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Surveillance proposal consultation document 

2019 surveillance of Jaundice in newborn babies under 28 days 

NICE guideline CG98 

Surveillance proposal 

We propose to not update the guideline on Jaundice in newborn babies under 28 days (NICE 

guideline CG98). 

The following table gives an overview of how evidence identified in surveillance might affect 

each area of the guideline. 

Section of the guideline New evidence 

identified 

Impact 

1.1 Information for patients and carers No No 

1.2 Care for all babies Yes No 

1.3 Management and treatment of hyperbilirubinaemia Yes No 

1.4 Measuring and monitoring bilirubin thresholds before and after 

phototherapy 

Yes No 

1.5 Factors that influence the risk or kernicterus No No 

1.6 Formal assessment for underlying disease No No 

1.7 Care of babies with prolonged jaundice No No 

1.8 Intravenous immunoglobulin No No 

1.9 Exchange transfusion Yes No 

1.10 Other therapies Yes No 

Reasons for the proposal to not update the guideline 

The new evidence was found to be broadly consistent with the current recommendations. 

https://www.nice.org.uk/guidance/cg98
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Recommendations in section 1.2 Care for all babies, were updated in 2016 when new 

evidence on the use of transcutaneous bilirubinometry (TcB) in preterm infants was 

identified; the recommendation was not changed. In the 2019 surveillance review, 3 

additional systematic reviews also supported the existing recommendation. Some 

recommendations in section 1.4 Measuring and monitoring bilirubin thresholds before and 

during phototherapy, were updated in 2016. Only a small amount of poor-quality evidence 

was identified but, based on expert opinion and consensus, the committee revised and 

updated the original recommendations for optimal total serum bilirubin levels for starting 

phototherapy and exchange transfusion. The guideline committee also reviewed the different 

modalities and procedures for giving phototherapy but was unable to identify best methods 

and the recommendations were unchanged from the original guideline. The 2019 surveillance 

review did not identify any new evidence that would impact on the recommendations in this 

section. 

In section, 1.7 Care of babies with prolonged jaundice, topic experts suggested that the 

guideline should consider recommending thyroid functioning tests (TSH and FT4) in babies 

with prolonged jaundice. This reflects the 2014 PHE Laboratory Guide to Newborn Screening 

in the UK for congenital Hypothyroidism which states: ‘There are also cases reported of 

babies with low T4 and normal TSH levels in the initial newborn blood spot screening 

specimen, who later display an abnormally elevated TSH and are subsequently diagnosed 

with congenital hypothyroidism. Half of these babies with this abnormal profile were 

preterm. These babies may not be detected by newborn blood spot screening using TSH only 

(see Mandel et al., 2000).’ Although we have identified no new evidence in this area, we 

agree that it would be useful for the guideline to recognise the need for thyroid function 

tests in babies with prolonged jaundice of unknown cause. We propose to revise the wording 

of recommendation 1.7.1, last bullet point, as follows: 

‘ensure that routine metabolic screening (including screening for congenital 

hypothyroidism) has been performed, and if no cause of prolonged jaundice has been 

identified, carry out diagnostic tests (TSH and FT4) for congenital hypothyroidism.’ 

For further details and a summary of all evidence identified in surveillance, see appendix A 

below. 

Overview of 2019 surveillance methods 

NICE’s surveillance team checked whether recommendations in on Jaundice in newborn 

babies under 28 days (NICE guideline CG98) remain up to date.  

The surveillance process consisted of: 

● Feedback from topic experts via a questionnaire. 

● A search for new or updated Cochrane reviews and national policy. 

● Consideration of evidence from previous surveillance in 2012 and 2014.  

https://www.nice.org.uk/guidance/cg98/evidence/addendum-pdf-2490921037
https://www.nice.org.uk/guidance/cg98/evidence/addendum-pdf-2490921037
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/753471/Congenital_hypothyroidism_lab_guide.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/753471/Congenital_hypothyroidism_lab_guide.pdf
https://www.nice.org.uk/guidance/cg98
https://www.nice.org.uk/guidance/cg98
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● Examining related NICE guidance and quality standards and NIHR signals. 

● A search for ongoing research. 

● Examining the NICE event tracker for relevant ongoing and published events. 

● Literature searches to identify relevant evidence. 

● Assessing the new evidence against current recommendations to determine whether the 

whole guideline or any sections of the guideline need updating. 

● Consulting on the proposal with stakeholders (this document). 

For further details about the process and the possible update decisions that are available, see 

ensuring that published guidelines are current and accurate in developing NICE guidelines: 

the manual. 

Evidence considered in surveillance 

Search and selection strategy 

As only part of the guideline had been updated in 2016, we searched for new evidence 

related to the whole guideline published between 1 February 2014 and 4 July 2019. The 

following studies were included: 

● 46 randomised controlled trials (RCTs) or systematic reviews plus 2 Cochrane reviews 

● 1 study from a total of 4 identified by 1 topic expert  

● 37 studies from the previous surveillance review in 2014.  

From all sources, we considered 86 studies to be relevant to the guideline. See appendix A 

below for details of all evidence considered, and references. 

Ongoing research 

We checked for relevant ongoing research. However, none of the 4 studies identified have 

the potential to immediately impact recommendations and so will not be tracked but will be 

considered in the next surveillance review where appropriate. 

Intelligence gathered during surveillance 

Views of topic experts 

We considered the views of topic experts who were recruited to the NICE Centre for 

Guidelines Expert Advisers Panel to represent their specialty. For this surveillance review, 

topic experts completed a questionnaire about developments in evidence, policy and services 

related to the guideline. 

https://www.nice.org.uk/process/pmg20/chapter/ensuring-that-published-guidelines-are-current-and-accurate
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We sent questionnaires to 11 topic experts and received 4 responses. Two experts thought 

the guideline should be updated; the other 2 experts thought an update was not needed. 

Two topic experts stated that that the guideline should consider a specific recommendation 

to perform thyroid function testing (TSH and FT4) in prolonged jaundice. They shared 

concerns that that some babies with congenital hypothyroidism are missed and if there are 

clinical concerns then the relevant diagnostic tests (TSH and FT4) should always be 

performed. There were no other comments from topic experts 

Views of stakeholders 

Stakeholders are consulted on all surveillance reviews except if the whole guideline will be 

updated and replaced. Because this surveillance proposal is to not update the guideline, we 

are consulting with stakeholders. 

See ensuring that published guidelines are current and accurate in developing NICE 

guidelines: the manual for more details on our consultation processes. 

Equalities 

No equalities issues were identified during the surveillance process. 

Overall surveillance proposal 

After considering all evidence and other intelligence and the impact on current 

recommendations, we propose that no update is necessary. However, topic experts advised 

from topic experts  that prolonged jaundice may indicate congenital hyperthyroidism and  the 

2014 PHE Laboratory Guide to Newborn Screening in the UK for congenital Hypothyroidism 

states: ‘There are also cases reported of babies with low T4 and normal TSH levels in the 

initial newborn blood spot screening specimen, who later display an abnormally elevated TSH 

and are subsequently diagnosed with congenital hypothyroidism. Half of these babies with 

this abnormal profile were preterm. These babies may not be detected by newborn blood 

spot screening using TSH only (see Mandel et al., 2000).’ Therefore, recommendation 1.7.1 

will be refreshed to advise that healthcare professionals consider thyroid function tests in 

babies with prolonged jaundice of unknown cause. 

  

https://www.nice.org.uk/process/pmg20/chapter/ensuring-that-published-guidelines-are-current-and-accurate
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/753471/Congenital_hypothyroidism_lab_guide.pdf


2019 surveillance of Jaundice in newborn babies under 28 days – Consultation document 5 of 45 

Appendix A: Summary of evidence from surveillance 

2019 surveillance of Jaundice in newborn babies under 28 days 

(2010) NICE guideline CG98 

Summary of evidence from surveillance  

Studies identified in searches are summarised from the information presented in the abstracts 

of the published papers. Feedback from topic experts who advised us on the approach to this 

surveillance review, was considered alongside the evidence to reach a view on the need to 

update each section of the guideline. Evidence from previous surveillance and from an 

evidence update for this topic was also considered. Evidence updates were produced by 

NICE to highlight new evidence relating to published NICE guidelines. 

The NICE guideline on neonatal jaundice (NICE clinical guideline CG98) was reviewed in May 

2014 as part of NICE’s routine surveillance programme, and following that, the guideline was 

updated in 2016.Full details are available in the Full guideline addendum. The review 

questions considered for the update were as follows: 

1) What is the best modality of giving phototherapy (clinical and cost-effectiveness)?  

2) What is the correct procedure when administering phototherapy?  

3) What is the accuracy of various tests (clinical history and examination, urine/stool 

examination, icterometer and transcutaneous bilirubin levels) in recognising neonatal jaundice 

or hyperbilirubinaemia? 

4) What are the optimal total serum bilirubin (TSB) thresholds for starting phototherapy and 

exchange transfusion in term babies with neonatal hyperbilirubinaemia? 

Information for parents or carers  

Recommendations in this section of the guideline 

Threshold table 

Consensus-based bilirubin thresholds for management of babies 38 weeks or more 

gestational age with hyperbilirubinaemia 

Age (hours)  Bilirubin measurement (micromol/litre)  

0 >100 >100 

6 >125 >150 

12 >150 >200 

https://www.nice.org.uk/guidance/cg98/evidence/addendum-pdf-2490921037
https://www.nice.org.uk/guidance/cg98/chapter/Recommendations#information-for-parents-or-carers
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18 >175 >250 

24 >200 >300 

30 >212 >350 

36 >225 >400 

42 >237 >450 

48 >250 >450 

54 >262 >450 

60 >275 >450 

66 >287 >450 

72 >300 >450 

78 >312  450 

84  325 >450 

90 >337 >450 

96+ >350 >450 

Action  Start 
phototherapy  

Perform an exchange transfusion unless the bilirubin level 
falls below threshold while the treatment is being prepared 

 

1.1.1 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 backed up by written information. Care should be taken to 

avoid causing unnecessary anxiety to parents or carers. Information should 

include: 

● factors that influence the development of significant 

hyperbilirubinaemia  

● 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 the baby's nappies for dark urine or pale 

chalky stools 

● the fact that neonatal jaundice is common, and reassurance that it is 

usually transient and harmless 

● reassurance that breastfeeding can usually continue. 



2019 surveillance of Jaundice in newborn babies under 28 days – Consultation document 7 of 45 

Surveillance proposal 

No new information was identified at 2012 evidence update, 2014 and 2019 surveillance 

reviews.  

 

1.2 Care for all babies  

Recommendations in this section of the guideline 

1.2.1 Identify babies as being more likely to develop significant hyperbilirubinaemia if 

they have any of the following factors: 

● gestational age under 38 weeks 

● a previous sibling with neonatal jaundice requiring phototherapy 

● mother's intention to breastfeed exclusively 

● visible jaundice in the first 24 hours of life.  

1.2.2 Ensure that adequate support is offered to all women who intend to breastfeed 

exclusively. See the NICE guideline on postnatal care for information on 

breastfeeding support.  

1.2.3 In all babies: 

● check whether there are factors associated with an increased 

likelihood of developing significant hyperbilirubinaemia soon after 

birth  

● examine the baby for jaundice at every opportunity especially in the 

first 72 hours.  

1.2.4 Parents, carers and healthcare professionals should all look for jaundice (visual 

inspection) in babies. [2016] 

1.2.5 When looking for jaundice (visual inspection): 

● check the naked baby in bright and preferably natural light 

● examine the sclerae and gums and press lightly on the skin to check 

for signs of jaundice in 'blanched' skin. [2016] 

1.2.6 Do not rely on visual inspection alone to estimate the bilirubin level in a baby 

with suspected jaundice. [2016] 

1.2.7 Do not measure bilirubin levels routinely in babies who are not visibly jaundiced. 

[2010] 

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

● umbilical cord blood bilirubin level 

https://www.nice.org.uk/guidance/cg98/chapter/Recommendations#care-for-all-babies
https://www.nice.org.uk/guidance/cg37
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● end-tidal carbon monoxide (ETCOc) measurement 

● umbilical cord blood direct antiglobulin test (DAT) (Coombs' test). 

