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Abstract: Establishing intravenous (IV) access in younger patient populations via the traditional
cannulation technique for procedures requiring anesthesia is often challenging. Infrared (IR) vein
visualization is a modality that aids venous cannulation; however, few reports of this technique exist
in the infant and toddler population. The primary aim of this study was to compare the efficacy of IR
vein visualization to the standard cannulation technique for obtaining peripheral IV access in infant
and toddler populations. Following Institutional Review Board (IRB) approval and written informed
consent, children were randomly assigned to either a standard cannulation technique group or an
IR vein visualization device group for venous cannulation. The primary outcome variable was the
success rate of IV cannulation, and the secondary variables were the total number of attempts and
the time to successful cannulation. No difference was noted between either group for first-attempt
success rate (standard versus IR: 61.25% vs. 54.4%; p = 0.4) or time to establish IV cannulation
(standard versus IR: median [interquartile range], 40 s [24–120] vs. 53 s [26–106]; p = 0.55). The
anesthesiologist’s grading of the anticipated difficulty of IV cannulation was a significant predictor
of cannulation success (p = 0.0016). Our study demonstrated no significant benefit in utilizing the
IR vein visualization device in terms of the overall success rate, number of attempts, and time to
establish successful IV cannulation when compared to the standard technique. However, in difficult
IV access situations, this device proved to be a valuable rescue adjunct.

Keywords: anesthesia; intravenous access; toddlers; infrared vein visualization

1. Introduction

Children undergoing anesthesia procedures require intravenous (IV) access. Rapidly
obtaining IV access is paramount for the administration of anesthetic, analgesic, and
emergency medications, in addition to IV fluids and blood products. The success rate of
first-attempt peripheral IV cannulation during anesthesia induction in children varies from
69% to 82% depending on the provider’s experience [1]. The use of various assistive devices,
such as trans-illumination with infrared (IR) light and ultrasound, to improve IV cannula-
tion success rates has been reported in the literature [2,3]. Most studies on transillumination
techniques included patients from a wide age group [2,4–6] and failed to report superiority
over the traditional cannulation technique [2,4,5]. Due to increased body fat and patterns of
distribution, IV placement is challenging in the younger pediatric population [7]. Though
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age [1,8] is a known risk factor for difficult IV access and a predictive factor included in
the difficult intravenous access (DIVA) score [8,9], few studies have focused on the use of
this device exclusively in infant and toddler populations [2,8]. The primary objective of
our study was to compare the efficacy of an IR vein visualization device with the standard
cannulation technique (i.e., no IR device) in children (age < 2 years) presenting for elective
magnetic resonance imaging (MRI) procedures under general anesthesia. Our hypothesis
was that using an assistive device, such as the IR vein visualization device, would result in
an increased success rate and decreased time to IV placement. This information is helpful
in high-risk situations, such as the induction of general anesthesia in infants and toddlers,
when establishing rapid IV access is more challenging.

2. Materials and Methods

This study was conducted at the Penn State Health Children’s Hospital, Penn State
College of Medicine, Hershey Pennsylvania. The hospital is an academic tertiary center
with 75 beds and performs about 1500 MRI procedures under anesthesia annually. A total
of 6 out of 14 staff anesthesiologists from the Pediatric Anesthesia Division participated in
this study. In this randomized controlled study, children (<2 years of age) scheduled for
elective diagnostic MRI procedures with general anesthesia were randomly allocated to
either an IR vein visualization device group or a standard cannulation technique control
group. This study was approved by the Institutional Review Board (IRB #6768) at the
Penn State Health Milton S Hershey Medical Center and Penn State Health Children’s
Hospital and was conducted at this single institution between July 2017 and October 2020.
Parental written informed consent was obtained from all subjects participating in the trial.
The trial was registered prior to patient enrollment at clinicaltrials.gov (NCT03181542,
https://clinicaltrials.gov/ct2/show/NCT03181542, Principal Investigator: Priti G Dalal,
Date of registration: 1 June 2017).

