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Midwifery practice is a multi-faceted role and this is becoming more evident; working with women who have complex health needs and altered health conditions is becoming increasingly commonplace in both acute and primary care (RCOG, 2016). Lloyd describes care planning as “a way of signposting care and agreeing levels and provision of care” (2010). The National Maternity Review emphasised the importance of personal care plans for women during the antenatal period, and that care should reflect the individual’s wider health needs (2016, p.8). Joined-up working is a fundamental aspect of everyday midwifery practice; The NMC Code instructs midwives to have an understanding of their own limitations (2015, p.11) and others’ expertise and states that midwives should work co-operatively (pp.8-9). 

This paper will analyse a fictional scenario in which care is to be provided to a woman with complex health needs. The writer will plan immediate and ongoing care for a multiparous woman with a history of pre-term delivery at 33 weeks gestation. She is a smoker, has an ongoing eating disorder with a body mass index of 18 at booking, and is presenting at her 31 week antenatal appointment with dysuria and back pain. It will highlight collaborative working with the wider multidisciplinary team, care pathways within a local NHS Trust and how these can be best utilised to provide evidence-based, holistic care. A conclusion and reference list will be made available to the reader.

During a 31-week appointment, consent should be gained and routine antenatal care as outlined by NICE Guidelines CG62 (2018) offered such as urinalysis, abdominal examination, fetal auscultation, measuring and plotting fundal height, checking blood pressure. To ensure woman-led care there should be opportunity for the woman to voice any concerns. A discussion around smoking cessation services and an offer of referral should take place; smoking is linked to poor obstetric outcomes such as pre-term delivery and intrauterine growth restriction due to it’s harmful effects on the placenta (NHS, 2017) and is a key message in the Saving Babies’ Lives Report (p.13). Any concerns voiced by the woman, such as pain on micturition or abdominal discomfort should warrant further investigation by the midwife as this may be indicative of an infection. Urinary Tract Infections- also known as UTIs- are localised infections within the urinary tract, usually caused by bacteria (NICE, 2015). UTIs are common in pregnancy (Matuszkiewicz-Rowińska, Małyszko & Wieliczko, 2015) with approximately 2-10% of women developing a UTI during the antenatal period (Smaill & Vazquez, 2015). Due to the physiological and hormonal changes that take place within the excretory system during the gestational period, the gravid woman is at increased risk of infection (Tortora & Grabowski, 2003). The infection itself poses a therapeutic challenge as risk of adverse outcomes for both the Mother and fetus are high; untreated UTIs can impact negatively on a pregnancy, increase the risk of pyelonephritis and are also linked to poor obstetric outcomes (Jain et al., 2013) and so detection and treatment is extremely important. 

Detection is characterised by leukocytes in urine; these are not typically found in urine and their presence are suggestive of a UTI (Johnson & Taylor, 2016). Local Trust guidelines (2017) recommend that anomalies such as leukocytes found during urinalysis should be followed up with sending a mid-stream urine sample to the pathology laboratory for cultures to be grown. Urine cultures to determine the presence of bacteriuria is the gold standard as recommended by NICE (2015) and so a diagnosis made solely by using clinistix would be considered insufficient. A full set of observations should be taken to assess maternal condition, a discussion around how the woman is feeling and fetal movements should also take place, along with the midwife querying any accompanying symptoms, such as pelvic pressure, pain or loss per vaginam. Abdominal examination may give the midwife an insight into localised tenderness and may also provide an opportunity to palpate any tightenings that may be occurring. A thorough conversation with the woman forms the basis of the clinical picture.

The Body Mass Index is a measuring tool utilised by healthcare professionals to determine whether the weight of an individual is within healthy- or unhealthy- ranges. Having an understanding of a woman’s BMI during the antenatal period is useful; Denison et al. (2013), highlight a link between low BMI and increased antenatal hospital admission; supporting literature also suggests a link between Low BMI and adverse obstetric outcomes (Rahman et al., 2015). It is important for the midwife to have an awareness of BMI or indeed any disordered eating- ongoing or historical- to ensure they are able to provide support, plan care and signpost to the appropriate services for further input. 

Postnatally, joint input from a health visitor and the midwife may be helpful and so a discussion around this with the woman should take place; low BMI accompanied by an eating disorder is linked to poor child development (Henshaw, Cox & Barton, 2017). 2015 studies by Sadeh-Sharvit et al. and de Barse et al. highlighted a link between eating disorders and problematic infant feeding, furthermore Hanley’s work suggests that eating disorders in the antenatal period are risk factors for depressive illness postnatally (2015). With suicide as the leading cause of maternal mortality in the UK, The 2014-2016 MBRRACE report outlines the necessity for practitioners to be aware of psychiatric risk factors in the antenatal period so that support and treatment can be planned (p.5). Early intervention and timely referral, along with collaborative work with Local Trust eating disorders service and the perinatal mental health team respectively is essential for positive outcomes. 

Pre-term delivery is defined as delivery prior to the 37th week of gestation of an infant that shows signs of life or breathes following complete expulsion from the mother (NICE, 2015). Approximately 8% of live births in the UK are pre-term deliveries (NICE, 2013) and is currently the biggest cause of infant mortality (ONS, 2018). Pre-term delivery impacts on not only pregnancy but can have lasting effects for both mother and baby; evidence suggests that there is a link between pre-term delivery and depressive illness; women with a history of pre-term delivery are also less likely to make use of services available to them postnatally (Henderson et al., 2014). An awareness of this will ensure midwives offer support postnatally and identify ‘red flags’ and signpost to correct services.

