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Abstract: Recent guidelines recommend the umbilical venous catheter (UVC) as the optimal vascular
access method during neonatal resuscitation. In emergencies the UVC securement may be challenging
and time-consuming. This experimental study was designed to test the feasibility of new concepts
for the UVC securement. Umbilical cord remnants were catheterized with peripheral catheters and
secured with disposable umbilical clamps. Three different securement techniques were investigated.
Secure 1: the disposable umbilical clamp was closed at the level of the inserted catheter. Secure 2: the
clamp was closed at the junction of the catheter and plastic wings. Secure 3: the setting of Secure 2 was
combined with an umbilical tape. The main outcomes were the feasibility of fluid administration and
the maximum force to release the securement. This study shows that inserting peripheral catheters
into the umbilical vein and securing them with disposable umbilical clamps is feasible. Rates of lumen
obstruction and the effectiveness of the securement were superior with Secure 2 and 3 compared to
Secure 1. This new approach may be a rewarding option for umbilical venous catheterization and
securement particularly in low-resource settings and for staff with limited experience in neonatal
emergencies. However, although promising, these results need to be confirmed in clinical trials
before being introduced into clinical practice.

Keywords: (secure method for) umbilical venous catheter (UVC); UVC securement technique;
neonatal resuscitation; neonatal emergency; disposable umbilical clamp; vascular access; newborn

1. Introduction

The umbilical venous catheter (UVC) is considered “the most quickly accessible
direct intravenous route” into the newborn [1,2]. Thus, recent guidelines recommend
the UVC as the optimal vascular access method for drug administration during neonatal
resuscitations [3-5]. Despite its frequent use, there is still a lack of knowledge on the
best technique for this catheterization and UVC securement in emergency situations. The
proper position of a centrally positioned UVC should be confirmed sonographically or
radiographically, although this might be challenging during an actual resuscitation [6-8]. In
the case of UVC malpositioning, there is the risk of adverse events including infusing drugs
directly into the liver veins, potentially resulting in hepatic injuries [9-12], and furthermore,
cardiac complications such as arrhythmias or cardiac tamponades [13,14]. Therefore, in
neonatal emergencies it is recommended to insert the UVC only two to five cm below the
skin (and even less for premature infants) until the blood can be aspirated gently via a
syringe [1,2,15]. For the UVC securement, in the 7th edition of the Textbook of Neonatal
Resuscitation a combination of suturing and taping of the UVC, or, alternatively, the use of a
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clear adhesive dressing is recommended. Nevertheless, both techniques require some time
and may not be easily realized during emergencies [1]. However, due to a considerable
risk of the accidental dislocation of the UVC during resuscitation, there is the need for an
effective securement method.

In July 2018, a physician-staffed Emergency Medical Service (EMS) was faced with an
unplanned out-of-hospital delivery of an extremely low-birth-weight infant of 27 weeks’
gestation weighing approximately 900 g in the urban area of Graz, Austria [16]. During
the neonatal resuscitation, epinephrine and a fluid administration was required, and an
umbilical venous catheterization using a 22-gauge peripheral catheter was successfully
performed. For the securement of the UVC, the EMS staff spontaneously used a disposable
umbilical clamp. Epinephrine and a fluid bolus administration was feasible, and the
securement was deemed very effective.

To investigate this concept of umbilical venous catheterization using a standard
peripheral catheter and securement with a disposable umbilical clamp, we decided to
perform this experimental feasibility study. The feasibility of the fluid administration and
the force needed to release the securement was measured to detect relevant obstructions of
the catheter lumen caused by the securement technique and to evaluate the effectiveness
of the securement. The aim was to find a feasible and effective technique for neonatal
emergencies, which could be performed even in low-resource settings (e.g., the out-of-
hospital setting) using standard equipment.

2. Materials and Methods

This experimental feasibility study was conducted at the Division of Neonatology,
Department of Paediatrics and Adolescent Medicine, Medical University of Graz, from
July to August 2019. Human umbilical cords, which were already separated from the
newborn infants, were used for this study. We included umbilical cord remnants from both
premature and full-term infants, without a predefined number of umbilical cord remnants
from premature and full-term infants.

