


[bookmark: _GoBack]Joanna has a medical history of a diagnosis of essential hypertension for which she takes Methyldopa 250mg three times daily, at her 9 week booking appointment with her community midwife it was established that Joanna had a high Body Mass Index (BMI) of 37 and her Blood Pressure (BP) was recorded at 130/80mmHg. At her 34 week appointment Joanna’s BP was recorded at 142/92mmHg and on urinalysis there was 1+glucose. Chief Nursing Officers of England, Northern Ireland, Scotland and Wales (2010) highlights two key roles for midwives, one is that midwives are the lead professionals when caring for women that have no complications and are considered low-risk, but are however the coordinators of care for all women. Women may present with complex needs that require specialist care from the multidisciplinary team throughout their pregnancies, midwives have a key role in ensuring referrals are made when deviations from the normal occur, for example 1+glucose on urinalysis and high BP at 34 weeks gestation, coordinating the appropriate care for these women, providing support and interlinking with all members of the multidisciplinary team (Wylie and Bryce, 2016, p.3). The following assignment will discuss the care pathway for Joanna, focussing specifically on a high BMI and hypertension.

A high BMI increases the risk of potential complications emerging in the antenatal and intrapartum period; as a result it is important that appropriate referrals are made by the midwife and women are monitored closely to recognise if deviations from the normal occur. As Joanna has a BMI greater than 35 she would have been referred to consultant led care at her 9 week booking appointment in line with local trust guidelines (Local Trust Policy, 2016a). Royal College of Obstetricians and Gynaecologists (RCOG) (2011) highlights the impact a raised BMI can have on pregnancies and the complications associated with it, such as the development of Gestational Diabetes Mellitus (GDM) which is three times more likely to develop if your BMI is 30 or above at the booking appointment compared to women with a BMI less than 30. 

The National Institute for Health and Care Excellence (NICE) (2010) considers a BMI greater than or equal to 30 to be obese, between 2013 and 2015 more than a third of the maternal deaths recorded were women who were obese (34%) (MBRRACE-UK, 2017, p.18). Obesity may be worsened during the antenatal period due to weight gain associated with pregnancy and associated complications, thus increasing the risk of the development of hypertensive and diabetic disorders such as GDM, which is defined as an intolerance to carbohydrates which becomes apparent in pregnancy (McCance, 2015 , p.688). The midwife would continue to encourage mobilisation and avoidance of dehydration, as obesity is a risk factor for the development of venous thromboembolism in pregnancy and the risk is considered greater with increasing obesity (RCOG, 2015, p.11).

The metabolic function of adipose tissue contributes much to the pathophysiology associated with obesity, there is an excess amount of fat in the body whereby the greatest number of fat depots are in adipose tissue, adipose tissue contains fibroblasts, immune cells and adipocytes which secrete hormones that are reported to influence physiology (Leddy et al., 2008, p.172). 

In line with trust guidelines for antenatal care, the midwife caring for Joanna would have checked that she was prescribed and had been taking an increased dose of Folic Acid 5mg daily from 12 weeks gestation as advised for women with a BMI greater than 30 (Local Trust Policy, 2016a). Maternal Folic Acid supplementation has been identified as possibly preventing Neural Tube Defects such as Spina Bifida and Anencephaly in the neonate, which are birth defects of the central nervous system whereby the neural tube does not close completely; however maternal folate levels are usually within the normal range and is rarely considered as deficient (Greene and Copp, 2014, p.231). 

At the 34 week appointment the midwife would ensure that serial growth scans have been taking place. For women with a BMI between 35 and 39, serial growth scans would be recommended at 30, 34 and 38 weeks gestation with a consultant appointment arranged if there is a deviation from the normal centile, women with a BMI below 40 are not required to be referred and reviewed by the anaesthetic team (Local Trust Policy, 2017b). There are potential complications associated with maternal obesity for the neonate such as macrosomia, intrauterine growth restriction and the occurrence of genetic disorders, thus it is vital that serial growth scans take place in order to monitor the wellbeing of the fetus (Heindel and Vom Saal, 2009, p.91).

