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SOP Statement and Executive Summary 
 
 Clinical jaundice is very common, particularly physiological jaundice, which occurs after first 24 

hours of life to around Day 10-14 of life. 

 This guideline covers the investigation and management of physiological and pathological 
jaundice (early, prolonged and conjugated jaundice). It also covers the process of initiating and 
caring for babies receiving phototherapy and the process of performing an exchange 
transfusion. 

 Early detection, investigation and treatment of pathological jaundice is vital to ensure good 
outcomes and minimise complications. 
 
 

1.0  Roles and Responsibilities 
 
1.1 Chief Executive 

 
The Chief Executive has overall accountability for ensuring that the Trust meets its statutory and 
non-statutory obligations in respect of maintaining appropriate standards of patient care. The Chief 
Executive devolves the responsibilities for monitoring and compliance to the medical and executive 
nursing directors. 
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1.2 Directors 

 
Directors are responsible for ensuring that the requirements of this guideline are effectively 
managed within their directorate and that their staff are aware of, and implement those 
requirements. 
 
1.3 Chief Nurse / Medical Director 

 
The Chief Nurse and Medical Director are responsible for ensuring that Trust staff upholds the 
principles of this guideline and that procedures are developed, maintained, and communicated 
throughout the organisation in co-ordination with other relevant organisations and stakeholders. 
 
1.4 CSU Responsibilities  

 
CSU leads are responsible for ensuring that the guideline is communicated and implemented 
within their areas of responsibility. Any incident arising from the use of this guideline must be 
documented on an incident form and investigated at a local level and actions taken to prevent 
reoccurrence and to minimise risk. Documentation should be copied to the Risk Management 
Department to allow completion and closure of the incident. Any action plans should be shared at 
the appropriate forum and the Clinical Incidents Group (CIG) meeting.  Any on-going risks should 
be registered on the CSU / Trust Risk register as appropriate. 
 
1.5 NNU Lead Nurse, Senior Sisters/ Senior Midwives / Operational Manager / Matron 

Responsibilities 

 
It is the NNU Lead Nurse, Senior Sisters/ Senior Midwives / Operational Managers / Matron’s 
responsibility to ensure that staff are made aware of this guideline, and that they attend training 
and are competent to provide evidence based best practice to their babies. . This guideline should 
be included in the induction training of all NNU staff who may be involved in the on-going care of a 
baby within NNU.  

 
1.6 Medical Staff Responsibilities 
 
All medical staff should ensure that they are familiar with the guidelines recommendations.  
Medical staff of registrar level or above who are responsible for the supervision and training of 
junior doctors should ensure that junior medical staff are aware of their role, and that they 
understand how to use KC to deliver safe and effective care. 

 
1.7 All Staff 

 
It is the responsibility of every registered nurse and Midwife to ensure this guideline is adhered to 
when caring for babies on NNU, in Community  and on Maternity Wards 9 and 10. All staff should 
report any incidents arising from use of this guideline via the Risk Management route. The Unit 
Manager should be informed of the incident. 
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1.8 Risk Management 
 
The Clinical Risk Management Department will record on the Trust database all incidents 
reported through the risk reporting route. This data will be included in the monthly reports to 
the Heads of Departments and discussed at the Paediatric CSU Risk Management 
meetings. All untreated risks will be reported to the Trusts Risk Management Committee 
which reports to the Trust Clinical Governance Committee. 
 
 

2.0  Implementation and dissemination of document 
 
The guideline will be accessible from the Trust’s intranet. Staff will be made aware of the policy 
through the Clinical Improvement Group meetings and the Paediatrics & Neonatal Newsletter and 
the Maternity newsletter. 
The staff involved will be trained and competencies will be monitored by the NNU Lead Nurse and 
senior staff. 
 
