
Note: Within nine months of the publication of the mention of the grant of the European patent in the European Patent
Bulletin, any person may give notice to the European Patent Office of opposition to that patent, in accordance with the
Implementing Regulations. Notice of opposition shall not be deemed to have been filed until the opposition fee has been
paid. (Art. 99(1) European Patent Convention).

Printed by Jouve, 75001 PARIS (FR)

(19)
E

P
1 

64
6 

33
2

B
1

TEPZZ_646¥¥ B_T
(11) EP 1 646 332 B1

(12) EUROPEAN PATENT SPECIFICATION

(45) Date of publication and mention 
of the grant of the patent: 
17.06.2015 Bulletin 2015/25

(21) Application number: 04786072.1

(22) Date of filing: 16.07.2004

(51) Int Cl.:
A61F 2/24 (2006.01) A61B 5/00 (2006.01)

(86) International application number: 
PCT/US2004/022983

(87) International publication number: 
WO 2005/018507 (03.03.2005 Gazette 2005/09)

(54) Remotely activated mitral annuloplasty system

Fernaktiviertes Mitral-Annuloplastie-System

Système d’annuloplastie mitrale activé à distance

(84) Designated Contracting States: 
AT BE BG CH CY CZ DE DK EE ES FI FR GB GR 
HU IE IT LI LU MC NL PL PT RO SE SI SK TR

(30) Priority: 18.07.2003 US 488334 P

(43) Date of publication of application: 
19.04.2006 Bulletin 2006/16

(73) Proprietor: Edwards Lifesciences AG
1162 St. Prex (CH)

(72) Inventors:  
• LASHINSKI, Randall, T.

Santa Rosa, CA 95403 (US)
• VON HOFFMANN, Gerard

Trabuco Canyon, CA 92679 (US)

• KUSLEIKA, Richard, S.
Eden Prairie, MN 55346 (US)

• FORMAN, Michael, R.
Los Gatos, CA 95033 (US)

• TAYLOR, David, Mark
Lake Forest, CA 92630 (US)

(74) Representative: Knights, Rupert et al
Saunders & Dolleymore LLP 
9 Rickmansworth Road
Watford, Hertfordshire WD18 0JU (GB)

(56) References cited:  
WO-A-2004/019816 US-A- 4 863 460
US-A1- 2002 151 961 US-B1- 6 406 493



EP 1 646 332 B1

2

5

10

15

20

25

30

35

40

45

50

55

Description

Field of the Invention

[0001] The present invention relates to intravascular
prostheses for remodeling an extravascular anatomical
structure. In one application, the present invention relates
to a remotely controlable mitral annuloplasty and cardiac
reinforcement device which is transluminally implantable
in the coronary sinus.

Description of the Related Art

[0002] Dilated cardiomyopathy occurs as a conse-
quence of many different disease processes that impair
myocardial function, such as coronary artery disease and
hypertension. The left ventricle enlarges and the ejection
fraction is reduced. The resulting increase in pulmonary
venous pressure and reduction in cardiac output cause
congestive heart failure. Enlargement of the mitral annu-
lus and left ventricular cavity produce mitral valvular in-
sufficiency. This in turn, causes volume overload that ex-
acerbates the myopathy, leading to a vicious cycle of
progressive enlargement and worsening mitral regurgi-
tation.
[0003] According to recent estimates, more than
79,000 patients are diagnosed with aortic and mitral valve
disease in U.S. hospitals each year. More than 49,000
mitral valve or aortic valve replacement procedures are
performed annually in the U.S., along with a significant
number of heart valve repair procedures.
[0004] Various surgical techniques have been devel-
oped to repair a diseased or damaged valve. One repair
technique which has been shown to be effective in treat-
ing incompetence, particularly of the mitral and tricuspid
valves, is annuloplasty, in which the effective size of the
valve annulus is contracted by attaching a prosthetic an-
nuloplasty ring to the endocardial surface of the heart
around the valve annulus. The annuloplasty ring com-
prises an inner substrate of a metal such as stainless
steel or titanium, or a flexible material such as silicone
rubber or Dacron cordage, covered with a biocompatible
fabric or cloth to allow the ring to be sutured to the heart
tissue. The annuloplasty ring may be stiff or flexible, may
be split or continuous, and may have a variety of shapes,
including circular, D-shaped, C-shaped, or kidney-
shaped. Examples are seen in U.S. Pat. Nos. 4,917,698,
5,061,277, 5,290,300, 5,350,420, 5,104,407, 5,064,431,
5,201,880, and 5,041,130.
[0005] Annuloplasty rings may also be utilized in com-
bination with other repair techniques such as resection,
in which a portion of a valve leaflet is excised, the re-
maining portions of the leaflet are sewn back together,
and a prosthetic annuloplasty ring is then attached to the
valve annulus to maintain the contracted size of the valve.
Other valve repair techniques in current use include com-
missurotomy (cutting the valve commissures to separate
fused valve leaflets), shortening mitral or tricuspid valve

chordae tendonae, reattachment of severed mitral or tri-
cuspid valve chordae tendonae or papillary muscle tis-
sue, and decalcification of the valve leaflets or annulus.
Annuloplasty rings may be used in conjunction with any
repair procedures where contracting or stabilizing the
valve annulus might be desirable.
[0006] Although mitral valve repair and replacement
can successfully treat many patients with mitral valvular
insufficiency, techniques currently in use are attended
by significant morbidity and mortality. Most valve repair
and replacement procedures require a thoracotomy, usu-
ally in the form of a median sternotomy, to gain access
into the patient’s thoracic cavity. A saw or other cutting
instrument is used to cut the sternum longitudinally, al-
lowing the two opposing halves of the anterior or ventral
portion of the rib cage to be spread apart. A large opening
into the thoracic cavity is thus created, through which the
surgical team may directly visualize and operate upon
the heart and other thoracic contents. Alternatively, a tho-
racotomy may be performed on a lateral side of the chest,
wherein a large incision is made generally parallel to the
ribs, and the ribs are spread apart and/or removed in the
region of the incision to create a large enough opening
to facilitate the surgery.
[0007] Surgical intervention within the heart generally
requires isolation of the heart and coronary blood vessels
from the remainder of the arterial system, and arrest of
cardiac function. Usually, the heart is isolated from the
arterial system by introducing an external aortic cross-
clamp through a sternotomy and applying it to the aorta
to occlude the aortic lumen between the brachiocephalic
artery and the coronary ostia. Cardioplegic fluid is then
injected into the coronary arteries, either directly into the
coronary ostia or through a puncture in the ascending
aorta, to arrest cardiac function. The patient is placed on
extracorporeal cardiopulmonary bypass to maintain pe-
ripheral circulation of oxygenated blood.
[0008] Of particular interest in the present application
are techniques for the repair and replacement of the mi-
tral valve. The mitral valve, located between the left atri-
um and left ventricle of the heart, is most easily reached
through the wall of the left atrium, which normally resides
on the posterior side of the heart, opposite the side of
the heart that is exposed by a median sternotomy. There-
fore, to access the mitral valve via a sternotomy, the heart
is rotated to bring the left atrium into an anterior position.
An opening, or atriotomy, is then made in the right side
of the left atrium, anterior to the right pulmonary veins.
The atriotomy is retracted by means of sutures or a re-
traction device, exposing the mitral valve adjacent to the
atriotomy. One of the previously identified techniques
may then be used to repair or replace the valve.
[0009] An alternative technique for mitral valve access
has been used when a median sternotomy and/or rota-
tional manipulation of the heart are inappropriate. In this
technique, a thoracotomy is made in the right lateral side
of the chest, usually in the region of the fourth or fifth
intercostal space. One or more ribs may be removed from
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the patient, and other ribs near the incision are retracted
outward to create a large opening into the thoracic cavity.
The left atrium is then exposed on the posterior side of
the heart, and an atriotomy is formed in the wall of the
left atrium, through which the mitral valve may be ac-
cessed for repair or replacement.
[0010] Using such open-chest techniques, the large
opening provided by a median sternotomy or right tho-
racotomy enables the surgeon to see the mitral valve
directly through the left atriotomy, and to position his or
her hands within the thoracic cavity in close proximity to
the exterior of the heart for cannulation of the aorta and/or
coronary arteries to induce cardioplegia, manipulation of
surgical instruments, removal of excised tissue, and in-
troduction of an annuloplasty ring or a replacement valve
through atriotomy for attachment within the heart.
[0011] Mitral valve surgery, including mitral annulo-
plasty, is usually applied to patients with intrinsic disease
of the mitral apparatus. As described, above, these pa-
tients may have scarring, retraction, tears or fusion of
valve leaflets as well as disorders of the subvalvular ap-
paratus. Definitive repair requires direct visualization of
the valve.
[0012] Patients who develop mitral regurgitation as a
result of dilated cardiomyopathy do not always have in-
trinsic mitral valve disease. Regurgitation occurs as the
result of the leaflets being moved back from each other
by the dilated annulus. The ventricle enlarges and be-
comes spherical, pulling the papillary muscles and chor-
dae away from the plane of the valve and further enlarg-
ing the regurgitant orifice. In these patients, correction of
the regurgitation does not require repair of the valve leaf-
lets themselves, but simply a reduction in the size of the
annulus and the sphericity of the left ventricle.
[0013] Mitral annuloplasty without repair of the leaflets
or chordae has been shown to be effective in patients
with dilated cardiomyopathy who are refractory to con-
ventional medical therapy. Dr. Steve Bolling, at The Uni-
versity of Michigan and coworkers have operated on a
cohort of such patients with New York Heart Association
Class III and IV symptoms. Average symptom severity
decreased from 3.9 preoperatively to 2.0 after surgery.
Hemodynamics and ejection fraction improved signifi-
cantly. Other investigators have achieved similar results
as well. However, the morbidity, risks and expense of
surgical annuloplasty are very high in patients with car-
diomyopathy and congestive heart failure. Thus, a variety
of new techniques for the treatment of congestive heart
failure are being explored as adjuncts to drug therapy.
[0014] Several cardiac restraint devices have been de-
scribed. U.S. Patent No. 5,702,343 to Alferness discloses
a cardiac reinforcement device that is applied as a jacket
over the epicardium in order to limit diastolic expansion.
However, this requires an open chest operation to im-
plant and does not directly affect the diameter of the mitral
annulus. Another approach is disclosed in U.S. Patent
No. 5,961,440 to Schweich, et al., in which tension mem-
bers are placed through opposite walls of the heart such

that they span the ventricle. Less invasive and "minimal-
ly" invasive techniques for valve repair and replacement
continue to evolve, both on a stopped heart and on a
beating heart. These techniques may provide some ben-
efits over open chest procedures, but they are still at-
tended by significant morbidity and mortality risks.
[0015] A need therefore remains for methods and de-
vices for treating mitral valvular insufficiency, which are
attended by significantly lower morbidity and mortality
rates than are the current techniques, and therefore
would be well suited to treat patients with dilated cardi-
omyopathy. Optimally, the procedure can be accom-
plished through a percutaneous, transluminal approach,
using simple, implantable devices which do not depend
upon prosthetic valve leaflets or other moving parts.
[0016] Subsequent to providing such an implantable
device, mitral valve performance may be monitored in
order to determine whether further intervention is indi-
cated. Monitoring may occur immediately post-implanta-
tion, or during follow-up examinations. While monitoring,
it may become apparent that the implantable device’s
shape or location could be adjusted to improve mitral
valve performance, and further reduce mitral valve insuf-
fciency. Therefore, the present inventors believe that it
would be desirable to be able to perform adjustments to
the implantable device’s shape or location without the
need to re-enter the patent’s body. In addition, delivery
catheters for implantable devices are large and stiff, and
they can influence the position and performance of a mi-
tral annuloplasty implant while they are connected to the
implant. Therefore, the present inventors believe that it
is desirable to adjust the position of a mitral valve implant
with the implant delivery catheter detached from the im-
plant. In addition, the present inventors believe that op-
timally, the implantable device’s shape or location would
be adjusted by using simple, remotely controlled appa-
ratus.
[0017] Prior art arrangements are known from US
2002/0151961, US 6406493 and WO 2004/019816. US
2002/0151961 discloses a medical apparatus compris-
ing an elongate body which may be moved from a first
configuration for transluminal delivery to a second con-
figuration for remodelling the mitral valve annulus. US
6406493 discloses an expandable annuloplasty ring
comprising shape-memory material. WO 2004/019816
discloses an implantable device which may comprise an
adjustment tool.

Summary of the Invention

[0018] According to the present invention in a first as-
pect, there is provided an implant as recited in Claim 1.
[0019] Further, preferable features, are recited in the
dependent claims.
[0020] Further features and advantages of the present
invention will become apparent to those of skill in the art
in view of the detailed description of the preferred em-
bodiments, which follows, when considered together with
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the attached drawings and claims.

Brief Description of the Drawings

[0021]

Figure 1 is a schematic illustration of the heart, show-
ing one mitral annuloplasty device deployed within
the coronary venous system.
Figures 2A and 2B are schematic illustrations of the
mitral annuloplasty device shown in Figure 1, in sec-
ond and first configurations.
Figure 3 is a side elevational view of an implant and
deployment catheter.
Figure 4 is a segmented view of the assembly shown
in Figure 3, and shows an enlarged fragmentary view
of an implant attachment region of the assembly.
Figure 5 shows a transverse cross-sectional view
taken along 5-5 in Figure 4.
Figure 6 shows a perspective view of a proximal re-
gion of an implant.
Figure 7 shows a partially cross-sectioned side view
of a region of a device assembly similar to that shown
in Figure 6.
Figure 8A shows a partially cross-sectioned side
view of an implant, in a first configuration during a
first mode of use.
Figure 8B shows a similar view as that shown in Fig-
ure 8A, with the implant in a second configuration
during a second mode of use.
Figures 9A-B show side elevational schematic views
of a distal end portion of a delivery assembly coupled
to an elongate body, and show the elongate body
during two modes of operation, respectively.
Figure 9C shows a side elevational view of a portion
of the implant shown in Figure 9A.
Figure 9D shows a cross sectional view taken along
line 9D-9D in Figure 9C, showing an interlocking
transverse slot pattern.
Figure 9E shows a cross-sectional view through the
line 9E-9E of Figure 9D.
Figure 9F is a fragmentary cross sectional view of a
connection between a forming or deflection element
and an elongate body.
Figure 9G shows a fragmentary schematic view of
two interlocking segments according to one specific
mode for the elongate body shown in Figures 9A-F.
Figure 10 is a bottom plan view of an alternative med-
ical device including a delivery assembly, comprising
a handle assembly and a shaft, and an implant con-
figured for remodeling a mitral valve.
Figure 11 is a cross section of the shaft of the medical
device of Figure 10 taken along the view line 11-11
of Figure 10.
Figure 12 is an enlarged view of a portion of the med-
ical device of Figure 10, including the implant and a
connection assembly for removably connecting the
implant to the delivery assembly.

Figure 13 is an enlarged view of the connection as-
sembly of the medical device of Figure 12.
Figure 13A is a cross section view of the male con-
nector of Figure 13.
Figure 13B is a cross section view taken along view
line 13B-13B of Figure 13.
Figure 13C is a partial cross section view taken along
view line 13C-13C of Figure 13.
Figure 13D is a cross section view taken along view
line 13D-13D of Figure 13.
Figure 14 is a plan view of a rotational driver of the
delivery assembly of the medical device of Figure
10, viewed apart from the medical device.
Figure 15 is an end elevational view of a hex-shaped
distal end of the driver of Figure 14, taken along the
view line 15-15 of Figure 14.
Figure 16 is a cross section view of a handle assem-
bly of the medical device of Figure 10.
Figure 17 is a cross sectional view taken along the
view line 17-17 of Figure 16.
Figure 18 is a plan view of a portion of the handle
assembly of Figure 16 taken along the line 18-18 of
Figure 16.
Figure 19 is a plan view of a slot pattern for an implant
such as that of Figure 10.
Figure 20 is an enlarged view of the slot arrangement
of Figure 19.
Figure 21 is a cross sectional view of another implant.
Figure 22 is a side elevational view of the device of
Figure 21, in an actuated orientation.
Figure 23 is a side elevational view of an implant
similar to that shown in Figure 22, in the implanted
configuration, having an expandable basket thereon
for securement in a vessel.
Figure 24 is a side elevational fragmentary view of
an implant, illustrating a plurality of axial foreshort-
ening voids.
Figure 25 is a side elevational view of an implant
having a plurality of compression elements and/or
securement members thereon.
Figure 26 is a side elevational view of an implant
having an alternate compression element thereon.
Figure 27 is a side elevational view of an alternative
implant.
Figure 28 is an enlarged fragmentary cross sectional
view of a portion of the implant illustrated in Figure
27.
Figure 29 is a cross sectional fragmentary view of a
distal anchor assembly.
Figures 30A and B are schematic views of an alter-
nate implant.
Figure 31A is a side elevational view of an alternative
implant.
Figure 31B is a cross-sectional view taken along line
31B-31B of Figure 31A.
Figure 31C is a plan view of a ratchet strip for use
with the implant of Figures 31A and 31B.
Figure 31D is a plan view of a disconnect sub-as-
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sembly for use with the ratchet strip of Figures 31A-
C.
Figure 31E is a cross-sectional view taken along line
31E-31E in Figure 31D.
Figure 31F is a plan view showing the catheter cou-
pling of the implant of Figures31A-B
Figure 32A is a cross-sectional view of a proximal
deployment handpiece.
Figure 32B is a partial cross-sectional view of the
proximal deployment handpiece of Figure 32A rotat-
ed 90 degrees.
Figure 33 is a side elevational view of an alternative
implant.
Figure 34 is a side elevational close-up view of the
distal end of the implant of Figure 33.
Figure 35 is a side elevational close-up view of the
proximal end of the implant of Figure 33.
Figure 36 is a side elevational cutaway view of an
alternative implant.
Figure 37 is a close-up view of the proximal end of
the implant of Figure 36.
Figure 38 is a remotely activated implant system in
accordance with one aspect of the present invention.
Figure 39 is a motion module in accordance with one
aspect of the present invention.
Figure 40 is an alternative motion module in accord-
ance with one aspect of the present invention.
Figure 41 is an alternate remotely activated implant
system in accordance with the present invention.
Figure 42 is an illustration of implantable compo-
nents of the remotely activated implant system in
accordance with the present invention.
Figure 43 is an illustration of an alternative embod-
iment of the remotely activated implant system in
accordance with the present invention.
Figure 44 is a schematic representation of compo-
nents positioned within an implant, in accordance
with one aspect of the present invention.
Figure 45 is an illustration of components positioned
internal to an implant, and distributed throughout the
implant, in accordance with another aspect of the
present invention.
Figure 46 is an illustration of another embodiment of
the present invention, including a dual coupling for
simultaneous interfacing with a housing and a de-
ployment catheter.
Figure 47 is an illustration of yet another remotely
activated implant system in accordance with the
present invention.
Figure 48 is a flow chart illustrating a method of re-
mote activation of an implant system of the present
invention.
Figure 49 is a flow chart illustrating a method of re-
mote adjustment.
Figure 50 is a flow chart illustrating yet another meth-
od of remote activation of an implant system of the
present invention.
Figure 51 is an illustration of electrical and mechan-

ical components included in one embodiment of the
implant system.
Figure 52 is an illustration of an alternative remotely
activated implant system.
Figure 53 is an illustration of an implant in accord-
ance with another aspect of the present invention.
Figure 54 is a cross-sectional illustration of a sec-
ondary housing implanted within a vessel such as
the superior vena cava.
Figure 55 is an illustration of another secondary
housing.
Figure 56 is an illustration of another secondary
housing.
Figure 57 is an illustration of a delivery catheter.

Detailed Description of the Preferred Embodiment

[0022] The present invention is suitable for performing
mitral annuloplasty and remodeling of the left ventricle
using a device that may be introduced percutaneously,
and placed within the coronary venous system of the
heart. The device exerts compressive force on the mitral
annulus and left ventricle, reducing the severity of mitral
regurgitation and the size of the left ventricular cavity.
The device thus enables reduction of the mitral annulus
and constraint of the diastolic expansion of the left ven-
tricle yet without the morbidity and other risks associated
with open chest surgery. Additional details are disclosed
in the parent application, Serial No. 10/066,302, filed on
January 30, 2002, and published as US 2002/0151961.
[0023] The present inventors have determined that the
coronary sinus and veins provide an ideal conduit for the
positioning of an intravascular prosthesis, or implant, for
remodeling the mitral annulus, since they are positioned
adjacent the mitral annulus and interventricular septum.
As used herein, the term "implant" is a broad term, and
should not be limited to a permanently introduced struc-
ture or device, but could additionally be a temporarily
introduced device. The coronary sinus is contained within
the atrioventricular groove, and is in close proximity to
the posterior, lateral and anterior aspects of the mitral
annulus. The coronary sinus and coronary veins are can-
nulated currently during any of a variety of percutaneous
transvenous diagnostic and therapeutic procedures. Per-
manent placement of pacemaker and defibrillator leads
within the coronary sinus and veins is both safe and well
tolerated.
[0024] The annuloplasty system consists of several
components. Desirably, there is a delivery system intend-
ed to be introduced percutaneously into a central vein
such as the internal jugular, subclavian or femoral veins
and to cannulate the coronary sinus. The implant of the
present invention is deployed from the delivery system,
preferably a delivery catheter, into the coronary venous
system or into a position within or adjacent the myocar-
dium, to influence the annulus of the mitral valve. Addi-
tional tools may be placed through or along the delivery
catheter to position the device, apply elements in place,
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and to control and/or cut tensioning elements (if provided)
from the delivery system, as will be discussed in detail
below.
[0025] Referring to Figure 1, there is illustrated a sche-
matic view of the heart 10, having a mitral annuloplasty
and cardiac reinforcement device 40 positioned therein.
The heart 10 generally comprises a right atrium 12, in
communication with the superior vena cava 14 and infe-
rior vena cava 16. The left ventricle 18 is positioned below
the left atrial appendage 20. Relevant portions of the cor-
onary vasculature include the coronary sinus 22, which
extends from the ostium 24 to the junction 26 of the cor-
onary sinus and the great cardiac vein 28. There may be
anastomotic connections 29 between the great cardiac
vein 28 and the middle cardiac vein 30, as is well under-
stood in the art.
[0026] One embodiment of a mitral annuloplasty and
cardiac reinforcement device 40 is illustrated generally
in the coronary sinus 22. In particular, the device 40 ex-
tends from a proximal end 42 to a distal end 44. The
proximal end 42 lies against the posterior aspect of the
interatrial septum 46. The midportion 48 of the device 40
is positioned within the coronary sinus 22. The transition-
al section 50 of the device 40 lies at the junction 26 of
the coronary sinus 22 and the great cardiac vein 28. The
distal end 44 of the device 40 is lodged in the great cardiac
vein 28.
[0027] The transitional region 50 is designed to reside
in the proximal portion of the great cardiac vein 28. By
deflecting out of a plane defined by the coronary sinus
22, it serves as an anchor 52 and prevents the device 40
from slipping out of the coronary sinus 22 when tension
is applied. This anchor 52 is, preferably, very flaccid and
flexible, thereby minimizing the risk of erosion of the de-
vice 40 through the wall of the great cardiac vein or other
aspect of the coronary venous system. The proximal end
42 of the device 40 lies outside the ostium 24 of the cor-
onary sinus 22 and is desirably curved upward so as to
anchor against the posterior aspect of the interatrial sep-
tum 46. Advantageously, the proximal end 42 of the il-
lustrated device 40 is semicircular in shape and elliptical
in profile so that no edges will promote erosion of adjacent
tissue.
[0028] As an alternative anchor 52 to the distal exten-
sion of the device 40, any of a variety of structures may
be provided. In general, the deployed device 40 will con-
tact the wall of the coronary sinus 22 along the inside
radius of its arcuate path. Thus, a tissue contacting sur-
face 54 on the concave side of the deployed device 40
may be provided with any of a variety of friction enhancing
surface structures, such as a plurality of transverse ridg-
es, teeth or other projections, or modified surface tex-
tures to enhance friction. Alternatively, tissue engaging
or piercing structures such as barbs may be provided on
the surface 54 to engage the wall of the coronary sinus
22 to resist movement of the device 40, as will be dis-
cussed.
[0029] While use of such structures as anchors may

provide some benefit in certain applications, examples
herein shown and described are believed to be particu-
larly useful in one aspect specifically because they op-
erate without the need for such aggressive tissue en-
gagement. It will be apparent to one of ordinary skill
based upon this disclosure that independent device ma-
nipulation and shape control allow for sufficient forces to
be applied to the mitral valve without requiring the pos-
sibly harmful effects of puncturing and grabbing tissue
within the sinus for the remodeling process. In one re-
gard, the independent action of a barbless design, allows
for adjustment in both the tightening and loosening di-
rections with reduced risk of significant tissue damage
or erosion. In another regard, devices 40 according to at
least certain embodiments beneficially maintains its
length throughout its modified range of shapes while the
sinus and adjacent valve annulus reduce their dimen-
sions under the force of remodeling. In still a further re-
gard, the independent action and lack of tissue piercing
and grabbing anchors allow for the device to be removed
from the patient after initial implantation within the sinus,
such as for example in the event of complications or in
applications intended to be temporary remedial meas-
ures, such as for bridging a patient to surgery. Further to
this regard, various shapes and sizes of devices may be
required in a given patient before the appropriate one is
found according to the observed in vivo response to im-
plantation.
[0030] The specific dimensions, construction details
and materials for the mitral annuloplasty and cardiac re-
inforcement device 40 can be varied widely, as will be
appreciated by those of skill in the art in view of the dis-
closure herein. For example, dimensional adjustments
may be made to accommodate different anatomical sizes
and configurations. Materials and construction details
can be varied to accommodate different tensioning
mechanisms and other considerations.
[0031] In general, the device 40 defines an overall
length from proximal end 42 to distal end 44. Preferably,
the length is within the range of from about 2 cm to about
10 cm in an embodiment such as that illustrated in Figure
2 in which the anchor 52 comprises a distal extension of
the body 66 for lodging within the great cardiac vein 28.
One example of the device 40 includes an elongate flex-
ible body 66 about eight centimeters in length. In such
an example, the body 66 may be elliptical in cross section
so that it will bend in a single plane when force is applied
to the tensioning element within it, as will be discussed
below. Distally the device 40 tapers and transitions to a
round cross-section.
[0032] Referring to Figures 2A-B, there is illustrated
an embodiment of the device 40 having a forming ele-
ment 56, such as a wire, therein. Manipulation of the form-
ing element 56 allows the device to be moved from a
flexible orientation to enable percutaneous insertion into
the vascular system and navigation into the coronary si-
nus (Figure 2B), to an arcuate configuration for com-
pressing at least a portion of the mitral annulus (Figure
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2A). The device 40 may be advanced from the first, flex-
ible configuration to the second, arcuate configuration by
either axial proximal retraction or distal advancement of
the forming element 56 with respect to the body 66, de-
pending upon the particular design.
[0033] In general, the device 40 comprises an elongate
flexible support 58, extending from a proximal end 42 at
least as far as a point of attachment 60. The support 58
may be a portion of the body 66 or may be a distinct
component as will be discussed. The support 58 has a
fixed length, and is substantially axially non-compressi-
ble and non-expandable. Thus, proximal axial retraction
of the forming element 56 relative to the proximal end of
the support 58 will desirably cause the support 58 to de-
flect in a first direction, tending to bend the body 66 about
an axis transverse to the longitudinal axis of the body 66.
Distal axial advancement of the forming element 56 with
respect to the support 58 will cause lateral deflection of
the support 58 in a second direction, tending to permit
the body 66 to straighten due to the inherent resiliency
of the support 58. This basic steering configuration can
be embodied in many forms, which can be optimized by
those of skill in the art to suit a particular construction for
the body 66 depending upon the desired dimensions and
clinical performance.
[0034] The forming element 56 extends from the prox-
imal end 42 through the device 40 to the point of attach-
ment 60. At the point of attachment 60, the forming ele-
ment 56 is mechanically coupled, and preferably, directly
coupled to the support 58. Alternatively, other suitable
methods of attachment may be used. A proximal exten-
sion 64 of the forming element 56 extends from the prox-
imal end 42 of the device 40, such as through an aperture
62. Proximal retraction of the forming element 56 through
the aperture 62 causes the device 40 to bend from an
implantation, or delivery orientation, for navigating the
coronary vasculature during implantation, to a formed,
or remodeling orientation for compression and constraint
of the coronary sinus 22 and adjacent structures.
[0035] In the formed, remodeling orientation, the de-
vice 40 preferably provides a compressive force against
the mitral annulus as has been discussed. This is desir-
ably accomplished by forming the device into an arcuate
configuration. Generally, the best fit curve of constant
radius to which the formed device conforms has a radius
within the range of from about 1.0 cm to about 2.0 cm.
The forming element may comprise any of a variety of
materials and constructions, such as a polymeric or metal
wire or strand, a multi-filament braided or woven line, a
metal or polymeric ribbon, or other structure capable of
retaining the device 40 under tension in the coronary si-
nus 22.
[0036] The device 40 further comprises a support 58,
which may be the body 66 of the device 40 or a separate
element positioned therein. In an example in which the
support 58 is a separate element contained within the
device 40, support 58 may comprise any of a variety of
generally axially non-compressible elements such as a

