This care plan will be reviewing a case scenario, highlighting the two key medical concerns and the impact they have on midwifery practise in planning of care. This case will look at Joanne; a P1, G3 currently 34/40 gestation. She has Essential Hypertension and is medicated on methlydopa 250mg t.d.s. Joanne also has a raised BMI of 37. The two concerns to highlight for Joanne is the Essential Hypertension and raised BMI.

[bookmark: _GoBack]Body Mass Index (BMI) is a simple index of weight-for-height that is commonly used to classify underweight, overweight and obesity in adults. It is defined as the weight in kilograms divided by the square of the height in metres (kg/m2) (WHO, 2018). Joanne is identified as Obese due to her BMI, for this reason certain referrals and further care are needed in the monitoring of fetal wellbeing and growth as with Joannes risk during intrapartum and postnatal periods.
In Appendix 1; higher doses of folic acid and the use of aspirin is required as per local trust guidelines. Appendix 1; also looks at the need of referral for Glucose tolerance testing prior to 28/40 gestation alongside serial growth scans from 26/40 until delivery with an anaesthetic referral.
It is the Midwife's role and responsibility to make sure appropriate referrals are made at Antenatal booking and documented. The midwife should also discuss healthy eating and advise not to ‘eat for two’ in order to prevent any further weight gain, but also advise to not dramatically diet now she is pregnant but rather consider eating as healthy as possible to prevent gestational diabetes, and follow a low resistance exercise regime weekly such as walking or swimming to maintain good health (NICE, 2010). The Midwife may also weigh Joanne in the 3rd trimester in order to establish increased weight gain and if possible further referral if BMI reaches 40 before 36/40 gestation as Thromboprophylaxis will be required at the earliest opportunity (Local Trust: Obesity in pregnancy, 2009)., along with another referral to a consultant and anaesthetist prior to childbirth. 

Following up with Joanne at her 34/40 clinic appointment it should be documented that Joanne is receiving serial growth scans in line with trust policy, Also that Joanne has had a consultant appointment to discuss risk during childbirth and possible interventions associated with raised BMI.
According to Modder and Fitzsimons (2010) obesity in pregnant women carries larger risks of miscarriage, fetal abnormality, thromboembolism, gestational diabetes, preeclampsia, postpartum haemorrhage, wound infections, stillbirths and neonatal death, with higher rates for intervention and caesarean section during intrapartum.
These are all relevant topics the consultant should discuss with Joanne during her appointment as the impact on mother and fetal wellbeing can be compromised if the woman has poor understanding of the risks carried with obesity, and does not utilise or engage with essential fetal monitoring, such as serial growth scanning for macrosomia or abnormalities (Modder and Fitzsimons, 2010).
Obstetricians should also discuss possible complications during labour and agree with Joanne a plan of care, which should be documented in her notes, so midwives caring for Joanne are aware of the agreed plan that best suits her. The risks associated with Obesity during intrapartum are shoulder dystocia, delayed progression in labour, higher risk of caesarean section and postpartum haemorrhage. All of which need consideration when planning place of birth, it is recommended by the Modder and Fitzsimons (2010) that a woman with BMI equal to or above 35 should labour in a consultant lead area of labour ward but be encouraged by midwives to mobilise throughout labour in order to aid progression.

Increasing Joannes risk she has a further co-morbidity of essential hypertension.
Essential hypertension is defined as Blood Pressure equal or greater than 140/90 mmhg With no secondary cause identified (Brettler, 2018).
Blood pressure is assessed by the force of blood volume being pushed through the cardiovascular system. The pressure of expulsion of blood from the ventricles is known as blood pressure (BP) and should decrease as blood flow travels the circulatory system, pressure is dependant on two factors; The cardiac output, which is the volume of blood that passes through the systemic or pulmonary vessels each minute. Peripheral resistance, were the diameters of blood vessels resist the flow of blood. A normal BP is dependant on a balance between cardiac output and peripheral resistance.
Hypertension has no known cause however some factors are known to increase the risk of developing hypertension such as obesity, high sodium levels, increased renin levels, insulin resistance, genetics, age and chronic stress. These factors can cause an increased peripheral resistance due to arterioles being constricted, thus increasing stroke blood volume in order to push through the resistance allowing for blood gas and nutrient exchange around the body, increasing overall blood pressure (Bryce and Wylie, 2016).

