilatation of the aorta (MaxD), indexed dilatation
(ID = maximum diameter/BSA), dilatation area/height ratio (A/Hr) and the different
phenotypes of aortic dilatation (AAP = ascending aorta phenotype; RP: root phenotype)
were accurately recorded. According to our previously published protocol [29–31], the
full cylinder of resected aorta was initially divided into two specimens which were stored
in fresh isotonic saline solution and immediately sent to the histopathology laboratory
of our foundation (for histological analysis) and to the Engineering Department of the
University of Pavia for mechanical tests. Anterior (greater curvature) and posterior (lesser
curvature) regions of the aorta were identified to facilitate engineering classification of
aortic wall specimens.



J. Cardiovasc. Dev. Dis. 2024, 11, 312 4 of 18

2.1. Mechanical Property Analysis

Mechanical uniaxial tensile ultimate stress tests were performed on 462 fresh “ex vivo”
samples within 24 h of harvest [29–31]. Briefly, from the full cylinder (Figure 1a), a number
of samples with a dog bone shape and a length/width ratio of at least 4:1 were prepared.
Samples were divided and identified according to the region of the aortic wall, as defined
in the previous paragraph. The number of samples obtained from each patient were related
to the original dimension of the harvested aortic cylinder and ranged from 2 to 13. The dog
bone shape (Figure 1b) exhibited a central narrow region, identified by two black markers.
Tests were performed using an MTS insight testing system 10 kN (MTS System Corporation,
Prairie, MN, USA) using uniaxial circumferential or longitudinal force (Figure 1c). Each
test was identified according to the region of the aorta where the specimen was harvested
and the direction of the applied force. Three ultimate mechanical property parameters
were measured (Figure 1d): Peak Strain (Pstr), as the maximum strain before specimen
rupture; Peak Stress (PS), as the maximum stress before specimen rupture; and Maximum
Elastic Modulus (EM), as the maximum slope of the stress/strain curve. The full protocol
of mechanical tests is attached as Appendix A.
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Figure 1. From left to right: (a) cylinder of dilated aorta from harvest during ascending aorta replace-
ment; (b) specimen from anterior and/or posterior wall prepared for mechanical tests; (c) specimen
inserted in MTS insight testing system; (d) summary of mechanical tests.

2.2. Statistical Analysis

Once tests were completed, the raw data underwent a post-processing phase (to obtain
three parameters described above) and then all data were recorded in a designed database.
Statistical analysis was performed using Medcalc software (Medcalc 18.2.1; Acacialaan
22, 8400 Ostend, Belgium) in two steps: preliminary results from the first 71 patients
enrolled and subsequently on the 110 patients covered by this study. Normal distribution
for continuous variables was tested using the Kolmogorov–Smirnov test. Comparative
statistics (BAV vs. TAV) was performed, using parametric (unequal variance, two tailed
t-test) or non-parametric tests (Mann–Whitney for independent samples, Kruskal–Wallis),
according the results of the Kolmogorov–Smirnov test, to compare continuous variables of
the two study groups. A comparison of mechanical property data according to different
categorical variables (i.e., region of aortic wall and direction of the force) was also obtained
with a two-way analysis of variance. Spearman’s coefficient of rank correlation (rho) was
used to correlate numerical variables to the results of the mechanical test. Multiple logistic
regression analysis was used to assess the significant prediction of discrete variables for
severely reduced mechanical properties (entering all variables with a p < 0.1). For this
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purpose, severely reduced Pstr, PS and EM were defined according to a value that was
<25 percentile (or first quartile). Data were expressed as mean ± sd or median/interquartile
range according to a normal distribution.

3. Results
3.1. Summary of Overall Patient Characteristics

Similarly to our previous report [32], in the pooled analysis, patients in the two groups
were not homogeneous in terms of age at surgery. The extents of aortic dilatation (evaluated
both in absolute terms and with derived parameters) and the aortic dilatation phenotype
were, however, similar in the two groups. The incidence of significant aortic valve disease
requiring combined aortic valve surgery was significantly increased in the BAV group. The
etiology of aortic valve disease was also significantly different between the two groups, as
in the BAV group, aortic stenosis was the predominant cause of valve surgery, while in the
TAV group, it was aortic regurgitation (see Table 1).

3.2. Cumulative Mechanical Property Analysis (Primary End Point)

The overall analysis of the mechanical properties of the aortic wall, according to
the region of the aorta, the direction of the force applied and patient’s phenotype of
aortic dilatation is summarized in Figure 2. As shown in Figure 2a, when comparing the
mechanical properties of the aortic wall from the anterior (greater curvature) and posterior
(lesser curvature) regions of the aorta, only the maximum EM was shown to be significantly
increased in the case of the posterior wall specimens. The direction of mechanical traction,
on the other hand, did play a significant role in mechanical tests, as both PS and EM were
significantly impaired under longitudinal force (Figure 2b). Finally, the ascending aorta
phenotype (AAP) of aortic dilatation significantly unfavorably affected both Pstr and PS
(Figure 2c).

Looking at the overall correlation between the continuous variable and mechanical
properties, Pstr and PS were both inversely correlated to patient age (Spearman’s coefficient of
rank correlation (rho) = −0.503—p < 0.0001 and −0.118—p = 0.0001 for Pstr and PS, respectively).
None of the parameters related to the extent of aortic dilatation (maximum diameter, indexed
dilatation and area/height ratio) showed, on the other hand, a significant linear correlation
with mechanical parameters. Finally multiple logistic regression analysis showed age > 66 and
maximum dilatation > 52 mm as predictive of severely impaired Pstr (OR 5.19; 95%CI 2.87 to
9.38; p < 0.0001 and OR 3.40; 95%CI 1.73 to 6.68; p = 0.0004, respectively).
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Figure 2. Box-and-whisker dot plots showing comparative analysis of uniaxial mechanical properties
with respect to (a) the region of aortic wall where specimens were harvested; (b) type of force applied;
(c) phenotype of aortic dilatation: AAP, ascending aorta phenotype; RP, root phenotype; Pstrain, Peak
Strain; Pstress, Peak stress; EM, Maximum Elastic Modulus. Borders of box: 1st and 3rd quartile,
line in the box: median, whiskers: maximum and minimum values of non-outliers. All values
higher/lower than the upper/lower inner/outer fence (3rd/1st quartile ± 1.5/3 IQR) are also plotted
as outliers.

