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Introduction

Disasters have been described as “events of sufficient scale, asset depletion, or num-
bers of victims to overwhelm medical resources” [1] or as “a serious disruption of
the functioning of a community or a society causing widespread human, material,
economic or environmental losses that exceed the ability of the affected community
or society to cope using its own resources” [2]. Importantly, that definition goes on
to state: “A disaster is a function of the risk process. It results from the combination
of hazards, conditions of vulnerability and insufficient capacity or measures to
reduce the potential negative consequences of risk.”

Disasters may occur in many forms (Table 32.1); in different settings and levels
of complexity; with variable amounts of warning and very different consequences
for people. The number of natural disasters have increased in the last century and
doubled within the last 30 years, with many more people affected. During the same
period the proportion of disasters that are manmade has increased from 16.5% in the
1970s to 42% in the 1990s (not including “complex emergencies”) [3]. As the den-
sity of population across the world increases (related both to population growth and
increasing urbanization) it is likely that the frequency and impact of disasters will
continue to increase. Climate change (with associated extreme weather conditions;
change in regional weather and associated change in distribution of pathogens and
vectors) is likely to exacerbate this trend.

Increasingly, plans are being put in place to cope with disasters [2]. Sadly, many
of the most devastating disasters in recent times have taken place in poorer countries



with limited resources to plan for or recover from disasters. [4]. On the other hand,
the international capacity to assist in these settings has substantially improved [2].

Children are at particular risk in nearly all forms of disasters; this is reflected in
the excess pediatric mortality in events such as earthquakes and tsunamis. They are
at risk for a multiplicity of reasons including: physiology and anatomy (Table 32.2);
behavioral stages, organization of schools and educational facilities, pre-existing
problems such as technological dependence or illness, and adult behavior. Their vul-
nerability is compounded by the limited capacity of most health systems to deal with
increased numbers of children in need of acute care [5]. Moreover, while acute needs
are important, longer-term public health problems are frequently far greater in mag-
nitude and potential impact on health. As an example, in the recent earthquake in
April 2009 in Italy, approximately 295 people were killed, 1,000 were injured, but
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32 Table 32.1 Disasters and their causes

Causes

Human Mass shooting
Terrorism
War
Genocide
Building collapses
Dam collapses (may be precipitated by severe weather conditions
or earthquakes) causing flooding
Fires
Chemical, biological, radiological and nuclear contamination
may occur both deliberately and accidentally

Infective processes Pandemic infections (such as SARS and influenza, etc.)

Natural Bush fires
Wildfires

Extreme weather Floods
Blizzards
Heat waves
Hurricanes
Tornadoes
Cyclones
Droughts and famines

Earth related Earthquakes
Volcanic eruptions
Tsunamis

Geographical Mud slides
Gas eruptions
Avalanches
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55,000 people were left homeless (http://earthquake.usgs.gov/eqcenter/eqarchives/signifi-
cant/sig_2009.php). While there was a surge in demand for acute medical services,
additional resources are required to meet the specific needs of children including:
prevention of infectious diseases; creating safe environments; dealing with the psy-
chosocial aftermath of the events, and recreating appropriate educational and train-
ing facilities.

Not only are children caught up in general disasters, but they are sometimes
specifically involved in tragedies that affected institutions where large numbers of
children were grouped together in schools (as happened in China in 2008). Some
mass casualty events have even been specifically targeted at children. As reviewed by
Rassin et al. [6] there have been a number of attacks that have specifically targeted
schools and nursery schools across the world, resulting in significant mortality and
morbidity among children at those institutions.

Although many disaster plans make provision for the care of vulnerable sectors
of the population, relatively few plans are specifically geared for the needs of chil-
dren and particularly for children across the full range of developmental stages.
Unless those needs are specifically addressed in the planning for and organization of
disaster relief, it is inevitable that children will suffer unnecessary harm.

The Particular Needs of Children

Some of the reasons for the vulnerability of children in disasters are outlined in Table
32.2. Children are vulnerable at virtually all phases of disasters, and it is important
to highlight both their specific needs and the skills and resources that are required to
fulfill those needs at various stages [7].

Death and Injury

In the acute phase of physical disasters such as tsunamis and earthquakes, children
have been particularly vulnerable to death and injury. With limited strength and
capacity to flee and/or find shelter from danger, mortality has been particularly high
in young children in these events [8]. In a survey of mortality in the Aceh province
of Indonesia following the 2005 tsunami, the age-specific mortality in the age-group
of children 0–9 years was 19.8%, which was higher than all other age groups other
than >70-year-olds. [8]. In eastern coastal areas of Sri Lanka, the mortality among
children (during the same tsunami) aged less than 5 years was 31.8%, vs. 23.7% for
children aged 5–9 years and 7.4% for adults aged 20–29 years (p<0.001) [9]. At a
Red Cross Field Hospital in Kashmir in 2005, 145 (45.9%) of patients attending for
emergency care were under the age of 14 [10].

In the 1985 gas explosion disaster in Bhopal children were particularly affected
by gas inhalation, aggravated by the tendency of many toxic gases to gravitate to
ground level. Children were also less able to use clothes or other methods to limit
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their inhalation of toxic gases [11].
The pattern of injury suffered by children in physical disasters has also differed

from those of adults. Commenting on their experience in Pakistan, Laverick et al.
[12] noted that children often presented with scalp injuries and Le Fort facial frac-
tures as if they had been looking up when the masonry began to fall on them, instead
of protecting themselves by lying face down (as the adults did).

The care of children in acute disasters may be considerably complicated when
parents have been killed or injured, or when children have been separated from their
parents. Apart from the psychological trauma of separation, consent for procedures
and ongoing care is also problematic [13].

Even after the acute phase of a disaster children remain more at risk for injury in
the “damaged environment.” Following Hurricane Katrina one team commented on
the higher rates of injury for children saying: “The most common injuries in children
were lacerations and punctures caused by debris. Several children were bitten by ani-
mals, many of which were stray pets with unknown rabies status. Many of the wounds
were infected, likely because clean water and antibacterial ointment were unavailable.
Cellulitis resulting from insect bites was also particularly common in children.” [14].

