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Abstract:

Objective: This study aimed to compare the diagnostic ability of contrast-enhanced computed tomography (CECT) and
CECT combined with non-contrast computed tomography (NCT) for intraabdominal organ injury in patients with blunt
abdominal injury.

Material and Methods: Overall, 195 adult patients having had blunt abdominal trauma underwent CT at this institution;
from 2016 and 2021. All CT images were retrospectively reviewed by two radiologists. The efficacy of detection of organ
injuries and the degree of intra—abdominal injury were recorded. The radiologists scored their diagnostic confidence for
each CT image dataset on a five-point scale: inter-observer agreement was also calculated.

Results: All included patients underwent CT for blunt abdominal trauma. The most common cause of injury was motorcycle
accident (59.5%), with patients being predominantly male: the mean patient age was 44 years. Hemoperitoneum was the
most common CT finding, with a significantly higher detection rate on CECT combined with NCT than on CECT alone.
There was no statistically significant difference in the diagnostic efficacy of the detected organ injury nor other types of
organ injuries between CECT alone and CECT combined with NCT. Nevertheless, the accuracy of CECT in detecting
hemoperitoneum may diminish in patients with severe fatty liver disease; especially in the perihepatic region.
Conclusion: CECT alone is a potential tool for detecting abdominal injuries in patients with blunt trauma. NCT provides
no additional benefits in detecting organ injury; except in cases of severe fatty liver disease. NCT is recommended as

an optional protocol; particularly for patients with obesity.
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Introduction
Trauma patients, from both trafic and non-traffic
injuries, are common in emergency departments. According
to the data from a level 1 trauma center in Southern
Thailand, there are over 20,000 patients each year admitted
to the emergency departments’. Blunt abdominal trauma
is a common health issue in emergency departments,
which can cause morbidity and mortality. Individuals with
blunt abdominal trauma present with nonspecific abdominal
tenderness, which is not predictive of a definite abdominal
injury®. It is difficult to diagnose abdominal injury based solely
on clinical presentation and physical examination; especially in
cases of low-risk mechanisms of injury and inadequate clinical
signs; such as unstable vital signs or loss of consciousness” ™.
Computed tomography (CT) of the abdomen and pelvis with
IV contrast is the modality of choice for hemodynamically
stable patients in the evaluation of abdominal organ injury®.
However, there is still disadvantages of CT scanning;
such as the risk of ionizing radiation; especially in young
individuals; wherein, high radiation doses could cause
radiation-induced cancer®’.
Contrast-enhanced computed tomography
(CECT) studies can be tailored into multiple phases, based
on the time after contrast injection’. Each CECT phase
has a clear benefit for detecting different organ injuries.
The arterial phase is useful for evaluating vascular injury,
and identifying active bleeding, pseudoaneurysms, and
. The portal-

arteriovenous fistulas that require treatment®'

venous or nephrographic phase, which is used in routine
studies, is the most suitable phase for evaluating the visceral
parenchyma in solid organ injury, while the excretory phase
is critical for evaluating the pelvicalyceal system'®™™.
Non-contrast CT (NCT) is another phase used in
cases of trauma. NCT promotes detection and differentiation

between contrast extravasation and hyperdense lesions;
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such as hematoma, foreign bodies, and small bony
fragmentsw. On the other hand, NCT has some drawbacks
owing to increased radiation exposure, which increases
the risk of cancer, and increased scanning time, resulting
in delayed treatment. At our institution, CT is used with
non-contrast and contrast-enhanced arterial and portal-
venous phase images as a standard protocol in cases of
trauma. Excretory phase CT is optional for patients clinically
suspected to have a urinary tract injury; such as hematuria.
However, the role of NCT in the diagnosis of trauma remains
controversial.

This study aimed to evaluate the benefits of NCT
in the diagnosis of abdominal injury in patients with blunt
trauma, and to compare the diagnostic ability of CECT
alone with that of CECT combined with NCT.

