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Effect of whole-body CT during trauma resuscitation on
survival: a retrospective, multicentre study
Stefan Huber-Wagner, Rolf Lefering, Lars-Mikael Qvick, Markus Körner, Michael V Kay, Klaus-Jürgen Pfeifer, Maximilian Reiser, Wolf Mutschler,
Karl-Georg Kanz, on behalf of the Working Group on Polytrauma of the German Trauma Society*

Summary

Background The number of trauma centres using whole-body CT for early assessment of primary trauma is increasing.
There is no evidence to suggest that use of whole-body CT has any eﬀect on the outcome of patients with major
trauma. We therefore compared the probability of survival in patients with blunt trauma who had whole-body CT
during resuscitation with those who had not.
Methods In a retrospective, multicentre study, we used the data recorded in the trauma registry of the German Trauma
Society to calculate the probability of survival according to the trauma and injury severity score (TRISS), revised injury
severity classification (RISC) score, and standardised mortality ratio (SMR, ratio of recorded to expected mortality) for
4621 patients with blunt trauma given whole-body or non-whole-body CT.
Findings 1494 (32%) of 4621 patients were given whole-body CT. Mean age was 42·6 years (SD 20·7), 3364 (73%) were
men, and mean injury-severity score was 29·7 (13·0). SMR based on TRISS was 0·745 (95% CI 0·633–0·859) for
patients given whole-body CT versus 1·023 (0·909–1·137) for those given non-whole-body CT (p<0·001). SMR based
on the RISC score was 0·865 (0·774–0·956) for patients given whole-body CT versus 1·034 (0·959–1·109) for those
given non-whole-body CT (p=0·017). The relative reduction in mortality based on TRISS was 25% (14–37) versus
13% (4–23) based on RISC score. Multivariate adjustment for hospital level, year of trauma, and potential centre
eﬀects confirmed that whole-body CT is an independent predictor for survival (p≤0·002). The number needed to scan
was 17 based on TRISS and 32 based on RISC calculation.
Interpretation Integration of whole-body CT into early trauma care significantly increased the probability of survival
in patients with polytrauma. Whole-body CT is recommended as a standard diagnostic method during the early
resuscitation phase for patients with polytrauma.
Funding None.

Introduction
Improvements in technology have brought about a
change in the use of CT in trauma treatment. The
introduction of spiral CT into clinical routine in the
early 1990s has revolutionised diagnostic radiology.1
In 1998, the introduction of multislice CT, with up to
eight-fold reduction in scan times (data acquisition
time), made whole-body CT technically feasible,2,3
leading to considerations of how to integrate it as a
screening technique early in trauma-room treatment.4–7
The process quality of whole-body CT has been proven
in several studies4,6–14 that confirm its feasibility, high
diagnostic safety, and substantial reduction in scan time.
Whether the advantages of this technique justify its use
against cost and radiation exposure is controversial.15,16
Nevertheless, an increasing number of trauma centres is
using it during the early resuscitation phase, even in
haemodynamically unstable patients, because it is
thought to be an eﬀective method. To the best of our
knowledge, whole-body CT was first reported to be
feasible during early trauma care in 1997 by Löw17 and
in 2001 by Ptak6 and their colleagues. In five consecutive,
haemodynamically stable patients with trauma, Ptak6
showed that single-pass whole-body CT was safe. This
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safety was also confirmed in other studies.4–8,10,13,18
Multislice whole-body CT is time saving compared with
conventional radiological diagnostic techniques, such as
ultrasonography, radiography, or non-multislice CT.4,6,7,10,12
However, to date, the benefit of whole-body CT on
mortality in patients with major trauma has not yet been
proven. We assessed whether whole-body CT during
trauma-room treatment has an eﬀect on the mortality of
severely injured patients. We postulated that whole-body
CT has a positive eﬀect on mortality in patients with
trauma.
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Methods

