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I.

Introduction
A. About the National Advisory Committee on Children and Disasters

The National Advisory Committee on Children and Disasters (NACCD) was established in 2014 by the
Pandemic and All-Hazards Preparedness Reauthorization Act of 2013 (PAHPRA) to provide expert advice
and consultation to the Secretary of the U.S. Department of Health and Human Services (HHS) and the
Assistant Secretary for Preparedness and Response (ASPR) on the medical and public health needs of
children related to all-hazards emergencies, and to provide input on preparedness activities such as
disaster drills and exercises, as well as input on medical and public health grants and cooperative
agreements.
The 15-member NACCD (see Appendix B) comprises public health and medical experts from federal,
state, and local health agencies and child experts experienced in disaster preparedness and response.
NACCD members understand that children have unique needs and should not be treated like little adults
when it comes to public health emergencies and disasters. The NACCD seeks to build upon the
foundational work already accomplished by many organizations and individuals to ensure the health
needs of children are met nationwide during public health emergencies and disasters.
B. Exploring Short Term Surge Capacity
In November 2014, the ASPR sent a task letter (see Appendix A) to the NACCD requesting an assessment
of the current state of readiness nationally for a surge of very ill, contagious pediatric patients due to an
infectious disease outbreak. With scenarios such as influenza and Enterovirus (EV) D68 threatening to
overwhelm local pediatric care capabilities and Ebola Virus Disease (EVD) posing additional concerns to
health care and public health professionals during the fall of 2014, the ASPR invited the NACCD to
expediently examine these or other potential infectious disease threats and provide strategies to
improve national pediatric surge capacity in the near-term. This report summarizes the methods,
limitations, gaps, key findings, and results of the NACCD’s assessment of current national pediatric surge
capacity with attention paid to the following areas as delineated in the ASPR task letter:
•

The current state of readiness to transport large numbers of critically ill children

•

The current state of general emergency/pediatric emergency surge capacity

•

The current readiness of children’s hospitals to surge during an infectious disease
outbreak

•

The current state of non-pediatric facilities to care for children in large-scale disease
outbreaks

•

A summary of potential mitigation strategies for identified gaps

•

A review of best practices and a summary of practical tools to help build health care
coalitions aimed at increasing community readiness to care for children.
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C. Methods
The NACCD formed the Surge Capacity Work Group (see Appendix C) under its auspices to respond to
the task letter. The Work Group invited subject matter experts (SMEs) (see Appendix D) from across the
country to provide, based on their extensive knowledge, background, and training, their expertise,
perspectives, and real-world experiences as related to pediatric surge capacity. The Work Group also
assessed the literature to gather additional information on pediatric surge capacity. As the Work Group
deliberated on the topic of a surge of infectious children and how that would evolve nationally,
members considered the essential question: what could the ASPR and the HHS Secretary do and/or
influence to strengthen pediatric surge capacity?
D. Recommendations and Gaps
Many gaps identified by the Work Group and during discussions with SMEs in pediatric disaster
preparedness concerned local, public, or private institutional policies and practices, which were deemed
outside the sphere of federal authority, influence, or responsibility. This report, therefore, provides
insights into strategic issues that are within the scope the ASPR and the HHS Secretary and aims to
increase federal situational awareness of local preparedness for pediatric surge to inform potential
policy decisions. While the strategies below are suggestions for near-term solutions, the NACCD
concluded that a need remains for additional long-term strategies to ensure pediatric surge capacity in
the event of a severe infectious disease outbreak.
The gaps highlighted in this report are those assessed as requiring the specific attention of federal
partners and illuminating big-picture gaps in national pediatric surge capacity.
E. Limitations
The Surge Capacity Work Group existed in the midst of the 2014-2015 Ebola Virus Disease Outbreak, the
2014 Enterovirus D68 Outbreak, and a 2014 flu season, with a less effective vaccine due to virus drift.
The timing and time constraints of the ASPR tasking presented a unique and intensive opportunity to
evaluate pediatric surge in the midst of multiple real-world scenarios. There were qualitative benefits of
learning from the real time evolution of these responses and from the experience of clinicians, public
health officials, and health care coalition experts actively involved in responding to an infectious disease
threat. The task also presented significant quantitative limitations as accessible data were especially
limited and constantly evolving. In many cases, data-sets were not readily available – a limitation and a
pediatric surge capacity gap in itself. The report, therefore, includes additional research questions,
sparked by the lack of readily available data, which need to be explored in the future.
The NACCD explored available data sources but found data sets to be scarce and not helpful to this short
turn-around task.
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II.

