


[bookmark: _GoBack]This essay will discuss how the midwife can manage the challenges that arise when caring for a diabetic mother in order to adhere to the standards set by the Baby Friendly Initiative (BFI) (UNICEF, 2017). Relevant pathophysiology will be referred to as the midwife requires a good understanding of this to provide adequate advice and care, along with knowing when to make appropriate referrals (Wyle and Bryce, (2016), p.156). The three forms of diabetes that will be discussed, relevant to pregnancy are Gestational Diabetes Mellitus (GDM) and Type I and Type II diabetes mellitus. Diabetes is the most common medical disorder of pregnancy (BAPM, 2017) and occurs in 5% of pregnancies in the UK, with this amount predicted to escalate in result of increased obesity and pregnancy in older women (NICE (National Institute for Health Care and Excellence), 2015). NICE, (2015) adds that 87.5% of these cases are GDM with the remaining being pre-existing diabetes. Diabetes mellitus is an endocrine disorder where by the production or action of insulin is insufficient resulting in hyperglycaemia (Wylie and Bryce, 2016, p.155). Placental secretions of human placental lactogen, cortisol and glucagon in pregnancy cause women to experience alterations towards insulin resistance and glucose intolerance during pregnancy (Pettinger, et al, 2016, p.679). These alterations are thought to be accountable for the increasing requirement of insulin for those with pre-existing diabetes (Pettinger et al, 2016, pp.679-680) and GDM is diagnosed when maternal resistance to insulin becomes too extreme causing hyperglycaemia (usually in the second and third trimester) (Farrar, 2016, p.519). 
Poorly controlled diabetes increases the risk of perinatal complications, such as pre-term birth, neonatal respiratory distress, hypoglycaemia and polycythaemia (Stewart and Malhotra, 2015, p.31). Other risks associated with diabetes and pregnancies are still birth, congenital malformations, birth injury and perinatal mortality (NICE, 2015). Maternal diabetes control at conception has also been linked to the risk of pregnancy loss and congenital abnormalities (Pettinger et al, 2016, p.680).
When maternal blood sugars are elevated, the placental transfer of glucose is increased causing the fetal pancreas to produce excessive insulin (Stewart and Malhotra, 2015, p.32). Insulin significantly influences fetal growth, this can therefore lead to macrosomia (Mitanchez et al, 2015, p.257), defined as a birth weight >4.5kg (Trust Policy, 2013). The elevated insulin levels can also hinder maturation of the lungs causing respiratory distress (Wylie and Bryce, 2016, p.174). Intrauterine Growth Restriction (IuGR) has been associated with advanced cases of diabetes; it is thought that high levels of glucose may impair placental development reducing its ability to function, resulting in restriction of fetal growth (Mitanchez, et al, 2015, p.260).
Once born, the baby has an increased risk of developing hypoglycaemia in the first 24 hours of life (Trust Policy, 2016). As the continuous placental supply of glucose has been discontinued the baby must transition to intermittent feeding, using brown fat stores, whilst controlling glucose homeostasis, oxygen consumption and maintaining heat (Aylott, 2006, p.39). The baby still has high levels of insulin which quickly deplete glycogen stores, (Stanford Children’s Health, 2019) along with a poorly balanced response to low blood glucose levels because of counter-regulatory hormones (BAPM, 2017). A healthy baby experiences this drop-in blood glucose levels and shows no clinical signs, but the baby of a diabetic mother may struggle to make this metabolic adaption (Galcheva, 2018, p.552-553). 
Because of the risk of macrosomia, the midwife should encourage a birthing position opposed to semirecumbent, to allow for expansion of pelvic diameters to prevent shoulder dystocia (Wylie and Bryce, 2016, p.172). Trust policy, (2016) states that diabetic pregnancies should be carefully planned and obstetric lead, with an individualised assessment of timing and mode of delivery. In the incidence of macrosomia, the risks and benefits of vaginal birth, Induction of labour and Caesarean Section (CS) should be explained (NICE, 2015) so that an informed decision can be made.
