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Low-lying Umbilical Venous Catheters are not Always
Associated with Increased Complications
Sunil Joghee1, Majeeda Kamaluddeen2, Amuchou Soraisham3

A b s t r ac t
Introduction: Umbilical venous catheters (UVCs) are frequently used for clinical care in neonatal intensive care units (NICUs). Umbilical venous
catheters cannot always be positioned perfectly in the inferior vena cava, and low catheters have to be used until a more stable peripherally
inserted central catheter can be placed after ruling-out early onset sepsis. There are concerns that low UVCs may be associated with complications
such as infection, extravasation, and thrombosis.
Objectives: To determine whether UVC complications were associated with (1) low positioning of the catheter tip and (2) the postnatal age
at insertion.
Methods: We examined a retrospective cohort of infants with UVCs in a tertiary NICU. Neonates with major congenital anomalies, hydrops
fetalis, prenatally diagnosed cardiac arrhythmias, pericardial effusion, or ascites were excluded. The position of UVCs is considered as optimum
if its tip is seen on radiographs at the level between 8th and 10th thoracic vertebrae (T8–T10), to be low if below T10, and high if above T8. The
primary outcome was UVC-related complications resulting in early removal of catheter. We compared the rates of UVC-related complications
resulting in removal of UVCs with tips in normal (T8–T10) vs low-lying (below T10) positions at the time of insertion. We also examined the
impact of postnatal age, before or after 12 hours, and the frequency of the UVC-related complication.
Results: Of the 919 eligible infants, UVC tips were located optimally in 433 (47%) and were low in 415 (45%). The UVC was positioned at an
abnormally high position in 71 (8%) infants. Of the 919 infants, UVC-related complication was seen in 54 (5.9%) infants. Low-lying UVCs were
removed due to complications in 27 of 415 (6.5%) compared with 20 of 433 (4.6%) optimally position catheters [adjusted odds ratio (aOR) = 1.16;
95% confidence interval (CI): (0.62–2.17)]. High-placed UVCs were associated with a higher rate of cardiac complications (aOR = 6.09, 95%
CI [2.03–18.28]) compared with optimally position UVCs. There was also no difference in UVC-related complications between early and late
insertion of UVC (6.3% vs 4.7%, p = 0.34).
Conclusions: The frequency of complications and consequent need for removal did not differ in UVCs with a tip position traditionally perceived
to be optimal or low or by the time of insertion after birth.
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Umbilical venous catheters (UVCs) are commonly inserted for
vascular access in critically ill or extremely preterm infants. About
20% of all infants admitted to neonatal intensive care unit (NICU)
and more than 50% of very low birth weight infants had UVC during
hospital stay.1–3 The ideal position of UVC tip is just outside the heart
at the junction of the right atrium and inferior vena cava (IVC).4
Adverse events may occur both during UVC insertion and
dwell time. Malposition of the UVC directly after insertion has
been reported in 11.5 to 56% of neonates, although the definition
varies widely.5–9 Umbilical venous catheterization is associated with
various complications including bloodstream infections, cardiac
complications such as arrhythmias, pericardial effusion, cardiac
tamponade, hepatic complications (including liver hematoma,
thrombosis, abscess, ascites), and mechanical complications such
as occlusion, breakage, and migration of fragmented catheter.9–18
Malposition and low-lying UVCs have been noted to be more
frequently associated with complications.1–3,14
The standard practice in NICU is to retract the UVC if catheter
tip is below the optimal position and reposition the tip below the
contour of the liver as seen on radiograph. However, there is no
evidence in the literature to support the safety of using a low-lying
UVC other than for neonatal resuscitation. It is common practice in
certain NICU that low-lying UVC was not used for clinical care due to

fear of complications. Attempting UVC insertion after the umbilical
cord has dried is difficult and is associated with low success rate.
Anecdotally, we notice that when UVC was inserted after dried
umbilical cord, there was difficulty in advancing the catheter, and it
tends to be in the low-lying position. Very few studies examined the
association between the position of the UVC tip and the incidence of
UVC-related complications in neonates.2,3 The association between
age at UVC insertion and the incidence of complications has not
been studied in the past. The objective of our study is to compare
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Low-lying Umbilical Venous Catheters
UVC-related complications based on the catheter tip position as
well as timing of catheter insertion.

