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Table 1. ESC 2024 GL on hypertension. Key illness representations and treatment beliefs: how 

these apply to communicating a hypertension diagnosis to the patient (note that gender 

influences these representations) 
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Table 2. Investigations 

 

AHA/ACC 2025 GL on hypertension.  

 

 

Patient Evaluation, Including Laboratory Tests and Other Diagnostic Procedures  

 

 
 

 

 

Routine Laboratory Testing for New Diagnosis of Hypertension 

 

 
 

 

ESC 2024 GL on hypertension.  

 

Routine tests recommended in the initial work-up of a patient with elevated blood pressure or 

hypertension 
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AF, atrial fibrillation; CVD, cardiovascular disease; ECG, electrocardiogram; eGFR, estimated glomerular filtration rate; 

HbA1c, glycated haemoglobin; HDL, high-density lipoprotein; HMOD, 

hypertension-mediated organ damage; LDL, low-density lipoprotein; TSH, thyroid-stimulating hormone. 

 

 

Optional tests that may be used as clinically indicated in the initial work-up of a patient with 

elevated blood pressure or hypertension to assess hypertension-mediated organ damage or 

established cardiovascular disease 

 

 
 

CAC, coronary artery calcium; CT, computed tomography; CVD, cardiovascular disease; HMOD, hypertension-mediated 

organ damage; NT-proBNP, N-terminal pro-brain natriuretic peptide; PWV, pulse wave velocity. 

 

 

 

 

 

Recommendations for assessing renal hypertension-mediated organ damage  

 

 
 

ACR, albumin:creatinine ratio; CKD, chronic kidney disease; CT, computed tomography; eGFR, estimated glomerular 

filtration rate. 
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Recommendations for assessing cardiac hypertension-mediated organ damage 

 

 

 
 

 

Recommendations for assessing vascular hypertension-mediated organ damage 

 

 

 
 

BP, blood pressure; PWV, pulse wave velocity 
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Figure 1. ESC 2024 GL on hypertension Tests and criteria for defining hypertension-mediated 

organ damage and considerations for their use in clinical practice.  

 

ACR, albumin: creatinine ratio; BP, blood pressure; BSA, body surface area; CT, computed tomography; CVD, 

cardiovascular disease; ECG, electrocardiogram; eGFR, estimated glomerular filtration rate; HMOD, hypertension-mediated 

organ damage; hs-cTnT, high-sensitivity cardiac troponin T; LA, left atrial; LV, left ventricular; LVH, left ventricular 

hypertrophy; NT-proBNP, N-terminal pro-brain natriuretic peptide; PWV, pulse wave velocity; RWT, relative wall 

thickness; SCORE2, Systematic COronary Risk Evaluation 2; SCORE2-OP, Systematic COronary Risk Evaluation 2–Older 

Persons. 

 

 

Table 3. ESC 2024GL on hypertension. Recommendations for genetic testing in hypertension 

management 
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Figure 2. ESC 2024 GL on hypertension. Central Illustration  

 

ABPM, ambulatory blood pressure monitoring; BP, blood pressure; CVD, cardiovascular disease; CKD, chronic 

kidney disease; DBP, diastolic blood pressure; HBPM, home blood pressure monitoring; OH, orthostatic 

hypotension; SBP, systolic blood pressure; SCORE2, Systematic COronary Risk Evaluation 2; SCORE2-OP, 

Systematic COronary Risk Evaluation 2–Older Persons. Summary algorithm for BP classification 

and management. See Section 5 for recommendations on out-of-office confirmation of the three BP categories.  

a Adults with type 2 diabetes mellitus 

only and younger than 60 years should be considered for SCORE2-Diabetes assessment.  

b Though scientific data demonstrate that, under research conditions, the optimal target BP is ≤120/70 mmHg, 

the target BP recommended by these guidelines in routine practice is 120–129/70–79 mmHg. 

If achieving this target is not possible, or if treatment is not well tolerated, then BP should be treated to as low 

as reasonably achievable. For persons with elevated BP, treatment with lifestyle measures for 3 months is first 

recommended, prior to considering medications. 
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Table 4. AHA/ACC 2025 GL on hypertension.  

