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Most of the current recommendations for the treatment 

of these disorders are based on expert opinion and 

observational studies, with a lack of evidence from 

randomized controlled trials. The overall strategy in the 

treatment of hypertension in pregnancy is to prevent 

maternal cerebrovascular and cardiac complications, 

while preserving the uteroplacental and fetal circulation 

and limiting medication toxicity to the fetus. 

 

Close management and rigorous multidisciplinary 

follow-up involving the cardiologist and the obstetrician 

are therefore essential to limit complications, hence the 

importance of early management and early detection of 

gestational high blood pressure. 

 

II-MATERIAL AND METHODS 
 

This is a descriptive retrospective study conducted at the 

obstetrical gynaecology department of high-risk 

pregnancy within the hospital of maternity SOUISSI in 

RABAT, MOROCCO, involving 59 women with 

pregnant arterial hypertension over 586 women 

consulted. 

 

The study lasted 2 years, from January 2018 to January 

2020. 

 

We included pregnant women with systolic blood 

pressure greater than or equal to 140mm-Hg and/or 

diastolic blood pressure greater than or equal to 90mm-

Hg, with or without proteinuria, and those with a 

complication related to gestational hypertension at the 

time of the consultation. 

 

We have adopted the American College of Obstetricians 

and Gynecologists (ACOG 2002) criteria for defining 

preeclampsia (BP Obst tri i ns  4  9  mm-Hg + 

proteinuria greater than or equal to 300 mg/24h or 

greater than or equal to 2 crosses at the labstix) and its 

severity criteria. 

 

Are excluded from this study the lost of sight and 

patients whose follow-up and delivery were not 

performed in our department.  

 

Each of these patients received rigorous and methodical 

follow-up with multidisciplinary anesthesiologic-

cardiologic-obstetric follow-up. 

 

III-RESULTS 
 

A/ Epidemiology 

A total of 59 patients have been studied out of 586 

consultations, i.e. a prevalence in the order of 10%. 

About patients characteristics, our study has shown an 

average age of 29 years with a rate of 51% of women 

with an age inferior to 30 years.  

 

Patients aged between 20 and 30 years seem to be the 

most exposed to develop hypertension during pregnancy 

with a frequency rate of 47% in our study. On the other 

hand, patients over 40 years of age seem to be the least 

exposed since they represent 9% of all parturients. 
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I-INTRODUCTION 
 

Gestational hypertension (GH) is a heterogeneous group of pathological conditions whose common denominator is 

an increase in blood pressure with a systolic pressure greater than or equal to 140mm-Hg and/or a diastolic 

pressure greater than or equal to 90mm-Hg, obtained on two occasions separated by at least 4 hours. It is a major 

health problem of global proportions, firstly because of its frequency, which can reach up to 15% of pregnancies, 

and secondly because of the high maternal and foetal morbidity and mortality for which it is responsible. The 

pathophysiology of this condition remains poorly defined despite the numerous studies on it. 
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Diagram 1: Age distribution of our study population. 

 

Con erning the p rity, we’ve found th t 30 were 

primiparous (51%), 15 pauciparous (25%) and 14 

multiparous (24%).  

 

 
Diagram 2: Distribution of GH in women parity. 

 

Regarding to the weight, 27 women had a body mass 

index (BMI) superior to 30 Kg /m2 (45,7%) and the 

average BMI was 28,3 Kg/m2. 

We’ve noti ed in 38,9% multiple risk f  tors of GH  s 

shown on diagrams 3 and 4. 

 

 
Diagram 3: Distribution of GH’s medical and surgical risks factors in our study population. 
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Diagram 4: Distribution of GH’s obstetricals risks factors in our study population. 

 

B/ Clinical and obstetrical profil 

In all patients, blood pressure figures were recorded, and 

the existence of oedema and the search for proteinuria 

(urine strips) were mentioned in all observations. 

 

Patients' blood pressure ranged from 120 to 20O mm-Hg 

for systolic blood pressure (SBP) and from 60 to 160 

mm-Hg for diastolic blood pressure. This pressure was 

measured at patient’s first  onsult tion and monitored 

after 15 to 30 minutes of rest. 

 

The diagram 5 shows the distribution of patients by 

blood pressure controlled at the first consultation.   

 

 
Diagram 5: Distribution of patients by blood pressure during the first consultation. 
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Regarding the presence of oedemas, we have found 30 

parturients, i.e. 58.3%, with a predominance in the lower 

limbs. 

