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1. Purpose 

1.1. The purpose of this document is to detail the process for best practice management of 
Neonatal Jaundice. 

1.2. The policy applies to Neonatal, Paediatric and Maternity staff.  

1.3. Implementation of this policy will ensure that: 

 Jaundice is identified and managed appropriately following NICE Guidance.  

 The risk of kernicterus (a serious complication that can cause brain damage) is 
prevented by reducing to a safe level the amount of unconjugated serum bilirubin. 

2. Introduction 

2.1. Neonatal jaundice refers to the yellow colouration of the skin and sclera of newborn babies 
that results from hyperbilirubinaemia, (Evans 2006).  

2.2. Jaundice is harmless at low levels. Kernicterus occurs at very high levels of unconjugated 
bilirubin and treatment is required to prevent this.   

2.3. Some babies develop high levels of bilirubin which can be harmful if not treated.  

2.4. Jaundice is very common and develops in approximately 60% of term and 80% of preterm 
infants in the first week of life. Physiological jaundice commonly appears about the third day 
of life and fades from day seven onwards, therefore any infant who appears jaundiced in the 
first 24 hours of life requires investigation. This is because a pathological cause is likely and 
needs excluding. 

2.5. For resources, guidelines and threshold graphs to aid treatment, hard copies can be found in 
the Neonatal Jaundice folder stored in SCU. Copies of the threshold graphs can also be 
obtained from the NICE website.  

3. Pathophysiology 

3.1. Unconjungated bilirubin is a byproduct of the normal breakdown of haemoglobin.  Newborn 
infants have a high red blood cell volume, the liver and intestinal systems are immature, and 
may not excrete bilirubin as fast as the body produces it, leading to sustained high levels in 
the blood.  The fraction of unconjugated bilirubin in the blood can cross the blood-brain 
barrier and cause neurotoxicity (kernicterus).  

3.2. In the liver, unconjugated bilirubin is converted to water-soluble conjugated bilirubin and 
secreted into the bowel in bile; this is converted by colonic flora to stercobilin and excreted 
in the stool. 

3.3. Physiological neonatal jaundice is due to elevated levels of unconjugated bilirubin and 
occurs for 3 reasons: 

 Increased red blood cell breakdown in neonates due to their high initial red cell count 
and short red cell lifespan. 



       

Women and Children’s – Neonatal and Paediatric    

   
Jaundice Management Guidelines for Neonates V1.1 Aug18  Page 5 of 32 

 Initial inefficient liver metabolism of bilirubin in the first few days of life. 

 Increased conversion of conjugated to unconjugated bilirubin in the small bowel by B-
glucuronidase, with reabsorption into the bloodstream via the enterohepatic 
circulation. 

 

Physiological jaundice in the breast fed infant is the most commonly seen jaundice in the newborn 
period 

4. Definitions  
4.1. Jaundice is caused by deposits of bilirubin causing a yellow discolouration of the skin and 

sclera. 

4.1. Significant jaundice.  Jaundice is defined as significant once the unconjugated bilirubin is on 
or above the treatment threshold (identified by NICE Neonatal jaundice CG98). 

4.2. Kernicterus is the neurological consequences of unconjugated bilirubin passing across the 
blood-brain barrier and depositing in the basal ganglia. Acute symptoms include 
encephalopathy, with abnormal posturing and fits. Chronic effects include athetoid cerebral 
palsy, vision and hearing loss. 

4.1. Pathological hyperbilirubinemia. This is jaundice which occurs in the first 24 hours post 
birth. The cause of which is not part of the normal newborn physiological process.  

4.2. Physiological hyperbilirubinemia.  This is jaundice which occurs as the result of a build up of 
bilirubin due to the normal haemolysis of red blood cells that were needed for foetal 
circulation before birth, but are discarded afterwards.  

4.3. Phototherapy  is used  to reduce serum bilirubin levels by inducing a change in the 
molecular structure of the bilirubin molecule to a water soluble, more easily excretable form 
that cannot cross the blood brain barrier.  

4.1. Prolonged Jaundice is visible jaundice persisting beyond day 14 in term neonates or 
persisting beyond day 21 in preterm infants (born at less than 37 weeks gestation). 

4.2. SBR = serum bilirubin 

4.3. TCB= transcutaneous bilirubin 

4.4. TBM = transcutaneous bilirubinometer. This monitor is used as a screening device for 
jaundice in the newborn.  When TBM results are above agreed thresholds this will indicate 
that a serum bilirubin is required (SBR) 

5. Responsibilities  

It is the responsibility of all midwives, nurses and medical staff working with neonates to: 

5.1. Examine the baby for Jaundice at every opportunity especially within the first 72 hours.  

5.2. Ensure bilirubin is tested within agreed time frames according to NICE 
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5.3. Ensure the baby is treated for jaundice according to gestational age and hours from birth 
using NICE threshold graphs 

