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* Voy a tratar abordar conceptos de BRI en la era
de la resincronizacion
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Complete LBEBB

1.

QRS duration greater than or equal to 120 ms in adults,
greater than 100 ms in children 4 to 16 years of age, and
greater than 90 ms in children less than 4 years of age.
Broad notched or slurred R wave in leads I, aVL, V5, and
¥ and an occasional RS pattern in V; and VY attributed to
displaced transition of QRS complex.

Absent q waves in leads I, V., and V,, butin the lead aVL,
a narrow ¢ wave may be present in the absence of
myocardial pathology.

R peak time greater than 60 ms in leads Vs and V, but
normal in leads V,, V,, and V,, when small initial r waves
can be discemed in the above leads.

ST and T waves usually opposite in direction to QRS.
Positive T wave in leads with upright QRS may be normal
{positive concordance).

Depressed ST segment and/or negative T wave in leads
with negative QRS (negative concordance) are abnormal
(11,12) and are discussed in part VI of this statement.
The appearance of LBBB may change the mean QRS axis
in the frontal plane to the right, to the left, or to a superior,
in some cases in a rate-dependent manner (13,14).

Esta es la definicion de BCRI
segun las ultimas guias.



Nuevos conceptos en BRI

Efectos del BRI en |la funcion del VI

Valor pronodstico del BRI en diferentes
poblaciones

Diagnostico de BRI verdadero
Cuantificacion por ECG de fibrosis en BRI

Importancia en la seleccion de pacientes para
TRC



Impact of LBBB in pts with heart failure
(SHIFT)
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Benefit of CRT only occurs in patients with LBBB -
MADIT-CRT
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El sistema de conduccion se considera

hexafascicular
" Donde indica la flecha|
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Despolarizacion en pacientes con falla cardiaca

Propagacion de acividad color gris en paciente con FCC dilatado QRS 95 ms L.a actividad se
propaga a la cara anterior y pared lateral .La region basal de VI es la ultima en activarse

Propagacion de actividad en paciente con FCC dilatado QRS 179 ms La actividad es incapaz de
atravezar la linea de bloqueo funcional y rota alrededor del dpex activaciéon en U. LA regidén
lateral y posterolateral son las ultimas en activarse.

Auricchio & Abraham. Circulation 2004;109:300



Defining Left Bundle Branch Block in the Era of Cardiac
Resynchronization Therapy

David G. Strauss, MD, PhD*"*_ Ronald H. Selvester, MD®, and Galen S. Wagner, MDd

A Normal Conduction

Electrical Activation Time (msac)

B Left Bundle Branch Block
Electrical Activation Time (msec)

La muesca representa la linea de
bloqueo interventricular que es

lo que en definitiva ,produce la
disincronia activandose en U a través

del apex siendo la cara lateral y posterior
del VI la ultima en activarse

Es el unico que debe ser considerado BRI verdadero



CONTEMPORARY REVIEW

Nonspecific intraventricular conduction delay:
Definitions, prognosis, and implications for cardiac
resynchronization therapy

Romain Eschalier, MD, PhD, ! Sylvain Ploux, MD, PhD, Philippe Ritter, MD,
Michel Haissaguerre, MD, Kenneth A. Ellenbogen, MD, FHRS,* Pierre Bordachar, MD,

La vision contemporanea

Definiciones

Bloqueos Bloqueos Bloqueos
atipicos Periinfarto Parietales IV



BRI ATIPICO
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Se observan en pacientes postinfarto con BRI previos

en el cual hay efectos de superposicion de anormalidades eléctricas.
Se observan ondas Q en multiples derivaciones complejos QS o

QR en derivaciones laterales



Fragmented Wide QRS on a 12-Lead ECG
] A Sign of Myocardial Scar and Poor Prognosis [
Suhibesh K. Do, MU Hessam Sarah, MDD Waddah Maskoan, MDD Mark A Vchawl. MDD
Changyu Shen, PHD; Joaathaa Peng, MDD Goge Dundassad, MD; Jo MabeotSaran, MD
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Conc!usions.—f-wQR'S on a standard 12-lead ECG 1s a moderately sensitive and highly specific sign for myocardial scar
in patients with known or suspected coronary artery disease. f-wQRS 1s also an independent predictor of mortality. (Circ

Arrhythmia Electrophysiol. 2008;1:258-268.)



BLOQUEO INTRAVENTRICULAR PARIETAL
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Trastornos de conduccion intraventricular en el que el sitio afectado

se encuentra mas alla de las ramas del haz de His y sus subdivisiones
principales Estos pueden incluir la red de fibra de Purkinje o

miocardio patologico (p. €j., hipertrofia, fibrosis) de la pared ventricular.
Este trastorno de conduccion intraventricular se puede observar

en presencia de un sistema de conduccién proximal conservado

(His mas ramas) .