The inclusion criteria were children (<2 years of age) undergoing anesthesia for elec-
tive MRI, American Society of Anesthesiologists (ASA) physical status I–III, and parents
or consenting adults fluent in written and spoken English. The exclusion criteria were
age ≥ 2 years, emergency MRI requiring anesthesia, ASA physical status > III, and patients
with pre-existing IV access. The primary outcome variable was the success rate of IV
cannulation (with a maximum of 3 attempts). The secondary outcome variables were the
total number of attempts and the time until successful IV cannulation.

The study subjects were identified by the investigators (PGD, GW, SMG, MC, and UP)
on the day prior to the scheduled procedure, and consent was obtained on the day of the
procedure. After obtaining formal written parental consent on the day of the procedure,
the child was randomized to either the IR group (IR vein visualization device) or the
standard group (traditional cannulation technique) based on a computer-generated number
by our staff research technician. In all cases, the attending anesthesiologist (>4 years of
clinical experience as a staff pediatric anesthesiologist) performed the IV cannulation after
inhalational induction of anesthesia. The study participants were blinded to the technique
since the study was performed under anesthesia. The care providers were not blinded due
to the nature of the study. A staff research technician noted the data on a data sheet. Prior
to induction, the anesthesiologist graded the overall anticipated difficulty of IV cannulation
on a scale of 0–5 (0 = no difficulty; 5 = extremely challenging). The anesthesia induction
was standardized. Following the application of standard ASA monitors, inhalational
induction was performed with a 50:50 mixture of nitrous oxide:oxygen and incrementally
increased sevoflurane concentration (up to 8%). Once the child was deemed ready for IV
cannulation by the attending anesthesiologist, a standard tourniquet was applied at the
muscle belly on the corresponding limb where cannulation was contemplated. For those
randomized to the standard group, the traditional technique for establishing IV access was
used. For those randomized to the IR vein visualization group, the IR vein visualization
device AccuVein (AccuVein, Inc., Huntington, NY, USA) was used as an aid in establishing
IV access. In all cases, IV access was attempted with a 24-gauge IV catheter (Protectiv®

https://clinicaltrials.gov/ct2/show/NCT03181542


Children 2023, 10, 1652 3 of 9

Safety IV catheters, ICU Medical, Inc, San Clemente, CA, USA) by the attending pediatric
anesthesiologist. The data collected included age, gender, ASA physical status, site where
IV was successfully established, number of attempts, weight, height, skin color, ethnicity,
and pre-existing comorbidities.

The time to successful IV cannulation was defined as the time from the first contact
of the needle/cannula unit with the skin until successful cannulation was established, as
evidenced using a bolus of 5 mL sterile normal saline via the IV cannula. After the third
attempt, if cannulation was still unsuccessful, the alternative technique was used as a rescue
technique. The time to successful cannula insertion was noted for each attempt with the
alternative technique. Assuming a 90% success rate with the IR vein visualization device,
a 95% confidence interval (CI), and a margin of error of 5%, a sample size of 139 patients
would need to be enrolled in the study. To account for attrition, we enrolled 160 patients in
this study.

Once the study commenced, an interim analysis was performed on 79 study patients,
which showed no statistical difference in the efficacy of the two techniques. No study-
stopping guidelines were applied.

Statistical Analysis

SigmaPlot® 12.5 (Systat software, Inc., Palo Alto, CA, USA) was used for descriptive
statistics, and statistical analysis software (SAS, SAS 9.4 Copyright © SAS Institute Inc.,
Cary, NC, USA) was used for the remaining statistical analysis. Descriptive statistics were
presented in the form of proportions for binary variables, means with standard deviations
for normally distributed variables, and medians with interquartile ranges for non-normally
distributed variables. Fisher’s exact test was used for comparing proportions in 2 × 2 tables,
and the Jonckheere–Terpstra test was applied when comparing proportions in 2 × K ordinal
tables. Binary logistic regression was applied when a potential predictor variable was
measured on a continuum. A p-value < 0.05 was considered statistically significant.

