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Abstract

Objectives To assess whether head CTwith 3D reconstruction can replace skull radiographs (SXR) in the imaging investigation

of suspected physical abuse (SPA)/abusive head trauma (AHT).

Methods PACS was interrogated for antemortem skeletal surveys performed for SPA, patients younger than 2 years, SXR and

CT performed within 4 days of each other. Paired SXR and CTwere independently reviewed. One reviewer analysed CTwithout

and (3 months later) with 3D reconstructions. SXR and CT expert consensus review formed the gold standard. Observer

reliability was calculated.

Results A total of 104 SXR/CTexamination pairs were identified, mean age 6.75 months (range 4 days to 2 years); 21 (20%) had

skull fractures; two fractures on CTweremissed on SXR. There were no fractures on SXR that were not seen onCT. For SXR and

CT, respectively: PPV reviewer 1, 95% confidence interval (CI) 48–82% and 85–100%; reviewer 2, 67–98% and 82–100%; and

NPV reviewer 1, 95%, CI 88–98% and 96–100%; reviewer 2, 88–97% and 88–98%. Inter- and intra-observer reliability were

respectively the following: SXR, excellent (kappa = 0.831) and good (kappa = 0.694); CT, excellent (kappa = 0.831) and perfect

(kappa = 1). All results were statistically significant (p < 0.001).

Conclusions CT has greater diagnostic accuracy than SXR in detecting skull fractures which is increased on concurrent review of

3D reconstructions and should be performed in every case of SPA/AHT. SXR does not add further diagnostic information and can

be omitted from the skeletal survey when CTwith 3D reconstruction is going to be, or has been, performed.

Key Points

• Head CTwith 3D reconstruction is more sensitive and specific for the diagnosis of skull fractures.

• Skull radiographs can be safely omitted from the initial skeletal survey performed for suspected physical abuse when head CT

with 3D reconstruction is going to be, or has been, performed.
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SPA Suspected physical abuse

SXR Skull radiograph(s)

Introduction

Abusive head trauma (AHT) is defined as an injury to the skull

or intracranial contents from a blunt impact or violent shaking

in those children aged under 2 years of age [1]: injuries due to

accidental trauma are not included. AHT is a significant find-

ing that has an approximate incidence of up to nearly 40 cases

per 100,000 children [2, 3] and can have serious conse-

quences: AHT is the most common cause of death in inflicted

injury, comprising 80% of deaths from all head trauma in

young children [2]. There is a poor prognosis in survivors with

abnormal follow-up in 68% of children: the outcome is corre-

lated with the severity of the injury and 40% have severe

neurological deficits [4]. The diagnosis is often missed initial-

ly as the presentation of signs and symptoms of an underlying

head injury may be delayed [2].

In 2017, the Royal College of Radiologists (RCR) and the

Society and College of Radiographers (SCoR) published re-

vised guidelines, endorsed by the Royal College of Paediatrics

and Child Health (RCPCH), ‘The radiological investigation of

suspected physical abuse in children’ [5]. The European

Society of Paediatric Radiology (ESPR) has endorsed the pre-

vious [6], current [5], and all future versions of this document

as the European standard [7] in the investigation of suspected

physical abuse (SPA) in infants and young children. The re-

cently updated guidelines state that all children under the age

of 1 year should have multi-slice computed tomography (CT)

imaging of the head, in addition to anteroposterior (AP) and

lateral skull radiographs (SXR) performed as part of the initial

skeletal survey in the investigation of SPA. In children over

1 year of age, a head CT examination is only recommended if

there are clinical features suggestive of neurological injury

(external evidence of head trauma, abnormal neurological

signs and symptoms, or haemorrhagic retinopathy). The

guidelines also state that three-dimensional (3D) surface re-

construction of head CT should be performed routinely to

better assess for skull fractures and associated soft tissue scalp

injury given that head CTwith 3D reconstruction is superior to

both head CT without 3D reconstruction and SXR [8, 9].

