


[bookmark: _GoBack]Lucy is a 29-year-old woman who presented with abdominal pain and pain on micturition at her 31/40 appointment with the midwife. Urinalysis carried out by the midwife showed 2+ of Leukocytes. Lucy is a gravida 2, para 1 with a previous history of preterm labour at 33/40 gestation. Her son is well and lives at home. Lucy’s booking observations were within normal range: booking blood pressure: 129/68, pulse: 68bp and urinalysis was normal. She was also diagnosed with an Eating Disorder (ED) and has a BMI of 18. However, she has regular appointments with a nutritionist to support her with a healthy lifestyle. Lucy is in a stable relationship and is well supported at home. Lucy’s presenting symptoms could hypothetically lead to various care plan pathways such as premature labour, urinary tract infection (UTI) or even SEPSIS. This essay will briefly explore various pathways based on the information given in the scenario. However, due to word limitation this essay will focus on two key areas: preterm labour and ED in pregnancy. 

EDs are classified as an unhealthy relationship with food whereby maintaining weight becomes a sole focus for the individual (NICE, 2017). An individual could limit their food intake or excessively indulge depending on the type of ED they suffer from, which includes Anorexia nervosa, bulimia nervosa or binge eating (NICE, 2017). There are at least 1.6 million people in the UK suffering from EDs affecting 62.6 per 100,000 women of childbearing age (Micali et al, 2013) and according to Malhi (2015) 7% of pregnant women in the UK suffer from an ED. However, this number could be higher as some women do not disclose that they have an issue or are able to hide their symptoms well. Suffering with an ED during pregnancy will only exacerbate their condition as weight gain is inevitable and this can only increase their anxiety and stress (Ward, 2008). The midwife, therefore, can build a positive rapport with the woman s/he sees during this period. Lucy should find comfort in speaking with the midwife about her mental state or the midwife can use motivational interview (MI) techniques. MI has been proven to be an effective way to empower individuals to alter certain behaviours (RCN, 2017). It is naïve to assume that all women will respond to this, however, just by actively listening (which is part of MI) to Lucy will allow the midwife to listen to cues so that s/he can use to liaise and communicate with the nutritionist so that they work together on supporting Lucy’s ongoing EDs. The midwife can also liase with the mental health and wellbeing team to give Lucy additional support (Local Trust, 2017). It becomes the midwife’s role to educate Lucy about the importance of nutrition during her pregnancy and how it impacts the growth of the fetus (Bryce and Wylie, 2016). However, offering any dietary advice should only be done in partnership with the nutritionist (NICE, 2017) (NMC, 2015). It is also possible for the midwife to shift Lucy’s focus on the wellbeing of her fetus (Bryce and Wylie, 2016) as this may possibly impact her behaviour towards a suitable healthy diet (Dos Santos et al, 2017). Nevertheless, it is important to be sensitive and empathetic towards Lucy during these discussions (Ward, 2008).
According to NHS (2016), the range of a healthy BMI is between 18.5 and 24.9 kg/m². Lucy’s BMI at booking was 18 kg/m², and although she is considered underweight there is no indication as to what her BMI value pre-pregnancy. There is a possibility that Lucy has made progress with her nutritionist. Either way, the midwife should liaise with the nutritionist to ascertain whether Lucy has been attending her regular appointments as well as keep regular communications to remain updated about her progress. This is important because EDs increase the risk of PTL as well as increase the chance of Intrauterine Growth Restrictions (IUGR) (Ward, 2008). Furthermore, IUGR can lead to fetal microcephaly consequently leading to neurodevelopment issues for the neonate and increase the risks of cerebral palsy (Nawathe et al, 2018). The midwife should also ensure that Lucy has had regular scans due to her risk factors (RCOG, 2013).  


