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Eclampsia

Fonte Pinterest

L’eclampsia € caratterizzata dalla comparsa di convulsioni con perdita di
coscienza o coma durante la gravidanza o nel post-partum in donne gravide che
hanno segni e sintomi di pre-eclampsia.

La diagnosi di eclampsia richiede lo sviluppo di convulsioni in presenza di
ipertensione e proteinuria e/o sintomi dopo la 20 settimana di gestazione.

L’ipertensione ¢ il pre-requisito per la diagnosi di eclampsia e
puo essere:
- severa (PAS > 160 mmHg, PAD > 110 mmHg),
- moderata (PAS fra 140 e 160 mmHg, PAD fra 90 e 110 mmHg)
- relativa (> 20-30%).

L’eclampsia & un evento drammatico per la donna, per il nascituro e per le
famiglie.

Ma é un evento prevedibile ed evitabile.

Dal greco éklampsis: fulgore improvviso
Hypertension. 2022;79:e21-e41. DOI: 10.1161/HYP0000000000000208
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AHA SCIENTIFIC STATEMENT

Hypertension in Pregnancy: Diagnosis, Blood
Pressure Goals, and Pharmacotherapy:

A Scientific Statement From the American Heart
Association

L’eclampsia va inclusa tra i cosiddetti “disordini ipertensivi della gravidanza” (HDP)
che comprendono:

Ipertensione cronica

*Ipertensione gestazionale

*Pre-eclampsia/eclampsia

*Pre-eclampsia sovrapposta a ipertensione cronica

Hypertension. 2022;79:e21-e41. DOI: 10.1161/HYP.0000000000000208
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Ipertensione in gravidanza

La maggior parte delle linee guida nel mondo definisce ipertensione in gravidanza come:

PRESSIONE ARTERIOSA > 140/90 mmHg

.... mentre c’€ una certa variabilita nella soglia alla quale iniziare il trattamento anti-
ipertensivo e nel target da raggiungere (*), a causa dell'incertezza tra i benefici per la madre
nel ridurre la pressione arteriosa ed i potenziali rischi per il feto da parte dei farmaci anti-
ipertensivi per riduzione della circolazione utero-placentare ed esposizione uterina ai farmaci.

(*) target 135/85 mmHg il piu accettato (NICE GL)

I’ACOG raccomanda come goal PAO 120-160/80-110 mmHg
International Society for the Study of Hypertension in pregnancy 110-140/85 mmHg
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Pre-eclampsia HELLP syndrome

- ipertensione di nuova insorgenza

%ﬂ;@ proteinuria: marker di danno renale : Hem0|y3|3
. sintomi: da lievi a potenzialmente fatali E 10-20% delle
. - . - Elevated donne con
- Segni di danno di altri organi: —_—% pre-eclampsia
' - retina: visione offuscata, lampi, scotomi . Liver enzymes severa

- fegato: dolore addominale (ipocondrio dx o

W epigastrico); aumento di enzimi epatici; rottura di ) LOW

fegato
Platelet

g AQ&Q - endotelio: trombosi, piastrinopenia
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“Flrther symptoms are:
@ Rapid swelling of the face or hands due to
1 water retention (edema)
Rapid weight gain (more than one kilogram
per week due to water retention)

Severe headache

.

Nausea or vomltlng

Pain in the (right) upper abdomen,
stomach and/or shoulder

Visual disturbances and light sensitivity

. Shortness of breath
Usually symptoms of pre-eclampsia do not occur until
the 20th week of pregnancy.

Sintomi

| primi segni di pre-eclampsia sono valori di pressione arteriosa
elevati e/o proteinuria e generalmente insorgono nella seconda
meta della gravidanza.

Altri sintomi sono:

Improvviso gonfiore del viso

Rapido aumento di peso (piu di 1 Kg alla settimana)

Mal di testa severo

Bruciore gastrico severo

Nausea o vomito

Dolore ai quadranti addominali alti (prev. destro), allo stomaco o
alle spalle

Disturbi del visus e sensibilita alla luce

Respiro corto

Di solito i sintomi non si manifestano prima della 20ma settimana

di gestazione.
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Epidemiologia

| disordini ipertensivi della gravidanza (HDP) rappresentano la seconda causa di morte materna nel mondo e sono
causa di morbidita per la madre e per la prole a breve e lungo termine.

