
 

 
Learning Pack: Trauma 
  

This learning pack can be used for local teaching and for individual reading and              
reflection. Several activities have been designed and they have been mapped to the             
RCPCH Progress curriculum. 

Feel free to use any or all of this pack in your department. If you wish, you can reflect                   
on the learning activity and upload to your e-portfolio linking to the relevant domains. 

Comments/feedback to Amutha.Anpananthar@nhs.net (TPD). 

 

Content: 
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Title Progress Domain Level Page 

Difficult Conversations: Suspected 
non-accidental injury 

 Domain 2: communication 1-2 2-3 

Quick Teach! Domain 10: education/training 2-3 4 

Pain - assessment 
Pain - prescribing 

Domain 4: patient management 
Domain 7: patient safety/safe prescribing 

1-3 5-7 

Simulation: Head Injury Domain 4: patient management 
Domain 6: leadership/team working 

1-3 8-9 

Game: Paediatric Injuries Domain 4: patient management 1-3 10-11 



 

1.0 Difficult conversations: Suspected non-accidental 
injury 
 
1.1 Objectives 

● Consider the red flags for non-accidental injury  
● Explore approaches to communication in difficult situations 

 
 
  
1.2 Activity 
Target level: 1-2 
Facilitator: Consultant, SpR 
Participants: SHO 
 
Instructions for group or individual: 
You are the paediatric registrar in ED. Lucas is a 3-month-old baby whose mother brought 
him to ED with a cough and difficulty in breathing. Whilst being examined he was found to 
have bruising behind both ears which seems to be causing him pain and distress.  
His mother says she doesn't know how he got them but has suggested he might have rolled 
off the changing mat. Lucas was born at term by caesarean section.  
His mother was a late booker and has been a victim of domestic violence in the past. There 
is no current social worker. Lucas lives with his mother and 3 older siblings in a one 
bedroom flat on the 3rd floor. 
Take a history and discuss ongoing management. 
 
 
[Script for mum and learning points below.] 
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1.0 Difficult conversations continued 

 
Script for mum: 
You don’t know where the bruises came from.  
Lucas’ dad, Leo, sometimes watches the children whilst you get the shopping done. He has 
a bit of a temper sometimes but hasn’t been violent with you. You both smoke cigarettes and 
drink alcohol, no other substances.  
The older siblings are 2, 3 and 5 years old - their father is not the same as Lucas’s father - 
their father was violent and you don’t have any contact with him now. You had some 
involvement with social services at the time but not since. You feel you had to fight to prove 
you were a good mum, so are anxious about having them involved again. 
You live in a one bedroom flat and struggle with space. Since COVID you haven’t liked to 
take the children outside too much so you are falling over each other a lot. You receive child 
benefits. Leo works two jobs, in the supermarket in the evening and as a delivery driver in 
the morning.  
You have asthma (blue and brown inhalers) and depression (on citalopram) but no other 
medical problems. Family history of type 2 diabetes and heart attacks only.  
 
 
Things to consider: 

● How might you open the discussion? 
○ It is important to remain open minded and non-judgemental 
○ Some examples: 

■  ‘This is an unusual location for bruising in a child of Lucas’ age, is it 
ok if I ask you some more questions about how this might have 
happened?’ 

■ ‘I’m sure you will understand that when a baby presents with bruising 
like this we have to follow our protocols and investigate this further’ 

● How would you go about understanding what had happened? 
● How will you explain what is going to happen next? 

○ Be clear that these involve further investigations and most importantly 
admission 

○ Where possible consent must be gained before opening discussions with 
social services 

● What would you do if the parents refused to stay? 
○ Be kind and understanding, enquire about their personal circumstances and 

support 
○ Make it clear that you are acting in the child’s best interest 
○ Involve them in decision making and implore them to share your concerns 
○ Know your position if the parents try to leave with the child – escalation to 

police etc 

Further resources: 

● Safeguarding Level 3 - e-Learning for Health  
● Working Together to Safeguard Children - Department for Education 
● RCPCH Child Protection and Safeguarding 
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https://www.e-lfh.org.uk/programmes/safeguarding-children/
https://www.gov.uk/government/publications/working-together-to-safeguard-children--2
https://www.rcpch.ac.uk/key-topics/child-protection


 

2.0 Quick Teach! 
 
2.1 Objectives 

● Deliver 15 minute teaching to SHOs on any of the following topics 
● Reflect on your own teaching style with feedback from colleagues 

  
2.2 Activity: Group Teaching 
Target level: 2-3 teaching, 1-3 learning 
Facilitator: Consultant, SpR 
  
Instructions: 

● Audience: SHOs, nursing staff and other interested healthcare professionals 
● SpR is to spend 10 minutes preparing for the teaching session using the articles 

suggested below 
● Once prepared, SpR is to deliver 15 minutes teaching session on their chosen topic 
● Allow 10 minutes for questions from the audience 
● Participants and Facilitator to give written feedback 
● SpR to reflect on feedback in portfolio 

