


[bookmark: _GoBack]Essential hypertension can be identified as a chronically elevated blood pressure (Cruickshank, 2013). Hypertensive disorders affect 5-10% of pregnancies and chronic hypertension can complicate 1-5% of pregnancies (Wylie and Bryce, 2016). Maternal obesity related to gestational diabetes mellitus (GDM) is an abnormal amount of fat accumulation that affects health with a body mass index (BMI) >30kg/m² (Dennedy et al, 2012; WHO, 2018). In 2016, worldwide the World Health Organization (WHO) stated that 650 million adults were obese (WHO, 2018). In Joanna’s scenario it is worth highlighting risks of her pregnancy including high blood pressure, a raised BMI of 37 and presenting with +1 glucose in Joanna’s urine at her 34 week appointment. This means Joanna is at risk of developing pre-eclampsia and GDM throughout her pregnancy and so will require additional monitoring to manage Joanna’s wellbeing as per NICE guidelines advise (NICE, 2011; NICE, 2015). The role of the midwife is to assess signs of normal and/or worsening physical and mental health and to make sure a timely and appropriate referral has been made to ensure safety of care, as the NMC Code states (NMC, 2015). This means Joanna’s midwife will provide routine antenatal care, advice and information as per NICE guidelines advise, however they will be adapted specific to Joanna’s individual needs which concludes Joanna will have been referred for shared care to manage her pregnancy (see appendix p.2,4) (NICE, 2017; Local Trust Policy, 2016; Local Trust Policy, 2017).
As previously stated, Joanna’s increased BMI predisposes her to developing GDM in her pregnancy. GDM is a carbohydrate intolerance that occurs around 20-24 weeks gestation. In the placenta, growth hormone and cortisol interfere and stop the woman’s body from utilizing insulin and results in the woman developing GDM. Deficiencies in insulin means glucose is inhibited from entering body cells and so have limited energy capacity. The body responds with gluconeogenesis which consequently produces significant urea and ketones and leads to hyperglycaemia, ketonuria and proteinuria (Wylie and Bryce, 2016).
Having an elevated BMI in pregnancy poses risk factors for the fetus and the woman. GDM has already been identified for the woman; also, women with GDM are 30% more likely to develop type 2 diabetes in later life (Wylie and Bryce, 2016). Other risk factors are hypertensive disorders, thromboembolism, induction of labour (IOL), prolonged birth, caesarean section (LSCS), PPH, maternal death, miscarriage and pre-eclampsia (Avery et al, 2016; Wahedi, 2016; Foster and Hirst, 2014). For the fetus, macrosomia, low birth weight, IUGR, shoulder dystocia, congenital abnormalities, stillbirth and neonatal death are indicative when a woman has a raised BMI (Avery et al, 2016; Wylie and Bryce, 2016; Wahedi, 2016; Foster and Hirst, 2014).
To prevent these from occurring, the midwife should have highlighted and encouraged Joanna to take 5mg of folic acid daily from conception up to 12 weeks gestation. This is due to the fact that obese women should receive an increased dose of folate supplements to reduce the risk of congenital malformations such as neural tube defects (NTD) in the fetus and the development of pre-eclampsia (Modder, 2010; Greener, 2016). Pregnant women who also have diabetes are at an increased risk of the fetus developing an NTD (Greener, 2016).
Furthermore, Joanna should have been informed and educated by the midwife to take 10mcgs of Vitamin D daily throughout her pregnancy. A vitamin D deficiency is increased when pregnant women have a BMI >30 (Modder, 2010). This deficiency can affect fetal bone mineralisation and can cause rickets, skeletal abnormalities and hypocalcaemia (Modder, 2010; Greener, 2016). It can also cause pre-eclampsia, GDM and IUGR (Greener, 2016). Vitamin D is vital for growth and development of the fetus’ bones as it regulates the absorption of calcium and phosphate (Leong, 2016).
In the antenatal period, to manage Joanna’s risk of developing GDM, the midwife should be offering advice to Joanna about a healthier lifestyle such as alterations in Joanna’s diet and exercise. Encourage foods with a low glycaemic index and advise to have regular exercise to improve blood glucose control as per NICE guidelines (NICE, 2015). If Joanna is diagnosed GDM, the midwife will need to refer Joanna to a dietician (NICE, 2015).
