


It is apparent from the case study that Lucy has many needs that her midwife needs acknowledge. This essay will seek to address these needs and identify management and care pathways. Long term, Lucy has an ongoing eating disorder, is a smoker, and had a previous preterm labour at 33 weeks gestation. Her body mass index is 18, meaning she is underweight (National Health Service, 2016). These are all factors which can affect health in this pregnancy. In terms of immediate needs, Lucy has presented at her 31-week antenatal appointment with symptoms including painful micturition, significant leucocytes in her urine, and abdominal pain. Two key areas that will be discussed due to limited character count are pre-term labour and smoking. The rationale for choosing these topics is that both can pose significant health implications on the pregnancy and fetus if untreated. 
During Lucy’s 31-week appointment, the midwife should review Lucy’s notes to ascertain her history. It is also important to record and discuss results from Lucy’s 28-week screening tests and to make referrals to obstetricians if necessary. Her blood pressure must also be taken to observe for signs of pre-eclampsia. Therefore, it is important to discuss other symptoms such as epigastric pain, blurred vision and oedema so Lucy can report when deviation from the norm occurs (National Institute for Health and Care Excellence, 2011). 
At every appointment, the midwife should ask Lucy about her mental health due to her ongoing eating disorder. This can be done by asking open ended questions so that the woman can express her feelings freely, or by using self-reporting tools such as GAD-7 and PHQ-9. Kroenke, et al. (2016) describes these as being effective. Guidance reiterates the need for this as part of general discussion about mental wellbeing to ensure the identification of women needing specialist support and to detect when mental health is deteriorating (NICE, 2014). Referral to a specialist midwife who has increased knowledge and experience in this area can encourage better outcomes for the mother and fetus. This is important to prevent declined rates of postnatal mental health, and poor bonding and attachment to the neonate (National Perinatal Epidemiology Unit, 2017). 
Multidisciplinary communication is important between Lucy’s obstetrician, nutritionist and midwife. This could take place in the form of a multidisciplinary team meeting to discuss a personalised, woman-centred care plan taking into consideration Lucy’s needs (NHS, 2014). By having these types of discussions, the risk of miscommunication is decreased, opinions from different angles of healthcare can be explored, and overall care satisfaction levels will be higher (Nursing and Midwifery Council, 2015).
As part of routine care, a urine sample must be provided at every antenatal appointment. In Lucy’s case, urinalysis highlights leucocytes in the urine and combined with the symptoms that Lucy has presented with this could indicate a urinary tract infection. A UTI is defined as an infection in the urinary tract, bladder or kidneys caused by gastrointestinal bacteria entering the urinary tract and is more common in women due to having a shorter urethra (National Health Service, 2017). UTI’s can be triggered by pregnancy due to the structural changes of the urinary tract (Matuszkiewicz-Rowińska et al. 2015); the incidence of a urinary tract infection is 1-4% (NICE, 2015). Symptoms include: dysuria, abdominal pain and the presence of leucocytes and/or nitrates in urine (NICE, 2015). This correlates with Lucy’s presenting symptoms. During pregnancy, women are immunosuppressed meaning that a UTI can cause sepsis (NHS, 2016). The midwife should inform Lucy of the symptoms of sepsis, such as fever, breathlessness, severe muscle pain and vomiting. Sepsis is a highlighted cause of death for pregnant women, as per the Royal College of Obstetricians and Gynaecologists (2012).  Therefore, it is vital to be vigilant for sepsis when Lucy presents at clinic or in a hospital setting. 
It is important for the urine sample provided to be sent off for analysis so that UTI diagnosis can be confirmed to ensure the appropriate antibiotics are prescribed. This would require multi-disciplinary team communication in the clinic setting (NMC, 2015), between the midwife and Lucy’s GP to prescribe the antibiotic treatment. However, empirical antibiotic treatment should be commenced immediately (NICE, 2015). This is due to the increased maternal and fetal morbidity e.g pyelonephritis and preterm labour (Matuszkiewicz-Rowińska, et al. 2015). Pyelonephritis is defined as bacteria in the bladder ascending into the kidneys. It can require hospitalisation, so the midwife should inform Lucy of the symptoms such as fever, pain and chills (NHS, 2018). It is also the role of the midwife to be aware of these symptoms when Lucy presents at appointments and document the care provided. In relation to complications for the neonate, UTIs are associated with fetal death, developmental delay, and cerebral palsy (NICE, 2015). UTIs can lead to preterm labour and cause babies to be born small for gestational age (Schneeberger et al. 2015) which can increase the risk of adverse outcomes for the fetus (RCOG, 2014). 
Lucy is a smoker of twenty cigarettes a day. Because of this, in the antenatal period extra measures must be taken to ensure healthy development of the fetus. The Saving Babies’ Lives care bundle (NHS, 2016) aims to reduce the incidence of stillbirth and neonatal death through measures including: reducing smoking in pregnancy, risk assessment for fetal growth restriction, increased fetal movement awareness, and effective fetal monitoring. At booking, women should be offered carbon monoxide monitoring. This is to measure CO levels in the body as this gives an indicative level of how it is affecting the growing fetus; evidence suggests that a higher CO levels increases the likelihood of stillbirth, intrauterine growth restriction, low birth weight and Sudden Infant Death Syndrome (NHS, 2016). 
By allowing women to visualise their levels it may influence them to stop smoking. The CO level should be documented, and a referral made to an obstetrician. Referral to smoking cessation services should be encouraged so that women can access specialist support (NHS, 2016). If Lucy’s partner also smokes, the midwife can make a referral for him also. The midwife should take time to explain the implications that smoking has on the health of the woman and the fetus in a supportive and non-judgemental way. Her choice should be respected if she chooses to decline smoking cessation support (NMC, 2015). 
