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Jaundice is one of the most common
conditions encountered in the neonatal period, 5% of
the readmitted infants whose serum bilirubin is 18-20
mg/dL can the specific etiology be identified®.
Nevertheless, the important issue is to keep serum
bilirubin well below the level that is a risk for
developing kernicterus. The American Academy of
Pediatrics (AAP) published a practice parameter on
the management of hyperbilirubinemia in healthy term
newborns in 1994®, Adopting it into practice is not
without problems in the neonatal unit. Most of our
newborn infants, discharged by 48-72 hours old, do
not have bilirubin levels high enough to warrant
treatment as indicated by AAP. Therefore, follow-up
or close monitoring of the infant is needed. Bringing
an infant back to the hospital for blood sampling a
few days after discharge usually poses a problem for
parents in terms of transportation, expense and
permission to take leave from work. Some of the
mothers are teenagers or drug-users who may not be
able to undertake the responsibility of child rearing.
In addition, among the newborn with neonatal jaundice,
the prevalence of G6PD deficiency is as high as 22.1%
in male and 10.1% in female infants® and they need to
be closely observed at least during the first week of
life®. Taking these problems plus the different health
care delivery system into consideration, the Clinical
Practice Guideline (CPG) for the management of
hyperbilirubinemia in term and preterm infants was
developed and has been implemented in routine clinical
practice in our neonatal unit since 2001®. The
guideline categorized infants by age in hours for term,
and by birth weight in grams for preterm. The
thresholds of serum bilirubin level that treatment
should be given were lower than those of AAP.
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Several viewpoints have emerged after the
absolute adherence to the CPG. Firstly, some of the
near term infants would weigh more than 2,500 grams.
Following the CPG, they will be treated as term infants
based on their weight, when in fact, their body
functions remain premature or at best near term. It is
well documented that preterm is associated with
significantly different incidence of neonatal
hyerbilirubinemia®, and infants of 35-37 weeks’
gestation have significantly higher serum bilirubin
levels on day 5 and 7. Treatment of such infants
should follow the protocol for the preterm rather than
that of the healthy term infant. Discharging them from
the hospital without awareness of their condition may
lead to serious hyperbilirubinemia at home. Secondly,
an infant who has a definite factor to anticipate
subsequent high bilirubin, such as low caloric intake
causing increased enterohepatic circulation,
ecchymosis, etc, should be considered to begin the
treatment at an even lower bilirubin levels than those
indicated in the CPG. Thirdly, in the preterm guideline
which categorizes infants by birth weight, some of the
full term who are small for their gestational age and
weigh less than 2,500 grams would have been treated
as preterm infants. As a result, phototherapy may have
been overused. It would be unreasonable to have one
of a pair of twins treated according to the guideline
for full term and another treated according to that of
preterm due to their weight discrepancy although their
maturity and enzymatic function in eliminating the
bilirubin are actually the same.

Misinterpretation of the result of treatment
by healthcare personnel was noticed when an early
developed jaundice infant, at 20 hours old, was treated
and bilirubin was kept in check at 9-10 mg/dL during
the next few days without further falling. This was
interpreted as a failure of the treatment because the level
did not decrease 1-2 mg/dL in 4-6 hours (according to
the footnote of CPG).

In our annual evaluation of CPG, the
adherence was almost 100%. A few cases in whom
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treatment deviated from the guideline were reported
as nonconforming.

CPG is useful in providing a structure to

guide and aid health care personnel in making the
decision about the equivocal issue. It should be
treated as a guideline, not as a rule. As stated by
AAP® it is not intended to replacing the rational
clinical judgment.
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