


 Understand basic statistics of pediatric injury and death 

 Know physical differences between adults, pediatrics and infants 

 Understand physiological changes in a infant and pediatric trauma 
patient 

 Approach a pediatric trauma patient assessment in a systematic 
manner 

 Know the importance of a good basic assessment of the infant and 
pediatric patient 

 Identify sick and not sick patients 

 Understand basic treatment for pediatric trauma patients 




















 Tongue is bigger 

 Airway Cartilage is softer and smaller in diameter 

 Infants are obligatory nose breathers 

 Cricoid is more narrow (under 8 years old) 

 Neck muscles are weak  

 Spine is more flexible 

 Occiput is more prominent 



 Normal Respiratory Rates Vary 

 Diaphragm Position is More Horizontal (until 12 years old) 

 Chest Wall is More Pliable 

 Prone to Gastric Air 

 Lower Glycogen Stores /Lower Tidal Volume / Less Residual Capacity 

 



 Blood Pressure varies according to patient age 

 Compensate for up to a 25% blood loss 

 Heart Rate varies 

 Blood Volume  
 Neonate 85–90 ml/kg body weight (3.5 kg (7.7 lbs) = 297.5- 315 ml) 

 Children 80 ml/kg body weight ( 8 yo 27 kg (60 lbs) = 2.16 liters) 

 Adults 70ml/kg body weight   (75 kg (165 lb) = 5.25 liters) 

  

 



 Head is larger and heavier 

 Infants have fontenelles 

 Cranium is thinner 

 White Matter is not well mylinated 

 Pediatric Trauma Score  

 Glasgow Coma Score 

 



Pediatric Trauma Score 

Component 2 1 -1 

Size Child/ Adolescent, > 20Kg Toddler, 11-20 Kg Infant, < 10 Kg 

Airway Assisted O2, mask, cannula Intubated; ETT, King, LMA, Cricothyrotomy 

Consciousness Awake Obtunded; loss of consciousness Coma; unresponsiveness 

Systolic BP > 90 mm/HG; good peripheral pulses, 
perfusion 

51- 90 mm/Hg; peripheral pulses, pulses 
palpable 

<50 mm/Hg; weak peripheral or no pulses 

Fracture None seen or suspected Single closed fracture anywhere Open, multiple fractures 

Cutaneous No visible injury Contusion, abrasion; laceration < 7 cm not 
through fascia 

Tissue loss; any GSW or Stabbing through 
fascia 





 Less effective thermoregulatory mechanism 

 Greater body surface area to body mass 

 Less subcutaneous tissue 

 





 Reflects the adequacy of ventilation, oxygenation, brain perfusion, 
body homeostasis, and central nervous system function. 

 Assess from across the room; allow child to remain on caregiver’s lap. 

 Use bright lights or toys to measure interactiveness. 

 Have caregiver assist with assessment if appropriate 

 



                  
 Tone                     Extremities should move spontaneously, with good  

   muscle tone; should not be flaccid or move only to stimuli     
 Interactiveness   Should respond to environmental stimuli or presence of a 

   stranger; should not be listless, obtunded or lethargic 
 Consolability       Easily comforted or calmed by caretaker (i.e., speaking 

   softly, holding child, or offering a pacifier) 
 Look/Gaze           Should maintain eye contact with objects or people; should 

   not have a “nobody home” or glassy-eyed stare 
 Speech/Cry         Should be present, strong and spontaneous; should not be 

   weak, muffled, or hoarse 
 



 The child’s general appearance is the most important thing to consider 
when determining how severe the illness or injury is, the need for 
treatment, and the response to therapy. 



 Is a more accurate, quick indicator of oxygenation and ventilation than 
respiratory rate or chest sounds on auscultation. 

 Reflects the child’s attempt to make up for difficulties in oxygenation 
and ventilation. 

 



                       

 Abnormal sounds  Snoring muffled or hoarse speech, stridor,  
    grunting, wheezing 

 Abnormal position   Sniffing position, tripoding, refusing to lie  
    down 

 Retractions                   Supraclavicular, intercostal, or substernal  
    retractions of the chest wall; head bobbing in 
    infants 

 Flaring                           Nasal flaring 

 



 Reflects the adequacy of cardiac output and core perfusion, or 
perfusion of vital organs. 

 Cold room temperatures may cause false skin signs, i.e., the cold child 
may have normal core perfusion but abnormal circulation to the skin.  

 Inspect the skin (i.e., face, chest, abdomen) and mucous membranes 
(lips, mouth) for color in central areas. 

  In dark skinned children, the lips and mucous membranes are the best 
places to assess circulation. 

 



           

 Pallor                          White or pale skin or mucous membrane 
coloration  

 Mottling                      Patchy skin discoloration due to vasoconstriction 

 Cyanosis                     Bluish discoloration of skin and mucous 
membranes 



















• Alert 

• Interacts with toy 

• Good spontaneous 
movement 

• Good coordination and 
strength 



Dry, sunken eyes 

Dry oral membranes 

But is he sick? 





Watching passively 

Since when does a kid this 
age stay still? 

 Is he sick? 



Which would you treat first? 







 Full head to toe assessment 

 Vital signs 

 Inspect, palpate and auscultate 

 Good baseline  



 Signs and Symptoms 

 Allergies 

 Medications 

 Previous History 

 Last ate 

 Events leading to Injury 



 Comfort 
 Verbal reassurance 

 Touch 

 Environment 

 Keeping patient warm 

 Oxygen 

 EKG 

 IV 

 

 

 

 



Use appropriately sized equipment for all pediatric patients 

 





 Many differences between pediatrics and adults 

 Patient assessment triangle 

 Perform a good assessment 

 If a child looks sick, he is sick 

 Treatment 

 Right size equipment for right sized patient 

 Don’t forget about parents and caregivers 





Harvey (Jay) Porter, III 

Tidewater EMS Council 

Porter@vaems.org 
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