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ABSTRACT
Background Older individuals sustaining low-energy
falls (LEF) and presenting to the emergency department
(ED) demand straightforward diagnostic measures
for injury detection. Plain radiography (XR) series for
diagnosis of fall-related injuries are standard of care,
but frequently subsequent CT examination is required
for diagnostic assurance. A systematic database search
of diagnostic accuracy of XR for detection of fractures in
older LEF patients was performed.
Methods We searched PubMed, Embase, Cochrane
Library, WHO International Clinical Trial Platform, and
Clinical trials.gov databases from inception to January
2020 for studies including older patients (≥65 years)
with LEF and obtaining CT examination and XR of the
skeleton in an ED setting.
Results From 8944 references screened, 11 studies met
the criteria for inclusion. Performance of XR for detection
of fractures of the pelvic ring and hip was analyzed in
nine studies, two studies investigated XR performance to
detect rib fractures, and two studies compared diagnostic
accuracy of thoracolumbar spine XR. Sensitivity estimates
ranged from 10% to 58% and specificity estimates from
55% to 100%. Clinical and statistical heterogeneity
was significant among included studies, with an overall
considerable risk of bias.
Discussion High-quality evidence on accurate imaging
strategies in older patients with LEF is lacking to date. XR
is missing a reasonable amount of fractures of the pelvic
ring, rib cage, and thoracic and lumbar spine. However,
the utility of first-line CT imaging and the benefit of
diagnosing every fracture is unknown, demanding high-
quality prospective trials considering patient-oriented
outcome as well.

with significant morbidity and mortality, which
appear to increase with age.4 These patients are
jeopardized by underestimation of the trauma
mechanism and by lack of early identification of
potentially severe injuries during the course of clinical management.6
Liberal use of pan-scan CT for injury detection
in older trauma patients has been recommended,7
but there is still a paucity of evidence to support
this. Evidence regarding imaging strategies in older
patients with LEF is even scarcer. Reports of serious
mismanagement such as delayed diagnosis of entire
injury patterns,8 life-threatening hemorrhage from
missed low-energy fractures of the pelvic ring,9 10 or
predisposition to highly unstable spine injuries due
to ankylosing spondylitis,11 12 further urge a critical
appraisal.
In standard practice, advanced imaging studies
such as CT are mainly conclusive in patients when
plain radiography (XR) findings are equivocal or
inconsistent with clinical suspicion. In general,
the inclusion of imaging in the ED constitutes a
major risk factor for prolonged ED length of stay
(LOS) >4 hours for older individuals,13 which is
subsequently associated with an increased risk
for hospital admission and 30-
day-
readmission,
increased hospital LOS, and increased in-hospital
mortality.13
The objective of this systematic review was to
provide a summary of the current evidence and
an estimation of the accuracy of XR in fracture
diagnosis in older LEF patients compared with CT
examinations.

METHODS
Search strategy
BACKGROUND
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Low-energy falls (LEF) are defined as a fall from
standing height or less and include falls while transferring, sitting or from the bed. They are one of the
most common reasons for emergency department
(ED) presentation in older patients and visit rates
are increasing.1 LEF are the leading mechanism of
fatal and non-
fatal injury in individuals aged 65
years or older in developed countries2 3 and are
associated with significant morbidity and mortality
that appear to increase with age.4 5
A recent comprehensive trauma registry data
analysis emphasized that LEF is the predominant
trauma mechanism in older individuals and leads
to injuries as severe as those caused by high-energy
mechanisms in younger patients.6 LEF is associated

A systematic database search of Pubmed (inception to May 2019, update search January 2020),
Excerpta Medica dataBASE (EMBASE,inception
to March 2019, update search January 2020),
Cochrane Library, WHO International Clinical
Trial Platform (ICTRP), and ClinicalTrial.gov was
conducted to identify studies that compared XR to
CT for detection of fractures in older individuals
(≥65 years) with LEF according to the Preferred
Reporting Items for Systematic Reviews and Meta-
Analyses (PRISMA) statement recommendations.14
The PICO (Population, Intervention, Comparison,
Outcome)15 analysis was used to break down the
objectives and define the search strategy (table 1).
Search terms were combined using the Boolean
operators ‘AND’ and ‘OR’. Detailed database search
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Table 1