Methods
Study Design, Setting, and Population
This retrospective cohort study was conducted in a 39-bed tertiary
NICU in Western Canada. We included infants admitted to the NICU
between January 2016 and December 2018, in whom the position of
the UVC placed during hospital stay was adjusted and confirmed by
radiograph. Infants with major congenital malformations, hydrops
fetalis, prenatally diagnosed arrhythmias, pericardial effusion,
ascites, and those who did not have radiographic confirmation after
reposition of the catheter were excluded. The institutional research
ethics board approved the study.
In our unit, UVC is inserted by trained staff and position of the
catheter tip is confirmed by thoracoabdominal radiograph (TAR).
In addition, bedside ultrasound is done to confirm the position of
UVC tip in some patients depending on the availability of trained
personnel to perform bedside ultrasound. The final position of the
UVC tip in relation to the vertebral body, cardiac silhouette, and
diaphragmatic level on TAR is documented. The decision to use
low-lying UVC is at the discretion of the medical team based on
the infant’s condition and number of attempts at intravenous line
insertion. Peripherally inserted central catheter is inserted if the
infant needs longer duration of intravenous access.
We reviewed electronic medical records and charts of eligible
infants. We collected infant demographics (including gestational
age, birth weight, and sex), age at UVC insertion, position of
UVC tip on TAR, the duration of catheter, and UVC-related
complications resulting in nonelective catheter removal. Two
authors independently reviewed all radiographs including the final
radiograph to assess the position of catheter tip after adjustment.
Based on the radiographic finding, we defined optimal position if
the UVC tip was between the upper border of the eighth thoracic
vertebral body (T8) and lower border of T10 on the anteroposterior
TAR. When the catheter tip was below the lower border of T10, it
was classified as a low-lying UVC, and those with catheter tip above
the upper border of T8 was classified as high UVC.

potential confounding factors that may have an independent effect
on UVC-related complications. Confounding variables adjusted for
in the multivariate analyses include gestational age and duration
of catheter. Statistical analyses were performed using Stata 14.0
(StataCorp LLC, College Station, Texas, USA). A p value of <0.05 was
considered statistically significant for all analyses.

R e s u lts
During the study period, 3339 infants were admitted to the NICU,
and UVC was inserted in 979 (29.3%) infants. Sixty infants were
excluded, and remaining 919 infants were included for analysis.
Of the 919 infants, 433 (47.1%) had UVC tip in the optimal position,
415 (45.2%) had low-lying UVC, and 71 (7.7%) had high UVC position
(Flowchart 1). A total of 665 (72%) infants had UVC inserted within
12 hours. Majority (522) infants had UVC within 2 hours of admission
to NICU. The mean gestational age and birth weight of the study
cohort was 31 ± 5 weeks and 1737 ± 1014 g, respectively. The
baseline characteristics were comparable between the groups
(Table 1).
Overall, 54 (5.9%) infants developed UVC-related complications
resulting in early catheter removal. There were no significant
differences in the overall complication rates resulting in catheter
removal between the three groups (Table 2). However, cardiac
complications were significantly higher in high-position group
compared with optimal position group (7% vs 0.23%, p = 0.001).
Of the five infants with cardiac complications in high-position
Flowchart 1: Flow diagram of study population

Outcomes
The primary outcome of this study was UVC-related complications
resulting in catheter removal. We defined UVC-related complications
as any new onset complication associated with UVC such as
(1) cardiac-arrhythmias, pericardial effusion, tamponade, and
intracardiac thrombus; (2) hepatic complications such as liver
hematoma, thrombosis of portal vein, ascites, and liver abscess; (3)
catheter-related bloodstream infection(CR-BSI) defined as a primary
bloodstream infection in a patient showing signs of infection 2 days
after of UVC placement or within 48 hours of catheter removal,
without another identifiable infection source;19 and (d) mechanical
complications including occlusion, catheter leakage, or breakage
resulting in removal of catheter.

