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Lucy previously attended a booking appointment with her Midwife at 9 weeks gestation. Lucy discussed her past and present medical history along with details of her previous pregnancy. At this appointment Lucy had a Body Mass Index (BMI) of 18 and shared information regarding her eating disorder, which was under consultation with a nutritionist. Lucy also advised that she was a smoker. All of Lucy’s routine antenatal observations were documented within normal limits. Lucy is a Gravida 2 Para 1. Her previous pregnancy resulted in a pre-term labour at 33 weeks gestation. Lucy’s 2 year old lives with both Lucy and her partner, who are living in a stable and supported relationship.

This essay will be exploring the role of the midwife and exploring different options for an effective plan that would be implemented for Lucy and the fetus, taking into consideration the latest symptoms that she has presented with. These symptoms will determine the immediate and long term plan for the remainder of Lucy’s pregnancy, taking into consideration potential sequelae for labour.

At 31 weeks gestation, Lucy attends an antenatal appointment. Ordinarily, routine appointments for a multip are not carried out at this gestation. Due to Lucy’s history, she would be offered additional appointments. The midwife’s role at this time is to complete a routine appointment, which consists of urinalysis, BP, palpation and auscultation. Discussions also take place to identify any potential complications that could impact the wellbeing of mother and fetus (NICE, 2017). On this occasion, Lucy presents with symptoms of abdominal pain, pain on micturition and her urinalysis showed 2 plus’s of Leukocytes.

With the knowledge of Lucy’s obstetric history and present symptoms, the midwife would make enquiries to Lucy to help identify the potential cause of the symptoms. She would seek other indicators such as a Per Vaginal (PV) bleed as this will enable the midwife narrow down the list of suspected issues. Such issues may be a Urinary Tract Infection (UTI), the onset of labour, cholecystitus, sexually transmitted diseases, placental abruption or a uterine rupture (Benrubi, 2010). The midwife would discuss any concerns with Lucy and obtain informed consent for referral to be triaged, whilst ensuring that complete documentation of the appointment is recorded.

The Midwife would call the hospital to request Lucy is assessed as soon as possible within the triage, by the obstetric team. The midwife would talk with Lucy to identify if she had been adhering to the previously implemented care plan. The midwife would also review Lucy’s file to indentify the appointments that had been attended, unattended and the related outcomes.

Lucy had a BMI of 18 at her 9 week booking appointment which is lower range of a healthy BMI, which is considered to be 18.5 (RCOG,2011). At this appointment Lucy would have been referred to an obstetric consultant due to her low BMI, as this can have a negative impact on pregnancy. Eating disorders are known to have wide-ranging effects on the health of those afflicted. This is furthermore compounded when the person with the eating disorder is pregnant (Burton et al., 2015). The obstetrician would have had a greater concern if the eating disorder was active at the time of conception as there could be implications such as dehydration and electrolyte imbalance, which could impact the function of the placenta (James et al., 2011). 

Maternal nutrition plays an essential role in the health and well-being of the fetus, neonate and mother (Queenan et al., 2012). A low BMI increases adverse risks such as Small for Gestational Age neonate (SGA), premature labour (Hensrud et al., 2017), as does low haemoglobin levels resulting in anaemia (Verma and Shrimali, 2012). 

At the booking appointment, the midwife would have explained the importance of nutrition and would have recommended folic acid until 13 weeks gestation to Lucy (NICE, 2017) as this helps prevent neural tube defect, spina bifida and anencephaly (Rily, 2018). Vitamin D supplements are also recommended as they regulate phosphate and calcium, which are required for the fetus to develop and the mother to maintain healthy muscles, bones and teeth. Another suggestion would have been to consume iron rich foods to reduce the risk of anaemia (James et al., 2011).
The midwife would sensitively ask Lucy if she was undergoing any therapies to help with the eating disorder. Although some questions seem invasive, it is important to build a complete holistic overview of Lucy and what actions had been taken from her previous referral(s) (NICE, 2017).

Eating disorders can potentially lead to depression or other mental health issues. The obstetrician would have considered referring Lucy to the perinatal mental health team for assessment (Local Trust, 2018). It has been found that few women with an eating disorder, once they discover are pregnant, would focus on the well being off the fetus by improving their eating habits (Wylie and Bruce, 2016). Pregnancy can have a negative effect on a woman with an eating disorder as they could focus on how their body is going to change and adjust their eating habits to minimise this effect. She could also start hearing voices (Burton et al, 2015). Burton et al explained how one woman that they interviewed reported “I battled with the monster in my head and a cycle began with binging, hating myself and purging… I just could not win the battle”. This is just one of the many adaptations to the mind that could occur.

The obstetrician would have assessed the medication that Lucy had been prescribed in relation to her eating disorder, as medication can cross the placenta to the fetus (Griffiths and Campbell, 2014). Medications are always analysed in detail to assess if taking a person off of the medication, and causing distress or harm to the mother, or if keeping the mother on the medication, potentially causing developmental problems to the fetus, would be more beneficial (Mind, 2016).

The midwife would look to see if Lucy took up the advice on smoking cessation as research shows smoking increases the risk of an SGA neonate and suggested higher prevalence in quantities of pre-term deliveries (Ko et al., 2014). Lucy should be receiving regular growth scans due to several risk factors, such as smoking, eating disorder and her previous obstetric history being contributory towards an increased risk for a repeated premature labour or an SGA baby. The increased volume of scan would assist with the detection of potential impaired fetal growth. Additional growth scans are performed at 28, 32 and 36 weeks gestation unless there is an indication for them to be more regular (Local Trust, 2017).

