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History-taking provides a crucial stage of antenatal care and wellbeing of mother and fetus. Establishing this involves discussion, communication and consent. Midwives with care and sensitivity, gain as much information regarding health, physiology and psychosocial status, identifying any potential risk factors and addressing them, therefore providing effective and holistic care. (Royal College of Midwives, (RCM), 2008).
[bookmark: _Hlk533800344]This care study will consider the care plan pathways offered in the following scenario: Lucy is 29 and a G2P1. Booking her pregnancy at 9/40, with the community midwife, her baseline observations were blood pressure 120/68, maternal pulse 68 beats per minute, and urinalysis NAD. Lucy’s medical history includes a body mass index (BMI) of 18, which is categorised as underweight (BMI<18.5) (Tommy’s, 2018), an eating disorder with regular appointments with the nutritionist, a smoker of 20 cigarettes a day and a previous pre-term labour at 33 weeks gestation. Jack is two years old, in good health and lives with Lucy and her partner. In a supportive, stable relationship with her partner who works permanent nights. At 31/40 appointment Lucy was complaining of abdominal pain and pain on micturition, routine urinalysis detected ++leucocytes. Lucy has an amalgamation of psychological and physical risk factors. This study will essentially focus on her BMI and pre-term labour.
[bookmark: _Hlk533699136]At the first antenatal visit, the midwife will discuss and document in hand held notes a plethora of questions, including a detailed history, screening for mother and fetus and if risk factors are identified, access specialised services (Kenny et al, 2017). A mid-stream specimen of urine (MSU) will be sent to the laboratory, testing for presence of asymptomatic bacteriuria, which has been associated with higher rates of pyelonephritis and premature labour. Urinalysis will be performed at every antenatal visit, looking for infection (National Institute for Health and Care Excellence (NICE, 2008). 

Measuring height and weight to calculate BMI, the midwife will counsel Lucy appropriately, for low BMI (Kenny and Myers, 2017). Pregnant women with a high or low BMI have higher risks of complications and hospital admissions. Increased risk for the mother and fetus with a low BMI includes: delayed fetal growth, low birth weight, premature birth, stillbirth, gastroschisis and jaundice (Lynch, 2011). Possible factors to cause decrease growth of the fetus and increased perinatal mortality, is due to essential nutrients in the maternal blood being compromised plus the behaviour of weight control. Caesarean birth is higher, due to complications during labour (Lynch, 2011). Midwives must put the interests of the women’s care and safety as a main concern, identifying risks and delivering the right care effectively (Nursing and Midwifery Council, 2015), therefore the assessment of Lucy highlights her BMI alongside eating disorder, previous pre-term labour and smoking as risk factors. Maternal nutrition is essential for the health of mother and fetus, ascertaining a well-balanced diet should be achieved. The midwife would encourage Lucy to keep appointments with the nutritionist, plus offering other sources of information. (Rankin, 2016). Repeated weighing is not recommended, but may be required, if nutrition or any other clinical issues becomes a concern (NICE, 2010). Midwives will be vigilant of low mood, anxiety and depression, Lucy’s changing body may be a concern for Lucy’s mental health. Lucy contributing and being directly involved in her care is encouraged, women carrying their notes gives a feeling of control and satisfaction (Brown et al, 2015).

