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Minor blunt head trauma (MHT) represents a common reason for presentation to the pediatric emergency department (ED). Despite the low incidence of clinically important traumatic brain injuries (ciTBIs) following MHT, many children undergo computed tomography (CT), exposing them to the risk associated with ionizing radiation. The clinical predictions rules developed by the Pediatric Emergency Care Applied Research Network (PECARN) for MHT are validated accurate tools to support decision-making about neuroimaging for these children to safely reduce CT scans. However, a few non-ionizing imaging modalities have the potential to contribute to further decrease CT use. This narrative review provides an overview of the evidence on the available non-ionizing imaging modalities that could be used in the management of children with MHT, including point of care ultrasound (POCUS) of the skull, near-infrared spectroscopy (NIRS) technology and rapid magnetic resonance imaging (MRI). Skull ultrasound has proven an accurate bedside tool to identify the presence and characteristics of skull fractures. Portable handheld NIRS devices seem to be accurate screening tools to identify intracranial hematomas also in pediatric MHT, in selected scenarios. Both imaging modalities may have a role as adjuncts to the PECARN rule to help refine clinicians’ decision making for children at high or intermediate PECARN risk of ciTBI. Lastly, rapid MRI is emerging as a feasible and accurate alternative to CT scan both in the ED setting and when repeat imaging is needed. Advantages and downsides of each modality are discussed in detail in the review.
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INTRODUCTION

Minor blunt head trauma (MHT), remains one of the most common reasons for children to present to the Emergency Department (ED) in high income countries (1, 2). MHT infrequently results in fractures of the skull and/or traumatic brain injuries (TBIs), and only approximately 1% of children, overall, will sustain clinically important TBIs (ciTBIs). These include any of the following: death, neurosurgery, intubation for >24, or hospitalization for 2 or more nights in association with TBI on computed tomography (CT) (3, 4). While CT of the head is the gold standard to diagnose skull fractures and TBIs, it exposes patients to ionizing radiation. Its use is associated with an increased lifetime risk of malignancy, especially in children, although the most recent CT technology and the optimization of CT radiation dose mitigate this risk (5–9).

Over the past two decades many clinical prediction rules, including symptoms and signs from history and physical examination, have been developed to support clinical decision making on CT scan, in order to optimize its use and reduce unnecessary radiation exposure (3, 4, 10, 11). Of these, the two age-specific prediction rules derived and validated by the Pediatric Emergency Care Applied Research Network (PECARN) (3) and externally validated in several studies (4, 12, 13) showed to be methodologically robust and highly accurate in identifying children at low risk of ciTBIs, following a minor head trauma defined by a Glasgow Coma Scale (GCS) score of 14 or 15 on assessment (Figure 1). Of note, these rules do not apply to children with suspected abusive head trauma. For children with accidental MHT, in the absence of the rule predictor variables a CT scan can be safely avoided. In the presence of the PECARN rule predictor variables, the risk of ciTBI differs according to the type and number of predictors. The two age-specific PECARN rules, one for pre-verbal children <2 years, and one for those ≥2 years, include six predictor variables. Of each age-specific rule predictors, four are associated with an intermediate risk of ciTBI. Based on the PECARN rule risk stratification algorithm, in the presence of any of the four intermediate-risk predictors, clinicians can choose to observe the patient in the ED for a period of time, or to immediately obtain a CT. For children at intermediate risk of ciTBI clinicians may favor CT over observation, based on the presence of multiple versus isolated findings, including physician experience, worsening symptoms or signs during observation, age <3 months, and parental preference, among other factors. Two of the six PECARN rule predictor variables were found to be associated with a higher risk of ciTBI. For children at high risk of ciTBI based on the PECARN rule, the trade-off between the risk of missing a ciTBI and the risk associated with CT-related radiation exposure is in favour of obtaining a CT scan.
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FIGURE 1. Pediatric Emergency Care Applied Research Network algorithms for the emergency department management of minor head trauma – Adapted from (3).


The PECARN rules have been widely implemented worldwide, often with some adaptations, and are routinely used to assist clinical practice in several EDs (14–18). Since their publication, several secondary analyses of the PECARN rules parent study (3) and of their largest external validation study (4) contributed to best define the risk of ciTBI for children presenting with one of the rule predictor variables in isolation or associated with other predictors (19–27). These data provide clinicians with additional information to further refine their decision-making based on a more precise risk stratification for ciTBI within specific subgroups of patients. Although the use of the PECARN rules has led to significant decrease in CT scans in many settings (28–30), unnecessary CT scans are still often performed (31).

The ability to further refine the risk of ciTBI through the use of bedside non-ionizing imaging modalities represents an opportunity to further reduce unnecessary CT scans, their related radiation exposure, the possible need for sedation in uncooperative children and the associated costs. With this respect, point of care ultrasound (POCUS) of the skull and bedside near-infrared spectroscopy technology (NIRS) devices have the potential to be used as adjuncts to the PECARN rules to further contribute to patient risk refinement and selection for neuroimaging. Another opportunity to reduce radiation exposure is the use of magnetic resonance imaging (MRI) in place of CT scan for the diagnosis of TBIs. This imaging modality, however, traditionally requires that the child remains motionless for several minutes and usually needs sedation, making MRI not suitable or impractical in the setting of acute head trauma. More recently, rapid or fast MRI motion-tolerant abbreviated sequence protocols, that have been used to reduce radiation exposure in children with shunt treated hydrocephalus for more than a decade (32), have shown promise as a feasible and accurate alternative to CT in clinically stable children with concern for TBI.

