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Introduction 
Jaundice, is a yellowish discoloration of the skin, the 

conjunctival membranes over the sclerae, and other mucous 
membranes caused by hyperbilirubinemia  This 
hyperbilirubinemia subsequently causes increased levels of 
bilirubin in the extracellular fluids.  It is usually apparent 
when bilirubin levels exceed 3 mg/dL or 50 µmol/L 
(Guyton et al ., 2005 ). 

 
Hyperbilirubinemia results from one or more 

derangements in the complex multistep process that 
balances bilirubin production with bilirubin clearance. 
Consequently, jaundice can indicate a disorder in bilirubin 
metabolism, hepatic function, or biliary disease or 
combinations thereof (Raphael  and Marion , 2003). 

 
Cholestasis is characterized by the constellation of 

physiological, morphologic, and clinical manifestations that 
result from the impairment of the bile excretory system in 
the liver and biliary tree (Sherlock,1998). 

 
The investigation of a patient with jaundice begins 

with a thorough review of the history of presentation, 
medication use, past medical history, examination, and 
evaluation of liver-related laboratory tests (Raphael  and 
Marion , 2003). 

 
Obstetric cholestasis is a condition of the liver which 

occurs in some pregnant women. Cholestasis means there is 
a reduced flow of bile down the bile ducts in the liver. Some 
bile then 'leaks' out into the blood stream, in particular the 
bile salts. These circulate in the blood stream and can cause 
symptoms. Obstetric cholestasis is sometimes called 
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intrahepatic cholestasis of pregnancy (Milkiewicz and  
Elias, 2002). 

 
Clinical studies clearly show that when obstetric 

cholestasis complicates pregnancies it may lead to 
premature births in up to 60%, fetal distress in up to 
33%,and intrauterine death in up to 2% of patients                
( Lammert and  Marschall , 2000). 

 
The aetiology of obstetric cholestasis is undoubtedly 

multifactorial, with genetic, environmental, and hormonal 
factors having important roles. Obstetric cholestasis 
classically manifests itself in the second or third trimester of 
pregnancy with generalised pruritus, most pronounced in 
palms and soles. Jaundice is relatively uncommon, 
complicating only the most severe and prolonged episodes 
(Milkiewicz and Elias ,2002). 

 
While providing anesthesia for patients with liver 

disease, the concept of oxygen supply-demand relationship 
in the liver should be kept in mind. Therefore, the main rule 
is to maintain adequate pulmonary ventilation and 
cardiovascular function, including cardiac output, blood 
volume, and perfusion pressures (Gelma, 2000 ). 

 

Aim of the work 
To review the pathophysiology of jaundice especially  

in obstetric patients through some lights on the major 
causes and new treatments of jaundice in obstetric patients 
and also anesthetic management of this cases .   
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All haem molecules in haemoglobin or cytochrome 
enzyme are stolichiometrically ( 1 : 1 )  degraded to 
bilirubin especially in the spleen and liver, but also in 
macrophages in other tissues, including skin, and in renal 
tubular cells. Haem oxygenase enzymes break open the 
asymmetric 'tetrapyrrole haem molecule specifically at the 
α-methene bridge, releasing carbon monoxide and iron. One 
principal isomer of biliverdin, namely IX- α , is formed, 
although small amounts of the other three possible isomers 
( ß,γ and δ ) can be detected in bile. The excretion of carbon 
monoxide in breath .can be used quantitatively to determine 
the breakdown of haem to bilirubin, of which 200 to 350 mg 
(340 to 600 umol) is produced daily. About 85 percent of 
biliverdin and bilirubin is derived from the delayed 
breakdown of the haemoglobin, while the remainder is either 
from the breakdown of haem proteins, chiefly in the liver, 
or from ineffective erythropoiesis in the bone marrow; these 
called early labeled bilirubin defined by isotopic studies in 
vivo (Thompson, 2003). 

 
Biliverdin is green and is directly excreted in bile by 

birds, amphibians, and reptiles but not by mammals. 
Biliverdin is reduced by the cytosolic enzyme billiverdin 
reductase in liver and spleen to the yellow billirubin IX- α , 
which has then to be excreted. The reason for this difference 
was obscure, for bilirubin is lipid soluble, and potentially 
toxic, and has to be conjugated before it is excreted in bile, 
while biliverdin is water   soluble and can be readily excreted 
in urine and bile by mammals. However, bilirubin is an 
antioxidant or free radical scavenger in plasma and bile, 
particularly when bound to -" copper, and this may be 
especially important in the neonate, especially when levels of 
the antioxidant ascorbate are low. Hence bilirubin probably 
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has a function and is not just a waste product. Bilirubin is 
surprisingly lipid soluble, this being due to internal hydrogen 
bonding in trie molecule so that it forms a tight, non polar 
non linear, three dimensional structure. After its release from 
macrophages, it is firmly bound to plasma albumin, so that 
none enters the urine. At high concentrations in the blood it 
slowly diffuses into tissues, where it can be toxic, 
particularly in the neonatal brain (kernicterus) or kidney. 
Jaundice is usually less obviouk. in unconjugated hyper-
bilirubinaemia since its diffusion into the tissues is more 
limited (Berk and Noyer, 2000).                                                                       

 
    The circulating pool of bilirubin in the plasma 

(about 100  µmol) is almost all unconjugated. Routine 
measurements still rely on the van Den Bergh Diazo reaction, 
which yields either an indirect (unconjugated billirubin) or 
direct reaction (conjugated) and although this overestimates 
the true level of conjugated bilirubin, the results indicate 
whether or not circulating bilirubin is wholly unconjugated. 
The direct and indirect reactions depend on the slow reaction 
of the unconjugated bilirubin with the reagent, which is 
accelerated when solvents such as methanol, which break the 
internal hydrogen bonding, are added. The normal range of 
plasma bilirubin is wide (about 5 to 19  µmol), reflecting 
wide variation in the rate of conjugation in the liver, and is 
higher than in most other mammals in whom clearance and 
excretion are more efficient. Hepatic enzyme inducing drugs 
reduce the plasma level by increasing conjugation and hence 
clearance (Sherlock and Dooley, 1997). 

 
Bilirubin is selectively removed by hepatocytes from 

sinusoidal blood, although its plasma clearance (about 50 
ml/min) is low compared, for instance, with that of bile acids, 


