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The current treatments for pulmonary arterial hypertension (PAH) relieve symp-
toms and may slow the course of the condition but are challenged by the underlying 
vascular pathology. New treatments are required to arrest and reverse PAH. Here we 
review a number of exciting candidates based on our understanding of the mecha-
nisms driving the condition.

INTRODUCTION
Pulmonary arterial hypertension 
(PAH) is characterized by progressive 
vascular remodeling that increas-
es resistance to blood flow through 
the lung. The structural remodeling 
affects primarily precapillary vessels 
and involves all cellular elements of 
the vascular wall. The development of 
new treatments over the last decade 
has been disappointing, with a high 
attrition in Phase 2 development. 

Increasingly, PAH is recognized as a 
convergent phenotype, the result of the 
perturbation of a number of molecu-
lar pathways. There is an expectation 
that focusing on a mechanism-based 
approach to drug development, where 
the drug target is “hard-wired” into the 
biology of the condition, will improve 
success. This review discusses some 
key potential drug interventions in 
context and their stage of development 
(Figure 1).

TARGETS SUPPORTED BY 
GENETICS
Bone Morphogenetic Protein Signaling
Mutations in BMPR2, which encodes 
bone morphogenetic protein receptor 
type 2 (BMPR-2) in the transforming 
growth factor-β (TGF-β) signaling 
pathway, segregate with PAH in families 
with a history of the condition.1,2 This 
highlights the importance of the BMP–
TGF-β signaling pathway in pulmonary 
vascular biology. BMPR2 is the most 
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Figure 1: Selected mechanism-based novel therapeutics that have undergone or are planned for human studies. BMPR indicates bone 
morphogenic protein receptor; BRD, bromodomain; DCA, dichloroacetate; PDGF, platelet-derived growth factor; PARP, polyADP-ribose 
polymerase; TGF, transforming growth factor.
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commonly affected gene associated with 
PAH, with a frequency of around 15% 
in idiopathic PAH.3 The variants predict 
loss of function. Reduced expression of 
BMPR-2 has been reported in PAH pa-
tients without evidence of genetic vari-
ant in the encoding gene. The working 
hypothesis is that BMPR-2 dysfunction 
creates an imbalance in BMP–TGF-β, 
prompting interest in either restoring 
BMPR-2 function or reducing TGF-β 
activity.

FK506, identified in a screen of 4500 
compounds, activates BMPR-2 signal-
ing by removing the inhibitor FKBP12 
from the BMPR-2 coreceptor and by 
inhibiting the phosphatase, calcineurin.4 
Following encouraging signals in 3 
patients with end-stage PAH, a Phase 
2 trial identified a dose that increased 
BMPR-2 expression and was well tol-
erated.5 A more extensive Phase 2 trial 
with efficacy endpoints is being planned.

A small interfering RNA screen to 
find gene products that perturb BMPR-
2 signaling identified fragile histidine 
triad,6 leading to interest in Enzastaurin. 
This drug, developed for cancer therapy, 
increases fragile histidine triad, increases 
BMPR-2 expression and signaling, and 
reverses pulmonary hypertension in the 
Sugen-hypoxia model.6 A concern with 
chronic use has been cognitive impair-
ment, but the efficacious dose may be 
much lower for PAH than for cancer 
therapy.

Other strategies for increasing 
BMPR-2 signaling are directed at 
suppressing nonsense mutations, using 
chemical chaperones (eg, 4-phenyl hy-
droxybutyrate), or inhibiting lysosomal 
degradation (eg, using hydroxychloro-
quine) to increase cell surface expression 
of BMPR-2.7 Loss-of-function variants 
in GDF2, which encodes BMP9, a 
ligand for BMPR-2, underscore inter-
est in the development of BMP9 as a 
therapy for PAH.8 Preclinical studies 
with BMP9, structurally altered to 
reduce ectopic bone formation, are well 
advanced.