 

Lifestyle and Psychosocial Approaches 
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Lifestyle and Stress Reduction Interventions to Lower Blood Pressure 
 

 

 

 

 

 

 

*Because inclusion/exclusion criteria and comparator groups vary across interventions, these values should not 

be compared directly to indicate comparative effectiveness.  

BMI indicates body mass index; DASH, Dietary Approaches to Stop Hypertension; and SBP, systolic blood 

pressure. 
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Table 5. ESC 2024 GL on hypertension.  

 

Recommendations for non-pharmacological treatment of blood pressure and cardiovascular 

risk reduction 

 

 
 

 

ACE, angiotensin-converting enzyme; ARB, angiotensin receptor blocker; BMI, body mass index; BP, blood pressure; 

CKD, chronic kidney disease; CVD, cardiovascular disease; DASH, Dietary Approaches to Stop Hypertension. 
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Figure 3. ESC 2024 GL on hypertension Physical activity according to different types of exercise 

and reduction of blood pressure and overall cardiovascular disease risk. Priority is given to aerobic 

exercise training (green).  

BP, blood pressure; CVD, cardiovascular disease. 
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Figure 4. ESC 2024 GL on hypertension Effects of main lifestyle factors on blood pressure and 

cardiovascular risk reduction.  

 

Smoking cessation reduces overall cardiovascular risk but not BP (long arrow). Salt reduction reduces BP and 

(for persons with high baseline intake) reduces cardiovascular risk. Increased potassium intake and higher 

physical activity, as well as optimized weight management, reduce BP and are associated with lower overall 

cardiovascular risk. 

 

BP, blood pressure; CV, cardiovascular.  

 

 

 

 

 

 

 

 

 

 

 



13 
 

Table 6. AHA/ACC 2025 GL on hypertension. Target values 

 

ESC 2024 GL on Hypertension. Recommendations for blood pressure targets with treatment 

 

 
 

ALARA, as low as reasonably achievable; BP, blood pressure; CVD, cardiovascular disease. 
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BP Treatment Threshold and the Use of CVD Risk Estimation to Guide Drug Treatment of 

Hypertension 
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BP Goal for Patients With Hypertension 
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Figure 5. ESC 2024 GL on hypertension Systolic blood pressure categories and treatment target 

range.  

BP, blood pressure; SBP, systolic blood pressure 
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Figure 6. AHA/ACC 2025 GL on hypertension. Use of Risk-Based Thresholds for Initiation of 

BP Treatment in Adults.  

 
*In older adults who may be frail or have a limited life expectancy, a clinician-patient assessment of potential 

benefits and harms of BP lowering should be pursued to align care with patient goals.  

†Increased short-term or 10-year risk is defined as a 10-year predicted risk for CVD events of ≥7.5% using 

PREVENT. BP indicates blood pressure; CHD, coronary heart disease; CKD, chronic kidney disease; CVD, 

cardiovascular disease; DBP, diastolic blood pressure; HF, heart failure; PREVENT, Predicting Risk of 

cardiovascular EVENTs; and SBP, systolic blood pressure.  
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Table 7. Older Patients 

 

 

ESC 2024 GL on hypertension. 

Recommendations for managing hypertension in patients who are very old or frail 

 

 

 
 

BP, blood pressure; CCB, calcium channel blocker; CVD, cardiovascular disease; RAS, renin–angiotensin system. 
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Figure 5. ESC 2024 GL on hypertension Frailty assessment in the management of blood pressure.  

 

ABPM, ambulatory blood pressure monitoring; BP, blood pressure; CV, cardiovascular; CVD, cardiovascular disease; 

HBPM, home blood pressure monitoring; IADLs, independent activities of daily living; OH, orthostatic hypotension. 
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Table 8. ESC 2024 GL on hypertension. Recommendations for managing hypertension in young 

adults. 

 

 
 

BP, blood pressure; CVD, cardiovascular disease; HMOD, hypertension-mediated organ damage; SCORE2, 

Systematic COronary Risk Evaluation 2. 

