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Policy & Procedures

From the NPRP assessment:
What are the policies your ED has to address the needs of
childrene
The term ‘policy’ could also mean a procedure, protocol,
( plan, clinical guideline, or decision support 1ool.

These may be integrated into the overall ED policy manual

& or listed separately. /
They should also be available to all staff in the ED, eitherin
written or electronic format.

- —


Presenter Notes
Presentation Notes
I want to start this section by giving an understanding of what the NPRP is looking for. We understand that ED's are quite varied depending on their size, their community, their proximity to other tertiary care centers, and that the capabilities of each Ed is going to be very different. 
So when I read this first paragraph that heads up the policy section I think it's very important to make note of it as you are going through your NPRP assessment. It specifically states what are the policies your Ed has to address the needs of children. The term policy can mean a procedure protocol plan guideline or decision support tool 

I interpret that as the NPRP giving a lot of freedom in determining what you have and what you can use in order to have a pediatric focus. You do not need policies for every little thing but you do have to have some acknowledgement that you have a pediatric specific process in place. 


Triage, Assessment & Reassessment
Immunizations
Child Malireatment
Death of a Child in the ED
Radiation
Behavioral Health
Social Issues
Clinical Care Pathways
Family Centered Care
Disaster Planning

Children’s Health Alliance of Wisconsin — voice for children’s health


Presenter Notes
Presentation Notes
So for the next 30 minutes, I am going to go through each of these topics that the NPRP specifically asks you if you have a policy, plan, procedure, protocol guideline or tool… For most of them, I have a template that you can use to make a policy, but I want to also give you an example of something that is not a policy, but rather one of these other options, which are still addressing the needs of children in an emergency department.


Triage, Assessment &
Reassessment

vl Triage Policy
V] Triage Tool

vl Assessment and
Reassessment Frequency

Children’s Health Alliance of Wisconsin — voice for children’s health


Presenter Notes
Presentation Notes
The NPRP asked you the following do you have a triage policy, do you have a triage tool, do you have some type of assessment and reassessment frequency. Let's talk a little bit about these 


EMERGENCY DEPARTMENT POLICY AND PROCEDURE FOR
SCREENING AND TRIAGE

POLICY TITLE

Emergency Department Screening and Triage

POLICY NUMBER
ED-TRI-001

EFFECTIVE DATE
[Insert Date]

REVIEW DATE
[Insert Date]

APPROVED BY

O Emergency Department Medical Director
O Chief Nursing Officer

O Quality and Patient Safety Commitize

O Hospital Administration

. PURPOSE

To establish standardized procedures for scresning and triage of all patients presenting to the
Emergency Department (ED) in order to:

= Ensure timely identification of life-threatening conditions

#+ Prioritize care based on acuity using the Emergency Severity Index (ESI)

+ Promote safe patient flow

» Maintain compliance with EMTALA and regulatory standards

1. SCOPE

This policy applies to all ill or injured patients presenting to the ED, including:
» Pediatric patients (as defined by hospital policy)
« Adult patients
#+ All ED clinical and support staff involved in screening and triage

. POLICY STATEMENT

All patients presenting to the ED shall receive a Medical Screening Examination (MSE) in
accordance with EMTALA requirements. Screening and triage will be performed by qualified
nursing personnel using standardized assessment criteria and the ES| to determine acuity and
resource needs.

All patients presenting to the ED shall be triaged using the ESI, version 5, a validated five-level
triage algorithm. The ESI| tool shall be used without modification. Mo alterations, adaptations, or
substitutions of the ESI decision algorithm are permitted.

IV. DEFINITIONS

Emergency Severity Index (ESIva):

A validated five-level triage algorithm categorizing patients by severity and anticipated resource
ufilization. The triage or bedside RN shall assign acuity using the standardized ESI v5 algorithm
without modification.

Emergency Medical Treatment and Labor Act (EMTALA): A federal law requiring EDs to
provide a medical screening examination to anyone seeking care, regardless of ability fo pay,
and to stabilize or appropriately transfer patients with emergency medical conditions.

Medical Screening Examination (MSE): An exam performed by a qualified provider, as
defined by the hospital's medical staff bylaws and approved by the governing body, to
determine whether an emergency medical condition exists. Triage alone does not meet this
requirement.

Pediatric Assessment Triangle (PAT):
A rapid, hands-off visual and auditory assessment tool used to identify physiologic instability in
infants and children. The PAT allows providers to form a general impression within seconds of
patient contact and consists of three components:
1. Appearance — Assesses neurclogic status and overall condition using tone,
interactiveness, consolability, look/gaze, and speechicry.

Sample ED Policy for Screening and Triage — EMSC



Presenter Notes
Presentation Notes
if you do not have a policy for screening and triaging pediatric patients and you want to have a policy in place there are plenty of templates available . EMS C has a lot of options for various pediatric policies so you're gonna see me insert a lot of these into here. While I think these are great forms to use in order to make a policy I do not think you need a policy for every single one of these and so while I'm gonna give you the opportunity to use one of the templates I think there's plenty of other ways to say yes you are utilizing triage assessment and reassessment in your pediatric patients without necessarily having a policy. 

https://emscimprovement.center/domains/pediatric-readiness-project/readiness-toolkit-checklist/section-4-improve/policies-procedures-and-protocols/sample-emergency-department-policy-for-screening-and-triage/
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Presenter Notes
Presentation Notes
This is a very simple triage tool that I think a lot of Ed's across our country use this is the emergency severity index with ES1 being your most emergent patients who walk in your door and ES-5 of being the most stable of your patients simply applying the ESI scores to pediatric patients is using a triage tool. 
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Presenter Notes
Presentation Notes
If you want to be using a triage tool that is more focused on pediatric conditions pediatric physiologic assessment and then there is the pediatric Canadian triage and acuity scale which does a really nice job of separating it into very similar levels of acuity but really focusing on the pediatric portion of it. 


Assessment Tools PEDIATRIC ASSESSMENT
TRIANGLE (PAT)

TOMNE BREATH SOUNDS
INTERACTIVEMNESS FPOSITIONING
CONMSOLABILITY RETRACTIONS
LOOK/GAZE FLARIMNG
SPEECH APNEA/GASPING
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CIRCULATION

PALLOR
MOTTLING
CYANOSIS

ABNORMAL FINDINGS IN ANY OF THE THREE
COMPOMENTS MAY IMDICATE RESPIRATORY DISTRESS,
RESPIRATORY FAILURE, SHOCK, OR CENTRAL
MERWVOUS SYSTEM/METABOLIC COMPROMISE AND
REGQUIRE IMMEDIATE ESCALATION OF CARE.



Presenter Notes
Presentation Notes
So how do you assess a pediatric patient who comes through the door? You can't really triage them until you've done a basic assessment. This is probably one of the most widely used assessment tools which is the pediatric assessment triangle. It is a simple tool that has you look at the appearance of the child things such as their tone how interactive they are how controllable they are are they making eye contact they are awake or sleep or lethargic. This can all be done just by looking at a patient and gives you a rough assessment of whether this is someone that we're really concerned about or appears well. The second part of the pediatric assessment triangle is their work of breathing. Children will always be breathing at a faster rate than adults and this says enhanced when they have a fever when they are in pain when they are crying. So part of this is knowing what is normal respiratory rate and normal pediatric assessment versus a child who appears to be in distress because of a breathing problem. Some clues that this might be a respiratory distress is if they are in tripod positioning if they are having significant retractions they're having nasal flaring are they apnic or are they gasping. The last portion of the pediatric assessment triangle is looking at circulation. Does the child have a good capillary refill do they appear pal do the parents think they look pale do they have any signs of cyanosis or modeling. Modeling is another one where with the infant age group they often can have modeling at baseline and I often just ask the parents is this their normal skin or does this appear different than usual. If you find any abnormal findings in any of these three components this may indicate that there is some degree of respiratory distress respiratory failure shock a central nervous system or metabolic compromise these are the children where the acuity levels should be higher than the children who are not exhibiting any of these features. This is a very quick assessment and often requires no stethoscope but merely looking at the patient and making a preliminary triage level based on this initial input. This may change and that is OK as long as we have a system that stratifies the patients it works most of the time and allows reassessment in full exams to fill in the areas where other emergent conditions may go unnoticed. 


Assessment Tools

Reassessment

How often are vital signs
being taken?

Does it matter how high
acuity the patient is?

PEDIATRIC ASSESSMENT
TRIANGLE (PAT)

TOMNE BREATH SOUNDS

INTERACTIVEMNESS FPOSITIONING
CONMSOLABILITY RETRACTIONS
LOOK/GAZE FLARIMNG

SPEECH APNEA/GASPING
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CIRCULATION

PALLOR
MOTTLING
CYANOSIS

ABNORMAL FINDINGS IN ANY OF THE THREE
COMPOMENTS MAY IMDICATE RESPIRATORY DISTRESS,
RESPIRATORY FAILURE, SHOCK, OR CENTRAL
MERWVOUS SYSTEM/METABOLIC COMPROMISE AND
REGQUIRE IMMEDIATE ESCALATION OF CARE.



Presenter Notes
Presentation Notes
So how do you assess a pediatric patient who comes through the door? You can't really triage them until you've done a basic assessment. This is probably one of the most widely used assessment tools which is the pediatric assessment triangle. It is a simple tool that has you look at the appearance of the child things such as their tone how interactive they are how controllable they are are they making eye contact they are awake or sleep or lethargic. This can all be done just by looking at a patient and gives you a rough assessment of whether this is someone that we're really concerned about or appears well. The second part of the pediatric assessment triangle is their work of breathing. Children will always be breathing at a faster rate than adults and this says enhanced when they have a fever when they are in pain when they are crying. So part of this is knowing what is normal respiratory rate and normal pediatric assessment versus a child who appears to be in distress because of a breathing problem. Some clues that this might be a respiratory distress is if they are in tripod positioning if they are having significant retractions they're having nasal flaring are they apnic or are they gasping. The last portion of the pediatric assessment triangle is looking at circulation. Does the child have a good capillary refill do they appear pal do the parents think they look pale do they have any signs of cyanosis or modeling. Modeling is another one where with the infant age group they often can have modeling at baseline and I often just ask the parents is this their normal skin or does this appear different than usual. If you find any abnormal findings in any of these three components this may indicate that there is some degree of respiratory distress respiratory failure shock a central nervous system or metabolic compromise these are the children where the acuity levels should be higher than the children who are not exhibiting any of these features. This is a very quick assessment and often requires no stethoscope but merely looking at the patient and making a preliminary triage level based on this initial input. This may change and that is OK as long as we have a system that stratifies the patients it works most of the time and allows reassessment in full exams to fill in the areas where other emergent conditions may go unnoticed. 


Immunization Assessment

Children’s Health Alliance of Wisconsin — voice for children’s health


Presenter Notes
Presentation Notes
Next on the PRP assessment is immunizations assessment. They also keep this question rather vague just asking if there's any policy procedure or plan that includes immunization assessment and management for children . When I think of immunization assessment in the emergency department I can go two ways with this one is are we looking to see if their vaccines are up to date or if we can get their flu shot while they're there . I think that requires some system level support in order to make sure you have vaccines in place or that you have a flow in order to give out influenza vaccines that is done at many places and is a great service but I think that is sometimes the bigger bite than I would ask many emergency departments to be providing on a daily basis. The other part of this is focusing on the vaccinations that are relevant for emergent care in Pediatrics and. 


Immunization Assessment and Management of Pediatric
Patients in the Emergency Department

I. PURPOSE

To define a standardized process for immunization assessment, shared decision-making,
counseling, documentation, and vaccine administration for pediatric patients presenting to the
Emergency Department (ED), consistent with nationally recognized immunization guidelines
and Pediatric Readiness standards.

II. DEFINITIONS

Pediatric Patient: Individuals 0—18 years of age, or as defined by facility policy.
Immunization Status Assessment. Review of vaccination history via caregiver report,
electronic health record (EHR), and/or state.
= Catch-Up Immunization Schedule: Nationally recognized schedule for children
and adolescents who are delayed in vaccination.
Shared Decision-Making (SDM): A collaborative process in which clinicians and
caregivers raview risks, benefits, alternafives, and patient values to make
informed decizsions regarding care.
Vaccine Information Statement (V15): Federally required vaccine information
document provided prior to vaccine administration.
Immunization Information System (115): A confidential, population-based registry that
consolidates vaccination records, supports clinical decision-making, and facilitates
reporting to public health authorities.

Il POLICY

« All pediatric patients presenting to the ED shall have immunization status assessed as
part of routine clinical evaluation.
Immunization screening and counseling shall not delay the medical screening
examination or emergency freatment.
When clinically appropriate and operationally feasible, indicated immunizations may be
administerad in the ED in accordance with current nationally recognized immunization
schedules and best practice guidelines.

The ED supports opportunistic vaccination, particularly for under-immunized children,
high-risk populations, and these with imited access to primary care.
Vaccine-related discussions shall incorporate shared decision-making principles,
particularly in circumstances where:
Vaccines are recommended but not emergently required
Caregivers and/or patient express hesitancy or concerns
Clinical discretion is appropriate (e.g., moderate illness, catch-up timing
questions)
Vaccines shall be stored, handled, and administered in accordance with manufacturer
recommendations and institutional pharmacy policies.

