
Long-Awaited AAP Hyperbilirubinemia Guidelines Have Arrived

Laura R. Kair#1, Carrie A. Phillipi#2, Kelly E. Wood#3

1Department of Pediatrics, University of California Davis, Sacramento, CA

2Department of Pediatrics, Oregon Health & Science University, Portland, OR

3Stead Family Department of Pediatrics, University of Iowa, Iowa City, IA

# These authors contributed equally to this work.

Keywords

Hyperbilirubinemia; Fetus/Newborn Infant

The highly anticipated update to the American Academy of Pediatrics (AAP) Clinical 

Practice Guideline for management of hyperbilirubinemia in newborns ≥35 weeks gestation 

was published in August 2022.1 The revised guideline and accompanying technical report2 

build on the prior recommendations with a decade and a half of new research.

Several key changes in the AAP’s revised guideline are important to highlight. In homage 

to Dr. Oski and Watchko’s conversation (Vigintiphobia, 1982),3 the new guidance brings 

us closer to avoiding treatment of hyperbilirubinemia in term newborns without hemolysis. 

The treatment thresholds for phototherapy and exchange transfusion have been increased, 

and the new nomograms incorporate gestational age more smoothly along a continuum. 

The hour-specific nomogram that guided us for decades to assign risk is replaced by 

more individualized guidance that incorporates both gestational age and neurotoxicity 

risk. Specifically, more standardized follow up assessments are recommended according 

to distance from treatment thresholds.4 Newly added is escalation of care guidance, 

steps to take when the serum bilirubin approaches the exchange transfusion level. In 

alignment with the AAP’s Eliminating Race-Based Medicine policy statement,5 race and 

ethnicity have been removed as independent variables to be used when assessing risk of 

developing severe hyperbilirubinemia, compelling individualized care with surveillance and 

careful assessment of family history of hyperbilirubinemia requiring treatment. In the 2004 

guideline,6 infants assigned as Black race were classified as being at decreased risk of severe 

hyperbilirubinemia while those assigned East Asian race were classified at elevated risk. 

Despite the perceived lower risk, Black infants are overrepresented in cases of kernicterus,7 

likely reflecting decreased vigilance, delayed treatment, and failed recognition of glucose-6-

phosphate dehydrogenase (G6PD) deficiency.8 Newborns of Asian race were potentially 
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at risk of overtreatment and additional healthcare utilization from care based on higher 

perceived risk rather than genetic risk identified via family history.9

The AAP provides welcome news for jaundiced term newborns without hemolysis while 

emphasizing the vulnerability of early term and late preterm newborns and those with 

hemolysis. Higher treatment thresholds and standardization of practice provides a smooth 

transition for those clinicians who strictly followed the 2004 AAP guidelines. For those who 

practice with more variability or who had transitioned to the Northern California Neonatal 

Consortium (NCNC) guidelines,10 the updated AAP guidance endorses higher treatment 

thresholds similar to NCNC guidelines but raises concerns of healthcare overutilization. 

Some of the recommendations with lower quality evidence may differ from long-standing 

clinical practice and may result in unnecessary testing and treatment. For example, we 

question the utility of obtaining laboratories (e.g. albumin, hemoglobin) in well term 

infants who meet phototherapy treatment criteria rather than reserving expanded laboratory 

evaluation for those approaching exchange or following an unexpected trajectory. Likewise, 

the recommendations for follow-up testing once phototherapy is initiated are overly 

prescriptive. Experienced clinicians know that an infant without hemolysis who has a 

feeding problem and hyperbilirubinemia will respond well to addressing the feeding 

problem in combination with phototherapy; sampling of bilirubin at specific time points 

is not always required.

The specificity provided in the new guidance is appreciated but will pose challenges for less 

resourced healthcare settings. Escalation of care, particularly in settings without proximate 

access to NICU care has the potential to prioritize transfer over treatment. A trial of 

intensive phototherapy, with or without intravenous fluids, should be an option for some 

infants who are within points of exchange transfusion prior to arranging transport. Home 

phototherapy is featured more prominently in this guidance but remains difficult to procure 

in many health systems and communities, as is even routine follow-up. More flexibility in 

criteria for those who may benefit from home phototherapy would be useful. Late preterm 

infants with serial bilirubin measurements who are predicted to reach a treatment threshold 

in ensuing days might be excellent candidates for home phototherapy. The emphasis on safe 

discharge bilirubin management compels hospital systems to invest in case management to 

assist busy clinicians facing increasing amounts of information to digest and process during 

shorter birth hospitalizations.

Implementation of the new recommendations requires a multidisciplinary and patient-

centered approach. The new guideline all but necessitates that hospital units and clinics 

caring for newborns purchase a transcutaneous bilimeter. For example, for infants who are 

found to be direct antiglobulin test (DAT) positive, the recommended bilirubin checks every 

4 hours x2 then every 12 hours x3, even in the absence of identified bilirubin elevation, 

would necessitate a significant number of blood draws for an otherwise well newborn 

in the absence of a transcutaneous bilimeter. Surveillance of breastfed infants for direct 

hyperbilirubinemia is suggested at a time when there is no standard touch point. It is more 

practical to obtain a fractionated bilirubin at the two-week visit when some states standardly 

obtain a blood sample for the newborn screen. The guideline authors provided helpful 

supplemental tables with hour-specific phototherapy and exchange transfusion thresholds. 
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While use of these tables allows for better precision than comparing an infant’s value at 

a given hour to a nomogram, it does not seamlessly update electronic health record data. 

As of three weeks following publication of the updated guidelines, clinical decision tools 

built into the electronic health record have not yet incorporated updated nomograms. While 

third-party, open access sites have created tools, such as peditools.org,10 that facilitate 

graphing, lack of real-time updates of the curves embedded in the electronic health record 

can leave members of the care team, including nurses, confused about a patient’s clinical 

status and plan of care. A future state where electronic health records are provided with 

the permissions necessary to facilitate timely incorporation of major clinical decision tool 

updates like this has the potential to minimize risk to patients and ease the implementation 

process for providers.

Since the 2004 guideline and 2009 clarification,6,12 the evidence base for hyperbilirubinemia 

has expanded,4,13–20 providing the impetus for substantial revisions to the guideline. 

Specifically, new evidence of potential phototherapy-related harms and reassurance that 

bilirubin neurotoxicity does not occur until levels well above the 2004 exchange transfusion 

thresholds was felt to justify raising the phototherapy thresholds. Yet, work remains to 

be done, as the new thresholds are based on expert opinion as evidence was insufficient 

to derive specific treatment thresholds. Of the 25 key action statements, only 3 had 

sufficient evidence to be graded as strong recommendations. Remembering the wisdom 

of Vigintiphobia,3 clinicians must study the rationale for the original policy as well as the 

arguments for the proposed changes. Moving forward, ongoing research and surveillance of 

the impact of the changes on the health of children will be key to drive the next guideline 

revision.
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