[bookmark: _GoBack]In this essay the midwife’s role when meeting the needs and managing the challenges of a baby who appears to be jaundiced at 12 hours will be discussed. Jaundice occurs in approximately 60% of full term neonates and 80% of preterm neonates during the first week of life. Jaundice untreated can lead to impairment of the brain and hearing problems, it is important that it is identified as early as possible, so it can be treated (RCM, 2014). The pathophysiology, management of jaundice and the midwifes role in relation to the needs of parents and feeding issues will be covered in this essay.
Jaundice is defined as the yellowish pigmentation of skin or the whites of eyes which occurs because of high levels of serum bilirubin known as hyperbilirubinaemia, obstruction of the bile duct by liver disease or excessive breakdown of red blood cells (RBC) (Oxford dictionaries, 2018). Bilirubin is produced from the breakdown of haemoglobin and is conjugated in the liver and excreted in bile. Once bilirubin is conjugated it becomes water-soluble which allows it to be excreted from the blood. Unconjugated bilirubin is fat-soluble which is more difficult to excrete and can have toxic effects on the brain (Waugh and Grant, 2014). 
There are two types of jaundice; physiological jaundice and pathological jaundice. Although jaundice may be a deviation from the norm, physiological jaundice is deemed to be the normal jaundice in newborns. All newborns have a rise in unconjugated bilirubin a few days after birth which is caused as the haemoglobin levels are increased after birth, but the placenta is no longer there to remove the bilirubin. The lungs are more efficient which increases the oxygen levels in which haemolysis of excessive RBC’s takes place and the newborn liver enzyme systems may still be immature and less effective. Physiological jaundice may become apparent on day three or four. This needs to be treated as high levels of bilirubin can lead to bilirubin encephalopathy and result in cerebral palsy and learning difficulties. Kernicterus is the pathological finding (Marshall and Raynor, 2014, p.682).
A jaundiced neonate at 12 hours would be categorised as pathological jaundice. Pathological jaundice takes place before 24 hours of age and is considered to be abnormal. It is assumed to be due to haemolysis which is increased haemoglobin destruction in the newborn. It has been found that the most important cause of this is rhesus incompatibility, in which blood cells from a rhesus-positive baby enter a rhesus-negative mother’s bloodstream. The maternal blood treats the D antigen in the positive blood cells as a foreign substance and produces antibodies which pass across the placenta to destroy the fetal red blood cells (Marshall and Raynor, 2014, p.685). This highlights the midwive’s role of promoting wellbeing and preventing ill health by offering the anti-D prophylaxis injection to rhesus-negative women in the antenatal period and completing a baby alert form for the increased risk of haemolysis disease (NMC, 2015). 
ABO incompatibility can also impact jaundice in a baby 12 hours old. This is when the mother has a blood group of O and the newborn has either A or B. It is similar to rhesus incompatibility in which it can result in haemolysis and the breakdown of the fetal blood cells. Premature babies are more likely to be affected by the blood group and rhesus incompatibility as their livers are not mature enough to excrete the bilirubin (Marshall and Raynor, 2014, p.687).
The signs and symptoms of jaundice involve feeding poorly, lethargy, pale stools or dark urine, deep jaundice of trunk, hands and feet or conjugated serum bilirubin fraction of more than 25uMol/L (Local trust guideline, 2017a). It is important that the midwife is aware of these signs and symptoms in order to detect a jaundiced baby and act accordingly. In addition, she must be able to inform the parents of the signs and symptoms to look out for so they are aware. Once the midwife has detected these symptoms it can be diagnosed by taking a blood sample to check the serum bilirubin (SBR) levels, this must be done in no more than two hours of detecting the signs. Plotting charts are used the plot the serum bilirubin level according to the gestation and postnatal age of the baby, if these levels are above the recommended treatment level treatment is required (Local trust guideline, 2017a). According to NICE (2016), there is a threshold table for the management of babies 38 weeks and over. A baby at 12 hours post-delivery with a bilirubin measurement of >125uMol/L, phototherapy should be considered, and a repeat measurement taken in six hours. >150uMol/L, phototherapy should be started and >200uMol/L an exchange transfusion should be performed.