At the additional scans the Sonographer would record the growth statistics and environment conditions of the fetus. The findings will be documented in Lucy’s perinatal notes on customised growth chart which is devised using her previous baby’s weight. The umbilical artery doppler will measure the arterial flow through the cord to ensure sufficient blood flow. The quantity of amniotic fluid around the fetus would be measured and monitored. Lucy may be referred back to the obstetrician should any of the observations start looking abnormal. The scans will help the obstetrician decide if it is better for the fetus to be delivered early. If the fetus is growing and the doppler tests are normal, it is usually best to wait until at least 37 weeks gestation (RCOG, 2014).

Following the request from the midwife for Lucy to be triaged, Lucy would have her past and present obstetric notes read upon attendance at hospital. Her observations will also be repeated (Local Trust, 2017). Palpation is a useful diagnosis tool as tender palpations steer more towards a UTI and non tender towards labour. Lucy will be asked if she has any PV loss, whether this is liquor, which indicates Preterm Pre-labour Rupture Of Membranes (PPROM), or blood. As per local trust guidelines a repeat urine sample will be sent to pathology for a microscopic sensitivity culture to detect if there is a UTI. A full blood count, C-Reactive Protein (CRP), urea electrolytes and group and save bloods would be taken. The results of these can be compared to those of her routine 28 week bloods. The Midwife would proceed to take a Cardiotocography (CTG) reading, which records the fetal heartbeat and monitors any uterine contractions (Local Trust, 2017).

All of the information gathering would take place before calling the obstetric team to review Lucy, although some of these results take a few days to return. The midwife would also advise the midwife-in-charge of the current situation to ensure she is aware of having a potential high risk women present.

The obstetrician would review the notes and look at the reading of the CTG along with other results that are available. Lucy would be advised that certain procedures would be required to be performed to assist in diagnosis. Following consent from Lucy, the obstetrician would start their process by using a speculum to observe if the cervix is dilating or if there was any fluid loss, which could indicate PPROM. If no PV blood loss had been reported previously, a high vaginal swab would be taken whilst the speculum was in place to rule out infections. A Fetal Fibronectin (fFn)  if under 3cm dilated would be used to indicate if labour is imminent. fFn is a special protein made in the womb by the fetus’ cells and acts like glue to keep the amniotic sac attached to the lining of the womb. If Lucy is likely to have a premature birth, the protein will be released into the vagina where it would be detected. All fFn results must me logged for suiting purposes.

The next phase of the care plan for Lucy would be decided by the obstetric obstetrician. Possible variations of these could be:

This phase assumes that results showed no dilation, PPROM, PV bleed or contractions on the CTG. The fFn is also negative whilst Lucy does have raised levels of CRP and haemoglobin. These findings would be indicative of inflammation and therefore point towards a UTI. The obstetrician would send Lucy home with a broad spectrum antibiotic until the remainder of her results were available, but would ask her to be vigilant as a UTI can bring on labour.

Assuming there is a PV bleed and contractions, an alternative phase in the care plan for Lucy could be that the obstetrician would want to eliminate the possibility of a placental abruption and would request an ultrasound scan to confirm. The scan would be performed immediately as placental abruption could pose an immediate risk to the fetus not receiving enough nutrients or oxygen. Other symptoms that could indicate a placental abruption are a loss of uterine muscle tone or abnormal fetal heart rate. Uterine rupture would be another consideration with both a PV bleed and contractions, especially if the pain is at the site of a previous Caesarean Section (CS) scar. The fetus would likely have presented as tachycardic on the CTG. Lucy would be commenced on Intravenous fluids and the decision would be made whether to deliver immediately by the obstetric team. This would be the outcome if either Lucy or the fetus were at risk.

Finally, this scenario assumes Lucy is going into natural premature labour with symptoms of a UTI. If Lucy is dilating but has no PPROM, the consultant will try to maintain the fetus in utero for as long as possible. The consultant would administer magnesium sulphate for neuroprotection.Lucy would have to BP, pulse monitored hourly following this. Lucy will also be given steroids (Local Trust, 2017) to provide surfactant for the fetus. This will help mature the fetal lungs and reduce respiratory complications at birth. One dose would be administered instantly with a second 24 hours later.

If Lucy goes into natural labour and the fetus is in the correct position, she could have a vaginal delivery; however a CS could occur if the fetus is breech or if complications arise (Local Trust, 2017). The paediatrician and special care baby unit would be informed of an imminent pre-term delivery. Lucy would be fully informed of potential complications, such as the baby requiring assistance with breathing. There would also be an increase in members of the multidisciplinary team present at delivery to assist throughout, which Lucy would also be advised of. Having a premature baby can cause lifelong complications for the fetus such as; Hypothermia and hypoglycaemia due to little subcutaneous fat, respiratory distress syndrome, necrotising enteritis and is also susceptible to neonatal jaundice (Gandhi, 2014).

To conclude, when Lucy attends her antenatal appointments it is important that the midwife evaluates all signs and symptoms that are present. This enables the midwife to identify factors that show that either Lucy or the fetus’ health may be compromised. It is then with co-operation between the multidisciplinary team and Lucy that her care plan can be amended.

To achieve the amended care plan there needs to be an efficient level of communication between the relevant professions involved. This communication will be in the form of verbal and written documentation to ensure contemporaneous record keeping and to ensure compliance with the local trust and NICE guidelines.
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