The search for proteinuria should be done in every 

pregnant woman using 

of urinary strips (Labstix), and all our patients benefited 

from this examination at the 22th week of gestational 

age.  Our study found 54,2% of the women positive and 

45,8% were negative.   

 

27 patients showed neurosensory signs during follow-up. 

Headache was the most common major sign (89%), 

followed by tinnitus (52%) and visual fog (7%). 

It should be noted that the signs were either isolated or 

associated with each other. 

 

 
Diagram 6: Patient Distribution by Neurosensory Signs osteo tendinous reflexes. 

 

Vomiting and the epigastric bar were considered 

digestive signs. These signs were present in 9 patients or 

15%. 

As for metrorrhagia, they were observed mainly during 

the third trimester and were present in 4 cases, i.e. 7%, 

most of them presenting with a retro-placental 

hematoma. 

 

The follow-up and impact of this hypertension was 

rigorously monitored through a paraclinical biological 

and radiological assessment.  

This assessment was carried out in all patients during 

their prenatal follow-up.  

 

Biologically, the patients were given a CBC, a renal and 

hepatic check-up, uricemia and 24-hour proteinuria, in 

addition to a haemostasis check-up.  

 

The results of these tests are summarized in the 

following table:  
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Table 1: Distribution of patients according to the results of the bioassessment. 
 

BIOLOGICAL TEST NUMBER OF PATIENTS FQ % 

CBC : -------------------------------------------------------------------- ----------- 

 

Hb 

(g/dL) 

<7                                  7 

7-11                             22 

>11                              30 

12% 

37.2% 

50,8% 

 

Platelets 

(e/mm3) 

<50.000                       1 

50-100.000                5 

100-150.000             14 

>150.000                    39 

2% 

9% 

24% 

65% 

RENAL BALANCE 

 

NORMAL                    52 

ABNORMAL               7 

88% 

12% 

HEPATIC BALANCE 

(ASAT/ALAT) 

NORMAL                     48 

ABNORMAL               11 

81% 

19% 

HEMOSTASIS BALANCE 

 

NORMAL                     54 

ABNORMAL               5 

92% 

8% 

24 HOUR PROTEINURIA 
+                                   21 

_                                    38 

36% 

64% 

 

The main biological abnormalities found during our 

study are therefore 24-hour positive proteinuria, hepatic 

disorders and in particular transaminases, a slight to 

moderate decrease in blood platelets as well as anaemia 

in 50% of cases. 

 

During follow-up, each patient received one dating 

ultrasound, two morphological ultrasounds at the 22th 

week of gestational age and  the 32th , and a Doppler 

was relaid in 13 patients with abnormalities during their 

evolution. 

 

Obstetrical ultrasound revealed intrauterine growth 

retardation in 8 cases and morphological abnormalities in 

1 case.  

 

Doppler was pathological in 4 parturients, i.e. 7%. 

 

In terms of therapeutic management, hygieno-dietary 

measures and antihypertensive monotherapy have been 

the most widely used.  Alpha methyl dopa and nifedipine 

were the most commonly used during our consultations, 

with methyl dopa predominating in 75% of patients.  

 

Dual therapy was used in 12 patients (20.3%) at the 

beginning of the third trimester after difficulties in 

controlling blood pressure levels with monotherapy.  

 

In our study, the blood pressure control was obtained in 

48 women (81%). 

 

39 patients gave birth by vaginal route, i.e. 65%, while 

Caesarean section was performed in 35% of cases (20 

patients). 

The upper route was indicated in 12 patients. 

 

Secondary Caesarean section was performed in 8 patients 

for labour abnormalities, fetal distress or failure of 

induction. 

 

 
Diagram 7: Distribution of patients according to the mode of delivery. 

 

49 patients progressed well and presented no 

complications, i.e. 83.2% of all parturients. 

10 parturients had at least one complication, i.e. 16.8% 

of all patients. They are distributed as follows: 
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Diagram 8 : Distribution of maternal complications recorded in our study series 

 

Among our 59 births, 47 newborns had a favourable 

trend, i.e. 79.6%. 12 cases had presented at least one 

complication (20.4%) distributed as follows: 

 

 
Diagram 9: Distribution of neonatal complications in our series 

 

The average term of childbirth is 37.1 weeks of 

amenorrhea.  The most common complication noted is 

the IUGR (9 cases). 5 newborns were transferred in the 

neonatology unit for intensive care. 

