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REGIONAL PEDIATRIC DISASTER SURGE FRAMEWORK 
Leveraging our region’s assets to care for kids in times of disaster 

 
I. Introduction             

Events across the country and around the world over the last decade have forever changed a 
community’s response to a disaster, including here in the Central Valley. Whether natural or 
man-made, emergencies and disasters are part of the daily reality facing our communities, 
hospitals, first responders, and all who live here. These ‘new realities’ were driving forces in 
the creation of this regional pediatric response framework.   
 
We also know that ‘children are not little adults’ and separate consideration of their needs 
during an emergency is critical. While other parts of California have similar documents, this 
is the first of its kind here in the Valley. We know that this document will require constant 
attention to ensure that it is current but we are confident that this work will be the foundation 
of future conversations. 
 
 

II. Overview of document           
 

This framework was crafted over the course of several years by a small group of hospital staff 
and public health leaders from across the region. 
 
This framework covers both the referral area of Children’s Hospital Central California 
(CHCC) and the seven counties in the California Emergency Management Agency (CAL 
EMA) Mutual Aid Region V (Merced, Mariposa, Madera, Fresno, Kings, Tulare and Kern), 
as well as San Luis Obispo (Region I), Stanislaus (Region IV), and Inyo Counties (Region 
VI).  Some aspects of the framework such as the requesting of resources will occur within the 
CAL EMA Mutual Aid Regions but planning, preparation, education, and coordination can 
apply to the full CHCC service area. The plan accounts for the unique capacities at CHCC as 
well as the strong pediatric capabilities at several other hospitals throughout the region. 
CHCC is the leading regional resource for pediatric specialty and critical care and, for some 
counties, is the primary source of in-patient pediatric care. 
 
It is our intent that this document will serve as the basis for regional and local community 
discussions about pediatric care during a wide-scale disaster.  It is not intended to prescribe 
action, mandate responses or direct activity, but simply to provide a framework for continuing 
collaboration.  As with all plans of this nature, it will require regular review, refinement and 
revisions. 
 

 
Goal 

 
The Steering Committee began this work with the following goals and objectives:  
 
Develop a regional, comprehensive, integrated pediatric preparedness response plan to care 
for kids in the Valley in times of disaster that: 
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♦ Ensure the ‘highest and best’ utilization of and access to our region’s pediatric resources; 
♦ Leverage and maximizes every asset and all levels of capabilities at every hospital, large 

or small, rural or urban, pediatric or adult. 
♦ Strive to equitably maximize the number of children receiving care appropriate for their 

needs during a disaster. 
♦ Recognize and acknowledge that in a major event, demand for pediatric care will likely 

exceed resources and capacity.  Local areas, the region, and/or the State will move from 
individual-based care to population-based care with the focus of saving the maximum 
number of lives possible. 

 
We recognized that a complete plan would consider the capabilities and responses of a 
number of community stakeholders and that, at its core, the hospitals in the region would be at 
the center of any emergency response. 
 

 
 
 
Objectives of this project 
 
1. Conduct comprehensive assessment of the capabilities of every hospital to care for kids in 

time of disaster. 
2. Define roles and accountabilities of all involved in a pediatric disaster response. 
3. Create a pediatric preparedness response plan built on type of disaster; immediate, mid-

range, and long-term care needs; age group of children; and other relevant factors. 
4. Determine resource needs related to pediatric equipment, supplies and pharmaceuticals by 

tiered hospital type.  Research Hospital Preparedness Program and Public Health 
Emergency Preparedness (HPP/PHEP) funding capability to meet these needs. 

5. Determine pediatric education needs (e.g. “just in time”, pocket resources, training, 
regional exercises) by hospital. Research HPP/PHEP funding capability to meet these 
needs. 

6. Engage physicians, community clinics and others in the development of this plan to 
ensure that we ‘leave no stone unturned’ in caring for our kids in times of trouble. 

  

Hospitals /Field 
Clinical 
Environment of 
Care / Facilities / 
Safety 

Operational 
Area Resources 
Public Health 
EMS 

State & Regional 
Resources 

Regional Disaster 
Medical Health 
Program 
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III. Principles guiding the plan development 
 

Principles guiding our work 
 
♦ Pediatric specialty and intensive care services are a regional resource. Collaborative 

planning will strive to equitably provide an appropriate level of care for children from all 
across the region. This planning needs to be done from a population perspective.   

♦ The goal is to get children to the right place for the right care as quickly as possible during 
a disaster. 

♦ During a disaster, providing care for children is the responsibility of every hospital, 
provider, and agency in the region. A disaster (regardless of its nature) changes the rules 
and challenges the ‘comfort level’ of every hospital and provider. All hospitals in the 
region will need to be prepared to admit pediatric patients, presumably of lower acuity. 

♦ This framework acknowledges that coordinated transportation is an integral part of the 
regions disaster response. 

♦ The framework also acknowledges that there will be a need to conserve higher-level 
capacity by repatriating patients from higher-acuity facilities to lower-acuity facilities 

♦ The care a child receives in the first few hours following a disaster has a huge impact on 
the ultimate outcome. 

♦ Our youngest patients and children with special health care needs require special attention. 
The plan will focus on addressing the needs of children 14 and under. 

♦ An effective pediatric preparedness plan will balance both an ‘all-hazard approach’ with 
specific needs during a variety of events and the continuum of care from initial triage. 

♦ The nature of a disaster will determine the basic response. Our region’s plan will be based 
on defined outcomes, roles of stakeholders, implementation strategies and clear 
communication channels. 

♦ Children come with adults so attention to the care of both is important. 
♦ The framework will encompass the full catchment area of CHCC while recognizing that 

some processes will be undertaken through the CAL EMA Mutual Aid Region V with 
coordination with other affected Mutual Aid Regions and CAL EMA. 

 
 

IV. Methodology of plan development 
 

During a five-month period from October 2010 to March 2011 a subcommittee of the Disaster 
Medical/Health Response Group of Fresno, Madera, Kings and Tulare Counties undertook a 
survey of general acute care hospitals in ten counties within the CHCC catchment area. The 
purpose of the survey was to assess the capacity and capabilities of hospitals in the catchment 
area to care for pediatric victims during a large scale disaster. The main hypothesis of the 
study was that at some point during a very large scale disaster, an unprecedented number of 
pediatric victims might overwhelm the normal resources available to care for them and that 
hospitals not accustomed to caring for large numbers of children would be called upon to do 
so. 
 
A 31-question survey instrument (Appendix L) was developed, based on a similar survey 
done by the Alameda and Contra Costa Health Departments in 2009. Survey links were sent 
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to hospital disaster coordinators in 39 hospitals in the catchment area and responses were 
collected via Survey Monkey. Specialty hospitals, such as rehabilitation and government 
facilities, were not included in the survey. 
 
Thirty-five hospitals completed the survey. As needed, follow-up calls were made to 
encourage completion of the survey or to clarify responses.   

 
 
V. Snapshot of the region 

 
This plan addresses the counties in the service area of CHCC. These include the seven 
counties in the Region V area of Central California: Kern, Tulare, Kings, Mariposa, Merced, 
Fresno, and Madera as well as the counties of San Luis Obispo, Stanislaus, and Inyo.  
 
On a population basis, pediatric inpatient capacity in the region is much more limited than 
adult inpatient capacity. Higher-acuity inpatient pediatric services are geographically 
clustered in a few locations in the region. 
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a. Demographics 

 
For reference purposes, the 2010 census reports the pediatric population for the 
affected counties is as follows: 

 

County 
Pediatric (0-5 

years) 
population 

% 
Pediatric (0-

18 years) 
population 

% 
Total 

County 
Population 

Fresno 79,088 8.5% 277,274 29.8% 930,450 
Inyo 1,076 5.8% 3,895 21.0% 18,546 
Kern 73,048 8.7% 254,408 30.3% 839,631 
Kings 12,850 8.4% 42,529 27.8% 152,982 

Madera 11,918 7.9% 42,846 28.4% 150,865 
Mariposa 767 4.2% 3,249 17.8% 18,251 
Merced 22,254 8.7% 80,574 31.5% 255,793 

San Luis Obispo 13,212 4.9% 50,961 18.9% 269,637 
Stanislaus 39,613 7.7% 147,133 28.6% 514,453 

Tulare 41,123 9.3% 144,150 32.6% 442,179 
TOTALS 295,822 8.2% 1,050,052 29.1% 3,607,096 

 
 

b. Adult trauma centers 
 

There are three trauma centers in Region V: Community Regional Medical Center 
(Fresno County) Level 1; Kern Medical Center (Kern County) Level 2; and Kaweah 
Delta Medical Center (Tulare County) Level 2. Within the CHCC service area, there 
are two additional Level 2 trauma centers, both in Stanislaus County: Doctors Medical 
Center and Memorial Medical Center.  

 
 

c. Pediatric bed capacity  
 

Licensed Beds 
Among hospitals completing the survey, 12 indicated that they have licensed pediatric 
beds.  Together those hospitals have a total of 366 beds, 200 of which are at CHCC. 
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Table 1 
Distribution of Hospital Beds by Type, Responding Hospitals 

 

 CHCC All other 
hospitals Total 

ED 50 716 766 
Medical/Surgical 0 4,133 4,133 

ICU/CCU 0 595 595 
Pediatric 200 166 366 

PICU 42 8 50 
NICU 106 267 373 

TOTAL 398 5,885 6,283 
 
Surveyed hospitals reported a total of 50 pediatric intensive care unit (PICU) beds, 42 at 
CHCC and 8 at Bakersfield Memorial. Sixteen hospitals reported a total of 394 neonatal 
intensive care unit (NICU) beds. Eighteen of these beds are operated by CHCC in three 
offsite locations: St. Agnes Medical Center (6 beds), Mercy Medical Center Merced (8 
beds) and Hanford (4 beds).  
 
Four hospitals did not respond to the survey. Together they represent an additional 924 
beds, 10 of which are pediatric beds and 25 of which are NICU beds. 

 
Table 2 

Additional Hospital Beds by Type, Non-Responding Hospitals 
 

 San Luis 
Obispo 

Stanislaus 
Co. Total 

ED 23 115 138 
Medical/Surgical 94 572 666 

ICU/CCU 18 67 85 
Pediatric 0 10 10 

PICU 0 0 0 
NICU 0 25 25 

TOTAL 135 789 924 
 
 

The number of reported beds in each county ranges from a low of 22 in Mariposa County 
to a high of 1390 beds in Kern County. Three counties, Kings, Mariposa and Merced, 
have no licensed pediatric beds. Inyo and Mariposa have no NICU beds. 
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Table 3 

Distribution of Licensed Beds by County 
Hospitals Completing Survey 

 
 Emergency Med/Surg ICU/CCU Pediatric PICU NICU TOTAL 
Fresno 176 881 150 8 0 92 1,307 
Inyo 7 17 4 4 0 0 32 
Kern 136 936 166 58 8 86 1,390 
Kings 30 211 26 0 0 4 271 
Madera 66 73 10 200 42 88 471 
Mariposa 4 18 0 0 0 0 22 
Merced 37 196 24 0 0 8 265 
SLO 59 213 53 12 0 22 359 
Stanislaus 179 989 103 34 0 70 1,375 
Tulare 72 599 59 50 0 15 795 

TOTAL 766 4,133 595 366 50 385 6,287 
 

Surge Capacity 
 
Hospitals were asked how many inpatient and ED surge beds they estimated they could 
set up during a disaster, using only beds or cots currently on site. These numbers do not 
include possible surge beds at non-reporting hospitals. 

 
Table 4 

Estimated Number of Available Surge Beds, by County 
Hospitals Completing Survey 

 
County Inpatient Emergency 

Fresno 394 149 
Inyo 25 9 
Kern 496 280 
Kings 114 19 
Madera *349 8 
Mariposa 2 10 
Merced 93 27 
SLO 80 32 
Stanislaus 20 5 
Tulare 429 40 

TOTAL 2,002 579 
 
*308 beds are at Children’s Hospital Central California 
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Pediatric Admissions 
 
Table 5 displays the number of inpatient admissions and Emergency Department visits in 
2010 by county. 

