
  

  Health & Research Journal

   Vol 8, No 2 (2022)

   Volume 8 Issue 2 April - June 2022

  

 

  

  Patterns, outcomes, and risk factors of mild head
injuries in children: do we know enough? 

  Xenophon Sinopidis, Panagiotis Kallianezos,
Constantinos Petropoulos, Despoina Gkentzi, Sotirios
Fouzas, Ageliki Karatza, Vasileios Panagiotopoulos,
Ioannis Spyridakis, Stylianos Roupakias, George
Sakellaris, Eleni Jelastopulu   

  doi: 10.12681/healthresj.28882 

 

  

  

   

To cite this article:
  
Sinopidis, X., Kallianezos, P., Petropoulos, C., Gkentzi, D., Fouzas, S., Karatza, A., Panagiotopoulos, V., Spyridakis, I.,
Roupakias, S., Sakellaris, G., & Jelastopulu, E. (2022). Patterns, outcomes, and risk factors of mild head injuries in
children: do we know enough?. Health & Research Journal, 8(2), 119–132. https://doi.org/10.12681/healthresj.28882

Powered by TCPDF (www.tcpdf.org)

https://epublishing.ekt.gr  |  e-Publisher: EKT  |  Downloaded at: 26/04/2024 14:00:50



(2022), Volume 8, Issue 2 
 

 

Sinopidis et al. 119 https://ejournals.epublishing.ekt.gr/index.php/HealthResJ 

 
RESEARCH ARTICLE 

PATTERNS, OUTCOMES, AND RISK FACTORS OF MILD HEAD INJURIES IN CHILDREN: DO 
WE KNOW ENOUGH? 
Xenophon Sinopidis1, Panagiotis Kallianezos2, Constantinos Petropoulos3, Despoina Gkentzi4, Sotirios Fouzas4, Ageliki Karatza4, 
Vasileios Panagiotopoulos5, Ioannis Spyridakis6, Stylianos Roupakias6, George Sakellaris7, Eleni Jelastopulu8  

1. Department of Pediatric Surgery, University of Patras School of Medicine, Patras, Greece 
2. Department of Pediatric Surgery, Patras Children’s Hospital, Patras, Greece 
3. Department of Mathematics, University of Patras, Patras, Greece 
4. Department of Pediatrics, University of Patras School of Medicine, Patras, Greece 
5. Department of Neurosurgery, University of Patras School of Medicine, Patras, Greece 
6. Department of Pediatric Surgery, Papageorgiou Hospital, Aristotle University School of Medicine, Thessaloniki, Greece 
7. Department of Pediatric Surgery, Heraklion University Hospital, Heraklion, Greece 
8. Department of Public Health, University of Patras School of Medicine, Patras, Greece 

 

Abstract 
Background: Mild head injuries in children are associated with morbidity and family distress. Though they are common causes of emer-
gency department visits, they have been studied less than other more severe types of head trauma. This study aims to contribute to the 
reduction of this gap.  
Method and Materials: The medical records of 381 children with mild head injuries were reviewed and analyzed. Identification of any 
associated risk factors has been attempted with regression analysis. 
Results: The age group of 6-8 years was the most affected (44.6%). There was male predominance. Incidence presented seasonal variation. 
Concussion diagnosis was set in one tenth of patients. Half of children were under adult supervision during the traumatic incident. Cranial 
radiography was routinely performed in almost all patients, and computed tomography in 1.8%. Neurosurgical consultation was requested 
in 8.1%. Pedestrians, bicycle-riders, and car-passengers were at most risk of suffering mild head injury. Occurrence at street and play-
grounds were risk factors for coexisting abdominal injuries. Absence of adult supervision was a risk factor for bicycle-riders, and occur-
rence at school for neurosurgical consultation.  
Conclusions: Mild head injuries occur more often at the streets of urban areas. Clinical observation for 24 hours is considered satisfactory 
for a safe outcome. Identification of risk factors of mild head injuries may improve both prevention and outcome. Improvement of training 
of physicians in pediatric trauma is also required. Quality of adult supervision is important to improve prevention. 
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INTRODUCTION 

Head trauma is a common cause of child morbidity, mortality, 

and hospital emergency department visiting.1 The annual inci-

dence of head injuries in the pediatric population is estimated 

to be 180-300 new cases per 100,000 hospital admissions, cor-

responding to over 400,000 annual hospital visits in the United 

States of America.2, 3 Recently, the annual number of pediatric 

traumatic brain injury cases has been estimated at about 

475,000.4 Most of them (80-90%) are of minor severity.1,5 The 

commonest related mechanism in early childhood is falling onto 

the ground, while car accidents, bicycle falls and pedestrian 

drifts by vehicles occur more often during puberty.6 

Severe head injuries present high morbidity and mortality and 

have been thoroughly investigated.7 However, mild head inju-

ries, although being the majority, are not equally studied, and 

are also occasionally under-reported, as many patients never 

reach healthcare facilities. 5, 8 They are also associated with mor-

bidity and family distress, being the cause of parental anxiety 

and depression.9 

The aim of the study is to evaluate mild head injuries in a cohort 

of school-age children, to investigate the associated parameters, 

to outline any possible risk factors, and to provide suggestions 

that might be valuable for prevention and outcome. 