 

Prematurity was noted in 3 cases(25%).  

 

Respiratory distress (25%) and hypotrophy (17%) were 

noted too.  

 

IV-DISCUSSION 
 

1-The prevalence   

The prevalence of GH varies depending on the source 

from 5 to 15% of pregnancies.  

 

It varies from one country to another and is believed to 

be closely linked to ethnic and socio-economic 

disparities in the different populations.  

 

Thus, Zhang J. et al.
[1]

 found a prevalence of 5.9% in the 

USA, M.Thiam.
[2]

 3.9% in Senegal, M.Beaufils.
[3]

 7% in 

France. 

 

Our study finds a prevalence of 10%, a higher percentage 

than the majority of studies conducted.  

 

A study conducted by F.Diallo has shown a high 

prevalence compared to other studies at 16%.
[4]
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Diagram 10: Frequency of GH in different countries 

 

2-Patients characteristics 

The age of our patients ranges from 17 to 42 years, with 

a predominance of women under the age of 30 (51%).  

The average age is 29, this is in line with the study put 

forward by Assogba Schola C.
[5]

 Indeed, the age group 

most affected by the disease is 13-29 years in more than 

70% of cases, of which 32.9% of parturients were aged 

20-24 years.  

 

Similarly, Zenebe W. noted a high frequency in young 

women with a rate of 52.5% of patients aged 25-30 

years.
[6]

 

 

 
Diagram 11: Distribution of average age by series. 

 

Some authors consider multiparity greater than or equal 

to 3 as a risk factor for the GH.
[7]

 In our study, 51% of 

the patients are primipares, which is consistent with the 

results at the national level, M.Elkoudia,
[8] 

Moukaddime,
[9]

 Elfalaki,
[10]

 and Mansouri,
[11]

 report 

primiparity rates of 48.06%, 52.44%, 41.01% and 

47.89% respectively. 

 

Internationally, W.Zenebe et al,
[12]

 and Bah.Ao,
[13]

 

reported rates of 66.5% and 49.11% respectively of 

primiparous patients. 

 

According to numerous studies, primiparity is a 

considerable risk factor in the development of the 

disease. Duckitt and Harington,
[14]

 attribute a relative risk 

of 2.91 to it. 
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Diagram 12: Frequency of primipares patients by series 

 

3-Obesity and risk factors of PAH 

Duckitt and Harrington,
[14]

 found a relative risk of 

developing the disease of 2.47 in cases of obesity. 

According to a study carried out on more than 15,000 

pregnancies in the United States (Boston), the risk of 

developing preeclampsia was multiplied by 2.1 in the 

event of a BMI > 30 kg/m2,
[15]

  

 

This same observation has been reported by other 

authors, notably Rosenberg,
[16]

 Frederick,
[17]

 and 

Stone.Jl,
[18]

  

 

In our series, we noted that 45.7% had a BMI> 30 

kg/m2.  

This confirms the major role played by this factor in the 

development of GH and especially preeclampsia. 

 

A field of GH-eclampsia was present in 8% of cases. 

The literature incriminates a history of PAH, 

preeclampsia, IUFD or other complications of PAH in 

the risk of developing a second episode of the disease 

and especially its severe forms.  

 

A history of preeclampsia has been shown to be the most 

significant risk factor in many studies, with a relative 

risk of 7.19,
[3]

 and a recurrence rate of 14% in a study of 

19960 women in Norway and 15% in Sweden,
[19]

 

 

Zhong et al,
[20]

 showed in their study that the risk of 

hypertension for this population during second 

pregnancy is 19%, 32% and 46% respectively.  The 

study also showed that IUGR without hypertension in the 

first pregnancy doubles the risk of developing GH in 

subsequent pregnancies.  

 

In our series, 38.9% of our patients had one or more 

obstetrical histories dominated by miscarriages and 

IUGD.  

In the same vein, they noted that women who were even 

normotensive in their first pregnancies but who had 

IUGR in their first births had a two-fold risk of 

developing hypertension in subsequent pregnancies. 

 

The literature lists various personal medical histories 

likely to induce GH or even preeclampsia, the most 

important of which are represented by chronic 

hypertension,
[7,20,21]

 diabetes,
[7,14]

 anti-LP CA syndrome 

(RR=9.72).
[14]

 

 

Kidney diseases are also incriminated with notably 

nephropathy and urinary tract infections.
[22,23,24]

 

 

In our series, we found that 12% of patients had a 

vascular risk field dominated by chronic hypertension 

followed by diabetes.  

