


[bookmark: _GoBack]It is imperative that midwives are competent and confident to deliver low risk midwifery care (Nursing and Midwifery Council (NMC), 2015). This full understanding enables them to recognise when signs and symptoms deviate, and women require complex and shared care (Local trust, 2014, p.13). The midwife must also understand complex medical conditions and pathways in order to make appropriate referrals (Local trust, 2014, p.13). Joanna is 34 weeks pregnant, her obstetric history is gravida 3, para 1. She had a normal delivery at term. Joanna’s body mass index (BMI) is 37 and she suffers with essential hypertension for which she takes Methyldopa. At Joanna’s 34-week appointment her blood pressure had elevated, and the urinalysis reported + glucose. This essay will focus on raised BMI and essential hypertension. 
Joanna’s midwife should have referred her for consultant obstetrician lead care due to her complex additional risk factors (Local trust, 2014, p.13). The consultant should have reviewed her medication and devised a plan going forward. The Multi-disciplinary team will have advised her that the safest place to labour and deliver would be in a consultant led unit (Local trust, p.13). Joanna should also have been reviewed by an anaesthetist (Royal college of obstetricians and gynaecologists (RCOG) (RCOG, 2010). This assessment will identify any potential difficulties with venous access (Local trust, 2014, p.9) Regional and general anaesthesia must be discussed and documented (Local trust, 2014, p.9). An anaesthetic management plan is also documented for intrapartum care (Local trust, 2014, p.9). 
The World Health Organisation (WHO) (2018a) define overweight and obesity as excessive body fat which may impact on a person’s health. A person is deemed overweight if their BMI is greater or equal to twenty-five. Obesity is defined as a BMI greater or equal to thirty (WHO, 2018). BMI is defined as weight in kilograms divided by height in metres squared (WHO, 2018b). WHO define a BMI of thirty-five or above as class two obesity, the obesity classes are based on the how much of an impact excessive body fat has on health conditions and death (WHO, 2018b). An elevated BMI antenatally can lead to various complications and adverse outcomes for both the woman and fetus (Wylie and Bryce, 2016, p.182). 
Midwives advise women of these risks and support them to make healthy lifestyle changes to ensure the best possible outcomes (Royal College of Obstetricians and Gynaecologists (RCOG), 2011, p.3). See appendix for risks. The code states that the midwife should “pay special attention to promoting wellbeing, preventing ill health and meeting the changing health and care needs of people during all life stages” (NMC, 2015). The midwife should have advised Joanna to maintain a balanced diet to reduce the risk of her developing gestational diabetes mellitus (GDM) and pre-eclampsia (PET) (RCOG, 2011, p.4). Actively dieting during pregnancy is not recommended as it may impair the health of the fetus (NICE, 2010). At present there are no evidenced based guidelines on normal weight gain during pregnancy (NICE, 2010).
Women with a BMI greater or equal to thirty are advised to take a higher dose of 5mg of folic acid daily (RCOG, 2011, P.4). Folic acid reduces the risk of neural tube defect which is increased due to raised BMI (RCOG, 2011, p.4). Midwives should also advise all pregnant women to take 10mg of vitamin D daily. Obese women are at a further risk of vitamin D deficiency (RCOG, 2011, P.4). The midwife should have informed Joanna of this risk and the importance of taking the supplement (RCOG, 2011, p.4). It is suggested that neonates born to mothers suffering with vitamin D deficiency are at a higher risk of developing hypocalcaemia (Greener, 2016). Maternal vitamin D deficiency is also associated with reduced fetal and infant skeletal growth (Greener, 2016). 
The midwife must check that Joanna’s venous thromboembolism risk assessment score has been carried out and documented (Wylie and Bryce, 2016, p.54). Both antenatally and postnatally women are at an increased risk of developing thromboembolic conditions as the body is in a hypercoagulable state due to increased levels of progesterone (Wylie and Bryce, 2016, p. 54). Joanna’s risk is further increased due to her elevated BMI, she should have been advised her to stay hydrated and mobilise (Wylie and Bryce, 2016, p.54).                                                                                                