Statistical Analysis
Descriptive statistics were performed to compare infants who had
catheter tip in optimal position, low and high position at the time
of insertion. Pearson Chi-square or Fisher’s exact test for categorical
variables and student’s t-test or analysis of variance (ANOVA) F-test
for continuous variables was used for the analyses. Multivariable
logistic regression analyses were performed to adjust for other
2
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Table 1: Comparison of characteristics between three UVC positions
Characteristics
Gestational age,
mean (SD), wk
Birth weight, mean
(SD), g
Male, n (%)
Duration of catheter
days; mean (SD)
Duration of UVC
days; median (IQR)
Total UVC days

Optimal position
Low-lying
High position
(n = 433)
UVC (n = 415)
(n = 71)
31.09 (5.1)
31.03 (4.8)
30.6 (5.6)
1746 (1071)

1732 (989)

1713 (1227)

252 (58.2)
5.35 ± 2.37

237 (57.1)
4.31 ± 2.171

33 (46.4)
5.21 ± 2.27

5 (4,7)

4 (3,6)1

5 (3,7)

2,313

1,780

370

IQR, interquartile range; SD, standard deviation; UVC, umbilical venous
catheter; 1p <0.05, optimal position vs low-lying; 2p <0.05, optimal vs high
position
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group, three infants had supraventricular tachycardia (SVT), one
had pericardial effusion, and one infant had right atrial thrombus.
Cardiac arrhythmias recovered after pulling the catheter to low
position. Only one infant had thrombus extending from the IVC
into the right atrium in optimal position.
UVC-associated hepatic complications were not different
between the optimal position and low-lying UVC. In optimum
position group, three infants had hepatic hematoma and one had
portal vein thrombosis. In the low-lying UVC group, two infants
had liver hematoma, two had cystic fluid collections (attributed
to total parenteral nutrition) in the liver, and one had portal vein
thrombosis and ascites.
The CR-BSI was not significantly different between the three
groups (Table 2). The CR-BSI rate was 4.3/1000 catheter days in
the optimal UVC position group, 5.02/1000 catheter days in the
low-lying position and 5.4/1000 catheter days in the high-position
group. The difference was not statistically significant. The common
organisms isolated from the blood include Coagulase Negative
Staphylococcus (CoNS) in 14 infants, followed by Escherichia coli
in five infants, Enterococcus fecalis and Pseudomonas spp. in one
infant each.
Mechanical complications were more frequent in the low-lying
UVC as compared with optimal position group, but the difference
was not statistically significant (Table 2). Of the 13 mechanical
complications in low-lying UVC position, seven had leakage from
catheter site, four had catheter dislodgement, one infant had scrotal
and abdominal wall edema, and one infant had red streaking over
the abdomen resulting in catheter removal. In optimal position
group, catheter was dislodged in four infants, and one had leakage
from catheter site resulting in catheter removal.
Table 3 shows the multivariate logistic regression analysis
adjusting for gestational age and duration of catheter. Low-lying
UVC were not associated with increased risk of catheter-related

complication resulting in early removal as compared with optimal
position [adjusted odds ratio (aOR) = 1.16; 95% confidence interval
(CI): (0.62–2.17)]. High-placed UVCs were associated with a higher
rate of cardiac complications (aOR = 6.09, 95% CI [2.03–18.28])
compared with optimally position UVCs.

Timing of UVC Insertion
Among 919 neonates, 665 (72.4%) had early UVC insertion (<12
hours), and 254 (27.6%) had late insertion (≥12 hours) of UVC. The
success rate of achieving optimal UVC position was significantly
higher in the early insertion group compared with the late insertion
group (52% vs 34.2%, p <0.001) (Table 4). However, there was no
difference in UVC-related complications between early and late
insertion of UVC (6.3 % vs 4.7%, p = 0.34).

Discussion
Umbilical venous catheter insertion is a very common and essential
procedure in the NICU. The length of insertion of the UVC is usually
determined either by Dunn shoulder–umbilicus length method or
Shukla–Ferrara formula based on birth weight.20,21 These formulae
have not been validated in extremely preterm and very low birth
weight neonates. Studies have shown that Dunn nomogram and
Shukla formula were accurate in only 38 to 45% and 20 to 53% of
subjects, respectively.22–24 Few studies have evaluated the UVCassociated complications in relation to catheter tip position. In this
study, we examine the catheter-related complications based on
the catheter tip position and timing of insertion. The overall UVCrelated complication rate in our cohort was 5.9%. The UVC-related
complications were lowest in optimal position (4.6%), followed by
low-lying UVC (6.5%) and highest in the high UVC position (9.8%).
Low-lying UVC was not associated with increased risk of catheterrelated complication resulting in early removal as compared with

