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Objectives: Approximately 10% of newborn infants require resuscitation at birth.
Accurate heart rate (HR) assessment guides resuscitation interventions, thereby
reducing morbidities and mortality. While existing HR assessment methods have several
limitations, the Doppler ultrasound (Doppler-US) might be a promising alternative. We
aimed to evaluate accuracy and optimal use of Doppler-US for HR assessments during
neonatal asphyxia in a pre-clinical model.

Design: HR assessments were performed in 16 term newborn piglets that were
anesthetized, intubated, and instrumented. Study | evaluated optimal transducer
position, Study Il compared aortic (AV) and pulmonary (PV) examination modes, and
Study Il examined accuracy during asphyxia, for HR assessment.

Setting: Experimental setting.

Subjects: Asphyxia-induced piglets.

Interventions: Study I: Doppler-US (USCOM® 1A) HR was assessed on upper (A),
middle (B), and lower (C) third of the sternum; study Il: Doppler-US HR was assessed
using AV and PV examination modes; study lll: HR was assessed during asphyxia.

Comparisons were made between Doppler-US and the clinical gold standard for HR
assessments, electrocardiography (ECG).

Measurements and Main Results: Study I: Mean (SD) Doppler-US HR at position
A, B, and C showed no difference when compared to ECG HR. Study Il: The mean
(SD) Doppler-US HR using AV and PV modes also showed no difference when
compared to ECG HR. Study Ill: Bland-Altman analysis revealed a mean difference
(95% limits of agreement) between Doppler-US and ECG HR of 1.5 (—16 to 19) bpm.
Additionally, motion artifacts produced false peaks and peak size was seen to decrease
as bradycardia progressed.

Conclusions: HR assessment using Doppler-US during asphyxia is accurate but
has limitations and must be further evaluated prior to clinical use. Doppler-US can be
positioned along the sternum and use either AV or PV mode for accurate assessments
in a piglet model of neonatal asphyxia.
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INTRODUCTION

Asphyxia at birth is the most common reason that newborn
infants fail to make a successful fetal-to-neonatal transition,
as it can depress myocardial function and induce bradycardia,
leading to asystole (cardiac arrest) (1). Heart rate (HR) is
therefore the most important parameter to assess a newborn
infants clinical status at birth. Assessment of HR is used
to determine the timing, type and efficacy of respiratory
support and neonatal resuscitation interventions (2, 3). During
asphyxia, assessment of HR must be accurate to avoid either
overestimation or underestimation, which could either lead
to delayed or inappropriate interventions (4, 5). Auscultation,
umbilical cord palpation, electrocardiography (ECG), and pulse
oximetry (PO) are recommended by the current neonatal
resuscitations guidelines for HR assessment at birth (6, 7).
However, studies have reported that HR is underestimated by an
average of 14 beats per minutes (bpm) during auscultation and
21 bpm during umbilical cord palpation when compared to HR
obtained by electrocardiography (ECG) (8, 9). While ECG and
PO can measure HR accurately, both are limited by delays in time
needed to display first HR values among other issues related to
reliability, accuracy, quickness, or ease of use (10, 11).

Doppler ultrasound (Doppler-US) is routinely used for
diagnostic and clinical decision making throughout pregnancy
and during labor. It uses high frequency sound waves to detect
blood flow based on differences in the frequency of emitted and
reflected sound waves (12). It is routinely used to assess fetal
HR, among other fetal cardiac function parameters, throughout
pregnancy and in the delivery room (13, 14). Furthermore,
Doppler-US has previously been described to assess HR in the
Neonatal Intensive Care Unit and the delivery room (14-17).
However, the current evidence for its use for HR assessment
during neonatal resuscitation remains scarce. The objectives of
this study were to (i) evaluate the accuracy of Doppler-US using
different examination modes and transducer positioning and (ii)
evaluate its accuracy during progressive bradycardia, using a
porcine model of neonatal asphyxia.

METHODS

Sixteen term newborn mixed breed piglets (1-3 days of
age, weighing 2.0 £ 0.4kg) were obtained on the day
of experimentation from the University Swine Research
Technology Centre. All experiments were conducted in
accordance with the guidelines and approval of the Animal Care
and Use Committee (Health Sciences), University of Alberta
(AUP00002151), presented according to the ARRIVE guidelines
(18), and registered at preclincialtrials.eu (PCTE0000161).
Animal preparation and maintenance during the experiments is
presented as an online supplement.