 

3.0 Processes and procedures 
 
When to measure bilirubin levels: 
ANY baby >24hrs old who is visibly jaundiced needs a bilirubin level estimated either by a TCB or 
by an SBR if TCB not available. Therefore, measure and record bilirubin level urgently (within 6 
hours) in all babies with suspected / obvious jaundice. (NICE 2016) 
 
If baby is ≥38 weeks gestation, more than 24 hours old and bilirubin is below phototherapy 
treatment level but within 50 microMol/L of the treatment line, repeat a bilirubin level at 18 hours (if 
risk factors present) or 24 hours if no risk factors present. If bilirubin level is more than 50 
microMol/L below the treatment line, do not repeat the bilirubin level. 
 

Do not measure bilirubin levels routinely in babies who are not visibly jaundiced. 
Do not advise families to place their infant in sunlight as this has no benefit to reducing 

jaundice. 
 

How to measure the bilirubin level:  

 Transcutaneous bilirubinometer (TCB) measurement  can be used in babies >/= 35 weeks 
gestation after 24 hours of birth, however after 38/40 if preferable. Only staff trained to do so 
should use a TCB. See Standard Operating Procedure (SOP) on TCB’s for further information. 

  If TCB is unavailable, or not suitable, and jaundice is suspected then referral for SBR should 
be made to Ward 10 if baby was already discharged home. 

 TCB measurement should be plotted against the appropriate column in the Threshold Table 
according to neonatal age. SBR results should be also plotted on the appropriate gestational 
age treatment threshold graphs (TTC). All actions should be followed according to the charts 
and accompanying flow charts.  

 Always use a serum bilirubin measurement for babies at or above the relevant treatment 
threshold for their postnatal age and for all subsequent measurements. 

 If the threshold for further investigation is met or exceeded, an urgent review by paediatrician is 
indicated. Refer to Paediatric Section 5.1.2 of this guideline for investigation and management 
plan. 
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 Do not start phototherapy on babies whose bilirubin levels are below the phototherapy 
treatment line / threshold. 

 
Use of Drager Janudice Meter JM-105 (Adapted from Sample Useage Protocol) 
Daily Check 
1. Remove the Jaundice Meter JM-105 from the docking station 
2. Press the power switch on 
3. Select CHECKER and touch OK to save selection. 
4. Open the checker lid on the charging unit 
5. When the green READY light illuminates, place the tip of the jaundice meter perpendicular in 

the reading checker circle. Press down until you hear a click. 
6. The display screen shows the “L” (long), “S” (short) and Delta values. The meter must read 

within the referenbce values posted under the checker lid. If so the unit is ready to use. If not, 
clean the tip and repeat. If values are still out of range, so not use the unit (contact EBME) 

 
Taking a Transcutanious Bilirubin (TcB) Measurement 
1. Clean the tip of the probe with an alcohol swab 
2. Press the power switch on 
3. Select MENU and select MEASURE and press OK. The letters AVE with the number of 

measurements selected will appear in the display. 
4. Select measurement site – Mid sternum is preffered 
5. Place the TcB probe tip flat against the babys skin, NOT AT AN ANGLE and press lightly until 

you hear a click. Lift the Jaundice Meter JM-105 from the skin between measurements and 
pause until the green READY leoght illuminates again. Repeat the testing procedure until the 
required number of measurements has been taken. 

 
 

4.0 Statement of evidence/references 
 
 American Academy of Pediatrics (2004) Clinical practice guidelines subcommittee on 

hyperbilirubinaemia. Management of hyperbilirubinaemia in the newborn infant. Pediatrics 
114:1, 297-316 

 Beck M., Kau, N., and Schlebusch, H. (2003) Transcutaneous bilirubin measurement in 
newborn infants: evaluation of a new spectrophotometric method. Archives of Disease in 
Childhood, Fetal and Neonatal Edition 88:4, 350-351 

 Djokomuljanto.S et al (2006) Efficacy of phototherapy for neonatal jaundice is increased by the 
use of low cost white reflecting curtains, Archives of disease in Childhood, Fetal and Neonatal 
Edition, Vol 91, F439-42. 

