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The National Association of Emergency Medical Technicians and the American
College of Surgeons Committee on Trauma
Pre-Hospital Trauma Life Support Course
www.naemt.org/education/phtls_a.aspx
(Web site provides information and list of available courses by state)
¢ One-day course for emergency medical technicians; two-day course for
paramedics

Critical Care and Disaster Courses

Society of Critical Care Medicine
Fundamentals of Critical Care Support
http://sccmwww.sccm.org/education/fccs_courses/index.asp

® Two-day course for all medical providers that includes pediatric considerations

Fundamentals of Disaster Medicine
Sponsored by the Society of Critical Care Management
www.sccm.org/FCCS_and_Training_Courses/FDM/Pages/default.aspx

e One-day course for all medical providers that includes pediatric considerations

Hospital Disaster Management
www.sccm.org/FCCS_and_Training_Courses/HDM/Pages/default.aspx
® One-day course for all medical providers that includes pediatric considerations

Resources for Disaster Preparedness

Agency for Healthcare Research and Quality
www.ahrq.gov/prep/
e Provides general preparedness information

American Academy of Family Physicians
www.aafp.org/online/en/home/clinical/disasterprep/prepare/mdresources.html
* Provides emergency/disaster preparedness information

Center for Trauma Response, Recovery and Preparedness for Health Care
Communities
www.ctrp.org/resources_healthcare.htm

e Provides disaster and emergency preparedness information

Centers for Disaster Control and Prevention
www.bt.cdc.gov/
® Provides emergency preparedness and response information

Critical Illness and Trauma Foundation, Inc.
www.citmt.org/cdroms.htm
e Course on CD-ROM, Bioterrorism and Trauma Training, written by Foundation

Delaware Emergency Medical Services Training
www.dhss.delaware.gov/dph/ems/emsc.html
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Illinois Emergency Medical Services for Children
www.luhs.org/depts/emsc/disaster.htm
e Contains links to additional disaster and emergency preparedness Web sites

JumpSTART Pediatric Mass Casualty Incident (MCI) Triage Tool
www.jumpstarttriage.com/JumpSTART _and_MCI_Triage.php
e Links to information about the JumpSTART pediatric triage system

National Center for Disaster Preparedness, Columbia University Mailman School of
Public Health
www.ncdp.mailman.columbia.edu/files/pediatric_preparedness.pdf
e Pediatric Preparedness for Disasters and Terrorism: A National Consensus
Conference, Executive Summary 2003

North Carolina Center for Public Health Preparedness
http://nccphp.sph.unc.edu/about/resources.htm
¢ Contains links to additional disaster preparedness resources

U.S. Department of Health and Human Services’ Emergency Medicine Services for
Children
http://bolivia.hrsa.gov/emsc/Toolboxes/0709PedDisasterPrepare/Toolbox.aspx

e Contains links to other pediatric disaster preparedness Web sites
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PURPOSE

This section contains recommendations for transporting children after a disaster,
including both inter- and intra-hospital transport of stable and unstable patients.
Children may be unaccompanied by an adult during a disaster; these patients will
require additional staff and supplies during transport.

GENERAL GUIDELINES

All hospitals should be prepared to provide extended care to children during a disaster.
As part of this care, hospitals will need to transport children from one clinical area to
another (including inpatient units) or to diagnostic testing locations (such as radiology,
computed tomography and ultrasound areas).

Hospitals lacking specialized pediatric services may need to transfer children, after
initial evaluation and stabilization, to centers with advanced pediatric capabilities. Keep
in mind, however, that transfer (or evacuation, if necessary) might be impossible due to
local conditions, safety concerns, lack of appropriate transport vehicles or personnel, or
lack of capacity at specialty children’s hospitals.

|. TRANSPORTING CHILDREN WITHIN THE HOSPITAL

General Guidelines for Transporting Children between
Hospitals Units or Diagnostic Testing Areas

Transportation Personnel

Personnel who transport stable patients should:

* Know the special needs of children during transport
e Know never to leave children alone

Personnel who transport unstable patients should:

e Include usual transport personnel

e Include additional staff skilled in pediatric airway care and pediatric
resuscitation

e Know never to leave children alone
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Transportation Equipment

Be sure to have the following equipment on hand for transporting patients:

e Airway management and resuscitation supplies appropriate for all age groups
(see Pediatric Equipment Recommendations on page 27)

* Appropriate vehicles, including:

e Adult stretchers, which may be appropriate for children aged 8 to 10

years of age or older.

¢ Cribs, additional transportation personnel or adult stretchers
modified with extra safety padding inside the rails, which may be
required for smaller children.

Transportation Precautions

Provide chaperones and safety personnel during transportation. Be sure that:

* Parents or other adult caregivers stay with their children

* If no adult care giver is available, appropriate personnel accompany and
supervise children at all times

Children on stretchers require:

e Constant one-on-one supervision if the child is younger than six years of age
and if there is no appropriate crib

e Evaluation of children six years and older for their ability to follow safety rules

while on stretchers

e Constant one-on-one supervision if an individual patient is separated from
other children

Stable ambulatory children require:

e If transported to a Pediatric Safe Area, staff experienced or trained in

observing groups of children (school teachers, social workers, day care workers,

etc.) (See Section 8, pages 88-91.)

