


[bookmark: _GoBack]The care of healthy, low risk pregnant woman should be undertaken by the midwife (RCM, 2014). Nevertheless, more frequently, midwives are required to care for women with complex needs (Clarke, 2015). Therefore, it is imperative for midwives to have a broad knowledge of common complex medical conditions and how they impact pregnancy, the woman and the infant (Wylie and Bryce, 2016). In the given scenario, Joanna was a G3 P1 with essential hypertension, and had raised Body Mass Index (BMI) of 37. Joanna then presented at the 34-week appointment with glycosuria (one plus) and blood pressure (BP) of 142/92.
The first crucial role of the midwife when Joanna presents at the 34-week appointment is to review her notes to identify risk factors (See appendix) (Local Trust, 2016a), to ensure Joanna is on the correct antenatal pathway (Local Trust, 2015a). The midwife should ensure Joanna is under consultant care for her medical conditions essential hypertension and raised BMI (Local Trust, 2015a), to ensure she receives rapid treatment to minimise the severity of the conditions (Crawford and Tucker, 2016). The consultant obstetrician should review Joanna and establish an individualised plan of care for her pregnancy (Local Trust, 2015a). Joanna is medicated with the antihyptensive drug methyldopa for essential hypertension. As a consequence, the consultant would need to review this as Joanna’s fetus is at an increased risk of having congenital abnormalities caused by certain antihypertensives, such as angiotensin-converting enzyme inhibitors (NICE, 2010). The consultant should also review Joanna’s need for growth scans during 28, 32 and 36-week gestation (Local Trust, 2010). This is due to Joanna’s elevated BMI, in order for the consultant to assess fetal growth, as Joanna is at an increased risk of having a macrosomic infant (Wylie and Bryce, 2016). On the other hand, Joanna’s fetus is at an increased risk of intrauterine growth restriction (IUGR) (Bothamley and Byrce, 2009), therefore the consultant should also review the need for growth scans for that additional risk factor. It is essential for the midwife to have an evidenced based discussion with Joanna in regards to the consultant referral, in order to gain her informed consent, in line with the NMC Code (2015).
The first medical condition relevant to the case study is hypertension. Wexler and Frey (2013) state that hypertension is the medical terminology for raised BP. BP is defined as the force of blood pushing against the walls of the arteries as the blood travels through them (Madell and Cherney, 2018). Systolic BP refers to the amount of pressure in the arteries during the contraction of a heart muscle. Whereas, diastolic BP refers to the heart muscle in between beats (Madell and Cherney, 2018). Normal BP in an adult is systolic below 120 millimetres of mercury (mm hg) and diastolic below 80mm hg (Madell and Cherney, 2018). Whereas, a person with Hypertension would have systolic BP between 140-159 mm hg and diastolic BP between 90-99mm hg (Wexler and Frey, 2013). This is further supported by the local trust policy (2015b). 
Essential hypertension is defined as persistent hypertension that exists prior to 20 weeks gestation (Knox et al., 2010). Factors which may contribute towards causing this include age and obesity, however, the exact cause of hypertension is unknown (Wylie and Byrce, 2016). Essential hypertension during pregnancy is associated with multiple risk factors (See appendix) In the UK, hypertension during pregnancy is one of the leading causes of maternal death (NICE, 2010). Therefore, it is the vital role of the midwife to identify women with medical conditions and refer them to the consultant (NMC, 2015) to reduce the incidence of maternal and fetal mortality and morbidity.
World Health Organisation (WHO) (2017) define pre-term birth as the delivery of a live infant born before 37 weeks gestation. Several children delivered after pre-term birth face a lifetime of disability including learning difficulties (WHO, 2017). Hence, it is imperative for midwives to identify risk factors for pre-term labour, such as hypertension in a timely manner and refer those women to the consultant, in order for them to receive the most appropriate care (Local Trust, 2015a). However, research suggests that women who have a midwife as their main carer through pregnancy are at a 23% decreased risk of going into pre-term labour. With this considered, perhaps women with medical conditions in pregnancy should receive midwifery led care (The Conversation, 2013).
