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INTRODUCTION
Early vascular access is a key step in providing care for 

the severely sick and injured.1 When intravenous (IV) access is 
difficult, the use of intraosseous (IO) needles offers the ability 
for rapid vascular access.2 Success of peripheral IV (PIV) access 
varies from 34-75%, and success is less likely with additional 
attempts.3 Any fluids or medications that can be administered 
through an IV can also be given IO, including blood products and 
IV contrast agents.2,4-6 Intraosseous access is now supported for 
use in Pediatric Advanced Life Support, Advanced Cardiac Life 
Support, and Advanced Trauma Life Support.1,4 As this access is 
vital in emergent cases, a review of the literature is warranted to 
keep apace of current trends and supports.

Building on preliminary work by Drinker et al. in 1916 and 
Arnold Josefson in 1934, the IO route for vascular access came to 
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Introduction: The intraosseous (IO) route is one of the primary means of vascular access in critically 
ill and injured patients. The most common sites used are the proximal humerus, proximal tibia, and 
sternum. Sternal IO placement remains an often-overlooked option in emergency and prehospital 
medicine. Due to the conflicts in Afghanistan and Iraq the use of sternal IOs have increased. 

Methods: The authors conducted a limited review, searching PubMed and Google Scholar databases 
for “sternal IO,” “sternal intraosseous,” and “intraosseous” without specific date limitations. A total of 47 
articles were included in this review.

Results: Sternal IOs are currently FDA approved for ages 12 and older. Sternal IO access offers several 
anatomical, pharmacokinetic, hemodynamic, and logistical advantages over peripheral intravenous and 
other IO points of access. Sternal IO use carries many of the same risks and limitations as the humeral 
and tibial sites. Sternal IO gravity flow rates are sufficient for transfusing blood and resuscitation. In 
addition, studies demonstrated they are safe during active CPR.

Conclusion: The sternal IO route remains underutilized in civilian settings. When considering IO vascular 
access in adults or older children, medical providers should consider the sternum as the recommended 
IO access, particularly if the user is a novice with IO devices, increased flow rates are required, the 
patient has extremity trauma, or administration of a lipid soluble drug is anticipated. [West J Emerg Med. 
2021;22(3)690–695.]

the forefront based on the studies by Tocantins and O’Neill.3,7-11 
They refined the procedure over the years with studies on human 
patients, most often using the sternum, the distal femur, and the 
proximal tibia.8 The military used the sternal IO route during 
World War II due to the ease of use and the large volumes that 
could be infused.3,8,12 However, as disposable polyvinyl chloride 
IV catheters were introduced in the 1950s, IO use became 
less frequent.3,13-14 Prior to the development of the disposable 
polyvinyl chloride IV catheters, metal trocars were used, which 
often became dislodged and caused thrombophlebitis and skin 
infections.3 There were also concerns pertaining to IOs causing 
osteomyelitis and marrow embolization.3 After several decades, 
there was renewed interest in pediatric IO, which led to regular 
use by the 1980s and later inclusion in pediatric resuscitation 
guidelines in 1985.2,13,15-16 
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Treatment protocols suggest IO as a primary access option in 
select situations.17-18 However, it is more traditionally used as an 
option for vascular access, after failed PIV attempts.8,19 There are 
several reasons for the device-selection priority recommendations 
listed in the guideline literature. While a PIV can be left in place 
for several days, IO devices are not recommended to be left in 
place for more than 24 hours.8,20-21 Additionally, IO is significantly 
more expensive than PIV, approximately $80-$120 per use vs $1-
$2 per use for PIV.22-23 This is in contrast to US military personnel 
who may use IO or PIV as first-line vascular access in combat.15 

There are three primary IO sites in use today: the proximal 
tibia; the proximal humerus; and the sternum.8 However, other 
sites, which include the distal radius and ulna, iliac crest, and 
medial malleolus, may be used.24 There are multiple IO devices 
on the market today, but the most popular in the literature are the 
EZ-IO for the proximal tibia and proximal humerus (Teleflex, 
Inc, Wayne, PA) and the First Access for Shock and Trauma 
(FAST1) devices for the sternum (Teleflex, Inc, Wayne, PA).2,4,8,25 
In the early 2000s with the development of the FAST1 and 
conflicts in Afghanistan and Iraq, the sternum became a popular 
location for military IO device placement.15,22,26-27 It has since 
become more widespread in the civilian setting as well.28-29 
 
