[bookmark: _GoBack]This assignment will discuss Joanna, a 32-year-old multigravida with one previous vaginal delivery. Her medical history includes diagnosis of essential hypertension for which she takes Methyldopa 250 micrograms (mgs) three times a day. At booking, Joanna’s body mass index (BMI) was calculated at 37 and her blood pressure (BP) was 130/80 millimetre of mercury (mmHg). Her pulse was 72 beats per minute (bpm) and urinalysis reported no abnormality detected (NAD). Joanna has now presented at her 34-week appointment and her BP is now 142/92mmHg, pulse 68bpm and urinalysis reports one plus (+) of glucose. 
Midwives are lead professionals in straightforward, uncomplicated pregnancies, yet for women with complex pregnancies, the midwife will provide holistic care whilst working in partnership with the multidisciplinary team to deliver individualised, evidence-based care to women. Joanna’s midwife will have referred her to consultant led care due to her raised BMI and essential hypertension (National Institute of Health and Care Excellence (NICE), 2008). Good communication between professionals is key to multidisciplinary working and each professional is accountable for clear and effective communication (Nursing and Midwifery Council (NMC), 2015; Kennedy et al., 2010). This assignment will discuss the immediate and long-term care pathway for Joanna and the impact of raised BMI and hypertension in pregnancy. It will aim to identify risks associated with these conditions and devise an individualised care plan for Joanna to ensure the best outcome for her and her unborn. 
The World Health Organization (2018) calculate BMI with the equation of weight in kilograms divided by square root of height in metres (kg/m2). BMI is the most widely used tool to estimate increased health risks associated with excess adipose tissue. The midwife will record maternal weight and height at booking to enable BMI calculation. Maternal obesity is defined as a BMI equal of above 30kg/m2 with further classification of obesity as a BMI of 30-34.9 class I, 35-39.9 class II and over 40 Class III (Modder and Fitzsimins, 2010).  
There are varying factors which can cause an individual to gain weight such as hormone imbalance or medication. When a greater number of calories is consumed than the body requires to function, an individual will gain weight which is stored in the adipose tissue. Adipose tissue is essential in maintaining temperature and storing energy however obesity occurs when there is an excess amount (Rankin, 2017).
The latest Maternity Services Monthly Statistics for September 2017 identified 21% of women were classified as obese at their first antenatal contact (Health and Social Care Information Centre, 2018) which would indicate lack of preconception information reaching women regarding increased risks associated with maternal obesity. The midwife should advise Joanna about the benefit of a healthy diet and physical activity and signpost to appropriate sources for support and advise. There are no current evidence-based guidelines on appropriate weight gain during pregnancy however it is important women are discouraged from dieting in pregnancy due to negative impacts on the fetus (NICE, 2010a). All discussions should be documents in Joanna’s medical records (NMC, 2015).
Pregnancy is a life event in which women are receptive to make changes to optimise their wellbeing. Adhering to The Code, midwives should promote wellbeing throughout all stages of life (NMC, 2015). By facilitating multiple antenatal contacts, midwives have ideal opportunities to sensitively address maintaining a healthy lifestyle during pregnancy. Despite this, the issue is often neglected due to embarrassment on the part of the midwife or the women (Bird, 2014). 
There is growing evidence that maternal obesity is associated with adverse outcomes for both mother and fetus such as pregnancy induced hypertension, gestational diabetes mellitus (GDM), thromboembolism, wound infections, fetal congenital abnormalities, stillbirth and neonatal death (Centre for Maternal and Child Health Enquires (CMACE), 2010; Wylie and Bryce, 2016).  Additionally, there are increased risks in the intrapartum period – see appendix 1. With knowledge that women with a raised BMI are at increased risk of caesarean section, Joanna may benefit from antenatal contact with an anaesthetist (Raynor et al., 2012) however Local Trust Policy (LTP) (2014a) only offers this service to those with a BMI over 40. Care settings should provide adequate equipment to facilitate birth for those with a raised BMI, more so as it would be recommended that Joanna labour in a hospital setting (Modder and Fitzsimons, 2010). The midwife will should discuss place of birth with Joanna allowing her to make an informed choice on where she chooses to give birth (Kennedy et al., 2010). Joanna should have commenced 5mg folic acid prior to conception until 12 weeks gestation and should continue to take vitamin D throughout pregnancy and breastfeeding - see appendix 1 for rationale.