Recent literature has stated that SXR ‘adds little diagnostic

value’ to the diagnosis of skull fracture in suspected AHT

[10]. Given that head CT has a high sensitivity and specificity

for identifying skull fractures, is there still a need to perform

SXR if head CT with 3D reconstructions is planned or has

been performed? Can we omit SXR from the initial skeletal

survey in suspected AHT if head CTwith 3D reconstructions

is better able to identify skull fractures? We sought to answer

these questions by assessing the diagnostic accuracy of head

CT and SXR to add to the current evidence pool in the

imaging diagnosis of skull fractures in AHT and to inform

future iterations of the guidance.

Materials and methods

Patients

The picture archiving and communications system (PACS)

was interrogated between October 2011 and October 2014

for skeletal surveys which were included if they met the fol-

lowing criteria: antemortem initial skeletal survey performed

for non-accidental injury (NAI) (suspected physical abuse,

SPA); all children aged less than 1 year of age, and any child

less than 2 years of age with neurological symptoms at the

time of the initial skeletal survey; SXR and head CT ‘pairs’

performed within 4 days of each other; and imaging per-

formed at our institution (tertiary paediatric neurosciences

centre). No follow-up imaging was included. Ethical approval

was not required for this retrospective study of anonymised

images; however, this study was registered with our local

Research and Development and Audit office following which

service evaluation approval was granted.

Image acquisition

The SXR (70 kVp, 2 mAs, 0.008–0.01 mSv depending on

patient age) consisted of AP and lateral projections according

to our local protocol and the national guidelines [6] at the time

of the study. Towne projections were not included, if per-

formed. The head CT examinations consisted of a low-dose

non-contrast paediatric head CT performed on a 64-slice GE

LightSpeed CT scanner (100–120 kVp, 120–160 mAs, 0.9–

3.4 mSv depending on patient age and size, slice thickness

range 0.625–2 mm), scanned from the skull vertex to base.

Gantry angle was positioned to limit radiation dose to the

orbits. Images were anonymised and stored in a training file

on the PACS system.

Image interpretation

The head CTexaminations and each set of AP and lateral SXR

were reported independently by 2 consultant radiologists (re-

viewers 1 and 2) with 15 and 16 years’ experience in paedi-

atric neuroradiology. Both were blinded to the clinical details

and the originally verified radiological reports. Both skull pro-

jections could be viewed at the same time, reflecting clinical

practice. The SXR and head CT examinations were given

different anonymisation codes and randomised so that the ob-

servers could not link the SXR with the corresponding head

CT examination. Twenty-two cases were randomly selected

and duplicated within the cohort to which the reviewers were

blinded, to allow for analysis of intra-observer reliability.
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Reviewer 1 initially reported all the head CT examinations

without 3D reconstructions and then reported all the SXR on

a separate occasion. Three months later, this reviewer reported

all the head CT examinations for a second time with 3D re-

constructions to calculate the diagnostic accuracy of head CT

with and without 3D reconstructions. Reviewer 2 reported all

the head CT examinations with 3D reconstructions and then

reported all the SXR on a separate occasion. Comparison of all

SXR and CTwith 3D reconstructions for both reviewer 1 and

reviewer 2 allowed inter-observer reliability to be assessed.

Separate unique online questionnaires were used by each

reviewer which asked them to record if a fracture was present

and its location. They were also asked to document if there

was any soft tissue injury or sutural diastasis and, in the case of

the head CT examinations, if there was any acute intracranial

injury. Any disagreements on both head CT and SXR were

reviewed at a later time by both reviewers and a consensus

opinion was obtained: they were blinded to their original re-

port to allow for unity agreement.

Statistical analysis

The reference standard was the outcome of the consensus

review of SXR and head CT (including 3D reconstructions);

patients were considered positive for fracture if the consensus

review identified a fracture on one or both modalities. The

diagnostic accuracy of each modality was assessed using

2 × 2 contingency tables with calculation of sensitivity, spec-

ificity, and positive (PPV) and negative (NPV) predictive

values. Inter- and intra-observer reliability was calculated

using Cohen’s kappa, with < 0.40 considered poor, 0.40–

0.75 considered fair, and ≥ 0.75 considered excellent agree-

ment. A p value < 0.05was considered statistically significant.

The data was analysed using the SPSS version 24.

Results

In total, 104 eligible initial skeletal surveys and head CT ex-

amination pairs performed for SPA within 0 to 4 days (mean

0.6 days) of each other were identified. The age range of the

104 children was 4 days to 24 months (mean 6.75 months

standard deviation 5.7 months). There were 21 patients with

skull fractures (20%), as demonstrated in Table 1.