 

METHODOLOGY 

Study population 

The medical records of school-age children who were admitted 

in Patras Children’s Hospital with mild head injuries, during a 

period of four years (January 1st, 2014 – December 31st, 2017), 

were reviewed. The term “mild head injury” included every head 

trauma with a Glasgow Coma Scale (GCS) of 13-15 on admission, 

occurring during the last 24 hours before examination, with 

symptoms such as headache, vomiting, brief loss of conscious-

ness, amnesia, and absence of focal neurological signs.10-13 The 

term “mild” is in accordance with the latest classification guide-

lines of the Scandinavian Neurotrauma Committee.14 Concus-

sion (ICD-10-CM Code S06.0), currently referred as “mild trau-

matic brain injury” in literature, is included in the spectrum of 

mild head injuries.10, 11 The demographics, the efficacy of the 

healthcare infrastructure, the family parameters related to injury, 

the pathogenetic and risk mechanisms, the comorbidities from 

other organs, the diagnosis, management, and outcome, were 

the characteristics studied. The conduction of the study was ap-

proved by the bioethical committee of the institution where it 

was performed. 

 

Statistical analysis 

A chi-square goodness of fit test, or an asymptotic likelihood 

ratio test in the case where more than 20% of cells had expected 

counts less than five, was applied to determine the correlation 

between two random variables. To compare the proportions in 

two cells, a binomial test was used, and Bonferroni's confidence 

intervals were constructed. Binary logistic regression was used 

to predict a nominal dependent variable with two categories 

given one or more independent variables. Standard regression 

analysis methods were used. The threshold for statistical signif-

icance was defined as p< 0.05. Statistical analysis was performed 

using IBM SPSS version 25 software (IBM Corp., Armonk, New 

York). 

 

RESULTS 

A total of 381 pediatric patients, including 257 males (67.5%, age 

range 6-14 years, mean 9.4, standard deviation 2.6) and 124 fe-

males (32.5%, age range 6-14 years, mean 9.1, standard devia-

tion 2.6) were admitted in the pediatric surgical department for 

a follow-up period of 24 hours, because of mild head injuries. 

This cohort corresponded to 6.4% of the 5,934 pediatric surgical 

admissions during this period. The demographics and clinical 

characteristics are presented in Tables 1 and 2. 

Male patients comprised two thirds of the study population. The 

most affected age-group was that of 6-8 years (44.6%) (Table 1). 

Mild head injuries presented seasonal variability (p< 0.001), with 

increased frequency during summer (38.6%) and early autumn 

(29.1%). The majority occurred at street (55.3%). In half of all 

cases the patient was a pedestrian, while the most common 

mechanism of injury was falling on the ground (66.4%, p˂ 0.001). 
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Car accidents were involved in one third of cases. There was 

adult supervision in more than half of the cases (54.3%) (Table 

2). 

The most common clinical presentation included headache 

(76.4%), local swelling (38.3%), dizziness (42.5%), brief amnesia 

(16.3%), and history of temporary loss of consciousness (11%). 

Special anatomical structures involved were the face in 31%, the 

forehead (24%), nose (7.6%), mouth (6%), neck (4.7%), and eyes 

(3.7%). Clinical diagnosis of concussion was set in 11.8% of pa-

tients (Table 2). 

Half of the patients were referred from other physicians. Refer-

rals were in 71.2% from other hospitals. Most patients were 

transported by a private vehicle or a taxi (73.5%). Cranial radiog-

raphy was performed quite in all patients (99.5%, p< 0.001) and 

computed tomography in 1.8% (p˂ 0.001). No cranial fracture 

was diagnosed. The time required for observation in hospital 

was 24 hours in 78% (p˂ 0.001%) of patients (Table 2). 

Logistic regression analysis showed that certain factors pre-

sented significant risk for mild head injury when correlated with 

variables such as gender, age, area of origin, nationality, season, 

location of traumatic incident, and presence of a supervising 

adult. The results are summarized in different ways for the pre-

dictor variable in Tables 3-6. When the abbreviation “ref” (refer-

ence) is mentioned in the tables, it means that each category of 

the predictor variable (except the reference category) was com-

pared to it. The term “repeated” means that each category of the 

predictor variable (except the last category) was compared to 

the next category (Tables 3-6). 

