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Background: The management of non-operable chronic thromboembolic pulmonary hypertension (CTEPH) has
evolvedwith the availability of balloon pulmonary angioplasty (BPA) and pulmonary vasodilators. We launched
the BPA program in 2011. The aim was to analyze the survival and treatment efficacy of our CTEPH treatment
program in the modern management era.
Methods and results:Weretrospectively revieweddata from143 consecutive CTEPHpatients diagnosed from Jan-
uary 2011 (i.e. after the availability of BPA) to December 2019. Of forty-one patients who underwent pulmonary
endarterectomy (PEA), 25 underwent additional BPA (Combination group) and the others were treated with
only PEA (PEA group). Ninety patients underwent BPA (BPA group). The remaining 12 patients did not undergo
any interventional treatments.
The 1- and 5-year survival rates of operated patients (n = 41) were 97.4% and 90.0%, compared to 96.9% and
86.9% in not-operated patients (n= 102), respectively (p= 0.579). There was no mortality in the Combination
group. Mean pulmonary artery pressure after treatments in the PEA only, Combination, and BPA only groupswas
20.5 ± 6.7, 17.9 ± 4.9, and 20.7 ± 4.6 mmHg, respectively (p = 0.067, one-way ANOVA). Percent decrease of
pulmonary vascular resistance in each treatment groups was −73.7 ± 11.3%, −74.3 ± 11.8%, and − 54.9 ±
22.5%, respectively (p < 0.01, one-way ANOVA).
Conclusion: Therewas no significant difference in long-term survival between operated and not-operated CTEPH.
Moreover, the Combination approach might have the potential to introduce notable improvements in the prog-
nosis of CTEPH. BPA and PEA appear to be mutually complementary therapies in the modern management era.

© 2020 The Author(s). Published by Elsevier B.V. This is an open access article under the CC BY-NC-ND license
(http://creativecommons.org/licenses/by-nc-nd/4.0/).
1. Introduction

Chronic thromboembolic pulmonary hypertension (CTEPH) is char-
acterized by stenosis and the obstruction of pulmonary arteries with
non-resolving organized thromboemboli, leading to elevated pulmo-
nary vascular resistance (PVR), severe pulmonary hypertension (PH),
right heart failure, and finally, death [1–3]. Historically, the prognosis
of untreated patients with CTEPH is very poor, with a 5-year survival
TEPH, chronic thromboembolic
ociation functional class; PAP,
ypertension; PEA, pulmonary
lmonary vascular resistance;
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rate of less than 50% in those with a mean pulmonary artery pressure
(PAP) greater than 30mmHg, and 10% in thosewith amean PAP greater
than 50 mmHg [4]. Surgical pulmonary endarterectomy (PEA) remains
the gold standard treatment in patients with CTEPH who are judged to
be operable. Several reports show that operated patients have better
long-term survival. Indeed, an international prospective registry from
27 European centers showed that not-operated patients had a signifi-
cantly worse prognosis with a 3-year survival rate of 70%, while that
of patients undergoing surgery was 89% [5,6]. However, 40–70% of
CTEPH patients are judged as non-operable due to distal lesions or the
presence of comorbidities [5,7]. Recently, the management for non-
operable CTEPH has evolved with the availability of balloon pulmonary
angioplasty (BPA) and the use of pulmonary arterial hypertension
(PAH)-targeted medications. The short-term (16 weeks) randomized
double-blind controlled CHEST trial showed that riociguat, a soluble
guanylate cyclase stimulator, significantly improved exercise capacity
(6-min walk distance) and pulmonary hemodynamics in patients with
er the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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non-operable CTEPH or with persistent/residual PH after PEA [8,9].
Treprostinil, a prostacyclin analogue, also improved exercise capacity
at 24 weeks in the randomized, double-blind controlled trial in non-
operable CTEPH or persistent/residual PH after PEA [10]. Furthermore,
BPA, an endovascular procedure to widen narrowed or obstructed pul-
monary arteries, has emerged as an additional treatment option for pa-
tients with non-operable CTEPH. The first case series, reported by
Feinstein et al. in 2001, demonstrated a reduction in mean pulmonary
artery pressure (mean PAP) of 9 mmHg, but also reported that its mor-
tality rate was 5.6% [11]. With refinements in the technique, several re-
ports have succeeded in improving the efficacy and safety of BPA. These
studies, mostly published since 2012, reported an overall reduction in
mean PAP of 21 mmHg from baseline and a mortality rate of 1.5% after
an average of four angioplasty sessions for each patient [12]. The efficacy
and safety of BPA for non-operable cases were equivalent to those
achieved using PEA for operable cases [13]. Until recently, reports on
the efficacy and safety of BPA had been published mainly from Japan.
However, with accumulation of evidence, attempts to treat non-
operable CTEPH patients with BPA has spread to several countries
outside Japan, even to countries where BPA was initially viewed with
skepticism [14,15]. BPA should be considered as an established treat-
ment strategy for non-operable patients. The recent 2018 World
Symposium on pulmonary hypertension in Nice proposed and recom-
mended PH targeted medical therapy and BPA for inoperable cases at
the expert centers [16].

We aimed to clarify the long-term outcomes in patients with CTEPH
in the modern management era from experience at Kobe University.

2. Methods

This retrospective study complied with the Declaration of Helsinki.
This study was approved by the ethics committee of Kobe University
(approval number B200125).

2.1. Patients

This observational study was carried out in all consecutive patients
with CTEPH who were diagnosed, treated, and followed up at the
Kobe University Hospital between January 2011 and December 2019;
data were collected from hospital medical records. Hemodynamic char-
acteristics (assessed by right heart catheterization [RHC]), functional
status with the New York Heart Association functional class (NYHA-
FC), and exercise capacity based on the 6-min walk distance were
collected at baseline (i.e. time CTEPH diagnosis) and after the interven-
tional treatment including PEA and BPA if applicable. Vital status was
accessed at the last follow-up visit. For patients without any news for
more than 3 months, mortality status was determined by telephone
contact to patients.

