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UIAS DE MANEJO HIPERBILIRRUBINEMIA

Box 1. American Academy of Pediatrics guideline on
management of hyperbilirubinemia in the newborn infant
>35 weeks of gestation: the 10 key elements

@ 1. Promote and support successful breastfeeding
2. Establish nursery protocols for identifying jaundice and
include circumstances in which nurses can order
a serum bilirubin
3. Measure total serum bilirubin or transcutaneous bili-
rubin on infants jaundiced in the first 24 h
4. Visual estimation of jaundice can lead to errors, partic-
@ ularly in darkly pigmented infants
5. Interpret all bilirubin levels according to the infant’'s age
in hours
6. Infants <38 weeks, particularly if breastfed, are high risk
7. Perform risk assessment on all infants prior to discharge
8. Give parents written and oral information about
jaundice
9. Provide appropriate follow-up based on time of
discharge and risk assessment
10. Treat newborns, when indicated, with phototherapy or
exchange transfusion
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DE LA PRODUCCION: ANEMIAS HEMOLITICAS:
déficit glucosa 6-fosfatasa, hemoglobinopatias
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IPERBILIRRUBINEMIA PROLONGADA POR LACTANCIA MATERNA

% de los neonatos alimentados con leche materna alcanzan cifras de
a2 12mg% vy el 2% alcanzan cifras de bilirrubina = 15 mg%
iON" hepdtica disminuida por menor conjugaciong (no se ha podido
gue la LM tenga factores inhibidores de la conjugacion pero
Rodido descartar)
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SIEMPRE
PATOLOGICA

AFECTACION  HEPATOCELULAR: virica

(TORCH), hipoxia, hepdatitis idiopdatica,
trastornos metabdlicos, nutricion
parenteral (disminucion del estimulo
enteral, foxicidad hepdtica de los
omponentes), toxica (drogas),
oinmune, metabdlica (Wilson, déficit

8 1 antitripsina, fibbrosis quistica)
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BEDENTES: Familiares (esferocitosis), parto
natoma), alimentacion (lactancia), nutricion

tado de hidratacion. Letargo, irritabilidad.

asaje de bilirubina, grupo y factor,
Ogia materna.

bemocultivo, medio inferno
Nse, estudios metabdlicos.
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