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rate for infants with PJ. However, we feel it 
is reasonable to call for better evidence to 
justify all the investigations recommended 
in the NICE guidelines.
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We recently performed a prospective study 
of the investigation of ‘well’ term neonates 
referred from community for assessment of 
PJ. History and physical examination was 
performed and demographic data obtained 
(table 1). Existing local guidelines were 
followed during the fi rst half of the audit 
(table 2, group 1) and following interim 
analysis a rationalised approach to inves-
tigation was introduced (table 2, group 2), 
derived from the British Society of Paediatric 
Gastroenterology, Hepatology and Nutrition 
guidelines for the investigation of hyperbili-
rubinaemia and recommendations from the 
UK Children’s Liver Disease Foundation.5 6 
We opted not to include urine culture in 
our rationalised approach for two reasons – 
antenatal ultrasound screening was routine 
in our health board and likely to detect any 
structural renal malformations, and also the 
literature supporting routine urine testing is 
inconsistent.7 8

One hundred and ninety-seven of 
12 986 live births (1.5%) were referred for 
assessment of PJ. No signifi cant pathol-
ogy associated with PJ was detected. 
The number of repeat investigations (37 
vs 7, p<0.0001) and return appointments 
(28 vs 7, p=0.0009) fell following the intro-
duction of the rationalised investigation 
algorithm.

Our data suggest that in screening of well, 
term neonates who are thriving, a stream-
lined approach may be safe and reduce 
unnecessary workload. It is diffi cult to jus-
tify further investigations in this cohort, 
which frequently generates repeat testing 
for little diagnostic gain. We acknowledge 
that our study was limited not only by its 
small numbers, but also by the low referral 

 

 

NICE recommendations for the 
formal assessment of babies 
with prolonged jaundice: too 
much for well infants?

Prolonged jaundice (PJ) is common, 
 affecting 2–15% of all neonates and up 
to 40% of breastfed infants.1 It presents 
a challenge to health professionals, who 
must identify those infants with pathology 
while avoiding the unnecessary investiga-
tion of normal babies. National Institute 
for Health and Clinical Excellence (NICE) 
recently recommended, that in addition 
to a thorough examination, the formal 
assessment of PJ should include conjugated 
 bilirubin, urine culture, glucose-6-phos-
phate dehydrogenase where ethnically 
appropriate, full blood count, blood group 
determination and Coomb’s test.2

The three studies referenced had meth-
odological fl aws, including all being retro-
spective studies. One UK study concluded 
that while neonates with PJ may have 
detectable problems, the number of investi-
gations could safely be reduced if a thorough 
examination was performed.1 However, 
prospective audit was not undertaken. The 
two remaining Turkish studies3 4 had a high 
incidence of established conjugated hyper-
bilirubinaemia (66%). Unsurprisingly, this 
was associated with a higher rate of pathol-
ogy and unlikely to be typical of a popula-
tion of well, thriving babies.

Table 1 Infant characteristics

 Group 1 (n=105) Group 2 (n=92)

Median gestation (range) 39 weeks (37–41) 39 weeks (37–41)
Median age at review (range) 17 days (13–56) 18 days (13–49)
Sex Male 76 Male 53

Female 29 Female 39

Mode of feeding Breast 84 (80%) Breast 74 (80%)

Bottle 9 Bottle 8

 Mixed 12 Mixed 10

Table 2 Investigation algorithms for each group of infants

Group 1 (n=105) Group 2 (n=92)

Full blood count Split bilirubin
Blood group and Coomb’s test G6PD where ethnically appropriate
Thyroid function tests
Split bilirubin
Liver function tests
Urine culture
Urinary reducing substances
G6PD where ethnically appropriate  

G6PD, glucose-6-phosphate dehydrogenase.
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