Diagnostic accuracy

Consensus review of the SXR did not identify any skull frac-

tures that were not also seen on consensus review of the head

CT examinations. Consensus review of head CT identified

two fractures not seen on consensus review of SXR

(Table 1). The diagnostic accuracy was higher for both re-

viewers for head CT reporting compared with that for SXR,

with higher sensitivity and specificity. Diagnostic accuracy for

the reporting of skull radiographs and head CT, with and with-

out 3D reconstructions, for both reviewers is displayed in

Table 2, with separate diagnostic accuracy for reviewer 1 in

Table 3.

Figures 1 and 2 illustrate a skull fracture that was not dem-

onstrated on SXR (Fig. 1), but which was evident on the

corresponding head CT and 3D reconstruction (Fig. 2), as

determined by reviewer consensus. On independent review,

eight fractures were identified on SXR that were not con-

firmed by the reference standard (i.e. false positives), of which

two were accessory lambdoid sutures (Figs. 3 and 4); one was

an accessory coronal suture; three were accessory sagittal su-

tures; one was a vascular channel in the parietal bone; and in

the final case, it was unclear as to what reviewer 1 had

interpreted as a fracture.

There was excellent inter-observer (kappa = 0.831, 95%CI

0.668–1.000, p < 0.001) and fair intra-observer agreement

(kappa = 0.694, 95%CI 0.299–1.000, p < 0.001; reviewer 2:

0.70 95%CI 0.32–1.00, p < 0.001) for the reporting of frac-

tures on skull radiography. There was excellent inter-observer

(kappa = 0.831, 95%CI 0.668–1.000, p < 0.001) and perfect

intra-observer agreement (kappa = 1.000, 95%CI 1.000–

1.000, p < 0.001) for both reviewers for the reporting of skull

fractures on head CT.

Discussion

Our study showed that head CT has a high sensitivity and

specificity for the diagnosis of skull fracture. 3D reconstruc-

tion of the skull and multiplanar reformatting (axial, coronal,

and sagittal views), when viewed on bone window, provide

improved visualisation of fractures that may be missed in the

axial plane of the CTslice. Head CTalso allows assessment of

soft tissue swelling, which may be overlooked on SXR.

Previous studies have compared radiographs and head CT

for the diagnosis of skull fractures but have their limitations.

The mean age of children in the study by Orman et al

[11] was 7.8 years, outside the normal range for SPA. The

age range of the 42 post-mortem patients recruited by

Chawla et al [12] was not stated. Sharp et al [13] docu-

mented contemporaneous radiology reports rather than

reviewing SXR and head CT and seeking a consensus

opinion. Furthermore, the rank of reporter was not speci-

fied (i.e., consultant or trainee/resident) and intra- and

inter-observer reliability were not reported. In this study,

we sought to address these limitations.

The mean age of the children we recruited (6.75 months)

reflects the age for AHT/SPA. Our study design allowed inter-

and intra-observer reliability to be determined and we com-

pared diagnostic accuracy with and without 3D reconstruction

from head CT.We have demonstrated that head CT has greater
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diagnostic accuracy and is more reliable than SXR in the as-

sessment of skull fractures in infants and young children.