[2010] 

Additional care 

1.2.9 Ensure babies with factors associated with an increased likelihood of developing 

significant hyperbilirubinaemia receive an additional visual inspection by a 

healthcare professional during the first 48 hours of life. [2010] 

1.2.11 In all babies with suspected or obvious jaundice in the first 24 hours of life, 

continue to measure the serum bilirubin level every 6 hours until the level is both: 

● below the treatment threshold 

● stable below the treatment threshold 

● stable and/or falling. [2010] 

1.2.12 Arrange a referral to ensure that an urgent medical review is conducted (as soon 

as possible and within 6 hours) for babies with suspected or obvious jaundice in 

the first 24 hours of life to exclude pathological causes of jaundice. [2010] 

1.2.13 Interpret bilirubin levels according to the baby's postnatal age in hours and 

manage hyperbilirubinaemia according to the threshold table and the treatment 

threshold graphs. [2010] 

Care for babies more than 24 hours old 

1.2.14 Measure and record the bilirubin level urgently (within 6 hours) in all babies more 

than 24 hours old with suspected or obvious jaundice. [2010] 

How to measure the bilirubin level 

1.2.15 Use serum bilirubin measurement for babies: 

●  in the first 24 hours of life or 

● who have a gestational age of less than 35 weeks. [2016] 

1.2.16 In babies who have a gestational age of 35 weeks or more and who are over 24 

hours old: 

● use a transcutaneous bilirubinometer to measure the bilirubin level 

● if a transcutaneous bilirubinometer is not available, measure the 

serum bilirubin 

● if a transcutaneous bilirubinometer measurement indicates a bilirubin 

level greater than 250 micromol/litre, measure the serum bilirubin to 

check the result 

● use serum bilirubin measurement if bilirubin levels are at or above the 

relevant treatment thresholds for their age, and for all subsequent 

measurements. [2016] 

http://www.nice.org.uk/guidance/cg98/resources
http://www.nice.org.uk/guidance/cg98/resources
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1.2.17 Do not use an icterometer to measure bilirubin levels in babies. [2016] 

Surveillance proposal 

This section of the guideline should not be updated.  

 

Care for all babies 

Previous surveillance summary 

Recommendations in this section (1.2 Care for all babies) were updated in 2016 and full 

details are available in the Full guideline addendum. Evidence from 1 study (1) identified 

during the 2012 surveillance process and 1 study (2) identified during the 2014 surveillance 

review were considered during the 2016 update.  

2019 surveillance summary 

Bilirubin assays 

Transcutaneous bilirubin nomograms 

Three systematic reviews (3–5) were identified that assessed the accuracy of transcutaneous 

bilirubin (TcB) nomograms to identify neonatal hyperbilirubinaemia.  

One systematic review (3) found no differences between the predictive abilities of the total 

serum bilirubin (TSB) and TcB nomograms (the pooled area under curve was 0.819 versus 

0.817 for TSB and TcB respectively n=14 studies).  

Two other systematic reviews (4,5) assessed the correlation between TcB and TSB to identify 

hyperbilirubinaemia. One systematic review (4) found a moderate correlation between TcB 

and TSB measurements during phototherapy. The pooled estimates of correlation 

coefficients (r) during phototherapy were: covered sites 0.71 (95% CI 0.64 to 0.77, 11 

studies), uncovered sites 0.65 (95% CI 0.55 to 0.74, 8 studies), forehead 0.70 (95% CI 0.64 to 

0.75, 12 studies) and sternum 0.64 (95% CI 0.43 to 0.77, 5 studies). The correlation 

coefficient improved slightly in the post phototherapy phase (r=0.72, 95% CI 0.64 to 0.78, 4 

studies). The other systematic review (5) indicated that the TcB measurement was 

comparable with TSB in preterm infants with hyperbilirubinaemia. The pooled estimates of 

correlation for combination of both sternal and forehead site measurement for TcB and TSB 

was r=0.82 (95% CI 0.78 to 0.85). 

Smartphone camera 

An RCT (6) was identified that investigated the efficacy of a digital image produced by a 

smartphone camera as a screening tool for neonatal hyperbilirubinaemia. A total of 64 infants 

with gestational age >35 weeks were included. Images of the glabella were obtained with 

directly applied pressure, with a dermatoscope, or a dermatoscope equipped with a Wratten 

filter. The red, green and blue colour intensities of each image were compared with bilirubin 

https://www.nice.org.uk/guidance/cg98/evidence/addendum-pdf-2490921037
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levels. The findings indicated that a smartphone equipped with a consistent light source in 

the form of a dermatoscope may be an effective screening tool for neonatal 

hyperbilirubinaemia. The dermatoscope‐acquired intensities of the green and blue channels 

were significantly correlated with bilirubin measurements (Pearson's r=0.59 and 0.48, 

respectively). 

Intelligence gathering 

A topic expert highlighted 4 studies for consideration which were assessed; one was included 

(Munkholm et al., 2018) and 3 excluded as they did not meet this surveillance review’s 

inclusion criteria.  

Impact statement 

Transcutaneous bilirubin nomograms 

This section was updated in 2016 following the 2014 surveillance review where new 

evidence on the use of TcB in preterm infants was identified. The original recommendation 

on TcB was in those >35 weeks gestational age (and greater than 24 hours of age) and 

therefore the primary aim of updating this question was to assess whether the existing 

recommendation should be extended to preterm babies (<35 weeks) or not. Following 

extensive review of evidence committee decided against extending the recommendation to 

those <35 weeks gestation. This was mainly because there was very wide range of mean 

differences in bilirubin when comparing TcB against TSB was seen across the included 

studies. Furthermore, the range of accuracy/mean difference in bilirubin observed for the 

different devices measuring TcB were not clinically acceptable for diagnosing jaundice in 

preterm infants. 

Evidence from 3 systematic reviews in the current surveillance review found no differences 

between the predictive abilities of the TSB and TcB nomogram for hyperbilirubinaemia in 

preterm babies. Therefore, no impact on current recommendations is anticipated. 

New evidence is unlikely to change guideline recommendations. 

 

1.3 Management and treatment of hyperbilirubinaemia  

 Information for parents or carers on treatment 

1.3.1 Offer parents or carers information about treatment for hyperbilirubinaemia, 

including: 

● anticipated duration of treatment 

● reassurance that breastfeeding, nappy-changing and cuddles can 

usually continue. [2010] 

https://www.nice.org.uk/guidance/cg98/chapter/Recommendations#management-and-treatment-of-hyperbilirubinaemia
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1.3.2 Encourage mothers of breastfed babies with jaundice to breastfeed frequently, 

and to wake the baby for feeds if necessary. [2010] 

1.3.3 Provide lactation/feeding support to breastfeeding mothers whose baby is visibly 

jaundiced. [2010] 

How to manage hyperbilirubinaemia 

1.3.4 Use the bilirubin level to determine the management of hyperbilirubinaemia in all 

babies (see threshold table and the treatment threshold graphs). [2010] 

1.3.5 Do not use the albumin/bilirubin ratio when making decisions about the 

management of hyperbilirubinaemia. [2010] 

1.3.6 Do not subtract conjugated bilirubin from total serum bilirubin when making 

decisions about the management of hyperbilirubinaemia (see threshold table and 

the treatment threshold graphs). [2010] 

Surveillance proposal 

This section of the guideline should not be updated.  

 

Management and treatment of hyperbilirubinaemia 

Previous surveillance summary 

No relevant evidence was identified.  

2019 surveillance summary 

Bilirubin/albumin ratios 

An RCT (7) assessed the use of bilirubin/albumin ratios (B/A ratio) as well as TSB threshold to 

guide to management of hyperbilirubinaemia in 615 preterm infants (≤32 weeks). The 

findings indicated that additional use of bilirubin/albumin ratio did not improve the rates of 

death and/or severe neurodevelopmental impairment and neurodevelopmental outcome. 

Intelligence gathering 

There was no new intelligence from the 2019 surveillance process of relevance to this 

section of the guideline. 

Impact statement 

The identified evidence indicates that the use of bilirubin/albumin ratio in the management of 

hyperbilirubinaemia may not be effective in improving neonatal outcomes in preterm babies 

which is in line with the current recommendation (1.3.5 ‘Do not use the albumin/bilirubin 

ratio when making decisions about the management of hyperbilirubinaemia’). 

http://www.nice.org.uk/guidance/cg98/resources
http://www.nice.org.uk/guidance/cg98/resources
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New evidence is unlikely to change guideline recommendations. 

 

1.4 Measuring and monitoring bilirubin thresholds before and 

during phototherapy  

Recommendations in this section of the guideline 

Before starting phototherapy 

1.4.1 In babies who are clinically well, have a gestational age of 38 weeks or more and 

are more than 24 hours old, and who have a bilirubin level that is below the 

phototherapy threshold but within 50 micromol/litre of the threshold (see the 

threshold table and the treatment threshold graphs), repeat bilirubin 

measurement as follows: 

● within 18 hours for babies with risk factors for neonatal jaundice 

(those with a sibling who had neonatal jaundice that needed 

phototherapy or a mother who intends to exclusively breastfeed) 

● within 24 hours for babies without risk factors. [new 2016] 

1.4.2 In babies who are clinically well, have a gestational age of 38 weeks or more and 

are more than 24 hours old, and who have a bilirubin level that is below the 

phototherapy threshold by more than 50 micromol/litre (see threshold table and 

the treatment threshold graphs), do not routinely repeat bilirubin measurement. 

[new 2016] 

1.4.3 Do not use phototherapy in babies whose bilirubin does not exceed the 

phototherapy threshold levels in the threshold table and the treatment threshold 

graphs). [2010] 

During phototherapy 

1.4.5 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. [2010] 

Stopping phototherapy 

● 1.4.5 Stop phototherapy once serum bilirubin has fallen to a level at 

least 50 micromol/litre below the phototherapy threshold (see 

threshold table and the treatment threshold graphs) [2010] 

http://www.nice.org.uk/guidance/cg98/resources
http://www.nice.org.uk/guidance/cg98/resources
http://www.nice.org.uk/guidance/cg98/resources
http://www.nice.org.uk/guidance/cg98/resources
http://www.nice.org.uk/guidance/cg98/resources
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1.4.6 Check for rebound of significant hyperbilirubinaemia with a repeat serum bilirubin 

measurement 12–18 hours after stopping phototherapy. Babies do not 

necessarily have to remain in hospital for this to be done. [2010] 

Type of phototherapy to use 

1.4.7 Do not use sunlight as treatment for hyperbilirubinaemia. [2010] 

● 1.4.8 Use phototherapy* to treat significant hyperbilirubinaemia (see 

threshold table and the treatment threshold graphs) in babies. [new 

2016] 

1.4.9 Consider intensified phototherapy** to treat significant hyperbilirubinaemia in 

babies if any of the following apply [new 2016]: 

● the serum bilirubin level is rising rapidly (more than 8.5 micromol/litre 

per hour) 

●  the serum bilirubin is at a level within 50 micromol/litre below the 

threshold for which exchange transfusion is indicated after 72 hours 

or more since birth (see threshold table and the treatment threshold 

graphs) 

● 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). [2010] 

1.4.10 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. [2010] 

Information for parents or carers on phototherapy 

1.4.11 Offer parents or carers verbal and written information on phototherapy including 

all of the following: 

● why phototherapy is being considered 

● why phototherapy may be needed to treat significant 

hyperbilirubinaemia  

● the possible adverse effects of phototherapy 

● the need for eye protection and routine eye care 

● reassurance that short breaks for feeding, nappy changing and 

cuddles will be encouraged 

● what might happen if phototherapy fails 

● rebound jaundice 

● potential long-term adverse effects of phototherapy 

http://www.nice.org.uk/guidance/cg98/resources
http://www.nice.org.uk/guidance/cg98/resources
http://www.nice.org.uk/guidance/cg98/resources
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● potential impact on breastfeeding and how to minimise this. [2010] 

General care of the baby during phototherapy 

1.4.12 During phototherapy: 

● place the baby in a supine position unless other clinical conditions 

prevent this 

● ensure treatment is applied to the maximum area of skin  

● monitor the baby's temperature and ensure the baby is kept in an 

environment that will minimise energy expenditure (thermoneutral 

environment)  

● monitor hydration by daily weighing of the baby and assessing wet 

nappies 

● support parents and carers and encourage them to interact with the 

baby. [2010] 

1.4.13 Give the baby eye protection and routine eye care during phototherapy. [2010] 

1.4.14 Use tinted headboxes as an alternative to eye protection in babies with a 

gestational age of 37 weeks or more undergoing phototherapy. [2010] 

Monitoring the baby during phototherapy 

1.4.15 During phototherapy: 

● using clinical judgement, encourage short breaks (of up to 30 minutes) 

for breastfeeding, nappy changing and cuddles 

● continue lactation/feeding support 

● do not give additional fluids to babies who are breastfed.  

Maternal expressed milk is the additional feed of choice if available, and when additional 

feeds are indicated. [2016] 

Phototherapy equipment 

1.4.17 Ensure all phototherapy equipment is maintained and used according to the 

manufacturers' guidelines. [2010] 

1.4.18 Use incubators or bassinets according to clinical need and availability. [2010] 

1.4.19 Do not use white curtains routinely with phototherapy as they may impair 

observation of the baby. [2010] 

* Phototherapy given using an artificial light source with an appropriate spectrum and irradiance. This 
can be delivered using light-emitting diode (LED), fibreoptic or fluorescent lamps, tubes or bulbs. 

** Phototherapy that is given with an increased level of irradiance with an appropriate spectrum. 
Phototherapy can be intensified by adding another light source or increasing the irradiance of the 
initial light source used. 
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Surveillance proposal 

These recommendations should not be updated.  

 

Measuring and monitoring bilirubin thresholds before and during 

phototherapy 

Previous surveillance summary 

Recommendations in this section (1.4 Measuring and monitoring bilirubin thresholds before 

and during phototherapy) were considered for update in 2016 and full details are available in 

the Full guideline addendum. The review questions for the update were: 

● What are the optimal total serum bilirubin (TSB) thresholds for starting phototherapy and 

exchange transfusion in term babies with neonatal hyperbilirubinaemia? What is the best 

modality of giving phototherapy (clinical and cost-effectiveness)? 

