


[bookmark: _GoBack]The care study discussed is based on Joanna, a 32-year-old gravida 3, para 1 mother attending her 34-week appointment. In the scenario Joanna has two main risk factors, Essential Hypertension (EH) for which she takes Methyldopa 250mgs TDS and raised Body Mass Index (BMI) 37kg/m2. At the appointment Joanna has a raised Blood Pressure (BP) of 142/92mmHg, pulse 68bpm and urinalysis shows +glucose. Joanna is a non-smoker and socially drinks alcohol.

The two main risk factors in Joanna’s case will be discussed in depth demonstrating an understanding of the pathophysiology of the conditions in relation to maternal care. The assignment will also discuss how these conditions affect pregnancy and conversely how pregnancy is affected by the conditions. The care plan will discuss the relationship between antenatal and intrapartum events including signs and symptoms of deterioration. Furthermore, the role of the midwife will be demonstrated when caring for acutely ill women with complex needs. ‘Women with complex needs’ is an umbrella term used to define women with interlocking complex health and social needs, such as Joanna (NICE, 2010c). These mothers have multiple interrelated needs often requiring care from a larger Multi-Disciplinary Team (MDT).  

Hypertension in pregnancy is one of the leading causes for maternal deaths within the United Kingdom (UK) (MBRRACE, 2016). This is evidenced from a study in the UK that found that hypertensive disorders accounted for one third of maternal morbidity (NICE, 2010a). 
There is no one definite cause for EH; it is thought that interrelated factors contribute to the rise in BP (Heazell et al., 2010). Factors that may contribute include obesity, insulin resistance, high sodium intake, age and genetics (Robson and Waugh, 2013). Normal BP depends on peripheral resistance and cardiac output, individuals with EH have normal range cardiac output but an increased peripheral resistance (Wylie and Bryce, 2016). Although hypertension impacts the mother it also affects the fetus, particularly if it results in pre-eclampsia. This can cause small for gestational age babies, due to growth restriction arising from placental compromise. Another impact is a rise in pre-term birth and stillbirth rates, as a result of hypertension (Robson and Waugh, 2013). Hypertensive disorders can have serious effects to the mother and fetus and therefore should be managed appropriately by the midwife and MDT.  

During pregnancy the increase in blood plasma volume up to 32 weeks’ gestation causes an increase in cardiac output (Marshall and Raynor, 2014). This is true because the cardiac output can be increased by up to forty percent. In theory this should cause a raise in BP however, due to the increased levels of progesterone produced during pregnancy, vasodilation occurs and the BP falls during the first and second trimester (Marshall and Raynor, 2014).  The systolic and diastolic pressures slowly rise to their preconception levels during the third trimester (Marshall and Raynor, 2014). This means that antihypertensive medications may be discontinued in early pregnancy due to the physiological fall in BP (Wylie and Bryce, 2016).  However, there are also other effects of this increase in blood volume. Another valid point is that many mothers report feeling light headed and dizzy early in their pregnancy. These effects can be exaggerated for mothers with chronic hypertensive disorders (The Open University, 2018). Overall during pregnancy BP initially falls in the first and second trimester but increases by the third trimester, this can be illustrated by the effects mothers report in early pregnancy.

Another complexity of Joanna’s care is her raised BMI of 37kg/m2, which is the occurrence of exaggerated adiposity. CMACE (2010) defines it as a BMI of over 30kg/m2 at the first antenatal appointment. Obesity is a major influence in many health conditions such as diabetes mellitus, hypertension and insulin resistance (Redinger, R 2007). Raised BMI during pregnancy increases the mother’s susceptibility to gestational diabetes mellitus (GDM) (Robson and Waugh, 2013), which can further complicate the pregnancy and influence maternal and neonatal outcomes as discussed in ‘Appendix one’. However, it has been argued that if a well balanced diet is maintained throughout the pregnancy the associated risks to the neonate may be reduced (RCOG, 2011). Although NICE guidelines do not recommend dieting during pregnancy it is important where necessary to help mothers, such as Joanna, to lose weight and thus reduce the adverse effects to the neonate (NICE, 2010b). This can be done through encouraging gentle exercise including walking and swimming and education regarding healthy eating and reducing alcohol consumption as discussed in ‘Appendix one’. Obesity causes metabolic dysfunction which eventually results in organ dysfunction putting strain on the body’s systems, particularly cardiovascular (Marshall and Raynor, 2014). Although raised BMI is one of the most commonly occurring risk factors midwives face, it still carries many risks. Care planning should be tailored to meet the individual needs of the mother, whereby a larger MDT with a broader skill set may be required to provide optimal care (see ‘Appendix one’).

