


Women should be able to develop personalised care plans with multi-disciplinary teams in order to reflect their health and psychosocial needs for better birth experiences (NHS England, 2016). In regard to Lucy; there are no apparent social concerns, she has an ongoing eating disorder, she is a smoker, her obstetric history includes a pre-term birth at 33 weeks’ gestation and has a low BMI of 18(WHO, 2018). Lucy presents at her 31-week antenatal appointment with abdominal pain, pain on micturition and 2 pluses of leucocytes in her urine. The focus of this essay is to examine the altered health conditions which Lucy presents with and the management for this, whilst focusing upon Lucy’s risk factors for a subsequent pre-term labour and the impact of her BMI on pregnancy.

Body mass index (BMI) is a measurement tool for indicating nutritional status in adults, considering weight (kg) and height (metres2). Lucy’s BMI is 18 which is clinically classified as underweight (WHO,2018) Additionally, Lucy has an eating disorder the potential risks to both mother and fetus of these combined factors include: miscarriage, pre-term birth, low birth weight infants, hypertension and pre-eclampsia. It has been suggested that women with eating disorders are more likely to have a relapse or have worsening symptoms during pregnancy and postnatally (Bye, A et al, 2018). Therefore, it is important that Lucy continues to have appointments with her nutritionist antenatally to monitor maternal nutrition, and that the nutritionist and community midwife communicate to continuously monitor her condition.

Lucy is at an increased risk of having a small for gestational age newborn (SGA) and experiencing an intra-uterine growth restriction (IUGR) due to ongoing risk factors. Significantly, these neonates tend to be at a greater risk of perinatal morbidity and mortality (Leng, J et al,2016). It is theorised that women with a low pre-pregnancy BMI have poor nutritional flow across the placental barrier resulting in SGA neonates - due to this increased risk Lucy should be offered serial scans from 26 to 28 weeks’ gestation (RCOG 2014; NHS England 2016). It is the responsibility of the community midwife to ensure the referral for serial scans has been made and that Lucy is aware and attends appointments.

Pre-term birth is defined as the birth of an infant before 37 weeks’ gestation (WHO, 2018). Risk factors for preterm labour include smoking, low BMI and previous pre-term labour, which are all present in Lucy’s history (Local trust policy, 2018). Additionally, a suspected UTI can be a causative factor of uterine irritability and consequently, pre-term labour. 
It is essential that she is closely monitored for signs of pre-term labour and counselled accordingly.
 
As established from Lucy’s booking appointment she has had a previous moderate preterm birth (32 to 33 weeks’ gestation) putting her at a 2.5-fold increased risk of another pre-term birth (Stock, S, Oyston, C and Norman, J 2013). Lucy is at high risk of a pre-term delivery: management of this pregnancy may include encouraging Lucy to take nutritional supplements such as folic acid, zinc supplementation and iron (Stock, S, Oyston, C and Norman, J 2013). Additionally, antenatal treatment to reduce the risk of a preterm labour such as progesterone intra-muscular (I.M) injections during the second trimester may be appropriate. Progesterone has anti-inflammatory properties and prevents cervical ripening: it has been shown progesterone I.M injections during the second trimester reduces pre-term birth prior to 34 weeks’ gestation (Oyston, c and Groom, K 2016). 

Moreover, smoking in pregnancy has a strong correlation with spontaneous pre-term birth. (Ion, R and Lopex-Bernai, A 2015). Behavioural interventions are effective in smoking cessation or reducing smoking rates during pregnancy (Ion, R and Lopex-Bernai, A 2015). Within the United Kingdom it is the midwife’s responsibility to offer smoking cessation services initially at the booking appointment and at subsequent appointments if appropriate (NICE, 2010). The community midwife should discuss Lucy’s current smoking status and make appropriate referrals to the smoking cessation team to help Lucy to stop smoking during her pregnancy. Confirmation of cessation of smoking or continuation of smoking can be tested via carbon monoxide testing by the community midwife during antenatal appointments (NICE, 2010)

NICE recommends that multiparous women with uncomplicated pregnancies are seen a minimum of 6 times during their pregnancy (NICE,2017) However, as established by obstetric history Lucy’s pregnancy is with additional risk factors, therefore, increased antenatal visits should be considered and offered by the community midwife (NICE, 2017 [2]). In accordance to Local trust policy Lucy’s risk factors (previous preterm birth and an ongoing eating disorder) would also meet the threshold for shared care between the midwife and obstetric consultant who will communicate with each-other to ensure Lucy’s care is individualised for her needs (Local trust, 2016).

