Neonatal jaundice -
how much do we really know?

It will come as a shock to many to learn that our current practice with jaundiced babies is based on very
shaky evidence. Edmund Hey, consultant paediatrician in Newcastle upon Tyne, explains why, in healthy
full term babies, jaundice is not nearly as dangerous as we thought. We can safely reduce dramatically
the number of babies who undergo phototherapy. Good news for mothers, midwives and budget holders!

This brief overview will concentrate on two questions:

» is jaundice ever severe enough to be dangerous in
the term infant in the absence of any evidence of
haemotysis?

« should jaundice by itself, in an otherwise well baby,
taad us to look for evidence of some unrecognised
underlying problem?

Jaundice - is the level dangerous?

The simplest answer to the question “when should we
worry about jaundice?’ is *when the levet is abnormally
high’, and one definition of abnormaiity is the statistical
one.

Any experienced midwife ought to be
able to monitor jaundice without
ordering lab tests

Using such an approach to define excessive jaundice
(hyperbitirubinaemia), 5% of all babies of over 2.5kg
were shown to have a total serum bilirubin of 230pmol/l
at some stage in the first week of life in one carefully
documented American study, and 1% had a total serum
bilirubin in excess of 284pumol/l.' This study showed,
very clearly, that breastfed babies tended to have higher
peak bilirubin values than their bottle fed counterparts,
and also remained jaundiced for a longer time. An
excellent overview of how breast mitk ‘causes’ more
jaundice has just been published.” Basically, it is
attributable to:
+ low intake due to rigid infrequent early feeding
policies
« delayed clearance of meconium in breast fed babies
+ enhanced fat absorption (and absorption of
unconjugated bilirubin) from the gut in the breast
fed baby. -

Only 5% of bottle fed babies had a peak value in excess
of 194pmol/l in the American study, but 12% of breast
fed babies had a bilirubin value that exceeded this
threshold (5% having a value that exceeded 246pmol/
1). A less well known study from Birmingham in the
UK published seven years earlier had established similar
‘normative’ data.’

The data from the American study are now widely
quoted as defining what constitutes a ‘normal’ neonatal
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serum bilirubin level. Unfortunately, most of the babies
with a bilirubin level above 220umol/l in the American
study, and all the babies with a bilirubin level above
310umol/] in the British study, received phototherapy.
We simply do not know, therefore, how many normal
heaithy babies would develop a serum bilirubin level
in excess of 250umol/] (¢ 13mg/dl) or 300umel/i (¢
18mg/dl) in the absence of medical intervention. We
do know that many factors such as ethnic origin, the
use of oxytocin or a bupivicaine epidural anaesthetic in
iahour, and delayed feeding increase the chance of a
baby becotning ‘hyperbilirubinaemic’. Babies born even
a couple of weeks before term also have an increased
chance of becoming significantly jaundiced.

What is normal?

Such high levels are unusual, but does this make them
abnormal (whatever that means)? It has been common
practice to divide jaundice into ‘physiological’ jaundice
and ‘non-physiological’ jaundice, but it is difficult to
know if such a classification is of any real help. The
key question is whether such jaundice is harmful. That
is an issue on which there has, until recently, been
relatively little information and even less consensus.

The initial experience on which it quickly became
conventional to recommend exchange transfusion if the
total serum bilirubin level exceeded 340umol/l
(20mg/dl) came from a three year review of kernicterus
in babies with haemolytic desease of the newbom (HDNj
in Boston between 1949 and 1952.% In fact this
influential paper contained only very weak evidence in
suppert of this very precise recommendation.

High levels are unusual but does this
make them abnormal?

Amazingly, 40 years later, this is still almost the only
hard published evidence on which to base clinical
practice.’ Intervention wili usually be appropriate in the
term baby with evidence of haemolysis when the fotal
serumn bilirubin level exceeds 340umol/] (the old classic
threshold of 20mg/dl). At values below this the risks
associated with exchange transfusion usually exceed
those associated with hyperbilirubinaemia.

Severe jaundice, in the absence of clinical features of
kernicterus, has occasionally been associated with
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