


Transitioning from intrauterine to extrauterine life is a relatively straightforward process for most neonates (Holmes, 2010) however, some infants will show worrying signs of not adapting to extrauterine life, which could potentially have a negative impact on the neonate’s future development (Holmes, 2010). Therefore, it is imperative for midwives to examine the neonate following birth and daily to identify the healthy neonate from the neonate whom requires specialist care (Lumsden, 2010). The first examination, performed within the first 24 hours of life should involve a full body assessment of the neonate, including the skin (England, 2014). At this point, midwives should be able to identify signs of neonatal jaundice. Neonatal jaundice is defined as an excessive amount of circulating bilirubin, also known as hyperbilirubinemia which is created as a result of the break down of haemoglobin, thus causing the yellow discolouration in the skin and sclera (Turnbull and Petty, 2012). Jaundice is one of the most common neonatal condition requiring medical attention, affecting 60% of term and 80% of preterm infants. In most infants this is harmless however, in a few infants, high levels of bilirubin develop causing pathological jaundice which can be harmful if not treated (Wardle and England, 2014). 
A healthy neonate should present with a normal colour for their ethnicity, maintain a temperature of 36.5-37.5, have respiration rate of 30-60 breaths per minute and heart rate of 100-160 beats per minute (National Institute for Health and Care Excellence (NICE), 2006). Additionally, the healthy neonate would not show signs of jaundice within 24 hours, should this present, the midwife must refer the infant to neonatal team for urgent assessment (World Health Organisation, 2017). Pathological jaundice, is a type of jaundice that presents within the first 24 hours of life, which is thought to be due to haemolysis, defined as haemoglobin destruction in the newborn caused by several factors, including blood group incapability (Wardle and England, 2014) and congenital infection (Turnbull and Petty, 2012). 
When assessing a neonate for jaundice, midwives must be aware of factors that put the neonate at risk of developing jaundice such as gestation below 38 weeks and a previous sibling who was treated with phototherapy for jaundice (Local Trust, 2017). A vital role of midwives is to be vigilant, of pathological jaundice as left untreated, in rare cases can cause a type of brain damage called kernicterus (NICE, 2010). When midwives have a suspicion that an infant has jaundice they must act upon this in a timely manor to reduce the risks of serious adverse effects (Turnbull and Petty, 2012). 
Firstly, midwives must ensure they have observed the naked neonate under bright and preferably natural light to ensure an accurate assessment of the neonate’s skin and sclera (NICE, 2017). Additional research suggests that having a discussion with the mother can provide midwives with a general impression of the infant’s behaviours such as frequency of micturition and stools and the amount of feeds in a 24-hour period (England, 2012). It is a key role of midwives to act upon any suspicions they have about a potential compromised neonate and make timely referrals, in line with the Nursing and Midwifery (NMC) Code (2015). Midwives should not rely solely on visual inspection to calculate the serum bilirubin level (SBR) with suspected jaundice, they must ensure they have measured and recorded SBR levels within six hours of observing suspected jaundice (Local Trust, 2017). However, additional literature suggests that with suspected pathological jaundice, the SBR must be measured and recorded within two hours (Royal College of Midwives, (RCM) 2010). This suggests that the suspicion of pathological jaundice must be acted upon in a timely manner as the long-term effects of the neonate can be fatal. SBR levels are routinely used in pathological jaundice, due to the pathological process which indicates the need for SBR measurements instead of transcutaneous (TcB) which is used to measure physiological jaundice (Turnbull and Petty, 2012). 
To measure SBR in the infant, midwives must take a sample of blood from the infant’s heel (England, 2012). SBR levels in the neonate are dependent on several factors, including the postnatal age in hours (NICE, 2010). Therefore, there is no universal figure provided to treat all neonates for pathological jaundice. It is a key role of the midwife to plot the infant on their customised charts to establish the need for treatment (England, 2012). Phototherapy must be considered as a line of treatment if it is suspected that the level of unconjugated bilirubin will potentially compromise the neonate should the levels increase (England, 2012). 
Once pathological jaundice is confirmed, midwives must ensure they communicate effectively with the multi-displinary team (MDT) and make appropriate referrals to ensure the infant receives the most appropriate care (NICE, 2010). Infants with pathological jaundice would be advised to be admitted to the neonatal unit (NNU) to receive specialist treatment (Turnbull and Petty, 2012). As this can be an extremely stressful and upsetting time for parents, midwives must ensure they provide parents with emotional support and reassurance (NMC, 2015). Midwives must inform parents of the anticipated duration of stay on the NNU, lines of potential treatment and provide reassurance that breastfeeding and or hand expressing can continue despite admissions to the NNU, additionally, parents may still change nappies and have time to bond and attach (NICE, 2010).
