


 
Women may present with many complicated medical conditions, and it’s imperative the midwife has underpinning knowledge of common conditions so that the correct care pathways are followed (National Institute for Health and Care Excellence, 2017). Joanna is 32 years old gravida 3 para 1 in a stable relationship, suffering from medicated essential hypertension (Methyldopa 250miligrams three times a day). She also has a raised Body Mass Index of 37 and at the 34 week appointment, the midwife finds her Blood Pressure to be 142/92 millimetres of mercury and +glucose upon urinalysis. This essay will discuss how essential hypertension and raised BMI would affect the pregnancy, the neonate and the care pathways that should be followed to ensure Joanna receives a mother-centred holistic care plan (Nursing and Midwifery Council, 2015). 

Pre-existing essential hypertension affects 2% of pregnancies in the United Kingdom (Robson and Waugh, 2009). With essential hypertension, there’s normal cardiac output with raised peripheral resistance (Wylie and Bryce, 2008). The cause is unclear (Wylie and Bryce, 2008); however diagnosis comes from home BP monitoring for five days, getting an average BP of over 140/90mmHg from at least fourteen readings taken throughout a normal day (NICE, 2016). Once diagnosis is made, then the NICE (2016) guidelines should be followed to ascertain which course of treatment should be taken. Methyldopa 250g TDS is often used as it’s centrally acting, and appears to be the safest (Robson and Waugh, 2009). There’s more vasodilation during the first trimester of pregnancy (Heazell et al, 2010), so it’s important to monitor BP and liaise with the General Practitioner in order to adjust medication (Robson and Waugh, 2009).  

Essential hypertension poses many risks to the pregnancy. The main risk is Pre-Eclampsia Toxaemia which affects 24% of women with essential hypertension (Lecarpentier et al., 2013). It’s important to monitor BP regularly and perform urinalysis to check for proteinuria, as these are indicative of PET (Local Trust, 2015). The woman may as be at risk of fetal growth restriction due to placental insufficiencies (Robson and Waugh, 2009), so therefore NICE (2011) recommends growth scans every 2 weeks from 28 weeks gestation. There is also a risk of congenital abnormalities, birth defects or fetal demise (Wylie and Bryce, 2008). In order to reduce these effects, it is recommended that women should take Asprin 75mg (Local Trust, 2016b). 

At the 34 week appointment, the midwife should confirm that Joanna has had an obstetric consultant and a hypertensive team appointment (NICE, 2017). This ensures a care plan will be made for Joanna, so she receives good quality care (NMC, 2015). The midwife should also check she is having regular growth scans, to ensure the wellbeing of the fetus is maintained (Local Trust, 2015). For Joanna, it’s key to reiterate the signs and symptoms of PET (see appendix) (Royal College of Obstetricians and Gynaecologists, 2016). Joanna would also need to have regular BP checks once a week from 34 weeks gestation, using the correct sized cuff as this may distort the reading of the BP (Local Trust, 2016). The midwife should also have advised Joanna seeks advice from the GP with regards to medication review (RCOG, 2016). Methyldopa 250mg is considered to be safe in pregnancy, with no effect on the fetus (NICE, 2018). However, some research states that, as unsafe in breastfeeding, medication should be changed to labetalol antenatally (Robson and Waugh, 2009). 

At the 34 week appointment, Joanna presents with a BP of 142/92mmHg which is raised from booking (see appendix for normal BP). PET is a result of an insufficient placenta, which releases toxins into the body, causing a rise in the blood pressure and proteinuria presenting after 20 weeks gestation (Wylie and Bryce, 2008). If undetected then it may also lead to eclampsia which is characterised by eclamptic fits which may be fatal for both the mother and fetus (Marshall et al, 2014). Therefore, BP should be rechecked later on in the appointment to ensure she isn’t suffering from white coat hypertension (Wylie and Bryce, 2008); ensuring the correct sized cuff is used (Stokes and Geraghty, 2018). The blood pressure needs to be accurate, as Joanna has two risk factors for PET with essential hypertension and raised BMI (Stokes and Geraghty, 2018). If still raised then she should be referred into the local Antenatal Day Assessment Unit for further testing (NICE, 2008), as well as taking PET bloods (see appendix) (Local Trust, 2015).  Lecarpentier et al., (2013) suggest that Joanna shouldn’t be seen in ADAU as she doesn’t have protein in her urine, however Local Trust guidelines (2008) state that she should be seen as she has medicated essential hypertension, and is presenting with a raised BP. Within ADAU, a midstream urine and protein creatinine ratio should be sent along with the bloods to determine if she has PET (Local Trust, 2015). The consultant will also review her to consider any further antihypertensive treatment, such as increasing her methyldopa to 500mg, or admitting her for further observations (Local Trust, 2015). The consultant will also review the urgent Doppler that should have been arranged to assess the blood flow to the fetus (Marshall et al., 2014). If all appears well, then Joanna would be discharged back to the community midwife who would assess her BP twice weekly and PET bloods once a week (Marshall et al., 2014). 