Immediately after their separation from the newborn infant, the umbilical cord rem-
nants were perpendicularly cut with a scalpel. The cut surface was cleaned using saline
solution to identify the umbilical vein. Any visible clots at the meatus of the vein were
gently removed. The umbilical vein was then catheterized with a standard peripheral
catheter (B. Braun, Melsungen, Germany), using an 18-gauge catheter for full-term infants
and a 20-gauge catheter for premature infants with <37 + 0 weeks’ gestation. Whenever
the catheterization with an 18-gauge catheter was not feasible, another attempt was made
using a 20-gauge catheter. The catheter was inserted into the umbilical vein as far as
possible until the plastic wings of the catheter adjoined the cut surface of the umbilical
cord.

For the securement of the inserted catheter a disposable umbilical clamp (pfm medical,
Cologne, Germany) was used. Three different securement techniques were investigated
and compared: Secure 1, Secure 2 and Secure 3. We randomly assigned the umbilical cord
remnants to one of the securement techniques and aimed for 20 successful catheterizations
with each technique. For the random assignment we did not stratify for premature and
full-term infants.

Secure 1: The disposable umbilical clamp was closed at the level of the inserted
transparent catheter (Figures 1A and 2A).

Secure 2: The disposable umbilical clamp was closed at the junction of the transparent
catheter and the colored plastic wings (Figure 1A,B and Figure 2B).

Secure 3: The disposable umbilical clamp was used identically to that in Secure 2,
but additionally an “umbilical tape” (Medi-Loop Sterile Surgical Vessel Loops, Medline
Industries, Warrington, United Kingdom) was placed around the umbilical cord at the
level of the transparent catheter (Figure 1A,B and Figure 2C).
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Figure 1. (A): Graphic illustration of the three different securement techniques (Secure 1-3): a human
umbilical cord remnant was catheterized with a peripheral catheter. For Secure 1, a disposable
umbilical clamp was closed in the area of the green box (1) at the level of the inserted transparent
part of the catheter. For Secure 2 and Secure 3, a disposable umbilical clamp was closed in the area of
the blue box (2) at the junction of the transparent catheter and the plastic wings. For Secure 3, an
umbilical tape was additionally placed around the umbilical cord in the area of the red box at the
level of the transparent catheter (3). (B): The green arrow indicates the junction of the transparent
catheter and the colored plastic wings of a 20-gauge peripheral catheter. The disposable umbilical
clamp was closed at the level of this junction in Secure 2 and Secure 3.
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Figure 2. (A): Secure 1: a 20-gauge peripheral catheter inserted into the umbilical vein secured by
a disposable umbilical clamp closed at the level of the transparent catheter. The yellow arrows
indicate the distance between the colored plastic wings and the disposable umbilical clamp, which is
longer in Secure 1 compared to Secure 2 and Secure 3. (B): Secure 2: an 18-gauge peripheral catheter
inserted into the umbilical vein secured by a disposable umbilical clamp closed at the junction of
the transparent catheter and the colored plastic wings. (C): Secure 3: a 20-gauge peripheral catheter
inserted into the umbilical vein secured by a disposable umbilical clamp closed at the junction of
the transparent catheter and the colored plastic wings, and by an additional umbilical tape placed
around the umbilical cord at the level of the transparent catheter.
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The main outcomes of this study were (i) the feasibility of the fluid administration
and (ii) the effectiveness of the three UVC securement techniques.

