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Glasgow Coma Scale (GCS) to identify which influenced on the 
therapeutic plans or outcomes based on the repeated CT scan.

MATERIALS AND METHODS

All patients of age 0 to 18 years that had come and admitted 
to our hospital for head trauma between March, 2007 and De-
cember, 2013 were enrolled and retrospective chart review was 
done. Almost all patients had taken repeated CT scan at least 
two times before discharge. Patients were classified into 8 sub-
groups according to trauma mechanisms. Type and amount of 
hemorrhage or fracture and changes in the amount of hemor-
rhage on repeat CT were analyzed as well as initial GCS, Glasgow 
Outcome Scale (GOS), 6 months after trauma, need for surgical 
intervention. Severity of trauma based on GCS was classified into 
mild (GCS 13–15), moderate (9–12), severe (3–8) TBI groups. Le-
sions found at initial CT scan were classified into several groups 
including epidural hemorrhage (EDH), subdural hemorrhage 

INTRODUCTION

Computed tomography (CT) scan for initial evaluation of trau-
matic brain injury (TBI) is well established1,17,19,22). Repeated CT 
scan is also performed for TBI occasionally. But the indication 
and timing for repeated CT scans in pediatric patients are not 
well established2,3,6). It may expose the patients to unnecessary 
harmful radiation exposure especially in children8). Besides, it 
may increase the cost of hospital care and there were some risks 
during transporting patients and sedation for irritable or inco-
operative patients. Accordingly, some authors argued that rou-
tine repeated CT scan should be avoided without evidence of 
clinical deteriorations4,21). On the other hands, some studies had 
shown that routine repeated CT scan could detect the progres-
sion of hemorrhage earlier and prevent or minimize the second-
ary brain injury with early intervention9,14,18). In our study, patients 
were classified into several small groups according to the trau-
ma mechanisms, type and amount of hemorrhage and initial 
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(SDH), intracerebral hemorrhage (ICH), subarachnoid hemor-
rhage (SAH) or intraventricular hemorrhage (IVH), skull frac-
ture without hemorrhage and diffuse axonal injury (DAI). We 
measured volume of hemorrhage from each CT scans to identi-
fy whether there were progressions or not. Patient’s age, sex and 
interval between initial and repeated CT scan, GOS were recorded. 

Evaluating factors (intracranial lesions classification 
and volume measurement and mechanism of injury)

Positive findings revealed from CT was classified into several 
types. These types included EDH, SDH, ICH, DAI, skull frac-
ture without hematoma, SAH or IVH. Focal petechial deep 
white matter hematoma was regarded as DAI. Multiple lesions 
in a patient were recorded separately for the proper analysis. 
The volume of hematoma was measured by simple summation 
formula (0.5×height×depth×length)15). and classified into 3 
groups (0–9 cc small, 10–19 cc medium, 20–29 cc large) accord-
ing to their amount. All patients were classified into 8 subgroups 
according to the mechanism of injury with chart review. These 
included motor vehicle collision, pedestrian struck, bicycle col-
lision, motorcycle collision, falls, beating, sports and suicidal 
accident.

Indications of surgery
Epidural hematoma greater than 30 cc was evacuated regard-

less of the patient’s neurological status such as GCS score5). An-
other types of lesions such as SDH, ICH, depressed skull frac-
ture, surgery was considered by CT findings including amount, 
depth and midline shifting correlated with patient’s clinical status.

Statistical analysis
Risk factors of progression on repeated CT and of need for 

delayed surgery were analyzed with t-test for continuous vari-
ables such as age group with presenting as mean±standard de-
viation (SD) and Pearson’s chi-square test for categorical vari-
ables such as sex, GCS, mechanism of injury, type of lesions. 
Independent associations were also analyzed by binary logistic 
regression with calculating odds ratios (ORs) and confidence in-
tervals (CIs). At a later time, multivariate logistic regression was 
used to compare differences between the amount of hematoma 
for each types of lesions that caused delayed surgical interven-
tion. The SPSS version 20.0 (IBM Corporation, Armonk, NY, 
USA) was used and p-values less than 0.05 were considered sta-
tistically significant. 

