


[bookmark: _GoBack]Diabetes affects 2-5% of pregnancies in the UK. Although the care has greatly improved for diabetic mothers and neonates, some of the outcomes still include: stillbirth, perinatal mortality and congenital abnormalities (Statham, 2011). Diabetes can exacerbate existing underlying conditions such as retinopathy and nephropathy due to the increase in insulin at around 18-28 gestation (Statham, 2011). This spike in insulin production can put the mother and baby at an increased risk of pre-eclampsia, intrauterine growth restriction, macrosomia and preterm birth (Statham, 2011). During the first trimester the increase in oestrogen and progesterone stimulates the pancreas to produce more insulin (Kluwer, 2017). This in turn promotes the use of glucose in the body and causes a lower fasting glucose level. However, if not controlled this can cause fetal morbidity, congenital abnormalities and hypoglycemia as well as prematurity and respiratory distress (Wylie, 2016).

A healthy neonate should not encounter problems in the transition from intrauterine to extra-uterine life. This transition is reliant on physiological and anatomical processes taking place. If a smooth transition takes place the neonate should grow and develop in the absence of any problems (Holmes, 2010). Healthy newborns utilise glucose for energy, and once these stores are depleted their metabolism produces ketones and lactates (Holmes, 2010). A newborn who cannot use this form of metabolism may have difficulty in the transition due to low blood glucose (Holmes, 2010). The infant born to a diabetic mother is at an increased risk of developing hypoglycemia and requiring early blood glucose monitoring (Holmes, 2010). This is due to the neonate becoming accustomed to high blood glucose levels whilst intrauterine. Fetal macrosomia affects around 12% of infants born to mothers with gestational diabetes mellitus (Shakya, 2015). This is caused by a maternal insulin resistance, whereby an increased level of glucose crosses the placenta to the fetus resulting in the fetus storing this as excess fat (brown fat) (Shakya, 2015). Fetal macrosomia increases the risk of cephalopelvic disproportion, shoulder dystocia, clavicle fracture, brachial plexus injury and cephalhaematoma as well as increasing the risk of requiring admission to the neonatal unit (Wylie, 2016).

A baby of a diabetic mother must be closely monitored for hypoglycemia. If the mother wishes to breastfeed regular feeding, commencing within 30 minutes of birth will stimulate lactation (UNICEF, 2014). Neonatal hypoglycemia can be defined as blood glucose less than 2.6mmol/L (Stanford Children’s Health, N.D.). Symptoms of hypoglycemia include: high pitched cry, seizures, poor thermoregulation, apnea and hypertonia (Stanford Children’s Health, N.D.). Neonates born to diabetic mothers can have poor glycemic control following delivery due to a decrease in their supply of glucose. Severe episodes of hypoglycemia can instigate seizures and neuro-developmental problems in the baby, thus prompt and regular feeding is advised (Potter, 2016). When discussing feeding options with the parents the midwife can educate the mother on the benefits of breastfeeding and how it is beneficial to an infant of a diabetic mother by reducing the risk of gastrointestinal infections (UNICEF, 2013). However, the midwife should not inflict her own views and opinions onto the mother making her feel pressured into the decision (UNICEF, 2013).

Thermoregulatory control is a crucial part of the care of the newborn, ensuring they can regulate and maintain their temperature. If temperature regulation is not maintained, assistance is required for example, the use of a ‘hot cot’ (Local Trust Guideline, 2016). The midwife must educate the parents on suitable layers and clothing for indoor and outdoor environments. The midwife should observe the neonate for signs of respiratory distress, particularly following a cesarean section (Ramachandrappa, 2009). Respiratory distress syndrome (RDS) is caused by a decrease in surfactant produced by alveolar type two cells in the lungs. It is common in infants of diabetic mothers because maternal hyperglycemia delays the surfactant synthesis and can delay lung maturation (Ramachandrappa, 2009). Signs of RDS include bradycardia, tachycardia, nasal flaring, chest recession and cyanosed or apneic attacks. The midwife should also assess for any signs of birth trauma or injury caused by the delivery and/or macrosomia and any congenital abnormalities which may be caused by unstable blood glucose prior to or during the first trimester (Shakya, 2015). In addition to the generic newborn examination carried out at birth, the midwife should assess the neonate for signs of congenital abnormalities, perinatal asphyxia, metabolic abnormalities, hypocalcemia, hypomagnesia, low iron stores and polycythemia as well as cardiomyopathy (Potter, 2016). 