6. Risk Factors of developing hyperbilirubinaemia 

6.1. Major risk factors  

 Visible jaundice in the first 24 hours 

 Gestational age under 38 weeks 

 Previous sibling received phototherapy 

 Exclusive breastfeeding (especially if weight loss excessive),(NICE, 2010) 

 Blood group incompatibility and positive direct antiglobulin test, haemolytic disease 
such as glucose-6-phosphatedehydrogenase (G6PD) 

 Cephalhaematoma, birth trauma or significant bruising  

 East Asian, native American and Mediterranean ethnicity  

 Delayed cord clamping (Metheral 2003) 

 Polycythaemia 

 Dehydration 

 Congenital infection 

 Sepsis causing increased red blood cell destruction, liberating more bilirubin impairing 
the ability of the liver to clear bilirubin from the plasma.   

 Compromised gut function 

 Drugs  
o Streptomycin 
o Chloramphenicol 
o Sulfasoxazole 
o Benzyl alcohol (Dennery et al, 2001) 

 
6.2. Minor Risk factors of developing hyperbilirubinaemia 

 Macrosomic infant of a diabetic mother  

 Maternal age greater than or equal to 25 years old 

 Male 
 

7. History  

History (including review of maternal notes) and examination should be directed towards 
pathological causes of jaundice: 

7.1. Haemolysis:        

 Maternal and infant blood group, rhesus status and presence of antibodies 

 Ethnicity (G6PD deficiency) 

 Family history (e.g spherocytosis) 

 Splenomegaly 
7.2. Sepsis:                                    Risk factors (PRoM, maternal sepsis, prematurity, GBS) 

7.3. Polycythaemic:                        Small for dates, twin to twin, IDDM, delayed cord clamping 
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7.4. Extravasated blood:                 Bruising, cephalhaematoma 

7.5. Dehydration:                            Weight loss, urine output, feeding method and assessment, 
vomiting 

7.6.  enterohepatic circulation:   Bowel obstruction, swallowed blood 

7.7. Endocrine/metabolic causes:    

 Congenital hypothyroidism 

 Hypopituitarism (hypogonadism) 

 Galactosaemia (cataract) 
 

7.8. Congenital infection:                 Hepatosplenomegaly (rubella, CMV, toxoplasma) 

 

8. Examination for Jaundice 

All postnatal reviews should routinely include assessment for neonatal jaundice. 

 
8.1. The clinical recognition and assessment of jaundice can be difficult, particularly in infants 

with dark skin tones.  

8.2. Examine for jaundice at every opportunity especially in the first 72 hours. This should be 
documented.  If jaundice is identified the time noticed should be included. 

8.3. All babies with associated risk factors should be examined by a health care professional in 
the first 48 hours of life. 

8.4. When examining for jaundice (visual inspection): 

 Check the naked baby in bright and preferably natural light 

 Examination of the sclerae, gums and blanched skin is useful across all skin tones  

 Jaundice usually appears first in the head and descends through the thorax to the 
lower limbs. If there is any doubt check bilirubin levels.  

 Do not rely on visual inspection alone in jaundiced babies. Generally the bilirubin has 
to be >100 micromol/L to cause clinically visible jaundice. 
 

8.5. If there is any visible jaundice, check bilirubin levels  

8.6. In all babies, check whether there are risk factors (section 6) associated with an increased 
likelihood of developing significant hyperbilirubinaemia soon after birth. 

9. Treatment principles 

9.1. Phototherapy (see general management of the infant with jaundice requiring phototherapy)      



       

Women and Children’s – Neonatal and Paediatric    

   
Jaundice Management Guidelines for Neonates V1.1 Aug18  Page 8 of 32 

9.2. Adequate hydration , (assess feeding methods ensure adequate fluid intake).  For breast 
feeding assessment follow link. https://www.unicef.org.uk/babyfriendly/wp-
content/uploads/sites/2/2016/08/Baby-Friendly-breastfeeding-assessment-form-red-book-
p6.pdf 

9.3. Rarely, exchange transfusion is required (see guideline, this should occur in a Level 3 
Neonatal Unit) 

9.4. In all cases where ongoing treatment is required, paediatrics medical staff should be 
informed and investigations may be required 

10. Investigations for jaundice: 

10.1. For Term infants follow investigation pathway in appendix three 

 All infants have TCB or serum bilirubin levels taken and charted on treatment threshold 
graphs. 

10.2. When bilirubin levels reach threshold for treatment a formal assessment will be performed 
which may include: 

 Clinical examination 

 Serum bilirubin (total) – request split bilirubin if conjugated hyperbilirubinaemia is suspected 

 Blood packed cell volume 

 Blood group of mother and baby 

 Full blood count and film 

 Direct Coombs test (DAT) – interpret the result taking account of the strength of reaction 
and whether the mother received prophylactic anti-D immunoglobulin during pregnancy 

 Umbilical cord blood antiglobulin test  
 

10.3. Also consider: 

 Full blood count and examination of blood film 

 Blood glucose-6-phosphate 

 Septic screen only if clinically indicated (including microbiological cultures of blood, urine 
and cerebrospinal fluid) 

 If Galactosaemia suspected then take blood for Galactose-1-phosphate 

 Red cell enzyme assays if indicated (G6PD, Pyruvate Kinase) 

11. Methods of monitoring bilirubin levels 

Bilirubin levels may be monitored by transcutaneous bilirubinometer (TCB) or serum 
bilirubin (SBR). 