3. Results

A total of 160 patients were enrolled in this study. Of these, one patient in the IR
group was excluded because of the inability to complete the study due to staffing logistics.
The Consolidated Standards of Reporting Trials (CONSORT) flow diagram is as shown
in Figure 1. Both groups were comparable in terms of their demographic data as seen in
Table 1. Data on the success rates and times to successful cannulation are shown in Table 2.
The overall success rate was slightly higher in the standard group vs. IR group, 90% vs.
85%, respectively, but this was not found to be statistically significant (p = 0.34). The time
to successfully establish IV access with the primary assigned technique was comparable
between the two groups (standard versus IR: median [interquartile range], 40 s [24–120]
vs. 53 s [26–106]; p = 0.55). The first-attempt success rate was higher in the standard
group (61.25%) vs. the IR group (54.4%), although this was not statistically significant as
shown in Table 3 (p = 0.4). However, the anesthesiologist’s grading from 0 to 5 (0 = not
challenging to 5 = most challenging) of the anticipated IV access difficulty was significantly
predictive of cannulation success as shown in Table 4 (p = 0.0016). One patient in the
standard group had their MRI procedure cancelled due to failure of both techniques, with
numerous unsuccessful attempts at IV cannulation. None of the patients experienced any
unintended harm or adverse events due to IV cannulation.

Overall, the success rate of IV cannulation in both groups was not affected by the
presence of lighter-colored skin (p = 0.59), history of prematurity (p = 0.19), and ASA
physical status (p = 0.24). The odds ratios for the effect of age, weight, and nil per os (NPO)
time for clear liquids on the success rate of IV cannulation were 0.999 (95% CI, 0.996–1.001),
0.98 (95% CI, 0.797–1.205), and 0.999 (95% CI, 0.997–1.001), respectively.
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Figure 1. CONSORT flow diagram of participants. CONSORT indicates Consolidated Standards of
Reporting Trials.

Table 1. Demographic characteristics.

Characteristics Standard Group IR Group Overall

n (%) 80 (50.3) 79 (49.7) a 159 (100)

Age (months) 12.4 (7.0–17.8) 13.6 (8.1–17.6) 13.5 (7.5–17.6)

Gender, n (%)

Male 42 (52.5) 43 (54.4) 85 (53.5)

Female 38 (47.5) 36 (45.5) 74 (46.5)

Weight (kg) 9.1 ± 2.2 9.5 ± 2.3 9.3 ± 2.3

Prematurity, n (%) 13 (16.2) 14 (17.7) 26 (16.4)

NPO length (hrs) 4.8 (3.3–9.2) 6.0 (3.5–10.5) 5.3 (3.5–9.4)

Skin Color, n (%)

Light/Caucasian 57 (71.3) 60 (75.9) 118 (74.2)

Medium 19 (23.7) 15 (19.0) 33 (20.8)

Dark 4 (5.0) 4 (5.1) 8 (5.0)
Data are presented as n (%), mean ± SD, or median (interquartile range). NPO length based on last oral intake of
clear fluids. a One patient was excluded from the IR group as an appropriate research anesthesiologist was not
available in time to place the IV. Abbreviations: NPO, nil per os; IR, infrared.
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Table 2. Success rate and time to successful IV cannulation outcomes.

Overall Standard Group IR Group

n (%) 159 80 (50.3) 79 (49.7)

Overall success rate, % (n) 87.4 (139) 90.0 (72) 84.8 (67)

First-attempt success rate, % (n) 57.9 (92) 61.3 (49) 54.4 (43)

Subjects requiring rescue
technique, n 19 12 8

Rescue technique success rate,
% (n) 94.7 (18) 100 (12) 87.5 (7)

Time to successful IV
cannulation (sec)

Primary technique 45 (25.5–115) 40 (24–120) 53 (26–106)

Rescue technique 142 (49.5–357) 142 (82–338) 212 (49.5–534)
Data are presented as n (%), % (n), and median (interquartile range). Reported only first-attempt and overall
success rates (included subjects requiring 3 attempts with the assigned technique and then eventual success with
the rescue technique). Percentage values listed for rescue technique success rates representative of only this total
subset of the study population. Abbreviations: IR, infrared; IV, intravenous; sec, seconds.

