
MIT Open Access Articles

Segmentation of Tricuspid Valve Leaflets From 
Transthoracic 3D Echocardiograms of Children With 

Hypoplastic Left Heart Syndrome Using Deep Learning

The MIT Faculty has made this article openly available. Please share
how this access benefits you. Your story matters.

Citation: Herz, Christian, Pace, Danielle F, Nam, Hannah H, Lasso, Andras, Dinh, Patrick et 
al. 2021. "Segmentation of Tricuspid Valve Leaflets From Transthoracic 3D Echocardiograms 
of Children With Hypoplastic Left Heart Syndrome Using Deep Learning." Frontiers in 
Cardiovascular Medicine, 8.

As Published: 10.3389/FCVM.2021.735587

Publisher: Frontiers Media SA

Persistent URL: https://hdl.handle.net/1721.1/143578

Version: Final published version: final published article, as it appeared in a journal, conference 
proceedings, or other formally published context

Terms of use: Creative Commons Attribution 4.0 International license

https://libraries.mit.edu/forms/dspace-oa-articles.html
https://hdl.handle.net/1721.1/143578
https://creativecommons.org/licenses/by/4.0/


ORIGINAL RESEARCH
published: 09 December 2021

doi: 10.3389/fcvm.2021.735587

Frontiers in Cardiovascular Medicine | www.frontiersin.org 1 December 2021 | Volume 8 | Article 735587

Edited by:

Joshua D. Hutcheson,

Florida International University,

United States

Reviewed by:

Marcin Malinowski,

Medical University of Silesia, Poland

Matthew Bersi,

Washington University in St. Louis,

United States

*Correspondence:

Christian Herz

herzc@email.chop.edu

Specialty section:

This article was submitted to

Heart Valve Disease,

a section of the journal

Frontiers in Cardiovascular Medicine

Received: 02 July 2021

Accepted: 16 November 2021

Published: 09 December 2021

Citation:

Herz C, Pace DF, Nam HH, Lasso A,

Dinh P, Flynn M, Cianciulli A, Golland P

and Jolley MA (2021) Segmentation of

Tricuspid Valve Leaflets From

Transthoracic 3D Echocardiograms of

Children With Hypoplastic Left Heart

Syndrome Using Deep Learning.

Front. Cardiovasc. Med. 8:735587.

doi: 10.3389/fcvm.2021.735587

Segmentation of Tricuspid Valve
Leaflets From Transthoracic 3D
Echocardiograms of Children With
Hypoplastic Left Heart Syndrome
Using Deep Learning

Christian Herz 1*, Danielle F. Pace 2,3, Hannah H. Nam 1, Andras Lasso 4, Patrick Dinh 1,

Maura Flynn 1, Alana Cianciulli 1, Polina Golland 2 and Matthew A. Jolley 1,5

1Children’s Hospital of Philadelphia, Department of Anesthesia and Critical Care Medicine, Philadelphia, PA, United States,
2Computer Science and Artificial Intelligence Laboratory, Massachusetts Institute of Technology, Cambridge, MA,

United States, 3Martinos Center for Biomedical Imaging, Massachusetts General Hospital, Harvard Medical School, Boston,

MA, United States, 4 Laboratory for Percutaneous Surgery, Queen’s University, Kingston, ON, Canada, 5Division of Pediatric

Cardiology, Children’s Hospital of Philadelphia, Philadelphia, PA, United States

Hypoplastic left heart syndrome (HLHS) is a severe congenital heart defect in which the

right ventricle and associated tricuspid valve (TV) alone support the circulation. TV failure

is thus associated with heart failure, and the outcome of TV valve repair are currently

poor. 3D echocardiography (3DE) can generate high-quality images of the valve, but

segmentation is necessary for precise modeling and quantification. There is currently no

robust methodology for rapid TV segmentation, limiting the clinical application of these

technologies to this challenging population. We utilized a Fully Convolutional Network

(FCN) to segment tricuspid valves from transthoracic 3DE. We trained on 133 3DE

image-segmentation pairs and validated on 28 images. We then assessed the effect

of varying inputs to the FCN using Mean Boundary Distance (MBD) and Dice Similarity

Coefficient (DSC). The FCN with the input of an annular curve achieved a median DSC of

0.86 [IQR: 0.81–0.88] and MBD of 0.35 [0.23–0.4] mm for the merged segmentation and

an average DSC of 0.77 [0.73–0.81] and MBD of 0.6 [0.44–0.74] mm for individual TV

leaflet segmentation. The addition of commissural landmarks improved individual leaflet

segmentation accuracy to an MBD of 0.38 [0.3–0.46] mm. FCN-based segmentation of

the tricuspid valve from transthoracic 3DE is feasible and accurate. The addition of an

annular curve and commissural landmarks improved the quality of the segmentations

with MBD and DSC within the range of human inter-user variability. Fast and accurate

FCN-based segmentation of the tricuspid valve in HLHS may enable rapid modeling and

quantification, which in the future may inform surgical planning. We are now working to

deploy this network for public use.
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heart disease
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INTRODUCTION

Hypoplastic left heart syndrome (HLHS) is a severe congenital
heart defect characterized by incomplete development of the
left heart, including the mitral valve, and a left ventricle
incapable of supporting the systemic circulation. HLHS would
be uniformly fatal without surgical intervention, but staged
surgical treatment allows children born with HLHS to survive
and grow into adulthood. In contrast to a normal heart with two
ventricles working in series, in HLHS, the single right ventricle
(RV) remains the only functional ventricle, and the tricuspid
valve (TV) is the single functional atrioventricular valve. TV
failure, defined as moderate or greater regurgitation, is thus
understandably associated with heart failure or death in patients
with HLHS (1). Repair of the regurgitant TV in HLHS remains
extremely challenging and results are suboptimal (2). Defining
the mechanisms of tricuspid regurgitation (TR) is difficult,
with both 2D echocardiography (2DE) and surgical inspection
having significant limitations in this complex population (3).
In particular, 2DE requires the echocardiographer to integrate
multiple planes into a 3Dmental reconstruction and to effectively
convey that construction to the surgeon (4).

In contrast, transesophageal (TEE) 3D echocardiography
(3DE) has transformed adult mitral valve surgery by capturing
the valve’s full, dynamic geometry in real time, providing an
intuitive view of the functioning valve directly to the surgeon.
However, clinical volume-rendering-based 3D visualization
alone is insufficient to allow quantitative assessment and
analysis of the valve’s 3D structure or creation of physical or
in silico models for simulation (5, 6). The development of
commercially available semi-automatic 3DE-based mitral valve
computer modeling tools has partially unlocked this potential,
allowing precise, quantitative comparison of normal valves to
dysfunctional valves, greatly informing the understanding of the
3D structural correlates of adult mitral valve dysfunction (7–10).
These insights, in turn, have allowed for specific tailored surgical
therapies, the development of mechanics based in silicomodeling
(6), and the simulation of patient-specific beating valve models
(5). Further, 3DE-based modeling has been proven to be more
accurate than 2D measurements and superior for predicting
repair durability and informing surgical decision making (11).
However, despite the necessity of precise information to guide
complicated repairs in children and preliminary work with basic
tools suggesting relationships between the 3D structure of the TV
(12–14) and patient survival (15), there is no readily available
methodology for the rapid 3D segmentation of the TV and, in
particular, the unique valves in HLHS.

Further, valve analysis in children presents multiple practical
challenges which may decrease the 3DE image quality relative
to the adult population. 3DE in pediatric patients must often
be acquired using transthoracic echocardiography (TTE) due to
the lack of pediatric sized 3D TEE probes, which often have
more artifact relative to TEE images. In addition, children are
more likely to be mobile during a 3DE TTE study, and less
likely to cooperate with maneuvers to increase the quality of
the study, such as breath holds for high-resolution EKG-gated
acquisitions. As such, studies of the TV in HLHS have primarily

relied on manual segmentation or more basic measurements, all
of which are subject to significant inter- and intra-user variability
(12, 13, 15, 16), and are prohibitively laborious and slow for
clinical use.

In the setting of these challenges, the investigation of
automatic and semi-automatic methods for the segmentation of
atrioventricular valves from 3DE of children has been limited
(17, 18). Atlas-based segmentation has shown promising results
for segmenting the adult mitral valve from TEE images and,
in a small series, was demonstrated to be feasible, but less
accurate for the segmentation of TV in HLHS from TTE images
(19). Notably, machine learning (ML)-based approaches to the
segmentation of medical images have expanded rapidly over
the last decade, including applications in echocardiography (20–
23), with notably increased accuracy and speed relative to other
methods. In particular, the use of shape related information
(landmarks, shape priors) has shown promising results (23–
25). However, the application of ML-based approaches to the
segmentation of atrioventricular valves (26, 27) is in its infancy.
For example, the ideal inputs for a ML-based segmentation
approach in a given cardiac phase are unknown. Although our
aim is to use ML to segment the TV of children with HLHS
in systole (TV closed), 3DE creates volume sequences which
include diastole (TV open). Human segmenters often play the
sequence of images to determine where the individual leaflets
coapt (come together). As such, other frames may be useful as
auxiliary inputs in addition to the mid-systolic (MS) frame (28).
Finally, previous atlas-based studies have shown the potential
for user-placed landmarks to improve the accuracy of otherwise
automatic image segmentation (29–31). It is currently unknown
whether such anatomical landmarks are necessary or beneficial to
inform ML-based segmentation of 3DE images.

This work explores a Deep Learning (DL)-based approach
using a Fully Convolutional Network (FCN) to rapidly segment
the individual leaflets of the TV from TTE images of patients
with HLHS. In addition, we investigate different FCN input
configurations by considering combinations of various 3DE
input frames and different user-provided landmarks to identify
the best configuration for accurate segmentation. To the best of
our knowledge, this is the first demonstration of DL-based leaflet
segmentation of the TV, the first demonstration of application
using TTE images, and the first application of ML to segment
valves in patients with congenital heart disease.

MATERIALS AND METHODS

Image Acquisition
In January 2016, acquisition of TTE 3DE images of the TV
became part of the standard clinical echocardiography lab
protocol for HLHS at the Children’s Hospital of Philadelphia
(14). An institutional database was utilized to retrospectively
identify patients with HLHS in whom transthoracic 3DE of the
TV had been previously performed. In addition, 3DE images
were obtained in children with HLHS undergoing surgery as
part of an institutional review board (IRB) approved research
protocol. 3DE images of the TVwere acquired with a field of view
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that captured the TV annulus and leaflets. EKG-gated, multi-beat
acquisitions were obtained when patient cooperation allowed.
Transthoracic X7 or X5 probes were used with the Philips IE33
and EPIQ 7 ultrasound systems (Philips Medical, Andover, MA).

In total, 161 existing TTE 3DE images in 129 unique
HLHS patients were identified. Exclusion criteria included the
presence of significant stitch artifacts, lack of inclusion of
the entire TV and sub-valvular apparatus in the acquisition,
and inability to manually delineate the TV. No patients had
significant arrhythmia (including atrial fibrillation) at the time
of acquisition. To complete experiments for the FCN input
configurations described below, each 3DE volume sequence was
required to have at least five adjacent frames before and five
adjacent frames after the mid-systolic (MS) frame. Thirty-one
images were from patients who were pre-stage 1 operation
(median age of 4 days; IQR 3–4 days), 28 images were from
patients who were post-stage 1 repair (median age of 4 months;
IQR 4–5 months), 19 images were from patients who were post-
stage 2 repair (median age of 34 months; IQR 18–41 months),
and 83 images were from patients who were post-stage 3 repair
(median age of 9 years; IQR 6–14 years). Training of the FCN
was performed on 133 datasets (image volume, TV segmentation,
auxiliary inputs) with pre-stage 1: 24/133 (18%), post-stage
1: 21/133 (16%), post-stage 2: 12/133 (9%), and post-stage 3:
76/133 (58%).

The remaining 28 datasets (7 at every stage of repair) were
reserved for testing FCN models after training. This study was
performed according to a protocol approved by the IRB at the
Children’s Hospital of Philadelphia.

Ground Truth TV Segmentation
3DE images in DICOM format were imported into Philip’s Qlab
(Philips Medical, Andover, MA) and exported in “Cartesian
DICOM” format (voxels) and then imported into 3D Slicer (32)
as previously described. A trained segmenter with at least 6
months of segmenting experience selected a single mid-systolic
(MS) frame for ground truth valve modeling. The segmenter
reviewed the 2D and 2D color Doppler images, as well as
the 3D volume-rendered images, to inform the segmentation
process. In particular, review of the color Doppler images
could help determine the difference between signal dropout and
leaflet defect.

