Joanna is 32 years old and is Gravida 3 Para 1 she attended booking at 9/40 gestation, previous vaginal delivery at term. She is in a stable relationship, however, her partner is a long distance lorry driver and therefore can be away for long periods. Joanna has been diagnosed with essential hypertension and is taking 250mgs Methyldopa ter die sumendum (TDS) as prescribed by her General Practitioner (GP). Baseline observations: Blood pressure (BP) 130/80mmHg, pulse 72bpm, urinalysis no abnormality detected (NAD) and Joanna’s body mass index (BMI) was calculated to be 37.  
When attending her 34/40 Joanna’s BP is now 142/92mmHg, pulse 68bpm and urinalysis shows 1+glucose present in her urine.  
This assignment will focus on Joanna’s essential hypertension and raised BMI and how these factors will impact her maternity care plan.  
Blood pressure is the force created by the blood on the walls of the vessels, it is an essential element of circulation ensuring organs throughout the body are continuously supplied with blood (Waugh & Grant, 2014, p.96). Essential hypertension is the development of raised blood pressure without any identifiable primary cause such as renal disease or aortic contraction (Cruickshank, 2013, p. vii). Factors thought to increase the development of essential hypertension include: family history, ethnicity, age, reduced exercise, high cholesterol, diabetes mellitus, smoking and obesity (Robson & Waugh, 2013, p.28; Waugh & Grant, 2014, p.131). There are three different grades of hypertension: mild; systolic reading of 140-59 mmHg and diastolic of 90-99 mmHg, moderate; 160-179 mmHg systolic and 100-109 mmHg diastolic and finally severe; ≥180 mmHg systolic and ≥110 mmHg diastolic (Waugh and Grant, 2014, p.131).  
In the intrapartum period blood volume increases by approximately 50% and the number of blood vessels increases in order to supply blood flow to the placenta. Increase in progesterone levels causes smooth muscle relaxation and vasodilation throughout the body resulting in lower blood pressure. These changes have most effect in the second trimester and therefore some women may be advised to cease taking their antihypertensive medications within this period to reduce the risk of placental insufficiency (Wylie & Bryce, 2016). Although the BP may decrease it is important to closely monitor this for signs of developing pre-eclampsia or superimposed Pregnancy Induced Hypertension (PIH) as this can be detrimental to both the mother and fetus (Wylie & Bryce, 2016, p. 17). 
The presence of hypertension in pregnancy is a leading cause of perinatal mortality and morbidity. It also carries significant risks to the neonate such as still birth, small for gestational age (SGA) and pre-term delivery (Local Trust Policy, 2015, p.3). Pre-existing hypertension is thought to be less dangerous than gestational hypertension or PIH, it is thought however, that it increases the risks of placental insufficiency, abruption, fetal growth restriction and preeclampsia (Wylie & Bryce, 2016; Robson & Waugh, 2013, p.28). 
BMI provides a guide to the optimum weight for an individual’s height; scores are calculated by dividing weight in kilograms (kg) by height in metres squared (m²). Every woman has her BMI calculated during her booking appointment; underweight would be <18.5, healthy is from 18.5-24.9, overweight is 25-29.5, ≥30 is obese and severe obesity is 35-40 (Stables & Rankin, 2017, p.90; Royal 
College of Obstetricians & Gynaecologists, 2011), Obesity class 3 is a BMI of ≥40 (Baker, 2017, p.4). World Health Organisation (WHO) Global Health Observatory data estimated that 297million women over age 20 were known to be obese in 2008 (WHO, 2018).   
Metabolic changes in pregnancy cause appetite to increase and physical activity to decrease resulting in stored energy and weight gain (Wylie & Bryce, 2016, p.180-182). Pregnancy can cause women to feel insecure about their bodies, one American study shows what women who had these insecurities during and post pregnancy had significantly higher weight gain during pregnancy then women who were comfortable or accepting of their bodies (Herring, et al., 2008). A large retrospective cohort study found that 70.2% of women who started their pregnancy with a BMI above 30 were obese 10-17 years post pregnancy and 89.4% were overweight (Moll, Olsson & Landin-Olsson, 2017).  
An article by CMACE published in the British Journal of Obstetrics and 