2.2. Diagnosis and treatment of CTEPH

The diagnosis of CTEPH was established according to clinical guide-
lines that were current during the observational period [17]. Diagnosis
was based on medical history, physical examination, ventilation-
perfusion lung scan, multidetector computed tomography pulmonary
angiography, RHC, and selective pulmonary angiography. Newly diag-
nosed patients were defined as those meeting the diagnostic criteria
at the time of their first RHC, and follow-up time was calculated from
this date. Since November 2001, we started surgical pulmonary endar-
terectomy for patients with operable CTEPH. Not-operated patients
were treated with oral anticoagulants alone or with off-label use of
PAH drugs including endothelin-receptor antagonists (ERA; bosentan,
ambrisentan, macitentan), phosphodiesterase type-5 inhibitors (PDE-
5i; sildenafil, tadalafil), and/or soluble guanylatecyclase stimulator
(sGC stimulator; riociguat), according to patient clinical status, treat-
ment availability, and physicians' decision. Beginning in March 2011,
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we launched a BPA program for non-operable CTEPH patients. Patients
diagnosed since 2011 could undergo interventional treatments with
PEA or BPA at an early stage following diagnosis. Operability was con-
sidered according to the accessibility and distribution of chronic throm-
boembolic lesions, hemodynamic severity and the presence of
comorbidities that could increase surgical risk [6,18]. There was no
clear criteria for indication or contraindication of BPA [19]; however, pa-
tients who refused, had too mild hemodynamics, extremely old age
(>90 years old), chronic kidney disease stages 4–5, and patients with
malignancy whose expected prognosis was less than 6 months, were
not offered BPA. Combinations of PEA and BPA were performed on se-
lected operable patients; additional BPA after PEA was considered for
patients with residual PH (mean PAP >25 mmHg), or residual symp-
toms (>NYHA 2), regardless of normalized hemodynamics. Initial uni-
lateral BPA to the lung with distal lesions, as well as secondary PEA to
the lung with proximal lesions were planned for carefully selected pa-
tients with severe hemodynamics to reduce perioperative risk. The as-
sessment of treatment strategies for all patients was made by a
multidisciplinary team of experts including both experienced cardiolo-
gists and thoracic surgeons, as recommended by the guidelines [17].

The BPAprocedurewas considered in newly diagnosed patients as of
March 2011, but also in patients who had been previously diagnosed
and considered as non-operable. To avoid the bias regarding the impact
of PEA or BPA in incident patients, consecutive patients with CTEPH di-
agnosed since 2011 after the availability of interventional treatments
including both PEA and BPA were enrolled in this study.

2.3. Statistical analysis

The data supporting the findings of this study are available from the
corresponding author upon reasonable request. All statistical analyses
were performed using GraphPad Prism version 5 (GraphPad Software,
La Jolla, CA, USA) and SPSS Statistics 17.0 (IBM, Armonk, NY, USA). Con-
tinuous variables are expressed as mean ± standard deviation or me-
dian and interquartile range (IQR) according to variable distribution.
Differences in continuous variables, such as age, 6-min walk distance,
and hemodynamic characteristics were compared using the indepen-
dent Student's t-test for normally distributed variables and the Mann–
Whitney U test for non-normally distributed variables. One-way analy-
sis of variance (ANOVA)was used to comparemultiple groups. Categor-
ical variables, such as sex, NYHA-FC and use of PAH medications were
expressed as number and percentage and were compared using the
χ2-test for independence. Analysis of overall survival was performed
using an intention-to-treat approach. For the survival analysis, the
date of diagnostic RHC was used as the start point to determine length
of survival. The cut-off date was December 31, 2019. The Kaplan–
Meier method was used to estimate overall survival. For all analyses,
the level of statistical significance was set at p < 0.05.

3. Results

3.1. Patient population

Between January 2011 and December 2019, a total of 143 patients
were diagnosed with CTEPH at the Kobe University Hospital. Forty-
seven patients were judged as operable and 41 ultimately underwent
PEA after a median of 2.3 months (IQR: 1.5; 5.7 months) after diagnosis.
Six patients had not undergone PEA because of patient's refusal (n=3)
or existence of comorbidities (n = 3). Ninety patients underwent BPA
with a mean of 4.0 ± 1.5 sessions per patient after a median of
2.7months (IQR: 1.2; 4.6months) after diagnosis. Of these, two patients
had operable form; however, theywere treatedwith BPA due to comor-
bidities or advanced age (BPAonly group). Twelve patients had not un-
dergone any interventional treatment including PEA or BPA due to
mainly patients' refusal, and extremely advanced age or severe comor-
bidities (No intervention group). In BPA, amount of contrast used per
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session was 169.1 ± 20.1 mL, while radiation dose per session was
585± 221mGy.When compared with not-operated patients, operated
patients were younger (58.9 ± 13.8 years vs. 68.4 ± 12.7 years;
p < 0.001), more frequently male (39.0% vs. 17.6%; p = 0.009), and
hadhigher proportion of patientswith a history of acute pulmonary em-
bolism (46.3% vs. 26.5%; p = 0.029). Operated patients also had more
severe baseline hemodynamics (mean PAP: 41.8 ± 8.6 mmHg vs.
36.0 ± 9.2 mmHg; p < 0.001; PVR: 874 ± 373 dynes.s.cm−5 vs.
696 ± 364 dynes.s.cm−5; p = 0.009). In operated patients, 26 patients
(63.4%) also received PAH drugs, while 62 patients (60.8%) received
PAH drugs in not-operated patients. Among the operated patients, 16
underwent only PEA (PEA only group); the remaining 25 patients
underwent ‘combination therapy’ by combining PEA and BPA, with 22
patients receiving additional BPA after PEA for residual PH or symptoms,
and three patients receiving initial unilateral BPA to the lungwith distal
lesions and secondary PEA to the other lung with proximal lesions
(Combination group).