Abbreviations: HR, heart rate; Doppler-US, Doppler ultrasound; bpm, beats per
minutes; ECG, electrocardiography; PO, pulse oximetry; SpO,, oxygen saturation;
AV, aortic valve mode; PV, pulmonary valve mode; SD, standard deviation; ICC,
intraclass correlation coefficient.

Heart Rate Measurements

ECG

A 3-lead ECG (Hewlett Packard 78833B monitor, Hewlett
Packard, Palo Alto, California, USA) using adhesive leads were
placed on the skin at the right forelimb, left forelimb, and left hind
limb. ECG was used as gold standard surrogates to compare HR.

Ultrasound Cardiac Output Monitor (USCOM)
Doppler Ultrasound

The USCOM 1A (Uscom Ltd, Sydney, Australia) utilizes
ultrasound waves generated by alternate current in a transducer
containing piezoelectric crystals, which creates acoustic energy
with a specific frequency in response to vibrations. These waves
are then converted into an electronic signal, which is displayed on
the monitor along with an audible signal. The USCOM 1A device
can detect HR non-invasively by integrating the velocity-time
profile of the cardiac ejection flow using either a pulmonary (PV)
or aortic (AV) valve examination mode (19-21). It automatically
measures flow profile data using the FlowTracer feature, which is
used to determine the real-time HR. During the experiment, the
Doppler-US audio was disabled to blind the operator from the
audible signal.

Study Protocol

The studies performed consisted of three objectives: (i)
assessment of optimal transducer position, (ii) comparison of AV
vs. PV examination mode, and (iii) evaluation of the accuracy of
HR assessment during asphyxia.

Study I This study was designed to assess optimal transducer
position. The sternal area on the chest was divided into three
sections: (A) upper (~13-15cm from the snout), (B) middle
(~15-18 cm from the snout), and (C) lower (~18-20cm from
the snout) (Figure 1a). All Doppler-US HR assessments were
performed for durations of 10s per assessment during the
stabilization period. A total of 10 participants having no prior
experience or formal training with the Doppler-US performed
six assessments each (two assessments per transducer position);
the sequence of assessments for each participant was randomly
determined (e.g., A-C-B-C-B-A).

Study II: This study was designed to compare the accuracy
of the AV vs. PV examination modes. For this study, only the
middle sternum position (position B of study I) was utilized.
This position corresponds with the junction of the ascending
aorta and aortic arch and the branching of the main pulmonary
artery in piglets (22), allowing AV and PV mode assessments.
A single operator (GMS) performed 10 assessments with each
examination mode (10x AV and 10x PV) in all piglets. All
Doppler-US HR assessments were performed for durations of
10s per assessment during the stabilization period. Multiple
assessors were not used in this study due to lack of time during
the 1h of stabilization.

Study III: This study was designed to evaluate HR assessment
accuracy during asphyxia. After 1h of stabilization, piglets were
subjected to 30 min of hypoxia by decreasing the fraction of
inspired oxygen to 10% and decreasing ventilation rate by 10
breaths/min every 10 min. This was followed by asphyxia until
asystole, which was achieved by disconnecting the ventilator
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representative of signals obtained during stabilization.

FIGURE 1 | (a) Experimental scheme for the assessment of the optimal transducer position to acquire reliable heart rate (HR) data from piglets. The suprasternal
notch is not available because of endotracheal intubation. Positions A, B, and C are located at increasing distances from the snout of the animal along the sternal area
at 5-6, 6-7, and 7-8 inches (~13-15, ~156-18, and ~18-20 cm, respectively), respectively. For each piglet, a minimum of two HR recordings from each position were
carried out by observers blinded from the USCOM monitor during signal acquisition. (b) Representative HR outcomes from position A, B, and C, showing no
difference in HR detection, but more distinguished and clearer detection of the HR peak signal in position B. The images selected were judged to be best

