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Evoayoyixka...

* Ta maidia amotedouv evav povaolka euaA®to TAnOuopo oe cupbBavta
PaQlK@OV aTUXNPATOV/KATAOTPOP®V AOY® TIIC LOLALTEPTC PUOLOAOYLAC
Touc (II.X. TaXUTEPI £I0ELVROOT), IIPOKANOeLE 0000Aoylag/e§0IIALONO0U), TOV
OPLEOV AvAITUSNC/EMKOLVOVLIAC KAl TOV WUXOKOLVOVIK®V AVAYK®V
TOUC.

* KaBag xat tou Kevtplkou pOAOU TV YOVERV KAl TOV OXOAElwV.

- H evowpotnta 0a mpenelr emopeveoe va eivat:
« E101k1 yia mardra (0X1 eva povtedo evnAIK®V og KALPaKa),
* Na Baoidetal oe KaBoA1ko6 oxed1aopno yia oAoug toug Kivouvoug - all-hazards planning
* Na pelwvel Tov 01aX®plopo yovea-mIaiolou,
* Na BeAtiwvel Tnv 1KavotnTa 01aAoy1ng Kal errelyouoag gpovTioag,
* Na oraopaldidel Tig KataAAneg mpopunOeieg Kau

* Na vmmootnpidel TNV @POVTLOa Je eILKEVTPO TNV OLKOYEVeld.
K Petsios (2019), ISBN: 978-1-53613-191-8 2
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Kupla epmootla mou emonpaivoveat

(T Telvel va mael otpalba)

ﬂ Kevo oxebraopou

*  Ov naSlatpikeg avaykeg ouxva mapaBAeovtal otov oxed1aoio padlk®v atuXHAaTtoy.
«  IToAAd ouotnpata 6ev eival og eTolpoT)Ta eL0KA yia matdud.

IIepropropol mOop®V — duoavaloyla e TV £KTa01 TOU oupbBavtog
*  OvnaSratpikol mopot (KAlveg, IPoo®IKO, eE0MALON0g, PAPHAKA) elval IIEPLOPLOREVOL KAl IIIOPOUV Va UHEp@opt®bouv ypryopa.

Kevo exmaideuong

*  Xta 1 maldlaTplka KEVTEA TO IIPOO®IILKO PIIopel va pnv eival e§oLKe1OPIEVo Ue TV IaldlaTPLKI] UOLoAoYLa KAl Th O10A0YI) aUT®OV TRV
aocBevev.

*  Ov mpooopowwoelg 6etxvouv aduvapieg otnv avaBeon poAwv, tov e§ommAlopo/mmpounOeleg Kal Ty mardlatplkn olaloyr.

AuokoAia dvadoync

* 1 6l0doyn IaLSlaTPIKOV KATACTPOP®Y MEPLIIAEKETAL AIIO TO ouvaloOnpa, tnv meploplopev) eE0LKelmoT), Ta maldld pe e101KEG AVAYKES
UYElL0VOILKIG TTeplBaAwng kal tnyv eAAeuyn evog teéAelou ouotnpatog BaBpoAoynong yia tig arro@aocelg Katavoung mopmyv.

AvaX®plopog yovea-matdrou
Ta oxedia avTipeT®IIong KataoTpo@®V OUXVA AIIOTUYXAVOUV VA AVTIHETOILO0UV TNV eIaVEVOOT).

O Sraxwpropog augavel tov Kivouvo Kat emdevavel Ta PUXOKOWVOVIKA armoteAeopata

OlKOVOULKOL IIEPLOPLOUOL

H nmepiwkorn) tou K60TOUE petwvel tnv kavotnta 61a0eong mopwv, to e{elO1KeUPEVo IIPOOWIILKO, Ta amofepata Kal tnv eKIIaideuot), UIIOVOREUOVTAS TNV
£TOLOTI)TA. K Petsios (2019), ISBN: 978-1-53613-191-8
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Kupleg ouotaosig...

) Hospitals (pediatric and non-pediatric) must plan for children
. Establish pediatric victim protocols across ED/ICU/OR and supporting services.
*  Non-pediatric hospitals should be ready to stabilize and sometimes care for pediatric patients when they’re closest or pediatric facilities are saturated.
*  Include evacuation planning (including the harder scenario of full building evacuation).

2) Use an all-hazards approach
. Build flexible, scalable plans for common consequences of disasters rather than siloed plans for every scenario.
+  Coordinate hospitals, community services, and local agencies; train staff and refine plans using data from drills/response.

3) Address terrorism-specific pediatric risks (if relevant)
. Emphasize rapid recognition, decontamination, monitoring, and pediatric-appropriate antidotes/treatments.

4) Post-disaster pediatric care is part of preparedness
. Plan for secondary conditions: infections, dehydration, malnutrition, injuries, and mental health deterioration.
o Include child psychosocial support strategies and limit harmful media exposure; prioritize family unity.

5) Create “Child Friendly Spaces”

o Key elements: safety/supervision, play, psychological support, information, and reunification processes.

6) Triage + bedside care details that matter
. Ensure dosing/equipment/fluid rates are pediatric-appropriate; use weight-estimation aids when weight is unknown.
*  Accept that triage tools are imperfect; mitigate with training and protocols.

7) Identification + reunification
. Implement early identification, tracking systems, shelters and release protocols, and drills for separated children.

8) Family-centered care
. Keep families together where possible; provide communication, space for at least one caregiver when feasible, and involve families in ongoing care planning.

9) Include perinatal issues
. Plan resources for pregnancy, delivery, neonatal care and NICU surge needs.

10) Supplies + staffing (and ethical allocation)
. Stock size-appropriate pediatric equipment; identify pediatric experts; train broader staff; plan for scarcity ethically (medical need/benefit, conserve resources, no discriminatory
allocation). K Petsios (2019), ISBN: 978-1-53613-191-8  ©
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PAEDIATRIC MASS DISASTER PREPAREDNESS:
OBSTACLES AND RECOMMENDATIONS

Konstantinos T. Petsios, PhD’
Paediatric & Climical Research Nurse, “Onassis™ Cardiac Surgery Center,
Imated Lecturer, National & Eapodisinan Umversity of Athens
Athens Greece

ABSTRACT

Pasdiatmic populzton in 3 mass casually event poses unique problems and issues for
the healthcare community. This chapter aims io outling the basic proocples of pasdiatmic
response and preparedmes: in case of mmss casuslty events inwvolving children and
farnilies, In swch events it is possible to dezl with 3 great mumber of paedistic victms,
especially in cases that the incident takec place in a highly populated ares. Moreover,
child morality rates in dizasiers are siznificantly higher than those of adults, especially
for children under fve years old

An imporiant oversizht m the plasmming of pasdiamic esponss in cases of mass
casualiy events has been the special needs of children. The vulnershility of children and
their physiological characteristacs place them at incressed risk dunine a dizaster They are
more vulnerable to envirommental factors, their Dmmumily sysiam s imomare, they have
different psychosocial needs and they describe thelr symoptoms or needs accordingly 1o
therr developmental age. Addinonally, they ste usmally umsble fo recognize danger.
gocape, seak 3ssistance and their coping skills are less developed.

Paediatric =nd noopsedizinc hospitsls should establish protocols for psedismc
wvictirns, A holistic spproach to paedistric mass event preparedness should melude the
prevention andior the mestment of secondsry medics]l condifons or mjury during the
post-event peried. Another concern is school preparedness since children spend most of
their waking hours in school or childcare center. Therefore disaster plamming should

* Comespendine Author; Fonstamines T, Petstes, petsiock @ omail onm.
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K Petsios. Chapter 13. Paediatric Mass Disaster Preparedness: Obstacles and
Recommendations. pp 219-236. In the “The Impact and Implications of Crisis: A
Comprehensive Approach Combining Elements of Health and Society”. Edited by
M. Saridi and K. Souliotis. Nova Science Publishers. ISBN: 978-1-53613-191-8.
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Disaster Preparedness: Hospital
Decontamination and the Pediatric Patient—

Hospital Decontamination and the Pediatric Patient
MODEL PROTOCOL ALGORITHM

Wictims arrive at the hospital requinng decontamination
Children are present amo ng the victims
Critical injuries are decontaminated first
Children and their families (parents or caregivers) should not be separated

Guidelines for Hospitals and Emergency
Planners Prehospital Disast Med 2008;23(2):166-172.

unbess critical medical issu es take priority =
Christopher W. Freyberg, MD;! Bonnie Arquilla, DO;? Baruch S. Fertel, MPA;?
/ \ Michael G. Tunik, MD;3 Arthur Cooper, MD;? Dennis Heon, MD;3
K Stephan A. Kohlhoff, MD;® Katherine I. Uraneck, MD;® George L. Foltin, MD?
on-ambulatory | | Ambulatory | ] L

[ Estimate child's age by visual inspection

| cmal __!

caregiver and “hot
zone” personnel
- place an a
stretcher or
restraining device
- escort through the
decon shower by
“hot zona”
personnel and
caregiver
- direct supevision
of decon
{af caregiver toao)
- MONITor airway

b 4
- disrobe by child's . L

v

w

Zchool Age Preschiool Infants and Toddlers
(8-18 years old) [2-5 vaars ald) [<2 years old)
v l v
- disrobe without - assist disrobing - dizrabe by child’s
assistance respect (child’s caregivear caregiver and "hot

- respect modesty

- respect privacy

- child decons himy
herself, but goes
through decon
shower in
succession with
caregiver, parent,
or classmates

or “hot zone™
personnel)

= direct supervision
of decon

- Mo alrway

- escort through the
shonwer by elther
caregiver or “hat

v

zone” personnegl

w

zone” perscnnel

- place on a strecher
or restraining
device

- ascort through the
decon shower by
“hot zone”
personnel and
caregiver

- direct supervision
of decon (of
caregiver, too)

= MHANILoT airway

[Caregiver shoukd nat
carry the chiltd due to
the risk of accidental
trauma resultisg Mo a
fall o« froem drogping
the child while in the
showear)

w

- treat or prevent hypothermia {towels, gowns, warming blankets)
- immediately give a unigue identification number of a wristband (or equivalent]
- triage to an appropriate area for further medicall evaluation

Please note: Children and their families (parents or caregivers) should not be separated
unbess critical medical issues take priority

Go to thé'désignatﬁd
decontamination area.

Prepare to undress
behind the privacy
curtain.

VAYA A LA AREA DESIGMADA DE
DESCONTAMINACION.

' R A DESNUDARSE
PREPARESE PARA nF,s’.':_ml},
| DETRAS DE LA CORTINA pE
AISLAMIENTO.

1. Wet yourself all over in
the shower. g
2. Thoroughly wash with
soap and water,
paying attention to
hair, ears, etc.
. Rinse for at least one

minute.

. Step out of the shower
area and we will have
a towel and covering
for you.

e —

AREA DE LA DUCHA

1. Majese completamente en la ducha.

2. Livesea fondo con jabon ¥ agua,
especimalmente el pelo, los aides,hﬂ-:_

3. Enjuaguese por lo menos un mimuto.

4, Salpase de la ducha y nosotwos tendremos

una toalla y una bato Ja para usted
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Prehosp Disaster Med. 2014 Dec,29(8):580-75. doi: 10,10 7151 0459023X14001137. Epub 2014 Oct 21.

Using mixed methods to assess pediatric disaster preparedness in the hospital setting.
Burke BV, Kim TY, Bachman SL, lverson El, Berg BM.

Abstract
INTRODUCTION: Children are particularly vulnerable during disasters and mass-casualty incidents. Coordinated multi-hospital training
exercises may help health care facilities prepare for pediatric disaster victims.

PROBLEM: The purpose of this study was to use mixed methods to assess the disaster response of three hospitals, focusing on
pediatric disaster victims.

METHODS: A full-functional disaster exercise involving a simulated 7_8-magnitude earthquake was conducted at three Los Angeles
(California UsSA) hospitals, one of which is a freestanding designated Level | Pediatric Trauma Center. Exercise participants provided
quantitative and qualitative feedback regarding their perceptions of pediatric disaster response during the exercise in the form of
surveys and interviews. Additionally, trained observers provided qualitative feedback and recommendations regarding aspects of
emergency response during the exercise, including communication, equipment and supplies, pediatric safety, security, and training.

RESULTS: According to quantitative participant feedback, the disaster exercise enhanced respondents' perceived preparedness to
care for the pediatric population during a mass-casualty event. Further, gqualitative feedback from exercise participants and observers
revealed opportunities to improve multiple aspects of emergency response, such as communication, equipment availability, and
physician participation. Additionally, participants and observers reporied opportunities to improve safety and security of children,
understanding of staff roles and responsibilities, and implementation of disaster triage exercises.

CONCLUSION: Consistent with previous investigations of pediatric disaster preparedness, evaluation of the exercise revealed several
opportunities for all hospitals to improve their ability to respond to the needs of pediatric victims. Quantitative and qualitative feedback
from both participants and observers was useful for comprehensively assessing the exercise's successes and obstacles. The present
study has identified several opportunities to improve the current state of all hospitals' pediatric disaster preparedness, through
increased training on pediatric disaster triage methods and additional training on the safety and security of children. Regular
assessment and evaluation of supplies, equipment, leadership assignments, and inter-hospital communication is also suggested to
optimize the effectiveness and efficiency of response to pediatric victims in a disaster.

PMID: 253305993 DO« 10.1017/51045023X14001137




> Cureus. 2025 Aug 26;17(8):e91025. doi: 10.7759/cureus.91025. eCollection 2025 Aug.

Improving Mass Casualty Event Response: A
Simulation-Based Program in a Rural Hospital

Exnaioevuon xkat oefrotnreg...

