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Emergency Department 
Pediatric Readiness

“readiness” = preparedness
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Background

•2006 IOM report

•Large variability in emergency 
and trauma care for children

•Fractured care in emergency 
care systems across the US 



• Staffing
• Vehicles
• Physical structures
• Communications
• Equipment
• Electricity, water, 

food, medications, 
supplies

• Access

System requirements:

Private auto/walk-in

95%

home

SNF, rehabilitation

death

What is an emergency care system?

911 activation
Transfers

Operating room
Admission – ward
Admission – ICU
Observation unit

5%

Outside transfers

System strain:
• Volume
• Interruptions to flow
• Staffing
• Structural failures
• Supply failures
• Communications
• Access

Elective surgeriesOutpatient clinics



ED pediatric readiness
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• 55 questions in 6 domains (2013):

• Policies, procedures, protocols

• Patient safety

• Equipment and supplies

• Quality improvement

• Personnel

• Administration and coordination 

• Overall score = Weighted Pediatric Readiness Score (wPRS) 0-100



• National assessment of ED pediatric readiness in 2013
• 4,149 EDs, representing 24 million pediatric ED visits
• Median wPRS = 68.9 (IQR 56.1-83.6)
• Non-children’s hospital EDs care for 82.7% of pediatric ED 

visits
• 81% of EDs cited barriers to guideline implementation
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• N = 20,483 children with critical illness
• 426 EDs
• 2013 NPRP Assessment



•50 states, 1/1/2012 – 12/31/2017

•n = 372,004

•832 trauma centers 



There is large variability in ED pediatric 
readiness among US trauma centers
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Adjusted OR of outcomes (compared to least ready quartile)

 Better outcomes        Worse outcomes  

42% lower odds of dying 
when initially cared for in 
a high readiness ED



•n = 88,071 injured children, 146 trauma centers

•15 states, 2012-2017

•1-year follow-up



Survival curve (adjusted)
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30% lower risk of 
death to 1 year when 
initially cared for in a 
high readiness ED



Prehospital evaluation of ED readiness
• 28 states, 2012-2019
• 5,461 EMS agencies
• n = 808,536 children
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• ≈50% transported to EDs in 
highest quartile of readiness

• Additional 23% within 30 
minutes of high ready ED

• 1,719 lives could have been 
saved by shifting ED selection 
in these states 



Summary

• Emergency care and trauma systems are on the 
front-line of disasters and children are vulnerable in 
these systems

• Daily emergency care systems provide a laboratory 
to study disasters (system strain and capacity 
challenges)

• High ED preparedness to care for children = 
improved short- and long-term survival
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Thank You
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