● What is the best modality of giving phototherapy (clinical and cost-effectiveness)? 

Evidence from 6 studies (8–12) identified during the 2012 surveillance process and 13 

studies (13–19)(20–25) identified during the 2014 surveillance review were considered 

during the 2016 update. 

2019 surveillance summary 

Type of phototherapy to use 

We identified 10 RCTs of light-emitting diode (LED) phototherapy treatment for neonatal 

hyperbilirubinaemia (see Table 1). 

Conventional phototherapy versus LED 

One RCT (26) found that LED phototherapy is more effective than a conventional 

phototherapy to reduce TSB levels (mean decrease (micromol/litre/hour) LED: 5.3±2.91 

conventional: 3.76±2.39). Two other RCTs (27,28) also found that TSB decrease was higher 

after 24 hours treatment following LED and intensive phototherapy compared with 

conventional phototherapy, while 1 RCT (29) found that double LED is more effective than 

the single LED to decrease TSB. 

LED versus fluorescent tubes 

One RCT (30) found that LED with heterogeneous irradiance was as effective as fluorescent 

tubes phototherapy with homogeneous irradiance (TSB decline after 24 hours: LED: 

0.16±0.09 mg/dl/hour; fluorescent light 0.16±0.08 mg/dl/hour p=0.87). One other RCT (31) 

found that LED treatment was superior to fluorescent tubes (success rate [avoidance of 

exchange transfusion] LED: 87% fluorescent tubes: 64%). 

https://www.nice.org.uk/guidance/cg98/evidence/addendum-pdf-2490921037
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Evidence from 1 RCT (32) indicated that mean duration of treatment of phototherapy with 

LED light was significantly shorter compared with fluorescent lights (36.83±2.09 hours versus 

45.66±2.52 hours). 

Broad-spectrum light phototherapy versus a blue light LED 

One RCT (33) found that duration of phototherapy is reduced with a broad-spectrum light 

(BSL) phototherapy compared with a blue LED phototherapy for the treatment of 

hyperbilirubinaemia in late preterm and term infants (duration of phototherapy BSL:15.8±4.9 

hours LED: 20.6±6.0 hours). Evidence from 1 RCT (29) indicated that the intensive 

phototherapy (double light versus single light) may improve the efficacy of phototherapy. 

Turquoise, green light versus blue light LED 

Two RCTs (34,35) found turquoise, green light and blue light LED had equally reduced 

hyperbilirubinaemia in neonates. 

Prophylactic versus therapeutic phototherapy 

Evidence from 1 RCT (36) that assessed the efficacy of prophylactic versus therapeutic 

phototherapy in 50 very low birthweight babies indicated that prophylactic phototherapy had 

no effect in improving the rate of exchange transfusion. 

Procedure of giving phototherapy 

We identified 10 RCTs or systematic reviews examining different methods of giving 

phototherapy treatment for neonatal hyperbilirubinaemia (see Table 2). 

Intermittent phototherapy versus continuous phototherapy 

Three RCTs assessed the efficacy of intermittent phototherapy compared with continuous 

phototherapy in improving hyperbilirubinaemia. In 1 RCT (37), decrease in serum bilirubin 

was similar in intermittent phototherapy group and continuous phototherapy group after 36 

hours, whereas in other 2 RCTs (38,39) decrease in TSB was higher in the intermittent group. 

Discontinuation of phototherapy  

One RCT (40) indicated that there was no significant post‐phototherapy bilirubin rebound in 

2 groups of neonates, with 2 levels of bilirubin 11 mg/dl level compared with 13 mg/dl, at 

discontinuation of phototherapy. 

Additional fluids 

One Cochrane systematic review (41) and 1 RCT (42) assessed the efficacy of oral or 

intravenous fluid supplementation adjunct to phototherapy on accelerating the decline of 

serum bilirubin in neonates with hyperbilirubinemia. The systematic review (41) indicated 

that the addition of IV fluid supplementation to phototherapy improved the total serum 

bilirubin compared with phototherapy alone at 4 hours following the treatment (MD −34.00 

micromol/litre 95% CI −52.29 to −15.71 n=67, study=1). The change in serum bilirubin was 

similar between the IV fluid and oral fluid supplementation groups. The RCT (42) indicated 
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that decline in serum bilirubin was greater in the IV group when compared with the oral 

group (IV group:15.5%, 95% CI 11.7 to 19.4%, Oral group: 9.1%, 95% CI 7.3 to 10.9%). 

Phototherapy with and without chest shielding  

Two systematic reviews (43,44) on chest shielding in preterm babies receiving phototherapy 

were identified. Both systematic reviews included 2 studies and one systematic review 

indicated that use of chest shield was associated with a lower frequency of patent ductus 

arteriosus (OR=0.47, 95% CI 0.23 to 0.96) (43) while the other found no difference (44). 

Reflective materials 

Evidence from 1 systematic review (45) and 1 RCT (46) indicated that using white curtains 

and reflective materials around phototherapy machines decreased the mean serum bilirubin 

and duration of the phototherapy. 

Intelligence gathering 

There was no new intelligence from the 2019 surveillance process of relevance to this 

section of the guideline. 

Impact statement 

Type of phototherapy to use 

This section was updated in 2016. The committee discussed that the actual spectrum of light 

and levels of irradiance are directly related to the rate of decrease of serum bilirubin, not just 

the overall modality of light sources used (e.g. fluorescent, LED or fiberoptic) as each of these 

modality of light sources has a different spectrum and could be set to varying degrees of 

irradiance. Therefore, simply comparing the overall modality of light sources without 

comparing the actual spectrum and irradiance used would not give a clear picture of the 

efficacy. The committee felt that current evidence is unclear to suggest any differences on 

these outcomes simply by the modality of light sources. Therefore, the guideline committee 

could not specify which specific modality is the best. 

Evidence from 10 RCTs in the current surveillance review indicated that phototherapy 

treatment with LED light seems more effective than conventional phototherapy (shorter 

treatment length, lower exchange transfusion rate, higher TSB decrease). Further evidence 

from 6 RCTs indicated that LED phototherapy and intensive treatment may be superior to 

fluorescent tube light in reducing the length of treatment and increasing the success rate. 

Turquoise, green light and blue light LED had equally reduced hyperbilirubinaemia in 

neonates and broad-spectrum light appeared more effective than a blue light LED 

phototherapy. These findings are based on the assessment of the abstracts only and actual 

spectrum and degrees of irradiance were not reported. There are currently no 

recommendations to specify the type of phototherapy to use in the guideline. Although, the 

new evidence supports previous findings suggesting effectiveness of LED, the studies are 

heterogeneous and insufficient to recommend LED compared with conventional 

phototherapy. 
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New evidence is unlikely to change guideline recommendations. 

Procedure of giving phototherapy 

Conflicting results from 3 RCTs does not allow a conclusion about whether one procedure of 

giving phototherapy is superior to another.  

One RCT indicated that occurrence of bilirubin rebound was similar when two threshold 

levels for discontinuation of phototherapy were examined. No further evidence was 

identified, and this small single study’s finding has no impact on current recommendation on 

discontinuation of phototherapy based on the threshold table. 

The guideline recommends that good clinical practice should ensure that babies are kept 

hydrated while undergoing phototherapy and maternal expressed milk is the additional feed 

of choice if available when additional feeds are indicated. The guideline also recommends ‘do 

not’ give additional fluid or feeds routinely for hydration. Evidence from 1small study (n=67) a 

in a systematic review and 1 other RCT indicated that the addition of IV fluid 

supplementation to phototherapy may decrease total serum bilirubin better than the 

phototherapy alone. The new evidence is from one small study and insufficient to change the 

current guideline recommendations. 

Evidence from 2 systematic reviews was conflicting for the effect of shielding on the ductus 

arteriosus. The findings were based on 3 small studies (in the 2 systematic reviews) with 

limited clinical outcomes reported. As such, the evidence is insufficient to impact on the 

guideline. 

Evidence from 1 systematic review and 1 RCT supports the use of reflective curtains and 

materials around phototherapy machines. However, the original guideline development 

committee did not want to recommend the use of curtains around phototherapy machines as 

their use compromises the ability to observe the baby. Hence the identified new evidence is 

unlikely to impact the current recommendations.  

New evidence is unlikely to change guideline recommendations. 

 

Table 1-Type of phototherapy to use (data extracted from abstracts) 

(RCT = randomised controlled trial, SR = systematic review, TSB = total serum bilirubin) 

Authors (Year) 
Study type 

Population Intervention and 
Comparator 

Outcome and 
Follow up 

Result 

Conventional phototherapy versus light-emitting diode (LED) 

Gutta et al., 
2019 (26) 
RCT 

166 babies, 
≥35 weeks 
gestation 

LED 
vs 
Conventional 
phototherapy 

TSB decrease  Improved with intervention 
TSB decrease (micromol/litres/hour 
mean±SD) 
LED: 5.3±2.91 
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Authors (Year) 
Study type 

Population Intervention and 
Comparator 

Outcome and 
Follow up 

Result 

Conventional: 3.76±2.39, p<0.001 

El-Farrash et al., 
2019 (27) 
RCT 

120 babies, 
≥35 weeks 
gestation  

Blue LED 
vs  
Conventional 
phototherapy 
vs 
Intensive 
phototherapy 

TSB decrease  
Follow up 24 hours 

Improved with intervention 
TSB. Decreased in all 3 groups with 
significantly lower levels following intensive 
and LED phototherapy compared with 
conventional phototherapy (p<0.05 for both) 

Zhang et al., 
2016 (28) 
RCT 

144 babies Intensive 
phototherapy  
vs 
Conventional 
phototherapy 

TSB level 
Reduction in serum 
bilirubin level 
Follow up 12 hours 

Improved with intervention 
TSB level. Significantly lower in intensive 
group compared with conventional 
phototherapy (p<0.05)  
Reduction in serum bilirubin level. 
Significantly lower in intensive group 
compared with conventional phototherapy 
(p<0.05) 

LED versus fluorescent tubes 

Brandao et al., 
2015 (30) 
RCT 

74 babies, 
≥35 weeks 
gestation 

Blue LED (17-bulb) 
vs 
Fluorescent tubes 
(7-bulb daylight 
device) 

TSB decrease 
Hypothermia (<36ᵒ) 
Follow up 24 hours 

Improved with intervention 
TSB decrease (mg/dl/hour ±SD) 
LED: 0.16±0.09  
Day light device 0.16±0.08 
Hypothermia 
LED: 23% 
Day light device: 9%, p=0.02 

Sherbiny et al., 
2016 (31) 
RCT 

200 babies 
≥35 weeks 
gestation 

LED 
vs 
Fluorescent tubes 

Avoidance of 
exchange 
transfusion 
Side effects: 
hyperthermia, 
dehydration, skin 
rash 

Improved with intervention 
Avoidance of exchange transfusion 
LED: 87%, fluorescent tubes: 64% p=0.003 
Hyperthermia 
LED: 0%, fluorescent tubes: 12% p=0.03 
Dehydration  
LED: 2%, fluorescent tubes: 8% p=0.26 
Skin rash 
LED: 1%, fluorescent tubes: 39% p=0.002 

Tufail, et al., 
2019 (32) 
RCT 

460 babies, 
mean 
gestational 
age 32 
weeks 

Phototherapy LED 
vs 
Phototherapy with 
fluorescent lights 

Duration of 
treatment 
Follow up at end of 
treatment 

Improved with intervention 
Mean duration of treatment (hours ±SD) 
LED: 36.83±2.09  
Fluorescent lights: 45.66±2.52, p=0.0001 

Broad-spectrum light (BSL) phototherapy versus a blue light LED 

Pratesi et al., 
2015 (33) 
RCT 

40 babies, 
35-41 
weeks 
gestation 

Blue LED 
vs 
Broad-spectrum 
light 

Duration of 
phototherapy 
Follow up, end of 
treatment 

Improved with intervention 
Duration of phototherapy (hours ±SD) 
Blue LED: 20.6±6.0  
Broad-spectrum light: 15.8±4.9, p=0.009 

Donneborg et 
al., 2018 (29) 
RCT 

83 babies, 
≥33 weeks 
gestation 

Double LED 
vs 
Single LED 

% TSB decrease  
Follow up 12 and 
24 hours 

% TSB decrease, 12 hours  
Double LED: 39% (95% CI 37 to 42) 
Single LED: 30% (95% CI 27 to 32), p<0.001 
% TSB decrease, 24 hours 
Double LED: 58% (95% CI 56 to 61)  
Single LED: 47% (95% CI 44 to 50), p<0.001 
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Authors (Year) 
Study type 

Population Intervention and 
Comparator 

Outcome and 
Follow up 

Result 

Turquoise, green light versus blue light LED 

Ebbesen et al., 
2016 (34) 
RCT 

91 babies, 
≥33 weeks 
gestation 

Blue LED 
vs 
Turquoise LED 

Median TSB 
decline  
Follow up 24 hours 

No significant difference between 
intervention and comparator 
Median TSB decline  
Blue LED: 33.1% (95% CI 27.1 to 36.8) 
Turquoise LED: 35.3% (95% CI 32.5 to 37.3) 

