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Safety Notice 008/19

Set up of neonatal resuscitaires

A Local Health District (LHD) recently submitted a Root Cause Analysis (RCA) report about a serious near

miss where a resuscitaire was incorrectly set up, resulting in a premature baby not receiving supplemental

oxygen during treatment on the resuscitaire. This Safety Notice outlines actions to reduce the risk of

reoccurrence.

Background

A resuscitaire is a piece of equipment used to warm and resuscitate newborns post birth. This equipment

is often found in Birthing/Delivery Suites, Maternity Wards, Neonatal Units, Operating Theatres and

Emergency Departments. In NSW, some models have integrated (built in) air/oxygen blenders while other

models have external blenders. Refer to page 2 for examples.

Incident information

An incident occurred in a NSW Hospital involving a resuscitaire with an external blender. The oxygen

hoses between the wall, twin-o-vac and blender were mcorrectly set up, resulting in a newborn baby with

respiratory distress not receiving supplementary oxygen. Staff involved reviewed equipment and switched

to an alternate oxygen source when unable to identify the The baby stabilised and had a good

outcome.

The RCA team found:

« Routine safety checks of the resuscitaire had be
the incorrect hose set up

- Staff resuscitating the baby wer
resuscitation

« A review following the event idgagified

blender was disconnected @
d 1

It was not able to be determi
Assessment
« Review of the resusc simulation exercise on a similar model with an external blender
for similar problems related to incorrect gas hose set up. There is
s with integrated blenders

demonstra ed a agient
e resuscitaire do not require changing regularly, therefore clinical staff
gh with equipment to identify an incorrect set up, leading to an incorrect

ompleted prior to birth and did not detect

he gas hosing was incorrectly set up/altered.

Actions t0O mitigate risk
Ensure point of care checking processes include a check for the correct gas flow, specifically:

- To check the correct gas flow, increase the FiO2 (oxygen) on the blender to 60% and turn the
flowmeter to 15 L/minute oxygen for 10 seconds. If the oxygen is not connected correctly, the
external blender should alarm within 10 seconds

Ensure there is a process for documenting the resuscitaire check, and retaining the record.

Additional actions from learnings from RCA

« Consider the use of ultra-long hoses to allow direct connection to piped oxygen in environments
where piped gas may be difficult to reach

« Where cylinder gas is used as the primary source, include a check of the cylinder gas level as a
part of the routine checking process

« Turn off the cylinders in between patients if the machine is being left unused for a period of time.
The cylinders can be depleted over time due to the design of the blender.

Recommended actions by Local Health Districts/Networks (LHD/SHNSs)
Distribute this notice to relevant staff

2. Conduct an audit of all resuscitaires and return to CEC-Recalls@health.nsw.gov.au by Friday 5 July
2019

3. In consultation with hospital Biomedical department, review and/or develop checking processes for
resuscitaires, which includes a check of the correct gas flow

4. Send a copy of the checking procedures to CEC-recalls@health.nsw.gov.au by Friday 26 July 2019

5. When procuring new resuscitaires, it is recommended to purchase devices that have an integrated
blender.
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Example of external Air/Oxyg 2 Example of resuscitaire with external air/oxygen blender

Example of resuscitaire with integrated air/oxygen blenders
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