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An individualised care plan should be created for every woman with careful consideration regarding their current and previous medical conditions. This will ensure effective care is provided throughout the antenatal, intrapartum and postnatal period. The focus of this essay is to identify Lucy’s risk factors and discuss how these risks would be managed by the Multi-disciplinary team (MDT) throughout her pregnancy and labour. 
Lucy is a Gravida 2, Para 1. She is 29 years old and is in a supportive relationship. Lucy’s previous birth, two years ago, was a pre-term labour at 33 weeks gestation. Lucy is a smoker and at booking, Lucy’s body mass index (BMI) was 18. Lucy attends regular nutritionist appointments as she has an ongoing eating disorder. Lucy attended her 31 week appointment with her midwife where she reported having abdominal pain and pain on micturition. Lucy’s urinalysis had two plus’s of leucocytes.
Once deviations from the norm occur in pregnancy or labour, the woman will be transferred from Midwifery-led care (MLC) to Consultant led care (CLC) (Dencker et al., 2017). The antenatal booking risk assessment form (Auker et al., 2016) should be used as a tool to decide the care pathway for women. According to this tool, Lucy requires CLC. The high-risk factors which informed this decision are Lucy’s BMI of 18, pervious pre-term labour and that she is a smoker. 
According to the World Health Organisation (WHO 2018), BMI is a measurement used to indicate nutritional status in adults. It is calculated by dividing the individual’s weight in kilograms by the square of the individual’s height in metres (kg.m2). The ideal BMI for an individual is 18.5-24.9. Lucy is in the underweight category as her BMI is 18. Underweight women are high risk during pregnancy for several reasons. They will have a decreased blood volume and therefore less uterine blood flow, this can cause pre-term labour. Underweight women also consume less vitamins and minerals, which will also result in a decreased blood flow (Berghella, 2010). Furthermore, mothers with low BMI tend to give birth to babies that are small for gestational age (SGA). This is due to the fetus not receiving the appropriate amount of nutrients from the mother which can negatively impact fetal growth and the duration of the pregnancy (Haz et al., 2011). As Lucy is underweight, her BMI is a key area for her long-term management in pregnancy. Lucy should be closely monitored throughout her pregnancy by the MDT, she needs to be under CLC and have Nutritionist Counselling (Marshall et al., 2014 pp. 188). The Midwife should liaise with Lucy’s nutritionist to ensure Lucy’s condition does not worsen during pregnancy (Bye et al., 2018). It is good practice for the Midwife to communicate with the other members of the MDT that are caring for Lucy. The Midwife needs to ensure that Lucy is on the correct pathway of care and referrals have been made, for example: due to Lucy being at a higher risk of an intra-uterine growth restriction (IUGR) or SGA, she would require serial growth scans from 26 – 28 weeks gestation to monitor fetal wellbeing (RCOG, 2014). Lucy’s Midwife is also responsible for educating Lucy on healthy eating during pregnancy, encouraging Lucy to maintain a balanced diet.

[bookmark: _Hlk532815929]Lucy is known to have an eating disorder. An eating disorder is defined as an illness of severe disturbances in eating behaviour. It is often an expression of deep psychological problems where food is used as a tool to cope with distress (Wylie et al., 2016 pp.184). There are three main types of clinical eating disorders: anorexia nervosa, bulimia nervosa and binge eating disorder (NCED, 2012). King’s College London (2018) found that 7.5% of women may suffer from an eating disorder during their pregnancy. Midwives must carefully monitor women with eating disorders throughout the perinatal period as they are more prone to obstetric complications. Maternal complications arising from eating disorders are hyperemesis gravidarum, hypertension/pre-eclampsia and anaemia (Ward, 2008). Additionally, eating disorders in pregnancy also have an impact on the neonate: increased risk of IUGR, premature birth and intra-uterine infection (Bothamley et al., 2009 p.249). The MDT must work closely with Lucy to help her manage her eating disorder effectively and to assess for additional obstetric or fetal complication. Women with eating disorders have a higher chance of developing perinatal mental health problems, therefore their Midwives should encourage them to observe their mood. NICE (2018) states Midwives should offer psychological intervention to support these women. At the booking appointment, the Midwife should have asked Lucy the depression identification questions and throughout her pregnancy (Local Trust policy, 2015 [1]). The questions highlight women with previous or current mental ill health, so they can be supported appropriately during the perinatal period. 