Kuboi et al., 
2019 (35) 
RCT 

34 babies 
 

Blue LED 
vs 
Green LED 

Mean TSB decline 
Follow up 24 hours 

No significant difference between 
intervention and comparator 
Mean TSB decline (mg/dl ±SD)  
Blue LED: from 16.2±1.3 to 14.5±1.7  
Green LED: from 15.3±1.5 to 13.9±1.5 

Table 2 Procedure of giving phototherapy (data extracted from abstracts) 

(RCT = randomised controlled trial, SR = systematic review, TSB = total serum bilirubin) 

Authors (Year) 
Study type 

population Intervention and 
Comparator 

Outcome and 
Follow up 

Result 

Intermittent phototherapy versus continuous phototherapy 

Taheritafti and 
Taheritafti 2019 
(37) 
RCT 

60 term 
babies 

Intermittent 
phototherapy, on 
for 18 hours and 
off for 8 hours 
vs 
Continuous 
phototherapy for 
24 hours 

Duration of 
phototherapy 

No significant difference between 
intervention and comparator 
Duration of phototherapy (hours±SD) 
Continuous: 45.26±16.39 
Intermittent: 46±11.82 
Rate of serum bilirubin cessation was similar 
after 36 hours 

Sachdeva et al., 
2015 (38) 
RCT 

75 babies, 
≥35 weeks 
gestation 

Continuous 
phototherapy 
vs 
Intermittent 
phototherapy 

Decrease in TSB 
Follow up 
phototherapy was 
continued until 
TSB<13 mg/dl 

Improved with intervention 
Decrease in TSB  
Decrease was significantly higher in 
intermittent phototherapy p=0.002 

Khaliq, et al., 
2016 (39) 
RCT 

258 babies Intermittent 
phototherapy  
vs 
Continuous 
phototherapy 

Decrease in TSB No significant difference between 
intervention and comparator 
Decrease in TSB (mg/dl ±SD) 
Intermittent: 4.78 mg/dl±1.20 
Continuous: 4.63 mg/dl±1.18 

Discontinuation of phototherapy 

Niknafas et al., 
2014 (40) 
RCT 

115 babies Group A: 
phototherapy 
discontinued at 
bilirubin level 11 
mg/dl 
vs 
Group B: 
phototherapy 
discontinued at 
bilirubin level 13 
mg/dl 

Significant rebound 
Follow up 24 hours 

No significant difference between 
intervention and comparator 
Significant rebound  
Group A: N=9 (69%)  
Group B: n=3 (21%) 
Logistic regression analysis showed that 
intravenous serum therapy was the only risk 
factor significantly associated with rebound 
(p=0.005). 

Additional fluids 
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Authors (Year) 
Study type 

population Intervention and 
Comparator 

Outcome and 
Follow up 

Result 

Lai, et al., 2017 
(41) 
Cochrane SR, 6 
studies 

494 term 
babies 

IV fluid 
supplementation 
vs 
No IV fluid 
supplementation 

Serum bilirubin 
level 
Need for exchange 
transfusion 
Follow up 4 and 
8hours 

Improved with intervention 
Serum bilirubin level, 4 hours (1 study, 67 
babies) 
Mean Difference −34.00 micromol/litres 
(95% CI −52.29 to −15.71) 
Exchange transfusion (6 studies, 462 babies) 
Risk Ratio 0.39 (95% CI 0.21 to 0.71) 
Risk Difference −0.01 (95% CI −0.04 to 0.02) 

Lai, et al., 2017 
(41) 
Cochrane SR, 6 
studies 

494 term 
babies 

IV fluid 
supplementation 
vs 
Oral fluid 
supplementation (1 
study) 

Serum bilirubin 
level 
Need for exchange 
transfusion 
Follow up 4 and 
8hours 

Not significant difference between 
intervention and comparator 
Serum bilirubin level 4 hours (54 babies) 
Mean Difference 11.00 micromol/litre (95% 
CI −21.58 to 43.58) 
Exchange transfusion  
Risk Ratio 1.60 (95% CI 0.60 to 4.27) 
Risk Difference 0.11 (95% CI −0.12 to 0.34) 

Goyal et al., 
2018 (42) 
RCT 

101 term 
and nearly 
term 
babies with 
severe 
hyperbiliru
binaemia 

IV fluid 
supplementation 
vs 
Oral fluid 
supplementation 
vs 
No 
supplementation 

Decline in serum 
bilirubin 
Follow up 8hours 

Improved with intervention 
Decline in serum bilirubin  
IV: 15.5% (95% CI 11.7 to 19.4)  
Oral: 9.1% (95% CI 7.3 to 10.9)  
Control: 8.0% (95% CI 6.2 to 9.7), p<0.001 
Duration of phototherapy and proportion of 
neonates needing exchange transfusion were 
comparable in the 3 study groups 

Phototherapy with and without chest shielding 

Mannan and 
Amin., 2017 
(43) 
SR, 2 small 
studies 

 Phototherapy with 
chest shielding  
vs 
Phototherapy with 
no chest shielding 

Haemodynamically 
patent ductus 
arteriosus  
 

Improved with intervention 
Haemodynamically patent ductus arteriosus 
(1 RCT, 74 babies) 
Odds Ratio 0.47 (95% CI 0.23 to 0.96) 

Bhola et al., 
2015 (44) 
SR (Cochrane), 
2 small studies 

 Phototherapy with 
chest shielding  
vs 
Phototherapy with 
no chest shielding 

Haemodynamically 
patent ductus 
arteriosus  
Patent ductus 
arteriosus detect 
by murmur 

Not significant difference between 
intervention and comparator 
Haemodynamically patent ductus arteriosus  
Risk Ratio 0.23 (95% CI 0.05 to 1.01) 
Risk Difference −0.18 (95% CI −0.34 to 
−0.03) 
Number Needed to Treat 5 (95% CI 3 to 33) 
Improved with intervention 
Patent ductus arteriosus detect by murmur (1 
RCT, 74 babies)  
Risk Ratio 0.50 (95% CI 0.29 to 0.88) 
Risk Difference −0.30 (95% CI −0.52 to 
−0.08) 
Number Needed to Treat 3 (95% CI 2 to 12) 

Reflective materials 

Lee Wan Fei, 
2019 (45) 
SR  

 Use of reflective 
materials around 
phototherapy 
units: 
white 100% cotton 
cloths (one study), 

Duration of 
phototherapy  
Mean decrease 
TSB 
Follow up 4 hours 

Improved with intervention 
Duration of phototherapy (3 studies) 
Effect size: 0.82, p=0.04 
Mean decrease TSB (micromol/litre) 
11.39 (95% CI 2.26 to 20.52), p=0.01 
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Authors (Year) 
Study type 

population Intervention and 
Comparator 

Outcome and 
Follow up 

Result 

white plastic 
covers (2 studies), 
under pads (one 
study), and silver 
fabric cloth (one 
study) 
vs 
No reflective 
material 

Lahiri et al., 
2016 (46) 
RCT 

102 term 
babies 

Curtains during 
phototherapy 
vs 
No curtains during 
phototherapy. 

Mean TSB 
Mean duration of 
phototherapy 
Follow up 4, 12, 
and 24 hours 

Improved with intervention 
Mean TSB (mg/dl ±SD) 
Curtains 
4 hours: 17.42±1.04  
12 hours:14.52±1.05  
24 hours: 11.33±1.11  
No curtains 
4 hours: 18.02±1.13  
12 hours: 17.6±1.09  
24 hours: 16.65±1.11  
Mean duration of phototherapy (hours ±SD) 
Curtains: 28.87±4.11 
No curtains: 51.14±18.62, p<0.01 

 

1.5 Factors that influence the risk of kernicterus  

Recommendations in this section of the guideline 

1.5.1 Identify babies with hyperbilirubinaemia as being at increased risk of developing 

kernicterus if they have any of the following: 

● a serum bilirubin level greater than 340 micromol/litre in babies with 

a gestational age of 37 weeks or more 

● a rapidly rising bilirubin level of greater than 8.5 micromol/litre per 

hour  

● clinical features of acute bilirubin encephalopathy. [2010] 

Surveillance proposal 

This recommendation should not be updated.  

 

https://www.nice.org.uk/guidance/cg98/chapter/Recommendations#factors-that-influence-the-risk-of-kernicterus
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Factors that influence the risk of kernicterus  

Previous surveillance summary 

No studies relevant to this section of the guideline were identified in the 2012 evidence 

update. One RCT (47) was identified in 2014 surveillance review; this indicated that 

anaesthesia during caesarean section may be a risk factor for hyperbilirubinaemia.  

2019 surveillance summary 

No relevant evidence was identified. 

Intelligence gathering 

There was no new intelligence from the 2019 surveillance process of relevance to this 

section of the guideline. 

Impact statement  

The original guideline did not consider delivery type to be a consistent factor associated with 

an increased risk of hyperbilirubinaemia and we did not find any new evidence in the current 

surveillance review concerning this, therefore no impact on current recommendations is 

anticipated.  

New evidence is unlikely to change guideline recommendations. 

 

1.6 Formal assessment for underlying disease  

Recommendations in this section of the guideline 

1.6.1 In addition to a full clinical examination by a suitably trained healthcare 

professional, carry out all of the following tests in babies with significant 

hyperbilirubinaemia as part of an assessment for underlying disease (see 

threshold table and the treatment threshold graphs): 

● serum bilirubin (for baseline level to assess response to treatment) 

● blood packed cell volume  

● blood group (mother and baby) 

● DAT (Coombs' test). Interpret the result taking account of the 

strength of reaction, and whether mother received prophylactic 

anti-D immunoglobulin during pregnancy. [2010] 

1.6.2 When assessing the baby for underlying disease, consider whether the following 

tests are clinically indicated: 

https://www.nice.org.uk/guidance/cg98/chapter/Recommendations#formal-assessment-for-underlying-disease
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● full blood count and examination of blood film 

● blood glucose-6-phosphate dehydrogenase levels, taking account of 

ethnic origin 

● microbiological cultures of blood, urine and/or cerebrospinal fluid (if 

infection is suspected). [2010] 

Surveillance proposal 

These recommendations should not be updated. 

 

1.7 Care of babies with prolonged jaundice  

Recommendations in this section of the guideline 

1.7.1 In babies with a gestational age of 37 weeks or more with jaundice lasting more 

than 14 days, and in babies with a gestational age of less than 37 weeks and 

jaundice lasting more than 21 days: 

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

● measure the conjugated bilirubin 

● carry out a full blood count 

● carry out a blood group determination (mother and baby) and DAT 

(Coombs' test). Interpret the result taking account of the strength of 

reaction, and whether mother received prophylactic anti-D 

immunoglobulin during pregnancy 

● carry out a urine culture 

● ensure that routine metabolic screening (including screening for 

congenital hypothyroidism) has been performed. [2010] 

1.7.2 Follow expert advice about care for babies with a conjugated bilirubin level 

greater than 25 micromol/litre because this may indicate serious liver disease. 

[2010] 

Surveillance proposal 

These recommendations should not be updated. 

 

https://www.nice.org.uk/guidance/cg98/chapter/Recommendations#care-of-babies-with-prolonged-jaundice
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Care of babies with prolonged jaundice 

Previous surveillance summary 

No relevant evidence was identified.  

2019 surveillance summary 

No relevant evidence was identified. 

Intelligence gathering 

A topic expert suggested that the guideline should consider a specific recommendation to 

perform thyroid function testing (TSH and FT4) in prolonged jaundice so that a rare cause of 

prolonged jaundice, can be ruled out. The topic expert stated that with using metabolic 

screening alone, some babies with congenital hypothyroidism will be missed. A second topic 

expert agreed that this is a concern. This concern reflects the 2014 PHE Laboratory Guide to 

Newborn Screening in the UK for congenital Hypothyroidism which states: ‘There are also 

cases reported of babies with low T4 and normal TSH levels in the initial newborn blood spot 

screening specimen, who later display an abnormally elevated TSH and are subsequently 

diagnosed with congenital hypothyroidism. Half of these babies with this abnormal profile 

were preterm. These babies may not be detected by newborn blood spot screening using 

TSH only (see Mandel et al., 2000).’ 

No evidence was identified but an additional external expert submitted a comment on the 

threshold table, asking whether the threshold for management of hyperbilirubinaemia 

remains the same beyond the 14 days and what is the threshold if the jaundice recurs. 

Impact statement 

The importance of hypothyroidism as a cause of neonatal jaundice was specified in the 

guideline and currently recommends that in babies with prolonged jaundice lasting more than 

21 days, health care professionals should ensure that routine metabolic screening (including 

screening for congenital hypothyroidism) has been performed (rec 1.7.1). Two topic experts 

advised that guideline should also consider recommending thyroid functioning tests (TSH and 

FT4) in prolonged jaundice. Although no new relevant evidence was identified, 

recommendation 1.7.1 will be refreshed to address this issue. 

New evidence is unlikely to change guideline recommendations. 