 

 

 

Table 9. Ethnic groups 

 

ACC/AHA 2017 GL on hypertension. Recommendations for Race and Ethnicity 

 

Initial antihypertensive treatment including a thiazide-type diuretic or CCB  I-B-R 

in black adults with hypertension but without HF or CKD, including those with DM 

 

Two or more antihypertensive medications to achieve a BP target < 130/80 mm Hg  I-C-LD 

in most adults with hypertension, especially in black adults with hypertension 

 

 

ESC 2024 on hypertension. Recommendations for managing hypertension in different ethnic 

groups 

 

 
 

BP, blood pressure; CCB, calcium channel blocker; RAS, renin–angiotensin system 
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Table 10. ESC 2024 GL on hypertension. Medical therapy 

 

Initiation of blood pressure-lowering treatment based on confirmed blood pressure category 

and cardiovascular disease risk 

 

 
 

BP, blood pressure; CKD, chronic kidney disease; CVD, cardiovascular disease; DBP, diastolic blood pressure; 

FH, familial hypercholesterolaemia; HMOD, hypertension-mediated organ damage; SBP, systolic blood 

pressure.  

a Caution in adults with orthostatic hypotension, moderate-to-severe frailty, limited life expectancy, and older 

patients (aged ≥85 years). 
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Recommendations for initiating blood pressure-lowering treatment 

 

 
 

c 10-year estimated CVD risk of ≥10%; or 10-year estimated CVD risk of 5% - ≤10% plus risk modifiers or 

abnormal risk tool tests; or high-risk conditions (e.g. established CVD, diabetes, moderate or severe CKD, 

familial hypercholesterolaemia, or hypertension-mediated organ damage). 
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Recommendations for pharmacological treatment of hypertension 

 

 

 
 

ACE, angiotensin-converting enzyme; ARB, angiotensin receptor blocker; BP, blood pressure; CCB, calcium 

channel blocker; CVD, cardiovascular disease; RAS, renin– angiotensin system. 
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Figure 6. ESC 2024 GL on hypertension. Practical algorithm for pharmacological blood pressure 

lowering.  

ACEi, angiotensin-converting enzyme inhibitor; ARB, angiotensin receptor blocker; BP, blood pressure; CCB, calcium 

channel blocker; FU, follow-up. 
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Table 11. AHA/ACC 2025 GL on hypertension. Medical Therapy 

 

 

Initial Medication Selection for Treatment of Primary Hypertension 

 

 
 

 

Choice of Initial Monotherapy Versus Initial Combination Drug Therapy 
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AHA/ACC 20225 GL on Hypertension. FDA-Approved Drugs for Treatment of Hypertension 
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ACEi indicates angiotensin-converting-enzyme inhibitors; ARB, angiotensin receptor blockers, BP, blood 

pressure; CCB, calcium channel blocker; CNS, central nervous system; CKD, chronic kidney disease; CHD, 

coronary heart disease; GFR, glomerular filtration rate; HF, heart failure; HFrEF, HF with reduced rejection 

fraction; and K+, potassium. 
 

Pharmacokinetic Drug–Drug Interactions With Antihypertensive Medications 

 

 
 

BB indicates beta blocker; BP, blood pressure; CCB, calcium channel blocker; h, hour; and P-gp, P-

glycoprotein. 
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Pharmacokinetic Drug–Drug Interactions With Antihypertensive Medications 

 

 
 

 

 

ACEi indicates angiotensin-converting enzyme inhibitors; AKI, acute kidney injury; ARB, angiotensin receptor 

blockers; BB, beta blocker; BP, blood pressure; CCB, calcium channel blocker; CNS, central nervous system; 

NSAIDs, nonsteroidal anti-inflammatory drugs; RAASi, renin-angiotensin aldosterone inhibitor; and RAS, 

renin-angiotensin system. 
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Table 12. Adherence to Medication 

 

Recommendations for assessing adherence and persistence with treatment 

 
 

 

Antihypertensive Medication Adherence Strategies  

 

 
 

 

 

Evidence-Based Strategies for Improving Antihypertensive Medication Adherence 
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Figure 7. ESC 2024 GL on hypertension. The five dimensions of adherence (WHO, 2003) applied 

to hypertension. 
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Table 13. Orthostatic Hypotension 

 

ESC 2024 GL on hypertension. Recommendations for managing hypertension in patients with  

 

 
 

 

AHA/ACC 2025 guideline on hypertension. Orthostatic Hypotension 
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Table 14. Diabetes Mellitus 

 