Population

Research question according to PICO criteria
Geriatric patient ≥65 years of age, ground level fall (GLF),
fall from: standing position (including snow/ice), low
furniture, being carried or supported by a second person,
wheel chair, stairs (up to 1 m height), minor trauma/injury,
low energy trauma. (Fulfilled if ≥80% of eligible patients
met the criteria)

Intervention

CT, whole body CT, full body CT, computed axial tomography
(CAT scan), computer aided tomography, positron emission
tomography (PET), single-photon emission CT (SPECT),
specifically of: torso, ribs, abdomen, spine, pelvis

Comparison

No measure or any but CT; in the same region as the
intervention

Outcome

Fracture

PICO, Population, Intervention, Comparison, Outcome.

terms are provided in online supplemental table 1. Additional
articles were identified by hand search of bibliographies of relevant studies.
Retrieved records were merged and duplicates removed.
We sought English and German language studies that evaluated emergency imaging techniques in detecting injuries of
the head, cervical spine, axial skeleton (vertebral column, rib
cage, sternum), and pelvic ring in elderly and older patients
sustaining an LEF. Trauma registry data studies and conference
abstracts were included. Studies with unspecified age or high-
energy trauma mechanism of the targeted population, studies
not including CT imaging in ED or not comparing XR with
CT in the same region, case reports, and narrative reviews were
excluded. Abstracts and full-text articles were screened by two
independent reviewers (VP and AL); discrepancies were resolved
by discussion.

Data extraction and quality assessment

A data extraction form was developed to report a full description
of the study, including study design, setting and duration, inclusion criteria of patients, trauma bay admission, sample size and
baseline demographics of included patients (gender and mean/
median age were available), imaging modalities under investigation, prevalence of injuries (including 95% CI were available), outcome measures, and authors conclusion. Primary data
extraction was performed in duplicate (VP and AL) and finally
merged by mutual agreement. The overall methodological
quality of studies included was assessed independently by two
individual observers (VP and AL) using the Newcastle-Ottawa
Scale Questionnaire16 for cohort studies. Studies were graded as
‘good’ if total score was 8, ‘fair’ with total scores of 6–7 and
‘poor’ if total score was 5 or less. Discrepancies were resolved
by discussion. The validated Quality Assessment of Diagnostic
Accuracy Studies (QUADAS) tool17 18 was applied additionally
for assessment of the potential biases of the included studies of
diagnostic accuracy. Accordingly, we defined XR examination as
‘index test’ and CT examination as ‘reference test’.

Quantitative and statistical analysis

as p<0.05 or I2 >50%. The ProMeta V.3.0 software package
(Internovi 2015) was used for summary estimates and summary
statistics.

RESULTS
Study selection and study characteristics

A total of 8944 records were identified by the systematic database search. After adjusting for duplicates, 6250 records were
excluded by screening of titles and abstracts, independently
reviewed by two reviewers (VP and AL). Forty-one studies were
eligible for full-text review (figure 1). Thirty-nine studies were
excluded when applying the PICO inclusion criteria. Formally,
only two studies19 20 met all PICO criteria. Therefore, we decided
to secondarily include all studies meeting the criteria of Intervention, Comparison and Outcome but with an adapted criteria
for Population. Thus, nine more studies with selected cohorts
including patients <65 years of age (but with mean/median
age ≥65 years or ≥50% of included patients ≥65 years of age)
or including other mechanisms of injury than LEF (but LEF in
≥50% of patients) were considered for extraction.21–29 An overview of study characteristics and extracted data is provided in
online supplemental table 2.

