


age.>* The etiology of SIDS remains unknown, but risk
factors include prone sleeping position, sleeping on a soft
surface,35-37 and second-hand smoke.383° The incidence of
SIDS has declined 40%*° since the “Back to Sleep” public
education campaign was introduced in the United States in
1992. This campaign aims to educate parents about placing an
infant on the back rather than the abdomen or side to sleep.

Drowning

Drowning is the second major cause of death from uninten-
tional injury in children <5 years of age and the third major
cause of death in adolescents. Most young children drown
after falling into swimming pools while unsupervised; ado-
lescents more commonly drown in lakes and rivers while
swimming or boating. Drowning can be prevented by install-
ing isolation fencing around swimming pools (gates should
be self-closing and self-latching)*' and wearing personal
flotation devices (life jackets) while in, around, or on water.

The BLS Sequence for Infants and Children
For the purposes of these guidelines, an “infant” is less than
approximately 1 year of age. This section does not deal with
newborn infants (see Part 13: “Neonatal Resuscitation Guide-
lines”). For lay rescuers the “child” BLS guidelines should be
applied when performing CPR for a child from about 1 year
of age to about 8 years of age. For a healthcare provider, the
pediatric (“child”) guidelines apply from about 1 year to
about the start of puberty. For an explanation of the differ-
ences in etiology of arrest and elaboration of the differences
in the recommended sequence for lay rescuer and healthcare
provider CPR for infants, children, and adults, see Part 3:
“Overview of CPR.”

These guidelines delineate a series of skills as a sequence
of distinct steps, but they are often performed simultaneously
(eg, starting CPR and activating the EMS system), especially
when more than one rescuer is present. This sequence is
depicted in the Pediatric Healthcare Provider BLS Algorithm
(Figure 2). The numbers listed with the headings below refer
to the corresponding box in that algorithm.

Safety of Rescuer and Victim

Always make sure that the area is safe for you and the victim.
Move a victim only to ensure the victim’s safety. Although
exposure to a victim while providing CPR carries a theoret-
ical risk of infectious disease transmission, the risk is very
low.#2

Check for Response (Box 1)

® Gently tap the victim and ask loudly, “Are you okay?” Call
the child’s name if you know it.

® ook for movement. If the child is responsive, he or she
will answer or move. Quickly check to see if the child has
any injuries or needs medical assistance. If necessary, leave
the child to phone EMS, but return quickly and recheck the
child’s condition frequently. Children with respiratory
distress often assume a position that maintains airway
patency and optimizes ventilation. Allow the child with
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respiratory distress to remain in a position that is most
comfortable.

® If the child is unresponsive and is not moving, shout for
help and start CPR. If you are alone, continue CPR for 5
cycles (about 2 minutes). One cycle of CPR for the lone
rescuer is 30 compressions and 2 breaths (see below). Then
activate the EMS system and get an automated external
defibrillator (AED) (see below). If you are alone and there
is no evidence of trauma, you may carry a small child with
you to the telephone. The EMS dispatcher can guide you
through the steps of CPR. If a second rescuer is present,
that rescuer should immediately activate the EMS system
and get an AED (if the child is 1 year of age or older) while
you continue CPR. If you suspect trauma, the second
rescuer may assist by stabilizing the child’s cervical spine
(see below). If the child must be moved for safety reasons,
support the head and body to minimize turning, bending, or
twisting of the head and neck.

Activate the EMS System and Get the AED

(Box 2)

If the arrest is witnessed and sudden>74+3 (eg, an athlete who
collapses on the playing field), a lone healthcare provider
should activate the EMS system (by telephoning 911 in most
locales) and get an AED (if the child is 1 year of age or older)
before starting CPR. It would be ideal for the lone lay rescuer
who witnesses the sudden collapse of a child to also activate
the EMS system and get an AED and return to the child to
begin CPR and use the AED. But for simplicity of lay rescuer
education it is acceptable for the lone lay rescuer to provide
about 5 cycles (about 2 minutes) of CPR for any infant or
child victim before leaving to phone 911 and get an AED (if
appropriate). This sequence may be tailored for some learners
(eg, the mother of a child at high risk for a sudden arrhyth-
mia). If two rescuers are present, one rescuer should begin
CPR while the other rescuer activates the EMS system and
gets the AED.

