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Introduction

Cardiac resynchronization therapy (CRT),
according to ESC Guidelines for diagnoses and
treatment of acute and chronic heart failure (HF) is
recommended for symptomatic patients in sinus
rhythm, LBBB-QRS morphology and left ventricular
ejection fraction (LVEF) < 35%, despite optimal
medical treatment, in order to improve symptoms and
reduce morbidity and mortality [1][2]. If the QRS
duration is 2150 ms, it is class 1 indication for CRT
implantation, LOE A, or if the QRS duration is 130-149
ms it is class 1 indication, LOE B. CRT should be
considered for symptomatic patients with HF in sinus
rhythm with a QRS duration 2150 ms and non-LBBB
QRS morphology and may be considered for
symptomatic patients with HF in sinus rhythm with a
QRS duration of 130-149 ms and non-LBBB QRS
morphology [1]. For HF patients with atrial fibrillation

INTRODUCTION: Although strict selection criteria are used to select patients for cardiac resynchronisation
therapy, up to 30% of patients do not have a positive clinical response.

PATIENTS: A total of 102 consecutive patients who had biventricular pacemaker/defibrillator (CRT-P or CRT-D)
implanted were enrolled in this prospective observational study.

RESULTS: During the average follow-up period of 24.3 months 5 patients died and 17 (16.7%) patients were
hospitalised with the symptoms of heart failure; 75 (73.5%) patients were responders based on the previously
defined criteria. Responders in the group of LBBB patients kept the significant difference in a computed variable
(S1 + R6) - (S6 + R1) and R6/S6 ratio. Responders in non-LBBB patients kept the significant difference only in the
height of R waves in V6. The R6/S6 ratio tended to be higher, but it did not reach a statistical significance.

CONCLUSION: None of the tested ECG parameters stands out as an independent predictor of response to
cardiac resynchronisation therapy, but some of them were different in responder-compared to the non-responder
group. The amplitude of R wave in V6, higher R/S ratio in V6 and higher computed variable (S1 + R6) - (S6 + R1)
may predict the likelihood of response to CRT therapy in both LBBB-patients and non-LBBB patients.

(AF), the cut-off point for QRS duration is = 130 ms
(class lla, LOE B) [1]. According to the same
Guidelines CRT is contra-indicated in patients with a
QRS duration < 130 ms, compared to 2013 guidelines
on cardiac pacing and cardiac resynchronisation
therapy where the cut-off point for QRS duration was
120 ms [3].

Despite very strong selection criteria and
recommendation, up to 30% of patients after CRT
implantation do not have a positive clinical response
[4]. Responders are defined as patients who do better
with the treatment rather than without it, regarding
symptoms,  physical activity, less frequent
hospitalisations for HF etc. However, there is a poor
correlation between clinical improvement and
prognosis in heart failure patients. Variable response
may be also due to differences in the underlying heart
disease. In the literature, there are few definitions of
“responders”. Patients with NYHA-functional class Il
or IV could experience symptoms reduction, whereas
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the REVERSE trial showed no symptoms
improvement in patients with functional class | or I
compared to optimal drug therapy [5]. If we choose
mortality as an endpoint or ventricular remodelling, or
hospitalisation rate we will get a completely different
picture of responders. Daubert C. et al. [6], in their
practical guide to CRT, have proposed a definition of
positive response as being alive with a sustained
improvement in well-being, which for patients with
moderate or severe HF means fewer hospitalisations
and for patients with less advanced HF means no sign
of disease progression. They have also suggested
that remodelling of the left ventricle should be
included in the global composite score, especially in
patients with mild HF [6].

As predictors of non-response, several clinical
and echocardiographic variables have emerged from
previous studies. Ischemic aetiology, male gender,
NYHA functional Class IV, severe mitral regurgitation,
left atrial dilatation, and a short interventricular
mechanical delay has been associated with worse
clinical or echocardiographic outcomes [7][8].

