[bookmark: _GoBack]For this assignment a case study will be used to identify key areas from Joanna’s medical history so that an appropriate care plan can be put into place for the antenatal period. From the scenario it is important to note that Joanna is a 32-year-old woman, who has been diagnosed with essential hypertension pre-conception. Joanna is taking Methyldopa 250mgs TDS due to her essential hypertension diagnosis. She is a non-smoker and only drinks alcohol socially. Her obstetric history concludes that Joanna is a Gravida 3, Para 1; having had a previous term pregnancy resulting in a normal vaginal delivery. When Joanna booked her pregnancy with the community midwife at 9 weeks gestation, her BMI was calculated as being 37 and her blood pressure was 130/80mmHg. A urine specimen was given, and a urinalysis showed there was nothing abnormal in the urine. At the 34-week appointment, Joanna’s blood pressure was slightly raised at 142/92mmHg and there was a +glucose in the urine. The key areas that will be discussed in this assignment are Joanna’s raised BMI and essential hypertension.
From the case study that has been given, there are two key areas that have been determined throughout Joanna’s antenatal care. These include Joanna having a raised Body Mass Index (BMI) of 37 and having been diagnosed with essential hypertension before any of her pregnancies, including the current pregnancy. Having a raised BMI in pregnancy can cause a lot of problems and it’s therefore important it to be identified at the booking appointment, and for any other medical history to be noted, so that an appropriate care plan can be put in place for Joanna.
[bookmark: _Hlk507502350]BMI is defined as weight in kilograms divided by the height in metres squared. The term BMI stands for body mass index and can determine whether somebody is of a normal weight, underweight or overweight during the booking appointment (Tiran, D. 2012). It can also be calculated closer to the end of the pregnancy so that the multidisciplinary team have an accurate calculation. A BMI of 20-25kg/m² is of a normal weight, below 20kg/m² is classed as underweight, over 25kg/m² is overweight and then a BMI of over 30kg/m² at booking indicates obesity. From the case study, Joanna’s BMI was calculated as being 37. This therefore indicates that Joanna is classed as obese. This should be documented correctly in the notes and the relevant policies and guidelines will need to be followed by the midwife, regarding appropriate antenatal care for Joanna (NMC, 2015). 
Essential hypertension is defined as having a persistent high blood pressure of an unknown cause but can be linked to being hereditary. When essential hypertension is diagnosed antenatally it is normally because the first trimester blood pressure is above 140/90mmHg. Throughout the pregnancy the condition can worsen, stay static or improve during pregnancy. There are dangers to having essential hypertension throughout pregnancy and the dangers can include; pre-eclampsia, eclampsia, cardiac or renal failure, placental insufficiency, placental abruption, subarachnoid haemorrhage, small for gestational age and stillbirths (Tiran, D. 2012).  
NICE 2013, have quality statements that refer to how health professionals should help women, who are having a higher risk pregnancy due to a predisposing factor(s). Pregnant women who have a Body Mass Index (BMI) at the initial booking appointment with the midwife of 30kg/m² should be offered personalised advice regarding the increased BMI by an appropriately trained health professional. This discussion will normally be had with the woman so that they are able to understand the importance of healthy eating and physical activity in helping manage their BMI. Healthy eating and physical activity is also important for the midwife to discuss with Joanna, this is part of a health promotion campaign and will help Joanna to understand the foods that she should be avoiding along with the foods that are good for her. Ensuring Joanna knows about light exercise is also important and this will mean that she may be able to manage her BMI or show signs that she is trying to without over exerting herself (NICE, 2013). 
Women like Joanna, who have a raised BMI will need to be prescribed 75mg of aspirin, to take daily from 12 weeks gestation until the birth of her baby, see appendix 1. This is because Joanna will be at higher risk of developing pre-eclampsia in her pregnancy as she has a BMI of over 35 kg/m² at the first booking appointment and Joanna also suffers from essential hypertension which is another factor that could cause pre-eclampsia (RCOG, 2010). Aspirin is important for women to have if they have an increased risk of pre-eclampsia as it will help to reduce this risk along with the risk of mortality and preterm delivery. Joanna should have already been prescribed aspirin and should be taking it once daily. It is important as the midwife, to go through the notes to ensure that Joanna has been prescribed aspirin and that she is taking it appropriately. The aspirin will then need to be reviewed post-delivery in the postnatal period to see whether Joanna has any risk factors that may mean she needs to take it postnatally. 
Raised maternal body mass index along with gestational diabetes mellitus have both been associated with poor metabolic adaptions in the mother, which can then lead to impacting fetal and neonatal wellbeing (NICE, 2015). The increased risks of having a raised BMI during pregnancy can not only affect the mother but can also affect or compromise fetal and newborn health and survival during extrauterine life. There are increased risks of Joanna suffering from a miscarriage during the first trimester and could also end up having a stillbirth. A raised BMI is also a contributing factor for pre-eclampsia in women, which could also lead to both macrosomia or intrauterine growth restriction (Martino, J. 2010). 