An alternative approach, namely, 
dampening exaggerated activity of 
TGF-β receptor signaling, is to inhibit 
the activin IIA receptor using a ligand 
trap. Sotatercept, developed to treat my-
elodysplastic syndromes and anemia, has 

shown efficacy in abrogating pulmonary 
hypertension in the Sugen 5416–hy-
poxia rat and mouse models and in the 
monocrotaline rat model.9 A Phase 2 
trial for PAH has shown significant 
reduction in the primary endpoint of 
pulmonary vascular resistance and also 
in secondary endpoints such as 6-min-
ute-walk distance and N-terminal pro 
b-type natriuretic peptide as reported in 
early press releases (ClinicalTrials.gov 
Identifier: NCT03496207).

Hypoxia-Inducible Signaling Pathway
The Tibetan genome contains variants 
in EPAS1, encoding hypoxia-inducible 
(HIF)2α, and EGLN1, encoding prolyl 
hydroxylase 2, that may contribute to 
physiological adaptation to a hypoxic 
environment, for example, their relative 
resistance to hypoxia-induced pulmo-
nary hypertension. The assumption 
is that the variants in EPAS1 lead to 
loss of function in HIF2α while those 
in EGLN1 are associated with gain 
of function in prolyl hydroxylase 2.10 
Subjects harboring a genetic mutation 
leading to HIF2α overexpression show 
evidence of pulmonary hypertension.11,12 
Dissociating the effect of these geno-
types on hematocrit from a direct effect 
on pulmonary vascular homeostasis is 
difficult; a rise in hematocrit increases 
blood viscosity, which adversely affects 
pulmonary artery pressure. But genetic 
manipulation of HIF signaling in ro-
dents suggests that focusing on HIF2α, 
which is expressed predominantly in 
vascular endothelial cells, has promise.

As a transcription factor, HIF2α is a 
challenge for small-molecule inhibition, 
but targeting the hydrophobic cavity 
in the inner core of the per-ARNT-
Sim-B domain offers the opportunity 
to allosterically disrupt its dimerization 
to aryl hydrocarbon receptor nuclear 
translocator (ARNT, also known as 
HIFβ).13 A series of highly selective, 
orally bioavailable HIF2α inhibitors 
have now been developed for explora-
tion in oncology and PT2567 has shown 
efficacy in rodent models of pulmonary 
hypertension.14

Rare Variants in the Human Genome
Whole-genome sequencing has provided 
a valuable insight into the genetic ar-

chitecture of PAH. Studies to date have 
revealed or confirmed rare variants in 
16 genes.15 A number, such as KCNK3, 
TBX4, SOX17, ATP13A3, AQP1, and 
ABCC8, lie outside the TGF-β signaling 
pathway, highlighting molecular hetero-
geneity in PAH. The extent to which 
these genetically defined targets are 
druggable remains to be determined.

TARGETS “BORROWED” FROM 
ONCOLOGY
Pyruvate Dehydrogenase Kinase
Proliferating cells switch their metab-
olism from oxidative phosphorylation 
to glycolysis (the Warburg effect), a 
metabolic switch that appears to confer 
survival advantage. A key enzyme in 
this process is pyruvate dehydrogenase, 
which catalyzes the conversion of pyru-
vate to acetyl-CoA in mitochondria. Py-
ruvate dehydrogenase activity is reduced 
in PAH, in part by activation of pyruvate 
dehydrogenase kinase, an inhibitor of 
pyruvate dehydrogenase. Studies in ro-
dent models have shown that a number 
of strategies designed to restore oxida-
tive phosphorylation also prevent and 
reverse pulmonary hypertension.16

Dichloroacetate is a small-molecule 
inhibitor of pyruvate dehydrogenase 
kinase, and studies in PAH patients have 
identified a therapeutic window where 
there is a reduction in pulmonary artery 
pressure, coupled with a reduction in 
lung glucose uptake compatible with 
improved oxidative phosphorylation, in 
genetically susceptible patients; specif-
ically, patients without loss-of-function 
variants in sirtuin 3 or uncoupling 
protein 2, two proteins that regulate 
mitochondrial function in a pyruvate 
dehydrogenase kinase–independent 
manner.17

