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Head injury in a child <18 years.

Clinical Guideline

Head Injury in Patients < 18 Years Old
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Low Risk
GCS=15
AND
No risk factors (see
Intermediate and High
Risk boxes)

v

Discharge with head injury
education and competent
caregiver

**Severe Mechanism of

« Fall: >3 feet if younger
than 2 years, >5 feet if
older than 2 years

» Motor vehicle accident
with ejection, rollover, or
fatality

* Unhelmeted bike/
pedestrian vs vehicle

» Head struck by high-
impact object
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If GCS <8,
intubate and
refer to PALS
stabilization
algorithms.

Intermediate Risk
GCS=15
AND one or more of the following:
* Occipital, parietal, or temporal scalp
hematoma
* Loss of consciousness > 5 seconds

headache
* Amnesia

* Provider experience

» Age <3 months
« Parental preference

High Risk

» GCS=<14

* Altered mental status*

» Signs of skull fracture

* Focal neurological deficits

One or more of the following:

*

» agitation/irritability
* inconsolability

v

Observation

or

+ Observe in the ER 4-6 hours post-injury.

« If presenting >4 hours post-injury AND not
improving per caregiver, observe 4 hours.

—Not improved—p»

Improved

Village Management
* If Low Risk: discharge
home with head injury
education and competent
caregiver.
* If Intermediate Risk:
consider medevac vs
observation with Q1h VS
and neuro checks.
If any worsening, activate
medevac.
If not improving over 4
hours, activate medevac.
« If High Risk: activate
medevac.

Plain films of the skull are
not recommended.

Discharge with head
injury education and
competent caregiver.
Consider concussion [€——Yes
follow-up (see
Concussion
Management box).

Concussion Management

» Complete Acute Concussion Evaluation at every visit.

* Follow-up in outpatient clinic in 1-2 weeks.

« Consider balance testing.

« Avoid medications that can worsen somnolence.

« If symptoms persist >3-4 weeks, consider referral to
neurologist, psychologist, physical therapy, etc.

* Return to school per CDC Heads Up Protocol.

* Return to play per ASAA Guidelines.

This guideline is designed for the general use of most patients but may need to be adapted
to meet the special needs of a specific patient as determined by the medical practitioner.

Approved by MSEC 5/8/19.

If comments about this guideline, please contact Leslie_Herrmann@ykhc.org.

Perform noncontrast
head CT with spinal
motion restriction

Normal—————Abnormal

!

* Not acting normal per parent « Seizure » somnolence/lethargy
» Severe mechanism of injury** « Loss of consciousness * slow response
« If older than 2: vomiting or severe > 1 minute * repetitive questions
Factors to consider when deciding to C-spine Imaging
observe vs perform head CT: + Spinal motion restriction should be
continued in neurologically abnormal
» Multiple vs isolated findings patients until spinal column or cord
» Worsening signs/symptoms injury has been excluded.
+» See Nexus Criteria for C-spine
imaging protocol.
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CT Scan

Is patient
improving?

——No—P»i

Consult PICU and
trauma service.

In all pediatric trauma, consider further evaluation for non-accidental

trauma (skeletal survey, dilated eye exam, etc.)

Pediatric Glasgow Coma Scale (GCS)

Infant Child

o Spontaneous Spontaneous 4
o £ Tospeech To speech 3
o & Topain To pain 2
S No response No response 1
= Coos, babbles Orientated, appropriate 5
o @ lrritable cry Confused 4
g S Cries to pain Inappropriate words 8
= S Moans to pain Incomprehensible sounds 2
&2 Noresponse No response 1
5 o Moves spontaneously Obeys commands 6
S 2 Withdraws to touch Localizes painful stimulus 5
€ Q Withdraws to pain Withdraws to pain 4
@ @ Flexion to pain Flexion to pain 3
m = Extension to pain Extension to pain 2
No response No response 1



http://www.cdc.gov/headsup/pdfs/providers/ace-A.pdf
http://www.cdc.gov/headsup/index.html
http://asaa.org/resources/sports-medicine/forms/
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