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Background Endocardial left ventricular (LV) pacing is an
effective alternative in patients with failed coronary sinus lead.
However, the major concern is the unknown long-term throm-
boembolic risk and much of the data has come from a small
number of centres. We examined the safety and efficacy of
endocardial LV pacing across 4 UK centres, to determine the
long-term thromboembolic risk.
Methods and Results Independent prospective registries from
four UK centres were combied to include 68 consecutive
patients from 2010–2015. Medical records were reviewed and
patients were contacted for follow-up. Thromboembolic events
were confirmed on imaging. Baseline patient demographics are
shown in Table 1.

Abstract 37 Table 1 Baseline demographics

65% patients were already anticoagulated (39 AF, 1 DVT,
2 prosthetic valve, 2 previous LV thrombus). Mean CHADS2-
VASC2 score for the cohort was 3.5. 44% patients had trans-
ventricular LV lead. The mean procedure and fluoroscopy
times were 200±120 and 32±28 min. 75% had a silicone-
insulated pacing lead. Post-procedure, three patients had hae-
matomas and one had tamponade requiring pericardial drain.
Functional improvement was noted with decrease in mean
NYHA from 3.5±1 to 2.1±1.2 (p=0.001) and increase in
LVEF from 26.5±12 to 34±18.1 (p=0.005) over a 20 month
follow-up. Re-do procedure due to lead displacement was
required in two patients. One patient underwent system
extraction and surgical epicardial lead after device infection.
The ischaemic stroke rate, defined as transient or permanent
loss of function associated with imaging confirmation of a cer-
ebral infarct in the appropriate territory, occurred in 4
patients (6%) providing an annual event rate of 3.6%. In mul-
tivariate analyses, the only significant correlation with the risk
of CVA was sub-therapeutic INRs (p<0.01, CI 0.02–0.68, HR
0.12). There was no association between lead material and
mode of delivery (transatrial/ventricular) and CVA. 14 patients
died during follow-up with mean time to death post-procedure

of 20 months. Cause of death was end-stage heart failure in
all patients except three (pneumonia in two, knee sepsis).
Conclusion Endocardial LV lead in heart failure patients has a
good success rate at 1.6 year follow-up. However, it is associ-
ated with a modest thromboembolic risk largely due to sub-
therapeutic anticoagulation. These results have potential for
improvement and newer oral anticoagulants might play a role
in this setting.
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Background All implanted cardiac devices including pace-
makers and defibrillators undergo regular checks in pacemaker
clinics, and often fluoroscopic screening of the devices leads is
performed due to changes in pacemaker parameters such as
changes in threshold, impedance and sensitivity to rule out
macroscopic abnormalities with the leads.
Objective The objective of this study was to review the prac-
tice of fluoroscopic lead screening and to assess whether there
is any correlation between fluoroscopic findings and device
parameters abnormalities that alter patient management.
Methods We retrospectively reviewed data from reporting
database and clinical letters from patients notes in 2014. 64
patients were identified that underwent fluoroscopic screening
procedures during 2014. Indications for screening, screening
findings and recommended actions were recorded for each
procedure. Screening included 40 (53%) complex devices, 24
(31%) regular bradycardia devices and 12 (16%) advisory
devices including 4 Telectronics Accufix right atrial leads, and
8 St Jude Riata Right ventricular ICD leads (Table 1)
Results Fluoroscopic screening abnormalities were detected in
14 out of the 64 devices screened.There were 20 devices revi-
sion procedures performed in total. However, these were per-
formed in only 7 (50%) of those devices that showed
screening abnormalities. All these devices actually showed dis-
placed leads on screening, and loss of capture on pacemaker
check, which was the main indication for screening. Contin-
ued monitoring was recommended in the other 7 devices that
showed screening abnormalities.No screening abnormalities
were detected in 11 devices that required revision procedures
where interventions were mainly based on different electrical
issues identified.Therefore, devices interventions were driven
by abnormalities detected during pacemaker checks more than
abnormal screening findings. 3 procedures followed screening
pre box change screening which showed normal findings.
Conclusion Fluoroscopic screening of the cardiac devices is a
simple procedure for imaging the device and its leads in
motion. This allows for improved visualisation of the leads
and identification of small abnormalities that would otherwise
be missed by still radiology tests such as x-rays. In our study,
there was no correlation between electrical abnormalities that
initiated lead screening, and findings on fluoroscopy. Excep-
tion was in cases of loss of capture where there was almost a
consistent finding of displacement of the relevant lead, albeit
the number is small to make this conclusion. We concluded
that screening should continue in the following settings: (1)
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annual screening for advisory leads, (2) if loss of capture is
detected, even though all cases were due to lead displacement,
it will allow for better planning in cases where the lead is
perforated through a chamber. As there is poor correlation
for the rest of the indications it might be worth conducting
larger review of practices to establish whether the yield from
routine screening is useful. Our institution will review practi-
ces over last 5 years subsequent to this finding.
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Introduction Epidemiological data have demonstrated an inde-
pendent association between sleep-disordered breathing (SDB)
and atrial fibrillation (AF). We have developed an efficient
and reliable screening service investigating SDB in patients
(pts)>65 years with persistent AF. Polysomnography (PSG) in
a sleep laboratory (lab) is the gold standard diagnostic tool
but expense and waiting lists for sleep centres have resulted
in a search for alternative methods. The Watch PAT (WP) is

