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BACKGROUND 
 
Survival of cardiac arrest depends on a series of critical interventions. The term 
chain of survival has been used to describe this sequence. This chain has four 
interdependent links: early access, early basic cardiopulmonary resuscitation (CPR), 
early defibrillation, and early advanced cardiac life support. While all links are 
important, in cardiac arrest due to heart disease, early defibrillation is the most 
critical link in the chain of survival.(1)(2) 
 
Most victims who can be saved from cardiac arrest are in ventricular fibrillation (VF) 
or ventricular tachycardia(VT) rhythms.(8) Conversion of ventricular fibrillation to a 
normal heart rhythm requires defibrillation be administered within a few minutes of a 
cardiac arrest. The probability of successful defibrillation diminishes rapidly over 
time.(9) 
 
To achieve the earliest possible defibrillation, many leading organizations in 
resuscitation have recommended that non medical individuals should be allowed and 
encouraged to use defibrillators.(1) There has been interest in the possibility of 
lifesavers and lifeguards receiving training in the use of AED to improve response 
times to early AED use in cases of sudden cardiac arrest on land, cardiac arrest in 
water and in some near-drowning cases. Experience and peer reviewed literature on 
defibrillation in near-drowning resuscitation by lifesavers and lifeguards is limited. 
There is no clear evidence of the value of early of defibrillation following near-
drowning. Cost-benefit analysis for early defibrillation by lifeguard programs is 
absent. There will always be interesting discussion about the priority of early 
defibrillation by lifeguards in relation to other training and equipment needs of 
lifeguards and lifeguard programs. 
 
Lifesavers and lifeguards have the unique challenge of providing rescue and 
resuscitation service in and around water. Drowning and near-drowning are hypoxic 
events with significant consequences.(3)(4) The prevention of drowning deaths and 
near-drowning accidents must remain a principle function of lifesavers and 
lifeguards. When rescue is needed, speed to recognition and elevation of the head 
above the water are critical. This is easier, and quicker to achieve, in some 
environments (pools) than in other environments (open water or surf)  
 
The speed of rescue and early initiation of the chain of survival will improve victim 
outcomes.(5) In cases of land based cardiac arrest and those near-drowning cases 
with rapid rescue and early effective resuscitation, VF and VT may be present and 
defibrillation may be helpful.(6)(7)  
 
To maximize successful outcomes after submersion, rescue prior to the hypoxic 



insults is ideal. In near-drowning cases with potentially good outcomes, early victim 
recognition, fast rescue, and early effective resuscitation are essential. Outcome 
studies after AED use by lifesavers and lifeguards are needed. 
 
STATEMENT 
 
1. Outcomes from near-drowning and water related accidents can be tragic. The 
principal objective for lifesavers and lifeguards is to prevent near-drowning, drowning 
and water related accidents through education, supervision and rapid rescue 
response. 
 
2. The principal consequence of near-drowning is hypoxia. The provision of 
lifesavers and lifeguards with training and equipment for early recovery of victims 
from water is the highest priority. 
 
3. All lifesavers and lifeguards should receive training in Basic Life Support (chain of 
survival, early access to EMS, Airway Management and CPR). 
 
4. Early defibrillation in the management of cardiac arrest is effective in cases with 
VF and VT. When an arrest victim, in VF or VT, has early application of defibrillation, 
this is associated with conversion to sinus rhythm and to functional survival. VF and 
VT may be present in some near-drowning resuscitations when early recognition, 
speedy rescue and effective CPR with oxygen supplimention, has occurred. Early 
application of AED may be helpful in these cases.  
  
5. Advanced Life Support skills (defibrillation, medication and intensive care) may be 
part of the community response to cardiac arrest. It is appropriate for some lifesaving 
and lifeguard services to investigate AED use. This review should include 
investigations of other community AED providers, AED response times, frequency of 
cardiac arrests, supervision and management of AED, AED license requirements, 
cost benefit analysis and outcome studies. Decisions about the availability, 
placement, training, and use of AED should be a community level decision based on 
the principles of the “Chain of Survival”, local resources and community priorities.  
  
6. Lifesavers and Lifeguards may play a role in the delivery of AED if this is 
consistent with the support and service priorities of that community. 
  
7. If lifesavers or lifeguards will be delivering AED, they must receive appropriate 
training in the use of AED and the associated issues related to outcomes, stress and 
grief.  
  
8.  National, regional and local lifesaving and lifeguard organizations may choose to 
participate in the development of training policies for the use of AED by non-medical 
personnel, if and when communities choose to implement AED use by lifesavers or 
lifeguards. Lifesaver and Lifeguard services are part of a community risk 
management and response plan, an integral part of a wider population safety 
network.  
  
9. Outcome studies of the application of AED by lifesavers and lifeguards in aquatic 
settings should be encouraged. 
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