


Lucy is 29 years old, G2 P1 who had a routine booking appointment with her community midwife at 9 weeks gestation. Her previous pregnancy resulted in premature labour at 33 weeks gestation. Her medical history includes an ongoing eating disorder, a BMI of 18kg/m2 and smokes 20 cigarettes a day. She has presented at her 31-week appointment to her midwife with abdominal pain and pain on micturition with her urinalysis signifying two pluses of leukocytes. Due to the vast amount of altered health in the scenario, this assignment will concentrate on preterm labour and smoking as well as looking at her other factors.  
Before making a referral at her 31-week antenatal appointment, the midwife should review the antenatal notes to analyse past obstetric and medical history and that she is on the appropriate care pathway. Lucy’s midwife should have referred her at 9 weeks to an obstetrician, nutritionist and smoking cessation where she can receive the appropriate care for a healthy pregnancy. The National Institute of Child Health and Human Development (NICHD) suggest that women with additional risk factors create a higher risk pregnancy therefore, different professionals work together to create an individualised care plan to meet the persons needs effectively (NICHD, 2017).  
Effective multidisciplinary teams convey a positive effect on safety and the women’s overall outcome and is essential for constructing and delivering women-centred care (Babiker et al., 2014). The midwife can coordinate patient care and generally provide all the antenatal care and postnatal care for women with a low risk pregnancy. In reference to The Code by the Nursing and Midwifery Council (NMC), page 10 specifies that midwives should work co-operatively to preserve the safety of those receiving care and to be supportive of colleagues (NMC, 2015). Different professionals involved in a woman’s care pathway ensures that she is receiving the best possible care and enabling a more efficient and effective response to treatment and creates successful professional relationships. 
According to her medical history, Lucy should have been referred at booking for a low body mass index (BMI) of 18kg/m2 to a consultant for serial growth scans every 2-3 weeks until delivery. For most adults, an average BMI is in the 18.5kg/m2 to 24.9kg/m2 range anything below 18.5kg/m2 is considered underweight and above 25kg/m2 is overweight (NHS, 2018). With Lucy’s BMI lying under 18.5kg/m2, this indicates an immediate referral. The Royal College of Obstetricians and Gynaecologists (RCOG) recommend that women with a BMI lower than 19kg/m2 should be seen by an obstetrician for serial growth scans to monitor fetal growth and well-being and enhance maternal and neonatal safety. As endorsed by RCOG Green-Top Guidelines pregnancies with increased risk factors like smoking and previous premature labour, require additional surveillance with serial ultrasound (RCOG,2013). The guidelines provide a review of evidence on the risk factors that should be considered when assessing the risks in early pregnancy. Such as a low BMI increase risks of recurrent preterm labour, thereby enlarging the risks of complications (Rahman et al., 2015, p759). Neonatal outcomes include low birthweight and being small for gestational age (SGA). Consequently, Lucy’s low BMI can be a result of undernutrition caused by her eating disorder; therefore, the referral to a nutritionist will allow her to receive ongoing support and monitoring. 
An eating disorder is a medical diagnosis based on an individual’s eating patterns and BMI (MIND,2017). Some of the disorders include bulimia nervosa, anorexia nervosa and binge eating (Micali, 2009, p.448). In accordance with NICE Guidelines (2017), from early pregnancy further adequate and intensive prenatal care would be recommended to ensure maternal and fetal nutrition. A nutritionist can inform her about incorporating nutritional foods into her diet and the daily requirements to maintain a balanced diet. They can also offer support and management in case of possible postnatal relapse. The maternal nutritional status can have a strong influence on the neonate’s overall health and well-being, therefore the potential risks should be established with Lucy to ensure full understanding. According to a study published by Zauderer, eating disorders are associated with poor neonatal outcomes such as low appearance, pulse, grimace, activity and respiration (Zauderer, 2012, p.177). This may be due to prematurity and the neonate being somewhat immature and unable to respond due to poor muscle tone. Pregnant women with a history of an eating disorder have a higher risk of infants being SGA, low birth weight and premature (Micali, 2010, p.24). This is due to individuals who are underweight and not gaining enough to provide the fetus with enough nourishment, therefore increasing the risks. The midwife should review her mental health at every appointment to recognise deterioration such as a low mood and confirm that she is attending her appointments with the nutritionist to ensure that she is receiving adequate support. The midwife can advise her on diet and the benefit of taking weekly folic acid supplements to provide herself with vitamins and minerals to support the growth of the fetus. The midwife can address specific needs related to pregnancy and eating disorders and inform her about counselling and local support groups.