Furthermore, we have demonstrated that the diagnostic accu-

racy of head CT is improved when there is concurrent analysis

of 3D reconstructions. Our data shows that head CT is at least

as sensitive and as specific as SXR when 3D reconstructions

are not used (CT vs SXR = sensitivity, 81% vs 77–81%; spec-

ificity, 99% vs 90–98%) but more sensitive and specific when

3D reconstructions are used (CT vs SXR = sensitivity, 81–

100% vs 77–81%; specificity, 100% vs 90–95%). Our data

also demonstrated that intra- and inter-observer agreement is

improved when reporting skull fractures on head CT when

comparedwith those on SXRwith perfect and excellent agree-

ment, respectively. This highlights the ambiguity of diagnos-

ing fractures on SXR when compared with the certainty that

head CT provides when reporting skull fractures. Chawala

et al [12] assessed sensitivity and specificity of head CT by

comparing antemortem head CT with post-mortem autopsy

findings and demonstrated a sensitivity of 85% and a speci-

ficity of 100% in the diagnosis of skull fractures. Sharp et al

[13] assessed whether the use of SXRwas still justified as part

of the imaging investigation for suspected AHT/SPA (i.e. the

Table 1 Summary of the 21

fracture positive cases Case Present on

SXR

Present on

CT

Side Type Sutural

diastasis

Intracranial haemorrhage/

injury

1 Yes Yes Right Linear No No

2 Yes Yes Left Linear Yes No

3 Yes Yes Right Linear No No

4 Yes Yes Left Linear No No

5 Yes Yes Right Linear No No

6 Yes Yes Right Linear No No

7 Yes Yes Right Linear No No

8 Yes Yes Right Depressed No SDH

9 Yes Yes Right Linear Yes EDH

10 Yes Yes Right Linear No No

11 Yes Yes Right Linear No SDH

12 Yes Yes Right Linear Yes SAH, parietal contusion

13 Yes Yes Right Linear No No

14 Yes Yes Left Linear No No

15 Yes Yes Right Linear No No

16 Yes Yes Left Linear Yes SDH

17 Yes Yes Left Linear No EDH

18 Yes Yes Left Linear No EDH

19 No Yes Left Linear No No

20 No Yes Right Linear No No

21 Yes Yes Left Linear No No

A skull fracture was reported on either radiographs or head CT by consensus in these 21 cases. All 21 fractures

were of the parietal bone. Soft tissue (scalp) swelling was present in all cases on radiographs and/or CT

SXR, skull radiograph(s); EDH, extradural haematoma; SDH, subdural haematoma; SAH, subarachnoid

haemorrhage

Table 2 Diagnostic accuracy for the reporting of skull radiographs and head CT, with and without 3D reconstructions, for both reviewers

Reviewer 1 Reviewer 2

Radiograph CT CTwith 3D Radiograph CT

Sensitivity 81% (95% CI 60–92%) 81% (95% CI 60–92%) 100% (95% CI 85–100%) 77% (95% CI 55–89%) 81%

(95% CI 60–92%)

Specificity 90% (95% CI 82–95%) 99% (95% CI 93–100%) 100% (95% CI 96–100%) 98% (95% CI 92–100%) 100% (95% CI 96–100%)

PPV 68% (95% CI 48–82%) 94% (95% CI 74–100%) 100% (95% CI 85–100%) 89% (95% CI 67–98%) 100% (95% CI 89–98%)

NPV 95% (95% CI 88–98%) 95% (95% CI 89–98%) 100% (95% CI 96–100%) 94% (95% CI 88–97%) 95% (95% CI 89–98%)

p < 0.001 for all results; CI, confidence interval
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initial skeletal survey) when a head CTwas being performed.

Of their 94 patients, they found that SXR demonstrated no

additional findings, but that additional findings were demon-

strated in 2 cases on head CT. They concluded that SXR could

be excluded from the initial skeletal survey if volumetric head

CT examinations were also being performed.

Our results support this view and are also in line with those

from a study performed in 2017 by Culotta et al [10], who

found that head CT examination with 3D reconstruction was

equivalent to SXR in identifying skull fractures in suspected

AHT. Whilst the Culotta et al [10] study had a larger cohort of

177 patients, the mean and median age of children was

5 months, whereas our study included children up to the age

of 2 years which better reflects the age range of those children

investigated for suspected AHT/SPA in clinical practice, and

as stated in the latest published national and European guide-

lines [5]. Moreover, they compared the sensitivity of head CT

with 3D reconstructions with that of SXR, whereas we evalu-

ated the diagnostic accuracy of head CT, with and without 3D

reconstructions, against the reference standard (consensus re-

view of SXR and head CT where patients were considered

positive for fracture where the consensus review identified a

fracture on one or both modalities). Orman et al [11] found

that the use of 3D reconstruction increased both sensitivity

and specificity in the diagnosis of linear skull fractures in

children when compared with conventional axial CT (83.9%

vs 78.2% and 97.1% vs 92.8%, respectively). Significant ad-

vantages of using 3D reconstruction include no increased ra-

diation burden, no additional scan time, and availability at no

extra cost. Furthermore, CT has established itself as a

problem-solving tool in differentiating skull fractures from

common anatomical variants (e.g. accessory sutures) with a

greater sensitivity than radiography [14], as also demonstrated

in our study.

