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Diabetes mellitus is an endocrine disorder that causes people to have elevated levels of glucose in their blood. It is caused by a deficiency of insulin or the body not utilising insulin the way it should (Bilous and Donnelly, 2010). Type 1 and type 2 are the most common of pre-existing diabetes. The cause of type 1 diabetes is unknown. With type 1 the insulin producing cells are attacked so that the pancreas cannot produce any insulin. Type 2 diabetes is most often caused by a poor diet and lifestyle. The insulin in the pancreas stops working efficiently or the pancreas cannot make enough insulin. Gestational diabetes mellitus (GDM) is triggered because pregnancy hormones can make it difficult for the body to use insulin – increasing the chance of insulin resistance. This makes it difficult to convert glucose into energy and so glucose levels rise. It often disappears after pregnancy but is a risk factor for developing type 2 diabetes in the future (Diabetes UK, 2019). Up to 5% of pregnant women in England and Wales have diabetes, making it one of the most common medical complications of pregnancy (National Institute for Health and Care Excellence (NICE), 2016). Whilst the mother’s health can be adversely affected by diabetes the infant is also at an increased risk of developing health problems. This essay will discuss the management of full-term infants of diabetic mothers and ways the midwife can meet the agenda for the Baby Friendly Initiative (BFI) whilst caring for the mother and baby. The underlying patho-physiology will be discussed as well as the potential challenges the infant may face as a result of the mother’s diabetes. 

During pregnancy, it is essential that women with diabetes are identified early so that treatment can be initiated as soon as possible. If the woman does not already have diabetes she should be screened to identify if her risk of developing GDM. If risk factors are present a Glucose Tolerance Test (GTT) should be offered between 24 and 28 weeks gestation. All women should be offered urinalysis at each antenatal appointment to detect the presence of glucose in urine. If glucose presents on more than one occasion after the first trimester the woman should be referred for a GTT (Local Trust, 2019., NICE, 2008). Early identification means the condition can be better managed and complications are less likely to arise. Women with diabetes should be seen regularly by their midwife and should be referred to the consultant obstetrician and the specialist diabetes midwife (Local Trust, 2019).

Hypoglycaemia is a leading cause of full term admissions to neonatal units (British Association of Perinatal Medicine (BAPM), 2017). In response to the diabetic mother’s high blood sugar levels the hypertrophic islets of Langerhans produce more insulin than needed in the fetus. The baby’s pancreas can continue to produce excessive amounts of insulin initially after birth and this, along with being suddenly cut off from a constant supply of glucose, can cause the baby to become hypoglycaemic (MacDonald and Magill-Cuerden, 2011). Hypoglycaemia is a result of blood glucose levels dropping too low and if continuous or severe it can affect the brain’s ability to function normally. A hypoglycaemic state can cause seizures, permanent brain injury and long-term neurological impairment (Campbell and Dolby, 2018). The midwife should educate women on hypoglycaemia and discuss signs to look out for such as lethargy, abnormal feeding behaviour or the baby becoming jittery (BAPM, 2017). To prevent hypoglycaemia early feeding should be encouraged and supported by the midwife, ideally within 30 minutes of delivery. Formula fed babies as well as breastfed babies are at risk of hypoglycaemia so, in line with BFI standards, all mothers should be supported with effective feeding. All women should be advised to feed responsively and be taught to recognise early feeding cues (UNICEF UK, 2016). As per trust guidelines the plan of care for a baby at risk of hypoglycaemia is to be cared for in the hospital for the first 24 hours after birth. The midwife and the mother should discuss the importance of regular feeding and leave no longer than three hours between feeds. The blood glucose levels of the baby should be checked twice prior to a feed and should be more than 2mmols/l and the first of these checks should be between 2-4 hours after birth. If blood glucose levels are lower than this the baby must be referred to a paediatrician who will collaborate with the midwife and the mother to create a further plan for the baby (Local Trust, 2018). The midwife can reassure parents that the baby is well by pointing out signs of a healthy baby such as good feeding behaviour, good tone, being alert and having an axilla temperature of between 36.7 - 37.3°C (Great Ormond Street Hospital for Children, 2017). The BFI standards should be used as a framework for training on breastfeeding support, effective feeding and recognition of poor feeding to reduce the risk of hypoglycaemia (UNICEF UK, 2016).