11.1. Use of transcutaneous bilirubinometer   

11.2. A transcutaneous bilirubinometer is available in the Ladywell Unit and some areas in 
the community.  It has the advantage of giving an immediate bilirubin result without 
involving the neonate in the stress of a blood test.  (See Term Neonatal Jaundice 
Assessment Guidelines). 

https://www.unicef.org.uk/babyfriendly/wp-content/uploads/sites/2/2016/08/Baby-Friendly-breastfeeding-assessment-form-red-book-p6.pdf
https://www.unicef.org.uk/babyfriendly/wp-content/uploads/sites/2/2016/08/Baby-Friendly-breastfeeding-assessment-form-red-book-p6.pdf
https://www.unicef.org.uk/babyfriendly/wp-content/uploads/sites/2/2016/08/Baby-Friendly-breastfeeding-assessment-form-red-book-p6.pdf
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TCB can be used in these instances. 
The Infant:- 
 Is More than 35 weeks gestation 
 Is More than 24 hours of age 
 Is Less than 14 days of age (above this age conjugated 

hyperbilirubinaemia should be ruled out by an SBR) 
 Has not had phototherapy  
 Has not had an exchange transfusion 

 
Note: if the TCB displays a blinking  -0-  this indicates that the result is higher than 

the measuring range of the device (over 340 µmol/L), (Drager 2018). 

11.3. Use of SBR  

 Venous or capillary blood samples may be used. Collect 0.5ml in brown/gold serum gel 
bottle and send to path lab immediately via porter.  Call biochemist out of hours to advise of 
sample requiring testing. 

 If blood samples are taken during phototherapy they should be taken whilst phototherapy 
lights are off to ensure accuracy of result. 

Use serum bilirubin to check levels in these instances: 
 
 If a transcutaneous bilirubinometer (TCB) is not available 
 Infant is 35 weeks or less corrected gestational age 
 Infant is ≤ 24 hours old  
 Infant is more than 14 days of age 
 TCB is more than 250 
 TCB is at or above the relevant treatment threshold for their postnatal 

age  
 TCB displays a blinking  -0-   

 

11.4. Do not use any of the following to predict significant hyperbilirubinaemia: 

 Umbilical cord blood bilirubin level 

 End-tidal carbon monoxide (ETCOc) measurement 

 Umbilical cord blood direct antiglobulin test (DAT) 
 

11.5. Do not use an icterometer 

12. Bilirubin monitoring 

Use bilirubin levels to determine the management of hyperbilirubinaemia in all babies (see threshold 
table and treatment threshold graphs [NICE 2010] 
https://www.nice.org.uk/guidance/cg98/evidence/full-guideline-245411821 ).   Hard copies of the 
treatment graphs may be found in the SCU Neonatal Jaundice folder.  

https://www.nice.org.uk/guidance/cg98/evidence/full-guideline-245411821
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For term infants (from 37 weeks gestation and above) follow Term Neonatal Jaundice assessment 
guidelines (see flow chart appendix three)  

12.1. If the baby has visible jaundice within 24 hours of birth: 

 Arrange a referral to ensure that an urgent medical review is conducted (as soon as possible) 
to exclude pathological causes of jaundice  

 Measure and record serum bilirubin level within 2 hours 

 Manage hyperbilirubinaemia by interpreting results using threshold table and treatment 
threshold graphs (NICE, 2010) 

 Continue to measure  serum bilirubin every 6 hours until the level is both: 
o below the treatment threshold and 

o stable and/or falling  

 

12.2. If the baby has suspected/visible jaundice after 24 hours of birth 

 Measure and record serum bilirubin level within 6 hours (NICE, 2010) 

 Manage hyperbilirubinaemia by interpreting results using threshold table and treatment 
threshold graphs (NICE, 2010) 

 
12.3. Monitoring bilirubin levels during phototherapy  

 Repeat serum bilirubin measurement 4–6 hours after initiating phototherapy 

 Repeat serum bilirubin measurement every 6–12 hours when the serum bilirubin level is 
stable or falling. 

12.4. See appendix one for table to advise timings of bilirubin monitoring 

13. Treatment levels 

Please interpret results using threshold table (NICE 2016) appendix two and treatment threshold 
graphs (NICE, 2010 https://www.nice.org.uk/guidance/cg98/evidence/full-guideline-245411821)  

Ensure the correct graph for the baby’s gestation at birth is used. The baby should stay on the 
chart relevant to their gestation at birth until they are two weeks old.  

