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ABSTRACT: 

Background: Abdominal trauma in pediatrics is common. 
Abdomen is the most common site of initially unrecognized fatal injury 
in traumatized children.  

Aim of the Work: To analyse the value of conservative treatment 
versus early operative intervention for solid organs injury in the 
pediatric age group with blunt abdominal trauma.  

Patients and Methods: The study was carried out by collecting 
data from a random group of 140 children whose ages ranged from 6 
to 16 years who suffered from abdominal trauma associated with solid 
organ injury, during the period between January 2017 to December 
2020, at Ain Shams University hospital, Ahmed Maher teaching 
hospital and Nasser Institute. A clinical examination was signed for 
the patients, vital signs were evaluated, the necessary laboratory 
investigations were carried out, and FAST was performed on the 
abdomen in the emergency department. Also CT abdomen and pelvis 
was done on haemodynamic stable patients or after stabilization.  

Results: The study showed that periods of hospital stay were 
significantly higher in the surgical treatment group compared to 
conservative treatment group. Also blood transfusion, need of ICU 
hospitalization, need of mechanical ventilation and mortality were 
significantly higher in the surgical treatment group compared to 
conservative treatment group. The research showed the success of 
conservative treatment in the treatment of traumatic abdominal 
injuries, which resulted in injury to the spleen and liver in children, 
especially low-grade injuries, and that conservative treatment is safe 
and less expensive compared to surgical intervention. We also support 
the expansion of the use of interventional radiology in children, as it 
greatly reduces the child's exposure to surgical intervention.  

Conclusion: The present study confirmed the effectiveness of NOM 
in patients with liver and splenic injuries, suggesting a safe and effective 
therapeutic approach. According to these findings, the majority of 
patients can be treated with NOM in a less invasive manner, avoiding 
unnecessary laparotomies. Hemodynamic stability together with injury 
grading scale will provide a good plan for management. 

Key words: surgical intervention, solid organs injury, blunt 
abdominal trauma, paediatrics 

 

INTRODUCTION: 

Children are at increased risk of intra-

abdominal injury, for several reasons. First, 

because of their small size, any force applied 

to the abdomen involves a relatively large 

surface area, increasing the risk of 
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multiorgan injury. Second, compared with 

an adult, the pediatric abdominal wall has 

decreased muscle mass and fat and the 

thoracic cage is more compliant, thus 

providing less protection for the liver and 

spleen 
(1)

. 

Motor vehicle related accidents, 
followed by falling from heights are the 
most common causes of abdominal trauma. 
While sports related injuries and abuse are 
less common. Despite the frequency with 
which abdominal trauma occurs in children, 
there is still controversy over the optimal 
evaluation strategy to identify intra-
abdominal injury 

(2)
. 

Management of abdominal trauma has 
evolved considerably. There are two 
strategies for management. First one is 
conservative management and the other one 
is early operative management 

(3)
. 

Investigation has a critical role in 
evaluation of traumatized children. However, 
there is controversy about the imaging 
technique needed. Focused assessment with 
sonography for trauma (FAST) is usually 
available in most hospitals and trauma centers, 
but it has low sensitivity, so computed 
tomography with contrast has become the gold 
standard in traumatized children 

(4)
. 

Recently many cases of abdominal trauma 
can be managed conservatively with a high 
success rate; however there are some cases 
managed operatively from the first or after 
failure of conservative treatment. This depends 
on many factors; general condition of the 
patient; hemodynamic stability, mode of 
trauma, physical examination of child which 
may reveal abdominal bruises as seat belt sign, 
investigations (laboratory and imaging), 
medical history of child and related injuries 
(chest condition, bone fractures, brain or spinal 
cord injuries) 

(5)
. 

 

AIM OF THE WORK: 

To analyse the value of conservative 

treatment versus early operative intervention 

for solid organs injury in the pediatric age 

group with blunt abdominal trauma. 

 

PATIENTS AND METHODS: 

The current retrospective study was 

conducted in Ain Shams University 

Hospitals (El-Demerdash), Ahmed Maher 

Teaching Hospital and Nasser Institute. Data 

of one hundred and forty pediatric patients 

with blunt abdominal trauma who attended the 

emergency pediatric surgery unit were 

followed up, collected and analyzed from 

January 2017 to December 2020. Patients 

were divided into two groups conservative 

group (A) operative group (B). 

