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INTRODUCTION 

Pulmonary arterial hypertension (PAH) is a progressive 
disease characterized by pulmonary arterial vasoconstriction, 
inflammation, thrombosis, vascular proliferation, and remodeling, 
and it is likely to culminate in right ventricular (RV) failure and 
death.1,2 Despite striking advances in treatment, PAH mortality 
continues to be high. In fact, according to the Registry to 
Evaluate Early and Long-term PAH Disease Management 
(REVEAL registry), the 7-year survival rate is only 49%.3 
Currently available treatments act on three major pathways 
(nitric oxide, endothelin and prostacyclin),4 and all US Food 
and Drug Administration (FDA)-approved medications are 
predominantly vasodilators1,5,6 with limited effects on the 
disease process.7 Disease-modifying agents that can alter 
the course of the disease are certainly needed to improve 
outcomes. Continuous progress in the understanding of the 
pathophysiology of PAH offers exciting opportunities for the 
development of new therapeutic targets, with the central 
objective of modifying the disease process and ultimately 
improving long-term survival. This review highlights existing 
treatments and their pathways for PAH and discusses novel 
therapies currently in development. 

CURRENTLY APPROVED THERAPIES 

There are ten unique molecules currently approved by 
the FDA to treat PAH.6 In addition, calcium channel 
blockers are approved specifically for the subgroup of 
PAH patients with positive acute vasoreactivity during right 
heart catheterization.7,8 It should be noted that there are 
no randomized controlled trials (RCTs) evaluating the role 
and efficacy of calcium channel blockers in treating PAH, 
and many of the recommendations are based on clinician 
experience and expert consensus.9 The ten FDA-approved 
drugs are grouped into five categories—phosphodiesterase 
type 5 inhibitors, soluble guanylate cyclase stimulators, 

endothelin receptor antagonists, prostacyclin analogs, 
and prostacyclin receptor agonists—and have different 
mechanisms of action. 

Nitric oxide (NO) is a powerful pulmonary vasodilator that 
activates soluble guanylate cyclase, leading to increased 
cyclic guanine monophosphate (cGMP) levels and resulting 
in smooth muscle relaxation.5 In PAH, endothelial dysfunction 
triggers reduced levels of endothelial NO synthase and 
increased levels of phosphodiesterase 5 (PDE5), leading to 
lower NO production and increased cGMP degradation.7 
Phosphodiesterase type 5 inhibitors (eg, sildenafil, tadalafil) 
and soluble guanylate cyclase stimulators (eg, riociguat) 
exert their effects via the NO-cGMP pathway.5,7 

Endothelin (ET), a potent vasoconstrictor produced primarily 
by endothelial cells, is upregulated in PAH.5,7 It mediates 
vasoconstriction via its effects on the ET-A and ET-B 
receptors, which are targeted by the endothelin receptor 
antagonists (ambrisentan, bosentan, and macitentan).5 

Prostacyclin (PGI2) is produced by endothelial cells 
and has vasodilatory, anti-inflammatory, antithrombotic, 
and antiproliferative properties through its action on 
PGI2 receptors, leading to increased cyclic adenosine 
monophosphate (cAMP) levels.5 Patients with PAH have 
a marked reduction in PGI2 synthase, with lower plasma 
levels and urinary excretion of PGI2 metabolites,10 and 
decreased expression of PGI2 receptors in the lungs.11 
Prostacyclin analogs (eg, epoprostenol, treprostinil, 
and iloprost) and PGI2 receptor agonists (eg, selexipag) 
act on the prostacyclin pathway.7 

Due to a lack of head-to-head comparison studies, the relative 
advantages of these treatment options is not yet known.12 
However, abundant data demonstrate superiority of 
combination-therapy regimens over monotherapy in either an 
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upfront13 or sequential14-16 combination 
approach. Current proceedings in 
pulmonary hypertension (PH) based 
their treatment recommendations on 
the severity of the disease,17 with PAH 
patients stratified as low, intermediate, or 
high risk based on the 1-year mortality 
of < 5%, 5% to 10%, and > 10%, 
respectively.18 There are several 
risk-assessment tools to determine 
this risk, including the recently 
updated REVEAL 2.0,19 COMPERA 
(Comparative, Prospective Registry of 
Newly Initiated Therapies for Pulmonary 
Hypertension),20 and French Pulmonary 
Hypertension Registry methods.21 
The latest recommendations for PH 
include initial dual oral combination 
therapy for the majority of patients with 
PAH, with the addition of a third agent 
when a low-risk status is not achieved.17 

Several meta-analyses have explored 
the effect of therapies on PAH. 
A meta-analysis of 26 trials with a 
total of 3,519 patients reported an 
all-cause mortality risk reduction 
of 39% regardless of the class of 
therapy used.22 Another meta-analysis 
of 17 RCTs with 4,095 total patients 
compared sequential combination 
therapy with monotherapy and 
reported a 35% reduced risk of clinical 
worsening with combination therapy; 
however, this effect did not translate to 
a significant improvement in mortality 
(14% reduction; P = .09).23

Two studies of PAH that were recently 
presented in meetings are worth 
mentioning. The TRITON trial (Efficacy 
and Safety of Initial Triple Versus 
Initial Dual Oral Combination Therapy 
in Patients With Newly Diagnosed 
Pulmonary Arterial Hypertension)—which 
compared triple therapy with tadalafil, 
macitentan, and selexipag versus double 
therapy with tadalafil and macitentan—
showed no statistical differences in the 
primary end point (change in pulmonary 
vascular resistance, or PVR) and multiple 
secondary end points (6-minute walk 
distance [6MWD], NT pro-brain natriuretic 

peptide, and no worsening in functional 
class) between the two groups.24 The 
Riociguat trial (rEplacing PDE-5i Therapy 
evaLuated Against Continued PDE-
5i thErapy) tested whether switching 
treatment to riociguat would be effective 
in intermediate-risk PAH patients who did 
not achieve adequate clinical response on 
stable doses of PDE5 inhibitors.25 
A total of 41% of patients transitioned to 
riociguat achieved the primary end point 
of satisfactory clinical response in the 
absence of clinical worsening compared 
with 20% of the group on PDE5 inhibitors 
(OR 2.8; 95% CI, 1.5–5.1; P = .0007).26 

