Journal Pre-proof H
b s of Bmergency Medicine

Preparedness and response to Pediatric CoVID-19 in European Emergency
Departments: a survey of the REPEM and PERUKI networks

Silvia Bressan, Danilo Buonsenso, Ruth Farrugia, Niccolo’ Parri, Rianne Oostenbrink,
Luigi Titomanlio, Damian Roland, Ruud G. Nijman, lan Maconochie, Liviana Da Dalt, E===mii il
Santiago Mintegi

PII: S0196-0644(20)30366-8
DOI: https://doi.org/10.1016/j.annemergmed.2020.05.018
Reference: YMEM 8668

To appearin:  Annals of Emergency Medicine

Received Date: 9 April 2020

Please cite this article as: Bressan S, Buonsenso D, Farrugia R, Parri N’, Oostenbrink R, Titomanlio

L, Roland D, Nijman RG, Maconochie |, Da Dalt L, Mintegi S, Preparedness and response to Pediatric
CoVID-19 in European Emergency Departments: a survey of the REPEM and PERUKI networks, Annals
of Emergency Medicine (2020), doi: https://doi.org/10.1016/j.annemergmed.2020.05.018.

This is a PDF file of an article that has undergone enhancements after acceptance, such as the addition
of a cover page and metadata, and formatting for readability, but it is not yet the definitive version of
record. This version will undergo additional copyediting, typesetting and review before it is published

in its final form, but we are providing this version to give early visibility of the article. Please note that,
during the production process, errors may be discovered which could affect the content, and all legal
disclaimers that apply to the journal pertain.

Copyright © 2020 by the American College of Emergency Physicians.


https://doi.org/10.1016/j.annemergmed.2020.05.018
https://doi.org/10.1016/j.annemergmed.2020.05.018

Title: Preparedness and response to Pediatric CoVID-E@rnopean Emergency
Departments: a survey of the REPEM and PERUKI netsvo

Authors: Silvia Bressah Danilo Buonsengo, Ruth Farrugig Niccolo’ Parr?, Rianne
Oostenbrink, Luigi Titomanlid, Damian Rolany Ruud G. Nijma’** lan Maconochi®,
Liviana Da Dalt, Santiago Minted?

Affiliations:

'Division of Pediatric Emergency Medicine, DepartinehWomen'’s and Children’s Health

— University Hospital of Padova, Italy

*Department of Woman and Child Health and Public ltHeaFondazione Policlinico
Universitario A. Gemelli IRCCS, Rome, ltaly

*Universita Cattolica del Sacro Cuore, Roma, Italia

* Department of Child and Adolescent Health, Mater B@spital, Msida, Malta

® Emergency Department & Trauma Center, Ospedalffied Meyer Firenze, Florence,
Italy.

®Department general Pediatrics, ErasmusMC — Sopluerdam, The Netherlands

’ Pediatric Emergency Department, Hopital UnivensitRobert-Debre, Paris, France

8 SAPPHIRE Group, Health Sciences, Leicester Unitierseicester, UK

®Pediatric Emergency Medicine Leicester AcademidPE) Group, Leicester Hospitals,
Leicester, UK

19Department of Pediatric Emergency Medicine, Divisié Medicine, St. Mary’s hospital -
Imperial College NHS Healthcare Trust, London, Lomd_ondon, UK

Yraculty of Medicine, Department of Infectious Dises, Section of Pediatric Infectious
Diseases, Imperial College London, UK

?Pediatric Emergency Department, Biocruces Bizkaialth Research Institute, Hospital
Universitario Cruces. University of the Basque GoyrlJPV/EHU. Bilbao, Basque
Country, Spain

Correspondence to:
Silvia Bressan MD, PhD
Department of Woman’s and Child’s Health — DivismiPediatric Emergency Medicine
University of Padova, Italy;
Ph: +39 0498213501/3570
Fax: +39 0498213502,
e-mail: silviabress@gmail.com (preferred)
silvia.bressan.1@unipd.it;

Meetings:
This work has not been presented to any meeting

Grant funding:
No external source of funding supported the presenk

Conflicts of interest:
All the authors have no conflicts of interest tedalibse

Word count: 3,602



Author contributions:

Silvia Bressan: Conceived the study, designedtimysobtained, analysed and interpreted
the data, wrote the initial draft of the paper,géwnal approval to be published, and agreed
to be accountable for all aspects of the work.

Santiago Mintegi: Conceived the study, designedsthdy, interpreted the data, critically
revised the draft of the paper, gave final appréovdde published, and agreed to be
accountable for all aspects of the work.

Danilo Buonsenso designed the draft of the survey.

Danilo Buonsenso, Niccolo’ Parri, Ruth FarrugiauBWNijman, Rianne Oostenbink, Luigi
Titomanlio, lan Maconochie, Damian Roland and Liaa@a Dalt: Designed the study,
contributed to the interpretation of the data, w@br revised it critically, gave final approval
to be published, and agreed to be accountabldlfas@ects of the work.

Contributors’ list

Country leads list (country leads collaborated closely with the research team and were
instrumental for the dissemination and completion of the survey). Said Hachimi Idrissi, UZ
Gent, Brussel, Belgium; Marianne Sjglin Frederiks@openhagen University Hospital,
Herlev, Denmark; Ulle Uustalu, Tallinn Childreisspital, Estonia; Gerard Cheron, Necker
enfants malades, France; Florian Hoffmann, Dr. Maaoner University Children's Hospital
Munich, Germany; Valtyr Thors, Children’s hospitaland. Landspitali University

Hospital, Iceland; Michel J Barrett, Children's Hiedreland at Crumlin, Ireland; Itai Shavit,
Rambam Health Care Campus, Israel; Zanda PucukdSBBhildren clinical university
hospital, Latvia; Lina Jankauskaite, Hospital ahlianian University of Health Sciences
Kauno Klinikos, Lithuania; Correct spelling:Patedlacdo, Hospital Pediatrico, Centro
Hospitalar e Universitario de Coimbra, Portugafirinis Orfanos, Skane University Hospital,
Sweden; Laurence Lacroix, Geneva University Hofpitawitzerland

Acknowledgments

The authors would like to acknowledge all the resj@mts to the survey and who gave
permission for their names to be included in tHenawledgment section of this paper:

Carlos Luaces, Cubells Head Pediatric Emergerepament Hospital Sant Joan de Deu,
Barcelona, Spain; Aline Malterre, Center Hospitalisercommunal de Créteil, France; Anne
Louise Bischoff, Hilleroed Hospital the Capital Ragof Denmark, Denmark; Letitia
Pantalone, GHT NOVO, Ch rené Dubos, Pontoise, [e;gditvia Oliva Rodriguez-Pastor,
Hospital Regional Universitario Malaga, Spain; El@dssam, Center Hospitalier de Gonesse,
France; Sheena Durnin, Children's Health Irelanbadiaight University Hospital, Dublin,
Ireland; Aristides Rivas, Gregorio Maraiion Univréiospital, Madrid, Spain; Anton
Castafio-Rivero, Hospital Universitario de Cabuefd@i®n, Asturias, Spain; Mercedes de la
Torre, Hospital infantil universitario Nifio Jestiéadrid, Spain; Orla Neylon, University
Hospital Limerick, Ireland; Donatella De Martiisrddto Soccorso Pediatrico, ASST Spedali
Civili Brescia, Italy; Vincenzo Tipo and Angela May Pediatric Emergency Department,
Santobono-Pausilipon Children's Hospital, Napledy; Antonio Chiaretti, Pediatric
Emergency Department, Fondazione Policlinico Ursitario A. Gemelli IRCCS, Rome,

Italy; Marcello Lanari, Pediatric Emergency Depagtity Bologna, Italy; Claudio Germani
Pediatric Emergency Department, Institute for nreteand Child Health IRCCS, Burlo



Garofolo, Trieste, Italy; Antonio Francesco Urbin@ediatria d'Urgenza - AOU Citta della
salute e della Scienza, Turin, Italy; Olivier RichEmergency department, Hopital des
Enfants CHU, Bordeaux, France; Faraaz Bhatti, Depart of Emergency Medicine, Gozo
General Hospital, Malta; Patricia Macao, Pedidftcergency Service, Hospital Pediatrico,
Centro Hospitalar e Universitario de Coimbra, PgatuRoberto Velasco, Pediatric
Emergency Unit, Rio Hortega Universitary Hospit&lladolid, Spain; Teresa Castro,
Hospital Espirito Santo de Evora, Portugal; Fuchad{ Center for Pediatrics, University of
Freiburg, Germany; Kathryn Allison and Asim ljazjildren's Research Practitioner Royal
Lancaster, Lancaster, United Kingdom; Isabelle @éauPediatric emergency department,
Children hospital, Toulouse University Hospital ulause, France; Anne Cavau, Pediatric
Emergency Department, Armand Trousseau Universitypial, Paris, France; Mélusine
Kiener, Pediatric Emergency Department, Armand $seau University Hospital, Paris,
France; Rouget Sebastien, Service de pediatrigeCEospitalier Sud-Francilien, Corbeil-
Essonnes, France; Mia Ferch, Pediatric Departrdamhus University Hospital, Denmark;
Shrouk Messahel, Alder Hey Children's Hospital NFfsindation Trust, Liverpool, United
Kingdom; Grosse Lordemann Anja, Altoner Kinderkrankaus, Hamburg, German; Vanda
Anacleto Bento Hospital Fernando Fonseca, AmadRwetugal; Mark D Lyttle, Emergency
Department, Bristol Royal Hospital for Children,fol, UK; Rikke Mgller Andersen,
Pediatric department Hospital of Lillebelt, Koldir@enmark; Jorge Sotoca Fernandez,
Skane University Hospital; Andrés Gonzalez Herm®&saliatric emergency, Basurto
University Hospital, Bilbao, Spain; Escoda Simoadmtric Emergency Department, Center
Hospitalier Delafontaine de Saint-Denis, Francesélte Pharisa Rochat, HFR-Fribourg,
Fribourg, Switzerland; Paddy Fitzpatrick, Childreiealth Ireland at Temple Street, Dublin,
Ireland; Emily Walton, Royal Alexandra Children'sspital, Brighton, United Kingdom;
von Hauner University Children's Hospital, Muni@grmany; ldanna Sforzi, Emergency
Department, Meyer Children's Hospital, FlorencalyltHoeffe Julia, Pediatric Emergency
Department, Inselspital University Hospital Berwi2erland; Marta Romanengo, Pediatric
Emergency, Ospedale Gaslini, Genova, Italy; Su€astanhinha, Hospital Dona Estefania -
Centro Hospitalar Lisboa Central, Portugal; Hellgi€tiansen, Department of Pediatrics,
Hvidovre Hospital, Denmark; Barbara Maria Cant@ipartimento delle Professioni
sanitarie, IRCCS Ca Granda Ospedale Maggiore Rotiol Milano, Italy; Sofia Reis,
Centro Hospitalar Tondela-Viseu, Viseu, PortugathEChristoph Bernhard, Pediatric
Intensive Care and Emergency Medicine, Auf det Bhiildren's Hospital, Hannover,
Germany; Georg Staubli, Universitiy Hospital Zuriciirich, Switzerland; Wolf Pauline,
Antoine Béclére Hospital, Clamart, France; Racledlafon, Hopital de I'Enfance de
Lausanne, Lausanne, Switzerland; Kurt Anseeuw, BtiAvenberg, Antwerp, Belgium;
Davide Silvagni and Pietro Soloni, Pediatric Emergyedepartment and critical care unit,
Azienda Ospedaliera universitaria integrata, Veydtady; Higuet Adeline, Emergency Sint
Maria Halle, Belgium; Mirjam van Veen, Groene hagkenhuis, Gouda, The Netherlands;
Gerlant van Berler, Department of Emergency and®e Medicine, Universitair
Ziekenhuis Brussel, Brussel, Belgium; Giora Weigatliatric emergency department,
Shaare Zedek Medical Center, Jerusalem, IsraetiididVpotos, St Lucas General Hospital,
Ghent, Belgium; Nir Friedman, Pediatric EmergeN®dicine , Safra Children's Hospital,
Sheba Medical Center, Tel Hashomer, Israel; Mishailmon, Pediatric Emergency
Medicine, Soroka University Medical Center, Beee&h Israel; Uri Balla, Pediatric
Emergency Department of Kaplan Medical Center, Retydsrael; Ayelet Rimon from the
Division of Pediatric Emergency Medicine, DepartinenPediatrics, Dana-Dwek Children
Hospital, Sackler School of Medicine, UniversityTdl Aviv, Israel; Karin Biswanger,
Department of Pediatrics, Sodra Alvsborgs Hosp8aleden; Virginia Gémez Barrena,



Pediatric Emergency, Hospital Universitario Mig&&rvet, Zaragoza, Spain; Ingunn
Olafsdottir, Skane University Hospital, Sweden



ABSTRACT

Study objective: We aimed to describe the variability and identifypg in preparedness and
response to the COVID-19 pandemic in European Eag for children.