Joanna is currently taking 250mg of methyldopa three times daily (TDS) due to her essential hypertension pre-pregnancy. The methyldopa prescription may need to be reviewed throughout Joanna’s pregnancy as she made need an increased dose to help stabilise her blood pressure, if it continues to become raised. If Joanna’s blood pressure continues to be raised throughout her pregnancy, then it will be important to have the consultant review the Methyldopa prescription and they could increase it to a maximum of 500mg Four times daily (QDS) to stabilise her blood pressure as per local trust guideline (Khan, E. et al 2009). It is the midwifes responsibility to carry out weekly blood pressures to monitor the essential hypertension to ensure that it is not developing into pre-eclampsia. The appropriate sized cuff will need to be used to obtain an accurate blood pressure reading. Monitoring of maternal blood pressure is an important aspect of ongoing care for Joanna as blood pressure can be a factor of gestational diabetes mellitus or put her at an increased risk of pre-eclampsia. It is important for the midwife to have arranged consultant appointments for Joanna regarding her BMI and her essential hypertension (Plummer, M. 2009). This would then mean arranging for Joanna to have frequent growth scans as she will be put on the saving babies lives care bundle for the local trust site. 
Diet is an important part of health promotion within pregnancy and is also important to discuss with Joanna due to her essential hypertension and the +glucose that was found in the urine at the 34/40 appointment. Joanna can help control her blood pressure by having a balanced and healthy diet this includes preventing having glucose in her urine, by cutting down on sugary foods and drinks. This is because she is at an increased risk of developing gestational diabetes mellitus. She should be encouraged by her midwife and other healthcare professionals to lower her salt intake or substitute sodium salt to help control her blood pressure (NICE 2010). 
Essential hypertension should be monitored throughout the antenatal and intrapartum period. If blood pressure increases during pregnancy, it could lead to needing more intervention. If the blood pressure raises and there is proteinuria present on urinalysis it could be a sign of pre-eclampsia, this could then have an impact on fetal wellbeing and growth (Khan, E. 2009). Antenatal appointments need to be arranged in line with the local trust guideline regarding antenatal care. Where possible Joanna should receive and attend the same consultations with the midwife as other women unless there is a need to follow up or monitor her blood pressure. Local trust guideline 2009, states that a risk assessment tool needs to be used to determine the antenatal care pathway that should be followed regarding the care of Joanna. Due to Joanna having two risk factors at the booking appointment, a BMI of >35 and essential hypertension, Joanna should be under consultant led care. The midwife should have also followed up on this and referred Joanna for serial assessment of fetal weight from 26-28 weeks gestation up until delivery. The estimated fetal weight should then be plotted on the customised growth chart and this will give the multi-disciplinary team an idea of fetal growth and whether there is any intrauterine growth restriction (Rooth, C. 2016).
Delivery and birth plan should be discussed with Joanna with the midwife and the consultant. It is also important for the anaesthetist to be aware of the anaesthetic alert due to the raised BMI when Joanna comes into the delivery suite. It is advised that delivery should happen no later than 39-40 weeks gestation due to the risk of intrauterine growth restriction and the risk of the mother potentially having pre-eclampsia. Having a hypertensive disorder before pregnancy can lead to fetal compromise or perinatal mortality. This could be due to the fetus aspirating meconium prior to delivery, neonatal death or stillbirths could also occur due to Joanna’s comorbidities (Heazell, A. 2010). Due to Joanna’s BMI fetal monitoring in labour can also be extremely difficult so it is important to have a plan in place regarding monitoring. It may be recommended that a fetal scalp electrode is attached to the fetus’ head for an accurate monitoring of the fetal heartrate (Raynor, M. 2012). Induction of labour (IOL) will not be considered for Joanna based on her BMI but due to her having other comorbidities such as her essential hypertension (Thampi, P. 2016). IOLs can however increase the chance of Joanna having to have intervention from the doctors during her delivery, but all of this will need to be explained and documented in the notes by the midwife and the consultant when the discussion has been had (NICE, 2008). With regards to labour including the third stage, it is important for the midwife to be discussing a birth plan with Joanna and documenting in the notes during her antenatal appointment. It is important the third stage of labour has been discussed with Joanna (see appendix 1) due to her BMI and essential hypertension and that she is aware of the risk factors and why an active management of third stage is recommended with 10IU of oxytocin (Conway, D. 2011).
In conclusion there is an impact on fetal wellbeing with a raised BMI of more than 35 and having pre-existing essential hypertension during the antenatal period that can then have an impact on the intrapartum period too. These comorbidities can cause intrauterine growth restriction and can lead to the fetus being compromised. It is therefore important for Joanna to be given all the relevant information regarding her BMI and essential hypertension throughout antenatal, intrapartum and postnatal periods. As part of the antenatal care pathway for Joanna with her community midwife, it is important that she has been referred for serial growth scans, as she has one or more risk factor identified on the risk assessment tool for the local trust. This will help to ensure fetal growth isn’t being compromised and will also help the consultants to plan their care, especially for the intrapartum period, if they are having to do an IOL. IOLs are more common in women who have essential hypertension as this is a predisposing factor that can influence fetal wellbeing.  A care plan is extremely important aspect of midwifery care and should be in place for Joanna, so that all the multidisciplinary team are aware and can therefore tailor services to adequately support Joanna. 




