METHODS

We searched PubMed and Google Scholar for articles using a 
combination of the keywords “sternal IO,” “sternal intraosseous,” 
and “intraosseous” without specific date limitations. We evaluated 
case reports and series, retrospective and prospective studies, 
systematic reviews and meta-analyses, and other narrative 
reviews. We also reviewed guidelines and supporting citations of 
included articles. The literature search was restricted to studies 
published in English. When available, systematic reviews and 
meta-analyses were preferentially selected. These were followed 
sequentially by randomized controlled trials, prospective studies, 
retrospective studies, case reports, and other narrative reviews 
when alternate data were not available. A total of 47 articles were 
selected for inclusion in this narrative review.

DISCUSSION
As with other IO devices in civilian settings, the sternal 

IO is indicated when vascular access is necessary, but PIV has 
failed or is not readily accessible.19 Historically, the use of sternal 
IO in young children has been associated with higher rates of 
anatomy-related complications such as increased risk of damage 
to retrosternal structures and low flow due to small marrow 
reservoir.3,30 Currently, sternal IOs are only US Food and Drug 
Administration-approved for patients aged 12 years and older.32 

Anatomy
Intraosseous access makes use of several characteristics 

of mammalian bones. First, their medullary cavities are non-
collapsible as a result of both bone hardness as well as spicule 
formation. Therefore, they are readily accessible, even in 
profound hemorrhagic or hypovolemic shock. Furthermore, the 

bone marrow of the medullary spaces is directly connected to 
the central venous system via the medullary venous channels.2 
In the manubrium, blood flows from the marrow space into 
the internal thoracic vein, which drains to the subclavian vein 
and central vasculature. This stands in contrast to the humeral 
and tibial routes, which are farther from the central venous 
system and less direct.9 The most common access point for 
sternal IO devices is the manubrium.3 An additional advantage 
of the sternum, since the marrow cavities of the sternal body 
and the manubrium seldom communicate, is that both can be 
cannulated simultaneously.3 

Pharmacokinetics
The pharmacokinetics of sternal IO devices have been 

shown to be equivalent or superior to extremity IOs and PIVs. 
Using a swine model of traumatic cardiac arrest, Burgert et 
al. concluded that the pharmacokinetics of epinephrine for 
humeral IOs and sternal IOs were statistically equivalent to 
PIV.19 In the same study, maximum epinephrine concentration 
– C(max) – and time to maximum epinephrine concentration 
– T(max) – were significantly longer in the tibial IO group 
as compared to the sternal IO, humeral IO, and PIV groups. 
Hoskins et al. had similar findings in a cardiac arrest with 
ongoing cardiopulmonary resuscitation (CPR) swine model.33 
Using dye tracers, co-administered with and used as a surrogate 
for, epinephrine, C(max) was reached faster in sternal IO 
vs. tibial IO.33 Additionally, they found that the total dose 
delivered for tibial IO was only 65% of that delivered via 
sternal IO. When comparing sternal IO vs the central venous 
(CV) route, sternal IO delivered 85% of the CV-delivered dose. 
Overall pharmacokinetics were equivalent when comparing 
sternal IO vs. central venous administration. Vasopressin has 
also been found to be equivalent when comparing sternal 
to PIV administration in terms of C(max), T(max), and 
mean concentration over time.34 Burger et al. found that for 
amiodarone, a lipid soluble medication, C(max) was slowest 
for tibial IO and equivalent for both sternal IO and PIV.35 The 
authors hypothesized that the lipid-rich marrow in the tibial 
site resulted in an amiodarone depot, delaying release to the 
peripheral circulation.  

