


[bookmark: _GoBack]Jaundice is a common condition in newborn babies, effecting 60% of term and 80% of preterm infants within the first week of life. The condition is recognised as a yellow coloration of the skin and sclera due to an increased level of bilirubin in the circulation, known as hyperbilrubinaemia (Marshall & Raynor, 2014) which typically occurs around 3-4 days post birth. The aim of this essay is to discuss the clinical assessment of neonatal jaundice by identifying relevant pathophysiology and the care pathways which need to be devised regarding the care needs of the compromised newborn that appears jaundice at 12 hours post birth.  The role of the midwife will be explored into how escalation of abnormal jaundice to the multi-disciplinary team (MDT) is significant and how utilising the Baby Friendly Initiative (BFI) standards, can support infant feeding and have an impact on a newborn’s recovery from hyperbilrubinaemia.  
It’s important within the role of the midwife to understand the pathophysiology of neonatal jaundice to distinguish between normal physiological and abnormal pathological jaundice, which can identify a potentially compromised newborn.  Clinical recognition can be difficult and there is uncertainty regarding decision to intervene and commence treatment (Marshall & Raynor, 2014). Neonates have an increased volume of red blood cells in their circulation due to the increased demand for oxygen in uterus provided by the placenta before birth (Glader and Allen, 2013). An increased number of red blood cells lead to an increased level of bilirubin in the blood due to bilirubin being an end product of the breakdown of haemoglobin. The unconjugated bilirubin is then transported to the liver where conjugation occurs. The conjugated bilirubin is converted from lipid-soluble to water-soluble for excretion. Neonates therefore have an excess number of red blood cells containing bilirubin, which they need to process alongside an immature liver (Rastegari, 2013). Bilirubin consequently needs to be broken down from the red blood cells and excreted via urine and faeces with the aid of effective feeding. If the bilirubin is not converted or conjugated, then the body reabsorbs the bilirubin and causes a further increase in hyperbilrubinaemia and the potential of neurological damage.
Individual risk factors place certain newborn’s at higher risk of developing jaundice; including any risk factor/disorder that increases bilirubin production or alters the excretion of bilirubin. Risk factors must be identified upon initial risk assessment in order to establish those newborn’s who pose a higher risk of developing pathological jaundice, allowing for early detection and intervention (Ford, 2010). Risk factors include; birth trauma or evident bruising, family history of haemolytic disease, maternal antibodies, evidence of maternal/neonatal infection (sepsis), gestation under 38 weeks, exclusively breastfed neonates, previous sibling requiring phototherapy, prolonged rupture of membranes, neonate of a diabetic mother and jaundice presenting within the first 24 hours (Local NHS Trust Policy, 2015), which indicates pathological jaundice and requiring immediate treatment (NICE, 2016). Symptoms include; drowsiness, contributing to poor feeding and reduced urine and stool output (NHS Choices, 2015). Uric acid crystals may also be present in the nappy, which is a sign of increased dehydration. It is highly important that midwives monitor neonate’s behaviour, feeding and output to identify early onset of jaundice and intervention of treatment. Pathological jaundice occurs within the first 24 hours of birth, which is abnormal and would raise concerns for the midwife. Pathological jaundice would indicate a newborn which is compromised and the cause of severe hyperbilrubinaemia can be due to a variety of potential causes which ultimately lead to haemolysis, destruction of the haemoglobin. 
Haemolysis in newborn babies is most commonly caused by blood group incompatibility of mother and baby. Rhesus-D isoimmunisation occurs when rhesus positive foetal blood enters the maternal rhesus negative bloodstream causing the maternal blood to treat the D antigen on the positive foetal blood cells as a foreign substance and produces antibodies to protect against and destroy foetal red blood cells, which cross via the placenta. It is a critical role of the midwife to ensure that maternal bloods including; haemoglobinopathies and infectious diseases are taken at the first point of contact once pregnancy is confirmed to identify maternal blood group and Rhesus-D status (Local NHS Trust Policy, 2016). Within the UK routine antenatal anti-D prophylaxis is recommended at 28 weeks gestation for all rhesus negative women (NICE, 2008) and after any sensitising event. Postnatal prophylaxis is also administered if following a kleihauer blood investigation, rhesus status is different, anti-D prophylaxis is administered within 72 hours following birth to reduce the risk of mortality and morbidity (NICE, 2010). 
