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Neonatal jaundice
Sang Lak Lee, M.D.
Department of Pediatrics, Keimyung University School of Medicine, Daegu, Korea
Jaundice is one of the most common gastrointestinal conditions found in neonatal period, and most
jaundice is benign. But because of the possibility of bilirubin toxicity, every newborn infants must
be examined to identify the development of severe hyperbilirubinemia. To prevent the development of
severe hyperbilirubinemia, promote and support successful breast-feeding, perform a systemic assess-
ment before discharge for the risk of severe hyperbilirubinemia, provide early and close follow-up
program, and treat with phototherapy or exchange transfusion or other therapeutic modalities, if indi-
cated, are recommended. (Korean J Pediatr 2006;49:6-13)
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Fig. 1. Neonatal bile pigment metabolism. R.E.: reticuloendo-
thelial.
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Fig. 2. Distribution of maximal bilirubin levels in breast-fed
and formular-fed newborn infants.
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Fig. 3. Magnetic resonance imaging scan of an infant presen-
ted with clinical signs of kernicterus. Symmetric, abnormally
high-intensity signal in the area of globus pallidus(arrows)".
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Fig. 4. A typical tracing of brainstem auditory evoked re-
sponse(BAER).
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Fig. 5. Schematic approach to the diagnosis of neonatal jaundice.
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Fig. 6. Normogram for designation of risk in well newborns at 35 or more weeks’
gestational age with birth weight of 2,000 g or more.
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Risk factors include isoimmune hemolytic disease, G6PD deficiency, as-
phyxia, significant lethargy, temperature instability, sepsis, acidosis, or
hypoalbuminemia(serum albumin <3.0 g/dL).
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Fig. 8. Guidelines for exchange transfusion in infants =35 weeks.
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Table 2. Therapeutic Interventions for Jaundice in Breast-fed Infants(TSB =17 mg/dL)

1 2 3 4
; : Discontinue .
Continue Discontinue breast—feeding, Continue

breast—feeding,

substitute formula substitute formula,

use phototherapy

breast-feeding

breast-feeding
use phototherapy

No. 25 26 38 »
Serum bilirubin =20 mg/dL(342 umol/L) 6(24%) 5(19%) 1(3%)"

36
5(14%)

"P<0.05 vs. 1 & 2

(Newbom infant in the WBN)

Pre-discharge Bili®+EM

Nomogram®
25 428
20 342
) HiGh HisK Zgne oo
g = Pl '?5'wi|e:
=15 - e - ———— 257
-— ’dﬂ“%leg =
@ — o " i — 2
E L~ T L E— E-
e 10 e Pt = 171
2 rd =
s i Lol Risk Zo
L&) 15 ne
5 == 85
0 0
0 12 24 36 48 60 72 84 96 108 120 132 144
"PEDIATRICS, 1999; 103:6-14 (modified) Postnatal Age (hours)
— no yes\\‘
Low Zone: Regular follow-up by PMD* Low Zone: Follow-up by PMD in 48 + dhrs
Low-inter Zone: Bili in 48 + 4hrs Low-inter Zone: Bili in 36 + 4hrs
High-inter Zone: Bili in 24 * 4hrs High-inter Zone: Bili in 18 + 4hrs
High Zone: Bili in 12 + 4hrs, consider Photox High Zone: Bili in 6 £ 2hrs, Photox
*If discharge at <24, 24-47, 48-72hrs, to be
f:se:eg::l\:[) at 72, 96, and 144hrs of age, Table* Hyperbilirubinemia Management Guidelines
) Photox Exchange
Risk Factors =24hrs 10-12 (7-10) 20 (18)
1. Family history of jaundice or hemolysis 2o-dptvs  “l2-151(10-12) 20:25.(20)
2. Near term infants (34-38 wks) 49-72hrs  15-18 (12-15) 25-30 (>20)
3. Polycythemia =72hrs 18-20 (12-15) 25-30 (=20)
4. Internal or external bleeding Bilirubin levels expressed in mg/dl
5. Postnatal I'!?n'llolysis In brackets are Bili levels for infants with risk factors
6. Increase Bili rise (>0.5mg/dl/hr) *PEDIATRICS, 1994; 94:558-565 (modified)
7. Increased Bili production (high ETCOc)
8. Hypoxemia, acidosis, sepsis, hypoalbuminemia

Fig. 9. Hyperbilirubinemia guidelines for infants =34 weeks. Abbreviations : WBN, well baby nurs-

ery; EM, educational material; PMD, pediatric medical doctor.
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