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About the Guidelines
These guidelines were developed by the Utah Hospital Association (UHA) Crisis Standards of Care
Workgroup, as a result of a contract with the Utah Department of Health (UDOH) and the Hospital
Preparedness Program Grant CFDA #93.889 U.S. Department of Health and Human Services
(HHS), Office of the Assistant Secretary for Preparedness and Response (ASPR). This document
Appendix A: Pediatric Disaster Surge Planning supplements (with specific pediatric issues)
elements not covered in the base Utah Crisis Standards of Care Guidelines. In 2010, the Utah
Hospital Association, in cooperation with the Utah Department of Health, issued the Utah
Pandemic Influenza Hospital and ICU Triage Guidelines. That document has been merged into the
new Crisis Standards of Care document (Appendix C: Pandemic Guidelines). Finally, Appendix
B: Burn Crisis Care Guidelines provide specific elements regarding burn surge or MCI events.
The 2018 Utah Crisis Standards of Care Guidelines (UCSCG) is to be considered as the guideline for
both a pandemic or traumatic disaster situation. The original documents are included as an
appendix purely as a reference.
The purpose of this document is to guide the allocation of patient care resources during an
overwhelming public health emergency of any kind (pandemic or natural disaster) when demand
for services dramatically exceeds the supply of the resources needed. These Guidelines represent
a consensus view of the entire Crisis Standards of Care Stakeholder Workgroup. The document
will be updated as needed and should be modified by facilities to meet the needs and abilities of
each hospital. Application of these guidelines will require and depend on physician judgment at
the point of patient care. The views expressed in the publication do not necessarily reflect the
official policies of the U.S. Department of Health and Human Services or the Utah Department of
Health.

Scope of this Document

When a situation is statewide: These triage guidelines apply to all healthcare professionals,
clinics, and facilities in the state of Utah. The guidelines apply to all patients.

When the situation is limited (such as an earthquake) to a specific area of the state, these
guidelines will only apply to the medical community affected and the immediate surrounding
communities. However, if non-impacted community medical facilities are overwhelmed as a
direct result of the event (population displacement, resource shortages, staffing shortages)
consideration will be provided to extend the protections on a case-by-case basis.
When activated: Guidelines should be activated in the event of a public health emergency
declared by the governor of the State of Utah. Individual healthcare facilities and organizations
will manage their responses through their designated emergency operations plans and incident
command structures. In turn, local hospitals will communicate with both local and state health
department emergency operations centers as well as their regional healthcare coalitions to
provide situational awareness and coordination regarding local response efforts and requests.
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Activation Algorithm

Conventional
Normal bed capacity, occasional limited resources , normal resupply, usual
staffing.
Contingency
Beyond typical bed capacity, emergency operations in effect. Elective procedures
delayed, resources becoming scarce, conservation and substitution procedures in
place. Patient/provider ratios expanded, extended scope of practice in place,
higher than normal absenteeism.

Communicate with HCC Coordinator, State and Local Health Departments
regarding other facilities status, shortages, aid available.

Bed Status

Resource Level

Still not able to meet
demand for care,
despite using non
patient care areas.

Many critical resources
unavailable (including
beds, ventilators,
medications)

Staff
Critical staffing shortage.
Staff operating outside
normal scope of practice,
absenteeism >30%

All resource extenders
have been utilized

Facility Incident
Command determines
necessity to move to
Crisis Standards of Care

Communicate with HCC Coordinator,
State and Local Health Departments
regarding decision and status of
surrounding facilities. Has the Governor
declared a public health disaster?

With UDOH permission,
activate UCSCG
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Introduction
Utah is unique in its large percentage of young children. Children comprise 27% of the U.S.
population and account for 20% of all hospital emergency department visits. In Utah, children
make up 31% of the State’s population and in some counties (Utah, Davis) it is as high as 35%.
51.4% of all households in Utah county have children less than age 18 in the home. It should be
assumed that a minimum of 25% of victims from any mass-casualty incident will be
children.
Utah is home to only one pediatric specialty hospital (Primary Children’s Hospital) with 289 beds.
Primary Children’s frequently operates at or near capacity. Utah has dedicated pediatric beds in
six general hospitals (out of 53 total Utah hospitals). The combined total is well under 500
dedicated pediatric beds. In the mountain states (Utah, Idaho, Montana, Wyoming, Colorado),
there are only two pediatric specialty hospitals, both with large catchment areas.

The potential for any hospital in the state to receive significant numbers of pediatric patients in a
disaster situation is very high. While all general hospitals in Utah see some pediatric patients in
their facilities, seriously ill or injured children are generally transferred to the pediatric specialty
hospital as soon as possible. Because of extreme weather conditions or other possible natural
disasters, long transport distances, and a shortage of transport vehicles, it may not always be
possible to get those patients to the pediatric specialty hospital. In the case of a major earthquake
in the Salt Lake Valley, there is a significant chance that the pediatric specialty hospital may suffer
such damage as to render it unusable.

Every hospital should be prepared for the possibility that they may need to care for
seriously ill or injured pediatric patient(s) for an extended period of time (3 to 5 days). This
document will provide resources to help facilities plan and care for a surge of these patients.
For our purposes, “Surge Capacity” may be best defined in terms of the 4 S’s: Staff, Space, Supplies,
and System requirements. In general, pediatric beds, supplies and equipment are often kept at a
minimum. It is critically important to predetermine your facility’s present capacity to care for
children and to develop a plan to increase your pediatric surge capacity.

Pediatric Surge Planning

In order to plan for the possibilities of caring for critically ill and injured pediatric patients, it is
recommended that each hospital strongly consider implementing the following:
•
•
•

A staff pediatric champion should be identified to oversee pediatric planning and policies
and serve as a regular member of the Hospital Disaster Committee.
Identify hospital staff with pediatric experience.
Pediatric speci�ic training should be conducted for facility staff on a regular basis. This
should include Pediatric Advanced Life Support (PALS), and special considerations for
dealing with the unique vulnerabilities of children in a disaster situation (dealing with
unaccompanied minors, preverbal children, greater body surface area to weight ratio,
increased skin permeability, different requirements for decontamination, less intravascular
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•
•
•
•
•
•
•
•
•
•
•

volume reserve). Several courses will help the clinician best care for the pediatric victim of
disaster. Recommended courses include PALS and/or Pediatric Education for Prehospital
Professionals (PEPP).
Ensure appropriate pediatric equipment is available.
Create and stock pediatric carts in designated areas.
Plan for pediatric pharmaceuticals.
Provide a length-based standard method for estimating weight in kilograms (eg, Broselow
Tape). This should be kept in a clearly identified place.
Plan for providing appropriate pediatric nutrition.
Plan for the special security needs of children.
Consider establishing telemedicine capability.
Add special considerations for children to your hospital decontamination plan.
Develop and exercise a hospital-based pediatric disaster triage system.
Provide a well-accepted pediatric reference book. The Harriet Lane Handbook is
considered an accurate source of information on pediatric diagnosis and treatment. This
should be kept in a readily accessible place.
The following policies, procedures and protocols for the emergency care of children should
be developed:
o Documentation of pediatric vital signs and actions to be taken for abnormal vital
signs
o Consent including when parent or legal guardian is not immediately available
o Death of a child in the Emergency Department