Raised BMI in pregnancy is associated with GDM (Wylie and Bryce, 2016, p.170). GDM is defined as a carbohydrate intolerance which is first recognised antenatally (Wylie and Bryce, 2016, p.170). It varies in severity and may or may not revert to normal postnatally (Wylie and Bryce, 2016, p.170). At around twenty to twenty-four weeks gestation the placenta manufactures growth hormone and cortisol, these hormones may affect and block the body’s ability to utilise insulin (Wylie and Bryce, 2016, p.170). Antenatally all women will develop a natural resistance to insulin. In around 4 percent this will result in a GDM diagnosis (Wylie and Bryce, 2016, p.170). Glucose, protein and ketones detected on urinalysis all indicate GDM as the body begins to break down protein and body fat into glucose for energy. This is due to inadequate insulin preventing glucose from entering body cells (Wylie and Bryce, 2016, p.170).
National Institute for Health and Care Excellence (NICE) (2015) recommend that midwives assess risk factors of developing GDM at the initial booking appointment. Risk factors include; previous GDM, family history of diabetes, BMI above 30 kg/m2, previous macrosomic baby, maternal age of 35 or above and family origin with a high prevalence of diabetes (NICE, 2015). As Joanna has a BMI of 37 kg/m2 her midwife should have referred her for an oral glucose tolerance test (OGTT) between twenty-four and twenty-eight weeks. The midwife will also have documented the result, see appendix for normal limits (NICE, 2015). At her 34-week routine antenatal appointment glycosuria of 1+ was detected by reagent strip testing. The midwife should review Joanna’s previous history and determine whether this is the first time glucose has been detected on urinalysis (NICE, 2015). If this is the second time it has been observed then a further OGTT should be offered to exclude undiagnosed GDM (NICE, 2015).  
Both obesity and GDM both increase the risk of a macrosomic fetus (Local trust, 2016, p.16) This risk is further increased due to association with shoulder dystocia (Local trust, 2016, p.16). Diabetic women must be informed of risks and benefits to all modes of delivery (Local trust, 2016, p.16).  Lung maturity of a baby born to a diabetic mother is comparatively compromised compared to a non-diabetic mother (Local trust, 2016, p.16). This means that it is vital to ascertain a correct estimated due date for diabetic mothers as prematurity is more serious (Local trust, 2016, p.7). Women who require a preterm delivery may be advised to receive steroid treatment. All discussions must be clearly documented (Local trust, 2016, p.16). Babies born to diabetic mothers are also at risk of hypoglycaemia (Local trust, 2016, p.29). Routine blood glucose testing is carried out at between two and four hours post-delivery. A reading of two or above is deemed within normal limits (Local trust, 2016, p.29). Midwives must promptly refer to paediatricians if the neonates condition deviates from normal limits (Local trust, 2016, p.29). 
Raised BMI is also linked to PET (NICE, 2013). The cause and progression of PET remains unknown. One theory suggests that the condition is a result of placental ischaemia (Stokes and Geraghty, 2018, p.9). The reduction in blood flow causes numerous toxic substances to be released into the maternal blood stream (Stokes and Geraghty, 2018, p.9). These bioactive factors lead to the signs and symptoms of PET (Stokes and Geraghty, 2018, p.9).
The midwife should ensure Joanna has been prescribed 75mg aspirin once a day from twelve weeks until delivery, with her informed consent (NICE, 2013). Aspirin suppresses the production of thromboxane which is thought to lead to a reduction in the risk of PET, preterm labour and still birth (Wylie and Bryce, 2016, p.19). Midwives should ensure that women are aware of signs and symptoms of PET, see appendix (Wylie and Bryce, 2016, p.17).  If deemed at risk blood pressure and proteinuria should be monitored closely in the community (Local trust, 2017). Health professionals must always ensure that the woman is at rest, a correct cuff size is used, and the arm is level with the heart to obtain an accurate reading (Townsend et al., 2015). Blood tests are carried out with consent to determine a diagnosis, see appendix (Local trust, 2017). 