Lucy is a smoker of 20 cigarettes per day. At the booking appointment, the Midwife should have questioned Lucy regarding her smoking behaviour as well as carrying out a Carbon Monoxide (CO) test. A CO reading above 4ppm indicates a smoker or exposure to smoke, a referral to CLC and the smoking cessation team should be made (Local Trust policy, 2016 [1]). The Midwife should discuss with Lucy the high risks of smoking during pregnancy, such as: miscarriage, stillbirth, premature birth and SGA (NCT, 2018). It is essential Lucy’s Midwife takes time to discuss smoking in pregnancy as this is one element of the Savings Babies’ Lives Campaign (NHS England, 2016). All women who smoke during pregnancy should be referred for serial growth scans and dopplers to monitor fetal growth. 
Due to Lucy’s previous obstetric history of a pre-term labour the MDT will be cautious and pay careful attention to any signs of pre-term labour reoccurring. Pre-term labour can be defined as regular contractions of the uterus leading to changes in the cervix such as effacement and dilation which occurs before 37 weeks gestation (American College of Obstetricians and Gynaecologists, 2016). It is important to assess whether Lucy is in pre-term labour as women with a history of previous pre-term births have a 2.5 fold increased risk of experiencing another pre-term birth in their next pregnancy (Berghella, 2010).  “Prematurity accounts for 80% of neonatal intensive care occupants, 20% of perinatal mortality and up to 50% of cerebral palsy” (Impey et al., 2012 p.202). Further risks to the neonate include: hypothermia, jaundice and retinopathy. Maternal risk factors of pre-term labour are: previous history, medical conditions such as diabetes or hypertension, urinary tract infection (UTI), BMI < 19.8 and smoking (Impey et al., 2012 p.202). As Lucy has four of these factors, she will be closely monitored for signs of pre-term labour.  

Pre-term labour often presents with abdominal pain that is intermittent and progressive (Devarajan et al., 2014). At Lucy’s 31 week antenatal appointment, she reported having abdominal pain. The Midwife should investigate this pain further, asking when it started, how long it lasts and if she has taken pain relief. A urinalysis should be taken, this is a chemical examination of urine used to test for infection and disease (Baston, 2017 p.132). Lucy’s urinalysis was leucocytosis. This is when there is an increased volume of leucocytes in the blood, which would normally be in response to an infection (Tiran, 2012. p124). In Lucy’s case this is likely to be a UTI. The diagnosis of UTI can be confirmed by urine microscopy and culture of a freshly obtained midstream specimen of urine (MSU). The sample is tested for pyuria and detection of urinary pathogens (Bothamley et al., 2009). UTI during pregnancy can cause many complications such as preterm labour, sepsis and adult respiratory distress syndrome. All of which are life threatening and can cause morbidity if untreated (Johnston et al., 2017). Therefore, it is essential for Midwives to be able to recognise the signs of a suspected UTI and advise women to get antibiotics from their GP. However, due to Lucy’s history of a previous pre-term labour, the Midwife will suspect pre-term labour as well as query UTI.

At every appointment, the Midwife must review the woman’s maternity notes, making sure to document the findings from the antenatal appointment as per the NMC Code (2015). The Midwife needs to review the woman’s current and previous medical history, reviewing scans and the growth of the fetus, checking results of anomaly scans and other tests. Questions regarding fetal movements should also be asked (NHS England, 2016). Routine antenatal care should be carried out at Lucy’s 31 week appointment including blood pressure, an abdominal examination to assess the lie, presentation and engagement of the fetus and auscultation of the fetal heart rate. Palpating the abdomen will help the Midwife ascertain diagnoses such as abdominal tenderness or contractions. Due to Lucy’s abdominal pain and suspected pre-term labour, as recommended by Local Trust policy (2016 [2]), Lucy’s community Midwife should refer Lucy for a triage assessment at the hospital within one hour. The community Midwife should inform the MDT on labour ward, using the SBAR communication tool, that Lucy is attending for an assessment, the team will then have a brief overview of Lucy’s situation.