 

The history of heart disease and nephropathy was found 

in a small percentage.  

 

4-Clinical gravity signs 

It is generally accepted that a systolic blood pressure 

greater than or equal to 160 mmHg or a diastolic blood 

pressure greater than or equal to 110 mmHg are elements 

of severity.
[25,26,27,28]

 

In our series, systolic blood pressure greater than 160 

mmHg and diastolic blood pressure at 110 mmHg in 

44% of patients. 

 

The neurosensory signs during pregnancy are very 

important in that they may be a precursor to the 

diagnosis of severe preeclampsia.
[25,29]

  

 

For Ducarme,
[30]

 59-75% of convulsive attacks were 

preceded by prodromal symptoms and the most frequent 

symptom found in his study was headache (50-75%). 

 

In our study, 45,7% of patients presented neurosensory 

signs on admission marked by headache in 89%. The 

osteo tendinous reflexes were sharp in 26% and digestive 

signs were present in 15%. 
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According to the American College of Obstetrician 

Gynecologist,
[28]

 massive proteinuria, i.e. urine strips 

greater than or equal to 3 crosses twice, is considered a 

sign of severe preeclampsia. 

In our series, massive proteinuria was recorded in 38.9% 

(≥3  ross). 

 

5-Paraclinical gravity signs 

The 24H proteinuria is evaluated by the 24H urine assay, 

it showsglomerular lesions.
[31]

 It is significant if greater 

than 0.3 g/24H, it is considered as a criterion of disease 

severity when it exceeds 3.5 g/24H.
[32,33]

 It should be 

systematically investigated. 

 

In our series, 24H proteinuria was performed in 36% of 

patients. 

 

In our series, 7 parturients had impaired renal function, 

i.e. 12% of all patients receiving this test, and all had a 

severe form of the disease. This finding is supported by 

Moulin B, in his study where kidney acute failure occurs 

in 5-10% of cases in severe preeclampsia.
[31]

 

 

The study of liver function tests is based mainly on 

transaminase assays, and isperformed in the search for a 

HELLP syndrome, a serious complication of GH. In our 

series, this assessment was carried out in all the 

parturients and was found to be disturbed in 11 patients, 

7 of whom had levels greater than or equal to 3 times 

normal. These results are higher than those found by 

Boukhchach F (6,25%) in 2008.
[34] 

 

During preeclampsia, the state of compensated excessive 

hypercoagulability is characterized by endothelial and 

platelet activation and excess thrombin formation. 

 

For our patients, hemostasis exploration consists of a PT 

and/or APTT assay only. It was performed in 100% of 

our patients and was normal in 92% of cases. 

 

During a normal pregnancy, hemoglobin, hematocrit and 

hemoglobin levels decrease due to physiological 

hemodilution. In our series, all the parturients benefited 

from this assessment. This assessment revealed 29 cases 

of anaemia, i.e. 49.7%, including 12% of cases of severe 

anaemia requiring transfusion and 20 cases of 

thrombocytopenia. 

 

Ultrasound is an essential examination in the monitoring 

of any pregnancy, and even more so in the case of 

pregnant arterial hypertension. It allows the study of fetal 

vitality, morphology, and well being thanks to Manning's 

biophysical score, and another essential element to be 

determined is fetal biometry. In our series, ultrasound 

was performed in 100% of our patients.  

 

It allowed us to detect: 2 cases of MFIU, 4 cases of HRP, 

3 cases of oligoamnios and 8 cases of hydramnios. 

In our series, Doppler was performed in 21 parturients, 

i.e. 35.5%. It was normal in 17 patients, pathological in 4 

cases. 

 

6-Maternal complications 

A/Eclampsia 

No deaths were noted in our study. 

Eclampsia is estimated to be responsible for 50,000 

maternal deaths annually worldwide, particularly in 

developing countries.
[35]

 

 

The following table shows the frequency of eclampsia in 

selected international studies: 

 

 
Diagram 13: Frequency of eclampsia in selected international studies. 
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The frequency of eclampsia still remains high in our 

context compared to developed countries and is low 

compared to an African country such as Senegal 

(0,8%).
[39]

 

 

As for the developed countries, maternal mortality is on 

the other hand lower, it varies between 0 and 1.8%.
[40]

  

In our series, eclampsia has an incidence of 0,6% and 

was responsible for 20% of the indications for the upper 

route.  