Study quality assessment

Measures of diagnostic accuracy were sensitivity, specificity,
positive predictive value (PPV), negative predictive value (NPV),
positive likelihood ratio (LR+), and negative likelihood ratio
(LR−), and the accuracy (diagnostic effectiveness) with CT set
as reference standard. Quantification of statistical heterogeneity
among the studies was calculated with the χ2-based Cochran’s Q
and Higgins I2 statistics for each summary estimate (chest, pelvic
ring, spine); significant statistical heterogeneity was defined
2

Figure 1 Flow diagram of studies identified and included according to
PRISMA. PICO, Population, Intervention, Comparison, Outcome; PRISMA,
Preferred Reporting Items for Systematic Reviews and Meta-Analyses.

The overall methodological quality of the studies reviewed was
‘fair’, with median scoring of 7 (range 4–7) according to the
Newcastle-Ottawa Scale Questionnaire16 (online supplemental
table 3). A summary of the QUADAS assessment is provided
in online supplemental table 4, including the risk of biases of
the individual studies included (according to Westwood et
al18). Figure 2 illustrates the proportion of studies rated as ‘yes’
(low risk of bias), ‘no’ (high risk of bias) or ‘unclear’ (unclear
risk if bias) for each of the QUADAS items. All of the studies
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pelvic ring fractures was significant (intercept: −3.70, t: −3.81,
p=0.007), based on Egger’s linear regression test.

Measures of diagnostic accuracy
Table 2 summarizes the assessment of diagnostic accuracy of
XR for fracture detection in the included studies. Four studies
reporting on pelvic ring and hip fractures21 22 24 29 only included
patients with negative XR, whereof measures of diagnostic
accuracy were not calculated. See Section ‘Results of individual
studies’ for further description of the individual results.

Figure 2 Proportion of studies rated as ‘low risk’. ‘high risk’ or
‘unclear risk’ for each of the QUADAS items for the 11 included studies
for the diagnosis of fractures of the rib cage, thoracolumbar spine, and
pelvic ring. QUADAS, Quality Assessment of Diagnostic Accuracy Studies;
XR, plain radiography.
provided sufficient details on the appropriate reference standard. The majority of studies used an inappropriate spectrum
of patients20–24 26–29 and failed to report sufficient details on diagnostic review bias,20–29 uninterpretable results,19–22 24–29 and withdrawals.19–22 24 25 27–29 Almost half of the studies failed to report
sufficient details on differential verification bias20 21 24 26 29 and test
execution bias20–22 24 29 for judgment whether these were avoided.
Heterogeneity statistics demonstrated a significant heterogeneity (degrees of freedom df: 8, Q: 101.1, I2: 92.1%, p<0.001)
among the studies reporting on pelvic ring fractures20–27 29 and a
considerable heterogeneity (df: 1, Q: 3.9, I2: 74.1%, p=0.049)
among the two studies reporting on thoracolumbar spine fractures.20 28 There was no significant heterogeneity (df: 1, Q: 0.61,
I2: 0%, p=0.44) among the two studies reporting on fractures
of the rib cage.19 20 Publication bias among studies reporting on

Table 2

Results of individual studies
Thorax and rib cage
Two recently published studies assessed the measures of diagnostic accuracy of XR of the chest/rib cage to detect rib fractures in older adults after LEF,19 20 defining chest CT as reference
standard. In total, 398 patients were examined by chest XR and
consecutive chest CT (including contrast-enhanced CT20), independently of the findings of the chest XR. Prevalence for rib
fractures after LEF was reported between 3% (86 of 2839)20
and 29% (96 of 330) of patients.19 False-negative chest XR
were reported in 17 of 68 (25%)20 and 56 of 330 (17%)19 of
patients. The resulting sensitivities were 22.7%20 and 41.7%.19
PPVs were 71%20 and 100%,19 with no false-positive chest XR
in the latter study. The LRs− were calculated with 0.820 and
0.6.19 No differences in median hospital LOS (4 days2–7 vs. 4
days,2–8 p=0.92), intensive care unit (ICU) admission rate (23%
vs. 27%, p=0.62), median ICU LOS (21–8 vs. 3,1–5 p=0.54)
or mortality (10.3% vs. 7.3%, p=0.45) were found between
patients with and without rib fractures.19 In addition, effective
dose estimations (in millisievert (mSv)) were calculated for chest
XR (median: 0.02 mSv; IQR: 0.01–0.02 mSv) and for chest CT
(including contrast-enhanced examinations) (median: 3.57 mSv;
IQR: 3.52–5.18).20

