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Introduction
Children are the most vulnerable population in an emergency/disaster event. Healthcare resources, including providers, clinical staff, hospital beds, staff training, equipment, supplies and medications are primarily for adults as the largest consumer of medical services nationally. 

The New York State Department of Health Regional Disaster Response Planning Project originated in 2012 to create a regional capacity for meeting the immediate medical, psychosocial and security needs of pediatric patients during a high surge, disaster situation.

The Capital District Health Emergency Preparedness Coalition Pediatric Planning Work group was developed to support the development of the regional pediatric plan and develop strong hospital based pediatric plans. 

The mission of this workgroup is to protect pediatric patients and provide for continuity of safe care in emergency situations.
Goals
· Identify gaps in regional pediatric emergency response

· Develop mitigation strategies to address gaps

· Apply strategies to individual hospital plans

Plan
· Include the NYSDOH Pediatric and Obstetrical Toolkit as a guide/outline for plan development

· Hospital representatives to select individual module section from the toolkit and develop hospital based work groups to research and complete module
· Hospitals to use modules as foundation to develop or revise current hospital based pediatric plan

Modules
· Resources

· Respiratory

· Triage and treatment

· Safety and Security

· Disaster mental health

Participants
· Regional hospital representatives volunteered to join the planning team and represent their facilities: Scott Heller (Albany Medical Center), Patricia Green (St. Mary’s Amsterdam), Connie Finkle (O’Connor), Pat Richards (Cobleskill), Carrie Post (A O Fox), Patrice Delameter (Margaretville), Brian Forget (Ellis), Doug Sarr (Adirondack Medical Center), Kaylee Sprague (Elizabethtown), Kent Faus (CVPH), Melissa Turbino (Tritown), Maureen Mosher (Nathan Littaur)
· Carol Killian, Regional Coordinator, team leader of the project

· Laura Stebbins (Glens Falls Hospital), committee chair

Process

· Review 2012 Pediatric Capacity Assessment Survey CDRO results summary to  identify regional gaps
· Monthly phone conference or face to face meetings to review progress and provide support to each team as needed

· Share articles, plans, templates, webinars, evidence based best practices

Resources
The group identified that resources varied considerably, based on the size and scope of care per facility. The 96 hour resource list was evaluated, but again varied greatly. The hospitals developing the Resource Module identified all potential pediatric resources within their communities as well as internal departments.
Mitigation Strategy: Develop list of all resources internally and externally.

· Departments within facility: Emergency Department, Pediatrics, Obstetrics, Respiratory, Perioperative Services (Broeslow cart, difficult airway cart)

· Local hospitals with pediatric services 
· Local pediatricians/pediatric offices

· Family Practice providers and offices

· Health centers

· EMS 

· Schools

· Public Health

· Retail stores and community agencies ( potable water, food, cribs, pack ‘n plays, pharmaceuticals)

Respiratory
The hospital that reviewed the Respiratory Module identified the same variation as the resource group regarding availability based on size and scope of facility. Respiratory supplies require multiple sizes to provide airway management of all ages of children. Hospitals that do not routinely provide pediatric services would not maintain a supply of pediatric supplies, or only a minimal quantity. 
Mitigation Strategies:

· Staff education: PALS, ENPC

· Include Respiratory Therapists, Emergency Department Providers and Anesthesiologists in planning

· Development of Difficult Airway Cart

Triage and Treatment
The hospitals that reviewed the Triage and Treatment Module varied in size from very small to very large. The facilities developed plans for the acceptance of a surge of pediatric patients including space and response. Alternate care sites within facilities determined, but pediatric staffing identified as significant gap.
Mitigation Strategies:

· Identify potential space for surge

· Staff education: PALS, ENPC
· Monthly pediatric clinical competency drills

Safety and Security
Two facilities addressed Safety and Security. The toolkit was utilized to develop a Safety and Security Module.

Mitigation Strategies:

· Module includes Pediatric Safe Area (PSA) and Job Action Sheet (JAS)
· Investigate process to provide for Security bands at internal alternate care site 

· Stage Infant/pediatric abduction exercises 

Disaster Mental Health
The hospital that developed a Disaster Mental Health Module utilized the toolkit as a template.

Mitigation Strategies:

· Development of a Pediatric Disaster Mental Health/crisis response training program

· Incorporated care of children in the 2-day DMH training program

· Development of pediatric disaster mental health tabletop

· Pediatric exercise with DMH team scheduled in the Fall

· Disseminate DOH Disaster Mental Health responder newsletter to hospital team

Regional Gaps
· The gaps identified include the varied size and scope of pediatric services of the regional hospitals. Hospitals that do not have pediatric beds or admit to adult departments have minimal pediatric resources (supplies and care providers).
· EMS transport identified as a significant gap with the shrinking EMS resources. Identified that hospitals are maintaining adult and pediatric patients for extended time periods.

