


[bookmark: _GoBack]The National Institute for Health and Care Excellence (NICE) state that 60% of neonates born after 37 weeks gestation and 80% of neonates born prior to 37 weeks gestation develop jaundice within the first week following delivery (NICE, 2016, p.20). This essay will discuss the midwife’s role with regard to addressing the needs of a neonate who appears jaundiced at 12 hours of age and associated challenges that may be encountered when managing the condition. The midwife is renowned for working in partnership with women, providing appropriate care and support throughout the perinatal period with an added responsibility of providing care for neonates; this involves preventative measures and the detection of complications that may arise (Chief Nursing Officers of England, Northern Ireland, Scotland and Wales, 2010, p.12). 

Jaundice arises from raised bilirubin levels in the neonatal circulation, otherwise known as hyperbilirubinemia which causes yellow coloration of both the skin and iris and requires medical management; risk factors for jaundice include any disease that results in increased production of bilirubin, birth trauma which increases production of unconjugated bilirubin, infection, prematurity or a family history of haemolytic disease (Wardle and England, 2014, pp.681-683). Neonatal jaundice can be classified as either haemolytic (pathological), which refers to the breakdown of red blood cells by maternal antibodies specifically targeting blood group antigens or non-haemolytic (physiological), which is more common and refers to abnormal liver function of the neonate and an increased rate of fetal red blood cell turnover (Lee et al., 2016, pp.1444-1445). 

When considering the underlying pathophysiology of a neonate who appears jaundiced at 12 hours of age it is important to understand that onset of jaundice prior to 24 hours of age along with deep jaundice of hands, feet and trunk can be indicative of pathological jaundice and requires urgent investigation (Local Trust Policy, 2017, p.5). NICE (2015, p.29) supports this by stating that neonates presenting with jaundice within 24 hours of life should be evaluated as an emergency measure.

It is assumed that haemolysis is the cause of jaundice prior to 24 hours of age with the most important considered to be blood group incompatibility, specifically Rhesus (Rh-D) incompatibility, whereby red blood cells of a Rhesus-positive neonate enter the bloodstream of a Rhesus-negative mother which triggers antibody production to treat the D antigen on the neonate’s positive red blood cells as it is recognised by the body as foreign, fetal red blood cells can be destroyed as a result of these antibodies crossing the placenta (Wardle and England, 2014, p.685). Midwives offer anti-D immunoglobulin to Rhesus-negative mothers to prevent maternal sensitisation which can lead to haemolytic disease of the newborn and can consequently cause severe anaemia, stillbirth or neonatal death (Harkness et al., 2016, p.500). 

Another cause of jaundice appearing at 12 hours of age is ABO incompatibility, this is most common amongst neonates with blood group O and mothers with blood group A however approximately 15-25% of maternal/fetal pairs are considered ABO-incompatible and in only 1% of these cases there is a high enough concentration of Immunoglobulin G antibody produced by the mother in order to cross the placenta and cause haemolytic disease of the newborn (Watts et al., 2010, pp.306-307).

Although rare, Hereditary Spherocytosis can also present with jaundice symptoms in neonates within the first 24 hours of age and is defined as an autosomal dominant genetic disease, whereby red blood cells are spherical as opposed to biconcave, which can lead to severe haemolysis and jaundice as a result of a sudden immunological response to the detection of abnormal red blood cells (England, 2010, p.105). The normal neonate will experience a rise in bilirubin levels naturally for the first few days of life as fetal turnover of haemoglobin is high as fetal haemoglobin needs to be replaced by adult haemoglobin, additionally the liver is immature following delivery, resulting in increased bilirubin levels and intestinal transit is slow, resulting in reabsorption of urobilinogen (Michaelides, 2017, p.829). 

As this baby appears jaundiced at 12 hours of age this would fall outside the midwifery scope of practice, the paediatrician would be informed by the midwife and an urgent serum bilirubin measurement (SBR) would be taken within 2 hours of jaundice being identified, further investigations would include a direct antiglobulin test, checking of maternal blood group, antibody and Rhesus status along with the neonate’s blood group and Rhesus status and if indicated a full blood count and liver function test (Local Trust Policy, 2017, p.12). If the SBR measurement is below the phototherapy line on the appropriate treatment threshold graph, a repeat SBR measurement would be taken every 6 hours to ensure stability and that the level remained below the phototherapy line, however if the SBR measurement is greater than the phototherapy line, single phototherapy would commence with a repeat SBR 4-6 hours later and between 6-12 hourly thereafter if the SBR measurement is stable or falling (Local Trust Policy, 2017, p.34). 

