


[bookmark: _GoBack]Care planning encompasses a holistic approach to Midwifery care, defined as a personalised health assessment made by a Midwife to accommodate risks involved during pregnancy (Better Births, 2016, p.44). Healthcare plans allow women to understand their pregnancy and what it means for care, thus encouraging effective long-term self-management (p.45). Evidence suggests outcomes are better when initial management is by a Midwife, particularly for those with more complex demands (RCM, 2014, p.10). Lucy’s scenario requires individualised, managed care and is discussed below. Relevant risk factors for care are her lower Body Mass Index (BMI) of 18, an on-going eating disorder, her active smoking status and an Obstetric history of previous preterm labour at 33 weeks gestation. Current presenting factors at 31 weeks are reports of abdominal and micturition pain with plus two of Leukocytes on Urinalysis.
An area of management for Lucy’s pregnancy is her symptomatic report correlating with a Urinary Tract Infection (UTI) that occurs statistically in 1-2% of all pregnancies (Mahapatra, 2016, p.28). Recurrent indicators include dysuria, suprapubic tenderness, frequency and/or urgency to pass urine and mucopurulent urethral discharge (Mukherjee and Mukherjee, 2018, p.5114). Anatomical and physiological changes during pregnancy increases the risk of UTI’s, with associations for prostaglandin release, pre-eclampsia, pre-term contractions and neonatal sepsis (pp.5113-5116). Under the influence of hormones in pregnancy such as Progesterone and Relaxin, bladder capacity increases to 1000mls and the walls of the ureters relax to allow dilation, bends and kinks to occur (Marshall and Raynor, 2014, p.90). This results in the stasis of urinary flow, increasing susceptibility to upper or lower tract infections (p.90).
An antenatal assessment of fetal movements, symptoms (systemic and current), previous UTI’s, vaginal discharge, brief sexual history and relevant medical history should be done by the community Midwife to establish a diagnosis (Johnston et al., 2017, p.1). An abdominal palpation will determine the cause of tenderness, identifying the presence of contractions or possible Chorioamnionitis (p.1). Auscultation of the fetal heart can determine signs of Sepsis, as maternal systemic infection causes fetal tachycardia. A mid-stream urine (MSU) sample should be requested and if a positive UTI result is returned, the sample is sent for microscopy culture and sensitivity to antimicrobial treatment (p.2). Urine culture should be performed 7 days after completion of treatment as a test of cure (Bowler et al., 2017, p.1). Due to Lucy’s susceptibility to UTI’s, a low thresh-hold treatment approach of antibiotics should be prescribed to eradicate the UTI (NICE, 2018b, p.7). 
Lucy’s risk for subsequent preterm labour is identified as significant, therefore a management plan must be considered accordingly. Preterm labour is defined as painful uterine contractions with effacement and dilatation of the cervix after 24 weeks gestation and before 37 weeks (Local Trust Policy, 2018, p.4). On average, 7.9% of UK Births are classed as preterm (Hamilton and Mullan, 2016, p.12). Local Trust policy states a review of the pregnancy notes for medical and obstetric history identifies relevant risk-factors for preterm labour (Local NHS Trust, 2018, p.5). The risk of successive preterm labour is increased 2.5-fold and other factors such as her lower BMI and current smoking status have the potential to accentuate this risk (Hamilton and Mullan, 2016, p.12). For this reason, along with her obstetric history and eating disorder, an Antenatal Clinic referral form must be sent by her Midwife and a follow-up carried out to ensure Lucy is on a Consultant-led care pathway. Shared care intervention prevents neonatal neuro-cognitive, pulmonary and ophthalmologic morbidity (Local Trust Policy, 2016a, pp.6-7; Hamilton and Mullan, 2016, p.18).
Guidance suggests serial sonographic surveillance of cervical length should be offered to women with a history of second trimester loss or preterm delivery, as those with cervical shortening are at greater risk (Hamilton and Mullan, 2016, p.13). Cervical funnelling is shown to benefit from ultrasound-indicated cerclage (p.13). Cerclage is a surgical procedure performed by an Obstetrician around 12 to 14 weeks gestation, involving suturing the cervix with a stitch to keep it closed throughout pregnancy, with a term delivery rate of 95.4% (Khan et al., 2015, pp.1-3). However, research states that cervical cerclage should only be considered if sonographic evidence of cervical incompetence is identified (p.3). Therefore, the Midwife’s role in clarifying the arrangement of cervical scans is an essential part of preventative ante-natal care. 
