


[bookmark: _Hlk530580540][bookmark: _GoBack]Personalised care plans are a fundamental element of providing individualised and comprehensive care to women throughout their pregnancy.  It is highlighted that all women should have the opportunity to develop an individualised care plan with their midwife, which should also incorporate the wider multi-disciplinary team where additional risk factors are present (National Maternity Review, 2016). Lucy presents at her booking appointment with a previous obstetric history inclusive of a preterm delivery. She also has a medical history which includes a BMI of 18, an ongoing eating disorder and a current smoking status. Moreover, Lucy presents with additional risk factors at her 31-week antenatal appointment. She reports abdominal pain, pain on micturition and has two pluses of leucocytes in her urine. Due to the vast variety of altered health factors present in Lucy’s history, this assignment will focus on the care plan Lucy requires focusing on the key factors of her likelihood of having a preterm delivery and her on-going eating disorder.
Following the identification of these recently developed risk factors, the initial role of the midwife would be to review Lucy’s antenatal notes to ensure that she is on the appropriate care pathway. It is the responsibility of all midwives to keep accurate and contemporaneous records which include documentation of any alterations made to a woman’s care plan to ensure that the wider multidisciplinary team can give effective and safe care (NMC, 2015). However, although this is a stated requirement of all midwives, the midwife caring for Lucy should not assume that the appropriate referrals have been made. 

According to Local Trust Policy, Lucy should have been referred to an Obstetrician at booking due to her previous obstetric history (Local Trust Policy, 2016). Preterm labour is defined as the presence of painful uterine contractions combined with effacement and dilatation of the cervix, after 24 weeks gestation and prior to 37 weeks gestation (Local Trust Policy, 2018). Notably, preterm delivery is the most significant cause of neonatal morbidity and mortality in the UK, with the potential sequela for a preterm neonate being neurodevelopmental disability and gastrointestinal complications (NICE, 2016). Additionally, preterm labour has many potential maternal complications, such as an increased risk of haemorrhage and infection (Reddy, et al, 2015). The likelihood of an individual experiencing a preterm labour is dependent on a variety of factors. Significantly, these include a previous obstetric history of premature labour, smoking and a low BMI, which are all components of Lucy’s presenting medical history and rationale for her requiring Consultant led care (Local Trust Policy, 2018).  Having an obstetric history which is inclusive of a preterm labour is the most significant, and frequently recognised risk factor when considering a woman’s likelihood of experiencing a premature labour in their current pregnancy (Oyston and Groom, 2016). 

In addition to this, Lucy presents at booking with a BMI of 18 which is considered to be a clinical indication that an individual is underweight (NHS, 2017). According to Local Trust Policy, a referral to obstetric-led care should be made by a midwife if a woman presents with a BMI of less than 18 (Local Trust Policy, 2016). However, as Lucy is bordering on the referral criteria and possesses additional mental health conditions which may further impact her BMI, this referral is arguably at the discretion of the community midwife. It is imperative that the midwife liaises with Lucy’s nutritionist to determine whether Lucy is attending the appointments scheduled and to discuss Lucy’s current mental health, as it is recognised that pregnancy can lead to aggravation or worsening of an eating disorder due to the natural weight gain and alteration in body shape associated with pregnancy (Ward, 2008). Moreover, research has suggested that women with an ongoing eating disorder have a higher likelihood of experiencing perinatal and postnatal depression (Bye, et al, 2018). Therefore, it is imperative that Lucy’s mental health is closely monitored throughout her pregnancy and during the postnatal period, so that any deterioration in mental state is identified promptly and the plan of care can be altered as required. 

Moreover, regardless whether Lucy is advised by a midwife or obstetrician in relation to her eating disorder, it is important that the need for serial fetal growth scans is assessed and the appropriate plans are put into place to monitor the wellbeing of the fetus (NICE, 2014). It is acknowledged by researchers that maternal low BMI is directly correlated with an increased risk of delivering a small for gestational age (SGA) infant (Zhang, et al. 2016). As a result, the lead professional managing Lucy’s care should consider that women presenting with significant risk of having a SGA infant are recommended to have serial growth scans from 26-28 weeks gestation (RCOG, 2013). 

