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| Abstract |

he often quoted statement that children are not simply small adults remains the central

premise of pediatric trauma care. Although multiple traumas remain the leading cause of
death among children, fewer resources and less attention have been directed to the treatment
of an injured child than to that of an injured adult. Insufficient training of medical personnel and
lack of expertise in the management of injured children might be the key factors contributing to
the disability and deaths in such children. Although the principles of resuscitation of injured
children are similar to those for adults, the basic concepts of advanced life support that have
been used for adults remain applicable and critical for injured children. However, we need to
know the differences in cardiorespiratory variables, airway anatomy, response to blood loss,
and thermoregulation, and special equipments are essential for successful initial resuscitation.
Cerebral, abdominal, and thoracic injuries are still the major causes of mortality, morbidity, and
disability among traumatized children. Brain parenchymal damage is caused by secondary
injuries, such as hypovolemia and hypooxygenemia, are sometimes preventable and intracranial
pressure should be maintained within the normal range. The efforts to keep the spleen in
children with trauma may make the management of abdominal trauma complicated. Although
children seem to be small and weak, our efforts and skill for pediatric life support will make a
good result.
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Table 1. Pediatric resustation drug dosages

Intubation Drugs

Thiopental 4.0~6.0mg/kg
Diazepam 0.5~1.0mg/kg
Midazolam 0.1mg/kg
Succinylcholine 1.0~3.5mg/kg
Vecuronium 0.2mg/kg

Cardiovascular Drugs
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Atropine

Calcium Chloride (10%) 10~20mg/kg
Calcium Gluconate (10%) 15~60mg/kg
Epinephrine

Initial 1.0~10mg/kg/min

Maintenance
Dopamine
Dobutamine
Sodium bicarbonate

0.1~2mg/kg/min
2~5mg/kg/min
2.5~5mg/kg/min
1.0~4.0mEq/kg

Depends on pH and base deficit: Body wt (kg) x 0.3 x base defecit = total NaHCO;

0.02mg/kg (min 0.1mg, max 0.5mg)

(arterial oxygen saturation, SaO,)7}
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Figure 1. Sellick Maneuver.
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Figure 2. Nasotracheal intubation in adult patients. Generally, it's
not allowed to do in child patient.
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Figure 3. Cricothyroidotomy.
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Figure 4. Femoral vein catheterization.
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Figure 5. A) Intraosseous infusion for 5-year-old boy.
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B) Insertion of intraosseous needle in the right tibia.
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Table 2. Pediatric fluid management

Maintenance fluids

Use 5% dextrose in 0.2 normal saline (1:4 solution)

Weight less than 10kg: 100mL/kg/24hr (max 1,000mL/day)
Weight 11~ 20kg: 1000mL plus 50mL/kg for wt over 10kg
Weight more than 21kg: 1500mL plus 20mL/kg for wt over 20kg

To avoid hypoglycemia, neonates should receive 10% dextrose in 0.2 (1:4 solution) normal saline

Hemorrhage resusitation

Use Ringer's lactate or normal saline
If systolic BP < 90mmHg : bolus 20mL/kg
Response: Drop rate to maintenance
Transient response: Repeat bolus
No response: Repeat bolus, initiate massive transfusion protocol

If Initial BP >90mmHg : Start Ringer's lactate or normal saline at maintenance, switch to D5/0.2 normal saline when
hemorrhagic lesion excluded.
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Table 3. Pediatric verbal response

Verbal Response V-Score

Appropriate words or social smile, 5

fixes and follows
Cries, but consolable
Persistently irritable
Restless, agitated
None

BRI RIS
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Figure 6. Intracranial pressure monitoring.
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Initial Stabilization in Severely Injured Child
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