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Figure 2) Guidelines for intensive phototherapy in infants of 35 or more weeks’ gestation.  These 

guidelines are based on limited evidence and the levels shown are approximations.  Intensive 

phototherapy should be used when the total serum bilirubin (TSB) concentration exceeds the line 

indicated for each category.  Reproduced and adapted with permission from Pediatrics 2004;114:297-316.   

 

 
The following is adapted from the American Academy of Pediatrics.  Pediatrics 2004;114;297 

 

 Infants are designated as “higher risk” because of the potential negative effects of the conditions listed on 

albumin binding of bilirubin, the blood-brain barrier, and the susceptibility of the brain cells to damage by 

bilirubin.    

 If the total serum bilirubin does not decrease or continues to rise in an infant who is receiving intensive 

phototherapy, this strongly suggests the presence of hemolysis.  

 “Intensive phototherapy” implies irradiance in the blue-green spectrum (wavelengths of approximately 430–

490 nm) of at least 30 μW/cm2 per nm and delivered to as much of the infant’s surface area as possible.  

 Bronze-baby syndrome.  Infants who receive phototherapy and have an elevated direct-reacting or conjugated 

bilirubin level (cholestatic jaundice) may develop the bronze-baby syndrome - a dark, grayish-brown 

discoloration of the skin, serum, and urine.  This syndrome generally has had few deleterious consequences, 

and if there is a need for phototherapy, the presence of direct hyperbilirubinemia should not be considered a 

contraindication to its use. Because the products of phototherapy are excreted in the bile, the presence of 

cholestasis will decrease the efficacy of phototherapy.  
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Figure 3) Guidelines for exchange transfusion in infants of 35 or more weeks’ gestation.  These 

guidelines are based on limited evidence and the levels shown are approximations.  Exchange 

transfusions should be used when the total serum bilirubin (TSB) concentration exceeds the line 

indicated for each category.  Reproduced and adapted with permission from Pediatrics 2004;114:297-316.  

 

 
The following is adapted from the American Academy of Pediatrics.  Pediatrics 2004;114;297 

 

 During birth hospitalization, exchange transfusion is recommended if the TSB rises to these levels despite 

intensive phototherapy.  

 For readmitted infants, if the TSB level is above the exchange level, repeat TSB measurement every 2 to 3 

hours and consider exchange if the TSB remains above the levels indicated after intensive phototherapy for 

6 hours.  

 Risks of Exchange Transfusion.  Risks of morbidity and mortality associated with exchange transfusion are 

difficult to quantify due to infrequency of the procedure. The complications may not be generalizable to the 

current era if, like most procedures, frequency of performance is an important determinant of risk.  

 Death associated with exchange transfusion has been reported in approximately 3 in 1000 procedures, 

although in otherwise well infants of 35 or more weeks’ gestation, the risk is probably much lower. 

 Significant morbidity (apnea, bradycardia, cyanosis, vasospasm, thrombosis, necrotizing enterocolitis) 

occurs in as many as 5% of exchange transfusions.  

 Risks associated with the use of blood products must always be considered. 

 Hypoxic-ischemic encephalopathy and acquired immunodeficiency syndrome have occurred in 

otherwise healthy infants receiving exchange transfusions. 

 


