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« Intubate & ventilate

o Emergent CT

« Early liaison with ICU/
Anaesthesia and MTC*/
Neurosurgery

YES |° GCS 8 or less

A

« Loss of airway reflexes
« Inadequate ventilation

7 NO

« Suspicion of non-accidental

YE
S * Suspected open/ depressed

* Tense fontanelle

* Any signs of base of skull fr
* Focal neurological deficit

* Bruise/swelling/laceration

* Post-traumatic seizure (no history of epilepsy)
* GCS <14 (GCS <15 in children under 1year) on arrival
* GCS<15 two hours after injury

injury

skull injury
acture

>5cm if under tyear old

vNO

YES

Any coagulopathy, therapeutic antiplatelet or
anticoagulant therapy(excluding Aspirin)? See table

v NO

* witnessed LOC >5 min
« Abnormal drowsiness

* >2 discrete episodes of vomiting

» Dangerous mechanism of injury (Pedestrian or cyclist
struck by car, high speed RTC, an occupant ejected from
a motor vehicle, a fall from a height of > 3 metre or

* > 5 min anterograde/retrog
allowances for child's devel

struck at high speed with object)

NO

rade amnesia (make
opmental milestones)

scan in morning.

factor bein
s Complete proforma.

identified if not
for direct
transfer

Y

v
0800 - 0000 or any >1 1 Factory
worrying symptoms? Factory Observe for at least 4
- Headache Discuss with MTC* hours post injury for any
- Nausea & perform CT scan |yES pf the following (either
- Dizziness within 1 hour of |—] in ED or O&A)
- LoC risk factor being - G515
identified if not - Further vomiting
v v YES NO for direct transfer. - Further abnormal
. . drowsiness
Discuss with MTC* v
& perform CT . NO
scan within 1 Refer to paediatrics v v
hour of risk for admission and CT No intracranial imaging

required. Image other areas
of interest.

L

Intracranial Abnormality identified?

YES|

Discuss with Neurosurgery/MTC* +/-
haematologist if coagulopathy present.

| NO

Any other acute medical/ surgical or
safeguarding problem identified?
N.B. Children < 1 year old with evidence of
head injury MUST be referred to Paediatric
Middle Grade as per trust policy

YES

\4

A

NO

Y

Adequate supervision at home and no worrying symptoms?

Admit under

NO

Refer to paediatrics for admission. Complete proforma.
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Paediatric Head Injury Algorithm

Multisystem Trauma with likely ISS > 15

Royal Manchester Children's Hospital would like us to discuss any child that we are
considering performing a CT Head on.

Discuss with the Trauma Team Leader on 01617019191

Hereditary bleeding disorder (must discuss with haematology immediately)

Platelets <50 x 103 per mm3

Treatment dose anticoagulation
- Warfarin/ Sinthrome with INR > 1.5
- Unfractionated Heparin
- Enoxaparin (Clexane) > 0.75mg/kg
- Dalteparin (Fragmin) > 120U/kg
- Tinzaparin (Innohep) > 175U/kg
- Fondaparinux (Arixta)
- Dabigitran (Pradexa)
- Rivaroxaban (Xarelto)
- Apixaban (Eliquis)

Significant antiplatelet therapy
- Clopidogrel (Plavix)
- Prasugrel (Efient)
- Ticagrelor (Brilique)
- Dipyridamole (Persantine)
- Abciximab (ReoPro)
- Eptifibatide (Integrilin)
- Tirofiban (Aggrastat)

Acquired coagulopathy (INR > 1.5 or fibrinogen <1) occurring from DIC, Sepsis or liver
failure

Recent thrombolysis/catheter lab intervention
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