


[bookmark: _GoBack]Diabetes is a lifelong condition affecting blood glucose levels causing it to be higher than average (NIDDK, 2016). Diabetes in pregnancy is associated with a risk to both the women and developing fetus (National Institute for Health and Care Excellence, 2015). Approximately, 5% of the 700,000 women that give birth each year have either pre-existing diabetes or gestational diabetes mellitus (GDM) (NICE, 2015). This essay will discuss the patho-physiology and analyse how the midwife can manage the challenges of meeting the Baby Friendly Initiative (BFI) when caring for a baby of a diabetic mother. It will discuss the aetiology and management of diabetes in relation to pregnancy, whilst exploring the ethical, legal and religious issues that may impact neonatal care.
Though the main focus of midwifery is on uncomplicated pregnancies, all midwives should screen for medical, mental health and obstetric risk factors at the first routine booking appointment. The potential benefits of a screening test allow midwives to detect factors that may affect the pregnancy and the unborn (National Institute of Health and Care Excellence, 2019). A report published by MBRRACE found that two thirds of women with existing diabetes were not offered testing which could have identified the need of treatment and potentially an alternative outcome (Knight., et al, 2018). With careful management of diabetes prenatally, it may reduce the severity of complications towards the neonate (Etomi and Banerjee, 2018). Therefore, the midwifes duty is to be able to identify women with complex needs to make appropriate referrals to ensure adequate management of their care. 
Pre-existing diabetes during pregnancy is associated with an increased risk of obstetric complications and is considered to be a high-risk condition for the mother and neonate, with additional risk factors such as obesity adding to the complexity of the management (McCance et al., 2010). According to the National Institute for Health and Care Excellence (NICE), 7.5% of women have Type 1 diabetes whilst 5% are affected by Type 2 diabetes during pregnancy (NICE, 2015). Insulin-dependent diabetes mellitus is characterized as an autoimmune destruction of the insulin-secreting beta-cells located in the pancreatic islets of Langerhans (Paschou et al., 2018). The treatment and management for type 1 diabetes includes, taking Insulin, regularly exercising and diet management. Whereas, the development of Type 2 diabetes is linked with the impairment of insulin secretion and insulin resistance which contribute to the development of patho-physiological conditions (Kaku, 2010,p.41). Women with this condition are often treated with medication that reduces blood glucose levels such as Metformin along with lifestyle advice.  
During pregnancy, a build-up of glucose intolerance in the blood alongside with other maternal risk factors such as ethnicity, body mass index and family history can cause maternal hyperglycaemia also known as GDM (Stewart et al., 2015,p. 44; International diabetes federation, 2013). One main aspect of GDM is due to the underlying pathology of insulin resistance whereby, the body is unable to maintain normal blood glucose levels (Shalayal and Noaemi, 2011). Similarly, the aetiology of GDM is closely linked to type 2 diabetes and women who develop this condition will typically have insulin resistance. Several risk factors are associated with GDM, these include BMI, ethnicity and previous history of GDM in earlier pregnancies. The condition is present in the later stages of pregnancy and is diagnosed through screening between 24 weeks and at 28 weeks gestation on the basis of abnormal glucose tolerance testing. Most often, glucose levels return to normal postpartum, however, women have an increased risk of it reoccurring in future pregnancies along with type 2 diabetes (Hartling et al., 2013,p. 123). During pregnancy the condition can lead to adverse outcomes for the neonate such as respiratory distress, large for gestational age and hypoglycaemia. Prenatal management of diabetes sshould be followed in line with NICE guidelines offering women serial growth scans at 20, 28, 32 and 36 weeks gestation for early identification of congenital anomalies and monitor fetal growth (NICE, 2015). The midwife can provide efficient lifestyle and diet advice to women and make appropriate referrals to receive adequate treatment involving Insulin. The major significance of GDM is that it is combined with adverse pregnancy outcomes. Therefore, self-management is a crucial component in controlling GDM. With referrals to the diabetic team, women should be educated and provided information based on the conditions, self- monitoring glucose levels, dietary requirements and advice in regard to a healthy lifestyle postpartum (Cheung, 2009). With the following support, women can control and monitor their glycaemic levels and minimise the risk of poor neonatal outcomes. Routine care should continue according to the schedule of appointments in the updated NICE guidelines and Local Trust Policies on antenatal care (NICE, 2019: Trust Policy, 2015). 
