


[bookmark: _GoBack]This essay will look at the role of the midwife when caring for a newborn showing signs of jaundice at 12 hours of age. First it will consider the pathophysiology of jaundice in the first 24 hours of life and the importance of this compared to normal physiological jaundice. It will consider the reasons jaundice may appear in the first 24 hours of life and how this may impact on the newborn. It will then discuss the role of the midwife in providing care to the newborn and supporting parents in feeding their baby, considering how the Baby Friendly Initiative (BFI) agenda can inform care for the newborn and parents. 
Jaundice is the yellow staining of the skin and sclerae (Gordon and Lomax, 2015, p.85) and is one of the most common conditions needing medical attention in new-borns, affecting an estimated 60% of term and 80% of preterm babies (NICE, 2016). In most cases jaundice is transient and harmless, but midwives need to be able to identify deviations from the normal physiological process to identify any underlying conditions. Physiological jaundice typically appears on day 2-3, peaks around day 4-5 and is resolved by day 7-10 (England, 2010, p.103) and should not occur within the first 24 hours of life. During haemolysis haem creates the bile pigment biliverdin as a by-product that is converted into bilirubin (Gordon and Lomax, 2015, p.85). Bilirubin, which contains the yellow pigment associated with jaundice, is fat soluble and will travel in the blood to the liver where it bonds with albumin and enters the hepatocyte cells of the liver. Conjugation can now take place and the bilirubin is converted from fat soluble into water soluble and can be excreted in bile and travel to the gut for elimination. Fetal elimination is managed by the placenta and maternal liver, but after birth the neonate’s liver takes full responsibility for bilirubin metabolism (England, 2010, p.100). Due to the immaturity of the liver and the increased amount of red blood cells with a shorter cell life span in the newborn, unconjugated bilirubin is expected at low levels as around 20% of the fetal blood needs to be broken down after birth (England, 2010, p.99). A baby presenting with jaundice at 12 hours post birth is a concerning sign and midwives should be aware of the dangers of pathological jaundice and understand the likely causes. 
Pathological jaundice may be due to a haemolytic condition, abnormalities of red blood cells or septicaemia. When binding to albumin the toxic effects of bilirubin is reduced as it is unable to bond to other fats, if this process is inhibited in any way the increased amount of unconjugated bilirubin can cross the blood brain barrier. This can result in bilirubin encephalopathy which can lead to respiratory failure, coma, intractable seizures and ultimately death (Gordon and Lomax, 2015, p.87). In haemolytic jaundice red blood cell can be destroyed or haemolysis is increased, leading to a rise in unconjugated bilirubin which is potentially neurotoxic. Rhesus disease is the most sever kind of haemolytic disease (Gordon and Lomax, 2015, p.89), when the mother is rhesus negative but the fetus is rhesus positive. Maternal rhesus positive antibodies break down red blood cells in the fetus, leading to heart failure or encephalopathy. ABO incompatibility will also increase haemolysis, when the mother’s blood group is O and the fetus is A, B or AB and igG antibodies cross the placenta. The World Health Organization (2016) recommends administering anti-D immunoglobulin prophylactically at 28 weeks gestation and within 72 hours of birth. Red blood cell defects can increase haemolysis in the newborn. An enzyme called glucose 6 phosphate dehydrogenase (G6PD) protects cells from oxidative injury and haemolysis (England, 2010, p.105). G6PD deficiency is an X-linked recessive disorder so is more prevalent in males, but females may suffer a less severe form. 