 
Table 5 

Inpatient Admissions and Emergency Department Visits 
By County, 2010 

(Reporting Hospitals) 
 

       ------Inpatient Admissions----------     -------------------ED Visits---------------- 
 Total Peds % Peds Total Peds % Peds 

Fresno 89,967 12,050 13% 308,357 37,114 12% 
Inyo 904 57 6% 7,559 756 10% 
Kern 71,901 3,251 5% 277,877 77,173 28% 
Kings 8,374 929 11% 30,365 10,215 34% 
Madera 20,146 6,686 33% 113,085 72,207 64% 
Mariposa 278 3 1% 5,302 1,060 20% 
Merced 11,763 518 4% 83,060 25,139 30% 
SLO 13,820 476 3% 56,602 8,371 15% 
Stanislaus 18,291 1,102 6% 92,266 0 0% 
Tulare 37,671 1,618 4% 133,128 37,469 28% 

Total 273,115 26,690 10% 1,107,601 269,504 24% 
 
 

Twenty-five of the 36 responding hospitals currently admit children as inpatients, which 
accounts for about 10% of all inpatient admissions in the catchment area. Nearly 25% of 
all Emergency Department visits are for children; all but 3 hospitals reported pediatric ED 
visits during the past year. 
 
All but nine hospitals completing the survey reported that they sometimes admit children 
as inpatients. Among the 35 hospitals responding to the survey, 54% said they care for 
neonates (Table 6); 49% care for children one month to two years old; 51% care for 
children 2 to 5 years old; and 57% admit children aged 6 to 13 years. Nearly 80% care for 
children over the age of 14. 

 
Table 6 

Percentage of Responding Hospitals that Care for Children 
By Age Group 

 
Age Group No. Pct. 

Neonate to 28 days 19 54% 
1 month to 24 months 17 49% 

2 years to 5 years 18 51% 
6 years to 13 years 20 57% 
14 or more years 27 77% 
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Twenty-one of the 35 hospitals responding to the survey indicated that they admit 
pediatric patients to adult beds. Eight of these hospitals do so within the context of an 
organized pediatric service. Only 16 hospitals have developed written protocols (care 
pathways) for the treatment of pediatric patients.  
 
Of the 20 hospitals without licensed pediatric beds, 14 admit children to adult beds, 
though six of these facilities reported they had not admitted any pediatric cases during the 
past year.  All 10 of the hospitals without licensed pediatric beds that admitted pediatric 
cases during the past year require at least PALS training for their physicians, their nurses, 
or both. 
 
Six of the 15 hospitals that do have pediatric beds also admit children to adult beds; all but 
two of the 15 reported that they have an organized pediatric service.   
 
Four of the hospitals surveyed have a Pediatric Trauma Service and 12 have developed 
pediatric clinical pathways. 
 
Disposition of Pediatric Patients 
 
In order to assess current pediatric referral patterns, hospitals were asked what the likely 
disposition of pediatric patients of different types who presented at their hospitals would 
be.   
 

Table 7 
Likely Disposition of Pediatric Patients 

By Patient Type 
 

 Admit to 
hospital 
pediatric 

unit 

Admit to 
hospital 

designated 
non-pediatric 

unit 

Admit to 
Hospital 

PICU 

Admit to 
Hospital 

adult ICU 

Transfer 
/other 

Pediatric medical 
patients needing 
routine inpatient 
care 

 
14 

 
10 

 
0 

 
0 

 
10 

Pediatric medical 
patients needing 
intensive care 

 
2 

 
0 

 
1 

 
1 

 
30 

Pediatric trauma 
patients needing 
routine inpatient 
care 

 
3 

 
7 

 
0 

 
0 

 
24 

Pediatric trauma 
patients needing 
intensive care 

 
0 

 
0 

 
1 

 
1 

 
32 
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Routine pediatric medical cases are most likely to be admitted, to either the hospital’s 
licensed or dedicated pediatric unit.  Only 10 hospitals would transfer the patient to 
another facility.  Hospitals with more than 100 beds are less likely than smaller hospitals 
to transfer routine medical cases, opting instead to admit peds to their licensed peds units 
or their designated units.  Only 2 said they’d transfer such patients to another facility. 
 
Pediatric medical patients needing intensive care would be handled quite differently. All 
but four hospitals, two of which have PICUs, said they would most likely transfer the 
patient to a higher level of care. 
 
Most hospitals are unable or unwilling to care for pediatric trauma cases.  While 10 
hospitals would likely admit a routine trauma case, only the two facilities with PICUs 
would admit a trauma patient requiring intensive care. 

 
Summary of Survey Findings 

 
1. About 10% of hospital admissions and 24% of emergency department visits of hospitals 

completing the survey are for children. 
 

2. A third of the hospitals have licensed pediatric beds, though about 70% provide inpatient 
pediatric care. 
 

3. In an emergency, hospitals would be able to add 2002 inpatient surge beds and 479 ED 
surge beds using beds and cots already on-site.  These beds would be used for both adult 
and pediatric patients. 
 

4. Only about half of hospitals admit children under 14 as inpatients, but 80% admit children 
14 and over. 
 

5. Hospitals without licensed pediatric beds admit children to either non-licensed, dedicated 
pediatric units or to adult beds. 
 

6. Hospitals are more likely to admit routine medical pediatric cases than to transfer them 
out.  By contrast, trauma and intensive care cases are much more likely to be transferred 
to a higher level of care. 
 

7. Most hospitals require at least some minimal level of pediatric training for physicians, 
nurses, or both, typically PALS.  Nearly all responding facilities indicated that pediatric 
training is inadequate and that they would like more. 

 
8. There are fewer than 500 pediatric or dual-purpose pediatric/adult ventilators among the 

hospitals that completed the survey.  The bulk of these are at Children’s Hospital.  Six 
hospitals have no ventilators that can be used for children. 
 

9. Most hospitals have access 24 hours a day to physicians, respiratory therapists, 
pharmacists and nutritionists capable of meeting the unique needs of children. 
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10. Very few hospitals have written plans for child safety and tracking during a disaster.  

Similarly, few have written family unification plans. 
 

11. Only three hospitals have written protocols for the decontamination of children, though 
almost all have access to heated water for pediatric decontamination. 

 
 
VI. Segmenting the pediatric population for the purposes of this plan 

 
Just as we know that ‘kids are not little adults,’ we also know that the medical needs of 
specific age ranges of children are unique. During a disaster, it is certain that adult acute care 
hospitals will be providing care for children…something they may or may not do on a daily 
basis.  
 
For this plan, we offer the following age groups as a way for hospitals to begin to think about 
their own pediatric response capability. 

a. Neonate - 28 days;  
b. Infants/toddlers - 1 month - 24 months; toddlers/preschoolers 2 - 5 yrs; and school-

aged kids 6 - 13;  
c. Children over 14; and 
d. Children with underlying complex medical conditions.  (It is important to note that 

some children with special needs who are over 14 (chronic pediatric conditions 
such as cystic fibrosis, cerebral palsy, and others) will likely require specialized 
attention during a disaster.) 

 
 
VII. Medical response 

 
In a disaster, all hospitals must be prepared to receive trauma victims, burn victims and 
children, regardless of service capabilities. This plan is built on the assumption that sending 
all kids to CHCC will not be an option in the most severe disasters/emergencies.  The chart in 
Appendix A provides an overview of resource capability throughout the service area.  

 
Pediatric patients represent the healthiest segment of our population but also present special 
clinical needs that are very different from adult patients.  As such, non-pediatric “adult” 
hospitals throughout the CHCC referral area are normally presented with relatively few 
pediatric patients to care for – not enough for many to justify significant clinical pediatric 
specialty within their hospitals.  Rather, as the recent study indicates, most refer all but the 
lowest acuity patients to CHCC for best clinical outcomes. 
 
If the hospitals within the service area become significantly impacted and cannot accept or 
find appropriate alternate placement for all of the referred pediatric patients, non-pediatric 
hospitals throughout the area will necessarily be required to care for pediatric patients that 
they typically do not.  Such a situation, by its very nature, will impact public health 
throughout the area.   
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The requesting of resources during a disaster will follow processes within CAL EMA Mutual 
Aid Regions and will require communication between regions.  Coordinating the care and 
disaster response across such a vast area and involving so many different agencies/entities 
will be particularly challenging – yet critically important to try to provide the best care to as 
many children as possible in an equitable and orderly manner.  
 
The regional activities include but are not limited to: 

 
• Collect real time information from all hospitals throughout the area regarding patient 

counts, hospital needs, etc. (provided by hospitals to the LEMSAs, i.e. HAVBED) 
• Determine the admitting criteria/acuity levels for admission to CHCC vs. non-pediatric 

hospitals. (CHCC, EMTALA waiver, physician to physician transfer, PHD guidance 
based on the event) It is recognized that there is no formalized process or regional entity 
within the service area to perform this function at the present time.  This is considered one 
of the recognized gaps and opportunities for future consideration.   

• Provide appropriate communication to both the health care community and the general 
public. (Public Health Department, LEMSA, Joint Information Center) 

• Assist in providing clinical assistance, i.e. clinical pathways, pediatric clinical 
consultation, etc. to those hospitals providing care to more acute pediatric patients than 
they typically do. (CHCC) 

• Work together within the Regional/State/Federal disaster response to aid in acquiring and 
distributing resources as needed.  (SEMS) 

 
A. Transition to SEMS (Standardized Emergency Management System) 

  
 The primary assumption for SEMS is that an event has reached an Emergency System 

Activation Level 2 or 3 event as defined in the California Public Health and Medical 
Emergency Operations Manual (EOM, see table below) outside of traditional general 
acute care facility day to day operations. It should be noted an event does not need to 
reach an ESA Level 2 or 3 event prior to using these guidelines. Once an event has 
become an Unusual Event, as described in Unusual Event, the user should evaluate the 
incident and determine if the use of the framework is appropriate for the event. 

 
The second assumption understands general acute care facilities have exhausted all day-
to-day agreements, MOUs and vendor agreements prior to use of the SEMS processes. 
Moreover, general acute care facilities have exhausted any and all secondary transfer 
agreements. It should also be understood this document does not supersede any of the day-
to-day general acute care facilities and/or pre-hospital processes such as code triage and 
Local Emergency Medical Services Agency (LEMSA) pre-hospital destination policies.  
 
The last assumption is once SEMS is in process, stakeholders understand that all 
resources, including patient movement and bed availability, will be coordinated through 
the proper emergency management channels as defined in both the Standardized 
Emergency Management System (SEMS) and the EOM.  
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B. Incident Considerations for entry into SEMS 
 

1. Unusual Event is defined as an incident that significantly impacts or threatens public 
health, environmental health or emergency medical services.  An unusual event may 
be self-limiting or a precursor to emergency system activation. (EOM) 

 
Criteria for an Unusual Event 
 The incident significantly impacts or is anticipated to impact public health or safety  
 The incident disrupts or is anticipated to disrupt the Public Health and Medical System 
 Resources are needed or anticipated to be needed beyond the capabilities of the 

Operational Area, including those resources available through existing agreements 
(day-to-day agreements, memoranda of understanding, or other emergency assistance 
agreements) 

 The incident produces media attention or is politically sensitive  
 

2. Emergency System Activation is defined when, Hospital Command Centers (HCCs), 
Department Operations Centers (DOCs) and/or Emergency Operations Center (EOCs), 
are activated within the Operational Area (OA). (EOM)  
 
 

Level 1 

Requires resources or distribution of patients 
within the affected Operational Area only or as 
available from other Operational Areas through 
existing agreements (including day-to-day 
agreements, memoranda of understanding or 
other emergency assistance agreements).  

Level 2 

Requires resources from Operational Areas 
within the Mutual Aid Region beyond existing 
agreements (including day-to-day agreements, 
memoranda of understanding or other 
emergency assistance agreements) and may 
include the need for distribution of patients to 
other Operational Areas.  