ONGOING STUDIES ON TRADITIONAL PAH 
TREATMENT PATHWAYS 

UNISUS (Outcome Study Assessing 
a 75 Milligrams Dose of Macitentan 
in Patients With Pulmonary Arterial 
Hypertension) is a phase 3 multicenter, 
randomized, double-blind trial testing the 
superiority of high-dose macitentan 
(75 mg/day) compared with the 
FDA-approved dose of 10 mg/day 
in patients with PAH.27 The primary 
outcome of this study is time to first 
clinical morbidity (unplanned PAH-related 
hospitalization, disease progression, or 
worsening functional class) or mortality.27 
Another study involving the same 
ET pathway, this one a phase 1 trial of 
getagozumab, is currently underway.28 
Getagozumab, a long-lasting humanized 
monoclonal antibody that targets the 
receptor ET-A, has been shown to lower 
pulmonary artery pressures and curtail 
pulmonary artery and right ventricular 
remodeling when administered 
parenterally in animal models.29 

Ralinepag is a novel oral selective PGI2 
receptor agonist that has been shown 
to reduce PVR in patients with PAH 
who are on mono or dual combination 
background therapy.30 ADVANCE 
OUTCOMES (A Study Evaluating the 
Efficacy and Safety of Ralinepag to 
Improve Treatment Outcomes in PAH 
Patients) is a phase 3 RCT currently 
underway to evaluate the effectiveness of 

ralinepag when added to approved PAH 
therapies.31 The primary end point is 
time-to-clinical-events, defined as 
mortality, PAH-related unplanned 
hospitalization, disease progression, 
unsatisfactory treatment response, 
and need for intravenous PGI2 therapy.31 
Additional trials (NCT04084678)32 are 
planned to evaluate ralinepag’s effects on 
exercise capacity and 6MWD. 

Several other treatment options and 
delivery methods have recently been 
tested or have already launched in the 
US market. A recent phase 3 study 
demonstrated the safety and tolerability 
of switching from oral to intravenous 
selexipag as bridging therapy in 
PAH patients who were temporarily 
unable to take the oral medication.33 
Remunity, a novel subcutaneous 
continuous infusion pump from United 
Therapeutics that delivers treprostinil to 
patients with PAH, received final FDA 
clearance in 2020 and launched earlier 
this year.34 The pump has a compact 
size and uses prefilled, disposable 
cassettes.34 Medtronic has developed 
and tested a fully implantable system 
that delivers treprostinil without 
an external pump or tubing.35,36 This 
system, which has shown to save time 
and increase independence and quality 
of life, is awaiting final FDA approval.37

Newer delivery systems for inhaled 
treprostinil are currently under 
development. These include dry powder 
inhaled forms of treprostinil (LIQ861 
by Liquidia and Tyvaso DPI, and 
Treprostinil Technosphere® by United 
Therapeutics and Mannkind) that would 
increase portability and convenience 
compared to the currently available 
portable inhalation system (TYVASO®). 

NOVEL TREATMENT PATHWAYS 

Increased understanding of PAH and 
its molecular pathogenesis has 
uncovered a number of promising 
pathways for disease-modifying 
therapeutic targets (Figure 1). 
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Figure 1.
Promising therapeutic pathways in pulmonary arterial hypertension (PAH). The interplay of several pathways and cellular processes contributes to 
the development of PAH by various mechanisms, including vasoconstriction, inflammation, dysregulated endothelial and smooth muscle cell growth, 
proliferation, migration, and apoptosis. This figure represents the novel treatment pathways discussed in the article, along with the medications that 
inhibit, activate, or modulate these pathways. It does not represent an exhaustive list. BMP: bone morphogenetic protein; BMPR-II: BMP receptor type 2; 
TGF-β: transforming growth factor-β; PDGF: platelet-derived growth factor; PDGFR: PDGF receptor; VIP: vasoactive intestinal peptide; VPAC: vasoactive 
intestinal peptide receptor; EC: endothelial cells; SMC: smooth muscle cells; FB: fibroblasts; PAH: pulmonary arterial hypertension; E2: estradiol; ER: 
estrogen receptor; 16αOHE: 16α-hydroxyoestrone; 2-OHE2: 2-hydroxyoestradiol; 2-ME2: 2-methoxyoestradiol; DHEA: dehydroepiandrosterone; ROS: 
reactive oxygen species; Nrf2: nuclear factor erythroid 2-related factor 2; NF-κB: nuclear factor kappa-light-chain-enhancer of activated B cells; mTOR: 
mammalian target of rapamycin. Created with BioRender.com
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Modulation of Transforming Growth Factor-Β/Bone 
Morphogenetic Protein Receptor 2 Signaling 

Bone morphogenetic proteins (BMP) are part of the 
transforming growth factor-β (TGF-β) superfamily of 
cytokines.38 Heterozygous mutations with loss of function 
in bone morphogenetic protein receptor 2 gene (BMPR2) 
lead to an unopposed TGF-β signal.4 The BMPR2 gene 
has the most mutations associated with PAH, found in up 
to 80% of patients with heritable PAH and 11% to 40% 
of those with idiopathic PAH.39 The lifetime penetrance of 
BMPR2 mutations in patients with PAH is 14% to 42%,40 
supporting the concomitant role of environmental and other 
genetic factors in the disease pathogenesis.39 BMPR2 
signaling is important in regulating vascular cell apoptosis 
and maintaining the integrity of the pulmonary artery 
endothelium.38 Suppression of BMPR2 signaling leads to 
maladaptive endothelial inflammatory response, culminating 
in vascular cell proliferation and remodeling.38,39 Interestingly, 
the pulmonary vascular BMPR2 expression was found to be 
reduced in PAH patients, even in the absence of BMPR2 
mutations.41 Therefore, balancing the opposing effect of 
BMPR2 and TGF-β signaling is a promising novel approach 
to treat PAH patients. 