The study included pediatric patients 

with blunt abdominal trauma between 6 to 

16 years old while pediatric patients with 

combined other systems injury or 

penetrating abdominal trauma were excluded 

from the study. 

Ethical Considerations: 

Approval was obtained from the ethical 

committee of the Department of General 

Surgery, Faculty of Medicine, Ain Shams 

University. 

Study Tools: 

All patients have been subjected to: 

Full Clinical Assessment: 

All pediatrics patients underwent full 

clinical assessment which starts with 

ABCDE: 

A. Airway maintenance with cervical spine 

(C-spine) protection. 

B. Breathing and ventilation. 

C. Circulation with hemorrhage control. 

D. Disability (evaluation of neurologic 

status). 

E. Exposure (complete visualization)/ 

environmental control (prevention of 



A Comparative Study Between Conservative And Early Surgical Intervention Of Solid Organs..  

105 

hypothermia) to detect haemodynamic 

stability and consciousness level. 

Lab investigations: 

CBC, kidney function test, liver function 

test, serum electrolytes, and pancreatic 

enzymes were ordered for all patients. 

Radiological investigations: 

Erect X-ray, FAST, and double contrast 

CT were done to detect grades of organ 

injuries. 

Details: 

All pediatric patients with blunt 

abdominal trauma attending the emergency 

unit underwent full clinical assessment to 

detect haemodynamic stability and 

consciousness level. 

 If the patient is haemodynamic stable, 

evaluation of the abdomen begins with 

inspection for external signs of injury 

such as open wounds, or significant 

bruising of the abdominal wall. Palpation 

of the abdomen is used to assess for 

tenderness and peritoneal signs. Although 

not all patients with an abdominal injury 

complain of tenderness, peritoneal signs 

may be present if there was bowel injury. 

 Laboratory investigations were ordered 

including; CBC, liver function tests, 

pancreatic enzymes, kidney function 

tests, and ABG. 

 After clinical examination, FAST was 

ordered for all cases. 

 If there was clinical suspicion of intra-

abdominal organ injury, or the US 

showed free fluid collection, CT with 

contrast is ordered. 

 If CT was free, and the patient was stable, 

he can be discharged home(not included 

in the study), if hollow organ injury was 

confirmed, laparotomy is done. 

 If solid organ injury was confirmed, we 

depended more on hemodynamic stability 

of the patient more than the grade of 

organ injury. Grades I to III are managed 

by non-operative management more 

successfully than Grades IV and V. 

Non-operative management includes: 

1. Fluid resuscitation with normal saline 
according to age with main target to keep 
within normal blood pressure values.  

2. Blood transfusion which can be started 
when Hb below 7mg/dl or when patient is 
symptomatic up to 40ml/kg of PRBCs. 

3. Analgesia is important and multimodal 
analgesic model of pain control using 
acetaminophen(10–15 mg/kg orally four 
to six hourly) and NSAIDs can help 
reduce opioids required to treat pain. 

4. Bed rest. 

5. Serial labs: Hb at 6hrs then at 12/24 hrs 
others labs as liver function test, kidney 
function test and pancreatic enzymes 
according to injured organ.  

6. US examination follow-up every 12 hrs. 

I. If a patient is vitally stable with no 
decrease in hemoglobin nor increase of 
intra-abdominal collection this means 
successful management .But when there 
is deterioration of the general condition, 
marked decrease of haemoglobin or 
increase of intraperitoneal collection, so 
this means failure of nonoperative 
management. 

II. If patient is haemodynamic unstable first 

of all do resuscitation with 20ml/kg normal 

saline twice and reassess patient after each 

time, if stable then patient complete 

investigations with good observation, but if 

there is no improvement on hemodynamic 

stability then resuscitate with blood 

transfusion 20ml /kg of packed red blood 

cell twice and reassess after each time, if 

no improvement then laparotomy but 

when there is improvement complete 

investigations with close observation. 

Statistical analysis 

The collected data was, tabulated, and 

statistically analyzed using SPSS program 

(Statistical Package for Social Sciences) 
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software version 26.0, Microsoft Excel 2016 

and MedCalC program software version 19.1 

Descriptive statistics were done for 

numerical parametric data as mean±SD 

(standard deviation) and minimum & 

maximum of the range and for numerical non 

parametric data as median and 1
st
& 3

rd
 

interquartile range, while they were done for 

categorical data as number and percentage.  

Inferential analyses were done for 

quantitative variables using independent t-test 

in cases of two independent groups with 

parametric data and Mann Whitney U in cases 

of two independent groups with non-

parametric data.  