The midwife will dry the baby immediately following birth and ensure that a hat is put on, in a draught free room to prevent cold stress (BAPM, 2017). As soon as possible after birth, Skin to Skin Contact (SCC) with the baby should be encouraged, promoting closeness and bonding (Ngaiyaye and Kalembo, 2016, p.365). SCC promotes thermoregulation and prevents hypothermia as the mother’s breast adjust in temperature to regulate the babies (Crenshaw, 2014, p.212). Referring to the energy triangle this prevents glucose stores being depleted therefore preventing hypoglycaemia and extra demand for oxygen (Aylott, 2018, p.39). Altimier and Philips (2016, p.232) state that SCC supports brain development, facilitates attachment and prevents the negative effects of separation. Studies also show that breastfeeding is promoted and prolonged by SSC (Moore et al, 2016, p.3). The midwife will ensure that at least an hour of SCC following the birth is promoted, unless clinically not possible and routine procedures such as weighing of the baby and suturing shouldn’t disrupt SCC (Trust policy, 2016). 
Cord blood gas samples are to be taken following delivery (NICE, 2017); the analysis will give an indication of the baby’s metabolic condition at birth (Higgins, 2014). The risk of infant hypoglycaemia following delivery requires the baby to be fed as soon as possible following birth (Pettinger, 2016, p.680). Blood Glucose (BG) levels should be carried out 2-4 hours post-delivery (Trust policy, 2016). NICE (2015) recommends that there should be no longer than 3 hours between feeds and if pre-feed BG levels are persistently less than 2.0mmol/litre then intravenous dextrose may be required. Following Trust Policy, (2019) from the second feed, 3 pre-feed BG measurements of above 2.0mmol/litre are to be taken before BG monitoring stops. Once there has been 2 consecutive BG measurements above 2.0mmol/litre, responsive feeding can be commenced (BAPM, 2017). 
Following Trust Policy (2016), infant blood tests are carried out for polycythaemia, hyperbilirubinaemia, hypocalcaemia and hypomagnesaemia - when symptomatic. Admission to Neonatal Intensive Care Unit (NICU) should be made where clinically indicated (NICE, 2015). The midwife must observe for any symptoms that deviate from the normal requiring prompt referral to a paediatrician (Trust policy, 2016). This is paramount as hypoglycaemia can lead to neuronal injury when prolonged (Harding et al, 2017, p.54). The midwife must ensure that the baby is at least 24 hours old and has stable maintenance of blood glucose levels whilst feeding well before transfer to community care (Trust policy, 2016).
The midwife is required to take a woman centred approach and communicate in a way that promotes BFI meaningful conversations, to build trusting relationships (UNICEF, 2018). Written and verbal information should be provided to parents explaining why extra support is being provided and BG levels are being monitored (BAPM, 2017). The parents should be assured that a well-baby has a normal colour, passing frequent stools and urine, feeding well and satisfied between feeds (NICE, 2015). Signs of an unwell and hypoglycaemic baby should be explained, these being: jitteriness, hypotonia, hypothermia, cyanosis, apnoea, poor feeding, lethargy and seizures (Stanford Children’s Health, 2019), as well as how they can avoid their babies BG levels to drop. Parents should be made aware of normal heart rate being between 100-160 beats per minute, normal respiratory rate being between 30-60 respirations per minute and normal temperature between 36.5-37.5 degrees (NICE, 2015). The parents can judge the temperature by feeling if the tummy, back or neck is hotter/cooler than normal (NHS, 2017). Clear instructions of how to escalate concerns are to be given; this information should be explained antenatally, when in labour as well as postnatally (BAPM, 2017).  