IV. PROCEDURE

A. Immunization Screening

1. Immunization status will be assessed during triage or nursing intake and confirmed
during the medical screening exam.

2. Screening shall include:

Caregiver- or patient-reported vaccine history

Review of EHR documentation

Query of state IS when available

3. Immunization status will be categorized as:

Up-to-date

Delayed

Unknown

Documentad exemption

o oo

ooooon

B. Shared Decision-Making & Counseling

1. Clinicians shall use a clear, evidence-based recommendation when vaccines are
indicated.
2. Counseling shall include discussion of:
Disease risk and potential severity
Vaccine effectiveness
Known risks and commaon side effects
Consequences of delayed or declined vaccination
3. Patient and caregiver questions and concems shall be addressed respectfully and
without coercion.
4. In cases of hesitancy or refusal:
Provide a clear medical recommendation
Offer written educational materials
Document refusal and counseling provided

o onooooo

Sample ED Policy for Immunization Assessment and Management - EMSC



Presenter Notes
Presentation Notes
Finally I have again another template so if you want to have a formal policy for immunization assessment and management of pediatric patients in the emergency department you can easily plug in the flow you want for your Ed into one of these templates in order to produce that policy. 

https://emscimprovement.center/domains/pediatric-readiness-project/readiness-toolkit-checklist/section-4-improve/policies-procedures-and-protocols/sample-emergency-department-policy-for-immunization-assessment-and-management/
https://emscimprovement.center/domains/pediatric-readiness-project/readiness-toolkit-checklist/section-4-improve/policies-procedures-and-protocols/sample-emergency-department-policy-for-immunization-assessment-and-management/
https://emscimprovement.center/domains/pediatric-readiness-project/readiness-toolkit-checklist/section-4-improve/policies-procedures-and-protocols/sample-emergency-department-policy-for-immunization-assessment-and-management/

lmmunizations TETANUS PROPHYLAXIS
GUIDELINE (1)
. .

Teta n u S ' Tetanus Toxoid Human Tetanus Tetanus Toxoid Human Tetanus
Vaccine Immune Globulin Vaccine Immune Globulin

(DTaP or Tdap) (TIG) (DTaP or Tdap) (TIG)

— DTap = 7 years and younger < 3 doses or
unknown Yes No Yes Yes

— Tdap = 8 years and older

Yes, if last dose Yes, if last dose

3 or more doses No No*
> 10 years > 5 years
EXAMPLES OF DIRTY OR MAJOR WOUNDS:
* PENETRATING OR PUNCTURE WOUNDS * WOUNDS CONTAINING DEVITALIZED TISSUE:

* WOUNDS CONTAINING DIRT, SOIL, o BURNS
FECES, OR SALIVA (E.G., ANIMAL OR o COMPOUND FRACTURES
HUMAN BITES) @ CRUSH INJURIES

* PHYSICIAN DISCRETION o FROSTBITE

@ NECROTIC OR GANGRENOUS WOUNDS

*TIG SHOULD ALSC BE CONSIDERED FOR PATIENTS WITH DIRTY OR MAJOR WOUNDS, WHO HAVE A SEVERE
IMMUNODEFICIENCY DISORDER OR HIV



Presenter Notes
Presentation Notes
The first vaccination that I think is probably the most important for an emergency department is the use of vaccine against tetanus for injuries and wounds. A simple way to ensure children are getting their tetanus vaccination is to just have a diagram or a sheet of paper or a flow within your system that reminds you how many tetanus shots they have previously had and then how dirty that wound is. This is the guideline that I use at in our Ed that I developed through a chart on up to date. The second part of this is that tetanus should be vaccinations are different in younger children versus older children. Children aged 7 and below should get D tap children aged 8 and above should receive T DAP. 


Immunizations

ED DISCHARGE INSTRUCTIONS: RABIES FOLLOW UP

%|Blew @+ e

m

~
L=

Rabies Vaccine Follow-up

° T t « The first rabies vaccine was given today (day zero). You will need three more vaccines, which will only be 1 shot each time.
etanus

the repeat vaccine.

[ R a b i e S . IE\You will need to call the infusion clinic at 414-266-2549 to schedule appointments for the following days:
* Day3[™|
* Day7 ™|
¢ Day 14: ||

. IE\[De\ete after you read this.] These vaccines do not have to be scheduled on the exact day and can be scheduled +2/3 days. Most patients should not have to come back to the ED for

+" Accept | X Cancel

WI DHS — Rabies Algorithm



Presenter Notes
Presentation Notes
The second vaccination that comes to mind for me is to vaccinate against rabies in the case of an animal bite. I also think about this with two tiers of thought process . First does the child need to get rabies vaccination? There are certain situations where it's almost always a yes such as the child was sleeping in their bedroom and woke up to a bat in the room or woke up to feeling that they were bitten and then found the bat. Those children are definitely going to get rabies vaccinations. When you start thinking about more domesticated animals like dogs cats there is more to consider and understanding that there is been no case of rabies from a dog or cat in the state of Wisconsin since... I will often use the Wisconsin DHS rabies algorithm to determine for any of the more odd animal situations whether a child does need to get vaccinated or not as well as shared medical decision making with the family. If the child does require rabies vaccination make sure you always understand that they need to have three other doses that are spaced out over the next 14 days. I would never remember what those increments of days are therefore we have it embedded into our electronic medical system where the day that you have the first one is is considered day zero and then it will automate out day three day 7 and day 14 from there and we have children often following up in our infusion clinic or urgent care or the pediatricians office and back to the emergency department if needed. 

https://www.dhs.wisconsin.gov/rabies/algorithm/index.htm
https://www.dhs.wisconsin.gov/rabies/algorithm/index.htm
https://www.dhs.wisconsin.gov/rabies/algorithm/index.htm

EDTC Open Fracture Guideline

1. RN removes splint & dressing
2. RN assess for possible open fracture®
3. & Provider Notified
(consider CIA for fast-tracking patient and ta get antibiatic ordered quickly)
4. Provider to order antibiotic, according to the table below
5. Order x-ray of injury site

l

Determine if IV is needed for:

Immunizations

e Tetanus

s Sedation and reduction
e Ongoing IV antibiotics

{ Ra b i es * Hospitalization or procedural admission

*Antibiotics aiven within 60min decreases the risk of infection®

o O pe n F ra Ct u re Type of Injury: /IVAbx: \ Oral Abx:**

%+ Open Fracture Cefazolin 30mg/kg/dose Cephalexin 30mg/kg/dose
of most bones (Max: 2g per dose) (Max: 500mg per dose)
++ Facial/Oral Open Fx Ampicillin-sulbactam Amoxicillin-clavulanate (7:1)
+ Bite with Open Fx 50mg/kg/dose of Ampicillin | 22.5mg/kg/dose of Amaxicillin
(Human or animal) (Max: 2g Ampicillin/dose) (Max: 875mg Amox/dose)
Tyvpe Il Gustilo fractures and contaminated injuries (fresh water or farm injury) may need
further antibiotic coverage.

/’: {The definition of open fracture is a fractured bone with a disruption of the skin \\
overlying the fracture site (any wound, abrasion or break in the skin).)

*The American College of Surgeons recommends IV antibiotics within 60 minutes of
patient presentation with concern for an open fracture™

* Early IV antibiotic administration has been shown to decrease infection rates in open

\I._ong bone fractures?. _,)

g ™
** There is insufficient evidence for prophylactic antibiotics and infection rates for pediatric
open fractures, outside of long bone fractures.*” Current practice is to give a dose of IV or
PO antibiotics. This guideline will be updated as new evidence becomes available.

h _/



Presenter Notes
Presentation Notes
The last immunization that I think is important in that in the emergency department setting is giving antibiotics for an open fracture. We know that open fractures are a higher risk for infection and getting antibiotics in within 60 minutes has been shown to decrease that rate of infection. So having a simple flow in your emergency department and this can be for children and adults alike that ensures the antibiotics are given quickly to this patient population is another easy and useful way of showing that you are doing immunization assessment on children. 


Child Malireatment

Children’s Health Alliance of Wisconsin — voice for children’s health


Presenter Notes
Presentation Notes
OK those are some easy ones that we just did uh this one gets a little bit more complex child maltreatment is a complicated assessment and usually with complex workup and this is one that I really think having a guideline in place is very beneficial for your team and for the patients you take care of. 


}SAMPLE Policy: Management of Child Maltreatment

I. PURPOSE

To describe and outiine the evaluation and treatment of the child or adolescent who presents to
the ED and for wham there is a concern for abuse/neglect, thus ensuring consistent and
thorough medical care of patients, appropriate reporting practices, and inifiation of follow-up
services.

Il. TARGET GROUP

The target group for these guidelines include the emergency physician, nurse, nurse
practitioner, physician assistant, and sexual assault nurse examiner (SANE), who all serve fo
care children and adolescents in the ED, ensuring appropriate initial and follow-up care.

. INTRODUCTION

A. Outline of Priorties

‘When there is reasonable concemn that a child presenting to the emergency department (ED)
has been abused or neglected, the priorities of the clinician are:
|dentify injuries
Provide appropriate stabilization and diagnostic work-up
Consult child maltreatment medical subspecialists early, if available and appropriate
Accurately document the history provided by child andfor parent/caregiver
Report to child protective services (CPS) andfor law enforcement agencies when
appropriate (refer to your state's laws and facility policies on reporting)
Collect forensic evidence when appropriate (refer to your state’s laws, stale evidence
collection procedures and national standards):
htips: i justice. goviovw/file/846858/download
Maintain chain of custody
Communicate with CPS and/or law enforcement agencies as necessary (in most states,
CPS andfor law enforcement will determine a safety plan for the patient and their
siblings if they deem it necessary)
Assist in the amangements for follow-up medical care and counseling

For those children with severe injuries, multisystem injuries, or those who require pediatric
subspecialty consultation or inpatient care, rapid assessment and transfer to the closest tertiary-
care pediatric hospital is essential.

When obtaining a history from children who may have been abused/neglected, if possible, limit
repeated history takings and examinations to reduce the potential for psychological trauma to
the patient.

IV. DEFINITIONS

A_ Child Maltreatment

There are varied definitions both medically and legally for child malireatment and its types which
include physical abuse, sexual abuse, neglect, psychological maltreatment, and medical child
abuse. The varied definitions tend to have commonalities as represented in the definition here.
Child maltreatment is an act of omission or commission that harms or threatens to harm a child
or adelescent, typically by a parent or caregiver.1

B. Physical Abuse

An act of commission to a child or adolescent which results in physical injury such as fractures,
burns, bruises, welts, cuts andfor internal injuries {i.e., solid organ injury, hellow viscus ergan
injury, internal bleeding, ischemia), not caused by accidental mechanisms or solely the result of
underlying medical condition(s), regardless of intent. Determining intent is not within the scope
of medical practice. 1-4

C. Sexual Abuse

The involvement of a child/adolescent in sexual acts or the simulation of sexual acts that they
do not understand, for which they cannot give informed consent, andfor that violates societal
norms. These acts can be through various possible means (e.g., use, persuasion, coercion,
inducement, enticement), can include exploitation (e.g., sexual acts with the minor child for
financial or other gain, pornography), penetrative contact and/or non-penetrative contact. The
penetrative contact my include penetration of the patient's genitals, oral cavity or anus or
include penetration to the alleged abuser's genitals, oral cavity, or anus. Non-penetirative
contact may include contact of the genitals, buttocks, breasts or other body part by hands,
genitals, other body parts, or objects either to or by the alleged abuser. 4-7

Sexual assault and commercial sexual exploitation of childrenfyouth, a subgroup of human
trafficking, would fall into this category of malireatment 4,6

Human trafficking: The act of recruiting, harboring, transporting, providing or obtaining a person
for compelled labor or commercial sex acts using force, fraud, or coercion.

Sample ED Policy for Child Maltreatment - EMSC



Presenter Notes
Presentation Notes
So if you do not have a policy for child maltreatment and how to do a work up in management of it this is one that I think could be quite helpful 
it does not have to necessarily be a policy but I think a guideline is something that would be my first step towards this. 
Because there is such a medical legal portion to this particular diagnosis having a policy in place may be useful.

