


This essay will discuss how the midwife can effectively manage the challenges associated with meeting the UNICEF Baby Friendly Initiative (BFI) when caring for the neonate of a diabetic mother. The BFI is an accredited programme which seeks to revolutionise the way services provide care by setting ethical standards, providing training and assessing progress made by services (UNICEF, 2012). The essay will also discuss the pathophysiology of type 1, type 2 and gestational diabetes mellitus. Relevant ethical, psychosocial, legal and religious issues affecting neonatal care will be considered. Effective care planning for the neonate will also be highlighted, followed by discussing how midwives can provide effective support for parents, and how the BFI can influence the care of these neonates. 

The National Institute of Health and Care Excellence (NICE, 2015) suggest approximately 5% of pregnancies are affected by diabetes, and this figure is increasing due to higher rates of obesity and maternal age. NICE (2015) further suggest 7.5% of women with diabetes during pregnancy have type 1 diabetes. The National Health Service (NHS, 2018) indicate this to be an autoimmune disease. According to Wylie and Bryce (2016), it mainly occurs in younger people. A main cause of type 1 diabetes is the progressive loss of β cells. This causes a deficiency of insulin, which is needed to transport glucose into the cells, so the body can metabolise it for fuel. As the glucose is unable to enter the cells and accumulates, hyperglycaemia occurs (Wylie and Bryce, 2016). Therefore, insulin injections are necessary to control this. There is no definitive cause of type 1 diabetes, although genetic and environmental factors are debated.

Type 2 diabetes occurs when the β cells do not produce adequate amounts of insulin which causes blood glucose levels to rise (Wylie and Bryce, 2016), or there may be insulin resistance in response to decreased tissue sensitivity. It is frequently found within the older generation, and people with higher body mass index (BMI). However, incidence within the younger generation is increasing due to obesity and less activity. Type 2 diabetes can be treated by diet, oral hypoglycaemic drugs, or insulin. It is suggested that 5% of women who have diabetes during pregnancy have type 2 diabetes (NICE, 2015).

Gestational diabetes (GDM) is defined as carbohydrate intolerance of pregnancy. Resistance to insulin occurs due to placental hormones such as growth hormone and cortisol (Wylie and Bryce, 2016). It accounts for 87.5% of women with diabetes during pregnancy (NICE, 2015). At risk include women with a BMI above 30, a previous neonate weighing 4.5kg or more, or having a first-degree relative with diabetes (NHS, 2016). These women should be offered an oral glucose tolerance test at 24-28 weeks. GDM can be diagnosed when there is a fasting plasma glucose level of 5.6 mmol/litre or above or a 2‑hour plasma glucose level of 7.8 mmol/litre or above (NICE, 2015). The role of the midwife would be explaining to the woman that effective management of gestational diabetes through positive lifestyle changes such as good diet reduces the risk of neonatal problems.

Women with diabetes should be offered scans every 4 weeks from 28-36 weeks to monitor growth and fluid volume (NICE, 2015), as these fetuses can develop macrosomia, which can be defined as a neonate weighing more than 4.5kg (Local Trust Policy, 2016) and the woman can become polyhydramnios (NHS, 2016). Referral for a specialist diabetes midwife, a dietician and consultant led care is appropriate to help the woman manage her condition effectively (NICE, 2015). Therefore, effective communication with the multidisciplinary team is needed so a plan of care can be provided. Women should also be advised to regularly check their glucose levels daily throughout their pregnancy to ensure levels are within normal parameters. Fasting for long periods should be discouraged (Robson et al., 2014), however this could present a religious and ethical issue for women who observe these practices during Ramadan. 

NICE (2015) conclude the neonates and fetuses of diabetic mothers are at an increased risk of becoming compromised and are at an increased risk of neonatal morbidity, including macrosomia. This affects 15-45% of women with GDM. Risk factors include shoulder dystocia, clavicle fractures, brachial plexus injury and increased chance of admission to the neonatal unit (KC, et al 2015). Other issues potentially affecting the neonates of diabetic mothers include congenital abnormalities, birth trauma, the need for induction of labour or caesarean section, and problems with adapting to extrauterine life such as hypoglycaemia (NICE, 2015). Hypoglycaemia is a leading cause for term admissions to the neonatal unit (British Association of Perinatal Medicine, 2017). The National Institute of Diabetes and Digestive and Kidney Disorders (NIDDK, 2016) define hypoglycaemia as being where blood glucose levels drop below the normal level. Therefore, timely diagnosis and management of diabetes during pregnancy is critical.
 
