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Other related Trust documents: 
Policy for Checking Emergency Equipment 
Trust Training Needs Analysis (CG065) 
 

Neonatal Resuscitation Guidelines 
All neonatal resuscitation should be performed according to the attached Resuscitation Council 
guidelines for newborn life support (NLS). Any member of clinical staff who has regular, direct 
contact with newborn babies or is involved in the delivery of pregnant mothers should have as a 
minimum annual updating on neonatal life-support training.  
 
All paediatric doctors and trainees involved with neonatal care should have a valid NLS 
certificate. All senior staff nurses on the neonatal intensive care unit and desirably, all senior 
midwives should have completed an NLS course. The Resuscitation Department runs basic 
neonatal life support for A and E staff. (not sure who this covers). All midwives, permanent 
obstetric medical staff, nurses employed on the post natal wards and maternity recovery and 
maternity support staff attend annual neonatal life support updates as detailed in the maternity 
training needs analysis (CG065).  These sessions can be booked by contacting the practice 
development department ext 7348 or booking via the practice development folder. Attendance 
for midwifery, nursing and support staff will be monitored by the practice development midwife.  
The lead obstetrician for clinical risk will monitor the permanent  medical staff.   
 
The action taken to follow up non attenders is described in the maternity training needs analysis.   
 
All new doctors will receive a neonatal resuscitation update as part of their induction programme 
on the neonatal units. A record of their attendance will be kept by the clinical tutor. 
 
Resuscitation Equipment 
It is the responsibility of the coordinator of each clinical area to ensure that resuscitation 
equipment is readily available and regularly maintained. Neonatal resuscitaires should be 
checked at least daily using the appended checklists. Any faulty equipment should be reported 
and replaced immediately. Consumables need to be checked on a daily basis and replaced if 
missing.  This includes the Accident and Emergency department. 
 
Checking of resuscitaires and resuscitation equipment will be audited six monthly and resultant 
audits presented to the clinical teams involved. 
 
Who to call for neonatal resuscitation in maternity unit births  
 
With careful consideration of risk factors, the majority of newborns who will need resuscitation 
can be identified before birth. If the possible need for resuscitation is anticipated, additional 
skilled personnel should be summoned via the bleep system and the necessary equipment 
prepared. Identifiable risk factors maybe birth before 37 weeks gestation, meconium stained 
liquor, forceps or ventouse deliveries, vaginal breech births or suspected fetal distress. The 
necessary equipment would be the resuscitaire brought into the Delivery room, plugged into the 
electrical supply, pre-warmed and connected to the wall oxygen supply .The additional 
personnel would be an ANNP or neonatal SHO.  
 
Should a baby be unexpectedly born in poor condition, help should be summoned by initially 
calling the emergency bell and then a neonatal crash call (2222) generated should additional 
skilled personnel be needed.  This consists of the neonatal SpR, the neonatal SHO or the 
ANNP. The caller should clearly state the location (eg. Theatre, Delivery Suite room 5). The 
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necessary equipment would be the resuscitaire brought into the Delivery room, plugged into the 
electrical supply, manually warmed and connected to the wall oxygen supply. The on call 
Neonatal consultant should be summoned urgently via switchboard if requested by the neonatal 
SpR. 
 
Who to call for neonatal resuscitation at home births  
 
Community midwives attending a planned homebirth should equip themselves with the potential 
necessary equipment needed to resuscitate a newborn baby as detailed on the appended 
checklist.   
 
With careful consideration of risk factors, the majority of newborns who will need resuscitation 
can be identified before birth. If the possible need for resuscitation is anticipated at a home birth, 
the midwife should contact the Delivery suite coordinator (), a paramedic ambulance and 
accompany the woman into hospital. 
 
Should a baby be unexpectedly born in poor condition, the midwife should call 999 for 
paramedic assistance. Should the baby need to be transferred for further care, transfer should 
be to the A and E department. If there are 2 midwives present, a midwife can accompany the 
baby but if there is 1 midwife present, the baby should be labelled with the mothers name, date 
and time or birth and accompanied by the paramedic.   
 
