


[bookmark: _GoBack]Lucy is a fictitious woman of 29 years, who is a gravida 2, parity 1, pregnant woman who presents to her community Midwife at booking with a history of; an eating disorder (ED), which she is regularly seeing a nutritionist for, an underweight BMI of 18 (NHS, 2016), smoking 20 cigarettes a day, and 2 years ago a previous preterm labour at 33 weeks gestation, resulting in the birth of her son, who is currently healthy. At booking her observations are normal. Lucy presents to her Midwife at her 31 week appointment, that is additional to the routine appointments offered to multiparous women (LTG, 2016, 3.3.5; NICE, 2008, pp.42) with abdominal pain and pain on micturition. She has 2 plus’s of leucocytes in her urine.
Due to Lucy presenting with abdominal pain at 31 weeks, Baker and Kenny (2011, p.89) suggest this could be an indication to suspect preterm labour. Lucy has multiple risk factors for preterm labour including; previous preterm labour, smoking, low BMI and related ED. Therefore, preterm birth must be strongly considered with the main focus of Lucy’s care plan being on preterm labour, ensuring that the care plan includes discussion around Lucy’s obstetric history and its impact on Lucy’s case.
The Code (NMC, 2015) states that, professionals must work cooperatively together to ensure the best care. Therefore to support Lucy, she will have a multidisciplinary care team made up of Midwives, Maternity support workers, Sonographers, Obstetricians, Nutritionists, GP’s, Neonatal team, Health Visitors and Psychologists. This team must “pay special attention to promoting wellbeing, preventing ill health and meeting the changing health and care needs” of Lucy (NMC, 2015, 3.1).
Lucy presents with a possible preterm labour as she is before 37 weeks of pregnancy (NHS, 2017, b). Payne (2016) states that 60% of women presenting with preterm contractions do not deliver within 48 hours with one of the strongest risk factors for pre term labour being a previous preterm delivery. Lucy should attend labour ward for further assessment. Following local trust guidelines (2015, b) the Midwives role is to complete an initial assessment, send relevant investigations, monitoring fetal wellbeing and administering medication per protocol. The Midwife should gain consent and take a full history from Lucy, complete a full set of maternal observations and perform a full obstetric examination, perform a CTG, collect an mid-stream urine sample, full blood count, c-reactive protein and a group and save, while documenting contemporaneously where possible. 
The preferable option for diagnosis for preterm labour is a transvaginal ultrasound (TVU) measurement of cervical length to determine likelihood of birth within 48 hours. If cervical length is 15 mm or less a diagnosis of preterm labour is acceptable. However if this is not an option then a fetal fibronectin should be considered. TVU and fibronectin in combination should not be used for a diagnosis (NICE, 2015) The RCM (2011) states that Midwives should not perform vaginal exams if preterm labour is suspected. Therefore if a TVU is not available then an obstetrician will be required to perform a speculum exam taking a fibronectin swab, high and low vaginal swabs and a swab for chlamydia screening. Then perform a digital exam to assess dilation and effacement if there is no suspected rupture of membranes (LTG, 2015, b).  
To ensure best care, an in-depth look into Lucy’s current obstetric notes must be undertaken. At booking Lucy presents with an ongoing eating disorder and she is regularly seeing a nutritionist.  Anorexia Nervosa and Bulimia Nervosa are two main types of eating disorder (Robson and Waugh, 2013, p.324). ED’s are characterised by severely altered eating behaviours, unhappiness, guilt or extreme anxiety around body weight and shape. Many ED’s are linked to psychological and emotional distress and sufferers often use food as a way to manage their distress (Martos-Ordonez, 2005, p.446).  Pregnancy is often difficult for women with ED’s as it is associated with changes in body shape (Robson and Waugh, 2013, p.324) which can cause further distress as body image is a significant issue within ED’s. Pregnancy can either exacerbate or improve ED’s. This may be due to the concern for the fetus and therefore ease worries around body weight. However, it may also cause a heightened distress around weight as the body changes throughout pregnancy (Martos-Ordonez, 2005, p.447). Furthermore, ED’s put an individual at high risk of: hypertension, anaemia, IUGR, premature labour, breech presentation, miscarriage, stillbirth, pre-eclampsia, assisted delivery, caesarean sections and more (Martos-Ordonez, 2005, p.446-447; Robson and Waugh, 2013, p.325).