Position the Victim

If the victim is unresponsive, make sure that the victim is in
a supine (face up) position on a flat, hard surface, such as a
sturdy table, the floor, or the ground. If you must turn the
victim, minimize turning or twisting of the head and neck.

Open the Airway and Check Breathing (Box 3)
In an unresponsive infant or child, the tongue may obstruct
the airway, so the rescuer should open the airway.**-47

Open the Airway: Lay Rescuer

If you are a lay rescuer, open the airway using a head
tilt—chin lift maneuver for both injured and noninjured
victims (Class Ila). The jaw thrust is no longer recommended
for lay rescuers because it is difficult to learn and perform, is
often not an effective way to open the airway, and may cause
spinal movement (Class IIb).

Open the Airway: Healthcare Provider
A healthcare provider should use the head tilt—chin lift

maneuver to open the airway of a victim without evidence of
head or neck trauma.
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Approximately 2% of all victims with blunt trauma requir-
ing spinal imaging in an emergency department have a spinal
injury. This risk is tripled if the victim has craniofacial
injury,*® a Glasgow Coma Scale score of <8,% or both.#8:50 If
you are a healthcare provider and suspect that the victim may
have a cervical spine injury, open the airway using a jaw
thrust without head tilt (Class IIb).#¢-5152 Because maintaining
a patent airway and providing adequate ventilation is a pri-
ority in CPR (Class I), use a head tilt—chin lift maneuver if
the jaw thrust does not open the airway.

Check Breathing (Box 3)
‘While maintaining an open airway, take no more than 10 seconds to

check whether the victim is breathing: Look for rhythmic chest and
abdominal movement, listen for exhaled breath sounds at the nose
and mouth, and feel for exhaled air on your cheek. Periodic gasping,
also called agonal gasps, is not breathing.53-*

Figure 2. Pediatric Healthcare Provider
BLS Algorithm. Note that the boxes bor-
dered by dotted lines are performed by
healthcare providers and not by lay
rescuers.

® [f the child is breathing and there is no evidence of trauma:
turn the child onto the side (recovery position, Figure 3).
This helps maintain a patent airway and decreases risk of
aspiration.

Give Rescue Breaths (Box 4)

If the child is not breathing or has only occasional gasps:

® For the lay rescuer: maintain an open airway and give 2 breaths.

® For the healthcare provider: maintain an open airway
and give 2 breaths. Make sure that the breaths are
effective (ie, the chest rises). If the chest does not rise,
reposition the head, make a better seal, and try again.>>
It may be necessary to move the child’s head through a
range of positions to obtain optimal airway patency and
effective rescue breathing.



Figure 3. Recovery position.

In an infant, use a mouth-to-mouth-and-nose technique
(LOE 7; Class IIb); in a child, use a mouth-to-mouth
technique.>

Comments on Technique
In an infant, if you have difficulty making an effective seal

over the mouth and nose, try either mouth-to-mouth or
mouth-to-nose ventilation (LOE 5; Class IIb).>¢-3% If you use
the mouth-to-mouth technique, pinch the nose closed. If you
use the mouth-to-nose technique, close the mouth. In either
case make sure the chest rises when you give a breath.

Barrier Devices

Despite its safety,*> some healthcare providers®-¢' and lay
rescuers®263 may hesitate to give mouth-to-mouth rescue
breathing and prefer to use a barrier device. Barrier devices
have not reduced the risk of transmission of infection,*> and
some may increase resistance to air flow.6+5 If you use a
barrier device, do not delay rescue breathing.

Bag-Mask Ventilation (Healthcare Providers)
Bag-mask ventilation can be as effective as endotracheal

intubation and safer when providing ventilation for short
periods.®6-%° But bag-mask ventilation requires training and
periodic retraining in the following skills: selecting the
correct mask size, opening the airway, making a tight seal
between the mask and face, delivering effective ventilation,
and assessing the effectiveness of that ventilation. In the
out-of-hospital setting, preferentially ventilate and oxygenate
infants and children with a bag and mask rather than attempt
intubation if transport time is short (Class Ila; LOE 196; 3¢7;
468.69)

Ventilation Bags

Use a self-inflating bag with a volume of at least 450 to 500
mL7%; smaller bags may not deliver an effective tidal volume
or the longer inspiratory times required by full-term neonates
and infants.”!

