


[bookmark: _Hlk2515600][bookmark: _GoBack]The main body of this essay will widely research and discuss the obstacles midwifes face when caring for a neonate of a diabetic mother. Including specifically what the possible obstacles the neonate may face as a result of this and how it effects the baby and mother. A plan of care for the neonate will be outlined with the conditions, this plan will be explained to the parents, it is an essential element of the midwifes role to provide support and reassurance to the parents of the neonate and explain all treatments. This piece of writing will demonstrate the importance of communication within the multi-disciplinary team who are caring for the baby and parents. It is of significant importance to identify and investigate any ethical, legal, religious and psychosocial issues that may affect the care of the neonate. 
Other subjects covered within this essay will include; aetiology, diagnosis and management of common pathological conditions and congenital abnormalities which compromise the neonates health. This will be done by discussion and analysis of relevant evidence-based studies. A conclusion will be used to summarise all the points discussed in this essay.
The baby friendly initiative (BFI) agenda must be considered for the mother and baby, it is essential to consider the challenges that come with meeting the standards. The BFI is an evidence based staged accreditation programme which enables public services to better support families with feeding and developing close loving relationships, ensuring that all babies get the best possible start in life (UNICEF, 2019). The BFI is hugely beneficial, but care must be taken by midwives when implementing it, for example if a compromised neonate needs to be transferred to the special care baby unit (SCBU) skin to skin and breastfeeding within the first hour may not be available. This may inadvertently cause stress for parents and make them feel like they are failing for not being able to meet the standards. The midwife must reassure the parents that this is not the case and things like expressing milk and skin to skin at a later date are possible. 
A challenge the midwife may be faced with in regards to facilitating the BFI standards is religion. Many service users follow different faiths and it is important for the midwife to recognise this and be able to adapt to the situation.
In some Muslim faiths breastfeeding is considered a religious responsibility as the Qu ‘ran stipulates that babies should breastfeed for around two years, therefore maximum support must be given to these families to carry out this wish.  However, in a lot of Indian cultures it is believed that colostrum is dirty so it will be expressed and thrown away. In this situation it is part of the midwives role to educate these parent on the proven benefits of colostrum, especially for a compromised neonate, but ultimately support any decision and support with formula if artificial feeding is for them (BUPA, 2019).
Psychosocial aspects which can affect care can include; attachment theory and bonding. The requirements of the neonates family must be accounted for example; plans put in place to reduce stress and anxiety. It is always important for midwives to act as an advocate for the family (Petty, 2012).  
Cultural aspects to take into consideration for care of the compromised neonate consist of; language barriers which may require translator services. If a family have a neonate needing care it is paramount that they are able to verbally understand the situation, information leaflets in a variety of languages is useful. 
Legal frameworks must also be taken seriously in midwifery care, relevant legislation consists of The Children’s Act 2004 and The Care Act 2014. The nursing and midwifery council code must be adhered to at all times, as well as NICE guidelines and local trust policies. All of these tools have been put into place to enhance midwifery care and guide professionals to provide the care a family deserves. 
Ethical theories such as the Better Births report and the NHS standards provide guidance on managing ethical issues. Dealing with ethical dilemmas can be difficult for all members of a team. It is vital to work as a team by defining and reviewing a problem which can be done by arranging a multi-disciplinary clinical review, this is to allows everyone to be included in the decision-making procedure. It may be beneficial to use an ethical framework and if needed referral made to the ethical committee for the local trust (Kirkbride, 2013). 
The baby of a diabetic mother has many potential health issues, regardless of the degree of severity it is part of the role of the midwife to support the parents during their journey. It is essential to inform the parents of all possible complications, whilst reassuring them everything is being done to ensure a positive outcome for their baby. All procedures and treatments must be fully explained to parents and all possible outcomes or effects. Parents need all information available to them to be able to give true informed consent. Midwives must ensure any information or guidance provided is evidence based, this includes the use of any health and care products or services (NMC, 2018). It is important to maintain duty of candour. If a neonate is healthy it is important to reassure the parents if needed, for example explaining that their baby’s observations are all within normal limits which is a good indicator.  