Joanna is at further risk of PET due to suffering with essential hypertension. It is suggested that there are multiple factors which all interrelate and contribute to hypertension (Wylie and Bryce, 2016, p.11). A healthy blood pressure is the result of both cardiac output and peripheral resistance (Wylie and Bryce, 2016, p.11). Peripheral resistance is likely to be increased in people suffering with essential hypertension, this results in the arterioles narrowing. (Wylie and Bryce, 2016, p.11). This change causes cardiac volume to simultaneously increase, ensuring the blood pressure sufficiently delivers adequate blood and nutrients to cells of the body (Wylie and Bryce, 2016, p.11). Factors which may increase the risk of essential hypertension include; obesity, diabetes, raised sodium levels, age, genetics and chronic stress (Wylie and Bryce, 2016, p.11). Joanna’s BP was raised at her 34-week antenatal appointment. See appendix for plan. 
PET is a serious complication of essential hypertension which indicates the body is unable to sufficiently compensate due to inadequate supplies of blood and nutrient reaching organs and tissues (Wylie and Bryce, 2016, p.15). Various complications may result from both essential hypertension and PET due to an inadequate placenta (National Institutes of Health, 2017). These may include, impaired fetal growth, preterm birth and placental abruption causing stillbirth and antepartum haemorrhage (National Institutes of Health, 2017). Joanna’s midwife must ensure that she has had two additional ultrasound scans to monitor doppler studies, amniotic fluid and fetal growth, see appendix for recommended gestations (Local trust, 2017). Presentation and growth ultrasound scans may have been advised due to raised BMI (Local trust, 2014). If palpation is difficult the midwife must not perform symphysis fundal height measurements as they will be unreliable. Joanna should receive serial third trimester scans until delivery (Local trust, 2014).
Both essential hypertension and PET both pose a higher risk of placental insufficiency leading to fetal hypoxia during labour (Townsend et al., 2015). Continuous fetal monitoring is advised during labour for this reason (Local trust, 2017). Women presenting with severe uncontrolled hypertension or neurological symptoms are at greater risk of emergency deliveries (Townsend et al., 2015). The use of ergometrine is not recommended in the third stage of labour if a woman is known to have a hypertensive disorder, as multiple maternal deaths have been linked to hypertension associated with the administration of ergometrine (Townsend et al., 2015). 
Women diagnosed with PET are at an increased risk of developing cardiovascular disease going forward (Townsend et al., 2015). Infants born to mothers with PET are also at increased risk for long term health issues (National Institutes of Health, 2107). These conditions include; cerebral palsy, deafness, blindness and epilepsy (National Institutes of Health, 2017). Infants who suffered restricted growth antenatally are at increased risk of diabetes, high blood pressure and congestive heart failure (National Institutes of Health, 2017).
Essential hypertension can be controlled in pregnancy, women are advised to rest, maintain a balanced diet and control weight (Wylie and Bryce, 2016, p.14) Some women may be advised to take antihypertensive medication; however, their condition must be monitored closely as a reduced blood pressure may result in insufficient blood flow to vital organs and the placenta (Wylie and Bryce, 2016, p.14). 
In conclusion, health complications put women at increased risk of adverse outcomes throughout pregnancy and the puerperium. Midwives must understand complex health conditions and make appropriate referrals. Joanna’s pregnancy is high risk as she has a BMI of 37 and suffers with essential hypertension, an individualised care plan should have been devised and put in place to ensure she received timely support and advice. Joanna should have been informed of all potential risks to both maternal and fetal health. 