* One-on-one supervision if ambulatory and transported individually out of the
Emergency Department

II. TRANSPORTING CHILDREN TO OTHER FACILITIES

Disaster conditions might prevent safe or efficient travel on roadways, or may cause
overflow at regular pediatric receiving centers; therefore, all hospitals must prepare
to provide short- and long-term care to children during disasters.

Even when transfer to pediatric centers is possible, usual staff and equipment will
be stretched thin by the disaster; therefore, hospitals should develop alternative
mechanisms for safely transferring children based on the following guidelines:

119



120

CHILDREN IN DISASTERS

Stable Children

Arrange for child car safety seats, including:

Rear-facing seats for children younger than one year of age or who weigh less
than 20 pounds

Forward-facing seats for children one to four years of age or who weigh 20 to 40
pounds

Booster seats for children four to eight years of age or taller than 4' 9"

Rear seats with seat belts for children 8 to 12 years of age; children older than 12
years should not ride in the front seat

To obtain appropriate car seats:
® Purchase them
e Request them through donations

e Prepare a list of potential local sources to approach for car seats
during a disaster

* Survey employees to identify car seats available in personal vehicles

See Table 12-1 for specifics on car seat use.

If ambulances are not available, appropriate transport possibilities include:

Cars, vans and city or private buses may be appropriate for children who can sit
up (Car seats may be necessary)

School buses may be used for children aged five years and older who can sit up

Drivers must be able to communicate with hospital emergency command centers
by cell phone or radio

Appropriate medical personnel (emergency medical technicians, physician
assistants, nurse practitioners, nurses or physicians) must accompany children
during transport

Ideally, mental health personnel or staff trained in children’s psycho-social needs
should accompany children
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Table 12-1. Appropriate use and type of car seats for transporting children.*

Infants Toddlers Young Children
Age/ Weight Up to 1 year of age and 20 Between 1 and 4 years of Aged 4 to 8 years, unless
Ibs or less age and more than 20 lbs more than 4’ 9” and more
than 40 Ibs
Seat Type Infant-only or rear-facing Convertible/forward-facing Belt-positioning booster
convertible seats seats seat
Seat Positioning Rear-facing seats only Forward-facing seats Forward-facing seats

*All children aged 12 years and younger should ride in the back seat.

Unstable Children or Potentially Unstable Injured or Il Children

Potential transport vehicles include ambulances staffed with emergency medical
technicians or paramedics that also include:

e Hospital staff skilled in pediatric airway care and resuscitation
e Equipment appropriate for the child’s age and acuity (See Section 3, Equipment).

® Specialty pediatric transport vehicles and teams from referral pediatric
institutions

e For less critical patients only, paramedic ambulances with no additional hospital

staff

Consider obtaining Memoranda of Understanding with ambulance providers at distant
locations since they are less likely to be involved with local disaster response and may
be available.
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PURPOSE

The recommendations in this Section will help hospitals both with and without
pediatric services plan large-scale disaster triage procedures that specifically address
children’s needs. The recommendations are based on the premise that, due to the
chaos and confusion likely during a catastrophic emergency, disaster triage should be
as similar to routine emergency procedures as possible. This Section details how to
organize disaster triage into multiple levels to ensure accurate sorting of patients and
optimization of limited resources.

NOTE: This section assumes a hospital that has made plans, purchased equipment and
mobilized the additional staff required to manage an expected surge in the pediatric
population during a disaster.

Both hospitals with and without specialty pediatric resources must identify in advance staff
to serve as members and leaders of its pediatric disaster response team (see Section 9,
Staffing on page 94). Hospitals should work with this team, and local pediatric emergency
care and disaster experts, to develop the best triage system possible using available
resources.

BACKGROUND

Most disasters will affect children who, because of their physical make up, are at higher
risk for injury and death. In addition to their vulnerability in disasters, recent history has
shown that children may also be the targets of terrorism. As a result, every hospital
should expect to have an influx of children during disasters and must be prepared to
treat them.

Currently, the only pediatric triage tool being used in disaster medicine is the first
responder system, JumpSTART (Simple Triage and Rapid Treatment), which is used
primarily to determine transport priority before arrival at the hospital. Within a
hospital, however, disaster triage is complex and must be based on resources, space
allocation, the anticipated number of incoming victims, the need for repeated patient
reassessments and the potential need for decontamination.

The recommendations in this Section encompass this broad focus while maintaining a
simple algorithm that enables hospitals to rapidly perform triage and appropriately
prioritize children for care in a hospital setting. The algorithm builds on clinical,
historical and physical skills used daily in emergency department triage, restructuring
them to provide the greatest good for the greatest number during a disaster.
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GENERAL GUIDELINES

One priority of hospital-based triage is to prevent over-triage—the overflow of patients
who (1) have already been treated, (2) who are minimally injured, or (3) are minimally
sick into critical care areas or emergency departments (EDs). Hospitals should quickly
establish treatment and evaluation areas that are separate from ED critical areas for
these lower-priority patients.