 

In France, a study carried out on a small series of 16 

cases showed that eclampsia occurred in 56% pre-

partum, 6% per-partum and 38% post partum.
[30]

 

 

B.Sabiri finds that postpartum eclampsia accounts for 

19% of his series of 305 eclamptics. The mean time to 

onset of the attack in relation to delivery was 36 hours 

with extremes ranging from 15 minutes to 2 months.
[41]

 

 

In our study, we noted 75% prepartum eclampsia and 

25% postpartum eclampsia. 

 

B/ Retroplacental hematoma:  

According to a study by Tbieba.B,
[42]

 the occurrence of 

RPH in the context of GH is 31.1%.  

In our series, a frequency of 7% was recorded. 

 

C/Hellp Sd: 

The HELLP syndrome complicates preeclampsia and 

eclampsia in 4-12% and 30-50% of cases respectively.
[43]

 

In our series, there were 5 cases of HELLP Syndrome or 

50%. 3 cases complicated eclampsia and 2 cases 

complicated GH. 

 

D/Other complications: 

The acute kidney failure was found in 10% in our study 

which is ne r El koudi ’s study (5,82%).
[8] 

The 

pulmonary acute oedema (PAO)  was diagnosed in 10% 

in our complicated parturients. According to Sibai et al, 

PAO complicates 2-5% of severe preeclampsia.
[44]

 

According to Matthys, PAO is the second most common 

complication in postpartum preeclamptic women with an 

incidence of 5.9%.
[45]

 In a French series, PAO 

complicated 1.6% of patients.
[46]

 

 

The deliverance bleeding represents 50% of the 

complications and no case of subcapsular hematoma of 

the liver was noted.  

 

7- Foetal complications 

A/ Perinatal mortality 

In our series, in utero fetal death (IUFD) accounts for 

1,7% (1 case), while neonatal mortality is around 3.3% 

(2 cases).  

 

Our results are better than the other studies, thanks to the 

early management of pregnant women with GH, as well 

as of newborns.   

 

 

 

 

 

50% 

28.88% 

18.70% 

3.30% 

0%

10%

20%

30%

40%

50%

60%

M.Thiam [21] Bah A.O [35] Randriambololona [47] Our study

 
Diagram 14: Incidence of perinatal mortality due to pregnant high blood pressure in selected national and 

international studies. 
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B/Prematurity  

In the United States, an estimated 15% of preterm births 

in the United States are due to preeclampsia (82,000 

births per year).
[48]

 In France, hypertensive pathologies in 

pregnancy are the third cause of great prematurity 

(22%).
[49]

 

In our series, prematurity comes first with an incidence 

of 5%. 

 

C/Hypotrophy 

In a recent study, 1.4% of the total incidence of IUGR 

was thought to be secondary to hypertensive disorders, 

and the incidence of this complication in hypertensive 

women is approximately 35%; however, it appears that 

the course of IUGR is independent of the presence or 

absence of gestational hypertension.
[23]

 

 

In our series, hypotrophy was the first perinatal 

complication with an incidence of 15% (birth 

weight<2500g including the IUGR).  

 

Our figures are higher to those reported by 

Moukaddime.A,
[17]

 who noted a frequency of 7%, while 

Thiam.M,
[2]

 observed a higher rate of around 40%. 

 

D/Neonatal Suffering 

In the Casablanca series, neonatal suffering was of the 

order of 8.97% with 11% progression to perinatal 

death.
[9]

 In our series, the frequency of neonatal suffering 

was around 6%. 

 

8-Medical and obstetrical care 

A/Medical care 

Alpha methyl dopa is the main antihypertensive drug 

used for the medical management of gestational 

hypertension.
[50]

 

 

This drug provides gentle blood pressure control without 

fetal consequences. It is prescribed at a dose of 250 mg 

twice daily for 48 hours and then at a maintenance dose 

with an increase of 250 mg in 48-hour increments to a 

usual dose of 0.75 to 1.5 g per day. 

 

The most commonly observed adverse effect is sedation, 

usually transient, occurring at the beginning of treatment 

or when doses are increased.  

 

However, caution should be exercised with regard to the 

possible occurrence of psychological disorders 

(nightmares, depression) or cardiovascular disorders with 

the appearance of oedema.
[51]

 

 

In our study, alpha-methyl dopa was the most commonly 

used drug, 75% in monotherapy and 20% in dual 

therapy.  