and clamping the endotracheal tube. Asystole was defined as no
audible heart rate during auscultation for at least 6s and zero
carotid blood flow. All HR assessments were performed during
the asphyxia time leading to asystole (i.e., between disconnection
of the ventilator and clamping of the endotracheal tube until
confirmation of asystole). The Doppler-US was operated by a
single operator (GMS), who was blinded to ECG HR display, and
HR was continuously recorded and assessed every 30s. Markers
were placed within the LabChart program (ADInstruments,
Dunedin, New Zealand) to indicate HR assessment times. Post-
experiment, the marker was then compared to waveforms from
the ECG to determine HR at the time of assessment using
Doppler-US. HR as determined by ECG was defined as the
gold standard (23). Following confirmation of asystole, HR
assessments were ceased and interventions were performed
according to the study protocol (24). Multiple operators were
not used in this study as piglets were undergoing asphyxia and
changing operators was unfeasible.

Statistical Analysis
All Doppler-US operators were blinded from the ECG HR and
the Doppler-US HR. All statistical analyses were performed by
a statistician blinded to the intervention (MY). Data was tested
for normality and the level of agreement between the measured
Doppler-US HR and the gold standard ECG HR were assessed
with Bland-Altman plots (25-27).

Study I: All Doppler-US HR values were obtained by 10
different personnel were recorded and compared to ECG. A one-
way ANOVA was conducted to compare transducer positioning.

TABLE 1 | Baseline parameters.

n 16
Sex

Female 6

Male 10
Weight (kg) 2.08 (1.7-2.4)
Age (days) 1.6 (1-3)
SpO2 (%) 97.8 (91-99)
Heart rate (opm) 171 (143-226)
MAP (mm Hg) 60 (50-79)
CVP (mm Hg) 4 (1-7)
pH 7.51(7.4-7.6)
PaCO; (torr) 34.7 (27.8-42.9)
PaO; (torr) 101.8 (69-144)
BEcf (mmol/L) 4.4 (-3t010)
HCO3 (mmol/L) 30.3 (21.2-33.02)

Continuous data are presented as mean (range).

A Bland-Altman plot was also performed for each position to
compare ECG and Doppler-US HR values. Moreover, a two-way
mixed absolute agreement intraclass correlation coefficient (ICC)
was computed as a measure of inter-rater reliability for each
position. To adjust for repeated measures taken consequently
from the same subject, linear mixed models with random
effects were fitted with HR at each position as an outcome
and technique (Doppler or ECG) as fixed independent variable.
Effect of a subject, time of the measurement, and technique
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(Doppler or ECG) were also included as random effects in
the model. ICC between measurements taken by Doppler and
ECG was computed using the formula p = (variability between
techniques)/(total variability) (28). Study II: A one-way ANOVA
was conducted to determine differences between AV and PV
examination modes for Doppler-US HR assessments, compared
to ECG HR. Study III: All Doppler-US HR values were recorded
by a single assessor. A Bland-Altman plot and one-way ANOVA
was conducted to determine to compare ECG and Doppler-US
HR values. All p-values were two-sided. All statistical analyses
were performed using SAS Ver.9.4 (SAS Institute Inc., Cary, NC).

RESULTS

Baseline parameters before asphyxia are presented in Table 1.
The assessments for optimal positioning of Doppler-US
transducer and optimal examination mode for HR assessment
were performed in 14 piglets, and Doppler-US HR assessment

during asphyxia were done in 16 piglets. On average, time
required for assessments ranged from 5 to 20 s for all operators.

Study I: A total of 134 assessments were performed with each
Doppler-US transducer position during stabilization period after
surgical instrumentation. The mean (SD) HR for the Doppler-US
at position A, B, and C was 200 (35), 203 (33), and 203 (34) bpm,
respectively, compared to ECG HR at position A, B, and C, which
was 202 (34), 203 (35), and 203 (34) bpm, respectively (Figure 1).
The Bland-Altman plots are visualized in Figures 2A-D. Bland-
Altman analysis revealed a mean difference (95% limits of
agreement) of —2.53 (—25 to +20), +0.09 (—26 to +26), and
0.52 (—18 to +19) bpm between Doppler-US HR at position A, B,
and C, respectively, when compared to ECG HR (Figures 2A-C).
When compared to ECG HR, Doppler-US HR was determined to
have adjusted ICC values of 0.946, 0.930, and 0.959 for position
A, B, and C, respectively.