This is not something I expect the emergency department to be developing but to really be leaning on your administration and legal team to help guide the policy if you have a guideline that you are already using. 

https://emscimprovement.center/domains/pediatric-readiness-project/readiness-toolkit-checklist/section-4-improve/policies-procedures-and-protocols/sample-emergency-department-policy-for-immunization-assessment-and-management/
https://emscimprovement.center/domains/pediatric-readiness-project/readiness-toolkit-checklist/section-4-improve/policies-procedures-and-protocols/sample-emergency-department-policy-for-immunization-assessment-and-management/
https://emscimprovement.center/domains/pediatric-readiness-project/readiness-toolkit-checklist/section-4-improve/policies-procedures-and-protocols/sample-emergency-department-policy-for-immunization-assessment-and-management/
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Presenter Notes
Presentation Notes
I am providing just a couple different versions of child abuse pathways that have been very useful and they all are pretty similar in their flow for determining whether injuries or exam findings found are concerning for abuse. This first one is from children's Mercy Hospital I have the link on this there is more pages to this pathway but this is like the initial one that kind of decides are we going down this route or not. 

chrome-extension://efaidnbmnnnibpcajpcglclefindmkaj/https:/www.childrensmercy.org/siteassets/media-documents-for-depts-section/documents-for-health-care-providers/block-clinical-practice-guidelines/mobileview/child-physical-abuse-synopsis.pdf
chrome-extension://efaidnbmnnnibpcajpcglclefindmkaj/https:/www.childrensmercy.org/siteassets/media-documents-for-depts-section/documents-for-health-care-providers/block-clinical-practice-guidelines/mobileview/child-physical-abuse-synopsis.pdf

Physical Abuse Guidelines

Goals and Metrics
Patient Education

. ) . Provider Resources
* Children’s Mercy Hospital
Related Pathways
Abuse, Suspected Sexual or Sexual Assault
Fracture, Extremity, Suspected
Head Trauma, Acute
Burn, Emergency
Burn, Inpatient
Trauma, Emergency
Long Bone Fracture, Emergency

e Children’s Hospital of
Philadelphia (CHOP)

Mo Findings Suggestive of Abuse

Mo injuries or risk factors indicating
abuse present

Mo historical indicators of abuse
Physical exam findings explained by
plausible developmentally appropriate
mechanism or medical etiology

+/- Social Work consult

Recommendations

No occult injuries on
skeletal survey

No concerns for abuse
on SW assessment

Mo further work up for abuse
Mo CPS report indicated
Routine follow-up

Child Presenting with Concern for Physical Abuse

ED Triage

ED Team Assessment
History and Physical Exam
History Concemning for Abuse
Injuries Suggestive of Abuse

Findings with Low Concern for Abuse

Single injury with plausible accidental
mechanism, but social concerns
or
Isolated linear skull fracture in infant
= 4 mos with plausible mechanism
or
Historical/social concerns for possible
abuse without identified injury

Consider Social Work Consult
Review Skeletal Survey Recommendations

Recommendations

Mo occult injuries on skeletal survey
if obtained

Risk factors/concerns for abuse on
full assessment
Consider
Child Protection Team Consult
CPS report

Admission for treatment,
safety planning

Emergency Department Clinical Pathway for Evaluation/Treatment
of Children with Concern for Physical Abuse

Sibling Considerations

Siblings/children in household
of child with abusive injuries
are at high risk

Refer to ED, Consult Scan for
evaluations/recommendations

Findings Suggestive of Abuse

Witnessed or disclosed abuse
Injury pathognomonic of abuse

Injuries Suggestive of Abuse not
explained by plausible mechanism

Occult injuries identified

Oceult injuries on
skeletal survey

Recommendations

Trauma Consult/Admission as
clinically indicated

Screen for Occult Injury
Social Work Consult
Documentation Tips

File CPS report
Consider police report
Admission considerations
Trauma Admission
Acute injury present
Admit to Trauma or
appropriate surgical service
Admitting Service Selection
for Trauma Patients Job Aid
General Pediatrics Admission
Need for medical
evaluation

CHOP Program
Safe Place: The Center
for Child Protection
and Health

Related Links
The Evaluation of

Suspected Child Physical
Abuse [

Evaluating Children with
Fractures for Child
Physical Abuse [

Bruises in Infants and
Toddlers: Those Who
Don't Cruise Rarely Bruise
=

Sentinel Injuries: Subtle
Findings of Physical
Abuse '

Abusive Head Trauma in
Infants and Children:
Technical Report [

KOPH Considerations

Admit KOPH
Safety planning, determining
disposition needed
Age > 2 yrs with isolated
orthopedic injury

Transfer to PHL
Trauma Consult required



Presenter Notes
Presentation Notes
The second guideline that I pulled up is from Children's Hospital Philadelphia chap um which is well known to have really excellent pathways um for many pediatric conditions and this is another one that helps you decide how much concern for abuse there is in which route to take in determining how much of A workup you need to do for a patient. 

chrome-extension://efaidnbmnnnibpcajpcglclefindmkaj/https:/www.childrensmercy.org/siteassets/media-documents-for-depts-section/documents-for-health-care-providers/block-clinical-practice-guidelines/mobileview/child-physical-abuse-synopsis.pdf
chrome-extension://efaidnbmnnnibpcajpcglclefindmkaj/https:/www.childrensmercy.org/siteassets/media-documents-for-depts-section/documents-for-health-care-providers/block-clinical-practice-guidelines/mobileview/child-physical-abuse-synopsis.pdf
https://www.chop.edu/clinical-pathway/abuse-physical-clinical-pathway
https://www.chop.edu/clinical-pathway/abuse-physical-clinical-pathway
https://www.chop.edu/clinical-pathway/abuse-physical-clinical-pathway

Physical Abuse Guidelines
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e Child \Y H I
I re n S e rcy OS p Ita When is bruising concerning for abuse in children <4 years of age?
e vEm If bruising in any of the three components (Regions, Infants, Patterns)
is present without a reasonable explanation, strongly consider evaluating

. ’ .
* Child | of il e e
Children’s HOSpIta O Bruising Clinical Decision Rule for Children <4 Years of Age Soasaihe s ioe e il i iR

Philadelphia (CHOP) |
e Children’s Hospital of Torso | Ears | Neck 4 months and younger Patterned bruising

Chicago T 9 N
— FACES —

Frenulum

Angle of Jaw

Cheeks (fleshy part)

Eyelids . . ecific p
Subconjunctivae like

REGIONS INFANTS PATTERNS

A Unexplained bruises in these areas most often result from physical assault.
See the Slgns TEN-4-FACESp is not to diagnose abuse but to function as a screening tool to improve the ﬂAnn & Robert H. Lurie
recognition of potentially abused children with bruising who require further evaluation. Children’s HOSpifCﬂ of Chicug(r

TEN-4-FACESp was developed and validated by Dr. Mary Clyde Pierce and colleagues. It is published and available for FREE download at luriechildrens.org/ten-4-facesp. @ Ann & Robert H. Lurie Children's Hospital of Chicago
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Presentation Notes
The last one I will bring up is the 10 four faces P this is a very long acronym but it's an excellent acronym to really give you some red flags that are concerning for child abuse especially in our young younger children so the 10 stands for torso ears neck in which you find brucy along those places as well as along the other acronym of faces which is the frenulum angle of the jaw cheeks eyelids and sub conjunctiva. If you find bruising in any of these areas in a child under the age of 4 please have been found to have a higher concern for abuse. Any four month old or younger in which you find any bruises anywhere should always raise some concern for abuse if there is no story that makes sense for how the child got that. Four months is that cut off because this is before children really start to move they're not rolling over typically they're not sitting up they're not cruising and their chances of getting bruises are much lower during this age range. The P for the 10 four faces P stands for pattern bruising and these are the bruises that are in general I think more obvious for emergency physicians um bruises in the shape of fingerprints a hand from a slap belt buckle or electrical cord with loop marks. When you see these in a child these are always very concerning for likely physical abuse. 

chrome-extension://efaidnbmnnnibpcajpcglclefindmkaj/https:/www.childrensmercy.org/siteassets/media-documents-for-depts-section/documents-for-health-care-providers/block-clinical-practice-guidelines/mobileview/child-physical-abuse-synopsis.pdf
chrome-extension://efaidnbmnnnibpcajpcglclefindmkaj/https:/www.childrensmercy.org/siteassets/media-documents-for-depts-section/documents-for-health-care-providers/block-clinical-practice-guidelines/mobileview/child-physical-abuse-synopsis.pdf
https://www.chop.edu/clinical-pathway/abuse-physical-clinical-pathway
https://www.chop.edu/clinical-pathway/abuse-physical-clinical-pathway
https://www.chop.edu/clinical-pathway/abuse-physical-clinical-pathway
https://research.luriechildrens.org/en/community-population-health-and-outcomes/smith-child-health-outcomes-research-and-evaluation-center/tricam/ten-4-facesp/
https://research.luriechildrens.org/en/community-population-health-and-outcomes/smith-child-health-outcomes-research-and-evaluation-center/tricam/ten-4-facesp/
https://research.luriechildrens.org/en/community-population-health-and-outcomes/smith-child-health-outcomes-research-and-evaluation-center/tricam/ten-4-facesp/

Death of a Child in the ED

M Policy, Procedure or Plan

M Bereavement Counseling

Children’s Health Alliance of Wisconsin — voice for children’s health
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Presentation Notes
Next we're gonna talk about death of a child in the emergency department and the questions that they ask about this or whether there's a policy procedure or plan and the second one is on bereavement counseling period now brief counseling is actually put in under the disaster the family centered care portion but it makes more sense in this portion for me so I have it in both of them just because I like lumping it together with the death of a child in the Ed 


Death of a Child in the Emergency Department and Family-
Centered Management Sample Policy

I. PURPOSE

To establish a standardized, compassionate, legally compliant process for management of the
death of a child in the Emergency Department (ED), consistent with family-centerad
bereavement principles and applicable state regulations.

This palicy aligns with guidance from the American Academy of Pediatrics regarding trauma-
informed, cutturally sensitive bereavement care.

Il. SCOPE

This policy applies to all ED physicians, advanced practice providers, nurses, social workers,
chaplains, child life specialists, technicians, and ancillary staff involved in the care of pediatric
patients.

IIl. DEFINITIONS

Pediatric Patient: Defined per hospital policy.

Pronouncement of Death: Official determination of death by a licensed provider
authorized under state law.

Medical Examiner/Coroner Case: A death meeting criteria for mandatory reporting
under state statute.

Organ Procurement Organization (OPO): Federally designated organization
responsible for evaluating organ and tissue donation.

IV. POLICY STATEMENT

The Emergency Depariment will:
Provide compassionate, culturally responsive, frauma-informed bereavement care.
Support family presence during resuscitation when appropriate and feasible.
Offer memory-making opportunities when desired by the family.
Ensure timely notification of the Medical Examiner/Coroner when required.
Motify the designated Organ Procurement Organization within the required timeframes.

« Complete all required documentation and reporting.
» Conduct a structured quality review of all pediatric deaths.

V. PROCEDURE

A. Immediate Actions Following Pronouncement
» Death shall be pronounced by a licensed provider.
Time of death shall be documented in the medical record.
Social Work shall be nofified.
Chaplain/Spiritual Care shall be offered.
Child Life services shall be offered when available.
The family shall be provided a private space whenever feasible.

. Family-Centered Bereavement Care
. Communication
Deliver news in a private sefting.
Use clear, compassionate language.
Avoid medical jargon.
Allow silence and emotional expression.
Encourage questions and provide repeated explanations as needed.
. Family Presence and Viewing
e Offer family presence during resuscitation when appropriate and safe.
» Offer time to hold, touch, or remain with the child after death.
« Do not rush the family.
. Memory-Making (When Desired)
Offer handprints and/or footprints.
Offer lock of hair when appropriate.
Offer photographs.
Provide memaory items if available.
Facilitate religious or cultural rituals when possible.
. Cultural and Spiritual Considerations
» Ask about religious or cultural practices.
» Accommodate rituals within safety and legal parameters.
. Staff Debrief
« Conduct a brief team debrief following the event.
» Provide access to employee assistance and wellness resources.

C. Medical Examiner / Coroner Determination
The attending provider shall determine whether the death meets state criteria for Medical
Examiner/Coroner notification.

o If Medical Examiner/Coroner Case

Sample ED Policy for Death of a Child — EMSC
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Presentation Notes
again there is a templated policy that you can use in order to apply what you do in your emergency department into a policy for this. What I think is more important is do you have a process in place and do you have resources when there is a death in the emergency department so that you are able to support the family and you were able to support your team. 

https://emscimprovement.center/domains/pediatric-readiness-project/readiness-toolkit-checklist/section-4-improve/policies-procedures-and-protocols/sample-emergency-department-policy-for-screening-and-triage/
https://emscimprovement.center/domains/pediatric-readiness-project/readiness-toolkit-checklist/section-4-improve/policies-procedures-and-protocols/sample-emergency-department-policy-for-death-of-a-child/
https://emscimprovement.center/domains/pediatric-readiness-project/readiness-toolkit-checklist/section-4-improve/policies-procedures-and-protocols/sample-emergency-department-policy-for-death-of-a-child/
https://emscimprovement.center/domains/pediatric-readiness-project/readiness-toolkit-checklist/section-4-improve/policies-procedures-and-protocols/sample-emergency-department-policy-for-death-of-a-child/

Pediatric Death in the ED: Communicating News, Administrative Duties, Care Initiatives
v. 2020-06-17

. Communicating news
® Preparation
= Delivering news
* General guidelines

. Administrative Duties

* Notifications
o Coroner
o Organ Procurement Organization
= Primary Care Physician
o Funeral Home

* Documentation
o Report of Death
o Electronic Medical Record

. Care Initiatives

* |n Hospital
o Viewing
o Memory Making
o Resources
o Staff Support

*  Follow-up
o Bereavement intervention program

COMMUNICATING NEWS

The unexpected death of a child is always hard and painful to the family and to the ED staff
(albeit in a much different and less intense way). Caregivers must be prepared to ensure the
child’s family gets the care they need despite the emotional demands the situation places on
caregivers,

1. Preparation
A. Prepare the family by providing information during the treatment/resuscitation process.

If death seems likely, ideally a chaplain, social worker, or nurse will become the family’s
link to the treatment process. As the situation deteriorates, that person needs to be
able to say to the family, “The team needs you to know that...

e _.they are working very hard to keep his heart beating.”

