


[bookmark: _GoBack]The standards set by The baby Friendly Initiative aim to improve infant feeding (Unicef UK, 2018). Maternity and neonatal services aim to provide families with support in developing close relationships with their baby to improve feeding (Baby Friendly Initiative, 2018). The world health organisation (WHO) began to build a framework, based on research in 1998, with the aim of educating health care professionals and parents in successful steps necessary to support breastfeeding (WHO, 1998). The work of the BFI today is to revise those standards and aim to improve breastfeeding rates within the UK (UNICEF, 2013). 

This essay will discuss the impact of Diabetes Mellitus on Neonatal health and the role of the Multi-disciplinary team, including the role of the midwife. 
The author will also mention specific complications for the neonate relating to the condition and explore issues that may impact care, with reference to the baby friendly initiative.   

Of the estimated 700,000 women who give birth in England and Wales every year, up to 5% are diagnosed with either pre-existing or gestation diabetes (NICE, 2015). The incidence of gestational diabetes is increasing each year due to pregnancy in older women and higher obesity rates, among women of childbearing age.     
Diabetes is associated with an increased obstetric risk, (McCance, Maresh, Sacks, 2010). Women who already have diabetes confirmed pre-conception, in childbearing age increases the risk of complications leaving her vulnerable. 
Miscarriage, pre-eclampsia and pre-term labour are outcomes related to this condition but are statistically more common in women who have pre-existing diabetes. 



As discussed above there are 2 categories of diabetes; gestational diabetes (GDM) occurs for women who do not have diabetes pre-gestation but develop the condition due to placental hormones, oestrogen, cortisol and human placental lactogen causing insulin resistance whereby glucose stays in the blood, increasing blood sugar levels (Diabetes UK, 2018) the first recognition happens in pregnancy. GDM will be monitored in the postnatal period, it will resolve within 6 weeks of delivery (Wylie & Brice, 2008). 

Diabetes that is unrelated to pregnancy; type 1 and type 2 share a similar problem relating to the inability to control blood sugar levels. Pregnancy can have an impact on this condition, some women find it difficult to control their blood sugar levels, pregnancy related hormones can cause severe nausea and vomiting for these women who suffer with pre conceptional diabetes this can lead to Ketoacidosis, this can be fatal for the woman. 
Diabetic Ketoacidosis (DKA) occurs when the body starts to break downs fats quickly, causing the blood to become acidic (British Medical Journal, 2019).   
  
For women with pre-existing diabetes where possible pre-conception education can prove vital in reducing the risks of associated outcomes. If women can establish good control of their blood glucose levels the result of this will have a significant effect on minimising the risk to the pregnancy (Diabetes UK, 2015).  
As per the Nursing and Midwifery council (NMC), the code states that education and advice given is up-to date evidence based (The Code, 2015).        

Diabetes diagnosis will put the woman on a shared care pathway following NICE guidelines, due to an increased chance of health problems during pregnancy to the woman and unborn. Shared care between; community midwives, a named obstetric consultant and a diabetic team consisting of a specialist diabetes nurse and dietitian (NICE, 2015) the complexity of this condition requires specialist knowledge. The aim of the multi-disciplinary team is to manage and support the woman to improve maternal and fetal outcome (NHS,2015a). The communication between the teams is paramount in the overall care a woman receives. Clear, detailed documentation should be made. Ethical considerations should be made and medical records for each woman should only be accessed by those who are caring for that woman, on a ‘need to know’ basis. 

During the antenatal period women will be referred for growth scans at the hospital, to observe the fetus. The sonographer will measure the fetus to determine any congenital abnormalities, to diagnose or exclude macrosomia. Macrosomia at birth is a term used to define a neonate who is born weighing larger than average >4.0kg.  
Measurements of amniotic fluid will also be taken to exclude polyhydramnios, these scans will be undertaken at 28, 32- and 36-weeks’ gestation (NICE, 2010). Keeping parents informed with how their baby is growing and developing allows them to start to bond with their baby in utero, they will see and hear their baby. When referring to BFI Standard 1 is being met in a way that it will optimise fetal well-being. The named consultant obstetrician will discuss the options for delivery allowing the woman to make a fully informed decision on how to delivery her baby.            
  

The woman should be offered nutrition counselling from a dietician, this equips women with the information and tools that empower them to choose the right quality and quantity of food. Pregnancy influences the change on the metabolism, type 2 diabetes and GDM can be controlled by diet alone depending on the severity of the condition these women who have their diabetes under control are advised to deliver before 40+6 weeks’ gestation (local trust, 2018). The role of the dietician is important in that, if women are given individualised treatment plans this can impact the control of her condition and reduce the chance of diabetes-related problems.       

During the antenatal period women are advised to monitor their blood sugar levels more closely throughout, poor glycaemic control can lead to complications. Pre-existing diabetes can have an ‘increased risk of miscarriage, congenital abnormalities and perinatal death’ (Arya et al, 2015). Complications for the neonate, common with diabetes consist of cardiac abnormalities and congenital abnormalities; cleft lip and palate. 

During routine antenatal appointments the midwife will undertake a urinalysis to test for glycosuria in the sample provided. Sugar with in the urine can indicate gestational diabetes, the role of the midwife is to get a confirmed diagnosis by arranging an oral glucose tolerance test (OGTT) at 24-28 weeks gestation if there is no history of GDM in a previous pregnancy (Local Trust Guideline, 2018). Women should be informed of the effects of gestational diabetes on the pregnancy, they are given information and equipment on how to self-monitor their blood glucose. The importance of diet will empower the women, whilst intervention from the MDT is essential.
The baby friendly initiative aims to support pregnant women to recognise the importance of building early relationships with their baby. This is especially significant for women diagnosed with diabetes, their condition can have an impact on bonding and attachment.    

