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Can we continue with His pacing 
if even in experienced centres 
revision rates are almost 10%? 
Should LBBp not take over? 

LBBP no doubt has several advantages 

over His pacing (especially better 

capture/sensing thresholds). 

Nevertheless, we currently have more 

data for His pacing, which exploits the 

entire conduction system, and has clear 

endpoints for implantation. In my 

opinion, we need more data on mid/long 

term performance of LBBP leads 

(especially extractability), but research is 

moving very fast in this area, and I am 

using this technique as a backup when 

His pacing does not give satisfactory 

results.  

1.Although the published studies about 

HBP are more than LBBP, the number of 

LBBP implantation in clinical practice is 

more than HBP;2. Studies about LBBP 

have given consistent results with high 

success rate, low pacing threshold, high 

R-wave amplitude and optimal LV 

synchrony; 3. When HBP lead could not 

pace beyond the site of block or with 

inadequate  pacing parameters, and 

require high  pacing burden, we suggest 

LBBP 

how to determine between pure 
septal LV pacing versus fusion 
(LV septal and LBBB) pacing? 

  The key point is to record the conduction 

system capture with unique 

characteristics. See our previous studies 

(Doi:10.1016/j.hrthm.2019.06.016 and 

10.1111/jce.13956). A new paper 

compareing LBBP and LVSP will be 

published soon.  



 
 

Would you already prefer LBB 
pacing as a first approach in pts. 
with indication for CRT? 

In patients with LBBB, BiV pacing has 

been well proven with randomized 

controlled trials. Until HBP or LBBAP has 

further evidence for at least the same 

efficacy, I believe that BiV pacing is still 

first-line therapy. In patients with RBBB 

or NICVD, There are encouraging data 

that suggest that conduction system 

pacing may provide good results 

(whereas biventricular pacing is less 

useful). In patients with a narrow QRS 

and a pacing indication, I prefer HBP to 

BiV pacing (better not to break than to 

fix!) 

1.We try conduction system pacing in 

those who failed BVP or BVP non-

responder; 2.In our centre, HBP/LBBP 

offer as the primary choice for patients 

with narrow QRSd or typical LBBB (DOI: 

10.1016/j.cjca.2020.04.037) 3.However, 

all these factors should be takin into 

account when choosing  BVP or 

HBP/LBBP as the first approach 

(experience, implantation skill, ethics 

etc.)  

Do you combine an AVN ablation 
and LBB pacing in AF patient with 
fast HR ? 

Yes, and LBBBP is probably better than 

HBP for this indication due to risk of 

compromising function of the His lead by 

the ablation procedure due proximité of 

the ablation site.  

Yes, see 2 papers published in 

JAHA(DOI:10.1161/JAHA.119.014253 

and 10.1161/JAHA.116.005309).  

During the screwing of the lead 
for LBBA pacing should also the 
sheath be pressed forward or 
just the lead? 

  The sheath should provide adequate 

support to screw the lead into septum 

What do you recommend to do if 
it is difficult to penetrate the 
septum? 

For better understanding of this issue, I 

recommend you read the following 

article: Jastrzebski Europace (2020) 22, 

156–161 

1. First of all, we should try to find why it 

is difficult, whether there is septal scar? 

2.using reshaping technique, Child-in-

mother technique or Agilis deflectable 

sheath 

Is it necessary to always see the 
paced "W" morphology in V1 for 
optimal positioning of the LBBP 
lead entry site? If not, in how 
much % of patients do you not 
see the "W" sign? 

  the paced "W“ morphology can help 

locate the initial RVs site and indicate 

high success rate, however not all the 

implantation need to see the "W" sign  

What about patients with 
hypertrophic septum? 

  1. The thickness of the basal 

interventricular septum should be 

assessed preprocedure. 3830 can screw 

into 2cm deep 2. The scar should also be 

assessed 



 
 

is there a gender-specific 
difference in the lead site or 
measurements? 

  In my experience, there are no 

differences 

What is the incidence of LAD 
trauma with this technic? 