Tyrosine Kinases
The tyrosine kinases are a large family 
of enzymes that regulate cell growth. 
Interest with respect to PAH is based on 
the mitogenic effects of platelet-derived 
growth factor (PDGF) in pulmonary 
artery smooth muscle cell culture, the 
increased expression of PDGF in PAH 
lungs, and, more compelling, studies 
of imatinib, a PDGF receptor antago-
nist, in rodent models and humans.18,19 
A Phase 3 study (IMPRES) report-
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ed an increase in functional capacity 
(6-minute-walk distance) and improved 
hemodynamics in PAH patients able to 
tolerate the drug, but further develop-
ment was halted because of safety con-
cerns.19 The demonstration that PAH 
was associated with the use of dasatinib, 
a different tyrosine kinase inhibitor, has 
urged further caution with the use of 
tyrosine kinase inhibitors as a treatment 
for PAH.20 But interest in imatinib and 
PDGF receptor antagonists persists. 
Clinical studies are underway evaluating 
low-dose oral imatinib and inhaled-de-
livery PDGF antagonists in PAH.

Poly-ADP-Ribose Polymerase 1
PAH is associated with DNA damage, 
evident in pulmonary artery smooth 
muscle cells isolated from patients.21 
The expression of polyADP-ribose 
polymerase 1, a DNA repair enzyme, is 
increased. Inhibition of polyADP-ribose 
polymerase 1 with olaparib is approved 
for the treatment of breast cancer 
(BRCA)-associated ovarian cancer and 
BRCA– human epidermal growth factor 
receptor 2–negative metastatic breast 
cancer. The premise is that prevent-
ing DNA repair promotes cell apop-
tosis. Following encouraging studies 
in rodent models, olaparib is under 
evaluation in an open-label clinical trial 
in PAH (ClinicalTrials.gov identifier 
NCT03782818).

Forkhead Box O1
Forkhead box (FOXO) transcription 
factors are key regulators of cell prolif-
eration. FOXO1 expression is reduced 
and FOXO1 inactivated by phosphory-
lation and nuclear exclusion in PAH.22 
Paclitaxel increases FOXO1 activity and 
reduces FOXO1 phosphorylation in 
pulmonary vascular smooth muscle cells, 
an effect not replicated by other micro-
tubule stabilizers, and reverses pulmo-
nary vascular remodeling and pulmonary 
hypertension in rodent models. Clinical 
studies with an inhaled form of pacli-
taxel are planned.

Histone Deacetylase and Bromodomain-4
There are 18 histone deacetylas-
es (HDACs) grouped into 4 classes. 
Inhibition of class I and class II have 
been explored in cell and animal models, 

based in part on the increased expression 
of HDAC1 and HDAC5 in the lungs 
of patients with PAH.23 Concerns about 
off-target effects, particularly adverse 
effects on the myocardium, have delayed 
studies in humans and prompted the 
search for isoform-selective HDAC 
inhibitors, in the expectation of a better 
safety profile.

Increased expression of bromo-
domain-4, an epigenetic regulator, has 
also been reported in cells and tissue 
from PAH patients.24 Increased ex-
pression of bromodomain-4 would be 
expected to promote cell survival and 
inhibit apoptosis. Apabetalone, an in-
hibitor of bromodomain-4, is in clinical 
trials for coronary artery disease and 
an open label study has been initiated 
in PAH (ClinicalTrials.gov identifier 
NCT03655704).

TARGETS SUGGESTED BY 
EPIDEMIOLOGY
Aromatase
The increased prevalence of PAH in 
females has naturally raised interest in 
the role of estrogens. 17β-estradiol (E2) 
and/or its metabolite 16α-hydroxy
estrone have been identified as me-
diators of PAH.25 Higher circulating 
E2 levels in men are associated with 
an increase in the risk of PAH and a 
shorter 6-minute-walk distance. In 
postmenopausal women and men, E2 
is produced largely from dehydroepi-
andrsterone-sulfate (DHEA) by the 
action of aromatase. Interestingly, lower 
DHEA levels in men are also associated 
with an increased risk of PAH and a 
worse prognosis.26

