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Abstract Objective: To analyze the effect of high altitude hypoxia severity on QRS complex suggestive of
ventricular conduction disorder. Methods: A total of 375 young soldiers at high altitude area(3400~5400 m) were
selected as the observation group. The 121 young soldiers at sea level area(0~40 m) were selected as the control
group. None of the subjects were born or raised at high altitude. According to the severity of hypoxia, the obser-
vation group was divided into two groups: moderate hypoxia group(SP0,=>90%) and severe hypoxia group(SPO,
<90%). Resting 12-lead ECG was recorded. The QRS parameters included QRSmax, QRS duration, and occur-
rence of fQRS. Results: Compared with the control group, the QRS axis(67.54420.31)° vs (79. 86+49.65)°;
(67.54420.31)° vs (93.294+42. 30)° and QRSmax(1.89+0.57)mV vs (2.15+0.69)mV; (1.89+0.57)mV vs
(2.29%£0.81)mV of the moderate and severe hypoxia groups were significantly increased, and the difference was
statistically significant(P<C0. 05). Among them. the right deviation of QRS axis in the severe hypoxia group was
significantly higher than that in the moderate hypoxia group and the control group. In the population with normal
QRS axis, the QRSmax in the moderate and severe hypoxia group was significantly higher than that in the control
group, and the difference was statistically significant(P <C0. 05). There was also a statistically significant differ-
ence in the incidence of QRS between the groups(P<C0. 05). Compared with the moderate hypoxia group and the
control group, the incidence of {QRS in the severe hypoxia group was significantly higher, and the difference was
statistically significant( P <C0. 05). Conclusion: High-altitude hypoxia environment can lead to subclinical ECG
changes in healthy young officers and soldiers, such as changes in QRS complex shape, rightward deviation of the

ECG axis, high QRSmax and fQRS, which indicated that young officers and soldiers in high altitude areas were
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more likely to suffer from ventricular conduction disturbance and right ventricular hypertrophy.

Key words high altitude; QRS complex; electric axis; {ragmented QRS
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Correlation between epicardial fat thickness and heart failure with
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Abstract Objective: To research the correlation between the thickness of epicardial adipose tissue(EAT) and
the risk of heart failure with preserved ejection fraction( HFpEF, LVEF = 50%). Methods: The 147 patients
with HFpEF who were hospitalized and underwent routine cardiac magnetic resonance examinations were selected
in the First Affiliated Hospital of Zhengzhou University from August 2019 to August 2020. Of which 66 were
males and 81 were females as HFpEF group, another 33 patients were selected as the normal control group. The
right ventricular free wall EAT and left and right atrioventricular groove EAT were measured on the long-axis
four-chamber heart plane of cardiac magnetic resonance. At the same time, other related indexes and general base-
line data were collected. Results: Compared with the control group, the prevalence of atrial fibrillation, hyperten-
sion, hyperlipidemia, coronary heart disease, hypertrophic cardiomyopathy, NT-proBNP, troponin I, and glyco-
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