The BFI was introduced to the UK in 1995 (UNICEF, 2019) and strives to provide the best outcomes for parents and their babies (UNICEF, 2018). To be awarded a baby friendly hospital the midwife must adhere to the standards set, solely focussing on mothers being supported with feeding and aiding parents to develop a close and loving relationship with their baby (UNICEF, 2018). Various cultures follow breastfeeding traditions where by women may have adverse social and religious beliefs in regard to initiation of breast feeding, some of which may positively influence breastfeeding, whereas others could negatively affect a baby’s health (Bupa, 2019). The midwife must educate, encourage and support women with early breast feeding and bonding, as well as respecting a woman’s informed decision (UNICEF, 2018), whilst respecting diversity and individual decision (NMC (Nursing and Midwifery Council), 2015). When providing breastfeeding support, a ‘hands off’ technique will promote learning and independence (Fielder, 2016, p.62) as well as uphold a woman’s dignity and respect (NMC, 2015).
The midwife must work as part of a multidisciplinary team to maintain a woman’s glycaemic control and minimise potential risks to the fetus (Trust policy, 2016). Information must be given about how diabetes can affect pregnancy and pregnancy can affect diabetes, and a full medical history should be provided so that the midwife is aware of the severity of diabetes and any medical complications that may also affect pregnancy (Mills et al, 2015, p.849). The midwife must ensure that 5mg daily of folic acid is taken up to 12 weeks of pregnancy (Trust policy, 2016) to reduce the increased risk of neural tube defects (Pettinger et al, 2016, p.682) and 75mg of aspirin daily is taken to reduce the increased risk of pre-eclampsia (Mills et al, 2015, p.850). HbAc1 levels in women with pre-existing diabetes are to be measured to assess the risk to pregnancy (NICE, 2015). NICE, 2015 also recommends that a glucose tolerance test should be performed where risk factors of GDM are present or as soon as GDM is suspected and fasting BG levels should be kept below 5.3mmol/litre. By providing the correct antenatal care the challenges of meeting the BFI can be minimised. 
The midwife must stress the importance of breastfeeding as soon as possible so that an informed decision can then be made (UNICEF, 2018), as NICE (2015) states that the baby should be fed within 30 minutes of delivery. Early feeding is crucial for preventing hypoglycaemia (Mitanchez, 2015, p.260). Farrar, (2016, p.524) states that if the baby is showing signs of hypogylycaemia then supplement feeds may be required, however breast milk is said to decrease insulin requirements by 30% (Robson and Waugh, 2013, p.111). The woman may have chosen to express colostrum antenatally so this can be given to avoid supplement feeds (Trust Policy, 2016). In result, it is crucial that the midwife must prioritise initiation and continuation of breast feeding (NICE, 2015). 
When lactating, women with pre-existing diabetes are likely to require less insulin (Gunderson, 2014, p.3) therefore, despite the benefits, women may worry about experiencing hypoglycaemic episodes when breast feeding, especially when alone (Fallon and Dunne, 2015, p.14). Woman should be advised to monitor glucose levels closely and adjust dietary and insulin intake (Gunderson, 2014, p.3). Fallon and Dunne, (2015, p.14) also recommend having appropriate food and drink nearby whilst breastfeeding as well as somebody they can contact in emergency. Lots of support is required from the midwife to ensure continuity of breast feeding as this can become an unpredictable time due to breast feeding changing diabetic needs (Fallon and Dunne, 2015, p.14).  

The risk of neonatal hypoglycaemia in the first 48 hours of life can make breast feeding a challenge as establishment is taking place and the volume of milk is low (Harding et al, 2017, p.53). Harding et al, (2017, p.54) also points that a hypoglycaemic baby can become reluctant to feed. Following Trust policy, (2015) the woman should be advised to breast feed at least 8 times in 24 hours to encourage milk flow along with breast compression to ensure milk transfer and provide larger volumes. This however needs to be observed to ensure its success. Strategies such as undressing the baby, changing the nappy and switching breast throughout feeds should be encouraged to arouse and interest the baby (Trust Policy, 2015). Hand expression can also be used to tempt the baby onto the breast (UNICEF, 2018). SCC should be encouraged to promote breast feeding reflexes and help the mother affectively respond to the baby’s needs; immediate SCC for at least 1 hour following birth promotes success and duration of breast feeding (Crenshaw, 2014, p.213). If the baby is still reluctant to feed, and/or has had a supplement feed due to clinical need, or the mother’s request then Expressed Breast Milk (EBM) should be encouraged 8-12 times every 24 hours to increase and sustain lactation (Trust Policy, 2019). EBM should always be encouraged prior to supplementation. If colostrum is unavailable and the mother agrees to a supplement feed then the midwife should resume to encourage breast milk as soon as possible (BAPM, 2017).
