


It is important that the midwife understands the difference between low risk care and the complexities that can arise during pregnancy; highlighting the need for additional care. Being confident in all aspects of midwifery care is crucial; recognising when a woman deviates into the high risk category (Medforth et al, 2017), whilst being able to alleviate any worries or concerns within their sphere of competence (Nursing and Midwifery Council (NMC), 2015). Having the appropriate level of skills and knowledge is crucial in order to effectively manage the woman’s care and escalate deviations and concerns appropriately whilst having the awareness of local and national guidelines and the ability to refer via the relevant pathways (Medforth et al, 2014).
This care study will be concentrating on Joanna, who  booked with her midwife at 9/40, with a  Body Mass Index (BMI) of 37 and a history of essential hypertension; for which she was taking methyldopa 250mgs TDS. She is G3 P1; one normal vaginal delivery (NVD) at term. Joanna is in a stable relationship and works part time in a hair salon, her partner is a long distance lorry driver; she does not smoke and drinks alcohol socially. Joanna’s base line Blood Pressure (BP) was 137/80mmHg, urinalysis was NAD and pulse 72, however, at her 34 week appointment her urinalysis reports one + of glucose and her BP has risen to 142/92 mmHHg.
Many areas have been highlighted within Joanna’s scenario, including social issues as identified in the individualised care plan outlined in the appendix. However, for this study two key areas will be discussed; raised BMI and essential hypertension both of which can have serious consequences for mother and fetus.
Joanna was seen by a midwife at 34/40. This was the first contact she had had with Joanna therefore it is her responsibility to review her antenatal notes in order to obtain a comprehensive history; ensuring that an individualised care plan was in place. After identifying her raised BMI and history of essential hypertension the midwife must ensure that a consultant referral had been made; as per local trust policy (2016), as she is at an increased risk of developing pre-eclampsia and Gestational Diabetes Mellitus (GDM). Due to these risks the midwife would need to confirm that Joanna has been taking 75mg aspirin OD from 12/40 and to continue until delivery (Jordan, 2010) and vitamin D 10mcg OD; as she is at an increased risk of vitamin D deficiency. Vitamin D can also improve the growth of the child during their first year (RCOG, 2014).
Joanna was identified as having a BMI of 37 at booking. Obesity is a growing problem nationally and it is deemed to be one of the most major health concerns affecting today’s society. Someone who is obese is defined as having a BMI ≥30 and is subdivided further into classes; class I (BMI 30-34.99), class II (BMI 35-39.99) and class III (BMI ≥ 40) (NICE, 2014). The causes are due to an inconsistency between energy intake and expenditure resulting in a build-up of fat within the fat cells, however, psychological, hormonal and biological issues can also play a role in the condition (Robson and Waugh, 2011). Local trust guidelines (2016) state that 1 in 5 pregnant women are obese, equally, the Health and Social Care Information centre (HSCI) have revealed  statistics showing that around 20% of women are classed as obese at booking (MIDIRS, 2016).
A raised BMI during pregnancy poses significant risk factors for both mother and fetus (local Trust, 2016) which the midwife must communicate clearly and effectively ensuring all information given is evidence based (NMC, 2015). The impacts the risks pose include; thromboembolism, hypertension/pre-eclampsia, GDM and fetal growth disorders including intrauterine growth restriction and macrosomia (Local trust, 2016). Research has also identified a connection between neural tube defects and maternal obesity, therefore, Joanna  should have been prescribed an increased does of folic acid 5mg up to 12/40 (McMahon et al, 2013). Consequently, these complications may result in separation from baby if admitted to the Neonatal Unit (NNU).  Additionally, other issues may pertain to the care of women such as difficulties palpating; making it hard to identify the presentation of the fetus and obtaining the fetal heart, and monitoring the fetal heart during the intrapartum period. Furthermore, Ultrasound scanning (USS) may also be problematic when screening for anomalies and growth due to excessive body fat. Joanna’s BMI poses further risks in the intrapartum period such as shoulder dystocia; due to fetal macrosomia, Primary Post-partum haemorrhage and the risk of requiring an instrumental/operative delivery; which in turn escalates her risk of haemorrhaging, thromboembolism and sleep apnoea postnatally (Local trust, 2016).  Due to these complications and the need for continuous fetal monitoring during the intrapartum period, the midwife would need to confirm that Joanna understands that birthing in a consultant led environment is the safest option (RCOG, 2010).
