This resource aims to support multidisciplinary stakeholders, including healthcare professionals, patient advocates,
ADVOCACY RESOURCE healthcare management and decision-makers, to support advocacy dialogue, assess opportunities for optimal diagnosis
and treatment of pulmonary arterial hypertension (PAH), and instigate policy and organisational change initiatives.
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EARLY DETECTION
OF PULMONARY
HYPERTENSION BY
PULMONOLOGISTS

J) WHAT IS PULMONARY HYPERTENSION (PH)?

PH is defined by a mean pulmonary arterial pressure (mPAP) >20 mmHg at rest
and pulmonary vascular resistance (PVR) >2 WU.' The diagnosis requires a right
heart catheterisation (RHC) performed in a PH expert centre.

WHAT IS THE PROFILE OF A PERSON WITH PH?

‘I was totally unable to walk up
the stairs and talk at the same time.
Anywhere | walked, | felt others were

| running... After more than ten years
History of . History of visiting

- 1 I _ trying to understand the cause of my
unexplained i genera pra;’uce , worsening symptoms, | was diagnosed
dyspnea i and specialists while . . L,

, : with pulmonary arterial hypertension.
and fatigue' . symptoms progress?

BETH, A PERSON WITH PH

Pulmonary arterial hypertension  Delays to PAH diagnosis
(PAH) is a rare and progressive —  and treatment lead to: A
but treatable — form of PH.3

People with PAH often wait E'S“QEILSTIAL
for two years or more to be One in five
diagnosed, visiting three or more oeople with
physicians, and are frequently PAH dies

misdiagnosed with other _ - within three
conditions such as heart failure, R'ght hefrt COStly.hOSp'tallsaUO.nSG,g years of

asthma and chronic obstructive failure and additional therapies diagnosis.”©

pulmonary disease (COPD).2*4°



WHAT CAN PULMONOLOGISTS DO TO ACGELERATE PH DIAGNOSIS?

According to the 2022 PH clinical guidelines, the simplified
pathway to diagnosis has a three-step approach:’

Detection by echocardiography.

Suspicion Pulmonologists can calculate the probability Confirmation
by first-line of PH (see Figure 1) and, if needed, through RHC in
physicians make a referral to a PH expert centre PH centres

Other diagnostic
tests include:
electrocardiogram
(ECG), chest X-ray
and computed
tomography (CT)
scan; however, in
the majority of cases
these tests only
detect the disease in
advanced stages."

Figure 1. Echocardiographic probability of PH in symptomatic people with a suspicion of PH, and further assessment’
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Not for use in clinical decision-making; please see disclaimer below.

() ACTIONS FOR THE EARLY DETECTION OF PH

Integrate PH in existing Develop national As the community invests in the
protocols for breathlessness and guidelines and establish clinics implementation of Al (e.g. electronic
the conditions that are commonly for the systematic screening of medical records, imaging),

misdiagnosed e.g. COPD, people with breathlessness, include PH red flags in

asthma, heart failure, anxiety with the inclusion of PH imaging and algorithms to alert
and deconditioning. as a potential diagnosis. healthcare professionals.
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