


[bookmark: _GoBack]Midwives provide antenatal care to assess the wellbeing of mother and fetus during pregnancy.  They are experts in normality but need underpinning knowledge of physiology and conditions which can develop in order to care for women who deviate from this (Abbott, 2014).  Women can also present with complex social or emotional factors which make them vulnerable, requiring additional attention.  The midwife must gain as much information as possible regarding the health and psychosocial status of the women they care for in order to provide effective and holistic care, identifying potential risk factors and taking steps to address them (Baston, 2014). 
This care study will discuss the care plan pathways which should be offered in the following scenario: Joanna who is 32, presented at a routine antenatal appointment at 34/40. She had a raised body mass index (BMI), her blood pressure was 142/92mmHg, her pulse was 68 bpm and urinalysis detected +glucose.  Joanna had booked her pregnancy at 9/40 with a BMI of 37, blood pressure reading of 130/80mmHg, her pulse was 72 bpm and urinalysis was normal. Additionally, she has a history of essential hypertension, for which she is prescribed Methyldopa 250mg TDS.  She is a non-smoker and was drinking alcohol socially at booking.  She is in a supportive, stable relationship although her partner sometimes works away, and she works part time as a hairdresser.  Joanne has a combination of physical and psychological risk factors; this study will primarily focus on her BMI level and hypertension.
Obesity is one of the largest challenges for maternity services, with 1 in 5 women in the UK classed as obese, or having a BMI equal to or above 30 (Centre for Maternal and Child Enquiries (CMACE), 2010). There is a strong relationship between obesity and mortality and morbidity in the general population and also imports increased risks throughout the perinatal period for mother and fetus.  These include: fetal growth problems, hypertensive disorders, gestational diabetes, thromboembolism, higher risk of instrumental/operative delivery, post-partum haemorrhage and neonatal admission (Local Trust, 2011).  Midwives are responsible for ensuring good quality care, identifying risk and taking appropriate action (Nursing and Midwifery Council, 2015), therefore the assessment of Joanne at booking would highlight her BMI as a risk factor.   The midwife should explain these risks to Joanna, and also the ways of mitigating them. Women should be discouraged from trying to lose weight during pregnancy but as the health risks increase with the level of obesity, they should be given practical advice regarding healthy diet and lifestyle along with 30 minutes of moderate activity a day as this will benefit mother and baby during pregnancy (National Institute for Health and Care Excellence, 2010).  There are no guidelines regarding the optimum weight gain during pregnancy as this will vary between individuals and consists of fat gain, the fetus, placenta, amniotic fluid and increased maternal fluid volume, Joanna should also be offered a referral to a dietician for an individual support plan as well as signposting to reputable sources of information (see appendix) (Local Trust, 2011).
The midwife should be sensitive to Joanna’s feelings and explain that her BMI is used to plan her individualised care, and that the risks will be managed by the team caring for her; to this effect she will be referred to the obstetric team who will monitor Joanna alongside the midwife (Local Trust, 2011). A risk assessment will be carried out by the obstetric team taking into account difficulty of siting spinal anaesthesia, venous access and possible anaesthetic risk (CMACE and Royal College of Obstetricians and Gynaecologists, 2010).  Routine weight measurement is not recommended throughout the antenatal period but Joanna will be weighed again at 36/40, if her BMI has increased to 40 or above she will be referred for an anaesthetic review as she is at increased risk of anaesthesia related mortality and Joanna will be advised that her recommended place of birth is an obstetric led unit due to the increased risks to her and the fetus including shoulder dystocia and difficulties monitoring fetal heartrate. As Joanna is at increased risk of intervention, surgical birth, and post-partum haemorrhage, continuous monitoring during labour, active third stage and early IV access are recommended to decrease these risks (Local Trust, 2011). Obesity alone is not an indication for induction of labour or caesarean section - whilst additional monitoring is recommended for obese mothers, encouraging normality is known to reduce morbidity risks for these women, and the midwife should emphasise the importance of maintaining wellbeing (Hollowell et al, 2014).  
