


This essay will discuss the pathophysiology in the compromised newborn, with relation to the condition Jaundice. Immediately after birth, all infants should be examined for any gross congenital abnormalities or evidence of birth trauma (National Institute for health and Care Excellence (NICE), 2007).  Early onset of Jaundice prior to 12 hours of age is abnormal and needs further investigation (Fraser and cooper, 2012. p347) This can usually be identified in the skin colouring and sclera of the newborn. This essay will also discuss the role of the midwife within the multidisciplinary team and treatment of such conditions.

Jaundice is the yellow discolouration of skin and sclera that is a result from raised levels of bilirubin referred to as hyperbilirubinaemia (Fraser and Cooper, 2012. p389).
Bilirubin is a waste product from the breakdown of Haem in red blood cells (RBC). Malformed red blood cells are broken down in the reticuloendothelial system. Haem is converted to biliverdin and then to unconjugated bilirubin, the globin is broken down to amino acids and reused by the body, the iron is stored for new blood cells.
There are two types of bilirubin found in the body, the unconjugated bilirubin which is fat soluble and cannot be excreted easily, and conjugated bilirubin which is water soluble and excreted through urine and faeces (Macdonald and Magill-Cuerden, 2012. p.675-687). 

Unconjugated bilirubin is transported in plasma to the liver and binds to the protein albumin, if it does not bind to the protein it will deposit into extravascular fatty and nerve tissues, more commonly the skin and brain; causing staining and the appearance of yellowing, and damage to the brain through bilirubin toxicity can be a result of this (kernicterus).
Once in the liver bilirubin is combined with glucose and glucuronic acid, and conjugation occurs in the presence of oxygen, once conjugated, bilirubin becomes water soluble and excreted via the biliary systems into faeces and some urine (Macdonald and Magill-Cuerden, 2012. p675-687).

In the neonate there are two types of jaundice; physiological, appearing after 24 hours of life, This should be identified to parents as a normal transient and harmless condition (NICE, 2016) The cause is the result of a discrepancy between RBC breakdown and neonates ability to transport, conjugate and excrete unconjugated bilirubin (Fraser and Cooper, 2012. p390).
Pathological Jaundice, appears within the first 24 hours of birth and is characterised by a rapid rise in serum bilirubin. The cause is described as an interference with bilirubin production, transport, conjugation or excretion. Any disease or disorder that increases bilirubin production or that alters the transport or metabolism of bilirubin is superimposed upon normal physiological jaundice (Macdonald and Magill-Cuerden, 2012. p675-687).

The midwife needs to distinguish between healthy babies with a normal physiological response and need no active treatment and those who require serum bilirubin testing. Advising parents of accompanying symptoms such as excessive sleepiness, reluctance to feed, decrease in wet and dirty nappies with pale stools and yellowed or orange urine (Fraser and Cooper, 2012. p.391) as well as when to seek medical advice if home (NICE,2016). This will allow quick referral to paediatric units and early treatment of symptomatic neonates (NICE, 2016). 

When identifying Pathological Jaundice its important for obstetric history to be noted as certain factors can increase a neonates risk, such as; Rhesus incompatibility, Haemoglobinopathies such as sickle cell and thalassaemia, Cephalhaematoma, bruising, birth trauma and sepsis (Fraser and Cooper, 2012. p.391). 

Should a neonate be identified as jaundiced 12 hours postbirth management and care planning; NICE (2016) recommends testing serum bilirubin levels within the first 2 hours and following 6 hourly after until levels reach below treatment threshold, stabilize or fall when plotted on gestational treatment threshold graphs. NICE (2016) also recommends pathological jaundice being referred to paediatric teams within 6 hours of identifying.
With Baby friendly Agenda in mind the midwife should look to place neonate skin to skin immediately following birth (NICE, 2017) but as Jaundiced babies are of higher risk of hypothermia, acidosis or hypoxia (Fraser and cooper, 2012) Skin to skin contact for prolonged periods will regulate neonates temperature while promoting the biological nursing techniques of breastfeeding (Unicef, BFI. 2018).

When a neonate is identified as Jaundiced, transitional care units between midwifery and neonatal medical teams would allow the neonate to make recovery but not disrupt breastfeeding, in line with Unicef’s baby friendly initiative (2018). A Research article into transitional care units vs neonatal and home care for jaundiced neonates by C.Battersby et al (2013) found that neonates that were not separated from mother had faster recovery and excretion of bilirubin levels. It also identifies that breastfed babies are at higher risk of developing Jaundice due to the 3 day colostrum phase where calories and levels of intake are reduced, thus should be explained to parents that jaundice after 24 hours is common due to this, however early and frequent feeds will aid in prevention of treatment and faster excretion of bilirubin (NICE, 2016). Local trust policy (2017) advices that breastfed neonates should be fed 2-3 hourly in order to promote excretion of bilirubin. Further treatment such as phototherapy should only be prescribed by paediatricians when serum bilirubin is at treatment levels (Local Trust policy, 2017).

Should a neonate be compromised with signs of jaundice present prior to 12 hours of life, it can be emotionally daunting for parents, with frequent testing of bloods. The process in management of care should be explained to parents and discussed openly in order support them emotionally and give the best advice in caring for the neonate at that present time and going forward (Nursing and midwifery council, 2015). The teaching of hand to breast expression should also be given should mother and neonate become separated for treatments, this would provide the mother with feelings of empowerment knowing she is still able to provide the best nutrition to care for her neonate (C. Battersby et al, 2013) it will also enable lactation to continue and not affect milk supply when the neonate returns to mother (Unicef: BFI, 2018). 

To conclude, a neonate presenting jaundiced after 12 hours of life is abnormal and this Jaundice is considered pathological (Fraser and Cooper, 2012). Management of care should be planned immediately and referral made to clinicians no later than 6 hours post identification of jaundice (NICE, 2016). The midwife's role is to identify discoloration when completing postnatal checks and immediately following birth (NICE, 2017). It is also the midwife's responsibilities to give all parents advice on jaundice and how to identify symptomatic neonates should families leave hospital settings or be home births, parents must be aware of symptoms and know when to seek medical attention (NICE, 2016). Pathologically affected neonates carry higher risk of hypothermia and hypoxia, therefore skin to skin with mother should be done in the earliest opportunity in order to regulate neonatal temperature also aiding in the biological processes of breastfeeding (Unicef: BFI, 2018). The midwife should offer explanation and teaching of hand expression should a neonate be separated from mother to keep to the baby friendly agenda and promote lactation for when the neonate returns. The midwife must also give explanation to what jaundice is and why it may of occured, the risks involved and treatment procedures should the neonate require them, offering support to families when treatment is required and frequent testing is needed (Local trust policy, 2017).
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