Hospital-based triage must also emphasize accuracy, which depends largely on the
clinical staff’s experience. Clinicians not accustomed to acutely evaluating ill children
generally over-triage, assigning patients to more severe categories than necessary.

The following guidelines represent the best case scenario, but will help hospitals with
and without pediatric services plan triage for children during disasters. Each institution
should modify the guidelines based on its own physical and staff resources.

PRE-HOSPITAL TRIAGE

Decontamination and emergency medical service (EMS) triage may or may not have
been achieved in the field for the children arriving at a hospital; most will bypass EMS
and go directly to the closest hospital or to the hospital of their choice. This Section,
therefore, does not address pre-hospital triage.

HOSPITAL TRIAGE

Each hospital should determine criteria for switching to a two-tiered triage system
(see Figure 13-1 on page 126 ) based on their capacity or the need for additional
screening (see Figure 13-1, Table 13-1). This recommended process incorporates two
forms of triage: (1) A rapid visual assessment to quickly identify the sickest patients;
and (2) a more detailed triage assessment to refine and re-evaluate the initial
assessment of the patient.

Because both over-triage and under-triage may occur, staff should reassess patients and
up-grade or down-grade them throughout the multiple steps of triage to optimize ED
resources.

COMMUNICATION AND DOCUMENTATION

Staff should develop triage forms and charts specifically for disaster scenarios; these
forms should be modified to exclude time-consuming questions that are irrelevant to
the disaster scenario and include relevant material such as chronic medical conditions,
proximity to the disaster scene or exposure to harmful agents. Forms should also
include identifiers, guardian names, instructions and procedures. Alternative methods
of communication, such as tags or information written on the patients’ skin or clothing,
should also be developed.

Facilitate direct communication of new information (such as the need for decon-
tamination) between triage and the Command Center or local authorities (see
Decontamination, on page 127 and Section 1). Triage and treatment area Unit Leaders
should communicate with each other directly.

125



CHILDREN IN DISASTERS

126

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

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

: !

Decontamination or Isolation (if needed)

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

=N

Resuscitation Area P \ 4 Fast Track

I\ s

Morgue Emergency department
treatment and holding

Y : :

Definitive management or discharge

*See text in this section for details on pediatric assessment
SVisual assessment 2 is only necessary if used for reassessment inside the hospital (for example, post-decontamination)
KEY =g Critical, unstable Potentially unstable
- Stable == == = Interval change in patient status

HOSPITAL-BASED TRIAGE PROTOCOL

TIER 1. VISUAL ASSESSMENT

Emergency department nurses and physicians perform visual assessments daily, quickly
deciding which patients need emergency treatment and which can go through longer
registration processes and routine triage. During a disaster, these same skills can be used
to move patients to appropriate triage areas.

This guide’s protocol recognizes that visual assessment is the most likely first step
during a disaster; it is also the most effective first step since heavy gear needed during
decontamination makes physical assessment and communication difficult.

See Appendices I and II at the end of this section for more information on Visual
Assessment Officers’ responsibilities and useful tips and tools.
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TRIAGE PROTOCOL IF DECONTAMINATION IS REQUIRED

Decontaminating children is a special challenge even before patients enter the emergency department.
Any protocol for using Visual Assessment as described below must first take into account if: (1) Decontamin-
ation is needed before entering the hospital; or (2) It is not needed before entering the facility.

If the child requires decontamination due to chemical or radiological contamination based on the nature of
the event and hospital administration policy, take the following steps:

e Visual Assessment Officer 1 prioritizes the decontamination process, moving critical patients
through the decontamination line first and less critical patients afterwards.

e Visual Assessment Officer 2 conducts a second visual assessment immediately after the patient’s
entry into the hospital or after decontamination to confirm the first assessment, since
decontamination may be an additional stress on patients and may cause patients to deteriorate.
The Officer then direct patients to the appropriate triage and treatment areas for more detailed
assessments and care.

e Children who do not require decontamination are sent to the appropriate clinical care area; both
Visual Assessment Officers should constantly assess the flow of children, prioritize them for
decontamination and assign them to the appropriate treatment areas.

TRIAGE PROTOCOL IF DECONTAMINATION IS NOT REQUIRED

If the child does not require decontamination, only one visual assessment is required upon entering the
hospitals; the patient will then be sent to the appropriate clinical care area according to the principles
outlined below.

The Visual Assessment Officer, an experienced clinician, should make a rapid visual
assessment (see the Visual Assessment Triangle on the following page and Appendix Il
at the end of this Section) to identify patients in need of immediate care and ensure
that critically ill children receive priority and are treated first by moving them quickly
into ED resuscitation areas or designated critical care areas (see Figure 13-1 and Table
13-1 on pages 126 and 129). (Infants and children who appear dead should be moved
into the hospital for attempted resuscitation). Both visual assessment and assigning a
clinical area are discussed in more detail later in this Section.