To test the feasibility of the fluid administration, a predefined bolus of 10 mL 0.9%
saline solution per kg of the body weight of the corresponding newborn infant was contin-
uously administered by hand via the inserted catheter using disposable syringes (Chirana
T. Injecta, Stara Turd, Slovakia). We aimed at infusing the entire fluid bolus within one
minute. The free end of the umbilical cord remnant was positioned in a measuring cup,
and the infused fluid was thereby collected (Figure 3A). The other end of the umbilical
cord remnant with the inserted catheter and the connected syringe was held outside of the
measuring cup beneath the level of its opening to prevent retrogradely leaking fluid to
drip into the measuring cup. To record the fluid level in the measuring cup, the umbilical
cord remnant was removed after the one-minute administration and held in position to
allow the fluid to drip off into the cup for another 30 s (Figure 3B). The ratio of the within-
one-minute actually administered fluid volume to the predefined volume was calculated
afterward to evaluate the feasibility of the fluid administration. There were two factors
that might have affected the feasibility of the fluid administration: obstruction and leakage.
Failing to purge any fluid from the syringes was defined as a complete obstruction of the
catheter lumen due to the securement technique. A fluid amount (that was not equal to
the entire predefined volume) that remained in the syringes after the one-minute fluid
administration indicated a partial obstruction. Leakage was defined by the fluid amount
from the predefined bolus that was not collected in the measuring cup and that did not
remain in the syringes after the one-minute fluid administration.

Figure 3. (A): The predefined fluid bolus of 0.9% saline solution was administered over one minute
via the inserted and secured catheter. The free end of the umbilical cord remnant was positioned into
a measuring cup, and the infused fluid was thereby collected. (B): To record the fluid level in the
measuring cup, the umbilical cord remnant was removed and held in position to allow the fluid to
drip off into the cup for another 30 s.

To measure the effectiveness of the three UVC securement techniques, an electronic
spring scale (Dr. Meter, United Kingdom) was connected to a prepared disposable syringe
and to the catheter via a Luer lock connection. By slowly pulling the disposable umbilical
clamp, the force to release the securement was measured (Figure 4). To determine the
maximum force value on the spring scale’s display, the display was filmed with a digital
camera and the maximum force value was identified retrospectively in a slow-motion
video analysis.
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Figure 4. An electronic spring scale was connected to a prepared disposable syringe and to the
catheter via a Luer lock connection. By slowly pulling the disposable umbilical clamp, the force to
release the securement was measured.

Data collected included: the actually infused fluid volume; complete obstruction of
the catheter lumen; remaining fluid amounts in the syringes after the one-minute fluid
administration; leakage; maximum force required to release the securement; size of the pe-
ripheral catheter (20 or 18 gauge); and demographic data, including the gestational age and
birth weight of the corresponding newborn infant. The parameters are presented as mean
=+ standard deviation (SD), median and interquartile range (IQR) or count (proportion), as
appropriate. For the gestational age and birth weight the range is provided additionally to
highlight the broad spectrum of newborn infants whose umbilical cord remnants were used.
Data analysis was conducted with SPSS 26.0.0.1 (IBM, Armonk, NY, USA). Comparisons
between the securement techniques were made using the chi-square test, Student’s ¢-test
or Mann-Whitney U-test, as appropriate. A p-value < 0.05 was considered statistically
significant.

3. Results

A total of 65 umbilical cord remnants were prepared for umbilical venous catheteriza-
tion. Five had to be excluded: in four of them the UVC could not be inserted far enough
into the umbilical vein and thus a securement was not feasible. Another one was excluded
due to the extravasation of the infused fluid bolus into the Wharton jelly. Thus, data on
20 umbilical cord remnants per securement technique were finally analyzed.

Umbilical cord remnants from 40 (67%) full-term infants and 20 (33%) premature
infants with <37 + 0 weeks’ gestation were included. The mean (SD) birth weight of
the corresponding newborn infants was 2.86 (0.85) kg (range 0.35-4.42), and the median
gestational age was 36.9 (IQR 33.9-39.9) weeks (range 26.1-40.6).

3.1. Size of Catheter

In only 58% (23 of 40 cases) of the umbilical cord remnants from full-term infants it
was feasible to insert an 18-gauge catheter into the umbilical vein. There was no significant
difference in the ratio of the actually administered fluid to the predefined volume depend-
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ing on the size of the peripheral catheter: 100% (IQR 83-100) with the 18-gauge catheter
and 93% (IQR 71-100) with the 20-gauge catheter (p = 0.64).

