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Classes of recommendations

Levels of evidence



Hypertensive Disorders of Pregnancy ( HDP) 

Leading cause of maternal mortality 
and morbidity 

Affecting 5-10% of pregnancies 
worldwide 

Preconception or <20 weeks 
gestation ≥20 weeks gestation

Chronic hypertension 

Hypertension diagnosed 
before conception or before 
20 weeks of gestation.

White coat hypertension 

Office or clinic BP ≥140/90 
mmHg, but home/ambulatory 
BP <135/85 mmHg.

Masked hypertension 
Office or clinic BP <140/90 
mmHg, but home/ambulatory 
BP ≥135/85 mmHg.

Gestational hypertension 
New-onset hypertension (≥140/90 mmHg) 
without proteinuria or organ/placental 
dysfunction.

Preeclampsia (de novo): 

Gestational hypertension plus ≥1 of the 

following signs of organ or uteroplacental 

dysfunction at ≥20 weeks’ gestation:

1. Proteinuria (≥30 mg/mmol; 300 mg/d)

2. Other maternal signs of organ 

dysfunction:

• neurological complications (e.g., 

eclampsia, altered mental status, 

blindness, stroke, clonus, severe 

headaches, or persistent visual 

scotomata)

• Pulmonary oedema 

• Haematological complications (e.g. 

platelet count <150,000/μL, DIC, 

haemolysis

• Acute kidney injury (creatinine ≥90 

μmol/L or 1 mg/dL)

• Liver Involvement (e.g. elevated 

transaminases: ALT or AST >40 IU/L, 

with or without right upper quadrant 

or epigastric pain)

3.  Uteroplacental dysfunction (e.g. placental 

abruption, angiogenic imbalance, foetal 

growth restriction, abnormal umbilical 

artery Doppler waveform analysis, or 

intrauterine foetal death).

Preeclampsia superimposed on 

chronic hypertension

Chronic hypertension with new-onset 

proteinuria and/or organ or 

uteroplacental dysfunction as 

described on the left column.



Multidisciplinary 
approach of adverse 
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management of new-
onset post-partum 
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New recommendations: Long-term effects

Recommendations Class Level

Section 13.  Long-term effects of Adverse Pregnancy Outcomes (APO)

This is a completely new section in the guidelines, reflecting the growing recognition of the 
importance of APOs.

It is recommended to undertake a cardiovascular risk assessment in women with APOs, to 
recognize and document APOs when CVD risk is evaluated in women, and to provide 
counselling on the importance of healthy lifestyle choices that optimize cardiovascular 
health.

I B



Recommendations: 
Long-term effects of adverse pregnancy outcomes
Recommendations Class Level

It is recommended to undertake a cardiovascular risk assessment in women with APOs, to 
recognize and document APOs when CVD risk is evaluated in women, and to provide 
counselling on the importance of healthy lifestyle choices that optimize cardiovascular health. 

I B

In women with persistent post-partum hypertension beyond 6 weeks to 3 months post-
partum, initiation of antihypertensive therapy with reference to lactating status is 
recommended following current guidelines. 

I B

In cases where adoption of healthy lifestyle choices alone is inadequate to control post-
partum glucose levels, initiation of pharmacotherapy following current guidelines is 
recommended. 

I C

It is recommended that women with a history of GDM undergo a formal oGTT 6–12 weeks 
post-partum with a repeat assessment at 6–12 months and regular annual follow-up visits to 
screen for diabetes. 

I C

APO:  Adverse Pregnancy Outcome; GDM: Gestational Diabetes 
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Summary of new recommendations: Peripartum cardiomyopathy

Recommendations Class Level

Section 7. Peripartum cardiomyopathy

We have provided a separate section on PPCM in these guidelines.

Genetic counselling and testing should be considered in women with PPCM. IIa C

When a reversible course of HF is assumed, treatment in accordance with HF 
guidelines should be considered for at least 12 months after complete LV recovery 
(normalization of LV volumes and EF). 

