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• Epidemiology of paediatric trauma

• Case scenario – traumatic brain injury
• Pre-transfer stabilization

• C-Spine protection

• Time-critical transfer – when, how, what

• Imaging in paediatric trauma

• Do’s and Donts in paediatric trauma



Source – TARN / RCPCH
https://www.tarn.ac.uk/content/downloads/3572/Severe%20Injury%20in%20Children%202017-2018.pdf

Causes of deaths in children (all ages) – Dark blue –
trauma – source RCPCH

Age wise distribution of 
trauma cases in children

Epidemiology of paediatric trauma



Age wise distribution of trauma causes in children 
– source TARN 



• 44% of severe trauma is isolated head injury

• Of all trauma deaths 25% are caused by head 
injury

• Data from other countries including US –
similar

• Emphasises the importance of early 
neuroprotection and neurointensive care

Epidemiology of paediatric trauma



• Over half of major trauma children 
are taken to trauma unit, only 40% 
are taken to appropriate MTC

• Paediatric inter-hospital trauma 
transfer remains a key feature for 
the trauma network

Epidemiology of paediatric trauma



PAEDIATRIC TRAUMA ALERT



Approach to severely head injured child

Key principles:

• CABCDE approach

• Prevent secondary brain injury

• Monitor GCS



pTBI management
A – Control the airway- call for a senior anaesthetist (if not already present)

Secure ETT. Ketamine and Rocuronium for RSI

B - Monitor EtCO2, aim for 4.5 to 5 kPa – hyperventilation only briefly  for 
emergency 

CXR only if available urgently (otherwise do not waste time)

Keep PEEP at 5cms or as per clinical need

C - 2 x IV or IO access (do not waste time  for central access in time critical 
emergency)

NIBP every 2 to 3 minutes. (Peripheral vasopressors if needed)

Aim MAP - < 2 years - 60 – 65 mm Hg

2 – 6 years – 70 -75 mm Hg

>6 years – 80 -85 mm Hg 



pTBI Management (Contd)

D - Keep Sedated (use KIDS infusion guideline). Morphine + 
Midazolam + rocuronium

Load with Levetiracetam 40 mg/kg over 5 minutes if can be done 
in a timely way

3% Saline for control of raised ICP – 3 mls/kg. Also prepare some 
for transfer

E - Keep 30 degrees head up

Keep normothermia, normal blood sugar

NOW ITS TIME TO GO!!





Paediatric C-Spine 

• 5 -10% of all spinal injuries occur in children

• 80% of spinal injuries affect cervical spine

• Anatomically higher fulcrum C2/3

• Hence important to protect C- spine in children with significant head 
injury or low GCS until cleared.

• Collar has a role but can be tricky in children

• In intubated children – use in line rolls

• Acts as a visual clue that C-Spine is not cleared



Miami Junior and Miami J advanced used at BCH



Imaging

• Whole body CT is rarely needed in paediatric trauma

• CT dependent on history, mechanism of injury and careful primary 
assessment



Do’s and Don'ts in paediatric trauma

• A – appropriate senior personnel, range of ETT, straight blade, video laryngoscope

• B – appropriate ventilator and ventilator circuit, consider dead space in infants

• C  - adequate resuscitation, fluids, vasopressors, use of intraosseous access

• D - blood glucose, sedation, wary about seizures

Preparedness is the key –
have a well equipped and clearly marked paediatric resuscitation 

trolley ready



What Next?

• Debrief must for all staff involved post patient stabilization and 
transfer

• Simulation – essential for education and to maintain skills

• Regular audit of paediatric trauma cases

• Outreach discussion of cases by KIDS team



RAPT course

Stabilisation of the critically ill child course 

– both run by KIDS team

Please email bwc.stabilisation@nhs.net to register 
your interest

mailto:bwc.stabilisation@nhs.net

