
Hasbro Children’s Hospital Pediatric Trauma Program

Pediatric Blunt Renal Trauma – Initial Management

High risk criteria for bleeding, 

urinoma, and organ loss:

• Large perirenal hematoma 

      (>3.5 cm adults, >2.2 cm children)

• Vascular contrast extravasation

• Medial renal laceration

• >25% of renal parenchyma devitalized

• Medial extravasation of urine during 

excretory phase

• Urine extravasation and lack of contrast 

seen in distal ureter during excretory 

phase

The role of foley catheter:

• Grade 4 with urinary 

extravasation or urinoma on 

imaging

• Grade 5 injuries

Blunt Abdominal Trauma without diffuse peritonitis

+ Blunt Abdominal Trauma Evaluation 

(See Pathway)

 + Gross hematuria  OR 

(+ Microscopic Hematuria> 50 RBC AND 

Systolic Blood Pressure  <90)

CT A/P + IV contrast No evident injury

Observe if continued abdominal pain

on exam

Renal injury: 

-Consult Urology

-CT w delayed images if 

perinephric fluid collection 

or grade 4 or 5

Grade 1-4 Grade 5

Go To Pathway for Grades 1-4 Go To Pathway for Grade 5
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Hasbro Children’s Hospital Pediatric Trauma Program

Pediatric Blunt Renal Trauma – Grades 1-4

Admit to the floor

• Clear diet, bedrest with 

bathroom x 12 hours

• Vitals q4

• Type and Screen

• Hb q6h until change < 0.5

• Regular diet

• Ambulate

• Repeat Hb             

1-2 hours after 

ambulation

D/C home after 12-18 hours 

if the following criteria 

are met: 

• Vitals stable

• Hb stable

• Tolerating diet 

• Minimal abdominal pain

YesNo

20 ml/kg NS bolus x 1 in ED

Admit to the PICU

• NPO until 

normal vital 

signs and Hb 

stable

• Hb q6h until 

change <0.5

• Type & Cross

• Bedrest until 

vitals 

normalized

• Repeat CT with  

contrast and 

delays at 48 

hours for Grade 

4 with fever, 

change in Hb, 

change in 

hemodynamics

Admit to floor

Follow “Hemodynamically Stable” Pathway

• Transfuse PRBC 10-20 ml/kg

      (1-2 U peds) in ED

• ED sends Type and Cross sample

Transfuse PRBC up to 40 ml/kg

(4 U peds)

Intervention Options 

(requires discussion 

between Trauma 

and Urology):

• Angioembolization

• Stenting

• Operative Exploration

- Consider the DCR 

protocol

Hemodynamically 

Unstable?

No

No

No

No

No

Yes

Yes

Yes

Yes

Yes

Follow the 

“Hemodynamically 

Unstable” 

pathway
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Hemodynamically 

Unstable 

or Hg<7?

Hemodynamically 

Unstable 

or Hg<7?

Hemodynamically 

Unstable 

or Hg<7?

Hemodynamically 

Unstable 

or Hg<7?

At ≥24 hours, 

Hemodynamica

lly Unstable 

or Hb <7

Follow the 

“Hemodynamically 

Unstable” 

pathway



Hasbro Children’s Hospital Pediatric Trauma Program

Pediatric Blunt Renal Trauma – Grades 5

Admit to PICU

• NPO until normal vital signs and Hb stable

• Hb q6h until change <0.5

• Type & Cross

• Bedrest until vitals normalized

• Repeat CT with contrast and delays at 48 hours

Admit to the floor 

• Vitals q4

• Clears to Regular diet

• Ambulate

• Repeat Hb 1-2 hours after 

ambulation

D/C to home after 

12-18 hours

if the following criteria 

are met 

• Vitals stable

• Hb stable

• Tolerating diet

• Minimal abdominal pain

YesNo

Admit to the PICU

• NPO until 

normal vital 

signs and Hb 

stable

• Hb q6h until 

change <0.5

• Type & Cross

• Bedrest until 

vitals 

normalized

• Repeat CT with  

contrast and 

delays at 48 

hours

No

No

No

No

No

Yes

Yes

Yes

Yes

Yes

• Transfuse PRBC to10-20 

ml/kg

      (1-2 U peds) in ED

• ED sends Type and Cross 

sample

Transfuse PRBC up to 40 ml/kg

(4 U peds)

Intervention Options 

(requires discussion 

between Trauma 

and Urology):

• Angioembolization

• Stenting

• Operative Exploration

- Consider the DCR 

protocol

Hemodynamically 

Unstable?

20 ml/kg NS bolus x 1 in ED

Hemodynamically 

Unstable 

or Hg<7?

Hemodynamically 

Unstable 

or Hg<7?

Follow the 

“Hemodynamically 

Unstable” 

pathway

Follow the 

“Hemodynamically 

Unstable” 

pathway

At ≥24 hours, 

Hemodynamically 

Unstable 

or Hb <7

Hemodynamically 

Unstable 

or Hg<7?

Hemodynamically 

Unstable 

or Hg<7?

Pediatric Trauma Committee approved 6-14-24



Definitions and Clarifications

➢Need for ICU admission in this algorithm is based on isolated spleen, 
liver, or renal injury. ICU admission may be required by the presence of 
other injuries at presentation

➢Blood should be drawn from a fresh peripheral stick to prevent artificial 
hemodilution

➢Grade III-V patient will be seen by an attending surgeon in clinic for their 
post op visit to determine release to return to sport activities

➢Hemodynamic Instability: persistent age-relative hypotension/tachycardia

Age Weight Range 

(Kg)

Heart Rate 

(beats/min)

Blood Pressure 

(mmHg)

Respiratory Rate UOP 

(ml/kg/hr)

0-12 mo 0-10 <160 >60 <60 2.0

1-2 yr 10-14 <150 >70 <40 1.5

3-5 yr 14-18 <140 >75 <35 1.0

6-12 yr 18-36 <120 >80 <30 1.0

>13 yr 36-70 <100 >90 <30 0.5

Hasbro Children’s Hospital Pediatric Trauma Program: 

Pediatric Blunt Splenic, Hepatic, and Renal Trauma – 

Initial Management Algorithm

Follow Up Blunt Spleen, Liver, and Kidneyi Injury

Grade 

I

Grade II Grade III Grade IV Grade V

Return to 

school*

1 week 1 week 1 week 1 week

All aspects of care will 

be individualized

Time of first 

visit**

3 

weeks

3 weeks 3 weeks 3 weeks

Return to age- 

appropriate 

activity*

3 

weeks

4 weeks 5 weeks 6 weeks

Return to 

contact sports

3 

weeks

6 weeks 10 weeks 14 weeks

Follow up 

ultrasound***

none none Spleen, Liver: 

Determined by 

injury and 

desire to play 

contact sports

Kidney: US vs 

CT 3 months 

post injury if 

devitalized 

tissue present

Spleen, Liver: 

Determined 

by injury and 

desire to play 

contact sports

Kidney: US 

vs CT 3 

months post 

injury

➢*Other injuries permitting

➢**Second visit needed for Grade 3, 4, 5 at time of return to activity

➢***Consider ultrasound if new onset symptoms, continued abdominal pain

➢i. Patients with kidney injury should have blood pressure checked at outpatient follow up 

and referred to Renal if elevated
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