Damage to septal branches of the LAD is 

indeed a concern but seems to be very 

rare. 

We performed about 1100 cases of LBBP 

and only one patient had LAD trauma 

What do you think of using 
programmed stimulation for 
determining LBB capture? 

This is a very elegant technique, which 

has been described by Dr Marek 

Jastrzębski (J Cardiovasc Electrophysiol. 

2020;31:485–493). I recommend that 

you read this nice paper. 

 

Which steerable catheter do you 
use for location of the lead? 

  in China, only C304. If used, should be 

reshaped 

Will the left sided Purkinje 
network pacing replace the bulky 
CRT implant procedures in 
future? 

For the time being, biventricular pacing 

is still my first choice for CRT candidates 

with LBBB. Also, bear in mind that 

patients with an ICD indication need as 

many leads with Biventricular pacing as 

for His bundle pacing or LBBP, as they 

will need an ICD lead anyway.... 

1. In our centre, all typical LBBB and 

narrow QRS morphology patients will try 

HBP/LBBP primarily, BVP is chosen as the 

rescue strategy on failed conduction 

system pacing 2.it needs more evidence. 

A Large Sample Single Center Study on 

LBBP will be published soon 

During selective LBBP, with 
increasing output the sti-LVAT 
would stay the same while the 
QRS would be shortened. Would 
the difference in QRS duration 
(without difference in sti-LVAT) 
by different outputs (e.g. 2V vs 
5V) translate into difference in 
clinical outcomes? 

I don't believe that we know the answer. 

This is analogous to differences in 

selective vs non-selective His bundle 

pacing, where selective His pacing 

tended to give better outcome in one 

study (Beer et al .J Am Coll Cardiol EP 

2019;5:766–74).  

It’s not clear and it needs further studies 

to assess the difference 

in patients without intrinsic 
rhythm. Do you implant a RV 
lead as back-up. P 

Not for LBBAP, only for His bundle 

pacing, especially because lead 

failure/revision rates for HBP are quite 

high (about 7%) 

Back-up may be needed in patients with 

HBP at our earlier stage, however distal 

HBP or LBBP with optimal pacing 

parameters do not need a RV lead as 

back-up 



 
 

 

What is the most worrisome 
complication you have come 
across performing LBBAP? How 
did you solve it? 

So far so good, but I probably have not 

implanted enough patients to face 

serious complications. 

Perforation and coronary artery injury. 

Standard operation according to 

beginner’s guide 

(Doi:10.1016/j.hrthm.2019.06.016) can 

avoid these complications 

How do you place the guiding 
catheter orthogonal to the 
septum? Only by the ecg sign in 
V1? Fluo in LAO 30-40? Contrast? 
I found it difficult to avoid a 
tangential approach to the 
septum 

LAO is important. The lead may 

nevertheless have an oblique course in 

the septum. 

Yes, it can be difficult. If the lead depth 

does not match the paced QRS 

morphology and impedance, it may 

indicate the lead is not orthogonal to the 

septum 

How often do you not achieve to 
shorten the QRS complex in LBB 
patients as the block is located 
more distally ?  

  more than 95% LBBB met Strauss criteria 

can be corrected. Those with 

QRSd>200ms, multiple notch, wide S 

wave in lead V5-6 have lower LBBB 

correction rate 

What’s your experience with 
sheath and leads from other 
companies than Medtronic? Is it 
a problem to screw in a bigger 
lead than the 3830 into the 
septum? What sheath do you 
prefer?  

Biotronik has 3 different sheath shapes, 

which I sometimes use for His bundle 

pacing, but have not used for LBBAP. I 

have not tried standard leads for LBBP. 

Personal communication with Dr Marek 

Jastrzębski who tested leads other than 

the 3830 in cadaver hearts found them 

to be very aggressive and prone to 

perforation (not published). 

 I do not have much experience. HBP 

may be ok. In my opinion, for LBBP, the 

thin, electrically conductive tip is ideal. 

Lead with stylet will be better.  


