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This essay will discuss the pathophysiology of the compromised newborn, and the midwives role in identifying signs of pathological jaundice and the process undertaken to ensure the compromised neonate is quickly identified and referred for treatment. The essay will also explore the importance of the Baby Friendly Initiative (BFI) in supporting the compromised neonate, the parents and how the midwife plays a vital role in educating parents about BFI and supporting the woman with bonding and attachment (UNICEF, 2012).

Jaundice is one of the most common conditions requiring medical attention in neonates. Approximately 60% of term and 80% of pre-term neonates experience hyperbilirubinaemia, with 10% of exclusively breastfed infants still jaundice aged 1month (Marshall and Raynor, 2014). Physiological jaundice occurs after 48hrs of delivery and may require treatment to avoid the serum bilirubin levels becoming too high (Marshall and Raynor, 2014). Pathological or haemolytic jaundice occurs in the first 24hrs of life and is assumed to be haemolysis until proven otherwise requiring immediate treatment to reduce SBR levels (Marshall and Raynor, 2014).

Main Body

Physiological jaundice is common in term and pre-term neonates, resulting from temporary immaturity of the livers excretory pathway for bilirubin at the time of heightened production (Lumsdem and Holmes, 2010). Bilirubin is produced as a breakdown product of haemoglobin (Marshall and Raynor 2014). Immature, ageing or malformed red blood cells are removed from circulations and broken down in the reticuloendothelial system. Haemoglobin from these cells is then broken down into haem, globin and iron (Marshall and Raynor, 2014). Haem is converted into bilverdin and then unconjugated bilirubin. In utero the fetus excretes bilirubin via the maternal blood and hepatic systems. After birth, the neonates liver takes over the process of transporting unconjugated bilirubin, which is bound to albumin in the bloodstream, converting it to conjugated bilirubin through the enzyme uridine diphosphoglucuronyl transferase (UDP-GT) (Local Trust Guideline, 2014). Unconjugated bilirubin that has not passed through the excretion process and can become toxic if left untreated, therefore due to the immaturity of the neonate’s liver and sluggish intestinal transit, the bilirubin may be slow and unable to keep up with the rate of production leading to jaundice (Ullah et al, 2016). Risk factors for physiological jaundice include delivery at <38 weeks gestation, previous sibling(s) with neonatal jaundice requiring phototherapy, exclusively breastfeeding, maternal history of antibodies, sepsis and extravasation of blood (National Institute for Health Care and Excellence (NICE), 2010 further supported by Local Trust Guideline, 2014).

Pathological jaundice is outside the normal process and arises within 24hrs of life. If jaundice continues for longer than 14 days-of-age in term neonates or 21 days-of-age in pre-term neonates (Local Trust guideline, 2014), it is due to factors that interfere with the processes involved in bilirubin metabolism (Ullah et al, 2016). Such a factor is blood group incompatibilities resulting in the accelerated breakdown of red blood cells (RBC’s), mainly due to Rhesus isoimmunisation incompatibility (Rh-D). This occurs if a Rhesus Positive neonate’s cells enter a Rhesus Negative mother’s bloodstream. Her blood treats the D antigen as a foreign substance and produces antibodies, which can cross the placenta and destroy fetal blood cells. A vital role of the midwife is to determine the woman’s blood group in pregnancy and if Rhesus Negative, ensure the implications are explained and Anti-D prophylaxis administered (Local trust Guideline, 2016). Other causes include metabolic disorders and obstruction with excretion of conjugated bilirubin from the liver (Marshall and Raynor 2014). Risk factors suggesting pathological jaundice include onset under 24hrs of age, deep jaundice in trunk/hands/feet, an unwell baby presenting with pallor, poor feeding, vomiting, irritability, abdominal distension or pyrexia, presence of pale stools and/or dark urine, and conjugated serum bilirubin fraction >25μMoL/L.

If jaundice is left untreated it can lead to kernicterus, a condition triggered by high levels of unconjugated bilirubin that pass through the blood-brain barrier, leading to deafness, cerebral palsy or neurodevelopment problems (Local Trust Guideline, 2014).  