There is ongoing research on the use of novel techniques to

better evaluate skull fractures on magnetic resonance imaging

(MRI). Dremmen et al [15] compared CT and a black bone

MRI sequence in 28 children following head trauma. Black

bone sequences use an ultrashort TE and TR to minimise the

signal returned from soft tissues which enhance the bone-soft

tissue interface. They found that MR imaging with the black

bone sequence had a lower sensitivity (66.7%) and specificity

(87.5%) than CT. They concluded that its use is a promising

alternative but the detection of linear fractures, particularly in

aerated bone, remains limited. A subsequent study by Kralik

et al [16] evaluated 34 patients with suspected AHT using CT

with 3D reconstruction and a black bone MRI sequence with

multiplanar reconstructions and 3D volumetric images. They

found that black bone imaging had a sensitivity of 83% with

100% specificity and detected 95% of the skull fractures that

were visualised on CT.Whilst these results are encouraging as

MRI obviates the need for exposure to ionising radiation, the

cohorts investigated are small, the technique may not be avail-

able in all centres at all times (particularly in the general hos-

pital setting where the majority of children are presented), and

black bone MRI sequences still miss some fractures.

Due to insufficient evidence upon which to base a change

in practice at the time, the recently updated guidelines for the

investigation of SPA (like the previous edition) recommend

performing AP and lateral SXR as part of the initial skeletal

survey, even if head CT is performed. Guideline 35 states that,

‘3D surface reconstructed images employing bone and soft

tissue windows should be undertaken for better appreciation

of skull fractures and associated scalp soft tissue injuries. This

Table 3 Diagnostic accuracy for

the reporting of head CT, with and

without 3D reconstructions, for

reviewer 1

Reviewer 1 without 3D reconstructions Reviewer 1 with 3D reconstructions

Sensitivity 81% (95% CI 60–92%; p < 0.001) 100% (95% CI 85–100%)

Specificity 99% (95% CI 93–100%; p < 0.001) 100% (95% CI 96–100%; p < 0.001)

PPV 94% (95% CI 74–100%; p < 0.001) 100% (95% CI 85–100%; p < 0.001)

NPV 95% (95% CI 89–98%; p < 0.001) 100% (95% CI 96–100%; p < 0.001)

p < 0.001 for all results; CI, confidence interval

Fig. 1 AP (a) and lateral (b) skull

radiographs of a 16-week-old

infant (case 20) following a

reported fall. There is soft tissue

swelling over the right side of the

head (arrow), but no fracture is

identified
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does not replace the need for AP and lateral skull radiographs,

which provide complementary information’ [5]. Previous

thinking has been that although SXR provide no information

with regard to intracranial injury, they may help with the iden-

tification of skull fractures, particularly linear fractures occur-

ring in the plane of the head CTslice which may not be readily

identifiable. In our study, there were no fractures on SXR that

were not also visualised on head CT. Thus, SXR confer no

diagnostic benefit when head CTwith 3D reconstructions are

available: removing AP and lateral SXR from the initial skel-

etal survey when a head CT is going to be or has been per-

formedwould reduce radiation dose and distress to the patient,

in addition to saving time. There is also the additional benefit

of being able to identify intracranial pathology which would

not be evident on SXR and may be clinically silent until the

patient deteriorates, such as intracranial haemorrhage. In the

21 cases where a fracture was identified, 7 also had either a

subdural or extradural haematoma (Table 1).

In the imaging investigation of SPA, it is recommended

that all children below 1 year of age have head CT, whilst a

head CT examination is only recommended if there are clini-

cal features of neurological injury (external evidence of head

trauma, abnormal neurological signs and symptoms, or

haemorrhagic retinopathy) in children aged between 1 and

2 years. Currently, both groups of children will have AP and

lateral SXR performed as part of their initial skeletal survey.

Given the results of our study, we recommend that head CT

should replace SXR in the imaging investigation of SPA in

children under the age of 1 year and those over 1 year of age

who present with neurological injury. Until further evidence is

available, for those children over the age of 1 year without

abnormal neurological signs and symptoms, we recommend

that the national guidance should be followed and that SXR

should continue to be employed as part of the initial skeletal

survey unless head CT has been, or is going to be, performed.