3.3. Comparative (BAV vs. TAV) Mechanical Property Analysis (Secondary End Points)

Comparative analysis of ex vivo mechanical properties in BAV vs. TAV patients was
focused on four different patterns of combination between the position of the aortic wall
specimen and the force orientation to include all possible variables. Cumulative Pstr (as
shown in Figure 3a) was significantly better preserved in BAV compared to TAV patients,
with significant differences in three out of four possible combination patterns (Figure 3a).
Looking at the phenotype of aortic dilatation, increased values of Pstr in BAV patients
were confirmed (focusing on specimens from the anterior wall), regardless of the type of
phenotype considered (Figure 3b).
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Figure 3. Box-and-whisker dot plots showing (a) comparative analysis of Peak Strain between BAV
and TAV, according to 4 possible patterns of combination between the region of aorta and the force
applied (AC: Anterior/Circumferential; AL: Anterior/Longitudinal; PC: Posterior/Circumferential;
PL: Posterior/Longitudinal) and (b) specimens from anterior wall, according to the phenotype of
aortic dilatation (AAP: ascending aorta phenotype; RP: root phenotype). Borders of box: 1st and
3rd quartile, line in the box: median, whiskers: maximum and minimum values of non-outliers. All
values higher/lower than the upper/lower inner/outer fence (3rd/1st quartile ± 1.5/3 IQR) are also
plotted as outliers.

PS was also significantly better preserved in BAV specimens in all four combinations
of position/orientation but without significant differences (Figure 4a). Looking at the
phenotype of aortic dilatation, increased values of PS in BAV patients were, once more, con-
firmed (focusing on specimens from the anterior wall), regardless of the type of phenotype
considered but without reaching statistical significance.
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Figure 4. Box-and-whisker dot plots showing (a) comparative analysis of Peak Stress between BAV
and TAV, according to 4 possible patterns of combination between the region of aorta and the force
applied (AC: Anterior/Circumferential; AL: Anterior/Longitudinal; PC: Posterior/Circumferential;
PL: Posterior/Longitudinal) and (b) specimens from anterior wall, according to the phenotype of
aortic dilatation (AAF: ascending aorta phenotype; RF: root phenotype). Borders of box: 1st and
3rd quartile, line in the box: median, whiskers: maximum and minimum values of non-outliers. All
values higher/lower than the upper/lower inner/outer fence (3rd/1st quartile ± 1.5/3 IQR) are also
plotted as outliers.

EM (Figure 5), on the other hand, was significantly different in BAV patients, but only
in specimens from the anterior wall under circumferential traction.

As far as the linear regression correlation, patient age showed an inverse correlation
to PStr (Figure 6a) and PS (Figure 6b) in both BAV and TAV patients, while maximum
dilatation showed an inverse correlation to Pstr only in BAV patients (Figure 6c).
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All values higher/lower than the upper/lower inner/outer fence (3rd/1st quartile ± 1.5/3 IQR) are
also plotted as outliers.
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Finally, the presence of BAV in multiple logistic regression analysis was shown to be
protective against the risk of severely reduced peak strain (OR: 0.47; 95% CI 0.23 to 0.93;
p = 0.031).

4. Discussion

The potential prediction of acute aortic syndromes in patients with aortic dilatation
is one of the most debated topics in contemporary medicine. As a matter of fact, for
decades, BAV-related aortopathy has been correlated to an increased risk of acute aortic
syndromes, especially aortic dissection [15], due to significant anatomical, histological
and physiological peculiarity reported in the aortic wall when compared to patients with
TAV [10–13]. However, in 2012, Benedik et al. [25] proved that there were significant
differences in aortic wall cohesion between patients with BAV and TAV, suggesting that
the major difference was between aortopathy in patients with BAV secondary to aortic
valve stenosis and regurgitation [33]. Despite several further studies addressing this
issue, evidence of an increased risk of acute aortic syndromes has never been clearly
demonstrated, especially in patients with acute aortic dissection with BAV aortopathy [34].
As a consequence, the most recent update of the AHA and ESC guidelines has still not
differentiated the inclusion criteria for surgical intervention in the case of ascending aortic
aneurysm in BAV patients compared to TAV patients unless additional high-risk conditions
arise [26–28].

In this study, we focused on a double key issue: overall mechanical testing on the
aortic wall of patients with ascending aorta dilatation, undergoing elective surgery, with
the aim of detecting significant preoperative risk factors for impaired mechanical properties
(primary end point) and comparison between mechanical properties in BAV and TAV
patients, aiming to clarify significant differences in aortic wall frailty in BAV patients
(secondary end point).

