


[bookmark: _GoBack]During the initial booking appointment, between 9+6 and 12+6 weeks (Local Trust Policy, 2017), it is the midwife’s role to use her knowledge about common conditions to determine whether the woman requires midwifery or consultant led care. This pathway enables a management plan to be put in place as the pregnancy is high risk (National Institute for Health Care Excellence, 2017). This plan should be documented and discussed with the woman, so she is fully informed about her care (Nursing and Midwifery Council, 2015). Lucy is a 29-year-old multiparous woman in a stable relationship and pregnant with her second child. She has a history of preterm labour at 33 weeks gestation and an ongoing eating disorder, managed by Lucy and her nutritionist. Lucy smokes 20 cigarettes a day and was booked at 9 weeks with baseline observations that are not concerning. Her Body Mass Index (BMI) is 18, booking blood pressure was 120/68, pulse rate was 68 beats per minute (bpm) and urinalysis was clear. These are Lucy’s baseline observations that must be taken into consideration and checked at every antenatal appointment to monitor her and help identify any change (NICE, 2017). Lucy’s obstetric history will be discussed throughout this essay along with the effect smoking in pregnancy and an eating disorder could have on the potential sequalae for labour and the neonate.
Due to Lucy’s risk factors from previous obstetric history, the ongoing eating disorder, her BMI of 18 and being a smoker; Lucy will require consultant led care in this pregnancy (Local trust Guidelines, 2017). This means her long-term care plan will be put together between the community midwife and her allocated obstetric consultant, so her risks can be effectively managed. Lucy will also be offered additional appointments for emotional support. 
In the United Kingdom, 10.8% of pregnant women are known smokers at the time of their delivery (Royal College of Midwives, 2018). Lucy reports smoking 20 cigarettes a day, therefore it’s the midwife’s role to inform her of the risks associated with smoking during pregnancy, including a risk of preterm birth and her baby having a low birthweight (NICE, 2017). There is also strong evidence smoking in pregnancy can lead to miscarriage, Sudden Infant Death Syndrome (SIDS) and go on to affect the child’s health after birth (Saving Babies Lives, 2017). To prevent adverse outcomes, midwives routinely test carbon monoxide levels at the booking appointment and then at 34 weeks gestation if the pregnancy is low risk (Local Trust Policy, 2017) however Lucy will have carbon monoxide screenings at each of her antenatal appointments and serial scans throughout her third trimester as per the SBL pathway (2017). Haemoglobin binds and transports oxygen around the blood and passes over the placental barrier to provide the fetus with oxygen however, if the mother is a smoker the levels of carbon monoxide in her blood will be higher. Carbon monoxide binds with 200 times more affinity to maternal and fetal haemoglobin and therefore impairs the release of oxygen to the fetus resulting in hypoxia. This may result in reduced growth (Byrom & Edwards, 2007). The Mothers and Babies: Reducing Risk through Audits and Confidential Enquires report (MBRACE UK, 2015) found that 1/3 of term antepartum stillbirths were related to abnormalities in fetal growth. This is also supported by research completed by Ahankari and Coleman et al (2015) who found smoking more than or equal to 10 cigarettes a day meant the odds of having a stillbirth were 52% highlighting the importance of discussing and making a referral for Lucy to smoking cessation if she would like to try quit smoking (Local Trust Policy, 2017) to prevent these adverse outcomes. 
Lucy’s disclosed an ongoing eating disorder at the booking appointment and reports it being managed by herself and her nutritionist. 1 in 4 people suffer with mental health problems such as eating disorders (MIND, 2017) and they are 20 times more prevalent in women of child bearing age. They can be an expression of deep psychological and emotional problems in which sufferers use food to manage their distress. Lucy doesn’t specify what kind of eating disorder she suffers from however the three main types of clinical eating disorders are anorexia nervosa, bulimia nervosa and compulsive eating (MIND, 2017).