Guidelines indicate that the QRS morphology
is an important predictor of the therapeutic response
to cardiac resynchronisation, giving a higher class to
the patients with LBBB morphology in comparison to
non -LBBB morphology patients. However,
conventional criteria for diagnosing LBBB, including
QRS duration > 120 msec, QS or rS in lead V1, and
broad R waves, without Q waves in the lead | or V6 in
the resynchronisation era seemed insufficient. ACC /
AHA / HRS added notched, or slurred R wave in the
lead I, aVL, V5 and V6, and occasional RS pattern in
V5 and V6 attributed to the displaced transition of
QRS complex [9]. It seems that prolonged duration of
the QRS complex serves only as an indicator of the
severity of the conduction disturbance [3].

Our study aimed to define more ECG criteria
which  can  predict response to cardiac
resynchronisation.

Patients and Methods

A total of 102 consecutive patients who had
biventricular pacemaker/defibrillator (CRT-P or CRT-
D) implanted at the University Clinic of Cardiology in
Skopje, were enrolled in this prospective
observational study. The indications for CRT were
according to ESC Guidelines 2013 [3]: heart failure
symptoms despite optimal medication; New York
Heart Association (NYHA) functional class II-1V; LVEF
< 35%; and QRS duration = 120 ms. Patients were
followed for a mean of 24.3 months.

Surface 12-lead ECGs were acquired at a
paper speed of 25 mm/s and a scale of 10 mm / mV at

baseline and immediately after CRT device
implantation. All ECGs were individually reviewed by
two investigators. To assess the reproducibility as well
as the reliability of the ECG measurements, we
calculated the intra-and interclass correlation
coefficient (ICC) by assessing 20 randomly selected
images seen in two different occasions by the same or
two investigators. The ICC for intra-observer variability
was in the range 0.959 — 0.983 and for inter-observer
variability was in the range 0.974 — 0.987. QRS
duration was measured from its first deflection to its
end. Left bundle branch block (LBBB) was defined as
QRS duration > 120 msec, QS or rS form in V1 and
broad R waves, without Q waves in the lead | or V6.
Right bundle branch block (RBBB) was defined as
QRS duration > 120msec, with gR or rSR form in V1
and deep S waves in the lead | and V6. Every other
wide QRS without typical LBBB or RBBB morphology
was classified as undetermined bundle branch (BB)
morphology. From pre-implantation ECG we also
analysed: R amplitude in V1 and V6, S amplitude in
V1 and V6 and R6/S6 ratio and (S1 + R6) - (S6 + R1).

All patients underwent complete
echocardiography examination at baseline, at 3-6
months and 12 months after CRT device implantation.
Complete M-mode, 2-D, and Doppler evaluations
were performed. Images were obtained in the
parasternal and apical views. LV end-systolic volume,
LV end-diastolic volume, and LVEF were calculated
using the biplane Simpson’s technique.

CRT device implantation was performed by
the standard transvenous procedure. The left
ventricular (LV) lead was advanced to a lateral vein
or, when it was unattainable, to a postero-lateral vein.
The right ventricular (RV) lead was implanted in the
apex of the right ventricle. In patients with the
indication of ICD — implantation CRT-D device was
implanted. The right atrial lead was implanted in the
right auricular. All devices were programmed at a
standard atrioventricular delay after implantation with
optimisation  using  echocardiography  usually
performed 3-6 months after implantation. Medications
were recorded immediately before implantation of the
CRT device with titration of medications made at the
discretion of the responsible cardiologist.

Definition of CRT Responder

Patients and implanted devices were followed
up in the outpatient clinic at 1 month after implantation
and then at 3-6 months. To define if the patient is
responder at 6 months follow-up we used as the
following parameters: increase in left ventricular
ejection fraction (LVEF) more than 10%, lowering of
NYHA class and on the other site hospitalisation for
heart failure in 6 months after implantation. As non —
responders were defined all patient who were not
alive at 6 months follow-up and patients who have
hospitalisation for heart failure in this period and
responders were all patients free of hospitalisation
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either with lowering of NYHA class or increase in
LVEF more than 10%

Statistical analysis

Categorical parameters were summarised as
percentages and continuous parameters as mean
SD. Comparisons between the two groups were
performed using the Student’s t-test for continuous
parameters and Pearson’s chi-square test for
categorical parameters. Assessment of correlation
was done using Spearman’s correlation analysis.
Multiple logistic regression analysis was performed in
stepwise order to determine independent predictors of
OAC use.