During pregnancy the cardiac output increases 40% in order to meet the demands of fetal growth and development. Plasma volume increases 50% with blood cell production increasing by 18% to accommodate potential loss of blood during childbirth. This all adds up to a greater volume of blood products needing to be circulated around the body, with a woman already suffering from hypertension, this added volume increases peripheral resistance and with it increases blood pressure. When Blood pressure is uncontrolled organs may become insufficiently supplied with blood cells, minimising gas and nutrient exchange resulting in complications on the body or fetal compromise. During pregnancy these affects may cause serious obstetric emergencies such as Pre-eclampsia and Eclampsia, HELLP Syndrome, Thrombosis and Intrauterine growth restriction (Bryce and Wylie, 2016).
The Kidneys function is to excrete waste products, hypertension causes increased pressure in the Bowman's capsule resulting in damage to endothelial cells, this causes protein to be present in urine and is a good indication to further investigate, when the kidneys become damaged and cannot excrete waste sufficiently, creatinine levels rise indicating renal damage. The Liver damage occurs when vasoconstriction results in hypoxia of cells, leading to odeama and may also present itself to the woman as ‘indigestion’ or epigastric pain. Odeama on the brain can cause cerebral pain (Frontal Headache) and can lead to an Eclamptic fit. With Vasoconstriction also occurring in the retina women may see visual disturbances. When Blood pressure exerts above 150/100 mmhg all these functions should be investigated and discussed with the woman, asking questions on frequency of headaches, visual disturbances, excessive swelling around the body and face accompanying epigastric pain, can all aid in diagnosis, followed by appropriate blood analysis (NICE, 2011).
Placental insufficiency, as a consequence of hypertension, uterine blood flow is also reduced. Placental tissue becomes ischaemic and infractions occur compromising the placental function, Appendix 1, refers to fetal growth and doppler scanning to monitor placental function.

The Midwife's role is to monitor BP throughout care, documenting booking BP and repeating at every appointment. It is also the midwives role to take frequent urinalysis in order to identify proteinuria, and making all women aware of presenting symptoms that can occur in pregnancy that will need assessing with obstetrician review, empowering women with knowledge allows them to seek medical advice if these symptoms occur (Brettler, 2018).
Appropriate referrals such as indicated in Appendix,1. Should be made at any stage where the effects of Hypertension have made the woman symptomatic or present with concerning factors that need review during antenatal, intrapartum and postnatal care.
During intrapartum care fetal heart rate monitoring and maternal observation should be made frequently or continuously pending results. The Midwife’s role is to inform lead obstetrician and midwife in charge when a woman under consultant lead care is in labour, updating them on progression hourly. Local trust policy on hypertension in pregnancy (2009) states that shall a womans BP reach 160 mmhg systolic or 100 mmhg diastolic that monitoring of BP must be every 15 minutes with continuous FHR monitoring. A strict fluid input/output chart needs documenting and following throughout labour until obstetric review in the postnatal period. But Midwives must also take note of previous urinalysis within 2 weeks prior to labour and on the day for proteinuria followed by discussion of any symptoms the woman may present to pre-eclampsia. The Midwife also has the responsibility to check the drug cupboard for Magnesium sulphate should her lady have an eclamptic seizure, and if it is required the midwife must understand her responsibility in handling the emergency, maintaining airways, providing oxygen if required, while the senior obstetrician takes lead. It is then the midwife's role to monitor her lady for adverse reactions to magnesium sulphate such as respiratory or cardiac arrest and also debriefing the family and lady post event (Bretter,2018).

Joanne has a raised BMI of 37 indicating obesity according to the world health organisation (2018) along with the co-morbidity of essential hypertension. This puts Joanne at risk of Thrombosis and increased risk of superimposed preeclampsia. Providing Joanne's medication maintains a blood pressure below 150/100 mmhg throughout pregnancy and childbirth she is less likely to have a problematic pregnancy, however still needs monitoring closely as multiorgan dysfunction can occur with the increased pressure of normal childbearing putting her at greater risk of placental insufficiency, abruptio placenta and superimposed preeclampsia, Eclampsia and HELLP Syndrome (Bryce and Wylie, 2016).










Appendix: 1                                                                                      


	ASSESS
	PLAN
	Rationale of plan and ongoing care

	1. PHYSICAL NEEDS

	

	9/40 Booking appointment;


	Discussing Obstetric and medical history, Documenting in Antenatal handheld notes.
	At first contact or Booking appointment, all patient history should be discussed in order to create a care plan and refer patients to relevant multidisciplinary team members as per NICE (2008) routine antenatal care guidelines.

	Referral to Consultant led care,
(Maternal medicine clinic).
AND;
Referral to obstetric anaesthetic clinic.