Figure 1 shows an example of TV segmentation and all
annotated landmarks. First, an annular curve was manually
created, as previously described (14). The annular curve creation
takes an expert segmenter approximately thirty seconds for a
rough curve and approximately two min for a high-precision
curve. The three individual TV leaflets were manually segmented
using the SegmentEditor module in 3D Slicer, followed by
smoothing with a median filter and removal of any extraneous
islands created by the manual process. Time for manual TV
leaflet segmentation by an experienced segmenter varied from
2 to 4 h, depending on the complexity of the valve and quality
of the image. Finally, the segmenter manually identified valve
quadrant landmarks corresponding to the anterior, posterior,
septal, and lateral regions (A, P, S, L) of the annulus, which
took approximately 20 seconds. In addition, commissural

landmarks (boundaries between the leaflets near the valve
annulus) corresponding to the anterior-septal, posterior-septal,
and anterior-posterior commissures (ASC, PSC, APC) were
identified. These commissural landmarks were manually placed
between individual leaflets by selecting points restricted to the
annular curve. In this case, identification of the commissures was
trivial as the leaflets had already been segmented. However, in
de novo, unsegmented valve identification and point placement
at the commissures takes approximately a minute if the annular
curve has already been created, and several minutes without the
guidance of an annular curve.

The inter-user and intra-user reproducibility of manual
TV segmentation was assessed using images from ten HLHS
subjects. To determine inter-user variability, two different expert
segmenters (HN, PD) manually segmented the same 10 TVs.
To assess intra-user variability, one expert segmenter (HN)
segmented the same 10 TVs two times with at least one month
between the first and the second segmentation process. The
resulting segmentations were compared using the Dice Similarity
Coefficient (DSC) and the Mean Boundary Distance (MBD), as
described in the Evaluation Metrics section below.

Data Preprocessing
As a result of differences in patient age and size, the 3DE
images vary in physical voxel spacing (X: 0.21–1.02mm, Y: 0.21–
1.29mm, Z: 0.13–0.78mm) and image volume dimension (X:
112–288, Y: 112–304, Z: 208). Philips’s Qlab software exports
all volumes with the same extent of 208 voxels in Z-dimension
and no resampling or resizing was applied during import to 3D
Slicer. As such, we applied fully automatic image resampling and
reorientation in preparation for training the FCN.

Considering the TV leaflets’ thin structure, we performed
isotropic resampling with a maximum voxel spacing of 0.25mm
while enforcing a minimum leaflet segmentation height of 6
voxels. We did so to allow sufficient spatial fidelity to represent
the valve leaflets, even in the setting of transformations and
resampling. If the minimum leaflet segmentation height was not
met, voxel spacing was decreased accordingly. Forty three of 133
training images (32%) had a pixel spacing <0.25. In our testing
datasets, twelve out of 28 images (43%) had a pixel spacing <

0.25. Finally, a standard orientation was applied to each dataset
using the user-defined A and L landmarks and the center point
of all APSL landmarks to place it inside a region of interest (ROI)
with the dimensions 224×224× 224 (Figure 2).

Some of the experiments used the annular curve model, the
commissural landmarks, or both as additional FCN inputs. For
these experiments, the standard orientation was also applied
to the annular curve model and the commissural landmarks,
which were exported alongside the corresponding TV leaflet
segmentations. When needed, additional frames were exported
from the 3DE image sequences, as presented in the Input Frames
section below.

All ground truth leaflet segmentations were visually quality
checked for mislabeled leaflets by two users by plotting
multiple slices of the exported segmentations providing
information about a) the orientation of the valve (incorrect
orientation could indicate wrong landmark placement)
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FIGURE 1 | Manual segmentation and annotation of the tricuspid annulus and leaflets. (A) Apical 4-chamber view of 3D TTE MS frame showing the posterior (green)

and septal (blue) leaflet; (B) Apical 2-chamber view of 3D TTE MS frame showing the anterior (red) and septal (blue) leaflet. (C) Ventricular view of 3D TTE MS frame

with all three leaflets, the annular curve (light blue), and the quadrant landmarks (yellow): anterior (A), posterior (P), septal (S), and lateral (L). (D) 3D model of the

segmented TV and the annular curve with APSL quadrant landmarks (yellow) and commissural landmarks (orange): anterior-septal commissure (ASC), posterior-septal

commissure (PSC), and anterior-posterior commissure (APC). A heart avatar (red = left heart and aorta, blue = right heart, inferior and superior vena cava) is also

provided for orientation of the echocardiographic views.

and b) the correct label assignment. If any mismatch was
identified, it was corrected. Finally, all ground truth leaflet
segmentations were automatically checked for multiple islands
using the Insight Segmentation and Registration Toolkit
(ITK) (33) ConnectedComponentImageFilter. Only the largest
island was kept. Furthermore, any holes were filled using the
ITK VotingBinaryIterativeHoleFillingImageFilter.

Evaluation Metrics
We used twometrics to compare the ground truth segmentations
to the FCN-predicted segmentations: the Dice Similarity
Coefficient (DSC) (34) and the Mean Boundary Distance (MBD)
(35). The DSC coefficient can be used to quantify the overlap
of two segmentations (P and Q), where DSC = 1 indicates the
segmentations are identical. The DSC is defined as follows:
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FIGURE 2 | Registration and placement of the segmented TV leaflets inside a predefined Region of Interest (ROI). (A, B) 3D model of the segmented TV in the

preprocessed data’s valve coordinate system, created from the A and L landmarks and the APSL centerpoint. (C–E) Orthogonal 2D slices through the preprocessed

data.

DSC (P,Q) =
2 |P ∩ Q|

|P| + |Q|
.

Note that the DSC is very sensitive to segmentation errors for thin
structures such as the TV leaflets.

The MBD is the average of bi-directional distances measured
between the two segmentations (represented as surface meshes).
The MBD is defined as follows:

MBD =
1

2

(

d (P,Q) + d (Q, P)
)

,

where d(P,Q) measures the mean Euclidean distance between
vertex points in P and their closest corresponding vertices in Q.

We report DSC and MBD scores for (a) each of the three TV
leaflets individually, (b) the average of the three TV leaflets, and
(c) the valve segmentation as a single label (i.e., the individual
leaflets merged into a single segmentation to allow comparison
to prior published reports).

Fully Convolutional Neural Network
Architecture
We adopted the V-Net architecture introduced in (34), which
was inspired by the U-Net (36). Modifications were added,
as shown in Figure 3. The number of FCN input channels
ranged between 1 and 15, and always included the MS
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FIGURE 3 | V-Net Model, modified from (34). The model input includes one channel for the MS frame and additional channels with the same dimensions for any other

inputs (e.g., the annulus SDM). On the right-hand side, example 3D segmentations predicted by the FCN are displayed from the atrial view.

frame. While passing through the FCN, the number of
learned filters doubled at each stage, and the dimensionality
is halved, expanding the receptive field. Lastly, pixel-wise
probabilities were computed by applying the softmax activation
function (37) on the four-channel logits output of the FCN
(three leaflets + background). We used rectified linear unit
(ReLU) non-linearities instead of the Parametric ReLU (PReLU)
used by the original V-Net architecture. The use of ReLU
in preliminary experiments resulted in a better outcome.
In order to capture the structural features of the TV, the
convolution kernel size was reduced to 3 × 3 × 3 instead
of 5× 5× 5.

Comparison of Alternative FCN
Configurations
We evaluated the utility of several different FCN input
configurations when segmenting the three individual tricuspid
valve leaflets in the MS frame. A summary is shown
in Figure 4.

Input Frames
Our 3DE volume sequences contained a variable number of
frames (12 to 151 frames per sequence). To assess the potential
benefit of usingmultiple 3DE input frames on the FCN’s ability to

segment the targeted MS frame, we evaluated the following four
input configurations:

• For the Single-Phase approach, only the targeted MS frame
was used as the FCN input.

• The Two-Phase approach introduced the mid-diastolic (MD)
frame in addition to the MS frame. Providing a diastolic frame
(in which the TV is open) may introduce visual information
not present in the MS frame to separate the valve leaflets.

• The Four-Phase approach added the end-systolic (ES) and
end-diastolic (ED) frames, resulting in four frames (ES, ED,
MS, MD) as FCN inputs.

• The Consecutive Systolic Phases (CSP) approach introduced
the ten frames surrounding the MS frame in addition to the
MS frame. The MS frame and five adjacent frames before
and five adjacent frames after the MS frame were provided to
the FCN. Introducing consecutive frames could provide more
information regarding valve opening and closing.

Annular Curve Input
We investigated the benefit of adding a representation of the
TV annular curve as an additional FCN input. The annulus
segmentation mask was converted into a signed distance
map (SDM), which could be used as an additional input
channel. At each voxel, SDMs store the distance to the nearest
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FIGURE 4 | Summary of the FCN Input Variants. Each 3DE input (Single-Phase, Two-Phase, Four-Phase, and CSP) was performed with eight permutations created by

the optional addition of the resampling, annular curve input, and commissural landmarks input, as depicted in the binary combination of circles (unfilled: no; filled: yes).

boundary voxel, thus embedding shape information into a high-
dimensional space (29).

Commissural Landmarks Input
Next, we investigated the effect of adding the commissural
landmarks (ASC, APC, PSC) as additional FCN input channels.
We converted all landmark coordinates into discrete spherical
segmentations, each of which was converted into an SDM, as
in the annular curve segmentation, resulting in three additional
FCN input channels.

Resampling
Lastly, we investigated the effect of resampling the FCN input
data on the segmentation outcome. To this end, we trained
each of the aforementioned FCN input configurations a) after
enforcing a maximum voxel spacing and a minimum leaflet
segmentation height, as described in the Data Preprocessing
section above, and b) after keeping the original voxel spacing.
In both cases, the 3DE volume frames were oriented and placed
inside the predefined ROI.

Data Augmentation
Geometric and intensity-based data augmentation, including
random affine transformation, random contrast adjustment, and
histogram clipping, was performed during model training. The
random affine transformations were uniformly distributed and
included rotation on any axis in range [−30, +30] degrees,
translation in range [−50, 50] voxels, and scaling in range
[−0.3, 0.3]. Random contrast adjustment was applied in range
[−0.3, 0.3] and histogram clipping was applied at the 2nd and
99th percentile. An execution probability of 50% was used for
random affine transformation, random contrast adjustment, and
histogram clipping. Finally, intensity normalization was applied
to the input 3DE images and any input SDMs (annular curve
and/or commissural landmarks) so that all input voxels were in

the range [0, 1]. We did not use elastic deformations in data
augmentation as initial experiments showed no benefit.

Learning
FCN model parameters can be learned by minimizing the
empirical expected negative log-likelihood over a training dataset
of images with corresponding ground truth segmentations.
Often, semantic segmentation approaches only use the Soft Dice
loss (34), but for thin structures like TV in 3DE images, the
Soft Dice alone did not achieve satisfactory segmentation results.
The assumption that the label of each voxel is conditionally
independent of all other voxel labels, given the input image,
leads to the conventional voxel-wise cross-entropy loss. Building
upon this, we found the best results by using a loss term that
is a weighted sum between a Soft Dice loss and a cross-entropy
loss with spatially varying weights. We added spatially varying
weights to the voxel-wise cross-entropy loss to more strongly
penalize errors at voxels near the ground truth segmentation
boundary, so that segmentations better snap to the borders
(36, 38). In this loss, each voxel has a different weight, which can
be computed as a sum between two terms: a class rebalancing
weight (inverse label frequencies computed from the training
segmentations, which are then normalized to sum to one) and
a border weight (a constant boundary weight value ω0 for voxels
which are less than d0 voxels from the ground truth segmentation
boundary, and zero otherwise).

Implementation Details
All methods were implemented in Python 3.7.6 using PyTorch
1.4. The NVIDIA apex library for mixed-precision training
was used to speed up the training process. Model training
was executed on a machine with an Intel 9940X processor
simultaneously utilizing two NVIDIA Quadro RTX 8000 GPUs
running CUDA 10.2 and cuDNN 7.6.5.

The final loss used for training was the weighted sum of the
Soft Dice loss (34) with a weight of 1, and the earlier introduced
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cross-entropy loss with a weight of 0.02. We found that a higher
impact factor of the boundary loss during training did not
improve training results. The reason for this could be a missing
basic structure in early epochs in which the boundary-aware
loss results in a higher loss score. The parameters of the cross-
entropy loss were ω0 = 50 and d0 = 3. Preliminary experiments
showed that class rebalancing weights in the loss functions did
not improve prediction results. For model optimization, the
RAdam optimizer (39) was used which can be used for a broader
range of learning rates still leading to a similar performance.
We ran some preliminary testing on hyperparameters and found
that a learning rate α = 0.02 was optimal. In addition, for
suppression of model overfitting, we assigned a weight decay
of 1e-05. All aforementioned parameters were chosen based on
preliminary experiments.