The first interesting piece of evidence in the primary end point was related to the major
impact of force orientation on the mechanical properties of the aortic wall, with a significant
reduction in aortic wall strength and resistance to the traction under longitudinal stress. The
phenotype of aortic dilatation, on the other hand, seems to impact the elasticity and strength
of the aortic wall, as they were both reduced in the case of the ascending aorta phenotype.
These findings deserve an accurate evaluation considering that if reduced resistance to
longitudinal force is well reported [19,20], the increased frailty in the case of the ascending
aorta phenotype dilatation seems to be in contrast with a recent report showing an evidently
increased risk of acute aortic syndrome in patient with root phenotype aortic dilatation [28].
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Analysis of cumulative risk prediction of severely impaired mechanical properties revealed
further peculiar and interesting findings, as it showed cutoffs which had either not been
considered previously in the current guidelines (patient age: 66 years) or which were
significantly below the cutoff reported in the current guidelines for patients without peculiar
risk factors (maximum dilatation >52 mm). These findings themselves deserve accurate
evaluation and we will discuss this further in the next paragraph related to the potential
clinical translation of our results. When we move to the secondary end point of our study,
we should stress that our cumulative series of >450 successful tests, with >120 tests from
the BAV group, allowed us to carry out a comparative evaluation of the two subgroups,
with satisfactory statistical potential, thus overcoming a significant limitation frequently
reported in previously published studies. In the comparative analysis focused on the
peculiarity of the mechanical properties in the aortic wall in BAV patients compared to
TAV patients, we did obtain further interesting findings. In fact, all of the mechanical
properties of patients with BAV aortopathy proved to be superior to those of patients with
TAV aortopathy. This difference is particularly noticeable in the greater curvature of the
aorta, where the dilatation is surely more asymmetrical and where a thinner aortic wall in
BAV patients has been previously demonstrated [32]. A higher incidence of aortic stenosis
in the BAV group could be correlated with higher post-stenotic dilatation and, therefore,
increased asymmetrical wall stress in such patients. The evidence of increased mechanical
properties in this scenario surely deserves further investigations. We could speculate that
the mechanical differences shown in BAV patients may represent an adaptive response of
the aortic wall to the increased wall stress shown in these conditions. It is also important to
stress that the peak strain was superior in BAV patients regardless of the force orientation,
and therefore even under the longitudinal force orientation, previously identified as a
high-stress situation. How do our findings correlate with the current knowledge regarding
the ex vivo evaluation of the mechanical properties of the aortic wall? Increased strength of
BAV patient samples of the aortic wall represented by the peak stress value is not, by itself,
an original finding, as shown in previous smaller series [19,21,22,35,36]. The increased
number of fresh (not frozen) samples and the collection from both the anterior and posterior
walls, however, represent a significant peculiarity. Our study, furthermore, showed that not
only peak stress but also peak strain (which could be considered as a marker of elasticity)
was better preserved in specimens from BAV patients. On the other hand, our data related
to elastic modulus (indicated in many papers as a marker of the resistance to deformity)
in patients with BAV represent an original finding, as it was shown to be reduced in BAV
patients in a previous paper [20]. If we try to combine the results from both primary and
secondary end points, we could confirm that increased patient age is clearly the main factor
correlated with an impairment of mechanical properties (Pstr and PS), both in the BAV
group and the TAV group, without a significant difference. We could speculate, however,
that patients with BAV usually reach surgical indication at an earlier age [32], and therefore,
the age cutoff we showed in this study (66 years) seems to represent a different stage of
the natural history of aortic dilatation in BAV patients compared to TAV patients. In other
words, the same age cutoff could represent an early phase of disease in many TAV patients,
but could represent an advanced phase of disease in many BAV patients, whose aorta
usually starts to dilate at a younger age. If we look at the extension of aortic dilatation, it
seems that only in the BAV group is there a linear correlation between the extent of the
aortic dilatation and the elasticity of the aortic wall. The lack of linear correlation between
mechanical properties and maximum diameter, however, was already reported in previous
studies [24,37]. However, our study points out that the mechanical properties of the aortic
wall (especially peak strain) seem to be significantly impacted by the maximum diameter
exceeding 52 mm, regardless of the presence of BAV. In this case, we strengthen what we
discussed before, which is the difference in the disease evolution in the two groups, taken
into consideration when we consider this parameter.
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Clinical Translation of Ex Vivo Mechanical Tests

Despite the evaluation of “ex vivo” mechanical properties having become a frequent
practice [16–25], the comparison of results from different studies is still problematic due to
the lack of standard homogeneous protocols either in test execution or in result analysis.
Even more difficult, in our mind, is the attempt to exploit the results of “ex vivo” tests
in clinical practice, as previously stressed by other authors [38]. Engineering and the
clinical concept of “significant” can indeed be really far from each other, especially in the
practical field, such as predicting acute aortic complications in patients with dilated aorta.
Intra-patient variability of aortic wall characteristics is evident when more than one sample
is collected for each patient [32]. This particular aspect can be approached in different
ways, which reflects different engineering and medical attitudes. In the attempt to use
the results of mechanical property analysis in clinical practice, we believe that the key
point could be identifying the weakest area of the aortic wall, which eventually will be
correlated with the development of an acute clinical event. Therefore, in this analysis, we
included the results of all accepted tests and we tried to identify potential predictor factors
of significantly impaired and mechanical properties of the aortic wall. Unfortunately, there
is not a clear cutoff to define severely impaired mechanical properties, and this is the reason
why we decided to define severely impaired peak strain, peak stress and maximum elastic
modulus by selecting the 25th percentile as the cutoff. Despite this choice, surely deserving
further validation, it allowed us to obtain very interesting findings. Based on the results
of our comparative analysis of mechanical properties, we could speculate that, despite
previously reported differences in anatomical and histological characteristics [27], patients
with BAV aortopathy seem to be at a lower risk of acute aortic events when compared
to patients with TAV aortopathy, at least when considering a similar extent of dilatation.
The protective effect shown by our study is probably more correlated with the mechanism
of aortic rupture than with aortic dissection. In our study, we did not carry out specific
delamination tests, which, on the other hand, have become quite popular and seem to
indicate an increased risk of propagation of aortic dissection in the outer curvature of
the aorta [39] and in elderly (>65 yo) female patients [40]. The evidence of preserved
mechanical properties in BAV patients could actually suggest the hypothesis of a reduced
risk of clinical complication in patients with dilated aorta and BAV. On the other hand, the
evidence of a significant impact of maximum diameter > 52 on the mechanical properties of
the aortic wall could have a relevant clinical translation, as this cutoff is below the cutoff for
surgical indication in current guidelines and could, therefore, suggest the utility of more
accurate monitoring of such patients. Our findings related to patient age and mechanical
properties are similarly very interesting in terms of clinical implication, since a clear cutoff
has never been previously identified and reported, or had less significant clinical impact,
despite the aging aorta having been previously correlated with an increased aortic wall
thickness [31] and reduced elasticity and strength [24–26]. We could speculate that the
progressive thickening of the aortic wall reflects a progressive reduction in elasticity and
strength of the ascending aorta, which, above 66 years of age, could increase the risk of
acute aortic syndrome, once more regardless of the presence of BAV. In conclusion, further
studies are crucial in order to standardize the biomechanical test protocol and to validate
the translation of mechanical data properties in the clinical scenario. With all the current
limits of this type of analysis, our study seems to show, however, that the significant
modification of the mechanical properties of the aortic wall in patients with ascending
aorta dilatation could start above 66 years of age and 52 mm of dilatation, regardless of the
presence of BAV. Patients in such conditions, therefore, should be accurately monitored to
assess the potential increased risk of acute aortic syndrome. The accuracy of aortic wall
mechanical property prediction based on non-invasive diagnostic tools [41,42] is surely one
of the key points to be addressed in future studies.
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5. Conclusions