Phototherapy involves placing the newborn under a special light which has certain wavelengths to help break down and excrete bilirubin. The dose of phototherapy is determined by how quickly it works. Before starting phototherapy, the paediatricians require the baby’s blood group and direct antiglobulin test (DAT) to determine if there is incompatibility. A full blood count, haematocrit and film is required. A full sepsis screen should be performed on the neonate if they have been unwell and a glucose 6 phosphate dehydrogenase assay depending on the ethnicity and family history. If the jaundice is not improving the phototherapy can be intensified in which the amount of light used is increased. It works by converting the bilirubin to water-soluble isomers so that it can be easily excreted from the kidney without conjugation in the liver (Local trust guideline, 2017a). Once phototherapy has started, the bilirubin levels must be checked with blood tests every four to six hours to ensure the treatment is working. The normal range of bilirubin for a 12 hour old neonate is below 100uMol/L (NICE, 2010). An article which has been peer reviewed, about phototherapy for neonatal jaundice found that there was a significant decrease in the levels of serum bilirubin in the neonates who received phototherapy (Woodgate and Jardine, 2015). This highlights the effectiveness of phototherapy as a treatment and suggests it is safe practice.
An exchange transfusion must be taken place in the neonatal unit (NNU) for intensive care and a paediatric consultant must be informed before it is performed. Information about the exchange transfusion must be offered to the parents as they will need to know why this treatment is being done, how long it will be done for, the possible adverse effects it can have, when they will be able to hold their baby and the need for the baby to be admitted to NNU (NICE, 2010). An exchange transfusion involves transfusing blood to the neonate in severe cases of jaundice as it is the quickest way to lower the bilirubin levels, this is done simultaneously with the phototherapy (NICE 2016). It has been found that exchange transfusions are becoming uncommon as less invasive approaches such as phototherapy are being used more, however, the transfusion must be considered depending on the bilirubin levels and especially if the less invasive procedures are not working (De Luca, 2010). An exchange transfusion will be considered if the rate of the bilirubin is ≥8.5µMol/L/hr. the bilirubin levels should be checked every two to four hours. 
It is the midwives’ role to make the necessary referrals to the paediatric registra after she has obtained the first set of SBR results for a review, advice and further management. NNU must be informed of the neonate in order to work within the multidisciplinary team to ensure the guidelines are adhered to and the best care is delivered (Local trust guideline, 2017a).
The baby friendly initiative (BFI) is a programme which aims to support women feeding their babies, whether it is breast milk or formula (UNICEF, 2018). The midwife can adhere to this programme by promoting the benefits of breastfeeding and breast milk to women. A women with a jaundiced baby who is on NNU can be supported in hand expressing her breastmilk as she will not be able to breastfeed while the treatment is in progress. This will help to maintain lactation and exclusive breastmilk for her baby. It Is the midwife’s role to encourage frequent breast feeding and hand expressing as jaundice is one of the common reasons why women formula feed; the mothers feel as though they cannot breastfeed. She should “recognise when people are anxious or in distress and respond compassionately and politely” (NMC, 2015). Encouraging breastfeeding increases the bowel movements in the baby and helps with the excretion of bilirubin (MedlinePlus, 2018). The midwife should have the skills to be able to offer cultural sensitive care practices, practical guidance and physical environment in order to promote parent-infant closeness and family centred care (UNICEF, 2013).
Overall, the midwife can meet the needs and manage the challenges of a baby who appears jaundice by having the knowledge of the signs and symptoms to act accordingly. She should ensure all the correct referrals have been made and the tests that are required are taken. The parents should be informed about what the plan of care is and consent for it to go ahead. The midwife needs to be able to work within the multidisciplinary team to provide the best and safest care possible.
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