Hard copies of these graphs may be found in the Neonatal Jaundice folder kept on SCU 

 

13.1. Use phototherapy  to treat significant hyperbilirubinaemia (see the threshold table [NICE 
2016] and the treatment threshold graphs [NICE 2010] from the CG98 full guideline)  

 
13.2. Intensive Phototherapy 

 Consider intensified phototherapy to treat significant hyperbilirubinaemia in babies if any of 
the following apply: 

o the serum bilirubin level is rapidly rising (more than 8.5 micromol/litre per hour) 
o the serum bilirubin is at a level within 50 micromol/litre below the threshold for 

which exchange transfusion is indicated once over  72 hours of age (see the 
appendix tow the treatment threshold graphs from the CG98 full guideline). 

https://www.nice.org.uk/guidance/cg98/evidence/full-guideline-245411821
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o the bilirubin level fails to respond to initial phototherapy (that is, the level of serum 
bilirubin continues to rise, or does not fall, within 6 hours of starting phototherapy). 

 
When to step down treatment        

 If the serum bilirubin level falls during intensified phototherapy to a level 50 micromol/litre 
below the threshold for which exchange transfusion is indicated reduce the intensity of 
phototherapy. 
 
Do not use sunlight as treatment for hyperbilirubinaemia. 

14. Potential Risks of Phototherapy 

14.1. Risks of phototherapy 

 Retinal damage 

 Increased insensible water loss (not with biliblanket nor some blue lights) 

 Thermal instability when nursed under lights 

 Loose stools/ stools change colour 

 Rashes/skin degradation 

 Bronzing of skin 

 Disturbance to neighbouring babies/carers regarding light exposure/noxious stimulation  

 Staff exposed to phototherapy light may experience nausea and headaches 

15. Equipment for treatment of jaundice 

 Blood test equipment 

 Neoblue LED phototherapy is preferential and less likely to increase insensible fluid loss as it 
does not emit infrared and ultraviolet light.  

 Neoblue fibre optic blanket will allow parents to breast feed and hold their baby skin to skin  
but it may be uncomfortable for premature infants and is sometimes considered less 
effective phototherapy. 

 Phototherapy LED bed, (Neoblue cozy).  May be used in addition to overhead LED light or on 
its own covering with blankets 

 Orange perspex eye shield, or eye protectors. 

 Thermoregulation aids e.g. If the infant is nursed in a crib a lid/hot cot may be required. 

 Positioning aids (these should not occlude phototherapy and be gestation appropriate see 
developmental care guidelines) 

 Appropriate monitoring e.g. O2 saturation monitor or apnoea monitor as phototherapy 
(lights can mask the signs of cyanosis). 

 Appropriate nutrition/fluids 

 Appropriate documentation 

16. General management of the infant with jaundice requiring 
phototherapy 

16.1. Use serum bilirubin measurement and the treatment thresholds in the threshold table and 
threshold graphs to guide treatment when considering the use of phototherapy.  



       

Women and Children’s – Neonatal and Paediatric    

   
Jaundice Management Guidelines for Neonates V1.1 Aug18  Page 12 of 32 

 NICE neonatal threshold charts for jaundice are found at: 

https://www.google.co.uk/url?url=https://www.nice.org.uk/guidance/cg98/evidence/treat
ment-threshold-graphs-
245372941&rct=j&frm=1&q=&esrc=s&sa=U&ved=0ahUKEwiOvPHvp4rSAhXpAMAKHUX3DBc
QFggUMAA&usg=AFQjCNFS8hASdpzp9DEtrXPjtigQsFdLbQ 
and in the NICE guidelines CG98 https://www.nice.org.uk/guidance/cg98/evidence/full-
guideline-245411821  
 
Printed copies can also be found within in the SCU Neonatal Jaundice Folder 

 Follow phototherapy pathway, (NICE, 2016). 

 Do not use phototherapy in babies whose bilirubin does not exceed the phototherapy 
threshold levels in the threshold table and treatment threshold graphs. 

 Consider use of intravenous immunoglobulin (IVIG) (500 mg/kg over 4 hours) as an adjunct 
to continuous intensified phototherapy in cases of rhesus haemolytic disease or ABO 
haemolytic disease when the serum bilirubin continues to rise by more than 
8.5micromol/litre per hour.  
 

 

16.2. Single phototherapy for pre- term infants 

Use either fibreoptic phototherapy or conventional blue light phototherapy as treatment for 
significant hyperbilirubinaemia in babies less than 37 weeks unless: 

 The SBR levels are rising rapidly (more than 8.5 micromol/litre per hour)  

 The SBR is at a level that is within 50 micromol/litre below the threshold for which 
exchange transfusion is indicated after 72 hours (see threshold table and threshold 
graphs). 