Material and Methods

Study population

The institutional Human Ethics Research Committee
approved the study design. The data of 574 patients aged
=15 years, who visited the emergency department due to
trauma or suspected abdominal injury, were retrieved from
the trauma registry and checked against records in the
hospital information system. All patients had undergone
abdominal CT for blunt traumatic injuries between June
2016 and August 2021. The medical records included
information on baseline patient characteristics (age and
gender), duration from accident to start of CT scan,
mechanism of injury (motorcycle accident, car accident,
body assault, falling from height, blast injury, and others),
injury severity score (minor, <14; severe, 15-24; critical,
>24), and Glasgow Coma Scale (GCS) scores (mild, 13-15;
moderate, 9-12; severe, 3-8).

All patients met at least one criterion of the reference

standard according to the American Association for the
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Surgery of Trauma grading system, in which solid organ
injury was evaluated based on imaging, operative, and

pathologic criteria™"®

. In this study, the reference standards
included operative or angiographic findings, follow-up CT
findings, and clinical follow up. A total of 379 patients with
a history of procedures involving the peritoneal cavity; such
as exploration laparotomy for diagnostic peritoneal lavage,
or abdominal surgery, were excluded. The remaining 195

patients were included in the CT analysis.

CT protocol

All patients with blunt abdominal trauma underwent
abdominal CT using a standard protocol at our institution,
with a 160-slice multidetector CT scanner (Toshiba, Aquilion
Prime) and a 512-slice single-source CT scanner having
a single detector layer (Revolution CT 1.0; GE Healthcare,
Milwaukee, Wis, USA). The CT parameters included a tube
voltage of 100-120 kV peak (kVp), and an automatic tube
current with a collimation of 0.5 mm. Optimization of the
CT protocol permitted the acquisition of a non-contrast
phase with a scan length from the basal lungs to the
pubic symphysis, followed by a late arterial phase with a
scan length from the basal lungs to the bilateral kidneys,
and an extended scan length to the pubic symphysis in
cases of suspected pelvic trauma in addition to a portal-
venous phase with a scan length from the basal lungs to
the pubic symphysis. An excretory phase was optionally
requested if urinary tract trauma was suspected. No oral
contrast material or rectal contrast enema was administered.
Intravenous administration of 1.5 mL/kg iohexol (350 mg
iodine/mL), iopromide (370 mg iodine/mL, or iodixanol (320
iodine/mL) was achieved through power injection at 4 mL/s.
The region of interest (ROI) was located in the descending
aorta at the level of the dome of the diaphragm. The late
arterial phase was performed 18 s after the trigger threshold
reached approximately 150 Hounsfield units (HU), followed
by a portal-venous phase of 90-100 s after contrast material

injection. The time to obtained portal-venous phase images
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in our institution is a little delayed from usual portal-venous
phase, which could be around 60-90 s; however, imaging
from most of our cases fulfilled the criteria for portal-
venous phase; including full enhancement of the portal
veins, enhancement of the hepatic veins and bright hepatic
parenchymal enhancement”. Delayed scanning at 810 min
was performed in the excretory phase. The images were
reconstructed with slice thickness of 3 mm, a reconstruction

interval of 3 mm, and soft tissue kernel.

CT image interpretation

All CT images were retrospectively reviewed twice
by two radiologists (K.K. and K.C., who have 5 and 7
years of experience, respectively) that were blinded to the
study. First, each radiologist independently reviewed only
the CECT images. At least 4 weeks later, each radiologist
reviewed the CECT images combined with the NCT images.
The images, phases and cases were reviewed in random
order. Decisions were based on a consensus between the
reviewers.

The efficacy of the detection of organ injuries was
also recorded. To evaluate the degree of intra—abdominal
organ injury, CT features were examined separately for
each organ by location. Organ injury was classified as:
liver, kidney, spleen, pancreas, adrenal glands, kidney,
ureter, bladder, bowel, mesentery, hemoperitoneum,
retroperitoneum or vascular injury. The severity of the
organ injury was graded based on the Injury Severity
Score (1SS)"™®*.

