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Pulmonary arterial hypertension (PAH) is a chronic and progressive disease that, if left untreated, eventually leads to
right-heart failure and death. One prognostic variable that
has a major impact on long-term outcomes in PAH is World
Health Organization (WHO) functional class (FC). Patients
with PAH in FC I or II at the time of diagnosis fare better
than those in FC III or IV, and improvement in FC during
therapy is also associated with better prognosis. Eisenmenger syndrome (ES) represents the most compromised
clinical groups among patients with PAH associated with
congenital heart disease (CHD). ES patients typically have a
poor prognosis, particularly if they are left untreated.
Improved outcomes for ES patients are being sought through
intervention with PAH-specific therapies and both evidence
and observational data for their utility in this setting is accumulating. In this issue of Cardiology Scientific Update, evidence supporting a prognostic role of FC and the benefit of
a goal-directed therapy aiming at improving the FC of these
patients will be reviewed. As well, the prognosis of a
growing population of patients with ES and the increasingly
appreciated advantage of treatment options using PAH-specific therapy in ES patients will be discussed.
Improvement of Functional Class in PAH –
the Impact on Long-term Outcomes
PAH is a progressive disease associated with poor prognosis.1,2 Employing a treat-to-target approach, as recommended in
the European Society of Cardiology (ESC)/European Respiratory
Society (ERS) guidelines,3 is a crucial strategy to improve patient
outcomes. This involves setting a number of treatment goals,
assessing patients’ response to therapy, and making treatment
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decisions accordingly. For successful implementation of this
strategy, it is essential that parameters with prognostic relevance
are used to set treatment goals.
WHO-FC is recommended as a treatment goal,3,4 as it is a
powerful predictor of long-term outcomes in PAH.1 Recent
studies have demonstrated that patients in WHO-FC I/II at
baseline have better long-term outcomes than those in FC
III/IV.5-7 These reports include the French registry data on
patients with idiopathic, heritable, and anorexigen-associated
PAH,6 as well as data from a retrospective study in ES.5 In addition to having prognostic relevance as a baseline parameter,
change in FC during treatment is reflected in patients’ prognosis.7-9 Recent data from the Registry to Evaluate Early and Longterm PAH Disease Management (REVEAL)10 have highlighted
the impact of change in FC on long-term outcomes.11 Of the
1082 PAH patients in FC III at enrollment, 26% (n=281) had
improved to FC I/II at the first follow-up visit, 66% (n=718)
had remained stable in FC III and 8% (n=83) had deteriorated
to FC IV (Figure 1). The 2-year Kaplan-Meier survival estimate
from the first follow-up visit was statistically significantly better
for patients who improved from FC III to FC I/II (88 ± 2%) than
for patients who remained in FC III (76 ± 2%) or worsened to
FC IV (34 ± 6%; P<0.001 for all pairwise comparisons).11 These
data, therefore, demonstrate that patients who achieve FC II on
therapy have better long-term outcomes and reinforce the role
of FC II as an essential treatment target.
Once appropriate treatment goals have been defined, the
ESC/ERS treatment algorithm should be followed with these
goals in mind.3 For FC III patients, initial monotherapy with an
endothelin receptor antagonist, a phosphodiesterase-5 inhibitor
or a prostanoid is recommended. To determine whether patients
are meeting their therapeutic goals, regular reassessment is
essential.3 For patients considered to have an inadequate
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Figure 1: REVEAL Registry: Impact of change in functional
class (FC) on prognosis11