 
16.3. Single phototherapy for term infants 

Use blue light phototherapy as treatment for significant hyperbilirubinaemia in babies with a 
gestational age of 37 weeks or more unless: 

 The SBR levels are rising rapidly (more than 8.5 micromol/litre per hour) 

 The SBR is at a level that is within 50 micromol/litre below the threshold for which 
exchange transfusion is indicated after 72 hours (see threshold table and threshold 
graphs). 

 
Do not use the fibreoptic phtototherapy (biliblanket) as first-line treatment for 
hyperbilirubinaemia  
 

 

16.4. Intensive /multiple phototherapy for term and pre-term infants 

This can be achieved by using a combination of phototherapy equipment.  This may be use of 
Neoblue overhead LED light and Neoblue bed in combination. 
 

 
16.5. Use of phototherapy equipment 

Prepare phototherapy light as prescribed by the medical staff, (follow manufacturer’s 
recommendations regarding distance to light source).   
 

https://www.google.co.uk/url?url=https://www.nice.org.uk/guidance/cg98/evidence/treatment-threshold-graphs-245372941&rct=j&frm=1&q=&esrc=s&sa=U&ved=0ahUKEwiOvPHvp4rSAhXpAMAKHUX3DBcQFggUMAA&usg=AFQjCNFS8hASdpzp9DEtrXPjtigQsFdLbQ
https://www.google.co.uk/url?url=https://www.nice.org.uk/guidance/cg98/evidence/treatment-threshold-graphs-245372941&rct=j&frm=1&q=&esrc=s&sa=U&ved=0ahUKEwiOvPHvp4rSAhXpAMAKHUX3DBcQFggUMAA&usg=AFQjCNFS8hASdpzp9DEtrXPjtigQsFdLbQ
https://www.google.co.uk/url?url=https://www.nice.org.uk/guidance/cg98/evidence/treatment-threshold-graphs-245372941&rct=j&frm=1&q=&esrc=s&sa=U&ved=0ahUKEwiOvPHvp4rSAhXpAMAKHUX3DBcQFggUMAA&usg=AFQjCNFS8hASdpzp9DEtrXPjtigQsFdLbQ
https://www.google.co.uk/url?url=https://www.nice.org.uk/guidance/cg98/evidence/treatment-threshold-graphs-245372941&rct=j&frm=1&q=&esrc=s&sa=U&ved=0ahUKEwiOvPHvp4rSAhXpAMAKHUX3DBcQFggUMAA&usg=AFQjCNFS8hASdpzp9DEtrXPjtigQsFdLbQ
https://www.nice.org.uk/guidance/cg98/evidence/full-guideline-245411821
https://www.nice.org.uk/guidance/cg98/evidence/full-guideline-245411821
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Ensure treatment is applied to the maximum area of exposed skin 
 

 Use of the neoblue phototherapy light  
o Place neoblue phototherapy light over the infant approx 30 cm (12 inches) from the 

baby and turn on.   
o Press target illumination switch to centre light over infant torso to cover maximum 

surface area for best results, (see manufacturer’s instructions). 
o Apply drapes to unit to protect neighbouring babies, parent/carers and staff from 

exposure.  

 Use of the LED phototherapy bed (Neoblue cozy)  
o This may be used instead of overhead neoblue light.   
o Place neoblue cozy in a cot.   
o Cover neoblue mattress with disposable mattress cover.  
o  Place undressed infant supine on top of the covered mattress.  Position the baby’s 

head at the curved end of the device.   
o The baby may be covered with a blanket for warmth.   
o Rolled up blankets may be used to ensure comfort as required but do not 

compromise phototherapy treatment or block vents, (see manufacturer’s 
instructions).  Use eye protectors. 

 Use of Neoblue blanket 
Fibreoptic phototherapy treatment should not be used as first-line treatment for babies with 
a gestational age of 37 weeks or more. (NICE 2010) 

o Position the fibre-optic blanket with disposable cover over mattress in bassinet, 
radiant warmer or incubator.  

o Position light box and insert fibre-optic cable after checking it before each use.  (It 
should have a polished surface which is smooth to the touch, and the color of both 
the fibers and the fill material between the fibers is clear throughout, see field safety 
notice Oct 2016) 

o Switch on power and place undressed baby with protective eye shields on top of 
blanket.  

o The baby may be covered with a blanket for warmth or the baby may be held with 
blanket for breast feeding, skin to skin etc.  

16.6.  Eye protection – 

Babies eyes should be protected if they are exposed to phototherapy light 

 Place the eye protectors over the eyes using appropriate size.  Position to cover the eyes 
completely but not occluding the nares, ensure eyelids are closed before applying.  Care 
must be taken not to exert pressure on the fragile skull of very premature and low birth 
weight infants.  

 Check eyes 3-4 hourly with cares.  Turn the lights off and remove eye cover, this allows 
visual and sensory stimulation.  Check for evidence of discharge, excessive pressure on the 
lids or corneal irritation, (a redness of the eye). 

 Tinted headboxes (orange shield) may be used as an alternative to eye protection in babies 
with a gestational age of 37weeks or more undergoing phototherapy. However eye 
protectors will allow more surface area of the head to be exposed to the lights, and should 
be used in preference to the orange shield.   