In this narrative review we will summarize the evidence on the available non-ionizing imaging modalities, including skull POCUS, NIRS bedside devices and rapid MRI, in the management of children with accidental MHT.

Although this was not a systematic review we are providing herein the details of the literature search used to identify the key evidence presented in our review. We searched PubMed focusing on three main concepts: (1) head trauma; (2) specific non-ionizing imaging techniques (i.e., skull ultrasound, transfontanelle ultrasound; near infrared spectroscopy brain scanner; and rapid magnetic resonance imaging); and (3) the pediatric field. We used the following search terms for each of the above concepts: (1) “head trauma” OR “head injury” OR “traumatic brain injury”; (2) “ultrasound” OR “ultrasonography”; “near-infrared spectroscopy”; (“quick brain” OR “rapid sequence” OR “fast”) AND (MRI OR magnetic resonance imaging); (3) child* OR pediatric* OR paediatric*. We excluded articles that focused on moderate or severe head injury, on non-accidental head trauma and non-English articles. We also checked the reference lists of selected papers to screen for further possibly relevant articles.



POINT OF CARE ULTRASOUND

Point of care ultrasound (POCUS) (33) is widely used in EDs worldwide (34) as it is rapid, non-invasive, inexpensive, and it does not expose children to ionizing radiation. Its role is well established for the assessment of soft tissues and parenchymatous organs or for determining the presence of fluid collections, but it is also being increasingly used to study bone lesions. With this respect, it has been demonstrated that clinicians with adequate training can use POCUS to accurately diagnose bone fractures, both in children and adults (35).

In the context of pediatric MHT, this technique is particularly useful when a scalp hematoma is present and clinical signs of a palpable skull fracture may be unclear or doubtful to define the presence of an underlying depressed or complicated fracture of the skull (36, 37). Two recent meta-analyses (38, 39) evaluated the accuracy of skull POCUS performed by ED physicians in identifying skull fractures in children with head trauma. Both included prospective studies that compared POCUS results with CT scan findings (reference standard). Both meta-analyses, although slightly different in the methods and in the number of studies included [six studies in Gordon et al. (39) and seven in Alexandridis et al. (38)] found a pooled sensitivity of 91% and a pooled specificity of 96%, confirming the accuracy of POCUS in detecting skull fractures. Overall, the largest meta-analysis analyzed 925 patients, with study samples ranging from 21 to 538 patients and percentage of skull fractures on CT ranging from 10 to 77%.

One of the limitations of US is the training required to achieve the ability to accurately identify disease, which makes this imaging modality operator-dependent. However, limited training is required to accurately identify skull fractures (38). A recent multicentre study showed that clinicians who were mostly novices to skull POCUS, were able to correctly classify the type of skull fracture as linear, depressed, or complex in 84.4% of cases as compared with CT scan results (k statistic of 0.75, 95% CI 0.70–0.84) (40). Participating clinicians were able to achieve such good results after receiving 2 video didactic training sessions in skull POCUS techniques, and hands-on training done locally at each site, which included, at some sites, homemade, low-cost ultrasound phantoms for instruction and practice (41). The clinicians performing the POCUS examinations were trained to look for cortical skull irregularities visible in multiple orientations to be considered a true positive fracture. They also had to demonstrate 10 successful skull POCUS examinations on patients younger than 2 years under the supervision of the site POCUS lead.

While skull POCUS should not be used as a screening tool for intracranial injuries (15, 18), based on the identification of a skull fracture per se, it could help better select patients warranting a head CT by direct visualization of fracture characteristics (18). As a matter of fact, differently from skull x-rays, POCUS can better define whether a fracture is depressed, diastatic or comminuted. The PECARN rule predictor “signs of palpable skull fractures” for younger children is associated with a high-risk of ciTBI, suggesting that a CT scan should be obtained in these patients. Fractures which can be palpated on physical examination (due to a gap or step-off in the fracture margins) are more often associated with ciTBIs, and depressed fractures can sometimes require surgery per se, depending on the depth of depression (3). The clinical finding of a “palpable skull fracture,” however, was previously reported to have a low interobserver agreement among clinicians (kappa index of 0.67 with a lower 95% confidence interval limit of 0.41) (42). Skull POCUS, by defining the presence and, most importantly, characteristics of a skull fracture, appears to be a useful adjunctive tool to refine decision-making on CT scan in young children with “signs of palpable skull fractures,” especially when this clinical finding may be unclear or doubtful.

In addition to POCUS of the skull, some authors have proposed transfontanelle US, in infants younger than 1 year of age, as a useful tool to assess for intracranial lesions after MHT (43). One important limitation, however, is its inability to accurately identify extra-axial hematomas. For this reason, the Italian and Australasian guidelines recommend not to routinely use transfontanelle US for diagnosing intracranial injuries, especially prior to, or in lieu of, a head CT (13, 42).

Last, although transcranial doppler is being increasingly used to aid in the diagnosis and monitoring of intracranial hypertension following moderate or severe pediatric traumatic brain injuries, its role in the acute ED management of children with MHT is yet to be defined (44–46).



NEAR INFRARED SPECTROSCOPY

Near-infrared spectroscopy (NIRS) is a non-invasive, affordable, easy-to-learn and to-use, non-radiating technology, which can detect the presence of intracranial hematomas following a head trauma. A NIRS apparatus consists of a near-infrared light source that shines light (within a wavelength of 700–950 nm) to the head, and a detector that receives the light after it has interacted with the tissues. Under normal circumstances, the brain’s absorption is symmetrical.

