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University of Kentucky / UK HealthCare 
Policy and Procedure 

Policy # RC04-04P 

Title/Description: Neopuff Infant Resuscitator 

Purpose:  

 

Policy 

 

 

REFERENCE: AARC Neonatal Guidelines 

 

Introduction 

 

The Neopuff Infant Resuscitator is an easy to use, manually operated, gas-powered resuscitator 
which provides consistent set PEEP pressure.  The unit can accept and deliver oxygen 
concentrations from 21-100% by using a flow meter or blender.  The unit can be connected to a 
neonatal mask or endotracheal tube.  Room air should be used initially, but if the patient’s 
condition does not improve within the first minutes then oxygen should be used at lowest 
possible concentration to meet gas exchange goals. 

 

 

Advantages of the Neopuff Resuscitator 

 

Operator sets PIP and PEEP pressures 

Resuscitator will not deliver PIP or PEEP above set pressures 

PIP and PEEP pressures are displayed on unit 

Operator controls the length of inspiratory time 

Resuscitator delivers 100% free flow oxygen reliably 

 

 

Equipment/Supplies Needed 
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Resuscitator 

Compressed gas source 

Oxygen gas supply line with connector 

Patient supply line 

Patient T-piece device 

Test lung 

Recommended Settings 

 

Attach a test lung to unit 

Gas flow at 8 LPM 

Pressure relief valve set at maximum 50 cmH2O 

PIP at approximately 30 cmH2O 

PEEP at 5-8 cmH2O 

Inspiratory time at 0.5 seconds 

Respiratory rate at 60 bpm 

 

 

Setting the Maximum Pressure Relief Valve 

 

Before opening the cap covering of the maximum pressure relief control, the inspiratory pressure 
control must first be turned fully clockwise until it cannot be turned any further (10-15 turns). 

 

Once the inspiratory pressure control is fully open, occlude the PEEP cap on the patient T-piece 
and then set the maximum pressure to 50 cmH2O.  There must be gas flowing through the gas 
inlet to set all of the pressures such as PIP, PEEP and Max Pressure. 

 

 

Setting the Peak Inspiratory Pressure 

 

Occlude the PEEP cap on the end of the patient T-piece. 

 

Turn the inspiratory pressure control clock wise to increase the PIP, or counter clock wise to 
decrease PIP. 
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After the pressure is set to 30 cmH2O, the PIP will be displayed on the manometer. 

 

 

Setting the PEEP 

 

Set the PEEP by turning the cap on the patient T-piece, either + or -; the cap doesn’t need to be 
occluded to set the PEEP. 

 

Set the PEEP a 5 cmH2O and the PEEP pressure should be displayed on manometer. 

 

 

Patient Interface 

 

Once the gas flow, PIP, and PEEP have been set, remove the test lung and attach a mask. 

 

Fit mask securely over the infant’s mouth and nose and ensure the mask is not cupped 
underneath the chin. 

 

Confirm a good seal using visual and auditory checks such as a PEEP of 5 cmH2O on 
manometer and hearing gas escape through the PEEP cap.  If not, try to seal again. 

Occlude the PEEP cap on the T-Piece for 0.5 seconds inspiration and then release for 0.5 seconds 
for exhalation.  Continue at this rate to deliver 60 bpm. 

 

Observe chest wall movement with each breath. 

 

 

Patient Monitoring 

 

Pressures required are variable, unpredictable and should be individualized with each breath.  
Higher inflation pressures (>30 cmH2O) may be needed for the initial breaths.  Improvement in 
heart rate is the primary measure of adequate inflation.  If the heart rate is not improving, assess 
chest wall movement and higher PIP may be required.  Higher pressure inflations can be given 
by increasing the inspiratory pressure control and can be changed while resuscitating, but 
requires a second person.  The patient supply line must be connected to adjust the PIP and PEEP. 
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Common Problems and Solutions 

 

If the desired PIP is unable to be achieved, or the PIP will only reach a certain level, make sure 
flow is at least 8-10 LPM and check to see if the maximum pressure valve limit is readjusted to 
50 cmH2O.  If the desired PIP is unable to be achieved when ventilating despite achieving the 
desired PIP with the test lung, readjust the patient’s mask to achieve a better seal.  Always 
monitor the patient first.  Achieving the set PIP and PEEP on the manometer is not a guarantee 
of effective ventilation.  Look for an increase in heart rate above 100 per minute, a rise of the 
chest and upper abdomen with each inflation and pinkness in skin color. 

 

If the heart rate is less than 100 per minute, despite the unit being correctly assembled and 
ventilating with good technique, then turn up the peak pressure, 30-40-50-60 cmH2O, and 
continue ventilating until the heart rate is above 100 per minute. 

 

 

Initiation/Discontinuation, Contraindications and Quality Assurance 

 

The decision to initiate or discontinue, to determine potential contraindications such as 
significant airway obstruction, air leak syndrome (pneumomediastinum, pneumothorax), and 
hypotension, and to assure quality assurance related to the use of the Neopuff Infant Resuscitator 
lies with the attending neonatologist or neonatology fellows or advanced practice nurses working 
under their direction. 

 

 

Authorized: Barbara F. Atkins, Director of Therapeutic Services 

 

Approved: Approved: James Laham, D.O. 

                 Department of Pediatrics 

                 Division of Pediatric Critical Care 

                 Medical Director, Pediatric Respiratory Therapy 

                 Kentucky Children’s Hospital 
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Persons and Sites Affected 

 Enterprise   Chandler   Good Samaritan   Kentucky Children’s   Ambulatory   Department x 

Policies Replaced 

 Chandler HP            Good Samaritan     Kentucky Children’s CH  
 Ambulatory KC            Other            

Effective Date: 3/16/12 Review/Revision Dates:      

Approval by and date: 

Barbara Atkins, Director of Therapeutic Services, 3/16/12 

Dr. James McCormick, Medical Director, 3/16/12 

Gary King, Clinical Services Director, 3/16/12 

 

 