Despite advance support in perinatal care, fetal complications are directly related to inadequate control of diabetes during pre-conception and throughout pregnancy. Poor glycaemic control in pregnant diabetic women lead to detrimental fetal effects (Riskin and Garcia-Prats, 2018).  Nevertheless, evidence specifies that infants born to diabetic mothers who have good glucose control are likely to have fewer complications (Rubarth, 2013,p. 416). As a result, fetal complications such as miscarriages and major congenital anomalies such as cardiac disease and nervous system disorders are minimised (Tidy, 2016). With that said, women should be encouraged to maintain strict glycaemic control throughout pregnancy to have satisfactory outcomes for the neonate. 
During the perinatal period, the mother’s excess amount of blood glucose is transferred to the fetus through the placenta causing the fetus to secrete increased amounts of insulin. As a result, an increase in tissue and brown fat in the fetus causing them to be larger than average gestational age and above the 90th centile also known as the condition macrosomia (Moutairou and Yessoufou, 2011). Fetal macrosomia is defined as a birthweight that exceeds 4000 grams and is associated with maternal and fetal complications. This involves birth canal trauma, increased risk of caesarean sections, shoulder dystocia, postpartum haemorrhage and perinatal asphyxia (Junior et al., 2017,p. 83). The condition is caused by maternal conditions such as obesity and diabetes. The increased risk of macrosomia in GDM is mainly due to the insulin resistance of the mother which allows excess insulin to cross over through the placenta into the fetal circulation (Shakya and Zhang, 2015,p.14). According to research, complicated outcomes such as congenital defects, heart murmurs, intrauterine growth restriction and fetal hypoxia are more prominent in women with pre-existing diabetes or GDM (Balsells et al., 2012,p.252; Mills, 2014,p.769). There is also a higher incidence of premature birth, hyperbilirubinaemia, respiratory distress, and hypoglycaemia (Etomi and Banerjee, 2018., p731). The increase in hyperinsulinism in the fetus can inhibit surfactant deficiency which can result in respiratory distress syndrome requiring admission to neonatal intensive care for respiratory support. Other potential causes for respiratory distress include prematurity, elective caesarean section and macrosomia (Stewart and Malhorta, 2015,p.31). It is thought that the maternal metabolism and glycaemic control is responsible for causing the increase in malformations in the neonate, such as congenital defects. Newborns of a diabetic mother, have the highest risk of developing symptomatic hypoglycaemia in the postnatal period. The causes of fetal hypoglycaemia is due to hyperinsulinemia caused by high glucose levels induced by the maternal diabetes. This is particularly more severe in cases of poorly controlled diabetes.  The presence of hypoglycaemia in the postnatal period needs to be acknowledged and recorded so that appropriate management can be planned (Lang, 2014, pg. 718). According to Chertok (2009), infants born to diabetic mothers can achieve normoglycemia more effectively if they are exclusively breastfed.  
Early initiation of breastfeeding is crucial for newborn development and preventing neonatal deaths (WHO and UNICEF, 2018) however, common cultural influences impact breastfeeding rates. Within some countries from Southeast Asia and Somalia colostrum is believed ‘dirty’ and ‘stale’ and is not effective if within the breast for more than three hours (Legesse, 2015). A study of 120 cultures recognised that 50 countries withheld infant feeding for 48 hours or more due to their beliefs (Pickett, 2012). As with many other cultures, colostrum is not fed to infants but is often substituted for sugar water, honey and herbal teas (Beauman, 2015). Breastmilk should be identified as an ideal source of energy during postnatal metabolic adaptation whereby women should be supported to establish early on (Boardman and Westman, 2017). Supportive practices of the Baby Friendly Initiative focus on informing the matter of the benefits of breastfeeding (Becker, 2014). Alternatively, midwives who care for women with strong cultural beliefs should support women to initiate skin-to-skin contact to establish effective bonding and attachment with their newborn (UNICEF BFI, 2019).  