All-hazards disaster preparedness plans/policies that address the following pediatric issues:
•
•
•
•

•
•
•
•

Patient identification policies must be determined.
Decontamination, isolation and quarantine of families and children.
Minimization of parent-child separation (includes pediatric patient tracking, and timely
reunification to family of separated children).
Policies should detail Family Centered Care, including:
o Involving families in patient care decision making
o Family presence during all aspects of emergency care, including resuscitation
o Education of the patient, family and regular caregivers
o Discharge planning and instruction
o Bereavement counseling
Utilize medical imaging policies that address age or weight-appropriate ionizing radiation
dosing for children.
Maintain policies for sedation and analgesia for pediatric medical procedures.
Care of children with special healthcare needs.
Evacuation of pediatric patients.
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Pediatric Equipment and Supplies
Pediatric equipment, supplies and medications should be easily accessible, clearly labeled and
logically organized. It is essential that staff be educated on the location and use of all items. (The
following lists are suggestions and are not intended to be all inclusive.)
General Equipment

Patient warming device
Intravenous blood/fluid warmer
Restraint device(s)
Weight scale in kilograms

Monitoring Equipment

Blood pressure cuffs- Neonatal, Infant, Child, Adultarm
Electrocardiography monitor/defibrillator with
Pediatric and Adult capabilities, including
pads/paddles
Hypothermia thermometer

Vascular Access Supplies

Arm boards – Infant, Child, Adult

Catheter over the needle device - 18, 22, 24 gauge
Intraosseous needles or device - Pediatric and Adult
IV administration sets with calibrated chambers,
extension tubing and/or infusion devices with
ability to regulate rate and volume.

Fracture Management Devices
Extremity splints

Femur splints, Pediatric and Adult sizes

Respiratory Equipment

Endotracheal Tubes - Uncuffed 2.5mm, 3.0
Cuffed or uncuffed 3.5mm, 4.0, 4.5, 5.0, 5.5
Cuffed- 6.0mm, 6.5, 7.0, 7.5
Feeding Tubes - 5F, 8F
Laryngoscope blades - Straight (size 1, 2, 3)
Curved (2, 3)

Length based weight estimator
Age appropriate pain scale assessment tool(s)
Diapers (all sizes), wipes and wee bags for urine
collection
A minimum of 5 cribs, port-a-cribs or playpens (in
storage). If Adult beds are your only option, use
beds with side rails, set at lowest possible height
and electric controls unplugged
Pulse oximeter with Pediatric and Adult probes
Continuous, end-tidal CO2 monitoring device

Umbilical vein catheters - 3.5 F, 5.0 F

Central venous catheters - 4.0 F, 5.0 F, 6.0 F, 7.0 F
Intravenous Solutions - Normal Saline; Ringers
Lactate; Dextrose 5% in normal saline (+/- 20 KCL)

Spine stabilization devices appropriate for children
of all ages

Laryngoscope handle
Magill Forceps
Nasopharyngeal airways - Infant, Child and Adult
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Oropharyngeal airways - Size 0, 1, 2, 3, 4, 5
Suction Catheters - Infant, Child and Adult
Yankauer suction tip
Masks to fit bag-mask device adaptor –
Neonatal, Infant, Child, Adult
Partial non-rebreather Infant
Nasal Cannulas - Infant, Child, Adult
Laryngeal mask airway - Sizes 1, 1.5, 2, 2.5, 3, 4,5

Specialized Pediatric Trays or Kits

Lumbar puncture tray (including Infant 22
gauge, Pediatric 22 gauge, and Adult 18-21
gauge), lumbar puncture needles.
Supplies/kit for patients with difficult airway
(supraglottic airways of all sizes, laryngeal mask
airway, needle cricothyrotomy supplies, surgical
cricothyrotomy kit)
Tube thoracostomy tray

Pediatric Medications

Atropine
Amiodarone
Calcium Chloride or Gluconate
Epinephrine -1:1,000, 1:10,000 solutions
Magnesium sulfate
Sodium bicarbonate (4.2%, 8.4%)
Analgesics – Oral and Parenteral (ibuprofen,
Tylenol, fentanyl, morphine, versed, ketamine)

Anticonvulsant medications (Ativan or versed)

Antipyretic drugs (Ibuprofen, Tylenol)
Vasopressor agents
Sedatives (see Analgesics – Oral and Parenteral)
Inotropic agents (epinephrine and norepinephrine)

Stylets for endotracheal tubes - Pediatric and Adult
Tracheostomy tubes-2.5, 3.0, 3.5, 4.0, 4.5, 5.0, 5.5mm
Bag-mask device, self-inflating - Infant 450 ml,
Adult 1000 ml
Clear Oxygen masks –
Standard Infant, Child, Adult
Non-rebreather Child and Adult
Nasogastric Tubes - Child 10F, Adult 14-18F

Chest tubes, to include Infant, 10-12F, Child 16-24F,
Adult 28-40F
Newborn delivery kit, including equipment for
resuscitation of an infant (umbilical clamp, scissors,
bulb syringe, and towel.)
Urinary catheterization kits and urinary
(indwelling) catheters (6F-22F).

Adenosine
Antiemetic agents (Zofran)
Dextrose (D10W, D50W)
Lidocaine
Naloxone hydrochloride
Activated charcoal
Anti-microbial agents (parenteral and oral) (a
minimum of amoxicillin, ceftriaxone, Keflex,
clindamycin, flagyl, cefepime or ceftazidime)
Antidotes (common antidotes should be accessible
to the ED)
Bronchodilators (albuterol, racemic epinephrine)
Neuromuscular blockers (Rocuronium)
Tetanus vaccine
3% NS – Hypertonic Saline
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Pediatric Patient Safety
Pediatric care, particularly in the case of a disaster, includes a number of issues that must be
considered when developing the disaster plan.
•
•
•
•
•
•
•

•

Children should be weighed in kilograms or use a length based method for estimating
weight. The weight should then be recorded in a prominent place on the medical record
A full set of vital signs (temperature, heart rate, respiratory rate, blood pressure) should be
taken and recorded in the medical record.
As appropriate, complete Glasgow Coma Score and/or Pain Assessment for each child.
For unaccompanied children during a disaster, consent is not needed to treat for a life or
limb threatening situation.
Normal temperature is defined as being in the range of 36.4 C (97.6 F)- 37.9 C (100.22 F).
Keep babies warm; they have no shiver reaction before 3 months. Use blankets, head
covers, warm room, Bair Huggers.
If the patient’s temperature is below 35.6 C (96.0 F) or the temperature is below the
patient’s baseline normal by more than 1.1 degrees C or 2 degrees F, use one of the
following measures:
o Apply warming device
o Warming lights at a distance of 28”
o Supplement patient with two or more warm blankets
A process should be in place for identifying abnormal vital signs according to the age of the
patient and for notifying the physician of the abnormality.

