


[bookmark: _GoBack]The scenario this care study is based on is Joanna. Joanna is a Gravida 3, Para 1, one previous normal delivery, her medical history includes essential hypertension taking 250mgs Methyldopa three times a day. At booking Joanna’s Body mass index (BMI) is 37, blood pressure (BP) 130/80mmHg, pulse 72bpm and urinalysis - nothing abnormal detected. At 34/40 her BP is 142/92mmHg, pulse 68bpm and urinalysis 1+ of glucose, see Appendix 1 for further details of Joanna’s care plan. 
National institute of health and care excellence (NICE) guidelines 2011 categorises hypertension in pregnancy into 3. Mild hypertension BP of 140/90-149/99mmHg. Moderate, BP of 150/100-159-109mmHg. Severe, BP of 160/110mmHg or above. Joanna’s BP would therefore be categorised as mild hypertension. BMI is a measure to see if an individual’s weight is healthy or not. It’s calculated by weight in kilograms divided by height in meters. The result then goes into one of the following: between 18.5-24.9 is healthy weight, 25-29.9 is overweight, 30-39.9 is obese, above 40 is severely obese. Joanna’s BMI at booking is 37 therefore is classed as Obese (NICE 2014).
Midwives are responsible for caring for women during the antenatal, intrapartum and postnatal periods including care of the new-born. This includes preventing health problems in pregnancy, detecting abnormalities, seeking medical assistance or making referrals when necessary, and in emergencies can manage when medical help is absent (Word Health Organisation (WHO) 2018). This study will focus on Joanna’s two risk factors which are her raised BMI and hypertension, including the new abnormalities at the 34-week appointment of 1+ glucose in her urine and raised BP. 