The midwife should also make a referral for serial growth scans. This is to detect if the fetus develops intrauterine growth restriction and if it is small for gestational age. (NHS, 2016). This is because there is an increased risk of fetal mortality associated with intrauterine growth restriction; small for gestational age fetuses are the most significantly at risk for stillbirth (Gardosi, et al. 2013). By monitoring fetal growth this risk can be decreased.
Midwives can also signpost women to charitable organisation websites such as Tommy’s which contain easy to read, digestible content. Lucy should be made aware by her midwife to monitor fetal movements as part of the Saving Babies’ Lives care bundle (2016). Information on fetal movements should be given to women at booking, this can take form in a poster by Tommy’s, which provides information on when women should feel fetal movements and tackles common myths surrounding movements (NHS, 2016). Tommy’s can also provide this leaflet in different languages and an audio descriptive version, therefore breaking down the difficulties associated with language barriers and other needs (Tommy’s, 2016). 
It is important that the midwife is supportive and empathetic towards Lucy. The midwife should inform Lucy she has risk factors in relation to preterm labour due to being a smoker (Menon, et al. 2011), having a low BMI (Ansari, et al. 2011) and having a history of preterm labour and a potential UTI (British Medical Journal, 2018). Being transparent with service users promotes a positive rapport between the midwife and the woman, therefore increasing effective communication (NMC, 2015). It is important to establish whether Lucy suspects her membranes have ruptured, if her abdominal pains are tender to touch which would indicate a UTI or if they palpate as contractions and if she has had any bleeding or leaking of fluids because this would require urgent obstetric review (Local Trust, 2015). If the midwife was suspicious of deviation from the norm, a referral to labour ward should be made in the form of handover by using the SBAR tool - situation, background, assessment and recommendation (Local Trust, 2017). Given Lucy’s history of a preterm labour at 33-weeks gestation and this being a risk factor for a subsequent preterm labour (Yang, et al. 2016), it is especially important that a suitable management plan is made to avoid poor outcomes.
Preterm labour is defined as the onset of labour before 37 weeks gestation. Risk factors include infection and inflammation, including UTIs (BMJ, 2018). Preterm labour is associated with significant rates of fetal morbidity and mortality, e.g preterm labours in subsequent pregnancies and neonatal neurodevelopmental disability (NICE, 2015). In terms of sequalae for labour, upon presenting at labour ward, the midwife caring for Lucy review her notes to gain insight to her history and should encourage Lucy to discuss her symptoms. A full set of maternal observations should be undertaken to assess maternal wellbeing, including: pulse, respiratory rate, oxygen saturation levels, temperature and blood pressure (Local Trust, 2015). These should be documented on an observation chart and in the notes, and any deviations from the norm should be escalated to a senior midwife and an obstetrician (Local Trust, 2016). Furthermore, with consent, prior to commencing a cardiotocographic trace, the midwife should perform an abdominal examination to ascertain the lie and presentation of the fetus; contractions may be palpable (Local Trust, 2015). The fetal heart should be auscultated to assess for any decelerations. The CTG should then be commenced to assess fetal wellbeing. A senior obstetrician must be informed of Lucy’s presenting history so that they can review her (Local Trust, 2017). The midwife should also liaise with the neonatal unit to ensure seamless care and cot availability. Lucy should be shown the neonatal unit if appropriate, so she can familiarise herself with the staff and equipment, which may lessen anxiety levels (Local Trust, 2016). 
As per Local Trust Guidelines (2015), the midwife would request that the obstetrician performs a speculum examination with the consent of the woman to visualise the cervix for dilatation. If delivery is imminent, this should be communicated with the neonatal unit and a senior paediatrician who should be present for delivery, including a member of the neonatal team, a consultant obstetrician and the midwife in charge (Local Trust, 2015). Furthermore, a partogram should be recorded to assess and document the progress of labour, although the effectiveness of this is debated (Macdonald, et al. 2011). The midwife should document the events and provide emotional support.
If cervical dilatation is below 3cm, a fibronectin test should be done as a way of predicting whether the woman is likely to go into preterm labour. If the result is negative, Lucy should be informed of the findings, analgesia provided, observed on the ward, then discharged home with an arranged consultant follow-up appointment (Local Trust, 2015). If the result is positive, antenatal corticosteroids should be offered to increase surfactant levels in the fetal lungs and reduce the risk of fetal compromise. Alongside this, a high vaginal swab should be taken to diagnose infection markers, including group B strep (Local Trust, 2015). Although this is crucial in maintaining the health of the woman and fetus, research suggests that testing for GBS this way generates many false-negative results (Group B Strep Support, nd). Tocolytics should also be offered, as per Trust Guidelines (2015), with the aim of delaying delivery and to allow steroid administration which improve outcomes. The role of the midwife during this time is to provide emotional support and to be honest about Lucy’s care and the possible implications for the fetus being born at this gestation, for example, respiratory compromise. The midwife should also document the events taking place in line with the NMC Code (2015) for record keeping purposes. Analgesia should be provided by the midwife when needed so that Lucy feels as comfortable as possible.
To conclude, care planning is important so that midwives can be clear and concise in the care that they provide. It also important to note that a care plan is simply a plan, and deviations can occur, which should be documented and discussed with a senior obstetrician (Local Trust, 2017). It is important to recognise the need for effective documentation; a plan of care should be written in the notes to ensure professionals know what care needs providing. This requires input from the multidisciplinary team, and the woman’s choices should be at the centre of the plan. Women should be empowered to make informed choices in relation to their care and if certain aspects or the plan in its entirety is declined this should be respected. Good communication between healthcare professionals is important to ensure that seamless care is being given and this can reduce misunderstanding. Care planning is paramount in relation to safe practice and must be acknowledged by all healthcare professionals. 
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