Family Information and Support Center (FISC)

Be cautious of predatory behaviors, abuse and kidnapping risks.
For every child arriving at the emergency department, the hospital can expect an average of 4 -5
arriving family members or caregivers. The main objectives of the Family Information and
Support Center (FISC) is to:
•

•
•
•
•
•

Provide the necessary, reliable information such as patient location and assist in the
identification process.
Verify identification of family members. Make certain people are who they say they are. Do
they have pictures of the child on their phone?
Assist relatives coping with uncertainty, stress and stages of adaptation.
Protect families from intrusion by media or curious bystanders.
Free medical staff to concentrate on treatment of the casualties.
Provide a formal support system for bewildered or anxious relatives and friends.

The FISC should be able to provide the following information:
•
•
•
•

The circumstances of the event (where, when, how, and what happened).
Whether more injured are still arriving to the hospital or if casualties are being evacuated
to other facilities.
The location of other hospitals where victims are being taken.
Families will be supported through the victim identification stages and psychological
reactions to trauma and related symptoms.
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Remember that there is a dual role in sharing information. Current information helps by reducing
a sense of uncertainty to enable effective coping mechanisms and can help people regain a regain a
sense of control.
The FISC should consist of the Main Unit, the Reception Area, an Information Desk, a
Photography/Identification Room, a Consultation Area and a Pediatric Safe Area.

The Main Unit of FISC will require telephone and computer/internet connections and the ability
to receive inquiries and contact essential agencies, family members, etc. via phone or in person.

The Reception Area will require significant crowd management. A social worker or pastoral care
worker, if possible, should be assigned to each family upon arrival. Information should be
collected about the victim/missing person from family and logged into a central system. A central
waiting area away from the ED, with close proximity to bathroom facilities, should be assured.

An Information Desk staffed by designated staff, if at all possible, should be able to consult
constantly updated data retrieved from the following: ED database/hospital computer, social
workers in the field/clinic areas, Incident Command Center, Message Center, Computer with email
availability, Bulletin board and Log book.
The Photography/Identification Room has two main functions: the identification of deceased
victims, and family reunification through photograph identification. Only the closest relatives
should be brought to this area and should be accompanied by a social worker or pastoral care
worker.

Consultation Area(s) need to be available. Side rooms should be used for persons consulting with
medical staff, receiving bad news or experiencing extreme stressful reactions. This isolation will
allow for privacy/separation of family from the rest of crowded waiting area.

Pediatric Safe Area

Plan for a Pediatric Safe Area (PSA) to hold unaccompanied, uninjured, displaced or released
children who are waiting for adult caregivers. The PSA may be located within FISC but the area
must be secure and in an area away from any media observance. Consider establishing a group of
prescreened volunteers, specifically to help with the care a supervision of pediatric patients
and/or siblings.

A tracking system must be developed to track both accompanied and unaccompanied children.
This system must contain a sign in/sign out system for any time the child leaves the area, stating
times, who accompanied the child and their destination. Develop a protocol to rapidly identify and
protect displaced children, including recording key identifying information for use in reunification
with caregivers.
The central location will need to be pre-assigned and secured to ensure that minors cannot leave
the area without appropriate escorts. Staff will need to be trained to supervise and assist children
who may be frightened or who have other mental health issues as a result of being involved in a
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disaster and separated from family members. Ideal furnishings for the PSA would include: Childsize furniture, games, toys and books for various age levels. Be certain to include snacks,
appropriate types of hydration, and lots of diapers of all sizes.
CDC Health Advisory, “Instructions for Identifying and Protecting Displaced Children” September 28, 2005

See the following table for a Pediatric Safe Area Checklist (suggested, not all-inclusive).
ITEM
Needle boxes are at least 48 inches off the floor.
Do the windows open?
Are the windows locked? Window guards?
Plug-in covers or safety wiring for electrical outlets?
Strangulation hazards removed (cords, wires, tubing, curtain/blinds drawstrings)?
Can you contain children in this area (consider stairwells, elevators, doors)?
Do you have distractions for the children (age and gender appropriate videos,
games, toys)?
Poison-proof the area (cleaning supplies, Hemoccult developer, choking hazards,
should be locked or removed)
Do you have a supply of diapers, wipes, formula, bottles, toys and games?
Are your med and supply carts locked?
Do you need to create separate areas for various age groups?
Do you have a plan for security of this unit?
Do you have a plan to identify the children?
Do you have a sign in, sign out process for all children and adults that enter the
area?
Do you have a plan for assessing the mental health needs of these children?
Are there fans or heaters in use? Are they safe?
Do you have on-site or nearby daycare? Could they help you?
Do you have enough staff to supervise the number of children?
Will children need to be escorted away from the safe area to bathrooms?
Are age appropriate meals and snacks available for children?
Are there various size diapers, wipes available?
Does the PSA have hand hygiene available?
Are there cribs, cots or beds available for children to rest?
Does the PSA have a policy for handling minor illness/injury in children (Tylenol
dosing, administering routine meds, etc.)?
Do you have an evacuation plan?
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Pediatric Patient/Visitor Identification
Whenever a child is in the custody of the hospital (includes children accompanying adult patients
without other guardians in attendance), make certain that the child is clearly identified, whether
by wrist band or whatever process your hospital currently uses. The ID should include:
•
•
•
•

Name of pediatric patient/visitor and date of birth
Name of accompanying adult, if any, relationship to child, and date of birth
Admission date of adult (if the adult is a victim) and patient ID number
Admission date of injured pediatric patient and patient ID number

Take a photograph of the child upon arrival and attach it to the patient record.

Reunification of Children with Family
There are two types of “accompanied” children in the aftermath of a disaster that may present to
your hospital: 1) The pediatric patient who is a victim of a disaster and is with a responsible
parent or a parent that is also a disaster victim, and 2) The pediatric patient who is not a victim of
the disaster (does not warrant medical treatment) but is accompanying an adult victim of a
disaster.

Unaccompanied children may be patients in need of treatment or may not need care but may have
wandered in to your facility or been delivered there by a concerned citizen. Remember that these
children may well be considered MISSING by their family members. Photograph and give an ID
bracelet to each child as they enter the facility. Include any personal/family member information
that may be available. Consider using the attached Unidentified/Unaccompanied Patient
Information Form to gather information.
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Verification Process
In order to ensure the safety and well-being of each unaccompanied child, it is vital that any adult
claiming to be a child’s guardian is properly verified. This process will take place in the Family
Information and Support Center within the hospital, unless the child has been discharged to a
community Family Assistance Center.

An adult claiming guardianship of any child must prove beyond a reasonable doubt that they can
legally care for the child. Staff will use the Guardian Verification for Child Reunification Form
to facilitate this process. The parent or guardian must produce at least one of the following (more
if necessary); birth certificate, court records showing custody/guardianship, adoption records,
recent pictures of adult with child (Facebook, Instagram, etc.), paternity test results, past medical
records, school records, dental records, or pictures of any of these documents on their phone.

If the staff member doing the verification feels the adult submitted adequate evidence they will
then take a picture of the adult with either a cellphone or Polaroid or some other device and show
the picture to the child in question. The child will be asked if they know this person, and who the
person is. If the child is too young to talk, staff will assess response of child to picture. If the child
verifies the relationship through their responses the adult will be allowed access to the child. If
staff are ever in doubt or do not feel comfortable with the evidence supplied by the adult, law
enforcement should be called and consulted.