3.2. Feasibility of Fluid Administration

A complete obstruction of the UVC lumen was observed six times (30%) with Secure
1, never (0%) with Secure 2 and once (5%) with Secure 3 (Secure 1 vs. 2, p < 0.01; Secure 1
vs. 3, p = 0.04; Secure 2 vs. 3, p = 0.31). A partial obstruction was observed twice (10%) with
Secure 1, never (0%) with Secure 2 and twice (10%) with Secure 3 (Secure 1 vs. 2, p = 0.15;
Secure 1 vs. 3, p = 1.00; Secure 2 vs. 3, p = 0.15).

The ratio of the within-one-minute actually administered fluid volume to the pre-
defined volume was 97% (IQR 0-100%) with Secure 1, compared to 90% (IQR 69-100%)
with Secure 2 and 95% (IQR 89-100%) with Secure 3. There were no significant differences
between these three securement techniques (Secure 1 vs. 2, p = 0.27; Secure 1 vs. 3, p = 0.21;
Secure 2 vs. 3, p =0.71).

The leakage was calculated to be 0 (IQR 0-0) mL with Secure 1, compared to 1.5 (IQR
0-3.0) mL with Secure 2 and 3.0 (IQR 0-7.5) mL with Secure 3 (Secure 1 vs. 2, p = 0.05;
Secure 1 vs. 3, p < 0.01; Secure 2 vs. 3, p = 0.27).

3.3. Effectiveness of the Securement

The maximal force required to release the securement was 4.6 N (IQR 3.9-6.0) with
Secure 1, 50.1 N (IQR 38.9-70.6) with Secure 2 and 65.9 N (IQR 56.5-68.9) with Secure 3
(Secure 1 vs.2, p <0.01; Secure 1 vs.3, p < 0.01; Secure 2 vs. 3, p = 0.22).

4. Discussion

This experimental feasibility study was designed to test a new method for gaining
vascular access in neonatal emergencies by inserting a standard peripheral catheter into the
umbilical vein and securing it with a disposable umbilical clamp. The study demonstrates
that using a disposable umbilical clamp for a UVC securement is feasible and effective. In
our experience, this approach is simple and can be performed quickly. Thus, it may be a
rewarding option, particularly for staff with limited experience in neonatal resuscitation.

In this study three different UVC securement techniques using disposable umbilical
clamps were compared. The feasibility of the fluid administration was not different between
the three techniques. However, the fluid administration was impeded by both obstructions
and leakages, and concerning these factors, we observed relevant differences between the
three securement techniques.

A catheter obstruction may be caused by closing the disposable umbilical clamp
and thereby compressing the catheter lumen. A complete lumen obstruction can be
distinguished from a partial lumen obstruction as defined in the methods section. The
rate of complete catheter obstruction was significantly higher with Secure 1 compared
to Secure 2 and Secure 3, which is clinically most relevant, since in cases of a complete
catheter obstruction neither epinephrine nor fluids could be administered successfully
during neonatal resuscitation. For Secure 1, the disposable umbilical clamp was closed
at the level of the inserted transparent catheter. The transparent part of the catheter is
obviously more flexible and, thus, compressible compared to the junction of the transparent
catheter and the colored plastic wings, which is the position of the closed umbilical clamp
in Secure 2 and Secure 3. Furthermore, we observed cases of partial obstruction not only
with Secure 1 but also with Secure 3, which may impede the quick application of a fluid
bolus. However, despite a partial obstruction, administering epinephrine, including a fluid
flush of 1-2 mlL, is still feasible within seconds, and a fluid bolus administration may also
be possible even though slower infusion rates must be accepted. Based on these findings,
the use of both Secure 2 and Secure 3 seem to be reasonable for UVC securements.

The leakage was significantly lower with Secure 1 compared to Secure 2 and Secure
3, which explains why the overall feasibility of the fluid administration was not different
between the three techniques, despite higher obstruction rates with Secure 1. Leakages
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mainly occurred during the first seconds of the one-minute fluid administration with
high purging pressures at the beginning. As soon as the umbilical vein was free from
obstructions over its entire length and the purging pressure could be reduced, there was no
retrogradely leaking fluid in most cases. Therefore, we speculate that the measured leakage
was artificially high with Secure 2 and Secure 3 and probably caused by the experimental
set-up of the study. Furthermore, the leakage was per definition zero in cases of complete
obstruction, and due to the high complete obstruction rate the median leakage was probably
underestimated with Secure 1. Hence, in our opinion the observed median leakage may
not provide sufficient information to assess the effectiveness of the bleeding control. To
answer this question, clinical studies are certainly needed.