Level 3 

Requires resources or distribution of patients 
beyond the Mutual Aid Region. May include 
resources from other Mutual Aid Regions, State 
or federal resources.  

 
C. Utilization of SEMS 
 

1. Each incident will be dependent upon the resources contained within the OA. It should 
be understood each OA has some capacity and capabilities to care for the sick and 
injured child.  
 

2. Once an HCC has exhausted all capacity and capabilities to care for the sick and 
injured child, the HCC should contact the Medical/Health Operational Area 
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Coordinator (MHOAC) or his/her designee. HCC should then make any requests for 
resources through the MHOAC Program. Resource requests can range from 
durable and non-durable medical goods, pharmaceuticals, bed availability and 
transport resources. 
 

3. Once the MHOAC Program has received a resource request from an HCC(s), the 
MHOAC Program will attempt to fill the request through day to day agreements, 
MOUs and vendor agreements within the OA. The status of the resource request will 
be communicated to the HCC(s). 
 

4. If the MHOAC Program is unable to fill the resource request from within the OA, the 
MHOAC Program will contact the Regional Disaster Medical/Health Coordinator 
(RDMHC) Program for assistance.   

 
 
VIII. Pediatric Transports/Transfers (Reference:  Emergency Medical Services Authority, 

California Health and Human Services Agency, “Guidelines for Pediatric Inter-facility 
Transport Program”, EMSA #181, Revised 2012_ 

 
The Pediatric Disaster Surge Framework will follow the normal pre-hospital and hospital 
inter-facility transfer processes. For example, regardless of immediate event, such as mass 
casualty vehicle accident, or long term event, pandemic influenza, the transporting ambulance 
shall adhere to local pre-hospital destination policies established by the LEMSA. The LEMSA 
does have the authority to change pre-hospital destination policies if the event warrants.  
 
If the event should require movement of patients from general acute care facilities to either 
other general acute care facilities or specialty hospitals such as CHCC, the sending facility 
shall follow the normal, EMTALA compliant, inter-facility transfer processes.   
 
Only when the sending facility has exhausted existing processes, the facility will contact the 
MHOAC Program for transport and bed space coordination. 
 
During a disaster, the management of patient transfers will require continual assessment and 
reassessment of demand, bed availability, and acuity needs. All hospitals will need to consider 
the downgrading, repatriation, transfer and/or potential discharge of existing patients where 
appropriate as part of their surge plan to allow for decompression.  For instance, if facilities 
are able to accept and care for lower acuity pediatric patients, this may provide for 
decompression to occur at a higher level facility to care for higher acuity pediatric patients. 
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IX. Staffing recommendations for pediatrics in a disaster for hospitals without significant 
pediatric services or staff (as adapted from the Hospital Guidelines for Management of 
Pediatric Patients in Disasters, King County WA)  

 
A. Pre-identify hospital staff with specialty skills or experience with pediatric patients  

♦ Emergency medicine, pediatrics, family medicine  
♦ Anesthesia, ENT, pediatric surgery, trauma surgery, general surgery, orthopedics, 

urology, neurosurgery, thoracic surgery  
♦ Nurses, PAs, NPs from EDs, ORs, PACUs, ICUs, inpatient units & outpatient clinics  

 
B. Develop call-down and notification procedures for all staff identified  

 
C. Create key pediatric positions for response in a disaster event; add to your hospital’s 

Disaster/ Emergency Response Plan  
♦ Physician Coordinator for Pediatric Emergency Care in a Disaster  
♦ Nursing Coordinator for Pediatric Emergency Care in a Disaster  
♦ Pediatric Safe Area Coordinator (Job Action Sheet in Appendix J)  
♦ Pediatric Logistics Unit Leader (Job Action Sheet in Appendix J)  
♦ Pediatric Services Unit Leader (Job Action Sheet in Appendix J)  
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X. Training and education 
 

Training 
During a serious emergency, staff in community hospitals without pediatric units would likely 
call upon to care for children.  The survey asked hospitals whether they thought the current 
pediatric training for physicians and nurses was adequate for such a circumstance.  Twenty-
seven facilities said their nurses didn’t have enough pediatric training and would like more.  
Twenty-six said the same in reference to their physicians.  
 
Hospitals were asked which of eight common pediatric training courses are required of their 
staff. Nurses are most likely required by their hospitals to have training in PALS, APLS, NRP 
and STABLE.  Physicians are most likely required to be trained in ATLS and PALS.  Only 
20% of reporting hospitals require physicians to have training in neonatal resuscitation.  
Respiratory therapists are most likely required to have training in PALS and NRP. 

 
Table 8 

Required Pediatric Training by Course and Provider Type 

Training Name 
Hospitals 
Requiring 

this Training 

Required 
for 

Physicians 

Required 
for Nurses 

Required for 
Respiratory 
Therapists 

Pediatric Advanced Life 
Support (PALS) 

33 22 32 21 

Advanced Pediatric Life 
Support (APLS) 

6 4 6 4 

Pediatric Emergency 
Assessment, Recognition, 
and Stabilization (PEARS) 

1 1 1 1 

Pediatric Basic Trauma Life 
Support (PBTLS) 

1 1 1 0 

Emergency Nurse Pediatric 
Course (ENPC) 

3 0 3 0 

Pediatric Education for 
Prehospital Prof. (PEPP) 

0 0 0 0 

Neonatal Resuscitation 
Program (NRP) 

10 8 15 16 

STABLE Program 
 

7 2 7 4 

Advanced Trauma Life 
Support (ATLS) 

12 12 6 3 

 
Supportive Services 
Collectively the hospitals have 465 ventilators for pediatric patients. Of those, 106 are at 
CHCC.  Thirty-one of 35 reporting hospitals have access to a respiratory therapist 
experienced and competent in caring for pediatric patients 24 hours a day. Twenty-nine have 
24-hour a day access to pharmacists who are experienced in compounding and dispensing 
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pediatric medications, and 20 of the hospitals have 24 hour a day access to a nutritionist 
experienced with preparing pediatric diet plans. 
 
Access to Board Certified Physicians 
While 28 of 35 hospital emergency departments reported having 24-hour a day access to a 
board-certified emergency medicine physician, only nine have access to a board-certified 
pediatric emergency medicine physician. Twenty-two have 24-hour access to a board-certified 
pediatrician. Only 12 have written protocols specifying conditions under which a pediatrician 
would be called to the hospital's emergency department. 
 

XI. Pediatric security issues, patient tracking, family reunification and legal issues (adapted 
from Seattle & King County plan) 

 
A. Pediatric Security Issues  
 

1. Develop a Pediatric Tracking System that addresses both the accompanied and 
unaccompanied child. 

2. Develop a protocol to rapidly identify and protect displaced children. Routine use of 
such a protocol in day-to-day operations will increase its efficient and effective use in 
a disaster scenario.  

3. Create a Child ID document to record any key identifying information about children 
or use in later tracking or reunion with caregivers.  

4. Create Pediatric Safe Areas that will serve as a holding area for uninjured, displaced or 
released children awaiting adult caregivers. A Pediatric Safe Area Checklist has been 
provided in the Appendix D to assist in the establishment of such areas.  

5. Identify a Pediatric Safe Area (PSA) Coordinator who will assume the responsibility 
of setting up and supervising the pediatric safe area in the event of a disaster. Consider 
using non-medical personnel such as social work, child life or a qualified volunteer. 
Included in Appendix J is a Sample Job Action Sheet which outlines the PSA 
Coordinator position.  

6. Create and use a Pediatric Safe Area registry sheet to document activity, such as 
transfer status, location, and final disposition, regarding the child. Example is included 
in appendices.  

 
Resources included in appendices:  
Pediatric Safe Area Coordinator Job Action Sheet  Appendix J 
Pediatric Safe Area Checklist    Appendix J 
Pediatric Safe Area Registry Sheet    Appendix J 

 
B. Hospital Family Information and Support Center (FISC) 
  

Primary functions:  
1. Provide accurate information to family members through statements issued by the 

hospital’s patient information officer:  
a. Facilitate family access to appropriate community resource (Red Cross, United Way, 

211) 
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b. Coordinate communication with local law enforcement   
2. Provide psychological first aid to distraught families  
3. Provide escort and “comfort” services to families  
4. Provide temporary childcare for well children of the injured or family members who need 

to assist the injured.  
5. Assist with patient location and reunification of family within the hospital.  
6. Assist in contacting family members to arrange care of children present at hospital.  
7. Assist in making in-place shelter arrangements or community placement of children for 

those who do not have a safe place to be or a family member who can care for them.  
8. Provide communications needs for families (phones, e-mail)  
9. Protect families from intrusion by media or curious bystanders  
10. Enable medical staff to concentrate on treatment of casualties  

 
Ideal set-up of FISC  
1. Large reception area with conveniently located restroom facilities  
2. Information desk with message center and phone, fax and computer connections  
3. Photograph/identification room with limited access (close relatives only)  
4. Private consultation rooms with table, chairs, telephone, tissues, trash can.  
5. Pediatric Safe Area (see Pediatric Security, page 5)  

 
Families need to be provided with the most up to date information available in a supportive 
and safe environment. Upon arrival to the FISC, families are logged in either via an electronic 
database or sign-in book. Registered families are reviewed periodically to update with 
information coming into the FISC. Assign a social worker, or other support staff, to families 
that are identified as exhibiting overt psychological upset or need to be given bad news.  

 
Identification of identified or unidentified victims/ family members  
1. Personal details and pictures of surviving victims are sent to the FISC electronically or via 

fax or runners from the ED, ICU and EMS  
2. Information is included on all unaccompanied children, both the uninjured and those 

receiving medical treatment  
3. Adults coming to the hospital to claim children must show I.D.; ideally, they should bring 

a picture which includes the adult with the child, such as a family photograph.  
 

Recommended FISC staffing  
1. Coordinator  
2. Patient Information Officer  
3. Runners  
4. Trained and pre-screened volunteers  
5. Security  
6. Translators as needed  
7. Professional staff (spiritual care, social services) 
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C. Legal Considerations 
 

Having hospital policies and procedures in place prior to an event will eliminate a large 
amount of confusion and many questions. Some decisions will depend on directives issued by 
the public health department and other government officials, including changes in standards 
of care. The following are legal questions and issues that may arise during a disaster and 
should be discussed and clarified to the extent possible in hospital planning:  

♦ For unaccompanied children during a disaster, consent is not needed to treat for a life 
or limb-threatening situation. Will parental consent be needed to treat a child victim 
with minor injuries or with psychological injuries?  

♦ Is parental consent required to decontaminate an unaccompanied child? What if a 
child is asymptomatic? What if a child is refusing treatment?  

♦ What medical or social information can or should be released and to whom during a 
disaster?  

♦ Check HIPAA rules and your legal counsel concerning the unidentified patient locator 
protocols, such as posting photographs of unidentified children.  

♦ Who can children be released to and, if not the parent or caregiver, what permission or 
information is needed? What is your protocol for releasing children if no legal 
guardian or parent can be found or if no permission document is provided?  

