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A physiologic pacemaker
to drive efficiency in practice and
Improve patient outcome.s




Powered by
intelligent algorithms.

AUTOMRI SAM




Backed by evidence.

ANSWER
STUDY

DREAM
STUDY

NS

Built on the heritage of Sori

Proven In

1

pacemaker technology.

D

ractice.’

REPLY PACEMAKERS

6 years

AFTER
IMPLANTATION

BEFLEX LEADS

D years

AFTER

IMPLANTATION

KORA 250 1S BUILT ON THE REPLY PLATFORM.

VEGA IS BUILT ON THE BEFLEX LEAD TECHNOLOGY.




AUTOMR]

Less time, more flexibility.

Making MRI scans
easy and safe for
pacemaker patients.

The presence of cardiovascular comorbidities
and others such as stroke, cancer and
osteoarthritis require pacemaker patients to
undergo MRI scans.&o

We designed the AutoMRI feature with both
patients and physicians in mind, ensuring
these costly procedures are as hassle-free as
they are safe and effective.” .12




TAKE THE WORK OUT OF WORKFLOW,. "

OTHER MRI MODES

Asynchronous

O

R — &8 - () -{— o8- &

AUTOMRI MODE

Asynchronous

;@—.%gc% @—5@

/ ONE FLEXIBLE VISIT ONLY
v/ AUTO SWITCH BACK TO INITIAL CONFIGURATION

v MINIMUM TIME IN ASYNCHRONOUS MODE




Optimal Patient Experience.”

AUutoMRI ensures that asynchronous mode

IS activated for the least amount
of time possible.

MR MOO®

HOW DOES

IT WORK?

1. MRI mode is set to "Auto’

(up to 48h).

2. Patient enters MRI > device

detects stror

and automat

g magnetic field

ically switches to

asynchronous mode.

3. 5 minutes after MRI > device
automatically switches back to
initial settings.
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SateR

Advanced AV management
for increased protection.samse

44/

Unique AV block diagnosis.

SafeR al
manage

pacema

ows for intelligent
ment of AV conduction,

dramatically reducing
unnecessary RV pacing in all

ker patients, including

AV b|OCk pa’[ientsoaam,wnsng
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SafeR diagnoses all types of AV block.

CONSECUTIVE BLOCKED
ATRIAL EVENTS

BLOCKED ATRIAL EVENTS

CONSECUTIVE
LONG PR INTERVALS

VENTRICULAR PAUSE




SateR”

The clinical benefits of SafeR
were investigated during the ANSWER
study after 3 years follow-up.:

SAFE & EFFECTIVE FOR ALL
BRADY PATIENTS, 59202




SafeR is the only pacing algorithm which has been proven
to strongly reduce ventricular pacing for AV block patients
as well as for SND patients.5e
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5_5 SAFER IN AVB
PATIENTS

VP < 40 40 < VP < 90 VP > 90

% OF PATIENTS

m SafeR™
HE DDD

460,

(34
284 24+ EFFECTS OF
I IJ 14 O SAFER IN SND

PATIENTS

VP < 40 40 < VP < 90 VP > 90

SAFER DRAMATICALLY INCREASES THE NUMBER OF

PATIENTS WITH LESS THAN 40% PACING. "




Proven to prevent HF."

The ANSWER study showed that
SafeR reduces the risk of HF hospitalization or

cardiac death by 51%. ®

HF HOSPITALIZATION OR CARDIAC DEATH
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RISK REDUCTION
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Months of follow-up

SAFER BENEFITS

Safely manages all types of AV block 352
Reduces RV pacing in SND and AV block patients 5192
Dramatically reduces the Vp below the 40% threshold

Reduces the risk of cardiac death or HF hospitalization by 57% *

Adds 2 years to device longevity »




SAM

Farly detection,
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Sleep apnea + cardiovascular comorbidities:
A dangerous combination

Severe Sleep Apnea is strongly associated with
and has a negative impact on cardiovascular

comorbidities:

58% HIGHER RISK OF HEART FAILURE 2

RISK OF ATRIAL FIBRILLATION IS 4 TIMES
HIGHER

MORE RESISTANCE TO PHARMACOLOGICAL
TREATMENT #

MORE RECURRENCE OF ATRIAL FIBRILLATION
AFTER ABLATION OR CARDIOVERSION #>2¢



PSG

Sleep Apnea is highly prevalent,
yet underdiagnosed.##=

1 out of 4 brady patients (SND or

AV block) suffers from severe sleep
apnea.?®

50-90% of patients are undiagnosed
and therefore, untreated. 2

SAM is a unigque Sleep Apnea Monitoring tool which has
been validated against the gold standard Apnea Hypopnea

I

Index determined by polysomnography.s
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Quick and efficient
follow-up.:

SAM detects and reports
severe sleep apnea allowing
for quick and efficient follow-
up to manage this dangerous
disorder.3®

RESPIRATORY
RDI DiISTURBANCE | 47
A INDEX (RDI)
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The world’'s smallest dual-chamber pacemaker
with no compromise on longevity.22

12 YEARS LONGEVITY IN ONLY 8ccC

KORA 250



<Kora 2o0

World's smallest dual-chamber pacemaker. *

TECHNICAL SPECIFICATIONS

KORA 250 SR DR
AutoMRI Mode . .
SafeR™ (AAl « DDD) o
Sleep apnea monitoring (SAM) . o
Dual sensor: MV+G . .
Physiological rest rate . .
Autothreshold V A&V
Autosensing A/V A&V
Lead polarity switch o o
Acceleration & AV delay shortening o
AF prevention .
SmartCheck™ o o
EGM channel A/V A&V
EGM stored 1.75 min 11 min

MRI TESTED LEADS

Lead /

Model number Fixation Introducer size Length
BEFLEX RF45D / RF46D Screw 6F/7F 52 cm/ 58 cm
VEGA R45/ R52 / R58 Screw 6F/7F 45cm/52cm/ 538 cm
XFINE J-SHAPED JX24D / JX25D Tines 48F/7F 45cm/ 52 cm
XFINE STRAIGHT TX25D / TX26D Tines 48F/7F 52 cm/ 58 cm

REFER TO USER'S MANUAL FURNISHED WITH THE DEVICE FOR COMPLETE INSTRUCTIONS FOR USE.
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