The detection of intracranial hematomas is based on the differential near-infrared light absorption of extravascular hemoglobin within the injured side of the brain compared to the uninjured brain (47). Hand-held portable NIRS devices allow for examination of head trauma patients at the bedside, and can be used in both the pre-hospital and in-hospital setting. The handheld brain scanner is placed successively in the left and right frontal, temporal, parietal, and occipital regions of the head. The device electronically calculates the difference in optical density (ΔOD) between the right and left side in each of the four regions on a pairwise basis. The formula used for this purpose is ΔOD = log10 (IN/IH), where IN is the intensity of the reflected light on the presumed normal side, and IH is the intensity of the reflected light on the presumed abnormal side (47). A positive test result is defined by a ΔOD > 0.2 between two symmetric regions, based on a pilot study of patients with hematomas and healthy controls and set to maximize sensitivity and specificity (48).

Seven studies, all prospective, investigated the accuracy of this technology in detecting CT-diagnosed intracranial hemorrhages in children, six of which are included in a recent systematic review (47). Overall, the seven studies comprise a total of 657 pediatric patients undergoing both a NIRS assessment and a head CT (study samples ranging from 18 to 344) (49–54). All studies were conducted in the in-hospital setting (six in the ED and one in the intensive care unit) using different inclusion criteria. The rate of positive CT scans was highly variable across studies (between 4.7 and 42.9%). Sensitivities ranged between 58.3 and 100%, and specificities between 65.3 and 98.7%. Of note, in the largest and most recent multicenter study conducted in the United States using the latest brain scanner model, NIRS technology demonstrated a sensitivity of 58.3% (21/36) and specificity of 67.9% (209/308) for hematomas of any size and location. Considering only hematomas within the NIRS device detection limits, the sensitivity was 81% (13/16) and specificity 67.4% (221/328) (55). None of the intracranial hemorrhages missed by NIRS technology needed neurosurgery. The negative predictive values were consistently high across studies, between 98 and 100%, meaning that a negative result on the NIRS assessment is highly predictive of the absence of intracranial hemorrhages, within the device detection limits. The assessment with the NIRS brain scanner can be easily completed in approximately 90% of children, mostly within 5 min (54, 55). One of the hand-held NIRS devices has recently been cleared by the FDA for the detection of supratentorial hematomas also in patients aged 2 years and older (56).

Despite several advantages, NIRS technology bears some limitations that need to be acknowledged for a correct use and interpretation of its results. First, NIRS devices are able to detect only hematomas > 3.5 mL in volume and within a depth of 2.5 cm of the brain surface. Secondly, it is not accurate in the presence of bilateral hematomas, as the technology relies on the pairwise comparison of light absorption between the two hemispheres. Third, scalp hematomas may be confounding factors for NIRS technology, because blood contained within a scalp hematoma can alter the absorption of the NIR light and cause a false-positive result. Furthermore, NIRS technology is unable to precisely determine the location (eg, subdural vs epidural) and volume extent of intracranial hematomas, and it is only useful in the presence of acute hematomas (<12 h). In addition, it can be difficult to apply on thick hair or injured skin. Lastly, operators need to maintain proficiency in standardized and meticulous positioning of the device to avoid hair, foreign bodies, and scalp hematomas. Optimal pressure of the probe against the scalp also needs to be ensured to yield reliable measurements (55).

In summary, NIRS technology appears to be a useful adjunctive tool to the PECARN head trauma rule to refine decision-making on CT for patients at PECARN intermediate risk of ciTBI. The high negative predictive value of NIRS assessment may help reduce the number of CT scans. Further investigation, however, is warranted to determine its clinical impact and best use in practice.



