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	Introduction


CBPP Pediatric Task Force Initiative:

Hospital Guidelines for Pediatrics in Disasters

INTRODUCTION
During of a mass casualty or terrorist event, it is recognized that all hospitals, even those that are not pediatric trauma centers or specialized pediatric hospitals, might receive critically ill or injured pediatric patients.   Additionally, it is acknowledged by the health care community of New York City that there has been limited attention to the specific needs of the pediatric population and their families in disaster response preparation. This planning gap has been recognized by the New York City Department of Health and Mental Hygiene (DOHMH).  The Department in turn tasked the Centers for Bioterrorism Preparedness Planning (CBPP)1 to assist the DOHMH in preparing NYC hospitals for the needs of this special population.    

Two CBPPs, the Central Brooklyn Center for Bioterrorism Preparedness Planning and the New York Center for Terrorism/Casualty Preparedness, have been the institutional leaders in this initiative.  The goal of their efforts is to provide hospitals, especially those that do not normally admit children, or have no Pediatric Intensive Care Services or Obstetrical/Newborn services, some useful, proactive planning strategies and tools for providing protection, treatment, and acute care for pediatric patients during a disaster. The following hospital guidelines and recommendations for children in disasters are the first examples of the on-going work of the CBPP Pediatric Task Force. 

STRUCTURE OF CBPP PEDIATRIC TASK FORCE
The CBPP Pediatric Task Force is comprised of pediatric emergency medicine and critical care physicians, social workers, emergency managers, and others with specific training, interest, and experience in pediatric specialty care. The task force met bimonthly during 2005 and 2006 to discuss hospital mass casualty preparedness planning and necessary pediatric-specific care considerations. The role of the Pediatric Task Force has been to provide a pediatric disaster preparedness focus and expert multi-disciplinary advice to hospitals to prepare for pediatric care considerations in the event of a disaster. 

This group met and developed a mission statement at the beginning of 2005:  

"We, the CBPP Pediatric Task Force, under the guidance/auspices of the NYC DOHMH Pediatric Disaster Advisory Group, in an effort to safe-guard the pediatric population, will advise the Healthcare community and NYC agencies on the appropriate planning necessary to ensure the proper care of children and their families in the event of a disaster."

Clear specific outcomes for 2005-2006 project year were developed and agreed on by the entire task force with additional input and approval from DOHMH.  It was the plan of the group to not have too large an initial set of goals so that success could be achieved. The CBPP Pediatric Task Force has been slated by the NYC DOHMH to continue for an additional year, refining and adding to the “Hospital Guidelines for Pediatrics in Disasters,” and addressing other regional pediatric health issues in the future.

FOCUS OF GUIDELINES
At the first meeting of the CBPP Task Force, three groupings of “hospitals of concern” were identified: Hospitals without Pediatric Services, Hospitals without Pediatric Intensive Care Services, and Hospitals without Pediatric Trauma Services. Additionally, ten section topics related to pediatric disaster preparedness were selected: 

· Staffing

· Space and Equipment Needs

· Security

· Transportation Needs

· Training Recommendations

· Psychosocial / Ethical Considerations

· Pediatric Dietary Needs

· Decontamination of Children

· Pharmaceutical Planning

· Pediatric Infection Control Considerations

Although these ten topics are not comprehensive in regard to all aspects of planning for the special needs of the pediatric population, creating some useful expert-reviewed guidance documents and planning tools in these areas would greatly reduce the amount of development and planning time for each individual hospital.  

Individual task members contributed draft documents in the areas of interest and expertise, including literature searches for each area, and reported back to the group.  In the area of Pediatric Disaster Preparedness it was discovered that literature existed, yet most of what was found gave only generalized recommendations.  Contributors have attempted to develop user-friendly “how to” documents with clear and specific suggestions.  Many of the documents were created based on the group member’s own hospital-based experience. Others were adapted from available resources. All drafts have been initially reviewed by task force members with several iterations being created.  

REVIEW PROCESS
All documents created by the task force have had additional review by the NYC DOHMH Pediatric Disaster Advisory Group (PDAG). This advisory group was established to support the efforts of the NYC DOHMH pediatric preparedness and response planning efforts for New York City.  PDAG members include pediatric experts from multiple academic and community hospitals in the New York City metropolitan region, as well as representatives from city and state agencies. The almost 50 members of PDAG reviewed and contributed comments on the following documents, and also made suggested to topics to be addressed by the CBPP Pediatric Task Force and the NYC DOHMH in future.  

