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Today’s midwife works in a wide variety of settings; demographic changes and lifestyle choices meaning she faces increasing challenges when caring for women who have underlying medical conditions that require obstetric and multidisciplinary care during the antenatal and intrapartum period (Department of Health (DH), 2010). 
For the purpose of this assignment, this essay will discuss the care pathway plan for Joanna. Joanna has Essential Hypertension (EH) and is on methyldopa 250mgs TDS. Her blood pressure (BP) was 142/92mmHG at her 34 weeks appointment. This indicates an elevation from her booking BP of 130/80mmHG. Joanna had a Body Mass Index (BMI) of 37 and a urinalysis report indicates +glucose. It is important that the midwife being the coordinator of care, plays a vital role to recognize those at most risk, monitor them regularly and understand the pathophysiology in order to intervene to avoid complications to the mother and fetus (Crocker and Heazell, 2010). This essay will discuss the pathophysiology of EH and obesity, the impact of these conditions on pregnancy and the impact of pregnancy on the medical conditions. The role of the midwife in care planning and the ability to rationalise actions taken when deviations from the care plan occurs.
Hypertensive disorders complicate ten to fifteen percent of pregnancies, making them the most common medical condition affecting pregnancy (Bothamley and Boyle, 2017, Hutcheon et al., 2011). Additionally, current statistics from the Mother and Babies: Reducing Risk through Audits and Confidential Enquires across the UK (MBRRACE-UK) (2016, Knight at al., 2016) reports show that hypertensive disorders of pregnancy are one of the direct causes of maternal death in pregnancy, although it is at the lowest ever recorded.
Essential hypertension is defined as BP exceeding 140/90mmHg before pregnancy or 20 weeks’ gestation or if the woman has normal BP but has been taking antihypertensive medication before pregnancy (Carson, 2017, Bothamley and Boyle, 2017). According to studies, the aetiology of essential hypertension is not known but there are many interrelated factors that can contribute to increase in BP; obesity, high sodium levels, increased renin levels, insulin resistance, genetics, age or chronic stress (Wylie and Bryce, 2016). A normal BP is dependent on a balance between cardiac output and peripheral resistance, conversely in EH there is a normal cardiac output but an increase in peripheral resistance due to an inappropriate decrease in the diameter of the arterioles (Webster et al., 2013). This leads to an increase in cardiac rate/stroke volume, increasing to produce a BP sufficient to overcome the resistance to get blood gases and nutrients to the cells of the body to enable metabolism to take place (Wylie and Bryce, 2016).
At her 34 weeks appointment, Joanna’s BP reading was elevated as compared to her BP during the booking appointment.  According to Webster et al (2013) in the first trimester of pregnancy, vasodilatation causes a drop in systemic vascular resistance which causes BP to fall in both normotensive and hypertensive women until late in the second trimester where women with essential hypertension will become hypertensive. 