Upon arrival to the triage department, it is the responsibility of the midwives to carry out Lucy’s initial assessment. The Midwife on the triage department should review Lucy’s maternity notes and ask Lucy to describe her abdominal pain. Routine maternal observations and an abdominal examination should be performed with consent. A cardiotocography (CTG) will need to be performed to assess the fetal heart rate and monitor any contractions if present (Local Trust policy, 2018). Once the Midwife has completed Lucy’s initial assessment, communication with the obstetrician using the SBAR tool should occur. All women with suspected pre-term labour must be reviewed by the obstetric doctor (Local Trust policy, 2015 [2]).

The obstetric examination involves a variety of procedures. The Doctor should introduce themselves and explain the importance of assessing whether Lucy is in pre-term labour. Informed consent must be gained from the woman before carrying out any examinations (NMC Code, 2015). A speculum examination should be carried out by the obstetrician. This is to observe whether the cervix is dilated, observe for vaginal blood loss and liquor. A high vaginal swab should be taken whilst performing the speculum (NICE, 2015). If the assessment indicates the woman is in pre-term labour and she is over 30 weeks gestation, a transvaginal ultrasound measurement can be used as a diagnostic test (NICE, 2015). A transvaginal ultrasound measures the length of the cervix as there is a correlation with a short cervix and increased risk of pre-term labour. A cervical length more than 25mm indicates preterm labour is unlikely (Gilbert, 2011). Therefore, this is an effective measurement for confirming pre-term labour. 
Another test used to assess pre-term labour, is a Fetal Fibronectin (fFN) analysis. It is used at 24-35 weeks gestation for women with signs of pre-term labour. Fetal fibronectins are found in the fetal membranes and decidua throughout pregnancy. After 22 weeks gestation, fFNs is no longer detected in vaginal secretions until approximately two weeks prior to the delivery. Positive results predict that significant preterm cervical changes are likely to occur in the next two weeks. Whereas, negative results predict preterm delivery is not likely in the next two weeks (Gilbert, 2011. p.469).
Following the assessments from the obstetrician, if the OS is closed and no spontaneous rupture of membranes (SROM) is noted, oral analgesia should be offered, and a different diagnosis or infection would be considered, for example UTI (Local Trust policy, 2016 [2]). If the fFN is negative and Lucy is not in pre-term labour, she should be admitted to the antenatal ward for observations. If Lucy continues to be clinically well with no evidence of labour, placental abruption or SROM, she will be provided with oral analgesia and advised to rest at home (Local Trust policy, 2016 [2]). Lucy should be informed to observe for vaginal bleeding, SROM, increased pain and reduced fetal movements. She must report this to the Midwives immediately as these factors will change the plan of care.

If there is confirmation of pre-term labour, Lucy should be transferred to Labour ward immediately. The Midwife must communicate with the neonatal unit (NNU), this will give the paediatricians warning and a brief overview of Lucy’s situation. If delivery is not imminent, Lucy and her partner should be offered a visit to NNU, to familiarise themselves if their baby is transferred for support. Blood samples should be taken with consent for FBC, CRP and group and save (Local Trust policy, 2015 [2]). The Midwives on labour ward should act in accordance with the Local trust policy (2015 [2]) to care for Lucy in pre-term labour.

In conclusion, care planning is essential for all pregnant women. Regardless of their level of care, each woman must have an individualised care plan throughout the antenatal, intrapartum and postnatal period. The care plan should be reviewed at each point of contact because if deviations from the norm occur the pathway of care might change. For care planning to be successful, the Midwife and the MDT must communicate effectively to ensure appropriate care pathways are met for the women. Lucy has a high-risk pregnancy therefore she is under CLC for the remainder of her pregnancy.
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