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[ Abstract] Conventional right ventricular pacing has been considered not an ideal pacing site, which may cause ventricular systolic

dyssynchrony, lead to pacing-induced cardiomyopathy, and increase hospitalization rate for heart failure. His bundle pacing ( HBP), a

physiological form of pacing, has advantage in preserving electrical and mechanical synchronization. In atrial fibrillation patients with heart

failure , pacing-induced cardiomyopathy and requiring cardiac resynchronization therapy, HBP can maintain and improve cardiac function. At

present, the application of HBP in patients with heart failure is increasing gradually. This paper reviews the progress in this field.
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