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Lucy is a G2P1 whose previous pregnancy resulted in pre-term labour at 33 weeks gestation. Her medical history includes an ongoing eating disorder; her BMI is 18 and she smokes 20 cigarettes a day. Lucy has her booking appointment with her community midwife at 9 weeks gestation. At her 31 week appointment she presents with abdominal pain and pain on micturition, she has two plus’s of leucocytes in her urine. This case study is going to discuss the immediate and long-term care and management for Lucy. Due to the vast amount of altered health conditions presented in Lucy’s scenario the two key areas that will be focused on are; pre-term labour and low BMI related to Lucy’s ongoing eating disorder.

A midwife is an autonomous practitioner in normal pregnancy and birth, however they must be knowledgeable in pre-existing conditions which may mean booking for a low risk environment would not be recommended (NMC, 2008; Bewley, 2011). Additionally, it is the responsibility of the midwife to identify any risk factors or signs of deterioration in a woman’s condition and refer as appropriate (Local Trust, 2015). When women are seen at the booking appointment the midwife will take a detailed history, this is a very important part of antenatal care. The development of a trusting relationship at this appointment will assist the positive engagement of the women with maternity services and facilitate the exchange of information that occurs between midwife and woman (Baston, 2014; Campling 2015).

Lucy booked her pregnancy at 9-weeks’ gestation and at this appointment the midwife would have begun to build the foundation for a trusting relationship, ensuring that Lucy felt in partnership with the midwife regarding her care (NICE, 2008). This would enable the midwife to asses Lucy’s health by taking a detailed history including past and current midwifery, obstetric, medical, family and personal history (Baston, 2014). During this process the midwife would have identified factors that would require a referral to another member of the multi-disciplinary team. This would include; Lucy’s BMI of 18, ongoing eating disorder and her previous pre-term labour. Smoking cessation would also be discussed with Lucy (NICE, 2008; Local Trust 2015).
Pre-term labour is defined as ‘regular contractions of the uterus resulting in changes of the cervix that start before 37 weeks of pregnancy’ (ACOG, 2016) and pre-term birth is a birth that occurs before 37 weeks of pregnancy (NICE, 2015). Preterm birth is a major cause of perinatal morbidity and mortality, with complications being more likely to occur at earlier gestations (NICE, 2015). Consequences for the neonate that can come about from preterm birth include; neurodevelopmental disability, cerebral palsy, bronchopulmonary dysplasia, necrotising enterocolitis, retinopathy, jaundice and infection (Platt, 2014). 

There are many risk factors that are associated with pre-term labour and midwives being aware of them means that identification of high-risk women can make intervention and prevention easier (Wales, 2011) ensuring these women have optimum care. Lucy has a number of these risk factors. Firstly, a biological/medical factor being a low BMI, which is associated with increased risk of complications during pregnancy and increased numbers and durations of admissions during pregnancy (Denison et al, 2013). Lynch et al (2013) found that a BMI of less than 18.5kg/m2 was a significant risk factor for pre-term labour. 

Lucy’s low BMI is due to her ongoing eating disorder and midwives must be mindful that eating disorders are a mental illness and do not only affect women physically (Wylie and Bryce, 2016).  The most recent MBRACE Report (Knight et al, 2017) found that 16% of the women who died had a pre-existing mental health problem and anorexia nervosa has the highest mortality rate of any psychiatric disorder (Lowes et al, 2012). Thus, the midwife caring for Lucy would want to ensure that she monitors Lucy’s mental wellbeing closely throughout her pregnancy as women can struggle psychologically with the changes their body’s undergo during pregnancy and she may need to be signposted to her GP who could refer her to a psychiatrist should she need it (Wylie and Bryce, 2016).

Lucy is currently having regular appointments with a nutritionist and the midwife would want to ensure that Lucy continues to attend these. Not only is a low BMI related to pre-term labour, but also maternal dietary intake has been associated with pre-term labour (Carmichael et al, 2013). In addition, Lucy’s restricted diet would put her fetus at risk of intrauterine growth restriction (IUGR) (Lowes et al, 2012). 

