


[bookmark: _GoBack]Midwives have a responsibility to ensure the safety of each woman they care for. When presented with a case with risk factors it’s important that the midwife responsible takes all measures necessary to protect the woman and her pregnancy. The Nursing and Midwifery Council (NMC) document ‘The Code’ highlights the importance of acting in the best interest of the woman by making appropriate referrals when there is a risk to mother or baby (NMC code, 2015). Lucy requires individualised, managed and reliable care due to her medical and obstetric history which this essay will discuss. Relevant and significant risk factors include her low Body Mass Index (BMI) of 18, Previous preterm labour and delivery at 33 weeks gestation and smoking in her current pregnancy. Two key areas that this essay will focus on are preterm labour and the effects of smoking in pregnancy. Lucy is currently presenting at 31 weeks gestation with abdominal pain, pain on micturition and 2 plus of leukocytes in her urine upon urinalysis. 
Due to the nature of her presenting history the Community Midwife may consider the possibility of a urinary tract infection (UTI). Urinary tract infections are common in pregnant women due to the changes the body makes in pregnancy (Rizvi. Et al. 2011. Pp 98-103). Increased amounts of hormones; progesterone and relaxin allow for decreased ureteral peristalsis paired with increased urethral dilation this allows for the stasis of urinary flow in the ureters and urethra which allows bacteria to conjugate which can cause an infection in the lower or upper urinary tract (Banhidy. Et al. 2006 pp1465-1471). The community midwife would then undertake a full antenatal assessment starting with maternal observations. Observations are important when diagnosing maternal infection, Lucy’s booking observations were normal and therefore any change would be confirming a change in Lucy’s health (Royal College of Physicians Ireland, 2014, Pp 7-12;Local Trust Guideline, 2019). The Midwife will assess the fetal movements felt by Lucy, a brief history of the last few days prior to appointment including whether she has had sexual intercourse, and any relevant medical history. The Midwife will then perform an abdominal examination with consent; palpating for contractions, tenderness which may indicate a urinary tract infection and confirming fetal movements (Johnston. Et al. 2017,pp 1-6;RCM, 2008). The Community Midwife will also listen to the fetal heart, fetal tachycardia is often a response to maternal infection and fetal tachycardia is defined as a heart rate of 160-180BPM. (Local Trust Guideline, 2015, Pg 10). 
Due to the signs and symptoms shown, the Midwife can make the decision to send off a mid-stream urine (MSU) sample for a microscopy, culture and sensitivity screen. Following this the Midwife will be able to find out what kind of infection is present and what kind of antibiotics the infection is sensitive to (Lunn. Et al. 2010, Pp 193). However, The National Institute for Health and Care excellence (NICE) suggests that treatment should not be delayed whilst waiting for test results. The Midwife may suggest Lucy visits her General Practitioner (GP) for some antibiotics (NICE, 2019). Whilst this is a possible cause of Lucy’s discomfort the Midwife must not rule out the fact that Lucy has risk factors in her obstetric and medical history that could lead to something more serious.

Lifestyle choices can greatly affect the health of a pregnancy, and there are certain lifestyle choices which can negatively impact the health of the fetus. Smoking in pregnancy can have negative effects on the fetus as well as the mother. 32% of mothers in England smoke in the 12 months prior to pregnancy or during pregnancy (NICE,2010). Cigarettes contain thousands of harmful chemicals  (American cancer Society, 2017). These harmful chemicals also cross the placenta during pregnancy, one of the effects of this is that the fetus has  reduced oxygen levels and may experience some respiratory and developemental problems after birth and in later life (Mund. Et al. 2013, pp 6485-6599). Risk factors associated with smoking are increased risk of preterm labour, stillbirth and intrauterine growth restriction (IUGR)(Reeves. 2008, pp719-730). Smoking effects the condition of the placenta, it can cause long-term low levels of oxygenation which is vital for tissue viability. The placenta is a working organ which requires good oxygen levels for viability and placental growth. Smoking can affect the weight and condition of the placenta which can be seen at birth (Gloria-Bottini and Bottini. 2017, pp 136-139). The Community Midwife would have a responsibility at booking to ensure that Lucy is made aware of the risks of smoking in pregnancy to her and her baby. The Midwife would also do a Carbon Monoxide (CO) Screen to determine how much Lucy smokes, however, passive smoking is easier to pick up than low levels of smoking so this may not be of much benefit to Lucy’s Midwife (NICE, 2010). As well as her smoking habits, Lucy’s Obstetric history should also be of importance. 