Receiver operating characteristic (ROC 

curve) analysis was used to find out the overall 

predictivity of parameter in and to find out the 

best cut-off value with detection of sensitivity 

and specificity at this cut-off value. 

Inferential analyses were done for 

qualitative data using Chi square test for 

independent groups. The level of significance 

was taken at P value <0.05 is significant, 

otherwise is non-significant. The p-value is a 

statistical measure for the probability that the 

results observed in a study could have 

occurred by chance. 

 

RESULTS: 

I- Demographic criteria 

1. Age:  

The age of the studied cases ranged from 6 to 16 years with mean age 9.96± 2.41 years as 

shown in table (1).  

Table (1): Range of age among the studied cases. 

Parameters Studied cases 

(n=140) 

Age (years) 

 

Mean± SD 9.96± 2.41 

Median (IQR) 10.0 

Range  6.0- 15.0 

SD: Standard deviation. 

2. Gender: 

Males outnumbered females as out of 

140 cases, 105 were males (75%) and 35 

were females (25%). The male to female 

ratio was 4:1.  

3. Residence:  

The majority of cases (65%) were living 

in rural areas, while 49 (35%) were living in 

rural areas. 

II- Cause of injury:  

Our results show that the cause of injury 

in 30.7% of cases were due to road traffic 

accidents (RTA), 21.4% of cases were due 

to falling from height, Polytrauma 

represented 22.1% of cases and crush 

injuries represented 10.7% of cases. The 

causes were unknown in 15% of cases as 

shown in table (2). 
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Table (2): Distribution of the studied cases as regard cause of injury. 

Parameters 
Studied cases (n= 140) 

No. % 

Cause of injury 

Traffic accident 43 30.7% 

Fall 30 21.4% 

Polytrauma 31 22.1% 

Crush injuries 15 10.7% 

unknown 21 15.0% 
 

III- Clinical examination:  

Clinical examination elements included 
in the study are consciousness level, 
Glasgow Coma Score, pulse, systolic blood 
pressure, diastolic blood pressure, 

temperature and respiratory rate as shown in 

table (3). 

The study reveals that (mean systolic 

BP,HB and HCt%) in group (A) is higher 

than group (B). Which indicates more 

hemodynamic stability as shown in table (5). 

 

Table (3): Examination done to study cases. 

Parameters Studied cases (n= 140) 

No. % 

Conscious level Unconscious  20 14.3 % 

Partially conscious 45 32.1 % 

Fully conscious 75 53.6 % 

Glasgow Coma Score Mean± SD 12.5± 3.41 

Median (IQR)  15 (10- 15) 

Range 4-15 

Pulse Mean± SD 101.33± 23.4 

Median (IQR)  102.5 (80.25- 121.75) 

Range  60- 140 

Systolic BP Mean± SD 120.6± 13.9 

Median (IQR)  120 (110- 130) 

Range  100 -140 

Diastolic BP Mean± SD 65.07± 11.02 

Median (IQR)  60 (60 - 77.5) 

Range  50- 80 

Temperature Mean± SD 37.27± 0.48 

Median (IQR)  37.3 (36.8- 37.7) 

Range  36.5- 38.1 

Respiratory rate Mean± SD 21.08± 5.53 

Median (IQR)  21 (16- 26) 

Range  12- 30 

 

IV- Laboratory Investigation:  

Table (4) shows the mean, standard deviation, median and range of laboratory tests done 

for studied cases 
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Table ( 4): Laboratory data of studied cases 

 Mean SD Median Minimum Maximum 

PH 7.40 .03 7.40 7.35 7.45 

PCO2 40.04 3.08 40.00 35.00 45.00 

PO2 92.54 4.70 93.00 85.00 100.00 

HCO3 23.93 1.43 24.00 22.00 26.00 

BE -.12 1.39 .00 -2.00 2.00 

O2% 95.01 3.13 95.00 90.00 100.00 

Hg (g/dL) 10.89 1.24 10.80 9.00 13.00 

Hct% 37.00 4.39 37.00 30.00 44.00 

RBC (*10^12/L) 4.04 .81 4.00 3.00 5.00 

Platelets (*10^9/L) 317.21 88.53 320.00 150.00 450.00 

Neutrophils (*10^9/L) 7.62 2.02 7.70 4.10 11.00 

Lymphocytes (*10^9/L) 3.15 1.04 3.00 1.50 5.00 

Eosinophils (*10^9/L) .78 .22 .80 .40 1.10 

Urea (mg/dL) 32.60 4.89 32.60 24.50 46.50 

Creatinine 1.23 .09 1.22 1.06 1.47 

ALT 31.82 28.21 24.00 15.00 148.00 

AST 35.90 28.60 26.00 15.00 160.00 

Random blood glucose 114.53 14.77 113.00 90.00 140.00 

 

Table (5): Comparison between the two studied groups regarding clinical examination and laboratory 

data. 

