


[bookmark: _GoBack]This essay will discuss what jaundice is in relation to relevant pathophysiology, and the difference between physiological and pathological jaundice. It will discuss the impact of jaundice on a newborn, 12 hours post birth, and will also discuss the management of jaundice. This essay will explore the local and national guidelines that influence the management of jaundice in the newborn (Local Trust, 2017; National Institute for Health and Care Excellence (NICE), 2016); And the role of the midwife and the United Nations International Children’s Emergency Fund (UNICEF) Baby Friendly Initiative (BFI) (2018) will also be discussed. Neonatal jaundice is an important topic as there can be several underlying reasons for the development of jaundice. Parents should be aware of the signs of jaundice and what can influence the development of jaundice. Jaundice is the most common problem newborns encounter (Lomax, 2015), however, the timing of the development of jaundice can impact on how serious the condition is (Baston and Durward, 2010; Lomax, 2015). If parents understand the difference in types of jaundice and the risk factors of developing jaundice, it would enable parents to also assess for jaundice in the newborn, and they may be able to alert staff earlier, and investigations and treatment could then start earlier.

Jaundice is the discolouration of an individual’s skin and the sclera of the eyes (Baston, 2012) due to the staining of underlying fat (Lumsden and Holmes, 2010) and is a physical symptom of hyperbilirubinemia. Jaundice is caused by excessive levels of bilirubin circulation. Jaundice affects 50% of full-term newborns and 85% of premature newborns; There are many risk factors for a newborn developing jaundice such as prematurity or a gestational age younger than 38 weeks, a previous sibling who developed jaundice requiring phototherapy, and if a mother intends to breastfeed (Local Trust, 2017).  Jaundice that develops three days post-delivery is often the result of increased red blood cell breakdown and the immaturity of the liver and is often not any danger to the newborn, this is defined as physiological jaundice, however, jaundice that develops within the first 24 hours of life will require investigation and is defined as pathological jaundice (Baston and Durward, 2010; Lomax, 2015). A baby who appears jaundice 12 hours post birth would therefore have pathological jaundice. There are many pathophysiological explanations for pathological jaundice such as Rhesus disease, ABO incompatibility, minor antigen incompatibility, G6PD deficiency, Hereditary spherocytosis and congenital infections (Lissauer et al, 2016). Rhesus disease is when a mother is rhesus negative but the fetus if rhesus positive and is also known as haemolytic disease of the fetus and newborn (HDFN), ABO incompatibility is when a fetus and mother have different blood groups, minor antigen incompatibility is when an antigen is present in maternal blood and not fetal blood, G6PD deficiency is when there is not enough glucose-6-phosphate dehydrogenate which does not allow red blood cells to function normally, hereditary spherocytosis is a condition which causes the shortage of red blood cells, and congenital infections which can increase the risk of jaundice development in the newborn includes herpes and syphilis (Lissauer et al, 2016).
The management of pathological jaundice differs from physiological due to the urgency of care required. With pathological jaundice serum bilirubin (SBR) levels must be measured and documented within 2 hours of suspecting jaundice development (Local Trust, 2017; NICE, 2016). This should then continue to be measured and documented every 6 hours until the serum bilirubin level is both below the treatment line and stable or falling (Local Trust, 2017; NICE, 2016). A referral would also be arranged with the paediatric team to ensure an urgent medical review is conducted within 6 hours (Local Trust, 2017; NICE, 2016). A gestation specific treatment threshold graph should be printed, and all results should be accurately documented on there to determine if treatment is required, such as single or double phototherapy (Local Trust, 2017; NICE, 2016). There are several types of phototherapy that can be utilised such as fluorescent or halogen lamps which emit heat and must be kept a safe distance from the newborn, an light-emitting diode (LED) lamp could be used which emits minimal heat and therefore can be closer to the newborn, or a fibreoptic blanket could be used for intensive treatment (Mills and Tudehope, 2010), however, fibreoptic blankets are less successful in full term neonates and more effective in premature neonates (Local Trust 2016; Local Trust 2017). 