The second medical condition relevant to the case study is elevated BMI. BMI is used in pregnancy to highlight women classified as obese (Local Trust, 2010) which is calculated by a person’s weight in kilograms divided by height squared (WHO, 2018). Obesity is defined as an accumulation of excess body fat whereby food exceeds metabolism and exercise (Bothamley and Boyle, 2009). Midwives must calculate every woman’s BMI at the antenatal booking appointment to identify obese women (Local Trust, 2011). A person is defined as being obese if their BMI is more than or equal to 30 (WHO, 2018). Therefore, Joanna would be classified as obese as her BMI is 37. Obese women should be reviewed by the consultant anaesthetists, as being obese during pregnancy can create multiple anaesthetic complications (Local Trust, 2011). However, this would not be appropriate for Joanna as this should only be offered to women with BMI more than 40 (Local Trust, 2011)
The Royal College of Obstetricians and Gynaecologist (RCOG) (2011) state that women with elevated BMI of 35 or more, take a daily dose of 10 micrograms of Vitamin D supplements as they are at an increased risk of a vitamin D deficiency. Additionally, the obese woman with an additional risk factor for pre-eclampsia should take 75 milligrams of aspirin daily. Therefore, the midwife must ensure Joanna has been taking aspirin as women with raised BMI have a 50% increased risk of developing Pre-Eclampsia (Local Trust, 2011).
Women with elevated BMI are at an increased risk of developing GDM (Local Trust, 2011). Consequently, women with BMI of 30 or over should be offered an Oral Glucose Tolerance Test (OGTT) to test for gestational diabetes (Local Trust, 2014). Women should be offered a OGTT between 24-28 weeks gestation (NICE, 2015). OGTT involves drinking a glucose drink, blood glucose levels are then measured before the drink and approximately two hours after. Fasting is required between eight-12 hours prior to the OGTT (Diabetes.co.uk, 2018). Women would be considered to have GDM if the fasting plasma glucose level is 5.6mmol/litre or above or if the two-hour plasma glucose level is 7.8mmol/litre or above (NICE, 2015). This is further supported by the Local Trust (2014). 
Elevated BMI during pregnancy is associated with several maternal and fetal risk factors (See appendix) such as fetal macrosomia, this occurs when the fetus’s weight surpasses the 90th centile (England, 2014). Fetal macrosomia increases the risk of brachial plexus injury, fetal hypoxia during labour, operative delivery and Shoulder dystocia (Allen and Wallace, 2013). There is significant maternal morbidity related to shoulder dystocia including postpartum haemorrhage (PPH) and perineal trauma (RCOG, 2012b). Therefore, it is the imperative role of the midwife to rapidly identify women with risk factors for such conditions and ensure they are on the correct care pathway (NMC, 2015). 
At the 34-week antenatal appointment, midwives must screen for pre-eclampsia with urinalysis and BP additionally GDM with urinalysis, in order to recognise deviations from normality (Wylie and Byrce, 2016) allowing midwives to refer women to the appropriate members of the MDT, to best support women with potential life-threatening conditions (NICE, 2008). It is also crucial for midwives to carry out routine antenatal care at the 34-week appointment (See appendix) (Local Trust, 2015a). 
Glycosuria greater than two pluses on one occasion and or one plus on more than one occasion is classified as significant however, this was not the case for Joanna who presented with one plus of glucose on one occasion (Local Trust, 2018). Should glycosuria persist more than six weeks after an OGTT, the midwife must ensure the woman has another OGTT before 35+6 gestation. However, after 36 weeks gestation, midwives should consider a Haemoglobin A1C (HBA1C) test (Local trust, 2018).  
HBA1C measures glycated haemoglobin, used to get an accurate indication of the average blood glucose over the past eight-12 weeks. Women who have diabetes within the first trimester should aim to have 43mmol/mol (6.1%) or lower (NICE, 2015). Research suggests that HBA1C should not be used during the second or third trimester (Diabetes.co.uk, 2018). This conflicts with evidence in the Local Trust (2018) which advises women to have a HBAC1 after 36 weeks gestation. The contrast in evidence suggests that additional research is required in order to give women accurate evidenced based information (NMC, 2015). 