Hadas Katz-Dana !, Rotem Shiri 2, Eran Netzer 2, Elad Dana 2, Jabeen Fayyaz 4 thud Rosenbloom 1

Skill Description Key challenges Affiliations + expand

Hemorrhage  Placing a tourniquet, applying direct wound pressure, Recognizing hemorrhagic shock, awareness of tourniquet PMID: 41018404 PMCID: PMC12462647  DOI: 10.7759/cureus. 91025
contral and wound packing conversion times

Airway Repositioning maneuvers, mask ventilation, intubation, Abstract

Profici difficult t
management  use of intubation aids (bougie) FOCIEnEy 1T EHTCHT ainvay managemen

Introduction: Mass casualty events (MCEs) pose significant challenges, especially for hospitals serving

Chest Needle decompression, chest drain ingertion Rapid recognition of indications for chest decompression, remote populations. The increasing threat of modern terrorism underscores the importance of robust
decompression ’ familiarization with updated guidelines . . . . . -
emergency preparedness. Simulation-based education (SBE) is an effective training approach to
. , , Rarely used, resulting in a lack of experience with the identify and address improvement areas. In October 2023, an urgent need arose to prepare a rural
Surgical airway Cricothyroidotomy ) o ,
procedure and equipment hospital in southern Israel for potential MCEs.

Methods: A simulation-based training program was developed for the hospital, focusing on trauma

TABLE 2: Summary of trauma skills modules procedures, individual patient care, and team-based MCE drills. The training was implemented in
three phases, addressing communication, procedural challenges, and operational/logistical gaps. Each
simulation concluded with a debriefing session, followed by an after-action report and an
improvement plan.

Results: Eighty healthcare providers participated in the training. The simulations revealed significant
gaps in trauma procedural skills, communication, and logistical protocols. As a result, the hospital's
preparedness was significantly enhanced, with key improvements in coordination and operational
readiness for potential disasters.”

Conclusions: Targeted SBE disaster preparedness programs in rural hospitals can improve trauma
skills and MCE management while identifying latent safety threats. Continued investment in SBE is
recommended to strengthen emergency response capabilities in similar settings.

Keywords: clinical simulation; disaster medicine; preparedness; rural; simulation; simulation-based
education.
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Adv Pediatr. 2014 Aug:61{1):245-80. doi: 10.1016/j.yapd.2014.03.003. Epub 2014 May 27.

Pediatrics in disasters: evaluation of a global training program.

Cooper LT, Guan H?, Ortiz-Hernandez AA® Llamosas Gallardo B* Rivera G* Wathen J?, Shulman B® Berman 5%

# Author information

Abstract

The findings of this evaluation document partial success for the PEDS fraining program to achieve its 3 aims. It will take several years
for the dissemination of this program to reach a critical mass of pediatricians and other physicians in many LMICs. Obtaining stronger
support from MOHs and other governmental agencies is necessary to achieve this goal. Another additional approach would be o
integrate the training into medical school and residency programs.

KEYWORDS: American Academy of Pediatrics; Disaster training program; Efficacy; Evaluation; Qutcomes; PEDS in disaster; Pediatric disaster education

PMID: 25037131 DOL 101016/ . vapd.2014.03.003
[Indexed for MEDLINE]
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Dizaster Med Public Health Prep. 2017 Aug;11{4}:473-478. doi. 101017 dmp. 2016.152. Epub 2017 Jun 13.

Utilizing a Pediatric Disaster Coalition Model to Increase Pediatric Critical Care Surge Capacity in
New York City.

Frogel M', Flamm A2, Sagy M2, Uraneck K* Conway E®, Ushay M®, Greenwald BM?, Pierre L®, Shah V°, Gaffoor M9, Cooper AV, Foltin G1.

# Author information

Abstract

A mass casualty event can result in an overwhelming number of critically injured pediatric victims that exceeds the available capacity of
pediatric critical care (PCC) units, both locally and regionally. To address these gaps, the New York City (NYC) Pediatric Disaster
Coalition (PFDC) was established. The PDC includes experts in emergency preparedness, critical care, surgery, and emergency
medicine from 18 of 22 major NY'C PCC-capable hospitals. A PCC surge committee created recommendations for making additional
PCC beds available with an emphasis on space, staff, stuff (equipment), and systems. The PDC assisted 15 hospitals in creating PCC
surge plans by utilizing template plans and site visits. These plans created an additional 153 potential PCC surge beds. Seven
hospitals tested their plans through drills. The purpose of this article was to demonstrate the need for planning for disasters involving
children and to provide a stepwise, replicable model for establishing a PDC, with one of its primary goals focused on facilitating PCC
surge planning. The process we describe for developing a PDC can be replicated to communities of any size, setting. or location. We
offer our model as an example for other cities. (Disaster Med Public Health Preparedness. 2017.11:473-478).

KEYWORDS: disaster coalition; disaster drill; disaster preparedness; pediatric critical care surge capacity; surge plan

PMID: 286068207 DOL 101017/ dmp.2016.152
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¥ 1 Crit Care. 2022 Apnfif:5%-65. dot 1001016/ jcre.2021.12.004, Epub 2021 Dec 15

Clinical and organizational framework of
repurposing pediatric intensive care unit to adult
critical care in a resource-limited setting: Lessons
from the response of an urban general hospital to the
COVID-19 pandemic

Franco Diaz !, Juan Kehr 2, Camils Cores 2, Patricia Aubilar %, Tania Medina *, Caroline Vargas ¢
Pabio Cruces 3

Affifiations + expand
PMID: 34922313 PMCID: PMCBET2360 DO 101016/ jore.2021.5.2,004

Abstract

Purpose: We aim to describe the action plan and dinscal results of a COVID-19 unit for adult patient
care in units intended for critically il children, propesing a clinical/administrative framework,

Methods: We reviewed the preparedness of the PICU team before the surge of cases of COVID-19
and the organizational/administrative issues teincrease critical beds in a sic-bed PICL allocated to
adult critical care in a government-funded general hospital in Latin America. We analyzed the
prospectively collected administrative/clinical data of severe COVID-19 cases admitted to PICU during
the peak of the first wave of the pandemic,

Results: We describe a 6-step preparedness plan: recruitment and education, admissicn criteria,
children diversion, team hierarchy, and general and respiratory equipment. The 6-bed PICU was
allocated to adult care for 20 weeks, progressively increasing capacity to a 23-bed dedicated
COMID- 1% unit managed by the PICU team. A six-block bed organizational units were implemented,
and personnel increased from 40 1o 125 healthcare workers in 24 h shifts, COMID-19 incidence in
personnel was 0.5,/1000 workdays, One hundred thirty-six patients were admitted, median age 59
(51,65) years old, 68% were male, and 63% had P{F < 100. in addition, 48% recefved machanical
ventitation, the medizn length of stay was 7 (3,17}, and in-hospital mortality was 15%.

Conclusions: We propose an organizational framework for the role of PICU in the hospital action plan
1o increase adult critical beds. The cohort of patients admitted to a PICU repurposed as a COVID-19
ICU had good outcomes, These data are valuable to plan coordinated actions of the healthcare

system for future scenarios.

Table 1
Action plan for PICU bed conversion to adult critical COVID-19 unit.

Recruitment of new healthcare workers inside and outside the hospital.

Organization of backup personnel from less complex units.

Education of specific care of adult patients. Le, mechanical ventilation in obese
patients, sedation scales in adulrs, vasoactive support, and deep vein thrombosis
prophylaxis.

Education capsules on the assembly of mechanical ventilators and other
equipment for physicians and nurses, given the possibility of the lack of
ventilatory therapists in the team.

Hands-on training on the use of personal protective equipment.

Self-financed acquisition of personal protection elements | protection goggles, half
and full-face reusable mask with filters) for all unit personnel, anticipating a
hospital stock shortage

Ask administration for a stock of general and specific supplies to take care of
critically ill adulrs. Le., filters for mechanical ventilators, larger diameter tracheal
tubes.

Adaptation to available technological resources.

Psychological preparation

Establish leadership in groups/shifts.

Transfer of high-risk children to long-term fadilities or their homes, using complex
home care services.

Continuous review of the experiences and lessons of the countries where
pandemic waves preceded ours, like Italy, Spain, the UK, USA.
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Fig. 3. Organizational Framework for Pediatric Intensive Care Unit response to an acute
surge in critical beds in a2 general hospital Experience of COVID-19 pandemic.

A Independent clinical/administrative PICU provides space for critical pediatric patients,
but equipment, supplies, and human resournces are transferred to 10U to meet demand.
B. Limited opening of critical PICU beds to adult patients, reduced pediatric quotas are
maintained. Independent clinical/administrative PICU. Acute increase of 10U required.

C. Full incorporation of PICU to 10U, Medical staff and health professionals to ICL adminis-
trative/clinical structure. There are no critical pediatric beds, and seriously ill children
must be referred to other centers.

D. PICU beds are converted in their entirety to adult but maintain clinical/administrative
independence. Therefore, there are no critical pediatric beds, and seriously ill children
must be referred to other centers.

Critical Cane beds {winth 1M capacizy )
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actual number of beds and healthcare workers o halance the patient complexity,
equipment, and available personnel during the study period.
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Am J Public Health. 2018 November; 108(Suppl 5): 3363-5365. PMCID: PMCBZ236718
Published online 2018 Movember. doi: 10.2105/AJPH.2018.304812 PMID: 30422694

Preparedness Emergency Response Research Centers (PERRCs):
Addressing Public Health Preparedness Knowledge Gaps Using a Public
Health Systems Perspective

Elena Savoia, MD, MPH, Stefano Guicciardi, MD, Dorothy Pordon Bernard, MPH, Migel Harriman, EJS,m Mary Leinhos,
PhD, and Marcia Testa, PhD, MPH

= Author information = Article notes = Copyright and License information Disclaimer

Evaluating the impact of research investments in the creation of knowledge in any area of work 1s
challenging; even more so0 1s evaluating the impact of research programs in emerging fields because of a
lack of preexisting data and parameters. In the case of public health emergency preparedness (PHEP), the
major difficulty 1s that this field of research 1s vast in terms of the number of disciplines included, and 1t
comprises a variety of methods. Such methods are often tatlored to address the diversity of local practice
needs within specific public health systems, frequently leading to limited applicability and transferability

to other geographic areas or response settings.

In 2008, the Centers for Disease Control and Prevention (CDC) created the Preparedness Emergency
Response Research Centers (PERFE.Cs) program to address public health preparedness knowledge gaps
using a public health systems perspective. This program represents the first major federal investment 1n
public health systems research in preparedness and to our knowledge 1s the largest worldwide. It's been a
decade since the start of this initiative, and we believe evaluation efforts are necessary to determine how to
plan, organize, and advance future research in PHEP. In this editorial, we embrace the challenge to evaluate
and discuss the contribution of the PERRCs program to knowledge production in this field.




Structure of Japan's basic disaster management plan

Matural disasters Accidents
* Earthquakes *  Maritime
*  Tsunamis = Aviation
*  Windstorms and flooding *  Nuclear
*  Volcanic eruptions *  Hazardous materials
*  Snowstorms *  Railroad
* Road

*  Large-scale fires
*  Forestfires

’

Description following each disaster phase

Disaster prevention * Disaster emergency Disaster recovery
and preparedness responss and reconstruction

Description of concrate countermeasures to ba taken by, and responsibilities of stakeholders
Mational Local .
government ‘ 4 govarnment H Residents
&) OECD

TOWARDS AN ALL-HAZ ARDIS AFPROACH TO EMERGENCY PREPAREDNESS AND RESPOMSE, MEA No. 7308, © OECD 2018 DETTER FOLCIE FON BETTERLINE

Preven Hog

Gujdance

Miti gotion

Towards an All-Hazards
Approach to Emergency
Preparedness and Response

L essons Learnt from Non-Nuclear Events
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* H nmapamave Atota tov 10 avtikelpevov pmopet
va Xpnoiporown0etl oav onpeio avagopag yia
eIIayYeAPaTleEE UYElag Ol OIIOLOL £PXOVTAL IIPKTI)
(POPA O€ EIIAPI] 1€ EVA OPYAVRUEVO OXE010
AVTIPETOIILONE NA(IKOV KATAOTPOP®V OTNV
IIALOLKI) NALK1A.

* Bonfa otnv avayveplon tTov onpuaviikotepV
ONHEL®V Y0 TNV IIPOLTOLPAOLA TOV OOV
uyelag, TOV KOLVOTIKOV OOU®V AAAN KAl TOV
OLKOYEVELRV.

* BonBa oto oxedraopo evog peaAloTikou ITAAVOU
avtipetomone MK pe tig unapxouoeg dopeg.

[ | Develop a disaster response plan.
(Who will do what when disaster strikes?)

[ ] Coordinate disaster management with federal,
state, and local agencies, as well as with
contracted providers. (Have memoranda of
understanding in place before a disaster
oCccurs.)

[ ] Train staff members to carry out the plan.

[ ] Conduct exercises to practice and improve the
plan.

[ ] Plan to track and communicate with families
during and after a disaster.

[ ] Plan to preserve and access essential records
during and after a disaster.

[ ] Plan to accommodate children and families
entering the state during disasters elsewhere.

[] Ensure that families have adequate individual
disaster plans.

[ ] Plan to get necessary funds to children and
families during and after a disaster.

[] Plan to help children and families being
served to recover from the effects of a disaster.



Clinical
Coordination

Regional Hospital
Coordinating Center

B

Multi-Agency
Coordination Center

EM EMS PH

J _
& (»)

o o o Public Health
o Agencies

EMS Agencies

Jurisdiction o

Emergency
Management

2UVTOVIoN0g & 2uvepyaold

Event Type:

HVA:

Resources:

- Home Care
- Alternate Care Sites
- Hospital Transfer based on

- Utilize assigned lavel facilities

Pediatric Event
Broad Impact
= Pre-
« Pan Flu/Infectious Disease Hospita
o M Impact, ¥ Likelihood Hospital
+ Slow Development

+ Reliance on stockpiled/On-
hand resources

« JIT Education

+ Clinical Pathways for event

Region

condition & Bed Availability

Localized

« Explosion
+ Kern Earthquake
+ Bombing

«  Impact, 1 Likelihood

+ Fast Development

+ Request Ped
equipment/supplies/Pharma
as needed

+ Peds Staff

« Peds Expertise

- Primary or secondary transfer to
tertiary facilities in and outside of
region if necsssary



Pediatric Hospital-Based Triage

Step 1: Is decontamination required?