It is important that the midwife caring for Joanna and the obstetric team ensure she is aware of how obesity in the antenatal period can impact on intrapartum events and in turn the neonate. There may be difficulties assessing maternal and fetal wellbeing in the intrapartum period, for example ensuring a cardiotocography of high quality thus increasing the difficulty of monitoring fetal heart rate and contractions, performing vaginal examinations and manoeuvres in an emergency, such as shoulder dystocia which would be a difficult procedure (Marshall and Raynor, 2014, p.256). There are associated fetal complications of shoulder dystocia such as brachial plexus injury which complicates 2.3-16% of these deliveries (RCOG, 2012, p.2). Obesity is also linked with higher rates of induction of labour, caesarean sections and failed inductions (Collins et al., 2008, p.249).

As Joanna has a BMI above 30 which is a risk factor for the development of GDM, she would have been referred for an oral glucose tolerance test (OGTT) at 24-28 weeks gestation however at 34 weeks gestation she presented with 1+glucose on urinalysis, therefore it is important that the midwife ensures that an OGTT took place as glycosuria of 2+ or above on one occasion or of 1+ or above on at least 2 occasions may indicate undiagnosed GDM (NICE, 2015, p.20). 

The midwife caring for Joana would determine if there has been 1+glucose on urinalysis previously in this pregnancy, if not, urinalysis would be repeated at 35 weeks gestation to confirm previous findings as due to her elevated BP, urinalysis and BP would be repeated once a week (Local Trust Policy, 2015). At 34 weeks gestation if there has been 1+glucose on urinalysis previously in this pregnancy Joanna would be referred to the antenatal clinic (ANC) by the midwife due to this deviation from normal, a referral to the diabetes midwife would follow for home blood glucose monitoring for five days, if the readings recorded are outside the normal range (fasting, less than 5.3mmol/L, or one hour postprandial less than 7.8mmol/L) Joanna would be seen at the Joint Diabetes/ANC but if readings were normal there would be a review and management plan devised by the obstetric team (Local Trust Policy, 2017a). 

A discussion would take place to decipher Joanna’s diet and whether that could have influenced her urinalysis result of 1+glucose, for example if she had been consuming high sugar content foods. If there is a positive diagnosis of GDM, Joanna would need to be made aware of the possible implications GDM may cause and the intrapartum care she would receive due to this diagnosis. As well as routine intrapartum care, maternal blood glucose measurements would be taken hourly and as GDM may cause hypoglycaemia of the neonate, neonatal blood glucose levels would be monitored postnatally (Gregory and Todd, 2013, p.116). If GDM is diagnosed the neonate will follow the hypoglycaemia pathway after birth as maternal diabetes is a risk factor, a blood glucose measurement will be taken at two hours of age, in order to cease the pathway two consecutive blood glucose readings greater than or equal to 2.6mmol/L would be required (Local Trust Policy, 2016c).

Considering the pathophysiology of essential hypertension, the exact cause of this altered health state is unknown however it is thought that many factors contribute towards increased blood pressure such as an incorrect balance between peripheral resistance and cardiac output, whereby there is an increased peripheral resistance amongst most people diagnosed with essential hypertension (Wylie and Bryce, 2016, p.11).

It is important that the midwife caring for Joanna ensures that she has been taking Methyldopa 250mg as prescribed at the correct times and doses, as she has presented at 34 weeks gestation with an elevated BP of 142/92mmHg, Methyldopa is an antihypertensive drug prescribed for people diagnosed with hypertension and is not known to be harmful in pregnancy (Joint Formulary Committee, 2017). As well as a BMI greater than 35, hypertension is also a risk factor for consultant led care (Local Trust Policy, 2016a). As there is an increased risk of the development of pre-eclampsia (PET) in pregnancy with pre-existing hypertension and an elevated BMI greater than 35, Aspirin 75mg daily from 12 weeks gestation until delivery is recommended to reduce this risk, the midwife would ensure that Joanna has been taking her medication correctly to rule out this being a contributing factor for her elevated BP (NICE, 2011, p.8).

