


Joanna is 32 years old and a hairdresser. G3 P1 with 1 previous normal delivery. Joanna’s BMI is 37 and she has chronic (essential) hypertension, which Methyldopa 250mg TDS is prescribed. 
[bookmark: _GoBack]Two key indicators which pose increased risk factors for Joanna and the health of the fetus are; elevated Body Mass Index (BMI) and Chronic/Essential Hypertension (CH) (LTP Hypertension 2017, LTP Obesity 2014). As a midwife specialises predominantly in low risk care, they will refer Joanna for shared/specialist care with the Multi-Disciplinary Team (MDT) for these risk factors and ensure the correct care pathways are initiated and followed (NICE 2008). Clear communication is fundamental in expediting the process once the diagnosis or suspicion of deviation from the normal has been made and should be carried out using the SBAR handover tool, documenting findings in accordance with local trust and national standards for documentation guidelines (NMC 2015). An individualised care plan will be created with Joanna, the midwife and the MDT, focusing on current medical needs whilst facilitating informed choice (LTP 2016). The MDT will recognise all opportunities to provide relevant information regarding treatment and care to optimise the pregnancy outcome, whilst ensuring Joanna recognises her right to decide on her care throughout. (LTP 2012).
Hypertension is raised blood pressure due to disturbed endothelial control of vascular tone, resulting in vasospasm and increased peripheral resistance (Billington & Stevenson 2008). During pregnancy the cardiac system must increase to meet the demand of the mother and fetus. Plasma volume increases by up to 50%, and blood cells by up to 18% to compensate for the loss of blood volume due to the increased presence of additional blood vessels and vasodilation. Normal Blood Pressure (BP) in pregnancy is systolic 100-139mmHg and diastolic 60-89mmHg (Bothamley & Boyle 2008). CH is diastolic BP >90mmHg present at booking or before 20 weeks gestation, or if anti-hypertensive medication is taken pre-pregnancy. Gestational hypertension (GH) includes pre-eclampsia and is present after 20 weeks gestation without significant proteinuria when previous diastolic BP was recorded as <90mmH. (LTP Hypertension 2017, NICE 2010, Robson & Waugh 2013. P27, Wylie & Bryce 2008). 
Hypertension is categorised into three levels:
· Mild:		Systolic 140-149mmHg	Diastolic 90-99mmHg 
· Moderate:	Systolic 150-159mmHg	Diastolic 100-109mmHg 
· Severe:	Systolic ≥ 160 mmHg	Diastolic ≥ 110 mmHg 