Both radiologists were asked to score their diagnostic
confidence for each CT image dataset on a five-point scale
(5=completely confident, 4=fairly confident, 3=somewhat
confident, 2=slightly confident, and 1=not confident at all).
Any discrepancies between the radiologists were resolved

through discussion until a consensus was reached.

Statistical analysis

The data were recorded using EpiData version 3.1
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(The EpiData Association, Odense, Denmark). All statistical
data were analyzed using R version 4.1.2 (R Foundation for
Statistical Computing, Vienna, Austria). Quantitative data
are described as meanzstandard deviation for normally
distributed continuous variables and as medianzinterquartile
range for non-normally distributed data. Categorical
variables are expressed as frequencies and percentages.

The diagnostic ability is represented as sensitivity,
specificity, positive predictive value (PPV), and negative
predictive value (NPV). These were compared using a
proportion test. The area under the curve (AUC) with 95%
confidence interval was used to compare the diagnostic
ability of the modalities. A bootstrap test was performed to
compare the area under the curve (AUC) between CECT
alone and CECT combined with NCT.

The confidence level between CECT and CECT
combined with NCT of each radiologist was compared
using the Wilcoxon rank sum test. The agreement between
the two radiologists was described using Cohen’s kappa
statistics; the following scale was used for interpretation:
slight agreement, 0-0.20; fair agreement, 0.21-0.40;
moderate agreement, 0.41-0.60; substantial agreement,
0.61-0.80; and almost perfect agreement, 0.81-1.00".

Statistical significance was set at p-value<0.05.

Results

The patients’ demographic data are presented in
Table 1. Of the 195 patients, 69.2% were men, and the mean
age of the patients was 44+18.9 years. The median time
between accident onset and the start of CT scanning was
approximately 2.5 hour. Motorcycle accidents were the most
common cause of injury (59.5%), followed by car accidents
(14.9%), then falling from height (12.3%). The recorded ISSs
indicated mild injury in 51.3% of patients, moderate injury
in 27.2%, and severe injury in 21.5%. Most patients had
clinical follow-up (79%), followed by underwent operative

and angiogram treatment (12.3%) and CT follow-up (8.7%).
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Table 2 shows the prevalence of intra—abdominal
organ injury. Of the 195 patients, only 70 (35.9%) showed
positive results for abdominal organ injuries, which were
classified into 163 locations. The most common CT finding
was hemoperitoneum (18.5%). The most commonly affected
solid organ was the liver (15.4%), followed by the kidneys
(10.3%), and spleen (8.7%). No ureteric injuries were

observed.

Table 1 Baseline characteristics of the patients

Characteristic Value (n=195)

Age (years)' 44+18.9 (16-91)

Gender
Male 135 (69.2)
Female 60 (30.8)
Time to computed tomography (hour)® 2.5 (1.5,4)
Mechanism of injury
Motorcycle accident 116 (59.5)
Car accident 29 (14.9)
Body assault 1(0.5)
Falling from height 24 (12.3)
Blast 3 (1.5)
Others 22 (11.3)
Injury severity score
Minor (<£14) 100 (51.3)
Severe (15-24) 53 (27.2)
Critical (>24) 42 (21.5)
Glasgow Coma Scale scores
Mild (13-15) 148 (75.9)
Moderate (9-12) 25 (12.8)
Severe (3-8) 22 (11.3)

Data are presented as numbers, with percentages in parentheses.
"Data are presented as the mean with standard deviation and range
in parentheses

SData are presented as the median with interquartile range in
parentheses

There was no significant difference in the diagnostic
efficacy of CECT combined with NCT and CECT alone for
the detection of abdominal organ injury. For the detection
of hemoperitoneum, CECT combined with NCT showed
slightly higher sensitivity (83% vs. 74%), specificity (94%
vs. 92%), PPV (75% vs. 68%), and NPV (96% vs. 94%)

J Health Sci Med Res 2024;42(2):e20231003



CT Comparison in Blunt Abdominal Injury

than CECT alone (p-value=0.04), together with a higher
AUC value (0.88 vs. 0.83) having statistical significance.
Subgroup analysis for the detection of each solid organ
injury showed no statistically significant differences between
CECT combined with NCT and CECT alone. The sensitivity,
specificity, PPV, NPV, and AUC with p-values for the two

groups are presented in Table 3.