At Joanna’s 34 week appointment, the midwife would send a midstream specimen of urine (MSU) to be tested for the +1 glucose as this is indicative of GDM. At the booking appointment, the midwife should have referred Joanna to an oral glucose tolerance test (OGTT) at 24-28 weeks gestation due to her BMI and increased risk of developing GDM. However, at the 34 week appointment, the midwife would refer Joanna to an OGTT no later than 35 weeks gestation to test for GDM. The test is a 75g OGTT, if the two hour value is >7.8 and the fasting value >5.6, this is a diagnosis for GDM (Local Trust Policy, 2016; NICE, 2015).
Joanna will have frequent assessment and monitoring throughout her pregnancy due to her high BMI, an anaesthetic assessment will be completed with Joanna to ensure safety of Joanna’s pregnancy in the intrapartum period (Modder, 2010). If Joanna is diagnosed GDM, the midwife will offer Joanna a USS of fetal growth and amniotic fluid volume every four weeks from 28-36 weeks, to monitor the risk of IUGR and macrosomia (see appendix pg 4) (NICE, 2008).
At each antenatal appointment, the midwife should be looking for any signs and symptoms of GDM such as urinalysis presenting with glycosuria by using a routine antenatal reagent strip (see appendix pg 2). If Joanna has GDM, the midwife needs to inform Joanna of implications to her and her baby, both short and long term such as an increased risk of shoulder dystocia in labour. Furthermore, good blood glucose control reduces the risk of macrosomia, IOL, caesarean section (LSCS) and trauma during birth. Finally, treatment must start immediately such as changes in diet and exercise and medical intervention which Joanna needs to be fully aware of (NICE, 2015).
If Joanna is diagnosed GDM, timing and mode of delivery will be individualised between Joanna and the consultant obstetrician. Ideally, if Joanna’s GDM is diet controlled, IOL should be completed before 40+6 weeks gestation. If there are other risk factors involved, a LSCS is advised between 38-39 weeks gestation (Local Trust Policy, 2017).
In the intrapartum period, if Joanna has GDM and is diet controlled, an intravenous sliding scale infusion won’t be necessary. Hourly blood glucose monitoring will be required; if the values aren’t between 4-7mmol/l, IV dextrose and insulin infusion must be considered and given with consent. It is advised Joanna has active management for the third stage of her labour due to her raised BMI (Local Trust Policy, 2017). The midwife and consultant also need to make sure Joanna is aware of intrapartum risk factors that are associated with a BMI >30 (see appendix pg 9).
The cause of essential hypertension is unknown but there is an increased peripheral resistance to people with the condition. The diameter of the arterioles decreases and so the cardiac rate and stroke volume increase to maintain a blood pressure that overcomes the resistance (Wylie and Bryce, 2016).
As Joanna suffers with essential hypertension, she is at high risk of developing pre-eclampsia. Again, the cause of this condition is unknown but it is a condition specific to pregnancy and involves hypertension and proteinuria. It seems that it is caused by placental malfunction between the spiral arteries and the trophoblast. The adaptation of the trophoblast binding into the decidua and spiral arteries doesn’t occur and so blood supply to the placenta is limited and results in the placenta becoming ischaemic. The placenta then releases toxic substances into the maternal body and results in pre-eclampsia (Wylie and Bryce, 2016).
Essential hypertension can cause complications in pregnancy to both the woman and fetus.  Superimposed gestational hypertension and pre-eclampsia can develop as the woman’s body cannot compensate for the lack of nutrients that aren’t being delivered around the body. Renal failure, stroke, encephalopathy, post-partum haemorrhage (PPH), GDM, placental abruption and perinatal death are also other risk factors (Wylie and Bryce, 2016; Roberts et al, 2013). For the fetus, risks such as small for gestational age (SGA), intra-uterine growth restriction (IUGR) and stillbirth are increased when women have essential hypertension (Wylie and Bryce, 2016; Robson et al, 2013).