Raised BMI can have a variety of adverse affects during pregnancy to the mother and fetus, including an increased rate of mortality and morbidity. Robson and Waugh (2013) illustrate that obesity in the United Kingdom affects around 16-19% of pregnant mothers, however, the problem is global. By having a raised BMI mothers such as Joanna are putting themselves and their baby at risk of obstetric complications such as caesarean section, instrumental delivery, thromboembolism, GDM, pre-eclampsia (PET), stillbirth and neonatal death (Wylie and Bryce, 2016). This is further supported by the increased rate of neonatal unit admissions (Robson and Waugh, 2013). This may be as a result of a macrosomic neonate experiencing trauma, for example, due to shoulder dystocia which can cause fractures and nerve injury (RCOG, 2012). Due to the additional demands of pregnancy on the cardiovascular system and Joanna having underlying EH and raised BMI she is at an increased risk of acquiring PET, which is present in 10% of obese pregnant mothers (Wylie and Bryce, 2016). Therefore, the midwife must work closely with the MDT to observe the signs and symptoms (see ‘Appendix one’) and aim to optimise outcomes for Joanna and the fetus. 
 
During pregnancy metabolism adjusts to ensure maternal needs are met and to support the growth and development of the fetus. These metabolic changes can be seen through the increase in basal metabolic rate (Marshall and Raynor, 2014). This compensates for the changes placed on the body by pregnancy, including increased respiratory, renal and cardiovascular load (Marshall and Raynor, 2014). Throughout the pregnancy the fetus takes the nutrients it needs for growth and development from the mother. If the mother does not maintain a healthy and nutritious diet the fetus may be subject to growth and developmental problems and is at an increased risk of congenital abnormalities (Wylie and Bryce, 2016). However, many factors can contribute to raised BMI and the midwife should consider these; including mental wellbeing, lifestyle, social class, genetics and ethnicity (Wylie and Bryce, 2016). The midwife can advise the mother to read information such as ‘The Pregnancy Book’ by the Public Health Agency (2017) which details the eat well plate and healthy living. However, this is not suitable for all mothers for example those who are subject to language barriers. The midwife should also discuss the importance of taking Folic Acid up to 12 weeks’ gestation which aims to reduce the risk of neural tube defects (Public Health Agency, 2017). 

Glucosurea can affect pregnancy in many ways. As discussed in AS1 ‘Draft Care Plan’ (see appendix) it could be an underlying sign of GDM. The midwife should discuss with the mother ways of identifying any underlying possible causes of the glucosurea and if it is the first occurrence. If this is not the first occurrence or there is no explanation for the glucosurea the midwife should send the mother for further testing at Antenatal Day Assessment Unit (ADAU) to identify any causes (Local Trust Guideline (LTG), 2015). Glucosurea and the associated hyperglycaemia can affect the growing fetus. It is therefore important the midwife is rigorous with their observations to aim to reduce the potential sequelae. 

The midwife plays a pivotal role in care planning for women with complex health conditions, including EH and raised BMI. The midwife should compose a detailed care plan individualised to Joanna’s needs, taking into account the role of the MDT their involvement. This is particularly important for when deviations from the norm occur as they may be out of the midwife’s scope of practice. Therefore, a care plan should detail which health professionals should be contacted (RCM, 2014). An example of an appropriate care plan can be found in ‘Appendix one’. 

The midwife should conduct a routine antenatal appointment. With consent conduct observations, urinalysis, ask PET identification questions, ensure compliance with medication, discuss general wellbeing and discuss any PV loss/ rupture of membranes or contractions (NICE, 2008b). By asking these questions the midwife can gain an insight into Joanna’s general wellbeing, identify any underlying conditions and observe signs of preterm labour. Joanna is at an increased risk of preterm labour due to her raised BMI and because of her EH. Following this part of the midwife’s role entails identifying the wellbeing of the fetus. This should involve discussing fetal movements and with consent performing an abdominal palpation and auscultation of fetal heart (Local Trust Guideline (LTG), 2016a) The midwife would not be required to measure the Symphysis Fundal Height (SFH) as Joanna will be having regular scans, as part of the ‘Saving Babies Lives’ care bundle due to her raised BMI, putting the fetus at increased risk of compromise (O’Connor, 2016). Attendance of these scans should be confirmed. 

