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Application situation of stress echocardiography in pulmonary hypertension
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Summary Pulmonary hypertension is a pathophysiological state with abnormally increased pulmonary artery

pressure due to various causes, and it is usually diagnosed in the advanced stage, leading to intractable treatment

and poor prognosis. Stress echocardiography reveals the changes of hemodynamics and functional status of pulmo-

nary circulation in stress, and it may play a crucial role in early screening, diagnosis and prognostic assessment of

pulmonary hypertension.
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Summary Left ventricular non-compaction cardiomyopathy (LVNC) is characterised by prominent trabecu-
lae, intratrabecular recesses, and left ventricular myocardium abnormity, most frequently at the apex presenting
with abnormal trabeculae. It can be associated with left ventricular dilation, systolic or diastolic dysfunction, or va-

rious forms of congenital heart disease. It can result in left heart failure, right heart failure or whole heart failure.
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