


[bookmark: _GoBack]Lucy is a G2 P1 and has numerous risk factors that may affect her current pregnancy. After researching her risk factors, it has been concluded that this is a high-risk pregnancy and she will need to be under Consultant Led Care for the duration of her pregnancy. This is due to several risk factors. These risk factors will be discussed throughout the essay and both short-term and long-term care plans will be devised for Lucy to see her safely through her pregnancy. 
The risk factors that have been identified in Lucy’s case study include the following: an ongoing eating disorder and a low BMI. These risk factors combined may cause numerous complications for Lucy and her pregnancy, she is more likely to experience; miscarriage, cardiac irregularities, gestational diabetes, antepartum and postpartum depression and premature birth. As well as risks to herself, Lucy’s baby will also be at risk of; poor development, low birth weight, respiratory distress and feeding difficulties (National Eating Disorders Association, 2018). The other risk factors identified are; Lucy is an ongoing smoker and has had a previous pre-term birth at 33/40, these are the two key areas that will be focussed on in this essay.
The first key point that will be discussed is, Lucy being a smoker. Smoking is a lifestyle habit that not only causes adverse health outcomes for an individual themselves, but when expecting a child, it can also affect them for the rest of their lives. Although smoking in pregnancy is slowly on the decrease, there are still many women continuing to smoke during their pregnancy. In 2016, the rate of smoking in pregnancy was at 10.7%, but by December 2017, figures showed no sign of progressing with 11% of women still smoking during their pregnancy (Lullaby Trust, 2017). 
Smoking carries several risks to a pregnant woman and the unborn child they are carrying. Smoking reduces the amount of oxygen and nutrients the fetus receives through the placenta. It also puts the mother more at risk of: Miscarriage, Ectopic Pregnancy, Stillbirth, Premature Delivery and Placental Abruption (Royal College of Obstetricians and Gynaecologists, 2015). According to the Royal College of Midwives, studies have shown that women who smoke during pregnancy increase their chances of a stillbirth by 47%. Women who smoke 10 or more cigarettes in a day, increase their risk by 52% (Marufu et al., 2015). Smoking also doubles the risk of Premature Rupture of Membranes (PROM), which can then develop onto Premature Delivery (Tommy’s, 2016).
Once the child is born, it is at an increased risk of being a Small for Gestational Age (SGA) neonate, developing respiratory problems, having birth defects such as cleft lip and palate and they are at an increased risk of Sudden Infant Death Syndrome (SIDS) (NHS, 2016).
Midwives are the first healthcare professionals in contact with women at the very beginning of their pregnancy, right through to the end. Women put a large amount of trust into midwives and midwives can be very influential on women, and the decisions they make. The booking appointment is the first point of\ contact that Lucy will have with her midwife. It is essential that the midwife starts to build a repour with Lucy and starts to gain her trust. At the end of the appointment, it is vital that the midwife assesses Lucy’s exposure to tobacco smoke through discussion, ensuring to find out if there is anyone else in the family home that smokes. Once this information has been shared, it is then part of the booking appointment to perform the CO test. It is important to ensure that Lucy knows what this is, to gain informed consent (Nursing and Midwifery Council, 2015). Once it has been established that Lucy does smoke, it is the midwives responsibility to provide information such as leaflets and encourage her to stop smoking completely. The midwife should explain that it is her duty of care to offer referral for smoking cessation – it is then Lucy’s decision as to whether she accepts this referral. Once this offer has been made, the ‘NHS Pregnancy Smoking Helpline Number’ should be provided, if they would like support to quit in the meantime. If Lucy’s partner or other members of the household smoke, it is important to suggest that they quit also, this is encouraged as it is likely to help Lucy and make her feel she has the support from her partner/family members (National Institute for Health and Care Excellence, 2010). 
Women who smoke should receive routine Antenatal Care up until 26-28 weeks gestation until delivery, where it is recommended that she has serial growth scans with Dopplers, every 2-3 weeks. This is in line with the Saving Babies Lives Care Bundle which was introduced by the NHS in 2016. Lucy being a smoker, puts her baby at risk of Intrauterine Growth Restriction, therefore, it is recommended that an Estimated Fetal Weight (EFW) is recorded every 2-3 weeks, this in place of a Fundal Height measurement, usually performed by her midwife. The EFWs should be documented on Lucy’s customised growth chart (Saving Babies’ Lives – NHS England, 2016). It is vital that communication between Lucy’s Midwife, Sonographer and Consultant remains in place after every antenatal visit. This will ensure that Lucy and her unborn child receive safe, effective care throughout her pregnancy.
The second key area that will discussed is, that she had a previous preterm delivery at 33/40. 
Preterm labour is labour resulting in a preterm birth, this occurs before 37/40 but after 24/40 gestation. Preterm birth is a major cause of neonatal morbidity and mortality and has long-term consequences on the neonate’s health and developmental capabilities (Platt, 2014). There are a specific risk factors that increase the incidence of a preterm delivery, these include; a low BMI (<19), poor nutrition, smoking, depression, drug/alcohol abuse and a previous preterm labour (Hamilton and Tower, 2013). 
