


[bookmark: _GoBack]Throughout this essay, the role of the midwife will be discussed including the multi-disciplinary team (MDT); regarding the care and management of a diabetic mother and the affect it has upon the neonate. With reference to the patho-physiology of diabetes mellitus including the impact on the health and wellbeing of the neonate and adverse outcomes that may arise as a result of this complex condition. The baby friendly initiative interlinks within this essay highlighting the importance of standards set to improve infant feeding (UNICEF, 2018). 
Diabetes Mellitus is a severe condition that causes individuals to have increased levels of glucose within their bloodstream. This is either where the pancreas has insufficiently produced enough insulin required or there is an ineffectiveness with the insulin that the pancreas does produce. In the UK, ‘One in Fifteen people’ are diagnosed with diabetes (Diabetes UK, n.d). Two variations of this diagnosed condition are recognised as; Type 1 diabetes and Type 2 diabetes. Insulin is essential in order for the body to function as it is a fuel source. Diagnosed Type 1 diabetes is a lifelong condition affecting around 8% of the population whom have the condition within the UK. The cells within the pancreas are damaged and attacked by the body itself therefore, the function of the pancreas to produce insulin is severely decreased. On the other hand, type 2 diabetes equates for 90% of people diagnosed with the condition where the blood glucose levels noticeably rise as the insulin is insufficient (Diabetes UK, n.d). Both type 1 and type 2 diabetes have a similar issue interlinking the incapacity of the body to control blood sugar levels. Hormones during pregnancy for a woman with the pre-existing condition can be the cause of symptoms such as severe nausea and vomiting which, can lead to a serious complication known as ketoacidosis. When the woman’s body breaks down fats too rapid, it causes acidity within the bloodstream which is referred to as Diabetic Ketoacidosis (DKA) a condition that would need to be treated within the clinical setting due to DKA in pregnancy having increased rates of perinatal mortality and morbidity (Sibai, Baha M. 2014). 
In relation to pregnancy, women of childbearing age can develop a condition referred to as gestational diabetes mellitus (GDM). This particular form of diabetes can only occur within pregnancy with women who do not already have pre-existing diabetes and the temporary maternal diagnosis usually resolves within the postnatal period. Pregnancy can also have an impact upon the condition of GDM and some women find difficulty managing their blood sugar levels (NHS, 2016). 
The imbalance of insulin and glucose, commonly carbohydrates are separated and broken down into a form of glucose which communicates with the systems for the body’s pancreas to release insulin within the bloodstream as a result of increased levels of glucose in the blood. Glucose is transferred into the cells where its energy stores are used up. Glucose levels remain increased due to insufficient or ineffective insulin production, these levels can be detrimental as the human body is disadvantaged with unnecessary energy stores. As a result of this, other reserves of energy may be used up within the body leading to a build of ketones a state known as ‘ketoacidosis’ which can implement serious complications such as elevated blood pressure, dehydration, loss of vision and initial organ failure if the increased levels of glucose are endured within the body over a period of time (National Institute of Health and Care Excellence, 2015). 
The National Institute of Health and Care Excellence (NICE) explores evidenced based research around interlinking pre-existing diabetes with adverse outcomes for the fetus including stillbirths, neonatal deaths, miscarriage or congenital abnormalities. The percentage of outcomes can be reduced by informing women about pre-conception care and management of the condition to minimise the risk to the neonate. Prior to conception of pregnancy a diabetic woman should regularly monitor and establish good glucose levels as well as maintaining precautions and a routine throughout pregnancy (NICE, 2015). However some circumstances may be unavoidable, anything out of the norm the woman should be fully informed with where to escalate concern in relation to the condition which is why it is important to record blood glucose levels and form of control such as diet, insulin or other medication prescribed. 
The midwife should work within their remit and recognise limitations in competence in order to escalate and refer care. The Nursing and Midwifery council states the code of conduct 13.1 ‘accurately identify, observe and assess signs of normal or worsening physical and mental health in the person receiving care’ (NMC: The code, 2018). During each antenatal appointment, the midwife should assess and identify risk factors on an individual basis that may indicate the need for a glucose tolerance test (GTT) and depending on the results may need to communicate with other professionals such a consultant. An expectant mother with pre-existing diabetes should be referred to the diabetic team and consultant for further individualised care and to provide medical information on treatment and management of the condition throughout the pregnancy. 