Methods. A cross-sectional point prevalence survey, was ldpee and disseminated
through the pediatric emergency medicine reseagthiarks for Europe (REPEM) and the
United Kingdom and Ireland (PERUKI). We aimed tolutde ten EDs for countries with >
20 million inhabitants and five EDs for less popethcountries, unless the number of
eligible EDs was below five. ED directors or théglegates completed the survey between
March 20" and 2" to report practice at that time. We used desegpstatistics to analyse
data.

Results: Overall 102 centers from 18 countries (86% respaate) completed the survey:
34% did not have an ED contingency plan for pandsrand 36% had never had simulations
for such events. Wide variation on PPE items wasvehfor recommended PPE use at pre-
triage and for patient assessment, with 62% ofecer@xperiencing shortage in one or more
PPE items, most frequently FFP2/N95 masks. Only @a¥#%Ds had negative pressure
isolation rooms. COVID-19 positive ED staff wasoged in 25% of centers.

Conclusion: We found variation and identified gaps in prepaesgnand response to the
COVID-19 epidemic across European referral EDsfoldren. A lack in early availability

of a documented contingency plan, provision of $ation training, appropriate use of PPE,
and appropriate isolation facilities emerged asdhpt should be optimized to improve
preparedness and inform responses to future pandemi



INTRODUCTION
Background

Ever since the first human cases of the novel @ioas were reported in Wuhan, Hubei
Province in China in December 2019, the Coronaviniggase 2019 (COVID-19) pandemic
has spread rapidly across the wdrithe epidemic in Europe initially centerd around
Northern Italy where there was a steep rise imtimaber of cases and case fatalities from
February 282020 onward$.While European countries were deciding upon oevesracting
containment measures of varying degrees, the infecbontinued to spread across the

continent with devastating impact on health systeheseconomy and the society at large.

Within healthcare, it is crucial that the emergedepartment (ED), as the entry point to
hospital care, is prepared to manage high risk @P1A patients in an efficient and safe
way, from triage to final disposition. The ED shdbuéspond to the epidemic surge in
agreement with hospital contingency plans and dmiele from local and national health

authorities® also learning from the experience of other coesfri

Even though it has now become apparent that childre affected less frequently and with a
much more benign disease spectrum than atifiippropriate management in the ED of
suspected and confirmed cases and their familiessisntial:® Children may present with
conditions not linked to COVID-19 but some, whemgted for that condition, are found to
have COVID-19 positive swabs as an incidental figdiThis may be a feature with the more
widespread dissemination of COVID-19 throughoutgbpulation. Besides suspected or
confirmed COVID-19 patients, EDs should also mamthe quality of care provided to

children presenting with serious illnesses or aatig not related to the pandemic.
I mportance

Pathways and protocols need to be in place to erikat rapid appropriate care is provided
to suspected COVID-19 children, while avoiding gelacare of non-COVID-19 patients.

In addition, it is paramount to ensure adequatéeptmn and minimize exposure of patients
and staff to the infectiotf. However, the dialogue between European pediatniergency

physicians who liaised through their European Sg@ad their research networks (Research



in European Pediatric Emergency Medicine - REPEM Raediatric Emergency Research in
the United Kingdom and Ireland — PERUK})®highlighted differences and challenges in
ED preparedness and response between countrige @OVID-19 pandemic unfolded

throughout Europe.
Goals of thisinvestigation

Hence, we aimed to describe the preparedness gpdnge to the COVID-19 pandemic in
European referral EDs for children within the REPEMI PERUKI networks.

We hypothesised that European referral EDs fododil would show variability and gaps in
preparedness and response to the COVID-19 pand&oncwhich lessons could be learned

for the current and future pandemics.

METHODS

Survey design and setting

We conducted a cross-sectional point prevalencgeguil he survey was developed in
English by the lead author and then underwent séveunds of review by the research team.
The survey was distributed through the REPEM néetyoa research collaborative

consisting of Pediatric EDs (PEDs) and EDs of galneospitals with a separate pediatric
section, serving as referral centers for childesrd also the sites affiliated to the executive
committee members of PERUKI. For each country,untry lead was identified on a
volunteer basis, through the network, to dissemitia¢ survey to centers meeting the above
reported criteria. Country leads were pediatric rig@ecy physicians or paediatricians
working in the ED. We also included Israel as adpean associated country, as Israel has

been part of the REPEM network since its foundatfon

To ensure balanced representativeness of parimgpabuntries and feasibility of the study,
the research team, using a quota sampling méthagteed to include a pre-determined
number of centers based on the population of paating countries. For countries with more

than 20 million inhabitants (namely Italy, FranGsrmany, Spain and the United Kingdom)



participation of ten EDs was sought. For countweéh less than 20 million inhabitants five
EDswere expected to participatenless the number of eligible EDs was less tham (iie.
Estonia: four EDs eligible; Iceland: one ED eligipLatvia: one ED eligible; and Malta two

EDs eligible). The denominator for our survey coisgul 103 centers.

Country leads were to decide on the strategy toogmh eligible EDs in their country. Some
country leads approached more than the pre-edtallisumber of centers to ensure a 100%
response rate, accounting for the possibility sfvmbhe contacted centers might not respond.
By adopting this approach, some countries actedbeeded the expected number of
participating centers per country. For calculatidthe survey response rate the number of
EDs exceeding the pre-determined expected numhkmart€ipating EDs per country was not

considered.

ED directors or their delegates, staff members mqped by the ED director as most suitable
persons to complete the survey, completed one gdioveach participating center. The

survey was open on March®and 2 2020. Survey responses were collected in REDCap, a
validated online data collection systéfrRespondents were asked to state their country of
residency, but it was not mandatory to give the @aifftheir hospital. Each country lead
recorded the name of the invited and participatiogpitals. Country leads communicated to
the principal investigator the number of centeet tompleted the survey, without disclosing
the hospitals’ identities, ensuring the numberarhpleted surveys per country matched the
number of centers that actually completed the erdurvey.

Definitions

Preparedness and response were defined, basedsensas of the research team, as
organizational and operational actions taken by tedace the pandemic, including
contingency plans, training, screening of suspecéses, surge capacity, availability and use
of personal protective equipment, ED infection colntneasure, care pathways and
management of suspected cases, health professgafatg and sustainability of care.

