


The following assignment will discuss the care plan scenario of Lucy, the immediate and long-term management of Lucy during the remainder of her pregnancy including potential sequelae for labour. Due to the vast amount of altered health the assignment will concentrate on pre-term labour and BMI but will briefly explore the other contributing factors. 
Lucy attends her pregnancy booking appointment with the community midwife at 9 weeks gestation her medical history is discussed and documented. Lucy is a 29-year-old Gravida 2 Para 1 with a previous pregnancy that resulted in a pre-term labour at 33 weeks gestation. Lucy is currently a smoker of 20 cigarettes a day with a body mass index (BMI) of 18, she has an ongoing eating disorder which she has regular appointments with a nutritionist for. Lucy's baseline observations are taken and all within normal range. Lucy is in a stable supportive relationship and cares for their two-year-old child who is healthy. At Lucy's 31-week appointment she complains of pain on micturition along with abdominal pain, on performing a urinalysis it is established that she has two plus’s of leucocytes. 
At Lucy’s routine 31-week appointment the community midwife would undertake a full set of maternal observations, abdominal palpation and auscultation of the fetal heart with consent with the findings discussed and documented in Lucy's notes (NMC,2015). The midwife then discusses with Lucy the plan to transfer her to triage at the local hospital for further investigation due to her previous and ongoing medical history (Local trust policy, 2016). The midwife would contact triage giving a detailed history and arranging for Lucy to attend as soon as possible. Once Lucy has been admitted to triage, the midwife would ask Lucy her presenting concerns, the aetiology of her presenting complaint documenting her response, whilst thoroughly reading her notes to gain a full understanding of her maternity care within this pregnancy, her ongoing and previous medical history. A fresh midstream urine sample (MSU) would be obtained, checked, sent for microscopy, culture and sensitivity for antibiotic resistance as per local trust policy (Local Trust policy, 2017). Maternal observations would be taken, abdominal palpation performed with auscultation of the fetal heart and cardiotocography (CTG) commenced for fetal wellbeing (Local trust policy, 2018). 
[bookmark: _GoBack] Once the CTG has been discontinued and interpretation made including noting whether any abdominal tightening's have been recorded due to her complaint of abdominal pain. A fresh eyes would be carried out by another midwife as per trust policy (Local trust policy, 2018) noted and documented. Lucy would be asked whether the abdominal pain is still present and whether it is continuous or intermittent. Previous blood results from her 28-week appointment will be reviewed to help obtain a plan of action for her plan of care dependent on findings for example checking her haemoglobin levels (Hb). Another set of bloods would be taken with consent that include full blood count (FBC), C-reactive protein (CRP) for inflammation or infection markers and a group and save (G&S) which is used to gain Lucy’s blood group and saved for 3 days in case of blood products needed (Local Trust, 2017) and can be ready for review when the obstetric team arrive. 
 Scan reports will be reviewed due to Lucy being on the saving babies lives pathway (Local trust policy, 2017).The saving babies live pathway is a care bundle designed to tackle early neonatal death and stillbirth by concentrating on four main elements of care these are reducing smoking during pregnancy, surveillance and risk assessment of fetal growth restriction, awareness of reduced fetal movement and effective monitoring of the fetus during labour (NHS England,2016). With Lucy’s previous pre-term labour, smoking cessation and low BMI making sure she is on the correct care pathway is vital for effective care planning.
The midwife would discuss with Lucy if she is attending any smoking cessation appointments, is she still currently smoking ensuring she is informed of the risks of smoking whilst pregnant especially being a high-risk pregnancy. Lucy would be informed that one of the risks of smoking is pre-term labour with the added risk that she has previously had a pre-term birth and a low BMI this makes Lucy at even higher risk of complications (Tommy’s, 2018). 
The midwife would confirm that she is having serial scans as she will be under consultant led care (CLC) whilst checking she has been attending all her appointments, the findings and what the plan of care is as documented by the consultant. The midwife would then escalate to the senior midwife with the purpose of keeping her informed of what care has already being given. The obstetrician will be called asking for a review so that a more detailed plan can be made due to a previous pre-term baby and her previous obstetric history. Whilst awaiting the review the midwife would check to see if Lucy has also been keeping her appointments with the nutritionist and checking that a confidential communique has been completed and is up to date. This is a social matrix form that is completed during booking that was developed to assist midwives in identifying those women and unborn babies, who may have additional needs whilst improving communication between maternity services and health visiting (Local Trust, 2016). The midwife checks to see if Lucy is currently under the perinatal mental health team and if so, has she been keeping her appointments, and does she have a designated perinatal support midwife (Local trust policy, 2018) when this has been ascertained the next step of the care plan would be to communicate sensitively about Lucy's low BMI. 
Due to Lucy's low BMI there are many potential health risks and complications that can occur to Lucy and the growing fetus which need to be taken into consideration when making a care plan. There is an increased risk of miscarriage, premature labour, intrauterine growth restriction, pre-eclampsia, hypertension and increased risk of breech presentation which can lead to an increased chance of Lucy needing a caesarean section (Bothamley and Boyle, 2009, p.250). The risks to the fetus such as intrauterine death, fetal distress, jaundice, poor weight gain and pre-term birth (Wylie and Bryce,2016, p.184). There is a risk of under development of the fetus such as gastroschisis (Tommys,2018). The midwife in conjunction with the multidisciplinary team (MDT) will take into consideration all these potential complications that could occur when planning care for Lucy.