Task 1: The current state of readiness to transport infectious children
A. Findings

The NACCD focused on assessing national capacity to respond to at least a multi-state or regional
infectious disease outbreak, especially one that is rapidly spreading. The Work Group found substantial
gaps within the national pediatric transport capability. The readiness to move large numbers of
infectious children is limited and variable across the country. There are no current systems to relay and
assess needed information on general transport, let alone pediatric transport. The core categories
investigated include:
•
•
•

Staff: the quality and quantity of training and personnel qualifications
Supplies: all supplies, particularly specialized equipment and containment units, needed for
pediatric transport
Systems: existing systems to smoothly transport infectious children across jurisdictions

Pediatric air transport publications have indicated substantial experience by air paramedics and nurses,
who reported an average of 12 years of in-flight airway management practice. During these events,
aircraft have usually been supplied by either private owners in desperate situations, or by aircraft
agencies that have had pre-disaster agreements with hospitals in the region.1, 2 Having pre-planned
transportation is critical in times of large public health emergencies, as it allows for aircraft to be
properly equipped and prepared for utilization. Critical equipment includes neonatal and age- and sizeappropriate airway supplies, machines, and medications needed for intubation and resuscitation.2 The
literature also recommends creating and implementing a traffic control plan into the incident command
system (ICS) to minimize obstruction and transport times.1, 3
Key Finding:

The NACCD finds a need for nationally coordinated emergency medical services to move
large numbers of infectious pediatric patients.

In discussions with SMEs, the Work Group identified two key federal level partners as potentially playing
important roles in strengthening pediatric transport capacity:
•

•

EMSC: The HHS Health Resources and Services Administration (HRSA) Emergency Medical
Services for Children (EMSC) Program leads the coordination effort of national pediatric
transport resources, surveys transport coalitions, and identifies best practices for regions to
replicate.
The Department of Defense: Military aircraft could be readily accessible via the ICS response,
particularly when air transport is required in circumstances of limited transport capability.1, 2, 4
The DoD is a valuable national stakeholder with a potential to support pediatric transport and,
therefore, should be part of the national discussion.

Discussions and literature revealed that some parts of the country have established transport coalitions
based on jurisdictions or Memorandums of Understanding (MOUs) between hospital systems. These
coalitions present a promising practice. The NACCD concludes that expanded collaboration via
coalitions would strengthen national emergency medical system readiness for pediatric patients.
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Key Finding:

Replicating successful regional approaches to pediatric and neonatal transport is an
efficient use of time and resources for communities lacking such approaches individually
and/or with limited means.

Planning for the medical and infection control aspects of emergently transporting infected children
should be addressed within emergency preparedness plans for all facilities – not just medical but also
educational, childcare, juvenile justice, and other community settings and facilities—responsible for the
care of children. Those plans should address liability issues pertaining to the Health Insurance
Portability and Accountability Act (HIPAA) and the Family Educational Rights and Privacy Act (FERPA).
B. Summary and Recommendation
The lack of national real-time data on pediatric transport capacity led the NACCD to rely upon the
experience and perspectives of SMEs and recent experience of Work Group members during the 20142015 Ebola response, the 2014 Enterovirus D68 outbreak, and the 2014 flu season. It became clear that
the United States has a patient transport system of dedicated professionals and advanced supplies.
While it is much better than it was a decade ago, the system is still diverse and fragmented across
counties, regions, and jurisdictions. This fragmentation is even greater for pediatric transport, which
requires additional specific expertise. Based on discussions, the Work Group finds the most effective
use of HHS Secretary and the ASPR’s scope of authority is to facilitate discussions among stakeholders.
By bringing together decision makers, the ASPR would be facilitating the development of relationships
and networks, which is the first step in addressing existing gaps in pediatric transport and integrating
pediatric transport discussions into overall patient transport plans.
Recommendation A: The NACCD recommends that the ASPR develop a national network of
stakeholders to examine issues and address barriers, and, ultimately, implement
solutions to family (child and adult caregiver) transport needs during an
infectious disease crisis.
C. Additional Research Questions
• What options exist for real-time monitoring of transport inventory?
• How can collaboration be expanded to ensure coverage of areas with scarce resources?
• What are the liability issues pertaining to HIPAA and FERPA and how can they be resolved?
III.

Task 2: The current state of general emergency/pediatric emergency surge capacity
A. Findings

The NACCD found data sources that provide a national perspective on pediatric infectious disease
readiness to be scarce and the input provided to the Work Group by SMEs was anecdotal and
experiential. While some information exists in various locations and in variable quantities and quality,
the information is not necessarily collated into a usable source to be generalizable nationally to provide
a needed overarching picture. Subject matter expert perspectives revealed a lack of current
preparedness in the United States emergency medical system. The Work Group found that jurisdictional
viewpoints, while helpful, highlighted the lack of nationally based, real-time, situational awareness of
actual pediatric infectious disease surge readiness and much desire for this.
7

Key Finding:

The NACCD concludes that a national conversation aimed at developing a system to
address general emergency/pediatric surge capacity should be established.