Due to the risk of shoulder dystocia or obstructed labour, rates of CS are significantly increased (McCane, 2015, p.692). Early initiation of breastfeeding is lower in babies delivered by CS therefore the midwife must provide support to overcome the challenges faced by women following CS (UNICEF, 2018). The midwife must ensure that the baby is put SCC as soon as possible following CS by helping women to manage the effects of anaesthesia and safe positioning of the baby (UNICEF, 2018). A delay in onset of lactation can be found in women following CS, therefore lactation support and education is vital (Hobbs et al, 2016, p.7). Studies suggest that pain following CS can inhibit breastfeeding (Fielder, 2016, p.59). To overcome this challenge the midwife can support with finding comfortable, adequate breastfeeding positions (Polska, 2016, p.430), encourage women to seek help when finding it difficult to lift and hold their baby (Fielder, 2016, p.59) and offer appropriate pain relief (NICE, 2012).
Mccane (2015, p.686) states that 50% of babies born to diabetic mothers may be admitted to neonatal care with 10% intensive care. The importance of colostrum, especially for a pre-term baby’s immature gut should be voiced; the midwife must show the woman how to hand express as soon as possible and frequent EBM should again be encouraged if the baby is unable to feed at the breast (UNICEF, 2018). When a baby is admitted to NICU, parents may become anxious and stressed, and periods of separation leaves less time for bonding to take place (Kerr et al, 2017, p.2). To reduce this happening and ensure that parents psychological well-being does not affect the baby’s long-term developments, interventions to promote bonding need to be encouraged (Kerr et al, 2017, p.2). To facilitate SCC, kangaroo care is advised along with infant massage to aid bonding (Kerr et al, 2017, p.2) The parents should be encouraged to care for their baby where possible on NICU to empower them (UNICEF, 2016). This allows parents to feel involved instead of ‘an audience’ to their baby’s care (Hagen et al, 2016, p.4). Research proposes that parental odours can comfort and reduce a baby’s stress levels (Schrauwen et al, 2018, p.21). The midwife can encourage the woman to use strategies such as recording their voice and absorbing scents to aid bonding; this can also help woman to feel empowered (Schrauwen et al, 2018, p.24). These strategies allow for mothers to love, comfort and care for their baby to promote close relationships (UNICEF, 2018). 
Diabetes is the most common medical condition affecting many pregnancies with its prevalence set to increase. The alterations to a woman’s body during pregnancy can worsen pre-natal diabetes or cause diabetes to occur in pregnancy. Poor control of diabetes in pregnancy correlates with adverse outcomes for neonates, however all neonates of a diabetic mother are at risk. Due to the underlying patho-physiology of a baby whose mother is diabetic, the baby may find it difficult to transition from intra to extra-uterine life. Understanding of this is required by the midwife to enable delivery of the appropriate care. A thorough plan of care for the baby must be followed and the midwife must be very alert and observant for any poor clinical signs, making prompt referral where necessary. The risks associated with diabetes and pregnancy can make pregnancy and parenthood an unpredictable and worrying time for parents therefore, lots of support, empathy, and reassurance is required. Meeting the BFI requirements when caring for a baby with a diabetic mother may become challenging to the midwife. To overcome these barriers a lot of support is needed, whilst respecting women’s informed choice and individualities to provide all families with the best experience possible as required by the BFI standards. 
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