A self-inflating bag delivers only room air unless supple-
mentary oxygen is attached, but even with an oxygen inflow
of 10 L/min, the concentration of delivered oxygen varies
from 30% to 80% and depends on the tidal volume and peak
inspiratory flow rate.”> To deliver a high oxygen concentra-
tion (60% to 95%), attach an oxygen reservoir to the
self-inflating bag. You must maintain an oxygen flow of 10 to
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15 L/min into a reservoir attached to a pediatric bag’? and a
flow of at least 15 L/min into an adult bag.

Precautions
Avoid hyperventilation; use only the force and tidal volume

necessary to make the chest rise. Give each breath over 1
second.

® In a victim of cardiac arrest with no advanced airway in
place, pause after 30 compressions (1 rescuer) or 15
compressions (2 rescuers) to give 2 ventilations when using
either mouth-to-mouth or bag-mask technique.

® During CPR for a victim with an advanced airway (eg,
endotracheal tube, esophageal-tracheal combitube [Combi-
tube], or laryngeal mask airway [LMA]) in place, rescuers
should no longer deliver “cycles” of CPR. The compress-
ing rescuer should compress the chest at a rate of 100 times
per minute without pauses for ventilations, and the rescuer
providing the ventilation should deliver 8 to 10 breaths per
minute. Two or more rescuers should change the compres-
sor role approximately every 2 minutes to prevent com-
pressor fatigue and deterioration in quality and rate of chest
compressions.

® [f the victim has a perfusing rhythm (ie, pulses are present)
but no breathing, give 12 to 20 breaths per minute (1 breath
every 3 to 5 seconds).

Healthcare providers often deliver excessive ventilation
during CPR,73-75 particularly when an advanced airway is in
place. Excessive ventilation is detrimental because it

® Impedes venous return and therefore decreases cardiac
output, cerebral blood flow, and coronary perfusion by
increasing intrathoracic pressure’

® Causes air trapping and barotrauma in patients with small-
airway obstruction

® [ncreases the risk of regurgitation and aspiration

Rescuers should provide the recommended number of
rescue breaths per minute.

You may need high pressures to ventilate patients with
airway obstruction or poor lung compliance. A pressure-relief
valve can prevent delivery of sufficient tidal volume.”> Make
sure that the manual bag allows you to use high pressures if
necessary to achieve visible chest expansion.”®

Two-Person Bag-Mask Ventilation
A 2-person technique may be necessary to provide effective

bag-mask ventilation when there is significant airway ob-
struction, poor lung compliance,’® or difficulty in creating a
tight seal between the mask and the face. One rescuer uses
both hands to open the airway and maintain a tight mask-to-
face seal while the other compresses the ventilation bag. Both
rescuers should observe the chest to ensure chest rise.

Gastric Inflation and Cricoid Pressure
Gastric inflation may interfere with effective ventilation”” and

cause regurgitation. To minimize gastric inflation:

® Avoid excessive peak inspiratory pressures (eg, ventilate
slowly).c¢
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® Apply cricoid pressure. Do this only in an unresponsive
victim and if there is a second rescuer.’8-3° Avoid exces-
sive pressure so as not to obstruct the trachea.®!

Oxygen
Despite animal and theoretic data suggesting possible adverse

effects of 100% oxygen,®>-8> there are no studies comparing
various concentrations of oxygen during resuscitation beyond
the newborn period. Until additional information becomes
available, healthcare providers should use 100% oxygen
during resuscitation (Class Indeterminate). Once the patient is
stable, wean supplementary oxygen but ensure adequate
oxygen delivery by appropriate monitoring. Whenever pos-
sible, humidify oxygen to prevent mucosal drying and thick-
ening of pulmonary secretions.

Masks
Masks provide an oxygen concentration of 30% to 50% to a

victim with spontaneous breathing. For a higher concentra-
tion of oxygen, use a tight-fitting nonrebreathing mask with
an oxygen inflow rate of approximately 15 L/min that
maintains inflation of the reservoir bag.

Nasal Cannulas
Infant and pediatric size nasal cannulas are suitable for

children with spontaneous breathing. The concentration of
delivered oxygen depends on the child’s size, respiratory rate,
and respiratory effort.’¢ For example, a flow rate of only 2
L/min can provide young infants with an inspired oxygen
concentration >50%.

Pulse Check (for Healthcare Providers) (Box 5)

If you are a healthcare provider, you should try to palpate a
pulse (brachial in an infant and carotid or femoral in a child).
Take no more than 10 seconds. Studies show that healthcare
providers87-23 as well as lay rescuers®*-¢ are unable to
reliably detect a pulse and at times will think a pulse is
present when there is no pulse. For this reason, if you do not
definitely feel a pulse (eg, there is no pulse or you are not sure
you feel a pulse) within 10 seconds, proceed with chest
compressions.