Women with a BMI under 20, such as Lucy, are at higher risk of IUGR and increased perinatal mortality, particularly if weight gain in pregnancy is poor (Baker and Kenny, 2011, p.6). Abayom et al (2007, p.143) suggests that weight gain in the first trimester has more influence of birth weight than weight changes in the second and third trimesters, concurrently low weight gain in the second and third trimester significantly increases IUGR rates. Low maternal BMI and low weight gain during pregnancy is associated with poor growth and development during infancy and childhood with an increased risk of multiple conditions in adulthood. Newborns of women with ED’s are reported to have lower APGAR scores, increased risk of intrauterine death, respiratory distress, jaundice, poor weight gain and prematurity than the general population. Low birth weight and being underweight at one year are correlated with an increased risk for the development of many respiratory disorders (Abayom, et al, 2007, p.144; Martos-Ordonez, 2005, p.447). 
Smoking during pregnancy causes: 2,200 premature births, 5,000 miscarriages and 300 perinatal deaths in the UK every year (National Maternity Review, 2015, p58). Smoking also increases the risk of maternal chest infections, respiratory problems and deep vein thrombosis (DTV) (Robson and Waugh, 2013, p304) Therefore Lucy will need to wear antiembolic stockings to reduce her risk of DVT during admission within the hospital (RCOG,2015, p.26).
Smoking is also known to increase infant mortality and morbidity due to intra uterine growth restriction (IUGR), placental abruption, antepartum haemorrhage (APH), preterm labour, still birth, sudden infant death syndrome (SIDS), and more. It also reduces placental perfusion and often produces small for gestational age (SGA) babies (Robson and Waugh, 2013, p304; Baker and Kenny, 2011, p94; National Maternity Review, 2015, p58). There is a causation relationship between smoking and SGA/IUGR, especially between the number of cigarettes smoked and the severity of SGA/IUGR (RCOG, 2013, p8). It is estimated that a baby will weigh less than its target weight by a multiple of 15g times the amount of cigarettes per day. Smoking fewer than 5 a day has barely discernible obstetric effects and quitting by 15 weeks is the same as quitting before pregnancy (Baker and Kenny, 2011, p94). Lucy reports smoking 20 cigarettes a day, based on this estimate Lucy’s baby will be SGA/IUGR, however this outcome could potentially be changed if early intervention was implemented. Therefore Lucy’s baby will need to be monitored closely at birth as there additional risks associated with an SGA/IUGR baby. These risks include jaundice, late onset sepsis and much more (Tidy, 2016).
The Saving Babies Lives Bundle explains that smokers are at risk of IUGR and therefore they are in need of serial growth scans. The recommendation to trusts is that any woman smoking at booking should have serial growth scans regardless of quantity of cigarettes smoked (O’Connor, 2016, p19). The RCOG guideline stipulates a cut off point for the amount that is smoked before serial growth scans commence. This is greater than 11 cigarettes a day or fewer than this if there are also other factors with the mother (RCOG, 2013, p.38). In both of these recommendations Lucy would qualify for serial scans as she smokes 20 cigarettes a day.