AHA/ACC 2025 GL on hypertension. Recommendations for Diabetes  

 

 

 

 

ESC 2024 GL on hypertension. Recommendations for managing hypertension in patients with 

diabetes 
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AHA/ACC 2025 GL on hypertension. Obesity and Metabolic Syndrome 
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Table 15. Coronary artery disease 

 

 

ESC 2024 GL on hypertension. Recommendations for managing hypertension in patients with 

cardiac disease 

 

 
 

ACE, angiotensin-converting enzyme; ARB, angiotensin receptor blocker; ARNi, angiotensin receptor–neprilysin inhibitor; 

BP, blood pressure; CCB, calcium channel blocker; HFpEF, heart failure with preserved ejection fraction; HF(m)rEF, heart 

failure with (mildly) reduced ejection fraction; MRA, mineralocorticoid receptor antagonist; RAS, renin–angiotensin system; 

SGLT2, sodium–glucose co-transporter 2. 
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Table 16. Cerebrovascular disease and stroke 

 

 

ESC 2024 GL on hypertension.  

 

Recommendations for managing hypertension in patients with chronic cerebrovascular disease 

and cognitive impairment 

 

 
 

BP, blood pressure; CCB, calcium channel blocker; CVD, cardiovascular disease; RAS, renin–angiotensin 

system; TIA, transient ischaemic attack. 

 

Recommendations for acutely managing blood pressure in patients with intracerebral 

haemorrhage or acute ischaemic stroke 

 

 

 
BP, blood pressure; TIA, transient ischaemic attack. 
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AHA/ACC 2025 GL on Hypertension.  

 

Acute Intracerebral Hemorrhage 

 

 

 
 

 

 

 

Acute Ischemic Stroke 
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Secondary Stroke Prevention 

 

 
 

 

Mild Cognitive Impairment and Dementia 
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Table 17. Chronic kidney disease 

 

AHA/ACC 2025 GL on hypertension. Hypertension Treatment in Patients With CKD 

 

 
 

 

 

ESC 2024 GL on hypertension. Recommendations for managing hypertension in patients with 

chronic kidney disease 

 

 
 

ACE, angiotensin-converting enzyme; ARB, angiotensin receptor blocker; BP, blood pressure; CKD, chronic 

kidney disease, eGFR, estimated glomerular filtration rate; SGLT2, sodium–glucose co-transporter 2. 
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ESC 2026 GL on CKD. Recommendations for blood pressure management in chronic kidney 

disease 
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Table 18. Peripheral arterial disease 

 

ACC/AHA 2017 GL on hypertension.  Treatment of Hypertension in Patients With Peripheral 

Arterial Disease 

 

Patients should be treated similarly to those without peripheral arterial disease.  I-B-NR 

 

 

Table 19. ESC 2022 GL on cardio-oncology. Recommendations for the management of arterial 

hypertension in patients receiving anticancer treatment 

 

General 

Effective treatment of cancer therapy-induced arterial hypertension to prevent cancer  I C 

Treatment interruption and CV complications 

 

A BP target <140 mmHg systolic and <90 mmHg diastolic during cancer therapy. I C 

  

A BP target <130 mmHg systolic and <80 mmHg diastolic     IIb C 

during cancer therapy provided that the treatment is well tolerated. 

 

In selected asymptomatic patients with metastatic cancer,     IIb C 

a systolic BP 140–160 mmHg and diastolic BP 90–100 mmHg treatment 

threshold, provided there is ongoing BP monitoring. 

 

The competing cancer and CV risk evaluation is recommended if the systolic   I C 

BP is ≥180 mmHg or diastolic BP ≥110 mmHg, and any cancer therapy 

associated with hypertension should be deferred or temporarily withheld  

until the BP is controlled to values <160 mmHg (systolic) and 

<100 mmHg (diastolic). 

 

Cancer therapy-induced arterial hypertension treatment 

ACE-I or ARB are the first-line antihypertensive drugsa     I B 

 

Dihydropyridine CCB as second-line antihypertensive drugs for    I C 

uncontrolled BP. 

 

Combination therapy with ACE-I or ARB and dihydropyridine CCB    I C 

in systolic BP≥160 mmHg and diastolic BP≥100 mmHg. 