During pregnancy, if a woman has an eating disorder there are increased risks of pre-eclampsia, hypertension, breech presentation and caesarean section (Bryce and Wilie, 2016). At the booking appointment the midwife must enquire about the duration, treatment and frequency of the illness to factor it into her individualised mental health care plan (Local Trust Policy, 2015). In addition, the depression identification questions will be included in the booking appointment and subsequent antenatal appointments. If she answers positively to any of them, a referral can then be made to the Improving Access to Psychological Therapies agency (IAPT) which offers her more support and counselling. These identification questions help the midwife recognise women who may be beginning to develop a mental health problem and therefore make a referral for support to prevent further development of the mental illness (Howard and Ryan et.al, 2018). A confidential communique should also be started and the midwife can raise any concerns she may have with the perinatal mental health team and Lucy’s health visitor (Local Trust Policy, 2015). Lucy will be offered advice about the importance of a balanced diet to provide for her nutrition and to assist the growth of her fetus and will be referred for fetal growth scans due to the risks outlined above (NICE, 2018). 
Lucy also has a history of preterm labour. The definition of preterm labour is when the woman is having progressive cervical dilatation from 4cm with regular strong contractions (NICE, 2015). Local Trust Policy (2015) states correctly diagnosing pre-term labour is very difficult and less than 50% of women presenting with symptoms of preterm labour will deliver in that episode however the policy aims for professionals to correctly diagnose these women who are likely to deliver and admit them for prevention and treatment to be put in place. 
In Lucy’s circumstance it is important she is aware of the signs and symptoms of labour including contractions, her membranes rupturing or abdominal pain. Research completed by Aris and Logan et al (2016) found when an individual has had a previous preterm delivery there is a significant risk of adverse maternal and neonatal outcome with subsequent pregnancies; increased risks of instrumental or caesarean delivery and antepartum haemorrhage. The newborn will also be at increased risk of developing jaundice, hypothermia, hypoglycaemia and infection. Lucy must also be made aware that by maintaining a good diet and by reducing her number of cigarettes each day she will significantly reduce the likelihood of going into preterm labour (Kwabena and Konke, 2015). 
Intrapartum sequalae can be altered by this history as it is important to prevent another pre-term labour and the potential for neonatal mortality and morbidity as well as long term disabilities (NICE, 2016). If there are no signs of preterm labour, she should continue with her pregnancy as normal. 
When Lucy attends her 31-week appointment, the midwife will check her blood pressure, perform urinalysis from a mid-stream urine sample (MSU), perform an abdominal palpation, check her carbon monoxide levels and discuss fetal movements, making her aware of the importance that she contacts the Antenatal day assessment unit (ADAU) if they are reduced or changed from normal (Local Trust Guidelines, 2017). It is also important the midwife checks Lucy has been attending her additional growth scans following the SBL pathway (National Health Service England, 2016) and her consultant appointments. Furthermore, it is important she continues to attend appointments with her nutritionist to ensure her eating disorder is being managed well. Lucy reports her partner works night shifts and therefore it is important she has enough support during the day both emotionally and with childcare for her other child. The midwife should suggest local children’s centres for Lucy to attend to engage with other pregnant women as research has shown attending local support groups can prevent prenatal and postnatal depression (Kenyon and Jolly et. Al, 2016) which could be a trigger for Lucy’s eating disorder.
