


[bookmark: _GoBack]Jaundice can be defined as yellow colourisation of the skin and sclera. It is caused by an increased level of bilirubin in the baby’s circulation, also known as hyperbilirubinaemia (Local Trust Policy, 2015). It appears when serum bilirubin concentrations reach 85-120μmol/l. There are two types of jaundice: physiological and pathological. Physiological jaundice never appears before 24 hours of life and bilirubin levels never exceed 200-215μmol/l. Pathological jaundice appears within 24 hours of birth and has a rapid rise in serum bilirubin (Fraser and Cooper, 2008). Signs and symptoms of jaundice include: yellowing of the skin and whites of the eyes, yellowing inside the mouth, dark and yellow urine, pale-coloured faeces, sucking or not feeding properly, sleepy, high-pitched cry and limp and floppy (Grace et al, 2017). According to the World Health Organization (WHO) in 2016, 46% of under 5 child deaths were newborns and 75% of the neonatal deaths occurred in the first week of life. The causes of these deaths were from conditions and diseases related to lack of quality care at birth and in the postnatal period (WHO, 2018). Therefore it is essential that the midwife pays special attention to preventing ill-health and accurately assess signs of worsening physical health (NMC, 2015). The essay will discuss the pathophysiology of pathological jaundice and the care plan the midwife must follow to care for a compromised newborn with pathological jaundice.
A normal, healthy term infant when born contain a high concentration of fetal haemoglobin to aid with absorption of oxygen in utero, oxygen transfer across the placenta and for the birthing process. Once the baby is born, the excess erythrocytes are broken down by the reticuloendothelial system and haemoglobin forms and bilirubin is produced (haemolysis) (RCM, 2018). Haem is a by-product of haemoglobin which is made into unconjugated bilirubin. The unconjugated bilirubin is transported to the liver where it gets converted into conjugated bilirubin which is now water-soluble and can be excreted into faeces and urine (Marshall and Raynor, 2014; Macdonald and Magill-Cuerden, 2011).
Jaundice is a common condition amongst most newborns and is a normal and usually a harmless process (Marshall and Raynor, 2014). Physiological jaundice in a term baby is normally mild unconjugated bilirubinaemia, it affects 6/10 newborns. It appears normally after 48 hours and reverts back to normal after one week (RCM, 2018). The risen levels of unconjugated bilirubin are fat-soluble and can’t be excreted and so get deposited into subcutaneous fat which gives the skin a yellow tinge until it gets converted into conjugated bilirubin (Marshall and Raynor, 2014; Kenner and Lott, 2013).
Pathological jaundice in term infants, the total serum bilirubin exceeds 85μmol/l per day or has a total of more than 200μmol/l (Fraser and Cooper, 2008; Kenner and Lott, 2013). The most common causes of pathological jaundice are haemolytic jaundice such as ABO incompatibility and Rhesus isoimmunisation (Kenner and Lott, 2013; RCM, 2018). ABO incompatibility is where a woman has a blood group ‘O’ and the baby has ‘A’ or ‘B’ blood group. The woman develops antibodies that cause their immune system to attack the fetal red cells and destroy them and cause fetal anaemia (Marshall and Raynor, 2014). Rhesus isoimmunisation is where the blood cells from a rhesus positive fetus cross a rhesus negative mother’s bloodstream. The woman’s body creates antibodies against the anti-D antigen on positive blood cells and then cross the placenta and destroy fetal erythrocytes. This can cause haemolytic disease of the newborn (HDN) (Marshall and Raynor, 2014). ABO incompatibility and rhesus isoimmunisation increase bilirubin levels and haemoglobin destruction is increased and thus pathological jaundice is more prominent (Fraser and Cooper, 2008). 
When a baby appears jaundiced at 12 hours of age, the first thing the midwife would do is take emergency action for the baby to be evaluated for pathological jaundice (NICE, 2015). Evaluation of serum bilirubin levels should be carried out and recorded within 2 hours. The serum bilirubin level should be continued to be measured every 6 hours until the level is either, stable and/or falling or below the treatment threshold. A referral must be arranged for a medical review as soon as possible within 6 hours to exclude the possibility of pathological jaundice (Local Trust Policy, 2015). The bilirubin levels should be interpreted according to the baby’s postnatal age in hours and manage the hyperbilirubinaemia accordingly (NICE, 2016). To measure the bilirubin, if the baby is <36 weeks gestation, in the first 24 hours of life and a transcutaneous bilirubin (TCB) >250 micromol/l, then a serum bilirubin (SBR) must be measured. If the baby is >36 weeks gestation and over 24 hours old then a transcutaneous bilirubin (TCB) can be used (Local Trust Policy, 2015).