 Conservative 

treatment 

(No. = 130) 

Surgical treatment  

(No. = 10) 

P-value Significance 

Mean± SD Mean± SD 

Age (years) 8.53± 4.85 9.12± 1.41 0.702 N.S 

Glasgow Coma Score 12.85± 3.41 12.03± 0.84 0.451 N.S 

Pulse 101.33± 23.4 101.33± 23.4 0.573 N.S 

Systolic BP 100.66± 3.60 86.2 ± 2.90 0.044 Significant 

Diastolic BP 64.07± 9.42 62.07± 2.15 0.505 N.S 

Temperature 37.36± 0.48 37.01± 0.01 0.023 Significant 

Respiratory rate 21.45± 2.75 20.54± 6.45 0.377 N.S 

O2% 95.21± 3.25 94.95± 4.26 0.812 N.S 

Hb (g/dL) 10.24± 1.25 8.23± 4.57 0.0004 Significant 

Hct% 37.41± 3.58 28.54± 5.54 <0.001 Significan 

p≤0.05 is considered statistically significant, p≤0.01 is considered high statistically 

significant, SD= standard deviation, N.S=not significant * Student T test and Mann-Whitney 

U test. 

V- Radiological investigations (CT scan):  

CT scan of abdomen showed that 54.3% of cases had spleen injury, 45.7% cases had liver 

injury as shown in table (6). 
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Table (6): Distribution of the studied cases as regard type of injury detected by CT. 

Parameters Studied cases 

(n= 140) 

No. % 

Type of injury Liver injury 

1-One case of Liver injury combined with urinary bladder 

rupture 

64 45.7% 

Spleen injury 

1- Two cases combined with renal injury. 

2-One case combined with stomach rupture 

3-Three cases combined with lower grades of liver injury. 

76 54.3% 

 CT scan of the abdomen showed that out of 76 cases with spleen injury, the majority 

of cases (42.1%) of cases had grade II, while out of 64cases with liver injury, the majority of 

cases (40.6%) of cases had grade II as shown in table (7).  

Also Comparison between the two studied groups regarding type of organ injury is shown 

in table (8). 

Table (7): Distribution of the studied cases as regards CT injury grades. 

Parameters Studied cases 

(n= 140) 

No. % 

Spleen injury (n=76) Grade I 22 28.9% 

Grade II  32 42.1% 

Grade III  11 14.5% 

Grade IV  9 11.8% 

Grade V 2 2.6% 

Liver injury (n=63) Grade I 15 25% 

Grade II  26 40.6% 

Grade III  13 20.3% 

Grade IV 8 12.5% 

Grade V 1 1.5% 

Table (8): Comparison between the two studied groups regarding type organ injury (CT). 

Site  Treatment P value 

Conservative treatment 

(No. = 130) 

Surgical treatment (No. = 

10) 

№ % № % 0.123 

Liver injury 60 46.1% 4 40.0% 

Spleen injury 71 54.6% 5 50.0% 

Renal injury (two cases 

combined splenic injury) 

1 0.7% 1 10.0% 

p≤0.05 is considered statistically significant, p≤0.01 is considered high statistically 

significant. 

VI- Radiological investigations (FAST):  

Abdominal US was performed and 

showed that there was free fluid identified 

within the US in 77.9% of cases, 45% of 

cases had spleen injury, 35% cases had liver 

injury, kidney injury represented 0.7 of 

cases. 

VII- Management: 

92.9% of patients (130 cases) were 

provided conservative treatment and 7.1% of 

patients were treated surgically (110 cases) as 

shown in diagram (1). 
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Diagram (1): Distribution of management among the studied cases. 

VIII- Period of hospital stay:  

The period of hospital stay of the 

studied cases ranged from 1 to 15 days with 

a mean period of 11.65 ± 2.32 days as 

shown in table (9).  

