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Introduction

Pacemaker implantation is indicated in bradyar-
rhythmias, including sinus node dysfunction, 
 bifascicular block, trifascicular block, and atrio-
ventricular (AV) block [1]. Standard ventricular 
pacing is normally performed from the right ven-
tricular (RV) apex, owing to the long-term stability 
this position offers and the ease with which it can 
be accessed for lead placement. Many recently con-
ducted clinical studies have illustrated that RV pac-
ing is associated with an increase in the risk of atrial 
fibrillation (AF), among other adverse effects [2]. 
Conventional RV pacing disrupts the ventricular 
synchrony that is observed in a normal heart. This 
may lead to mitral insufficiency, left atrial enlarge-
ment, and left ventricular (LV) hypertrophy, which 
collectively predispose to AF [3].

A contemporary approach to circumvent the 
detrimental effects associated with RV pacing is 
the incorporation of pacing algorithms in dual-
chamber pacemakers. These algorithms focus on 
preserving physiological ventricular activation as 
much as possible, with periodic changes in pac-
ing mode and/or timing cycles in an attempt to 

minimize ventricular pacing [4]. However, whether 
minimizing ventricular pacing actually decreases 
the incidence of AF remains controversial. While 
certain randomized controlled trials (RCTs) have 
demonstrated that minimizing ventricular pacing, 
mediated by novel pacing algorithms, is associated 
with a reduction in AF incidence [5–9], others have 
shown no such correlation [2, 10–14]. Therefore, 
we conducted a systematic review and meta-anal-
ysis of RCTs with the aim of comparing the inci-
dence of AF between minimizing ventricular pac-
ing and conventional pacing protocols in patients 
with permanent pacemakers.

Methods

Search Strategy, Inclusion Criteria, and 
Quality Analysis

This systematic review and meta-analysis was 
performed according to the Preferred Reporting 
Items for Systematic Reviews and Meta-Analyses 
(PRISMA) statement [15]. It has been registered 
with PROSPERO. PubMed, Embase, and the 
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Background: Right ventricular pacing disrupts atrioventricular synchrony and increases the risk of atrial fibrillation 
(AF). However, whether algorithms for minimizing ventricular pacing reduce the incidence of AF remains controver-
sial. Therefore, we conducted a systematic review and meta-analysis to compare the incidence of AF between minimiz-
ing ventricular pacing and conventional pacing protocols in patients with pacemakers implanted.
Methods: The PubMed, Embase, and Cochrane Library databases were searched up to August 1, 2017, for rand-
omized controlled trials that reported the incidence of AF in patients with and without the use of algorithms for mini-
mizing ventricular pacing.
Results: Eleven studies comprising 5705 participants (61% males, mean age 71 years [standard deviation 11 years]) 
were finally included in the analysis. The mean follow-up duration was 24 months. Use of algorithms for minimiz-
ing ventricular pacing significantly reduced the incidence of AF, with an odds ratio of 0.74 (95% confidence interval 
0.55–1.00; P < 0.05). There was moderate heterogeneity among studies (I2 = 63%).
Conclusions: The incidence of AF was reduced by 26% with use of algorithms for minimizing ventricular pacing. 
The incorporation of such algorithms in routine clinical practice should in theory lead to a decrease in AF-related mor-
bidity and mortality.
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Significance Statement: Right ventricular pacing disrupts atrioventricular synchrony and increases the risk of atrial 
fibrillation (AF). Whether algorithms for minimizing ventricular pacing reduce the incidence of AF remains controver-
sial. This systematic review and meta-analysis demonstrates that minimizing ventricular pacing significantly reduced the 
incidence of AF, with an odds ratio of 0.74. This has important implications for the long-term prognosis of these patients.
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Cochrane Library were searched up to August 1, 
2017, with no language restriction, for studies that 
investigated the incidence of AF with and with-
out minimizing ventricular pacing. The following 
search terms were used: [“minimizing right ven-
tricular pacing” or “managed ventricular pacing” 
or “minimize ventricular pacing” or “ventricular 
pacing reduction”]. The following inclusion criteria 
were applied: (1) the design of the study was an RCT 
in humans; (2) AF incidence was reported for mini-
mizing ventricular pacing and nonminimizing ven-
tricular pacing modes. Quality assessment of RCTs 
was performed with the Cochrane Collaboration’s 
tool (Supplementary Figures 1 and 2) [16].