Study II: A total of 145 assessments were performed with
each Doppler-US examination mode during stabilization. The
mean (SD) HR for Doppler-US using AV and PV setting was 210
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(24) and 211 (20) bpm with ECG HR of 206 (20) and 209 (20)
bpm, respectively (AV vs. ECG p = 0.29; PV vs. ECG p = 0.70)
(Figure 3).

Study III: The mean (range) time for asphyxia was 369 (72—
600) s and a total of 109 assessments, with a median (range) of 8
(2-20) assessments per animal, were made using Doppler-US and
ECG. During asphyxia, the mean (SD) HR using Doppler-US was
69 (27) bpm, compared to ECG HR of 70 (28) bpm. The adjusted
Bland-Altman analysis revealed a mean difference (95% limits of
agreement) of 1.5 (—16 to +19) bpm between Doppler-US and
ECG HR (Figure 2D).

In addition, the visualized signals from continuous HR
assessment using the Doppler-US were observed to be interfered
by mechanical ventilation artifacts (Figure4a). This was
demonstrated by the false positive peaks observed in the
euthanized pig (Figure 4b). During asphyxia, peak signal size
decreased as bradycardia progressed (Figures 4c-e).

DISCUSSION

To our knowledge, this is the first study to validate optimal
Doppler-US transducer position and examination mode using
a porcine model of neonatal asphyxia. Overall, assessing HR
from any position along the sternum ~13-20 cm from the snout
showed similar accuracy between positions and operator, when
compared to ECG HR. Similarly, HR assessment using either AV
or PV examination mode also provided similar accuracy when
compared to ECG. In summary, Doppler-US for HR assessment
during asphyxia is accurate but has limitations, which must be
addressed prior to clinical implementation.

There are two positions on the precordium for HR assessment
with the Doppler-US in newborn infants: the suprasternal notch
(detects blood flow from the aortic valve = AV examination
mode), and the left parasternal window (detects blood flow
from the pulmonary valve = PV examination mode) (19-21).
He et al. previously evaluated AV and PV examination modes
in 90 healthy term infants on day one and reported similar
accuracy of HR with a mean HR of 125 and 126 bpm, respectively
(21). However, HR assessment using the suprasternal notch
might be challenging in newborn infants as the position of
the Doppler-probe would result in head extension (29), as the
Doppler-US probe must be pointed toward the aortic valve. This
approach could result in interference during mask ventilation.
Our piglet model uses tracheotomy for intubation, which did
not allow HR assessment from the suprasternal notch, which is
a limitation of the current study. However, our results indicate
that HR assessments within the second intercostal space, which
corresponds to the junction of the ascending aorta and aortic arch
can be used to assess HR with either the PV or and AV mode.
This finding has been confirmed by Dyson et al., who reported
the best signal for Doppler-US is the second intercostal space over
the sternum (16).

Studies examining Doppler-US for HR assessment suggest
it is feasible, reliable, accurate, and fast in obtaining HR (14-
17), however no previous study has evaluated Doppler-US
in asphyxiated infants requiring resuscitation. Although, we

AV

PV

-1.2
Yimfs

FIGURE 3 | Study II: Representative HR outcomes from aortic valve (AV) and
pulmonary valve (PV) examination mode, showing no difference in HR
detection, but more distinguished and clearer detection of the HR peak signal
in PV mode. The images selected were judged to be best representative of
signals obtained during stabilization. ECG, electrocardiography; DUS, Doppler
ultrasound; AV, aortic valve examination mode; PV, pulmonary valve
examination mode.

observed similar HR with Doppler-US, ECG, or CBF, there was
a greater agreement range observed for HR measurements. The
increased variability may partially be due to movement of the
operator’s hand or gasping of the piglet, resulting in loss of signal
or interference of the Doppler-US signal. ICC values suggested a
low degree of inter-rater variability among operators, suggesting
this technique is consistent across different skill levels and clinical
expertise. Moreover, the visualization of the FlowTracer feature
and heart beat signal provides an additional measure to ensure
the reliability of numeric values in a clinical setting. Doppler-US
is also much faster compared to ECG when considering the time
required for initial assessment as most participants obtained a HR
within 5-20's in our study, compared to the 30-60 s and 60-90 s
acquisition for ECG and PO, respectively (30).