Dieting during pregnancy is not advised, see appendix, therefore referral to a dietician would benefit Joanna; her midwife would need to review her notes to confirm this had been done early on in her pregnancy. The dietician would discuss the importance of an active lifestyle and healthy eating in order to prevent excessive weight gain and to prevent GDM (Local trust, 2014).  All information should be provided with a sensitive approach; empowering Joanna to engage with agencies and health professionals available to her (Royal College of Obstetricians and gynaecologists, 2010). Joanna’s raised BMI increases her risk of developing venous thromboembolism (VTE). A VTE is a serious condition during pregnancy and often causes deep vein thrombosis (DVT) in the lower leg and if left untreated can travel through the circulatory system resulting in a pulmonary embolism. Therefore, early VTE assessment to identify the level of risk is vital, with further assessments carried out at 28/40, intrapartum and postnatally. Joanna was identified as low risk and advised to mobilise and remain hydrated. However, the Signs and symptoms of a DVT must be discussed, see appendix, explaining that should further symptoms develop or additional risks identified on the VTE assessment she would be considered for low molecular weight heparin (Rankin, 2017).  
Joanna’s BMI also indicated that she met the criteria for requiring a Glucose Tolerance Test (GTT) between 24-28 weeks (NICE, 2015). GDM can present in various severities and is an intolerance of carbohydrates (Local trust, 2014); it is characterized by the inability of the pancreas to produce sufficient insulin to transport glucose to the cells and is recognised as a serious problem for both mother and fetus; with the onset usually evident in the third trimester (Wylie and Bryce, 2016). Risks include; miscarriage, pre-eclampsia and pre-term labour and hypoglycaemia in the neonate, which could lead to convulsions or neurological impairment (Local trust, 2016). Detection is carried out by using the 2 hour 75g oral glucose tolerance test (OGTT) and her midwife is responsible for checking and discussing the result with Joanna; if positive for GDM an appointment with the diabetic team must be arranged within a week, where she would be advised and educated on techniques for monitoring her diabetes (Local Trust, 2014). 
Previously Joanna’s urinalysis was NAD, however, during her appointment 1+ of glucose was present; a urinalysis reading of 1+ or more on two occasions or 2+ or more of one occasion may indicate undiagnosed GDM. By reviewing her notes the Midwife can see if this is the first incidence of glycosuria and confirm that she attended her GTT appointment. A further appointment would need to be arranged as soon as possible if she did not attend or glucose had been identified earlier. However, if she is 36/40 a GTT is no longer suitable and arrangements should be made for an HbA1c (Local trust, 2014).
Joanna would need to be reweighed at 36/40; if her BMI has risen to over 40 an appointment with the anaesthetist must be offered. The anaesthetist would discuss the risks if she needs to go theatre; including difficulties in maintaining her airway and how the spread of a local anaesthetic is less predictable. (Local trust, 2016).
In addition to a raised BMI, Joanna had a history of essential hypertension;  defined as a blood pressure reading which exceeds systolic ≥ 140mmHg and/or a diastolic ≥ 90mmHg; pre-pregnancy or before 20/40. Essential hypertension during pregnancy is a common complication affecting up to 10% of pregnancies which in turn can lead to maternal and fetal morbidity (Carson, 2017) including fetal growth restriction; fundal height should be measured routinely from 25/40 and referral to the antenatal clinic (ANC) if a high or low growth velocity is identified on her growth chart, furthermore, it is advocated that  additional growth scans are carried out at 28, 32 and 36 weeks to assess growth and fetal wellbeing, other complications include severe hypertension and in particular, pre-eclampsia (Robson and Waugh, 2011). 
