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[ Abstract ] Objective
(DCM) patients. Methods
examinations from January 2016 to December 2018. PH was defined as maximal velocity of tricuspid regurgitation( TRVmax) >3.0 m/s.

To evaluated the long-term prognostic impact of pulmonary hypertension (PH) on dilated cardiomyopathy

We included all consecutive patients with DCM who had a baseline and follow-up echocardiographic

Primary outcome was major adverse cardiovascular events( MACE) ,including all-cause mortality, appropriate ICD therapy and admission for
heart failure. Results A total of 139 patients with dilated cardiomyopathy were selected, with an average baseline left ventricular blood
score of (31% +5% ) , of which 43.88% combined pulmonary hypertension. During the median follow-up of 15(1 ~33) months,33.09% of
the patient suffered from MACE. The risk of MACE in patients with combined PH increased significantly ( HR 2.202,95% CI 1. 151 ~4.
213,P<0.01). Conclusion The long-term outcome was worse in DCM patients with PH.
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