There is a deficiency in national preparedness guidelines and federal recommendations and existing
guidance has not fully penetrated to the level of pediatric emergency physicians. The result is varying
degrees of compliance with recommendations and inconsistent management of patients across the
nation, especially in the face of supply constraints.5, 6 Lack of health care professional training and
preparedness has also poorly affected responses to pediatric surges; these gaps require specific
attention to providing health care staff with proper instruction. Furthermore, institutional issues and
uncooperative administrative personnel hinder implementation of necessary interventions to manage
surge.7 Hence, additional federal influence on the enforcement of surge capacity policies would provide
a stronger collaborative response.7 The NACCD concludes that the majority of hospitals are generally
ready for normal flu/respiratory surges, but they are not prepared for highly infectious disease
outbreaks or high acuity, emerging infections that could spread rapidly and impact many regions and
states across the country.
Key Finding:

The clinical and organizational frameworks of mature trauma centers, which are
prepared to respond to large-scale disasters, could be utilized to provide well-developed
management protocols for large public health emergencies.8

B. Summary and Recommendation
A national perspective is needed to coordinate across regions and to eliminate jurisdictional boundaries,
which hinder and do not reflect the interconnected nature of health care delivery during large-scale
emergencies. Utilizing regional experiences may provide direction for the development of national
guidelines.
Recommendation B: The NACCD recommends that the ASPR develop a national-level, real-time
system to monitor pediatric resources, usage, and surge capacity, including
pediatric primary and specialty care practitioners, pediatric transport, pediatric
hospitals, network communications, pediatric medical equipment and
pharmaceutical caches.
C. Additional Research Questions
• What are the key indicators of surge capacity?
• What are the key measures for the assessment and evaluation of surge capacity of the health
care system?
IV.

Task 3: The current readiness of children’s hospitals to surge during an infectious disease
outbreak
A. Findings

A fundamental point of view among pediatric SMEs is that children’s hospitals are specialized regional
centers of care within their communities, not only for infectious diseases, but also multiple other
specialties and diseases with expertise and resources. As such, serving as the principal response focus
8

for a surge of very ill, infectious patients is challenging. Yet, children’s hospitals are oftentimes the
organizational leaders in the preparedness and response charge within their communities. Since the
majority of children actually are not treated in children’s hospitals, these hospitals should not be the
expected primary providers of health care for large numbers of very ill, infectious children. Rather,
children’s hospitals, in addition to providing care to the most critically ill children, offer a leadership or
guiding role in supporting non-children’s hospitals to prepare and respond to a pediatric surge.
Key Finding:

The NACCD emphasizes the need for a strong national children’s hospital leadership role
with central coordination of preparedness and pediatric surge measures.

In the past, prominent children’s hospitals throughout the United States have improvised surge plans in
the face of emerging pandemics, in particular the 2009 H1N1 influenza outbreak.9-14 Many facilities
established hospital incident command centers that were activated immediately upon detection of the
surge.11 The incident command system (ICS) incorporated planning, operations, logistics, and finance,
with designated leadership positions reporting back to the command center.13 Defining roles,
authoritative positions, and specific responsibilities provided structure to the system. One institution in
particular prepared an emergency operations plan, which outlined the principles, procedures, and
activities for the hospital.13 A multidisciplinary influenza task force, which was responsible for
coordinating planning, met regularly to identify gaps in the system and to adapt to the dynamic nature
of the epidemic.14 Communication amongst these arms, as well as between facilities, was vital for a
successful surge. This is a model that should be replicated elsewhere and for other infectious disease
emergencies. Guidelines should attempt to expand on these principles to implement a system that can
be adopted by all hospitals.
B. Summary and Recommendation
Subject matter expert interviews, recent experience, and the literature indicate that children’s hospitals
have the expertise and adaptability to quickly respond to emerging needs. Previous events have
provided models for the role and approaches for children’s hospitals. Again, the scarcity of available
data sets limited the ability to assess current readiness.
Recommendation C:

Without data to quantifiably assess readiness of children’s hospitals, the NACCD
recommends that the ASPR bring together key stakeholders from children’s
hospitals to discuss current readiness, define the role of children’s hospitals,
and determine next steps for improving the capacity of all hospitals to quickly
respond in an infectious disease crisis with national safety implications.

C. Additional Research Questions
• Percent and location of children’s hospitals that have established an ICS
• Percent and location of children’s hospitals that have relationships with local emergency
planners
• Percent location of children’s hospitals that regularly conduct drills
• The type of drills regularly conducted by children’s hospitals
• Percent and location of children’s hospitals that are integrated into local or regional networks for
surge preparedness
9

•
•
•
V.