If despite oxygenation and ventilation the pulse is <60
beats per minute (bpm) and there are signs of poor perfusion
(ie, pallor, cyanosis), begin chest compressions. Profound
bradycardia in the presence of poor perfusion is an indication
for chest compressions because an inadequate heart rate with
poor perfusion indicates that cardiac arrest is imminent.
Cardiac output in infancy and childhood largely depends on
heart rate. No scientific data has identified an absolute heart
rate at which chest compressions should be initiated; the
recommendation to provide cardiac compression for a heart
rate <60 bpm with signs of poor perfusion is based on ease
of teaching and skills retention. For additional information
see “Bradycardia” in Part 12: “Pediatric Advanced Life
Support.”

If the pulse is =60 bpm but the infant or child is not
breathing, provide rescue breathing without chest compres-
sions (see below).

Lay rescuers are not taught to check for a pulse. The lay
rescuer should immediately begin chest compressions after
delivering 2 rescue breaths.

I, L /_ 'N—c‘_____r
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Figure 4. Two-finger chest compression technique in infant
(1 rescuer).

Rescue Breathing Without Chest Compressions
(for Healthcare Providers Only) (Box 5A)
If the pulse is =60 bpm but there is no spontaneous breathing
or inadequate breathing, give rescue breaths at a rate of about
12 to 20 breaths per minute (1 breath every 3 to 5 seconds)
until spontaneous breathing resumes (Box 5A). Give each
breath over 1 second. Each breath should cause visible chest
rise.

During delivery of rescue breaths, reassess the pulse about
every 2 minutes (Class Ila), but spend no more than 10
seconds doing so.

Chest Compressions (Box 6)

To give chest compressions, compress the lower half of the
sternum but do not compress over the xiphoid. After each
compression allow the chest to recoil fully (Class IIb)
because complete chest reexpansion improves blood flow
into the heart.®” A manikin study®’ showed that one way to
ensure complete recoil is to lift your hand slightly off the
chest at the end of each compression, but this has not been
studied in humans (Class Indeterminate). The following are
characteristics of good compressions:

® “Push hard”: push with sufficient force to depress the chest
approximately one third to one half the anterior-posterior
diameter of the chest.

® “Push fast”: push at a rate of approximately 100 compres-
sions per minute.

® Release completely to allow the chest to fully recoil.

® Minimize interruptions in chest compressions.

In an infant victim, lay rescuers and lone rescuers should
compress the sternum with 2 fingers (Figure 4) placed just
below the intermammary line (Class IIb; LOE 5, 6).98-102

The 2 thumb-encircling hands technique (Figure 5) is
recommended for healthcare providers when 2 rescuers are
present. Encircle the infant’s chest with both hands; spread
your fingers around the thorax, and place your thumbs
together over the lower half of the sternum.®-192 Forcefully
compress the sternum with your thumbs as you squeeze the
thorax with your fingers for counterpressure (Class IIa; LOE



1v-166

124.

125.

126.

127.

128.

129.

130.

131.

132.

133.

134.

135.

136.

137.

138.

139.

140.

Circulation December 13, 2005

rates during cardiopulmonary resuscitation are suboptimal: a prospective
study during in-hospital cardiac arrest. Circulation. 2005;111:428—-434.
Becker LB, Berg RA, Pepe PE, Idris AH, Aufderheide TP, Barnes TA,
Stratton SJ, Chandra NC. A reappraisal of mouth-to-mouth ventilation
during bystander-initiated cardiopulmonary resuscitation. A statement for
healthcare professionals from the Ventilation Working Group of the Basic
Life Support and Pediatric Life Support Subcommittees, American Heart
Association. Resuscitation. 1997;35:189-201.

Berg RA, Hilwig RW, Kern KB, Babar I, Ewy GA. Simulated mouth-
to-mouth ventilation and chest compressions (bystander cardiopulmonary
resuscitation) improves outcome in a swine model of prehospital pediatric
asphyxial cardiac arrest. Crit Care Med. 1999;27:1893-1899.