Limitations

This was a retrospective observational cohort study. As such,

we were dependent on the dose, imaging parameters, and

quality of imaging at the time of acquisition.

We are aware that infants and young children with

suspected AHT may not be presented to a tertiary paediatric

neurosciences centre, such as our institution. However, the use

of CT in the imaging investigation of acute head injury in

children is well established, as is the wide availability of the

3D reconstruction software which may facilitate interpretation

by non-radiologists (i.e. emergency medicine physicians)

when radiologists are unavailable. The two reviewers in this

study were consultant paediatric neuroradiologists with exten-

sive clinical experience; however, this may not reflect real-life

clinical practice where general or non-specialist radiologists

Fig. 2 a–c Selected axial slices (inferior to superior) on bone windows

from the head CT in the same infant as Fig. 1 which demonstrate a

fracture of the right parietal bone (white arrows) with overlying soft

tissue swelling. The corresponding right lateral view of the 3D

reconstruction (d) demonstrates the fracture in the right parietal bone

(black arrows) which extends to the right squamoparietal suture

Fig. 3 False-positive fracture on

radiography: AP (a) and lateral

skull (b) radiographs of a 24-day-

old infant. There is a linear lu-

cency in the occipital bone (black

arrows) which was reported as a

fracture by one of the reviewers
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may report head CT imaging, particularly out-of-hours, where

acute head CT imaging may be more commonly reported by

trainee/resident radiologists. We could have investigated this

by including a third, less-experienced observer. Although the

number of reviewers may be seen as a limitation, the results

are compelling.

Whilst the number of patients in our study is not as large as

that in Culotta et al [10], the age of the patients in our cohort is

more reflective of those that would be investigated in clinical

practice, in addition to addressing several of the limitations of

the other published studies, as discussed above.

Conclusion

In this relatively large study of infants and children below

2 years of age, the first to contextualise the diagnostic accura-

cy of head CT and SXR since the publication of the revised

RCR guidelines endorsed by ESPR for use throughout

Europe, we have demonstrated that (1) diagnostic accuracy

is greater for head CT than for SXR in the detection of skull

fractures; (2) the routine use of SXR in the imaging investiga-

tion of SPA does not add further diagnostic information; and

(3) concurrent review of 3D reconstructions increases the di-

agnostic accuracy of CT and should be performed in every

case of suspected AHT/SPA. We conclude that head CT can

replace SXR in the investigation imaging of SPA in children

under 1 year of age and in those over 1 year of age who

present with neurological injury.

Funding information The authors state that this work has not received

any funding.

Compliance with ethical standards

Guarantor The scientific guarantor of this publication is Dr. Amaka C

Offiah.

Conflict of interest The authors of this manuscript declare no relation-

ships with any companies whose products or services may be related to

the subject matter of the article.

Statistics and biometry No complex statistical methods were necessary

for this paper.

Informed consent Written informed consent was not required for this

study because was a retrospective study of anonymised images. However,

this study was registered with our local Research and Development and

Audit office following which service evaluation approval was received.

Ethical approval Institutional Review Board approval was not required

because this was a retrospective study of anonymised images. However,

this study was registered with our local Research and Development and

Audit office following which Service Evaluation approval was received.

Methodology

• Retrospective

• Observational

• Performed at one institution

Open Access This article is distributed under the terms of the Creative

Commons At t r ibut ion 4 .0 In te rna t ional License (h t tp : / /

creativecommons.org/licenses/by/4.0/), which permits unrestricted use,

distribution, and reproduction in any medium, provided you give appro-

priate credit to the original author(s) and the source, provide a link to the

Creative Commons license, and indicate if changes were made.