The effectiveness of the UVC securement (measured by the maximal force required to
release the securement) was significantly higher with Secure 2 and Secure 3 compared to
Secure 1. In our experience, the maximal forces needed were rather high, especially with
Secure 2 and Secure 3, compared to other previously described securement techniques [17].
However, there are no data available that would allow a direct numerical comparison
with our data. Indeed, the effectiveness of the securement technique may be particularly
relevant during neonatal transport and in low-resource settings, in which the patients
frequently need to be transferred and/or repositioned. Therefore, Secure 2 or Secure 3
should be considered for UVC securement especially in such circumstances.

Different techniques for UVC securement have been described before, which use tapes,
other adhesive materials or sutures [17]. However, immediately after birth the newborn’s
skin may be wet and covered with vernix, and tapes and adhesive materials may not
adhere properly. Using suture needles in such situations is accompanied by a related risk of
needlestick injuries, and may be difficult to perform in particular if chest compressions are
required or during out-of-hospital situations. In addition, traditional techniques for UVC
securement are technically challenging and relatively time-consuming during neonatal
emergencies. A simulation-based study has shown that UVC placements and securements
during neonatal resuscitations take approximately six minutes, and thus may severely
delay the intravenous administration of epinephrine [18]. However, it is recommended
that one person should hold the successfully inserted UVC in place, while another person
administers the first dose of epinephrine and/or a fluid bolus during resuscitation [1]. The
securement of the UVC for continued vascular access should be performed only after the
first emergency drugs have been successfully administered [1]. Based on our experience,
the newly introduced securement techniques can be performed quickly and with ease,
although we did not measure time intervals, since our study was not a simulation-based
study but an experimental feasibility study. Nonetheless, this new approach may be a
rewarding option for UVC securement particularly during neonatal resuscitations.

Recent guidelines [3-5] recommend the UVC for drug administration during neonatal
resuscitations, which is rarely performed (required in only 0.12% of all deliveries), requires
significant skill and may be further impeded by space constraints for the resuscitation
team [19]. Alternatively, vascular access may be achieved via a peripheral vein [20] or
intraosseously [21,22]. Outside of the delivery room setting, the intraosseous access is
being used more frequently by health care providers with limited experience and training
in neonatal resuscitation, but with experience with intraosseous needle placement (i.e.,
EMS staff) [3]. With the herein presented new approach to umbilical venous catheterization
and securement, which can be performed easily and quickly with standard equipment,
the UVC might gain significance also in the abovementioned settings. Non-neonatologist
health care providers might benefit from the introduction of the new technique and the
potentially increased utilization of the UVC in the future, since adverse effect rates at-
tributable to emergency umbilical venous catheterization might be lower compared to the
intraosseous access. Further, a UVC can be achieved even in extremely low-birth-weight
infants, while most of the available devices for intraosseous access have a higher minimum
weight limit [21]. Indeed, personnel should be trained in umbilical venous catheterization
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periodically, even with the simple new approach for securement, ideally with real umbilical
cords due to the higher physical and functional fidelity [23,24].

Limitations and Disadvantages

The main limitation of this study is its experimental character, which implies that
some clinical research questions (e.g., the effectiveness of bleeding control) cannot be
resolved. Although the feasibility of the new securement techniques was demonstrated
experimentally, clinical studies are required to confirm our results, before this approach
can be introduced safely into clinical practice. Furthermore, future research should include
red blood cell transfusions, since in our study 0.9% saline solution was administered
through the UVC, and different viscosities may have an impact on the feasibility of the
new approach.

