POSNA Position Statement
The Management of Pediatric Trauma
The Pediatric Orthopedic Society of North America, recognizes full well the major
implications of trauma on the physical, psychological socioeconomic well being of
children in North America. Of children admitted to the hospital for the treatment of
multiple trauma, over 50% of them will have persistent limitations of physical function six
months after discharge.1,2 Injured children are frequently left with behavioural
disturbances which are even more common with persistent physical limitations. It is
only in the past decade that the full impact of life threatening and multi system injuries
on children and their families has been recognized as requiring long term follow-up and
the provision of multiple pediatric support systems. It must also be appreciated that
residual deficits in children ultimately add up to more significant costs during the life of
the individual then similar deficits in older individuals. The personal loss in adults may
be as severe as in children, but the financial impact to society of similar trauma in
children adds up over a longer lifespan. Therefore, it is cost effective to devote a
disproportionate amount of funds and effort towards reducing pediatric morbidity.
POSNA recognizes that the management of the pediatric patient sustaining the
traumatic injury is influenced by patient size, surface area to body mass ratio, thermoregulation and fluid requirements. A predetermined and systematic approach to the
injured child is essential and is best delivered in a pediatric environment. This
guarantees the early recognition of life threatening injuries and provides a method for
rapid stabilization of the immature child. 3 There are major differences in
pathophysiology, injury patterns and treatment of the traumatized child as compared
with the traumatized adult. Multiple trauma remains the leading cause of death among
children. Insufficient training of medical personnel in pediatrics and hence the lack of
expertise in the management of injured children are factors contributing to disability and
death in such children.4 Although the principles of resuscitation of injured children are
similar to those for adults, appreciation of the differences in cardiorespiratory variables,
airway anatomy, response to blood loss, thermo regulation and equipment required is
essential for successful initial resuscitation. Cerebral, abdominal and thoracic injuries
account for most of the disability and death among injured children. Cerebral damage
may be due to secondary injuries to the brain and is potentially preventable. The need
to preserve the spleen in children complicates the management of abdominal trauma.
Although children usually have large cardiorespiratory reserves, they are likely to need
airway control and ventilation with thoracic injuries. The psychological effect of trauma
often poses long term problems and needs close follow-up . POSNA endorses the view
that the care of seriously injured pediatric patients falls within the purview of surgical
and medical specialists with special training in pediatrics. In analysing children with

multiple trauma, a pediatric trauma score should be applied. This assists in the
identification of the more critically injured child and those who are most likely to utilize
pediatric hospital resources as evidenced by the need for surgery, intensive care and
hospital stay. We would agree with the recommendations to triage children with
pediatric trauma scores of 8 or less to a Level 1 Pediatric Trauma Centre.5
The Trauma Committee of the American Pediatric Surgical Association and the
Pediatric Trauma Committee of the New England Medical Centre in Boston have
developed a group of standards for care of critically injured pediatric patients. These
standards have been endorsed by the Board of Governors of the American Pediatric
Surgical Association and were modelled after the American College of Surgeons 1976
report, “Optimal Hospital Resources for the Care of the Seriously Injured”.6 The most
important reason for specialized care of injured children is that children have special
needs. The child is truly not “a little man”. Not only does he or she react differently to
stress - the young child will compensate well for blood loss , for example, until it is
extensive and then suddenly go into shock, but also has different reactions to drugs,
suffers different types of injuries, and is a growing organism in whom injury can result in
long term crippling if growth is interfered with. Because the acute management of
injured children poses a number of specific problems; difficulty of vascular access,
difficulty of airway access, peculiarities of ventilation, both in rate and volume, and the
need for accuracy and fluid administration, the care of these multiple traumatized
children is best delivered at a Pediatric Emergency Centre.
The need for specialized equipment and instrumentation for pediatric care is
essential. Micro techniques eliminate the need to draw large quantities of blood from
the small host. Smaller equipment for intubation and resuscitation, monitoring, etc. are
essential to the care of children. All of the specialized equipment and techniques are
found in a facility that is orientated specifically toward care of the pediatric patient. The
few outcome studies performed regarding pediatric trauma at a Pediatric Trauma
Centre indicates that there is reduced mortality and morbidity resulting from such care.
7,8,9,10,11,12,13

In summary, it is the position of the Pediatric Orthopedic Society of North
America that the delivery of care for the traumatized child is best given at a Level 1
Pediatric Trauma Centre, staffed by pediatric medical and surgical specialists with the
resources to deal with the multifaceted requirements of such traumatized children
including pediatric surgical operating theatres, pediatric intensive care units and
pediatric rehabilitation services.
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