Table 2 Distribution of organ injuries

Variable Value (n=195)

Detection of the organ injury 70 (35.9)

Organ injury
Liver 30 (15.4)
Spleen 17 (8.7)
Pancreas 5 (2.6)
Adrenal glands 11 (5.6)
Kidneys 20 (10.3)
Ureters 0 (0.0)
Bladder 2 (1.0)
Bowel 12 (6.2)
Mesentery 7 (3.6)
Hemoperitoneum 36 (18.5)
Retroperitoneum 15 (7.7)
Vessel 8 (4.1)

Data are presented as the number with percentage in parentheses

Diagnostic confidence scores are presented in Table 4.
The detection of CT findings was significantly higher with
CECT combined with NCT (median 5 for each reviewer)
than with CECT alone (median 4 for the first reviewer and
median 5 for the second reviewer) (p-value<0.001).

Overall, the individual K values for the assessment
of the detected organ injury between both readers were
in near-perfect agreement (K=0.83) for CECT combined
with NCT and in substantial agreement (K=0.80) for CECT
alone. For each organ injury, perfect and substantial
agreement was observed for injuries of the liver, spleen,
pancreas, adrenal glands, kidneys, ureters, bowel and
hemoperitoneum. The ability to detect liver injury had the
highest interobserver agreement values among all other

groups. These data are presented in Table 5.
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Discussion

Abdominal trauma induced by blunt force is a common
medical emergency. Prompt and accurate diagnosis is essential
for early treatment. Hence, CT plays an important role in
identifying the type of injury for informed decision-making. The
CT protocol for blunt abdominal injuries varies according
to organ-specific injury. However, the extensive use of
abdominal and pelvic CT raises concerns regarding radiation
exposure. Radiation hazards can be decreased through,
the use of limited CT phases before image acquisition.
This study aimed to determine the benefits of NCT in the
diagnosis of abdominal injury in patients with blunt trauma
and to compare the diagnostic ability of CECT alone and
that of CECT combined with NCT.

In terms of the prevalence of organ injury, the most
common CT finding in this study was hemoperitoneum. The
detection rate of hemoperitoneum using CECT combined
with NCT was slightly higher than that of using CECT
alone. Further data was also collected on the identified
hemoperitoneum lesions, as they are an indirect sign of
injury to a visceral organ. NCT was expected to contribute
significantly to diagnosis, as it supports the detection
of hematoma or hemorrhage'®. However, attenuation
measurements on CT, which are presented as a value, are
more reliable than the subjective interpretation of images
by radiologists; as they do not require disturbance of the
window settings®. Based on this study’s measurements,
CECT alone and CECT combined with NCT showed similar
density values for the hemoperitoneum; ranging from
approximately 33 to 74 HU on CECT and 25 to 71 HU on
NCT. A previous study involving CT with protocols designed
for oral and intravenous contrast media administration
showed that free peritoneal blood had an attenuation
coefficient of approximately 15 to 75 HU (average, 45 HU)".
Few CT signs of hemoperitoneum in trauma patients have
been evaluated using CECT; such as sentinel clots or
high attenuated fluid collection®. In some conditions; such

as severe anemia and low attenuation of acute traumatic

J Health Sci Med Res 2024;42(2):e20231003



=
-
()
N3
H
(]
B
Q
Q
H
(]
P
(]
3

BAIND BY} Jopun BaIe=DNY

‘anfen aAnoipald aaebau=AdN ‘enfen aanolpald aansod=Add ‘Aydesbowoy pandwod jsesjuod-uou=]ON ‘Aydesbowo) pendwod peoueyus-isesuod=]9390 ‘Aydeibowoy pendwod=]0 ‘S|eAlaiul 9oUspyuod %Ge ale sesayiuaied Ul ejeq