Gynaecology (BJOG) reports 27% of all maternal deaths both direct and indirect occurred in women with a BMI ≥30 (CMACE, 2011, p.46). The Royal College of Obstetricians and Gynaecologists (RCOG) state raised BMI can affect both the woman and her fetus during pregnancy and later in life. A BMI of ≥30 can in rare cases cause neural tube defects and increased likelihood of birth weight more than 4kg (fetal macrosomia). The rate of miscarriage increases from 2025% and stillbirth rates double from 0.5-1% with a BMI over 30 (RCOG, 2011, 
p.2). Maternal obesity is associated with gestational diabetes and hypertension, it also causes difficulties for practitioners performing ultrasound scans, fetal heart auscultation and abdominal palpation (Baker & Kenny, 2011, p.6). A joint guideline developed by RCOG and Centre for Maternal and Child Enquiries (CMACE) states during the intrapartum period it can become difficult to monitor fetal heart rate via pinard, doptone or cardiotocography (CTG) resulting  in a fetal scalp electrode (FSE) being used to monitor fetal wellbeing. Women with an increased BMI are more likely to experience shoulder dystocia and slow progress in labour which can lead to a lower segment caesarean section (LSCS). Increased likelihood of a Postpartum Haemorrhage (PPH) both in LSCS and the 3rd stage of labour requires senior obstetric consultants and anaesthetists to be involved throughout intrapartum care (CMACE & RCOG, 2010, p.6).  
All of the following information is in referral to Appendix 1.  
A Midwife should ensure women have a ‘safe and life-enhancing experience during their maternity care and that babies and families have the best possible start in life’ (Chief Nursing Officers of England, Northern Ireland, Scotland and Wales, 2010, p.11). During her booking appointment Joanna’s midwife should endeavour to build a trusting relationship with Joanna and any others present. Before appointments midwives should update themselves on a woman’s medical history by reviewing her GP and other health records ensuring they are aware of any factors that may affect the pregnancy allowing for appropriate referrals following discussion with Joanna (NMC, 2015, p. 14).  
Alongside routine blood tests at booking, a random blood glucose test should be taken due to her BMI enabling identification of pre-existing diabetes. It is important that Joanna attends her obstetric glucose tolerance test (OGTT) at 2628/40 even if a normal result is received as she is more likely to develop gestational diabetes mellitus (GDM). An abnormal result of ≥7 would result in checking for HbA1C and fasting glucose results. If the fasting glucose result is >6.0 or HbA1C >6.5 then monitoring of blood sugars should be commenced, diet advice given including monitoring sodium and carbohydrate intake and a referral to the diabetic specialist midwife should be made (Local Trust Policy, 2016, p.9, a). During her 34/40 appointment Joanna presented with + glucose in her urine, this should be documented and monitored during following appointments as part of routine urinalysis. Joanna’s midwife should enquire about  and discuss diet prior to the appointment due to Joanna’s increased risk of GDM. Risk factors to mother should be discussed including birth injury and risks to baby such as hypoglycaemia (Local Trust Policy a, 2016, p.7).   
BP monitoring in the perinatal period should be done manually as automated devices have been found to be inaccurate by approximately 10mmHg (Local Trust Policy, 2015, p.5). Joanna must be in a comfortable position with her arm supported and her legs uncrossed, the cuff should be in the correct size and position (Johnson & Taylor, 2016, p. 54), if it is necessary to re-check the value; there should be at least 15 minutes in between readings as per Local Trust Policy (2015, p.5). In the event of 3 BP readings over 149/99mmHg, Joanna should have her BP tested again in 1 weeks’ time. Due to her high BMI, Joanna should have BP readings and urinalysis every 3 weeks until 32/40 gestation and then every 2 weeks until delivery (Local Trust Policy, 2016, p.6, b), this increases early identification of pre-eclampsia which is 20% more likely in women who have essential hypertension (Local Trust Policy, 2015, p.5). 
Upon the identification of risk factors that impact on a woman’s pregnancy the midwife should provide access to specialist services that will work together during a woman’s pregnancy to help achieve the best outcome and provide holistic care (Baker & Kenny, 2011, p.52; Nursing and Midwifery Council, 2015, 