With a BMI above 30, Joanna is 3 times more likely to develop Gestational diabetes mellitus (GDM) (CMACE, 2010). GDM can be defined as a carbohydrate intolerance in pregnancy. (Wylie and Bryce, 2016). When the body is in a hyperglycaemic state the increase of blood glucose stimulates the pancreas to secret insulin, targeting specific cells to utilise the glucose. In pregnancy there is an increased resistance to insulin which allows for the fetus to receive adequate supplies of glucose. If the insulin resistance becomes too great, the target cells fail to utilise the glucose and the body remains hyperglycaemic. Furthermore, glycosuria may be present. With high blood glucose levels, the fetus receives an increased amount of glucose potentially resulting in macrosomia.  The women may also develop polyhydramnios due to fetal osmotic diuresis (Rankin, 2017). Subsequently, there are many intrapartum risks for both the women and the fetus – see appendix 1. 
To detect GDM, Joanna should have been offered an oral glucose tolerance test (OGTT) at 28 weeks due to her risk factor of a raised BMI (LTP, 2016; NICE, 2015a). As Joanna has now presented with a glycosuria the midwife should check the OGTT results to ensure correct pathway has been initiated if her results suggested a diagnosis of GDM. NICE (2015a) recommend further testing for GDM if women present with glycosuria of 2+ or above on 1 occasion or 1+ or above on 2 or more occasions. Due to Joanna’s increased BMI, as an autonomous practitioner the midwife may refer for further testing at the first presentation.
Thromboembolic disorders remain the leading cause of direct maternal death (Knight et al., 2017). All pregnant women are at an increased risk of developing venous thromboembolism (VTE) due to hypercoagulability and the stasis of blood flow (Wylie and Bryce, 2016). Joanna is at an increased risk of developing venous thromboembolism due to her raised BMI (see appendix 1). A risk assessment should be completed by the midwife at booking, 28 weeks, 36 weeks and at any hospital admission to ascertain if Joanna will benefit from commencing prophylactic lower weight molecular heparin (LWMH). A risk assessment after delivery is imperative due to factors which further increased risk such as caesarean section or current pre-eclampsia (LTP, 2014b). Parunov et al. (2015) suggests pre-eclampsia increases the risk of a VTE due to damage to the vessel walls. Intervention in the form of LWMH would not be necessary when presenting with only one risk factor however the risk can further be reduced by remaining active and well hydrated. The midwife should advise Joanna to seek medical advice if any signs and symptoms develop such as calf pain and redness accompanied with shortness of breath (LTP, 2014b). 
Joanna has a pre-existing diagnosis for hypertension which is often co-morbid with obesity (Landsbery et al., 2013). Hypertension is defined as a systolic BP of 140mmHg or above and a diastolic BP of 90mmHg or above. Hypertension in pregnancy can be termed essential hypertension if pre-existing or present before the 20th week of pregnancy (Wylie and Bryce, 2016). BP is the pressure exerted on the blood vessel walls and usually reflects the pressure in the arteries. BP can be affected by physical factors such as blood volume and viscosity or structural changes in the blood vessels. To meet the increasing demands of pregnancy, cardiac output is increased by 40% due to the enlarged uterus and placental bed. Ordinarily, BP would increase with increased cardiac output and blood volume however during pregnancy these changes are counteracted by the effects of progesterone which causes a decrease in peripheral resistance through vasodilation. This in turn lowers the BP from the pre-pregnancy values. BP gradually increases back to these pre-pregnancy values when increasing blood volume reaches its maximum amount during the third trimester (Rankin, 2017). Due to these effects, a raised blood pressure at booking is abnormal in view of the hypotensive changes of pregnancy. At booking Joanna’s BP is stable with use of Methyldopa 250mg TDS, however it important the consultant or GP reviews Joanna’s antihypertensive medication (NICE, 2010b). 
