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Imaging Examination in Radiofrequency Catheter Ablation of Atrial Fibrillation
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[ Abstract] Radiofrequency catheter ablation has become the first-line treatment for atrial fibrillation in clinic, and adequate
preoperative and postoperative evaluation is of great value in improving the success of surgery and reducing the complications. In recent years,
with the emergence of various new imaging methods and the continuous development of existing imaging techniques, the perioperative
evaluation system of atrial fibrillation ablation has been diversified. Familiar and accurate use of imaging examination plays an irreplaceable
role in guiding patient selection, preoperative preparation and prognosis judgment.
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