If the child is unresponsive, staff may choose to take a picture of the child and present it with a
group of other children’s pictures, to the parents/guardians in question for them to identify the
correct child. Please take extreme caution if using this approach due to the sensitive nature of the
situation.

A pediatric (family reunification) plan must exist in disaster conditions. A workable partnership
between the hospital and other agencies or institutions must be arranged as part of any pediatric
disaster planning process. Local and state government agencies, the American Red Cross, media
outlets, missing children agencies, websites, call centers, toll-free numbers, and reunification sites
should all be part of the network that helps to reconvene families during and after a disaster.
• A sign-out system should be designed for tracking children that have been removed from the

facility. It should include times, who picked up the child, their relationship to the child and their
destination and contact information.
• Adults coming to claim children MUST show ID.
• We recommend taking a photo of the parent w/child. Document WHO took the child home and
collect full contact information.

If staff feels uncomfortable or unsure if a child should be released to an individual, DO NOT
RELEASE THE CHILD until those concerns have been satisfied.

Your hospital may be surveyed (by other governmental agencies) for unaccompanied children. All
of these children should be tracked and reported to the Hospital Emergency Operations Center.
They should also be reported to the National Center for Missing and Exploited Children (NCMEC)
PED CSC 2018
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at 1-888-544-5475. The NCMEC can then cross-check them with the names of children who have
been reported missing.

Emergency Medical Services for Children, California EMS Authority EMSC Pediatric Disaster Preparedness Guidelines:
Hospitals, page 9.
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Special Needs Populations
Children with special needs are those with chronic physical, developmental, behavioral, or
emotional conditions. Such conditions may include those with physical problems, such as
those who are immunosuppressed because of an underlying malignancy, diabetes mellitus, or
end-stage renal disease on hemodialysis. Other pediatric special needs populations include
children with mental retardation–cerebral palsy (MRCP) who may be wheelchair-bound, have
indwelling tracheostomy tubes and enteral feeding tubes, ventilator-dependent children, as
well as those with autism, learning disabilities, cognitive disabilities, and limitations in vision
or hearing. These children will require increased staffing, resources and careful monitoring.
Consider these patients for early consults and possible transfer.

Some of these children will have a standard Emergency Information Form (Children’s
Healthcare Information Pack or CHIRP) for children with special needs (completed data set by
the child’s caregivers and/or physicians). Records of each child’s special needs should be
maintained in an accessible and usable format. This standard form is easily accessed through
the American Academy of Pediatrics and is available in both Spanish and English:

http://www.emergencycareforyou.org/globalassets/ecy/media/pdf/eif-form.pdf
https://bemsp.utah.gov/operations-and-response/specialty-care-vulnerablepopulations/emsc/
References

Committee on Pediatric Emergency Medicine. Emergency Preparedness for Children with Special Health Care Needs.
Pediatrics 1999;104;53- DOI:10.1542/peds.104.4e53
ACEP Policy Statement: Emergency Information Form for Children with Special Health Care Needs
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PEDIATRIC TRIAGE
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Pediatric Triage
Pediatric victims of disaster have unique triage requirements and use of pediatric specific
algorithms may be required, e.g. JumpSTART, etc. Conversely, standard disaster triage protocols
frequently, for example, assess the child’s ability to ambulate, (“If you can hear my voice, walk to
the white tent”) and follow verbal commands, (“raise one hand if you can hear my voice and you
are able to do so,”) as the initial triage criterion. However, pediatric victims may be too
developmentally immature to respond to these tasks, making pediatric specific designed protocols
important. Pediatric patients provide additional challenges as they may be brought in without a
parent or caregiver, and may be frightened, crying, and exhibiting uncooperative behavior. As a
means of comfort and support, volunteers, child life, or mental health staff will be imperative. The
pediatric victim, in addition to a physical assessment, will require psychological care.
References

American Academy of Pediatrics. Pediatric Terrorism and Disaster Preparedness: A Resource for Pediatricians. Foltin
GL, Schonfeld DJ, Shannon MW, editors. AHRQ Publication No. 06(07)0056. Rockville, MD: Agency for Healthcare
Research and Quality. October, 2006.

Centers for Bioterrorism Preparedness Program Pediatric Task Force, NYC DOHMH Pediatric Disaster Advisory
Group, NYC DOHMH Bioterrorism Hospital Preparedness Program. Hospital Guidelines for Pediatrics in Disasters, 2nd
Edition. NYC Department of Health and Mental Hygiene. December 2006.
Illinois EMSC Project. Pediatric Disaster Preparedness Guidelines. Illinois Department of Public Health. August, 2005.

Centers for Disease Control and Prevention. Public Health’s Role in Terrorism Preparedness and Response for Children.
Centers for Disease Control and Prevention. August, 2003. 5. Los Angeles County Local EMS Agency Information
Center document

JumpSTART Pediatric MCI Triage
The JumpSTART Pediatric MCI Triage Tool is a tool that has been approved for the Utah
prehospital EMS system. It is an objective tool developed specifically for the triage of children.
Alternatively, the START system is the adult MCI triage tool most commonly used in the United
States. It is currently recommended that a responder should use JumpSTART if the victim appears
to be a child and to use START Triage tool if the victim appears to be a young adult. Please refer to
algorithms on the following pages.
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Pediatric Assessment Triangle
In-Hospital Pediatric Triage should consider utilizing the Pediatric Assessment Triangle (PAT)
for a secondary triage.
Step 1: First Impression
Appearance
Triage
Limp
Apathetic
Inconsolable
Vacant Gaze
Weak or
Hoarse Cry
Uncomfortable
Strong Movement
& Cry
Eyes Fix & Follow
Consolable

Airway/Breathing
Triage
Breathing
Central Cyanosis
Visible Movement Absent or Labored
Work of Breathing Obstructed
(Normal/Increased) Excess Secretions
Normal: Pink
Patient

Appearance
Mental Status
Muscle Tone
Body Position

Circulation
Color
Circulation Triage
Pallid or Mottled
Cyanotic
Normal
Pink, Normal

Absent airway, breathing, or circulation
Compromised airway, moderate to severe respiratory symptoms
Compromised circulation

Resuscitation
Critical
Unstable

Unresponsive or responsive to pain only

NO
Normal airway, mild respiratory symptoms, normal circulation
And/or significant mechanism of injury or illness
Altered appearance or behavior or severe pain
All children <5 yr and unaccompanied children <8 yr

Potentially
Unstable

Children with special needs

NO
Normal airway, breathing, circulation, and mental status
No significant mechanism of injury or illness

Fast Track Area
Stable
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The Pediatric Assessment Triangle can provide a general impression of the pediatric patient by
providing an instant picture of the child's physiologic status. By combining the three components
of the PAT, the professional can recognize serious illness or injury and select the most important
actions: how fast to intervene, what type of general and speci�ic treatment to give, and how to
triage.

The PAT has two important advantages. First, it allows the examiner to quickly obtain critical
information about the child's physiologic status before touching or agitating the child. This allows
a triage prioritization in disaster or MCI situations.
Second, the PAT helps set priorities for the rest of the hands-on initial assessment, when possible.