To prevent haemolysis it is a vital role of the midwife to assess symptoms of jaundice as well as educating parents with awareness to be able to identify and escalate as soon as symptoms visibly present, to begin intervention and produce a management plan of care alongside the Paediatrician and MDT. Risk factors associated with jaundice must be highlighted and those neonates at high risk of being compromised must be closely monitored. A compromised newborn is defined as any neonate who has a greater than average chance of morbidity or mortality, especially within the first 28 days of life (Mosby, 2016). Neonates suspected of pathological jaundice within 24 hours of life, must undergo a serum bilirubin (SBR) level urgently, within 2 hours of suspicion. A transcutaneous bilirubinaemia (TCB) should only be indicated if the neonate is over 24 hours post birth. The SBR level should then continue to be measured every 6 hours until the level is both; below the treatment threshold, which is based upon gestation at birth and postnatal age in hours and also until the SBR level is stable (NICE, 2016). An urgent referral to a Paediatrician must be completed to conduct a medical review. 
Treatment for pathological jaundice must be commenced as soon as SBR levels plot on or above the treatment threshold on the treatment threshold graphs for phototherapy and exchange transfusion (NICE, 2010). Phototherapy is a treatment which utilises a high intensity light via fluorescent phototherapy lamps which using fibre optic light delivers intense light without ultraviolet or infrared radiation.  Phototherapy is a safe and effective treatment where intense light catalyses the conversion of bilirubin into water-soluble bilirubin, aiding breakdown and excretion of bilirubin. Neonates receiving phototherapy should be undressed with their eyes shielded from the light with the use of eye protection. Thermoregulation and hydration are vital whilst neonates receive phototherapy treatment and consequently observations of; temperature, heart rate and respiration rate should be monitored every 4 hours (NICE, 2010). If SBR levels continue to rise or fall upon the threshold for exchange transfusion then the neonate will be admitted to the Neonatal Intensive Care Unit (NICU) for continuous phototherapy, alongside a blood exchange transfusion under the care of a Consultant Paediatrician. Exchange transfusion is performed to prevent increasing levels of bilirubin which can be linked with bilirubin encephalopathy. It involves exchanging a large volume of blood into the neonates’ circulation, whilst removing blood via an umbilical catheter, for excess bilirubin and antibodies to be removed. It is an important role of the midwife to inform parents of the potential risks and benefits of phototherapy and exchange transfusion, ensuring parents are fully informed (NMC, 2015).  Parents should be informed regarding the importance of maintaining thermoregulation and hydration whilst on treatment, to aid the breakdown and excretion of bilirubin. The midwife plays a significant role with supporting parents with hydration based upon the BFI agenda and how this can inform the care of a compromised newborn.
The BFI agenda sets out standards of care which ultimately support parents with building a loving relationship with their newborn (United Nations International Children’s Emergency Fund (UNICEF), 2014). It is important that parents and the newborn are at the centre of the care provided (Beck et al., 2009), regardless of the feeding method they chose and whether they are in a healthcare setting or within the community, support and advice is critical in achieving healthy outcomes. Skin-to-skin contact should be offered and recommended to all parents, which can still be achieved when caring for the compromised newborn. The use of Bilibeds enables skin-to-skin to still be provided during intervals of phototherapy treatment especially whilst feeding, for breast or formula fed neonates. Help and support with feeding is compulsory and ensuring parents have information regarding positioning and attachment and the safest way to make formula feeds. Hand expression should be discussed with all breast feeding women as hydration is the key for the breakdown of bilirubin and the process to recovery. For women with a newborn admitted to the NICU, hand expression should be commenced within 6 hours if planning to breastfeed (Local NHS Trust Policy, 2017). Parents may encounter issues regarding feeding and the debate between allowing time for treatment to be most effective and wanting to build a loving relationship with their newborn, however, midwives have a responsibility to make sure that their wishes and needs are met as well as the needs of the neonate and evidence has shown the negative effects of early separation and the impact on bonding (Turnbull & Petty, 2013).