Table 3. Total number of IV cannulation attempts.

Number of Attempts Standard Group IR Group

n (%) 80 (50.3) 79 (49.7)

1 49 (61.3) 43 (54.4)

2 15 (18.7) 18 (22.8)

3 16 (20.0) 17 (21.5)

>4 0 (0.0) 1 (1.3)
Data are presented as n (%). Number of attempts listed with percentage values of the total for that specific subset
of patients. p = 0.40, Abbreviations: IR, infrared.

Table 4. Distribution of overall IV cannulation success rate and anticipated IV access difficulty rating
by the anesthesiologist on a grade of 0–5 (p = 0.0016).

Success

Anticipated Difficulty Rating,
n (%) No Yes Total

0 (least challenging) 0 (0) 5 (100) 5

1 a 1 (4.4) 22 (95.6) 23

2 1 (2.4) 40 (97.6) 41

3 9 (18.4) 40 (81.6) 49

4 4 (18.2) 18 (81.8) 22

5 (most challenging) 5 (27.8) 13 (72.2) 18

Total 20 (12.7) 138 (87.3) 158
Data are presented as n (%). Subjective grading scale based on perceived difficulty of attempted venous cannula-
tion by the attending anesthesiologist (0 = least challenging; 5 = most challenging). Success rates represent all
subjects and are not differentiated into each randomized group (standard or IR). Percentage values represent
proportion of the total for the respective difficulty rating. ‘Yes’ represents success with the randomized technique
and ‘No’ represents failure with the randomized technique. One subject failed both techniques. Factors such as
body habitus and skin color were taken into consideration. p = 0.0016. a One patient did not have a difficulty
value assigned by the attending anesthesiologist at the time of their procedure. Abbreviations: IV, intravenous;
IR, infrared.
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4. Discussion

In this randomized controlled study, we found no significant difference in the success
rate and time to establish IV access using the IR vein visualization device in comparison to
the standard technique in infant and toddler populations under general anesthesia. Most
studies in the literature have reported no increase in the success rate or time to cannulation
with vein visualization devices [3,4,10]. However, most of these studies are in older age
groups [2–4]. Our study sought to investigate the effect of this device in a younger patient
population (<2 years of age). We chose this age group as there are reported difficulties with
establishing IV access in this age group [1]. A previous study has demonstrated higher
odds of establishing difficult IV access in children less than 3 years of age compared to
older children [1]. We chose 3 attempts for the primary technique before cross-over to the
rescue technique since most difficult IV access protocols use >2–4 attempts as the cut-off
in their definitions for IV access difficulty [11]. We conducted the study in this patient
population based on our previous experience and literature reports of difficult IV access in
this age group [11]. Our study corroborates the findings of previous reports on the efficacy
of the IR vein visualization device [4,12].

Our findings suggest that the anesthesiologist’s assessment is the best predictor of
success with IV placement rather than the device or technique used. This is similar to other
reported results [1,9]. Interestingly, we also found that skin color or ethnicity did not affect
the success rate of IV access. However, there are mixed reports on these factors [13,14].
A previous study has reported significant influence of age and gender on successful IV
cannulation in children [14]. However, our study was a much larger study compared to
that study, although we had a smaller proportion of non-white population in our study. A
similar study performed in anesthetized children did not show the impact of body mass
index (BMI), gender, or racial category in anesthetized children [1]. Perhaps this may be
attributed to anesthesia-induced vasodilatation, with the ability to better identify venous
structures compared to studies conducted in non-anesthetized children [11,15]. While the
IR vein visualization device is useful in identifying the location and trajectory of the vein,
it lacks the capability to accurately determine the vein depth under the surface of the skin.
Illumination may also cause visual discomfort to the provider attempting to identify the
vein. Further, due to the increase and distribution of body fat within our study population,
locating deeper veins via IR illumination proved to be a limitation of this device. Thus, the
device may prove to be a useful teaching tool for learners. A previous report demonstrated
the usefulness of this device as a teaching tool for improving success in IV skills among
student learners [16]. A higher success rate was achieved with the IR technique versus the
standard technique in students in a simulation setting in that study. The reasons why this
device may gain popularity as a teaching tool include easier identification of the vein and
realistic visualization of the vein [16].