RAPID MAGNETIC RESONANCE IMAGING

In 2002, “quick-brain” MRI was introduced as an alternative technique to CT scanning for the evaluation of children with hydrocephalus (32, 57). Since then, its use has been extended to several other conditions, including MHT. Fast MRI or Rapid-sequence MRI of the brain is a limited-sequence MRI protocol, which reduces the time to image acquisition. This allows the detection of TBIs during the acute assessment of MHT, while avoiding exposure to ionizing radiation from head CT scans. A recent systematic review, without meta-analysis, included 13 studies on the use of rapid-sequence MRI in children. Of these, seven included children with head trauma as a sole inclusion criterion, three included patients meeting various indications to undergo neuroimaging, and three focused exclusively on abusive head trauma (58). An additional relevant study was published concurrently to the systematic review (59). Of the eight studies considered for this review (59–66), samples ranged between 23 and 233 patients and only two were prospective (60, 61). The average reported time to imaging completion varied between 1 and 16 min, depending on the MRI protocols used (58). Rapid MRI was successfully completed in 99% of children with head trauma, as reported by the largest prospective study by Lindberg et al. where the median time to completion was 6 min (60). These data show that rapid MRI is a feasible option for stable children with MHT in the ED. With respect to its diagnostic accuracy, although difficult to compare across studies due to the variable rapid MRI protocols used, this technique resulted overall comparable to CT for the detection of TBIs (sensitivity between 85 and 100%, and specificity between 83 and 100%), while less sensitive for linear non-displaced skull fractures (with wide variability in sensitivity across studies, between 34 and 100%) (58, 59). The accuracy in detecting linear skull fractures was reported to remain limited, even when complemented by a black bone sequence (62), although missed fractures never required neurosurgical intervention (58, 59, 63, 67). CT scans and rapid-sequence MRIs, in the relevant studies (59–66) were mostly performed within a time interval of 48 h. It is important to note that the variable time interval between CT scans and rapid-sequence MRIs may have affected the sensitivity of the latter for minor intracranial hemorrhages. Rapid MRI is particularly recommended in the assessment of MHT patients with persistent neurologic symptoms despite normal CT findings or in lieu of repeat CT (66). While some authors suggest rapid MRI being most helpful as a follow up imaging in patients with known TBIs (65), others reported rapid MRI to be slightly superior to CT for the detection of specific TBIs such as extradural and subdural hematomas, parenchymal contusions and white matter axonal injuries, although without a statistically significant difference (59, 60, 64, 66). The sensitivity of rapid MRI seems to be dependent on the type of sequence protocol used (65, 68, 69), other than the medical expertise of the radiologist (60, 70). Based on the feasibility and accuracy data of rapid MRI, this imaging modality seems to fit the ED needs for a timely diagnosis and a rapid throughput. However, institutions should integrate rapid MRI into acute pediatric TBI management judiciously, relying on the clinical context and institutional capabilities, especially for the prognostic and legal implications (58). Unfortunately, the infrastructural accessibility of rapid MRI is limited compared to CT (71) and it requires experienced and qualified staff for proper exam reading and interpretation, in order to avoid pitfalls. In addition, its use should be based on pre-defined and established criteria, as its actual diagnostic accuracy in the broader population of children with head trauma remains unknown (72, 73). Until consensus is achieved on the best protocol to be used and procedures are standardized, this imaging modality should be reserved to settings with high volumes of head trauma patients, able to perform MRI rapidly and safely in children, with experienced and qualified staff for best imaging acquisition, reading and interpretation, in order to ensure MRI is equivalent to a head CT scan in terms of utility (15).



CONCLUSION

POCUS of the skull, NIRS technology and rapid MRI bear great potential to reduce CT-related radiation exposure in children with MHT. Their advantages, limitations and potential role in the management of pediatric MHT are summarized and compared in Table 1. While the availability and accuracy of rapid MRI are setting dependent and NIRS brain scanners are still not widespread in the ED setting, POCUS is already routinely used in EDs worldwide. This facilitates its implementation in the approach to pediatric MHT. Although operator dependent, its ability to more objectively define the PECARN risk factor of “signs of palpable skull fracture” can substantially contribute to refine clinical decision making in patients with this clinical sign. When implementing non-ionizing imaging for the management of MHT in the ED, continuous monitoring of its impact on patient health outcomes and CT scan use is warranted.


TABLE 1. Advantages, limitations, and role in the management of pediatric mild head trauma of non-radiating imaging techniques.

[image: Table 1]


AUTHOR CONTRIBUTIONS

SB conceived the theme and structure of this review with input from LD. AC coordinated the residents working group, searched the literature, drafted the manuscript, and revised the final version. GM, FC, FP, and CB searched the literature and drafted the manuscript. SB contributed to drafting the manuscript and critically reviewed and revised its final version. LD critically revised the manuscript. All authors read and approved the submitted version.



FUNDING

This work was supported by the Residency Program in Pediatrics of the Department of Woman’s and Child’s Health, University of Padova, Italy.


ABBREVIATIONS

ciTBI, clinically important traumatic brain injury; CT, computed tomography; ED, emergency department; MHT, minor head trauma; MRI, magnetic resonance imaging; NIRS, near infrared spectroscopy; PECARN, Pediatric Emergency Care Applied Research Network; POCUS, point of care ultrasound; US, ultrasound.


REFERENCES

1. Quayle KS, Powell EC, Mahajan P, Hoyle JD Jr, Nadel FM, Badawy MK, et al. Epidemiology of blunt head trauma in children in U.S. Emergency departments. N Engl J Med. (2014) 371:1945–7. doi: 10.1056/NEJMc1407902

2. Centers for Disease Control and Prevention. Report to Congress on the Management of TBI in Children. Atlanta, GA: Centers for Disease Control and Prevention (2021).

3. Kuppermann N, Holmes JF, Dayan PS, Hoyle JD Jr, 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. doi: 10.1016/s0140-6736(09)61558-0

4. Babl FE, Borland ML, Phillips N, Kochar A, Dalton S, McCaskill M, et al. Accuracy of PECARN, CATCH, and CHALICE head injury decision rules in children: a prospective cohort study. Lancet. (2017) 389:2393–402. doi: 10.1016/s0140-6736(17)30555-x

5. 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 retrospective cohort study. Lancet. (2012) 380:499–505. doi: 10.1016/S0140-6736(12)60815-0

6. Miglioretti DL, Johnson E, Williams A, Greenlee RT, Weinmann S, Solberg LI, et al. The use of computed tomography in pediatrics and the associated radiation exposure and estimated cancer risk. JAMA Pediatr. (2013) 167:700–7. doi: 10.1001/jamapediatrics.2013.311

7. Mathews JD, Forsythe AV, Brady Z, Butler MW, Goergen SK, Byrnes GB, et al. Cancer risk in 680,000 people exposed to computed tomography scans in childhood or adolescence: data linkage study of 11 million Australians. BMJ. (2013) 346:f2360. doi: 10.1136/bmj.f2360

8. National Cancer Institute. Radiation Risks and Pediatric Computed Tomography. Bethesda, MD: National Cancer Institute (2002).