 
16.7. Positioning of infant 

 Place the infant supine unless other clinical conditions prevent this 

 Ensure phototherapy is applied to the maximum area of skin. 
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 Undress the infant; a mini sized nappy may be used on larger infants.  Smaller premature 
infants may be nursed without a nappy to expose maximum surface area of infant to lights.  

 Provide suitable developmental support, especially ‘boundaries’.  Place rolled blankets 
around the sides and feet of the infant to provide security, comfort, and help maintain heat.   

 The baby may be nursed on a white sheet to enhance exposure to light, (Metherall, 2003). 

 Turn infant’s position regularly to expose maximum surface area of infant to lights.   

 Consideration should be given to neighbouring babies regarding light exposure. 
 

16.8. Monitor hydration  

 Establish and promote enteral feeds unless nil by mouth 

 Mums should be encouraged to continue breast feeding, (Simmonds, 2004), whilst 
maintaining fluid balance.  Do not routinely give additional fluids to babies who are breast 
fed, (NICE 2016) 

 Perform breast-feeding assessment https://www.unicef.org.uk/babyfriendly/wp-
content/uploads/sites/2/2016/08/Baby-Friendly-breastfeeding-assessment-form-red-book-
p6.pdf  and provide support 

 Encourage breast feeding mothers to breastfeed frequently and to wake the baby for feeds 
if necessary.  

 Maternal expressed breast milk is the additional feed of choice if available, and when 
additional feeds are indicated. 

 Weigh baby daily during phototherapy treatment, (NICE, 2010) 

 Assess wetness of nappies at each feed, (these may be weighed to gain accurate 
measurements and charted) 

 Assess hydration regularly and adjust fluid intake accordingly.  A severely dehydrated infant 
may need intravenous fluids.  

 Fluorescent tube phototherapy emits some infrared and ultraviolet light that can cause 
overheating and increase insensible fluid loss.  Fluids may be increased by 10% to 
accommodate this. (Consider protecting lipid lines and syringes from overhead lighting)  

 
16.9. Provide skin management  

 Perform and document skin assessment minimum once per shift 

 Avoid oil based/creams products which may burn the skin if exposed to the lights. 

 Keep the nappy area clean and dry to prevent loose stools causing a sore bottom. 
 

16.10. Maintain a thermo-neutral environment 

 Monitor baby’s temperature  

 Control and adapt environment accordingly e.g. cot lids, incubator temperature etc.  
 

16.11. Ensure that all interventions are planned/timed events.   

 
16.12. Documentation 

 All results must be documented appropriately on the gestation linked threshold tables using 
the hours of age of the infant and SBR.  (NICE 2010 CG 98 
https://www.nice.org.uk/guidance/cg98/evidence/full-guideline-245411821)  
Hard copies of threshiold graphs are also found in the Neonatal Jaundice Folder.  These 
graphs are filed in the medical notes.  

https://www.unicef.org.uk/babyfriendly/wp-content/uploads/sites/2/2016/08/Baby-Friendly-breastfeeding-assessment-form-red-book-p6.pdf
https://www.unicef.org.uk/babyfriendly/wp-content/uploads/sites/2/2016/08/Baby-Friendly-breastfeeding-assessment-form-red-book-p6.pdf
https://www.unicef.org.uk/babyfriendly/wp-content/uploads/sites/2/2016/08/Baby-Friendly-breastfeeding-assessment-form-red-book-p6.pdf
https://www.nice.org.uk/guidance/cg98/evidence/full-guideline-245411821
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 Care planning, treatment, results and evaluation must be documented in the purple post 
natal notes/nursing records and medical notes 

 Document time that phototherapy started and stopped on the threshold charts and medical 
records.   

 

17. Parental Involvement, information and support  

Offer parents or carers information about neonatal jaundice that is tailored to their needs 
and expressed concerns.  This information should be provided through verbal discussion and 
backed up with written information. Use NDHCT parent information leaflets for Jaundice in 
Newborn Infanta.  Care should be taken to avoid causing unnecessary anxiety to parents or 
carers.  

17.1. Information for all newborn babies should include:  

 Factors that influence the development of significant hyper-bilirubinaemia 

 How to check the baby for jaundice 

 What to do if they suspect jaundice 

 The importance of recognising jaundice in the first 24 hours and of seeking urgent medical 
advice 

 The importance of checking baby’s nappies for dark urine of pale chalky stools 

 The fact that neonatal jaundice is common, and reassurance that it is usually transient and 
harmless 
 
Breast feeding information/support 

 Provide reassurance that breast feeding can usually continue 

 Encourage mothers of breastfed babies with jaundice to breast feed frequently and to wake 
the baby for feeds if necessary 

 Provide lactation/feeding support to breast feeding mothers whose baby is visibly jaundiced.  