Individual circumstances can compromise neonatal health. 
The country in which we live in is a multi-cultural society, midwives are aware of the understanding they need to have of each woman’s spirituality needs (RCM, 2010). This can have an impact on the outcome of the overall health of the neonate, women may have a barrier to breastfeeding their baby due to their own views and whilst encouraged by midwives it cannot be forced upon, therefore any decision a woman makes should be respected. 
 
Prior to delivery it is advised for women with diabetes to express and store colostrum (La Leche League GB, 2019), from 36 weeks gestation, this can be used for the neonate if the woman becomes unwell and isn’t able to breastfeed.   

Type 1 and type 2 diabetic women are advised to deliver between 37- 38+6 weeks gestation, if they do not present with any other complications, thus should be advised to labour and deliver on a consultant led unit, including women with diet controlled GDM (Local Trust, 2018). Appropriate place of birth allows for continuous monitoring of baby during labour to highlight any signs of hyperglycaemia, following STAN protocol an abnormal trace of a CTG will show fetal distress. Pathological changes caused by a lack of oxygen results in hypoxia of the neonate, the effect of this present once the baby is delivered, babies who suffer hypoxia in utero are less able to adapt once delivered, they struggle to maintain their temperature. Skin-to-skin with baby is vital for these babies, if baby is unable to maintain its temperature it is less likely to feed and this can lead to unstable blood glucose levels (McCall et al, 2010). 
  
A new born infant of a diabetic mother may develop complications.
Fetal lung maturity is acquired later in gestation for mothers with diabetes, for this reason steroids may be given at a later gestation if delivery is imminent, compared to women non-diabetic pregnancies (Local Trust, 2018). 
During the second stage of labour women are asked to take hourly blood sugars local trust guidelines, recommend for blood glucose levels to be between 4-7mmol/l. 
If a baby is confirmed is confirmed as measuring as large for gestational age (LFGA) from scans a vaginal delivery can result in shoulder dystocia. 
The type of delivery a woman has impact on maternal and new-born behaviours in the postnatal period.   

Women are encouraged to have skin-to-skin contact immediately following delivery, for babies born to diabetic mothers this can be particularly important in regulating the neonate’s temperature (Unicef, n.d). Skin-to-skin promotes breastfeeding. Research by Gregory & Todd suggested babies who are breastfed reduce maternal insulin requirements by 30% (Gregory & Todd, 2013). NICE recommends these babies of women who have diabetes should stay with their mother, unless a clinical compromise permits an admission to the neonatal ward (NICE, 2008). This links to the standards set by the BFI, in ensuring women are with their babies at all times, to promote relationship building. 
Women need to make an informed decision with regards to how to feed their baby, the role of the midwife is to provide women with up-to date information about the benefits of breast feeding. Women make their choices about feeding based on their own beliefs and values.     

Immediately after delivery hypoglycaemia can occur, this is a result of low blood glucose levels in the baby (Pilgrim, 2012). A transient drop in the new-born’s blood sugar is part of the physiological adaptation to extrauterine life. For those babies who are born to a diabetic mother, blood sugars are measured using a glucometer suitable for neonatal use. Prior to testing consent will need to be obtained from the parent/s. This procedure can throw up ethical boundaries, one or more parent may not consent to the blood testing, therefore it cannot be carried out, as a result the baby can become very unwell. 
The midwife will communicate this with the midwifery sister on the ward and the paediatric doctor.
A paediatric doctor will review the neonate and discuss the importance of glucose testing. Without obtaining the baby’s glucose levels they are unable to receive the correct treatment and may start to become symptomatic; specific symptoms can include seizures, irritability and poor feeding. Pre-feed capillary blood glucose measurements are taken from the neonate (NICE, 2015), with informed consent via the heel, just before a feed to identify if the neonate can stabilise their blood glucose levels. It is vital to be able to establish blood glucose levels to provide the best treatment, babies born to a diabetic mother can become hypoglycaemic, as a result this can make the neonate lethargic and reluctant to feed.            
   

A plan for these women for their postnatal treatment is made for managing diabetes and it will be in the women’s notes so all members of the MDT can refer back to it. It is routine for these women to be advised to stay within the hospital unit for at least 24 hours with their new-born’s. It is the role of the midwife and maternity support worker to ensure neonatal observations are carried out;
 this involves taking the respiratory rate, oxygen saturations, heart rate and axilla temperature. This information will then be documented onto a Neonatal Early Waring Trigger and Track (NEWTT) per trust guidelines. Observations are essential to monitor how the neonate is coping with extrauterine life. While ensuring women are receiving the support they depend upon to be able to feed their baby effectively.   




Whilst diabetes in pregnancy is treated as high risk the multi-disciplinary team are essential in communicating between one another to ensure the women are empowered in the decision making of their care throughout pregnancy to have a positive experience, this is paramount for BFI; relationship building. The standards set by the BFI underpin evidence-based practice to increase breastfeeding initiation in the UK and facilitate women to establish and develop close loving relationships with their baby. Any care given should be evidence based and it should follow local or national guidelines to help reduce the risk of adverse outcomes. The care the midwife provides should follow the antenatal care pathway, outline by NICE, she is responsible for ensuring women are referred to all clinical specialities, so she can receive support, with regards to GDM, the role of the midwife is to identify these women with their individual risk factors against NICE criteria and arrange a glucose tolerance test (GTT)(NICE, 2015).
In supporting women, available evidence suggests that women and their baby benefit long-term from, advice and education and go on to feel confident in bonding with their baby and begin to understand the impact of this on the neonate’s health and well-being, ultimately providing the best possible outcome for mother and baby (RCM, 2012). 
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