· Air transport contingent on weather and location

· Increasing number of children needing behavioral health services, with minimal facilities available
· Pediatric training/education is a gap, especially for facilities that do not routinely provide services to children. Gap includes staff coverage, and qualified expert instructors.
· Identified that the most significant gap is limited pediatric staff and providers to provide care to children.
Pediatric Education
One of the mitigation strategies identified by the team is increased, continual and quality pediatric education for staff and providers:

· PALS

· ENPC

· TNCC

· Pediatric Disaster Mental Health/Crisis Response
· PEARS

Team Recommendations 
· Support for facilities with limited pediatric resources including information for hospital leaders
· Consider pediatric resource process similar to the new Burn Response Plan with expert consultants
· Pediatric telemedicine
· Pediatric education 
· Development of regional maps identifying all pediatric resource locations: hospitals, health centers, pediatric and family practice offices, schools, public health
· Regional and local pediatric tabletops and exercises
2014-2015
· Develop and deliver education for hospital CEOs regarding the continual need to support staff activities to maintain capabilities to care for pediatric inpatients despite policies to admit few if any pediatric patients. Hospitals are required to be prepared for potential pediatric surge due to emergency incidents and prolonged transport times to higher levels of care. 

· Continue regional pediatric work group

· Pediatric burn care

· Pediatric decontamination

· Survey or collect volume statistics per facility to include: census of children in communities served, number of pediatric patients in ED and admitted, transport times to other facilities

· Develop survey to measure 2013-2014 improvements
· Plan pediatric emergency response conference
SUPPORT DOCUMENTS DEVELOPED BY HOSPITAL BASED TEAMS
Hospital based pediatric teams utilized the NYSDOH Pediatric & Emergency Childbirth Toolkit as the reference guide for the development of individual hospital pediatric plans or select modules from the toolkit. Additional pediatric resources were used by the work group throughout the grant cycle to develop evidence based plans.
PEDIATRIC EQUIPMENT RECOMMENDATIONS

	EQUIPMENT TYPE
	SIZE
	AMOUNT

SUGGESTED
	AMOUNT 

ON HAND
	IMPORTANCE
	LOCATION

	Ambu Bags
	Infant

Child

Adult
	2

2

2
	
	Essential

Essential 

Essential 
	

	Arm board
	
	2
	
	Desirable
	

	Blood Pressure Cuff
	Neonatal

Infant

child
	2

2

2
	
	Desirable 

Essential

Essential 
	

	Chest tubes
	10F

12F

16F

20F

24F

28F
	2

2

2

2

2

2
	
	Essential 

Essential

Essential

Essential

Essential

Essential
	

	Dosing Chart, Pedi
	
	1
	
	Essential 
	

	EKG/AED monitor/defibrillator with pediatric paddled
	
	
	
	Essential
	

	ETCO2 Detectors (pediatric, disposable)
	
	2
	
	Essential
	

	ET Tubes
	2.5 to 8 
	6 each size
	
	Essential
	

	ET cuff inflator
	
	1
	
	Desirable 
	

	Foley Catheters
	8F

10F

12F
	6

6

6
	
	Essential

Essential

Essential
	

	Gastrostomy tubes
	12F

14F

16F
	2

2

2
	
	Desirable

Desirable

Desirable
	

	Infant scale
	
	1
	
	Essential
	

	Intraosseous needles
	
	8
	
	Desirable
	

	Introvenious infusion pumps (with pediatric dosing capability)
	
	1
	
	desirable
	

	Laryngoscope blades
	Macintosh

            0

            1

            2

            3

Miller

           0

           1

           2

           3
	2

2

2

2

2

2

2

2
	
	Essential

Essential

Essential

Essential

Essential

Essential

Essential

Essential
	

	Laryngoscope handle
	handle
	2
	
	Essential 
	

	EQUIPMENT TYPE
	SIZE
	AMOUNT

SUGGESTED
	AMOUNT 

ON HAND
	IMPORTANCE
	LOCATION

	Masks-

Clear, self inflating

Non rebreather
	Infant

Child

Infant

Child
	10

10

10

2
	
	Essential

Essential

Essential

Essential
	

	Nasal Cannula
	Infant

Child
	2

2
	
	Desirable

Desirable
	

	Nasogastric tubes
	6F

8F

10F

12F

14F

16F
	10

10

10

10

10

10
	
	Essential

Essential

Essential

Essential

Essential

Essential
	

	Nasopharyngeal Airways
	Infant

Child

Adult 
	1

1

1
	
	Desirable

Desirable

Desirable 
	

	Newborn /OB/Delivery kit
	
	1
	
	Essential


	

	Oral airways
	00

01

02

03

04

05
	2

2

2

2

2

2
	
	Essential

Essential

Essential

Essential

Essential

Essential
	

	Over the needle IV catheters
	20

22

24
	5

5

5
	
	Essential

Essential

Essential
	

	Magill forceps
	Pediatric

Adult
	2

2
	
	Essential

Essential
	

	Pulse oximetry
	
	
	
	Desired
	

	Restraining board
	Pediatric
	1
	
	Desirable
	

	Resuscitation tape(Broselow) 
	
	2
	
	Essential 
	

	Seldinger Technique Vascular Access Kit
	4F

5F

Catheter 15cm
	3

3

3
	
	Desirable

Desirable

Desirable

Desirable
	

	Semi Rigid Cervical Spine Collars
	Infant

Sm. Child

Child
	2

2

2
	
	Desirable

Desirable

Desirable 
	

	Sizing Guidelines for resuscitation equipment
	
	2
	
	Desirable
	

	Styleys for ET tubes
	Pediatric

Adult 
	
	
	Essential

Essential
	

	EQUIPMENT TYPE
	SIZE
	AMOUNT

SUGGESTED
	AMOUNT 

ON HAND
	IMPORTANCE
	LOCATION

	Suction Catheters
	5F

8F
	5

5
	
	Essential

Essential
	

	Syringes 60cc cath tip
	
	2
	
	Essential
	

	Tracheostomy tubes
	0

2

2.5

3

3.5

4

4.5

5

5.5

6
	2

2

2

2

2

2

2

2

2

2
	
	Essential

Essential

Essential

Essential

Essential

Essential

Essential

Essential

Essential

Essential
	

	Thoracostomy tray
	
	1
	
	Desirable
	

	Ventalator (pediatric)
	
