


This report will detail discussion around care planning in a specific scenario. It should be noted that alongside the pseudonym (Lucy) the example given is fictitious, therefore, the naming of the woman is for easier readability and will not break confidentiality in line with the code of conduct and legislation (NMC, 2018; GDPR, 2018).
Lucy is within her second pregnancy and her previous delivery was preterm at 33 weeks gestation, but the child is healthy, and no other significant obstetric factors are discussed. At her first appointment with a community midwife her baseline maternal observations were within normal parameters. Lucy was identified as having a history of mental illness, an ongoing eating disorder (not specified). Lucy is receiving regular appointments with a nutritionist which suggests cooperation with her treatment plan. However, her Body Mass Index (BMI) is 18 which is underweight (NHS Foundation Trust, 2019). Lucy is in a high-risk category for pregnant women due to smoking cigarettes. This means she will be advised of fetal monitoring in line with the saving babies lives guidance (NHS England, 2016). Lucy is 29 years old and hence, her age is low risk. During a routine enquiry Lucy has reported being in a stable, supportive relationship but it could be assumed there is a lack of support at night time due to her partner’s work commitments with him being away. This would need further discussion prior to the postnatal period at home, especially with the presented challenges of having two children at night which could be detrimental to her mental wellbeing. At 31 weeks Lucy has presented with abdominal pain, and pain on micturition with leucocytes found in urine (++). This could be highly indicative of an infection, particularly a urinary tract infection with the symptoms being expressed.
[bookmark: _GoBack]For this care study, although there are many themes within the scenario, there will be a primary focus on the impact on pregnancy and care planning regarding the eating disorder diagnosis/low BMI, and the risk of infection with reference to the potential sequalae on labour and the neonate which in this case would be assessing premature labour. However, there will be considering of other factors that are also contributing to the effective provision of care for Lucy. 
The first main condition in the medical history is an ongoing eating disorder. This can be defined a persistent deviation of normal eating habits with poor consumption or absorbing of food leading to impaired physical and psychosocial functioning in daily life (APA, 2013). When supporting a person with an eating disorder, health professionals are required to consider impact of health, home, and wider social environmental impact (including social media) (NICE, 2017). 
Risks associated with eating disorders such as anorexia nervosa include fetal growth restriction in the third trimester or low birth weight of the neonate, increased maternal anxiety and anaemia, fetal abnormality, miscarriage, prelabour rupture of membranes and premature spontaneous labour. There appears to also be an increase in lower segment caesarean section (LSCS) rates (Lowes, 2012). This is supported by more recent evidence that with anorexia nervosa present risks included: preterm birth, LSCS, low birth weight infants and small for gestational age infants (SGA). Bulimia nervosa had risk of premature contractions, preterm birth, resuscitation of the neonate and very low Apgar scores at 1 minute. Studies also found fetal growth restriction, preterm labour, anaemia and low birth weight in those who had been in clinical treatment for eating disorders (Kimmel et al, 2016).
It is suspected that many of the risks associated with having an eating disorder is due to risks that occur with low body mass which can be a key indicator of some eating disorders but not all. These risks are also difficult to distinguish from other factors such as smoking and alcohol use. Maternal malnutrition, maternal cortisol levels and its effect on the neonate, folate and iron deficiency have been theorised to contribute to fetal growth restriction (Lowes, et al. 2012). 
As it was previously stated Lucy has a body mass index (BMI) of 18 most likely linked to her ongoing eating disorder. This is below the normal range of 18.5 and 24.9, therefore she is underweight (NHS Foundation Trust, 2019). Risks associated with birth outcomes that have been linked to low body mass index (<19) include preterm labour, low birthweight for the neonate and anaemia antenatally (Sebire et al, 2003; Verma and Shrimali, 2012). 
The second condition is an undiagnosed infection which potentially is a urinary tract infection. Lucy is experiencing symptoms that are highly indicative of Cystitis (occurring in 3% of pregnancies) or Acute Pyelonephritis (which occurs between 1-4% of pregnancies and is often the outcome of an untreated UTI or asymptomatic bacteriuria). Women suspected to have pyelonephritis need to be closely monitored for labour and sepsis due to an increased risk (Wylie, 2016). 
Reviews into the studies surrounding infection found that where there is maternal infection confirmed or risk factors for infection (including rupture of membranes), it increases the prevalence of neonatal infection particularly onset in the first week. Infection in infants is one of the top causes for risk of death in neonates in their first month after birth (Chan et al, 2015).

When planning care, the midwife must consider the sequalae on labour and the neonate. Preterm birth is defined as an infant being born prior to 37 weeks. There are also subcategories of preterm in which Lucy would fall under very preterm (28-32 weeks). Factors that contribute to preterm labour can include multiple pregnancy, chronic health conditions and infection. However, in many cases the cause is never known. Many preterm births are spontaneous but, in some cases, they are elective births. Infants born preterm may grow up to have disabilities such as cerebral palsy (World Health Organisation, 2018). 