Our study shows that the mechanical properties of the aortic wall, when considering
similar size of dilatation, are better preserved in BAV patients compared to TAV patients.
Furthermore, a maximum dilatation of the aorta > 52 mm and patient age > 66 yo seems
to represent a significant risk factor for reduced strength and elasticity in BAV patients
compared to TAV patients. Careful monitoring of BAV patients is therefore mandatory, since
such cutoffs are below the current surgical indication reported in the current guidelines.

6. Limitation

Our study surely carries some limitations. First of all, specimens in this series are all
from surgical patients, and therefore, we lack a sort of “control group” with non-diseased
aorta. We are trying to address this limitation by extending the study to patients with a
normal ascending aorta undergoing a heart transplant. The second limitation of the study
is the inhomogeneous patient population between two groups in terms of age and the
incidence of aortic valve stenosis. Despite the fact that we acknowledge this potential
confounding factor, we decided to include all consecutive patients, as they reflect the
natural history of disease in the two groups. We are also addressing this issue by trying
to obtain two groups of patients matched for preoperative characteristics. Finally, our
study encountered the common limitations of similar studies, represented by the lack of a
currently standardized protocol on the execution of mechanical tests and especially on the
definition of a significant cutoff for the definition of an abnormal value.
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Appendix A. [29]

Appendix A.1. Mechanical Tests

Mechanical tests were performed using the MTS Insight Testing System 10 kN (MTS
System Corporation, Prairie, MN, USA) consisting of an electro-mechanical two-column
load frame with a moving solid steel cross-head. The MTS system is equipped with a 250 N
load-cell (rated force capacity, 250 N) anchored to the cross-head by two pneumatic grips,
both suitable for testing soft tissues. The air pressure of the grips was fixed to 20 psi to
prevent tissue crushing and, at the same time, specimen slipping. Finally, the specimen
extension (i.e., the progressive changes in marker distance) was measured using the ME-46
Video Extensometer (resolution: 1 micron; camera field of view: 200 mm; Messphysik
Materials Testing Gmbh, Furstenfeld, Austria).
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The mechanical testing procedure was performed in two subsequent steps: (i) pre-
conditioning to stabilize the specimens and to obtain repeatable stress–strain curves, and
(ii) uniaxial tensile extension to characterize the mechanical response of the aortic tissue.
Preconditioning was achieved by executing 10 consecutive loading–unloading cycles at a
constant cross-head speed of 10 mm/min from a minimum load of 0.1 N to a maximum of
0.50 N; see Figure A1a. Uniaxial tensile extension was performed at the same cross-head
speed of 10 mm/min until specimen rupture; see Figure A1b. During preconditioning and
extension, load and displacement were continuously recorded with a sampling frequency
of 10 Hz.
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Figure A1. Representative stress–strain curves recorded by the TestWork4 (TWS4): (a) preconditioning
curve and (b) uniaxial tensile test curve.

Two representative pictures of fractured specimens are shown in Figure A2, which
highlights typical types of specimen rupture occurring during the testing procedure, i.e.,
either inside the two markers (see Figure A2a) or outside the two markers and close to one
of the two grips (see Figure A2b). Only specimens broken inside the two markers were
considered as successful tests and included in our study.
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Figure A2. Representative pictures of fractured tissue specimens. (a) Rupture occurred inside markers
(successful test). (b) Rupture occurred outside markers and close to a grip (unsuccessful test).

Appendix A.2. Post-Processing

The only experimental data corresponding to successful tests were collected and
analyzed in the postprocessing step, which includes data analysis, curve fitting with elastic
modulus computation and statistical analysis. In the following, each phase of the post-
processing step is detailed.
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Appendix A.2.1. Data Analysis

Data analysis included the computation of stress, strain and elastic modulus from the
quantities directly recorded during the mechanical testing, i.e., the tensile load, F, provided
by the load cell and the specimen extension, _d, measured by the video extensometer.

The load and elongation data were post-processed with Matlab R2011 (The MathWorks,
Inc., Natick, MA, USA) to compute the engineering stress, σE, and the engineering strain, εE,
defined in terms of the initial cross-sectional area and the initial length of the specimen, A0
and d0, respectively:

σE =
F

A0
; εE =

∆d
d0

(A1)

Then, the true stress, σT, and the true strain, εT, were computed in terms of the current
cross-sectional area, A, and the current market distance, d, respectively:

σT =
F
A

; εT =
∫ d

d0

δd
d

= ln
(

d
d0

)
(A2)

Assuming material incompressibility, the true data can be related to engineering data
as follows:

σT = σE(1 + εE); εT = ln(1 + εE) (A3)

By using Equations (A1) and (A3), the engineering and true stress–strain curves were
plotted for each tested specimen; see, for example, Figure 3a. From the stress–strain curve,
it is possible to identify the following ultimate mechanical properties (see Figure 3b):

• peak strain, "U, as the maximum strain before specimen rupture;
• peak stress, _U, as the maximum stress before specimen rupture;
• maximum elastic modulus, Emax, as the maximum slope of the stress–strain curve.

