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Idiopathic VT 



Idiopathic VT – By origin 
 
◆ RVOT 
◆ LVOT 
◆ Others: 

• Fascicular VT (Idiopathic LV VT) 
• RV/LV free wall / Septum  
• Epicardial 
• Tricusp/Mitral annulus VT 



Differential diagnosis 







RVOT LCS 

RV 



Clinical presentation 



LVOT VT 
  

-  Early transition V1-V2 
-  DI S wave 
-  S wave in V5/V6 

infravalvular (otherwise 
supravalvular) 

RVOT vs. LVOT 
RVOT VT 

 - Late transition ≥V3  
 - Septal: QRS≤140, DII/III R, 
aVL QRS (-) 
 - Free wall: QRS>140, DII/III 
RR’-Rr’  





§ S wave in I and R transition in V1: aortic cusp 
§ S wave in V5 and V6: infravalvular 



§ S wave in I and R transition in V3: aortic cusp 
§  No S wave in V5 and V6 : supravalvular origin 



Finding the right ablation spot! 

■ Activation Mapping 
■ Pace-Mapping 
■ Electroanatomic mapping 

✦  CARTO 
✦  EnSite-Navx 

■ Non-contact mapping (EnSite-baloon): 
Not possible in LVOT VT ! 



RFA-Practical guide 

q  VT induction 
q  Programmed ventricular stimulation 
q  Burst pacing 
q  Drugs: isuprel, alupent, dobutamine 



RFA-Practical guide 

q   Mapping  
q  Activation mapping during VT  

q  PVC mapping  

q  If we are definitely sure about LVOT origin, we start mapping 
the aortic cusp first.  

q  If we are not definitely sure about LV origin, we first map in 
the right site (RVOT,  PA, ParaHisian) 

q  If there is no early activation in the right site, than we move 
to the left side  

q  If there is no early activation in the right and left site, there is 
ablation failure or relapse consider epicardial mapping 



RFA-Practical guide 

q   Ablation at the aortic cusp 
q  Less power (Max 30 watts) 

q  Lower heat (Max 55-60 C)  

q  Fewer RF application 

q  Cryo energy may be preferred? 

q  Better stability 

q  Less endothelial damage 

q  Less coagulum 

q  More precise lesion border 



VT Pacemapping  
at the LCC 

 

Activation mapping  
at the LCC 

RFA 











CASES 



Case 

■  28 years old female with long history of palpitation 
■  P.exam: Normal except irregular pulse 
■  ECG: Outflow tract PVC 
■  Echocardiography: Normal 
■  Exersize test: Normal,  No VT 
■  Holter: Frequent PVC 



Case  1 









Case  2 





RAO LAO (His potential at CS 7-8) 

Case  3 



Case  4 





Case  5 











■  76 years old male 
■  Have VDD pacemaker  for complete AV block 
■  ECG: Wide QRS complex tachcardia with supeiro 

axis and QRS pattern (Baseline ECG: AF and 
complet AV block, %100 V pacing) 

■  EKO: LV normal 
■  KAG: Normal 

Case  6 








