


[bookmark: _GoBack]The topic of this essay is to discuss the role of the midwife when caring for a neonate of a diabetic mother, whilst meeting the standards of the Baby Friendly Initiative. Throughout the essay, the following will be discussed: Types of Diabetes Mellitus, the challenges the neonate, mother and midwife may face, an overview of the Baby Friendly Initiative and how the midwife can care for this neonate, whilst meeting the Baby Friendly Initiative agenda. 
There are 3 different types of Diabetes, they are: Gestational Diabetes (GDM), Type 1 Diabetes and Type 2 Diabetes. GDM is defined as ‘any degree of glucose intolerance with onset during pregnancy’. It is usually diagnosed between 24-28/40 gestation (British Medical Journal, 2018). Type 1 Diabetes has no known cause and is a serious, lifelong condition. It occurs when the blood glucose levels in the body are too high because of the body’s inability to produce insulin (Diabetes UK, 2019). Type 2 Diabetes is linked with being overweight or being inactive, it causes blood glucose levels to rise and become too high as the body does not make enough insulin (NHS UK, 2019). 
The patho-physiology of a neonate with a diabetic mother is different to that of a neonate of a non-diabetic mother. Diabetes affects around 1 in 20 pregnancies and carries multiple risk factors for the neonate, including: macrosomia which is the result of the increase of blood glucose levels circulating to the fetus, in response, the fetus makes more insulin and the extra production of insulin can lead to excessive growth and deposits of fat (Stanford Children’s Health, 2018). This is a risk factor as there is a higher chance of shoulder dystocia and physical injury can sometimes occur including bone fractures or nerve damage. There is also a risk of the fetus being born prematurely, this can occur due to placental damage from the rise in blood sugar that can disrupt the functioning of the placenta and the growth and development of the fetus (Tommy’s, 2018). Neonate’s are at an increased risk of health problems such as heart problems, brain and spine abnormalities (spina bifida), urinary and kidney problems and problems with the digestive tract. These complications are more common in insulin dependent women and more common in women with Type 1 or Type 2 diabetes, as there is likely to have been changes in their blood glucose levels during that time (Stanford Children’s Health, 2018). According to a study undertaken with women with diabetes, 71.6 per 1000 pregnancies were affected by non-chromosomal major birth defects. This was 3.8 times higher than the rate in women without diabetes (NHS, 2012). Stillbirth in the 3rd trimester of pregnancy is more likely; however, the exact cause is unknown but women with poorly controlled diabetes and blood vessel changes are at an increased risk. Respiratory Distress can also occur in Neonates of a diabetic mother as too much insulin in the fetus can delay surfactant production, this is more common in neonate’s born before 37/40 (Diabetes UK, 2018). 
Hypoglycaemia is going to be the main challenge that the neonate, mother and midwife will face due to diabetes in pregnancy. According to my Local Trust Guidelines, infants born to a diabetic mother may initially produce too much insulin, leaving them at risk to lower blood glucose levels. Neonatal Hypoglycaemia occurs because of illness or failure to adapt from the fetal state (continuous transplacental glucose consumption) to extra-uterine pattern or intermittent nutrient supply. Hypoglycaemia usually occurs between 24-48 hours after birth, in conditions where infants become cold, or where initiation of feeding is delayed. If Neonatal Hypoglycaemia occurs, it can lead to further problems such as problems with feeding, convulsions and lethargy (Local Trust Guidelines, 2016).
Using Local Trust Guidelines, management of care for neonate born to a mother with diabetes has been planned. At birth, initial skin to skin contact should be initiated, if mother and baby are both well. The neonate should be encouraged to feed within the first 30 minutes of birth, if possible, ensuring that a midwife or breastfeeding trained professional provides her with support. Ensuring a feed within the first 30 minutes after birth can decrease the risk of the neonate developing hypoglycaemia in the hours after birth. A study of 84 infants born to diabetic mothers shows that infants that were breastfed in the delivery room had a lower rate of borderline hypoglycaemia at 10%, than infants who were not at 28%. Likewise, infants breastfed in the delivery room had significantly higher mean blood glucose levels of 3.17mmol/l, compared to those who were not, who had blood glucose levels of 2.86mmol/l (Journal of Human Nutrition and Dietetics, 2009). 
