


[bookmark: _GoBack]Caring for women with complex needs, involves creating an integrated care plan as the Midwife, alongside the multi-disciplinary team, to provide the most appropriate care and ensuring the best possible outcomes for the woman and neonate. A complex need is defined as medical/obstetric conditions which put the woman and the neonate at high risk, resulting in potential complications throughout pregnancy and childbirth (National Institute of Child Health and Human Development (NICHD), 2017). Complex needs are detected by identifying risk factors (Appendix 1), which ensures that the Midwife can; assess problems, investigate, consider diagnoses and make  referrals accordingly, to allow for a complex care pathway to be devised (Royal College of Obstetricians & Gynaecologists (RCOG), 2018, p.8). Joanna has 2 key risk factors; a medical history of essential hypertension which she is medicated Methyldopa 250milligrams three times a day (TDS) and her Body Mass Index (BMI) is 37kgm2. At 34 weeks Joanna presents with +1 of glucose in her urine and an elevated blood pressure (BP) of 142/92mmHg. Essential hypertension and raised BMI are significant risk factors for potential complications throughout pregnancy and child birth, which can have an important impact on her care pathway and the outcomes of the pregnancy. This essay is therefore going to discuss the care pathway for Joanna and the role of the Midwife, who primarily specialises in low risk care; in care planning, involving other members of the multidisciplinary team (MDT) and recognising deviations from normal, in order to make appropriate referrals once identified as a high risk pregnancy (Nursing and Midwifery Council, 2015). 
Joanna has a diagnosis of pre-existing essential hypertension and a raised BMI of 37kgm2, two significant complex needs that require close assessment and management throughout pregnancy, to detect any deviations and potential pregnancy associated conditions. Obesity is defined as a BMI greater than 30kgm2 due to the abnormal accumulation of body fat (Wylie and Bryce, 2016, p.178). A normal body weight is determined by a balance between the correct food intake and energy output of the body, by utilising calories we consume. An excess intake of calories produces too much for our body to metabolise and as a result is stored in the body as excess fat. Excess body fat then significantly causes our BMI to increase, posing further risks and strains on the rest of our body, inhibiting the regulation of cellular metabolic processes, such as insulin resistance and increases atherosclerosis; increasing the risk of hypertension and diabetes (Redinger, 2007). BMI is calculated by measuring weight and height, then using the formula BMI = Weight (kg) / Height (m2) giving a BMI measurement (Wylie and Bryce, 2016, p. 180).  
Essential hypertension in regards to pathophysiology is caused by multiple interrelated factors, which as a result causes an increase in blood pressure (BP), such as; age, stress and obesity (another risk for Joanna), which could consequently un-stabilise her BP as a result. Essential hypertension is also known as chronic hypertension and is pre-existing to pregnancy, where BP can be elevated to 140/90mmHg or higher. Physiologically the diameter of the arterioles is decreased, which leads to an increase in peripheral resistance of blood flow in the smaller arteries. Consequently, cardiac output and/or stroke volume is increased to meet the peripheral resistance of the arterioles (Waugh and Grant, 2014). As a result BP is increased to meet these demands and allow for metabolism of gases and nutrients within the body (Wylie and Bryce, 2016). Joanna’s raised BMI further reduces the diameter of the arterioles and alongside the normal physiological adaptations which occur due to pregnancy, such as; increased cardiac output by 40% to meet the demands of the developing foetus (Raynor et al., 2014), consequently causes further peripheral resistance. This pathophysiology highlights the importance of predicting and detecting deterioration of Joanna’s BP, due to the physiological demands of pregnancy. The Midwife has a role in assessing the potential risks associated with having a high BMI/BP at every point of contact throughout the antenatal period (Local Trust Policy, 2016).