A persons BP is affected by pregnancy due to the diastolic BP decreasing during the initial stages of pregnancy, but insignificant change in systolic BP. As pregnancy progresses, due to the reduced peripheral vascular resistance the systolic BP progresses to reduce 5-10mmHg below baseline levels & diastolic 10-15mmHg. From 24 weeks gestation the BP will start to increase to pre-pregnancy levels., therefore it is important for the midwife to assess and document a baseline BP at the earliest point in pregnancy to establish a comparison level to monitor and detect CH deviations (Raynor et al 2012, Billington & Stevenson 2008). 
Joanna’s hypertension falls within the mild category, so the midwife will advise keeping Joanna’s blood pressure <150/100, however CH increases risk of BP deviating from normal limits. Women with uncomplicated CH would not be offered antihypertensive treatment to reduce the diastolic level below 80mmHg (LTP Hypertension 2017), however, women with CH would be offered antihypertensive treatment depending on pre-existing treatment, side effect profiles and teratogenicity (LTP Hypertension 2017). All pregnant women with a systolic BP of >160mm/Hg2 require antihypertensive treatment, which must also be considered if the overall clinical picture suggests rapid decline and/or where the development of severe hypertension is anticipated (Lewis 2007). The midwife will organise an immediate general practitioner (GP) review of all current hypertensive medications due to the angiotensin-converting enzyme (ACE) inhibitors, diuretics and angio-tension receptor blockers which are evidenced to increase risk of congenital abnormalities and intrauterine growth restriction (IUGR) due to effects on the maternal/placental blood flow (NHS Choices 2015, LTP Hypertension 2017, Marshall and Raynor 2014). CH itself increases risk of placental insufficiency, placental abruption and superimposed pre-eclampsia. 
At the booking appointment women with moderate risk factors; primigravida, >40 years, pregnancy interval of >10 years, BMI 35 or more at first visit, family history of pre-eclampsia (PET), or multiple pregnancy, are to be prescribed 75mg aspirin once daily by the GP (see appendix 1) (LTP 2017). Women with high risk factors; hypertensive disease during a previous pregnancy, chronic kidney disease, autoimmune disease such as systemic lupus erythematosus or antiphospholipid syndrome, type 1 or type 2 diabetes or chronic hypertension, should be prescribed 75mg aspirin from 12 weeks gestation until birth and have additional ultrasound screening between 28-30 weeks gestation (or at least 2 weeks before onset of any previous history of pre-eclampsia) and 32-34 weeks gestation to monitor liquor volume, fetal growth and doppler studies. If results show abnormal fetal activity, a cardiotocography is required (LTP 2017). The midwife would refer Joanna for additional antenatal care and monitoring appropriate to her needs. To monitor hypertension, observations must be carried out at home with appropriate guidance (LTP Hypertension 2017) and during all antenatal appointments and should be undertaken by an appropriately qualified person i.e. midwife or obstetrician. A maternity support worker or student may carry out an assessment, but all findings are to be reported directly to the midwife/obstetrician, who remains accountable for ensuring the accuracy of the assessment and documentation of findings (LTP Hypertension 2017, NMC 2015)). Joanna’s BP should be monitored on a weekly basis with an appropriately sized cuff and urinalysis monitored at each antenatal visit. If any readings indicate severe hypertension then a GP review is required.  Hypertension is associated with pre-eclampsia, which usually presents after 20 weeks gestation as hypertension and proteinuria and is an additional risk factor to Joanna and the fetus (see appendix 1). Joanna will be educated on these risks and if pre-eclamptic symptoms occur (see appendix 1) then Joanna’s BP & urinalysis is to be monitored on a twice weekly basis and additional PET bloods are to be taken (see appendix 1) (NICE 2010, LTP 2017, RCOG 2012). Hypertension is known to have increased risk to mother and fetus (see appendix 1), therefore, Hypertension LTP (2017) recommends the midwife take into consideration related local trust guidelines to reduce risk, for example; Prevention of Venous Thromboembolism (2014), Management of Reduced Fetal Movements and Fundal Height Measurements (2015) and Management of Obesity in Pregnancy (2014).
Women with hypertension have many associated factors, especially obesity, diabetes mellitus and cardiovascular disease, in addition to pregnancy associated risk factors (see appendix 1). 
Body mass index is the calculation of weight in kilograms (kg) divided by the square height in metres (m2). BMI and obesity are often a sensitive subject, however, it should not be ignored due to embarrassment it may cause the woman or the midwife and must be handled with compassion and respect when discussing and relating it to medical issues throughout pregnancy (LTP obesity 2014). There are different levels of obesity which the midwife must consider when referring the woman to pathways of care (NICE 2014):
Healthy:	BMI 18.5 – 24.9
Overweight:	BMI 25 – 29.9
Obesity I:	BMI 30 - 34.9
Obesity II:	BMI 35 – 39.9
Obesity III:	BMI 40 or more