RESULTS

Total 269 patients were admitted to our hospital for traumatic 
brain injury between March, 2007 and December, 2013. 9 pa-
tients underwent immediate emergency operation. Total 174 
patients received repeat head CT within 24 hr after initial head 
CT scan. 125 (71.8%) patients were male and 49 (28.2%) patients 
were female. Mean age was 5.7 years with range from 1 month 

to 19 years. There were 154 (88.5%) mild TBI, 12 (6.9%) mod-
erate TBI and 8 (4.6%) severe TBI based on GCS score. Falls 
(n=72, 41.4%) were leading cause among mechanism of injury 
groups, followed by motorcycle collisions (n=31, 17.8%). Total 
196 lesions were found among 174 patients and EDH (n=66, 
34.6%) was the leading type of lesions followed by skull fracture 
(n=40, 20.9%), ICH (n=30, 15.7%), SDH (n=32, 14.1%) in order. 
Number of total patients and lesions categorized by progression 
on repeated CT and delayed surgical intervention were record-
ed on Table 1.

Progression of intracranial lesions on repeated CT scan
Of the 174 patients who underwent repeat head CT, progres-

sion of intracranial lesions on repeat CT scan were found at 48 
(27.6%) patients. Using t-test, age differences were found be-
tween progression on repeated CT and non progression. Pro-
gression on repeated CT group (mean±SD, 11.66±5.52) were sig-
nificant older than non progression group (mean±SD, 7.74±6.35). 
Logistic regression analysis was performed and progression of 
volume of hematoma were determined for age, sex, initial GCS 
score, mechanisms of trauma, lesion types. Results of analysis 
was demonstrated on Table 2. Among those groups, age (OR 
1.09, p=0.013), moderate TBI (OR 5.06, p=0.022), severe TBI 
(OR 34.62, p=0.002), EDH (OR 10.31, p<0.001) had significant 
relationship with progression of volume of hematoma. ICH (OR 
3.00, p=0.067) was relatively found to be at risk of progression. 
Using Pearson’s chi-square test, there was significant differences 
among mechanism of injury groups (p=0.003) between progres-
sion on repeated CT and non progression on repeated CT groups 
with leading percentage of progression in motorcycle collision 
groups (n=16 of 31, 51.6%). But logistic regression revealed no 
such significant findings as an independent risk factor of progres-
sion on repeated CT. Another types of intracranial lesions, sex, 
mechanism of trauma were not significantly associated with pro-
gression.

Delayed surgical intervention
Multivariate logistic regression analysis for the risk factors of 

delayed surgery was performed same as hematoma expansion. 
Results of analysis was demonstrated on Table 3. Severe TBI 
group (OR=136.17, p<0.001), EDH group (OR=14.95, p=0.012) 
were significantly associated with delayed surgical intervention. 
Age was not significantly associated (p=0.263) in contrast to be-
ing significantly associated with progression on repeated CT. 
Among 174 patients who received repeat CT, 14 (8.0%) patients 
underwent delayed surgical intervention with or without clini-
cal deterioration after repeat CT. 10 patients for EDH, 2 patients 
for SDH, 1 patient for ICH, 1 patient for brain swelling with mid-
line shifting underwent surgery for hematoma evacuation or 
decompression. Table 4 demonstrate characteristics of patients 
underwent delayed surgery. Among these patients, only two pa-
tients had neurological deterioration (pupillary dilatation) and 
performed immediate follow up head CT scan before surgery. 
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Their characteristics were described on Table 4. All patients who 
underwent surgery was found to have volume of hematoma more 
than 30 cc on their repeat CT scan except one patient that had 
progression of swelling.

Type of hematoma and volume associated with surgical 
intervention 

Further multivariate logistic regression analysis was performed 
for each type of hematoma and its volume. Results of analysis 

Table 1. Characteristics of patients and type of lesions on CT with progression on repeated CT and delayed surgical intervention

Characteristics All patients
(n=174)

Progression on repeated CT
(n=48, 27.6%) p-value Delayed surgical intervention

(n=14, 8.0%) p-value

Age (years) (-) 7.74±6.35
(+) 11.66±5.52

0.000 (-) 8.44±6.38
(+) 13.23±4.27

0.009

Sex 0.856 0.559
Male 125 (71.8%) 34 (27.2%) 11 (8.8%)
Female 049 (28.2%) 14 (28.6%) 03 (6.1%)

GCS 0.000 0.000
Mild TBI 154 (88.5%) 35 (22.7%) 08 (5.2%)
Moderate TBI 012 (6.9%) 06 (50%) 01 (8.3%)
Severe TBI 008 (4.6%) 07 (87.5%) 05 (62.6%)