The Midwife has a responsibility to review the antenatal notes in order to establish any key risk factors, ensuring all of the correct referrals have been made (National Institute for Health and Care Excellence (NICE), 2016). This identifies that Joanna’s BMI is 37kgm2. A BMI of 35kgm2 or above is to be recommended to have a Consultant led care pregnancy (Local Trust Policy, 2014). An appointment with a Consultant Obstetrician must be available prior to 20 weeks gestation in order for key risks to be reviewed and managed accordingly. A referral for an Anaesthetic review is not necessary unless BMI increases to 40kgm2. Early referral is essential due to an additional risk factor of essential hypertension (Local NHS Trust policy, 2014), which Joanna is medicated Methyldopa 250milligrams three TDS to control. Research suggests that Methyldopa is not harmful in pregnancy to the foetus; however there is a contraindication of depression (British National Formulary, 2016), which needs to be managed and reviewed by an Obstetrician. 
There are many additional conditions associated with having an increased BMI and essential hypertension, which need to be assessed at every point of contact. Joanna’s raised BMI puts her pregnancy at increased risk, due to the increased likelihood of developing; Gestational Diabetes (GDM) etc. (Appendix 1) (Ahluwalia, 2015). An increased BMI also significantly poses many other conditions associated with adverse intra-partum events potential problematic outcomes for the neonate (Appendix 1). Essential hypertension introduces a plethora of further risks for the pregnancy, such as; Pre-eclampsia (PET) and additional potential outcomes for the neonate (Appendix 1). This highlights the importance of identifying risk factors and ensuring appropriate referrals have been completed, alongside a devised plan of care by a Consultant Obstetrician, enabling the Midwife to assess and monitor deviations from normal and refer accordingly.
The Midwife has a role to advise pregnant women to take Folic Acid 5milligrams as a supplement once a day until 12 weeks gestation and Vitamin-D 10micrograms once daily throughout pregnancy. The benefits of these supplements should be explained to Joanna,  explaining that; Folic Acid can reduce the risks of having a new-born with a neural tube defect, which the risk is increased with having a BMI over 30 (NICE), 2014). Vitamin-D is recommended for all pregnant women, which can positively influence calcium balance and bone metabolism (Robson et al., 2014, p.2). For Joanna, due to her essential hypertension it is important that she is advised to take Aspirin 75milligrams once a day also from 12 weeks. Therefore, the Midwife must ensure Joanna is still self medicating the Vitamin-D and Aspirin once a day throughout the antenatal period. The Influenza and whooping cough vaccine should be recommended by the Midwife to all women, discussing the benefits and potential risks to mother and baby if not vaccinated. 
Joanna’s pregnancy is high risk, as her BMI and essential hypertension poses more associated problems which particularly require observation for GDM, PET and other associated outcomes for the neonate (Appendix 1). BP, urinalysis and foetal wellbeing must be assessed every 2 weeks following 28 weeks gestation, unless Joanna poses symptomatic beforehand in order to allow the Midwife to refer/escalate appropriately. The symptoms of GDM and pre-clampsia must be discussed with Joanna so she is aware when to seek medical help (Appendix 1).The Midwife must ensure the most appropriate size arm cuff is utilised when measuring BP to obtain a reliable and accurate value and that the urine sample is recent. The Midwife must also ensure that ultrasound scans for; growth, liquor volume and Doppler have been completed at 28-30 weeks and 32-34 weeks gestation, in order to thoroughly assess foetal wellbeing to diagnose any abnormalities in growth or blood flow to the foetus. It is important that at booking and upon each hospital admission that a Venous Thromboembolism (VTE) risk is determined via an assessment, combining risk factors which can contribute to the development of a VTE, as well as the risk of pregnancy itself. A score is then calculated. If a score of more than 2, then the Midwife has a role to refer to the HOBS clinic for assessment risk. If the score is more than 4, therapeutic Clexane will be prescribed by an Obstetrician once a day from 28 weeks, dose depending on weight. Rhesus status and antibodies must also be determined by antenatal bloods, with consent, at booking. This allows blood group and antibodies status to be identified, to establish if Anti-D injection is required at 28 weeks and also if blood for a Kleihauer test is to be taken at birth from the placental cord and maternal blood. 
