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The sFIt-1/PIGF ratio combines the anti-angiogenic factor soluble fms-like tyrosine kinase-
1 with the pro-angiogenic factor placental growth factor. This imbalance reflects
placental dysfunction and endothelial imbalance.

In women with suspected pre-eclampsia, higher ratios indicate increased short-term risk
of pre-eclampsia and adverse pregnancy outcomes, whereas low ratios can help rule out

pre-eclampsia within 7 days.
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Figure 1: World map showing the distribution of studies per country
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Figure 2: Cost differences per patient per included study
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