Aromatase is produced in pulmonary 
arteries in both female animal models of 
pulmonary hypertension and in wom-
en with PAH.27 Support for targeting 
aromatase comes from studies showing 
that a single-nucleotide polymorphism 
in the promoter region of aromatase is 
associated with a higher level of E2 and 
increases the risk of PAH in patients 
with cirrhosis.28 Administration of the 
aromatase inhibitor anastrozole reduced 
pulmonary arterial pressures, pulmonary 
vascular changes, and indexes of right 
ventricle hypertrophy in experimental 
pulmonary hypertension.27 Of note, met-
formin has similar effects via aromatase 

inhibition.29 In a proof-of-concept 
clinical trial, anastrozole significantly re-
duced E2 levels in patients with PAH.30 
It was safe, well tolerated, and improved 
6-minute-walk distance but there was 
interindividual patient heterogeneity in 
response. It remains to be established 
whether aromatase inhibition is the 
optimal approach to inhibiting estrogen. 
Dual inhibition with fluvestrant has 
been reported to be more effective in 
animal models and tamoxifen has been 
suggested for premenopausal women.31

Insulin Resistance
Insulin resistance is common in patients 
with PAH and associated with a worse 
prognosis. This has prompted studies 
of therapeutic agents directed at insulin 
resistance in PAH. Metformin has been 
shown to protect and reverse pulmo-
nary hypertension in some but not all 
experimental rodent models,32,33 in part 
through inhibition of aromatase and 
estrogen synthesis, as noted above. An 
experimental medicine study of met-
formin in PAH (ClinicalTrials.gov Iden-
tifier: NCT01884051) and a Phase 2 
study to examine its effect on functional 
capacity are underway (ClinicalTrials.
gov Identifier: NCT03617458).

Reduced expression and circulating 
levels of apolipoprotein E and peroxi-
some proliferator–activated receptor 
gamma (PPAR-γ) are components of 
insulin resistance. Apolipoprotein E 
internalizes platelet-derived growth 
factor receptor beta (PDGFRβ) and so 
reduced apolipoprotein E would be ex-
pected to enhance PDGFRβ signaling.

PPAR-γ has a key role in regulating 
BMPR-2 and TGF-β signaling path-
ways in vascular smooth muscle cells. 
These observations have led to studies 
demonstrating the reversal of pulmo-
nary hypertension by PPAR-γ agonists 
rosiglitazone and pioglitazone in rodent 
models.34

TARGETS IDENTIFIED FROM 
THE VASCULAR PATHOLOGY
Given the extensive nature of the in-
flammatory response in PAH, a variety 
of anti-inflammatory therapies have 
been proposed. Despite preclinical 
data,35–37 clinical trials with rituximab, 
which inhibits B cells, and tociluzumab, 
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which inhibits interleukin 6, have been 
disappointing. Interest in the mam-
malian target of rapamycin has led to 
a safety study with inhaled rapamycin 
in PAH (ClinicalTrials.gov Identifier: 
NCT02587325) and a pilot study of 
Anakinra (IL-1 receptor antagonist) in 
PAH.38

A novel approach is to inhibit 
neutrophil elastase. Elevated levels of 
circulating elastase are attributable to 
activation of neutrophils and the forma-
tion of damaging neutrophil extracellu-
lar traps.39 Heightened activity of this 
enzyme leads to breakdown and loss of 
elastin and the chemoattractant prop-
erties of elastin degradation products 
or peptides perpetuates inflammation. 
Inhibition of neutrophil elastase reverses 
experimental pulmonary hypertension 
in a rat model induced by monocro-
taline.40 Further studies in mice and rats 
indicated that increasing the activity of 
a naturally occurring elastase inhibitor, 
elafin, would have the same beneficial 
properties41 without the hepatotoxicity 
of synthetic inhibitors. In addition to 
inhibition of elastase, elafin has addi-
tional favorable properties: it inhibits 
the proinflammatory transcription factor 
NFkB and it is an antimicrobial agent. 
Elafin also promotes signaling through 
BMPR-2 by increasing the interaction 
of BMPR-2 with caveolin.42 A Phase 
1 clinical trial in healthy volunteers 
has been completed (ClinicalTrials.gov 
Identifier: NCT03522935) and further 
preclinical testing will be completed in 
advance of a Phase 2 clinical trial.