  
Pick from the following topics: 

● Management of Tetanus prone wounds - Public Health England guideline (see 
p15-17) 

● Modified APLS in Trauma - ALSG Chapter “Structured Approach to the Seriously 
Injured Child” 

● Use of the Parkland Formula - STRS guideline for burns 
 
Getting feedback 

● EM3 have a great summary of theory and practical advice around medical education 
in their teaching handbook - Appendix 3 is a good quick feedback form.  
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https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/820628/Tetanus_information_for_health_professionals_2019.pdf
https://www.alsg.org/en/files/apls_chapter_13_2015.pdf
https://www.evelinalondon.nhs.uk/resources/our-services/hospital/south-thames-retrieval-service/Burns.pdf
https://em3.org.uk/teaching-handbook


 

3.0 Prescribing: Pain Management 
3.1 Objectives 

● Understand the use of pain assessment tools in paediatrics 
● Gain understanding of procedural sedation methods used in ED 
● Prescribing practice in example cases 

  
3.2 Activity : Pain assessment 
Target level: 1-3 
Facilitator: Consultant, SpR 
Participants: SHO, SpR 
 
Instructions for group: 
Break into small groups and discuss the following scenarios and questions. 
 
Scenario 1 
A 5 year old girl is brought to the ED after falling from a wall. She walks into triage but is 
holding her arm and seems in pain. Examining her she does not seem to have any other 
injuries. 

● How would you go about assessing her pain? 
● Do you know of any self-report scales you can use? 
● How can these be used to aid management? 

 
Scenario 2 
A 2 year old comes to ED following an accidental amputation of their finger tip after getting 
her hand caught in a car door. The child and family are very distressed and she is likely to 
require extensive nail bed repair. Following a quick assessment you deem her pain to be 
severe. 

● What would be your first choice of analgesia? 
● What non-pharmacological adjuncts can be used? 

 
The child is later reviewed by the plastic surgeons who wish to perform a nail bed repair in 
the emergency department. 

● What agent should be used to perform procedural sedation? 
● What needs to be considered before proceeding with the sedation? 
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Pain scale Age range Comments 

0-10 Numerical 
Rating Scale 
(NRS) 

Above 8 years 0 No Pain 
1-3 Mild Pain (nagging, interfering little with ADLs) 
4-6 Moderate Pain (interferes significantly with ADLs) 
7-10 Severe Pain (disabling, unable to perform ADLs) 

Visual Analogue 
Scale (VAS) 

Above 8 years   

The Oucher 3-12 years Requires minimal instruction. Quick to administer. Different 
scales for different ethnicities. 

 

Pieces of Hurt 
Tool/Poker Chip 

3-12 years Requires confirmation that size-sorting task skill is developed in 
child. Modest evidence of validity in preschool children. 

Faces Pain Scale 
Revised (FPS-R) 

4-12 years Requires minimal instruction. Quick to administer. 
 

FLACC Scale 0-3 years Based on observations. Very subjective. 
 



 

 
 
 
Procedural sedation: 

● Ketamine sedation is an accepted method of performing procedural sedation in the 
emergency department. It induces a trance-like state, often with the eyes open. It 
maintains the airway reflexes and maintains cardiovascular stability. 

● RCEM guidance says sedation should be performed in an area with full resuscitation 
facilities by staff members fully trained and experienced in managing paediatric 
airways. 

● Other methods should be considered (pharmacological and non-pharmacological) 
before choosing ketamine. 

● The procedure should be achievable within 20 minutes (i.e. closing facial laceration, 
removal of foreign body, reducing fractures). 

● A pre-sedation assessment should be done including ASA grade, previous 
anaesthesia and contraindications. 

● Standard ketamine dosage is 1mg/kg - IV where possible, but can be given IM if 
access is an issue. 

● Once the procedure is finished the child should be observed in the department until 
they are able to eat, drink, mobilise and pass urine. 

● Children coming round from ketamine sedation can appear quite distressed as they 
may have been having a nightmare or unpleasant experience. It is important to have 
parents nearby and ensure everyone remains calm and reassuring. 

