


[bookmark: _GoBack]Midwives are experts in normal pregnancy, (Chief Nursing officers of England, Northern Ireland, Scotland, and Wales, 2010; Nursing and Midwifery Council (NMC), 2015) it is imperative midwives understand low risk pregnancies, so they can highlight and understand deviations from normal (NMC, 2015; Wickham, 2008). The midwife needs to understand the appropriate referral pathways for high risk pregnancies as they are the lead co-ordinators of care (Chief Nursing officers of England, Northern Ireland, Scotland, and Wales, 2010). If these referrals are not made it could cause relatively poor outcomes for mother and newborn (Heazell et al, 2010). In this scenario, the midwife was presented with Joanna at 34-weeks’ gestation. She is gravida 3 para 1, with an elevated body mass index (BMI) of 37kg/m2 and essential hypertension on methyldopa 250mgs three time a day. She presents with a Blood Pressure (BP) of 142/92mmHg, and urinalysis report of 1+glucose. The two key points in the essay are essential hypertension and elevated BMI.
 
Hypertension is the medical term for high BP (Peate et al, 2008) and is diagnosed when on two occasions systolic or diastolic BP are recorded above normal values (Baker et al, 2011; Marshall et al, 2014). BP is dependent on cardiac output and peripheral resistance (Wylie et al, 2016). There are three classifications of hypertension: mild when the diastolic is 90-99mmHg and systolic is 140-149mmHg; moderate when the diastolic is 100-109mmHg and systolic is 150-159mmHg and severe when the diastolic is >110mmHg and systolic is >160mmHg (Local Trust, 2015a; National Institute for Health and Care Excellence (NICE), 2011). Essential hypertension, is pre-existing (Wylie et al, 2016) and will be present at booking and some women may already be prescribed antihypertensive medication (NICE, 2011). Individuals with essential hypertension are often asymptomatic and diagnosed at routine medical appointments (Wylie et al, 2016), for many women, pregnancy may be the first interaction with health care professionals (Crabbe and Hemingway, 2014).
Essential hypertension affects 1-5% of all pregnancies (Wylie et al, 2016). In pregnancy there is a physiological fall in BP in the first and second trimester due to increased progesterone (Marshall et al, 2014), therefore it is recommended women on antihypertensive medication discontinue them during this time (Baker et al, 2011).
Joanna presents at 34-weeks’ with BP of 142/92mmHg, compared to 130/80mmHg at 9-weeks’. NICE (2011) stipulate women with uncomplicated essential hypertension should aim to keep their BP <150/100mmHg, as Joanna’s BP is below this NICE (2011) do not recommend treatment, however, Local Trust guidance (2015a) aim to keep BP <140/90mmHg, therefore treatment would be initiated. The midwife should repeat the BP towards the end of the appointment (see appendix 1) ensuring Joanna is sitting or lying in left lateral, remove tight clothing, her arm is relaxed at heart level, and correct size cuff is used (Raynor et al, 2012). The midwife would review Joanna’s notes assessing if this is the first increase in BP and ensure correct referrals were made regarding her essential hypertension (NMC, 2015). Following Local Trust guidelines (2016c), if this is the first episode of raised BP, the midwife would check the BP in 24-hours in the community, if this is not the first episode the midwife would refer to the maternity day unit for Pre-Eclampsia Toxaemia (PET) bloods to assess for pre-eclampsia, BP profiling, urinalysis performed with a sterile sample to assess for proteinuria, and check reflexes are present. If proteinuria is present, a 24-hour urine collection may be required (Local Trust, 2016c).