The midwife must keep the neonatal energy triangle in mind when providing postnatal care. There are three elements to the triangle: hypoxia, hypothermia and hypoglycaemia. The thermal and glycaemic maintenance of the neonate has a significant relationship with the occurrence of hypoxic events. Hypothermia will lead to depleted glucose stores which in turn leads to increased oxygen consumption. The extra demand for oxygen will not be compatible with the supply available in the air and ultimately will lead to hypoxia. Anticipating these events and acting to recognise and prevent them will ensure a successful transition to extrauterine life (Lomax, 2015). Following the BFI agenda to support effective feeding and encourage skin to skin will help the midwife to reduce the likelihood of the energy triangle becoming compromised (UNICEF UK, 2012). 

During pregnancy, the higher levels of insulin may inhibit maturation of the fetal lungs and lead to surfactant production becoming disturbed. This puts the baby at a heightened risk of developing respiratory distress syndrome once it has been born (Wylie and Bryce, 2016). Caesarean delivery is also a risk factor for neonatal respiratory complications developing due to fluid not being expelled from the lungs as it would do during a vaginal delivery (Jobe, 2011). Signs of respiratory distress are tachypnea, nasal flaring, grunting, chest retraction and cyanosis (Lissauer et al, 2016). As per trust guidelines (2019) a paediatrician should be present for all deliveries of women with diabetes. The paediatrician should assess the baby for signs of respiratory distress and will act accordingly. This may mean that cardiopulmonary resuscitation (CPR) is started if the baby is deemed to be in respiratory distress. The paediatrician will decide if the baby is to be cared for in SCBU or on the postnatal ward with the mother. After initial resuscitation and when the baby is stable a thorough investigation should take place to determine the cause of respiratory distress. This may involve gaining a full history, a physical examination, and radiographic and laboratory findings. This investigation will help the paediatrician to tailor the management of the baby more appropriately (Reuter, Moser and Baack, 2014). Babies of diabetic mothers should have their observations monitored every four hours as per local trust guidelines (2019) this includes checking their temperature, respiratory rate, heart rate, colour and respiratory effort. Any deviations from normal should immediately be actioned by a paediatrician. All observations taken should be shared and explained to the parents so that they are reassured of their baby’s wellbeing. Signs of an unwell baby should be explained so that parents can play an active role in early detection. It is the midwife’s obligation to document events clearly and accurately at the time of the event or as soon as possible after (Nursing and Midwifery Council (NMC), 2015). 

Fetal macrosomia is usually defined as a birth weight above 4 kilograms but this definition has been debated (Rezaiee et al., 2013). The mother who is diabetic passes a higher amount of blood glucose through the placenta to the fetus than a non-diabetic mother. This extra glucose is stored in the fetus as body fat and can result in macrosomia (Kc, Shakya and Zhang, 2015). Macrosomic babies are at an increased risk of shoulder dystocia, nerve damage, hypoxia and birth injuries such as a clavicle fracture (Birth Injury Guide, 2019). This is because their size can make it more difficult for them to pass through the pelvis. If women are having a vaginal delivery, where possible, they should be encouraged to adopt a position other than semi-recumbent as this will help to maximise the pelvic diameters (Wylie and Bryce, 2016). Local trust guidelines (2019) state that women with diabetes should be offered growth scans at 28, 32 and 36 weeks gestation to monitor growth velocity. Macrosomia can only be truly diagnosed after the baby has been born and weighed. Women diagnosed via ultrasound as high risk for a macrosomic fetus should be informed of the risks and benefits of a vaginal birth, caesarean section and induction of labour (IOL) so that they can make an informed decision about mode of delivery. It is vital that the risk of shoulder dystocia is discussed and clearly documented. Birth should ideally take place in a consultant led maternity unit so that a neonatologist can be available if needed. The midwife must measure and plot the fundal height at each antenatal appointment. Along with growth scans this can reassure parents that the fetus is growing normally. Being fully informed on the associated risks of macrosomia and ways to reduce the risks such as IOL or caesarean section can also ease the worry. Babies who are macrosomic are more likely to be obese later in life and develop associated conditions such as diabetes and cardiovascular disease (Sparano et al., 2013). It is important that the midwife plays a role in public health and educates the woman and her family on the importance of a healthy lifestyle to protect the future health of the infant and the rest of the family. 