A further risk factor for preterm labour that Lucy presents with is her reproductive history of a previous preterm birth (Wales, 2011). Though the reasons for this recurrence are not always clear, the research reports that those women who have a previous pre-term delivery have a 2.5-fold increased risk in their next pregnancy and this risk can increase depending on the number and gestational age of previous pregnancies (Goldenberg et al, 2008).

An additional risk factor Lucy has for pre-term labour is her lifestyle decision to smoke. Tobacco smoking has been associated with pre-term labour for over fifty years although, the mechanisms that cause this relationship are unclear (Ion and Bernal, 2015). Moore et al (2016) found that the risk for Pre-term labour increased by 70% in those who smoked throughout their pregnancy. The research shows that smoking increases the risk of both spontaneous and elective pre-term birth (Ion and Moore, 2015) with the elective pre-term birth being linked to complications that are associated with smoking such as, placental abruption or IUGR (Godfrey et al, 2010).

As part of the booking appointment all women are asked about their smoking habits and offered carbon monoxide screening (NICE, 2010; Local Trust 2015). This provides the midwife with an opening to discuss risks around smoking in a non-judgemental way with Lucy. It is recommended that all women who have a CO level of 7ppm or more are automatically referred for smoking cessation (NICE, 2010). 

As per NICE (2015) and Local Trust Guidelines (2015) a consultant referral should be done for Lucy so that she can be reviewed by the obstetric team early in her pregnancy and a plan can be put in place for her. This would be done after a discussion between her and her midwife during her booking appointment, so she can give her informed consent (NMC, 2015). It is the responsibility of the midwife to inform Lucy of why a referral is recommended for her and to complete the documentation as per trust guidelines (NMC, 2015). Lucy would also be referred with her consent for serial growth scans as both smoking and low BMI are risks for small-for-gestational-age fetus (RCOG, 2013; Local Trust, 2008). 

When Lucy presents for her 31-week appointment with her midwife she would have a routine antenatal assessment during which midwives undertake a continual risk assessment process and midwives must use their professional judgement about a woman’s condition (NICE, 2008). The midwife would undertake an examination that would include; blood pressure, urinalysis, palpation, measure fundal height and a discussion around general well-being (Local Trust, 2015). Lucy reported abdominal pain and pain on micturition. Her urinalysis showed she has 2 plus’s of leucocytes.

Urinalysis is indicated at each antenatal appointment as a baseline observation (Johnson and Taylor, 2016). Leucocyte esterase is an enzyme that is produced by leukocytes and is not usually found in urine. Their presence can be a sign of pyuria and therefore, suggestive of a urinary tract infection (UTI) (Edmunds et al, 2011). Although, this does not diagnose UTI, urinalysis is less sensitive than microscopy and it is possible that the leucocytes could be contamination from another source, for example, leucorrhoea (Johnson and Taylor, 2016). However, this illustrates the importance of the clinical judgement of the midwife. With Lucy’s history of pre-term labour and symptoms that could indicate a UTI the midwife would want Lucy to be reviewed urgently by an obstetrician.

As previously discussed, Lucy has numerous risk factors for pre-term labour. However, the exact cause of pre-term labour is unknown, with it being thought to result from the interaction of multiple factors. But the research shows that infection is associated with around 30% of spontaneous pre-term births (Verma et al, 2014). Therefore, the midwife caring for Lucy would have a low threshold for referral for treatment, as early diagnosis of UTIs and adequate treatment with antimicrobials can decrease the incidence of pre-term labour and the associated neonatal and maternal morbidities (Verma, 2014). 