The midwife will work with the multidisciplinary team ensuring appropriate referral pathways are followed. This would include a referral to consultant-led care (Local Trust, 2016a), as Joanna’s BP at booking was above 140/90mmHg, therefore, the midwife would ensure this has been completed and Joanna attended her consultant appointment, this is due to Joanna’s increased risk of developing pre-eclampsia (NICE, 2011); The midwife will need to discuss the signs and symptoms of pre-eclampsia with Joanna such as visual disturbances, dizziness, epigastric pain, persistent frontal headaches, and severe oedema (Macdonald et al, 2012). It is imperative Joanna is aware of the signs and symptoms of pre-eclampsia so early diagnosis can be made (Macdonald et al, 2012). Urinalysis would be performed at each appointment to test for proteinuria as this is also an indicator of pre-eclampsia (NICE, 2017b). The midwife would liaise with Joanna’s general practitioner to obtain a prescription for aspirin 75mg once daily from 12-weeks which is recommended by NICE (2011) and is agreed by Local Trust guidelines (2016b), as it is a non-steroidal anti-inflammatory drug which acts as an antihypertensive (Jordan, 2010) see appendix 1.
Essential hypertension can impact on pregnancy causing possible intrapartum events and sequalae. Essential hypertension can increase the risk of Intrauterine Growth Restriction or small for gestational age (Local Trust, 2016c; Wylie et al, 2016). Hypertension can also increase the risk of chronic hypoxia in utero (Murray et al, 2011). Joanna is currently taking Methyldopa, however if this is altered to Labetalol or Nifedipine, it can expose the fetus to beta blockers, increasing the risk of the newborn being hypoglycaemic, hypotensive, and bradycardic (Heazell et al, 2010). Hypertension can increase the risk of a postpartum haemorrhage (PPH) and on the Local Trust prevention risk assessment tool for PPH (2018a) would be flagged as a risk factor. Early intravenous (IV) access may be required due to the risk of PPH (Local Trust, 2018a), and an actively managed third stage, is recommended by Local Trust guidelines (2015a) and NICE (2017a), however, syntocinon would be used as syntometrine or ergometrine are contraindicated with hypertensive disorders (Local Trust, 2015a). Local trust guidelines (2015a) and NICE (2011) recommend offering an induction of labour (IOL) for women with hypertension and pre-eclampsia; NICE (2011) recommend hourly BP checks are completed in labour, however, Local Trust (2015a) recommend half hourly checks following an IOL. Joanna is at risk of pre-term birth due to her essential hypertension (Heazell et al, 2010); which can increase the risk of the newborn becoming jaundice (Lomax, 2015). Joanna may be offered an epidural for analgesia in labour as this also helps to maintain BP (Local Trust, 2015a; NICE, 2011), however, this may limit Joanna to the bed in labour increasing the risk of prolonged labour and an instrumental delivery or emergency lower segment caesarean section (EMLSCS) (Baker et al, 2011). Essential hypertension can also double the chance of placental abruption, increase the risk of perinatal mortality, and superimposed pre-eclampsia (Heazell et al, 2010). If Joanna develops pre-eclampsia, magnesium sulphate may be needed due to the risk of eclamptic fits and must be monitored for disseminated intravascular coagulation (DIC) and Haemolysis, Elevated liver enzymes, Low Platelet (HELLP) syndrome (Wylie et al, 2016). The use of magnesium sulphate can cause respiratory depression in newborns, therefore observations should be undertaken for 48 hours, increasing the likelihood of admission to the neonatal unit (NNU)(Wylie et al, 2016).
 