To help prevent this, the midwife must take all reasonable steps to manage a woman’s health and wellbeing throughout the antenatal, intrapartum and postnatal period as per the NMC Code (NMC, 2015). In the antenatal period, Joanna would be given education about her diet and lifestyle throughout her pregnancy (see appendix pg 4). Joanna would be advised to keep her sodium intake low to lower her blood pressure (NICE, 2011).
Furthermore, at Joanna’s 34 week appointment, due to her mild hypertension, the midwife would assess for any signs and symptoms of pre-eclampsia by carrying out a day-care assessment and make sure Joanna is aware of signs and symptoms of pre-eclampsia (see appendix, pg 2, 3) (Local Trust Policy, 2017; NICE, 2011). For the duration of Joanna’s pregnancy, the midwife would carry out routine antenatal care that is specific to Joanna that would manage her essential hypertension (see appendix, pg 5). It is vital that Joanna’s blood pressure is kept below 150/100mmHg and so the midwife would refer Joanna to a consultant to review her medication. Joanna is currently on methyldopa 250mgs TDS, so the consultant would have ensured Joanna kept taking the antihypertensive treatment to maintain a steady blood pressure as Local Policy states (Local Trust Policy, 2017; NICE, 2011). Joanna would have also been advised to take 75mgs aspirin PO/OD from 12 weeks gestation till delivery by the midwife as she is at risk of developing pre-eclampsia (NICE, 2011).
Routine antenatal care for low risk multiparous women when it comes to appointments, NICE guidelines recommends seven visits are sufficient (NICE, 2017). As Joanna is under shared care between the midwife and consultant, Joanna will receive at least seven antenatal visits with additional scheduled consultations with regular growth scans to monitor the growth of the fetus, amniotic fluid volume and doppler studies (Local Trust Policy, 2017; NICE, 2011). This is due to the fact essential hypertension can interfere with the functioning of the placenta and this can cause IUGR to the fetus. Therefore, Joanna will be referred by the midwife for ultrasound scans (USS) as per local policy states, between 28-30 weeks and 32-34 weeks gestation (Local Trust Policy, 2017). If the scan results are normal after 34 weeks, there is no need for Joanna to have another scan, however, if her health deteriorates, then the midwife will need to send Joanna for another scan (Local Trust Policy, 2017).
In the intrapartum period, Joanna would deliver in an obstetric led unit as she is a high risk pregnancy. Joanna’s high blood pressure (BP) means she would require hourly BP monitoring and continuous cardiotacograph (CTG) monitoring to assess her and the fetus’ physical wellbeing in labour. It is also key to practice routine intrapartum care from NICE guidelines (2017) with Joanna to promote normality within her delivery and care. The use of antihypertensive treatment for Joanna would be continued in labour and with her mild hypertension; the second stage of labour would not limited in terms of duration. However, if Joanna has severe pre-eclampsia, magnesium sulphate treatment must be considered and a low dose epidural analgesia or combined spinal epidural analgesia must be established before administering intravenous (IV) treatment (NICE, 2017).
Timing and mode of delivery for Joanna is dependent upon how severe her BP is. If at 37 weeks gestation, Joanna’s BP is below 160/110mmHg, birth wouldn’t be considered, but the senior obstetrician would discuss timing of delivery with Joanna by taking into account her mean arterial pressure (MAP) and blood results and make a decision with Joanna about what is the safest option for her delivery (see appendix pg 6).
Conversely, if Joanna is pre-eclamptic then the consultant obstetrician will plan a mode and timing of delivery for Joanna. Most likely, delivery will occur between 34-36+6 weeks (Local Trust Policy, 2017).
Overall, Joanna is a high risk pregnancy and so a detailed care plan has been made to manage Joanna’s physical health effectively. It is essential the midwife works in partnership with women so care is delivered effectively as the NMC Code states. Essential hypertension and a BMI of 37 has put Joanna at risk of developing pre-eclampsia and GDM as the 34 week appointment observations have shown clearly, however if Joanna sticks to her care plan alongside the midwife and consultant and refer when deviations from the norm occur, Joanna can go on to deliver her baby safely.












