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Body height: not checked Body weight 10kg
Consciousness: Clear and alert, E4V5M6
Vital signs: BP:f@{5,4 &=, T/P/R: 37.6°C /180/24
HEENT: Scalp: no hematoma or wound;
Skull no defect, fontanel not bulging,
Pupils 2.5/2.5mm, Light reflex +/+, Conjunctiva not pale, Sclera anicteric,
Eardrum intact, no peri-auricular ecchymosis
Nose not check, no watery discharge
Throat intact, tonsils not enlarge
Neck: Supple, no JVE, no palpable lymph node
Chest:  Symmetric expansion, Breath sounds clear
Heart:  Regular Heart Beats, Murmur absent
Abdomen: Soft and flat, no tenderness or mass, Bowel sounds normal

Extremity: Normal, freely movable
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T B ARG e AR o BY R & K B (F R ZE (fecal impaction) fTEY - 1 HARE
RF 25 37.6 JERVESH 3505 - A RE 2 =14 5 15 3% (acute gastroenteritis) Y F-HAYER
Wz B A R RE R B AR N DL e -
(1). AILALESS Primperan 2mg(0.1mg/kg) SRS » 45 B I AR S P JRmag i I T A
KRR YELEE L -
(2). BIENERSE &2 (traumatic brain injury, TBI)EEEA H [fTl (intracranial
hemorrhage, ICH). FTEHER 1 » 5B 4 24755 i AT -
(3). EEZAIRPE BB (i 2 5885 - (H0EE (BHEVIMEMEE) 2 H5IH -
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Table 124-4 Questions to Ask about Constipation

The frequency and texture of the stools
The presence of blood on the stool
The association of pain with defecation

A history of waxing and waning of hard stools and watery diarrhea suggesting overflow incontinence

L g7 I SRR e R PE(E R B S5 ZJESR - £E520ET fecal impaction = AGE Hij » &

2R e SRR FL M A PR H b i (40 R 3R)

Table 123-4 Etiologies of Vomiting That May Result in Significant Morbidity, Categorized by
Age

Newborn Period
(birth-2 wk)

Obstructive Esophageal or intestinal stenosis/atresia, bowel malrotation £ midgut volvulus, meconium ileus/plug,
intestinal anomaly Hirschsprung disease, imperforate anus, enteric duplications

Other GI disease  Necrotizing enterocolitis, perforation with secondary peritonitis

processes

Neurologic Mass lesion, hydrocephalus, cerebral edema, kernicterus
Renal Obstructive anomaly, uremia

Infectious Sepsis, meningitis

Metabolic Inborn errors of metabolism, congenital adrenal hyperplasia
Infant (2 wk-

12 mo)

Acquired Foreign body, retropharyngeal abscess

esophageal

disorders

GI obstruction Bezoar, foreign body, pyloric stenosis, malrotation + volvulus, enteric duplications, complications of

Meckel diverticulum, intussusception, incarcerated hernia, Hirschsprung disease

Other GI disease = Gastroenteritis with dehydration, peritonitis

processes

Neurologic Mass lesion, hydrocephalus
Renal Obstruction, uremia
Infectious Sepsis, meningitis, pertussis
Metabolic Inborn errors of metabolism

Toxic ingestions —
Child (>12 mo)

GI obstruction Bezoar, foreign body, posttraumatic intramural hematoma, malrotation % volvulus, complications of
Meckel diverticulum, intussusception, incarcerated hernia, Hirschsprung disease

Other GI disease  Appendicitis, peptic ulcer disease, pancreatitis, peritonitis

processes

Neurologic Mass lesions

Renal Uremia

Infectious Sepsis, meningitis

Metabolic Diabetic ketoacidosis, adrenal insufficiency, inborn errors of metabolism

Toxic ingestion .
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SHEITEE MBI IR 2B EFIERE Mild - Moderate 7
Severe UHEIAME » (R fyig =& TRV ERIE B A — 15N « SR EASCEHE
2 E » AIlATLAUT Mild Traumatic Brain Injury FYR2ET - #08 H ez iss2 Al
Y tentative diagnosis & IEFERY ©

Terminology Definition Symptoms
Minor For children < 2 y/o: Negative
head trauma - history or physical signs of blunt trauma to the scalp,

skull, or brain in an infant or child who is alert or

awakens to voice or light touch

For children > 2 y/o:
- GCS of 14 or 15 at the initial examination
- No abnormal or focal findings on N.E.
- No physical evidence of skull fracture
(eg, no palpable skull defect, hemotympanum, CSF
oto- or rhinorrhea, or periocular or posterior

auricular hematomas)

Mild TBI - GCS > 13 to 15, measured 30 minutes after the injury Positive

- generally associated wit brief LOC, disorientation, or

vomiting
Moderate TBI | - GCS between 9 and 12 initially Positive
Severe TBI - GCS scores <8 initially Positive

N

s MRT Ry iE i B A 22 11 B (B E B B e g s 2 B ffr] ?

