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The Hierarchy of evidence is based on summaries from the National Health and Medical Research Council (2009), the Oxford Melbourne

Centre for Evidence-based Medicine Levels of Evidence (2011) and Melynyk and Fineout-Overholt (2011).
| Evidence obtained from a systematic review of all relevant randomised control trials.

Il Evidence obtained from at least one well designed randomised control trial.

1 Evidence obtained from well-designed controlled trials without randomisation.

\Y Evidence obtained from well designed cohort studies, case control studies, interrupted time series with a control group, historically
controlled studies, interrupted time series without a control group or with case- series

\% Evidence obtained from systematic reviews of descriptive and qualitative studies
Vi Evidence obtained from single descriptive and qualitative studies
Vi Expert opinion from clinicians, authorities and/or reports of expert committees or based on physiology
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endotracheal suctioning, and chest physiotherapy cannot be recommended. Inhaled nitric
oxide should only be used for patients with documented pulmonary hypertension and/or right
ventricular failure. Prone positioning may be considered in patients with severe pediatric
acute respiratory distress syndrome. Future studies are definitely warranted to establish the
role, if any, of these ancillary treatment modalities in pediatric acute respiratory distress
syndrome
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Chest physiotherapy, including incentive spirometry, and CPAP have decreased
complications in rib fracture treatment.

Rapid mobilisation through physiotherapy is considered a key factor in preventing
complications, including pneumonia, respiratory failure and ARDS.