metal or polymeric wire or column, ribbon, or "bottomed
out" (e.g., fully compressed) spring which facilitates lat-
eral bending but inhibits axial compression upon proximal
retraction of forming element 56. A metal ribbon compris-
ing stainless steel, nitinol, or other known materials may
be desired in certain embodiments, due to its ability to
influence the plane of curvature of the device 40 when
in the formed orientation.
[0037] In the presently illustrated example, the proxi-
mal extension 64 of the forming element 56 extends prox-
imally throughout the length of a deployment catheter, to
a control or free end which remains outside of the patient
during the deployment procedure. Following placement
of the device 40 in the coronary sinus, proximal traction
on the proximal extension 64 will reconfigure the device
40 into the formed orientation within the coronary sinus,
as will be discussed in connection with the method of use
of preferred embodiments. After a sufficient tension has
been placed on the coronary sinus 22, the forming ele-
ment 56 is preferably locked in a fixed axial position with
respect to the device 40, to resist distal movement of the
forming element 56 through aperture 62. Any of a variety
of suitable lock arrangements may be provided. Prefer-
ably, the lock 70 is provided on or near the proximal end
42, and, in particular, at or about the aperture 62. The
lock may comprise any of a variety of structures, such
as a suture knot, locking clamp or ring, an interference
fit, ratchet and pawl structures, threaded engagement,
an adhesive bond, or a compression fit, as will be appar-
ent to those of skill in the art in view of the disclosure
herein.
[0038] The lock 70 may be initially disengaged, so that
the forming element 56 may be retracted or advanced
freely through the aperture 62 while the physician adjusts
the tension on the device 40. After the desired tension is
achieved, the lock 70 is activated to engage the forming
element in a manner which will depend upon the lock
design. Alternatively, the lock 70 may be biased into an
engaged configuration, such as with ratchet or cam struc-
tures, so that the forming element can only be retracted
proximally. Preferably, however, the lock will allow the
forming element to be released so that the physician can
release tension on the device 40 in the event of momen-
tary over tightening.
[0039] The forming element 56 and support 58, with or
without the tubular body discussed below, may be sur-
rounded by a tubular jacket of ePTFE or a polyester fabric
such as DACRON, or other material which is wrapped or
stitched onto the forming element 56 to produce the final
device 40. As a further alternative, the subassembly
which includes the forming element 56, and, if present,
support 58 may be positioned within a suitable length of
tubing formed such as by extrusion. The tubing may be
drawn down to a reduced diameter at the distal end 44.
Additional post extrusion steps may be used to produce
the desired cross-sectional configuration. Manufacturing
techniques for the present invention will be apparent to
those of skill in the art in view of the disclosure herein.
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[0040] Any of a variety of additional features may be
added to the device 40, depending upon the desired clin-
ical performance. For example, the outside surface of
the body 66 may be provided with any of a variety of
coatings, such as poly-paraxylene, sold under the trade-
mark PARALENE, PTFE or others to improve lubricity;
heparin or other antithrombogenic agents; elastomers
such as silicone, neoprene, latex or others to soften the
surface and reduce the risk of trauma to the vascular
intima, and the like. Adhesion enhancing surfaces may
be provided, such as ePTFE patches or jackets, to pro-
mote cellular ingrowth for long term anchoring. In addi-
tion, depending upon the deployment system design, the
body 66 may be provided with a guidewire lumen extend-
ing axially therethrough, to allow the body 66 to be ad-
vanced distally over a guidewire during placement at the
treatment site.
[0041] The device 40 may be implanted within the cor-
onary sinus 22 either through direct surgical (e.g., thora-
cotomy, with or without sternotomy) access, such as in
combination with another surgical procedure, via port ac-
cess, or remotely by way of a percutaneous or surgical
cut down access to the venous system. Preferably, the
device 40 is implanted in a transluminal procedure, such
as by way of a percutaneous access at one of the internal
jugular, subclavian, or femoral veins.
[0042] Figures 3-8B illustrate an exemplary device as-
sembly 200. In general, Figure 3 is an overall view of
assembly 200 that includes a delivery assembly 210 en-
gaged to a prosthesis, or implant 250. According to sim-
ilar overall delivery systems and methods elsewhere
herein described, prosthesis 250 is adapted to be deliv-
ered in a first condition and shape into a vessel at least
in part by manipulation of delivery assembly 210. Once
in the desired region of the target vessel, prosthesis 250
is adapted to be adjusted to a second condition and
shape within the vessel in order to influence an adjacent
tissue structure. As also elsewhere herein described, a
particularly beneficial mode of such operation places the
prosthesis 250 within a coronary sinus for the purpose
of influencing a mitral valve annulus, more specifically in
order to influence the shape of the annulus in order to
reduce mitral valve regurgitation.
[0043] Figures 4-7 show the proximal aspects of de-
vice assembly 200, and in particular various details for
delivery assembly 210 that includes an outer member
215 that is preferably tubular with an inner lumen 216
that is preferably sized to house an inner member 225.
Inner member 225 in the variation shown is generally
tubular and is substantially free to rotate within lumen
216, preferably by providing rotational force to inner
member 225 proximally outside of the patient’s body. Ac-
cording to the example shown, this rotational force is ap-
plied to inner member 225 via a thumbwheel 205 that is
provided on proximal hub assembly 201 coupled to prox-
imal end portion 211 of delivery assembly 210. Thum-
bwheel 205 is rotationally coupled to inner member 225
within hub assembly 201, which rotational coupling may

be achieved according to a number of adaptations as
would be apparent to one of ordinary skill.
[0044] Rotation of inner member 225 is transmitted into
rotation of a rotational coupler 280 that is engaged within
a proximal end portion 252 of prosthesis 250 as follows.
Inner member 225 has an aperture 228 on its distal end
portion that provides a female counterpart of a mated key
interface between the inner member 225 and a male
counterpart, desirably provided by a shaped proximal
end 281 of a rotational coupler 280 that is also rotationally
engaged within a proximal end portion 252 of prosthesis
250. The keyed fitting between inner member 225 and
rotational coupler 280 allows for transmission of rotation-
al forces to rotational coupler 280. In order to maintain
releasable axial engagement of this keyed coupling, a
flexible member such as a filament 240 is looped through
an aperture 283 through proximal end 281 of rotational
coupler 280 with both filament ends 242 and 244 extend-
ing proximally through inner member 225 to a location in
the proximal end of the catheter. The filament 240 is gen-
erally held in sufficient tension to keep the distal keyed
fitting engaged, though it is further contemplated that the
mere presence of the filament may provide an interfer-
ence against uncoupling if there is a sufficiently tight tol-
erance in the male/female interface of the keyed fitting.
[0045] Rotational coupler 280 is rotationally engaged
within proximal end portion 252 of prosthesis 250 through
a proximal port, or aperture 251, such that the rotational
coupler 280 is adapted to rotate within and relative to the
prosthesis 250. This relative rotation is converted to force
a deflection of prosthesis 250 into the desired shape of
the second configuration in situ as follows.
[0046] According to one aspect of the rotational cou-
pling, the prosthesis 250 is preferably held to resist rota-
tion while rotational coupler 280 is rotated within the pros-
thesis 250. This may be achieved simply by frictional forc-
es of surrounding tissue after the prosthesis 250 has
been delivered into the desired vessel such as the cor-
onary sinus. According to another example, this may be
achieved by providing a releasable interface such as a
friction fit between outer member 215 and proximal end
portion 252 of prosthesis 250 wherein the frictional en-
gagement of outer member 215 and prosthesis 250 are
held in a relatively fixed position while inner member 225
and rotational coupler 280 are rotated. This is shown in
Figure 4. In addition, or in the alternative to the friction
fit interface, a keyed interface may be employed as
shown in Figures 6-7. According to this mode, a shaped
proximal fitting 253 on the proximal end 252 of prosthesis
250 is adapted to mate as a male counterpart into a
shaped aperture or fitting on the distal end 212 of outer
member 215. This keyed interface allows for rotational
coupling between the members in a similar manner as
just described for the inner member 225 and rotational
coupler 280, and may allow for a more releasable cou-
pling with reduced friction upon axial detachment of the
members.
[0047] The rotational forces from rotational coupler
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280 may be converted to deflection forces on the pros-
thesis 250 according to one example as illustrated in Fig-
ures 8A-B. Prosthesis 250 includes a generally tubular
wall or body 260 that has an inner lumen 262 and extends
from the proximal end portion 252 to the distal end portion
254 of prosthesis 250. Secured along proximal end por-
tion 252 is a nut fitting 263 that has a grooved inner bore
264 which communicates with inner lumen 262. Further
to this specify example, rotational coupler 280 is a screw
member with outer helical threads 285 engaged within
the mating threads of an inner surface (not shown) of a
bore lumen such that a distal portion of screw threads
285 extends distally within lumen 262 and terminates at
a second key fitting 287 similar to the shaped proximal
end portion 282 and also having an aperture 288. Similar
to the proximal end of rotational coupler 280, another
flexible member or filament 290 is looped through aper-
ture 288 such that two arms 292, 294 extend distally
therefrom to an attachment point along distal end portion
254 of prosthesis 250. Because nut fitting 263 is fixed in
relation to outer tubular body 260, and because that tu-
bular body is held in a relatively fixed position as provided
above, rotation of rotational coupler 280 moves coupler
280 proximally relative to body 260. This proximal axial
translation of rotational coupler 280 puts tension on fila-
ment 290, which puts tension on the body 260 due to the
distal attachment. This tension on outer body 260 forces
a deflection of the body 260. Therefore, rotational force
is converted into a tensile force which, in turn, causes
radial deflection of the body 260 relative to the longitudi-
nal axis L of the device 250. In other words, the body 260
is deflected about an axis that is transverse to the longi-
tudinal axis L. See Figure 8B.
[0048] The forced deflection described immediately
above may be controlled in a particular plane by providing
a composite structure within prosthesis 250 that is engi-
neered to respond, e.g., yield, to these forces in a pre-
scribed way. In the specific example shown, a relatively
noncompressible column support or spine member 270
is provided within lumen 262 of outer tubular body 260.
This spine member 270 is more rigid and more resistant
to axial forces, especially tensile forces, than the material
of outer tubular body 260 alone. Therefore, providing
spine member 270 along only one radial position along
the circumference of the prosthesis 250 creates a bias
on the device 250 to deflect away from the spine 270
toward a more compressive region of the device 250.
Such composite design may further include a laminate
structure, a composite structure - such as an imbedded
wire reinforced wall structure, or may be achieved by
engineering material variations in the device, such as for
example by thinning, thickening, hardening, or softening
the material at one location along the outer tubular body
260 relative to another region to urge the body 260 to
deflect at a desired location.
[0049] As may be achieved by other controllable ex-
amples elsewhere herein described, deflection accord-
ing to the present example may be adjusted according

to a healthcare provider’s desires, and is adjustable in
either direction - by either tightening the radius of curva-
ture R or opening it. See Figure 8B. According to this
specific example however, the adjustability of and choice
between tightening and loosening of the deflection de-
pends upon the direction and extent of rotation placed
upon the rotational force transmission system.
[0050] Once the desired deflection is achieved and de-
sired therapeutic results are observed, the prosthesis
250 may be detached from the delivery assembly 210 by
severing the torque or rotational force transmission sys-
tem at the keyed fitting between the inner member 225
and the rotational coupler 280. This is accomplished by
first releasing at least one arm 242,244 of the proximal
filament 240 while withdrawing the other arm, thereby
threading the filament 240 through aperture 283 (as
shown in bold arrows in Figure 8B) until it is unthreaded
completely from the aperture 283. This allows inner mem-
ber 225 to be withdrawn proximally from rotational cou-
pler 280 to detach and thereby implant the prosthesis
250.
[0051] Alternatively, as with other adjustable deflection
systems herein described, the prosthesis may be held in
its therapeutic condition for a temporary period of time
(which may nevertheless be prolonged during a hospital
stay), during which time mitral valve regurgitation may
be minimized, such as for example for the purpose of
bridging the patient in a temporarily improved condition
until other treatments may be performed, e.g. annulo-
plasty, valve surgery, heart transplant, etc. In this alter-
native temporary setting, at the appropriate time the de-
flected, contracted prosthesis may be adjusted back
open from its cinched position around the valve, and then
withdrawn without implantation by withdrawing the entire
system, delivery assembly still engaged to the prosthe-
sis. Moreover, it is further contemplated that such a tem-
porary prosthesis may be modified to remove the detach-
ment mechanisms herein described, which may provide
for a simpler and lower cost device.
[0052] Device assembly 200 is also shown in Figures
3 and 8A-B to include a distal guidewire tracking member
with a guidewire lumen 265 which is adapted to slideably
engage a guidewire 230 in order to be placed in a per-
cutaneous transluminal procedure into the desired ves-
sel location, such as within the coronary sinus 22. The
particular guidewire lumen shown is integral within the
distal aspects of prosthesis 250 as a "rapid exchange"
or "monorail" design that allows for relatively independent
movement of the guidewire and catheter in vivo. Moreo-
ver, this design removes the need for the guidewire to
ride coaxial through the entire device assembly 200, as
would be the case for example in an "over the wire" type
system. The type shown beneficially allows for detacha-
ble engagement of prosthesis 250, which is preferably
achieved after withdrawing the optional guidewire 230
from the distal lumen 265.
[0053] In each of the foregoing implantation methods,
the physician preferably monitors the degree of regurgi-
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tation during the step of tightening the implant. Although
any reduction in mitral regurgitation may be desirable,
regurgitation is preferably reduced to something less
than moderate (less than 2+). In any event, at least a one
grade reduction is preferably achieved. On the other
hand, reconfiguration of the implant 250 is desirably not
accomplished to an extent sufficient to produce mitral
stenosis, or any flow limitation of hemodynamic signifi-
cance.
[0054] Thus, the method of implantation preferably fur-
ther comprises the steps of monitoring the degree of mi-
tral regurgitation during, and preferably also before and
following the implantation and/or reconfiguration steps.
The degree of mitral regurgitation may be monitored such
as by transesophageal echo cardiography, intracardiac
echo cardiography, fluoroscopy using radiocontrast in
the left ventricle (LVgram), or left atrial or pulmonary cap-
illary wedge pressure tracings, as are understood in the
art, during the incremental restriction of the mitral annulus
and/or left ventricle step. Once a sufficient reduction in
regurgitation has been achieved for a particular patient
in the physician’s judgement, the device 250 may be
locked and the delivery assembly 210 detached from the
device 250 and removed from the patient.
[0055] The method may additionally comprise the step
of measuring the coronary sinus 22 and/or other coronary
vein, and selecting an appropriately sized implant 250
from an array of implants of varying sizes. Such param-
eters may include diameter, length, or radius of curvature
of the arc of the sinus. The appropriately sized implant
250 is thereafter positioned within the target vein. The
implant 250 is thus preferably provided in a graduated
array of sizes, so that the optimal size can be selected
for each patient. The size of the coronary sinus 22 or
other vein can be measured using any of a variety of
techniques, such as echo cardiogram, MRI, CT Scan, or
angiography as is understood in the art. Moreover, as is
apparent to one of ordinary skill, measuring a parameter
of the coronary sinus 22 generally provides indicia of cer-
tain parameters of the mitral valve and its annulus, such
as for example mitral valve diameter, in which case either
the coronary sinus parameter or the mitral valve param-
eter may provide the requisite information for choosing
an appropriately dimensioned device 250 from the kit.
[0056] It follows that such mitral valve parameters may
further be measured directly, such as by various of the
methods just described, in order to generate the values
used for choosing the appropriate device 250. Once a
parameter for an anatomical feature is measured as
herein described, its value is generally estimated accord-
ing to the accuracy of the respective measuring tool - it
is contemplated that persons without specialized medical
skills or training can choose the appropriate medical de-
vice 250 from the kit once armed with this estimated val-
ue. For example, packaging for each device 250 of the
kit may indicate the respective dimensions that are
unique to that device 250 with respect to other devices
of the kit, and the estimated value of the measured an-

atomical parameter may simply be compared.
[0057] It is contemplated and apparent that various of
the examples herein described are adapted to accom-
plish manipulation of the coronary sinus 22 for mitral an-
nulus reduction without substantially altering the length
of the device 250 within the sinus 22. This may provide
a benefit by increasing the useful purchase of the device
250 along the coronary sinus 22 and circumferentially
around the mitral annulus as the sinus length and/or an-
nulus diameter may be reduced during remodeling from
the radial deflection of the prosthetic device 250. This
may also mean that the dimension of the device 250 in
a kit of devices may not directly correspond to the esti-
mated value of the anatomical parameter that is meas-
ured. For example, the compared value of the measured
device parameter may be shorter than an estimated cor-
onary sinus 22 length due to a possible shortening of the
sinus 22 during device 250 treatment. Or, the anatomical
parameter may be estimated from an initial value based
upon an anticipated or desired final result from treatment
and such procedurally related value be used for choosing
the appropriate device (e.g. comparing an estimated final
length of the sinus or mitral valve diameter with a known
dimension of the device in the remodeling configuration
when used in situ).
[0058] As a further example, the implant 250 is prefer-
ably combined with an appropriate drug therapy for treat-
ing congestive heart failure. Residual regurgitation and
other hemodynamic functions are preferably measured
following implantation of the implant. Heart medications
are preferably adjusted to take into account the reduction
in regurgitation and/or reduction in left ventricle volume
in formulating an ongoing drug therapy for the patient.
[0059] Still further, the present disclosure contem-
plates temporary use in the sinus 22 for mitral valve re-
modeling as a bridging regime in combination with other
permanent treatments such as more conventional annu-
loplasty or valve replacement via surgery. Such com-
bined systems of devices 250 and respective methods
of use, which may further be combined with the pharma-
ceutical drug regimes, provide an overall treatment re-
gime that can provide a highly beneficial result for man-
agement of patients with harmful mitral valve regurgita-
tion.
[0060] Any of the examples discussed herein may ad-
ditionally be provided with one or more externally facing
electrically conductive axially extending strips or annular
bands, to enable the device 40 to function additionally
as a cardiac pacing or other diagnostic or therapeutic
cardiac electrode. The electrically conductive band or
bands are placed in electrical communication with a pac-
ing source or diagnostic instrument by way of one or more
electrical conductors extending away from the device 40.
The conductors may be electrically connected to any of
a wide variety of electronic cardiac rhythm management
devices, which are well known in the art.
[0061] As shown in Figures 9A and 9B, once in the
coronary sinus the elongate body 320 is adapted to be
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adjusted from the first implantation (flexible) configura-
tion to a second (relatively rigid) remodeling configuration
that has a shape that is adapted to remodel the mitral
valve annulus. According to Figure 9B, this shape is gen-
erally adapted to provide an external force onto the an-
nulus in order to reduce its diameter along at least one
transverse axis, such as according to the arcuate shape
shown that at least in part grips down onto a portion of
the circumference of the valve to provide a diameter re-
ducing force. As is also shown in phantom, the arcuate
shape may take different forms in terms of degree, and
in a further highly beneficial application is controllable
and selectable between various or through a continuous
range of degrees. Such controllability is also selective
between intermediate deflectable portions 360, 370, 380,
as is shown in Figure 9B and will be further developed
below.
[0062] Elongate body 320 is constructed from tubular
wall 325 that extends continuously along the length of
the deflectable portions 360,370,380 of the elongate
body 320. An array or plurality of distinct, discontinuous
slots or voids 330 are formed within the wall 325, each
void 330 having an elongated shape that is transverse
to the longitudinal axis. Voids 330 permit axial shortening
of one side of the tubular wall 325, enabling the curvature
illustrated in Figure 9B.
[0063] By further reference to Figures 9A-F, trans-
verse voids 330 have a central groove-shaped region
with two adjoining portions 332, 334 that converge at an
apex 333 along the longitudinal axis. Such a shaped void
330 is defined at least in part by two opposing comple-
mentary shaped surfaces of two adjacent, longitudinally
opposing portions 340, 350 of the wall of the elongate
body 320. One of these portions 340 desirably assumes
a convex shape in an axial, distal direction, and the other
portion 350 is desirably concave in an axial, proximal
direction around the apex 333. These shaped surfaces
340, 350 are preferably in a nested configuration with the
convex portion 340 positioned within the concave portion
350. In this arrangement, lateral (rotational) movement
of one of the adjacent wall portions 340, 350 relative to
the other portion 340, 350 is substantially prevented by
a mechanical interference with the other adjacent portion
340, 350. The relative nesting of adjacent portions 340,
350 of the elongate body 320 provides a mechanical in-
terference to radial deflection along a first plane and sub-
stantially isolates deflection of the elongate body 320
along a second plane upon application of axial bending
forces.
[0064] Figure 9D shows grooved voids 330 in plan
view for the purpose of simplifying the illustration for bet-
ter understanding. However, as depicted in Figure 9C
and by reference to Figure 9E, these transverse voids
330 (and the generally the entire V-shaped portion herein
described in detail) span across at least about 180 de-
grees of the circumference of the elongate body 320.
Preferably, the transverse voids 330 span across more
than about 300 degrees of the circumference of the elon-

gate body 320, and still more preferably the voids span
across between about 300 degrees and about 315 de-
grees of the circumference. By arranging such grooved
voids in a similar alignment around the circumference of
the wall 325, an integral and continuous backbone or
spine 327 is formed along wall 325 that runs axially along
the length of the elongate body 320. This overall arrange-
ment of voids 330 and spine 327 has been observed to
provide a desirable combination of bendability, due to
the voided pattern, and axial integrity, due to the remain-
ing wall structure.
[0065] The elongate body 320 of the implant 300
shown in Figures 9A-F generally has three deflectable
portions 360, 370, 380, and one non-deflectable portion
310 along the longitudinal axis. Each deflectable portion
360, 370, 380 has a group of voids 330 as just described
in order to be individually deflectable between the first
and second configurations with an applied force from out-
side of the patient’s body while the elongate body 320 is
positioned within the coronary sinus. More specifically,
three forming elements 365, 375, 385 may be coupled
to the three deflectable portions 360, 370, 380, respec-
tively, in order to apply a deflection force to that portion
to reshape that portion between the first and second con-
figurations. Each forming element 365, 375, 385 is pref-
erably adapted to extend externally from the patient’s
body when the elongate body 320 is positioned within
the coronary sinus in order to be manually manipulated
to apply the deflection force to the respectively coupled
deflectable portion 360, 370, 380. Deflection of each of
these portions combined provides for the overall shape
for the elongate body 320 in the second configuration.
[0066] Forming elements 365, 375, 385 are attached
to elongate body 320 at unique, longitudinally spaced
points of attachment 361, 371, 381, respectively, that are
each at or distal to the distal end of each respectively
coupled deflectable portion 360, 370, 380. One beneficial
application is shown for the attachment of the forming
members 365, 375, 385 to the body 320, wherein each
point of attachment 361, 371, 381 has two axially spaced
apertures, which are shown as proximal and distal aper-
tures 362, 363 for point of attachment 361, proximal and
distal apertures 372, 373 for attachment point 371, and
proximal and distal apertures 382, 383 for point of attach-
ment 381. As illustrated for point of attachment 371 in
Figure 9F, a shaped distal end 377 for forming element
375 is sized to be seated within distal aperture 373 where
it is secured by a securing agent 374 which may be an
adhesive, melt bond, or solder, for example. Any or all
of the respective forming elements 365, 375, 385 may
also be welded through the apertures to the wall. Forming
element 375 extends proximally from distal aperture 373
and is further secured to wall 325 by additional securing
agent 374 introduced through proximal aperture 372. The
securing agent 374 may be applied in one operation from
outside in through both apertures 372, 373. In addition,
distal end 377 may also be shaped to provide a mechan-
ical securement means for attachment during proximal
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axial forces, such as is shown in phantom in Figure 9F.
[0067] According to one specific example that has
been observed to be useful, the apertures are generally
between about 0.51 mm and about 0.56 mm (about 0.020
inches and about 0.022 inches) in diameter with similar
longitudinal spacing, and the distal end for the seated
forming elements are between about 0.30 mm and about
0.36 mm (about 0.012 and about 0.014 inches) in diam-
eter. Further, wall 325 is generally constructed from a
tubular, stainless steel wall or hypotube with a plurality
of grooved voids 330 formed therein according to a pat-
tern similar to that shown and described by reference to
Figure 9D or elsewhere herein. The respective forming
elements are soldered to the respective attachment
points using gold/tin solder. Further, grooves such as
shown and described by reference to Figure 9D were
formed in the underlying stainless tube by laser cutting,
though other well known techniques such as hand grind-
ing, mechanical cutting, photo-lithography, etc. may al-
ternatively be used.
[0068] As previously described herein, the applied
force from the forming elements 365, 375, 385 are gen-
erally an axial force between the attachment points 361,
371, 381 to the elongate body 320 and a proximal location
(not shown) along the elongate body 320 that is proximal
to that deflectable portion. According to the specific ex-
amples shown this force is generally between the attach-
ment points 361, 371, 381 and the proximal end portion
of the elongate body 320. The elongate body 320 may
generally be held during forced deflection by means of a
holding device (not shown) in order to substantially fix
the proximal end portion of the elongate body 320 relative
to the deflectable portion so that the axial force may be
applied between those portions in situ. While the proximal
manipulation of the forming elements 320 in order to ap-
ply the deflection force to the deflectable portions 360,
370, 380 may be axial as just described, it may in another
regard be rotational.
[0069] Each deflectable portion 360, 370, 380 is sub-
stantially axially rigid and non-compressible relative to
the longitudinal axis L, and therefore the overall axial
length of elongate body 320 remains substantially con-
stant between the first and second configurations. How-
ever, each deflectable portion is relatively flexible along
a radial axis transverse to the longitudinal axis such that
the deflectable portion is adapted to bend radially upon
application of an axial force between a distal location on
the elongate body at or distal to a distal end of the de-
flectable portion and a proximal location along the elon-
gate body 320 proximal to that deflectable portion. In one
regard, the elongate body 320 may be generally axially
non-compressible or non-expandable between each de-
flectable portion 360, 370, 380 and the proximal end por-
tion of the elongate body 320, such that each deflectable
portion 360, 370, 380 is adapted to bend radially upon
application of a compressive or tensile axial force, re-
spectively, on the elongate body 320 between the distal
location and a proximal location that is at the proximal