The aim of the multi-disciplinary team is to extensively support and manage the condition throughout the antenatal, intrapartum and postnatal period to create improved experiences and outcomes for the mother and neonate. Following NICE guidelines a woman with a confirmed diabetes diagnosis would be put on a shared care pathway implemented into her care. This is due to the increased risk of altered health problems during pregnancy for the woman and neonate as a result of the condition including, the risk of macrosomia, stillbirth, neonatal birth injury or adaptation problems such as hypoglycaemia (Local trust guideline, 2018).  The essential care should be shared between the community midwives, dietician, specialist diabetes nurse and an allocated obstetric consultant. Within the diabetic team, the dietician will offer the woman information on topics such as diet or nutrition and equip the women to dependently choose a suitable diet to manage their daily sugar intake (NICE, 2015). 
A woman with the condition of either diabetes or gestational diabetes would be at a higher risk of birthing a neonate with a larger birthweight, otherwise known as fetal macrosomia. To help identify features of fetal macrosomia within the antenatal period, pregnant women that are diabetic should be offered serial growth ultrasound scans to monitor the fetal growth and development more frequently. If a fetus is categorised as large for gestational age (LFGA) then a plan of care would be put into place for delivery to ensure safety and wellbeing of both mother and the neonate as well as reducing the risk of a potential emergency circumstance of shoulder dystocia. In the antenatal period there are various factors that increase the woman’s risk of developing gestational diabetes. This includes having the condition in a previous pregnancy, delivering a previous large for gestational age birthweight of 4.5kg or more, maternal age, ethnicity, body mass index that is increased or a first degree relative that has diagnosed diabetes. Due to the complexity of the condition, it can have effect on the neonate’s vital organs and body systems which increases the risk of perinatal mortality and forming congenital abnormalities (Local trust guideline, 2018). 
All pregnant women are offered routine antenatal appointments with their community midwife to maintain continuity of care, provide women and families with relevant information and monitor their wellbeing through clinic and home visits. Routine antenatal appointments with appropriate consent may involve obtaining maternal observations and depending on gestation palpating the abdomen and auscultating the fetal heart rate. The midwife should also ensure that women provide a urine sample to carry out a urinalysis testing to check for an indicator of an infection or indicate the presence of glycosuria which means there may be glucose present within the urine sample and a factor of querying gestational diabetes. To gain a confirmed diagnosis, the midwife would arrange that particular woman between 24 and 28 weeks gestation to attend an appointment for a glucose tolerance test (GTT) and accurately document any other risk factors for the woman (Local trust guideline, 2018). 
Adhering to The Local Trust Diabetes pathway during the intrapartum period for a diabetic woman the maternal blood glucose levels should be monitored and documented regularly to gain a level between 4-7mmol/l, anything out of this range should be appropriately escalated. Hyperglycaemia would present abnormal or non-reassuring features and trace on Cardiotocography (CTG) monitoring. Due to the potential risk of fetal distress and compromise The Local Trust Policy advises that diabetic women should be offered continuous fetal monitoring via a CTG which, would be to maintain observation of fetal well-being (Local trust guideline, 2018). 
Within the antenatal period it is the role of the midwife to educate and discuss infant feeding with the woman to allow an understanding of her preferred choice of either breast or bottle feeding and any thoughts around the topic. The midwife should have explained the importance and the benefits of breastfeeding such as; positive brain development, as well as reassuring the woman and her family that they will be supported throughout the postnatal period no matter the choice of feeding method (Tommy’s, 2018). Women with diabetes during pregnancy are advised to express colostrum in the antenatal period around 36 weeks gestation known as colostrum harvesting to manage neonatal glycaemic control to prevent the neonate from hypoglycaemia. The stored colostrum can be easily accessible after delivery for the neonate via syringe feeding, cup feeding or potentially nasal gastric tube feeding to ensure the neonate receives national stores quicker whilst the mother is establishing breastfeeding if this is her preferred choice of feed for her baby. Postnatally Mothers of neonate’s especially receiving specialist neonatal care are supported to initiate and continue breastfeeding, including being supported to express milk (Local trust guideline, 2017). Breastfeeding and infant feeding can involve cultural challenges and varied beliefs such as different ethnic backgrounds speculate that the contents of colostrum can be described as ‘dirty’ within particular cultures resulting in mothers disposing of colostrum before establishing breastfeeding. 