The Baby Friendly Initiative (BFI) is a national initiative which aims to support and promote breastfeeding as well as, supporting loving relationships between infants and their parents (UNICEF UK BFI, 2012). Midwives must empower women to promote positive mother-baby relationships, crucial for the infant’s brain development and for the wellbeing of both mother and baby (UNICEF UK BFI, 2018). BFI state that all parents should have unrestricted access to their infant on the NNU and parents should be actively encouraged to provide comfort and emotional support to their infants, including skin-to-skin contact (UNICEF UK BFI, 2018).
Evidence suggests that human breastmilk provides infants with long-lasting health benefits and mothers play a unique and invaluable contribution to the care of compromised infants (Entwistle FM, 2013). Separation between the mother and her infant can have a negative impact on the production of breastmilk as high levels of the stress hormone cortisol can suppress levels of prolactin and oxytocin, key hormones in the production of breastmilk (Entwistle FM, 2013). Midwives must be aware that separation from the infant can cause this, when supporting women who have the desire to breastfeed in order to maximise the mother’s potential to provide breastmilk to her infant. Midwives play a key role in supporting the mother to hand express as soon as possible following birth (UNICEF UK BFI, 2016). Midwives must ensure they provide women with evidenced based information in regards to her milk supply, including the importance of expressing a minimum of eight times a day, including at least one time over night (UNICEF UK BFI, 2016). In order to ensure effective expression takes place, the BFI recommends that the mother is taught how to express milk by pump and hand (UNICEF UK BFI, 2016). When infant’s get admitted to the NNU it is essential for the parents to feel empowered to feel that they are a vital part of the infant’s care (UNICEF UK BFI, 2016) therefore, it is crucial to involve the parents in all elements of their infant’s care.
Phototherapy is commonly used to treat significant jaundice in infants (NICE, 2010). In order to receive informed consent, parents must be informed of the risks associated with phototherapy, such as skin rashes (Turnbull and Petty, 2012). Equally parents must be aware of the possible affects of leaving pathological jaundice untreated such as kernicterus (Turnbull and Petty, 2012). The aim of phototherapy is to convert unconjugated bilirubin to a conjugated, excretable form (Turnbull and Petty, 2012). It is essential for safety measures to be met for the infant therefore, shields must be applied to the infant’s eyes for the duration of treatment (Turnbull and Petty, 2012). Special attention should be paid to the parents’ emotional needs and their needs to comfort the infant. For this reason, evidence suggests that some time during phototherapy should be allowed for mothers to breastfeed and for the parents to interact (Local Trust, 2017). However, clinical judgement must be applied for the duration and timing of interaction (NICE, 2010). Once phototherapy has commenced, SBR levels must be checked four-six hours after commencing phototherapy and six-12 hours if the levels are either stable or falling (Local Trust, 2017). Phototherapy can be discontinued once SBR levels are at least 50mircomol/litre below the threshold for phototherapy (Local Trust, 2017). However, should SBR levels rapidly increase to eight-point five micromole/litre or more, intensified phototherapy should be considered (Local Trust, 2017). Should SBR levels continue to rise following intensified phototherapy, exchange transfusion must be considered (NICE, 2010).
Neonatal jaundice is one of the most common conditions which requires medical attention, which affects 60% of term and 80% of pre-term infants (Wardle and England, 2014). However, if jaundice presents within the first 24 hours of life, it can be potentially dangerous and could possibly lead to a type of brain damage called kernicterus (NICE, 2010). Therefore, midwives play a key role in identifying this condition in a timely manner, a way in which midwives can do this is by assessing the neonate within the first 24 hours of life, remembering key factors which may put infants at higher risk of having the condition (Local Trust, 2017). Once pathological jaundice is confirmed by SBR, midwives must refer the infant to the NNU to receive specialist care (NMC, 2015). Midwives must ensure they are aware that an admission can be a potentially distressing and emotional time for parents. Therefore, midwives must ensure they provide parents with emotional support and reassurance (NICE, 2010). Additionally, midwives must implement standards outlined by BFI into practice when supporting women with a desire to breastfeed (UNICEF UK BFI, 2012). 
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