Disasters Involving Chemical or Radioactive Contamination

Children may be particularly susceptible to injury from disasters involving chemical
or radioactive contamination (Table 32.2). While rapid decontamination is ideal,
decontamination of small children may pose challenges both to healthcare workers
and to the children [15] and there are no existing tested and proven guidelines [16].
Children are also at higher risk of hypothermia (Table 32.2) and small children will
require considerable assistance in the process of decontamination. As children may
be accompanied by their parents, pediatric facilities should ideally have the resources
to decontaminate accompanying parents [15].

Guidelines for chemical and radioactive material decontamination are available
in many centers [17,18]; although some protocols have been suggested [16], there is
a need for altered protocols that reflect pediatric needs [19]. Unfortunately, few cen-
ters are adequately equipped to decontaminate large groups of children in terms of
facilities; appropriate washing environments to ensure adequate privacy, temperature
control for small children, and adequate numbers of trained and equipped staff to
decontaminate large numbers of small children [17]. This is particularly true in the
developing world where industrial chemical accidents are probably more likely.

Infection

In general, children and especially infants are more susceptible to infection than
adults. Thus children may be afflicted as part of a widespread infective process (pos-
sible influenza epidemic) but they may also develop infections in the environment
that develops subsequent to a disaster. Ligon [20] and Watson have recently reviewed

32 The Needs of Children in Natural or Manmade Disasters 397
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the infectious diseases that may be problematic following disasters. Often the envi-
ronment following a disaster may be highly contaminated (toxins, sewerage, dead
bodies, etc.) with limited access to clean water and frequent overcrowding of sur-
vivors. In that context infections spread via hands are particularly frequent unless
particular attention is paid to hand washing. Many survivors may have wounds,
which again have risk of being contaminated, either during the incident or soon there-
after. Meticulous cleaning of wounds and debridement of devitalized and infected tis-
sue is particularly important. This may be difficult to achieve with limited pediatric
services.

Respiratory infections may be more frequent in conditions following disasters.
Children may be particularly vulnerable to viral infections, and also to infections
such as tuberculosis when crowding exists. Every effort must be made to ensure that
patients with known tuberculosis receive ongoing therapy, and if possible are kept
away from children.

Gastrointestinal infections (including hepatitis) are a particular problem in the
context of limited water and sewerage disposal facilities. Children are particularly
vulnerable to gastro-enteritis and attention must be paid to prevention and arranging
oral rehydration facilities to resuscitate and treat children. Outbreaks of infections
such as cholera [21], rotavirus [22,23], tetanus [24,25], malaria [26–28], typhoid
[29], shigellosis, novovirus, leptospirosis, and others have all been documented fol-
lowing natural disasters [20].

Other pathogens that have been involved in outbreaks of disease include viruses
including dengue [27], and malaria [26–28]. Rabies may be a problem in some parts
of the world.

It is important to note that when people are grouped together into a high popula-
tion density, a much higher level of immunization is required to prevent the develop-
ment of epidemics [30]. Following the 2007 tsunami, spread of measles was docu-
mented in a population that had had 1 dose of vaccine following the tsunami [31].

Clearly early involvement of public health experts in the management of disaster
aftermath is vitally important. A manual has been produced by the WHO to provide
guidance for health care workers who may be called on to provide care for children
in humanitarian disasters.

One of the issues that is often seen as a priority following disasters is the dispos-
al of dead bodies. In fact these are not a major infection hazard, and it is likely that
it would be better to try and allow families every opportunity to mourn and bury their
dead, rather than to use mass graves [20].

Urgent and rapid epidemiological assessments by teams with pediatric expertise
may be useful in disease prevention and treatment following disasters.

There is limited data available on the effect of respiratory viral pandemics on
children [32]. However, experience from the SARS outbreak in Toronto in 2004 high-
lighted the need for extensive planning for infection control measures before the out-
break of an epidemic and management of epidemics involving children using a fam-
ily-based approach [33]. Children are particularly vulnerable to adverse effects of
isolation, and this may be a significant problem in management of other outbreaks
[33]. In the case of SARS there seemed to be limited spread of the infection from

A. C. Argent, N.“Tex” Kissoon400

32



children to adults [34] but that may not be so in other pandemics. Schools and insti-
tutions for children may be also an important source of cross-infection in communi-
ties exposed to pandemic infections.

Environmental Dangers Exposure Following Disaster

Following disasters there may be an increased exposure to many toxins. Carbon
monoxide poisoning has occurred on many occasions because of the means used to
provide power and warmth [35].

Following Hurricane Katrina in the USA >200,000 people were rendered home-
less and many were given temporary accommodation in mobile homes. Many of
those homes were found to be contaminated with formaldehyde, and the management
of related symptoms was complicated by the fact that the healthcare structure sur-
rounding those in displaced housing was inadequate [36].

In many settings the post-disaster environment may have many dangers such as
unstable masonry, exposed power and gas lines, contaminated soils and environ-
ments, etc. Children with their capacity for exploration and limited knowledge of
potential dangers may be at substantial risk, particularly if adult supervision is com-
promised (as will usually be the case post disaster).

Effect of Conflicts

There is relatively little data available that compares the rates of mortality following
conflicts with baseline data. Guha-Sapir and Gijsbert reviewed data from 37 avail-
able datasets, and showed that there were considerable differences in mortality rates
for children following conflicts [37]. In most cases the rates or death increased
sharply, although there were other situations in which mortality rates dropped, large-
ly related to populations who were displaced as a result of the conflicts.

Complex Disasters

In mass displacements (usually as a consequence of war or civil strife) children under
5 have often had the highest mortality. In these situations “Complex emergencies”
defined as “relatively acute situations affecting large civilian populations, usually
involving a combination of war or civil strife, food shortages and population dis-
placement, resulting in significant excess mortality” [38] may occur. Essentially
these disasters combine many of the individual components of issues described
above.

During the 1980s the mortality of children aged 1–14 in areas such as northern
Ethiopia (in 1985) and Southern Sudan (1988) were extremely high [38]. In the
1990s crude death rates in refugees in some parts of Africa were 5–25 times higher
than the crude death rates of the nondisplaced (with rates of up to 80 times described
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[39], and the rates were highest in children under 5 years of age [40]) leading Toole
et al. to state that “Children under the age of 5 regularly bear the brunt of the death
toll associated with complex emergencies” [41]. Likewise in 1996, 54% of all the
deaths among refugees from Rwanda and Burundi who fled to eastern Zaire were
under the age of 5 [42]. A recent publication [43,44] has reviewed much of the data.
One of the problems quoted is that much data is in “gray data” which is not readily
available to the greater audience.