Pre-eclampsia is defined as new onset of hypertension with proteinuria after 20 weeks gestation, common signs and symptoms include facial oedema, vomiting, nausea, blurred vision, epigastric pain and headaches (Townsend et al., 2015, p.253). Between 2013 and 2015 the maternal death rate was 0.13 per 100,000 maternities (MBRRACE-UK, 2017, p.10). It is important that midwives provide women with information regarding the signs and symptoms of pre-eclampsia and highlight the importance of women and their families being aware of these symptoms, all information or advice provided by the midwife must be evidence-based following the rules set out by the Nursing and Midwifery Council (NMC) (NMC, 2015, p.7). 

If pre-eclampsia is diagnosed in the antenatal period, this would influence events for the intrapartum period. Joanna would have continuous fetal monitoring, hourly BP readings and as syntometrine/ ergometrine can further increase BP, oxytocin would be recommended for active management of the third stage of labour (Webster et al., 2013, p.35). There are potential fetal complications associated with pre-eclampsia such as intrauterine growth restriction, neonatal death, stillbirth and other complications linked to a preterm delivery that Joanna would need to be made aware of (Mol et al., 2016, p.1001).

Due to the deviation from normal of a BP of 142/92mmHg at 34 weeks gestation, the midwife would recheck Joanna’s BP after 15 minutes ensuring an appropriately sized cuff is used to give a more precise reading and if Joanna’s BP settles after 15 minutes her BP would be repeated at 35 weeks gestation along with urinalysis (Local Trust Policy, 2015). If still elevated after 15 minutes, Joanna would be referred to the antenatal day assessment unit (ADAU) for a consultant review and a blood pressure profile (BPP) which is 4 manual readings 10 minutes apart using the same arm to give a more accurate representation of Joanna’s BP, if abnormal, a plan would be devised by the consultant and PET bloods recommended (Local Trust Policy, 2016b). PET bloods consist of a full blood count, renal function tests, liver function tests and potentially clotting studies, which along with urine tests are carried out to determine if PET is present (Bothamley and Boyle, 2017, p.917). NICE (2011) guidelines supports that pregnant women with pre-existing hypertension should aim to keep their BP below 150/100mmHg, therefore this may contraindicate a referral to ADAU, however seeking immediate advice from a healthcare professional is advised if any signs and symptoms of pre-eclampsia are experienced.

In conclusion it is important that midwives have a thorough understanding of complex needs and understand the relevant pathophysiology of these altered health states in relation to maternal care and wellbeing in order to identify and provide women with the appropriate support and care they would require throughout the perinatal period, ensuring the correct referrals are made when deviation from normal occurs. In this particular case Joanna had a medical history of a clinical diagnosis of essential hypertension; therefore the midwife caring for Joanna would have ensured that Joanna had been taking her medication correctly and that there were not any other factors that could have influenced her elevated BP reading at 34 weeks gestation. In order to ensure an accurate reading of Joanna’s BP was taken, the midwife would have repeated her BP and if still elevated referred her for a consultant review as this could indicate pre-eclampsia which would impact on intrapartum events and potentially the neonate, however had her BP reading settled there would still be a plan of care implemented in order to monitor Joanna closely for the rest of her pregnancy. Joanna has a high BMI therefore along with this and essential hypertension, her care would be consultant led, the midwife would have ensured that she had taken Folic Acid 5mg daily from 12 weeks gestation, had serial growth scans and an OGTT. The midwife would have recognised urinalysis of 1+glucose as a potential sign that could signal deterioration and referred her appropriately if there had been deviation from normal by glycosuria previously. These medical conditions can have an impact on pregnancy but can also be impacted on by pregnancy, therefore care planning and being able to recognise and rationalise actions taken when deviation from normal occurs is key.


Appendix 1 - Care Plan

	ASSESS

	PLAN
	Rationale of plan and ongoing care

	1. PHYSICAL NEEDS

	

	Review History

	-Review antenatal notes and identify risk factors 
at 9/40:
-Elevated BMI calculation of 37
-Essential Hypertension
	-To provide Joanna appropriate care, ensure referrals have been made and follow the correct care pathway.