 
 

XII. Infection Control Issues in a Communicable Disease Emergency  
 

Point of Entry Measures  
♦ Place respiratory etiquette signs prominently in entry and waiting areas  
♦ Instruct screening, triage and reception staff regarding disease symptoms, mode of 

transmission and exposure control measures as advised by Public Health  
♦ Screen to identify symptomatic patients at point of entry to implement exposure 

control measures  
♦ Instruct and supervise patients and caregivers in respiratory etiquette & hand hygiene 

and other infection and exposure control measures  
♦ Provide adequate supplies of tissues and an easy way of disposing used tissues  
♦ Mask symptomatic adults and, when feasible, symptomatic children (usually ≥ age 3)  
♦ Separate persons with symptoms from those without (exception: adult caregivers who 

may need to remain with ill children for care and/or comfort)  
♦ Separate contacts of ill people from those who have not been exposed  

• Ideal separation management: symptomatic individual in single room  
• Minimal management: symptomatic individuals, masked and separated by 3+ feet  
• When masking is not possible, emphasize importance of respiratory etiquette and 

hand hygiene.  
• Cohort symptomatic individuals (masked and unmasked) in an area which has a 

door that can be closed and which is large enough to permit social distancing  
♦ Ideally include symptomatic unmasked children after diagnosis is confirmed  
♦ If confirmation is not possible, make decisions according to symptoms and 

epidemiology  
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• Conduct contact identification procedures among persons accompanying an ill 
individual  

• Instruct, observe and supervise to ensure appropriate infection and exposure 
control measures are being followed by cases, contacts, personnel and caregivers  

 
Management of Asymptomatic Exposed Children and Adults  
♦ Issue hospital identification bands to all children; include parent/caregiver information 

and contact status  
♦ Cohort asymptomatic children and asymptomatic caregivers who have experienced the 

same exposure  
♦ Keep group size as small as is practical and promote social distancing (3+ feet apart)  
♦ Create a log to list all persons, including staff, who enter the cohort setting  
♦ Include date, name and brief ID info, time in/time out, information about further 

exposures within the cohort, including date, time, duration of exposure and name of 
person with symptoms  

♦ Promote frequent and thorough hand-washing with soap and water or use of alcohol-based 
hand sanitizer  

♦ Discourage sharing of toys unless washed and disinfected first  
♦ Establish routine for cleaning environmental surfaces, including transport equipment  

 
Procedures for Inpatient Units  
♦ Maintain a log of personnel assigned to persons who are ill.  
♦ Monitor personnel for symptom onset.  
♦ Increase frequency of environmental cleaning throughout unit.  
♦ Develop a visiting protocol, including limiting duration and number of visitors and PPE  

 
 
XIII. Pediatric Dietary Needs   
 

♦ Maintain a 5-day food supply for pediatric patients (both healthy children and those with 
special dietary needs) for use during an emergency.  

♦ Maintain Memoranda of Understanding (MOUs) with nearby stores for immediate 
delivery of groceries, pharmacies and medical supplies.  

♦ Sample pediatric menus are included in Appendix K. 
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PEDIATRIC DIETARY RECOMMENDATIONS 
Healthy Children 

0-6 months 6 months to 1 year 1 to2 years 2 years and 
above 

Breast-fed or formula-fed 
by bottle only.  
Comments: Some breast-
fed children may not 
immediately take bottle-
feeding. Continue to 
feed; eventually the child 
will feed from the bottle.  
Recommendation: 
Ready-to-feed formula is 
preferred since it is 
immediately ready for use 
and requires no 
refrigeration or 
preparation. However, 
powdered baby formula 
may be used as well. 
Powdered formula will 
have a longer shelf life.  

6-9 months – baby 
cereal, jarred baby 
food or mashed table 
food is appropriate – 
along with formula 
or breast milk  
9-12 months – soft, 
bite sized pieces of 
foods, i.e. 
vegetables, mashed 
potatoes, and meats 
– along with formula 
or breast milk  

This age group eats 
table food. Young 
children will need 
soft bite-sized 
foods – along with 
milk.  
Avoid foods that 
can cause choking 
such as hot dogs, 
grapes, chunks of 
meat unless cut in 
pea size pieces  
Hydration: Water  
Pedialyte  

This age group 
eats table food. 
Young children 
will need finger 
foods – along 
with milk.  
Avoid foods 
that can cause 
choking such as 
hot dogs, 
grapes, for 
youngest 
children.  
Hydration: 
Water Pedialyte  

 
 
XIV. Future opportunities and gaps 
 

As our region works with this document, no doubt that future opportunities to update, expand 
and refine this framework will emerge. Possibilities include: 

• Regional education (including “JIT” training, consultations, other) 
• Enhanced regional systems for monitoring pediatric bed availability during a disaster 
• Expansion of this framework to include specialty hospitals, military facilities, 

physician practices and community clinics 
• Additional planning for transport of pediatric patients during a disaster 
• Determine admitting criteria to specialty care when demand exceeds capacity 
• Expand local responses to pediatric disasters (individualized by County) 
• Develop strategies to sustain regional pediatric disaster planning 
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XV. Resources 

A. Hospital Council of Northern and Central California www.hospitalcouncil.net  
This site will house the pediatric disaster plan, Steering Committee meeting 
agendas/summaries, and other regional materials. 

B. EMSC Pediatric Disaster Preparedness Guidelines: Hospitals 
http://www.emsa.ca.gov/pubs/docs/EMSA198.pdf  

C. Children’s Hospital Central California  www.childrenscentralcal.org    
D. Children’s Hospital Los Angeles www.chladisastercenter.org  
E. Contra Costa EMS for Children  http://cchealth.org/ems/emsc-disaster-prepare.php   
F. Hospital Guidelines for Management of Pediatric Patients in Disasters (Seattle and King 

County plan) http://www.kingcountyhealthcarecoalition.org/media/PediatricToolkit.pdf  
G. Los Angeles County Pediatric Surge Plan Pocket Guide: 

http://publichealth.lacounty.gov/eprp/docs/Emergency%20Plans/Pediatric%20Surge%2
0Pocket%20Guide.pdf  

H. CHA Emergency Preparedness Resources www.calhospitalprepare.org  
I. California Pediatric Readiness Project www.pedsready.org 
J. “Pediatric Emergency Preparedness for Natural Disasters, Terrorism and Public 

Health Emergencies.” National Center for Disaster Preparedness, Mailman School of 
Public Health, Columbia University. 2009 Update.  
http://www.ncdp.mailman.columbia.edu/files/peds_consensus.pdf  

K. “Children in Disasters: Hospital Guidelines for Pediatric Preparedness”, 3rd Edition 
(2008), available at: www.nyc.gov/html/doh/downloads/pdf/bhpp/hepp-peds-
childrenindisasters-010709.pdf  

 
Please note that the tools/resources included in the following appendices are provided as 
recommendations and best practices from nationally recognized resources.  They are not 
prescriptive or a mandate to a specific process.  Some language may be area specific 
from the resource it was acquired and may not currently apply to the Central Valley 
region, but represent a future opportunity.   
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Appendix A 
 

List of Hospitals 
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Hospital County ER PICU NICU PEDS ICU Region LEMSA
*COMMUNITY REGIONAL MEDICAL CENTER Fresno Comprehensive 84 8 68 V CCEMSA
**DOCTORS MEDICAL CENTER Stanislaus Basic 45 22 32 IV Mountain-Valley
**KERN MEDICAL CENTER Kern Basic 28 24 12 V Kern
**KAWEAH DELTA MEDICAL CENTER Tulare Basic 15 12 41 V CCEMSA
**MEMORIAL MEDICAL CENTER Stanislaus Basic 12 10 23 IV Mountain-Valley

Hospital County ER PICU NICU PEDS ICU Region LEMSA
CHILDREN'S HOSPITAL CENTRAL CALIFORNIA Madera Basic 42 106 134 42 V CCEMSA
BAKERSFIELD MEMORIAL HOSPITAL Kern Basic 8 31 32 32 V Kern
SIERRA VISTA REGIONAL MEDICAL CENTER San Luis Obispo Basic 22 6 11 I San Luis Obispo
TULARE REGIONAL MEDICAL CENTER Tulare Basic 4 10 8 V CCEMSA

Hospital County ER PICU NICU PEDS ICU Region LEMSA
KAISER FOUNDATION HOSPITAL -- FRESNO Fresno Basic 12 0 12 V CCEMSA
SAN JOAQUIN COMMUNITY HOSPITAL Kern Basic 9 0 30 V Kern
MERCY SOUTHWEST HOSPITAL Kern Basic 9 0 8 V Kern
KAISER FOUNDATION HOSPITAL - MODESTO Stanislaus Basic 7 0 20 IV Mountain-Valley
EMANUEL MEDICAL CENTER INC. Stanislaus Basic 6 0 12 IV Mountain-Valley
SIERRA VIEW DISTRICT HOSPITAL Tulare Basic 4 0 10 V CCEMSA

Hospital County ER PICU NICU PEDS ICU Region LEMSA
RIDGECREST REGIONAL HOSPITAL Kern Basic 0 7 16 V Kern
FRENCH HOSPITAL MEDICAL CENTER San Luis Obispo Basic 0 6 8 I San Luis Obispo
NORTHERN INYO HOSPITAL Inyo Basic 0 4 4 VI ICEMA

Hospital County ER PICU NICU PEDS ICU Region LEMSA
SAINT AGNES MEDICAL CENTER Fresno Basic 0 0 35 V CCEMSA
ADVENTIST MEDICAL CENTER-HANFORD Kings Basic 0 0 22 V CCEMSA
MERCY HOSPITAL Kern Basic 0 0 20 V Kern
MERCY MEDICAL CENTER MERCED Merced Basic 0 0 20 V Merced
TWIN CITIES COMMUNITY HOSPITAL San Luis Obispo Basic 0 0 18 I San Luis Obispo
DELANO REGIONAL MEDICAL CENTER Kern Basic 0 0 10 V Kern
MADERA COMMUNITY HOSPITAL Madera Basic 0 0 10 V CCEMSA
ARROYO GRANDE COMMUNITY HOSPITAL San Luis Obispo Basic 0 0 8 I San Luis Obispo
CLOVIS COMMUNITY MEDICAL CENTER Fresno Basic 0 0 7 V CCEMSA
OAK VALLEY HOSPITAL DISTRICT   (2-RH) Stanislaus Basic 0 0 5 IV Mountain-Valley
MEMORIAL HOSPITAL LOS BANOS Merced Basic 0 0 4 V Merced
GOOD SAMARITAN HOSPITAL Kern None 0 0 4 V Kern
KERN VALLEY HEALTHCARE DISTRICT Kern Stand-By 0 0 3 V Kern
MAMMOTH HOSPITAL Mono Stand-By 0 0 2 VI ICEMA

Hospital County ER PICU NICU PEDS ICU Region LEMSA
BAKERSFIELD HEART HOSPITAL Kern Basic 0 0 0 V Kern
COALINGA REGIONAL MEDICAL CENTER Fresno Stand-By 0 0 0 V CCEMSA
ADVENTIST MEDICAL CENTER-SELMA Fresno Stand-by 0 0 0 V CCEMSA
ADVENTIST MEDICAL CENTER-REEDLEY Fresno Stand-by 0 0 0 V CCEMSA
SOUTHERN INYO HOSPITAL Inyo Stand-By 0 0 0 VI ICEMA
TEHACHAPI HOSPITAL Kern Stand-By 0 0 0 V Kern
CORCORAN DISTRICT HOSPITAL Kings Stand-By 0 0 0 V CCEMSA
JOHN C. FREMONT HEALTHCARE DISTRICT Mariposa Stand-By 0 0 0 V Mountain-Valley
FRESNO HEART AND SURGICAL HOSPITAL Fresno None 0 0 0 V CCEMSA
FRESNO SURGICAL HOSPITAL Fresno None 0 0 0 V CCEMSA
SAN JOAQUIN VALLEY REHABILITATION HOSPITAL Fresno None 0 0 0 V CCEMSA
HEALTHSOUTH BAKERSFIELD REHABILITATION HOSPITAL Kern None 0 0 0 V Kern
CENTRAL VALLEY GENERAL HOSPITAL Kings None 0 0 0 V CCEMSA
STANISLAUS SURGICAL HOSPITAL Stanislaus None 0 0 0 IV Mountain-Valley
*Level 1 Trauma Center
**Level 2 Trauma Center
Data acquired from current L&C, OSHPD Data
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Appendix B 
 

General Disaster Preparedness Checklist 
Reference: EMSC http://www.emsa.ca.gov/pubs/docs/EMSA198.pdf 
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Appendix C 
 

Hospital Surge Capacity 
Reference: EMSC http://www.emsa.ca.gov/pubs/docs/EMSA198.pdf 
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Appendix D 
 

