


Midwives specialise in normality and will be the lead professional in caring for women who are low risk in their pregnancy. It is within the midwifes role and responsibility to be able to recognise and refer appropriately, (NMC, 2015) when deviations from the normal arise in maternal, fetal and neonate risk factors. Some women may encounter pregnancy with a pre-existing medical condition, whereas some women may develop a condition during pregnancy. Acknowledging complex medical and obstetric conditions are essential as they can immensely impact on the health and/or wellbeing of the woman and/or the fetus which can cause short term or long-term outcomes. 
The scenario of the care study is based on Joanne*who is a 32-year-old gravida 3 parity 1, who had a previous normal vertex delivery. Joanna has a medical history of diagnosed essential hypertension, which she currently medicates for using Methyldopa 250mgs TDS. During Joanne’s booking appointment her body mass index (BMI) was calculated at 37 and maternal observation in normal ranges. At Joanne’s 34-week routine AN appointment her clinical observations present with +glycosuria and her BP 130/80mmHg. These two risk factors are relevant indications that the midwife should have identified that can have significant consequences if not monitored or treated. Based on the scenario provided the two main key areas for the management of Joanne’s care is elevated BMI and her essential hypertension which will be discussed in this essay and will include abbreviations and appendix.  
After reviewing the AN notes from 34/40 to check and ensure that the correct pathways and referrals have been made for Joanne, the midwife should continue with regular AN appointment and monitor Joanne especially BP and urinalysis due to increased risks of PET, (Preeclampsia) and continue to monitor fetal wellbeing. Any observations that deviate from the normal ranges can indicate that Joanne is deteriorating or may have an underlying condition/infection that needs investigating, therefore appropriate referrals to relevant health professionals should be made. This can include referral to consultants, USS/serial scans, fetal health unit Day care, diabetic specialist team, admission to maternity services hospital, dependent upon clinical symptoms or observations.
BMI is a universal formula which is a simple index of weight-for-height, and is calculated by weight in kilograms, divided by the square of the height in metres (kg/m2). The world health organisation (WHO, 2018) classifies BMI into four categories: underweight, normal range, overweight and obese. Obesity during pregnancy is defined as a booking BMI of 30kg/m2 and above (Local trust, 2014, p.3). It is vital for the midwife to calculate Joanne’s BMI as early in pregnancy as achievable as NICE antenatal care guideline (2008) endorse that this should take place at the booking appointment and no later than 10 weeks gestation and repeated at 38/40, so that the correct care pathway can be initiated, as maternal obesity in pregnancy is related to increased risk of severe adverse outcomes in the antenatal, intrapartum and postnatal period. Risk factors include, increased risk of DVT (see appendix one for VTE), pre-eclampsia hypertension (see appendix for hypertension), shoulder dystocia, unplanned caesarean section, postpartum haemorrhage, post-operative wound infections, and postnatal depression (see appendix one under mental health). 
NICE (2008) recommend that all pregnant women with a booking BMI ≥30 should be screened for gestational diabetes, as research suggest that having a BMI of 30 or above increases the risk by up to three times more likely to develop GDM than women whose BMI is below 30 (RCOG, 2011, p.2). Diabetes is a chronic endocrine disorder of glucose metabolism causing chronically raised blood sugar concentration levels. The potential risk of Joanne developing gestational diabetes (GDM) is high, especially as she also has + glucose in her urine which could be an indication that Joanne is unable to metabolise sugar/carbohydrate sufficiently and effectively. (see appendix under GDM for glucosuria pathways). The midwife should have referred Joanne