At Lucy’s 31-week antenatal appointment routine maternal observations should be performed including blood pressure measurement and urinalysis. Blood results from the 28-week appointment should be reviewed, discussed and recorded within the antenatal notes (NICE, 2017). An abdominal palpation should be performed to assess fetal growth and to determine the lie of the fetus prior to auscultation of the fetal heart rate to ensure fetal wellbeing (NHS trust, 2016). The midwife should also discuss fetal movements to further assess wellbeing (NHS, 2016). Lucy’s antenatal notes should be reviewed to ensure that the appropriate referrals have been made and that she’s on the correct care pathway. 

Due to Lucy complaining of pain on micturition and two pluses of leucocytes in her urine it may be indicative of a urinary tract infection (UTI) (NHS, 2018). A UTI is defined as an infection of the kidneys, bladder, ureters or urethra (BMJ, 2018). UTI’s affect up to 10% of all pregnant women and is one of the most common medical complications during pregnancy (Kalinderi K et al 2018). Untreated UTI’s have significant risks to both mother and fetus including pre-eclampsia, low birth weight, fetal death, cerebral palsy and a 40% increased risk of developing pyelonephritis (Matuszkiewicz-Rowinska, J, et al, 2015). 

To exclude the possibility of urine contamination, Lucy should be provided with a sterile pot and asked to provide another urine sample: A midstream urine sample should then be sent off for a Microscopy, Culture & Sensitivity screen (M, C&S) (NHS trust, 2015).  UTI’s also increase the risk the risk of pre-term labour (Matuszkiewicz-Rowinska, J, et al, 2015). As Lucy reports abdominal pain alongside possible UTI symptoms, she may be symptomatic of pre-term labour. Lucy’s abdomen should be palpated by the community midwife to detect any palpable contractions, followed by an immediate referral to the hospitals triage assessment unit to be reviewed by an Obstetrician (Local trust policy, 2017). The community midwife should also document the antenatal appointment in the antenatal notes so that there is an accurate clinical history for when Lucy arrives within the hospital (NMC, 2015). 

Within the triage assessment unit, a comprehensive history should be taken from the hospital midwife in regards any symptoms of pre-term labour including other symptoms such as vaginal bleeding, and reassurance should be given to Lucy and her partner about any concerns they may be have in regard to herself or the fetus (NICE, 2015[1]). The notes should be reviewed so that the midwife has a full clinical picture of the woman before performing any diagnostic tests or examinations. Lucy’s baseline observations should then be repeated to assess any decline in maternal wellbeing and an abdominal palpation should be repeated. Additionally, a CTG should be performed to assess uterine activity and fetal wellbeing, as maternal systemic infections can cause fetal tachycardia (Johnston C, et al, 2017). Lucy would then require a review by the obstetrician, with consideration of a prescription for a course of broad-spectrum antibiotics for a minimum of seven days (NICE, 2015). 

As per NICE recommendation a speculum examination and digital examination to asses for cervical dilatation (NICE, 2015 [1]) should be performed by the obstetrician due to her gestation (Johnson R and Taylor W, 2016). Prior to a digital examination, biochemical marker tests may be performed to asses if pre-term labour is imminent. Local trust policy states that this test would be Fetal Fibronectin (Local trust policy 2018). Fetal fibronectin is a glycoprotein found in the decidua of the placenta, testing can be performed between 22- 34 weeks’ gestation and can indicate the likelihood of preterm labour occurring. The sample can be taken from the posterior fornix of the cervix during a speculum examination (Hezelgrave, N, et al 2015).  However, sexual intercourse within the past 24 hours or vaginal bleeding affects the tests’ accuracy due to the possibility of it increasing concentrations of the glycoprotein (Hezelgrave, N et al 2015). During the speculum, a swab should be taken to screen for Group B streptococcus (local trust policy, 2018). Another diagnostic test to diagnose pre-term labour for women with intact membranes is a transvaginal ultrasound to asses cervical length this can detect changes of the cervical Os such as cervical ripening which occurs prior to the onset of labour (Hezelgrave, N et al 2015). The shorter the cervical length the more likely pre-term labour will occur. 