	Referral is for Essential hypertension and Raised BMI (37).
	By 12/40 a referral should be made in order to organise follow up appointments with perinatal screening, and appropriate care pathways are initiated. (local Trust Guidelines, 2016; 3.1).

	Clinical Observations.


	Blood pressure
Mid-Stream Urine (MSU) and (PCR) Protein Creatinine Ratio.
Height and Weight (BMI) Documented in Antenatal handheld notes in order to care plan appropriately as indicated by Local Trust Guidelines (2016:3.3.1).
	Baseline Clinical observations are indicated on all antenatal women in order to recognise abnormality in the antenatal and postnatal period. (NICE, 2008). PCR urine is indicated in women with essential hypertension for documenting a baseline of proteinuria. This enables obstetricians to treat and care plan any future symptoms relating to Pre-eclampsia that may present later in gestation. (Local Trust Guidelines, 2015; 3.3)

	Referral for OGTT.
(Obstetric Glucose Tolerance Test)


	Due to Raised BMI (37) gestational diabetes must be screened for at 24-28/40 gestation.
	NICE (2008) Recommends screening for GDM using risk factors as follows;
BMI >30 
Previous Macrosomic baby >4.5kg
Family history (1st degree relatives)
Family origin:
-South Asian
-Black African/Caribbean
-Middle Eastern

	Referral to GP.


	It is indicated that Aspirin 75mg should be taken daily as routine for patients presenting with high BMI (>35) and Hypertensive disorders.
5mg Folic Acid is also required due to raised BMI for first 12 weeks of Gestation, and 10 mcgs of Vitamin D daily is required after the 12/40. (Local Trust Guidelines, 2016:3.3.2).
	NICE (2010) recommends 75mg aspirin taken daily for women at high risk or pre-eclampsia or with more than one moderate risk factor for pre-eclampsia.

	34/40 Appointment




+ Glycosuria in Joanne’s MSU. 
	Review, Discuss and record results of routine screening tests undertaken at 28/40.

Due to Risks associated with BMI >35 and Hypertension, local trust guidelines (2016:3.3.3), state Joanne must receive monitoring of BP and Urine, every 3 weeks from 24/40 until 32/40 and twice weekly after.

Reviewing Joanne’s BP at all Antenatal Clinic Appointments until 34/40 appointment, discussing MDT care plans for medicating hypertension. Trust policy indicates only a BP of 150/100mmHg requires admittance to hospital for 4 hourly BP checks. As Joanne on this appointment has had a BP recorded at 142/92mmHg and a booking baseline of 130/80 mmHg Local Trust Guidelines (2015;3.6.2) state a follow up review on ADAU in 2 days’ time, providing no other symptoms of eclampsia are present. 

Discuss the OGTT results with Joanne ensuring she made the appointment.
Looking at the MSU urinalysis, discussing Diet and what Joanne has eaten prior to appointment. Looking through antenatal clinic history for any other occasions of Glycosuria.
	Joanne’s last appointment with the midwife was at 28/40 gestation, HB levels and Antibodies would be re-tested via venepuncture at this appointment. If HB levels are below 11.5/100ml Iron supplementation could be required followed by further blood testing. (Local Trust Guidelines, 2016; 3.3.6).


Although with Joanne’s presenting history of Raised BMI as an added co-morbidity a telephone conversation with the Obstetric Registrar in ADAU could be arranged during that time Joanne is in clinic, if her previous clinic appointments have had varying BP could be an indication methyldopa 250mgs TDS is no longer working sufficiently and her medication may need reviewing.



Glycosuria of 2+ or above on 1 occasion or 1+ or above on 2 or more occasions may be an indication for undiagnosed gestational diabetes. If this occurs NICE (2015) recommend further testing to exclude Gestational diabetes.


	


	MSRA Screening
	As Joanne is not indicated for home birth she will need to attend hospital for monitoring in labour, as admittance to hospital is inevitable, all patients across local trust are screened for MRSA in order to prevent spread of disease to vulnerable patients when admitted (Local Trust Guidelines, 2016; 3.3.6).

	Serial Growth scans



Uterine Artery Doppler scan
	Joanne should of received and attended serial growth scans starting from 26/40 as stated in the saving babies lives fetal growth campaign. (Local Trust Guidelines, 2016:3.3.3)

On all Antenatal women with essential hypertension between 20-24/40 (Local Trust Guidelines, 2015; 3.3).
	Symphysis fundal height measurements should not be performed in Joanne’s antenatal care as this would be inaccurate representation of fetal growth.

