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Background
• Pediatric trauma patients can be treated at 

adult trauma centers (ATC), mixed adult 
and pediatric trauma centers (MTC) or 
pediatric trauma centers (PTC).

• Previous studies comparing mortality at 
trauma center types have been mixed.

• Prior studies used the Injury Severity Score 
(ISS) to determine injury severity, but the 
ISS is a retrospective research tool.

• Shock index, pediatric age-adjusted (SIPA) 
(systolic blood pressure/heart rate) can 
prospectively identify severely injured 
children.

Results
• 190,569 patients fit criteria and were included for analysis. Of these, 33,149 had elevated SIPA.

• Adjusted odds ratio showed no significant difference in mortality amongst patients with 
elevated SIPA between trauma center types.

• Adjusted odds ratio also showed no significant difference in hospital LOS amongst patients 
with elevated SIPA between trauma center types.

Objectives/Aims
• To characterize associations between 

mortality and trauma center types using 
SIPA has a prospective measure of injury 
severity.

Methods
• Pediatric patients ages 1-14 were queried 

from the 2013-2016 National Trauma Data 
Bank (NTDB).

• Patients transferred from another institution 
or missing data on vitals were excluded.

• Patients with elevated SIPA were included 
for analysis. 

• Multivariate regression was performed on 
patients that fit criteria.

• Primary outcome was mortality; secondary 
outcome was hospital LOS.

Limitations
• This is a retrospective study using a 

convenience sample. NTDB may over-
represent larger hospitals with younger, 
more severely injured patients.

• NTDB is a voluntary registry with variability 
in registry inclusion criteria. Analysis is thus 
subject to selection bias and information 
bias.

Conclusions
• There is no difference in mortality or 

hospital LOS amongst severely injured 
children as identified by SIPA treated at 
different types of trauma centers.

• After initial treatment and patient 
stabilization, providers can consider 
transferring pediatric patients to PTCs for 
improved functional outcomes at discharge.

Future Directions
• Future studies should investigate using SIPA 

in conjunction with other injury severity 
metrics to determine the optimal prehospital 
triage protocols for pediatric trauma 
patients. More studies are needed to 
validate our findings.

Age (years) SIPA Cutoff
1-3 1.2
4-6 1.2

7-12 1.0
13-14 0.9

Table 1: SIPA Cutoffs

Unadjusted Mortality Adjusted Mortality Adjusted Hospital 
LOS

Adult Trauma Center OR 0.94 (95% CI 0.75, 
1.16)

OR 0.85 (95% CI 0.63, 
1.13)

OR 0.78 (95% CI 0.56, 
1.08)

Mixed Trauma Center OR 1.11 (95% CI 0.88, 
1.39)

OR 1.07 (95% CI 0.77, 
1.47)

OR 0.93 (95% CI 0.65, 
1.35)

Pediatric Trauma 
Center 1; Reference 1; Reference 1; Reference

Table 2: Odds Ratios for Patients With Elevated SIPA.


