[bookmark: _GoBack]The following assignment will discuss the scenario for Lucy and will deliberate an appropriate care plan taking into consideration any deterioration of health that would influence her care. Lucy presented at her booking appointment as a G2 P1, her medical history includes an eating disorder and  BMI of 18, her first pregnancy resulted in preterm delivery at 33 weeks gestation.  Lucy is also a smoker of 20 cigarettes a day.  Her booking observations were within normal range.  At her 31 week appointment Lucy has abdominal pain and pain during micturation,  there are also two pluses of leukocytes in her urine.  This essay will discuss Lucy’s immediate and long term care and management for the remainder of her pregnancy including potential sequelae of labour.  It will highlight the signs and symptoms that indicate deterioration of health and will discuss the midwives role in effective care planning and communication with the multidisciplinary team.  Due to the vast amount of risk factors for the mother and fetus and word constraints, this essay will focus primarily on smoking in pregnancy and urinary tract infection with risk of preterm labour.  This will allow for greater depth of discussion in these areas. 
 
At Lucy’s 31 week appointment the midwife should review Lucy’s notes and perform routine antenatal care in accordance with national and local trust guidelines.  Local trust antenatal care pathway (2015) states that at each antenatal appointment midwives should perform blood pressure check, urinalysis and measure symphysis/fundal height from 25 weeks and plot. The midwife should assess risk to the mother and fetus using professional judgement and refer to multidisciplinary team accordingly (NICE 2008).  Lucy’s booking appointment highlighted risks indicating consultancy care, the midwife must ensure that Lucy is on the correct care pathway.  Local trust antenatal care pathway (2015) indicates that a BMI of 18 or less at booking is reason for referral to a consultant.  This is due to greater risks for the mother and fetus. The mother may suffer with poor nutrition, cardiac irregularities, gestational diabetes, premature birth, breastfeeding difficulties and depression (NEDA 2018).  The neonate is at greater risk of premature birth and low birth weight and may suffer from poor development.  The neonate may have respiratory distress and feeding difficulties ( NEDA 2018).  The midwife should review the notes and have discussions with Lucy to ensure she has seen the obstetrician and nutritionist.  The midwife should check that Lucy is attending appointments and that a plan is in place for her continued care.   This ensures that Lucy is being closely monitored for the safety of her and the fetus. The midwife must be aware of the increased risk of preterm birth that is associated with a low BMI and an eating disorder NEDA (2018).  Lucy had a previous preterm labour at 33 weeks gestation, Local trust antenatal care pathway (2015) indicates that all women that have had preterm delivery before 34 weeks are referred to a consultant.  Referral to a consultant obstetrician is necessary as prematurity in the newborn accounts for 75-80% of neonatal morbidity and mortality (Gilbert, E,S, 2011).  The midwife should discuss this with Lucy and review the notes to ensure that she has had an appointment with a consultant and that she is having growth scans to track the growth and development of the fetus.  Lucy is a smoker of 20 cigarettes a day, NICE 2008 recommend that midwives are discussing smoking status at the first antenatal appointment, and providing information regarding the risks of smoking to the fetus.  Smoking during pregnancy is described by Lareau, S, (2014) as a major cause of harmful effects on a fetus.  Babies born to mothers who smoke may have reduced lung capacity, lung disease, ear infections and at greater risk of a learning disorder (Lareau S, 2014).  They are also at greater risk of low birth weight, premature birth and sudden infant death syndrome  (Godfrey et al (2010).  Lucy needs to be made aware of the specific risks of smoking (NICE, 2008). During the 31 week appointment the midwife should ask Lucy whether she is still smoking and if she has accessed support services.  The midwife should offer carbon monoxide screening at each antenatal visit and refer women to a stop smoking service if their levels are above 7 parts per million or more, this is in accordance with NICE guidelines (2010). If she has not then NICE (2008) recommend that the midwife should advise of the benefits of quitting at any stage in the pregnancy.  The midwife should use professional judgement as to discuss potentially starting nicotine replacement therapy (NICE 2008).  
 