References

1. Mankad K, Chhabda S, Lim W et al (2019) The neuroimaging

mimics of abusive head trauma. Eur J Paediatr Neurol 23:19–30

2. Niederkrotenthaler T, Xu L, Parks SE, Sugerman DE (2013)

Descriptive factors of abusive head trauma in young children–

United States, 2000-2009. Child Abuse Negl 37:446–455

3. Kelly P, Farrant B (2008) Shaken baby syndrome in New Zealand,

2000-2002. J Paediatr Child Health 44:99–107

4. Barlow KM, Thomson E, Johnson D, Minns RA (2005) Late neu-

rologic and cognitive sequelae of inflicted traumatic brain injury in

infancy. Pediatrics 116:e174–e185

Fig. 4 a–c Selected axial slices (inferior to superior) on bone windows

from the head CT examination in the same infant as Fig. 3 which

demonstrate a cortical irregularity involving the right occipital bone

(white arrows), suggestive of a fracture. However, there is no associated

soft tissue swelling and on the 3D reconstruction (d); the cortical

irregularity is curvilinear in appearance rather than linear, the latter

being more typical of a fracture. The location, adjacent to the lambdoid

suture, its appearance, and the absence of soft tissue swelling suggest this

is more in keeping with an accessory lambdoid suture (black arrows)

Eur Radiol



5. The Royal College of Radiologists, The Society and College of

Radiographers (2017) The radiological investigation of suspected

physical abuse in children. The Royal College of Radiologists &

The Society and College of Radiographers, London

6. Royal College of Radiologists & Royal College of Paediatrics and

Child Health (2008) Standards for radiological investigations of

suspected non-accidental injury. Royal College of Radiologists &

Royal College of Paediatrics and Child Health, London

7. Offiah AC, Adamsbaum C, van Rijn RR (2014) ESPR adopts

British guidelines for imaging in suspected non-accidental injury

as the European standard. Pediatr Radiol 44:1338

8. Cho SM, Kim HG, Yoon SH et al (2018) Reappraisal of neonatal

greenstick skull fractures caused by birth injuries: comparison of 3-

dimensional reconstructed computed tomography and simple skull

radiographs. World Neurosurg 109:e305–e312

9. Sim SY, Kim HG, Yoon SH, Choi JW, Cho SM, Choi MS (2017)

Reappraisal of pediatric diastatic skull fractures in the 3-

dimensional CT era: clinical characteristics and comparison of di-

agnostic accuracy of simple skull X-ray, 2-dimensional CT, and 3-

dimensional CT. World Neurosurg 108:399–406

10. Culotta PA, Crowe JE, Tran QA et al (2017) Performance of computed

tomography of the head to evaluate for skull fractures in infants with

suspected non-accidental trauma. Pediatr Radiol 47:74–81

11. Orman G, Wagner MW, Seeburg D et al (2015) Pediatric skull

fracture diagnosis: should 3D CT reconstructions be added as rou-

tine imaging? J Neurosurg Pediatr 16:426–431

12. Chawla H, Yadav RK, GriwanMS, Malhotra R, Paliwal PK (2015)

Sensitivity and specificity of CT scan in revealing skull fracture in

medico-legal head injury victims. Australas Med J 8:235–238

13. Sharp SR, Patel SM, Brown RE, Landes C (2018) Head imaging in

suspected non accidental injury in the paediatric population. In the

advent of volumetric CT imaging, has the skull X-ray become re-

dundant? Clin Radiol 73:449–453

14. Sanchez T, Stewart D, Walvick M, Swischuk L (2010) Skull frac-

ture vs. accessory sutures: how can we tell the difference? Emerg

Radiol 17:413–418

15. Dremmen MHG, Wagner MW, Bosemani T et al (2017) Does the

addition of a “black bone” sequence to a fast multisequence trauma

MR protocol allow MRI to replace CT after traumatic brain injury

in children? AJNR Am J Neuroradiol 38:2187–2192

16. Kralik SF, Supakul N,Wu IC et al (2019) Black boneMRI with 3D

reconstruction for the detection of skull fractures in children with

suspected abusive head trauma. Neuroradiology 61:81–87

Publisher’s note Springer Nature remains neutral with regard to jurisdic-

tional claims in published maps and institutional affiliations.

Eur Radiol


	Avoiding skull radiographs in infants with suspected inflicted injury who also undergo head CT: “a no-brainer?”
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	Introduction
	Materials and methods
	Patients
	Image acquisition
	Image interpretation
	Statistical analysis

	Results
	Diagnostic accuracy

	Discussion
	Limitations

	Conclusion
	References