Additionally, with Lucy’s consent she should have been referred to a smoking cessation service at booking, as there is a collection of research suggesting that smoking during pregnancy has a direct implication of preterm labour. Smoking directly affects the development of pregnancy and the growth of the fetus causing an altered bodily response to oxytocin, the disruption of prostaglandin synthesis, fetal hypoxia, placental insufficiency and altered hormone production (Ion and Bernal, 2014). As a result, fetal growth and pregnancy development may be disrupted, contributing to the onset of preterm labour. During the antenatal period, women are screened with their consent to determine the Carbon Monoxide level within their lungs, as part of a routine initiative to highlight those at risk of the potential implications of smoking (Public Health Agency, 2017). This screening is a non-invasive process and can be easily performed during a routine booking appointment with a midwife. If the screening provides a reading of 3ppm or higher and the woman discloses that she is a smoker, the midwife should refer her to the NHS Stop Smoking Service and provide her with relevant local contact details for smoking cessation initiatives (NICE, 2010). 

Following the review of Lucy’s antenatal history, it would be the role of the midwife to discuss with Lucy whether she has experienced other symptoms associated with preterm labour, such as any vaginal loss (Local Trust Policy, 2016). Additionally, a set of baseline observations and an abdominal palpation with Lucy’s consent would be appropriate to ascertain the position and engagement of the fetus, whilst also assessing for any palpable contractions or abdominal tenderness, which may be indicative of placental abruption or a urinary tract infection (UTI). As per routine, the fetal heart should also be auscultated and the midwife should discuss fetal movements with Lucy to further determine fetal wellbeing.  

A UTI is often caused by bacteria derived from the gastrointestinal tract entering, and consequently, infecting the bladder through the urethra ([2] NICE, 2015).  Symptoms of a UTI include increased frequency of micturition, lower abdominal pain, pain on micturition and haematuria (NHS, 2018). Additionally, pregnancy increases the risk of a woman developing a UTI, as it is associated with alterations within the urinary tract system that may increase urinary-stasis (Matuszkiewicz-Rowinska, et al, 2016).  Significantly, UTI’s have been correlated with the incidence of several adverse pregnancy outcomes, such as premature labour, low birth weight and fetal death (Matuszkiewicz-Rowinska, et al, 2016).  Therefore, the potential risk of preterm labour associated with the contraction of a UTI, combined with Lucy’s previous obstetric history, demands the midwife leading her care to be efficient in initiating a management plan to minimise risks to both Lucy and the neonate.

The recommended initial management plan for a suspected UTI would be to send a sterile urine sample to the laboratory for cultures and sensitivity in order to confirm the presence of symptomatic bacteria ([3] NICE, 2015). Additionally, a GP or Obstetrician referral should be made by the midwife to ensure that a course of routine broad-spectrum antibiotics is prescribed (NICE, 2018). Furthermore, it would also be the role of the midwife to provide the woman with advice regarding hygiene to minimise the likelihood of future infections, and to suggest appropriate analgesia options. Additionally, it is recommended that women are directed to a Maternity Assessment Unit if they have a suspected UTI combined with abdominal pain as this may be indicative of an obstetric complication, such as preterm labour (Local Trust Policy, 2016). 

When directed to the Maternity Assessment Unit, it would be advisable that Lucy’s baseline observations and urine sample are repeated to detect any possible deterioration in maternal condition. Following this, the midwife should perform another abdominal palpation followed by auscultation of the fetal heart prior to commencing a Cardiotocograph to assess both fetal wellbeing and uterine activity (Local Trust Policy, 2018). With Lucy’s informed consent it would then be the role of an Obstetrician to assess cervical dilatation and liquor presence via a speculum examination, as vaginal examinations prior to 37 weeks gestation falls outside of the role of a midwife (Johnson and Taylor, 2010). 

