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Abstract 
Background: Trauma is a major cause of morbidity and mortality globally. Paediatric trauma is on the 

increase due to violence, negligence and road traffic accidents. 

Objective: to determine the aetiologic spectrum, treatment and outcome of paediatric trauma in the Jos 

University Teaching Hospital, a major referral Centre in North Central Nigeria. 

Methods: A one-year prospective analysis of data from our trauma registry. 

Results: There were 168 paediatric trauma patients with ages ranging from 4monthsto 17years (Mean = 8.5 

years). There were 103 (61.3%) males and 65 (38.75%) females with a male to female ratio of 1.6:1. Road 

traffic collisions 78(47.5%), falls from heights 32(19.1%) and burns 26(15.5%) were the main source of injuries 

respectively while transported to hospital in private cars and none by ambulance. A few were brought in by 

public transport 14 (8.3%), police vehicle 3 (0.02%) and 16 (0.10%)were brought in in non-specified means. 

Injuries involving the head occurred in 94(56.0%) patients, extremities 37(22%), chest 10 (6.0%) andabdomen 

9(5.4%) were recorded. About half 51(50.5%) required minimal intervention, while 38 (37.6%) had 

debridement.One hundred and thirty-three patients (89.3%) were treated and discharged home, 19 (0.11%) 

managed on outpatient bases, 6(4%) left hospital against medical advice and 9(6%) mortalities were recorded. 

Conclusion: Paediatric trauma is cause of morbidity and mortality in our setting, there is a need for urgent 

preventive measures at primary, secondary and tertiary levels to reduce the incidence of morbidity and 

mortality from paediatric trauma in our environment. 
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I. Introduction 

Paediatric trauma is a major cause of morbidity worldwide and has been identified as the leading cause 

of death in this age group
1
. There has been a significant increase in the occurrence of conflicts, automotive as 

well as domestic accidents in Africa with women and children being the worst hit
2
.Nigeria has had its own share 

of ethno-religious crisis and terrorism with its attendant devastating effects. It has been reported that trauma 

accounts for more than half of paediatric surgical admissions
3
. 

The six major killer diseases of children in our environment-malaria, pertussis, tuberculosis, tetanus, 

malnutrition and diarrhoeal diseases are predictable, preventable and controllable so also is paediatric trauma. 

However, these diseases have received so much attention in a bid to improving the health of children in the 

developing world but this has not been the case with paediatric trauma despite its public health importance. This 

approach may not be deliberate, but may be due to paucity of data showing the significance of paediatric trauma 

to the health of the child. In the western world, there has been a steady decline in the burden of paediatric 

trauma as a result of primary educational campaigns, secondary legislative enhancement and tertiary 

improvements in paediatric trauma care
4
. World Health Organization projected that by the year 2020, the years 

of potential life lost due to trauma will equal those lost from infectious diseases
5
. Despite this, in Nigeria there 

has not been any deliberate legislation on paediatric trauma prevention and not even a single paediatric trauma 

Centre/ national trauma registry that can serve as central data source to show the real burden of paediatric 

trauma that will attract the needed attention of all concerned. 

More than 90% of global deaths due to injuries in children occur in low-income countries
6
.We present 

the initial analysis from our trauma registry specifically to investigate the scope of trauma among children with 

a view to describe the epidemiology, management and outcome. 
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II. Materials and methods 
This is a one-year prospective, analysis of our ongoing trauma registry data from January2012 to 

December 2012 focusing on the paediatric population (0-17yrs).All consecutive paediatric patients aged below 

18-years presenting with trauma between January and December 2012 and fulfilled the criteria for inclusion in 

the Jos University Trauma Registry. Data was retrieved from our trauma registry established in January 2012. 

Data was retrieved from excel and analysed using Epi info version 3.5.1 for means, proportions and confidence 

intervals. The variables included patients’ biodata, cause of trauma, mode of presentation, body parts involved, 

treatment offered and the outcome of management.   

 

III. Results 
There were 168 paediatric trauma patients captured in the trauma register, this represent 16.5% (CL 

14.3% - 18.9%). Ages ranged from 4months to 17years, with a mean age of 8.5 years. There were 103 (61.3%) 

males and 65 (38.75%) females with a male female ratio (1.6:1). Road traffic collisions accounted for 

78(47.5%) of the cases, falls from heights and burns 32(19.1%) and 26(15.5%) respectively. Industrial accident 

and stabs were 11(6.5%) each. Transported to hospital by private cars 135 (87.1%) and none by ambulance 

services.  Head injuries accounted for 94(56.0%), Neck 8(4.8%), spine injuries 2 (1.2%), facial injuries 

17(10.1%), Chest injuries10 (6.0%), abdominal injuries 9(5.4%) and Extremity injuries 37(22%). Majority 