Prolonged fasting prior to anesthesia procedures may lead to dehydration, resulting in
a decrease in intravascular volume, making attempted IV cannulation challenging. In this
study, we did not find an increased risk of failed IV attempts associated with an increased
duration of fasting for clear liquids. This is in keeping with another study that found no
association between fasting time for clear fluids and the number of attempts for a successful
IV insertion [17]. This is interesting because prolonged fasting has been attributed to
hypotension [17], and some studies have suggested difficulties in establishing IV access.
These factors were highlighted in recent literature suggesting a change in guidelines to one
hour for clear fluids [18]. However, this was not the primary aim of our study. Perhaps
other confounding factors such as patient characteristics may have contributed to this
finding. Although the anesthesiologists were familiar with this device, their experience
with the device was much less than that of the routinely used standard technique. In
the future, increased experience with this device may improve both the success rate and
the rapidity with which IV access is established. Recently, the ultrasound technique for
establishing IV access has achieved popularity [19]. There are several advantages and
disadvantages of either technique. The advantages of the ultrasound technique include
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better anatomical delineation of the vein, direction of the vein, and depth and orientation
of the surrounding structures, which may contribute to higher success rates compared to
the traditional technique [18]. However, the use of ultrasound requires additional training,
experience, and cost. On the other hand, while the IR technique helps delineate superficial
veins, it may fail to identify deeper veins, especially in obese children. Although no formal
training is necessary, familiarity with the IR technique is important. Additionally, there is
difficulty in judging the depth of the vein with the IR technique. Future studies evaluating
the efficacy and learning curves of the ultrasound technique versus the IR technique are
warranted. It is possible that the ultrasound technique is suitable for deeper veins, whereas
the IR technique is suitable for superficial veins.

Our study had several limitations. First, familiarity with the device was not the same
as that of the standard cannulation technique. This may have contributed to the slightly
reduced success rate. Perhaps more frequent use of the device would correspond to a
significantly improved success rate. The providers who used the device in this study had
>4 years of experience as attending pediatric anesthesiologists and were comfortable using
the device. We did not set a standard number of times the IR device needed to be used
before determining provider proficiency. Perhaps a standardized assessment of proficiency
using the IR device may have improved the success rate. Second, we did not report the
effect of the patient’s BMI on the success rate. Perhaps using BMI in comparison to weight
would have given a better predictability of the success rate based on body habitus. Third,
our time definition included the total time required to insert the IV catheter using the
randomly assigned technique. Where multiple attempts were made, it is possible that there
was some variability and time lost in moving the equipment, identifying the vein, and
then attempting subsequent IV cannulation. Finally, our study was conducted in a specific
study population, i.e., children less than two years of age, so it may not necessarily be
generalizable to the older population. There may be a population bias, and these findings
may not be extrapolated to other settings, such as the emergency department, operating
room department, or another institution. While there are several studies on the use of the
IR technique, our study is unique as it focused on infant and toddler populations, which
have been shown to have a higher risk of encountering difficult IV access.