Lucy should also be assessed for Preterm pre-labour rupture of membranes (PPROM): the rupture of fetal membranes before 37 weeks’ gestation without the onset of spontaneous uterine activity resulting in cervical dilation (Aris IM, Logan S, Choolni M, Biswas A, Bhattacharya S 2016). Approximately 20% of women who develop pre-term labour present with PPROM (NICE, 2015) and account for 40% of all pre-term births (NICE, 2015; Menon R et al 2011). Diagnosis of PPROM includes observing for amniotic pooling whilst performing a speculum examination. If pooling is not observed, an obstetrician should perform an insulin-like growth factor binding protein-1 test or placental alpha-microglbulin-1 test of vaginal fluid (NICE, 2015). 

If PPROM is confirmed, Lucy should be offered oral antibiotics for a maximum of ten days or until Lucy enters established labour (NICE, 2015). As Lucy is at high risk of pre-term labour due to her pre-existing risk factors in addition to her symptoms at her antenatal appointment, an inpatient admission should be considered to closely monitor for symptoms of pre-term labour. If pre-term labour is not confirmed, Lucy’s maternal observations should be performed regularly to assess maternal wellbeing alongside twice daily CTG’s to monitor fetal wellbeing. During Lucy’s admission to the antenatal ward the neonatal team should be liaised with in regard to Lucy’s condition daily using an SBAR tool, in order to plan for the delivery of a pre-term neonate to ensure clear and relevant communication (RCOG, 2010) Additionally, if able, Lucy should be offered a tour of the Neonatal unit and time should be allocated to answer any questions.

If pre-term labour is diagnosed with intact membranes, tocolysis may be considered alongside the administration of antenatal corticosteroids, as it has been suggested that they reduce neonatal morbidity or mortality. Additionally, transportation to a tertiary care facility specialising in the care of a pre-term neonate may be appropriate if the local hospital cannot provide such care (Haas D, Caldwell D, Kirkpatrick P, Mcintosh J and Welton N 2012). However, Tocolysis should not be administered if the woman has PPROM, Chorioamnionitis, placental abruption or cardiac disease (WHO, 2015). Women who have suspected or confirmed preterm labour, with/without PPROM should be offered corticosteroids after consideration of her personal circumstances. Additionally, a discussion should take place with the woman in relation to the benefits and risks of corticosteroids prior to administration (NICE, 2015). The main benefit of maternal corticosteroids is a reduced likelihood of preterm neonatal resuscitation being required, as they enhance lung maturation and the production of natural surfactant, consequently reducing the incidence of respiratory distress syndrome (RCOG, 2010).

If Lucy is in established pre-term labour magnesium sulfate should be administered for neonatal neuroprotection. Lucy would need to be monitored closely by the midwife for signs of magnesium toxicity (NICE, 2015). Additionally, women who labour prematurely are at the highest risk of early onset GBS transmission to their neonate (22% of all babies in 2015) therefore all women in confirmed pre-term labour should be offered GBS IV antibiotics during labour to protect the neonate from infection (RCOG, 2017).

Women who have experienced a preterm birth tend to be at an increased risk of postnatal depression, flash backs and other PTSD symptoms. Such women are also much less likely to be visited by the community midwife and access postnatal support services (Henderson, J; Carson, C and Redshaw, M 2016). Also, women with eating disorders are more likely to have worsened symptoms during the postnatally and are more likely to develop anxiety and postnatal depression (Bye, A et al, 2018). Therefore, it is the midwives’ responsibility at each postnatal visit to asses Lucy’s health and wellbeing via Whooley questions and the generalised anxiety disorder scale whilst considering increasing the number of postnatal visits to ensure that Lucy is well supported (NICE, 2018). 

To conclude, care plans are essential for all women however especially for women with altered health conditions in order to provide holistic individualised care. This can only be done if the multi-disciplinary team communicate with each-other to improve outcomes for mother and fetus. When considering Lucy, the co-ordinated care between her multi-disciplinary team strives to achieve best possible care and management of Lucy’s antenatal, intrapartum and postnatal care. 
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