Appendix


	ASSESS
	PLAN
	Rationale of plan and ongoing care

	1. PHYSICAL NEEDS

	

	Review History
	
	

	Personalised care
	· Ensure shared care has been arranged- if not urgent referral will be required
· Additional antenatal appointments to monitor wellbeing and provide personalised care
	· Joanna should be referred to a consultant obstetrician for regular appointments as she has an elevated BMI and essential hypertension- this places Joanna at an increased risk of developing GDM and PET
· The consultant should have also reviewed her medication and devised a plan going forward. Joanna should have been advised that the safest place to labour and deliver her baby would be at hospital 

	Essential hypertension 

	· Ensure 75mg Aspirin OD has been prescribed from 12 weeks of pregnancy until birth- informed consent must have been obtained and documented
· Joanna should have been made aware of signs and symptoms of PET- raising BP, oedema, headaches, visual disturbances, proteinuria and epigastric pain
· Monitor BP and proteinuria closely 
· Blood tests taken to aid diagnosis- kidney function, electrolytes, full blood count, transaminases and bilirubin
	· Joanna is at an increased risk of PET because she has essential hypertension and a BMI of over 35 
· PET is thought to be caused by a defect in the growth of the placenta- eventually the placenta becomes ischaemic and consequently releases toxic substances 

	[bookmark: _Hlk507230214]
	· Check that Joanna has had two additional USS for Doppler studies, fetal growth and amniotic fluid at between 28 – 30 weeks and 32 – 34 weeks
	· Additional scans required at these gestations as essential hypertension increases the risk of placental insufficiency- may cause FGR

	
	· At 34 weeks the midwife should now enquire whether Joanna is currently taking medication for essential hypertension. If she isn’t this could indicate why her BP has elavated
	· Recheck BP at the end of appointment- Joanna may have been rushing to attend or she may have been feeling anxious before she arrived
· Recheck BP within 48 hours and refer to FHU if raised

	Raised BMI of 37

	· Ensure Joanna has recieved a PIL on ‘A raised BMI- your pregnancy and labour’


	· Joanna should have been informed at booking of any potential risks to herself or her baby and how these can be minimised
· Increased risks include: GDM, Hypertension, PET, Sleep apnoea, DVT/PE, Congenital fatal abnormalities and intra- uterine death

	
	· [bookmark: _Hlk507748838]Check that Joanna’s VTE risk assessment score has been documented

	· [bookmark: _Hlk507748868][bookmark: _Hlk507748885]During pregnancy and the postnatal period women are at an increased risk of developing thromboembolic conditions. The body is in a hypercoagulable state during pregnancy due to increased levels of progesterone. Joanna’s risk is further increased due to her elevated BMI. Her booking midwife should have advised her to stay hydrated and mobilise                                                                                                                    

	
	· Discuss balanced diet and exercise

	· Actively dieting not advised however, it is important to discuss balanced diet and gentle exercise- e.g light walking and the benefits to both Joanna and fetus
Due to Joanna’s raised BMI she should have been referred to a dietician

	

	· Ensure Joanna was offered a OGTT between 24-28 weeks and check results were within normal limits- fasting blood test value should be 5.6 mmol/l or less and 7.8 mmol/l 2 hours later 
 
	· OGTT should have been carried out as Joanna has a BMI of 37. Should be carried out at this gestation because this is when the placenta manufactures growth hormone and cortisol which can affect and block the body’s ability to utilise insulin 

	
	· [bookmark: _Hlk507747317]The booking midwife should have considered growth/presentation scans if palpation is difficult 
	· [bookmark: _Hlk507747307]As Joanna has a BMI of over 35 the midwives caring for her should not perform SFH measurements as they will be unreliable. She should receive serial third trimester scans until delivery 

	
	· Ensure Joanna was prescribed 5mg folic acid during first trimester 
	· Raised BMI causes an increased risk of fetal NTD therefore Joanna should have been advised to take a higher dose of 5mg

	Alcohol consumption 


	· Sensitively enquire about alcohol consumption 
	· The midwife should have asked Joanna how much alcohol she consumes to ascertain whether there may be a risk to the fetus
· The midwife at booking should also have given her information regarding risks of alcohol consumption to herself and the fetus

	+ glucose at 34 weeks

	· The midwife should review Joanna’s previous history and determine whether this is the first time a + glucose has been detected on a urinalysis test
	· If this is the first-time glycosuria has been detected then no action is required at present. Continue to monitor using reagent strip testing at each antenatal appointment.
· If this is the second occasion glucose has been detected the midwife should offer Joanna a OGTT as this may indicate undiagnosed GDM

	
	· If OGTT detects GDM- A referral to Diabetic midwife should be made 

	· Joanna should have contact with the diabetic team every 1-2 weeks to assess glycaemic control