9. Frush DP. Justification and optimization of CT in children: how are we performing? Pediatr Radiol. (2011) 41(Suppl. 2):467–71. doi: 10.1007/s00247-011-2097-0

10. Maguire JL, Boutis K, Uleryk EM, Laupacis A, Parkin PC. Should a head-injured child receive a head CT scan? A systematic review of clinical prediction rules. Pediatrics. (2009) 124:e145–54. doi: 10.1542/peds.2009-0075

11. Osmond MH, Klassen TP, Wells GA, Correll R, Jarvis A, Joubert G, et al. CATCH: a clinical decision rule for the use of computed tomography in children with minor head injury. CMAJ. (2010) 182:341–8. doi: 10.1503/cmaj.091421

12. Schonfeld D, Bressan S, Da Dalt L, Henien MN, Winnett JA, Nigrovic LE. Pediatric emergency care applied research network head injury clinical prediction rules are reliable in practice. Postgrad Med J. (2015) 91:634–8. doi: 10.1136/postgradmedj-2013-305004rep

13. Easter JS, Bakes K, Dhaliwal J, Miller M, Caruso E, Haukoos JS. Comparison of PECARN, CATCH, and CHALICE rules for children with minor head injury: a prospective cohort study. Ann Emerg Med. (2014) 64:145–52. doi: 10.1016/j.annemergmed.2014.01.030

14. Bressan S, Romanato S, Mion T, Zanconato S, Da Dalt L. Implementation of adapted PECARN decision rule for children with minor head injury in the pediatric emergency department. Acad Emerg Med. (2012) 19:801–7. doi: 10.1111/j.1553-2712.2012.01384.x

15. Babl FE, Tavender E, Ballard DW, Borland ML, Oakley E, Cotterell E, et al. Australian and New Zealand guideline for mild to moderate head injuries in children. Emerg Med Australas. (2021) 33:214–31. doi: 10.1111/1742-6723.13722

16. Dayan PS, Ballard DW, Tham E, Hoffman JM, Swietlik M, Deakyne SJ, et al. Use of traumatic brain injury prediction rules with clinical decision support. Pediatrics. (2017) 139:e20162709. doi: 10.1542/peds.2016-2709

17. Niele N, van Houten M, Tromp E, van Goudoever JB, Plötz FB. Application of PECARN rules would significantly decrease CT rates in a dutch cohort of children with minor traumatic head injuries. Eur J Pediatr. (2020) 179:1597–602. doi: 10.1007/s00431-020-03649-w

18. Da Dalt L, Parri N, Amigoni A, Nocerino A, Selmin F, Manara R, et al. Italian guidelines on the assessment and management of pediatric head injury in the emergency department. Ital J Pediatr. (2018) 44:7. doi: 10.1186/s13052-017-0442-0

19. Dayan PS, Holmes JF, Schutzman S, Schunk J, Lichenstein R, Foerster LA, et al. Risk of traumatic brain injuries in children younger than 24 months with isolated scalp hematomas. Ann Emerg Med. (2014) 64:153–62. doi: 10.1016/j.annemergmed.2014.02.003

20. Dayan PS, Holmes JF, Atabaki S, Hoyle J Jr, Tunik MG, Lichenstein R, et al. Association of traumatic brain injuries with vomiting in children with blunt head trauma. Ann Emerg Med. (2014) 63:657–65. doi: 10.1016/j.annemergmed.2014.01.009

21. Dayan PS, Holmes JF, Hoyle J Jr, Atabaki S, Tunik MG, Lichenstein R, et al. Headache in traumatic brain injuries from blunt head trauma. Pediatrics. (2015) 135:504–12. doi: 10.1542/peds.2014-2695

22. Nigrovic LE, Lee LK, Hoyle J, Stanley RM, Gorelick MH, Miskin M, et al. Prevalence of clinically important traumatic brain injuries in children with minor blunt head trauma and isolated severe injury mechanisms. Arch Pediatr Adolesc Med. (2012) 166:356–61. doi: 10.1001/archpediatrics.2011.1156

23. Lee LK, Monroe D, Bachman MC, Glass TF, Mahajan PV, Cooper A, et al. Isolated loss of consciousness in children with minor blunt head trauma. JAMA Pediatr. (2014) 168:837–43. doi: 10.1001/jamapediatrics.2014.361

24. Nishijima DK, Holmes JF, Dayan PS, Kuppermann N. Association of a guardian’s report of a child acting abnormally with traumatic brain injury after minor blunt head trauma. JAMA Pediatr. (2015) 169:1141–7. doi: 10.1001/jamapediatrics.2015.2743

25. Bressan S, Eapen N, Phillips N, Gilhotra Y, Kochar A, Dalton S, et al. PECARN algorithms for minor head trauma: risk stratification estimates from a prospective PREDICT cohort study. Acad Emerg Med. (2021) 28:1124–33. doi: 10.1111/acem.14308

26. Bressan S, Kochar A, Oakley E, Borland M, Phillips N, Dalton S, et al. Traumatic brain injury in young children with isolated scalp haematoma. Arch Dis Child. (2019) 104:664–9. doi: 10.1136/archdischild-2018-316066

