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Introduction

A pregnant woman Lucy 29 years of age, has a booking appointment with a Midwife at 9 weeks gestation. Lucy’s obstetric history is noted of being Gravida 2, Para 1 as she has had a previous preterm delivery at 33/40, which was two years ago. Her antenatal notes also document her medical history as having a Body Mass Index (BMI) of 18. She has an ongoing eating disorder so regularly meets with a nutritionist. ‘A healthy BMI is above 18.5 and less than 25’ (RCOG, 2001) this would define Lucy as underweight due to her low BMI. In addition, Lucy is a current smoker reporting to smoke up to 20 cigarettes per day. After providing a mid-stream urine sample (MSU), the urinalysis documented from her booking appointment shows nothing abnormal detected which is a positive feature. 
Lucy has attended clinic with a community midwife at 31 weeks gestation for a routine antenatal appointment. She is complaining of abdominal pain and pain on micturition. After providing the midwife with a urine sample, the results show that there are two pluses of leucocytes. Leucocytes are also referred to as white blood cells, which act as a form protection for the body against infection. Increased levels of leucocytes suggest that the body itself is trying to fight an infection. Therefore, the urinalysis results from Lucy’s sample could suggest a potential infection. For example, the presence of a urinary tract infection (UTI) which can increase the risk for adverse outcomes for the mother and neonate such as preterm birth or low birth weight. The Midwife would need to send off the sample for a microscopy culture and sensitivity test as per trust guidelines. 
The Midwife’s role during this appointment should entail thoroughly reading the antenatal notes till the present date to review Lucy’s journey throughout pregnancy. She should discuss with Lucy her presenting symptoms to expand on professional understanding to gain a clearer insight. Additionally, it is the midwifes role to carry out routine maternal observations and document a blood pressure reading and maternal pulse to ensure that they are within appropriate ranges for a pregnant woman as well as, relating them back to her existing baseline observations which were obtained at booking; blood pressure 120/68 and maternal pulse 68 bpm. 

As per NICE guidelines, the Midwife should measure the fundal-symphysis height at each given appointment which, is to be recorded accurately on the woman’s customised growth chart. Fetal growth that is potentially out of normal range should be documented and escalated where appropriate (NICE, 2008). Following the antenatal care pathway (Local trust guideline, 2015) it is not the Midwives responsibility to routinely auscultate the fetal heart, as it does not benefit the insight. However, if Lucy was to request that she wanted the her to listen to her unborn child then with this gained consent the Midwife can safely palpate the abdomen, auscultate and document the fetal heart to provide reassurance (NICE, 2008). Whilst doing so, the Midwife can discuss with Lucy about her experience of fetal movements within pregnancy to assess wellbeing as well as allowing open communication to increase the development of the Midwife-Woman bond for continuity of care. Further assessment of fetal wellbeing is an essential aspect of antenatal care. Lucy will be required to be closely monitored throughout pregnancy because of previous obstetric history and risk of intrauterine growth restriction. She will need to have ongoing serial growth scans put in place, with the findings of the scans clearly documented within the antenatal notes.  
Main overview
Due to Lucy’s altered health conditions, within this essay there will be two focus points of discussion involving key aspects of her health and how this could potentially impact her current pregnancy and labour. This will include preterm labour and smoking whilst linking in the role of the midwife, care planning, referral pathways, the impact on pregnancy and risk to both the mother and neonate. 
“A practicing midwife is responsible for providing midwifery care in accordance with such standards as the Council may specify from time to time to a woman and baby during the antenatal, intrapartum and postnatal periods” (NMC, 2004). 
Smoking cessation is a key contributor to adverse health outcomes and should be a priority for health professionals not just within the local community but nationally within the UK (BJM, 2017). Smoking cessation is a vital service within maternity as the benefits of stopping smoking within pregnancy are significant. It can reduce the risk of complications, reduce the risk of stillbirth occurring and less likely for the baby to have low birth weight (NHS, 2016). The midwife has a responsibility of promoting health and wellbeing throughout antenatal care. Evidenced based information should be provided to Lucy and household members with a smoking status about the risks of smoking and passive smoking for mother and fetus in pregnancy. Lucy must be made aware that she does have the right to decline any screening and help offered so therefore must be given the opportunity to access all forms of information (NMC, 2015). Lucy can be offered a referral to smoking cessation services within which would support the affected woman and families to achieve a non-smoking status within pregnancy. Cigarettes can contain over 4,000 chemicals such as Co2 so, every cigarette inhaled is harmful especially in pregnancy as it can restrict the essential oxygen supply to the fetus from the placenta (NHS, 2016). 
If the Midwife at the booking appointment had not already done so then, the midwife at Lucy’s 31 week appointment should consider many important aspects of her antenatal notes to ensure an appropriate care pathway was placed and has participating members from the multidisciplinary team (MDT). Referral should have been made to the consultant for a review and to be offered consultant led care as per trust guidelines (2018). Reasoning for this referral is due to the vast amount of complications Lucy has within her pregnancy; eating disorders, low BMI and previous preterm labour which, increase the risk of intrauterine growth restriction and premature labour that can result in poor outcomes for mother and fetus. 
As part of the MDT, from booking appointment Lucy would have been referred to a nutritionist in order to educate on how to manage her eating disorder and low BMI within pregnancy by incorporating a healthy, balanced diet and ensuring Lucy is emotionally coping during each trimester. The Midwifes role involves to liaise with the team to see if Lucy has been attending appointments with her dietician and that she feels supported as it is the midwives responsibility to promote wellbeing to ensure all of her needs are met adhering to ‘The Code’ ‘physical, social and psychological needs are assessed and responded to’ (NMC, 2015). Additionally, in the 31 week antenatal appointment the midwife should review the serial growth scans charted and incorporate Lucy’s thoughts and feelings asking how she is coping with her disorder and if there has been an impact on her pregnancy. 
The Midwife should then highlight her concerns of Lucy’s symptoms and investigate to gain an understanding. Due to Lucy having had a previous preterm birth and explaining she has encountered abdominal pain, the Midwife can interpret and consider if she may be experiencing premature labour as her gestation is 31/40 weeks. The National Health Service defines premature labour as ‘labour that happens before the 37th week of pregnancy’ (NHS, 2017). By communicating with Lucy, she should enquire about her abdominal pain, potentially getting Lucy to describe the type of pain she has been experiencing and consider uterine contractions. 