Pediatric Assessment and Triage 
Reference: King County (WA) Plan 
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Appendix E 
 

Pediatric Surge Quick Reference Guide 
Reference: Los Angeles County EMS Agency Pediatric Surge Plan 

http://ems.dhs.lacounty.gov/Home/HPPPeds.pdf  

 
 

 

38

http://ems.dhs.lacounty.gov/Home/HPPPeds.pdf


Component Abnormal Signs 

Appearance Abnormal or absent cry or speech. Decreased 
response to parents or environmental stimuli. 
Floppy or rigid muscle tone or not moving 

Breathing Increased/excessive (nasal flaring, accessory 
retractions or abdominal muscle use) or de-
creased/absent respiratory effort or noisy 
breathing 

Circulation Cyanosis, mottling, paleness/pallor or  
obvious significant bleeding 

AIRWAY &  
APPEARANCE 
Mental status 
Muscle tone 
Body position 

BREATHING 
Visible movement 
Work of breathing 
(normal/increased)   

CIRCULATION 
Color 

Triage category Description 

Green 
Minor 

Patients with mild injuries that are self 
limited and can tolerate a delay in care 
without increasing mortality risk 

Yellow 
Delayed 

Remaining patients who do not fit in the 
Red or Green categories 

Red 
Immediate 

Patients who do not obey commands 
     Or do not have a peripheral pulse, 
     Or are in respiratory distress 
     Or have uncontrolled major hemor-

rhage 

Black 
Expectant or 

Dead 

Expectant:  Patients who have injuries 
incompatible with life given the current 
available resources 
Dead:  Patients who are not breathing 
after life-saving interventions 

Pediatric Surge  
Quick Reference 

Guide 

PEDIATRIC ASSESSMENT TRIANGLE 
(PAT) 

PEDIATRIC SIGNS OF  
RESPIRATORY DISTRESS AND  

RESPIRATORY FAILURE 

JUMPSTART FIELD PEDIATRIC 
MULTICASUALTY TRIAGE SYSTEM 

TREATMENT PRIORITIZATION 

 HR 
Beats/

min 

RR 
Breaths 

/min 

BP (sys) 
mm/Hg 

BP 
(dias)  

mm/Hg 

Newborn 
0-1 month 

100-180 30-60 73-92 52-65 

Infant 
1-12 
months 

80-150 30-60 90-109 53-67 

Toddler 
1-3 years 

75-130 25-35 95-105 56-68 

Pre-School 
3-5 years 

75-120 22-32 99-110 55-70 

School Age 
5-11 years 

70-110 20-30 97-118 60-76 

Adolescent 
13-18 years 

65-105 16-22 110-133 63-83 

Category For Patients <2 Years 
Old 

For Patients >2 
Years Old 

Eye  
Opening 
(E) 

(4)  Spontaneous 
(3)  To speech 
(2)  To pain 
(1)  None 

(4)  Spontaneous 
(3)  To speech 
(2)  To pain 
(1)  None 

Verbal 
Response 
(V) 

(5)  Coos, babbles 
(4)  Irritable, cries 
(3)  Cries to pain 
(2)  Moans to pain 
(1)  None 

(5)  Oriented 
(4)  Confused 
(3)  Inappropriate  
words 
(2)  Incomprehensi-
ble 

Motor 
Response 
(M) 

(6)  Normal spontane-
ous movements 
(5)  Withdraws from 
touch 
(4)  Withdraws from 
pain 
(3)  Abnormal flexion 
(2)  Abnormal exten-
sion 
(1)  None 

(6)  Obeys com-
mands 
(5)  Localizes to pain 
(4)  Withdrawal to 
pain 
(3)  Flexion to pain 
(2)  Extension to pain 
(1)  None 

GLASGOW COMA SCORE (GCS) 

NORMAL PEDIATRIC VITAL SIGNS 

System / Area Risk 

Respiratory  Higher breaths/minute increases 
exposure to inhaled agents 

 Nuclear fallout and heavier gases 
settle lower to the ground and may 
affect children more seriously 

Gastrointestinal  May be more at risk for dehydration 
from vomiting and diarrhea after ex-
posure to contamination 

Skin  Higher body surface area increases 
risk of skin exposure 

 Skin is thinner and more susceptible 
to injury from burns, chemicals and 
absorbable toxins 

Endocrine  Increased risk of thyroid cancer from 
radiation exposure 

Thermoregula-
tion 

 Less able to cope with temperature 
problems with higher risk of hypother-
mia 

Development  Less capability to escape environ-
mental dangers or anticipate hazards 

Psychological  Prolonged stress from critical inci-
dents 

 Susceptible to separation anxiety 

PEDIATRIC RISKS DURING DISASTERS 

Respiratory Distress Respiratory Failure 

Tachypnea Marked Tachypnea (early) 

Increased respiratory effort 
(nasal flaring, retractions) 

Increased, decreased or no 
respiratory effort 

Inadequate respiratory effort 
(hypoventilation, bradypnea) 

Bradypnea, apnea (late) 

Abnormal airway sounds 
(stridor, wheezing, grunting) 

Poor to absent distal air 
movement 

Tachycardia Tachycardia (early),  
Bradycardia (late) 

Respiratory distress is apparent when a child fails to maintain 
adequate gas exchange. As the child tires, effort and or func-
tion deteriorate and gas exchange cannot be maintained. 
 
Respiratory failure requires intervention to prevent deteriora-
tion to cardiac arrest.   
 

Indicators may vary with severity.  

Pale, cool skin Cyanosis 

Changes in level of  
consciousness 

Stupor, coma (late) 

© September 2012 

Sources for the Pediatric Surge Quick Reference Guide 
can be found online at: 
http://ems.dhs.lacounty.gov 
www.CHLA.org/DisasterCenter 
 
Guide last updated 11.27.12 

Identify and direct all ambulatory patients 
to designated Green area for secondary 
triage and treatment. Begin assessment 
of nonambulatory patients as you come to 
them.  
Proceed as below: 

Patients aged 1-8 years 
Black = Deceased / expectant 
Red = Immediate 
YellowYellowYellow—Delayed 
Green = Minor / Ambulatory  

MINOR 

Spontaneous respiration? 

N O 

YES 

Open airway 

Spontaneous respiration? 

YES 

IMMEDIATE 

Check resp. rate 

N O 

Peripheral pulse? 

YES 

N O 

Perform 15 sec. 
Mouth to Mask  
Ventilation 

Spontaneous respiration? 

YES N O 

IMMEDIATE DECEASED 

DECEASED 

< 15/ min or  
> 45 / min  
or irregular 

15 - 45 / min 
regular 

IMMEDIATE 
Peripheral 
pulse? 

N O YES 

IMMEDIATE 
Check 
mental 
status 
(AVPU) 

P (inappropriate) 
U 

IMMEDIATE DELAYED 

A 
V 
P (appropriate) 
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Feature Mild (<5%) Moderate (5% to 
10%) 

Severe 
(>10%) 

Heart rate Normal Slightly in-
creased Rapid, weak 

Systolic 
BP Normal 

Normal to  
orthostatic, >10 
mmHg change 

Hypotension 

Urine  
output Decreased Moderately  

decreased 
Markedly 

decreased, 
anuria 

Mucous 
mem-
branes 

Slightly dry Very dry Parched 

Anterior 
fontanel Normal Normal to  

sunken Sunken 

Tears Present Decreased, eyes 
sunken 

Absent, eyes 
sunken 

Skin Normal  
turgor Decreased turgor Tenting 

Skin  
perfusion 

Normal capil-
lary refill  

(<2 seconds) 

Capillary refill 
slowed  

(2-4 seconds);  
skin cool to touch 

Capillary refill 
markedly 

delayed (>4 
seconds); skin 
cool, mottled, 

gray 

 Calculation 

Fluids 
per hour 

4mL/kg/hr for first 10kg of weight 
2mL/kg/hr for next 10 kg of weight 
1mL/kg/hr for each kg over 20kg 

Fluids 
per 24 hour 
period 

100mL/kg for the first 10kg body weight 
1000mL+ 50mL/kg for the next 10kg body wt 
1500mL+ 20mL for each kg of body weight 
over 20kg 

Mainte-
nance elec-
trolyte cal-
culations 
for IV Fluid 

Sodium: 3-4 mEq/kg/day or 30-50 mEq/m2/
day 
Potassium: 2-3 mEq/kg/day or 20-40 mEq/
m2/day 

Age Gross Motor Skills Fine Motor Skills 

2 months Flexed position when 
prone Inhibited grasp reflex 

4 months Rolls from front to back, 
back to side 

Carries object to 
mouth 

6 months Rolls from back to  
abdomen Holds bottle 

9 months Sits steady, creeps or 
crawls 

Holds objects in both 
hands and bangs 

together 

12 months Cruises well Bangs 2 blocks  
Together 

15-18 mos Pushes and pulls toys Uses cup well, some 
spoon agility 

2 years Runs well with wide 
stance 

Turns doorknob and 
unscrews lids 

3 years Climbs stairs alternating 
feet 

Copies circles and 
cross 

4 years Hops, jumps, and skips 
on one foot 

Draws person with 
greater than 3 body 

parts 

5 years Skips alternating feet Prints some letters 

 
Weigh all children in kilograms. 

1kg = 2.2 lbs 
 

  
Method to estimate weight: 
Newborn (term): usually 3 kg 
1-10 yrs: age multiplied by 2 + 10 (kg) 
>10 yrs: age multiplied by 2 + 20 (kg) 
  
If available, a Broselow Tape may be used for weight 
estimation. 

Total blood volume varies by weight. Approximate volume 
is 80mL/kg. 
 
PRBC/Platelet/Albumin 5%/FFP = 10mL/kg 
 

FLUID RESUSCITATION 
 

1. Administer 20 mL/kg of isotonic or crystalloid (NS or 
LR)  

2. Monitor: 
 Peripheral perfusion 
 Urine output 
 Vital signs 
 LOC 
3. Repeat bolus if no improvement 
4. Reassess status 
 
Consider blood products in traumatic injuries requiring >40-
60 mL/kg of fluid 
 

HYPOVOLEMIC SHOCK 
 

 Hypovolemic shock is the most common type of shock 
in children. 

 Children increase their cardiac output by tachycardia, 
therefore bradycardia is an ominous sign. 