In order to support women with GDM, midwives may consider referring women to a diabetic midwife, who are experts in diabetes. (RCM, 2010), as GDM can complicate pregnancy in numerous ways which include, stillbirth, induction of labour (IOL) and neonatal hypoglycaemia (Abayomi, et. al, 2013). Neonatal hypoglycaemia can cause lethargy, seizures and poor feeding in the neonate. In extreme cases of hypoglycaemia, neonates may attend the neonatal intensive care unit (Wardle and England, 2014). Therefore, midwives need to be aware of common medical conditions which can cause adverse maternal and neonatal outcomes (Abayomi, et.al, 2013).
When a woman presents with raised BP, midwives should ensure they have measured BP accurately as the use of inadequate equipment has highlighted part of low quality care in maternal deaths relating to pre-eclampsia (Milne and Baker, 2010). Therefore, it is imperative that midwives use the appropriate sized cuff for women (Milne and Baker, 2010). BP of 142/92 must be repeated within 24 hours, to ensure the accuracy of the reading (Local Trust, 2016b). Should the BP remain elevated, it is crucial for midwives to refer women to hospital for a same day appointment (Local Trust, 2016b). During the time between the first BP reading and the second, it is essential for midwives to inform women of symptoms of pre-Eclampsia and inform them of who to contact should symptoms present (Local Trust, 2016b). Symptoms include epigastric pain, headaches, visual disturbances and oedema (Bothamley and Boyle, 2009).  
Pre-Eclampsia, is an idiopathic condition during pregnancy which is defined by proteinuria and hypertension which presents after 20 weeks gestation (Robson et. al, 2014). Pre-Eclampsia can be severe and life threatening to a woman and fetus (RCOG, 2012a), therefore, when a woman is suspected to have pre-eclampsia it is vital to assess them urgently (Local Trust, 2016b). A BP profile may be considered which involves women having their BP taken three times over a maximum of 30 minutes to calculate the average systolic and diastolic BP. Should the average BP be 160mmHg systolic or more and or 110mmHg diastolic or more women must be immediately transferred to labour ward to be reviewed by the registrar (Local Trust, 2016b).
Some research suggests that Pre-Eclampsia toxaemia (PET) bloods need to be taken when pre-eclampsia is suspected (Robson, et. al, 2014). Midwives should consider taking a full blood count, urea and electrolytes and liver function test (Local Trust, 2016b). IOL should be considered by the obstetrician as pre-eclampsia’s only cure is delivery (Robson, et. al, 2014). 
There are additional considerations for Joanna’s labour due to her medical conditions. The midwife must have an evidenced based discussion with Joanna in the antenatal period, recommending Joanna to deliver her infant on labour ward (Local Trust, 2015a). This is due to several risk factors associated with Joanna’s labour (See appendix). Continuous fetal monitoring must be considered for Joanna however, due to her elevated BMI this may be difficult therefore, midwives may consider a fetal scalp electrode to assess fetal wellbeing (Local Trust, 2011). An active third stage of labour would be encouraged for Joanna (Local Trust, 2011). However, midwives must use syntocinon instead of ergometrine or syntometrine as those prophylactic uterotonic drugs can raise BP. (Robson, et. al, 2014). All pregnant women are at an increased risk of developing a venous thromboembolism (VTE) (Johnson and Taylor, 2016). With this considered, midwives should assess women for the risk of a VTE in early pregnancy, any admission to hospital and following childbirth (Jay and Peace, 2014). Joanna’s additional risk factor for developing a DVT is elevated BMI (Jay and Peace, 2014). However, Joanna only has one risk factor, therefore thromboprophylaxis would not be required (Local Trust, 2010). Although, due to Joanna’s elevated BMI she is at an increased risk of operative delivery and caesarean section (Local Trust, 2011). In that instance, the midwife should score Joanna for the need of thromboprophylaxis (Local Trust, 2010). 
It is widely recognised that midwives have a fundamental role in caring for low-risk, healthy pregnant women (RCM, 2014) Nonetheless, midwives are also required to care for women with complex medical conditions which can complicate pregnancy (Clarke, 2015). Essential hypertension and elevated BMI are conditions which can have life long adverse maternal and fetal outcomes (See Appendix). Therefore, it is imperative for midwives to refer these women to consultant obstetricians for the most appropriate care (Local Trust, 2016a). Equally, midwives must be able to recognise deviations from normality and ensure those women are seen in a timely manner, reducing incidences of serious maternal and fetal complications which could have life-threatening impacts (Wylie and Byrce, 2016).  