Berg RA, Hilwig RW, Kern KB, Ewy GA. “Bystander” chest compressions
and assisted ventilation independently improve outcome from piglet
asphyxial pulseless “cardiac arrest”. Circulation. 2000;101:1743-1748.
Kern KB, Hilwig RW, Berg RA, Sanders AB, Ewy GA. Importance of
continuous chest compressions during cardiopulmonary resuscitation:
improved outcome during a simulated single lay-rescuer scenario. Circu-
lation. 2002;105:645-649.

Ashton A, McCluskey A, Gwinnutt CL, Keenan AM. Effect of rescuer
fatigue on performance of continuous external chest compressions over 3
min. Resuscitation. 2002;55:151-155.

Ochoa FJ, Ramalle-Gomara E, Lisa V, Saralegui I. The effect of rescuer
fatigue on the quality of chest compressions. Resuscitation. 1998;37:
149-152.

Hightower D, Thomas SH, Stone CK, Dunn K, March JA. Decay in quality
of closed-chest compressions over time. Ann Emerg Med. 1995;26:
300-303.

Sanders AB, Kern KB, Berg RA, Hilwig RW, Heidenrich J, Ewy GA.
Survival and neurologic outcome after cardiopulmonary resuscitation with
four different chest compression-ventilation ratios. Ann Emerg Med. 2002;
40:553-562.

Young KD, Gausche-Hill M, McClung CD, Lewis RJ. A prospective,
population-based study of the epidemiology and outcome of out-of-hospital
pediatric cardiopulmonary arrest. Pediatrics. 2004;114:157-164.

Reis AG, Nadkarni V, Perondi MB, Grisi S, Berg RA. A prospective
investigation into the epidemiology of in-hospital pediatric cardiopulmonary
resuscitation using the international Utstein reporting style. Pediatrics.
2002;109:200-209.

Atkins DL, Jorgenson DB. Attenuated pediatric electrode pads for
automated external defibrillator use in children. Resuscitation. 2005;66:
31-37.

Berg RA, Chapman FW, Berg MD, Hilwig RW, Banville I, Walker RG,
Nova RC, Sherrill D, Kern KB. Attenuated adult biphasic shocks compared
with weight-based monophasic shocks in a swine model of prolonged
pediatric ventricular fibrillation. Resuscitation. 2004;61:189-197.
Atkinson E, Mikysa B, Conway JA, Parker M, Christian K, Deshpande J,
Khnilans TK, Smith J, Walker C, Stickney RE, Hampton DR, Hazinski MF.
Specificity and sensitivity of automated external defibrillator rhythm anal-
ysis in infants and children. Ann Emerg Med. 2003;42:185-196.

Cecchin F, Jorgenson DB, Berul CI, Perry JC, Zimmerman AA, Duncan
BW, Lupinetti FM, Snyder D, Lyster TD, Rosenthal GL, Cross B, Atkins
DL. Is arrhythmia detection by automatic external defibrillator accurate for
children? Sensitivity and specificity of an automatic external defibrillator
algorithm in 696 pediatric arrhythmias. Circulation. 2001;103:2483-2488.
Samson RA, Berg RA, Bingham R, Biarent D, Coovadia A, Hazinski MF,
Hickey RW, Nadkarni V, Nichol G, Tibballs J, Reis AG, Tse S, Zideman D,
Potts J, Uzark K, Atkins D. Use of automated external defibrillators for
children: an update: an advisory statement from the pediatric advanced life
support task force, International Liaison Committee on Resuscitation. Cir-
culation. 2003;107:3250-3255.

Vilke GM, Smith AM, Ray LU, Steen PJ, Murrin PA, Chan TC. Airway
obstruction in children aged less than 5 years: the prehospital experience.
Prehosp Emerg Care. 2004;8:196—199.

Morley RE, Ludemann JP, Moxham JP, Kozak FK, Riding KH. Foreign
body aspiration in infants and toddlers: recent trends in British Columbia. J
Otolaryngol. 2004;33:37-41.

141.

142.

143.

144.

145.

146.

147.

148.

149.

150.

151.

152.

153.

154.

155.

156.

157.

158.

159.

160.

161.

162.

163.

164.

165.

166.

Harris CS, Baker SP, Smith GA, Harris RM. Childhood asphyxiation by
food. A national analysis and overview. Jama. 1984;251:2231-2235.
Rimell FL, Thome AlJ, Stool S, Reilly JS, Rider G, Stool D, Wilson CL.
Characteristics of objects that cause choking in children. JAMA. 1995;274:
1763-1766.

