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risks of the radiation exposure particularly
in patients where there is a signiﬁcant
degree of suspicion.
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Clinical bottom line
CT scans of the thorax in patients who
have presented after trauma ﬁnd
clinically signiﬁcant injuries that are not
clinically apparent and may not show up
on a CXR. In paediatric patients with a
history of a signiﬁcant mechanism of
trauma and clinical signs of chest injury,
a CT scan of the chest would be
warranted.
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clinician can be conﬁdent that signiﬁcant
injuries have been ruled out.
So, what is the risk of a signiﬁcant
injury in a child who has been subjected
to trauma but is haemodynamically stable
and has a normal CXR? Unfortunately, no
individual study provides that answer.
Rodriguez et al 13 performed the largest
retrospective study and found injuries
with major signiﬁcance in 1.5% of the
patients with normal CXRs. These injuries were potentially life-threatening and
required surgical intervention but it is not
known if these patients were haemodynamically stable. Hershkovitz et al6
looked at haemodynamically stable
patients who were neurologically intact
and had no evidence of chest or abdominal injury and still found one out of the
42 patients had a pneumothorax among
other injuries. These patients did not,
however, have CXRs performed.
The derivation of a clinical decision
rule requires some extrapolation and
interpretation of the available evidence.
Evidence exists to show that a paediatric
patient who has been subject to blunt
chest trauma may have clinically important injuries without these being clinically
apparent. Evidence also exists to show
that CT scans of the thorax have signiﬁcantly greater sensitivity than plain ﬁlms
in detecting all forms of thoracic injury.
Although there is heterogeneity in the
published evidence, the overall incidence
of injuries requiring intervention would
appear to be high enough to outweigh the