Measures of diagnostic accuracy (CI 95%) of XR for fracture detection in the respective body regions calculated for the included studies
Sensitivity
(%)

Specificity
(%)

PPV
(%)

 Lampart et al20

22.7 (7.8–45.4)

95.7 (85.2–99.5)

71.4 (34.5–92.2)

72.1 (67.2–76.6)

5.2 (1.1–24.9)

0.8 (0.6–1.0)

72.1 (59.9–82.3)

 Singleton et al19

41.7 (31.7–52.2)

100 (98.4–100)

100 (n/a)

80.7 (77.9–83.2)

n/a

0.6 (0.5–0.7)

83.0 (78.5–86.9)

 Karul et al28

49.2 (36.6–61.9)

54.8 (38.7–70.2)

62.8 (52.7–71.8)

41.1 (32.6–50.1)

1.1 (0.7–1.7)

0.9 (0.6–1.3)

51.4 (41.5–61.2)

 Lampart et al20 (thoracic
spine)

40.0 (19.1–64.0)

100 (75.3–100)

100 (n/a)

52.0 (43.1–60.8)

n/a

0.6 (0.4–0.9)

63.6 (45.1–79.6)

 Lampart et al20 (lumbar
spine)

57.8 (42.2–72.3)

100 (88.8–100)

100 (n/a)

62.0 (53.7–69.7)

n/a

0.4 (0.3–0.6)

75.0 (63.7–84.2)

 Böhme et al21

n/a

n/a

n/a

n/a

n/a

n/a

n/a

 Dunker et al22

n/a

n/a

n/a

n/a

n/a

n/a

n/a

 Eggenberger et al29

n/a

n/a

n/a

n/a

n/a

n/a

n/a

 Heikal et al23

10.5 (2.9–24.8)

100 (87.2–100)

100 (n/a)

44.3 (41.6–47)

n/a

0.9 (0.8–1.0)

47.7 (35.2–60.5)

 Lampart et al20

31.4 (23.3–40.5)

98.6 (92.6–99.9)

97.4 (84.2–99.6)

46.5 (43.4–49.5)

22.9 (3.2–163.5)

0.7 (0.6–0.8)

56.7 (49.4–63.8)

 Natoli et al24

n/a

n/a

n/a

n/a

n/a

n/a

n/a

 Nüchtern et al27

0 (0–7.4)

66.7 (34.9–90.1)

0

14.3 (10.5–19.9)

0

1.5 (1.0–2.2)

13.3 (5.9–24.6)

 Schicho et al25

52.2 (45.5–58.7)

95.5 (92.5–97.5)

89.6 (83.6–93.6)

72.7 (69.9–75.4)

11.6 (6.8–19.6)

0.5 (0.4–0.6)

76.9 (73.2–80.4)

 Thomas et al26

0 (0–3.4)

100 (96.1–100)

n/a

46.7 (46.7–46.7)

n/a

1. (1.0–1.0)

46.7 (39.7–53.9)

Publication

NPV
(%)

LR+

LR−

Accuracy
(%)

Thorax and rib cage

Thoracolumbar spine

Hip and pelvic ring

LR+, positive likelihood ratios; LR−, negative likelihood ratio; n/a, not applicable; NPV, negative predictive value; PPV, positive predictive value; XR, plain radiography.
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Thoracic and lumbar spine