 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/753471/Congenital_hypothyroidism_lab_guide.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/753471/Congenital_hypothyroidism_lab_guide.pdf
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1.8 Intravenous immunoglobulin  

Recommendations in this section of the guideline 

1.8.1 Use 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 

8.5 micromol/litre per hour. [2010]. 

1.8.2 Offer 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] 

Surveillance proposal 

These recommendations should not be updated.  

Previous surveillance summary 

In the 2014 surveillance review the result from 1 systematic review (48) of 14 studies (n=942 

infants) on intravenous immunoglobin for treatment of haemolytic disease in neonates 

indicated that intravenous immunoglobin reduced the need for exchange transfusion. 

2019 surveillance summary 

No relevant evidence was identified. 

Intelligence gathering 

There was no new intelligence from the 2019 surveillance process of relevance to this 

section of the guideline. 

Impact statement 

In a previous surveillance review, evidence from 1 systematic review was consistent with the 

current guideline recommendation to offer intravenous immunoglobulin as an adjunct to 

continuous multiple phototherapy in cases of rhesus haemolytic disease. But no further 

evidence was identified in the current surveillance review and no impact on current 

recommendations is anticipated. 

New evidence is unlikely to change guideline recommendations. 

 

https://www.nice.org.uk/guidance/cg98/chapter/Recommendations#intravenous-immunoglobulin
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1.9 Exchange transfusion  

Recommendations in this section of the guideline 

1.9.1 Offer parents or carers information on exchange transfusion including: 

● the fact that exchange transfusion requires that the baby be admitted 

to an intensive care bed 

● why an exchange transfusion is being considered 

● why an exchange transfusion may be needed to treat significant 

hyperbilirubinaemia  

● the possible adverse effects of exchange transfusions 

● when it will be possible for parents or carers to see and hold the baby 

after the exchange transfusion. [2010] 

1.9.2 Use a double‐volume exchange transfusion to treat babies: 

● whose serum bilirubin level indicates its necessity (see the threshold 

table and the treatment threshold graphs) and/or 

● with clinical features and signs of acute bilirubin encephalopathy. 

[2010] 

1.9.3 During exchange transfusion do not: 

● stop continuous intensified phototherapy 

● perform a single-volume exchange 

● use albumin priming 

● routinely administer intravenous calcium. [2010] 

1.9.4 Following exchange transfusion:  

● maintain continuous intensified phototherapy 

● measure serum bilirubin level within 2 hours and manage according to 

the threshold table and the treatment threshold graphs. [2010] 

Surveillance proposal 

These recommendations should not be updated.  

 

https://www.nice.org.uk/guidance/cg98/chapter/Recommendations#exchange-transfusion
http://www.nice.org.uk/guidance/cg98/resources
http://www.nice.org.uk/guidance/cg98/resources
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Albumin transfusion 

Previous surveillance summary 

In the 2012 surveillance review, 1 small RCT (49) with 50 term babies indicated that when 

compared with control group, albumin infusion shortened the duration of phototherapy and 

decreased TSB at 6 hours and at 12 hours. In the 2014 surveillance review, a small RCT (50) 

with 42 low birthweight babies (1000g-2499g) indicated that pre-exchange 5% albumin 

transfusion significantly reduced the post-exchange unconjugated bilirubin levels at 6 hours 

and 12 hours, reduced the requirement for repeat exchange transfusions, reduced the 

duration of phototherapy required and mean duration of hospital stay. 

2019 surveillance summary 

Evidence from 1 RCT (51) indicated that priming with 1g/kg of 20% albumin before exchange 

transfusion (n=50 term and late preterm neonates with hyperbilirubinaemia), was not 

superior to infusion of 0.9% saline in reducing post-exchange transfusion phototherapy 

duration or lowering the amount of bilirubin mass removed. 

Intelligence gathering 

There was no new intelligence from the 2019 surveillance process of relevance to this 

section of the guideline. 

Impact statement 

NICE Guideline CG98 recommends against albumin priming before exchange transfusion. 

Findings from 2 small RCTs in 2012 evidence update and 2014 surveillance review provided 

evidence that albumin infusion may be potentially beneficial to neonates with 

hyperbilirubinaemia. In contrast, evidence from 1 RCT in the current review indicated that 

albumin before exchange transfusion was not superior to infusion of saline in removing the 

amount of bilirubin mass and supports the current recommendation. The current evidence 

identified is insufficient to change current guideline recommendations. This area will be 

revisited at subsequent surveillance review time points. New evidence is unlikely to change 

guideline recommendations. 

 

1.10 Other therapies  

Recommendations in this section of the guideline 

1.10.1 Do not use any of the following to treat hyperbilirubinaemia: 

● agar 

● albumin 

https://www.nice.org.uk/guidance/cg98/chapter/Recommendations#other-therapies
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● barbiturates 

● charcoal 

● cholestyramine 

● clofibrate 

● D-penicillamine 

● glycerin 

● manna 

● metalloporphyrins 

● riboflavin 

● traditional Chinese medicine 

● acupuncture 

● homeopathy. [2010] 

Surveillance proposal 

These recommendations should not be updated.  

 

Other therapies 

Previous surveillance summary 

Laxatives 

A systematic review of 3 RCTs (52) found no effect on serum bilirubin and the need for 

phototherapy by the induction of meconium evacuation on neonatal hyperbilirubinaemia in 

term infants. 

Clofibrate 

Two systematic reviews (53)(54) and 3 RCTs (55–57) found that a single oral administration 

of clofibrate adjunct to phototherapy was associated with decreased need of phototherapy, 

shortened duration of phototherapy and reduced mean TSB in neonates with 

hyperbilirubinaemia. 

Prebiotic/probiotics 

Two RCTs (58,59) investigated the efficacy of using probiotics supplementation in 

hyperbilirubinaemia but provided conflicting results on decreasing bilirubin levels or duration 

of phototherapy. 
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Massage 

Two RCTs (60,61) have examined the effect of massage as an adjunctive treatment to 

phototherapy in term neonates with hyperbilirubinaemia compared with no massage. Both 

RCTs indicated that massage can reduce bilirubin levels (TSB or mean bilirubin) either during 

early phototherapy (first 24 hours) or over the initial 5-day period.  

2019 surveillance summary 

Laxatives (see Table 3)  

Three RCTs (62–64) evaluated the effect of laxatives in addition to phototherapy in 

improving hyperbilirubinaemia. In 2 RCTs (62,64) phototherapy plus Billinaster oral drops 

(manna) and significantly decreased the total serum bilirubin level when compared with 

phototherapy alone. In 1 RCT phototherapy plus glycerin suppositories no different from 

phototherapy alone in reducing total serum bilirubin but did reduce the total hours of 

phototherapy (72±49 hours in intervention versus 61±53 hours in phototherapy alone) (63). 

Probiotics (see Table 4) 

Four RCTs and 1 systematic review evaluated adjunctive effect of probiotics on 

hyperbilirubinaemia treatment. Evidence from 2 RCTs (67,68) and 1 systematic review (69) 

indicated that combination of probiotics and phototherapy decreased the serum bilirubin 

levels in neonates with hyperbilirubinaemia when compared with the phototherapy alone. 

However, evidence from 2 other RCTs (70,71) showed that probiotic in addition to 

phototherapy had no significant effect on reducing total serum bilirubin level. 

Massage plus phototherapy (see Table 5) 

Six RCTs (72–77) and 2 systematic reviews (78,79) examined the effect of massage as an 

adjunctive treatment to phototherapy in term and preterm neonates with 

hyperbilirubinaemia compared with no massage. Four RCTs (75–77,80) and 2 systematic 

reviews (78,79) indicated that massage can reduce bilirubin levels (TSB or mean bilirubin) 

during phototherapy or over the initial 5-day period. However, in 2 of these RCTs (75,80), 

massage had no effect on reduction of TSB during the early period of phototherapy (first 24 

hours). In the other 2 RCTs (72,74), massage therapy had no effect on the reduction of 

bilirubin in neonates under phototherapy (74). 

Zinc supplementation (see Table 6) 

Four RCTs (81–84) indicated that oral zinc sulphate 10 mg/day, is not effective in the 

management of idiopathic neonatal hyperbilirubinaemia. In one RCT, administration of oral 

zinc sulphate to low birth weight infants significantly reduced TSB level at 24 hours after 

treatment but there was no difference in its effect (compared with control) at 48 and 72 

hours after treatment. The 2 other RCTs included term and preterm babies (≥35 weeks 

gestation) and indicated that administration of zinc sulphate had not differently affected TSB 

and duration of phototherapy when compared with a placebo control. 
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Chinese medicine (see Table 7) 

Two systematic reviews (65,66) indicated that Yinzhihuang oral liquid combined with 

phototherapy may be effective in reducing serum bilirubin in neonates with 

hyperbilirubinaemia. 

Intelligence gathering 

There was no new intelligence from the 2019 surveillance process of relevance to this 

section of the guideline.  

Impact statement 

Laxatives 

The guideline recommends that glycerin and manna should not be used. Three RCTs 

indicated that phototherapy plus Billinaster oral drops (manna) drop decreased the TSB but 

glycerin suppositories had limited effectiveness. The limited evidence is insufficient to change 

recommendations.  

New evidence is unlikely to change guideline recommendations. 

Clofibrate 

The guideline recommends that clofibrate should not be used. No new evidence was 

identified in this surveillance review and limited evidence from previous reviews might not be 

generalizable to the UK so there is unlikely to be an impact on the recommendations.  

New evidence is unlikely to change guideline recommendations. 

Chinese medicine 

This guideline recommends that Chinese medicine should not be used. No relevant evidence 

was identified in previous surveillance reviews. Evidence from 2 systematic reviews in the 

current review indicated that Yinzhihuang oral liquid combined with phototherapy may be 

effective in reducing serum bilirubin but studies were conducted in China which may limit 

generalisability and authors of one review expressed concerns about poor methodological 

quality of the included studies.  

New evidence is unlikely to change guideline recommendations. 

Probiotics 

The guideline contains no recommendations around the use of probiotics. There is conflicting 

evidence on the effectiveness of probiotics in treatment of hyperbilirubinemia therefore no 

impact on the guideline at this time. 

New evidence is unlikely to change guideline recommendations. 
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Massage plus phototherapy 

The guideline contains no recommendations around the use of massage. Evidence from 2 

small RCTs from previous surveillance reviews and 8 studies (6 RCTs, 2 systematic reviews) 

from current review on massage plus phototherapy was conflicting. Four studies indicated 

that massage may be beneficial to babies receiving phototherapy while 2 RCTs indicated that 

massage had no effect on reduction of TSB at early period of phototherapy and 2 other RCTs 

indicated that therapy had no effect on reduction of TSB at any time point. Therefore, the 

evidence base is inconsistent and shows no clear benefit of massage and is insufficient to 

impact on the guideline. 

New evidence is unlikely to change guideline recommendations. 

Zinc supplementation  

The guideline does not make recommendations around the use of zinc supplementation. 

There is conflicting evidence on the effectiveness of oral zinc sulphate on management of 

hyperbilirubinaemia which is insufficient to impact the guideline.  

New evidence is unlikely to change guideline recommendations. 

 

Table 3 Other therapies: laxatives (data extracted from abstracts) 

(RCT = randomised controlled trial, SR = systematic review, TSB = total serum bilirubin) 

Authors (Year) 
Study type 

Population Intervention and 
Comparator 

Outcome and Follow up Result 

Laxatives, suppositories 

Fallah et al., 2014 
(62) 
RCT 

90 term 
babies (TPB 
level of 15-
20mg/dl) 

Group B: 
Phototherapy plus 
Billinaster drop (5 
drop/kg Billinaster 
every 8 hours) 
vs 
Group G: 
Phototherapy plus 
glycerin suppository 
(half of glycerine 
suppository every 12 
hours) 
Vs 
Phototherapy alone 

TSB 
Follow up 12, 24 and 48 
hours 

Improved with intervention 
TSB <14 mg/dl, 48 hours 
Group B: N=22 (73.3%)  
Group G: N=26 (86.7%) 
Control: N=15 (50%)  
TSB 12 hours (mg/dl, mean ±SD) 
Group B: 15.97±1.96 
Group G: 14.38±2.27 
Control: 16.67±1.77 
TSB 24 hours (mg/dl, mean ±SD) 
Group B: 12.57±2.05  
Group G: 12.56 ±1.59 
Control: 14.36±2.26 
TSB 48 hours (mg/dl, mean ±SD) 
Group B: 9.96±2.95 
Group G: 9.34±1.6 
Control: 12.27±2.4 

Butler-O'Hara et 
al., 2017 (63) 

79 babies  Glycerin 
suppositories (every 

Total hours of 
phototherapy 

No significant difference between 
intervention and comparator 
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Authors (Year) 
Study type 

Population Intervention and 
Comparator 

Outcome and Follow up Result 

RCT 30 weeks to 
34 weeks+6 
days 
gestation 

8 hours while under 
phototherapy) 
vs 
Sham treatment 

Total hours of phototherapy  
Suppositories: 72±49 hours 
Sham: 61±53 hours 
No differences in peak bilirubin 
levels, rate of bilirubin decline, or 
repeat episodes of phototherapy.  