Chronic or Essential hypertension is present pre-pregnancy. Some causes include aortic narrowing and syndromes such as Conn’s in some cases the cause is unknown, it can be primary or secondary for example renal disease causing the hypertension (Robson, Waugh 2009 p.19). 
Factors that can contribute to essential hypertension include family history, obesity and diet, fetal development and neurovascular abnormalities. Normal BP is made up of a balance between cardiac output and peripheral resistance, majority of individuals with hypertension have a raised peripheral resistance and a normal cardiac output. A decrease in the arteriole diameter causes an increase in peripheral resistance resulting in an overall increase in cardiac rate therefore raising BP to enable a sufficient nutrient supply to cells in order to metabolise and perform other functions (Bryce, Wylie 2016 pp.13-14).
Hypertension in pregnancy can have a variety of impacts due to the increased strain on the cardiovascular system resulting in cardiac or renal disease which could cause a more serious condition such as a stroke. Fetal impacts include Intrauterine growth restriction (IUGR) or a small for gestational age fetus due to the decreased nutrient flow to the placenta, premature delivery, again due to the reduced nutrient flow therefore making an early delivery a safer option for Joanna and her fetus, serial growth scans will be needed (see Appendix 1) (Trust Policy 2016). Joanna also triggers for fetal growth screening due to her hypertension and raised BMI under the saving babies lives care bundle, it is considered a higher risk pregnancy (Auker, Ravel, Weatherley 2017). Her essential hypertension could subsequently develop into pre-eclampsia (PE). Impacts that PE can have on Joanna include: future pregnancies having a raised risk of being affected, the development of eclamptic seizures and Haemolysis, Elevated Liver enzymes, and Low Platelet count (HELLP) syndrome. For her fetus risks vary from being born prematurely, if via a caesarean section there could be lacerations to the new-born from delivery, adverse medical conditions which may require ongoing care, if born at a very early gestation there is the risk of death (The American College of Obstetricians and Gynaecologists (ACOG) 2014). Prematurity or delivery complications could mean an admission to neonatal unit meaning bonding and attachment could be adversely affected for example lack of skin to skin at delivery, the neonate being nursed in an incubator and both mother and new-born being separated early on post-delivery meaning the crucial learning opportunity for mother and new-born can be missed (Phuma-Ngaiyye, Kalembo 2016).
The midwifes role would be to always be vigilant and alert in detecting signs and symptoms of PE and associated conditions of essential hypertension in Joanna’s pregnancy and educating her on signs and symptoms (see appendix 1) when she is alone and who to contact if this happens. Informing and communicating with relevant practitioners such as consultants and paediatricians if Joanna does develop PE it may be a case of inducing labour if it is deemed safe to carry out. During labour the midwife will carry out routine observations, such as hourly blood pressures and to escalate concerns as necessary, whilst communicating with Jonna and birth partners. An active third stage of labour should be advocated due to the increased risks of having a postpartum haemorrhage and document events accordingly. Postnatally Joanna may have extra postnatal visits once discharged from hospital to check her hypertension is controlled and to refer if needed (Bryce, Wylie 2016 pp.26-27). Joanna should be under a consultant throughout all stages of her pregnancy, medication reviews should be undertaken as a contra-indication of Methyldopa is depression (British National Formulary (BNF) 2018). It is thought that methyldopa should be stopped to reduce risk of postnatal depression (Trust Policy 2015). However, the general consensus is that it is safe when breastfeeding as the levels transferred to the infant would be low enough to not be of any significance, but it is important to monitor any symptoms such as drowsiness, pallor and poor feeding (Hilary, Thomas 2017 pp.632-633). 
Obesity is caused by a build-up of adipose tissue. Lipid is a tissue that is essential for performing functions such as nutritional and structural support. The main deposits of this are found in adipose tissue. Cells knows as adipocytes are adapted for fat storage and act as a future source of energy to prevent negative metabolic issues caused by excess lipid deposits in organs. Adipose tissue also contains non-fat cells such as macrophages. Both the adipocytes and non-fat cells synthesise and secrete both peptide and steroid hormones. It is thought that adipose tissue could act as an endocrine organ of which its metabolic function causes some pathology linked with obesity. The tissue stores and releases hormones which are converted to inactive metabolites, adipose tissue regulates the concentration of glucocorticoids and aids metabolic clearance. It is vital to understand that fat in our diet can be beneficial providing it is in moderation. Excess amounts can be negative on the body causing allostatic overload. An increase in adipose tissue causes an intolerance in its function the metabolic consequences of obesity can be compared to that of an endocrine dysfunction (Leddy, Power, Schulkin 2008).
In a 2010 study 21.8% of pregnant women had at least one other morbidity along with obesity diagnosed prior to pregnancy. 9% of these had hypertension, 55% had a spontaneous vaginal delivery, 37% had caesarean sections compared to the general rate of 25%. Those who had a primary postpartum haemorrhage was 38%, nearly a four time increase compared to the general obestric population (Fitzsimons, Sullivan 2010).
Obesity can enhance abnormalities particularly when matabolising substances which can cause insulin resistance consequentinng in type two diabetes mellitus or gestational diabetes. It is also a factor for PE and the development of eclampsia during pregnancy and poor wound healing. There are even links with obesity and depression, again this should be made aware of and observed at all times when having contact with Joanna (Redinger 2007).
Pregnancy causes an increased demand on the cardiovascular system and obesity adds to this strain. Hypertension which is already present in Joanna’s situation can consequently develop into PE, the risk of developing pre-eclampsia is approximately 20% (Trust Policy 2015). The risk of thromboembolism and gestational diabetes also increases with a higher BMI. During the Intrapartum period the risks of complications such as shoulder dystocia, instrumental deliveries and caesarean section are also increased. A raised BMI is also linked to risk of postpartum haemorrhage. Obesity in pregnancy can go on to increase the likelihood of obesity during childhood and in adult life (Bryce, Wylie 2016). 
Women who are obese in early pregnancy nearly double the risk for fetal or infant death compared to those at a healthy weight. Along with a higher risk of congenital abnormalities and neural tube defects such as cleft lip, spina bifida and hydrocephaly (Philips 2012). This is thought to be due to a reduced amount of folic acid reaching the embryo and insufficient absorption of the acid and an increase in metabolic demands. (Leddy, Power, Schulkin 2008). 
  Along with the increased likelihood of an instrumental delivery or caesarean section through the possibility that a larger maternal weight was associated with a decreased rate in cervical dilation and a higher likelihood of inductions of labour compared to spontaneous onsets. Consequently, anaesthetic complications may also arise such as failed intubation at the time of a general anaesthetic. Postnatally regardless of the mode of delivery women with a BMI of ≥30 who have one additional risk factor for thromboembolism should be considered for low molecular weight heparin (LMWH) for 7 days post-delivery. Those with an additional two factors should be given graduation compression stockings as well as LMWH (RCOG 2010). Trust Policy states that for women with a BMI of 35 and above should have postnatal thromboprophylaxis for a minimum of 10 days regardless of mode of delivery (Trust Policy 2016).
Macrosomia is defined as a fetal weight above 4500g and is linked to mothers who are classed as obese for example rates were 14.6% for fetal macrosomia for obese women compared to 8.3% of those of a normal BMI, this could also be linked to the rates of gestational diabetes in women of a higher BMI (Leddy, Power, Schulkin 2008). Obesity is also linked with low breastfeeding rates, so it is key that Joanna receives appropriate advice and support from her MDT colostrum harvesting is recommended from 36/40 (Trust Policy 2016).
  During pregnancy it is advised that a healthy weight gain for an individual of a healthy BMI should be between 25-35lbs, compared to someone of a BMI in the obese category should have a gain of 11-20lbs in order to try and reduce the risks of some of the impacts mentioned above and have the most positive outcome for both Joanna and her fetus (Conway 2011 pp135-139).
  Throughout her pregnancy the midwife can educate Joanna on the importance of exercise, this could be in the form of a brisk walk or swimming for example. The combination of a healthy balanced diet and exercise is beneficial for both her and the fetus with the aim of being fit instead of dieting which is not recommended during pregnancy. With a BMI of over 30 Joanna should be encouraged to accept a referral to a dietician for individualised advice on diet and exercise during her pregnancy and sticking to the plans put in place (NICE 2010). Midwives are in a unique situation where they are trusted by women to provide consistent and reliable support or guidance on healthy diet and an active lifestyle as well as identifying concerns and addressing issues (Royal College of Midwives (RCM) 2018). Midwives should discuss with Joanna the benefits of delivering in an obstetric led unit due to the difficulties of fetal monitoring, abdominal palpation to determine the lie and position of the fetus and the risks of emergencies during her delivery. By delivering there it will mean any problems can be dealt with in a timely manner to improve outcomes. Midwives can still allow different birthing positions whilst in labour and advocate Joanna’s wishes as necessary. Postnatally the midwife should be cautious when assessing for deep vein thrombosis (DVT) or signs of infection. Along with ongoing breastfeeding support if Joanna chooses to feed her new-born that way (Bryce, Wylie 2016 p154). 
  To conclude Joanna’s circumstances means that an individualised care plan needs to be created (see Appendix 1) furthermore Joanna needs to be made aware of the impacts both her raised BMI and essential hypertension has on her pregnancy and consequently what this pregnancy has on her conditions. Essential hypertension is caused from the decreased arteriole diameter which eventually results in raised cardiac output therefore increasing blood pressure, impacts of which include PE, DVT and preterm delivery. A Raised BMI and obesity is result from an increase in adipose tissue, but it is important to recognise that fat in diets is acceptable and dieting is not recommended in pregnancy. Complications associated with obesity include a higher risk of an operative/ instrumental delivery, raised risk of congenital abnormalities in the fetus and infection. Joanna’s midwife is in a unique position to give support and education accordingly whilst continuing to act as an advocate throughout all of Joanna’s care. The role of a midwife is a vast one, vigilance and education for Joanna’s hypertension is vital especially signs and symptoms of PE and in the postnatal period as Methyldopa has links to an increased risk of postnatal depression. Communication within the MDT and with Joanna and documentation of events is crucial and allowing concerns to be raised and addressed as necessary. 