If she does have PET or if her hypertension remains uncontrolled she may need an Induction of Labour (Local Trust, 2016a). Therefore, Joanna’s experience of labour may be altered, so it’s important to support her and ensure her wishes are listened to (NMC, 2015). It may also be necessary to expedite her delivery if her PET is uncontrolled, resulting in pre-term delivery and therefore separation should the neonate require admission to the special care unit, so Joanna would require psychological support from the midwife  (NICE, 2016). Throughout her labour, Joanna would need hourly manual BP checks to ensure her BP is controlled (Robson and Waugh, 2009), and it may be recommended that she has an epidural as this would lower blood pressure (Marshall et al., 2014). A care plan for labour should be clearly documented in her notes, but she should continue to take her medication as raised BP increases the risk of Postpartum Haemorrhage (NICE, 2016). The care plan should also reference the third stage of labour; the recommendation for this is to have syntocinon 10IU intravenously, and that ergometrine is contraindicated (World Health Organisation, 2012). The main role of the midwife is to listen to Joanna ensuring she has all the information to make an informed decision, and ensure her labour care is holistic (NMC, 2015).

As well as essential hypertension, raised BMI also affects the perinatal period. A BMI over 30 is classified as obese (Simpson and Creehan, 2013), which has a profound impact upon care given. Obesity is defined by the BMI of a person, which is calculated by weight (kilograms) divided by height (metres) squared (NICE, 2010). A raised BMI is accumulated by excessive amounts of fat in the body due to the energy expenditure being less than energy intake (Simpson and Creehan, 2013). However, dieting during pregnancy is not considered to be safe, so it important to advise women to reduce BMI as much as possible prior to conception (NICE, 2010).

21% of childbearing women having a BMI of >30 (Wylie and Bryce, 2008), associated with many pre-disposing factors: gender, lifestyle, and genetics (Robson and Waugh, 2009). The largest risk factor is that the woman develops Gestational Diabetes Mellitus, which affects up to 18% of pregnancies (RCOG, 2013). Therefore the woman would need an Oral Glucose Tolerance Test, with the fasting blood glucose being below 5.4milimol per litre and the two hour test being less than 7.8mmol/L (Local Trust, 2016b). If above these levels then diagnosis of GDM is made and requiring referral to the diabetic midwife and consultant appointments (Local Trust, 2016b). There are also further risks from obesity such as: shoulder dystocia, hypertension which leads to PET (RCOG, 2013) and a 27.8% caesarean section rate, compared to 10.8% in those with a normal BMI (Royal College of Midwives, 2013). It has also been found that there is a 1.6% higher risk of neonatal death (Philips, 2012) and effects on the fetus such as congenital abnormalities, spina bifida and cardiovascular anomalies (Philips, 2012). 

Joanna’s midwife would need to ensure that a referral to a consultant has been made (NICE, 2017). The consultant would ensure that good nutrition and exercise advise is given, and refer to an anaesthetist (Wylie and Bryce, 2008). The consultant would also perform a Venous Thromboembolism assessment, in order to determine whether to prescribe deltaparin 10,000 international units (Local Trust, 2016b). There should also be serial growth scans organised due to the difficulty in palpation and inaccuracy of the fundal height measurements (Local Trust, 2016b). The midwife should also check that GP appointment had been made, so they can prescribe medication such as vitamin D 10micrograms and asprin 75mg to reduce risks of PET and Deep Vein Thrombosis as it acts as an anti-platelet agent (NICE, 2010). The midwife should also check for OGTT results, and ensure this took place between 26-28weeks to confirm referral to the diabetic midwife isn’t required (Local Trust, 2017a). It’s important the midwife monitors Joanna’s urine and BP twice a week due to the risk of PET (Local Trust, 2016b).