 

Nifedipine is used in variable doses.
[51,52]

 In our study it 

was mainly used in dual therapy with alpha methyl dopa 

in the context of uncontrolled gestational hypertensions.  

 

Magnesium sulphate is mainly used in severe 

preeclampsia to prevent eclampsia and especially to 

prevent recurrence of the eclampsia attack.
[53,54,55,56]

 

 

The Magpie study has shown that the use of magnesium 

sulphate reduces the risk of eclampsia by 50% compared 

to placebo.
[55]

 

 

The initial treatment regimen involves a bolus of 4g of 

magnesium sulphate in 20-30 min, followed by a 

continuous intravenous infusion of 1g/h.
[57,58]

 

 

Monitoring of treatment should be based on repeated 

assessment of consciousness (Glasgow=15), OTR, 

respiratory rate (>12c/min) and diuresis (>30 ml/h). In 

case of manifestations of overdosage, the infusion should 

be stopped, calcium gluconate injection considered and 

magnesemia measured.
[58]

 

 

In our study, magnesium sulphate was used in 6 patients, 

i.e. 10% of the women, 4 of whom had eclamptic 

seizures and 2 for severe pre-eclampsia to prevent the 

eclamptic seizure.  

 

Aspirin was used preventively from the first weeks of 

amenorrhea in all patients at risk and those diagnosed in 

time, i.e. 92%. 

 

In our study, corticosteroid therapy was also used in the 

context of fetal pulmonary maturation for 10 women, i.e. 

16%.  

 

B/Obstetrical care 

There is no specific treatment. The only curative 

treatment for severe GH remains to this day the 

termination of pregnancy and delivery of the placenta. 

 

In cases of non-severe gestational arterial hypertension 

above 36 weeks of amenorrhea. 

 

Severe gestational hypertension prior to 24 weeks of 

amenorrhea requires a medical termination of the 

pregnancy which must be clearly discussed with the 

parents.
[58]

 

 

Indications for termination of pregnancy in severe GH 

between 24 and 34 weeks of amenorrhea may be 

maternal or fetal,
[84] 

for immediate maternal reasons 

(uncontrolled hypertension, eclampsia, PAO, PRH, 

thrombocytopenia less than 50,000, hepatic subcapsular 

haematoma) or after corticosteroid therapy for fetal 

maturation in cases of rapidly worsening renal failure 

and/or persistent oliguria (< 100 ml/4 hours) despite 

adequate vascular filling, persistent signs of impending 

eclampsia (headache or visual disturbances), persistent 

epigastric pain, HELLP syndrome evolving. 

 

Indications are extended to fetal reasons such as repeated 

decelerations of baby's heart rate, severe IUGR above 32 
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weeks of amenorrhea, inverted arterial umbilical diastole 

above 32 weeks of amenorrhea. 

 

The choice between Caesarean section and vaginal 

delivery depends on the term, local conditions, fetal and 

maternal status. A vaginal delivery is reserved for GH 

without fetal impact where fear of a worsening of any 

late pregnancy may (if obstetrical conditions are 

favourable) lead to a decision to induce labour instead of 

spontaneous delivery. If the maternal or fetal condition is 

severe, extraction is most often performed by Caesarean 

section.
[59] 

 

In our study, 39 patients gave birth by vaginal route, i.e. 

65%, while Caesarean section was performed in 35% of 

cases (20 patients). 

 

The upper route was indicated in 12 patients. 

Secondary Caesarean section was performed in 8 patients 

for labour abnormalities, fetal distress or failure of 

induction. 

 

V-CONCLUSION 
 

Hypertensive disorders of pregnancy include a wide 

range of relatively diverse conditions under the same 

title, with the threatening and enigmatic shadow of 

preeclampsia looming over them.  

 

If antihypertensive medication is introduced, it is 

important to weigh the potential maternal benefits 

against the potential risks to the fetus due to placental 

hypoperfusion. 

 

Many questions, especially about preeclampsia, remain 

unanswered and are the subject of much research. 

Although, at present, each new discovery seems to add to 

the immense complexity of this disease and reveal more 

grey areas than it sheds light on, the progress of the work 

allows us to remain confident that new therapeutic 

strategies will be implemented. Until then, vigilance 

remains the best treatment. 
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