Data gathering
The trauma registry of the German Trauma Society was
started in 1993 by the society’s Working Group on
Polytrauma to prospectively gather multicentre data
about people with polytrauma living in German-speaking
countries (Germany, Austria, and Switzerland). Parameters for prehospital and trauma-room treatments, and
subsequent treatment in the intensive care unit, are
continuously inputted into a web-based data server. Every
patient admitted to one of the participating trauma
hospitals with an injury severity score of at least 16 or
1455
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who has been treated in the intensive care unit is recorded
for the registry. Data are submitted to a central database
that is hosted by the Institute for Research in Operative
Medicine at the University of Witten/Herdecke,
Cologne, Germany. Irreversible data anonymity is
guaranteed for the patient and participating hospital.
The registry records epidemiological, physiological,
laboratory, diagnostic, operative, interventional, and
intensive-care medical data, and injury-severity scores
and outcome data.19 The specific parameter whole-body
CT has been recorded since 2002. We therefore analysed
the database for 2002–04, containing information on
9259 patients.
Inclusion criteria were blunt trauma, injury-severity
score of at least 16, and available information about
whole-body CT during trauma-room treatment. Only
those patients who were admitted directly from the
incident scene, and not transferred from other hospitals,
were included. 196 patients with penetrating trauma were
excluded. This study has received the full approval of the
ethics committee of the Ludwig-Maximilians-University
of Munich, Germany.
Whole-body CT is an unenhanced CT of the head
followed by contrast-enhanced CT of the chest,
abdomen, and pelvis, including the complete spine. It
can be done as single-pass or segmented whole-body
CT. By contrast, no CT or only dedicated CT of one or
combined body regions was done for non-wholebody CT.
Whether or not a patient received whole-body CT
depended on the type of CT scanners and local
emergency-department protocol. Participating hospitals
were free to choose their own diagnostic algorithms.
Information about the location of the CT scanner (in or
near the trauma room or in the department of radiology)
is not recorded in the trauma registry. Detailed
information about the specific assessment protocols,
such as collimation, slice thickness, and delay after
injection of contrast material, were not available. The
time to complete a whole-body CT is not recorded in
the registry and can be estimated to take about 6–16 min,
depending on the local conditions for each trauma
centre.10,12

Statistical analysis
We did a descriptive data analysis that included a
comparison of patients given whole-body CT with those
given non-whole-body CT using two-sided χ² test and
Mann-Whitney U test. We then did an outcome analysis
to calculate the trauma and injury-severity score
(TRISS), revised injury severity classification (RISC)
score, and standardised mortality ratio (SMR; ratio of
recorded to expected mortality). For comparison of
mortality in patients given whole-body CT with those
given non-whole-body CT, we chose a risk-adjusted
approach (TRISS and RISC calculation). Survival was
defined as survival to discharge.
1456

TRISS was first introduced in 1983. It is used to
roughly predict the probability of survival of a patient; it
combines physiological and anatomical derangements
that arise after injury. This score combines the revised
trauma score,20 which consists of on-the-scene Glasgow
coma scale, systolic blood pressure, and respiratory rate,
with the discharge diagnoses, age, and mechanism of
trauma (blunt vs penetrating) based on the injury-severity
score.21,22 TRISS is the most widely used method for
measurement of expected outcome in patients with
trauma, and the probability of survival after blunt
trauma is calculated with the following formula:22
1/(1 + e–x ); x=0·9544 × RTS – 0·0768 × ISS – 1·9052
× ( AGE ) – 1·2470 ( formula 1)
e is 2·7182818 (base of the natural logarithm [Euler’s
number]), RTS is revised trauma score, ISS is
injury-severity score, and age is 0 for patients younger
than 55 years, and 1 for those 55 years or older. Although
TRISS is widely used, it has limitations. The main
limitation is the reduced applicability due to missing
physiological parameters, particularly the respiratory
rate. This rate is not recorded by the emergency teams at
the scene of the trauma in about 33% of cases in the
trauma registry. Other variables with proven eﬀect on
the outcome, like the base excess or coagulatory
parameters, are not used for calculation of TRISS.23
When applied to the data in the registry, the
TRISS-calculated prognosis is about 4–5% greater than
the recorded mortality rate; therefore use of this score
might result in an overestimation of the probability of
death.
To increase the applicability and predictive accuracy,
the Institute for Research in Operative Medicine
developed the RISC score for calculation of the
probability of death in patients with trauma. This score
was developed with data from 2009 patients in the
trauma registry (1993–2000) and has been validated for
3475 patients (2001–03). It is calculated on the basis of
more variables than is TRISS (table 1). Other variables
are substituted when values are missing—eg, missing
partial thromboplastin time is substituted for
thromboplastin time. RISC-score-adjusted outcome
comparisons have been routinely reported every year by
the trauma registry since 2003.24 The probability of
death is calculated with the following formula:
1 /(1 + e–x ); x=5·0 + coeﬃcients ( formula 2)
Area under the curve of the receiver operator characteristic is 0·906 (95% CI 0·895–0·918) for the RISC score
and 0·875 (0·863–0·887) for TRISS. Goodness of fit
according to Hosmer and colleagues25 is significantly
better for the RISC score than for TRISS. Lefering’s26
calculations were based on valid data from about
5000 patients in the trauma registry that could be used
www.thelancet.com Vol 373 April 25, 2009
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Coefficient
Age (years)
55–64

