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Abstract Objective: To explore the value of Ventricular end-diastolic diameter ratio(VEDdR) in the evalua-

tion of congenital heart disease associated with pulmonary hypertension(CHD-PAH) in Tibetan, Han and Hui pa-
tients at high altitude area and whether there were differences among different ethnic groups. Methods: A total of
131 patients living in high altitude area above 2400 m for a long time(=10 years) and diagnosed as congenital
heart disease(CHD) by echocardiography or right heart catheterization from January 2014 to July 2021 were divid-
ed into CHD group and CHD-PAH group according to whether they were complicated with PAH. Results: (D The
incidence of sinus bradycardia, right bundle branch block and atrioventricular block in CHD-PAH patients were-
higher than that of CHD patients, while sinus tachycardia lower. @ Compared with the same ethnic CHD pa-
tients, the Han CHD-PAH patients had higher VEDdR and red blood cell distribution width(RDW), Tibetan
CHD-PAH patients had higher VEDdR.RDW and NLR, and Hui CHD-PAH patients had higher RDW. @ There
were significant differences in VEDdR and NLR among Han, Tibetan and Hui. The VEDdR of Han and Hui was
higher than that of Tibetan, the NLR of Hui CHD patients was lower that of Han. @ There were significant
differences in MHR among CHD-PAH patients of Han, Tibetan and Hui. MHR of Tibetan was higher than that
of Han and Hui. @ VEDdR, RDW and NLR were independent risk factors of CHD-PAH. Conclusion: The inci-
dence of various arrhythmias in adult patients with CHD-PAH in high altitude were higher than that in patients
with CHD. VEDdR.RDW and NLR were independent risk factors for CHD-PAH. VEDdR and RDW can be used
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as simple indexes to preliminarily judge the severity of CHD-PAH.

Key words congenital heart disease; pulmonary hypertension; altitude; nation; ventricular end-diastolic di-

ameter ratio; red blood cell distribution width
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Table 1 Comparison of gender,age and nation in two group
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Table 2 Comparison of arrhythmias in two group
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Table 3 Comparison of clinical data in two group
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Abstract
conventional percutaneous coronary intervention(PCI) in complex coronary lesions. Methods: Twelve cases of com-
plex coronary artery disease planned to undergo interventional treatment in the Department of Cardiology of the
Affiliated Hospital of Jiangsu University from December 2018 to January 2021 were included. They were random-
ly divided into the ELCA group and conventional PCI group. They were pretreated with ELCA and percutaneous
coronary angioplasty(PTCA) respectively and then continued to complete PCI treatment. After pretreatment and
PCI, optical coherence tomography (OCT) was performed to observe the tear of intimal plaque (tear number) ,
minimum lumen diameter(MLD) and minimum lumen area( MLLA). The PCI success rate. clinical success rate,

PCI complications. postoperative hospitalization, major adverse cardiac events(MACE) during postoperative hos-
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