 

Diltiazem and verapamil are not recommended to treat arterial hypertension   III C 

in patients with cancer due to their drug–drug interactions.b 

 

ACE-I, angiotensin-converting enzyme inhibitors; ARB, angiotensin receptor blockers; 

BP, blood pressure; CCB, calcium channel blockers; CV, cardiovascular. 

 

a Unless contraindicated. 

b In selected patients with cancer, who are intolerant to multiple other antihypertensive 

drugs, diltiazem and verapamil may be considered with close monitoring of drug–drug 

interactions. 

 

 

 



42 
 

 
 

 

Figure 8. ESC 2022 GL on cardio-oncology. Recommended threshold for asymptomatic 

hypertension treatment in different clinical scenarios.  

BP, blood pressure; CS, cancer survivors. 
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Figure 9. ESC 2022 GL on cardio-oncology. Treatment of arterial hypertension in patients with 

cancer.  

 

a Resistant hypertension is defined as BP being uncontrolled despite treatment with optimal or best-tolerated 

doses of three or more drugs including a diuretic, and confirmed by ambulatory and home BP monitoring.  

b Consider beta-blockers (nebivolol or carvedilol are preferred in patients on VEGFi) at any treatment step, 

when there is a specific indication for their use, e.g. HF, angina, post-MI, or AF. 

 

AF, atrial fibrillation; ACE-I, angiotensin-converting enzyme inhibitors; ARB, angiotensin 

receptor blockers; BP, blood pressure; CCB, calcium channel blockers; HF, heart failure; MI, myocardial infarction; N, no; 

VEGFi, vascular endothelial growth factor inhibitors; Y, yes. 
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Table 20. Patients Undergoing Surgical Procedures 
 

ESC 2022 Guidelines on noncardiac surgery. Recommendations for pre-operative management 

of hypertension 

 

In patients with chronic hypertension undergoing elective NCS, avoid large  I A 

peri-operative fluctuations in blood pressure, particularly hypotension, during the 

peri-operative period. 

 

Perform pre-operative screening for hypertension-mediated organ   I C 

damage and CV risk factors in newly diagnosed hypertensive patients who are  

scheduled for elective high-risk NCS. 

 

It is not recommended to defer NCS in patients with stage 1 or 2 hypertension.  III C 

 

CV, cardiovascular; NCS, non-cardiac surgery. 

 

 

AHA/ACC 2024 GL on Noncardiac Surgery. Recommendations for Hypertension and 

Perioperative Blood Pressure Management 

 

 
 

*Caution is advised when continuing antihypertensive therapy in patients with low or low-normal perioperative BPs, older 

adults ($65 years), and patients in whom the risk for perioperative 

hypotension is high based on an evaluation of the patient’s overall clinical status, surgery type, and anesthetic plan.  

 

†Modified from the “2017 ACC/AHA/AAPA/ABC/ACPM/AGS/APhA/ASH/ASPC/ 

NMA/PCNA High Blood Pressure Guideline.” 

‡One or more components of the RCRI: CAD, congestive heart failure, cerebrovascular accident, baseline serum creatinine 

>2.0 mg/dL, or preoperative insulin treatment. 
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AHA/ACC 2025 GL on Hypertension. Recommendations for Patients Scheduled for Surgical 

Procedures  
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Figure 10. AHA/ACC 2025 GL on Hypertension. BP Thresholds and Recommendations for 

Treatment and Follow-Up.  

 

BP indicates blood pressure; CVD, cardiovascular disease; DM, diabetes mellitus. Based on the PREVENT 

calculator. 
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Table 21. Follow-up 

 

ESC 2024 GL on hypertension.  

 

Recommendations for follow-up in patients with treated hypertension 

 

 
 

Recommendations for communicating consequences of treatment 

 

 
 

 

 

Recommendations for self-measuring and monitoring blood pressure 

 

 
 

 

Recommendations for multi/interdisciplinary blood pressure management 
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AHA/ACC 2025 GL on Hypertension. Plan of Care for Hypertension  
 

 

 

Recommendations for Plan of Care for Hypertension  
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Table 22. ESC 2024 GL on hypertension.  