Table 2: Comparison of UVC-related complications based on catheter tip position
Complications
Any complication resulting in
early catheter removal, n (%)
Catheter-related bloodstream
infection, n (%)
Cardiac complications, n (%)
Hepatic complications, n (%)
Mechanical complications, n (%)

Optimal position (N = 433)
20 (4.6)

Low-lying UVC (N = 415)
27 (6.5)

High position (N = 71)
7 (9.8)

p value
0.16

10 (2.3)

9 (2.1)

2 (2.8)

0.83

  1 (0.23)
  4 (0.92)
5 (1.1)

0
5 (1.2)
13 (3.1)

5 (7.0)
0
0

0.001
0.89
0.07

UVC, umbilical venous catheter

Table 3: Adjusted outcomes
Any complication resulting
in early removal of UVC
Cardiac complication
Catheter-related bloodstream infection
Hepatic complications
Mechanical complications

Reference
Optimal position

High position (aOR, 95% CI)
1.45 (0.91–2.29)

Low-lying UVC (aOR, 95% CI)
1.16 (0.62–2.17)

Optimal position
Optimal position

6.09 (2.03–18.28)
0.98 (0.44–2.16)

–
1.14 (0.44–2.92)

Optimal position
Optimal position

–
–

1.36 (0.34–5.38)
1.19 (0.38–3.70)

Adjusted for gestational age and duration of catheter. aOR, adjusted odds ratio; CI, confidence interval; UVC, umbilical venous catheter
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Table 4: Timing of UVC insertion, position of catheter tip and
complications
Timing of UVC insertion
Characteristics
Catheter position
Optimal position, n (%)
Low position, n (%)
High position, n (%)
Any complication resulting in
early removal of UVC, n (%)
Catheter related bloodstream
infection, n (%)
Cardiac complications, n (%)
Hepatic complications, n (%)
Mechanical
complications, n (%)

Insertion <12 hr,
N = 665
346 (52)
264 (39.7)
55 (8.3)
42 (6.3)

≥12 hr,
n = 254

p value

87 (34.2) <0.001
151 (59.4)
16 (6.3)
12 (4.7)
0.34

17 (2.56)

  4 (1.57)

0.46

4 (0.6)
  9 (1.35)
13 (1.95)

  2 (0.79)
  1 (0.39)
  5 (1.97)