Special Triage Considerations for Unaccompanied Children

Quickly identify unaccompanied children—they require special attention and more resources since they
must be accompanied by staff; they also require special discharge procedures.

Children eight years of age or younger who lack an accompanying caretaker, those with special needs,

or those five years of age or younger in the presence of a care taker should not be considered stable solely
on visual inspection. These children require more detailed histories and physical examinations for this
determination.
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The Pediatric Visual Assessment Triangle below provides primary triage criteria—
respiration, circulation and appearance—that will determine next steps in moving
patients to Yellow or color-coded triage areas (see Table 13-1).

Figure 13-2. Pediatric Visual Assessment Triangle.*

Appearance Breathing
Mental status Visible movement
Muscle tone Work of breathing
Body position ASSESS (normal or increased)
Circulation
Skin color

*Source: Foltin GL, Tunik MG, Cooper A. Markenson D, Treiber M, Skomorowsky A, eds. Paramedic TRIPP; Teaching
Resource for Instructors in Prehospital Pediatrics Version 1.0: Center for Pediatric Emergency Medicine; 2002

Tables 13-2, 13-3 and 13-4 on pages 130, 131 and Appendices I and II at the end of
the section provide more information on assessing each criterion.

Provide only one visual assessment using the Key Visual Assessment Points in Figure
13-2 and then triage patients to the appropriate area. Keep the influx of patients
moving and expedite treatment by using the color-coded triage system and key
assessment points in Table 13-1 to decide patients’ condition and expeditiously assign
them to the appropriate clinical area. Details on the visual assessment of breathing,
circulation and appearance are given in Appendix I, Appendix II, and table 13-4.
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Table 13-1. Overview of color-coded triage system and key visual assessment
points.

Triage Color Critical/Unstable Potentially Unstable Stable
9 Red Yellow Green

Refer to Clinical I Triage Area or other Fast-Track or other
Resuscitation Area : .
Care Area designated area designated area

KEY VISUAL ASSESSMENT POINTS

If on assessment patients have abnormalities in all three of the Pediatric Assessment Triangle
areas, send them immediately to the 31 ERIELT EVLWAEEY for immediate care; conversely,
fast-track patients to the [Elfaagl area whose assessments are normal in all three.

If any evaluation elements from the Triangle indicate the patient is critically ill or unstable,
immediately send the child to 3i 3P HIREEIELdi:1is]3]] area.

If any evaluation elements from the Triangle indicate Potentially Unstable status, immediately send
the child to 'YELLOW: Triage area.

If all three evaluation elements from the Pediatric Assessment Triangle indicate Stable status, send

the child to Kelg{SS\BES T[] area.

Notes

Send children to 'YELLOW. area by default when the criteria for Critical/Unstable and Stable are not
clearly met.

Send children eight years of age or younger who lack an accompanying caretaker, those with special
needs and all patients five years old or younger who are with a caretaker to 'YELLOW: Triage. Do
not classify them as stable by visual inspection alone; these children require more detailed histories
and physical examinations.

TIER 2. FURTHER ASSESSMENT

Tier 2 triage involves providing more detailed assessments than occur in Tier 1; this tier
comprises the areas of hospital treatment, triage, fast-track and (to some extent)
resuscitation (see Figure 13-1 on page 126)

During Tier 2 triage, staff obtains a more-detailed, hands-on history (see Appendix III
“Taking a Sample History” on page 141), and physical examination, and will either: (1)
reconfirm patients’ condition; (2) down-triage them to lower levels of care; or (3) up-
triage them to higher levels of care. Since children can deteriorate abruptly, they must
be reassessed repeatedly until transferred to the appropriate area. Unit leaders for each
treatment area should supervise and ensure both initial and repeat assessments of all
children in all areas (see Appendices I and II).
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1. Assessing Breathing

The Officer forms a first impression of a patient’s respiratory status (see Table 13-2):

e If breathing is critical or unstable, the patient is considered and sent to the
front of the decontamination line or to the resuscitation area (as appropriate).

e If breathing is potentially unstable after decontamination, consider the patient
YELLOW and send to triage or to the appropriate treatment area after
decontamination.

e If breathing is stable, continue assessment for circulation and appearance based
on Tables 13-3 and 13-4 on page 131.

Table 13-2. Assessing and triaging patients based on breathing.*

Assessment

Critical/Unstable
Red

Triage Color

Potentially Unstable
Yellow

Stable
Green

Airway Partial or completely Patient with minimal Patent
obstructed or significant secretions
secretions or blood
Work of Absent or increased Normal Normal
breathing effort (work) with periods
of weakness
Breath Absent or decreased Normal, or silent Normal
sounds breath sounds; grunting, wheezing
wheezing, stridor
Respiratory Apnea, bradypnea, Occasionally increased Normal
rate tachypnea, irregular
breathing rate
Central skin Pallid, mottled or Pink Pink
color cyanotic
Inspection Absent or decreased Normal Normal
chest movements
Pulse Less than 85% 85% or higher 95% or higher
oximetry

*Modified from: CUPS Assessment Table © 1997 ND Sanddal, et al. Critical Trauma Care by the Basic EMT, 4th ed.