Survey content

A first survey was completed by country leads ftect the national situation of the COVID-

19 pandemic as of March ®@020. The country lead survey included questionsaage of



COVID-19 cases (total and pediatric) per countng date of identification of the first
COVID-19 cases in the country; and the type of ammhent measures enforced in their
country. Data on range of confirmed cases per cpuas well as deaths, were cross checked
with the European Center for Disease Control anddemeters websites on March®210
ensure complete update of data up to Maréh22@0"*8 There were no reported pediatric

COVID-19 confirmed deaths in participating courdra the time of the survey.

The participating ED survey completed by each piaeiing center focused on

organizational and operational aspects of prepasdand response as reported in the above
mentioned definition.

We followed STROBE guidelines for reporting of ohsgional studies?

Statistical analysis

Descriptive statistics were used to analyse tha, daporting 95% confidence intervals (Cl)
around each point estimate. Data were analysed &ata (version 13, StataCorp, College
Station, Texas, USA).

Ethics

This survey accessed clinicians via a researchlotative to assess their departmental
practice and therefore did not require formal etlm&view, as determined by the ethics board
of the University Hospital of Padova, Italy. Consesas implied by participation.

RESULTS

A total of 18 countries participated in the stuBighty-nine of the expected 103 centers,
based on the pre-established number of participatmters per country, completed the
survey (response rate 86%). However, some courgxieseded the number of expected
participating EDs, leading to a total of 102 EDstipgating to the surveyl{able 1 and

Figure 1). The survey was completed by the ED director8%%bf cases and by their
delegate in 52%. The number and characteristipauicipating centers and the range of
COVID-19 confirmed cases per country is reporte@iable 1. The majority of participating
EDs were tertiary-care PEDs (75%) and most cehiisa pediatric yearly census > 10,000



visits per year (89%). Only few confirmed COVID-fi8diatric patients, if any, were seen in
participating EDs. Containment measures were vigriaiforced in participating countries as
of March 28" 2020 {Table 1S, Supplementary material). Measures less often taken were
the most restrictive, namely the closure of noreesal commercial activities (67%); the
closure of land borders (50%) and the prohibitibargy travel not-related to health or food
shopping needs (50%). A summary of criteria fopgased COVID-19 cases in use at
participating EDs is provided ifiable 2S- Supplementary material. Definition criteria had
changed over time in 90% of centers, reflectingudry dynamic adjustments made to face a
rapidly evolving crisis. At the time of the survayny child with flu-like illness or fever was

considered as a suspected COVID-19 infection in 67%enters.

Approximately one third of centers (34%) did novédan ED contingency plan for
pandemics and 36% had never organized simulat@rsuth events. The majority of centers
(76%) had not experienced mass casualty disast@andemics during the past five years.
Nearly all institutions had established a formal EBBnagement plan for suspected/confirmed
pediatric COVID-19 cases, with daily updates in 68P6enters. Surge capacity for pediatric
suspected COVID-19 cases was variable betweenrsattan ED, admission ward and
intensive care level in terms of number of avagaisloms/bedsI(@ble 2). In one fifth of the
institutions there was no intensive care availgbfbr pediatric COVID-19 patients. Only
admission ward surge capacity increased accordifdtvolume Supplementary Figure

1). Adjustments implemented to best manage sugieot&irmed COVID-19 patients
included cancellation of planned activity (i.e. patient visits, surgery or hospital
admissions) in 90% or more of participating centexsrganization of beds in other pediatric
wards in 75%, and telemedicine in nearly 70%.

The distribution of responses showed variatiohettiming of pre-triage set-up and training
on personal protective equipment (PPE). Variatias also observed in the recommended
use of PPE to be worn during pre-triage and dupetgent assessment. If looking at
recommended mask use during pre-triage, surgiceksnaere used in 52% of centers,
FFP2/N95 masks in 27% and FFP3/N100 masks in 8%g @dhring patient examination,
49% of centers used FFP2/N95 masks, 43% surgicsisrand 11% FFP3/N100 masks.
Recommended PPE use for patients was more corsast@ss centers with a surgical mask
to be worn by patients in 82% of EDs. Recommendedtabn of filtering masks use was

also variable. A shortage of both basic and aemgsoérating protective PPE items was



experienced by nearly two thirds of centers witlPEMR95 masks being the items most
frequently missingTable 3). Contagion of healthcare workers was frequerhorted at an
institution level (69%), but less so at the ED Ig28%). Only 18% of sites endorsed a
periodic active surveillance of ED staff. Dispasitiof healthcare workers who had been in
close contact with a confirmed COVID-19 case vahietiveen centers, with approximately
one third allowing staff to work while asymptomadicd one third recommending quarantine
at home. Overall, ED physicians shift work had beearranged in nearly two thirds of
centers with variable adjustments including bottrease and reduction in staff, as well as

different shift schemes to prevent cross-infectarong staff Table 4).

EDs limited caregivers/parents presence to onlypanson in the majority of centers (84%)
and reorganized patient flow to accommodate susgdeaxzses in separate dedicated areas.
Fewer than 20% of EDs had isolation rooms with tigggressure. Most EDs performed
swab testing for SARS-CoV-2 (78%). However, asympatc children with a history of
close contact, who could be otherwise dischargede wot tested in the ED in the majority
of centers (75%). At most sites suspected casesneh® tested, but were fit for discharge,
were sent home and swab results communicated faitiigy when they became available. In
cases of positive test results for discharged ptstidalf of the centers could count on
specific outpatient services to provide telephai®w-up. Most EDs experienced a
substabtial reduction in pediatric presentatiogysnore than 50% in half of the centers
(Table5). Centers further into the infection spread wawarfrequently reported a larger
reduction in the number of pediatric presentatignigur e 2). Overall 46% of centers agreed
(36%) or strongly agreed (10%) about the staterfdpthospital was ready and prepared to
handle COVID-19 at the time the outbreak starteduncountry” and 54% agreed (39%) or

strongly agreed (15%) when the statement was ezfeéar ED pediatric care.

LIMITATIONS

The results of our study should be interpretedhélight of its limitations. Although we
included a large number of European countriessaurey does not provide a pan-European
perspective. However, this is the first Europeatasizt that provides a detailed snapshot of
pediatric emergency care from within the pandewrti@ more granular level than any
institutional channel has been able to provideasoWhile the pandemic evolves in each

country and accompanying adjustments are mad@eatéocused survey will capture the



dynamic progress made from an organizational aedadnal perspective. We arbitrarily
decided, as a research team, the number of ceatbesincluded in each country to ensure a
balanced representativeness and to obtain timehptsgion of the survey. The participating
centers represent a subset of EDs caring for @nldr Europe and include referral centers
for children, thus our findings may not be geneedlie across different settings. Although
some countries exceeded the expected number oftestcenters, we were able to obtain a
reasonable balance in terms of country represeatass. In addition, the objective of this
survey was to explore common challenges and comeasning points and not to compare
responses between countries. Lastly, while theaasitthemselves refined questions via
review processes, the survey questions did notrgodeformal content validation
procedure. Given that most of the answers reqdixed quantitative responses on practice
in use/recommended at participating EDs, a forroatent validation would have likely had

limited impact on the reliability of our findings.