Finding a +glucose in the urine could be indicative of late onset GDM. GDM can affect anyone in the antenatal period, and should be cured in the postnatal period (Robson and Waugh, 2008). The risks of GDM include macrocosmic neonate, hypoglycaemia in the neonate and type 2 diabetes in the mother (RCOG, 2013). In order to reduce these risks, there is evidence to suggest the woman should take vitamin D throughout pregnancy (RCOG, 2014). This is supported by the Local Trust (2016), which says anyone with a BMI >30 is advised to take vitamin D 10mcgs as well as 5mgs of folic acid a day to reduce the risk of spina bifida and neural tube defects. However, meta-analysis by Burris and Camargo (2014) found current research conflicting; with pathophysiology of vitamin D deficiency causing GDM isn’t well defined, so there should be further research into the benefits of this. 

The midwife should discuss with Joanna what she had to eat that day, as if it was high in sugar then this affects the levels of glucose in her urine (NICE, 2015). Past history should be taken into account, as if this was the first incidence then it should be noted, but then discarded; however if this was the second incidence then an MSU and further testing should be arranged (RCOG, 2011). Further testing includes obtaining a HB1aC and organising a fasting glucose (RCOG, 2011). If the results diagnose GDM, then an appointment would be made in the diabetic clinic and referral to the diabetic midwife made within one week of diagnosis to make a management plan (NICE, 2015). Management would be from the diabetic midwife and consultant obstetrician, who would ask Joanna to self-test at home for 5 days before each meal (Local Trust, 2017a). Based on these results it would be decided if Joanna would need to be medicated or just alter her diet to control her blood sugars (Local Trust, 2017a). It’s important to control and diagnose GDM, as there’s a high prevalence of it turning into T2DM in the postnatal period if uncontrolled (Bellamy, 2009). However, if the tests don’t detect GDM then she wouldn’t need a diabetic midwife referral, and the urinalysis would continue to be performed at each point of contact (RCOG, 2011). 

Intrapartum sequale is also altered due to a raised BMI. Joanna may need to be induced if she has GDM or an estimated large for dates fetus has shown up on scan (Local Trust, 2016a). Due to her raised BMI she is also more at risk of a c-section and PPH (RCM, 2013). Therefore, it is important to prepare for these eventualities and is recommended that early IV access is obtained and ranitidine 150mg every 6 hours should be given (Local Trust, 2016b). Deltaparin should also be stopped in early labour, to reduce the risk of PPH (RCOG, 2013). If she does have GDM, then capillary blood glucose monitoring will need to be performed every hour to ensure they are stable; if they are unstable then the sliding scale may need to be commenced (Local Trust, 2017b). Joanna will also need to be on continuous cardiotocograph monitoring, and she will need to be explained the potential need of fetal scalp electrode due to the difficulty in monitoring abdominally (Robson and Waugh, 2009). It should be explained to Joanna all these risks, ensuring that she understands the potential sequale to her labour (RCOG, 2013). 

Overall, it is clear that there are many risks to Joanna’s pregnancy. There are complications which may arise, such as the rise in her blood pressure and glucosuria; so it is key that the midwife is able to recognise deviations from the normal and refer on appropriately meaning Joanna recieves a full care plan (NICE, 2017).  


Appendix
	ASSESS
	PLAN
	Rationale of plan and ongoing care

	1. PHYSICAL NEEDS

	

	
34/40 Appointment

	· Routine antenatal care- BP, urinalysis, fetal movements, abdominal palpation.

· Review care plan: OGTT and screening results from 28/40.




· Advise to call labour ward if any concerns.