Findings showed a significant risk of coexisting abdominal inju-

ries (chi-square 25.34, p= 0.031) when accidents happened at 

the street (p= 0.026) and the playground (p= 0.039) (Table 3). 

Pedestrians presented high risk for mild head injury (chi-square 

249.27, p< 0.0005), with those of Roma origin presenting 12.5 

times higher probability compared to others (p< 0.0005) (Table 

4). Also, there was high risk regarding children falling onto the 

floor at home (p< 0.0005) (Table 4). 

Being a car passenger (chi-square 172.19) or a bicycle rider (chi-

square 249.27) was also proved to be a significant risk factor for 

head injury (p< 0.005). In Table 5, it is shown that the risk of male 

bicycle riders was 2.5 higher compared to females (p= 0.050). 

The risk was about five times lesser in the Roma group (p= 

0.033). Bicycle-related injury occurred most during spring (p= 

0.013) and autumn (p= 0.007) compared to winter. There was 

higher trauma risk in summer (p= 0.032). The absence of a su-

pervising adult rendered the risk of injury 17.5 times more prob-

able for the bicycle-riders (p< 0.0005), while there was no differ-

ence between adult supervision in the overall patient cohort. 

Neurosurgical consultation was requested more often during 

autumn (in 10% level of significance) with a nine-fold higher 

probability compared to spring (p= 0.007), reflecting a more 

compromised clinical presentation on admission (Table 6). 

Moreover, there is a high probability that children with mild 

head injury at school (four times more than those at home) re-

quired neurosurgical consultation. In opposite, consultation of 

other specialties, did not present variation regarding any other 

variables (chi-square 10.377, p= 0.734). 

 

DISCUSSION 

The parameters associated with the presentation and manage-

ment of mild head injuries in a cohort of children were reviewed. 

According to an annually based analysis, the incidence of mild 

head injuries was not reduced during the last years, in opposite 

to reports from other countries.15,16 Seasonal variation was ob-

served, with increased frequency during summer and early au-

tumn. The sunny and warm weather of the region and the loose 

attitude of both children and their supervisors during the vaca-

tion period might have contributed to the increased incidence.  

The male to female ratio observed was in accordance with that 

known in literature and may be explained by the overactive at-

titude of younger males.15-22 However, the gender and the place 

where the traumatic incident occurred were found unrelated to 

each other after logistic regression analysis (p= 0.10). Increased 

frequency of brain trauma associated with male mortality has 

been reported by the national center for injury prevention and 

control in the United States of America.23 This finding cannot be 

compared to data from Greece, as domestic firearm possession 



(2022), Volume 8, Issue 2 
 

 

Sinopidis et al.                        122                       https://ejournals.epublishing.ekt.gr/index.php/HealthResJ 
  
 

is extremely uncommon, as opposed to the reality in the USA. 

Most patients originated from urban areas. If we combined this 

finding with the high frequency of trauma caused by falls occur-

ring at street and in a great proportion due to bicycle, motorcy-

cle, or car accident, we might presume that modern cities in 

Greece are quite a dangerous place for children. 

A point of question was on the safety provided by adult super-

visors, as more than half of incidents occurred under adult su-

pervision. It was rather the ineffectiveness of supervision that 

counted than the presence of a supervisor. Overuse of mobile 

phones and tablets during child attendance is important to be 

considered as a major factor of distraction.24 The fact that only 

a small portion of mild head injuries occurred at school, showed 

that inadequate supervision is rather a problem of the parents, 

than of the members of the school personnel who are more 

committed to surveillance. 

Many patients were referred from other physicians and hospi-

tals. Although this might be interpreted as an act of duty or even 

responsibility, it reveals the deficiency of training in the manage-

ment of pediatric trauma. The patients with mild head injury pre-

sent an optimal outcome in their majority and could be certainly 

treated in a primary health facility, avoiding accumulation of 

burden to an already compromised major hospital.4  

The least required observation time from admission to discharge 

from hospital was estimated in certain studies to six hours, in the 

group of patients who are in better condition and without 

comorbidities.14 In a recent prospective study, conservative 

treatment was sufficient for a good recovery in a population of 

which 55.3% regarded mild head injuries.25 Furthermore, very 

few patients needed computed tomography scanning or con-

sultation by a neurosurgeon, both commonly not available in 

primary healthcare facilities. Neurosurgical intervention is quite 

rare (0.1-0.2%) and performance of initial computed tomogra-

phy is 4-6% in literature.12-14, 26, 27 Although performance of com-

puted tomography has been reported in 50% of patients with 

minor head injuries during the last decades, there is a dilemma 

between its use and the risk of malignant disease (leukemias or 

brain tumors) especially in the age group of 0-4 years.28-32 

Statistical analysis showed that among all comorbidities, ab-

dominal injury is the one that merited focus after a mild head 

injury in a pedestrian or at a playground. Males are exposed to 

greater danger as bicycle riders than females and children of 

Roma origin. In opposite, Roma, who spend most of their time 

outside, are in higher risk as pedestrians. Seasonal variation is 

associated with bicycle related injuries, and patients with more 

severe clinical presentation, which is also correlated with the 

need of neurosurgical consultation.  