Appendix 1:	

	ASSESS
	PLAN
	Rationale of plan and ongoing care

	1. PHYSICAL NEEDS

	

	

Aspirin
	· 75mg of aspirin from 12/40 to delivery

	Women who are of an increased risk of pre-eclampsia, have a raised BP or BMI need 75mg of aspirin daily. It’s given to women to reduce the occurrence of pre-eclampsia, preterm birth and mortality. Joanna has essential hypertension which is classed as a high-risk for pre-eclampsia. At 34/40 Joanna should be on aspirin, so it’s important to go through her notes from booking through to her 34/40 appointment ensuring aspirin has been prescribed. If it has it’s important to ask if Joanna is taking her aspirin and encourage her to take it daily. It then needs to be reviewed after delivery to see whether there is any need for aspirin postnatally. 

	
Essential hypertension

	· Monitor BP weekly 
· Antihypertensive drug
· Arrange growth scans 
· Consider umbilical doppler 
· Consider delivery at 39-40/40
· Increase methyldopa to a maximum of 500mg QDS 
· Appropriately sized BP cuff


	BP’s will be taken weekly to monitor the essential hypertension and will need to be done using the correct sized BP cuff. The correct sized BP cuff will ensure that an accurate BP measurement is obtained. It is important to monitor BP as this is a factor that can lead to an increased risk of pre-eclampsia or GDM. 
Joanna’s methyldopa needs to be reviewed to see if the dose needs increasing to stabilise Joanna’s BP, can be increased to a maximum of 500mg QDS.