2. Assessing Circulation

The Officer forms a first impression of the patient’s circulatory status (see Table 13-3):

e If circulation is critical or unstable, consider the patient and send to the
resuscitation area.

e If circulation is potentially unstable, consider the patient YELLOW and send to
the ED holding area YELLOW area .

e If circulation is stable, continue the assessment for appearance in Table 13-4.
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Table 13-3. Assessing and triaging patients based on circulation.*

Assessment Triage Category by Color and Condition

Critical/Unstable Potentially Unstable
Red Yellow

Heart rate Tachycardia or Normal Normal
bradycardia

Pulse Weak central pulse, Normal Normal

strength absent or weak

peripheral pulse

Capillary refill >3-5 seconds <2-3 seconds <2-3 seconds
Blood Hypotensive Normal Normal
pressure

Skin Pallid, mottled or Normal Normal

cyanotic; cool

*Modified from: CUPS Assessment Table © 1997 ND Sanddal, et al. Critical Trauma Care by the Basic EMT, 4th ed.

3. Assessing Appearance

The Officer forms a first impression about a patient’s appearance, evaluating muscle
tone and mental status (see Tables 13- 4, 13-5 and Appendix IV.)

e If visual appearance is critical or unstable, consider the patient and send to
the resuscitation area

e [If visual appearance is potentially unstable, send the patient to the ED holding
area YELLOW area.

Table 13-4. Assessing and triaging patients based on appearance.*3

Variable Assessment

Tone Is there vigorous movement with good muscle tone or is the child limp?

Interactivity Is the child alert and attentive to surroundings or apathetic?
Will the child reach for a toy?

Does the child respond to people, objects and sounds?

Consolability Does comforting the child alleviate agitation and crying?
Look/Gaze Do the child’s eyes follow your movements, or is there a vacant gaze?
Speech/Cry Are vocalizations strong, or are they weak, muffled or hoarse?

*Modified from: CUPS Assessment Table © 1997 ND Sanddal, et al. Critical Trauma Care by the Basic EMT, 4th ed.

STICLS, also know as the “tickles” mnemonic. Adapted from Textbook of Pediatric Education for Prehospital Professionals, American Academy
of Pediatrics. 2000:36. Used with permission.
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4. Assessing Mental Status

The Officer forms a first impression about a patient’s mental status.

* Assessment of mental status is age dependent

e If the child is unresponsive or responsive only to pain, consider the patient
and send to the resuscitation area.

e If the child is responsive to verbal commands but it not acting appropriately, send
to the ED holding area (| YELLOW area).

e If the patient is alert, send to the (@AM area (fast-track).

See Appendix IV for more information on assessing mental status.

Table 13-5. Assessing and triaging patients based on mental status.*3

Critical/Unstable Potentially Unstable Stable
Red Yellow Green

Patient Responsive only to Responsive to Alert
Response Pain or Unresponsive Verbal commands

*Modified from: CUPS Assessment Table © 1997 ND Sanddal, et al. Critical Trauma Care by the Basic EMT, 4th ed.
$ Source: Alert-Verbal-Pain-Unresponsive AVPU)

5. Heart Rate and Respiratory Rate

Heart rate and respiratory rate are also important assessment criteria; Tables 13-6 and
13-7 provide normal ranges; consider anything consistently above or below these levels
as abnormal and consider the patient ; send to the resuscitation area.

Other factors, such as fever or anxiety, may cause transiently abnormal vital signs;
exercise discretion in these cases. When in doubt, send the patient to the triage
area.

Table 13-6. Average pediatric heart rates by age.*

Age (years) Heart rate (per minute)

Infant (0-1) 100-160
Toddler (1-3) 90-150
Preschooler (3-6) 80-140
School Aged (6-12) 70-120
Adolescent (12-18) 60-100

* Pulse rates for a child who is sleeping may be 10 percent less.
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Table 13-7. Average pediatric respiratory rates by age.

Age (years) Respiratory rate (per minute)

Infant (0-1) 30-40

Toddler (1-3) 24-40

Preschooler (3-6) 22-34

School Aged (6-12) 18-30

Adolescent (12-18) 12-16
6. Pain

Pain is another useful assessment tool, but measuring pain in infants and children is
difficult. Pain ratings are usually calculated by evaluating changes in vital signs (heart
rate, breathing rate and blood pressure); facial expression and behavior. Regular
measurements of these signs should be taken and recorded.

There are different pain rating scales used for infants and children compared to the
ones used for adults. For example, the Faces Pain Rating Scale (Figure 13-3) provides
a graphic for children to point out for describing their pain.

Figure 13-3. Faces Pain Rating Scale

m —~ -~ —~ ~ P
06 0 \ (36 \[ @[ @ (B
~ [) ~ [ () 0 0
0 1 2 3 4 h
No Hurt Hurts Hurts Hurts Hurts Hurts
Little Bit Little More Even More Whole Lot Worst

Consists of six cartoon faces ranging from a smiling face for “no pain”
to a tearful face for “worst pain.”