 

Current definition of resistant hypertension 

 

 
 
 

Conditions found to cause pseudo-resistance or resistance to blood pressure-lowering treatment 

 

Causes of pseudo-resistant hypertension 

Poor adherence to and persistence with treatment White-coat phenomenon Poor BP measurement method 

Marked brachial artery calcification (Osler phenomenon) Clinician inertia (inadequate doses, 

inappropriate combinations of BP-lowering drugs) Munchausen syndrome (rare) 

 

Causes of resistant hypertension 

Behavioural factors Overweight/obesity Physical inactivity Excess daily dietary sodium Excess habitual 

alcohol consumption 

Use of drugs or substances that may increase BP  

Use of drugs or substances that may increase BP  

Undetected secondary hypertension  

 

Recommendations for resistant hypertension work-up 
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Table 23. ACC/AHA 2017 GL on hypertension. Resistant Hypertension: Diagnosis, Evaluation, 

and Treatment.  

 

 
 

ARB indicates angiotensin receptor blocker; BB, beta blocker; BP, blood pressure; BID, 2 times daily; CCB, 

calcium channel blocker; CKD, chronic kidney disease; DBP, diastolic blood pressure; eGFR, estimated 

glomerular filtration rate; mo, month; MOA, mechanisms of action; NSAIDs, nonsteroidal anti-inflammatory 

drugs; OSA, obstructive sleep apnea; qd, daily; and SBP, systolic blood pressure. 
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Table 24. ESC 2024 GL on hypertension Recommendations for treating resistant hypertension 
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Table 25. ESC 2024 GL on hypertension. Device Therapy 

 

 

 Recommendations for device-based treatment of hypertension 

 

 
 

BP, blood pressure; CVD, cardiovascular disease; eGFR, estimated glomerular filtration rate. 
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AHA/ACC 20-25 GL on hypertension.  

 

Resistant Hypertension and Renal Denervation 
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Patient Selection for Renal Denervation.  

 
 
ACEi indicates angiotensin-converting enzyme inhibitor; ARB, angiotensin receptor blocker; CCB, calcium 

channel blocker; DBP, diastolic blood pressure; MRA, mineralocorticoid receptor antagonist; and SBP, systolic 

blood pressure. 
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Figure 11. ESC 2024 GL on hypertension. Management of resistant hypertension.  

 

BP, blood pressure; K+, potassium; SPC, single-pill combination.  
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Table 26. AHA/ACC 2025 GL on hypertension. Hypertensive Emergencies and Severe 

Hypertension in Nonpregnant and Nonstroke Patients 
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Table 27. AHA/ACC 2025 GL on hypertension. Intravenous Antihypertensive Drugs for 

Treatment of Hypertensive Emergencies  

 

  
 

BP indicates blood pressure; CCB, calcium channel blocker; CKD, chronic kidney disease; HF, heart failure; 

IV, intravenous; and MI, myocardial infarction. 
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Intravenous Antihypertensive Drugs for Treatment of Hypertensive Emergencies in Patients 

With Selected Comorbidities 

 

  
 

 
*Agents are listed in alphabetical order, not in order of preference.  

†Agent of choice for acute coronary syndromes.  

ACE indicates angiotensin-converting enzyme; ARB, angiotensin receptor blocker; BP, blood pressure; ICH, 

intracerebral hemorrhage; LV, left ventricular; PDE-5, phosphodiesterase type-5; and SBP, systolic blood 

pressure.  
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Figure 11. AHA/ACC 2025 GL on Hypertension. Diagnosis and Treatment of Severe 

Hypertension and Hypertensive Emergency.  

*Defined as acute heart failure/pulmonary edema, neurologic disorders (posterior reversible encephalopathy 

syndrome, encephalopathy, retinal hemorrhage, papilledema, intracranial hemorrhage, acute ischemic stroke), 

acute decompensated heart failure, acute coronary syndrome, acute kidney injury, acute aortic syndrome 

(penetrating aortic ulcer, aortic dissection). DBP indicates diastolic blood pressure; ED, emergency department; 

ICU, intensive care unit; INP, inpatient; OPT, outpatient; and SBP, systolic blood pressure.  
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Table 28. American College of Obstetricians and Gynecologists  

 

Definitions of Hypertensive Disorders 

 

 

 

Diagnostic Criteria for Preeclampsia 

 

 
 

 

ACOG Practice Bulletin No. 203: Chronic Hypertension in Pregnancy. Obstet Gynecol. 2019;133:e26-e50. 
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Table 29. ESC 2025 GL on pregnancy.  