Figure 2: Early intervention with bosentan delay PAH
progression
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response to therapy, a step-up approach involving sequential
combination therapy is recommended.1 For patients in FC IV,
initial treatment with intravenous epoprostenol is recommended
and upfront combination therapy may be considered.3 Improving FC is vital to improve long-term outcomes in PAH. A treatto-target approach should include FC II as a goal.
FC II – An Achievable Target in PAH
FC is a powerful predictor of long-term outcomes in PAH.1
Improved prognosis among patients in FC II over those in FC
III/IV2,5,6,12 provides a strong rationale for early detection and
timely treatment to maintain patients in FC II. In addition,
improvement to FC II during treatment is indicative of a positive
outcome.7,9 FC II is therefore an important goal of the treatment
of PAH.
The value of early initiation of therapy was clearly demonstrated in the EARLY trial,13 a study dedicated to FC II patients.
The secondary endpoints of EARLY included the change from
baseline in FC and time to clinical worsening as an assessment
of PAH progression. Over the 6-month study period, compared
with placebo, bosentan treatment was associated with a significantly lower incidence of worsening FC (P=0.0285) and a significant delay in PAH progression (relative risk reduction: 77%;
P=0.0114) (Figure 2). Bosentan also significantly reduced pulmonary vascular resistance (co-primary endpoint P<0.0001).
The trend towards an increase in 6-minute walk distance
(6-MWD; co-primary endpoint P=0.076) possibly reflected the
relatively well-preserved exercise capacity of the enrolled population, which may be difficult to improve. The EARLY study
showed that FC can be maintained and PAH progression delayed
in FC II patients treated with bosentan.
The open-label extension of EARLY investigated the long-term
outcomes of initiating bosentan in FC II.14 In an interim analysis
of 157 patients at 3 years, the Kaplan-Meier estimate of survival
associated with bosentan therapy was 89.9% (95% confidence
interval [CI]: 85.3, 94.4) and 82.9% of subjects experienced no
clinical worsening (95% CI: 77.2, 88.6). The mean change in
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6-MWD was +7.6 m at 30 months, and WHO FC improved in
20.2% of subjects (n=26) and worsened in 11.6% (n=15).
Despite the clear benefits of early treatment, the reality
remains that many patients are diagnosed in FC III/IV. For FC III
patients, the goal of FC II may be achieved by treatment according to the ESC/ERS guidelines, including combination therapy
where recommended.3
In summary, the prognostic relevance of FC II provides a
strong rationale for its inclusion as a mandatory treatment target.
Early detection and treatment, alongside the use of combination
therapy where appropriate, represent key elements in the strategy to achieve FC II.
ES – A Growing Population with a Poor Prognosis
CHD patients are at increased risk of developing PAH.15
PAH-CHD patients represent a heterogeneous group, classified
into 4 clinical subsets,3 and these clinical groups were reviewed
in a previous issue of Cardiology Scientific Update.16 The first
subset is ES, the most advanced form of PAH-CHD.15 ES is
defined as CHD that initially causes systemic-to-pulmonary
shunts resulting in severe pulmonary vascular changes and PAH,
with subsequent reversal of the shunt and the development of
cyanosis.17 For CHD patients with a left-to-right shunt, timely
surgical correction of the cardiac defect before the onset of high
PVR can prevent or reverse PAH. Patients who do not have surgical repair in a timely fashion may develop ES, with certain
cardiac defects carrying a greater risk for progression to ES than
others.
The prevalence of CHD is increasing, and there has been a
change in the demographics of this population, with a growing
number of pediatric patients now surviving into adulthood.18 As
a significant proportion of CHD patients develop PAH,15 this will
translate into an increase in the number of PAH-CHD patients.
ES affects approximately 4% of adult CHD patients under
follow-up at major international centres.19 Patients with certain
defects are at a greater risk; for example, approximately 50% of
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all patients with large unrepaired ventricular septal defects are at
risk of developing ES.20 Once ES develops, reparative surgery is
contraindicated. It is crucial that patients have access to available
tertiary care and pharmacological therapy, so that they are
managed according to the ESC guidelines for grown-up CHD.21
The development of ES is associated with poor prognosis, as
well as considerable morbidity and poor quality of life.20 Recent
data have shown ES patients to have a 5-year mortality rate of
23.3%,5 and development of ES in patients with complex CHD
is associated with a 10- to 12-fold increase in mortality.20 Several
factors that impact on the prognosis of ES have been identified.
The outlook is especially poor for patients in WHO-FC III/IV. In
a recent study, the overall 5-year mortality rate for ES was 32.2%
for patients in FC III/IV versus 14.1% for patients in FC I/II
(P=0.006).5 While the mortality rate is significantly higher for
patients in FC III/IV, it is important to note that it is considerable
even in FC II patients.
Other predictors of increased mortality in ES include history
of arrhythmia, younger age at presentation, and right-ventricular dysfunction.19,22-24 In addition, the survival prospects of ES
patients with complex anatomy are significantly poorer than for
patients with simple underlying cardiac lesions. Another very
important factor that influences outcomes in ES is the use of
PAH-specific therapies. A recent long-term study found that
cumulative mortality in ES was significantly higher in those
patients who were not on PAH-specific therapies, indicating
their important role in ES.5 As the understanding of the prevalence and natural history of ES improves, it becomes increasingly clear that one must act to improve the outlook for patients
with this severe condition.
ES – Treatment Options with PAH-specific Therapies
As structural abnormalities of the pulmonary vasculature in
ES are similar to those in other forms of PAH,20 targeted PAH-spe-