The baseline clinical and hemodynamic characteristics and medical
treatments at intervention or at last follow-up in each group are sum-
marized in Table 1. Patients in the Combination group had more severe
mean PAP and PVR than those of the BPA only group (p = 0.003, p =
0.005, respectively) or the No intervention group (p = 0.029,
p < 0.001, respectively). A trend was observed where the
Table 1
Baseline characteristics and treatments initiated after diagnosis nd treatments at last follow-up

Variable Operated
n = 41

PEA only
n = 16

Combination
(PEA + BPA)
n = 25

Baseline characteristics
Age (years) 54.0 ± 14.7 62.0 ± 12.4
Male (n, %) 7 (43.8) 9 (36.0)
NYHA FC I,II / III,IV (%) 18.8 / 81.2 28.0 / 72.0
6MWD (m) 357 ± 170 343 ± 88
BNP (pg/mL)⁎⁎ 132 [557] 207 [445]

Baseline hemodynamics
Mean RAP (mmHg) 7.2 ± 4.9 5.4 ± 2.7
Systolic PAP (mmHg) 69.6 ± 17.9 75.6 ± 16.8
Diastolic PAP (mmHg) 25.9 ± 5.9 25.3 ± 7.3
Mean PAP (mmHg) 40.9 ± 8.2 42.4 ± 9.0
PAWP (mmHg) 10.8 ± 3.1 8.3 ± 3.70
Cardiac output (L/min) 3.78 ± 1.55 3.09 ± 0.70
Cardiac index (L/min/m2) 2.18 ± 0.70 1.93 ± 0.39
PVR (dynes.s.cm−5) 750 ± 403 954 ± 336
SvO2 (%) 59.5 ± 11.2 61.9 ± 7.9

Anticoagulants
Vitamin K antagonist 15 (93.7) 21 (84.0)
Direct oral anticoagulants 1 (6.3) 4 (16.0)

Medical treatment since diagnosis
PAH-targeted drugs (n, %) 8 (50.0) 18 (72.0)
sGC stimulator (n, %) 6 (37.5) 14 (56.0)
ERA (n, %) 4 (25.0) 3 (12.0)
PDE5-i (n, %) 0 (0.0) 1 (4.0)
Prostacyclin analog (n, %) 1 (6.3) 3 (12.0)

Home oxygen therapy (n, %) 6 (37.5) 11 (44.0)

Medical treatment at last follow up
PAH-targeted drugs (n, %) 2 (12.5) 2 (8.0)
sGC stimulator (n, %) 2 (12.5) 2 (8.0)
ERA (n, %) 0 (0.0) 0 (0.0)
PDE5-i (n, %) 0 (0.0) 0 (0.0)
Prostacyclin analog (n, %) 0 (0.0) 0 (0.0)

Home oxygen therapy (n, %) 2 (12.5) 4 (16.0)

List of abbreviations: NYHA FC: New York Heart Association functional class; 6MWD: 6-min wa
tery pressure; PAWP: pulmonary arterywedge pressure; PVR: pulmonary vascular resistance; S
guanylate cyclase; ERA: endothelin-receptor antagonists; PDE5-i: phosphodiesterase type-5 in
Data are given as mean ± standard deviation or median [interquartile range].
⁎ one-way ANOVA, comparison between PEA only, Combination, BPA only, and No interven
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hemodynamics of the No intervention group were milder than in
other groups. Almost all patients in the PEA only or Combination groups
discontinued medical treatments after interventional treatments,
whereas more than half of patients in the BPA only group continued
medications after BPA.

3.2. Effects of interventional treatments

Table 2 shows the treatment effects on symptoms, exercise capacity,
and hemodynamics in each treatment group. Re-evaluation of hemody-
namics with RHCwas performed after a median of 17.7 days (IQR: 14.5;
21.3 days) following the date of PEA in the PEA only group, after a me-
dian of 78.1 days (IQR: 24.3; 95.1 days) following the date of the last in-
tervention in the Combination Group, and after a median of 79.4 days
(IQR: 12.4; 99.2 days) following the date of the last BPA. Re-evaluation
data of mean PAP and PVR in the PEA only, Combination, and BPA
only groups were 20.5 ± 6.7 mmHg, 17.9 ± 4.9 mmHg, 20.7 ±
4.6 mmHg (p = 0.067, one-way ANOVA), and 205 ± 129 dynes.s.
cm−5, 222 ± 76 dynes.s.cm−5, 267 ± 126 dynes.s.cm−5 (p = 0.082,
one-way ANOVA), respectively. Absolute change of mean PAP and % de-
crease of PVR from baseline in each group are −20.0 ± 9.3 mmHg,
−24.5 ± 8.9 mmHg, −15.7 ± 9.4 mmHg, (p = 0.145: PEA only group
vs Combination group; p = 0.101: PEA only group vs BPA only group;
in each treatment group.