Relationship between children’s hospitals and other hospitals currently serving pediatric patients
or which may need to in an infectious disease crisis
Perceived role of children’s hospitals in infectious disease crises
Perceived value of preparedness activities by children’s hospital executives
Task 4: The current state of non-pediatric facilities to care for children in large-scale disease
outbreaks

A. Findings
As mentioned above, the majority of children are seen in predominantly adult care or general hospital
facilities. These essentially non-pediatric facilities will likely bear the brunt of the pediatric care burden
in addition to the adult care burden in the event of an infectious disease surge. It is imperative that
these facilities understand the implications of providing care to large numbers of children and meet the
challenges of this responsibility well in advance of an event. Therefore, it is critical to involve them in
pediatric surge capacity discussions and preparedness activities.
Recent research has implied that current hospital infectious disease surge capacity is insufficient to
accommodate a large influx of pediatric patients.15 Studies have revealed that hospitals most prepared
for pediatric surges are those that manage pediatric patients on a daily basis and those that have either
separate pediatric wards or are located in a large metropolitan area.16 For hospitals with fewer
resources or that do not manage a critical pediatric population, written transfer agreements with other
hospitals should be arranged. However, in large-scale pandemics, during which children’s hospitals will
be overwhelmed, such care facilities must be prepared in both staffing and resources to provide care for
children.16
Key Finding:

The NACCD considers the lack of national guidelines and/or standards for general
hospital systems on baseline pediatric care skills and resources to be a serious gap in
capacity. A valuable starting point for general hospitals is the EMSC Checklist.

There is a need to elevate pediatric care expertise on a routine basis and thereby enhance the ability to
respond to a pediatric surge. This capacity is needed throughout the country, especially in communities
which cannot rely on nearby children’s hospitals to support a surge of severely ill, infectious children.
B. Summary and Recommendation
Non-pediatric hospitals will be involved in the care of children during a large scale disease outbreak.
Without sufficient planning, the involvement of non-pediatric facilities in the care of children may be
detrimental. EMSC has provided valuable information that can be built upon. Baseline pediatric care
guidelines should be developed. In addition, mechanisms to recognize those hospitals that meet the
guidelines could encourage readiness and improve outcomes during a large scale disease outbreak.
Recommendation D:

The NACCD recommends that the HHS Secretary take steps to mitigate the gaps
identified in the HRSA EMSC Readiness Study.
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C. Additional Research Questions
• Percent and location of non-children’s hospitals with an established ICS
• Percent and location of non-children’s hospitals that have relationships with local emergency
planners
• Percent and location of non-children’s hospitals that have developed an emergency response
plan in collaboration with neighboring children’s hospitals
• Percent and location of non-children’s hospitals that regularly conduct drills involving pediatric
patients
• Relationship between children’s hospitals and other hospitals currently serving pediatric patients
or may need to in an infectious disease crisis
• Perceived role of hospitals in infectious disease crises
• Perceived value of preparedness activities by hospital executives
VI.

Task 5: A summary of potential mitigation strategies for identified gaps
A. Findings

Key Finding:

Much of the research yielded gaps in four particular areas: staffing, age-appropriate
resources, space to accommodate the influx of patients, and a structured, clearlydefined system through which institutions can coordinate a successful pediatric surge.1,
3, 9, 17, 18

Mitigation strategies that have been identified revolve around the core components of surge capacity:
1. Staff: There needs to be focused training for health care staff and a means of instituting
competent team members, both non-medical volunteers and health-care-related individuals, to
respond to activation of the ICS.19-24
2. Supplies: An adequate supply of age-appropriate and size-appropriate emergency medical
system resuscitation supplies and medications must be available at all sites and in all
transportation methods.16, 17, 25-27 To mitigate lack of supplies in real-time, the strategic national
stockpile (SNS) could function as a stop-gap to address pediatric needs.
3. Space: Alternate care sites, including mobile sites and public venues, should be pre-determined
to accommodate the influx of pediatric patients; of these, proper isolation quarters and
procedures should be planned.11, 28-32
4. Systems: Lastly, the functionality of a hospital depends on the proper structuring of all roles and
responsibilities, inter-hospital and intra-hospital communications and transport, medical
education, media, and medical-legal issues, including credentialing, and ethics.1, 4, 9, 10, 13, 26, 33-38
5. Planning requires community awareness and cooperation, isolation and quarantine guidance,
infection prevention precautions, in addition to local, regional, and federal partnerships.39-43
Key Finding:

The NACCD found, in the process of this assessment, a complete system identifying
potential gaps to be lacking, with only disparate parts with varying levels of detail or
information currently existing.

