


[bookmark: _GoBack]The following assignment will discuss the care pathway for Lucy, Lucy is a pseudonym, therefore, maintaining confidentiality in accordance with the Nursing and Midwifery Council (NMC) code (2015). Lucy is a G2 P1, with a previous pre-term delivery at 33 weeks’ gestation. Lucy is a smoker of 20 cigarettes a day and has an on-going eating disorder, of which she is having appointments with the nutritionist. During Lucy’s booking appointment at 9 weeks, her general observations were; Blood pressure 120/68, pulse 68bpm and nothing abnormal detected (NAD) on urinalysis, her BMI was 18. At Lucy’s 31-week appointment she is complaining of abdominal pain and pain on micturition, urinalysis show two pluses of leucocytes.  Due to the number of altered health conditions, this assignment will focus on two main points, pre-term birth and smoking, however, it will touch on and discuss the other issues. 

Community Midwives provide most of the antenatal and postnatal care for mothers and their infants. With over 600,000 live births in 2017 (Office for National Statistics, 2018) and an increasing high-risk maternal population (Tyler, 2012), Midwives need to identify women with complex needs and deliver safe, individualised care. During the booking appointment, Lucy’s named Midwife would need to review her previous medical history and previous obstetric history and incorporate her current health and well-being, this ensures Lucy is on the correct pathway. Lucy has disclosed she has an eating disorder, according to Robson and Waugh (2013, p.324), women with an eating disorder have an increased risk of developing complex psychological and medical complications, therefore, close liaisons between maternity and eating disorder services are needed. Likewise, Rollans et al, (2013, p.940), suggest poor emotional health can lead to poor outcomes for mother, infant, and their families. Therefore, it is essential to ensure Lucy is coping well with her eating disorder to maintain good emotional health. For this reason, Lucy’s Midwife would need to discuss this further and confirm Lucy is still attending her appointments and the nutritionist is aware of her current pregnancy, and Lucy is aware of the importance of good nutrition and diet throughout her pregnancy. 



Smoking during pregnancy is associated with increased health risk for both mother and fetus, namely, an increased risk of stillbirth, low birth weight, sudden infant death syndrome (SIDS) and premature birth, (Fitzpatrick, et al, 2016). A large prospective study of 2535 women carried out in Australia, found that women who continue to smoke during pregnancy are three times more likely to have a premature birth and are 50% more likely to have a small for gestation age infant (SGA), compared to women who stop smoking, (McCowan et al, 2009). The study concluded that women should stop smoking ideally before 15 weeks’ gestation, to reduce risks associated with smoking during pregnancy and pregnant women should be offered help and support to stop smoking, which echoes the smoking guideline outlined by National Institute for Health and Care Excellence (NICE) (2010). Due to Lucy disclosing her smoking status during her booking appointment she would be at increased risk of the above health contraindications, because of this, Lucy’s Midwife would need to make her aware of the risks to herself and her fetus and the importance of quitting whilst pregnant. Lucy’s care would follow the smoking pathway of her local trust due to her smoking status.

Following the smoking pathway, during the booking appointment everyone, regardless of their smoking status is offered a Carbon monoxide (CO) test, (Local Trust, 2016). If Lucy’s CO test result was over 4ppm, which would be highly likely due to her smoking status, she would be referred to a Consultant and an opt-out referral to smoking cessation would be made. The smoking cessation team would contact Lucy and discuss her options and offer help and support to quit smoking. If Lucy declined help from smoking cessation, at every appointment the Midwife should offer the referral again, alongside a CO test. Under the smoking pathway Lucy would have serial growth scans, due to increased risk of an SGA fetus, “an infant born with a birth weight less than the 10th centile”, (Royal College of Obstetricians and Gynaecologists (RCOG), 2013, p.6). Seven percent of live births in 2015 were under 2.5 kilograms and babies born to mothers who smoke, on average weighed 200 grams less than those born to non-smokers, (Office of national statistics, 2018). Therefore, during the booking appointment, everyone is assessed for SGA risk factors, in accordance with Local Trust Antenatal Guidelines (2016) and RCOG Green-top Guidelines (2013). Lucy is a smoker of 20 cigarettes a day, this would trigger a major risk factor for SGA, Lucy would also trigger for a minor risk factor with a BMI below 20. Lucy will have serial growth scans from 26 weeks until delivery to assess fetal growth and weight, and umbilical doppler in the third trimester (Local trust, 2016). Ultimately, all the above follows the saving babies lives care bundle, which aims at reducing stillbirths, (O’Connor, 2016). Under Local Trust saving babies lives guidelines, a purple sticker would be put on Lucy’s notes to indicate she is on this pathway, this acts as a visual reminder for anyone involved in Lucy’s care.