 
Look for: 
Slow irregular breathing, grunting, bradycardia, cyanosis, 
hypotension, decreased LOC 

DAILY MAINTENANCE FLUID  
AND ELECTROLYE REQUIREMENTS 

USING KILOGRAMS CLINICAL FEATURES OF DEHYDRATION 

NORMAL DEVELOPMENT 

Fluid Resuscitation Formula (2 - 12 yrs):  
3 - 4 mL x kg x %TBSA burn  
(one half over 1st 8 h, second 1/2 over next 16h) 

For Infants (0 - 2 years; less than 30 kg): 
Use maintenance fluid containing 5% dex-
trose in D5 Lactated Ringer’s 

Pediatric Considerations 

 Increased fluid requirements relative to 
adults 

 Increased surface area : mass ratio 

 Hypoglycemia may occur in infants (<30 
kg) due to limited glycogen reserves 

BURN TREATMENT: FLUID RESUSCITATION 

Method to estimate Endotracheal Tube 
(ETT) size:  
Tube diameter (mm) = [16 + age(y)] / 4 

ETT Depth in cm at lip = 3x ETT size 

Equip-
ment 

New-
born 

3-6 
mos 1 year 2-3 yrs 4-6 yrs 

Weight 3 kg 5 kg 10 kg 15 kg 20 kg 

ETT 3-3.5 3.5-4.0 4-4.5 4.5-5.0 5.0-5.5 

L Blade Miller 
 0-1 

Miller  
0-1 

Miller  
0-1 

Miller  
1-2 Miller 2 

Suction 6-8 Fr 8-10 Fr 10 Fr 10 Fr 10 Fr 

NG 
Tube 5-8 Fr 5-8 Fr 8-10 Fr 10-12 

Fr 12-14 Fr 

Foley 6-8 Fr 6-8 Fr 8-10 Fr 10-12 
Fr 10-12 Fr 

Chest 
Tube 

10-12 
Fr 

12-16 
Fr 

16-20 
Fr 

20-24 
Fr 24-32 Fr 

LMA 
(cuff) 

1  
(4 mL) 

1.5  
(7 mL) 

2  
(10 mL) 

2  
(10 mL) 

2-2.5 
(14 mL) 

Equip-
ment 7-9 yrs 10-12 yrs 13-15 yrs >15 yrs 

Weight 25 kg 30 kg 40 kg > 50 kg 

ETT 5.5-6.0 
cuff 

6.0-6.5 
cuff 

7.0-7.5 
cuff 

7.5-8.0 
cuff 

L Blade Mil/Mac 2 Mil/Mac 2
-3 Mil/Mac 3 Mil/Mac 3 

Suction 10 Fr 10 Fr 12 Fr 12-14 Fr 

NG 
Tube 12-14 Fr 14-26 Fr 14-16 Fr 16-18 Fr 

Foley 12 Fr 12 Fr 12-14 Fr 12-14 Fr 

Chest 
Tube 28-32 Fr 28-32 Fr 32-40 Fr 32-40 Fr 

LMA 
(cuff) 

2.5  
(17 mL) 3 (20 mL) 3 (20 mL) 4-6 (30-50 

mL) 

EQUIPMENT ESTIMATIONS 

EQUIPMENT SIZES: NEWBORN - 6 

EQUIPMENT SIZES: 7 YEARS - OLDER 

NORMAL BLOOD VOLUME 

Age  

Birth - 1 mo 2-3 ounces (6-90 mL) per feeding breast 
or bottle every 2-3 hours 

2-4 mos 3-4 ounces (90-120 mL) per feeding eve-
ry 3-4 hours 

4-6 mos 
4-5 ounces (120-150 mL) per feeding, 
four or more time daily 
Begins baby food, usually rice cereal 

6-8 mos 
6-8 ounces (180-240 mL) per feeding, 
four times daily 
Eats baby food such as rice cereal, fruits 
and vegetables 

8-12 mos 
6 ounces (180 mL) per feeding, four times 
a day, 
Soft finger foods 

APPROPRIATE INFANT NUTRITION 

Breastfeeding is best—support mothers with  
safe locations to breastfeed and remain hydrated 

Rule of “9” children 

1% 
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Appendix F 
 

Decontamination 
Reference: King County (WA) Plan 
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Appendix G 
 

Medical Equipment 
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Appendix H 
 

Guidelines for Care of Children in the 
Emergency Department 

(Reference: AAP, ACEP, ENA) 
 
 
http://www.childrensnational.org/files/PDF/EMSC/PubRes/ED_Preparedness_Checklist.pdf  
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Administration and Coordination of the 
ED for the Care of Children

❍❍ Physician Coordinator for Pediatric Emergency Care. The pedi-
atric physician coordinator is a specialist in emergency medicine 
or pediatric emergency medicine; or if these specialties are not 
available then pediatrics or family medicine, appointed by the ED 
medical director, who through training, clinical experience, or fo-
cused continuing medical education demonstrates competence in 
the care of children in emergency settings, including resuscitation.  
❍❍ Nursing Coordinator for Pediatric Emergency Care. The pediatric 

nurse coordinator is a registered nurse (RN), appointed by the 
ED nursing director, who possesses special interest, knowledge, 
and skill in the emergency care of children.  

❍❍ Physicians who staff the ED have the necessary skill, knowledge, 
and training in the emergency evaluation and treatment of 
children of all ages who may be brought to the ED, consistent 
with the services provided by the hospital. 
❍❍ Nurses and other ED health care providers have the necessary 

skill, knowledge, and training in providing emergency care to 
children of all ages who may be brought to the ED, consistent 
with the services offered by the hospital.
❍❍ Baseline and periodic competency evaluations completed for 

all ED clinical staff, including physicians, are age specific and 
include evaluation of skills related to neonates, infants, children, 
adolescents, and children with special health care needs. 
(Competencies are determined by each institution’s medical and 
nursing staff privileges policy.)

❍❍ The QI/PI plan shall include pediatric specific indicators. 
❍❍ The pediatric patient care-review process is integrated into the 

ED QI/PI plan. Components of the process interface with out-of-
hospital, ED, trauma, inpatient pediatric, pediatric critical care, 
and hospital-wide QI or PI activities.

Physicians, Nurses and Other Healthcare Providers 
Who Staff the ED

Guidelines for QI/PI in the ED

The delivery of pediatric care should reflect an awareness of unique 
pediatric patient safety concerns and are included in the following 
policies or practices:

❍❍ Children are weighed in kilograms. 
❍❍ Weights are recorded in a prominent place on the medical record. 
❍❍ For children who are not weighed, a standard method for 

estimating weight in kilograms is used (e.g., a length-based 
system).
❍❍ Infants and children have a full set of vital signs recorded 

(temperature, heart rate, respiratory rate) in medical record.
❍❍ Blood pressure and pulse oximetry monitoring are available for 

children of all ages on the basis of illness and injury severity.
❍❍ A process for identifying age-specific abnormal vital signs and 
notifying the physician of these is present.
❍❍ Processes in place for safe medication storage, prescribing, 
and delivery that includes precalculated dosing guidelines for 
children of all ages.
❍❍ Infection-control practices, including hand hygiene and use of 
personal protective equipment, are implemented and monitored.
❍❍ Pediatric emergency services are culturally and linguistically 
appropriate. 
❍❍ ED environment is safe for children and supports patient- and 
family-centered care.
❍❍ Patient identification policies meet Joint Commission standards.
❍❍ Policies for the timely reporting and evaluation of patient safety 
events, medical errors, and unanticipated outcomes are 
implemented and monitored.

Policies, procedures, and protocols for the emergency care of 
children should be developed and implemented in the areas listed 
below.  These policies may be integrated into overall ED policies as 
long as pediatric specific issues are addressed.

❍❍ Illness and injury triage.
❍❍ Pediatric patient assessment and reassessment.

Guidelines for Care of Children 
in the Emergency Department

C
H
EC

KLIST

This checklist is based on the American Academy of Pediatrics (AAP), American College of 
Emergency Physicians (ACEP), and Emergency Nurses Association (ENA) 2009 joint policy 

statement “Guidelines for Care of Children in the Emergency Department,” which can be 
found online at http://aappolicy.aappublications.org/cgi/reprint/pediatrics;124/4/1233.pdf.  

Use the checklist to determine if your emergency department (ED) is prepared to care for children. 

Guidelines for Improving Pediatric Patient Safety

Produced by the AAP, ACEP, ENA, the EMSC National Resource Center, and Children’s National Medical Center

Guidelines for ED Policies, Procedures, and Protocols
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❍❍ Physical or chemical restraint of patients.
❍❍ Child maltreatment and domestic violence reporting criteria, 
requirements, and processes.
❍❍ Death of the child in the ED.
❍❍ Do not resuscitate (DNR) orders.
❍❍ Family-centered care:

❍❍ Family involvement in patient decision-making and medication 
safety processes;
❍❍ Family presence during all aspects of emergency care;
❍❍ Patient, family, and caregiver education;
❍❍ Discharge planning and instruction; and
❍❍ Bereavement counseling.

❍❍ Communication with the patient’s medical home or primary care 
provider.
❍❍ Medical imaging, specfically policies that address pediatric 
age- or weight-based appropriate dosing for studies that impart 
radiation consistent with ALARA (as low as reasonably achievable) 
principles.

 Polices, Procedures, and Protocols for 
All-Hazard Disaster Preparedness

Policies, procedures, and protocols should also be developed and 
implemented for all-hazard disaster-preparedness.  The plan should 
address the following preparedness issues: 

❍❍ Availability of medications, vaccines, equipment, and trained 
providers for children.
❍❍ Pediatric surge capacity for injured and non-injured children.
❍❍ Decontamination, isolation, and quarantine of families and children.
❍❍ Minimization of parent-child separation (includes pediatric 
patient tracking and timely reunification of separated children 
with their family).
❍❍ Access to specific medical and mental health therapies, and 
social services for children.
❍❍ Disaster drills which include a pediatric mass casualty incident 
at least every two years.
❍❍ Care of children with special health care needs.
❍❍ Evacuation of pediatric units and pediatric subspecialty units.

Policies, Procedures, and Protocols for Patient Transfers

❍❍ Written pediatric inter-facility transfer procedures should be 
established.

Radiology capability must meet the needs of the children in the 
community served.  Specifically:

❍❍ A process for referring children to appropriate facilities for 
radiological procedures that exceed the capability of the 
hospital is established.
❍❍ A process for timely review, interpretation, and reporting of 
medical imaging by a qualified radiologist is established.

Laboratory capability must meet the needs of the children in the 
community served, including techniques for small sample sizes. 
Specifically: 

❍❍ A process for referring children or their specimens to        
appropriate facilities for laboratory studies that exceed the 
capability of the hospital is established.

❍❍ Pediatric equipment, supplies, and medications are appropriate 
for children of all ages and sizes (see list below), and are easily 
accessible, clearly labeled, and logically organized.  
❍❍ ED staff is educated on the location of all items.
❍❍ Daily method in place to verify the proper location and function 
of equipment and supplies.
❍❍ Medication chart, length-based tape, medical software, or other 
systems is readily available to ensure proper sizing of resuscitation 
equipment and proper dosing of medications.

Medications

❍❍ atropine 
❍❍ adenosine 
❍❍ amiodarone 
❍❍ antiemetic agents 
❍❍ calcium chloride 
❍❍ dextrose (D10W, D50W) 
❍❍ epinephrine 

(1:1000; 1:10 000 solutions) 
❍❍ lidocaine 
❍❍ magnesium sulfate 
❍❍ naloxone hydrochloride 
❍❍ procainamide 
❍❍ sodium bicarbonate  
(4.2%, 8.4%) 
❍❍ topical, oral, and           
parenteral analgesics

❍❍ antimicrobial agents    
(parenteral and oral)
❍❍ anticonvulsant medications
❍❍ antidotes (common        
antidotes should be       
accessible to the ED)
❍❍ antipyretic drugs
❍❍ bronchodilators
❍❍ corticosteroids
❍❍ inotropic agents
❍❍ neuromuscular blockers
❍❍ sedatives 
❍❍ vaccines
❍❍ vasopressor agents

Guidelines for Equipment, Supplies, and Medications 
for the Care of Pediatric Patients in the ED

Produced by the AAP, ACEP, ENA, the EMSC National Resource Center, and Children’s National Medical Center

Guidelines for ED Policies, Procedures, and Protocols, Cont.

❍❍ Documentation of pediatric vital signs and actions to be taken for 
abnormal vital signs.
❍❍ Immunization assessment and management of the under-
immunized patient.
❍❍ Sedation and analgesia, including medical imaging.
❍❍ Consent, including when parent or legal guardian is not        
immediately available.
❍❍ Social and mental health issues.