The compromised neonate who appears jaundiced at 12 hours of age requires concise management and care provided by the MDT alongside the midwife. Pathological jaundice can pose many potential risks to the neonate, therefore the early detection and intervention is critical for the overall outcome. Midwives must ensure the parents are at the heart of all care provided and communication is maintained between healthcare professionals and the family, allowing for informed choices to be made and involvement of the parents with their newborn’s care. Supporting parents with the BFI standards is crucial, enabling them to build a loving relationship with their newborn, regardless of the treatment being received. Although compromised newborn’s require closer observation and raise higher concern, normality however should be promoted as much as possible at all times and should not interfere with parents’ wishes. 



 




Reference List:
Beck, S., Weis, J., Greisen, G., Anderson, M. and Zoffman, V. (2009) Room for family-centred care – a qualitative evaluation of a neonatal intensive care unit remodelling project. Journal of Neonatal Nursing. 15(3), pp. 88-99.
Ford, K. (2010) Detecting Neonatal Jaundice. Community Practitioner. 83(8), pp. 40-42.
Glader, B. and Allen, G. (2013) Neonatal Hematology, Pathogenesis, Diagnosis and Management of Hematologic Problems. 2nd Edition. Cambridge: Cambridge University Press.
Local NHS Trust Policy (2015) Guideline for Neonatal Jaundice in Term Infants 3rd Edition. Local NHS Trust. 
Local NHS Trust Policy (2016) Guideline for Antenatal Visits for Low Risk Women and Completing Hand Held Maternity Record CHHMR. 5th Edition. Local NHS Trust.
Local NHS Trust Policy (2017) Guideline for Feeding on the Local Neonatal Unit. 5th Edition. Local NHS Trust.
Marshall, J. and Raynor, M. (2014) Myles Textbook for Midwives. 16th Edition. Edinburgh: Elsevier Ltd. 
Mosby. (2016) Mosby’s Medical Dictionary. 10th Edition. St Louis, Mo: Elsevier.
National Health Service Choices (NHS) (2015) Newborn Jaundice: Diagnosis. NHS Choices [online]. Available from: https://www.nhs.uk/conditions/jaundice-newborn/diagnosis/ [Accessed: 02/06/2018].
National Institute for Health and Care Excellence (NICE) (2008) Routine antenatal anti-D prophylaxis for women who are rhesus D negative. NICE [online]. Available from: https://www.nice.org.uk/guidance/ta156/resources/routine-antenatal-antid-prophylaxis-for-women-who-are-rhesus-d-negative-pdf-82598318102725 [Accessed: 30/05/2018].
National Institute for Health and Care Excellence (NICE) (2016) Jaundice in newborn babies under 28 days. NICE [online]. Available from: https://www.nice.org.uk/guidance/cg98/resources/jaundice-in-newborn-babies-under-28-days-pdf-975756073669 [Accessed: 30/05/2018].
Nursing and Midwifery Council (NMC). (2015) The Code: Professional standards of practice and behaviour for nurses and midwives. London: NMC.
Rastegari, E. (2013) The Gale Encyclopaedia of Nursing and Allied Health. 3rd Edition. Detroit: Gale. 
Turnbull, V. and Petty, J. (2013) Early onset jaundice in the newborn: understanding the ongoing care of mother and baby. British Journal of Midwifery. 20(9), pp. 615-622.
United Nations International Children’s Emergency Fund (UNICEF) (2014) Guide to the UNICEF UK Baby Friendly Initiative Standards. UNICEF [online]. Available from: https://www.unicef.org.uk/babyfriendly/wp-content/uploads/sites/2/2014/02/Guide-to-the-Unicef-UK-Baby-Friendly-Initiative-Standards.pdf [Accessed: 31/05/2018].




