


[bookmark: _GoBack]This essay will discuss the challenges faced by a neonate presenting with Jaundice in the first 12 hours of life, with reference to relevant pathophysiology, the role of the midwife in supporting both the infant and parents and how the Baby Friendly Initiative can inform the care of this infant. Neonatal Hyperbillirubinaemia, hereafter referred to as Jaundice, is a common condition affecting 60% of term infants and 80% of preterm infants (NICE, 2010), and is the leading cause of hospital readmissions to neonatal units from home in term infants (Battersby et al, 2017). Jaundice can be categorised as; Physiological, including breastfeeding jaundice, which occurs after 24 hours following birth or Pathological, occuring within 24 hours of birth. This essay will focus on pathological Jaundice and the relevant care pathways associated. 

Jaundice is caused by an abnormal increase in bilirubin, a waste product of the metabolic breakdown of haemoglobin in red blood cells. Bilirubin is weak, fat-soluble acid with yellow pigment (Lindsay et al, 2018) which collects in the blood and tissue, causing the yellow discolouration to the skin, sclera and gums, typically associated with Jaundice. Jaundice is easier to detect in Caucasian infants, and the midwife must observe for all symptoms of Jaundice to detect this condition in infants from all ethnic backgrounds. These include drowsiness, reluctant or ineffective feeding resulting in decreased urine and stool output, and urine may become dark in colour and stools pale (Campbell and Dolby, 2018). Signs of dehydration may be observed, and a high-pitched cry can indicate early neurological damage resulting from Jaundice 

In utero, the maternal fetal circulatory system provides oxygenated red blood cells to the fetus and excretes waste products through the placenta. Following the transition to extra-uterine life, the neonatal systems over this process, enabling excess bilirubin to be excreted in the urine and stools. Unconjugated bilirubin is fat soluble until it binds with protein and albumin, allowing it to enter the liver where a series of reactions occur to transform it into conjugated bilirubin, its water-soluble form. Conjugated bilirubin passes through the kidneys and in excreted as waste in the urine and stools (Norris and Odle, 2013) If the neonatal systems are unable to perform these process, unconjugated bilirubin can enter the blood stream and pass the blood-brain barrier, which can cause kernicterus, a life-threatening disorder.

 A combination of an immature neonatal liver, rapid red blood-cell turnover and slow gut motility can affect the neonates’ ability to metabolise bilirubin. When symptoms present within the first 24 hours of life, investigations should be conducted to determine any underlying haematologic conditions; haemolytic disease of the newborn, ABO incompatibility, hereditary spherocytosis, glucose-6-phosphate dehydrogenase deficiency (G6PD), pyruvate kinase (PK) deficiency, polycythaemia, as well as metabolic conditions such as congenital hypothyroidism and rare liver enzyme deficiencies (Fox et al, 2017).

The midwife will conduct a full examination of the newborn following birth, in natural light where possible to observe for any deviations from the norm. This baby appeared visibly jaundiced within the first 24 hours of birth and is therefore not within remit of the midwife and should be referred for urgent paediatric assessment. The midwife should take an urgent serum bilirubin (sBR) whilst awaiting paediatric review, which should occur within 2 hours of Jaundice first being identified. This investigation should only be conducted by an appropriately trained, competent midwife, with the knowledge to interpret and accurately plot the results on the relevant graph (LTP, 2017a). Serum bilirubin levels should be checked 6-hourly until the serum bilirubin level is below the treatment threshold, stable and/or falling (NICE, 2016). 

The midwife will have obtained a full antenatal and intrapartum history, including identification of any siblings requiring phototherapy or additional treatment for Jaundice, previous preterm births and any hereditary medical conditions, as these factors increase the risk of jaundice in subsequent pregnancies. Additionally, screening for blood group and red-cell antibodies would have been discussed and offered to the woman in accordance with NICE Guidance (NICE, 2017) and Local Trust Policy (LTP, 2016) and if accepted at the point of contact, these results should be documented by the midwife. Evidence indicates that jaundice resulting from Rhesus incompatibility is not being prevented with appropriate identification and administration of prophylactic Anti-D during pregnancy (Meeks, 2013), which further highlights the important role documentation and antenatal education provided by the midwife. The midwife is responsible for ensuring a detailed handover is provided to the paediatric team with the use of the SBAR communication tool (RCOG, 2010). 