If the infant successfully breastfeeds within the first 30 minutes of birth, routine neonatal observations should be performed by an appropriately trained professional, temperature, heart rate and respiratory rate should be observed and recorded on the infant’s NEWS chart. A pre-feed blood glucose should be taken prior to the second feed and then the infant should be offered a breastfeed or expressed breast milk (EBM). However, if the infant has not breastfed since birth, neonatal observations should be performed, encouragement should be given to the mother to massage and express some breastmilk, ensure the mother is aware of and knows to observe feeding cues and encourage the mother to keep her baby warm by undisturbed skin to skin contact to maintain temperature and encourage feeding. Research has shown that skin to skin contact for infants at risk of neonatal hypoglycaemia is essential in reducing the likelihood of an admission to the neonatal unit. A study undertaken between 2013-2014 – when the skin to skin contact intervention plan was put in place, observed that the number of at-risk infants of hypoglycaemia being admitted to the neonatal unit had decreased from 8.1% before the intervention to 3.5% after the intervention was implemented (Chivruvolu and Miklis, 2017). 
If the pre-feed blood glucose is ≤2.6mmol/l, further management should be put in place, focus should be on maintaining the infant’s temperature, encouraging 3 hourly feeds (breastfeeding or EBM), the pre-feed blood glucose should then be repeated. If there have been 2 consecutive blood glucose levels of ≥2.6mmol/l, the hypo-pathway can be discontinued. However, if the blood glucose is <2.0 or >2.6mmol/l, the paediatrician should be informed and further observation of the infant continued, including: further attempts of breastfeeding/EBM or supplementation with formula at 7.5ml/kg. The blood glucose should then be repeated in 1 hour and appropriate management from the paediatrician should follow. If at any point the infant’s blood glucose level is ≤2.0, an urgent referral to the paediatrician is required. Prior to discharge, it is essential that effective feeding has been established and the mother is confident in identifying feeding cues and positioning and attachment when bringing her baby to the breast. 
As a midwife, it is a vital part of their role to act as an advocate for women and ensure they feel comfortable and reassured that all care management of themselves and their infants are safe and effective. According to the Royal College of Nursing (RCN), communication is the key in ensuring the families feel at ease and as relaxed as possible, it can also allow them to feel in control in some aspects as they will be able to ‘have their say’ in their infants care and it also allows them to feel valued as they are being given the time they may need to talk and receive support (RCN, 2016). As a midwife caring for a mother with diabetes and her neonate, it is essential that they are informed of the infants plan of care and her concerns or queries are listened too and considered. Reassurance for the parents that their infant is well, is another important part of the midwife’s role, this can be achieved in several ways. If their baby is needing observations, assurance should be given that they are normal. If they are not, they should be informed of this but reassured that there are actions to be taken to make sure their baby remains well. It is important to highlight other aspects of the neonate’s health that are positive, such as, their breathing may be slightly raised but he/she is feeding well and passing urine/stools frequently. 