Lucy’s previous pregnancy ended in preterm labour, which means this pregnancy has an increased chance of being preterm. Preterm birth is, “delivery of a baby before 37 completed weeks’ gestation”, (World Health Organisations (WHO), 2018). Preterm birth is the highest cause of neonatal mortality and morbidity, (Sagial and Doyle, 2008). Globally more than 1 in 10 pregnancies end in preterm birth, (WHO, 2018), in the U.K. 60,000 babies a year are born preterm, that equates to 7 percent of all births, (Tommy’s, 2018). Adams (2013, p.1594), states that women who have had a previous preterm birth are at high risk of having a future preterm birth. On the other hand, Goldenberg and McLure (2010) suggest a precise cause for preterm birth cannot be established in most cases. Due to Lucy being a smoker, having a previous preterm birth and an eating disorder, which all have an increased risk of preterm delivery, it can be presumed that Lucy’s current pregnancy could end in preterm birth. Because of this, the Midwife would need to discuss with Lucy her place of birth, which would ideally be in a hospital with a neonatal unit, and the signs and symptoms to be aware of for preterm labour. 

At Lucy’s 31-week appointment her named midwife would monitor blood pressure and urinalysis to test for proteinuria, (NICE, 2017). This is performed to assess for pre-eclampsia, however, tests for other anomalies in the urine, in Lucy’s case it revealed two pluses of leucocytes which could indicate a urinary tract infection (UTI). Due to Lucy’s abdominal pain and pain on micturition, the Midwife would need to verify what sort of abdominal pain Lucy was experiencing, Lucy could be having contractions.  Her Midwife would need to perform an abdominal examination which would verify if the abdomen was tender to touch, this would also be a good time to inquire about fetal movements. At this stage, the midwife would need to refer Lucy into Labour ward for further assessment, due to her symptoms and her history of pre-term labour. Lucy would go straight to Labour ward in accordance with Local Trust Guidelines (2016), the community Midwife would need to ring ahead and discuss with the obstetric registrar. This ensures Labour ward are informed of Lucy and her presenting factors and provides effective communication between the multidisciplinary team, therefore, improving the health and well-being outcomes for women, (NHS England, 2014).

Once on Labour ward, Lucy would be triaged, again maternal Observations would be taken and documented, urinalysis would be taken due to the suspicion of a UTI. UTI’s are the most common bacterial infection in pregnancies and is caused by a bacterium in the urinary tract, which usually originates from the bowel, (Dautt-Leyva, et al, 2018, p.1386) Most women will experience signs and symptoms of a UTI such as, dysuria, abdominal pain, urgency and haematuria, (Robson and Waugh, 2013). However, in some cases women do not show any signs or symptoms, this is known as asymptomatic bacteriuria (ABU). ABU occurs in 2-10% of all pregnancies and is associated with preterm birth and low birth weight, (Mukherjee and Mukherjee, 2018). NICE (2018) suggest offering an immediate antibiotic prescription to pregnant women suffering ABU, due to the increased risk of Pyelonephritis (a serious infection that can lead to renal, multiple organ failure or death) and preterm delivery. For this reason, a Midstream urine sample would be sent to pathology for microscopy, cultures, and sensitivity, Lucy would be given a state dose of antibiotics until results are available. As previously discussed, Lucy is on the saving babies lives pathway, therefore, due to this and the chance of preterm birth, Lucy would be started on a Cardiotocography (CTG) to monitor fetal well-being. 