	1
	
	Desirable 
	

	Warming device
	
	1
	
	Desirable 
	


RED items added by A.O. Fox Hospital

Reference:   

 American Academy of Pediatrics (AAP), American College of Emergency Physicians (ACEP), and Emergency Nurses Association (ENA) 2009 joint policy statement “Guidelines for Care of Children in the Emergency Department,” which can be found online at http://aappolicy.aappublications.org/cgi/reprint/pediatrics;124/4/1233.pdf.
REFERENCE

1.  New York City Fire Department.  Emergency Department Standards.  6th ed.  New York, NY; 1997.
Pediatric Patient Tracking Manager

Mission:
Monitor and document the location of pediatric patients at all times within the hospital's patient care system, and track the destination of all pediatric patients departing the facility.  
	Date: 
  Start: 
  End: 
  Position Assigned to: 
  Initial: 


Position Reports to:  Situation Unit Leader
Signature: 

Hospital Command Center (HCC) Location: 
  Telephone: 


Fax: 
  Other Contact Info: 
  Radio Title: 



	Immediate (Operational Period 0-2 Hours)
	Time
	Initial

	Receive appointment and briefing from the Situation Unit Leader.  
	
	

	Read this entire Job Action Sheet and review incident management team chart (HICS Form 207).  Put on position identification.
	
	

	Notify your usual supervisor of your HICS assignment.
	
	

	Document all key activities, actions, and decisions in an Operational Log (HICS Form 214) on a continual basis.
	
	

	Appoint Patient Tracking team members and complete the Branch Assignment List (HICS Form 204).  
	
	

	Brief team members on current situation; outline team action plan and designate time for next briefing.  Notify Security Officer that there Pediatric Patients and there location(s). 
	
	

	Obtain current in-patient census from Registration Services personnel and/or other sources.  
	
	

	Implement a system, using the Disaster/Victim Patient Tracking Form (HICS Form 254) to track and display patient arrivals, discharges, transfers, locations and dispositions.  
	
	

	Initiate the Hospital Casualty/Fatality Report (HICS Form 259), in conjunction with Operations Section’s Patient Registration Unit Leader.
	
	

	Determine patient/victim tracking mechanism utilized by field providers and establish method to ensure integration and continuity with hospital patient tracking systems.
	
	

	If evacuation of the facility is required or is in progress, initiate the Master Patient Evacuation Tracking Sheet (HICS Form 255).
	
	

	Contact the Situation Unit Leader and Labor Pool & Credentialing Unit Leader for additional staffing.  
	
	

	Document all communications (internal and external) on an Incident Message Form (HICS Form 213).  Provide a copy of the Incident Message Form to the Documentation Unit.
	
	


	Intermediate (Operational Period 2-12 Hours)
	Time
	Initial

	Meet regularly with Public Information Officer, Liaison Officer, Security Officer and Patient Registration Unit Leader to update and exchange patient tracking information (within HIPAA and local guidelines) and census data.
	
	

	Track patient movement outside of the facility with local authorities, NYSDOH and other health systems through Liaison Officer and Staging Manager. 
	
	

	Continue to track and display patient location and time of arrival for all patients; regularly report status to the Situation Unit Leader.  Follow up with Security Officer to ensure Pediatric Patient Security measures are in place for all peds patient locations, including the use of the HUGS infant security system(s)
	
	

	Develop and submit an action plan to the Situation Unit Leader when requested.
	
	

	Advise the Situation Unit Leader immediately of any operational issue you are not able to correct or resolve.
	
	


	Extended (Operational Period Beyond 12 Hours)
	Time
	Initial

	Continue to monitor the Patient Tracking team’s ability to meet workload demands, staff health and safety, resource needs, and documentation practices.
	
	

	Ensure your physical readiness through proper nutrition, water intake, rest, and stress management techniques.
	
	

	Observe all staff and volunteers for signs of stress and inappropriate behavior.  Report concerns to appropriate Employee Health & Well Being Unit Leader.  Provide for staff rest periods and relief.  Review the Pediatric Patient Security measures with the Security Officer to ensure adequate resources.
	
	

	Upon shift change, brief your replacement on the status of all ongoing operations, issues, and other relevant incident information.
	
	


	Demobilization/System Recovery
	Time
	Initial

	As needs for the Patient Tracking staff decrease, return staff to their usual jobs and combine or deactivate positions in a phased manner.
	
	

	Compile and finalize the Disaster/Victim Patient Tracking Form (HICS Form 254) and submit copies to the Finance/Administration Section Chief for patient billing/collections.  
	
	

	Ensure return/retrieval of equipment and supplies and return all assigned incident command equipment.
	
	

	If IT systems were offline due to the incident, assure appropriate information from Disaster/Victim Patient Tracking Form (HICS Form 254) is transferred into the normal patient tracking systems.
	
	

	Debrief staff on lessons learned and procedural/equipment changes needed.
	
	

	Upon deactivation of your position, ensure all documentation and Operational Logs (HICS Form 214) are submitted to the Situation Unit Leader or Planning Section Chief, as appropriate.
	