Children are also affected by the patterns of adult mortality. In many settings
such as the Indonesia tsunami three women died for each man [45], and as most child
care is provided by women, their children would have been adversely affected.

Fortunately much has been learned about the management of complex disasters
[46], and there is hope that future events will provide better care for children. The
issues of relief work in complex disasters are extremely complex and challenging to
all concerned.

Psychological Concerns

There is a large body of evidence documenting the psychological problems of chil-
dren who have been exposed to disaster situations [47–49] which has been recently
reviewed [50–53].

Specific and focused care is required from the time of the disaster onwards to
ameliorate the long-term psychological problems for children affected by disasters
[54]. Particular attention needs to be focused on the family [55].

Penrose et al. have recently highlighted the importance of involving children in
the process of planning for disaster, as well in the recovery phases following events.
Children can offer useful knowledge and information, and it is deeply in their inter-
ests to feel part of the processes that surround actual and potential disasters. “The
children consulted have clear ideas about the information, knowledge, and skills that
they and their communities need to be better prepared for future disasters; all we
have to do is listen.” [56]. The same authors have raised many issues surrounding
children’s rights in disasters and ways in which they can be addressed [56].

It is also important to bear in mind that dealing with child victims of disasters or
mass casualty events can be extremely demanding and emotionally devastating for
healthcare and rescue workers [57,58]. Specific steps must be taken to provide sup-
port to these people both during and after the events.

Resources for Care of Children in Disasters

In any disaster, there may be direct (e.g., injury related to the earthquake), or indi-
rect consequences (e.g., subsequent epidemics) which may be physical or psychoso-
cial in nature [30] (or both).

Not only are children more likely to suffer injury in physical disasters, the facil-
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ities available for their care are likely to be more limited than would be the case for
adults. The special needs of injured children include: a range of equipment sizes; per-
sonnel with special expertise in dealing with children; increased nursing require-
ments post intervention, etc.

Particular insight into the needs of children and the availability of specific pedi-
atric resources will be required by any team coordinating both planning for and
response to any disaster in which significant numbers of children are involved
[1,14,59,60].

Facilities

Even within well-resourced areas children’s services in general have extremely lim-
ited capacity to deal with a surge and there are limited alternatives [61]. Recent
reviews considered options for surge management for adult patients, but did not
include children [62–64]. Although up to 45% of the population in developing coun-
tries may be pediatric, there are usually far fewer pediatric services than there are
adult services.

In the USA about 37% of hospitals have both emergency departments and sepa-
rate hospital wards with specific facilities for children, while 10% do not admit chil-
dren [65,66]. Only 5.5% had all the equipment recommended for emergency care for
children, while about 50% had 85% of the equipment suggested in the 2001 guide-
lines [67]. Thus capacity to accommodate a large surge of pediatric patients may be
limited, even in countries as well-resourced as the USA.

Kanter and Moran [68] have reviewed the adequacy of pediatric beds in New York
City for mass casualty purposes. The current bed numbers could accommodate
approximately 250 children per 1 million population assuming no surge in current
demand and that all beds were available. Even if there were reductions in the inten-
sity of care to allow 20% more admissions, it would not be possible to accommodate
more than 300 children per million population and more than 63 children per million
in PICU even if the standards of care were altered to allow quadruple the usual
throughput. Disaster situations involving 500 children per million and with 30%
requiring intensive care would almost always exceed PICU capacity. To further com-
pound the situation 55% of all PICU capacity was located in four hospitals. The
WHO has recently launched a campaign aimed at ensuring that health facilities
remain safe during and after disasters “Health facilities are only truly safe from dis-
asters when they are accessible and functioning, at maximum capacity, immediately
after a hazard strikes.” (http://www.who.int/hac/techguidance/safehospitals/en/
index.html ) (Safe hospitals document) and this is of particular relevance to pediatric
facilities.

There is frequently a “surge” in demand for injury care shortly after the onset of
the disaster. At a teaching hospital in Sri Lanka for instance there was a 50% increase
in admissions on the day of the 2005 tsunami (with 89% injuries). The rate of admis-
sions for injury remained high for the next week [69]. However, the ongoing need for
additional care may be high, particularly in the setting of burns (or other injuries
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requiring multiple surgical procedures or investigations) or children requiring inten-
sive care. Thus the surge may be sustained, and is always superimposed on existing
service requirements.

Fortunately, there are few reports of disasters overwhelming the capacity of chil-
dren’s hospitals. However during the Hurricane Katrina disaster in New Orleans, it
was necessary to move significant numbers of critically ill children and neonates
away from affected areas to other hospitals. Patients requiring transportation includ-
ed those affected directly by the hurricane, but also those who were in neonatal and
pediatric wards and critical care areas at the time of the event [70]. This may be much
more challenging or even impossible in other contexts.

It may be necessary to provide accommodation for parents and caretakers at the
health facility where the children are being cared for. This may be particularly impor-
tant when the surrounding environment is significantly affected by the disaster [71].

Following the early phase of a disaster shortage of healthcare facilities for chil-
dren (if facilities have been damaged during the acute incident) may remain a signif-
icant problem for a long period unless there is focused rehabilitation of pediatric
services. Even provision of accommodation and health care for relatively well (but
displaced) children may be a problem [59].

Equipment

The equipment required for the care of children (and particularly small children and
infants) is different from that required for adults. In a study of preparedness of pedi-
atric disaster assistance teams, Mace and Bern reviewed the availability of pediatric
resources. Pediatric equipment was missing as follows: airway, 16%; intravenous
lines, 37%; cervical collars, 38%; medicines, 38%; Broselow tape, 46%; backboards,
62%. Pediatric patients were included in disaster drills 63% of the time [72]. A
review of emergency departments in the USA again showed significant deficiencies
in availability of pediatric equipment [65].

Recommendations to ensure the availability of pediatric equipment include
appropriate stocking of pediatric emergency departments [67], some stockpiling in
pediatric practice offices [1], or the collection of pediatric equipment in internation-
al relief equipment collections.