Preterm labour is defined as birth before completion of 37 weeks of pregnancy and is the leading cause of perinatal and neonatal morbidity, occurring in 7.81% of births in the UK in 2015 (Fernandes and Chandra. 2015, pp 1306). Preterm labour and birth can occur for many reasons however some women are more at risk then others, some risk factors include; Previous preterm delivery, low Body Mass Index and pre-existing medical factors (Simenson. Et al. 2013, pp 863-72). Lucy has two risk factors for preterm labour and birth, Low BMI and Previous preterm delivery. This means that Lucy is already at risk of delivering before 37 weeks. A neonate delivered prior to 37 weeks may encounter some challenges at birth. Premature neonates are delivered with premature lungs which can -cause respiratory complications and may require assistance at delivery. 
Preterm labour can have effects on the mother as well as the neonate, having a preterm delivery can put large strains on the woman and her family and in turn this influences her mental and physical wellbeing. Some women also struggle with bonding and attachment with their baby due to the medicalisation and effects on the family (Henderson. Et al. 2016). Due to her risk factors Lucy would be seen by a Consultant Obstetrician throughout her pregnancy due to the risk of having a small for gestational age (SGA) fetus, Lucy would also need to be monitored for signs of preterm labour including educating Lucy on how to recognise the signs in herself. Lucy would also be referred for serial growth scans during her pregnancy due to the risk of her having an SGA fetus. Serial growth scans enable health professionals to monitor the fetal growth and be able to detect changes or concerns earlier on (RCOG, 2014). 


Lucy has a low BMI of 18, statistically women with a high or low BMI are more at risk of complications in pregnancy, labour and birth such as preterm delivery, pre-eclampsia, hypertension and postpartum haemorrhage (Royal College of Obstetrics and Gynaecology, 2013). Being underweight means that there is an increased risk that Lucy isn’t getting a balanced diet, this can often mean a deficiency in nutrients necessary for the healthy body and immune system. Therefore, Lucy is at risk of missing key nutrients such as calcium for bone development and iron which can put her at risk of developing anaemia (NHS, 2018). Pre-pregnancy low maternal weight can cause complications in pregnancy, research has shown underweight women are more likely to incur complications in pregnancy and birth, however, being underweight also poses a risk for the fetus as well as the mother. 
In underweight women there is a high prevalence of SGA neonates and a significantly lower chance of having a Large for Gestational Age (LGA) infant due to the lower gestational weight gain (Jeric. Et al. 2013, pp 277-81).  SGA neonates are more at risk of hypothermia, hypoglycaemia and growth and development problems later in life (Sharma. Et al. 2016, pp67-83). Lucy is involved with a nutritionist already, having support from a nutritionist means that she will have a plan of care for her pregnancy which may involve a change to her normal care plan. It will also be beneficial for Lucy to have the emotional support from others in this pregnancy due to the physical and emotional strain it may cause. The World Health Organisation (WHO) recommend that ‘undernourished’ women seek help and support from nutritionists in pregnancy to educate them on a balanced diet in pregnancy to aid healthy growth (WHO, 2019). Part of the Community Midwife’s role would be to ensure that Lucy has regular appointments with her Nutritionist and ensures that Lucy understands the importance of attending and understands why they are necessary.