If the SBR measurement has fallen to a level of at least 50micromol/litre below the phototherapy line, phototherapy would be stopped and a rebound SBR measurement taken 12-18 hours after phototherapy was discontinued (NICE, 2016, p.11). If following single phototherapy there is no reduction in the SBR measurement, multiple phototherapy would commence, this coincides with the pathway if a SBR measurement is rising rapidly or is within 50micromol/litre of the exchange transfusion line, this would be repeated 4-6 hours later following the commencement of multiple phototherapy, with a repeat SBR between 6-12 hourly until the SBR level is stable or falling (Local Trust Policy, 2017, p.34). There are however potential complications associated with phototherapy such as instability of temperature, diarrhoea, dehydration and retinal damage, therefore eye shields are recommended to help protect the neonate’s eyes (Sinha et al., 2012, p.246).

Murki and Kumar (2011, p.175) state the most frequent indication for exchange transfusion for neonates as severe hyperbilirubinemia, predominantly haemolytic diseases, and involves gradual removal and replacement of neonate’s blood, whereby bilirubin levels are high or red blood cells are coated with antibodies, with donor blood, which provides fresh albumin for bilirubin to bind with. NICE (2016, p.16) recommends that following an exchange transfusion, continuous intensified phototherapy should be maintained and an SBR measurement taken within 2 hours. 

Midwives have a critical role of communicating with parents, ensuring their awareness of jaundice and understanding of the importance of working with the multi-disciplinary team to manage the neonate’s needs and reduce associated risks, such as kernicterus which can cause serious neurological damage or death, additionally emotional support should be provided to parents as separation of the parents from the neonate may be required, which could cause additional anxiety and fear (Michaelides, 2017, p.842). The midwife would ensure that all information or advice provided to parents regarding the condition and the needs of the neonate is evidence-based, following the rules set out by the Nursing and Midwifery Council (NMC, 2015, p.7).

It is important that effective feeding is established for neonates with jaundice symptoms as poor nutrition, dehydration and constipation can contribute towards reabsorption of bilirubin from the gut, however in severe cases of jaundice increased drowsiness and lethargy is common which may create difficulties when encouraging neonates to feed (Casey, 2013, pp.23-24). Applying this to the Baby Friendly Initiative (BFI) agenda, mothers who intend to breastfeed should be enabled to achieve effective breastfeeding according to their needs, for example when health challenges occur such as jaundice, and support with hand expression and positioning and attachment from midwives may be essential (UNICEF UK, 2012, p.13). 

Gartner (2016, p.410) states that the solution for neonates with jaundice and suboptimal breastfeeding is to address and correct the breastfeeding issue to restore caloric and fluid intake, not to discontinue breastfeeding. If neonates are admitted to the neonatal unit and mothers intend to breastfeed, midwives should provide appropriate support to mothers to express breast milk as effectively as possible and support parents to develop a loving relationship with their baby by facilitating visits to the neonatal unit and ensuring parents’ understanding of their baby’s needs (UNICEF UK, 2012, pp.13-14). On the contrary it could be argued that breastfeeding may exacerbate jaundice symptoms as the presence of beta-glucoronidase in breast milk can increase the breakdown of conjugated bilirubin to unconjugated bilirubin in the gut of breastfed neonates (Ramachandran, 2016, p.163).

There may be a clinical indication for the use of artificial milk, therefore mothers who give top up feeds of artificial milk as well as breast milk should be enabled to do so as safely as possible to cause the least disruption to breastfeeding (Local Trust Policy, 2017, pp.7-8). This is supported by the BFI agenda which also highlights that in order to enhance bonding; mothers should hold their babies close during bottle feeds if possible and offer the majority of feeds themselves (UNICEF UK, 2012, p.14).

In conclusion there are needs and challenges that may arise for a neonate who appears jaundiced at 12 hours of age and it is vital that appropriate care pathways are followed in order to fulfil these care needs. Jaundice prior to 24 hours of age would be assumed to be pathological and multi-disciplinary team working between the paediatric team and midwives would be essential to avoid the risks associated with high bilirubin levels that potentially could be fatal. A plan of care would be devised by the paediatrician to include SBR measurements to monitor the symptoms associated with jaundice and to ensure treatment, such as phototherapy or exchange transfusion, if indicated, has been effective. The midwife would ensure communication is maintained with regular updates given to parents regarding the neonate’s wellbeing, ensuring facilitation of visits for parents in the event of an admission to the neonatal unit. The midwife would support mothers with hand expression of breast milk and positioning and attachment according to their needs, supporting parents to help build a close and loving relationship and fulfil their baby’s needs.
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