YES, Decontamination 15 required:

1. Assessment and triage by Visual Inspection Officer 1 outside facility

2. Decontamination procedure gutside

3. Reagsessment and triage by Visual Inspection Officer Z inside facility

MO, Decontamination |5 NOT required;
1. Assessment by Visual Inspection Officer 2
2. Triage to appropriate clinical care area

via Padiatric

WO

Maormal afrway, mild respiratory symptoms, normal clreulation andfor
senificant machanlsm of Tnjury or Hiness

Altered appearance or hehavior or severa paln

All children £ 5 yr and unaccompanfed chidren £ 8yr

=

~ Triage Area
Potentially Unstable

Chlldran with spachal needs
NO l

Marmal alreway, breathing, clrculation and mental status
Mo significant mechanism of injury or illness

17



NORMAL PEDIATRIC VITAL SIGNS

HR RR | BRisys)| &P
Beats/ | Breaths | mmiHg | (dias)

min fmin mmiHg |

Mewborm {00-180 | 3050 Tag2 1268
-1 month

Imfant A0-180 | 3060 | ©0.100 | 8367
1-12
months

Toddier T8-130 | 28-38 | B5.108 | S6-BR
13 years

PreSchool | 75120 | 2232 | s8-110 | 857D
35 years

School Age | TO-10 | 2030 | 7018 | E0TE
B-11 years

Adolescent | 65-105 | 16-22 | 110-133 | E3E3

13-18 years

GLASGOW COMA SCORE (GCS)
For Patlents <2 Years |  For Patients =2
Cotngsey olé Years O
Eye {4) Sportanecus (4] Sponlaneous
Openin {31 T speech {3 Ta spaech
) - (2) To pain {2} Ta paint
{1) Homa (1] Mone
Vertal (5) Coos, babbles (5] Crnented
Respanse ':‘;3 Irriatle, criss 4] Canfuged
() Cri=s i pan 91 In
v {2} Moane fo pan f:'é;aammm
(1) Hone it
12} Incomprehens:
20]

Matar {6) Mormsi spontane. | (6] Dibeys com.

Response | DU2 MOvEMaNts mancs

) (8) Withdraws from {8 Localizes topain
tcrch (4] Withdrawal i
(&) Withdraws from pain
pam 13] Flexion 1o pan
() Abnormal Sexicn (2] Exlersion o pain
(21 Abnormiaendan- (1) Mong
sian
(1) Hooe

i

EMERGENCY MEDICAL
SERVICES AGENCY

Pediatric Surge
Quick Reference
Guide

£ September 2012

PEDIATRIC RISKS DURING DISASTERS

PEDIATRIC ASSESSMENT TRIANGLE
(PAT)
AIRWAY & BREATHING
APPEARANCE Visiie movement
Merita| gl \rark of breathing
Muacle tone (normalincreased)
Body posgion
CIRCULATION
Colee
Companent Abnormal Signs
Appearence | Abnarmal or absent ory o spesch, Depreasad

resporse {0 parents or enyironmernial stmull
Flappy or rigd muscla lona or not moving

Ereathing Imcreasediencessne (Nasal Sing. AcoEsa0n)
retractions or abdaminal musde usa) or de-
craasediabsent respiralery effor of nosy

breaming

Citculafion | Catiats, motfing, palaressipaliar oo

chivicus sgnificant bleeding

| System | Area | Risk

Respratany  la  Higher breamsiminue increases
axposure o nhaled agants

#®  Muclear fallout and haavisr gases
saille kawer fo the ground and may
affect children mare sancusly

PEDIATRIC SIGNS OF
RESPIRATORY DISTRESS AND
RESPIRATORY FAILURE

| GastmintesSrdl Lo oy be more ot dsk Tor dafpdration
fromn vamiting and diarhea after ax-
posure to contamnalian

Sain #  Higher bady sutlace area inchaases
sk af sk exposure

& Slinig thener and move sugcepbble
10 Injlry Fom birns, chemicais and

Rispratory distress = spparent when a child fails io mawmtain
adequate gas exchange. As the chid Gres, effort and or func-
lign deteriorate and gas exchange cannof be mainlained.

Fesprabon Reure requies nlervantion to prevent deleriara-
lian b cardias arrest

Indicators may wary with severity,
Resplratory Distress Respiratory Fallure
Tachypnes Marxea Tachvones [eay)
Incraased respiralory effoet | Incressed, decreased or no

[nasal Naring, relracions) taspiratory effer

absornable loxng
| Endocrive ®  Increased risk of thyrowd cancer from
rachation sxpasun
Thesmarequia- la  {ess abie o cope with bemperature
fon probiams wih higher risk of fypothar-
mia

Inndecuiale respiratary sfforl | Bradypoei. apnea (labe)
(Mypovenalation bradypnea)

Abramal airvay sourds | Foar fo absenl distal air
[s¥idor, wheezing, gnerling] | mavemen

Sowrces for the Fediatnic Surge Quick Referance Guide
can ba found onfine at

hitp:fems dhs.lacounty gov

www CHLA orgDusastantantes

(Giuide last updebad 11:27.12

|Deveicoment  |e ) ang capahiity 1o escapa erwiran-
mersal dangers of anlicipate hazands

Peychological  lo  Proionged stress from el incl-
dents:
®  Susceptible to ssparation anxety

Tachycardia Tachycardia (sary],

Bradycardia (iale)
Pale. cool skin Cyanosis
Changesn kevel of Shapor, coma [tz
CONSCiUsness

JUMPSTART FIELD PEDIATRIC
MULTICASUALTY TRIAGE SYSTEM

Patients agad 1-& years
Bich = Detag 1
ierity and dinect &l @siulnony tenenms LT Lh-n-:n;;: i
o dempnaled Green anes for seordany —Dsmyed
Tage and terment. Begn assessment Zgen = Binae | Anibulaiony
of nonambistaiony patients 2 yo come 4o
Them e

Procaed 28 Do

'

Spontanecus mspEralion? R

* Chek resp il
v
. &t min & 1545 i
DI*N sirwdy il e -rgd-a]
Epontaneous respration? o imagular +
-* T # Fenpreral
P’
"es Fenphera! puas

'
<0
% i

Pearoim 15 sec.
Wiouth fo Mask

s.m-:‘fmmmr /

P {nappigialel &
vfsrf\\rqf u l ¥

TREATMENT PRIORITIZATION

merlal

§

AVPU

-

P |mpropiaiz|

DELAYED

I‘I'naqe categary | Description

Patients wiih mikd injures that are 3
imiled and can tderate 8 [}El&]‘ In g
witheld! inerésasrsg mortadily risk

Rernaining paliants who da nct f n the
Red or Gren cabegories

Patigrits whe da nol obey Sommands
Or do not have a perigheral pulse,
Or are i reapiratory disiress
Or have uncoinoled major Remar:

rhags

Expectant Panents who have injuries
noompatiode with life given the curmant
Aavaiable resaunmes

Dead: Patenis wha are nol breathing
after Ife-saving inderientions

dhE e 18




USING KILOGRAMS CLINICAL FEATURES OF DEHYDRATION FLUID RESUSCITATION EQUIPMENT ESTIMATIONS
1. Administer 20 mLkg of isalonic of crystallold (NS or Method to estimate Endotracheal Tube
Weigh all children in kllograms. Feature | Mibd {<5%) ”“"’m["‘“ ® f::]'; . tf; e (ETT) size:
=gl ; Peripheral perfusion Tube diameter (mim) = [16 + agely]] / 4
Heartrate |  Moma | R, weak Urine cutput
Method to estimate welght: Vi oy ETT Depth in cm at lip = 3x ETT size
Mgatam [bem usdaly 3 kg Norma 1o
110 s age munphed by 2+ 10 (agh :fw": Momdd | orihestatic, >0 | Hypotension : :xiﬁgﬂ:n TCREmEn]
#10 yrs: age multialed by 2 < 20 k) kg change EQUIPMENT SIZES: NEWBORN - 6
Consicer biood products n irsumatic injures requring =40-
If avalabie, @ Broselow Tape may be used for waight Urine Pecieate Modesataty sl &0 kg of fuid Equip- | Mew- | 28
estimaton output decreased i ment bigmi | s 1year | 23 yrs | &5 yrs
HYPOVOLEMIC SHOCK 2
ALY A x:—“" Slightty dry Very dry Parchad ®  Hypowolemic shack i g most camman type af shot i i O R e Rl M
AND ELECTROLYE REQUIREMENTS B W chier, 4 ETT 335 |3540| @45 | 4550 | 5065
®  Children increase their cardiac eutput by fachycandia, Miker | mtiter | sier | Mider
lati
Calcujation Mr h”: Norma! mu Surien therefore bradycards is an ominous sgn. LBlade | 1 1 .z | MMerd
Pl kit For first 10k of seight -
howit | Sl kg for nawd 10 ke af waight ed Abseni, & ook Jor Suction | 68Fr |&10Fr| 10Fr | 10Fr | 10Fr
i 1 Lmu‘mm i gﬂ T Eyaat m:i:heﬁw i Sictw inrecutar breathing. grunting, beadyeanda, cyanass
il g e e ; nypotenson, decreased LOC NG ) - 1% o
" Normad Tubs F8Fr | 58F | &10Fr Fr 12-14 Fr
apds
L% T Skin Decressed furgor | Tend
o 58 o 100mL.fg for the firgt 10k body .».reagrt lurges i rg NORMAL DEVELOPMENT
period | oo+ BOMLIG Tor tha et 10hg Ty Wt Foley | 6aFr | eaer | stor | 22 |102mr
1500+ 20mL far sach ky of body weigh Capilary rafil Age Gross Motor Siilis | Fine Motor Skils Fr
e kg Hermal capl Capiliary refil markedly " - -
i sy 1ol N | CNyid il Il Bl el Wl - TE 1
perfusian | (24 seoonds); | seconda) sdn Flexad position when r
F.ﬂll‘ﬂ-m Sodium: 3-4 mEnkgday or 30-50 mEgma! <2 seeondsh | e onitn toaen | oo motted i matts prang Irininhed orasp refes
rafite :.ll.- [ gray Ly 1 13 2 2 235
culﬁhum F‘wm: 3 I'FIEq.'k-ﬂl'ﬂE'p' ar 20-60 I'HE'ql' g Rals from ol o back, Carries abjecl o Hﬂlﬂ f4mL} | {7 eaLy | 30mL] | 170 mL] {14 mL]
for Iy Fluid | 2R NORMAL BLOOD VOLUME ' bk to side malh
APPROPRIATE INFANT NUTRITION T R Grons | FORIIERED | EQUIPMENT SIZES: 7 YEARS - OLDER
Age PREC g EEP = 10mik Equip- | 74 1812 1315 15
RECIPlatelet'Albumin S%/FFP = 1imlikg A | Hobds cbjects in both ot yra yra yrs | =15 yra
23 ounoes (6-50 mL) per fesding breast Smortts | U e | Pandsend bangs 5 Xk | 4ok 50
Bt =1 | .3 havra BURN TREATMENT: FLUID RESUSCITATION topether woight | 250y | 30k g | ~son
; 55460 GL-ES TO-T5 1584
TP 34 cunpes {80120 miL) per feeding eve- Fluld Resuseitation Farmuda o1 ey Jly -l S Chines wad Bargs 2 bocks e cuff aff cuff euff
ry -4 hraurs 3-dml kg« KTHGA bum Togethes :
_q'& funoes |12{|-15[:' mLJﬂEffEEﬂﬂ-ﬂ. e bl ever T BN, GRC0N 143 wld nand 1Eh| (ne cup el e L Blade | MiMa: 7 MJ-TL;&[: =1 MitMas 3 Mistac 3
& it four or more tme daly 15-18 mas | Fushes and pulls lays Sty : =
? For Infants (0 - 2 years; kess than 30 kg): Epdan SgHly
Begins bany food, usualy rice cereal Lo milavionee Tt Soirining 5% o Suction | 10Fr 10Fr 2F | 124F
; i Runs wall with wida Turns doarknal and
65 ounces {130-240 L) pet feeding, trase in 01 Lacated Ringer's 2 years s S NG v I ames s | s
B e Tour timees daity g . Tubs * 1426 B 618
: Eals baby food such as nce caneal, fufts Pedlatric Considerations % years Clisbs slairs alemating | Copies circles and
and vegelables *  [pcreased fluld requirements relaive 1o ¥ fesst €8s Faley 12 Fr R2Fr | 1214 Fr | 1294 Fr
adults
& ounces | 180 mLjper  four tmes Chest . i = "
| ) per feedryg o bt s maskis dyuars | Mo Jumps, and skips :r:'r';'-‘“lm“'a‘ﬁy oo | ez | 2maere | sador | s2a0r
ol Tool
Soft Enger fouds *  Hypoglycemia may scour 1 infants (<30 o i LA 5 4.5{30-50
; to limited ghycogan raserves I{WmL) | 320mL) s
Breastfiesding is best—suppart motars with kp) duse glycoga 2 3 et | rml miL)
sale ocalions b breastieed and rermain hydrated 5 years Skips allemating faet Priis some fefters L 19




PEWS...
Pediatric Early Warning Score Card

Pediatric Early Warning Score Card
© (2 B

| » Lethargic, confused, or | * Imritoble or ogitated = Sleeping or * Playing
» Reduced pain response | and not consolable * |rritable and consolable | « Appropriote for patfient

Score

O

Behavior

o I CRT 4 seconds or

» CRT 25 or i,
Cardiovascular | = Tachycardia 30 above | * Tachycardia-of 20 * | Prtler-or » Pink, CRT 1-2 seconds
ar above normal * CRT 3 seconds
| * Bradycordia for age poramesers _ _
| - | » >20 above normal = >10 obove nommal
' » 5 below normal with = Using accessory * Using occessory
Respiratory retractions and/or miuscles or muscles or * WNL for age

'« >50% F02 + 40%-49% FI02 of « 24-40% FiD2 or 32 Lpp| * No refracions
; | * =23 LPM i * Any initiation of 02

= Add 2 poinfs for frequent inferventions [sucfion, pesitioning, 02 changes) or multiple IV atlempis,

** Porentol concern should be on awtomatic coll fo the Rapid Response Team.

Score = 7 Assmi. every 30 mins. * Score & Assmi. every 1 hour. = Score 5 Assmit. every 1-2 hours. * Score 0-4 Assmi. every 4 hours.