Si associano ad aumentato rischio di parto pre-termine, di feti piccoli per I'eta gestazionale (SGA), di nati sottopeso.
In termini assoluti causano approssimativamente 76.000 morti materne e 500.000 morti infantili ogni anno.

Sono responsabili del 16% delle morti materne nei paesi a basso e medio reddito (dove si verifica il 99% delle morti
correlate alla gravidanza), di circa un quarto delle morti materne nei paesi dellAmerica Latina e del 10% in Africa ed Asia.

L’incidenza varia da 1/100 a 1/3480 gravidanze (in media colpisce il 10% delle gravidanze nel mondo).

Nelle gravidanze gemellari pud raggiungere il 3,5%.

L’incidenza continua a crescere come risultato di eta avanzata alla prima gravidanza e d’incremento della prevalenza
di obesita ed altri fattori di rischio cardio-metabolici.

| paesi con la maggiore incidenza sono il Ghana e la Giamaica.

Hypertension. 2022,79:e21-e41. DOI: 10.1161/HYP.0000000000000208
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Fattori di rischio per pre-eclampsia

Table 3. Risk Factors for Preeclampsia Moderaies
| Maternal age >35 y RR, 1.2 (1.1-1.3)7
St Prepregnancy BMI>30 kg/m? aOR, 3.7 (3.5-3.9)™
High* - RR, 2.8 (2.6-3.1)%
rPrior preeclampsia RR, 8.4 (7.1-9.9)" | Family history (first-degree relative) RR, 2.9 (1.7-4.9)7
Chroniche!'Whensionf RR, 5.1 (4.0-6.5)™ Race (Black) aHR, 1.6 (1.5-1.6)"
(2140/90 mm Hg) HR, 2.2 (1.9-2.6), early onset™
Pregestational diabetes RR, 3.7 (3.1-4.3)" HR, 1.3 (1.2-1.4), late onset™
. Multifetal pregnancy RR, 2.9 (2.6-3.1)" Low socioeconomic status aOR, 4.91 (1.9-12.5)7
Antiphospholipid syndrome RR, 2.8 (1.8-4.3)"  Nulliparity RR, 2.1 (1.9-2.4)
Systemic lupus erythematosus RR, 2.5 (1.0-6.3)” History of adverse pregnancy outcome:
Chronic kidney disease OR, 10.4 (6.3-17.1)™ Stillbirth RR, 2.4 (1.7-3.4)7
Placental abruption RR, 2.0 (1.4-2.7)7

Hypertension in Pregnancy: Diagnosis, BP Goals, and Pharmacotherapy

Hypertension. 2022;79:e21-e41. DOI: 10.1161/HYP.0000000000000208
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Other

Chronic hypertension (130-134/80-84
mm Hg)

aOR, 2.2 (1.9-2.5), milds°®
aOR, 2.7 (2.0-3.5), severe®®

Genetic susceptibility®82®

Chronic hypertension (135-139/85-90
mm Hg)

aOR, 2.7 (2.3-3.2), mild®°
aOR, 3.8 (2.8-5.1), severe®®

Assisted reproductive technology

RR, 1.8 (1.6-2.1)"

—

Oocyte donation

OR, 4.3 (3.1-6.1)°

Severe hypertension

—

White coat hypertension

OR, 6.1 (4.4-8.5)"®

. New paternitv

OR, 2.3 (1.2-4.4)%

RR, 2.4 (1.2-4.8)¢"

Prepregnancy BMI >25 kg/m?

RR, 2.1 (2.0-2.2)7

Pregnancy interval >4 y

OR, 1.1 (1.0-1.2), recurrent
preeclampsia®?

OR, 2.1 (1.3-3.3)*"

Insulin resistance >75th centile

aOR, 1.9 (1.1-3.2)%

Migraine

OR, 2.1 (1.5-2.9)*

Gestational diabetes

=

aOR, 1.6 (1.4-1.9)®

Recovered acute kidney injury

aOR, 2.9 (1.9-4.4)%

Hyperthyroidism

aOR, 1.8 (1.1-2.9)®

Hydatidiform mole

OR, 10.1 (3.4-30.0)%®

Fetus with trisomy 13

Incidence with 24%-449% vs
without 2%—-8%¢87

Hypertension in Pregnancy: Diagnosis, BP Goals, and Pharmacotherapy

Hypertension. 2022;79:e21-e41. DOI: 10.1161/HYP.0000000000000208
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— Placental Pathophysiology