Appendix 1 – Joanna’s Care Plan 
Word Count: 1073 Words 

	ASSESS 
	PLAN 
	Rationale of plan and ongoing care

	PHYSICAL NEEDS
	

	Check Antenatal Notes and Documentation. 

	Assess risk factors.
	Make sure plans are put in place for any risk factors or complications Joanna has or conditions that change during pregnancy.

	
Raised BMI of 37.

	CLC - 
Screen for GDM.
Random blood glucose test and dietary advice. 
Folic acid 5mg.
Vitamin D. 
SGS
Discuss risks of raised BMI throughout pregnancy.
Anaesthetic review
	GP Referral to commence 75mg of Aspirin daily from 12 weeks till delivery as Joanna is at high risk of developing PE
  Folic acid 5mg daily until at least 12 weeks of pregnancy to prevent neural tube defects such as spina bifida and anencephaly. Joanna has a risk factor for her fetus developing these defects due to having a BMI of 37. 
10mcgs Vitamin D daily to encourage healthy development of fetal bones and lungs.
SGS as fundal height measurements may be inaccurate along with risks of Joanna having a macrocosmic neonate.
   Dietary advice, maintaining a healthy balanced diet during pregnancy. Implement this at the 34/40 appointment. 
Refer to an anaesthetist due to increased risks of anaesthesia along with the increased risk of having an instrumental delivery or a caesarean section  


	
Essential Hypertension
Methyldopa 250mgs TDS.