Teixeira et al. (2016) highlights the significance of noting the obstetric history and how this should be considered when planning and implementing care. Retrospectively, a woman with risk factors and history of pre term delivery at 33 weeks gestation should be offered prophylaxis in the form of progesterone treatments or rescue cerclage in future pregnancies (Local Trust, 2017). This would be discussed with the obstetric consultant following a referral from the midwife at the initial booking appointment. Care should be taken by the midwife to ensure that any such referrals have been completed and if not these should be expedited to ensure the woman receives input from the appropriate professionals. 

Noting the woman’s current presentation along with her history, the midwife should take the time to communicate her findings and propsed plan of care to the woman to ensure clarity and honesty, to ensure practice is in line with The Code (2015, p.7). Working in line with Local Trust guidelines the midwife should then liaise with the antenatal assessment unit based in the woman’s chosen hospital. Communication should take place in the form of an SBAR format and record keeping must be clear and contemporaneous (p.9). 

From an acute perspective, the concept of care planning and co-ordination is no less than from a primary care aspect. There is a need to liaise with the co-ordinating midwife, and as per Local Trust Guidelines, bleep and advise the obstetric registrar of the situation and background, and request review by the obstetric team (2017, p.6). This is to ensure effective inter-disciplinary working. Again, a good understanding of obstetric history is vital and so good practice and Local Trust guidelines recommend that time is taken to read the woman’s maternity records (p.15). Routine antenatal care such as observations, urinalysis and abdominal examination would be offered, as would fetal auscultation and electronic fetal monitoring. A Modified Early Obstetric Warning Score chart would be commenced to monitor and escalate any changes in condition. Electronic fetal monitoring is a well-established method of assessing fetal wellbeing (NHS, 2017); this would be utilised to form a clinical overview. 

In line with NICE guidelines and Local Trust Guidelines for pre-term delivery (2017), at 31 weeks gestation midwives are limited within what is considered their normal, autonomous practice and so must liaise closely with the obstetric team to ensure that the care provided is safe and in line with The Code (2015, p.8). Failure to do so would put the woman and fetus at risk, and potentially have legal implications for the midwife (p.2). Due to potential delivery of a pre-term infant, clear communication with the neonatal intensive care unit is vital; a paediatrician would need to be present at delivery and would be lead carers for the infant. There would be an expectation for the midwife to counsel the woman and ensure she and her partner are well-informed and supported during this time and communicate any changes in physical condition to the obstetric team. It is also important for the midwife to give the woman time to process information so that she is able to give fully informed consent and is aware of the plan of care.

As per Local trust guidelines, due to the woman’s presentation a speculum examination would be offered by the obstetric team along with a high vaginal swab to check for infection present (2017, pp.6). A fetal fibronectin test may be undertaken by the obstetrician to assess onset of labour if safe to do so and no contraindications exist; a negative result would eliminate avoidable and unnecessary interventions such as toclytic drugs or hospital admission (Local Trust, 2017).  A digital vaginal examination may be avoided due to the risk of infection to the fetus. The midwife would also need to think from a logistical viewpoint; if, for example, care for a pre-term infant could not be considered at the Local Trust hospital, Local Trust guidelines for intrauterine transfer would need to be adhered to (2017). Transfer to an alternative hospital with available resources to care for a pre-term infant may be considered and arranged by the midwife; any such plans would need to be communicated to the wider multidisciplinary team. Support should be sought from the infant feeding team within the hospital; this may be helpful for the woman to make an informed choice around colostrum harvesting for the infant. 

Corticosteroids injections would be offered to lessen the risk of respiratory distress and neonatal morbidity (Local Trust, 2017), should pre-term delivery occur. Once prescribed by the obstetrician these could be administered intramuscularly by the midwife; if discharged from acute care an appointment would need to be arranged for the woman to attend the day unit 24 hours later for the second dose of steroids. In the event of labour being confirmed, tocolysis may be considered to delay delivery should this be in the woman’s best interests (pp.8-9). An invitation to the hospital’s Special Care Baby Unit at an appropriate time could be arranged by the midwife to assist with allaying any anxieties around care of the pre term infant and the SCBU environment; regular follow up visits to the assessment unit would be also scheduled as would regular electronic fetal monitoring to monitor fetal wellbeing. Liaison with the radiography department would need to take place; ultrasound scans to assess placental function and transvaginal scans to assess cervical length may also be offered. If, however, pre-term labour is not suspected the woman would remain under the close observation of the obstetric team and follow-up appointments to the assessment unit for fetal monitoring would run concurrently with antenatal appointments with the community midwife; she would also be offered obstetric out-patients appointments for regular monitoring by an obstetrician. Prior to discharge the midwife would also check urine specimen results so that a prescription for antibiotics could be dispensed if necessary. All contact would be documented in the woman’s notes to ensure safe ongoing care across disciplines. 



This essay highlights that care planning in the antenatal period is an integral part of effective midwifery practice. It ensures that women receive all-encompassing, holistic care and gives practitioners an opportunity to implement plans when care is at risk of deviating from the norm. Care plans can be extremely useful in terms of assessing risk and apportioning accountability and responsibility when care for women spans across disciplines. However, it is vital that both the presenting and past history is taken into account for a comprehensive overview of the woman’s health needs. Along with maintaining good communication with the wider multidisciplinary team, it is vital that midwives are transparent in their discussions with women to ensure full involvement and the ability for women to feel empowered in making informed choices in their care, irrespective of normality.
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