Obesity can co-exist with other conditions and the midwife assesses the risk of these by gaining relevant information at booking, and then constantly re-assessing throughout if symptoms and/or further risk factors appear.  Women are at significant risk of thromboembolism from conception until approximately 8 weeks postnatally due to a combination of: the balance between anticoagulant and prothrombotic factors along with increased fibrin deposition, an increase in progesterone affecting blood vessels, and a 50% reduction in blood flow in the lower limbs (Johnson and Taylor, 2016).  The risk of deep vein thrombosis increases four to sixfold (RCOG, 2015) with venous thromboembolism the leading cause of maternal deaths in the UK (Knight et al, 2014).  The midwife must manage this by assessing risk factors at booking, at 28/40, upon admission to hospital in the antenatal period and postnatally. Joanna’s BMI gives her one risk factor; therefore, the midwife should advise her to remain mobile and hydrated and this must be documented in the notes. A woman with three risk factors would be advised to have prophylactic low molecular weight heparin (LMWH) from 28/40 or from the first trimester with 4 risk factors unless contraindicated. The risks are assessed again in the intrapartum period and postnatally; if Joanna were to gain another risk factor such as infection, premature delivery or elective lower segment caesarean section (LSCS) she would be advised to use LMWH for 10 days postnatally. If at 36/50 her BMI was 40 or above, this would be an intermediate risk factor and again LMWH would be advised.  The dosage is calculated by weight, the midwife must check the correct dose has been prescribed and must make Joanna aware of symptoms (see appendix) (Local Trust, 2016).
Joanne’s BMI also places her at risk of Gestational Diabetes Mellitus (GDM), a carbohydrate/glucose intolerance beginning in pregnancy (Coad and Dunstall, 2012), caused by an increase in placental hormones after 20/40 which alter the ability to utilise insulin, causing insulin resistance and hyperglycaemia (Wylie and Bryce, 2016).  GDM is high risk for mother and fetus with a variety of implications (see appendix) and Joanna should have been offered a 75g oral glucose tolerance test (GTT), to take place at 26/40 for diagnosis.  It is the midwifes’ responsibility to explain this, to arrange the test if Joanna consents and to check the result, acting upon an abnormal result within a week (see appendix).  A diagnosis of GDM would lead to referral to the joint obstetric-diabetic clinic who would monitor Joanna with an individualised care plan documented in the notes along with the community midwife.   At the 34/40 appointment, the midwife should check that Joanna attended the GTT, along with the result, particularly with +glycosuria.  Local policy states that one instance of +glycosuria is insignificant but the midwife must check that this has not occurred previously as a second instance > 6 weeks after a normal result would require a re-test up until 36/40, after which an HbA1c can be performed (Local Trust, 2018).  Joanna should be advised that glycosuria can be a warning sign and the risk of GDM can be lowered with a healthy diet.  One of the risks of raised BMI and GDM is a macrosomic or small for gestational age fetus; Joanna will be offered growth scans at 28/40, 32/40 and 36/40, the midwife should check that these have been carried out, the fetal weights plotted on the growth chart, and a plan made if growth is abnormal.  Fetal movements are an important indication of fetal wellbeing (RCOG, 2011), the midwife must educate Joanna about this, and the importance of reporting any changes along with prompt referral if this occurs (Local Trust, 2015).  In addition, Joanna should have been advised to take increased doses of vitamin D and folic acid as her fetus has increased risk of neural tube defects due to her BMI (see appendix).