A possible complication for a neonate with a diabetic mother is macrosomia. Macrosomia is an adverse outcome of diabetes resulting in a baby who is large for their gestational age, this is above 4000g which corelates to above the 90th centile of growth. Women who experience gestational diabetes mellitus (GDM) or insulin dependent diabetes are increasingly likely to produce a macrosomic neonate (Macdonald, 2017, p.908). Macrosomia is usually a result of an insulin resistant mother, producing an increase in the amount of glucose in the transplacental blood flow to the fetal blood circulation. As a result of the fetus receiving more insulin than necessary, the excessive glucose is stored as lipid causing macrosomia. Diagnosis of macrosomia is only definitive after the baby has been born and is weighed. Monitoring of a diabetic mother will include additional growth ultrasound scans to monitor closely the size of the fetus. If there is an increase in growth and the multidisciplinary team are concerned about the fetus being born via normal vaginal delivery a plan must be put into place. To do this the health care team and parents must discuss all options and analyse the benefits and risk of these, the woman and her family must be included in these plans, it the midwifes role to support the woman during this process. For the woman the possible outcomes include; lower segment caesarean section delivery, postpartum haemorrhage and vaginal trauma at birth. Post-delivery a macrosmic neonate will need to be closely monitored for deterioration as poses a risk for hypoglycaemia so monitoring of blood glucose levels will need to included in the care plan, if for any reason the neonate needs to be admitted to SCBU then parents should be taken for a viewing and to meet the team if possible.
For the neonate macrosomia has links to a higher chance of admission to the SCBU, according to Metab, et al., (2015) the neonate will be at a higher risk of becoming overweight at a young age and increased likelihood to develop diabetes later in life. Weight at birth is a contributing risk factor for suffering a shoulder dystocia.
Shoulder dystocia is an emergency obstetric situation at delivery that arises in 0.2-3% of the pregnant population (Young and Ecker, 2012). This is where a fetus has difficulty in descending through the pelvis this can be due to its larger the average size, particularly the size of the shoulders. Macrosomia is thought to be substantial factor of risk for shoulder dystocia, around half of all incidents occur in the large for gestational age fetus’. Mehta and Sokol (2014) argue it is a restricted factor as prediction for it is unreliable, 70-90% of all affected fetus’ delivery without incidence. Effective management of shoulder dystocia is achieved by prompt diagnosis which is reached by observations to include; difficulty with delivery of the face and chin, tight application of the head against the vulva or retraction of head, failure of restitution of the head and lack of descending shoulders (RCOG, 2012). Once a case is identified the multi-disciplinary team must be called for additional support, management includes performance of the McRoberts manoeuvre, this is an easy quick and valuable intervention. Both the woman’s legs are positioned back in a flexed position right up to the chest to allowed extra widening of the pelvic outlet therefore allowing the shoulder to be released, in conjunction with this, suprapubic pressure on top of the pubic bone would be utilised to enhance results of the manoeuvre. Fundal pressure is contraindicated in this situation due to the threat of harm to fetus and mother (Learner, 2017). If possible, a paediatrician should be present at delivery in case resuscitation is needed, a plan of care will be made by the doctor and may include the need for neonatal observations or admission to SCBU. 
Hypoglycaemia is another potential health issue for the neonate of a diabetic mother. Hypoglycaemia refers to a low blood sugar level of 2.2 nmol/L or below. The potential reason for this may be due to the fetus being inside an environment of constantly high glucose levels via the maternal blood circulation, resulting in the fetus having an increased amount of insulin within its circulation. Post-delivery the neonate persists in having increased insulin levels in blood circulation but the greater levels of glucose from maternal circulation is stopped, therefore the neonates blood glucose levels can decrease. Possible treatment for this can be a glucose infusion intravenously (Stanford childrens, 2019). The neonate should be kept warm and fed within 30 minutes of delivery and subsequently every 2-3 hours until pre-feed blood monitoring is a minimum level of 2 nmol/L. If the levels decrease to less than 1.5nmol/L a paediatrician must be informed to review the case and parents should be prepared for the possibility of an admission to the SCBU (Marshall and Raynor, 2014, p.262).  The hypoglycaemia in a neonate of a diabetic mother can be rectified by early breastfeeding, according to Cordero et al., (2013). In the study of 293 neonates suffering from hypoglycaemia, 30% had the condition rectified by early feeding, while 14% required an intravenous infusion. Treatment for hypoglycaemia should be organised by a paediatrician but may consist of a dextrose infusion or oral gel and must be used in conjunction with a feeding plan (BAPM, 2017). As part of the UNICE BFI all accredited hospitals must have a hypoglycaemia policy. If for any reason the mother is not able to physically breastfeed, or for example the baby is in the SCBU there should be support in place for her to hand express breastmilk so the baby can receive the beneficial nutrients. 