at 24-28 weeks for a 75g oral glucose tolerance test, as research proves that the GTT is more sustainable indicator than the finger pricking test method. The GTT test should be before 35 weeks or fasting bloods and HbA1c after 35weeks (see appendix one under GDM). A positive glucose intolerance that is diagnosed during pregnancy (see appendix one under GDM for GTT level ranges) will require a direct pathway of care for the management of GDM as the risk to the mother with GDM include hyperemesis, anaemia, hypertension, preterm labour, birth trauma. The midwife care will include a referral to obstetric consultant and specialist diabetic team, blood glucose monitoring, serial scans and AN support and advice. Diet is also essential in controlling diabetes to reduce commencing on mediation or insulin dependency. 
During pregnancy it is recommend that Joanne, having a BMI greater than 30, should limit her weight gain during pregnancy to 11 to 20 pounds. It is within the midwifes role to provide Joanne with appropriate information and advice on exercise in pregnancy, which lowers blood sugar level as the glucose is transported around the body to cells which require energy, and nutrition. Eating a balanced diet with foods that are high in nutrition but low in fats and calories to reduce blood sugar levels (independent diabetes trust, 2018) are advocated. The midwife should explain the importance of the impact of BMI on Joanne and the fetus’s health. Risk to the fetus due to maternal obesity include intrauterine growth restriction, congenital abnormalities, macrosomia and even stillborn or neonatal death (local trust, 2014, p3). Following local trust policy (2014, p.9), if Joanne’s BMI increased to 40 or above at any point during her pregnancy a referral to an anaesthetist would need to be made for an anaesthetic review, where an anaesthetic management plan would be discussed with Joanne and documented in Joanne’s maternity notes in preparation for delivery.
Hypertensive disorders, whether pre-existing or pregnancy induced hypertensive disorder affects 5-8 percent of women during pregnancy and is one of the most common causes of both maternal and neonatal morbidity (Johnson, et al, 2016, p2). 
Blood pressure is defined as the amount of force exerted on the artery walls when blood flows through them. (Wexler and Frey, 2013 p.1700). Significant adaptations and alternations in the maternal cardiovascular systems take place from conception which place stain and stress on the cardiovascular system. During pregnancy there is a demand for increased blood supply, and so throughout the first trimester of pregnancy the blood volume in women is increased by 30-40% rising from 2600ml up to 5000ml and plateaus by 32/40 (Heazell et al., 2010, p.3). BP is determined by controlling a stable balance between cardiac output and peripheral resistance and peripheral resistance is inversely proportional to the blood pressure. Blood pressure can be caused by the increase in sympathetic tone and sympathetic activity. The effects of this become exceptionally acute when combined with a decrease in parasympathetic activity. This is what causes the state of “autonomic imbalance” and consequently enhances vascular tone resulting in increased maternal heart rate and increases BP (Helipern, 2008, P.5). 
For the majority of the population with diagnosed essential hypertension the precise causative factor cannot be identified, and is often referred to as primary or idiopathic, yet there are many factors for the contribution to the development of hypertension. Behavioural risk factors such as poor diet, poor stress management and excessive use of alcohol or smoking/drugs. Socioeconomic determinants such as financial income, academic achievement, housing, and poverty. Metabolic factors such as obesity and high cholesterol and diabetes, and lastly genetics such as previous high BP or family history of hypertension, all contribute to the occurrence of hypertension. (WHO, 2013, p.9-10). 
