


[bookmark: _GoBack]The following assignment will discuss the case of Lucy, a multigravida at her 31week appointment with the midwife. Lucy booked at 9weeks gestation where the following information was noted. Lucy is 29 years old, with a part-time supermarket job and stable relationship with partner who works permanent night shifts. Lucy has a body mass index (BMI) of 18 and her medical history includes an ongoing eating disorder, for which she regularly sees the nutritionist. Lucy’s obstetric history includes one other pregnancy which resulted in premature labour at 33 weeks of LMI, who is now 2, lives at home and is in good health. Lucy is a smoker, smoking 20 cigarettes per day and all baseline observations are normal; blood pressure (BP) 120/68 and pulse 68bpm. At the 31week appointment the urinalysis has picked up 2+ leucocytes, the woman is complaining of pain on micturition and abdominal pain. The past medical and obstetric history and the presenting history will all play a role in determining whether the current care is appropriate for her needs, and what further investigations and plans may be required for current care needed and future needs. The two main factors this essay will focus on is BMI and the link to the eating disorder, and preterm labour. The past obstetric and medical history is important for establishing whether the woman is a low-risk pregnancy with midwifery led care, or classed as high-risk, needing consultant led care. High-risk is defined as one which ‘a mother, her fetus, or both are at a higher risk for problems during pregnancy or delivery than in a typical pregnancy’ (National institute of Child Health and Human Development ((NICHD)),2018). Lucy would be classed as high risk and should have been referred for consultant-led care at booking but, if not, it can be done presenting antenatally or in the intrapartum period. The classification of high risk means a deviation for the normal schedule of antenatal appointments. Therefore, Lucy would not following the National Institute for Health and Care Excellence (NICE) guidelines Antenatal care for uncomplicated pregnancies; schedule of appointments (2008) hence the reason she is having a 31week appointment. 

At the 31week appointment Lucy’s notes should be reviewed to ensure the correct care pathway has been discussed and followed due to Lucy’s health deviations. According to Local trust guideline on risk assessment and criteria for referral for obstetric led care (or obstetric opinion) by midwives there is a list of medical conditions which have the potential to complicate pregnancy or anaesthesia. One of these conditions is a low BMI this, alongside the fact in her previous pregnancy she experienced preterm birth, would mean she would require Obstetric led care (Local trust, 2016c). The rationale for having consultant led care also links to the fact a BMI of 18 or less is indicative of a low physical weight under 50kg which can mean she would be unable to have the normal dose of analgesia’s like paracetamol (NICE, 2018). Additionally, the importance of the correct care plan has been found to reduce unnecessary costs. Dension Et al., (2013) concluded that not only are maternity costs higher in women with higher or lower BMI but, associations have been found between low or high maternal BMI and adverse outcome. Deterioration of health cannot only mean compromise to the woman but also the fetus. It is important that the midwife ensures that the woman has been made aware of the risks.  For example, a BMI below 18.5 classes her as underweight according to a local trust guideline (2016b) and she is already known to have an eating disorder. This means that she should be aware of the risks if further complications with her condition arise. Risk for the mother include ‘poor nutrition, dehydration, cardiac irregularities, gestational diabetes, severe depression during pregnancy, premature birth, labour complications, difficulties nursing, and postpartum depression’ (National eating disorder association, ((NEDA))2018). Risks for the fetus include ‘poor development, premature birth, low birth weight, respiratory distress, feeding difficulties, and other perinatal complications’ (NEDA, 2018).  

The risk to the fetus and baby from maternal smoking and secondary smoking are well documented (Johnson, G 2017). This implies that smoking cessation should be offered and CO2 testing throughout the pregnancy alongside the midwife making sure Lucy is aware of the risks such as, placental insufficiency due to reduced perfusion, and increased fetal and neonatal morbidity and mortality risk (Johnson, G 2017). However, it is important the midwife considers the effect of stopping smoking on Lucy’s health as it could be an indicator of deterioration of health. For instance, a study by Hulman et al., (2016) concluded that women who quit smoking experiences rapid weight gain in the last two trimesters. This means that effective communication with Lucy’s nutritionist and with the mental health team is vital to ensure the best outcomes for mother and baby. 

Moreover, the perinatal period has been found to be a highly vulnerable time for women with eating disorders, due to the physical and psychosocial change (Kimmel et al., 2015). Lucy will require individually tailored psychological intervention to address both mental health and well-being (Bartholomew, M.C. 2017) which means it is very important, especially in the postnatal period, that the multidisciplinary team communicate and collate regarding Lucy’s care and status. The multidisciplinary team includes the midwife, the nutritionist, the doctor or even the health visitor. The importance of shared care and communication is seen by Wylie, L. and Bryce, H. (2016) in their book “The midwives’ guide to key medical conditions”. They describe eating disorders as ‘expression of deep psychological and emotional problems’, this means that further deterioration would not only mean compromise to the woman, both physically and psychologically, but also potentially to the fetus. This is supported by Linna et al., (2014) who concluded that eating disorders have associations ‘with severe adverse perinatal outcomes, particularly in offspring’.

Additionally, the 31week appointment routine antenatal care would be provided. This would involve; Blood pressure and urinalysis, measuring and plotting symphysis-fundal height, offering fetal heart auscultation (Local Trust, 2015a) as well as asking about fetal movements. If fetal movements are altered due to being over 28weeks Lucy would be invited to attend the hospital (Local trust 2018a). Due to the leucocytes present, which are an indicator of ‘the test should be repeated on a fresh urine sample’ (Local trust, 2015b) ensuring this is a clean sample so a mid-stream urine (MSU) can be sent off, this could be done at the appointment (if she was able to provide another sample) or at the hospital on admission. Lucy would be referred to the Maternity Day Unit (MDU) for a review by a Doctor for the abdominal pain, the pain on micturition and 2+ leucocytes. The Doctors could prescribe antibiotics for a UTI in pregnancy, as per local trust antibiotics guidelines (2018c) while trying to determine whether Lucy was in threatened or preterm labour, due to her risk factor for preterm labour; previous preterm labour, Low BMI and smoking (Local Trust, 2018b). 