 For breast feeding assessment follow link: 
https://www.unicef.org.uk/babyfriendly/wp-content/uploads/sites/2/2016/08/Baby-
Friendly-breastfeeding-assessment-form-red-book-p6.pdf 

17.2. Information for  parent/carers of babies requiring phototherapy. 
 
Verbal and written information on phototherapy including should be given: 

 Why phototherapy is being considered 

 Why phototherapy may be needed to treat significant hyperbilirubinaemia  
o explain the change in infant’s skin colour (‘bluish tinge under lights)  
o explain the change in infant’s stools (loose and dark)  

 The anticipated duration of treatment 

 The possible effects of phototherapy including potential long- term adverse effects 

 The need for eye protection and routine eye care 

 Reassurance that short beaks for feeding, nappy changing and cuddles will be encouraged 

 What might happen if phototherapy fails 

 Rebound jaundice 

 Potential impact on breastfeeding and how to minimize this 
(NICE, 2016)  
For written information  

https://www.unicef.org.uk/babyfriendly/wp-content/uploads/sites/2/2016/08/Baby-Friendly-breastfeeding-assessment-form-red-book-p6.pdf
https://www.unicef.org.uk/babyfriendly/wp-content/uploads/sites/2/2016/08/Baby-Friendly-breastfeeding-assessment-form-red-book-p6.pdf
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 See NICE Jaundice in newborn babies: information for parents and carers 
https://www.nice.org.uk/guidance/cg98/resources/parent-information-factsheet-
245370349 or, 

 Give parents Trust parental information for babies with jaundice 
 

17.3. Information for  parent/carers of babies requiring IVIG 

Give parents or carers information on IVIG including: 

 Why IVIG is being considered 

 Why IVIG may be needed to treat significant hyperbilirubinaemia 

 The possible adverse effects of IVIG 

 When it will be possible for parents or carers to see and hold the baby. [2010] 
 
17.4. Parental involvement during use of single phototherapy treatment  

Encourage parents to interact and care for their infant as normally as possible during this 
period of treatment.  Phototherapy can be interrupted for short periods (of up to 
30minutes) for parental visits, nursing and medical procedures.  For feeding dress, or wrap 
the infant in a blanket. 

17.5. Parental involvement during use of intensive phototherapy treatment 

 Do not interrupt phototherapy if intensive, multiple treatment is required but continue 
administering intravenous/enteral feeds   
Continue lactation/feeding support so that breastfeeding can start again when treatment 
stops.  

18. Do not use any of the following to treat Hyperbilirubinaemia: 

 Sunlight 

 Agar 

 Albumin 

 Barbiturates 

 Charcoal 

 Cholestyramine 

 Clofibrate 

 D-penicillamine 

 Glycerine 

 Manna 

 Metalloporphyrins 

 Riboflavin 

 Traditional Chinese medicine 

 Acupuncture 

 Homeopathy 
(NICE, 2010) 

19. When to stop phototherapy 

19.1. Discontinue phototherapy on advice of medical team. 

https://www.nice.org.uk/guidance/cg98/resources/parent-information-factsheet-245370349
https://www.nice.org.uk/guidance/cg98/resources/parent-information-factsheet-245370349
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19.2. Phototherapy can be stopped when the serum bilirubin is at least 50 micromol/litre below 
the threshold for phototherapy and is stable or falling  

19.3. Check serum bilirubin for rebound 12-18 hours after stopping for rebound.  The baby does 
not necessarily have to remain in hospital for this to be done. 

20. Management of Prolonged Jaundice 

This is defined as jaundice persisting beyond 14 days in a term infant of over 37 week gestation and 
21 days in a preterm infant. 

Follow expert advice for care for babies with a conjugated bilirubin level greater than 25 
micromol/litre because this may cause serious liver disease.  

 

20.1. Management 

 A detailed history must be taken 

 Full examination to include observation of stools and urine 

 Look for pale chalky stools and/or dark urine that stains the nappy 
 

20.2. Investigations  

 Routine: 
o Total and conjugated serum bilirubin 
o Full Blood Count and film 
o Blood group determination (mother and baby) and  
o DAT (Coombs' test). (Interpret the result taking account of the strength of reaction, 

and whether mother received prophylactic anti-D immunoglobulin during 
pregnancy)  

o Metabolic screening.  
o Thyroid function tests 
o Urine culture 

 

 Consider the following: 
o Liver function tests 
o Plasma cortisol and electrolytes 
o IRT 

o 1-antitrypsin deficiency and phenotype 
o Cystic fibrosis DNA screen 
o Serum amino acids 
o Other investigations deemed appropriate to condition 

 

Follow expert advice about care for babies with a conjugated bilirubin level greater than 25 
micromol/litre because this may indicate serious liver disease. 
 