Finally, the presence of an adult supervisor proves to be an ef-

fective preventing factor only for injuries with bicycle, interpret-

ing the loosen grade of attention in different circumstances, 

which are considered less dangerous, allowing thus the supervi-

sors to let themselves loose and distracted, in ways described 

previously.  

 

Limitations 

There are certain limitations of the study. As trauma presents 

variability in medical literature in terms of terminology and man-

agement, comparison of data from countries with different cul-

tural backgrounds is biased. A second intrinsic limitation is that 

the study is of retrospective nature. This implies that accuracy of 

information assessment depended on the physician that per-

formed the initial examination and updated the medical record, 

in many instances a resident, affecting thus the consistency of 

the outcome. Finally, the study included children who stayed in 

hospital for 24 hours. However, many children with a mild head 

injury either do not ever visit the emergency department, or they 

return home after clinical and radiological examination. There-

fore, more extended research is needed for the extraction of 

conclusions of greater validity. A community-based research on 

the topic might be suitable. 

 

CONCLUSIONS 

Mild head injuries in children occur more often at the streets of 

urban areas. The most common pathogenetic mechanism impli-

cates falling away from home or school. Incidence is not affected 

by the presence of an adult supervising person except for the 
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bicycle riders. Clinical observation by a trained physician and ad-

mission for 24 hours is considered enough for the management 

of most patients, while specialist consultation and computed to-

mography investigation are required only for the patients who 

present enduring or aggravating symptoms. Improvement of 

pediatric trauma training of the physicians employed in the pe-

ripheral healthcare network is mandatory. In any case, it is qual-

ity and not quantity of supervision needed, to improve preven-

tion. 

 

FUNDING 

The authors declare that the study was not funded by any source 

or organization. 

 

DECLARATIONS AND CONFLICTS OF INTEREST 

The authors declare nothing. There is no conflict of interest. 

 

REFERENCES 

1. Cassidy JD, Carroll LJ, Peloso PM, Borg J, von Holst H, Holm 

L, et al. Incidence, risk factors and prevention of mild trau-

matic brain injury: results of the WHO Collaborating Centre 

Task Force on Mild Traumatic Brain Injury. J Rehabil Med 

2004; 43 Suppl: 28-60. 

https://doi.org/10.1080/16501960410023732  

2. Heskestad B, Baardsen R, Helseth E, Rornner B, Waterloo K, 

Ingebrigtsen T. Incidence of hospital referred head injuries 

in Norway: a population-based survey from the Stavanger 

region. Scand J Traum Resusc Emerg Med 2009; 17:6. 

https://doi.org/10.1186/1757-7241-17-6  

3. Koepsell TD, Rivara FP, Vavilala MS, Wang J, Temkin N, Jaffe 

KM, et al. Incidence and descriptive epidemiologic features 

of traumatic brain injury in King County, Washington. Pedi-

atrics 2011; 128: 946-54. https://pub-

med.ncbi.nlm.nih.gov/21969286/#:~:text=10.1542/peds.20

10%2D2259.  

4. Keane OA, Escobar Jr  MA, Neff LP, Mitchell IC, Chern JJ, 

Santore MT. Pediatric Mild Traumatic Brain Injury: Who can 

be managed at a non-pediatric trauma center hospital? A 

systematic review of the literature. Am Surg 2021; 

31348211050804. 

https://doi.org/10.1177/00031348211050804  

5. Andelic N, Anke A, Skandsen T, Sigurdardottir S, Sandhaug 

M, Ader T, et al. Incidence of hospital-admitted severe trau-

matic brain injury and in-hospital fatality in Norway: a na-

tional cohort study. Neuroepidemiology 2012; 38: 259–67. 

https://doi.org/10.1159/000338032  

6. Poussaint TY, Moeller KK. Imaging of pediatric head trauma. 

Neuroimag Clin N Am 2002; 12:271-94. https://pub-

med.ncbi.nlm.nih.gov/12391636/#:~:text=doi%3A%2010.1

016/s1052%2D5149(02)00005%2D9.  