p. 11). Joanna should be under consultant led care (CLC) by 12/40 with a multidisciplinary team (MDT) approach as per the National Health Service (NHS) England Saving Babies’ Lives care bundle (O’Connor, 2016, p. 19), this means extra appointments will be provided, including Uterine Artery Doppler at 2024/40 and serial growth scans every 2 weeks until delivery due to the risk of IUGR (Local Trust Policy, 2015, p. 6; O’Connor, 2016, p. 19). These measures are put in place to monitor and maintain both Joanna’s and her fetus’ health and wellbeing (RCOG, 2011, p.4). Local trust policy states that women who have a BMI <40 do not require referral to the obstetric anaesthetic consultant unless they have additional co-morbidities, none of which Joanna has presented with (2016, p.7, b).  
The midwife should inform Joanna of her risk factors, and stress the importance of managing her hypertension; this is primarily done by taking her medication as prescribed by her GP and having regular blood pressure checks during the antenatal period. Although the incidence of pre-eclampsia is 3-5% (Mol, et al., 2016, p.999), Joanna should be informed of the signs and symptoms as per the National Institute for Health and Care Excellence (NICE) (2011 & 2017). Preeclampsia symptoms are: severe headaches, oedema of the face, hands or feet, blurred vision or flashing lights in the eyes, vomiting and severe pain below her ribs (NICE, 2017). Joanna should be aware of who to contact and signposted to the front of her handheld notes where the phone numbers are documented (Perinatal Institute, 2015). Development of any symptoms linked to preeclampsia would mean Joanna would be invited into the Antenatal Day Assessment Unit (ADAU) within two days of identification for a BP profile, Urinalysis and a Pre-eclamptic Toxaemia (PET) blood test, Ultrasound scan of growth and doppler’s and CTG as per trust policy (2015, p. 29). PET bloods include: full blood count (FBC), Liver function test (LFT), urea and electrolytes (U’s & E’s) and coagulation blood tests would be carried out alongside urinalysis in order to identify any abnormalities (Esmail, Stanford & Banfield, 2011). 
Joanna should be asked about her medication during booking and also on the presentation of raised BP. If any problems with her medication arise a review should be requested with her GP or Obstetrician if in hospital as per 13.2 of the Nursing and Midwifery Council (NMC) ‘The Code’ which states that timely and appropriate referrals should be made and 13.3 which states that help should be requested when a procedure is outside the limits of the midwifes competence (NMC, 2015, p. 11). Due to her increased risk of developing pre-eclampsia, Joanna should take 1 gram (g) Calcium omne in die (OD) due to hypertension and 75mg Aspirin OD prescribed by her GP from 12/40 gestation due to her BMI. Joanna’s high BMI also means she should have been advised at booking to take 5mg of Folic Acid OD pre-conception until 12/40 and Vitamin D OD throughout her pregnancy and to continue this if breastfeeding (Local Trust Policy, 2015, 
p.6; Local Trust Policy, 2016, p.5, b). Joanna’s midwife must be aware of any allergies and document these clearly in her hand held maternity notes as this will affect the medication and analgesia during her maternity care (Nursing and Midwifery Council, 2015, p. 9). 
Throughout her pregnancy Joanna’s midwife should provide health and dietary advice (Perinatal Institute, 2016) including exercise classes available within the local area and foods to avoid. This should be discussed throughout pregnancy and the most recent evidence should be provided allowing for informed choice about her own and the fetus’ wellbeing (NMC, 2015, p.7). It should, however, be stressed to Joanna that dieting during pregnancy is not recommended as it may harm the health of the fetus and therefore a referral to a dietician should be offered at booking as per NICE guidelines (2010).  
In the third trimester a plan should be made by Joanna and the team providing her care for the intrapartum period. This should be discussed throughout pregnancy and Joanna’s wishes should be taken into account when creating this plan. Once finalised and informed consent has been gained the plan should be clearly documented in Joanna’s hand held maternity notes (NMC, 2015, p.5-6).  
In conclusion, Hypertension and raised BMI are significant risk factor during the intrapartum period. Women with identified risk factors should have individualised CLC following the latest guidelines and research in order to provide the best care and achieve positive outcomes for women and their babies. It is important for professionals to work well and liaise as part of the MDT in order to ensure Joanna is informed and confident in her maternity care pathway.  
 