Hypertension

Patogenesi = N

Ronlr\awl—bu\gll
|

Condizione multi-sistemica W j VSN |1 SRR B0

Alterati i normali meccanismi di adattamento alla
gravidanza:
» Calo della pressione alla fine del | trimestre: variabile
* Flusso renale e VFG di regola aumentano del 50%: nelle
donne con pre-eclampsia I incremento € inferiore del 30%
* Volume plasmatico: di regola aumenta ma puo essere
ridotto nelle donne con pre-eclampsia Ed‘?:e':'a'i‘v“s"iu."n::m

Alterazioni metaboliche che nella gravidanza sono fisiologiche ' Q ﬁ. &\ #

Pro-} mlIammal
Aﬂllanglogeng:ry

Impaired LFT Hypertension Cereb al edema Y] Glomerular endomei iosis Placental infarction
H HA Hepatic infarction H i PCM P Placental abruption
nelle donne con pre-eclampsia possono essere piu - O S il R o ’
Activated coagulation Visual change AKI

pronunciate: I \
- insulino-resistenza D M v ¥ 4

Stroke CAD CKD Intergenerational
Vascular dementia HF ESKD

- aumento di colesteroloe TG At

Figure. Pathogenesis of HDP
. rg dsting maternal ifiable patient i ive history, and genetic and immune factors increase the
- stato di ipercoaguabilita ok dovlopog o rpanensis dicrder fpurancy HIDP). Th ol and p
unknown, but the cause is likely a comblnanon of, and m(svacnon between, factors from both maternal and placental pathways.*' Variable
contributions of the underlying maternal and placental pathophysilogical pathways result n the heterogeneous phenotypes of HDP: The
damage and may be long-lasting with a possible i ional effect. (Continued)
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LACES™ screening precoce

Screening Test in the first trimester

Blood test

Measurement of
blood pressure

Doppler Scan

Medical history

PW 9 10 1112 13 14 15 16 17 18 19 20 21 22 23 24 25 26..

Anamnesi accurata personale e familiare
Misurazioni della pressione arteriosa

Esami ematochimici:

- emocromo

- enzimi epatici

- creatinina

- acido urico (€ aumentato nella pre-eclampsia e nel contesto dei
HDP identifica donne a rischio aumentato di complicanze materno-
fetali).

Proteinuria: nelle prime settimane per identificare malattia renale e
nella seconda meta della gravidanza nello screening per pre-
eclampsia. Dipstick test su singolo campione di urine piuttosto che
nelle urine delle 24 ore

Doppler delle arterie uterine dopo la 20ma settimana di gestazione
nelle donne ad elevato rischio di pre-eclampsia

PIGE..fattore-di-crescita-placentare
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Trattamento dell’ipertensione

Management of hypertension in pregnancy

Recommendations

In women with gestational hypertension, pre-existing hypertension superimposed by gestational hyperten-
sion, or with hypertension and subclinical organ damage or symptoms, initiation of drug treatment is recom-
mended when SBP is >140 mmHg or DBP >90 mmHg.

In all other cases, initiation of drug treatment is recommended when SBP is >150 mmHg or DBP is >95
mmHg.

Methyldopa, labetalol, and CCBs are recommended as the drugs of choice for the treatment of hypertension in
[T

pregnancy. /4 (methyldopa)
— c

(labetalol or CCBs)

ACE inhibitors, ARBs, or direct renin inhibitors are not recommended during pregnancy. c

SBP >170 mmHg or DBP >110 mmHg in a pregnant woman is an emergency, and admission to hospital is c
recommended.

In severe hypertension, drug treatment with i.v. labetalol, oral methyldopa, or nifedipine is recommended.

The recommended treatment for hypertensive crisis is i.v. labetalol or nicardipine and magnesium.

In pre-eclampsia associated with pulmonary oedema, nitroglycerin given as an i.v. infusion is recommended.

In women with gestational hypertension or mild pre-eclampsia, delivery is recommended at 37 weeks.**

It is recommended to expedite delivery in pre-eclampsia with adverse conditions, such as visual disturbances

or haemostatic disorders.