One disadvantage of the newly introduced securement techniques is the risk of
catheter obstructions caused by the disposable umbilical clamp. Once the disposable
umbilical clamp is closed, it may irreversibly compress the lumen of the peripheral plastic
catheter. Using a metal cannula (e.g., a bulb-headed probe) instead of the flexible peripheral
catheter could help preventing such lumen obstructions. Alternatively, reusable plastic
clamps that spring open again when released could be used. However, we aimed to test the
concept of using peripheral catheters in combination with disposable umbilical clamps for
UVC securement, since these devices are generally available even in low-resource settings
and belong to the standard equipment (e.g., in ambulance vehicles).

Considering a recent animal study, in which a higher flush volume after the first dose
of epinephrine was shown to be beneficial during neonatal resuscitation [25], there is likely
need for an even higher volume of saline flush following epinephrine with the new UVC
techniques compared to the centrally placed UVC, because of the additional length of the
umbilical vein to be flushed.

Another disadvantage is that the integrity of the umbilical arteries will likely be
compromised following the placement of the umbilical clamp, and the umbilical arterial
access and placement of a long-term umbilical venous catheter would need to be performed
distal to the clamp placement. Therefore, there should be enough umbilical cord remaining
between the clamp and the umbilicus to ensure that future access to the umbilical vessels
will be possible.

5. Conclusions

Inserting a standard peripheral catheter (18 or 20 gauge) into the umbilical vein and
securing it by using a disposable umbilical clamp was feasible with all three investigated
securement techniques (Secure 1-3). Rates of complete catheter lumen obstruction and the
effectiveness of securement was superior with Secure 2 and 3 compared to Secure 1. Still,
these results need to be confirmed in clinical trials before being introduced into clinical
routines. During neonatal resuscitations, the new approach may be a rewarding option
for umbilical venous catheterizations and UVC securements, particularly in low-resource
settings and for staff with limited experience in neonatal emergencies.

Author Contributions: Conceptualization, B.S. and D.F,; methodology, B.S., C.S. and B.U.; software,
B.S. and C.S,; validation, B.S., C.S. and B.U.; formal analysis, B.S. and C.S.; investigation, B.S. and C.S.,
M.B. and C.H.W.; resources, B.S., G.P. and B.U.; data curation, B.S., C.S. and B.U.; writing—original
draft preparation, B.S. and C.S.; writing—review and editing, B.S., C.S., D.F, M.B., CH.W., LPM.,,
G.P. and B.U.; supervision, B.S, G.P. and B.U.; project administration, B.S. All authors have read and
agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: The study protocol was approved by the Regional Commit-
tee on Biomedical Research Ethics (No. 31-548 ex 18/19), approval date is 24 October 2019.

Informed Consent Statement: Written informed consent was obtained from the parents prior to
study inclusion.



Children 2021, 8, 1093 90f9

Data Availability Statement: The data presented in this study are available in this article.

Conflicts of Interest: The authors declare no conflict of interest.

References

1.  American Academy of Pediatrics; American Heart Association. Textbook of Neonatal Resuscitation, 7th ed.; American Academy of
Pediatrics: Healdsburg, CA, USA, 2016.

2. Anderson, J.; Leonard, D.; Braner, D.A.V,; Lai, S.; Tegtmeyer, K. Umbilical vascular catheterization. N. Engl. . Med. 2008, 359, e18.
[CrossRef]

3. Wyckoff, M.H.; Wyllie, J.; Aziz, K; de Almeida, M.E; Fabres, ] W.; Fawke, J.; Guinsburg, R.; Hosono, S.; Isayama, T.; Kapadia, V.S,;
et al. Neonatal life support 2020 international consensus on cardiopulmonary resuscitation and emergency cardiovascular care
science with treatment recommendations. Resuscitation 2020, 156, A156—-A187. [CrossRef]

4. Madar, J.; Roehr, C.C.; Ainsworth, S.; Ersdal, H.; Morley, C.; Rudiger, M.; Skare, C.; Szczapa, T.; Te Pas, A.; Trevisanuto, D.; et al.
European resuscitation council guidelines 2021: Newborn resuscitation and support of transition of infants at birth. Resuscitation
2021, 161, 291-326. [CrossRef]

