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F I G U R E 1 Multimodality Imaging Platform to Guide LV Endocardial Electrode Implantation

(A) Custom-built guide cardiac resynchronization therapy software platform detailing distribution, burden and transmurality of cardiac magnetic
resonance (CMR)–derived myocardial ﬁbrosis demonstrating full thickness of anteroseptal infarct. Segments with >50% scar burden or
transmurality are colored red and those with <50% scar burden or transmurality are green. (B) CMR-derived scar mask (left, purple) alongside a
contact bipolar voltage scar map (low voltage in red or yellow as per scale) with excellent agreement (both in left anterior oblique view).
(C) CMR-derived 3-dimensional shell split into 16 American Heart Association segments, overlaid onto ﬂuoroscopy in real time to facilitate
WiCS-LV (EBR Systems, Sunnyvale, California) delivery. Colors correspond to those in the bullseye plot entitled scar distribution (A). WiCS-LV
delivery catheter with electrode in situ, positioned in the anterolateral position (orange tag on CARTO 3 [Biosense Webster, Diamond Bar,
California] map) (B). LVEDV ¼ left ventricular end-diastolic volume; LVEF ¼ left ventricular ejection fraction; LVESV ¼ left ventricular
end-systolic volume; SDI ¼ systolic dys-synchrony index.
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T A B L E 1 Univariate Cox Model for Time From RT to Cardiac Events (n ¼ 47 With MACE)

Univariate

Age, yrs

Total (N ¼ 487)

HR

95% CI

53.2  12.1

1.02*

1.00–1.04

Multivariate
p Value

0.05

Male

292 (60)

1.47

0.80–2.70

CAD

101 (21)

3.4

2.00–5.90

<0.0001

Diabetes mellitus

176 (36)

3.56

1.97–6.45

<0.0001

Hypertension

456 (93)

1.25

0.30–5.15

283 (58)

2.14

Hyperlipidemia
Months between stress test and RT

11.2  11.0

1.11–4.12

HR

95% CI

1.03*

1.00–1.06

p Value

0.023

0.21
2.59

1.37–4.88

0.0033

0.76
0.023

1.02†

1.00–1.04

0.054

1.02†

1.00–1.04

0.046

2.92

1.48–5.75

0.0020

1.75

0.86–3.57

0.12

Abnormal stress test and no revascularization‡

43 (9)

Abnormal stress test (inducible perfusion defect or WMA)

53 (11)

2.82

1.48–5.37

0.0016

Abnormal stress test (inducible perfusion) $2 segments vs. <2 segments

42 (9)

2.63

1.30–5.31

0.0072

Stress test/DD
Abnormal stress/grade 0–1

40 (8)

2.43

1.15–5.17

Abnormal stress/grade 2–3

13 (3)

5.10

1.78–14.6

Normal stress/grade 2–3

51 (10)

1.41

0.50–4.03

Normal stress/grade 0–1

383 (79)

Ref.

—

0.0052

Values are mean  SD or n (%). *1-year increase. †1-month increase. ‡Compared to normal or revascularized.
CAD ¼ coronary artery disease; CI ¼ conﬁdence interval; DD ¼ diastolic dysfunction; HR ¼ hazard ratio; MACE ¼ major adverse cardiovascular event; RT ¼ renal transplantation; WMA ¼ wall motion
abnormal.