Not-operated
n = 102

BPA only
n = 90

No intervention
n = 12

p value⁎

68.6 ± 12.1 67.1 ± 17.1 < 0.001
14 (15.6) 4 (33.3) 0.022
16.7 / 83.3 66.7 / 33.3 0.003
300 ± 97 343 ± 102 0.122
82 [176] 50 [81] 0.023

5.2 ± 3.6 4.8 ± 4.4 0.253
64.0 ± 15.2 57.9 ± 22.2 0.006
21.2 ± 6.0 20.4 ± 10.6 0.007
36.3 ± 8.7 34.0 ± 13.2 0.007
8.0 ± 3.5 7.2 ± 4.5 0.029
3.58 ± 1.18 4.40 ± 1.11 0.014
2.28 ± 0.70 2.73 ± 0.66 0.006
719 ± 369 527 ± 278 0.005
63.6 ± 8.1 66.1 ± 9.1 0.176

67 (74.4) 10 (83.3)
23 (25.6) 2 (16.7)

52 (57.8) 10 (83.3)
30 (33.3) 7 (58.3)
19 (21.1) 1 (8.3)
8 (8.9) 2 (16.7)
4 (4.4) 0 (0.0)
47 (52.2) 6 (50.0)

30 (33.3) 10 (83.3)
26 (28.9) 7 (58.3)
3 (3.3) 1 (8.3)
1 (1.1) 2 (16.7)
0 (0.0) 0 (0.0)
28 (31.1) 6 (50.0)

lk distance; BNP: brain natriuretic peptide; RAP: right atrial pressure; PAP: pulmonary ar-
vO2:mixed venous oxygen saturation; PAH: pulmonary arterial hypertension; sGC: soluble
hibitors.

tion.
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Table 2
Clinical and Hemodynamic Data at Baseline and Re-evaluation of each treatment group.

Operated Not-operated

PEA only
Re-evaluation data available
(n = 15)

Combination (PEA + BPA)
Re-evaluation data available (n = 24)

BPA only
Re-evaluation data available
(n = 81)

Baseline p value Re-evaluation⁎ Baseline p value After 1st
intervention

p value Re-evaluation⁎ Baseline p value Re-evaluation⁎ P
value⁎

Characteristics
NYHA FC (I,II /
III,IV) (%)

18.8 /
81.2

0.001 81.2 / 18.8 28.0 /
72.0

0.010 68.0 / 32.0 0.023 96.0 / 4.0 16.7 /
83.3

< 0.001 85.4 / 14.6 0.315

6MWD (m) 324
± 194

0.018 452 ± 157 343
± 88

0.709 347 ± 138 0.002 418 ± 105 311
± 95

< 0.001 380 ± 110 0.174

BNP (pg/mL)⁎⁎ 133
[569]

0.116 96 [260] 207
[445]

0.006 114 [135] 0.003 53 [84] 70.8
[175.2]

24.5 [38.5] < 0.001

SaO2 (%) 91.0
± 5.8

0.007 95.6 ± 4.9 91.0
± 4.0

0.261 92.2 ± 4.3 0.030 94.3 ± 2.8 90.5
± 4.7

< 0.001 93.7 ± 2.9 0.003

Hemodynamics
Systolic PAP
(mmHg)

70.0
± 18.9

< 0.001 32.9 ± 11.0 75.6
± 16.8

< 0.001 48.7 ± 15.8 < 0.001 30.4 ± 8.4 64.1
± 15.3

< 0.001 35.6 ± 7.7 0.025

Diastolic PAP
(mmHg)

24.9
± 5.2

< 0.001 13.3 ± 4.9 25.3
± 7.3

< 0.001 16.8 ± 8.0 0.002 11.0 ± 4.4 21.3
± 6.0

< 0.001 11.7 ± 3.8 0.236

Mean PAP (mmHg) 40.7
± 8.7

< 0.001 20.5 ± 6.7 42.4
± 9.0

< 0.001 27.4 ± 8.3 < 0.001 17.9 ± 4.9 36.4
± 8.8

< 0.001 20.7 ± 4.6 0.067

Mean RAP (mmHg) 7.1
± 5.2

0.956 7.2 ± 3.9 5.4
± 2.7

0.523 5.9 ± 4.3 0.046 3.6 ± 3.4 5.1
± 3.0

0.005 3.8 ± 2.9 0.002

PAWP (mmHg) 10.5
± 3.4

0.785 10.1 ± 3.5 8.3
± 3.7

0.622 8.8 ± 3.7 0.439 7.8 ± 3.4 8.2
± 3.3

0.588 8.0 ± 3.2 0.087

Cardiac Output
(L/min)

3.52
± 1.60

0.001 5.02 ± 2.15 3.09
± 0.70

< 0.001 3.70 ± 0.79 0.264 3.84 ± 0.84 3.64
± 1.14

< 0.001 4.07 ± 1.03 0.007

Cardiac Index
(L/min/m2)

2.11
± 0.72

0.006 3.06 ± 0.93 1.93
± 0.39

< 0.001 2.36 ± 0.45 0.782 2.38 ± 0.41 2.30
± 0.68

< 0.001 2.59 ± 0.58 0.003

PVR (dynes.s.
cm−5)

833
± 392

< 0.001 205 ± 129 954
± 336

< 0.001 415 ± 161 < 0.001 222 ± 76 694
± 347

< 0.001 267 ± 126 0.082

SvO2 (%) 58.9
± 10.4

0.039 66.4 ± 7.2 61.9
± 7.9

0.079 59.7 ± 7.6 < 0.001 66.3 ± 4.3 63.8
± 8.0

< 0.001 68.2 ± 4.9 0.268

Absolute change of
mean PAP from
baseline (mmHg)

−20.0 ± 9.3 −15.0
± 9.8

−24.5 ± 8.9 −15.7 ± 9.4 <0.001

% decrease of mean
PAP from
baseline (%)

−47.9 ± 17.1 −34.0
± 19.4

−56.5 ± 11.9 −40.4 ± 17.1 <0.001

% decrease of PVR
from baseline (%)

