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[ Abstract ] Outflow tract ventricular arrhythmia is the most common idiopathic ventricular arrhythmia. Radiofrequency catheter

ablation has become the main treatment. According to the 12-lead surface electrocardiogram, the origin of outflow tract ventricular arrhythmia

can be preliminarily predicted, which has important clinical significance and value for mapping and ablation.

[ Key words ] Outflow tract ventricular arrhythmia; Origin; Electrocardiogram; Radiofrequency catheter ablation
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