


Jaundice, aside from birth, is the leading cause for hospitalisation in the first few weeks of life (Hossain et al., 2015); thus it is key that the midwife is aware of signs and symptoms of jaundice and how to care for both the neonate that appears to be jaundiced and the family of said neonate; particularly those that present before 24 hours old. Jaundice is recognised as a yellow colouration of the skin and sclera, built up by an accumulation of bilirubin due to hyperbilirubinemia (National Institute for Health and Care Excellence, 2010). A neonate appearing within the first 24 hours, after 14 days of life or with serum bilirubin levels (SBR) above 8.5micromol per litre per hour per day (Local National Health Service (NHS) trust, 2017b) would be classified as pathological jaundice, which usually has an underlying cause (Holmes and Lumsden, 2010). If left untreated jaundice may result in bilirubin encephalopathy or kernicterus which can have a severe impact upon the neonate, including long-term complications or death (Sinha et al., 2012). Throughout this essay, the underlying pathophysiology of pathological jaundice; the management of a neonate with pathological jaundice and how the midwife can assist the family in looking after the neonate in accordance to the baby friendly initiative (BFI) will be discussed. 

Pathological jaundice is caused by increased haemolysis which is a result of a disease and is due to a number of causes (Holmes and Lumsden, 2010). These causes include bruising, haemorrhage or Gilberts syndrome (Sinha et al., 2012). However, there are more common causes known as haemolytic diseases (Campbell and Dolby, 2018). One of these is rhesus disease (Holmes and Lumsden, 2010). This is the most severe cause, and begins in utero; it results from a rhesus negative mother producing antibodies due to the fetus being rhesus positive (Campbell and Dolby, 2008). Diagnosis comes from a SBR and a direct antiglobulin test (DAT), which should be taken at birth. This would find a decreased cell count, and an increased unconjugated bilirubin levels to diagnose jaundice; these levels also put the neonate at risk of heart failure (Holmes and Lumsden, 2010). Another cause is from ABO incompatibility which affects 10-15% of pregnancies. When the mother’s blood group is O and the fetus’ is A or B, then maternal immunoglobulin (IgG) anti-haemolysins crosses the placenta, which results in haemolytic jaundice (Holmes and Lumsden, 2010). Another haemolytic disease includes congenital infection. Sepsis or other types of infection such as urinary tract infection in the antenatal period may cause early onset jaundice in the postnatal period (Holmes and Lumsden, 2010). 

The midwife should undertake a routine daily assessment of skin tone, colour and tone. Jaundice is classified as abnormal, but is something that should be assessed for at each point of contact it the first 72 hours (NICE, 2010). If jaundice is suspected, the midwife should assess the neonate’s colour in bright sunlight, and ask the parents about: the ability to wake; the number and colour of urine and faeces passed; and a breastfeeding assessment should be undertaken (Local NHS Trust, 2017b). However, the visual assessment shouldn’t be the sole indicator of a bilirubin level. Therefore, a SBR should be taken within two hours and marked as urgent (NICE, 2010) to compare the level of bilirubin and albumin in the blood (Ives, 2015). This should then be marked on an age and gestation appropriate graph (Local NHS Trust, 2017b). 