5. Aziz,K,; Lee, CH.C; Escobedo, M.B.; Hoover, A.V.; Kamath-Rayne, B.D.; Kapadia, V.S.; Magid, D.J.; Niermeyer, S.; Schmolzer,
G.M.; Szyld, E.; et al. Part 5: Neonatal resuscitation 2020 american heart association guidelines for cardiopulmonary resuscitation
and emergency cardiovascular care. Pediatrics 2021, 147, €2020038505E. [CrossRef]

6.  Greenberg, M.; Movahed, H.; Peterson, B.; Bejar, R. Placement of umbilical venous catheters with use of bedside real-time
ultrasonography. J. Pediatr. 1995, 126, 633—635. [CrossRef]

7. Michel, F,; Brevaut-Malaty, V.; Pasquali, R.; Thomachot, L.; Vialet, R.; Hassid, S.; Nicaise, C.; Martin, C.; Panuel, M. Comparison
of ultrasound and X-ray in determining the position of umbilical venous catheters. Resuscitation 2012, 83, 705-709. [CrossRef]
[PubMed]

8.  Fleming, S.E.; Kim, ].H. Ultrasound-guided umbilical catheter insertion in neonates. . Perinatol. 2011, 31, 344-349. [CrossRef]
[PubMed]

9.  Derinkuyu, B.E.; Boyunaga, O.L.; Damar, C.; Unal, S.; Ergenekon, E.; Alimli, A.G.; Oztunali, C.; Turkyilmaz, C. Hepatic
complications of umbilical venous catheters in the neonatal period: The ultrasound spectrum. J. Ultrasound Med. 2018, 37,
1335-1344. [CrossRef] [PubMed]

10. Chen, HJ.; Chao, H.C.; Chiang, M.C.; Chu, S.M. Hepatic extravasation complicated by umbilical venous catheterization in
neonates: A 5-year, single-center experience. Pediatr. Neonatol. 2020, 61, 16-24. [CrossRef]

11.  Mutlu, M.; Aslan, Y.; Kul, S.; Yilmaz, G. Umbilical venous catheter complications in newborns: A 6-year single-center experience.
J. Matern. Fetal. Neonatal. Med. 2016, 29, 2817-2822. [CrossRef]

12.  Grizelj, R.; Vukovic, J.; Bojanic, K.; Loncarevic, D.; Stern-Padovan, R.; Filipovic-Grcic, B.; Weingarten, T.N.; Sprung, J. Severe liver
injury while using umbilical venous catheter: Case series and literature review. Am. J. Perinatol. 2014, 31, 965-974. [CrossRef]

13. Traen, M,; Schepens, E.; Laroche, S.; van Overmeire, B. Cardiac tamponade and pericardial effusion due to venous umbilical
catheterization. Acta Paediatr. 2005, 94, 626—628. [CrossRef]

14. Sheta, A.; Al-Awad, E.; Soraisham, A. Supraventricular tachycardia associated with umbilical venous catherterization in neonates.
J. Clin. Neonatol. 2018, 7, 166-169.

15. Schwaberger, B.; Eichinger, M.; Martensen, J.; Baik-Schneditz, N.; Pocivalnik, M.; Urlesberger, B. Regional recommendations for
the stabilisation of preterm infants in the pre-hospital setting in styria. Notarzt 2019, 35, 314-322.

16. Schwaberger, B.; Schorghuber, M.; Schober, L.; Eichinger, M.; Urlesberger, B. Out-of-hospital resuscitation of an extremly
premature infant at the limit of viability—Case report. Notarzt 2019, 35, 137-140.