Hemodynamics
Two similar studies evaluated hemodynamics after 

hemorrhage and administration of Hextend through a sternal IO 
compared to an PIV and/or a humeral IO.36-37 The models were 
bled 30% of their total blood volume36 and 30% total blood 
volume based on 70 kilograms human,37 and then administered 
500 milliliters (mL) of Hextend under pressure. The common 
hemodynamics measured included heart rate, systolic blood 
pressure, diastolic blood pressure, mean arterial pressure, stroke 
volume, and cardiac output. Between the devices being evaluated, 
there were no significant differences among the hemodynamic 
variables measured. Additionally, the time required to administer 
the Hextend was not significantly different between the groups. 
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Flow Rates
Using fixed and unfixed cadavers, Hammer et al. found 

higher flow rates and larger flow volumes in sternal IO compared 
to humeral IO and tibial IO infusions, both under pressure and 
unpressurized.38 Interestingly, flow rates decreased at both the 
sternal and tibial IO sites after five minutes while flow rates 
increased at the humeral sites. In a different cadaver study that 
measured rates and volumes infused during a five-minute 0.9% 
sodium chloride bolus, there were again greater flow rates and 
flow volumes with sternal IO vs humeral IO or tibial IO devices.39 
Additionally, flow was good (fast drip without pressure bag) or 
very good (continuous flow without pressure bag) in nearly 90% 
of the sternal IOs. In a 2019 human field study, 31.5% of EZ-IOs 
demonstrated poor flow (requiring pressurized infusion), whereas 
none of the FASTResponder lines had poor flow.28 Using human 
volunteers, unpressurized infusion, and two different sternal IO 
devices, Bjerkvig et al. were able to deliver 450 mL of whole 
blood in approximately 11 minutes.4 

Ease of Use
Many medical providers find IOs easy to use. In a small 

study, 10 experienced paramedics evaluating a new sternal IO 
system (FAST1) found sternal IO placement to be easier than 
PIV.27 Time from package opening to fluid flowing through the 
device averaged just over 90 seconds, and device placement 
by these novel users was reported as excellent. Another study 
reported a 95% (18/19) first-time success rate for sternal IO 
placement among novice sternal IO device users (second- 
and fourth-year medical students); this was better than 
their rate for tibial IO and humeral IO devices, which they 
also had never used before: 91% (20/22) and 77% (17/22), 
respectively.38 Elsewhere, a study found sternal IO placement 
was achieved with 100% success by the second attempt with a 
median insertion time for the FASTResponder of 20 seconds.28 

In cardiac arrest patients, FAST1 deployment by 
paramedics had a 73% success rate and an average time to 
placement of 67 seconds.29 Another study that compared 
time to fluid administration among different IO sites found 
no statistically significant differences between humeral IO, 
sternal IO, or IV groups.36 Similarly, Hammer et al. found no 
difference in insertion time between the humeral IO, sternal 
IO, and tibial IO groups in their study.38 

When comparing two long bone IO devices, the Bone 
Injection Gun (PerSys Medical, Houston, TX) and the 
Jamshidi (Cardinal Health, Dublin, OH) to the FAST1, the 
long bone devices were equivalent to the FAST1 with respect 
to success rate, user satisfaction, and complication rates. 
However, the Jamshadi had a faster mean insertion time than 
the FAST1 (38 vs 62 seconds, P = 0.002).40 In contrast to the 
studies above reporting excellent success rates for novice 
sternal IO device users, a study evaluating 29 emergency 
medical technician-basic students noted a first-attempt 
successful placement of only 55.2%; this was despite high 
rates of correct site identification (96.6%) and a median time 