Which resuscitation algorithm to use?  
 
The newborn life-support algorithm and following guideline should be used for the resuscitation 
of the following infants: 
 
 –  All babies delivered in delivery suite, obstetric theatres or maternity wards 
 –  Any baby delivered in any other area of the hospital including A&E and  
    adult intensive care  
–   Any baby who has a postnatal collapse prior to discharge from the maternity unit 
 
Babies under 28 days of age presenting to the accident and emergency department or on the 
paediatric ward or other hospital Department should be resuscitated according to the paediatric 
life-support algorithm. 
 
Notes on the NLS guidelines 
  
The guidelines were updated in October 2010 to include the use of saturation monitoring, 
blended gases, end tidal CO2 monitoring and delayed cord clamping. These should be applied 
provided the equipment to do so is available.  
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Venous access 
 

• this should be obtained via an umbilical venous catheter, please see guideline for 
insertion of umbilical catheters 

• peripheral cannulation is not effective due to poor perfusion and is time-
consuming 

• inter-osseous needle insertion is acceptable but should not be necessary 

Drugs. 
 

• Sodium bicarbonate  –  2 to 4 ml per kilogram of a 4.2% solution 

(1 to 2 mmol per kilogram) 
 

• Adrenaline   – 0.1 ml per kilogram of 1:10 000 solution 

(10mcg/kg) 
 

� If there is no response a second dose of: 
0.3 ml/kg of 1:10 000 solution 
(30mcg/kg) 

 

• Dextrose    - 2.5 ml/kg of 10% dextrose 

 
 

• All three of the above should be given consecutively, the order of administration 
is not important 

 
 
 

• Volume   - only if there has been foetal blood loss 

     fluid of choice is O neg blood 
0.9% saline solution can be used if blood is not 
available 

 
    Volume should be given in 10 ml/kg aliquots  
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Auditable standards 

 

� All the neonatal resuscitaires within the maternity department will be checked twice daily 
once in different shifts on delivery suite and theatres. This will be documented in the 
resuscitaire checklist and kept in a folder within the resuscitaire 

� All the neonatal resuscitaires within the accident and emergency department will be 
checked daily. This will be documented in the resuscitaire checklist and kept in a folder 
within the resuscitaire. 

� All emergency equipment should be stocked as stated in checklist in a timely manner; if 
material is available within the department it should be stocked immediately, if the 
material should be ordered, this order should be done on the same shift and chased if 
expected deadline is delayed. This will be documented in the emergency equipment 
checklist and kept within the emergency equipment. 

� All the community emergency equipment bags should be checked daily by fully 
completing the “community emergency checklist” kept within the trolley that holds the bag. 

 

Monitoring  

 

The audit team that will audit the above auditable standards will be formed by: 
� A midwife and/or a doctor and/or a maternity support worker 
� Audit and quality midwife 
� A clinical audit facilitator 

The audit will compare results with previous audits, if applicable. The audit will review documentation stated in the 
maternal health records as evidence of compliance with standards.  
The audit will be completed prospectively or retrospectively: 

� For first-time audits: within the first 9 months of each financial year  
� For repeat audits: within the timeframe stated by previous audit’s risk priority. 

Plan following audit results for all standards audited, this would subject to earlier re-audit if concerns are raised from 
risk management about this particular area. 
 

 
Results 

 

 
Risk  

Priority 

 
Plan 

If < 75% compliance   
1 

Implement action plan and re-audit 
within 3 months from completion of 
report 

If ≥ 75% compliance and results 
≤ than previous audit (when 
applicable) 

 
2 

Implement action plan and re-audit 
within 6 months from completion of 
report 

If ≥ 75% compliance and results 
≥ than previous audit (when 
applicable) 

 
3 
 

Implement action plan and re-audit 
next financial year from completion of 
report 
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The results will be disseminated depending on the risk priority.  
 