Data Extraction and Statistics

Data from the different studies were entered in a pre-
specified spreadsheet in Microsoft Excel. All poten-
tially relevant reports were retrieved as complete 
articles and assessed for compliance with the inclu-
sion criteria. In this meta-analysis, the extracted 
data elements consisted of (1) publication details 
(last name of first author, publication year, and loca-
tion); (2) the follow-up duration; (3) the end points; 
(4) the quality score; and (5) the characteristics of 
the population, including sample size, sex, age, and 
number of participants. Two reviewers (I.L. and 
M.G.) independently reviewed each included study, 
and disagreements were resolved by adjudication 
with input from a third reviewer (G.T.). The end 
point for this meta-analysis was incident AF. Event 
rates for AF were extracted for each study. This ena-
bled the calculation of odds ratios, which were then 
pooled in the meta-analysis.

Heterogeneity between studies was determined 
with Cochran’s Q, which is the weighted sum 
of squared differences between individual study 
effects and the pooled effect across studies, and the 
I2 statistic from the standard chi-square test, which 
is the percentage of the variability in effect estimates 
resulting from heterogeneity. I2 > 50% was consid-
ered to reflect significant statistical heterogeneity. 
A fixed-effects model was used if I2 < 50%; other-
wise the random-effects model using the inverse 
variance heterogeneity method was selected. To 
locate the origin of the heterogeneity, sensitivity 
analysis excluding one study at a time was per-
formed. Funnel plots, the Begg and Mazumdar rank 

correlation test, and Egger’s test were used to detect 
possible publication bias.

Results

Figure 1 shows a flow diagram detailing the search 
strategy and study selection process. In total, 215 
publications were retrieved from PubMed and 
115 were retrieved from Embase. A total of 11 stud-
ies involving 5705 patients (mean age 71 years 
[standard deviation 11 years], 61% males) were 
included. The baseline characteristics of these 
studies are listed in Table 1. The mean follow-up 
duration was 24 months. Our meta-analysis shows 
that use of algorithms for minimizing ventricular 
pacing significantly reduced the odds of develop-
ing AF (odds ratio 0.74; 95% confidence interval 
0.55–1.00; P < 0.05; Figure 2). Cochran’s Q was 
greater than the number of degrees of freedom (27 
vs. 10), suggesting the true effect size was different 
among the various studies. Moreover, I2 was 63%, 
indicating the presence of moderate heterogeneity. 
This was potentially due to variations in study pro-
tocols, ranging from differences in sample sizes and 
follow-up periods to the definitions of incident AF 
used. Sensitivity analysis by a leave-one-out study 
did not significantly alter the pooled odds ratio 
(Supplementary Figure 3). Funnel plots plotting 
standard error or precision against the logarithm of 
the odds ratio are shown in Supplementary Figures 

Figure 1: Flow Diagram Detailing the Search Strategy 
and Study Selection Process for This Systematic Review 
and Meta-Analysis of the Effects of Minimizing Ventricular 
Pacing in Reducing the Incidence of Atrial Fibrillation (AF).
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4 and 5, respectively. Begg and Mazumdar rank cor-
relation suggested no significant publication bias 
(Kendal’s τ was −0.2; P > 0.05). Egger’s test dem-
onstrated no significant asymmetry (intercept  −  0.8, 
t = 0.5; P > 0.05).

Discussion

This study was a systematic review and meta-analy-
sis of 11 RCTs evaluating the effects of minimizing 
ventricular pacing on the incidence of AF in 5705 
patients. The main finding was a 26% reduction in 
the risk of incident AF with use of algorithms for 
minimizing ventricular pacing compared with no 
use.