In utero, fetuses have continuous supply of glucose and some may fail to adapt to extrauterine life where feeding is intermittent, so they must regulate their own levels of glucose. This is when hypoglycaemia can occur, generally in the first 24 hours of life (Local Trust Policy, 2017). Neonates born to diabetic mothers initially produce excessive amounts of insulin which may mean that they are more susceptible to their blood glucose levels decreasing and may find it challenging to regulate this (Holmes, 2010). The energy triangle (Aylott, 2006) stipulates that there is a link between sufficient oxygenation, thermoregulation and blood glucose levels and that a change in any aspect of this triangle has an impact on the rest. Thermoregulation should begin from birth, where the neonate should be dried and placed skin to skin with a hat on to prevent heat loss via evaporation. Midwives should explain how important skin to skin is important in maintaining thermoregulation and promoting a loving bond between mother and infant, as per BFI standards (UNICEF, 2012). Encouraging the parents to make informed parenting choices such as breastfeeding and having skin to skin contact immediately following birth is important so they are protected from the potential morbidities associated with hypoglycaemia (NICE, 2015).

Planning care for the neonates of diabetic mothers is important to provide clarity to the midwife and other healthcare professionals on how best to meet their needs. NICE (2015) recommend all trusts should have a written document stipulating the management of neonates born to diabetic mothers. The hypoglycaemic pathway is a structured approach to managing the condition of a neonate born to a diabetic mother (Local Trust Policy, 2017) to ensure all neonates at risk of hypoglycaemia are identified early, provide guidance on the management of hypoglycaemia and avoid preventable admission to the neonatal unit which impacts on bonding, keeping mothers and neonates together in line with the BFI Standards (UNICEF, 2012), and reducing the risk of hypoglycaemia (Local Trust Policy, 2017).  It is important this is implemented into the care plan of these neonates so their condition does not deteriorate, as neonates who experience hypoglycaemic episodes are at risk of brain injury (Su and Wang, 2012).
 
The hypoglycaemic pathway seeks to ensure the neonate’s glucose levels remain above 2.0mmol/L through regular feeding and good thermoregulation (Local Trust, 2017). Four-hourly observations should take place to observe for any deterioration, including respiratory rate, heart rate, temperature and response to stimuli. Any deviations from the norm should be escalated to the paediatrician. Blood glucose monitoring takes place every pre-feed after the initial feed until there are two consecutive readings above 2.0mmol/L (Local Trust, 2017). This means the neonate can maintain their glucose levels and the hypoglycaemic pathway can be stopped. If blood glucose levels are below 2.0mmol/L, the paediatricians should be informed and may prescribe dextrose gel which enables mothers and neonates to stay together (Mosalli, 2014) which is important for bonding and breastfeeding.
 
The midwife should be aware of the symptoms of hypoglycaemia such as jitteriness, cyanosis and reluctance to feed (NIDDK, 2016) and should inform the woman of these symptoms. A neonate who is deteriorating will require admission to the neonatal unit (Local Trust Policy, 2017), which may present ethical challenges in meeting the BFI agenda (UNICEF, 2012) in terms of keeping mothers and neonates together. However, this challenge could be met by looking at pictures or having an item close that has been near her baby or having open visiting hours for parents.
 
A neonate born to a diabetic mother should have good feeding support implemented into their care plan, including a breastfeeding assessment (UNICEF, 2012). Good feeding support from birth is essential to regulate the neonate’s glucose levels, as it assists with metabolic adaptation to extrauterine life (Local Trust Policy, 2017). Therefore, mothers should be encouraged to feed their infants within an hour of birth and then subsequently every three hours and should be informed this helps to regulate the neonate’s glucose levels (Local Trust Document, 2017). If the neonate has not latched within half an hour and the mother is eager to breastfeed, they should also be taught how to hand express (Local Trust Policy, 2017) and the benefits of this should be explained to them, such as stimulating milk supply (Royal College of Midwives, 2011) and also to reduce the need for supplementation (UNICEF, 2018). Assisting mothers in hand expression can help them to overcome troubles with breastfeeding and is encouraged by UNICEF (2018). This is important from a psychosocial perspective, so mothers do not have to stop breastfeeding before they would like to (Bäckström, et al, 2010), and would be a challenge in meeting the BFI agenda which highlights midwives should enable women to breastfeed for as long as they wish (UNICEF, 2012). Hand expression can also take place in the antenatal period from 36 weeks. This is useful because colostrum helps to stabilise glucose levels in the neonates of diabetic mothers (Local Trust, 2016). It can be given in situations where the mother is unable to breastfeed, for example if the neonate is admitted to the neonatal unit. It can also increase confidence in her ability to breastfeed which may increase her chance of success.  
 
However, some cultures may be reluctant to hand express. For example, Somali women believe colostrum is ‘dirty’ and will discard it (Textor et al., 2013). The midwife’s role during this time, in accordance with the BFI standards Stage 3 (UNICEF, 2012), is to help the mother make informed choices regarding the introduction of artificial feeds. Empathising with the woman’s situation is important, as culture is a deeply ingrained aspect of a person’s life and beliefs should be respected whilst also providing education about evidence-based knowledge.
 