 
Risk 

 Priority 

 
Dissemination 

 
1 

Presented in at least one of the following meetings: Maternity Audit 
Forum, Maternity Clinical Governance, Morbidity & Mortality, Combined 
anaesthetic team, midwifery services meeting or local ward forums. 
Uploaded in Datix for staff and patients access 
RBHFT Maternity Newsletter 
Special measures identified in action plan 

 
2 

Presented in one of the above meetings 
Uploaded in Datix for staff and patients access 
RBHFT Maternity Newsletter 

 
3 

Uploaded in Datix for staff and patients access 
RBHFT Maternity Newsletter 

 
The dissemination on results and implementation of action plans and timely re-audit will be coordinated by the Audit 
and Quality Midwife and reported to the Maternity Clinical Audit Committee on a monthly basis. This committee 
reports to Maternity Clinical Governance monthly 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Author: Greg Boden Date: September 2011 

Job Title: Consultant Review Date: September 2013 

Policy Lead: Urgent Care Group Director Version: 1.0 

Location: Corporate Governance Shared Drive – GL443 

 - 19 - 

 

 
Appendix 1: Resuscitaire Checklist 
 

Resuscitaire Check List 

Please � when checked and correct.  Please � and Action any faults/missing items etc. 

Date:                  

  Monday Tuesday Wednesday Thursday Friday Saturday Sunday    

  E E E E E E E    

Self Test                  

Over head Lights:                  

Over head Heater                  

O2 Cylinders :   black with white top    Rt.                  

                        Black with white top     Lt.                  

Apgars                  

Paediatric stethoscope                  

Suction:          bottle                  

                        Tubing attached                  

                        Catheter attached (10)                  

Rt O2 Flow meter, tubing and funnel mask                  

Lt 02 Flow meter, attached to Neopuff                  

Ventilation circuit                  

Laerdal mask 0/1 (attached)                  

Neopuff tested Max: 35 cms/H2O Inspiration: 
30 cms/H2O 3cms/H2O               

   

Instruction sheet for setting levels                  

Resuscitation action chart                  
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Date:               

  Monday Tuesday Wednesday Thursday Friday Saturday Sunday 

Sliding Shelf E E E E E E E 

Konakion Paediatric 1 mg/0.5 ml (min 5)               

Neonatal Drugs (sealed)               

Medi swabs (1box)               

Orange needles (1 box)               

2 ml syringes (min 6)               

1 ml syringes (x 3)               

5 ml syringes (x 3)               

10 ml syringes (x 3)               

Butterfly 21 x 2 (green)               

Quickcath/Jelco 24 x 2               

Extension with T piece x 2               

Laryngoscope + disposable short blade               

Second disposable short blade               

Long blade               

Guedal Airway 0, 00               

Spare batteries for laryngoscope x 2               
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Date:               

  Monday Tuesday Wednesday Thursday Friday Saturday Sunday 

Bucket drawer E E E E E E E 

Bag with silk suture (W328), Derf needle holder, 
Sterile Scissors               

Normal saline 100 mls with 50 ml syringe and drawing 
up needle               

ET tubes                                       3.5 x 2               

                                                     3.0 x 2               

                                                     2.5 x 2               

                                                     2.0 x 2               

                

                

                

Paed Yankeur sucker (2)               

Laerdal mask 0/1, 0/0               

Disposable ET tube introducer x 2               

Spare Ventilation Circuit               

Baby labels: blue x 6 pairs, pink x 6 pairs               

Baby bracelets x 6 pairs               

Silver swaddlers x 2               

Cord clamps x 2               

Tubinette bonnets (min 6)               

Knitted bonnets (min 4) with ties attached               

Tesco' bag x 2 for <30/40 gestation               

Neopuff Green Oxygen tubing x 1               

        

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Author: Greg Boden Date: September 2011 