Haspltal Guidelines for Padiatric Preparedness

Figure 1-1. Algorithm for hospital decontamination of pediatric patients.

Mote: Childran and thair families (pasnts o censgevars| should not be sepamated unless crifical medical issues take priarity

YicHms amve il the hospital requinng decontamination: Children are among the victims.
Dacontaminata first those with criieal injunas.
Do not saparate childron and their parents or caregivers unless medical issues take priority,

E=timate chidd's age by visual inspection

l I |

Schonl-Aged Preschan| Intants aid Toddinrs
(818 years of age) {2-8 years of nge| {legs than 2 years of nge|

» Undress chitd (by « Chald undreszes without * Help child 1o undress * Undvess child iby
caraghvar and hat rang assistanco {chiid's caragiver or hat carogivor and hat zang
perzanial | e oty rone personnel| persondal)

= Placa child an strotcher or A = Escot ehild through the * Place child on stretcher or
A restraining devica *Fiaspact pravaty decartamination shower restraining devica

+Esior GHi hebiaghine = Child decontaminates by withit uu;:lnww oehEl Wrogh the'
dacontamination shower me e - decontamination shawer
|ty hot zona skaif and Mﬂm * Diractly supervise \by hot zone seaff and
caregiver ma m“m . “m;“' © decantamination caregiir]

» Deectly suparase classmatas * Monitor sinvey » Diractly superviss
caragver and chifd “caregiver and child
thacpitamination “decontamingtion

* Manitor sinwoy * Manitor sinway

[Carsgiver should not carry
thi ehild die fo misk of mjury
from & fal or from dropping
e ikt wetaite i fhe
showen)

I

l

= Truat ar pravent hypothermia flawels, powns, mﬂmi
» Immadiataly give & unique identification number on & wristband [or equivatent]
« Triage to s sppropriate area for further medical evaluation

l




Figure 13-1. Overview of Tier 1 and Tier 2 triage for adults and children.

Visual assessment 1*% (by Visual Assessment Officer 1)

Visual assessment 2*$ (by Visual Assessment Officer 2)

'

ey

Resuscitation Area Fast Track
Morgue Emergency department
treatment and holding

:

Definitive management or discharge

*See text in this section for details on pedialric assessment
SVisual assessment 2 is only necessary if used for reassessment inside the hospital (for example, post-decontamination)

KEY ool Critical, unstable e Potentially unstable
- Stable == == mige- [nterval change in patient status
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- IIpovoooxrouerax:) @povtida

apadeitypata odnytev:

* Ta moova ota Kataguyla etval ouvntika Ouparta.

* Atapoppwote ouvOnKeg aoc@AAelag yua TV Ipootaola ToV IaL0IeV amo ek0eorn oe VAPKOTULKA,
OOUATLKI) Bla 1] 0eo0uaA1KI] KAKOIIOlNnon.

+ 2e ouvOnkeg taQlkoV KATAOTPOP®V, £AlTlAC TOU UWINAOU EIILIIE00U AyX0oUg Kal
avao@alelag.
* Avaloyilotelte TNV IeplIItOon ep@aviong evooolkoyevelakg Blag xal mapte KataAAnda petpa
IIPOANWNC 1)/Kal EYKALpNE avVayveplong.

* To Okal®pa TOu ITALOL0U OTO IALXVIOL IIPEIIEL VA LKOVOIIOlELTAl KO KAl O€
ouvOnKeg KATaUuAlopoU.

* ALapop@P®oTe X®POUS 0TA KATAPUYLH OIIOU T IAL0Ld LIOPOoUV va mal{ouv Kal va arracXoAnouv
ONPLOUPYLKA.
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: % O0nyleg yia TV IpoeTOLHAola TOV IALOLATPIK®V
ﬁ 4 VOOOKOUEl®OV yia TtV unodoxn tov acBevav (1)

= Kd&0e voooropeio to omoto SuaBéter umoSopée mardiatpikig i/ra veoyvikre ME® Ha
IIPEIIEL VA €1VAL IIPOETOLHAOIEVO Yid TNV urIoooX1 padika aofevav oe nepintoon MK xau
va 0vaBeTel avtloTolXo 0Xe010 0pYavmong Kol avadlapop@Rong TV UINPE0L®V TOU 11OVO
TOU 1] 02 oUVEPYAOola e AAAd KEVTPA KAl avAAoya J1e TV €KTaon Tou oupbavtog.

* Ta voooxkopetia ta omota 6taBetouv KatalAnleg vmodopeg £xouv Kabnkov xat eubuvn va eivat
IIPOLTOLHAOREVA KATAAANAA Yia TV IapoX1] HadlKIg eVTATIKIG PPOVTIOAg 08 IePLIITOoN aVAYKNC.

* Ta voooxkopeta ta omotia 6taBetouv 6opeg ME® Oa mpermel va etval mpoeTtollacpeva ®@oTe o€
replntoon MK va pmopouv va mapexouv eVtaTikl @povtidoad e OUITAAOL0 £0¢ KAl TPUIAAOLA
aplOpo atopwv oe oxeon e tig KAtveg ME® mmou 6waBgtouv.

« Anoavtnoelg yia peyaAutepn eAaoTtikoT)ta 6ev Oempouvtal peaAloTikeg AOY® TV IEPLOPLOUEVOV
II0P®V TAOV IIALOLATPLKAOV VOOOKOUELWV.

* Ta maworatplka voookopetla Ba mmpemel va eival ava IIaco OTiyl IPoeTOLAOUEVa Va
IIPEXOUV EVTATUKI) IALOLATOLKI] (PPOVTLOA 0g Ialold 2-3 (popeg IIEPLOCOTEPA AIIO TO CUVOAO
TV 0100£0110V KALVOV yia ovaotnia touAaxiotov 10 nuepev Xople eoteplk) mpopnosia
UALKOU. 24



g Oonyleg yla TV IpoeToLaolo T®V IALOLATPLKOV
s VOOOKOUEL®V Yla TNV umoooxn tev acfevav (1)

rapoxn Emetyovoag Malirkng @povtioag Yyelag o aldlatplko voookopelo Ba
IIpeIIel va mepltAapbavel, 0Tav auto £1val €QLKTO TA IUPAKATR:

* Avvatotnta Mnxavikng uvmmootnpléng tng avaravorg
* TomoBetnon E® ypappov
* Xoprynon:
* WVOTPOTIRV,
* avTLBLOTIK®V,
* KATAOTOATIKOV KAl AVOAYTIKOV IAPAYOVT®V,
* eVTEPLKIC KAl IIAPEVTEPLKIE OLATPOPNG
* Mnxavnpata aitporaBapong
« Xelpoupylkn atBouvoa & AImootelp®Evo UALKO
« Emapkn xAivookemaopata

* Auvatotnta mapoxng mapnyopnTikNg @Povtioag
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t\:% Supplies and equipment for pediatric emergency mass critical care

Desmond Bohn, MB; Robert K. Kanter, MD; Jeffrey Burns, MD; Wanda D. Barfield, MD, MPH, FAAP;
Niranjan Kissoon, MD, FRCP(C), FAAP, FCCNI FACPE; for the Task Force for Pediatric Emergency Mass
Critical Care

= - - EAdxiotog anapaitntog e0mMALONOC Yia TNV IIAPOX! EVTATIKNG IALOLATPLKIG At o fyaros ey, Ten Mose
— ppovtioag oe 10 xAtveg yuva 10 nuepeg vimo cuvOnkeg MK

HALKLQKI] Oltaxupavon pe 75% pag |
OUYKEKPLUEVNE NALKLAKTE opadag Kat 25% pe to
ouv10n voonAeuopevo mAnOuopo

ITapopora nAilkiaxn OlaKUpavon pe to ouvion
Endotrache voonAeuopevo mAnOuono
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h hﬁ O0nyleg yia TV IPOoLTOLRHA0LA TOV ITALOLATPLK®V
ﬁ_ﬂ y VOOOKOUEL®V Yia TtV umodox1) tov acbevev (I11)
-

H xowvotnta otnv mmeploxn tng omotag Bploketal to voookopeio Oa
IIpeIel va 01abetel oxed1o To 0omoilo va o1ao@aliidel TNV ao@aln)
IIpO0BAO0T] 0TO VOOOKOE1L0 avedapTnTa amo to peyebog tng
KATAOTPOPNC.

«  Ei6ikotepa yia tnv pnxaviki viootnpiéln thne avairvong Oa mpemel
va 0rao@aAideTtal 0 TAKTIKOC eAeyX0g ToU ££OMALOL0U KAl 1)
IIpopPN0eia EMAPKOV aAVAA®OIU®V aAAA KAl UALKQV Yid UIIOOTHPLE]
TOU QVAIIVEUOTLKOU X®PlE IapoXI] peUNaTog.

« To voookopeio Ba mmperel va £xel oxedraoel mAavo mmpopn0eag
ONUAVTIKOV @APPAKEUTIK®V (AVTUBLOTLKA, LVOTPOIIN, aVALoONTIKA)
11 AAAQV aVOA®OLP®V aII0 eeTteplkoug mIpopndeuteg.

B

Children's Emergency Preparedness:

Why CDC Makes It a Priority

The Froblem

A public health emergency—such o5 a notural disoster, disease ouloreck, or temanst aHock—can
happen anywheare ond of any fime. Becouse chidren ore more vulnerobie thon adulis during
dizosters, COC s Chidren's Preporednes Unit and it portners work fo protect children before and
during an emergency.

{s a child

How States and Communifies Con inclede Children’s Health Needs in
Emergency Planning

Inchuide children's needs In emergency exsicles and planning. Children reguire special clenion In all
oreas of public health response planning for emeigencies, inciuding evacudlion, sole shebering, and
clean-up of dangerous and haxlc subsiances.

Traln efmeigency lesponders ho understand children’s needs and vulnerabiities. Emergency responden
who are falned fo locus on children will be befer able b make sure children's needs are not
ovefooked Inon emergency.

. Esbablsh connecBon: bebeeen smergency tesporse planners and meadical professional. Emesgency
response planners may nof know he roles thal chilkdeen's hospliols ond healhcare providen are
prepared bo play In o healh emengency. il cilical that ey woik logether with formilies fo successhally
prodect children In emergencies




Table 2-1. Minimal pediatric equipment recommendations for emergency departments.

Equipment Type

Ambu bags

Arm boards

Biood prassure cuffs

Ghast tubes

ﬂ'ﬂ'slﬂl] :hirl rmrlrm'nr

FI'I"D: d=1=| I:T-nrs rpnrltnrn l.', ril:ipﬂ:-'milnil E
ET tuhaa .
iuia.'p cathaters

Ba.s'u oty lubis

Intant scals

Intraoesaoes nesdies

Intravonous nfusion pumps

Laryngueoopa bindos

l.irvnuns-:nrln h-'l rlrlla= 1pnm|l!n|:i

Masks: Face ma nka. clear aall- Iniln.nnu hag {50ce]

Nen-Rebreathar
MNazal cannula

HNazogastnc tubas

I'-.In:nph a'rlmgnql al rw.a',r:

anhurrl it -'uhsrﬂrrrr.n'rlnlwnrv hl-T

Oral sinways

l-:.r\l;.ilr-1.-l19-1:|.n.}adle Intravenous catheters
Restraming board (podistrich

Broselow resuscitation mpe, length-based

Seldinges Technigue vascular accass Kt

Somi-rigid corvical spino -r.-nll.'|r:..

Sl.u:tlnn cathiiors -

SyTinjes

Warming device (overfread warmar for (e T

Tracheosiomy tubes

Sourca: 1, Fire Deparmant, Cay of Mew York. Emergency Dopariment Standard's. Beh ad. Maw York, WY, 1997
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Supplies and equipment for pediatric emergency mass critical care

Desmond Bohn, MB; Robert K. Kanter, MD; Jeffrey Burns, MD; Wanda D. Barfield, MD, MPH, FAAP;
Niranjan Kissoon, MD, FRCP(C), FAAP, FCCM, FACPE; for the Task Force for Pediatric Emergency Mass
Critical Care

Oxygen, CPAP,
Conventional Ventilation

i

Available Respiratory Resources

Figure 1. Model of decision making based on available supplies, personnel, patient acuity, and surge
capacity for pediatric emergency mass critical care. CPAP, continuous positive airway pressure; ECMO,
extracorporeal membrane oxygenation.

TOTAL

Site Cominet g
Tetepimne
Fa.

Smegle oom {isolaied) entical care beds with nepstive pressure in hosptal
Ui 9104, the tolal number of ventilators in wse in your hospial:
Cin 97119, she toinl mmber of ventdators insiomee m your bospital

Totnl nmmeber of INYVASIVE MECHANIOAL yventilabors;
Lhuivtiry s frer Ty Mok !

G venrilime ailalty ONLY:
Clow vewstiiaale peliafric ONLY,
Cam voverthate nvonates ONLY:

Cam wentilare meomrdes AND roarrc;
Come verrdilonie achudts A XD pediatric:
Cier wenitflerde cackbelte ANEY prentbaatric: AND neemates;

Total nuneher ol HFO ventilaters:

[ucirstiny gl e Thpetd Mgl
Carm veniilore aluler (NLY:
Com vewitilaale pechamric ONLY!
Clowe vemaiiire au ity AND peiairc
Total neneher of COR INVASIVE MECHANICAL ventiktor:
Chuacrveiry: Mfessssafn furer T o Mol |
Total pmmher of YHBLEPORTABLE INYASIVE MECHANICAL ventilatn

leh
Lhuivtiry: oarssgfun nllbr'if'.g

\

[huairsin l-frm'.u-m!-:f-Tujy/

/\
/" \

\/\/

‘Evtumo xatorypaeng
OVOTTVELGTIP®V KO
GAAOV CLGKELOV
Xop1ynong o&vyovov
pe emepPaticd Ko
un enepPaticd TpomTo

Total nmmsher ol MOMINY ASIVE ventilainr:

VENTILATIONN:
Des hospital have the copacity W dediver infaled ni
How masry patients can you smultanenisly provide infoled mitric oxide?
Deocs your hospital lave the sbility © provide ECMO?
Foor how many patiems can you simalianeoushy provide ECMOY
Dves oot hospital have the ahility o provide mhaled prosticvedin?
For buw many putiests can you sireafuncoushy provide ishaled prostacyelin!