All data analysis was performed using SPSS
version 22.0 (IBM SPSS, Inc., Chicago, lllinois) and a
p-value < 0.05 was considered significant.

Results

Patients included in this study were with a
mean age of 62.1 + 9.6 years, predominantly male
(57. 8%). Ischemic heart disease was the underlying
aetiology of heart failure in 21.6% of patients and non-
ischemic heart disease in 78.4% of patients. Before
implantation 41.2% of patients were in NYHA
functional class I, 48% in class Ill and 10.8% were in
class IV. Baseline rhythm was sinus in 88.2% of
patients, 8.8% were in permanent atrial fibrillation, and
2.9% had AV block of second or third degree. Mean
duration of QRS complex was 171.9 + 22.4 ms; 74.5%
of patients had LBBB morphology, and in other/the
remaining 25.5% non-typical BB morphology. None of
the patients had RBBB morphology of QRS complex.

Implantation of the CRT device was
successfully performed in all patients. A CRT-P device
was implanted in 81.4% of patients, and CRT -D
device in 18.6% of patients (74% of whom had
ischemic aetiology of heart failure, P < 005).

During the average follow-up period of 24.3
months, from a total of 102 patients, 5 patients died,
and 17 (16.7%) patients were hospitalised with
symptoms of heart failure. Among 102 patients, 75
(73.5%) patients were responders based on the
previously defined criteria.

The clinical characteristics of the responders
and non-responders are summarised in Table 1.

There were no significant differences in age,
sex, the aetiology of heart failure and presence of
arterial hypertension. Responders were more likely to
have lower BMI, lower NYHA class, less present atrial
fibrillation and diabetes mellitus and lower

hospitalisation rate before CRT

compared to non-responders.

implantation

Table 1: Clinical characteristics of patients

Responders (n = 75) Non-responders (n = 27)  p-value
Age 61.5+9.7 635+ 9.2 ns.
Gender (male %) 58.7% 55.6% n.s.
BMI 249+24 262+21 0.012
Etiology of HF . 20% / 80% 26%6/74% ns.
(ischemic /non-ischemic)
Atrial fibrillation 13.3% 33.3% 0.022
NYHA functional class 2.6+0.6 3£08 0.004
Arterial hypertension 48% 44.4%
Diabetes mellitus 21.3% 48.1% 0.008
Hospitalization for HF prior 42.7% 70% 0.013

to implantation

BMI - Body Mass Index; HF — Heart Failure; NYHA - New York Heart Association

Differences in ECG variables are listed in
Table 2. There was no significant difference in QRS
duration, the presence of LBBB or non-LBBB
morphology of the QRS complex. Responders were
more likely to have taller R waves and shorter S
waves in V6, and bigger R6 / S6 ratio, compared to
non-responders. The computed variable (S1 + R6) -
(S6 + R1) was also significantly bigger in responders.
Paced QRS duration was shorter in responders than
in non-responders, but it did not reach a statistical
significance.

Table 2: Electrocardiographic variables in responder and non -
responder group

Responders (n = 75) Non-responders (n = 27)  p-value
PR interval 162.2 £23.0 182.2+32.3 0.02
QRS duration 172.4+£21.9 170.7 £24.2 n.s.
LBBB morphology 77.3% 66.7% n.s.
R amplitude in V1 1.1+04 1.3+05 0.04
S amplitude in V1 14.2+59 145+6.8 n.s.
R amplitude in V6 6.6 £5.0 3.6+29 0.01
S amplitude in V6 41+39 7.3+16.6 0.01
R6/S6 46+54 1.7+£25 0.02
(S1+R6)-(S6+R1) 15.7+10.8 95188 0.02
Paced QRS duration 127.5+26.3 137.0+23.2 0.08

To find out if there is a difference in ECG
parameters we divided the patient group in those with
LBBB and those with non-LBBB morphology of the
QRS complex. The ECG parameters of the
responders and non-responders are summarised in
Table 3.