−73.7 ± 11.3 −54.5
± 16.7

−74.3 ± 11.8 −54.9 ± 22.5 <0.001

List of abbreviations: NYHA FC:NewYorkHeart Association functional class; 6MWD:6-minwalk distance; BNP: brain natriuretic peptide; SaO2: arterial oxygen saturation; RAP: right atrial
pressure; PAP: pulmonary artery pressure; PAWP: pulmonary artery wedge pressure; PVR: pulmonary vascular resistance; SvO2: mixed venous oxygen saturation;
⁎ One-way ANOVA, comparison between re-evaluation data in PEA only, Combination, and BPA only.
⁎⁎ Median [interquartile range].
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p< 0.001: Combination group vs BPA only group) and− 73.7 ± 11.3%,
−74.3 ± 11.8%,−54.9 ± 22.5%, (p= 0.899: PEA only group vs Combi-
nation group; p=0.003: PEA only group vs BPA only group; p< 0.001:
Combination group vs BPA only group) respectively.

3.3. Survival

During a median follow-up period of 40.4 months (IQR: 17.0;
65.7 months), 14 of 143 patients (9.8%) passed away. The 1-, 3-, 5-
year overall survival rates were 97.1%, 92.6%, 87.8%, respectively
(Fig. 1). Fig. 2 shows the Kaplan-Meier estimates of survival in operated
patients (n=41; PEA only group: n=16, Combination group: n=25)
and in not-operated patients (n=102; BPA only group: n=90, No in-
tervention group: n = 12). The 1-, 3-, 5-year survival rates of operated
patients were 97.4%, 90.0%, 90.0%, compared to 96.9%, 91.8%, 86.9% in
not-operated patients (p = 0.579 by the Cox-Mantel log-rank test).
Fig. 3 shows the Kaplan-Meier estimates of survival in each treatment
group. The 1-, 3-, 5-year survival rates in the PEA only group were
92.9%, 85.1%, 74.5%, those in the BPA only group were 97.6%, 93.0%,
90.1%. There was no mortality in the Combination group. The cause of
death in each treatment group are summarized in Table 3. Three
173
patients died of right heart failure, whereas nine patients died of malig-
nant disease after 26.4±18.7months after interventional treatments or
diagnosis. In seven of these patients, malignancy had not been
suspected at the time of CTEPH diagnosis.

4. Discussion

The present study describes one of the monocentric cohorts of
CTEPH patients with long-term follow-up in the modern management
era where more than 90% of CTEPH patients have undergone interven-
tional treatments with PEA or BPA, or both. Almost normal hemody-
namics could be achieved after these interventional treatments, and
these hemodynamic improvements translate into excellent survival in
not only operable CTEPH but also non-operable CTEPH. Additionally,
combination therapy with PEA and BPA could improve hemodynamics
dramatically, even though baseline hemodynamics were severe. BPA
and PEA appear to be mutually complementary therapies for CTEPH
patients.

The recent 2018 World Symposium on pulmonary hypertension in
Nice proposed and recommended that treatment strategy should be
assessed by an expert CTEPH team, and PEA for operable patients,
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Fig. 1. Kaplan-Meier estimates of the 8-year survival in all patients with CTEPH diagnosed since 2011 (n = 143).
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whereas PH targeted medical therapy with or without BPA for inopera-
ble cases. The international prospective registry by Delcroix et al. from
27 European centers showed that of 679 CTEPH patients, 404 patients
(59%) underwent PEA and 275 patients (41%) were not operated. Not-
operated patients had not undergone BPA because BPA had not been
established as an alternative treatment in European countries at that
time [6]. Amsallem et al. reported that although the absolute number
of PEAhad not changed since initiation of the BPA program, the percent-
age of operated patients had decreased from 82% to 51% in the French
National Reference Center [20]. Siennicka et al. also reported that the
percentage of patients who underwent PEA had decreased from 59%
to 19% since initiating the BPA program in Poland [21]. This suggested
that the total number of CTEPH patients referred to PH expert centers
had increased for interventional treatment since initiation of BPA. In
our study, of 143 patients diagnosed with CTEPH since BPA era, 131 pa-
tients (91.6%) underwent interventional treatment with PEA (n = 41,
28.7%) and BPA (n = 90, 62.9%), and 25 out of 41 operated patients
Fig. 2. Kaplan-Meier estimates of the 8-year survival in 41 operated patients (blue line

174
(61.0%) underwent combination therapywith PEA andBPA. The efficacy
of these interventional therapieswas satisfactorywith a− 73.7±11.3%
decrease of PVR in the PEA only group,−74.3 ± 11.8% decrease of PVR
in the Combination group, and −54.9 ± 22.5% decrease of PVR in the
BPA only group. Almost normal hemodynamics had been achieved
after these interventional treatments. A direct and simple comparison
of clinical outcome between PEA and BPA is not appropriate. Baseline
hemodynamics, pathological status, or characteristics of operable and
non-operable might be different. Our results showed that operated pa-
tients were younger, more frequently male, and more history of acute
pulmonary embolism in the Japanese patient cohort. Indeed these char-
acteristics were consistent with those of the international CTEPH regis-
try by Pepke-Zaba et al. [5].

The aforementioned international prospective CTEPH registry
showed that not-operated CTEPH patients (n=275) had a significantly
worse prognosiswith a 3-year survival rate of 70%,while that of patients
undergoing surgerywas 89% before BPA era [6]. In a Polish cohort study,
) and 102 not-operated patients (red line); p = 0.579 (Cox-Mantel log-rank test).