 Donneborg.M et al (2010) Effects of infant position on serum bili rubin level during conventional 
phototherapy. Acta Paediatrica, Vol 99, No 8, pp1131-34 

 Ebbesen, F. (2003) Phototherapy with turquoise versus blue light Archives of Disease in 
Childhood, Fetal and Neonatal Edition. 88:5, 430-431 

 Ennever, J.F. (1990) Blue light, green light, white light, more light. Treatment of neonatal 
jaundice. Clinical Perinatology 17, 467-481 

 Evans, D. (2006) Neonatal Jaundice. British Medical Journal 01-05-2006  

 Ip,S., Chung, M., Kulig, M. (2004) An Evidence-based review of important issues concerning 
neonatal hyperbilrubinaemia. Pediatrics 114: 130-153 

 Johnson, L.H., and Bhutani, V.K. (2002) System-based approach to management of neonatal 
jaundice and prevention of kernicterus. The Journal of Pediatrics 140:4, 396-403 



©Milton Keynes University Hospital NHS Foundation Trust                                                
This document is uncontrolled once printed. Please check on the Trust’s 

 Intranet site for the most up to date version. 
 

6 
Unique Identifier: 
Version: 1 
Review date: 30/09/2020 

 Juretschke, L.J. (2005) Kernicterus: Still a Concern. Neonatal Network Vol 24:2 (Mar/Apr 2005) 

 Law Harrison.L, Lotas.M and Jorgensen.K (2004) Chpt 14 Environmental Issues, In Kenner C 
and McGrath, J.M Developmental Care of Newborns and infants: A guide for health 
professionals. Mosby, St Louis. 

 Metherall, J. (2003) Phototherapy for neonatal hyperbilirubinaemia: delivering an adequate 
dose. Journal of Neonatal Nursing 9:6, 182, 184-186 

 Mills, J.F., and Tudehope, D. (2006) Fibreoptic phototherapy for Neonatal jaundice. The 
Cochrane Database of Systematic Reviews. Issue 2 

 NettsVictoria (2007) Jaundice in the first two weeks of life, Online Neonatal Handbook, Victoria, 
Australia (www.netsvic.org.au/handbook/index) 

 NICE (2010) Neonatal Jaundice. National institute for health and clinical excellence. 
www.nice.uk/guidance/CG98 

 Rudd.H (2010) Phototherapy for neonatal jaundice---therapeutic effects on more than one 
level? Seminars in Perinatology, June, Vol 34, No 3, pp231-4. 

 SCNNN (2009) Guideline for maintaining Neonatal Skin Integrity on the Neonatal Unit. South 
Central North, Neonatal Network, Benchmarking group. 

 SSWAHS (2005) Phototherapy, Online protocol, Royal Albert Hospital Sydney, Australia. 
(www.cs.nsw.gov.au/rpa/neonatal/html/newprot/phototherapy.html) 

 Stokowski, L.A. (2011) Fundamentals of Phototherapy for Neonatal Jaundice. Advances in 
Neonatal Care, Vol 11, p-S10-s21 

 Truman, P. (2003) Jaundice in the preterm infant: effective management. Journal of Neonatal 
Nursing 9:1, 22-26 

 Truman, P. (2006) Jaundice in the preterm infant. Paediatric Nursing. 18:5, 20- 22 

 Waal_van de Wal C.M et al (1993) Marked variations in phototherapy policy for neonatal 
jaundice in Dutch centers, Ned Tijdschr Geneeskd, Vol 18, 137 (51) pp2671-2 

 Walls, M., Wright, A., Fowlie, P., Irvine and Hume, R. (2004) Home Phototherapy: A feasible, 
safe and acceptable practice. Journal of Neonatal Nursing 10:3, 92-94 

 Warren.I and Bond.C (2010) Guidelines for infant development in the Newborn Nursery. 5th 
Ed, St Mary’s Hospital, London. 