The majority of injuries requiring early treatment will be orthopedic and hence
there is a major need for orthopedic devices which may be short supply, particularly
in the countries affected [73]. This was also expressed by Laverick et al. with regard
to their experience following the Pakistani earthquake [12]. Experience has shown
that there may be many spinal cord injuries [74,75] after earthquakes.

Provision of Food and Pharmaceutical Supplies

Children have different food and pharmaceutical requirements than adults. For small
infants, breast feeding remains the most important source of nutrition and should be
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encouraged if at all possible. A study from Pondicherry following the 2005 tsunami
showed that breastfed infants who were given formula feeds had a threefold higher
incidence of diarrhea [76].

Noji et al. [77] have commented on the challenges of providing appropriate med-
ication, immunization resources, and nutritional support for children following dis-
asters. Extensive recommendations relating to these problems are available from the
WHO [2].

Personnel and Organizational Structures

Pediatric expertise is required at many stages of the management of a disaster involv-
ing significant numbers of children [60,78]. This ranges from triage systems at the
point of first contact with the injured children, through emergency and intensive care
services, to ongoing medical and rehabilitative care. Expertise is also required at dif-
ferent levels in the organization of relief efforts from management of the casualties,
management of evacuation and transportation, allocation of resources, and manage-
ment of overall relief organization.

Personnel

The number of people within rescue and health care services who are trained and
experienced in the care of children may be extremely limited. Mace and Bern [72]
reviewed the capacity of disaster medical assistance teams in the USA to respond to
pediatric emergencies and found major deficiencies in the training curriculum with
pediatric topics such as trauma, disaster triage, burns, pain management, and mental
health missing in 33, 36, 42, 42, and 45% of the time, respectively.

Data from emergency units in Israel showed that the staff were significantly less
well prepared to cope with pediatric mass casualties than with adults [6].

There is a need to involve pediatric trained personnel in the disaster management
process [14] at all levels. However, those personnel are unlikely to be of significant
assistance unless they have gone through some training [79] as the skills required in
an acute disaster are very different to normal pediatric practice.

Processes

Management of large groups of patients requires multiple levels and command struc-
tures.

At the point of first patient contact, and subsequently in the hospital services,
there is a need for triage systems. Triage systems used for adults may overestimate
the severity of injury of children [60], and not be a problem when small numbers of
children are involved. However, when large numbers of children are affected it is
important that pediatric triage systems be used. A number of systems have been
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devised including the Pediatric Triage Tape, Simple Triage and Rapid Treatment
(START), JumpSTART, and Careflight systems. JumpSTART was the only system
available to 32% of disaster medical assistance teams in the USA [72]. However,
when application of the systems was assessed in a South African emergency depart-
ment the Careflight system had the highest specificity and sensitivity with similar
performance from the Pediatric Triage Tape. The JumpSTART and START systems
did not function well [80].

Weiner et al. [14], within the context of disaster relief for Hurricane Katrina, have
clearly described the role that pediatric subspecialty teams within the national disas-
ter management system can play. The teams that were deployed had been trained
specifically prior to that event, and had prepared for the possibility of a hurricane
affecting New Orleans.

Pediatric Planning for Disasters

A recent survey of emergency medical systems in the USA showed that although
72.9% of agencies had mass casualty plans in place, only 13.3% reported having spe-
cific pediatric mass casualty plans [81].

Planning for the needs of children is complicated by a number of factors.
Children are not a homogeneous group of people. Children of different ages and
developmental stages have very different needs (infant foods vs. adult nutrition),
capacity to respond to situations (adolescents vs. infants), vulnerability to infection
(infants vs. adolescents), needs for parental care, etc. There are also children with
specific needs, and in the richer parts of the world there is an ever-growing popula-
tion of children who are dependant on technology such as home ventilators.

Some disasters are completely unexpected, and detailed planning to deal with
such events is impossible. However, many disasters are predictable and with increas-
ing access to geological, meteorological, and other data across the world, many
regions will have increased capacity to consider and plan for disasters. While it may
be impossible to make adequate plans for events such as the Kashmir earthquake in
2005 in which some 86,000 people were killed and 80,000 injured [82,83], there are
many other disasters for which appropriate planning can and should be made. In
many cases children are included under the category of “vulnerable people,” and spe-
cific plans are not made to deal with the needs of children. Improving pediatric emer-
gency care needs should be at the forefront of every disaster planner’s agenda [19].

Appropriate disaster planning should include: measures to reduce the injury during
possible disasters, organization of emergency and pre-hospital services to deal with
emergencies, plans for utilization of health services and utilities such as hospitals and
intensive care units, and contingency plans to provide accommodation and resources to
support both the rescue efforts and the ongoing needs of displaced people

In the 2008 Sichuan earthquake, which is reported to have killed some 90,000
people, the Chinese government has reported that 5,335 children died when school
buildings collapsed on them (http://www.timesonline.co.uk/tol/news/world/asia/arti-
cle6239476.ece accessed 2nd June 2009). Appropriate building standards for institu-
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tions in areas at risk for seismic events could reduce death toll, even though it could
be argued that the devastation was related to the force of that particular earthquake.

In 2007 Rassin et al. [6] found that in Israel, despite well-developed plans for
mass casualty events, there were “no epidemiologic data concerning children affect-
ed by MCEs in Israel and no unique recommendations to enable the Ministry of
Health to prepare for coping with such pediatric casualties.” Shirm et al. [81] have
completed a recent survey of emergency departments across the USA showing that
about 50% have not met with schools or child care agencies to discuss the care of
children in the event of a mass casualty.

The role of adults who are in charge of children such as teachers, nurses, and
caregivers should be defined. Particular responsibilities of organizations that care for
large groups of children whose needs will differ depending on the age group and the
particular characteristics of the children at that institution – e.g., special schools and
hospitals – should beaddressed. In addition, plans should be developed to deal with
children whose caregivers are missing. A crucial part of pediatric planning for disas-
ters is comprehensive involvement of the communities that may be affected [84].

Disaster planning can take place at many different levels within the community,
both national and international. To some extent the level of planning is also affected
by the relative size of the likely disaster.

Planning of disaster management processes and structures should incorporate
schools and educational facilities. Incorporation of pediatric health services in plan-
ning may include the utilization of both public and private resources and the desig-
nation of some adult hospitals as alternative centers for pediatric care.