51(50.5%) required minimal intervention (wound dressing and suturing) while 38 (37.6%) had debridement. Of 

all who had chest injuries, none required chest tube insertion. There were 133 (89.3%) treated and discharged 

home, 6(4%) left hospital against medical advice and 9(6%) mortalities were recorded 

 

Table 1.age group and sex distribution of patients 

 
 

Table 2. Aetiology of paediatric trauma 
Aetiology Frequency percentage 

RTA 78 46.4% 

Falls from heights 32 19.1% 

Burns 26 15.5% 

Domestic accidents 11 6.5% 

Gunshots 11 6.5% 

Others 8 4.8% 

Stabs/cuts 1 0.6% 

Industrial accidents 1 0.6% 

Total 168 100% 

 

Table 3 pattern of injury 
Region  Frequency  Percentage 

Head 94 50.5% 

Neck 8 4.8% 

Facial 17 10.1% 

Chest 10 6.0% 

Abdomen 9 5.4% 

Pelvis 5 3.0% 

Extremities 45 26.8% 

Total  168 100% 
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Fig.1 paediatric trauma management outcome at the jos university teaching hospital between January 

2012 to December 2012 

 

IV. Discussion 
The records from the trauma registry showed that paediatric trauma constitute a significant portion of 

all trauma cases seen in our Emergency Room. Despite increased interest in paediatric safety, trauma still exerts 

a major toll among this age group. 

The age range in our findings is in keeping with that reported in a study done in Owerri, the eastern 

region of Nigeria by Ekenze SO et al
7
.  

This may be explained by the fact that in our rural areas, children of school age who are usually very 

active, go to schools unaccompanied by responsible adults.  In play grounds, children are often away from the 

attention of adults and they have poor judgment of potential dangers on their own, 

 In our study we found a slightly higher number of males than the females which is similar to a study 

done in India by Mukesh Sharma et al.
8
. Most studies reporting sex variation in paediatric trauma support this 

finding, however, the proportions vary. Simon et al in their study carried out in Tanzania, showed a slightly 

higher proportion of male to female ratio of 2.3:1
9
. The higher involvement of males in our environment could 

be attributed to their being hyperactive and adventurous therefore, likely to be involved in risky behaviors. 

Road traffic accidents was the leading cause of injury followed by falls and burns, which is similar to 

findings by Adekanmi et al, in western Nigeria
10

. A study by Morgan k. et al in Iran however reported fall 

(>50%) rather than road traffic accident accounting for most trauma cases in the age group 12years and 

bellow
11

. Other studies in India, the US and Gambia had similar findings
8,12,13 

.The high proportion of injuries 

from fall in their studies was attributed to paying less attention to child activity. In our own study, it may be due 

to bad roads, lack of adherence to traffic rules and unguided minors crossing the roads. 

It is noteworthy to point out the occurrence of gunshot injuries among our study group. This is a 

worrisome observation because it was an uncommon occurrence our setting. Earlier studies from Nigeria did not 

record any gunshot injury
14,15 

. This is however, a common occurrence in war torn countries like Iraq as reported 

by Rebecca M. et al
16 

.  This new trend reported in our study can be explained by the increasing spate of crises 

and violence, worsened by uncontrolled use of small and light weapons with the unfortunate advent of 

improvised explosive devices used by insurgents
17,18,19 

. 

Commonest body part injured was the head, followed by extremities. This compares with studies of 

Simonetal
9
. In studies done in Iran and Brazil, fall was the commonest aetiologic factor with more involvement 

of extremities than head and neck injuries
12,13 

. This suggest that the pattern of injuries may be predicted by the 

aetiologic factor. 

In our study we found a mortality rate of 6%, which is lower than that reported by Ellen J et al in the 

United Kingdom, where they found mortality rates of up to 7.5% and 9.5% for those treated in trauma care and 

non-trauma centres respectively
20 

. Our lower motility may be explained by the fact that there are no designated 

paediatric trauma centres and therefore cases with severe injuries may not reach our hospital and the common 

practice of burying dead children with no need for mortuary services, may also be contributory to a deficiency in 

this hospital based data. 
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Outcome of Paediatric Trauma patient management at Jos Univertity Teaching Hospital 
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We noted in our study that no patient was transported by ambulance and most were transported via 

private vehicles not suitable for transporting trauma patients. This highlights the almost absent prehospital care 

system. 

 

V. Conclusion 
Paediatric trauma is fast becoming significant cause of morbidity and mortality in our setting therefore, 

there is a need for urgent preventive measures at primary, secondary and tertiary levels to reduce the incidence 

of morbidity and mortality in our environment. prehospital care system is also necessity in our setting all in a 

bid to improve outcome. 
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