Obesity is excessive amount of body fat within a person. A person requires a percentage of body fat for insulation, energy storage and protection of organs and bones, however a healthy stable body weight depends on food intake and energy used. During pregnancy a person’s metabolism is adjusted to ensure adequate nutrients are available to support the growth and development of the fetus. A woman’s body automatically demands a higher calorific intake to support these needs, however 
activity is often decreased establishing energy reserves. For every additional 100g of fat, cardiac output must increase (Wylie & Bryce 2008 P153). During pregnancy women are expected to increase their BMI by 3-5 points (LTP Obesity 2014), thus impacting the cardiovascular system and increasing risks of obesity (see appendix 1). The midwife will provide Joanna with literature advising on the risks of pregnancy and an increased BMI (see appendix 1) and will discuss and advise on labour, delivery and postnatal care options (see appendix 1). Diet, hydration and gentle exercise, e.g. walking, is important to achieve optimal health throughout the pregnancy, however, active dieting is not recommended during pregnancy, instead, considering a balanced diet and possibly losing up to 5kg in weight is considered a healthier and long- term option (LTP Obesity 2014. p9, NICE 2010).
Consultant led care will be recommended, who will advise 5mg folic daily and a 10mg daily supplement of vitamin D to reduce fetal and maternal risk and abnormalities (see appendix 1) (LTP Obesity 2014). Recommendations will be made for Joanna to labour and deliver in a hospital setting (see appendix 1) and venous thromboembolism (VTE) score will be calculated during the antenatal period (see appendix 1), with thromboprophylaxis prescribed antenatally and post-delivery as required. Signs and symptoms of a venous thromboembolic disease will be discussed by the midwife with Joanna to emphasise the significance of risk and an influenza vaccination will also be recommended due to obesity having additional risks associated with respiratory complications (see appendix 1). A glucose tolerance test (GTT) is routinely recommended for women with an elevated BMI at 24-28 weeks gestation as it is evidenced that obese women are four times more likely to develop gestational diabetes mellitus (GDM) compared to non-obese women. GDM is a carbohydrate intolerance of varying severity which may occur during pregnancy and is highly associated with elevated BMI (LTP Diabetes 2016). Obesity causes metabolic dysfunction involving lipids and glucose, which may result in organ dysfunction (Marshall & Raynor 2014). During antenatal urinalysis, the presence of glucosuria identifies deviations from normal parameters, enabling the midwife to initiate 
a new care pathway referral (see appendix 1). A midwife routinely monitors for GH and PET in obese women at 3 weekly intervals from 24-32 weeks gestation and 2 weekly intervals from 32 weeks gestation to delivery due to GH and PET being significantly present in obese mothers (LTP Obesity 2014, Kabiru & Raynor 2004 P.153). Suitable equipment, such as an appropriate sized BP cuff, must be available throughout all care settings for accuracy when monitoring, and the manual handling policy must be adhered to by all staff (LTP 2014). A risk assessment will be undertaken, as with all patients, however attention must be given to additional needs of an obese patient to reduce risk of injury to staff and the patient (LTP Bariatric 2014). Due to fetal monitoring being increasingly difficult depending on the level of obesity (LTP 2014), the midwife must ensure accuracy of the monitoring according to NICE (2008) guidelines and refer for additional scans and monitoring as required (LTP Obesity 2014).
During the intrapartum period venous access should be assessed for women with a BMI >40 and a canula sited if poor access is found. 

The diagnosis and management of pregnancy and the complex needs associated with it can be challenging. The midwife, as a woman’s primary contact, will need to be mindful of personal circumstance, obstetric history, social and psychological elements. Ensuring the correct care pathways have been followed and referrals made is essential for optimal outcome for mother and fetus. The midwife should have a thorough understanding of the pathophysiology of pregnancy related medical conditions to enable them to detect abnormal clinical signs and increased risk factors (NICE 2008) and make the appropriate referrals in a timely manner for a woman’s changing needs.
As Joanna has CH and an elevated BMI of 37, the midwife with refer Joanna to specialist consultant-led care and assist the MDT and Joanna to create an appropriate plan of care which meets Joanna’s pregnancy and obstetric needs, whilst maintaining Joanna’s right to decide on her care. Relevant information will be supplied by all members of the MDT to Joanna and informed consent will be obtained for all aspects of care, aiming to build a trusting relationship, ensuring the midwife is an advocate throughout.
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Appendix 1

Scenario:
Joanna is G3 P1, 32yrs, Essential hypertension, Methyldopa 250mgs TDS, booking BMI 37. 1 x previous term delivery normal birth.  Hairdresser, non-smoker, drinks alcohol socially, well supported socially & by partner - long distance lorry driver. 
Booking 9/40= BP 130/80mmHg, pulse 72bpm, urine NAD, 
  34/40 =BP 142/92mmHg, pulse 68bpm, urine +glucose
	ASSESS
	PLAN
	Rationale of plan and ongoing care

	1. PHYSICAL NEEDS

	

	
Antenatal care as per LTP

	· Review antenatal / obstetric history 9/40-present


· Ensure Joanna is taking Folic Acid 5mg and vaccinations are current


· Refer for Consultant led shared care due to increased-risk pregnancy.