Hypertensive disorders remain a leading cause of maternal death however are at currently at their lowest recorded rate (Knight et al., 2017). The cause of essential hypertension is unknown and is generally asymptomatic, complicating 1-5% of all pregnancies (Wylie and Bryce, 2016). Hypertension is associated with adverse outcomes for mother and fetus in pregnancy. This includes increased risk of pre-eclampsia, placenta abruption, preterm delivery, intrauterine growth restriction (IUGR) and stillbirth (Rankin, 2017). It is important to monitor fetal wellbeing and growth in women with hypertension due to the restricted blood flow to the placenta therefore ultrasound scans and doppler studies should be offered (LTP, 2017). Additionally, due to Joanna’s increased BMI, fundal height measurements may not be accurate, resulting in the midwife having difficulty in identifying fetal lie and assessing fetal growth (LTP, 2014a). 
Due to Joanna’s existing hypertension diagnosis and her raised BMI, she should be made aware of her increased risk of pre-eclampsia. NICE guidance (2010b) recommend women take 75 milligrams (mg) of aspirin due to the anticoagulant properties. Conversely, Roberge et al. (2018) suggests Aspirin can only reduce the risk of preterm pre-eclampsia and the dose should be ≥100mg. 
Pre-eclampsia is defined as hypertension with the presents of proteinuria (Wylie and Bryce, 2016). Pre-eclampsia is specific to pregnancy however the underlying pathophysiology of pre-eclampsia remains unclear. Research indicates that it is related to poor placental implantation which results in constricted vessels delivering blood to the placenta causing ischemia (Rankin, 2017). 
At each antenatal contact the midwife will assess blood pressure and urinalysis to detect deviation from normal values (NICE, 2008). The midwife should ensure she is using the correct size BP cuff as incorrect cuff size can allow for incorrect readings. Joanna has presented with a raised BP of 142/92mmHg however diagnosis should not be made based on an isolated reading, therefore the midwife should continue the appointment and take a repeat BP reading at the end of the appointment. If proteinuria is absent and Joanna is asymptomatic the midwife should arrange a home visit within 48hrs to recheck BP and plan further care (LTP, 2017). Due to the severity and rapid deterioration of women with pre-eclampsia, it is important the midwife discusses the signs and symptoms of pre-eclampsia with Joanna. The midwife should advise Joanna to contact labour ward if experiencing headaches, visual disturbances, epigastric pain or oedema (LTP, 2017). The midwife must also discuss Joanna’s perception of fetal movements and their importance as a significant reduction or alteration of fetal movements is associated with poor perinatal outcome (Royal College of Obstetricians and Gynaecologists, 2011). 
If BP is stable at the home visit, Joanna’s midwife should arrange weekly appointments to monitor BP and perform urinalysis. If her BP remains raised Joanna should be referred to the local hospital for further investigation, blood tests and obstetrician review. Blood results of full blood count, kidney function, electrolytes, transaminases and bilirubin can indicate any derangement from normal pregnancy values (LTP, 2017; NICE, 2010b). If blood pressure continues to rise, Joanna is at risk of eclamptic seizures. NICE (2010b) recommend the use of magnesium sulphate. No intervention other than delivery of the fetus and placenta has shown to be effective in treating preeclampsia. If preterm anticipated, Joanna should be offered corticosteroids to assist with fetal lung maturity (NICE, 2015b). 
Many women have pregnancies complicated with underlying medical conditions. With Joanna’s additional complex needs, care provided to Joanna must be individualised and women centred. The midwife must remain competent in recognising any deviations from the expected physiological changes to ensure appropriate referral and effective care planning within the multidisciplinary team. Early detection of altered heath conditions will improve outcomes for Joanna and her fetus.
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Appendix 1
Scenario: AS1 Joanna
	ASSESS
	PLAN
	RATIONAL OF PLAN AND ONGOING CARE