It is vital that when the midwife is looking for jaundice in the newborn baby with the initial and daily examination, check the baby in natural daylight for a true reflection of their skin colour. Taking into account various skin tones, examination of the scleral, gums and lightly pressing the skin in blanched skin can help aid the midwife in noticing any sign of jaundice in the newborn. However, visual inspection shouldn’t be relied on alone to assess the bilirubin levels in jaundice (NICE, 2016; Local Trust Policy, 2015).
It is essential the midwife informs parents about neonatal jaundice. Information such as, factors that influence hyperbilirubinaemia to develop, what to do if they suspect jaundice, checking baby’s nappy for dark urine or pale stools, provide support and reassurance where needed, encourage breastfeeding to women who wish to breastfeed and to feed frequently. It is part of the midwife’s role to make sure the needs of the woman and her baby are the primary focus of their care and provide safe, responsive and compassionate care and advice (NMC, 2012).
If the baby’s bilirubin levels exceed the threshold level for treatment, phototherapy or an exchange transfusion will be required. For phototherapy, the SBR must be measured 4-6 hours after the treatment has started, when the SBR is stable or falling, measure the SBR every 6-12 hours. Phototherapy should be stopped once it falls to at least 50 micromol/litre or below which is the threshold level for treatment and the SBR should be repeated 12-18 hours after the phototherapy has been stopped (NICE, 2016).
Intensified phototherapy is indicated when there is significant hyperbilirubinaemia in a baby within 72 hours of birth, so at the treatment threshold or within 50 micromol/litre to avoid an exchange transfusion (NICE, 2016).
At all times, the midwife needs to be informing the parents about phototherapy and gaining informed consent for the multi-disciplinary team to carry out phototherapy on their baby (NICE, 2016; NMC, 2015).
During phototherapy, the midwife should ensure the skin is exposed as much as possible for the treatment to be effective, monitor the baby’s temperature for a thermoneutral environment, daily weighing of the baby and assess the wet nappies to ensure hydration, encourage parents to interact with their baby and allow 30 minutes a day for breastfeeding, nappy changing and skin-to-skin contact (NICE, 2016; Local Trust Policy, 2015).
An exchange transfusion may be required if the SBR level indicates the necessity for it. Parents will need to be informed by the midwife about what an exchange transfusion is and why the treatment must be carried out on the baby (NICE, 2016). Babies that require an exchange transfusion are under the care of a consultant paediatrician (Local Trust Policy, 2015). After the exchange transfusion, intensified phototherapy must be continued and the SBR level must be measured within two hours and managed accordingly (NICE, 2016).
The midwife’s role is to meet women and their families needs so they can make a safe transition into parenthood, this experience should be a positive and life-enhancing one. Reducing health inequalities is a primary focus of midwives and poor feeding practice can have a negative lifelong impact on the neonate (Kennedy et al, 2010). The Baby Friendly Initiative (BFI), can help inform midwives how to handle feeding issues when it comes to pathological jaundice with the promotion of breastfeeding (UNICEF UK, 2013; UNICEF UK, 2012).
The midwife should introduce and encourage breastfeeding into the care of the compromised newborn by, supporting women to recognise the importance of breastfeeding on health and wellbeing of their baby and enabling babies to receive breast milk by feeding when possible (UNICEF UK, 2013; UNICEF UK, 2012).
The BFI informs midwives to educate women that have sick babies, to initiate and maintain lactation so breast milk can be provided to their baby. Human milk is known to aid protection from infection and so if the midwife can stress the importance of breastfeeding to women and their families, it can help to treat pathological jaundice in the sick neonate (UNICEF UK, 2012).
Overall, it seems apparent that midwives play a huge part in identifying and treating jaundice. Jaundice is a common condition neonates experience and so it is important that midwives understand the pathophysiology of jaundice, so they can correctly identify when a baby has physiological or pathological jaundice, to commence the correct care pathway and manage the condition appropriately to avoid deterioration of the neonate’s health at all costs.
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