to needle deployment of under 30 seconds.41 

Pain
The literature comparing pain associated with sternal IO 

compared to PIV or peripheral IO is sparse. Preliminary work 
has been done by Montez et al. evaluating the use of lidocaine to 
mitigate the discomfort during sternal IO and proximal humerus 
IO infusions.42 The primary endpoints of the study were pain 
scores at five minutes using 300 millimeters mercury (mm Hg) 
to pressure infuse, then again after 15 and 30 minutes of infusion 
at 125 mL/hour. The published data do not evaluate the sternal 
IO and humeral IO groups against each other. However, useful 
analysis can be made by the reader: the difference between the 
pain scores recorded for the 40-milligram (mg) lidocaine dose, 
3.4/10 at the sternal IO site and 3.5/10 at the humeral IO site, 
are clearly not clinically significant. In the 60 mg lidocaine 
dose groups, the pain scores were 1.5/10 (sternal) and 2.2/10 
(humeral), similarly displaying no clinical significance in the 
difference noted. Additional work is needed to more fully 
characterize the pain experienced during placement of and 
infusion with sternal IO compared to peripheral IO and PIV. 

Return of Spontaneous Circulation (ROSC)
With regard to ROSC, sternal IO-administered fluids/

medications appear to be at least as effective as PIV and other 
IO routes. In a 2019 swine model of traumatic (hemorrhagic) 
cardiac arrest, in which epinephrine followed by 500 mL of 5% 
albumin was administered, no difference in ROSC was noted 
between tibial IO, humeral IO, sternal IO, and PIV groups.19 An 
earlier hemorrhagic cardiac arrest model similarly found that 
ROSC timelines, results, and outcomes were equivalent when 
comparing sternal IO and PIV groups.43 However, an additional 
cardiac arrest model (ventricular fibrillation, no hemorrhage/
exsanguination) found that ROSC occurred faster with sternal IO 
and PIV-administered medications (vasopressin, amiodarone, and 
epinephrine) as compared to tibial IO-administered medications.44 

Advantages of the Sternal Intraosseous Route
As noted above, flow rates have been shown to be greater 

in sternal IO vs other IO routes. While this may seem counter 
to Poiseuille’s Law (Q=(πPr4)/8ηl) due to the dimensions of the 
FAST1 and EZ-IO catheters, bone characteristics play a role as 
well. The sternum is a large, flat bone with a high amount of red 
marrow.26 It also has a cortex that is thinner and more uniform 
and is less likely to be fractured as compared to the bones of 
the arms or legs.26 Furthermore, because the sternum is a non 
weight-bearing bone, its density is predicted to be 25% less than 
the proximal humerus.5 Therefore, lower infusion pressures are 
required and flow rates are higher with a sternal as compared to a 
humeral route. As an additional anatomic advantage, the sternum 
can be identified in every shape and size person, to include the 
morbidly obese.3 

There are advantages to the sternal IO route when compared 
to PIV routes. Findlay et al. noted that its central location as 
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well as its readily identifiable placement site serve to reduce 
clutter as well as the chance of line entanglement and accidental 
dislodgement—a concern for both PIV and humeral IO/tibial IO 
sites.27 Additionally, the insertion site has minimal overlaying 
tissue except for in extreme obesity, again making identification 
straightforward.35 Sternal IO devices also have more direct access 
to central circulation via the venous drainage of the manubrium, 
as Burgert et al. noted, and may actually benefit from “the 
hydraulic action of chest compressions” in cases of cardiac 
arrest.33,35 Finally, FAST1 IO devices do not require selection of 
different needle sizes and rely on deployment of a single needle 
size to the correct depth.32 This reduces the possibility for error 
and increases cognitive offloading of needle selection based on 
patient size during stressful patient care scenarios.

Risks and Limitations
Contraindications

Contraindications for sternal IO use are similar to other IO 
sites and include fracture at the insertion site, IO attempt at the 
same location in the previous 48 hours, hardware in the vicinity 
of the anticipated IO placement site, compartment syndrome, 
significant bone disease at the insertion site, and local infection/
osteomyelitis history.2,8 The only added contraindication for 
sternal IO is a history of sternotomy, due to the potential for 
decreased blood flow and impaired structural integrity in the area 
after this procedure.8 