	
+glucose

	· Is this the first presentation of +glucose?
· Was OGTT organised? OGTT reviewed and documented 
· Random Blood Glucose (HbA1c)
· Urinalysis once a week



	Notes need reviewing to see whether an OGTT was booked at her booking appointment due to her raised BMI. If the OGTT was booked, then the results will need to be recorded at 34/40. If the OGTT was missed, then a HbA1c may need to be booked. Notes will also need to be reviewed to see whether this was the first presentation of glucose in the urine, if it is then speaking to Joanna about diet maybe something that needs to be considered as she may have eaten or drunk something sugary before her appointment. 









	Diet 


	· Encourage a low sodium intake by reducing or substituting sodium salt – reduce BP
· Encourage cutting down on sugar
	If Joanna has a sugary diet, then this could be the cause of the +glucose in the urine. It is important to talk to Joanna about her diet ensuring that she has been given all the relevant information following on from her booking appointment. A diet that is low in sodium or substituting sodium salt will help control her BP.

	

Consultant appointments
	· IUGR – Fetal Growth Scans and umbilical artery doppler from 28/40 to delivery
· SBL
· SGA
	Local trust policy states women with raised BMI and hypertension need to have serial growth scans every 2/52 from 28/40 as part of the SBL pathway due to an increased risk of IUGR. Ensure consultant led care has been initiated from the booking appointment as Joanna has an increased risk of miscarriage or an IUGR because of her BMI and essential hypertension
Management plan will need to be updated following consultant appointments if anything has changed. 



	
Raised BMI

	· 5mgs of folic acid daily
· SBL pathway
· Monitor for pre-eclampsia every 2/52 from 34/40 

	Having an increased BMI at booking will mean that Joanna would be on the SBL pathway as per the local trust policy. It’s important to look back at the notes from booking to ensure that Joanna started her 5mgs of folic acid. Notes should be checked to make sure that Joanna has been monitored for pre-eclampsia every 3/52 from 24/40 and then explaining that she will be monitored every 2/52 for pre-eclampsia from 34/40 due to her raised BMI and essential hypertension.

	
Fetal movements
	· Discuss fetal movements and what to do if concerned by pattern of movements.

	Ensure that Joanna has had all the correct information regarding fetal movements, including phone numbers for ADAU or Labour Ward in case there are any concerns. Reduced fetal movements can be a sign that the fetus is unwell so it is important for Joanna to get checked over and monitored if she is concerned.

	Blood results

	· Review 28/40 bloods
· Book a HbA1c 
	HbA1c can be used as a diagnostic test for GDM. Due to Joanna having +glucose in her urine it’s important to review blood results as she should have had her OGTT. This should have been arranged at booking due to her BMI of 37. If an OGTT wasn’t performed, then a HbA1c may need booking to see whether GDM is present, as 34/40 is too late for an OGTT.

	2. PSYCHOLOGICAL
NEEDS
	

	ASSESS
	PLAN
	Rationale of plan and ongoing care

	G3P1
	· Support
· Read notes from booking; query previous miscarriage/TOP/stillbirth
	Review notes from booking to see whether Joanna had a miscarriage, TOP or stillbirth and refer her to the support that is needed, such as speaking to a bereavement midwife or coni if there has been a miscarriage or previous stillbirth, as Joanna maybe fearful about delivery in this pregnancy depending on circumstances. 

	Support: essential hypertension
	· Information been given for essential hypertension
· Birth plan
	Ensure that Joanna has been given the appropriate information during her booking appointment or antenatal appointments regarding how to cope with having a raised BMI and essential hypertension while being pregnant. From 34/40 encourage Joanna to look at writing her birth preferences as delivery should be no later than 39-40/40. 