–1·0

65–74

–2·0

≥75

–2·3

New ISS (points)
1–75 (per point)

–0·03

Head injury (AIS points)
4

–0·5

5/6

–1·8

Limb injury (AIS points)
5

–1·0

GCS (points)
3–5

–0·9

PTT (s)

Total (n=4621) Whole-body CT
(n=1494)
Age (years)
Men
Shock on scene (SBP
<90 mm Hg)
Intubation
GCS on scene (points)

353 (24%)

616 (20%)

0·004

2740 (59%)

1035 (69%)

1704 (55%)

<0·001

10·3 (4·8)

9·9 (4·8)

10·4 (4·8)

0·002

444 (14%)

0·005

Haemoglobin concentration (g/L)

113 (30)

110 (28)

114 (30)

<0·001

Thromboplastin time (%)

74·9 (23·3)

73·1 (22·3)

75·9 (23·8)

<0·001

Base excess (mmol/L)

–3·7 (5·0)

–4·1 (4·8)

–3·5 (5·1)

<0·001

41·7 (33·9)

35·5 (26·5)

46·6 (37·5)

<0·001

–1·0

Operation

–1·2

Massive blood transfusion until
ICU (≥10 PRBC transfused)

–0·8

Multiorgan failure*

–2·7

Ventilation time (days)

–2·5

970 (21%)

260 (17%)

≥80

Yes

0·49

707 (15%)

50–79

Cardiorespiratory arrest

0·85

2267 (73%)

Shock on admission
(SBP <90 mm Hg)

Time from trauma-room
admission to CT (min)

≤–20

42·7 (20·8)

1098 (74%)

Trauma room/in hospital

–0·8

–9·0 to –19·9

42·5 (20·3)

3364 (73%)

Prehospital

40–49

Base excess (mmol/L)

42·6 (20·7)

Non-whole-body p value
CT (n=3127)

3581 (78%)

1264 (85%)

2258 (72%)

<0·001

425 (9%)

160 (11%)

266 (9%)

0·015

1229 (27%)

569 (38%)

644 (21%)

<0·001

8·7 (12·8)

10·2 (14·1)

7·9 (12·1)

<0·001

ICU stay (days)

12·5 (14·7)

14·2 (15·6)

11·7 (14·2)

<0·001

Hospital stay (days)

26·0 (30·2)

28·2 (33·4)

25·0 (28·4)

0·002

Abbreviated injury scale (≥3)

Bleeding signs (n)*
–0·4

Head

2768 (60%)

884 (59%)

1882 (60%)

0·51

2

–0·8

Thorax

2625 (57%)

1035 (69%)

1589 (51%)

<0·001

3

–1·6

Abdomen

1049 (23%)

390 (26%)

660 (21%)

<0·001

5·0

Extremities

1687 (37%)

614 (41%)

1073 (34%)

<0·001

1

Constant

AIS=abbreviated injury scale. GCS=Glasgow coma scale. ISS=injury-severity score.
PTT=partial thromboplastin time. *Systolic blood pressure <90 mm Hg, or
haemoglobin concentration <90 g/L or ≥ 10 units of packed red blood cells.

