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This essay is going to discuss how the midwife can meet the needs and manage the challenges for a neonate who appears jaundiced at 12 hours of age. This essay will discuss the pathophysiology and the management of this neonate. It is important for this topic to be discussed and understood in some depth, as it will be the midwife that will be first point of contact for the parents. It is therefore important for midwives to understand the processes and protocols that are in place when a baby is jaundiced, whether it is less than 24 hours of age or more than 24 hours of age, as there are different variations of jaundice. The two variations of jaundice are physiological and pathological. Jaundice, also known as hyperbilirubinaemia, is caused by bilirubin deposits in the skin, and is described as the yellow staining of the eyes and the skin, due to excessive levels of bile pigment bilirubin (Chung, 2004). It is the most common condition as 60% of full-term infants and 80% of pre-term infants are jaundiced. It is not normally of any significant danger to newborn infants as it reflects normal adaptive processes at birth (Johnston, 2003). The midwife should be aware of more sinister origins of jaundice and when they may be present. It is also important for the midwife to understand the direct dangers of high levels of bilirubin, as well as ways this can be managed. 
MAIN BODY:
Midwives will need to have an extensive knowledge base of the physiology of jaundice, and why newborn babies develop jaundice. This is so that they can work as part of a multidisciplinary team to communicate effectively with women and their families, along with the multi-professional team. A neonate that appears jaundiced less than 24 hours of age is most likely to be because of haemolytic anaemia, this means congenital infections are most likely to be present and visible. Haemolytic jaundice is defined as occurring with 24 hours of birth and is the cause of having increased red blood cell haemolysis, or a destruction secondary to antibodies and then to red blood cell antigens. The bilirubin present is mostly unconjugated and can therefore potentially be toxic to the neonatal brain. Pathological jaundice is outside of the normal process which is seen within 24 hours of birth or can also be when the rate of the rise in bilirubin levels is more than 8.5µMol/L/hr; or if it persists after 14 days of age in a term neonate or 21 days in preterm neonates. Pathological jaundice can also occur if there is conjugated jaundice. There are many factors that can interfere with the normal processes involved in the metabolism of bilirubin. This can be because of blood group incompatibilities, accelerated breakdown of red blood cells, metabolic disorders or, an obstruction to excretion of the conjugated bilirubin from the liver (Wentworth, 2005). If a newborn baby presents with jaundice within the first 24 hours of birth, then it can be potentially dangerous and will need to have urgent investigation and monitoring. Local trust policy (2014) states these neonates are not eligible or suitable for early discharge. Factors that are noted to suggest the neonate has pathological jaundice are, if it is an onset before 24 hours of age. Pathological jaundice may be deep jaundice of the trunk, hands and feet, as well as signs of an unwell baby. This could mean that the neonate may have pallor, poor feeding, could be irritable, be vomiting, have pyrexia or abdominal distension. Other factors that are suggestive of pathological jaundice are the presence of pale stools and/or dark urine as well as the failure to regain birth weight by 10 days of age in a formula fed baby or 14 days of age in a breastfed baby (Johnston, 2003). Conjugated serum bilirubin fraction of >25µMol/L is also an indicative feature of pathological jaundice. 
An urgent blood test will be needed within 2 hours if the neonate looks jaundiced in the first 24 hours after birth (NICE,2010). The blood test will measure the level of bilirubin that is in the neonate’s blood and will help to see and understand whether the jaundice will need to be treated (Chung, 2004). The midwife will be able to complete this blood test and act upon the results when they come back. The results of the blood tests will help the midwife to understand whether more tests are needed to see if there is an underlying illness causing the jaundice to be present in the newborn infant. This would then be out of a midwife’s remit and it is therefore essential to refer to the paediatricians for a plan. The most common and accurate method of diagnosing hyperbilirubinaemia currently, is by taking a blood sample from the neonate which checks the serum bilirubin levels, which is also known as an SBR (Baston, 2012). Documentation is also a very key and important part of a midwife’s role as per the NMC Code (2015). These charts are used to plot and record the serum bilirubin levels when the results have come back from the laboratory. Again, the charts are related to gestational age and what serum levels are safe for that age range. When the serum bilirubin levels are plotted onto the relevant chart it will show whether the levels are above the treatment line which would mean that some form of treatment will need to be started as soon as possible, this could be phototherapy or, in severe cases neonates may require an exchange transfusion. If the newborn baby is diagnosed with hyperbilirubinaemia and it is not treated then it can cause long term problems such as bilirubin encephalopathy also known as kernicterus (local trust policy,2014). Long term complications of kernicterus include deafness, athetoid cerebral palsy and neurodevelopmental problems. Types of treatment that a newborn may have include phototherapy and exchange transfusion. Phototherapy is the use of visible light for the treatment of unconjugated hyperbilirubinaemia (Stowski, 2011). It helps to decrease serum bilirubin levels by converting bilirubin into water-soluble isomers that can be eliminated via the kidney without conjugation in the liver (Ebbesen, 2003). Literature suggests that bilirubin breakdown is most sensitive to blue and green colour regions of the visible spectrum (Wentworth, 2005). Exchange transfusion is a more aggressive treatment and is recommended as extra phototherapy lights and extra fluids after being discussed with other medical staff, such as the paediatricians. Blood may be needed to be ordered in preparation for an exchange transfusion (Blackburn,S. 2013). 
Ensuring an early feed when the newborn is born whether it is an artificial feed or breastfeed. The baby friendly initiative (BFI), recommends that mothers are taught how to express their breast milk and colostrum by hand and by pump. This is to ensure that the main aim of, which ever method is used, the expression is effective when it takes place. Regarding a newborn having neonatal jaundice it is important for the midwife to ensure that both parents have been given information regarding jaundice that is tailored to their needs. It is also important to note that jaundice if one of the most common newborn conditions that will need medical attention, and that expressing breastmilk and offering the baby expressed breast milk (EBM) if necessary will also help to maintain lactation and maintain the exclusiveness of breastmilk feeding the newborn. Reassurance is important when women are breastfeeding their newborns, even if they are in the neonatal unit for being jaundiced (Baby Friendly Initiative, 2013). Mothers will need to be reassured that breastfeeding can continue and that they are able to express breastmilk should they wish to give their baby their own breastmilk (NICE, 2006). This would therefore mean lactation support is necessary, to ensure that the women are comfortable with breastfeeding if this is the form of feeding that they have chosen. This is to ensure that they are not alone, and that the neonate is still getting the same type of feed that the mother has requested or chosen for them to have. NICE 2010, recommend that mothers who have decided to formula feed their baby should be taught how to make the feed using the correct measures, and based on the manufacturer’s instructions and how to store teats and formula milk. 
CONCLUSION:
To conclude this essay, it is important for midwives to work as part of a multidisciplinary team when a newborn is visibly jaundiced at 12 hours of age. This is because it could be due to pathological jaundice and can have an even bigger effect on the neonate if it isn’t treated appropriately. Feeding is also an important part of helping a jaundiced baby, and for effective feeding to take place women should be taught how to successfully hand express as well as being able to use a pump for the expression of breastmilk (Local trust policy, 2017). It also important for midwives to help those women and families who have decided to artificially feed their babies, as they will need to know the correct procedures for sterilising equipment and making up the feeds. Midwives need to have an extensive knowledge base and understanding of neonatal jaundice and the different types that there are. This is to be able to spot the signs and symptoms and be able to act upon them as quickly as possible, to get the necessary treatment for the neonate. 
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