Trauma
Background:
• Trauma is the leading cause of mortality in children.
• Blunt injury accounts for approximate 90% of all pediatric trauma and may results in multisystem
injury.
• Challenges in pediatric trauma management include:
o Inability of small children to communicate effectively.
o Small airways at risk for compromise with even minimal airway edema.
o Disproportionately large heads and thinner cranium increases risk for parenchymal brain
injury.
o Cervical spine flexibility increases risk of spinal cord injury without radiographic
abnormality (SCIWORA).
o Compliant chest wall increases risk for pulmonary injury without bony disruption.
o Spleen and liver are less protected by the rib cage.
• Identifying the injury mechanism, extent (single or multiple areas), type (blunt, penetrating), and
severity are necessary to guide management and disposition.
• Younger and more seriously injured children have improved outcomes at pediatric trauma centers.
• For suspected or known non-accidental trauma:
o Notify the Center for Child Protection (616-391-1242), local law enforcement, and Child
Protective Services.
Signs and Symptoms:
• Given the challenges noted above, a thorough multisystem evaluation is imperative.
Evaluation:
• Utilize Advanced Trauma Life Support (ATLS) guidelines.
• Primary survey: Identify and address life-threatening conditions.
o A: Airway maintenance and cervical spine protection.
o B: Breathing and ventilation.
o C: Circulation and hemorrhage control.
o D: Disability (evaluation of neurologic status)
o E: Exposure (complete visualization)/environmental control (prevention of hypothermia).

HDVCH has developed these stabilization and transport guidelines as a general reference tool to assist referring physicians. Pediatric medical needs are
complex and these guidelines may not apply in every case. HDVCH relies on its referring providers to exercise their own professional medical judgment
with regard to the appropriate treatment and management of their patients. Referring providers are solely responsible for confirming the accuracy,
timeliness, completeness, appropriateness and helpfulness of this material and making all medical, diagnostic or prescription decisions.
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Secondary survey: Systematic head-to-toe evaluation, past medical history, allergies, medications,
time of last meal, events leading up to the injury.
Labs: CBC, electrolytes, type and cross, LFTs, coags, amylase and lipase.
Focused Assessment with Sonography for Trauma (FAST) exam: Rapid ultrasound exam of four
abdominal locations (right and left upper quadrant, subxiphoid region, pelvis).
Imaging: CXR, lateral C-spine XR, head CT.
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Management:
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Consult Pediatric Trauma and Pediatric Critical Care.
For impending respiratory failure: See Supplemental Oxygen & Airway Management section in
Preparing to Transport.
For shock: See Sepsis and Septic Shock section in Infectious Emergencies.
For seizure activity: See Seizure and Status Epilepticus section in Neurologic Emergencies.
For suspected cerebral edema or elevated ICP (abnormal respiratory pattern, hypertension,
bradycardia): Mannitol (1 g/kg/dose) IV once over 20 minutes [in-line filter set (<5 micron) should
always be used for mannitol concentrations >20%].

HDVCH has developed these stabilization and transport guidelines as a general reference tool to assist referring physicians. Pediatric medical needs are
complex and these guidelines may not apply in every case. HDVCH relies on its referring providers to exercise their own professional medical judgment
with regard to the appropriate treatment and management of their patients. Referring providers are solely responsible for confirming the accuracy,
timeliness, completeness, appropriateness and helpfulness of this material and making all medical, diagnostic or prescription decisions.