7. Kirkwood MW, Yeats KO, Taylor HG, Randolph C, McCrea M, 

Anderson VA. Management of pediatric mild traumatic 

brain injury: a neuropsychological review from injury 

through recovery. Clin Neuropsychol 2008; 22: 769-800. 

https://doi.org/10.1080/13854040701543700  

8. Marshall S, Bayley M, McCullagh S, Velikonja D, Berrigan L. 

Clinical practice guidelines for mild traumatic brain injury 

and persistent symptoms. Can Fam Physician 2012; 58:257-

67, e128-40. http://www.ncbi.nlm.nih.gov/pmc/arti-

cles/pmc3303645/  

9. Kallianezos P, Sinopidis X, Petropoulos C, Gkentzi D, Plotas 

P, Fouzas S, Karatza A, Jelastopulu E. Anxiety and depression 

among parents of children with mild head injuries. Eur Rev 

Med Pharmacol Sci 2021; 25: 1530-35. 

https://doi.org/10.26355/eurrev_202102_24861  

10. McCrory P, Meeuwisse WH, Aubry M, Cantu B, Dvorak J, 

Echemendia RJ, et al. Consensus statement on concussion 

in sport: the 4th international conference on concussion in 

sport held in Zurich, November 2012. J Am Coll Surg 2013; 

216: e55-71. https://pub-

med.ncbi.nlm.nih.gov/23582174/#:~:text=10.1016/j.jamcol

lsurg.2013.02.020.  

11. McCrory P, Meeuwisse WH, Aubry M, Cantu B, Dvorak J, 

Echemendia RJ, et al. Consensus statement on concussion 

in sport: the 4th international conference on concussion in 

sport held in Zurich, November 2012. Br J Sports Med 2013; 



(2022), Volume 8, Issue 2 
 

 

Sinopidis et al.                        124                       https://ejournals.epublishing.ekt.gr/index.php/HealthResJ 
  
 

47: 250-8. https://pub-

med.ncbi.nlm.nih.gov/23479479/#:~:text=doi%3A%2010.1

136/bjsports%2D2013%2D092313.  

12. Kuppermann N, Holmes JF, Dayan PS, Hoyle Jr JD, Atabaki 

SM, Holubkov R, et al. Identification of children at very low 

risk of clinically important brain injuries after head trauma: 

a prospective cohort study. Lancet 2009; 374:1160-70. 

https://doi.org/10.1016/s0140-6736(09)61558-0  

13. Klassen TP, Reed MH, Stiell IG, Nijssen-Jordan C, Tenenbein 

M, Joubert G, et al. Variation in utilization of computed to-

mography scanning for the investigation of minor head 

trauma in children: a Canadian experience. Acad Emerg 

Med 2000; 7:739-44. https://pub-

med.ncbi.nlm.nih.gov/10917321/#:~:text=doi%3A%2010.1

111/j.1553%2D2712.2000.tb02260.x.  

14. Astrand R, Roselund C, Undeh J, Scandinavian Neurotrauma 

Committee (SNC). Scandinavian guidelines for initial man-

agement of minor and moderate head trauma in children. 

BMC Medicine 2016; 14: 33. 

https://doi.org/10.1186/s12916-016-0574-x  

15. Bowman SM, Bird TM, Aitken ME, Tilford JM. Trends in hos-

pitalizations associated with pediatric traumatic brain inju-

ries. Pediatrics 2008; 122: 988-93. 

https://doi.org/10.1542/peds.2007-3511  

16. Fabbri A, Servadei F, Marchesini G, Negro A, Vandelli A. The 

changing face of mild head injury: Temporal trends and pat-

terns in adolescents and adults from 1997 to 2008. Injury 

2010; 41:913-7. https://doi.org/10.1016/j.injury.2010.03.002  

17. Keenan HT, Bratton SL. Epidemiology and outcomes of pe-

diatric traumatic brain injury. Develop Neurosc 2006; 28: 

256-63. https://doi.org/10.1159/000094152  

18. Anderson EH, Bjorklund R, Emanuelson I, Stalhammar D. Ep-

idemiology of traumatic brain injury: a population-based 

study in western Sweden. Acta Neurol Scand 2003; 107: 

256-9. https://doi.org/10.1034/j.1600-0404.2003.00112.x  

19. Skandsen T, Einarsen CE, Normann I, Bjoralt S, Karlsen RH, 

McDonagh D, et al. The epidemiology of mild traumatic 

brain injury: the Trondheim MTBI follow-up study. Scand J 

Trauma Resusc Emerg Med 2018; 26:34. 

https://doi.org/10.1186/s13049-018-0495-0  

20. Thurman DJ. The epidemiology of traumatic brain injury in 

children and youths: a review of research since 1990. J Child 

Neurol 2016; 31:20-7. 