* ..they've started CPR because the heart is not beating on its own.”

e _.theinjuries are severe and may be life-threatening.”

* .there may be no way to control the severe bleeding. The bleeding is life-

threatening.”

B. Before meeting the family

® Ensure there is no blood on the clothes of anyone who will meet the family.

® Ensure there is privacy for the conversation.

* Know the child’s name.

*  Know with whom you will be talking and the emotional state of parents and their
supporters; support services will assist.
Children in attendance will likely remain with the family. Work with support
services to determine a course of action. Children should not be automatically
excluded from the notification, but they should not stay if witnessing the
emotional outburst, hearing the description of what happened, and/or being
present for questions and answers would likely be traumatic.
Focus your attention on the parents rather than the calmest or most distressed
person(s).
Relate with caring voice tones and mannerisms.
Use understandable language. Avoid medical jargon and acronyms.
Give your name and describe your area of medical expertise (e.g., orthopedics,
neurosurgery, surgery, etc.).
The patient and family’s memary of you and the hospital will be formed by both
your competency and your compassion.

2. Delivering the death notification
A. Speak with the family as soon as possible.
B. Identify the parents.
€. [If the parents are seated, when possible sit near them. Don't tell them to sit down, but
instead ask, “Can we sit down?”

. Assume the parents have only one thing on their mind: Is their child alive? Given this,

be prepared to deliver the news compassionately and quickly.
Communicating the news:
a. Becalm and paced.
b. Identify yourself and your role in the treatment and convey the outcome
c. Example: “I'm Dr. Smith. | have been taking care of (name of child) since sha/he
arrived. | have hard news to share. | am so very sorry to tell you that (child’s
name) has died.”
‘When a death notification is given, expect an emotional expression. Use support
services to assist at this time.

. Immediately after the notification is given, typically the parents/family will be so

emotionally overwhelmed that it is impossible for them to ask their questions are. Do
not press them for their questions at the time of the death notification or to seek
information you may need about what happened. Return later for these.

. Convey condolences, avoid any statement that is trite or patronizing. Resist the urge to

try and “fix"” their pain with platitudes. Say, “Again, | am so sorry. | will come backin a
little while to answer questions and talk with you about what will happen next.



https://emscimprovement.center/documents/1008/NEWPeds_Death_in_ED_-_Oliver__Forest_v_4.docx
https://emscimprovement.center/documents/1008/NEWPeds_Death_in_ED_-_Oliver__Forest_v_4.docx

How To Help

YNACG

NATIONAL ALLIANCE FOR
CHILDREN'S GRIEF

Let you concern and caring show.

Be available to do whatever is needed,
including just listen. Being avoided by others
only adds to the grieving parent's pain.

Tell parents you are sorry about what
happened to their child and about their pain,
but don't say you know how they feel. Only
other parents who have had a child die really
know what that is like.

Grief Talk: Talking to
Children About Death
and Dying

Let parents grieve in their own way and at their
own pace. It is not helpful to tell them what
they should feel or do.

+« Encourage parents to be patient with
themselves and not expect too much. This is *
not the time for "shoulds" or "ought to's." MChildren’S

« Don'ttry to fix parent's pain. Reminding them ‘ Wisconsin
that they still have other children or that they %'

can have another child suggests the child who

died is replaceable and not unique. «

s lse the child's name and share your special memaories of the child with his or her parents.
Allow them to talk about their child as much and as often as they want to. They may cry but
they also will tell you that it makes them happy to talk about their child.

Remember birthdays, anniversaries and other special days. Grieving parents want to know
their child has not been forgotten.

Give special attention to the child's brothers and sisters, not only immediately following the
death, but also in the months to come. They are also grieving and need support and
understanding.



Imaging Needs

Children’s Health Alliance of Wisconsin — voice for children’s health
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OK now we'll move on to imaging needs and whether you have a policy procedure or plan that includes doing reduced dose radiation for CT and X-ray imaging for pediatric patients. 


State of Wisconsin
Pediatric Imaging Guidelines

(This guideline

Consider Head CT
(PECARM Data)

Less than 2 yra:

= Altered mental status, GCS 14

= Loss of consciousness > 5 sec,

= Non-frontal scalp hematama

= Palpabdle skull fracture

= Non-narmal bahavior
aceording to family

= Severe mechanism of injury®

2 yrs and older:

= Altered mental status, GCS 14

= History of loss of conscinusnass
= Varmiting

= Signs of basilar skull fracture

= Severe headache

= Severe mechanism of injury®

“Savens raecianiam of nfory defined sa:

= MWC with rolloves o passengar aection

= Padlimtrian or bicyClist without hilmet
SLruck by et vahicla
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If concern for cardiothoracic
trauma andfor an abnormal chest
radiograph, contact your closest
pediatric trauma center.

Please avoid the pan scan, contact
your nearest pediatric trauma center
prior to imaging if transfer is clear.
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for Blunt Trauma
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Children's

Wisconsin

Consider Cervical Spine

Less than 3 yrs:

= Obtain plain cervical Spine X-rays
(anterior/posterior and lateral
WS ]

3 yrs and older:

= Obtain plain cervical Spine X-rays
(anterior/posterior, lateral and
adontoid views)

If eoncernd, keep in cervical eollar
and contact your closest pediatric
trauma center

e o

\
Consider Abdomen,/Pelvis CT

If unable to abtain IV acoess for
contrast, please contact closast
pediatric trauma center.

Imaging: Positive FAST in

hemadynamic stable patients

Labs: increased AST/ALT » 200,125

Physical Findings:

= Abdorningl wall bruiging/seat
belt sign

= Abdorminal tenderness/pain,
concern for peritonitis

= Tharacic wall trauma

= Varmiting

- Hernaturia

If there s concem for a collecting
systemn injury, please obtain a
S-rain. delay images.

UWHealthKids

Amaerican Family
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This one I think is an easy one to include this guideline was developed by the state of Wisconsin a few years ago and it's actually in collaboration with children's Wisconsin UW health kits and Marshfield Children's Hospital. What this does is gives you some boundaries for when and when not to more concerned than they do CT on kids for trauma. So head CT we follow pecarn almost every pediatric hospital follows pecarn and they make it pretty easy to say yes you're high risk or you're low risk you can be observed or we might have to scan you. I think if you follow P card in general that has been a very um accurate assessment and determining the need for seating the head the one age group I I don't agree on this for is that less than six months I just have a hard time really applying them into the pecan rules and so I am more conservative in doing head CT's on the younger ones who have false. Next is C spine injuries so doing X-rays oversee T's for C spine concerns and also keeping kids in a C collar until you are able to clear that cease fine I don't typically do CT of the cervical spine unless I am unable to see what I need off of the X-ray. Next we talk about whether to do a pelvis CT we typically will do these if we have a positive fast if we have LTST that are elevated or we have physical findings on the exam such as abdominal wall bruising or seat belt sign abdominal tenderness or pain in this scenario of trauma to the abdomen thoracic wall trauma vomiting or hematuria. If you cannot get an IV in place prior to doing an abdominal or pelvic CT I would recommend not getting the CT and sending them on down to a pediatric trauma center so that they can get the appropriate imaging with that contrast. The last one is considering the chest X-ray um we are pretty liberal and doing chest X-rays on trauma patients but we are very conservative on not doing CT's at the chest I'm pediatric patients we very rarely do them and the only time I usually will do that is if I have concern for an aortic dissection or if I'm seeing Media Center widening on a chest X-ray Otherwise we almost never will do that and we are strong advocates to not do CT of the chest because of the increased risk of developing cancer from that particular imaging. 
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If unable to abtain IV acoess for
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prior to imaging if transfer is clear.

marshfield Chi|dren’s
children’s hospital Wisconsin

UWHealthKids

Amaerican Family
Children's Hospital

PECARN

Pediatric Head CT Rule

PECARN

Pediatric Head CT Rule

younger s 2
than 2 years q Yeer e

or older

LOC > 5 sec History of LOC
M-Skl Brnntori g sty i il
ummmg normally 5 mgmme
Severe mechanism® i Severe mechanism®
NONE NONE

"SEVERE MECHAMNISMS

SRR ATPENE

"SEVERE MECHANISMS

pepumsLICINg PrRY 1

N LD TR MO RLINE R

¥ -ecarn <= ALIEM canaditly Eecarn &= ALIEM canadiely



Presenter Notes
Presentation Notes
This one I think is an easy one to include this guideline was developed by the state of Wisconsin a few years ago and it's actually in collaboration with children's Wisconsin UW health kits and Marshfield Children's Hospital. What this does is gives you some boundaries for when and when not to more concerned than they do CT on kids for trauma. So head CT we follow pecarn almost every pediatric hospital follows pecarn and they make it pretty easy to say yes you're high risk or you're low risk you can be observed or we might have to scan you. I think if you follow P card in general that has been a very um accurate assessment and determining the need for seating the head the one age group I I don't agree on this for is that less than six months I just have a hard time really applying them into the pecan rules and so I am more conservative in doing head CT's on the younger ones who have false. Next is C spine injuries so doing X-rays oversee T's for C spine concerns and also keeping kids in a C collar until you are able to clear that cease fine I don't typically do CT of the cervical spine unless I am unable to see what I need off of the X-ray. Next we talk about whether to do a pelvis CT we typically will do these if we have a positive fast if we have LTST that are elevated or we have physical findings on the exam such as abdominal wall bruising or seat belt sign abdominal tenderness or pain in this scenario of trauma to the abdomen thoracic wall trauma vomiting or hematuria. If you cannot get an IV in place prior to doing an abdominal or pelvic CT I would recommend not getting the CT and sending them on down to a pediatric trauma center so that they can get the appropriate imaging with that contrast. The last one is considering the chest X-ray um we are pretty liberal and doing chest X-rays on trauma patients but we are very conservative on not doing CT's at the chest I'm pediatric patients we very rarely do them and the only time I usually will do that is if I have concern for an aortic dissection or if I'm seeing Media Center widening on a chest X-ray Otherwise we almost never will do that and we are strong advocates to not do CT of the chest because of the increased risk of developing cancer from that particular imaging. 
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radiograph, contact your closest
pediatric trauma center.

Please avoid the pan scan, contact
your nearest pediatric trauma center
prior to imaging if transfer is clear.
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Consider Cervical Spine

Less than 3 yrs:

= Obtain plain cervical Spine X-rays
(anterior/posterior and lateral
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3 yrs and older:

= Obtain plain cervical Spine X-rays
(anterior/posterior, lateral and
adontoid views)
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and contact your closest pediatric

trauma center
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Consider Abdomen,/Pelvis CT

If unable to obtain IV access for
contrast, please contact closast
pediatric trauma center.

Imaging: Positive FAST in

hemaodynamic stable patients

Labs: increased AST/ALT » 200,125

Physical Findings:

= Abdorningl wall bruiging/seat
belt sign

= Abdominal tenderneds/pain/
concern for peritonitis

= Tharacic wall trauma

= Varmniting

= Hernaturia

If there s concem for a collecting
systemn injury, please obtain a
S-rain. delay images.
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Imaging Rule

for evaluation of children
after blunt trauma

«GCS 3-Bor AVPU=U

+ Abnormal airway, T
breathing, or circulation I:":“4'::'1“":T

» Focal neurologic deficits

+GCS 9-14, AVPU=Vor P
or other signs of AMS

« Self-reported neck pain
or neck tenderness
on examination

» Substantial® head
or torso injury

« Mo risk factors

*Substantial injuries defined as
inpatient observation or surgical intervention.
{Examples of substantial injuries for each body
region: skull fracture; pneumothorax; signs of
solid argan injury; thoracic, lumbar, or sacral
spine fracture; pelvic fracture)
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Presentation Notes
This one I think is an easy one to include this guideline was developed by the state of Wisconsin a few years ago and it's actually in collaboration with children's Wisconsin UW health kits and Marshfield Children's Hospital. What this does is gives you some boundaries for when and when not to more concerned than they do CT on kids for trauma. So head CT we follow pecarn almost every pediatric hospital follows pecarn and they make it pretty easy to say yes you're high risk or you're low risk you can be observed or we might have to scan you. I think if you follow P card in general that has been a very um accurate assessment and determining the need for seating the head the one age group I I don't agree on this for is that less than six months I just have a hard time really applying them into the pecan rules and so I am more conservative in doing head CT's on the younger ones who have false. Next is C spine injuries so doing X-rays oversee T's for C spine concerns and also keeping kids in a C collar until you are able to clear that cease fine I don't typically do CT of the cervical spine unless I am unable to see what I need off of the X-ray. Next we talk about whether to do a pelvis CT we typically will do these if we have a positive fast if we have LTST that are elevated or we have physical findings on the exam such as abdominal wall bruising or seat belt sign abdominal tenderness or pain in this scenario of trauma to the abdomen thoracic wall trauma vomiting or hematuria. If you cannot get an IV in place prior to doing an abdominal or pelvic CT I would recommend not getting the CT and sending them on down to a pediatric trauma center so that they can get the appropriate imaging with that contrast. The last one is considering the chest X-ray um we are pretty liberal and doing chest X-rays on trauma patients but we are very conservative on not doing CT's at the chest I'm pediatric patients we very rarely do them and the only time I usually will do that is if I have concern for an aortic dissection or if I'm seeing Media Center widening on a chest X-ray Otherwise we almost never will do that and we are strong advocates to not do CT of the chest because of the increased risk of developing cancer from that particular imaging. 
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= Severe mechanism of injury®

2 yrs and older:
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Consider Cervical Spine

Less than 3 Yra:

= Cibtain plain cervical spine X-rays
(anterior/posterior and lateral
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3 yrs and older:

= OHbLain plain cervical spine X-rays
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adontoid views)

If eoncernd, keep in cervical eollar
and contact your closest pediatric
trauma center
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Consider Abdomen,/Pelvis CT

If unable to abtain IV acoess for
contrast, please contact closast

= Obtain a chaat M-rany

If concern for cardiothoracic

trauma andfor an abnormal chest
radiograph, contact your closest

pediatric trauma center.