	

	Upon deactivation of your position, brief the Situation Unit Leader or Planning Section Chief, as appropriate, on current problems, outstanding issues, and follow-up requirements.
	
	

	Follow up with Security Section Chief for any briefing, current problems and outstanding issues.
	
	

	Submit comments to the Situation Unit Leader for discussion and possible inclusion in the after-action report; topics include:

· Review of pertinent position descriptions and operational checklists

· Recommendations for procedure changes

· Section accomplishments and issues
	
	

	Participate in stress management and after-action debriefings.  Participate in other briefings and meetings as required.
	
	


	Documents/Tools

	· Incident Action Plan

· HICS Form 204 – Branch Assignment List

· HICS Form 207 – Incident Management Team Chart

· HICS Form 213 – Incident Message Form

· HICS Form 214 – Operational Log
· HICS Form 254 – Disaster/Victim Patient Tracking Form

· HICS Form 255 – Master Patient Evacuation Tracking Form

· HICS Form 259 -- Hospital Casualty/Fatality Report  

· Hospital emergency operations plan
· Hospital organization chart

· Hospital telephone directory

· Radio/satellite phone
· Access to IT systems, including hospital admissions/tracking systems


Dr. Stork - Neonatal Resuscitation Toolbox

The Broeslow Pediatric Emergency Cart system contains supplies specifically for patients weighing between 3 and 36kg. In order to facilitate care of a newborn weighing 3 kg or less, we have assembled a Neonatal Resuscitation Toolbox as a supplement to the above with the following inventory:

2 ea    ETT with stylet 2.5

1 ea    ETT with stylet 3.0

1 ea    ETT with stylet 3.5

1 ea    Laryngoscope with both a 1.0 and 0 Miller blade

2 ea    Pedicap Capnometers (CO2 detector)

2 ea    Vital Gauge Disposable Manometer

2 ea    Neo-fit (blue) ETT grips with Lollipop securing tapes

2 ea    Kendall Suction Catheters 8 Fr graduated

2 ea    Kendall Suction Catheters 10 Fr

2 ea    Kendall Suction Catheters 12 Fr

2 ea    Sucker Bulbs (ulcer syringe)

2 ea    Meconium Aspirators

2 ea    Infant Flow-Inflating BVM’s

2 ea    Face Masks size 0


2 ea    Face Masks size 1

2 ea    Name Tags (Boy/Girl)

2 ea    Microstick ABG kits

2 ea    Inline Suction Catheters 8 Fr

2 ea    Inline Suction Catheters 6 Fr

2 ea    Pediatric HME’s

1 ea    Maquet Servo pediatric circuit

1 ea    Pulmonectics LTV1200 pediatric circuit

2 ea    Ventlilator Flow Sheets


The toolbox also contains the following reference materials:

· Endotrachael Tube Sizing Guidelines

· Neonatal Intubation Formulas

· Normal Vital Signs for Preterm, Newborn, Infants, Toddlers etc. 

The toolbox is secured with a yellow break-away plastic lock (like the ones on the crash carts) to ensure that the inventory is complete. The toolbox will be kept in the RT Office in E1 on the upper shelf over the desk. The therapist assigned to E1 is responsible for ensuring that the toolbox is present and accounted for on each shift and by ensuring that the yellow locks are in place. The therapist assigned to E1 should bring the toolbox to the ER whenever a Dr. Stork page is placed.
The box will need to be inventoried and restocked after each use. The individual who opens the box is responsible for ensuring that the toolbox is returned to the Respiratory Care Department for restocking.
GLENS FALLS HOSPITAL
	Psychosocial Considerations


The Psychosocial Needs of Children during a Disaster 

PURPOSE:  

To properly care for children in hospitals it is necessary to consider both their physical and mental health needs and treating them in the context of the family unit.  Children’s responses to disaster and hospitalization may share some aspects of adult responses, but are distinguished by the developmental contexts in which children of varying age experience, mediate and communicate the impact of associated events and procedures. An unfamiliar environment such as a medical setting can be made to feel safer for pediatric visitors and patients by including familiar people, familiar things and routines.  There may be cultural differences that may cause a group of children exposed to the same trauma to react differently and must ensure that mental health staff is sympathetic to each of these variances. There are legal concerns regarding the treatment and release of children.

Statement: Glens Falls Hospital will activate the Disaster Mental Health/Crisis Response Team to assist with coordination of meeting the psychosocial needs of children in a disaster.

SECTION CONTENTS:

· General Guidelines



· Development Specific Guidelines


· Infants

· Toddlers & Pre-School

· School Age

· Adolescents

· How Children Can React to a Disaster


· Age – specific reactions and signs of stress or illness

· Helpful Hints to Assist Children

· When to Consult a Mental Health Professional

· Legal Considerations


· Legal questions and issues that may arise during a disaster

· Cultural Differences about Death and Dying


· Fact Sheet for Parents and Caregivers


· On-line Resources for Pediatric Psychosocial Issues

GENERAL GUIDELINES

1. When describing the hospital experience to children of any age, it is important to be honest in your description and in answering any questions they may have. However, it is important not to give preconceived notions about what a child may feel. Caregivers should avoid the use of the words "pain" and "scary" in describing experiences the child may have since everyone feels pain and emotions differently.

2. Since young children (preschool through school age) learn best by experience, provide as much information as you can to help the child learn about their upcoming experience. Describe what the child may smell, hear, touch, and feel using as many tangible items as possible, such as dolls and books.