The diagnosis of hypertension is diagnosed by the measurement of a person blood pressure using a sphygmomanometer and correct size arm cuff, which is recommended to be taken manually rather than using an automated electrical device due to the measurement being more accurate and reliable and therefore a valid reading. NICE categorise hypertension into three classifications of severity. Mild hypertension BP reading of 140/90 to 149/ 99mmHg.  Moderate hypertension BP reading of 150/100 to 159/ 109 and Severe hypertension BP reading of 160/110 or higher (NICE, 2010, p17.)
Hypertensive disorders such as essential hypertension which Joanne has, increases the risks to mother and fetus health and poorer outcomes. Essential hypertension predisposes Joanne to other risks including, placental abruption, haemorrhage, preterm labour, stillborn, thrombophilia, long-term risk of kidney or cardiovascular disease. (NICE, 2010 p.32) Joanne is at higher risk of developing preeclampsia due to medical history, obesity and presenting with her BP elevated. The midwife should educate Joanne and make her aware of the symptoms of preeclampsia which comprise of, headaches, visual disturbances, epigastric pain, oedema or feeling faint or dizzy. This is important, as it will enable Joanne to recognise when she is required to contact health professionals for help as early detection is key to prevention. Close monitoring or Joanne’s blood pressure should be sustained, alongside urinalysis, especially for proteinuria, which could be an indication of preeclampsia. If Joanne’s blood pressure has not stabilised and remain elevated she should be referred into the fetal health unit, where a day care assessment should be commenced. Invasive monitoring should be considered early in deteriorating or at-risk women, especially in morbidly obese women. This will include PET blood tests, CTG monitoring, BP monitoring and an obstetric review (local trust policy, 2014). Although Joanne’s is currently on Methyldopa for her essential hypertension, stat dose, or PRN antihypertensive medication, such as labetalol may be prescribed under obstetrics advice and management plan to try and stabilise BP. The midwife should be aware of the contradictions and side effects of when administering drugs which is an important aspect of the professional practice (NMC, 2015, p.13). Antihypertensive Beta-blockers can cause IUGR, neonatal hypoglycaemia, and bradycardia. 
Pre-eclampsia can lead to maternal, fetal and neonatal complications including maternal death. The main clinical indication of fetal complications is slow or static fetal growth.  Due to the poor blood supply through the placenta to the baby which contain the essential oxygen and nutrients needed for continuous growth. The midwife should book Joanne for serial scans with measurement of amniotic fluid volume, umbilical artery and doppler velocity scan. (see appendix one under serial scans). Chronic hypertension abnormal perfusion restricts the blood flood to the placenta due to the vessels constricting resulting in placental insufficiency. This can lead to IUGR. The fundamental aim of management of care for women who develop preeclampsia is to prevent any convulsions occurring, which can essential be critically for mother and fetus, maintain blood pressure to a safe degree and to deliver the fetus safety (Wylie and Bryce, 2016, p.19).  
Overall the midwife is the primary care professional who needs to be confident and knowledgeable in aspects of complex medical conditions that can impact on the women and fetus health. In this scenarios Joanne’s pathway of care will involve the multidisciplinary from individualised care to ensure that the best possible outcomes for Joanne and her unborn are provided. The midwife needs to be able to promptly detect deviations from the normal, refer to relevant specialist and to commence monitoring and treatment to prevent poor outcomes. Early detection and interventions is related to improve outcomes for mother and fetus in the short term and long-term. In conclusion the increasing number of women who present with or develop complex medical/obstetric needs is unceasingly rising and will continue to do so over time, as the environment, behaviour and lifestyles of people continue to change.
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	ASSESS
	PLAN
	Rationale of plan and ongoing care