Electrical activation of the heart typically occurs 
through the cardiac conduction system. Many 
defects that may manifest themselves in this normal 
pathway are treated by pacemaker implantation, 
involving the RV apex. Pacing of the right ventricle 
is nonphysiological, and provides a route through 
which the depolarization wave can circumvent the 
standard pattern of myocardial activation. As such, 
this leads to delayed stimulation of the left ventricle 
akin to that in left bundle branch block [18], in turn 
culminating in ventricular dyssynchrony, along with 
an increased risk of mitral insufficiency, left atrial 
enlargement, and LV hypertrophy, all of which col-
lectively induce AF [3]. The underlying pathophys-
iological mechanisms consist of atrial structural 
remodeling via fibrosis: an electrophysiological 

substrate that predisposes to arrhythmogenesis by 
reducing the conduction velocity of action poten-
tials propagating through the atria [19]. The neces-
sity of pacing for patients with bradyarrhythmias 
coupled with its evident indirect role in AF patho-
genesis presents a clinical dilemma, wherein arti-
ficial stimulation needs to be delivered at just the 
optimal dosage so as to maximize treatment while 
preventing the development of detrimental atrial 
arrythmias.

Conventional dual-chamber pacemaker strate-
gies, albeit effective in sustaining AV synchrony, 
involve higher incidences of pacing that, as already 
mentioned, limit therapeutic benefit by enhancing 
ventricular dysfunction [20]. One solution pro-
posed to overcome this problem is the use of alter-
native pacing sites instead of the RV apex, aim-
ing to conduct the electrical wavefront in a more 
physiological manner throughout the heart [21]. 
The primary anatomical locations that have been 
investigated include the RV outflow tract, the intra-
ventricular septum, and the bundle of His. Although 
some evidence suggests the superiority of such sites 
over apical pacing in terms of dyssynchrony bur-
den as well as LV function and structure [22, 23], 
there are also data supporting the contrary [24]. 
More recently, however, the advent of algorithms 
for minimizing ventricular pacing provides another 
possible answer to the issue of unwanted, exces-
sive pacing. These algorithms accomplish this by 
prolonging the AV interval such that intrinsic AV 

Figure 2: Odds Ratios for Included Studies Examining the Effects of Minimizing Ventricular Pacing Algorithms on the 
Incidence of Atrial Fibrillation.
Meta-analysis of 11 randomized controlled trials revealed that the use of algorithms for minimizing ventricular pacing signifi-
cantly reduced the odds of developing atrial fibrillation. CI, confidence interval.
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conduction, if present, is maintained and ventricular 
stimulation, in turn, is delivered only in the absence 
of an AV impulse within the elongated period [25]. 
The feasibility of these algorithms has been heav-
ily scrutinized with the conduction of many RCTs 
intending to examine the effect of different ven-
tricular pacing reduction modalities compared with 
conventional dual-chamber pacing on the incidence 
of AF. A meta-analysis of the data from seven such 
RCTs failed to demonstrate a significant difference 
in the occurrence of new-onset AF in these two 
groups [26]. However, this investigation excluded 
certain trials because of their crossover study 
design, leading to exclusion of some key cohorts. 
In contrast, our meta-analysis included data from 
four additional trials, with the pooled-effect esti-
mate showing a significant benefit in minimizing 
ventricular pacing for reducing incident AF. Given 

this apparent therapeutic advantage, together with 
its additional benefits, such as increasing device 
longevity and reducing the need for device replace-
ment and its subsequent complications, the incorpo-
ration of algorithms for minimizing ventricular pac-
ing in routine clinical practice should in theory lead 
to a decrease in AF-related morbidity and mortality.

Conflicts of Interest

The authors declare that they have no conflicts of 
interest.

Funding and Acknowledgment

G.T. thanks the Croucher Foundation of Hong Kong 
for his clinical assistant professorship.

REFERENCES

1. Gregoratos G, Cheitlin MD, Conill 
A, Epstein AE, Fellows C, Ferguson 
TB, et al. ACC/AHA guidelines for 
implantation of cardiac pacemakers 
and antiarrhythmia devices: executive 
summary. A report of the American 
College of Cardiology/American 
Heart Association Task Force on 
Practice Guidelines (Committee 
on Pacemaker Implantation). 
Circulation 1998;97(13):1325–35.

2. Gillis AM, Pürerfellner H, Israel CW, 
Sunthorn H, Kacet S, Anelli-Monti 
M, et al. Reducing unnecessary right 
ventricular pacing with the managed 
ventricular pacing mode in patients 
with sinus node disease and AV 
block. Pacing Clin Electrophysiol 
2006;29(7):697–705.

3. Yadav R, Jaswal A, Chennapragada 
S, Kamath P, Hiremath SMS, Kahali 
D, et al. Effectiveness of Ventricular 
Intrinsic Preference (VIP™) and 
Ventricular AutoCapture (VAC) 
algorithms in pacemaker patients: 
results of the validate study. J 
Arrhythm 2016;32(1):29–35.

