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Disclosures 

• I have received BP monitors from Lloyds 
Pharmacies and Omron for my research 

• I chair the BHS BP monitoring sub-group 
• I am funded by NIHR at the university and a 

part-time partner at 27 Beaumont St, Oxford 



General Practice in 2015 

But don’t worry, we’re plugging the £30bn gap 
with £8bn and 5000 more GPs by 2020… 



Hypertension care in 2020? 

• How can this realistically change? 
– More self-monitoring 
– Self-management 
– New techniques 

• What is the evidence base? 
• What can I practically do? 



SELF-MONITORING FOR CONTROL 
OF BLOOD PRESSURE? 



Self Monitoring reduces BP 

Bray et al. Annals of Medicine 2010 

• Small reductions in blood 

pressure from self-

monitoring: 

– SBP by 3.8 mmHg 

– DBP by 1.5 mmHg 



Effect depends on what else you do… 

• Most effect combined with 
feedback or  
self-management 

BP-SMART collaboration 2015 

 



Self-monitoring – who’s using it? 

• Survey of 625 GPs via doctors.net 2011 
– 91% had patients who self monitor 
– 34% had monitor to lend and 20% monitor in 

waiting room 
– Self-monitoring for diagnosis - 37% 
– Self-monitoring for management - 83% 

 

McManus et al Journal of Human Hypertension 2013 



Now widespread use by people 
with hypertension 

 
• Canada 78% self-monitor (Logan J Hyp 2008) 

• Italy  75% self-monitor (Cuspidi Blood Pressure 2005) 

• UK   30% self-monitor (Baral, IJHyp 2011)  

• UK   40% with hypertension and 21% without   
   have self-monitored their own BP  
   (McManus West Midlands 2012) 

 

But only about 50% ever tell their GP… 



HOW CAN I USE THIS? 



Using self-monitoring 
• Ask patients if they self-monitor 

(half that monitor do not disclose to GP) 
• Check they are using validated upper arm monitor and 

ideally that it is accurate (how old is it?) 
• Targets are lower (50% of GPs don’t take this into account):  

135/85 = 140/90 or 150/95 = 160/100  [all mmHg] 
• Not yet enough evidence to replace ABPM for diagnosis  
• Self-monitoring plus active management works best 
• Consider taking part in TASMINH4 trial… 



SO WHY NOT GIVE PATIENTS (MORE) 
CONTROL? 



McManus et al Lancet 2010 



TASMINH2 Research Questions 
Does self management with telemonitoring 

and titration of antihypertensive medication 
by people with poorly controlled treated 
hypertension result in: 
1. Better control of blood pressure? 
2. Changes in reported adverse events or health 

behaviours or costs? 
3. Is it achievable in routine practice and is it 

acceptable to patients? 



The Trial 
• Eligibility 

– Age 35-85 
– Treated hypertension (no more than 2 BP meds) 
– Baseline BP >140/90 mmHg 
– Willing to self monitor and self titrate medication 

• Patients individually randomised to  
self-management vs usual care  
stratified by practice and minimised on sex, 
baseline SBP, DM status, 

• Practice GPs determine management 



 
Self Monitoring – 1st week of every month 

 



Intervention 
• Blood Pressure Targets:  

– NICE (140/90 or 140/80 
mmHg) 

– minus 10/5 mmHg  
i.e. 130/85 mmHg or 130/75 
mmHg 

• Patients agreed titration 
schedule with their GP after 
randomisation 

• Traffic Light system to adjust 
medication 
 



Outcomes 
• Follow up at 6 & 12 months 
• Main outcome Systolic Blood Pressure  
• Secondary outcomes: Diastolic BP / costs / 

anxiety / health behaviours/ patient 
preferences / systems impact / costs 

• Recruitment target 480 patients (240 x 2) 
• Sufficient to detect 5mmHg difference 

between groups 
 



Baseline Results 



Results - primary outcome SBP 

Presenter
Presentation Notes
Mean systolic blood pressuredecreased by 12·9 mm Hg (95% CI 10·4–15·5) from baseline to 6 months in the self-management group and by9·2 mm Hg (6·7–11·8) in the control group (difference between groups 3·7 mm Hg, 0·8–6·6; p=0·013). Frombaseline to 12 months, systolic blood pressure decreased by 17·6 mm Hg (14·9–20·3) in the self-management groupand by 12·2 mm Hg (9·5–14·9) in the control group (difference between groups 5·4 mm Hg, 2·4–8·5; p=0·0004).