In conclusion, our study was a randomized study that compared the efficacy of the
IR technique versus the standard technique, specifically in children less than two years
of age. The IR technique did not prove to be superior to the standard IV cannulation
technique when implemented by experienced anesthesiologists. Anesthesiologists’ rating
of anticipated difficulty with IV access proved to be a significant predictor of successful
IV placement. While this study did not prove the superiority of the IR vein visualization
technique over the standard technique, the device proved to be a valuable rescue technique.
Future studies should focus on using this device as a teaching tool for developing IV access
skills among clinical providers.

Author Contributions: G.F.: This author helped with substantial contributions to the acquisition,
analysis, and interpretation of the work and revising it critically for important intellectual content.
M.R.: This author helped with substantial contributions to the acquisition, analysis, and interpretation
of the work and revising it critically for important intellectual content. G.W.: This author helped with
substantial contributions to the acquisition, analysis, and interpretation of the work and revising it
critically for important intellectual content. S.M.G.: This author helped with substantial contributions
to the acquisition, analysis, and interpretation of the work and revising it critically for important
intellectual content. M.C.: This author helped with substantial contributions to the acquisition,
analysis, and interpretation of the work and revising it critically for important intellectual content.
U.P.: This author helped with substantial contributions to the acquisition, analysis, and interpretation
of the work and revising it critically for important intellectual content V.M.C.: This author helped with
substantial contributions to the detailed analysis and interpretation of data for the work and revising
it critically for important intellectual content. P.G.D.: This author is the Principal Investigator, helped
with substantial contributions to the conception and design of the study; the acquisition, analysis,



Children 2023, 10, 1652 8 of 9

and interpretation of data for the work; drafting the work; and revising it critically for important
intellectual content. All authors have read and agreed to the published version of the manuscript.

Funding: Internal Funding was obtained from the Department of Anesthesiology, Penn State Health.

Institutional Review Board Statement: The study was conducted in accordance with the Declaration
of Helsinki and approved by the Institutional Review Board (or Ethics Committee) of Penn State
University and College of Medicine, Human Subjects Protection Office, Hershey, Pennsylvania, Study
# 6768, approval date 22 June 2017.

Informed Consent Statement: Written informed consent was obtained from all subjects involved in
the study.

Data Availability Statement: Minimal data are available upon request due to privacy concerns.

Acknowledgments: The authors recognize the efforts of Khaled Sedeek, Department of Anesthesiol-
ogy and Perioperative Medicine, Penn State Health, Hershey, Pennsylvania, USA, and Keith Troche,
Riverside Anesthesia Associates, UPMC Harrisburg, Harrisburg, Pennsylvania, USA, for their efforts
in data collection. We recognize Ruth Jarbadan, Department of Anesthesiology and Perioperative
Medicine, Penn State Health, Hershey, Pennsylvania, USA, for her efforts with data collection and
ensuring compliance with study protocols.

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

References
1. Heydinger, G.; Shafy, S.Z.; O’Connor, C.; Nafiu, O.; Tobias, J.D.; Beltran, R.J. Characterization of the Difficult Peripheral IV in the

Perioperative Setting: A Prospective, Observational Study of Intravenous Access for Pediatric Patients Undergoing Anesthesia.
Pediatric Health Med. Ther. 2022, 13, 155–163. [CrossRef] [PubMed]

2. Kaddoum, R.N.; Anghelescu, D.L.; Parish, M.E.; Wright, B.B.; Trujillo, L.; Wu, J.; Wu, Y.; Burgoyne, L.L. A randomized controlled
trial comparing the AccuVein AV300 device to standard insertion technique for intravenous cannulation of anesthetized children.
Paediatr. Anaesth. 2012, 22, 884–889. [CrossRef] [PubMed]

3. McNeely, H.L.; Ream, T.L.; Thrasher, J.M.; Dziadkowiec, O.; Callahan, T.J. Utilization of a biomedical device (VeinViewer((R))) to
assist with peripheral intravenous catheter (PIV) insertion for pediatric nurses. J. Spec. Pediatr. Nurs. 2018, 23, e12208. [CrossRef]
[PubMed]

