


[bookmark: _GoBack]Care planning in midwifery encompasses a holistic approach, which should be devised with the women and kept up to date (Royal College of Nursing, 2018). It involves history about the women, a more in-depth assessment of the women’s individual needs, highlights desires and prioritises risks allowing them to receive the right pathway of care. Better Births (National Maternity Review, 2016) advocate that all pregnant women should have a personalised care plan that meets her needs and her families. Midwives and other health care professionals should provide evidence-based information to allow women to make the right choices for them and their baby. 
In the scenario, Lucy is a young mother expecting her second baby. Her son was born premature at 33 weeks gestation. Lucy has an ongoing eating disorder and she sees a nutritionist regularly. She smokes 20 cigarettes a day. At Lucy’s booking appointment with her midwife, at 9 weeks gestation and her BMI was low (18). Lucy sees her midwife again at 31 weeks gestation, complaining of abdominal pain and pain on micturition along with 2 pluses of leukocytes in her urine.  
This essay will discuss the immediate and long-term care plan put in place by Lucy’s midwife and other health care professionals for the remainder of her pregnancy, labour and postpartum period. There will be specific reference to her eating disorder and previous preterm birth. The conditions will be explained in more depth along with the risks to the mother and neonate and appropriate care planning discussed. Other conditions affecting Lucy will be highlighted for example, urinary tract infection (UTI) and smoking. 
At Lucy’s 31 week appointment, her midwife should review her maternity notes to ensure Lucy is on the correct care pathway. The midwife should ensure Lucy has been referred for consultant-led care because her previous preterm birth, the fact she smokes, low BMI and eating disorder poses Lucy and her baby to multiple risks. She should receive consultant-led care, so the obstetrician can devise a care plan for Lucy because her previous preterm birth poses Lucy at a high risk of experiencing another preterm birth (Baer, et al., 2018). Furthermore, Lucy’s midwife should ensure Lucy is attending appointments with her nutritionist regularly because of her eating disorder. Eating disorders have been associated with slow fetal growth and small for gestational weight thus resulting is low birth weights (Linna, et al., 2014) so it is vital she attends her appointments.  The midwife should ensure Lucy is receiving serial growth scans. Smoking can also affect fetal growth and increases the risk of premature birth.  As a result, the midwife should ensure a referral to smoking cessation services has been made. After ensuring sufficient care planning is in place, the midwife should perform maternal observations and urinalysis. The urinalysis showed 2 pluses of leucocytes combined with possible symptoms of a UTI consequently, the midwife should investigate this further. When performing an abdominal palpation, she should be noting any signs of tenderness, which could indicate a UTI. However, if the midwife palpates any contractions this could be a sign of preterm labour. The midwife should document all assessments and discussions undertaken as this allows for the multidisciplinary team to be kept up to date. 
Moreover, Lucy is currently presenting with symptoms of a UTI as she reports abdominal pain and pain on micturition to her community midwife. This could indicate that her lower urinary tract is inflamed. Leucocytes were present in Lucy’s urine, indicating white blood cells are present, which may be trying to fight an infection. The midwife should immediately send a urine sample to pathology for culture and sensitivity to identify if Lucy has a UTI (Johnston, et al., 2017, p.2). It is important that the midwife is prompt at doing so as having a UTI in pregnancy poses Lucy to being at risk of complications such as: preterm labour, pyelonephritis, sepsis and adult respiratory distress syndrome (NICE, 2015). Due to Lucy’s previous preterm birth the midwife should refer Lucy to the triage unit at the hospital, so an obstetrician can identify the condition. If the obstetrician diagnoses Lucy with a UTI they should prescribe a broad-spectrum antibiotic until the sensitivity comes back. 