CONCLUSIONS
The exponential increase in PAH 
research has led to an array of poten-
tial new therapies that hold promise 
as they target biologic mechanisms 
causing structural changes in the lung 
circulation. It is anticipated that fur-
ther advances in genetics will accel-
erate progress. The discovery of more 
disease-causing mutations and modi-
fiers as well as treatment-related and 
PAH-related polymorphisms will help 
in stratifying patients likely to benefit 
more from one therapy versus anoth-
er. Advanced bioinformatic tools are 
becoming available to better integrate 
and distil complex epigenetic, meta-

bolic, and proteomic networks, thereby 
directing us to new therapeutic targets. 
Advances in cell and structural biology 
should produce compounds in which the 
beneficial effects can be better separat-
ed from adverse consequences, and in 
which mitigating a process and restoring 
balance would be the objective, rather 
than completely abrogating a biologic 
pathway. Most important will be the in-
clusion of multiple biomarkers in clinical 
trials so that it can be established early 
on whether the expected disease target 
was in fact suppressed by the dose and 
dosing schedule used and, retrospective-
ly, whether there is an explanation for 
unanticipated detrimental or beneficial 
off-target effects.

References
1.	 International PPH Consortium, Lane KB, 

Machado RD, et al. Heterozygous germline 
mutations in BMPR2, encoding a TGF-beta 
receptor, cause familial primary pulmonary 
hypertension. Nat Genet. 2000;26:81-84.

2.	 Deng Z, Morse JH, Slager SL, et al. Familial 
primary pulmonary hypertension (gene 
PPH1) is caused by mutations in the bone 
morphogenetic protein receptor-II gene. Am J 
Hum Genet. 2000;67:737-744.

3.	 Gräf S, Haimel M, Bleda M, et al. Identifi-
cation of rare sequence variation underlying 
heritable pulmonary arterial hypertension. Nat 
Commun. 2018;9:1416.

4.	 Spiekerkoetter E, Tian X, Cai J, et al. FK506 
activates BMPR2, rescues endothelial dys-
function, and reverses pulmonary hyperten-
sion. J Clin Invest. 2013;123:3600-3613.

5.	 Spiekerkoetter E, Sung YK, Sudheendra D, 
et al. Randomised placebo-controlled safety 
and tolerability trial of FK506 (tacrolimus) for 
pulmonary arterial hypertension. Eur Respir J. 
2017;50:1602449.

6.	 Dannewitz Prosseda S, Tian X, Kuramoto K, 
et al. FHIT, a novel modifier gene in pulmo-
nary arterial hypertension. Am J Respir Crit 
Care Med. 2019;199:83-98.

7.	 Morrell NW, Bloch DB, ten Dijke P, et al. 
Targeting BMP signalling in cardiovascu-
lar disease and anaemia. Nat Rev Cardiol. 
2016;13:106-120.

8.	 Long L, Ormiston ML, Yang X, et al. Selec-
tive enhancement of endothelial BMPR-II 
with BMP9 reverses pulmonary arterial 
hypertension. Nat Med. 2015;21:777-785.

9.	 Yung LM, Nikolic I, Paskin-Flerlage SD, et 
al. A selective transforming growth fac-
tor-beta ligand trap attenuates pulmonary 
hypertension. Am J Respir Crit Care Med. 
2016;194:1140-1151.

10.	 Bigham AW, Lee FS. Human high-altitude 
adaptation: forward genetics meets the HIF 
pathway. Genes Dev. 2014;28:2189-2204.

11.	 Formenti F, Beer PA, Croft QP, et al. Cardi-
opulmonary function in two human disor-
ders of the hypoxia-inducible factor (HIF) 
pathway: von Hippel-Lindau disease and 
HIF-2α gain-of-function mutation. FASEB J. 
2011;25:2001-2011.