Once the SBR has been taken, treatment should be decided based on the level (NICE, 2010) and should be commenced within six hours of obtaining the results and personalised by the graph (NICE, 2014). Admission to the neonatal unit is essential with pathological jaundice, however treatment is very similar to that of physiological jaundice (NICE, 2014). There have been many changes to treatment regimes, however the most popular treatment still appears to be phototherapy as a first resort (Turnbull and Petty, 2012). Phototherapy strength is based on the level found by SBR (Ives, 2015). SBR should then be taken 4-6 hours after initiation, and then 6 hourly until the level is below the threshold and is stable or falling (Campbell and Dolby, 2018). There are newer ways of delivering phototherapy such as bilibeds, which mean that the neonate appears to be less medicalised, and as it appears to be less invasive this is psychologically better for the parents (Turnbull and Petty, 2012), however conventional treatment is often used first (Local NHS Trust, 2017b). The first step is often phototherapy, and it should be reiterated to the parents that breastfeeding reduces jaundice risk, despite being in the neonatal unit (Erlandsen and Hansen, 2010). If the level reduces to below 50 micromol/litre below the threshold, then the treatment can be stopped (NICE, 2014). However, if it continues to rise then an exchange transfusion should be discussed, this should be considered if the level rises above the treatment line on the personalised chart (NICE, 2010). The final step would be to deliberate whether intravenous immunoglobulin (IVIG) treatment is required. This is only if the levels keep on rising, as this indicates there is a lack of response to treatment which is indicative of haemolysis (Ives, 2015). This course of treatment is only considered with haemolytic disease, or if multiple therapies have been used but appear to not be working (Holmes and Lumsden, 2010), however this is only mentioned in the NICE (2010) guidance, and not in Local NHS Trust (2017b) so appears to be an uncommon treatment.  

The midwife should refer on to the paediatricians as this is outside the midwife’s scope of practise (Local NHS Trust, 2017b). The midwife should also ensure that a follow up referral is completed with the paediatrician’s due to the risk of deafness and blindness associated with pathological jaundice (Wan et al, 2016). As part of routine postnatal care, the parents should also be aware of the signs and symptoms of jaundice, so they are aware of these should it happen again (NICE, 2015). The key role for the midwife is to ensure that the parents feel well supported and they receive good advice (Nursing and Midwifery Council, 2015); therefore, it is vital that good communication is maintained between the multidisciplinary team for the most up-to-date information so the parents feel well informed about the care of the neonate thus meaning they receive family centred care (Turnbull and Petty, 2012). By maintaining good communication of advice, the parents will be able to make informed choices about the treatment of the neonate (NMC, 2015). 

As part of the baby friendly initiative it is key to support the parents to enable strong loving relationships with the neonate, particularly as it will be in the neonatal unit (UNICEF, n.d.). It is vital that if the mother wishes to do so, she is supported to breastfeed and is given appropriate storage facilities for expressed breast milk to be kept on the neonatal unit (Local NHS Trust, 2017a). It is important that the neonate receives breastmilk as not only does this aid with bonding and attachment (NICE, 2015); but it also provides protection from infection and reduces this risk of complications that may arise from prolonged jaundice such as necrotising enterocolitis (UNICEF, n.d.). Crucially, the mother should receive accurate information and support with regards to hand expression (UNICEF, 2013). The midwife should explain to her the correct technique for hand expression in line with the UNICEF ‘Off to the best start’ (2015) leaflet, which demonstrates the correct hand expression technique and explains the importance of being relaxed and keeping reminders of the neonate near in order to raise oxytocin levels and obtain maximum milk levels (UNICEF, 2013). Another part of the BFI is kangaroo care for those babies in the neonatal unit (UNICEF, n.d.). Skin to skin plays a large part in this, where it is appropriate and safe to do so, as this provides long term benefits for the neonate; as well as aiding in the creation of a loving relationship and sustaining breastfeeding (Charpak et al., 2016). However, the most important thing a midwife can do is to listen to the parents and ensure they receive family-centred care (Turnbull and Petty, 2012). By doing this, they will be able to ensure their child receives the care that they understand and consent to, and feel secure that they are supported to have a loving parent to infant bond with their baby (Turnbull and Petty, 2012). This ensures they receive holistic care, and that they have a choice in the way their care is tailored as the mother should never feel pressured or coerced into making a decision, particularly the way she wishes to feed her baby (NMC, 2015). 