42(2):e20231003

J Health Sci Med Res 2024

| Research

Ica

d Med

ience an

€0 160 (00i-.6) 66 (€8-€2) G5  (66-¥6) L6 (00L-Ch) 160 (001L-96) (62-12) O (66-€6) L (£6-5¢) [9SSON
00 180 (66-¥6) L6 (8L-1€) 95  (86-16) 9 (88-8€) L 80  (66-16) 8 (08-€¢) 8 (86-16) 9 (c6-Gv) € wnauoyled-osey
¥00 €80 (/6-68) ¥6 (28-15) 89  (96-48) ¢ (88-29) 880  (66-26) (£8-69) S (£6-68) ¥ (¥6-29) wnauojed-oweH
00k 120 (ool-.6) 66 (6L-12) 0§  (66-€6) L6 (00L-Ch) 120 (00L-L6) (e8-€2) § (66-¥6) L6  (00L-2t) Kispusssy
2e0  LL0 (66-€6) -vmVAww” (001-86) 00F  (62-12) O L0  (66-V6) (ool-2¥) 98 (00}-26) 6 (e8-€2) oS lemog
0e0 G20 (00L-26) (00k-2) 00+ (00L-86) 0OL (66-1) O G20  (00L-.6) (66-1) 05 (00L-.6) 6 (66-1) 05 Jleppelg
- 80 880 (66-16) (v6-¥3) (66-v6) 86  (v6-1S) 6 980  (66-€6) (96-25) 28  (001-G6) 86  (88-9%) 0L Asupiy
W 260 260 (001-26) 66  (1L-V2) (26-06) ¥6  (00L-SS) O £6'0  (001-.6) 66  (9.-62) €5  (86-16) 96  (00L-69) 16 [euaipy
m 820 080 (00L-96) (66-61) G2 (00L-.6) 6 (56-S1) 0 060  (00}-26) (96-22) L9 (001-96) 66  (66-82) 08 seaJoued
m 910 180  (66-€6) (98-8¢) (66-€6) 26  (98-8€) § 180  (66-€6) (g6-5v) € (66-v6) 86 (98-8€) G9 uee|ds
m 9o 68 (66-26) (86-12) (001-G6) 8 (2¢6-19) 0 060  (66-26) (001-08) 96  (001-.6) 6 (e6-19) 08 Jonr]
= Ainfuiuebio jo sadA)
2 2,0  v60 (66-16) 96 (S6-08) 68  (/6-/8) €6  (86-98) v6 €60  (66-06) 96  (96-18) 06  (86-88) ¥6  (86-¥8) €6  Aunlul uBBIO peosleq
(%) (%) (%) (%) (%) (%) (%) (%)
sneA-d 5y AdN Add  Auoupads  Auamsues onv AdN Add  Awouoeds  Anamisues (s6L=u)
1030 LON Yum paulquiod 1939 sBuipuy 19

saunful uebio 1o} Aoeows onsoubelq € a|qeL

Journal of Health Sc



CT Comparison in Blunt Abdominal Injury

Table 4 Level of confidence in the detection of CT findings

Naraweerawut K, et al.

Reviewers CECT combined with NCT CECT p-value
1 5 (4,5) (3,5) <0.001
2 5 (5,5) 5 (4,5) <0.001

Data are presented as the median with interquartile range in parentheses, CT=computed tomography, CECT=contrast-enhanced computed

tomography, NCT=non-contrast computed tomography

Table 5 Interobserver agreement between reviewers 1 and 2 for the detection of organ injury in each CT group