As shown in table (10) period of hospital 

stay in group (A) is less than group (B). 

Table (9): Period of hospital stay among the studied cases. 

Parameters 
Studied cases 

(n=140) 

Period of hospital stay  Mean± SD 11.65 ± 2.32 

Median  12.0 

Range  1.0 - 15.0 

Table (10): Comparison between the two studied groups regarding period of hospital stay. 

 Conservative treatment 

(No. = 130) 

Surgical treatment  

(No. = 10) 

P-value significance 

Mean± SD Mean± SD 

Period of hospital stay 9.35 ± 3.32 11.65 ± 1.84 0.033 Significant 

IX- Final outcome: 

As shown in table (11&12), 21.4% of 

cases needed blood transfusion, 37.9% of 

cases needed ICU admission and 27.9% of 

cases needed mechanical ventilation. 

Regarding mortality, 5.7% of cases died. 

There were ten cases (7.1%) underwent 

surgical intervention.  

- Three underwent splenorrhaphy after 24 

hours of admission. 

- Three underwent splenectomy just after 

admission. 

- One case underwent laparoscopic surgery 

due to a combined ruptured bladder 

combined with liver injury grade II. 

- One underwent angioembolization of the 

renal artery combined with splenic injury 

grade I. 

- One underwent laparotomy for 

uncontrolled bleeding of the liver. 

- One underwent laparotomy due to a 

stomach rupture combined with splenic 

injury garde II.  
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Table (11): Distribution of the studied cases as regard outcome. 

Parameters 
Studied cases (n= 140) 

No. % 

Final outcome Surgical intervention  10 7.1% 

Conservative management  130 92.8% 

Blood transfusion  30 21.4% 

Need of ICU hospitalization 53 37.9% 

Need of mechanical ventilation 39 27.9% 

Mortality(two cases within group B) 2 1.4% 

Table (12): Distribution of the studied cases as regards surgery done. 

Parameters 
Studied cases (n= 140) 

No. % 

Surgery done Splenorrhaphy  3 2.1% 

Splenectomy 3 2.1% 

Laparoscopic repair of ruptured bladder 1 0.7% 

Angioembolization of renal artery 1 0.7% 

Laparotomy: 

1-Exploration and packing for uncontrolled liver bleeding. 

2-Exploration and repair of rupture stomach combined with 

splenic injury.  

2 1.4% 

 

X- Comparative analysis between 
conservative treatment and surgical 
treatment: 

Compared with 130 patients who 
underwent conservative treatment, patients in 
the surgical treatment group had a 
significantly lower systolic blood pressure and 
temperature compared to conservative 
treatment group (p<0.05).  

Likewise, there was a significant drop in 
hemoglobin and hematocrit in the surgical 
treatment group compared to conservative 
treatment group (p<0.05).  

Periods of hospital stay were significantly 
higher in the surgical treatment group 
compared to conservative treatment group 
(p<0.05). 

There was a statistically significant 
difference between the two studied groups 
regarding conscious level.  

Blood transfusion, need of ICU 
hospitalization, need of mechanical ventilation 
and mortality were significantly higher in the 
surgical treatment group compared to 
conservative treatment group (p<0.05) as 
shown in diagram (4). 
 

Diagram (2): Comparison between the study groups regarding outcome. 
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DISCUSSION: 

The leading cause of morbidity and 

mortality in children older than 1 year is 

trauma. In approximately 25% of pediatric 

patients with major trauma, abdominal injury 

is present. More than 90% of injuries in 

children older than 1 year are the result of a 

blunt traumatic mechanism, with the spleen 

being the most commonly injured organ 
(6)

. 

Management of pediatric trauma has 

unique challenges. The developmental stage of 

the patient, a lack of verbal skills in younger 

patients, and a lack of prehospital information 

create limitations in managing the injured 

child. Similar to their adult counterparts, 

children can have an unreliable abdominal 

examination from an associated head injury 

and a decreased Glasgow Coma Scale (GCS) 

score. Additionally, children are more likely to 

have an unreliable abdominal examination 

secondary to crying and abdominal 

distension
(2)

. 

The age of patients range from 6 years to 

16 years with mean age 9.96 ± 2.41 years. 

Males outnumbered females, as out of 140 

cases, 105 were males (75%), and 35 females 

(25%). The male to female ratio was 4:1. 

Our study was similar to Ameh et al. 
(7) 

study that was conducted on 57 patients with 

mean age of 9 years old, 45 males and 12 

females. The male to female ratio was 3.75:1. 