During this examination, the Obstetrician should assess the condition of Lucy’s fetal membranes. Preterm pre-labour rupture of membranes (P-PROM) is defined as the rupture of fetal membranes prior to 37-weeks gestation and the onset of established labour (Aris, et al, 2017). Research has suggested that 20% of all women that have a preterm delivery will have a presenting history inclusive of P-PROM ([1] NICE, 2015). P-PROM may be suspected following a conversation with Lucy regarding any vaginal loss and may be confirmed if amniotic pooling is observed by the Obstetrician during the speculum examination or following biochemical testing. If the rupture of membranes is confirmed and Lucy is not in established labour, Lucy should be offered oral antibiotics to minimise the risk of maternal and fetal infection ([1] NICE, 2015). 

Furthermore, during the speculum examination a Fetal Fibronectin sample may be obtained to determine whether or not Lucy is in premature labour. Fetal Fibronectin is a protein produced by fetal cells in order to bind the amniotic sac to the decidua (Hezelgrave, et al, 2015). A sample result of over 50 suggests a positive fetal fibronectin result, indicating that the woman is in spontaneous preterm labour and requires appropriate care (Local Trust Policy, 2018). 

Additionally, as Lucy is presenting with UTI symptoms it would be appropriate for the Obstetrician to perform a low vaginal swab to determine Lucy’s Group B Streptococcus (GBS) status, or if Lucy declines this screening, should document this so that Lucy can be provided with IV antibiotics for GBS prophylaxis during the intrapartum period (Local Trust Policy, 2018). GBS forms a component of the normal flora of the female genital tract and is otherwise considered to be a harmless branch of bacteria in adult women (Musa, et al, 2012). However, during pregnancy GBS can cause infections, such as UTIs, and has potentially harmful consequences for the unborn fetus, such as neonatal sepsis and meningitis (Swain, et al, 2017). Therefore, it is important that the possibility of Lucy having a positive GBS status is considered and an appropriate care plan is put into place to prevent potential mother to fetal transmission of GBS. 

Following the examination, the midwife should auscultate the fetal heart and explain the examination findings to Lucy (NMC, 2009). When considering the fetal fibronectin result, if it is indicative that Lucy is unlikely to be in preterm labour she should be admitted to an Antenatal Ward for her condition to be closely monitored and reviewed, and for twice daily CTG’s to be performed to assess fetal wellbeing. However, if this sample indicates positive result, Lucy should be admitted to a Labour Ward where the midwife should liaise with both the Special Care Baby Unit and the Senior Paediatrician via an SBAR handover, so that both teams can effectively prepare for a preterm delivery (Local Trust Policy, 2018).

If Lucy is confirmed to be in pre-term labour, the administration of corticosteroids may be considered in partnership with tocolytic drugs to delay labour (Local Trust Policy, 2018). Research has suggested that corticosteroids reduce neonatal morbidity and mortality, as they increase natural surfactant levels reducing the likelihood of the neonate experiencing respiratory distress syndrome (Heljic, et al, 2009). Consequently, the administration of corticosteroids may reduce the likelihood of neonatal resuscitation being required following delivery. However, in relation to Lucy’s presenting symptoms, infections such as chorioamnionitis must be ruled out prior to the administration of corticosteroids as the infection may worsen following the administration of such medications (Local Trust Policy, 2018). 
Additionally, research has highlighted a reduction in the incidence of cerebral palsy in preterm neonates following the administration of magnesium sulphate during labour (Rouse, et al, 2008). It is therefore recommended that IV magnesium sulphate should be administered if Lucy is diagnosed to be in preterm labour to provide neuroprotection to the neonate (Local Trust Policy, 2018). However, it is consequently the responsibility of the midwife to monitor Lucy’s wellbeing for signs of magnesium toxicity and to escalate any concerns regarding Lucy’s condition to the appropriate members of the multidisciplinary team ([1] NICE, 2015). 

To conclude, care planning is essential when caring for all women, but particularly women with complex health requirements. In relation to Lucy, it is paramount that appropriate care plans are in place to ensure that the risks associated with these additional factors are minimised, to ensure the best possible outcome for herself and her baby.
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