



[bookmark: _GoBack]The role of the midwife is to specialise in normality and provide midwifery lead care to women who are considered low risk. Midwifery today commonly involves caring for women with complex needs and additional health issues, whether they are medical or obstetric, so it is important that midwives can recognise these women so that together they can create a plan that ensures all of her needs are met (NMC, 2015). Acknowledging deviations that arise from existing health conditions or those that occur because of pregnancy is an essential part of midwifery practice that ensures the short and long-term outcomes are good for mother and fetus. 
This essay will assess the long and short-term health needs of a fictional woman called Lucy. She is a 29-year-old woman, gravida 2 parity 1, whose previous pregnancy resulted in a pre-term delivery at 33 weeks gestation. Lucy’s medical history includes an ongoing eating disorder which she has regular appointments with the nutritionist for and she smokes 20 cigarettes a day. She booked her current pregnancy at 9 weeks gestation where it was established that her body mass index (BMI) is 18. Her baseline observations are blood pressure 120/68; maternal pulse 68 beats per minute; and urinalysis no abnormalities detected (NAD). These observations are all within the normal range. At Lucy’s 31 week midwife appointment she is complaining of abdominal pain and pain on micturition and there are two plus’s of leucocytes present in her urine. There are several aspects of Lucy’s health that would require care planning but this essay will focus on Lucy’s risk of premature labour and her low BMI. The midwife should recognise that these are both factors that could have a negative impact on the health and wellbeing of the mother and fetus/baby and so should be monitored regularly. 
At each antenatal appointment it is important that the midwife reviews Lucy’s notes to ensure that she is on the correct care pathway for her individual needs. As per NICE guidelines for antenatal care (2008) at Lucy’s 31 week antenatal appointment the midwife must monitor maternal observations, paying particular attention to her blood pressure and urinalysis. Lucy’s symphysis-fundal height should be measured and plotted to track fetal growth and the midwife may also auscultate the fetal heart. Any observations that deviate from the normal range should be investigated as it could be indicative of an underlying health issue. This may mean that Lucy is referred to another appropriate health professional. All findings must be documented and discussed with Lucy to ensure she is kept informed and plays an active part in the decision-making process of her care plan. 
The World Health Organization (2018) defines premature birth as birth that occurs after viability and before 37 completed weeks gestation. Premature birth can be split into three categories: extremely preterm if it is less than 28 weeks, very preterm if it is 28 -32 weeks, and moderate to late preterm if it is 32-37 weeks gestation. Prematurity affects approximately 1 in 13 births in the United Kingdom (UK) every year and although some of these babies will be born healthy premature birth is associated with many adverse outcomes for the mother and baby (Bliss, 2018). These outcomes include but are not limited to: the baby’s underdeveloped immune system making them more susceptible to infections, hypothermia, apnoea, necrotizing enterocolitis (NEC), respiratory distress syndrome (RDS), and emotional and psychological distress for the mother and her family (Ionio et al., 2016). Neurodevelopmental disability is the major long-term concern associated with babies born pre-term (NICE, 2015a).
There are many health and lifestyle factors that increase a woman’s risk of premature birth and in Lucy’s case these are; her previous pre-term birth, smoking, her low BMI, and her possible urinary tract infection (UTI). Lucy should be under shared obstetric and midwifery care because of her medical and obstetric history and the midwife must make this referral. An obstetrician can review Lucy’s history and assess and manage her risk of pre-term labour. Decisions such as whether a cervical suture is appropriate can be discussed. A plan can then be devised by the multi-disciplinary team (MDT) and Lucy to make sure her complex needs are being met (NMC, 2015). 
At Lucy’s 31 week appointment she is complaining of abdominal pain accompanied by pain on micturition and two plus’ of leucocytes in her urine. These signs and symptoms are typical of a UTI (National Kidney Federation, 2017) however all potential causes must be investigated. Lucy’s obstetric history includes a previous premature birth and so the midwife must consider the possibility that Lucy is experiencing premature labour. At this antenatal appointment the midwife should palpate the abdomen to determine whether she can palpate contractions. Lucy should be asked whether her abdomen is tender to touch and whether the pain is continuous as this can help to establish the cause of the pain. The midwife must explain the potential outcomes to Lucy so that she is fully informed and can participate in the plan of her care. A referral must be made immediately for an obstetric review so that a full assessment can take place. The midwife must send Lucy’s mid-stream urine sample to pathology for a microscopy, culture and sensitivity test (MC&S) as this will determine whether she has a UTI and if so will identify the correct antibiotics for treatment. The obstetrician may prescribe broad-spectrum antibiotics prophylactically in the eventuality that Lucy does have a UTI and these may be changed once the results from the MC&S come back (NICE, 2015b). It is essential that UTIs are treated appropriately in pregnancy, not just because of the discomfort they can cause, but because of the risk they carry of causing premature labour (Schneeberger et al., 2015). 