Job Title: Consultant Review Date: September 2013 

Policy Lead: Urgent Care Group Director Version: 1.0 

Location: Corporate Governance Shared Drive – GL443 

 - 22 - 

 

 
 
 
Date:               

  Monday Tuesday Wednesday Thursday Friday Saturday Sunday 

Baskets E E E E E E E 

Suction catheters                         10               

Suction catheters                         6, 8, 12, 14               

NGT size Fg5 x 5               

Shoe Bag               

Laerdal Bag + tubing with pressure monitor               

Shelf               

Dextrose 10% (500 mls)               

Cot sheets x 6               

Suction tubing x 6               

Box of Green Oxygen Tubing               

Neonatal UVC Box (situated under controlled 

drugs cupboard / anaesthetic room) 

              

- - - - - - - 

Date:               

  Monday Tuesday Wednesday Thursday Friday Saturday Sunday 

  E E E E E E E 

Items replaced             

              

              

                

Items ordered               

              

              

              

Other actions               

              

              

              

Signature & designation               

              

              

                

 

 

 

 

 

Auditable standards 
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� All the neonatal resuscitaires within the maternity department will be checked twice daily once in different 
shifts on delivery suite and theatres. This will be documented in the resuscitaire checklist and kept in a 
folder within the resuscitaire 

� All the neonatal resuscitaires within the accident and emergency department will be checked daily. This will 
be documented in the resuscitaire checklist and kept in a folder within the resuscitaire. 

� All emergency equipment should be stocked as stated in checklist in a timely manner; if material is available 
within the department it should be stocked immediately, if the material should be ordered, this order should 
be done on the same shift and chased if expected deadline is delayed. This will be documented in the 
emergency equipment checklist and kept within the emergency equipment. 

� All the community emergency equipment bags should be checked daily by fully completing the “community 
emergency checklist” kept within the trolley that holds the bag. 

 

Monitoring  

 

The audit team that will audit the above auditable standards will be formed by: 
� A midwife and/or a doctor and/or a maternity support worker 
� Audit and quality midwife 
� A clinical audit facilitator 

The audit will compare results with previous audits, if applicable. The audit will review documentation stated in the maternal health records as 
evidence of compliance with standards.  
The audit will be completed prospectively or retrospectively: 

� For first-time audits: within the first 9 months of each financial year  
� For repeat audits: within the timeframe stated by previous audit’s risk priority. 

Plan following audit results for all standards audited, this would subject to earlier re-audit if concerns are raised from risk management 
about this particular area. 
 

 
Results 

 

 
Risk  

Priority 

 
Plan 

If < 75% compliance   
1 

Implement action plan and re-audit within 3 
months from completion of report 

If ≥ 75% compliance and results ≤ than 
previous audit (when applicable) 

 
2 

Implement action plan and re-audit within 6 
months from completion of report 

If ≥ 75% compliance and results ≥ than 
previous audit (when applicable) 

 
3 
 

Implement action plan and re-audit next 
financial year from completion of report 

 
The results will be disseminated depending on the risk priority.  
 

 
Risk 

 Priority 

 
Dissemination 

 
1 

Presented in at least one of the following meetings: Maternity Audit Forum, Maternity 
Clinical Governance, Morbidity & Mortality, Combined anaesthetic team, midwifery 
services meeting or local ward forums. 
Uploaded in Datix for staff and patients access 
RBHFT Maternity Newsletter 
Special measures identified in action plan 

 
2 

Presented in one of the above meetings 
Uploaded in Datix for staff and patients access 
RBHFT Maternity Newsletter 
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3 

Uploaded in Datix for staff and patients access 
RBHFT Maternity Newsletter 

 
The dissemination on results and implementation of action plans and timely re-audit will be coordinated by the Audit and Quality Midwife and 
reported to the Maternity Clinical Audit Committee on a monthly basis. This committee reports to Maternity Clinical Governance monthly 

 