4. Cuper, N.J.; de Graaff, J.C.; Verdaasdonk, R.M.; Kalkman, C.J. Near-Infrared Imaging in Intravenous Cannulation in Children: A
Cluster Randomized Clinical Trial. Pediatrics 2013, 131, e191–e197. [CrossRef] [PubMed]

5. De Graaff, J.C.; Cuper, N.J.; Mungra, R.A.A.; Vlaardingerbroek, K.; Numan, S.C.; Kalkman, C.J. Near-infrared light to aid
peripheral intravenous cannulation in children: A cluster randomised clinical trial of three devices. Anaesthesia 2013, 68, 835–845.
[CrossRef] [PubMed]

6. Van der Woude, O.C.; Cuper, N.J.; Getrouw, C.; Kalkman, C.J.; de Graaff, J.C. The Effectiveness of a Near-Infrared Vascular
Imaging Device to Support Intravenous Cannulation in Children with Dark Skin Color: A Cluster Randomized Clinical Trial.
Anesth. Analg. 2013, 116, 1266–1271. [CrossRef] [PubMed]

7. Nafiu, O.O.; Burke, C.; Cowan, A.; Tutuo, N.; Maclean, S.; Tremper, K.K. Comparing peripheral venous access between obese and
normal weight children. Paediatr. Anaesth. 2010, 20, 172–176. [CrossRef] [PubMed]

8. Usclade, A.; Blanc, N.; Kohlmuller, M.; Torres, A.; Siret, S.; Tachet, C.; Favard, B.; Merlin, E.; Pereira, B.; Rochette, E. Infrared
augmented reality device versus standard procedure for peripheral venous catheterisation in children less than 3 years old: A
quasi-experimental cluster randomised controlled trial. J. Clin. Nurs. 2022, 31, 1628–1635. [CrossRef] [PubMed]

9. Schults, J.A.; Kleidon, T.M.; Gibson, V.; Ware, R.S.; Monteagle, E.; Paterson, R.; Charles, K.; Keys, A.; McBride, C.A.; McTaggart, S.;
et al. Improving peripheral venous cannula insertion in children: A mixed methods study to develop the DIVA key. BMC Health
Serv. Res. 2022, 22, 220. [CrossRef] [PubMed]

10. Girotto, C.; Arpone, M.; Frigo, A.C.; Micheletto, M.; Mazza, A.; Da Dalt, L.; Bressan, S. External validation of the DIVA and DIVA3
clinical predictive rules to identify difficult intravenous access in paediatric patients. Emerg. Med. J. 2020, 37, 762–767. [CrossRef]
[PubMed]

11. Rothbart, A.; Yu, P.; Muller-Lobeck, L.; Spies, C.D.; Wernecke, K.D.; Nachtigall, I. Peripheral intravenous cannulation with support
of infrared laser vein viewing system in a pre-operation setting in pediatric patients. BMC Res. Notes 2015, 8, 463. [CrossRef]
[PubMed]

12. Kuensting, L.L.; DeBoer, S.; Holleran, R.; Shultz, B.L.; Steinmann, R.A.; Venella, J. Difficult venous access in children: Taking
control. J. Emerg. Nurs. 2009, 35, 419–424. [CrossRef] [PubMed]

13. Ballard, H.A.; Hajduk, J.; Cheon, E.C.; King, M.R.; Barsuk, J.H. Clinical and demographic factors associated with pediatric difficult
intravenous access in the operating room. Paediatr. Anaesth. 2022, 32, 792–800. [CrossRef] [PubMed]