A further observation was a Doppler signal during positive
pressure ventilation, which was in synchrony with the
respiratory rate set on the ventilator (Figures4a,b). If the
clinical team provides positive pressure ventilation during
HR assessment using Doppler-US, this interference could
be mistaken for a newborn’s HR. This might delay critical
interventions during resuscitation. Furthermore, with ongoing
asphyxia and decreasing cardiac output, a weaker Doppler-US
signal was observed (Figures 4c-e), which could also lead to
misinterpretation of HR. Doppler-US requires ultrasound gel
between the transducer and the skin, therefore any form of
movement from the infant, operator or environment could
further affect the accuracy of assessed HR. In addition, the
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00
mfs L4

decrease in peak size.

FIGURE 4 | (a) Influence of mechanical ventilation on heart rate (HR) signal detection by USCOM. Two distinct higher peaks caused by piglet's emphasized chest
movement due to ventilation are observable in the monitor image. The automatic flowtrace function of USCOM calculates the average HR in real-time, but ventilation
“peaks” can impair this measurement. In the displayed image, the calculated mean HR is 174 bpm, but after manual removal of the two ventilation-produced signals,
this mean HR increases to 182 bpm. (b) False positive signals caused by mechanical ventilation and subsequent chest movement in a euthanized piglet. (c-e) Heart
rate (HR) over the progression of bradycardia during asphyxia with HR at (c) 63 bpm, (d) 42 bpm, and (e) 23 bpm. As shown, the signal appears to lose clarity and

00
O s

ultrasound gel might interfere with chest compression as the
chest might become slippery.

Our use of a piglet asphyxia model is a great strength of this
translational study, as this model closely simulates the onset of
severe asphyxia leading to bradycardia observed during birth
asphyxia in the delivery room (31, 32). However, our asphyxia
model uses piglets that were sedated/anesthetized (thus with
reduced body movements) and limitations such as ventilation
artifacts and peak signal detection should be considered before
implementing these methods in the delivery room. In addition,
assessments during asphyxia were performed by a single operator
to reduce bias caused by variations between operators; however,
this may limit the generalizability of this study. The use
of Doppler-US in the delivery room in asphyxiated infants
must also consider the need for a dedicated, skilled personnel
for assessments.

CONCLUSION

Assessment of heart rate using Doppler ultrasound is accurate
during asphyxia. The Doppler ultrasound transducer can provide
an accurate heart rate when positioned along the sternum and
using either pulmonary or aortic valve examination modes.
However, the use of Doppler ultrasound in the delivery room
may have limitations including false signals resulting from
motion artifacts and ventilation, loss of peak size during severe
bradycardia, and greater demand for personnel. Clinical trials are
warranted to evaluate the utility of Doppler ultrasound during
neonatal asphyxia and resuscitation.

DATA AVAILABILITY STATEMENT

All datasets generated for this study are included in the
article/supplementary material.

ETHICS STATEMENT

All experiments were conducted in accordance with the
guidelines and approval of the Animal Care and Use Committee
(Health Sciences), University of Alberta (AUP00002151),
presented according to the ARRIVE guidelines, and registered at
preclincialtrials.eu (PCTE0000161).

AUTHOR CONTRIBUTIONS

GS, P-YC, and MO’R: conception. GS, NM, T-FL, MO'R, P-YC,
and PJ: data acquisition. GS, NM, T-FL, MO’R, P-YC, PJ, and MY:
data analysis, interpreting of results, drafting of the manuscript,
critical revision of the manuscript, and final approval of
the manuscript.

FUNDING

This study was supported by a Grant from the
SickKids Foundation in partnership with the Canadian
Institutes of  Health  Research  [CIHR—Institute of
Human  Development, Child and  Youth  Health
(IHDCYH)], New Investigator Research Grant Program
(Grant No. NI17-033), and a Grant-in-Aid from the
Heart and Stroke Foundation Canada (Grant No.
G-15-0009284).