During the appointment Joanna’s BP reading was 142/92 mmHg which is classified as mild hypertension. Hypertension has three classifications mild with the parameters of - Systolic pressure 140-149 mmHg, diastolic pressure 90-99 mmHg.  Moderate – systolic pressure 150-159 mmHg, diastolic pressure 100-109 mmhg and severe hypertension with a systolic blood pressure reading of over 160 mmHg, diastolic pressure reading of 110mmhg or greater (Local trust, 2016).   Exercise and caffeine can have a significant yet short lived effect on a person’s BP; repeating Joanna’s blood pressure after 10-15 minutes using a manual sphygmomanometer can eliminate these as a cause (NICE, 2011). However, if her BP remains the same or higher;  but between the parameters for mild hypertension, she would be advised to rest at home and have her BP rechecked within 24 hours with an appropriately sized cuff and retest her urine for proteinuria; as these are the two major factors associated with pre-eclampsia (Rankin, 2017) If her BP remains high on 2 or more occasions then she must be referred into ANC for an Ultra sound scan (USS) and to be reviewed by the obstetric team to observe her mean arterial pressure (MAP). BP mapping provides the average pressure on arteries during one cardiac cycle and is considered the best indicator of perfusion to the vital organs. The optimum range is 70-100mmHg; this pressure provides the organs with sufficient blood, however prolonged periods of deviation have negative effects on the body; too low can result in the vital organs lacking in nourishment and too high can result in heart attack, blood clots and stroke due the increase in pressure (EMTPREP, 2017).
Hypertension is generally treated with antihypertensive drugs; with the aim of keeping BP lower than 150/100mmHg (NICE, 2010). Joanna was taking methyldopa 250mg TDS and this is considered safe during pregnancy (Jordan, 2010). She would also be encouraged to reduce her sodium intake as can also help to reduce her BP (NICE, 2010).
Pre-eclampsia is a syndrome specific to pregnancy and is characterized by a combination of hypertension and proteinuria with the risk of developing the condition increasing after 20/40.  (RCOG, 2012). The aetiology of pre-eclampsia remains unknown however research indicates that it is characterized by abnormal implantation of the placenta  resulting in reduced placental perfusion due to narrowed blood vessels (Uzan et al, 2011) As well as being a major cause of morbidity and mortality pre-eclampsia can lead to pre-term birth, intrauterine growth restriction (IUGR), placental abruption and prenatal death.  It is crucial that the midwife discusses the signs and symptoms of pre-eclampsia with Joanna; headaches, visual disturbances, oedema, epigastric pain and nausea/vomiting; ensuring that Joanna is aware of these signs and symptoms means that she is informed and knows when to seek medical attention.  Joanna would continue to visit her midwife every 2 weeks for BP and proteinuria assessments and if any signs or symptoms of pre-eclampsia become apparent her midwife must refer her to the obstetric team immediately and an individualised care plan commenced. Pre-eclampsia can progress to eclampsia or an eclamptic fit  which cannot  only result in major complications for the fetus  but also for the mother including liver and renal failure, disseminated intravascular coagulation (DIC), HELLP syndrome (Haemolysis, Elevated Liver enzymes, Low Platelets) (Robson and Waugh, 2013). In order to prevent convulsions, treatment for pre-eclampsia must be introduced as early as possible however, should the condition progress to eclampsia early delivery would be considered (Rankin, 2017).
To conclude, essential hypertension and raised BMI are conditions which can have serious consequences for mother and baby and can result in pre-eclampsia and GDM; leading to further complications during the antenatal, intrapartum and postnatal period. The midwife has a responsibility to ensure that all risk factors are discussed and explained with a sensitive approach and that the women are aware of signs and symptoms of all conditions and the outcomes if left untreated. An individualised care plan ensures that the relevant care and treatment is offered and is centred around the woman with appropriate referrals considered. It is important that all midwives maintain the skills and knowledge when caring for the well-being of low risk women and be able to recognise the complexities that can arise during pregnancy. Furthermore, understanding the referral process is crucial in order to provide and maintain good care ensuring the correct pathway is followed.


