The batch size varied depending on the FCN input
configuration between 2 and 8. We used a learning rate scheduler
that halves the learning rate after a given number of epochs
(n = 3) have elapsed without any validation performance
improvement. At training initialization, ten percent of the
training datasets were reserved for validation purposes. The
training process was stopped if validation performance did not
improve for 30 epochs, up to a maximum of 200 epochs.

Inference used the same inputs that were used during model
training. Lastly, inference results were post-processed using the
ITK ConnectedComponentImageFilter to keep only the largest
connected component for every leaflet segmentation.

Comparison FCN Configuration and
Statistical Analysis
We report the best performing FCN input configurations across
individual user input groups (images only, annular curve,
commissural landmarks, and the combination of annular curve
and commissural landmarks). Every group includes a total of
8 FCN input configurations with different image frame inputs
and with or without resampling. Within a group, each FCN was
ranked based on its average leaflet MBD across individual images
(n = 28 in all stages of repair combined) with the best FCN
variant having the rank of 1 and the worst having the rank of
8. The best performing (lowest average individual leaflet MBD)
FCN input configuration had the highest rank on average across
all images within its group. All ranking results can be found in
Supplementary Tables S17–S36.

We visualized our data and applied the Shapiro-Wilk test for
normality on pairwise differences between different groups and
found that our data was not normally distributed. Accordingly,
we used the Wilcoxon signed-rank test for the pairwise statistical
comparison of the differences in MBD and DSC across all
permutations of the best FCN input configurations. Data is
presented as median [IQR]. The test for normality and statistical
analysis was done using the SciPy Python library 1.5.0.

RESULTS

The segmentation accuracy for all the FCN input configurations
on the 28 unseen test images with all stages of repair

combined is pictured in Figure 5 for DSC and Figure 6 for
MBD and listed quantitatively in Tables 1–4. Additionally,
the segmentation accuracy at individual stages of repair
(pre-stage 1, post-stage 1, post-stage 2, post-stage 3) is
pictured in Supplementary Figures S1–S4 for DSC and
Supplementary Figures S5–S8 forMBD and listed quantitatively
in Supplementary Tables S1–S16.

FCN Segmentation Using Input Frames
Only
For all stages combined, when the images alone were provided,
the consecutive systolic phases (CSP) FCN input configuration
without resampling had the highest rank with the lowest MBD
on average (Table 1). However, the highest rank FCN varied
across images of patients at various stages of repair. For post
stage 3 images, the highest ranked FCN was the same as for the
whole population as noted above. However, at post-stage 1 and
post-stage 2, the CSP FCN variant with resampling performed
superiorly across the whole group. At pre-stage 1, the Two-Phase
FCN variant ranked best. Across all user input groups, the best
performing FCN variants of post-stage 3 repair and all stages of
repair combined were the only FCN variants performing superior
without resampling.

FCN Segmentation Using the Annular
Curve
After adding the annular curve as an input, for all stages
combined and individual stages (post-repair 1, post-repair 2), the
CSP FCN input configuration with resampling had the highest
rank with the highest DSC and lowest MBD on average. For
pre-stage 1 and post-stage 3, the Two-Phase FCN variant ranked
highest (Table 2).

FCN Segmentation Using the Commissural
Landmarks
When the commissural landmarks formed the only auxiliary
inputs, for all stages combined and individual stages (pre-stage
1, post-stage 1), the Single-Phase FCN input configuration with
resampling had the highest rank with the lowest MBD on average
(Table 3). For post-stage 2 repair and post-stage 3 repair, the
Two-Phase FCN variant and the CSP FCN variant, respectively,
ranked highest.

FCN Segmentation Using the Annular
Curve and Commissural Landmarks
When the annular curve and commissural landmarks combined
were used, for all stages combined and individual stages (post-
stage 1, post-stage 2) the CSP FCN input configuration with
resampling had the highest rank with the lowest MBD on average
(Table 4). For pre-stage 1 and post-stage 3, the Single-Phase FCN
variant ranked highest.

Comparison of FCN Inference Results to
Reproducibility of Manual Segmentation
Table 5 compares FCN segmentation accuracy metrics for the
best input configurations to each other and to those of expert
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FIGURE 5 | Dice Similarity Coefficient (DSC) for all stages combined for all Input Frame Combinations (Single-Phase, Two-Phase, Four-Phase and CSP) and all Binary

Combinations of the Annular Curve Input (Ann), Commissural Landmarks Input (Com) and Resampling (Res). FCN input configurations using more inputs performed

better than those with fewer inputs. The number of 3DE input frames suggested a less clear pattern, where more input frames did not necessarily improve the FCN

output segmentations. The number of input frames did not yield a large effect on the FCN segmentations compared to the introduction of other auxiliary FCN inputs

and the inclusion of resampling. Segmentation accuracy is presented for individual leaflets (anterior, posterior, septal) and the individual leaflet average. The boxes

represent median DSC with IQR. The whiskers present 1.5*IQR past the low and high quartiles. The diamonds indicate outliers.

human segmenters. In particular, the FCN using the annular
curve and commissural landmarks as inputs was superior to
the same expert segmenter repeating a given segmentation on
average. When using the annulus only or the commissures
only, the FCN performed nearly equivalently to the same expert
segmenter repeating a given segmentation, and superiorly to the
difference between two experts segmenting the same image. FCN
input of images alone resulted in a somewhat lower DSC and
greater MBD than the measurements of inter- and intra-rater
variability.

Comparison of FCN
The median DSC, median MBD, and corresponding p-values
for merged leaflets and averages across individual leaflets
are shown in Tables 6, 7, respectively. These values are
provided for individual stages of repair and for all stages of
repair combined.

For the merged leaflets, at all stages combined, significant
differences (p < 0.05) could be found in almost all pairwise
comparisons of the best ranked FCN variants. Notably, no
significant difference could be found in DSC and MBD
between annular curve input and the combined inputs of

annular curve and commissural landmarks. Similarly, in
individual stages, no significant difference could be found
in DSC and MBD (except post-stage 2 repair) between
annular curve input and the combined inputs of annular
curve and commissural landmarks. Furthermore, no significant
difference could be found for MBD and/or DSC between
using images only and the input of commissural landmarks.
At post-stage 1, the merged leaflets showed no significant
difference for DSC between the input of annular curve and
commissural landmarks.

For the individual leaflet averages in all stages combined,
almost all pairwise comparisons showed significant differences.
However, no significant difference could be found in DSC when
comparing annular curve only input and commissural landmarks
only input. In individual stages of repair, no significant difference
could be found for DSC and MBD (pre-stage 1, post-stage 1,
and post-stage 2) when comparing annular curve only input and
commissural landmarks only input. In addition, no significant
difference in DSC (post-stage 1 and post-stage 2) andMBD (post-
stage 2 and post-stage 3) could be found between using images
only and the annular curve input only. Finally, at post-stage 2
repair, no significant difference could be found for DSC between
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FIGURE 6 | Mean Boundary Distance (MBD) for all stages combined for all Input Frame Combinations (Single-Phase, Two-Phase, Four-Phase and CSP) and all Binary

Combinations of the Annular Curve Input (Ann), Commissural Landmarks Input (Com) and Resampling (Res). Segmentation accuracy is presented for individual

leaflets (anterior, posterior, septal) and the individual leaflet average. The boxes represent median MBD with IQR. The whiskers present 1.5*IQR past the low and high

quartiles. The diamonds indicate outliers.

TABLE 1 | Inference Results with Input Image(s) Only across all stages of repair.

Cropped, oriented, resampled Cropped, oriented, NOT resampled

Single-Phase Two-Phase Four-Phase CSP Single-Phase Two-Phase Four–Phase CSP

D
S
C

Anterior 0.71[0.63–0.75] 0.72[0.68–0.77] 0.73[0.68–0.78] 0.74[0.69–0.79] 0.72[0.66–0.76] 0.73[0.67–0.78] 0.74[0.68–0.77] 0.73[0.66–0.78]

Posterior 0.63[0.58–0.73] 0.66[0.61–0.73] 0.66[0.58–0.72] 0.69[0.65–0.76] 0.66[0.55–0.71] 0.67[0.57–0.72] 0.65[0.6–0.71] 0.64[0.57–0.71]

Septal 0.65[0.55–0.69] 0.67[0.57–0.71] 0.64[0.55–0.73] 0.69[0.58–0.75] 0.64[0.54–0.7] 0.67[0.58–0.71] 0.65[0.53–0.72] 0.68[0.53–0.72]

Merged 0.75[0.7–0.78] 0.77[0.73–0.8] 0.76[0.73–0.8] 0.77[0.72–0.81] 0.74[0.7–0.79] 0.77[0.73–0.81] 0.76[0.71–0.81] 0.76[0.71–0.8]

Average 0.64[0.61–0.7] 0.68[0.64–0.72] 0.67[0.63–0.72] 0.7[0.67–0.74] 0.65[0.61–0.7] 0.67[0.64–0.75] 0.68[0.63–0.73] 0.67[0.61–0.72]

M
B
D

Anterior 1.03[0.6–1.31] 0.92[0.55–1.36] 0.97[0.58–1.22] 0.85[0.49–1.15] 0.91[0.61–1.41] 0.95[0.55–1.49] 0.81[0.56–1.33] 0.96[0.53–1.26]

Posterior 0.72[0.55–0.97] 0.73[0.53–1.2] 0.72[0.53–1.03] 0.74[0.55–1.04] 0.81[0.53–1] 0.77[0.54–1.18] 0.88[0.61–1.04] 0.66[0.56–0.99]

Septal 0.79[0.64–1.01] 0.79[0.59–0.99] 0.8[0.63–0.99] 0.65[0.52–0.93] 0.88[0.66–1.28] 0.79[0.55–1.01] 0.75[0.57–0.98] 0.73[0.59–0.87]

Merged 0.67[0.56–0.82] 0.6[0.46–0.69] 0.62[0.52–0.81] 0.59[0.47–0.79] 0.72[0.58–1.09] 0.66[0.49–0.88] 0.65[0.49–0.9] 0.61[0.5–0.79]

Average 0.81[0.66–1.19] 0.84[0.64–1.14] 0.83[0.65–1.01] 0.75[0.61–1.14] 0.82[0.68–1.24] 0.81[0.56–1.27] 0.81[0.71–1.09] 0.78[0.6–1.12]

DSC and MBD measurements are presented for individual leaflets (anterior, posterior, septal), merged leaflets and average across individual leaflets. The columns represent different

image frame inputs with and without resampling. The column of the best ranked FCN input configuration in bold. Metric values are displayed as median [IQR].

using images only and the input of commissural landmarks
only. In all individual stages of repair (except post-stage 1)
the commissural landmarks alongside with the annular curve
performed superiorly compared to the annular curve alone or the
commissural landmarks alone.

Generally, for both the merged leaflets and the individual
leaflet averages, the annular curve input alone performed
superiorly to the input of commissural landmarks alone. Also,
additional user inputs always resulted in a higher DSC and a
lower MBD. See Tables 6, 7 for more details.
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TABLE 2 | Inference Results Using Annular Curve Input across all stages of repair.

Cropped, oriented, resampled Cropped, oriented, NOT resampled

Single-Phase Two-Phase Four-Phase CSP Single-Phase Two-Phase Four–Phase CSP

D
S
C

Anterior 0.79[0.74–0.82] 0.79[0.76–0.81] 0.79[0.75–0.81] 0.79[0.75–0.82] 0.74[0.71–0.79] 0.77[0.72–0.8] 0.75[0.72–0.79] 0.74[0.72–0.77]

Posterior 0.74[0.72–0.79] 0.74[0.68–0.79] 0.74[0.7–0.78] 0.75[0.73–0.8] 0.7[0.65–0.76] 0.74[0.69–0.76] 0.7[0.67–0.76] 0.7[0.64–0.74]

Septal 0.75[0.68–0.82] 0.76[0.7–0.82] 0.74[0.66–0.8] 0.77[0.7–0.82] 0.68[0.58–0.72] 0.73[0.65–0.79] 0.69[0.63–0.75] 0.7[0.63–0.74]

Merged 0.86[0.8–0.87] 0.85[0.8–0.88] 0.84[0.8–0.86] 0.86[0.81–0.88] 0.81[0.77–0.83] 0.83[0.8–0.85] 0.81[0.77–0.84] 0.8[0.74–0.82]

Average 0.76[0.7–0.81] 0.75[0.72–0.8] 0.75[0.71–0.78] 0.77[0.73–0.81] 0.7[0.66–0.74] 0.75[0.69–0.77] 0.7[0.68–0.76] 0.71[0.67–0.74]

M
B
D

Anterior 0.77[0.46–1.01] 0.7[0.4–0.96] 0.64[0.44–0.93] 0.63[0.48–0.89] 0.75[0.61–1.25] 0.7[0.45–1.21] 0.83[0.58–1.2] 0.78[0.64–1.09]

Posterior 0.59[0.46–0.8] 0.47[0.4–0.67] 0.59[0.45–0.74] 0.5[0.38–0.63] 0.68[0.54–0.77] 0.63[0.49–0.9] 0.59[0.47–1.04] 0.6[0.48–0.99]

Septal 0.58[0.43–0.77] 0.57[0.38–0.73] 0.56[0.44–0.71] 0.46[0.36–0.73] 0.8[0.65–1] 0.63[0.44–0.89] 0.63[0.47–1] 0.74[0.57–1]

Merged 0.34[0.26–0.39] 0.33[0.24–0.39] 0.38[0.29–0.44] 0.35[0.23–0.4] 0.48[0.38–0.58] 0.49[0.38–0.62] 0.44[0.28–0.57] 0.55[0.46–0.68]

Average 0.62[0.53–0.79] 0.55[0.46–0.86] 0.61[0.51–0.86] 0.6[0.44–0.74] 0.78[0.65–0.97] 0.7[0.53–0.86] 0.72[0.57–0.95] 0.71[0.62–0.89]

DSC and MBD measurements are presented for individual leaflets (anterior, posterior, septal), merged leaflets and average across individual leaflets. The columns represent different

image frame inputs with and without resampling. The column of the best ranked FCN input configuration in bold. Metric values are displayed as median [IQR].

TABLE 3 | Inference Results Using the Commissural Landmarks across all stages of repair.

Cropped, oriented, resampled Cropped, oriented, NOT resampled

Single-Phase Two-Phase Four-Phase CSP Single-Phase Two-Phase Four–Phase CSP

D
S
C

Anterior 0.81[0.76–0.83] 0.8[0.74–0.82] 0.76[0.72–0.8] 0.79[0.73–0.82] 0.77[0.73–0.81] 0.75[0.7–0.79] 0.77[0.71–0.79] 0.76[0.7–0.8]

Posterior 0.77[0.71–0.8] 0.75[0.71–0.78] 0.74[0.68–0.77] 0.76[0.71–0.78] 0.73[0.67–0.78] 0.72[0.65–0.76] 0.7[0.68–0.75] 0.73[0.66–0.75]

Septal 0.76[0.65–0.81] 0.74[0.62–0.78] 0.73[0.58–0.77] 0.76[0.66–0.8] 0.73[0.59–0.77] 0.7[0.56–0.74] 0.7[0.61–0.75] 0.71[0.61–0.75]

Merged 0.82[0.75–0.84] 0.81[0.75–0.83] 0.8[0.74–0.83] 0.81[0.77–0.84] 0.8[0.75–0.83] 0.78[0.74–0.81] 0.79[0.73–0.82] 0.79[0.73–0.81]

Average 0.78[0.68–0.81] 0.76[0.7–0.79] 0.72[0.68–0.78] 0.76[0.7–0.8] 0.75[0.66–0.78] 0.71[0.65–0.76] 0.72[0.66–0.76] 0.73[0.66–0.76]

M
B
D

Anterior 0.48[0.34–0.67] 0.56[0.36–0.74] 0.6[0.46–0.94] 0.53[0.37–0.73] 0.67[0.42–0.8] 0.79[0.59–1.29] 0.6[0.46–1] 0.72[0.48–0.97]

Posterior 0.45[0.35–0.57] 0.43[0.36–0.61] 0.46[0.38–0.68] 0.41[0.31–0.58] 0.55[0.46–0.63] 0.67[0.48–0.93] 0.62[0.43–0.84] 0.63[0.49–0.83]

Septal 0.51[0.37–0.67] 0.57[0.46–0.74] 0.63[0.45–0.82] 0.53[0.45–0.59] 0.61[0.49–0.77] 0.68[0.57–0.96] 0.59[0.47–0.79] 0.75[0.55–0.9]

Merged 0.49[0.4–0.63] 0.5[0.41–0.61] 0.46[0.39–0.66] 0.47[0.37–0.65] 0.59[0.45–0.81] 0.65[0.46–0.91] 0.58[0.49–0.8] 0.6[0.48–0.84]

Average 0.52[0.36–0.63] 0.56[0.4–0.63] 0.61[0.46–0.75] 0.54[0.42–0.69] 0.64[0.46–0.81] 0.77[0.58–1.05] 0.65[0.48–0.9] 0.71[0.52–0.93]

DSC and MBD measurements are presented for individual leaflets (anterior, posterior, septal), merged leaflets and average across individual leaflets. The columns represent different

image frame inputs with and without resampling. The column of the best ranked FCN input configuration in bold. Metric values are displayed as median [IQR].

TABLE 4 | Inference results using annular curve input and commissural landmarks across all stages of repair.

Cropped, oriented, resampled Cropped, oriented, NOT resampled

Single-Phase Two-Phase Four-Phase CSP Single-Phase Two-Phase Four–Phase CSP

D
S
C

Anterior 0.82[0.76–0.85] 0.81[0.78–0.84] 0.83[0.78–0.85] 0.84[0.77–0.86] 0.8[0.74–0.82] 0.81[0.75–0.84] 0.78[0.75–0.8] 0.81[0.76–0.84]

Posterior 0.8[0.74–0.83] 0.78[0.73–0.82] 0.8[0.76–0.83] 0.8[0.74–0.83] 0.77[0.72–0.79] 0.79[0.72–0.83] 0.76[0.71–0.8] 0.77[0.73–0.8]

Septal 0.82[0.73–0.85] 0.77[0.71–0.82] 0.79[0.72–0.84] 0.82[0.76–0.85] 0.73[0.64–0.82] 0.79[0.71–0.83] 0.74[0.69–0.8] 0.79[0.72–0.83]

Merged 0.86[0.81–0.88] 0.85[0.8–0.87] 0.86[0.81–0.87] 0.85[0.82–0.88] 0.83[0.79–0.86] 0.84[0.79–0.87] 0.82[0.79–0.85] 0.84[0.8–0.86]

Average 0.82[0.74–0.84] 0.79[0.74–0.83] 0.81[0.73–0.84] 0.81[0.75–0.84] 0.76[0.69–0.81] 0.79[0.71–0.83] 0.76[0.7–0.8] 0.79[0.71–0.82]

M
B
D

Anterior 0.38[0.29–0.48] 0.42[0.3–0.48] 0.39[0.28–0.51] 0.36[0.27–0.51] 0.5[0.46–0.72] 0.54[0.41–0.61] 0.47[0.42–0.68] 0.51[0.38–0.61]

Posterior 0.37[0.28–0.43] 0.4[0.28–0.49] 0.35[0.28–0.44] 0.37[0.31–0.4] 0.52[0.45–0.58] 0.45[0.27–0.59] 0.53[0.43–0.6] 0.44[0.39–0.62]

Septal 0.34[0.26–0.48] 0.41[0.3–0.51] 0.41[0.23–0.51] 0.37[0.26–0.48] 0.57[0.43–0.73] 0.49[0.34–0.6] 0.51[0.39–0.79] 0.52[0.3–0.64]

Merged 0.34[0.25–0.4] 0.36[0.24–0.42] 0.35[0.21–0.4] 0.33[0.26–0.4] 0.47[0.34–0.55] 0.43[0.29–0.64] 0.44[0.35–0.56] 0.43[0.31–0.5]

Average 0.38[0.28–0.46] 0.42[0.3–0.5] 0.4[0.3–0.46] 0.38[0.3–0.46] 0.56[0.44–0.69] 0.51[0.37–0.59] 0.56[0.39–0.65] 0.5[0.38–0.62]

DSC and MBD measurements are presented for individual leaflets (anterior, posterior, septal), merged leaflets and average across individual leaflets. The columns represent different

image frame inputs with and without resampling. The column of the best ranked FCN input configuration in bold. Metric values are displayed as median [IQR].
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TABLE 5 | Comparison of the best ranked inference results across all stages of repair to expert segmentation.

Input Config FCN Expert

Images Only Annulus Commissures Annulus + Commissures Inter–User Intra–User

Input Frames CSP CSP Single-Phase CSP

Resampling No Yes Yes Yes N/A N/A

D
S
C

Anterior 0.73[0.66–0.78] 0.79[0.75–0.82] 0.81[0.76–0.83] 0.84[0.77–0.86] 0.78[0.75–0.8] 0.84[0.83–0.86]

Posterior 0.64[0.57–0.71] 0.75[0.73–0.8] 0.77[0.71–0.8] 0.8[0.74–0.83] 0.73[0.69–0.76] 0.77[0.71–0.8]

Septal 0.68[0.53–0.72] 0.77[0.7–0.82] 0.76[0.65–0.81] 0.82[0.76–0.85] 0.72[0.68–0.78] 0.84[0.79–0.85]

Merged 0.76[0.71–0.8] 0.86[0.81–0.88] 0.82[0.75–0.84] 0.85[0.82–0.88] 0.81[0.79–0.84] 0.87[0.85–0.87]

Average 0.67[0.61–0.72] 0.77[0.73–0.81] 0.78[0.68–0.81] 0.81[0.75–0.84] 0.74[0.7–0.78] 0.82[0.79–0.83]

M
B
D

Anterior 0.96[0.53–1.26] 0.63[0.48–0.89] 0.48[0.34–0.67] 0.36[0.27–0.51] 0.83[0.52–1.05] 0.49[0.38–0.54]

Posterior 0.66[0.56–0.99] 0.5[0.38–0.63] 0.45[0.35–0.57] 0.37[0.31–0.4] 0.93[0.82–1.17] 0.59[0.46–0.7]

Septal 0.73[0.59–0.87] 0.46[0.36–0.73] 0.51[0.37–0.67] 0.37[0.26–0.48] 0.92[0.64–0.97] 0.62[0.41–1.07]

Merged 0.61[0.5–0.79] 0.35[0.23–0.4] 0.49[0.4–0.63] 0.33[0.26–0.4] 0.88[0.63–1.03] 0.39[0.32–0.49]

Average 0.78[0.6–1.12] 0.6[0.44–0.74] 0.52[0.36–0.63] 0.38[0.3–0.46] 0.92[0.77–0.96] 0.55[0.46–0.69]

DSC and MBD measurements are presented for individual leaflets (anterior, posterior, septal), merged leaflets and average across individual leaflets. All metric values are displayed as

median [IQR]. The best ranked FCN input configuration across individual user input groups are displayed on the left and the expert segmenter results (inter-user and intra-user) are shown

on the right. For individual leaflet averages, with providing more user input, the FCN results gradually improve. When providing the annulus contour, the FCN performs superior to the

inter–user and is on par with the intra-user segmentation results. When providing the annulus contour and commissural landmarks combined, the FCN outperforms expert segmentation.

Examples of FCN Inference
Example segmentations produced by FCN inference at the 95th,
75th, 50th, 25th, and 5th percentiles for MBD are shown in
Figure 7. High-quality segmentations closely approximated the
leaflet structure, and the overall configuration was correct down
to the 5th percentile. However, in some cases, signal dropout in
the image resulted in the FCN creating a hole in the leaflet, while
the expert segmenter filled the hole due to externally derived
knowledge of the valve function (review of 2D color Doppler
images). The time to run scripted inference on a single dataset
was under 6 seconds on a single GPU and approximately 30
seconds on a single CPU.

DISCUSSION

TV failure remains a critical factor in both the quality of
life and survival of patients with HLHS (1). Rapid, accurate
creation of valve models remains a roadblock to the application
of quantitative modeling and simulation of the tricuspid valve
in children with HLHS (6, 14, 16, 17). To the best of our
knowledge, this is the first description of a DL-based approach
to the segmentation of TV leaflets from 3DE, and to the
segmentation of valves in children with congenital heart disease.
Our work indicates that FCN-based segmentation may increase
the clinical feasibility of 3DE-derived patient-specific modeling
and quantification in HLHS and other challenging populations
with both congenital and acquired valve disease.

Previous work on the segmentation of valve leaflets in 3DE
has focused on TEE 3DE images of the mitral valve in adult
patients (40–45). In particular, Pouch et al. demonstrated mitral
valve segmentation by combining multi-atlas techniques with
deformable models in both semi-automatic (18, 40) and fully-
automatic workflows (41). Notably, the TEE probe’s proximity to
the mitral valve and excellent acoustic windows typically results

in higher quality (higher signal to noise) than those acquired by
TTE. However, at present, there is no 3D TEE probe suitable for
children less than 20 kg. Therefore, TTE is often used to generate
3DE images in pediatric cases. Transthoracic images have the
additional benefit of being able to be acquired without sedation
as part of routine clinical evaluations in children and adults.
However, children are often mobile during exams which makes
it more challenging to acquire high quality images. Children are
also less likely to cooperate for high temporal resolution, EKG-
gated, breath held acquisitions. These factors may contribute
to decreased image quality (decreased signal to noise, increased
artifact) in TTE images relative to TEE images. Given the
difficulty of the problem, there is relatively little experience
in the literature concerning segmentation of individual valve
leaflets from TTE, particularly in children and congenital heart
disease (16).

Segmentation of individual valve leaflets from 3DE in general
is also challenging due to relatively low contrast between the
leaflets and blood and the lack of a clear boundary of the
valve periphery (annulus) with the surrounding heart. Especially
challenging is the identification of all three individual leaflet
boundaries (anterior, posterior, and septal) in systole (valve
closed; leaflets apposed). As a result, the majority of existing
studies of the TV in HLHS have quantified the valve leaflets as
a single merged unit which does not clearly evaluate the ability
to separate individual leaflets (12, 13). Pouch et al. evaluated a
semi-automated atlas and deformable model-based framework
for the segmentation of TTE images of the TV in a handful of
pediatric patients with HLHS (19). Notably, this previous work
only describes the MBD for the merged leaflet structure, and
not the individual leaflets. As such, the merged MBD metric
forms the only basis for comparison between these studies and
our current study. This comparison is provided in Table 8. For
TV segmentation in HLHS subjects, Pouch et al. demonstrated
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TABLE 6 | Median DSC and Median MBD of merged leaflets, and p values for two–sided non–parametric Wilcoxon signed–rank test at individual stages and all stages

combined.

FCN Configuration A FCN Configuration B Med. DSC A Med. DSC B p Value Med. MBD A Med. MBD B p Value

P
re
–S

ta
g
e
1

(Two-Phase) Im-Only-Res (Two-Phase) Ann-Res 0.80 [0.77–0.81] 0.88 [0.87–0.89] 0.02* 0.44 [0.41–0.47] 0.19 [0.17–0.23] 0.02*

(Two-Phase) Im-Only-Res (Single-Phase) Com-Res 0.80 [0.77–0.81] 0.85 [0.84–0.86] 0.02* 0.44 [0.41–0.47] 0.39 [0.27–0.43] 0.22

(Two-Phase) Im-Only-Res (Single-Phase) Ann-Com-Res 0.80 [0.77–0.81] 0.89 [0.87–0.89] 0.02* 0.44 [0.41–0.47] 0.18 [0.16–0.21] 0.02*

(Two-Phase) Ann-Res (Single-Phase) Com-Res 0.88 [0.87–0.89] 0.85 [0.84–0.86] 0.02* 0.19 [0.17–0.23] 0.39 [0.27–0.43] 0.05*

(Two-Phase) Ann-Res (Single-Phase) Ann-Com-Res 0.88 [0.87–0.89] 0.89 [0.87–0.89] 0.94 0.19 [0.17–0.23] 0.18 [0.16–0.21] 0.16

(Single-Phase) Com-Res (Single-Phase) Ann-Com-Res 0.85 [0.84–0.86] 0.89 [0.87–0.89] 0.02* 0.39 [0.27–0.43] 0.18 [0.16–0.21] 0.05*

P
o
st
–S

ta
g
e
1

(CSP) Im-Only-Res (CSP) Ann-Res 0.70 [0.68–0.75] 0.83 [0.78–0.84] 0.03* 0.66 [0.45–0.84] 0.35 [0.26–0.38] 0.02*

(CSP) Im-Only-Res (Single-Phase) Com-Res 0.70 [0.68–0.75] 0.75 [0.74–0.76] 0.03* 0.66 [0.45–0.84] 0.54 [0.45–0.63] 0.08

(CSP) Im-Only-Res (CSP) Ann-Com-Res 0.70 [0.68–0.75] 0.83 [0.76–0.85] 0.02* 0.66 [0.45–0.84] 0.40 [0.33–0.42] 0.02*

(CSP) Ann-Res (Single-Phase) Com-Res 0.83 [0.78–0.84] 0.75 [0.74–0.76] 0.11 0.35 [0.26–0.38] 0.54 [0.45–0.63] 0.05*

(CSP) Ann-Res (CSP) Ann-Com-Res 0.83 [0.78–0.84] 0.83 [0.76–0.85] 0.47 0.35 [0.26–0.38] 0.40 [0.33–0.42] 0.22

(Single-Phase) Com-Res (CSP) Ann-Com-Res 0.75 [0.74–0.76] 0.83 [0.76–0.85] 0.08 0.54 [0.45–0.63] 0.40 [0.33–0.42] 0.08

P
o
st
–S

ta
g
e
2

(CSP) Im-Only-Res (CSP) Ann-Res 0.75 [0.74–0.78] 0.81 [0.77–0.83] 0.02* 0.57 [0.54–0.73] 0.37 [0.36–0.47] 0.03*

(CSP) Im-Only-Res (Two-Phase) Com-Res 0.75 [0.74–0.78] 0.76 [0.75–0.80] 0.08 0.57 [0.54–0.73] 0.54 [0.47–0.57] 0.05*

(CSP) Im-Only-Res (CSP) Ann-Com-Res 0.75 [0.74–0.78] 0.82 [0.79–0.84] 0.02* 0.57 [0.54–0.73] 0.34 [0.33–0.40] 0.02*

(CSP) Ann-Res (Two-Phase) Com-Res 0.81 [0.77–0.83] 0.76 [0.75–0.80] 0.02* 0.37 [0.36–0.47] 0.54 [0.47–0.57] 0.05*

(CSP) Ann-Res (CSP) Ann-Com-Res 0.81 [0.77–0.83] 0.82 [0.79–0.84] 0.11 0.37 [0.36–0.47] 0.34 [0.33–0.40] 0.02*

(Two-Phase) Com-Res (CSP) Ann-Com-Res 0.76 [0.75–0.80] 0.82 [0.79–0.84] 0.02* 0.54 [0.47–0.57] 0.34 [0.33–0.40] 0.03*

P
o
st
–S

ta
g
e
3

(CSP) Im-Only (Two-Phase) Ann-Res 0.80 [0.76–0.82] 0.87 [0.86–0.88] 0.02* 0.61 [0.47–1.37] 0.34 [0.30–0.37] 0.02*

(CSP) Im-Only (CSP) Com-Res 0.80 [0.76–0.82] 0.84 [0.82–0.85] 0.22 0.61 [0.47–1.37] 0.58 [0.47–0.67] 0.38

(CSP) Im-only (Single-Phase) Ann-Com-Res 0.80 [0.76–0.82] 0.88 [0.87–0.88] 0.02* 0.61 [0.47–1.37] 0.33 [0.32–0.37] 0.02*

(Two-Phase) Ann-Res (CSP) Com-Res 0.87 [0.86–0.88] 0.84 [0.82–0.85] 0.02* 0.34 [0.30–0.37] 0.58 [0.47–0.67] 0.03*

(Two-Phase) Ann-Res (Single-Phase) Ann-Com-Res 0.87 [0.86–0.88] 0.88 [0.87–0.88] 0.81 0.34 [0.30–0.37] 0.33 [0.32–0.37] 0.94

(CSP) Com-Res (Single-Phase) Ann-Com-Res 0.84 [0.82–0.85] 0.88 [0.87–0.88] 0.02* 0.58 [0.47–0.67] 0.33 [0.32–0.37] 0.02*

A
ll
S
ta
g
e
s

(CSP) Im-Only (CSP) Ann-Res 0.76 [0.71–0.80] 0.86 [0.81–0.88] <0.001* 0.61 [0.50–0.79] 0.35 [0.23–0.40] <0.001*

(CSP) Im-Only (Single-Phase) Com-Res 0.76 [0.71–0.80] 0.82 [0.75–0.84] <0.001* 0.61 [0.50–0.79] 0.49 [0.40–0.63] 0.004*

(CSP) Im-Only (CSP) Ann-Com-Res 0.76 [0.71–0.80] 0.85 [0.82–0.88] <0.001* 0.61 [0.50–0.79] 0.33 [0.26–0.40] <0.001*

(CSP) Ann-Res (Single-Phase) Com-Res 0.86 [0.81–0.88] 0.82 [0.75–0.84] <0.001* 0.35 [0.23–0.40] 0.49 [0.40–0.63] <0.001*

(CSP) Ann-Res (CSP) Ann-Com-Res 0.86 [0.81–0.88] 0.85 [0.82–0.88] 0.09 0.35 [0.23–0.40] 0.33 [0.26–0.40] 0.49

(Single-Phase) Com-Res (CSP) Ann-Com-Res 0.82 [0.75–0.84] 0.85 [0.82–0.88] <0.001* 0.49 [0.40–0.63] 0.33 [0.26–0.40] <0.001*

The best ranked FCN input configurations across individual user inputs were compared. Different stages are presented along the larger row blocks. Metric values are displayed as

median [IQR]. No additional user inputs (Im-Only), annular curve input (Ann), commissural landmarks input (Com) and resampling (Res). Significant p values (<0.05) marked with an

asteroid (*). Significant differences could be found in almost all pairwise combinations except when comparing the use of input images only with commissural landmarks input only and

when comparing the annular curve input only and the annular curve combined with the commissural landmarks. In addition, for post–stage 1 repair, no significant differences could be

found when comparing annular curve input only with commissural landmarks input only and when comparing commissural landmarks only with the combination of annular curve and

commissural landmarks.

segmentation with an MBD of 0.8 ± 0.2mm relative to the
TV ground truth expert segmentations. Our best current FCN
approach (CSP, annular curve and commissural landmarks, with
resampling) resulted in an average MBD of 0.34 ± 0.11mm
and a median MBD of 0.33 [0.26–0.4] mm, which outperforms
this previously published technique. Furthermore, this FCN
approach achieved ameanMBD of 0.38± 0.13mm and amedian
MBD of 0.38 [0.3–0.46] mm for individual leaflets, as opposed to
the merged valve. Our method also compares favorably to similar
techniques applied to segmentation of the mitral valve from TEE,
which may have benefited from the higher signal to noise typical
of mitral valve TEE images relative to TTE images (Table 3).

There are other meaningful differences between the DL-based
approach and the previously published multi-atlas/deformable
model techniques. The multi-atlas-based approach can create a

segmentation with only a few example atlases, while the DL-
based approach demonstrated here used a much larger number
of segmentations for training. Thus, in the situation where only
a few atlases are available, the multi-atlas-based methods may be
preferable. However, the atlases chosen are typically required to
be highly representative of the valve structure to be segmented or
risk biasing the segmentation.

Both atlas-based and DL-based methods require user
interaction in the form of landmark placement to roughly register
the images and initialize semi-automatic modeling. However,
the semi-automatic atlas-based approach required the placement
of 5 landmarks: an annular septal point, three commissural
landmarks, and a leaflet centerpoint where the three leaflets
come together. In our best DL-based technique, we provided
the annular curve and commissural landmarks to the FCN.
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TABLE 7 | Median DSC and MBD of the average across leaflets, and p values for two–sided non–parametric Wilcoxon signed–rank test at individual stages and all stages

combined.

FCN Configuration A FCN Configuration B Med. DSC A Med. DSC B p Value Med. MBD A Med. MBD B p Value

P
re
–S

ta
g
e
1

(Two-Phase) Im-Only-Res (Two-Phase) Ann-Res 0.72[0.69–0.76] 0.81[0.76–0.83] 0.02* 0.59[0.49–0.66] 0.41[0.34–0.48] 0.03*

(Two-Phase) Im-Only-Res (Single-Phase) Com-Res 0.72[0.69–0.76] 0.81[0.80–0.81] 0.02* 0.59[0.49–0.66] 0.30[0.26–0.33] 0.02*

(Two-Phase) Im-Only-Res (Single-Phase) Ann-Com-Res 0.72[0.69–0.76] 0.85[0.82–0.86] 0.02* 0.59[0.49–0.66] 0.21[0.21–0.27] 0.02*

(Two-Phase) Ann-Res (Single-Phase) Com-Res 0.81[0.76–0.83] 0.81[0.80–0.81] 0.81 0.41[0.34–0.48] 0.30[0.26–0.33] 0.08

(Two-Phase) Ann-Res (Single-Phase) Ann-Com-Res 0.81[0.76–0.83] 0.85[0.82–0.86] 0.02* 0.41[0.34–0.48] 0.21[0.21–0.27] 0.03*

(Single-Phase) Com-Res (Single-Phase) Ann-Com-Res 0.81[0.80–0.81] 0.85[0.82–0.86] 0.02* 0.30[0.26–0.33] 0.21[0.21–0.27] 0.02*

P
o
st
–S

ta
g
e
1

(CSP) Im-Only-Res (CSP) Ann-Res 0.59[0.57–0.69] 0.74[0.65–0.79] 0.08 0.63[0.48–1.11] 0.44[0.38–0.60] 0.05*

(CSP) Im-Only-Res (Single-Phase) Com-Res 0.59[0.57–0.69] 0.67[0.63–0.70] 0.05* 0.63[0.48–1.11] 0.52[0.46–0.67] 0.05*

(CSP) Im-Only-Res (CSP) Ann-Com-Res 0.59[0.57–0.69] 0.76[0.70–0.79] 0.02* 0.63[0.48–1.11] 0.46[0.32–0.53] 0.02*

(CSP) Ann-Res (Single-Phase) Com-Res 0.74[0.65–0.79] 0.67[0.63–0.70] 0.38 0.44[0.38–0.60] 0.52[0.46–0.67] 0.81

(CSP) Ann-Res (CSP) Ann-Com-Res 0.74[0.65–0.79] 0.76[0.70–0.79] 0.05* 0.44[0.38–0.60] 0.46[0.32–0.53] 0.03*

(Single-Phase) Com-Res (CSP) Ann-Com-Res 0.67[0.63–0.70] 0.76[0.70–0.79] 0.08 0.52[0.46–0.67] 0.46[0.32–0.53] 0.22

P
o
st
–S

ta
g
e
2

(CSP) Im-Only-Res (CSP) Ann-Res 0.70[0.69–0.72] 0.74[0.70–0.75] 0.22 0.72[0.70–0.90] 0.67[0.64–0.74] 0.38

(CSP) Im-Only-Res (Two-Phase) Com-Res 0.70[0.69–0.72] 0.70[0.69–0.75] 0.22 0.72[0.70–0.90] 0.60[0.58–0.65] 0.05*

(CSP) Im-Only-Res (CSP) Ann-Com-Res 0.70[0.69–0.72] 0.76[0.73–0.80] 0.02* 0.72[0.70–0.90] 0.42[0.41–0.45] 0.02*

(CSP) Ann-Res (Two-Phase) Com-Res 0.74[0.70–0.75] 0.70[0.69–0.75] 1.00 0.67[0.64–0.74] 0.60[0.58–0.65] 0.30

(CSP) Ann-Res (CSP) Ann-Com-Res 0.74[0.70–0.75] 0.76[0.73–0.80] 0.03* 0.67[0.64–0.74] 0.42[0.41–0.45] 0.02*

(Two-Phase) Com-Res (CSP) Ann-Com-Res 0.70[0.69–0.75] 0.76[0.73–0.80] 0.02* 0.60[0.58–0.65] 0.42[0.41–0.45] 0.02*

P
o
st
–S

ta
g
e
3

(CSP) Im-Only (Two-Phase) Ann-Res 0.69[0.64–0.76] 0.79[0.78–0.80] 0.03* 0.98[0.74–1.54] 0.73[0.58–1.04] 0.38

(CSP) Im-Only (CSP) Com-Res 0.69[0.64–0.76] 0.80[0.78–0.82] 0.02* 0.98[0.74–1.54] 0.54[0.44–0.64] 0.02*

(CSP) Im-Only (Single-Phase) Ann-Com-Res 0.69[0.64–0.76] 0.84[0.83–0.85] 0.02* 0.98[0.74–1.54] 0.36[0.32–0.37] 0.02*

(Two-Phase) Ann-Res (CSP) Com-Res 0.79[0.78–0.80] 0.80[0.78–0.82] 0.30 0.73[0.58–1.04] 0.54[0.44–0.64] 0.02*

(Two-Phase) Ann-Res (Single-Phase) Ann-Com-Res 0.79[0.78–0.80] 0.84[0.83–0.85] 0.02* 0.73[0.58–1.04] 0.36[0.32–0.37] 0.02*

(CSP) Com-Res (Single-Phase) Ann-Com-Res 0.80[0.78–0.82] 0.84[0.83–0.85] 0.02* 0.54[0.44–0.64] 0.36[0.32–0.37] 0.02*

A
ll
S
ta
g
e
s

(CSP) Im-Only (CSP) Ann-Res 0.67[0.61–0.72] 0.77[0.73–0.81] <0.001* 0.78[0.60–1.12] 0.60[0.44–0.74] <0.001*

(CSP) Im-Only (Single-Phase) Com-Res 0.67[0.61–0.72] 0.78[0.68–0.81] <0.001* 0.78[0.60–1.12] 0.52[0.36–0.63] <0.001*

(CSP) Im-Only (CSP) Ann-Com-Res 0.67[0.61–0.72] 0.81[0.75–0.84] <0.001* 0.78[0.60–1.12] 0.38[0.30–0.46] <0.001*

(CSP) Ann-Res (Single-Phase) Com-Res 0.77[0.73–0.81] 0.78[0.68–0.81] 0.67 0.60[0.44–0.74] 0.52[0.36–0.63] 0.02*

(CSP) Ann-Res (CSP) Ann-Com-Res 0.77[0.73–0.81] 0.81[0.75–0.84] <0.001* 0.60[0.44–0.74] 0.38[0.30–0.46] <0.001*

(Single-Phase) Com-Res (CSP) Ann-Com-Res 0.78[0.68–0.81] 0.81[0.75–0.84] <0.001* 0.52[0.36–0.63] 0.38[0.30–0.46] <0.001*

The best ranked FCN input configurations across individual user inputs were compared. Different stages are presented along the larger row blocks. Metric values are displayed as

median [IQR]. No additional user inputs (Im-Only), annular curve input (Ann), commissural landmarks input (Com) and resampling (Res). Significant p values (<0.05) marked with an

asteroid (*). At individual stages of repair and all stages combined, the combination of annular curve input and commissural landmarks is significantly different from both the images only

input and the annular curve only input. No significant difference could be found when comparing the annular curve only input and commissural landmarks only input.

TABLE 8 | Comparison of MBD of the merged leaflet structure between

previously published techniques and our current FCN approach.

MBD

Mitral

Pouch et al. (semi-automatic) (18) 1.3 ± 0.7

Pouch et al. (fully-automatic) (41) 0.6 ± 0.2

Tricuspid

Pouch et al. (semi-automatic) (19) 0.8 ± 0.2

This FCN method (semi-automatic) 0.3 ± 0.1

When comparing results for a merged valve, providing the
annular curve alone was superior to using only the commissural
landmarks as input. On the contrary, when comparing results

for the average over separate individual leaflets, providing the
commissures alone was superior to using only the annulus as
input. It appears that the annular curve may inform restriction of
the segmentation to the valve region, whereas the commissures
help define the boundaries between individual leaflets.

Another difference between prior atlas-based modeling and
our FCN-based modeling is that the atlas-based modeling was
applied in concert with a deformable model. Application of a
deformable model provides a basic structure and ensures leaflet
topology even in the presence of signal dropout in the 3DE image.
Unlike the previous atlas-based approaches, our FCN based
method does not use any prior knowledge of leaflet topology.
Signal dropouts pose a major challenge for valve segmentation
algorithms involving 3DE datasets (46), as demonstrated in
Figure 7. As such, signal dropout can result in holes in the FCN
segmented leaflets. When manually segmenting the TV leaflets,
a human user integrates prior knowledge of leaflet topology
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FIGURE 7 | Examples of Segmentations predicted by the FCN. From Left to Right: 2D view of the MS frame (including MBD displayed at the bottom) and 3D

segmentation model (ventricular view including indicator of 2D slice location) for Manual Segmentation, FCN + Annulus (Ann), and FCN + Ann + Commissures (Com).

From Top to Bottom: 95th, 75th, 50th, 25th, and 5th percentile for MBD based on the best ranked CSP FCN with Ann + Com. The bottom row (5th percentile)

shows an example of ultrasound signal dropout (indicated by arrows) that influenced the inferred segmentation using the annular curve only relative to the manual

segmentation in which the user enforced the topology. When using the commissural landmarks in addition to the annular curve as FCN inputs, individual leaflet

boundary detection improved and FCN segmentation was less sensitive to signal dropouts.

derived from 2D, 2D color, and 3D volume-rendered images
of the TV, and may fill in dropout areas using this extraneous
information. For example, color Doppler imaging both by 2D and
3D can determine the difference between dropout and a real leak
(regurgitation). If there is no color Doppler signal in a dropout
region, the human user knows that the “hole” represents a deficit
of image quality, rather than an actual hole and a source of
regurgitation. Notably, the addition of commissural landmarks as
inputs to the FCN seemed to facilitate removal of false holes due
to signal dropout (Figure 7). However, this was not effective in all
cases. Application of a deformable template could be beneficial,
but may also “overstep”, and fill holes that are actually present
due to regurgitation. In the future, 2D and 3DE color Doppler
information, which human observers utilize to reliably tell the

difference, could be incorporated into the input data to improve
erroneous interpretation of signal dropout.

Incorporation of a shape prior can bring atlas-like information
into an FCN-based framework (23–25). Kervadec et al. tackle
highly unbalanced segmentation by introducing a weighted
loss using embedded shape information of ground truth
segmentation distance maps (25). Medley et al. introduced a
DL-based network for segmentation of the left ventricle (LV) in
cardiac magnetic resonance images using landmarks of active
shape models for object fitting (24). Oktay et al. proposed a
framework for DL-based segmentation of the left ventricle (LV)
in 3DE images using shape priors to follow global anatomical
properties (23). The proposed framework consists of a two
stage segmentation. First, an autoencoder (AE) is trained with
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ground truth segmentation masks to learn a latent representation
embedding global information. Secondly, an FCN is trained
optimizing toward the AE learned latent representation. In
early experiments we trained an AE as introduced in (23), but
segmentation quality did not improve and resulted in overly
homogenized TV leaflet segmentations. One reason for this could
be the large variability in shape of TV leaflets when compared
to the relatively uniform shape of the LV. Finally, in comparison
to DL-based approaches, atlas-based segmentation can be time
consuming. The DL-based segmentation is performed in a
fraction of the time needed for the atlas-based approach on GPU
or more basic CPU hardware.

We explored multiple FCN variants, and the optimal
configuration varied depending on the FCN inputs. FCN variants
which incorporated user input performed better than those with
user input alone. In FCN variants that utilize user inputs, the FCN
variants with resampling generally outperformed no resampling.
This trend extended to both all stages of repair combined and
individual stages of repair.

For the merged leaflet models, no significant difference could
be found between using the annular curve input and the
combination of annular curve and commissural landmarks. The
commissural landmarks are located along the annular curve to
highlight the location at which leaflet separation occurs. As such,
when evaluating the merged TV segmentation, the commissural
landmarks may not add any additional utility given that precise
leaflet separation that would be evaluated by the merged metrics,
and any information they may provide for the border of the valve
is redundant with the annular curve. In contrast, FCN variants
with commissural landmarks show significant improvement
when compared against the FCN variant with images only (and
not annular curve input) suggesting that, in the absence of
the annular curve, commissural landmarks may provide useful
information to the FCN (e.g. provision of region of interest) in
merged leaflets as well as individual leaflets.

Providing additional image frames other than the segmented
MS frame was generally helpful for the more challenging task
of segmentation of individual leaflets. The best performing CSP
FCN input configuration provides consecutive phase frames,
which may provide an indicator about the separation between
leaflets as the leaflets open and close throughout the cardiac
cycle. However, more frames are not always better; the Single-
Phase or Two-Phase approach often performed better than the
Four-Phase or the CSP approach which provided additional
input frames.

The optimal FCN and performance also varied by stage
of repair. As noted, the best performing network for the
complete population was the FCN utilizing consecutive systolic
phases (CSP) with resampling and input of annular curve
and commissural points which provided a MBD of 0.38 [0.3–
0.46] mm and a DSC of 0.81 [0.75–0.84]. For pre-stage 1 and
post-stage 3 repair images, the highest ranked FCN variants
performed best across all stages of repair with an average MBD
of 0.21 [0.21–0.27] mm and 0.36 [0.32–0.37] mm, respectively.
In contrast, the post-stage 1 and post stage 2 performed less
than ideal with an MBD of 0.46 [0.32–0.53] mm and 0.42
[0.41–0.45] mm, respectively. Notably, the majority of our

training images were post-stage 3 repair (57%) and pre-stage
1 repair (18%) which might be the reason for their better
performance and for requiring less input image frames. In
contrast, only 15% of our training images stem from post-stage
1 repair and only 9% of our training data originated from post-
stage 2.

Further optimization of the FCN and the optimal input to
the FCN is an important area for future work. In particular, the
number of frames in a cardiac cycle depends on the acquisition’s
frame rate and the patient’s heart rate. A higher 3DE frame
rate may allow the FCN to resolve more frames during valve
opening and closing, which may inform recognition of leaflet
boundaries. Lastly, the current approach may be optimized by
further exploration of shape-aware techniques (23–25).

DEPLOYMENT OF MODEL

We are actively working to deploy this evolving model for
open translational research use. To accomplish this, we plan on
integrating pretrained models into our 3D Slicer segmentation
workflow. On the client side, the user will provide minimal
inputs (i.e., annular contour). Fully automatic pre-processing
including reorientation, resampling and cropping will be applied,
and associated with additional user inputs (e.g. commissural
landmarks), which will then be sent to the remote server.
The remote server will run inference and provide a rapid
segmentation of the TV from 3DE images to the client
application. Our current efforts are based on the MONAI
framework (47) with networks and their implementation detailed
at https://github.com/JolleyLabCHOP/DeepHeart.

LIMITATIONS

The availability of 3DE images of TV in HLHS (training data)
is relatively small compared to large adult populations. There is
currently no extension of our approach to images of the mitral
or tricuspid valves of normal children or adults as we do not
currently have a large cohort of segmented tricuspid valve/image
pairs in those populations, or the availability of 3DE images
to segment.

In comparison of human segmentation intra/inter-user
variability to DL-based segmentation, the trained FCN model
received a cropped volume based upon the ground truth annular
curve created by a human user. The human user neither
received an annular curve nor a cropped volume for creating the
TV segmentation.

CONCLUSION

Accurate and efficient DL-based semi-automatic segmentation
of the tricuspid valve in HLHS from 3DE images is feasible
and results in an average accuracy on par with a single human
observer, with less variability than that seen between two expert
observers. The most accurate FCN configuration overall utilized
consecutive systolic image phases with resampling as well as
user annotated annular curve and commissural landmarks to
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inform individual leaflet separation. Further development may
enable rapid TV modeling and quantification, which in turn may
inform surgical planning in this complex population. However,
signal dropout remains a challenge, and further development and
optimization are needed.

DATA AVAILABILITY STATEMENT

All results are available within the article as supplied. The
training data was obtained from echocardiograms annotated
at the Children’s Hospital of Philadelphia with approval from
the Institutional Review Board. This data is generated as
part of ongoing NIH-funded analyses of the association of
tricuspid valve structure to function (NIH R01 HL153166). Upon
completion and publication of these studies the datasets will be
released in accordance with evolving guidelines for NIH-funded
research. In the interim, requests for data can be submitted to the
senior author. Requests to access the datasets should be directed
to JOLLEYM@chop.edu.

ETHICS STATEMENT

This study was approved by the Institutional Review Board
at the Children’s Hospital of Philadelphia under protocols
IRB 16-012853 and IRB 16-013091. Written consent for data
collection and use for publication was obtained for data
collected as part IRB 16-013091. Retrospective data obtained
as part of routine care was considered exempt as part of IRB
16-012853. Written informed consent to participate in this

study was provided by the participants’ legal guardian/next
of kin.

AUTHOR CONTRIBUTIONS

CH, DP, MJ, AL, and PG contributed to study design and
implementation of themachine learningmodel. HN, PD,MF, and
AC segmented and annotated echocardiographic images. CH,
DP, MJ, AL, HN, MF, and AC contributed to data analysis and
manuscript preparation. All authors agree to be accountable for
the content of the work. All authors contributed to the article and
approved the submitted version.

FUNDING

This work was supported by the Big Hearts to Little Hearts,
NIH R01 HL153166, the Department of Anesthesia and Critical
Care at the Children’s Hospital of Philadelphia (CHOP), a CHOP
Cardiac Center Innovation Grant, the Cora Topolewski Cardiac
Research Fund at CHOP, the CHOP Frontier Program, and a
CANARIE’s Research Software Program. In addition, DP and PG
were supported by IBIB NAC P41EB015902, and by grants from
Philips Research. However, Philips Research did not participate
or otherwise contribute to this work in any way. DP was also
supported by NIH 1R56AG064027 and 1R01AG064027.

SUPPLEMENTARY MATERIAL

The Supplementary Material for this article can be found
online at: https://www.frontiersin.org/articles/10.3389/fcvm.
2021.735587/full#supplementary-material

REFERENCES

1. King G, Ayer J, Celermajer D, Zentner D, Justo R, Disney P, et al.
Atrioventricular valve failure in fontan palliation. J Am Coll Cardiol. (2019)
73:810–22. doi: 10.1016/j.jacc.2018.12.025

2. Pigula FA, Mettler B. Management of tricuspid regurgitation in patients
with hypoplastic left heart syndrome. Semin Thorac Cardiovasc Surg. (2017)
29:64–9. doi: 10.1053/j.semtcvs.2017.02.004

3. Bharucha T, Honjo O, Seller N, Atlin C, Redington A, Caldarone CA, et
al. Mechanisms of tricuspid valve regurgitation in hypoplastic left heart
syndrome: a case-matched echocardiographic–surgical comparison study.
Eur Heart J Cardiovasc Imaging. (2012) 14:135–41. doi: 10.1093/ehjci/
jes123

4. Hien MD, Großgasteiger M, Rauch H, Weymann A, Bekeredjian R, Rosendal
C. Experts and beginners benefit from three-dimensional echocardiography:
a multicenter study on the assessment of mitral valve prolapse. J

Am Soc Echocardiograph. (2013) 26:828–34. doi: 10.1016/j.echo.2013.
04.015

5. Ginty OK, Moore JT, Eskandari M, Carnahan P, Lasso A, Jolley MA,
et al. Dynamic, patient-specific mitral valve modelling for planning
transcatheter repairs. Int J Comput Assist Radiol Surg. (2019) 14:1227–
35. doi: 10.1007/s11548-019-01998-y

6. Sacks MS, Drach A, Lee C-H, Khalighi AH, Rego BV, Zhang W, et
al. On the Simulation of Mitral Valve Function in Health, Disease,
and Treatment. J Biomech Eng. (2019) 141:070804. doi: 10.1115/1.
4043552

7. Salgo IS, Gorman JH, Gorman RC, Jackson BM, Bowen FW, Plappert
T, et al. Effect of annular shape on leaflet curvature in reducing mitral

leaflet stress. Circulation. (2002) 106:711–7. doi: 10.1161/01.CIR.0000025426.
39426.83

8. Grewal J, Suri R, Mankad S, Tanaka A, Mahoney DW, Schaff HV, et al.
Mitral annular dynamics in myxomatous valve disease: new insights with
real-time 3-dimensional echocardiography. Circulation. (2010) 121:1423–
31. doi: 10.1161/CIRCULATIONAHA.109.901181

9. Levack MM, Jassar AS, Shang EK, Vergnat M, Woo YJ, Acker MA, et al.
Three-dimensional echocardiographic analysis of mitral annular dynamics:
implication for annuloplasty selection. Circulation. (2012) 126:S183–
8. doi: 10.1161/CIRCULATIONAHA.111.084483

10. Lee AP-W, Hsiung MC, Salgo IS, Fang F, Xie J-M, Zhang Y-C, et
al. Quantitative analysis of mitral valve morphology in mitral valve
prolapse with real-time 3-dimensional echocardiography: importance
of annular saddle shape in the pathogenesis of mitral regurgitation.
Circulation. (2013) 127:832–41. doi: 10.1161/CIRCULATIONAHA.112.
118083

11. Hamer IJW. Wijdh-den Hamer IJ, Bouma W, Lai EK, Levack MM,
Shang EK, et al. The value of preoperative 3-dimensional over 2-
dimensional valve analysis in predicting recurrent ischemic mitral
regurgitation after mitral annuloplasty. J Thoracic Cardiovasc Surg. (2016)
152:847–59. doi: 10.1016/j.jtcvs.2016.06.040

12. Takahashi K, Inage A, Rebeyka IM, Ross DB, Thompson RB, Mackie
AS, et al. Real-time 3-dimensional echocardiography provides
new insight into mechanisms of tricuspid valve regurgitation in
patients with hypoplastic left heart syndrome. Circulation. (2009)
120:1091–8. doi: 10.1161/CIRCULATIONAHA.108.809566

13. Colen T, Kutty S, Thompson RB, Tham E, Mackie AS Li L, et
al. Tricuspid valve adaptation during the first interstage period in

Frontiers in Cardiovascular Medicine | www.frontiersin.org 17 December 2021 | Volume 8 | Article 735587

mailto:JOLLEYM@chop.edu
https://www.frontiersin.org/articles/10.3389/fcvm.2021.735587/full#supplementary-material
https://doi.org/10.1016/j.jacc.2018.12.025
https://doi.org/10.1053/j.semtcvs.2017.02.004
https://doi.org/10.1093/ehjci/jes123
https://doi.org/10.1016/j.echo.2013.04.015
https://doi.org/10.1007/s11548-019-01998-y
https://doi.org/10.1115/1.4043552
https://doi.org/10.1161/01.CIR.0000025426.39426.83
https://doi.org/10.1161/CIRCULATIONAHA.109.901181
https://doi.org/10.1161/CIRCULATIONAHA.111.084483
https://doi.org/10.1161/CIRCULATIONAHA.112.118083
https://doi.org/10.1016/j.jtcvs.2016.06.040
https://doi.org/10.1161/CIRCULATIONAHA.108.809566
https://www.frontiersin.org/journals/cardiovascular-medicine
https://www.frontiersin.org
https://www.frontiersin.org/journals/cardiovascular-medicine#articles


Herz et al. Tricuspid Valve Segmentation From 3D Echocardiograms

hypoplastic left heart syndrome. J Am Soc Echocardiogr. (2018) 31:624–
33. doi: 10.1016/j.echo.2017.11.020

14. Nguyen AV, Lasso A, Nam HH, Faerber J, Aly AH, Pouch AM, et al.
Dynamic three-dimensional geometry of the tricuspid valve annulus
in hypoplastic left heart syndrome with a fontan circulation. J Am

Soc Echocardiogr. (2019) 32:655–66.e13. doi: 10.1016/j.echo.2019.
01.002

15. Kutty S, Colen T, Thompson RB, Tham E, Li L, Vijarnsorn C,
et al. Tricuspid regurgitation in hypoplastic left heart syndrome:
mechanistic insights from 3-dimensional echocardiography and
relationship with outcomes. Circ Cardiovasc Imaging. (2014)
7:765–72. doi: 10.1161/CIRCIMAGING.113.001161

16. Scanlan AB, Nguyen AV, Ilina A, Lasso A, Cripe L, Jegatheeswaran A, et
al. Comparison of 3D echocardiogram-derived 3D printed valve models
to molded models for simulated repair of pediatric atrioventricular valves.
Pediatr Cardiol. (2018) 39:538–47. doi: 10.1007/s00246-017-1785-4

17. Boone N, Nam HH, Moore J, Carnahan P, Ginty O, Herz C, et al. Patient-
specific, dynamic models of hypoplastic left heart syndrome tricuspid valves
for simulation and planning. In: Medical Imaging 2020: Image-Guided

Procedures, Robotic Interventions, and Modeling. (2020). Vol. 11315, p.
113152E. doi: 10.1117/12.2549745

18. Pouch AM, Yushkevich PA, Jackson BM, Jassar AS, Vergnat M, Gorman JH,
et al. Development of a semi-automated method for mitral valve modeling
with medial axis representation using 3D ultrasound. Med Phys. (2012)
39:933–50. doi: 10.1118/1.3673773

19. Pouch AM, Aly AH, Lasso A, Nguyen AV, Scanlan AB, McGowan FX,
et al. Image segmentation and modeling of the pediatric tricuspid valve
in hypoplastic left heart syndrome. Funct Imaging Model Heart. (2017)
10263:95–105. doi: 10.1007/978-3-319-59448-4_10

20. Chen C, Qin C, Qiu H, Tarroni G, Duan J, Bai W, et al. Deep learning
for cardiac image segmentation: a review. Front Cardiovasc Med. (2020)
7:25. doi: 10.3389/fcvm.2020.00025

21. Ouyang D, He B, Ghorbani A, Yuan N, Ebinger J, Langlotz
CP, et al. Video-based AI for beat-to-beat assessment of cardiac
function. Nature. (2020) 580:252–6. doi: 10.1038/s41586-020-2
145-8

22. Leclerc S, Smistad E, Pedrosa J, Ostvik A, Cervenansky F, Espinosa F,
et al. Deep learning for segmentation using an open large-scale dataset
in 2D echocardiography. IEEE Trans Med Imaging. (2019) 38:2198–
210. doi: 10.1109/TMI.2019.2900516

23. Oktay O, Ferrante E, Kamnitsas K, Heinrich M, Bai W, Caballero
J, et al. Anatomically constrained neural networks (ACNNS):
application to cardiac image enhancement and segmentation. IEEE

Trans Med Imaging. (2018) 37:384–95. doi: 10.1109/TMI.2017.2
743464

24. Medley DO, Santiago C, Nascimento JC. Deep active shape model
for robust object fitting. IEEE Trans Image Process. (2019) 29:2380–
94. doi: 10.1109/TIP.2019.2948728

25. Kervadec H, Bouchtiba J, Desrosiers C, Granger É, Dolz J, Ben Ayed I.
Boundary loss for highly unbalanced segmentation. arXiv [cs.CV]. (2018).
Available online at: http://arxiv.org/abs/1812.07032

26. Costa E, Martins N, Sultan MS, Veiga D, Ferreira M, Mattos S, et al.
Mitral valve leaflets segmentation in echocardiography using convolutional
neural networks. In: IEEE 6th Portuguese Meeting on Bioengineering

(ENBENG). (2018). Available online at: https://openreview.net/pdf?id=
HyUmbjsiz doi: 10.1109/ENBENG.2019.8692573

27. Andreassen BS, Veronesi F, Gerard O, Solberg AHS, Samset
E. Mitral annulus segmentation using deep learning in 3D
transesophageal echocardiography. IEEE J Biomed Health Inform. (2019)
24:994–1003. doi: 10.1109/JBHI.2019.2959430

28. Jafari MH, Girgis H, Liao Z, Behnami D, Abdi A, Vaseli H, et al. A unified
framework integrating recurrent fully-convolutional networks and optical
flow for segmentation of the left ventricle in echocardiography data. In:
Deep Learning in Medical Image Analysis and Multimodal Learning for

Clinical Decision Support. Springer International Publishing (2018). pp. 29–
37. doi: 10.1007/978-3-030-00889-5_4

29. Xue Y, Tang H, Qiao Z, Gong G, Yin Y, Qian Z, et al. Shape-Aware Organ
Segmentation by Predicting Signed Distance Maps. arXiv [cs.CV]. (2019).
Available online at: http://arxiv.org/abs/1912.03849

30. Xu N, Price B, Cohen S, Yang J, Huang T. Deep interactive object
selection. In: 2016 IEEE Conference on Computer Vision and Pattern

Recognition (CVPR). (2016). pp. 373–381. doi: 10.1109/CVPR.
2016.47

31. Pace DF, Dalca AV, Brosch T, Geva T, Powell AJ, Weese J, et al.
Iterative Segmentation from Limited Training Data: Applications to
Congenital Heart Disease. In: Deep Learning in Medical Image Analysis

and Multimodal Learning for Clinical Decision Support. (2018). pp. 334–
342. doi: 10.1007/978-3-030-00889-5_38

32. Fedorov A, Beichel R, Kalpathy-Cramer J, Finet J, Fillion-Robin J-C,
Pujol S, et al. 3D Slicer as an image computing platform for the
Quantitative Imaging Network. Magn Reson Imaging. (2012) 30:1323–
41. doi: 10.1016/j.mri.2012.05.001

33. Ibanez L, Schroeder W, Ng L, Cates J. The ITK Software Guide. First. Kitware,
Inc. (2003). Available online at: http://www.itk.org/ItkSoftwareGuide.pdf

34. Milletari F, Navab N, Ahmadi S. V-Net: fully convolutional neural networks
for volumetric medical image segmentation. In: 2016 Fourth International

Conference on 3D Vision (3DV). (2016). p. 565–571. doi: 10.1109/3DV.2
016.79

35. Yeghiazaryan V, Voiculescu I. An overview of current evaluation methods
used in medical image segmentation. In: Tech Rep RR-15-08, Department of
Computer Science. (2015). Available online at: https://www.cs.ox.ac.uk/files/
7732/CS-RR-15-08.pdf

36. Ronneberger O, Fischer P, Brox T. U-Net: Convolutional Networks
for Biomedical Image Segmentation. In: Medical Image Computing and

Computer-Assisted Intervention – MICCAI 2015. Springer International
Publishing (2015). p. 234–241. doi: 10.1007/978-3-319-24574-4_28

37. Goodfellow I, Bengio Y, Courville A, Bengio Y. Deep Learning. MIT press
Cambridge. (2016).

38. Roy AG, Conjeti S, Sheet D, Katouzian A, Navab N, Wachinger C. Error
corrective boosting for learning fully convolutional networks with limited
data. In: Medical Image Computing and Computer Assisted Intervention

– MICCAI 2017. Springer International Publishing (2017). p. 231–
239. doi: 10.1007/978-3-319-66179-7_27

39. Liu L, Jiang H, He P, Chen W, Liu X, Gao J, et al. On the variance of the
adaptive learning rate and beyond. In: Proceedings of the Eighth International

Conference on Learning Representations (ICLR 2020). (2020).
40. Pouch AM, Xu C, Yushkevich PA, Jassar AS, Vergnat M,

Gorman JH, et al. Semi-automated mitral valve morphometry and
computational stress analysis using 3D ultrasound. J Biomech. (2012)
45:903–7. doi: 10.1016/j.jbiomech.2011.11.033

41. Pouch AM, Wang H, Takabe M, Jackson BM, Gorman JH, Gorman
RC, et al. Fully automatic segmentation of the mitral leaflets in 3D
transesophageal echocardiographic images using multi-atlas joint label
fusion and deformable medial modeling. Med Image Anal. (2014) 18:118–
29. doi: 10.1016/j.media.2013.10.001

42. Schneider RJ, Tenenholtz NA, Perrin DP, Marx GR, del Nido PJ, Howe
RD. Patient-specific mitral leaflet segmentation from 4D ultrasound.
Med Image Comput. (2011) 14:520–7. doi: 10.1007/978-3-642-236
26-6_64

43. Sotaquira M, Pepi M, Fusini L, Maffessanti F, Lang RM, Caiani EG.
Semi-automated segmentation and quantification of mitral annulus
and leaflets from transesophageal 3-D echocardiographic images.
Ultrasound Med Biol. (2015) 41:251–67. doi: 10.1016/j.ultrasmedbio.2014.
09.001

44. Zhang F, Kanik J, Mansi T, Voigt I, Sharma P, Ionasec RI, et al.
Towards patient-specific modeling of mitral valve repair: 3D transesophageal
echocardiography-derived parameter estimation. Med Image Anal. (2017)
35:599–609. doi: 10.1016/j.media.2016.09.006

45. Noack T, Mukherjee C, Kiefer P, Emrich F, Vollroth M, Ionasec RI, et al. Four-
dimensional modelling of the mitral valve by real-time 3D transoesophageal
echocardiography: proof of concept. Interact Cardiovasc Thorac Surg. (2015)
20:200–8. doi: 10.1093/icvts/ivu357

Frontiers in Cardiovascular Medicine | www.frontiersin.org 18 December 2021 | Volume 8 | Article 735587

https://doi.org/10.1016/j.echo.2017.11.020
https://doi.org/10.1016/j.echo.2019.01.002
https://doi.org/10.1161/CIRCIMAGING.113.001161
https://doi.org/10.1007/s00246-017-1785-4
https://doi.org/10.1117/12.2549745
https://doi.org/10.1118/1.3673773
https://doi.org/10.1007/978-3-319-59448-4_10
https://doi.org/10.3389/fcvm.2020.00025
https://doi.org/10.1038/s41586-020-2145-8
https://doi.org/10.1109/TMI.2019.2900516
https://doi.org/10.1109/TMI.2017.2743464
https://doi.org/10.1109/TIP.2019.2948728
http://arxiv.org/abs/1812.07032
https://openreview.net/pdf?id=HyUmbjsiz
https://openreview.net/pdf?id=HyUmbjsiz
https://doi.org/10.1109/ENBENG.2019.8692573
https://doi.org/10.1109/JBHI.2019.2959430
https://doi.org/10.1007/978-3-030-00889-5_4
http://arxiv.org/abs/1912.03849
https://doi.org/10.1109/CVPR.2016.47
https://doi.org/10.1007/978-3-030-00889-5_38
https://doi.org/10.1016/j.mri.2012.05.001
http://www.itk.org/ItkSoftwareGuide.pdf
https://doi.org/10.1109/3DV.2016.79
https://www.cs.ox.ac.uk/files/7732/CS-RR-15-08.pdf
https://www.cs.ox.ac.uk/files/7732/CS-RR-15-08.pdf
https://doi.org/10.1007/978-3-319-24574-4_28
https://doi.org/10.1007/978-3-319-66179-7_27
https://doi.org/10.1016/j.jbiomech.2011.11.033
https://doi.org/10.1016/j.media.2013.10.001
https://doi.org/10.1007/978-3-642-23626-6_64
https://doi.org/10.1016/j.ultrasmedbio.2014.09.001
https://doi.org/10.1016/j.media.2016.09.006
https://doi.org/10.1093/icvts/ivu357
https://www.frontiersin.org/journals/cardiovascular-medicine
https://www.frontiersin.org
https://www.frontiersin.org/journals/cardiovascular-medicine#articles


Herz et al. Tricuspid Valve Segmentation From 3D Echocardiograms

46. Xia W, Moore J, Chen ECS, Xu Y, Ginty O, Bainbridge D, et al.
Signal dropout correction-based ultrasound segmentation for diastolic mitral
valve modeling. J Med Imaging. (2018) 5:021214. doi: 10.1117/1.JMI.5.2.
021214

47. MONAI Consortium. MONAI: Medical Open Network for AI.
Zenodo (2020).

Conflict of Interest: PG and DP received funding from Philips Research. The
funder was not involved in the study design, collection, analysis, interpretation of
data, the writing of this article, or the decision to submit it for publication.

The remaining authors declare that the research was conducted in the absence of
any commercial or financial relationships that could be construed as a potential
conflict of interest.

Publisher’s Note: All claims expressed in this article are solely those of the authors

and do not necessarily represent those of their affiliated organizations, or those of

the publisher, the editors and the reviewers. Any product that may be evaluated in

this article, or claim that may be made by its manufacturer, is not guaranteed or

endorsed by the publisher.

Copyright © 2021 Herz, Pace, Nam, Lasso, Dinh, Flynn, Cianciulli, Golland and

Jolley. This is an open-access article distributed under the terms of the Creative

Commons Attribution License (CC BY). The use, distribution or reproduction in

other forums is permitted, provided the original author(s) and the copyright owner(s)

are credited and that the original publication in this journal is cited, in accordance

with accepted academic practice. No use, distribution or reproduction is permitted

which does not comply with these terms.

Frontiers in Cardiovascular Medicine | www.frontiersin.org 19 December 2021 | Volume 8 | Article 735587

https://doi.org/10.1117/1.JMI.5.2.021214
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/journals/cardiovascular-medicine
https://www.frontiersin.org
https://www.frontiersin.org/journals/cardiovascular-medicine#articles

	Segmentation of Tricuspid Valve Leaflets From Transthoracic 3D Echocardiograms of Children With Hypoplastic Left Heart Syndrome Using Deep Learning
	Introduction
	Materials and Methods
	Image Acquisition
	Ground Truth TV Segmentation
	Data Preprocessing
	Evaluation Metrics
	Fully Convolutional Neural Network Architecture
	Comparison of Alternative FCN Configurations
	Input Frames
	Annular Curve Input
	Commissural Landmarks Input
	Resampling
	Data Augmentation
	Learning
	Implementation Details
	Comparison FCN Configuration and Statistical Analysis

	Results
	FCN Segmentation Using Input Frames Only
	FCN Segmentation Using the Annular Curve
	FCN Segmentation Using the Commissural Landmarks
	FCN Segmentation Using the Annular Curve and Commissural Landmarks
	Comparison of FCN Inference Results to Reproducibility of Manual Segmentation
	Comparison of FCN
	Examples of FCN Inference

	Discussion
	Deployment of Model
	Limitations
	Conclusion
	Data Availability Statement
	Ethics Statement
	Author Contributions
	Funding
	Supplementary Material
	References