Table 1: Revised injury severity classification (RISC) score

for calculation of TRISS or RISC score, or both.
Comparison of these two scores shows better precision,
discrimination, and calibration for the RISC score than
for TRISS.24–27
RISC and TRISS scores were used to deduce the expected
mortality for inclusion in calculation of SMR. If SMR is 1,
then the calculated mortality rate is identical to the recorded
rate; less than 1 means that more patients than expected
survive; and a ratio greater than 1 means fewer patients
than predicted survive. We calculated 95% CIs when
appropriate. Significance was assessed at p<0·05. We did
the statistical analysis using SPSS (version 15.0).
To find out whether whole-body CT is significantly
associated with the risk of death, we calculated logistic
regression models in which this CT had been tested with
the well known prognostic indices of TRISS, RISC score
(models 1 and 2), and other potential interfering factors
like hospital level (I, II, or III) or year of the trauma
(models 3 and 4). We did sensitivity analysis for potential
centre eﬀects by assessing whole-body CT×hospital
interaction terms, with inclusion of the term hospital as
an independent predictor in the logistic regression
www.thelancet.com Vol 373 April 25, 2009

Injury-severity score (points)

29·7 13·0)

32·4 (13·6)

28·4 (12·4)

<0·001

Mortality rate
24 h

518 (11%)

146 (10%)

372 (12%)

0·038

Overall

998 (22%)

306 (21%)

691 (22%)

0·21

Data are number (%) or mean (SD), unless otherwise indicated. GCS=Glasgow Coma Scale. ICU=intensive care unit.
PRBC=packed red blood cells. SBP=systolic blood pressure. *Defined as organ failure of two systems of
>2 sepsis-related organ-failure assessment-score points for at least 2 days.28

Table 2: Characteristics of patients with polytrauma with information about CT during trauma-room
treatment

models. The dependent (target) variable was hospitalrelated mortality. To correctly include these probabilities
into the logistic model, we transformed them with the
inverse logistic function:
x=ln [1/p –1]
in which p is the score probability and x is identical to
that in formulas 1 and 2 into values that were appropriate
for logistic modelling. We analysed each prognostic score
separately.

Role of the funding source
There was no funding for this study. The corresponding
author had full access to all the data in the study and had
final responsibility for the decision to submit for
publication.
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Results
4621 of 9259 patients met the inclusion criteria.
1494 (32%) of 4621 patients underwent whole-body CT
during early resuscitation phase, 3127 (68%) did not.
697 (22%) of 3127 patients assigned to non-whole-body
CT did not undergo any kind of CT and 2430 (78%)
were given selective organ CTs (2024 [83%] head,
863 [36%] thorax, 627 [26%] abdomen, 416 [17%] pelvis,
and 960 [40%] spine).
The mean time from trauma-room admission to
starting whole-body CT was significantly shorter than
that for non-whole-body CT (table 2). We did not note
any adverse eﬀects that could be attributed to whole-body
CT. The TRISS method could be applied to 2259 of
4621 patients meeting the inclusion criteria. 800 patients
with TRISS prognosis received whole-body CT, 1459 did
25

p<0·001

p=0·66

p=0·017

23·2

p=0·42
23·0
20·6

20

Mortality rate (%)

17·1
15

10

5

17·3

17·5

19·9

21·3

0
Whole-body Non-whole-body
CT
CT
(n=1459)
(n=800)
TRISS prognosis

Whole-body Non-whole-body
CT
CT
(n=2713)
(n=1400)
RISC-score prognosis

Figure: Effect of whole-body CT on outcome
Grey columns represent the recorded mortality rates. Error bars represent 95% CI.
Green bars show that the recorded mortality rates are lower than the predicted
rates. Red bars show that the recorded mortality rates are higher than the
predicted rates. RISC=revised injury severity classification. TRISS=trauma and
injury severity score.
Regression coefficient β

p value

Odds ratio (eβ; 95% CI)

Model 1: TRISS+whole-body CT (n=2259)
TRISS*

–0·62

<0·001

0·54 (0·51–0·58)

Whole-body CT

–0·42

0·002

0·66 (0·50–0·86)

Constant

–0·34

<0·001

··

Model 2: RISC+whole-body CT (n=4113)
0·92

<0·001

2·50 (2·35–2·66)

Whole-body CT

RISC score*

–0·37

<0·001

0·69 (0·58–0·85)

Constant

–0·02

<0·81

··

RISC=revised injury severity classification. TRISS=trauma and injury severity score. *Inverse logistic transformation of
the predicted outcome probability of TRISS (survival) or RISC score (mortality).