0.67
0.30
0.98

UVC, umbilical venous catheter

optimal position. High-placed UVCs were associated with a sixfold
higher risk of cardiac complications compared with optimally
position UVCs. We did not observed any significant difference in
complication rate based on the timing of UVC insertion; however,
success rate of positioning in optimum position was lower in late
insertion.
In contrast to our finding, Mutlu et al. noticed UVC-related
complications in 20.3% of infants in their retrospective study.1
However, complications other than malposition were noted in
only 1.2% of infants with UVCs.1 In a retrospective study of 2011
infants, El Ters et al. reported that the rate of clinically significant
complications for central UVCs was 0.5 per 1,000 catheter days,
whereas for low-lying UVCs, the rate of complications was 1.5 per
1,000 catheter days. Although the complication rate was higher in
low-lying UVC compared with those with central UVC, the difference
was not statistically significant (OR = 2.1, 95% CI: [0.5–8.6]). Levit
et al. reported that 13.3% of UVC-related complications among 2017
infants. However, complications other than malposition were noted
in 1.8% of infants with UVCs.8
Thoracoabdominal radiograph is the most commonly used
method for identification of UVC tip position. The optimal position
of UVC tip (at the junction of right atrium and IVC) outside the heart
as determined by ultrasound or echocardiography was observed
in only about 15 to 57% of subjects who were labeled UVC tip at
optimal position on radiograph.5,6,24,25
Comparison of UVC-related complication between the
published studies is difficult due to differences in the classification
of UVC position based on radiograph. For example, Mutlu et al.
defined ideal UVC position as catheter tip between T9 and
T10 vertebral levels on radiograph.1 El Ters et al. defined that
“central UVC position” if the catheter tip at or above the right
hemidiaphragm based on radiograph and “low-lying” if the catheter
tip is below the right hemidiaphragm or below the bottom of the T9
vertebral body (overlying the liver or below the liver border on the
radiogram).2 Shahroor et al. defined “proper position” when UVC
tip was between the upper border of T9 and the lower border of
T10 (at the level of diaphragm) and “low position” if the UVC tip is
below T10.3 Levit et al. defined ideal position as 0.5 to 1 cm above
the right hemidiaphragm and reported 88.5% infants had UVC tip
in ideal position.8
4
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We observed higher cardiac complications including
arrhythmias and pericardial effusion in the high UVC group in our
study. This finding is not surprising. El Ters et al. reported that two
infants with central UVC who developed SVT and one infant with
centrally positioned UVC who developed cardiac tamponade.2 The
propose mechanism for central line associated arrhythmia include
intracardiac central line disposition or atrial triggering to develop
a reentrant pathway.9,10 The presence of a catheter deep inside
the heart with direct contact to the endocardium may predispose
the patient to have premature atrial beats that may lead to SVT
in presence of an accessory pathway.9 Also, there is the risk of
migration of the ideally placed catheter inside the heart with time26
and can present with cardiac arrhythmias.10
Hepatic complications were not significantly different between
the optimal- and low-position groups in our cohort. This finding
is similar to El Ters et al. study.2 However, some studies reported
that significantly higher incidence of UVC extravasation with
low-lying UVC. 3,9,27 Catheter malposition, hypertonic parenteral
solutions, dopamine infusion through an inappropriately placed
UVC and using of long duration of UVC have been incriminated
in the development of hepatic injury.28 The incidence of hepatic
complications in optimally placed UVC in our study may be
secondary to injury at the time of insertion or migration of the
UVC tip with time. It may also be secondary to the fact that many
times UVC tip seen to be in ideal position on TAR may actually be
positioned lower as seen in many studies.
The incidence of CR-BSI was 2.3% in our cohort. The reported
rate of CR-BSI varies from 0.4 to 7.1% of neonates with UVC.1,2,8,18
We did not observed significant difference in the CR-BSI between
the three groups. Our finding is similar to El Ters et al. who reported
no significant difference in infection between the central and
low-lying UVC.2 In contrast, Sharoor et al. reported that low-lying
UVC was associated with higher infection rate and extravasation
among preterm infants.3 They reported that the incidence of UVC
associated BSI was higher with increased duration of the indwelling
UVC, regardless of the UVC tip position. Leveillee et al. also reported
a higher incidence of infection rate in low UVC as compared with
high UVC group (17.31/1000 catheter days vs 11.49/1000 catheter
days). 29 The suggested theories for increase infection with
increasing dwell time included catheter hub being the main portal
of entry for infectious organisms, intraluminal colonization, and
growth of microorganisms especially for catheter with prolonged
dwell time. The other explanation for increase in UVC related BSI
in the low-lying UVCs is related to the shorter distance between
the umbilical stump (high potential of colonization) and the tip of
the catheter, or proximity of the umbilicus to the groin and genital
area (high potential of colonization). 3
In our study, the success rate of achieving optimal UVC position
was significantly higher in the early insertion group compared with
the late insertion group. Shahroor et al. reported that about 67%
of UVCs were placed in good position when attempted on first
day of life in preterm infants ≤32 weeks gestation.3 However, the
complication rates were not significantly different between the
early insertion and late insertion groups.3 There are many reasons
for failure to achieve optimal position during UVC insertion. The
umbilical vein has a direct course from the umbilicus to the portal
sinus of the liver from where the portal veins and ductus venosus
arise and the ductus venosus opens into the IVC. 30,31 The anatomy
of the umbilical vein and ductus venosus may predispose to
malposition of the UVC tip in the umbilical vein, the right or left
portal vein, the hepatic parenchyma or the splenic vein. The timing
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of closure of ductus venosus vary from Day 2 to Day 18 after birth,
and most studies report it is closed by Day 10 of life.32,33 The early
closure of ductus venosus may predispose to malposition of UVC
in the portal venous system when attempted late.
The strengths of our study include large sample size of very low
birth weight infant who are born in tertiary care center, providing
homogeneity in standard UVC placement and practice. Our study
is the first study that evaluated timing of UVC insertion, success and
complication rate. The limitations of the study include retrospective
nature of the study. UVC can migrate over time from their initial
position. Being a retrospective study, we assigned the groups based
on catheter tip position at the initial insertion, and we did not have
the actual position of catheter at the time of catheter removal due to
complications. It is not ethical or clinically practical to perform X-ray
prior to removal of the catheter and expose infants to radiation. Due
to retrospective nature, not all babies had ultrasound assessment
to assess other complications such as thrombosis.