Mechanism of injury 0.003 0.509
Motor vehicle collision 007 (4.0%) 03 (42.9%) 01 (14.3%)
Pedestrian struck 028 (16.1%) 11 (39.3%) 03 (10.7%)
Bicycle collision 010 (5.7%) 04 (40%) 01 (10.0%)
Motorcycle collision 031 (17.8%) 16 (51.6%) 05 (16.1%)
Falls 072 (41.4%) 12 (16.7%) 04 (5.6%)
Beating 012 (6.9%) 01 (8.3%) 00 (0.0%)
Sports 012 (6.9%) 01 (8.3%) 00 (0.0%)
Suicidal accident 001 (0.6%) 00 (0.0%) 00 (0.0%)

Types of lesions (n=196) 0.000 0.022
EDH 066 (34.6%) 33 (50%) 10 (15.2%)
SDH 032 (14.1%) 10 (37.0%) 02 (6.3%)
ICH 030 (15.7%) 12 (40%) 01 (3.3%)
DAI 011 (5.8%) 04 (36.4%) 00 (0.0%)
Skull fracture 040 (20.9%) 00 (0.0%) 00 (0.0%)
SAH or IVH 017 (8.9%) 05 (29.4%) 00 (0.0%)

t-test for age, Pearson’s chi-square test for sex, GCS, mechanism of injury, type of lesions were used. CT : computed tomography, GCS : Glasgow Coma Scale, TBI : 
traumatic brain injury, EDH : epidural hemorrhage, SDH : subdural hemorrhage, ICH : intracerebral hemorrhage, DAI : diffuse axonal injury, SAH : subarachnoid hemor-
rhage, IVH : intraventricular hemorrhage 

Table 2. Univariate and multivariate logistic regression for risk factors of progression on repeated CT

Risk factors
Univariate analysis Multivariate analysis

OR 95% CI for OR p-value OR 95% CI for OR p-value
Age 01.106 1.046–1.170 <0.001 01.089 1.018–1.164 0.013
Moderate TBI 03.400 1.032–11.206 0.044 05.063 1.265–20.266 0.022
Severe TBI 23.800 2.831–200.056 0.004 34.624 3.536–339.048 0.002
Epidural hemorrhage 06.200 2.993–12.842 <0.001 10.307 4.212–25.219 <0.001
OR : odds ratio, CI : confidence interval, TBI : traumatic brain injury

Table 3. Univariate and multivariate logistic regression for risk factors of delayed surgical intervention

Risk factors
Univariate analysis Multivariate analysis

OR 95% CI for OR p-value OR 95% CI for OR p-value
Age 1.137 01.026–1.261 0.015
Severe TBI 30.417 06.150–150.432 <0.001 136.169 11.897–1558.551 <0.001
Epidural hemorrhage 4.643 01.393–15.479 0.012 14.953 01.824–122.594 0.012
OR : odds ratio, CI : confidence interval, TBI : traumatic brain injury
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was demonstrated on Table 5. EDH, SDH, ICH were included 
for analysis and each were divided into 3 groups according to the 
initial amount (0–9 cc small, 10–19 cc medium, 20–29 cc large). 
Of these lesions, EDH more than 10 cc groups were significant-
ly at an increased risk of progression more than 30 cc and under-
went surgery. Medium EDH (OR=28.00, p=0.002), large EDH 
(OR=58.33, p<0.001) were associated to progression compari-
son to small EDH (OR=0.73, p=0.787). Another hematoma 
groups were not significantly associated.

DISCUSSION

It is much harder to perform exact neurologic examination 
for the pediatric patients than adult patients. Occasionally it 

may lead to miss the early deterioration of their neurologic status 
and delay the golden time for intervention. Besides, all acute trau-
matic brain lesions have a chance to be progressive4,7,9,11,13,14,16,18,23). 
For these reasons, routine repeat head CT scan was performed 
in many pediatric patients. In our study, there were 48 (27.6%) 
progression on repeat CT among 174 patients and 14 (8.0%) pa-
tients underwent delayed surgical intervention. It is similar re-
sult to previous studies that progression on routine repeat CT 
reported 21–50% and need for delayed surgical intervention af-
ter repeat CT reported 1–24%2,6,10,13,14,18). 