	General Recommendations of the CBPP Pediatric Task 

Force Concerning Hospital Planning for Pediatrics during a Disaster


I. All Hospitals Should Plan for Pediatric Patients Arriving during a Disaster

The following document addresses the issues surrounding pediatric emergency care during a disaster.  It is presented under the supposition that all hospitals need to recognize the potential for receiving pediatric patients during a disaster and appropriately plan for pediatric mass casualty care.  In a disaster event, the following may occur:

1. Pediatric patients might present to ANY hospital

2. Critically ill pediatric patients might present to ANY hospital

3. Transfer of patients to specialized hospitals might not be feasible

Therefore, during disasters all hospitals and all providers must be prepared to deliver care to pediatric patients.  During the 9/11 terrorist event, nearly 100 different hospital received patients.  While most of these patients walked, ran, took buses, taxis or boats, the minority waited to be transported by ambulance. Self-evacuating pediatric victims and their care givers will go to the nearest hospital, the most convenient hospital, or the hospital they are most familiar with regardless of the capabilities of that hospital for specialty or pediatric care. 

All hospitals, even those that are not pediatric trauma centers or specialized pediatric hospitals, might receive critically ill or injured children in a mass casualty or disaster event.  Pediatric patients may initially be brought to the nearest centers, as ambulances attempt to expedite their return to the disaster scene to maximize the care of patients.  Even after on-scene triage is established, severely injured children may be brought to the nearest medical centers because the patient is simply too unstable to survive a longer transport time.  Additionally, due to traffic congestion, unsafe conditions, or lack of appropriate vehicles, ambulances may be initially unable to perform more distant transportation.

Each hospital, even hospitals that do not routinely provide pediatric services, needs to plan for the possibility that pediatric patients arriving at their hospital during a disaster might require emergency evaluation, critical care, surgical services, inpatient care, and psychosocial support and should be prepared to offer these services accordingly.
II. Plan for Transport of Pediatric Patients

Hospital centers should address the possibility that the number of pediatric patients requiring admissions might exceed their normal patient capacity or expertise of hospital staff. For those centers without speciality pediatric services, transfer of patients to a center with specialty pediatric services may be necessary. Hospitals should establish relationships with appropriate hospital facilities that do admit pediatric and obstetrical patients, and a Stabilize and Transfer Agreement should be developed with those facilities. 
Consideration for agreements should go beyond traditional network relationships and should include geographical proximity due to the unpredictability of traffic obstructions during the acute phase of a disaster.

III. Plan for Pediatric In-Patient Care if Transport is Delayed

During the first 24 to 48 hours of a disaster involving much of the region, transfer might be difficult or impossible due to local conditions, lack of transport vehicles and personnel, or lack of capacity at pediatric resource hospitals.  Therefore, all hospitals must be prepared to provide emergent pediatric care and in-patient admission, even for critically injured pediatric patients until such time that safe transport can be arranged.  For hospitals without pediatric intensivists or pediatric trauma surgeons, it is recommended that relationships be developed with pediatric intensive care specialists and pediatric trauma surgeons at outside hospitals to provide, at the minimum, telephone consultations or support for admitting physicians.

IV. Survey Staffing for Pediatric Expertise

Physicians, nurses, Social Workers, and other staff in the emergency department (ED) and in-patient areas at a given hospital must have the necessary skill, knowledge and training to provide timely efficient care in the event of a disaster. Many levels of staffing are required including the ability to provide emergency evaluation and treatment of children who may be brought to the ED. Yet, not every hospital has a full complement of pediatric specialists and nurses. 

It is recommended that individual hospitals and networks survey their own staff and admitting physicians to develop a database of personnel with pediatric experience and training.  For example, the Emergency Department physicians may have considerable experience with children; Anesthesiologists and/or Otolaryngologists may be knowledgeable about intubations of children.  

V. Appoint a Pediatric Physician Coordinator and a Pediatric Nursing Coordinator

It is recommended to appoint both a Physician Coordinator for Pediatrics, and a Nursing Coordinator for Pediatrics. These coordinators should serve as a liaison between different internal and external hospital pediatric care committees, provide assistance and support for education of hospital providers affiliated with the ED and assist in the development and use of pediatric hospital protocols and procedures. It is envisioned that these positions would advocate for children’s needs during planning and responding to a disaster involving children.

VI. Increase Pediatric and Disaster Training

Increased numbers of medical staff should be trained to provide appropriate basic pediatric emergency care in Advanced Cardiac Life Support (ACLS), Advanced Trauma Life Support (ATLS), Advanced Pediatric Life Support (APLS), basic disaster education and pediatric disaster drills. Additionally, there are training courses provided by the American Heart Association, called Neonatal Advanced Life Support (NALS) and Pediatric Advanced Life Support (PALS), of which “abridged” versions may be taught to hospital staff on an ongoing basis.  Updates and re-certifications should be arranged as well.  New versions of Chemical, Biological, Radiological, Nuclear, and Explosive (CBRNE) Hazardous Materials Classes should include pediatrics and the specific needs of children and their families during a disaster involving hazardous materials.
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