	PHYSICAL NEEDS
	
	

	Review of antenatal notes and history
	Ensure consultant referral made and appointments attended
	Due to the complexity of Joanna’s medical history, the booking midwife should have referred Joanna for a consultant appointment to discuss a plan of care. Due to her raised BMI and essential hypertension, Joanna is at an increased risk of GDM and PET. It is important antihypertensive medication has also been reviewed

	
	Place of delivery
	Joanna should be advised to labour and deliver in hospital due to increased risk of intrapartum complications

	
	Review, discuss and record 28 weeks screening tests
	Identify the need for additional care

	Raised BMI of 37kg/m2
	Ensure higher dose 5mg folic acid taken up to 12 weeks
	Folate deficiency is associated with congenital malformations and women with a raised BMI are at increased risk of NTD

	
	Ensure Joanna continues to take Vitamin D
	Although it is recommended that all pregnant women take 10µg of Vitamin D daily, a BMI ≥30 increases the risk of vitamin D deficiency. A lack of Vitamin D may affect fetal bone mineralisation and accumulation of infant vitamin D stores for their early months of life

	
	Ensure Joanna received PIL "A raised BMI, Your Pregnancy and Labour"
	Advising and educating in a format that is easy to understand and accessible will assist Joanna in making informed choices regarding her care

	
	Ensure 2-hour 75mg OGTT offered at 28 weeks and check results
	Women with a BMI ≥ 30 are 3 times more likely to develop GDM. Between 20-24 weeks the placenta produces hormones which affects how the body utilises insulin. If result shows a fasting plasma glucose level of ≥ 5.6 mmol/litre OR a 2‑hour plasma glucose level of ≥ 7.8 mmol/litre then diagnose gestational diabetes and refer to the specialist diabetic midwife for individualised care

	
	Ensure risk assessment for VTE completed at 28 weeks
	Pregnant women are at an increased risk of developing VTE due to hypercoagulability and stasis of blood flow. A BMI ≥ 30 increases the risk of VTE therefore, following risk assessment, the midwife should advise Joanna to maintain hydration and remain as mobile as possible

	
	Discuss diet and exercise and referral to dietician
	Although it is not recommended to actively diet during pregnancy, the midwife should have advised that a healthy diet and being physically active will benefit both her and her unborn child. A referral to a dietician may have been completed

	Essential hypertension
	Ensure Joanna continues to take 75mg Aspirin OD for increased risk of PET
	NICE recommend 75mg of Aspirin OD from 12 weeks until birth for women with the following risk factors for PET
-hypertensive disease in previous pregnancy
-chronic kidney disease
-autoimmune disease 
-type 1 / type 2 diabetes
-chronic hypertension

	
	Ensure Methyldopa medication review and ensure Joanna continues to take as prescribed.
	Continue medication as prescribed, regularly reviewing at consultant appointments. Ensure Joanna is aware of the side-effect profiles and that anticipated benefits outweigh the possible risks

	Alcohol consumption
	Sensitively enquire about quantity of alcohol currently consumed
	The booking midwife should have discussed the risks associated with alcohol consumption in pregnancy. If Joanna is still consuming alcohol, re-iterate the risks and refer to specialist support services if indicated

	+ of glucose in MSU
	Check OGTT results
	Ensure correct pathway initiated if results diagnosed GDM – Diabetic midwife/team, information sessions, medication, additional USS, timing of delivery

	
	Review history to ascertain if glycosuria previously presented
	NICE recommend further testing for GDM if presented with glycosuria of 2+ or above on 1 occasion or of 1+ or above on 2 or more occasions. Due to Joanna’s increased BMI the midwife can use her autonomy to refer for further testing at the first presentation

	Raised BP
	Ensure correct cuff size used
	Incorrect cuff size can give false BP readings

	
	Re-assess at end of appointment
	This allows Joanna time to relax and will confirm accuracy of initial reading

	
	Advise and educate
	Joanna should be aware to contact LW with any of the below symptoms which may be sign of PET
-headaches, 
-visual disturbances/blurred vision,
-epigastric pain
-oedema

	
	Home visit within 48 hours
	Recheck BP in home environment to plan further care

	
	If remains raised mild hypertension (140-149/90-99mmHg) admit for day care on FHU 
	Joanna will require further investigations, bloods tests (FBC, U&E, LFT) and a review from obstetrician which documents an ongoing plan of care

	
	Weekly BP/proteinuria
	Closer monitoring of BP/proteinuria. NICE recommends offering additional appointments if clinically indicated

	Fetal wellbeing
	Discuss Joanna’s perception of FM and their importance at every appointment
	A significant reduction or sudden alteration of FM is associated with poor perinatal outcomes therefore Joanna should be aware to contact LW with concerns regarding FM

	
	Serial scans
	HIP can restrict blood flow to the placenta resulting in IUGR therefore USS for fetal growth, AFV and Doppler studies should be offered between 28 – 30 weeks and repeated at 32 – 34 weeks

	
	Growth/presentation scans if indicated
	Due to excess adipose tissue, fundal height measurements may not be accurate. It may be difficult to palpate and confirm fetal lie

	
	Consider corticosteroids
	If GDM, insulin levels may have inhibited surfactant production therefore offer corticosteroids to assist with fetal lung maturity. Corticosteroids may increase blood glucose levels however this should not be considered a contraindication. 