Table 3: Logistic regression models 1 (TRISS+whole-body CT) and 2 (RISC score+whole-body CT)

1458

not. The recorded mortality rate for patients given
whole-body CT was 138 (17%) and was significantly lower
than the 186 (23%) predicted with TRISS (p<0·001). The
absolute risk reduction was 5·9%, representing a relative
reduction of 25% (95% CI 14–37). For 1459 patients given
non-whole-body CT, the recorded mortality rate was 255
(18%) and higher than 250 (17%) predicted with TRISS
(p=0·66). The SMR for 800 patients given whole-body
CT was 0·745 (0·633–0·859), which meant that the
recorded mortality rate was significantly lower than that
predicted with TRISS. The SMR for 1459 patients given
non-whole-body CT was 1·023 (0·909–1·137) with a
recorded mortality rate higher than predicted with TRISS
(figure). The number needed to treat or, better, the
number needed to scan based on TRISS was 17 for
whole-body CT.
The RISC calculation could be done in 4113 patients.
1400 patients with RISC prognosis received whole-body
CT, 2713 did not. The recorded mortality rate for patients
given whole-body CT was 279 (20%) and thus significantly
lower than 322 (23%) predicted with the RISC score
(p=0·017). The absolute risk reduction was 3·1%,
representing a relative reduction in mortality of
13% (95% CI 4–23). The recorded mortality rate was 578
(21%) of 2713 patients given non-whole-body CT and
higher than 559 (21%) predicted with the RISC
score (p=0·42). The SMR for 1400 patients given
whole-body CT was 0·865 (0·774–0·956), which meant
that the recorded mortality rate was significantly lower
than that predicted with the RISC score. The SMR for the
2713 patients given non-whole-body CT was 1·034
(0·959–1·109); therefore, the recorded mortality rate was
higher than predicted with the RISC score (figure). The
number needed to scan based on the RISC score was 32
for whole-body CT. The non-overlapping CIs of SMR for
TRISS and RISC-score calculations show that the recorded
diﬀerences are significant.
Logistic regression analysis of whole-body CT with the
well known prognostic indices of TRISS or RISC score
showed that this CT is an independent predictor for
survival that significantly adds predictive power to the
model (p≤0·002). Table 3 shows the results of models 1
(TRISS+whole-body CT) and 2 (RISC score+whole-body
CT). The size of the eﬀect suggests that the odds of survival
could be increased by about a third if whole-body CT is
done. The same eﬀect was noted with models 3 and 4 for
logistic regression analysis (table 4; table 5) even with
additional adjustment for hospital level and year of trauma.
The findings remained stable and robust even after
adjustment for potential centre eﬀects.

Discussion
The probability of survival, based on TRISS, RISC-score,
and SMR, increased significantly for patients given
whole-body CT compared with non-whole-body CT. The
mean injury-severity score for patients with severe blunt
trauma in our study was similar to that in other studies on
www.thelancet.com Vol 373 April 25, 2009
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Regression
p value
coefficient β

Odds ratio
(eβ; 95% CI)

Regression
coefficient β

TRISS*

–0·62

<0·001

0·54 (0·51–0·58)

RISC score*

Whole-body CT

–0·42

0·002

0·66 (0·50–0·86)

Whole-body CT

Level

p value

Odds ratio
(eβ; 95% CI)

0·92

<0·001

2·50 (2·35–2·66)

–0·38

0·001

0·69 (0·55–0·85)

Level

I (reference)

··

0·67

··

I (reference)

··

0·96

··

II

0·08

0·62

1·08 (0·80–1·47)

II

0·11

0·93

1·01 (0·79–1·30)

III

0·38

0·44

1·46 (0·57–3·76)

III

–0·12

0·81

0·89 (0·35–2·29)

Year

Year

2002 (reference)

··

0·73

··

2002 (reference)

··

0·68

··

2003

0·11

0·50

1·12 (0·82–1·52)

2003

0·06

0·62

1·06 (0·84–1·35)

2004

–0·01

0·99

1·00 (0·74–1·35)

2004

–0·05

0·70

0·95 (0·75–1·22)

Constant

–0·39

0·002

··

Constant

–0·02

0·82

··

TRISS=trauma and injury severity score. *Inverse logistic transformation of the
TRISS-predicted probability of survival.

RISC=revised injury severity classification. *Inverse logistic transformation of the
RISC-score-predicted probability of death.