Two studies analyzed the diagnostic accuracy of biplane XR
examination of the thoracic20 28 and lumbar spine20 in consecutive patients with LEF20 and minor trauma and suspected
thoracic spine injury on physical examination,28 with CT examinations of the respective regions set as reference standard. In
total, 140 patients were examined by biplane thoracic spine XR
and 76 patients by biplane lumbar spine XR, followed by CT
examinations of the respective spine regions. Thoracic spine
fractures were found in 60.7% (65 of 107)28 and 2.2% (62 of
2839)20 of investigated patients, and lumbar spine fractures were
found in 2.5% (71 of 2839)20 of patients. False-negative XR of
the thoracic spine was reported in 30.7% (33 of 107)28 and 36%
(12 of 33)20 of patients, false-negative XR of the lumbar spine
was reported in 25% (19 of 76) of patients.20 Sensitivities of
thoracic spine XR were estimated at 49.2%28 and 40.0%,20 sensitivity of lumbar spine XR was estimated at 57.8%.20 Estimated
specificities of thoracic spine XR ranged from 54.8% to 100%
and 100% for lumbar spine XR. The estimated LR− ranged from
0.620 to 0.928 for thoracic spine XR and was 0.4 in lumbar spine
XR.20 Both studies further assessed radiation doses as dose length
product (in milligray * centimeter, mGy cm), effective doses
(mSv). According to this, CT imaging resulted in a 26-fold28 to
55-fold20 increment of radiation dose at the thoracic spine, and
in a 13-fold20 increment of radiation dose at the lumbar spine.

Hip and pelvic ring

Nine studies analyzed the diagnostic performance of XR of the
pelvic ring in a total of 1622 elderly patients, with LEF in the
majority of patients. Four of these21 22 24 29 only included patients
with negative XR of the pelvic ring for further CT examination,
set as reference standard. In these studies, false-negative XRs of
the pelvic ring were identified in 39 of 310 (12.6%),21 109 of
193 (56%),22 46 of 139 (33%)29 and 24 of 87 (28%)24 patients.
Sensitivities of pelvic ring XR were estimated from 0% to 52%
with considerable variability, accordingly, specificities were estimated from 67% to 100% (see table 2). The assessed LR− ranged
from 0.525 to 1.5.27 The estimated overall OR for a fracture of
the pelvic ring detected by XR was 0.07 (CI 95% 0.03 to 0.16),
however, these estimates should be interpreted with caution due
to significant heterogeneity.
Analysis of effective dose estimations revealed for XR a
median dose of 0.02 mSv (IQR: 0.02–0.03 mSv) and for CT a
median dose of 3.16 mSv (IQR: 1.54–2.39 mSv),20 a 158-fold
increment of radiation in this body region.
CT examination increased mainly the diagnosis of fractures
of the dorsal pelvic ring, including sacral fractures.21 24 25 27 This
yielded an increment of patients, where surgical stabilization was
indicated.21 In this study, the median hospital LOS in patients
treated surgically was reduced in patients who received primary
CT examination (17 days (6–68) vs. 21.5 days (12–37)), with
no differences in the average time to surgery (6.2±3.5 days vs.
6.8±7.1 days).21

DISCUSSION

XR is currently the first-line diagnostic tool for detection of LEF-
related injuries of the skeleton in older individuals presenting to
the ED. XR findings are frequently equivocal, resulting in subsequent CT imaging for diagnostic assurance. To the best of our
knowledge, this is the first systematic literature review aimed
at assessing the diagnostic performance of XR in detecting skeletal injuries after LEF. Our search yielded relatively few observational, predominantly retrospective, studies. The studies
4