27. Borland ML, Dalziel SR, Phillips N, Dalton S, Lyttle MD, Bressan S, et al. Vomiting with head trauma and risk of traumatic brain injury. Pediatrics. (2018) 141:e20173123. doi: 10.1542/peds.2017-3123

28. Louie JP, Alfano J, Nguyen-Tran T, Nguyen-Tran H, Shanley R, Holm T, et al. Reduction of paediatric head CT utilisation at a rural general hospital emergency department. BMJ Qual Saf. (2020) 29:912–20. doi: 10.1136/bmjqs-2019-010322

29. Puffenbarger MS, Ahmad FA, Argent M, Gu H, Samson C, Quayle KS, et al. Reduction of computed tomography use for pediatric closed head injury evaluation at a nonpediatric community emergency department. Acad Emerg Med. (2019) 26:784–95. doi: 10.1111/acem.13666

30. Jennings RM, Burtner JJ, Pellicer JF, Nair DK, Bradford MC, Shaffer M, et al. Reducing head CT Use for children with head injuries in a community emergency department. Pediatrics. (2017) 139:e20161349. doi: 10.1542/peds.2016-1349

31. Burstein B, Upton JEM, Terra HF, Neuman MI. Use of CT for head trauma: 2007–2015. Pediatrics. (2018) 142:e20180814. doi: 10.1542/peds.2018-0814

32. Iskandar BJ, Sansone JM, Medow J, Rowley HA. The use of quick-brain magnetic resonance imaging in the evaluation of shunt-treated hydrocephalus. J Neurosurg. (2004) 101:147–51. doi: 10.3171/ped.2004.101.2.0147

33. Díaz-Gómez JL, Mayo PH, Koenig SJ. Point-of-care ultrasonography. N Engl J Med. (2021) 385:1593–602.

34. American College of Emergency Physicians. Emergency ultrasound guidelines. Ann Emerg Med. (2009) 53:550–70. doi: 10.1016/j.annemergmed.2008.12.013

35. Weinberg ER, Tunik MG, Tsung JW. Accuracy of clinician-performed point-of-care ultrasound for the diagnosis of fractures in children and young adults. Injury. (2010) 41:862–8. doi: 10.1016/j.injury.2010.04.020

36. Rabiner JE, Friedman LM, Khine H, Avner JR, Tsung JW. Accuracy of point-of-care ultrasound for diagnosis of skull fractures in children. Pediatrics. (2013) 131:e1757–64. doi: 10.1542/peds.2012-3921

37. Ramirez-Schrempp D, Vinci RJ, Liteplo AS. Bedside ultrasound in the diagnosis of skull fractures in the pediatric emergency department. Pediatr Emerg Care. (2011) 27:312–4. doi: 10.1097/PEC.0b013e3182131579

38. Alexandridis G, Verschuuren EW, Rosendaal AV, Kanhai DA. Evidence base for point-of-care ultrasound (POCUS) for diagnosis of skull fractures in children: a systematic review and meta-analysis. Emerg Med J. (2022) 39:30–6. doi: 10.1136/emermed-2020-209887

39. Gordon I, Sinert R, Chao J. The utility of ultrasound in detecting skull fractures after pediatric blunt head trauma: systematic review and meta-analysis. Pediatr Emerg Care. (2021) 37:e1701–7. doi: 10.1097/PEC.0000000000001958

40. Parri N, Crosby BJ, Mills L, Soucy Z, Musolino AM, Da Dalt L, et al. Point-of-care ultrasound for the diagnosis of skull fractures in children younger than two years of age. J Pediatr. (2018) 196: 230–236.e2. doi: 10.1016/j.jpeds.2017.12.057

41. Soucy ZP, Mills L, Rose JS, Kelley K, Ramirez F, Kuppermann N. Creation of a high-fidelity, low-cost pediatric skull fracture ultrasound phantom. J Ultrasound Med. (2015) 34:1473–8. doi: 10.7863/ultra.34.8.1473

42. Gorelick MH, Atabaki SM, Hoyle J, Dayan PS, Holmes JF, Holubkov R, et al. Interobserver agreement in assessment of clinical variables in children with blunt head trauma. Acad Emerg Med. (2008) 15:812–8. doi: 10.1111/j.1553-2712.2008.00206.x

43. Trenchs V, Curcoy AI, Castillo M, Badosa J, Luaces C, Pou J, et al. Minor head trauma and linear skull fracture in infants: cranial ultrasound or computed tomography? Eur J Emerg Med. (2009) 16:150–2. doi: 10.1097/mej.0b013e328321b7b5

44. O’Brien NF, Reuter-Rice K, Wainwright MS, Kaplan SL, Appavu B, Erklauer JC, et al. Practice Recommendations for transcranial doppler ultrasonography in critically ill children in the pediatric intensive care unit: a multidisciplinary expert consensus statement. Pediatr Crit Care Med. (2021) 10:133–42. doi: 10.1055/s-0040-1715128

45. Deines JJ, Chang J, Reuter-Rice K. Cerebral blood flow velocities and functional outcomes in pediatric mild traumatic brain injury. J Neurotrauma. (2018) 36:135–41. doi: 10.1089/neu.2017.5577

46. Lele AV, Watanitanon A, Lakireddy V, Clark-Bell C, Moore A, Zimmerman JJ, et al. Prevalence, evolution, and extent of impaired cerebral autoregulation in children hospitalized with complex mild traumatic brain injury. Pediatr Crit Care Med. (2019) 20:372–8. doi: 10.1097/PCC.0000000000001824

