
Pediatric Crisis Standards of Care Reference 
Table 

Definition Potential Triggers Sample Activation Requirement(s)
Potential Strategies: 

Healthcare Institutions
Potential Strategies:

Agencies-Policies-Systems 

Conventional

Baseline Operations:  Despite surge in 
demand, facilities are able to provide normal 
standards of care.

Moderate pediatric surge and anticipated 
potential difficulties regarding system 
capacity

N/A - no activation requirement outside of 
concerns around potential or actual surge 
impacts

Institute Hospital Incident Command Structure (HICS) or 
National Incident Management System (NIMS) to 
conduct initial organizing, situational assessment, and 
monitoring functions

Consider pre-emptive activation of local incident 
command infrastructure prior to system surge.

1. Expand capacity through use of upstaffing.

Upstaffing with licensed and trained outside support 
(e.g., locums, travelers, per diem) is a way to 
immediately increase capacity. 

Consider strategies from the National Academies of 
Medicine guidance: 
https://www.nap.edu/catalog/25890/rapid-expert-
consultation-on-staffing-considerations-for-crisis-
standards-of-care-for-the-covid-19-pandemic-july-28-
2020 

It's important to compare current staffing contingencies 
at hospitals within the area (via the Peds Centers of 
Excellence, RDRHS or healthcare coalition, etc.) to make 
sure that there's as consistent level of care provided as 
possible.

1. Institutional load balancing to manage surge 
systemwide.

Direct patient transports to like institutions with 
remaining capacity consistent with EMTALA 
requirements

 2. Expand capacity to meet immediate need by 
restricting procedures that are not time sensitive.

By restricting elective procedures that are not time 
sensitive, capacity for urgent needs can be rapidly 
expanded. 

2. Expand system capacity by activating telemedicine 
and outpatient resources to support acute care 
needs.

3. Utilize reverse triage, discharging or downgrading 
ward wherever clinically safe and appropriate, to 
increase capacity in higher acuity care.

3. Alter standard EMS operations to expand 
operational flexibility, provided acceptable standards 
of care are maintained.

EMS operations may be altered assuming acceptable 
standards of care are maintained (i.e. - 14-18 year old 
patients treated at adult or pediatric centers as 
capacity allows, limits on transport of non-urgent 
patients consistent with EMTALA requirements).

5. Evaluate ECMO needs and services, coordinate with 
other facilities on availability of ECMO for pediatrics.   

If the facility provides ECMO - how is the use and 
indications for ECMO in the area being coordinated? Is 
the facility willing to put young adults on ECMO? Can 
other facilities provide ECMO for older children? 
Maximal use and honing indications for ECMO is critical 
to assure fair access and the best outcomes possible.

1. Activate hospital ethics committee to serve in  
advisory role for the institutional HICS.

1.  Expand staffing scope of care. 

For example, expansion of floor nursing scope of 
practice, non-clinical personnel to assist with basic care 
needs, utilization of outpatient staff for inpatient 
needs; invitation to volunteer health providers vetted 
and ready to serve temporarily.

2. Consider instituting resource triage algorithms (i.e. 
Pelod II scores).  

Alternate to scoring systems:   ethics committee 
involvement in individual cases to advise on 
predetermined metrics to include issues of likelihood of 
survival from acute illness, expected resource 
requirements, expected length of time needing required 
resources, chronic illness with significant comorbidities.

2. Increasing standard nursing ratios, and empower 
facilities to implement team care models. 

Avoid specific approaches that may lend to 
unwarranted discrimination in the allocation of care on 
grounds of disability, age, or other protected factors.

3. Utilize non-maximal, acceptable resource 
requirements for each patient. 

For example, step down unit when normally in ICU, CPAP 
in place of ventilators.

3. Transfer or divert patients to lower level facilities 
that have remaining capacity consistent with 
EMTALA. 

These are level balancing efforts with capacity being 
one of the priority consideration.

4. Consider altering  resource utilization devoted to 
palliative care, futile care, and extremely poor prognosis 
patients.

4. Establish alternate care sites for focused care 
needs.

For example, ESF#8 resource mobilization.

5. Activate treatment teams models. 5. Temporary expansion of facility licensure 
capabilities (outpatient areas allowed to care for 
inpatient needs) consistent with legal allowances 
during declared emergencies or pursuant to routine 
licensure exceptions.  

6. Consider utilization of alternate areas of the facility 
for patient care. 

For example, outpatient infusion areas converted to 
hospital beds.

6. Temporary expansion of licensure requirements for 
telehealth support (out of jurisdiction licensure 
reciprocity, agreeable Medicare/Medicaid 
reimbursements).

7.  Activate unconventional staffing to augment licensed 
capabilities (outpatient providers mobilized to assist in 
critical care settings.)  

Include utilization of volunteers or non-clinical personnel 
to assist with basic patient care needs.

7. Expansion of reimbursement plans for alternate 
care sites, telemedicine, outpatient/home care 
models that collectively may decrease acute care 
needs.

8. Expanded use of telehealth capability to increase 
outpatient service and prevent need for higher acuity 
care.

8. Expand reimbursement models for transfers and 
out of jurisdiction care. 

Change EMS standards to impact utilization of lower 
acuity care provided at high acuity facilities (ambulance 
diversion to lower level receiving centers, refusal to 
transport stable patients, limits on non-urgent medical 
transport programs, etc.)

9. Expand supply conservation efforts and establish 
MOU's with partner organizations for supply chain 
sharing models.

9. Utilization of supply chain safety net programs 
(ESF8 and Strategic National Stockpile (where 
available).
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Crisis

Contingency

Modified Operations: Surge plans enacted 
and required to maintain normal standards of 
care. 

This may include preventative or 
preparedness measures to prevent 
degredation in standards of care.

Crisis Standards of Care Operations: Resource 
demands exceed supplies and capabilities.  
Unable to provide routine or contingency 
standards of care despite contingency surge 
efforts.

Staffed bed capacity or supply chain 
deficiencies allow no further capacity despite 
continued demand (i.e. no additional staffed 
beds or ventilators).

Imminent  potential to be unable to maintain 
routine or contingency standards of care.

Inability to maintain routine or contingency 
standards of care.

Staffed bed capacity or supply chain 
deficiencies resulting in remaining additional 
capacity estimated to be less than 5%.  

Potential for staffed bed capacity or supply 
chain deficiencies to degrade to less than 5% 
remaining capacity due to external factors or 
active/potential incidents. Examples including 
"slow moving surge" events such as infectious 
disease and sudden surge events such as 
Mass Casualty Incidents. 

Sudden and/or unexpected closure of a 
healthcare facility (or service) that may or will 
cause the broader system to reduce capacity 
to to less than 5% remaining.

Healthcare Facilities - Healthcare facilities 
should, in alignment with state and local plans: 

1.) Establish coordination with other healthcare 
entities 

2.) Make proper notifications through 
identified healthcare response frameworks 

3.) Establish connection with any existing  
response coordination structures 

Activation of Crisis Standards of Care varies 
based on facility, local, and state plans. 

Activation requirements may include, in 
addition to other actions:
·       Local or state emergency declarations
·       Regional hospital system determinations
·       Internal hospital committee decisions

Facility, local, and state plans should be 
referenced for activation requirements prior to 
implementation. 