included in our systematic analysis demonstrated considerable
clinical and statistical heterogeneity, whereby performance of a
meta-analysis was not feasible. The assessment of test performance characteristics of the individual studies demonstrated
that the diagnostic accuracy of XR was only moderate to poor,
depending on the skeletal regions under investigation. Estimated
sensitivities were 52% or less, NPV ranged from 14% to 81%,
and LR− was 0.4, at best, indicating that a negative XR does not
safely rule out fractures of the rib cage, thoracic or lumbar spine,
and pelvic ring, with a currently unknown clinical relevance.
Four of the studies addressed this issue and reported about
the clinical and surgical outcomes of the target population as
secondary outcomes.19–21 24 An increased (more accurate) detection of posterior pelvic ring fractures led to an increase in surgical
therapy, whereby, in these patients, early CT examination shortened the hospital LOS in patients treated surgically.21 However,
when the treatment policy of pelvic ring fractures of an institution
obviates surgical treatment, an increase in CT-detected posterior
pelvic ring fractures did not influence the hospital admission
rates and hospital LOS.24 Furthermore, an accurate diagnosis
of rib fractures does not result in differences in hospital LOS,
ICU admission rate or in-hospital mortality (7.3% without rib
fractures vs. 10.3% with rib fractures), without adjustment for
overall injury severity.19 The most comprehensive retrospective
assessment of accurate fracture detection including the spine, rib
cage, and pelvic ring demonstrated that the rate of surgical treatment and intervention was not different, if different imaging
strategies (only XR, only CT, XR and CT) were compared.20
However, the retrospective design of all of these studies does not
permit a conclusive determination of whether the accurate diagnosis of fractures significantly alters clinical or surgical outcomes.
Current poor evidence demands future prospective randomized
clinical trials, to assess whether a safe diagnosis of fractures in
the older adults with LEF is beneficial for resource management
(eg, ED LOS), clinical and surgical decision making, diagnostic
and treatment costs, risk of radiation and, most importantly,
patient-centered clinical outcomes.30
This systematic review has some strengths and limitations.
Strengths of our study were a well-defined search protocol and
comprehensive search strategy across multiple databases and
strict adherence to the PRISMA guidelines. Furthermore, we
focused only on studies that evaluated CT imaging as the gold
standard for fracture diagnosis in the ED setting or within a
short-term period after the initial fall incident. The major limitation of our study is the lack of available high-quality evidence
on this subject. Our systematic database search did not retrieve
randomized controlled trials or high-
quality non-
randomized
trials, therefore, the evidence generated is considered weak, at
best. By expanding the inclusion criterion ‘Population’ we were
able to include studies with patients aged ≥55 years or all-comer
populations with a majority (≥50%) of patients aged ≥65 years
or all-trauma populations with a majority (≥50%) of patients
who sustained an LEF. This strategy retrieved nine additional
studies for review. Second, there was a significant heterogeneity between the studies, due to variations in study quality, end
points and outcomes as well as different inclusion criteria and
patient selection. Therefore, we deemed a meta-analysis to be
not feasible. Third, applying QUADAS criteria for quality assessment, this revealed an overall high risk of bias of the studies
and across the studies, mainly concerning patients’ spectrum,
test execution, and diagnostic review performance. Finally,
the reviewers who assessed study quality and risk of bias were
not blinded to the authors’ names nor the institution in which
the study was conducted nor to the journal in which the study
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was published. This approach could potentially lead to bias in
scoring the methodological quality of the studies. Therefore, the
results of this study should be interpreted with these shortcomings in mind.

CONCLUSION

In conclusion, we found that high-quality evidence on accurate imaging of fractures in older adults with LEF in the ED
is missing. Evidence from available studies indicate that XR
lacks accuracy for the diagnosis of fractures of the pelvic ring,
thoracic and lumbar spine, and rib cage. High-quality randomized prospective trials are warranted to provide conclusive
information about the utilization of first-line CT examination
in patients with low-energy trauma and the clinical suspicion of
fractures. Since the benefit of diagnosing every fracture in the
ED is currently unknown, future trials should therefore consider
patient-centered outcomes as well. Lastly, the benefits and the
potential drawbacks of first-line CT imaging, such as overdiagnosis or incidental findings, leading to further downstream
testing and even surgical interventions, should be evaluated.
Acknowledgements The authors thank Hannah Ewald, Benjamin Speich and
Lars Hemkens from the Clinical Trial Unit of the University Hospital Basel and Birgit
Landsherr from University Hospital Munich for assistance and support with database
queries, Duncan Shabb, Basel and Eduardo Suero from University Hospital Munich
for language editing of the manuscript.
Contributors VP, CHN and RB conceived and designed the study. VP, CHN and
RB supervised the data collection. VP and AL selected abstracts, extracted data and
evaluated study quality. VP and AL drafted the article and all authors contributed
substantially towards its revision. VP takes responsibility for the article as a whole.
Funding VP and RB obtained research funding from the University Hospital Basel.
Competing interests None declared.
Patient consent for publication Not required.
Provenance and peer review Not commissioned; externally peer reviewed.
Open access This is an open access article distributed in accordance with the
Creative Commons Attribution Non Commercial (CC BY-NC 4.0) license, which
permits others to distribute, remix, adapt, build upon this work non-commercially,
and license their derivative works on different terms, provided the original work is
properly cited, appropriate credit is given, any changes made indicated, and the use
is non-commercial. See: http://creativecommons.org/licenses/by-nc/4.0/.
ORCID iD
Vera Pedersen http://orcid.org/0000-0003-0542-5684