A deeper understanding of the gaps in pediatric surge capacity is required to recommend additional
mitigation strategies. For example, the EVD 2014 Response uncovered for the medical and public health
communities unanticipated and unforeseen breaches in protocols, practices, and resources despite
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numerous guidance documents and conversations. Certain problems were identified only when they
were put into practice. For instance, guidance pivoted from a universal response to the development of
specialized care facilities. Issues regarding the quarantine of children and parents/guardians in the
context of the family unit also needed to be developed.
B. Summary and Recommendations
Mitigation strategies to address gaps in pediatric surge should focus on four areas: staffing, ageappropriate resources, space to accommodate the influx of pediatric patients, and a structured, clearlydefined system through which institutions can coordinate a successful pediatric surge. Additional
consideration will be helpful to better define the gaps and opportunities for improvement.
Recommendation E:

The NACCD recommends that the ASPR facilitate an ongoing workgroup of SMEs
to develop pediatric surge strategies and guidelines to address staff, supplies,
space, and systems that are flexible to be imposed at a local, state, regional, or
national level.

Recommendation F:

The NACCD recommends an ongoing, HHS-guided national discussion and
review of potential future challenges and strategies and a regular means to
disseminate what is developed and current to streamline efforts during
infectious disease crises. A range of diverse perspectives and expertise is
needed to uncover gaps and develop and share strategies.

C. Additional Research Questions
• How do systems creatively modify staffing structures to meet the needs of children in a surge
situation?
• Are there simple adaptations of readily available equipment and supplies to meet the needs of
children?
VII.

Task 6: A review of best practices and a summary of practical tools to help build health care
coalitions aimed at increasing community readiness to care for children
A. Findings

Key Finding:

Strong health care coalitions reduce dependence on outside and/or federal resources
during emergencies by encouraging the sharing of resources and expertise.

Effective pediatric health care coalitions encompass the entire span of health care delivery: children’s
hospitals, community hospitals, pediatricians, emergency medical systems, pre-hospital services, urgent
care, ambulatory care, pharmacies, public health, and schools.44-46 Effective coalitions require the
uniting of health systems with government agencies in coordinating, mandating, and financing care in
large-scale epidemics.1, 43 This will allow for better immediate health care delivery, as well as
preservation of national reserves for unforeseen circumstances that may deplete resources and result in
rationing care. Not only will these organizations provide standardization of care, but they will also allow
for proper allocation of limited supplies, such as ventilators and vaccines.47-52 Adult facilities are critical
12

members of these coalitions and would bear the majority of the responsibility for the care of ill children,
especially when regular capacity is exceeded in pediatric settings.
Poly-institutional strategies necessitate communication among agencies for pre-event planning; it will
be critical for creating an efficient health care coalition, and should include appointing public health
officials and designating leadership roles.39, 53-56 HHS should guide a national conversation among
pediatric subject matter experts and stakeholders on pediatric surge capacity in the face of infectious
disease outbreaks. Coalitions would benefit from partnering to share information, strategies, resources,
and challenges, and thus identify many unused and unrecognized tools existing at the local, regional,
and national levels and ultimately avoid reinventing the wheel with each response to an infectious
disease crisis. CDC’s Health Care Preparedness Activity has provided a workbook to assist communities
to build coalitions to address surge and could serve as a model.
Key Finding:

Pediatric surge capacity is enhanced and demands on emergency department and
inpatient settings are lessened when all aspects of health care are involved in
coalitions.11, 53

Health care coalitions require a constant and reliable source of funding to sustain their progress,
whether it comes from the federal government and/or from other sources.1 They cannot be expected to
function on uncertain or shoe-string budgets and staffs of one. Coalition success also depends on key
individuals within organizations with an interest in forming strong collaborations. At a higher level, an
organization to serve in a central coordinating role is required to hold the coalition together and ensure
focused, concerted efforts. Departments of health and academic institutions could be utilized as
coordinating organizations while also providing unique research skills to test and analyze what does and
does not work.
B. Summary and Recommendations
Healthcare coalitions exist in different forms throughout the country. Work has been done to
determine optimal coalition structures to meet pediatric surge needs. Key components include a strong
central coordination hub with regular gathering of key stakeholders. Building upon this work, further
guidance to communities would benefit readiness. The NACCD suggests building on the existing
research about optimal coalitions to develop an adaptable model for communities to use. In addition,
best practices could be promoted in a repository that catalogues community-based surge to promote
strategies, programs, templates, surveys, and reports illustrating key components for a successful
coalition. Coalitions should also be encouraged to exercise frequently to maintain readiness.
Recommendation G:

The NACCD urges the ASPR to ensure constant and reliable funding of health care
coalitions.

