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Pediatric Blunt Trauma and REBOA

Alexis D Smith MD
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This is a landmark case report in that it is the first described pediatric blunt trauma patient presenting in cardiac arrest
with no signs of life that survived to discharge under the age of 14. Aortic occlusion in adolescents and children has
long been debated due to dismal outcomes, especially in pediatric blunt trauma in which only two survivors who
presented in cardiac arrest have ever been described and no survivors documented under the age of 14 [1,2]. Current
recommendations for aortic occlusion in children are extrapolated from adult data and are still highly debated. Some
trauma surgeons support its utilization in only traumatically injured children that present with signs of life while others
advocate for its removal altogether from the trauma treatment algorithm [1].

This paper now demonstrates that a severely injured child due to blunt injury could benefit from endovascular
occlusion of the aorta as an adjunct in resuscitation for temporization of hemorrhage. The use of REBOA in the pedi-
atric population was first described in 2010 in an acute care surgical patient by vascular surgeons at Emory with
deployment to control a ruptured aortoesophageal fistula in a 10-year-old child [3]. They utilized a 7F sheath and
14 mm angioplasty balloon and were able to successfully temporize hemorrhage and bridge the patient to endovascu-
lar stent placement. A survey of Japanese experience with REBOA in pediatric trauma patients was recently published,
which reviewed 54 cases of the use of REBOA in trauma patients under the age of 18 [4]. However, the Japanese
database failed to capture any REBOA-specific details such as hemodynamic status, timing of AO, size of catheters or
complications.

During a recent Pediatric Trauma Society meeting, the US series on pediatric and adolescent REBOA (youngest age
of 14, mean age of 17) described REBOA-specific details in 7 patients that underwent endovascular aortic occlusion.
While their overall in-hospital mortality was 71%; all of those patients were in arrest at the time of REBOA with
ongoing CPR, had return of spontaneous circulation (ROSC), and survived to the operating room. The primary cri-
tique of the study was on the lack of change in paradigm as there was no survivor to discharge of pediatric blunt
trauma due to utilization of the REBOA. Therefore, this case report of the first survivor of blunt pediatric trauma
under the age of 14 with the use of aortic occlusion may have the potential to have a large impact on the consideration
of REBOA in the pediatric and adolescent trauma population.
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