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Indications for CRT therapy algorithm.

Patient with cardiomyopathy on GDMT for =3 mo or on GDMT and >40 d after MI, or
with implantation of pacing or defibrillation device for special indications

LVEF <35%

Comorbidities and/or frailty = =
[Evaluate general health status |—»t _limit survival with good ~ —» C°?""‘,‘:n?£mvﬂ"°“'
functional capacity to <1 y oy

| Acceptable noncardiac health |

| Evaluate NYHA clinical status |
[

- v v

NYHA class Il & Special CRT
NYHA class | RYHA clase N Ambulatory class IV Indications
« Anticipated to require
pacing (>40%)
« Atrial fibrillation, if
« LVEF <35% « LVEF <35% ventricular pacing is
« QRS 120-149 ms « QRS 120-149 ms required and rate
« LBBB pattern « LBBB pattern control will result in
« Sinus rhythm « Sinus rhythm near 100%
« LVEF <35% ventricular
« QRS 2150 ms with CRT
« Non-LBBB pattern
« Sinus rhythm

Colors correspond to the class of recommendations in the ACCF/AHA Table 1.

Benefit for NYHA class | and Il patients has only been shown in CRT-D trials, and while patients may not experience immediate symptomatic benefit, late remodeling may be avoided along
with long-term HF consequences. There are no trials that support CRT-pacing (without ICD) in NYHA class | and Il patients. Thus, it is anticipated these patients would receive CRT-D
unless clinical reasons or personal wishes make CRT-pacing more appropriate. In patients who are NYHA class Il and ambulatory class IV, CRT-D may be chosen but clinical reasons and
personal wishes may make CRT-pacing appropriate to improve symptoms and quality of life when an ICD is not expected to produce meaningful benefit in survival.




Role of 3D ECHO In CRT



Integrated Information on Dyssynchrony, Scar,
and Region of Latest Mechanical Activation May
Improve Response to CRT

Heart failure patients — eligible for CRT
LVEF <33%, NYHA 1l =1V, QRS >120

+

likelihood of CRT response?

- Dyssynchrony +
- Scar tissue in LV lead

- Extensive scar (>50% of LV)

- LV lead mismatch

(vs site of latest mechanical activation)
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3D echo

The area of latest mechanical activation can be

quickly identified as the red area on the bu#l eye
plot

A cutoff value for SDI 06.4% Is used to predict
response to CRTan deVeireet al., 2009 )






Distribution of left ventricular lead location. A,
The distribution of the left ventricular pacing
lead position along the long and short axes
of the heart. B, The distribution of apical vs
nonapical location (lateral, posterior, and
anterior, including the basal and
midventricular segments) of the left
ventricular lead.



Angiographic classification of left ventricular lead position.
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Angiographic classification of left ventricular lead
position. A, Right anterior obligue (RAO) view
representative of the long axis of the heart. This view
enables segmentation of the heart into basal,
midventricular (MID), and apical segments. B, Left
anterior oblique (LAO) view used to divide the left
ventricular wall along the short axis of the heart into 5
equal parts; anterior, anterolateral, lateral,
posterolateral, and posterior. For the analysis, the
anterolateral, lateral, and posterolateral segments
were grouped together as the lateral wall. AlV
Indicates anterior interventricular vein; CS, coronary
sinus; and MCV, middle cardiac vein.



HISTORY:
Personal history:

53 years old male patient, married and haghree offsprings smoker34years
ago with no other special habits of medical importance

ClC:

Shortness of breath of10 days duration

HPI:

The patient was known to benypertensive 10 years ago and was kept on
medical treatment.

6 months ago he started to complaint from effort dyspnea NYHA class Il which
progressed to NYHA class IV despite optimum medical treatment.




- Examination:

General:

The patient is of good general condition, conscious and oriented to time ,place
and person

Blood pressure :

110/ 70 equal on both sides
Heart rate :

87 bpm regular.

Peripheral pulsations were felt.

Chest : bilateral equal air entry, harsh vesicular breathing and no adventitial
sounds.

Cardiac
Normal SL , Normal S2.
Apical S}

Soft pansystolic murmur at the left parasternal area Grad2/ 6 radiating to the
apex.

Abdominal examination:
Unremarkable




ECGSHOWED
LBBB with QRSM30 msec
Q waves from Y to \b.

Labs:
CBC;

HGB 11.2 Platelets : 234,000
WBC: 14,800

S.creat 0.9 mg/dl



ECHOCARDIOGRAPHY SHOWED
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