Fig. 3. Kaplan-Meier estimates of the 8-year survival in the PEA only group (n= 16: dark blue line), Combination group (n= 25: blue line), and BPA only group (n= 90: red line); p=
0.024 (PEA vs. Combination), p= 0.133 (BPA vs. Combination), p = 0.218 (BPA vs. PEA) (Cox-Mantel log-rank test).
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Siennicka et al. reported that non-operable patients treated with BPA
and PAH drugs exhibited better survival rates than those treated with
PAH drugs alone (92% versus 79% at 2 years) [21]. Taniguchi et al. re-
ported that the 1- and 3-year survival rates of not-operated patients
(n = 170) were 91.6% and 85.0% in the recent management era after
the availability of BPA from the French reports. In that study cohort, 80
of 170 not-operated patients (47.1%) underwent BPA, and BPAwas inde-
pendently associated to improve survival [22]. In the present study co-
hort, 90 of 102 not-operated patients (88.2%) had been treated with
BPA, and concurrent use of PAHdrugs inmore than half the cases. Almost
normal hemodynamics were achieved by BPA, resulting in excellent sur-
vival rates of not-operated patients with the 1-, 3-, and 5-year survival
rate being96.9%, 91.8%, and 86.9%. Therewas no longer significant differ-
ence in survival between operated and not-operated CTEPH patients.

Furthermore, “combination therapy” combining PEA and BPA is a
possible treatment strategy. In our study, 22 out of 41 operated patients
underwent additional BPA for residual pulmonary hypertension or
Table 3
Cause of death for all non-survivors.

Treatments Gender Time from intervention to death

Post PEA Female 5 months
Female 15 months
Male 35 months

Post BPA Female 0.5 months
Female 25 months
Male 50 months
Female 16 months
Female 61 months
Male 13 months
Female 27 months
Female 6 months

No interventions Female 56 months
from diagnosis

Male 0.4 months
from diagnosis

Male 15 months
from diagnosis

List of abbreviations: CTEPH: chronic thromboembolic pulmonary hypertension; PEA: pulmon
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symptoms, and 3 patients had antecedent BPA to decrease surgical risk
before PEA. Our study demonstrated that combination approach with
PEA and BPA could achieve dramatical improvements of hemodynamics
and symptoms with no deaths, although baseline hemodynamics were
severe. In a study of 15 patients, Araszkiewicz et al. reported that addi-
tional BPA could further improve the hemodynamics and exercise capac-
ity of patients with residual or recurrent PH after PEA [23]. Yanaka et al.
reported that although the hemodynamicswere almost normalized after
PEA, additional BPA for symptomatic patients (>NYHA 2) achieved fur-
ther improvement of exercise capacity and symptoms compared to pa-
tients treated only by PEA in a study of 20 patients [24]. Although PEA
should be considered as the first choice for operable patients, combina-
tion therapy consisting of initial unilateral BPA to the lung with distal le-
sions and secondary PEA to the other lung with proximal lesions for
severe hemodynamic patients might be appealing; antecedent BPA
could improve a very high PVR, a risk factor of perioperative mortality
[25]. Secondary BPA after PEA could further improve hemodynamics,
Cause of death Any signs of malignancy at the time of CTEPH diagnosis

Right heart failure –
Uterus cancer No
Lung cancer No
Right heart failure –
Pneumonia –
Leukemia No
Bile duct cancer No
Brest cancer No
Lung cancer No
Leukemia No
Pancreas cancer Yes
Advanced age –

Right heart failure –

Lung cancer Yes

ary endarterectomy; BPA: balloon pulmonary angioplasty.
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exercise capacity, and symptoms, while antecedent BPA before PEA
could reduce perioperative risk. PEA and BPA would be mutually com-
plementary therapies for CTEPH patients. Several reports already sup-
port the excellent results of specific patient cohorts who underwent
PEA and BPA [12,13,15,25]; however, the present study indicated that al-
most all patients with CTEPH could be mechanically treated with either
PEA or BPA in a CTEPH expert center, which would lead to a notable im-
provement in their prognosis in themodernmanagement era. Therefore,
CTEPH patients should be evaluated and treated in a CTEPH expert
center.

Another finding of our study is that themost frequent cause of death
in CTEPH patients was not right heart failure, but the development of
malignant cancer during follow up. The risk of thrombosis in patients
with malignant tumors is 6 times higher than in healthy person [26].
Cancer is a risk factor for the development of thrombosis [27]. However,
most of the patients who passed away had no signs of malignant tumor
at the time of CTEPH diagnosis in this study. CTEPH patients rarely die
from right heart failure in the recent management era, however careful
screening and follow-upmight be required for early diagnosis of cancer.
More work is still needed to better understand the relation between
CTEPH and malignant cancer.

4.1. Limitations

There are several limitations of this study, the main one being the
monocentric and retrospective observational nature of the study. There-
fore, the occurrence of somemissing values regarding characteristics, he-
modynamics, or the re-evaluation of data was unavoidable; this lack of
data might have influenced the treatment outcomes. Furthermore, al-
though it is common across CTEPH treatment in Japan, the proportion
of patients judged as operable was relatively lower and that of non-
operable was higher, the eligibility for PEA or BPA might have biased
the impact of these treatments on survival. Moreover, the periods be-
tween the intervention and the re-evaluation of hemodynamicswere dif-
ferent between the PEA and other groups, which may have obscured the
efficacy of PEA. Therefore, direct comparison of the clinical outcomes be-
tween treatmentsmay not be appropriate. Additionally, the Combination
group included patients who had undergone additional BPA after PEA, as
well as patientswhohad undergone planned antecedent BPA before PEA;
this heterogeneity required careful interpretation of the clinical outcomes
of the Combination group. Another limitation was that we did not con-
sider the impact of associated medical conditions (such as prior splenec-
tomy or infected pacemaker) which may have been linked to the
development of CTEPH. This is because of inconsistent information for
these conditions in our hospital records until the most recent few years.