4. Murakami Y, Tsuboi N, Inden Y, 
Yoshida Y, Murohara T, Ihara Z, et al. 
Difference in percentage of ventricu-
lar pacing between two algorithms for 

minimizing ventricular pacing: results 
of the IDEAL RVP (Identify the Best 
Algorithm for Reducing Unnecessary 
Right Ventricular Pacing) study. 
Europace 2010;12(1):96–102.

5. Boriani G, Tukkie R, Manolis 
AS, Mont L, Pürerfellner H, 
Santini M, et al. Atrial antitachy-
cardia pacing and managed ven-
tricular pacing in bradycardia 
patients with paroxysmal or per-
sistent atrial tachyarrhythmias: the 
MINERVA randomized multicen-
tre international trial. Eur Heart J 
2014;35(35):2352–62.

6. Stockburger M, Boveda S, Moreno 
J, Da Costa A, Hatala R, Brachmann 
J, et al. Long-term clinical effects 
of ventricular pacing reduction 
with a changeover mode to mini-
mize ventricular pacing in a general 
pacemaker population. Eur Heart J 
2015;36(3):151–7.

7. Sweeney MO, Bank AJ, Nsah E, 
Koullick M, Zeng QC, Hettrick D, 
et al. Minimizing ventricular pac-
ing to reduce atrial fibrillation in 
sinus-node disease. N Engl J Med 
2007;357(10):1000–8.

8. Thibault B, Ducharme A, Baranchuk 
A, Dubuc M, Dyrda K, Guerra PG, 

et al. Very low ventricular pacing 
rates can be achieved safely in a 
heterogeneous pacemaker popu-
lation and provide clinical ben-
efits: the CANadian Multi-Centre 
Randomised Study-Spontaneous 
AtrioVEntricular Conduction pRes-
ervation (CAN-SAVE R) trial. J Am 
Heart Assoc 2015;4(7):e001983.

9. Veasey RA, Arya A, Silberbauer J, 
Sharma V, Lloyd GW, Patel NR, 
et al. The relationship between 
right ventricular pacing and atrial 
fibrillation burden and disease 
progression in patients with par-
oxysmal atrial fibrillation: the 
long-MinVPACE study. Europace 
2011;13(6):815–20.

10. Sweeney MO, Ellenbogen KA, 
Tang AS, Whellan D, Mortensen 
PT, Giraldi F, et al. Atrial pacing 
or ventricular backup-only pacing 
in implantable cardioverter-defi-
brillator patients. Heart Rhythm 
2010;7(11):1552–60.

11. Pakarinen S, Toivonen L. 
Minimizing ventricular pacing by 
a novel atrioventricular (AV) delay 
hysteresis algorithm in patients with 
intact or compromised intrinsic AV 
conduction and different atrial and 



I. Lakhani et al., Minimizing ventricular pacing and AF incidence 7

ventricular lead locations. Ann Med 
2013;45(5–6):438–45.

12. Botto GL, Ricci RP, Bénézet JM, 
Nielsen JC, De Roy L, Piot O, 
et al. Managed ventricular pacing 
compared with conventional dual-
chamber pacing for elective replace-
ment in chronically paced patients: 
results of the Prefer for Elective 
Replacement Managed Ventricular 
Pacing randomized study. Heart 
Rhythm 2014;11(6):992–1000.

13. Davy JM, Hoffmann E, Frey A, 
Jocham K, Rossi S, Dupuis J-M, 
et al. Near elimination of ventricu-
lar pacing in SafeR mode com-
pared to DDD modes: a randomized 
study of 422 patients. Pacing Clin 
Electrophysiol 2012;35(4):392–402.

14. Stockburger M, Defaye P, Boveda 
S, Stancak B, Lazarus A, Sipötz J, 
et al. Safety and efficiency of ven-
tricular pacing prevention with an 
AAI-DDD changeover mode in 
patients with sinus node disease 
or atrioventricular block: impact 
on battery longevity-a sub-study 
of the ANSWER trial. Europace 
2016;18(5):739–46.