Figure A3 highlights that the ultimate mechanical properties are significantly influ-
enced by the different definitions (engineering and true) of stress and strain. When the strain
is large, the difference between engineering stress and true stress is also very large. In
particular, tissue stiffness (i.e., maximum elastic modulus) is underestimated when using
engineering measures rather than true ones. Consequently, it is important to use the same
definitions for such quantities to properly compare and interpret the obtained results. A
comprehensive discussion on the effect of the different stress/strain definitions is presented
in our previous study.
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Appendix A.2.2. Curve Fitting and Elastic Modulus Computation

With the aim of computing the elastic modulus as the derivative of the stress–strain
curve, _("), a simple analytic function can be used. According to curve fittings, we obtained
the following by using a polynomial function of the seventh order:

σ(ε) = p0 + p1ε + p2ε2 + p3ε3 + p4ε4 + p5ε5 + p6ε6 + p7ε7 (A4)

with pi stress-like coefficients. For each specimen, the coefficients pi values were obtained
by fitting the polynomial function (Equation (A4)) to each experimental stress–strain curve.

Then, the corresponding analytic function for the elastic modulus becomes:

E(ε) =
dσ

dε
= p1 + 2p2ε + 3p3ε2 + 4p4ε3 + 5p5ε4 + 6p6ε5 + 7p7ε6 (A5)

From the E(ε) set, the maximum elastic modulus was computed.

References
1. Hoffman, J.I.E.; Kaplan, S. The incidence of congenital heart disease. J. Am. Coll. Cardiol. 2002, 39, 1890–1900. [CrossRef] [PubMed]
2. Fernandes, S.M.; Sanders, S.P.; Khairy, P.; Jenkins, K.J.; Gauvreau, K.; Lang, P.; Simonds, H.; Colan, S.D. Morphology of bicuspid

aortic valve in children and adolescents. J. Am. Coll. Cardiol. 2004, 44, 1648–1651. [CrossRef] [PubMed]
3. Della Corte, A.; Body, S.C.; Booher, A.M.; Schaefers, H.-J.; Milewski, R.K.; Michelena, H.I.; Evangelista, A.; Pibarot, P.; Mathieu, P.;

Limongelli, G.; et al. Surgical treatment of bicuspid aortic valve disease: Knowledge gaps and research perspectives. J. Thorac.
Cardiovasc. Surg. 2014, 147, 1749–1757.e1. [CrossRef] [PubMed] [PubMed Central]

4. Roberts, W.C.; Ko, J.M. Frequency by decades of unicuspid, bicuspid, and tricuspid aortic valves in adults having isolated aortic
valve replacement for aortic stenosis, with or without associated aortic regurgitation. Circulation 2005, 111, 920–925. [CrossRef]

5. Sievers, H.-H.; Schmidtke, C. A classification system for the bicuspid aortic valve from 304 surgical specimens. J. Thorac.
Cardiovasc. Surg. 2007, 133, 1226–1233. [CrossRef]

6. Michelena, H.I.; Della Corte, A.; Evangelista, A.; Maleszewski, J.J.; Edwards, W.D.; Roman, M.J.; Devereux, R.B.; Fernández, B.;
Asch, F.M.; Barker, A.J.; et al. International consensus statement on nomenclature and classification of the congenital bicuspid
aortic valve and its aortopathy, for clinical, surgical, interventional and research purposes. J. Thorac. Cardiovasc. Surg. 2021,
162, e383–e414. [CrossRef] [PubMed]

7. Verma, S.; Siu, S.C. Aortic Dilatation in Patients with Bicuspid Aortic Valve. N. Engl. J. Med. 2014, 370, 1920–1929. [CrossRef]
[PubMed]

8. Roman, M.J.; Pugh, N.L.; Devereux, R.B.; Eagle, K.A.; Holmes, K.; LeMaire, S.A.; Milewski, R.K.; Morris, S.A.; Prakash, S.K.;
Pyeritz, R.E.; et al. Aortic Dilatation Associated with Bicuspid Aortic Valve: Relation to Sex, Hemodynamics, and Valve
Morphology (the National Heart Lung and Blood Institute-Sponsored National Registry of Genetically Triggered Thoracic Aortic
Aneurysms and Cardiovascular Conditions). Am. J. Cardiol. 2017, 120, 1171–1175. [CrossRef]

9. Rodríguez-Palomares, J.F.; Dux-Santoy, L.; Guala, A.; Galian-Gay, L.; Evangelista, A. Mechanisms of Aortic Dilation in Patients
with Bicuspid Aortic Valve: JACC State-of-the-Art Review. J. Am. Coll. Cardiol. 2023, 82, 448–464. [CrossRef]

10. Karalko, M.; Stejskal, V.; Dergel, M.; Gofus, J.; Timbilla, S.; Zaloudkova, L.; Zacek, P.; Pojar, M.; Vojacek, J. Histopathological
changes in dilated ascending aorta associated with aortic valve cuspidity. Eur. J. Cardio-Thorac. Surg. 2021, 59, 1103–1108.
[CrossRef] [PubMed]

11. Oulego-Erroz, I.; Alonso-Quintela, P.; Mora-Matilla, M.; Minaya, S.G.; de Armentia, S.L.-L. Ascending aorta elasticity in children
with isolated bicuspid aortic valve. Int. J. Cardiol. 2013, 168, 1143–1146. [CrossRef] [PubMed]