4.2. Conclusion

The present study describes one of the monocentric cohorts of
CTEPH patients with long-term follow-up in the modern management
era wheremost of CTEPH patients have undergone interventional treat-
ments with PEA or BPA, or both. These interventional treatments and
the concurrently increasing use of sGC stimulators improved hemody-
namic dramatically, which translate into excellent survival not only in
operable CTEPHbut also in non-operable CTEPH. Additionally, combina-
tion therapy with PEA and BPA could improve hemodynamics dramati-
cally even though baseline hemodynamics were severe, and it might
contribute to improve outcomes. Both BPA and PEA appear to be mutu-
ally complementary therapies for CTEPH patients.

Acknowledgements

We wish to acknowledge Yoko Suzuki and Mayumi Hasegawa for
their help in obtaining the data for this study and their hard work in
176
managing the data of PH patients in the Kobe University Hospital. We
also would like to thank Editage (www.editage.com) for English lan-
guage editing.

Funding sources

This research did not receive any specific grant from funding agen-
cies in the public, commercial, or not-for-profit sectors.

Conflict of interest statement

Dr. Taniguchi reports a research grant in the field of pulmonary hy-
pertension from Actelion Pharmaceuticals Ltd., as well as Nippon
Shinyaku Ltd. Dr. Emoto reports a research grant in the field of pulmo-
nary hypertension from Bayer Ltd., Actelion Pharmaceuticals Ltd., and
Nippon Shinyaku Ltd. Dr. Hirata reports a research grant in the field of
pulmonary hypertension from Actelion Pharmaceuticals Ltd., and Nip-
pon Shinyaku Ltd. The other authors report no conflicts.

References

[1] P. Dartevelle, E. Fadel, S. Mussot, A. Chapelier, P. Herve, M. de Perrot, et al., Chronic
thromboembolic pulmonary hypertension, Eur. Respir. J. 23 (2004) 637–648.

[2] M.M. Hoeper, E. Mayer, G. Simonneau, L.J. Rubin, Chronic thromboembolic pulmo-
nary hypertension, Circulation. 113 (2006) 2011–2020.

[3] M. Humbert, Pulmonary arterial hypertension and chronic thromboembolic pulmo-
nary hypertension: pathophysiology, Eur. Respir. Rev. 19 (2010) 59–63.

[4] M. Riedel, V. Stanek, J. Widimsky, I. Prerovsky, Longterm follow-up of patients with
pulmonary thromboembolism. Late prognosis and evolution of hemodynamic and
respiratory data, Chest. 81 (1982) 151–158.

[5] J. Pepke-Zaba, M. Delcroix, I. Lang, E. Mayer, P. Jansa, D. Ambroz, et al., Chronic
thromboembolic pulmonary hypertension (CTEPH): results from an international
prospective registry, Circulation. 124 (2011) 1973–1981.

[6] M. Delcroix, I. Lang, J. Pepke-Zaba, P. Jansa, A.M. D’Armini, R. Snijder, et al., Long-
term outcome of patients with chronic thromboembolic pulmonary hypertension:
results from an international prospective registry, Circulation. 133 (2016) 859–871.

[7] D. Bonderman, N. Skoro-Sajer, J. Jakowitsch, C. Adlbrecht, D. Dunkler, S. Taghavi,
et al., Predictors of outcome in chronic thromboembolic pulmonary hypertension,
Circulation. 115 (2007) 2153–2158.

[8] H.A. Ghofrani, A.M. D’Armini, F. Grimminger, M.M. Hoeper, P. Jansa, N.H. Kim, et al.,
Riociguat for the treatment of chronic thromboembolic pulmonary hypertension, N.
Engl. J. Med. 369 (2013) 319–329.

[9] G. Simonneau, A.M. D’Armini, H.A. Ghofrani, F. Grimminger, M.M. Hoeper, P. Jansa,
et al., Riociguat for the treatment of chronic thromboembolic pulmonary hyperten-
sion: a long-term extension study (CHEST-2), Eur. Respir. J. 45 (2015) 1293–1302.

[10] R. Sadushi-Kolici, P. Jansa, G. Kopec, A. Torbicki, N. Skoro-Sajer, I.A. Campean, et al.,
Subcutaneous treprostinil for the treatment of severe non-operable chronic throm-
boembolic pulmonary hypertension (CTREPH): a double-blind, phase 3, randomised
controlled trial, Lancet Respir. Med. 7 (2019) 239–248.

[11] J.A. Feinstein, S.Z. Goldhaber, J.E. Lock, S.M. Ferndandes, M.J. Landzberg, Balloon pul-
monary angioplasty for treatment of chronic thromboembolic pulmonary hyperten-
sion, Circulation. 103 (2001) 10–13.

[12] H. Mizoguchi, A. Ogawa, M. Munemasa, H. Mikouchi, H. Ito, H. Matsubara, Refined
balloon pulmonary angioplasty for inoperable patients with chronic thromboem-
bolic pulmonary hypertension, Circ Cardiovasc Interv. 5 (2012) 748–755.

[13] Y. Taniguchi, K. Miyagawa, K. Nakayama, H. Kinutani, T. Shinke, K. Okada, et al., Bal-
loon pulmonary angioplasty: an additional treatment option to improve the prog-
nosis of patients with chronic thromboembolic pulmonary hypertension,
EuroIntervention. 10 (2014) 518–525.

[14] K.M. Olsson, C.B.Wiedenroth, J.C. Kamp, A. Breithecker, J. Fuge, G.A. Krombach, et al.,
Balloon pulmonary angioplasty for inoperable patients with chronic thromboem-
bolic pulmonary hypertension: the initial German experience, Eur. Respir. J. 49
(2017).