· Consider maternal observations:
BP, respirations, temperature, pulse, oxygen saturation

· Urinalysis: leukocytes, ketones, nitrates, protein and glucose


· Abdominal palpation: Observation, inspection, palpation and auscultation of abdomen


· Measure symphysis fundal height and document on customised growth chart


· Monitor FM and advise Joanna on home monitoring.


	· Ensure correct care pathways and referrals have been made.


· Reduce risk of neural tube defects and illness.


· A BMI of 37 increases risks of miscarriage, thromboembolism, GDM, PPH, PET, wound infections, respiratory complications (including sleep apnoea), shoulder dystocia, pressure sores, mortality and morbidity. 
· Observations indicate maternal health deviations and are to be taken at every antenatal appointment.


· Urinalysis identifies infection, PET, GH and GDM. 


· The midwife monitors fetal wellbeing, lie, presentation and development (also confirmed by USS). 


· To highlight growth within normal range/centile. Midwife to refer for additional USS if abnormalities are identified. 

· FM are monitored to assess fetal wellbeing. Advise Joanna to monitor FM and if changes occur, additional auscultation by community midwife or CTG can be arranged at FHU/hospital

	Raised BP













	· Ensure regular antenatal BP monitoring at all appointments with appropriate size cuff for accuracy of readings.

· Consultant review








	· Findings to be used when assessing for proteinuria and hypertension.

· Required if BP or observations are abnormal. A manual BP reading should be re-taken 10 minutes after an automated reading for comparison.
* BP should be rechecked within 24 hours if >150/110mmHg
*Immediately refer for additional investigation if BP is >160/110mmHg.


	Pre-eclampsia
	· Educate Joanna on signs/symptoms and risk factors of PET:  Visual disturbances, headaches, swelling, vomiting, pain around lower rib cage.



· Urinalysis and PET bloods to be taken if symptoms occur:  Group & Save (if required), cross match (if clinically required), FBC, U&E’s, LFT, coagulation screen
	· To reduce risk of reduced placental development, IUGR, oligohydramnios, stillbirth and maternal death, the midwife must ensure Joanna understands to contact immediately if symptoms occur. 

· To confirm a diagnosis of pre-eclampsia and enable the midwife to initiate the correct care path.


	34/40 appointment
	· The midwife to discuss signs/symptoms of labour and delivery within a hospital setting, analgesia and IOL



· Midwife to discuss delivery methods with Joanna
	· Due to an increased risk of congenital abnormality, macrosomia, premature delivery, IUGR and neonatal death, shoulder dystocia, mortality and morbidity.
· Increased risk of requiring an IOL, EMLSCS or ELSCS due to Joanna’s health requirements.

	Elevated BMI
	· Confirm equipment availability






· Complete PSPS Form and VTE assessment




· Vitamin D 10micrograms OD



· The midwife to provide “A Raised BMI – Your Pregnancy & Labour” leaflet whilst discussing/advising on labouring and immediate care options









· Discuss diet, hydration and exercise 





· Anaesthetist referral:  Analgesia management plan for labour and delivery
	· Ensure suitable MH equipment availability in all care settings
· Ensure MH policy is adhered to reducing v risk of injury to all parties. 


· Risk assess due to elevated BMI and reduced mobility during the antenatal, intrapartum and postnatal period. Women with a booking BMI >30 should be risk assessed for thromboembolism at the initial antenatal visit, at 28 weeks gestation and with each hospital admission to reduce DVT and PE risk



· Vitamin D levels may be reduced, increasing risk of PET, SGA and GDM.