If the paediatric review determines an underlying cause for the jaundice, such as infection, then this should be treated, and feeding encouraged as glucose is required for bilirubin conjugation. sBR levels will continue to be plotted on the correct graph and will determine if phototherapy, the typical management for jaundice, is required, and to what degree. Phototherapy is a light-based treatment, whereby ultraviolet light oxygenates bilirubin, converting it to its water-soluble form, which can then be excreted by the kidneys (Wardle and England, 2014). An exchange transfusion, where the neonates blood is replaced with donor blood through continuous transfusion may be recommended in cases of severe unconjugated hyperbilirubinaemia. Intravenous immunoglobulin (IVIG) is a treatment that can be used in haemolytic disease of the newborn supplementary to continuous phototherapy and/or exchange transfusion if sBR levels continue to rise (Fox et al, 2017).  

The midwife should provide emotional support to the parents, from the moment Jaundice is suspected until treatment is complete and any underlying pathological reasons for the diagnosis identified and managed. The midwife must communicate effectively with the parents, in appropriate language and signpost them to relevant additional support (Campbell and Dolby, 2018). Due to the suspected pathological jaundice, the midwife should anticipate an admission to the neonatal unit and prepare the parents accordingly. The Baby Friendly Initiative requires neonatal units to provide unlimited parental access to their infant, to promote and support bonding and loving relationships (UNICEF, 2016). There may be occasions where this is not possible due to clinical need within the unit, however parents should made aware of this on admission to the unit, and by the midwife supporting them. 

The midwife should educate parents on the benefits of skin to skin contact, which is viewed as an essential, not additional, element of care babies and parents should have access to on the neonatal unit (UNICEF, 2016). If a baby is receiving phototherapy treatment, feeding and nappy care can occur outside of the treatment cot unless otherwise indicated by the paediatrician. In severe cases of jaundice this may be justified to enable optimal treatment delivery. The midwife should act as an advocate for the parents when such decisions are being made, and ensure they fully understand all treatments being implemented for their infant.

The midwife should discuss the importance of breastmilk as early as possible, particularly for compromised infants, and support the woman in her chosen method of feeding. This may require the midwife to provide education and support with hand expression of breast milk, which ideally would occur within two hours of birth (UNICEF, 2016), and the provision of colostrum kits and/or mechanical breast pumps. Education on the storage of expressed breast milk (EBM) should be provided by the midwife, and records should be maintained in conjunction with the neonatal unit relating to feeding. All mothers should be educated on responsive feeding cues, irrespective of their chosen method of feeding and private spaces should be available to women for use during feeding (LTP, 2017b). The midwife will continue to provide support and conduct assessments with the mother to determine effective feeding and highlight any areas of concern. They will prepare the mother for changes to feeding following discharge and continue to offer support within the community setting (NICE, 2015). The midwife should signpost women to relevant breastfeeding support groups locally and provide relevant support to women who choose to formula feed, such as safe preparation and storage of formula feeds (UNICEF, 2015).

To conclude, the midwife is the lead professional responsible for identifying jaundice in the neonate, and distinguishing infants outside the normal parameters, such as the infant at the focus of this study. The midwife is responsible for working within the multidisciplinary team and referring to relevant clinicians when pathological jaundice is suspected. Effective communication and documentation within the team is fundamental to midwifery practice (NMC, 2015). Parents should be informed of the treatment required, typically admission to the neonatal unit and phototherapy in a case such as this, with additional treatments as required. The midwife should inform parents how this may impact feeding and bonding and emotional support and information should be provided throughout treatment and into the postnatal period. All reasonable adjustments should be made to facilitate skin to skin contact and feeding opportunities, and explanations provided where this in clinically not possible, until such a time as it can be. The midwife is responsible for communicating with the family, providing information on the benefits of skin to skin contact and breastfeeding for the compromised neonate as well as the infant mother bond and neonatal development. 
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