Recommended Age: Children as young as 3 years.

Source: Hockenberry MJ, Wilson D, Winkelstein ML: Wong'’s Essentials of Pediatric Nursing, ed. 7, St. Louis, 2005, p. 1259.
Used with permission. Copyright, Mosby.
http://www.painknowledge.org/physiciantools/opioid_toolkit/components/\WWong-Baker_Scale.pdf

MANAGING CLINICAL AREAS

Once the visual assessment is complete, patients should be assigned a triage/clinical
area as quickly as possible. The YELLOW and (@R8I classifications in
Table 13-1 on page 129 correspond to the color-coded triage and management areas

in Tables 13-2, 13-3 and 13-5 on pages 130, 131 and 132. (Tables 13-4, 3-6 and 13-7
provide other critical criteria for triage without the color-coding).

Information on staffing the various areas, and how to move patients through these areas
efficiently, is available in Table 13-8.
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STAFFING

Identify and train additional triage personnel before disasters occur—staff with
pediatric experience engages in more accurate triage of infants and children. Children
may look deceptively healthy, but because of their unique physiology, disasters may
make them sicker than adults are. Officers triaging children, therefore, should ideally
have pediatric experience.

Each treatment area within the ED and hospital should have a Unit Leader who ensures
that patients receive initial assessment and periodic reassessment, and that patient flow
is maintained. Unit Leaders should communicate directly with each other and address
the transfer of up- or down-graded patients among areas.

Additional personnel will be needed to guide unaccompanied children through triage.
Recorders, who do not have to be medical professionals, should help collect personal
information at all points during triage and initial treatment.

Table 13-8. Staffing and patient management by color-coded triage area.

RED (critical/unstable). Resuscitation Area

Staff ® Assign a Unit leader to this area.

® Resuscitation personnel should be trained in the evaluation and management
of critical pediatric patients.

Triage e |f visual Inspection officers have classified patients as Critical/Unstable
(see Tables 13-2, 13-3, 13-4 and 13-5 on pages 130-132) Obtain more
detailed histories (see page 141) and physical examinations.

® Once patients are stabilized, send them to the YELLOW Emergency
Department Treatment and Holding Area for continued care. Base this
decision on repeated assessments using the criteria in Tables 13-2,
13-3,13-4, 13-5, 13-6, 13-7 (see pages 130-133). In general, stable patients
do not require additional critical care or resuscitation.

® In some cases, patients will be sent to other areas for definitive management,
including the operating room, pediatric intensive care unit or other locations.

® Send deceased patients to the area designated as the morgue.
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YELLOW (potentially unstable). Triage

Staff e Assign a Unit Leader to this area.

® Resuscitation personnel should be trained in the evaluation and management of
pediatric patients.

Triage * Triage Officers will obtain more detailed histories (see page 141) and physical
examinations.

® The physical exam will include criteria from the Pediatric Assessment Triangle
(see page 128) and a hands-on physical exam, focusing on signs specific
to the suspected injury or illness and using criteria from Figure 13-1 on page
126 and Tables 13-2, 13-3,13-4, 13-5, 13-6, 13-7 (see pages 130-133). This
step should be repeated as necessary using the same criteria in the Tables
above. This second assessment will help identify children who became critical or
unstable after their initial evaluation.

® Based on the triage assessment send patients to the 1= HlEEVE 1o WA =EE
Yellow: Emergency Department Treatment and Holding Area or

Green: Fast-Track/ Minor Treatment Area ESE:eJel(e]oJ{F-1 (N

YELLOW (potentially unstable). Emergency Department Treatment and Holding Area

® This area will include patients receiving definitive medical care in the Emergency
Department.

® Send these patients to a definitive management area or home, when appropriate.
® Send patient’s whose clinical status declines to [g{=p B3 EETE £y WAEEN or to

CICEORER R E L AL ICENEIMPLEEY if they improve dramatically and ED

Treatment and Holding Area resources are needed to provide care for potentially
unstable patients.

GREEN (fast-track/minor treatment)

Staff ® Assign a Unit Leader to this area.

¢ Fast Track personnel should be trained in evaluation and management of
pediatric patients.

Triage * Visual Inspection or Triage Officers are responsible for classifying patients
as stable.

® Obtain a more detailed history (see page 141) and physical examination.

® The physical exam will include criteria from the Pediatric Assessment Triangle
(see page 128) and a hands-on physical exam, focusing on signs specific to the
suspected injury or illness and using criteria from Figure 13-1 on page 126 and
Tables 13-2, 13-3,13-4, 13-5, 13-6, 13-7 (see pages 130-133). This step should
be repeated as necessary using the same criteria in the Tables above. This
second assessment will help identify children who became critical or unstable
after their initial evaluation.

® Based on the Pediatric Assessment Triangle (page 128), send patients to the
Yellow: Emergency Department Treatment and Holding Area, or to a
definitive management area or home, when appropriate.

® Monitor children waiting for assessment or treatment at regular intervals
using criteria from the Pediatric Assessment Triangle on page 128.

