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Letter to the Editor
Right heart catheterization datas may not reflect
the pulmonary hypertension epidemiology
accurately

Dear Editor,
We read the recent article published by Hacıyev et
al.[1] about their center’s experience with pulmonary
hypertension (PHT) with great interest. It was noted
that left-heart disease PHT, defined by the World
Health Organization as Group 2, is the most common
type of PHT and that valvular disease is the most frequent cause of Group 2 PHT. In this study, 21.6% of
the patients were Group 1 PHT, pulmonary arterial
hypertension, and 1.6% of the patients were classified
as Group 3 PHT, a result of lung disease.
Group 2 is the most common subtype of PHT. Heart
failure with reduced ejection fraction (HFrEF), heart
failure with preserved EF, and valvular diseases are
common causes of Group 2 PHT.[2] The authors of this
study also stated that valvular diseases were the most
frequent reason for PHT in the Group 2 patients. Group
2 PHT is an expected result in patients with HFrEF, so
right-heart catheterization (RHC) is not usually performed. Verification of PHT and assessment of pulmonary vascular hemodynamics are required before
valvular surgery. Therefore, the prevalence of HFrEF
should be underestimated in Group 2 PHT.
It was also reported that Group 3 PHT patients accounted for a small portion of the study population.
This can be explained by the hypothesis that patients
with lung disease undergo RHC less frequently than
is optimal since mild PHT is an expected outcome of
lung diseases.

Congenital heart disease-related PAH was the most
common type of PAH in the study. It is noteworthy to
mention that the frequency of the PAH subtypes encountered is associated with the expertise areas of the
center. Centers that follow a large number of patients
with connective tissue disease (CTD) will see more
CTD-related PAH, while in centers that follow more
patients with chronic liver disease, portopulmonary
hypertension will likely be the most common subtype.
Therefore, to assess the real prevalence of PAH subtypes, multicenter studies are needed.
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