[bookmark: _GoBack]Appendix                                                                    Scenario: Joanna.

	ASSESS
	PLAN
	Rationale of plan and on-going care

	1. PHYSICAL NEEDS

	

	Review History and risk factors





History of Hypertension

	Obtain accurate history from the antenatal notes.







BP check and urinalysis at every antenatal appointment. 












Discuss the signs and symptoms of pre-eclampsia:

· Headaches
· Visual disturbances
· Oedema
· Epigastric pain.
· Nausea/vomiting




Refer to consultant care



















A VTE risk assessment carried out at her initial booking appointment and again at 28/40. 

























Discuss signs and symptoms of VTE:

•	Calf Pain/swelling
•	Chest pain or SOB





	To establish a good baseline. It is the midwives role to determine risk factors and instigate an individualised care plan.


Joanna has an increased risk of developing Pre- eclampsia during this pregnancy. BP to be checked and documented at every antenatal appointment and test her urine for proteinuria. To be seen every 2 weeks for BP checks from 36/40 weeks



Undiagnosed pre-eclampsia can lead to eclampsia. Awareness of signs and symptoms will ensure Joanna knows when to seek medical attention 





Due to history of Essential hypertension Joanna is not suitable for midwifery led care. It is the trust policy for the midwife to complete an AN referral form.  Joanne is taking Methyldopa 250mg TDS.  The consultant would need to review her medication as part of her individualised care plan as 60% of women taking methyldopa long term have had some experience of depression.


Pregnancy and the puerperium is recognised as a major risk factor for a VTE and is one of the most common direct causes of maternal death,  the midwife must carry out a VTE risk assessment to reduce the risk of thromboembolism. 

Joanna should be advised to remain mobile, antenatally, during the intrapartum period and the puerperium whilst remaining hydrated. A further VTE assessment should be carried out at 28/40 as further symptoms may develop later on in pregnancy. 




Recognising signs and symptoms of a VTE early can ensure appropriate action is taken.


	
BMI of 37 
	
Discuss taking Vitamin D  10mcg









Request  prescriptions  for 75mg of Aspirin daily to commence from 12/40 until delivery
and 5mg folic acid daily to take until 12/40.









Discuss and provide information on diet and exercise.
























Consider referral to anaesthetist if BMI rises to 40.







Arrange GTT at 26 -28 weeks and refer to diabetic clinic if required.
























To carry out fundal height measurement after 25/40






Growth scans at 28/40, 32/40 and 36/40

	
Vitamin D deficiency may contribute to Pre-eclampsia, furthermore, women with a raised BMI are at a higher risk of Vitamin D deficiency.




Elevated BMI during pregnancy increases maternal risk factors, including an increased risk of their baby developing neural tube defects, therefore, taking folic acid daily is recommended to reduce the risks. Aspirin is an antiplatelet drug and taken to reduce blood clots forming.

 
Maternal obesity increases morbidity and mortality to mother and fetus in the antenatal period, intrapartum and postnatally which in turn results in an increase of admissions to NICU. The midwife would discuss the importance of not dieting whilst pregnant as this may pose harm to the fetus, but to follow a balanced diet and adopt a physically active lifestyle with referral to a dietician to help manage her diet appropriately. Losing weight after pregnancy will improve her health and wellbeing whilst reducing the risks for subsequent pregnancies.



BMI ≥40 increases risks if operative delivery is required.






Due to Joanna’s BMI of over 30Kg guidelines suggest that a GTT is offered. Due to hormones produced during pregnancy insulin production becomes affected; resulting in an increased risk of insulin resistance which in turn can pose many risks to both mother and fetus.
An abnormal result is defined as; Fasting ≥ 6.0 mmol or 2 hour ≥ 7.8 mmol.   Identifying gestational diabetes early can help prevent many potential problems, including: Macrosomia, Hypoglycaemia and respiratory distress syndrome.



Joanna is at risk of IUGR or fetal macrosomia, refer into trust for USS if measuring LFGA or SGA



Due to raised BMI and BP Joanna is at and increased risk of IUGR or LFGA. Growth scans will determine the growth of the fetus in relation to gestational age and to assess fetal wellbeing.


	

BP risen to 142/90 at 34 week antenatal appointment
	

Consider if Joanna had rushed to her appointment or if she has recently consumed caffeine 









































Review of medication






Discuss fetal movements

	
The risk of developing pre-eclampsia increases after 20 weeks gestation; although early onset should not be ruled out. Joanna’s BP should now be checked fortnightly along with urinalysis to identify any proteins; as these are the 2 main identifying factors associated with Pre-eclampsia.