	1. PHYSICAL NEEDS

	

	
Antenatal care

	· Review antenatal notes to identify risk factors in the pregnancy 
· Ensure that the patients care has been referred to an obstetric consultant due to relevant risk factors.
· Measure BP, pulse, respiration rate, temperature & urinalysis. 
· Escalate any concerns. 
	· To ensure that correct care pathways and referrals have been made.
· Obstetricians are specialised in monitoring, treating, and caring for high risk women and will decide on the appropriate management.
· Any observations that deviate from the normal ranges can indicate a deteriorating patient or underlying condition/infection. Eg sepsis. 


	
VTE Assessment

	· Complete VTE risk assessment
· Advise the symptoms of DVT/PE and as pregnancy is increased risk advise to stay hydrated and mobilise regularly.
 
	· Women with BMI >30 should be risk assessed for thromboembolism from first antenatal appointment, again at 28 weeks and at each hospital admission.
· RCOG state Women with BMI >30 with 2 risk factors should be considered for prophylactic low molecular weight heparin.
· Local trust states if the patient scores 3 antenatally consider thrombolysis from 28 weeks. 
· Aware of DVT/VTE symptoms and can report to a health professional early if symptoms occur.

	
Raised BMI

	· Advise and check that 75g Aspirin OD has been prescribed from 12weeks till birth.
· Advice and check that 10micrograms Vitamin D supplementation OD has been prescribed and administer.
· Refer for presentation USS
· Book 2 weekly AN check >28 weeks 
	· Aspirin due to increased risk of pre-eclampsia.
· RCOG states there is an increased risk of vitamin D deficiency compared to women with a BMI<25 that can have several negative effects for mother and baby such as skeletal disorders
· Low vitamin D levels increase pre-eclampsia risk by 40%.
· USS If the women’s abdomen is difficult to palpate to determine the presentation.
· Regular AN appointment especially BP and urinalysis due to increased risks of PET and fetal wellbeing.


	
Essential Hypertension

	· Appropriate BP arm cuff size
· Manual BP measurement rather than automated electronic device.
· Recheck women’s BP within 48 hours. 
· If blood pressure has increased refer in to the FHU.
· Encourage women to keep sodium intake low.
· Ensure women are of the symptoms of pre-eclampsia: headaches, visual disturbances, epigastric pain, oedema, feeling faint or dizzy. 
	· Correct cuff size and manual BP measurement will give an accurate reading measurement. 
· Recheck to check if BP has stabilised or has increased.
· If BP increases (140/90 to 149/99 mmHg) refer to FHU. If BP is 160/110 mmhG or higher immediate referral for doctor review with hospital admission is required.
· Low sodium intake can reduce blood pressure.
· Aware of Pre-eclampsia symptoms and can report to a health professional early if symptoms occur.

	
Glucosuria/GDM

	· Repeat urinalysis at the next antenatal appointment as it was only + glucose on one occasion unless body mass index above 30kg/m2 
· GTT if second episode of +glucosuria or body mass index above 30kg/m2
· GTT -75g oral glucose -before 35 weeks or fasting bloods and HbA1c after 35weeks.
· Positive GTT test is a fasting glucose level of 5.5mmol/l or above or a 2-hour fasting glucose level above 140 mg/dL (7.8mmol/L) to 199mg/dL (11 mmol/L)  -refer to diabetic specialist midwife and diabetic team. 
· From 32 weeks Offer ultrasound monitoring of fetal growth and amniotic fluid volume
	· NICE guideline recommends 2+ or above on 1 occasion or of 1+ or above on 2 or more occasions may indicate GDM
· Glucosuria is an indication that the body is not metabolising sugar/carbohydrate effectively. 
· The GTT is more sustainable indicator than the finger pricking test method.



	
Serial Scan








	· Refer for fetal growth scan, amniotic fluid volume, umbilical artery and doppler velocity scan. 
	· GDM can cause LGA which can lead to macrosomia fetus. (macrosomia diagnosed is >4000g). This can cause complications such as shoulder dystocia, perineal trauma, and higher risk of needing intervention to help deliver the baby.
· This should have been offered between 28-30 weeks with a subsequent scan between 32-34 week.

· Antihypertensive Beta-blockers can cause IUGR, neonatal hypoglycaemia, and bradycardia

· Chronic hypertension abnormal perfusion restricts the blood flood to the placenta due to the vessels constricting resulting in placental insufficiency. This can lead to IUGR. 


	
Medication

	· Check medicine allergies
· Obstetrician or GP medication review of Methyldopa.  
· Advise and educate that concurrent use of methyldopa and alcohol can increase effects. 

	· To prevent allergic reactions, drug intolerances and adverse reactions to the patient.
· Taking methyldopa and alcohol may enhance effects and can increase the risk of hypertension.


	
Fetal wellbeing

	· Palpate abdomen and measure symphysis–fundal height measurement and plot against the personalised growth chart. Refer for presentation scan and growth scan if difficult to palpate.
· Auscultate fetal heart beat using hand held sonicaid of pinard for at least one minute as part of abdominal examination.
· Ask the women if the fetal movements are normal for her and that they are not reduced or absent. 
 
	· Serial measurement of symphysis fundal height (SFH) is recommended at each antenatal appointment from 24 weeks of pregnancy as this improves prediction of a SGA or LGA neonate.
· Auscultation of the FH confirms the fetus is alive yet is implausible of having any predictive value and therefore routine listening is not recommended. Maternal request may provide reassurance and is commonly implemented into abdominal examinations.