With the multiple risk factors in conjunction with Lucy being on saving babies lives pathway this would indicate a need for serial growth scans with dopplers. A doppler ultrasound measures the circulation of blood in the fetal vessels, uterus and placenta. This will help identify any growth restriction and therefore a compromised fetus (Impley and Child, 2012, p.216). A biophysical profile will be undertaken, the amniotic fluid will be measured to ascertain if the level of liqour is within normal range. The findings are consolidated with the doppler and CTG thus giving the obstetric team a complete medical picture of the fetal wellbeing. The results will be plotted on Lucy's customised individual growth chart, which has her previous baby’s birth weight recorded allowing any reduction in fetal growth to be seen by all the maternity service users including the MDT. 
On the obstetric team’s arrival Lucy’s pregnancy notes, CTG, blood results and observations would be reviewed. The obstetric team would then introduce themselves, discussing their plan going forward regarding her care, including why and what they are planning to investigate so she can make an informed choice. The midwife ensures that this is communicated in a manner so that Lucy fully understands what she is consenting too regarding her care (NMC, 2015). The first step in the plan would be to perform an abdominal examination to asses tenderness, presentation and lie, whilst feeling for any palpable uterine contractions. The obstetrician would perform a vaginal examination using a speculum to assess the condition of the cervix, allowing them to see the position of the cervix and if there is any dilatation. The next step would be to take a fetal fibronectin test and a vaginal fornix high vaginal swab (HVS) (Local Trust, 2018). The HVS is sent to pathology to await results for any signs of infection. The fetal fibronectin test is performed which detects glycoprotein binding the choriodecidual membranes that is rarely present in the secretions of the vagina between 23-34 weeks' gestation (Baker and Kenny,2011) which is an indication of Lucy delivering within the next 48 hours (NICE,2015) dependant on the results of the test. They would also be looking for any signs of premature rupture of membranes (PROM).
Lucy would be asked to make herself comfortable whilst waiting for the results of the fibronectin. The obstetrician would review the results, if the fibronectin test was negative and her blood test were all within normal range Lucy would be informed of the outcome is a suspected urinary tract infection as all her tests had returned normal. Lucy would be prescribed a broad-spectrum antibiotic and advised to have a high fluid intake and if need be to take analgesia. Lucy would then be admitted to the antenatal ward for 24 hour observations if she consented to the stay if not Lucy would be discharged home and advised that if her abdominal pain continues or worsens, she is to contact the numbers on the front of pregnancy notes, she would also be informed that if she has any bleeding, loss of fluid or any general concerns she is to contact the hospital immediately as these could be signs of pre-term labour (NHS,2017). 
Lucy would be asked to supply a fresh MSU and hand it in at her local surgery in the next 2-3 days or if she has an appointment with her midwife or consultant the sample can be given to them to check that she is on the correct antibiotics and the infection is clearing. 
If the results of the fibronectin results were positive but the cervix dilation is less than 3cm Lucy would be offered tocolysis with Nifedipine (Local Trust,2018).  The aim of the tocolytic is to delay labour which will allow for steroid administration. Lucy will be offered antenatal corticosteroids Dexamethasone (Local Trust, 2018). This is administered in the form of an injection as 2 doses 12 hours apart. The aim of administering the corticosteroids is to help speed up the lung development of the fetus by stimulating the synthesis and release of surfactant (RCOG,2012), this will help reduce the risk of respiratory distress syndrome (RDS) (Kemp et al., 2016). 
The next step in Lucy’s care plan would be to inform the neonatal unit (NNU), the senior midwife on labour ward, paediatrician and obstetric team. Lucy would be offered an opportunity to visit NNU with the aim to prevent any unnecessary separation of Lucy and her baby, allow the opportunity to familiarise not only her but her partner with the neonatal staff and unit prior to the delivery of a potential vulnerable neonate. By informing the rest of the MDT this would ensure that effective communication between themselves and Lucy, helping to support and promote family centred care (Local Trust, 2016). The midwife would accompany Lucy and her partner so that she has continuity of care (NICE, 2012). The MDT would discuss the mode of delivery with Lucy outlining all the risks catering to Lucy’s individual obstetric history to maintain an individualised care plan, this would include a vaginal birth and caesarean section. Lucy would be informed who would be in the delivery suite or theatre and the roles of the MDT, the presence of a paediatrician who would be called when birth is imminent so that the neonate can be assessed as soon as born.
The midwife and MDT would discuss with Lucy the wish to have continuous CTG monitoring (NICE,2015), allowing them to be able to assess how the fetus is coping with labour especially contractions.  Delayed cord clamping would be discussed, Lucy would be reassured that it can still be achieved as it has been associated with improvement of neonatal outcomes such as intraventricular haemorrhage and necrotizing enterocolitis if the delayed cord clamping is for between 30 seconds but no longer than 3 minutes (Rabe et al, 2012) and baby is positioned at or below the level of the placenta before clamping (NICE,2015). Lucy would be advised that the only time this would not occur would be if the neonate was compromised and then milking of the cord would be considered. NNU would be notified and briefed of the current situation and assessed for availability so if a transfer is needed, they will be able to facilitate the neonate.
Care planning and having ensured that Lucy has an individualised care plan in place is vital. Communication between Lucy, the midwife and the whole MDT helps ensure effective care planning and making sure that all possible eventualities are considered, discussed, consented, documented and performed assuring that the best possible care for Lucy and the fetus is paramount. From booking appointment to discharge ensuring that the correct pathways and referrals are adhered too will ensure not only continuity of care but successful professional relationships when deviation from the norm occurs.
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