Appendix
	ASSESS
	PLAN
	Rationale of plan and ongoing care

	1. PHYSICAL NEEDS

	

	Review Joanna’s antenatal notes (34/40)
	Identify Joanna’s risk factors:
· Essential Hypertension (on Methyldopa 250mgs TDS)
· Raised BMI (37)

	· Ensure Joanna receives the appropriate care from the MDT to minimise the severity of her conditions. 

	[bookmark: _Hlk498434878]Antenatal pathway

	· Ensure Joanna is on the correct antenatal pathway (High risk pregnancy, consultant led care). 
	· To ensure Joanna has received the appropriate care for her complex conditions. Midwives only specialise in normal pregnancy and birth. Ensure Joanna has received evidence based care. 

	Hairdresser
(On her feet all day)
	· Ensure Joanna has had a health and safety assessment completed by her employer.
	· To determine risks with health and safety at work.  

	Alcohol

	· Ascertain how many units of Joanna has drank in pregnancy and if she still drinks alcohol. 
· Offer another referral if necessary.
	· No evidence to suggest that any amount of alcohol is safe in pregnancy. Prevent the risk of the fetus having fetal alcohol syndrome and being SGA.

	Vitamin D
	· Determine if Joanna has taken Vitamin D supplements (10mcg) in pregnancy. 
	· For the health of Joanna and the fetus. For women with pre-pregnancy BMI of 30 or above. 

	Essential Hypertension


	· Ensure a consultant referral has been made.
· Ensure Joanna knows the signs and symptoms of pre-eclampsia.
· Determine how Joanna manages her condition. 
	· To ensure Joanna has received the appropriate care.
· Joanna is at an increased risk of developing Pre-eclampsia.
· Increased risk of IUGR and placental abruption.
· Pre-Eclampsia increases the risk of a premature labour and can affect blood flow to the placenta.

	Medication 
	· Review Joanna’s medication.
· Ensure she has discussed her medication with her GP/consultant. 
	· Pregnancy may cause changes to Joanna’s medication. Imperative that she is on the correct dose or she has changed medication if necessary.
· Methyldopa can cross the placenta and cause fetal tachycardia.  

	Raised BMI (37)


	· Ensure a consultant referral has been made
· Ensure Joanna has taken Aspirin (75mg) OD from 12/40 and is still taking it until the birth of the baby.
· Ensure Joanna had a GTT at 26/40.
· Advise Joanna on a healthy lifestyle and diet. 
	· To ensure Joanna has received the appropriate care.
· It is advised for women with a raised BMI, due to an increased risk of Pre-Eclampsia. 
· Raised BMI has an increased risk of developing GDM. It is also associated with the fetus being macrosomic. 
· Diets are not advised in pregnancy as it can cause harm to the fetus. 

