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Meta-analysis CRT on Mortality
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CARE-HF

® 813 pts with with CHF and LV dyssynchrony and/or QRS >150 msec

® Randomised to CRT or control (open)

Mortality or CV hospitalisation
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Pacing/Resynchronisation (CRT)

® Bi-ventricular pacing can be considered in patients
with reduced ejection fraction and ventricular
dyssynchrony (QRS width >120 msec) and who remain
symptomatic (NYHA IlI-IV) despite optimal medical
therapy to improve symptoms and hospitalisations

® |evel of evidence A, class |

® Mortality
® |evel of evidence B, class |

ESC Guidelines on the diagnhosis and treatment of CHF EHJ 2005




Effect of CRT on All-Cause Mortality:
CARE-HF Extension Study

1.00

1 Hazard Ratio 0.60 (95% CI 0.47 to 0.77; P<0.0001)

Mean Follow-up 36.4 months (range 26.1 to 52.6)

{ CRT Deaths = 101 (24.7%)

] Medical Therapy Deaths = 154 (38.1%)

o 400 80 1200 1600
Number at risk Time (days)

CRT 409 383 358 338 209 85 9

Medical therapy 404 372 331 298 178
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Extension

® Another 7 months of follow-up
® Another 50 deaths




Not presented

Effects on primary outcome during follow-up
®Death or unplanned CV hospitalization
Original findings in main publication :

Primary EP 224 (55%) 159 (39%) © 53'_6377) <0.001




Changein LV End-Systolic Volumes:

Control vsCRT
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Vaues indicate differences between CRT and control patients
surviving at the different time points
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End-systolic volume and contractility
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Resour ce Use

Medical Therapy
(n=404)

Mean Hospital Days

22.4

Mean ICU Days

0.79

Mean CCU Days

2.52

Total PTCA/CABG

8

Total Heart Transplants

9

Total CRT Implants

43

Total CRT-ICD Implants

27




Recent Cost per QALY Comparisons

e CRT from CARE-HF
— £13,142 (95% CI: £3,729-£30,886)
— €19,367 (95% Cl: €5,494-€45,507)

e Bare Meta Stents for Revascularisaton
— Cost per QALY =€24,000

e Carvedilol in Heart Fallure
— Cost per QALY =€13,000

(Care - HF)




COMPANION: Primary Endpoint
All-cause mortality or all-cause hospitalisation

1520 patients in CHF NYHA class lllI-IV
randomised to conv. treatment, CRT or CRT+ICD

CRT vs. OPT: RR =19%, p=0.014 (Adjusted p-value = 0.015)
CRT-D vs. OPT: RR =20%, p=0.010 (Adjusted p-value = 0.011)

oo
o

(=2}
o

— CRT HR0.81(Cl: 0.69-0.96)
— CRT-D HR0.80 (CI: 0.68-0.95)
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12-month Event Rates

OPT: 68%

CRT: 56% (AR=12%)

CRT-D: 56% (AR=12%) :
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Conclusions

CARE-HF Extension provides additional information
that supports and extends initial report

CRT iIs indicated in patients with moderate-severe
symptomatic CHF in spite of optimal pharmacological
therapy when QRS width >120 msec and cardiac
dyssynchrony are present

Mechanistic insight valuable
Cost-effectiveness reasonable

In patients with low EF and LV dyssynchrony in addition
to pharmacological therapy-

®is CRT enough?
® what about ICDs?




