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Summary The 2022 ESC/ERS Guidelines for the Diagnosis and Treatment of Pulmonary Hypertension

was released on August 26 this year. After a lapse of seven years, the new version of the guidelines has been upda-

ted in many aspects such as the classification, diagnosis, and treatment of pulmonary hypertension. The update to

the guideline reflects a profound change in the understanding of pulmonary hypertension.
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Figure 1 The overview in 2022 ESC/ERS Guidelines for
the diagnosis and treatment of pulmonary hy-

pertension
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Table 1 Definition and hemodynamics characteristics of

pulmonary hypertension
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Figure 2 Classification of pulmonary hypertension
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Figure 3 Screening for unexplained dyspnea or suspec-

ted pulmonary hypertension
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