3. Children’s reactions and symptoms can be expressed through behavior, thoughts, emotions, and physical reactions. Children’s fears about their own safety can contribute to symptoms of anxiety and depression and may also lead to oppositional and aggressive behavior. This may be an attempt to reassert some sense of control and should be recognized as such. 

4. Don’t leave children unaccompanied in front of a television, for example with the news on, but allow them to talk about what is going on if they choose.  Clarify misconceptions with simple, truthful explanations.

5. Refrain from having conversations about the disaster in front of the children or within hearing distance.  This can lead to misunderstandings and misconceptions. 

6. Gather unit staff and develop language for describing events of disaster.  Ensure that all staff is educated accordingly and then communicate this information consistently to avoid adding to the children’s confusion.  

7. Opportunities for play are important for learning, expression of feelings, normalcy, escape and mastery.  Age appropriate toys and diversionary activities are helpful to have on hand.  This may include puzzles, books, simple art supplies and video and audiotapes. If possible allow children to interact in groups and monitor for misconceptions.

8. Try not to separate from their primary caregivers for extended periods of time.  Allow a parent/caregiver to accompany the child to procedures as much as possible.  To encourage feelings of safety and familiarity try to limit the number of staff caregivers (i.e. assign same nurse to care).

9. Parents will be most helpful when they are/feel informed- if they are upset from not knowing what is going on that tension is going to affect the child.  
10. Assess for any underlying mental health disorder that may require immediate psychiatric consultation such as trouble sleeping, lack of appetite and physical complaints with no medical basis.  
11. Include information about varying cultural responses to trauma and death.
12. Provide list of community resources (counseling services, etc) for distribution to parents/caregivers upon discharge.
13. Activate the Disaster mental Health/Crisis Response Team for patient and care provider support

the Hospital

Infants

· Try to let a parent/caregiver stay with the baby during medical procedures. 

· Use familiar objects from home such as a stuffed animal, blanket, music box or toy to help comfort the baby before, during or after a procedure
Toddler and Pre-school

· Try not to have conversations about your child's care in their presence unless you are including them in the conversation. Children overhear much more than adults think and without any explanation the information may seem terribly frightening.
· Let a parent/caregiver stay overnight with the child if possible. If appropriate, let other family members, including brothers and sisters, come and visit. 
· Reassure child that the hospitalization is not a punishment. Try to avoid using good/bad labels particularly during a procedure. For example, instead of saying "See, you were so good, the doctor only had to do this once," you can say, "You did such a good job of sitting still, I know that was hard."

· Children learn best through play and “medical play” can be particularly useful. Allow them to handle some medical equipment such as a stethoscope, blood pressure cuff, etc. Allow them to practice the procedure on a doll. 
· Allow child to make choices whenever possible but don't offer a choice when none exist. For example do not say, "Would you like to come into the treatment room now so the doctor can look at you?" It would better to say, "Do you want to bring your bear or blanket with you to the treatment room?"
School Age

· School age children can be given more specific information about what is going to happen to them.  Many medical terms can be confusing for children. For example, the term "I.V." could be confused with the word "ivy" or "dye" with "die."  Give simple, specific explanations for procedures.

· This is a great age for medical play (communicating understanding, fears, etc. through play with medical equipment). Allow child the opportunity to reenact events through play with different kinds of toys or art materials. This is an important way for school age children to express their feelings and gain a sense of control over what is happening to them.
· Respect child's privacy and encourage others to do the same by knocking before entering the room and being sensitive to who is around when examinations are being conducted.
· Sometimes children at this age regress, or start up behaviors that they had grown out of (thumb sucking, bed wetting, etc.), when in a stressful situation like being in the hospital. Do not berate (come on, you’re a big girl now…) or punish for this behavior.  Encourage child to express his feelings and discharge emotions through play.
Adolescents

· Try not to have conversations about teen’s care in his/her presence unless you are including him/her in the conversation. Adolescents can understand much more about their bodies and what is happening to them and may resent not being included in discussions about their condition or treatment. 

· Do not assume that teens manage their emotions the same way as adults do.  Give them opportunities to discuss what is happening with staff both with and without parent/caregiver being present so they can ask questions.
· Respect a teen’s privacy and encourage others to do the same by knocking before entering the room and being sensitive to who is around when examinations are being conducted.
THE TRAUMATIC POTENTIAL OF CRISIS EVENTS

1. A crisis event is viewed as being extremely negative. Crises have the potential to generate extreme physical or emotional pain, or to be viewed as having the potential to cause such pain. The perception of the crisis event is critical, and the more negative the individual’s view of the event, the more significant the personal crisis becomes.

2. Crises events generate feelings of helplessness, powerlessness, and/or entrapment. Crises often result in individuals feeling they have lost control over their lives. The degree to which an event generates these feelings has a significant effect on how the event is perceived. For example, students who have not been provided with earthquake preparedness training will likely judge an earthquake to be more uncontrollable (and thus more frightening), than students who have been taught how to respond to such an event. 

3. Crises may occur suddenly, unexpectedly, and without warning. A factor that makes the event traumatic is the relative lack of time to adjust or adapt to crisis-generated problems. If a crisis is more predictable, there is more likely to have been an opportunity to prepare and make cognitive and emotional adjustments (Saylor, Belter, & Stokes, 1997).