[15] P. Brenot, X. Jaïs, Y. Taniguchi, C. Garcia Alonso, B. Gerardin, S. Mussot, et al., French
experience of balloon pulmonary angioplasty for chronic thromboembolic pulmo-
nary hypertension, Eur. Respir. J. 53 (2019).

[16] N.H. Kim, M. Delcroix, X. Jais, M.M. Madani, H. Matsubara, E. Mayer, et al., Chronic
thromboembolic pulmonary hypertension, Eur. Respir. J. 53 (2019).

[17] N. Galiè, M. Humbert, J.L. Vachiery, S. Gibbs, I. Lang, A. Torbicki, et al., 2015 ESC/ERS
Guidelines for the diagnosis and treatment of pulmonary hypertension: The Joint
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: Association for European Paediatric and Congenital Cardiology
(AEPC), International Society for Heart and Lung Transplantation (ISHLT), Eur.
Respir. J. 46 (2015) 903–975.

[18] S.W. Jamieson, D.P. Kapelanski, N. Sakakibara, G.R. Manecke, P.A. Thistlethwaite,
K.M. Kerr, et al., Pulmonary endarterectomy: experience and lessons learned in
1,500 cases, Ann. Thorac. Surg. 76 (2003) 1457–1462 (discussion 62-4).

http://www.editage.com
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0005
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0005
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0010
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0010
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0015
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0015
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0020
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0020
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0020
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0025
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0025
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0025
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0030
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0030
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0030
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0035
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0035
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0035
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0040
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0040
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0040
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0045
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0045
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0045
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0050
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0050
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0050
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0050
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0055
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0055
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0055
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0060
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0060
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0060
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0065
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0065
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0065
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0065
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0070
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0070
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0070
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0070
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0075
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0075
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0075
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0080
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0080
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0085
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0085
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0085
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0085
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0085
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0085
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0085
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0090
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0090
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0090


Y. Taniguchi, Y. Matsuoka, H. Onishi et al. International Journal of Cardiology 326 (2021) 170–177
[19] N.H. Kim, M. Delcroix, D.P. Jenkins, R. Channick, P. Dartevelle, P. Jansa, et al., Chronic
thromboembolic pulmonary hypertension, J. Am. Coll. Cardiol. 62 (2013) D92–D99.

[20] M. Amsallem, J. Guihaire, J. Arthur Ataam, L. Lamrani, D. Boulate, S. Mussot, et al., Im-
pact of the initiation of balloon pulmonary angioplasty program on referral of pa-
tients with chronic thromboembolic pulmonary hypertension to surgery, J. Heart
Lung Transplant. 37 (2018) 1102–1110.

[21] A. Siennicka, S. Darocha, M. Banaszkiewicz, P. Kędzierski, A. Dobosiewicz, P.
Błaszczak, et al., Treatment of chronic thromboembolic pulmonary hypertension
in a multidisciplinary team, Ther. Adv. Respir. Dis. 13 (2019) 1753466619891529.

[22] Y. Taniguchi, X. Jais, M. Jevnikar, A. Boucly, J. Weatherald, P. Brenot, et al., Predictors
of survival in patients with not-operated chronic thromboembolic pulmonary hy-
pertension, J. Heart Lung Transplant. 38 (2019) 833–842.

[23] A. Araszkiewicz, S. Darocha, A. Pietrasik, R. Pietura, S. Jankiewicz, M. Banaszkiewicz,
et al., Balloon pulmonary angioplasty for the treatment of residual or recurrent pul-
monary hypertension after pulmonary endarterectomy, Int. J. Cardiol. 278 (2019)
232–237.
177
[24] K. Yanaka, K. Nakayama, T. Shinke, Y. Shinkura, Y. Taniguchi, H. Kinutani, et al., Se-
quential hybrid therapy with pulmonary Endarterectomy and additional balloon
pulmonary angioplasty for chronic thromboembolic pulmonary hypertension, J.
Am. Heart Assoc. 7 (2018).

[25] E. Mayer, D. Jenkins, J. Lindner, A. D’Armini, J. Kloek, B. Meyns, et al., Surgical man-
agement and outcome of patients with chronic thromboembolic pulmonary hyper-
tension: results from an international prospective registry, J. Thorac. Cardiovasc.
Surg. 141 (2011) 702–710.

[26] J.A. Heit, M.D. Silverstein, D.N. Mohr, T.M. Petterson, W.M. O’Fallon, L.J. Melton 3rd.,
Risk factors for deep vein thrombosis and pulmonary embolism: a population-based
case-control study, Arch. Intern. Med. 160 (2000) 809–815.

[27] G.C. Connolly, A.A. Khorana, Emerging risk stratification approaches to cancer-
associated thrombosis: risk factors, biomarkers and a risk score, Thromb. Res. 125
(Suppl. 2) (2010) S1–S7.

http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0095
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0095
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0100
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0100
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0100
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0100
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0105
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0105
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0105
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0110
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0110
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0110
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0115
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0115
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0115
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0115
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0120
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0120
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0120
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0120
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0125
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0125
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0125
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0125
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0130
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0130
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0130
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0135
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0135
http://refhub.elsevier.com/S0167-5273(20)33979-6/rf0135

	The role of balloon pulmonary angioplasty and pulmonary endarterectomy: Is chronic thromboembolic pulmonary hypertension st...
	1. Introduction
	2. Methods
	2.1. Patients
	2.2. Diagnosis and treatment of CTEPH
	2.3. Statistical analysis

	3. Results
	3.1. Patient population
	3.2. Effects of interventional treatments
	3.3. Survival

	4. Discussion
	4.1. Limitations
	4.2. Conclusion

	Acknowledgements
	Funding sources
	Conflict of interest statement
	References