· To ensure Joanna fully understands the increased risks associated with her pregnancy and delivery
· Maternal:   miscarriage, thromboembolism, GDM, pre-eclampsia, PPH, wound infections, respiratory complications.
· Fetal:  congenital abnormality, macrosomia, premature delivery, IUGR, neonatal death

· The midwife will provide information on diet, hydration and exercise for Joanna to achieve optimal health throughout the pregnancy. 

· CVP may be indicated for management of fluid balance

· Highlight potential venous access problems in obese women

	Glucosuria
· 1st Occurrence:











· 2nd Occurrence:








· If GDM identified:

	· Urinalysis to be monitored at all appointments













· Additional GTT / HbA1C to be offered


· Update MDT using SBAR

· Diabetes referral to be arranged.


· Consideration for ‘Sliding scale’ use
· Hourly BM’s throughout labour



	· Offer GTT 24-28/40.
· Normal fasting values around 5.3mmol/ltr and post-meal values around <7.8.
· Hydration & dietary/sugar consumption advice given, due to increased risk of GDM, which additionally increases risk of macrosomia, stillbirth and shoulder dystocia. 

· To compare and monitor Joanna’s glucose levels. 





· For clear communication

· To ensure specialist MDT care is initiated.

· To monitor Joanna’s health whilst within hospital environment. Additional occurrence of glucosuria increases risk of hypoglycaemia, IUGR, macrosomia, birth trauma and congenital abnormalities.

	Essential hypertension

	· Aspirin 75mg prescribed and reviewed by MDT



· Additional antenatal appointments as required

· Monitor BP




· Ensure all medication is regularly reviewed by doctor. 

	· Joanna to take from 12/40 to delivery, reducing risk of PET, IUD and preterm birth, which are all associated with EH and increased BMI.

· Midwife/MDT to arrange to deliver individualised care.

· Systolic blood pressure of >140mmHg
(and/or) diastolic blood pressure of >90mmHg to be referred to MDT


· Methyldopa (250mg TDS) is deemed safe to use during pregnancy/breastfeeding, however it is evidenced to increase depression rates and crosses placental barrier.
 

	2. PSYCHOLOGICAL
NEEDS
	

	ASSESS
	PLAN
	Rationale of plan and ongoing care

	Midwife/MDT
	· Obtain and document informed consent including:  risks/benefits of procedures.




· The midwife is to ensure a birthing plan is completed with Joanna.
	· Joanna must recognise her right to decide on her care throughout antenatal, intrapartum and postnatal period.
· Practising within NMC guidelines


· To advocate individualised care 

	
Communication

	· Open communication


· Offer support and orientate Joanna/birthing partners to LW and facilities, highlighting call/emergency bells
	· To gain a professional and trusted relationship throughout Joanna’s care

· To reduce anxiety and ensure Joanna’s birth plan is carried out according to her medical needs. 

	Pre-term Neonate

	· Offer meeting with paediatrician
· Facilitate NNU visit
· Discuss availability.  
	· To prepare parents/family for pre-term neonatal care and possible transfer to open/available unit

	Perinatal mental health
	· Discuss previous obstetric history


Midwife to:
· Promote mental health
· Create emotional wellbeing plan
· Referral to the mental health team if required

	· To establish whether mental health counselling/support required

· To meet Joanna’s mental health needs. 

	3. SOCIAL NEEDS
	

	ASSESS
	PLAN
	Rationale of plan and ongoing care

	Employment / Financial
	Midwife to: 
· Discuss maternity leave
· Signpost Joanna to relevant information regarding employment rights and financial assistance if required. (JCP, HMRC, CHB).
· Ensure employment risk assessment has been carried out, including PPE

	· Consideration should be taken for an instance of immediate maternity leave to ensure Joanna’s employment and financial obligations are covered.


· Excessive chemical use within the work place may cause fetal harm. 