Risks
Risks of IO use in general are few, and serious complications 

are rarely experienced.22 These include infection (including 
osteomyelitis and mediastinitis), compartment syndrome, 
fractures, drug/fluid extravasation, skin necrosis, arterial 
thrombosis, air/fat embolism, perforation of the opposing cortex, 
and retained foreign body.8,22 Epiphyseal plate damage can occur 
from humeral IO and  tibial IO, but not sternal IO.8 Potential 
minor complications include pain, difficulty aspirating marrow, 
device displacement, and slow or stopped infusion.9,20 As the 
manubrium bone is fairly thick at approximately 13.30 mm, the 
risk of excessive penetration is less than 0.0001%.31  

Myths Explained
There are myths and falsehoods associated with sternal 

IOs and IOs in general. Some believe that IO flow rates are 
insufficient for mass transfusion in hemorrhaging patients. 
However, Bjerkvig et al. found gravity flow rates in two different 
sternal IO devices to be sufficient for resuscitation in human 
volunteers.4 In their retrospective study of over 1000 IO device 
deployments, Lewis and Wright noted packed red blood cells 
transfused successfully nearly 2000 times with no clinical or lab 
evidence of hemolysis.22 

Another concern is that sternal IO will interfere with ongoing 
CPR.28 Multiple successful swine studies have been conducted 
with active CPR and concurrent sternal IO fluid administration 
without issue.19,33-35,44 Based on the findings of their swine 

study, Hoskins et al. recommended that sternal IO be used 
preferentially for drug delivery over other IO sites when PIV 
has not been established.33 Several recent human field studies 
have been conducted looking at the use of sternal IO.15,26,28-29,40 
While only Hartholt et al. specifically mention ongoing CPR, it 
may be reasonably assumed that CPR was ongoing in at least 
some of the other patients studied as well. There is no note in 
any of these papers regarding the sternal IO device interfering 
with the ability to appropriately perform chest compressions for 
CPR. Additionally, there are no reports in the literature of sternal 
IO devices interfering with chest compressions. Further study 
looking specifically at chest compressions with concurrent sternal 
IO in place is needed to more conclusively comment on the 
relationship between the two, but the lack of negative reports in 
the literature thus far is promising. 

Limitations
As noted above, the FAST devices are only approved for 

use in patients aged 12 years and older.31 There is also some 
question of device and operator failure rates. Byars noted that 
7/41 attempted FAST1 insertions failed because the needle did 
not deploy as intended. Additionally, two other attempts were 
abandoned due to extravasation after placement.29 However, this 
was several years ago and it is unclear whether failure was due 
to operator error or design flaw or whether the manufacturer 
has since addressed the problem. Another study noted that 
stylets in 3 of 22 FASTResponder devices failed to completely 
withdraw into the protective cover, creating a needlestick risk.45 
Additionally, the FAST devices are designed only for sternal 
use, while the EZ-IO devices can be used in either the humerus 
or tibia. 

Obesity and its associated comorbidities and care 
complications are ubiquitous in nearly every setting served 
by medical providers. These challenges become particularly 
apparent when this population is critically ill and can make 
vascular access extremely difficult. While there tends to be less 
tissue overlying the sternum than other potential IO access sites, 
in the extremely obese, sternal IO access may be compromised 
as well.26,46 This issue can be mitigated to some degree with 
peripheral IO devices having multiple needle sizes available, 
but still presents a challenge. Unfortunately, this feature is 
not available for the FAST devices, a shortcoming that may 
preclude their use in patients with excessive parasternal tissue. 

Although any drug or fluid that can be given via PIV can also 
be given IO, there is a paucity of data regarding IV contrast given 
by the IO route. The existing studies report successful IO contrast 
administration by hand as well as power injection, resulting in 
high-quality images; however, these studies either exclusively 
looked at peripheral IO sites/devices or did not specify the 
type of device used.47-52 Further investigation into sternal IO 
administration of contrast agents is warranted. Finally, a 2015 
cadaver study by Hammer et al. demonstrated a wide variation 
in flow rates, a finding that has not been replicated/verified in 
human field studies or live human model studies.38 
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CONCLUSION
The sternum offers an easily accessible route for IO delivery 

of fluids and medications with high rates of successful placement, 
even among novices, according to most studies.27,38 Once the 
needle has been deployed and the device secured, sternal IO may 
provide reduced risk for line entanglement as compared to PIV 
and other IO sites, and there is mounting evidence for superior 
flow rates with sternal IO.27-28,38-39 When considering IO vascular 
access in adults or older children, medical providers should 
consider the sternum as the recommended IO access, particularly 
if the user is a novice with IO devices, increased flow rates are 
required, the patient has extremity trauma, or administration of a 
lipid soluble drug is anticipated. 