Lucy reports abdominal pain, pain on micturition and her urinalysis shows two pluses of leucocytes. Abdominal pain is very common in pregnancy however the midwife must determine whether this is physiologically normal, for example muscular pain or pathologically dangerous which could be a symptom of preterm labour. In Lucy’s situation the other symptoms should be used to determine the diagnosis, including the pain on micturition (Local Trust Policy, 2017). Again, this is very common in pregnancy as the growing uterus affects the urinary tract (Marshall and Raynor, 2014). Lucy’s pregnancy hormones will also be affecting her ureters; making them relax. This can result in the flow of urine slowing down and stopping causing pain and eventually infection (Marshall and Raynor, 2014). The significance of two pluses of leucocytes represents a higher level of white blood cells in the blood being filtered into the urine which, when combined with the other symptoms, may indicate Lucy has a Urinary Tract Infection (UTI). The midwife would then discuss this with Lucy and ensure she is staying hydrated and maintaining good levels of personal hygiene (Ghouri and Hollywood et al, 2018). A midstream urine sample should be taken and sent off to determine the type of bacteria causing the infection enabling the appropriate prescription of antibiotics for Lucy. This would be 250mg of amoxicillin three times daily for seven days or nitrofurantoin 50mg four times daily for seven days (NICE, 2015). The midwife should also discuss pain relief for symptomatic relief. Following the course of antibiotics another MSU should be sent to test a cure (NICE, 2015). It is important adequate treatment is put in place to prevent recurrent UTIs. If the infection lays dormant in the bladder then it is called cystitis which can be treated with antibiotics however if the infection spreads to the kidneys then it is called pyelonephritis which can lead to nausea, vomiting, abdominal pain and an increased risk of preterm labour (Marshall and Raynor, 2014). 
The midwife needs to rationalise and adapt Lucy’s care plan to deal with this deviation, it may not be a UTI and may be the signs of preterm labour as the symptoms of a UTI are like those of preterm labour also including increased frequency of micturition or increased vaginal discharge (NICE, 2016). The midwife should discuss this with Lucy and enquire whether these symptoms are present. Following this discussion, the midwife should refer Lucy in to Labour ward so that she can be reviewed by her obstetric consultant as to whether she is in preterm labour. Once on Labour ward Lucy will need to have a speculum examination by a registrar, not by a midwife (due to this being outside of their remit) and a fetal fibronectin analysis to test whether she is in preterm labour (Local Trust Policy, 2015). If the test returns positive, then antenatal corticosteroids should be offered. As Lucy is 31 weeks pregnant then she will be offered two doses of dexamethasone 9.9mg given 12 hours apart (Local Trust Policy, 2015). This will reduce the likelihood of poor neonatal outcomes as it encourages the release of surfactant in the fetal lungs (British Journal of Midwifery, 2016). It is important Lucy understands her labour has become high risk meaning she is at an increased risk of having an instrumental delivery or an Emergency Lower Section Caesarean Section (EMLSCS) (NHS, 2017) and therefore it would be recommended the midwife gains intravenous (IV) access and gives Lucy doses of oral Ranitidine 150mg every 6 hours (Local Trust Policy, 2016). Lucy will also need to be on continuous cardiograph monitoring as per the SBL pathway to ensure fetal wellbeing (NHS, 2017). Through all these decisions it is important Lucy is informed, her stress levels should be maintained at a low level and her per vaginum (PV) loss should be monitored. The neonatal unit (NNU) should be informed of Lucy’s situation and she should be offered a tour of NNU to make her more familiar with the surroundings. Lucy should understand her neonate may need resuscitation and know the paediatrician will be present at birth. The midwife must ensure thermoregulation is maintained through skin to skin following delivery if this is possible unless transfering to NNU is needed (Local Trust Policy, 2017). Postnatally on the ward, the neonate will need 4 hourly checks of temperature and respiratory rates alongside an early feed and regular 3 hourly feeds. The midwife must take 3 hourly pre-feed blood sugar checks which must be above 2.6mmol/1. Lucy will be encouraged to express breast milk if this is her choice which she will be supported to do 6-8 times a day (Local Trust Policy, 2015).
Despite Lucy having a high-risk pregnancy it is important her care plan outlines all the risk and referrals made to the multidisciplinary team and is updated when any deviations from the care plan are made. Lucy must be aware of her care plan, so she understands the importance of her being able to make an informed choice (NMC, 2015). 
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