	
	· Offer corticosteroids 
	· If GDM is diagnosed- insulin levels may have repressed surfactant production 
· Corticosteroids should be offered to aid fetal lung maturity


	
	· Initial plan to treat with dietary advice and monitor blood glucose levels at home until otherwise indicated
	· Small regular meals should be eaten to ensure a suitable consumption of low glycaemic index carbohydrates

	Fetal wellbeing 
	· Ask Joanna if she has felt a normal pattern of fetal movements
	· A sudden change/reduction in FM’s can be a significant clinical indicator of fetal distress. 55 percent of women who experience a stillbirth report reduced or absent FM’s prior to diagnosis

	2. PSYCHOLOGICAL
NEEDS
	

	ASSESS
	PLAN
	Rationale of plan and ongoing care

	Previous pregnancies 
	Sensitively enquire about Joanna’s previous pregnancies. She is a G3P1
	Joanna may have experienced a miscarriage/TOP. She may require psychological support regarding this pregnancy. Joanna’s current pregnancy may have caused her to think about this bereavement again

	Concern for baby


	Organise for a SCBU nurse to discuss possible outcomes for baby at delivery 
	Discussion with SCBU nurse may help ensure Joanna feels involved in her plan of care and more in control of her birth and subsequent care. 

	3. SOCIAL NEEDS
	

	ASSESS
	PLAN
	Rationale of plan and ongoing care

	Support groups

	Ask Joanna whether she would be interested in attending parent craft sessions or social groups for expectant mothers
	Although Joanna is well supported, her husband is a long-distance lorry driver which means she may be at home on her own at times caring for her older child. This may lead to her feeling isolated. It is important for Joanna’s midwife to ensure that Joanna is aware of social and support groups in her local area  

	Financial situation  

	The midwife should ask Joanna if she feels she is coping financially  
	Ensure Joanna is aware of the Healthy Start Vouchers and maternity rights and benefits



Identify potential intrapartum sequelae if any: 
Due to Joanna’s BMI of 37 she is at risk of:
· Unplanned LSCS
· A technically difficult LSCS- therefore increasing risk of morbidity and mortality 
· Shoulder dystocia 
· Failure to detect breech or transverse presentation
· Failure to progress in labour
· Health professionals may find it difficult to monitor FHR
· Pressure area damage

As Joanna has mild essential hypertension the timing of her delivery should be discussed and agreed between herself and a consultant obstetrician after 37 weeks. The whole clinical picture must be taken into account at this stage- including the risks to Joanna and the fetus. The risks of failed IOL should be discussed. All of the risks and benefits must be documented. 

Joanna may be diagnosed with GDM before delivery. GDM would increase the risk of:
· Macrosomic fetus- must be informed of risks and benefits to vaginal birth IOL and LSCS 
· Shoulder dystocia
· Important that EDD is calculated correctly as pre-maturity is more serious in diabetic pregnancies
· Encourage colostrum harvesting due to possible prematurity 

Fetal heart rate should be monitored continuously throughout labour due to risk factors- essential hypertension and possibly GDM. All risks, benefits and discussion with Joanna must be documented. 




Legend to support abbreviations:
BMI- Body Mass Index
BP- Blood pressure
EDD- estimated due date
DVT- Deep vein thrombosis
FGR- Fetal growth restriction 
FHR- Fetal heart rate
FHU- Fetal health unit
FM’s- Fetal Movements
G- Gravity 
GDM- Gestational Diabetes Mellitus
IOL- Induction of labour
LSCS- Lower segment caesarean section
NTD- Neural tube defect  
OD- Once a day
OGGT- Oral Glucose Tolerance Test
P- Parity
PE- Pulmonary embolism
PET- Pre-eclampsia
PIL- Patient information leaflet
SCBU- Special care baby unit
[bookmark: _Hlk507747424]SFH- Symphysis fundal height
TOP- Termination of pregnancy
USS- Ultrasound Scan
[bookmark: _Hlk507749100]VTE- Venous thromboembolism 
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