end portion of the elongate body 320.
[0070] In still a further regard, other constructions for
elongate body 320 may also provide for the combination
of an integral and continuous wall 325 from the proximal
end portion to the distal end portion of the body and a
controlled radial bending response to axially compres-
sive or tensile forces. In addition or in the alternative to
the continuous integral wall incorporating the formed
voids 330, the wall 325 may also include an engineered
composite support structure with engineered support el-
ements that are arranged to control the spatial strain re-
sponse to the stress of the applied forces. Other suitable
shapes for voids 330 may also be acceptable.
[0071] One particular variation of the patterned voids
according to the nested V-pattern (or U-pattern) embod-
iment shown in Figures 9A-F is shown in Figure 9G,
wherein the nested adjoining portions 340, 350 include
interfacing surfaces 342, 352 that have interlocking teeth
344, 354 which are adapted to be locked in a radially
deflected pattern in the second configuration. More spe-
cifically, the interfacing pattern of teeth 344, 354 are
adapted to perform like a ratchet mechanism. By posi-
tioning this region along an inner radius of curvature dur-
ing the bending of forced deflection, compressive forces
bring the convexly shaped tooth region 340 deeper into
the fitted well formed by the concave receiving region
350. This motion provides an interference between teeth
344,354 that deflects portion 340 until further motion to-
ward portion 350 clears tooth 354 and recovery locks
tooth 344 behind 354. This interactive motion of adjacent
portions in voided regions is further represented by bold
arrows in Figure 9G.
[0072] Figure 10 illustrates an additional construction
of a medical device 400 adapted to position an implant
402, or prosthesis, into the coronary sinus or other treat-
ment site. Similar to the examples described above, med-
ical device 400 includes a handle assembly 404 at a prox-
imal end, while the implant 402 is located at a distal end.
The handle assembly 404 and implant 402 are connected
by an elongate, flexible catheter body 406. Desirably, the
body 406 is or includes an extrusion of a material having
sufficient column strength, that is, it resists compression
in an axial direction, while permitting the body 406 to
bend in a radial direction. Any of a variety of polymers
well known in the transluminal catheter arts, such as
HDPE or PEBAX, is used to form the body 406. However,
other suitable materials may also be used. In one exam-
ple, the body 406 has an outside diameter of approxi-
mately 2.39 mm (approximately 0.094 inches).
[0073] With reference to Figure 11, a plurality of lu-
mens or passages extend in an axial direction along the
length of the catheter body 406. The illustrated extrusion
includes three small lumen 408, 410, 412 and one larger
lumen 414. The small lumen 408, 410, 412 may be dis-
posed substantially within one half of the circular cross
section of the body 406 and each has an inside diameter
of approximately 0.61 mm (approximately 0.024 inches).
The larger lumen 414 is desirably positioned substantially
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within a half of the circular cross section of the body 406
opposite the small lumen 408, 410, 412 and may have a
diameter of approximately 1.12 mm (approximately
0.044 inches). Collectively, the lumen 408, 410 and 412
allow control components 400 (e.g., forming elements
365, 375, 385 of Figures 9A and 9B) of the medical device
400 to extend from the handle assembly 404 to the im-
plant 402 while being protected within the shaft 406. Al-
ternatively, only a single pull wire lumen or two pull wire
lumen may be provided as needed, depending upon the
desired number of pull wires. As will be described in detail
below, the control components convert operational
movements of the handle assembly 404 into desired re-
sultant movement of the implant 402. The larger lumen
414 may be used to rotatably receive a driver 436 as will
be discussed. Additionally, one or more of the lumen may
be used to permit irrigation to the coronary sinus, infusion
of drugs or contrast media, or other desired purposes.
[0074] With reference to Figures 12 and 13, the im-
plant 402 is shown in greater detail. Figure 13 is an en-
larged view of a portion of Figure 12 illustrating the re-
leasable connection between the delivery assembly 401
and the implant 402. As described above, the implant
402 is removably connected to the delivery assembly 401
such that the delivery assembly 401 and implant 402 may
be disconnected once the implant 402 has been properly
positioned and tensioned within the coronary sinus or
other body lumen or hollow organ.
[0075] The implant 402 defines a body portion 416,
which is preferably tubular in shape with at least one cen-
tral lumen extending therethrough. The overall length of
the implant 402 can be varied, depending upon the in-
tended treatment site and desired clinical performance.
In one application, in which the device is intended to be
positioned within the coronary sinus to reduce the diam-
eter of the mitral valve annulus across a predetermined
plane, the implant 402 is generally within the range of
from about 5 cm to about 15 cm in length. For most adult
patients, axial lengths within the range of from about 6
cm to about 12 cm may be used. In one embodiment,
the implant 402 is approximately 9 centimeters long, and
may have a cross-sectional area of no more than approx-
imately 15mm2. Preferably, the implant 402 has a cross-
sectional area of no more than about 10 mm2.
[0076] The implant may be constructed from a similar
material as those embodiments described above, such
as a variety of stainless steels, Nitinol or other known
materials suitable for implantation. An atraumatic distal
tip 418 is provided on the distal end of the body portion
416. A leading end of the tip 418 may be rounded such
that the atraumatic tip 418 will not cause significant tissue
damage as it is advanced through the vasculature of the
patient.
[0077] A nut 422 or other structure having a threaded
aperture therein is provided at the proximal end of the
body portion 416. Desirably, the nut 422 is axially and
rotationally fixed relative to the body portion 416. For ex-
ample, the outer edge of the nut 422 is circular with flat

464 on one side to provide keyway 481 for pullwire 458
and is sized to fit within the body portion 416. Nut 422 is
thermally welded to body portion 416 and is provided with
keyway 481. Of course, other suitable arrangements for
preventing relative rotation between the nut 422 and body
416 may be used, such as other mechanical interference
arrangements, fasteners, solder or adhesives, for exam-
ple.
[0078] The implant 402 additionally includes a screw
428 having a shaft portion 430 and a head portion 432.
The shaft portion 430 includes external threads which
mate with internal threads on the nut 422. Thus, rotation
of the screw 428 relative to the body portion 416 results
in the screw 428 translating axially with respect the body
portion 416. This relative movement may be utilized to
move the body portion 416 of the implant 402 from an
implantation configuration to a remodeling configuration
through any suitable construction, such as through the
use of a pull wire or other forming element as is described
above, for example.
[0079] The head portion 432 of the screw 428 includes
a rotational coupling such as a cavity 434 extending ax-
ially from a proximal end of head portion 432. Desirably,
the cavity 434 is shaped to receive a control component
of the medical device 400 such as driver 436. In the il-
lustrated example, the cavity 434 is hex shaped and sized
to receive a hex-shaped distal end portion 438 of the
driver 436 (Figure 14).
[0080] A male connector 440 contains the head portion
432 of the screw 428. The male connector 440 includes
a shaft portion 442 and a head portion 444. The head
portion 444 of the male connector 440 has a larger di-
ameter than the shaft portion 442. A passage 446 desir-
ably extends axially through the male connector 440 and
defines a first portion 448 and a second portion 450. The
first portion 448 of the passage 446 is located proximate
the head portion 444 of the male connector 440 and has
a larger diameter than that of the second portion 450,
which is located proximate the shaft portion 442 of the
male connector 440. A transition between the first portion
448 and the second portion 450 defines a shoulder sur-
face 452 which extends generally transverse to the lon-
gitudinal axis of the male connector 440. The first portion
448 of the passage 446 is preferably sized and shaped
to receive the head portion 432 of the screw 428. Desir-
ably, the head portion 432 of the screw 428 abuts the
shoulder 452 of the passage 446.
[0081] An annular collar 454 secures the head portion
432 of the screw 428 within the passage 446. Desirably,
the outer diameter of the collar 454 is approximately the
same as the outer diameter of the head portion 444 of
the male connector 440. The collar 454 includes an inner
flange portion 456 which is sized and shaped to fit within
the first portion 448 of the passage 446 of the male con-
nector 440 in a press fit configuration.
[0082] In a similar manner to the examples described
above, the implant 402 desirably includes a wire 458
which is operational for moving the implant 402 from a
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first, delivery configuration to a second, remodeling con-
figuration. The wire 458 is desirably anchored to a distal
end of the implant 402 by thermal welding or any of the
methods described above, or any other suitable method
as may be determined by one of skill in the art. Desirably,
the proximal end of the wire 458 is anchored to the male
connector 440 and collar 454 and, preferably, is thermally
welded or otherwise bonded to the male connector 440
and collar 454. However, other suitable methods of at-
tachment may also be used, such as an adhesive or me-
chanical fastener, for instance. Preferably, the male con-
nector 440, and collar 454 have slots 460 and 462 to fit
the proximal end of pull wire 458 to allow the wire 458 to
lay flat and not increase the outside diameter of collar
454 or connector 440. Nut 422 includes flat 464 on one
side which is sized and shaped to permit clearance for
the wire to pass therethrough.
[0083] As described above, the delivery assembly 401
is preferably capable of being releasably coupled to the
implant 402. For this purpose, a female connector 466
is desirably coupled, such as by thermal welding, to the
connector wire 487 at the distal end of the shaft 406. The
female connector 466 is preferably hollow and substan-
tially cylindrical in shape. The distal end of the female
connector 466 includes a plurality of prongs, or finger
portions 468, which are able to flex radially outward to
permit the female connector 466 to engage the shaft por-
tion 442 of the male connector 440. Desirably, the resil-
iency of the material from which the female connector
466 is constructed enables the female connector 466 to
firmly grip the male connector 440. Desirably, an inner
surface of the finger portions 468 defines an annular pro-
jection 470 which corresponds with an annular groove
472 of the male connector 440. When the female con-
nector 466 is engaged with the male connector 440, the
annular projection 470 desirably rests in the annular
groove 472 to assist and inhibiting undesired relative ax-
ial movement between the delivery assembly 401 and
the implant 402.
[0084] The delivery assembly 401 additionally includes
a cover 474 that is coupled at the distal end of the shaft
406. The cover 474 is axially movable from a first position
in which the finger portions 468 of the female connector
466 are uncovered to a second position where the cover
474 overlaps at least a substantial portion of the finger
portions 468. In its second position, the cover 474 inhibits
undesired flexing of the finger portions 468 to assist in
maintaining a connection between the female connector
466 and the male connector 440.
[0085] To prevent rotational movement between the
delivery system (including shaft 406 and female connec-
tor 466) and implant body portion 416, one of finger por-
tions 468 is removed or omitted from female connector
466 to create space or keyway 483 that fits into key 485
that is thermally welded to shaft portion 442 of male con-
nector 440.
[0086] Figure 14 is an enlarged view of the driver 436
apart from the medical device 400. The driver 436 is de-

sirably an elongate shaft and extends from a proximal
end 480 to a distal end 482. The driver 436 may be con-
structed from a NiTi material, however, other suitable ma-
terials may also be used. The proximal end 480 of the
driver 436 is desirably coupled for rotation with respect
to the handle assembly 404, which will be described in
greater detail below. The distal end 482 is preferably non
circular such as hex-shaped in cross-section and is sized
to engage the corresponding hex-shaped cavity 434 of
the screw 428. Thus, rotation of the driver 436 results in
corresponding rotation of the screw 428. Other suitable
arrangements to permit rotational coupling of the driver
436 and screw 428 may also be used, such as using
complementary polygonal or other non round -cross-sec-
tional shapes for the mating components.
[0087] The driver 436 may include a shoulder 484 dis-
posed on a proximal side of the hex-shaped distal end
482. Preferably, the diameter of the shoulder 484 is larger
than a width W (Figure 15) of the hex-shaped distal end
482. In one example, the diameter of the shoulder 484
is approximately 0.81-1.02 mm (approximately
0.032-0.040 inches) and the width W is approximately
0.69 mm (approximately 0.027 inches). Thus, the shoul-
der 484 effectively functions as a stop when the hex-
shaped distal end 482 of the driver is inserted into the
cavity 434 of the screw 428. As illustrated, the shoulder
484 and the cavity 434 desirably include complementary
chamfers 486, 488, respectively, to permit easier entry
of the hex-shaped distal end 482 into the cavity 434.
[0088] The illustrated driver 436 may include one or
more reduced-diameter portions 490 on a proximal side
of the shoulder 484. The diameter of portion 490 may be
smaller than both the width of the shoulder 484 and a
diameter of a main portion 492 of the driver 436, which
desirably extends from the proximal end of distal portion
490 to the proximal end 480. Preferably, the main portion
492 of the driver 436 has a diameter of approximately
1.02 mm (approximately 0.04 inches). The reduced-di-
ameter portion 490 may have a length of approximately
1.27 mm (approximately 0.5 inches) or more and a di-
ameter of approximately 0.69 mm (approximately 0.027
inches). However, other suitable dimensions may also
be employed. Desirably, each of the transition between
the reduced-diameter portion 490 and the main portion
492 of the driver 436 and the transition between the re-
duced-diameter portion 490 and the shoulder 484 define
a chamfer 494, 495, respectively to advantageously re-
duce stress concentrations.
[0089] Figure 16 is an enlarged cross-section of the
handle assembly 404, which is primarily comprised of a
proximal handle 500 and a distal handle 502. The distal
handle 502 is configured to be held stationary during use
of the medical device 400 and the proximal handle 500
is configured to be rotatable with respect to the distal
handle 502, thus rotating the driver 436 to selectively
move the implant 402 between a delivery position and a
remodeling position.
[0090] The distal handle 502 is generally cylindrical in
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shape and defines an internal cavity 504. A threaded
aperture 506 extends from the cavity 504 through the
distal end of the distal handle 502 and is substantially
concentric with a longitudinal axis of the handle assembly
404. A proximal connector 508 is desirably retained by
a threaded connection with the threaded aperture 506
and extends axially from a distal end of the distal handle
502. Desirably, the distal handle 502 additionally includes
a threaded aperture 510 situated substantially transverse
to the longitudinal axis and intersecting the threaded ap-
erture 506. A set screw is advantageously in threaded
connection with the threaded aperture 506 and may be
tightened against the proximal connector 508 to inhibit
undesired axial movement of the proximal connector 508
with respect to the distal handle 502.
[0091] The proximal connector 508 includes a central
aperture 514 passing axially therethrough. The central
aperture 514 is desirably substantially concentric with
the longitudinal axis of the handle assembly 404 and re-
ceives the catheter shaft 406 in a fixed axial position with
respect to the distal handle 502. The shaft 406 may be
fixed to the proximal connector 508 in any suitable man-
ner, such as by adhesives or thermal welding, for exam-
ple.
[0092] In the illustrated example, the cavity 504 opens
through the proximal end of the distal handle 502 to re-
ceive a handle connector 516, preferably through a
threaded connection therebetween. In addition, a set
screw arrangement 517, similar to that described above
in relation to the proximal connector 508, is desirably
provided to inhibit undesired movement of the handle
connector 516. The handle connector 516 is configured
to connect the proximal handle 500 and the distal handle
502, while allowing relative rotation therebetween. The
handle connector 516 desirably includes a shaft portion
518 extending proximally away from the distal handle
502. A cylindrical passage 520 extends axially through
the proximal handle 500 and is sized to be rotatably
mounted on the shaft portion 518 of the handle connector
516.
[0093] Preferably, the proximal handle 500 includes a
handle release assembly 522 that permits releasable en-
gagement to the distal handle 502. The release assembly
desirably comprises an annular release collar 524 sur-
rounding the proximal handle 500. The release collar 524
is sized to allow axial movement with respect to the prox-
imal handle 500. A plurality of wire retainers 526 (two
shown) releasably engage the shaft portion 518 of the
handle connector 516 to selectively secure the proximal
handle 500 in a fixed axial position with respect to the
distal handle 502. Each of the wire retainers 526 include
a short leg 527, which is circular in cross-section and
terminates in a ball end 528, and a long leg 529, which
is preferably rectangular in cross-section. Desirably, the
short leg 527 and the long leg 529 define an angle of
approximately 75° between them when the wire retainer
526 is in a relaxed position. Preferably, each wire retainer
526 is constructed from a variety of stainless steel and

a total of two, or four, or more wire retainers 526 are
employed.
[0094] In the illustrated example, the long leg 529 of
the retainer 526 is held between an outer surface of the
proximal handle 500 and an inner surface of the release
collar 524 and, preferably, within a groove 530 defined
by the proximal handle 500. A plurality of apertures 532
extend radially through the proximal handle 500 near its
proximal end. The outer surface of the proximal handle
500 defines a shoulder 534 between the grooves 530
and the apertures 532. The shoulder 534 mechanically
deflects the wire retainer 526, when secured by the re-
lease collar 524, such that the angle between the short
leg 527 and long leg 529 is increased from the relaxed
position of the wire retainer 526. The inner surface of the
release collar 524 defines an annular groove 536, which
desirably straddles the shoulder 534, at least when the
release collar 524 is in a relaxed position. The short leg
527 of the wire retainer 526 extends through the aperture
532. The groove 536 preferably engages a bend 538
defined by the transition between the short leg 527 and
the long leg 529 of the wire retainer 526 to hold the ball
end 528 within an annular groove 540 defined by the
shaft portion 518 of the handle connector 516.
[0095] In Figure 16, the release collar 524 is in a first,
or engaged position such that the ball end 528 is held
within the annular groove 540 to inhibit removal of the
proximal handle 500 from the distal handle 502. The re-
lease collar 524 is movable toward the proximal end of
the proximal handle 500 into a second, or release position
to selectively permit the proximal handle 500 to be re-
moved from the distal handle 502. When the release col-
lar 524 is moved toward the release position, an edge of
the groove 536 engages the wire retainer 526 to deflect
the short leg 527 and move the ball end 528 out of the
groove 540 of the handle connector 516, thereby releas-
ing the proximal handle 500 from the distal handle 502.
[0096] A driver holder 525 is positioned within the prox-
imal end of the passage 520 to fix the driver 436 for ro-
tation with the proximal handle 500. Thus, the driver hold-
er 525 is fixed for rotation with the proximal handle 500,
preferably by having a flat 531 which is engaged by a flat
portion 539 of the proximal end of the passage 520 (Fig-
ure 17). A set screw arrangement, similar to those de-
scribed above, may be used to secure the driver holder
525 axially with respect to the proximal handle 500. A
pair of set screws 535, 537 secure the driver 436 axially
and rotationally with respect to the proximal handle 500.
Thus, rotation of the proximal handle 500 results in rota-
tion of the driver 436. Desirably, an end cap 541 is press
fit over the proximal end of the proximal handle 500 to
further secure the driver holder 525. The end cap 541
may include an aperture 540A extending axially there-
through. Desirably, the aperture 540A is substantially
aligned with the driver 436.
[0097] With reference to Figures 16 and 18, the distal
handle 502 includes a detach arrangement 542 which
allows the delivery assembly 401 to be detached from
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the implant 402 once it has been properly positioned and
moved from its delivery position into its remodeling po-
sition. The detach arrangement 542 includes an annular
detach collar 544 surrounding the distal handle 502. The
detach collar 544 is desirably concentric with the distal
handle 502 and capable of sliding axially thereon. A han-
dle pin 546 is positioned concentrically within the cavity
504 of the distal handle 502. A fastener, such as a screw
548, passes through a slot 550 in the distal handle 502
to connect the handle pin 546 to the detach collar 544.
Preferably, external threads of the fastener 548 mate with
internal threads of apertures 552, 554 of the detach collar
544 and handle pin 546, respectively, to provide a secure
connection therebetween.
[0098] The handle pin 546 is desirably substantially
cylindrical in shape and defines an internal cavity 557
extending from an open proximal end to a closed distal
end of the handle pin 546. The closed distal end of the
handle pin 546 includes a pair of apertures 558, 560 ex-
tending axially therethrough, opening into the cavity 557.
The aperture 558 is sized and positioned to permit the
driver 436 to pass there through. The aperture 560 is
sized to receive a proximal end of a detach wire 562. The
detach wire 562 extends from the handle pin 546 to the
cover 474 (Figure 13) through one of the apertures 408,
410, 412 of the shaft 406. The detach wire 562 is secured
to the cover 474 by any suitable method, such as thermal
welding, adhesives, or mechanical fasteners, for exam-
ple. A set screw arrangement 564, similar to those de-
scribed above, is utilized to secure the detach wire 562
within the aperture 560 for axial movement with the han-
dle pin 546. Thus, when the detach collar 544 is moved
toward the proximal end of the handle assembly 404, the
detach wire 562 pulls the cover 474 to uncover the finger
portions 468 of the female connector 466. When the cov-
er 474 is in this position, the female connector 466 is able
to be disconnected from the male connector 440 and,
thus, the delivery assembly 401 is able to be disconnect-
ed from the implant 402, as described above.
[0099] The handle assembly 404 also desirably in-
cludes a detach collar lock arrangement 566 to substan-
tially prevent undesired movement of the detach collar
544. The lock arrangement 566 preferably includes a
threaded aperture 568 passing radially through the distal
handle 502. A lock screw 570 is provided for threaded
engagement with the threaded aperture 568. The lock
screw 570 includes a head portion 572, which interferes
with movement of the detach collar 544 toward a proximal
end of the handle assembly 404 when the lock screw 570
is screwed substantially fully into the aperture 568. The
lock screw 570 may be backed partially, or fully, out of
the aperture 568 to permit desired movement of the de-
tach collar 544 toward the proximal end of the handle
assembly 404.
[0100] Operation of the medical device 400 is substan-
tially similar to the examples described above. Prefera-
bly, before the procedure is initiated, the lock screw 570
is positioned to prevent undesired movement of the de-

tach collar 544, which could result in premature detach-
ment of the delivery assembly 401 from the implant 402.
Once the implant 402 has been desirably positioned with-
in the coronary sinus by a suitable method, such as de-
scribed above, the proximal handle 500 is rotated with
respect to the distal handle 502 to cause rotation of the
driver 436. Rotation of the driver 436 results in corre-
sponding rotation of the screw 426 which, in turn, causes
the implant 402 to move from a delivery configuration to
a remodeling configuration, as described in detail above.
The direction of rotation of the proximal handle 500 will
vary depending on the orientation of the threaded con-
nection between the screw 428 and the nut 422. Howev-
er, if a right hand thread orientation is used, the proximal
handle 500 will be rotated counter-clockwise to move the
implant 402 from a delivery configuration to a remodeling
configuration.
[0101] When the implant 402 has achieved a desired
remodeling configuration, the lock screw 570 is backed
off from its locked position to permit movement of the
detach collar 544. The detach collar 544 may then be
moved toward the proximal end of the handle assembly
404, thereby retracting the cover 474 and exposing the
finger portions 468 of the female connector 466. The han-
dle assembly 404 may then be pulled with a sufficient
force to cause the finger portions 468 of the female con-
nector 466 to deflect radially outwardly such that the fe-
male connector 466 may be disconnected from the male
connector 440, thus disconnecting the delivery assembly
401 from the implant 402. The delivery assembly 401 is
then removed from the patient, leaving the implant 402
in place.
[0102] Although a specific proximal hand piece has
been disclosed in detail herein, any of a variety of alter-
native hand pieces can be readily designed and con-
structed, as will be apparent of those of skill in the art. In
general, the proximal hand piece is provided with a ten-
sioning control, for tightening and untightening the im-
plant, and a release actuator for deploying the implant
from the deployment catheter. The tensioning control
may take any of a variety of forms, such as rotatable
knobs or wheels, slidable levers, switches, buttons,
knobs or other electrical control for controlling a motor
drive on the rotatable driver, or others as will be apparent
in view of the disclosure herein. Similarly, the release
actuator may take any of a variety of forms, depending
upon the construction of the release mechanism. In gen-
eral, any of a variety of axially movable sliders, switches,
levers, or rotatable collars, wheels or knobs may be uti-
lized to control the release actuator. As a safety feature,
any of a variety of locks may be provided, to prevent
premature release of the implant.
[0103] In addition, the proximal control may be provid-
ed with any of a variety of auxiliary ports, such as a prox-
imal guide wire port in an over the wire construction, and
infusion ports for the infusion of medications, contrast
media or other materials depending upon the intended
functionality of the device.
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[0104] Figures 19 and 20 illustrate the slot pattern on
an alternative implant 600, similar to those described
above, incorporating a plurality of voids 602 to influence
the movement of the implant 600 from a delivery config-
uration to a remodeling configuration. Figure 19 illus-
trates a plan view of a preferred void 602 arrangement,
wherein 57 individual voids 602 are provided. In general,
a first side of the implant is generally non-compressible,
such as is achieved by the use of a tubular wall. The first
side of the implant is radially opposite a second side of
the implant, which is provided with the plurality of voids
602. The voids permit the second side of the implant to
be axially expanded or contracted, thereby curving the
implant as will be apparent to those of skill in the art. The
number and configuration of the voids 602 will influence
the bending characteristics of the implant. In general,
voids which are transverse to the longitudinal axis of the
implant can assist in plane bending of the implant. For
most implants intended for positioning within the coro-
nary sinus, and therefore having an axial length of within
the range of from about 5 to about 16 cm, at least about
10 and often at least about 20 voids are provided. Thirty
or forty or more voids may also be provided, depending
upon the desired finished curvature of the implanted de-
vice as well as the dimensions of the voids and interven-
ing solid wall material.
[0105] Figure 20 is an enlarged view of a series of
adjacent voids 602. As in the embodiments described
above, a plurality of voids 602 are arranged axially along
the implant 600 and are positioned substantially trans-
verse to the longitudinal axis of the implant 600. Desira-
bly, the voids 602 extend around at least about 180° of
the circumference of the implant 600 and, preferably,
around at least approximately 300° of the circumference.
In some embodiments, the voids 602 extend around be-
tween approximately 300° and 315° of the circumference
of the implant 600. Alternatively, the tubular body of the
implant may comprise a spring coil in which adjacent
windings are slightly spaced apart. Axial column strength
on the first side of the implant is provided by an axially
extending support such as a flexible ribbon or core wire
which may be soldered or otherwise attached to the
spring coil to inhibit axial compression along the side
which carries the support. The opposing side of the coil
may be compressed or expanded, to impart a curve. The
coil may be provided with an outer polymeric sleeve.
[0106] Desirably, both ends of each void 602 terminate
in a curved void portion such as circular void end portion
603. Advantageously, the end portions 603 of the void
602 reduce stress concentrations at the ends of the voids
602 that result from bending of the implant 600 from a
delivery configuration to a remodeling configuration. In
one implementation, the end portions 603 have a diam-
eter of approximately 0.46 mm (approximately 0.018
inches) and a circumferential distance between the cent-
ers of the two opposing circular portions 603 of a single
void 602 is approximately 1.73 mm (approximately 0.068
inches). This feature decreases the likelihood of cracks