Appendix-Care plan
Word count-1030 words
	ASSESS
	PLAN
	Rationale of plan and ongoing care

	1. PHYSICAL NEEDS

	

	Booking
	· Ensure Joanna has been referred under shared care.
	· Joanna needs referral to a consultant for regular A/N appointments as she has an elevated BMI and essential hypertension; therefore she is at risk of developing pre-eclampsia and GDM.
· Consultant will need to review current medication.
· Referral to anaesthetist for BMI >30. 
· Explain rationale behind why it is safe practice for Joanna to be under shared care, gain informed consent and make sure all documentation is complete.

	Day Care
	· Routine A/N care adapted and complete to Joanna’s individual needs. 
· Check BP-mild hypertension, assess for any signs or symptoms of pre-eclampsia.
· Re-assess BP within 48 hours.
· Urinalysis-send MSU.
· Make referral for OGTT no later than 35 weeks gestation.
· Ensure Joanna is aware of signs and symptoms of pre-eclampsia.
	· If glycosuria detected 2+ or more on 1 occasion or 1+ or more on 2 occasions, may be indicative of undetected GDM.
· If GDM is suspected, a referral must be made for an OGTT.
· Symptoms of pre-eclampsia:
· Severe headaches
· Blurred vision/flashing lights
· Oedema in face, hands and feet
· Vomiting
· Severe pain under the ribs.
· If BP still raised after 48hrs, refer Joanna to FHU.

	Medication in the antenatal period






Inform/educate
	· 75mgs Aspirin to be prescribed PO/OD.







· Routine A/N advice and information provided.
· Nutritional supplements.
· Given ‘A raised BMI-Your pregnancy and labour’ leaflet.
· Diet/exercise/lifestyle.
· Inform Joanna of potential risks to her and baby (GDM, pre-eclampsia, raised BMI).
	· Women at risk of developing pre-eclampsia are advised to take 75mg aspirin daily from 12 weeks of pregnancy until delivery of the neonate.






· Specific to Joanna’s individual needs, routine A/N care information given.

	Appointments/scans
	· Joanna should have at least 7 A/N appointments with the midwife and additional scheduled A/N consultations based on the individual needs of Joanna and her baby.
· USS for fetal growth, amniotic fluid volume and Doppler studies between 28-30 weeks and 32-34 weeks gestation.
	· Low risk multiparous woman should have at least 7 A/N appointments; high risk women need additional appointments with a consultant.
· Joanna will need regular growth scans as high BP can cause placental issues which can cause IUGR.
· If diagnosed with GDM, Joanna will have growth scans to monitor the risk of IUGR or macrosomia in poorly controlled diabetes. 

	Monitor for pre-eclampsia (essential hypertension)

	· Assess signs/symptoms at each appointment.
· Urinalysis-proteinuria.
· Frequent BP monitoring at each appointment.
	· Aim to keep BP below 150/100mmHg.
· The cause of essential hypertension is unknown but most people with essential hypertension have normal cardiac output but increased peripheral resistance.
· This results in an increased cardiac output and stroke volume to produce a sufficient BP to overcome resistance.
· Pre-eclampsia develops due to insufficient supply of blood to the placenta as adaptation of the spiral arteries and trophoblast into the decidua doesn’t occur.
· This results in the placenta becoming ischaemic and releases toxic substances to the maternal body.

	Monitor for GDM
	· Monitor signs and symptoms at each appointment-urinalysis.
· Ensure Joanna has had her GTT at 24-28/40 and assess results are within normal limits.
· Refer to multidisciplinary team if needed.
	· At each A/N appointment, test urine for any signs of glucose in the urine for glycosuria.
· The test is a 75g OGTT, if the two hour value is >7.8 and the fasting value >5.6, this is a diagnosis for GDM.
· GDM occurs as growth hormones and cortisol from the placenta interferes and inhibits the body’s ability to utilize insulin.
· This results in prevention of glucose entering the body’s cells, gluconeogenesis occurs which leads to hyperglycaemia, ketonuria and proteinuria.

	Timing/mode of delivery

	· Consider mode of delivery.
· Do not offer birth <37 weeks with essential hypertension unless BP above 160/110mmHg.
· If diagnosed GDM with other risk factors ELSCS advised at 38-39 weeks, if diet controlled IOL should be completed before 40+6 weeks.
· If diagnosed pre-eclampsia with mild hypertension, offer delivery between 34-36+6 weeks, strongly advise delivery within 24-48hrs after 37 weeks.
	· Timing and mode of delivery should be individualised with GDM.
· It is essential for a pre-eclamptic woman to have a plan for mode and timing of delivery, this is developed with the consultant obstetrician.
· With essential hypertension, after 37 weeks, timing of delivery will be discussed between the woman and senior obstetrician about risks of neonatal respiratory problems before 39 weeks and failed IOL.