HFO, high-frequency oscillation; OR, operating roony, BiPAP, bifevel positive airway pressure; CPAF, continuous: positive. sineay pressure; ECMO
extracorporeal membrang oxvgenation,




Oonytleg yua TV IpoeToljiaola ToV Ial0laTPLKOV
VOOOKOUEL®V Yyia TNV umoooxn tov acfevev (IV)

[Mia TV 01a0@aA1on g eIAPKELAC TOV OKEUACUATOV

KOl TNE A0@UA0UC X0P11YNONg TOUG IIPOTELVETAL 1) ‘
Oeopo00eTnon Kavovav/IIpOTOKOAA®V AVAPOPLKA HE: Planning for Children in Disasters:
* Tnv uIOKATAOTACN TOV PAPIAKEUTIK®OV OKEUACUATOV .

* Tov umoAoy10110 TV 000V KAl TNV HNeL®OI] TOUg avaloyad pe
TNV EIAPKELA KAl TIC AVAYKEC

* Tnv ottion evrepika otav n petabaon amo Thv IapevVTeEPLKI)
olTl01 £1lval eQPLKTN

* H mapoxn Enetyouoag Madixng @povtioag Yyetag ota
rmoola Oa mpemel va mapexetal L0AVIKA 02 IIAL0LATPLKO
VOOOKOLIE10.

* Ye IePUIT®OoELE OIIOU 0 aplOPog TOV IALOLATPIKOV ao0evav Iou
XpNdouVv eVTaTLKIE @POVTLOAg elval ITOAU peyadog Oa mpemet
Va UIIApXel 0X£010 IIPOCAPHOYIS KAl AVAIITUENG VEOV KALVOV
EVTATLKIE PPOVTLOAEC KAl OLAKOULONE acBevav oe aAAeg
UIIOOTI|PUKTIKEC OOJIEC.




‘ YXNPATULKI) IIPOCOPUOYT] KALVROV OUHI@OVA J1e Ti¢ armattoupeveg avayreg (1)

[ Intensive cane

ED Emergency deps
FACL! FPost-anasthasia care U
IMCU Intermeadiabe cans unit

Tele Telemeitry
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ﬂ YXNPATUKI) IIPOCOPUOYT] KALVROV OUHPOVA J1E TI¢ armattoupeveg avayreg (2)

enaral hospital vwards




Crogd Oonyleg yla TV IpoeToLaolo T®V IALOLATPLKOV
o VOOOKOHEL®V Yla TNV umoooXn tov acfevav (V)

O Baolkeg apxeg yua TNV eIopKl) 0TEAEX®OT] TOV IALOLATPIKOV VOCOKOUELROV KATA

Vv avtipetoiron MK Oa npemnel va nmeptdapBavouyv ta akolouba:

LTPATNYIKEC Yia THV £a0@AA101] eIIApKOUE IPOOMIILKOU KATA TNV @AV KPLo1g.
H avaBeon @povtidoag aoBevav Ba mmpemel va yivetal amIo To 0 eJIIELP0 IIPOOOIILKO.

H avaBeon tov kaBnkoviov Ba mpemel va yivetal avaloya e TV epmelpia Kat tig 0edlotnteg
TOU IIPOOWIILKOU.

H avaBeon xabnkoviov amo pia Katnyopia IIPOOKILKOU 02 Pid GAAN O€ HIEPLITOOLLE KPLoNG J1e
uItepIIANOwpa IEPLOTATIKWV PIIOPEL VA £1VAL AVAYKALA KAl XPIOLHI) 02 OPLOPEVES IIEPLITOOELC.

Oa mperel va yivetal rmpoondafela mapd tig avrifoeg ouvOnkeg va meplopidetal 1) £TEPOYEVELA TG
(PPOVTLOAE, 1] ENPAVLIOT) EIIITAOK®WV, ImapaAelyewmVv 1) Aabav.

ITpoommaBera dOratnpnong twv ac@alov avaloylwv acBevev/ voonAeutwv.

Alommoinon pn e£e101KEUPEVOU IIPOORIIKOU I)/Kal e0eAovVT®V UIIO TNV £IIVTI)P1)01] EUIELP0U
IIPOOWIILKOU.
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C @

v £ hitps://fwww.chla.org/pediatric-disaster-resource-and-training-center

PEDIATRIC DISASTER RESPOMNSE
AND EMERGENCY PREPAREDMESS

MALEL- £39

e

The Pediatric Disaster Resource and Training Center (PDRTC) at Children's Hospital Los Angeles expanded in 2008, wi
funding from the U.5. Department of Health and Human Services. The goal of the PDRTC is to identify and address ga

"""
in pediatric disaster preparedness, response and training so that healthcare providers are prepared to handle needs of
children in case of a major disaster.
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> Disaster Med Public Health Prep. 2021 Jun:15(3):352-357. doi: 10.1017/dmp.2020.10.
Epub 2020 Mar 16.

Improving Pediatric Administrative Disaster
Preparedness Through Simulated Disaster Huddles

Isabel T Gross 1 2, Scott A Goldberg #, Travis Whitfill ', Storm Liebling 7, Angelica Garcia 7,
April Alfano 4, Adrian Hasdianda *, Mark X Cicero 1 2

Affiliations + expand
PMID: 32172716 DOIL: 101017 /dmp.2020.10

Abstract

Members of an emergency department (ED) staff need to be prepared for mass casualty incidents

(MCls) at all times. Didactic sessions, drills, and functional exercises have shown to be effective, but it
Is challenging to find time and resources for appropriate training. We conducteds] (M eE S sl=w)ils

rills {deemed "disaster huddles") in a pediatric ED {PED) to examine if such an approach could be an

alternative or supplement to traditional MCI training paradigmes. 7= @RIl e-Re )l 1 R0 [o (TR
observed an improving trend in the overall score for administrative disaster preparedness. Disaster
huddles may be an effective way to improve administrative disaster preparedness in the PED. Low-
effort, low-time commitment education could be an attractive way for further disaster preparedness
efforts. Further studies are indicated to show a potential impact on lasting behavior and patient
outcomes.

Keywords: disaster medicine; disaster preparedness; drill; exercise,

FULL TEXT LIMES

e CAMBRIDGE

UNIVERSITY FRESS

ACTIOMS

[l Collections

“ Permalink

FPAGE MAVIGATICMN

{ Title & authors

Abstract

Similar articles

Cited by

MeSH terms

LinkQut - more

35



» J Contin Educ MNurs. 2025 Mar:56(3):95-97. doi: 10.3928/00220124-20250207-04. Epub 2025 Mar 1.

Mass Casualty Emergency Preparedness Training
Through an Academic-Practice Partnership

Angela G Opsahl, Zack Schmidt, Tyler Hoffman, Samantha Academia, Sophia Graf, Kaitlynn Shull

PMID: 40019250 DO 10.3928/00220124-20250207-04

Abstract

hMass casualty incidents overwhelm a health care system's resources. Stakeholders developed a
pediatric mass casualty simulation with an unfolding timeline. A post-simulation debriefing identified
opportunities to improve patient triage, interprofessional communication, and resource mobilization.

icipants agreed that the simulation was effective, influenced their clinical behavior, and supported

e aa Nl Contin Educ Nurs. 2025;56(3):95-97.].
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? Disaster Med Public Health Prep. 2023 Feb 20:17:2369. doi: 10.1017/dmp.2023.30.

Addressing Health-Care Disparities in Pediatric
Disaster Planning: A Qualitative Study

Irene Navis 1, Almaas Shaikh 2, David McCarthy !, Evette Perez 1, Milissa Chanice !
Christopher Newtan # | Rita V Burke 4

Affiliations + expand
PMIC: 36803593 DOl 10.1017/dmp.2023.30

Abstract

Objective: The Western Regional Alliance for Pediatric Emergency Medicine (WRAP-EM) is a3 multi-
state, Administration for Strategic Preparedness and Response (ASPR) funded pediatric disaster center
of excellence. WRAP-EM set out to determine the impact of health disparities on its 11 core areas.

Methods: We conducted 11 focus groups during April 2021, Discussions were led by an experienced
facilitator, and participants could also include their thoughts on a Padlet throughout the discussion.
Diata were analyzed to determine overarching themes,

Results: Responses focused on health literacy, health disparities, resource opportunities, addressing
obstacles, and resilience building. Health literacy data highlighted the need for development of
readiness and preparedness plans, community engagement in cultural and language appropriate
means, and increasing diversity in training. Obstacles faced included funding; inequitable distribution
of research, resources, and supplies; El/ g fsTilolyiireis] Kol § ol [EL Tyl i% and fear of retribution
from the system. Multiple already existing resources and programs were referenced highlighting the
importance of best practice sharing and networking. A stronger commitment to mental health-care
delivery, empowerment of individuals and communities, use of telemedicine, and ongoing cultural
and diverse education were recurring themes.

Conclusions: Results of the focus groups can be used to prioritize efforts to address and improve
health disparities in pediatric disaster preparedness.

Keywords: Emergency medical services; emergency nursing; health trauma center; mass casualty
incidents.
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> J Emerg Nurs. 2025 Dec 12:50099-1767(25)00471-4. doi: 10.1016/j.jen.2025.11.016.
Cnline ahead of print.

Increasing Pediatric Emergency Nurse Readiness in
Mass Casualty Incidents

mMelony Murray

PMID: 41389075 DO6 10.1016/)jen.2025.11.016

Abstract

Pediatric emergency nurses play a central role in mass casualty incident response, yet persistent gaps
in readiness remain. This quality improvement project evaluated baseline mass casualty incident
readiness among registered nurses in a large pediatric emergency department and assessed the
impact of an educational intervention combining didactic review and simulation-based functional
exercises. Using a pre-/postintervention design, nurses completad a readiness survey and participated
in timed functional tasks to assess knowledge, confidence, and efficiency. The intervention comprised
a didactic review of institutional protocols, a practical review of supply locations, and 30-minute
functional simulation drills focused on zone leader responsibilities. A total of 63 nurses completed
preassessments, and 64 completed postassessments. After the intervention, 92% accurately identified
supply locations, 98% described zone leader roles, and 100% reported feeling at least neutral in
preparedness. Knowledge gains in this project were statistically significant (P < .001).
indicate that structured education combined with simulation improved pediatric emergen

=L 1T T ] ol g e AR = T Tl e [ g ey T R (=] ! Thie intervention's effectiveness was further

demonstrated when it was applied successfully during an actual mass casualty incident. Incorporating
pediatric-focused mass casualty incident training into ongoing ED education may continue to
enhance nurse competence, support team performance, and strengthen institutional disaster
preparedness.

Keywords: Disaster preparedness; Mass casualty incidents; Murse readiness; Pediatric emergency
nursing; Simulation training.

Copynight © 2025 Emergency Murses Association. Published by Elsevier Inc. All nghts reserved.
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Evotnta 51

D1LA1KA IIPOC TA IIALOLA KATAPUYLA. ..

Enavaouvoeon olkoyevelnv...
pogTolpaola KouvoTnTtag...

ITpoetolpaoia oxoAeiav...
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maldra ta omoita epmAekovrat oe pra MK avtipetooidouv:
Kivouvo Oavatou/ Moviung BAaPne/ Avannpuiac/ Tpavpatiopou
AIoX®@plopo amo Toug YOVELG
OAlyn xauv Opnvo
IIpoPAnpava vyelag
* Tpavpatiopoug — IpoBAnpata xivntikotntag
« Avanvevotikeg madnoesig
« Aowuwéerg
«  Awapporeg
*  Alatapaxeg eppnvig puong otig veapeg epnboug
IIpoBAnparta ottiong, eupeong vepou Kau
+ ITolotnta Kol Tpomog mapaoKeung PaynTou
«  Avatapaxeg Opewng/ meproplopog pnteikou OnAaoi
« Ilepropropeveg GuvVaATOTNTES OOIATIKNG UYLELVI)G
* YUVROTLONOC
«  Enmagn pe amoppippata
Auénpevo xivéuvo Kkakomoinong, fiag xo
WYyuxoouvarodnpatikeg dratapaxec

ABeBarotnta yva to peAdov



i

— B

- PrAika 1Ipog Ta mawdla Kataguylo

1 01e0velg ouotaoelg eIypPAPIATIKA AVAPOPLKA J1E Ta

XOPAKTNPLOTIKA TOV KATAUALOP®V/KATAPUYLOV TA
ormoita @rAolevouv mawola peta ano MK, avagepouv otl
oe auta Oa mperel va nepthapBavovar:

X®POol e101KA OLapop@EIIEVOL Yia ITALXVIOU
X@Poug yia eXmaldeuon Kal eVNHIEPKOT] TOV IALOIRV

E1d1xoU¢ Xwpoug otoug ormotoug Oa pImopouv va PLANCOUV e
£101KoU¢ KAl Va eKPPACOUV Ta oUvalobnuata toug

Ywnleg ouvOnkeg aocpadelag Kol IIpootaolog TOV IaLdl0v
aII0 KAKOIIOl o, Bla 1] autoTpaupaTtiopo.

Kataypa@n teov 0tolXelov Tov Iatdlev yid TV eUKOAOTEPT)
aveupeoT] TOUg AII0 TOUS YOVELS TOUG.

Enaveveon tov naidiov pe tnv olkoyevela toug.

A Chiild Friendly Space provides:

* Play — A fun place with sports, team and cultural
activities to allow the children to switch off from their
worries and concerns.

» Transitional Formal and Informal Education -
literacy and numeracy, but also life skills, health education
in new environments, psycho-education to reassure each
child they are having a normal reaction to an abnormal
situation.

* A place to express and voice their feelings to help
them realize that they are not alone through role-plays,
dances, talking and traditional coping activities, connected
with local cultural identity.

* Important information on what is happening around
them to help them regain a sense of control in their lives.