	Elevated BMI Calculation of 37


	-Check a referral was made to CLC due to elevated BMI

-Encourage mobilisation and avoidance of dehydration

-Check Joanna was prescribed Folic Acid 5mg daily up to 12/40

-Check Joanna is aware of associated intrapartum risks 

-Check serial USS have been taking place








	-A referral to CLC at 9/40 as a BMI>30 increases the risk of developing GDM three times and is associated with a greater risk of developing pre-eclampsia.

-Increased risk of developing VTE, encouraging mobilisation and hydration is important.

-An increased dose of Folic Acid 5mg daily for any woman with a BMI>30 advised up to 12/40 to help reduce risk of neonates developing a NTD such as Spina Bifida, lower dose may be ineffective.

-Associated intrapartum risks include stillbirth, emergency LSCS and complications such as shoulder dystocia. There may be difficulties assessing maternal and fetal wellbeing in the intrapartum period, for example ensuring a CTG of good quality and performing vaginal examinations.

-Fetal growth can be affected potentially causing macrosomia, thus serial USS are recommended and should have taken place.

	Essential Hypertension

	-Ensure Joanna has been taking Methyldopa 250mg TDS at the correct times daily, Aspirin 75mg daily from 12/40 and establish whether she has been experiencing anxiety and stress

-Ensure Joanna is aware of increased risk of developing pre-eclampsia, signs and symptoms associated with the condition and potential risk factors

-As BP 142/92mmHg at 34/40 repeat BP manually in 15 minutes with an appropriately sized cuff, if still elevated refer to ADAU for a consultant review and BPP (4 manual readings, 10 minutes apart using the same arm)

-If Joanna’s BP settles after 15 minutes, repeat at 35/40

	-Ensuring medication is taken at the correct times and doses would suggest that this is not the reason for her elevated BP. Stress may contribute towards elevated BP.

-Due to pre-existing chronic hypertension and elevated BMI Joanna would have been referred to CLC as she is at increased risk of developing pre-eclampsia. Pre-eclampsia is new onset of hypertension after 20/40 with proteinuria. Common symptoms include blurred vision, epigastric pain, facial oedema and severe headaches. Associated intrapartum risks include placental abruption, IUD and preterm birth that Joanna would need to be made aware of.

-Repeating Joanna’s BP in 15 minutes would have given her time to relax and using an appropriately sized cuff would give a more precise reading. If BP still elevated Joanna would be referred to ADAU for a consultant review as this could be a sign of pre-eclampsia. A BPP would be taken to give an overall more accurate representation of her current BP, if abnormal, PET bloods recommended and a plan for ongoing care devised by the consultant.

-Due to Joanna’s pre-existing chronic hypertension she would have weekly appointments antenatally, therefore BP would be repeated at 35/40. In the intrapartum period Joanna would have hourly BP readings and continuous fetal monitoring.

	Urinalysis 1+Glucose at 34/40
	-Ensure Joanna had an OGTT at 24-28/40

-Discuss Joanna’s current diet, her increased risk of developing GDM and the possible implications of GDM

-Check there has not been 1+Glucose on urinalysis previously in this pregnancy, if not repeat urinalysis at 35/40

-If there has been 1+Glucose on urinalysis previously refer to ANC
	-As BMI>30 Joanna is at an increased risk of developing GDM, a condition whereby there is an intolerance to glucose, glycosuria may indicate undiagnosed GDM. An OGTT should have taken place by 28/40 to diagnose GDM.

-A discussion would take place to decipher Joanna’s diet and whether that could have influenced her urinalysis result, for example consuming food with high sugar content. GDM may cause hypoglycaemia of the neonate, pre-eclampsia and stillbirth, Joanna would need to be made aware of these if there is a positive diagnosis.

-If there has not been glycosuria previously, repeat urinalysis at 35/40 to confirm previous findings.

-If there has been 1+Glucose on urinalysis previously, at 34/40 a referral to ANC would ensue due to this deviation from normal, referral to the Diabetes Midwife would follow for home blood glucose monitoring. If readings outside normal range (fasting <5.3mmol/L, one hour postprandial < 7.8mmol/L) Joanna would be seen in Joint Diabetes/ANC, if readings normal there would be a review and a management plan devised by the consultant. If GDM diagnosed, in the intrapartum period blood glucose levels would be monitored hourly. 