The PAT takes only seconds, and it helps to identify the need for life-saving interventions, and
blends into the next phases of triage or of hands- on physical assessment. The three components
of PAT—appearance, work of breathing, and circulation to skin—can be assessed in any order,
unlike the ordered ABCDEs of resuscitation.

The third step of this assessment is to perform lifesaving interventions after quickly using the PAT
to form a general impression, do a primary assessment and follow the ABCDEs as they apply to
infants and children. Perform limited rapid Life-Saving Interventions (LSI) with the primary
assessment:
• Open the airway through positioning or basic airway adjuncts (no advanced airway devices
should be used)
• If the patient is a child, consider giving two rescue breaths
• Chest decompression
• Control major hemorrhage through the use of tourniquets or direct pressure
• Use auto injector antidotes

Note: LSI should only be performed within the responder’s scope of practice and only if the
equipment is immediately available.
Prioritize treatment by assigning patients to one of five categories:

Minor: Patients with mild injuries that are self-limited and can tolerate a delay in care
without increasing mortality risk. Designate as “minor” with the color green.

Immediate: Patients who do not obey commands, or do not have a peripheral pulse, or are
in respiratory distress, or have uncontrolled major hemorrhage. Designate as
“immediate” with the color red.
Expectant: Patients who have injuries incompatible with life given the currently available
resources. Designate as “expectant” with the color gray.
Dead: Patients who are not breathing after life-saving interventions are attempted.
Designate as “dead” with the color black.

Delayed: Remaining patients who do not fit the above categories. Designate as “delayed” with
the color yellow.
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This prioritization process is dynamic and may be altered by changing patient conditions,
resources, and scene safety. Continued reassessment of all patients is critical. In general,
treatment and/or transport should be provided for immediate patients first, then delayed,
and then minimal. Expectant patients should be provided with treatment when resources
permit.
References:

https://www.aap.org/en-us/advocacy-and-policy/aap-health-initiatives/Children-andDisasters/Pages/default.aspx
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PEDIATRIC PATIENT
TREATMENT GUIDELINES
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Pediatric Decontamination
Decontamination for pediatric patients can be challenging and difficult. This is due to a number of
factors, including the nature of the disaster and the patients’ physiological and developmental
stage. Pediatric patients, for instance, may chill easily, become hypothermic, and therefore require
warm water during the washing component of decontamination. In addition, pediatric patients
may not be able to follow directions, self-decontaminate, wash thoroughly, or be able to
manipulate equipment. If possible, children should be sent through decontamination with a family
member.
•

•
•

Decontamination of young children must be done with high-volume, low-pressure, heated
water systems (e.g. handheld hose sprayers) that are “child friendly”
Systems must be designed for decontamination of all ages and types of children
All protocols and guidance must address:
o Water temperature and pressure
o Non-ambulatory child

o Child with special health care needs
o Clothing for after decontamination

Specific Considerations:
•

•
•
•
•
•
•
•
•

•

Removal of clothing alone accounts for removal of most contaminants.

Attention to airway management is a priority throughout decontamination.

Soap and water should be used to decontaminate skin, as bleach and other chemicals may
be toxic to the sensitive skin of children.

Separation of families during decontamination should be avoided, but medical issues take
priority.
If the water temperature is below 98°F, the risk of hypothermia increases in the smaller,
younger child.

Decontaminating children takes longer, due to the additional time required to assist them.
Expect up to as much as �ifteen minutes per child.
Older children may resist decontamination out of fear, peer pressure, and modesty issues
(even in front of their parents or caregivers).

Parents or caregivers may not be able to decontaminate both themselves and their children
at the same time (“hot zone” personnel should recognize the need to assist them).

The smaller the child, the bigger the problem regarding any of these considerations such as
hypothermia, airway management, separation of families, and ability to effectively
decontaminate the child.
Extreme caution should be exercised when children who are being carried are wet as they
may be very slippery.
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Pediatric Fluid Management
Pediatric patients are more vulnerable than adults to dehydration and can become clinically
dehydrated quickly. Medical providers need to be aware of situations where children are at high
risk of becoming dehydrated: decreased intake through fasting (food and water may be less
accessible, children may not drink well when stressed), vomiting/diarrhea, or increased fluid
losses secondary to fever or respiratory distress. The diagnosis of dehydration is based on clinical
exam findings and laboratory criteria (when available):
Signs and symptoms of dehydration:
•

•

Mild/moderate: dry lips and mucous membranes, increased fussiness, decreased urine
output, slightly sunken fontanelle and/or eyes, higher heart rate, decreased energy levels,
lower bicarbonate, lower glucose, abnormal sodium

Severe: no urine for >12 hours, decreased alertness/lethargy, cracked lips, weak rapid
pulse, weak cry, severely sunken fontanelle/eyes, significantly abnormal sodium, low
bicarbonate, low glucose

Treatment:
•

•

•

For mild to moderate dehydration: oral trial of electrolyte solution (Pedialyte, WHO
solution, watered down apple juice or watered down Gatorade). Give 1-2 oz. every 20-30
minutes or 10 cc every 2-5 minutes via syringe or spoon. If patient is not tolerating oral
fluids, consider IV fluids.

For severe dehydration: IV fluids. Bolus a crystalloid (NS or LR) 20 mL/kg, repeat up to 60
mL/kg or until patient’s mental status and pulse improves. Check a bedside glucose and
treat hypoglycemia.

Once a patient is resuscitated, continue maintenance fluids for ongoing losses using D5NS
+/- 20KCL:

o 4 ml/kg for the �irst 10 kg + 2 ml/kg for the next 10 kg + 1 ml/kg for additional kg >
20 kg.
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Pediatric Sedation and Analgesia

In the setting of a mass casualty, a medical provider will likely be confronted with children
presenting with various painful injuries, such as fractures, lacerations, burns, etc. Choose a type of
pain medication and/or sedation based on: severity of injury, assessment of child’s pain, child’s
disposition, resources available, and provider’s training and ability to administer sedation.
Remember that dressing burns and splinting fractures is critical to achieving pain management
and that children respond well to distraction techniques to decrease pain and anxiety.

Analgesia

Oral
Ibuprofen: 10mg/kg, max of 800 mg. Oral solution is 100mg/5mL

Acetaminophen: 15mg/kg, max of 650 mg. Oral solution is 160mg/5mL

For uncomplicated injuries or home pain management of fractures/burns, first line treatment
should be ibuprofen and acetaminophen as needed.

Lortab/Hycet: consider narcotic oral medications for complicated fractures/burns. Dose according
to hydrocodone component with maximum of 0.1-0.2 mg/kg/dose of hydrocodone, up to 5 mg.
Prescriptions should not exceed 10-15 tablets/doses. Use caution with administering narcotics to
children <12 months of age.
Intranasal
Fentanyl IN is a good alternative to IV medications for rapid acting and shorter needed pain
control, and does not require an IV when resources are limited. Dose: 2mcg/kg with max of 100
mcg, split between 2 nostrils. Use caution giving narcotics to children <12 months because of risk
of respiratory depression. These children require several hours of monitoring after receiving
narcotics, including pulse oximetry.
Intravenous
Should be reserved for children with complicated injuries who will require more prolonged care
and can be monitored with a pulse oximetry.
Fentanyl: 1 mcg/kg IV, repeat q 1-2 hours prn severe pain. Maximum 50 mcg/dose, may be
repeated after monitoring for effect.