Recommendation H:

The NACCD calls on the ASPR to support convening pediatric health care coalition
and preparedness stakeholders annually to assess strategic planning, gap
analysis, and mitigation tactics for addressing pandemic and emerging infectious
disease threats with national implications.

13

Recommendation I:

The NACCD recommends that the ASPR guide a national conversation among
pediatric SMEs and health care coalition stakeholders on pediatric surge capacity
during large scale infectious disease outbreaks.

C. Additional Research Questions
• How can infectious disease scenario modeling provide predictions for testing surge capacity?
• What other techniques could be used to test surge capacity estimates?
VIII.

Recommendations Summary
A. The NACCD recommends that the ASPR develop a national network of stakeholders to examine
issues and address barriers, and, ultimately, implement solutions to family (child and adult
caregiver) transport needs during infectious disease crises.
B. The NACCD recommends that the ASPR develop a national-level, real-time system to monitor
pediatric resources, usage, and surge capacity, including pediatric primary and specialty care
practitioners, pediatric transport, pediatric hospitals, network communications, and pediatric
medical equipment and pharmaceutical caches.
C. Without data to quantifiably assess surge readiness of children’s hospitals, the NACCD
recommends that the ASPR bring together key stakeholders from children’s hospitals to discuss
current readiness, define the role of children’s hospitals, and determine next steps for
improving the capacity of all hospitals to quickly respond in an infectious disease crisis with
national safety implications.
D. The NACCD recommends that the HHS Secretary take steps to mitigate the gaps identified in the
HRSA EMSC Readiness Study.
E. The NACCD recommends that the ASPR facilitate an ongoing workgroup of SMEs to develop
pediatric surge strategies and guidelines to address staff, supplies, space, and systems that are
flexible to be imposed at a local, state, regional, or national level.
F. The NACCD recommends an ongoing HHS-guided, national discussion and review of potential
future challenges and strategies and determine a regular means to disseminate what is
developed and current to streamline efforts during infectious disease crises. A range of
perspectives and expertise is needed to uncover gaps and to develop and share strategies.
G. The NACCD urges the ASPR to ensure constant and reliable funding of health care coalitions.
H. The NACCD calls on the ASPR to support convening pediatric health care coalition and
preparedness stakeholders annually to assess strategic planning, gap analysis, and mitigation
tactics for addressing pandemic and emerging infectious disease threats with national
implications.
I. The NACCD recommends that the ASPR guide a national conversation among pediatric SMEs and
health care coalition stakeholders on pediatric surge capacity during infectious disease
outbreaks.

IX.

Conclusion

Children are a quarter of the nation’s population and millions of them receive emergency care each
year. When daily health care systems are prepared to care for children, this strengthens the capacity of
those systems during unexpected pediatric surge events. The resources, space, and trained staff for
routine care are often in short supply in communities when large outbreaks occur.
14

An expanded regionalized approach to pediatric surge capacity is needed to mitigate many challenges
local provider and facilities confront during infectious disease outbreaks.
Communities need to coordinate plans for sharing scarce resources. A central problem is sustaining
health care coalitions that support regional plans for public health emergencies when funding is
unstable and unpredictable. Children’s hospitals are key players in supporting regionalized pediatric
networks.
Moving forward, the NACCD concludes that the ASPR plays a key role in convening these stakeholders to
examine current and long-term readiness, gaps, barriers confronted by systems affected by infectious
disease outbreaks, and lessons learned from previous outbreaks. The NACCD also concludes that it is in
the federal scope to develop nation-wide systems to monitor pediatric surge readiness and develop a
repository of strategies, programs, templates, surveys, and reports for easy access and use by local
communities. Several SMEs were critical of the fact that so much useful information already exists, and
yet the wheel keeps getting re-invented in every community trying to further their readiness.
The NACCD urges the ASPR to recommend funding streams to organizations for research efforts to
model and analyze infectious disease outbreak scenarios that would strain local response capabilities in
different unexpected ways depending on the specific situation.
The lack of readily available data sets and complete national pediatric surge protocols makes it difficult
to fully analyze the United States’ current preparedness to respond to an infectious disease outbreak
with many ill children.
A major challenge that remains is the wide variation and disproportionate capacity that exists from one
community to the next, nationwide. The data available, although informative about observed issues in
the system, lacks generalizability across all health care systems in the nation. It does, however, provide
insight into issues that need to be targeted and areas in the health care and federal systems that require
attention.
The NACCD heard from a number of SMEs, who are well-informed of the recent literature and latest
research in pediatrics, about pockets of excellence, locally and regionally, and innovative, creative
activities and accomplishments. This premiere NACCD report provides recommendations to the ASPR
for near-term solutions to address gaps identified in pediatric surge capacity. The efforts of this Work
Group were rigorous, thorough, and worthwhile and raise important national gaps in pediatric surge
capacity. Certainly more work is needed and will be done in the near future. As the Surge Capacity
Work Group sunsets, the NACCD continues to take a deeper dive into the issues of pediatric health care
preparedness with the goal of further strengthening the nation’s ability to care for children during all
types of public health emergencies.
This is a tremendous opportunity for the ASPR to serve as a convening authority to advance
conversations, collaboration, and coalitions to improve pediatric surge in communities throughout the
United States, thereby increasing overall capability of the nation to provide appropriate care for children
during an infectious disease outbreak.
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Preparedness for responding to infectious disease outbreaks affecting pediatric populations has made
significant improvement in the past years. Lessons learned from September 11, H1N1, Sandy Hook,
Katrina, and other natural and man-made disasters have improved our system dramatically. ASPR has
been a major part of this success, and the NACCD lauds the continued commitment of HHS to ask tough
questions and search for opportunities to better prepare for serving our nation’s children in times of
public health crises.
X.