 
 
 
 

 
 
 

Appendix 1 
[bookmark: _GoBack]Student No:                                                                              Scenario: Joanna   
	ASSESS 
	PLAN 
	Rationale of plan and ongoing care 

	1. PHYSICAL 
NEEDS 
 
	 

	Welcome  
 
	Welcome Joanna and anyone accompanying her. Introduce self, role and anyone present.   
	Health professionals should introduce themselves and their role at every point of contact to make women feel more at ease and help build a relationship.  

	Review notes  
 
	Look over health records on the GP system to familiarise self with the Joanna and any underlying health conditions.  
 
G3P1 – confirm nature of loss and provide emotional support.   
 
Check blood results including random blood glucose, OGTT, serum creatinine and potassium; document if not already. If there are no OGTT results check for appointment confirmation or (re)arrange. If random blood glucose was abnormal check for HbA1C and fasting glucose results.  
 
 
 
	To ensure you provide the best care and make women feel valued.    
 
 
Discussing this can provide a bigger picture and help to rule out possible medical factors.  
 
To ensure there are no abnormalities requiring further testing or medication which may result in changing the care pathway. Women with a BMI over 30 should be referred for an OGTT at booking due to their higher risk of developing GDM. Abnormal random glucose tests of ≥7 can indicate preexisting type 2 diabetes; further tests are required to confirm this.  
 



	
	Check VTE assessment and score.  
 
 
 
 
 
 
 
 
 
Aspirin due to essential hypertension and BMI.  
 
 
 
 
 
Folic acid and pregnancy multivitamins.  
 
 
 
 
 
Discuss current medication. 
 
 
 
 
 
Clarify alcohol consumption.   
	VTE assessments should routinely be performed at: booking, 28/40, hospital admission, intrapartum admission and immediate postnatal period. If the score is 4 or more antenatally a woman should be started on LMWH from the first trimester, with a score of 3 it should be considered from 28/40 and continued for a minimum of 6/52 postnatally.  
 
Women with two or more moderate or one high factor increasing the risk of preeclampsia should be prescribed 75mg Aspirin OD from 12/40 and continue this throughout pregnancy.  
 
Due to her BMI Joanna should have been taking 5mgs of Folic acid OD prior to conception and throughout pregnancy alongside 10mcg of Vitamin D OD and continue the latter if breastfeeding.  
 
Due to hypertension Joanna is taking Methyldopa 250mgs TDS. It is important to know she is taking her medication as prescribed as this may provide an explanation for her raised BP.  
 



	
	 
 
 
 
 
 
 
Serial growth @32/40 and doppler @20-24/40 scans.  
 
 
 
Check for known allergies.  
 
	This should be discussed and information given, as not only can it increase the risk of FAS, stillbirth and miscarriage; it also reacts with Methyldopa, increasing antihypertensive effect and Aspirin enhancing its effect on the gut.  
 
High BMI makes it harder to monitor fetal growth using fundal height measurement, therefore regular scans should be carried out to monitor for SGA, IUGR and macrosomia. 
 
Knowledge of allergies allows healthcare professionals to prescribe appropriate medication.  

	Maternal observations  
 
	Manual BP ensuring use of correct cuff size, Urinalysis and compare to previous results. 
 
 
 
 
 
If BP is raised then consider maternal situation, test again at the end of the appointment and again within the hour.  
 
 
 
 
	Due to her BMI Joanna is at higher risk of developing pre-eclampsia and should be having BP monitoring every 3 weeks and regular urinalysis. An incorrect cuff size can provide inaccurate readings, manual BP is most accurate.  
 
Talking, exercise and stress can cause BP to be raised. 3 readings over 149/109mmHg would indicate mild hypertension. BP should be tested again in 1 week and compared to previous readings. If Joanna developed moderate hypertension or if there were any further symptoms of pre-eclampsia including 



	
	 
 
 
 
 
Discuss glucosuria.  
 
 
 
 
 
Discuss Pre-eclampsia symptoms.  
 
 
 
 
 
 
 
Provide health and dietary advice.  
	proteinuria she would be invited into ADAU within two days for a BP profile, urinalysis and PET bloods.  
 
If Joanna has consumed food and drink with high levels of sugar prior to providing the urine sample this can affect the results. More than one presentation can indicate GDM so an MSU should be sent for testing.  
 
Due to the presentation of high BP alongside existing medical factors it is important that Joanna is aware of symptoms: headache, blurred vision, vomiting and emphasising oedema as this is also a side effect of the Methyldopa. Ensure Joanna is aware of contact numbers.  
 
Inform and remind Joanna of the importance of a healthy diet and lifestyle during pregnancy and how this can benefit herself and the fetus.  

	Consultant led care  
 
 
	Ensure Joanna is under CLC and is attending appointments.  
	Due to the risk factors identified, Joanna should be under CLC with an MDT approach to provide safe, holistic care during her journey through maternity services. Missed appointments can delay abnormalities being identified.  