As a midwife, it is their role to promote and encourage women to breastfeed and the current official recommendation is that babies should be exclusively breastfed for 6 months (World Health Organisation, 2016). The following information informs the reader of the challenges that midwives may face when providing care to women and their baby whilst implementing the baby friendly initiative agenda. The biggest challenge that midwives face is the time restraints in their role, a study undertaken by the Midwifery Journal found that of 231 midwives, they are either the ‘technical experts’, whereby they are focussed on techniques and provide a ‘hands on’ approach when supporting with neonatal care or they are the ‘skilled companion’, providing support and advice on parent-infant relationships and use a ‘hands off’ approach when supporting the mother with neonatal care. However, the study concluded that most of the midwives were ‘technical experts’ and the minority the ‘skilled companion’, but this was always dependent on the challenges they faced within their working environment (Swerts & Westhof, 2016).  Not all women want to breastfeed, some find it uncomfortable or struggle to breastfeed and the pressure of the recommendations has resulted in some women feeling guilty or anxious about the impact of their decision not to breastfeed. Research has also shown that Midwives have observed that the promotion of breastfeeding can create defensiveness and other tensions between mothers and health professionals (British Pregnancy Advisory Service, 2018). Researching GDM and the BFI agenda, some women may be worried about struggling to breastfeed their baby and the potential of their baby developing hypoglycaemia, if they do not feed immediately after birth. This may result in the decision of the mother choosing to formula feed although she may want to breastfeed. Lactation can sometimes be more difficult in women with diabetes because it can delay the onset of Lactogenesis, this is a result of the fluctuations in blood glucose levels, increasing the likelihood of the infant requiring formula supplements (La Leche League GB, 2019). A small study of women showed no marked delays based on similar concentration of lactose in the colostrum of a diabetic mother compared to non-diabetic mothers. However, diabetic mothers had more difficulty expressing colostrum during the first 2 days of lactation (Gestational Diabetes UK, 2016). Other challenges the midwife may face is that some women do not want to breastfeed, they may want or feel they need other people such as the infant’s father or grandmother to feed the baby as means of support. The woman may have had a difficult experience with breastfeeding with a previous baby or have seen other women struggle with breastfeeding and would prefer to formula feed (British Pregnancy Advisory Service, 2018). Cultural aspects can also make implementing the BFI agenda difficult as some individual’s beliefs and customs do not support breastfeeding. In some countries, including India, there is belief that colostrum is ‘impure’ or ‘dirty’, therefore it is often expressed and then thrown away and the infant is fed formula for the first few days of its life (Bupa Global, 2015). Psychosocial factors can also play a key role in women not wanting to breastfeed, therefore challenging midwives to meet the Baby Friendly Initiative. Feeding in public is one of the main concern’s women have when breastfeeding, most women say they feel apprehensive and self-conscious when feeding in public. They all said that they try to wear ‘appropriate’ clothing such as loose, stretchy tops without buttons and nursing bras to avoid ‘embarrassment’. (Health Talk, 2015).
Looking at the Standards for Health Services, the agenda of the Baby Friendly Initiative could inform the parents of the care of their baby in the following ways: having an educated workforce of midwives, GPs and Health visitors, this allows women to be given informative and accurate information regarding parent-infant relationships, breastfeeding and it’s benefits and information on formula feeding. Stage 3 of the BFI standards includes focussing on specific ways to transform care for families and adapt plans of care in conjunction with the family and their specific needs. The standards enable maternity staff to support women in the antenatal period of the importance of breastfeeding, early relationships and the health and wellbeing of their baby, support mothers to get breastfeeding of to a good start and support parents to have a close and loving relationship with their baby while the baby is still in-utero. Once the baby has arrived, the neonatal standards allow parents to build a relationship with their baby, by encouraging skin to skin contact in the hours after birth, support with infant feeding and allowing baby to have EBM if breastfeeding is not possible at the time (UNICEF Baby Friendly Initiative, 2012) Although these standards are extremely positive and have transformed the lives of many. Reading into the BFI standards for health services and linking it to this essay on diabetic mothers and their baby, the standards do not include support for women with complications such as diabetes in pregnancy and how this can impact their baby in a vast amount of ways. This does not prepare women for the difficulties that may arise during their breastfeeding journey.
To conclude, this essay has covered the different types of Diabetes that women can develop before and during pregnancy, how it can affect the fetus in-utero and the neonate in the postpartum period. A management plan of care has been devised using Local Trust Guidelines and evidence to support this information, but it has also allowed the cultural, religious and psychosocial challenges that midwives may face when promoting and implementing the Baby Friendly Initiative with at-risk women and neonates to be recognised and considered. 
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