To rule out physiological reasons, it is essential that the midwife takes into consideration that fluctuations in her BP reading can also occur because of some physiological reasons like anxiety, exercise and a full bladder (Nathan et al., 2015).It is therefore important that a few readings are taken, allowing time to rest in between to exclude these physiological reasons (Bothamley and Boyle, 2017). The National Institute for Health and Clinical Excellence (NICE) (2014) also recommends that the correct sphygmomanometer cuff be used with the woman in a sitting or semi reclining position to obtain accurate BP measurement and if reading still hypertensive then a referral to the Maternity Day Unit (MDU) as per local Trust guidelines (2016, NICE, 2011) for further investigation (Refer to appendix) as she may be developing superimposed pre-eclampsia. Evidence suggests that women with EH have a high pooled incidence of superimposed pre-eclampsia with significant proteinuria; urinary protein: creatinine ratio greater than 30mg/mmol or a 24 hour urine collection greater than 300mg protein (Braham et al., 2014). It is important that the midwife understands that although the diagnosis of hypertensive disorders are underpinned by measurement of BP and assessment of proteinuria, pre-eclampsia is a multi-system disorder that can manifest itself initially with proteinuria and a moderate BP reading (Bothamley and Boyle, 2017). It is therefore essential that the midwife has a detailed knowledge on the pathophysiology of PE and other hypertensive disorders, which will help her make effective assessment and enable timely recognition and referral (Harding et al., 2016).
A referral to MDU, will commence a management plan to check her BP half hourly for 4 times for a BP profile, to calculate the average Mean Arterial Pressure (MAP) (Local Trust Guideline, 2016). A recent study identified that a greater mean difference in the MAP is associated with the woman developing PE and Small for Gestational Age (SGA) neonate; this could be attributed to the maternal BP in the first trimester as a reduction in blood pressure can directly affect placental development (Panaitescu et al., 2017) Hence, monitoring of the fetal growth (refer to appendix) essential with the possible need for early induction of labour if the fetus is considered to be seriously compromised (Wylie and Bryce, 2016). It is essential that an assessment and discussion is held with Joanna to discuss the signs and symptoms indicative of Pre-Eclampsia Toxaemia (PET) (refer to appendix) to ensure that she seeks professional help if it arises (Bothamley and Boyle, 2017). If Joanna deteriorates and becomes eclamptic, 4mg bolus of magnesium sulphate will be administered (PROMPT, 2016). The midwife must observe carefully for signs of toxicity like thirst, warmth and flushing and patellar reflexes tested before each dose (Action on Pre-eclampsia, 2018).  
NICE (2014) recommends the use of antihypertensive drugs for women with EH before pregnancy to halve the rate and increase antihypertensive if there is an episode of severe hypertension (Local Trust Guidelines, 2016). However, further evidence suggests that the use of antihypertensive medications can jeopardize blood flow to the placenta resulting in Intra Uterine Growth Restriction (IUGR) and prematurity in the neonate (Von and Magee, 2010). It is the midwife’s role to ensure that a consultant referral has been made and Joanna is attending regular scans to assess fetal growth and wellbeing (refer to appendix).
A low dose of Aspirin 75mg is recommended from 12 weeks-20weeks gestation as a prophylaxis to reduce the risk of cerebrovascular thrombosis and early  onset of PE (NICE, 2010). However, some studies indicated that the prolonged use of aspirin is associated with risk of delayed labour, intrauterine growth retardation and can affect fetal heart, lungs or kidneys in the third trimester (Jordan, 2010). Moreover, some studies also argue that a low dose of aspirin 75mg has no effect, either beneficial or deleterious (Jordon, 2010).
 