» Safety for children while their parents/caregivers
attend to daily activities. It also becomes a place for
parents to meet and support each other

» Security and hope for separated children by
registering them, and a place for parents/children to
enquire about missing children/siblings.



| fa Baowkn wea: «Kataguylo + lawokevtpikn Zovny
E Y (Child Friendly Space)

* Meoa oto xata@uylo
ONILOUPYELTAL OAPRS
oproBetnuevog,
£IILTIPOUNEVOS X®WPOC Yl
OO0, 1€ OOPNEVEG
0PaO0TNPLOTNTEC OF
A0@AAEC, OUPIIEPLANIITIKO
KOl UIIOOTI)PLKTUIKO
IIePLBAAAOV—QKC IIPWTN
ypau1] IIpootaolag Kat
WUXOKOLVOVIKIG

UIIO0TIPLENC.




Kpithpla TotroBeciag (16avika péca | ditrAa oTo KATAPUYIO):
*OpatéTnra/emiTAPNon, KAAOS QWTICHOG, TTPOCRACN OE VEPO (TOUOAETEG/VEPOD).

“EAeyxog €e10660u—£§0600U (£va onueio e106dou, BIBAiIo TTapouaoiag,
BPaxIoAGKI/KAPTA OTTOU ETTITPETTETAN).

*AlaXwpIoHOG NAIKIWY (0-5, 6-12, £pnpol) yia ac@AAEIa KAl KATAAANAES
dpaOTNPIOTNTEG.

*ATTOQUYR KIVOUVWYV (aiXunped, kaAwdia, oAloBnpd, «VEKPES YwViegy, TTpdoBacn I'

TPITWV).

ISIWTIKOTNTA VIO EUAAWTEG TTEPITITWOEIG (CUVOMIAIQ UE KOIVWVIKO
AeIToupyd/wuxoAdyo).

2TOXOG €ival va PEIWBoUV yvwaoToi Kivouvol (11.X. Bia kaB’ 0ddv | péoa oTov XWpPo, | 4 114
KATaxpnon e¢ouaciag atro TTpocwTTIKO/EBEAOVTEG, TTPOOBACN EVNAIKWY TTOU PTTOPEI ' LNICE], Madagascar

va BAGyouv TTaidid) Je opyAvwaon, KAVOVEG Kal ETTITAPNON
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1] EIIVAOUVOEOT] L€ TNV OLKOYEVELdL.
* E101K0 0X£010 eMKOLVOVINE TOV KEVTPOV OLAA0OYNE

* Avadnytnon ava emimedo (Tomko — Ieprpeperag — EOviko)

* EmBeBailwon tavtotntag

' Emavaouvoeon olkoyevelwv...

* Atao@alion petarivnong & 010j10vig OLKOYEvVeLag

| den tify
pMinor/Gather
Information

Expanded Search

Alert Responsible
Agencies

Local Search

Provide Interim
Howusing

Coordinate with
MNCMEC
Reunification
System

Arrange
Transportation

* I'a ta moova peta T 01aonon & tn oltaAoyn 11 mpotepaloT)Ta e1val

Assess Legal
Requiraements

Implement
Tracking Process

Secure Care if
Parents
Mot Located

FEMA, 2013
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) Owkoyevelakn emavéveon & acuvodeutal

. duwaxwmpropeva mairova

IIPOOKIILKA O£O0EVAL.

AlaOiraoia Kataypa@ne/ evtomiopou @PovTLoTl) XOple va ektibevtal

 ['ta aouvodbeuta avnAwka, otnv EAAada vnmapxer Oeopobetnpevog pnxaviopog
eIIelyouoag oteyaone/ mopaIiopn®yVv yua ajieon tonobetnon oe KataAAnAeg oopeg.

Coordinate with
Family Assistance Local Search
Center

Collect
Information on

Child

Alert Responsible
Agencies
Transition to A Verify Children’s
Recovery Trans ortgation and Parents’ Expanded Search
Support P Identity

Figure 2: Child Reported Missing by Parent or Legal Guardian

Noftify Coordinate with Contact DMORTSs
Next-of-Kin, Family Assistance for Additional
if Known Center Assistance

Positive

Identification

Figure 3: Unaccompanied Minor Identified as Deceased

Post-Disaster Reunification of
Children: A Nationwide Approach

Viiatihar JTRf 3

© revia @ e
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?‘ Eniopaon exmatosuong & mpoetolpaolog

1. Delay disease transmission and outbreak peak
2. Decompress peak burden on infrastructure
3. Diminish overall cases and health impacts

Daily
Cases

[————
Pandemic outbreak:

No intervention #2

Pandemic outbreak;
With intervention

Days since First Case

Figure 1. Process of mitigation through community-focused and enhanced reduction of influenza
transmission. Based on an original graph developed by the Centers for Disease Control and Prevention,
Atlanta, GA, both community mitigation measures and an informed and educated citizenry contribute

to the flattening of the curve.
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Helping Children Cope During and After a Disaster

A Resowurce for Parents and Caregivers

The amount of damage coused from a disaster con ba oversheiming. The destnaction of homes ard sepembon from
school, farmily, end fiends can crsate o gmeot amoant of stress and ameisty for children., They may not fulfy undenstand what

is goirg on. A chid's reaction and signs of siresa may vary depending an oge and previcus sxperisnoes and typical coping

behaviar with, streas.

What You Can Do to Help Children
Cope with a Disaster

Set a good example by maraging youwr own siress
thenugh hesaltfry Hestyle chaioas, sach s eating
healthy, exercising reguiary, getting plenty of sls=o,
and avoiding druga and alcchaol. ¥When you o
prepared, rested, and refaced, you can respond betier
1o unexpactsd events and can make decisions in the
et imteressd of wour fowed ocnes.

DEFARFAMENTD DE

SALUD

ol N P P DT

The following tips can help reduce siress before,
during, and after o dizaster or trowmatic event.

Bafor=

*  Assure your children that you ore prepared 1o keep
them =ie.

*  [Aeview safsty plans before a dsasier or emesgenay
fappena. Having o plan will increase your ohidren’s
ponfidence and help give them a sense of comtrol.

During
» Bty colm prd resssuee your childresn,

= Talk to your children aboul what is hoppening ine
wary that they can understand. Kesg it simpis and
spproprate for each ohid's aga.

After

*  Give your children opportunities to talk about whes
they went throwgh. Encowngs themn to shone
iponceima and sk guestions.

*  Enoourmge yoor children ba tefos action directy
relaled to the disaster s they fosl o sense of
control. Far examplie, chidren can help others after
= dizaster, such as volmieering to help community
or family members in a safe enwironmer. Children
should NOT participate in disast=r cleanup actiities
fior health 2nd safety ressons

=  Heoouse parents, teachems, ond other adults ses
children m differsmt siuations, it is important lor
them 1o work fogether io share rfonmation about
fiow each chid = coping alter a frmsmatbic event.

*  Help your chifdren fo have & senss of stnacturs,
which can maiks them: fes mers ot sase or provids
=5 nanos of inmiliary Onos sobools. and child
care opens again, help therm retum o their
regriar actvities.

O poAog TV yovemv/olkoyevelag

CDC Continued

Common Reactions

The pommon reactions o distress will de owsr Bme Tor
maat childeen. Ghidren who wen directly exposed toc o
dicaster can become upsel again and behavice refated
to thes mwertt many retem # theyy ses or brear remindens.

It chaldr=n comtinue io be very wpset o if their reactions
hurt their rdationshipa or schoohsad, parsnis mary want
o tolk to @ professional or hawe their children to =ik o

some=one who speciskzes in childnen’s emaobonal needs.

L abrout

repothons o distress belown

For Infants to 2-Year-0Olds

Infanis may become more craniy. They may ory more than osual or want 1o be
held mand ouddisd more

For 3 to 6-Year-0Olds

They may bave toileting accodents, bed-weting, tantrums and a hard bre slesping.
o b rigiiemed aboat being separnted from their parentsfoeregiven

For T to 10-Year-0lds

Cider children may feed nad, mad, or afmid thot the svert will happen again.
Ciaarrect misirformation the child may get from othes

For Preteens and Teenagers

Some preteens and feenagens respond o trmuma by acting out or fesdfing afred o
leave the home. Ther ocverwhelmang emobons may lead to imoreased arguang and
even Bghting with sthngs., parenia/caregyvers or other odulis.

For Special Needs Children

Chiidren withi physical, emofional, or inbeflectual imitahions may hove stronger
rescticns ba a threatenad or aphssl dissster Children with special nesds may need
extrn words. of reassurence, more explanations about the evend, and mone comfart
ard other positive péysical contact such os bugs from loved ones.

Want to leam mora?

oW e ool

bl i R My 0 SO HE
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MNational Institute of Mental Health lt's impurtant to remember:

® Children’s reactions to trauma are strongly influenced

Helping Children and Adolescents by adults’ responses to trauma.

Cope with Violence and Disasters _ _
® People from different cultures may have their own

For Parents of Children Exposed to Violence or Disaster ways of l'EEICtII"Ig to trauma.

W]'lﬂt Parents Pay attention to children

Can D() ® Listen to them

® Accept/do not argue about their feelings

Adult helpers should:

® Help them cope with the reality of their experiences.

National Institute Transforming the understanding Reduce effects of other stressors, such as

of Mental Health and treatment of mental ilinesses Frequent moving or changes in place of residence

Long periods away from family and friends
Pressures to perform well in school

Transportation problems

Fighting within the family
Each year, children experience violence and g g ) e y

Being hungry.

disaster and face other traumas. Young people are . .
Monitor healing

injured, they see others harmed by violence, they R e e

suffer sexual abuse, and they lose loved ones or ® Do not ignore severe reactions

® Pay attention to sudden changes in behaviors, speech,

witness other tragic and shocking events. Parents :
language use, or strong emotions.

and caregivers can help children overcome these
°g P Remind children that adults

_ experiences and start the process of recovery. ® Love them

; Maticnal Inztitute ® < -
{ N'H N Support them
%

gy

* \Will be with them when possible.
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Caring for Children in a Disaster } '
CDC - Caring for Children in a Disaster © Tools and Resources ﬁ E A 5 A 5 A B c
STEPS TO PROTECT YOUR CHILD DURING EMERGENCIES IN THE SCHOOL DAY
# Caring for Children in a Disaster

Children In Disasters: Kids and Families

Check out these games and activities to help you and your family stay safe during emergencies.

How Children are Different

| - ASK how you would be reunited
& loin Ready Wrigley as she helps her family prepare for disasters! [ : / Wlfh your Chlld in an emergency
L ~ orevacuation

Why CDC Makes It a Priority

Helping Children Cope

Children with Special Healthcare
Meeds

BRING extra medications,
E:z:;:;”“gr T, special food, or supplies your
child would need if you were
Speci Threats separated overnight
Real Stories
Tools and Resources COMPLETE o backpack

Teachers and Childcare Disaster MBStEFB Build a KitE CClrd Gﬂd TUCk One |n YOUF Chl'd’S
backpack and your wallet

Kids and Families # learn how to stay safe and understand your feelings after a flood.

Health Professionals & Activity book: Being Safe After a Flood W [5.13 MB / 8 pages]

* Fiyers " O Download a printable worksheet
Erviérsiney Kt Checklists © InYour Home B [188 KB/ 1 page] CDC H'ea"tbaf:dﬂumn sevic  for your emergency information at
Centers for Disease
© When You're Qutside Wl [245 KB /1 page] w Control and Prevention
emergency.cdc.gov/children
SR T o Safe Food and Water W [237 KB / 1 page] g —

Infographic: Easy as ABC © Feelings Aftera Flood W [252 KB/ 1 page]




Emergency Kit Checklist for Kids and Families

An emergency kit has all of the things that you and your family may need during
dn emergency in which you may have to stay inside for longer than usual or the
electricity could go out. Making a family emergency kit can be fun for the family
to do together. Here's how to have a family emergency kit treasure hunt:

1. You will need 4 large plastic bin or box to put things inta.

2. Answer the following questions to guide your treasure hunt.

3. Check items off the [ist as you put them into your emergency kit box.

4. Place an updated copy of your checklist inside your large plastic bin or box
QNCe your kit is put together to know what is inside the kit and to know where
you can always find your checklist.

An emergency kit is a collection of items that you may need in an emergency.

Do you have a child in your house who has a disability or special needs?
View our checklist for Families with Children and Youth with Special Healthcare Needs (CYSHCN).

Emergency Kit Checklist for Families with Children and
Youth with Special Healthcare Needs (CYSHCN)

If a child with special healthcare needs is part of your family it is very important to be prepared for an emergency in which
you may have to stay inside for longer than usual or in the event the electricity goes out. An emergency kit is necessary for
all families, and especially important for families of children with special healthcare needs.

An emergency kit has all of the things that you and your family may
need during an emergency. In addition to the comman items found on
the emergency kit checklist for kids and families page, the checklist
described here contains items that are specific for families of children
and youth with special healthcare needs (CYSHCN). Each family's kit will
vary depending on the individual needs of their child. It is best to have
all of these things collected before an emergency, stored in & container,
and kept in & place that is safe and easy to get to in the event of an

emergency. Making a family emergency kit can be fun for the family to
do together. Here's how to have a family emergency kit treasure hunt:

1. You will need a large plastic bin or box to put things into.

2. Answer the following questions to guide your treasure hunt.

3. Check items off the list as you put them into your emergency kit box.

\aA
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4. Place an updated copy of your checklist inside your large plastic bin or box once your kit is put together to know what is

inside the kit and to know where you can always find your checklist.
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*§ - disaster children |

Ready

Prepure Pan. Sy Indorrmed |

CONTACT US.  MORE LANMDUADES FAQS FEMAGDY

BE INFORMED MAIKE A PLAN BUILD & KIT GET INVOLVED BUSINESS m
Wit 50 oo iefore, Prepar= plan s s Bl & K for diesiers Firdl opporfunifies 50 [Piam for andl profect poer Fom and geemes for ko
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Are vou Teady b0 pul vour planming Skiils 10 Qo0 wEST Ae 0w ready 10 het woar =iy get prenaned Tor Be unerpecied? Your teilly oEn e
ks Wik e b0 create 3 piksn Shat Wil el you e Tescy-ior My difiarent inds of Lnepecied ERustions!