BMI is the calculation of an individual's’ height times their weight to estimate body fat (NICE, 2014). The World Health Organisation (WHO) (2018) state a BMI below 18.5kg/m2 is underweight, 18.5-24.9kg/m2 is a normal weight, 25.0-29.9kg/m2 is pre-obesity, 30.0-34.9kg/m2 is class I obesity, 35.0-39.9kg/m2 is class II obesity and a BMI above 40kg/m2 is class III obesity, however according to NICE (2014) a BMI of 18.5-24.9kg/m2 is a healthy weight, 25.0-29.9kg/m2 is overweight, 30.0-39.9kg/m2 is obese and a BMI above 40 kg/m2 is servery obese which Local Trust guidelines (2016b) agrees with.
An individuals’ BMI is calculated at booking, the midwife needs to be aware if this will impact pregnancy, and women need to be informed of the risks (Local Trust, 2016a; Royal College of Obstetricians and Gynaecologist (RCOG), 2011).
In the Centre for Maternal and Child Enquires maternal obesity report (2010), 4.99% of pregnancies in the United Kingdom had a BMI >35kg/m2. Pregnancy can impact on an individuals’ BMI. During pregnancy metabolism adjusts to provide the fetus with adequate nutrition, therefore anabolism, food intake, and appetite increases, and activity decreases for energy reserves to be made in preparation for labour, leading to maternal weight gain (Wylie et al, 2016). Therefore, diet and exercise should be discussed in pregnancy (See appendix 1).
At booking Joanna’s BMI was 37kg/m2, the midwife needs to review Joanna’s notes to ensure the correct referrals were made. At booking the midwife should have referred Joanna to consultant-led care (Local Trust, 2016a). Following Local Trust guidelines (2018b), the midwife would review Joanna’s notes ensuring she was advised to take 5mg of folic acid to help prevent neural tube defects, ensure 10mcg Vitamin D was discussed and advised as pregnant women, especially those with an elevated BMI, are at risk of vitamin D deficiency, and ensure 75mg of Aspirin was discussed as raised BMI increases the risk of raised BP (RCOG, 2011).
Joanna is now attending with 1+glucose in her urine. The midwife will review the notes to assess whether this is the first urinalysis result with glucose present, if it is the test would be repeated with a sterile, mid-stream sample. In line with Local Trust guidelines (2018b) and NICE (2017b), the midwife would ensure a referral was made and attended for an oral glucose tolerance test (OGTT) as a BMI greater than 30kg/m2 increases the risk of developing gestational diabetes (GDM), the midwife would then check the results of the test. A fasting plasma glucose result should be 5.6mmol/L or above and 2-hours following a 75g OGTT, plasma glucose results should be 7.8mmol/L or above (NICE 2015). If this was not arranged or attended, or if this is not the first recording of glucose in the urine with a negative OGTT, the midwife would need to book an OGTT before 36-weeks’ gestation, after this gestation a HBA1c would be required (Local Trust, 2018b). Following Local Trust guidelines (2016b) an anaesthetist review would not be required unless an individuals’ BMI was 40kg/m2 or above, which is further supported by RCOG (2011), however,  Local Trust guidelines (2015b), state women should be re-weighed, and BMI re-calculated at 28-weeks’ if their BMI was greater than 30kg/m2 at booking, other Local Trust guidelines (2016b) state this is not required until 36-weeks, so the midwife would need to document which guideline they are following if there is no evidence in the notes of Joanna being re-weighed at 28-weeks. Raised BMI can increase the risk of the fetus being large for gestational age (LGA), therefore serial growth scans should have been discussed and arranged at booking for 28,32 and 36-weeks’ gestation (Local Trust, 2016b). The midwife would ensure this had been completed, attended, and plotted on the individualised growth chart, if this had not been arranged the midwife would organise a growth scan for 36-weeks’ gestation.
Elevated BMI can impact pregnancy, cause possible intrapartum events, and possible sequelae. Joanna is at risk of pre-term labour due to her raised BMI, increasing the risk of the newborn becoming jaundice (Lomax, 2015). Raised BMI increases the risk of developing GDM, and the fetus being macrosomic (Kenny et al, 2017). Macrosomia increases the risk of a shoulder dystocia and instrumental or operative delivery (Local Trust, 2016b). LGA increases the chances of requiring an IOL, however raised BMI increases the risk of IOL failure, increasing the possibility of requiring an oxytocin infusion (Local Trust, 2016b). However, an oxytocin infusion can increase the risk of a PPH (Local Trust, 2018). Elevated BMI can also increase the risk of a PPH, however on the Local Trust prevention risk assessment tool for PPH (2018) this would not be a risk factor until a BMI of 40kg/m2. Early IV access would be required (Local Trust, 2016b), and an actively managed third stage is recommended by Local Trust (2015a) and NICE (2017a). If Joanna develops GDM, she will need to monitor her plasma glucose levels hourly during the intrapartum (2018b), and an IV dextrose and insulin infusion may be needed during the intrapartum to maintain blood glucose levels between 4.0-7.0mmol/L (McCance et al, 2010). GDM can increase the risk of polyhydramnios, which increases the likelihood of fetal malposition for delivery and an elective lower segment caesarean section (Kenny et al, 2017). Polyhydramnios can increase the risk of cord prolapse, fetal hypoxia or anoxia (RCOG, 2010) (See appendix 1). GDM can also increase the risk of the newborn being hypoglycaemic, requiring pre-feed plasma glucose monitoring, and increased risk of admittance to NNU (Local Trust, 2016d), as well as increase the risk of developing ketoacidosis in labour (McCance et al, 2010). During the intrapartum, continuous fetal monitoring will be required via Cardiotocograph or a fetal scalp electrode (Local Trust, 2016b). This could limit Joanna’s mobility, which can prolong labour and increase the risk of instrumental delivery or EMLSCS (Baker et al, 2011).
 