Infants of mothers with pre-gestational diabetes are more at risk of having a congenital defect, with cardiac and central nervous system anomalies being the most common (Gabbay-Benziv et al., 2015). Approximately 7% of pregnancies of diabetic women are affected by congenital anomalies that do not have a chromosomal cause (National Health Service (NHS), 2012). These anomalies appear more present in babies whose mothers had poor glycemic control at conception and suggests that excessive amounts of glucose has a teratogenic effect on cardiogenesis and neural tube development (Gabbay-Benziv et al., 2015). It is established that women taking a folic acid supplementation from pre-conception decreases the chance of the fetus having a neural tube defect (Imbard, Benoist and Blom, 2013). Women who have diabetes and are planning a pregnancy should be advised during pre-conception counselling to commence 5mg folic acid daily 3 months prior to conceiving and should continue until 12 weeks gestation (Local trust, 2019; NICE, 2016). Following trust guidelines (2019) women with pre-existing diabetes should be offered a fetal cardiac scan to detect structural abnormalities. Women should be made aware of the increased risks they carry and should be supported by the midwife and the multi-disciplinary team. If the fetus is found to have a congenital anomaly the appropriate referrals should be made. The paediatric team must be present at delivery to determine the best plan of care for the baby with input from the mother and the midwife. The baby’s heart should have numerous examinations during the first postnatal weeks. The vascular system of the neonate goes through considerable changes and so a single examination may not necessarily identify all defects (Lomax, 2015). All babies are eligible for a Newborn and Infant Physical Examination that should be completed within 72 hours of birth and again at 6-8 weeks postnatally. This aims to identify any congenital abnormalities (Public Health England, 2018). The midwife must act as an advocate for the woman and baby and communicate with the paediatrician to ensure these examinations are performed and ensure the woman is aware of the need to book a 6 week postnatal check with her General Practitioner. 

The challenges mentioned above increase the risk of the baby being admitted to SCBU. This has the potential to be disruptive to the development of the mother baby relationship. BFI standards state that all mothers should have immediate uninterrupted skin to skin contact after birth (UNICEF UK, 2019). If this is not possible the midwife must ensure that the mother is kept informed and has the opportunity for skin to skin as soon as possible. Midwives should encourage mothers to bond with their baby in other ways, this may be by expressing colostrum, looking at a photo or by being simply being close to their baby. They should also be supported to play an active role in the care of their baby whilst in SCBU (NICE, 2010). The midwife has a legal and ethical duty to ensure that he/she is adequately trained in neonatal care. This includes the need for mothers and babies to not be separated unnecessarily and to avoid investigations for babies not at risk and not showing clinical signs (UNICEF UK, 2016). 

It is the multi-disciplinary team’s obligation to ensure that women understand all investigations and procedures so that they can give informed consent. Midwives must follow the standards set in The Code to ensure they are working within the limits of their competence and upholding a standard of care that members of the public expect (NMC, 2015., Human Rights Act, 1998). The midwife must be committed to delivering compassionate care that encompasses the ethics and values of the NHS (2015).

Any psychosocial concerns the woman may have should be assessed and acted on. Midwives must help women to access health and social care information and support that is relevant to their needs in a bid to prevent ill health and promote wellbeing (NMC, 2015). This could include help with housing, career concerns or be age related for example, teenage pregnancies. These psychosocial concerns can have a negative impact on the woman’s ability to prioritise her health and could lead to poor management of diabetes so it is essential the midwife addresses them. 

Midwives must recognise and be sensitive to religious and cultural differences that may influence care. For example; it is against the religion of Jehovah’s Witnesses to accept any form of blood product. If a baby in a Jehovah’s Witness family had severe jaundice that requires a blood transfusion the midwife, the parents and the multi-disciplinary team would have to consider and discuss these implications (NHS, 2018., Jehovah's Witnesses Organisation, 2019). South Asian women are at a higher risk of developing GDM than white European women with Indian women in particular being 11 times more likely to develop GDM than Caucasian women (Seshiah, 2015). With this in mind it is vital that South Asian women are well informed on infant feeding. Some South Asian women delay breastfeeding in a bid to not feed their babies colostrum (Royal College of Midwives, 2008). This can be detrimental in establishing breastfeeding and denies the baby the benefits of colostrum – both of which are extremely beneficial to the infant of a diabetic mother. The midwife must remain sensitive to these long-held cultural norms but, in accordance with the BFI’s Meaningful Conversations, it is important that the midwife offers relevant information about breastfeeding. This can be done by finding out what the woman already knows about breastfeeding and asking if she would like more information about colostrum and its benefits (UNICEF UK, 2018).    

Poor management of diabetes increases the risk of the baby developing health problems. It is the midwife’s role to actively encourage and support the woman to engage with maternity services so that they are working collaboratively. Good engagement and communication ensures the woman is well informed and understands the importance of her role in managing diabetes. Women with diabetes should be seen regularly by their midwife and the multi-disciplinary team so that she is well supported throughout her pregnancy and beyond. The effects of diabetes on pregnancy and of pregnancy on diabetes should be discussed so the woman is aware of the risks to her and the fetus. The multi-disciplinary team can then work with the woman to create a personalised care plan to reduce these risks. Throughout the woman’s experience the midwife should work on building a trusting relationship by providing information in an open and honest way. 
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