Perinatal Institute guidelines recommend serial growth scans antenatally for women susceptible to developing fetal growth restriction (Perinatal Institute, 2018, p.4). Lucy’s combination of risk factors means growth restriction is likely, therefore Ultrasound Scans are required every two to three weeks, from 28 weeks’ gestation until delivery (p.4). Research shows fetal growth restriction as the largest category of conditions associated with stillbirth and scanning allows better recognition, early investigation and effective management for high-risk pregnancies (Birmingham City University, 2014, pp.3-4). It is the Midwife’s role in assessing the need for growth scans during pregnancy and whether they are booked and attended (NICE, 2014). 
For suspected preterm labour or preterm prelabour rupture of membranes (PPROM), a hospital transfer to Triage for a review of risk factors and antenatal notes is required (Local Trust Policy, 2018, p.5). Observations such as blood pressure, pulse and temperature must be completed 4-hourly to monitor maternal wellbeing (p.5). Medical background must be noted with reference to uterine activity, time of rupture, vaginal blood loss, fetal movements, urine and bowel movements and sexual intercourse in the last 24 hours. Multi-disciplinary triage care allows causative factors to be considered or alternative diagnosis’ can be concluded for presenting symptoms. An assessment of the fetus should be carried out via an abdominal palpation or ultrasound (depending on trimester) to indicate the lie and presentation (p.6). Auscultation is also required using a sonicaid or Cardiotocography (gestation dependent), to identify babies at greater risk of intrapartum fetal compromise, where early intervention can optimize fetal and neonatal outcomes (Local Trust Policy, 2018, p.6; Smith et al., 2018, p.115).
A review from a Senior Obstetrician is necessary, where a detailed plan of care will be accurately documented within her clinical notes, including the offer of Actim PROM testing if liquor is absent (Local Trust Policy, 2016b, p.9; NMC, 2015, p.11). The presence of fluid in the vagina at speculum examination by an Obstetrician is highly suggestive of PPROM, to which potential sequelae for Lucy’s labour must be explored (Local Trust Policy, 2016b, p.7). Probable neonatal consequences are as follows; prematurity, prolonged oligohydramnios (associated with pulmonary hypoplasia and skeletal deformities), infection leading to Sepsis and Chorioamnionitis (p.3). 
Additional biochemical tests such as Fetal Fibronectin (fFN) and Actim Partus are available for Lucy by the local NHS trust, to improve accuracy of preterm labour diagnosis. A vaginal swab is taken by an Obstetrician from the posterior fornix during a speculum examination between 23 and 34 weeks, 6 days (Local Trust Policy, 2018, p.7). However, accuracy of fFN testing can be affected by the presence of vaginal bleeding, urine and seminal plasma to which Actim Partus and cervical length measurements are alternatively recommended (Brujin, et al., 2016, p.221). If a negative swab result is returned and abdominal pain is still significant, an antenatal ward admission for an Obstetric review and 4-hourly observations is recommended whilst antimicrobial treatment commences, due to Lucy’s ongoing symptoms (p.7). 
If Lucy is 24-34 weeks gestation and in preterm labour, a course of antenatal Corticosteroids is prescribed to reduce the likelihood of Respiratory Distress Syndrome (RDS), neonatal death and intraventricular haemorrhage (Local Trust Policy, 2018, p.9). Research has also shown that Magnesium Sulfate treatment for neuroprotection between 30 and 33 weeks, 6 days demonstrates a reduction in Cerebral Palsy incidences for premature babies (pp.11-12). Tocolysis can also be considered to allow Corticosteroids and Magnesium Sulfate to work effectively (Local Trust Policy, 2016b, p.10; Local Trust Policy, 2018, p10). An antibiotic prophylaxis prescription for 10 days in preterm labour is mandatory to reduce chorioamnionitis, neonatal oxygen therapy, surfactant use and the risk of GBS infection (Local Trust Policy, 2016b, p.9).
Clinical concerns may arise in labour and imminent delivery may be decided at Consultant level (Local Trust Policy, 2016b, p.13). A multi-disciplinary approach is needed, where the high-risk Ward Co-ordinator, Neonatal team and Paediatrician are well informed of the Delivery plan (p.13). Benefits of multi-disciplinary intrapartum care include better treatment outcomes, compliance with treatment regimens, better quality of life and improved cost-effectiveness (Kadir et al., 2013, p.2). Neonatal team liaison allows appropriate maternal counselling on risks, delivery expectations and in-utero transfer to another hospital if facilities are unable to accept the neonate at delivery (Local Trust Policy, 2016b, p.10). 