Obesity is defined by world Health Organisation (WHO) (2015) as an abnormal accumulation of body fat, usually 20% or more over an individual’s ideal body weight, to the extent where it may have a negative effect on their health. The diagnosis of obesity is based on an individual’s Body Mass Index (BMI) and further stratified by class; Class I (30.0-34.9), class II (35.0-39.9) and class III (≥40 kg/m₂) (Ramsey et al., 2018). A healthy weight is identified by a BMI between 19 and 25 in healthy adults, with obesity usually considered to be a BMI greater than or equal to 30 (World Health Organisation (WHO), 2015). In the MBRRACE (2016) report about 33% of maternal deaths were related to obesity and has been shown to be associated with higher odds of maternal death in the UK with its effect primarily manifested through comorbidities (Knight et al., 2016). 
Obesity in pregnancy is associated with a number of adverse outcomes for women and the developing fetus; miscarriage, thromboembolism, gestational diabetes, PE and Post-partum Haemorrhage (PPH) (Forster and Hirst, 2014). In addition to maternal risk, fetal morbidity and mortality is increased; still birth, fetal congenital anomaly and neonatal death (Wylie and Bryce, 2016). It is therefore the midwife’s role to identify these risk factors, support women where modified behaviours can reduce risk and advise women and their families on having a safer pregnancy (Sands, 2017). However, most midwives do not feel confident in addressing issues around obesity so they absolve themselves of the responsibility (Forster and Hirst, 2014).
It was established during the booking appointment that Joanna’s BMI was 37 and therefore falls into the category classified as Class II obese (35-39.9), by virtue of this risk Joanna has to be referred for obstetric led care and a dietician (see appendix) for a management plan (Local Trust Guideline, 2016). Unfortunately, dietician services are stretched in the NHS; therefore the midwife is the professional to offer weight advice (Wylie and Bryce, 2016). Maternal obesity is associated with an increased risk of gestational diabetes due to increase in insulin resistance. As a result of continual production of counter regulatory hormones by the growing placenta, insulin resistance increases throughout pregnancy (Ulla et al., 2016). Joanna presenting with a +glucose at her 34/40 weeks antenatal appointment can be ignored if it is the first time, however, she requires further investigation if it is her second time (Local Trust Guidelines, 2014). A Glucose Tolerance Test (GTT) should have been done at 26-28 weeks gestation as per Trust guidelines (2016) and if there is persistent glycosuria more than six weeks of normal GTT results, then another GTT is required before 35/40. A diagnosis of GDM is made with fasting plasma glucose level of 5.6 mmol/litre or above or 2 hour plasma glucose level of 7.8 mmol/litre or above. However, an HbA1c and fasting blood glycose test can be arranged from 36/40 if glycosuria present to measure glycated haemoglobin; this will reflect Joanna’s average blood glucose level over a period of weeks and aid in management to reduce risk to the neonate (Diabetes. co.uk, 2018).
If Joanna is diagnosed of GDM, then an obstetric-diabetic referral has to be made for an antenatal and intrapartum care plan initiated to manage glycaemic control during the antenatal, intrapartum and postpartum period (Local Trust guideline, 2014). Furthermore, due to her obesity leading to higher insulin resistance and hyperinsulinaemia, this results in increase in lipids available for fetal growth and development which can result in macrosomic neonate who are at risk of shoulder dystocia, traumatic birth and fetal death (Ulla et al., 2016, Baur et al., 2017 an). Local trust Guidelines (2016) recommends ultrasound scans (refer to appendix) and fetal weight plotted on a customized growth chart and managed according to the fetal growth guideline. With an increasing number of women being obese or overweight before conception, midwives have a critical role to support dietary and weight management throughout pregnancy, by advising women to carry out moderate intensity activity every week to reduce morbidities associated to obesity (Royal College of midwives (RCM), 2017).
The Royal College of Obstetricians and Gynaecologists (RCOG) (2010) recommends that all women with obesity who wish to become pregnant should be advised to take 5mgs of folic acid supplementation one month before conception and continue during the first trimester of pregnancy to reduce maternal folate deficiency; which is associated with fetal congenital malformations (Scholl and Johnson, 2000). However, research suggests that most women who are obese do not seek care or advice until they are pregnant (Philips, 2012) 
NICE guidelines on antenatal care (2015) advocates Vitamin D supplementation for pregnant women with a BMI of 30 or higher to prevent skeletal malformations, poor muscle tone and reduced kidney and parathyroid gland function (Jewell, 2017). Other studies suggest that women predisposed to PE should be encouraged to increase their vitamin D intake because a deficiency may contribute to the disease (Hypponen, 2013). It is essential that the midwife discusses and educates Joanna on the benefits of good nutrition and supplements for a good maternal and fetal health (Jewell, 2017).
With combined physiological changes of pregnancy and obesity, there is an increased rate of dysfunctional labour, assisted delivery and caesarean section; which can affect the anaesthetic management and care during labour (Collins et al., 2013). Additionally, there is an increased risk of intraoperative complications and anaesthetic complications such as failed intubation and wound infections (Gupta and Faber, 2011). However, these may be caused by defensive care given to women in labour, by labouring and giving birth on a bed restricting pelvic diameters (Wylie and Bryce, 2016). Locally, women with a BMI less than 40 are not routinely referred for anaesthetic review unless otherwise indicated (Local Trust Guideline, 2016) but labour and birth are planned for in an obstetric led unit because of difficulties in monitoring and identification of fetal poles and presentation (NICE, 2015).
Essential hypertension and maternal obesity are associated with a high incidence of adverse pregnancy outcomes, not only for the woman but it also impacts the health of the neonate leading to increased childhood health complications (Wylie and Bryce, 2016). Midwives being promoters of health have a responsibility to recognise and respect the contribution that women make towards their health and wellbeing, and pay attention to promote wellbeing, prevent ill health, meet the challenging health and care needs of women and refer women on time to other Multidisciplinary team (NMC, 2015).











