
 

SONeT June 2015, Review 2018 

USE OF INHALED NITRIC OXIDE IN TRANSPORT  (set up instructions are available) 
 
Background 
Inhaled Nitric Oxide (iNO) is an effective treatment for severe pulmonary hypertension in term or near-
term babies (at least 34 weeks gestation). iNO is a selective pulmonary vasodilator, decreasing pulmonary 
vascular resistance (PVR) thus reducing extra-pulmonary shunt. It also has a micro-selective effect which 
improves ventilation/perfusion matching. Early use of iNO can reduce FiO2 and ventilator requirements 
resulting in reduced secondary lung injury, mortality, need for ECMO, neurological sequelae and BPD.  
Most babies who respond, do so relatively quickly after iNO is started (< 30 mins).  
 
Indications for use   

**The supervising neonatal consultant should be involved in the decision to commence iNO.** 
An oxygenation index > 25 or persistent hypoxia despite maximal ventilation and FiO2 

 Optimisation of alveolar recruitment 

 Optimisation of systemic blood pressure, filling and oxygen carrying capacity  

 Surfactant replacement (where clinically indicated) 

 Judicious use of bicarbonate/ THAM to correct acidosis 

 Normoglycaemia.  Correction of hypocalcaemia and hypomagnesaemia. 
If a cyanotic congenital heart malformation is strongly suspected an urgent cardiological opinion should be 
sought. iNO and intravenous prostaglandin may be commenced in some cases pending this assessment. 
Evidence for the use of iNO in premature babies (<34 weeks) is less clear although infants may show benefit 
in selected cases.   
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Safety 
1. Rescue circuit (via BVM or neopuff) 

Provision of a rescue circuit containing a similar concentration of iNO should always be available, as 
sudden cessation of iNO may result in a profound hypertensive rebound.   

2. Measurement of nitrogen dioxide (NO2) 
Nitrogen dioxide is derived from NO in the presence of oxygen.  NO2 is toxic and inhalation should be 
avoided.  Continual monitoring of iNO2 should be in place during administration of iNO and levels of 
NO2 maintained below 1ppm.  If levels exceed 2ppm methaemoglobin levels should be measured. 

3. Dispersal of cylinder 
All cylinders must be secured during transport. Following a significant cylinder leak in transit, the driver 
should be notified immediately and asked to bring the vehicle to a stop at the next safe location.  The 
door of the vehicle should be opened to allow the gas to disperse.     
**iNO cylinder should not ideally be changed during transfer to minimise the risk of major leaks ** 

 
References: 

Finer N, Barrington KJ. Nitric oxide for respiratory failure in infants born at or near term. Cochrane Database of Systematic Reviews 
2006, Issue 4. Art. No.: CD000399. DOI: 10.1002/14651858.CD000399.pub2. 

Commencing iNO treatment 
Commence treatment at 5-20 ppm and assess the response over the next 20 minutes.  There is 
normally no indication for dosages above 20 ppm 
Perform an arterial blood gas to recalculate OI approximately 30 minutes after iNO is commenced. If 
the OI falls below an absolute value of 10, then no further dose increase is required. A good response is 
defined as a reduction in OI from baseline by at least 20%. If the infant has a reduction in OI < 20% 
compared to baseline values at 20 ppm, then this is deemed a treatment failure and the infant should 
commence rapid weaning of iNO. This should normally occur by a reduction of 5ppm every 15 minutes.  