@ESC/ESH 2018

ACE = angiotensin-converting enzyme; ARB = angiotensin receptor blocker; CCB = calcium channel blocker; DBP = diastolic blood pressure; i.v. = intravenous; SBP = systolic

blood pressure.
*Class of recommendation.
PLevel of evidence.

Trattamento delle convulsioni:

MgSO4 (magnesio solfato) utilizzato come anti-
convulsivante ha anche un suo proprio effetto
ipotensivo che puo potenziare quello degli anti-
ipertensivi.

Dose di carico:
2 flda 2 grdi MgSo4 (20 ml) in 80 ml di sol. fiosiol
o Ringer in 20 min

Dose di mantenimento:
10 fl da 2 gr MgSo4(100 ml) in 400 cc di sol. fisiol o
Ringer in infusione continua a 25 mi/h (1 gr/h)

Evitare benzodiazepine per possibili effetti sul SNC
materno e fetale (depressione centri respiratori)




ROMA 30 Settembre - 1 Ottobre 2022 Centro Congressi di Confindustria Auditorium della Tecnica

PLACEC "™

Farmaci e... Parto

Farmaci:
* Metil dopa: 250-500 mg per os (max 2 gr die)

 Labetalolo: 100-400 mg x os (max 1200 mg die)
* Nifedipina: compresse a rilascio modificato 20-60 mg per os (max 120 mg die)

* Se PAS > 160 mmHg o PAD > 110 mmHg (in due rilevazioni a distanza di 15 min) ENTRO 15 min iniziare terapia: farmaco di
prima scelta LASETACLL 28 -mgin-soie-avaindanin,pciooli crescenti fino a 80 mg ogni 30’ (max 300 mg). Puo’ dare bradicardia
neonatale. Dopo il parto 50 mg ev.

* In alternativa: nifedipina capsule molli 10 mg o rivestite retard 20 mg.
* Nitrato o nitroprussiato ev in infusione continua in caso di edema polmonare/crisi ipertensiva

Parto:

» prima della 34 settimana —> sorveglianza s.c.

¢ Jaiia 5% aiia oU +o——suivegnaiza-savo-uvsisa.ndicazione

* dalla 37 settimana in poi —> parto entro 24-48 ore
European Heart Journal - Cardiovascular Pharmacotherapy (2020) 6, 384-393

doi:10.1093/ehjcvp/pvz082
g
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PLACEE Prevenzione

Modifiche dello stile di vita

Interventi sulla dieta

Esercizio fisico (riduzione del rischio di
ipertensione gestazionale del 30% e di pre-
eclampsia del 40%)

Aspirina a bassa dose (85-150 mg die)
(iniziata fra I3°12 & la 16 settimana di

WHO recommendations for Prevention and treatment of pre-eclampsia and ecls Mps

Box 1: Interventions that are for pi ion or of p and
" Quality of Strength of
‘ Recommendation avidence rarammandation
;
In areas where dietary calcium intake is low, calcium supplementation
during pregnancy (at doses of 1.5-2.0 g elemental calcium/day) is Moderate Strong
for the of pi in all women, but
especially those at high risk of developing pre-eclampsia.
Low-dose acetylsalicylic acid (aspirin, 75 mg) is recommended for the
prevention of pre-eclampsia in women at high risk of developing the Moderate Strong
condition.
oW dose acetylsalicylic acid (aspifin, 75 mg) for the prevention of pre- |
eclampsia and its related complications should be initiated before Low Weak
20 weeks of pregnancy.
Women thr! sever‘e hypertension during pregnancy should receive Very low Strong
treatment with antihypertensive drugs.
1 Ihe choice and route of administration of an antinypertensive drug for
severe hypertension during pregnancy, in preference to others, should
o . . N Very low Weak
be based primarily on the prescribing clinician's experience with that
particular drua. its cost and local availability.
sulfate is for the ion of
in women with severe pre-eclampsia in preference to other High Strong
anticonvulsants.
1 L s orthe of with “Moderate | Strong
in to other ar
The full intravenous or intramuscular magnesium sulfate regimens are Moderate Stron
recommended for the prevention and treatment of eclampsia. ode 9
For settings where it is not possible to administer the full magnesium
sulfate regimen, the use of magnesium sulfate loading dose followed
Very low Weak

by immediate transfer to a higher level health-care facility is recom-
mended for women with severe pi and

gestazione r
di eventi av
10 e del 20% nelle donne ad alto rischio)

Risultati promettenti arrivano da studi

sperimentali su pravastatina e metformina (in

donne con diabete gestazionale)

AL 1Al UIgart UySIUNGUDT UF 1911 UISUESS als auseni aiild Gall g
monitored.