                                          
Appendix
	ASSESS
	PLAN
	Rationale of plan and ongoing care

	1. PHYSICAL NEEDS

	

	
34/40







	· Review Joanna’s antenatal notes and clinical history
	· It is the midwife’s responsibility to ensure that Joanna is on the correct care pathway by working with other multi-disciplinary teams to devise an appropriate management plan for her antenatal and intrapartum care. 


	
	· History noted. 
· Elevated BMI.
· Establish if consultant referral made
	· To ensure correct plan of management initiated from booking appointment as Joanna has an increased risk of miscarriage and congenital abnormalities due to her elevated BMI.


	
	· USS Serial growth scans (28/40, 32/40, 36/40) 

	· Trust policy states that women with elevated BMI and hypertension have an increased risk of IUGR; SGA therefore need to have growth scans 2/52 from 28/40.


	
	· Anaesthetic referral.

	· Having an elevated BMI increases Joanna’s risk to having a caesarean section during delivery. An anaesthetic review will enable a management plan to be put in place for intrapartum care.

	
	· Essential Hypertension; on Methyldopa 250mgs TDS
· Monitor BP weekly with appropriate cuff size 
· Increase Methyldopa to maximum 500mg QDS

	· Joanna has essential hypertension and Methyldopa is an anti-hypertensive used to treat High blood pressure in pregnancy and safe to use. Her BP will need to be taken weekly to monitor. 
· A consultant referral is necessary to review her medication and amend if required.


	





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

	· Ask Joanna if she is still taking aspirin; Women who have raised BP and ↑BMI have an increased risk of Pre-eclampsia. Aspirin is given to reduce the occurrence of clotting in the blood. As Joanna has essential hypertension, her platelets are more liable to clot and aspirin has a calming effect on platelet activity inhibiting the clotting tendency.   


	
	· Folic Acid 5mgs OD

	· Women with ↑BMI have an increased risk of fetal congenital abnormalities, Neural Tube Defects like spina bifida with admissions to Neonatal Units postnatally. It is important to ask Joanna if she is taking it and encourage her to do so daily.


	
	· Vitamin D

	· Ascertain if Joanna still taking Vitamin D. As Joanna’s BMI ≥ 30 she is at increased risk of Vitamin D deficiency which can cause rickets.


	


	· Check GTT results (26/40)

	· Joanna should have had a GTT done at 26/40 due to her ↑BMI. The GTT results should be 5.6mmols/L for fasting and 7.8mmols/L after oral solution consumed. Referral to consultant if results above perimeters.

	BP 142/92mmHg

	· Retake BP in 10-15minutes manually with an appropriate cuff size.

	· The correct sized BP cuff will obtain an accurate BP measurement and help initiate a plan of management if BP remains elevated.


	
	· If BP reading normal, midwife to review at home within 48 hours.

	· If BP reading normal, extra monitoring is recommended for early detection of Pre-eclampsia and to ensure Joanna BP measurement within normal parameters.  


	
	· If BP remains hypertensive, refer same day to MDU for BP profile and PET bloods (FBC, LFTs, Uric Acid, U&Es, and Clotting). 

	· Essential hypertension can cause poor placentation which can result in fetal growth restrictions. A referral to MDU will escalate treatment and monitoring to reduce deterioration. If Joanna’s condition deteriorates with her Mean Arterial Pressure above 120. if Joanna becomes eclamptic, then magnesium sulphate will be administered. 


	
	· Establish from Joanna if next appointment for Ultra Sound Scans (36/40) arranged.

	· To assess amniotic fluid, fetal growth and efficiency of the umbilical artery.
Poor placentation reduces the transfer of nutrients, respiratory gases and water from maternal tissues to the fetus resulting in FGR, which increases the risks of SGA, IUGR and fetal compromise.


	
	· Assess and discuss with Joanna symptoms indicative of PET; headaches, visual disturbances, oedema of hands, feet and face and epigastric pains with or without vomiting.
	· To ensure that she is aware of the symptoms and signs of pre-eclampsia and to seek professional advice if it arises.


	Urinalysis + glycose

	· Ascertain if this is the first time that glycosuria has presented.

· If first time, review in two weeks to establish whether glycosuria present.

· If second time presenting, consider booking GTT before 35/40.

	· If glycosuria presenting twice then a further management plan can be put in place.
· Advice regarding sugary drinks and food high with sugar content. 

· To assess how well the body is regulating glucose levels as this may be an indication that Joanna maybe developing GDM.