Joanna began her pregnancy suffering from essential hypertension, defined as blood pressure above 140/90mmHg, the cause of which is usually unknown but raised BMI is a risk factor.  When this occurs the body adapts to increased peripheral resistance by increasing cardiac rate or stroke pressure.  Existing hypertension exists in approximately 1-5% of pregnancies. Joanna was controlling her condition by taking Methyldopa (see appendix), this is safe in pregnancy but it is essential that women are advised not to take ACE inhibitors or ARBs due to links with congenital abnormalities (NICE, 2011).  Changing physiology during pregnancy includes a 40% increase in stroke volume in the first 24 weeks to meet the demands of increased blood vessels and associated additional circulatory requirements to the enlarged uterus and placenta, as well as supporting other maternal systems.  Increased progesterone levels affect the smooth muscle of blood vessels leading to vasodilation therefore it is normal to be hypotensive in early pregnancy, and this can be exaggerated in women with essential hypertension (Webster et al,2013). This may explain Joanna’s booking BP being normal at 130/80mmHg, as well as the effects of Methyldopa.  The aim is to control BP at levels less than 140/90mmHg in pregnancy as higher levels can damage other organs, however a balance must be achieved with the use of medication as a reduction in BP may cause placental insufficiency so conservative management such as advising rest and balanced diet is used where possible (Wylie and Bryce, 2016).
Essential hypertension co-existing with raised BMI makes Joanna high risk for complications such as pre-eclampsia, fetal growth restriction, placental abruption and severe hypertension.  The aetiology of pre-eclampsia is not fully understood but thought to be a combination of immunological, genetic and placental factors. Normal placental development in the first trimester results in large endometrial sinuses unaffected by hormones and able to accommodate the hugely increased blood flow required in the third trimester.  When this adaptation does not occur, placental blood supply is insufficient leading to ischaemia.  This is toxic to the mother, affecting blood vessels particularly therefore raising blood pressure.  All maternal systems including organs and tissues can be affected, particularly kidney and liver function, the brain and eyes.  Blood supply to the uterus and placental function is affected putting the fetus at risk, with 6% of stillbirths occurring due to pre-eclampsia (CMACE, 2011).  Pre-eclampsia can become severe and progress to eclampsia with risk of fitting, liver rupture or death (Webster et al, 2013).  Joanna is also at risk of other hypertensive conditions such as haemolysis, elevated liver enzymes and lowered platelets (HELLP) or disseminated intravascular coagulation, and her midwife must screen her for pre-eclampsia every 2 weeks from 28/40.
Joanna’s risk is managed by advising her to take 75mg aspirin once daily, monitoring fetal growth with scans at 28/40, 32/40 and 36/40 along with plotting of fundal height and monitoring fetal movement.  The midwife must discuss symptoms such as epigastric pain and oedema (see appendix) and how to promptly seek help should they occur. Urinalysis and monitoring of BP using appropriate sized cuff should be recorded at every appointment along with awareness of when and how to refer.  As Joanna’s BP has now risen to 142/92mmHg but has no proteinuria or symptoms, the midwife should exclude transient factors such as exertion and repeat these within 24 hours, advising Joanna to rest.  If BP remains raised, Joanna should be referred to MDU that day.  If her hypertension was moderate (>150/100mmHg), Joanna would be referred to MDU for an immediate assessment which includes serial BP readings and mean arterial pressure (MAP), automated urinalysis and auscultating fetal heart, and if severe (>160/110mmHg) she would have immediate assessment on labour ward.  If proteinuria was present along with severe hypertension Joana would be admitted immediately to labour ward as this is classed as severe pre-eclampsia which may require medication such as magnesium sulphate, or delivery and removal of the placenta (Local Trust, 2016).
To conclude, the midwife is the first contact with pregnant women, and the only contact with low risk women, therefore the advice regarding maintaining wellbeing and monitoring of the baseline assessment taken at booking is crucial in keeping women well.  Midwives must carry out safe and effective antenatal, intrapartum and postnatal checks, constantly assessing with a knowledge of how and when to refer to ensure that women are receiving safe care and are on the correct pathway.  Having a good understanding of dangerous conditions that can develop, and their pathophysiology as well as keeping updated with local policies mean women will receive excellent maternity care.

