Morphine: 0.05-0.1 mg/kg IV, repeat q 2-4 hours prn severe pain. Maximum 4 mg/dose, may be
repeated after monitoring for effect.
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Sedation
Providers should only administer sedation medications at a level to which they have received
appropriate training and have necessary resuscitation support available.

Intranasal
Intranasal midazolam (Versed) can achieve amnestic and calming affects for simple procedures
and requires minimal monitoring. Dose: 0.4 mg/kg IN x 1, max of 10 mg split between nostrils.
Intravenous
Morphine and/or fentanyl: as above

Midazolam (Versed): 0.05-0.1 mg/kg IV, max of 4 mg; one dose

Lorazepam (Ativan): 0.02-0.05 mg/kg/dose IV, max of 3 mg; one dose

Ketamine: 1-1.5 mg/kg IV for initial dose, then 0.5-1 mg/kg/dose every 5-15 minutes as needed
for ongoing sedation. Do not exceed 150mg/dose. These patients require respiratory support
immediately available. Consider administering with Zofran to relieve post-procedure nausea and
with a small dose of Versed to prevent possible emergent reactions.

Pediatric Shock Management
Pediatric shock can be subtle and difficult to recognize. There are multiple forms/causes of shock,
all of which the care provider should be aware of as they assess a pediatric patient during a crisis:
Septic shock (also called distributive shock): Caused by overwhelming infection or
inflammation. Usually a child is febrile or hypothermic, has a high heart rate, delayed capillary
refill, and mottled extremities. Pulses can be bounding or weak. Blood pressure can remain within
the normal range (compensated shock) longer than in adults, and by the time the child becomes
hypotensive (uncompensated shock), they are often extremely ill.

Treatment: place an IV, give 20cc/kg rapid push NS, then up to 60cc/kg total fluids over an
hour as well as antibiotics. Consider pressors for ongoing signs of poor perfusion.

Hypovolemic shock: Can be caused by loss of fluids (vomiting, diarrhea, poor oral intake) or
blood loss (hemorrhagic shock). The patient’s history should give clues to volume loss. Patients
often have high heart rate, high respiratory rate, mottled skin, dry mucous membranes, and
weaker pulses. Like septic shock, the child may be able to maintain blood pressure within a
normal range until he/she is critically ill.
Treatment: place an IV, give 20cc/kg of NS. If there is hemorrhagic shock, try to next
infuse blood, but if no blood available, give additional fluid until perfusion improves.
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Cardiogenic shock: More rare, and usually caused by poor cardiac function from congenital heart
disease or myocarditis from a viral infection of the heart. Clues would be a child with high heart
rate, high respiratory rate, mottled skin with poor pulses, a gallop or other abnormal sounds on
cardiac exam, and an enlarged liver. Children may be hypotensive.
Treatment: place an IV. Consider consultation with pediatric cardiology. Cautiously
administer 10cc/kg NS and repeat if tolerated (no signs of crackles, liver further down).
Consider a chest X-ray and EKG. Consider a pressor such as Milrinone to help with cardiac
function.

Obstructive shock: Rare outside of trauma. Usually caused by a tension pneumothorax or
pericardial effusion where the heart cannot fill adequately during diastole because of the pressure
around it. Patients will present critically ill with high heart rates, high respiratory rate, poor
pulses, may have an enlarged liver and distended neck veins, and lower but narrow blood
pressures (little difference between systole and diastole.)
Treatment: Immediate needle decompression for a tension pneumothorax. Place an IV
and give 20cc/kg. Pericardiocentesis for life-threatening pericardial effusion.

The first treatment is to recognize shock. Remember your Pediatric Assessment Triangle.

Also, know your normal vital signs. When a pediatric patient has more than two abnormal vital
signs, or hypotension with any other abnormal vital sign, consider shock. Often, febrile children
will be tachycardic and tachypneic. If the child otherwise looks good, without signs of poor
perfusion, treat fever. If vital signs improve, and the child looks well, he/she is likely ill from a
virus but safe to be treated at home. If the patient remains with significant tachycardia even after
fever control, consider other etiologies.
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HELPFUL TREATMENT
RESOURCE TABLES
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Pediatric Glasgow Coma Score

Infants

Children
Eye Opening

Eye Opening

Spontaneous

4

Spontaneous

4

To pain

2

To pain

2

To speech/sound
No response

3
1

Verbal Response

To speech

No response

3
1

Verbal Response

Coos or babbles

5

Oriented

5

Cries to pain

3

Inappropriate Words

3

Irritable crying
Moans to pain
None

4
2
1

Motor Response

Confused

Incomprehensible
None

4
2
1

Motor Response

Spontaneous

6

Obeys commands

6

Withdraws to pain

4

Withdraws to pain

4

Withdraws to touch
Abnormal flexion

Abnormal extension
No response

5
3
2
1

Localizes pain

Abnormal flexion

Abnormal extension
No response

5
3
2
1

Any combined score of less than eight represents a significant risk
of mortality.
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Summary of High-Quality CPR Components for BLS Providers

Component

Scene Safety
Recognition of Cardiac
Arrest
Activation of Emergency
Response System

Compression-ventilation
ratio without advanced
airway
Compression-ventilation
ratio with advanced
airway
Compression rate
Compression depth

Adults/Adolescents

Infants (Age Less Than 1
Year, Excluding
Newborns)
Make sure the environment is safe for rescuers and victim
Check for responsiveness
No breathing or only gasping (i.e., no normal breathing)
No definite pulse felt within 10 seconds
(Breathing and pulse check can be performed simultaneously in less than 10 seconds)
If you are alone with no
Witnessed collapse
mobile phone, leave the
Follow steps for adults and adolescents on the left
victim to activate the
emergency response
Unwitnessed collapse
system and get the AED
Give 2 minutes of CPR
before beginning CPR
Leave the victim to activate the emergency response
system and get the AED
Otherwise, send someone
and begin CPR
Return to the child or infant and resume CPR; use the
immediately; use the AED
AED as soon as it is available
as soon as it is available
1 or 2 rescuers
1 rescuer
30:2
30:2
2 or more rescuers
15:2
Continuous compressions at a rate of 100-120/min
Give 1 breath every 6 seconds (10 breaths/min)

At least 2 inches (5 cm)*

Children (Age 1 Year to
Puberty)

100-120/min
At least one-third AP
diameter of chest

At least one-third AP
diameter of chest

About 1 1⁄2 inches (4 cm)
1 rescuer
2 fingers in the center of
the chest, just below the
nipple line
2 or more rescuers
2 thumb–encircling hands
in the center of the chest,
just below the nipple line
Chest recoil
Allow full recoil of chest after each compression; do not lean on the chest
after each compression
Minimizing interruptions
Limit interruptions in chest compressions to less than 10 seconds
*Compression depth should be no more than 2.4 inches (6 cm).
Abbreviations: AED, automated external defibrillator; AP, anteroposterior; CPR, cardiopulmonary resuscitation.
Hand placement