Heimlich HIJ. A life-saving maneuver to prevent food-choking. Jama. 1975;
234:398-401.

Day RL, Crelin ES, DuBois AB. Choking: the Heimlich abdominal thrust vs
back blows: an approach to measurement of inertial and aerodynamic
forces. Pediatrics. 1982;70:113-119.

Langhelle A, Sunde K, Wik L, Steen PA. Airway pressure with chest
compressions versus Heimlich manoeuvre in recently dead adults with
complete airway obstruction. Resuscitation. 2000;44:105-108.

Sternbach G, Kiskaddon RT. Henry Heimlich: a life-saving maneuver for
food choking. J Emerg Med. 1985;3:143-148.

Redding JS. The choking controversy: critique of evidence on the Heimlich
maneuver. Crit Care Med. 1979;7:475-479.

Gordon AS, Belton MK, Ridolpho PF. Emergency management of foreign
body obstruction. In: Safar P, Elam JO, eds. Advances in Cardiopulmonary
Resuscitation. New York: Springer-Verlag, Inc.; 1977:39-50.

Guildner CW, Williams D, Subitch T. Airway obstructed by foreign
material: the Heimlich maneuver. JACEP. 1976;5:675-677.

Rosen P, Stoto M, Harley J. The use of the Heimlich maneuver in near-
drowning: Institute of Medicine report. J Emerg Med. 1995;13:397-405.
Majumdar A, Sedman PC. Gastric rupture secondary to successful Heimlich
manoeuvre. Postgrad Med J. 1998;74:609-610.

Fink JA, Klein RL. Complications of the Heimlich maneuver. J Pediatr
Surg. 1989;24:486-487.

Kabbani M, Goodwin SR. Traumatic epiglottis following blind finger sweep
to remove a pharyngeal foreign body. Clin Pediatr (Phila). 1995;34:
495-497.

Hartrey R, Bingham RM. Pharyngeal trauma as a result of blind finger
sweeps in the choking child. J Accid Emerg Med. 1995;12:52-54.
McPherson M, Arango P, Fox H, Lauver C, McManus M, Newacheck PW,
Perrin JM, Shonkoff JP, Strickland B. A new definition of children with
special health care needs. Pediatrics. 1998;102:137-140.

Newacheck PW, Strickland B, Shonkoff JP, Perrin JM, McPherson M,
McManus M, Lauver C, Fox H, Arango P. An epidemiologic profile of
children with special health care needs. Pediatrics. 1998;102:117-123.
Emergency preparedness for children with special health care needs. Com-
mittee on Pediatric Emergency Medicine. American Academy of Pediatrics.
Pediatrics. 1999;104:e53.

Spaite DW, Conroy C, Tibbitts M, Karriker KJ, Seng M, Battaglia N, Criss
EA, Valenzuela TD, Meislin HW. Use of emergency medical services by
children with special health care needs. Prehosp Emerg Care. 2000:4:
19-23.

Schultz-Grant LD, Young-Cureton V, Kataoka-Yahiro M. Advance
directives and do not resuscitate orders: nurses’ knowledge and the level of
practice in school settings. J Sch Nurs. 1998;14:4-10, 12-13.

Dykes EH, Spence LJ, Young JG, Bohn DJ, Filler RM, Wesson DE.
Preventable pediatric trauma deaths in a metropolitan region. J Pediatr Surg.
1989;24:107-110.

Herzenberg JE, Hensinger RN, Dedrick DK, Phillips WA. Emergency
transport and positioning of young children who have an injury of the
cervical spine. The standard backboard may be hazardous. J Bone Joint Surg
Am. 1989;71:15-22.

Nypaver M, Treloar D. Neutral cervical spine positioning in children. Ann
Emerg Med. 1994;23:208-211.

Graf WD, Cummings P, Quan L, Brutocao D. Predicting outcome in
pediatric submersion victims. Ann Emerg Med. 1995;26:312-319.

Modell JH, Idris AH, Pineda JA, Silverstein JH. Survival after prolonged
submersion in freshwater in Florida. Chest. 2004;125:1948-1951.

Mehta SR, Srinivasan KV, Bindra MS, Kumar MR, Lahiri AK. Near
drowning in cold water. J Assoc Physicians India. 2000;48:674—676.
Szpilman D, Soares M. In-water resuscitation—is it worthwhile? Resusci-
tation. 2004,63:25-31.