efficient and reliable with strong correlation to PSG, poten-
tially negating the requirement for sleep lab investigation.
Methods 20 pts>65 years, mean age 71 (45% male), with per-
sistent AF awaiting treatment were investigated for SDB with
WP. Total device expenditure including pt and technician cost
were compared with predictive cost of PSG and sleep lab
studies.
Results See table 1.

According to the UK NICE definition 18/20 (90%) had evi-
dence of SDB. 8/20 (40%) could be considered to have severe
sleep apnoea. The mean REM sleep percentage was 20.4% and
mean snoring intensity was 40.9 dB. WP cost was significantly
less than predictive cost of PSG (p<0.0001). Conclusion: There
is a high prevalence of SDB in older pts with AF and use of the
WP as a screening option is feasible. The higher than average
non-REM sleep and only mildly elevated snoring intensity impli-
cates a central component in these pts related to cardiac co-mor-
bidity. Further study is ongoing to assess AF therapy outcomes
in such pts.
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Introduction Right ventricular septal (RVS) pacing is often rec-
ommended as a more physiological alternative to right ventric-
ular apical (RVA) pacing. Most comparisons between the two
sites have had short follow up and few trials have assessed
the different pacing sites following atrioventricular node
(AVN) ablation. We analysed 200 consecutive patients (pts)
aged 66–96 (51% male) who underwent implantation of a
pacemaker prior to AVN ablation with either RVA- or RVS-
pacing between 1996 to 2016.
Methods All hospital notes were retrieved and reviewed.
Radiographic data for the site of V lead, all hospitalisations,
change in echocardiography ejection fraction (EF), QRS width
trend and lead parameters were collated. All pts additionally
underwent dyssynchrony echocardiography.
Results See tables 1 and 2.
Conclusions (i) EF of less than 40%; (ii) prior diagnosis of
IHD and (iii) dilated cardiomyopathy independently predict
HF admission following AVN ablation. However, there was no
decrease in EF and no difference in inter-ventricular or intra-
ventricular dyssynchrony with either pacing site after up to
20 year follow up. There was a decreased mortality rate with
RVA pacing following AVN ablation after longterm follow up.
We now prophylactically use CRT pacing in all pts with EF
40% and known IHD. Their outcome is part of ongoing fol-
low up.

Abstract 39 Table 1 Sleep Test results in pts with persistent AF
>65 screened for sleep-disordered breading
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