Hypoglycaemia refers to glucose levels within the bloodstream being low which can occur within the neonate after delivery due to there being an instance of high levels of insulin within the neonate but no longer receiving transfer of high glucose from the mother. Imminent postnatal care for the neonate of a diabetic mother can involve obtaining capillary blood glucose levels via pre-feed monitoring to interpret if levels are within normal range. Within the first few hours of a neonate’s life blood glucose levels should be just under 2mmol/L. Treatment may be required for hypoglycaemia if results are too low, it is important to establish and clearly document results otherwise appropriate action should be commenced such as glucose being given intravenously (NCBI, 2004). The neonate may present as sleepy and reluctant to feed so it is important establish feeding. The role of the midwife is to support the woman with her choice of infant feeding especially with a hypoglycaemic neonate to initiate feeding early and often. Clinical observation of the neonate will be required including taking the neonate’s temperature, respiratory rate, oxygen saturations and heart rate. These should be taken and recorded to monitor health and wellbeing postnatally and to be documented using the newborn early warning trigger and tragger (NEWTT) chart (Local trust guideline, 2016). 
After delivery of the neonate it is routinely recommended for a new mother to stay within hospital to receive postnatal care for at least a twenty four hour period to ensure the neonates pre-feed blood glucose levels are taken and for the health professionals on the maternity wards to help encourage and support infant feeding especially breastfeeding, as there are numerous health benefits such as brain development and prevention of infections for the neonate and lowers the risk of a mother being diagnosed with ovarian or breast cancer (NHS, 2017). A fundamental aspect of health care is to ensure that all women and families receive evidenced based information to allow them to make an informed choice based upon evidenced based research. Gaining a form of consent for medical interventions or treatment such as obtaining the pre-feed blood glucose levels for an infant is always important and good practice from professionals. Consent or agreement from a patient is defined as ‘permission for something to happen or agreement to do something’ (RCN, 2017). A midwife would need to obtain valid consent from the parents as their legal guardians for any procedures or treatment offered to their child, and have a legal right to decline even if they go against medical advice.
The Baby Friendly Initiative standardises early skin to skin contact after the birth irrespective of the mode of delivery of the neonate. When the intrapartum period is over, the mother and neonate are most vulnerable during the immediate postnatal period. Evidenced based practices such as delayed cord clamping and skin to skin contact can contribute to improve health and wellbeing for both the mother and infant. It is important that there is immediate contact of skin to skin initiated to promote the hormonal release of oxytocin, encouraging close mother-infant relationships with bonding and attachment as well as regulating the neonate’s temperature and maintaining blood glucose levels (UNICEF, 2013). 
Effective preparation and education for an expectant mother with diagnosed diabetes and their neonates offers them the best possible start to life which is essential for empowerment of a woman, aiding further support and encouragement for informed choice of the initial skin to skin contact leading to the family developing and contributing towards positive relationships, growth, development and wellbeing. As well as incorporating the baby friendly initiative standards within the care of the mother and her new family. Maternity services should ensure that mothers understand and acknowledge the information they are provided with and understand they should participate and communicate within the involvement of their care. Health care professionals should listen to service users and respect individual preferences including religious and cultural factors and follow the NMC’s code of conduct; ‘recognise and respect the contribution that people can make to their own health and wellbeing’ as well as encouraging people to share their thoughts on decisions of treatment and care (NMC: Code, 2018). Whilst adhering to relevant guidelines, all healthcare professionals have a significant part to play including, the role of a midwife to ensure a high standard of care should be provided to all pregnant women especially within women who entail high risk needs as the care provided can be complex so thorough knowledge, up to date information and a wide range of condition specific skills are critical to manage each individual woman and the potential for a compromised neonate to maintain safe and good quality care. Communication is key for effective teamwork and clinical decisions across the multi-disciplinary team providing care for women and families to ensure overall achievement of a gold standard of healthcare nationally. 
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