As part of the routine antenatal appointment, at 34 weeks, the midwife should offer Joanna an MRSA screen, her haemoglobin levels should be reviewed and her 28-week blood results discussed and documented (LTG, 2016a). This allows identification of any anomalies, if present. Additionally, the midwife should work with Joanna to create a birth plan and identify her preferences. It is possible Joanna could have undiagnosed GDM therefore further testing and close monitoring from the MDT will ensure optimal outcomes for Joanna and her baby. Joanna, like other pregnant mothers should aim to keep her blood sugar (BM) between 3.4-5.5mmol/L (Marshall and Raynor, 2014). Joanna’s BM can be checked by the midwife by conducting a random glucose test if he/she is concerned. If concerns arise Joanna may be required to undergo an Oral Glucose Tolerance Test (OGTT) to confirm if she has underlying GDM (LTG, 2016b). 

As for Joanna’s EH the midwife should observe signs and symptoms of PET. To include: low platelet count, HELLP syndrome and discuss with Joanna experiences of any epigastric pain, dizziness or visual disturbances (LTG, 2015). The midwife should re-check her BP in 10 minutes and discuss any reasons for the raised BP (LTG, 2015). If Joanna’s BP was to settle the care plan should be amended to see her in two days to ensure she remains stable and reassess her BP weekly (LTG, 2015). Joanna should be educated by the midwife on the signs and symptoms of PET for when she gets home, should concerns arise she should be aware to call ADAU/ labour ward immediately for review. If BP has not lowered after 10 minutes the midwife should call ADAU and get the on call registrar at to put a plan of care in place, this should involve attending ADAU for review (LTG, 2015). Joanna’s needs should be assessed throughout her pregnancy and the postnatal period and her care plan should be adapted to meet the needs of her and her baby. 

Joanna’s psychological needs should be considered as well as her and her family’s social needs. The midwife should discuss any neonatal concerns Joanna has and answer any questions (LTG, 2016a). As well as this the midwife should ensure Joanna has adequate time off of work and has support at home, aiming to reduce any stress she may be experiencing. All health care professionals involved in Joanna’s care should maintain her privacy and dignity as well as communicating with her about her care (NICE, 2015). 

To conclude, the midwife has a vital role in care planning and the care for women and their babies. The midwife must be able to provide care for women with complex needs, such as Joanna and work effectively within the MDT. Therefore, midwives should be aware of the most current and up to date literature to support their practice, understanding, diagnosis, and management of complex health conditions. Midwives must therefore have an in-depth understanding of the pathophysiology of complex health conditions such as EH and raised BMI. With this knowledge the midwife can make appropriate, timely referrals when deviations from the norm occur and support the obstetrician in care planning for the mother (NMC, 2015).  These complex conditions need to be managed and observed by the MDT to prevent further complications arising.














Appendix 1- 

	ASSESS
	PLAN
	Rationale of plan and ongoing care

	1. PHYSICAL NEEDS

	

	Presenting history 



	Refer back to booking 9/40 and previous apt.’s  


Discuss Joanna’s presenting history: 
· Essential hypertension 
· Methyldopa 250mgs TDS 
· Non-smoker 
· Socially drinks alcohol 
· G3 P1 

	Enables midwife clarity and understanding of Joanna’s medical history. Ensures the correct care pathway is followed to meet Joanna’s needs.  

Providing an opportunity to confirm attendance of appointments within the MDT.

	General wellbeing/ observations  


	Routine appointment schedule: urinalysis, BP, ask PET identification questions, ensure compliance with medication (specifically Methyldopa 250mgs TDS), discuss general wellbeing. Ask if she feels safe at home, routine enquiry questions.




Discuss any PV loss, SROM, contractions.  

	Identifies any underlying problems e.g. infections and deterioration of pre-existing conditions. 
Asking routine enquiry questions, if safe to do so to identify DV, safety of the women is paramount and DV increases during pregnancy.  