Not all women who present with preterm symptoms will go on to deliver by 37 weeks’ gestation, thus, further testing is needed. Therefore, Lucy would need to be assessed by an Obstetrician, to review her notes and to decide on the ideal course of action. To comply with the Local Trust Guideline (2015) an Obstetrician should perform any vaginal examination on women under 37 weeks’ gestation. According to NICE (2015), women over 30 weeks’ gestation should be offered a transvaginal ultrasound measurement of cervical length to diagnose the likelihood of birth within 48 hours. Yet, this is not stated on the Local Trust guideline algorithm (2015), instead recommending performing a speculum examination, a fetal fibronectin swab, a high vaginal swab followed by a digital examination if appropriate. However, a transvaginal ultrasound measurement and fetal fibronectin test should not be used in combination when diagnosing preterm birth, (NICE, 2015). Fetal fibronectin swabs are used to determine whether a woman is likely to go into labour within the next 7 to 10 days and should only be performed if membranes are intact, (Stock et al. 2018, p.6). A Cochrane randomised controlled trial of 474 pregnant women, between 22 and 34 weeks’ gestation, who were screened with fetal fibronectin for a risk of preterm birth, established that 15.6% of the 474 women screened did not go into preterm labour, due to management based on fetal fibronectin results, (Bergella, et al, 2008). Similarly, a review by Deshpande et al, (2013) found that fetal fibronectin screening has moderate accuracy of predicting preterm birth and has no adverse outcome to either mother or fetus. 

A positive result (concentration more than 50mg/ml) should be taken as a diagnosis of preterm labour and further treatment is needed, (NICE,2015). In this case, the neonatal unit needs to be alerted, to ensure they have a cot available, an in-utero-transfer should be considered if one is not available. This decision should be made by the consultant obstetrician and communication between both hospitals should be ensured by the consultant, senior Midwife, and senior neonatal staff, (Fenton et al, 2008, p.1). Tocolysis should be considered to delay preterm labour, to allow time for corticosteroids and in-utero-transfer. Nifedipine should be offered to women between 26 and 33+6 weeks’ gestation with intact membranes, (NICE, 2015), however, tocolysis should be avoided if suspicion of chorioamnionitis, (Local Trust, 2015). Nifedipine is chosen over other tocolytic drugs due to fewer side effects on both mother and fetus, (Vitet et al, 2016). Maternal corticosteroids should be considered for maturity of fetal lungs. Woman who has a positive fibronectin between 24 and 34+6 weeks’ gestation should be offered antenatal corticosteroids, (Local Trust, 2015). Corticosteroids should be avoided if preterm labour is not diagnosed, due to infants born at term who had been exposed to antenatal corticosteroids during pregnancy had increased risk of low Apgar scores and growth restriction, (Erikkson et al, 2012). In general, a single dose should be given, which has shown to reduce the risk of respiratory disease, intraventricular haemorrhage, and death, no adverse maternal or neonatal effects have been noted, (French et al, 1999). Although both tocolysis and corticosteroids have shown huge benefits in preterm labour Vogel et al, (2014, p.1871) found that antenatal corticosteroids and tocolytic drugs were not given to women who would have benefitted from their use. 
A negative result (less than 50mg/ml), tocolytic drugs and corticosteroids should be withheld and Lucy should be monitored further until results are available or another diagnosis has been made, (Local Trust, 2015).

In conclusion, Lucy has many altered health conditions, therefore, accurate and appropriate care planning would need to be initiated. Smoking during pregnancy carries many risks to both mother and fetus, ensuring Lucy is aware of this and help and support is offered, Lucy should make an informed decision of whether she wants to quit or not. Mental wellbeing is very important during pregnancy and asking about Lucy’s mental health should be brought up on every possible occasion, especially regarding her eating disorder. As discussed, Lucy would be under consultant care and other health professionals, communication is paramount between them to ensure effective treatment. Overall, if Lucy did go into preterm labour, effectively working within a multidisciplinary team would be needed to ensure good health and wellbeing outcomes for both Lucy and her neonate.
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