Resources

Southeastern Regional Pediatric Disaster Response Surge Network
EMSC National Pediatric Readiness Project
New York City Pediatric Disaster Coalition
Los Angeles County Pediatric Surge Plan
CDC’s Health Care Preparedness Activity
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Appendix A: ASPR Task Letter to NACCD

DEPARTMENT OF HEALTH & HUMAN SERVICES

Office of the Secretary

______________________________________________________________________
Assistant Secretary for
Preparedness & Response
Washington, D.C. 20201

Michael R. Anderson, MD, MBA, FAAP
Chair, National Advisory Committee on Children and Disasters
11100 Euclid Avenue
Cleveland, OH 44106

Dear Dr. Anderson and Members of the NACCD:
The Department of Health and Human Services (HHS) Office of the Assistant Secretary for
Preparedness and Response (ASPR) is a leader in preparing the Nation and its communities to
prepare for, respond to, and recover from public health and medical disasters and emergencies.
Section 2811 of the Public Health Service (PHS) Act, with the addition of the 2006 Pandemic and
All-Hazards Preparedness Act (PAHPA) and amended by the 2013 Pandemic and All-Hazards
Preparedness Reauthorization Act (PAHPRA), established the ASPR as the principal adviser to
the HHS Secretary, responsible for providing integrated policy coordination and strategic
direction with respect to all matters related to public health, medical preparedness, and
deployment of the federal response for public health emergencies and incidents. As you are
also aware, in 2014, the National Advisory Committee on Children and Disasters (NACCD) was
established pursuant to section 2811A of the PHS Act. The NACCD was formed specifically to
inform the Secretary and the ASPR on matters related to the health and well-being of children
affected by disasters.
I would like the NACCD to address the current state of readiness across the nation for a surge of
pediatric patients and mass-transport this fall and winter. Pediatric surge and the need for
pediatric transport in the event of an outbreak of influenza, Enterovirus D68, Ebola, or a
combination of these potential events, could overwhelm present local pediatric care
capabilities. The committee’s report should focus on these infectious diseases and how
pediatric health care organizations would currently cope with large numbers of patients, as well
as on strategies to improve their readiness capabilities in the short term.
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I would appreciate it if the committee could specifically examine the following in the context of
readiness for a surge of pediatric patients this fall and winter:
1.
2.
3.
4.
5.
6.

The current state of readiness to transport large numbers of critically ill children.
The current state of general emergency/pediatric emergency surge capacity.
The current readiness of children’s hospitals to surge during an infectious disease
outbreak.
The current state of non-pediatric facilities to care for children in large scale disease
outbreaks.
A summary of potential mitigation strategies for identified gaps.
A review of best practices and a summary of practical tools to help build health care
coalitions aimed at increasing community readiness to care for children.

I believe, given the NACCD’s expertise, that this report will generate a great deal of insight on
this important topic. I look forward to receiving the NACCD’s recommendations by February 27,
2015.
Thank you for your continued support in the work of ensuring the public health preparedness of
our nation.
Sincerely,

