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Application of right heart catheterization in left heart disease associated pulmonary hyper-
tension

Li Jiangjin'?, Zou Jiangang™

("Department of Cardiology, the First Affiliated Hospital of NJMU, Nanjing 210029 ; *Department of Cardiology,
the First People’s Hospital of Huaian Affiliated to NJMU, Huaian 223300, China)

[Abstract] Left heart disease associated pulmonary hypertension is the most common type of pulmonary hypertension, classified as
type 2 pulmonary hypertension. Accurate diagnosis of pulmonary hypertension is of great significance in the diagnosis, treatment and
prognosis of left heart disease. Right heart catheterization is the gold standard for the diagnosis of pulmonary hypertension. In recent
years, right heart catheterization has been applied to the study of left heart disease associated pulmonary hypertension. In this paper,
we reviewed the application of right heart catheterization in left heart disease associated pulmonary hypertension.
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