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This paper will discuss the compromised neonate, furthermore one who appears jaundiced at 12 hours of age, including the relevant pathophysiology. The role of the midwife will also be discussed when meeting the Baby Friendly Initiative (BFI) (UNICEF, 2018) and the relevant pathways, which should be followed. It is important the midwife has sound knowledge of the healthy neonate to help aid in a neonate that may be compromised. Neonatal Hyperbilirubinaemia (jaundice) is the yellow discolouration of the skin due to the staining of the underlying fat from increased serum bilirubin levels, which can extend to the sclera (England, 2010, p102). Jaundice affects approximately 60% of full term infants (NICE, 2010), however pathological jaundice is of less significance. The implications for the infant must be explained to the woman in a way that the woman can understand and the appropriate care pathway should be followed. If inadequately managed, jaundice may result in severe brain injury or death (Victorian maternity and Newborn Clinical Network, 2018)

NICE (2015) state that healthy neonates maintain a temperature of 36.5-37.5, a respiration rate between 30-60bpm, are alert for feeds and pass urine and stools regularly. The skin colour should reflect the ethnicity of the parents but at birth be pink in colour. A neonate’s heart rate should be between 100-160bpm (British Association of Perinatal Medicine (BAPM, 2015). Midwives should perform checks with consent (NMC, 2015) daily on healthy neonates and document them on trigger charts to show vital signs are stable (NICE, 2015). Transitions required for a successful transition to extrauterine life are thermal, pulmonary and cardiovascular (Fraser and Cooper, 2012, pp299-301). The newborn’s circulatory system has to move from placental exchange of oxygen and carbon dioxide to a pulmonary exchange of gases (Holmes, 2010, p13). In Utero the fetus will excrete bilirubin via the maternal blood. After birth the neonate’s liver takes over transporting the unconjugated bilirubin, bound to albumin in the bloodstream, converting it to conjugated bilirubin by enzyme activity (Local trust policy, 2017, p4).

Numerous physiological changes occur for the neonate to adapt to the transition to extra-uterine life (Aylott, 2006, p38). The ‘energy triangle’ explains how three physiological elements; respiratory, thermal and glycaemic stability must all work effectively for favourable neonatal health. If one element is disturbed it will in turn disrupt the other elements in the triangle and the neonate will be at risk of suffering from hypoxia, hypoglycaemia and hypothermia (Aylott, 2006, p39). 
 
For a healthy neonate, glucose will be utilised to facilitate the transition to extrauterine life, as the placenta provides a continuous supply of the glucose to the fetus in utero (Holmes, 2010, p15). After birth and the separation of the placenta the continuous supply of glucose is ceased and excess insulin is produce. Hypoglacaemia can then occur as the newborn attempts to control their own glycaemic status (Aylott, 2006, p40). Commencement of early breastfeeding is paramount to prevent this as colostrum provides the neonate with essential fatty acids that are essential for energy. The midwife should encourage the woman to feed within 1 hour of birth and be regular as research suggests that this time frame is when the neonate is most likely to feed (Fraser and Cooper, 2012, p404).
Temperature regulation is a vital aspect of a neonate’s transition to extra-uterine life. A core temperature below 36c is defined as hypothermia. Newborn’s who develop hypothermia are at risk of hyperbilirubinemia if untreated hypothermia progresses (CMNRP, 2013). At birth the neonate must maintain and establish its own temperature (Lissauer, et al, 2016, p72). This can be difficult for the newborn particularly if delivered in a cool room such as an operating theatre (Lomax, 2011, p55). In addition the newborns large surface area also impedes on the optimum temperature of 36.5-37.5 (Lissauer, et al 2016, p72), which is why the midwife should be prepared with towels and blankets. 

If a baby appears jaundice at 12 hours of age it is considered to be pathological jaundice as it is outside of the normal range of 24 hours (Local Trust Policy, 2017, p5). Pathological jaundice is due to factors involved in bilirubin metabolism such as blood group incompatibles (most commonly Rhesus or ABO incompatibility), which results in the increased breakdown of red blood cells, metabolic disorders or
inability to excrete conjugated bilirubin from the liver (NICE, 2010). The neonatal liver is immature and the intestinal transit can be slow causing the bilirubin breakdown process to be unable to keep up with the rate of production (Local Trust Policy, 2017, p5). Unconjugated bilirubin can become toxic to the body if it remains at high levels (Local Trust Policy, 2017, p5). The neonate could show pathological jaundice by poor feeding, vomiting, pyrexia, pallor, irritability and abdominal distension (Local Trust Policy, 2017, p6).