Our study focused on the risk factors of progressive intracra-
nial lesions and need for delayed surgical intervention including 
mechanisms of injury, type of intracranial lesions, GCS scores. 
But mechanisms of injury had no relations with progression of 

Table 4. Characteristics of patients who underwent delayed surgical intervention

Sex/age 
(years)

Initial 
GCS

Neurological 
deterioration

Type and location 
of hemorrhage

Interval between initial CT
 and repeated CT (hours)

Hematoma volume 
changes on repeated CT (cc) GOS†

M/6 15 (456) None EDH Rt Cbll 10 18–35 5 
M/12 14 (356) None EDH Rt F-T 6 21–54 5 
M/4 11 (245) None EDH Rt P 2 22–33 5 
M/15 15 (456) None EDH Rt F-P 21 26–45 5 
M/16 13 (346) None EDH Rt F-T 2 20–35 5 
F/15 06 (2I4) None SDH Lt F-T-P 5 02–28 4 
M/16 03 (1I2) Pupil dilatation SDH Rt F-T-P 2 15–30 2 
M/15 05 (1I4) Pupil dilatation SDH Rt F-T-P 2 10–12* 3 
M/15 05 (1I4) None ICH Rt F 6 08–40 4 
M/15 15 (456) None EDH Rt F-T 5 25–51 5 
F/18 15 (456) None EDH Lt F 7 11–40 5 
M/9 15 (456) None EDH Lt T-P 15 05–67 5 
F/1 15 (456) None EDH Rt P 4 11–31 5 
M/16 04 (1I3) None EDH Rt F-T-P 2 18–180 5 
*Progression of swelling with midline shifting was mainly attributed, †6 months after trauma. GCS : Glasgow Coma Scale, GOS : Glasgow Outcome Scale, CT : comput-
ed tomography, I : intubated, EDH : epidural hemorrhage, SDH : subdural hemorrhage, ICH : intracerebral hemorrhage, Rt : right, Lt : left, Cbll : Cerebellar, F : frontal, T : 
temporal, P : parietal

Table 5. Multivariate logistic regression for risk factors of delayed surgical intervention among types of hematoma and their size

Type of hematoma Size n Delayed surgical intervention 
(n, %)

Multivariate analysis
OR 95% CI for OR p-value

EDH All 66 10 (15.2) <0.001
Small 49 01 (2.0) 00.729 0.074–7.192 0.787
Medium 9 04 (44.4) 28.000 4.889–160.358 0.002
Large 8 05 (62.5) 58.333 9.314–365.329 <0.001

SDH All 32 02 (6.3) 0.362
Small 29 01 (3.4) 00.978 0.203–4.717 0.978
Medium 2 01 (50.0) 13.200 0.767–227.146 0.076
Large 1 00 (0.0) 1.000

ICH All 30 01 (3.3) 0.391
Small 29 01 (3.4) 02.400 0.686–8.400 0.171
Medium 1 00 (0.0) 1.000
Large 0 00 (0.0)

Small : 0–9 cc, Medium : 10–19 cc, Large : 20–29 cc. EDH : epidural hemorrhage, SDH : subdural hemorrhage, ICH : intracerebral hemorrhage, OR : odds ratio, CI : 
confidence interval 
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lesions or delayed surgical intervention on logistic regression in 
our study. But our study had limited records about severity of 
trauma mechanism, such as height of falling down, velocity of 
vehicle accident and so to perform more precise study, such things 
should be considered. 

Several previous studies demonstrated that lower GCS score 
is a risk factor of injury progression as present study2,3,13,20). 
Thorson et al.20) revealed that GCS score of less than 15 is asso-
ciated with injury progression, and Lee et al.13) argued that se-
vere head trauma (GCS 3–8) patients had more chance to have 
progression of repeat CT than in moderate head injury (GCS 
9–12) patients. Aziz et al.2) showed that repeat head CT should 
be taken routinely in patients with intracranial hemorrhage with 
GCS score of 8 or less. Bata and Yung3), also concluded that of 
children with moderate to severe TBI, repeat head CT is more 
likely to alter management. As similar to those previous studies, 
our study demonstrated that moderate to severe TBI (GCS<13) 
had significant relationship with progression of volume of he-
matoma and severe TBI (GCS<9) was significantly associated 
with delayed surgical intervention after repeat head CT. On the 
other hand, some previous studies7,12) revealed that routine re-
peated CT is not recommended for the pediatric TBI patients. 
Kochanek et al.12) reviewed previous studies about pediatric 
TBI. Their level III recommendation based on previous study7), 
routine repeated CT may not be indicated in the absence of neu-
rologic deterioration or increasing intracranial pressure (ICP). 
But ICP monitoring including extra-ventricular drainage, ICP 
probe insertion is an invasive procedure, especially more difficult 
to perform on pediatric patients. So there is limitation on the 
detection of neurologic decline and ICP monitoring in pediatric 
patients.