	
	· Arrange HbA1c fasting blood glycose test if glycosuria present from 36/40.

	· Although +1 glucose is not a concern, Joanna’s elevated BMI increases her risk to GDM which increases the risk to the fetus; macrosomia, polyhydramnios and pre-term labour.


	
	· Discuss diet and refer to dietician if needed.

	· Advice Joanna to reduce the consumption of foods that have high sugar content and ensure all relevant information given at booking.   


	Routine Antenatal Care 

	· Discuss fetal movements, auscultation.

	· Ensure that correct information has been given to Joanna regarding fetal movement and triage phone numbers for MDU and Labour ward. Reduced fetal movements can be an indication for an unwell fetus so it is important that Joanna knows who to contact to get checked if concerned.


	
	· Discuss and provide relevant information offered to all women with elevated BMI.

	· To ensure that Joanna has been provided with information needed to make an informed choice and decision for herself and the fetus.


	
	· Inform Joanna to prepare her birth plan for next appointment 36/40
	· To empower Joanna to be able to communicate her wishes and preferences during labour.   


	
	· Enquire from Joanna if still consuming alcohol.
· If she is, sensitively discuss the risk factors to herself and the fetus. 

	· Joanna disclosed at the initial contact that she was a social drinker. 
· Discussing the risk factors to the fetus; cerebral palsy and fetal alcohol syndrome may help Joanna make an informed choice to stop drinking alcohol.   


	
	· Inform Joanna to prepare her birth plan for next appointment 36/40
	· It is the role of the midwife to identify, support and signpost women to local groups.
· Women who suffer domestic violence are at increased risk of miscarriages and pre-term birth.

	2. PSYCHOLOGICAL NEEDS
	

	ASSESS
	PLAN
	Rationale of plan and ongoing care

	Previous Pregnancy
G3P1
	Explore past obstetric history for fetal loss; date, spontaneous miscarriage, TOP (medical or personal).  
	· To offer Joanna emotional support and refer to the bereavement midwife or Birth Afterthoughts if there has been a miscarriage or previous stillbirth, as she may be concerned about current pregnancy and delivery.

	3. SOCIAL NEEDS
	

	ASSESS
	PLAN
	Rationale of plan and ongoing care

	Partner long distance lorry driver


	· Ascertain if Joanna has emotional support at home; family and friends.





· Enquire support at home during perinatal period.  

	· As Joanna’s partner is a long distance lorry driver, she will need emotional support throughout pregnancy. It is therefore important that Joanna is aware of local support groups that she can access throughout her pregnancy and the postpartum period.
· May need support with eldest, advice on Sure Start grant and extra postnatal visits from midwife if needed.

	Risk assessment at work

	· Enquire if Joanna has had a risk assessment at work.
	· To ensure that Joanna’s work place are aware of her pregnancy and a risk assessment in place.







Identify potential intrapartum sequelae if any: 

· Labour can be induced at 37 weeks or earlier if BP is uncontrolled or antenatal complications develop. 
· Hourly BP monitoring and administration of hypertensive drugs adjusted if BP fluctuates.
· continuous pulse oximetry and hourly respiration rate 
· Continuous fetal monitoring. 
· Strict attention to fluid balance
· Indwelling urinary catheter; measure output hourly and check for proteinuria  
· Involve woman and family in all aspect of care.
· Analgesia: epidural  may be preferred as this lowers BP
· Ranitidine antacid therapy if LSCS anticipated.
· Paediatrician to be  present at birth and resuscitaire in the room
· Inform registrar of changes if condition deteriorates. 
· Ergometrine and syntometrine should be avoided in the third stage as these are vasoconstrictors. 
· Normal birth may be anticipated by ARM and IV syntocinon to ensure good progress of labour and caesarean section for obstetric reasons only. 
· Breastfeeding should be encouraged and medication reviewed postnatally. 
· Magnesium sulphate should be used if epileptic fit occurs
· Hartman’s used with syntocinon
· TED stockings (VTE)
· Thromboprophyaxis/ thromboembolism
· Sliding scale
· Placenta abruption
· Postpartum Haemorrhage 
· Shoulder dystocia
· Neonatal hypoglycaemia
· Neonatal Unit
· IUGR
· IOL
· Caesarean section
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