This risk of preterm labour should be discussed with Lucy, as she is at risk of preterm labour again. Preterm labour is defined as ‘spontaneous labour before 37 weeks’ gestation due to changing hormones, overstretched uterus, weak cervix, infection’ (Tiran, 2017). Lucy has risk factors which could increase her risk of preterm labour, such as previous premature birth and also smoking (Mayoclinic, 2018a). Therefore, a referral, from the midwife or self-referral from Lucy, could be made to ‘Meet the Matrons’. The meet the matrons clinics support families ‘with any outstanding emotional issues following birth’ (Local trust, 2016a). The clinic may offer support to Lucy and her family to review her previous preterm birth and offer advice and reassurance for this pregnancy and answer any questions of fears that may have arisen. There are sub-categories within the definition of preterm, ranging from extremely (less than 28weeks) to very (28 to 32 weeks) then moderate to late (32 to 37weeks) (World Health Organization, 2018). There can be short and long-term complications of prematurity for the neonate. The following complications are for the neonate but issues can also arise for the mother.  Breathing problems which can be associated to the immature lungs can lead to complications such as: respiratory distress syndrome (RDS), transient tachypnea, bronchopulmonary dysplasia, pneumonia, apnea and bradycardia. There may also be heart problems like patent ductus arteriosus, alongside brain problems such as intraventricular haemorrhage. Neonates may also struggle with thermoregulation, blood problems such as anaemia and, due to immature gastrointestinal and digestive systems, gastrointestinal problems. In addition, they may be more susceptible to jaundice, infection, sepsis and necrotizing enterocolitis due to problems with immune system and metabolism. 
(Mayoclinic, 2017: American Pregnancy Association, 2015) 
Additional complications for the neonate include: cerebral palsy, impaired learning, vision problems like retinopathy of prematurity as well as hearing and dental problems. Behavioural and psychological can also arise, and chronic health problems (Mayoclinic, 2017). The main maternal impact of prematurity seen is psychological. Henderson et al, (2016) found women are at increased risk of negative feelings about their baby as well as making less use of services and support available postnatally. The threat of preterm delivery has a direct effect on the mother due to the psychological stress (Gilbert, 2011). This means that multidisciplinary team communication is so vital to ensure woman are correctly support and accessing services available to them but, the midwife needs to also ensure that the women are made aware and educated on what is available to them. 

In pregnancy complications may arise from conditions linked to the pregnant state. They can be serious for instance pre-term labour or premature rupture of membranes, or premature birth. These complications can affect mother and fetus and may arise at any stage of pregnancy, during labour, or postpartum (BJM best practice, 2018). Preterm birth is the main cause of neonatal mortality and morbidity thus effective methods are key to identifying those as risk, and antepartum and intrapartum management and administration improves outcomes (Nijman et al., 2016). On admission to MDU the following history would be documented as per Local Trust Guideline (2018b); ‘Uterine activity, Vaginal loss, Urinary and bowel symptoms, any other systemic symptoms to note and any sexual intercourse within the last 24hrs’. The rationale for the history is to note causative factors such as UTI and to ensure correct procedures are performed in the right conditions; fetal fibronectin not taken if any sexual intercourse in last 24 hours (Local Trust, 2018b). Lucy has the potential for preterm delivery or threatened preterm labour, therefore three types of examinations will be performed, properly informed consent as per the Nursing & Midwifery Council (NMC) (2015) Code. A general examination of maternal observations, an abdominal examination to determine the lie presentation, engagement and make note of any tenderness, and a vaginal one where a sterile speculum is passed, and investigations can take place (Impey & Child, 2012). Investigations should consider both local trust and NICE policies and be performed by the correct member of staff, be that the midwife or Doctor depending on gestation and investigation at hand. In Lucy’s case the fetal heart would be monitored on a CTG to assess fetal wellbeing and she may be sent for an ultrasound to check positioning, doppler flow and length of cervix as well as amniotic fluid and estimate baby’s weight (Mayoclinic, 2018b). Additional investigations, involving the speculum, would enable visualisation of the cervix and noting of any pooling of amniotic fluid as well as performing a fetal fibronectin and high vaginal swab (Impey & Child, 2012). Fetal fibronectin should be taken as per local trust guideline unless contraindicated. This will give a level which can indicate risk of delivery (local trust, 2018b). 

Further management of Lucy, if suspected or proven preterm labour, would be consideration of corticosteroids for neonatal benefit, magnesium sulphate for neonatal neuroprotection, tocolysis, neonatal liaison and intravenous antibiotics (IV) antibiotics unless contraindicated (Local Trust, 2018). Before carrying out any of the management the risks, benefits and reasonings would need to be explained to Lucy and her partner by referring to NICE guidelines on preterm labour (2015) and birth and local trust guidelines. For example, explaining that the corticosteroids can reduce the risk of RDS, neonatal death and intraventricular haemorrhage, and magnesium sulphate has been found to reduces the risk of cerebral palsy. While tocolysis can delay delivery thus allowing steroids and magnesium sulphate therapy to be given (Local Trust, 2018b).
To conclude, it is important to take past medical and obstetric history into consideration when forming a care plan for women. It is vital midwives do not just focus on physical but also mental and emotional factors which factor in to the type of care and support needed. Input and communication with the multidisciplinary team is vital to ensure all aspects of the woman and neonate’s needs are addressed and the correct care pathway has been chosen and followed. 
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