Among various types of intracranial lesions, EDH seemed to 
be at a risk of progression on repeat CT and EDH more than 10 
cc was significantly associated with progression more than 30 cc 
and undergoing surgery in our study. These findings were simi-
lar to several previous studies. Howe et al.10) argued that routine 
repeat CT without clinical deterioration shoud be avoided but 
children with EDH had a higher potential for progression and 
routine repeat CT seems to be indicated in those cases. Durham 
et al.6) revealed EDH, SDH, cerebral edema, and intraparenchy-
mal hemorrhage as a high risk lesions of progression and rec-
ommended repeated CT imaging without signs of clinical dete-
reioration in pediatric TBI. In our study, as well as EDH revealed 
to be a risk factor of progression, ICH (OR 3.00, p=0.067) rela-
tively found to be at risk of progression. In our study, differs from 
those previous studies, volume of hematoma was measured and 
demonstrated EDH more than 10 cc was at a risk of progression 
more than 30 cc and undergoing surgery among various hema-
toma lesion types. Washington and Grubb24) measured hemato-
ma volume on serial head CT and revealed only an ICH>10 cc 
was independently associated with the risk of progression. This 
finding differed from our study but their study population was 
adult patients. In our study, 14 patients underwent surgery after 

repeated head CT. 2 patients had clinical deterioration (pupil 
dilatation) and underwent surgery after immediate repeated 
CT. Their outcomes were worse (GOS 2 and 3) than other pa-
tients underwent surgery after routine repeated CT without 
clinical deteriorations as seen on Table 3. These findings may 
suggest that early detection of the progression of hemorrhage 
prevent or minimize the secondary brain injury with early inter-
vention as some authors emphasized.9,14,18) Even a patient with 
initial GCS score 4 with EDH 18 cc on initial head CT and under-
went surgery after routine repeat CT revealed expansion of he-
matoma to 110 cc had excellent outcome (GOS 5). In that case, no 
significant neurologic decline was found before routine repeated 
head CT.

CONCLUSION

Our study demonstrated that severe TBI (GCS below 9) or 
EDH more than 10 cc were significantly at an increased risk of 
hematoma expansion and altered management plans such as 
performing delayed surgical intervention. So in those cases, cli-
nicians may consider repeated CT scan regardless of patient’s 
neurological deterioration to minimize the complications. Rou-
tine repeated head CT is not necessary for EDH less than 10 cc, 
other types of intracranial lesions, mild to moderate TBI (GCS 
9–15) patients regardless of their mechanism of injury.

References 
1. Adelson PD, Bratton SL, Carney NA, Chesnut RM, du Coudray HE, 

Goldstein B, et al. : Guidelines for the acute medical management of se-
vere traumatic brain injury in infants, children, and adolescents. Chapter 
5. Indications for intracranial pressure monitoring in pediatric patients 
with severe traumatic brain injury. Pediatr Crit Care Med 4 (3 Suppl) : 
S19-S24, 2003

2. Aziz H, Rhee P, Pandit V, Ibrahim-Zada I, Kulvatunyou N, Wynne J, et 
al. : Mild and moderate pediatric traumatic brain injury : replace rou-
tine repeat head computed tomography with neurologic examination. J 
Trauma Acute Care Surg 75 : 550-554, 2013

3. Bata SC, Yung M : Role of routine repeat head imaging in paediatric 
traumatic brain injury. ANZ J Surg 84 : 438-441, 2014

4. Brown CV, Weng J, Oh D, Salim A, Kasotakis G, Demetriades D, et al. : 
Does routine serial computed tomography of the head influence manage-
ment of traumatic brain injury? A prospective evaluation. J Trauma 57 : 
939-943, 2004

5. Bullock MR, Chesnut R, Ghajar J, Gordon D, Hartl R, Newell DW, et al. : 
Surgical management of acute epidural hematomas. Neurosurgery 58 (3 
Suppl) : S7-S15; discussion Si-Siv, 2006

6. Durham SR, Liu KC, Selden NR : Utility of serial computed tomography 
imaging in pediatric patients with head trauma. J Neurosurg 105 (5 Sup-
pl) : 365-369, 2006