Lucy is at a risk for preterm labour and therefore the focus should be upon investigating and diagnosing within the multi-disciplinary team. This would be the initial plan of care from the 31-week appointment described.
During pregnancy, a named professional of the multi-disciplinary team should be known to take charge of Lucy’s care and monitor health and wellbeing, weight and to advise on health risks to mother and child due to her eating disorder diagnosis and subsequent low BMI (NICE, 2017). As Lucy has a diagnosis of an ongoing eating disorder, this implies the potential that she has a significant mental health need. A referral to IAPT (Improving Access to Psychological Therapies), or ASTI (Assessment and Short-Term Intervention Team) and referral to consultant obstetrician led care should have been made and Lucy should be receiving repeat ultrasound scans (Local Trust Policy, 2015). 
Initially the midwife would need to read all the available documentation and records as well as collecting evidence of medical history from Lucy (NMC, 2018). This should include, previous obstetric history, previous medical history, current symptoms, health professionals involved and who oversees care at this stage of pregnancy. With an eating disorder identified within the initial contact, Wooley questions should be asked to identify antenatal depression or need for further assessment (NICE, 2017). These questions are endorsed as being able to identify mental health need well in comparison to other tools (Howard, et al 2018). 
At the identification of an abnormal urine sample during the 31-week appointment the midwife would be required to send the midstream urine sample (MSU) for a microscopic culture and sensitivity test (NICE, 2018).    
Baseline maternal vital observations would need to be taken at this appointment. Vital observations to be compared against Maternal Escalation and Observational Warning System (MEOWS) for escalation purposes should at least include respiratory rate, heart rate, blood pressure, temperature and comparing against the AVPU scale (Local Trust Policy, 2014). Women in pregnancy can compensate when compromised so a lack of triggers on the MEOWS is not a reason to rule out infection or sepsis if the woman is stating they feel unwell (Local Trust Policy, 2014). The midwife would also auscultate the fetal heart to check fetal wellbeing after abdominal palpation. 
Lucy is experiencing abdominal pain; therefore, the midwife should identify that she needs to be triaged within the local trust guidelines (Local Trust Policy, 2016). In this case, Lucy would be invited in for suspected UTI and/or suspected pre-term labour. In line with local trust policy, a urine sample would be taken on arrival at the labour ward, vital observations would be assessed with MEOWS and the fetal heart would be auscultated (Local Trust Policy, 2016). Due to Lucy being a smoker during pregnancy, she has an increased risk of still birth and pre-term labour, therefore the fetal heart would need to be auscultated using a cardiotography machine and interpreted by the midwife. The CTG will also be able to record uterine activity. Lucy should also be asked about her fetal movements and whether they have changed recently (NHS England, 2016). Best practise would be to measure the maternal pulse simultaneously via a pulse oximetry probe and ask Lucy to indicate fetal movements via a button given (NICE, 2017).
The midwife should enquire regarding symptoms suggesting premature rupturing of membranes has occurred and whether there has been any blood loss, or signs of a show. As the midwife will have identified Lucy as being under consultant led care and premature labour is suspected, an obstetric review will be requested at labour ward. The obstetrician who attends will receive an SBAR tool handover, overview the records, perform a speculum examination with consent to assess premature labour, particularly observing for dilatation of the cervix and pooling of amniotic fluid which could suggest premature rupture of membranes (NICE, 2015). 
Fetal fibronectin would be used to identify the risk of Lucy going into labour prematurely within the next 48 hours. A cervical cerclage (or suture) could be considered but is contraindicated by infection according to guidance (NICE, 2015).
Lucy is presenting with urinary tract infection symptoms with leucocytes in the MSU, hence the obstetrician will consider prescribing antibiotic treatment. This would usually mean waiting for the culture and susceptibility pathology results in line with NICE guidance, but the obstetric team would review if immediate medicating is required based on current information and records (NICE, 2018).
It would be recommended to Lucy to stay in the antenatal ward for observation but the risks and benefits of this and for Lucy returning home would be discussed in detail for informed consent. If Lucy was to return home, she would be instructed as to signs and symptoms that require her to communicate with the labour ward triage. Maternal corticosteroid treatment would be offered for the benefit of the neonate due to risk of premature labour. Further treatment for preventing preterm labour will be considered if this is diagnosed. This can include magnesium sulphate and tocolysis treatment (NICE, 2015).
At 31 weeks the neonatal staff would need to be aware of the risk of premature labour for Lucy and if there are inadequate cots or staff to assist this neonate then Lucy will likely be transferred if premature labour is suspected or confirmed. This would affect decision making by the multi-disciplinary team (NICE, 2015). 
There is significant importance for midwives and their multi-disciplinary team to demonstrate knowledge of care planning, using guidance and local policy particularly within diagnosing preterm labour, to minimise risk and predict as far as possible potential situations of deterioration of health or harm to the woman and neonate.