	Growth Scans
	· Ensure Joanna has attended the growth scans at 28/40 and 32/40. Remind Joanna to attend the other scan at 36/40.
	· Due to Joanna’s BMI being above 35. Joanna is at an increased risk of the fetus being macrosomic. 

	VTE Assessment

	· Ensure a VTE assessment has been completed, repeated at 28/40 and again if circumstances change. 
· Ascertain if Joanna has been prescribed antenatal clexane. 

	· Women with a raised BMI have an increased risk of developing a DVT. 
· To help prevent Joanna developing a DVT.

	(34/40 app) Raised BP
	· Determine why BP has raised.
· Repeat BP manually.
· If the reading is correct refer to MDU/ANC on the same day.

	· The reading may be incorrect.
· Manual reading of BP is more accurate. 
· Joanna may have developed Pre-Eclampsia.
· To ensure the condition is being closely monitored by the appropriate members of the MDT.  

	(34/40) Proteinuria 
	· Test for proteinuria at each antenatal app.
	· To monitor the risk of Joanna developing Pre-Eclampsia. 

	(34/40) Glycosuria (1+ glucose in Joanna’s urine) 
	· Establish the reasons behind the 1+ glucose 
· Refer Joanna to MDU/ANC for a repeat GTT before 35+6 if the 1+ is on two occasions or more.

	· The 1+ could have been due to Joanna having something high in sugar content. 
· Joanna could have developed GDM. Did Joanna attend her first GTT?
· To ensure the most appropriate member of the MDT monitors the condition closely.  

	(34/40) Fetal wellbeing 
	· Routine antenatal appointments at every appointment. Monitor fetal well-being closely. To include: Abdominal palpation, auscultation, fundal height, urinalysis and BP. Ask Joanna about fetal movements, PV loss and uterine activity.
 

	· To recognise any deviations from the norm. Due to the raised BP, ?GDM. These changes could have affected the wellbeing of the fetus.
· Joanna’s conditions put her at an increased risk of her fetus having IUGR.

	Place of birth
	· Discuss birth plan with Joanna. Advise Joanna to give birth in an obstetric led unit (Labour Ward).
	· Joanna’s conditions are unsuitable for midwifery led intrapartum care. 

	2. PSYCHOLOGICAL
NEEDS
	

	ASSESS
	PLAN
	Rationale of plan and ongoing care

	1:1 Midwifery care 
	· Provide Joanna with 1:1 midwifery care at antenatal apps.
	· To ensure Joanna gets the individualised care she needs. Continuity of care, in accordance with the NMC code. 

	Informed Consent
	· Ensure informed consent is gained from Joanna and her family before making any plan/referrals. 
	· In accordance with the NMC code.

	Support and Reassurance


	· Discuss with Joanna if she feels well supported by family and friends as her partner works away.
	· If Joanna requires additional emotional support a referral to the “Wellbeing team” can be made. 

	Education 
	· Educate Joanna on the rationale behind all decisions made about her. 
	· Allowing Joanna to be well informed on the decisions being made. 

	Alcohol
	· Ascertain reasons behind Joanne’s drinking. If excessive, Is there a problem? 
	· Offer a referral if necessary and wanted.  

	G3 P1
	· Discuss outcome of previous pregnancy
           ?Miscarriage ?Termination ?Stillbirth 
	· Provide emotional support.
· Joanna may require a referral to the mental health team. ?PTSD ?Anxiety ?Depression. 

	Anxiety (34/40)
	· Communicate well with Joanna to assess her mood. Make appropriate referral. 
	· Raised BP may be due to stress/anxiety. Mental health disorders during pregnancy can have server consequences to Joanne and the infant. 

	3. SOCIAL NEEDS
	

	ASSESS
	PLAN
	Rationale of plan and ongoing care

	Partner long distance lorry driver

	· Discuss alternative birthing partners and someone else to attend appointments with her.
· Arrange future apps at the same day/time each week if partner can commit.
	· Imperative Joanna attends all antenatal appointments. 

