


[bookmark: _GoBack]Neonatal Jaundice also known as Hyperbilirubinemia can be defined as excess levels of bilirubin in the blood which is a by-product of red blood cell breakdown, it can result in yellow discolouration of the skin (Anon, 2012). In certain circumstances sclera is a result of the underlying fat being stained (England, 2010, p.861). Approximately 50-70% of term neonates will experience jaundice, this percentage is higher in preterm infants (Bhandari, 2018). This essay will discuss patho-physiology of jaundice and the midwifery management for a neonate with Jaundice at 12 hours old. This will be underpinned by the UNICEF Baby Friendly Initiative (BFI) discussing its importance and how it can impact the care of the newborn. BFI was first introduced in the United Kingdom in 1995 the original focus was on maternity services and encouraging mothers to breastfeed alongside the International Code of Marketing of Breastmilk Substitutes. In 2012 a review produced new standards which have been embedded into a wider audience along with the aim to raise standards of care for all babies including immediate skin-skin contact post-delivery, responding to their newborns needs and educating mothers and healthcare professionals on bonding and attachment whether they have decided to breast or formula feed. The BFI accreditation is a nationally recognised mark of quality of care for both mothers and babies (UNICEF, 2018). 
Jaundice can be split into two categories, pathological and physiological. Pathological is where jaundice is seen within the first 24 hours of life and can be due to an underlying cause such as haemorrhage or ABO incompatibility for example. This is the more serious of the two categories. National Institute of Health and Care Excellence (NICE) recommends that an urgent medical review, within six hours for neonates with suspected or obvious jaundice to exclude pathological causes (NICE, 2010). 
 Physiological jaundice occurs in majority of incidences and is seen as a normal process, seen in neonates mostly between 2 and 5 days of life but can occur outside of these parameters, particularly if breastfeeding (Lomax, 2015). In this instance pathological jaundice has occurred. 
 The pathophysiology of jaundice is as follows. As previously categorised, physiological Jaundice is the normal process of breaking down excess red blood cells. Bilirubin forms from the breakdown of haemoglobin into haem and globin. Haem is recycled, oxidised and reduced to create unconjugated bilirubin. The increased red blood cell breakdown leads to increased levels of this. Bilirubin itself is a lipid-soluble molecule that crosses lipid membranes. Due to it not being water soluble it has to travel in the bloodstream linking to albumin. In this state bilirubin cannot be filtered by glomerulus or enter into cell tissues. The liver is where unconjugated bilirubin is transported into the cells and then converts to conjugated bilirubin by the enzyme glucuronosyltransferase. Conjugated bilirubin is water soluble meaning it can be excreted by the liver cells into the bile ducts travelling into the small intestine. In the colon some conjugated bilirubin is hydrolysed back into unconjugated bilirubin, the remainder is metabolized either with stercobilinogen to be excreted as faeces. Urobilinogen is reabsorbed in the circulation to be converted back to its unconjugated form with a small amount of urobilinogen is carried in the bloodstream and excreted via the kidneys as urine. Any excess overflows into the general circulation some being absorbed into the fatty layers under the skin and soft tissues giving the skin its yellow discolouration (Meeks and Michaelides, 2010, pp.675-676).
Pathological jaundice occurs within 24 hours of birth, this is outside the normal processes of jaundice as mentioned above. It arises as a result of interfering factors during the bilirubin metabolism process and in cases where there is blood group incompatibilities, hepatic or metabolic disorders. Jaundice that arises in the first 24 hours of birth can potentially be serious and urgent investigations, monitoring and management is vital (Local Trust Policy, 2014).
  The impacts of pathological jaundice if untreated can develop Kernicterus which is caused by abnormally high levels of unconjugated bilirubin resulting in neurodevelopment consequences, seizures and cerebral palsy (Smith and Waite, 2014, p.200). 
  Other impacts or causes of pathological jaundice include ABO isoimmunisation which is where the mother’s blood group is O and the neonates is A or B. Maternal antibodies can cross the placenta and attack and consequently destroy fetal red blood cells. As this is not typically detected antenatally therefore diagnosis usually when high serum bilirubin (SBR) levels are detected. Another reason for jaundice could be rhesus incompatibility where the mother has a negative blood group and the fetus has a positive one. These can occasionally mix during delivery for example and causes the maternal blood stream to produce Anti-D antibodies, if subsequent pregnancies occur then these antibodies can destroy positive red blood cells in the fetus. The incidence of this occurring is trying to be reduced by the use of Anti-D Ig injections to prevent these antibodies being produced. Early referrals for this type of incidence is vital and can influence the potential outcome for the fetus and eventual neonate. Management for this includes early, regular SBR levels to detect a rise, early phototherapy may be considered depending on results and discussions within the multidisciplinary team (MDT) regarding exchange transfusions if the levels are critically high (England, 2014, p.684).