CT findings CECT combined with NCT CECT
Kappa Kappa
Detected organ injury 0.83 0.80
Organ injury
Liver 0.88 0.82
Spleen 0.70 0.68
Pancreas 0.76 0.66
Adrenal glands 0.82 0.73
Kidneys 0.71 0.66
Ureters 1.00 1.00
Bladder 0.66 1.00
Bowel 0.72 0.80
Mesentery 0.48 0.42
Hemoperitoneum 0.79 0.74
Retroperitoneum 0.50 0.57
Vessel 0.57 0.41

CT=computed tomography, CECT=contrast-enhanced computed tomography, NCT=non-contrast CT

hemoperitoneum on CT, the region with lysed red blood
cells may be seen as low attenuated fluid content through
NCT. This can cause an inability of separating clear
fluid from the hemoperitoneum; thus, the role of NCT in
detecting hemoperitoneum may be limited®™®. Therefore,
it was inferred that NCT is only an optional tool for the
detection of hemoperitoneum.

Conversely, it was found that in patients with severe
fatty liver, the detection rate hemoperitoneum of CECT
may be reduced; especially in the perihepatic region. The
high density of the hemoperitoneum may be equal to the
enhanced fatty liver, as shown in Figure 1. This result
corresponds with that of Kelly et al., who observed that a

hyperdense hematoma on NCT appeared iso-attenuated
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after IV contrast administration™. This may be attributable to
fat deposition in the liver, resulting in decreased attenuation
of the hepatic parenchymal background to a value similar
to the hyperdense hemoperitoneum. Therefore, it can
be inferred that NCT is superior for the detection of a
hemoperitoneum in severe fatty livers; especially in the
perihepatic space. Careful detection of liver parenchymal
injury or perihepatic hemoperitoneum in obese patients is
necessary during CT examination.

CECT combined with NCT and CECT alone
showed efficacy in the detection of specific organ injury;
as in Table 5. Although there is no statistical significance
in the detection of specific organ injury, the results show

differences in the values of sensitivity, specificity, PPV and

J Health Sci Med Res 2024;42(2):e20231003
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Figure 1 Hemoperitoneum (white arrow) in a case of severe fatty liver: Hyperdensity hemoperitoneum in non-contrast

CT appearing isodensity to hepatic parenchyma after contrast-enhanced CT. (A) Non-contrast axial view. (B)

Contrast-enhanced axial view. (C) Non-contrast-enhanced coronal view. (D) Contrast-enhanced coronal view

Figure 2 Bony fragment (white arrow) in a case of fracture pelvic bone, mimicking pseudoaneurysm in contrast-enhanced

CT. However, the case was also interpreted as bony fragment in CECT alone, but with a less confident score.

(A) Non-contrast axial view. (B) Contrast-enhanced axial view

NPV. The radiologists in this study reviewed CECT and
CECT combined with NCT as two different tools. They
reviewed each tool independently, with a gap of a period
of at least 4 weeks. However, each time of imaging review
may have some miss rates. depending on the tools, the
results show no statistical significance. This could infer
that CECT with NCT shows no difference in efficacy in the

detection of specific organ injury.

Journal of Health Science and Medical Research

There was no statistically significant difference in the
diagnostic ability of CECT combined with NCT and CECT
alone for the detection of overall organ injury as well as
other specific organ injuries. This study showed similar
results to previous retrospective studies, in that NCT did not
improve the diagnostic performance for traumatic lesions of
the liver, spleen, kidneys, adrenal glands or retroperitoneal