originating in the material of the implant 600 at the ends
of the voids 602.
[0107] Each void 602 is defined as a space between
two opposing edge surfaces 604, 606 of the body of the
implant 600. Surface 604 includes an axially extending
projection such as substantially "U-shaped" projection
608 positioned within a complementary, substantially "U-
shaped" recess 610 of surface 606. Alternative comple-
mentary configurations such as a chevron may also be
used. An axis AV of both the projection 608 and the com-
plementary recess 610 is substantially parallel to the lon-
gitudinal axis of the implant 402.
[0108] An axial distance between the substantially
transverse edges 604, 606 defines a width Wv of the void
602. The Wv of the void 602 may be varied, depending
upon the desired performance. In general, widths within
the range of from about 0.25 mm to about 1.02 mm (about
0.010 to about 0.040 inches) are often used. In the illus-
trated embodiment, the width Wv is approximately 0.30
mm (approximately 0.012 inches). Desirably, a distance
between at least a portion of both sides of the projection
608 and recess 610 is less than the void width Wv and
defines a pair of interference portions 612 between the
surface 604 and the surface 606.
[0109] The interference portions 612 inhibit the implant
600 from moving out of a plane defined by the longitudinal
axis of the implant 600 as it moves from a delivery con-
figuration to a remodeling configuration. Advantageous-
ly, the surfaces 604, 606 contact one another in the in-
terference portions 612 of the void 602 in response to a
force urging the implant 600 to curve out of plane. Thus,
with the illustrated arrangement, the implant 600 is main-
tained within the desired plane while moving from a de-
livery configuration to a remodeling configuration. Alter-
natively, the void 602 may be configured to permit a pre-
determined out of plane movement of the implant 600 if
such is desirable, as will be appreciated by one of skill
in the art. For example, only one interference portion 612
may be provided to impart a controlled rotational bend,
or the distance between the surfaces 604, 606 may be
increased or decreased in the interference portion 612.
[0110] Any of a variety of alternative implant body
structures may be utilized, as will be apparent to those
of skill in the art in view of the disclosure herein. In gen-
eral, the body is transformable from a flexible, implanta-
tion orientation to a curved, implanted orientation. The
specific void pattern or other structure for facilitating cur-
vature may be varied, depending upon the desired man-
ufacturing techniques and clinical performance. In addi-
tion, any of a variety of alignment structures may be uti-
lized, to influence the shape of the implant in the implant-
ed orientation. Although slot patterns have been de-
scribed above which facilitate in plane bending of the
implant, the same structures may be repositioned along
the length of the implant in a manner that produces com-
pound curvatures or other out-of-plane bending as the
implant is changed to the implanted orientation.
[0111] Referring to Figures 21 and 22, there is illus-
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trated an implant 100. The implant 100 is adapted for
positioning within or adjacent the coronary sinus, and for
maintaining a compressive force on an aspect of the mi-
tral valve annulus. The implant 100 comprises an elon-
gate flexible body 102 having a proximal end 104 and a
distal end 106. The body 102 may be constructed in any
of a variety of manners, utilizing structures, materials and
dimensions previously disclosed herein. In general, the
body 102 is flexible such that it may be transluminally
navigated to a deployment site such as within the coro-
nary sinus. Alternatively, the implant may be advanced
through tissue to a position outside of the coronary sinus
such as within the wall of the heart or adjacent an exterior
surface of the heart. The body 102 may thereafter be
manipulated such that it imparts a compressive force on
at least a portion of the mitral valve annulus, and the body
102 may be locked or restrained in the second configu-
ration.
[0112] As illustrated in Figure 22, the body 102 may
be considered to comprise a proximal segment 108, a
central segment 110 and a distal segment 112. In the
implanted orientation, as illustrated, the proximal seg-
ment 108 and the distal segment 112 are concave in a
first direction, and the central segment 110 is concave in
a second direction. This configuration additionally com-
prises at least a first transition 114 between the proximal
segment 108 and central segment 110, and a second
transition 116 in between the central segment 110 and
the distal segment 112.
[0113] In the illustrated example, the curvature of the
proximal segment, central segment and distal segment
reside in a single plane. However, the central segment
110 may reside in a plane which is rotationally offset from
the plane which contains the proximal segment 108 and
distal segment 112, depending upon the desired clinical
performance and deployment site.
[0114] The implant 100 preferably additionally com-
prises one or more anchors, for retaining the body 102
at a deployment site. In the illustrated example, at least
one and, in some examples two or four or more proximal
anchors 118 are carried by the proximal segment 108.
In addition, at least one, and, in certain examples at least
two or four or more distal anchors 120 are carried by the
distal segment 112. In the illustrated example, first and
second proximal anchors 118 and first and second distal
anchors 120 are provided.
[0115] The proximal anchors 118 and distal anchors
120 are provided on a first side of the body 102, which
is the same side as the convex side of the central segment
110 when in the implanted orientation. In this orientation,
the first side of the implant 100 is configured to reside
against the wall of the inside radius of curvature of the
coronary sinus. The proximal anchor 118 and distal an-
chor 120 engage the vessel wall on the mitral valve side
of the coronary sinus, allowing advancement of the cen-
tral segment 110 from the first side laterally to apply a
compressive force to at least a portion of the mitral valve
annulus.

[0116] Any of a variety of engagement structures such
as proximal anchor 118 and distal anchor 120 may be
utilized to retain the implant 100 against the wall of the
coronary sinus. Alternatively, the implant 100 may be
configured to "push off" of the opposing wall of the cor-
onary sinus, to support advancement of central segment
110 in the direction of the mitral valve. For example, the
proximal segment 108 and distal segment 112 may be
configured to extend all the way across the diameter of
the coronary sinus, to contact the opposing wall. This
may be accomplished by remodeling the device such that
the amplitude equals or exceeds the diameter of the cor-
onary sinus. Alternatively, the proximal and distal an-
chors 118, 120 may take the form of a tubular structure
such as a self-expanding stent, or a stent which is ex-
panded by a dilatation balloon or other expansion struc-
ture. The tubular anchor will then restrain the implant 100
in a desired orientation within the coronary sinus. As a
further alternative, the proximal and distal ends of the
implant may be extended through the wall of the coronary
sinus, or stitched to or otherwise adhered to the wall of
the coronary sinus, to permit the remodeling described
herein. Additional alternative anchor configurations will
be disclosed below.
[0117] Any of a variety of self expanding or mechani-
cally expandable structures may be provided on the tu-
bular body 102, to assist in anchoring and positioning the
implant. For example, referring to Figure 23, the proximal
end 104 of the tubular body 102 is provided with a radially
expandable support 140. In general, support 140 com-
prises a plurality of axially extending ribs or elements
142, each of which may be additionally provided with one
or more barbs 144. Additional structural details of suitable
support structures may be found by reference to U.S.
Patent Application having Serial No. 10/033,371 filed on
October 19, 2001 and entitled "Adjustable Left Atrial Ap-
pendage Occlusion Device," published on August 15,
2002 as Publication No. US 2002/0111647A1.
[0118] Referring to Figures 21 and 22, the implant 100
comprises an elongate forming element 122 which has
been described in various forms previously. The forming
element 122 extends between a distal point of attach-
ment 124 to the body 102 and a proximal point of attach-
ment 126 to a threaded collar or other axially moveable
structure. Proximal movement of the proximal point of
attachment 126 with respect to the body 102 induces a
curvature in the implant 100 as has been discussed.
[0119] In the illustrated configuration, the forming ele-
ment 122 is attached at the proximal point of attachment
to a threaded structure such as a nut 128. Alternatively,
threads may be provided directly on a proximal portion
of the forming element. Nut 128 is axially movably carried
by a rotatable screw 130, using well understood comple-
mentary threaded engagement surfaces. Rotation of the
screw 130 will cause relative axial movement of the nut
128 as will be understood by those of skill in the art.
[0120] The screw 130 is provided with one or more
axial retention structures to permit rotation but inhibit ax-
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ial movement thereof. In the illustrated example, the
screw 130 is provided with one or more radially outwardly
extending projections such as flange 132, which is cap-
tured between a first bushing 134 and a second bushing
136 to prevent axial movement. Screw 130 may be re-
tained against axial motion while permitting rotation using
any of a variety of alternative structures, such as radially
inwardly extending tabs or flanges from the inside surface
of the body 102, which are slidably received by one or
more radially inwardly extending annular grooves in the
screw 130.
[0121] The proximal end of the screw 130 is provided
with a rotational coupling 138. Coupling 138 is adapted
to removably receive a rotatable driver carried by the
deployment catheter such that rotation of the driver within
the deployment catheter will produce axial movement of
the nut 128. In one implementation, the coupling 138
comprises a recess having a non-round cross-sectional
configuration, such as a hexagonal wall. This cooperates
with the hexagonal distal end on the driver (disclosed
previously herein) to produce a removable rotational cou-
pling.
[0122] In Figure 22, the forming element 122 extends
through the inside of the body 102 in each of the proximal
segment 108 and distal segment 112, and extends along
the outside of the body 102 along the central segment
110. See also Figure 21. This configuration, in which the
forming element 122 extends through a first aperture 140
in or near the proximal transition 114, and a second ap-
erture 142 in or near the distal transition 116, has been
found to be convenient in an implant adapted to assume
a "w" implanted configuration as shown in Figure 21. Al-
ternatively, the forming element 122 may extend along
the inside of the body 102 throughout its length. The form-
ing element 122 may extend along the outside of the
body 102 throughout its length, or extend partially inside
and partially outside of the body 102 depending upon the
desired performance characteristics of the implant.
[0123] In connection with any of the preceding exam-
ples, it may be desirable for the implant to change in axial
length as it is advanced from the first, flexible configura-
tion for transluminal delivery, to the second configuration
for remodeling the mitral valve annulus. This may be ac-
complished in a variety of ways, such as configuring two
or more sections of the tubular body in a telescoping fash-
ion, such that a first portion of the body is axially moveably
positioned within a second portion of the body. This en-
ables the axial length of the body to be controllably al-
tered, during or apart from the transformation of the de-
vice to its implanted configuration. In certain applications,
it may be desirable for the axial length of the implant to
shorten as the implant is converted to its implanted ori-
entation. Foreshortening of the implant by a distance
within the range of from about 10% to about 95% of the
maximum implant axial length is presently contemplated.
[0124] In one example, controlled foreshortening may
be accomplished by providing a plurality of foreshorten-
ing slots or chevrons in the outer wall of the tubular body.

Referring to Figure 24, there is illustrated a fragmentary
view of a portion of an elongate body 320. The configu-
ration of Figure 24 can be applied to any of the previously
disclosed examples, as will be apparent to those of skill
in the art in view of the disclosure herein.
[0125] The elongate body 320 includes a plurality of
transverse voids 330 as has been discussed. Axial com-
pression of the elongate body 320 causes the voids 330
to axially close, thereby deflecting the elongate body 320
out of plane. In some of the previously disclosed devices,
the voids 330 are aligned on a first side of the elongate
body 320, and they oppose a second side of the elongate
body 320 which is comparatively non collapsible and
thereby acts as a spine for the device.
[0126] In accordance with the present, foreshortening
feature, a first plurality of foreshortening voids 331 is pro-
vided on the elongate body 320. The foreshortening voids
331 are positioned on the elongate body 320 such that
they permit axial compression of the body, upon appli-
cation of the axially compressive force utilized to deflect
the body out of plane. In the illustrated example, the first
plurality of foreshortening void 331 is axially aligned
along the "backbone" or support side of the device, op-
posite to the voids 330.
[0127] A second plurality of foreshortening voids 333
may also be provided, spaced circumferentially apart
from the first plurality of foreshortening voids 331. In the
illustrated example, the first and second foreshortening
voids 331 and 333 are aligned along first and second
longitudinal axes, which are spaced approximately 180°
apart from each other around the circumference of the
elongate body 320.
[0128] In general, foreshortening within the range of
from about 1% to about 20% of the maximum length of
the device is presently contemplated. The specific
number and dimensions of the foreshortening voids may
be optimized by those of skill in the art in view of the
disclosure herein, taking into account the desired clinical
performance.
[0129] Referring to Figure 25, there is illustrated an
alternate construction of the implant 100, for accomplish-
ing the radial inward compression previously discussed
in connection with Figure 22. The implant 100 extends
between a proximal end 104 and a distal end 106. The
implant may be considered to be divided into two or more
distinct zones, such as a central segment 110 and prox-
imal and distal segments 108 and 112. At least one seg-
ment on the implant 100 includes a compression element
140, configured to generate radial compression such as
against the posterior leaflet of the mitral valve. In the il-
lustrated design, the compression element 140 compris-
es a flexible ribbon 142. The flexible ribbon 142 is con-
figured to project radially inwardly from the concave side
of the implanted device 100, as the device 100 is trans-
formed from its implantation configuration to its implanted
configuration. In one embodiment, the ribbon 142 com-
prises a flat wire having a cross section of about 0.13
mm by about 0.51 mm (about 0.005 inches by about
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0.020 inches) and having an axial length of from about
3 to about 4 cm.
[0130] Ribbon 142 may be configured to provide a ra-
dially outwardly directed compressive force using any of
a variety of mechanisms. In one implementation, the rib-
bon 142 has a fixed length and is attached at first and
second points spaced apart along the length of the im-
plant 100. As the concave side of the implant 100 axially
shortens, the fixed axial length of the ribbon 142 causes
a preset bend to progress laterally outwardly in response
to the bending of the implant. Alternatively, the compres-
sion element 140 may be activated in response to an
active control, such as rotation of a threaded screw or
movement of an axially moveable control.
[0131] In addition to a central compression element
140, additional compression elements may be provided.
In Figure 25, a proximal compression element 139 and
a distal compression element 143 are also provided. The
desirability of two or three or more compression elements
140 spaced axially apart along the implant depends upon
the desired clinical performance of the device.
[0132] In addition to the compression element 140, the
implant 100 illustrated in Figure 25 additionally carries
one or two or more proximal tissue anchors 118 and distal
tissue anchors 120. Preferably, the proximal anchors 118
and the distal anchors 120 are positioned fully within the
tubular body of the implant 100 during transluminal nav-
igation. The proximal anchors 118 and distal anchors 120
are extended radially outwardly from the implant 100 in
an inclined orientation to engage tissue at the time of
deployment, such as simultaneously with the transfor-
mation of the implant 100 from the implantation orienta-
tion to the implanted orientation. Additional details of par-
ticular anchor configurations and deployment sequences
will be discussed below.
[0133] Referring to Figure 26, there is illustrated an
alternate construction for the compression element 140.
In this construction, the compression element 140 com-
prises a basket or other structure which extends radially
outwardly in response to axially compressive movement.
The basket 144 comprises a plurality of axially extending
ribs 146 connected to the implant at a proximal hub 148
and distal hub 150. During tightening of the implant to
compress the mitral valve annulus, the distal hub 150
and the proximal hub 148 are advanced towards each
other, thereby axially shortening and radially expanding
the wire basket 144. The basket may comprises two or
three or more, and, preferably, at least about 6 axial rib-
bons 146. In one example, the basket 144 is formed by
providing a plurality of axially extending slots around the
circumference of a metal tube. Any of a variety of medi-
cally compatible metals may be used, such as stainless
steel, or nickel titanium alloys such as nitinol. The radially
expandable support structure illustrated in Figure 23 may
also be positioned on the implant in a central segment,
to function as a compression element 140.
[0134] Referring to Figures 27 and 28, there is illus-
trated a further variation. In this construction, the implant

100 comprises a proximal section 152 and a distal section
154. The bending mechanism has been relocated to the
center of the device, and is illustrated as including a ro-
tatable screw 156. The screw is rotated in response to
rotation of a component 157 on a deployment device
which is removably connectable to the rotatable screw.
The component 157 on the deployment device is coupled
to a rotatable driver positioned within the implant 100 and
further rotatably coupled to the screw 156. Thus, a rota-
tional force on the component 157 is translated to the
rotatable driver 159 within the deployment device which
causes the rotatable screw 156 to advance the proximal
section 152 and the distal section 154 into the implanted
configuration, as illustrated in Figure 27. As the implant
100 is advanced toward the implanted configuration, one
or more proximal anchors 118 and one or more distal
anchors 120 are also deployed from the device 100, to
engage tissue as has been discussed elsewhere herein.
[0135] An alternate tensioning assembly which may be
used in a device like that illustrated in Figure 27 is shown
in an enlarged fragmentary view in Figure 28. In general,
the device 110 includes a rotatable screw 156. The ro-
tatable screw 156 includes a proximal coupling 158, hav-
ing a recess 160 or other releasable connector as has
been discussed elsewhere herein. In one convenient
construction, the recess 160 is provided with a polygonal
cross section, such as to accommodate a hex coupling
on the distal end of the deployment device (not shown).
Any of a variety of complementary surface structures be-
tween the proximal coupling 158 and the deployment de-
vice may be utilized as has been discussed.
[0136] The proximal coupling 158 is connected to the
threaded shaft 162. Threaded shaft 162 extends through
an aperture 166 in a proximal block 168. Block 168 is
attached to a proximal pull wire 170.
[0137] The threaded shaft 162 is threadably engaged
within a threaded aperture 172 in a nut 174. The nut 174
is connected to a distal pull wire 176, which extends
through the distal section of the implant 100. The proximal
pull wire 170 extends proximally though the device to a
point of attachment with respect to the tubular body, and
the distal pull wire 176 extends distally to a point of at-
tachment with respect to the tubular body.
[0138] As will be appreciated in view of the previous
disclosure herein, rotation of the proximal coupling 158
will cause the threaded shaft 162 to rotate freely with
respect to the aperture 166 in the proximal block 168,
and to axially advance the nut 174 within the implant 110.
Preferably, the aperture 166 in the proximal block 168
and the inner threads of the nut 174 are oppositely thread-
ed with respect to one another such that the effect of
rotation of the proximal coupling 158 in a first direction
is to decrease the distance between the proximal block
168 and the nut 174. Of course, the threaded shaft 162
is appropriately configured with cooperating threads as
will be apparent to one of ordinary skill in the art. This
will have the effect of bending both the proximal section
152 and distal section 154 into the curved orientation
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illustrated in Figure 27. In the illustrated construction, ax-
ial advancement of the proximal block 168 and the nut
174 towards each other will also deploy the proximal tis-
sue anchors 118 and distal anchors 120. Preferably, the
length of the threaded shaft 162 is configured such that
a previously selected maximum number of rotations in a
first direction cause the proximal block 168 and nut 174
to contact each other and interfere with further rotation
of the screw 156. Thus, the maximum displacement of
the proximal pull wire 170 and distal pull wire 176 can be
selectively controlled thereby limiting the deflection of the
proximal section 152 and the distal section 154 to a final
desired shape.
[0139] Rotation of the proximal coupling 158 in a sec-
ond, opposite direction will allow the implant to straighten
out and become flexible again, such as to permit reposi-
tioning, retensioning , or removal. The rotational limit of
the screw 156 in a second direction can be controlled by
the interference of the proximal block 168 against the
proximal coupling 158. As the screw 156 is rotated in a
second direction and reaches its maximum rotation, the
proximal block 168 contacts the proximal coupling and
thereby inhibits any further screw rotation in the second
direction.
[0140] The operation of the tissue anchors may be ac-
complished in any of a variety of ways, as will be apparent
to those of skill in the art in view of the disclosure herein.
One construction may be understood by reference to Fig-
ure 29. In this construction, the distal anchors 120 are
automatically deployed in response to proximal retraction
of the distal pull wire 176.
[0141] Referring the Figure 29, the distal pull wire 176
is provided with at least a first tissue barb 180 and opti-
mally a second tissue barb 182. Additional barbs may be
provided as desired. Tissue barbs 180 and 182 are in-
clined laterally in the proximal direction, and are aligned
with openings 184 and 186, respectively, in the side wall
of the implant 100. Proximal retraction of the distal pull
wire 176 causes the tissue barbs 180 and 182 to advance
laterally through the openings 184 and 186, at an angle
which is inclined in the proximal direction, to engage tis-
sue. Each of the tissue barbs 180 and 182 may be pro-
vided with a sharpened distal end, to facilitate penetrating
tissue.
[0142] The distal pull wire 176 may extend proximally
to the nut 174 as discussed in connection with Figure 28.
Alternatively, the distal pull wire 176 may extend all the
way to the proximal end of the implant 110, depending
upon the design of the tightening mechanism.
[0143] In Figure 29, the distal pull wire 176 exits the
tubular body at an aperture 188, and extends along the
outside surface of the implant 100 on the concave side
of the device when in the implanted orientation. Alterna-
tively, the distal pull wire 176 may extend within the im-
plant 100 throughout the length of the distal pull wire 176.
The proximal anchor 118 may be constructed in a similar
manner, as will be apparent to those of skill in the art.
[0144] When fully deployed, each of the tissue barbs

180 and 182 extend outwardly from the side of the implant
for a distance within the range of from about 1 mm to
about 5 mm. By adjusting the angle between the longi-
tudinal axis of the barb 180 and the longitudinal axis of
the implant, the length of the barb 180 can be adjusted
while maintaining the lateral distance that the barb 180
may travel within the desired range.
[0145] In certain applications, it may be desirable to
control the sequence by which the distal anchors and/or
proximal anchors deploy, relative to the transformation
of the implant from the implantation orientation to the
implanted orientation. For example, it may be desirable
for the distal anchors 120 to deploy into the wall of the
coronary sinus prior to the implant placing any substantial
compressive pressure on the mitral valve annulus. Fol-
lowing compression of the annulus, the proximal anchors
may desirably be deployed. Alternatively, it may be de-
sirable to deploy both the proximal and distal anchors at
the beginning of the compression cycle, to be followed
by the application of pressure by the implant on the mitral
valve annulus. Additionally, the proximal and/or distal an-
chors can be deployed before compression of the annu-
lus. This sequence can be controlled in any of a variety
of ways, such as by providing a mismatch between the
angle of the barbs 180 and 182 within the implant, and
the apertures 184 and 186 through which the barbs will
travel. Providing friction to the deployment of the barbs
will tend to delay deployment of the barbs until a sufficient
tension force has been applied to the distal pull wire 176.
Alternatively, by configuring the pull wire 176 and barbs
180 and 182 for minimal deployment friction, the barbs
will tend to deploy prior to the application of significant
compressive force on the mitral valve annulus. The se-
quence may be optimized by those of skill in the art in
view of the desired clinical performance.
[0146] Although the foregoing examples have been
described primarily in terms of a structure having a tubu-
lar housing with various components therein, one may
be using a nontubular structure such as a pair of adjacent
axial elements. In general, the lateral bending and com-
pression functions can be accomplished as long as a first
elongate flexible structure provides column strength, and
a second forming element is attached near a distal end
of the column strength element. Proximal axial retraction
of the forming element will cause a lateral deflection of
the column strength element, provided proximal move-
ment of the column strength element is inhibited. Simi-
larly, axial distal advancement of the forming element, if
it is selected such that it has a sufficient column strength,
will cause a lateral deflection of the column strength el-
ement in an opposite direction. The column strength el-
ement may be in the form of a ribbon, wire, bottomed out
spring, or other element which will resist collapse under
tension. In the foregoing examples, one side wall of the
tubular body provides column strength, and the forming
element operates as a pull wire such that proximal re-
traction of the pull wire causes a lateral deflection of the
column strength element.
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[0147] A further implementation may be understood by
reference to Figures 30A and 30B. In this construction,
a distal section 154 has one or more tissue anchors 120,
and a proximal section 152 has one or more proximal
tissue anchors 118. The distal tissue anchor 120 and/or
the proximal tissue anchors 118 may either be passive
(as illustrated) or active, such that the anchors are piv-
otably or angularly adjustably carried by the implant. Ac-
tive tissue anchors may either incline in response to po-
sitioning or tightening of the device, or be controlled by
a separate rotatable or axially moveable control element.
The proximal tissue anchors 118 and distal tissue an-
chors 120 need not both be active or passive. For exam-
ple, the distal tissue anchor may be actively engageable
with the adjacent tissue such as by manipulation of a
tissue engagement control. The proximal tissue anchor
may be passively engageable with the adjacent tissue.
The reverse may also be accomplished, where the distal
tissue anchor is passively engageable with adjacent tis-
sue and the proximal tissue anchor is controllably en-
gageable utilizing a control on the deployment catheter.
The foregoing discussion concerning the active or pas-
sive tissue anchors applies to all of the examples herein,
as will be apparent to those of skill in the art in view of
the disclosure herein.
[0148] A tensioning element 190 is provided at about
a junction between the distal segment 154 and the prox-
imal segment 152. The tensioning element 190 is adapt-
ed to apply tension between the proximal anchors 118
and the distal anchors 120.
[0149] In one construction, at least one of the proximal
section 152 and distal section 154 comprises a plurality
of transverse engagement structures such as slots. See
Figure 30B. The tensioning element 190 includes a ro-
tatable threaded shaft (not shown), oriented such that
the threads engage the transverse slots on the proximal
or distal section. Rotation of the threaded shaft using any
of a variety of rotatable engagement configurations dis-
closed elsewhere herein will cause axial movement of
the corresponding proximal or distal section 152, 154, as
will be understood by those of skill in the art.
[0150] In one particular example, the proximal section
152 is secured to the tensioning element 190. The distal
section 154 is axially moveably engaged with the ten-
sioning structure 190 by engagement of one or more ro-
tatable threads within the tensioning structure 190, in a
plurality of transverse slots on the distal section 154. Ro-
tation of a rotatable driver in a first direction will draw the
distal anchor 120 in a proximal direction, thereby de-
creasing the distance between the proximal anchor 118
and the distal anchor 120. Alternatively, the distal section
154 may be fixed with respect to the tensioning element
190, and the proximal section 152 may be axially ad-
vanced or retracted based upon the rotation of a rotatable
driver. In a further alternative, each of the proximal sec-
tion 152 and the distal section 154 may engage a thread-
ed shaft in the tensioning element 190, to enable the axial
distance between the proximal anchor 118 and the distal

