


[bookmark: _GoBack]This essay will discuss a fictitious scenario involving a woman called Lucy who is pregnant with her second child at the age of 29. Lucy’s last pregnancy resulted in a premature labour at 33 weeks gestation. She currently attends regular appointments with a Nutritionist for an ongoing eating disorder and she smokes 20 cigarettes a day. 
This current pregnancy was booked with her Community Midwife at 9 weeks gestation. During this booking appointment, it was identified that Lucy’s BMI was 18kg/m2 and her baseline observations were all within the normal limits. 
At her appointment at 31 weeks gestation, Lucy reported abdominal pain and pain on micturition. Her Community Midwife completed a urinalysis which showed two pluses of leucocytes in her urine. 
The discussion points within this essay will be the immediate, long-term care and management for Lucy during the rest of her pregnancy, whilst also discussing the potential sequelae for her labour. 
There are many points which could be analysed during this assignment, however, the two key areas being focused on will be Lucy’s previous premature labour and her ongoing eating disorder. Both areas require immediate and long-term care with management as they may impact the sequelae for her labour. 
A premature birth is defined by the World Health Organisation (WHO) as a baby who is born alive before 37 weeks gestation (WHO, 2018).
Lucy’s previous premature birth puts her at an increased risk of a recurring one. Studies have found that the risk of a recurrent premature birth is higher after a previous premature birth in the first pregnancy. It was found to be influenced by the clinical pathway which the woman is on leading up to the birth (Phillips, et al, 2017, p. 3). Other risk factors for a premature labour include maternal substance misuse, hyperpyrexia and premature rupture of membranes (Marshall and Raynor, 2014, p. 621). 
Premature infants were found to have impaired neuromuscular co-ordination, poor sucking reflexes, low levels of body fat and low body temperature. Furthermore, evidence also suggests that a premature birth is a risk factor for future hypertension and lipid disorders (Kaczmarczyk, et al, 2017, p. 45).
Due to Lucy’s smoking status and her predisposing factors for a recurrent premature labour, the midwife has a responsibility to refer appropriately to the Obstetrician, smoking cessation team and sonography department with effective communication with her nutritionist.
It is essential that Lucy is under the care of the multi-disciplinary team (MDT). It is the midwife’s responsibility to keep members of the MDT informed to identify and reduce the risks associated with having a previous pre-term birth (Nursing and Midwifery Council (NMC), 2015, p.10). 
During the appointment with the Obstetrician, her obstetric history will be reviewed to determine the risk of a recurrent premature birth. There will be a discussion about the ongoing plan for the current pregnancy and the delivery. Therefore, Lucy will be offered support, appropriate tests and treatments depending on her risk factors (National Institute for Health and Care Excellence (NICE), 2015).
The referral to the NHS Stop Smoking Services should be made with Lucy’s consent after the midwife has performed a carbon monoxide test at the booking appointment (NICE, 2010). Smoking during pregnancy can lead to low birth weight, a premature birth and an increased risk of miscarriage (Lifestyle Statistics Team, 2016). This service has advisors who will educate women about the risks of smoking during pregnancy and ways to gradually quit (National Health Service, 2016).
Lucy’s smoking status increases the risk of fetal growth restriction and therefore it is recommended by the Royal College of Obstetricians and Gynaecologists to refer for serial growth scans throughout the third trimester (NHS, 2016). This referral will be made during her appointments with her Obstetrician.
Lucy attended her 31-week gestation appointment and reported abdominal pain and pain on micturition. During this appointment, Lucy’s midwife should review all documentation from other members of the disciplinary team and ensure that Lucy is on the appropriate care pathway.
Baseline maternal observations should be taken. This includes; blood pressure, maternal pulse and a urinalysis should be completed, and her midwife should palpate her abdomen as part of her routine antenatal care (NICE, 2008). If the abdominal pain is making her abdomen tender, this could indicate a urinary tract infection (UTI) as symptoms of a UTI include pain on micturition and abdominal pain (NHS, 2017). However, if the abdominal pain is occurring intermittently, it may be contractions that Lucy is experiencing.
In this case, the urinalysis showed two pluses of leucocytes, therefore her midwife would need to send the urine sample to the pathology laboratory where they will perform a microscopy, culture and sensitivity test. This will determine if Lucy is developing a UTI and the antibiotic which the bacteria is sensitive to. If the UTI was left untreated or the treatment was delayed, Lucy may develop pyelonephritis which may result in pre-term labour (Johnston, et al, 2017, p. 2).
As Lucy has presented with these symptoms, her midwife should refer her to the triage department in her local trust for further care from the multi-disciplinary team within the maternity unit. The Code states that each member of the MDT should effectively communicate with each other to allow service users to receive the best care (NMC, 2015, p. 10). Lucy’s midwife should therefore liaise with the triage department to alert them of Lucy’s arrival. 
Upon arrival at the triage department, a midwife should greet Lucy and obtain her notes to review her obstetric and medical history. Additional baseline observations and an abdominal examination should be performed to gain baseline results for the department. 
Lucy’s symptoms and obstetric history should be discussed with the Obstetrician in the maternity unit to create an ongoing plan. Whilst awaiting the urinalysis results, broad spectrum antibiotics should be prescribed by the Obstetrician to begin treatment of the suspected UTI (NICE, 2018).
Midwives are unable to perform a vaginal examination on a woman who is in suspected premature labour, therefore, to determine dilatation the Obstetrician should perform it (Johnson and Taylor, 2016, p. 220). With consent, a speculum should be performed and a high vaginal swab (HVS) and a fetal fibronectin test should be conducted to determine the chance of birth within 48 hours (NICE, 2015). If the fetal fibronectin test shows a positive result, this indicates that Lucy is in suspected premature labour (NICE, 2015). 