Table 3: Electrocardiographic variables

morphology patients

in different QRS

LBBB -patients Non LBBB -patients
Non- Non- p

Responders osnonders P-Value Responders oo 5nders value

PR interval
QRS duration

163.6+24.2 180.7+36.1 n.s. 157.5+18.0 185+25.63 0.02
176.2421.2 173.3+18.8 n.s. 159.5+19.8 165.6+33.2 n.s.

R amplitude in V1 1.1+0.4 1.440.5 n.s. 1.140.3 1.240.4 n.s.
Samplitudein V1~ 15.0:6.0 16.0¢7.3 ns. 12151 112:37  n.s.
Ramplitudein V6~ 7.7452 47430 001  3.3+25  13:08 001
Samplitudein V6 28132  6.7+7.5  ns.  7.6£837 85145  ns.
R6/S6 59456  24+28 004 072412 017:0.1 0.07
(S1+R6)-(S6+R1)  18.8+10.1 12.6+83 003  6.647.2 28461  ns.
gjf;i‘:)r?Rs 128.8425.4 136.1+20.9 n.s. 122.9+29.7 138.9+285 n.s.

Responders in the group of LBBB patients
kept the significant difference in a computed variable
(S1 + R6) - (S6 + R1) and R6 / S6 ratio, probably due
to a significant difference in height in R waves in V6.
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On the other hand, responders in the group of
non-LBBB patients kept the significant difference only
in the height of R waves in V6. R6 / S6 ratio in this
group of patients tended to be higher, similar to the
LBBB patients, but it did not reach a statistical
significance.

In both groups of patients, PR interval was
longer in non-responders, but it reached statistical
significance in non-LBBB group of patients.

Multivariate  logistic  regression analysis
identified that none of the tested ECG parameters at
baseline is an independent predictor of response to
cardiac resynchronisation therapy.

Representative ECG of responders and non-
responders with LBBB and non-LBBB morphology
before implantation are shown in Figure 1.

IR, M A

3 T ke

PSSR | O et Bewva % dut

LBBB non- responder Non-LBBB responder

LBBB responder Non-LBBB non-responder

Figure 1: Representative electrocardiograms in responder and non-responder
group

Discussion

The baseline QRS duration is a key part of
the indication for cardiac resynchronisation therapy. It
has been recognised since the publication of the
Pacing Therapies in Congestive Heart Failure (PATH -
CHF) | and Il studies [10][11]. After publication of
MADIT-CRT study in June 2009, FDA requested an
additional 6 months of follow-up to see if the benefit of
CRT-D persisted over time.

It was subsequently discovered and validated
that the LBBB subgroup patients (approximately 70%
of the total MADIT-CRT population) received
substantial benefit from CRT-D. Non-LBBB patients
did not show evidence of benefit [12]. During a sub-
analysis, it was noticed that women more likely than
men have LBBB [12]. Also, Sweeney et al. [13] have
demonstrated that an LBBB-pattern of QRS is a
strong predictor of response to CRT. This was further
confirmed in the RAFT study [14]. LBBB configuration

of the ECG was accepted as a better predictor of CRT
response than any of the echocardiographic
parameters [15].

