



[bookmark: _GoBack]Lucy is a gravida 2 para 1 and aged 29. She is in a supportive relationship and presents at booking, 9 weeks gestation, with a body mass index (BMI) of 18 and an ongoing eating disorder for which she has been seeing a nutritionist. Lucy smokes 20 cigarette’s per day and has had a preterm labour at 33 weeks gestation. Her blood pressure was 129/69 and pulse was 68. Due to word limitations this essay will focus on two key areas, smoking in pregnancy and preterm labour.

Lucy is currently attending a 31 week antenatal appointment which would not form part of the scheduled antenatal care for a multi gravida women, however a 31 week appointment may be made by the midwife for a women who may be considered in need of additional antenatal care (National Institute of Health and Care Excellence (NICE), 2015) 

Lucy presents with abdominal pain, and pain on micturition.  In the first instance the community midwife would introduce him/herself to Lucy, in line with the NMC code (Nursing and Midwifery Council (NMC), 2015) offering good communication and gaining consent to carry out Lucy’s routine antenatal care consisting of taking her blood pressure, urine analysis, abdominal examination, auscultation of the fetal heart, measuring the fundal height if required at this appointment, and communicating findings, documenting everything in the antenatal notes, making any necessary referrals and offering any support required.  

On analysing her urine, it is found to have +2 leucocytes which could be indicative of a urinary tract infection (UTI). The midwife would liaise with the general practitioner (GP) with regards to placing Lucy on broad spectrum antibiotics whilst the urine sample is sent away for a culture and sensitivity test so the UTI can be treated affectively with the correct antibiotics (NICE, 2015). Lucy’s abdominal pain could be caused by other factors which also need investigation, so the correct care can be given (Wylie & Bryce, 2016)

UTI’s can present serious complications for the mother and baby leading to adverse pregnancy outcomes such as preterm birth and small for gestational age (SGA) (Cochrane, 2019). It is important therefore that they are treated effectively, and women are educated about this(Cochrane, 2019). Without treatment UTI’s can move from being a lower UTI to becoming Pyelonephritis, an upper UTI, which if not treated can quickly become sepsis and further lead to preterm labour, premature rupture of membranes and renal complications for the women. Specialist advice should be sort if this is a recurrent UTI for Lucy (NICE, 2015).

It would be imperative for the midwife to review the notes to update her/himself with Lucy’s history, any referrals that have been made, documentation from consultants and anyone else that may have been involved in Lucy’s care up to the present date. It is important the midwife ensures that Lucy is on the correct pathway for the risks outlined above at her booking appointment as she would have been considered high risk and would therefore have been referred for her BMI, her eating disorder, her smoking which contributes to pre term labour and carries the risk of intrauterine growth restriction and would have required a referral for serial growth scans (Williams, et al., 2018) and her previous preterm labour resulting in having consultant led care. Moreover, it is important that the community midwife ascertains that this has taken place and that Lucy has been seen on a regular basis by her named consultant. 

Having noted that Lucy is a smoker the midwife would be looking in the notes to confirm whether or not Lucy has been offered carbon monoxide (CO2) testing which would be an indicator to the midwife as to the physical measure of her smoking, providing the midwife with the opportunity to offer appropriate support to Lucy through smoking cessation (National Institute of Health and Care Excellence, 2010).  It also gives the midwife the chance to outline the risk associated with smoking in pregnancy for the fetus and mother (NICE, 2018).

CO2 has an affinity to haemoglobin, it displaces oxygen and binds, meaning that less oxygen is transported around the body to the tissues. (Meisenberg & Simmons, 2012). This therefore puts the fetus at risk of intrauterine growth restriction and developing hypoxia ischemic injury (Chan, et al., 2017)

As Lucy is a smoker the midwife will need to ensure that screening for diabetes has taken place, because the risk of gestational diabetes is increased due to smoking raising the blood sugar and also damaging the lining of the blood vessels. (Moore Simous, et al., 2014).

The risks smoking has on the unborn fetus are extensive and can be fatal as they range from placental complications, such as placental abruption where the placenta suddenly separates for the wall of the uterus before the fetus is ready to be born, placenta praevia where the placenta partially or completely covers the opening of the cervix, increasing the risk of interventions at the point of delivery and severe bleeding during pregnancy and delivery (Mayo Clinc, 2018). The chance of miscarriage is also increased as is the chance of stillbirth (Williams, et al., 2018). Smoking reduces the risk of pre-eclampsia due to the effects it has on geogenic factors being the growth of new blood cells, endothelial function and the immune system which in turn has the effect of lowering the risk of pre-eclampsia. However, the risk of eclampsia is increased by 5 times. (Mayo Clinic, 2018). 

The midwife would be keen to establish whether Lucy has been meeting with her nutritionist with regards to her eating disorder which was disclosed at booking. Her BMI is low at 18, which may be related to the eating disorder. It would be fair to assume that Lucy may not be eating and drinking sufficiently for that pregnancy. Due to this she may be dehydrated and therefore have increased viscosity of the blood, which in turn causes vasoconstriction and internal vessel damage and an endothelial injury, combined with her smoking and pregnancy, increasing her risk of VTE which are the contributing factors to thrombosis as per the Virchow’s Triad (Pathology Student, 2009). 

It is essential that all pregnant women maintain a healthy balanced diet (NHS, 2017), which may have been a challenge for Lucy. Studies state that women who are pregnant with an eating disorder are susceptible to hyperemesis  (Leddy, et al., 2009). If this was the case for Lucy, this would also add to the score Lucy received on her Venous thromboembolism (VTE) assessment further requiring a consultant referral. Therefore it is imperative at 31 weeks to establish the care that Lucy’s has been receiving for this and whether the appointments have been attended by Lucy as studies show that women with a low BMI are at risk of adverse obstetric outcomes, lower birth weights, premature births and an increased instance of miscarriage (Micali, 2008).

This Lucy would need ongoing appointments with the nutritionist and also a referral to the perinatal mental health team for support on the emotional and mental side 

A Low BMI also brings with it an increased risk of anaemia, depression, an increased risk of hyperemesis gravidarum and increased problems with episiotomy repair (Ward, 2008). As such it is the role of the midwife to discuss and continually assess a women’s mental health and wellbeing (Ward, 2008). The midwife would be supported in this by the involvement of multidisciplinary care consisting of obstetric and midwifery services, primary care and health visiting services, mental health teams, and possible social care and safe guarding involvement where deemed necessary (Local Trust guidelines, 2017). As eating disorders are often accompanied by depression (Robinson, et al., 2015), depression indication questions should be asked by the midwife at booking and again at around 28 weeks (Local Trust Guidelines, 2017) so it would be useful at the current appointment to identify if this has been carried out and any necessary referrals made.

As Lucy’s risk factors and the evidence of her UTI all lead to the risk of preterm labour, the chance of Lucy’s pain being due to her being in labour cannot be over looked. Consequently, the community midwife should at this stage refer Lucy to the maternity day unit (MDU) where her conditions can be investigated further. 

On being refered to MDU, Lucy will be assessed by a midwife to ascertain what Lucy’s situation is. The midwife on her first meeting with Lucy will introduce herself and communicate the current situation and plan of care (Nursing and Midwifery Council (NMC), 2015). The midwife will review the notes so that she has a clear picture of Lucy’s, medical and obstetric history (Local trust guidelines, 2010).   If Lucy is at all anxious, due to having experienced this situation previously, the midwife will offer Lucy support to help alleviate this, by ensuring Lucy is fully informed as to what is happening and is clear on the decisions that she is making, allowing Lucy to gain some control over what may appear to be an uncontrollable situation.  The midwife will gain informed consent to carry out baseline maternal observations, consisting of blood pressure, temperature, pulse, urine analysis and an abdominal examination. Listening to Lucy during her abdominal examination will allow the midwife to ascertain if anywhere is tender to touch (Local trust guidelines, 2010), as this could indicate a placental abruption which is consistent with Lucy’s symptoms, and the risk of this is increased due to Lucy smoking (British Medical Journal Best Practice, 2018). As part of the baseline observations, the midwife will take Lucy’s full blood count and C-reactive protein, with consent, and to ascertain Lucy’s haemoglobin levels, white blood cell count, as well as any indications of any infections. She would chase the results of the urine sample that was taken by the community midwife and all findings would be documented in the notes and on a MEOWs chart.

Preterm labour is a strong risk associated with Lucy due to her previous preterm labour (Local trust guidelines, 2010). Preterm labour occurs between 24 and 37 weeks gestation. It remains the role of the midwife to offer high quality evidence-based care (Local trust guidelines, 2010) and as such the midwife would want to carry out a series of clinical and diagnostic test in order to provide the best possible care to Lucy. This would then allow the midwife to communicate effectively with the multidisciplinary team.

 The midwife will confirm the gestational age of the fetus via early ultra sound. The fetal wellbeing will be monitored via a cardiotocogram (CTG) which will allow the midwife to monitor the fetal heart, and a tocography will provide a good indication as to whether Lucy is in fact having contractions of more than 1 in 10 minutes which could increase the chance of labour taking place. A sterile speculum examination would be carried out by the obstetrician with Lucy’s consent to asses for cervical dilation or vaginal loss. A Cervico vaginal swab for fetal fibronectin should then be carried out. A digital cervical assessment can be considered but should be avoided according to Local trust guidelines. The result of the fibronectin test will give a level of fibronectin that if under 50ng/ml would suggest that preterm labour is unlikely, however if the result is over 50ng/ml then Lucy can be considered to be in preterm labour.

If Lucy is suspected or proven to be in preterm labour, then the multidisciplinary team should be kept informed. This team would include the Midwifery team, SHO, Registrar, Consultant, Paediatrician, SCBU and Anaesthetist.  

It is vital that the midwife continually communicates all finding with Lucy and includes her in any decision-making processes. It is also vital at this stage that the midwife communicates the risks of a preterm birth with Lucy. The risks to the fetus at birth include respiratory distress syndrome, intra ventricular haemorrhage and necrotising enterocolitis. Long term risks to the neonate would be neurological cerebral palsy, lower educational attainment and respiratory bronchopulmonary dysplasia (National Institute of Health and Care Excellence, 2016).

The consultant looking after Lucy would discuss with her the management of the suspected or proven preterm. This discussion would cover the use of Corticosteroids for the benefit of the neonate as evidence suggests that antenatal steroids reduce the risk of respiratory distress syndrome and other complications associated with the prematurity of the lungs (National Institute of Health and Care Excellence, 2016). There is no evidence that a single dose of steroids is associated with and adverse effects in mother or fetus. (Local trust guidelines, 2010). Discussion would also take place with regards to the use of a tocolytic drug with the view to suppressing premature labour as long as there are no contraindications (Local trust guidelines, 2010). This would then allow time for the corticosteroids to work. 

It is also recommended that magnesium sulphate be used for neonatal neuroprotection with one to one care (Local trust guidelines, 2010). The multidisciplinary team will be informed of Lucy’s decisions and also the plan of care. Neonatal liaison will take place and whether or not in-utero transfer is necessary (Local trust guidelines, 2015). 

In line with Local trust guideline Lucy would also be required to take IV antibiotics for Group B Streptococcus prophylaxis once in confirmed preterm labour (Local trust guidelines, 2010).If admitted anti embolism stockings may be fitted because her mobility will be reduced, hence reducing her risk of DVT (NICE 2010).

There are a plethora of risks associated with Lucy’s current situation and consequently many paths her care could take. It would now be the joint responsibility of the multidisciplinary team to establish the most suitable path for Lucy in line with current guidelines, communicating effectively, allowing Lucy to make informed choices, alleviating any concerns and making her birth a positive experience.
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