In conclusion, midwives need to be aware of the normalities of pregnancy and deviations from the normal, and they need to be aware of how theses deviations and other factors such as BMI and essential hypertension can impact on pregnancy. Midwives need to have a sound knowledge of local and national guidelines that influence care pathways, so women receive care tailored to their needs. If these pathways are not followed it can have detrimental effects for the mother and the fetus.

Appendix 1
	ASSESS
	PLAN
	Rationale of plan and ongoing care

	1. PHYSICAL NEEDS
	

	[bookmark: _Hlk496892114]Essential Hypertension

	[bookmark: _Hlk497744856][bookmark: _Hlk496892119]Discuss a medication review with the consultant if Joanna is still on Methyldopa.




[bookmark: _Hlk497744875]Review BP and urinalysis, plan to repeat more frequently if required. Ask Joanna if she is symptomatic of pre-eclampsia. 

[bookmark: _Hlk497744898]


Review previous BP readings antenatally, repeat BP manually towards the end of the appointment.
	[bookmark: _Hlk497744867][bookmark: _Hlk496892125]Methyldopa is not known to be harmful in pregnancy or breastfeeding however the consultant may wish to adjust the dosage as a maximum of 1g can be prescribed. Or, Nifedipine could be prescribed to reduce blood pressure and postpone premature labour. 

[bookmark: _Hlk497744893]Joanna is at increased risk of pre-eclampsia, therefore BP needs to be closely monitored, symptoms of pre-eclampsia discussed such as visual disturbances, dizziness, epigastric pain, persistent headaches, and oedema. Urinalysis performed to identify any proteinuria.

[bookmark: _Hlk497744913]Joanna is presenting with a blood pressure of 142/92mmHg at 34/40 compared to 130/80mmHg at booking. If BP has gradually increased or has previously been out of normal limits this could be a sign of pre-eclampsia, however if this is the first BP out of the normal range it could be due to activity prior to the reading or nerves, meaning Joanna’s BP could be within normal limits at the end of the appointment. BP should be performed manually as this is more accurate

	[bookmark: _Hlk496892139][bookmark: _Hlk496892156]Raised BMI

	[bookmark: _Hlk497745496]Discuss diet and exercise.




Check an OGTT at 26/40 was organised and that Joanna attended.












Check Joanna’s BMI






Referral to dietician if not already made, or if Joanna has since changed her mind about the referral.


Review blood pressure at each appointment and urinalysis, plan to repeat these more frequently if required.

[bookmark: _Hlk498258256]Ensure booking midwife organised growth scans for 28/40, 32/40 and 36/40. Ensure Joanna attended the 28/40 and 32/40 scans and check where the fetus is plotting on the customised growth chart and ensure Joanna has the date of the 36/40 growth scan.
	[bookmark: _Hlk497745510]Discuss diet and exercise to ensure Joanna is maintaining a balanced diet and is remaining active. Ensure a ‘Why weight matters’ leaflet was provided as per RCOG recommendations.

Joanna is at increased risk of developing GDM. Joanna is presenting with + glucose in her urine, if her previous OGTT was negative a repeat OGTT can be organised up to 35+6/40 after this a HbA1c may need to be organised if there has been a previous + glucose or if Joanna presents with a + glucose at a future appointment. If the OGTT or the HbA1c indicate GDM, refer to diabetic team and colostrum harvesting from 36/40 will need to be discussed. Dexamethasone may need to be discussed due to the increased risk of pre-term labour and pre-term delivery.

Due to Joanna’s raised BMI an anaesthetist referral may be required, however, local trust policies state this would not be offered due to her BMI being below 40. A prescription for Vitamin D may also be required due to elevated BMI.

If Joanna is wishing to lose weight safely during her pregnancy to lower her BMI, a referral can be made to help her.

Joanna is at increased risk of pre-eclampsia due to her raised BMI.



Joanna’s BMI increases the risk of the fetus being LGA. Joanna’s essential hypertension can increase the risk of the fetus being SGA.

	[bookmark: _Hlk496892196]Alcohol
	Check alcohol consumption status during pregnancy, discuss risks associated with alcohol in pregnancy and make any necessary referrals.
	Joanna has disclosed that she drinks socially, by checking antenatal notes and discussing this with Joanna her current drinking status can be obtained. If Joanna continues to drink alcohol during the pregnancy FAS, premature labour and low birth weight needs to be discussed. An alcohol misuse referral can also be discussed and arranged.