12.	 Gale DP, Harten SK, Reid CDL, et al. 
Autosomal dominant erythrocytosis and pul-
monary arterial hypertension associated with 
an activating HIF2 alpha mutation. Blood. 
2008;112:919-921.

13.	 Scheuermann TH, Tomchick DR, Machius 
M, et al. Artificial ligand binding within the 
HIF2alpha PAS-B domain of the HIF2 
transcription factor. Proc Natl Acad Sci U S A. 
2009;106:450-455.

14.	 Hu CJ, Poth JM, Zhang H, et al. Suppression 
of HIF2 signalling attenuates the initiation of 
hypoxia-induced pulmonary hypertension. Eur 
Respir J. 2019;54:1900378.

15.	 Southgate L, Machado RD, Gräf S, Morrell 
NW. Molecular genetic framework underlying 
pulmonary arterial hypertension. Nat Rev Car-
diol. 2020;17:85-95.

16.	 Sutendra G, Michelakis ED. The metabolic 
basis of pulmonary arterial hypertension. Cell 
Metab. 2014;19:558-573.

17.	 Michelakis ED, Gurtu V, Webster L, et al. 
Inhibition of pyruvate dehydrogenase kinase 
improves pulmonary arterial hypertension in 
genetically susceptible patients. Sci Transl Med. 
2017;9:eaao4583.

18.	 Schermuly RT, Dony E, Ghofrani HA, et al. 
Reversal of experimental pulmonary hyper-
tension by PDGF inhibition. J Clin Invest. 
2005;115:2811-2821.

19.	 Hoeper MM, Barst RJ, Bourge RC, et al. 
Imatinib mesylate as add-on therapy for 
pulmonary arterial hypertension: results of 
the randomized IMPRES study. Circulation. 
2013;127:1128-1138.

20.	 Montani D, Bergot E, Günther S, et al. Pul-
monary arterial hypertension in patients treat-
ed by dasatinib. Circulation. 2012;125:2128-
2137.

21.	 Meloche J, Pflieger A, Vaillancourt M, et al. 
Role for DNA damage signaling in pul-
monary arterial hypertension. Circulation. 
2014;129:786-797.

22.	 Savai R, Al-Tamari HM, Sedding D, et al. 
Pro-proliferative and inflammatory sig-
naling converge on FoXO1 transcription 
factor in pulmonary hypertension. Nat Med. 
2014;20:1289-1300.

23.	 Zhao L, Chen CN, Hajji N, et al. Histone 
deacetylation inhibition in pulmonary hyper-
tension: therapeutic potential of valproic acid 
and suberoylanilide hydroxamic acid. Circula-
tion. 2012;126:455-467.

24.	 Meloche J, Potus F, Vaillancourt M, et al. 
Bromodomain-containing protein 4: the epi-
genetic origin of pulmonary arterial hyperten-
sion. Circ Res. 2015;117:525-535.

25.	 Lahm T, Tuder RM, Petrache I. Progress in 
solving the sex hormone paradox in pulmo-
nary hypertension. Am J Physiol Lung Cell Mol 
Physiol. 2014;307:L7-L26.

D
ow

nloaded from
 https://prim

e-pdf-w
aterm

ark.prim
e-prod.pubfactory.com

/ at 2025-06-24 via free access



adph-19-02-03  Page 46  PDF Created: 2020-8-05: 12:48:PM

46	 Advances in Pulmonary Hypertension	 Volume 19,  Number 2; 2020	

26.	 Ventetuolo CE, Baird GL, Barr RG, et al. 
Higher estradiol and lower dehydroepian-
drosterone-sulfate levels are associated with 
pulmonary arterial hypertension in men. Am J 
Respir Crit Care Med. 2016;193:1168-1175.

27.	 Mair KM, Wright AF, Duggan N, et al. 
Sex-dependent influence of endogenous estro-
gen in pulmonary hypertension. Am J Respir 
Crit Care Med. 2014;190:456-467.