Please avoid the pan scan, contact
your nearest pediatric trauma center
prior to imaging if transfer is clear.

marshfield

children’s hospital

pediatric trauma center.

Imaging: Positive FAST in

hemadynamic stable patients

Labs: increased AST/ALT » 200,125

Physical Findings:

= Abdorningl wall bruiging/seat
belt sign

= Abdorminal tenderness/pain,
concern for peritonitis

= Tharacic wall trauma

= Varmiting

- Hernaturia

If there s concem for a collecting
systemn injury, please obtain a
S-rain. delay images.

Blunt Abdominal Trauma in
hemodynamically normal children
(Developed 2010, Updated 2019, Updated 2025)

Not applicable for NAT. Please refer
to NAT guidelines for management
of suspected NAT.

Evidence of abdominal wall trauma or seat belt sign®?
GCS < 1442
AST 20023 (ALT > 125%)
Elevated lipase??
Abdominal wall tenderness?3
Evidence of thoracic wall trauma?l?
Absent/Decr breath sounds®® or abnormal CXR?
Complaint of abdominal paini?3

| Yes

Consider CT abdomen
and pelvis with IV

contrast®
(delayed images obtained
automatically on all trauma CTAP)

No

v

Very low risk for injury
(0.1-0.6% risk of 1A1)

Yes

Consider forgoing cross
sectional imaging

*Additional comments:

- Increase clinical suspicion:

- The risk of 1Al is increased with increasing number of variables present.

- Altered mental status [Sensitivity of “complaint of abdominal pain” for 1Al is 79% for pts with GCS 15,
51% for pts with GCS 14, 32% for pts with GCS 13. This is similar for abdominal tenderness on exam.]

- Distracting injury [ie; femur fracture]

- High-Risk Mechanisms [ie; handlebar injury] — PO contrast not required

1Holmes et al, Ann Em Med 2013
2Streck et al, JACS 2017

2Abra, ] Trauma 2018

3Karam et al, J Pediatr 2009
4Holmes et al, Ann Em Med 2002

UWHealthKids

Amaerican Family
Children's Hospital

Children's

Wisconsin
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This one I think is an easy one to include this guideline was developed by the state of Wisconsin a few years ago and it's actually in collaboration with children's Wisconsin UW health kits and Marshfield Children's Hospital. What this does is gives you some boundaries for when and when not to more concerned than they do CT on kids for trauma. So head CT we follow pecarn almost every pediatric hospital follows pecarn and they make it pretty easy to say yes you're high risk or you're low risk you can be observed or we might have to scan you. I think if you follow P card in general that has been a very um accurate assessment and determining the need for seating the head the one age group I I don't agree on this for is that less than six months I just have a hard time really applying them into the pecan rules and so I am more conservative in doing head CT's on the younger ones who have false. Next is C spine injuries so doing X-rays oversee T's for C spine concerns and also keeping kids in a C collar until you are able to clear that cease fine I don't typically do CT of the cervical spine unless I am unable to see what I need off of the X-ray. Next we talk about whether to do a pelvis CT we typically will do these if we have a positive fast if we have LTST that are elevated or we have physical findings on the exam such as abdominal wall bruising or seat belt sign abdominal tenderness or pain in this scenario of trauma to the abdomen thoracic wall trauma vomiting or hematuria. If you cannot get an IV in place prior to doing an abdominal or pelvic CT I would recommend not getting the CT and sending them on down to a pediatric trauma center so that they can get the appropriate imaging with that contrast. The last one is considering the chest X-ray um we are pretty liberal and doing chest X-rays on trauma patients but we are very conservative on not doing CT's at the chest I'm pediatric patients we very rarely do them and the only time I usually will do that is if I have concern for an aortic dissection or if I'm seeing Media Center widening on a chest X-ray Otherwise we almost never will do that and we are strong advocates to not do CT of the chest because of the increased risk of developing cancer from that particular imaging. 
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2 yrs and older:

= Altered mental status, GCS 14
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Consider Cervical Spine

Less than 3 Yra:

= Cibtain plain cervical spine X-rays
(anterior/posterior and lateral
WS ]

3 yrs and older:

= OHbLain plain cervical spine X-rays
(anterior/posterior, lateral and
adontoid views)

If eoncernd, keep in cervical eollar
and contact your closest pediatric
trauma center
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Consider Abdomen,/Pelvis CT

If unable to abtain IV acoess for
contrast, please contact closast
pediatric trauma center.

Imaging: Positive FAST in

hemadynamic stable patients

Labs: increased AST/ALT » 200,125

Physical Findings:

= Abdorningl wall bruiging/seat
belt sign

= Abdorminal tenderness/pain,
concern for peritonitis

= Tharacic wall trauma

= Varmiting

- Hernaturia

If there s concem for a collecting
systemn injury, please obtain a
S-rain. delay images.

UWHealthKids

Amaerican Family
Children's Hospital

Blunt Chest Trauma
(Developed 2010, Updated 2019,
Updated 2025)

*Additional comments:

*  Mediastinal contour is assessed to look for blunt aortic injury (BAI). It can be normal in the setting of BAl and if there is clinical
concern and a high-risk mechanism (ie: significant deceleration injury), decision is at the discretion of attending surgeon.

*  CTA of the chest is to image the GREAT VESSELS. Management of rib fractures, pneumothorax, hemothorax, contusions, etc.
rarely change with chest imaging. Spine imaging can generally be completed with plain films (see additional slides)

* (T “pan scan” includes non-con CTH, CTCS, CTA chest, CT abdomen/pelvis + Delays; T and L spine films can be reformatted

*  QOther Consideration: MCl or Surge in which multiple patients are concerning and all need imaging, consider pan scan to expedite

ED work up and efficiency of imaging

Abnormal
mediastinum on CXR

Yes

No

Severe head injury
(with high concern fo
NSG operative
intervention) & need
for CTAP?

r

Yes

CTA of the chest*
General Surgery consult

No

Requires CTH and
CTAP only?

Yes

CT “pan scan”*
General Surgery consult

CTH, CTAP
Plain films of cervical & thoracic spine as indicated

Gunnink et al, Ped Em Care, 2024
Holl et al, Ped Em Care, 2020
Rodriguez et al, AJEM 2017
Golden et al, ] of Trauma 2016
Rodriguez et al, AEM 2014
Holscher et al, JSR 2013

Yanchar et al, ) of Trauma 2013
Markel et al, J of Trauma 2009
Renton et al, JPS 2003
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Presentation Notes
This one I think is an easy one to include this guideline was developed by the state of Wisconsin a few years ago and it's actually in collaboration with children's Wisconsin UW health kits and Marshfield Children's Hospital. What this does is gives you some boundaries for when and when not to more concerned than they do CT on kids for trauma. So head CT we follow pecarn almost every pediatric hospital follows pecarn and they make it pretty easy to say yes you're high risk or you're low risk you can be observed or we might have to scan you. I think if you follow P card in general that has been a very um accurate assessment and determining the need for seating the head the one age group I I don't agree on this for is that less than six months I just have a hard time really applying them into the pecan rules and so I am more conservative in doing head CT's on the younger ones who have false. Next is C spine injuries so doing X-rays oversee T's for C spine concerns and also keeping kids in a C collar until you are able to clear that cease fine I don't typically do CT of the cervical spine unless I am unable to see what I need off of the X-ray. Next we talk about whether to do a pelvis CT we typically will do these if we have a positive fast if we have LTST that are elevated or we have physical findings on the exam such as abdominal wall bruising or seat belt sign abdominal tenderness or pain in this scenario of trauma to the abdomen thoracic wall trauma vomiting or hematuria. If you cannot get an IV in place prior to doing an abdominal or pelvic CT I would recommend not getting the CT and sending them on down to a pediatric trauma center so that they can get the appropriate imaging with that contrast. The last one is considering the chest X-ray um we are pretty liberal and doing chest X-rays on trauma patients but we are very conservative on not doing CT's at the chest I'm pediatric patients we very rarely do them and the only time I usually will do that is if I have concern for an aortic dissection or if I'm seeing Media Center widening on a chest X-ray Otherwise we almost never will do that and we are strong advocates to not do CT of the chest because of the increased risk of developing cancer from that particular imaging. 
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V] Policy, Procedure or Plan
vl Suicide Screening

vl Acute Agitation Management

Children’s Health Alliance of Wisconsin — voice for children’s health


Presenter Notes
Presentation Notes
OK now we are gonna quickly go over the behavioral health component and this is actually a few questions on here but I can lump it all together under behavioral health but the questions really come out too do you have a policy procedure or plan that includes behavioral health issues for children of all ages do you have universal suicide screening assessment and management and do you have a policy procedure or plan for the management of acute agitation with pediatric specific components. 
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Presenter Notes
Presentation Notes
I think this is another hard area because I want to pick up on kids who are at risk of hurting themselves or others but also ensuring that if you are doing this you have the resources to provide instead of just saying hey you're high risk for a mental health emergency. So while I'm going to give you these I would say to make sure you have a plan in place because you will get positive screens and you will get more positive screens than you anticipate by putting these out here I think it's important I think it is worth it what is don't require support by the hospital in order to provide what is necessary for these patients. 
this first one is the safety protocol for the Columbia rescue protective factors that identifies risk factors and suicidal ideation severity for pediatric patients this is a simple questionnaire to put out there. 


Social Issues

vl Home Safety
vl Food Security

Children’s Health Alliance of Wisconsin — voice for children’s health
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Presentation Notes
Now let's transition to social issues and the two questions that come up on this one are do you have a policy procedure or plan to address social issues and they specifically call out home safety or food insecurity for children. I do not think that you need to have both of these but you need to be acknowledging that there are social issues beyond the emergency department and you might be the net to help get families better resources than what they currently have. 


Safety Center

Home safety checklist

Children's Wisconsin Safety Center has many resources to help keep kids safe and healthy. This home safety
checklist is a place to get started with things to think about 1o keep kids safe at home. Many additional
resources are provided in links. Wisit childrenswi.org/safatycenter for more information.

Overall emergency planning Create emergency action plans, and make sure averyona in youwr family knows
how to respond to different types of emergencies. Get our family safety planning sheet.

Home fire safety Have working smoke alarms and carbon monoxide detectors on every level of your homa,
and check them monthly. Get our room-by-room fire prevention checklist. Also, home heating safety.

Home cooking safety Cooking is the Mo. 1 cause of home fires. Teach kitchen and cooking safety to
kids and feans.

Fall safety Falls are the Mo.1 reason for injury in the home. Keep doors and stairs clear to avoid trips and falls.
Keep cords and other tripping hazards ouwt of sight.

Medication safety Place medications, vitamins, cleaning products and other poisons in a locked, high cabinet.
Visit the Wisconsin Poison Center for more poison prevention information.

‘Water safety Supervise children at all times around water, including buckets, bathiubs and pools.
Learn more about swimming and water safety.

Toy safety Check toys and other electronics for button batteries and magnets, and keep them out of
reach of young children and pets.

|:| Furniture safety Secure dressars, TV's and ather furniture io the wall to avoid tipping over.
D Firearm safety Make sure firearms are stored in a locked gun safe and separate from ammunition.
childrenswi.org/safetycenter SAFE 8z '

Org/s : K:DS Children's
safetycenter@childrenswi.org WisCoEN Wisconsin

TS e, Wi, A S s, CI_LAF 54T



Presenter Notes
Presentation Notes
A couple easy ways you can do this are one to have a home safety checklist or during the summer there are plenty of water safety pamphlets that you can hand out to patients fire safety or even things such as a emergency family emergency plan on pamphlet. Any of these will at least get the conversation started so that families can continue educating themselves and their children on how to stay safe. 


What is the Hunger Vital Sign™?

In 2010, Drs. Erin Hager and Anna Quigg and the Children’s HealthWatch team developed the Hunger Vital Sign™, a validated 2-question food insecurity
screening tool based on the U.S. Household Food Security Survey Module to identify households at risk of food insecurity.

The Hunger Vital Sign™ identifies households as being at risk for food insecurity if they answer that either or both of the following two statements is
‘often true’ or ‘sometimes true’ (vs. ‘never true’):

“ within the past 12 months we worried whether our food would run out before we got money to buy more.”

“ Within the past 12 months the food we bought just didn’t last and we didn't have money to get more.”