Postnatally, Lucy may feel closure and reassurance from a Midwifery debrief if a traumatic delivery was experienced. Evidence suggests that supportive listeners enable women a fuller understanding of labour and birth events to develop a sense of resolution (Bastos et al., 2015, p.10). However, other research connotes elements of “secondary trauma”, where re-experiencing traumatic events can occur (RCM, 2009). Care must be taken to avoid furthering psychological damage and to select debriefing approaches tailored to each woman’s needs.
Lucy’s smoking status calls for long-term management and support going forward. Maternal smoking increases the risk of low birth weight (LBW), sudden infant death syndrome and small for gestational age by 50% (Flemming et al., 2013, p.1024). Other increased risks include miscarriage, ectopic pregnancy, stillbirth, fetal growth restriction, premature birth and bleeding in the 3rd trimester (RCOG, 2015, p.1). The placenta filters substances of high molecular weight, thus certain chemicals present in cigarettes can pass the placental barrier with a possibility of congenital malformations and subsequent problems for the neonate (Marshall and Raynor, 2014, p.105). The aforementioned implications confirm that cessation interventions should be offered antenatally. 
As Carbon Monoxide (CO) levels are higher in women who smoke or are exposed to passive smoking, Lucy’s Community Midwife will offer CO breath testing at booking (NICE, 2018a, p.3). Initially, questions would be asked to ascertain the number of cigarettes smoked per day and whether others smoke in the home (p.3). Once smoke exposure is established, personalised health promotion advice can be shared and a referral to a smoking cessation Midwife should be made with consent to encourage first trimester engagement (First for Wellbeing, 2018). At follow-up appointments, further CO testing indicates the success of support and if levels remain high despite quitting, advice must be given on possible CO poisoning (RCOG, 2015, p.3).
Another key area for management is Lucy’s ongoing eating disorder and lower BMI. Eating disorders are defined as unhealthy relationships with food; including eating too much, too little, or obsessive weight control (NICE, 2017). These include, but are not limited to; Anorexia Nervosa, Bulimia Nervosa, Binge-eating or Other Specified Feeding or Eating Disorder (NICE, 2017). Each disorder poses varied pregnancy complications for both mother and baby such as premature birth, LBW, dehydration, high blood pressure and Gestational Diabetes (NEDA, 2018). Evidence suggests these adverse outcomes may be the consequence of modifiable risk factors such as pre-pregnancy BMI, gestational weight gain and smoking, often associated with eating disorders rather than direct consequences (Bye et al., 2018, p.225). With a combination of factors in Lucy’s case and pregnancy aggravating and triggering symptoms, close monitoring throughout pregnancy and the puerperium allows decisive action if changes are recognised (pp.225-227).
At antenatal appointments, the Midwife must discuss Lucy’s diet to provide an indication of whether she is currently following a healthy eating plan, as inadequate knowledge on the constituents of a balanced diet is common (Whylie and Bryce, 2016, p.177). Compassionate listening helps women to discuss sensitive topics in a safe environment to allow the Midwife to plan effective care (Bye et al., 2018, p.226). Lucy’s Pregnancy Notes are designed to support comprehensive history taking (including Consultant and Nutritionist appointments) and effective communication between Lucy and the multi-disciplinary team, which is a fundamental component of good maternity practise (Perinatal Institute, 2017; NMC, 2015, p.11). The Midwife has a responsibility in using these records to ensure Nutritionist plans and appointments are made during pregnancy. 
A discussion focusing on attention towards fetal health and wellbeing rather than physiological adaptions has shown to improve eating patterns (Whylie and Bryce, 2016, p.185). Postnatally, the time for relapse or early deterioration peaks, due to a new body shape encouraging re-engagement in eating disorder-related behaviours (Bye et al., 2018, p.225). Lucy may feel an inability to manage symptoms when the baby is no longer dependent on her nutritional intake. A referral to a Psychiatric Team is then necessary, as women with diagnosed eating disorders are at risk of developing post-natal depression and anxiety (Ward, 2009, p.94). Increased Midwifery home visits create opportunities for emotional wellbeing discussions and an individualised care plan (Whylie and Bryce, 2016, p.185; WHO, 2013, p.128). 
Lucy’s medical and obstetric risk factors evidently integrate and overlap. This means her individualised care plan must initiate open and unbiased dialogue to accommodate her changing emotional, physical, and psychological needs throughout pregnancy. It is the role of Lucy’s Midwife to provide consistent communication and liaise with the multi-disciplinary team, as research within the care study shows this improves outcomes for both the mother and neonate. In conclusion, such analysis provides rationale for why care management is evidence-based and up-to-date.
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