DISCUSSION

Our survey provides a snapshot of preparedneseeapdnse of EDs caring for children from
17 European countries and a European associatetrg@i one month after the COVID-19
outbreak started in Northern Italy. Overall, thedings of our study show high variation in
time and in level of organisational responses t&/@BP19 of EDs caring for children across
Europe and identified a few gaps that still needdmptimized to improve preparedness and
inform responses to future pandemics. Our datavghat a written and documented
contingency plan was still missing in approximatehe-third of centers one month after the
onset of the outbreak in Europe. While the majdrag not faced an epidemic or a mass
casualty event in the past five years, nearly 4@%rever run a simulation on how to
manage such a crisis in the ED. A striking findadigur point prevalence survey was the
wide variation in reported PPE use at pre-triagéfanthe assessment of suspected COVID-
19 cases, with 62% of centers experiencing shortagee or more PPE items. In addition, a
high percentage of centers reported infectionaff stembers, which may affect the
sustainability of care provided. From a structyeispective, the low percentage of EDs with
negative pressure isolation rooms (17%) highligipigortunities for improvement, should
renovation work be undertaken or new hospitaldari in the future.

While participating countries were at differentgsa in the outbreak spread the different pace

in the pandemic advancement represents an oppiyrfonhealthcare systems to learn from



each other by sharing experience and identifyieg®for improvement. This may ensure a
more rapid response in terms of implementatiomfafdtion prevention and control measures
within healthcare in those countries that lag beire spread wave. This is important at all
levels of care within an integrated health careesys but it is paramount for frontline
services such as EB%?! By March 28 nearly all participating centers had received a
formal plan for the management of pediatric susggécbnfirmed COVID-19 cases in the
ED, however, many faced common challenges: thed&cikequivocal definition of pediatric
suspected cases and the need of continuous adjusteszondary to the rapid change of
definitions and management plan; the late traimn@PE use and shortage in PPE supplies;
the need for extra-resources to set up a pre-trtagee-arrangement of staff shift work to
minimize infection spread or to cover for sick ealjjues; the lack of negative pressure
isolation rooms; the lack of outpatient servicefottow up discharged children with
confirmed COVID-19, with possible avoidable reprgaéions to the ED; the possibility to
admit adult COVID-19 patients into pediatric bette difficult balance of resource use.

Although children have shown to be relatively spdrem this pandemie?%223

timely
preparation and appropriate response are esstntrahimize the transmission of the
infection to both patients and healthcare profesd® Healthcare facilities have played an
unwillingly significant role in increasing viraldnsmission in this pandenfit-or physicians
taking care of children in the ED, COVID-19 hadtiglly been defined a logistic rather than
a clinical emergency, as a much greater effort megessary to rapidly reorganize care
pathways to prevent infection to patients and stather than to actually provide clinical
care to sick COVID-19 children. Not only the numbérconfirmed pediatric cases seen at
participating EDs at the time of the survey was/vew (approximately 200 overall), but ED
presentations substantially reduced, further deamgahe clinical burdef?

Appropriate PPE use is paramount for staff safati/ta reduce the risk of viral
transmissiorf>?’ Although tracheal intubation, manual ventilatiomon-invasive ventilation
are rarely needed for pediatric COVID-19 patierit&’ nearly 80% of participating EDs
performed swabbing, which is classified as an atrgsnerating procedure. While our
survey question on use of PPE might have been teipieted with respect to assessment by
the emergency physician, as to whether or notitkeisded aerosol-generating procedures,
suboptimal reported practice still emerged fronpoeses. The PPEs recommended by the
interim guidance of the European Center for Diséaseention and Control and the World
Health Organization for health care professionaléqguming aerosol-generating procedures

are gown, respirator (N95 or FFP2 standard or edei), gloves, eye protection (goggles or



face shield) and apron, while those providing dicace to COVID-19 patients should wear a
gown, surgical mask, gloves and eye protectionltHeare workers at triage should maintain
special distance of at least 1 meter and providg#tient with a medical mask (if tolerated);
no PPE is required if preliminary screening doesimmlve direct patient contatt?° Nearly
half of the centers reported a shortage of PPE{ often FFP2/N95 masks. PPE use should
be maximized to avoid shortage of supplies, whitimately exposes staff and the broader
community to an increased transmission risk. Omd tf respondents stated that respirators
(N95/FFP2 or FFP3/N100) are disposed of after isessment of each suspected case. This
practice may contribute to shortage of supplieshasame respirator could be used for more
than one patient, as long as it is not damageditsds®

Approximately 70% of respondents were aware ofciiefé healthcare workers at their
institution, while one fourth reported infectedftta the ED. Unfortunately, infection of
healthcare workers has been reported as a magatttor the sustainability of healthcare in
this pandemié® In fact, the disposition of healthcare professismeho had been in close
contact with a confirmed COVID-19 case varied be&meenters, possibly because of
concerns regarding service provisions.

Implementation of appropriate PPE use can be edsitg and should occur in a timely
manner. This is in contrast to barriers relatesititoctural limitations and constraints
affecting the organization of ED patient flow asdlation capacity, which may be difficult to
overcome in a short time frame. Infection contrelasures were more consistently reported
in the survey, including re-arrangement of ED ptfeow, changing of staff work shift to
optimize resource utilization, reduction in the rbhenof care givers allowed with the child
and home quarantine for confirmed COVID-19 pediatases fit for discharge.

Another interesting finding from our survey is shestantial reduction in pediatric ED
presentations during the pandemic. Centers fromtc@s with a longer time since first case
experienced higher reductions in the number of Ed3gntations. Parents’ fear of contagion
in a healthcare environment, improved hygiene nreasueduced community transmission
of communicable diseases, reduced opportunitissstain injuries owing to the strict
containment measures enforced by governments eahudtion in stress-related functional
diseases may be the reasons underlying this phermmBeports from previous epidemics
also showed an overall decrease in PED attenddhteEhe MERS outbreak had resulted in
a significantly higher proportion of high acuity Eiediatric presentations and an increase in

delayed presentatioris®
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Despite its limitations, the provision of a timegport on preparedness and response in
pediatric emergency care during the pandemic igulseinform practice and policymakers
to properly reorganize health systems while thei€is still evolving. It provides an accurate
objective historical dataset from which lessons lsahearned for the future, including for
adult EDs. The collaboration of the REPEM and PERB#ropean networks was
instrumental to ensure wide representation of Eemapountries and timely completion of
this multinational point prevalence survey. Theadaovided highlight the importance of
European multinational research collaborationstwige the best care to children in the
frontline.