[bookmark: _Hlk533928229][bookmark: _Hlk533688691]Preterm labour, a risk associated with Lucy, occurs before 37 weeks gestation (MacDonald and Johnson, 2017), interconnected with a combination of maternal or fetal complications, such as fetal growth restriction, hypertension, uncontrolled diabetes, preeclampsia, chorioamnionitis or a life-threatening medical condition. Lucy with a history of preterm birth, has a four times increased risk of another preterm labour. Further risks include low pre-pregnancy BMI, maternal thinness associated with diminished blood volume and reduced uterine blood flow, may be affected due to maternal nutrition, consuming lower concentrations of vitamins and minerals are associated with decreased blood flow and increased maternal infections (Goldenberg et al 2008). Multivitamin supplements are advised: folic acid, a B group vitamin is necessary throughout the first 12 weeks, malnourished women have higher risks of folic acid deficiency (Wylie and Bryce, 2016), Lucy should be advised to take 400 micrograms daily to reduce the risk of a neural defect in the baby (NICE, 2014). Those at risk of Vitamin D deficiency are recommended to take 10 micrograms to regulate the amount of calcium and phosphate in the body. If blood tests performed show that Lucy is anaemic, iron may be recommended (NICE, 2014). In untreated iron deficiency anaemia, maternal mortality, prenatal and perinatal infant loss and prematurity are increased (Wylie and Bryce, 2016). Lucy’s care will be shared within the multidisciplinary team (Local Trust, 2015), including the offer of smoking cessation, higher risks such as, miscarriage, stillbirth, premature birth, low birth weight and birth abnormalities are associated with smoking. A carbon monoxide (CO) test will be performed with consent and the exposure to tobacco smoke will be measured (Royal College of Obstetricians & Gynaecologists, 2015). Midwives should be sensitive to Lucy and explain the team caring for her will manage any risks, Lucy will be referred to Consultant Obstetrician, who will devise an individualised plan specific to Lucy and will be responsible for her care, alongside the midwife (Local Trust 2015). Due to an increased risk of developing a small for gestational age (SGA) baby, Lucy will be referred for serial ultrasound measurements and umbilical artery dopplers, midwives will check that these have been carried out and results are documented, under her customised Gestation Related Optimal Weight (GROW) chart, inclusive of Jacks details. (Perinatal Institute, 2018).

[bookmark: _Hlk533934358][bookmark: _Hlk533933031]With shared antenatal appointments between consultant and midwife, history will be noted and reviewed, risk assessments will identify any deviation making sure Lucy is on the correct pathway, Lucy plus health care professionals will discuss and change the pathway accordingly (Local Trust, 2015). Attending her 31/40 weeks antenatal appointment, history is noted, checked and document, including blood results from the 28-week appointment. Lucy’s blood pressure and urinalysis will be performed, with consent and documented. Lucy’s urinalysis resulted in ++leukocytes, leukocytes are white blood cells defending against infectious disease working with the immune. The most common cause is a bacterial urinary tract infection (UTI), an MSU will be sent to the laboratory for culture and sensitivity. Lucy experiencing pain during micturition is another indicator of an UTI (Baston and Hall, 2009). An abdominal examination would take place, Lucy complaining of abdominal pain, extra care will be taken, especially if the uterus is sensitive or problems matching preterm labour is suspected (RCM, 2008). Abdominal examination consists of inspection, palpation and auscultation, current Nice guidance (Antenatal Care, 2008) does not recommend routine listening to fetal heart, however when requested by the mother, it can be reassuring. Another important indication of wellbeing is the discussion of fetal movements and any relevant health/lifestyle issues. Depending on the last scan date, symphysis-fundal height will be measured and recorded on her customised grow chart (Local Trust, 2015). With Lucy’s consent a referral to triage would be recommended, for further assessment. The midwife would ring triage and communicate using, situation, background, assessment, recommendation (SBAR) communication.

On admission to triage, Lucy will be invited to a room, history will be taken; gestation, any vaginal loss, fetal movements, urinary and bowel movements, pain and other systemic systems, furthermore her notes will be viewed always listening to Lucy, considering her emotional and psychological needs (Local Trust 2018). With permission, baseline maternal observation will be performed, and documented on a Modified Early Warning Score Chart (MEOWS) (NICE 2017). A fresh MSU will be sent to the laboratory for culture and sensitivity. With consent an abdominal examination would be performed, again with care assessing the lie, presentation, position, any engagement of presenting part, auscultation and fetal movements will be discussed (Edwards, 2014). Lucy is 31 weeks gestation, a CTG will commence. Bloods will be taken, FBC (Due to chances of having a PPH), CRP and Group & Safe, in case of preterm labour and needing blood products. Communication to the senior midwife, consultant and neonatal team is paramount and Lucy will be reviewed by one of the Obstetric Team. Assessing, Lucy for preterm labour (PTL), risks of previous preterm delivery, smoking and low BMI all apply. The obstetrician will gain consent to perform a sterile speculum examination, (without lubricant, in case a Fetal fibronectin (fFN) swab needs to be performed), to assess for cervical dilation. A digital cervical examination may be considered (Local Trust, 2018). If the cervix is closed but PTL is suspected a fFN will be performed, by lightly rotating the swab for 10 seconds around the posterior fornix of the vagina, absorbing cervicovaginal secretions. The swab will aid with the prediction of Lucy’s risk of early labour and delivering prematurely (Hologic Inc, 2018). Semen may contain enough fFN to create a false-positive, so sexual intercourse within the last 24hrs, will be questioned (McLaren, et al, 2015). A negative test, (50 ng/ml or less), result indicates Lucy is unlikely to be in preterm labour, alternative diagnosis and care will be considered plus whether management and observations will be at home or in the hospital. A positive, (Over 50 ng/ml), considers Lucy to be in preterm labour, Lucy will be treated accordingly. (Local Trust, 2018).
 