“You'ne Sineady 5 gnest plannar! Every day you gt jour homewark done, get io msic ar sports praciice on fime and plan wihane and when youl
meat Wi friencs. But how do pou gt prepaned i emergendiesT
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o
EsSASTER

NI DASTER

EVISASTER
FRASTER

Help the Heroes! Will you know what to do? Make the right decisions and
earn points to unlock new levels. But watch out! The wrong choice could
end the game. Survive all 7 levels plus a turn in the hot seat and become a
Disaster Master! Print out chapters of your own graphic novel as you play.

Level 1 - Wildfire Level 5: Winter Storm/Extreme Cold
Level 6 - Tsunami/Earthquake
Level 7: Thunderstorm/Lightning

Level 8: The Hot Seat

Level 2 - Tornado
Level 3 - Hurricane/Blackout

Level 4 - Home Fire

M Write down the password at the end of
aear-h aosme tor nimlock the nast lowvel




.ready.gov

Be a fero...
and Build a Krt!

Join Gayle and her friends in gathering
supplies needed to prepare for an emergency.

Go through each level and pick the correct
items for you and your family. You don’t need
to fill every box. When you are done, print out
an emergency kit checklist!



COPiNG AFTER
A DiSASTER

Wngley and her family are learning about emergencies
and disasters. A disaster or emergency can hurt people
and damage buildings, houses, and neighborhoods. Big
storms, floods, and wildfires are all types of disasters.

There are different types of disasters. A natural disaster
could be a tornado, humicane, fiood, or wildfire, It can
break or knock down trees, houses, and buildings. People
can get hurt.

NATURAL
DiSASTERS




" WORD SCRAMBLE

Use this workbook to help yvou feel better whenever you
neasd if. Talk with your parents about how yvou feel. And
caharays remember, what happerned is not your fowltl

unscramble the
words below?

EBHRTAE

~

OROLC

CDAME

RADW

IFEMLSEG
PLHE
SGEHU
SLETIM
PY AL
EDAR
SERT

\_‘\'m Smjnior ‘B G e Aosdl Cweyg s wEay ey sEueey RO BOHaDE (RS ED L PO RS ::mu-.-_j‘

CEEA TR TA

fold Hars

HOW THE HURRiICANE
MADE ME FEEL

sometimes bad things happen. s okay if yvouw feelsad,
mad, or scared. Grown-ups somefimes fesl this way, oo,

How do you

now? Circle the foce that
matches how you're feeling.
i none of those are right, fill
in the blank foce to show how
you e feeling instead

~
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CDC Centers for Disease Control and Prevention

COC 247 Saving Lves, Profecting Paopla™ Search o}

Caring for Children in a Disaster

CDC > Caring for Children in a Disaster ©~ Articles 0 o @ @ @

& Caring for Children in a Disaster

Returning to School After an Emergency or Disaster:
Tips to Help Your Students Cope

Espaficd {Spanizh)

How Children are Different
Why CDC Makes it a Priority

Helping Children Cope Teachers have an important role to play in helping children both
prepare for and recover after a public health emergency.
Children with 5pecial Healthcare

Needs Public health emergencies and disasters affect millions of children

worldwide each year. These emergencies and disasters include

. natural events (such as severe weather, earthquakes, fires, floods, and
Before, During, & After an ! ik : : '

tsunamis} and man-made events {such as acts of terrorism). An
Emergency

emergency or disaster can be destructive to a child’s physical
environment, as wekl as affect their mental health. As a teacher, you
are committed to keeping schools safe and supporting children and
their families. If your students experience an emergency or disaster,
there are steps you can take to help your students cope and recover.

Specific Threats

Real Stories

Tools and Resources . . H 3
How can I help my students cope and continue to support their recovery from a disaster:
Articles * Talk to students about what happened in a8 way they can understand. Keep it simple and appropriate for each child's
age. [Learn more about common resctions by age range)
A Child’s Health is the Public’s

ks * Provide students with opportunities to talk about what they went through or what they think about it. Encourage them
1Tl

to share concerns and ask guestions.
Keeping Children Safe # Children react, in part, to what they see from the adults around them. When teachers deal with a disaster calmly and
| confidently, they can provide the best support for their students.




Disaster Planning for Schools : .
Council on School Health American Academ}' -

Pediatrics 2008:122:895 of Pediatrics

DEDICATED TO THE HEALTH OF ALL CHILDREN®

POLICY STATEMENT

Organizational Principles to Guide and
Define the Child Health Care System and/or
Improve the Health of All Children

Disaster Planning for Schools

Council on School Health

- H dnuoupyla evog oxedilou mmpoetolpiaciag 0to 0X0ALKO
: ' ' Y www pediatrics.org/cgi/dol/10.1542/
rmeplBaddov kal avtipetwiong MK to omoto Ba epgaviotel oo 0082170
0TO 0XO0A£l0 1) 0TV KOLWVOTITA PALVETAL VA £VIOXUEL THV doi10.1542/peds 20082170

AO0@PAAELA TOV ITALOLOV OXO0ALKIG NALKLAG. All plcysatementsfiom the American
Academy of Pediatrics automatically expire

5 years after publication unless reaffirmed,

° HSpLéXSL SLSLKE'IS OUOT('IOSLS OSI]YiISS I1pog: revised, or retired at or before that time,

*  IlawGratpoug/ maldLaTPIKOUE VOONALUTEG Key Words
schood, crisis, disaster, incident command,

*  XXOA1KOUG VOONAEUTEG preparedness

+ IIpoowimko oxoAetou Abbreviations
. ' AAP—American Academy of Pediatrics
FOVEI’S EMS— emergency medical services
- MME LEPC—Iocal emergency planning
' committeg
* IloAtteg FEMA—Federal Emergency Management
Agency

- Evioxuel tnv mpoonabera yia meploplopd tov ar®AELOV OtV immmssnwgmzfmmnbﬁ
' ' ' ' : nine, 1068-4275). Copyright @ 2008 by f
KOLVOTNTA S1aP€00U TNG OMOTIG EVIIHEPWONG KAL OPYAVOONG. Areen ey cffedarce
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PI’GCtiCGl Informqtion PRACTICAL INFORMATION ON
on Crisis Planning CRISIS PLANNING:

A GUIDE FOR SCHOOLS AND COMMUNITIES A GUIDE FOR SCHOOLS BND -
\ITIES

Introduction

“Knowing how to respond quickly ond effi-

ciently in a crisis is critical to ensuring the 2007
safety of our schools ond students. The

B
midst of a crisis is not the time to start .

i
figuring out who ought to do what. At that b ‘i:).!.

- A

moment, everyone involved - from top to .

bottom - should know the drill and know

each other.”

--Margaret Spellings

THE OFFICE OF SAFE AND DRUG-FREE SCHOOLS
U.S. DEPARTMENT OF EDUCATION 59



Pediatric Preparedness of US Emergency Departments: A 2003 Survey
Marianne Gausche-Hill. Charles Schmitz and Roger J. Lewis
Pediatrics 2007:120:1229

TABLES Frequency of Specific Pediatric Equipment and Supplies
Being Missing

° AHC[V']:IZIO'SLS G_H(') 1489 ALE’:UGUV’CéS TEH Equipment/Supply No. Missing (%)

Ainway

Infant nasopharyngeal airway 24711373 (18)

, . , , Small-child nasopharynaeal ainway 196/1403 (14)

*  H peon etowpotnta twv TEII ntav xapnAn. infant stylet for endotracheal tube 173/1400(12)
‘ediatric Magill forceps 234139917

[
Gizee 1.0 fsmall infant) LA 68471301 (53)

Size 1.5 {infant) LMA 686/1292 (53)

* Ta TEII pe ta peyadutepa moooota £TOLHOTNTAG 1) TAV AUTA Size 2.0 smallchild) LMA 52211320 47)
' ' ' ' ' ' Size 2.5 (child) LMA 6381300 (49)

II0U £1XaV Peyado aplOpo matdlatplkav acfevav, nrav og sire 3. large chid/adokescent) LMA sl

peyala a0TIKA KevTpd, elxav {eEXmplotoug X®Poug Yia Th Fae 10 tmal aul | 15 e

Size 5.0 (adult) LMA 457/13327 (34)

@POVTLOA TOV IMALOLATPLKOV a00eVeV 1] NTAV AULY®G Suraical airway kit (includes needle b
! ! cricothyrotomy)
ITALOLATPIKA KEVTPA. o
|8-gauge butterfly needle 119/1363 (16)
Seldinmger technigue vascular access kit
Venous cukdown tray 1981430 (14)

*  XTa KEVTPA AUTA TO IIPOO®IILKO NTAV IIEPLO0OTEPO Urbilical vessel cannulation supplies 30471413 (22)
! ! ! Miscellaneous

EVINUEPKEVO AVAPOPLKA P TIC OUOTAOELS TNC o (neonatal chies e 312/1334(23

Apepiravikne Evoong Iawdvatpov xau avepepe 10-12F (infant) chest tube SR ASES ()

Heating scurce (overnead warmer tor 16871461 (14)
uwnAotepn O£Anon yla e@appoyn te®v 00nyu®v/ouotaoemy. nfants)

Newbaorn kit 256/1373019)

Neonatal bload pressure cuff 287129522
Medical photography capability 13171448 (23)

Denominators varied on the basis of the number of respondents to ezch question



Percent

Percent of hospitals with plans for selected
components related to pediatrics:
United States, 2008
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Emergency, Obstetrical, Neonatal and Pediatric Emergency Operations Planning




a\ National Commission on

Children and Disasters

5 Actions Governors Can Take Immediately
To Improve Disaster Planning for Children

Anpuou pYLCl E161kng Erwcpornlg 1mou Oa pedeta Tig avaYKeg KOl T1¢ 101a1TePOTNTES
™mg HpOO’E(lOL(lQ TOV naLSLo)v oe meplt®on padlkng Kataotpo@ng Kat Oa cuvtovidel tnv
IIPOETOLLAOLA KAl TNV 0PYAV®OI] TOV KATAAANA®V OpACEQ®V.

MiocBwon povipou npoo®nKou to omoio Ha eKTipa TV eQAPHOYI) TOV 06NYLOV Yia
TI)V [IPOETOLHACLA KAL TV EVIIHEPRMOT) 0TIV KOWVOTITA KAl IPAYHATONIOW01) HEAETOV Yia
TNV 1KAVOIIO) 01 TO®V £L0LKOV AVAYK®V TOV IIAL0L®V.

IIpopnfera emaproug UALKOU 0TLg HopEG OITOU VOO AEUOVTAL IIALOLA KAl EP(pact) otnv
K(l’l?(l}\}\rl}ﬂl EVNIEPKOT] KAl OPYAV@OT) Pe £LO1KO 8VI]}1890)TLKO UALKO Kal KatdAAnAa
peoa OAeg TIg Hopeg IOU PLAOSEVOUV TIALdLd 0TV KOwotnTd (0X0Aeia, matdikoug
otaBpoug, Kevrpa matd1ou, aBANTIKA KEVTPA Ka).

Zxebraopo katadAndev oxediov avupetomong MK, pe napoxr yparntwy
00NY1®V 02 Ialo1d Kal yoveig Kau 1) Xpnorn SHQYYC}xpaTLwV yta v ekmaildbeuon
TEV IALOLOV Y10 TV €QAPHO0YI] TOU 0XeO10U 0TO GXOALL0 1] TNV KOLVOTNTA.

YwoB¢tnon npotinmobeoewy, npoSqupacpo)V Kat e}xaxwtcov IIOP®OV Yld TO (IXSSL(IG}IO
KATAPUYL®V 0TIV KOLVOTI)TA 1] TNV LETATPOIIl] TOU OXOAL1L0U 02 KATAPUY1O.

www.childrenanddisasters.acf hhs.gov
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HILD CARE

The state I‘*"‘]l]i]‘l‘ﬂ all licensed child care facilities

to have a written plan for evacuating and moving
kids to a safe location for |nu|1i[:l+~ dizsasters.

§f your local community floods, does your chifd's child care center
hoave plans for moving kids to higher ground or another safe place?

2

REUNIFYING FAMILIES AFTER A DISASTER

The state I't*c]l]i]‘[.‘ﬁ all icensed child care facilities
lo have a writlen [.:L'a]] to notify parents of an
emergency and reunite them with their kids.

Dwes your child's day care have a fist with your name and phone

number to confiact you and reunite you with your chifd®

Save the Children.

IFor more imformation about this report, incloding methodology or backpround matonialks,
piaasa comiact Save the Childrens .S, Programs at 202-630-6600.

www_savethechildren.org/USA

3

CHILDREN WITH SPECIAL NEEDS

The state s -quirn-r: all licenzed child care facilities
lo have a written pl;m that accounts for kads with
F[:{*rial needs.

I there iz a fire, does your child care center have a plan for
epucuating and transporting children in wheelehairs?

4 )

AN EVACUATION PLAN FOR SCHODLS

The state |~+_-qui:|'r~.~= all schools to have a disaster
|1|.vm that accounts for ||m|1i|Jl+- hazards.

fioas vour child's sohoof ave plans that aceount for the Linds off
disEalers Your commity might encounter, such as earthguinkes,

wrildfires and terror atacks?

64



Evoopatoon emayyeApatiov vyetlag...

Table 11-1. Training recommendations for staff in pediatric surge areas.

Emergency department nurses Yes
and physicians

Pediatric inpatient unit nurses Yes MNo Yes Yes Yas
and physicians

Pediatric intensive care unit Yes No Yas Yas Yes
nurses and physicians

Pediatric surge capacity Yes MNo Yes Yes Yes
nurses and physicians®

Medical and surgical intensive Yas MNao Yes Yes Yes
care unit nurses and
physicians®

Other surgical and medical Yes Yes Yes Yes Yes
physicians likely to respond to

emergency departments during

disasters

' Advanced Cardiac Life Support.

*Advanced Trauma Life Support.

* Padiatric Advanced Life Support.

4 “Basic Disaster Training” indicates an introductory or awareness level course covering the basics of individual risk assessment and response
to chemical, biological, radiological, nuclear and explosive ageants.