A BMI over 35kgm2 is an indication for the Midwife to advise and arrange a glucose tolerance test (GTT) at 24-26 weeks gestation in order to evaluate Joanne’s insulin resistance, by reflecting the body’s ability to metabolise intake of sugar (NHS Choices, 2016). The Midwife then needs to review the GTT results within 24-48 hours (RCM, 2012). A normal GTT result is between 5.6 – 7.8mmol (NICE, 2016), if the result falls out of this range then a referral to the specialist Diabetic Midwife is required as diagnosis of GDM is confirmed. Consider carrying out an HbA1c test to ensure there is no underlying undiagnosed type 2 diabetes. Joanna must be informed of the results and explain the management and potential risks for her and the foetus. Dietary information should be given to Joanna and discuss the importance of regular exercise, within her own capability. It is important to inform women of the significance of monitoring/documenting blood glucose and recognising abnormal levels.
Joanna presents at 34 weeks gestation with a urine sample containing 1+ of glucose and a BP of 142/92mmHg. It’s important that the Midwife identifies if glucose in the urine has occurred on any other episode. If it’s the first episode then it is important for the Midwife to discuss the potential risk of GDM, providing dietary and exercise advice. If discovered to be the second episode, then review the GTT 28 week blood test results. It is then important to review if Joanna’s BP has been raised on any other episode and must be rechecked by the Midwife at the end of the appointment, to rule out any stress/anxiety related causes (NICE, 2017). Discuss with Joanna in regards to Methyldopa medication ad that she is still correctly self medicating, to disregard non-compliance. If the diastolic BP when rechecked is less than 90mmHg, without proteinuria, the interval before the next antenatal assessment must be reduced (Local Trust Policy, 2017). If the diastolic is more than 90mmHg, alongside the 1+ of glucose in the urine, then refer for day assessment to the Foetal Health Unit (FHU). Joanna must attend FHU within 48 hours, to carry out a full foetal assessment via cardiotocography (CTG), monitor blood pressure, obtain PET/PCR bloods and to send a midstream urine sample (MSU) to establish any signs of GDM/PET for a potential diagnosis (Townsend et al., 2015) . Ensure Joanna is aware of the importance of foetal movements and recognising any change in pattern or reduced movements, which if occurs, to call labour ward. An obstetrician can then review in order to document a devised plan of care and review medication to determine potential change of dose. The Midwife then has a role to organise weekly antenatal BP, urinalysis and foetal monitoring on the FHU to closely observe potential symptoms of GDM/PET as a result of Joanna’s raised BMI and essential hypertension until a documented plan for timing/mode of delivery. If GDM, review stability/documentation of daily blood sugars and discuss colostrum harvesting from 36 weeks.  It is important that Joanna has serial growth scans, due to the increased risk of growth abnormalities. Once BP is well controlled, women who suffer from severe hypertension should deliver between 34-36+6 week’s gestation. The Midwife must then refer for an obstetrician review, when any deviations from normal present.
During the intrapartum period there are many potential sequelae as a result of Joanna’s risk factors (Appendix 1), which can impact the plan of care for Joanna and neonate during the postnatal period. Consequently routine assessments must be continued, where BP should be measured daily for the first 2 days and once between days 3-5, due to essential hypertension, assessing for postnatal PET. Emotional mood/wellbeing must be assessed to identify potential mental health issues (Murphy, 2015). It is advised that Joanna continues to take antihypertensive medication as hypertension is pre-existing. Low molecular weight heparin may also be commenced/continued if score more than 2 post delivery. Renal and liver function tests should be carried out 4-72 hours post delivery. The neonate may require blood sugar monitoring and clinical observations if indicated, alongside promotion of early feeding.
To conclude, raised BMI and essential hypertension are significantly linked to each other. The risks associated can lead to potential issues throughout pregnancy and labour, by increasing the demands on the body which are exacerbated by pregnancy and a developing foetus. Consequently these increased risks can determine the outcome for Joanna and her baby. The Midwife has a role to assess, refer and manage risks and associated conditions alongside the MDT to detect deviations from the normal and work together to achieve the best outcomes as possible. 
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Appendix 1:
	ASSESS
	PLAN
	Rationale of plan and ongoing care