The midwife would discuss her recommendations for Lucy’s immediate care with Lucy and with her informed consent would refer into the hospital so that Lucy could be reviewed by the obstetric doctors, via local trust pathways (NICE, 2008, Local Trust, 2015). The midwife would provide an SBAR handover regarding Lucy’s history and the current antenatal examination she had undertaken with a midwife in the hospital. The midwife receiving the SBAR handover about Lucy would then be responsible for informing the labour ward co-ordinator that a lady who is high risk for pre-term labour is on her way in (Local Trust, 2015). The labour ward co-ordinator could then ensure that a senior doctor such as a registrar or consultant was on the ward and aware of Lucy.

Following the complete antenatal examination of Lucy and liaison with the hospital, the midwife would document everything in the antenatal notes. Keeping clear and accurate records is a professional and legal duty because it provides an exact account of care and any treatment planned or received (NMC, 2015). It facilitates high standard, continuity of care and clear communication between professionals. Furthermore, it protects the safety of women and babies by allowing any problems to be detected due to changes in condition being recorded (Yearley and Wildeman, 2014).

On Lucy’s arrival to the Labour Ward for her obstetric review Lucy will be assigned a named midwife who will ensure that Lucy’s care is co-ordinated with the other health professionals involved and importantly provide the emotional and psychological support Lucy will need during what may be a stressful experience for her (Jackson et al, 2014). The midwife will also perform baseline maternal observations including sending urine specimen urgently for microscopy, culture and sensitivity (M,C and S) to confirm or rule out a UTI (Local Trust, 2010). The midwife would also take a detailed history including; uterine activity – onset, timing, vaginal loss, fetal movements, urinary and bowel symptoms, any sexual intercourse in last 24 hours – as this could prevent a fibronectin being taken (Local Trust, 2010). An abdominal palpation would be performed to assess uterine tenderness, activity, fetal lie and presentation as scan would be needed if unsure and CTG performed (Local Trust, 2010). By completing this assessment, the midwife can then fully inform the registrar or consultant who will come to review Lucy.

After reviewing and discussing with Lucy, the obstetricians will document a plan of care. This may include a broad-spectrum antibiotic until the results of Lucy’s urine M, C and S is back and this would be the responsibility of the midwife to carefully administer and monitor (Jackson et al, 2014). They may recommend a speculum examination which must be done by a doctor as it is outside the remit of a midwife, to assess cervical changes (Local Trust, 2010). If the cervix appears closed but there is still a concern that Lucy is in preterm labour the doctor would discuss with Lucy taking a Fetal Fibronectin (Local Trust, 2010). This is a swab that is taken from the posterior fornix during a speculum examination which will give the level of fibronectin in vaginal secretions, if it is negative pre-term labour is very unlikely, and this result will impact on Lucy’s plan of care (Wales, 2011). 

If Lucy is diagnosed as being in pre-term labour her recommended management as per NICE Guidelines (2015) and Local Trust Guidelines (2010) would be to be admitted, tocolytic drugs given for 24 hours, steroids administered, and magnesium sulphate would be considered if appropriate.  The aim of the tocolytic drug is to supress Lucy’s uterine activity long enough for steroids to be administered which will increase fetal surfactant and reduce the risk of neonatal respiratory distress in her baby (Wales, 2014). Several studies have shown that there is a reduction in cerebral palsy in pre-term babies that had been exposed to magnesium sulphate prior to birth (RCOG, 2011).     

Midwives have an important role to play in the care of women with complex health needs such as Lucy. The midwife should know the different care pathways that are there for women and be able to refer as appropriately. Furthermore, as Lucy did, women are most likely to report symptoms to their midwife, who must make basic observations that confirm or exclude the likelihood of a deviation from the norm. Then as the midwife did at Lucy’s 31-week appointment, fully explain the findings to Lucy, make a decision about the possible diagnosis for Lucy and the recommended pathway of care. Excellent communication skills are needed to ensure smooth handovers and continuity of care. By midwives continuing to update their skills and professional knowledge they can ensure that all women like Lucy receive safe maternity care to the highest standard for them and their baby’s.
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