	2. PSYCHOLOGICAL
NEEDS
	

	ASSESS
	PLAN
	Rationale of plan and ongoing care

	9/40 Booking Appointment.
	Discuss healthy eating, diet and weight management during pregnancy.
	All Antenatal women need to understand the importance of healthy eating throughout pregnancy, what should be avoided in terms of eating and drinking. Women with raised BMI should also understand that they should not restrict food intake through pregnancy nor gain excessive weight as this could be detrimental to both mother and fetal health (Local Trust Guidelines, 2016:3.3.2).

	Asking ‘Whooley Questions’ at booking. 

Asking mental well-being at every appointment

	In the Antenatal hand held notes the ‘Whooley’ mental health questions are there to enable midwives with a screening tool for all women at booking and later in pregnancy if the midwife feels it’s appropriate to ask again. 
	If a patient answers yes to these questions referral to psychological therapies and GP can be made in order to support a woman’s mental health and reduce incidences of more detrimental mental health conditions in the antenatal/postnatal phases.

	Possible Referral for counselling pending obstetric history.
	Gravida 3 Para 1 indicates 1 live child and 3 pregnancies Joanne may of experienced a loss (IUD, Stillborn) and may have overwhelming emotions or anxiety with this current pregnancy, if this is the case a referral to the bereavement midwife may be appropriate or if a termination of pregnancy (TOP) has occurred what was the reason of the TOP, Chromosomal abnormalities or social aspects.

As Community midwives having a clear obstetric history and discussing it with patients allows individualised care plans for all women (Local Trust Guidelines, 2016).
	Rationale for referral being the well-being of Joanne’s mental health, if she had experienced loss previously; this pregnancy could re-ignite emotions or possible perinatal mental health conditions. Having a specialist in the field of bereavement may allow Joanne to receive further support and psychological therapies.

If Joanne had a TOP this could be due to Abnormalities within previous pregnancy and may need further perinatal screening involvement within current pregnancy. 
OR a TOP could have occurred due to social circumstances and again further mental health support could be indicated. 

	3. SOCIAL NEEDS
	

	
Mat B1
	From 20/40 all antenatal women whether employed or receiving state benefits are entitled to maternity pay and therefore will require a MAT B1 form.
	A Mat B1 form is given to all women whom request it from their assigned midwife after 20/40 gestation this enables their employers to recognise the pregnancy and file for maternity pay pending individual circumstances. women receiving benefits will also need a MAT B1 to apply for state maternity allowance (Local Trust Guideline, 2016).



Identify potential intrapartum sequelae if any: 
Due to raised BMI and essential hypertension Joanne is of higher risk and therefore under consultant lead care. Prior to intrapartum a multidisciplinary team member should of discussed concerns with association to delivery with Joanne and a care plan should be in place and documented in her Antenatal handheld notes.
As a midwives Role and caring for Joanne in the intrapartum period risks concerned with her individualised care need to be noted such as;
· Risk of Slow Labour
· Risk of shoulder dystocia
· Difficulties surrounding fetal monitoring Although continuous fetal monitoring in labour is required due to Hypertension.
· Risk of Primary postpartum haemorrhage
· Epidural Analgesia is recommended but is not essential (Local Trust Guidelines, 2015;3.8).
· Fluid balance with strict monitoring of input/output.
· BP to start routinely monitoring at 4 hourly. If BP is higher than 150/100mmHg at any stage in labour, review from MDT is required and care plan initiated.
· Pro-longed Second stage or BP greater than 160/100mmHg would also be indication for Assisted delivery (Local Trust Guideline, 2015;3.8). 
· Hourly Reviews from MDT and Sister in charge should also be in place for women under Consultant lead care. (Local Trust Guideline, 2015;3.8).
· Directed pushing is not advised, as this can produce increased pressures which may exacerbate the effects of pre-eclampsia (Bryce & Wylie, 2016).
· Ergometrine is contraindicated as this causes peripheral vasoconstriction, IV syntocinon is the preferred prescription (Bryce & Wylie, 2016).



Legend to support abbreviations:

BMI- Body mass index
TOP- Termination of pregnancy
IUD- Intrauterine death
MSU- Mid-stream Urine
PCR- protein creatinine ratio
BP- Blood Pressure
/40- weeks in gestation
MDT- Multi-disciplinary team
ADAU- Antenatal day assessment unit
GP- General Practitioner
NICE- National institute for Health and Care Excellence. 
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