Appendix


	ASSESS
	PLAN
	Rationale of plan and ongoing care

	1. PHYSICAL NEEDS

	

	Welcome Joanne to appointment.
	Assess mood, develop rapport
	Good communication and building relationships are essential in midwifery care to ensure holistic care is given.


	Review antenatal notes, assess for risk factors
	Following risks noted: Check following carried out:

Raised BMI at booking: 
Advised to take Vitamin D 10mcg daily during pregnancy and if breastfeeding
Folic acid dose 5mg daily until 12/40
Referral made to obstetric consultant and dietician, confirm attendance and outcome.
Advice given re diet and lifestyle.










GTT offered at 26/40 – confirm attendance and result was acted upon within 7 days; referred to diabetic clinic if abnormal result:
Fasting: greater than or equal to 5.6
mmol/L. 
2 hour: greater than or equal to 7.8 mmol/L.
 Scans offered at 28/40, 32/40 and 36/40 to check fetal size and liquor volume. EFW should be plotted on customised growth chart by sonographer.




VTE assessment at booking and 28/40, also if admitted to hospital.  Joanne to be advised re signs of VTE such as shortness of breath or calf pain/swelling and encouraged to remain mobile and hydrated.





Plan to re-weigh 36/40 to monitor weight gain. Refer for anaesthetic assessment if BMI 40 or above.



	



Obesity increases risk of mortality and morbidity for mother and fetus which should be discussed with Joanne and a clearly documented individualised plan should have been made with an obstetric consultant and dietician. Folic acid is known to reduce neural tube defects, obese mothers require a higher dose as they are at increased risk.  Vitamin D stores may be low in an obese mother. The midwife should support Joanne emotionally and offer practical advice, signposting to relevant sources of information such as NHS choices. It is the midwives role at booking to identify risk factors and referring to appropriate pathways.
Physiological changes in pregnancy caused by placental hormones affect the ability to produce and use insulin effectively, causing an intolerance to sugars/carbohydrates in those with a susceptibility.  Mothers with GDM are at increased risk of IUGR, macrosomic babies, polyhydramnios, premature labour, IUD and pre-eclampsia. Joanne is at increased risk of developing GDM due to her obesity and pre-existing hypertension.









VTE is leading direct cause of maternal deaths due to altered coagulation in the blood and increased progesterone levels affecting smooth muscle during pregnancy, therefore recognising risk factors and implementing treatment (if 3 or more risk factors) with LMWH is essential. Obesity increases risk.



Ensure plan is current, incorporating changing risk factors. Regional anaesthesia is safer for obese women.

	

	Essential hypertension at booking

BP manually checked and recorded and urinalysis for proteinuria at every visit, at least 2/52 from 28/40 







Referral to obstetric consultant for care and discussion of birth choices, confirm attendance and outcome. Check medication with consultant, currently Methyldopa 250mg TDS.




Ensure aspirin 75mg daily was prescribed from 12/40




Risks and symptoms of pre-eclampsia discussed and documented.













Mental health questions should have been asked at booking and again at 28/40 and documented.



Discuss alcohol intake.  Joanne stated she drank alcohol socially at booking. Advise of the risks of alcohol during pregnancy and assess whether any support services or safeguarding issues are present

	


Essential hypertension is a major risk factor for developing pre-eclampsia. Risk assessment should be continuous and changes made to Joanne’s plan of care if required i.e same day referral to obstetric clinic if BP over 150/100 and proteinuria present.



Joanne’s risk factors for pre-eclampsia make her unsuitable for midwifery led care including low risk birth settings. Methlyldopa is not current first line antihypertensive medication choice and although safe in pregnancy, the midwife should understand what has been prescribed and why.

This is recommended as reduces the risk of pre-eclampsia developing in high risk women. Joanne’s high BMI and essential hypertension increase her risk.

Joanna’s hypertension and BMI mean she is at risk of developing pre-eclampsia which is a cause of mortality and morbidity in mother and fetus. Symptoms can occur rapidly so Joanne needs to be aware to seek urgent help if she experiences any of the following:
Extreme headache
Rapid oedema of hands, face or feet
Nausea/vomiting
Visual disturbance
Epigastric pain

All women should be assessed for their mental health throughout their pregnancy. Joanne’s high-risk pregnancy increases her risk of developing mental health problems as does taking Methyldopa.