However, across the studies, approximately
30% of the implanted CRT patients have non-LBBB
QRS morphology: 13% have RBBB morphology and
17% IVCD [16]. The MADIT — CRT study has shown
that CRT implantation has led to more frequent heart
failure events and death in patients with
intraventricular conduction delay who received CRT -
Defibrillators compared to implantable defibrillator
alone [8]. As cardiac resynchronisation therapy is
largely included in the management of patients with
heart failure a need for a new definition of LBBB
emerged, especially to distinguish LBBB from
conduction delay due to left ventricular hypertrophy
(LVH). New criteria for complete LBBB have been
proposed, which include a terminal negative deflection
in V1, QRS duration = 140 ms for men and = 130 ms
for women (due to the size of the heart in different
genders), and also mid-QRS notching or slurring in at
least 2 of the leads I, aVvL, V1, V2, V5 or V6 [17]. The
presence of notching is very important in establishing
the diagnosis of LBBB, and it should begin after the
first 40 ms of the QRS, but before 50% of QRS
duration, when the activation wave-front reaches the
endocardium of the LV [17]. But, if the duration of
QRS is long enough even in non-LBBB patients, the
number of responders to CRT increases [18].

In our study 73.5% of patients were
responders, and the rest of them were classified as
non -responders. In the responder group, 22.7% of
patients had non-LBBB morphology of the QRS, and
opposite of that 66.7% of patients in the non -
responder group had LBBB morphology of the QRS
complex. Some of the studies suggest that patients
with IVCD did not respond to CRT therapy [18][19].
The study of Takaya et al. (20) showed that 40% of
patients with IVCD responded to CRT. This response
rate was lower compared to large major trials, and the
study concluded that patients with IVCD derive fewer
benefits from CRT therapy regarding symptoms relief
and echocardiographic findings [21][22].

ECG predictors in patients with LBBB and
non-LBBB patterns

Mean QRS duration in our patient group was
1719 + 224 ms and we found no significant
difference between non-responders and responders,
or between LBBB and non-LBBB pattern of QRS. In
both ECG patterns, paced QRS was wider in non -
responder group compared to responder group, but
this difference was not statistically significant. There is
evidence in the literature that shortening of the QRS
after CRT implantation is a predictor of response to
CRT, even better than baseline QRS duration [23][24].
Lecoq et al. [24] reported that the only independent
predictor of the CRT response is shortening of the
QRS after CRT implantation. We found no statistical
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significance of this parameter, but the results were in
the same direction, confirming that changes in QRS
duration after implantation may reflect the quality of
electrical resynchronisation and the degree of
correction of electromechanical abnormalities.

The pattern of ventricular activation sequence
on ECG has been very rarely analysed as a predictor.
In our study responders in LBBB-group showed a
significant difference in amplitude of the R wave in V6,
computed variable (S1 + R6) - (S6 + R1) and R6 / S6
ratio. This finding is in concordance with the Strauss
et al. [17] explanation of the real LBBB in comparison
to EKG changes in case of left ventricular
hypertrophy. Absolute and relative R wave amplitude
in V6 could serve as a simple predictor of response to
resynchronisation therapy in patients with LBBB
morphology.

Responders in non-LBBB patients kept the
significant difference only in the height of R waves in
V6. R6 / S6 ratio in this group was higher, similar to
LBBB patients, but it did not reach a statistical
significance. Sweeney et al. [13] found that
characterisation of ventricular activation sequence on
the ECG anticipated the probability of response to
CRT in patients with LBBB. They showed that QRS
axis shifted from left to right, marked an increase in R-
wave amplitudes in V1 through V2 on the ECG after
device implantation, and predicted LV reverse
remodelling.

Patients with non-LBBB pattern have delayed
activation of either some or all of the right, left, or both
ventricles. These patients may have less left-sided
conduction delay than LBBB patients and therefore
may not respond to CRT implantation. In the study of
Takaya et al. [20], left axis deviation of QRS before
implantation and QRS axis shift from left to right after
implantation were found as predictors to CRT
response.

Our study has clinical importance because it
is one step forward in identifying patients who will
respond to CRT therapy in a very simple way like an
electrocardiographic recording.

Study limitations: This study is single centre
experience, which is a limitation regarding treatment
bias and could influence the outcome of the therapy.