47. Ayaz H, Izzetoglu M, Izzetoglu K, Onaral B, Ben Dor B. Early diagnosis of traumatic intracranial hematomas. J Biomed Opt. (2019) 24:1–10. doi: 10.1117/1.jbo.24.5.051411

48. Robertson CS, Gopinath S, Chance B. Use of near infrared spectroscopy to identify traumatic intracranial hemotomas. J Biomed Opt. (1997) 2:31–41. doi: 10.1117/12.261680

49. Robertson CS, Zager EL, Narayan RK, Handly N, Sharma A, Hanley DF, et al. Clinical evaluation of a portable near-infrared device for detection of traumatic intracranial hematomas. J Neurotrauma. (2010) 27:1597–604. doi: 10.1089/neu.2010.1340

50. Coskun F, Sezer EA, Karamercan MA. An assessment on the use of infrascanner for the diagnosis of the brain hemotoma by using support vector machine. Sci Res Essays. (2010) 5:1911–5.

51. Semenova ZB, Marshintsev AV, Melnikov AV, Meshcheryakov SV, Adayev AR, Lukyanov VI. Infrascanner in the diagnosis of intracranial lesions in children with traumatic brain injuries. Brain Inj. (2016) 30:18–22. doi: 10.3109/02699052.2014.989401

52. Salonia R, Bell MJ, Kochanek PM, Berger RP. The utility of near infrared spectroscopy in detecting intracranial hemorrhage in children. J Neurotrauma. (2012) 29:1047–53. doi: 10.1089/neu.2011.1890

53. Lewartowska-Nyga D, Nyga K, Skotnicka-Klonowicz G. [Can infrascanner be useful in hospital emergency departments for diagnosing minor head injury in children?]. Dev Period Med. (2017) 21:51–9. doi: 10.34763/devperiodmed.20172101.5159

54. Bressan S, Daverio M, Martinolli F, Dona’ D, Mario F, Steiner IP, et al. The use of handheld near-infrared device (Infrascanner)for detecting intracranial haemorrhages in children with minor head injury. Childs Nerv Syst. (2014) 30:477–84. doi: 10.1007/s00381-013-2314-2

55. Kirschen MP, Myers SR, Neuman MI, Grubenhoff JA, Mannix R, Stence N, et al. Intracranial traumatic hematoma detection in children using a portable near-infrared spectroscopy device. West J Emerg Med. (2021) 22:782–91. doi: 10.5811/westjem.2020.11.47251

56. PRWeb. InfraScan Announces FDA Clearance of the First Hand-Held Diagnostic Device for Traumatic Brain Hemorrhage in Children. Beltsville, MD: PRWeb (2022).

57. Missios S, Quebada PB, Forero JA, Durham SR, Pekala JS, Eskey CJ, et al. Quick-brain magnetic resonance imaging for nonhydrocephalus indications. J Neurosurg Pediatr. (2008) 2:438–44. doi: 10.3171/PED.2008.2.12.438

58. Kessler BA, Goh JL, Pajer HB, Asher AM, Northam WT, Hung SC, et al. Rapid-sequence MRI for evaluation of pediatric traumatic brain injury: a systematic review. J Neurosurg Pediatr. (2021) 28:278–86. doi: 10.3171/2021.2.PEDS20852

59. Shope C, Alshareef M, Larrew T, Bolling C, Reagan J, Yazdani M, et al. Utility of a pediatric fast magnetic resonance imaging protocol as surveillance scanning for traumatic brain injury. J Neurosurg Pediatr. (2021) 27:475–81. doi: 10.3171/2020.8.PEDS20496

60. Lindberg DM, Stence NV, Grubenhoff JA, Lewis T, Mirsky DM, Miller AL, et al. Feasibility and accuracy of fast MRI Versus CT for traumatic brain injury in young children. Pediatrics. (2019) 144:e20190419. doi: 10.1542/peds.2019-0419

61. Sheridan DC, Pettersson D, Newgard CD, Selden NR, Jafri MA, Lin A, et al. Can quickbrain MRI replace CT as first-line imaging for select pediatric head trauma? J Am Coll Emerg Physicians Open. (2020) 1:965–73. doi: 10.1002/emp2.12113

62. Dremmen MHG, Wagner MW, Bosemani T, Tekes A, Agostino D, Day E, et al. 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. (2017) 38:2187–92. doi: 10.3174/ajnr.A5405

63. Sheridan DC, Newgard CD, Selden NR, Jafri MA, Hansen ML. QuickBrain MRI for the detection of acute pediatric traumatic brain injury. J Neurosurg Pediatr. (2017) 19:259–64. doi: 10.3171/2016.7.PEDS16204

64. Young JY, Duhaime AC, Caruso PA, Rincon SP. Comparison of non-sedated brain MRI and CT for the detection of acute traumatic injury in children 6 years of age or less. Emerg Radiol. (2016) 23:325–31. doi: 10.1007/s10140-016-1392-3

65. Ryan ME, Jaju A, Ciolino JD, Alden T. Rapid MRI evaluation of acute intracranial hemorrhage in pediatric head trauma. Neuroradiology. (2016) 58:793–9. doi: 10.1007/s00234-016-1686-x

66. Mehta H, Acharya J, Mohan AL, Tobias ME, LeCompte L, Jeevan D. Minimizing radiation exposure in evaluation of pediatric head trauma: use of rapid MR imaging. AJNR Am J Neuroradiol. (2016) 37:11–8. doi: 10.3174/ajnr.A4464