Our results show that the cause of injury 

in 30.7% of cases were due to road traffic 

accidents (RTA), 21.4% of cases were due to 

falling from height, polytrauma represented 

22.1% of cases, and crush injuries represented 

10.7% of cases. 

The causes were unknown in 15% of 

cases in comparison with Ameh et al. 
(7)

, 

which noted that the commonest causes of 

injury were RTA (57%), 88% in pedestrians 

and 59% in children aged 5–9 years. Falls 

were the cause of trauma in 36%, 60% of them 

aged 10–15 years. Other causes of injury were 

due to sports in 5% and animals in 2%. 

In our study, a CT scan of the abdomen 

showed that 54.3% of cases had spleen injury, 

45.7% of cases had liver injury, kidney 

represented injury in 1.4% of cases. Also CT 

scan of the abdomen showed that out of 76 

cases with spleen injury, the majority of cases 

(42.1%) grade II injury, while out of 64 cases 

with liver injury, the majority of cases (41.3%) 

of cases had grade II. 

In a study conducted by Fodor et al. 
(8)

, 

data of 359 patients were collected. CT scan 

showed that 48.9% of cases had splenic injury; 

the majority of cases (27.1%) had grade II 

injury, while liver injury ratio was 43.9%, and 

the majority of cases (27.1%) had grade III 

injury.  

As reported by another study conducted 

by (Coley et al., 2000)based on 107 patients 

with abdominal trauma only 32 patients had 

CT documented injuries, FAST detected free 

fluid in 12 patients. Ten patients had solid 

organ injury but no free fluid and, thus, were 

not detected by FAST. 

In our study FAST was performed and 

detected free fluid collection in 77.9% of 

cases, and it was able to detect 49 cases of 

liver injuries, 63 cases of splenic injuries and 

one cases of renal injury. 

In our study, 92.9% of patients (130) 

underwent conservative treatment, 7.1% of 

patients (10) underwent surgical interferences 

- Three underwent splenorrhaphy after 24 

hours of admission. 

- Three underwent splenectomy just after 

admission. 

- Three underwent splenectomy just after 

admission. 

- One case underwent laparoscopic surgery 

due to a combined ruptured bladder 

combined with liver injury grade II. 
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- One underwent angioembolization of the 

renal artery combined with splenic injury 

grade I. 

- One underwent laparotomy for 

uncontrolled bleeding of the liver. 

- One underwent laparotomy due to a 

stomach rupture combined with splenic 

injury garde II.  

In this study 21.4 % of cases needed 

blood transfusion, 37.9% of cases needed ICU 

admission, 27.9% of cases needed mechanical 

ventilation, and sadly 5.7% of cases were 

deaths. 

Our study is similar to another study 

conducted by Medina et al. 
(9)

 who included 

70 patients in the study. Three cases were 

derived from immediate surgery; 2 patients 

due to hemodynamic instability at admission 

and 1 due to clear signs of peritoneal irritation. 

Thus, of the remaining 67 patients 

(95.7%), non-operative management was 

supported by serial diagnostic imaging and 

clinical follow-up. Some other patients 

required blood transfusion, and 4 hepatic 

trauma patients required arteriography and 

embolization. 

Of the 67 patients who received non-

operative management, 9 patients (12.9%) 

failed to be managed conservatively; 8 of them 

were due to hemodynamic instability and 1 

due to peritoneal irritation secondary to 

associated hollow viscus lesions. 

The period of hospital stay of the studied 

cases ranged from 1 to 15 days with mean 

period of 11.65 ± 2.32 days similar to a study 

conducted by Fodor et al. 
(8)

 that has a median 

duration of hospital stay of 14 days (SD 20.2) 

with a range of 0–382 . 

Conclusion: 

The present study confirmed the 

effectiveness of NOM in patients with liver 

and splenic injuries, suggesting a safe and 

effective therapeutic approach. According to 

these findings, the majority of patients can be 

treated with NOM in a less invasive manner, 

avoiding unnecessary laparotomies. Hemo-

dynamic stability together with injury grading 

scale will provide a good plan for 

management.  

FAST can adequately detect 

hemoperitoneum; however, up to one-third of 

intra-abdominal injuries in children do not 

cause hemoperitoneum and are undetectable 

by ultrasound. A negative FAST in children is 

not sufficient to rule out intra-abdominal 

injury. In any child with a concerning 

mechanism of injury or examination findings, 

other diagnostic tests and serial examinations 

should be obtained to evaluate for intra-

abdominal injury further. 