17.  Elser, H.E. Options for securing umbilical catheters. Adv. Neonatal. Care 2013, 13, 426—429. [CrossRef]

18.  McKinsey, S.; Perlman, J.M. Resuscitative interventions during simulated asystole deviate from the recommended timeline. Arch.
Dis. Child. Fetal Neonatal Ed. 2016, 101, F244-F247. [CrossRef] [PubMed]

19. Rajani, A.K,; Chitkara, R.; Oehlert, J.; Halamek, L.P. Comparison of umbilical venous and intraosseous access during simulated
neonatal resuscitation. Pediatrics 2011, 128, €954—-€958. [CrossRef]

20. Baik-Schneditz, N.; Pichler, G.; Schwaberger, B.; Mileder, L.; Avian, A.; Urlesberger, B. Peripheral intravenous access in preterm
neonates during postnatal stabilization: Feasibility and safety. Front. Pediatr. 2017, 5, 171. [CrossRef] [PubMed]

21. Scrivens, A.; Reynolds, PR.; Emery, EE.; Roberts, C.T.; Polglase, G.R.; Hooper, S.B.; Roehr, C.C. Use of intraosseous needles in
neonates: A systematic review. Neonatology 2019, 116, 305-314. [CrossRef]

22. Mileder, L.P; Urlesberger, B.; Schwaberger, B. Use of intraosseous vascular access during neonatal resuscitation at a tertiary
center. Front. Pediatr. 2020, 8, 571285. [CrossRef]

23. Sawyer, T,; Starr, M.; Jones, M.; Hendrickson, M.; Bosque, E.; McPhillips, H.; Batra, M. Real vs. simulated umbilical cords for
emergency umbilical catheterization training: A randomized crossover study. J. Perinatol. 2017, 37, 177-181. [CrossRef] [PubMed]

24. Mileder, L.P; Pocivalnik, M.; Schwaberger, B.; Pansy, J.; Urlesberger, B.; Baik-Schneditz, N. Practice of umbilical venous
catheterization using a resource-efficient ‘blended’ training model. Resuscitation 2018, 122, e21-22. [CrossRef] [PubMed]

25. Sankaran, D.; Vali, P.; Chandrasekharan, P.; Chen, P.; Gugino, S.F,; Koenigsknecht, C.; Helman, J.; Nair, J.; Mathew, B.; Rawat,

M.; et al. Effect of a Larger Flush Volume on Bioavailability and Efficacy of Umbilical Venous Epinephrine during Neonatal
Resuscitation in Ovine Asphyxial Arrest. Children 2021, 8, 464. [CrossRef] [PubMed]


http://doi.org/10.1056/NEJMvcm0800666
http://doi.org/10.1016/j.resuscitation.2020.09.015
http://doi.org/10.1016/j.resuscitation.2021.02.014
http://doi.org/10.1542/peds.2020-038505E
http://doi.org/10.1016/S0022-3476(95)70366-7
http://doi.org/10.1016/j.resuscitation.2011.11.026
http://www.ncbi.nlm.nih.gov/pubmed/22155219
http://doi.org/10.1038/jp.2010.128
http://www.ncbi.nlm.nih.gov/pubmed/21311495
http://doi.org/10.1002/jum.14443
http://www.ncbi.nlm.nih.gov/pubmed/29034490
http://doi.org/10.1016/j.pedneo.2019.05.004
http://doi.org/10.3109/14767058.2015.1105952
http://doi.org/10.1055/s-0034-1370346
http://doi.org/10.1111/j.1651-2227.2005.tb01950.x
http://doi.org/10.1097/ANC.0000000000000038
http://doi.org/10.1136/archdischild-2015-309206
http://www.ncbi.nlm.nih.gov/pubmed/26400104
http://doi.org/10.1542/peds.2011-0657
http://doi.org/10.3389/fped.2017.00171
http://www.ncbi.nlm.nih.gov/pubmed/28848726
http://doi.org/10.1159/000502212
http://doi.org/10.3389/fped.2020.571285
http://doi.org/10.1038/jp.2016.194
http://www.ncbi.nlm.nih.gov/pubmed/27787505
http://doi.org/10.1016/j.resuscitation.2017.11.060
http://www.ncbi.nlm.nih.gov/pubmed/29183832
http://doi.org/10.3390/children8060464
http://www.ncbi.nlm.nih.gov/pubmed/34205843

	Introduction 
	Materials and Methods 
	Results 
	Size of Catheter 
	Feasibility of Fluid Administration 
	Effectiveness of the Securement 

	Discussion 
	Conclusions 
	References