Alcohol is not recommended during pregnancy due to potential detrimental effects such as FAS, SGA baby and pre-term labour.


	Perform 34/40 antenatal checks
	Measure symphysis-fundal height and plot on customised growth chart.  Measurements should follow a growth curve, with the most recent two being most significant. Confirm attendance at growth scans and awareness of next appointment.




Discuss fetal movements, advise Joanne to understand patterns of movement and contact urgently if movements change/decrease



Noted BP 142/92mmHg against booking BP 130/80mmHg. Pulse within normal limits. Check maternal compliance with medication. Discuss with Joanne, there may be a minor reason e.g has she been rushing or feeling stressed. Re-check during appointment and if not lowered, refer to ANC for review. 

Noted urinalysis: +1 glucosuria, check notes for number of previous occurrences; +1 glucosuria twice or +2 glucosuria once needs further assessment.  Discuss her recent diet which may be the cause of the glucosuria. Assess her understanding and needs.
	Joanne is at risk of IUGR as hypertension can cause placental insufficiency and her BMI
increases the risk of a macrosomic fetus which needs to be identified. 






Obesity and hypertension increase risk of mortality and morbidity to fetus, movements are an indication of wellbeing therefore assessment of changes should not be delayed.



If BP is not brought under control Joanne is at high risk of developing pre-eclampsia.  It should be maintained at levels <150/100mmHg.









GDM can occur at any time from 20/40, a previous normal result does not rule out a later occurrence.  GTT suitable up to 36/40 after which HbA1C can be performed. 


	2. PSYCHOLOGICAL
NEEDS
	

	ASSESS
	PLAN
	Rationale of plan and ongoing care

	
	Review obstetric history: G3P1 with 1 previous birth noted.  Determine whether miscarriage, termination or stillbirth. 
	There may be related health issues that impact this pregnancy or Joanne may require psychological support due to raised anxiety.


	

	Discuss support and contingency plans for labour and birth – to include wider family as partner works away.

	A robust plan for labour and birth or emergencies will ensure the physical and mental wellbeing of Joanne and her baby.

	




	
	

	3. SOCIAL NEEDS
	

	ASSESS
	PLAN
	Rationale of plan and ongoing care

	
	Discuss employment rights and risk assessment. Confirm Joanne has received MATB1 and exemption certificate. Consider whether Joanne is entitled to further benefits i.e tax credits or healthy start vouchers.


	Midwife has duty of care to ensure Joanne receives all employment and benefits information.

	

	
	














Identify potential intrapartum sequelae if any: 

Raised BMI:
Less mobile in labour – higher risk of intervention
Diffcult to monitor fetus – recommendation for ARM and FSE and therefore higher risk of intervention
Higher risk of failed IOL/FTP – higher risk of instrumental delivery or EmLCSC
Macrosomic fetus – risk of shoulder dystocia, trauma to fetus, fetal respiratory distress
Higher rates of neonatal admission
Difficulty siting epidural catheter, also GA not recommended

GDM:
Macrosomic/SGA fetus – increased risk of IOL and pre-term delivery with associated risks to fetus
Paediatric assistance required at delivery
If blood sugars uncontrolled in labour, sliding scale may be required
Potential neonatal hypoglycaemia
Risk of infection for fetus

Essential Hypertension:
If uncontrolled: IOL or LSCS, possible pre-term delivery with associated risks
IUGR fetus – more likely to become compromised and suffer hypoxia during labour
Placental abruption





Legend to support abbreviations:

ANC: Antental clinic
BP: Blood pressure
EFW: Estimated fetal weight.
El LSCS: Elective lower segment caesarean section
Em LSCS: Emergency lower segment caesarean section
FAS: Fetal alcohol syndrome
FM: Fetal movement
GTT: Glucose tolerance test
GDM: Gestational Diabetes Mellitis
IUGR: Intra uterine growth restriction
IUD: Intra uterine death
LMWH: Low molecular weight heparin
MG: Milligrams
MCG: Micrograms
SGA: Small for gestational age.
TDS: Ter die summendus/three times a day
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