Planning is constrained by the resources available, and if health care resources
are already inadequate or are functioning at the limits of capacity, then it may not be
possible to plan for large disasters in any meaningful way. It is in this scenario that
the international community may have a role in developing resources with which to
assist in the amelioration of disasters across the world.

With regard to organization of responses to emergencies, a common theme is that
there needs to be centralized control centers that monitor and keep processes in
action. A deep concern is that the people and systems that are put in this position are
fully competent to deal with children’s issues. These concerns arise from the recog-
nition of the following:
1. It is often relatively easy to get resources (often the wrong ones) in the short

term, but much more difficult over a longer period of time.
2. The need to get the correct resources, and not what the people in other countries

want to give.
3. The need to work out how to deal with “excess resources” and make sure that

these are not actually sources of development of ongoing crime and corruption.

Training Courses

Olness et al. [85] have described their experience of establishing and running train-
ing courses for health professionals in management of children’s needs in disasters

32 The Needs of Children in Natural or Manmade Disasters 407



and emergencies. The training course is based on the extensive experience of facul-

ty who have worked in emergencies across the world on many occasions. Some of the

topics to be covered in the course include: definition and overview of disasters; the

international humanitarian disaster response system; rapid epidemiological assess-

ment; triage; malnutrition; renal emergencies for children in disasters; water, shelter,

and sanitation; logistics and resource management; personal preparedness; infectious

diseases and immunization; and the psychosocial issues for children who suffer dis-

asters.

However there is considerable evidence of major deficiencies in the training pro-

grams for staff who may be required to care for pediatric mass casualties [72].

The AAP (all the websites related to disasters) the WHO (website-based materi-

als), and other organizations have put significant emphasis on involvement of fami-

lies in preparation for disasters [1].

Ethics Related to Children in Disasters

A number of authors have considered the principles of resource allocation in the con-

text of mass disasters [86–88]. One of the underlying problems from a critical care

perspective is that many intensive care systems are currently operating at 98% of

capacity [88]. There is also data suggesting that the capacity to upscale intensive care

facilities for adults (even with a gradual onset disaster) would be maximum at 30%.

It is likely that the potential to increase pediatric intensive care beds to cope with

mass casualties may be substantially less that that.

Essentially it is likely that in most countries of the world there would be limited

capacity within the health systems to deal with a significant surge in demand for

acute services for children. In most developing countries there is simply no capacity

at present to deal with the current demand, and in both situations we will have to

work out how to provide the best possible care to the affected children.

While some general principles appear to be recognized for the triage of adult

patients [86,88–97], there is very little published material on the allocation of scarce

resources for children in the context of mass casualties or disasters [80,98]. The

tenets of the accountability for reasonableness [99–102] may be useful in working

through this process.

As it is simply not tenable for clinicians involved in disaster care to make these

decisions on their own, there is an urgent need for communities across the world to

consider and discuss the possible approaches to allocation of scarce clinical

resources in disasters in their region. This may be relatively straightforward within

countries, but becomes extremely problematic in the context of disasters in countries

where foreign healthcare workers are brought in as part of the response to the emer-

gency.
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Dealing with the Long-term Consequences

The long-term consequences of disasters may affect every level of society; however,
there is a specific need to address the health care needs of people who have either
been displaced or severely affected by the disaster. In many cases healthcare servic-
es will be curtailed in the disaster and these need to be rebuilt and redeveloped in a
configuration that is appropriate to the new context. In addition, development of
those services must take into the account the health consequences of the disaster
which may operate over a range of time scales. Particular attention may need to be
paid to the ongoing development of mental health services.

In the Bhopal gas tragedy in 1985, it was estimated that the death toll 1 week
after the event was approximately 2,500, by the end of 1989 the mortality was esti-
mated to be 3,598, and by the end of 1994 the numbers were approximately 6,000.
By 2001 it was estimated that disaster-related deaths may have been between 15,000
and 20,000 [11]. Thus the systems required for health effects may need long-term
commitment.

Conclusions

In summary, planning must address the unique needs of children (immediate and
long-term) the context of the likely disaster, and the resources available. Planning
should involve clinicians, health planners, the public, and children. Protocols and
processes should be devised a priori and should be transparent, taking into consider-
ation the ethical principles of fairness and equitable care.

References

1. Cicero MX, Baum CR (2008) Pediatric disaster preparedness: Best planning for the worst-
case scenario. Pediatr Emerg Care 24:478–481; quiz 482–484

2. World Health Organization (2007) Risk reduction and emergency preparedness: WHO six-
year strategy for the health sector and community capacity development. World Health Or-
ganization, Geneva, Switzerland

3. World Health Organization (2007) Mass casualty management systems. Strategies and guide-
lines for building health sector capacity. World Health Organization, Geneva, Switzerland

4. World Health Organization (2008) Global assessment of national health sector preparedness
and response. World Health Organization, Geneva, Switzerland

5. Johnston C, Redlener I (2006) Critical concepts for children in disasters identified by hands-
on professionals: Summary of issues demanding solutions before the next one. Pediatrics
117:S458–S460

6. Rassin M, Avraham M, Nasi-Bashari A, et al (2007) Emergency department staff prepared-
ness for mass casualty events involving children. Disaster Manag Response 5:36–44

32 The Needs of Children in Natural or Manmade Disasters 409



7. Seaman J, Maguire S (2005) ABC of conflict and disaster. The special needs of children and
women. BMJ 331:34–36

8. Doocy S, Rofi A, Moodie C, et al (2007) Tsunami mortality in Aceh Province, Indonesia. Bull
World Health Organ 85:273–278

9. Nishikiori N, Abe T, Costa DG, Dharmaratne SD, Kunii O, Moji K, et al (2006) Who died as
a result of the tsunami? Risk factors of mortality among internally displaced persons in Sri
Lanka: A retrospective cohort analysis. BMC Public Health 6:73

10. Helminen M, Saarela E, Salmela J (2006) Characterisation of patients treated at the Red Cross
field hospital in Kashmir during the first three weeks of operation. Emerg Med J 23:654–656

11. Dhara VR, Dhara R (2002) The Union Carbide disaster in Bhopal: A review of health effects.
Arch Environ Health 57:391–404