Monsef et al., 
2019 (64) 
RCT 

150 term 
babies 

Bilineaster drop 
(purgative manna) 
plus phototherapy (5 
drops per kg of body 
weight, 3 times a 
day) 
vs 
phototherapy alone 

TSB reduction 
Follow up 48 and 72 
hours 

Improved with intervention 
TSB reduction 48 and 72 hours  
TSB significantly reduced in the 
intervention group compared with 
phototherapy alone (p<0.05)  

 

Table 4 Other therapies: probiotics (data extracted from abstracts) 

(RCT = randomised controlled trial, SR = systematic review, TSB = total serum bilirubin) 

Authors (Year) 
Study type 

Population Intervention and 
Comparator 

Outcome and 
Follow up 

Result 

Probiotics 

Chen et al., 2017 
(69) 
SR, 13 RCTs  

1067 
babies 

Phototherapy plus 
probiotics 
supplementation 
vs 
Phototherapy alone 

TSB 
Follow up 3, 5 and 
7 days 

Improved with intervention 
TSB at 3 days 
Mean Difference −18.05 (95% CI 
25.51 to −10.58), p<0.00001  
TSB at 5 days,  
Mean Difference −23.49 (95% CI 
−32.80 to −14.18), p<0.00001,  
TSB at 7 days 
Mean Difference −33.01 (95% CI 
−37.31 to −28.70), p<0.00001 

Armanian et al., 
2016 (67) 
RCT 

50 babies Probiotics:Mixture 
short-chain galacto 
oligosacarids/long-
chain fructo-
oligosacarids for 1 
week 
vs 
Placebo (distilled 
water) 

TSB Improved with intervention 
Decrease in TSB level (mg/dl) 
Probiotic −1.3±1.8, placebo −0.1±3.3  
Peak bilirubin level mg/dl 
Probiotic 8.3±1.7, placebo 10.1±2.2, 
p=0.003 

Suganthi et al., 
2016 (68) 
RCT 

181 babies Phototherapy plus 
probiotic 
(Saccharomyces 
boulardii) for 2 days 
vs 
Phototherapy plus 
placebo 

TSB 
Follow up 3 days 

No sig diff between intervention and 
comparator 
Mean TSB day 3 
Probiotic: 5 mg% 
Placebo: 6.5 mg%  

Torkaman et al., 
2017 (71) 

92 term 
babies 

Probiotic plus 
phototherapy. Once a 

TSB 
Follow up 3 days 

No sig diff between intervention and 
comparator 
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Authors (Year) 
Study type 

Population Intervention and 
Comparator 

Outcome and 
Follow up 

Result 

RCT day (half of a capsule 
of Prokid probiotic) 
vs 
Phototherapy plus 
placebo capsule 

Mean TSB level (mg/dl ±SD) 
Probiotic 17.00±2.49  
Placebo 16.42±3.53, p=0.37  

Serce et al., 2015 
(70) 
RCT 

119 babies 
≥35 weeks 
gestation 

S. boulardii 125 mg 
every 12 hours plus 
phototherapy 
vs 
Placebo plus 
phototherapy 

TSB 
Follow up 24, 48 
and 96 hours 

No sig diff between intervention and 
comparator 
Serum bilirubin level during 
phototherapy  
24 hours:  
Probiotic 14.1 (95% CI 12.8 to 15.7) 
Placebo 13.5 (95% CI 12.4 to 14.9) 
p=0.085 
48 hours: 
Probiotic; 14.1 (95%CI 12-15.3) 
Placebo 13.4 (95% CI 12.4-14.5) 
p=0.41 
72 hours 
Probiotic 13.9 (95% CI 12.2 to 15.6) 
Placebo 13.5 (95% CI 12.5 to 14.5) 
p=0.41 
96 hours 
Probiotic 14.7 (95% CI 11.4-15.5) 
Placebo 13.4 (95% CI 10.7-14.1) 
p=0.24 

 

Table 5 Other therapies: massage (data extracted from abstracts) 

(RCT = randomised controlled trial, SR = systematic review, TSB = total serum bilirubin) 

Authors (Year) 
Study type 

Population  Intervention and 
Comparator  

Outcome and 
Follow up  

Result 

Massage plus phototherapy 

Rahani et al. 2017 
(72) 
RCT 

68 babies Manna drop 
(Bilineaster) plus 
phototherapy (n=24) 
vs  
Massage group plus 
phototherapy(n=23) 
vs 
Phototherapy only 
(n=21) 

Mean reduction 
rate of bilirubin  
Follow up 24, 48 
and 72 hours 

No sig diff between intervention and 
comparator 
Mean reduction rate of bilirubin/hour 
24 hours 
Massage 0.23±0.17 
Bilineaster drop group 0.25±0.18 
Control 0.27±0.19 
42 hours  
Bilineaster drop 0.26±0.22  
Control 0.4±0.26, Massage 0.22±‐0.18 
72 hours 
Massage, 0.9±0.13 
Bilineaster 0.7±0.1 
Control 0.19±0.17 

Ahmadipour et al., 
2019 (80) 
RCT 

83 full 
term 
babies 

Massage therapy plus 
phototherapy for 4 
days 
vs 

Mean bilirubin level  
Follow up 1 and 4 
days 

Improved with intervention 
Mean bilirubin level (mg/dl ±SD) 
Day 1 
Massage plus phototherapy 13.4 ± 0.7  
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Authors (Year) 
Study type 

Population  Intervention and 
Comparator  

Outcome and 
Follow up  

Result 

Phototherapy only Control 14.4 ± 1.5 
Day 4 
Massage plus phototherapy 7.4 ± 0.56 
Phototherapy only 9.0 ± 2.3, p < 0.05 

Karbandi et al., 
2016 (74) 
RCT 

60 
premature 
in intensive 
care unit 

Massage therapy plus 
phototherapy for 5 
days 
vs 
Phototherapy only 

Change in TSB  
Follow up 5 days 

No sign diff between intervention and 
comparator 
Change in TSB (mg/dl) 
Massage plus phototherapy=9.7 
Control=8.1 

Babaei & 
Vakiliamini 2018 
(75) 
RCT 

102 full 
term 

Massage therapy plus 
phototherapy for 5 
days 
vs 
Phototherapy only 

Mean decease at 
bilirubin level  
Follow up 1 and 4 
days 

Improved with intervention 
Daily mean decease bilirubin level 
(mg/dl) 
Day 1 
Massage plus phototherapy 1.14±1.08 
Control 1.10±0.865, p=0.336 
Day 4 
Massage plus phototherapy 
0.805±4.08 
Control 0.660±2.731, p < 0.005 

Dag, & Yayan 2019 
(76) 
RCT 

140 babies, 
34 weeks 
gestation 
in intensive 
care 

Massage plus 
phototherapy (n=35) 
vs 
Tub bath plus 
phototherapy (n=35) 
vs 
Sponge bath plus 
phototherapy (n=35)  
vs 
Phototherapy only 
(n=35) 

Change in bilirubin 
levels  
Follow up 12 hours 

Improved with intervention 
Mean bilirubin levels (change from 
baseline): 
Massage: 3.82±1.78 
Sponge bath: 4.42±1.30 
Tub bath: 3.63±1.50 
Control:7.62±2.54 

Gozen et al., 2019 
(77) 
RCT 

44 babies Massage plus 
phototherapy 
vs 
Phototherapy only 

Increase of serum 
bilirubin level  
Follow up 48 hours 

Improved with intervention 
Increase of bilirubin levels from 
baseline to 48 hours (mg/dl ±SD) 
Massage: 1.96±1.69 
Control: 2.80±2.30, p=0.048 

Zhang et al., 2019 
(78) 
SR, 6 studies 

357 babies Massage therapy 
vs 
No massage therapy 

Serum bilirubin 
level 
Transcutaneous 
bilirubin level 
Follow up 2 and 4 
days 

2 days 
Serum bilirubin 
Mean Difference -0.82 (95% CI 2.16 
to 0.52) p=0.23  
Transcutaneous bilirubin 
Mean Difference −0.17 (95%CI −1.34 
to 1.00) p=0.77 
4 days 
Serum bilirubin 
Mean Difference -2.31 (95% CI −2.92 
to −1.70) p<0.00001 
Transcutaneous bilirubin 
Mean Difference −1.97 (95% CI −2.55 
to −1.39) p<0.00001 

Lei et al., 2018 (79) 
SR, 14 RCTS 

1889 
babies 

Massage plus 
phototherapy 

percutaneous 
bilirubin  

Improved with intervention 
Percutaneous bilirubin  
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Authors (Year) 
Study type 

Population  Intervention and 
Comparator  

Outcome and 
Follow up  

Result 

vs 
Phototherapy only 

Follow up 48, 72, 
96 and 168 hours 

48 hours 
Mean Difference −1.21 (95% CI −1.90 
t o−0.52) p<0.05 
72 hours 
Mean Difference −2.00 (95% CI −2.68 
to −1.32) p<0.05 
96 hours 
Mean Difference −2.00 (95% CI 2.56 
to −1.44) p<0.05 
168 hours 
Mean Difference −1.93 (95% CI −2.44, 
−1.43) p<0.05 

 

Table 6 Other therapies: zinc (data extracted from abstract) 

(RCT = randomised controlled trial, SR = systematic review, TSB = total serum bilirubin) 

Authors (Year) 
Study type 

Population Intervention and 
Comparator 

Outcome and 
Follow up 

Result 

Zinc supplementation 

Mohammadzadeh 
et al 2016 (81) 
RCT 

61 low 
birthweight 
neonates 

zinc sulphate (10 mg 
twice per day for 5 
days) 
vs 
Placebo 

TSB 
Follow up 24 hours 

Improved with intervention 
Baseline mean TSB level (mg/dl) 
Zinc: 14.73±3.22  
Placebo: 14.87±2.65 
Mean decline in TSB level (mg/dl) 
Zinc 2.13, Placebo 2.71, p=0.04 

Maamouri et al 
2014 (82) 
RCT 

131 term 
babies 

Zinc sulphate (n=57) 
vs 
Placebo (n-74) 

Mean bilirubin 
values 
Follow up 3 and 7 
days 

No sig diff between intervention and 
comparator 
Mean bilirubin values (mg/dl ±SD) 
3 days 
Zinc 12.9±3, Placebo 12.6±2, p=0.473 
7 days 
Zinc 12.4±3, Placebo 12.4±, p=0.989 

Hashemian et al., 
2017 (83) 
RCT 

70 term 
babies TSB 
level≤20 
mg/dl 

Zinc (10 mg/day, 
single dose) plus 
phototherapy and  
vs 
Placebo plus 
phototherapy  

Mean durations of 
phototherapy 
Follow up 12, 24 
and 48 hours 

Improved with intervention 
Mean durations of phototherapy (days) 
Zinc 2.03±0.174  
Control 2.33±-0.478, p=0.002 
The mean TSB levels were significantly 
lower in the zinc group after 12, 24 
and 48 hours (p=0.038, 0.005, 0.001, 
respectively). 

Kumar et al., 2014 
(84) 
RCT 

80 babies, 
near term 
(≥35) 

Oral zinc sulphate (10 
mg/d) for 7 days 
vs 
Placebo 

TSB 
Follow up 7 days 

TSB decreased with intervention only 
at first 24 and 48 hours. No difference 
at 96 and 144 hours. 
TSB (mg/dl mean ±SD) 
48 hours 
Zinc 13.9±2.5, Placebo 13.4±1.9 
Mean Difference 0.566; 95% CI 
−0.535 to 1.668, p=0.038 
96 hours 
Zinc 13.1±2.7, Placebo 12.8±2.3 
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Authors (Year) 
Study type 

Population Intervention and 
Comparator 

Outcome and 
Follow up 

Result 

Mean Difference 0.234; 95% CI -1.011 
to 1.479, p =0.708) 
144 hours 
Zinc 8.0±2.0, Placebo 8.6±1.2  
Mean Difference −0.569, 95% CI 
−1.382 to 0.242, p=0.166 

 

Table 7 Other therapies: Chinese medicine (data extracted from abstracts) 

(RCT = randomised controlled trial, SR = systematic review, TSB = total serum bilirubin) 

Authors (Year) 
Study type 

Population Intervention and 
Comparator 

Outcome and 
Follow up 

Result 

Yinzhihuang oral liquid 

Wu, Ruo-Han et 
al., 2018 (65) 
SR 17 studies 

2561 babies Yinzhihuang oral liquid 
plus phototherapy 
vs 
Phototherapy alone 

TSB 
 

Improved with intervention 
TSB (micromol/litre) 
Mean Difference 50.25 (95% CI 
−64.01 to −36.50) (11 trials) 

Zeng, et al., 
2017(66) 
SR, studies not 
reported 

Not reported Yinzhihuang oral liquid 
plus phototherapy 
vs 
Phototherapy only 

TSB 
Follow up 3 and 6 
days 

Improved with intervention 
TSB Standardised Mean Difference 
95%CI 
day 3 (5 studies): −1.63 (95% CI −2.20 
to −1.06) 
day 5 (5 studies): −5.00 (95% CI −7.88 
to −2.12) 

 

Areas not currently covered in the guideline 

In surveillance, evidence was identified for an area not covered by the guideline. 