· Check Joanna had relevant information leaflets



· Take note of medical, obstetric, mental health and social history in this and previous pregnancies







· Ensure appropriate referrals have been made





· Discuss alcohol consumption pre-pregnancy and currently

	This would be a routine antenatal appointment to ensure that Joanna is receiving holistic care from the midwife. 
The symphysis fundal height shouldn’t be plotted on her customised growth chart, as she’s currently having growth scans due to raised BMI. 
Advice on fetal movements and signs of labour should be given as per protocol. 
This is to ensure that Joanna has all the information she needs to be able to make informed choices throughout her pregnancy.
 
The midwife must take note of all history to ensure appropriate referrals have been made. Noting history allows the midwife to build a good rapport with Joanna to ensure she feels comfortable to disclose information. 

The multidisciplinary team is required for Joanna to have a comprehensive care plan throughout antenatal and intrapartum periods. 

Excessive alcohol consumption may lead to fetal alcohol syndrome- the midwife should encourage the level of alcohol consumption to be reduced.



	
Hairdressing allows exposure to toxic substances

	· Health and safety risk assessment 








· C0 monitoring at booking appointment
	If Joanne is on her feet throughout the day it could contribute additional strain to her and the fetus; the risk assessment will ascertain any adjustments to be made. 

Hairdressers work with harmful chemicals, by carrying out C0 monitoring this assesses the C0 levels in the blood.

	
Essential hypertension

	· Check referral to the consultant 
· Check hypertensive team referral 
· Discuss with Joanna the management of hypertension
· BP check at every appointment 
· Reiterate symptoms of PET- headaches, abdominal pain, reduced urine output, blurred vision.





· Medication review with GP or consultant





· Uterine artery Doppler by 24/40
· Growth scan by 32/40
	Inform Joanna she will need extra appointments for closer monitoring with the multidisciplinary team, and advise her on ways to maintain a lower BP such as, reducing levels of sodium in her diet. BP should be below 140/90mmHg and above 120/60mmHg. Joanna should be aware of the risk and symptoms of PET and hypertensive disorders, so she is aware to call labour if concerned. 

Due to the excess blood volume, blood pressure may increase, so Joanna’s medication may be increased to Methyldopa 250mg QDS to reflect this. 

Joanna requires additional scans and dopplers to reduce increased growth restriction risks and placental abruption, which should have been organised by the community midwife.


	
BMI >35
	· Check referral to the consultant
· Advise a balanced diet








· Aspirin 75mg from 12/40 until 40/40
· Vitamin D 10mcgs







· Increase Folic Acid from 0.4mg to 5mg 




· Check results from OGTT for between 24-28/40, ideally at 26/40







· Complete VTE assessment






· Monitor BP and urine 2 weekly from 32/40
	A consultant should organise growth scans, adjust medication accordingly and advise to maintain a balanced diet from the midwife. They would also refer to the anaesthetist if required. 

Aspirin acts as an anti-platelet agent, which reduces the risk of DVT, ensure Joanna has been taking this and vitamin D to help maintain levels of calcium and phosphate. 

Risk of spina bifida and neural tube defects increases due to BMI >35; 5mg of folic acid is required to reduce this risk. 

An OGTT is required to ascertain whether the woman has GDM. If GDM, she should be referred to the diabetic midwife for care. 


After completing a VTE assessment, the consultant may consider prescribing antenatal Deltaparin to reduce the risk of DVT and PE. This would continue into the postnatal period following another VTE assessment. 

The risk of PET in those with BMI >35 increases from 32/40- it is key to monitor BP more frequently. 

	
G3P1	

	· Establish outcomes of previous pregnancies and any complications in the antenatal, intrapartum or postnatal periods.
	May need consultant referral if significant obstetric history. 


	
Raised BP of 142/92

	· Recheck BP towards the end of the appointment and check pulse to ensure she wasn’t rushing




· If still raised refer to ADAU immediately after obtaining urgent PET bloods (FBC, electrolytes, kidney function, transaminases, bilirubin) 
	Joanna may have been rushing, or may have white coat syndrome to have caused high BP; it is important to repeat BP at the end of the appointment as this may have been an anomaly. 

In ADAU Joanna will be reviewed by a registrar, who will implement further testing. The PET bloods will ascertain potential risks and the formation of a plan. 