Lucy is presenting at her 31 week appointment with abdominal pain and pain on micturition, she also has two pluses of leukocytes in her urine. Marshall and Raynor (2014) discuss Urinary Tract infection (UTI) symptoms as; pain on micturition, frequency, suprapubic discomfort and haematuria. The presence of leukocytes in the urine and the symptoms that Lucy is presenting with could be indicative of a UTI (NFC 2018).  Pregnant women are at increased risk of UTIs due to an increase in bladder volume, relaxation of smooth muscle, the gravid uterus compressing the ureter and a decrease in detrusor tone (Curtiss, N et al, 2017).  UTI is common in pregnancy when pathogenic bacteria colonize in the urinary tract originating from the bowel (Marshall and Raynor 2014).  If cystitis is the cause the infection is confined to the bladder however the infection can reach the kidneys and in this case pyelonephritis develops. Pyelonephritis can present with abdominal pain, vomiting, nausea and rigors (James et al, 2011) Brunskill and Goodlife (2013) explain how if inadequately treated septicaemia, renal failure, organ failure and death may occur. 
The initial management for Lucy is to send the urine for culture to confirm diagnosis and guide treatment that Lucy will need (health protection agency, 2013).  SIGN, 2012 highlight the importance of prompt and effective treatment of UTIs due to increased risk of complications.  They discuss the links between pyelonephritis and premature labour ( SIGN, 2012).  James et al (2011) highlight the importance of early diagnosis and treatment of UTI to reduce risk of pyelonephritis and the risk of preterm labour.  WHO (2015) define preterm labour as babies born alive before 37 weeks of pregnancy are completed.  Lucy is at increased risk of premature labour due to her low BMI, smoking status, and previous preterm delivery.  The midwife would need to take into consideration all of Lucy’s history and risk factors when planning her immediate care.  NICE 2015 state that analgesia should be offered for mild to moderate pain relief.  The midwife would need to take careful consideration as to the dosage of paracetamol that would be suitable for Lucy due to her weight possibly being below 50kg.  NICE (2015) paracetamol guideline states that those with body weight under 50 Kg are more likely to suffer toxicity at therapeutic dosage and clinical judgement should be used to adjust the dose. 
The midwife should perform an abdominal palpation, upon palpation the midwife should obtain whether there is any tenderness or palpable contractions. Abdominal tenderness could indicate placental abruption.  ​ Navti and Konje, 2011​	 highlight that up to 30% of placental abruptions are concealed and blood loss may be varied.  The midwife should discuss vaginal loss with Lucy.  Although Marshall and Raynor (2014) highlight the importance of Midwives not relying on the presence of bleeding as in some cases hemorrhage is totally concealed. Marshall and Raynor 2014 highlight cigarette smoking as a risk factor for placental abruption, the midwife should take this into consideration when making the assessment.  ​ The midwife should measure symphysis/fundal height and plot​	 the measurement on the growth chart in accordance with antenatal trust guidelines (2015).  NICE 2008 do not recommend routine auscultation of the fetal heart and describe it as unlikely to have any predictive value but may provide reassurance for the mother.  Lucy may feel anxious due to her current medical concerns and may  wish to check on fetal wellbeing .  The midwife should take Lucy's observations, given Lucy's current compromised health the midwife should  take a full set of observations including; blood pressure, pulse, oxygen saturations, respirations and temperature.  This could highlight if Lucy has any infection and gives a baseline set of observations. Urinary tract infection with potential to cause premature labour is a significant risk factor given Lucy's history.  Her abdominal pain could be indicative of premature labour or possibly concealed abruption. The midwife should recommend that Lucy attends the triage department in hospital for review from a consultant obstetrician. Fernandes and Chandra (2015) define preterm labour as the onset of regular contractions associated with cervical changes starting before 37 weeks gestation. Fernandes and Chandra (2015)  recognised preterm labour to be the leading cause of perinatal and neonatal morbidity and researched the risk factors of preterm labour.  The study highlighted the instance of preterm births to be 7.81%.  The significant risk factors for preterm delivery were; a history of preterm delivery and a current urinary tract infection.  
 