4. Some examples of crises that children and adolescents experience are:
a) Violent and/or unexpected death 

b) Threatened death and/or injury 

c) Human-caused disasters 

d) Natural disasters 

e) Severe (nonfatal) illness or injury

f) Death from illness

g) Acts of war and/or terrorism

5. Specific characteristics of a crisis impact how traumatic it may be to children and teens. The variables that affect the traumatic potential of an event:
a) Type of disaster 

i. Human caused vs. natural 

ii. Intentional vs. accidental 

Generally, human-caused events (in particular, those that involve personal assault by someone who is familiar) are more distressing than natural disasters (or “acts of god”). Similarly, events that are intentional are generally perceived as more distressing than events that are accidental. However, this does not mean that natural disasters and accidents cannot become highly traumatic; there is clear evidence that they can.
b) Impact of the disaster

i. Consequences

ii. Duration

iii. Intensity

Events that result in multiple fatalities and severe property destruction, are associated with longer crisis event exposure, and/or involved exposure to gruesome aspects of the crisis such as death and dying can be highly traumatic.
HOW CHILDREN CAN REACTION TO A DISASTER

1. Most children and teens that are exposed to a crisis or disaster will not develop severe mental health challenges or have significant coping difficulties. Rather, they typically display a range of crisis reactions that typically last for days or weeks after crisis exposure, and usually dissipate without professional intervention. These common crisis reactions vary by development stages and may include the following:

Children aged 5 and younger may:

· Have fears of being separated from a parent

· Be unusually fearful, “fussy”, clingy, and have crying bouts

· Return to outgrown behavior, such as bed-wetting or baby talk

· Have nightmares or problems sleeping

· Have stomachaches, headaches or other physical complaints that do not have a medical base

· Startle easily

· Have a loss or increase in appetite

Children aged 6 to 11 may:

· Engage in repeated play that depicts the disturbing events over and over

· Have nightmares or problems sleeping

· Have unusual outbursts of anger

· Withdraw from friends and family

· Be fearful, anxious or preoccupied with safety and danger

· Return to behavior they have outgrown

· Express feelings of guilt

· Have frequent stomachaches, headaches or other physical complaints that do not have a medical base

· Have problems concentrating

· Experience persistent, disturbing feelings and memories when reminded of the event

Children aged 12 to 18 may:

· Have appetite changes

· Headaches, gastrointestinal problems

· Loss of interest in social activities

· Sadness or depression

· Feelings of inadequacy and helplessness

· Feelings of anger and aggression

· Isolation from others, less interests in friendships

· Repetitive behaviors such as hand-washing

2. Not all children exhibit all of these crises reactions, and the reactions may change over the first days or weeks following a crisis. 

3. Not all individuals will be equally affected by trauma exposure. Although recovery from trauma exposure is the norm, and some children and teens will need mental health crisis intervention more than others. 

PSYCHOLOGICAL TRIAGE AFTER A CRISIS OR DISASTER

1. It is important to conduct psychological triage after a crisis or disaster. Identifying those who need mental health crisis intervention is crucial. Additionally, although the need to identify and assist students who are in need of support is readily apparent, it is also important to identify students who may not require assistance and to allow them to manage the crisis independently. Providing crisis intervention assistance to students who do not need it may cause harm.

2. Children who are likely to have stronger or more problematic emotional reactions crisis events or disasters are:
· Children who witnessed the event firsthand or whose parent, relative of friend was killed or injured

· Children who are displaced from their home or schools

· Children who have a past history of emotional problems

· Children who have a past history of trauma, either as a victim or a witness to violence or abuse

· Children with an adult in their life who is having difficulty with their emotions, a witness to violence or victim of domestic violence

3. The following form can be used to summarize the important factors to consider when conducting psychological triage.
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Helpful hints to assist children DURING AND AFTER A DISASTER

1. Children react differently to stressful events than adults.  Their response can often be delayed and may be hard to detect.  They may find it hard to talk about how they have been affected.

· Staff needs to be aware of changes in children’s behavior, like extra clinging or a change in appetite.  Parents, teachers and other caring adults who know the child are in the best position to notice these changes.

· Don’t wait for them to come to you, ask questions like: Are they having trouble sleeping? Are they feeling less safe than before?  

For children under age 5:

· Try to keep to normal routines and favorite rituals as much as possible

· Limit exposure to TV programs and adult conversations about the events

· Ask what makes them feel better

· Give plenty of hugs and physical reassurance

· Provide opportunities for them to be creative and find other ways to express themselves

For children older than age 5:

· Don’t be afraid to ask them directly what is on their mind and answer their questions honestly

· Talk to them about the news and any adult conversations they have heard

· Make sure they have opportunities to talk with peers if possible

· Set gentle but firm limits for acting out behavior

· Encourage verbal and play expression of thoughts and feelings

· Listen to child’s repeated retelling of the event

When to consult a mental health professional

Consultation with a mental health professional may be useful at any of these times.  However, psychiatric consultation should be sought if any of the following is exhibited:

· Excessive fear of something terrible happening to their parents or loved ones

· Excessive and uncontrollable worry about things, such as unfamiliar people, places or activities

· Fear of not being able to escape if something goes wrong

· Suicidal thoughts or the desire to hurt others

· If the child has hallucinations

· Expressing feelings of being helpless, hopeless, and worthless

CHILDEN AND GRIEF

1. Children understand death and loss differently than adults. Their reactions are greatly influenced by the following factors: 
· Age and developmental stage

· Relationship to the deceased

· Cause of death

· Personality and intellectual abilities

· Earlier experiences with death

· Family members’ ability to communicate 

· Emotional bonds of family

· Culture

· Spiritual beliefs

2. Developmental level is a particularly important determinant of childhood grief:

A. Infants and Toddlers

· No real cognitive understanding about death

· Perceive the emotion of caregivers

· Sensitive to separation and disruption in routine 

· Typical expressions of grief: general distress, sleeplessness, behavioral & developmental regression 

B. Preschoolers (3-5 years)

· Limited understanding about permanence and causes of death

· Understand death as separation

· Express feelings more frequently in play or actions

· Typical expressions of grief: crying, sadness, anger, longing, confusion, agitation at night, frightening dreams, regression. 