12. Laverick S, Kazmi S, Ahktar S, et al (2007) Asian earthquake: Report from the first volun-
teer British hospital team in Pakistan. Emerg Med J 24:543–546

13. Foltin GL, Lucky C, Portelli I, et al (2008) Overcoming legal obstacles involving the volun-
tary care of children who are separated from their legal guardians during a disaster. Pediatr
Emerg Care 24:392–398

14. Weiner DL, Manzi SF, Waltzman ML, Morin M, Meginniss A, Fleisher GR (2006) FEMA’s
organized response with a pediatric subspecialty team: The National Disaster Medical Sys-
tem response: A pediatric perspective. Pediatrics 117:S405–S411

15. Timm N, Reeves S (2007) A mass casualty incident involving children and chemical decon-
tamination. Disaster Manag Response 5:49–55

16. Freyberg CW, Arquilla B, Fertel BS, et al (2008) Disaster preparedness: Hospital decontam-
ination and the pediatric patient—Guidelines for hospitals and emergency planners. Prehosp
Disaster Med 23:166–173

17. Clarke SF, Chilcott RP, Wilson JC, Kamanyire R, Baker DJ, Hallett A (2008) Decontamina-
tion of multiple casualties who are chemically contaminated: A challenge for acute hospitals.
Prehosp Disaster Med 23:175–181

18. Koenig KL, Boatright CJ, Hancock JA, et al (2008) Health care facility-based decontamina-
tion of victims exposed to chemical, biological, and radiological materials. Am J Emerg Med
26:71–80

19. Allen GM, Parrillo SJ, Will J, Mohr JA (2007) Principles of disaster planning for the pedi-
atric population. Prehosp Disaster Med 22:537–540

20. Ligon BL (2006) Infectious diseases that pose specific challenges after natural disasters: A
review. Semin Pediatr Infect Dis 17:36–45

21. Chaignat CL, Monti V, Soepardi J, et al (2008) Cholera in disasters: Do vaccines prompt new
hopes? Expert Rev Vaccines 7:431–435

22. Samajdar S, Ghosh S, Naik TN, Roy S, Sugunan AP, et al (2008) The post-tsunami outbreak
of diarrhoeal diseases in Car Nicobar Island, India, was caused by human group A rotavirus
G2 strains. J Infect 57:357–359

23. Sugunan AP, Roy S, Murhekar MV, Naik TN, Sehgal SC, et al (2007) Outbreak of rotaviral
diarrhoea in a relief camp for tsunami victims at Car Nicobar Island, India. J Public Health
(Oxf) 29:449–450

24. Jeremijenko A, McLaws ML, Kosasih H (2007) A tsunami related tetanus epidemic in Aceh,
Indonesia. Asia Pac J Public Health 19 Spec No:40–44

25. Aceh Epidemiology Group (2006) Outbreak of tetanus cases following the tsunami in Aceh
Province, Indonesia. Glob Public Health 1:173–177

26. Cherian S, Burgner D (2007) Selective ambulatory management of Plasmodium falciparum
malaria in paediatric refugees. Arch Dis Child 92:983–986

27. Wiwanitkit V (2007) Malaria and dengue infection after Tsunami in Southern Thailand. Trop
Doct 37:194

28. ter Veen A, Bouma M, van Herp M, Keiluhu K, Subianto B (2005) Deficiencies in disaster

A. C. Argent, N.“Tex” Kissoon410

32



funding: Malaria epidemics are predicted in tsunami regions from El Nino conditions. BMJ
330:733

29. Figueroa JP, Campbell-Forrester S (1992) Disasters in health. Typhoid epidemic in Jamaica,
1990. West Indian Med J 41(Suppl 1):71–75

30. Checchi F, Gayer M, Grais RF, Mills EJ (2007) Public health in crisis affected populations.
A practical guide for decision makers. Humanitarian Practice Network at the Overseas De-
velopment Institute, London

31. Mohan A, Murhekar MV, Wairgkar NS Hutin YJ, Gupte MD (2004) Measles transmission fol-
lowing the tsunami in a population with a high one-dose vaccination coverage, Tamil Nadu,
India 2004–2005. BMC Infect Dis 6:143

32. Bruce-Barrett C, Matlow A, Rafman S, Samson L (2007) Pandemic influenza planning for
children and youth: Who’s looking out for our kids? Healthc Manage Forum 20:20–24

33. Nicholas DB, Gearing RE, Koller D, Salter R, Selkirk EK (2008) Pediatric epidemic crisis:
Lessons for policy and practice development. Health Policy 88:200–208

34. Stockman LJ, Massoudi MS, Helfand R, et al (2007) Severe acute respiratory syndrome in
children. Pediatr Infect Dis J 26:68–74

35. Tucker M, Eichold B, Lofgren JP, et al (2005) Carbon monoxide poisonings after two major
hurricanes—Alabama and Texas, August–October, 2005. MMWR 55:236–239

36. Madrid PA, Sinclair H, Bankston AQ, et al (2008) Building integrated mental health and med-
ical programs for vulnerable populations post-disaster: Connecting children and families to
a medical home. Prehosp Disaster Med 23:314–321

37. Guha-Sapir D, Panhuis WG (2004) Conflict-related mortality: An analysis of 37 datasets. Dis-
asters 28:418–428

38. Toole MJ, Waldman RJ (1990) Prevention of excess mortality in refugee and displaced pop-
ulations in developing countries. JAMA 263:3296–3302

39. Toole MJ, Waldman RJ (1997) The public health aspects of complex emergencies and refugee
situations. Annu Rev Public Health 18:283–312

40. Toole MJ, Waldman RJ (1993) Refugees and displaced persons. War, hunger, and public health.
JAMA 270:600–605

41. Toole MJ (1995) Mass population displacement. A global public health challenge. Infect Dis
Clin North Am 9:353–366

42. Nabeth P, Vasset B, Guerin P, Doppler B, Tectonidis M (1997) Health situation of refugees in
eastern Zaire. Lancet 349:1031–1032

43. Moss WJ, Ramakrishnan M, Storms D, et al (2006) Child health in complex emergencies. Bull
World Health Organ 84:58–64

44. Burton A (2006) Caring for children amidst chaos: Guidelines to maintain health. Environ Health
Perspect 114:A584–A591

45. Callister LC (2008) Among the most vulnerable: Women and children in global disasters. MCN
Am J Matern Child Nurs 33:263