ACKNOWLEDGMENTS

We would like to thank the public for donating money to our
funding agencies: PJ] was a recipient of the Medical Sciences
Graduate Program Scholarship and Women and Children’s
Health Research Institute Graduate Studentship Award. GS was
a recipient of the Heart and Stroke Foundation/University of

Frontiers in Pediatrics | www.frontiersin.org

January 2020 | Volume 8 | Article 18


https://www.frontiersin.org/journals/pediatrics
https://www.frontiersin.org
https://www.frontiersin.org/journals/pediatrics#articles

Morina et al.

Doppler Ultrasound for Heart Rate Assessment

Alberta Professorship of Neonatal Resuscitation, a National
New Investigator of the Heart and Stroke Foundation Canada
and an Alberta New Investigator of the Heart and Stroke

REFERENCES

10.

11.

12.

13.

14.

15.

16.

17.

. Kapadia V, Wyckoff MH. Chest compressions for bradycardia or asystole in

neonates. Clin Perinatol. (2012) 39:833-42. doi: 10.1016/.clp.2012.09.011

. Wyckoff M, Aziz K, Escobedo M, Kapadia VS, Kattwinkel ], Perlman JM, et al.

Part 13: neonatal resuscitation 2015 American heart association guidelines
update for cardiopulmonary resuscitation and emergency cardiovascular care.
Pediatrics. (2015). 136(Suppl. 2):5196-218. doi: 10.1542/peds.2015-3373G

. Wyllie J, Bruinenberg J, Roehr CC, Riidiger M, Trevisanuto D, Urlesberger

B. European resuscitation council guidelines for resuscitation 2015. Section 7.
Resuscitation and support of transition of babies at birth. Resuscitation. (2015)
95:249-63. doi: 10.1016/j.resuscitation.2015.07.029

. Phillipos E, Solevag AL, Pichler G, Aziz K, van Os S, O'Reilly M, et al.

Heart rate assessment immediately after birth. Neonatology. (2016) 109:130-8.
doi: 10.1159/000441940

. Owen CJ, Wyllie JP. Determination of heart rate in the baby at birth.

Resuscitation. (2004) 60:213-7. doi: 10.1016/j.resuscitation.2003.10.002

. Wyckoff MH, Aziz K, Escobedo MB, Kapadia VS, Kattwinkel ], Perlman

JM, et al. Part 13: neonatal resuscitation. Circulation. (2015) 132(18 Suppl.
2):8543-60. doi: 10.1161/CIR.0000000000000267

. Perlman JM, Wyllie J, Kattwinkel J, Wyckoff MH, Aziz K, Guinsburg R, et al.

Part 7: neonatal resuscitation. Circulation. (2015) 132(16 Suppl. 1):5204-41.
doi: 10.1161/CIR.0000000000000276

. Murphy MC, De Angelis L, McCarthy LK, O’Donnell CPF. Comparison

of infant heart rate assessment by auscultation, ECG and oximetry in
the delivery room. Arch Dis Child Fetal Neonatal Ed. (2018) 103:F490-2.
doi: 10.1136/archdischild-2017-314367

. Kamlin COE, O’donnell CPE, Everest NJ, Davis PG, Morley CJ. Accuracy of

clinical assessment of infant heart rate in the delivery room. Resuscitation.
(2006) 71:319-21. doi: 10.1016/j.resuscitation.2006.04.015

Kamlin COF, Dawson JA, O’Donnell CPE Morley CJ, Donath SM,
Sekhon J, et al. Accuracy of pulse oximetry measurement of heart rate
of newborn infants in the delivery room. J Pediatr. (2008) 152:756-60.
doi: 10.1016/j.jpeds.2008.01.002

Mizumoto H, Tomotaki S, Shibata H, Ueda K, Akashi R, Uchio H,
et al. Electrocardiogram shows reliable heart rates much earlier than
pulse oximetry during neonatal resuscitation. Pediatr Int. (2012) 54:205-7.
doi: 10.1111/j.1442-200X.2011.03506.x

Sites BD, Brull R, Chan VWS, Spence BC, Gallagher J, Beach ML, et al.
Artifacts and pitfall errors associated with ultrasound-guided regional
anesthesia. Part I: understanding the basic principles of ultrasound
physics and machine operations. Reg Anesth Pain Med. (2007) 32:412-8.
doi: 10.1016/j.rapm.2007.05.005

Hutchon DJR. Technological developments in neonatal care at birth. J Nurs
Care. (2013) 3:218. doi: 10.4172/2167-1168.1000218

Shimabukuro R, Takase K, Ohde S, Kusakawa I. Handheld fetal Doppler
device for assessing heart rate in neonatal resuscitation. Pediatr Int. (2017)
59:1069-73. doi: 10.1111/ped.13374

Goenka S, Khan M, Koppel RI, Heiman HS. Precordial Doppler ultrasound
achieves earlier and more accurate newborn heart rates in the delivery room.
In: American Academy of Pediatrics (AAP) National Conference & Exhibition.
(2013). Available online at: https://aap.confex.com/aap/2013/webprogram/
Paper21757.html (accessed November 2018, 21).