REFERENCES

1. Shankar K, Liu S, Ganz D. Trends and characteristics of emergency department
visits for fall-related injuries in older adults, 2003-2010. West J Emerg Med
2017;18:785–93.
2. Dellinger AM, Stevens JA. The injury problem among older adults: mortality, morbidity
and costs. J Safety Res 2006;37:519–22.
3. Carpenter CR, Cameron A, Ganz DA, Liu S. Older adult falls in emergency Medicine-A
sentinel event. Clin Geriatr Med 2018;34:355–67.
4. Bhattacharya B, Maung A, Schuster K, Davis KA. The older they are the harder
they fall: injury patterns and outcomes by age after ground level falls. Injury
2016;47:1955–9.
5. World Health Organization (WHO). Falls. 2018. www.who.int/news-room/f act-sheets/
detail/falls (27 Nov 2018).
6. Trauma Audit and Research Network (TARN). Major Trauma in Older People. 2017.
https://www.tarn.ac.uk/content/downloads/3793/Major%20Trauma%20in%
20Older%2 0People%202017.pdf (7 Sep 2018).

7. Carpenter CR, Arendts G, Hullick C, Nagaraj G, Cooper Z, Burkett E. Major trauma in
the older patient: evolving trauma care beyond management of bumps and bruises.
Emerg Med Australas 2017;29:450–5.
8. Parker S, Afsharpad A. Ground-Level geriatric falls: a not-so-minor mechanism of
injury. Case Rep Orthop 2014;2014:1–5.
9. Rich C, Rayner J, Raukar N. Nondisplaced pubic ramus fracture associated with
exsanguination and death. Am J Emerg Med 2018;36:342.e1–342.e2.
10. Krappinger D, Zegg M, Jeske C, El Attal R, Blauth M, Rieger M. Hemorrhage after low-
energy pelvic trauma. J Trauma Acute Care Surg 2012;72:437–42.
11. Etgen T, Rieder G. Fatality from minor cervical trauma in ankylosing spondylitis. BMJ
Case Rep 2009;2009:bcr1220081400.
12. Leone A, Marino M, Dell’Atti C, Zecchi V, Magarelli N, Colosimo C. Spinal fractures in
patients with ankylosing spondylitis. Rheumatol Int 2016;36:1335–46.
13. Street M, Mohebbi M, Berry D, Cross A, Considine J. Influences on emergency
department length of stay for older people. Eur J Emerg Med 2018;25:242–9.
14. Liberati A, Altman DG, Tetzlaff J, Mulrow C, Gøtzsche PC, Ioannidis JPA, Clarke
M, Devereaux PJ, Kleijnen J, Moher D, et al. The PRISMA statement for reporting
systematic reviews and meta-analyses of studies that evaluate health care
interventions: explanation and elaboration. Ann Intern Med 2009;151:W–94.
15. O’Connor D, Green S, Higgins JPT. Defining the review question and developing
criteria for including studies. In: Higgins JPT, Green S, Cochrane Handbook for
systematic reviews of interventions version 5.0.0: The Cochrane Collaboration,
2008.
16. Wells GA, Shea B, O’Connell D. The Newcastle-Ottawa Scale (NOS) for assessing
the quality of nonrandomised studies in meta-analyses. 2009. http://www.ohri.ca/
programs/clinical_epidemiology/oxford.asp.
17. Whiting P, Rutjes AWS, Reitsma JB, Bossuyt PMM, Kleijnen J. The development of
QUADAS: a tool for the quality assessment of studies of diagnostic accuracy included
in systematic reviews. BMC Med Res Methodol 2003;3:25.
18. Westwood ME, Whiting PF, Kleijnen J. How does study quality affect the results of a