	CLC review medication
High risk of PE 
Umbilical artery Doppler velocimetry at 28-30 weeks.
Repeat at 32-34 weeks if necessary. 

	Consultant referral at booking to review current medication, whether it is safe during pregnancy and again postnatally as links to postnatal depression and if it is safe to breastfeed with if Joanna chooses to.      
  Doppler’s show the blood flow between the placenta, umbilical vessels and the fetus. It can be used to detect pregnancies that are at high risk of PE and IUGR. Joanna’s high risk of PE due to her hypertension, so this would be carried out to assess any compromise to the fetus.
 Signs/ symptoms of PE include: raised BP, proteinuria, oedema, visual disturbances, frontal headaches and epigastric pain. 
Dietary advice, low sodium diet. 

	SGS
	Assessment of fetal growth and weight from 26-28 weeks until delivery. 
	Joanna has risk factors of having an SGA neonate because of essential hypertension and raised BMI meaning fundal height measurements may be inaccurate when looking at fetal growth.
Essential Hypertension can affect placental implantation and nutrient transfer, oxygen and the reduction of waste products from the fetus.
The midwife should refer for SGS. 

	
Raised BP at 34/40 appointment – 142/92mmHg.

	Re check during the 34/40 appointment if still raised, treat as mild hypertension, continue routine antenatal care, take bloods if necessary and continue to check urine. 
	Repeat BP for increased accuracy and to make sure Joanna isn’t suffering from anxiety or exhaustion that may contribute this. 
Monitor BP weekly.
 If BP raises to 150/100mmHg to 159/109mHg then admit Joanna to hospital for further investigations as categorised as moderate hypertension. 

	
Urinalysis at 34/40 showed 1+ of glucose.

	Send urine sample, document
If the next sample has 1 plus of glucose refer for further testing e.g. another OGTT or random blood glucose test.
	Joanna’s midwife needs to send the sample to the lab for further testing. 
Document as per the NMC code 2015 section 4.2 - make sure that you get informed consent and document before carrying out any action. 
To refer for an OGTT if another sample has 1 plus of glucose or if one sample has 2 pluses of glucose as this could be a sign of GDM and will need investigating. Midwife should consider taking an HbA1c blood test.
Normal blood glucose levels in pregnancy are: Fasting level below 5.3mmol/l, 1 hour after meals below 7.8mmol/l and 2 hours after meals below 6.4mmol/

If Joanna has GDM she’ll be referred for SGS to monitor fetal growth as it could lead to macrosomia. Joanna may need to be induced if this occurs.

	OGTT
	Refer due to raised BMI, Test should be carried out between 24-28 weeks.
	Test should be carried out because Joanna is at high risk of developing GDM due to raised BMI. Check results from previous test. Joanna will need to be referred again due to having glucose in her urine.

	Drinks alcohol socially

	Discuss risks and give advice on alcohol consumption during pregnancy.
	FAS is where damage to the CNS for example can affect neurological development and can have abnormal growth from maternal alcohol consumption. Alcohol can cross the placenta and due to the neonate’s immature liver, it relies on the mother’s liver to metabolise alcohol. 
Due to a reduced quantity of oxygen and nutrients reaching the fetus it prevents the brain and organs developing normally.
 Advise Joanna to abstain from alcohol during pregnancy and postnatally if she decides to breast feed. However, if she has consumed alcohol before being in contact with healthcare professionals allow Joanna to let her discuss her concerns with her MDT

	
PSYCHOLOGICAL
NEEDS
	

	ASSESS
	PLAN
	Rationale of plan and ongoing care

	Informed consent
	NMC the code 2015 section Prioritise People, clause 4.2
Keep Joanna calm if escalating concerns, explain your reasoning behind your decisions.
	Ensure Joanna understands why we are carrying out procedures and referrals for her care. Risks and benefits of any procedure we undertake and make sure the fully understands what any healthcare professional is doing to make an informed choice and give informed consent.