46. Salama P, Spiegel P, Talley L, Waldman R (2004) Lessons learned from complex emergen-
cies over past decade. Lancet 364:1801–1813

47. Sahin NH, Batigun AD, Yilmaz B (2007) Psychological symptoms of Turkish children and
adolescents after the 1999 earthquake: Exposure, gender, location, and time duration. J Trau-
ma Stress 20:335–345

48. Williams R (2007) The psychosocial consequences for children of mass violence, terrorism
and disasters. Int Rev Psychiatry 19:263–277

49. Belfer ML (2006) Caring for children and adolescents in the aftermath of natural disasters.
Int Rev Psychiatry 18:523–528

50. Hagan JF, Jr (2005) American Academy of Pediatrics Committee on Psychosocial Aspects of
Child and Family Health, Task Force on Terrorism. Psychosocial implications of disaster or
terrorism on children: A guide for the pediatrician. Pediatrics 116:787–795

32 The Needs of Children in Natural or Manmade Disasters 411



51. Kar N (2009) Psychological impact of disasters on children: Review of assessment and inter-
ventions. World J Pediatr 5:5–11

52. Phua KL (2008) Post-disaster victimization: How survivors of disasters can continue to suf-
fer after the event is over. New Solut 18:221–231

53. Pfefferbaum B, North CS (2008) Research with children exposed to disasters. Int J Methods
Psychiatr Res 17(Suppl 2):S49–S56

54. Task Force on Community Preventive Services (2008) Recommendations to reduce psycho-
logical harm from traumatic events among children and adolescents. Am J Prev Med 35:314–316

55. Proctor LJ, Fauchier A, Oliver PH, Ramos MC, Rios MA, Margolin G (2007) Family context
and young children’s responses to earthquake. J Child Psychol Psychiatry 48:941–949

56. Penrose A, Takaki M (2006) Children’s rights in emergencies and disasters. Lancet 367:698–699
57. Laraque D, Boscarino JA, Battista A, et al (2004) Reactions and needs of tristate-area pedia-

tricians after the events of September 11th: Implications for children’s mental health servic-
es. Pediatrics 113:1357–1366

58. Madrid PA, Schacher SJ (2006) A critical concern: Pediatrician self-care after disasters. Pe-
diatrics 117:S454–S457

59. Sirbaugh PE, Gurwitch KD, Macias CG, Ligon BL, Gavagan T, Feigin RD (2006) Caring for
evacuated children housed in the Astrodome: Creation and implementation of a mobile pedi-
atric emergency response team: Regionalized caring for displaced children after a disaster. Pe-
diatrics 117:S428–S438

60. Carley SD, Mackway-Jones K, Donnan S (1999) Delphi study into planning for care of chil-
dren in major incidents. Arch Dis Child 80:406–409

61. Ginter PM, Wingate MS, Rucks AC, et al (2006) Creating a regional pediatric medical disas-
ter preparedness network: Imperative and issues. Matern Child Health J 2006

62. Rubinson L, Hick JL, Curtis JR, et al (2008) Definitive care for the critically ill during a dis-
aster: Medical resources for surge capacity: From a Task Force for Mass Critical Care sum-
mit meeting, January 26–27, 2007, Chicago, IL. Chest 133:32S–50S

63. Rubinson L, Hick JL, Hanfling DG, et al (2008) Definitive care for the critically ill during a
disaster: A framework for optimizing critical care surge capacity: From a Task Force for Mass
Critical Care summit meeting, January 26–27, 2007, Chicago, IL. Chest 133:18S–31S

64. Rubinson L, Nuzzo JB, Talmor DS, O’Toole T, Kramer BR, Inglesby TV (2005) Augmenta-
tion of hospital critical care capacity after bioterrorist attacks or epidemics: Recommenda-
tions of the Working Group on Emergency Mass Critical Care. Crit Care Med 33:2393–2403

65. Middleton KR, Burt CW (2006) Availability of pediatric services and equipment in emergency
departments: United States, 2002–03. Adv Data 367:1–16

66. Burt CW, Middleton KR (2007) Factors associated with ability to treat pediatric emergencies
in US hospitals. Pediatr Emerg Care 23:681–689

67. American Academy of Pediatrics, Committee on Pediatric Emergency Medicine and Ameri-
can College of Emergency Physicians, and Pediatric Committee (2001) Care of children in
the emergency department: Guidelines for preparedness. Pediatrics 107:777–781

68. Kanter RK, Moran JR (2007) Pediatric hospital and intensive care unit capacity in regional
disasters: Expanding capacity by altering standards of care. Pediatrics 119:94–100

69. Ostbye T, Ponnamperuma T, Fernando N, et al (2008) The impact of the Tsunami on hospi-
talizations at the tertiary care hospital in the Southern Province of Sri Lanka. Am J Disaster
Med 3:147–155

70. Distefano SM, Graf JM, Lowry AW, Sitler GC (2006) Getting kids from the Big Easy hospi-
tals to our place (not easy): Preparing, improvising, and caring for children during mass
transport after a disaster. Pediatrics 117:S421–S427

71. American Academy of Pediatrics Committee on Pediatric Emergency Medicine, American Acad-
emy of Pediatrics Committee on Medical Liability, Task Force on Terrorism (2006) The pe-
diatrician and disaster preparedness. Pediatrics 117:560–565

A. C. Argent, N.“Tex” Kissoon412

32



72. Mace SE, Bern AI (2007) Needs assessment: Are disaster medical assistance teams up for the
challenge of a pediatric disaster? Am J Emerg Med 25:762–769

73. Dewo P, Magetsari R, Busscher HJ, van Horn JR, Verkerke GJ (2008) Treating natural disas-
ter victims is dealing with shortages: An orthopaedics perspective. Technol Health Care
16:255–259

74. Rathore MF, Rashid P, Butt AW, Malik AA, Gill ZA, Haig AJ (2007) Epidemiology of spinal
cord injuries in the 2005 Pakistan earthquake. Spinal Cord 45:658–663

75. Rathore FA, Farooq F, Muzammil S, New PW, Ahmad N, Haig AJ (2008) Spinal cord injury
management and rehabilitation: Highlights and shortcomings from the 2005 earthquake in Pak-
istan. Arch Phys Med Rehabil 89:579–585

