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CONGRESS REPORT

The 2022 European Society of Hypertension (ESH) scientific meeting was 
a hybrid meeting, encompassing both onsite in-person and on-line virtual 
participation, to help disseminate the meeting content as widely as possible. 

The ESH established a new working group for hypertension and cardiovascular 
disease in special populations, including sections for hypertension in women, 
led by Costas Thomopoulos (Athens, Greece); hypertension in older patients, 
led by Athanasios Benetos (Nancy, France) and hypertension in subjects living 
in or emigrating from low resource settings, led by Pietro Amedeo Modesti 
(Florence, Italy). This report will focus on hypertension in women, particularly 
before and during pregnancy.

Costas Thomopoulos summarized the new data on hypertension in 
pregnancy, highlighting the lack of uniformity in guidelines on hypertensive 
disorders in pregnancy [1]. He spoke about early onset pre-eclampsia being 
associated with a worse outcome than late onset, and discussed the use of 
low dose aspirin (current recommended dose: 100–150 mg), recommended 
by most guidelines, to prevent pre-eclampsia in women at high or moderate 
risk of developing pre-eclampsia. The treatment needs to be initiated before 
placentation is complete (preferably by week 12, but no later than week 
16). However, a study by Mulder et al. [2] failed to show that a low dose of 
aspirin normalized hemodynamic parameters in women with a history of pre-
eclampsia in their next pregnancy.

There seems to be agreement that pregnant women should measure their 
blood pressure (BP) themselves. However, in women at high risk of pre-
eclampsia, self-monitoring with telemonitoring did not lead to earlier clinic-
based detection of hypertension [3]. Indeed, a randomized clinical trial 
initiated by the same group of investigators [4] did not find differences in mean 
systolic BP recorded by healthcare professionals in women whose BP was 
measured at regular antenatal clinics compared with those who performed 
BP self-monitoring. 
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The CHAP (Chronic Hypertension and Pregnancy) trial, an open-label, 
multicenter, randomized trial in those with mild chronic hypertension in 
pregnancy showed that active treatment (labetalol or extended release 
nifedipine as first-line treatment) with a BP target below 140/90 mmHg was 
associated with a better outcome compared with no treatment, despite the 
rather small BP differences between the two groups (-3.1/2.3 mmHg)[5, 6].

Costas Thomopoulos summarized various assisted reproductive technologies 
(ART) and their impact on hypertensive disorders in pregnancy. He clearly 
pointed out that risk ratios for gestational hypertension, pre-eclampsia, and a 
combination of both were increased following any invasive ART, independent 
of gestation (+54% [95% CI: 39%–70%]) [7]. Moreover, a recent meta-analysis 
confirmed that pregnancies conceived by in vitro fertilization, with or without 
intracytoplasmic sperm fertilization, are at higher risk of being complicated 
by hypertensive disorders and pre-eclampsia, compared with spontaneously 
conceived pregnancies [8].

The importance of treating hypertension in women planning pregnancy 
was presented by Jana Brguljan-Hitij (Ljubljana, Slovenia), who stressed 
that pregnant women with pre-existing hypertension are at increased risk of 
mortality, myocardial infarction, stroke and peripartum cardiomyopathy. There 
is also an increased risk in this population of preterm delivery (<34 weeks), 
placental abruption and post-partum hemorrhage. Women with pre-existing 
hypertension who are planning a pregnancy should be informed about the 
possible teratogenic effect of RAS inhibitors – indeed, most of the current 
guidelines suggest that women of reproductive age should not be treated 
with RAS inhibitors unless they are using reliable contraception. RAS inhibitors 
are strictly contraindicated in pregnancy with the second trimester being the 
period of highest risk of harm to the developing fetus [6]. All efforts should 
be made to rule out secondary hypertension before conception. Women 
who are overweight or who are obese pre-pregnancy are at increased risk 
of developing hypertensive disorders in pregnancy (HDP). The Australian 
Longitudinal Study on Women´s health showed that pre-pregnancy weight 
gain was associated with an increased risk of HDP, whereas early adult weight 
loss reduced the risk [9]. 
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Peripartum management of hypertensive disorders was reviewed by Renata 
Cífková (Prague, Czech Republic). Hypertension in the peripartum period may 
be due to the continuation of pre-existing or gestational hypertension, de 
novo development of pre-eclampsia or it may also be induced by some drugs 
used for analgesia or suppression of post-partum hemorrhage. Women with 
severe hypertension and hypertensive emergencies are at high risk of life-
threatening complications, therefore, despite the lack of evidence-based 
data, based on expert opinion, antihypertensive treatment is recommended. 
Labetalol intravenously and methyldopa orally are the two most frequently 
used drugs. Short-acting oral nifedipine is suggested to be used only if 
other drugs or iv access are not available. Induction of labour is associated 
with improved maternal outcome and should be advised for women with 
gestational hypertension or mild pre-eclampsia at 37 weeks gestation [10].

Przemyslaw Kosinski (Warsaw, Poland) delivered an elegant presentation 
on early screening for pre-eclampsia. Pre-eclampsia was previously defined 
as the onset of hypertension accompanied by significant proteinuria after 
20 weeks of gestation. Recently, the definition of pre-eclampsia has been 
broadened, no longer insisting on the presence of proteinuria, but showing 
evidence of maternal organ dysfunction (acute kidney injury, liver involvement, 
neurological or hematological complications), or uteroplacental dysfunction. 
Pre-eclampsia can be subclassified into:

1. Early-onset pre-eclampsia (with delivery at <34 weeks of gestation)
2. Preterm pre-eclampsia (with delivery at <37 weeks of gestation)
3. Late-onset pre-eclampsia (with delivery at ≥34 weeks of gestation)
4. Term pre-eclampsia (with delivery at ≥37 weeks of gestation)

There are several risk factors for developing pre-eclampsia, however none has 
100% predictive value. Maternal characteristics, medical history and obstetric 
history, as well as biomarkers are all used in screening for and predicting pre-
eclampsia [11]. Currently, early pre-eclampsia screening, using an algorithm 
developed by The Fetal Medicine Foundation (London, UK), is possible with 
reliable results (OR: >95% and false positive results: 10%). Prevention with low 
doses of aspirin is effective and safe.
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