Caffeine and exercise can increase BP for a short while only; recheck BP with a manual sphygmomanometer after 10-15 minutes to eliminate this as the cause.  If BP remains the same or higher (providing it is between the parameters for Mild hypertension) repeat her BP and urinalysis within 24 hours. 
Joanna to be referred into trust if BP remains high on 2 or more occasions for USS and to be reviewed by consultant for BP mapping.

For hourly BP check if remains raised during intrapartum period and to continue with daily BP checks postnatally



Consultant to review medication/dose in order to stabilise BP. The risk of pre-eclampsia increases if BP continues to rise. 


Provides a good indication of fetal wellbeing 

	
+ glucose identified in urinalysis at 34/40 

	Review notes to see if this is the 1st occasion of glucose in urine and confirm that Joanna attended her GTT appointment at 26/40.






Discuss diet and check if she has eaten within the last hour.
	If there has been more than 1+ of glucose on 2 or more occasions it is possible that Joanna may have undiagnosed gestational diabetes. Rearrange GTT if DNA appointment or arrange HBA1c if after 36/40 


If Joanna has eaten recently her blood sugar level will be raised. 


	2. PSYCHOLOGICAL
NEEDS
	

	ASSESS
	PLAN
	Rationale of plan and on-going care

	Emotional wellbeing 
	Discuss if Joanna has family/friends living nearby.






Check Joanna’s’ understanding of risk factors, Monitor emotional wellbeing.


	Ensure Joanna has support and a suitable plan in place for emergencies. Provide information regarding parentcraft classes and support networks.
 
Discuss further if required to alleviate any stress and anxiety.

	Obstetric history G3 P1










	One live birth noted, discuss outcome of missing pregnancy; TOP/miscarriage/stillbirth.	

	Review notes to gain an understanding of the outcome of a previous pregnancy and how Joanna is feeling emotionally; could she benefit from further support?


	3. SOCIAL NEEDS
	

	ASSESS
	PLAN
	Rationale of plan and on-going care

	
Alcohol consumption
	Discuss how many units Joanna drinks and explain the health risks to the fetus
	Alcohol consumption during pregnancy can result in FAS.
Discuss if she feels that she would benefit from accessing support networks.



	
Employment
	
Discuss benefits and entitlements; has her employer carried out a risk assessment?
Ensure MATB1 has been provided.






	
Ensure Joanna is aware of healthy start vouchers and entitlements to support her financially and to alleviate any stress.



Identify potential intrapartum sequelae if any: 

· Cerebral haemorrhage – complication if BP becomes exceptionally high.
· Congenital anomalies
· Eclampsia - The onset of seizures.
· Fetal hypoxia
· Gestational diabetes – Increases the risk of macrosomia
· Heart attack – Due to raised BMI, advised to take aspirin.
· HELLP Syndrome - Haemolysis Elevated Liver enzymes, and Low Platelets. A Liver disorder and considered to be a severe form of pre-eclampsia
· Hyperglycaemia
· Neonatal Hypoglycaemia
· Hypertension - Spiral arterioles in the placenta fail to dilate causing BP to rise as blood is forced through the constricted arterioles
· IUGR
· LSCS
· Macrosomia - May lead to Shoulder dystocia in labour or birth trauma.
· Pre-eclampsia – significant rise in BP and proteinuria present after urinalysis increases the risk of IUGR can lead to eclampsia if. Not diagnosed.
· Premature birth.
· Renal disease.
· Respiratory distress syndrome
· Still birth.
· Stroke – Due to raised BMI, advised to take aspirin.
· Thromboembolism.

Legend to support abbreviations:

· BMI     –  Body Mass Index
· C/S     –  Caesarean Section
· DNA    -   Did Not Attend
· FAS     -   Fetal Alcohol Syndrome
· GP      –  General Practitioner
· GTT    –  Glucose Tolerance Test
· Hrly    -   Hourly
· IUGR  –   Intrauterine Growth restriction
· LFGA  –  Large for Gestational Age
· LSCS  –   Lower Segment caesarean Section
· Mcg    -   Micrograms
· Mg     –   milligrams
· NICU  –   Neonatal Intensive Care Unit
· SGA   -   Small for Gestational Age.
· SOB   –   Shortness of Breath
· TDS   –   3 times a day
· TOP   –   Termination of Pregnancy
· USS   –   Ultrasound scan
· VTE  –    Venous Thromboembolism
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