76. Adhisivam B, Srinivasan S, Soudarssanane MB, Deepak Amalnath S, Nirmal Kumar A, et al
(2006) Feeding of infants and young children in tsunami affected villages in Pondicherry. In-
dian Pediatr 43:724–727

77. Noji EK, Toole MJ (1997) The historical development of public health responses to disaster.
Disasters 21:366–376

78. Mackway-Jones K, Carley SD, Robson J (1999) Planning for major incidents involving chil-
dren by implementing a Delphi study. Arch Dis Child 80:410–413

79. Hu YY, Adams RE, Boscarino JA, Laraque D (2006) Training needs of pediatricians facing
the environmental health and bioterrorism consequences of September 11th. Mt Sinai J Med
73:1156–1164

80. Wallis LA, Carley S (2006) Comparison of paediatric major incident primary triage tools. Emerg
Med J 23:475–478

81. Shirm S, Liggin R, Dick R, Graham J, et al (2007) Prehospital preparedness for pediatric mass-
casualty events. Pediatrics 120:e756–e761

82. Mulvey JM, Awan SU, Qadri AA, Maqsood MA (2008) Profile of injuries arising from the
2005 Kashmir earthquake: The first 72 h. Injury 39:554–560

83. Mulvey JM, Qadri AA, Maqsood MA (2006) Earthquake injuries and the use of ketamine for
surgical procedures: The Kashmir experience. Anaesth Intensive Care 34:489–494

84. Garrett AL, Grant R, Madrid P, Brito A, Abramson D, Redlener I (2007) Children and megadis-
asters: Lessons learned in the new millennium. Adv Pediatr 54:189–214

85. Olness K, Sinha M, Herran M, Cheren M, Pairojkul S (2005) Training of health care profes-
sionals on the special needs of children in the management of disasters: Experience in Asia,
Africa, and Latin America. Ambul Pediatr 5:244–248

86. Kuschner WG, Pollard JB, Ezeji-Okoye SC (2007) Ethical triage and scarce resource alloca-
tion during public health emergencies: Tenets and procedures. Hosp Top 85:16–25

87. Hick JL, Rubinson L, O’Laughlin DT, Farmer JC (2007) Clinical review: Allocating ventila-
tors during large-scale disasters—Problems, planning, and process. Crit Care 11:217

88. Challen K, Bentley A, Bright J, Walter D (2007) Clinical review: Mass casualty triage—Pan-
demic influenza and critical care. Crit Care 11:212

89. Bostick NA, Subbarao I, Burkle FM, Jr, Hsu EB, Armstrong JH, James JJ (2008) Disaster triage
systems for large-scale catastrophic events. Disaster Med Public Health Prep 2(Suppl
1):S35–S39

90. Gautschi OP, Cadosch D, Rajan G, Zellweger R (2008) Earthquakes and trauma: Review of
triage and injury-specific, immediate care. Prehosp Disaster Med 23:195–201

91. Jenkins JL, McCarthy ML, Sauer LM, et al (2008) Mass-casualty triage: Time for an evidence-
based approach. Prehosp Disaster Med 23:3–8

92. Klein KR, Pepe PE, Burkle FM, Jr, Nagel NE, Swienton RE (2008) Evolving need for alter-
native triage management in public health emergencies: A Hurricane Katrina case study. Dis-
aster Med Public Health Prep 2(Suppl 1):S40–S44

93. O’Laughlin DT, Hick JL (2008) Ethical issues in resource triage. Respir Care 53:190–7; dis-
cussion 197–200

32 The Needs of Children in Natural or Manmade Disasters 413



94. Briggs S (2007) Triage in mass casualty incidents: Challenges and controversies. Am J Dis-
aster Med 2:57

95. Baker MS (2007) Creating order from chaos: Part I: Triage, initial care, and tactical consid-
erations in mass casualty and disaster response. Mil Med 172:232–236

96. Talmor D, Jones AE, Rubinson L, Howell MD, Shapiro NI (2007) Simple triage scoring sys-
tem predicting death and the need for critical care resources for use during epidemics. Crit
Care Med 35:1251–1256

97. Roccaforte JD, Cushman JG (2007) Disaster preparedness, triage, and surge capacity for hos-
pital definitive care areas: Optimizing outcomes when demands exceed resources. Anesthe-
siol Clin 25:161–77, xi

98. Wallis L, Carley S, Hodgetts CT (2006) A procedure based alternative to the injury severity
score for major incident triage of children: Results of a Delphi consensus process. Emerg Med
J 23:291–295

99. Mielke J, Martin DK, Singer PA (2003) Priority setting in a hospital critical care unit: Qual-
itative case study. Crit Care Med 31:2764–2768

100. Kapiriri L, Martin DK (2007) Bedside rationing by health practitioners: A case study in a Ugan-
dan hospital. Med Decis Making 27:44–52

101. Makundi E, Kapiriri L, Norheim OF (2007) Combining evidence and values in priority set-
ting: Testing the balance sheet method in a low-income country. BMC Health Serv Res 7:152

102. Kapiriri L, Norheim OF, Martin DK (2009) Fairness and accountability for reasonableness.
Do the views of priority setting decision makers differ across health systems and levels of de-
cision-making? Soc Sci Med 68:766–773

Suggested resources

CDC http://www.bt.cdc.gov/disasters/
Children and disasters. Website related to the American Academy of Pediatrics. http://www.aap.org/dis-

asters/index.cfm (accessed 2nd June 2009)
Federal emergency management agency website for children. http://www.fema.gov/kids/ (accessed

2nd June 2009)
http://www.health.state.ny.us/facilities/hospital/emergency_preparedness/guideline_for_hospitals/sec-

tion_14/psychosocial.htm (accessed 2nd June 2009)
Safe Hospitals Bibliography http://safehospitals.info/index.php?option=com_newsfeeds&task

=view&feedid=11&Itemid=198 (accessed 3rd June 2009)
The Youngest victims: disaster preparedness to meet children’s needs. http://www.aap.org/disasters/pdf/

Youngest-Victims-Final.pdf (accessed 2nd June 2009)
WHO Health Action in Crises http://www.who.int/hac/en/ (accessed 3rd June 2009)

A. C. Argent, N.“Tex” Kissoon414

32