67. Cohen AR, Caruso P, Duhaime AC, Klig JE. Feasibility of “rapid” magnetic resonance imaging in pediatric acute head injury. Am J Emerg Med. (2015) 33:887–90. doi: 10.1016/j.ajem.2015.03.052

68. Kabakus IM, Spampinato MV, Knipfing M, Cervantes G, Patel A, Eskandari R, et al. Fast brain magnetic resonance imaging with half-Fourier acquisition with single-shot turbo spin echo sequence in detection of intracranial hemorrhage and skull fracture in general pediatric patients: preliminary results. Pediatr Emerg Care. (2021) 37:e1168–72. doi: 10.1097/PEC.0000000000001949

69. Jaimes C, Yang E, Connaughton P, Robson CD, Robertson RL. Diagnostic equivalency of fast T2 and FLAIR sequences for pediatric brain MRI: a pilot study. Pediatr Radiol. (2020) 50:550–9. doi: 10.1007/s00247-019-04584-1

70. Wagner MW, Kontzialis M, Seeburg D, Stern SE, Oshmyansky A, Poretti A, et al. Acute brain imaging in children: can MRI replace CT as a screening tool? J Neuroimaging. (2016) 26:68–74. doi: 10.1111/jon.12310

71. Thompson EM, Baird LC, Selden NR. Results of a North American survey of rapid-sequence MRI utilization to evaluate cerebral ventricles in children. J Neurosurg Pediatr. (2014) 13:636–40. doi: 10.3171/2014.2.PEDS13567

72. Pfeifer CM. Rapid-sequence MRI of the brain: a distinct imaging study. AJNR Am J Neuroradiol. (2018) 39:E93–4. doi: 10.3174/ajnr.A5685

73. Burstein B, Saint-Martin C. The feasibility of fast MRI to reduce CT radiation exposure with acute traumatic head injuries. Pediatrics. (2019) 144:e20192387. doi: 10.1542/peds.2019-2387


Conflict of Interest: The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

Publisher’s Note: All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.

Copyright © 2022 Cicogna, Minca, Posocco, Corno, Basile, Da Dalt and Bressan. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.


OPS/images/fped-10-881461-g001.jpg
Risk Group Children< 2y Children22y ciTBI

Suggested
risk management

tNE

- Scalp hematoma (O/P/T) - Vomiting

-LOC >5 sec -Any LOC CT scan
INTERMEDIATE |- Severe Mechanism of injury# - Severe Mechanism of injury # 0.9% VS
- Not acting normally per parent - Severe headache Observation #
VERY LOW | None of the above None of the above <0.05% No CT scan

AMS= altered mental status; GCS=Glasgow Coma Scale; ciTBl=clinically-important traumatic brain injury; LOC=loss of
consciousness; O/P/T = occipital, parietal or temporal

# on the basis of other clinical factors including:

 Physician experience

e Multiple versus isolated findings

¢ Worsening symptoms or signs after emergency department observation
e Age <3 months

e Parental preference

t other signs of AMS: agitation, somnolence, repetitive questioning, or slow response to verbal communication.
¥ Severe mechanism of injury: motor vehicle crash with patient ejection, death of another passenger, or rollover; pedestrian or

bicyclist without helmet struck by a motorised vehicle; falls of more than 0.9 m (for children < 2 years) or more than 1.5 m for
children > 2 years); or head struck by a high-impact object






OPS/images/cross.jpg
3,

i





OPS/xhtml/Nav.xhtml




Contents





		Cover



		Non-ionizing Imaging for the Emergency Department Assessment of Pediatric Minor Head Trauma



		INTRODUCTION



		POINT OF CARE ULTRASOUND



		NEAR INFRARED SPECTROSCOPY



		RAPID MAGNETIC RESONANCE IMAGING



		CONCLUSION



		AUTHOR CONTRIBUTIONS



		FUNDING



		REFERENCES

















OPS/images/cover.jpg
& frontiers | Frontiers in Pediatrics

Non-ionizing Imaging
for the Emergency Department
Assessment of Pediatric Minor
Head Trauma






OPS/images/fped-10-881461-t001.jpg
POCUS of the skull

NIRS

Rapid MRI

Advantages

o Affordable

e Bedside technology

e Rapid learning

e No need for sedation

e Detection and characterization of skull
fractures

o Affordable

e Bedside technology

e Rapid learning

e No need for sedation

e Detection of intracranial hemorrhages

o No sedation (feasible without sedation
also in young children)

e Compatible with ED pace and flow

e Accurate for TBI

Limitations

e Inadequate for identifying intracranial
injuries
e Operator dependent

e For acute bleeds only (<12 h)

o Limited to intracranial hemorrhage
depth/volume

e Inaccurate for bilateral hemorrhages

o Impaired detection with scalp
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Role in the management of pediatric MHT

Adjunctive tool to PECARN head trauma
prediction rule to refine decision-making on CT
for younger children with the high-risk predictor
“signs of palpable skull fractures” by defining
the actual presence and characteristics of
underlying fractures of the skull
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ciTBlI, clinically important traumatic brain injury; CT, computed tomography; ED, emergency department; MHT, mild head trauma; MRI, magnetic resonance imaging;
NIRS, near infrared spectroscopy; PECARN, Pediatric Emergency Care Applied Research Network; POCUS, point of care ultrasound; TBI, traumatic brain imaging.
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