In women with severe pre-eclampsia, a viable fetus and between

34 and 36 (plus 6 days) weeks of gestation, a policy of expectant
management may be recommended, provided that uncontrolled
maternal hypertension, increasing maternal organ dysfunction or fetal
distress are absent and can be monitored.

In women with severe pre-eclampsia at term, early delivery is
recommended.

In women with mild pre-eclampsia or mild gestational hypertension at
term, induction of labour is recommended.

In women treated with antihypertensive drugs antenatally, continued
antihypertensive treatment postpartum is recommended.

Treatment with antihypertensive drugs is recommended for severe
postpartum hypertension.

Low-dose acetylsalicylic acid (aspirin, 75 mg per day) is recommended for the prevention
of pre-eclampsia in women at moderate or high risk of developing the condition. (Recommended)

Very low

Low

Moderate

Very low

Very low

Weak

Strong
Weak
Strong

Strong
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~ Rischi a lungo termine: mortalita, CHD, Stroke .... "

Journal of the American Heart Association ‘ -
Referent Women
ORIGINAL RESEARCH A g All-cause mortality Cardiac arrhythmias Hyperlipidemia
. = 100% { HR: =1.33 (95% Cl: 1.11-1.60), p = 0.002 100% | HR: =1.22 (95% C1: 1.05-1.41), p = 0.008
Maternal Coronary Heart Disease, Stroke,
. pi1 s 75% 75%
and Mortality Within 1, 3, and 5 Years of .
Delivery Among Women With Hypertensive so% s0%
Disorders of Pregnancy and Pre-Pregnancy - o
Hypertenson = No HOP or pro-preg HTN S
No HOP wipre-preg HTN 0% 0%
Angela M. Malek ©, PhD; Dulaney A. Wison @, PhD; Tanya N. Turan &, MD, MSCR; Juio Mateus, MD, PhO; [l HDP wiout pre-preg HTN
Dariel T. Lackland (2, DrPH; Kelly J. Hunt, PhD 2 HOP wipre-preg HTN 0 10 20 30 40 0 10 20 30 40
= N at risk — 1,138 842 m 542 58 1133 817 600 351 29
0 1 2 e 3 4 5 — 563 439 377 0B — 568 424 304 156 18
No.srk ricidny dissse
---- i5539»f75 15538-243 i5538~§|7 11‘5538»;91 11‘55381251 g 100% 1 HR: = 1.62 (95% C: 1.36-1.94), p < 0.001 100% o HR: = 1.75 (95% C1: 1.28-2.41), p < 0.001
----- 68212 68,169 68143 68111 68083 0
B Incident CHD —— 10052 10045 10037 10026 10017 0 g 7% 5%
; 3
- ———— g 50% 50%
S S e £
_________ c E 2% 25%
. Incident Stroke ¢ __/
=y 0% 0%
o 10 20 30 40 o 10 20 30 40
— 1138 8#1 73 554 57 — 138 82 774 700 89
— 561 448 393 264 29 — 565 457 420 37 5
Congestv hart alure
----- No HDP or pre-preg HTN 50% 1 HR: = 2.11(95% Cl: 119-3.76), p = 0.011 50% : :110-3.5), p = 0.020
No HDP w/pre-preg HTN 0% 0%
————— HDP w/out pre-preg HTN
HDP wipre-pregHTN. |~ | | | |77 No HDP or pre-preg HTN 30% 30%
§ 1 Lol No HDP wipre-preg HTN
(') ; é :', ,'4 tls ————— HDP wiout pre-preg HTN 20% 25%
HDP wipre-preg HTN
No. at risk ifaere 5' r T = = - . 10% 10%
= 0 1 2 3 4 5 T =
-—-- 353,575 353472 353359 353222 353,054 0 ) Veaia o o%
— 1591 1,590 1,587 158 1585 0 No. at risk P S P S A
""" 68,212 68,146 68,067 67,998 67,932 0 mmmm 353,575 352,532 353495 353462 353411 0 — 1142 88 780 722 100 —— 1142 88 778 720 100
—_— 10,052 10,037 10,008 9,976 9,944 0 —_— 1,591 1,591 1,591 1,590 1,590 0 —— 570 467 439 398 58 — 571 468 441 402 61
----- 68,212 68,202 68,187 68,168 68,151 0 Years Since Index
E— 10,052 10,045 10,039 10,029 10,025 0

Garovic et al.

