


This essay will explore pathophysiology of a neonate who appears jaundiced at 12 hours of age and the role of the midwife in the management of the newborn. Additionally, the essay will discuss the role of the midwife in relation to the Baby Friendly Initiative (BFI) when supporting parents with challenges such as jaundice. Jaundice also known as hyperbilirubinemia, can be defined as raised levels of bilirubin in the circulation which results in yellow discoloration of the skin, sclera and mucous membranes (Sinha et al., 2012, p.238). Bilirubin is the product produced when haemoglobin is broken down; it is converted from unconjugated to conjugated bilirubin via the liver so that it can be then excreted in faces and urine (Marshall et al., 2014, p.682). Jaundice is one of the most common neonatal conditions which affects up to 60% of term babies and 80% of preterm babies in the first week of life (Local Trust, 2017). The condition is often harmless however a few babies will develop high levels of bilirubin which can result in a serious condition called kernicterus (Marshall et al., 2014, p.681). As midwives are usually the primary care givers for neonates in the first 24 hours of life, it is essential they are competent in identifying those with suspected jaundice and are able to action appropriate management (England, 2010, p.100).
	Midwives must be aware of the parameters of a normal neonate so that they can identify neonates which deviate from the norm (Marshall et al., 2014, p.668). For example, a normal neonate in the first 24 hours should be able to maintain a temperature between 36.5-37.5°C, have a heart rate above 100 beats per minute and should not be centrally cyanosed (Marshall et al., 2014, p.592). Additionally, neonates should pass frequent urine and stools and be engaging with feeds (Local Trust, 2017). In relation to jaundice, the majority cases are of a physiological response to extra-uterine life; neonate livers are not mature enough to excrete bilirubin in the bloodstream therefore all have a rise in unconjugated bilirubin in the first few days (Baston, 2012). However, if jaundice occurs within 24 hours of age it is always caused by pathological processes (Turnbull and Petty, 2013, p.615). 
[bookmark: _Hlk515372551][bookmark: _GoBack][bookmark: _Hlk515636815]Pathological jaundice can be caused by: ABO incompatibility, rhesus isoimmunization, glucose 6 phosphase dehydrogenase deficiency or congenital infection (Sinha et al., 2012, p.242). ABO incompatibility is a haemolytic disease of the newborn and occurs when the mother has an O blood group and the neonate has either blood group A or B (Turnbull and Patty, 2013, p.615). This incompatible blood group results in the mother’s body developing antibodies which pass through the placenta causing haemolysis of fetal red blood cells; this can also lead to anaemia in severe cases (Sinha et al., 2012 p.243). Another haemolysis in utero that can arise is rhesus isoimmunization which is when the mother is rhesus negative and the neonate is rhesus positive (Ford and Soothill, 2016, p.96). This results in antibodies destroying fetal red blood cells which can result in dangerously high levels of bilirubin (Ford and Soothill, 2016, p.96). Due to the introduction of anti -D prophylaxis in the antenatal period, the numbers of jaundiced babies caused by Rh isoimmunization has reduced (Marshall et al., 2014, p.686). Both of the described causes plus glucose 6 phosphate dehydrogenase deficiency and congenital infection, increase the risk of kernicterus which can cause cerebral palsy and brain damage (The Royal College of Midwives, 2014). Therefore, all pathological causes require immediate medical investigation (National Institute for Health and Care Excellence (NICE), 2016). Midwives have an important role in the clinical assessment of jaundice as they are first professionals to do an assessment of a newborn under 24 hours (England, 2010, p.99). So clearly it is essential they have underpinning knowledge of pathological jaundice (England, 2010, p.99). When observing signs for jaundice, midwives should view the baby in natural light to assess skin tone and should ask the parents about the colour of urine and stool; jaundiced babies tend to have dark urine and pale stools (Sinha et al., 2012, p.243).   
Midwives play an important role in the management and referring to the appropriate multidisciplinary team when caring for a jaundiced baby (Local Trust, 2017). Additionally, this is likely to be a very worrying time for the parents of a jaundiced baby so it is important midwives communicate effectively by providing factual information with empathy and compassionate care (Nursing and Midwifery Council (NMC), 2015). The first step of management when a neonate has suspected jaundice under 24 hours since birth is to obtain a serum bilirubin (SBR); this test should be done within two hours since noticed in order to determine the degree of jaundice (NICE, 2016). To record SBR levels and decide on the management of jaundice, the midwife should commence a gestation specific treatment threshold graph; this type of graph helps to determine if phototherapy treatment or an exchange transfusion is required (Local Trust, 2017).  This level would need to be measured every six hours until the level is both below the treatment threshold and stable and/or falling (NICE, 2016). Additionally, an urgent medical review would be required within six hours to exclude pathological causes (NICE, 2016). Neonates who have suspected jaundice within 24 hours should be transferred to the neonatal unit to receive expert care (Local Trust, 2017). This can be extremely distressing for parents so it is vital the midwife discusses the reasons for these actions and aim to alleviate anxieties (Sinha et al., 2012, p.242).   
 Phototherapy is the first line of treatment for mild to moderate jaundice that aims to reduce levels of unconjugated bilirubin (Sinha et al., 2012, p.238). This process is poorly understood, however it appears the light such as light-emitting diode can change the unconjugated bilirubin to conjugated so that it can be excreted in the stools and urine (Sinha et al., 2012, p. 244). Sunlight should never be used for treatment (NICE, 2016). During phototherapy treatment, the SBR measurement should be performed every 4-6 hours; if levels become stable or fall the levels should be measured ever 6 -12 hours (Local Trust, 2017). It is essential the midwife communicatees effectively with the multidisciplinary team such as the paediatricians to ensure an appropriate care plan is in place and the parents are well informed of that plan (Local Trust, 2017). During phototherapy treatment, midwives have a duty to support parents and should express the importance of being involved in caring for their baby to enhance bonding and attachment (England, 2010, p.109). If the SBR level fails to respond to phototherapy, intensified phototherapy should then be initiated (NICE, 2016). An exchange transfusion is only recommended when the SBR levels continue to rise to a dangerous level (Local Trust, 2017). The threshold graph initiates when an exchange transfusion is required (Local Trust, 2017). For parents to make an informed decision and give consent on the care of their baby, the benefits and risks of all treatments must be explained (NMC, 2015). Furthermore, the midwife should ensure all plans and discussions are accurately documented (NMC, 2015). 
During this difficult time, midwives have an important role in supporting parents and involving them in the management of care of their baby (Entwistle FM, 2013). As it is likely a baby that is jaundiced at 12 hours of age is transferred to a neonatal unit, midwives need to support parents through this transition by still encouraging them to be involved in feeding, nappy changes and cuddling (Local Trust, 2017). This process of bonding will help parents to feel they are an important part in their baby’s care and recovery (Local Trust, 2016). Additionally, parents should have unrestricted visits and be encouraged to comfort and respond to behavioural needs leading to a positive parent/baby relationship (UNICEF UK, 2012). Skin-to-skin contact should be actively encouraged when possible as it is essential in developing a loving relationship (Entwistle FM, 2013). 