Because both over-triage and under-triage may occur, staff should reassess patients and
up-grade or down-grade them throughout the multiple steps of triage to optimize ED
resources. Unit Leaders in each of the areas are responsible for assigning staff for this task.
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APPENDIX I.
JOB RESPONSIBILITIES - VISUAL ASSESSMENT OFFICERS

* Evaluate patients with a “first impression” or visual assessment.
* Maintain a “hands-off” process.

* Assign patients to one of three triage priorities based on first impression:

RN (@STHTEIARNT R )], Yellow (Potentially Unstable) or [€ESNEENE)].

Color triage corresponds to injury acuity.

e Based on the child’s acuity level, determine the appropriate clinical area and
the order he or she will go through triage.

Special Situations

Patients younger than eight years of age.
Staff unfamiliar with this population should identify these patients as Yellow
(Potentially Unstable) and send them to the Yellow Triage Area, where a more
detailed history and physical examination can be obtained.

Patients with special needs.
Staff unfamiliar with this population should identify these patients as Yellow
(Potentially Unstable) and send them to the Yellow Triage Area, where a
more detailed history and physical examination can be obtained.

Patients with exposures requiring decontamination.
Two Visual Inspection Officers, one before and one after decontamination,
should evaluate these children.

Before any medical intervention, the Visual Inspection Officer 1 decides
the patient’s priority to undergo decontamination.

After decontamination, the Visual Inspection Officer 2 completes a second

visual assessment, assigning patients to one of three triage priorities: P!
([(@FGTIASLEEL|, Yellow (Potentially Unstable) or [&ESEEIELIGEY).
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APPENDIX II.

ASSESSING INFANTS AND CHILDREN: TIPS AND TOOLS

Form a visual impression before approaching for the hands-on assessment.

Take age-related factors into account (muscle tone, coordination, heart rate and
respiratory rate).

Be aware that abruptly approaching young, already stressed children can increase
agitation, potentially worsening their condition.

Maintain a calm, reassuring manner when assessing very young patients.

To assess younger children, have a parent hold the child or allow the child to sit
on the parent’s lap if possible.

Encourage the parent to participate in the examination.
Allow infants to suck on a pacifier or gloved finger.

If at any point during the first impression you identify a significant clinical
problem, immediately discontinue the visual assessment, approach the child and
begin the hands-on initial assessment.

Do not delay lifesaving interventions to initiate monitoring.
When taking body temperatures, remember:

e Fever may make infants and children irritable or somnolent, which can
affect the results of the assessment.

* In young children, high fever can cause tachypnea and tachycardia.

e Using proper techniques, body temperature can be accurately measured at
the axillary, oral, rectal, temporal or tympanic sites.

Look for general signs of a healthy child (taking into account age-appropriate
evaluation).

This visual inspection focuses on three items (breathing, circulation and
appearance). See the Assessment tools 1, 2 and 3 in this Appendix for more
information.
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ASSESSMENT TOOL 1: BREATHING

¢ In children, respiratory arrest is the primary cause of cardiac arrest.

* The critical window between the onset of apnea and the onset of cardiac arrest in
children is very short—no more than one or two minutes.

* Children’s airways are narrower at all levels than adults’ are, resulting in higher airflow
resistance.

* Edema or secretions can further narrow the airway, greatly increasing airflow resistance.
* Avoid actions that could agitate or frighten a child in respiratory distress.

* The Table below summarizes signs of respiratory distress, failure and arrest.

Table. Signs of respiratory distress, failure and arrest*

Assessment Distress Failure Arrest
Mental Status Alert, agitated or Extreme agitation Unresponsive
combative or reduced
responsiveness
Muscle tone/body Normal, may assume Normal tone or Atony
position tripod position hypotonia
Chest movement Present Present Absent
Work of breathing Increased Greatly increased with ~ Absent

periods of weakness

Skin color Pink or pallid Pallid, mottled or Cyanotic
cyanotic

Modified from: Paramedic TRIPP: Teaching Resources for Instructors in Prehospital Pediatrics. Visit:
www.med.nyu.edu/pediatrics/emergency/cpem/html/trippals.html

* For a child able to breathe spontaneously, perform these detailed assessments:
1. Evaluate work of breathing and breath sounds, looking for:

e Inspiratory retractions in the suprasternal, supraclavicular, intercostal or
subcostal areas

e Inspiratory nasal flaring
e Head bobbing
Listen for stridor, grunting and gurgling.
Count respiratory rate for 30 seconds.
Assess respiratory depth and pattern.
Evaluate central color at the lips, tongue and oral mucosa.

Look for chest trauma.

No e WwN

Auscultate the chest by placing stethoscope below each axilla in turn and compar-
ing breath sounds of the right and left lung fields to see if they are equal. Listen for:

e Decreased breath sounds
* Wheezing
e Crackles

8. Optional: Initiate pulse oximetry. (This may be time-consuming and is not
necessary in disaster triage.) 139
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ASSESSMENT TOOL 2: CIRCULATION

Note skin color at the lips, tongue, palms or soles of the feet; abnormal skin color
(pallor, mottling or cyanosis) indicates an urgent condition.