Furthermore, the effect of psychosocial issues can impact neonatal care due to maternal beliefs. A study that was carried out identified that women who had previous negative experiences were less likely to breastfeed their next infant. The study reported that breastfeeding was physically uncomfortable and/or painful as well as other mothers felt self-conscious breastfeeding, particularly in public areas (Leurer & Misskey, 2015). The strong emotions surrounding women’s breastfeeding experiences were evident that they found it difficult to continue long-term. With legal framework put in place, women who choose to breastfeed within public places are protected under the Equality Act 2010. The Equality Act 2010 clarifies that it is unlawful to discriminate breastfeeding mothers because they choose to feed within a public area (British Chambers of Commerce, 2010). Therefore, effective breastfeeding promotion and support initiatives are applied to provide women with adequate information, support and education on lactation and empowerment. Many mothers who find it difficult to continue breastfeeding is often due to the lack of consistent breastfeeding support. With support from midwives, women can have a positive experience of pregnancy and childbirth by providing information and services that will help reduce adverse pregnancy outcomes (The Royal College of Midwives, 2014). The perceptions some women have of breastfeeding can be altered to have a positive experience, therefore the importance of offering women-centred care and effective communication skills can make a vast impact on their views and future experiences (Schmied et al., 2011,p. 49). 
Moreover, caring for women with diabetes throughout pregnancy should be shared between a multidisciplinary team (MDT) to ensure the best possible care is delivered amongst maternity services (Richmond, 2016) along with optimising the management of glycaemic control. Essential members of the team include a consultant obstetrician, diabetes specialist midwife, diabetic nurse, GP, dietician and diabetic team (Trust Policy, 2018). The Nursing and Midwifery Council (NMC) Code of Conduct set out standards in which professionals must uphold. Code 8, page 10 ensures that professionals work-co-operatively to achieve the best possible outcome for women by initiating effective communication and keeping colleagues informed of sharing care with other professionals (NMC, 2015). 
Essential multidisciplinary team care planning can potentially decrease potential risk factors that lead the infant to becoming compromised before and after delivery. Antenatally, women with diabetes should be encouraged to express and harvest colostrum from 36 weeks gestation with support and advice from the breastfeeding team within their local Trust (Trust Policy, 2018). Harvesting colostrum provides essential nutrients and benefits to the neonate due to the likelihood of having complications with feeding or maintaining blood glucose levels (Forster et al., 2017,p.2204). The management and timing of delivery is vital in minimising the chances of fetal compromise. Therefore, women are advised by the obstetrician to deliver between 37 and 38+6 weeks gestation to reduce fetal compromise and obstetric interventions due to factors such as macrosomia causing shoulder dystocia and birth trauma (Trust Policy, 2018). 
Skin contact should be encouraged prior to the first feed within the first hour post-delivery to encourage bonding and increase glucose levels to avoid the risk of neonatal hypoglycaemia (UNICEF BFI, 2012; Philips, 2013,p. 67). The Infant Feeding Survey of 2010 found that 81% of mothers who initiated skin-to-skin contact within the first hour of feeding prior to birth were more likely to initiate breastfeeding (McAndrew et al., 2012). The initiation of breastfeeding should be established shortly after delivery to begin effective breastfeeding. However, neonates at risk of developing conditions like hypoglycaemia may be reluctant to feed therefore, the local Trust management plan for reluctant feeders should be considered. If an infant is reluctant to feed, the parents should be reassured and skin to skin and hand expressing should be encouraged to maximise future lactation (Trust Policy, 2017; UNICEF BFI, 2013). A thorough clinical examination is a priority in every infant of a diabetic mother as well as regular observations should be carried out to prevent complications escalating (Rubarth, 2013). Early warning signs of reluctant feeding include not waking for feeds, not latching at the breast and not sucking effectively (Trust Policy, 2017). In addition, midwives should carry out a plan of care in line with their Trust guidelines as well as providing the parents with reassurance and encouraging them to recognise early warning signs. In addition, midwives should carry out a plan of care in line with their Trust guidelines as well as providing the parents with reassurance and encouraging them to recognise early warning signs. 