C o n c lu s i o n s
In our study, we did not observed a statistically significant difference
in complications between optimal position, low-lying UVC, and
high position UVC. However, cardiac complications were higher
in the high UVC group. Early insertion resulted in greater success
in the optimal positioning of the UVC without any difference in
complications between the early and late UVC group.

Orcid
Amuchou Soraisham

https://orcid.org/0000-0002-9851-8759

References
1. Mutlu M, Aslan Y, Kul S, et al. Umbilical venous catheter complications
in newborns: a 6-year single-center experience. J Matern Neonatal
Med 2016;29(17):2817–2822. DOI: 10.3109/14767058.2015.1105952.
2. El Ters N, Claassen C, Lancaster T, et al. Central versus low-lying
umbilical venous catheters: a multicenter study of practices and
complications. Am J Perinatol 2019;36(11):1198–204. DOI: 10.1055/s0038-1676482.
3. Shahroor M, Maarouf AM, Yang J, et al. Complications associated
with low position versus good position umbilical venous catheters
in neonates of ≤32 weeks’ gestation. Am J Perinatol 2020;1(212). DOI:
10.1055/s-0040-1715117.
4. MacDonald MG. Atlas of procedures in neonatology. 5th ed.
Philadelphia: Lippincott Williams and Wilkins; 2002. 173–181 p.
5. Harabor A, Soraisham A. Rates of intracardiac umbilical venous
catheter placement in neonates. J Ultrasound Med 2014;33(9):1557–
1562. DOI: 10.7863/ultra.33.9.1557.
6. Karber BCF, Nielsen JC, Balsam D, et al. Optimal radiologic position of
an umbilical venous catheter tip as determined by echocardiography
in very low birth weight newborns. J Neonatal Perinatal Med
2017;10(1):55–61. DOI: 10.3233/NPM-1642.
7. Soares BN, Pissarra S, Rouxinol-Dias AL, et al. Complications of
central lines in neonates admitted to a level III neonatal intensive
care unit. J Matern Neonatal Med [Internet]. 2018;31(20):2770–2776.
DOI: 10.1080/14767058.2017.1355902.
8. Levit OL, Shabanova V, Bizzarro MJ. Umbilical catheter-associated
complications in a level IV neonatal intensive care unit. J Perinatol
2020;40(4):573–580. DOI: 10.1038/s41372-019-0579-3.
9. Verheij G, Smits-Wintjens V, Rozendaal L, et al. Cardiac arrhythmias
associated with umbilical venous catheterisation in neonates. BMJ
Case Rep 2009;1–8. DOI: 10.1136/bcr.04.2009.1778.