C. Elementary School students (6-10 years old)

· Limited understanding about permanence and causes death

· Tend to personify death

· May have magical thinking

· Typical expressions of grief: crying, sadness, separation anxiety, somatic complaints, fears of death, change in personality, learning problems

D. Middle School Students (11-13 years old)

· Fuller cognitive understanding about death

· Experience a variety of complex feelings 

· Curiosity about death

· Exploring causal relationships

· Typical expressions of grief: crying, sadness, guilt, anger, shame, fears of death, morbid curiosity, change in eating or sleeping, personality change, learning problems, guilt about being alive

E. Adolescents (14- 18 years old)

· Adult understanding of death 

· Fascination with death and mortality

· Often reject adult rituals, beliefs and support

· Strong emotional reactions

· Typical expressions of grief: crying, shock, denial, depression, anxiety, anger, aggression, withdrawing, aggression, self injurious behavior

3. With younger children, their grief reactions can be delayed and may be hard to detect.  They may find it hard to talk about how they have been affected and will tend to express grief somatically or through dreams and play.

4. Younger children who experience a loss are very susceptible to strong fears of separation and abandonment.

5. Tips for helping grieving children:

· Give simple and straightforward explanations 

· Answer questions directly and honestly. 

· Connect with consistent nurturing figure(s)

· Return to routine as quickly as possible

· Provide comfort and emotional support

· Offer reassurance about future. 

· Create times to talk about thoughts and feelings. 

· Look for magical thinking and correct misperceptions

· Offer physical outlets

· Include in remembrance rituals

· Encourage reading and creative expressions

CULTURAL DIFFERENCES ABOUT DEATH AND DYING

Every culture has its own rituals and manner of mourning.  Over time and through immigration and contact between different groups in the US, mourning patterns of ethnic groups have changed and continue to change all the time.  Clinicians should be careful about definitions of “normality” in assessing families’ responses to death.  Additionally, health care providers should remember not to assume people within any particular cultural group fit a pattern when mourning.  Each family unit, as each individual, needs to be treated and assessed on an individual case-by-case basis.

· It is important for staff to appreciate an ethnic group’s particular attitudes about mourning and to find out from a family what its members believe about the nature of death, the rituals that should surround it, and the expectations of afterlife.

· Often a failure to carry out death rituals contributes to a family’s experience of unresolved loss.

· Helping family members deal with a loss often means showing respect for their particular cultural heritage and encouraging them actively to determine how they will commemorate the death of a loved relative.  

· While it is generally better to encourage families toward openness about death, it is also crucial to respect their cultural values and timing for dealing with the emotional aftermath of a loss.

· Staff may inquire about:

· What are the prescribed rituals for handling dying, disposition of the body, rituals to commemorate the loss

· What are the group’s beliefs about what happens after death

· What do they believe about appropriate emotional expressions

· What are the gender rules for handling the death

· Staff should identify personnel in their setting who may be able to provide more details regarding specific cultural groups such as Pastoral Care, Patient Representatives and Care Management.
LEGAL CONSIDERATIONS  

Hospital Counsel will provide the guidance needed to respond to legal issues identified in a disaster. 

1) HIPPA

2) Treatment of minors without a parent

OBTAINING MENTAL HEALTH SERVICES IN THE COMMUNITY

Every child experiences emotional difficulties from time to time, but at some point a child’s problems may warrant professional attention.

The Disaster Mental Health/Crisis Response Team will provide information required for mental health services.
Counseling professionals provide free, confidential information and referral services, 24 hours a day.  They have the latest information and where to go for help.  Anyone can call.  Help is available in several languages.  They can also help find resources outside of NYS.  

In English: 1-800-LIFENET (1-800-543-3638)

In Spanish:  1-877-AYUESE (1-877-298-3373)

In Chinese: ASIAN LIFENET (1-877-990-8585)

LifeNet Information may also be obtained at the NYC DOHMH web site:

http://www.nyc.gov/html/doh/html/cis/cis_lifenet.shtml 

FACT SHEET AFTER A DISASTER: A GUIDE FOR PARENTS AND CARE GIVERS         (From the National Institute of Mental Health)

Natural disasters such as tornados, or man-made tragedies such as bombings, can leave children feeling frightened, confused, and insecure.

Whether a child has personally experienced trauma or has merely seen the event on television or heard it discussed by adults, it is important for parents, care-givers, and teachers to be informed and ready to help if reactions to stress begin to occur.

Children respond to trauma in many different ways. Some may have reactions very soon after the event; others may seem to be doing fine for weeks or months, then begin to show worrisome behavior. Knowing the signs that are common at different ages can help parents and teachers to recognize problems and respond appropriately.

Preschool Age

Children from one to five years in age find it particularly hard to adjust to change and loss. In addition, these youngsters have not yet developed their own coping skills, so they must depend on parents, family members, and teachers to help them through difficult times.