	3. SOCIAL NEEDS
	

	ASSESS
	PLAN
	Rationale of plan and ongoing care

	
Partner works away
	· Emotional support
· Signpost to local support groups
	Emotional support will be needed throughout pregnancy as her partner is a long-distance lorry driver. It’s therefore important that Joanna has support from others and recognises if she needs advice or has an issue that she can call LW or ADAU. Ensure Joanna is aware of local support groups with other women, so she doesn’t feel alone. This will help with emotional stability throughout the rest of her pregnancy and the postpartum period.

	
Antenatal classes/hospital tour
	· Organise a hospital tour of LW
· Ensure antenatal classes have been arranged
	Hospital tour of LW will help Joanna to feel at ease about where she will be giving birth and help to decide the type of delivery/analgesia she may want during the intrapartum period. It will help familiarise herself with the delivery suite. Antenatal classes should’ve been discussed at booking, a follow up may be needed to find out when they are happening. This will help with feeling more comfortable with the labour process and give information about the intrapartum period. This will also help her to meet other women that are due around the same time, which is good for socialising while her partner is working. 



Identify potential intrapartum sequelae if any: 

· Pre-eclampsia
· Early delivery 39-40/40
· IUGR – fetal compromise/perinatal mortality
· Fetal size: Macrosomia; larger neonates are associated with diabetic mothers and can also lead to the woman having to have an induction of labour before her EDD. This could mean Joanna has a prolonged labour, shoulder dystocia, birth injuries or could go for a caesarean section.
· SGA – hypertensive disorder before pregnancy; can lead to fetal compromise or perinatal mortality. This could be due to meconium aspiration, neonatal death or stillbirths due to Joanna’s co-morbidities. Fetal monitoring can be difficult in labour so it could be recommended for an FSE to be attached to the fetus’ head to help monitor heart rate accurately.
· Birth trauma; more likely with a IUGR fetus to obtain a first, second, third or fourth degree tear that will need to be sutured. 
· Sliding scale
· Paediatrician
· Oedema
· Query cord prolapse due to polyhydramnios
· CTG – query a FSE if CTG reading is poor due to loss of contact
· IOL – obesity will not be considered a valid reason for induction but because of Joanna’s other co-morbidities then IOL should be considered. IOLs will however increase the risk of Joanna having to intervention from the doctors.
· Fluid balance
· VTE
· Thromboprophylaxis/thromboembolism
· Risk of placental abruption
· Prematurity = hypertension
· Low birth weight = hypertension
· Respiratory problems: Due to a decrease in Joanna’s lung capacity can lead to maternal hypoxaemia and this can therefore compromise fetal oxygenation, and this could lead to complications and fetal hypoxia at delivery.
· Cardiovascular problems: Cardiac output is increased in pregnancy to maintain oxygenation adequately and this could then lead to coronary artery disease. Heartburn can occur in pregnancy and labour due to an increased acidity or aspiration of gastric contents. 
· Anaesthesia: with a raised BMI it can be more difficult to site an epidural and it could be difficult to administer spinal blocks. GA will carry higher risks of airway complications and perioperative mortality or morbidity.
· Postpartum haemorrhage: it is important to minimise thrombosis risk and achieve haemostasis. Due to Joanna’s BMI it could be difficult to balance and monitor the risk of bleeding due to the excess adipose tissue and the relaxed abdominal muscles. 
· Wound healing/pressure ulcers: Any wounds that Joanna may have during the intrapartum period is of a higher risk of infection due to the excess adipose tissue that she has. Any co-morbidities that she may have could also cause the healing process to take a little longer. 
· Active third stage – 10IU IM of oxytocin; this is recommended in order to help prevent a postpartum haemorrhage due to the excess adipose tissue and raised BMI and BP.

Legend to support abbreviations:
BMI = Body Mass Index
BP = Blood Pressure
CTG = Cardiotocograph 
FSE = Fetal Scalp Electrode
IUGR = Intrauterine Growth Restriction
SBL = Saving Babies Lives
ADAU = Antenatal Day Assessment Unit
SGA = Small for Gestational Age
LW = Labour Ward
GDM = Gestational Diabetes Mellitus 
OGTT = Oral Glucose Tolerance Test
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