IIa C



New Evidence 2025 leading to adaptations of 
guidelines Peripartum cardiomyopathy



New Evidence 2025 leading to adaptations of 
guidelines: PPCM and subsequent pregnancy 



Sliwa et al, The Lancet. 2025 
https://doi.org/10.1016/S0140-6736(25)01451-5

Summary of new recommendations: Peripartum cardiomyopathy
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peripartum 
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mWHO 2.0 I mWHO 2.0 II mWHO 2.0 II–III mWHO 2.0 III mWHO 2.0 IV

Ventricular (dys)function + pulmonary hypertension
PPCM:
Mild left ventricular 
impairment: 
EF >45%

PPCM: Moderate left 
ventricular
impairment: 
EF 30%–45%

Previous PPCM with 
not more than mild 
residual left 
ventricular 
impairment

PPCM: Severe left 
ventricular 
impairment: 
EF <30%
or NYHA class III/IV

Previous PPCM with 
more than mild left 
ventricular 
impairment

Modified WHO 2.0 classification of maternal CV risk:
PPCM & PPCM subsequent pregnancy 

PPCM: Peripartum Cardiomyopathy



Recommendations: Peripartum Cardiomyopathy

Recommendations Class Level

Counselling for women with PPCM about the risk of recurrence during a subsequent 
pregnancy and about contraception is recommended in all cases, even after recovery of 
LV function (LVEF >50%).

I C

Adding at least prophylactic LMWH treatment to bromocriptine treatment in women with 
PPCM should be considered. IIa C

Genetic counselling and testing should be considered in women with PPCM. IIa C
When a reversible course of HF is assumed, treatment in accordance with HF 
guidelines should be considered for at least 12 months after complete LV recovery 
(normalization of LV volumes and EF). IIa C

Bromocriptine treatment may be considered in addition to optimal HF treatment to 
enhance recovery of LV function in women with PPCM. IIb B

The use of a WCD may be considered in women with PPCM and LVEF <35%. IIb C



Genotype – phenotype associations of genetic 
variants in cardiomyopathies:
LMNA (Lamin A/C mutations): abnormalities within different 
cellular signalling pathways; frequency: 5%; association with 
skeletal muscle dystrophy, atrial fibrillation, conduction 
abnormalities and ventricular arrhythmias. 

RBM20 (Ribonucleic acid Binding Motif 20) mutations: 
perturbation in post-transcriptional pre-mRNA processing; 
frequency: 2%; association with conduction 
abnormalities, ventricular arrhythmias, and early 
progressive cardiomyopathy. 

PLN (phospholamban mutations): cellular Ca2+ 
dysregulation, contractile & metabolic dysfunction; 
frequency: 2%; association with low voltage 
electrocardiogram and ventricular arrhythmias. 

TTN (titin truncating mutations): increased non-sense 
mRNA decay, activation of rapamycin (mTOR) complex 
signalling pathway, mitochondrial dysfunction, increased 
interstitial fibrosis; frequency: 25%; variable genotype – 
phenotype associations. 

Cardiomyopathy & Pregnancy: Individualized risk-stratification and management



Modified WHO 2.0 classification of maternal CV risk:
Cardiomyopathies
mWHO 2.0 I mWHO 2.0 II mWHO 2.0 II–III mWHO 2.0 III mWHO 2.0 IV
Cardiomyopathy
HCM: genotype-
positive + 
phenotype-negative 

Low-risk ARVC: 
genotype-positive + 
no or mild 
phenotype
HCM without 
complications

DCM/NDLVC with 
normal or mild left 
ventricular 
impairment: EF 
>45%

ARVC with 
moderate/severe 
disease
HCM with 
arrhythmic and/or 
moderate 
haemodynamic 
complications
DCM/NDLVC with 
moderate left 
ventricular 
impairment: EF 
30%–45%

DCM/NDLVC with 
severe left 
ventricular 
impairment: EF 
<30% or NYHA class 
III/IV
HCM with 
symptomatic severe 
outflow tract 
obstruction: 
≥50 mmHg
HCM with severely 
symptomatic LV 
dysfunction (EF 
<50%)

ARVC: Arrhythmogenic Right Ventricular Cardiomyopathy; DCM: Dilated Cardiomyopathy; NDLVC: Non-Dilated Cardiomyopathy ; HCM: Hypertrophic 
Cardiomyopathy  



Recommendations: Cardiomyopathies

Recommendations Class Level
Clinical cardiological surveillance (ECG, echocardiogram, and Holter ECG monitoring) is 
recommended during pregnancy in women with CMPs, depending on individual risk.  I C

Vaginal delivery is recommended in most women with CMPs, unless there are obstetric indications for 
caesarean section, severe HF (EF <30% and/or NYHA class III/IV), uncontrolled arrhythmias, or severe 
outflow obstruction (≥50 mmHg) in women with HCM, or in women presenting in labour on VKAs. I C

Continuation of beta-blockers should be considered during pregnancy in women with CMPs, with 
close follow-up of foetal growth. IIa C

Dilated cardiomyopathy
In women with DCM and worsening of EF during pregnancy, counselling on the risk of recurrence 
during a subsequent pregnancy is recommended in all cases, even after recovery of LV function. I C



Recommendations: Cardiomyopathies
Recommendations Class Level
Arrhythmogenic right ventricular cardiomyopathy
Flecainide, in addition to beta-blockers, should be considered as the antiarrhythmic drug 
of choice in pregnant women with ARVC. IIa C

Sotalol may be considered as an antiarrhythmic drug in pregnant women with ARVC, with 
careful evaluation of QTc and while monitoring for foetal bradycardia and foetal growth and 
neonate hypoglycaemia.