	[bookmark: _Hlk496892226][bookmark: _Hlk497153312]Check results of blood tests

	[bookmark: _Hlk497745146][bookmark: _Hlk496892231]Ensure Joanna has the results from previous tests.







[bookmark: _Hlk497745163]Check Joanna’s blood group and rhesus factor. If rhesus negative, ensure Anti-D has been discussed and administered.



	[bookmark: _Hlk497745158]As Joanna is a multiparous woman her 34/40 appointment follows her 28/40 appointment where blood tests would have been repeated with consent. Joanna needs to be informed of her results, her HB needs to be checked in case ferrous fumarate needs prescribing, especially as low HB can increase the risk of PPH as well as essential hypertension.

[bookmark: _Hlk497745172]From Joanna’s results, her blood group and rhesus factor need to be checked to ensure they match with her booking blood results, this can highlight if any errors have been made. Two matching results are needed if Joanna needs a blood transfusion. If Joanna is rhesus negative, ensure Anti-D has been discussed and administered at 28-30/40 and following any trauma.

	[bookmark: _Hlk496892247]VTE assessment

	[bookmark: _Hlk497745201][bookmark: _Hlk496892252]Review VTE assessment and perform a new assessment.



[bookmark: _Hlk497745218]Ensure Doctor review for Aspirin antenatally was arranged and attended.
	[bookmark: _Hlk497745212][bookmark: _Hlk497157660]A VTE assessment would be performed to evaluate if LMWH is required antenatally. VTE assessments should be reassessed at each appointment.

[bookmark: _Hlk497745225]Due to Joanna’s BMI and essential hypertension she may require Aspirin 75mg BD antenatally due to her increased risk of developing a VTE.

	1. PSYCHOLOGICAL
NEEDS
	

	ASSESS
	PLAN
	Rationale of plan and ongoing care

	[bookmark: _Hlk496892260][bookmark: _Hlk497153376]Gravida 3 Parity 1
	[bookmark: _Hlk497153417][bookmark: _Hlk497745248]Discuss Joanna’s previous pregnancies.
	[bookmark: _Hlk497153451]Obstetric history can influence the care received in current pregnancies. As Joanna is a gravida 3, parity 1 this suggests she has had a previous TOP or miscarriage which can affect how Joanna copes psychologically.


	[bookmark: _Hlk496892270][bookmark: _Hlk497153385]Isolation and support

	[bookmark: _Hlk497153425]Discuss if Joanna is well supported.
	[bookmark: _Hlk497153462][bookmark: _Hlk497745280]As Joanna’s partner works away as a lorry driver, she may feel isolated and less supported this pregnancy, we are unaware if she has support from other family members or friends. Antenatal classes and groups could also be discussed to ensure Joanna is aware there are support groups available to her.

	[bookmark: _Hlk496892275]Mental health assessment 

	[bookmark: _Hlk497745294]Ensure the mental health assessment at the booking appointment and 28/40 were completed and necessary actions were taken.
	[bookmark: _Hlk497745303]The mental health assessment in the perinatal institute notes can be used to evaluate Joanna’s mental well-being, how she feels about the pregnancy and assess her risk of developing antenatal anxiety, PND and PP. If this has not been completed already by previous midwives carry out the assessment. If there are any concerns about Joanna’s mental well-being discuss the well-being team and make a referral.

	[bookmark: _Hlk497153408][bookmark: _Hlk497153476]Emotional support

	[bookmark: _Hlk497745317]Allow Joanna to disclose information in a non-judgemental environment.

	[bookmark: _Hlk497745332]Pregnancy can be the stimuli for domestic abuse, Joanna may wish to disclose this at her appointments and if she is on her own domestic abuse should be discussed to encourage Joanna to speak out. Reviewing the mental health assessment can also encourage Joanna to disclose information about previous mental ill health or current feelings of mental ill health.


	3. SOCIAL NEEDS
	

	ASSESS
	PLAN
	Rationale of plan and ongoing care

	[bookmark: _Hlk496892279]Income

	[bookmark: _Hlk497153508][bookmark: _Hlk497745350]Discuss benefits and support that Joanna may be entitled to.

	As Joanna is a part-time hairdresser with another child she may be entitled to benefits.

	[bookmark: _Hlk496892283]Part of society

	[bookmark: _Hlk497153538]Discuss support groups
	[bookmark: _Hlk497153546]When Joanna goes on maternity leave if her partner is still working away she may begin to feel isolated, therefore support groups should be discussed to ensure Joanna still feels she is a part of society.