	Children

	· Joanna to arrange childcare for all apps.
	· Allowing Joanna to be practical. Joanna will need to make childcare arrangements. 

	Work
	· Inform Joanna of the amount of appointments she will be having, giving her the opportunity to re arrange work shifts.
	· Allowing Joanna to be practical. Entitled to time off work for all apps regarding the pregnancy. 

	Travel
	· Discuss travel options with Joanna, is she still getting to appointments with no concerns?
	· Joanna will be seen by several members of the MDT at several times in pregnancy. 

	Finances 
	· Discuss Joanna working part time.
	· Can Joanna afford to get to each antenatal app with the MDT. 






Identify potential intrapartum sequelae if any: 
•	IOL/ Augmentation for Hypertension, raised BMI, ?GDM or fetal/maternal wellbeing
•	Failed IOL 
•	Failed epidural/spinal 
•	Pre-term labour
•	Obstetric and anaesthetic review 
•	Difficult palpation/CTG (Raised BMI)
•	Malpresentation and Malposition
•	Instrumental delivery and or LSCS
•	Risk of infection 
•	CTG/FSE to monitor fetal wellbeing closely due to Joanna’s condition(s) 
•	Two hourly blood sugars if diet controlled GDM, hourly if insulin dependent (labour)
•	Monitor BP hourly (labour)
•	TED stockings (DVT)
•	IV Access
•	Ranitidine (150mg) every 6 hours (BMI)
•	PET bloods 
•	Pain relief, Epidural, lower BP, monitor closely 
•	If hypertension gets server, shorten second stage 
•	Polyhydramnios
•	Cord Prolapse 
•	Shoulder dystocia
•	PPH
•	Fetal hypoxia
•	Assess liquor (volume and appearance)
•	Active management of third stage (10iu syntocinon) syntometrine and ergometrine contraindicated with raised BP 
•	Placental abruption
•	Resuscitaire present at delivery 
•	Paediatrician present at delivery 
•	Resuscitation at delivery for infant, thermoregulation, skin to skin
•	Neonatal blood sugars 
•	Macrocosmic/LGA infant
•	Breastfeeding support (Colostrum harvesting) 
•	Admission to neonatal unit, bonding and attachment 
•	Neonatal/Maternal hypoglycaemia
•	Fetal alcohol syndrome 
•	SGA
•	Congenital abnormalities
•	Stillbirth 





Legend to support abbreviations:
•	ANC- Antenatal Clinic 
•	App(s)- Appointment(s) 
•	BMI- Body Mass Index
•	BP- Blood Pressure 
•	DVT- Deep Vein Thrombosis 
•	FSE- Fetal Scalpe Electrode
•	GDM- Gestational Diabetes Mellitus
•	G3- Gravida
•	GTT- Glucose Tolerance Test
•	IOL- Induction of Labour
•	Iu- International Units
•	IUGR- Intrauterine Growth Restriction 
•	IV- Intravenous 
•	LGA- Large for gestational age
•	LSCS- Lower Segment Caesarean Section
•	LW- Labour ward
•	Mcg- Micrograms
•	Mgs- Milligrams  
•	MDT- Multidisciplinary Team
•	MDU- Maternity Day Unit
•	Mg- Milligrams 
•	NMC- Nursing and Midwifery Council 
•	NVD- Normal Vaginal Delivery 
•	Obs- Observations
•	OD- Once daily 
•	P1- Parity 
•	PET- Pre-Eclamptic toxaemia 
•	PPH- Post Partum Haemorrhage 
•	PTSD- Post Traumatic Stress Disorder 
•	PV- Per Vagina
•	SGA- Small for gestational age 
•	TDS- Three times a day 
•	VTE- Venous Thromboembolism 
•	?- Query
•	9/40- Weeks gestation to term 
•	36+5 Weeks gestation + days gestation 
•	1:1- One to One
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