7. Figg RE, Stouffer CW, Vander Kolk WE, Connors RH : Clinical efficacy 
of serial computed tomographic scanning in pediatric severe traumatic 
brain injury. Pediatr Surg Int 22 : 215-218, 2006

8. Frush DP, Donnelly LF, Rosen NS : Computed tomography and radiation 
risks : what pediatric health care providers should know. Pediatrics 112 : 
951-957, 2003

9. Givner A, Gurney J, O’Connor D, Kassarjian A, Lamorte WW, Moulton 
S : Reimaging in pediatric neurotrauma : factors associated with pro-



130

J Korean Neurosurg Soc 58 | August 2015

gression of intracranial injury. J Pediatr Surg 37 : 381-385, 2002
10. Howe J, Fitzpatrick CM, Lakam DR, Gleisner A, Vane DW : Routine re-

peat brain computed tomography in all children with mild traumatic 
brain injury may result in unnecessary radiation exposure. J Trauma 
Acute Care Surg 76 : 292-295; discussion 295-296, 2014

11. Kaups KL, Davis JW, Parks SN : Routinely repeated computed tomogra-
phy after blunt head trauma : does it benefit patients? J Trauma 56 : 475-
480; discussion 480-481, 2004

12. Kochanek PM, Carney N, Adelson PD, Ashwal S, Bell MJ, Bratton S, et 
al. : Guidelines for the acute medical management of severe traumatic 
brain injury in infants, children, and adolescents--second edition. Pedi-
atr Crit Care Med 13 Suppl 1 : S1-S82, 2012 

13. Lee TT, Aldana PR, Kirton OC, Green BA : Follow-up computerized to-
mography (CT) scans in moderate and severe head injuries : correlation 
with Glasgow Coma Scores (GCS), and complication rate. Acta Neuro-
chir (Wien) 139 : 1042-1047; discussion 1047-1048, 1997

14. Oertel M, Kelly DF, McArthur D, Boscardin WJ, Glenn TC, Lee JH, et 
al. : Progressive hemorrhage after head trauma : predictors and conse-
quences of the evolving injury. J Neurosurg 96 : 109-116, 2002

15. Petersen OF, Espersen JO : Extradural hematomas : measurement of 
size by volume summation on CT scanning. Neuroradiology 26 : 363-
367, 1984

16. Servadei F, Nanni A, Nasi MT, Zappi D, Vergoni G, Giuliani G, et al. : 
Evolving brain lesions in the first 12 hours after head injury : analysis of 
37 comatose patients. Neurosurgery 37 : 899-906; discussion 906-907, 
1995

17. Shackford SR, Wald SL, Ross SE, Cogbill TH, Hoyt DB, Morris JA, et al. : 

The clinical utility of computed tomographic scanning and neurologic 
examination in the management of patients with minor head injuries. J 
Trauma 33 : 385-394, 1992

18. Smith JS, Chang EF, Rosenthal G, Meeker M, von Koch C, Manley GT, 
et al. : The role of early follow-up computed tomography imaging in the 
management of traumatic brain injury patients with intracranial hem-
orrhage. J Trauma 63 : 75-82, 2007

19. Stein SC, Fabbri A, Servadei F : Routine serial computed tomographic 
scans in mild traumatic brain injury : when are they cost-effective? J 
Trauma 65 : 66-72, 2008

20. Thorson CM, Van Haren RM, Otero CA, Guarch GA, Curia E, Barrera 
JM, et al. : Repeat head computed tomography after minimal brain inju-
ry identifies the need for craniotomy in the absence of neurologic change. 
J Trauma Acute Care Surg 74 : 967-973; discussion 973-975, 2013

21. Velmahos GC, Gervasini A, Petrovick L, Dorer DJ, Doran ME, Spanio-
las K, et al. : Routine repeat head CT for minimal head injury is unnec-
essary. J Trauma 60 : 494-499; discussion 499-501, 2006

22. Vos PE, Battistin L, Birbamer G, Gerstenbrand F, Potapov A, Prevec T, 
et al. : EFNS guideline on mild traumatic brain injury : report of an EFNS 
task force. Eur J Neurol 9 : 207-219, 2002

23. Wang MC, Linnau KF, Tirschwell DL, Hollingworth W : Utility of re-
peat head computed tomography after blunt head trauma : a systematic 
review. J Trauma 61 : 226-233, 2006

24. Washington CW, Grubb RL Jr : Are routine repeat imaging and inten-
sive care unit admission necessary in mild traumatic brain injury? J Neu-
rosurg 116 : 549-557, 2012