Guidelines for ED Support Services
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Equipment/Supplies: General Equipment

❍❍ patient warming device
❍❍ intravenous blood/fluid 
warmer
❍❍ restraint device
❍❍ weight scale in           
kilograms (not pounds)

❍❍ tool or chart that 
incorporates weight 
(in kilograms) and 
length to determine        
equipment size and 
correct drug dosing
❍❍ age appropriate pain 
scale-assessment tools

blood pressure cuffs
❍❍ neonatal
❍❍ infant
❍❍ child
❍❍ adult-arm
❍❍ adult-thigh

❍❍ doppler ultrasonography 
devices

❍❍ electrocardiography monitor/ 
defibrillator with pediatric and 
adult capabilities including 
pads/paddles
❍❍ hypothermia thermometer
❍❍ pulse oximeter with pediatric 

and adult probes
❍❍ continuous end-tidal CO2 
monitoring device

arm boards
❍❍ infant
❍❍ child
❍❍ adult

catheter-over-the-needle device 
❍❍ 14 gauge
❍❍ 16 gauge
❍❍ 18 gauge
❍❍ 20 gauge
❍❍ 22 gauge
❍❍ 24 gauge

intraosseous needles or device 
❍❍ pediatric
❍❍ adult

❍❍ IV administration sets 
with calibrated cham-
bers and extension 
tubing and/or infusion 
devices with ability to 
regulate rate and vol-
ume of infusate

 

umbilical vein catheters
❍❍ 3.5F
❍❍ 5.0F

central venous catheters    
(any two sizes) 

❍❍ 4.0F
❍❍ 5.0F
❍❍ 6.0F
❍❍ 7.0F

intravenous solutions 
❍❍ normal saline
❍❍ dextrose 5% in normal 

saline
❍❍ dextrose 10% in water

Produced by the AAP, ACEP, ENA, the EMSC National Resource Center, and Children’s National Medical Center

Equipment/Supplies: Monitoring Equipment

Equipment/Supplies: Vascular Access

Equipment/Supplies: Fracture-Management Devices

extremity splints
❍❍ femur splints, pediatric sizes
❍❍ femur splints, adult sizes

❍❍ spine-stabilization devices appropriate for children                    
of all ages

Equipment/Supplies: Respiratory

endotracheal tubes 
❍❍ uncuffed 2.5 mm 
❍❍ uncuffed 3.0 mm
❍❍ cuffed or uncuffed  3.5 mm
❍❍ cuffed or uncuffed 4.0 mm
❍❍ cuffed or uncuffed 4.5 mm
❍❍ cuffed or uncuffed 5.0 mm
❍❍ cuffed or uncuffed 5.5 mm
❍❍ cuffed 6.0 mm
❍❍ cuffed 6.5 mm
❍❍ cuffed 7.0 mm
❍❍ cuffed 7.5 mm
❍❍ cuffed 8.0 mm

feeding tubes
❍❍ 5F
❍❍ 8F

laryngoscope blades
❍❍ straight: 0
❍❍ straight: 1
❍❍ straight: 2
❍❍ straight: 3 
❍❍ curved: 2
❍❍ curved: 3

❍❍ laryngoscope handle

magill forceps 
❍❍ pediatric
❍❍ adult

nasopharyngeal airways
❍❍ infant
❍❍ child
❍❍ adult

oropharyngeal airways
❍❍ size 0
❍❍ size 1
❍❍ size 2
❍❍ size 3
❍❍ size 4
❍❍ size 5

stylets for endotracheal tubes
❍❍ pediatric
❍❍ adult

suction catheters
❍❍ infant
❍❍ child
❍❍ adult

tracheostomy tubes   
❍❍ 2.5 mm
❍❍ 3.0 mm
❍❍ 3.5 mm
❍❍ 4.0 mm
❍❍ 4.5 mm
❍❍ 5.0 mm
❍❍ 5.5 mm

❍❍ yankauer suction tip

bag-mask device, self inflating 
❍❍ infant: 450 ml
❍❍ adult: 1000 ml

masks to fit bag-mask device 
adaptor

❍❍ neonatal
❍❍ infant
❍❍ child
❍❍ adult
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Equipment/Supplies: Respiratory, Continued Equipment/Supplies: Specialized Pediatric Trays or Kits

❍❍ lumbar puncture tray (including infant/pediatric 22 gauge and 
adult 18-21 gauge needles)

❍❍ supplies/kit for patients with difficult airway (supraglottic airways 
of all sizes, laryngeal mask airway, needle cricothyrotomy 

 supplies, surgical cricothyrotomy kit)

❍❍ tube thoracostomy tray

chest tubes:
❍❍ infant: 10-12F
❍❍ child: 16-24 F
❍❍ adult: 28-40 F

❍❍ newborn delivery kit, including equipment for resuscitation of an 
infant (umbilical clamp, scissors, bulb syringe, and towel)

❍❍ urinary catheterization kits and urinary (indwelling) catheters   
(6F–22F)

clear oxygen masks
❍❍ standard infant
❍❍ standard child
❍❍ standard adult
❍❍ partial nonrebreather 

infant
❍❍ nonrebreather child
❍❍ nonrebreather adult

nasal cannulas
❍❍ infant
❍❍ child
❍❍ adult

nasogastric tubes
❍❍ infant: 8F
❍❍ child: 10F
❍❍ adult: 14-18F

laryngeal mask airway 
❍❍ size: 1
❍❍ size: 1.5
❍❍ size: 2
❍❍ size: 2.5
❍❍ size: 3
❍❍ size: 4
❍❍ size: 5
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Appendix I 
 

Pharmaceutical Recommendations 
Reference: EMSC http://www.emsa.ca.gov/pubs/docs/EMSA198.pdf 
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Appendix J 
 

Pediatric Job Action Sheets 
Reference: King County (WA) Plan 
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Pediatric Services Unit Leader (Job Action Sheet)  
 
You report to: ______________________________________________(Operations Chief)  
Command Center location_________________ Phone number______________________  
 
MISSION: To ensure that the pediatric treatment and holding areas are properly assigned, 

equipped, and staffed during an emergency  
IMMEDIATE:  

____ Read this entire job action sheet  
____ Obtain briefing from Unit Leader  
____ Gather external information from Treatment Area Sup/ED Charge Nurse regarding:  
____ Number of expected pediatric patients and their conditions  
____ Whether decontamination is indicated  
____ Expected time of patient arrival  
____ Current total number of ED patients  
____ Determine number of available pediatric/crib beds [in-patient] and report to Operations 

Chief for planning purposes  
____ Determine on-site pediatric qualified staff members  
____ Designate triage Visual Inspection Officers (1 and 2 if decontamination is indicated)  
____ Determine additional staff needed based on expected patient volume  
____ Alert Discharge Unit Leader to institute early discharge/transfer of patients  
____ Initiate Pediatric Response Team as per plan:  
____ Predetermined Physicians (Pediatric/Family Practice/ Staff/ Community  
____ Predetermined Nurses (with pediatric experience and/or PALS/ENPC certification)  
____ Predetermined ancillary technicians with pediatric experience and others  
____ Determine need for opening of a Pediatric Safe Area  
____ Assign Pediatric Safe Area Coordinator  
____ Communicate with Operations Chief to assure coordination of non-pediatric 

ancillary/support personnel as per the disaster plan  
____ Assure preparation of a pre-designated Pediatric Disaster Care Areas:  
____ Clear area and designate each specific area per plan and based on expected casualties  
____ Assure support personnel are assigned to each area  
____ Assure delivery of medical and non-medical pediatric equipment  
____ Assure set-up of pediatric equipment by clinical staff  
____ Receive pediatric patients and determine pediatric patient status  
____ Communicate to Treatment Area Supervisor for dissemination as per disaster plan  
____ After triage, move uninjured/unaffected children to designated Pediatric Safe Area  

INTERMEDIATE:  
____ Assess on-going staffing needs based on patient status report from:  
____ Pediatric healthcare personnel (emergency department, in-patient, and OR)  
____ Non-pediatric ancillary /support personnel  
____ Pediatric Safe Area Coordinator  
____ Assess additional medical and non-medical equipment/supply needs  
____ Communicate with Pediatric Logistics Unit Leader via Ops Chief to Logistics Chief  
____ Assure delivery of needed supplies to pediatric designated areas  
____ Assess Pediatric Response Team basic needs: Food, rest, psychological support  
____ Obtain status of pediatric casualties (discharges, admissions, transfers, and Pediatric Safe 

Area) and report to Operations Chief  
____ Hold information sessions with Public Information Officer as needed  
____ Obtain Child Survey Forms (See Security Section) from all pediatric patient areas  
____ Report any unidentified or unaccompanied pediatric patients to Operations Chief  

EXTENDED:  
____ Debrief Pediatric Response Team and Pediatric Safe Area Coordinator regarding:  
____ Summary of Incident, review of areas of success and opportunities for success 
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Pediatric Logistics Unit Leader (Job Action Sheet)  
 
You report to: ___________________________________________________(Logistics Chief)  
Command Center location _____________________ Phone number ___________________  
 
MISSION: To ensure that the pediatric needs are addressed by Procurement, Transportation, 
Materials Supply, and Nutritional Supply during an emergency  
 
IMMEDIATE:  

____ Read this entire job action sheet  
____ Obtain briefing from Logistics Chief  
____ Number of expected pediatric patients and their conditions  
____ Timeline for supply needs  
____ Meet with Logistics Chief and distribute tasks to the following Unit Leaders:  
____ Procurement Unit Leader:  
____ Initiate Procurement Disaster Call list if warranted  
____ Work with vendors for pediatric supplies including hospital vendors and community 

resources (local pharmacies and grocery stores) for back-up resources  
____ Transportation Unit Leader:  
____ Initiate Transportation Disaster Call list if warranted  
____ Count open stretchers, carts, cribs, and wheelchairs for pediatric transportation  
____ Ensure all adult equipment is appropriately modified and safe for pediatric transport  
____ Report transportation options to Logistics Chief  
____ Coordinate delivery of transportation options to designated pediatric area  
____ Designate transporters as needed from CS staff or Labor pool  
____ Ensure that all transporters are aware of pediatric safety issues and are not to leave 

pediatric patients unattended  
____ Materials/Supplies Unit Leader:  
____ Initiate Materials/Supplies Disaster Call list if warranted  
____ Collect and coordinate essential pediatric medical equipment and supplies  
____ Assist in preparation of pre-designated Pediatric Disaster Care Areas with Pediatric 

Services Unit Leader  
____ Assist in preparation of pre-designated Pediatric Safe Area  
____ Nutritional Supply Unit Leader:  
____ Initiate Nutritional Call list if warranted  
____ Estimate number of pediatric meals needed for 48 hours  
____ Estimate pediatric food/snacks/hydration needs for Pediatric Safe Area  

 
INTERMEDIATE:  

____ Obtain regular updates from Logistics Chief  
____ Assess additional equipment/supply needs for pediatrics  
____ Address pediatric concerns, questions and issues as needed  

 
EXTENDED:  

____ Document actions and decisions, submit reports to Logistics Chief  
____ Participate in debriefing, review areas of success and opportunities for improvement 
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PEDIATRIC SAFE AREA (PSA) COORDINATOR (Job Action Sheet)  
 
You report to: ___________________________________(PEDIATRIC SERVICES UNIT LEADER)  
Command Center location __________________ Phone number ________________________  
 
Mission: To ensure that the pediatric safe area is properly staffed and stocked for 

implementation during an emergency, and to insure the safety of children requiring 
the PSA until an appropriate disposition can be made.  

 
Immediate:  

____ Receive appointment from Pediatric Services Unit Leader  
____ Read this entire job action sheet  
____ Obtain briefing from Pediatric Services Unit Leader  
____ Ascertain that the pre-designated pediatric safe area is available  
____ If not immediately available, take appropriate measures to make the area available as 

soon as possible  
____ Gather information about how many pediatric persons may present to the area  
____ Make sure that enough staff is available for PSA  
____ Make sure that enough security staff is available for PSA  
____ Make sure that there is adequate communication in PSA  
____ Make sure that there is a sign in/out log for PSA  
____ Make sure that all items in PSA checklist have been met; if there are any deficiencies, 

address them as soon as possible and report them the PSUL  
 
Intermediate:  

____ Ascertain the need for ongoing staff for PSA  
____ Maintain registry of children in PSA as they arrive or are released to appropriate adult  
____ Determine estimated length of time for the expected operational period of PSA  
____ Maintain communication with Pediatric Services Unit Leader for planning needs  
____ Determine if there are any medical or non-medical needs specifically needed by pediatric 

persons in PSA  
____ Prepare an informational session for the pediatrics persons in the PSA  
____ Prepare to make arrangements for sleeping capacities if needed  
____ Ascertain if there will be any additional needs required for this event (volunteers, staff, 

security, and equipment)  
____ Make sure that pediatric persons have the appropriate resources (food, water, 

medications, age-appropriate reading materials) and entertainment for their stay  
____ Report frequently to Pediatric Services Unit Leader concerning status of PSA  

 
Extended:  

____ Make sure that PSA staff have enough breaks, water, and food during their working 
periods  

____ Coordinate with Psychological Support for ongoing evaluations of mental health of 
volunteers and pediatric persons in case of need for psychosocial resources  

____ Document all action/decisions with a copy sent to the Pediatric Services Unit Leader  
____ Other concerns: _____________________________________________________ 
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Pediatric Safe Area Checklist  
 
 
 

 
YES 

 
NO 

 
ITEM 

   
Needle boxes are at least 48 inches off the floor? 