 

Further resources: 
● Royal Children’s Hospital Melbourne - Paediatric Trauma Manual, chapter on 

Paediatric Pain Management 
● Don’t Forget the Bubbles - Analgesia and Procedural Sedation Module 
● Don’t Forget the Bubbles - Self-reported Pain Scales 
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https://www.rch.org.au/trauma-service/manual/Pain_Management/
https://www.rch.org.au/trauma-service/manual/Pain_Management/
https://dontforgetthebubbles.com/analgesia-and-procedural-sedation-module/
https://dontforgetthebubbles.com/self-report-pain-scales/


 

4.0 Departmental Simulation: Head injury 
4.1 Objectives 

● How to manage a patient presenting with a significant head injury 
● Consideration of imaging 

 
4.2 Activity: Simulation 
 
Target level: 1-3 
Facilitator: Consultant, SpR 
Participants: SHO, SpR, nurse 
 
Instructions for group: 
Casey is an 8 year old girl who has fallen 5 metres from the top of the staircase in her house 
onto the marble floor below. Paramedics arrive at the scene and find her with a GCS of 7. 
She has evidence of an open wound to the skull with bleeding and a large haematoma. She 
is taken to her local district general hospital. 
The paediatric trauma team is assembled and roles are allocated. You are the trauma team 
lead, with team members.  
Prepare your team - you have 15 minutes.  
 
 
 
 
 
 
 
 
  
Things to consider: 

● Think about how you will use your time before the patient arrives: 
○ Which team members will you need and how will you allocate roles? 
○ What do you need to prepare in advance? 

 
● What are the priorities in managing this patient? 

○ Haemorrhage control and c-spine stabilisation 
○ Airway management including manoeuvres and use of adjuncts 
○ Supplemental oxygen even if saturating well 
○ Achieving haemodynamic stability with tranexamic acid +/- blood product 

resuscitation 
○ Identifying signs of raised intracranial pressure 
○ Urgent imaging 

 
● What are the strategies for neuroprotection? 

○ Nurse with head at 30° 
○ Hypertonic saline 3% 
○ Early intubation and ventilation – rapid sequence induction with agents less 

likely to cause hypotension (eg. ketamine, rocuronium, fentanyl) 
○ Permissive hypertension – fluid bolus, inotropic support 
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● What is the definitive treatment for this child and how will you get them there? 
○ Think about the logistical challenges involved with a time critical transfer to a 

neurosurgical centre 
 

● How are you going to reflect on what happened? 
○ Hot debrief with all team members 

  
Further resources: 

● NICE clinical guidance - Head injury: assessment and early management 
● Children’s Acute Transport Service - Acute Neurosurgical Emergency Transport 
● Paediatric FOAMed - Neuroprotective strategies for Traumatic Brain Injury 
● RCEM hot debrief tool - Take Stock 
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https://www.nice.org.uk/guidance/cg176/chapter/1-Recommendations#assessment-in-the-emergency-department-2
https://cats.nhs.uk/wp-content/uploads/guideline-neurosurgical.pdf
https://www.paediatricfoam.com/2019/09/neuroprotective-strategies-in-tbi/
https://www.rcemlearning.co.uk/foamed/take-stock-hot-debrief/


 

5.0 Injury Management 
5.1 Objectives 

● Consider the management for various injuries - soft tissue and fractures 
 
5.2 Activity: Board Game 
 
Target level: 1-3 
Participants: Everyone 
 
Instructions for group: 
Print and cut out the boxes below. Shuffle, then try to match the injury (capitals) with the 
management (bold).  
Time yourself, and compete against your colleagues for the fastest.  
Answers below. 
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ANKLE SPRAIN Above elbow backslab 
 

BIG TOE FRACTURE 
 

Above elbow backslab 
 

CLAVICLE FRACTURE Above knee backslab 
 

ELBOW DISLOCATION (NO FRACTURE) Broad arm sling 
 

MONTEGGIA FRACTURE OF FOREARM  Buddy strapping 
 

PATELLA DISLOCATION Collar and cuff 
 

PROXIMAL HUMERUS FRACTURE Cricket pad extension splint 
 

PULLED ELBOW Hyperpronation reduction manoeuvre 
 

TORUS BUCKLE FRACTURE OF WRIST  Walking boot  
 

UNDISPLACED FINGER PHALANX 
FRACTURE 

Walking boot (maybe) 
 

UNDISPLACED SUPRACONDYLAR 
FRACTURE  

Wrist splint 
 

UNDISPLACED TIBIAL FRACTURE 90° backslab 
 



 
 
Answers: 

 
 
Further resources: 

● Barts Health paediatric orthopaedic trauma guideline 
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Clavicle fracture Broad arm sling 

Undisplaced supracondylar fracture Above elbow backslab 

Elbow dislocation (no fracture) 90° backslab 

Pulled elbow Hyperpronation reduction manoeuvre 

Patella dislocation Cricket pad extension splint 

Proximal humerus fracture Collar and cuff 

Torus buckle fracture of wrist Wrist splint 

Undisplaced tibial fracture Above knee backslab 

Big toe fracture Walking boot  

Ankle sprain Walking boot (maybe) 

Monteggia fracture of forearm Above elbow backslab 

Undisplaced finger phalanx fracture Buddy strapping 

http://londonpaediatrics.co.uk/wp-content/uploads/2020/11/Barts-Health-Injury-Guideline-1.pdf