% Pediatric surge capacity nurses and physicians indicates staff designated as part of the hospital disaster plan to care for pediatric patients and
their ramilies in the evant the usual hospital inpatient paediatric capacity is exceeded and these patients can not be transferred.

¢ Medical and Surgical 1ICU Murses and Physicians (or Recovery Room or other intensive care area) indicates staff that might be required to care
for critical pediatric patients who can not be transferred.

Children in Disasters




i ~ involving BE professions

Pre-disaster risk
Reduction phase

allil]

Disaster prevention and
sustainable development

Disaster
preparedness

Development and
ongoing risk
reduction

Impact

Risk
reduction
Risk and
vulnerability
assessment

Reconstruction

% Guide: Disaster management ‘spiral’ as framework for

Relief

Early recovery/
transition

Post-disaster recovery



ChecKklist

Essential Pediatric Domains and Considerations ¢

Every Hospital’s Disaster Preparedness Policies

In 2013, the American Academy of Pediatrics,
the American College of Emergency
Physicians, the Emergency Nurses
Association, and the EMSC Program
collaborated jointly on a quality improvement
mitiative, the National Pediatric Readiness
Project.

The project initiated an assessment of more
than 5,000 U.S. emergency departments and
more than 4,100 facilities responded (83%).4
Preliminary results illustrated that less than
half of all U.S. hospitals reported having
written disaster plans addressing issues
specific to the care of children.

Based on these findings, the National
Pediatric Readiness Project stakeholder group
recommended convening a multidisciplinary
workgroup to develop a tool to assist hospitals
to assure pediatric considerations are included
in existing or future disaster plans.
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Listen Protect
and Connect

PsyCcHOLOGICAL
FIRST AID FOR
CHILDREN AND PARENTS

Helping you and your child

in times of disaster.

« Trauma-Focused Cognitive Behavioral
Therapy (TF-CBT)

« Cognitive Behavioral Interventions for
Trauma in Schools (CBITYS)

- Healing After Trauma Skills (HATS)

« Listen, Protect, and Connect (Model
and Teach): Psychological First Aid for
Parents (and Teachers)

+ Skills for Psychological Recovery

Available at:
http://www.ready.gov/kids/_downloads/PFA_Parents.pdf

Wuxokolveviky vnootnplén & Oepameutiky...

Listen, Protect,
Connect —
Model & Teach

PSYCHOLOGICAL
FIRST AID {PFA) FOR
STUDENTS AND TEACHERS

Helping you help your students

in times of disaster.


http://www.musc.edu/
http://www.nctsn.org/
http://www.nctsn.org/
http://www.ready.gov/
http://www.nctsn.org/

N CTS N The National Child ST HELP NOW
Traumatic Stress Network - L

WHAT IS CHILD TRAUMA? * TREATMENTS AND PRACTICES ¥ TRAUMA-INFORMED CARE ¥ RESOURCES = ABOUTUS * _ Q |

OUR MISSION is to raise the standard of

care and improve access to services for
traumatized children, their families and
communities throughout the United States.

DEFINING CHILD TRAUMATIC STRESS »




Terr£* Atta

Learn to analyze pote
assess available r=—— MNarti eivaw n

create a response ) NPOGEYYLON TOU
save lives in your ar

kepdilel Edadog &
NAEMT's All Hazards Disas. ElSLKd ME avad)opd
practitioners at all levels to resr , N
scenarios they may encounte otov nalSlatleO
of their environment — both .,
risk, and to evaluate the needs of TtM]GUOl.lO,
AHDR is presented in the conte _ ot nt ino
culminates in a large-scale mass casuwu £ (I i include:

= Communicating effectively during disasters.

= Mutual aid and interoperability.

= Managing resources such as supplies, medications
and equipment.

= Triage and transportation strategies and challenges.

= Patient tracking and evacuation.



Early Career f Pediatric Trainees ?-vfﬁhﬂmg_ International § HealthyChildren.org
|

American Academy
of Pediatrics

DEDICATED TO THE HEALTH OF ALL CHILDREN" Become a Member £ LogIn £

Professional Resources  Professional Education  Advocacy & Policy shopAAP  About the AAP Q Search... SearchAAP

AAP.org = English = Advocacy & Policy = AAP Health Initiatives > Children and Disasters = Straiegic Plan for Disaster Preparedness
' !
A bl el Children & Disasters |
] : |
£ Disaster preparedness to meet children's neseds
About
AAP Response =
oot Us ST
Comtact Metwork
Contact Us

e Strategic Plan for Disaster Preparedness

Collaborative
Initiatives

Strateqic Plan for
Disaster

Preparndnass The American Academy of Pediatrics (AAF) Disaster Preparedness Advisory Council (DPAC) has developed the following 5-year AAP Strategic Plan for Disaster

Audience Preparedness. Download a PDF of the Strategic Plan for 2016-2020.

2 TPATNYKO ITAAVo og 3 aoveg

* ExTtipnon tov avaykov ToV Iatolov

* Ymootnpiél TV Ia0lATPLK®V 00KV KATA TNV
ropoxn vnnpeowwv oe MK

* A1eBvng OlaouvOoeon Kal cuvepyaola




D)
= Xuvown odnywav (1)

v IIepropropog enintwong & mpoevorpaoia
*  AvabBenpnon voapxovrtog oxediou avripetwmiong MK 1 oxediaopog oxediou avripetomong MK npoocappoopevo otig
avaykeg Thng matolkng nAikiag.
+  Emonpavete toug mBavotepoug xivouvoug MK kal kataypawte mbaveg emodpaocerg.
*  Avavelpete poAoug 0TIV KOLVOTI)TA KAl TIE UIINPEoleg UYELAS TOU TOUEN OTOV OO0 IIPAYHATOIOLELTE TOV 0XeO1a0]10.
+  Kartaypawte avalutird to oxed1o 6paong.
+  Kavte tov mpoiimoAoyiopo tng 6paong xar {ntnote Xpnpuatodotnon.
«  Eaopaliote 0T £Xel yivel 1) eviiuepwon tng Kowvotntag (yovelg, oXoAeio, matdia).

« IIpoetoipdote eva apxelo Kataypa@ng mpwv Katl petda tnv epgavion MK.

*  E@appoote aoknoelg etolpnotntag 0to 0Xed1aopd oag Kal avatpo@odotnote KataAAnAa.
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*  Egappoote to oxedro 6paong omote xperadetat.
«  Avayvoplote Kal avtarmokplfeite otig apeoeg avaykeg matdlmv Kal olkoyevelag apeong petda tnv emdpaon tng MK.

*  Tavutomowote Ta maldid mou mapexete epovtida xatl BonOnote otnv KAAUWT TOV AVAYK®V TOUG.

+  Amoxataotaon
+  Enavextiunote tnv emdpkrela (apBpunTika Kal Io0TnTa) Tou IIPOO®IILKOU 10U XpnotpomownOnke yia tnv avtipetomon the MK

*  BonOnote otnv emavevoon ToV 0LKOYEVELDV 1€ OUVTOVIOIO TOV KEVTPOV IAPOXIE PPOVTIOAL

*  Kataypawrte ta amotedeopata tov mapepBaceov cag

*  XUVTOVIOTE TNV AIIOKATAOTAON TN¢ UYLL0C TOV TALOLRV

«  Eaopaliote TV appoviki emotpo@r) TV Ial0leV 0TnV KOLWVOTITA KAl TV erIavevapdn Tou 0XoAelou
*  Kataypawrte ta xkeva 1 ta AaBn tou oxediou kal avabewpnote To.

*  BonOnote otnv amoratdotaon TV Iatdiev mou XpeldlovTal ONHAVTIKO XPOVO Yl TNV aVAKTIonN Thg AN POUg AELTOUPYLKOTNTAS TOUG 1)
HEePOUC AUTIC.

«  EAéySte edv xaAUu@Onkav ov avaykeg oV Iad1®V e e101KES AVAYKEG.
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Y, World Health
rganization
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Health Topics v Countries v Newsroom v Emergencies v About Us v

Humanitarian Health Action

Humanitarian Health Action Myths and realities in disaster situations e = f ¥ +
Crises Myth: Dead bodies pose a health risk
Reality: Contrary to popular belief, dead bodies pose no more risk of disease
Technical guidelines outbreak in the aftermath of a natural disaster than suraivors.
Key policy documents In natural disasters, cadavers pose no threat of disease - September 23, 2004 [5

Dead bodies do not pose health risk in natural disasters (BMNJ) - June 5, 2004 [

Management of dead bodies after disaster situations [pdf, 1007 KB] [
A field manual for first responders

Donor centre

Zlobal network

Health Cluster Myth: Epidemics and plagues are inevitable after every disaster.

Reality: Epidemics do not spontaneously occur after a disaster and dead bodies will
not lead to catastrophic outbreaks of exotic diseases. The key to preventing disease
1= to improve sanitary conditions and educate the public.

Myth: The fastest way to dispose of bodies and avoid the spread of disease is
through mass burials or cremations. This can help create a sense of relief
among survivors.

Reality: Surivors will feel more at peace and manage their sense of loss better if
they are allowed to follow their beliefs and religious practices and if they are able to



CDC Centers for Disease Control and Prevention

| CDC 24/7: Saving Lives, Protecting People™

Caring for Children in a Disaster

w» . v '
Keeping Kids Safe

o Protecti ng your child during the school

. , day is as easy as A-B-C.

Learn More

Search

A-d INGEX

Q




Asiécicis Academny ] ey carer
of Pediatrics
PDEDICATEN TOTHE HEALTH OF ALL CHILDREN= Bemme da Memhﬂr ﬁ Lng F“ @

Tofessional Hesources  Professional Education  Advocacy & Policy shopAAP  About the AAP O\ Search... SearchAAP

AAP.org = Advocacy & Policy = AAP Health Initiatives = Children and Disasters

Children and Disasters C h i I d re n & D isa Ste rS

About s Disaster preparedness to meet children’s needs

Audience
Topics
Educational Tools Welcome
Member Activities - - - - — " " -
Children have unigue physical, mental, behavioral, developmental, communication, therapeutic, and social needs that must be addressed in all
Resources aspects of disaster preparedness, response, and recovery. Pediatricians have key roles to play in preparing and treating families in cases of
disasters.
Newslatter
UPCOMING EVENTS
Pediatric Disaster Care

Disaster related conferences,
webinars, and trainings for
pediatrcians

Centers of Excellence

The US Department of Health
and Human Senices (HHS)

T




Soclety of Critical Care

Pediatric Fundamental Critical Care Support

Societyf - g Fundamergtals u
o9 A i of Critical Care Ultrasound
Vet Mandnvariat Cr|t|ca| Care Medicine

0‘ 2000 wLhicage, llinols, Uiy 2528, 2010 | Chicago, IIIInnII,USl
Thi intensiva Cara Profassionala

‘--—

—
Ahout SCCM )

1
.4'
?’;W ﬁ K
/-\ Annual Congress ) Pedlatrlc Fundamental I:rltlcal Care Suppurt Course
E,';{.‘ 2 Conferences M| A two-dap comprehensive course addressing fundamental management principies
- [ oy for the first 24 hours of pediatric critical care. FFCCE Hame
: FCCS, FDM & PFCCS »
The First Edition of Pediatric Fundamental Critical Care Support (PFCCS) was Caurse Calendar
Membership b| released in May 2008, The First Edition of the PFCCS text and the upcaming + HotelTravel Information

Course are a welcome addition to the Society of Critical Care Medicing's (SCCH)
Professional Development b | fundamentals of critical care education series, PFCCS will be a major resource for
those interested in learning how to recognize critical ilness and initiate cars for  * PFCCS - Resources
Public Heatth and Policy | the critically ill pediatric patient, in the absence of an intensivist, It will also serve . program Agenc

a5 a valuable education tool for thase entering the field of pediatric critical care, i
) « Registration

« nwited Facuty

Publications

« Spanzared Course

SCCM has offered its Fundamental Critical Care Support (FCCS) course to global
audiences since the mid-1990s, While FCCS addresses bath adult and pediatric

S hip-Advertising ) issu.esjlits p.r.imary focus is the adultpatignt. PFCCS will disseminate flundamen.tal
RAMRGI AR pediatric critical care concepts to professional providers who may be invalved in

the initial management and transfer of critically il or injured infants and children,
ogIn

SCCM Store 4



http://www.sccm.org/FCCS_and_Training_Courses/PFCCS/Pages/default.aspx
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Think Out of The Box!

Pediatric Disaster/Triage Gaming
www.chladisastercenter.org

(N 10 = e
TSI TN,

Patient Triage Assessment

MNAME: sally Brown

AGE: 7 lapprow)

SYMPTOMS: Lumbar spine burst
| fractuire, Ainicral hool confusioim

TrizEe Tringe Trioge
MINOR DELAY IMMED




= Xuvoyn — Baowkég apxég
=

* OAa ta voookopeia (yevika & mmaitolatpika) Oa mperet va epepleXouV mPOTOKOAAN AVTIHIETOIIL0NG
IaloLaTPLkeV Oupateov MK.

Avaxeipron mardratpikrou efommAiopou. IlpounOeleg ektdrToU avayxrng.

« All hazards approach — Xtpatnyikn tou oxeoraopou avtipetoinonge MK ave{aptnta amo tnv avtia.
* Metpa mpoAnwne & avTieTOIoNS TPOPOKpATLag e Oupata matold.

«  H Guaxeipron nadwwv & otkoyevelwv ocuvexidetal Kal PeTd TV o{eia aVTLIETOIIL0).

*  Aogaleig & «@LALKOW IPOC TA IALOLA X®POL UTI0O0XE1C.

*  Avayvwoplion tauvtotntag & ermaveveoon 0LKOYEVELQV.
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AvTl emmAoyou...

O1v padikeg KataoTpo@Eg ol 0IIoleg 00NYoUV O€
uttepBoAilkoug aplBpoug maldlwv oe KPlolpn KaTaotaon
£lval OTIOV1EeG.

Av opwg ot Kal pia {wn xabel Aoywm eAAeiwng oxeolou
OPYOUVOUEVIE OPAOTE TOTE TO TiPNHA elval peyalo.

20C £UXUPLOT® YLd TNV
Ipoooxn oac! o