Furthermore, the obstetrician needs to investigate if the abdominal pain Lucy is experiencing is premature labour. To assess if Lucy is experiencing preterm labour, the midwife should carry out an initial assessment. She should review Lucy’s maternity notes paying attention to: previous obstetric, medical and antenatal history. The midwife should perform an abdominal palpation and note if she palpates any contractions. She should ask Lucy is has any vaginal loss, urinary and bowel symptoms, symptoms of systemic illness and history of recent sexual intercourse. The obstetrician should then examine Lucy internally because she is preterm, and this is outside the remit of ‘normal pregnancy’ (Royal College of Midwives, 2011). They should perform an abdominal palpation, abdominal ultrasound examination, palpate any uterine contractions, a vaginal examination using a speculum to assess if there is any pool of liquor, vaginal blood and cervical dilation. Lucy is over 28 weeks gestation, so the midwife should begin a continuous cardiotocography (CTG) to monitor fetal wellbeing and to determine the frequency and duration of any contractions. The obstetrician may carry out fetal fibronectin analysis if Lucy’s membranes are intact and cervical dilation is below 3cm (Local Trust, 2018). If fetal fibronectin analysis produces a positive result (concentration more than 50 ng/ml) then Lucy would be diagnosed with preterm labour and should be offered tocolysis and maternal corticosteroids (NICE, 2015). Corticosteroids can be given to accelerate lung maturation and reduce the risk of respiratory stress syndrome in the neonate. They reduce the risk of perinatal death, neonatal death by 33%, intraventricular haemorrhage and necrotising enterocolitis (Roberts et al., 2017). The drug does this by producing surfactant, which coats the lining of the lungs facilitating inflation of the alveoli. 
There are multiple risks associated with having a premature birth. The outcome of a previous pregnancy can predispose a risk of having a poor outcome in a subsequent pregnancy. Lucy has had a previous preterm birth therefore, she is at a higher risk of having a stillbirth in this pregnancy (Malacova, et al., 2017, p.186). A preterm neonate is at higher risk of developing hypothermia, hypoglycaemia, jaundice, infection, respiratory distress, blindness, cerebral palsy, retinopathy of prematurity and necrotising enterocolitis. Therefore, it is highly likely a premature neonate will need to be cared for on a neonatal intensive care unit (NNU) (Adams, 2013, p.205-206). This is likely to be a stressful event and cause emotional distress to Lucy and her partner. This increases Lucy’s chances of developing postnatal depression. This can have negative effects on maternal responsiveness, attachment and bonding, therefore, negatively affecting the infant’s development (Bouras, et al., 2013, p.1349). In the antenatal period, Lucy’s community midwife should arrange a tour around NNU for Lucy and her partner. The tour is likely to make Lucy and her partner less anxious and offer them reassurance. When Lucy’s is in labour, it is the responsibility of midwives and obstetricians to liaise with the neonatal team and make arrangements for example, utero transfer if needed (Local Trust, 2018).
Smoking further increases the risk of premature birth (Ion and Bernal, 2015, p.920) therefore, Lucy’s midwife should ensure that she has been referred to smoking cessation services. In my local trust site area, trained consultants offer pregnant women a 12-week programme aimed at quitting smoking. They offer support to women and advise them of the risks associated with smoking in pregnancy. Some of the risks include: premature birth, stillbirth, abnormalities in the neonate such as cleft lip and palate, intrauterine growth restriction and placental abruption (RCOG, 2015). It is important that the midwife and specialist smoking cessation advisor communicate with each other, so they can offer Lucy high quality, streamlined care. 
Moreover, Lucy has an eating disorder and as a result has a low BMI of 18. Eating disorders in pregnancy pose risks for both mother and the fetus. Some of these include: low birth weight, preterm birth, miscarriage and increased incidence of having a caesarean section (Pettersson, et al., 2016). Having a caesarean section involves more risks than a having a vaginal birth. One risk is persistent blood loss following delivery, which can sometimes result in the surgeon having to perform a hysterectomy (Jadoon, 2018). Other risks are abnormal attachment of the placenta in a future pregnancy, infection along the incision (3-6% of women) and injury to the bladder or bowel (Sherk and Davidson, 2017). Lucy should discuss the risks and benefits associated with having a vaginal birth after a caesarean section, should she become pregnant again, with a consultant. Also, a caesarean section increases the risk of the neonate having long term implications including childhood asthma and obesity (Keag, et al., 2018, p.9-10). Therefore, it is important that health care professionals work with Lucy to help eradicate her eating disorder, so she may avoid some of the risks associated with it.  