 

Hypertensive disorders of pregnancy 

 

 
 

ALT, alanine transaminase; AST, aspartate aminotransferase; BP, blood pressure; IUGR, intrauterine growth 

restriction; UACR, urine albumin–creatinine ratio. 

 

 

Risk factors for pre-eclampsia 

 

 
 

BMI, body mass index. 
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AHA/ACC 2025 GL on Hypertension.  

 

 

Hypertension and Pregnancy 

 

 
 

†Chronic hypertension in pregnancy is defined as a preexisting diagnosis of hypertension or SBP ≥140 mm Hg 

and/or DBP ≥90 mm Hg on 2 occasions at least 4 hours apart before 20 weeks’ gestation. 

 

 

Classification of Hypertensive Disorders of Pregnancy 
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ACOG Diagnostic Criteria for Hypertension in Pregnancy 

 

 
 

 

 

 

 

Figure 12. Expected antepartum and postpartum blood pressure trajectories in a healthy pregnancy. 

Countouris M, et al. Hypertension in Pregnancy and Postpartum: Current Standards and Opportunities to Improve Care. 

Circulation. 2025;151:490-507. 
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Figure 13. ESC 2025 guidelines on pregnancy. Algorithm for the management of new-onset post-

partum hypertension. 
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Figure 14. ESC 2025 guidelines on pregnancy. Proteinuria assessment and diagnosis of pre-

eclampsia.  

 
BP, blood pressure; PlGF, placental growth factor; sFLt-1, soluble fms-like tyrosine kinase-1. 
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Table 30. Therapy of hypertension in pregnancy 

 

ESC 2024 GL on hypertension  Recommendations for managing hypertension in pregnancy 

 

 

 
 

ABPM, ambulatory blood pressure monitoring; BP, blood pressure; CCB, calcium channel blocker; HBPM, home blood 

pressure monitoring; RAS, renin–angiotensin system 
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ESC 2025 guidelines on pregnancy. Recommendations for hypertensive disorders and 

pregnancy 

 

 
 

 

 

 

 

 

 

AHA/ACC 2025 GL on hypertension.  

 

Common Oral Antihypertensive Agents in Pregnancy 
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Antihypertensive Agents Used for Urgent Blood Pressure Control in Pregnancy 
 

 
 

 

 

 

TABLE 31. Antihypertensive drugs in pregnancy 

 

Systolic BP 140-160 mmHg or Diastolic BP 90-100 mm Hg 

 

Labetalol 100 mg tds (up to 1200 mg/day) 

Nifedipine  10 mg tds (or long-acting 30 mg od, up to 120 mg/day) 

Methyldopa 250 mg tds (up to 2250 mg/day) 

 

If BP control is not achieved within a week with a medium dose, consider adding a low–medium dose from 

another class, rather than a high dose of the same medication, for a maximum of three medications 

 

Systolic BP >=160 mmHg or Diastolic BP>=110 mm Hg 

                                

       Starting dose    30 min     60 min     90 min   120 min   150 min 

 
 

 

If BP control is not achieved despite maximal doses, move to another class of medication. 

 

Data from Magee LA, et al. The 2021 International Society for the Study of Hypertension in Pregnancy classification, 

diagnosis & management recommendations for international practice. Pregnancy Hypertens. 2022;27:148-169. 
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AHA/ACC 2025 GL on hypertension. Diagnostic Criteria for Preeclampsia 
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Figure 15. ESC 2025 guidelines on pregnancy. Monitoring and treatment of hypertension and pre-

eclampsia.  

 
Mg, magnesium; PlGF, placental growth factor; p.o., per oral. 

 

aLabetalol 100 mg p.o. b.i.d.  

bMetoprolol 100 mg p.o. b.i.d.  

cMethyldopa 250 mg p.o. b.i.d./t.i.d.  

dNifedipine 5–10 mg p.o. 10 mg p.o. if >160/110 mmHg. 
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Figure 16. ESC 2025 guidelines on pregnancy. Management of hypertension and pre-eclampsia 

in the emergency ward. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 