	
	
	Offer if preterm birth anticipated to assist with fetal lung maturity.

	PSYCHOLOGICAL NEEDS
	
	

	Manage expectations 
	Offer support and advice
	Allow Joanna to ask questions and give consistent advice based on up to date evidence. Joanna’s choices and decisions should be respected and supported

	Assess mental wellbeing
	Discuss support from partner and family
	Ascertain if Joanna requires additional support as her partner may be absent for long periods of time due to work

	
	Discuss birth partners
	Ensure Joanna has plan in place if partner is working away when admitted in labour

	
	G3P1 - Sensitively discuss previous miscarriage/stillbirth/TOP 
	The midwife should be aware of how the emotional and psychological implications from previous pregnancies may be impacting on Joanna’s mental wellbeing

	Communication
	Explain rationale for all investigations and maintain legible documentation 
	Informed consent and documentation - Uphold and practise in line with the NMC standards of ‘The Code’ 

	3. SOCIAL NEEDS
	
	

	Building friendships
	Offer parentcraft classes
	Pregnant women should be offered opportunities to attend participant-led antenatal classes including breastfeeding workshops

	Signpost to services
	Health visitor referral
	Allows for smooth transition of care. Health visitors give support and advice whilst promoting positive parenting, emotional attachment and bonding

	
	Peer groups / workshops
	Advise Joanna of the availability of peer groups within the local community










Identify potential intrapartum sequelae if any: 
Risks associated with raised BMI  
· Difficult venous access
· Emergency LSCS
· FTP
· GDM
· Instrumental delivery
· IOL
· Medical intervention
· PPH
· Shoulder dystocia

Risks associated if GDM 
· Hypoglycaemia of the neonate
· Shoulder dystocia
· Sliding scale

Risks associated with hypertension 
· IUGR
· Placental abruption
· Pre-eclampsia or eclampsia – consider fluid balance/MgSO4

 
Risks to Fetus

· Preterm Birth
· Fetal distress
· Fetal morbidity/mortality
· SGA
· Macrosomia
· Hypoglycaemia – will require 3 pre-feed capillary plasma glucose level testing 
· Respiratory distress

Psychological implications 
· Bonding difficulties
· Poor birth experience

Recommend
· Active management of the third stage of labour
· Additional breastfeeding support due to delayed lactogenesis
· Hand expressing for colostrum harvesting after 37 weeks if GDM
· Early feeding to reduce neonatal hypoglycaemia
· EFM throughout labour using CTG or FSE if indicated





















 Key to support abbreviations:



µg - microgram
AFV - amniotic fluid volume
BMI – Body Mass Index
BP – blood pressure
CTG – cardiotocography
EFM - electronic fetal monitoring
FBC – full blood count
FHU – fetal health unit
FM – fetal movements
FSE – fetal scalp electrode
FTP – failure to progress
G3P1 – gravidity 3 parity 1
GDM – gestational diabetic
HIP – hypertension in pregnancy
IOL – induction of labour
IUGR – inter-uterine growth restriction
Kg/m2 – kilogram/metre squared
LFT – liver function test
LSCS – lower segment caesarean section
LTP – local trust policy
LW – labour ward
mg – milligram
MgSO4 - magnesium sulphate
mmHg – millimetre of mercury
mmol - millimole
MSU – midstream urine
NICE – National Institute for Health and Care Excellence
NMC – Nursing and Midwifery Council
NTD – neural tube defects
OD – once daily
OGTT – oral glucose tolerance test
PET – pre-eclampsia
PIL – patient information leaflet
PPH – postpartum haemorrhage
SFH – symphysis fundal height
SGA – small for gestational age
TOP – termination of pregnancy
U&E – urea and electrolytes
USS – ultrasound scan
VTE – venous thromboembolism
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