diagnostic meta-analysis? BMC Med Res Methodol 2005;5:20.
19. Singleton JM, Bilello LA, Canham LS, Levenson RB, Lopez GJ, Tadiri SP, Shapiro NI,
Rosen CL. Chest computed tomography imaging utility for radiographically occult rib
fractures in elderly fall-injured patients. J Trauma Acute Care Surg 2019;86:838–43.
20. Lampart A, Arnold I, Mäder N, Niedermeier S, Escher A, Stahl R, Trumm C,
Kammerlander C, Böcker W, Nickel C, et al. Prevalence of fractures and diagnostic
accuracy of emergency X-ray in older adults sustaining a low-energy fall: a
retrospective study. J Clin Med 2019;9:97.
21. Böhme J, Höch A, Boldt A, Josten C. [Influence of routine CT examination on fracture
classification and therapy for pelvic ring fractures in patients aged over 65 years old].
Z Orthop Unfall 2012;150:477–83.
22. Dunker D, Collin D, Göthlin JH, Geijer M. High clinical utility of computed tomography
compared to radiography in elderly patients with occult hip fracture after low-energy
trauma. Emerg Radiol 2012;19:135–9.
23. Heikal S, Riou P, Jones L. The use of computed tomography in identifying radiologically
occult hip fractures in the elderly. Ann R Coll Surg Engl 2014;96:234–7.
24. Natoli RM, Fogel HA, Holt D, Schiff A, Bernstein M, Summers HD, Lack W. Advanced
imaging lacks clinical utility in treating geriatric pelvic ring injuries caused by low-
energy trauma. J Orthop Trauma 2017;31:194–9.
25. Schicho A, Schmidt SA, Seeber K, Olivier A, Richter PH, Gebhard F. Pelvic X-ray misses
out on detecting sacral fractures in the elderly - Importance of CT imaging in blunt
pelvic trauma. Injury 2016;47:707–10.
26. Thomas RW, Williams HLM, Carpenter EC, Lyons K. The validity of investigating occult
hip fractures using multidetector CT. Br J Radiol 2016;89:20150250.
27. Nüchtern JV, Hartel MJ, Henes FO, Groth M, Jauch SY, Haegele J, Briem D, Hoffmann
M, Lehmann W, Rueger JM, et al. Significance of clinical examination, CT and MRI
scan in the diagnosis of posterior pelvic ring fractures. Injury 2015;46:315–9.
28. Karul M, Bannas P, Schoennagel BP, Hoffmann A, Wedegaertner U, Adam G,
Yamamura J. Fractures of the thoracic spine in patients with minor trauma:
comparison of diagnostic accuracy and dose of biplane radiography and MDCT. Eur J
Radiol 2013;82:1273–7.
29. Eggenberger E, Hildebrand G, Vang S, Ly A, Ward C. Use of CT vs. MRI for diagnosis
of hip or pelvic fractures in elderly patients after low energy trauma. Iowa Orthop J
2019;39:179–83.
30. Hoffman JR, Carpenter CR, Overtesting GA. Guarding against Overtesting,
overdiagnosis, and overtreatment of older adults: thinking beyond
imaging and injuries to weigh harms and benefits. J Am Geriatr Soc
2017;65:903–5.

Pedersen V, et al. Trauma Surg Acute Care Open 2020;5:e000560. doi:10.1136/tsaco-2020-000560

5

Trauma Surg Acute Care Open: first published as 10.1136/tsaco-2020-000560 on 3 November 2020. Downloaded from http://tsaco.bmj.com/ on January 24, 2022 by guest. Protected by
copyright.

Open access