ACKNOWLEDGMENTS
The authors would like to thank Brandon M. Carius, DSc, 

MPAS, PA-C for his valuable comments on the manuscript.

Address for Correspondence: Andrew D. Fisher, MD, LP, University 
of New Mexico School of Medicine, Department of Surgery, 1 
University of New Mexico, Albuquerque, NM 87131-0001. Email: 
anfisher@salud.unm.edu.

Conflicts of Interest: By the WestJEM article submission agreement, 
all authors are required to disclose all affiliations, funding sources 
and financial or management relationships that could be perceived 
as potential sources of bias. No author has professional or financial 
relationships with any companies that are relevant to this study. 
There are no conflicts of interest or sources of funding to declare.

Copyright: © 2021 Laney et al. This is an open access article 
distributed in accordance with the terms of the Creative Commons 
Attribution (CC BY 4.0) License. See: http://creativecommons.org/
licenses/by/4.0/

2018;84(6S Suppl 1):S120-4.
5. Auten JD, McEvoy CS, Roszko PJ, et al. Safety of pressurized 

intraosseous blood infusion strategies in a swine model of 
hemorrhagic shock. J Surg Res. 2020;246:190-9.

6. Baadh AS, Singh A, Choi A, et al. Intraosseous vascular 
access in radiology: review of clinical status. Am J Roentgenol. 
2016;207(2):241-7.

7. Drinker CK, Drinker KR, Lund CC. The circulation in the mammalian 
bone-marrow. Am J Physiol. 1922;1(62):1-92.

8. Burgert JM. A primer on intraosseous access: history, clinical 
considerations, and current devices. Am J Disaster Med. 
2016;11(3):167-73.

9. Josefson A. A new method of treatment — intraossal injections. Acta 
Medica Scandinavica. 1934;81(5-6):550-64.

10. Foëx BA. Discovery of the intraosseous route for fluid administration. 
J Accid. 2000;17(2):136-7.

11. Tocantins LM, O’Neill JF, Price AH. Infusions of blood and other fluids 
via the bone marrow in traumatic shock and other forms of peripheral 
circulatory failure. Ann Surg. 1941;114(6):1085-92.

12. Doud EA and Tysell JE. Massive intramedullary infusions. JAMA. 
1942;120(15):1212-3.

13. Engels PT, Erdogan M, Widder SL, et al. Use of intraosseous devices 
in trauma: a survey of trauma practitioners in Canada, Australia and 
New Zealand. Can J Surg. 2016;59(6):374-82.

14. Millam D. The history of intravenous therapy. J Intraven Nurs. 
1996;19(1):5-14.

15. Schauer SG, Naylor JF, April MD, et al. The Prehospital Trauma 
Registry experience with intraosseous access. J Spec Oper Med. 
2019;19(1):52-5.

16. Dubick MA and Holcomb JB. A review of intraosseous vascular 
access: current status and military application. Mil Med. 
2000;165(7):552-9.

17. O’Connor RE. Intraosseous vascular access in the out-of-hospital 
setting position statement of the National Association of EMS 
Physicians. Prehosp Emerg Care. 2009;11(1):62-2.

18. Fowler R, Gallagher JV, Isaacs SM, et al. The role of intraosseous 
vascular access in the out-of-hospital environment (resource 
document to NAEMSP position statement). Prehosp Emerg Care. 
2007;11(1):63-6.

19. Burgert JM, Johnson AD, O’Sullivan JC, et al. Pharmacokinetic 
effects of endotracheal, intraosseous, and intravenous epinephrine 
in a swine model of traumatic cardiac arrest. Am J Emerg Med. 
2019;37(11):2043-50.