	Emotional Support
	Assess maternal wellbeing at booking, during pregnancy and postnatally. 
	Discuss mental health booking, any previous mental health conditions, medication, family history. Any anxiety behind her obstetric history i.e. Gravida 3, Para 1. Asking Whooley questions, if there are any concerns ask Joanna if she would like any help, then refer or document accordingly. Reassess again between 28-30 weeks.
 At the 34-week appointment the midwife should start to discuss with Joanna postnatal mental health, keeping up within her individualised care plan, attendance to parent craft classes. Both antenatal and postnatal mental health should again be discussed.  

	3. SOCIAL NEEDS
	

	ASSESS
	PLAN
	Rationale of plan and ongoing care

	Care of partner/ family members.

	Communicate events with the partner as and when necessary and ensure understanding
	Start to involve Joanna and her partner in discussing their birth preferences ready for the next appointment. 
Allow time at each appointment for anyone to ask questions or to clarify information you’ve given. 
Inform the partner they are allowed 2 weeks paternity leave. 

	Part Time Employment 

	Maternity Leave and Entitlements 
	Discuss potential risks to chemical exposure for Jonna’s occupation and ensure she was a risk assessment put in place for her work.
Discuss maternity leave and pay, and ensure Joanna know what she is entitled to.
FW8 maternity exemption certificate at booking for free prescriptions. 
MAT B1 form at 25 weeks. 




Identify potential intrapartum sequelae if any: 

Query GDM - IOL for potential macrosomia. 
Risk of shoulder dystocia 
Instrumental delivery or LCSC. 
Wound care/ perineal trauma
Raised BP – rapid labour – risks of PE if it develops.
Fetal distress
High Risk Labour
Fetal Scalp Electrode if fetal monitoring not effective
Premature labour
Risks of childhood obesity. 
Congenital abnormalities.
Increased risk of SGA or IUGR
Hourly blood pressures during labour
No Ergometrine or Syntometrine during third stage 

Legend to support abbreviations:

BMI – Body Mass Index 
BP – Blood pressure
CLC – Consultant led care
CNS – Central Nervous System
FAS – Fetal Alcohol Syndrome
GDM – Gestational Diabetes
GP- General practitioner 
IOL – induction of labour
IUGR – Intrauterine Growth Restriction 
LSCS – Lower Segment Caesarean Section
LGA – Large for gestational age
MDT – Multidisciplinary team 
MG – Milligrams 
MSU – Mid Stream Urine
OGTT – Oral Glucose Tolerance Test
PE – Pre-eclampsia 
SGA – Small for Gestational Age
SGS – Serial Growth Scans
TDS – three times a day
USS – Ultrasound scan