In summary, we identified variability and gaps nejparedness and response to the COVID-
19 epidemic across European referral EDs for abdit one month since the start of the
outbreak in Northern Italy. A lack in early availlitly of a written and documented
contingency plan including detailed infection cohtmeasures, in the provision of simulation
training, appropriate use of PPE, and appropr&ikaiion facilities emerged as gaps that

should be optimized to improve the preparednessrdadn responses to future pandemics.
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Figureslegend

Figure 1. Map of participating countries and number of EDs participating to the survey per
country.

Figure 2. Reported reduction in pediatric ED visits by time since first reported COVID-19 case
(based on country of origin).

Supplementary Figure 1. Percentage distribution of ED (A), ICU (B) and admission ward (C)
surge capacity according to ED volume



Table 1. Characteristics of participating countries andteen

Belgium | Denmark | Estonia | France | Germany | Iceland | Ireland | lsrael Italy Latvia | Lithuania | Malta | Netherlands | Portugal Spain Sweden | Switzerland UK
Pre-determined No. of 5 5 48 10 10 18 5 5 10 18 5 28 5 5 10 5 5 10
expected centers
No. centers actually 7 5 3 15 13 1 4 6 11 1 2 2 2 5 9 3 6 7
participating
ED Setting
- Tertiary care PED of 0 0 1 6 4 1 2 1 5 1 0 0 0 2 3 1 3 1
standalone hospital
- Tertiary care PED in a 2 3 1 7 8 0 0 5 6 0 1 0 1 1 5 1 1 3
hospital for adults and
children
- Referral general ED 5 2 1 2 1 0 2 0 0 0 1 1 1 0 0 0 2 3
with pediatric section *
- Other # 0 0 0 0 0 0 0 0 0 0 0 1 0 2 1 1 0 0
Pediatric age limit
- up to 14 years of age 0 0 0 0 0 0 0 0 4 0 0 0 0 0 4 0 0 0
- up to 15 years of age 2 0 0 3 0 0 1 0 2 0 0 0 0 0 2 0 0 1
- up to 16 years of age 3 0 0 3 0 0 3 0 1 0 0 1 0 0 1 0 5 6
- up to 18 years of age 2 5 3 9 13 1 0 6 4 1 2 1 2 5 2 3 1 0
ED pediatric yearly
census (visits/year)
- < 10,000 1 2 2 0 2 0 0 0 0 0 0 1 2 0 0 1 0 0
- 10,000 -15,000 4 0 0 0 0 0 0 0 1 0 1 0 0 0 0 1 0 1
- 15,000 -25,000 2 3 0 0 9 1 1 1 4 0 0 1 0 1 2 1 2 0
- 25,000 -50,000 0 0 0 11 1 0 2 5 5 0 1 0 0 2 1 0 4 4
- >50,000 0 0 1 4 1 0 1 0 1 1 0 0 0 2 6 0 0 2
Number of pediatric
positive COVID-19 caseq = 7** 16 0 34 13** 2 11 4 48 2 0 1 0 12 26 0 14%* 2%*
seen in ED (total for all
centers per country)
Time from first COVID 3-4 3-4 3-4 >4 3-4 3-4 2-3 3-4 >4 2-3 3-4 1-2 3-4 2-3 >4 >4 3-4 >4
case weeks weeks weeks | weeks weeks weeks weeks | weeks | weeks | weeks weeks weeks weeks weeks weeks weeks weeks weeks
Number of total COVID- | >1,000 >100 >100 | >10,000( >1,000 >100 >100 >100 | >10,000| >10 >10 >10 >1,000 >100 >10,000 | >1,000 >1,000 >1,000
19 confirmed cases <10,000 | <1,000 <1,000 <10,000 | <1,000 | <1,000 | <1,000 <100 <100 <100 <10,000 <1,000 <10,000 <10,000 <10,000
N° of total COVID-19 >10 <10 <10 >100 >10 <10 <10 <10 | >1,000 <10 <10 <10 _>100 <10 > 1,000 >10 >10 >100
confirmed deaths <100 <1,000 <100 <1,000 <100 <100 <1,000
Number of total pediatric >10 >10 >10 >1,000 >100 >10 >10 <10 >100 <10 <10 <10 <10 ~>10 Not >10 >100 Not
COVID-19 confirmed <100 <100 <100 | <10,000| <1,000 <100 <100 <1,000 <100 reported <100 <1,000 reported

cases

ED=Emergency Department; PED= Pediatric Emergerepaiment; UK= United Kingdom
§ number of eligible EDs was less than the prerdeteed number of five expected participating cemfer countries with a population of less than 2ion inhabitants
* referral ED for children
# Malta: general referral ED seeing children; Bged: 2 secondary-care PED in a hospital for aduits children; Spain: secondary-care PED in a teddpr adults and children; Sweden: secondary-care
PED for medical conditions. A secondary-care PE@igies specialist care upon referral by primargcpre-hospital emergency services or other smiadigpitals, but does not include highly

specialized medical care, which may involve advedraral complex procedures and treatments performededical specialists in a tertiary-care statehefart facility.

** Belgium: 3 centers did not know; Germany: 2 astdid not know; Switzerland: 1 center did notwnblK: 1 center did not know