Abdominal CT scanning is considered the 

reference standard diagnostic test for 

evaluating hemodynamically stable patients 

for possible injury However, there is always 

concern regarding radiation exposure and risk 

for subsequent lethal malignancies. 

Overall, national and regional safety 

measures resulted in a significantly decreased 

severity of observed injury patterns and deaths 

due to blunt. 
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دراسة مقارنة بين انعلاج انتحفظي وانتذخم انجراحي انمبكر إصابة الأعضاء انمصمتة بعذ  إصابات 

 انبطن انرضية في الأطفال

محمد محمىد بيىمً ابراهيم
 (1)

الأحمذي رانيا محمد ، 
(2)

دينا هانً أحمذ 
(2)

  عاطل انطي ، محمد
(2)

 

شادي شرين شكري 
(3)

 

غى خشاحت الأغفال، كهيت انطب، خايعت عيٍ ( ق3)اندشاحت انعايت، قغى ( 2يغخشفً أحًذ ياهش انخعهيًً، ) (1)

 شًظ

الأغفال. حيث أٌ انبطٍ هً انًكاٌ الأكثش شيىعاً إٌ إصاباث انبطٍ انشظيت يٍ الأيىس انشائعت عُذ انمقذمة: 

 انًًيخت انخً نى يخى انخعشف عهيها باكشاً نذي الأغفال انًصابيٍ. نلإصاباث

سصذ وححهيم فاعهيت انعلاج انخحفظً بانًقاسَت يع انخذخم اندشاحً انًبكش نلأغفال انًصابيٍ  انهذف من انذراسة: 

  بكذياث سظيت بانبطٍ.

حخشاوذ أعًاسهى  غفلاً  141نـ أخشيج انذساعت يٍ خلال خًع بياَاث يٍ يدًىعت عشىائيت  :انبحثانمرضً وطرق 

 2121 إنً ديغًبش 2112 خلال انفخشة يٍ يُايشحعشظىا نلإصاباث انشظيت بانبطٍ ورنك عايًا يًٍ  16إنً  6 بيٍ

الإكهيُيكً هفحص ًشظً نوقذ خعع خًيع انشًظ ويغخشفً أحًذ ياهش انخعهيًي ويعهذ َاصش. عيٍ ًغخشفً خايعت ب

قغى بعهً انبطٍ فحص بانًىخاث فىق انصىحيت وحقييى انعلاياث انحيىيت وإخشاء انفحىصاث انًخبشيت انلاصيت وإخشاء 

 . اعخقشاس حانخهىأو بعذ  روي انحالاث انًغخقشةنهبطٍ وانحىض عهً انًشظً ت انطىاسئ. كًا حى إخشاء انخصىيش انًقطعي

الاعخشفاء في وحذة انعُايت انًشكضة ، و ُقم انذو انحاخت نأٌ فخشاث الإقايت في انًغخشفً و أظهشث انذساعت اننتائج:

هعلاج انخً خععج نًدًىعت انانىفياث أعهً بشكم يهحىظ في وأخهضة انخُفظ انصُاعً؛ وبالإظافت إنً رنك، فقذ كاَج 

في علاج إصاباث انبطٍ انخحفظً ذ انعلاج . وأظهش انبحث َداانخً خععج نهعلاج انخحفظًًدًىعت اناندشاحي يقاسَت ب

ً آيُ انخحفظً كاٌانطحال وانكبذ، وأٌ انعلاج راث انذسخت انًُخفعت فً صاباث الإانشظيت وخاصت  وأقم حكهفت يقاسَت  ا

 بانخذخم اندشاحي. كًا َذعى انخىعع في اعخخذاو الأشعت انخذاخهيت عُذ الأغفال. 

وفقاً  في انًشظً انزيٍ يعاَىٌ يٍ إصاباث انكبذ وانطحال.انعلاج انخحفظً  أكذث انذساعت انحانيت فعانيت انخلاصة:

، حيث أٌ اندشاحيت غيش انعشوسيتعًهياث ان، وحدُب انعلاج انخحفظًنهزِ انُخائح ، يًكٍ علاج غانبيت انًشظً باعخخذاو 

 نهًشيط.خيذة علاج عيىفش خطت قياط انعلاياث انحيىيت بداَب دسخت الإصابت 

 

  