	· PHYSICAL NEEDS

	

	Review notes.
	· Review A/N notes from 9/40 to identify risk factors. 
· G3P1.
· Previous NVD.
	· To ensure that all correct referrals and care pathways have been made.

	Risk factors.

	Essential Hypertension:
· Refer for Consultant led care.
· 75mg Aspirin OD from 12/40.
· USS for growth/liquor volume/Doppler between 28-30/40 and 32-34/40.
· Anti-hypertensive medication - Methyldopa 250mgs TDS. 
· Monitor for PET = BP/urinalysis/oedema/headaches/visual disturbances/epigastric pain.


Raised BMI (37kgm²):
· Consultant led care.
· Appointment ≤ 20/40
· Arrange GTT 24-26/40.
· 5mg Folic Acid supplement OD until 12/40.
· GP to prescribe 10mcgs Vitamin-D OD.
· VTE calculation at booking, 28/40 and each hospital admission.
· Appropriate size BP arm cuff.
· Monitor for pre-eclampsia = BP/urinalysis – glucose/proteinuria.
· Influenza vaccine advised.
· Balanced diet/regular exercise.
· 2 weekly A/N assessments > 28/40.
· USS for growth and presentation.
· Discuss risks associated with raised BMI.
· Anaesthetic referral if BMI exceeds 40kgm2




GDM:
· Consultant led care.
· Shared care with specialist Diabetic Midwife.
· Serial growth scans.
· Monitor blood sugars daily and document.
· Colostrum harvesting 36/40.

PET:
· Consultant led care.
· Growth scans.
· Signs and symptoms of PET explained.
· PET / PCR bloods. 
· Weekly BP and urinalysis.







Rhesus status:
· If rhesus neg > Anti D required.
· Kleihauer after birth.
	
· Consultant to review medical/obstetric history and make a plan of care, due to increased risk of;
· PET
· SGA
· IUGR
· Stillbirth
· IOL/LSCS
· Review of USS.
· Review medications – Methyldopa not harmful in pregnancy - contraindication of depression.


· Early referral due to 1 additional risk factor for PET (pre-existing hypertension).
· GTT normal result = 5.6 - 7.8mmol, if abnormal > refer to specialist Diabetic Midwife for GDM.
· VTE > 2 refer to HOBS clinic for assessment of risk. VTE > 4 for Clexane OD from 28/40.      
· Increased risk of:
· Polyhydramnious
· Macrosomia
· Premature labour
· Shoulder dystocia 
· GDM
· PPH
· Issues with foetal monitoring
· IOL
· LSCS
· Anaesthetist to review spine / airway in case of obstetric emergency 



· Review of scans - growth, stability of blood sugar monitoring and foetal well being – document plan.




· Document a plan of care for the timing / mode of delivery.
· Birth 34-36+6/40 once BP controlled for women with mild – moderate hypertension.
· Increased risk of:
· Eclamptic seizures.
· IOL
· LSCS
· Stillbirth
· Quick delivery
· SGA
· IUGR
· Maternal death.



· Anti D injection at 28/40 and if any impact to the abdomen A/N.
· Cord blood and maternal blood at delivery – determine if more Anti D required.


	34/40 appointment.

	BP:
· 142/92mmHg
· Review notes of any other episodes.
· Re-check BP at end of appointment.
· Check Methyldopa still being taken.


Urinalysis:
· 1+ glucose.
· Review notes of any other episodes.
· Discuss diet – has she eaten sugar close to collecting sample?
· Review GTT results from 28/40.

Foetal wellbeing:
· Discuss pattern of foetal movements.
· Abdominal palpation: inspection, palpation, auscultation.
· Differentiate from maternal pulse – 68bpm.

Review 28/40 bloods/GTT results:
· Haemoglobin
· Platelets
· WBC
· MCV
· GTT
· Rhesus status / blood group / antibodies.

Alcohol consumption:
· Discuss with Joanna if she is still currently drinking alcohol socially.
· If yes - MASH referral. 
	
· If re-checked and diastolic <90mmHg / no trace of proteinuria – reduce interval of next community assessment. 
· If diastolic >90mmHg refer to FHU for assessment within 48 hrs, CTG and obstetric review – due to high risk of PET.


· 1st episode - explain findings and risk of GDM – provide diet / exercise advice.
2nd episode - GTT results > 7.8mmol refer to Diabetes Midwife.
· Consider HbA1c test – type 2 diabetes.


· Discuss importance of foetal movements and to recognise a change in pattern / reduced movements > seek advice / call LW.


· Ensure blood results are NAD.
· If deviate from the normal refer to GP for advice / treatment. 




· Discuss effects of alcohol > risks to unborn.
· Methyldopa increases the effects of alcohol. 


	FHU Assessment.
	· Within 48 hours.
· CTG.
· Obs – closely monitor BP.
· Urinalysis – PCR/MSU.
· Bloods.
· Obstetrician review > review assessment/medication to document a plan of care.
	· Establish any signs of PET/GDM – diagnosis.
· Full interpretation of foetal well being.
· Determine effect of methyldopa – review dose.

	BP and urinalysis.

