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Change in Odds of 24-Month Mortality (%)

Incremental benefit of device therapy
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Individual response to epicardial LV sites
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Individual response to epicardial LV sites
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Individual response to epicardial LV sites
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Individual response to epicardial LV sites

Optimal and worst LVPCs Optimal and distal (conventional)
LVPCs

fall5 60

M

e

=]
Il
>
>

20

% change LV +dP/dt
% change LV +dP/dt

1 2 3 45 6 7 8 910111213 14 15 16 1 2 3 45 6 7 8 9 10111213 1415 16
patients I I I patients' I I

B worst configuration [ best configuration [ best configuration M pim2

4 patients were transformed Better response with ‘optimal’ in 10/16

into responders

But, most responded to ‘worst’ But, distal LVPC (conventional CRT)
still achieved response in 15/16

Asbach S, et al. PLOS one 2013;8:e67235



MPP

BiV pacing, using the LV lead’s distal D1
electrode in extended bipolar configuration
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3P-MPP over LV free wall scar
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Optimal versus worse LVPC
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Varying response to different LVPCs
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No response with any LVPC
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Patient phenotypes
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Scar and CRT
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| atest mechanical activation and scar
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AV optimisation

Comparison of echo and device-based optimisation with fixed approach
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RESPOND: SonR vs echo optimisation
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RESPOND: automatic AV/VV optimisation
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Multipoint LV pacing
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Conclusions

* There are varying response ‘phenotypes’ to CRT
* Haemodynamic optimisation of LVPCs may confer a clinical benefit

* Automatic, haemodynamic optimisation of LVPCs requires further
investigation
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CRT response
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Endocardial LV pacing

EPI-CRT and ENDO-CRT compared with AAI
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Figure 3a
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