


The overall aim of this essay is to demonstrate and discuss suitable care planning for women with complex needs, realising the benefits of communication across multidiciplinary teams and the importance of generating professional relationships. The essay will also explore the signs and indications of deterioration in health within pregnancy and the resulting effect of these, and their influences on care provided by the role of the Midwife. 
The care study being discussed is a woman named Lucy who is a pregnant 29-year-old woman, at her booking appointment of 9 weeks gestation all observations are within normal limits. Obstetric history includes; Gravida 2 Parity 1, with previous history of a premature delivery at 33 weeks gestation. Lucy suffers with an eating disorder and has a body mass index (BMI) of 18 which she has nutritionist appointments for. Lucy is a smoker of 20 cigarettes a day, she is in a stable supportive relationship and works part time.
The key issues that will be explored are the complications that can arise from having a previous premature labour and smoking in pregnancy. While taking these issues under consideration it will be discussed how to plan and manage care for these predisposing factors. Academic research will be utilized when discussing what plan of care along with any interventions will be required.
At Lucy’s 31-week appointment she is complaining of abdominal pain, pain on micturition and has leucocytes in her urine. 
Whilst planning care for Lucy it is part of the role of the midwife to review Lucy’s previous care notes. The purpose of this is to gain an insight into the service users’ history and to provide continuity of care (Medical Protection, 2018). This is also to confirm the correct care pathway is being followed, where medical history or a deviation from the normal are identified, the woman should be referred for shared care with an Obstetrician. The Midwife is responsible for ensuring that when a referral has been made that it has been actioned and the woman has received appointments as expected (Local Trust, 2016). Midwives look after non-complicated low risk women during pregnancy, anything out of this context will require a referral to a consultant. 
The midwife will verify the service users smoking status, checking that smoking cessation has been offered and referral made. Exposure to tobacco smoke whilst in utero has been documented as a risk feature for low birth weight and small for gestational age (SGA) fetus’ as well as preterm delivery (Ko et al., 2014). As advised by the National Institute for Health and Care Excellence (NICE) (2018) a woman’s smoking status should be monitored and cessation guidance, reassurance and support offered during the pregnancy and beyond. It is the role of the midwife to make sure Lucy understands all the adverse risks associated for her and the fetus e.g. maternal smoking during gestation escalates the chance of asthma within the primary seven years of childhood (Jaakkola and Gissler, 2004). 
[bookmark: _GoBack]Research shows whilst a person smokes the fetus and placenta are both starved of oxygen. As a result the placenta disperses further around the uterus, this in turn results in a greater chance of placental abruption or placenta previa. The reason for the placenta dispersing is to enhance an increased surface area to gain oxygen. Due to lack of oxygen, Small for gestational age (SGA) neonates are a risk associated with the smoking mother. Spontaneous rupture of membranes and premature labour are also resulting factors, the body translates the lack of oxygen as a sign that it is no longer able to supply the required nutrients to the fetus (Weiss, 2014).
Lucy is currently seeing a nutritionist due to her ongoing eating disorder; the role of the midwife includes enquiry into whether these appointments have been kept. According to Easter et al., (2013) due to reproductive age and relevance of eating disorders on this group, there is a clinical requirement for improved understanding of the symptoms relevant to eating disorders in pregnancy and for screening in antenatal care. Service users with eating disorders pose a higher chance of delivering neonates who are SGA or with low birth weights. The Midwife and obstetrician need to thoroughly monitor the pregnancy supplying suitable support for the woman and her family to address the condition in the postnatal period (MacDonald and Johnson, 2017).  
Research shows a low BMI is linked to a higher chance of occurrence of various pregnancy complications, particularly preterm labour therefore delivery and low weights at birth (NHS, 2016). Although Sebire et al., (2001) argue that overall the results are favourable and other numerous negative consequences e.g. gestational diabetes and pre-eclampsia are fewer in these women. A more recent study from Denison et al., (2013) reveals when compared to service users with a normal BMI, all additional weight groups reveal higher chances in the length and amount of hospital admissions needed postnatally. Service users with a low BMI had an 8% higher risk for hospitalisation, while the overweight category is a 16% increase, obese 45% and severely obese service users a substantial increase at 88%.
As part of Lucy’s care plan, she will be receiving serial growth scans due to her risk factors which the consultant will have arranged via the ultrasound department team. Typically, two ultrasound scans are performed at approximately 12 and 20 weeks, but Lucy will be scheduled to have additional scans at 28, 32, 36 and 38 weeks, a check should be made to ensure these have been attended and recorded. During the antenatal appointment the midwife records a set of observations, measures the fundal height and palpates the abdomen to feel for contractions as Lucy has abdominal pain (NHS, 2016A). Due to Lucy’s symptoms and previous history it is essential that the Midwife communicates with the multi-disciplinary team and refers her to the delivery suite for further investigation into the symptoms. Rationale for this is evidence for risk of another pre-term labour and symptoms for a urinary tract infection (UTI). A UTI is a significant associated risk factor for pre-term birth (Fernandes and Chandra, 2015). When communicating with the team taking over care the midwife should communicate a verbal and written SBAR to ensure all relevant information is passed on safely. 
On admission to the delivery suite a midwife will plan care which will consider specific symptoms. This includes a review by a doctor to make a plan for Lucy and her baby. It is important to explain all tests and procedures and gain informed consent as per the NMC code (2015), the midwife provides accurate and evidenced based information, while maintaining confidentiality at all times to the women and families in their care.