In relation to feeding, The World Health Organisation (2018) states that breastfeeding is the best form of feeding for maternal and infant health. The BFI is a national organisation which aims to promote and protect breastfeeding and encourage loving parent-baby relationships (UNICEF UK, 2018). Midwives have a duty to incorporate the BFI into their practice and should still do this when challenges arise such as jaundice (Local Trust, 2016). Therefore, midwives should reassure mothers that breastfeeding is still possible and that regular feeding is advised to help with the excretion of bilirubin (Entwistle FM, 2013). To achieve successful breastfeeding, midwives need to discuss the importance of correct positioning and attachment (Entwistle FM, 2013). Breastfeeding also increases levels of oxytocin in both mother and baby, which will assist close and connected relationships (Abbett, 2016, p.7). If treatment impacts on feeding regime, midwives need to inform and support mothers about the importance of protecting and maintaining their milk supply by hand or pump expressing (Local Trust, 2016). Bottle feeding parents should also be supported in developing loving relationships and shown how to sterilise bottles and prepare feeds correctly (Local Trust, 2016). Although BFI promotes responsive feeding, jaundiced babies should feed more frequently so parents should be advised to wake their baby if necessary (NICE, 2016). 

	The previous discussions highlight that pathological jaundice needs be treated as early as possible to prevent lifelong complications. Midwives are the primary carers of babies when they are first born therefore it is essential that they are vigilant for symptoms of jaundice; particularly in the first 24 hours. Furthermore, they need to be aware of both national and local guidelines for the management of pathological jaundice in order to provide effective care, and also work closely with the multidisciplinary team. Midwives need to provide continuous support for the parents and aim to alleviate additional stresses. BFI should be actively incorporated into all midwives’ practices to help with feeding, bonding and attachment especially when challenges such as jaundice arise. 
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