In reference to the scenario, as well as her other risk factors Lucy smokes 20 cigarettes daily. Hence why her midwife should make a referral to smoking cessation to offer her with the information about the effect of smoking to her and the fetus in conformity with NICE guidelines (2010). Due to the deprivation of oxygen caused by smoking, the fetus has a reduced supply of oxygen-rich blood crossing through the placenta (Wheby et al., 2011). Smoking cessation focus on the adverse health aspect to encourage more women to quit smoking before conception or in early pregnancy. The midwife should commence a routine carbon monoxide screening with informed consent at first contact and at her 28-week antenatal appointment and discussing the benefits of a referral to minimise pregnancy complications. Furthermore, documentation is used to provide evidence that the midwife has informed her of the services giving her the opportunity to make an informed choice. 
Maternal nicotine consumption portrays a significant threat to the fetus heightening long term and short-term morbidity and mortality. According to the Infant Feeding Survey 2010, 1 out of 8 women smoke throughout pregnancy increasing risks of premature labour, stillbirth and sudden infant death (Health and Social Care Information Centre, 2012). Other factors include intrauterine growth restriction (IUGR), cleft lip and palette along with neurodevelopmental defects. Subsequently, preterm labour and IUGR have shown to be a result of outcomes from the effects of maternal smoking. Consequently, maternal effects are increased such as placental abruption caused by placenta insufficiency. 
After reviewing the antenatal notes and before making a referral, signs and symptoms of severe infections such as sepsis should be ruled out. As recommended by NICE routine antenatal care should continue in line with the antenatal guidelines (NICE, 2008). The midwife should carry out baseline observations such as blood pressure, pulse, respiratory respirations, temperature and oxygen saturation levels. A mid-stream urine sample should be sent to pathology for microscopy, culture and sensitivity to be tested for white blood cells and signs of a possible UTI. An abdominal palpation will allow Lucy to give further detail on her abdominal pain, whether its tender or consistent pain she has been experiencing and the duration of the symptoms. 
Moreover, Lucy’s symptoms can present two possible outcomes, preterm labour or a UTI, thereby having two dissimilar pathways. The symptoms of premature labour can mirror similar symptoms of a UTI, for that reason diagnosis needs to be carried out to identify the problem. Appropriate medication can be administered and adjusted accordingly if it is a suspected UTI, however further investigations will take place if suspected preterm labour. Therefore, a referral minimises the symptoms from becoming persistent and leading to further risks.
As defined by the British Medical Journal, premature labour occurs before 37 weeks gestation caused by the onset of consistent uterine contractions associated with progressive cervical change and dilatation before 37 weeks gestation (British Medical Journal ,2018). Spontaneous preterm labour is often associated with an infection and inflammation, particularly at early gestation. It has been recognised that there is an advanced risk of preterm birth in subsequent deliveries (Wallace, 2017, p.310). Based on her obstetric history, it is suspected that her current pregnancy results in the same possible outcome, therefore referral to the Triage Unit allows her to be monitored closely and be reviewed by an obstetrician due to symptoms of premature labour. 