Dyson A, Jeffrey M, Kluckow M. Measurement of neonatal heart rate using
handheld Doppler ultrasound. Arch Dis Child Fetal Neonatal Ed. (2017)
102:F116-9. doi: 10.1136/archdischild-2016-310669

Agrawal G, Kumar A, Wazir S, Kumar NC, Shah P, Nigade A,
et al. A comparative evaluation of portable Doppler ultrasound versus
electrocardiogram in heart-rate accuracy and acquisition time immediately
after delivery: a multicenter observational study. ] Matern Neonatal Med.
(2019). doi: 10.1080/14767058.2019.1656193. [Epub ahead of print].

Foundation Alberta. We would like to acknowledge support from
the Women and Children’s Health Research Institute, University
of Alberta.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31

32.

Kilkenny C, Browne W], Cuthill IC, Emerson M, Altman DG. Improving
bioscience research reporting: the ARRIVE guidelines for reporting animal
research. PLoS Biol. (2010) 8:e1000412. doi: 10.1371/journal.pbio.1000412
Chong SW, Peyton PJ. A meta-analysis of the accuracy and precision of the
ultrasonic cardiac output monitor (USCOM). Anaesthesia. (2012) 67:1266-71.
doi: 10.1111/j.1365-2044.2012.07311.x

Cattermole GN, Leung PY, Ho GY, Lau PW4, Chan CP5, Chan SS,
et al. The normal ranges of cardiovascular parameters measured using
the ultrasonic cardiac output monitor. Physiol Rep. (2017) 5:¢13195.
doi: 10.14814/phy2.13195

He SR, Zhang C, Liu YM, Sun YX, Zhuang J, Chen JM, et al. Accuracy
of the ultrasonic cardiac output monitor in healthy term neonates
during postnatal circulatory adaptation. Chin Med J. (2011) 124:2284-9.
doi: 10.3760/cma.j.issn.0366-6999.2011.15.008

Sack WO, Hamilton WP, Horowitz A, Kramer B. Pig Anatomy and
Atlas. Tthaca, NY: Veterinary Textbooks (1982). Available online at: https://
www.worldcat.org/title/pig-anatomy-and-atlas/oclc/8928677 (accessed July
3,2019).

Voogdt KGJA, Morrison AC, Wood FE, Van Elburg RM, Wyllie JP. A
randomised, simulated study assessing auscultation of heart rate at birth.
Resuscitation. (2010) 81:1000-3. doi: 10.1016/j.resuscitation.2010.03.021
Mustofa J, Cheung P-Y, Patel S, et al. Effects of different durations of sustained
inflation during cardiopulmonary resuscitation on return of spontaneous
circulation and hemodynamic recovery in severely asphyxiated piglets.
Resuscitation. (2018) 129:82-9. doi: 10.1016/j.resuscitation.2018.06.013
Bland JM, Altman DG. Statistical methods for assessing agreement between
two methods of clinical measurement. Lancet. (1986) 1:307-10.

Bland JM, Altman DG. Measuring agreement in method comparison
studies. Stat Methods Med Res. (1999) 8:135-60. doi: 10.1177/096228029900
800204

Bland JM, Altman DG. Agreement between methods of measurement with
multiple observations per individual. J Biopharm Stat. (2007) 17:571-82.
doi: 10.1080/10543400701329422

Verbeke G, Molenberghs V. Linear Mixed Models for Longitudinal Data. New
York, NY: Springer New York (2000). doi: 10.1007/b98969

Chua C, GM, Davis PG. Airway manoeuvres to
achieve upper airway patency during mask ventilation in newborn
infants - an historical perspective. (2012) 83:411-6.
doi: 10.1016/j.resuscitation.2011.11.007

