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[ Abstract] Objective To investigate the feasibility and efficacy of CARTO system for guiding catheter
ablation of ventricular outflow tract premature heats and tachycardia. Methods Thirty patients with ventricular
outflow tract premature beats and tachycardia were performed radiofrequency catheter ablation guided by CARTO. In
all 30 cases, the exciting point originated from the right ventricular outflow tract, the left coronary cusp and great
cardiac vein were 26, 2 and 2 cases, respectively. Results All ablations were successfully performed, but
ventricular premature beats less than 4000/24h recurred in one case during follow—up. Conclusions Catheter
ablation guided by CARTO was safe and efficiency for ventricular outflow tract premature beats and tachycardia.
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Fig. 1 EKG of VPBs originate from RVOT
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Fig. 2 EKG of VPBs originate from LCC
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Fig.3 EKG of VPBs originate from GCV
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Fig. 4 Mapping RVOT VPBs by CARTO
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Tab. 1 The original of VPBs (n)
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Fig. 5 Mapping LCC VPBs by CARTO
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Fig. 6 Mapping GCV VPBs by CARTO
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Tab. 2 Result of catheter ablation (X +5)
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