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[ Abstract ] Electrocardiogram is an important diagnostic method for cardiovascular diseases,including intracoronary electrocardiogram

(1. C. ECG). I. C. ECG, with good sensitivity, high specificity, real-time advantages, has a good ability to evaluate myocardial ischemia,

myocardial viability and collateral circulation function during the interventional treatment. However, its clinical application is still not

extensive enough. Since it is an underutilized cheap tool,its performance and practical potential has the great application prospect.
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