Delayed cord clamping  

Two RCTs (85,86) indicated that delayed cord clamping (2 to 5 minutes) may improve the 

haematocrit value at birth. However, this delay significantly increased duration of 

phototherapy significantly in one study (85) and had no effect on bilirubin level in the other 

study. However, NICE guideline CG190 Intrapartum care for healthy women and babies, 

makes recommendations for delayed cord clamping in active management of the third stage 

of labour, setting a time limit of no earlier than 1 minute and no later than 5 minutes after 

birth. Guideline CG190 is currently being updated and will include further review of the 

evidence for delayed cord clamping. 

 

https://www.nice.org.uk/guidance/cg190
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Research recommendations 

What are the factors that underlie the association between breastfeeding and jaundice? 

Summary of findings 

No new evidence relevant to the research recommendation was found and no ongoing 

studies were identified. 

 

What is the comparative effectiveness and cost‐effectiveness of universal pre‐discharge 

transcutaneous bilirubin screening alone or combined with a risk assessment in reducing 

jaundice‐related neonatal morbidity and hospital readmission? 

Summary of findings 

No new evidence relevant to the research recommendation was found and no ongoing 

studies were identified. 

 

What is the comparative accuracy of the Minolta JM-103 and the BiliChek when compared 

to serum bilirubin levels in all babies? 

Summary of findings 

No new evidence relevant to the research recommendation was found and no ongoing 

studies were identified. 

 

How frequently and for how long can phototherapy be interrupted without adversely 

effecting clinical outcomes? 

Summary of findings 

No new evidence relevant to the research recommendation was found and no ongoing 

studies were identified. 
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National registries are needed of cases of significant hyperbilirubinaemia, kernicterus and 

exchange transfusions. 

Summary of findings 

No new evidence relevant to the research recommendation was found and no ongoing 

studies were identified. 

 

What is the experience and acceptability of phototherapy from the perspective of parents 

and healthcare professionals? 

Summary of findings 

No new evidence relevant to the research recommendation was found and no ongoing 

studies were identified. 

 

References 

1.  Mishra S (2009) Transcutaneous bilirubinometry reduces the need for blood sampling 
in neonates with visible jaundice. Acta Paediatrica 99:1916-19 

2.  Nagar G, Vandermeer B, Campbell S, Kumar M (2013) Reliability of transcutaneous 
bilirubin devices in preterm infants: A systematic review [Internet]. M. Kumar, 
Department of Pediatrics, Division of Neonatology, University of Alberta, 11405 87 
Ave NW, Edmonton, AL, Canada. E-mail: manojk@ualberta.ca: American Academy of 
Pediatrics (141 Northwest Point Blvd, P.O. Box 927, Elk Grove Village IL 60007-1098, 
United States) 

3.  Yu Z-B, Han S-P, Chen C (2014) Bilirubin nomograms for identification of neonatal 
hyperbilirubinemia in healthy term and late-preterm infants: a systematic review and 
meta-analysis. World journal of pediatrics : WJP 10(3):211–8 

4.  Nagar G, Vandermeer B, Campbell S, Kumar M (2016) Effect of Phototherapy on the 
Reliability of Transcutaneous Bilirubin Devices in Term and Near-Term Infants: A 
Systematic Review and Meta-Analysis. Neonatology 109(3):203–12 

5.  Hassan Shabuj M, Hossain J, Dey S (2019) Accuracy of transcutaneous bilirubinometry 
in the preterm infants: a comprehensive meta-analysis. The journal of maternal-fetal & 
neonatal medicine : the official journal of the European Association of Perinatal 
Medicine, the Federation of Asia and Oceania Perinatal Societies, the International 
Society of Perinatal Obstetricians 32(5):734–41 

6.  Munkholm SB, Krogholt T, Ebbesen F, Szecsi PB, Kristensen SR (2018) The 
smartphone camera as a potential method for transcutaneous bilirubin measurement. 
Plos one 13(6):e0197938 



2019 surveillance of Jaundice in newborn babies under 28 days – Consultation document 40 of 45 

7.  Hulzebos C V, Dijk PH, van Imhoff DE, Bos AF, Lopriore E, Offringa M, et al. (2014) 
The bilirubin albumin ratio in the management of hyperbilirubinemia in preterm infants 
to improve neurodevelopmental outcome: a randomized controlled trial--BARTrial. 
PloS one 9(6):e99466 

8.  Naderi S (2009) Efficacy of double and triple phototherapy in term newborns with 
hyperbilirubinaemia: Neonatology, Paediatric 85:455-463 

9.  Barak M (2009) When should phototherapy be stopped? A pilot study comparing two 
targets of serum bilirubin concentration. Acta Paediatrica 98:277-281 

10.  Donneborg M (2010) Effect of infants’ position on serum bilirubin level during 
conventional phototherapy. Acta Paediatrica 99:1131-11 

11.  Sivanandan S (2009) Effect of sling application on efficacy of phototherapy in healthy 
term neonates with non-hemolytic jaundice: a randomized controlled trial. Indian 
Pediatrics 46:23-28. 

12.  Kumar P (2009) Light-emitting diodes versus compact fluorescent tubes for 
phototherapy in neonatal jaundice: a multi-centre randomized controlled trial. Indian 
Pediatrics 46:23-28 

13.  Abd  I H, Iyen MM, Ibrahim NR, Abd MN, Ramli N, Rostenberghe H (2013) Randomised 
controlled trial of single phototherapy with reflecting curtains versus double 
phototherapy in term newborns with hyperbilirubinaemia [Internet].  

14.  Babaei H, Alipour AA, Hemmati M, Ghaderi M, Rezaei M (2013) Effect of white plastic 
cover around the phototherapy unit on hyperbilirubinemia in full term neonates 
[Internet].  

15.  Vandborg PK, Hansen BM, Greisen G, Ebbesen F (2012) Dose-response relationship of 
phototherapy for hyperbilirubinemia [Internet].  

16.  Meritano J, Nieto R, Solana C, Soto CC (2012) Efficacy of conventional blue light lamps 
vs.. LED phototherapy with two levels of irradiance. J. Meritano, Hospital 
Maternoinfantil Ramon Sarda, Buenos Aires, Argentina: Nature Publishing Group 

17.  Bhethanabhotla S, Thukral A, Sankar MJ, Agarwal R, Paul VK, Deorari AK (2013) Effect 
of position of infant during phototherapy in management of hyperbilirubinemia in late 
preterm and term neonates: A randomized controlled trial [Internet].  

18.  Balasubramanian K, Kumar P, Saini SS, Attri S V, Dutta S (2012) Isotonic versus 
hypotonic fluid supplementation in term neonates with severe hyperbilirubinemia - a 
double-blind, randomized, controlled trial [Internet].  

19.  Mohamed WW, Niazy WH (2012) Genotoxic effect of phototherapy in term newborn 
infants with hyperbilirubinemia. W.W. Mohamed, Department of Pediatrics, College of 
Medicine, King Khalid University, P.O. Box 941, Abha, Saudi Arabia. E-mail: 
walidabdo2020@gmail.com: IOS Press (Nieuwe Hemweg 6B, Amsterdam 1013 BG, 
Netherlands) 

20.  Kumar P, Chawla D, Deorari A (2011) Light-emitting diode phototherapy for 
unconjugated hyperbilirubinaemia in neonates [Internet]. John Wiley & Sons, Ltd 

21.  Tridente A, De LD (2012) Efficacy of light-emitting diode versus other light sources for 
treatment of neonatal hyperbilirubinemia: A systematic review and meta-analysis. D. 
De Luca, Lab di Biologia Molecolare Clinica, Servizio Analisi 1, Universita Cattolica Del 
Sacro Cuore, L.go A. Gemelli 8, 00168 Roma, Italy. E-mail: dm.deluca@fastwebnet.it: 



2019 surveillance of Jaundice in newborn babies under 28 days – Consultation document 41 of 45 

Blackwell Publishing Ltd (9600 Garsington Road, Oxford OX4 2XG, United Kingdom) 

22.  Surmeli OO, Korkmaz A, Yigit S, Yurdakok M (2013) Phototherapy rash in newborn 
infants: Does it differ between conventional and light emitting diode phototherapy? 
[Internet].  

23.  Viau CJ, Rountree C, Destarac MA, Cui Y, Pérez VM, Herrera CM, et al. (2012) 
Prospective randomized controlled study comparing low-cost LED and conventional 
phototherapy for treatment of neonatal hyperbilirubinemia [Internet].  

24.  Ngerncham S, Jirapaet K, Suvonachai R, Chaweerat R, Wongsiridej P, Kolatat T (2012) 
Effectiveness of conventional phototherapy versus Super light-emitting diodes 
phototherapy in neonatal hyperbilirubinemia [Internet].  

25.  Mohammadizadeh M, Eliadarani FK, Badiei Z (2012) Is the light-emitting diode a better 
light source than fluorescent tube for phototherapy of neonatal jaundice in preterm 
infants?  

26.  Gutta S, Shenoy J, Kamath SP, Mithra P, Baliga BS, Sarpangala M, et al. (2019) Light 
emitting diode (LED) phototherapy versus conventional phototherapy in neonatal 
hyperbilirubinemia: A single blinded randomized control trial from coastal India. 
BioMed Research International 2019:6274719 

27.  El-Farrash RA, El-Shimy MS, Tawfik S, Nada AS, Salem DAD, M. Gallo MS, et al. (2019) 
Effect of phototherapy on oxidant/antioxidant status: a randomized controlled trial. 
Free Radical Research 53(2):179–86 

28.  Zhang XR, Zeng CM, Liu J (2016) Effect and safety of intensive phototherapy in 
treatment of neonatal hyperbilirubinemia. Zhongguo dang dai er ke za zhi [Chinese 
journal of contemporary pediatrics] 18(3):195–200 

29.  Donneborg ML, Vandborg PK, Hansen BM, Rodrigo-Domingo M, Ebbesen F (2018) 
Double versus single intensive phototherapy with LEDs in treatment of neonatal 
hyperbilirubinemia. Journal of perinatology 38(2):154–8 

30.  Brandao DCB, Draque CM, Sanudo A, de Gusmao Filho FAR, de Almeida MFB (2015) 
LED versus daylight phototherapy at low irradiance in newborns >=35 weeks of 
gestation: randomized controlled trial. The journal of maternal-fetal & neonatal 
medicine : the official journal of the European Association of Perinatal Medicine, the 
Federation of Asia and Oceania Perinatal Societies, the International Society of 
Perinatal Obstetricians 28(14):1725–30 

31.  Sherbiny HS, Youssef DM, Sherbini AS, El-Behedy R, Sherief LM (2016) High-intensity 
light-emitting diode vs fluorescent tubes for intensive phototherapy in neonates. 
Paediatrics and international child health 36(2):127–33 

32.  Tufail A, Ahmad I, Arshad R, Yousaf S, Butt MA (2019) Comparison of light-emitting 
diodelights vs fluorescent light phototherpy for the treatment of unconjugated 
hyperbilirubinemia in preterm infants - Randomised Control Trial. JPMA. The Journal 
of the Pakistan Medical Association 69(6):767–71 

33.  Pratesi S, Di Fabio S, Bresci C, Di Natale C, Bar S, Dani C (2015) Broad-spectrum light 
versus blue light for phototherapy in neonatal hyperbilirubinemia: a randomized 
controlled trial. American journal of perinatology 32(8):779–84 

34.  Ebbesen F, Vandborg PK, Madsen PH, Trydal T, Jakobsen LH, Vreman HJ (2016) Effect 
of phototherapy with turquoise vs. blue LED light of equal irradiance in jaundiced 



2019 surveillance of Jaundice in newborn babies under 28 days – Consultation document 42 of 45 

neonates. Pediatric research 79(2):308–12 

35.  Kuboi T, Kusaka T, Okada H, Arioka M, Nii K, Takahashi M, et al. (2019) Green light-
emitting diode phototherapy for neonatal hyperbilirubinemia: Randomized controlled 
trial. Pediatrics international : official journal of the Japan Pediatric Society 61(5):465–
70 

36.  Mosayebi Z, Homayounfar M, Nariman S, Sagheb S, Movahedian AH (2015) 
Prophylactic versus therapeutic phototherapy in very low birth weight infants. Journal 
of comprehensive pediatrics 6(4) 

37.  Taheritafti R, Taheritafti M (2019) Intermittent versus continuous phototherapy for the 
treatment of non-hemolytic moderate hyperbilirubinemia in term infants: a randomized 
controlled trial. Tehran university medical journal 76(10):686–91 

38.  Sachdeva M, Murki S, Oleti TP, Kandraju H (2015) Intermittent versus continuous 
phototherapy for the treatment of neonatal non-hemolytic moderate 
hyperbilirubinemia in infants more than 34 weeks of gestational age: a randomized 
controlled trial. European journal of pediatrics 174(2):177–81 

39.  Khaliq A (2016) Comparison of continuous with intermittent phototherapy in the 
treatment of neonatal jaundice. Journal of postgraduate medical institute 30(2):173–6 