Sotatercept is a first-in-class medication that modulates 
the TGF-β and BMPR2 signaling pathways.42 It is a fusion 
protein that works as a selective ligand trap for members of 
the TGF-β superfamily (such as activin A and B and growth 
differentiation factor 11), thereby suppressing TGF-β and 
enhancing BMPR2 signaling.42 The results of PULSAR, 
a phase 2 double-blind placebo-controlled trial evaluating 
the efficacy of sotatercept in functional class II-III PAH 
patients, were recently presented in an abstract form.43 
Patients were randomized to receive placebo or sotatercept 
(0.3 or 0.7 mg/kg) subcutaneously every 21 days in 
addition to standard PAH therapy.43 At week 24, sotatercept 
significantly reduced PVR compared with placebo.43 
Furthermore, statistically significant improvements were also 
noted in secondary end points with sotatercept, 
such as 6MWD.43 A phase 3 trial is planned to confirm 
these exciting results. 

Inhibition of Platelet-Derived Growth Factor Signaling 

The platelet-derived growth factor (PDGF) signaling 
pathway is overexpressed in the pulmonary vasculature of 
patients with PAH, with upregulation of PDGF-A, PDGF-B, 
and their receptors (PDGFR-α and -β).44 An increase 
in PDGF activity leads to endothelial dysregulation and 
anomalous proliferation of smooth muscle cells (SMCs).4 
Since PDGF acts through transmembrane tyrosine kinase 
receptors, tyrosine kinase inhibitors such as imatinib have 

been repurposed as a therapeutic option in PAH.5 IMPRES 
(Imatinib [QTI571] in Pulmonary Arterial Hypertension)45 
was a phase 3 RCT investigating the role of oral imatinib 
in the treatment of severe PAH (PVR ≥ 10 Wood units) in 
patients receiving two or more PAH-specific background 
therapies.46 After 24-week follow-up, oral imatinib 
significantly improved exercise capacity, measured by 
the 6MWD, and reduced PVR.46 Despite these benefits, 
further investigation of imatinib for PAH was halted due 
to unexpectedly high rates of discontinuations (33%) and 
serious adverse events (44%), including subdural hematoma 
in patients who were also receiving anticoagulation.46 Inhaled 
imatinib is expected to reduce the overall dose by delivering 
the medication directly to the lungs and, in doing so, mitigate 
the adverse events observed with oral imatinib.47 A phase 1 
clinical trial testing inhaled imatinib in patients with PAH is 
expected to start in the near future. 

A novel PDGF receptor-α/β inhibitor (GB002) given by 
inhalation improved cardiopulmonary hemodynamics by 
reducing RV systolic pressure and mean pulmonary artery 
pressure, reduced pulmonary arteriole muscularization and 
inflammatory cytokines, and restored BMPR2 signaling.48 
A phase 1B trial is currently underway,49 with plans for a 
phase 2 trial in the near future.50 

Improved Mitochondrial and Metabolic Function 

The “metabolic theory” of PAH, also known as the 
Warburg Effect, is based on the observation that pulmonary 
vascular cells preferentially switch their metabolism from 
mitochondrial oxidative phosphorylation to glycolysis for ATP 
production.51 This metabolic change contributes to abnormal 
cell proliferation and resistance to apoptosis, mimicking the 
cellular processes seen in neoplasia.51 Changes in aerobic 
respiration affect reactive oxygen species (ROS) levels, 
which in turn modulate vascular tone.51 Activation of the 
transcription factor nuclear factor erythroid 2-related 
factor 2 (Nrf2) suppresses the effects of the proinflammatory 
factor nuclear factor kappa-light-chain-enhancer of activated 
B cells (NF-κB) and has been shown to improve metabolic 
dysfunction by promoting mitochondrial respiration, reducing 
ROS levels, and decreasing inflammation.51,52 In addition, 
NF-κB has been shown to facilitate autophagy in PAH in 
preclinical models.53 

Bardoxolone methyl is an oral Nrf2 transcription factor 
activator that targets multiple cell types involved in the 
pathogenesis of PAH, including SMCs, endothelial cells, 
and macrophages.52 Bardoxolone also increases endothelial 
NO bioavailability and reduces vascular remodeling.52 
The phase 2 study LARIAT (Bardoxolone Methyl Evaluation 
in Patients With Pulmonary Hypertension)52 showed 
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improvement in placebo-corrected 6MWD at 16 weeks 
in PAH patients treated with bardoxolone in addition to 
background therapy.54 However, the phase 3 RANGER 
(Extended Access Program to Assess Long-term Safety of 
Bardoxolone Methyl in Patients With Pulmonary Hypertension 
RANGER)55 and CATALYST trials (Bardoxolone Methyl 
in Patients With Connective Tissue Disease-associated 
Pulmonary Arterial Hypertension)56 were prematurely halted 
over concerns about COVID-19 exposure in this vulnerable 
patient population; this was further compounded by interim 
data suggesting that the study was “unlikely” to meet its 
primary efficacy end point. 

Insulin resistance may be a risk factor for patients with 
PAH.57 Experimental studies of metformin, which improves 
insulin sensitivity, have shown that it enhances pulmonary 
vasodilation by increasing endothelial NO synthase, 
modulating ROS and NF-κB levels,51,53 and inhibiting 
mitogen-activated protein kinase (MAPK), thereby reducing 
pulmonary SMC proliferation and remodeling.58,59 Given 
these beneficial effects, metformin is currently being 
investigated as an adjunctive treatment modality for PAH.60 

Enhanced Vasoactive Intestinal Peptide Signaling 

Vasoactive intestinal peptide (VIP) is a neurohormone that 
causes vasodilation and prevents vascular remodeling; 
however, it has a very short half-life.61 VIP deficiency has been 
implicated in the development of PH in experimental models.62 
Pemziviptadil (PB1046), a VIP analogue that is administered 
once weekly by a subcutaneous injection, is currently being 
investigated in a phase 2 trial in PAH patients.63 

Modulated Estrogen Signaling 

The “estrogen paradox” refers to the ambiguity between 
clinical studies that showed a pathogenic role of estrogen 
in PAH and preclinical studies that described a protective 
effect.64 17β-estradiol (E2) has been shown to cause 
pulmonary vascular injury leading to the development of 
PAH; however, it also augments RV function in established 
PAH.64 Additionally, E2 metabolites can exert contrasting 
effects: 16α-hydroxyoestrone (16αOHE) has inflammatory 
and proliferative properties whereas 2-hydroxyoestradiol 
(2-OHE2) and 2-methoxyoestradiol (2-ME2) possess 
anti-inflammatory and antiproliferative properties.4 
Therefore, disruptions in the balance of these E2 metabolites 
may have a relevant role in PAH pathogenesis, in part 
providing a potential explanation for the inconsistencies 
noted between clinical and preclinical studies. 

Tamoxifen is a selective estrogen receptor blocker 
currently being investigated in a phase 2 trial of PAH.65 

Anastrozole is an aromatase inhibitor that works by 
inhibiting androgen conversion to estrogen.66 A small 
phase 2 trial in patients with PAH demonstrated 
that anastrazole improved 6MWD compared with 
placebo.66 A larger phase 2 trial is currently underway.67 
Dehydroepiandrosterone (DHEA) is an estrogen and 
testosterone precursor that has been shown in 
preclinical models to prevent and reverse PAH.68 
The EDIPHY trial (Effects of DHEA in Pulmonary 
Hypertension) is a phase 2 crossover trial investigating 
the effects of DHEA on RV longitudinal strain.69 

Down-Regulated Mammalian Target of Rapamycin Pathway 

In PAH, the mammalian target of rapamycin (mTOR) 
pathway is upregulated, and animal models have shown 
that mTOR inhibitors, such as sirolimus, can prevent and 
reverse SMC proliferation.70 ABI-009, an albumin-bound 
sirolimus nanoparticle, showed better penetration into lung 
tissue and is currently being investigated in a phase 1 trial 
in patients with severe PAH.71 

CONCLUSION 

Despite great progress during the last 3 decades, PAH 
continues to be a progressive disease with high morbidity 
and mortality. Ongoing research efforts have led to 
promising new translational targets that may change the 
way we treat the disease in the near future. Modifying 
agents for PAH are needed to improve outcomes and 
offer hope for a cure. 

KEY POINTS 

	• Currently approved medications for pulmonary 
arterial hypertension (PAH) mainly act on three 
traditional pathways: the nitric oxide, endothelin, 
and prostacyclin pathways. These medications 
have greatly improved survival, and studies have 
shown superiority of combination therapy regimens 
over monotherapy. 

	• Several new pathways are currently being studied 
to develop novel medications as well as repurpose 
well-known medications, with the goal of modifying the 
course of PAH disease to further improve outcomes. 

	• Novel pathways currently under investigation include 
the transforming growth factor-β/bone morphogenetic 
protein receptor 2 signaling, platelet-derived growth 
factor signaling, vasoactive intestinal peptide signaling, 
estrogen signaling, nuclear factor erythroid 2-related 
factor 2 transcription factor, metabolic function, and 
the mammalian target of rapamycin pathways. 



METHODIST DEBAKEY CARDIOVASC J	 |	 17 (2) 2021 REVIEW

JOURNAL.HOUSTONMETHODIST.ORG

111

Corresponding Author:
tonella@ccf.org 

Conflict of Interest Disclosure:
The authors have completed and submitted the Methodist DeBakey 
Cardiovascular Journal Conflict of Interest Statement and none were reported. 

Keywords:
pulmonary arterial hypertension; PAH pathways; pulmonary hypertension

REFERENCES

1.	 Galie N, Palazzini M, Manes A. Pulmonary arterial hypertension: from the 
kingdom of the near-dead to multiple clinical trial meta-analyses. Eur Heart 
J. 2010 Sep;31(17):2080-6. doi: 10.1093/eurheartj/ehq152. 

2.	 Tonelli AR, Arelli V, Minai OA, et al. Causes and circumstances of death 
in pulmonary arterial hypertension. Am J Respir Crit Care Med. 2013 Aug 
1;188(3):365-9. doi: 10.1164/rccm.201209-1640OC. 2013;188:365-9. 

3.	 Benza RL, Miller DP, Barst RJ, Badesch DB, Frost AE, McGoon MD. An eval-
uation of long-term survival from time of diagnosis in pulmonary arterial 
hypertension from the REVEAL Registry. Chest. 2012 Aug;142(2):448-456. 
doi: 10.1378/chest.11-1460. 

4.	 Hemnes AR, Humbert M. Pathobiology of pulmonary arterial hyperten-
sion: understanding the roads less travelled. Eur Respir Rev. 2017 Dec 
20;26(146):170093. doi: 10.1183/16000617.0093-2017. 

5.	 Humbert M, Lau EM, Montani D, Jais X, Sitbon O, Simonneau G. Advances 
in therapeutic interventions for patients with pulmonary arterial hyperten-
sion. Circulation. 2014 Dec 9;130(24):2189-208. doi: 10.1161/CIRCULATIO-
NAHA.114.006974. 

6.	 Zolty R. Pulmonary arterial hypertension specific therapy: The old 
and the new. Pharmacol Ther. 2020 Oct;214:107576. doi:  10.1016/j.
pharmthera.2020.107576. 

7.	 Thenappan T, Ormiston ML, Ryan JJ, Archer SL. Pulmonary arterial hyperten-
sion: pathogenesis and clinical management. BMJ. 2018 Mar 14;360:j5492. 
doi: 10.1136/bmj.j5492. 

8.	 Tonelli AR, Alnuaimat H, Mubarak K. Pulmonary vasodilator testing and use 
of calcium channel blockers in pulmonary arterial hypertension. Respir Med. 
2010 Apr;104(4):481-96. doi: 10.1016/j.rmed.2009.11.015. 

9.	 Tonelli AR, Haserodt S, Aytekin M, Dweik RA. Nitric oxide deficiency in 
pulmonary hypertension: Pathobiology and implications for therapy. Pulm 
Circ. 2013 Jan;3(1):20-30. doi: 10.4103/2045-8932.109911. 

10.	 Tuder RM, Cool CD, Geraci MW, et al. Prostacyclin synthase expres-
sion is decreased in lungs from patients with severe pulmonary hyper-
tension. Am J Respir Crit Care Med. 1999 Jun;159(6):1925-32. doi: 10.1164/
ajrccm.159.6.9804054. 

11.	 Falcetti E, Hall SM, Phillips PG, et al. Smooth muscle proliferation and role 
of the prostacyclin (IP) receptor in idiopathic pulmonary arterial hyper-
tension. Am J Respir Crit Care Med. 2010 Nov 1;182(9):1161-70. doi: 10.1164/
rccm.201001-0011OC. 

12.	 Tonelli AR, Zein J, Ioannidis JP. Geometry of the randomized evidence 
for treatments of pulmonary hypertension. Cardiovasc Ther. 2013 
Dec;31(6):e138-46. doi: 10.1111/1755-5922.12050. 

13.	 Galie N, Barbera JA, Frost AE, et al. Initial Use of Ambrisentan plus Tadalafil 
in Pulmonary Arterial Hypertension. N Engl J Med. 2015;373:834-44. 2015 Aug 
27;373(9):834-44. doi: 10.1056/NEJMoa1413687. 

14.	 Ghofrani HA, Galie N, Grimminger F, et al. Riociguat for the treatment of 
pulmonary arterial hypertension. N Engl J Med. 2013 Jul 25;369(4):330-40. 
doi: 10.1056/NEJMoa1209655. 

15.	 Pulido T, Adzerikho I, Channick RN, et al. Macitentan and morbidity and 
mortality in pulmonary arterial hypertension. N Engl J Med. 2013 Aug 
29;369(9):809-18. doi: 10.1056/NEJMoa1213917. 

16.	 Sitbon O, Channick R, Chin KM, et al. Selexipag for the Treatment of Pulmo-
nary Arterial Hypertension. N Engl J Med. 2015 Dec 24;373(26):2522-33. doi: 
10.1056/NEJMoa1503184. 

17.	 Galie N, Channick RN, Frantz RP, et al. Risk stratification and medical therapy 
of pulmonary arterial hypertension. Eur Respir J. 2019 Jan 24;53(1):1801889. 
doi: 10.1183/13993003.01889-2018. 

18.	 Galie N, Humbert M, Vachiery JL, et al. 2015 ESC/ERS Guidelines for the diag-
nosis and treatment of pulmonary hypertension: The Joint Task Force for 
the Diagnosis and Treatment of Pulmonary Hypertension of the European 
Society of Cardiology (ESC) and the European Respiratory Society (ERS): 
Endorsed by: Association for European Paediatric and Congenital Cardiology 
(AEPC), International Society for Heart and Lung Transplantation (ISHLT). 
Eur Heart J. 2016 Jan 1;37(1):67-119. doi: 10.1093/eurheartj/ehv317. 

19.	 Benza RL, Gomberg-Maitland M, Elliott CG, et al. Predicting Survival in 
Patients With Pulmonary Arterial Hypertension: The REVEAL Risk Score 
Calculator 2.0 and Comparison With ESC/ERS-Based Risk Assessment 
Strategies. Chest. 2019 Aug;156(2):323-337. doi: 10.1016/j.chest.2019.02.004. 

20.	 Hoeper MM, Kramer T, Pan Z, et al. Mortality in pulmonary arterial hyper-
tension: prediction by the 2015 European pulmonary hypertension guide-
lines risk stratification model. Eur Respir J. 2017 Aug 3;50(2):1700740. doi: 
10.1183/13993003.00740-2017. 



METHODIST DEBAKEY CARDIOVASC J	 |	 17 (2) 2021 REVIEW

JOURNAL.HOUSTONMETHODIST.ORG

112

21.	 Boucly A, Weatherald J, Savale L, et al. Risk assessment, prognosis and 
guideline implementation in pulmonary arterial hypertension. Eur Respir J. 
2017 Aug 3;50(2):1700889. doi: 10.1183/13993003.00889-2017. 

22.	 Macchia A, Marchioli R, Tognoni G, et al. Systematic review of trials using 
vasodilators in pulmonary arterial hypertension: why a new approach is 
needed. Am Heart J. 2010 Feb;159(2):245-57. doi: 10.1016/j.ahj.2009.11.028. 

23.	 Lajoie AC, Lauziere G, Lega JC, et al. Combination therapy versus mono-
therapy for pulmonary arterial hypertension: a meta-analysis. Lancet Respir 
Med. 2016 Apr;4(4):291-305. doi: 10.1016/S2213-2600(16)00027-8. 

24.	 Chin KM, Sitbon O, Doelberg M, et al. Efficacy and safety of initial triple oral 
versus initial double oral combination therapy in patients with newly diag-
nosed pulmonary arterial hypertension (PAH): results of the randomized 
controlled TRITON study. Am J Respir Crit Car Med. 2020;201:A2928. 

25.	 ClinicalTrials.gov [Internet]. Bethesda, MD: National Library of Medicine; 
c2021. Riociguat rEplacing PDE-5i Therapy evaLuated Against Continued 
PDE-5i thErapy (REPLACE); 2021 Feb 26 [cited 2021 Apr 12]. Available from: 
https://clinicaltrials.gov/ct2/show/NCT02891850. 

26.	 Hoeper MM, Ghofrani HA, Al-Hiti H, et al. Late Breaking Abstract - Switching 
from PDE5i to riociguat in patients with PAH: The REPLACE study. Eur Resp 
J. 2020;56:A3802. 

27.	 ClinicalTrials.gov [Internet]. Bethesda, MD: National Library of Medicine; 
c2021. Outcome Study Assessing a 75 Milligrams (mg) Dose of Macitentan 
in Patients With Pulmonary Arterial Hypertension (UNISUS); 2020 Feb 
18 [cited 2021 Apr 12]. Available from: https://clinicaltrials.gov/ct2/show/
NCT04273945. 

28.	 ClinicalTrials.gov [Internet]. Bethesda, MD: National Library of Medicine; 
c2021. A Study of GMA301 in Subjects With Pulmonary Arterial Hyperten-
sion; 2020 Aug 7 [cited 2021 Apr 12]. Available from: https://clinicaltrials.gov/
ct2/show/NCT04503733. 

29.	 Zhang C, Wang X, Zhang H, et al. Therapeutic Monoclonal Antibody Antago-
nizing Endothelin Receptor A for Pulmonary Arterial Hypertension. J Phar-
macol Exp Ther. 2019 Jul;370(1):54-61. doi: 10.1124/jpet.118.252700. 

30.	 Torres F, Farber H, Ristic A, et al. Efficacy and safety of ralinepag, a novel oral 
IP agonist, in PAH patients on mono or dual background therapy: results from 
a phase 2 randomised, parallel group, placebo-controlled trial. Eur Respir J. 
2019 Oct 10;54(4):1901030. doi: 10.1183/13993003.01030-2019. 

31.	 ClinicalTrials.gov [Internet]. Bethesda, MD: National Library of Medicine; 
c2021. A Study Evaluating the Efficacy and Safety of Ralinepag to Improve 
Treatment Outcomes in PAH Patients; 2018 Aug 13 [cited 2021 Apr 12]. Avail-
able from: https://clinicaltrials.gov/ct2/show/NCT03626688. 

32.	 ClinicalTrials.gov [Internet]. Bethesda, MD: National Library of Medicine; 
c2021. A Study of Ralinepag to Evaluate Effects on Exercise Capacity by 
CPET in Subjects With WHO Group 1 PH (CAPACITY); 2019 Sep 10 [cited 2021 
Apr 12]. Available from: https://clinicaltrials.gov/ct2/show/NCT04084678. 

33.	 Klose H, Chin KM, Ewert R, et al. Safety, Tolerability and Pharmacokinetics 
Study in Patients with Pulmonary Arterial Hypertension (PAH) Temporarily 
Switching from Oral to IV Selexipag. J Heart Lung Transplant. 2019 Apr 
1;38(4):S490. DOI: https://doi.org/10.1016/j.healun.2019.01.1247. 

34.	 United Therapeutics [Internet]. Silver Spring, MD: United Therapeutics Corp.; 
c2021. United Therapeutics and DEKA Announce Additional FDA Clearance 
Related to the Unity Subcutaneous Delivery System for Remodulin®; 2020 
Feb 24 [cited 2021 Apr 12]. Available from: https://ir.unither.com/news/
press-releases/press-release-details/2020/United-Therapeutics-and-DE-
KA-Announce-Additional-FDA-Clearance-Related-to-the-Unity-Subcutane-
ous-Delivery-System-for-Remodulin/default.aspx. 

35.	 Bourge RC, Waxman AB, Gomberg-Maitland M, et al. Treprostinil Adminis-
tered to Treat Pulmonary Arterial Hypertension Using a Fully Implantable 
Programmable Intravascular Delivery System: Results of the DelIVery for 
PAH Trial. Chest. 2016 Jul;150(1):27-34. doi: 10.1016/j.chest.2015.11.005. 

36.	 Feldman J, Habib N, Fann J, Radosevich JJ. Treprostinil in the treatment of 
pulmonary arterial hypertension. Future Cardiol. 2020 Nov;16(6):547-558. 
doi: 10.2217/fca-2020-0021. 

37.	 Shapiro S, Bourge RC, Pozella P, Harris DF, Borg EH, Nelsen AC. Implantable 
system for treprostinil: a real-world patient experience study. Pulm Circ. 
2020 Apr 22;10(2):2045894020907881. doi: 10.1177/2045894020907881. 

38.	 Orriols M, Gomez-Puerto MC, Ten Dijke P. BMP type II receptor as a ther-
apeutic target in pulmonary arterial hypertension. Cell Mol Life Sci. 2017 
Aug;74(16):2979-2995. doi: 10.1007/s00018-017-2510-4. 

39.	 Fessel JP, Loyd JE, Austin ED. The genetics of pulmonary arterial hyper-
tension in the post-BMPR2 era. Pulm Circ. Jul-Sep 2011;1(3):305-19. doi: 
10.4103/2045-8932.87293. 

40.	 Larkin EK, Newman JH, Austin ED, et al. Longitudinal analysis casts doubt on 
the presence of genetic anticipation in heritable pulmonary arterial hyper-
tension. Am J Respir Crit Care Med. 2012 Nov 1;186(9):892-6. doi: 10.1164/
rccm.201205-0886OC. 

41.	 Atkinson C, Stewart S, Upton PD, et al. Primary pulmonary hypertension 
is associated with reduced pulmonary vascular expression of type II bone 
morphogenetic protein receptor. Circulation. 2002 Apr 9;105(14):1672-8. doi: 
10.1161/01.cir.0000012754.72951.3d. 



METHODIST DEBAKEY CARDIOVASC J	 |	 17 (2) 2021 REVIEW

JOURNAL.HOUSTONMETHODIST.ORG

113

42.	 Badesch D, Gibbs S, Gomberg-Maitland M, et al. PULSAR: A phase 2, 
randomized, double-blind, placebo-controlled study to assess the effi-
cacy and safety of sotatercept (ACE-011) when added to standard of care 
(SOC) for treatment of pulmonary arterial hypertension (PAH). Eur Respir J. 
2019;54(63):PA4750. doi: 10.1183/13993003.congress-2019.PA4750. 

43.	 Barst RJ, Rubin LJ, Long WA, et al. A comparison of continuous intravenous 
epoprostenol (prostacyclin) with conventional therapy for primary pulmo-
nary hypertension. N Engl J Med. 1996 Feb 1;334(5):296-301. doi: 10.1056/
NEJM199602013340504. 

44.	 Perros F, Montani D, Dorfmuller P, et al. Platelet-derived growth factor 
expression and function in idiopathic pulmonary arterial hyperten-
sion. Am J Respir Crit Care Med. 2008 Jul 1;178(1):81-8. doi: 10.1164/
rccm.200707-1037OC. 

45.	 ClinicalTrials.gov [Internet]. Bethesda, MD: National Library of Medi-
cine; c2021. Imatinib (QTI571) in Pulmonary Arterial Hypertension 
(IMPRES); 2009 May 15 [cited 2021 Apr 12]. Available from: https://clini-
caltrials.gov/ct2/show/NCT00902174. 

46.	 Hoeper MM, Barst RJ, Bourge RC, et al. Imatinib mesylate as add-on therapy 
for pulmonary arterial hypertension: results of the randomized IMPRES 
study. Circulation. 2013 Mar 12;127(10):1128-38. doi: 10.1161/CIRCULATIO-
NAHA.112.000765. 

47.	 Pitsiou G, Zarogoulidis P, Petridis D, et al. Inhaled tyrosine kinase inhibitors 
for pulmonary hypertension: a possible future treatment. Drug Des Devel 
Ther. 2014 Oct 7;8:1753-63. doi: 10.2147/DDDT.S70277. 

48.	 Galkin A, Clemons B, Garcia E, et al. Abstract 11102: Gb002, A Novel 
Inhaled PDGFR Kinase Inhibitor, Demonstrates Efficacy in the Su5416 
Hypoxia Rat Model of Pulmonary Arterial Hypertension (PAH). Circulation. 
2019;140(Suppl 1):A11102. 

49.	 ClinicalTrials.gov [Internet]. Bethesda, MD: National Library of Medicine; 
c2021. Clinical Study of Inhaled GB002 for Treatment of WHO Group I Pulmo-
nary Arterial Hypertension (PAH); 2019 Apr 25 15 [cited 2021 Apr 12]. Available 
from: https://clinicaltrials.gov/ct2/show/NCT03926793. 

50.	 ClinicalTrials.gov [Internet]. Bethesda, MD: National Library of Medicine; 
c2021. GB002 in Adult Subjects With Pulmonary Arterial Hypertension (PAH); 
2020 Jul 7 [cited 2021 Apr 12]. Available from: https://www.clinicaltrials.gov/
ct2/show/NCT04456998. 

51.	 Chan SY, Rubin LJ. Metabolic dysfunction in pulmonary hypertension: from 
basic science to clinical practice. Eur Respir Rev. 2017 Dec 20;26(146):170094. 
doi: 10.1183/16000617.0094-2017. 

52.	 ClinicalTrials.gov [Internet]. Bethesda, MD: National Library of Medicine; 
c2021. Bardoxolone Methyl Evaluation in Patients With Pulmonary Hyper-
tension (PH) – LARIAT; 2014 Jan 15 [cited 2021 Apr 12]. Available from: https://
www.clinicaltrials.gov/ct2/show/NCT02036970. 

53.	 Zhai C, Shi W, Feng W, et al. Activation of AMPK prevents monocrotaline-in-
duced pulmonary arterial hypertension by suppression of NF-κB-medi-
ated autophagy activation. Life Sci. 2018 Sep 1;208:87-95. doi: 10.1016/j.
lfs.2018.07.018. 

54.	 Oudiz R, Meyer C, Chin M, et al. Initial Data Report from “LARIAT”: A Phase 
2 Study of Bardoxolone Methyl in PAH Patients on Stable Background 
Therapy. Chest. 2015 Oct;148(4):639A. doi:10.1378/chest.2345856. 

55.	 ClinicalTrials.gov [Internet]. Bethesda, MD: National Library of Medicine; 
c2021. Extended Access Program to Assess Long-term Safety of Bardox-
olone Methyl in Patients With Pulmonary Hypertension RANGER (RANGER); 
2017 Mar 1 [cited 2021 Apr 12]. Available from: https://clinicaltrials.gov/ct2/
show/NCT03068130l. 

56.	 ClinicalTrials.gov [Internet]. Bethesda, MD: National Library of Medicine; 
c2021. Bardoxolone Methyl in Patients With Connective Tissue Disease-asso-
ciated Pulmonary Arterial Hypertension – CATALYST; 2016 Jan 15 [cited 2021 
Apr 12]. Available from: https://clinicaltrials.gov/ct2/show/NCT02657356. 

57.	 Zamanian RT, Hansmann G, Snook S, et al. Insulin resistance in pulmo-
nary arterial hypertension. Eur Respir J. 2009 Feb;33(2):318-24. doi: 
10.1183/09031936.00000508. 

58.	 Agard C, Rolli-Derkinderen M, Dumas-de-La-Roque E, et al. Protective role 
of the antidiabetic drug metformin against chronic experimental pulmonary 
hypertension. Br J Pharmacol. 2009 Nov;158(5):1285-94. doi: 10.1111/j.1476-
5381.2009.00445.x. 

59.	 Dean A, Nilsen M, Loughlin L, Salt IP, MacLean MR. Metformin Reverses 
Development of Pulmonary Hypertension via Aromatase Inhibition. Hyper-
tension. 2016 Aug;68(2):446-54. doi: 10.1161/HYPERTENSIONAHA.116.07353. 

60.	 ClinicalTrials.gov [Internet]. Bethesda, MD: US National Library of Medi-
cine; c2021. Hormonal, Metabolic, and Signaling Interactions in PAH; 
2020 Jun 16 [cited 2021 Jun 21]. Available from: https://clinicaltrials.gov/
ct2/show/NCT01884051. 

61.	 Montani D, Chaumais MC, Guignabert C, et al. Targeted therapies in 
pulmonary arterial hypertension. 2014 Feb;141(2):172-91. doi: 10.1016/j.
pharmthera.2013.10.002. 

62.	 Hamidi SA, Lin RZ, Szema AM, et al. VIP and endothelin receptor antagonist: 
an effective combination against experimental pulmonary arterial hyperten-
sion. Respir Res. 2011 Oct 26;12(1):141. doi: 10.1186/1465-9921-12-141. 

63.	 ClinicalTrials.gov [Internet]. Bethesda, MD: US National Library of Medi-
cine; c2021. Phase 2 Study to Assess Safety, Tolerability and Efficacy of 
Once Weekly SC Pemziviptadil (PB1046) in Subjects With Symptomatic 
PAH (VIP); 2021 Apr 27 [cited 2021 Jun 21]. Available from: https://clini-
caltrials.gov/ct2/show/NCT03556020. 



METHODIST DEBAKEY CARDIOVASC J	 |	 17 (2) 2021 REVIEW

JOURNAL.HOUSTONMETHODIST.ORG

114

64.	 Tofovic SP, Jackson EK. Estradiol Metabolism: Crossroads in Pulmonary 
Arterial Hypertension. Int J Mol Sci. 2019 Dec 23;21(1):116. doi: 10.3390/
ijms21010116. 

65.	 ClinicalTrials.gov [Internet]. Bethesda, MD: US National Library of Medi-
cine; c2021. Tamoxifen Therapy to Treat Pulmonary Arterial Hyperten-
sion (T3PAH); 2021 Feb 18 [cited 2021 Jun 21]. Available from: https://
clinicaltrials.gov/ct2/show/NCT03528902. 

66.	 Kawut SM, Archer-Chicko CL, DeMichele A, et al. Anastrozole in Pulmonary 
Arterial Hypertension. A Randomized, Double-Blind, Placebo-controlled 
Trial. Am J Respir Crit Care Med. 2017 Feb 1;195(3):360-368. doi: 10.1164/
rccm.201605-1024OC. 

67.	 ClinicalTrials.gov [Internet]. Bethesda, MD: US National Library of Medi-
cine; c2021. Pulmonary Hypertension and Anastrozole Trial (PHANTOM); 
2020 Aug 3 [cited 2021 Jun 21]. Available from: https://clinicaltrials.gov/
ct2/show/NCT03229499.

68.	 Bonnet S, Dumas-de-La-Roque E, Begueret H, et al.: Dehydroepiandroste-
rone (DHEA) prevents and reverses chronic hypoxic pulmonary hyperten-
sion. Proc Natl Acad Sci U S A. 2003 Aug 5;100(16):9488-93. doi: 10.1073/
pnas.1633724100. 

69.	 ClinicalTrials.gov [Internet]. Bethesda, MD: US National Library of Medi-
cine; c2021. Effects of DHEA in Pulmonary Hypertension (EDIPHY); 
2020 Oct 19 [cited 2021 Jun 21]. Available from: https://clinicaltrials.gov/
ct2/show/NCT03648385.

70.	 Houssaini A, Abid S, Mouraret N, et al. Rapamycin reverses pulmonary artery 
smooth muscle cell proliferation in pulmonary hypertension. Am J Respir Cell 
Mol Biol. 2013 May;48(5):568-77. doi: 10.1165/rcmb.2012-0429OC. 

71.	 ClinicalTrials.gov [Internet]. Bethesda, MD: US National Library of 
Medicine; c2021. ABI-009, an mTOR Inhibitor, for Patients With Severe 
Pulmonary Arterial Hypertension; 2021 Feb 18 [cited 2021 Jun 21]. Avail-
able from: https://clinicaltrials.gov/ct2/show/NCT02587325.