20. Webster J, Osborne S, Rickard CM, et al. Clinically indicated 
replacement versus routine replacement of peripheral venous 
catheters. Cochrane Database Syst Rev. 2019;1:CD007798.

21. Patel SA, Alebich MM, Feldman LS. Routine replacement of 
peripheral intravenous catheters. J Hosp Med. 2017;12(1):42-45.

22. Lewis P and Wright C. Saving the critically injured trauma patient: a 
retrospective analysis of 1000 uses of intraosseous access. Emerg 
Med J. 2015;32(6):463-7.

23. Fowler RL and Lippmann MJ. Benefits vs. risks of intraosseous vascular 

REFERENCES
1. Panchal AR, Berg KM, Hirsch KG, et al. 2019 American Heart 

Association Focused Update on Advanced Cardiovascular Life 
Support: Use of Advanced Airways, Vasopressors, and Extracorporeal 
Cardiopulmonary Resuscitation During Cardiac Arrest: An Update 
to the American Heart Association Guidelines for Cardiopulmonary 
Resuscitation and Emergency Cardiovascular Care. Circulation. 
2019;140(24):e881-94.

2. Petitpas F, Guenezan J, Vendeuvre T, et al. Use of intra-osseous 
access in adults: a systematic review. Crit Care. 2016;20:102.

3. Paxton JH. Intraosseous vascular access: A review. Trauma. 
2012;14(3):195-232.

4. Bjerkvig CK, Fosse TK, Apelseth TO, et al. Emergency sternal 
intraosseous access for warm fresh whole blood transfusion 
in damage control resuscitation. J Trauma Acute Care Surg. 

http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/


Volume 22, no. 3: May 2021 695 Western Journal of Emergency Medicine

Laney et al. Sternal Intraosseous Devices: A Review

access. 2014. Available at: https://psnet.ahrq.gov/web-mm/benefits-vs-
risks-intraosseous-vascular-access. Accessed April 2, 2020

24. Luck RP, Haines C, Mull CC. Intraosseous access. J Emerg Med. 
2010;39(4):468-75.

25. Czyż R, Leśkiewicz M, Górniak I, et al. Current advances in 
intraosseous access - a review of presently available devices. J Educ 
Health Sport. 2018;8(8):939-50.

26. Macnab A, Christenson J, Findlay J, et al. A new system for 
sternal intraosseous infusion in adults. Prehosp Emerg Care. 
2000;4(2):173-7.

27. Findlay J, Johnson DL, Macnab AJ, et al. Paramedic evaluation 
of adult intraosseous infusion system. Prehosp Disaster Med. 
2006;21(5):329-34.

28. Sorgjerd R, Sunde GA, Heltne JK. Comparison of two different 
intraosseous access methods in a physician-staffed helicopter 
emergency medical service - a quality assurance study. Scand J 
Trauma Resusc Emerg Med. 2019;27(1):15.

29. Byars DV, Tsuchitani SN, Erwin E, et al. Evaluation of success rate 
and access time for an adult sternal intraosseous device deployed in 
the prehospital setting. Prehosp Disaster Med. 2011;26(2):127-9.

30. Day M. Intraosseous devices for intravascular access in adult trauma 
patients. Crit Care Nurse. 2001;31(2):76-88.

31. Johnson DL, Findlay J, Macnab AJ, Susak L. Cadaver testing to 
validate design criteria of an adult intraosseous infusion system. Mil 
Med. 2005;170(3):251-7.

32. Teleflex. FAST1™ Intraosseous Infusion System https://teleflex.com/
usa/en/product-areas/military-federal/intraosseous-access/fast1-io-
infusion-system/. Accessed February 20, 2021.

33. Hoskins SL, do Nascimento P, Jr., Lima RM, et al. Pharmacokinetics 
of intraosseous and central venous drug delivery during 
cardiopulmonary resuscitation. Resuscitation. 2012;83(1):107-12.

34. Vallier DJ, Torrence AD, Stevens R, et al. The effects of sternal and 
intravenous vasopressin administration on pharmacokinetics. Am J 
Disaster Med. 2016;11(3):203-9.