One study found that due to BFI being introduced jaudnice rates increased due to incrased neonates loosing weight after birth and the differences in breast milk and artificial formula components, however this study was condcted in Taiwan so has questionnable generalisability to England’s policies and procedures (Chen et al., 2008, p32). One publication found that in the United Kingdom breastfeeding rates in neonatal units varied considerably from 43%-85% however on discharge 58% of eligible neonates were reciving mother’s milk either exlusively or with another feeding form (Fenton et al., 2016). Post discharge midwive’s may further advise on feeding which ever method the woman has chosen, supporting her choice and ensure both mother and newborn are doing so successfully and any concerns are raised or rectified swiftly. 
The role of a midwife is considerable, in this situation it is important that they offer emotional and psychological support to the woman and her partner as it is most likely that mother and baby will be separated at some point. NICE guidence recommends that neonates with either suspected or obivous juandice within 24 hours of life then an SBR must be taken within 2 hours. Iif confirmed these levels must then be taken and measured every 6 hours until the level is below the treatment threshold and is either stable or decreasing. There must be urgent referral for a peadiatric review as soon as possible but within 6 hours to exclude pathological causes. The midwife or healthcare professional looking after the neonate must interpret the levels of bilirubin accurately according to postnatal age in hours and manage the outcome accordingly (NICE, 2016). The midwife should also explain the treatment processes to the parents and ensure their understanding inorder to give informed consent for treatmentto take place. This includes regular observations, eye and skin care and taking an SBR 4-6 hourly and a rebound SBR 6-12 hours after phototherapy has ceased (Local Trust Policy, 2014). 
  In regards to breastfeeding hand expression could be discussed and oxytocin stimulation such as having scent squares and photos of her newborn, or expressing by her newborns side or encouraging skin-skin to aid the release of oxytocin, as well as facilitating visits whenever possible, if the neonate is well enough to be breast or bottle fed then this should also be encouraged (UNICEF, 2016). Skin to skin contact is not only useful for the process of breastfeeding it also aids the bonding process between mother and newborn. It should be implemented for all newborns as part of normality or routine care. If the neonate is in the neonatal unit the concept of ‘kangaroo care’ can also be advised to promote bonding (UNICEF, 2018). 
 Discussions within the MDT is important as an approprite care plan will need to be created that also incoorporates the mothers wishes, the midwife must act as her advocate at all times in line with section 3.4 of the Nursing and Midwifery Councils (NMC), The Code 2015. Communication between the neonatal unit and the mother is also vital as this can aid lowering her anxiety between visiting periods, also found in The Code under section 7 (NMC, 2015). UNICEF also gave rationale for using supplements, one of which being to help prevent jaundice. Expressed breast milk however is also encouraged to be given to help promote exclusive breastfeeding and frequent feeding (UNICEF, 2018).
 
To conclude jaundice can be split into categories, one of which being physiological which is the normal process of the breakdown of bilirubin and the overflow of this being absorbed into the fatty layers of the skin causing the yellow discolouration and sclerea (Lomax, 2015). Pathological jaundice has a variety of potential causes but is a serious condition with reprocussions such as kerniterus if not treated appropriately. The management of it should be prompt and include a thorough plan of care that involves not just the MDT but the woman equally. The midwife’s role is one that needs to encorporate emotional support, education on breastfeeding and acting as an advocate as stated in the NMC’s Code 2015. Breastfeeding should be actively encouraged and the midwife should understand her role in giving advice according to BFI publications, if mother and neonate are separated the value of breastmilk should be voiced and other methods such as hand expression including the role of oxytocin and how to stimulate this hormone should be taught and urged due to its benefits in the newborns care (UNICEF, 2016) However if the woman wishes to formula feed the benefits of this and education in the same way should also be advised.
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