https://doi.org/10.1177/0883073814544363  

21. Santos ME, De Sousa L, Castro-Caldas A. Epidemiology of 

craniocerebral trauma in Portugal. Acta Med Port 2003; 16: 

71-6. https://pub-

med.ncbi.nlm.nih.gov/12828007/#:~:text=expand-

,PMID%3A%2012828007,-Free%20article  

22. Feigin VL, Theadom A, Barker-Collo s, Starkey NJ, McPher-

son K, Kahan M, et al. Incidence of traumatic brain injury in 

New Zealand: a population-based study. Lancet Neurol 

2013; 12: 53-64. https://doi.org/10.1016/s1474-

4422(12)70262-4  

23. Coronado VG, Xu L, Basavaraju SV, McGuire LC, Wald MM, 

Faul MD, et al. Surveillance for traumatic brain injury-related 

deaths. United States-1997-2007. MMWR Surveill Summ 

2011; 60:1-32. https://pub-

med.ncbi.nlm.nih.gov/21544045/#:~:text=expand-

,PMID%3A%2021544045,-Free%20article  

24. Massey K, Kant S, Violano P, Roney L, King W, Justice W, et 

al. Evaluating distracted driving behaviors in parents of chil-

dren in suburban and rural areas of Alabama. J Trauma 

Acute Care Surg 2016; 81(4 Suppl 1): S44-7. 

https://doi.org/10.1097/ta.0000000000001181  

25. Iyer S, Patel G. Study of risk factors, clinical spectrum, and 

outcome for head injury in pediatric age group in Western 

India. Afr J Paediatr Surg 2020; 17: 26-32. https://pub-

med.ncbi.nlm.nih.gov/33106450/#:~:text=doi%3A%2010.4

103/ajps.AJPS_2_18.  

26. Guzel A, Hicdonmez T, Temizoz O, Aksu B, Aylanc H, Ka-

rasalihoglu S. Indications for brain computed tomography, 

and hospital admission in pediatric patients with minor 

head injury: how much can we rely upon clinical findings? 

Pediatr Neurosurg 2009; 45: 262-70. 

https://doi.org/10.1159/000228984  



(2022), Volume 8, Issue 2 
 

 

Sinopidis et al.                        125                       https://ejournals.epublishing.ekt.gr/index.php/HealthResJ 
  
 

27. Schonfeld D, Fitz B, Nigrovic LE. Effect of the duration of 

emergency department observation on computed tomog-

raphy use in children with minor blunt head trauma. Ann 

Emerg Med 2013; 63:597-603. https://doi.org/10.1016/j.an-

nemergmed.2013.06.020  

28. Colvin JD, Thurm C, Pate BM, Newland JG, Hall M, Meehan 

3rd WP. Diagnosis and acute management of patients with 

concussion at children's hospitals. Arch Dis Child 2013; 

98:934-8. https://doi.org/10.1136/archdischild-2012-

303588  

29. Hall P, Fransson A, Martens A, Johanson L, Leitz W, Granath 

F. Increased number of cancer cases following computer to-

mography in children. Radiation dosage-and cancer risk-

can be reduced. Lakartidningen 2005;102:214-5. PMID: 

15743131 

30. Brenner D, Elliston C, Hall E, Berdon W. Estimated risks of 

radiation-induced fatal cancer from pediatric CT. AJR Am J 

Roentgenol 2001; 176:289-96. 

https://doi.org/10.2214/ajr.176.2.1760289  

31. Brenner DJ, Hall EJ. Computed tomography-an increasing 

source of radiation exposure. N Engl J Med 2007; 357:2277–

84. https://doi.org/10.1056/nejmra072149  

32. Pearce MS, Salotti JA, Little MP, McHugh K, Lee C, Kim KP, 

et al. Radiation exposure from CT scans in childhood and 

subsequent risk of leukaemia and brain tumours: a retro-

spective cohort study. Lancet 2012; 380:499–505. 

https://doi.org/10.1016/s0140-6736(12)60815-0  

 

 

 

 

 

 

 

 

 

 

 

 

 

 



(2022), Volume 8, Issue 2 
 

 

Sinopidis et al.                        126                       https://ejournals.epublishing.ekt.gr/index.php/HealthResJ 
  
 

ANNEX  

TABLE 1. Demographic characteristics of the study population (N=381). 

Demographic characteristics N % p 

Gender   < 0.001 

Male 257 67.5  

Female 124 32.5  

Age group in years   < 0.001 

6-8 170 44.6  

9-11 94 24.6  

12-14 116 30.4  

Nationality   < 0.001 

Greek 317 83.4  

Roma ethnic group 27 7.1  

Albanian 33 8.7  

Other 3 0.8  

Area of origin   < 0.001 

Urban 314 82.4  

Rural 67 17.6  

Distance from hospital in km   < 0.001 

<20 182 47.8  

21-60 100 26.2  

61-100 80 21.0  

>100 19 5.0  
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TABLE 2. Injury parameters regarding the traumatic incident, clinical presentation, and management (N=381). 