2 hands on the lower half
of the breastbone
(sternum)

About 2 inches (5 cm)
2 hands or 1 hand
(optional for very small
child) on the lower half of
the breastbone (sternum)

Reprinted from : https://eccguidelines.heart.org/index.php/tables/summary-of-high-quality-cpr-components-forbls-providers/
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For children > 2 use the formula "90+ (Age x 2)" as normal for systolic blood pressure.
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Pediatric X-Ray Dosages
Newborn

Chest
Abdomen
Pelvis
Femur
Knee
Tib/Fib
Ankle
Foot
Toe
Shoulder
Clavicle
Humerus
Elbow
Forearm
Wrist
Hand
Finger

Infant

Child

Preadolescent

Adolescent

0-1 month

1 mo-2 yrs

2-10 yrs

10-14 yrs

14-21 yrs

58 @ 1

60 @ 1

64 @ 1.2

70 @ 1.2

72 @ 2

52 @ 1

58 @ 1.2

68 @ 1.8

72 @ 2.5

74 @ 3.2

56 @ 1
50 @ 1
50 @ 1

50 @ 1
48 @ 1
48 @ 1

40 @ 0.8
52 @ 1
52 @ 1
48 @ 1
48 @ 1
48 @ 1

40 @ 0.8
40 @ 0.8
40 @ 0.8

58 @ 1.2
56 @ 1.2
52 @ 1.2
52 @ 1.2
50 @ 1
50 @ 1
40 @ 1

54 @ 1.2
54 @ 1.2
50 @ 1.2
50 @ 1
50 @ 1
40 @ 1
40 @ 1
40 @ 1

60 @ 1.2
60 @ 1.2
56 @ 1.2
56 @ 1.2
54 @ 1.2
52 @ 1
40 @ 1

58 @ 1.4
58 @ 1.4
52 @ 1.4
54 @ 1
54 @ 1

42 @ 1.2
46 @ 1.2
40 @ 1

66 @ 1.4
66 @ 1.8
60 @ 1.4
60 @ 1.4
58 @ 1.4
54 @ 1.4
42 @ 1.2
62 @ 1.4
62 @ 1.4
56 @ 1.4
54 @ 1.2
54 @ 1.2
50 @ 1.2
50 @ 1.2
42 @ 1.2
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70 @ 2

70 @ 2.2
64 @ 1.8
64 @ 1.8
60 @ 1.8
55 @ 1.8
42 @ 1.2
66 @ 1.6
66 @ 1.6
60 @ 1.4
56 @ 1.4
56 @ 1.2
54 @ 1.2
54 @ 1.2
42 @ 1.2
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PSYCHOLOGICAL CARE
RESOURCES
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Psychological First Aid for Disaster Survivors
Children will respond to trauma and disasters differently than adults, and there will be large range
in responses, depending upon the child’s age, sociocultural background and personality. Some
may have overt reactions in the acute phase while others may not manifest symptoms for many
weeks or months.
Goals
•
•
•
•
•

Re-create sense of safety
Provide for basic needs (food, clothing, medical care)
Ensure that survivors are safe and protected from reminders of the event
Protect them from on-lookers and media
Help them establish a “personal space” and reserve privacy and modesty

Encourage social support
• Help survivors connect with family and friends (most urgently, children with parents).
• Educate family and friends about survivor’s normal reactions and how they can help.
Re-establish sense of efficacy
• Give survivors accurate, simple information about plans and events.
• Allow survivors to discuss events and feelings, but do not probe.
• Encourage them to re-establish normal routines and roles when possible.
• Help resolve practical problems.
• Discuss self-care and strategies to reduce anxiety and offer relaxation techniques.
• Encourage survivors to support and assist others.

Some children are more likely to have emotional reactions to the events, such as:
• Children who witnessed the event firsthand or whose parent, relative or friend was
killed or injured.
• Children who are displaced from their home or schools.
• Children with a past history of emotional problems.
• Children with a past history of trauma, either as a victim or witness to violence or
abuse.
• Children with an adult in their life who is having difficulty with their emotions, a witness to
violence or a victim of domestic violence.

It is helpful to know age-specific reactions, however, and to know what interventions may be
beneficial.

Preschool age (1-5 years of age) and school age (6-12 years)
• Children may regress to an earlier behavioral stage: they may revert to thumb sucking and
bedwetting, become afraid of strangers, and cling to parents.
• Children may become disobedient, hyperactive, aggressive, or they may withdraw.
• Changes in eating and sleeping habits are expected, and they may complain of multiple
body aches and pains.
Interventions
• If possible, attempt to avoid separation from parents and siblings
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•
•
•
•

Encourage expression through play, drawing, puppet shows, and storytelling
Limit media exposure such as watching television
Set gentle but firm limits on acting out behavior
Provide structured activities and chores

Preadolescents and adolescents (12-17 years)
• May withdraw, resist authority, become disruptive and begin to experiment with high-risk
behaviors, such as alcohol or drug abuse.
• Preadolescents and adolescents may develop vague physical complaints.
• May abandon chores, schoolwork, and other responsibilities.

Interventions
• Encourage discussion of experiences among peers, but do not force them to talk about their
feelings
• Listening to them is critical!
• Providing structured activities and involvement in community recovery work may be
beneficial

Suggested Engagement Script

1. Contact and engagement – “My name is _______ and I am here to try to help you and your
family. I am a _______ worker here, and I am checking with people to see how they are
feeling. May I ask your name?”

2. Safety and comfort – “Do you need anything to drink or eat? Is your family here with you?
Do you have a place to stay? We are working hard to make you and your family safe. Do you
have any questions about what we’re doing to keep you safe?”

3. Stabilization (if needed) – “After bad things happen, your body may have strong feelings
that come and go like waves in the ocean. Even grown-ups need help at times like this. Is
there anyone who can help you feel better when you talk to them? Can I help you get in
touch with them?”

4. Information gathering – “May I ask some questions about what you have been through? Can
you tell me where you were during the disaster? Did you get hurt? Is your family safe? How
scared were you? Is there anything else that you are worried about?”
Additional Engagement Items
•
•

•

Practical Assistance – “It seems like what you are most worried about right now is
_____________. Can I help you figure out how to deal with this?”

Connection with Social Support – “You are doing a great job letting grown-ups know what
you need. It is important to keep letting people know how they can help you. That way, you
can make things better.”
Information on Coping – “It’s normal for kids to feel scared after bad things happen. You
will probably start to feel better soon. If you like, I can tell you some ways to help you feel
better.
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•

Continuity in Helping Relationships – Facilitate referrals: “May I help make some calls to
people who can help you?” and if feasible, “I’d like to check in with you again to see how
you are doing. How may I contact your parents later?”

It is advisable to refer to local psychiatric referral centers and other resources accessed during
NON-disaster situations to identify pediatric mental health practitioners. Additionally, prehospital
personnel should have hotline numbers readily available:
National Suicide Prevention Lifeline
1-800-273-TALK

Substance Abuse and Mental Health Services Administration (SAMHSA) Helpline
1-800-662-HELP
Workplace Helpline
1-800-WORKPLACE

www.workplace.samhsa.gov/helpline
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PRINTABLE FORMS
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Pediatric Safe Area Checklist (p 11)

ITEM
Needle boxes are at least 48 inches off the floor.

