PAEDIATRIC BASIC LIFE SUPPORT AND MODIFICATIONS
Why we resuscitate children differently
There is a common belief that children suddenly deteriorate when sick or injured compared
to adults. This can cause great anxiety to anyone confronted with a sick child. Whilst this
may indeed happen occasionally, it is far more common for people to fail to recognise the
child who is actually very ill and is deteriorating. This is because [generally speaking]
children have a great ability for physiological compensation in the face of illness or injury
and it can be hard to pick up the clues that things are not right.
However, children can only do this for a certain amount of time before they suddenly fail to
compensate and subsequently deteriorate. Their chances of survival are much less if they
follow this pathway.
The ability to recognise the early signs of serious illness in a child may not only allow
timely treatment but also save the life of a child.
Go to hospital early
Generally speaking very sick or seriously injured children cannot be managed adequately
outside hospital and require rapid, early transportation to a specialist hospital.
The airway and breathing has to be assessed and managed on scene.
The assessment of the circulatory system should be undertaken during rapid transit to
hospital, the exception to this is the treatment of visible exsanguinating bleeding which
should be managed immediately.
Recognising a sick child is the key here. See annex A
Focus on breathing and ventilation
Children generally die from different reasons to adults - primarily from a lack of circulating
oxygen [hypoxia]. The pathway to hypoxic cardiac arrest may have a number of avenues.
Sudden life threatening heart rhythms [dysrhythmias] such as Ventricular Fibrillation or
Ventricular Tachycardia are rare.
The majority of paediatric cardiorespiratory arrests are not caused by primary cardiac
problems but are secondary to other causes, mostly respiratory insufficiency, hence the
order of delivering the resuscitation sequence:
•

Clearing and opening an AIRWAY (A)

•

Ensuring that adequate BREATHING and ventilation occurs (B)

•

Ensuring that there is adequate brain perfusion CIRCULATION (C).
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Adjustments to technique
To encourage the delivery of early and effective BLS to children [who have arrested] it is
recommended that the responder use the adult BLS sequence if the paediatric sequence
cannot be remembered. This is far better than not performing any CPR at all.
There are some modifications to the adult BLS sequence for use by non-specialists that are
easy to remember. These should be learned for those who care for children but are unlikely
to have to resuscitate them.
All providers should be encouraged to initiate CPR in children even if they haven't been
taught specific paediatric techniques. CPR should be started with the compression to
ventilation ratio that is familiar and for most; this will be 30:2.
Ratio
In the frequently asked questions to the Resuscitation Council (RCUK) they offer the
following as guidance (October 2015) for the ratio to be used:
•

General practitioners, health visitors, and school nurses, for example, are
healthcare professionals working with children, but they often work alone. Although
they may have to resuscitate a child, this would be a very unusual event and they are
more likely to have to resuscitate a parent or grandparent. It would be sufficient to
teach these groups the adult sequence of 30:2 with the paediatric modifiers unless
they expressed a particular wish or interest to learn the full paediatric sequence.

•

Mental Health nurses working in child mental health units are healthcare
professionals working in teams of two or more. Although it would be unusual in
most such units to have to resuscitate a child, some may treat high-risk children
(such as those with severe anorexia nervosa) so it would be reasonable to allow
training decisions to be based on local circumstances.

How to adjust your adult approach for children (paediatric modifiers)
The following minor modifications are provided by the RCUK to the adult sequence will
make it even more suitable for use in children:
•

Give 5 initial rescue breaths before starting chest compressions.
o This focuses on reversing hypoxia

•

If you are on your own, perform CPR for 1 minute before going for help.
o This focuses on reversing hypoxia
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•

Compress the chest by at least one third of its depth, approximately 4 cm for the
infant and approximately 5 cm for an older child.
o Easy to remember guide to compression depth

•

Use two fingers for an infant under 1 year to achieve an adequate depth of
compression.

•

Use one or two hands as needed for a child over 1 year to achieve an adequate
depth of compression.

Choking
The majority of choking events in children occur during play or whilst eating, when a carer is
usually present. Events are therefore frequently witnessed, and interventions are usually
initiated when the child is conscious.
Choking is characterised by the sudden onset of respiratory distress associated with
coughing, gagging, or stridor. Similar signs and symptoms may also be associated with other
causes of airway obstruction, such as laryngitis or epiglottitis, which require different
management. Suspect choking caused by a foreign body if:
•

The onset was very sudden

•

There are no other signs of illness

•

There are clues to alert the rescuer (e.g. a history of eating or playing with small
items immediately prior to the onset of symptoms).

Paediatric basic life support for specialist areas that are likely to need to resuscitate a
child
For healthcare professionals with a duty to respond to paediatric emergencies, there is a
more specific form of paediatric BLS as they have an obligation to deliver more targeted
care.
The specific paediatric sequence incorporating the 15:2 ratio is primarily intended for those
who have the potential to resuscitate children as part of their role.
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Recognition of a sick child

NOTE: Any seriously ill baby and any child with these symptoms need immediate medical
attention in the Emergency Department
Ref: Date accessed 10/01/19: http://www.meningitis-trust.org/meningitis-info/signs-andsymptoms/babies-and-toddlers
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PAEDIATRIC BASIC LIFE SUPPORT
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PAEDIATRIC - CHOKING
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