35. Burgert JM, Martinez A, O’Sullivan M, et al. Sternal route more 
effective than tibial route for intraosseous amiodarone administration 
in a swine model of ventricular fibrillation. Prehosp Emerg Care. 
2018;22(2):266-75.

36. Blouin B, Dawn, Gegel D, et al. Effects of intravenous, sternal, 
and humerus intraosseous administration of Hextend on time of 
administration and hemodynamics in a hypovolemic swine model. 

37. Johnson D, Penaranda C, Phillips K, et al. Effects of sternal 
intraosseous and intravenous administration of Hextend on time of 
administration and hemodynamics in a swine model of hemorrhagic 
shock. Am J Disaster Med. 2015;10(1):61-7.

38. Hammer N, Mobius R, Gries A, et al. Comparison of the fluid 
resuscitation rate with and without external pressure using two 

intraosseous infusion systems for adult emergencies, the CITRIN 
(Comparison of InTRaosseous infusion systems in emergency 
medicINe)-Study. PLoS One. 2015;10(12):e0143726.

39. Pasley J M, Catriona HT, DuBose JJ, et al. Intraosseous infusion 
rates under high pressure: a cadaveric comparison of anatomic sites. 
J Trauma Acute Care Surg. 2015;78(2):295-9.

40. Hartholt KA, van Lieshout EM, Thies WC, et al. Intraosseous devices: 
a randomized controlled trial comparing three intraosseous devices. 
Prehosp Emerg Care. 2010;14(1):6-13.

41. Miller DD, Guimond G, Hostler DP, et al. Feasibility of sternal 
intraosseous access by emergency medical technician students. 
Prehosp Emerg Care. 2005;9(1):73-8.

42. Montez D, Puga T, Davlantes C, et al. 310: IO infusion pain mitigation 
in the sternum and proximal humerus: establishing a regimen. Crit 
Care Med. 2016;44(12):154.

43. Smith S, Borgkvist B, Kist T, et al. The effects of sternal intraosseous 
and intravenous administration of amiodarone in a hypovolemic 
swine cardiac arrest model. Am J Disaster Med. 2016;11(4):271-7.

44. O’Sullivan M, Martinez A, Long A, et al. Comparison of the effects of 
sternal and tibial intraosseous administered resuscitative drugs on 
return of spontaneous circulation in a swine model of cardiac arrest. 
Am J Disaster Med. 2016;11(3):175-82.

45. Hammer N and Bernhard M. Safety concerns for rescue providers 
using sternal intraosseous infusion systems. J Trauma Acute Care 
Surg. 2015;79(3):517-8.

46. Frascone RJ, Jensen JP, Kaye K, et al. Consecutive field trials 
using two different intraosseous devices. Prehosp Emerg Care. 
2007;11(2):164-71.

47. Winkler M, Talley C, Woodward C, et al. The use of intraosseous 
needles for injection of contrast media for computed tomographic 
angiography of the thoracic aorta. J Cardiovasc Comput Tomogr. 
2017;11(3):203-7.

48. Schindler P, Helfen A, Wildgruber M, et al. Intraosseous contrast 
administration for emergency computed tomography: A case-control 
study. PLoS One. 2019;14(5):e0217629.

49. Winkler M, Issa M, Lowry C, et al. Intraarticular extravasation, 
an unusual complication of computed tomographic angiography 
performed with intraosseous needle intravenous access. Cardiovasc 
Diagn Ther. 2018;8(4):516-9.

50. Geller E and Crisci KL. Intraosseous infusion of iodinated contrast in 
an abused child. Pediatr Emerg Care. 1999;15(5):328-9.

51. Cambray EJ, Donaldson JS, Shore RM. Intraosseous contrast 
infusion: efficacy and associated findings. Pediatr Radiol. 
1997;27(11):892-3.

52. Knuth TE, Paxton JH, Myers D. Intraosseous injection of iodinated 
computed tomography contrast agent in an adult blunt trauma 
patient. Ann Emerg Med. 2011;57(4):382-6.