Whilst caring for a neonate of a diabetic mother at risk of hypoglycemia the ‘Hypoglycemia of the newborn’ Local trust Guidelines should be followed (Local Trust Guideline, 2016). Neonatal observations should be carried out as per trust guidelines and a management plan should be documented in the neonate’s notes. This should include regular auscultation of the baby’s heart rate, respiratory rate and temperature (Local Trust Guideline, 2016). Uninterrupted skin-to-skin contact should be offered following delivery and at regular intervals thereafter. This aids temperate regulation and thereby reduces energy expenditure, whilst promoting feeding (Hoskins, 1990). Appropriate dressing of the newborn will support the transition of thermoregulation in extra-uterine life, thereby reducing the risk of hypothermia and subsequently hypoglycemia and hypoxia (Holmes, 2010). The mother should be encouraged to observe for feeding cues. Breastfeeding should be encouraged to optimise health outcomes. If artificially feeding the mother should be taught how to do so effectively as per the BFI standards. Early feeding (within 30 minutes of birth) and regular feeding (at least three hourly) should take place to enhance the neonate’s metabolic adaptation to extra-uterine life (UNICEF, 2014). This aims to maintain the neonate’s glucose stores, blood sugars and stable glycemic control (NICE, 2015). Frequent well being checks to assess tone, colour, alertness, input and output should be conducted and pre-feed blood sugar readings should be obtained with consent. This is to ensure the neonate is maintaining a glucose level above or equal to 2.6mmol/L (NICE, 2010). As per the trust guideline any deviations from the ‘normal’ should be dealt with by following the flow chart, where recommendations are provided, and the pediatrician should be informed (Local Trust Guideline, 2016). Additionally, the neonate should be observed for signs of respiratory distress and jaundice. 

The Baby Friendly Initiative (BFI) standards are set out to build firm foundations of an educated work force in order to enhance parents experience of maternity and neonatal units as well as improving the care and support they receive (UNICEF, 2014). The BFI standards suggest the use of a facilitative approach to supporting parents, by providing accurate and sufficiently detailed information as well as offering practical help and being proactive with providing care and support (UNICEF, 2014). The midwife should listen to the parent’s worries and concerns, and keep them updated with care plans as well as not using ‘labelling’ words or terms that can stigmatise the neonate (Royal College of Nursing, 2013). The midwife should provide appropriate positive reassurance to the parents such as informing them of the things the neonate does well for example feeding or observations within the ‘normal’ range (Royal College of Nursing, 2013). The midwife should ensure all care and encounters are clearly documented in the neonate’s notes enhancing clear communication within the multidisciplinary team (Potter, 2016). 

The BFI agenda aims to promote and support breastfeeding and promote parent and infant relationships by improving the standards of care provided by health care professionals (UNICEF, 2014). The midwife can meet the BFI agenda by encouraging the use of procedures such as uninterrupted skin-to-skin contact, irrespective of feeding choice (UNICEF, 2014), promotion of breastfeeding, and support to mothers who experience difficulty during this process. 

These standards can still be met when health challenges arise by individualising the care provided. A baby at risk of hypoglycemia is encouraged to feed three hourly. The mother may find this exhausting therefore assistance can be provided with teaching her to express milk which can be given to the baby between breast feeds or for ‘top-ups’ (Local Trust Guideline, 2016). A limitation of the standards is that there is a bigger drive towards breastfeeding, understandably, due to its health benefits to both mother and neonate. However, those mothers wishing to formula feed may not receive the same level of support. The BFI focuses on the drive of the ‘Ten steps to successful breastfeeding’ thus excluding all mothers who choose to formula feed their newborns (UNICEF, 2014). Although they provide guidance on formula feeding it is not to the extent of the information provided supporting breastfeeding (UNICEF, 2014).  

To conclude, although outcomes have greatly improved for the neonate of a diabetic mother, close monitoring throughout pregnancy and a detailed care plan should still be implemented, as per Local Trust Guidelines. The midwife has a key role in early identification of the ‘at risk’ neonates and therefore should work with the mother to provide optimal care, thus reducing the risk of mortality and morbidity (NICE, 2015). The BFI standards should be implemented in practice ensuring all mothers know how to appropriately feed their newborn, and receive appropriate care and support from their midwife (UNICEF, 2014). 
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