Due to Lucy’s medical history an Obstetrician is required for a medical care plan during Lucy’s pregnancy, however a multidisciplinary approach is also required for a complete care plan that encompasses all of her needs. The development of this plan should include the woman, her family, carers, and other relevant health care professionals. The management plan should be updated appropriately by all clinicians, when necessary. Where Lucy’s current obstetric history allows labour should be managed from a normal perspective (Robson and Waugh, 2013, p.325; LTG, 2015, a, 3.1.3.2). As a part of Lucy’s plan Local trust guidance (2015, a) states that Lucy should be under consultant led care, with close discussion between Midwives and other health care professionals to ensure that the management plan is being implemented well and reviewed appropriately. With Lucy’s pre-existing ED a multidisciplinary meeting should be held, where a management plan should be agreed and documented for both the antenatal and postpartum period (LTG, 2015, a, 3.1.3.2). Furthermore a confidential communique (CC), should be completed and updated upon any deterioration throughout pregnancy and postnatally (LTG, 2015, a). 
If Lucy is diagnosed with preterm labour then tocolysis and corticosteroids may be considered for management of preterm labour if the amniotic sack is intact or in preparation for preterm labour (NHS, 2017, b). Once preterm labour is confirmed the initial assessment for term labour should be completed (NICE, 2015). Due to Lucy’s obstetric history NICE (2015; Payne, 2016) guidance states that Lucy should be offered Nifedipine for tocolysis which may help slow down contractions or stop labour and corticosteroids. Administering corticosteroids reduces the severity of lung disease of prematurity by helping to mature the fetus’s lungs ready for preterm delivery. This potentially reduces the amount of time the baby needs to be on a ventilator (NHS, 2017, b; NICE, 2016). NICE (2015) and Payne (2016) also states that magnesium sulfate should be considered at Lucy’s gestation for fetal neuroprotection, however local trust policy (2015, b) states that magnesium sulphate is only given to high risk women under 30 weeks gestation. If Lucy were to get Magnesium sulphate she would require frequent observation as a minimum every 4 hours to record pulse, blood pressure, respiratory rate and deep tendon reflexes to assess for toxicity, which is a life threatening condition (NICE 2015).
The Midwife should explain that there is limited evidence to suggest that CTG’s in preterm labour improves fetal outcomes over intermittent auscultation. And fetal scalp electrodes should be a last option discussed with an obstetrician during preterm labour as it is contraindicated at this gestation (NICE, 2015). Mode of birth should be discussed with Lucy however it is uncertain if a planned caesarean will improve fetal outcomes and therefore it is not routinely offered (NICE, 2011, p.12).
It is the Midwifes role to communicate effectively with the neonatal unit (NNU) on any expected admission to the NNU and to follow local trust policy regarding admission criteria. Lucy’s local trust will admit a singleton neonate above 27 weeks gestation, assuming there is bed space and that the neonate does not need more support than the trust can offer. If this is the case the neonate will then be transferred to a tertiary unit, preferably an in utero transfer if complications are expected (LTP, 2017). Babies born after 30 weeks gestation often have no complications if they receive the best care possible (Payne, 2016).
Lucy also has pain on micturition and upon basic urinalysis, has 2 plus’s of leucocytes in her urine sample. Pain on micturition and abdomen pain are symptoms of a urinary tract infection (UTI) (NHS, 2017,a). Leucocytes esterase is an enzyme that is not usually found in urine and indicates a UTI’s. However the specimen may be contaminated and will require microscopy to confirm UTI (Johnson and Taylor, 2016, p.129). If there is no indication of preterm labour then the infection should be treated with the correct antibiotics and advised to come back if further symptoms occur.
In conclusion Lucy has a high risk pregnancy due to her history, ED, low BMI and smoking status. These factors put Lucy at a higher risk for multiple conditions including preterm birth. Upon suspecting preterm labour Lucy is admitted to labour ward to testing where she has either a TVU or a fibronectin test to confirm onset of labour. Tocolysis and corticosteroids are offered to Lucy. However a UTI is also suspected and must be ruled out as well. Lucy’s CC is updated as required and a multidisciplinary team is required to ensure best care for Lucy and her unborn child.
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