On visual inspection the neonate would have jaundice of the trunk, hands and feet, the neonate may also present with pale stools and dark urine (Hansen, 2017). A family history should be obtained to see if a previous sibling required jaundice treatment, a history of Gilbert syndrome and heredity haemolytic disorders or liver disease (Hansen, 2017). A neonate that presents with pathological jaundice is not suitable for early discharge as it is a serious health complication that requires urgent investigation and treatment (NICE, 2010). As per trust policy the midwife should undertake an urgent serum bilirubin within 2 hours whilst awaiting a paediatric review (Local Trust Policy, 2017, p6). The mothers and baby’s blood group need to be taken as a direct antiglobulin test (Coombs) (Local Trust Policy, 2017, p6)

Treatments for neonates with hyperbilirubinemia include phototherapy, exchange transfusion or medication (Gordan and Lomax, 2015, p89). Phototherapy infuses light energy, which is absorbed by bilirubin and changes it into forms that can be excreted directly (Gordan and Lomax, 2015, p89). The bilirubin results must be plotted correctly by the midwife onto the appropriate chart dependent on the gestation and age of the baby in hours, prior to considering phototherapy treatment (Local Trust Policy, 2017, p6). The SBR level should then be re-assessed every 6 hours until the level is below the treatment line (Dolby and Campbell, 2018, p28). The mother should be reassured that breastfeeding and close contact with their baby can continue if phototherapy is the treatment choice (NICE, 2010). The paediatrician makes the decision for phototherapy to commence and an appropriate plan for the neonate and mother would also be documented. This would include a feeding chart; mothers should be encouraged to breastfeed frequently and wake their baby up for a feed if necessary (NICE, 2010). Frequent breastfeeding will help clear bilirubin from the neonates body via bowel movements (La Leche, 2017). The midwife should provide lactation and feeding support to the mother (Local trust policy, 2017, p9). Phototherapy is the most common treatment in comparison to exchange transfusion and medication as it is safe and effective (NICE, 2017).

A vital role of the midwife is to offer reassurance (The Nursing and Midwifery Council, 2015) as it can be an emotionally challenging time. The parents should be supported, encouraged and advised (Nicolaou and Glazebrook, 2008, p198). The midwife must adopt a holistic approach catering the care specifically to the neonate and mother. Just as important as the midwives role is the effectiveness of the multi-disciplinary team (MDT). It is essential when a neonate is compromised that effective communication (NMC, 2015) between the MDT is practised to ensure gold standard of care. The BFI agenda is widely recognised throughout the UK (UNICEF, 2018). Evidence based care, guidance and standards are encouraged to be practised by all healthcare providers so BFI accreditation can be achieved (UNICEF, 2012). Breastfeeding is encouraged for ‘at risk’ neonates as breast milk supports the regulation of energy levels and helps protect against infection as it contains essential nutrients (UNICEF, 2013b, p2).

The implementation of The Baby Friendly Initiative (UNICEF, 2013a, p3) should be exercised around the compromised newborn. The benefits of breastfeeding alongside the early collection of colostrum should be encouraged by the midwife (Local Trust Policy, 2016, p7) as the colostrum can be used on the neonatal unit if mother and baby are separated for a period of time (Gestational Diabetes UK, 2017). Effective methods to such as sensory or visual aides of their baby can aid in the ‘let down’ reflex (La Leche League, 2017). Colostrum can also be used if the baby is reluctant to feed whilst the mother is supported in attachment and positioning to ensure affective feeding (UNICEF, 2013b, p7). The elimination of bilirubin is excreted in the baby’s poo so frequent breastfeeds are essential for bowel movements (La Leche League, 2017). Skin-to-skin is recommended at birth to aid in the first early breastfeed and to assist with thermoregulation (UNICEF, 2013, p7). The health and social benefits of breastfeeding should be discussed with the mother during the antenatal period, especially if their baby is identified as ‘at risk’ after the history taking. 

It is clear that when a medical condition such as pathological jaundice is present the neonate is exposed to unfavourable pathophysiological changes. It is paramount that the neonate is monitored and the MDT work together to provide efficient, effective care so the energy triangle is not disrupted and the neonate does not decline in health. The midwives’ role is critical in the early postnatal period, as they need to provide holistic care to both the mother and neonate around their care needs. The BFI initiative must be implemented where possible irrespective to the complications which may arise causing the neonate to be compromised. 
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