Figure 3: BREATHE-5: Reduced PVR and increased 6-MWD
following bosentan
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cific therapies have been investigated in ES and represent an
important treatment option for this population. Among PAH-specific therapies, the dual endothelin-receptor antagonist (ERA)
bosentan is the only oral therapy with data derived from a randomized, placebo-controlled study in ES. In the Bosentan Randomized Trial of Endothelin Antagonist Therapy-5 (BREATHE-5)
study,25 bosentan significantly reduced pulmonary vascular resistance and markedly increased 6-MWD, without compromising
peripheral oxygen saturation (Figure 3). BREATHE-5 illustrated
that ES patients can benefit from bosentan, and based on these
data, bosentan is the only approved treatment for PAH associated
with congenital systemic-to-pulmonary shunts and ES in WHOFC III. In addition, the ESC/ERS guidelines recommend bosentan
as first-line therapy for ES patients (class I, level B) (Table 1).3
Data from other PAH-specific therapies, such as the
prostanoids, are limited to case reports and small studies.20,26
Experience from phosphodiesterase-5 inhibitors and the ERA
ambrisentan have also been gained from relatively small-scale
studies.20,27,28 Randomized, placebo-controlled trials are needed
to validate these encouraging preliminary results.3
The long-term impact of advanced therapies (AT) in ES has
recently been evaluated.5 Patients were started on bosentan
(73.5%), sildenafil (25%), or epoprostenol (1.5%); the use of
AT was associated with significantly lower all-cause mortality
in this population, as estimated by Cox regression analysis. Of
Table 1: Recommendation: PAH associated with
congenital cardiac shunts
Class

Level

I

B

Other ERAs, phosphodiesterase type-5
inhibitors and prostanoids should be
considered in ES patients

IIa

C

In the absence of significant hemoptysis,
oral anticoagulant treatment should be
considered in patients with PA
thrombosis or signs of heart failure

IIa

C

The use of supplemental oxygen therapy
should be considered in cases in which it
produces a consistent increase in arterial
oxygen saturation and reduces
symptoms

IIa

C

If symptoms of hyperviscosity are
present, phlebotomy with isovolumic
replacement should be considered
usually when the hematocrit is >65%

IIa

C

Combination therapy may be considered
in ES patients

IIb

C

The use of calcium channel blockers is
not recommended in ES patients

III

C

The ERA bosentan is indicated in
WHO-FC III patients with ES

ERA = endothelin-receptor antagonist; WHO-FC = World Health Association
functional class; ES = Eisenmenger syndrome
Reprinted from Galiè N, et al. Eur Heart J. 2009;30:2493-2537.
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52 patients who died during the study, only 2 were receiving AT,
indicating that AT has long-term benefits in ES.