[bookmark: _Hlk497153560]Identify potential intrapartum sequelae if any: 
· Hypertension can increase the risk of fetal hypoxia in utero.
· Raised BMI can increase the risk of gestational diabetes, which increases the risk of the fetus being LGA, which can increase the risk of a shoulder dystocia and instrumental delivery.
· IUGR is a risk factor with women who are hypertensive during pregnancy and have a raised BMI.
· [bookmark: _Hlk497153815]Methyldopa can expose the fetus to beta blockers, this can then increase the chance of the newborn having low blood glucose levels, low blood pressure and low heart rate.
· Raised BMI can increase the risk of a PPH, as well as essential hypertension, therefore early IV access is required.
· An active third stage would be recommended due to the increased risk of PPH, from essential hypertension.
· A mother with a raised BMI can increase the risk of a newborn being admitted to the neonatal ward.
· Continuous fetal auscultation and monitoring required via CTG as fetal auscultation can be difficult with a raised BMI. This can then limit Joanna’s movement, which can increase the risk of failure to progress in the intrapartum which is already a risk factor for raised BMI, therefore increasing the risk of an instrumental delivery or EMLSCS.
· GDM can increase the risk of the newborn being hypoglycaemic, if the newborn is hypoglycaemic it can increase the risk of the newborn being admitted to the neonatal ward.
· If Joanna still drinks alcohol socially it can increase the risk of the newborn being born with a low birth weight, which can increase the risk of the newborn being admitted to the neonatal ward.
· LGA and pre-eclampsia can increase the chances of requiring an IOL, however a raised BMI increases the risk of IOL failure, increasing the risk of a syntocinon infusion being needed.
· A syntocinon infusion can increase the risk of a PPH. Oxytocin infusions can also increase the risk of uterine hyperstimulation and uterine tachysystole.
· GDM increases the risk of polyhydramnios, polyhydramnios can increase the risk of fetal malposition for delivery leading to an ELLSCS. Polyhydramnios can also increase the risk of a cord prolapse resulting in an EMLSCS. A cord prolapse can then lead to fetal hypoxia or anoxia, this can lead to the infant being admitted to the neonatal ward, being transferred to a tertiary unit, needing cooling or could lead to mortality. Polyhydramnios can also increase the risk of PROM and PPROM, this can increase the risk of the newborn needing postnatal observations and a partial sepsis screen, and Joanna needing antibiotics.
· Hourly BP checks during the intrapartum due to essential hypertension.
· If GDM develops hourly blood glucose need to be obtained to monitor blood glucose levels.
· IV dextrose and insulin infusion (sliding scale) may be needed during the intrapartum to maintain blood glucose levels between 4.0 and 7.0mmol/L if Joanna is a gestational diabetic.
· Joanna is at risk of pre-term labour due to her raised BMI, essential hypertension and alcohol consumption, pre-term labour and pre-term delivery can increase the risk of the newborn becoming jaundice.
· Epidural may be offered for analgesia in labour as this also helps to maintain BP, this would limit Joanna to the bed in labour and can increase the risk of a prolonged labour and failure to progress in labour leading to an EMLSCS.

Legend to support abbreviations:
/40 – Gestation out of 40 in weeks
+ - one positive 
Anti-D - Anti-D immunoglobulin 
BD - Twice Daily
BMI - Body Mass Index
BP - Blood Pressure
CTG – Cardiotocograph
ELLSCS- Elective Lower Segment Caesarean Section
EMLSCS - Emergency Lower Segment Caesarean Section
FAS - fetal alcohol syndrome
g - Gram
GDM - Gestational Diabetes Mellites
HB - Haemoglobin
IOL - Induction of Labour
IUGR - Intrauterine Growth Restriction
IV - Intravenous 
LGA - Large for gestational age
LMWH - Low Molecular Weight Heparin
mg - Milligram
mmHg - Millimetres of Mercury 
mmol/L - millimoles per litre
OGTT - Oral Glucose Tolerance Test
PND - Postnatal Depression
PP - Postpartum psychosis
PPH - Post-partum haemorrhage
PPROM - Prolonged Premature Rupture of Membranes
PROM - Premature Rupture of Membranes
RCOG - Royal College of Obstetricians and Gynaecologists
SGA - Small for gestational age
TOP - Termination of Pregnancy
VTE - Venous Thromboembolism
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