J Am Heart Assoc. 2021;10:e018155. DOI: 10.1161/JAHA.120.018155 Hypertension In Pregnancy: incldence and Outcomes

JACC VOL. 75, NO. 18, 2020
MAY 12, 2020:2323-34
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ADVANCES IN CAR ence

Hypertensive disorders of pregnancy and the
risk of chronic kidney disease: A Swedish
registry-based cohort study

Peter M. Barretts"2*, Fergus P. McCarthy %>, Marie Evans(*, Marius Kublickas 5, lvan
J. Perry', Peter Stenvinkel?, Ali S. Khashan'-?¥, Karolina Kublickiene**

1 School of Public Health, University College Cork, Cork, Ireland, 2 Irish Centre for Maternal and Child Health
Research, University College Cork, Cork, Ireland, 3 Department of Obstetrics & Gynaecology, Cork
University Matemity Hospital, Cork, Ireland, 4 Division of Renal Medicine, Department of Clinical Intervention,
Science and Technology (CLINTEC), Karolinska Institutet, Stockholm, Sweden, 5 Department of Obstetrics
& Gynaecology, Karolinska University Hospital, Stockholm, Sweden

1973—> 2013: circa 18.000 donne hanno sviluppato
CKD (0,9%). Il tempo medio alla diagnosi dal primo
parto era di 16 anni e variava per eziologia della
malattia renale, ma per tutte le eziologie era
significativamente piu corto nelle donne che avevano
avuto pre-eclampsia e per G/p CKD (media 7 anni).
Inoltre le donne che avevano avuto pre-eclampsia
erano quelle col piu alto rischio di sviluppare CKD.

PLOS Medicine | https://doi.org/10.1371/journal.pmed.1003255 August 14, 2020

Rischi a lungo termine: malattia renale cronica

Author summary
Why was this study done?
« Preeclampsia is d with i d long-term risk of heart disease and end-stage

kidney disease (ESKD; requiring dialysis or transplant) in women.

« Less is known about the long-term risk of chronic kidney disease (CKD) following pre-
eclampsia, although it is much more common than ESKD.

« There are many different types of CKD, and we sought to identify whether preeclampsia
was equally associated with different subtypes of CKD. Large-scale, high-quality datasets
with long periods of follow-up are required to investigate this.

What did the researchers do and find?

« We used nationally representative data from 1.9 million women (3.7 million live births)
in Sweden to measure the risk of CKD following preeclampsia over a 41-year period.

« We controlled our analysis for multiple confounding factors, including maternal age,
country of origin, education level, BMI, smoking, and gestational diabetes. We excluded
women with underlying medical conditions who were at higher risk of CKD at baseline.

« Women who had preeclampsia had almost double the risk of developing any CKD dur-
ing follow-up compared to women with no preeclampsia. They also had more than 3
times higher risk of CKD linked to high blood pressure (hypertensive CKD) or diabetes
specifically.

« Women who experienced preterm preeclampsia, recurrent preeclampsia, or preeclamp-
sia on a background of pre-pregnancy obesity were at highest risk of CKD.

What do these findings mean?

« Our findings suggest that women with a history of preeclampsia are at increased risk of
long-term CKD, particularly hypertensive or diabetic forms of CKD.

« Women who experience preeclampsia may benefit from future systematic renal
monitoring,
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In conclusione:

- L’eclampsia & un evento drammatico ma prevedibile ed evitabile.

- E’ necessario uno screening precoce in gravidanza per identificare e trattare i fattori di
rischio modificabili per pre-eclampsia

- L’ipertensione in gravidanza sia pre-esistente (cronica) che di nuova insorgenza va
trattata (farmaci di scelta: labetalolo, nifedipina, metildopa)

- Tutte le donne a rischio moderato e alto vanno trattate (ASA a basse dosi, solfato di
magnesio, calcio ..., dieta, attivita fisica,..)

- E’ indicato e auspicabile un follow-up a lungo termine per prevenire gli eventi
cardiovascolari, metabolici e renali in donne con disturbi ipertensivi della gravidanza