The nutrition counselling Lucy is receiving will allow her to understand the importance of nutrition and eating a healthy, balanced diet in pregnancy. The nutritionist will cover how a healthy diet can impact the health of Lucy and her baby. The nutritionist will promote a healthy diet by suggesting including a variety of foods and the amount of food to be eating. They will promote weight gain through adequate protein and energy input. It is important for Lucy to understand that approximately three hundred extra calories are needed every day to support the growth of her baby. Nutrition counselling has been found to encourage optimum weight gain and reduce the risk of anaemia in pregnancy (WHO, 2018).
Eating disorders are serious mental health illnesses, typically coinciding with depression and anxiety (NHS England, 2018). Due to this, the midwife should ask Lucy if she would like to receive help for her eating disorder. If Lucy accepts this help, the midwife can make a referral to Improving Access to Psychological Therapies (IPAT). Psychotherapy treatments can be used to help Lucy’s eating disorder. NICE (2017) recommend eating-disorder-focused cognitive behavioural therapy (CBT-ED). CBT-ED programmes should run over 40 weeks consisting of a session per week. The programme involves discussing the risks in relation to eating disorders and encouraging healthy eating to reach a healthy BMI. The psychotherapist aims to increase the person’s self-esteem, mood regulation and reduce the likelihood of relapse. This would be beneficial to Lucy as the probability of relapse tends to be higher in the postpartum period. Also, she is at an increased risk of developing postnatal depression (Howard, et al., 2014, p.1777). Therefore, in the postnatal period Lucy’s midwife should aware of this and refer to mental health services where required. The midwife should inform the health visitor about Lucy, so they can work collaboratively to provide care to Lucy. It is vital that the midwife identifies this early as postnatal depression can negatively affect bonding and attachment (Santona, et al., 2015). It may lead to the infant developing an insecure attachment with their mother and this will negatively affect their future relationships.
Lucy’s midwife should ensure that she is receiving serial growth scans to monitor the growth of the fetus. This is because women with eating disorders are more likely to have a fetus affected by intrauterine growth restriction, small for gestational weight, low birthweight and perinatal death (Linna, et al., 2014). If intrauterine growth restriction is found on Lucy’s scan, then the obstetrician will devise a care plan for Lucy. The obstetrician may recommend a doppler ultrasound is performed to assess the blood flow between the fetus, uterus and placenta. They should advise Lucy to closely monitor her baby’s movements as fetal growth restriction has been associated with stillbirth and preterm birth (RCOG, 2011, p.6,10) They may also request additional scans or for the fetus to be delivered preterm (Tommy’s, 2016). In labour, the obstetrician and midwife should recommend CTG monitoring as per my local trust guidelines (Local Trust, 2018). The midwife should also inform the paediatrician as the baby may need resuscitation at birth due to having immature lungs.  
Overall, Lucy’s pregnancy should be consultant-led care as she is considered high risk due to her current conditions. Her conditions include: previous preterm birth, smoking, low BMI and eating disorder. These predispose Lucy and the fetus to multiple risks, with the main risks being premature birth and postnatal depression. It is the midwifes role to ensure she refers Lucy to consultant-led care and she is receiving serial growth scans. The midwife also needs to make sure that Lucy is receiving or offered support from smoking cessation services, a nutritionist and psychotherapist. It is vital that the multidisciplinary team communicate effectively in order for Lucy and her baby to have the best possible outcomes in the short-term and long-term. Communicating effectively between services is important because it keeps other professionals up to date and ensures nothing is missed. The midwife, consultant obstetrician, nutritionist, psychotherapist, smoking cessation advisor and paediatrician all have a duty of care to Lucy and her baby. They must all devise a personalised care plan for her and make sure it is updated at every visit and Lucy is kept informed. 
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