40.  Niknafs N, Nili F, Dalili H, Nayeri F, Esmaeilnia T, Amini E (2014) A comparison of 
significant bilirubin rebound after discontinuation of phototherapy in two groups of 
neonates in valiasr hospital: a randomized clinical trial. Iranian journal of neonatology 
5(1):17–21 

41.  Lai NM, Ahmad Kamar A, Choo YM, Kong JY, Ngim CF (2017) Fluid supplementation 
for neonatal unconjugated hyperbilirubinaemia. Cochrane Database of Systematic 
Reviews (8) 

42.  Goyal P, Mehta A, Kaur J, Jain S, Guglani V, Chawla D (2018) Fluid supplementation in 
management of neonatal hyperbilirubinemia: a randomized controlled trial. The journal 
of maternal-fetal & neonatal medicine : the official journal of the European Association 
of Perinatal Medicine, the Federation of Asia and Oceania Perinatal Societies, the 
International Society of Perinatal Obstetricians 31(20):2678–84 

43.  Mannan J, Amin SB (2017) Meta-Analysis of the Effect of Chest Shielding on 
Preventing Patent Ductus Arteriosus in Premature Infants. American journal of 
perinatology 34(4):359–63 

44.  Bhola K, Foster JP, Osborn DA (2015) Chest shielding for prevention of a 
haemodynamically significant patent ductus arteriosus in preterm infants receiving 
phototherapy. Cochrane Database of Systematic Reviews (11) 

45.  Lee Wan Fei S, Chew KS, Pawi S, Chong LT, Abdullah KL, Lim LT, et al. (2018) 
Systematic Review of the Effect of Reflective Materials Around a Phototherapy Unit 
on Bilirubin Reduction Among Neonates With Physiologic Jaundice in Developing 
Countries. Journal of obstetric, gynecologic, and neonatal nursing : JOGNN 47(6):795–
802 

46.  Lahiri S, Datta S, Chakraborty D, Das P, Mondal D, Nandi D (2016) Can use of low-cost 
white reflecting curtains increase the efficacy of phototherapy? Journal of Clinical 
Neonatology 5(2):100–5 

47.  Demiraran Y, Albayrak M, Seker IS, Kaynak G, Iskender A, Sezen GY, et al. (2011) 



2019 surveillance of Jaundice in newborn babies under 28 days – Consultation document 43 of 45 

Effect of anesthesiological strategies on neonatal bilirubin levels during cesarean 
section: a prospective and randomized trial [Internet].  

48.  Rath MEA, Lopriore E, Smits-Wintjens VEH, Liley HG (2013) Cochrane review: 
immunoglobulin for alloimmune haemolytic disease in neonates (HDN). M.E.A. Rath, 
Leiden University Medical Centre, Leiden, Netherlands: Blackwell Publishing 

49.  Shahian M (2010) Effect of albumin administration prior to exchange transfusion in 
term neonates with hyperbilirubinaemia – a randomized controlled trial. Indian 
Pediatrics 47:241-244 

50.  Mitra S, Samanta M, Sarkar M, De AK, Chatterjee S (2011) Pre-exchange 5% albumin 
infusion in low birth weight neonates with intensive phototherapy failure--a 
randomized controlled trial [Internet].  

51.  Dash N, Kumar P, Sundaram V, Attri SV (2015) Pre exchange Albumin Administration 
in Neonates with Hyperbilirubinemia: A Randomized Controlled Trial. Indian pediatrics 
52(9):763–7 

52.  Srinivasjois R, Sharma A, Shah P, Kava M (2011) Effect of induction of meconium 
evacuation using per rectal laxatives on neonatal hyperbilirubinemia in term infants: A 
systematic review of randomized controlled trials. R. Srinivasjois, Department of 
Neonatology and Pediatrics, Joondalup Health Campus, Perth, WA, Australia. E-mail: 
Ravisha.srinivasjois@health.wa.gov.au: Medknow Publications and Media Pvt. Ltd (B9, 
Kanara Business Centre, off Link Road, Ghatkopar (E), Mumbai 400 075, India) 

53.  Gholitabar M, McGuire H, Rennie J, Manning D, Lai R (2012) Clofibrate in combination 
with phototherapy for unconjugated neonatal hyperbilirubinaemia [Internet]. John 
Wiley & Sons, Ltd 

54.  Xiong T, Chen D, Duan Z, Qu Y, Mu D (2012) Clofibrate for unconjugated 
hyperbilirubinemia in neonates: A systematic review [Internet].  

55.  Habibi M, Mahyar A, Ayazi P, Ahmadabadi F, Javadi A (2012) The effect of clofibrate 
on hyperbilirubinemia of term neonates [Internet].  

56.  Fallah R, Islami Z, Lotfi SR (2012) Single dose of 50 mg/kg clofibrate in jaundice of 
healthy term neonates: randomised clinical trial of efficacy and safety [Internet].  

57.  Ahadi A, Mirzarahimi M, Ahmadabadi F, Tavasoli A, Parvaneh N (2013) Comparison of 
the efficacy of Clofibrate with Phenobarbital in decreasing neonatal hyperbilirubinemia 
[Internet].  

58.  Serce O, Gursoy T, Karatekin G, Ovali F (2013) Prebiotic and probiotic combination has 
no effect on indirect hyperbilirubinemia in very low birth weight neonates. O. Serce, 
Izmit Maternity and Child Health Hospital, Neonatology Unit, Kocaeli, Izmit, Turkey: 
Walter de Gruyter GmbH and Co. KG 

59.  Demirel G, Celik IH, Erdeve O, Dilmen U (2013) Impact of probiotics on the course of 
indirect hyperbilirubinemia and phototherapy duration in very low birth weight infants 
[Internet].  

60.  Boskabadi H, Alfi N (2013) Effect of massage on response rate of a neonate with 
hyperbilirubinemia to phototherapy [Internet]. H. Boskabadi, Mashhad University of 
Medical Sciences, Iran, Islamic Republic of: Tehran University of Medical Sciences 
(TUMS) 

61.  Moghadam MB, Moghadam KB, Kianmehr M, Jomezadeh A, Davoudi F (2012) Effects 



2019 surveillance of Jaundice in newborn babies under 28 days – Consultation document 44 of 45 

of massage on weight gain and jaundice in term neonates with Hyperbilirubinemia 
[Internet].  

62.  Fallah R, Fallahzadeh MA, Noori-Shadkam M (2014) Evaluation of safety and efficacy 
of purgative manna (billinaster drop) and glycerin suppository in icterus of healthy term 
newborns. Current drug safety 9(1):29–33 

63.  Butler-O’Hara M, Reininger A, Wang H, Amin SB, Rodgers NJ, D’Angio CT (2017) A 
Randomized Controlled Trial of Glycerin Suppositories During Phototherapy in 
Premature Neonates. Journal of obstetric, gynecologic, and neonatal nursing : JOGNN 
46(2):220–8 

64.  Monsef A, Eghbalian F, Rahimi N (2019) Comparison of purgative manna drop and 
phototherapy with phototherapy treatment of neonatal jaundice: A randomized 
double-blind clinical trial. Osong Public Health and Research Perspectives 10(3):152–7 

65.  Wu R-H, Feng S, Han M, Caldwell P, Liu S-G, Zhang J, et al. (2018) Yinzhihuang oral 
liquid combined with phototherapy for neonatal jaundice: a systematic review and 
meta-analysis of randomized clinical trials. BMC complementary and alternative 
medicine 18(1):228 

66.  Zeng J, Wang S-J, Li Y-M, Li H-S, Luo Q, Huang Y-Y, et al. (2017) Yinzhihuang oral 
liquid in the treatment of neonatal jaundice: a meta-analysis. Pharmaceutical biology 
55(1):554–9 

67.  Armanian AM, Barekatain B, Hoseinzadeh M, Salehimehr N (2016) Prebiotics for the 
management of hyperbilirubinemia in preterm neonates. The journal of maternal-fetal 
& neonatal medicine : the official journal of the European Association of Perinatal 
Medicine, the Federation of Asia and Oceania Perinatal Societies, the International 
Society of Perinatal Obstetricians 29(18):3009–13 

68.  Suganthi V, Gokul Das A (2016) Role of Saccharomyces boulardii in reduction of 
neonatal hyperbilirubinemia. Journal of Clinical and Diagnostic Research 10(11):c12-
sc15 

69.  Chen Z, Zhang L, Zeng L, Yang X, Jiang L, Gui G, et al. (2017) Probiotics 
supplementation therapy for pathological neonatal jaundice: A systematic review and 
meta-analysis. Frontiers in Pharmacology 8(jun):432 

70.  Serce O, Gursoy T, Ovali F, Karatekin G (2015) Effects of Saccharomyces boulardii on 
neonatal hyperbilirubinemia: a randomized controlled trial. American journal of 
perinatology 30(2):137–42 

71.  Torkaman M, Mottaghizadeh F, Khosravi MH, Najafian B, Amirsalari S, Afsharpaiman S 
(2017) The effect of probiotics on reducing hospitalization duration in infants with 
hyperbilirubinemia. Iranian Journal of Pediatrics 27(1):e5096 

72.  Rahani T, Boskabadi H, Sadeghi T, Boskabadi MH, Gharaei R, Pasban F (2017) 
Comparison of the effect of cotoneaster manna drop (Bilineaster) and massage on 
bilirubin in neonates under phototherapy. Journal of babol university of medical 
sciences 19(11):21–7 

73.  Rasouli Larma’i N, Ahmadpour-Kacho M, Zahed Pasha Y, Hajiahmadi M, Mazloomi A 
(2016) The effect of kangaroo mother care on the duration of phototherapy in term 
infants with hyperbilirubinemia. Journal of babol university of medical sciences 
18(6):15–20 



2019 surveillance of Jaundice in newborn babies under 28 days – Consultation document 45 of 45 

74.  Karbandi S, Boskabadi H, Esmaeily H, Kalateh Molaee M (2016) Effects of massage on 
duration of phototherapy in premature infants admitted to a neonatal intensive care 
unit. Journal of babol university of medical sciences 18(1):11–7 

75.  Babaei H, Vakiliamini M (2018) Effect of massage therapy on transcutaneous bilirubin 
level in healthy term neonates: randomized controlled clinical trial. Iranian journal of 
neonatology 9(4):41–6 

76.  Dag YS, Yayan EH (2019) The effect on Bilirubin levels of massage, tub bath, and 
sponge bath in newborns with hyperbilirubinemia: a randomized controlled trial. 
European journal of integrative medicine 27:70–4 

77.  Gozen D, Yilmaz OE, Dur S, Caglayan S, Tastekin A (2019) Transcutaneous bilirubin 
levels of newborn infants performed abdominal massage: A randomized controlled 
trial. Journal for specialists in pediatric nursing : JSPN 24(2):e12237 

78.  Zhang M, Wang L, Wang Y, Tang J (2019) The influence of massage on neonatal 
hyperbilirubinemia: a meta-analysis of randomized controlled trials. The journal of 
maternal-fetal & neonatal medicine : the official journal of the European Association of 
Perinatal Medicine, the Federation of Asia and Oceania Perinatal Societies, the 
International Society of Perinatal Obstetricians 32(18):3109–14 

79.  Lei M, Liu T, Li Y, Liu Y, Meng L, Jin C (2018) Effects of massage on newborn infants 
with jaundice: A meta-analysis. International Journal of Nursing Sciences 5(1):89–97 

80.  Ahmadipour S, Mardani M, Mohsenzadeh A, Baharvand P, Nazeri MG (2019) The 
Lowering of Bilirubin Levels in Full-Term Newborns by the Effect of Combined 
Massage Therapy and Phototherapy Practice. American journal of perinatology  

81.  Mohammadzadeh A, Farhat A, Ghasemian A, Ramezani M, Esmaily H, Musavi BM 
(2016) Effects of oral zinc sulfate on hyperbilirubinemia in low-birth-weight neonates. 
Iranian Journal of Neonatology 7(2):11–5 

82.  Maamouri G, Boskabadi H, Mafinejad S, Bozorgnia Y, Khakshur A (2014) Efficacy of 
oral zinc sulfate intake in prevention of neonatal jaundice. Iranian Journal of 
Neonatology 4(4):11–6 

83.  Hashemian S, Mohammadzadeh A, Farhat A, Ramezani M, Seyedi SJ (2017) The 
therapeutic effect of zinc sulfate on neonatal hyperbilirubinemia. Iranian Journal of 
Neonatology 8(2):13–7 

84.  Kumar A, Bagri NK, Basu S, Asthana RK (2014) Zinc supplementation for neonatal 
hyperbilirubinemia: a randomized controlled trial. Indian pediatrics 51(5):375–8 

85.  Ranjit T, Nesargi S, Rao PNS, Sahoo JP, Ashok C, Chandrakala BS, et al. (2015) Effect of 
early versus delayed cord clamping on hematological status of preterm infants at 6 wk 
of age. Indian journal of pediatrics 82(1):29–34 

86.  Mercer JS, Erickson-Owens DA, Collins J, Barcelos MO, Parker AB, Padbury JF (2017) 
Effects of delayed cord clamping on residual placental blood volume, hemoglobin and 
bilirubin levels in term infants: a randomized controlled trial. Journal of perinatology : 
official journal of the California Perinatal Association 37(3):260–4 

 