The study is prospective, but with limited
strength, because it is observational and has no
control group. A small number of patients studied
arises a need for confirmation in large prospective
studies.

In conclusion, implantation of CRT device is a
demandable procedure regarding sources, expertise
and knowledge. The other part of the complexity is
related to the disease itself, as heart failure is different
and unpredictable in every single patient. Over the
last decade, a majority of clinical studies have been
focused on how to improve the selection of patients
who will respond to this therapy-modality.

Our study gives a contribution to the proper
patient selection by additional electrocardiographic
criteria. Although none of the tested ECG parameters
stands out as an independent predictor of response to
cardiac resynchronisation therapy, some of them were
clearly different in responder-group compared to the
non-responder group. The amplitude of R wave in V6,
higher R / S ratio in V6 and higher computed variable
(S1+R6) - (S6+R1) may predict the likelihood of
response to CRT therapy in both, LBBB-patients and
non-LBBB patients.

References

1. Ponikowski P, Voors AA, Anker SD, Bueno H, Cleland JG,
Coats AJ, Falk V, Gonzalez-Juanatey JR, Harjola VP, Jankowska
EA, Jessup M, Linde C, Nihoyannopoulos P, Parissis JT, Pieske B,
Riley JP, Rosano GM, Ruilope LM, Ruschitzka F, Rutten FH, van
der Meer P; Authors/Task Force Members. 2016 ESC Guidelines
for the diagnosis and treatment of acute and chronic heart failure:
The Task Force for the diagnosis and treatment of acute and
chronic heart failure of the European Society of Cardiology
(ESC)Developed with the special contribution of the Heart Failure
Association (HFA) of the ESC. Eur Heart J. 2016; 37(27):2129-
200. https://doi.org/10.1093/eurheartj/ehw128 PMid:27206819

2. Cleland JG, Abraham WT, Linde C, et al. An individual patient
meta-analysis of five randomized trials assessing the effects of
cardiac resynchronization therapy on morbidity and mortality in
patients with symptomatic heart failure. Eur Heart J. 2013,;
34:3547-3556. https://doi.org/10.1093/eurheartj/eht290
PMid:23900696 PMCid:PMC3855551

3. 2013 ESC Guidelines on cardiac pacing and cardiac
resynchronization therapy. The Task Force on cardiac pacing and
resynchronization therapy of the European Society of Cardiology
(ESC). Developed in collaboration with the European Heart
Rhythm Association (EHRA). Eur Heart J. 2013; 34:2281-2329.
https://doi.org/10.1093/eurheartj/eht150 PMid:23801822

4. Auricchio A, Prinzen FW. Non-responders to cardiac
resynchronization therapy: the magnitude of the problem and the
issues. Circ J. 2011; 75:521-527. https://doi.org/10.1253/circ|.CJ-
10-1268 PMid:21325727

5. Linde C, Abraham WT, Gold MR et al. REVERSE
(REsynchronizationreVErses Remodeling in Systolic left vEntricular
dysfunction) Study Group. Randomized trial of cardiac
resynchronization in mildly symptomatic heart failure patients and
in asymptomatic patients with left ventricular dysfunction and
previous heart failure symptoms. J Am Coll Cardiol. 2008;
52:1834-1843. https://doi.org/10.1016/j.jacc.2008.08.027
PMid:19038680

6. Daubert C, Behar N, Martins RP et al. Avoiding non-responders
to cardiac resynchronization therapy: a practical guide. Eur Heart J.
2017; 38:1463-1472. PMid:27371720

7. Cleland JG, Freemantle N, Ghio S et al. Predicting the long-term
effects of cardiac resynchronization therapy on mortality from
baseline variables and the early response a report from the CARE-
HF (Cardiac Resynchronization in Heart Failure) Trial. J Am
CollCardiol. 2008; 52:438-445.
https://doi.org/10.1016/j.jacc.2008.04.036 PMid:18672164

8. Goldenberg I, Moss AJ, Hall WJ et al. MADIT-CRT Executive
Committee. Predictors of response to cardiac resynchronization
therapy in the Multicenter Automatic Defibrillator Implantation Trial
with Cardiac Resynchronization Therapy (MADIT-CRT). Circulation
2011; 124:1527-1536.
https://doi.org/10.1161/CIRCULATIONAHA.110.014324
PMid:21900084

Open Access Maced J Med Sci. 2018 Feb 15; 6(2):297-302.