In order for a midwife or other healthcare professional to identify physiological or pathological jaundice they must be able to identify a healthy neonate that has adapted to extra-uterine life (NICE, 2010). After delivery the midwife will conduct an initial check of the infant observing and documenting the following; colour, tone, heart rate and breathing. The midwife will then do a full body check of the neonate noting any abnormalities or trauma (Peate and Hamilton, 2008). The midwife will continue to observe the neonate and clearly document (Nursing and Midwifery Council (NMC), 2015). The midwife should have studied the woman’s perinatal notes and identified any risk factors for pathological jaundice, informing relevant members of the multidisciplinary team (MDT) (Local Trust Guideline, 2016). Identifying pathological jaundice can be challenging within the first 24hrs, especially on darker skin tones (Local Trust Guideline, 2014), therefore the midwife should observe for symptoms such as poor feeding, pallor, poor tone, yellowing of the eyes/skin and irritability. If these present the midwife should inform the paediatric team and with consent, and take a serum bilirubin (SBR) blood test. Pathological jaundice is outside the norm and therefore outside of a midwives remit (NMC, 2015). The paediatricians would take over primary care and admit the infant to the Neonatal Unit (NNU) for further blood tests, conduct a sepsis screen if the neonate is symptomatic (NMC, 2010 further supported by Local Trust Guideline, 2014), and commence phototherapy (NICE, 2010). The level of phototherapy is dependant on the SBR level. According to Local Trust Guideline (2014), the infant will be under a heated lamp and regular temperature checks will be carried out. Thermoregulation is imperative as part of the energy triangle. As the infant is already compromised, the MDT must ensure the infant has a stable temperature and receives sufficient fluid (Marshall and Raynor, 2014). SBR’s will be repeated every 6-8hrs. Once the SBR level is 50μMol/L under the treatment threshold, phototherapy can cease. A rebound SBR should be taken 12hrs later to ensure the bilirubin levels have not increased (NICE, 2010 further supported by Local Trust Guideline, 2014).

The midwife plays a vital role in supporting parents with feeding, bonding and attachment, and ensuring clear communication between the MDT and parents. After delivery the midwife should encourage skin-to-skin and ascertain the woman’s feeding wishes (Battersby, 2014). If this is to breastfeed, the midwife should allow the baby to naturally do Widstroms 9 steps to breastfeeding (Widstrom et al, 2010). Upon admission to NNU the midwife and woman should communicate feeding wishes with the MDT, discuss with the woman about stimulating her milk supply (Flaherman et al, 2012), provide her with the ‘Off to the Best Start’ leaflet and a hand expressing pack (Local Trust Guideline, 2018). The midwife should ensure the woman feels confident with hand expressing and is aware of the recommended expressing frequency and correct milk storage (Local Trust Guideline, 2018). The midwife should encourage the woman to look at photos of her infant if she isn’t expressing near them. The midwife should also encourage the woman to participate in as much baby care as possible such as nappy changing, eye care (if wearing goggles) and if unable to breastfeed, participate in NG feeding to help promote bonding and attachment (UNICEF, 2016). The midwife should encourage the woman to wear cuddle cloths that are designed to calm baby and encourage oxytocin release. The cuddle cloths are swapped between mother and baby every 12hrs so they have each others scent (Emily’s Star 2018). If the infant isn’t breastfeeding, promoting cuddle times between the woman and infant helps with bonding and attachment. Local Trust Guideline (2014) states that the feeding choices available for an infant receiving phototherapy is influenced by the SBR level. The infant may have increased fluid loss from evaporation and loose stools due to increased transit time, therefore should be closely monitored by fluid balance and daily weights. It also states that all feeds must be done via bottle or NG tube. The BFI agenda reports jaundice is a common reason to introduce formula milk and therefore leads to anxiety and stress with the mother (UNICEF, 2012). The midwife plays a vital role in advocating the woman’s wishes and empowering her to voice these, whilst staying within the realms of safety for the infant (NMC, 2015). If a woman chooses to bottle-feed the midwife should ensure the woman has the relevant information to make an informed choice, support her to bond with the infant and encourage participation with caring for the infant where possible (UNICEF, 2012).

The UNICEF BFI is a structured evidence-based programme to support women and professionals, aiming to deliver evidence-based support for breastfeeding and bottle-feeding the infant (UNICEF, 2018). Breastfeeding rates are low in many neonatal units, which has a direct impact on the health outcomes for mother and baby (UNICEF, 2012). Whilst a neonate has pathological jaundice it won’t be able to directly breastfeed, therefore it is important the midwife and MDT inform the parents why the neonate requires continued phototherapy, explain the importance of tube or bottle-feeding, whilst providing support to protect the woman’s milk supply (Local Trust Guideline, 2014).

Conclusion

It is vital that the midwife is aware of the normal adaptation to extra-uterine life in order to identify a compromised newborn. It is also imperative that the midwife is able to identify early signs of jaundice and implement the correct policies and procedures to treat the infant as quickly as possible. 

When an infant is admitted on NNU it can be distressing for parents. The midwife has a duty to act as an advocate for the woman ensuring she understands the situation and her feeding wishes are fulfilled where possible. The MDT and midwife must work together to deliver the best possible care to benefit both the woman and infant. Midwives face many challenges when implementing BFI, however the BFI agenda is proven to benefit both mother and baby and therefore should be facilitated as much as possible.
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