14. De Freitas Floriano, C.M.; Machado Avelar, A.F.; Sorgini Peterlini, M.A. Difficulties Related to Peripheral Intravenous Access in
Children in an Emergency Room. J. Infus. Nurs. 2018, 41, 66–72. [CrossRef]

https://doi.org/10.2147/PHMT.S358250
https://www.ncbi.nlm.nih.gov/pubmed/35548373
https://doi.org/10.1111/j.1460-9592.2012.03896.x
https://www.ncbi.nlm.nih.gov/pubmed/22694242
https://doi.org/10.1111/jspn.12208
https://www.ncbi.nlm.nih.gov/pubmed/29427533
https://doi.org/10.1542/peds.2012-0968
https://www.ncbi.nlm.nih.gov/pubmed/23230072
https://doi.org/10.1111/anae.12294
https://www.ncbi.nlm.nih.gov/pubmed/23763614
https://doi.org/10.1213/ANE.0b013e31828e5bde
https://www.ncbi.nlm.nih.gov/pubmed/23649104
https://doi.org/10.1111/j.1460-9592.2009.03198.x
https://www.ncbi.nlm.nih.gov/pubmed/19922428
https://doi.org/10.1111/jocn.16017
https://www.ncbi.nlm.nih.gov/pubmed/34459055
https://doi.org/10.1186/s12913-022-07605-2
https://www.ncbi.nlm.nih.gov/pubmed/35177041
https://doi.org/10.1136/emermed-2020-209658
https://www.ncbi.nlm.nih.gov/pubmed/33082150
https://doi.org/10.1186/s13104-015-1431-2
https://www.ncbi.nlm.nih.gov/pubmed/26391665
https://doi.org/10.1016/j.jen.2009.01.014
https://www.ncbi.nlm.nih.gov/pubmed/19748021
https://doi.org/10.1111/pan.14438
https://www.ncbi.nlm.nih.gov/pubmed/35293066
https://doi.org/10.1097/NAN.0000000000000262


Children 2023, 10, 1652 9 of 9

15. Chapman, L.L.; Sullivan, B.; Pacheco, A.L.; Draleau, C.P.; Becker, B.M. VeinViewer-assisted Intravenous catheter placement in a
pediatric emergency department. Acad. Emerg. Med. 2011, 18, 966–971. [CrossRef]

16. Yilmaz, H.; Yucel, S.C.; Ergin, E.; Bagci, H.; Khorshid, L. Does the use of infrared technology (AccuVein AV-500(R)) for Peripheral
Intravenous Cannulation (PIVC) increase the success rate in nursing students? A randomized controlled trial. Nurse Educ. Today
2022, 108, 105179. [CrossRef] [PubMed]

17. Galvez, J.A.; Wu, L.; Simpao, A.F.; Tan, J.; Muhly, W.; Masino, A.; Sutherland, T.; Wasey, J.O.; Nelson, O.; Lin, E.; et al. Duration of
preoperative clear fluid fasting and peripheral intravenous catheterization in children: A single-center observational cohort study
of 9693 patients. Paediatr. Anaesth. 2020, 30, 137–146. [CrossRef] [PubMed]

18. Thomas, M.; Morrison, C.; Newton, R.; Schindler, E. Consensus statement on clear fluids fasting for elective pediatric general
anesthesia. Paediatr. Anaesth. 2018, 28, 411–414. [CrossRef] [PubMed]

19. Doniger, S.J.; Ishimine, P.; Fox, J.C.; Kanegaye, J.T. Randomized controlled trial of ultrasound-guided peripheral intravenous
catheter placement versus traditional techniques in difficult-access pediatric patients. Pediatr. Emerg. Care 2009, 25, 154–159.
[CrossRef] [PubMed]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1111/j.1553-2712.2011.01155.x
https://doi.org/10.1016/j.nedt.2021.105179
https://www.ncbi.nlm.nih.gov/pubmed/34758408
https://doi.org/10.1111/pan.13777
https://www.ncbi.nlm.nih.gov/pubmed/31785039
https://doi.org/10.1111/pan.13370
https://www.ncbi.nlm.nih.gov/pubmed/29700894
https://doi.org/10.1097/PEC.0b013e31819a8946
https://www.ncbi.nlm.nih.gov/pubmed/19262420

	Introduction 
	Materials and Methods 
	Results 
	Discussion 
	References