NICE (2016) provide clear evidence-based guidelines on the care pathways to follow when jaundice is suspected which is integrated into Local Trust Policy (2017). It highlights the need for effective communication with parents or carers, providing evidence-based information in line with the NMC Code (2015), to empower parents in identifying signs of jaundice. The midwife should perform an initial examination after birth (Local Trust, 2013), ensuring a timely referral can be made if any problems are identified. A baby showing signs of jaundice at 12 hours post birth would need an urgent medical review by a paediatrician, or a suitably trained health professional, as soon as possible, and within 6 hours (Local Trust, 2017) to exclude pathological causes. The baby should be assessed for sepsis and family history reviewed for any risk factors for G6PD deficiency or haemolysis. Blood packed cell volume and a direct antiglobulin test may be performed and maternal and new-born blood groups reviewed to identify and underlying diseases. Serum bilirubin levels should be measured and recorded urgently, within 2 hours, and should continue to be measured every 6 hours until the level is below the treatment threshold and stable or falling (Local Trust, 2017; NICE, 2016). A gestation specific treatment threshold graph should be used plot the bilirubin levels which will determine if the baby needs phototherapy. If phototherapy is indicated the midwife should communicate effectively with the parents or carers, explaining anticipated duration of treatment and reassurance that breastfeeding, nappy changing, and cuddles can continue (Local Trust, 2017). Health professionals should explain to parents why the phototherapy is needed, what to expect as well as what might happen if the treatment fails (NICE, 2016). Babies whose bilirubin levels are rapidly rising, or levels are 50 mml/l below the threshold for which exchange transfusion is indicated after 72 hours should receive continuous intensified phototherapy on a neonatal unit, potentially using a nasogastric feeding tube, daily weights and monitoring of hydration (Local Trust, 2017). After phototherapy has commenced bilirubin serum levels should be rechecked 4-6 hours later and again every 6-12 hours if stable or falling (Local Trust, 2017). When serum bilirubin is 50mmol/l below the threshold for phototherapy the treatment can be stopped, and a rebound serum bilirubin checked after 12-18 hours (Local Trust, 2017). This can be a traumatic time for parents and midwives should provide compassionate support and communicate the plan of care. 
Midwives must ensure maternal blood group is documented antenatally and is rhesus negative explanation should be given as to her plan of care. Blood group should be rechecked on admission to hospital, to reduce errors, and this should be clearly documented and handed over to other staff members. Midwives should discuss with parents how to assess the condition of their baby and signs and symptoms of common health conditions (NICE, 2015), something which is important when early discharge from hospital occurs. Risk factors for sepsis should be noted and observations undertaken if suspected. If a baby is admitted to a neonatal unit, midwives should work across professional boundaries to provide joined up, holistic care to parents (NMC, 2015, p.8), with clear documentation and verbal communication. Midwives should provide lactation and feeding support to breastfeeding mothers of jaundice babies (NICE, 2016), encouraging frequent feeding or hand expressing. Parents may believe that supplementation can reduce the incident of jaundice (Smith and Becker, 2016), but midwives should provide support and education to enable breastfeeding in line with the Baby Friendly Initiative (BFI). The World Health Organizations International Code of Breastmilk substitutes (1981) prevents health professionals from promoting breastmilk substitutes or supporting the marketing of products and is acknowledged in the BFI standards (2017). Breastfeeding should be discussed antenatal; The health benefits of breast milk should be explained to parents, expectations of the early days of feeding and how to recognise effective feeding (UNICEF, 2017). Antenatal education of jaundice has shown to improve parents understanding of the condition (Zhang et al, 2015) and highlights the importance of parent education. Skin to skin contact immediately after birth has shown to increase bonding and feeding and is now integrated into local and national guidelines (UNICEF, 2017; NICE, 2015). Midwives should support women to have skin to skin contact, regardless of feeding method, after birth and until the first feed has taken place (UNICEF, 2017). When mothers are separated from their baby support should be given to hand express, or a breast pump may be provided to establish lactation (NICE, 2015). Hand expression can be encouraged which not only improves breastfeeding rates at 2 months, but produces prolactin and oxytocin (Flaherman et al, 2012) which may benefit the mother of a jaundice baby who may feel concerned or anxious. If mothers choose not to breastfeed then appropriate individualised information and support should be given on how to prepare and give an artificial feed whilst still promoting relationship building and bonding (UNICEF, 2017; NICE, 2015). 
Midwives are the lead professional for low risk women and it is important they understand the physiology of jaundice and the implications for the baby. It is imperative midwives observe for deviations from this normal process and have knowledge of underlying pathological causes, accessing urgent care when required. Babies presenting with jaundice under 24 hours of life often have a pathological cause and midwives should discuss with parents the potential care pathways. Knowledge of national and local guidelines will help midwives to work as part of the multidisciplinary team and ensure urgent care is accessed when signs of pathological jaundice are seen. Parent education also plays an important part throughout the perinatal period, with increasing early discharge from hospital. Effective communication and skilled health professionals allows pathological jaundice to be identified and treated early, preventing potentially lethal conditions. It also ensures healthy babies experiencing physiological jaundice can receive appropriate care and are not separated from their mothers. Midwives can support the BFI agenda whist caring for compromised babies with education and support during the antenatal and early postnatal period, promoting effective feeding, bonding and attachment. 
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