Table 2. Contingency plans, guidelines and capacity

Survey question Response options Centers | % 95%Cl
(n=102)
As of March 28 does your hospital have a writtefh Yes 73 71% 62-79%
and documented contingency plan in the event gf &lo 23 23% 15-32%
prolonged mass incident event as seen in pandemion’t know 6 6% 3-13%
infections?
As of March 28 does your ED/PED have a written Yes 64 63% 53-71%
and documented contingency plan in the event df &lo 35 34% 26-44%
prolonged mass incident event as seen in pandemi2on’t know 3 3% 1-8%
infections?
When was the last time you did a simulation in | Less than a week ago 8 8% 4-15%
your ED/PED on how to manage a mass Between a week and a month ago 4 4% 1-9%
casualty/epidemic? More than a month ago, but less than a year ago 34 33% 25-43%
More than a year ago 19 19% 12-27%
Never done 37 36% 28-46%
Has your ED/PED managed a mass casualty or| Yes 23 23% 15-31%
epidemic in the last 5 years? No 78 76% 67-83%
Don’t know 1 1% 0.1-5%
When did your institution distribute a formal Between the 15th and 31st of January 7 7% 3-13%
management plan for suspected/confirmed pediatiRetween the 1st and 15th of February 15 15% 9-23%
COVID-19 for your ED? Between the 15th and $®f February 37 36% 28-64%
Between the 1st and 15th of March 39 38% 29-48%
No formal plan yet 2 2% 0.5-7%
| don’t remember 2 2% 0.5-7%
Was the management plan above updated No formal plan yet 3 3% 1-8%
regularly? No, only one plan distributed so far 1 1% 0.1-5%
Yes on a daily basis 70 69% 59-77%
Yes on a weekly basis 20 19% 13-28%
Yes every two weeks 1 1% 0.1-5%
Yes, but at a different pace from above 5 5% 2-11%
Don’t know 2 2% 0.5-7%
What is the surge capacity of your ED/PED to 1 room 7 7% 3-13%
assess suspected/confirmed pediatric COVID-19 2 rooms 19 19% 12-27%
cases simultaneously? 3-5 rooms 36 35% 27-45%
>5 rooms 40 39% 30-49%
What is the surge capacity at your institution to | | cannot admit these patients in my institutiomytlare transferred to another hospital 5 5% 2-11%
admit suspected/confirmed pediatric COVID-19 | <5 beds 11 11% 6-18%
cases who need admission to hospital but not 5-10 beds 28 27% 20-37%
intensive care? >10 beds 57 56% 46-65%




Don't know 1 1% 0.1-5%
What is the surge capacity at your institution to | No PICU/ICU availability for COVID-19 at my instition 26 26% 18-35%
admit suspected/confirmed pediatric COVID-19 | <5 beds 33 32% 24-42%
cases in (pediatric) intensive care? 5-10 beds 20 20% 13-28%
>10 beds 20 20% 13-28%
Don’'t know 3 3% 1-8%
Does your hospital have a formal plan to increase Yes 78 7% 67-83%
capacity (bed availability) for suspected/confirmedNo 22 21% 15-30%
pediatric COVID-19 patients? Don’'t know 2 2% 0.5-7%
Which of the following adjustments/measures has Cancellation of planned outpatient visits 94 92% 85-96%
your hospital taken to be able to best manage Cancellation of planned surgery 97 95% 89-98%
pediatric COVID-patients in terms of staff Cancellation of planned hospital admissions 93 90% 84-95%
resources/bed availability? Modification of current accommodation i.e. re-orgation of beds in other ped wargs 76 75% 65-82%
[more than one answer possible] Telemetry and/or remote outpatient clinics by plitaéeconferencing 69 68% 58-76%
Don't know 1 1% 0.1-5%
Other 8 8% 4-15%
As part of the hospital wide contingency COVID- No, we are a standalone children’s hospital 7 7% 3-13%
19 plan is there the possibility that COVID-19 adulNo, this is not part of the current plan 46 45% 36-55%
patients will be admitted to pediatric beds? Yes, this is part of the plan if in need to inceaapacity for adult COVID-19 patients 43 42% 33-52%
Don’t know 4 4% 1-9%
Other 2 2% 0.5-7%
ED=Emergency Department; PED= Pediatric Emergerepatment




Table 3. Personal protective equipment and pre-triage

Survey question Response options Centers | % 95%Cl
(n=102)
When did your institution provide you with trainiog Between the 15th and 31st of January 5 5% 2-11%
how to use and remove personal protection equipment Between the 1st and 15th of February 15 15% | 9-23%
(PPE) for suspected or confirmed pediatric COVID-19| Between the 15th and 29th of February 35 34% | 26-44%
cases? Between the 1st and 15th of March 36 35% | 27-45%
Not provided yet 8 8% 4-15%
| don't remember 3 3% 1-8%
Type of training Video tutorial 58 56% | 47-66%
[more than one answer possible] Lecture(s) 30 29% | 21-39%
Small group training 54 52% | 43-62%
One to one face mask testing 18 18% | 11-26%
Written instructions (handouts, posters, flowcharts 5 5% 2-11%
Other 2 2% 0.5-7%
When did your Institution recommend setting upe-pr | Between the 15th and 31st of January 2 2% 0.5-7%
triage (i.e. triage process just before the curidhtriage,| Between the 1st and 15th of February 6 6% 3-12%
within the hospital area) for children presentiag/our Between the 15th and 29th of February 19 19% | 12-27%
ED? Between the 1st and 15th of March 52 51% | 41-60%
Not recommended yet 22 22% | 15-30%
| don’t remember 1 1% 0.1-5%
Which resources did your institution give you to e Tent(s) 25 24% | 17-37%
the pre-triage? Extra room in the hospital/department 34 33% | 25-43%
A thermoscan (infra-red thermometer) 11 11%| 6-18%
Extra-staff 38 37% | 28-47%
Other 13 13% | 8-20%
At your ED/PED clinical staff at pre-triage havewtear Surgical mask 54 52% | 43-62%
the following personal protective equipment One glove per hand 50 49% | 39-58%
[more than one answer possible] Protective gown 45 45% | 35-54%
Hair cover 27 27% | 19-36%
FFP2/N95 mask 22 22% | 15-30%
Safety goggles 19 19% | 12-27%
Face shield 19 19% | 12-27%
Shoes cover 13 13% | 8-20%
Double gloves per hand 11 11%| 6-18%
FFP3/N100 mask 8 8% 4-15%
Other 7 7% 3-13%
What is the recommended personal protective equipme Patient should wear a surgical mask 84 82%| 74-88%