Allows the midwife to observe signs of pre-term labour and act as appropriate. Joanna is at risk of pre-term labour due to chronic hypertension and raised BMI. 

	Fetal wellbeing 


	Routine fetal wellbeing checks to include: (with consent) palpation/ auscultation and discussion of FM. 








Serial growth scans discussion due to multiple risk factors (raised BMI and chronic hypertension).



Answer any questions/ concerns Joanna may have. 

	Assess fetal wellbeing, gives the midwife an indication of how the fetus is coping intrauterine. Not required to measure SFH as having regular scans for SBL due to increased risk of fetal compromise. 
Ensure awareness of RCOG guidance regarding ‘normal’ fetal movements and guidance if concerns arise. Establish she understands the importance of ’good’ fetal movements.

Confirm attendance at SGS understanding of the importance of compliance, to optimise outcomes as increased risk of FGR/ macrosomia. 


Reduce stress and anxiety


	Gestation 34/40 apt. 



	Review 28/40 screening bloods and discuss results. 

Check Hb is above 11.5mg/100ml.


Offer MRSA screening. 


Discuss birth preferences and consider birth plan.
	Identify any anomalies and record results 

Identify if Hb count is low. Document and identify if third screening for anaemia required. Aims to reduce risk of PPH.

Identify and treat women with MRSA prior to delivery

Gives Joanna a chance to communicate her birth wishes. Chance for the midwife to educate the mother on birth options, should advise having an active 3rd stage due to increased risk of PPH.  

	Raised BMI



	Confirm attendance at consultant appointments.  





Manual handling assessment. 



Due to comorbidities refer to obstetric anaesthetist clinic. 


Advise Joanna to take vitamin D 10mg daily for remainder of her pregnancy and while BF.

	Enables a MDT approach to managing Joanna’s care, ensuring all her needs are met. Plan should include fortnightly BP and urine checks due to increased risk of PET. 

Assessment to be documented in notes, enables identification of specialist equipment requirements. 

Assess if any anaesthetic complications could arise during labour and if special requirements need to be instigated.

Raised BMI puts the neonate at risk of vitamin D deficiency, as the mother cannot maintain adequate vitamin D stores for her and the neonate.

	+ Glucose

	Check notes and ask Joanna if this is the first instance. Assess if possible causes for this, has she just eaten sweets or something that could cause this to occur? If yes, no concern, monitor at future MW apt’s. If first episode- plan to monitor. If second episode refer into ADAU for assessment. 





Maintain BM’s between 3.4-5.5 mmol/L 

	Asking questions allows identification of potential causes of the problem. If second episode, could be undiagnosed GDM and Joanna will need further testing and monitoring from the MDT for the remainder of her pregnancy to ensure she remains stable and the fetus is healthy. The midwife should also check Joanna’s medical records as she should have had an OGTT already due to her raised BMI, confirm this was within normal limits at the time. 
BMs should remain stable to reduce risk of fetal macrosomia which can lead to shoulder dystocia, bruising and fractures, perineal trauma and fetal distress. 

	Chronic hypertension



	Joanna’s BP, classed as chronic hypertension, discuss with Joanna any reason for the currently raised BP for example ran to the appointment? Complying with medication? Re-check BP in 10 minutes. If lower no concern plan to monitor at future MW apt’s. If BP remains raised call ADAU. 


Advised to take Aspirin 75mg’s daily due to Joanna’s chronic hypertension and raised BMI. 

Observe for signs/symptoms of PET including low platelet count, HELLP syndrome, epigastric pain, severe headache ad visual disturbances. 
	If BP settles upon rechecking, see Joanna again in 2 days to check she remains stable. 
If remains raised call ADAU on call registrar to get second opinion as it is out of midwives scope of practice and + glucose increases overall concern.

Multiple risk factors put Joanna at increased risk of PET during her pregnancy 

If these signs/symptoms are displayed refer to consultant led obstetric unit. Further investigations should monitor: 
· Urine output- observe ratio of creatine and protein. 
· FBC- observe platelets and haemolysis.
· U’s & E’s- assess renal damage 
· Liver enzymes- assess liver function. 

	Education


	Healthy living and diet/ lifestyle advice.