20.3. Cautions  

 Do not assume neonatal jaundice is physiological unless appropriate evaluation, examination 
and investigation have been undertaken. 
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21. Monitoring Compliance with and the Effectiveness of the 
Guideline 

 
21.1. Key Performance indicators on which to base care in the Special Care Unit are: 

 NICE Neonatal Quality Standards 
NICE guideline and Standards for  Neonatal jaundice CG98, May 2010 

 NHS Toolkit for High Quality Neonatal Services 

 National Neonatal Audit Programme 

 NHS Standard Contract for Neonatal Critical Care 

22. Process for Implementation and Monitoring Compliance and 
Effectiveness 

22.1. All staff who assess babies for jaundice are informed of any new/revised documentation. 
There is an expectation that staff are responsible to keep updated on any improvements to 
practice and deliver care accordingly.   

22.2. Education will occur during ward education days, sim scenarios, completion of 
competencies, and neonatal preceptorship, ward meetings, Maternity MDT and one-to-one 
mentoring/supervision. 

22.3. Case reviews may be presented and discussed in Maternity MDT meetings.   

22.4. Any error or incident or non-compliance will be reported in accordance with NDHT Incident 
Management and Investigation Policy. Where non-compliance is found, it must have been 
documented in the patient’s medical notes. Non-adherence is investigated and action plans 
made if required.  Discussion and reviews occur at Directorate meetings, Governance 
meetings and Ward meetings.  Learning and action plans are cascaded at these meetings 
and improvements implemented.  Key findings and learning points will be disseminated to 
relevant staff. 

  

http://guidance.nice.org.uk/CG98/Guidance/pdf/English
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25. Appendix One - Table to guide timings of Bilirubin Measurements 

Table to guide timings of Bilirubin Measurements  

 MEASURE AND RECORD BILIRUBIN 
LEVEL 

CONTINUING REQUIREMENTS FOR BILIRUBIN 
MEASUREMENTS 

JAUNDICE SUSPECTED IN FIRST 24 HOURS Within 2 hours Continue to measure 6 hrly until level is below treatment 
threshold and stable or falling 

JAUNDICE NOTICED DURING 48 HOUR 
VISUAL INSPECTION 

Within 6 hours Repeat if required every 6-12 hours to ascertain level is below 
treatment requirements and is stable or falling 

BABY 38 WEEKS OR MORE AND BILIRUBIN 
IS IN ‘REPEAT MEASUREMENT’ CATEGORY 

Within 6-12 hours Repeat if required every 6-12 hours to ascertain level is below 
treatment requirements and is stable or falling 

BABY 38 WEEKS OR MORE AND BILIRUBIN 
IS IN ‘CONSIDER PHOTOTHERAPY’  
CATEGORY 

Within 6 hours Repeat if required every 6-12 hours to ascertain level is below 
treatment requirements and is stable or falling 

JAUNDICE REQUIRES PHOTOTHERAPY 4-6 hours after starting phototherapy Every 6-12 hours if bilirubin is stable or falling 

PHOTOTHERAPY IS STOPPED AS BILIRUBIN 
IS AT LEAST 50 MICROMOL/LITRE BELOW 
THRESHOLD FOR PHOTOTHERAPY 

Recheck after 12-18 hours for rebound   

JAUNDICE REQUIRES EXCHANGE 
TRANSFUSION 

Within 2 hours of exchange transfusion- 
continuing multiple phototherapy 

Every 6-12 hours if bilirubin is stable or falling.  Continue to 
manage according to threshold tables and treatment threshold 
graphs 
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26. Appendix Two – Treatment Threshold Charts 

Please use treatment graphs below according to gestational age. 

If you require graphs for babies under 30 weeks gestation please see NICE threshold graphs available on line or the ward Neonatal 
Jaundice folder. 

These graphs are available from  https://www.google.co.uk/url?url=https://www.nice.org.uk/guidance/cg98/evidence/treatment-threshold-graphs-
245372941&rct=j&frm=1&q=&esrc=s&sa=U&ved=0ahUKEwiOvPHvp4rSAhXpAMAKHUX3DBcQFggUMAA&usg=AFQjCNFS8hASdpzp9DEtrXPjtigQsFdLbQ 

 

https://www.google.co.uk/url?url=https://www.nice.org.uk/guidance/cg98/evidence/treatment-threshold-graphs-245372941&rct=j&frm=1&q=&esrc=s&sa=U&ved=0ahUKEwiOvPHvp4rSAhXpAMAKHUX3DBcQFggUMAA&usg=AFQjCNFS8hASdpzp9DEtrXPjtigQsFdLbQ
https://www.google.co.uk/url?url=https://www.nice.org.uk/guidance/cg98/evidence/treatment-threshold-graphs-245372941&rct=j&frm=1&q=&esrc=s&sa=U&ved=0ahUKEwiOvPHvp4rSAhXpAMAKHUX3DBcQFggUMAA&usg=AFQjCNFS8hASdpzp9DEtrXPjtigQsFdLbQ
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27. Appendix Three - Flow chart for bilirubin assessment of Term infant 

 

 

R/V within 2 hours 
R/V within 6 hours 