Preterm labour (PTL) is defined as spontaneous labour occurring before 37-week gestation, there are at least 7.5% of preterm deliveries in the UK (Kallioinen et al, 2017). There are no specific reasons why it occurs, however risk factors can increase chances of PTL to occur (NICE, 2015). Nevertheless, it has been known that at least 80% of women with signs of PTL remain pregnant after 7 days (Stock SJ et al, 2018). Therefore, it is important to thoroughly investigate before admitting the woman unnecessarily in the hospital to reduce their anxiety as well as costs (Ponting and Tomlin, 2011). 
In Lucy’s case, she had previous history of PTL at 33/40 gestation and that alone automatically increases her risk of another preterm labour (NICE, 2015). According to National Institute for Health and Care Excellence (NICE) (2008) and Local Trust Guidelines (2009), the midwife would have carried out routine observations, with Lucy’s consent. This would have included listening to the fetal heart using a pinard or a doppler, as well as abdomen palpation to determine fetal wellbeing and position. Moreover, the midwife could use this opportunity to determine if Lucy’s abdomen is tender upon palpation, as she complained of abdominal pain and dysuria, in which case it would be indicative of a urinary tract infection (UTI) (NHS, 2017).  UTI is another risk factor which can increase the risk of PTL (Local trust, 2010). UTI is the most common infection affecting women more than men (Wylie and Bryce, 2016) and it is more susceptible in pregnancy affecting at least 10% of pregnant women (Palma-Reis et al., 2013). This is mainly due to the physiological changes occurring during pregnancy, which alters renal functions. This includes increased cardiac output, growing uterus and changes in hormones (Stables and Rankin, 2010, p.462-463). If UTI is left untreated it increases the chance of developing pyelonephritis, which in turn will have clinical implications for the fetus such as IUGR and associated risks of congenital abnormalities (Williams et al, 2018) as well as increased risk of poor pregnancy outcome for Lucy. Therefore, it is crucial for the midwife to be observant of any changes during the antenatal visits. Lucy did not present with a high temperature, nausea or fever, which can eliminate the possibility of pyelonephritis. The community midwife would have to send the urine sample for further investigations. However, as Lucy is considered to have a high-risk pregnancy due to her previous history of PTB it would be advisable to send her to a maternity day unit (MDU) or triage on a labour ward. In addition to this, Lucy smokes 20 cigarettes per day and her ongoing ED increases her risk of PTL (Carter et al, 2018). Sending Lucy to MDU or labour ward would ensure a quick and accurate urinalysis is obtained if the sample is sent as a matter of urgency. It would also allow Lucy to be prescribed and treated with a broad -spectrum antibiotics until a culture and sensitivity results indicates a specific antibiotic to be prescribed. The role of the midwife, whether in community or hospital, should be continuous in caring for Lucy. It is imperative that the community midwife documents the findings and suggested recommendations on the A/N green notes, or electronically updates Lucy’s records. This will allow other healthcare providers involved in Lucy’s care to be notified of any changes.  

Lucy’s care will be managed by a multi-disciplinary team (MDT) in order to plan her care whilst she remains in the hospital (suspected PTL) or if she is discharged home. As Lucy attends MDU she will be cared for by a midwife who will thoroughly review her notes to get an idea of all the risk factors in previous and current pregnancies. As mentioned earlier, Lucy’s previous history as well as ongoing ED and smoking habits will give the midwife an indication of presenting risks and therefore will treat her symptoms accordingly. 
An initial assessment of maternal observations should be carried out 4 hourly to observe any deterioration of Lucy’s physical wellbeing. This can be carried out via the Modified Early Obstetric Warning Score (MEOWS) to allow for early interventions if necessary (RCM, 2015). The midwife would have explained the process of care with Lucy and reassured her as well as ask her about any concerns she may have. With Lucy’s consent, the midwife would palpate her abdomen to assess if the uterus is irritable or tender to touch as it could be an indication of abruption of placenta. The midwife would then offer to auscultate the fetal heart via CTG as part of assessing fetal wellbeing. In addition, a tocography would be used to observe the frequency of contractions if she is experiencing uterine tightening. Uterine tightening is to be expected as part of physiological progress in pregnancy, however due to Lucy’s previous PTB her risk of PTL increases and the midwife would observe frequent contractions of more than 1 in 10 minutes. Lucy would have limited mobility if she is to be monitored via CTG thus it is important to carry out a Venous Thromboembolism (VTE) assessment (RCOG, 2015) and possibly offer anti-embolism stockings to reduce risks of deep vein thrombosis (DVT). According to Virchow’s Triad, a combination of endothelial injury (due to her smoking), stasis of blood flow (immobility) and hypercoagulability (increased cardiac output) would put her at a higher risk of developing DVT (Jerjes-Sanchez, 2015).  Moreover, Lucy should be encouraged to maintain hydration as most pregnant women with ED suffer hyperemesis gravidarum (Berg et al, 2011). 
The midwife should gather a full profile of her condition/symptoms prior to discussing her case with the MDT in order to have a general idea of which pathway to take when planning Lucy’s care. The midwife will, therefore, acquire a full blood count (FBC) and C-Reactive Protein (CRP) to ascertain her haemoglobin levels, white blood count as well as identifying any presence of inflammations but also to form a baseline of Lucy’s blood levels. As Lucy’s urine sample tested positive for Leukocytes, the midwife would send a sterile midstream urine (MSU) sample to the lab for a microscopy, culture and sensitivity. Lucy would also be given a sanitary pad to observe any vaginal loss such as vaginal bleeding, leaking liquor or offensive discharge. 
After reviewing Lucy’s obstetric and medical notes, the consultant would initially assess her cervix dilatation to establish a correct diagnosis. This can be done via a sterile speculum examination, as per local trust guidelines (2010). There is a possibility that Lucy’s cervix might be closed at this point, but to ensure that she is not experiencing signs of PTL the consultant may prefer to carry out a fetal fibronectin test to calculate the likelihood of premature labour and delivery by taking a swab from the posterior fornix (Ponting and Tomlin, 2011). This is a safe test that can prevent further invasive procedures as well as allow consultants/experienced midwives to treat women’s risks individually (Ponting and Tomlin, 2011). It is essential that the consultant/midwife gains informed consent from Lucy and everything is documents in her notes and updated electronically (NMC, 2015). If the Fibronectin result is negative (levels are under 50 ng/ml) then the consultant and midwife could consider monitoring Lucy for 24 hours and possibly send her home ensuring she has the appropriate antibiotics to treat her UTI symptoms. In addition, the midwife should ensure that Lucy is aware of contacting her midwife or labour ward if she develops further symptoms (NMC, 2015). If the fFn levels are positive (over 50 ng/ml) then it is an indication of a suspected PTL. However, the level of fibronectin is directly related to the risk of delivery with higher levels of indicating an increased risk (local trust, 2010). 
The midwife’s role here become essential as s/he will need to ensure Lucy’s involvement in the process and voice her concerns to the consultant as well as ensure that Lucy understands the process if she is to be admitted to the hospital (NMC, 2015) (NICE, 2015). This will help reduce her anxiety levels and empower her to remain in control of her own choices. 
The consultant/midwife will also discuss the benefits and risks of mode of delivery with Lucy as well as pharmacological management. The use of tocolytic drugs to inhibit uterine contractions, for example, would be used in accordance with NICE (2015) and local trust guidelines (2010). Research has shown that delaying preterm birth can improve the outcomes for neonates (Crowther, 2014) if the uterus is not a hostile environment for the fetus (NICE, 2015). Intravenous Magnesium would also be considered for fetal neuroprotection as preterm neonates have a higher risk of developing cerebral palsy (Doyle, 2009). Furthermore, Group B Streptococcus prophylaxis would be administered in line with the RCOG (year) and local trust guidelines (2010). It is also imperative for Lucy to receive 1 to 1 care to observe clinical signs of magnesium toxicity thus checking maternal observations (bp, pulse, respiratory rate, oxygen saturation and tendon reflexes) and urine output at least every hour, as per local trust guidelines (2010). 

In conclusion, the MDT could hypothetically use several pathways to support Lucy’s condition. The most suitable plan of action is entirely dependant on the outcome of her clinical assessment. Maintaining clear and thorough communication between different disciplinary is imperative in providing a safe and productive experience for Lucy. 
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