	
Glucosuria
	

· Discuss what she had eaten today




· Monitor glucose in the urine, if this is the first event then reassess at the next appointment, if this is the second incident then send off MSU

· Obtain HBA1c and organise repeat OGTT
	
If Joanna had consumed food/drink of a high sugar content, this may be reflected in her urine. 

With an increased BMI Joanna is at increased risk of GDM. She should have had a OGTT previously, but this doesn’t eliminate GDM developing later.

Take HBA1c blood test and organise repeat OGTT due to glucosuria, ruling out the potential for GDM. 

	2. PSYCHOLOGICAL
NEEDS
	

	ASSESS
	PLAN
	Rationale of plan and ongoing care

	
Psychological support 
	· Discuss how supported Joanna feels when her partner is away.
	As her partner works away, Joanna may feel lonely and isolated, so she would be at risk of developing perinatal depression or anxiety if no other support is available. She may require extra support from the midwife or within the community

	Partner being a lorry driver

	· Discuss birthing partners in case her partner is away





· Discuss flexibility of appointments  
	Joanna should feel prepared going into labour, so it is key to try and reduce her anxiety about who will be her birthing partner.

It is important to discuss appointments, with the midwife aiming to be flexible to suit Joanna’s needs. This may include facilitating specific days and times for appointments throughout her pregnancy, so that her partner can attend. 

	3. SOCIAL NEEDS
	

	ASSESS
	PLAN
	Rationale of plan and ongoing care

	
Regular appointments

	· Ensure Joanna is aware of the need for further appointments, assess her financial and travel needs
· Ensure she has childcare
	It is key that Joanna feels supported and has adequate child care, so that she is engaging with the care required. 

	Infant Feeding
	· Inform about methods of infant feeding 



· Discuss the possibility of colostrum harvesting from 36/40 

	By the midwife adequately educating Joanna, she can make an informed choice about infant feeding. 

If GDM, colostrum harvesting can be vital to ensure the first feed is within the first hour also because macrosomic babies will demand food more often. GDM also increases the risk of hypoglycaemia in the neonate. 



Identify potential intrapartum sequelae if any: 
· IOL for IUGR, hypertension, GDM, BMI, LGA 
· Failure to progress in labour
· Risk of caesarean section or instrumental delivery
· Continuous CTG monitoring with potential FSE due to difficulty in monitoring due to raised BMI
· GDM- monitor capillary plasma glucose hourly for potential sliding scale due to hyperglycaemia
· Fetal alcohol syndrome
· VTE assessment- TED stockings and gown to be worn
· IV access
· Ranitidine 150mg 6 hourly 
· Analgesia- epidural may be needed if IOL, monitor effects on BP
· Shoulder dystocia due to macrosomc baby
· PPH
· Hypoxia
· Premature delivery
· Placental abruption
· Paediatrician at delivery
· Resuscitare in room at delivery
· Monitor hypertension- adjust medication throughout labour and shorter second stage if BP rises
· Monitor maternal and fetal wellbeing
· Active 3rd stage- for syntocinon 10IU 

Legend to support abbreviations:
· ?/40- Gestation
· ADAU- Antenatal Day Assessment Unit
· BMI- Body Mass Index
· BP- Blood Pressure
· C0- Carbon Monoxide
· CTG- Cardiotocography
· DVT- Deep Vein Thrombosis
· FBC- Full Blood Count
· FSE- Fetal Scalp Electrode
· G3P1- Gravida 3, Parity 1
· GDM- Gestational Diabetes Mellitus
· GP- General Practitioner
· HBA1c- Haemoglobin A1c
· IOL- Induction of Labour
· IUGR- Intrauterine Growth Restriction
· IV- Intravenous
· LGA- Large for Gestational Age
· Mcgs- Micrograms
· mg- Miligrams
· MSU- Mid-Stream Urine
· NAD- Nothing Abnormal Detected
· OGTT- Oral Glucose Tolerance Test
· PE- Pulmonary Embolism
· PET- Pre-eclampsia Toxaemia
· PPH- Post-Partum Haemorrhage
· QDS- Quater Die Sumendus, four times a day
· TDS- Ter Die Sumdendus, three times a day
· TED- Thrombo-Embolic Deterrent
· VTE- Venous thromboembolism
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