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Non-Accidental Trauma in Pediatric Patients 
Clinical Practice Guideline 

HISTORY WITH ANY OF THE FOLLOWING 
No and/or vague explanation for significant 
injury 
Changing story of how the injury occurred 
Explanation given is inconsistent with the 
child's physical and/or developmental 
capabilities 
Explanation provided is inconsistent with the 
pattern, age, or severity of the injury or injuries 
Different witnesses provide different 
explanations 
Delay in seeking medical care without 
reasonable explanation 
Any child presenting during a domestic violence 
incident 

PRE- OR NON-AMBULATORY CHILD 
Arm injury, specifically including: 
- Bruising 
- Burn or laceration 

Mouth injury (frenulum tear) 
Eye injury 
Any intracranial injury (skull fracture or 
intra-cranial hemorrhage) 
Abdominal injury 
Genital injury 
Fractures 

AMBULATORY CHILD 
Bruising specific to the TEN-4-FACES p Clinical 
Decision Rule: 

Torso Frenulum 
Ears Angle of the jaw 
Neck Cheek 

Eyelids 
Subconjunctivae 

4: Any bruise in a child < 4 months of age 
p: Any patterned bruising or injury 

Any fracture in a child < 12 months of age 
Classic metaphyseal lesions, rib, scapular, 
spinous process, sternal, or vertebral body 
fractures 
Complex or ping pong skull fracture (up to 24 
months of age) 

Box 1: Exceptions 
In conjunction with no other clinical concerns, the 
following injuries may be exceptions to the concern 
for abusive injury: 

Distal radius/ulna buckle fracture or spiral fracture 
of the tibia/fibulas (Toddler's fracture) in a cruising 
child > 9 months of age with a history of a fall 
Linear, unilateral skull fracture in a child > 6 months 
of age WITH a history of a significant fall 
Clavicle fracture most likely attributed to birth 

- Acute fracture in infants < 22 days old 
- Healing fracture in infants < 30 days old 

CONCERN FOR ABUSE IDENTIFIED 
(see Box 1: Exceptions)

CONSULT SOCIAL WORK 

NAT WORK-UP DISCUSSION WITH FAMILY 
EXAMPLE SCRIPT 

"Any time a child of this age comes to the hospital with {this 
injury/these injuries}, we evaluate for other injuries. Sometimes a 
child can have internal injuries, such as broken bones, a head 
injury, or abdominal injury that we cannot see on the outside. Just 
like you, we want to make sure that your child is ok, so it is 
important that we do this testing. These tests include _________. 
As a part of this evaluation, we will also have our social worker 
come talk with you. By law, we are obligated to report any concern 
for abuse to {STATE} Department of Children's Services. This is a 
standard part of our evaluation. We are happy to answer any 
questions or concerns along the way." 

AGE < 6 MONTHS 
Skeletal survey 
Head CT or MRI 
CBC, CMP, Lipase 
UA (bagged, not via catheter) 
Abdominal CT if AST or ALT > 80 
PT/PTT if any bruising or ICH 
Calcium, Magnesium, Phosphorus, Alk Phos, 
intact PTH, and 25-hydroxyvitamin D if isolated 
fracture 
UDS if any drug ingestion or exposure 

AGE 6-12 MONTHS 
Skeletal survey 
CBC, CMP, Lipase 
UA (bagged, not via catheter) 
Head CT if facial bruising, abnormal neuro 
exam, or other clinical concerns 
Abdominal CT if AST or ALT > 80 
PT/PTT if any bruising or ICH 
Calcium, Magnesium, Phosphorus, Alk Phos, 
intact PTH, and 25-hydroxyvitamin D if isolated 
fracture 
UDS if any drug ingestion or exposure 

AGE 12-36 MONTHS 
Skeletal survey for < 24 months 
CBC, CMP, Lipase 
UA (bagged, not via catheter) 
Head CT if abnormal neurologic exam 
Abdominal CT if AST or ALT > 80 
PT/PTT if any bruising or ICH 
Calcium, Magnesium, Phosphorus, Alk Phos, 
intact PTH, and 25-hydroxyvitamin D if isolated 
fracture 
UDS if any drug ingestion or exposure 

AGE > 36 MONTHS 

Labs and imaging as indicated by complaint 
and/or injury 

PERSISTENT 
CONCERN FOR 

ABUSE? 
(Imaging must be 

resulted to answer "No" 

DO THE INJURIES 
REQUIRE 

ADMISSION? 

Off pathway, treat/manage 
according to clinical situation 

NO 

Social Work makes hotline to 
appropriate state agency 

YES 

Consult Trauma Surgery, admit 
to Trauma Service 

Further consultations based 
on patient's injuries 
Ophthalmology consultation 
for dilated eye exam required 
if patient < 2 years of age 
with intracranial hemorrhage 

YES 

SAFE 
DISCHARGE 

PLAN 
DETERMINED? 

NO 

DISCHARGE TO 
SAFETY PLAN 

Consult Trauma Surgery 
Admission warranted until 
safe discharge plan in place 
Can admit to General 
Pediatrics ONLY after Trauma 
Surgery Consult and cleared 
by Trauma Surgery 

NO YES 

IS THERE A FINAL 
READ BY AN 

ATTENDING ON THE 
SKELETAL SURVEY? 

AWAIT FINAL READ ON 
SKELETAL SURVEY 

NO 

YES 
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