HVI bloqueo parietal BRI

D. ECG after 5 years: QRS duration = 128 ms
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E. ECG after 6.5 years: QRS duration = 142 ms
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A, Initial ECG; QRS duration = 76 ms
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B. ECG 1 year later: QRS duration = 148 ms
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Bloqueos periinfarto
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Paciente anosa con oclusion de DA en tercio medio . Las ondas Q en V5V6
van en contra de BRI. La zona necrotica apical de color purpura enlentece la
conduccion a ese nivel.



TRIAL TRC

Pacientes incluidos erroneamente en los grandes trials:

ORrBBB
Oiess

ENICD

COMPANION MIRACLE CARE-HF REVERSE MADIT-CRT RAFT Overall Stu™



Table 1 Main CRT cutcemes in NICD patients
Studies Effects of CRT in patients with NICD

MIRACLE™ At & months:
Imprevement in quality of life (# = .038)}
Trend for improvement in funcenal status (NYHA class} (# = .08}
Neimprevementin E-minute walking test (# = (141}, exerase ime (P = (469}, or MVo, = peak cxygen cornsumption (# = .232)
CARE-HF* MNe pesitive or negative asseaation with NICD
In mulbvanable analysis, REBB was asscoated with a werse pregnesis (death of any cause and unplanned hespitalization
for management of a major cardicvascular event; HR 2.043, 85% CI 1.322-3.157}
REVERSE'® No improvement in clinical composite score® (OR 0.72, 35% (I 0.40-1.57)
Ne improvement in compesite endpeint (tme to first HF hespitalization and all-cause death; HR 0.60; # = .31}
MNe reverse remedeling: ne improvement in LV ejectien fracien and ne reduction in LV end-systelic and end-diastehic
velumes
MADIT-CRT**  No improvement in the following:
HF evert or death: HR 1.44 (35% CI 0.BB-2.36), # = .143
HF evertz HR 1.31(25% CI 0.78-2.18}, # = .30&
Death: HR 2.00 (5% (I 0.80-5.02}, P = .139
VT/VF: HR 1.08 {(25% CI 0.62-1.71}, # = .723
VF HR 1.32 (35% O 0.54-3.25}, # = .544
VT/VF/death: HR 1.18 (95% CI 0.77-1.7%}, # = .453
VF/death: HR 1.43(95% CI 0.74-2.74}, # = 284
RAFT*? Ne improvement in the fellowing:
Compesite endpeint (death of any cause or HF leading te hespitalization): HR 1.116 (35% CI 0.686-1.815), # = (657
Death: HR 0.230 (25% CI 0.491-1.761}, # = .B25
HF hespitalizatien: HR 1.021 (35% CI 0.574-1.815}, P = .%44

CARE-HF — CardiacResynchronizationin Heart Failure; (T — confidence interval; CRT — cardiac resynchronization therapy; HF — heart failure; HR — hazard
ratio; LW — left wentricle; MADIT-CRT — Multicenter Automatic Defibrillator Implantation Tral With Cardiac Resynchronization Therapy; MIRACLE — Multicenter
InSync Randomized Clinical Evaluation; Mo, — peak oxygen consumption; NICD — nonspeofic intraventricular conduction delay; NYHA — New York Heart
Association; OR — odds ratio; RAFT — Resynchronization Defibrillation for Ambulatory Heart Failure Trial; RBBB — right bundle branch block; REVERSE —
Resynchronization Reverses Remodeling in Systolic Left Ventricular Dysfunction; VF — wentricular fibrillation; VT — wentricular tachycardia.

La conclusion en esta tabla es que la casi totalidad de los
Paciente con TNEC fueron no respondedores



CONTEMPORARY REVIEW

Nonspecific intraventricular conduction delay:
Definitions, prognosis, and implications for cardiac
resynchronization therapy

Romain Eschalier, MD, PhD, ' Sylvain Ploux, MD, PhD, Philippe Ritter, MD,
@he[ Haissaguerre, MD, Kenneth A. Ellenbogem-MD, FHRS,* Pierre Bordachar, MD,

La vision contemporanea es que :

Bloqueos Bloqueos Bloqueos
atipicos Periinfarto Parietales IV

Deben ser considerados

Retardos no especificos de la conduccion intraventricular
Y su reconocimiento es de vital importancia

para la seleccion de pacientes para TRC



Conclusiones

* Los brillantes conceptos con respecto a las
definiciones de cada tipo de bloqueo desde el
punto de vista ECG-VCG, deben aplicarse
clinicamente a la hora de elegir un paciente apto
para ser resicronizado.

* La TRC es la unica terapia que ha logrado detenery
aun revertir la evolucion de la IC a pesar de la
terapia medicamentosa maxima.