	2. PSYCHOLOGICAL
NEEDS
	

	ASSESS
	PLAN
	Rationale of plan and ongoing care

	 Mental wellbeing
	· Ask about and observe mental wellbeing.
	· Common side effect of methyldopa is depression.

	Transition to motherhood 


	· Discuss with the women about any concerns or questions she may have. 

	· NICE states at each AN appointment, provide pregnant women with an opportunity to discuss issues and ask questions.

	Domestic abuse
	· Ask routine domestic abuse questions at every opportunity (not in front of partner). 
· Appropriate referral if domestic abuse is disclosed.
	· PND, PTSD as well as comprised physical outcomes can be a result of domestic abuse in pregnancy.
· 30% of domestic abuse starts during pregnancy
· involve social services for an appropriate pre-birth assessment and intervention.

	3. SOCIAL NEEDS
	

	ASSESS
	PLAN
	Rationale of plan and ongoing care

	Work/maternity rights 
	· Advice and ensure about a work Risk assessment 
· Ensure MATB1 has been signed and given.
	· Employer have a duty to ensure the women has a risk assessment to make appropriate adjustments.
· Woman qualifies for payment statuary maternity pay or maternity allowance from employer.

	Alcohol
	· Advice not to drink during pregnancy and the risk associated.
· TACE screening test if Joanne reports still drinking continues.
· Appropriate referrals if necessary. 
	· NICE recommend that no more that 1-2 units 1-2 times a week
· Prenatal exposure to alcohol can increase risk of still born premature labour IUGR and can cause FASD.
· TACE - effective way of detecting harmful levels of alcohol abuse in pregnancy. A score which is more than or equal to 2 points is classified as a positive result.
· Referral to an alcohol service for specialist assessment and advice. Always gain consent before making this referral.





Identify potential intrapartum sequelae if any: 

Women should have and informed discussion with the midwife/ obstetrician where the risk of the possible complications that could occur in the intrapartum period for the mother and fetus. This should include the risk IOL, longer labour progression, shoulder dystocia, fetal distress, perirenal trauma, FTP, the need for intervention such as forceps or EMLSCS, PPH, resuscitation of the neonate, anaesthetic complications, and infection. Advise women with risk factors that Joanne has, to give birth in a hospital setting where advanced neonatal resuscitation equipment and trained professional are available. 
· Continuous fetal monitoring with a CTG should be recommend to Joanne throughout the period of labour to assess the fetal wellbeing. 
· Telemetry could be used if Joanne is able to mobilise 
· FSE if LOC regularly.
· IOL- as she has had previous NVD 
· IV access and cannula care
· Bladder care and fluid balance- Catheterise if having epidural. 
· Increase frequency of BP monitoring. 
· Anti-embolism stockings
· Sliding scale if blood sugars are not controlled
· Pressure sore prediction score and regular pressure care area assessment undertaken. 
· Epidural as it lowers blood pressure
· Ranitidine to reduce stomach acid in the likelihood or EMLSCS
· Delayed cord clamping if baby appears alive and well and resus does not need to take priority. 
· Advise third-stage active management.  
· Communication with the women
· Consent from the women
· Respect dignity
· Escalate any concerns


Legend to support abbreviations
AN- Antenatal 
BP- Blood pressure
OD- Once Daily
GDM- Gestational Diabetes mellitus 
GTT- Glucose tolerance test
NICE- National institute for national health and care excellence. 
LGA- Large for gestational age
IUGR- Intrauterine growth restriction
PPH- Postpartum haemorrhage 
EMLSCS- Emergency Lowe segment caesarean section.
DVT- Deep vein thrombosis
FASD- Fetal alcohol spectrum disorder
TACE- Tolerance, annoyance, cutdown, eyeopener- screening tool.
FHU- Fetal health unit
PND- Postnatal depression
PTSD- Post traumatic stress disorder
CTG -Cardiotocography
FSE- Fetal scalp electrode 
LOC-loss of contact
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