Nicole Lurie, MD, MSPH
Assistant Secretary for Preparedness and
Response
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Appendix B: NACCD Voting Member Roster
Michael R. Anderson, MD, MBA, FAAP
Chief Medical Officer
University Hospitals Case Medical Center
Alex Amparo
Deputy Assistant Administrator
Recovery Directorate
Office of Response and Recovery
Federal Emergency Management Agency
U.S. Department of Homeland Security
Allison Blake, PhD, LSW
Commissioner
New Jersey Department of Children and Families
David G. Esquith
Director
Office of Safe and Healthy Students
U.S. Department of Education
Robin H. Gurwitch, PhD
Clinical Psychologist
Duke University Medical Center
Department of Psychiatry and Behavioral Sciences
Lisa Kaplowitz, MD, MSHA
Deputy Assistant Secretary for Policy
Office of the Assistant Secretary for Preparedness and Response
U.S. Department of Health and Human Services
Linda M. MacIntyre, PhD, RN
Chief Nurse
American Red Cross
Mary Dianne Murphy, MD
Director, Office of Pediatric Therapeutics
Office of the Commissioner
Food and Drug Administration
U.S. Department of Health and Human Services
Scott Needle, MD
Chief Medical Officer
Healthcare Network of Southwest Florida
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Sarah Park, MD
State Epidemiologist and Chief
Disease Outbreak Control Division
Hawaii Department of Health
Georgina Peacock, MD, MPH, FAAP
Director, Division of Human Development and Disability
National Center for Birth Defects and Developmental Disabilities
Centers for Disease Control and Prevention
U.S. Department of Health and Human Services
Sally Phillips, RN, PhD
Acting Principal Deputy Assistant Secretary of Health Affairs
U.S. Department of Homeland Security
Mary J. Riley, MPH, RN, CPH
CAPT, U.S. Public Health Service
Director, OHSEPR
Agency for Children and Families
U.S. Department of Health and Human Services
Jeffrey Scott Upperman, MD
Director, Trauma Program
Associate Professor of Surgery
Division of Pediatric Surgery
Children’s Hospital Los Angeles
Keck School of Medicine
University of Southern California
Anne Zajicek, MD, PharmD, FAAP
Branch Chief
Obstetric and Pediatric Pharmacology and Therapeutics Branch
Eunice Kennedy Shriver National Institute of Child Health and Human Development
National Institutes of Health
U.S. Department of Health and Human Services
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Appendix C: Surge Capacity Work Group Member Roster
Michael R. Anderson, MD, MBA, FAAP
Chief Medical Officer
University Hospitals Case Medical Center
Alex Amparo
Deputy Assistant Administrator
Recovery Directorate
Office of Response and Recovery
Federal Emergency Management Agency
U.S. Department of Homeland Security
Lisa Kaplowitz, MD, MSHA
Deputy Assistant Secretary for Policy
Office of the Assistant Secretary for Preparedness and Response
U.S. Department of Health and Human Services
Scott Needle, MD
Chief Medical Officer
Healthcare Network of Southwest Florida
Sarah Park, MD
State Epidemiologist and Chief
Disease Outbreak Control Division
Hawaii Department of Health
Georgina Peacock, MD, MPH, FAAP
Director, Division of Human Development and Disability
National Center for Birth Defects and Developmental Disabilities
Centers for Disease Control and Prevention
U.S. Department of Health and Human Services
Sally Phillips, RN, PhD
Acting Principal Deputy Assistant Secretary of Health Affairs
U.S. Department of Homeland Security
Jeffrey Scott Upperman, MD
Director, Trauma Program
Associate Professor of Surgery
Division of Pediatric Surgery
Children’s Hospital Los Angeles
Keck School of Medicine
University of Southern California
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Appendix D: Subject Matter Experts Invited To Present To the Surge Capacity Work Group
Bridget Berg, MPH
Trauma Surge Coordinator, Trauma Program
Children’s Hospital Los Angeles
Michael Christian, MD, MSPH
Critical Care and Infectious Diseases
Mount Sinai Hospital
Toronto, Ontario
Sarita Chung, MD
Assistant Professor
Department of Pediatrics
Harvard Medical School
Boston Children’s Hospital
Elizabeth Edgerton, MD
Director, Division of Child, Adolescent, and Family Health
Maternal Child Health Bureau
Health Resources and Services Administration
U.S. Department of Health and Human Services
Michael Frogel, MD
Co-Principal Investigator
New York City Pediatric Disaster Coalition
Patricia Frost, RN, MS
Director of Emergency Services
Contra Costa Health Services
Peter Ginter, PhD
Professor
Department of Health Care Organization and Policy
School of Public Health
University of Alabama at Birmingham
Niranjen Kissoon, MD
Associate Head and Professor
Division of Critical Care
Department of Pediatrics
University of British Columbia
Gregg Margolis
Director, Division of Health Systems and Health Care Policy
Office of the Assistant Secretary for Preparedness and Response
U.S. Department of Health and Human Services
26

Andrew Rucks, PhD
Professor
Department of Health Care Organization and Policy
School of Public Health
University of Alabama at Birmingham
Lori Upton, RN, BSN, MS
Director, Regional Preparedness and Operations
Southeast Texas Regional Advisory Council
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