	Information / Education
	· Sensitively discuss tobacco / alcohol intake
	· Midwife to advise Joanna on health risks associated

	Family 

	· Ensure Joanna has support, transportation and childcare for appointments and delivery

· Midwife to offer antenatal classes
	· Due to her partners work commitments he may not be available for all appointments. 

· To assist with parenthood needs and anxieties.





Identify potential intrapartum sequelae if any: 

· Neonates of mothers with BMI >30 are up to 1.5 times more likely to be admitted to a neonatal unit than babies born to a mother of healthy weight 
· Birth injuries
· Pre-term delivery
· Meconium aspiration
· Macrosomia leading to shoulder dystocia
· Increased risk of LSCS due to failure to progress in labour
· Increased risk of instrumental delivery
· Deep Vein Thrombosis to due reduced mobility
· Dehydration
· Elevated VTE score
· Continuous CTG monitoring 
· Reduced ability to adequately detect fetal positioning due to raised BMI
· Difficulties monitoring fetal heart
· Fetal distress
· Aspiration prophylaxis / maternal anaesthetic complications due to BMI>30
· Defective analgesia administration
· Ineffective analgesia
· Increased risk during analgesia 
· Recommend Epidural during delivery to reduce BP
· Difficulty siting IV access
· Unpredictable spread of local anaesthetic
· Difficult airway management
· Hourly Blood Pressure Monitoring 
· Post-operative infection
· Morbidity
· Technically difficult LSCS - increasing mortality and morbidity
· Additional monitoring for pre-eclampsia & pre-eclamptic symptoms. 
· Increased risk of Postpartum Haemorrhage  
· Unsuccessful vaginal birth after caesarean section
· IUGR, SGA, LGA
· Raised BMI may extend hospital admission due to longer recovery period
· Failure to detect abnormal presentation
· Increased risk of pressure area damage
· Difficult patient positioning

Legend to support abbreviations:

BMI: Body Mass Index
BM: Blood glucose monitoring
BP: Blood Pressure
CHB: Child benefit
CTG: Cardiotocograph
CVP: Central Venous Pressure
DVT: Deep Vein Thrombosis
ELSCS: Elective lower section caesarean section
EMLSCS: Emergency lower section caesarean section
EH: Essential hypertension
FBC: Full blood count
FHU: Fetal Health Unit
FM: Fetal movements
GDM: Gestational Diabetes Mellitus
GH: Gestational Hypertension
GTT: Glucose Tolerance Test
HbA1c: Haemoglobin A1c
HMRC: Her Majesty’s Revenue and Customs
IUGR: Intrauterine Growth Restriction
IOL: Induction of Labour
IUD: Intrauterine death
JCP: Job-centre Plus
LFT: Liver function test
LSCS: Lower Section Caesarean Section
LW: Labour Ward
LTP: Local Trust Policy
MDT: Multidisciplinary Team
Mg: Milligram
MH: Manual Handling
mmHg: Millimetres of Mercury
mmols/L: millimoles per litre
NMC: Nursing and Midwifery Council
NNU: Neonatal Unit
OD: Once Daily
PE: Pulmonary Embolism
PET: Pre-eclampsia Toxaemia
PNW: Postnatal Ward
PPE: Personal Protective Equipment
PPH: Postpartum Haemorrhage
PSPS form: Pressure Sore Prediction Score form
TDS: 3 times per day
USS: Ultra-sound screening
U&E’s: Urea & electrolytes
VTE: Venous Thromboembolism Risk Scoring 


Key sources (e.g. clinical guidelines) to support plan of care

· Centre for Maternal and Child Enquiries (CMACE) / Royal College of Obstetricians and Gynaecologists (RCOG) (2010) Joint guideline for Management of Women with Obesity in Pregnancy. London  
· Chua-Gocheco, A. Bozzo, P. & Einarson, A. (2008). Safety of hair products during pregnancy: Personal use and occupational exposure. Canadian Family Physician, 54(10), 1386–1388.
· Davey, L. & Houghton, D. (2013). The Midwives Pocket Formulary. 3rd Edition. London: Churchill Livingstone, p115-117
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