  Do the windows open? 
  Are the windows locked? 
  Do you have window guards? 
  Plug-in covers or safety wiring for electrical outlets? 
  Strangulation hazards removed (cords, wires, tubing, curtain/blinds 

drawstrings)? 
  Can you contain children in this area (consider stairwells, elevators, 

doors)? 
  Do you have distractions for the children (age and gender appropriate 

videos, games, toys)? 
  Poison-proof the area (cleaning supplies, Hemoccult developer, choking 

hazards, cords should be removed or locked) 
  Are your med carts and supply carts locked? 
  Do you need to create separate areas for various age groups? 
  Have you conducted drills of the plans for this area with all  

relevant departments? 
  Do you have a plan for security for the unit? 
  Do you have a plan to identify the children? 
  Do you have a plan for assessing mental health needs of these children? 
  Are there any fans or heaters in use? Are they safe? 
  Do you have an onsite or nearby daycare? Could they help you? 
  Do you have enough staff to supervise the number of children (Younger 

children will require more staff)? 
  Do you have a sign-in, sign-out sheet for all children and adults who enter 

the area? 
  Will children need to be escorted away from safe area to bathrooms? 
  Are age-appropriate meals and snacks available for children? 
  Are various-sized diapers available? 
  Does the PSA have hand hygiene supplies? 
  Are there cribs, cots or beds available for children who need to sleep? 
  Does the PSA have a policy/protocol for handling minor illness in children 

(Tylenol dosing, administering routine meds, etc) 
  Do you have an evacuation plan?  
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Appendix K 
 

Sample Pediatric Disaster Menu 
 

Seattle and King County Plan 
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SAMPLE PEDIATRIC DISASTER MENU 
The following sample diet for pediatric patients lists foods that require the minimal amount of preparation 

or power supply to maintain temperatures.  

  Day 1 Day 2 Day 3 
  Breakfast Breakfast Breakfast 
0-6 months Regular or Soy Formula Regular or Soy Formula Regular or Soy Formula 

Baby Cereal Baby Cereal Baby Cereal 
Jarred Baby Fruit Jarred Baby Fruit Jarred Baby Fruit  6 months - 1 yr. 

Regular or Soy Formula Regular or Soy Formula Regular or Soy Formula 
Cheerios (or Substitute) Cheerios (or Substitute) Cheerios (or Substitute) 
Warm cereal (1-2 years) Warm cereal (1-2 years) Warm cereal (1-2 years) 
Powdered Milk (> 2 years) Powdered Milk (> 2 years) Powdered Milk (> 2 years) 

1 yr. and  
above 

Diced Canned Fruit Diced Canned Fruit Diced Canned Fruit 

  Lunch Lunch Lunch
0-6 months Regular or Soy Formula Regular or Soy Formula Regular or Soy Formula 

Jarred Baby Meat Jarred Baby Meat Jarred Baby Meat 
Jarred Baby Vegetable Jarred Baby Vegetable Jarred Baby Vegetable 
Jarred Baby Fruit Jarred Baby Fruit Jarred Baby Fruit 

6 months - 1 yr.  

Regular or Soy Formula Regular or Soy Formula Regular or Soy Formula 
Cream Cheese/Jelly Sandwich Macaroni and cheese Cheese Wiz© 
Jarred Baby Vegetable Jarred Baby Vegetable Jarred Baby Vegetable 
Diced Peaches Diced Pears Diced Fruit Cocktail 
Bread/Crackers Bread/Crackers Bread/Crackers 

 1 yr. - 2 yrs. 

Warm cereal Warm cereal Warm cereal  
Cream Cheese/Jelly Sandwich Macaroni and cheese Peanut Butter/Jelly Sandwich* 
Diced Peaches Diced Pears Diced Fruit Cocktail 
Graham Crackers Graham Crackers Graham Crackers 

2 yrs. plus 

Powdered Milk Powdered Milk Powdered Milk 
  Dinner Dinner Dinner
0-6 months Regular or Soy Formula Regular or Soy Formula Regular or Soy Formula 

Jarred Baby Meat Jarred Baby Meat Jarred Baby Meat 
Jarred Baby Vegetable Jarred Baby Vegetable Jarred Baby Vegetable 
Jarred Baby Fruit Jarred Baby Fruit Jarred Baby Fruit 

6 months - 1 yr. 

Regular or Soy Formula Regular or Soy Formula Regular or Soy Formula 
Cheese slices - chopped Canned Chicken - Chopped Cheese Ravioli 
Jarred Baby Vegetable Jarred Baby Vegetable Jarred Baby Vegetable 
Applesauce Bananas Baby Fruit 
Bread/Crackers Bread/Crackers Bread/Crackers 

1 yr. - 2 yrs. 

Warm cereal Warm cereal Warm cereal 
Cheese Sandwich Canned Chicken Sandwich Cheese Ravioli 
Diced Fruit Cocktail Diced Peaches Diced Pears 
Graham Crackers Graham Crackers Graham Crackers 

2 yrs. plus 

Powered Milk Powdered Milk Powdered Milk 
     *Watch for symptoms of rare incidence of peanut allergy 

61



 
 
 
 

 
 
 
 
 
 
 
 

Appendix L 
 

Survey Questionnaire 
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Pediatric Disaster Preparedness
Central Valley

Survey Monkey

1.  Please tell us about yourself.
Name
Title
Hospital
Email address
Phone number

2.  How many LICENSED beds of the following types to you have in your hospital? Please 
include any beds that are licensed, but not being used.
Emergency Department
Medical/Surgical
ICU/CCU
Pediatric
PICU
NICU

3.  During the past year, approximately how many TOTAL INPATIENT admissions have 
you had?

4.  Of these admissions, about what percentage were PEDIATRIC admissions?

5.  During the past year, approximately how many total EMERGENCY DEPARTMENT 
visits have you had?

6.  Of these visits, about what percentage were PEDIATRIC visits?

7.  A SURGE is defined as a large influx of patients resulting from a disaster that exceeds 
the ability of the healthcare system to provide care as usual.  This does NOT include 
temporary seasonal or weekend fluctuations in census that are not the result of a 
disaster.  What is the estimated number of INPATIENT beds your hospital could surge to 
beyond your licensed capacity during a disaster if needed?  For purposes of this 
question, include only additional beds (or emergency cots, etc.) that are already on 
hospital property and that can be immediately put into service.

8.  What is the estimated number of EMERGENCY DEPARTMENT beds your hospital 
could add beyond your licensed capacity if needed?  For purposes of this question, 
include only additional beds (or emergency cots, etc.) that are already on hospital  
property and that can be immediately put into service.
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9.  Does your hospital admit pediatric patients in the following age groups as 
INPATIENTS?
Neonate - 28 days
1 month - 24 months
2 years -5 years
6 years to 13 years
14 or more years

10.  Does your hospital admit pediatric patients to adult med-surge beds?

11.  Does your hospital have an organized pediatric service that cares for pediatric 
patients from admission to discharge?

12.  How would you MOST LIKELY handle the following types of pediatric patients in 
your hospital?
Pediatric MEDICAL patients needing ROUTINE INPATIENT CARE
Pediatric MEDICAL patients needing ROUTINE INTENSIVE CARE
Pediatric TRAUMA patients needing ROUTINE INPATIENT CARE
Pediatric TRAUMA patients needing INTENSIVE CARE

Options for each scenario:
Admit to our adult ICU
Admit to our designated but non-pediatric unit
Admit to our pediatric unit
Admit to our PICU
Other
Transfer to another hospital

13. A PEDIATRIC TRAUMA SERVICE is an organized, multi-collaborative and 
multidisciplinary team that provides coordinated care for severely injured children from 
the emergency department, through care in the operating room, intensive care unit, 
inpatient unit of the hospital, and rehabilitation.  Does your hospital have a PEDIATRIC 
TRAUMA SERVICE that cares for pediatric trauma patients from admission to discharge?

14.  Do you have NURSES in the following units who are comfortable caring for pediatric 
patients who may be admitted to that unit?
Adult Med-Surg                                                 Yes   No   Don't Know
Adult ICU                                                            Yes   No   Don't Know
Adult Specialty Units (Burn, etc. )                  Yes   No   Don't Know

15.  Do you have PHYSICIANS in the following units who are comfortable caring for 
pediatric patients who may be admitted to that unit?
Adult Med-Surg                                                 Yes   No   Don't Know
Adult ICU                                                            Yes   No   Don't Know
Adult Specialty Units (Burn, etc. )                  Yes   No   Don't Know
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16.  Are the NURSES in your EMERGENCY DEPARTMENT comfortable caring for the 
following types of pediatric patients?

Non-critical trauma patient                       Yes   No
Critical trauma patient                                Yes   No
Non-critical medical Patient                       Yes  No
Critical medical patient                                Yes  No

17.  Are the PHYSCIANS in your EMERGENCY DEPARTMENT comfortable caring for the 
following types of pediatric patients?

Non-critical trauma patient                       Yes   No
Critical trauma patient                                Yes   No
Non-critical medical Patient                       Yes  No
Critical medical patient                                Yes  No

18.  Do you have written protocols/procedures for pediatric care (clinical pathways)?
Yes or No

19.  What training is required of people who are for pediatric patients in your hospital, 
and where is training available?  Please check all that apply.

        Req'd for MD    Req'd for RN    Req'd for Resp Therap    Avail on-site   Avail in area
Pediatric Advanced Life Support (PALS)
Advanced Pediatric Advanced Life Support (APALS)
Pediatric Emergency Assessment, Recognition and Stabilization (PEARS)
Pediatric Basic Trauma Life Support (PBTLS)
Emergency Nurse Pediatric Course (ENPC)
Pediatric Education for Prehospital Professionals (PEPP)
Neonatal Resuscitation Program (NRP)
STABLE Program
Advanced Trauma Life Support (ATLS)
Other (please specify):

Answers to Questions 20 through 21
Just the right amount
Not enough - would like more 
More than enough 
Other

20.  Do you feel the amount of pediatric training your NURSES receive is:

21.  Do you feel the amount of pediatric training your PHYSICIANS receive is:
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22.  How many pediatric ventilators do you have at your facility, including dual-purpose 
adult-pediatric ventilators?

23.  Do you inpatient units have 24-hou a day access to a respiratory therapist 
experienced/competent in caring for PEDIATRIC patients?

24.  Do your inpatient units have 24-hour a day access to a pharmacist 
experienced/competent with compounding and dispensing PEDIATRIC medications?

25.  Do your inpatient units have 24-hour a day access to a nutritionist 
experienced/competent with preparing PEDIATRIC diet plans?

26.  Do you have a written Family Reunification Plan in the event of a large mass 
casualty incident or disaster?

27.  Do you have a written Pediatric Safety and Tracking Plan in the event of a large 
mass casualty incident or disaster?

28.  Do you have written protocols specifying the conditions under which a pediatrician 
would be called to your emergency department?

29.  Does your emergency department have 24-hour access (either in-house or on-call) 
to the following physicians?
Board certified emergency medicine physician                               Yes No
Board certified pediatric emergency medicine physician              Yes No
Board certified pediatrician                                                                 Yes No

30.  Do you have a written plan for pediatric decontamination?

31.  Are you able to heat water used for decontamination?
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Appendix M 
 

County Pediatric Disaster Plans 
(To be added as developed) 
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