Children’s Health Watch — Hunger Vital Sign



Presenter Notes
Presentation Notes
The other component I would bring up under social issues is on food insecurity. We all work in the emergency department and we know that food insecurity is a common problem that we see regardless of whether it is adults families children who have it but it is in every community. Having a food insecurity tool within your emergency department is an excellent way to reach out and help people who might otherwise be falling through the cracks. But this one also requires buying from your leadership so that if you find out someone is food insecure you have a plan in place to help them. We simply use this is a flag and then we provide gift cards to our cafeteria so that the family can go get some food while they are visiting the hospital. We also will follow up with other resources to help if they are food insecure the hunger vital sign is a screening tool that is used to determine if someone could be food insecure and actually this website has a lot of other resources so that it doesn't fall on just your emergency department but you can help get some other resources for the family if they are struggling with food security. e 

https://childrenshealthwatch.org/hunger-vital-sign/
https://childrenshealthwatch.org/hunger-vital-sign/
https://childrenshealthwatch.org/hunger-vital-sign/

Clinical Care Algorithms

M Asthma
M Croup

M Bronchiolitis
M DKA
M Abdominal Pain

M UTI
M Febrile Neonate

Children’s Health Alliance of Wisconsin — voice for children’s health
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OK now we will talk about our clinical care algorithms and in all honesty I did not put any of these on here because I am sure that you have some type of clinical care algorithm at your emergency department and I would tell you that if there is one that you wish you had and you've been struggling to figure out how to have a good guideline for it reach out to Anna or Chris or any of us after this and we can help you find either a good guideline that we like to use one that we use at our hospital or just one that we think is really well done to help you have that algorithm in place the ones that I have listed up here are just when I think of just very basic pediatric ones that um are good to have for any emergency department seeing kids. 


Family-Centered Care

M Policy to promote family-centered care

V] Involvement in patient care decision-making

M Involvement in medication safety processes

M Family presence during all aspects of
emergency care and resuscitation

M Bereavement Counseling

Children’s Health Alliaonce of Wisconsin — voice for children’s health
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Presentation Notes
OK the next layer of policies really falls under this family centered care. And the questions that they asked around this are multiple questions that include do you have a policy for promoting family centered care I think that is as simple as stating are the families in the room with the child when you are doing medical care . Next slide are the families and caregivers involved in the decision making for the patient .
Does your emergency department involve families and caregivers and medication safety processes something as simple as making sure to weigh a child and put it into kilograms versus having to pay parent give you a verbal weight estimate goes a long way in making sure that you have can give safe medical dosing. Next slide do you have family in guardians present during all aspects of emergency care including resuscitation. I don't actually know if this does happen everywhere this is our standard of care that families are present for almost all portions of resuscitation unless we have moved on from immediate resuscitation to sedation for a procedure and then we will have family about after sedating the child otherwise families are there for the entire visit and I imagine that goes for most places because it's very difficult to get a parent to walk out of a room that their child is in is sicker injured. Does your Ed have a policy on educating the patient the family of the caregivers on your treatment plan and disposition. Things as simple as having your nurse go in at the end of the visit and saying this is your diagnosis these are the medications that you are prescribed this is how often you should be taking them what questions do you have is probably the best way that you can include them on the plan and disposition . And the last one is do you have that bereavement counseling which we already discussed 


@f MSC

Patient- and Family-Centered Care in the Emergency
Department

I. PURPOSE

To establish standardized practices that promote Patient- and Family-Centered Care (PFCC) in
the Emergency Depariment (ED) for both pediatric and adult pafients. This includes meaningful
involvement of families and caregivers in care decision-making, medication safety processes,
family presence during procedures and resuscitation when appropriate, education regarding
treatment plans and disposition, and provision of compassionate bereavement support.

Il. SCOPE

This policy applies to all ED clinical and support personnel involved in the care of pediatric and
adult patients.

Il. DEFINITIONS

Patient- and Family-Centered Care (PFCC): An approach to healthcare that is respectiul of
and responsive to individual patient and family preferences, needs, and values, ensuring that
patient values guide clinical decisions.

Family/Caregiver: Individuals identified by the patient {or legal guardian for minors or
incapacitated adults) as playing a significant role in the patient's life and care.

Shared Decision-Making (SDM): A collaborative process in which clinicians and
patients/families make healthcare decisions together based on clinical evidence and
patient/family values.

Family Presence During Resuscitation (FPDR): The practice of allowing family members to
be present during resuscitative efforts or invasive procedures when appropriate.

Bereavement Support: Emotional, informational, and psychosocial support provided to families
following a death or life-threatening event.

@ EMSC

V. POLICY

The ED shall integrate FFCC principles into all aspects of care delivery for pediafric and
adult patients.

Patients and families shall be treated with dignity, respect, and cultural sensitivity and
actively engaged in care planning and decision-making consistent with patient
preferences, decision-making capacity, and legal authority.

Families and caregivers shall be included in medication safety processes to reduce
preventable harm.

Family presence during procedures and resuscitation shall be supported when clinically
appropriate and when resources allow.

Clear, timely communication regarding diagnosis, treatment plan, risks, benefits, and
disposition shall be provided in language understandable to the patient and family.

The ED shall provide compassionate bereavement support following the death of a
patient (adult or pediatric) or during life-threatening events.

V. PROCEDURE

A. Involving Families in Care and Decision-Making

1.
2.

3

Patients shall be asked to identify individuals they wish to involve in care discussions.
For pediatric patients, parents or legal guardians shall be included in decision-making
cansistent with legal requirements.

For adult patients, involvement of family shall occur with patient consent or when legally
authorized representatives are requirad due to incapacity.

Clinicians shall use shared decision-making when discussing diagnostic testing,
treatment options, and disposition planning.

Cultural, linguistic, and health literacy needs shall be addressed through interpreter
services and appropriate educational materials.

B. Medication Safety and Family Engagement

1.

2.

3

4.

Medication reconciliation shall include input from the patient andfor caregiver whenever
possible.

Patients and families shall be encouraged to confirm medicaiion names, doses,
purposes, and allergies.

Pediatric medication dosing shall utilize weight-based verification and standardized
safety processes.

Discharge medication instructions shall include clear written and verbal education using
teach-back methods when feasible.

C. Family Presence During Procedures and Resuscitation

1.

Family presence during invasive procedures or resuscitation shall be offered when:


Presenter Notes
Presentation Notes
In general do you have a disaster plan for your hospital? 
If you have one but it's not pediatric based that is fine I do not think you need a separate pediatric plan but you do need to make sure that when you're going through each of the areas of that disaster plan that there are pediatric considerations that are made in areas where it may be different or requires more for a pediatric patient population. I have another template for how to develop a pediatric disaster plan this is now simple it says basic it's not very basic at all it's still a very dense task to take on the policy for this but if it's something that you are working on having I think it's a good area to start from decide what you want and don't want from this and it really kind of calls out all the areas you should be considering. 

https://emscimprovement.center/documents/3464/Patient-_and_Family-Centered_Care_in_the_Emergency_Department.docx
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Another way to go about this is to kind of do it checklist style to at least get an idea of what are the things you want in your disaster plan for Pediatrics and these really go through do you have a pediatric champion do you know where your risks are for your emergency department in regards to Pediatrics for a disaster do you have a pediatric surge plan that includes supplies equipment do you have space do you have staff do you have a Deacon plan that considers PEDs and do you have any resources to deal with the behavioral mental health components that occur with a disaster and finally do you have a plan to transfer children out if you cannot care for their level of acuity or you do not have the space for it. 


Disaster Planning

V] Disaster plan addresses issues specific to children

V] Includes plan for medications, vaccines, equipment, supplies, and
appropriately trained providers for children

M Addresses decontamination, isolation and quarantine of families
together, when possible

V] All disaster drills include pediatric patients

V] Includes pediatric surge capacity

V] Includes access to behavioral health resources in the event of a disaster
V] Includes access to social services for children in the event of a disaster

V] Includes the care of children with special health care needs

consin.org

Children’s Health Alliaonce of Wisconsin — voice for children’s health
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OK the last one we're gonna go over is on disaster planning and there's actually a lot of questions specifically on disaster planning umm in this version of the MPRP. When I was getting this lecture together I was actually struggling with this one quite a bit because at first I was trying to figure out how to put a disaster plan in place for any emergency department and that really requires a lecture of its own and it's not the time to be doing that right now it's about what your emergency department has at this moment and if you do not have some of these components is this something that you would like to work on in the future and what are some ways that you can get some of these components in there to ensure you have a robust disaster plan for a Pediatrics. 
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In general do you have a disaster plan for your hospital? 
If you have one but it's not pediatric based that is fine I do not think you need a separate pediatric plan but you do need to make sure that when you're going through each of the areas of that disaster plan that there are pediatric considerations that are made in areas where it may be different or requires more for a pediatric patient population. I have another template for how to develop a pediatric disaster plan this is now simple it says basic it's not very basic at all it's still a very dense task to take on the policy for this but if it's something that you are working on having I think it's a good area to start from decide what you want and don't want from this and it really kind of calls out all the areas you should be considering. 

https://emscimprovement.center/domains/pediatric-readiness-project/readiness-toolkit-checklist/section-4-improve/policies-procedures-and-protocols/sample-emergency-department-policy-for-screening-and-triage/
https://emscimprovement.center/documents/3467/Hospital_Pediatric_Disaster_Plan_BASIC_Template_-_Sept_2022.docx
https://emscimprovement.center/documents/3467/Hospital_Pediatric_Disaster_Plan_BASIC_Template_-_Sept_2022.docx
https://emscimprovement.center/documents/3467/Hospital_Pediatric_Disaster_Plan_BASIC_Template_-_Sept_2022.docx

Hospital Pediatric Disaster Plan Template — Implementation Checklist

Blue color indicates the hospital may wish to tailor plan, inserting facility name or abbreviation
Purple color indicates an action — to insert, list, supply a sample, outline, etc. processes/locations/activities unique to the
facility or its plan
Bold indicates the hospital will need to define its jurisdiction (LDH/HCC regions)
p.3 Identify plan type — stand-alone vs. incorporated into or appendix of EOP
Insert incident command system (HICS) organization chart or other response chart delineating roles with E M S C e
responsibilities during disasters o

Outline pediatric champion as medical technical specialist

p.4 Hospital selects from list and/or outlines way pediatric HVA or Risk Assessment is conducted — multiple [ ] [ ] [ ]

options of ideas are presented in template Pe d I a t r I C D I Sa Ste r P I a n

Insert or attaches HVA and/or summary of findings as they pertain to pediatrics

Define HCC region

p.5 Indicate frequency of participation in HCC planning and engagement meetings ° ™Y
Indicates locations of pediatric supplies and equipment used in medical surge I m I e m e nta t I 0 n C h e c kI I St

p.6 Hospital identifies and lists departments and service areas included in planning for obtaining additional p

pediatric surge supplies/equipment

Outline surge strategies for pharmaceutical interventions for pediatrics

List out spaces used for medical surge

Lists staff - roles and responsibilities along with training and education programs inclusive pediatric

medical and disaster response

Indicates location of non-clinical supplies and equipment needed during surge of uninjured/ill pediatric

patients; identifies methods of obtaining additional supplies not maintained within hospital

p.7 Identifies space used for non-medical surge of pediatric patients

Identifies staff to support the management of non-medical pediatric surge

Outlines or direct/reference procedures to transfer patients out; identify nearest children’s hospital or

facility with most advanced pediatric capability

List routine transfer protocols or mechanisms for obtaining medical transport

p.8 Does hospital have decontamination plan? If yes, reference that plan in this section

Outline areas/locations to be used for decontamination of pediatrics and locations pediatric

decontamination supplies are stored

Include procedures for carrying out pediatric decontamination of age groups

Identify staff member(s) to provide oversight or guidance for pediatric decontamination

Does hospital infectious disease plan or policies address peds? If yes, refer

List areas used for pediatric isolation

p.9 List areas of pediatric PPE

Identify the role/staff to assist with planning and response for children with unique healthcare needs -

Qutline policies and procedures for unique pediatric patient populations

Indicate other providers or special groups to help with response to unigue pediatric patient populations

p. 10 Identify the role/staff to assist with planning and response for pediatric behavioral or mental health —

reference any relevant protocols around mental or behavioral health

Indicate patient tracking coordinator roles/staff —use HICS org chart if necessary

Outline reunification procedures for pediatric patients

Identify locations to receive pediatric patients evacuated into facility and estimated bed or surge counts,

including staff to help manage surged/receiving patients

p.11 Does hospital have evacuation plan inclusive of moving pediatrics? If yes, reference that plan

Identify primary and secondary sites to evacuate patients — for external evacuation

Identify scenarios to prompt Sheltering-In-Place and any special planning considerations for pediatrics not

previously addressed in plan

List various staff members, locations and strategies related to security
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Presentation Notes
Another way to go about this is to kind of do it checklist style to at least get an idea of what are the things you want in your disaster plan for Pediatrics and these really go through do you have a pediatric champion do you know where your risks are for your emergency department in regards to Pediatrics for a disaster do you have a pediatric surge plan that includes supplies equipment do you have space do you have staff do you have a Deacon plan that considers PEDs and do you have any resources to deal with the behavioral mental health components that occur with a disaster and finally do you have a plan to transfer children out if you cannot care for their level of acuity or you do not have the space for it. 

chrome-extension://efaidnbmnnnibpcajpcglclefindmkaj/https:/lha-foundation.org/common/Uploaded%20files/EP/Hospital%20Ped%20Disaster%20Plan%20Implementation%20Checklist%20-%20Sept%202022.pdf
chrome-extension://efaidnbmnnnibpcajpcglclefindmkaj/https:/lha-foundation.org/common/Uploaded%20files/EP/Hospital%20Ped%20Disaster%20Plan%20Implementation%20Checklist%20-%20Sept%202022.pdf
chrome-extension://efaidnbmnnnibpcajpcglclefindmkaj/https:/lha-foundation.org/common/Uploaded%20files/EP/Hospital%20Ped%20Disaster%20Plan%20Implementation%20Checklist%20-%20Sept%202022.pdf

Checklist of Essential
Pediatric Considerations

for Every Hospital’'s
Disaster Policies

EMSC:

Checklist Link

EMSC

Emergency Medical
Services for Children

Revised, September 2024

PROGRESSIVE CATEGORIES OF RECOMMENDATIONS:

A KEY MODIFICATION

For each damain in this document, considerations are organized into a three-cal

i i vanced. It is intended that
nenlal activities in the Foundalion
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columns eir level of planning increases. The
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FOUNDATION ©

Facilities with no dedicated
pediatric inpatient services.

