
•  Locate His bundle or tricuspid valve (TV) annulus or 
inject contrast via guide catheter to defi ne the TV

• RAO view 20°–30° 
• Store for reference

•  Advance guide catheter into right ventricle 15–20 mm 
distal to the  His region towards apex

• RAO view 30°
•  Keep lead in guide catheter to avoid snagging of the 

helix on TV 
•  Apply slight counterclockwise torque on guide 

catheter to position catheter tip against septal wall 
• Push lead out by a few mm
• Presence of Current of Injury indicates good contact

Pacemap

• Visualize ECG lead V1
• Look for a "W" pattern in lead V1 (not mandatory)1

• Look for discordance in leads II and III

Septal Position

• Positive II and III-High septum
• Positive II and negative III-mid septum 
• Negative II and III-lower septum

• Change to LAO view 30°–40°

•  Guide catheter should be 10°–40° superiorly to 
horizontal plane

Step 1

Step 2

Step 3

Step 4

Left bundle branch network-purple: 
His and LBB target area

Left Bundle Branch Area Pacing (LBBAP) 
Implant Guide
Step-by-Step Physician Directed Implant Guide (Based on EHRA Consensus 
Document.)1 Prep the Solia S pacing lead per BIOTRONIK’s handling 
recommendations (see Special Handling with Solia S Lead Delivered via Selectra 3D)



RWPT

V6-V1 interpeak

Lead progression with continuous fluoroscopy in LAO 30-40 degree

Paced QRS morphology unipolar

Monitor unipolar pacing impedance (> 200 Ω drop)

Monitor injury current

•  Rapidly rotate lead body while applying some forward 
pressure 
 (maintains guide catheter position)

• Parameters to monitor lead depth (see table)

• Continue rotating lead until: 
• Paced QRS morphology is compatible with LBBAP

•  QRS transition from non-selective* to LVSP or 
selective† LBBAP during threshold test

•  R wave peak time (RWPT): measured from pacing 
stimulus to peak of R wave in V6

 •  •  < 75 ms (native narrow QRS or isolated right bundle 
branch block (RBBB))

 •  •  RWPT < 80 ms (left bundle branch block (LBBB), 
intraventricular conduction disease (IVCD) RBBB + 
fascicular block, wide escape rhythm, asystole)

• V6–V1 interpeak time > 44ms

• Test lead stability by gently pulling on the lead

• Implant additional leads as necessary

• Check paced QRS and threshold prior to slitting guide catheter

• Perform threshold test

• Adjust slack 
• Perform fi nal threshold test and check QRS paced morphology

Step 5

Step 6

Step 7

Step 9

Step 10

Step 8

Step 11

1 Burri H, Jastrzebski M, Cano Ó, Čurila K, de Pooter J, Huang W, Israel C, Joza J, Romero J, Vernooy K, Vijayaraman P, Whinnett Z, Zanon F. EHRA clinical consensus 
statement on conduction system pacing implantation: endorsed by the Asia Pacifi c Heart Rhythm Society (APHRS), Canadian Heart Rhythm Society (CHRS), and Latin 
American Heart Rhythm Society (LAHRS). Europace. 2023 Apr 15;25(4):1208-1236. doi: 10.1093/europace/euad043. PMID: 37061848; PMCID: PMC10105878.
* Non-selective capture: Capturing both the LBB and the adjacent local septal myocardium results in nonselective LBBP with no discrete local EGM and electrocardiogram 
morphology slightly different from that of selective LBBP. Defi nition per: Huang W, Chen X, Su L, Wu S, Xia X, Vijayaraman P. A beginner's guide to permanent left bundle 
branch pacing. Heart Rhythm. 2019 Dec;16(12):1791-1796. doi: 10.1016/j.hrthm.2019.06.016. Epub 2019 Jun 22. PMID: 31233818.
† Selective capture: Capturing only the left bundle branch, demonstrated with a discrete local component separate from the pacing artifact. 
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