SECHERN)EEIMEN CT HAE  ERENREBRER K IREREL
TGN ZFE T [ E R HE R 2 B S ST e DR S bR

TR E TS B2 /NN W R AYEA S MR B 7T 7 Ky High risk ~intermediate risk
g, very low risk group © H:H High risk group AP TR s » Eek iEH El e RS En
JEg s s AHETZKER very low risk group HYEHPA A B (EY 0.02% (#5455 H PECARN
study ) » AN EERIEAT EIKE S RE - HAMRF & ES B2 clinical decision rules
47 PECARN ( Pediatric Emergency Care Applied Research Network ) 2 #[&E7 CHALICE
1 CATCH » H.r1 PECARN Ryl E R s H R Z iz 2 18845 -
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{1 Criteria or Neuro-

stratification common presentations imaging

Very low risk Meet all PECARN criteria No needed
- Normal mental status
- No parietal, occipital or temporal scalp hematoma
- No loss of consciousness >5 seconds
- No evidence of skull fracture
- Normal behavior according to the routine caregiver
- No high-risk mechanism of injury like:
- fall >0.9 m (3 feet);
- head struck by high impact object;
- motor vehicle collision with ejection, rollover, death of passenger;

- pedestrian or bicyclist without helmet struck by a motor vehicle

Intermediate risk - Vomiting that is self-limited CT immediate
- LOC that is uncertain or very brief (less than a few seconds) / Observation
- History of lethargy or irritability, now resolved

- Behavioral change reported by caregiver

- Injury caused by high-risk mechanism of injury ([5]_F)
- Scalp hematoma (particularly nonfrontal)

- Skull fracture more than 24 hours old (nonacute)

- Unwitnessed trauma of concern

- Age younger than three months with nontrivial trauma

High risk Any one or more Recommended
- Suspicion of child abuse

- Focal neurologic findings

- Acute skull fracture, including depressed or basilar fracture

- Altered mental status change (eg, lethargy or irritability)

- Bulging fontanelle

- Persistent vomiting

- Seizure following injury

- Definite LOC (especially more than a few seconds and associated with a

high-risk mechanism of injury)
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Findings assodated with very low risk of significant traumatic
brain injury in children®

Age (years) Clinical criteria

<2 Mormal mental status

MNormal behawvior per routine caregiver
Mo LOC*

Mo severe mechanism of injury

MNo nonfrontal scalp hematoma

MNo evidence of skull fracture

=2 to 18 Mormal mental status <

MNo LOC

Mo severe mechanism of injurys
Mo wvomiting

Mo severe headache

Mo signs of basilar skull fracture 2

TBI: traumatic brain injury; GCS: Glasgow coma scale; LOC: loss of consciousness.

= Significant TBI such as death or injury that reguires neurosurgical intervention,
endotracheal intubation for longer than 24 hours, or hospitalization for 2 or more nights
is very unlikely if all of the clinical criteria are present. Thus, computed tomoaraphy of
the head is usually not necessary in such patients. When individual criteria are not met,
observation or neuroimaging may be indicated. Refer to topics on minor head trauma in
infants and children for further discussion.

+ For the purposes of this criterion, loss of consciousness does not include very brief
(<5 seconds) loss of consciousness associated with low risk mechanisms for head
trauma.

N Severe mechanism of injury: fall =0.9 m (2 feet); head struck by high impact object;
motor vehicle collision with patient ejection, death of another passenager, or rollover;
pedestrian or bicyclist without helmet struck by a motorised vehicle.

< Signs of altered mental status: agitation, somnolence, repetitive questioning, or slow
response to verbal questioning.

g As for children under 2 years of age except fall 1.5 m (5 feet) considered severe.

¥ Early signs of basilar skull fracture at presentation include hemotympanum, CSF
rhinorrhea, and C5F otorrhea; late signs of basilar skull fracture, occurring up to 24
hours after injury, include raccoon eyes and post auricular hematoma (Battle sign).

H/NBERE 1 A RSB BATT RRE (CCRRE KR ) @ 125 E— A
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It B 2 BHEN BB AT B &R Left fronto-parietal R4y 4mm 2 T PEBEREIFE T Hi I
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FIGURE 6 Subdural hematoma and subdural windows.

(A) On the brain window image, the crescent-shaped subdural hematoma has the same white
appearance as the skull. (level +30, width 80)

(B) On the subdural window image, the blood collection is readily distinguished from skull.
There is slight midline shift to the left (subfalcine herniation). (level +25, width 250)
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[ N < Brain Window - level 35, width 70 f

Bone Window -- level 500, width 1500

level 35, width 250

FIGURE 5 Hounsfield unit values in cranial CT.

Tissue attenuation values that are important for brain imaging occupy a narrow range (0-80 HU).
These are best displayed using brain window settings.

A wider window width (subdural window) is needed to detect clotted blood collections (e.g.,
SDH) located adjacent to the skull.

Osseous structures are visualized using bone window settings.

[Adapted from Ramsey RG: Neuroradiology, 3rd ed. Saunders, 1993.]
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5. sEMER T LAERTHL - BAIHHAMRYI A Z #E R ET ?
FLRETEEIME ( Abusive head trauma, AHT) » f¢#5 2012 FEAY—F& systematic review

FRHI DU SIHER RS ER B AHT BA S EHR M

- Inadequate history (eg, no history of trauma, or a history that 1s inconsistent with the

severity of physical findings)

- Apnea or seizures on presentation

- Fractures of the ribs, metaphyseal region, or long bones

- Retinal hemorrhage(s)

- Subdural hemorrhage

- Skull fracture with associated intracranial injury

- Cerebral 1schemia on neuroimaging
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Intracranial injury (ICI) alone - Lower probability

ICT and long bone fracture - Moderate probability

ICI and retinal hemorrhage - Higher probability

ICT and rib fracture - Higher probability

ICT and any three of the following: apnea, bruising, long bone fracture, retinal

hemorrhage, rib fracture, or seizure - Higher probability
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1. Definition of minor head trauma, mild TBI, moderate TBI and severe TBI

2. Indication of head CT for children < 2y/o with minor head trauma, according to risk
stratification

3. Application of PECARN criteria

4. Detection of minimal SDH in head CT

5. Red-flag presentation of abusive head trauma (AHT)
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