In conclusion, a neonate that appears to be jaundiced under 12 hours old will have pathological jaundice, which is often determined by a haemolytic disease (Campbell and Dolby, 2018). If pathological jaundice is suspected, then the midwife should act promptly to initiate the management plan according to Local NHS Trust policy (2017b) and in line with NICE (2014) guidance. This would include the neonate being admitted to the neonatal unit, in order to initiate treatment which would be decided by paediatricians based upon the SBR result within six hours of the SBR being taken (NICE, 2010). Communication from the midwife is key both between other healthcare professionals and the parents, as it is vital that all relevant and important information is relayed (NMC, 2015). The midwife should then support the mother alongside the BFI by enabling skin to skin contact and breastfeeding, if she wishes, to ensure that a loving relationship is built between the parents, despite the extra challenges that are presented with a jaundiced neonate (UNICEF, n.d.). 



References
[bookmark: _GoBack]Campbell and Dolby (2018) Physical Examination of the Newborn at a Glance. London: John Wiley and Sons. 

Charpak, N., Tessier, R., Ruiz, J.G., Hernandez, J.T., Uriza, F., Villegas, J., Nadeau, L., Mercier, C., Maheu, F., Marin, J., Cortes, D., Gallego, J.M. and Maldonado, D. (2016) Twenty-year Follow Up of Kangaroo Mother Care Versus Traditional Care. American Academy of Paediatrics. Volume 139 (1), pp.2-12. 

Erlandsen, M. A. and Hansen, T. W. R. (2010) Treatment of neonatal jaundice- more than phototherapy and exchange transfusions. Eastern Journal of Medicine. Volume 15 (4), pp. 175-185. 

Holmes, D. and Lumsden, H. (2010) Care of the newborn by ten teachers. London: Hodden Education. 

Hossain, M., Begum, M., Ahmed, S. and Nurul-Absar, M. (2015) Causes, Management and Immediate Complications of Management of Neonatal Jaundice? A Hospital- Based Study. Journal of Enam Medical College. Volume 5 (2), pp. 104-109. 

Ives, K. N. (2015) Management of neonatal jaundice. Paediatrics and Child Health. Volume 25 (6), pp. 276-281. 

Local Trust Policy (2017a) Feeding your baby during a hospital admission. Local Trust. 

Local Trust Policy (2017b) Jaundice Management of the Neonate. Local Trust. 

National Institute for Health and Care Excellence (NICE) (2014) Jaundice in newborn babies under 28 days. NICE [online]. Available from: https://www.nice.org.uk/guidance/qs57/chapter/Quality-statement-3-Management-of-hyperbilirubinaemia-treatment-thresholds [Accessed: 14/05/2018]. 


NICE (2010) Neonatal Jaundice. NICE [online]. Available from: http://www.neonatologi.lv/wp-content/uploads/2010/01/NICE-jaundice-guidelines-2011.pdf [Accessed: 12/05/2018].

NICE (2015) Postnatal care up to 8 weeks after birth. NICE [online]. Available from: https://www.nice.org.uk/guidance/CG37/chapter/1-Recommendations#maintaining-infant-health [Accessed: 14/05/2018]. 

Nursing and Midwifery Council (NMC) (2015) The Code: Professional Standards of Practise and Behaviours for Nurses and Midwives. London: NMC. 

Sinha, S. K., Miall, L., Jardine, L., Levene, M. I. (2012) Essential Neonatal Medicine. 5th edition. United Kingdom: Wiley-Blackwell. 

Turnbull, V. and Petty, J. (2012) Early onset jaundice in the newborn: understanding the ongoing care of mother and baby. British Journal of Midwifery. Volume 20 (9), pp. 615-622.

UNCIEF (2015) Off To the Best Start. United Kingdom: UNICEF. 

UNICEF (2013) The evidence and rationale for the UNICEF UK Baby Friendly Initiative Standards. London: UNICEF. 

UNICEF (n.d.) Guide to the Baby Friendly Initiative Standards. United Kingdom: UNICEF. 

Wan, A., Daud, S.M., Teh, S.H., Choo, Y.M. and Kutty, F.M (2016) Management of neonatal jaundice in primary care. Malaysian Family Physician. Volume 11 (2), pp.16-19. 