Parameter N % p 

Location of injury   < 0.001 

School 47 12.4  

Home 66 17.4  

Street 210 55.3  

Playground 42 11.1  

Sport activities field 16 4.19  

Adult supervision at the time of injury   0.101 

Yes 207 54.3  

No 174 45.7  

Referral from another physician   0.025 

Referred 205 53.9  

Without referral 175 46.1  

Referral from a healthcare facility (N=205)   <0.001 

From a primary healthcare facility 59 28.8  

From a hospital 146 71.2  

Transportation to hospital   <0.001 

Ambulance 101 26.5  

Private vehicle 280 73.5  

Status of the patient at the time of trauma   <0.001 

Pedestrian 191 50.1  

Car passenger 72 18.9  

Bicycle rider 103 27  

Motorcycle rider 21 5.5  

Injury mechanism   <0.001 

Fall on the ground 253 66.4  

Accidental collision with another child 32 8.4  

Car accident 52 13.6  

Drift by a vehicle 49 12.8  

Falling mechanism (N=246)   <0.001 

From a standing position onto the ground 31 12.6  

From a height onto the ground 105 42.6  

From a bicycle or a motorcycle 110 44.7  

Trauma features   <0.001 

Presence of symptoms 361 95.0  

Presence of skin laceration 89 23.3  
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Concussion 45 11.8  

Trauma comorbidities   <0.001 

Upper limb injury 48 12.5  

Lower limb injury 63 16.5  

Abdominal injury 93 24.4  

Thoracic injury 94 24.6  

Spinal injury without fracture 12 3.1  

Seasonal variation of injury   <0.001 

Winter 42 11.0  

Spring 81 21.3  

Summer 147 38.6  

Autumn 111 29.1  

Diagnostic imaging assay   <0.001 

Cranial radiography 379 99.5  

Thoracic radiography 99 25.1  

Abdominal radiography 88 23.0  

Abdominal ultrasound 43 11.3  

Brain computed tomography 7 1.8  

Treatment   <0.001 

Skin laceration sutured 89 23.3  

Bruise treatment not needing surgical intervention  87 22.8  

Neurosurgical consultation 31 8.1  

Other specialties consultation (ENT, Ophthalmology) 16 4.2  

Hospital stay in hours   0.001 

24 297 77.9  

48 57 15.0  

≥72  27 7.1  

Abbreviation: Ear-nose-throat medicine (ENT) 
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TABLE 3. Logistic regression model of predictors for coexistence of abdominal injuries. 

Covariate N OR 95% CI for OR p 

Gender     

Male 89 0.888 (0.27, 2.91) 0.844 

Female 37 (ref) (ref) (ref) 

Age in years  1.153 (0.96, 1.38) 0.118 

Area of origin     

Urban 104 1.550 (0.49, 4.91) 0.457 

Rural 22 (ref) (ref)  

Nationality     

Greek 104 - - 1.000 

Roma ethnic group 10 - - 1.000 

Albanian 11 - - 1.000 

Other 1 (ref) (ref) (ref) 

Season      

Winter 12 0.953 (0.08, 11.62) 0.970 

Spring 26 0.249 (0.05, 1.25) 0.091 

Summer 57 0.289 (0.07, 1.24) 0.095 

Autumn 31 (ref) (ref) (ref) 

Location of injury     

School 6 39.165 (0.78, 1957.76) 0.066 

Home 12 9.170 (0.44, 189.70) 0.152 

Street 95 23.285 (1.46, 370.66) 0.026 

Playground 10 27.485 (1.18, 640.95) 0.039 

Other 3 (ref) (ref) (ref) 

Adult supervision at the time of injury 

Yes 86 2.461 (0.84, 7.25) 0.102 

No 40 (ref) (ref) (ref) 

Abbreviations: Odds Ratio (OR), Confidence Interval (CI). Each category of the predictor variable is compared to the reference 
category (ref). Statistically significant p values are shown in bold characters. 
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TABLE 4. Logistic regression model of predictors of mild head injury occurrence in children on the floor. 