Suspected or established preterm labour at 26+0 to 33+6 weeks, Lucy will be offered maternal corticosteroids (ACSs) for neonatal benefit, enhancing lung maturation (Local Trust, 2018). Respiratory distress syndrome is a major complication of preterm birth, surfactant deficiency being primary, surfactant production is stimulated by ACS. ACSs reduce the risk of neonatal death and intraventricular haemorrhage (Shah et al, 2013). Dexamethasone sodium phosphate 9.9mg IM – two doses, can be given 12 or 24 hours apart. A consultant obstetrician makes the decision to give second course of steroids.  

When deciding whether to start tocolysis, the following factors are considered; is preterm labour suspected or confirmed, gestation, bleeding, infection, availability of appropriate neonatal care and Lucy’s preference (NICE 2015). At 26+0 to 33+6 weeks of pregnancy tocolysis will be offered, to delay delivery long enough for corticosteroid administration. Nice recommend Nifedipine, a calcium channel blocker as first line tocolysis, second line tocolysis = Atosiban, to slow down labour, but may not necessarily stop preterm labour, this will be communicated to Lucy. Care consists of hourly blood pressure and pulse, 4 hourly temperature and if contracting continuous CTG (Local Trust, 2018). 

Magnesium Sulphate for Neuroprotection of the baby should be considered, for women between 30+0 and 33+6 weeks of pregnancy, in established preterm labour or having a planned preterm within 24 hours. Before starting loading dose, maternal observations will have to be performed and recorded on the MEOWS and rechecked before the maintenance infusion. Four hourly blood pressure, pulse rate, respiratory rate, oxygen saturations and deep tendon reflexes will be documented during infusion. Clinical signs of magnesium toxicity must be monitored carefully, plus 1 to 1 care. (NICE, 2015).

Stopping group B streptococcal (GBS) transmission, in preterm labour, before 37 weeks, prophylaxis antibiotics are recommended. Severe early onset of infection in newborn infants, GBS is the most common cause. Transmitting GBS was highest in women in preterm labour, in 2015, 22% of babies with the infection were born prematurely (Mayor, 2017).

Fetal monitoring will be discussed and explained to Lucy, options for preterm labour consist of continuous CTG monitoring or intermittent auscultation, always considering the risk factors. Fetal Scalp Electrode must not be used, under 34+0 weeks pregnant, until discussions with a senior obstetrician, who will consider whether benefits outweigh risks. Fetal blood sampling must not be carried out, under 34+0 weeks pregnant. Examination of Lucy will be performed by the obstetrician, avoiding the risk of cord prolapse by rupturing the membranes. All forms of analgesia can be used at preterm gestation (Local Trust, 2018).

[bookmark: _Hlk534182054]The multidisciplinary team will discuss and document types of delivery and care, whether vaginal or caesarean section is advised, risk factors, who will be in attendance and their role, always considering Lucy’s wishes (Local Trust, 2018). A resuscitaire should be accessible. If Lucy’s wishes delayed cord clamping, then aim to achieve this, (Wait 30 seconds, but no more than 3 minutes). The midwife, with compassion, will discuss outcomes and risks for the baby, including resuscitation, neonatal care of preterm babies, the location of the neonatal unit and whether there is an opportunity to tour the unit, before birth and speak to a neonatologist or paediatrician (NICE 2015). Ongoing management by the multidisciplinary team is vital. Communication and continuity of care are important to baby, parents and later life.

In conclusion, midwives provide a crucial stage of antenatal care. The midwife is the first contact with the woman, the only contact for low risk women, therefore advice, information and maintaining wellbeing is crucial in keeping pregnant women in good health and on the right care pathway. To achieve this the midwife needs to carry out effective antenatal, intrapartum and postnatal monitoring, assessing continuously and knowing when and how to refer women to guarantee better and safe outcomes. In achieving this, having good understanding of conditions that can develop, their pathophysiology and having up to date knowledge of local policies guarantee excellent maternity care.
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