10. Sheta A, Al-Awad E, Soraisham A. Supraventricular tachycardia
associated with umbilical venous catheterization in neonates. J Clin
Neonatol 2018;7(3):166–169. DOI: 10.4103/jcn.JCN_127_17.
11. Sehgal A, Cook V, Dunn M. Pericardial effusion associated with
an appropriately placed umbilical venous catheter. J Perinatol
2007;27(5):317–319. DOI:10.1038/sj.jp.7211678.
12. Abdellatif M, Ahmed A, Alsenaidi K. Cardiac tamponade due to
umbilical venous catheter in the new born. BMJ Case Rep 2012;8–10.
DOI:10.1136/bcr-2012-6160.
13. Abiramalatha T, Kumar M, Shabeer MP, et al. Advantages of being
diligent: lessons learnt from umbilical venous catheterisation in
neonates. BMJ Case Rep 2016;2016:1–6.
14. Grizelj R, Vukovic J, Bojanic K, et al. Severe liver injury while using
umbilical venous catheter: case series and literature review. Am J
Perinatol 2014;31(11):965–974. DOI:10.1055/s-0034-1370346.
15. Unal S, Arifoglu İ, Çelik İH, et al. Pleural and pericardiac effusion
as a complication of properly placed umbilical venous catheter. J
Neonatal Surg 2017;6(2):34. DOI:10.21699/jns.v6i2.508.
16. Abiramalatha T, Kumar M, Shabeer MP anangand. Pleural effusion
caused by a malpositioned umbilical venous catheter in a neonate.
BMJ Case Rep 2015;2015:1–4. DOI:10.1136/bcr-2015-212705.
17. Hocevar SN, Edwards JR, Horan TC, et al. Device-associated
infections among neonatal intensive care unit patients: incidence
and associated pathogens reported to the National Healthcare
Safety Network, 2006–2008. Infect Control Hosp Epidemiol
2012;33(12):1200–1206. DOI:10.1086/668425.
18. Shalabi M, Adel M, Yoon E, et al. Risk of infection using peripherally
inserted central and umbilical catheters in preterm neonates. Pediatrics
2015;136(6):1073–1039. DOI:10.1542/peds.2015-2710.
19. Horan TC, Andrus M, Dudeck MA. CDC/NHSN surveillance definition
of health care-associated infection and criteria for specific
types of infections in the acute care setting. Am J Infect Control
2008;36(5):309–332. DOI:10.1016/j.ajic.2008.03.002.
20. Dunn PM. Localization of the umbilical catheter by post-mortem
measurement. Arch Dis Child 1966;41(215):69–75. DOI:10.1136/
adc.41.215.69.
21. Shukla H, Ferrara A. Rapid estimation of insertional length of
umbilical catheters in newborns. Am J Dis Child 1986;140(8):786–788.
DOI:10.1001/archpedi.1986.02140220068034.
22. Lean WL, Dawson JA, Davis PG, et al. Accuracy of five formulae to
determine the insertion length of umbilical venous catheters. Arch
Dis Child Fetal Neonatal Ed 2019;104(2):F165–F169. DOI:10.1136/
archdischild-2017-314280.
23. Mutlu M, Küçükalioğlu Parıltan B, Aslan Y,et al. Comparison
of methods and formulas used in umbilical venous catheter
placement. Turk Pediatr Ars 2017;52(1):35–42. DOI:10.5152/
TurkPediatriArs.2017.4912.
24. Akar S, Dincer E, Topcuoğlu S, et al. Determination of accurate position
of umbilical venous catheters in premature infants. Am J Perinatol
2020;1(212). DOI: 10.1055/s-0040-1716405.
25. Kishigami M, Shimokaze T, Enomoto M, et al. Ultrasound-guided
umbilical venous catheter insertion with alignment of the umbilical
vein and ductus venosus. J Ultrasound Med 2020;39(2):379–383. DOI:
10.1002/jum.15106.
26. Franta J, Harabor A, Soraisham AS. Ultrasound assessment of umbilical
venous catheter migration in preterm infants: A prospective study.
Arch Dis Child Fetal Neonatal Ed 2017;102(3):F251–F255. DOI: 10.1136/
archdischild-2016-311202.
27. Chen HJ, Chao HC, Chiang MC, et al. Hepatic extravasation
complicated by umbilical venous catheterization in neonates: a
5-year, single-center experience. Pediatr Neonatol 2020;61(1):16–24.
DOI: 10.1016/j.pedneo.2019.05.004.
28. Moens E, Dooy JD, Jansens H, et al. Hepatic abscesses associated
with umbilical catheterization in two neonates. Eur J Pediatr
2003;162(6):406–409. DOI: 10.1007/s00431-003-1178-y.
29. Leveillee A, Lapointe A, Lachance C, et al. Assessing effect of
catheter type and position on central line-associated bloodstream

Newborn, Volume 1 Issue 1 (January–March 2022)

5

Low-lying Umbilical Venous Catheters
infections in the NICU. Paediatr Child Health 2018;23(suppl_1):e59–
e59. DOI: 10.1093/pch/pxy054.149.
30. Meyer WW, Lind J. The ductus venosus and the mechanism of
its closure. Arch Dis Child 1966;41(220):597–605. DOI:10.1136/
adc.41.220.597.
31. Martin BF, Tudor RG. The umbilical and paraumbilical veins of man.
J Anat [Internet] 1980;130(Pt 2):305–22.

6

Newborn, Volume 1 Issue 1 (January–March 2022)

32. Fugelseth D, Lindemann R, Liestøl K, et al. Ultrasonographic study of
ductus venosus in healthy neonates. Arch Dis Child Fetal Neonatal
Ed 1997;77(2):131–134. DOI: 10.1136/fn.77.2.F131.
33. Kondo M, Itoh S, Kunikata T, et al. Time of closure of ductus venosus
in term and preterm neonates. Arch Dis Child 2001;85(1):57–59.
DOI:10.1136/fn.85.1.F57.

