
ELETTROCATETERE SINISTRO A FISSAZIONEATTIVA: COSA OFFRE IN PIÙ RISPETTOALLO STANDARD
Dr. Casale MatteoFellow della Società Italiana di CardiologiaUOS di Elettrofisiologia ed Elettrostimolazione CardiacaOspedale S. Maria della Misericordia, Urbino

TERAPIA ELETTRICA DELLO SCOMPENSO CARDIACO



CRT: WHAT WE KNOW



CRT: WHAT WE KNOW

1 Daubert C et al. (2017) Avoiding non-responders to cardiac resynchronizationtherapy: a practical guide. Eur Heart J 38(19):1463–1472

Lack of response: about 30%1



Suboptimal response to CRT

Mullens W, et al. J Am Coll Cardiol. 2009;53:765-773



Strain imaging

Mullens W, et al. J Am Coll Cardiol. 2009;53:765-773



Mechanical dyssynchrony alone doesn’timprove response to CRT!



LV Lead tip position: avoid apical sites!



LV Lead tip position: preferably in lateral wallbut away from apex!



Basal lead placement toward the base of the heart yieldsbetter hemodynamic response and is more effective forCRT response2

2 Saba S, et al. Circ Heart Fail. 2013;6:427-434..



“Apical position of the LV lead should beavoided when possible.”1

“LV lead placement may be targeted at thelatest activated LV segment.”1

1 Brignole M, et al. Eur Heart J. 2013;34:2281-2329.



QLV



QLV
“Electrically guided CRT implantation appearednon-inferior to an imaging-guided strategyconsidering the outcomes of change in LVEF, LVreverse remodelling and clinical response.”



ACTIVE FIXATION LEFT VENTRICULAR LEAD



 Vessel cross-sectional analysis indicates there is a1 mm average distance between the vein and thenearest artery.1

HELIX SAFETY OVERVIEW

Helix is 0.25 mm away from lead body

 The helix is positioned 0.25 mm away from the lead body— creates a 4x times safety margin(between vein & artery).

 This distance was taken into account whendesigning the side-helix.

1 Anderson SE, Hill AJ, Laizzo PA. Microanatomy of Human Left Ventricular Coronary Veins. Anat Rec (Hoboken). 2009;292:23-28.



HELIX SAFETY OVERVIEW

Bontempi L et al. The novel active fixation coronary sinus lead: efficacy and safety of transvenous extractionprocedure. Europace. 2016 Feb;18(2):301-3.



IMPLANT PROCEDURE
DO NOT WEDGE ATTAIN STABILITY QUAD
1) Insert the lead: Advance the lead to the targeted pacing location.
2) Fixate the lead: “Spin and hold” the lead body until resistance is felt.
*Note: It is important that the helix is able to freely rotate in the vessel to fixate. DO NOTWEDGE.
3) Confirm helix fixation: Perform both the “push test ” & “pull test.”
4) Reposition the lead: The lead unscrews easily when repositioning is required.



IMPLANT PROCEDURE
It is very important to perform both the push test and the pull test to ensure a stable lead placement.

Pull Test — Before and after fluoroscopicimages of the catheter advancing toward theLV4 electrode to confirm successful fixation.
Push Test — Before and after fluoroscopicimages of the lead buckling to confirmsuccessful fixation.

It is recommended to check electricals after the lead is fixated inside the vessel as the position
of the helix in relation to the tissue will change the measured impedance and threshold.















QLV was significantly greater in the Fix group (122.6 ± 33.2 ms; SE = 3.6) than in the NoFix group (97.5 ± 37.8 ms; SE = 4.9) (t = 4.17; P < 0.001)

QLV











Conclusions
• Use of a left ventricular active fixation lead may allow to avoid apical positions.
• It may be useful to overcome difficult anatomy of coronary sinus (ie large vessels, straight course).
• Allows to target greater QLV even in unsuitable positions for conventional passive fixation leads, often inbasal segments.
• It could improve response to CRT reducing heart failure rehospitalizations and death due to heart failure.









Kulbertus HD, Demoulin JCL. Pathological basis of concept of hemiblock New York: Springer (1978)