15. Moher D, Shamseer L, Clarke M, 
Ghersi D, Liberati A, Petticrew M, 
et al. Preferred reporting items for 
systematic review and meta-analysis 
protocols (PRISMA-P) 2015 state-
ment. Syst Rev 2015;4:1.

16. Higgins JP, Altman DG, Gøtzsche 
PC, Jüni P, Moher D, Oxman AD, 
et al. The Cochrane Collaboration’s 
tool for assessing risk of bias 

in randomised trials. Br Med J 
2011;343:d5928.

17. Malliet N, Talajic M, Roy D, 
Dubuc M, Khairy P, Macle L, et al. 
Minimizing unnecessary ventricular 
pacing with AAI-DDD pacing mode 
does not prevent atrial fibrillation 
compared to DDD pacing with long 
AV delay: insights from long-term 
follow-up of CAN-SAVER study 
patients. Heart Rhythm 2014. 11(5) 
Supplement 2014, Article PO02-51.

18. Ebrille E, DeSimone CV, Vaidya 
VR, Chahal AA, Nkomo VT, 
Asirvatham SJ. Ventricular pacing 
– electromechanical consequences 
and valvular function. Indian Pacing 
Electrophysiol J. 2016;16(1):19–30.

19. Choy L, Yeo JM, Tse V, Chan SP, Tse 
G. Cardiac disease and arrhythmo-
genesis: Mechanistic insights from 
mouse models. Int J Cardiol Heart 
Vasc. 2016;12:1–10.

20. Kossaify A, Zoghbi S, Milliez P. 
Assessment of ventricular pacing 
in the setting of an institutional 
improvement program: insights 
into physiological pacing. Clin Med 
Insights Cardiol. 2012;6:79–85.

21. Łuciuk D, Łuciuk M, Gajek J. 
Alternative right ventricular pac-
ing sites. Adv Clin Exp Med 
2015;24(2):349–59.

22. Leong DP, Mitchell AM, Salna I, 
Brooks AG, Sharma G, Lim HS, et al. 
Long-term mechanical consequences 
of permanent right ventricular pac-
ing: effect of pacing site. J Cardiovasc 
Electrophysiol 2010;21(10):1120–6.

23. Catanzariti D, Maines M, Cemin 
C, Broso G, Marotta T, Vergara G. 
Permanent direct his bundle pac-
ing does not induce ventricular 
dyssynchrony unlike conventional 
right ventricular apical pacing. 
An intrapatient acute comparison 
study. J Interv Card Electrophysiol. 
2006;16(2):81–92.

24. Shimony A, Eisenberg MJ, Filion 
KB, Amit G. Beneficial effects 
of right ventricular non-apical 
vs. apical pacing: a systematic 
review and meta-analysis of rand-
omized-controlled trials. Europace 
2012;14(1):81–91.

25. Akerström F, Arias MA, Pachón M, 
Jiménez-López J, Puchol A, Juliá-
Calvo J. The importance of avoiding 
unnecessary right ventricular pacing 
in clinical practice. World J Cardiol 
2013;5(11):410–9.

26. Shurrab M, Healey JS, Haj-Yahia 
S, Kaoutskaia A, Boriani G, Carrizo 
A, et al. Reduction in unnecessary 
ventricular pacing fails to affect 
hard clinical outcomes in patients 
with preserved left ventricular func-
tion: a meta-analysis. Europace 
2017;19(2):282–8.

Supplemental Material: The online 
version of this article (DOI: 10.15212/
CVIA.2019.0586) offers supplementary 
material, available to authorized users 
at the following link: https://cvia-jour-
nal.org/wp-content/uploads/2020/09/
Supplementary-Does-Minimizing-
Ventricular-Pacing-Reduce-the-1.pdf.

https://cvia-journal.org/wp-content/uploads/2020/09/Supplementary-Does-Minimizing-Ventricular-Pacing-Reduce-the-1.pdf
https://cvia-journal.org/wp-content/uploads/2020/09/Supplementary-Does-Minimizing-Ventricular-Pacing-Reduce-the-1.pdf
https://cvia-journal.org/wp-content/uploads/2020/09/Supplementary-Does-Minimizing-Ventricular-Pacing-Reduce-the-1.pdf
https://cvia-journal.org/wp-content/uploads/2020/09/Supplementary-Does-Minimizing-Ventricular-Pacing-Reduce-the-1.pdf