301


https://doi.org/10.1093/eurheartj/ehw128
https://doi.org/10.1093/eurheartj/eht290
https://doi.org/10.1093/eurheartj/eht150
https://doi.org/10.1253/circj.CJ-10-1268
https://doi.org/10.1253/circj.CJ-10-1268
https://doi.org/10.1016/j.jacc.2008.08.027
https://doi.org/10.1016/j.jacc.2008.04.036
https://doi.org/10.1161/CIRCULATIONAHA.110.014324

Clinical Science

9. Surawicz B, Childers R, Deal BJ, Gettes LS. AHA/ACCF/HRS
Recommendations for the Standardization and Interpretation of the
ElectrocardiogramPart III: Intraventricular Conduction Disturbances
A Scientific Statement From the American Heart Association
Electrocardiography and Arrhythmias Committee, Council on
Clinical Cardiology; the American College of Cardiology
Foundation; and the Heart Rhythm Society Endorsed by the
International Society for Computerized Electrocardiology. Journal
of the American College of Cardiology. 2009; 53(11):976-81.
https://doi.org/10.1016/j.jacc.2008.12.013 PMid:19281930

10. Auricchio A, Stellbrink C, Block M et al. Effect of pacing
chamber and atrioventricular delay on acute systolic function of
paced patients with congestive heart failure: The Pacing Therapies
for Congestive Heart Failure Study Group: The Guidant Congestive
Heart Failure Research Group. Circulation. 1999; 99:2993 — 3001.
https://doi.org/10.1161/01.CIR.99.23.2993 PMid:10368116

11. Auricchio A, Stellbrink C, Sack S et al. Long-term clinical effect
of hemodynamically optimized cardiac resynchronization therapy in
patients with heart failure and ventricular conduction delay. J Am
CollCardiol. 2002; 39:2026 — 2033. https://doi.org/10.1016/S0735-
1097(02)01895-8

12. Moss AJ, Hall WJ, Cannom DS et al. (MADIT-CRT Trial
Investigators) Cardiac-resynchronization therapy for the prevention
of heart-failure events. N Engl J Med. 2009;361(14):1329-38.
https://doi.org/10.1056/NEJM0a0906431 PMid:19723701

13. Sweeney MO, Van Bommel RJ, Schalij MJ et al. Analysis of
ventricular activation using surface electrocardiography to predict
left ventricular reverse remodeling during cardiac resynchronization
therapy. Circulation. 2010; 121:626 —634.
https://doi.org/10.1161/CIRCULATIONAHA.109.894774
PMid:20100970

14. Tang ASL, Wells GA, Taljic M, et al. for the Resyncrhonization-
Defibrillation for Ambulatory Heart Failure Trial (RAFT)
investigators. Cardiac resynchronization therapy for mild-to-
moderate heart failure. N Engl J Med. 2010; 363:2385-2395.
https://doi.org/10.1056/NEJM0a1009540 PMid:21073365

15. Seo Y, Ito H, Nakatani S et al. The J-CRT investigators. The
role of echocardiography in predicting responders to cardiac
resynchronization therapy: Results from the Japan Cardiac
Resynchronization therapy registry Trial (J-CRT). Circ J. 2011;
75(5):1156-63. https://doi.org/10.1253/circ|.CJ-10-0861
PMid:21383516

16. Angelo A, Joost L, Frits WP. Does Cardiac Resynchronization
Therapy Benefit Patients With Right Bundle Branch Block. Circ
Arrhythm Electrophysiol. 2014; 7:532-542.
https://doi.org/10.1161/CIRCEP.113.000628 PMid:24951571