Weissgerber and Mudd, (2015) state pre-eclampsia risk rises 2-4 times for women with diabetes. Pre-eclampsia is defined as a hypertensive disorder that arises in pregnancy following twenty weeks gestation it comprises of abrupt and constant onset of high blood pressure. High blood pressure reading must comprise of two separate recordings four hours apart, alongside either of the following; proteinuria, fetal growth restriction or evidence of systemic involvement (BMJ, 2019). There is no known specific cause of the condition, it has a complicated aetiology which seems to show a result between interplay amongst abnormal genetic, immunological and placental issues (Wylie and Bryce, 2016).
pre-eclampsia symptoms are; oedema, blurred vision, severe head pain, rapid weight gain, abdominal pain and anuria. Pre-eclampsia in a mild form is observed in around six percent of pregnancies, and in severe strains is seen in 1-2% of pregnant women (NHS, 2018).
Problems for the mother incorporate eclampsia, HELLP syndrome, stroke, liver and kidney failure, pulmonary oedema, and disseminated intravascular coagulation.  
If symptomatic the woman could be referred into an obstetric unit and bloods taken to measure liver and kidney functions, platelet levels and measure the level of placental growth factor protein. 
The only definitive treatment for pre-eclampsia is delivery, treatments depends on the severity of the condition. Women with a high blood pressure only may be treated with medication such as beta blockers and closely monitored as an outpatient. The condition can be severe and turn into an emergency situation which needs to be remedied by delivery.
Complications for the fetus are small intrauterine growth restriction, this is because the condition limits the amount of oxygen and nutrients passed through the circulation. Placental abruption is a possible complication as is still birth. The key cause of fetal death from pre-eclampsia is a result of pre-term delivery due to the severity of the condition (BestPractice, 2019A).
Congenital abnormalities are associated with fetus’ of the diabetic mother, these include but not limited to anencephaly and spina bifida. 
Anencephaly is a serious type of cranial neural tube defect, it is known by an absence of cortical tissue and cranial vault. Prevalence is around one to every one thousand, there is a relation between males and females with the condition being more common amongst females with a female to male ratio of 4:1. The condition results as a malfunction when closing of the neural tube (Gaillard and Mahmoud, 2019). Diagnosis is reached by ultrasound scan, amniocentesis and blood testing. At present there is no cure or treatment for the condition and any treatment is a supportive measure.  Wilson (2014, p.16) explains that anencephaly is a condition with very poor outcomes and a woman may request the pregnancy be ended at any gestational time. 
Spina bifida is a congenital disorder resulting from neural tube defect, bones within the spinal cord are not completely enclosed and leave it unprotected. The failure of typical development of the neural tube is frequently multifactorial with genetic and environmental issues thought to be the cause (Weerakkody and Bell, 2019). A neonate with spina bifida will be referred to a specialist team to consider treatment options. It is the responsibility of the midwife to support parents with this and fully explaining why this is and answering any questions from parents. The condition can vary in degrees of severity, therefore treatment options differ for each individual. Types of treatment are surgery to repair the spine, physiotherapy and occupational therapy.
Overall the BFI standards are a tool for midwives to educate parents and must be implemented properly to maximise benefits. Challenges from legal, ethical, psychosocial and cultural aspects must all be taken into account when caring for the compromised neonate. The neonate of a diabetic mother faces many challenges due to the pathophysiology of the condition. These can include; macrosomia, hypoglycaemia, shoulder dystocia and pre-eclampsia. Congenital abnormalities the neonate may suffer from include but are not limited to include; anencephaly and spina bifida. It is the midwives’ role to support parents throughout their journey and provide reassurance and make appropriate care plans for the neonate to ensure the BFI standards are being met as far as possible.  
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