CHILDENS HOSPITAL LOS ANGELES 


Pediatric Disaster Planning Considerations

In the event of a mass casualty incident, the resources to deal with pediatric victims will be limited or scarce.  Staff that is inexperienced with pediatric critical injuries or illnesses will result in an inadequate surge capacity.  As part of preparedness, each facility should predetermine their ability to handle pediatric victims and develop a plan to be able to increase this capacity based on a pediatric surge.  There are typically fewer pediatric victims in the event of a disaster based on the assumptions related to population of pediatric vs. adult patients in the general population.  A conservative estimate of pediatric victims for the purposes of planning should assume approximately 15-20% of the victims are pediatric (15 years or younger).  There are many disasters (such as a school bus accident) that would alter this assumption.  In the event of a pediatric disaster or disaster that involves pediatric patients, information listed in this document can assist with appropriate response.

Introduction

The unique needs of children that have rarely been considered in disaster planning must be considered to provide appropriate care.  Children are more vulnerable than adults in many ways.

· Depending on age and the developmental stage of children they may not be able to communicate with responders.  They may not have the motor or cognitive skills to be able to identify danger or to flee from the danger. They may not be able to follow directions. 

· Children have higher respiratory rate and therefore more likely to inhale any aerosolized substance, radioactive particles, carbon monoxide and other toxic gasses and debris

· Children are lower to the ground and most WMDs are denser than air so the will suspend closer to the ground-the “breathing zone” for children.

· Children are smaller so the same amount of inhaled, absorbed or ingested agent results in a higher dose per weight making them more likely to become ill.  Smaller airways result in a greater degree of obstruction with small amount of swelling.

· Thinner and more permeable skin results in higher risk of chemical, radiological or toxin absorption and potential for greater burn injury. 

· Smaller blood volume predisposes them to more rapid dehydration and shock.

· Greater body surface area to mass ratio, results in more rapid drop in body temperature with wet dressings/decontamination.

· Larger head size relative to body therefore greater risk of head injury in explosion.

· Abdominal organs are less protected-greater risk of liver, spleen, bladder injury with abdominal trauma.

Planning

Pediatric victims have often been a group of victims left out.  There has been limited information as to areas to address.  It is essential to comprehensive hospital disaster planning to include this population in all aspects of disaster planning.

· Identify staff in your facility that have experience and/or expertise in handling pediatric critical illness or injury.  Include hospital-based pediatricians, family practice physicians, trauma surgeons, anesthesiologists, nurses, respiratory therapists, child-life specialists, on-site childcare staff and mental health professionals.  

· Encourage health care practitioners to complete training that teaches recognition and management of life-threatening events in pediatric patients; examples of training are Pediatric Advanced Life Support (PALS), Emergency Nursing Pediatric Course (ENPC) and advanced Trauma Life Support (ATLS).

· Develop a plan to immediately call on these professionals in the event of a disaster involving pediatric victims.

· Include as part of the plan the method consistent with hospital practice to provide correct medication dosages based on pediatric patient weight.  Consider the use of weight estimating tools.

· Identify and train triage staff in pediatric triage for mass casualty incidents as this can provide guidance for staff that will be making live and death situations and who may find if difficult to not be ruled by emotions when dealing with children. 

· Maintain supply of additional pediatric equipment and supplies that may be utilized in the event of a disaster.  Ensure a mechanism for quick retrieval of additional supplies.

· Depending on current capacity to handle pediatric patients, consider storing additional practical supplies for children such as: pediatric sized clothing, diapers, diaper wipes, formula, bottles, nipples, pacifiers as well as toys, books, games etc.

Response

· In the event of a mass casualty incident, parent-child separation is inevitable.  Families should be treated together whenever possible.  The hospital must include a plan to deal with children and caregivers that are separated or triaged to different levels of care.  It may be necessary to assign additional staff to treatment areas to accompany and comfort pediatric victims that do not have appropriate adult supervision.  

· Develop a plan to secure the safety of children until they can be reunited with legal guardian, appropriate family members or governmental agency.

· Designate a holding area and staff to supervise and support children who have been separated from their family.  It is important to take into account child safety when choosing these areas.  Particular attention must be paid to areas that are free of electrical, fall, and escape hazards. Suggested staffing guidelines for this area are:

· 1 adult to 4 infants (up to 30 months old)

· 1 adult to 12 preschool children

· 1 adult to 20 school aged children

· Address with hospital legal counsel how you will deal with legal dilemmas that may arise with pediatric patients.  For example-how will appropriate family members be identified for discharge if legal guardians cannot be identified.

· Develop a plan to assure that once an appropriate family member has been identified, they are easily identifiable; consider using an identification band system similar to that used for newborns with one band on the child and a matching band on the identified adult.

· Children who are not with their legal guardian should be reported to authorities as soon as possible to assist in reunification with the appropriate person.

· Develop plan to record information about pediatric patients upon arrival to facilitate identification at a later time.

· Take a digital or Polaroid picture of each non-identified patient upon arrival.  The sooner the better to capture the most accurate depiction of the victim before swelling occurs or clothing is removed during treatment.

· Use a wipe board with patient identification number written on it in each picture to assist in tracking of the patient.

· Record any additional information available on victim such as any part of name they can tell you, estimated age, hair/eye color, clothes description etc.  

Decontamination

This will take longer and will utilize additional staff.  Most children will need assistance, many do not like showers and will resist.  Hospital staff will be needed to decontaminate them.  Whenever possible, try to decontaminate families together, if this is not possible decontaminate separately and plan for reuniting the family in the holding area.

· If possible use warm water in a heated area to avoid rapid heat loss of the pediatric patient.  Consider warming needs after decontamination such as the use of heaters, warming blankets, radiant warmers etc.

· Include as part of the plan a means for decontaminating infants and young children who will need to be carried through the decontamination.  Consider that they will be slippery when they are wet and plan should include a means of safely transporting them via car seats or gurney.  

Drills

Include a sufficient proportion of pediatric victims in drills.  Consider drills that involve pediatric victims exclusively (i.e. a bus accident) to test systems ability to handle a large number of pediatric patients.

·  Include scenarios to deal with locating victims without identification or ability to provide demographic data.

· Include scenarios with family members that accompany the victim as they will become your concern also even if they are not victims that need to be treated.
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