12. Frandsen, E.L.; Burchill, L.J.; Khan, A.M.; Broberg, C.S. Ascending aortic size in aortic coarctation depends on aortic valve
mor-phology: Understanding the bicuspid valve phenotype. Int. J. Cardiol. 2018, 250, 106–109. [CrossRef] [PubMed]

13. Tadros, T.M.; Klein, M.D.; Shapira, O.M. Ascending Aortic Dilatation Associated with Bicuspid Aortic Valve: Pathophysiology,
Molecular Biology, and Clinical Implications. Circulation 2009, 119, 880–890. [CrossRef] [PubMed]

14. Michelena, H.I.; Khanna, A.D.; Mahoney, D.; Margaryan, E.; Topilsky, Y.; Suri, R.M.; Eidem, B.; Edwards, W.D.; Sundt, T.M.;
Enriquez-Sarano, M. Incidence of Aortic Complications in Patients with Bicuspid Aortic Valves. JAMA 2011, 306, 1104–1112.
[CrossRef] [PubMed]

15. Pasta, S.; Phillippi, J.A.; Gleason, T.G.; Vorp, D.A. Effect of aneurysm on the mechanical dissection properties of the human
ascending thoracic aorta. J. Thorac. Cardiovasc. Surg. 2012, 143, 460–467. [CrossRef] [PubMed] [PubMed Central]

16. Avanzini, A.; Battini, D.; Bagozzi, L.; Bisleri, G. Biomechanical Evaluation of Ascending Aortic Aneurysms. BioMed Res. Int. 2014,
2014, 820385. [CrossRef]

17. Martufi, G.; Forneris, A.; Appoo, J.; Di Martino, E.S. Is there a role for biomechanics engineering in helping to elucidate the risk
profile of the thoracic aorta? Ann. Thorac. Surg. 2016, 101, 390–398. [CrossRef]

18. Emmott, A.; Garcia, J.; Chung, J.; Lachapelle, K.; El-Hamamsy, I.; Mongrain, R.; Cartier, R.; Leask, R.L. Biomechanics of the
Ascending Thoracic Aorta: A Clinical Perspective on Engineering Data. Can. J. Cardiol. 2015, 32, 35–47. [CrossRef]

https://doi.org/10.1016/S0735-1097(02)01886-7
https://www.ncbi.nlm.nih.gov/pubmed/12084585
https://doi.org/10.1016/j.jacc.2004.05.063
https://www.ncbi.nlm.nih.gov/pubmed/15489098
https://doi.org/10.1016/j.jtcvs.2014.01.021
https://www.ncbi.nlm.nih.gov/pubmed/24534676
https://www.ncbi.nlm.nih.gov/pmc/PMC4112571
https://doi.org/10.1161/01.CIR.0000155623.48408.C5
https://doi.org/10.1016/j.jtcvs.2007.01.039
https://doi.org/10.1016/j.jtcvs.2021.06.019
https://www.ncbi.nlm.nih.gov/pubmed/34304896
https://doi.org/10.1056/NEJMra1207059
https://www.ncbi.nlm.nih.gov/pubmed/24827036
https://doi.org/10.1016/j.amjcard.2017.06.061
https://doi.org/10.1016/j.jacc.2022.10.042
https://doi.org/10.1093/ejcts/ezaa440
https://www.ncbi.nlm.nih.gov/pubmed/33332528
https://doi.org/10.1016/j.ijcard.2012.11.080
https://www.ncbi.nlm.nih.gov/pubmed/23232455
https://doi.org/10.1016/j.ijcard.2017.07.017
https://www.ncbi.nlm.nih.gov/pubmed/29169748
https://doi.org/10.1161/CIRCULATIONAHA.108.795401
https://www.ncbi.nlm.nih.gov/pubmed/19221231
https://doi.org/10.1001/jama.2011.1286
https://www.ncbi.nlm.nih.gov/pubmed/21917581
https://doi.org/10.1016/j.jtcvs.2011.07.058
https://www.ncbi.nlm.nih.gov/pubmed/21868041
https://www.ncbi.nlm.nih.gov/pmc/PMC8084112
https://doi.org/10.1155/2014/820385
https://doi.org/10.1016/j.athoracsur.2015.07.028
https://doi.org/10.1016/j.cjca.2015.10.015


J. Cardiovasc. Dev. Dis. 2024, 11, 312 17 of 18

19. Pichamuthu, J.E.; Phillippi, J.A.; Cleary, D.A.; Chew, D.W.; Hempel, J.; Vorp, D.A.; Gleason, T.G. Differential Tensile Strength
and Collagen Composition in Ascending Aortic Aneurysms by Aortic Valve Phenotype. Ann. Thorac. Surg. 2013, 96, 2147–2154.
[CrossRef]

20. Pham, T.; Martin, C.; Elefteriades, J.; Sun, W. Biomechanical characterization of ascending aortic aneurysm with concomitant
bicuspid aortic valve and bovine aortic arch. Acta Biomater. 2013, 9, 7927–7936. [CrossRef]

21. Forsell, C.; Björck, H.M.; Eriksson, P.; Franco-Cereceda, A.; Gasser, T.C. Biomechanical Properties of the Thoracic Aneurysmal Wall:
Differences between Bicuspid Aortic Valve and Tricuspid Aortic Valve Patients. Ann. Thorac. Surg. 2014, 98, 65–71. [CrossRef]
[PubMed]

22. Chung, J.C.; Wong, E.; Tang, M.; Eliathamby, D.; Forbes, T.L.; Butany, J.; Simmons, C.A.; Ouzounian, M. Biomechanics of Aortic
Dissection: A Comparison of Aortas Associated with Bicuspid and Tricuspid Aortic Valves. J. Am. Heart Assoc. 2020, 9, e016715.
[CrossRef] [PubMed]

