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• Increased pulmonary venous pressure secondary to 
left heart disease is the most common cause of 
pulmonary hypertension (PH).

• The prevalence of Cpc-PH in PH-LHD is not exactly 
known, but may be around 12% to 14% in patients 
with HF referred to the catheterization laboratory. 

Circ Heart Fail. 2017 Sep;10(9)
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1. Is the PH a PH-LDH?

2. There is only a LHD or there is a PH-LDH too?

3. There is a Ipc-PH or Cpc-PH ?



1. Is the PH a PH-LDH?

Although no single variable can differentiate 
PH-LHD from pre-capillary PH, the presence of 
multiple risk factors and findings should raise 
suspicion for PH-LHD





1.

2. There is only a LHD or there is a PH-LDH too?

In LHDs, and more specifically in left heart 
failure, PH can easily be suspected by a 
stepwise approach, combining clinical 
presentation, specific echocardiographic 
features and other modalities such as ECG and 
other imaging techniques



3. There is a Ipc-PH or Cpc-PH ?

• PH despite optimal management of the 
underlying condition

• Focus on diastolic function >> warning for 
valvulopathies and previous cardiac surgery



3. There is a Ipc-PH or Cpc-PH ?

• Look for concomitant disorders leading to PH 
including COPD, sleep apnoea syndrome and PE

• Pulmonary function tests: mild to moderate 
reduction of lung volumes, decreased lung 
diffusion capacity for carbon monoxide (DLCO)



3. There is a Ipc-PH or Cpc-PH ?

There might be a spectrum of clinical phenotypes in PH-
LHD that might evolve from one to the other, from 
isolated post-capillary PH with little effect on the RV to 
more advanced disease where the failing RV is the key 
determinant of outcome

J Am Coll Cardiol 2013;62:D100–8



Look for the signs and symptoms of RV disfunction:

• shortness of breath, fatigue, weakness, angina and syncope
• abdominal distension and ankle oedema
• ECG abnormalities: P pulmonale, right axis deviation, RV 

hypertrophy, RV strain, right bundle branch block
• chest radiograph: central pulmonary arterial dilatation, which 

contrasts with ‘pruning’ (loss) of the peripheral blood vessels
• Transthoracic echocardiography: peak tricuspid regurgitation 

velocity (m/s), presence of other echo ‘PH signs’, RV analisis



J Cardiovasc Med (Hagerstown). 2017 Apr;18(4):237-243
Circ Heart Fail. 2017 Sep;10(9)

TAPSE/sPAP < 0.27 mm/mm Hg identified Cpc-PH in SHF 
with a specificity of 61.1% and sensitivity of 80%.

https://www.ncbi.nlm.nih.gov/pubmed/28912263
https://www.ncbi.nlm.nih.gov/pubmed/28912263






Follow-up:

1. How?

2. Who?
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