The midwives’ role is holistic and should support woman and their families to have the experience they desire and for woman and families to not be put in preventable or vulnerable situations. To be able to quickly assess and communicate deterioration effectively will attempt to achieve this as far as possible.
Effective communication throughout the multi-disciplinary team, utilising different professions and skills, agencies and support networks locally, enables provision of the most holistic service to women. The midwife should work accordingly towards the best outcomes for woman and their new-borns throughout pregnancy, labour and for their health outcomes subsequently. 

Reference List (20)

American Psychiatric Association (2013) Diagnostic and statistical Manual of mental disorders 5. Psychiatry online, DSM library [online] Available from: https://dsm.psychiatryonline.org/doi/abs/10.1176/appi.books.9780890425596.dsm10 [Accessed 02/12/2018].
Chan, G; Lee, A; Baqui, A; Tan, J and Black, R. (2015) Prevalence of early-onset neonatal infection among newborns of mothers with bacterial infection or colonization: a systematic review and meta-analysis. BMC: Infectious Diseases. 15 (118) pp 1- 16.
General Data Protection Regulations Act (2018) London
Howard, L; Ryan, E; Trevillion, K; Anderson, F; Brick, D; Bye, A; Byford, S; O’Connor, S; Sands, P; Demilew, J; Milgrom, J; and Pickles, A. (2018) Accuracy of the Whooley questions and the Edinburgh Postnatal Depression Scale in identifying depression and other mental disorders in early pregnancy. The British Journal of Psychiatry. 212(1) pp. 50-56. Available from: https://www.cambridge.org/core/journals/the-british-journal-of-psychiatry/article/accuracy-of-the-whooley-questions-and-the-edinburgh-postnatal-depression-scale-in-identifying-depression-and-other-mental-disorders-in-early-pregnancy/A317DC7FBD645FB34FF8A1D2E2762A5F [Accessed 02/12/18].
Kimmel, M; Ferguson, E; Zerwas, S; Bulik, C and Meltzer-Brody, S. (2016) Obstetric and Gynecologic Problems Associated with Eating Disorders. International Journal for Eating Disorders. 49(3) pp. 260 - 275.
Local NHS Trust (2014) Maternity Early Observation Warning System including Level 1 Pathway escalation. Local NHS Trust.
Local NHS Trust (2016) Maternity Triage Policy. Local NHS Trust. 
Local Trust Policy (2015) Perinatal Mental Health. Local NHS Trust
Lowes, H; Kopeika, J; Micali, N and Ash, A. (2012) Anorexia nervosa in pregnancy. The Obstetrician and Gynaecologist. 14. pp.179- 187.
NHS England (2016) Saving Babies Lives: A Care Bundle to reduce stillbirth. London.
NHS Foundation Trust (2019) What is my body mass index? NHS Foundation Trust (online) Available from:https://www.cuh.nhs.uk/addenbrookes-hospital/services/obesity-services/what-my-body-mass-index-bmi [Accessed 06/01/19]
NICE (2015) Preterm labour and birth. NICE (online) Available from: https://www.nice.org.uk/guidance/ng25/chapter/Recommendations [Accessed 06/01/19]
NICE (2017) Eating disorders: Recognition and Treatment. NICE [online] Available from: https://www.nice.org.uk/guidance/ng69/chapter/Recommendations [Accessed: 02/12/18].
NICE (2017) Intrapartum care for healthy women and babies. NICE (online) Available from: https://www.nice.org.uk/guidance/cg190/chapter/Recommendations#monitoring-during-labour [Accessed 06/01/19]
NICE (2018) Antenatal and postnatal mental health: clinical management and service guidance. NICE [online] Available from: https://www.nice.org.uk/guidance/cg192/chapter/1-Recommendations#psychological-interventions-for-eating-disorders [Accessed 02/12/18]
NICE (2018) Urinary tract infection (lower) Anti-microbial prescribing. NICE (online) Available from: https://www.nice.org.uk/guidance/ng109/chapter/Recommendations [Accessed 06/01/19].
Nursing and Midwifery Council (2018) The code: Professional standards of practice and behaviour for nurses, midwives and nursing associates. London: Nursing & Midwifery Council.
Sebire, NJ; Jolly, M; Harris, J; Regan, L and Robinson, S. (2003) Is maternal underweight really a risk factor for adverse pregnancy outcome? A population‐based study in London. BJOG: An international Journal of Obstetrics and Gynaecology. 108(1) pp. 61 – 66. 
Verma, A and Shrimali, L. (2012) Maternal Body Mass Index and Pregnancy Outcome. Journal of Clinical and Diagnostic Research. 6(9) pp.1531 – 1533.
World health organisation (2018) Preterm birth. WHO (online) Available from: https://www.who.int/en/news-room/fact-sheets/detail/preterm-birth [Accessed 06/01/19].
Wylie, L and Bryce, H. (2016) The Midwives' Guide to Key Medical Conditions: Pregnancy and Childbirth. 2nd Edition. London: Elsevier.