INTERMEDIATE ©

Facilities with same
inpatient pediatric services.

ADVANCED

Quaternary-care or
specialty pediatric hospitals-
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This is one other checklist form that does that on a graph form and the only reason I bring this up is because I like that they have this 1 divided into three different categories Of hospital systems and the capacity that each of these systems has and so they kind of talk about facilities that have no dedicated pediatric inpatient services which are going to be the majority of community hospitals. And then there's the intermediate which is their facilities that has some inpatient pediatric services and then there's the advance which is going to be your tertiary care or specialty pediatric hospitals I think this does a nice job though of saying not all of these checklists are going to be necessary for a small hospital with no pediatric inpatient capabilities and how to really focus your disaster plan on dealing with the initial management stabilization caring for for an undetermined amount of time and transfer out plans. 

chrome-extension://efaidnbmnnnibpcajpcglclefindmkaj/https:/media.emscimprovement.center/documents/ED_Disaster_Checklist.pdf
chrome-extension://efaidnbmnnnibpcajpcglclefindmkaj/https:/media.emscimprovement.center/documents/ED_Disaster_Checklist.pdf

Medications

Acetaminophen
Ibuprofen
Fentanyl
Morphine
Oxycodone

Furosemide
Amiodarone
Dobutamine
Dopamine

Epinephrine

Antbioties Norepinephrine

Amoxicillin
Ampicillin
Cefazolin
Ceftriaxone
Cefotaxime
Cefuroxime
Clindamycin
Gentamicin
Metronidazole
Vancomycin

Albuterol MDI

Albuterol Nebulizer
Ipratropium

Racemic Epinephrine
Epinephrine

Magnesium Sulfate
Methylprednisone
Prednisone/Prednisolone

Milrinone
Nicardipine

Neurological Midazolam

Diazepam
Fosphenytoin
Lorazepam
Mannitol
Midazolam

Phenobarbitol
Levetiracetam

Resuscitaton Nitrous Oxide

Adenosine
Calcium Chloride
Epinephrine
Glucose

Sodium Bicarbonete
Amiodarone
Atropine

Hypertonic Saline (3%)

Flumazenil
Naloxone

Atropine
Lidocaine

Etomidate

Ketamine
Rocuronium
Succinylcholine

Ketamine
Propofol

Atropine (Nerve Agent Tx)
Hydroxocobalamin (Cyanide Tx)
Sodium Nitrite + Sodium

Thiosulfate (Cyanide Tx)

DTaP (7 and under)


Presenter Notes
Presentation Notes
OK and let's transition from COVID disaster plans to the questions about do does your plan include availability of things such as medications I quickly pulled together this list of just medications I could think of that you likely would need that would get you through most of the issues that would come in during a disaster . These are separated into your pain your antipyretics your antibiotics respiratory distress cardiac neuro resuscitation reversal agents your RSI and you're antitoxins. What I would say from if I were a small emergency department I would look through this list mark which ones I have and don't have understand there will be a dosing difference for PEDs versus adults and determine if there's any areas on here where the medications you have would not be sufficient and is there a gap in your ability to initially resuscitate a child who comes in during a disaster some of these you don't need four different anti epileptics but you might need two or three depending on what's happening so using what you have and ensuring you have enough to get you through your initial management 


Non-Medical Neeg

Infant Childcare

Child Life

Interpretors

Chaplain

Social Work

Mental Health Counselors

Beds

Cribs

Linens
Diapers
Wipes

Baby Bottles
Sippy Cups
Formula
Food

Separate room from medical
care

Safe, with no dangers to small
children

Play space

Television, activities
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Presentation Notes
next you think about what are other non medical needs the specific to Pediatrics and I like to put this into the category of of our 3S your staff your supplies in your space so for staff if you have a pediatric disaster do you have people to take care of the infants and the young children you can't do a room with 20 infants with just one person it's likely not going to be safe to do that and so where do you lean to if you have a disaster and you need to care for multiple infants and children either in a medical capacity initially and then in a non medical capacity until you can get them back to families or transfer them out . Other staff to consider child life if you have that option if you don't do you have a cell phone and you can put blue on that is enough to keep a child occupied and maybe distract them from what is probably some significant anxiety that they're experiencing . Do you have interpreters to help with this do you have a chaplain how about social work how hard is it to get them in there if there is a disaster and what is your easy to find I need social work access quickly for a disaster. Finally do you have mental health counselors or do you have resources to give out to families for concern for mental health concerns following a disaster. The next category is supplies so do you have cribs for these babies I'm I'm sure you don't stock up on cribs but what do you have that you could use in a pinch that is going to be safe sleeping for a child or a baby and do you have linens for that you need to have some diapers or you need to be able to quickly have get diapers as well as wipes baby bottles sippy cups formula and food I know I'm missing many more but just thinking through what to do if there's a major disaster and you know have a room full of pediatric patients who maybe don't need your medical attention but do require care ongoing care that is different from if you have a group of 20 adults who are just waiting for their ride to come get them the last S is that space you need a separate room from the children and the patients who are still receiving their medical care how can you safely keep kids in an area that does not have dangers but also they're not being taken by people who are not you know they're guardians and parents and they're not wandering off and getting lost. Do you have a place space for them . Do you have television or some kind of activities to keep them occupied as we're waiting for them to be reunited with family. 
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Presenter Notes
Presentation Notes
The next question discusses if you have a plan that addresses decontamination as well as isolation and quarantine of families and children of all ages and after this one I have another edicon template if you want to develop a policy with it but honestly I really like this little um it's like a 10 page packet that Children's Hospital of Los Angeles Los Angeles developed and I don't really need to go through this other than if you look at it they make it as simple as possible so that you can teach your staff how to appropriately decontaminate your child and it's done in wording that a small child is able to understand what needs to be done for this now where your infants and toddlers can understand this absolutely not but that's the second part of this is somewhere in your policy or guidelines or plans for decontamination is that you keep children with their families as we're doing decontamination they obviously cannot be held the entire time and children who can walk should be walking next to their parents but keeping them together will is important to ensure that we're not causing more trauma unto these children and the parents can help with some of the deep contamination of the children 


Pediatric Decontamination
Plan Template

The Pediatric Disaster Care Centers of Excellence CFDA # 93.889 funding opportunity
announcement (FOA) requires Gulf 7 Pediatric Disaster Network to address known gaps
in pediatric disaster care of all pediatric patient populations by augmenting the existing
clinical capabilities within states and across multi-state regions. G7 developed multiple
healthcare-level plan templates that are inclusive of pediatric population. This plan
aims to assist healthcare entities build or strengthen response plans and health care
system coordination related to pediatric medical surge in disasters. Specific focus will
be given to the management of pediatric care related to burn care, decontamination,
family reunification, highly infectious disease (HID), mass casualty incidents (MCI),
patient evacuation, and behavioral heclth.

These disaster plan templates should be developed to complement the hospital's
current emergency operation plan (EOP). It is intended to be a high-level, incident-
specific response plan that identifies the experts and specialized resources that exist
within the hospital and within their region. Hospitals have obligations under the
Occupational Safety and Health Administration (OSHA), and Joint Commission/CMS, to
maintain detailed policies and procedures that support their individual operations.

This document is organized as such:

+ Sample plan headings/sub-headings;

+ Description and considerations (where appropriate, language from the FOA and
Health Care Preparedness and Response Capabilities are used; refer to the full
text of the capabilities for additional detdil/information); and

* Sample resources/plans that may provide guidance or a template for hospitals
to assist in their planning efforts. There is no guarantee the resource(s) listed will
fully comply with the capability. A sample plan outline is provided in Appendix A
of this document.

According to the Pediatric Disaster Care Centers of Excellence CFDA # 93.889 funding
opportunity announcement (FOA), Gulf 7 Pediatric Disaster Network must develop a
series of pediatric plan templates and resources to address emergencies that include a
need for; decontamination, burn freatment, high consequence infectious disease,
mass casualty incidents, family reunification, and evacuation. It is important to consider
trauma, iliness, surgical, and behavioral health topics inclusively since those caring for
patients will likely be working on these situations simultaneously.

The FOA states, on page 7, “In Activity B: Strengthen pediatric disaster preparedness
plans and health care system coordination related to pediatric medical surge in
disaster, strategy1: Review and update existing disaster preparedness plans and
annexes to ensure they incorporate pediatric considerations™:
+ Convene relevant partners to collectively inventory existing disaster
preparedness plans and identify gaps related to statewide and regional

Sample Pediatric Decontamination Plan — Gulf 7
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this is another template this one's actually through gulf 7 which is one of our pediatric disaster coalitions and it gives you a nice template on how to if you would like to have a policy on pediatric decontamination 

https://emscimprovement.center/domains/pediatric-readiness-project/readiness-toolkit-checklist/section-4-improve/policies-procedures-and-protocols/sample-emergency-department-policy-for-screening-and-triage/
https://www.g7pedsdisaster.org/s/Template-Pediatric-Decontamination-Plan.docx
https://www.g7pedsdisaster.org/s/Template-Pediatric-Decontamination-Plan.docx
https://www.g7pedsdisaster.org/s/Template-Pediatric-Decontamination-Plan.docx

PLANNING TOOL

PLACE LOGO HERE

Pediatric Surge Plan Template

Use this template to create a Facility plan for a Pediatric Surge Incident.

Policy/Reference Number: Click or tap here to enter text.

Purpose

Click or tap here to enter text.

Scope

This plan is a supplement to, not a replacement for, the response actions and resources
described in the facility Emergency Operations Plan and provides additional details relevant to
an incident that involves significant numbers of pediatric victims.

This annex is limited to no-notice incidents. Pediatric issues during evacuation and infectious
disease incidents involve different considerations and are not included here.

Planning Assumptions!

1. Our facility will utilize the Hospital Incident Command System (HICS) to respond

2. Mon-pediatric facilities will receive children from mass casualty events

3. Families should be kept together during all phaszes of care whenever possible

4. In large incidents, or when access to the facility is an issue, we may have to provide
ongoing care pending arrival of sufficient transportation or treatment resources

5. I the event involves more than one facility regional coordination will be required with the
health care coalition (HCC)

6. Priority is to transfer the most critical and then youngest patients (<8 years old) as early as
possible to an appropriate referral center

7. Our facility has stabilization supplies for:2
a. Click or tap here to enter text. critical patients less than 8 years old and Click or tap

here to enter text. critical infants

* This plan template & NOT intended to be wsed at pediatric hospitals, where the Emengency Oparations Flan should reflect pediatric content.
? see Pedigtric Primer for additional infarmatian:

PEDIATRIC SURGE PLAN TEMPLATE

b. Yellow (serious) and Green [minor) patients under age 18 are also considered under
this plan

Concept of Operations

1. Patients will be triaged and receive initial treatment in the Emergency Department

2. Designated pediatric disaster supplies should be brought to the ED resuscitation area from:
Click or tap here to enter text.

3. Hospital Command Center should quantify transportation and referral needs early in the
incident and communicate these to EMS, jurisdictional EOC, ar HCC depending on the
current state of activation and role of these entities.

a. EMS Dispatch phone: Click or tap here to enter text.
b. Local EOC phone: Click or tap here to enter text.
t. HCC/RHPC phone: Click or tap here to enter text.

4. Pediatric Technical Specialist should be appointed by Incident Commander (See Appendix A
for Job Action Sheet)

5 If multiple patients require transportation and some will have to stay temporarily at the
hospital, the Pediatric Services Supervisor? and Pediatric Technical Specialist? should work
with the Incident Commander, Operations, and Planning section chiefs to determine the
priarity for transport and what additional staffing and resources will be required. An
emphasis will be placed on transferring the most critical victims and those <8 years of age
to pediatric referral centers (see pediatric triage card in MDH Patient Care Strategies for
Scarce Resources Situations).