24,25

effusion™”. Naulet et al. also reported sensitivity of

J Health Sci Med Res 2024;42(2):e20231003
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specific organs injury using CECT and CECT combined
with NCT and showed no significance in the detection of
each abdominal organ injury; for example, the sensitivity of
detection for liver injury in CECT and CECT combined with
CECT is 96% and 92%*. According to the ACR (American
College of Radiology) guidelines, CECT is more suitable
than NCT for hemodynamically stable patients®. The British
Royal College of Radiologists has also indicated that NCT
is not useful®. Nonetheless, a few previous reviews showed
different results of using NCT in blunt abdominal trauma.
Kelly et al. prospectively reviewed the utility of CECT
combined with NCT and noted that it had higher sensitivity
than CECT alone for detection of visceral injury; wherein,
the sensitivity increased from 74% to 84%'". Miyakawa et
al. also retrospectively reviewed 126 patients with blunt
abdominal trauma and found that CECT was superior to
NCT in the detection of organ injury. However, CECT in
this review failed to detect a few patients with visceral
hematoma, so they recommended CECT combined with
NCT for blunt abdominal injury”’. These studies were not
conducted in the modern CT era, and the obtained image
quality was not as good as that of the present day. In terms
of the accuracy of diagnosis, the specificity and NPV were
high for both CECT combined with NCT and CECT alone,
indicating similar diagnostic ability. Therefore, there may be
no additional advantages of performing NCT in cases of
blunt abdominal trauma. This observation is based on this
study’s findings in regard to both detection and grading of
the injuries. Limited CT phases, with the exclusion of NCT,
would be more useful owing to the decreased radiation
exposure and a significant reduction in examination time,
which is relevant in emergency cases.

Both radiologists in this study reported higher
diagnostic confidence in detecting organ injury with CECT
combined with NCT than CECT alone. The example of the
cases with higher confidence levels, having the addition of
NCT, includes cases with adrenal hematoma and some

cases with bony fragments. An example of a case with a
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bony fragment is shown in figure 2; wherein, small bony
fragments may mimic pseudoaneurysm. Another reason
affecting confidence score could be due to the familiarity
with the CT protocol that was used; including routine NCT
interpretation in blunt abdominal trauma and learning
occurred with subsequent passes through imaging reviews.
These results do not affect the diagnostic performance in
terms of the ability to detect organs. In the future, more
frequent use of CECT alone as a potential CT protocol
in blunt abdominal trauma is suggested to gain relevant
experience in imaging interpretation and to increase
diagnostic confidence using CECT images alone.

This study’s inter-observer agreement with CECT
combined with NCT was significantly higher than that with
CECT alone in detecting organ injury and hemoperitoneum,
with perfect agreement and substantial agreement for almost
all CT findings. In a study by Naulet et al. on peritoneal
effusions, which was the same as in this study, the kappa
coefficient showed substantial agreement at 0.71 and
almost perfect agreement at 0.85 for CECT combined with
NCT and CECT alone, respectively®. This indicates good
reproducibility of the method for the detection of abdominal
injury, with increased reliability for grading the severity of
the injury.

Recent advances in CT have led to the development
of new techniques to replace traditional NCT, with
multiphase imaging to reduce the radiation dose, while
maintaining imaging quality. Reconstructed virtual non-
enhanced images from dual-energy CT or spectral CT
have been used to replace true NCT scans®. Photon-
counting CT is a novel modality for routine clinical use that
provides CT data with higher imaging quality and a lower
radiation dose®. However, the CT equipment required for
these modalities is associated with a high cost and lack of
availability for trauma patients in emergency departments;
particularly in middle to low-income countries. Therefore,
NCT is often used in many institutions as a routine CT

protocol despite the increase in radiation dose. To the best
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of our knowledge, a multiphase abdomen and pelvic CT had
a higher and more variable radiation dose than a single-
phase CT of about 2 times (mean effective dose ranging
from 12 to 20 mSv in a single-phase study and ranging
from 24 to 45 mSv in a multiphase study)®.

This study has a few limitations. The small sample
size in this study may have reduced the statistical power
and increased the margin of error of the findings. Most
patients did not undergo surgical treatment, which is the
gold standard. Finally, this was a retrospective study. In
the future, prospective and randomized studies should be

performed.

Conclusion

CECT alone is a potential standard protocol in cases
of abdominal injury. lts diagnostic ability is similar to that of
CECT combined with NCT for detecting abdominal organ
injuries. NCT provides no additional benefits in detecting
organ injury, except in cases of severe fatty liver disease;
particularly in the perihepatic region. Therefore, patients

with obesity may require NCT.
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