	

	
	

	2. PSYCHOLOGICAL
NEEDS
	

	ASSESS
	PLAN
	Rationale of plan and ongoing care

	Previous pregnancies
	· Support/reassure.
· Identify any of Joanna’s concerns and provide support if needed.
	· Make sure Joanna’s psychological needs are assessed and responded to in accordance with the NMC Code.

	Emotional wellbeing

	· Support.
· Monitor for signs of deterioration of Joanna’s mental health.
· Ensure Joanna is aware of signs and symptoms of depression and anxiety and who to contact if concerned.
	· Joanna’s emotional needs are the primary focus of care the midwife is providing.
· Make sure Joanna has access to local support groups for perinatal mental health and other charitable organisations.
· Pay special attention to Joanna’s wellbeing and preventing ill health in accordance with the NMC Code.

	Managing expectations
	· Support/reassure.
· Information regarding GDM, pre-eclampsia and delivery expectations is given sensitively and understood.
	· Listen to Joanna’s concerns and preferences and respond in a respectful manner that empowers Joanna to make decisions about her care in accordance with the NMC Code.

	3. SOCIAL NEEDS
	

	ASSESS
	PLAN
	Rationale of plan and ongoing care

	Family and friends

	· Support from friends and family.
· Birthing partners.
	· Ensure Joanna is well supported by friends and family.
· Joanna’s partner may not be present at appointments and the delivery due to his job.
· Encouraging family and friends to get involved with Joanna’s pregnancy will make Joanna feel mentally prepared and supported which is the focus for the midwife as per the NMC Code.

	Social Isolation

	· Frequent midwife visits.
· Local support groups.
	· Joanna’s partner is a long distance lorry driver and so Joanna may feel unsupported throughout her pregnancy and a feeling of loneliness.
· Frequent visits from the midwife can help ease Joanna’s loneliness.
· Children Centre’s can help support women that feel socially isolated.




Identify potential intrapartum sequelae if any:
· Delivery in obstetric led unit.
· Routine intrapartum care as per NICE guidelines 2017.
· Continuous CTG.
· Hourly BP monitoring.
· If GDM and diet controlled there is no need for IV insulin sliding scale infusion.
· Hourly BM monitoring if GDM, if not between 4-7mmol/l, IV dextrose and insulin infusion must be administered. 
· Continue use of A/N antihypertensive treatment.
· If severe pre-eclampsia, establish low dose epidural analgesia or combined spinal epidural analgesia before administering IV’s.
· If severe pre-eclampsia, consider magnesium sulphate treatment.
· Do not limit the duration of 2nd stage of labour with mild hypertension.
· Joanna should have active management as the 3rd stage of labour due to her BMI >30.

· Joanna is a high risk pregnancy and so would need to deliver under obstetric care.
· Joanna’s essential hypertension means she would need hourly BP monitoring and continuous CTG monitoring to assess her physical wellbeing as well as the fetus’ wellbeing.

Intrapartum risk factors with raised BMI:
· Shoulder dystocia.
· PPH.
· Failure to progress.
· Failure to detect abnormal presentation.
· Difficulties monitoring FH.
· EMLSCS-with increased risk of morbidity and mortality.
· Thromboembolism.
· GDM.
· Pre-eclampsia.
· Respiratory complications.
· Legend to support abbreviations:
· A/N-Antenatal
· BMI- Body Mass Index
· GDM- Gestational Diabetes Mellitus
· Mgs- Milligrams
· TDS- Three times per day
· BP- Blood pressure
· PO- Orally
· OD- Once daily
· Mcgs- Microgams
· NTD- Neural Tube Defects
· GTT- Glucose Tolerance Test
· PIL- Patient Information leaflets
· VTE- Venous Thromboembolism
· MSU- Midstream Specimen of Urine
· OGTT- Oral Glucose Tolerance Test
· mmHg- Millimetre of Mercury
· USS- Ultrasound Scan
· IUGR- Intra-Uterine Growth Restriction
· ELSCS- Elective Caesarean Section
· IOL- Induction of Labour
· PPH- Post-Partum Haemorrhage
· NICE- National Institute for Health and Care Excellence
· CTG- Cardiotocography
· IV- Intravenous
· BM- Blood Glucose
· Mmol/l- Millimoles per litre
· FH- Fetal heart
· EMLSCS- Emergency Caesarean Section
· NMC- Nursing and Midwifery Council
· FHU- Fetal Health Unit
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