Lucy would need to be referred to triage from the Midwife appointment to be seen at the hospital by an obstetrician to assess the signs of labour and treat Lucy based on clinical findings. The Community Midwife would be responsible for ensuring Lucy understands why it is important for her to be seen at the hospital to ensure she attends. In triage Lucy would have a Cardiotocograph (CTG) monitoring to assess the fetal heart and status of the abdomen including the presence of contractions (Grivell. Et al. 2015). An obstetrician may advise that Lucy needs to have a speculum examination. A speculum examination allows the examiner to look for the presence of amniotic fluid, if present, they will be able to see pooling of amniotic fluid in the posterior fornix of the vagina [Crafter and Brewster. 2014 p12]. It may also be necessary to perform a high vaginal swab test during speculum to test for any infection such as Group B strep and thrush (Journal of Midwifery and women’s health, 2015, pp 657-8). The Obstetrician may also want to do a Fetal Fibronectin test. The Fetal Fibronectin test is a swab that is used between 22 and 35 weeks of pregnancy to determine the likelihood of preterm labour. Fetal Fibronectin is a protein found between the amniotic sac and the Decidua (Lining of the uterus). This protein shouldn’t be detectable between 22- and 35-weeks’ gestation as it is associated with the physiological changes the body makes in preparation for labour, if present, it may indicate that the woman is at risk of going into labour [Labstestonline, 2018]. Because Lucy is preterm, an obstetrician will have to do the examination as midwives are not permitted to perform vaginal examinations on any gestation prior to 37 weeks as per the local trust guidelines [Local Trust Guideline, 2018]. 
Treatment depends on the findings of the obstetrician in triage. If preterm labour is threatened the obstetrician may suggest the use of Tocolysis for delaying preterm labour and the use of corticosteroids. Maternal Corticosteroids are used to strengthen the lungs and improve respiratory effort at birth in the immature fetus. All risks and benefits should be explained to Lucy to ensure she makes an informed decision(Kamath-Rayne and Defranco. 2013, p 99). Tocolytic drugs may be used to delay threatened preterm labour by relaxing the smooth muscle of the uterus. NICE guidelines suggest the use of Nifedipine between the gestations of 26 weeks and 33 weeks and 6 days (NICE, 2015; Tsatsaris. Et al. 2004, pp 833-44).
Midwives play a crucial role in caring for women with complex needs, they are often the first point of contact and the most trusted member of staff involved in women’s care. Midwives must make decisions when caring for women based on their knowledge and experience and what they believe is in the best interest. Midwives must rationalise decisions based on the situation and the findings, if a midwife believes a woman is at risk it is her responsibility to escalate her concerns and refer the woman to be seen by an obstetrician. The Midwife is part of a multidisciplinary team involving obstetricians, other midwives, ward co-ordinators and other staff members. It is important that the midwife liaises with the multidisciplinary team involved and communicates changes to Lucy’s care and other relevant factors. Multidisciplinary team working allows for safe care of women in maternity and ensures that information is communicated effectively which reduces the chances of information being missed (Royal College of Midwives(RCM), 2018). 
Care planning in midwifery is of great importance. For women with risk factors, care planning allows health professionals to plan the management of certain events that they are at risk of. Care planning allows Lucy’s Obstetrician to plan antenatal, intrapartum and postnatal care. Her Midwife would be aware of Lucy’s care plan and therefore would also be responsible for recognising deviations. Due to her risk factors Lucy is at risk of preterm labour, this would be included in her plan of care from booking. With multidisciplinary team communication and consistent communication from her Midwife, when presenting at 31 weeks with abnormal pregnancy symptoms, the Midwife can recognise there are risks and escalate her concerns with her obstetric history in mind. When women with complex needs require midwifery care Midwives must recognise the responsibility they have, to tailor the care to their needs, recognise deviations from normal and refer women to obstetric care when necessary. Midwifery is an ever-changing profession, Midwives must be up to date with guidelines, policies and evidence to provide safe and appropriate care.
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