	Routine Care 34/40
	-Take swab for MRSA

-Discuss fetal movements with Joanna, ensure Joanna is aware to seek advice if worried about fetal movements and document in notes

-Auscultate FHR with pinard and sonicaid for 1 minute

	-A swab is taken to test for MRSA, a bacterial infection. Results reviewed at 36/40 and antibiotics prescribed if positive.

-Fetal movements discussed to see if there have been any changes recently, this would be a good indicator of fetal wellbeing.

-Auscultate FHR with pinard and sonicaid for 1 minute to establish fetal wellbeing and provide reassurance.

	2. PSYCHOLOGICAL
NEEDS
	

	ASSESS
	PLAN
	Rationale of plan and ongoing care

	Mental Health 
	-Provide emotional support, directing Joanna to local support groups

-Observe for side effects of Methyldopa, consider repeating depression identification questions and a medication review
	-As Joanna’s obstetric history is G3 P1, she may have experienced a previous pregnancy loss or termination. Emotional support should be provided and signs of deterioration of mental wellbeing observed.

-Methyldopa is associated with depression, therefore signs of depression should be observed for. Consider repeating depression identification questions and a medication review with GP as Methyldopa is linked to postnatal depression. 

	Birth Preferences
	-Due to Joanna’s risk factors she would be advised to deliver her baby at a consultant-led unit, discuss other birth preferences

	-Although Joanna will be closely monitored in the intrapartum period due to her risk factors, birth preferences should be discussed as there may be factors that are important to Joanna that can be fulfilled in the clinical environment, benefitting psychological wellbeing.

	3. SOCIAL NEEDS
	

	ASSESS
	PLAN
	Rationale of plan and ongoing care

	Support

	-Ensure Joanna is aware of benefits she may be entitled to e.g. healthy start vouchers
	-As Joanna already looks after a child, works part-time and her partner works as a long distance lorry driver, she might require extra support at home. Joanna may be entitled benefits to support her such as healthy start vouchers, providing free milk, fruit and vegetables.

	Work
	-Ensure a risk assessment has taken place at Joanna’s workplace
	-As Joanna works as a part-time hairdresser working with chemicals, on her feet for extended periods of time, she should have had risk assessments at her workplace.



Identify potential intrapartum sequelae if any: 
-Anaesthetic complications
-Congenital abnormalities
-Emergency LSCS 
-Hypoglycaemia
-IOL 
-IUD
-IUGR
-LBW
-Long labour
-Macrosomia
-Malpresentation
-Placental abruption
-PPH 
-Pre-eclampsia
-Preterm birth
-SGA
-Shoulder dystocia – Brachial plexus injury
-Stillbirth
-Syntocinon for active management of 3rd stage as Syntometrine can further increase BP

Legend to support abbreviations:
+: Plus
<: Less Than
>: Greater Than
34/40: 34 Weeks Gestation
ADAU: Antenatal Day Assessment Unit
ANC: Antenatal Clinic
BMI: Body Mass Index
BP: Blood Pressure
BPP: Blood Pressure Profile
CLC: Consultant Led Care
FHR: Fetal Heart Rate
G: Gravida
GDM: Gestational Diabetes Mellitus
GP: General Practitioner
IOL: Induction of Labour
IUD: Intrauterine Death
IUGR: Intrauterine Growth Restriction
LBW: Low Birth Weight
LSCS: Lower Segment Caesarean Section
mg: Milligram
mmHg: Millimetres of Mercury
mmol/L: Millimoles per Litre
MRSA: Meticillin-resistant Staphylococcus Aureus
NTD: Neural Tube Defect
OGTT: Oral Glucose Tolerance Test
P: Parity
PET: Pre-eclamptic Toxaemia
PPH: Postpartum Haemorrhage 
SGA: Small for Gestational Age
TDS: Three Times Daily
USS: Ultrasound Scan
VTE: Venous Thromboembolism
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