Lucy has 4 risk factors for a preterm labour and therefore is at a high risk of having another preterm delivery. Before offering Lucy methods of treatment to prevent the occurrence of preterm labour, it is essential that she receives all the information she needs including: the likelihood of her having a preterm birth, the risks of Pre-term Pre-labour rupture of membranes, short-term and long-term consequences and the management of care throughout her pregnancy. This should be discussed and understood by Lucy before offering her any treatment. One method of treatment that will be offered is Vaginal Progesterone. The hormone progesterone inhibits uterine activity and cervical ripening. Studies have shown that the prophylactic use of progesterone decreases the rates of preterm labour in women with a history of preterm birth (Fonseca et al, 2003). The second method of treatment that will be offered to Lucy is a ‘cervical cerclage’. This is a suture placed around the cervix during pregnancy to correct any structural weakness or defect. Cervical Cerclage has been shown to be one of the most effective treatments in reducing the risk of Preterm Birth (Iams, 2014). 
Once these treatments have been offered, it is then Lucy’s decision if she accepts or declines. However, it is essential that her midwife and the multidisciplinary team (MDT) discuss her risk factors for preterm birth and encourage her to quit smoking, ensure she gets support with her eating disorder to encourage her to gain weight and decrease the likelihood of her experiencing the complications associated with her risk factors. Lucy’s midwife and the MDT should respect her decision and provide her with an ongoing management plan to ensure that she receives safe and effective care. 
It is vital that Lucy is aware of the signs of preterm labour and knows what to do if this occurs with her current pregnancy. Lucy’s midwife should have the discussion with her and ensure that she contacts the labour ward in her local area if she experiences any of the following before 37/40: Period-like cramps, PPROM, a show, pressure in the pelvic area, nausea, vomiting and/or diarrhoea (Tommy’s 2017). The parents should receive an explanation about the care Lucy and her baby will receive, including the potential length of the neonate’s stay. Ensuring they are aware of the potential of herself or her baby being transferred to another unit for specialised care, a tour of the neonatal unit should be offered, risk factors of a preterm birth and they should also be offered the opportunity to talk with a neonatologist or paediatrician if they wish (NICE, 2015).
Lucy should be made aware of the medication she may be given to protect herself or her baby, if it is discovered she is in preterm labour. Lucy may be given Tocolytics to slow down the progression of labour and be given steroids to support the baby’s lungs to mature. The Tocolytics could also give the MDT time to move Lucy to a specialist hospital if any concerns are raised. If Lucy goes into preterm labour between 24 and 34 weeks gestation, it is important she is made aware of Magnesium Sulfate and that this will be offered to protect her baby’s brain. Discussion of Fetal Monitoring during her labour including Fetal Blood Sampling should also be discussed with Lucy and her partner. Due to her being likely to experience complications during her labour, Lucy will be encouraged to have Continuous Electronic Fetal Monitoring (CTG). Fetal Blood Sampling will only be performed if there are any concerns with fetal wellbeing (NICE, 2015). Discussion of what will happen after the birth should also take place, including the likelihood of the neonate needing resuscitation and transportation to the neonatal unit. 
If Lucy had another preterm delivery, the neonate will be more likely to experience health problems and may require a longer stay in hospital. The consequences of a preterm delivery for the neonate include: apnoea, respiratory distress syndrome (RDS), jaundice, anaemia and an increased risk of infection. These conditions are all related to the neonate’s anatomy not being fully developed before being born (March of Dimes, 2018). 
At Lucy’s 31/40 appointment, she complains of abdominal pain and pain on micturition, she also has two plus’s of leucocytes in her urine. From this clinical information, it could be that Lucy has a urinary tract infection (UTI), but due to her past medical and obstetric history, it is vital that Lucy is sent to hospital for a full antenatal assessment and is reviewed by a doctor. On arrival at the hospital, Lucy should have a full set of maternal observations, urinalysis – which should be sent as urgent for a microscopy, culture and sensitivity (MC&S) to confirm the type of UTI and to confirm the antibiotics prescribed are going to treat it effectively. A thorough history should be taken from Lucy, an abdominal palpation should be performed to assess the presentation, lie and position of the fetus, and a CTG should be commenced to assess fetal wellbeing. Due to Lucy’s gestation, the doctor should be called to review Lucy and examine her cervix digitally and with a speculum, to assess if she is in labour, this is due to risk of membrane rupture and infection. A swab will be taken called ‘partosure’ to confirm or rule out preterm labour. If it was positive, the midwife and the MDT would follow the management plan discussed above for preterm labour (Local Trust Guidelines, 2015). If it was negative, it is likely to be a UTI. Pregnant women should be prescribed 7 days of antibiotics and treated for symptoms of a UTI immediately, regardless of whether the MC&S results have been returned. This is due to the risk of the UTI developing into a kidney infection which in turn can cause premature labour and low birthweight (Tommy’s, 2018). 
The role of Lucy’s midwife throughout her pregnancy is ensuring the development of an open, honest and trustworthy relationship. The midwife should provide Lucy with up-to-date, accurate information and support to allow her to make informed decisions. Lucy should feel confident and comfortable to confide in her midwife and know that she will be an advocate for her in her times of need. The midwife should respect all of Lucy’s decisions and support her, even if Lucy is going against medical advice or recommendations.
As a midwife, it is an essential part of their role to work within the multi-disciplinary team. This involves effective communication with other midwives, doctors, care assistants and other healthcare professionals. Multi-professional working plays a vital role in providing women with high quality, safe care (Royal College of Midwives, 2018). In Lucy’s case, she is at high risk of many complications throughout her pregnancy, labour and birth, therefore ensuring accurate, timely and precise documentation throughout her pregnancy, will also play a key role in the development and effectiveness of Lucy’s care plan. 
The research that has been completed conclude that Lucy’s pregnancy is high risk. Lucy will need close monitoring throughout her pregnancy, informed of the management of her care and the risks her pregnancy carries. It is important that Lucy is given all relevant information by her midwives and doctors to enable her to make informed decisions in regards to her care.
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