If Lucy was in suspected premature labour, she should be admitted to the antenatal ward for observation. They will undertake maternal observations and auscultate the fetal heart every four hours. They will advise Lucy to monitor the intensity and frequency of the abdominal pain. Tocolytics should be offered to Lucy to allow time for the administration of antenatal corticosteroids (WHO, 2015).
However, if Lucy was in established premature labour, the midwife should inform the delivery suite co-ordinator, the Senior Paediatrician, the Obstetric Registrar, Obstetric Consultant and the Neonatal Unit (NNU) to alert them of an admission for a possible premature birth. 
In line with local trust guidelines, a cardiotocography (CTG) should be performed on anyone in established labour after 28 weeks gestation. Therefore, Lucy would need to have continuous monitoring to establish the wellbeing of her fetus (Local trust guideline, 2017). 
Lucy should be offered corticosteroids as she is between the 26-33+6 weeks gestation (Local trust guideline, 2017). Corticosteroids have been reported to reduce the incidence of respiratory distress syndrome and neonatal death (Broad and Maxwell, 2017, p. 9). 
Magnesium sulphate should be considered for women between 30-33+6 weeks gestation who are in established premature labour (Local trust guideline, 2017). Studies have shown it to have a positive impact on the infant’s neurodevelopment if delivered antenatally (Burhouse, et al, p. 1).
Ongoing labour care should include commencing the partogram which records maternal observations every four hours, maternal pulse every thirty minutes and fetal heart every fifteen minutes. If the fetus is in a cephalic presentation, a vaginal delivery is recommended with a Paediatrician present at the birth (Local trust guideline, 2017).
Lucy is under the care of a Nutritionist due to her ongoing eating disorder. At the booking appointment, Lucy’s body mass index (BMI) was 18kg/m2. According to the World Health Organisation (WHO), a BMI of less than 18.5kg/m2 is categorised as underweight (World Health Organisation, 2018).
Having an eating disorder can have a profound impact on the fetus, depending on the severity. It has been identified that there is an increased risk of intrauterine growth restriction, premature labour and stillbirth (National Eating Disorders Collaborations (NEDC), 2015). It has also been reported that the rates of operative deliveries and lower segment caesarean sections were halved in women who were categorised as underweight (Zanardo, et al, 2016, p.3). 
Being aware that the eating disorder can affect the fetus, pregnancy can also trigger or exacerbate the symptoms. During pregnancy, a woman will gain weight from 20 weeks gestation onwards as the body prepares to give birth and then breastfeed the baby (National Childbirth Trust (NCT), 2018). Depending on the type of eating disorder, this can affect all women differently. A study found that due to the increase in hormones and the restriction on exercise and diet, some women reported a feeling of loss of control over their eating disorder. They began to monitor their weight more frequently as they felt dissatisfaction over their weight gain (Fogarty, et al, 2018, p. 11).
At Lucy’s booking appointment, her Midwife should have made all the appropriate referrals for Lucy’s eating disorder. These referrals should be made to the Obstetrician, her Nutritionist and the sonography department.
It is important to communicate effectively with Lucy’s nutritionist to alert them of this new pregnancy as this will allow the ongoing plan to be adapted and communicated to all the appropriate multi-disciplinary team. Her midwife should be in contact with her Nutritionist regularly to discuss Lucy’s attendance and her compliance with the diet and advice. 
As well as the referral for the previous pre-term birth, Lucy should be under the care of an Obstetrician due to the risks of being underweight during pregnancy. They will review the history of her eating disorder and her ongoing management of the disorder. They will give her advice about appropriate weight gain for her pregnancy. Her Obstetrician should be in communication with her nutritionist to get up to date information on her care.
During the appointment with her Obstetrician, they will refer her to the sonography department for a growth scan at 34 weeks gestation due to her BMI being 18kg/m2. 
An eating disorder is a mental illness; therefore, it is important every woman who presents with one or develops one antenatally or postnatally should get the support needed from the appropriate members of the MDT. At the booking appointment, if a mental health disorder is identified the woman should be referred to the Perinatal Mental Health Services that are available within the local trust (Local trust guideline, 2017). Therefore, Lucy’s midwife should discuss this with her, so she understands the referrals that are needed to give her the support that she may need throughout the pregnancy. 
Lucy’s midwife should be observing for signs of deterioration in the management of her eating disorder. These symptoms could include; rapid weight loss, social withdrawal and difficulty concentrating (Beat eating disorders, 2017). Having regular contact with Lucy’s Nutritionist to discuss her care plan and having continuity of care can make it easier to recognise these symptoms. 
If Lucy showed signs of deterioration, the midwife has a responsibility to contact her Nutritionist and the Obstetrician to inform them. Further appointments with both health professionals should be made to discuss options for the rest of the pregnancy and the delivery. 
Rapid weight loss can impact on the growth of a fetus, therefore if Lucy continued to lose weight her Obstetrician will need to discuss a possible premature delivery with her. 
However, if Lucy was able to manage her eating disorder throughout her pregnancy, she could have a vaginal delivery at full term gestation. It is imperative to maintain effective communication with all members of the MDT to ensure any changes to Lucy’s plan of care are known (NMC, 2015, p. 10).
In conclusion, Lucy’s medical conditions can be best managed with effective communication between Lucy, her midwife and members of the appropriate MDT. In addition, Lucy’s midwife should be well informed about her conditions so there can be early detection of any deterioration at the earliest onset to decrease the possibility of a poor outcome for the mother and fetus. Having this knowledge will allow for appropriate referrals to be made at an early gestation in the pregnancy. The management of different medical conditions should continue to evolve as the population increases along with the number of complex medical conditions in pregnant women.  
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