In reference to Local Trust guidelines (2010), routine maternal observations should be completed every four hours as well as reviewing the antenatal documents and an abdominal examination. The midwife should follow up the results from the urinalysis taken at the appointment. A venous thromboembolism risk assessment should be inaugurated for all pregnant women to rule out the risk of blood clots and promote patient safety in compliance with The National Institute of Health and Care Excellence (NICE) (NICE, 2018). If she is already in established labour, Lucy will be monitored on a cardiotocography (	CTG) to monitor fetal well-being. The midwife should discuss the benefits of CTG monitoring and why it is recommended. If the fetal heartrate appears abnormal, referral to an obstetrician will be undertaken where further investigations may be considered. If it is suspected that Lucy is in established labour, the obstetrician may request an internal examination to determine rupture of the membranes, dilation of the cervix and vaginal loss using a speculum. Thereby, the midwife and consultant can make appropriate decisions on her care, possibly carrying out a transvaginal ultrasound to measure cervical length to determine birth within 48 hours (NICE,2015).
According to Trust guidelines, the likelihood of a women potentially going into premature labour based on history with the inadequacy of dilatation is highly inaccurate therefore, to achieve an accurate diagnosis additional tests such as Fetal Fibronectin are considered (Trust, 2010). This assess the risk of premature labour determining the likelihood of birth in 48 hours issuing a positive or negative result of the level of Fibronectin. If positive the women are diagnosed with premature labour and further treatment is offered. However, given a negative result may consider other diagnosis such as a UTI. The management of suspected or proven preterm labour results in the obstetrician taking into consideration of medications that are beneficial such as Corticosteroids which can help inflate the lungs, Magnesium Sulfate for neonatal neuroprotection and Tocolysis. Evidence suggests that antenatal steroids reduce the risk of respiratory distress syndrome, hypoglycaemia, infection, jaundice and neonatal death (RCOG, 2010). The midwife should discuss the management plan with Lucy and her partner giving her the opportunity to make an informed choice and discussing the benefits of using maternal corticosteroids and the potential risks factors and how they may help. Furthermore, the mode of delivery should be discussed with Lucy and her partner to recognise the potential benefits and risk of a caesarean section and a vaginal birth. 
The senior paediatrician should be informed of the situation due to the various possible outcomes of the neonate they are able to prepare for premature delivery and the compromised newborn in case of the need for resuscitation. Liaising with the multidisciplinary team provides a clear ongoing plan along with good communication. With co-operative working the Neonatal Unit will be aware of the situation and help prepare the parents for the possible outcomes and provide reassurance knowing that their baby is safe and receiving the best possible care. This can reduce levels of anxiety and minimises levels of trauma. 
On the contrary, Lucy’s other possible outcome could be a suspected UTI in relation to the symptoms that she is presenting with. Due to the hormonal changes that occur during pregnancy, the incidence of UTI’s are higher during the second and the third trimester. According to an article, pregnant women with lower urinary tract infections are at an increased risk of preterm delivery occurring in approximately 1-4% of pregnancies (Matuszkiewicz-Rowinska, 2015). Lucy presented with symptoms of a UTI and leukocytes in her urinalysis. Leukocytes are an enzyme that is presented in most white blood cells and is tested to detect a substance that suggests there is white blood cells in the urine, which points to a UTI (The University of Rochester,2018). Following Trust guidelines, treatment should be offered by the obstetrician who may recommend that she is put on antibiotics along with Paracetamol for symptomatic relief for pain. 
To conclude, Lucy’s can present two dissimilar pathways, therefore considering both possibilities of UTI symptoms and premature labour should be assessed to identify the correct diagnosis. All of Lucy’s risk factors contribute and play a role in increasing the risk of premature labour. Considering both possibilities will identify the leading cause of her symptoms. The midwife should be able to identify when deviation from normal occurs and conduct and individualized care plan considering her previous history allowing the midwife to make appropriate referrals. By liaising with the multidisciplinary team, it will help to arrange specific referrals where Lucy can be monitored closely. Thereby, the midwife can demonstrate an understanding of appropriate care planning for women with health challenges or complex needs. 
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