28.	 Roberts KE, Fallon MB, Krowka MJ, et al. 
Pulmonary Vascular Complications of Liver 
Disease Study Group. Genetic risk factors for 
portopulmonary hypertension in patients with 
advanced liver disease. Am J Respir Crit Care 
Med. 2009;179:835-842.

29.	 Dean A, Nilsen M, Loughlin L, et al. Met-
formin reverses development of pulmonary 
hypertension via aromatase inhibition. Hyper-
tension. 2016;68:446-454.

30.	 Kawut S, Archer-Chicko CL, DeMichele 
A, et al. Anastrozole in pulmonary arterial 
hypertension: a randomized, double-blind, 
placebo-controlled trial. Am J Respir Crit Care 
Med. 2017;195:360-368.

31.	 Chen X, Austin ED, Talati M, et al. Oestrogen 
inhibition reverses pulmonary arterial hyper-
tension and associated metabolic defects. Eur 
Respir J. 2017;50:1602337.

32.	 Agard C, Rolli-Derkinderen M, Dumas-
de-La-Roque E, et al. Protective role of the 
antidiabetic drug metformin against chronic 
experimental pulmonary hypertension. Br J 
Pharmacol. 2009;158:1285-1294.

33.	 Goncharov DA, Goncharova EA, Tofovic 
SP, et al. Metformin therapy for pulmonary 
hypertension associated with heart failure with 
preserved ejection fraction versus pulmonary 
arterial hypertension. Am J Respir Crit Care 
Med. 2018;198:681-684.

34.	 Hansmann G, Wagner RA, Schellong S, et al. 
Pulmonary arterial hypertension is linked to 
insulin resistance and reversed by peroxisome 
proliferator-activated receptor-gamma activa-
tion. Circulation. 2007;115:1275-1284.

35.	 Taraseviciene-Stewart L, Nicolls MR, 
Kraskauskas D. Absence of T cells confers 
increased pulmonary arterial hypertension and 
vascular remodeling. Am J Respir Crit Care 
Med. 2007;175:1280-1289.

36.	 Mizuno S, Farkas L, Al Husseini A, et al. Se-
vere pulmonary arterial hypertension induced 
by SU5416 and ovalbumin immunization. Am 
J Respir Cell Mol Biol. 2012;47:679-687.

37.	 Steiner MK, Syrkina OL, Kolliputi N, et al. 
Interleukin-6 overexpression induces pulmo-

nary hypertension. Circ Res. 2009;104:236-
244.

38.	 Trankle CR, Canada JM, Kadariya D, et al. 
Interleukin-1 (IL-1) blockade reduces inflam-
mation in pulmonary arterial hypertension and 
right ventricular failure: a single-arm, open-la-
bel, phase IB/II pilot study. Am J Respir Crit 
Care Med. 2019;199:381-384.

39.	 Aldabbous L, Abdul-Salam V, McKinnon T, 
et al. Neutrophil extracellular traps promote 
angiogenesis: evidence from vascular pathol-
ogy in pulmonary hypertension. Arterioscler 
Thromb Vasc Biol. 2016;36:2078-2087.

40.	 Cowan KN, Heilbut A, Humpl T, et al. Com-
plete reversal of fatal pulmonary hypertension 
in rats by a serine elastase inhibitor. Nat Med. 
2000;6:698-702.

41.	 Zaidi SH, You XM, Ciura S, et al. Overexpres-
sion of the serine elastase inhibitor elafin pro-
tects transgenic mice from hypoxic pulmonary 
hypertension. Circulation. 2002;105:516-521.

42.	 Nickel NP, Spiekerkoetter E, Gu M, et al. 
Elafin reverses pulmonary hypertension via 
caveolin-1-dependent bone morphogenetic 
protein signaling. Am J Respir Crit Care Med. 
2015;191:1273-1286.

D
ow

nloaded from
 https://prim

e-pdf-w
aterm

ark.prim
e-prod.pubfactory.com

/ at 2025-06-24 via free access