Women may be fearful over waking their infant to feed, therefore effective communication from midwives is essential in informing parents that this will not harm or upset them. It is the role of the midwife to have discussions regarding responsive feeding, which is endorsed by the BFI standards (UNICEF, 2012). This includes being observant for feeding cues, such as rapid eye movement, suckling of fists, and rooting (National Health Service, 2016). Responsive feeding, however, is a two-way process. Mothers may instinctively feel the need to feed their infants for comfort or wanting to be close (UNICEF, 2016). This should be encouraged by midwives because close and loving relationships between mothers and their infants means breastfeeding is more likely to become well established (UNICEF, 2016). Keeping the neonate skin to skin will also assist with this; thermoregulation is important in preventing hypoglycaemia and promoting bonding. Mothers should also be encouraged to discuss their fears and concerns in relation to breastfeeding. The role of the midwife is to have meaningful discussions with women and to support them to make informed choices. UNICEF (2018) highlights mothers should be supported with understanding if their infant is receiving enough milk, responsive feeding and how to access help when they have been discharged home. Therefore, by encouraging the above, spending time with the women having open conversations, reviewing feeds and providing relevant information through leaflets, midwives can meet the demands of the BFI agenda.
 
If breastfeeding and hand expression are ineffective, consent should be sought to provide the neonate with an artificial feed (Local Trust Policy, 2017). There may be ethical issues if the woman declines an artificial feed; some women may feel pressured into being the “perfect mother” (Sze et al., 2018), and feel that giving their infant an artificial feed would tarnish that. It is the role of the midwife to be empathetic, as per the Nursing and Midwifery Council Code (NMC, 2015) in relation to respecting people and their choices as individuals while being transparent about the condition of the neonate. The BFI standards Stage 1 (UNICEF, 2012) highlights there should not be advertisements of breastmilk substitutes on the maternity unit. This applies to the role of the midwife if the woman asks which formula milk is ‘best’, the woman should be informed that midwives cannot influence that decision. This has been influenced by The International Code of Marketing of Breastmilk Substitutes was published by the World Health Organisation (WHO) in 1981. It aims to regulate the legality of marketing of breastmilk substitutes to protect breastfeeding. The Code (WHO, 1981) also ensures claims made by formula companies are based on scientific facts, and not what the companies believe will entice people to buy their products. Because advertising has such an impact on human behaviour, The Code (WHO, 1981) is critical.
 
In the neonate’s care plan, midwives should include an examination of the neonate to assess for any congenital abnormalities (Local Trust Policy, 2015). Neonates born to insulin-dependent diabetic mothers are more likely to have congenital abnormalities; caudal regression syndrome having the most significance (Mills, 2010). If an abnormality is suspected, urgent referral to a paediatrician is necessary. The need for the neonate to be re-examined or admitted to the neonatal unit interrupts the bonding process which means meeting the BFI agenda in relation to supporting close and loving relationships could be more challenging (UNICEF, 2012). There should be good communication between the multidisciplinary team when a neonate is admitted to the neonatal unit to ensure the bonding process between mother and infant can continue and ethical barriers avoided. For example, women whose religion may prevent them from exposing themselves should be given the privacy on the neonatal unit, so they can establish breastfeeding and bond with their infant.
 
Parents should be treated as partners in care as per BFI Standard 3 (UNICEF, 2012) and should be informed as to why the neonate is receiving extra care and blood glucose monitoring, symptoms of hypoglycaemia and how to raise concerns (BAPM, 2017). However, due to the postnatal ward being busy, some midwives may not treat parents as partners in care from a holistic point of view, but rather consider the neonate is a medical problem that needs to be fixed with minimal focus on anything else. This can be challenging when trying to meet the needs of the BFI standards (UNICEF, 2012). Having the parents observe a blood glucose level measurement being taken and explaining what the result means may help them to feel more relaxed. Reassuring parents and involving them in the care of their infant may make them feel valued. A feeding chart can be used to reassure parents that their infant is well because they can visualise on paper the neonate is feeding. During the routine postnatal check of the neonate, confirming the passing of urine and bowel movements is a good sign of feeding and this should be explained to the parents to reassure them.
 
To conclude, the neonates of diabetic mothers are at an increased risk of becoming compromised. Planning care effectively and following guidance from the BFI Standards (UNICEF, 2012) is important to ensure mothers and neonates receive effective care. Having written guidance such as the BFI Standards (UNICEF, 2012) and the hypoglycaemic pathway (Local Trust Policy, 2017) provides clear guidance on evidence-based information for professionals. Key areas in caring for the neonate of a diabetic mother include feeding support, thermoregulation, promoting breastfeeding and hand expression and knowing when to escalate concerns. Being familiar with the BFI standards (UNICEF, 2012) is important so women can be appropriately supported in the way they wish to feed their infants, and to support the important process of bonding. This includes providing appropriate reassurance, so they can focus on bonding.
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