Reference List 
Auker, C, Ravel, L, Weatherley, A. (2017) Saving Babies’ Lives care bundle. Local Trust. 
Author unknown (2014) The Investigation and Management of the Small for Gestational Age Fetus. Royal College of Obstetricians and Gynaecologists (RCOG). Available from: https://www.rcog.org.uk/globalassets/documents/guidelines/gtg_31.pdf [Accessed 14/11/2017].
Author unknown (2018) Testing. Diabetes UK [online]. Available from: https://www.diabetes.org.uk/guide-to-diabetes/managing-your-diabetes/testing [Accessed 16th February 2018].
British Medical Association (BMA) (2017) Alcohol and pregnancy: Preventing and managing fetal alcohol spectrum disorders. BMA. Available from: https://www.bma.org.uk/collective-voice/policy-and-research/public-and-population-health/alcohol/alcohol-and-pregnancy [Accessed 09/11/2017].
British National Formulary (2017) Neural Tube defects (prevention in pregnancy). NICE. Available from: https://bnf.nice.org.uk/treatment-summary/neural-tube-defects-prevention-in-pregnancy.html [Accessed 14/11/2017].
British National Formulary (BNF) (2018) Methyldopa. NICE [online]. Available from: https://bnf.nice.org.uk/drug/methyldopa.html#pregnancy [Accessed 28th February 2018].
Bryce, H, Wylie, L. (2016) The Midwives’ Guide to Key Medical Conditions Pregnancy and Childbirth. 2nd edition. Edinburgh: Elsevier.
Cole, D (2014) Applications for Doppler Growth Ultrasound in Fetal Growth Assessment. Perinatal institute. Available from: https://www.perinatal.org.uk/gap/Resources/Doppler_US_and_Growth.pdf   Accessed 14/11/2017].
Conway, D. (2011) Pregnancy in the Obese Woman – Clinical Management. Chichester: John Wiley and Sons. 
Fitzsimons, K, Sullivan, A (2010) Maternal obesity in the UK findings from a national report. Public Health [online]. Available from: http://www.publichealth.hscni.net/sites/default/files/Maternal%20Obesity%20in%20the%20UK.pdf [Accessed 16th February 2018].
Hilary, E, Thomas, W. (2017) Medications in mothers’ milk. 17th edition. Surrey: Springer. 
Kalembo, F, Phuma-Ngaiyye. (2016) Supporting mothers to bond with their newborn babies: Strategies used in a neonatal intensive care unit at a tertiary hospital in Malawi. International journal of nursing sciences. 3 (4), pp 362-366.  
Leddy, M, Power, M, Schulkin, T (2008). The impact of maternal obesity on maternal and fetal health. Reviews in obstetrics and gynaecology. 1 (14), pp:170-178.
Local Trust Policy (2015) Hypertensive disorders of pregnancy (including Pre-eclampsia and Eclampsia). Local trust. 
Local Trust Policy (2015) Perinatal Mental Health. Local Trust.
Local Trust Policy (2016) Antenatal Care Pathway. 
Local Trust Policy (2016) Diabetes in Pregnancy. Local Trust.
Marshall, J. (2014) Myles’ Textbook for Midwives. 16th edition. London: Elsevier Health Sciences UK.
National Institute of Health and Care Excellence (NICE) (2011) Obesity: identification, assessment and management. NICE [online]. Available from: https://www.nice.org.uk/guidance/cg189/ifp/chapter/obesity-and-being-overweight [Accessed15th February 2018].
National Institute of Health and Care Excellence (NICE) (2011). Hypertension in pregnancy: diagnosis and management. NICE. Available from: https://www.nice.org.uk/guidance/cg107/chapter/1-Guidance#reducing-the-risk-of-hypertensive-disorders-in-pregnancy [Accessed 07/11/2017].
NICE (2010) Weight management before, during and after pregnancy. NICE [online]. Available from: https://www.nice.org.uk/guidance/ph27/chapter/1-Recommendations#recommendation-2-pregnant-women [Accessed 16th February 2018].
NICE (2015) Hypertension in pregnancy. NICE. Available from: https://cks.nice.org.uk/hypertension-in-pregnancy [Accessed 08/11/2017]
NICE (2017) Antenatal care for Uncomplicated Pregnancies. NICE. Available from: https://www.nice.org.uk/guidance/cg62/chapter/1-guidance [Accessed 07/11/2017].
Nursing & Midwifery Council. (2015) The code: Professional standards of practice and behaviour for nurses and midwives. London: NMC.
Philips, F. (2012) Obesity in pregnancy. Practice Nurse. 42 (6), p.32.
Redinger, R (2007). The Pathophysiology of Obesity and Its Clinical Manifestations. Gastroenterology and Hepatology. 3 (11), pp: 856-863. 
Robson, E, Waugh, J (2009) Medical Disorders in Pregnancy. John Wiley and Sons: Chichester.
Royal College of Midwives (RCM) (2018) Obesity: the Facts. RCM [online]. Available from: http://www.ilearn.rcm.org.uk/mod/book/view.php?id=422&chapterid=1152 [Accessed 21st February 2018]. 
Royal College of Obstricians and Gynaecologists (RCOG) (2010) Management of Women with Obesity in Pregnancy. RCOG [online]. Available from: https://www.rcog.org.uk/globalassets/documents/guidelines/cmacercogjointguidelinemanagementwomenobesitypregnancya.pdf [Accessed 21st February 2018].
The American College of Obstetricians and Gynaecologists (ACOG) (2014) Pre-eclampsia and high blood pressure during pregnancy. ACOG [online]. Available from: https://www.acog.org/Patients/FAQs/Preeclampsia-and-High-Blood-Pressure-During-Pregnancy#hypertension [Accessed 26/02/2018].
World Health Organisation (WHO) (2018) Midwifery. WHO [online]. Available from: http://www.who.int/topics/midwifery/en/ [Accessed 15th February 2018].