The process of phototherapy is safe to use and is inexpensive (World Health Organisation (WHO), 2010). Phototherapy works through photo-oxidation, adding oxygen to bilirubin so it can be easily dissolved in water, making it easier for the liver to break down and remove bilirubin (National Health Service (NHS) Choices, 2015). Phototherapy uses light rays which can be absorbed through the skin of the newborn to reach the fat cells where unconjugated bilirubin is stored. The unconjugated bilirubin is then converted to conjugated bilirubin which is water soluble and can be excreted in the neonate’s stools and urine (Baston, 2012). 
For phototherapy to be as successful as possible, it is important to expose as much of the newborn’s body surface to the light therapy option being used, therefore, babies are often in nappies with eye masks on to protect the eyes (Great Ormond Street Hospital (GOSH) for Children National Health Service (NSH) Foundation Trust, 2014). As the newborn is largely exposed, it is imperative to ensure the newborn maintains their temperature (NICE, 2016). It is also important during phototherapy to encourage short breaks of up to 30 minutes to encourage bonding and attachment through feeding, nappy changing and skin-to-skin (Local Trust, 2017; NICE, 2016). When phototherapy is discontinued, a rebound serum bilirubin should be measured and documented. If a newborn develops jaundice, especially within the first 24 hours of life they will not be discharged early as they will need to be urgently reviewed by a paediatrician, the cause of the jaundice will need to be investigated and the newborn will need to be monitored (Local Trust, 2016; Local Trust, 2017). Parents should be informed when pathological jaundice is suspected that they are likely to be admitted for 5 days (Local Trust, 2016). If jaundice is left untreated, especially pathological jaundice, unconjugated serum bile pigment levels can rise to dangerous levels and could lead to the development of kernicterus or bilirubin encephalopathy which can result in brain damage, deafness, and/or cerebral palsy (Pollard, 2011). It is important that the midwife also provides feeding support for parents, especially those who are breastfeeding, as it is important that the neonate is well hydrated allowing excess conjugated bilirubin to be excreted via faeces and urine (Pollard, 2011; UNICEF, 2013). The midwife should also ensure the parents check the neonate’s nappies for signs of hydration such as ensuring the nappies are heavy and there are no urates present (Local Trust, 2017). Parents should also ensure the newborn’s stools are not white and chalky as this can indicate that the bilirubin is not being excreted as expected (Local Trust, 2017). If urates are present, or if the stools are chalky this could indicate poor milk transfer, therefore the midwife will need to provide more feeding support (UNICEF, 2016).
The UNICEF Baby Friendly Initiative (BFI) (2018) can inform the care of the newborn as it provides guidance for parents and healthcare professionals about breastfeeding newborns and the benefits of breastfeeding. UNICEF BFI (2016) ensures that newborns are fed responsively to meet the needs of the newborn and the mother (UNICEF, 2016), this can be important when a newborn develops jaundice, as jaundice can cause the newborn to be lethargic, it enables the mother to feed her baby when she wants to, and to bond with her baby which may otherwise be difficult when a newborn is undergoing phototherapy. It also ensures secure bonds are formed through skin to skin contact (UNICEF, 2016). If the mother is not breastfeeding, the midwife may discuss hand expression with the mother, in line with the UNICEF Baby Friendly Initiative (2016), to ensure the newborn receives colostrum while undergoing phototherapy.
In conclusion, although jaundice is common in most newborns, it is imperative midwives and other health care professionals are aware of the differences of physiological and pathological jaundice due to the risks associated with pathological jaundice. Local and national guidelines need to be followed to ensure prompt investigation and management, especially if jaundice is suspected within the first 12 hours of life. It is also important that midwives and healthcare professionals promote the UNICEF Baby Friendly Initiative (2018) especially when a newborn is being treated for jaundice to ensure strong bonds and attachments are still formed with the parents and newborn. The Baby Friendly Initiative (2018) also ensures the newborn is fed responsively (2016) which can be important if the newborn is lethargic as this is a common side-effect of the development of jaundice. As the development of jaundice is common in newborns more education in needed antenatally for parents to ensure they are aware of any risk factors, but also to monitor for signs of jaundice especially within the first 24 hours of life, as this could ensure any suspected pathological jaundice is investigated immediately.
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