IIb C

Hypertrophic cardiomyopathy
It is recommended to use the same risk stratification protocol for ventricular arrhythmias 
in pregnant women with HCM as for non-pregnant women with HCM. I C

It is recommended to start beta-blockers in women with HCM who develop symptoms due 
to outflow tract obstruction or arrhythmia during pregnancy. I C

It is recommended that women with HCM with symptomatic LV dysfunction (EF <50%) and 
or severe LVOTO (≥50 mmHg) wishing to become pregnant are counselled by the Pregnancy 
Heart Team regarding the high risk of pregnancy-related adverse events. I C
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Valvular heart disease 
and pregnancy
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mWHO 2.0 I mWHO 2.0 II mWHO 2.0 II–III mWHO 2.0 III mWHO 2.0 IV
Valvular heart disease
mild pulmonary 
stenosis

mitral valve prolapse 
without significant 
regurgitation

mild mitral stenosis, 

moderate aortic 
stenosis

moderate valvular 
regurgitation

Uncomplicated 
mechanical valve with 
stable well controlled 
INRs. 

moderate mitral 
stenosis

severe asymptomatic 
aortic stenosis

severe left-sided 
valvular regurgitation

severe mitral 
stenosis

severe symptomatic
aortic stenosis

Modified WHO 2.0 classification of maternal CV risk:
Valvular disease



New Evidence 2025 leading to adaptations of 
guidelines: Prosthetic valves I



New Evidence 2025 leading to adaptations of 
guidelines: Prosthetic valves II



New Evidence 2025 leading to adaptations of 
guidelines: Prosthetic valves III



Summary -revised recommendations: Valvular disease

2018 Guidelines Class Level 2025 Guidelines Class Level
Section 12. Recommendations for acquired heart disease and pregnancy
Balloon aortic valvuloplasty should 
be considered during pregnancy in 
patients with severe aortic stenosis 
and severe symptoms. IIa C

In very selected symptomatic 
pregnant women with severe aortic 
stenosis not responding to medical 
therapy, non-surgical options such 
as balloon valvuloplasty or TAVI may 
be considered.

IIb C

A bioprosthesis should be 
considered in young women 
contemplating pregnancy. IIa C

A bioprosthetic valve is 
recommended (over a mechanical 
valve) in young women 
contemplating pregnancy requiring 
a valve prosthesis.

I B

During the second and third trimesters, 
LMWH with anti-factor Xa level 
monitoring and dose adjustment (see 
separate recommendations) may be 
considered in women who need a high 
dose of VKA after patient information 
and consent.

IIb C

During the second and third trimesters 
until the 36th week, continuing VKAs 
should be considered in women with 
prosthetic heart valves at higher risk of 
thrombosis.

IIa C
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Management of chest pain 
during pregnancy and 
within 6 months post-
partum

Figure 11
ESC Guidelines CVD Pregnancy 
2025

SCAD: Spontaneous Coronary Artery 
Dissection
MINOCA: Myocardial Infarction without 
Obstructive CAD
ASCVD: Atherosclerotic Cardiovascular 
Disease



Recommendations for coronary artery disease and pregnancy 

Recommendations Clas
s

Leve
l

In pregnant women with chest pain, it is recommended to exclude life-
threatening cardiovascular conditions, including PE, ACS (including SCAD), 
and acute aortic syndrome. 

I C

It is recommended to manage pregnant women with ACS in the same way as 
non-pregnant women, including diagnostic investigations and interventions. I C

Low-dose ASA is recommended as the antiplatelet treatment of choice 
during pregnancy and lactation when single antiplatelet treatment is indicated. I B

If DAPT is required, clopidogrel is recommended as the P2Y12 inhibitor of 
choice during pregnancy. I C

The duration of DAPT (aspirin and clopidogrel) in pregnant women undergoing 
coronary stent implantation is recommended to be the same as in non-
pregnant women, with an individual approach considering ischaemic risk and 
delivery-related bleeding risks. 

I C

A vaginal delivery should be considered in most pregnant women with ACS  
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