14. Simonneau G, Galiè N, Hoeper MM, Kusic-Pajic A, Morganti A, Rubin LJ.
An interim analysis of long-term outcomes in patients treated with bosentan in the double-blind or open-label extension to the EARLY trial. Am J
Respir Crit Care Med. 2011;183:A5886.
15. Galiè N, Manes A, Palazzini M, et al. Management of pulmonary arterial
hypertension associated with congenital systemic-to-pulmonary shunts
and Eisenmenger’s syndrome. Drugs. 2008;68:1049-1066.
16. Moe G. Management of pulmonary hypertension associated with congenital heart disease. Cardiology Scientific Update. January 2010.
17. Gatzoulis MA, Alonso-Gonzalez R, Beghetti M. Pulmonary arterial hypertension in paediatric and adult patients with congenital heart disease. Eur
Respir Rev. 2009;18:154-161.
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19. Diller GP, Gatzoulis MA. Pulmonary vascular disease in adults with congenital heart disease. Circulation. 2007;115:1039-1050.
20. Beghetti M, Galie N. Eisenmenger syndrome a clinical perspective in a new
therapeutic era of pulmonary arterial hypertension. J Am Coll Cardiol.
2009;53:733-740.
21. Baumgartner H, Bonhoeffer P, De Groot NM, et al. ESC Guidelines for the
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Heart J. 2010;31:2915-2957.
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1999;84:677-681.
23. Daliento L, Somerville J, Presbitero P, et al. Eisenmenger syndrome. Factors
relating to deterioration and death. Eur Heart J. 1998;19:1845-1855.
24. Diller GP, Dimopoulos K, Broberg CS, et al. Presentation, survival prospects,
and predictors of death in Eisenmenger syndrome: a combined retrospective and case-control study. Eur Heart J. 2006;27:1737-1742.
25. Galiè N, Beghetti M, Gatzoulis MA, et al. Bosentan therapy in patients with
Eisenmenger syndrome: a multicenter, double-blind, randomized,
placebo-controlled study. Circulation. 2006;114:48-54.
26. Fernandes SM, Newburger JW, Lang P, et al. Usefulness of epoprostenol
therapy in the severely ill adolescent/adult with Eisenmenger physiology.
Am J Cardiol. 2003;91:632-635.
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disease. Am J Cardiol. 2011;107:1381-1385.
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Conclusion
In PAH, including PAH-CHD, the use of combination
therapy for patients who respond inadequately to monotherapy
(ie, who do not achieve their treatment goals) is recommended
in the ESC/ERS guidelines.3 Although published data are relatively limited, there is growing evidence from expert centres that
combination therapy may be beneficial. Observation of clinical
practice shows that PAH-specific therapies are increasingly used
in ES. The outlook for ES patients is likely to improve further as
the focus for management turns to a treat-to-target approach in
this population.
References
1. D’Alonzo GE, Barst RJ, Ayres SM, et al. Survival in patients with primary
pulmonary hypertension. Results from a national prospective registry. Ann
Intern Med. 1991;115:343-349.
2. Humbert M, Sitbon O, Yaici A, et al. Survival in incident and prevalent
cohorts of patients with pulmonary arterial hypertension. Eur Respir J.
2010; 36:549-555.
3. Galiè N, Hoeper MM, Humbert M, et al. Guidelines for the diagnosis and
treatment of pulmonary hypertension: the 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 the
International Society of Heart and Lung Transplantation (ISHLT). Eur
Heart J. 2009;30:2493-2537.
4. Barst RJ, Gibbs JS, Ghofrani HA, et al. Updated evidence-based treatment
algorithm in pulmonary arterial hypertension. J Am Coll Cardiol. 2009;54:
S78-S84.
5. Dimopoulos K, Inuzuka R, Goletto S, et al. Improved survival among
patients with Eisenmenger syndrome receiving advanced therapy for pulmonary arterial hypertension. Circulation. 2010;121:20-25.
6. Humbert M, Sitbon O, Chaouat A, et al. Survival in patients with idiopathic, familial, and anorexigen-associated pulmonary arterial hypertension in the modern management era. Circulation. 2010;122:156-163.
7. Sitbon O, Humbert M, Nunes H, et al. Long-term intravenous epoprostenol
infusion in primary pulmonary hypertension: prognostic factors and survival. J Am Coll Cardiol. 2002;40:780-788.
8. Launay D, Sitbon O, Le PJ, et al. Long-term outcome of systemic sclerosisassociated pulmonary arterial hypertension treated with bosentan as firstline monotherapy followed or not by the addition of prostanoids or
sildenafil. Rheumatology (Oxford). 2010;49:490-500.
9. McLaughlin VV, Shillington A, Rich S. Survival in primary pulmonary
hypertension: the impact of epoprostenol therapy. Circulation. 2002;106:
1477-1482.
10. McGoon MD, Krichman A, Farber HW, et al. Design of the REVEAL registry for US patients with pulmonary arterial hypertension. Mayo Clin Proc.
2008;83:923-931.
11. Barst RJ, Miller DP, Beery F, McGoon MD. Impact of functional class change
on survival in patients with pulmonary arterial hypertension in the
REVEAL registry. Am J Respir Crit Care Med. 2011;183:A5941.
12. Brenot F. Primary pulmonary hypertension. Case series from France. Chest.
1994;105:33S-36S.
13. Galiè N, Rubin L, Hoeper M, et al. Treatment of patients with mildly symptomatic pulmonary arterial hypertension with bosentan (EARLY study): a
double-blind, randomised controlled trial. Lancet. 2008;371:2093-2100.

Dr. Moe has no disclosures to announce in association with the contents
of this issue.
SNELL Medical Communication acknowledges that it has received
an unrestricted educational grant from Actelion Pharmaceuticals to
support the distribution of this issue of Cardiology Scientific Update.
Acceptance of this grant was conditional upon the sponsors’ acceptance of the policy established by the Division of Cardiology,
St. Michael’s Hospital, and SNELL Medical Communication guaranteeing the educational integrity of the publication. This policy
ensures that the author and editor will at all times exercise unrestricted, rigorous, scientific independence free of interference from
any other party. This publication may include discussion of products or product indications that have not been granted approval by
Health Canada. This content is intended for medical, scientific,
and educational purposes only.

© 2011 Division of Cardiology, St. Michael’s Hospital, University of Toronto, which is solely responsible for the contents. Publisher: SNELL Medical Communication Inc. in cooperation with the Division of Cardiology,
St. Michael’s Hospital, University of Toronto. ™Cardiology Scientific Update is a Trade Mark of SNELL Medical Communication Inc. All rights reserved. The administration of any therapies discussed or referred to
in Cardiology Scientific Update should always be consistent with the approved prescribing information in Canada. SNELL Medical Communication Inc. is committed to the development of superior Continuing Medical Education.

Publications Post #40032303

SNELL

202-107E