anchor 120 to be adjusted.
[0151] Each of the proximal anchors 118 and distal an-
chors 120 may be either actively deployed such as has
been described previously herein, or may be fixed with
respect to their corresponding section 152, 154. In an
example in which the anchor is fixed with respect to its
corresponding support section, the anchors are retracted
within a deployment sleeve for transluminal navigation.
The deployment sleeve is advanced distally through the
coronary sinus to the distal point of attachment of distal
anchor 120. Proximal retraction of the outer sleeve with
respect to the implant will release the distal anchor 120,
which may incline radially outwardly in the proximal di-
rection due to its own internal bias. Proximal traction on
the distal anchor 120 will cause the distal anchor to en-
gage tissue at the distal attachment site. The outer tubu-
lar sleeve may be further proximally retracted to release
the proximal anchor 118. Rotation of the rotatable driver
following engagement of the anchors will apply compres-
sive force to the mitral valve annulus. Any of a variety of
lateral engagement structures, such as have been pre-
viously disclosed herein, may be adapted to focus pres-
sure on a specific anatomical site such as the posterior
leaflet of the mitral valve. See, for example, the compres-
sion element 140 illustrated in Figure 25, and corre-
sponding text.
[0152] For example, a compression element 140 may
be formed from an elongate flexible ribbon extending
along the concave side of at least one of the distal section
154 and proximal section 152. A proximal end of the com-
pression element 140 may be secured with respect to
the proximal section 152, and a distal end of the com-
pression element 140 may be secured with respect to
the distal section 154. Upon manipulation of the tension-
ing element 190 to reduce the axial length of the implant,
the compression element 140 will extend radially inward-
ly from the concave side of the device.
[0153] In the foregoing example, deployment of the
compression element is responsive to shortening or ten-
sioning of the device. In an alternate implementation, the
lateral advance of the compression element 140 may be
controlled independently of tensioning the tensioning el-
ement 190. In this embodiment, the tensioning element
190 may be adjusted to seat the proximal anchors 118
and distal anchors 120, and to apply a degree of tension
on the mitral valve annulus. During or following the ten-
sioning step, the compression element 140 may be lat-
erally deployed. Lateral deployment may be accom-
plished by rotating a rotatable driver or axially moving an
axial driver within the deployment catheter, inflating a
laterally expandable balloon by way of an inflation lumen
in the deployment catheter, or through any of a variety
of structures which will become apparent to those of skill
in the art in view of the disclosure herein.
[0154] There is provided in Figures 31A-C a partially
cross-sectioned side elevational view of an alternate con-
struction of an implant 900, similar to that illustrated in
Figure 30A. The implant 900 includes a proximal section
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152, a distal section 154, and a tensioning element 190.
The tensioning element 190 couples the proximal section
152 to the distal section 154, and is used to apply and
release tension therebetween.
[0155] As illustrated in Figure 31A, the proximal section
152 includes a proximal tissue anchor 118, and a proxi-
mal ribbon 902. The proximal tissue anchor 118 may be
laser cut from stainless steel tube, and has an arcuate
cross-sectional shape (not shown). Alternatively, any of
a variety of tissue anchor designs and materials may be
employed, as have been described in greater detail
above, and as are known to those of skill in the art. In
one embodiment, the proximal tissue anchor 118 in-
cludes a penetrating point 904, and two barbs 906 to hold
the proximal tissue anchor 118 securely in place once
deployed. A variety of penetrating points 904 and barbs
906 may be used to achieve desired clinical results, and
the particular proximal tissue anchor 118 design may
vary depending upon the particular clinical requirements.
[0156] The proximal tissue anchor 118 preferably in-
cludes two holes 908 that are used to partially rotatably
couple the proximal tissue anchor 118 with a pivot 910
that is coupled to the proximal ribbon 902. One embod-
iment of such pivot 910 is shown in greater detail on Fig-
ure 31C. The pivot 910 may be integral to the material
of the proximal ribbon 902, or may include a pin, or other
device coupled to the proximal ribbon 902. The proximal
section 152 also includes a spring 912, used to bias the
proximal tissue anchor 118 so that its penetrating point
904 rotates away from the proximal ribbon 902 and to-
wards tissue when deployed. In one example, the spring
912 is cut from the same tubing used to form the proximal
tissue anchor 118, and is integral thereto. In another ex-
ample, the spring 912 has a torsional design, as is well
known to those of skill in the art.
[0157] The overall length of the proximal tissue anchor
118 preferably is about 6 mm, although the actual length
will be selected based upon the particular requirements
of the clinical setting. In one example, the length of the
proximal tissue anchor 118 will be selected such that it
does not penetrate all the way through the wall of the
coronary sinus when deployed. In general, the length of
the proximal tissue anchor 118 is in the range between
about 1 mm and about 15 mm.
[0158] Distal section 154 preferably includes a distal
tissue anchor 120, a distal ribbon 914, and a spring 912,
as shown in Figure 31A. Distal tissue anchor 120 is sim-
ilar to proximal tissue anchor 118, and has similar char-
acteristics and dimensions as described in greater detail
above. Distal ribbon 914 preferably includes multiple
slots 916 to interface with the tensioning element 190,
as described in greater detail below. The slot 916 pitch,
or center-to-center spacing of the slots 916, partially de-
fines the resolution of the adjustability of the tension ap-
plicable between the proximal and distal tissue anchors
118, 120. In one embodiment, the slot pitch is about 1
mm. Alternatively, the slot pitch is between 0.1 mm and
3 mm. In another example, the slot pitch is not constant

along the length of the distal ribbon 914. The distal ribbon
914 may be designed to have a greater pitch, or slot width
towards the proximal end of the distal ribbon 914, and a
smaller pitch or slot width towards the distal end of the
distal ribbon 914. Alternatively, the distal ribbon 914 may
have no slots such that continuous instead of stepped
movement of the distal ribbon 914 is used to apply tension
between the proximal and distal tissue anchors 118, 120.
The method of applying tension between the proximal
and distal tissue anchors 118, 120 is described in greater
detail below. The distal ribbon 914 also preferably in-
cludes a pull-wire disconnect 918 for removable coupling
to a tab pull-wire 944, as described in greater detail below
with reference to Figures 31E-F.
[0159] As shown in Figures 31A and 31B, the implant
900 also includes a tensioning element 190. In one ex-
ample, the tensioning element 190 includes a housing
920, latch 922, spacer 924, and insert 926. In one exam-
ple, the housing 920 is made from a section of stainless
steel tubing, although housings 920 of other shapes and
materials may be used. In one example, the housing 920
is made from nickel titanium tubing. The proximal ribbon
902 preferably is attached to the inside lumen of the hous-
ing 920 using any of a variety of methods, including weld-
ing, bonding, or by using any of a variety of fasteners, as
is well known to those of skill in the art. In one example,
the proximal ribbon 902 is attached to the housing 920
such that the axial position of the proximal tissue anchor
118 is fixed with respect to the housing 920.
[0160] The housing 920 also includes a latch 922 that
preferably is attached to a spacer 924 at the latch’s 922
distal end. The latch 922 includes a tang 928 that bends
towards the distal ribbon 914 at an angle relative to the
distal ribbon 914. The tang 928 is designed to travel
through an opening 930 in the spacer 924, and engage
a slot 916 in the distal ribbon 914. By engaging the slot
916 in the distal ribbon 914, the latch 922 prevents axial
movement of the distal ribbon 914, and distal tissue an-
chor 120, in the distal direction. The opening 930 in the
spacer 924 is of sufficient dimension to allow the tang
928 of the latch 922 to flex enough to disengage the slot
916 in the distal ribbon 914 when the distal ribbon 914
is moved in the proximal direction. The interface between
the latch 922 of the tensioning element 190 and the slot
916 of the distal ribbon 914 functions as a ratcheting
mechanism. The ratcheting mechanism allows stepped
movement of the distal ribbon 914 as it is moved in the
proximal direction (as described in greater detail below),
yet prevents the distal ribbon 914 from moving in the
distal direction. The amount of movement of each ratch-
eting step is related to the pitch between the distal ribbon
914 slots 916, as described above.
[0161] In another example, as mentioned above, the
distal ribbon 914 does not contain slots. In such embod-
iment, friction between the tang 928 of the latch 922 and
the distal ribbon 914 is sufficient to allow continuous, e.g.,
non-stepped, or infinitely adjustable, movement of the
distal ribbon 914 in the proximal direction, yet prevent
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movement of the distal ribbon 914 in the distal direction.
In another example, shallow depressions, ribs or other
texture, or partial thickness slots are added to the surface
of distal ribbon 914 to provide enhanced friction against
tang 928. In one example, movement of the distal ribbon
914 in the proximal direction may be achieved by releas-
ing, or disengaging the tang 928 of the latch 922 from
the distal ribbon 914.
[0162] In one example, the housing 920 also includes
a latch release ribbon 932 that preferably is disposed
between the spacer 924 and the distal ribbon 914, as
illustrated in Figure 31A. The latch release ribbon 932 is
also axially moveable with respect to the housing 920
and the distal ribbon 914. In one example, as the latch
release ribbon 932 is moved proximally, the tang 928 of
the latch 922 is lifted such that it disengages the slot 916
of the distal ribbon 914. While disengaged from the latch
922, the distal ribbon 914 may be moved in the distal
direction, thereby increasing the distance between the
proximal and distal anchors 118, 120.
[0163] In one example, portions of the lumen of the
housing 920 may be filled with an insert 926, as illustrated
in Figure 31B. As shown, insert 926 fills the spaces be-
tween the spacer 924 and the housing 920 of the ten-
sioning element 190. In one example, the portion of the
lumen between the distal ribbon 914 and the housing 920
does not contain an insert 926, although in other exam-
ples it does. In one example, it is advantageous to omit
an insert 926 between the distal ribbon 914 and the hous-
ing 920 so as to reduce friction on the distal ribbon 914
when moving the distal ribbon 914 with respect to the
housing 920.
[0164] Figure 31C illustrates the distal ribbon 914, as
described in greater detail above. The illustrated distal
ribbon 914 is about 9 cm long, although the length of the
distal ribbon 914 may be selected for the clinical require-
ments of the particular treatment. In general, the length
of the distal ribbon 914 is in the range between about 2
cm and about 20 cm. The length of the proximal ribbon
902 has similar dimensions, such that the overall length
of the implant 900 is in the range between about 2 cm
and about 20 cm, preferably in the range between about
5 cm and about 15 cm, and more preferably in the range
between about 7 cm and about 10 cm. In one embodi-
ment, the overall length of the implant 900 is about 9 cm.
[0165] In the illustrated construction, the crossing pro-
file of the implant 900 is determined by the diameter of
the housing 920, as illustrated in Figure 31B. In one ex-
ample, the diameter of the housing 920 is selected so
that the implant 900 may be delivered inside of a catheter
having an lumen with a diameter in the range between 6
French (approximately 0.079 inches) and 20 French (ap-
proximately 0.262 inches). In one example, the length of
the housing 920, as shown in Figure 31A is in the range
between about 3 mm and about 10 mm, preferably in the
range between about 5 mm and about 8 mm, and more
preferably in the range between about 6 mm and about
7 mm.

[0166] Referring to Figure 31D, there is illustrated a
disconnect subassembly 936. The disconnect sub-
assembly 936 illustrates one mechanism by which the
implant 900 is decoupled from a delivery catheter and
handpiece, as described in greater detail below. Discon-
nect subassembly 936 includes the distal ribbon 914, a
cover 938, a cover pull-wire 940, a tab 942, and a tab
pull-wire 944. The pull-wire disconnect 918 of the distal
ribbon 914 is engaged by a flange 946 protruding from
the tab 942, as shown in greater detail in Figure 31E. A
tab pull-wire 944 is coupled to the tab 942 such that prox-
imal movement of the tab pull-wire 944 with respect to a
catheter 948 (as shown in Figure 31F and described in
greater detail below) translates into proximal movement
of the distal ribbon 914, and distal tissue anchor 120 with
respect to the proximal tissue anchor 118.
[0167] A cover 938, may comprise a stainless steel
tube, is slid over the tab pull-wire 944 and distal ribbon
914. The cover 938 keeps the flange 946 of the tab 942
engaged with the pull-wire disconnect 918 of the distal
ribbon 914 as the tab pull-wire 944 is moved in the prox-
imal direction. The cover 938 is coupled to a cover pull-
wire 940 such that movement of the cover pull-wire 940
in the proximal direction moves the cover 938 proximally,
thereby releasing the tab 942 from the pull-wire discon-
nect 918 of the distal ribbon 914. In one example, the
cover pull-wire 940 is a stainless steel hyptotube, and
the tab pull-wire 944 is a stainless steel hypotube or wire
of a smaller diameter than the lumen of the cover pull-
wire 940. In one example, the cover pull-wire 940 and
tab pull-wire 944 are substantially concentrically aligned,
such that the tab pull-wire 944 travels within the cover
pull-wire 940 from the disconnect subassembly 936 to
the handpiece 958 (as shown in Figure 32A).
[0168] A catheter 948, as shown in Figure 31F may
be removably coupled to the housing 920 of the implant
900 with a catheter coupling 950. In one example, the
catheter coupling 950 includes a slot 952, and two fingers
954, which extend into the slot 952. The fingers 954 are
attached to the catheter 948, such that axial and rota-
tional movement of the catheter 948 translates into axial
and rotational movement of the housing 920 and implant
900. The slot 952 may be located on the housing 920,
and in one example, is shaped so as to create a bayonet
type coupling between the housing 920 and catheter 948,
as is known to those of skill in the art. In other examples,
more or less than two fingers 954 are used to removably
couple the housing 920 to the catheter 948. In one ex-
ample, a circular ring, tabs, hooks or other devices well
known to those of skill in the art, are used instead of
fingers 954.
[0169] In one example, the fingers 954 are coupled to
a release wire 956 such that proximal movement of the
release wire 956 causes the fingers 954 to flex inward,
and disengage from the slot 952 of the housing 920.
When disengaged, the catheter 948 may be rotated and
moved proximally with respect to the housing 920 so as
to decouple the catheter 948 from the implant 900. In one
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example, the release wire 956 is also coupled to the latch
release ribbon 932 (shown in Figure 31A). In one exam-
ple, proximal movement of the release wire 956 over a
release distance causes the latch release ribbon 932 to
disengage the latch 922 from the distal ribbon 914. In
addition, proximal movement of the release wire 956 over
the release distance does not cause the fingers 954 to
flex sufficiently to disengage from the slot 952 of the hous-
ing 920, as described above.
[0170] In one example, the release wire 956 comprises
a hypotube with a lumen of sufficient diameter to contain
the cover pull-wire 940 and tab pull-wire 944. In one em-
bodiment, the release wire 956, cover pull-wire 940 and
tab pull-wire 944 are all substantially coaxially aligned,
and arranged such that the cover pull-wire 940 is at least
partially within the release wire 956, and the tab pull-wire
944 is at least partially within the cover pull-wire 940 as
they travel proximally from the catheter coupling 950 and
disconnect subassembly 936 to the handpiece, as de-
scribed in greater detail below.
[0171] Referring now to Figure 32A, there is illustrated
a handpiece 958. Handpiece 958 includes a strain relief
960, body 962, distal actuator 964, interlock 966, and
proximal actuator 968. The release wire 956, cover pull-
wire 940, and tab pull-wire 944 enter the handpiece 958
via a lumen of the strain relief 960. The release wire 956
is coupled to a distal slider 970, the cover pull-wire 940
is coupled to a center slider 972, and the tab pull-wire
944 is coupled to a proximal slider 974. The body 962
may be formed from two or more pieces that are, for
example, machined from metal or plastic, and joined to-
gether. Alternatively, the body 962 may be formed from
one piece of material, for example, plastic that is formed
by injection molding.
[0172] In one example, the distal actuator 964 is
threadingly engaged with the body 962 such that rotation
of the distal actuator 964 results in axial movement of
the distal actuator 964 with respect to the body 962. The
distal actuator 964 is coupled to the distal slider 970 by
at least one pin 976 (as shown in Figure 32B) that is free
to travel within an axial slot 978 in the body 962. The
distal slider 970 is coupled to the release wire 956 by
welding, bonding, adhesion, crimping, or other method
as is known to those of skill in the art. The catheter 948
extends from the handpiece 958 to the implant 900, and
is coupled to the implant 900 as described above, thereby
fixing the axial position of the handpiece 958 with respect
to the implant 900. As a result of the multiple couplings
as described, rotation of the distal actuator 964 is trans-
lated into axial movement of the release wire 956 with
respect to the handpiece 958, catheter 948, and implant
900. Proximal movement of the distal actuator 964 over
the release distance, therefore causes the latch release
ribbon 932 to move proximally sufficient to decouple the
latch 922 from the distal ribbon 914, as described in great-
er detail above. Furthermore, additional proximal move-
ment of the distal actuator 964 causes the fingers 954 of
the catheter coupling 950 to disengage from the slot 952

of the housing 920, as described in greater detail above
and below.
[0173] In one example, the proximal actuator 968 is
coupled to a threaded rod 980 such that rotation of the
proximal actuator 968 causes the threaded rod 980 to
rotate in the same direction. The threads of the threaded
rod 980 engage threads located on an inside lumen of
the center slider 972, through which the threaded rod 980
extends. The inside lumen of the proximal slider 974,
through which the threaded rod 980 also extends, does
not contain threads. The interlock 966 includes two pins
976 which engage both the center slider 972 and the
proximal slider 974, and is free to move axially within a
second axial slot 982 in the body 962. The interlock 966
causes the center slider 972 and the proximal slider 974
to remain fixed with respect to one another. Therefore,
as the center slider 972 is moved proximally with respect
to the body 962 from rotation of the proximal actuator
968, the proximal slider 974 move proximally with respect
to the body 962 as well.
[0174] The interlock 966 may be removed from the
handpiece 958 such that the center slider 972 and prox-
imal slider 974 are no longer axially coupled. By removing
the interlock 966, the center slider 972 is able to be moved
proximally with respect to the proximal slider 974. Such
adjustability is advantageous when manipulating the im-
plant 900, and catheter 948, and during decoupling of
the implant 900 from the catheter 948, as described in
greater detail below.
[0175] In one example, the center slider 972 is coupled
to the cover pull-wire 940, such that proximal movement
of the center slider 972 with respect to the body 962 re-
sults in proximal movement of the cover pull-wire 940
with respect to the catheter 948. In one example, the
proximal slider 974 is coupled to the tab pull-wire 944,
such that proximal movement of the proximal slider 974
with respect to the body 962 results in proximal move-
ment of the tab pull-wire 944 with respect to the catheter
948.
[0176] In one example the implant 900 is transluminally
delivered to and deployed inside of the coronary sinus
of a medical patient according to the following procedure.
An outer sheath (not shown) is transluminally delivered
to a distal region of the coronary sinus by using methods
well known to those of skill in the art. The exact location
within the coronary sinus is determined by the medical
practitioner according to the clinical requirements of the
particular case. The outer sheath contains a lumen of
sufficient diameter to receive the implant 900. The im-
plant 900 is coupled to the catheter 948, which is coupled
to the handpiece 958, as described in greater detail
above.
[0177] The implant 900 is advance distally to the distal
tip of the outer tube by moving the handpiece 958 in the
distal direction. The position of the implant 900 with re-
spect to the outer tube and coronary sinus may be de-
termined using fluoroscopic techniques, as are well
known to those of skill in the art. When the implant 900
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is properly positioned within the outer tube, within the
coronary sinus, the outer tube is moved proximally, there-
by exposing the distal tissue anchor 120. As described
above, the distal tissue anchor 120 is biased to rotate to
engage the medial wall of the coronary sinus under the
force of the distal tissue anchor 120 spring 912. The
handpiece 958 is then moved proximally to force the pen-
etrating point 904 of the distal tissue anchor 120 into the
heart tissue of the coronary sinus.
[0178] Once the distal tissue anchor 120 has ade-
quately engaged the inside wall of the coronary sinus,
the outer sheath is moved proximally, thereby exposing
the proximal tissue anchor 118. The shape of the proxi-
mal ribbon 902 allow proximal tissue anchor 118 to en-
gage tissue.
[0179] The implant 900 is adjusted so that the distance
between the proximal tissue anchor 118 and the distal
tissue anchor 120 is reduced, and the shape of the mitral
valve annulus is modified to improve clinical perform-
ance, as described in greater detail herein. The hand-
piece 958 is held and the proximal actuator 968 is rotated.
Rotating the proximal actuator 968 causes the tab pull-
wire 944 and cover pull-wire 940 to move proximally, as
described above. Proximal movement of the tab pull-wire
944 and cover pull-wire 940 is translated into proximal
movement of the distal ribbon 914, as described above.
The housing 920 of the tensioning element 190 is coupled
to the catheter 948 at the catheter coupling 950, and the
catheter 948 is coupled to the handpiece 958. Therefore,
proximal movement of the cover pull-wire 940 and tab
pull-wire 944 with respect to the handpiece 958 causes
the distal ribbon 914 and distal tissue anchor 120 to move
proximally with respect to the housing 920 and proximal
tissue anchor 118.
[0180] In one example, the medical practitioner verifies
the position and shape of the implant 900 and mitral valve
annulus using visualization techniques as are well known
to those of skill in the art, including fluoroscopy. If the
medical practitioner determines that the distal tissue an-
chor 120 needs to be moved distally, in one embodiment,
the following procedure is followed. The distal actuator
964 is rotated with respect to the handpiece 958 until the
distal actuator 964 moves proximally a distance equal to
the release distance, as described in greater detail
above. By doing so, the release wire 956 is moved prox-
imally a distance equal to the release distance, which
causes the opening 930 in the latch release ribbon 932
to move proximally a distance equal to the release dis-
tance as well. Such movement lifts the tang 928 of the
latch 922 out of the slot 916 of the distal ribbon 914, so
that the distal ribbon 914 may thereafter be moved distally
by rotating the proximal actuator 968 in the opposite di-
rection as rotated above.
[0181] When the implant 900 is properly positioned,
and the distance between the proximal tissue anchor 118
and the distal tissue anchor 120 has been adjusted to
the appropriate dimension, the medical practitioner may
then conclude the medical treatment by removing the

catheter from the medical patient. To do so, the catheter
948 is decoupled from the housing 920 of the implant
900, and the cover pull-wire 940 and tab pull-wire 944
are decoupled from the distal ribbon 914.
[0182] To decouple the cover pull-wire 940 and tab
pull-wire 944 from the distal ribbon 914, the interlock 966
is removed from the handpiece 958, and the proximal
actuator 968 is rotated with respect to the handpiece 958.
As the proximal actuator 968 is rotated with the interlock
966 removed, the center slider 972 moves proximally with
respect to the proximal slider 974, which causes the cover
pull-wire 940 to move proximally with respect to the tab
pull-wire 944. Proximal movement of the cover pull-wire
940 causes the cover 938 to move proximally with respect
to the tab 942, thereby allowing the tab 942 to disengage
from the pull-wire disconnect 918 of the distal ribbon 914.
The tab 942 may disengage from the pull-wire disconnect
918 under its own bias, or may be removed therefrom by
rotating the handpiece 958, as described below.
[0183] To decouple the catheter 948 from the housing
920 of the implant 900, the distal actuator 964 is rotated
until it moves proximally with respect to the handpiece
958 over a distance sufficiently greater than the release
distance. In one example, the distal actuator 964 is ro-
tated until its proximal movement is limited by interfer-
ence between the pin 976 and the proximal edge of the
axial slot 978. Such movement causes the fingers 954
attached to the distal end of the catheter 948 flex inward
a distance sufficient to clear the slot 952 in the housing
920, and latch release ribbon 932 is fully withdrawn, as
described above. The handpiece 958 is then rotated and
moved proximally, which causes the fingers 954 of the
catheter 948 to rotate and move out of the housing 920
slot 952. In one example, the rotation and proximal move-
ment of the handpiece 958 also causes the flange 946
of the tab 942 to disengage from the pull-wire disconnect
918 of the distal ribbon 914. The catheter 948 is then
removed from the patient’s body by pulling it proximally
out of the outer tube.
[0184] Referring to Figure 33, there is illustrated a side
elevational view of an implant. The implant includes a
distal anchor, 120 which is shown in additional detail in
Figure 34. The distal anchor 120 comprises a sharpened
proximal end 702 for penetrating tissue. The distal end
704 is pivotally attached to the implant wall, such as by
one or more pins 706 rotatably received within an aper-
ture in the tubular wall. The distal anchor is moveable
between a first position in which it extends parallel to the
longitudinal axis of the implant, to provide a low crossing
profile, and a second position as illustrated in Figure 34
when the tissue anchor is inclined radially outwardly from
the longitudinal axis of the implant to engage tissue. Ad-
ditional details of the distal anchor mechanism are illus-
trated in Figure 36.
[0185] The proximal end of the implant 710 is illustrated
in Figure 35. The implant includes a proximal tissue an-
chor 712, which inclines radially outwardly away from the
implant in the distal direction, on the mitral valve side of
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the device, for engaging the wall of the coronary sinus.
Any of a variety of deployment mechanisms may be uti-
lized for the proximal tissue anchor 712.
[0186] One or more of the proximal and distal anchors
may be provided with a lateral alignment or biasing ele-
ment for advancing the device laterally within the vessel
so that the mitral valve side of the device is positioned
against the coronary sinus wall. This will allow deploy-
ment of the proximal and distal anchors to fully engage
the adjacent tissue. The lateral alignment structure illus-
trated in Figure 35 is in the form of a flexible wire, strip,
or loop 714 which, when released from the deployment
catheter and/or advanced out of the implant, will reside
within the coronary sinus and provide a lateral spring bias
against the implant. In the illustrated example, the loop
714 is in the form of a biased wire, such as nitinol. Any
of a variety of structures may be utilized for maintaining
the implant off center within the vessel, to optimize en-
gagement of the tissue anchors with the vessel wall. For
example, an inflatable side balloon on either the distal
end of the deployment catheter or on the implant may be
inflated during the tissue engaging step. Any of a variety
of expandable wire cages may be mounted off center on
either the implant or the distal end of the deployment
catheter, for laterally moving the implant off center within
the vessel.
[0187] Referring to Figure 36, there is illustrated a side
elevational schematic view of the implant illustrated in
Figures 33 through 35. As seen therein, the distal anchor
120 may be activated by axial proximal tension on the
pull wire 720. The pull wire 720 is pivotally connected to
the distal anchor 120, at a position which is offset laterally
from an axis of rotation. The axis of rotation is concentric
with one or more pins 706 which pivotally retain the distal
anchor 120 in position at the distal end 722 of the implant.
In the illustrated example, proximal axial advancement
of the pull wire 720 will cause the distal anchor 120 to
incline radially outwardly with respect to the longitudinal
axis of the implant.
[0188] A spine support 722 is illustrated at the central
segment of the implant. Spine support 722 may comprise
any of a variety of elements, such as a flexible ribbon of
stainless steel, nitinol or other material, for enhancing
the column strength of the implant in this region.
[0189] The proximal end 710 of the implant is illustrated
in greater detail in Figure 37. As seen therein, the anchor
hoop 714 is schematically illustrated. Anchor hoop 714
may comprise any of a variety of structures, such as a
loop as illustrated in Figure 35 or other resilient element
which may be biased radially outwardly from the longitu-
dinal axis of the implant to contact the opposing side of
the vessel wall and bias the proximal anchor hook 712
in the direction of the mitral valve side of the vessel wall.
[0190] In any of the examples disclosed herein, in
which a tubular body is provided, the space within the
tubular body may be utilized to carry any of a wide variety
of drug delivery vehicles. For example, microporous
beads, filaments or other structures may be carried within