Results - medications 
212 (80%) self managed for full 12 months 
148 (70%) made at least one  

medication change 
At 12m intervention group prescribed  

0.46 (0.34, 0.58) additional antiHT (p=0.001) 
Main changes seen in thiazides and  

calcium channel blockers  
(60% on ACEI/ARB at baseline) 
 

Presenter
Presentation Notes
Of the 210 (80%) patients who self managed for the full twelve months of the study, 148 (70%) made at least one medication change (median 1, IQR 0, 2). There was a significant difference in change in number of antihypertensives over time between intervention and control (table 3). This was seen both from baseline to 6 months (0.32 (0.21, 0.43) additional antihypertensives in the intervention group, p =0.001) and baseline to 12 months (0.46 (0.34, 0.58) additional antihypertensives in the intervention group, p =0.001). Considering individual drug classes, there was an increase over the year of the trial in the intervention group over and above the control group for both thiazides (36.8% to 53.0% (intervention group) vs 37.0% to 43.5% (control), p<0.05[m1] ) and calcium antagonists (30.8% to 50.4% (intervention group) vs 29.3% to 32.7% (control group), p<0.001) **need to add comment re beta blockers** (table 3). [m1]Roger, I think both of these need adjusting in the light of our discussions



Results – side effects 
• Similar side effects in intervention vs control 

Presenter
Presentation Notes
Of the 210 (80%) patients who self managed for the full twelve months of the study, 148 (70%) made at least one medication change (median 1, IQR 0, 2). There was a significant difference in change in number of antihypertensives over time between intervention and control (table 3). This was seen both from baseline to 6 months (0.32 (0.21, 0.43) additional antihypertensives in the intervention group, p =0.001) and baseline to 12 months (0.46 (0.34, 0.58) additional antihypertensives in the intervention group, p =0.001). Considering individual drug classes, there was an increase over the year of the trial in the intervention group over and above the control group for both thiazides (36.8% to 53.0% (intervention group) vs 37.0% to 43.5% (control), p<0.05[m1] ) and calcium antagonists (30.8% to 50.4% (intervention group) vs 29.3% to 32.7% (control group), p<0.001) **need to add comment re beta blockers** (table 3). [m1]Roger, I think both of these need adjusting in the light of our discussions



BUT WHAT ABOUT HIGH RISK 
PATIENTS? 



McManus et al JAMA 2014 



Primary Outcome - SBP 



IS IT COST EFFECTIVE? 



Self-management cost effective 

£1624 per QALY for men & £4923 per QALY for women 

Kaambwa et al EJPC 2013 



Even more so in higher risk patients 

Increased QALYs and 
Cost saving 
 
99% probability of being  
cost-effective at NICE threshold 



WHAT DO PATIENTS THINK? 



Results – Interviews (Monitoring) 

• Patients generally positive about self-monitoring 

• Surprised at difference between home and surgery 
readings 

• Majority thought that monitoring for 1 week/month 
was ‘about right’, but some found it excessive 

• Most managed telemonitoring but failure in approx 
10%  

Presenter
Presentation Notes
Patients generally positive about self monitoring.  It was easy to do, they were confident about doing it and many thought they would continue after the study.Several pts were surprised at the difference between home and surgery readings although many of them had heard of white coat hypertension. Once they had got over their uneasiness over whether they were getting accurate readings, they were very pleased.  Not all pts knew what their surgery readings were – they were often told it was fine or a bit high.Pts were instructed to sit quietly between the 2 readings and many observed that BP fell between 1st and 2nd readings so they would try to relax to get their BP down as far as possibleMajority thought that monitoring for 1 week/month was ‘about right’, but some found it excessive.  They recognised that they needed to take a number of readings if the were going to adjust their medication.  Pts who wanted to continue with self-monitoring after the study said they would monitor much less often if their BP was stable and they knew what was a usual reading for them 



Results – Interviews (Medication) 
• Patients did not like having to take medication but 

accepted they had to  

• All said they took their medication regularly 

• Patients more comfortable about making a medication 
change if their BP readings were substantially above 
target 

• Patients reluctant to implement a medication change 
if only just raised and several chose not to 

Presenter
Presentation Notes
Patients didn’t like having to take medication but accepted they had to.All said they take their medication regularly and very rarely forget or run outPatients were more comfortable about making a medication change if their BP readings were consistently raised and were substantially above targetPatients were reluctant to implement a medication change if it was only just in amber. Pts views on what was borderline varied, some were higher than others. So for example pts described themselves as borderline if they had 4A and 3G readings in each of 2 consecutive months, or if they had several amber systolic readings which were in the low 130’sSeveral chose not to increase their medication according to protocol.  They said they were comfortable with their BP at that level and didn’t want to increase their medication which would then be for the rest of their lifeSeveral pointed that there was no mechanism for decreasing their medication





What patients thought (intervention) 

Empowerment  
• I have felt much better during my participation and have been able to lead a 

much higher quality of life (01175) 
• It made me feel in control in managing my blood pressure (199) 
 
Understanding 
• …it made me go into it more, looked it up on the computer and made me 

aware of how important the blood pressure is. (01606) 
• ..it has highlighted examples of what I think affects my blood (01554) 
 



What patients thought (intervention) 
Trial triggered BP reduction 
• ..whenever I had my blood pressure checked prior to this project I was always 

being told that my readings were too high (in the 140 range and even 
150/90). Nothing was done about this problem other than advice to control 
my weight and exercise. Participating in this project with the facility of 
medication changes, I had three changes, has reduced my blood pressure 
from 140/84 at the start of the project to 129/75 today… (00912) 

Motivation to rethink aspects of lifestyle 
• Taking part in the TASMINH trial has caused me to re-evaluate my lifestyle. I 

feel that I am very active for my age-only my back problem stops me from 
doing more. Whilst my diet is not bad, I feel there is room for improvement 
and will try to eat more fruit, veg and fish (00040) 
 



HOW CAN I USE THIS? 



How can I use self-management? 
• Usual self-monitoring issues as previously 
• Set a target – usually 135/85mmHg – and tell the patient 
• Make a plan for them to follow “a recipe” 

– Up to three steps  
– Write it down ? Add to repeat list “medication change 1,2…” 
– Organise blood tests if needed 

• Ask patient to adjust medication vs BP (colour chart?) 
• Can titrate vs side effects to (impotence)  

 



WHAT NEXT? 



Multiple clinic readings 
• Multiple clinic readings predict which patients are likely to have a 

significant white coat or masked effect on home monitored BP8 

8Sheppard JP, et al. Journal of Hypertension 2014; 20 Aug 



The future – no cuffs? 



Bottom line 
• Self-titration & telemonitoring results in significantly 

lower blood pressure than usual care which is 
sustained after 12 months 

• Increased medication likely to be main mechanism 
• Cost effective under UK criteria 
• Effective in hypertension and higher risk 
• Impact of telemonitoring largely as safety net 
• Patients are willing to be more involved in decisions 

on medication  
 



Final Plug! 

• TASMINH4 study currently recruiting 
• Usual care vs self-monitoring vs 

telemonitoring 
• We need 150 + practices nationally so all 

welcome 
• See me or tasminh4@phc.ox.ac.uk  

 

mailto:tasminh4@phc.ox.ac.uk
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Self-Monitoring of 
Blood Pressure 
during Pregnancy 
 
Dr Katherine Tucker. 18 May 2015 



Hypertensive disorders during 
pregnancy are a leading cause of 
direct maternal deaths in the UK 
 
 
Regular self-monitoring of blood 
pressure could improve detection 
of gestational hypertension  

Background 

Presenter
Presentation Notes
Raised blood pressure affects approximately 10% of pregnancies worldwide, of which around half develop pre-eclampsia.  - This is a leading cause of maternal deaths in the UK and world wide so early detection and treatment is important. We have hypothesised that SM could be used to improve the detection, monitoring and treatment of gestational hypertension..As we have seen Self-monitoring is widely practiced by hypertensive patients – but there is much less evidence in pregnancy.



 

Why is early detection 
important? 
 
(Currently no cure for Pre-eclampsia) 
 
 
- Anti-hypertensive medication 
- Problems can escalate rapidly 
- Detect difficulties with the baby 
 Mother very 

susceptible 
Mother less 
susceptible 

Slightly 
failing 
placenta 

Badly 
failing 
placenta 

Presenter
Presentation Notes
But why are we working to improve the detection of GH? .. Antihypertensive medication isn't used in pregnancy until BP rises above 150/100Currently the only cure for PE is to deliver the baby (and placenta) -  but there are lots of reasons its important to diagnose the condition as soon as possible.-   Mother Can be treated with anti-hypertensive medications- several safe antihypertensive medications available.BP can rise very quickly - rapidly becoming a very serious conditionEarly deteaction allows for any difficulties with the baby to be detected - Baby can be scanned .. This might change clinical decisions about treatment.



Considerations 
 
- Thresholds for home readings 
- Differences through the trimesters 
- Feasibility (variability, monitors) 
- Protocols (how often /when) 

 

Presenter
Presentation Notes
Before we started working on this we needed to consider…What home thresholds should be? – are they the same as in the general hypertensive population?Should this change through pregnancy?And would women be willing to monitor … and how often should we ask them to do this … what would be acceptable.



Systematic review 
 Aim 
Find all available literature comparing 
Home and Clinic readings to assess the 
current evidence regarding thresholds  
 
The Systematic review 
1512 journal articles identified 
  
19 papers appeared to have carried out 
both home and clinic monitoring 
 
8 studies included or provided data on 
home and clinic readings 
 

Presenter
Presentation Notes
Carried out a SR to investigate the differences between office and home monitored readings. ... Evidence for SM, protocols and thresholds.From 1500 citations identified we found only 19 papers for in depth review that had carried out self-monitoring of BP during pregnancy .. 2 of these were case studies very few presented any data regarding home and clinic readings – so we contacted all 17 requesting data.From this we received data from 5 studies and could extract some data form a further 3 studies.The studies were carried out over a long period of time (over 20 years), were carried out on varying populations, at various diff times through pregnancy and used unvalidated monitors – making comparisons difficult.*over all our literature review did reveal a lot of positive data about feasibility – pregnant women are willing and able to self-monitor their BP. 



Table of included studies 
Author, Year, Country Population Number  Gestation 

IPD 

Brown (2006) Australia Suspected hypertension 66 Average of 23 weeks 

Chandiramani (2006) UK Suspected hypertension 100 unknown 

Lo  (2002) New Zealand 1) Healthy pregnancy at booking  

2) women with pre-eclampsia  

 101 

+45 

Throughout pregnancy  

>38 weeks 

Rey  (2007) Canada 1) Hypertensive 

2) normotensive high risk of pre-

eclampsia  

 100 

+20  

Throughout pregnancy 

<20 to >36 weeks 

Rey (2009) Canada 1) Chronic hypertension 

2) Pre-eclampsia 

3) Isolated Office Hypertension (White 

coat) 

 111 

41 

7 

Third trimester  

(28-38 weeks gestation) 

Summary Data only 

Ishikuro (2013) 

Japan 

Healthy singleton pregnancy with no 

history of hypertension  

575  20 weeks  till 4 weeks 

postpartum 

Mooney (1991) UK Any Pregnancy 35 30 weeks 

Homuth (1993) Germany Gestational hypertension  26  unknown 

Presenter
Presentation Notes
The included studies were carried out over a long period of time (over 20 years), were carried out on varying populations, at various diff times through pregnancy and used unvalidated monitors – making comparisons difficult.*over all our literature review did reveal a lot of positive data about feasibility – pregnant women are willing and able to self-monitor their BP. 



Average Home and Clinic readings are similar through 
pregnancy 
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Presenter
Presentation Notes
The average home and clinic data from our individual patient data – suggests that home and clinic readings are similar through pregnancy 



Clinic vs Home Systolic BP through pregnancy 
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Presentation Notes
Scatter plots (home vs clinic) again show that they are similar… 
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IPD data 
Lo 2002 
Rey 2007 & 2009 
Brown 2004 
Chandiramani 2006 

Subtotal (I-squared=44.8%, p=0.143) 
 
Summary Data 
Ishikuro NT 
Ishikuro HT 

Subtotal (I-squared=0.0%, p=0.667) 
  

Note: Weights are from random effect analysis 

Study 
 
IPD data 
 
Lo 2002 

Rey 2007 & 2009 

Brown 2004 

Chandiramani 2006 

Subtotal (I-squared=70.0%, p=0.019) 

  

Study 
 
IPD data 
Lo 2002 
Rey 2007 & 2009 
Brown 2004 
Chandiramani 2006 

Subtotal (I-squared=%, p=0.) 
 
Summary Data 
Mooney 1991 

Subtotal (I-squared=?%, p=0.?) 
  

Study 
 
IPD data 
 
Lo 2002 

Rey 2007 & 2009 

Brown 2004 

Chandiramani 2006 

Subtotal (I-squared=77.8%, p=0.004) 
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Difference in home and clinic SBP through pregnancy 

Presenter
Presentation Notes
When we plot the studies together on a forest plot we can see that there is variability between the studies .. Overall – from current available data  … there is no evidence that home and clinic thresholds should be different.



White coat and Masked Hypertension  

Bland Altman plot 33-42 weeks Gestation 
(weeks) 

5-14 15-22 23-32 33-42 

True 
Normotensive 

81.9
7 

85.33 78.50 61.92 

Masked 
Hypertension 

3.83 2.32 2.18 5.57 

White Coat 
Hypertension 

8.74 6.95 11.53 16.10 

True 
Hypertension 

5.46 5.41 7.79 16.41 

There is more white coat 
hypertension than masked 
hypertension 

There is as much WCH 
as true hypertension! 
 

Presenter
Presentation Notes
Bland-Altman plots through pregnancy suggested there was more WCH than masked hypertension.We used the IPD to calculate when both clinic and home agreed (true normotensive and true hypertensive) and when they didn’t to examine the likely levels of masked and WCH. Found there was more WCH than masked hypertension and that the level of WCH was as high as the level of true hypertension.So to summaries our SR revealed 17 studies that had investigated using SM of BP in pregnancy – which suggesed that self-monitoring of BP during pregnancy is feasible (and therefore has the potential to be used to improve detection of gestational hypertension)However there is limited information is available comparing office and home measurements. What data there is shows little difference between office and home suggesting that a threshold of 140/90 would seem to be appropriate and that SM may be useful in the detection and continued monitoring of women with WCH.  



• SM has potential to be useful in 
early detection of GH and rule out 
WCH 

 
• Based on current evidence a 

threshold of 140/90 would seem 
appropriate 

 
• We need a large scale study to 

compare home and clinic readings 
using a validated monitor.    

Conclusions 
 



Aim: Establish a suitable monitoring protocol and clear diagnostic 
thresholds for home BP monitoring in pregnancy 
 
Design: Prospective observational feasibility study of self-
monitoring BP in pregnancy. 

Self-monitoring of blood pressure 
in pregnancy: The BuMP study 

BuMP 

Presenter
Presentation Notes
The aim of the BuMP study was to establish feasibility and help us to develop a suitable monitoring protocol and clear diagnostic thresholds for home monitoring – This could be different during the different trimesters of pregnancy. We have seen that there is very little work in this area - yet anecdotally monitors are occasionally provided in practice and brought and used by pregnant women themselves.  .. Indead this is now common place in other countires such as Canada where around 70% of pregnant women may be self monitoring.The study was a prospective observational study – where participants continued to receive all their usual care. 



Population: 
higher risk women 

3 days a week  (morning 
and evening) 

• previous incident of pre-eclampsia 
• First pregnancy  
• age 40 years or older 
• pregnancy interval of more than 10 years 
• body mass index (BMI) of 30 kg/m² or more at first visit  
• family history of pre-eclampsia 
• multiple pregnancy 
 
 
 
 
  

Intervention: 

Presenter
Presentation Notes
Who would be suitable?Studies of self-monitoring have been carried out in the general pregnant population in the UK – but never large RCT (probably because too large a number of participants would be required)The population we chose to investigate was ‘Higher risk women’ (including those with raised BMI, previous pre-eclampsia, aged over 40 and first pregnancy)This was chosen because – NICE guidelines recommend that more frequent BP measurements should be considered in this groupWe asked these women to monitor their BP 3 days a week – morning and evening.- We used the Microlife WatchBPhome (an upper arm monitor validated in pregnancy and pre-eclampsia) – one of only 5 currently available monitors validated in both populations.



Study Flow Chart 

Baseline  
(12 or 16 weeks) 

28 weeks 

36 weeks 

6 weeks Postpartum 

BuMP 

Presenter
Presentation Notes
We recruited women from around 12-16 weeks pregnant and followed them through pregnancy – till 6 weeks postpartumDownloading the BP monitors and taking note of clinic BP readings, any new diagnosis and asking women to complete quality of life questionnaires.



Level  Blood Pressure  Action 
HIGH SYS 150 or over 

OR 

DIA 100 or over 

Your blood pressure is high, repeat once 
more in 5 minutes. If your blood pressure 
reading is still high you should contact 
the community midwife, GP surgery or 
out of hours service as soon as possible 
(within 4 hours). 

RAISED 140-149 

OR  

90-99 

Repeat the BP measurement after 4 
hours.  

If it remains raised or you have any 
symptoms associated with pre-eclampsia 
(see below) contact a midwife or GP 
within 12 hours  

NORMAL SYS 85-139 

OR 

DIA 90 or less 

Your BP is normal. 

This is fine provided that you have no 
other symptoms  

Routine ANC (standard visits) 
LOW SYS 85 or less 

  

Your blood pressure is low. 

Contact midwife within 24 hours  

or within 4 hours if symptomatic 

Patients’ chart for interpreting blood pressure reading 

Presenter
Presentation Notes
Participants were given clear instructions about what do if they obtained high or low readings... and advised that they should seek help for any symptoms of PE regardless of their home BP readings.



Patient text message system ‘Florence’ 

http://www.getflorence.co.uk/ 

Presenter
Presentation Notes
Alongside this the Women were offered text message system that would prompt them with reminders and allow health professionals to track their BPThe system would also send back the same instructions about how to act when raised or lower readings were texted in in line with the instruction sheet the women were given.Perfect population of Technology ........YoungMotivatedTechnically literateShort intervention periodSimilar studies – Glucose testing ...... Protein testing
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201 women were recruited over 9 months.  
80% were recruited at secondary care 
sites. 

Baseline  
(12 or 16 weeks) 

28 weeks 

36 weeks 

Recruitment 

10.5% drop out 
(n=21) 
3% miscarriage 
(n=6) 
 
4.5% drop out 
(n=9) 
1% still birth 
(n=2) 
 

BuMP 

Presenter
Presentation Notes
Women were recruited over 9 months women were predominantly recruited from 2 secondary care (hospital) sites in Oxford and Birmingham.Some drop out was early on. (partly due to mischarge (10%) and when women provided a reason A few women dropped out following delivery as the demands of a new baby were added in. 



Baseline Characteristics 
Age 31.4 (5.5) 
BMI 28.2 (6.8) 
BP 116/70mmHg 

22% raised BP  
15% Gestational hypertension 
7% Pre-eclampsia 

Results 
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Presenter
Presentation Notes
From our analysis so far - we found that the women recruited had an average age of 31 and a baseline BP of 115/70we also found that 15% of participants had gestational hypertension and 7% pre-eclampsia which is around double the incidence in the general population and what we were expected in this population.From this initial analysis the Home and clinic readings appear to be very similar suggesting that the threshold of around 140/90 used here was appropriate (but we intend to complete full analysis into the most suitable thresholds through pregnancy and schedule for monitoring).



Conclusions 
• Self-monitoring of BP in pregnancy is 

feasible and could: 
 - improve the detection of GH  
 - rule out WCH  
 - allow re-organisation of care. 

 
• home and clinic blood pressure was 

similar 
 
• Large RCT needed! 
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Presentation Notes
Overall we conclude that ……Self-monitoring of blood pressure, could provide a better estimate of blood pressure with little or no disturbance of lifestyle.2) Potentially improving the detection of GH and PE and could also be used to rule out white coat effects.3) If successful self-monitoring could also allow the re-organization of antenatal care – freeing up midwife time for more complex cases.



Take home messages 
• There may be high levels of 
white coat hypertension in 
pregnancy. 
 

• Self-monitoring of BP may 
improve the detection of 
gestational hypertension and 
white coat hypertension. 
 

• Few automated BP monitors 
have been validated for use in 
pregnancy. 
 



Thank you for listening! 
Thank you to the research team: 
Carole Crawford, James Hodgkinson, Clare 
Bankhead, Richard Stevens, Kathryn Taylor, 
Nia Roberts…. and all of the BuMP study 
team lead by Richard McManus. 
 
Thank you to: 
Midwives, GP’s and the research network 
and the Women who took part! 

The presentation summarises independent research funded by the National Institute for Health Research School for 
Primary Care Research (NIHR SPCR). The views expressed are those of the author(s) and not necessarily those of the 
NHS, the NIHR or the Department of Health. 
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