Discuss alcohol intake and offer referral to specialist services.
	Allows the midwife an opportunity to educate Joanna about what is advisable in pregnancy and the best ways to stay healthy. This discussion can help Joanna understand ways to reduce her BMI. 

Discussing the effects of Joanna’s alcohol intake and the impacts on the unborn baby she may think twice before further consumption. 

	2. PSYCHOLOGICAL
NEEDS
	

	ASSESS
	PLAN
	Rationale of plan and ongoing care

	Informed consent for procedures
	Joanna should fully understand any necessary procedures e.g. SGS and provide informed consent.  
	Maintain her dignity and respect.

	Neonatal concerns 


	Discuss any potential sequelae with Joanna keeping her informed and aware. Answer any questions/ concerns she has.
Consider the psychological impacts of previous pregnancy loss.

	Aims to reduce stress and anxiety of events that could arise e.g. preterm delivery
Closely monitor Joanna’s mental health throughout the pregnancy and postnatal period. Enabling early detection of anxiety, depression and PTSD, for example, through trauma or flashbacks. Advise attendance at ‘butterfly groups’ or local trust initiatives that provide support for parents experiencing bereavement and loss. 

	Frequent appointments
	Ensure Joanna is happy with the plan of care and able to attend regular appointments for monitoring.  
	Optimise her compliance with appointments and ensure care plan is individualised to her needs, e.g. some wellbeing checks could be carried out at home to reduce stress of attending hospital with her young child.

	3. SOCIAL NEEDS
	

	ASSESS
	PLAN
	Rationale of plan and ongoing care

	Partner and family members 

	Make them feel welcome, ensure Joanna has support if required, with caring for other child.  
	Reduce Joanna’s anxiety and make her feel comfortable

	Work

	Ensure she has adequate time off work for appointments and has received her Mat B1.
	If applicable, instigate doctor’s letter to reduce any stress regarding time off work.









































Identify potential intrapartum sequelae if any: 
· Anaesthetic complications 
· Difficulty in intrapartum monitoring 
· Fetal congenital anomalies/ Fetal alcohol syndrome  
· Fetal distress 
· Fetal growth restriction 
· Induction of labour 
· Increased rate of caesarean section 
· Infant respiratory distress syndrome 
· Large for dates 
· Low birth weight- associated with alcohol consumption  
· Macrosomia, also increases the risk of shoulder dystocia 
· Mortality and morbidity to mother/ fetus
· Neonatal death 
· Placental abruption 
· Post partum haemorrhage 
· Prematurity
· Pre-term labour and delivery
· Preterm rupture of membranes 
· Reoccurring miscarriage 
· Severe hypertension 
· Spontaneous miscarriage
· Superimposed pre-eclampsia 
· Thromboembolism




























Legend to support abbreviations:

· ADAU- Antenatal Day Assessment Unit 
· Apt.- Appointment 
· BF- Breastfeeding 
· BMI- Body Mass Index 
· BM’s- Blood glucose Monitoring 
· BP- Blood Pressure 
· Cons- Consultant 
· DV- Domestic Violence 
· FGR- Fetal Growth Restriction
· FM- Fetal Movements 
· GDM- Gestational Diabetes Mellitus 
· G3 P1- Gradvida 3 Para 1 
· Hb- Haemoglobin
· HELLP- Haemolysis Elevated Liver Enzymes and Low Platelet count 
· MDT- Multidisciplinary Team
· Mat B1- Maternity Certificate, medical evidence of pregnancy 
· Mgs- Milligrams 
· MRSA- Methicillin-resistant Staphylococcus Aureus
· MSU- Midstream Specimen of Urine 
· MW- Midwife 
· NNU- Neonatal Unit 
· Obs- Obstetrician
· OGTT- Oral Glucose Tolerance Test 
· Paed- Paediatrician  
· PET- Pre-eclampsia 
· PPH- Post Partum Haemorrhage
· Ptsd- post-traumatic stress disorder  
· PV- Per Vaginal  
· RCOG- Royal College of Obstetricians and Gynaecologists
· SBL- Saving Babies Lives (care bundle)
· SFH- Symphysis Fundal Height 
· SGS- Serial Growth Scans 
· SROM- Spontaneous Rupture Of Membranes 
· TDS- Three Times Daily 
· U’s & E’s- Urea and Electrolytes 
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