	Weekly:
· Manual BP readings.
· Urinalysis – glucose / proteinuria.
· Foetal monitoring.
	

· Monitoring signs of PET/GDM.
· Any deviations > review by obstetrician.

	P/N care.
	· Routine assessments.
· BP daily for first 2 days.
· Once between day 3-5.
· Continue antihypertensive medication if required.
· Renal / liver function 48-72 hours after delivery.
	· Monitor for P/N PET.

	2. PSYCHOLOGICAL
NEEDS
	

	ASSESS
	PLAN
	Rationale of plan and ongoing care

	G3P1 – previous loss.
	· Miscarriage / stillbirth.
· Does Joanna feel emotionally well / supported?
· Anxiety?
	· May feel anxiety and throughout this pregnancy. 
· Consider more frequent appointments. 
· Does she require any more support?

	Mental health and emotional wellbeing. 

	· Questions should be asked at every point of contact.
· Observe for signs of P/N depression.
	· Previous loss and partner works away > assessing for any signs of mental health disorders.

	3. SOCIAL NEEDS
	

	ASSESS
	PLAN
	Rationale of plan and ongoing care

	Support.
	· Has 1 child at home and partner works away often. 
	· Determine Joanna is well supported at home throughout pregnancy and after birth – child care.

	Work.

	· Hairdresser – standing a lot through out the day.
· Risk assessments – chemicals.
· MATB1 form.
	· Ensure workplace has carried out risk assessments and made adaptations.
· Ensure her health and well being is considered.
· Maternity benefits.



Identify potential intrapartum sequelae if any: 
· Advised to birth in an Obstetric led unit under Consultant led care – homebirth strongly not advised due to increased risk factors. Input required from consultant in regards to on-going care throughout labour and for delivery > increased risk of instrumental delivery/ LSCS.
· CTG through labour – continuous CTG monitoring recommended due to risk factors that can compromise the neonate > abdominal monitoring may be inaccurate therefore FSE may be required.
· Pre-term labour – Essential hypertension / Raised BMI / risk of PET – Rapid onset of labour pre-term more likely and delivery can be required as early as 34/40 > neonatal team required at delivery due to compromised neonate - SGA / IUGR.
· IOL – more likely to be a plan of care due to increased risk factors, prevent maternal and neonatal complications.
· LSCS – Due to failed IOL, advised not to labour for longer than 48 hours. Neonate may be LGA / macrosomic. Malpresentation. Foetal distress.
· Instrumental delivery – Potentially due to raised BMI > macrosomia, shoulder dystocia, mal presentation, presentation unable to be identified. 
· PPH – Due to risk factors > increased risk of PPH.
· IV access – early access recommended due to increased risk of PPH > ready for any potential issues where IV may be required.
· Active 3rd stage – Recommended due to increased risk of PPH.
· Methyldopa – Must stop taking medication within 2 days of delivery if possible – IOL/EL LSCS.
· Epidural – Helps to manage BP and raised BMI > potential for EMLSCS, prevents spinal anaesthetic being required.

Legend to support abbreviations:

· /40 – 40 weeks gestation
· A/N – Antenatal
· BP – Blood pressure
· Bpm – Beats per minute
· CTG – Cardiotocography
· EL LSCS – Elective lower segment caesarean section.
· FHU – Foetal health unit
· FSE – Foetal scalp electrode
· GDM – Gestational diabetes mellitus
· GP – General practitioner
· GTT – Glucose tolerance test
· HbA1c – Haemoglobin A1c test
· IOL – Induction of labour
· IUGR – Intrauterine growth restriction
· IV - Intravenous
· LGA – Large for gestational age
· LSCS – Lower segment caesarean section
· LW – Labour ward
· MASH – Multi agency safeguarding hub
· Mcgs – Micrograms
· MCV – Mean cell volume
· Mg – Milligrams
· MmHg – Millimetre of mercury
· Mmol – Millimole
· MSU – Midstream specimen of urine
· NAD – No abnormalities detected
· Neg – Negative
· Obs – Observations
· OD – Once a day
· P/N – Postnatal
· PCR – Polymerase chain reaction
· PPH – Post partum haemorrhage
· SGA – Small for gestational age
· TDS – Three times a day
· USS – Ultrasound scan
· VTE – Venous thromboembolism
· WBC – White blood cells