Covariate N OR 95% CI for OR p 

Gender     

Male 192 (ref) (ref) (ref) 

Female 90 2.648 (0.85, 8.24) 0.092 

Age in years  1.049 (0.86, 1.28) 0.631 

Area of origin     

Urban 233 (ref) (ref) (ref) 

Rural 49 0.843 (0.19, 3.71) 0.822 

Nationality     

Greek 231 (ref) (ref) (ref) 

Roma ethnic group 20 12.527 (3.04, 51.69) 0.000 

Albanian 29 0.346 (0.06, 1.98) 0.234 

Other 2 - - 0.999 

Season     

Winter 33 (ref) (ref) (ref) 

Spring 58 1.458 (0.18, 11.80) 0.724 

Summer 109 2.975 (0.45, 19.59) 0.257 

Autumn 82 0.909 (0.12, 7.12) 0.927 

Location of injury     

School 47 - - 0.998 

Home 66 1105.67 (124, 9860.41) 0.000 

Street 114 0.004 (0, 0.02) 0.000 

Playground 40 - - 0.999 

Other 15 (repeated) (repeated) (repeated) 

Adult supervision at the time of injury 

Yes 129 (ref) (ref) (ref) 

No 153 0.499 (0.15, 1.66) 0.258 

Abbreviations: Odds Ratio (OR), Confidence Interval (CI). Each category of the predictor variable is compared to 
the reference category (ref). Each category of the predictor variable is compared to the next category (repeated). 
Statistically significant p values are shown in bold characters. 
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TABLE 5. Logistic regression model of predictors of mild head injury occurrence in bicycle riders. 

Covariate N OR 95% CI for OR p 

Gender     

Male 172 (ref) (ref) (ref) 

Female 74 0.423 (0.18, 1.01) 0.050 

Age in years  1.113 (0.95, 1.30) 0.176 

Area of origin     

Urban 199 (ref) (ref) (ref) 

Rural 47 1.779 (0.51, 6.21) 0.366 

Nationality     

Greek 202 (ref) (ref) (ref) 

Roma ethnic group 16 0.216 (0.05, 0.89) 0.033 

Albanian 26 0.390 (0.12, 1.25) 0.113 

Other 2 0.056 (0.00, 3.05) 0.158 

Season     

Winter 26 (ref) (ref) (ref) 

Spring 53 7.909 (1.54, 40.62) 0.013 

Summer 107 4.689 (1.14, 19.32) 0.032 

Autumn 60 8.355 (1.78, 39.13) 0.007 

Location of injury     

School 13 (ref) (ref) (ref) 

Home 40 - - 0.999 

Street 156 - - 0.998 

Playground 30 - - 0.999 

Other 7 2.191 - 1.000 

Adult supervision at the time of injury 

Yes 129 (ref) (ref) (ref) 

No 153 17.457 (3.60, 84.72) 0.000 

Abbreviations: Odds Ratio (OR), Confidence Interval (CI). Each category of the predictor variable is compared to 
the reference category (ref). Statistically significant p values are shown in bold characters. 
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Table 6. Logistic regression model of predictors of neurosurgical consultation 

Covariate N OR 95% CI for OR p 

Gender     

Male 149 0.742 (0.29, 1.91) 0.537 

Female 70 (ref) (ref) (ref) 

Age  0.929 (0.78, 1.11) 0.411 

Area of origin     

Urban 177 1.312 (0.42, 4.14) 0.643 

Rural 42 (ref) (ref) (ref) 

Nationality     

Greek 175 0.052 (0.00, 0.81) 0.035 

Roma ethnic group 15 0.016 (0.00, 0.55) 0.022 

Albanian 26 0.028 (0.00, 0.66) 0.026 

Other 3 (ref) (ref) (ref) 

Season     

Winter 25 0.312 (0.08, 1.23) 0.097 

Spring 43 0.110 (0.02, 0.55) 0.007 

Summer 93 0.380 (0.14, 1.03) 0.058 

Autumn 58 (ref) (ref) (ref) 

Location of injury (ref)     

School 21 4.262 (0.35, 51.78) 0.255 

Home 44 1.043 (0.09, 12.50) 0.974 

Street 114 0.834 (0.08, 8.37) 0.877 

Playground 31 0.726 (0.05, 10.28) 0.813 

Other 3 (ref) (ref) (ref) 

Location of injury (repeated)     

School 21 4.239 (1.05, 17.06) 0.042 

Home 44 1.326 (0.40, 4.41) 0.645 

Street 114 1.892 (0.35, 10.32) 0.461 

Playground 31 0.488 (0.03, 7.85) 0.613 

Other 3 (repeated) (repeated) (repeated) 

Adult supervision at the time of injury 

Yes 119 0.627 (0.25, 1.59) 0.325 

No 100 (ref) (ref) (ref) 

Abbreviations: Odds Ratio (OR), Confidence Interval (CI). Each category of the predictor variable is compared to 
the reference category (ref). Each category of the predictor variable is compared to the next category (repeated). 
Statistically significant p values are shown in bold characters. 
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