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Research progress of left bundle branch pacing”
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[ Abstract] Pacemaker implantation is the only effective method to treat symptomatic bradyarrhythmia.
Traditional right ventricular pacing is a kind of non-physiological pacing, which can lead to electromechanical
asynchrony and increase the risk of heart failure,atrial fibrillation and death. In recent years, the his bundle
pacing (HBP) has been used more and more as a kind of physiological pacing. However, the operation of HBP
is relatively complex,the success rate of operation is low,and the pacing threshold is chronically increased for
a long time and some left bundle branch block can not be corrected, these factors limit its use. Left bundle
branch pacing and HBP can also quickly synchronize the left ventricle, which can be used as a substitute for
physiological pacing, meanwhile can also achieve the cardiac resynchronization. It represents a good effect on
heart failure patients with complete left bundle branch block. This article reviews the current research status
of left bundle branch pacing.
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