 Wentworth, S.D.P. (2005) Neonatal Phototherapy-Today’s lights, lamps and devices. Infant Vol 
1:1, 14-19 

 Arasu A, Ahmed SA. Guidelines for Management of Neonatal Jaundice, Luton & Dunstable 
Hospital NHS Foundation Trust, 2012.  

 Bennett CC, Ives K. Exchange Transfusion Guideline. Neonatal Unit, John Radcliffe Hospital, 
Oxford, 2009. 

 Barnet and Chase Farm Hospital: Prolonged Jaundice screening; Version- June 2012 

 Baker A. Investigations in Neonatal Liver Disease with Conjugated hyperbilirubinaemia, King’s 
College Hospital, London- Liver unit Clinical Guidelines.  

 Liver Steering Group, BSPGHAN, Revised February 2012. 

 NICE CG98 Jaundice in newborn babies under 28 days. Revised May 2016. 

 Drager Jaundice Meter Model JM-105 Instructions for use. 

 E T Schmidt, CA Wheeler, GL Jackson, WD Engle. Evaluation of transcutaneous 
Bilirubinometery in preterm neonates, Journal of Perinatology 29:564-569 March 2009. 

 Management of Hyperbilirubinema in Newborn Infants 35 or More Weeks of Gestation. 
Pediatircis Vol 114 no 1 July 2004. 

 
 



©Milton Keynes University Hospital NHS Foundation Trust                                                
This document is uncontrolled once printed. Please check on the Trust’s 

 Intranet site for the most up to date version. 
 

7 
Unique Identifier: 
Version: 1 
Review date: 30/09/2020 

Appendix 1: Flowchart for early onset Jaundice >24 hours of  
 
*Tanscutaneous Bilirubinometer 
 
 
 

 
 
  

Visible Jaundice in baby >24 hours old 

History and Examination and identify risk factors 

No visible jaundice 

Routine postnatal 
care 

Visible jaundice 

Measure and record bilirubin* / serum bilirubin 
within 6 hours of initial assessment 

Bilirubin >50µMol/L below 
phototherapy line / column 1 

Routine care 

Bilirubin within 
50µMol/L of 

phototherapy 
line / column 1 

Repeat SBR + other 
investigations* in 6 

hours 

If SBR stable / 
falling 

If SBR increasing / 
crossing 

phototherapy line 

Bilirubin above 
phototherapy 

line / column 1 

Inform 
paediatrician. 
Start single 
phototherapy 

Check SBR 4-6 hours after starting 
phototherapy. Thereafter 6-12 
hourly if SBR stable / falling. 
 

Stop phototherapy once SBR 
>50µMol/L phototherapy line 

Check for rebound 12-18 hours after 
stopping phototherapy 

Bilirubin within 
50µMol/L of 

exchange line 
(Column 2)/ is 
rapidly rising 

Admit NNU. 
Start multiple 
phototherapy. 

Repeat SBR + other 
investigations* in 4-6 
hours. Thereafter, 
repeat SBR every 6 -
12 hours. 

Once SBR > 50µMol/L 
below exchange line 

Reduce number of 
lamps 1 at a time  

SBR > exchange line – see 
separate flow chart 

Other Investigations*: 
FBC + film + reticulocyte 
Blood Group + DAT 
Packed cell volume 
Consider: sepsis screen (if 
clinically unwell / risk factors 
for sepsis), G6PD  
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If staff are expected to operate according to specific standards specify these in this section. If there 
are no standards set then delete this section. 

 
Use headings to break the text up into a logical format for easy use. Number headings, e.g. 4.1, 
but do not number every paragraph. 
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Appendix 2: Neonates >38/40 Gestation 
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Appendix 3: Bilrubin Measurement  
 

 
 
 
  
 
 
 