23. Pisano, C.; D’amico, F.; Balistreri, C.R.; Vacirca, S.R.; Nardi, P.; Altieri, C.; Scioli, M.G.; Bertoldo, F.; Santo, L.; Bellisario, D.; et al.
Biomechanical properties and histomorphometric features of aortic tissue in patients with or without bicuspid aortic valve.
J. Thorac. Dis. 2020, 12, 2304–2316. [CrossRef] [PubMed] [PubMed Central]

24. Duprey, A.; Trabelsi, O.; Vola, M.; Favre, J.-P.; Avril, S. Biaxial rupture properties of ascending thoracic aortic aneurysms. Acta
Biomater. 2016, 42, 273–285. [CrossRef] [PubMed]

25. Benedik, J.; Pilarczyk, K.; Wendt, D.; Indruch, J.; Flek, R.; Tsagakis, K.; Alaeddine, S.; Jakob, H. Ascending Aortic Wall Cohesion:
Comparison of Bicuspid and Tricuspid Valves. Cardiol. Res. Pract. 2012, 2012, 180238. [CrossRef] [PubMed] [PubMed Central]

26. Otto, C.M.; Nishimura, R.A.; Bonow, R.O.; Carabello, B.A.; Erwin, J.P., III; Gentile, F.; Jneid, H.; Krieger, E.V.; Mack, M.; McLeod,
C.; et al. 2020 ACC/AHA Guideline for the Management of Patients with Valvular Heart Disease: A Report of the American
College of Cardiology/American Heart Association Joint Committee on Clinical Practice Guidelines. J. Am. Coll. Cardiol. 2021,
77, e25–e197. [CrossRef]

27. Borger, M.A.; Fedak, P.W.; Stephens, E.H.; Gleason, T.G.; Girdauskas, E.; Ikonomidis, J.S.; Khoynezhad, A.; Siu, S.C.; Verma,
S.; Hope, M.D.; et al. The American Association for Thoracic Surgery consensus guidelines on bicuspid aortic valve–related
aortopathy: Full online-only version. J. Thorac. Cardiovasc. Surg. 2018, 156, e41–e74. [CrossRef] [PubMed]

28. Czerny, M.; Grabenwöger, M.; Berger, T.; Aboyans, V.; Della Corte, A.; Chen, E.P.; Desai, N.D.; Dumfarth, J.; Elefteriades, J.A.;
Etz, C.D.; et al. EACTS/STS Guidelines for diagnosing and treating acute and chronic syndromes of the aortic organ. Eur. J.
Cardio-Thorac. Surg. 2024, 65, ezad426. [CrossRef] [PubMed]

29. Ferrara, A.; Morganti, S.; Totaro, P.; Mazzola, A.; Auricchio, F. Human dilated ascending aorta: Mechanical characterization via
uniaxial tensile tests. J. Mech. Behav. Biomed. Mater. 2016, 53, 257–271. [CrossRef]

30. Auricchio, F.; Ferrara, A.; Lanzarone, E.; Morganti, S.; Totaro, P. A Regression Method Based on Noninvasive Clinical Data to
Predict the Mechanical Behavior of Ascending Aorta Aneurysmal Tissue. IEEE Trans. Biomed. Eng. 2016, 64, 2607–2617. [CrossRef]

31. Ferrara, A.; Totaro, P.; Morganti, S.; Auricchio, F. Effects of clinico-pathological risk factors on in-vivo mechanical properties of
human dilated ascending aorta. J. Mech. Behav. Biomed. Mater. 2018, 77, 1–11. [CrossRef] [PubMed]

32. Totaro, P.; Morganti, S.; Auricchio, F.; Pelenghi, S. Aortic wall thickness in dilated ascending aorta: Comparison between tricuspid
and bicuspid aortic valve. Arch. Cardiovasc. Dis. 2023, 116, 498–505. [CrossRef] [PubMed]

33. Benedik, J.; Dohle, D.S.; Wendt, D.; Pilarczyk, K.; Price, V.; Mourad, F.; Zykina, E.; Stebner, F.; Tsagakis, K.; Jakob, H. Comparison
of ascending aortic cohesion between patients with bicuspid aortic valve stenosis and regurgitation. Eur. J. Cardio-Thorac. Surg.
2014, 46, e89–e93. [CrossRef] [PubMed]

34. Kreibich, M.; Rylski, B.; Czerny, M.; Pingpoh, C.; Siepe, M.; Beyersdorf, F.; Khurshan, F.; Vallabhajosyula, P.; Szeto, W.Y.; Bavaria,
J.E.; et al. Type A Aortic Dissection in Patients with Bicuspid Aortic Valve Aortopathy. Ann. Thorac. Surg. 2020, 109, 94–100.
[CrossRef] [PubMed]

35. Brecs, I.; Skuja, S.; Kasyanov, V.; Groma, V.; Kalejs, M.; Svirskis, S.; Ozolanta, I.; Stradins, P. From Biomechanical Properties to
Morphological Variations: Exploring the Interplay between Aortic Valve Cuspidity and Ascending Aortic Aneurysm. J. Clin. Med.
2024, 13, 4225. [CrossRef] [PubMed] [PubMed Central]

36. Deveja, R.P.; Iliopoulos, D.C.; Kritharis, E.P.; Angouras, D.C.; Sfyris, D.; Papadodima, S.A.; Sokolis, D.P. Effect of Aneurysm
and Bicuspid Aortic Valve on Layer-Specific Ascending Aorta Mechanics. Ann. Thorac. Surg. 2018, 106, 1692–1701. [CrossRef]
[PubMed]

37. Trabelsi, O.; Davis, F.M.; Rodriguez-Matas, J.F.; Duprey, A.; Avril, S. Patient specific stress and rupture analysis of ascending
thoracic aneurysms. J. Biomech. 2015, 48, 1836–1843. [CrossRef] [PubMed]

