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The Beginnings
 26.12.013 18/12 male toddler in an isolated

forested village became ill

 28.12.2013 RIP

 05.01.2013 Sister RIP

 06.01.2104 Pregnant Mother – miscarriage &
RIP

 11.01.2014 The index families house guest
returned to Sierre Leone and died.

 10.11.014 >13,000 cases, > 4,500 deaths



Children
& Ebola



Children & Ebola
 Generally comprise a small percent of the cases
 1995 Zaire outbreak: >50% population < 18 yrs but only

9% EVD cases < 18yrs
 Pediatr Infect Dis J 1996:15:189-191

 2014 Guinea: 18% cases in children
 JAMA Pediatrics 2014, jamapediatrics.com

 2014 In 4 affected countries: 13.8% <15yrs
 NEJM 2014 doi:10.1056/NEJMMoa1411100

 Why are children relatively spared
 Cultural practices – not involved in burial practices
 Limited direct contact with those who are ill ( prior

outbreaks <20% household contacts of an EVD case
acquire infection)



Manifestations in children
 Fever, headache, myalgia, abdominal pain and

weakness

 Progressing several days later to vomiting and
diarrhoea

 Less commonly bleeding and bruising

 Problem of differentiation from other childhood illnesses

 Importance of exposure history
 Travel history or history of direct contact
 Within the 21 day time frame



About 20% cases <16yrs



Paediatric Outcomes
Countries ( N) Paediatric cases

(%)
Overall CFR Pediatric CFR

(age cut off)
Sierra Leone

213 suspect
106 dx (50%)
87 kn outcome

25/87
(28.7)

75% 57%
(<21yrs)

Guinea
80 suspect
37 dx

0 43% n/a

WHO 5 countries
4507 prob/dx
1737  kn outcome

190/1378
(13.8)

73.6% 74.3%
(<15yrs)



Considerations for paediatric
HCW

 High index of suspicion IF travel and exposure history
within previous 21 days (use HPSC risk assessment
tool)

 Most however will have malaria, measles, typhoid or
other infections

 Prompt implementation of infection control precautions
– as with adult suspect EVD patients

 BUT DO NOT FORGET to consider and appropriately
treat other potential causes



So what happens when….
 Parents & Child from endemic country present to ED?

 All EDs to have designated area with PPE/SOPs/algorithms
readily available

 First Steps:
If any ? re EVD direct to designated single room, maintaining a
distance of 2 m (No hand holding!)

 One parent/carer only to accompany the child. Other well
adults/children to be sent home.

 Should an accompanying adult be unwell – activate the adult care
pathway.

 The most experienced staff to engage with the family



Phase 1
• Initial Triage & suspect case identification

and initial resuscitation (0-2 hours)

Phase 2
• Stabilisation while awaiting test results (2-

12, possibly 24 hours)

Phase 3
• Transfer to NIU

Phase 4
• Ongoing care of pediatric EVD patient
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Triage
?Travel Hx
?Symptoms

Place, with
carer, in

designated
single room

Risk
Assessment

high/low/none

Get buddy
Don PPE

Resuscitate
Labs: FBC, coags, biochem,

Malaria test, +EDTA & serum
sample

?EVD
Other Dx/EVD

excluded Contact:
Lab/Micro/IC

ID
Site

manager

Contact:
NVRL
& DPH
/MOH

EVD +/High
Risk

Contact:
NIU

EVD
neg



Paediatric Ebola Acute Care
Pathway (in preparation)



Paediatric Issues
 ‘Facility’ of NIU available to

paediatric patients

 Requirement for trained paediatric
staff to work in partnership with NIU
staff
 Consultants
 Nursing
 NCHD

 Working to manage current critical
shortfall in ability to provide paediatric
critical care



Paediatric Planning
 Long Term (very long term)
 Incorporation of level 4 isolation unit in NCH

 Interim possibilities
 Development of modular pediatric isolation unit with PICU

adjacency on a paediatric campus to enable critical care
cover

 Evacuation of paediatric patients to a facility resourced for
paediatric PICU care

 Paediatric care for EVD patients to be delivered in the
NIU, recognizing limitation of PICU level care that can be
provided



In conclusion..
 Key is early identification – ask the travel history

 Low risk transmission in the early stages

 Not all possible scenarios can be anticipated

 Remember expertise is available at the end of a phone

 “Preparation is a continuum”
Darina O Flanagan quoting Joe Schmidt

 More undoubtedly to follow…….
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up with a workable plan, given the limitation of
resources to deal with the possibility of a child
suspected to have EBOLA

 Much done but lots more to do.

 Thank you.