YES

NO

Do the windows open?

Are the windows locked? Window guards?

Plug-in covers or safety wiring for electrical outlets?

Strangulation hazards removed (cords, wires, tubing, curtain/blinds drawstrings)?
Can you contain children in this area (consider stairwells, elevators, doors)?

Do you have distractions for the children (age and gender appropriate videos,
games, toys)?
Poison-proof the area (cleaning supplies, Hemoccult developer, choking hazards,
should be locked or removed)
Do you have a supply of diapers, wipes, formula, bottles, toys and games?
Are your med and supply carts locked?

Do you need to create separate areas for various age groups?
Do you have a plan for security of this unit?

Do you have a plan to identify the children?

Do you have a sign in, sign out process for all children and adults that enter the
area?
Do you have a plan for assessing the mental health needs of these children?
Are there fans or heaters in use? Are they safe?

Do you have on-site or nearby daycare? Could they help you?

Do you have enough staff to supervise the number of children?

Will children need to be escorted away from the safe area to bathrooms?
Are age appropriate meals and snacks available for children?
Are there various size diapers, wipes available?
Does the PSA have hand hygiene available?

Are there cribs, cots or beds available for children to rest?

Does the PSA have a policy for handling minor illness/injury in children (Tylenol
dosing, administering routine meds, etc.)?
Do you have an evacuation plan?
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Primary Children’s Hospital
Unidentified/Unaccompanied Patient Information Form
Complete as much of this form as possible by either asking the patient, observing the patient,
or asking responding agencies or hospital staff.
Name: __________________________________________

DOB: __________________

Age (approx.): _____________

Phone Number:_______________________________________

Parent/Guardian Information

Address:_____________________________________________

Name(s): __________________________________________

____________________________________________________

Phone Number(s):___________________________________

Location patient was found:_____________________________

Address:___________________________________________

____________________________________________________

__________________________________________________

Patient brought in by- Name:____________________________
Phone Number:____________________

__________________________________________________

If patient does not know the above information– attempt to
collect the following information.
School Teacher’s Name: ___________________________________________________________________
Name of School: _________________________________________________________________________
Siblings Name(s): ________________________________________________________________________
Pets Name(s): ___________________________________________________________________________
Town You Live in: ________________________________________________________________________
Babysitter’s Name(s): _____________________________________________________________________
Best Friend’s Name(s): ____________________________________________________________________
Where were you before you came here?: ______________________________________________________
Who were you with?: _____________________________________________________________________

Collect as much physical details as possible if above
information is insufficient or patient is non-verbal.
Hair Color: __________________________________________

Eye Color: __________________________________________

Skin color: __________________________________________

Height (approx.): ____________________________________

Color of shirt: _______________________________________

Color of pants/skirt: __________________________________

Birthmark or scars:

Glasses:

Y

N

Y

N

Braces:

Y

N

Description of birthmark/scar and location:_________________

Other Physical Identifiers: _____________________________

___________________________________________________

___________________________________________________

___________________________________________________

___________________________________________________

Once completed as much as possible– attempt to contact parent/guardian or give information to law enforcement.
Put form in patient medical record.

Primary Children’s Hospital
Guardian VerificaƟon for Child ReunificaƟon Form
PaƟent InformaƟon
Name: ______________________________________________

Hospital ID #:_____________________________

Age: _____________ Months/Years

DOB:____________________________________

Gender: Male______

Female______

Guardian InformaƟon
Is the child currently accompanied by a supervising adult?

Yes

No

Name of the currently supervising adult:______________________________________________
Is this person a Parent?

Yes

Is this parent the usual guardian?

No
Yes

A Grandparent?

Yes

Age:_______________

No

No

Was the child living with this person before the incident/disaster?

Yes

No

Does the supervising adult have any proof of legal guardianship or rela onship to child?

Yes

No

If Yes, please describe or a ach a copy:___________________________________________________________________
___________________________________________________________________________________________________
(In the event of a disaster the following can be accepted as proof; school records, dental records,
pictures on phone of court documents, photos on phone of adult with child)
If the adult is not a Parent or Guardian, what is the rela onship to this child?
Aunt/Uncle____________________________________________________________

Age________________

Sibling________________________________________________________________

Age________________

Friend________________________________________________________________

Age________________

Other (next‐to‐kin, teacher)______________________________________________

Age________________

DO NOT RELEASE PATIENT OR MEDICAL RECORDS TO ANY ADULT UNTIL GUARDIANSHIP HAS BEEN ESTABLISHED.
IF IN DOUBT, CALL LAW ENFORCEMENT.

Medical/Treatment InformaƟon
Was the child treated for illness or have an injury?

Yes

No

If Yes, please describe:________________________________________________________________________________________
Was the child admi ed to the hospital?

Yes

No

If Yes, room or loca on_______________________________________________________________________________________
If No, give loca on or address where child is currently______________________________________________________________
Does this child have a history of medical problems?

Yes

No

If Yes, please list_____________________________________________________________________________________________
Does this child or family members have special needs?

Yes

No

If Yes, please list_____________________________________________________________________________________________

Once completed, place form and any aƩached documents in paƟent medical records.

Date form
completed

Revised

Initials

Revised

Initials

By Whom

Name:

Birth date:

Home Address:

Home/Work Phone:

Parent/Guardian:

Emergency Contact Names & Relationship:

Signature/Consent*:
Primary Language:

Phone Number(s):

Physicians:
Primary care physician:

Emergency Phone:
Fax:

Current Specialty physician:
Specialty:

Emergency Phone:
Fax:

Current Specialty physician:
Specialty:

Emergency Phone:
Fax:

Anticipated Primary ED:

Pharmacy:

Anticipated Tertiary Care Center:

Diagnoses/Past Procedures/Physical Exam:
1.

Baseline physical findings:

2.

3.

Baseline vital signs:

4.
Synopsis:
Baseline neurological status:

*Consent for release of this form to health care providers

Nickname:

Last name:

Emergency Information Form for Children With Special Needs

Medications:

Significant baseline ancillary findings (lab, x-ray, ECG):

1.
2.
3.
4.

Prostheses/Appliances/Advanced Technology Devices:

5.
6.

Management Data:
Allergies: Medications/Foods to be avoided

and why:

1.
2.
3.
Procedures to be avoided

and why:

1.
2.
3.

Immunizations
Dates

Dates

DPT

Hep B

OPV

Varicella

MMR

TB status

HIB

Other

Antibiotic prophylaxis:

Indication:

Medication and dose:

Common Presenting Problems/Findings With Specific Suggested Managements
Problem

Suggested Diagnostic Studies

Treatment Considerations

Comments on child, family, or other specific medical issues:

Physician/Provider Signature:

Print Name:

© American College of Emergency Physicians and American Academy of Pediatrics. Permission to reprint granted with acknowledgement.

Last name:

Diagnoses/Past Procedures/Physical Exam continued:

