


Introduction:
Patricia is a 24 year old primigravida at 32 weeks gestation of a twin pregnancy. She is generally in good health with no existing medical conditions. She has however been diagnosed with pregnancy induced hypertension after attending a routine antenatal appointment with one plus of proteinuria and a blood pressure reading of 150/90 mmHg on assessment. 
This essay will discuss two key areas in relation to the scenario above; multiple pregnancy and pregnancy induced hypertension. This discussion will include pathophysiology of both key areas, the impact of these on pregnancy and conversely, the impact of pregnancy on both areas. This essay will also discuss the role of the Midwife in planning the care of Patricia and the ability to rationalise any deviations from the care plan attached as Appendix 1. 

Main Body:
The incidence of multiple births has increased in the last 30 years in line with medical advances in assisted reproductive techniques. Twins will occur in approximately 1 in every 80 pregnancies in the UK each year (Local Trust Policy, 2016). 
Once a diagnoses of a twin pregnancy has been made it is incumbent upon the sonographer to determine the chorionicity and amnionicity of the twins as the management of the pregnancy will differ dependent upon whether the twins are classified as Dichorionic Diamniotic (DCDA) or Monochorionic Diamniotic (MCDA). DCDA twins occur in one of two ways. In a dizygotic pregnancy, two separate ova are fertilised by two separate sperm resulting in two separate zygotes. Although more common in a dizygotic pregnancy, DCD may still occur in a monozygotic pregnancy. In this case, DCDA twins are the result of the separation of the zygotes, post fertilisation.
MCDA twin pregnancies are a subtype of a monozygotic pregnancy, whereby a single zygote separates and the fetuses share a chorionic sac, however have separate amniotic and yolk sacs. MCDA twins carry a higher risk of Twin to Twin Transfusion Syndrome (TTTS) (Brennand & Crichlow, 2011, p.153).
Women with multiple pregnancies have an increased risk of both maternal and fetal complications including miscarriage, anaemia, hypertensive disorders, haemorrhage, operative delivery and postnatal illness including postnatal depression. (Local Trust Policy, 2016). Maternal mortality associated with multiple births is 2.5 times that of singletons. As a result, all multiple pregnancies are considered high risk, and are managed by an Obstetric Team (Local Trust Policy, 2016). 
It is the Midwife’s role to promote high quality, evidence based care to women with multiple pregnancies. Midwives must recognise deviations from normal parameters in order to manage appropriately within their own remit and escalate appropriately within a multi-disciplinary team when necessary (The Code, 2015).
Midwives must also follow Local Trust Policies and Guidelines in relation to appropriate pathways for high risk women. Multiple Pregnancies are known to increase women’s risk of anaemia. Blood volume increases by 20-30% in pregnancy which increased the supply of Iron and Vitamins that the body needs to create haemoglobin. Haemoglobin is the protein within red blood cells that is required to transport oxygen to other cells within the body (American Society for Haematology, 2017). Many women become deficient in haemoglobin, particularly in the second and third trimesters. Anaemia poses risk to both mother and fetus, which include increased risk of post-partum haemorrhage, pre-term delivery and low birthweight infant. NICE recommends therefore that women in multiple pregnancies have their haemoglobin levels monitored at booking, at 20-24 weeks’ gestation and again at 28 weeks’ gestation to determine the need for Iron or Folic Acid supplementation (NICE, 2011a).
Multiple pregnancy increases various risks to the fetuses including Intra Uterine Growth Restriction (IUGR) and Twin to Twin Transfusion Syndrome (TTTS) and therefore Patricia will be monitored more frequently throughout her pregnancy to assess risk and potential need for management. IUGR is defined as a condition in which the fetus does not thrive to reach its genetically predetermined potential size (Ross et al, 2015). Abdominal palpation or fundal height measurement should not be used to predict IUGR in twin pregnancy, and the Midwife must ensure that she has frequent discussions with Patricia regarding her Plan of Care and her schedule of appointments and assessments. In view of a twin pregnancy, women must be informed of the need for increased monitoring to include growth scans, amniotic fluid assessment and umbilical artery dopplar. This is also the case in monitoring for TTTS. TTTS occurs as a result of vascular placental anastomoses. Blood vessels which would diverge under usual circumstances, fail to separate, leaving a connection between the circulation of both twins (Local Trust Policy, 2016).
Multiple pregnancy is also considered a risk factor for Hypertension. Hypertensive disorders during pregnancy occur in women with pre-existing primary or secondary chronic hypertension, and in women who develop new-onset hypertension in the second half of pregnancy (National Institute for Health and Care Excellence, 2011b). Pregnancy Induced Hypertension usually develops in the second half of 5-10% of pregnancies, with 3% as a result of pre-eclampsia. Hypertension is high blood pressure. Blood pressure is the force that blood exerts against the walls of the blood vessels within the body as it flows through them. The more the blood pushes on the walls of the vessels, the higher the blood pressure will be (Blood Pressure UK, 2008).
In up to 95% of cases, the cause of Hypertension is not known. In approximately 1 in 20 cases, Hypertension is as the result of an underlying medical condition, medication or drug (Alexander et al, 2017). Nice Guidelines define hypertension in the following three ways: 
· Mild hypertension diastolic blood pressure 90–99 mmHg, systolic blood pressure 140–149 mmHg.
· Moderate hypertension diastolic blood pressure 100–109 mmHg, systolic blood pressure 150–159 mmHg.
· Severe hypertension diastolic blood pressure 110 mmHg or greater, systolic blood pressure 160 mmHg or greater (NICE, 2016).

Hypertension poses various risks to both mother and fetus. Physiological changes can impact pregnancy outcomes and maternal/fetal wellbeing. Risks can include Fetal Growth Restriction. High blood pressure is known to inhibit the transfer of nutrients to the fetus via the placenta. As a result the fetus may experience growth restriction in utero. Hypertension can increase women’s risk of Pre-Eclampsia. This can result in effects such as abnormal liver and kidney function and can cause dangerous complications if it is not detected or managed. Pre-term delivery – if the placenta is not providing enough oxygen and nutrients to the fetus as a result of hypertension, it may be decided that it is safer to deliver the fetus pre-term rather than continue with the pregnancy. Patricia is at risk of delivering her twins pre-term, before 37 weeks’ gestation. This risk is further increased as a result of her hypertension. It is imperative that the Midwife discusses this with Patricia. As part of that discussion, the Midwife must discuss and give evidence based information on the potential need for the administration of corticosteroids prior to delivery in order to aid surfactant development in the lungs of the twins. The Midwife must explain that this is known to improve neonatal outcomes (Crowther et al, 2015).
Hypertension can also cause placental abruption. The placenta is a very vascular organ. If the force of the pressure inside the arteries continues to increase, this can result in the placenta detaching from the wall of the uterus. This is a medical emergency in which oxygen transfer to the fetus is severely restricted and in some cases completely diminished and therefore the fetus must be delivered immediately (Chapman & Charles, 2013, p256).
Hypertension also increases the risk of a Caesarean delivery if it is felt that quick delivery is safer for mother and/or fetus. This carries its own risks of infection, bleeding and injury to internal organs. 
Conversely, pregnancy can impact upon and aggravate Hypertension. During pregnancy, the cardiovascular system is increased to meet the needs of both mother and fetus. Cardiac output is known to increase by up to 40% during pregnancy. Increased cardiac output enables blood to pass through the increased circulatory system of the uterus, placenta and the fetus. Progestrone acts on the smooth muscle lining causing vasodilation. Women are at increased risk of pulmonary oedema as a result of the increased blood volume (Iruloh, 2016).
Emotional and psychological factors can also have an impact on blood pressure and hypertension. If a woman is experiencing emotional worries, stresses and anxieties throughout her pregnancy, this must be addressed in an attempt to reduce blood pressure and associated risks. Anxiety and stress can cause an increase in heart rate and as a result, this raises cardiac output and pressure within the vessels. Hormones released as a result of stress also cause vasodilation, again raising the pressure within the vessels. As Patricia is carrying a twin pregnancy, she is considered at increased risk of depression (Ystrom et al, 2014) and therefore, as discussed in Appendix 1, good communication is imperative, ensuring Patricia has a full understanding of all information, admissions, investigations and medications. Effective communication regarding her plan of care will likely reduce anxiety (Ystrom et al, 2014) which will have a potentially positive effect on the risk of raised blood pressure.
The role of the Midwife is an important one in the care of women with a diagnosis of Pregnancy Induced Hypertension. It is essential that Midwives follow Local Trust Policies and Guidelines such as The Guideline for Assessment an Management of Gestational	Hypertension and Pre-Eclampsia in the Antenatal and Posnatal periods (Local Trust Policy, 2014). When planning and administering care to these women. NICE recommend that women with one or more risk factor are commenced on low dose aspirin from 12 weeks’ gestation due to its anti-thrombotic effect (NICE, 2011c). Midwives must monitor and recognise signs and symptoms of hypertension in order to escalate and/or treat appropriately. Hypertension is often asymptomatic, however, some signs may include headaches, visual disturbances, dizziness, chest pain, breathlessness and nosebleeds. 
In order to monitor maternal and fetal wellbeing antenatally, BP and urinalysis must be undertaken by the Midwife at every antenatal visit. Should proteinuria be detected, a Mid-Stream Sample of Urine (MSSU) should be analysed to rule out a Urinary Tract Infection (UTI). The Midwife has a responsibility to discuss the importance of hydration, exercise and a low sodium diet with Patricia. Increased Sodium increases fluid retention which in turn increases blood volume and cardiac effort and this is of importance when considering Patricia’s Hypertension. 
Part of the Midwife’s role is to recognise deviations from normal parameters and in particular, deviations from Patricia’s booking BP. Should her BP continue to deviate, the Midwife should be considering a referral to the Antenatal Assessment Unit (AAU) within 24 hours. A Registrar Review should be considered with a view to commencing anti-hypertensive medication. First line treatment would be oral Labetalol and this must be prescribed by a Doctor. A Modified Early Obstetric Warning Score (MEOWS) chart should be commenced in order to assess basic observations. This enables early visual detection of deviations in such observations which may be indicative of Patricia potentially becoming unwell. 
Urinalysis should continue to assessed. Further proteinuria, particularly when assessed alongside a deviating BP may indicate the onset of Pre-Eclampsia. The Midwife must continue to monitor Patricia’s Blood Pressure. If her BP remains high then Pre-Eclamptic Toxaemia (PET) bloods may be requested in order to assess maternal wellbeing and rule out PET. 
The Midwife must remain mindful of all relevant parameters and any deviations from what are considered normal parameters in a multiple pregnancy. On completion of all assessments and investigations, the Midwife should request an Obstetric review and adhere to any adjustments that may be made to Patricia’s Plan of Care.
Conclusion:
Midwives must “accurately assess signs of normal or worsening physical and mental health in the person receiving care” (The Code, 2015, p.11). This must always be the case in the care of any woman, however, in Patricia’s case, one may have significant implications upon the other and therefore must be given due consideration when assessing her overall wellbeing. Carrying a twin pregnancy puts Patricia at increased risk of mental health concerns and this in turn could impact upon her hypertension and therefore a holistic approach to Patricia’s care is of particular importance. Evidence based information should be provided by the Midwife to Patricia in relation to all aspects of her care in order to allay any anxieties and afford her the knowledge to be able to give informed consent to her care, assessments and potential treatments. 
Hypertension is often asymptomatic and therefore the Midwife must pay careful attention to any small or subtle deviations from normal parameters and continue to monitor such deviations within the remit of her knowledge. Good communication within the Midwife’s role as part of the multidisciplinary team is essential and in view of the need for Consultant led approach, continuous discussion and correspondence must be had to ensure that Patricia’s safety is preserved. Any deviations from normal parameters must be clearly documented and escalated appropriately in line with Local Trust Policy. The Midwife must recognise the limits of her competence and escalate concerns where appropriate. 
Thorough and contemporaneous documentation remains of paramount importance throughout Patricia’s care and any changes to her Plan of Care must be clear and legible. 
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INTEGRATED CARE OF WOMEN WITH COMPLEX NEEDS
AS1 DRAFT CARE STUDY PLAN
APPENDIX 1

[bookmark: _GoBack]																	Scenario: One

	ASSESS
	PLAN
	Rationale of plan and ongoing care

	1. PHYSICAL NEEDS

	

	ANC

	BP, Urinalysis - proteinuria. (Every visit) If results abnormal, refer for MR. MSSU. Monitor MW, FW.

Discuss/escalate:

headaches/visual disturbances/epigastric pain.



hydration/low sodium diet/exercise.
	Rule out UTI.




FC can present with symptoms of pre-eclampsia. Important to identify/document PET symptoms - may be indicative of PE onset.

Increased sodium results in fluid retention, increasing blood volume/cardiac effort.

	Medication

	? Low Dose Aspirin



? Ferrous Sulphate


Discuss with MDT/Patricia:

? AHM.

? corticosteroids in event of PTD
	Women with 1+ moderate risk factor for hypertension advised to take 75mg Aspirin daily from 12/40 due to anti-thrombotic effect. 

MP known to increase risk of anaemia.




Stabilise BP.

Aid surfactant development -lungs/improve outcome of twins.

	Fetal Wellbeing

	Discuss:

FM



? Growth scan/amniotic fluid assessment/umbilical artery dopplar. Increased monitoring in view of MP. 



	

Change in FM pattern may indicate FC. In mild/moderate hypertension, CTG may be required in event of abnormal FM

Monitor FW. Hypertension can cause IUGR - scan monitoring/frequency continually reviewed.

	Referral to AAU 

	Within 24 hours - Patricia on cusp of moderate hypertension with current BP. RR should be requested: consider AHM/adjusting POC.


CTG monitoring. If required, ensure two traces – MHR/FHR.

MEOWS chart - assess BP, Temp, SpO2, Pulse, Resps.




Urinalysis. If proteinuria remains, send MSSU to Microbiology. ? PCR/24HR sample collection.



Half Hourly BP for total period of 3 hours.



PET Bloods (FBC, U&E’S, URIC ACID, LFT CLOTTING.)

Obstetric Medical Review


	LTP advises when/how Patricia should be reviewed/monitored. First line treatment: AHM - oral Labetalol. Must be prescribed by a Doctor.


Assess FW.


Enables visual detection of deviations in observations. Can be indicative of patient potentially becoming unwell. eg, increase in temperature could indicate infection. 

1+ of protein present in urine sample at MA. Further proteinuria could indicate PE.



? Patricia’s BP remains high, high intermittently, one off raised BP. 


Assess MW and signs of PET.


On completion/documentation of assessments/investigations Obstetrician should review/adjust POC. 

	Hospital Admission

	Orientate Patricia to ward. Provide refreshments. Explain need for admission. Ensure understanding of investigations/treatment suggested.

Full antenatal history/note significant medical conditions/allergies. Document findings appropriately.

Name band (red band if any allergies are known).

	Keep Patricia comfortable. Discussing POC affords opportunity to make informed decisions. 


Medical history/complications during this pregnancy - imperative to ensure delivery of best possible/most appropriate individualised care.

Security/safety. Patients identifiable around ward. Names/D.O.B checked when distributing medication.


	Birth
	Discussion: (ensure full understanding)

· with Lead Consultant regarding MOD Patricia requests/whether possible. Timing of delivery/risks to twins of PTD. Corticosteroids/Risks of FD in MP beyond 38/40 should be sensitively explained.
	

LTP AND NG advise delivery in MP 36-37/40. Delivery before 37/40 should not be offered to women with gestational hypertension regardless if taking AHP - risks of NC/respiratory problems outweigh hypertension risks to the woman.

	2. PSYCHOLOGICAL
NEEDS
	

	ASSESS
	PLAN
	Rationale of plan and ongoing care

	Managing expectations




Informed consent
	Good communication between Patricia/MDT. Discuss POC in as much depth as required, ensuring she has full understanding/all information to make informed decisions. Gain informed consent for all procedures.

Admissions/investigations should be explained, as should rationale for medications prescribed. 
	Enhance patient experiences/reduce complaints. Effective communication required throughout to comply with The Code.


Explaining rationale for decisions regarding POC reduces anxieties. 

	Concerns 
	Explain risks/complications of PTD/corticosteroids/transfer if NNU cots unavailable. Facilitate tour of NNU/discussion with paediatrician.



Reassurance 
	Twins likely deliver prematurely. Understanding of this/implications, can help to alleviate parent’s concerns. Prepare parents for what they may experience eg. Transfer to NNU, another hospital or resuscitation of one/both babies. 

Ensuring concerns they have are fully explained will help alleviate anxiety. 


	Support 
	Awareness: women during MP have increased need for psychological support.
	NG highlight that psychosocial/economic impact of MP leads to increased need for contact with healthcare professionals. Hypertension in Patricia’s pregnancy may contribute to feelings of anxiety/guilt if she feels that this is having an effect on her unborn twins and she is somehow responsible. 

	
3. SOCIAL NEEDS
	

	ASSESS
	PLAN
	Rationale of plan and ongoing care

	Support Systems
	Information on when partner/family can visit. Information on local support groups. Ensure partner/family aware of signs to look for of PND/what to do/who to contact in event of any concerns.


	Ensure Patricia feels supported/ aware of help available. This can contribute to maintaining a healthy psychological state in PN period.

	Work/financial implications 
	Provide sick note if necessary/MATB1 form. Inform of entitlement to benefits/government maternity grants/SureStart Vouchers.
	Important Patricia is informed of entitlement to benefits, to potentially reduce the economic impact and therefore potential psychological impact. 




Identify potential intrapartum sequelae if any: 

1. Delay in delivery of second twin (vaginal birth –Poor uterine action as a result of malpresentation may be the cause of the delay and this may result in intrauterine hypoxia. Aim to deliver within 30 minutes of twin one or sooner if clinically indicated as per LTP.
2. Post-Partum Haemorrhage.
3. Pre-term risks to neonate – neonates and umbilical cords should be labelled appropriately for identification and need for blood gas analysis. One or both twins may be compromised as a result of premature delivery, the most common being respiratory complications. Pre-term neonates have immature and underdeveloped lungs which lack in surfactant meaning that the lungs may have difficulty remaining inflated. 
4. Potential need for ECV &/or Caesarean section for twin 2 and associated risks.
5. Risks of induction/failed induction
6. Risks of hypertension - during labour anti-hypertensive medication should be continued as prescribed. BP should be monitored hourly in cases of moderate hypertension and continually if severe. Epidural should be considered in cases of severe hypertension as an effective and helpful analgesia in view of its effects of reducing BP. 
7. Placental Abruption – Hypertension is known to increase the risks of placental abruption.
8. Use of Ergometrine or Oxytocin – is contraindicated in women with a history of eclampsia, pre-eclampsia or hypertension due to its vasoconstriction effect on the body.

Legend to support abbreviations:

AHM – Anti-Hypertensive Medication
ANC – Antenatal Care
BP – Blood Pressure
CM – Community Midwife
CS – Caesarean Section
CTG – Cardiotocography
ECV – External Cephalic Version
FC – Fetal Compromise
FD – Fetal Death
FM – Fetal Movements
FHR – Fetal Heart Rate
FS – Ferrous Sulphate
FW – Fetal Wellbeing
LDA – Low Dose Aspirin
LTP – Local Trust Policy
MA – Midwife appointment 
MATB1 – Maternity Certificate
MDT – Multi-Disciplinary Team
MEOWS – Modified Early Obstetric Warning Score
MHR – Maternal Heart Rate
MOD – Mode of Delivery
MR – Medical Review
MSSU – Mid Stream Sample Urine
MP – Multiple pregnancy
MW – Maternal Wellbeing
NC – Neonatal Compromise
NG – Nice Guidelines
NNU – Neonatal Unit
SPO2 – Peripheral Capillary Oxygen Saturation
PCR – Polymerase Chain Reaction
PD – Post Delivery 
PE – Pre- Eclampsia
PET – Pre- Eclamptic Toxaemia
PN – Post Natal
PND – Post-Natal Depression
POC – Plan of Care
PTD – Pre-Term Delivery
RR – Registrar Review
? – Query 


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

Bothamley, J and Boyle, M. (2009) Medical Conditions Affecting Pregnancy and Childbirth. Oxford. Radcliffe Publishing. P126. Raynor, M. Marshall, J and Jackson, K. (2012). Midwifery Practice: Critical Illness, Complications and Emergencies Case Book. Open University Press. P43. 
Davis, M. (2014) Medical Conditions Affecting Pregnancy & Childbirth. Edinburgh. Churchill Livingstone/Elsevier. P299 
Local Trust Policy, (2016) Guideline for Management of Eclampsia, Severe Pre-Eclampsia and Severe Hypertension in Labour. Local Trust Policy, (2014) Guideline for Assessment and Management of Gestational Hypertension & Pre-Eclampsia in the Antenatal and Postnatal periods.  
Local Trust Policy, (2015) Guideline for Management of Multiple Pregnancies.  
Local Trust Policy, (2014) Guideline for Management of Multiple Pregnancies in Labour. 
Local Trust Policy, (2013) Guideline for Use of the Modified Early Obstetric Warning Score System (MEOWS). 
Local Trust Policy, (2010) Guideline for Pre-Term Labour. 
NICE, (2016) Hypertension in Pregnancy Pathway. NICE [online]. Available from: 
https://pathways.nice.org.uk/pathways/hypertension-in-pregnancy [Accessed on 4th January 2017]. 
NICE, (2016) Gestational Hypertension Pathway. NICE [online]. Available from: 
https://pathways.nice.org.uk/pathways/hypertension-in-pregnancy/gestational-hypertension [Accessed on 4th January 2017]. 
NICE, (2016) Pre-Term Labour and Birth Pathway. NICE [online]. Available from: 
https://pathways.nice.org.uk/pathways/preterm-labour-and-birth [Accessed on 7th January 2017]. 
NMC, (2015) The Code. NMC [online]. Available from: https://www.nmc.org.uk/standards/code/read-the-code-online/ [Accessed on 7th January 2017]. 
RCOG, (2013) Small for Gestational Age Fetus, Investigation and Management (Green-top Guideline No. 31). RCOG [online]. 
Available from: https://www.rcog.org.uk/en/guidelines-research-services/guidelines/gtg31/ [Accessed on 5th January 2017]. RCOG, (2103) Placental Abruption. RCOG [online]. Available from: https://www.rcog.org.uk/en/guidelines-researchservices/guidelines/placental-abruption---query-bank/ [Accessed on 7th January 2017]. 