“Preterm labour affects approximately 10% of pregnant women”. Babies that are born prematurely are at a greater risk of complications and the majority of morbidity and mortality percentages resulting from these particular complications such as lifelong medical conditions for example, Cerebral Palsy which not only affects the neonate but can affect parent/s psychologically. 

Due to Lucy’s previous history and current presenting symptoms there would be an essential need for the midwife to explain what is going to happen and refer Lucy into the local maternity triage unit for a review and assessment from the obstetric team. On admission into triage assessment, a midwife taking over Lucy’s care should make introductions to Lucy and anyone whom may have accompanied her. The Midwife can orientate them to the triage unit for example, showing them the call bell for assistance should they need any if the Midwife has to leave the room or similarly the emergency call bell in case of concerning situations. The triage Midwife will need to review Lucy’s notes, check any growth scans and ensure that Lucy has a care plan and birth plan in place. At this point, the midwife can chase the results at the pathology lab for the microscopy culture and sensitivity test to determine if Lucy has an infection such as a UTI which could be a potential cause of her presenting symptoms in which case she would need to be prescribed appropriate antibiotics. The Midwife could also find any recent blood test results to confirm and be able to accurately document Lucy’s blood group whilst waiting, as the Midwife would need to wait for an obstetric review to determine the following events which should be explained to Lucy so she is aware of what is happening throughout her care. 
The Midwife should consider doing a full set of maternal observations including; blood pressure, pulse, oxygen saturations, temperature and respirations to rule out any other potential clinical concerns. The observations taken need to accurately documented onto the trusts maternal early warning score (MEOWS) chart. This particular chart can clearly show when a mother’s clinical condition has deteriorated. 
With informed consent, the Midwife should palpate the abdomen to ascertain the lie, position and engagement of the fetus and then following, she should put Lucy on a Cardiotocography (CTG) to monitor the fetal heart for assessment of wellbeing. Continuous fetal monitoring is likely to be discussed once Lucy has been reviewed. To fully assess Lucy, the midwife will want to know if her membranes are still intact or not, so may ask some questions regarding any loss of amniotic fluid and if there was a colour or offensive smell.
In line with local trust guidelines on pre-term labour and birth, a procedure known as Fetal Fibronectin is used on pregnant women of a gestation between 23+0 weeks and 34+6 weeks where a vaginal swab is obtained from the posterior fornix (Local trust guidelines, 2010). Fetal Fibronectin would be offered with the aim of knowing if there is a likelihood of her going into premature labour which would then result in agreed decisions to be discussed in regards to management of care. If the Fibronectin test is positive meaning Lucy is in premature labour, then the midwife would need to update care plan, the obstetric team of the current situation and document accordingly with the consultant to follow preterm labour. 
Lucy would be admitted to the labour ward where she would receive on-going monitoring of both maternal and fetal well-being, including 4hourly full observations commenced unless clinical condition alters, adhering to trust guidelines. An SBAR handover should be communicated effectively to the MDT and this would need to be accurately recorded within Lucy’s notes. The Midwife should ensure that Lucy is spoken to calmly and clearly so she can understand what is happening and organise contacting birth partners for support if Lucy did not attend triage with anyone. 
Following local trust guidelines, it’s not a midwifes responsibility to perform vaginal examinations on a preterm woman so, the Midwife should request an Obstetric doctor preferably a consultant to fully explain, gain informed consent from Lucy and perform a speculum examination to assess cervical dilation, depending on the findings could confirm Lucy is in labour as well as importantly assessing for possible pre-rupture of membranes. (NICE, 2015). It is essential that the labour ward co-ordinator/senior, paediatric team and neonatal team are made aware of a potential premature birth as soon as possible in order for teams to be prepared and organise any equipment that may be needed for delivery as well as a potential cot space needed on the neonatal unit. (Local trust guidelines, 2016). Post delivery of the baby, it’s important for accurate record keeping so that care handed over to the community is communicated effectively to monitor well-being of mother and baby.

Conclusion 
Following reading the pseudo care study, this essay explains the events of potential subsequence for Lucy when accessing maternity services as well as the midwives role throughout; providing appropriate care planning and clinical actions at 31/40 as Lucy would be categorised as a ‘high risk’ pregnancy. The multidisciplinary team would need to communicate and work collaboratively to ensure Lucy and her fetus receives a high standard level of care to prepare and plan for potential outcomes mentioned. As a result of her previous preterm labour and current scenario, Lucy would need an obstetric review referral per trust guidelines within a booking appointment for any other future pregnancies. Throughout the essay, it is clear that the Midwife has an insightful role of advocating for every woman and ensuring they understand the care they are receiving or plan of care. 
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