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Physiological Pacing

Pacing technique that preserves or restores physiological sequence of heart activation.

RV is the standard location for implantation of pacing
lead (easy access, stable position and parameters).
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RVP is harmful! No matter where!

363 pt: EF 56.7% - DDD (49%) o VVI (51%)

. 58% RVA, 20% RVS, 19% RVOT, others 3%
DAVID Trial

Table 2 Comparison of QRS axis, QRS duration and dyssynchrony indices with pacing site. Values given in terms of mean + standard deviation
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No effect of RV pacing site (apical vs

non-apical) on incidence of PICM!

Wilkoff BL et al; JAMA. 2002 Dec 25;288(24):3115-23 Bansal R. et al; J Interv Card Electrophysiol. 2019 Oct;56(1):63-70



Attemps to prevent desynchronization

Biventricular Pacing

Requires 2 leads to pace
the myocardium in a
nonphysiological way that
does not incorporate
heart’s normal, rapid
conduction through the
His-Purkinje system.

It’s Epi € Endo!!!



Attemps to prevent desynchronization

BLOCK-HF

(Biventricular Pacing for Atrioventricular Block and Systolic Dysfunction)

Heart Block, NYHA class I-lll, EF < 50%

Event-free Rate (%)
S
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Right ventricular pacing

Primarily driven by
increase in LVESVI

Biventricular pacing

BIOPACE

(Bi-V Pacing for AV Block to Prevent Cardiac Desynchronization)
Indications for V pacing, any EF (PR >220 ms)
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HBP (the most physiological)

Replicates human physiology (evolution has selected
HPS as the most efficient way to activate the ventricles)

/ 1)' N Selective His Bundle Pacing
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Spontaneous V6-RWPT as reference for HB capture
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From HBP to LBBAP
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LBBP

Physiology is the result of the right combination between
Non-Selectivity and AV delay optimization.
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Jastrzebski M et al; Europace. 2022 Jan 4;24(1):40-47

non-select. LBB-P

w\v

VWPT 138 ms

RWPT 88 ms
V1-V6 = 50 ms

Endo

AVN
HB

LBB

IVS




LBBP

Physiology is the result of the right combination between
Non-Selectivity and AV delay optimization.
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LVSP LVSP in close proximity to LBB results in better interventricular synchrony than nsLBBp and
sLBBp and did not significantly prolong depolarization of the left ventricular lateral wall.
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LVSP

Benefits of LVSP:

- Compensation of slow trans-septal conduction

- Short path-length of conduction

- Fast Endocardial conduction (fast non-Punkinje fibers)

- Faster Endo-to-Epicardial conduction than viceversa

- Avoiding phrenic nerve stimulation, CS catheterization, PL wall scar

Heckman L. et al; Arrhythm Electrophysiol Rev. 2021 Oct;10(3):165-171. Curila K. Et al; Front Cardiovasc Med. 2021 Dec 7;8:787414



EVOLUTION OF CRT
RBBB 1BBB vep
HBP

For How Long still the
Gold Standard? -
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Why not
LBBBAp (+\-LV) Gold Standard?

for all comers?
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2021 ESC Guidelines on cardiac pacing and Only HBP is contemplated in current European GL
cardiac resynchronization therapy as alternative to traditional (RV and BIV) pacing

BUT

Recommendations for using His bundle pacing

Recommendations Class® Level®
In patients treated with HBP, device program- - None Of RCTs states Ble - rather CRTI I |
ming tailored to specific requirements of HBP is 1 C

recommended.*30%31

In CRT candidates in whom coronary sinus lead - BelieVing that BIVp, Epica rdial, NOﬂ‘PhYSiOlOgical
implantation is unsuccessful, HBP should be con- paCing iS better that « paCing» Chosen by nature iS
sidered as a treatment option along with other lla B . .

impertinence not EBM!!!

techniques such as surgical epicardial
lead 318424440443

In patients treated with HBP, implantation of an _ EVOIUtion iS the |argeSt RCT' I
RV lead used as ‘backup’ for pacing should be
considered in specific situations (e.g. pacemaker

dependency, high-grade AVB, infranodal block,

lla C
by Pacl'ng.threShOId’ Pla.nned AYJ ablat'on? or Recommendations for using left bundle branch area pacing cannot
il Seningf in the calse of zsues with detection therefore be formulated at this stage. However, conduction system
(eg .rls ° Ve.n Hc.u artn érsezzn“nggfver pacing (which includes HBP and left bundle branch area pacing) is
sensing of atrial/His potentials).” =" ) . .
very likely to play a growing role in the future, and the current rec-
HBP with a ventricular backup lead may be con- . . . . .
S Po ) [ ommendations will probably need to be revised once more solid evi-
sidered In patients In whom a pace-and-ablate
P , P , dence of safety and efficacy (from randomized trials) is published. A
strategy for rapidly conducted supraventricular IIb C i ) o
o : comparison of RV pacing, HBP, and left bundle branch area pacing is
arrhythmia is indicated, particularly when the . )
197,199,200,318 provided in Supplementary Table 12.

intrinsic QRS is narrow.

Glikson M. et al; Eur Heart J. 2021 Sep 14;42(35):3427-3520