6. The Regional Health Care Preparedness Coordinator (RHPC) should be notified at Click or
tap here to enter text. when:

B More than one regional facility receives victims
E Transportation or referral resources cannot rapidly meet the incident demands
O click or tap here to enter text.

Organization - Responsibilities/Roles

Activation

The Pediatric Emergency Team (PET)
a. Is activated by: Click or tap here to enter text.
b. And consists of:5 Click or tap here to enter text.

i See Appendix B for Job Action Sheet
4 See Appendix A for job Action Sheet
5 Maote at least one physician that can perform triage/transpart priritization a5 the Pediatric Technical Specialist

Children’s Health Alliance of Wisconsin — voice for children’s health

www.chawisconsin.org
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the next item on there is pediatric surge plan so this we kind of touched on this earlier when we're going over those 3 S but what if you have are inundated with pediatric patients and how do you plan to make sure you can take care of a certain amount and when you hit a limit where it is unsafe and you cannot take care of them and what do you do from there and so having some type of surge planner at least sitting down to say these are the resources we know we have this is where we hit our breaking point which on a small LED may not be a lot but it's good to know that and good to know when do you need to implement your search plan and what do you do to get the kids who are coming to you safe get them as resuscitated as possible and then get them out of that 


Mitigating Trauma
for Children in Disasters sunp

DISASTER

Children have unique coping needs in disasters.

The CLDR Trauma Mitigation Model was developed utilizing current evidence and
expert first-hand experience to attend to the specific needs of children in disasters
and crises. The following summarizes the practical application of this model.
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I'm adding in this just in time handbook because it's kind of a potpourri have a bunch of pediatric disaster information including medications surge plans behavioral health it has a lot of it in here and I think this one's a really nicely done one that gives you a guide on how to deal with them it's like quick pediatric references so this is something I would definitely recommend for our community LED's to take a look at use what you want from it for your own guidelines for pediatric disasters 

chrome-extension://efaidnbmnnnibpcajpcglclefindmkaj/https:/wrap-em.org/media/attachments/2021/11/04/wrap-em-peds-disaster-handbook.pdf
chrome-extension://efaidnbmnnnibpcajpcglclefindmkaj/https:/wrap-em.org/media/attachments/2021/11/04/wrap-em-peds-disaster-handbook.pdf
chrome-extension://efaidnbmnnnibpcajpcglclefindmkaj/https:/wrap-em.org/media/attachments/2021/11/04/wrap-em-peds-disaster-handbook.pdf
chrome-extension://efaidnbmnnnibpcajpcglclefindmkaj/https:/wrap-em.org/media/attachments/2021/11/04/wrap-em-peds-disaster-handbook.pdf
chrome-extension://efaidnbmnnnibpcajpcglclefindmkaj/https:/wrap-em.org/media/attachments/2021/11/04/wrap-em-peds-disaster-handbook.pdf

Disaster Preparedness Checklist for Families Be ready for emergencies that may keep your family at home _ Evacuating a Child with Physical Disabilities .
with Children with Physical Disabilities without power or force you to leave your home urgently.
Leaving your home quickly can be challenging,

especially when you have a child with disabilities.
L

KEV Plan ning Steps IMake a “go-bag” of supplies, If you need help carrying yeur child’'s equipment, identify

medications, and important pecple who can help (like a neighbaor or nearby family member).

documents you can leave with guickly.
Complete an Emergency Information Form (EIF) for your child
= AnEIF iz a list of your child's medical conditiens, needs, medications, equipment, Keep the "go bag" in a place that is easy to Contact your local first responders and let them know if
and care providers. Visit this resource page for examples of an EIF. access, ideally near equipment you would you need help evacuating your child.
- Ask your doctor to help you fill out your EIF and update it each year. H take with you. Check supplies monthly.
- Keep apaper copy with your child's supplies and take a photo of the EIF on your phone.

. . R R = If your child cannot walk without help, figure Know your evacuation routes and practice
Gather su pplleﬁ your fa I'I‘Ill‘{ will need in an emergency — | o out who is responsible for helping him/her your evacuation plan with your family at
- Consider items your family needs to survive for several days at home (e.g. food, water, equipment). ” 1L evacuate. |dentify a back-up person as well. least once every six months.

- Gather items you will need if you are forced to leave your home and keep them in an easy to carry _ | ) —
centainer or “go bag.” Include items your child needs if you are not going to a hospital (e.g. extra . \
inhaler, tracheostomy supplies, insulated bag to keep medications cold).

- Review these items with your child's care team. For more information, visit this resource page.

Helping Your Child Cope
Create a family communication plan
- Plan and practice how your family will communicate if you are separated during an emergency
{e.g. your child is at schoel during a severe storm).

Write down contact information for your family and impertant people (e.g. doctors, care team, . R X R L R
schools, service providers). Keep with your important documents and as a photo on your phone. - Review and practice your emergency plan with your child. This will help increase

Send your child to school with a “backpack emergency card” that includes this information. ‘ Before confidence and give your child a sense of control.
- If your child has any communication challenges, think about other methods of
Planning for Equipmen‘t communication that could help your child convey his/her needs during a disaster.

that Needs Power

Duri - Plan for activities that can keep your child accupied and help his/her routine from being
ng disrupted. ltems such as favorite blankets or toys, or a tablet or phone can help.

Train a family member, neighbor, or friend in how to use your child’s equipment. - Keep foods on hand that your child enjoys — comfort foods can help calm your child.

Attach simple instructions to the equipment to help others use it.

Notify your electric company and fire department that your child has a medical device After - Encourage your child to sl:lare com_:erns, asl.c guestions, and talk .abnut what_ he/she went through.
. i s s - Look out for any changes in behavior and discuss any changes with your child's doctors.
that needs power. Ask your electric company if they keep a "Priority Reconnection” list.

Take a photo on your phone of any equipment settings (e.g. ventilator).
Losing power may cause the settings to reset.

- Questions About Planning for Your Child's Unique Needs?

Get back-up power supplies and batteries and test them often. Keep all equipment charged.

Keep extra batteries for phones and tablets and keep them charged.

If you have a car, geta car charger to help you power your devices. Your child’s doctors and care team know your child and can help you plan for hisfher

Know how to contact your child’s equipment provider. Ask your child’s doctor or care team unigque needs during a disaster. Here are some good questions to discuss with them:

if vou are unsure who vour equipment provider is - How can | keep refrigerated medications cool during a power loss?
o v quip P ’ - Can | get an emergency supply of medications for my child?

. . - - In @ power gutage, how do | feed my child who reguires mechanical feeding?
- QUEStIDI'IS About Equ'P""E"t . - In @ power outage, how long does my child's oxygen or ventilator last?

Ask Your Medical Equipment Provider - Where is the best place to go if our back-up power plan fails?

- How leng can my child's eguipment last without power? Additi | Resour
- Is there a manual option far my child’s equipment? _ I LaE X ESLIIJt-CfES .
- What if my child’s device is damaged during the emergency? ‘ . N Lz) ||.'|fnrmat|c-r|-re.1ﬂm_c;= guu:l_e ~ BREXEL UNIVERAITY
! . St. Christopher's Chi ists for other special medical needs ry
- How would temperature changes (like heat) or water damage affect the device? ” Hospital for Children Emergency Evacuation Shefter FAQ) Dornsife
= end ' IC il A
) Sichhoscd of Pubilie Healths

Gt i iz Hosi® Bsimens
s Hmmariben.



Presenter Notes
Presentation Notes
briefly we will talk about what you do for children with um special health care needs and how we need to be thinking a little bit more beyond the initial disaster for this patient population. I think we all have in our community patients that we know are complex and we often know them by their names children or adults alike. Where I think this portion can be implemented is having a conversation with a family of a child who has special health care needs to make sure they are prepared if there's ever an emergency that they have what they need for their child to stay safe for a certain period of time and that that family carries an emergency information form for that child that makes it easier for emergency departments to initiate the care that that child needs. Other things that you can do are to empower families to have backup power supplies if they can't afford that have they contacted their electrical company and their fire department to ensure that they are on that priority list if power ever goes out. 


Disaster Preparedness Checklist for .
¢ Be ready for emergencies that may keep your family at home Be Read'g" for a Power Outage or an Evacuation

Families with Children with )
. o without power or force you to leave your home urgently.
Intellectual or Developmental Disabilities o In case you have to leave your home in an emergency:
y Keep a “go bag" ready with things your child may need:
Kev Planning StEPS < Your child's EIF, Communication Card, and copies of
medical insurance cards
‘Your child's medications
Iterns to help with sensory
Keep these things handy in case sensitivities (e g, headphones,
you have to stay at home for ear plugs, sunglasses, hoodies)
several days without power: < Favorite toys, activities, and food
Tablet or hand-held gaming device
Things that help calm your child, such as favorite with batteries
foods, clothing, blankets, games, and music o Other items that help comfort your child

AEE—— Toys that can serve as a distraction Plan for where you will go — ask family or friends in

I:I Complete an Emergency Information Form (EIF) for your child

An EIF is a list of your child’s medical conditions, needs, communication difficulties, medications,
and care providers. Visit this resourc =& for examples of an EIF.

Ask your doctor to help you fill out your EIF and update it each year.
Keep a paper copy with your child's supplies and take a phote of the EIF on your phone if you
can.

I:I Gather supplies your family will need in an emergency
Consider items your family needs to survive for several days at home (e g. food, water, supplies).

Extra batteries for hand-held electronics and advance if you can stay with them, or plantogotoa

portable chargers [keep them charged) hatel ar shelter. |deally, evacuate somewhers familiar

A car charger in case you can't power your devices to your child to help keep things as normal as possible.

at home Practice your evacuation plan with your family often —
at least once every six months.

Gather items you will need if you are forced to leave your home (e g. medicine, headphones,
tablet to keep your child calm) and keep them in an easy to carry container or “go bag.”

Review these items with your child's care team. For more infermation, visit this CE page

D Create a family communication plan Helping Your Child Cope

- Plan and practice how your family will communicate if you are separated during an emergency.

- Write down contact information for your family and important people (e.g. doctors, care team,
schaools, service providers). Keep this information with your important documents and as a photo

N - Review and practice your plan with your child. This will increase your child's confidence
on your phone if you can. ‘ ‘

and sense of contrel.
- Introduce your child to local first responders at community events or 3 station visit to help your
child get more comfortable and help responders communicate with your child.

1
-, o,
Communicating During Emergencies _( /.._"\"\
- Plan for activities that can keep your child cocupied and help their routine from .
)

getting disrupted.
- Consider comfort foods, toys, or other items that help keep them calm or
Have your child wear some form of identification (medical ID bracelet or necklace, reduce sensory overload. i

1]
or place a tag on your child's phone or shoe) with your child’s name, medical - Your child may be frightened and may need help understanding what is happening. L g
]

]
conditions, and important contact information. Check out these resources that help you talk with your child about disasters. ' p !
Have wl'j'r d‘lllld carry a Communication Card Card If they are non-verbal or has trouble - Give your child a chance to talk about what they went through and were feeling as they are able.
communicating, to help others understand their needs. - Look out for any changing behaviors and discuss any changes with your child's doctors/therapists.

Teach your child simple statements to use when communicating with first
responders. Introduce your child to local first responders before a disaster. Questions About Planni ng for Your Child’s U nigue Meeds?

Alert neighbors and first responders if your child has a tendency to wander. Review

' thlswm help prevent wandering. Your child's doctors and care team know your child and can help you plan for their
unique needs during a disaster. Here are some good questions to discuss with them:
1 - How do | get an emergency supply of medications for my child?
- How cam | help my child stay calm and accommaodate their sensory needs?
Talk with your child's school or daycare about the plan for caring for your child if an - How might disruption of services and therapies affect my child?
- What steps should my family take to ensure consistent suppaort for my child?
“ - What are some behavior changes | could expact to see?
O - How cam | connect with other parents who have children with similar needs?

If your child uses a device to communicate, keep batteries or back-up chargers in the
event of a power outage.

emergency ocours while they are at school. Plan how you will connect with your
child.

Ask your child's specialists or speech therapists to help build your child’s vocabulary
. for emergencies. Social stories can help your child learn what to expect in an Available

emergency. BEETRL EREIT
B M st Christopher's EEXEL DRIVERSITY
” Hospital for Childoen | I-(]'mim_'ﬁs
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Here is a similar guideline for children with intellectual or developmental disabilities and how to make sure that these families can advocate for their children if there is a disaster this again includes having that emergency information form having supplies ready and having communication cards if you have a child that is nonverbal having information for your medical team on how best to take care of that child whether it is the medical component of it or is it the social interaction and how that child does best during interactions with strangers in the medical field. 


QUESTIONS?

Michael Kim, MD Maureen Luetje, DO
American Family Children's Hospital Children’s Wisconsin
mkkim@medicine.wisc.edu mluetje@mcw.edu
Carissa Brunner, MPH, CLC Anna VerKuilen, MPH
Program Leader — WI EMSC Program Manager — WI EMSC
cbrunner@childrenswi.org averkuilen@childrenswi.org

Children’s Health Alliance of Wisconsin — voice for children’s health



National Pediatric Readiness Assessment: Open Now!

¢ Do You

Have
30 Minutes
for Kids?

Scan the QR code or go to pedsready.org
to get started. National Assessment will
run from March 3-May 31, 2026.
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