Very young children may regress to an earlier behavioral stage after a traumatic event. For example, preschoolers may resume thumb sucking or bedwetting or may become afraid of strangers, animals, darkness, or "monsters." They may cling to a parent or teacher or become very attached to a place where they feel safe. 

Changes in eating and sleeping habits are common, as are unexplainable aches and pains. Other symptoms to watch for are disobedience, hyperactivity, speech difficulties, and aggressive or withdrawn behavior. Preschoolers may tell exaggerated stories about the traumatic event or may speak of it over and over.

Early Childhood

Children aged five to eleven may have some of the same reactions as younger boys and girls. In addition, they may withdraw from play groups and friends, compete more for the attention of parents, fear going to school, allow school performance to drop, become aggressive, or find it hard to concentrate. These children may also return to "more childish" behaviors; for example, they may ask to be fed or dressed. Do boys and girls act differently?

Adolescence

Children twelve to fourteen are likely to have vague physical complaints when under stress and may abandon chores, schoolwork, and other responsibilities they previously handled. While on the one hand they may compete vigorously for attention from parents and teachers, they may also withdraw, resist authority, become disruptive at home or in the classroom, or even begin to experiment with high-risk behaviors such as drinking or drug abuse. These young people are at a developmental stage in which the opinions of others are very important. They need to be thought of as "normal" by their friends and are less concerned about relating well with adults or participating in recreation or family activities they once enjoyed. 

In later adolescence, teens may experience feelings of helplessness and guilt because they are unable to assume full adult responsibilities as the community responds to the disaster. Older teens may also deny the extent of their emotional reactions to the traumatic event. 

How to Help

Reassurance is the key to helping children through a traumatic time. Very young children need a lot of cuddling, as well as verbal support. Answer questions about the disaster honestly, but don’t dwell on frightening details or allow the subject to dominate family or classroom time indefinitely. Encourage children of all ages to express emotions through conversation, drawing, or playing and to find a way to help others who were affected by the disaster. 

Try to maintain normal routines and encourage children to participate in enjoyable activities. Reduce expectations temporarily about performance in school or at home, perhaps by substituting less demanding responsibilities for normal chores.

Finally, acknowledge that you, too, may have reactions associated with the traumatic event, and take steps to promote your own physical and emotional healing.

When to Seek More Help

Consultation with a mental health professional may be useful at any of these times.  However, psychiatric consultation should be sought if any of the following is exhibited:

· Excessive fear of something terrible happening to their parents or loved ones

· Excessive and uncontrollable worry about things, such as unfamiliar people, places or activities

· Fear of not being able to escape if something goes wrong

· Suicidal thoughts or the desire to hurt others

· If the child has hallucinations

· Expressing feelings of being helpless, hopeless, and worthless

ON-LINE RESOURCES FOR PEDIATRIC PSYCHOSOCIAL ISSUES

American Academy of Pediatrics


AAP Children, Terrorism and Disaster. Web site created by AAP. Useful with multiple documents related to children’s needs during disasters.

http://www.aap.org/terrorism/index.html
Child Deaths Hit Communities Hard: Disasters Demand Psychological Triage 

AAP News Article

http://www.aap.org/advocay/disarticle.htm
The Child’s Loss: Death, Grief and Mourning: How Caregivers Can Help Children Exposed to Traumatic Death. From the Child Trauma Academy
http://www.childtrauma.org/ctamaterials/loss care f1 02.pdf
Clinical Work with Culturally Diverse Dying Patients

http://www.angelfire.com/on/NYCLTCethicsnetwork/econgress.html   

Family Readiness Kit-Preparing to Handle Disaster

The American Academy of Child and Adolescent Psychiatry has suggestions for “Helping Children after a Disaster.” 

http://www.aacap.org/publications/factsfam/disaster.htm
Federal Emergency Management Agency (FEMA) for Kids

Site with multiple games, coloring books, and materials aimed at younger, computer savvy children.

www.fema.gov/kids
How Pediatricians Can Respond to the Psychosocial Implications of Disasters 

AAP Policy statement
http://www.aap.org/policy/re9813.html
National Advisory Committee on Children and Terrorism

http://www.bt.cdc.gov/children/
National Child Traumatic Stress Network

http://www.nctsnet.org/nccts/nav.do?pid=hom_main
National Mental Health Information Center 

Publications on Disaster and Trauma

http://store.mentalhealth.org/publications/Publications_browse.asp?ID=181&Topic=Disaster%2FTrauma 

New York State Office of Mental Health

www.omh.state.ny
New York University Child Study Center

www.aboutourkids.org
Pediatrician’s Role in Disaster Preparedness (AAP policy statement)

http://www.aap.org/policy/re9702.html
Perry. BD. Helping Traumatized Children: A Brief Overview for Caregivers. Child Trauma Academy

http://www.childtrauma.org/ctamaterials/Prin tcare 03 v2.pdf
Psychosocial Issues for Children and Families in Disasters: A Guide for the Primary Care Physician 

Joint publication between AAP and US Center for Mental Health Services

http://www.mentalhealth.org/publications/allpubs/SMA95-3022/SMA3022.htm
Terrorist Attacks and Children

Article found at the National Center for Post Traumatic Stress Disorder

http://www.ncptsd.va.gov/facts/disasters/fs children disaster.html
Tips for Talking About Disasters

National Mental Health Information Center

http://www.mentalhealth.samhsa.gov/cmhs/EmergencyServices/after.asp#children