the tubular body. Any of a variety of dissolvable or ab-
sorbable gels or other carriers may be utilized, for carry-
ing one or more active agents, for delivery from the im-
plant into the vessel or vessel wall. The active agent may
be released from the carrier using any of a variety of
known drug delivery techniques, such as by erosion of
the carrier, migration of the active agent through a mi-
croporous structure, or other as is known in the drug de-
livery arts.
[0191] The active agent carrier carried within the im-
plant may be provided with any of a variety of active
agents. These agents include anticoagulants, anti-in-
flammatory agents, drugs to inhibit smooth muscle cell
proliferation or other responses to injury, antibiotics,
drugs to enhance endothelial growth, or others known in
the art.
[0192] In accordance with the present invention, there
is provided an electronically enabled implant. Any of the
implants and associated methods previously disclosed
herein can be modified to include the automation features
described below, as will be apparent to those of skill in
the art in view of the disclosure herein.
[0193] Although the implant will be described herein
primarily in the context of a device for applying pressure
to the posterior leaflet of the mitral valve, implants in ac-
cordance with the present invention may be utilized
throughout a wide variety of other medical indications.
For example, the implant may be modified for use in ap-
plying compressive force to other valves in the heart.
Modified embodiments of the device may be placed ad-
jacent or around the left ventricle of the heart, such as to
assist CHF patients. The device may be positioned in the
vicinity of any of a variety of natural sphincter muscles,
such as the lower esophageal sphincter to treat gastro-
esophageal reflux disease. The implant may be posi-
tioned in the vicinity of the pylorus, or elsewhere on the
stomach for use in the treatment of obesity. Modified ver-
sions of the implant disclosed herein may be positioned
in the vicinity of a nerve, such that pressure may be se-
lectively applied to the nerve to affect the transmission
of pain or other signals.
[0194] In general, the implant may be configured for
wireless communication with an external component. Al-
ternatively, one or more electrical conductors may be pro-
vided for enabling direct electrical communication with
the implant. Electrical conductors may be advanced
through an artificial tissue tract, or may reside in the ac-
cess lumen in the case of a transluminal implantation.
The proximal end of electrical conductors may be posi-
tioned beneath the patient’s skin, such as for subsequent
access. Alternatively, the implant can have a remote re-
ceiving coil or antenna, typically implanted under the skin,
connected to the implant by at least one conductor.
[0195] The electrical communication between the ex-
ternal component and internal component may enable
the transmission of control signals to affect the internal
component. In addition, diagnostic or status information
may be read from or transmitted to the internal unit with
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the external component. Spatial relationship information
about the position of the implant may also be transmitted
to the external component. Force on the implant, or on
a component of the implant, or relative position of implant
components may be transmitted. Although the internal
component will be described primarily herein in terms of
a mechanical compression device for providing pressure
against an extravascular tissue structure, any of a variety
of onboard diagnostic sensors may additionally be pro-
vided, such as for determining physiological parameters
such as blood flow, blood pressure, pH, pO2, pCO2, or
a blood analyte of interest.
[0196] Referring to Figure 38, there is illustrated a re-
motely activated implant system 1000 in accordance with
the present invention. The implant system 1000 includes
internal components 1002 and external components
1004. Internal components 1002 are implanted within a
medical patient, while external components 1004 are ex-
ternal to the patient, and are used, for example, by a
physician to communicate with and affect the internal
components 1002. Internal components 1002 include an
implant 1006. The implant 1006 is adapted for positioning
within or adjacent the coronary sinus, and for maintaining
a compressive force on an aspect of the mitral valve an-
nulus. Implant 1006 includes any of a variety of devices
40 (Figures 1 - 2B) or implants 250 (Figures 8A - 8B)
suitable for mitral annuloplasty or cardiac reinforcement,
as described above. In alternate embodiments implant
1006 consists of any of the implants described above.
Implant 1006 also includes other embodiments as de-
scribed in greater detail below. The internal components
1002 include additional modules that provide an operator
the ability to affect the compressive force maintained on
an aspect of the mitral valve annulus.
[0197] Preferably implant 1006 is hermetically or oth-
erwise sealed to prevent entry of body fluids. Some body
fluids, such as blood, can detrimentally affect the function
of the implant 1006. Sealing of implant 1006 is also de-
sirable to prevent tissue ingrowth into the interstices of
the implant 1006, again to prevent deleterious effects on
the implant 1006 performance. In one embodiment, to
effect sealing, slotted tube structures are provided with
flexible membranes, either internal or external to implant
1006. In another embodiment, rotating seals are provided
to allow translation rotational motion through the seal and
bushings. In another embodiment, other devices are pro-
vided for components requiring axial motion, such as pull
wires and the like. In another aspect, signal pathways,
such as electrical wires, are imbedded into adhesives,
sealants, and other such materials as are known to those
of skill in the art, to effect a tight seal where they enter
the implant 1006.
[0198] In the illustrated embodiment, the internal com-
ponents 1002 also include a communications module
1008, a control module 1010, a power module 1012, and
a motion module 1014. Communications module 1008
provides apparatus suitable for communication with the
external components 1004. Control module 1010 re-

ceives instructions from the external components 1004
via the communications module 1008, and provides con-
trol commands or signals to the motion module 1014. For
example, an instruction from the external components
1004 may specify a target configuration for the implant,
in which case the control module 1010 may send control
signals to the motion module 1014 to cause the implant
to assume the target configuration. Power module 1012
provides power to the communications module 1008,
control module 1010, motion module 1014, and implant
1006 as required. The internal components 1002 may
also include one or more sensors (not shown), such as
a stress sensor that measures the force exerted by the
implant 1006 on biological tissue, or a physiologic sensor
that monitors a physiologic parameter of the patient.
[0199] In one embodiment, communications module
1008 includes radio frequency (RF) telemetry hardware
to provide wireless communication between the implant
1006 and the external components 1004. In another em-
bodiment, communications module 1008 includes RF te-
lemetry hardware to provide wireless communication be-
tween internal components 1002. In yet another embod-
iment, communications module 1008 provides electronic
circuitry and cables to provide hard wired communication
between internal components 1002 and external compo-
nents 1004, and/or between internal components 1002.
In such wired configuration, communications module
1008 may provide an implanted contact pad that is suit-
able for electrically engaging and communicating with
external components 1004 of the remotely activated im-
plant system 1000.
[0200] The communications module 1008 can be in
the form of a digital wireless receiver or transceiver for
one-way or two-way communication. For example, the
communication module 1008 can incorporate any of a
variety of known networking devices that operate under
the IEEE 802.11 standards, including 802.11a, 802.11b,
or others. In one implementation of the invention, the
transceiver operates under the standards developed by
the Bluetooth Special Interest Group, Inc. (Bluetooth SIG,
Inc.) that have become known as Bluetooth™. Blue-
tooth™ standards advantageously provide low cost, low
power wireless links using a short range, radio based
technology. Incorporation of Bluetooth™ transceiver chip
technology into short range wireless devices is well un-
derstood in the art. Wireless communication circuitry in
the context of implantable devices is well understood in
the art. See, for example, U.S. Patent No. 6,564,104 to
Nelson, et al., entitled, "Dynamic Bandwidth Monitor and
Adjuster for Remote Communications with a Medical De-
vice," and U.S. Patent No. 6,477,424 to Thompson, et
al., entitled, "Medical Management System Integrated
Programming Apparatus for Communication with an Im-
plantable Medical Device,".
[0201] Non-standard communications protocols may
also be used for communications between internal and
external components 1002, 1004.
[0202] Interrogation signals and commands can alter-
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natively be communicated to the internal components
1002 in the form of an audio signal, an electrical field, or
a magnetic field generated from outside the patient, with-
out the use of RF signaling. For example, the internal
components 1002 could be designed such that the im-
plant 1006 assumes a particular configuration when a
particular audio signal, electrical field, and/or magnetic
field is applied in the vicinity of the implant. Where mag-
netic fields are used, some or all of the forces necessary
to change the implant’s configuration may be induced
magnetically, without the use of a separate communica-
tions module, power module, control module, or other
electronic circuitry.
[0203] In one aspect of the present invention, control
module 1010 is adapted to receive an instruction signal
from the communications module 1008, and in response,
generate a control command suitable for affecting the
motion module 1014. For example, communications
module 1008 may receive a signal from external compo-
nents 1004 indicative of an instruction to increase the
force applied on an aspect of the mitral valve. Commu-
nications module 1008 may pass this signal or otherwise
communicate the instruction to the control module 1010,
which may then provide a corresponding control com-
mand or signal to motion module 1014. For example, in
response to an instruction to increase the application of
force on an aspect of the mitral valve annulus, control
module 1010 may provide a control command to activate
a stepper motor for a predetermined number such as two
steps in a clockwise direction. The number of steps and
the direction may vary in response to the instruction pro-
vided. Alternatively, control command may comprise a
signal suitable to activate a motor for a predetermined
time such as 2.5 seconds in the counter-clockwise direc-
tion. The duration of activation and direction may vary in
response to the instruction provided as well. In yet an-
other embodiment, the control command may comprise
a signal suitable to provide a selected number such as
five pulses of current through a ratcheting shape memory
actuator. The quantity, width, and/or amplitude of the
pulses may also vary in response to the desired signal.
During this process of remotely controlling the implant
1006, the internal components 1002 may transmit feed-
back data to the external components 1004. The feed-
back data may, for example, indicate that a particular
instruction was successfully received and executed. In
embodiments in which a sensor is provided to measure
the force exerted by the implant 1006 on biological tissue,
the feedback data may indicate, in real time, the level of
force currently applied.
[0204] In another embodiment the control module
1010 may provide a control command to the motion mod-
ule 1014 to increase the force applied to a mitral valve
annulus while the control module 1010 monitors a force
sensor (not shown) on the implant 1006, or at a location
that is not on the implant 1006. The control module may
stop sending control commands to the implant when the
desired force has been achieved. Alternatively the control

module may measure a parameter, such as flow, or pres-
sure, by utilizing at least one sensor on or not on the
implant, and use information related to the parameter to
determine when to begin or end control signal transmis-
sions, or to determine what control signal to transmit.
[0205] In one embodiment, power module 1012 com-
prises a battery, suitable for implantation into the body,
and adequate to provide sufficient power to internal com-
ponents 1002 of the remotely activated implant system
1000. In one aspect, power module 1012 is able to be
re-charged without explantation. Such technology is well
know to those of skill in the art, and may comprise, for
example, a contact pad implanted underneath the skin
suitable to communicate with an external battery charger
such as through an inductive coupling. Alternatively, the
implanted battery may be recharged by wireless RF te-
lemetry techniques. In another embodiment, power mod-
ule 1012 comprises a capacitor, a charging circuit, and
a power receiving component. In one embodiment, pow-
er module 1012 is transcutaneously charged by a power
delivery module (not shown) external to the body using
technology well known to those skilled in the art, such
as, for example, that disclosed by Keilman, et al. in U.S.
Patent No. 6,231,516. In another embodiment the power
module is charged by alternating power of a lower fre-
quency than radio frequency, and suitably directed
through the body to the contact pad underneath the skin
so as to avoid excessive heating and damage to inter-
vening tissue.
[0206] Power module 1012 may comprise any of a
number of alternative battery materials, including nickel
iodide, lithium thionyl chloride, lithium carbon monofluo-
ride, and lithium silver vanadium oxide. Other battery ma-
terials are well known to those of skill in the art, and may
be selected in addition to or in substitution of any of the
battery materials indicated above. In addition or as an
alternative to providing a battery, a capacitor or other
charge storage device may be provided that may be
charged as needed by application of an RF signal, as
described in U.S. Patent No. 6,456,883. Such capacitors
may be comprised of tantalum, ceramic, or other mate-
rials as are known in the art.
[0207] The present inventors contemplate that power
will only be necessary, if at all, for occasional use possibly
months or even years post implantation. During periods
of nonuse, consumption of energy is preferably mini-
mized to prolong energy storage component life. Thus,
circuitry is preferably provided for placing the device into
a "sleep" mode during which little or no energy drain is
placed on the battery. When the external control is acti-
vated, such as to adjust the implant, an initial interroga-
tion signal may be transmitted to the implant. The inter-
rogation signal may be converted into power, using tech-
nology well understood, for example, in the passive ra-
diofrequency identification tag arts, which may then be
utilized to activate power to the implant control module
1010 and other aspects of the device. At that point, the
implant is powered up, and functions as described else-
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where herein. Following a period of activity, the implant
may be returned to a sleep mode by affirmative command
from the external controller, or may be configured to au-
tomatically revert to the sleep mode following a period of
time of nonuse. In this manner, the useful life of the im-
plant can be optimized, without the need to recharge or
replace internal energy storage components such as bat-
teries. Other power consumption minimization technolo-
gy is known in the art, such as that disclosed in U.S.
Patent No. 6,472,991 to Schulman, et al., entitled, "Mul-
tichannel Communication Protocol Configured to Extend
the Battery Life of an Implantable Device,".
[0208] Battery power may also be conserved by main-
taining certain internal components 1002, such as those
used to transmit and/or receive RF signals, in a low power
or "off" state most of the time. For example, a control
circuit may power up a radio frequency receiver for a
short time interval (e.g., 1 millisecond) once every N sec-
onds to check for the existence of an interrogation signal
from a programmer 1016. If no signal is detected, the
control circuit may turn the receiver back off.
[0209] Alternatively, in a hard wired embodiment as
disclosed elsewhere herein, the implant does not need
to carry an internal power source. Instead, power may
be supplied by the external controller, by way of electrical
connections established inductively through the skin or
by a minor puncture or cutdown to expose or contact one
or more subcutaneous electrical connectors, such as one
or two or more wires extending translumenally through
the vascular access tract.
[0210] As a further alternative, an externally mounted
coil can be used to generate an alternating magnetic field.
Once brought into close proximity to a coil that has been
be implanted beneath the patient’s skin, the magnetic
field generates an AC current in the coil. That current
may be rectified by a rectifier and stored in a capacitor
in conjunction with a regulator as will be understood in
the art, to generate a voltage that powers the implant.
Since the implant in this embodiment relies upon power
stored in the capacitor, it will typically stop functioning in
a short period of time after the external coil is turned off
or removed and the charge stored in the capacitor is de-
pleted.
[0211] In an alternate construction, the foregoing ex-
ternally mounted coil is used to charge a rechargeable
battery carried on or in communication with the implant.
In operation, the subcutaneous coil is exposed to the
externally generated alternating magnetic field and re-
sponsively supplies an AC current to a rectifier which is
passed as a rectified DC current to a charging circuit.
The charging circuit then monitors the voltage V on the
implanted battery and charges it according to its pre-
ferred charging characteristics (current and voltage).
This may be accomplished after the decision has been
made to make an adjustment to the implanted device.
[0212] In one embodiment, the internal components
1002 are each separately implanted within the medical
patient. In other embodiments two or more modules are

combined into a single housing. For example, in one em-
bodiment, the communications module 1008, the control
module 1010, the motion module 1014, and the power
module 1012 are contained within the implant 1006. In
another embodiment communications module 1008,
control module 1010, motion module 1014, and power
module 1012 are implanted in a different location than
the implant 1006. Depending upon the power consump-
tion requirements of the implant, current battery technol-
ogies may require a relatively large power module 1012.
Thus, one embodiment of the invention includes all of
the modules except the power module to be combined
with a first implant, and a power module implanted as a
second implant in electrical communication with the first
implant. As will be apparent to one of skill in the art, any
one or more of the internal components 1002 can be
implanted in the same region, or in different regions in-
ternal to the medical patient. Additional descriptions of
internal component 1002 combinations and implant lo-
cations are provided below.
[0213] In the embodiment depicted in Figure 38, the
external components 1004 include a programmer 1016,
which may include a communication module 1017 (not
shown), and one or more input/output (I/O) devices 1019
(not shown). The programmer 1016 is a device suitable
to receive therapeutic commands and interrogatories
from a medical practitioner, such as a physician. The
physician may communicate with programmer 1016 us-
ing input I/O devices 1019, including, for example, key-
boards, keypads, and others, as are well known to those
of skill in the art. The programmer 1016 may output or
display information for the physician with output I/O de-
vices 1019, including, for example, video displays, mon-
itors, liquid crystal displays, audible or visual alarms or
displays, printed output, electronic output signals, and
the like, as are well known to those of skill in the art. From
physician entered input data, commands, stored infor-
mation, and other inputs, the programmer 1016 may gen-
erate appropriate instructions to affect the internal com-
ponents 1002 of the remotely activated implant system
1000.
[0214] In one embodiment, the programmer 1016 com-
municates instructions to internal components 1002 of
the remotely activated implant system 1000 with the com-
munication module 1017. The programmer 1016 may al-
so communicate with or transfer power to the remotely
activated implant system 1000. The programmer 1016
may also send interrogatories to the remotely activated
implant system 1000 to ascertain the implant 1006
shape, forces on the implant 1006, physiological param-
eters, or other sensed parameters on the implant 1006.
The programmer 1016 may also contain diagnostic rou-
tines for evaluating and determining implant 1006 or
physiological condition, may contain stored information
to assist with evaluation or diagnosis, and may commu-
nicate the results of evaluations or diagnoses to the phy-
sician with an output I/O device 1019. The programmer
1016 may also automatically provide instructions to the
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remotely activated implant system 1000 following eval-
uation or diagnosis.
[0215] The programmer 1016 may also be capable of
retrieving data from the internal components 1002, such
as data collected by one or more sensors. The program-
mer 1016 may, for example, be in the form of a handheld
computing device, a personal computer equipped with a
telemetry wand, or a programmer used for configuring
and retrieving data from cardiac pacemakers. The im-
plant 1006 may alternatively be remotely actuated or ad-
justed without the use of a computing device, such as by
application of a permanent magnet to the patient’s chest.
Further, in some embodiments, the system 1000 may
support the ability for a clinician to send commands to,
and/or retrieve data from, the internal components 1002
over a telephone or network connection.
[0216] In one embodiment, the programmer 1016 in-
cludes power conditioning elements (not shown) and
may be connected to a power source such as a conven-
tional power outlet, a non-rechargable battery, a re-
chargeable battery, or other energy storage or transmis-
sion device.
[0217] In one aspect of the present invention, forces
provided to an aspect of the mitral annulus by the implant
1006 are affected by modifying the implant’s 1006 posi-
tion and/or shape within the coronary sinus. In one em-
bodiment, the degree to which the position and/or shape
of the implant 1006 is modified is determined by the in-
structions transmitted from the external components
1004 to the internal components 1002.
[0218] Referring to Figure 39, there is illustrated a mo-
tion module 1014 in accordance with another aspect of
the present invention. As illustrated in the present em-
bodiment, motion module 1014 includes a motor 1018.
Additionally, motion module 1014 may include a linear
translator 1020, and a gearhead 1022. Motor 1018 pro-
vides rotational movement in response to a control signal.
In one embodiment, motor 1018 comprises a stepper mo-
tor. Linear translator 1020 converts the rotational move-
ment of motor 1018 into linear movement. In one embod-
iment, linear translator 1020 is coupled to implant 1006,
such that activation of motor 1018 causes linear transla-
tor 1020 to apply tension forces to a forming element
such as filament 290 (Figures 8A - 8B, 27 and elsewhere
herein). Motion module 1014 may also include gearhead
1022 to provide enhanced resolution and adjustability of
linear translator 1020, as well as additional torque, if de-
sired.
[0219] In one embodiment, motion module 1014 in-
cludes a motor 1018, which is a stepper motor. In such
embodiment, motor 1018 includes any of a variety of min-
iature stepper motors suitable for implantation, that is
able to affect the shape and/or position of an implant
1006. An example of one such motor 1018 is manufac-
tured by Arsape, commonly known as the AM 0820 se-
ries. In one aspect, the motor 1018 has a diameter in the
range of about 8 to 15 mm, provides about 20 to 24 full
steps per revolution, includes a two-phase permanent

magnet, and also includes drive electronics. In one as-
pect, suitable gearing ranges from planetary to zero-
backlash spur, and may include 10:1 or 8:1 planetary
gears. In another embodiment, the motor 1018 includes
a coreless DC motor, such as, for example, but not limited
to, the Model 0615N manufactured by Faulhaber. In an-
other aspect, the motor is a MEMs motor, with 0206 drive
system, an output power of 0.06 watts, and a diameter
of 1.6 mm. An example of one such motor is manufac-
tured by Faulhaber.
[0220] In another embodiment, motor 1018 includes a
ratcheting, or non-ratcheting shape memory actuator. A
shape memory actuator embodiment is advantageous in
that it provides direct linear movement in response to a
control command. One example of a shape memory ac-
tuator suitable for one aspect of the present invention is
the HS/HE Linear Actuator, manufactured by NanoMus-
cle, Inc. In one aspect, the linear actuator can drive a 70
g load, is about 4 cm long, and 6 mm wide, and provides
a 4 mm stroke. Other motors 1018 suitable for practicing
an aspect of the present invention include motor driven
slider/crank mechanisms, rack and pinion mechanisms,
piston actuator mechanisms, spring motors, and sole-
noid actuated mechanisms.
[0221] In another embodiment, as illustrated in Figure
40, motion module 1014 may include a linear actuator
1024 instead of motor 1018, linear translator 1020, and
gearhead 1022. In one aspect, linear actuator 1024 in-
cludes a motor, gears, and a piston, combined to provide
linear movement in response to a control signal.
[0222] Although a single motion module 1014 is de-
picted Figure 38, two or more motion modules 1014 may
be provided to adjust the configuration of the implant
1006. For example, stepper motor assemblies could be
provided at opposite ends of the implant 1006. Each such
stepper motor assembly could control a different respec-
tive segment, or a different respective configuration pa-
rameter, of the implant 1006 to increase the range of
possible configurations.
[0223] One embodiment of the present invention is
schematically illustrated in Figure 41. In this embodi-
ment, remotely activated implant system 1000 includes
an implant 1006 and an external programmer 1016. The
implant 1006 includes a communications module 1008,
a control module 1010, a power module 1012, a motor
1018, a linear translator 1020, and a gearhead 1022. In
this embodiment the implant 1006 is implanted within the
coronary sinus of the medical patient, and the commu-
nications module 1008, control module 1010, power
module 1012, motor 1018, linear translator 1020, and
gearhead 1022 are located internal to the implant 1006.
[0224] In other embodiments, internal components
1002 are divided between the implant 1006 and at least
one implantable housing 1026. Referring to Figure 42
there are provided internal components 1002, distributed
between an implant 1006 and a secondary implantable
housing 1026, in communication by way of coupling
1028. Secondary housing 1026 includes at least one of
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the internal components 1002 previously described, in-
cluding the communications module 1008, control mod-
ule 1010, power module 1012, or motion module 1014
components, including the motor 1018, linear translator
1020, or linear actuator 1024. A coupling 1028 provides
electrical, mechanical, optical, acoustical, magnetic, or
hydraulic communication between the implant 1006 and
secondary housing 1026. In various embodiments, the
coupling comprises a push/pull wire, a flexible rotating
shaft, tubing, a control line, a communication line, or a
power line, depending upon the division of the internal
components 1002 between the implant 1006 and the sec-
ondary housing 1026.
[0225] For example, in one embodiment, the power
module 1012, communications module 1008, control
module 1010, motor 1018, and linear translator 1020 are
provided internal to the secondary housing 1026. In such
embodiment, coupling 1028 may include a push/pull wire
within an axially noncompressible sleeve that couples
the implantable housing 1026 with the implant 1006. In
another aspect of the present invention, the implantable
housing 1026 includes the power module 1012, commu-
nications module 1008, control module 1010, and motor
1018, and the implant 1006 includes the linear translator
1020. In such embodiment, the coupling 1028 comprises
a flexible, rotating shaft that couples the implantable
housing 1026 to the implant 1006.
[0226] In another embodiment, secondary housing
1026 includes the power module 1012, communications
module 1008, and control module 1010, and the implant
1006 includes the motor 1018 and linear translator 1020.
In such embodiment, the coupling 1028 may comprise a
control line such as a two conductor insulated wire suit-
able for providing a control signal from the secondary
housing 1026 to the implant 1006. The control signal can
include commands to activate the motor 1018, in a first
or a second direction.
[0227] In another embodiment, secondary housing
1026 includes the power module 1012 and the commu-
nications module 1008, and the implant 1006 includes
the control module 1010, motor 1018, and linear trans-
lator 1020. In such embodiment, the coupling 1028 may
comprise a communications line suitable for providing
communications data to the control module 1010 of the
implant 1006.
[0228] In one aspect, an instruction from a medical
practitioner is entered into the programmer 1016, and
transmitted from the programmer 1016 to the communi-
cations module 1008. In such embodiment, the instruc-
tion is transmitted from a location external to the medical
patient to the implantable housing 1026 located internal
to the patient. In one aspect, the instruction is to increase
the compressive force applied on the mitral annulus and/
or left ventricle. The instruction is received by the com-
munications module 1008, which provides communica-
tions data to the control module 1010 via the coupling
1028. Upon receiving the communications data, the con-
trol module 1010 generates the appropriate control signal

to affect the motor 1018. For example, the control module
1010 can generate a control signal that causes the motor
1018 to turn on and thereby cause the shape of the im-
plant 1006 to change in such a manner that additional
compressive force is applied on the mitral annulus and/or
left ventricle by the implant 1006. The adjustment of im-
plant 1006 includes the methods and devices described
above, and in particular, the methods and devices de-
scribed in reference to Figures 1A through 9G.
[0229] In another embodiment, the secondary housing
1026 includes only the power module 1012, in which case
the coupling 1028 may include a power line coupling,
such as an insulated, shielded, single or multi-conductor
cable or wire. In such embodiment, the implant 1006 in-
cludes the communications module 1008, control module
1010, motor 1018, and linear translator 1020.
[0230] Alternatively, in another embodiment, the sec-
ondary housing 1026 includes the communications mod-
ule 1008, while the implant 1006 includes the power mod-
ule 1012, control module 1010, motor 1018, and linear
translator 1020. In such embodiment, the coupling 1028
includes communications lines, suitable to allow commu-
nication between the secondary housing 1026 and im-
plant 1006, as described above.
[0231] When the motion module 1014 comprises a lin-
ear actuator 1024, similar embodiments of the present
invention may be provided. For example, in one embod-
iment, the power module 1012, communications module
1008, control module 1010, and linear actuator 1024 are
provided within the secondary housing 1026, and the
coupling 1028 between the secondary housing 1026 and
implant 1006 includes a push/pull wire within a relatively
axially non-compressible sleeve.
[0232] In another embodiment, the secondary housing
1026 includes the power module 1012, communications
module 1008, and control module 1010, and the implant
1006 includes the linear actuator 1024. In such embod-
iment, the coupling 1028 includes control lines. Alterna-
tively, in another aspect, the secondary housing 1026
includes the power module 1012 and the communica-
tions module 1008, and the coupling 1028 includes the
control module 1010, and linear actuator 1024. In such
embodiment, the coupling 1028 includes communica-
tions lines, such as described above.
[0233] In another embodiment, the secondary housing
1026 includes the power module 1012, and the commu-
nications module 1008, control module 1010, and linear
actuator 1024 are provided internal to the implant 1006.
In such embodiment, the coupling 1028 between the sec-
ondary housing 1026 and the implant 1006 includes pow-
er lines.
[0234] In yet another embodiment, the secondary
housing 1026 includes the communications module
1008. The implant 1006 includes the power module 1012,
control module 1010, and linear actuator 1024. In such
embodiment, the coupling 1028 between the secondary
housing 1026 and the implant 1006 includes communi-
cations lines, as described above.
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[0235] The implant 1006 and secondary housing 1026,
if used, collectively containing the internal components
1002 may be implanted inside of the patient in a variety
of locations. Such locations include the pericardium, the
abdominal cavity, the left or the right atrial appendages,
the coronary sinus, the thoracic cavity, the right atrium,
the inferior vena cava, and the superior vena cava. In
another aspect, the secondary housing 1026 is config-
ured to fit into the right atrial appendage or into any other
anatomical location in communication with the coronary
sinus in addition to those locations listed above. Alterna-
tively the implant 1006 can be implanted in or near the
mitral valve annulus, for example in the coronary sinus,
and the secondary housing implanted subcutaneously,
for example below or near the pectoralis muscle. Such
a configuration is similar to that used for pacemaker leads
and pacemakers, as is well known to those of skill in the
art. The secondary housing 1026 may be provided with
an anti-thrombogenic coating to inhibit thrombus forma-
tion, and may be provided with tissue ingrowth surfaces
or coatings to in part stabilize the secondary housing
1026 at an implanted location. The secondary housing
1026 may be provided with hooks, loops, barbs, prongs,
clips, tethers, expandable structures, or other means to
facilitate securement to an implant site. The secondary
housing 1026 may be configured to minimize flow dis-
ruption for improved physiological response when im-
planted in a flow stream. Alternatively the secondary
housing 1026 may be provided with a surface that dis-
courages tissue ingrowth or demountable securement
means so as to facilitate later removal, service, repair,
or replacement.
[0236] Referring now to Figure 43, a remotely activat-
ed implant system 1000 includes internal components
1002 and external components 1004. Internal compo-
nents 1002 include secondary housing 1026, coupling
1028, and implant 1006. Secondary housing 1026 in-
cludes communications module 1008, control module
1010, power module 1012, and motor 1018. Implant 1006
includes a linear translator 1020. Coupling 1028 includes
a rotating, flexible cable inside of a sheath that allows
rotational coupling between the motor 1018 of the sec-
ondary housing 1026 and the linear translator 1020 of
the implant 1006.
[0237] In such embodiment, implant 1006 is translumi-
nally delivered and positioned within the coronary sinus,
as described in greater detail above. Implantable housing
1026 is also implanted within the medical patient. In one
aspect, implantable housing 1026 is implanted subcuta-
neously on the patient’s abdomen or chest, such as near
the patient’s shoulder, in a manner similar to that used
to implant a pacemaker. Such methods are well known
to those of skill in the art, and will not be described in
additional detail herein.
[0238] Coupling 1028 is also provided to couple the
motor 1018 of the secondary housing 1026 to the linear
translator 1020 of the implant 1006. In one aspect, cou-
pling 1028 includes a flexible, rotatable cable inside of a

sheath. The proximal end of the cable is attached to the
shaft of the motor 1018, and the distal end of the cable
is attached to the input of the linear translator 1020. In
another embodiment, coupling 1028 includes a perma-
nent attachment to the implant 1006 and a demountable
attachment to the secondary housing 1026. Demounta-
ble attachment to the secondary housing 1026 may be
achieved with a connector (not shown). The connector
may include a seal to protect the connection from fluids,
including body fluids during an implantation procedure.
The connection may be irreversible once the connection
between coupling 1028 and secondary housing 1026 is
established. The connection between the coupling 1028
and secondary housing 1026 may be established by a
physician during internal component 1002 implantation.
In yet another embodiment both ends of connector 1028
may include a demountable attachment.
[0239] In one aspect of the present embodiment, the
implant 1006 comprises a prosthesis 250, and the linear
translator 1020 comprises the rotational coupler 280 of
the prosthesis 250, both as described above, such as in
reference to Figures 8A and 8B.
[0240] In use, a medical practitioner enters an instruc-
tion into the programmer 1016, external to the medical
patient. The instruction might include an instruction to
increase or to decrease the force applied to an aspect of
the mitral valve. The programmer 1016 generates a sig-
nal indicative of the instruction, and transmits that signal
via wireless telemetry to the communications module
1008 of the implantable housing 1026. The communica-
tions module 1008 receives the instruction signal, and
relays it to the control module 1010. In response to the
instruction signal, the control module 1010 generates a
control command, which is provided to the motor. In one
aspect, the control command includes a command to turn
the motor 1018 on, and to rotate in a clockwise or a coun-
terclockwise direction. In another aspect, the motor 1018
includes a stepper motor, and the control command in-
cludes a command to rotate the shaft of the stepper motor
a specific number of steps.
[0241] As the shaft of the motor 1018 turns in response
to the control command, the inner cable of the coupling
1028 rotates as well. In one embodiment, the distal end
of the inner cable is connected to the rotational coupler
280 of the prosthesis 250. In one aspect, rotational force
applied to the linear translator 1020, (e.g., rotational cou-
pler 280) causes the shape of the implant 1006 (e.g.,
prosthesis 250) to change in such a manner that the force
applied to an aspect of the mitral valve is increased or
decreased. A locking mechanism may be provided within
the motor 1018 or the implant 1006 to cause the implant
to retain the configuration corresponding to the last com-
mand received from the programmer 1016.
[0242] In another embodiment, the internal compo-
nents 1002 of the remotely activated implant system
1000 are located within the implant 1006. As shown in
the embodiment schematically illustrated in Figure 44,
implant 1006 includes communications module 1008,
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control module 1010, power module 1012, and motion
module 1014, which includes motor 1018, gearhead
1022, and linear translator 1020. In addition, implant
1006 includes tension cable 1030, which spans substan-
tially the entire length of the implant 1006. Tension cable
1030 is attached at its proximal end to linear translator
1020, and at its distal end to an anchor 1032, which is
mounted to the inside of the distal end of the implant
1006. In one embodiment, implant 1006 is flexible to en-
able transluminal navigation when tension is removed
from tension cable 1030. By activating motor 1018, there-
by causing linear translator 1020 to pull on and apply
tension forces to tension cable 1030, the shape of implant
1006 may be changed to apply pressure to an adjacent
structure such as the posterior leaflet of the mitral valve.
By changing the shape of implant 1006, an operator can
control the force applied to an aspect of the mitral valve
annulus, as described in greater detail above.
[0243] In the presently illustrated embodiment, com-
munications module 1008 includes radio frequency te-
lemetry transmitter hardware 1034, and receiver hard-
ware 1036, including an antenna 1038. The desirability
of including an antenna 1038, and the configuration of
the antenna will be determined by a variety of factors
understood in the art. For example, the appropriate
length of the antenna is generally determined by the
working frequency range of the transceiver. Typically, an
antenna may be approximately one quarter of the wave
length of the signal being transmitted and/or received. In
an embodiment utilizing the Bluetooth™ standard, for ex-
ample, the frequency range is from about 2.0 gigahertz
to about 2.43 gigahertz. In this frequency range, the an-
tenna may be made with a length of approximately 1 quar-
ter of the wavelength, or approximately 25 mm (approx-
imately 1 inch) long. Since the transmission range be-
tween the implant and the external device may be no
more than about 76 or 101 mm to about 30.5 cm (about
3 or 4 inches to about a foot), optimization of the antenna
and transmit power may not be necessary. Alternatively,
antenna 1038 may be attached to the surface of implant
1006. In another embodiment, the implant 1006 itself may
function as the antenna. In addition, the tension cable
1030 maybe used as the antenna 1038.
[0244] In one embodiment, receiver hardware 1036 re-
ceives instructions from an external programmer 1016,
and provides a signal indicative of the instruction to the
control module 1010. In response to the instruction sig-
nal, control module 1010 provides a control command to
motor 1018. In one embodiment, as illustrated, motor
1018 is coupled to a linear translator 1020 via a gearhead
1022. Linear translator 1020 converts the rotational force
provided by the motor 1018 into linear movement along
the central axis of the implant 1006, and pulls to increase,
or releases tension on the tension cable 1030. In one
embodiment, increasing tension on the tension cable
1030 causes the implant 1006 to take more of a W-shape,
as illustrated, and reducing tension on the tension cable
1030 causes the implant 1006 to relax and take less of

a W-shape. In another embodiment, the motor 1018 is
coupled directly to the tension cable 1030, and a gear-
head 1022 and linear translator 1020 are not provided.
In such embodiment, rotation of the motor 1018 increas-
es tension forces in the tension cable by causing the ten-
sion cable 1030 to twist, and shorten. Alternatively, motor
1018 of the present embodiment is coupled to the rota-
tional coupler 280 of the prosthesis 250, as described in
greater detail above.
[0245] As shown in Figure 44, internal components
1002 of the remotely activated implant system 1000 may
be located at one end of the implant 1006. Alternatively,
as illustrated in the embodiment shown as Figure 45,
the internal components 1002 of the remotely activated
implant system 1000 may be distributed throughout the
implant 1006. For example, in the illustrated embodi-
ment, implant 1006 includes a power module 1012, motor
1018, and linear translator 1020 at the implant 1006 prox-
imal end, and a communications module 1008, and a
control module 1010 at the implant 1006 distal end. In
one embodiment, linear translator 1020 includes a drive
screw 1040, which is coupled to the motor 1018. As the
motor 1018 is activated, the drive screw 1040 turns. An
internally threaded nut 1042 sits inside of a track 1044,
and around drive screw 1040. The proximal end of ten-
sion cable 1030 is attached to the nut 1042 such that
rotation of the drive screw 1040 by the motor 1018 causes
the nut 1042 to move axially along the drive screw 1040
within the track 1044. Track 1044 prevents nut 1042 from
rotating, for example by using a key and a keyway, and
facilitates the conversion of rotational movement provid-
ed by the motor 1018 into linear movement. As nut 1042
is moved proximally, tension force is applied to tension
cable 1030, which causes the implant 1006 to take a W-
shape, as described above. As nut 1042 is moved dis-
tally, tension is relieved from tension cable 1030, which
causes the implant 1006 to take less of a W-shape, as
described in greater detail above. The same mechanism
can be used to form a "C" configuration or other desired
shape, as has been described elsewhere herein.
[0246] In addition, as shown in the embodiment illus-
trated in Figure 45, implant 1006 also includes at least
one power and communications line 1046. Power and
communications line 1046 provides a communications
conduit between communications module 1008 and the
motor 1018. Power and communications line 1046 also
provides a conduit for electrical energy flow between the
power module 1012 and the communications module
1008. In one embodiment, power and communications
line 1046 comprises a single, insulated wire. In other em-
bodiments, power and communications line 1046 com-
prises a multi-conductor cable.
[0247] In one embodiment, after implantation of the im-
plant 1006 and implantable housing 1026, the medical
practitioner may wish to provide local, manual adjustment
to the implant 1006 shape by using a deployment cath-
eter, such as, for example, that shown above in Figure
3. Such functionality is provided by the exemplary em-
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bodiment schematically illustrated in Figure 46. In the
illustrated embodiment of Figure 46, there is provided an
implant 1006, an implantable secondary housing 1026,
and a coupling 1028 therebetween. Implantable housing
1026 includes a communications module 1008, a control
module 1010, a power module 1012, and a motor 1018.
Implant 1006 includes a linear translator 1020 and a dual
coupling 1048. In the illustrated embodiment, a deploy-
ment catheter 1050 is removably coupled to the implant
1006 to enable transluminal delivery of implant 1006 to
the coronary sinus of the patient. Deployment catheter
1050 includes features such as those described in refer-
ence to Figure 3 above. In addition to providing translu-
minal delivery of implant 1006, deployment catheter 1050
also provides for manual adjustment of the implant 1006
shape as described in greater detail, for example, but not
limited to, in reference to Figure 3 above.
[0248] Dual coupling 1048 provides simultaneous at-
tachment of coupling 1028 and releasable connection to
deployment catheter 1050 with implant 1006. Dual cou-
pling 1048 allows an operator to make local and manual
adjustments to implant 1006 with a deployment catheter
1050, without having to disconnect, and then reconnect
coupling 1028 from the implant 1006. In one embodi-
ment, dual coupling 1048 includes at least one quick con-
nector that provides a connection portal between dual
coupling 1048 and deployment catheter 1050.
[0249] In the foregoing embodiment, the implant may
be positioned within the coronary sinus or other treatment
site in accordance with techniques previously described
herein. Under hemodynamic monitoring, the implant may
be adjusted using the manual control on the catheter.
Once a desired end point has been reached, the catheter
may be disengaged from the implant and removed from
the patient. The implant 1006 and the secondary housing
1028, if used, then reside within the patient.
[0250] The implant may thereafter be additionally ad-
justed, if desired, at a later time. For example, the patient
may be reevaluated based upon a change in symptoms.
Alternatively, the patient may be evaluated on a regular
basis post implantation, using any of the hemodynamic
monitoring techniques described elsewhere herein. If an
adjustment is desired, it may be accomplished by remote
control, without the need for another interventional pro-
cedure. Accomplishing the initial adjustment of the im-
plant using the deployment catheter may desirably pre-
serve battery life, for use, if desirable, in a subsequent
post implantation adjustment.
[0251] Referring now to Figure 47, there is provided
another implementation of the present invention. In the
illustrated embodiment, remotely activated implant sys-
tem 1000 includes implant 1006, secondary housing
1026, and external programmer 1016. In one embodi-
ment, implant 1006 includes a prosthesis 250 as de-
scribed above, suitable for influencing a mitral valve an-
nulus. Implantable housing 1026 includes motion module
1014, microprocessor 1052, internal antenna 1054, and
a radio frequency transceiver 1055. Motion module 1014

includes a motor 1018 and additional motor drive elec-
tronics 1056. The motor drive electronics 1056 include
the circuits operable to convert control commands re-
ceived from the microprocessor 1052 into electrical sig-
nals to affect the motor 1018. Such electronics 1056 are
well known to those of skill in the art, and will not be
described in further detail herein. The transceiver 1055
converts received RF signals into digital data suitable for
interpretation by the microprocessor 1052, and converts
digital data values from the microprocessor 1052 into RF
transmission signals.
[0252] Microprocessor 1052 provides the functionality
of the control module 1010. For example, instruction sig-
nals detected by the transceiver 1055 via the internal
antenna 1054 are relayed to the microprocessor 1052.
Microprocessor 1052 includes circuitry and software to
interpret the instruction signals detected by the transceiv-
er 1055, and generate control commands suitable to af-
fect the motor 1018 as described above. In addition, the
microprocessor 1052 may generate status data related
to the status of the implant 1006, or other internal com-
ponent 1002 of the remotely activated implant system
1000, and transmit such status data via the internal an-
tenna 1054 to the external programmer 1016. This two-
way communication between programmer external com-
ponents 1004 and internal components 1002, allows the
operator to provide an instruction, and then receive direct
feedback regarding the status of the internal components
1002, including the position, orientation, or force applied
by the implant 1006, as well as device diagnostics such
as remaining battery life.
[0253] In the illustrated embodiment, programmer
1016 includes an external antenna 1058, telemetry ap-
paratus 1060, I/O module 1062, and CPU/memory mod-
ule 1064. In addition, programmer 1016 may optionally
include a variety of input and output peripherals, including
a keyboard 1066, printer 1068, graphic interface 1070,
and video module 1072.
[0254] External antenna 1058 provides communica-
tion between the programmer 1016 and the implantable
housing 1026 of the remotely activated implant system
1000. External antenna 1058 transmits instruction sig-
nals to and receives signals from the internal antenna
1054. The external antenna 1058 is coupled to a telem-
etry apparatus 1060, which is coupled to an I/O module
1062. I/O module 1062 is coupled to the CPU/memory
module 1064, and optional peripherals, including a key-
board 1066, printer 1068, and graphic interface 1070. In
one embodiment, graphic interface 1070 is coupled to a
video module 1072.
[0255] In one embodiment, a user provides a clinical
instruction to the programmer 1016. The clinical instruc-
tion can be provided via any suitable input device, includ-
ing, but not limited to a keyboard 1066. Alternatively, the
input device can include a touch-sensitive screen, a mi-
crophone, a button, or any other device known to those
of skill in the art, suitable to provide input data. The in-
struction is communicated through the I/O module 1062
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to the CPU/memory module 1064. The CPU/memory
module then generates an output command in response
to the input instruction, and communicates the output
command through the I/O module 1062 to the telemetry
apparatus 1060. Telemetry apparatus 1060 then gener-
ates an instruction signal that is transmitted to external
antenna 1058.
[0256] In one embodiment, transceiver 1055 receives
the instruction signal via internal antenna 1054, and pro-
vides the instruction signal to the microprocessor 1052
of the implantable housing 1026. The microprocessor
1052 then generates a control command or signal in re-
sponse to the instruction signal received via the internal
antenna 1054. In one embodiment, the instruction signal
indicates an instruction to increase force on the mitral
annulus, and the control command or signal includes an
instruction to turn the motor 1018 on for a predetermined
duration of time, or for a predetermined number of steps.
As the motor 1018 is activated, its shaft rotates, and ro-
tational movement is transferred via coupling 1028 to the
rotational coupling 280 of the implant 1006, which in one
aspect includes a prosthesis 250 as described in greater
detail above.
[0257] Figure 48 illustrates a method of remote acti-
vation of an implant system of the present invention. At
block 1100 a remotely controllable implant is translumi-
nally introduced into the patient, and at block 1102, the
implant is placed at the treatment site. In one aspect, the
treatment site is any appropriate position within the body
where pressure or movement may be desired to achieve
a therapeutic result. In one application, the treatment site
is in the coronary sinus such that a surface of the implant
is adjacent the mitral valve annulus. At block 1104 he-
modynamic parameters are optionally monitored to de-
termine the effect of the implant placement on the heart’s
performance. For example, an ejection fraction, or a
measure of valvular regurgitation may be monitored as
the final position of the implant is established. In one as-
pect, hemodynamic parameters, including mitral regur-
gitation, are monitored through transesophageal
echocardiography (TEE), ultrasound, or other known
technique. The operator adjusts the position and/or con-
figuration of the implant at block 1106 to improve mitral
valve performance, as desired to optimize the clinical re-
sult. Once optimal clinical results have been achieved,
the introduction catheter is removed at block 1108.
[0258] Hemodynamic parameters are monitored at
block 1110, either before or after removal of the delivery
catheter and it is determined whether it would be clinically
advantageous to adjust the shape or position of the im-
plant at block 1112. If adjustment is required, the implant
shape or position is adjusted at block 1114. If adjustment
is not required, the method loops back to block 1110 to
monitor hemodynamic parameters.
[0259] The hemodynamic monitoring of block 1110
may be accomplished either immediately post deploy-
ment, or spaced apart in time from the implantation pro-
cedure. For example, hemodynamic monitoring may be

accomplished during and immediately post deployment.
Hemodynamic monitoring may be desirably accom-
plished again at least an hour, two hours, or twenty-four
hours or more post deployment. Follow-up hemodynamic
monitoring may be accomplished periodically thereafter,
such as at least one month, six months, or a year or more
following implantation. If the hemodynamic monitoring
reveals any migration of hemodynamic patterns, such as
through continued progression of the cardiomyopathy,
remodeling of the coronary sinus and/or mitral valve an-
nulus in response to the implant, or other causes, addi-
tional adjustment of the implant may be remotely accom-
plished.
[0260] Figure 49 provides one embodiment of a detail
of the implant adjustment block 1114. In one aspect of
the present invention, to adjust the implant shape or po-
sition, an operator, such as a clinician or surgeon, enters
an instruction into a programmer at block 1200. The in-
struction can include an instruction to increase force or
pressure on the mitral valve, to decrease force or pres-
sure on the mitral valve, or to increase or decrease the
radius of curvature, or the position of a segment or seg-
ments of the implant.
[0261] At block 1202 the programmer processes the
instruction provided by the operator, and initiates a com-
munications session with the implanted components of
the remotely activated implant system. In one aspect of
the present invention, the communications session in-
cludes a handshaking protocol to verify that the program-
mer is authorized to affect the implant of the patient. Such
handshaking protocol provides security that signals from
unauthorized devices do not inadvertently affect the
shape or position of the implant of the current invention.
Once the communications session is initiated, and the
security checking of the handshaking protocol is com-
pleted, an instruction signal is transmitted from the pro-
grammer to the internal components of the implant sys-
tem.
[0262] In response to the instruction signal received
from the programmer, the implant shape or position is
adjusted in block 1204. In one aspect, the implant shape
is adjusted by activating an implanted motor that is cou-
pled to a rotational coupler as described in greater detail
above.
[0263] At block 1206, a programmer receives a data
signal from the internal components of the remotely ac-
tivated implant system. In one embodiment, the data sig-
nal merely indicates that the instruction signal has been
received. In another aspect, the data signal indicates that
the shape of the implant has been adjusted. In another
aspect, the data signal indicates that the internal com-
ponents are ready to receive an additional signal. In an-
other aspect, the data signal provides information related
to the shape or position of the implant. For example, the
data signal can provide how many times the rotational
coupler has been turned during the present communica-
tions session, or the number and direction of steps rotat-
ed by the stepper motor. The user interface may be pro-
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vided with a monitor, for displaying a graphic represen-
tation of the configuration of the implant, together with a
representation of the surrounding anatomy. Other infor-
mation, such as real time hemodynamic parameters may
also be displayed. In this manner, the clinician can visu-
ally observe the three dimensional configuration of the
implant, and evaluate the effect of adjusting the implant
on hemodynamic properties in real time or near real time.
[0264] In addition to displaying information concerning
the position and status of the implant, the user interface
may additionally display information received from other
features carried by the implant. For example, the implant
may be provided with any of a variety of sensors for sens-
ing flow characteristics, measuring the magnitude of
force applied by the implant, or determining the presence
of blood analytes of interest. Diagnostic information from
any on-board sensors may be transmitted to the pro-
grammer at block 1206.
[0265] Figure 50 provides another exemplary method.
In block 1300 data is acquired from TEE, external ultra-
sound or other technique disclosed elsewhere herein. In
block 1302 the programmer is initialized, and in block
1304 the system tests for an identification match between
an actuator and the programmer. The actuator includes
the internal components of the remotely activated implant
system, including the control module. In one embodi-
ment, the actuator includes the implant.
[0266] In block 1306 communication between the ac-
tuator and the programmer is initialized. In block 1308 a
data link between the actuator and the programmer is
established, and the number of turns that the stepper
motor has previously stepped is provided to the program-
mer. The programmer checks the stepper history with
current stepper data in block 1310. In block 1312 a doctor
programs an instruction for the stepper motor to turn an
additional number of steps. In embodiments in which the
implant 1006 includes a sensor for measuring force or
stress exerted, the doctor may alternatively specify the
desired configuration in terms of the target magnitude of
force to be applied. The programmer transmits data to
the actuator in block 1314, where the data is indicative
of the instruction programmed by the doctor in block
1312. In one example, the data is received by a trans-
ceiver 1055 via an on-board RF antenna of the actuator
in step 1314. The transceiver 1055, or a processor or
controller coupled to the transceiver 1055, sends a com-
mand or signal to drive electronics in block 1316. The
command switches the motor on, and the actuator is ad-
vanced in block 1318. As a result of the advancement of
the actuator, the prosthesis is tightened, or curved, or
otherwise exerts pressure against adjacent tissue, also
in block 1318. Alternatively, the command switches the
motor on in a reverse direction, and the actuator is re-
tracted, thereby resulting in the loosening, or straighten-
ing of the prosthesis.
[0267] In block 1320 end of command data is transmit-
ted to the programmer. The doctor monitors mitral regur-
gitation in block 1322. In block 1324 the procedure is

complete, and the transmission is ended.
[0268] Although the implant system 1000 is preferably
designed to maintain the implant’s configuration in a fixed
state between programming sessions, the system may
alternatively be designed to automatically adjust the im-
plant’s configuration over time. For example, the implant-
ed system may be capable of accepting an instruction to
apply a constant pressure to the posterior leaflet of the
mitral valve, in which case the control module 1010 may
automatically adjust the implant’s configuration over time
to maintain the specified pressure level. Data sensed by
various physiologic sensors may also be taken into con-
sideration by the control module 1010 in deciding wheth-
er the configuration should be changed.
[0269] Figure 51 illustrates some of the electrical and
mechanical components that may be included within the
implant system 1000 in one embodiment. The internal
components 1002 in this embodiment include a radio fre-
quency (RF) transceiver 1055 that communicates with a
microprocessor or microcontroller 1052 (mC) over a bus
1348. The RF transceiver 1055 is coupled to an antenna
1054 for communicating with the programmer 1016. The
transceiver 1055 provides a downlink for sending com-
mands and configuration information to the implanted
electronics, and an uplink for retrieving status information
from the implanted electronics.
[0270] The microcontroller 1052 includes a read-only
memory (ROM) 1350 that stores executable program
code for controlling the microcontroller’s operation. In ad-
dition, the microcontroller 1052 is coupled by the bus
1348 to a non-volatile random access memory (NVRAM)
1352 for storing configuration data and/or sensor data.
The microcontroller 1052 is also coupled by bus 1348 to
a conventional stepper motor controller 1356. The micro-
controller 1052 may alternatively control the stepper mo-
tor directly, without the use of an intermediate stepper
motor controller 1356. The RF transceiver 1055, micro-
controller 1052, NVRAM 1352, and stepper motor con-
troller 1356 may be integrated within a common integrat-
ed circuit (IC) device.
[0271] The position-control outputs of the stepper mo-
tor controller 1356 (four shown) are connected to corre-
sponding inputs of the stepper motor 1018 by a set of
signal lines. In response to commands received from the
microcontroller 1052, the stepper motor controller 1356
drives these signal lines to control the position of the step-
per motor’s rotor. As illustrated, the rotor is coupled to a
linear translator 1020 of the implant 1006 by a shaft 1358.
[0272] The implant 1006 in this embodiment includes
or is coupled to one or more sensors 1360, such as a
stress sensor for measuring the level of force or pressure
exerted by the implant on biological tissue. Data values
read from the sensor(s) 1360 by the microcontroller 1052
may be stored in the NVRAM 1352 with associated times-
tamps for later recall. Using the programmer 1016, a cli-
nician may retrieve this sensor data in a histogram format
to evaluate the operation of the implant 1006 and/or the
condition of the patient over time. The retrieved sensor
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data may, for example, be analyzed in conjunction with
physiologic histogram data conventionally collected by a
pacemaker to identify correlations between specific
physiologic conditions (e.g., arrhythmias) and changes
in the force exerted by the device. The NVRAM 1352
may also be used to store a retrievable history of the
adjustments made to the implant 1006 since inception.
[0273] There is provided in Figure 52 another embod-
iment of the present invention. Figure 52 shows internal
components 1002 and a delivery system 1150 in accord-
ance with another embodiment of a remotely activated
implant system 1000. The internal components 1002 in-
clude an implant 1006, coupling 1028, and secondary
housing 1026, all of which are coupled to a deployment
catheter 1152. A deployment catheter handle 1154 is al-
so provided, and is coupled to the deployment catheter
1152 at its proximal end. The implant 1006 is similar to
implant 402, as described in greater detail above. The
deployment catheter 1152 is similar to the medical device
400, as described in greater detail above. The deploy-
ment catheter handle 1154 is similar to the handle as-
sembly 404, as described in greater detail above. In ad-
dition, the releasable connection between implant 1006
and deployment catheter 1152 is similar to that for med-
ical device 400, as described in greater detail above. De-
ployment catheter 1152 additionally includes a balloon
1160, balloon inflation lumen (not shown), inflation tube
1162 with connector 1164, and balloon expandable stent
1166. Deployment catheter may be manufactured to be
torqueable such as by incorporating braided metals into
the catheter shaft, as is well known to those of skill in the
art.
[0274] In one example, the secondary housing 1026
includes a communications module, control module, and
power module (all not shown). However, other combina-
tions of modules of the remotely activated implant system
1000 may be included in the secondary housing 1026,
as described in greater detail above. The secondary
housing 1026 is attached to the balloon expandable stent
1166 by welding, adhesive bonding, mechanical inter-
lock, or other method, as is well known to those of skill
in the art. The secondary housing 1026 preferably con-
forms to the shape of the catheter 1152 during introduc-
tion into and delivery through the vascular system and
conforms to the inside of a vessel wall after deployment.
In one example, the secondary housing 1026 is made
from flexible and substantially impermeable materials in-
cluding polymers such as polyethylene, silicone, and
polyurethane. Alternatively, metals such as, but not lim-
ited to, titanium, stainless steel, Elgiloy, or cobalt chrome
alloys may be used. The secondary housing 1026 holds
one or more internal components 1002, as described in
greater detail above, and is mechanically coupled to the
flexible elements of the implant 1006. In one example,
the secondary housing 1026 is located on the deploy-
ment catheter 1152 such that when the implant 1006 is
properly positioned at or near a coronary sinus implan-
tation site, the secondary housing 1026 is positioned at

a suitable implant site for the secondary housing 1026.
[0275] The stent 1166 preferably is comprised of mal-
leable biocompatible metal that can be expanded into
close apposition with a vessel wall. In some examples
self expanding stents can be used in conjunction with at
least one constraining sheath to prevent stent 1166 ex-
pansion during implantable component delivery. Suitable
stent 1166 materials include, but are not limited to,
Elgiloy, stainless steel, and Nitinol. Stent 1166 may be
longer than secondary housing 1026 to form a gradual
transition from the vessel to the secondary housing 1026.
Stent 1166 may be coated with thromboresistant, reste-
nosis inhibiting, lubricious, or other coatings designed to
prevent buildup of material on the stent 1166 during im-
plantation. Stent 1166 may also be coated with materials
intended to promote tissue overgrowth, or may be coated
with a lining to improve flow characteristics of the implant-
ed stent 1166.
[0276] Coupling 1028 includes a flexible tubular mate-
rial with at least one lumen. In one embodiment, the flex-
ible tubular material is the insulation around a conductor,
and in another embodiment, it is a piece of tubing. The
coupling 1028 preferably includes biocompatible mate-
rials and preferably is flexible. Suitable materials include
small diameter metals such as stainless steel, or titanium,
polymers such as polyethylene, polyurethane, or sili-
cone, or other materials, as is well known to those of skill
in the art. Coupling 1028 preferably has enough flexibility
or slack when loaded onto delivery system 1150 to allow
deployment catheter 1152 to separate from the implant
1006 when desired during implantation.
[0277] Referring now to Figure 53, there is provided
an implant 1006 including motor and gearhead 1170, pull
wire 1172, threaded shafts 1174p and 1174d, nuts 1176p
and 1176d, blocks 1178p and 1178d, and couplings
1179p and 1179d. In one embodiment, the implant 1006
is sealingly attached to the coupling 1028 at interface
1177 by welding, adhesive bonding, or other mechanism,
as is well known to those of skill in the art. At least one
wire 1171 preferably connects to the motor and gearhead
1170, and preferably is routed through the implant 1006
and coupling 1028 to the secondary housing 1026 (not
shown).
[0278] The configuration or shape of the implant 1006
can be adjusted in at least two different ways. In one
embodiment, manual adjustment can be achieved by
turning proximal threaded shaft 1174p so as to draw prox-
imal nut 1176p towards proximal block 1178p in a manner
similar to that described above with reference to Figures
12-15. In another embodiment, electrical adjustment can
be achieved by turning distal threaded shaft 1174d so as
to draw distal nut 1176d towards distal block 1178d. Mo-
tor and gearhead 1170 preferably is coupled to distal
threaded shaft 1174d so as to provide rotation of distal
threaded shaft 1174d in response to signals carried by
the at least one wire 1171. In both cases, pull wire 1172
is tensioned to affect a change in implant 1006 shape,
as described above.
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[0279] Referring back to Figure 52, the delivery system
1150 is used to position the implant 1006, secondary
housing 1026, and connector 1028 within a patient. In
one example, an incision is made into a jugular vein using
techniques well known to those of skill in the art. The
implant 1006, containing the distal end of the delivery
system 1150, is inserted into the jugular vein and ad-
vanced through the superior vena cava, through the right
atrium, and into the coronary sinus. The implant 1006 is
deployed in the coronary sinus and manually adjusted to
reshape the annulus of the mitral valve using techniques
and methods described in greater detail above. Hemo-
dynamic monitoring may be used to provide feedback as
to the amount or degree of implant adjustment needed
to achieve the desired clinical result. The implant 1006
is released from the deployment catheter 1152 using
methods similar to those described above. Slack or flex-
ibility in the coupling 1028 allows the deployment catheter
1152 to separate from the implant 1006 when the two
are pulled slightly apart.
[0280] In one example, the secondary housing 1026
is positioned at a suitable implantation site. The balloon
expandable stent 1166 is inflated through a balloon in-
flation lumen (not shown) and an inflation tube 1162 by
connecting an inflation device to connector 1164 and
pressurizing the balloon 1160. In one example, the sec-
ondary housing 1026 is implanted within the superior ve-
na cava V, as shown in Figure 54. In one example, it is
desirable to expand the balloon 1160 with enough pres-
sure to cause the stent 1166 to fully appose the vessel
wall of the superior vena cava V. In addition, it is desirable
to remodel the cross sectional shape of the superior vena
cava V such that the secondary housing 1026 is substan-
tially outside of the vein central flow stream. After implant
1006, connector 1028, and secondary housing 1026
have been implanted, balloon 1160 preferably is deflated
and deployment catheter 1152 preferably is withdrawn
from the patient.
[0281] In another example, alternative deployment
methods are used. Such deployment methods include
access via the femoral vein, minimally invasive surgical,
and open surgical access, as well as others that are well
known to those of skill in the art. The particular catheter
design is selected based upon the implantation site to
which the implant 1006 is to be delivered. It is recognized
that suitable deployment catheters can be designed for
alternate implant sites.
[0282] Referring now to Figure 55, an alternate exam-
ple for securing a secondary housing 1026 within a vessel
is shown. In one example, support structures 1175 are
attached to the secondary housing 1026 to hold the sec-
ondary housing 1026 secure to the vessel and within the
blood flow stream. The secondary housing 1026 is
streamlined to minimize turbulence caused by the sec-
ondary housing 1026 and to minimize drag forces on the
secondary housing 1026. In one example, the support
structure 1175 includes self expanding stent 1180, stent
coupling 1182, and housing securement 1184. Self ex-

panding stent 1180, stent coupling 1182, and housing
securement 1184 maybe formed of individual compo-
nents subsequently attached to one another, or may be
formed of a unitary structure produced, for example, by
laser cutting of a tube. At least three stent couplings 1182
are preferred although more or less than three can be
used.
[0283] Referring to Figure 56, another example for se-
curing a secondary housing 1026 within a vessel is
shown. Support structures 1175 are attached to second-
ary housing 1026 to hold secondary housing 1026 secure
to the vessel and within blood flow stream. Secondary
housing 1026 is streamlined to minimize turbulence
caused by the secondary housing 1026 and to minimize
drag forces on the secondary housing 1026. In Figure 56
support structures 1175 include flexible arms 1186 with
limiting barbs 1188, and housing securement 1184. Lim-
iting barbs penetrate a limited distance into vessel wall,
and in one embodiment are configured as described by
Wessmann et al. in U.S. Patent No. 6,231,589. At least
three flexible arms 1186 are preferred although more or
less than three can be used.
[0284] Referring to Figure 57, a delivery catheter 1190
suitable to deliver the secondary housings 1026 as de-
scribed above with regard to Figure 55 and Figure 56 is
provided. Delivery catheter 1190 is similar to delivery
catheter 1152, and additionally includes a large lumen
1192 and push rod 1194, which is coupled to a handle
1196 at the push rod 1194 proximal end. In one example,
the secondary housing 1026 is loaded into the large lu-
men 1192 using an introducer tool (not shown). In one
example, delivery catheter 1190 is operated in a similar
method to that described above with regard to delivery
catheter 1152. In one example, the secondary housing
1026 is deployed by withdrawing catheter 1190 while sta-
bilizing the position of the secondary housing 1026 with
push rod 1194, thereby causing secondary housing 1026
to slide out of large lumen 1092.
[0285] Although the present invention has been de-
scribed in terms of certain preferred embodiments, the
scope of the invention is therefore not intended to be
limited by the specific embodiments disclosed herein, but
is intended to be defined by the full scope of the following
claims.

Claims

1. An implant (40) for applying pressure to the mitral
valve annulus of a patient, comprising:

- an elongate and flexible body (66) adjustable
between a first configuration to allow positioning
in the vicinity of the mitral valve, and a second
configuration for applying pressure on the mitral
valve annulus; and
characterised by
- an electronically driven actuator configured for
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adjusting the implant between the first configu-
ration and the second configuration;
- wherein the actuator (56) is configured to caus-
es lateral movement of a portion of the implant
and is configured for advancing the posterior
leaflet of the mitral valve in an anterior direction,
and;
- wherein the portion is adjacent an end of the
implant and the implant is advanceable into a
"c" configuration in response to actuation of the
actuator, or the portion is located in between the
proximal end (42) and the distal end (44) of the
implant and the implant is advanceable into a
"w" configuration in response to actuation of the
actuator.

2. An implant for applying pressure to the mitral valve
annulus as in Claim 1, wherein the actuator compris-
es a motor.

3. An implant for applying pressure to the mitral valve
annulus as in Claim 1, further comprising a receiver
for receiving a control signal from a source external
to the patient.

4. An implant for applying pressure to the mitral valve
annulus as in Claim 3, wherein the receiver is an RF
receiver.

5. An implant for applying pressure to the mitral valve
annulus as in Claim 1, further comprising a transmit-
ter for transmitting information to a receiver external
to the patient.

6. An implant for applying pressure to the mitral valve
annulus as in Claim 5, wherein the information indi-
cates implant configuration.

7. An implant for applying pressure to the mitral valve
annulus as in Claim 5, wherein the information in-
cludes at least one physiological parameter.

8. An implant for applying pressure to the mitral valve
annulus as in Claim 5, wherein the information indi-
cates hemodynamic function.

9. An implant for applying pressure to the mitral valve
annulus as in Claim 1, further comprising a power
source.

10. An implant for applying pressure to the mitral valve
annulus as in Claim 9, wherein the power source is
carried by the implant.

11. An implant for applying pressure to the mitral valve
annulus as in Claim 10, wherein the power source
is in electrical communication with the implant.

12. An implant for applying pressure to the mitral valve
annulus as in Claim 1, further comprising a mechan-
ical coupling configured for allowing mechanical ad-
justment of the implant using a deployment catheter.

13. An implant for applying pressure to the mitral valve
annulus as in Claim 2, wherein the motor is a stepper
motor.

14. An implant for applying pressure to the mitral valve
annulus as in Claim 1, wherein the actuator is re-
versibly adjustable to apply pressure to or relieve
pressure from the mitral valve annulus.

15. An implant for applying pressure to the mitral valve
annulus as in Claim 1, further comprising at least two
electrical conductors for electrically connecting the
implant to an external control.

16. An implant for applying pressure to the mitral valve
annulus as in Claim 15, wherein one of the electrical
conductors is the patient’s body.

17. An implant as in Claim 1, further comprising at least
one anchor carried by the body for engaging a site
within a vessel.

18. An implant as in Claim 17, wherein the anchor com-
prises at least one barb for piercing the wall of the
vessel.

19. An implant as in Claim 18, comprising a first tissue
anchor at the proximal end and a second tissue an-
chor at the distal end.

20. An implant as in Claim 19, wherein the apparatus
has an axial length of no more than about 10 cm.

21. An implant as in Claim 19, wherein the maximum
cross sectional dimension through the apparatus is
no more than about 10 mm.

22. An implant as claimed in Claim 1, wherein the body
comprises a tubular wall.

23. An implant as in Claim 22, wherein the tubular wall
is substantially noncompressible along a first side.

24. An implant as in Claim 23, comprising a plurality of
voids in the wall along a second side, thereby per-
mitting axial shortening or elongation of the second
side.

25. An implant as claimed in claim 24, wherein at least
some of the voids comprise slots through the wall,
extending generally transverse to a longitudinal axis.

26. An implant as in Claim 25, comprising at least 10
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transverse slots in the wall of the second side.

27. An implant as in Claim 26, comprising at least 20
transverse slots in the wall of the second side.

Patentansprüche

1. Ein Implantat (40) zum Anwenden von Druck auf den
Mitralklappenring eines Patienten, das Folgendes
beinhaltet:

- einen länglichen und flexiblen Körper (66), der
zwischen einer ersten Konfiguration, die das Po-
sitionieren in der Nähe der Mitralklappe erlaubt,
und einer zweiten Konfiguration zum Anwenden
von Druck auf den Mitralklappenring anpassbar
ist; und
- einen elektronisch angetriebenen Aktuator, der
zum Anpassen des Implantats zwischen der
ersten Konfiguration und der zweiten Konfigu-
ration konfiguriert ist;
- wobei der Aktuator (56) dazu konfiguriert ist,
eine seitliche Bewegung eines Abschnitts des
Implantats auszulösen, und dazu konfiguriert
ist, das posteriore Segel der Mitralklappe in ei-
ner anterioren Richtung zu bewegen, und
- wobei der Abschnitt neben einem Ende des
Implantats liegt und das Implantat als Reaktion
auf eine Betätigung des Aktuators in eine "c"-
Konfiguration vorwärts bewegt werden kann,
oder der Abschnitt zwischen dem proximalen
Ende (42) und dem distalen Ende (44) des Im-
plantats liegt und das Implantat als Reaktion auf
eine Betätigung des Aktuators in eine "w"-Kon-
figuration vorwärts bewegt werden kann.

2. Ein Implantat zum Anwenden von Druck auf den Mi-
tralklappenring gemäß Anspruch 1, wobei der Aktu-
ator einen Motor beinhaltet.

3. Ein Implantat zum Anwenden von Druck auf den Mi-
tralklappenring gemäß Anspruch 1, das ferner einen
Empfänger zum Empfangen eines Steuersignals
von einer außerhalb des Patienten liegenden Quelle
beinhaltet.

4. Ein Implantat zum Anwenden von Druck auf den Mi-
tralklappenring gemäß Anspruch 3, wobei der Emp-
fänger ein HF-Empfänger ist.

5. Ein Implantat zum Anwenden von Druck auf den Mi-
tralklappenring gemäß Anspruch 1, das ferner einen
Sender zum Senden von Informationen an einen au-
ßerhalb des Patienten liegenden Empfänger bein-
haltet.

6. Ein Implantat zum Anwenden von Druck auf den Mi-

tralklappenring gemäß Anspruch 5, wobei die Infor-
mationen die Implantatkonfiguration anzeigen.

7. Ein Implantat zum Anwenden von Druck auf den Mi-
tralklappenring gemäß Anspruch 5, wobei die Infor-
mationen mindestens einen physiologischen Para-
meter einschließen.

8. Ein Implantat zum Anwenden von Druck auf den Mi-
tralklappenring gemäß Anspruch 5, wobei die Infor-
mationen hämodynamische Funktion anzeigen.

9. Ein Implantat zum Anwenden von Druck auf den Mi-
tralklappenring gemäß Anspruch 1, das ferner eine
Energiequelle beinhaltet.

10. Ein Implantat zum Anwenden von Druck auf den Mi-
tralklappenring gemäß Anspruch 9, wobei die Ener-
giequelle von dem Implantat getragen wird.

11. Ein Implantat zum Anwenden von Druck auf den Mi-
tralklappenring gemäß Anspruch 10, wobei die En-
ergiequelle in elektrischer Kommunikation mit dem
Implantat steht.

12. Ein Implantat zum Anwenden von Druck auf den Mi-
tralklappenring gemäß Anspruch 1, das ferner eine
mechanische Kopplung beinhaltet, die dazu ausge-
legt ist, eine mechanische Anpassung des Implan-
tats unter Verwendung eines Einsetzkatheters zu er-
lauben.

13. Ein Implantat zum Anwenden von Druck auf den Mi-
tralklappenring gemäß Anspruch 2, wobei der Motor
ein Schrittmotor ist.

14. Ein Implantat zum Anwenden von Druck auf den Mi-
tralklappenring gemäß Anspruch 1, wobei der Aktu-
ator reversibel zum Anwenden von Druck auf den
Mitralklappenring oder zum Druckentlasten des Mi-
tralklappenrings anpassbar ist.

15. Ein Implantat zum Anwenden von Druck auf den Mi-
tralklappenring gemäß Anspruch 1, das ferner min-
destens zwei elektrischer Leiter zum elektrischen
Verbinden des Implantats mit einer externen Steu-
erung beinhaltet.

16. Ein Implantat zum Anwenden von Druck auf den Mi-
tralklappenring gemäß Anspruch 15, wobei einer der
elektrischen Leiter der Körper des Patienten ist.

17. Ein Implantat gemäß Anspruch 1, das ferner min-
destens einen vom Körper getragenen Anker zur
Eingriffnahme mit einer Stelle innerhalb eines Gefä-
ßes beinhaltet.

18. Ein Implantat gemäß Anspruch 17, wobei der Anker
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mindestens einen Widerhaken zum Durchstechen
der Wand des Gefäßes beinhaltet.

19. Ein Implantat gemäß Anspruch 18, das einen ersten
Gewebeanker an dem proximalen Ende und einen
zweiten Gewebeanker an dem distalen Ende bein-
haltet.

20. Ein Implantat gemäß Anspruch 19, wobei die Vor-
richtung eine axiale Länge von nicht mehr als etwa
10 cm aufweist.

21. Ein Implantat gemäß Anspruch 19, wobei die maxi-
male Querschnittsabmessung durch die Vorrichtung
nicht mehr als etwa 10 mm beträgt.

22. Ein Implantat gemäß Anspruch 1, wobei der Körper
eine rohrförmige Wand beinhaltet.

23. Ein Implantat gemäß Anspruch 22, wobei die rohr-
förmige Wand entlang einer ersten Seite im Wesent-
lichen nicht zusammendrückbar ist.

24. Ein Implantat gemäß Anspruch 23, das eine Vielzahl
von Hohlräumen in der Wand entlang einer zweiten
Seite beinhaltet, was die axiale Verkürzung oder
Verlängerung der zweiten Seite erlaubt.

25. Ein Implantat gemäß Anspruch 24, wobei mindes-
tens einige der Hohlräume Schlitze durch die Wand
beinhalten, die sich im Allgemeinen quer zu einer
Längsachse erstrecken.

26. Ein Implantat gemäß Anspruch 25, das mindestens
10 Querschlitze in der Wand der zweiten Seite be-
inhaltet.

27. Ein Implantat gemäß Anspruch 26, das mindestens
20 Querschlitze in der Wand der zweiten Seite be-
inhaltet.

Revendications

1. Implant (40) pour appliquer une pression à l’anneau
de la valve mitrale d’un patient, comprenant:

- un corps allongé et flexible (66) ajustable entre
une première configuration afin de permettre le
positionnement dans le voisinage de la valve
mitrale, et une deuxième configuration pour ap-
pliquer une pression sur l’anneau de la valve
mitrale; et
caractérisé par
- un actionneur entraîné électroniquement, con-
figuré pour ajuster l’implant entre la première
configuration et la deuxième configuration;
- dans lequel, l’actionneur (56) est configuré

pour causer le mouvement latéral d’une partie
de l’implant et est configuré pour avancer le
feuillet postérieur de la valve mitrale dans une
direction antérieure; et,
- dans lequel la partie est adjacente à une ex-
trémité de l’implant et l’implant peut avancer
dans une configuration en "c" en réponse à l’ac-
tionnement de l’actionneur, ou bien la partie est
située entre l’extrémité proximale (42) et l’extré-
mité distale (44) de l’implant et l’implant peut
avancer dans une configuration en "w" en ré-
ponse à l’actionnement de l’actionneur.

2. Implant pour appliquer une pression à l’anneau de
la valve mitrale selon la revendication 1, dans lequel
l’actionneur comprend un moteur.

3. Implant pour appliquer une pression à l’anneau de
la valve mitrale selon la revendication 1, comprenant
en outre un récepteur pour recevoir un signal de
commande d’une source externe au patient.

4. Implant pour appliquer une pression à l’anneau de
la valve mitrale selon la revendication 3, dans lequel
le récepteur est un récepteur RF.

5. Implant pour appliquer une pression à l’anneau de
la valve mitrale selon la revendication 1, comprenant
en outre un transmetteur pour transmettre des infor-
mations à un récepteur externe au patient.

6. Implant pour appliquer une pression à l’anneau de
la valve mitrale selon la revendication 5, dans lequel
les informations indiquent la configuration de l’im-
plant.

7. Implant pour appliquer une pression à l’anneau de
la valve mitrale selon la revendication 5, dans lequel
les informations comprennent au moins un paramè-
tre physiologique.

8. Implant pour appliquer une pression à l’anneau de
la valve mitrale selon la revendication 5, dans lequel
les informations indiquent une fonction hémodyna-
mique.

9. Implant pour appliquer une pression à l’anneau de
la valve mitrale selon la revendication 1, comprenant
en outre une source de puissance.

10. Implant pour appliquer une pression à l’anneau de
la valve mitrale selon la revendication 9, dans lequel
la source de puissance est portée par l’implant.

11. Implant pour appliquer une pression à l’anneau de
la valve mitrale selon la revendication 10, dans le-
quel la source de puissance est en communication
électrique avec l’implant.
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12. Implant pour appliquer une pression à l’anneau de
la valve mitrale selon la revendication 1, comprenant
en outre un couplage mécanique, configuré pour
permettre l’ajustement mécanique de l’implant en
utilisant un cathéter de déploiement.

13. Implant pour appliquer une pression à l’anneau de
la valve mitrale selon la revendication 2, dans lequel
le moteur est un moteur pas-à-pas.

14. Implant pour appliquer une pression à l’anneau de
la valve mitrale selon la revendication 1, dans lequel
l’actionneur est ajustable d’une manière réversible
pour appliquer une pression à, ou relâcher la pres-
sion de l’anneau de la valve mitrale.

15. Implant pour appliquer une pression à l’anneau de
la valve mitrale selon la revendication 1, comprenant
en outre au moins deux conducteurs électriques
pour raccorder électriquement l’implant à une com-
mande externe.

16. Implant pour appliquer une pression à l’anneau de
la valve mitrale selon la revendication 15, dans le-
quel l’un des conducteurs électriques est le corps du
patient.

17. Implant selon la revendication 1, comprenant en
outre au moins un dispositif d’ancrage porté par le
corps pour accrocher un site dans un vaisseau.

18. Implant selon la revendication 17, dans lequel le dis-
positif d’ancrage comprend au moins un picot pour
percer la paroi du vaisseau.

19. Implant selon la revendication 18, comprenant un
premier dispositif d’ancrage tissulaire à l’extrémité
proximale et un deuxième dispositif d’ancrage tissu-
laire à l’extrémité distale.

20. Implant selon la revendication 19, dans lequel l’ap-
pareil a une longueur axiale de pas plus d’environ
10 cm.

21. Implant selon la revendication 19, dans lequel la di-
mension de coupe transversale maximale à travers
l’appareil ne dépasse pas environ 10 mm.

22. Implant selon la revendication 1, dans lequel le corps
comprend une paroi tubulaire.

23. Implant selon la revendication 22, dans lequel la pa-
roi tubulaire est sensiblement non compressible le
long d’un premier côté.

24. Implant selon la revendication 23, comprenant une
pluralité de vides dans la paroi le long d’un deuxième
côté, permettant ainsi le raccourcissement ou l’al-

longement axial du deuxième côté.

25. Implant selon la revendication 24, dans lequel au
moins certains vides comprennent des fentes à tra-
vers la paroi, s’étendant généralement à la transver-
sale d’un axe longitudinal.

26. Implant selon la revendication 25, comprenant au
moins 10 fentes transversales dans la paroi du
deuxième côté.

27. Implant selon la revendication 26, comprenant au
moins 20 fentes transversales dans la paroi du
deuxième côté.
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