	2. PSYCHOLOGICAL 
	 



	NEEDS 
	

	ASSESS 
	PLAN 
	Rationale of plan and ongoing care 

	Risk factors  
	Ensure Joanna is aware of:  
-Difficulties with fetal heartrate monitoring, scan appointments and LSCS.  
-Increased risk of shoulder dystocia, emergency LSCS, slow progress in labour and PPH.  
 
 
	At booking and throughout pregnancy Joanna should be informed of any risks to herself and the fetus caused by her weight. It is important that Joanna is able to make informed decisions about her lifestyle and is aware of support and options available to her.  

	Ensure understanding  
	Discuss decisions made about Joanna’s care.  
	A plan should be made with Joanna regarding her labour and continuing maternity care. It is important she is happy with and fully understands the decisions made and is informed of any necessary changes.  

	Support  
	Ensure Joanna has a good support network. 
 
 
 
 
 
	Due to her partners occupation it is important Joanna has family and friends to support her. As her pregnancy progresses she may find it harder to complete everyday tasks and may need help with childcare due to additional appointments.  

	Wellbeing 
	Discuss mental health. 
	Methyldopa increases the risk of depression and mild psychosis; it is important Joanna is aware of this and to assess at every contact. 

	3. SOCIAL NEEDS 
	 

	ASSESS 
	PLAN 
	Rationale of plan and ongoing care 

	Financial support  
	Enquire about maternity exemptions card and if Joanna is entitled to claim healthy start vouchers.  
	It is important to ensure that Joanna is aware of the support she is entitled to which will help support her through the ante and postnatal period.  

	Employment 
 
	Discuss Joanna’s role at work and ensure that her employer performed a risk assessment for her pregnancy.  
 
 
 
Ensure Joanna is aware that her employer cannot penalise her for taking time off to attend antenatal appointments.  
 
Enquire about MatB1. 
	Joanna’s job makes it likely that she spends a lot of time on her feet during the day, therefore, her employer should ensure she has regular breaks and stays well hydrated throughout her shift.  
 
Joanna should be aware that it is a legal requirement that employers allow women to attend antenatal appointments.  
 
Ensure Joanna has received her MatB1 so she and her partner received pay throughout maternity and paternity leave.  


 	 
 

 
 
 
Identify potential intrapartum sequelae if any:  
· Joanna is at higher risk of experiencing shoulder dystocia, EMLSCS, PPH and slow progress during labour.  
· Stop taking LMWH 24hrs before planned delivery or once she feels she is in labour.  
· If at any point Joanna has presented with proteinuria and therefore suspected pre-eclampsia, professionals should carry out FBC, LFT’s, serum urea, creatinine, uric acid, Lactate dehydrogenase if HELLP is suspected, Glucose to identify suspected acute fatty liver and a clotting profile at the onset of labour.  
· If BP is 160/110mmHg or more, antihypertensive therapy should be initiated and continuous fetal monitoring commenced likely via FSE.  
· 10mg Nifedipine modified release should be given and BP checked in 30 minutes, IV labetalol should be commenced if the BP has not dropped after 2 doses over 1 hour.  
· Epidural is recommended to help control BP, early IV access, strict fluid balance, active management of third stage using 5units IV or 10units IM of Syntocinon.  
· If her BP exceeds 160/110mmHg during the second stage assisted delivery should be considered.  
· Plans should be made to discontinue Methyldopa and begin taking oral hypertensive therapies to help reduce the risk of postnatal depression.  
 
 
Legend to support abbreviations: 
ADAU: Antenatal Day Assessment Unit  
BMI: Body Mass Index  
BP: Blood pressure  
CLC: Consultant led care  
EMLSCS: Emergency Lower Segment Caesarean Section 
FAS: Fetal Alcohol Syndrome 
FBC: Full Blood Count  
FH: Fetal Heart 
FSE: Fetal Scalp Electrode 
GDM: Gestational Diabetes Mellitus 
G3P1: Gravida 3 Para 1 
HELLP: Haemolysis, Elevated Liver Enzymes and Low Platelet count  
IM: Intramuscular  
IUGR: Intrauterine Growth Restriction  IV: Intravenous  
LMWH: Low Molecular Weight Heparin  
LSCS: Lower Segment Caesarean Section  MDT: Multi-disciplinary team mmHg: Millimetre of mercury  
MSU: Mid-stream Urine  
OD: Once Daily  
OGTT: Obstetric Glucose Tolerance Test  
PET: Pre-eclamptic Toxaemia  
PPH: Primary Postpartum Haemorrhage  
SGA: Small for Gestational Age  
VTE: Venous Thromboembolism  References:  
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