Once Lucy arrives at triage her maternity records must be reviewed and a full history taken. Informed consent must be obtained before all procedures and interventions take place as stated in The Code (NMC, 2015) and Lucy should be offered a chaperone. Local Trust Guidelines (2017a) state that on admission Lucy’s blood pressure, pulse and temperature should be recorded and a mid-stream urine sample should be taken and sent for analysis if this has not already been done. As Lucy is complaining of abdominal pain a speculum and high vaginal swab (HVS) may be performed by a doctor to assess the cervix and determine whether membranes are intact. In the case of premature labour, vaginal examinations should be performed by a doctor and not the midwife (Johnson and Taylor, 2010). If the clinical diagnosis is equivocal a fetal fibronectin test can be performed. The premature detection of fetal fibronectin in cervicovaginal secretions is a direct biochemical predictor of the risk of premature labour (Local Trust, 2017b). Fetal fibronectin Testing has been found to be accurate in predicting pre-term labour between 24 and 34 weeks gestation. If labour is confirmed and there is enough time a tour of the Special Care Baby Unit (SCBU) may be arranged to help reduce any anxieties that Lucy may be having surrounding the care of a premature baby. The obstetric team, paediatrician, SCBU and the midwife in charge of co-ordinating the shift must be informed of the situation so that they can best prepare for the delivery and subsequent care of mother and baby. If a woman is in diagnosed pre-term labour and is between 30-34 weeks gestation they should be offered corticosteroids. This is so the anti-inflammatory properties of the corticosteroids cross the placenta and accelerate lung maturation of the fetus resulting in less potential complications associated with premature lungs (NICE, 2015a). If more time is needed for the corticosteroids to take effect tocolytic drugs may be considered if there are no contraindications. Magnesium Sulphate may be considered for neuroprotection of the fetus in women presenting with preterm labour between 30-33+6 weeks gestation as it can reduce the risk of cerebral palsy and infant mortality (Burhouse et al., 2017). If administered, maternal blood pressure, pulse rate and respiratory rate should be monitored every hour and patellar reflex every four hours until administration has ended (Local Trust, 2017a). 
Local Trust Guidelines (2017a) recommend that women in premature labour are offered prophylactic antibiotics against Group B Streptococcus and this is supported by the Royal College of Obstetricians and Gynaecologists (2017) green-top guidelines. Local trust guidelines (2017a) state that if women in pre-term labour wish to have a cardiotocography (CTG) during labour this should be commenced. It should be made clear that a normal trace is reassuring but an abnormal trace does not necessarily indicate that fetal hypoxia or acidosis is present. Delivery may be either vaginal or by caesarean section depending on presentation and the mother’s choice. All options should be explored and thoroughly discussed with the mother so that she can make an informed decision. 
BMI is a tool that can be used to gather an indication of a person’s nutritional status. BMI is calculated by dividing a person’s weight in kilograms by their square height in metres. For an adult over 20 years of age a normal BMI is between 18.5 and 24.9. Below 18.5 is considered underweight and above 24.9 is measured as overweight (World Health Organization, 2018). BMI does not consider other aspects of a person’s health such as their diet, lifestyle and adipose levels so it is important that the midwife adopts a holistic approach and does not solely rely on a BMI calculation (Royal College of Midwives, 2014). Lucy’s BMI is identified as 18 which puts her in the underweight category and she has disclosed that she has an ongoing eating disorder. Eating disorders are serious mental health illnesses that cause disordered eating behaviours. This may include limiting food, ridding the body of food through unhealthy means or eating large quantities of food in one go (Beat Eating Disorders, 2017). A study by Easter et al (2013) found that 7.5% of pregnant women fit the criteria for having an eating disorder. Lucy is already seeing a nutritionist regularly so it would be beneficial for the midwife to attend an appointment with Lucy to understand and have an input on Lucy’s nutrition needs throughout pregnancy. It is important that the midwife works alongside the nutritionist to ensure that Lucy feels supported and continues to attend these appointments. The midwife can refer Lucy for eating-disorder-focused cognitive behavioural therapy which aims to reduce the risk to physical and mental health (NICE, 2017). Eating disorders during pregnancy cause poor nutrition, dehydration, cardiac irregularities and other physical symptoms. An eating disorder also increases the chance of developing gestational diabetes so the midwife should consider whether Lucy fits criteria for a glucose tolerance test (GTT) and refer appropriately (Cundy, Ackermann and Ryan, 2014). Risks to the fetus include; poor development, premature birth, low birth weight, respiratory distress and feeding difficulties (National Eating Disorders Association, 2018). The midwife should refer Lucy for an obstetrician consultation. Her low BMI and eating disorder means she is more at risk of developing complications during the perinatal period so a thorough review and plan is needed. Williams, Southam and Gardosi (2010) found a link between mothers with a low BMI and intrauterine growth restriction (IUGR). A referral for serial growth scans that can be plotted on Lucy’s personalised grow chart should be considered to ensure the fetus’ growth is not compromised (Local Trust, 2017c). 
As well as the physical health detriments of Lucy’s eating disorder the midwife must also consider Lucy’s mental health. The physical and emotional changes that naturally occur during pregnancy may exasperate an existing mental health condition so Lucy must be well supported by her midwife during the perinatal period and monitored for signs of her mental health worsening (Myles et al, 2014). It is essential that the midwife talks openly about mental health. Tools such as Generalised Anxiety Disorder 2 (GAD2) and the Public Health Questionnaire 9 (PHQ9) should be used to help identify concerns so that Lucy can be placed on the correct care pathway at the earliest intervention (Royal College of Midwives, 2015). A referral to a specialist mental health midwife may be beneficial.
Lucy should also be referred for smoking cessation support and advice (NICE, 2010). Not only does smoking pose adverse health outcomes for both mother and fetus but it is also an extra risk factor for premature labour. Amongst other health problems, smoking during pregnancy can be linked to low birth weight babies and Sudden Infant Death Syndrome (Flemming et al., 2012)
At the earliest opportunity, the midwife must identify any new or pre-existing health conditions that may have an impact on Lucy and the fetus during and after pregnancy. Once these have been identified appropriate discussion, documentation and referrals should be made to ensure the correct pathways are utilised and that the woman is receiving the care she needs. The midwife must work alongside the woman and the MDT to ensure the best possible outcomes are achieved. Caring for women with complex needs is becoming more commonplace in maternity care and so it is vital that midwives can recognise these women so that their individual needs are met. 
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