Johnson PA, Cheung P-Y, Lee T-E O’Reilly M, Schmélzer GM. Novel
technologies for heart rate assessment during neonatal resuscitation
at birth - a systematic review. Resuscitation. (2019) 143:196-207.
doi: 10.1016/j.resuscitation.2019.07.018

Cheung P-Y, Gill RS, Bigam DL. A swine model of neonatal asphyxia. ] Vis
Exp. (2011), 3166. doi: 10.3791/3166

O’Reilly M, Cheung P-Y, Lee T-F, Schmélzer GM. A Porcine model of neonatal
hypoxia-asphyxia to study resuscitation techniques in newborn infants. In:
Tvrdd E, editor. Animal Models in Medicine and Biology. London, UK:
IntechOpen (2019). doi: 10.5772/intechopen.89171

Schmolzer

Resuscitation.

Conflict of Interest: The authors declare that the research was conducted in the
absence of any commercial or financial relationships that could be construed as a
potential conflict of interest.

Copyright © 2020 Morina, Johnson, O’Reilly, Lee, Yaskina, Cheung and Schmélzer.
This is an open-access article distributed under the terms of the Creative Commons
Attribution License (CC BY). The use, distribution or reproduction in other forums
is permitted, provided the original author(s) and the copyright owner(s) are credited
and that the original publication in this journal is cited, in accordance with accepted
academic practice. No use, distribution or reproduction is permitted which does not
comply with these terms.

Frontiers in Pediatrics | www.frontiersin.org

January 2020 | Volume 8 | Article 18


https://doi.org/10.1016/j.clp.2012.09.011
https://doi.org/10.1542/peds.2015-3373G
https://doi.org/10.1016/j.resuscitation.2015.07.029
https://doi.org/10.1159/000441940
https://doi.org/10.1016/j.resuscitation.2003.10.002
https://doi.org/10.1161/CIR.0000000000000267
https://doi.org/10.1161/CIR.0000000000000276
https://doi.org/10.1136/archdischild-2017-314367
https://doi.org/10.1016/j.resuscitation.2006.04.015
https://doi.org/10.1016/j.jpeds.2008.01.002
https://doi.org/10.1111/j.1442-200X.2011.03506.x
https://doi.org/10.1016/j.rapm.2007.05.005
https://doi.org/10.4172/2167-1168.1000218
https://doi.org/10.1111/ped.13374
https://aap.confex.com/aap/2013/webprogram/Paper21757.html
https://aap.confex.com/aap/2013/webprogram/Paper21757.html
https://doi.org/10.1136/archdischild-2016-310669
https://doi.org/10.1080/14767058.2019.1656193
https://doi.org/10.1371/journal.pbio.1000412
https://doi.org/10.1111/j.1365-2044.2012.07311.x
https://doi.org/10.14814/phy2.13195
https://doi.org/10.3760/cma.j.issn.0366-6999.2011.15.008
https://www.worldcat.org/title/pig-anatomy-and-atlas/oclc/8928677
https://www.worldcat.org/title/pig-anatomy-and-atlas/oclc/8928677
https://doi.org/10.1016/j.resuscitation.2010.03.021
https://doi.org/10.1016/j.resuscitation.2018.06.013
https://doi.org/10.1177/096228029900800204
https://doi.org/10.1080/10543400701329422
https://doi.org/10.1007/b98969
https://doi.org/10.1016/j.resuscitation.2011.11.007
https://doi.org/10.1016/j.resuscitation.2019.07.018
https://doi.org/10.3791/3166
https://doi.org/10.5772/intechopen.89171
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/journals/pediatrics
https://www.frontiersin.org
https://www.frontiersin.org/journals/pediatrics#articles

	Doppler Ultrasound for Heart Rate Assessment in a Porcine Model of Neonatal Asphyxia
	Introduction
	Methods
	Heart Rate Measurements
	ECG
	Ultrasound Cardiac Output Monitor (USCOM) Doppler Ultrasound
	Study Protocol
	Statistical Analysis


	Results
	Discussion
	Conclusion
	Data Availability Statement
	Ethics Statement
	Author Contributions
	Funding
	Acknowledgments
	References