Feel for the central pulse. Recommended sites:
* Newborns: base of umbilical cord
¢ Infants and young children: brachial and femoral pulse
e Older children: carotid artery

If a central pulse is present, evaluate its strength; a weak pulse might indicate
decompensated shock.

Count pulse rate for 30 seconds. Double this figure to find the rate per minute.

If the child is uncooperative, count the rate by auscultating with a stethoscope
over the left side of the chest between the sternum and nipple.

Compare peripheral and central pulses. They should be similar; weak or irregular
peripheral pulses indicate shock or hemorrhage.

Check skin temperature. Cold skin may indicate either poor peripheral perfusion
or exposure to cold ambient temperatures. Hot skin may indicate fever, infection
or hyperthermia caused by very warm ambient temperatures. Check body
temperature.

Check capillary refill time. Delayed capillary refill (more than 3 seconds) may
indicate poor perfusion or exposure to cool ambient temperatures.

ASSESSMENT TOOL 3: APPEARANCE

Level of consciousness. All healthy children will constantly interact with their
environment. Proceed with initial assessment when the child is markedly irritable,
agitated or shows reduced responsiveness.

Interaction with parent. A healthy child will respond when his or her name is
called. Proceed with initial assessment when the child is markedly slow, shows no
response, cries inconsolably or fails to recognize a parent.

Response to others. A healthy child will react to your presence. Proceed with
initial assessment if the child does not respond to your presence.

Muscle tone and body position. A healthy child will assume a comfortable
position. Infants will place their extremities in a flexed position and move all four
limbs at a similar rate. Proceed with initial assessment if there is hypotonia,
rigidity or if the child cannot sit.
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APPENDIX Ill. TAKING A SAMPLE HISTORY

A sample history is a focused history gathered from first responders, caregivers and the
patient, taken in all three (Red, Yellow, and Green) triage areas (see Table 13-1 on page
129), after a visual assessment (see page 128) has been completed. See the Sample
History acronym below.

When taking a focused history, categorize patients by age range—infants, toddlers,
preschoolers, children or adolescents.

SAMPLE HISTORY
Signs/symptoms —assessment findings and history
Allergies —particularly drug allergies
Medications the child is currently taking

Past medical problems (especially chronic medical conditions such as asthma, which may
predispose child to greater morbidity/mortality)

Last food or liquid the child has taken

Events leading to the illness or injury (this will be of special relevance in a disaster—
specific questions will depend on the type of event)
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APPENDIX IV.
MENTAL STATUS ASSESSMENT

e Staff evaluating the mental status of children should understand the unique
developmental factors characteristic of this population. Some of these charac-
teristics are outlined below, but staff should refer to other texts for a more
comprehensive review of developmental stages. (See Section 7. Psychosocial
Considerations on page 68.)

* Be prepared for psychological problems when the child’s caretaker or parent is
absent.

e A standard Glasgow Coma Scale is provided below along with a modified version
adapted for assessing infants and young children who lack the developmental
maturity to speak or respond to commands. This test can help evaluators detect
changes in the child’s condition over time, but will not help with decisions about
immediate care or triage.

Standard Glasgow Coma Scale

Eye Opening Points Best Verbal Points Best Motor Points
Response Response
Spontaneous 4 Oriented 5 Follows commands 6
To verbal stimuli 3 Confused 4 Localizes pain 5
To Pain 2 Inappropriate words 3 Withdraws from 4
None 1 Incomprehensible 2 painful stimuli
sounds Abnormal flexion in 8
None 1 response to painful
stimuli
Abnormal extension 2
in response to painful
stimuli
No response 1
Pediatric Glasgow Coma Scale
Eye Opening Points Best Verbal Points Best Motor Points
Response Response
Spontaneous 4 Coos, babbles 5 Normal spontaneous 6
To speech 3 Irritable, cries 4 movement
To pain 2 Cries in response 3 Withdraws in 5
None 1 to painful stimuli re§ponse to touch
Moans in response 2 Withdraws from 4
to painful stimuli painful stimuli
No response to 1 Abnormal flexpn in 3
painful stimuli response to painful
stimuli
Abnormal extension 2
in response to painful
stimuli
No response 1
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Another way to evaluate children’s mental status is to observe if behavior is
age-appropriate. Below are some indicators to look for when evaluating infants

and children.
Age (years) Behavior

Infants (0-18 months)  Walking begins at approximately 1 year

® Easily consolable by caregiver, e.g. smiles and coos
with parent

® Appropriate reactions to others include stranger
anxiety, which is associated with crying
Toddler (18 months to <3 Years) e Normal: explores the environment (i.e., looks and

walks around)

® Talking is appropriate for developmental level: simple
words and short sentences

Preschool (3 years to <7 years) e Talking: more prominent, longer and understandable
sentences
School-Aged (7 years to 12 years) * Able to verbalize his or her needs: HOWEVER, the

child may regress to an earlier stage of development.
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