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& Introduction

INTRODUCTION

Pulmonary hypertension is a progressive disorder
complicating heart, lung or systemic diseases with
increased morbidity and mortality regardless its etiology.
Pulmonary arterial hypertension (PHT) is a newly
recognized disease in patients with renal disease (Unal et
al., 2010).

In a recent review, the prevalence of PHT in end stage
renal disease (ESRD) patients was reported to be around
40-50%. Pulmonary hypertension defined as systolic
pulmonary artery pressure (SPAP) > 35 mmHg at rest as
estimated by Doppler echocardiography has been
repeatedly reported in patients with chronic renal failure
both predialysis and during regular renal replacement
therapy with a high but variable prevalence (Havlucu et al.,
2007).

Its presence has been recently suggested to be
associated with a worse outcome. A number of causative
factors have been related to this pathological finding:
pulmonary  artery  calcifications  secondary to
hyperparathyroidism and hemodynamic modification
related to the creation of an arteriovenous fistula (AVF)
caused by a reduced ability of pulmonary vessels to
accommodate the AV access-mediated elevated cardiac
output possibly because of a derangement of nitric oxide-
endothelin metabolism but its pathogenesis has not been
completely elucidated (Yigla et al., 2009).

(7)
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AIM OF THE WORK

To study pulmonary artery pressure among patients with
end stage renal disease.
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PULMONARY HYPERTENSION

Pulmonary hypertension (PH) is defined as a
haemodynamic  and  pathophysiological  condition
characterised by an increase in mean pulmonary arterial
pressure (Ppa) to >25 mmHg at rest as measured by right
heart catheterisation (RHC) (Hoeper et al., 2013).

Because this definition is based on hemodynamic
criteria, pulmonary hypertension can be the result of a
variety of diseases of different causes. Pulmonary arterial
hypertension (PAH), however, should be distinctly
differentiated from pulmonary venous hypertension
resulting from left heart disease. PAH is characterized by
elevations in the pulmonary arterial pressure and
pulmonary vascular resistance (PVR) leading to right
ventricular failure and premature death (Ghamra and
Dweik, 2003).

Thus, the definition of PAH also requires normal
pulmonary artery occlusion (or wedge) pressure to exclude
elevations of pulmonary artery pressure simply as a
compensation for elevated pressures in the left heart. PAH
is commonly caused by or associated with an underlying
pulmonary, cardiac, or systemic disease (associated PAH
[APAH], previously known as (secondary pulmonary
hypertension). Rarely, PAH is present in the absence of an
identifiable cause or associated underlying disease and is
referred to as idiopathic PAH (IPAH) or primary PAH

(9)
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(PPH). A familial form of IPAH (FPAH) accounts for
about 6% of cases (Ghamra and Dweik, 2003).

The 1973 conference provided a pathology-based
classification of the disease. Pulmonary hypertension was
previously classified into two categories: primary or
secondary, depending on the absence or presence of
identifiable causes or risk factors. The diagnosis of PPH
was one of exclusion after ruling out all causes of
pulmonary hypertension. The second WHO conference on
pulmonary hypertension, held in Evian, France, in 1998,
classified pulmonary hypertension based on similarities in
the clinical features and was revised in Venice, Italy, in
2003 to reflect a treatment-based approach to pulmonary
hypertension classification (Simonneau et al., 2004).

Most notably, familial PAH is now referred to as
heritable, with further breakdown into the genetic
abnormality identified, if any. Schistosomiasis and chronic
hemolytic anemia are now part of category 1 disease as
associated conditions to reflect their unique importance as
causative factors of PAH. Chronic thromboembolic
pulmonary hypertension is no longer divided into proximal
and distal, as improvements in surgical technique make this
partitioning obsolete (Simonneau et al., 2009).

Finally, the miscellaneous category is expanded, and
now includes many conditions previously included in the
"others" category of associated PAH. The latter change

(10)