The midwife should use the SBAR (Situation, Background, Assessment, Recommendation) tool to ensure that all information is passed onto the triage department.  The SBAR tool has been shown by Merten,H (2017) to be essential in providing safe care for patients. The midwife must complete all documentation and records accurately identifying all risks and the steps that have been taken (NMC 2015). When Lucy attends triage the midwife needs to review Lucy’s maternity notes. The midwife should take a full set of observations and record the results on a maternal examination observation warning chart.  Mitchell et al, (2010) discuss Early Warning Scores as being developed to promote early recognition of deterioration in a patient by categorising the severity of their illness and alerting staff to arrange a medical review (Mitchell et al., 2010). The midwife should perform an abdominal palpation,  and attain the optimal area for auscultation of the fetal heart (Marshall and Raynor, 2014).  The midwife should then auscultate the fetal heart using a pinard whilst simultaneously monitoring the maternal pulse, this is so the midwife can differentiate between the two heart rates (NICE 2007).  Once auscultated for one full minute it would be advised to monitor the fetal heart using a CTG monitor (Marshall and Raynor 2014).  The midwife would need to liaise with the obstetrician for Lucy to have a review.  The obstetrician may decide to perform a vaginal speculum examination with consent from Lucy. NMC (2015) state that informed consent must be gained and documented before any action is carried out.   A high vaginal swab may be performed to rule out infections.  The cervical length and dilatation may be measured or a fetal fibronectin test to predict preterm birth may be performed. Baaren, G,J. et al (2013) researched measuring cervical length and fibronectin in predicting preterm labour.  It found that measuring cervical length was more accurate in predicting preterm labour then cervical fibronectin. NICE (2015) recommend measurement of cervical length to predict preterm labour.  If Lucy is not in preterm labour a UTI is a likely diagnosis.  NICE (2015) recommend that antibiotics are prescribed by a doctor to all women with a UTI in pregnancy. Three antibiotics suggested by NICE (2015) are Nitrofurantoin, Trimethoprim or cephalexin.  However a trial into taking Trimethoprim in pregnancy by Hernandez -Diaz et al (2001) highlighted that those who did not take folic acid alongside it were at increased risk of the fetus developing neural tube defects. This is supported by the UK teratology Service- Public Health England UKTIS (2013).  Lucy should be admitted into hospital for observation as there is still risk of premature labour.  
 
If it is confirmed that Lucy is in preterm labour then Lucy should be admitted for continued observation.  NICE (2015) advises that intravenous magnesium sulphate should be considered for neuroprotection of the baby.  NICE (2015) also recommend corticosteroids to women suspected or diagnosed to be in preterm labour.  This should be discussed with the woman and the risks and benefits explained.  The midwife should inform the paediatrician that Lucy is in labour so that the pediatric team can have a plan in place. The neonatal unit would also need to be informed and it would need to be checked that there is availability in the unit to receive a preterm neonate.  Lucy may wish to visit the neonatal unit and familiarize herself with the surroundings.  This may help to reduce anxiety levels and give Lucy a chance to ask any questions she may have.  It would be advisable to take a full set of bloods from Lucy including a full blood count and group and save.  Any deviations from the normal would need to be discussed with the multidisciplinary team so that a plan of care can be put in place.  
 
The care for Lucy is complex and requires careful consideration when putting plans in place for her continued care.  It is the role of the midwife to identify deviations from the normal and refer appropriately to the multidisciplinary team. The midwife must use professional judgement along side carefully researched knowledge to identify the risks and refer accordingly.  Prompt action from the midwife will decrease the risk of morbidity and mortality for the mother and fetus. 
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