38. Angouras, D.C.; Kritharis, E.P.; Sokolis, D.P. Regional distribution of delamination strength in ascending thoracic aortic aneurysms.
J. Mech. Behav. Biomed. Mater. 2019, 98, 58–70. [CrossRef] [PubMed]

39. Salmasi, M.Y.; Sasidharan, S.; Frattolin, J.; Edgar, L.; Stock, U.; Athanasiou, T.; Moore, J., Jr. Regional variation in biomechanical
properties of ascending thoracic aortic aneurysms. Eur. J. Cardio-Thorac. Surg. 2022, 62, ezac392. [CrossRef] [PubMed] [PubMed
Central]

40. Tong, J.; Abudupataer, M.; Xu, X.; Zhang, Z.; Li, J.; Lai, H.; Wang, C.; Zhu, K. Gender differences in the dissection properties of
ascending thoracic aortic aneurysms. Interact. Cardiovasc. Thorac. Surg. 2022, 35, ivac068. [CrossRef] [PubMed] [PubMed Central]

https://doi.org/10.1016/j.athoracsur.2013.07.001
https://doi.org/10.1016/j.actbio.2013.04.021
https://doi.org/10.1016/j.athoracsur.2014.04.042
https://www.ncbi.nlm.nih.gov/pubmed/24881863
https://doi.org/10.1161/JAHA.120.016715
https://www.ncbi.nlm.nih.gov/pubmed/32750292
https://doi.org/10.21037/jtd.2020.03.122
https://www.ncbi.nlm.nih.gov/pubmed/32642135
https://www.ncbi.nlm.nih.gov/pmc/PMC7330388
https://doi.org/10.1016/j.actbio.2016.06.028
https://www.ncbi.nlm.nih.gov/pubmed/27345137
https://doi.org/10.1155/2012/180238
https://www.ncbi.nlm.nih.gov/pubmed/22988539
https://www.ncbi.nlm.nih.gov/pmc/PMC3441012
https://doi.org/10.1016/j.jacc.2020.11.018
https://doi.org/10.1016/j.jtcvs.2018.02.115
https://www.ncbi.nlm.nih.gov/pubmed/30011777
https://doi.org/10.1093/ejcts/ezad426
https://www.ncbi.nlm.nih.gov/pubmed/38408364
https://doi.org/10.1016/j.jmbbm.2015.08.021
https://doi.org/10.1109/TBME.2016.2645762
https://doi.org/10.1016/j.jmbbm.2017.08.032
https://www.ncbi.nlm.nih.gov/pubmed/28886508
https://doi.org/10.1016/j.acvd.2023.08.003
https://www.ncbi.nlm.nih.gov/pubmed/37770332
https://doi.org/10.1093/ejcts/ezu358
https://www.ncbi.nlm.nih.gov/pubmed/25234091
https://doi.org/10.1016/j.athoracsur.2019.05.022
https://www.ncbi.nlm.nih.gov/pubmed/31265822
https://doi.org/10.3390/jcm13144225
https://www.ncbi.nlm.nih.gov/pubmed/39064264
https://www.ncbi.nlm.nih.gov/pmc/PMC11277922
https://doi.org/10.1016/j.athoracsur.2018.05.071
https://www.ncbi.nlm.nih.gov/pubmed/29964022
https://doi.org/10.1016/j.jbiomech.2015.04.035
https://www.ncbi.nlm.nih.gov/pubmed/25979384
https://doi.org/10.1016/j.jmbbm.2019.06.001
https://www.ncbi.nlm.nih.gov/pubmed/31200336
https://doi.org/10.1093/ejcts/ezac392
https://www.ncbi.nlm.nih.gov/pubmed/35894942
https://www.ncbi.nlm.nih.gov/pmc/PMC9731372
https://www.ncbi.nlm.nih.gov/pmc/PMC9731372
https://doi.org/10.1093/icvts/ivac068
https://www.ncbi.nlm.nih.gov/pubmed/35285896
https://www.ncbi.nlm.nih.gov/pmc/PMC9297518


J. Cardiovasc. Dev. Dis. 2024, 11, 312 18 of 18

41. Emmott, A.; Alzahrani, H.; Alreshidan, M.; Therrien, J.; Leask, R.L.; Lachapelle, K. Transesophageal echocardiographic strain
imaging predicts aortic biomechanics: Beyond diameter. J. Thorac. Cardiovasc. Surg. 2018, 156, 503–512.e1. [CrossRef] [PubMed]

42. Markodimitrakis, E.; Lin, S.; Koutoulakis, E.; Marín-Castrillón, D.M.; Sáez, F.A.T.; Leclerc, S.; Bernard, C.; Boucher, A.; Presles, B.;
Bouchot, O.; et al. Comparison of In-Vivo and Ex-Vivo Ascending Aorta Elastic Properties through Automatic Deep Learning
Segmentation of Cine-MRI and Biomechanical Testing. J. Clin. Med. 2023, 12, 402. [CrossRef] [PubMed] [PubMed Central]

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

https://doi.org/10.1016/j.jtcvs.2018.01.107
https://www.ncbi.nlm.nih.gov/pubmed/29627182
https://doi.org/10.3390/jcm12020402
https://www.ncbi.nlm.nih.gov/pubmed/36675331
https://www.ncbi.nlm.nih.gov/pmc/PMC9863324

	Introduction 
	Materials and Methods 
	Mechanical Property Analysis 
	Statistical Analysis 

	Results 
	Summary of Overall Patient Characteristics 
	Cumulative Mechanical Property Analysis (Primary End Point) 
	Comparative (BAV vs. TAV) Mechanical Property Analysis (Secondary End Points) 

	Discussion 
	Conclusions 
	Limitation 
	Appendix A
	Mechanical Tests 
	Post-Processing 
	Data Analysis 
	Curve Fitting and Elastic Modulus Computation 


	References