During urinalysis leucocytes are detected, these can be a sign of a UTI. A urine sample should be sent for fast track testing, this is to establish which type of antibiotics are needed, if any, this will be decided on review by a doctor. Testing required by the hospital laboratory include microscopy, culture and sensitivity. 
UTI’s are more prevalent in pregnant women, caused by variations in the urinary tract. The pregnant uterus descends upon the bladder and during expansion the extra weight has the potential to obstruct the emptying of the urine from the bladder, this can result in infection and possible pyelonephritis or UTI (Jido, 2014). Signs of a urinary tract infection include; dysuria, frequent urination, blood and leucocytes in urine and pain in the lower abdomen. UTI’s in pregnancy can lead to negative risks for the fetus as well as mother, these include; preterm birth, low weight at birth, and higher perinatal mortality (Johnson, 2018). 
Bloods will be taken for an up to date blood group and save also cross matching, this is in the event Lucy requires a transfusion. In a situation where Lucy suffers a post-partum haemorrhage it is important to have accurate haemoglobin and platelet levels. If any of these levels are low treatment may be required before delivery. White blood cells will be analysed, this is because Lucy has a potential UTI and these can be an infection marker (Sampson, 2018). Blood tests that will be sent to the hospital laboratory for testing: Biochemistry to include; electrolytes, renal Function, Serum ferritin and C-reactive protein. Haematology, a full blood count, white blood cell count, haemoglobin, mean cell volume, packed cell volume and platelets and coagulopathy bloods for clotting.
Routine observations will be performed (NICE, 2007) and recorded on admission, this includes; temperate, respiration rate, pulse rate, blood oxygen levels and blood pressure. Another urine sample for urinalysis may be retested. This is to gather a set of base rates, it is important for the midwife to recognise any deviations or irregular readings and when to escalate these. Palpation of the abdomen will be completed to ascertain the position of the fetus and to see if any contractions are palpable.
A cardiotocography will be recorded to establish fetal wellbeing and a recording of the fetus’ heartbeat. To monitor any uterine activity and determine if the pain Lucy is feeling is the result of contractions.
It needs to be established if Lucy is in preterm labour, labour that happens before 37 weeks of pregnancy, around eight out of one hundred babies are born prematurely (NHS, 2017). Lucy has a previous preterm delivery so has a 15% increased risk of reoccurrence, 28% of all deaths within the first seven days of life are related to preterm births (Bird, 2018). A fetus is considered viable after 24 weeks gestation, at this stage it has the potential to survive outside the womb. According to NICE (2017), pathophysiology of preterm labour isn’t well understood, risk factors include; previous preterm delivery, BMI of less than 19.8, UTI’s, multiple pregnancies, smoking and others. Signs of preterm labour include; pelvic pressure, pain in the abdomen, regular contractions or tightening’s, back ache and spontaneous rupture of membranes (WHO, 2018). To diagnose preterm labour the advice given by NICE (2015) is to contemplate vaginal ultrasound to establish length of the cervix, this predicts the likelihood of labour within the following 48 hours for women over 30 weeks into the pregnancy and may be in labour. Dependant of gestation and clinical findings, and a length of less than 15mm of the cervix should be considered eligible for treatment of preterm labour. Tocolysis, corticosteroids or magnesium sulphate should be offered. An amniquick and fibronectin test may also be utilised to determine labour or membrane leak. 
If cervical length is more than fifteen millimetres it will be unlikely to result in labour. If preterm labour is not diagnosed Lucy should be admitted to the ward for observation of any changes in situation or symptoms.
A speculum examination may be required to take a high vaginal swab to detect possible infection, to determine cervical length, dilation or effacement. This will be done by a doctor as Lucy is under 37 weeks gestation. All examinations before 37 weeks will be performed by the doctor due to this being out of the midwife’s sphere of practice.
If labour is confirmed and delivery is imminent a plan of care must be explained to Lucy, this will include informing her what will happen at delivery. All members of the multi-disciplinary team must be informed and kept up to date with the care plan, this includes; Midwives, senior house officer, registrar, consultant, paediatrician, anaesthetist and neonatal intensive care unit (NICU).   
NICU will be made alert of the situation to prepare for an admission. A conversation with Lucy and a paediatrician and staff from the NICU is important for her emotional wellbeing and gives the chance to ask any questions. It is important to offer parents preparatory tours of the NICU (Arnold et al., 2013A).
At 31 weeks gestation the fetus has a 93.6% chance of survival (Ancel et al., 2015) possible risks associated with premature birth include; immature lungs, incapability to preserve body heat, undeveloped gastrointestinal and digestive system, anaemia and sepsis (American Pregnancy Association, 2015).
During labour one to one care and support is imperative, a paediatrician will be present for delivery. Depending on the condition of baby at birth, resuscitation may be required or admission to NICU. Skin to skin initiation must be offered if possible, for bonding and early feeding for nutrition. 
In conclusion, due to Lucy’s altered health conditions it important for her to have an individualised care plan. It is the role of the community midwife to identify any significant issues at booking and make relevant referrals to the multi-disciplinary team, including consultant and smoking cessation. The midwife must review current circumstances and history to create an effective plan of care.  The key issues are that Lucy is a smoker, has an eating disorder, low BMI, and has a previous preterm delivery. These features are risk factors for premature birth, this needs to be addressed in all care plans being made. A delivery suite midwife needs to make their own plan to include investigation of symptoms, which indicate premature labour or a UTI. Overall it imperative for all midwives to treat women as individuals. Midwives need to recognise deviations from normal and when these occur, plan effective and appropriate care and provide rational for all treatment carried out. 
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