for patients with suspected COVID-19 in your ED/PED Patient should wear a FFP2/N95 7 7% 3-13%
after pre-triage? Patients should wear a FFP3/N100 mask 2 2% 0.5-7%
Patient should not wear any mask 1 1% 0.1-5%
None recommended yet 8 8% 4-15%
When the pediatric emergency physician evaluatdsld | Protective gown 85 83% | 75-89%
with suspected COVID-19, he/she has to wear One glove per hand 70 68% | 59-77%
[more than one answer possible] Hair cover 52 51% | 41-60%
FFP2/N95 mask 49 49% | 38-58%
Safety goggles 48 48% | 38-57%
Surgical mask 44 43% | 34-53%
Face shield 36 35% | 27-45%
Double gloves per hand 22 22% | 15-30%
Shoes cover 18 18% | 11-26%
FFP3/N100 mask 11 11%| 6-18%
Other 5 5% 2-11%
In your ED/PED, what are the recommendations fer thl They can be used for a maximum of 6-8 hours af@rdoworn first 46 45% | 36-55%
use of FFP2/N95 or FFP3/N100 masks for They should be used only once and then disposedefery single suspected 33 32% | 24-42%
suspected/confirmed COVID-19 cases? case
They can be used for a maximum of 12-24 hours aftérg worn first 11 11%| 6-18%
We do not have FFP2/N95 or FFP3/N100 masks 1 1% 0.1-5%
Don’t know 2 2% 0.5-7%
Other 9 9% 5-16%
In your Institution, have you experienced at amyeti FFP2/N95 mask 44 43% | 34-53%
shortage of one or more of the following PPE? FFP3/N100 mask 32 32% | 23-41%
[more than one answer possible] Surgical masks 26 25% | 18-35%
Face shields/goggles 22 21% | 15-30%
Disinfectant gel 21 20% | 14-29%
Protective gown 17 17% | 11-25%
Shoes cover 9 9% 5-16%
Hair cover 5 5% 2-11%
Gloves 5 5% 2-11%
No supplies shortage so far 39 38% | 29-48%

ED=Emergency Department; PED= Pediatric Emergerepatment




Table 4. ED Staff safety and service sustainability

Survey question Response options Centers | % 95% ClI
(n=102)

Does your institution have an active surveillan@npo Yes 18 18% | 11-26%
test ED staff on a regular basis for COVID-19? No 82 80% | 72-87%
Don't know 2 2% | 0.5-7%

In your Institution, are you aware of any COVID-d&se | Yes 71 69% | 60-78%
in a healthcare worker? No 31 31% | 22-40%
In your Institution, if a healthcare worker has ibée He/she must be tested and in the meantime be iaufiirze 31 31% | 22-40%
contact (without personal protection devices) with He/she must be tested and in the meantime canwithla surgical mask 16 15% | 10-24%
confirmed case of COVID-19 He/she must be placed in quarantine without besstetl 10 10% | 5-17%
If he/she has no symptoms, can continue to workowit being tested 36 35% | 27-45%

Other 7 7% | 3-13%

Don't know 2 2% | 0.5-7%

Has any of your ED/PED staff tested positive fo\GD- | Yes 25 25% | 17-34%
19? No 76 74% | 65-82%
Don't know 1 1% | 0.1-5%

Have staff physicians shifts been rearranged te the Yes 64 63% | 53-71%
COVID-19 emergency for pediatric cases? No 38 37% | 28-47%
How were shifts re-arranged? (data on n=64 positive | We increased the number of ED consultants for odnild 14 22% | 8-22%
responses to previous question) We reduced the number of ED consultants for childligiding them in teams to 16 25% | 10-24%

have a spare team in case someone gets infectdd/qearantine
Staff physicians are organized in groups whichteotathe same way (to prevent 20 31% | 13-28%
infection among staff) 14 14% | 8-22%

Other

ED=Emergency Department; PED= Pediatric Emergerepyaltment




Table5. Logistics and organization of ED management

Survey question Response options Centers | % 95% ClI
(n=102)
In your ED/PED what is the policy for Both parents/caregivers are allowed to be withcthikl 13 13% | 8-20%
parental/caregiver presence of children with Only one parent/caregiver is allowed to be with¢hid 86 84% | 76-90%
suspected COVID-19? There are no rules that establish the number efgoeers allowed in the ED 3 3% 1-8%
What is the patient flow for a suspected COVID-19 Patient is taken directly to an isolation room hwiegative pressure 14 14% | 8-22%
in your ED/PED after pre-triage? Patient is taken directly to an isolation room, With no negative pressure 38 37% | 28-47%
Patient is taken directly in a usual visit room 7 7% | 3-13%
Patient waits in the usual waiting room 1 1% | 0.1-5%
Patient waits in a dedicated waiting room for segge COVID-19 36 35% | 27-45%
Other 6 6% | 3-12%
Where does the Pediatric Emergency physician | in an isolation room, with negative pressure 18 17% | 11-26%
evaluate a child with suspected COVID-19? in an isolation room, but with no negative pressure 63 62% | 52-71%
in a usual visit room 18 18% | 11-26%
Other 3 3% 1-8%
If you evaluate a child with suspected COVID-19, d&es 79 78% | 68-84%
you perform nasal/pharyngeal swab(s) for SARS-| No 22 21% | 15-30%
CoV-2 in the ED/PED? Don't know 1 1% | 0.1-5%
If you perform a nasal/pharyngeal swab for SARSt | must keep the child in a dedicated isolation ragttil | receive the swab result 6 6% | 3-12%
CoV-2 in the ED/PED to a clinically stable child I can discharge the child home and | communicagdamily the result when available 78 76% | 67-83%
(who would not otherwise require admission) | have to admit the child to a regular pediatricavantil | receive the swab result 2 2% | 0.5-7%
Children who do not need admission are not teste@ARS-CoV-2 in my ED 15 15% | 9-23%
Other 1 1% | 0.1-5%
If your only criterion for suspected COVID-19 is No, they are discharged home for isolation (quémait 77 75% | 66-83%
close contact with a confirmed COVID-19 case andNo, they are redirected to a screening clinic wisevabs are done on asymptomatic 7 7% | 3-13%
the child is otherwise asymptomatic and well, doa yo  patients
test/will you test the child in the ED/PED for SARS Yes always 9 9% | 5-16%
CoV-2? Yes sometimes, depending on other circumstances 9 9% | 5-16%
If you have a confirmed pediatric COVID-19 case | | must admit the child for 14 days independentlyisfher clinical conditions 5 5% | 2-11%
I can discharge the child based on his/her clindoalditions, as | do for any patient,
recommending home quarantine 87 85% | 77-91%
Other 6 6% | 3-12%
Don't know 4 1% 1-9%
In your city, are there specific outpatient sersgitiegat | Yes 49 48% | 38-58%
provide phone follow-up of discharged children withNo 45 44% | 35-54%
confirmed pediatric COVID-19 cases? Don’t know 8 8% | 4-15%
Are you experiencing a reduction in number of No 7 7% 3-13%




pediatric visits in your ED/PED since the startio#
COVID-19 outbreak in your country?

Yes, up to 25%

Yes, up to 50%

Yes, by more than 50%
Don't know

14
27
52

14%

26%

51%
2%

8-22%
19-36%
41-60%
0.5-7%

ED=Emergency Department; PED= Pediatric Emergerepatment




Countries and number of EDs participating to the survey
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