Additionally, monitoring blood glucose is essential for the protection of infants who are at risk of developing hypoglycaemia. According to Trust policies, normal neonate blood glucose levels should remain at 2.6mmol/l or above (Trust Policy, 2016) A glucose level below 2.6mmol/l can indicate hypoglycaemia with clinical signs such as floppiness, hypothermia, irritability and jitteriness. The management of monitoring blood glucose should be commenced after the first feed and measured again before the second feed (Trust Policy, 2016). If the blood glucose levels are below 2.6mmol/l a repeat blood glucose measurement should be taken an hour post feed (Trust Policy, 2016). If measurements deteriorate, the paediatrician should be informed to discuss a plan of care with the parents and discuss possible admission to the Neonatal Unit (UNICEF BFI, 2013). Before carrying out any assessment on the neonate the mother should be educated and given the option to make an informed decision and give valid consent (Dimond, 2013). Parents should be given verbal and written information on the indication why their infant is receiving extra support and blood glucose monitoring as well as how to reduce the likelihood of hypoglycaemia (Dimond, 2013; Boardman and Westman, 2017). In reference to the Code of Conduct, code 4, page 7 addresses that healthcare professionals need to ensure that they have received informed consent and documented it within the handheld notes before carrying out any action (NMC, 2015). The legal aspects of midwifery enable midwives to understand the legal framework of their practices to take into consideration of these legal and ethical issues. Policies and guidelines are implemented within Trusts to support midwives to provide women-centred care and protect women’s rights to make decisions for themselves (Dimond, 2013).
Midwives can provide effective care by recognising neonates with risk factors of hypoglycaemia and respiratory distress whilst being aware that conditions can develop in infants without obvious clinical indications. By applying Trust policies and up to date research, midwives can identify and recognised risk factors of deterioration and provide a plan of management. The Baby Friendly Initiative set up by UNICEF and the World Health Organisation is a global programme providing a practical and effective way for health services to improve the care provided. The initiative empowers midwives to provide mother-centred care conversations regarding feeding. It has shown to be effective in increasing breastfeeding rates as well as improving the mother’s health care experiences (Willumsen, 2013). It was found that the impact of the BFI improved early breastfeeding initiation and exclusive breastfeeding (Perez-Escamilla et al.,2016). By implementing the Baby Friendly Initiative into practice, women can receive the best possible care where information and support can have a profound effect on their future. During a BFI annual conference, Dr Deshpande addressed that basic measures around feeding and temperature control could prevent unnecessary precautionary admissions to the neonatal unit (UNICEF BFI, 2017). Therefore, to avoid missing vital signs of deterioration, midwives should identify babies at a higher risk of hypoglycaemia in order to establish a feeding plan and carry out regular feeding assessments. Parents should be supported with getting off on the best start and educated about recognising indications of the neonate becoming unwell and how to raise concerns about their baby’s well-being and feeding patterns.
In summary, midwife’s need to ensure that they are recognising early indicators of women with complex needs in order to provide women with a suitable care pathway and appropriate referrals. Midwives can educate women on the benefits of effective glycaemic control and colostrum harvesting and the beneficial effects on the neonate. With initiatives and Trust policies implemented into practice, the midwife can effectively meet the needs of infants born to mothers with diabetes and plan their care throughout the antenatal and postnatal period. Additionally, midwives can ensure that they keep up to date with relevant literature and the Baby Friendly Imitative to provide better standards of care when deviation from normal occurs. 
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