17. Strauss DG, Selvester RH, Wagner GS. Defining left bundle
branch block in the era of cardiac resynchronization therapy. Am J
Cardiol. 2011; 107:927.
https://doi.org/10.1016/j.amjcard.2010.11.010 PMid:21376930

18. Rickard J, Bassiouny M, Cronin EM, et al. Predictors of
response to cardiac resynchronization therapy in patients with a
non-left bundle branch block morphology. Am J Cardiol. 2011,
108:1576. https://doi.org/10.1016/j.amjcard.2011.07.017
PMid:21890086

19. Aranda JM, Conti JB, Johnson JW, et al. Cardiac
resynchronization therapy in patients with heart failure and
conduction abnormalities other than left bundle branch-block:
Analysis of the Multicenter InSync Randomized Clinical Evaluation
(MIRACLE). Clin Cardiol. 2004; 27:678 — 682.
https://doi.org/10.1002/clc.4960271204 PMid:15628109

20. Takaya Y, Noda T, Nakajima I, et al. Electrocardiographic
Predictors of Response to Cardiac Resynchronization Therapy in
Patients With Intraventricular Conduction Delay. Circulation
Journal. 2014; 78, January 2014. https://doi.org/10.1253/circj.CJ-
12-1569

21. Bristow MR, Saxon LA, Boehmer J, et al; Comparison of
Medical Therapy, Pacing, and Defibrillation in Heart Failure
(COMPANION) Investigators. Cardiac resynchronization therapy
with or without an implantable defibrillator in advanced chronic
heart failure. N Engl J Med. 2004; 350:2140 — 2150.
https://doi.org/10.1056/NEJM0a032423 PMid:15152059

22. Cleland JG, Daubert JC, Erdmann E, et al; Cardiac
Resynchronization-Heart Failure (CARE-HF) Study Investigators.
The effect of cardiac resynchronization on morbidity and mortality
in heart failure. N Engl J Med. 2005; 352:1539 — 1549.
https://doi.org/10.1056/NEJM0a050496 PMid:15753115

23. Hsing JM, Selzman KA, Leclercq C, et al. Paced left ventricular
QRS width and ECG parameters predict outcomes after cardiac
resynchronization therapy: PROSPECT-ECG substudy. Circ
Arrhythm Electrophysiol. 2011; 4: 851 — 857.
https://doi.org/10.1161/CIRCEP.111.962605 PMid:21956038

24. Lecoq G, Leclercq C, Leray E, et al. Clinical and
electrocardiographic predictors of a positive response to cardiac
resynchronization therapy in advanced heart failure. Eur Heart J.
2005; 26:1094 — 1100. https://doi.org/10.1093/eurheartj/ehil46
PMid:15728648

302

https://www.id-press.eu/mjms/index


https://doi.org/10.1016/j.jacc.2008.12.013
https://doi.org/10.1161/01.CIR.99.23.2993
https://doi.org/10.1016/S0735-1097(02)01895-8
https://doi.org/10.1016/S0735-1097(02)01895-8
https://doi.org/10.1056/NEJMoa0906431
https://doi.org/10.1161/CIRCULATIONAHA.109.894774
https://doi.org/10.1056/NEJMoa1009540
https://doi.org/10.1253/circj.CJ-10-0861
https://doi.org/10.1161/CIRCEP.113.000628
https://doi.org/10.1016/j.amjcard.2010.11.010
https://doi.org/10.1016/j.amjcard.2011.07.017
https://doi.org/10.1002/clc.4960271204
https://doi.org/10.1253/circj.CJ-12-1569
https://doi.org/10.1253/circj.CJ-12-1569
https://doi.org/10.1056/NEJMoa032423
https://doi.org/10.1056/NEJMoa050496
https://doi.org/10.1161/CIRCEP.111.962605
https://doi.org/10.1093/eurheartj/ehi146