Table 4: Logistic regression model 3 (TRISS+whole-body CT+level of
hospital+year) based on data from 2259 patients

Table 5: Logistic regression model 4 (RISC+whole-body CT+level of
hospital+year) based on data from 4113 patients

whole-body CT.7,12 Patients given whole-body CT had a
significantly higher injury-severity score than did those
given non-whole-body CT (table 2). Furthermore, the mean
time from trauma-room admission to beginning
whole-body CT was significantly shorter than for an
organ-selective CT. This diﬀerence could be explained by
the fact that more CT scanners are located inside or near
the trauma room and an increasing number of trauma
centres do whole-body CT during the early resuscitation
phase. Of note, every fifth patient who underwent
whole-body CT was in shock at the scene of the trauma
and every sixth patient at the time of trauma-room
admission.
To estimate radiation exposure, an eﬀective radiation
dose is assumed to be 10–20 mSv for a whole-body CT,
5–16 mSv for a selective-organ CT, and 2 mSv for a
conventional radiography series (chest, vertebral column,
pelvis).29 However, the eﬀective dose for particular organs
can accumulate and thereby potentially increase an
individual’s risk of cancer.30 Despite the patient’s size, the
dose is strongly dependent on parameters and protocols
used for CT.14,31 Comparison of diﬀerent protocols for
whole-body CT shows that those for single-pass
acquisition result in lower radiation exposure than do
segmented, partially overlapping protocols.14,31
Whole-body CT is associated with greater radiation
exposure than is CT targeted to a particular organ and
anatomical area. The potentially harmful eﬀects of
increased radiation exposure have to be weighed
against the better diagnostic accuracy of the whole-body
technique. Even if increased risk of developing cancer
years or decades later cannot be neglected, a swift,
accurate, and comprehensive diagnosis is mandatory in
critically injured patients. To justify the increased
radiation exposure, the potential gain in diagnostic safety
should ideally result in an increased probability of
survival. Salim and colleagues13 showed that whole-body
www.thelancet.com Vol 373 April 25, 2009

CT resulted in a change of treatment in 19% of
1000 patients without obvious external signs of injuries.
Deunk and co-workers32 reported that chest or abdominal
CT resulted in a change of treatment in up to 34% of
patients with blunt trauma.
We chose a risk adjustment method by calculating
TRISS, RISC score, and SMR to compare patients given
whole-body CT with those given the non-whole-body
technique. However, score-based prognosis can only adjust
for injury severity. Additional confounding factors could be
the dedication of a centre to trauma care, level of hospital,
experience of surgeons, or therapeutic improvements over
time. Not all of these factors could be measured validly and
thus could not be accounted for. But multivariate analysis
that takes into account the hospital level and year of trauma
showed that the association of whole-body CT with
improved outcome is still substantial. We are aware that
our findings show associations rather than causalities. Our
findings suggest that integration of whole-body CT into
the early trauma resuscitation phase has an advantage on
the endpoint of survival.
The crucial factor in whole-body CT is not the exposure
of radiation but the early realisation and implementation
of the findings to the critically injured patient. We postulate
that the earlier the emergency team knows the definitive
pattern of injury, the sooner a prioritised therapeutic plan
can be developed and realised for the benefit of the patient.
Therefore whole-body CT, if done early, can replace
conventional radiography with a considerable amount of
time saved.33
Use of whole-body CT does not mean that use of
standard techniques, such as ultrasonography and
conventional radiography, will decrease. These techniques
are well established and reasonable, and should be used
as adjuncts to whole-body CT or as a backup in case of CT
failure (ie, complete shutdown or breakdown of CT before
or during the procedure). In our opinion whole-body CT
1459
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is the most comprehensive diagnostic method and should
be part of a modified advanced trauma life-support-based
treatment.
To achieve a synergistic eﬀect that increases the
probability of survival in major trauma, an existing,
functional, and structured trauma room work flow is
needed in which early whole-body CT is an integral part.
Whole-body CT without an eﬀective, structured, and
targeted resuscitative treatment will not increase the
survival rate.
Our results show the importance of having a CT scanner
near the trauma room. In our opinion, when planning or
rebuilding emergency departments, CT scanners should
be placed close to or, at best, in the trauma room.
Our study has several limitations that might bias the
results. It was not done prospectively. Because of missing
data in the trauma registry, calculations of TRISS could be
done in only 2259 (49%) and RISC score in 4113 (89%) of
4621 patients. Since the participating hospitals choose their
own diagnostic workup, indications for or against
whole-body CT were not clearly defined. The registry does
not have information about structural diﬀerences of the
participating hospitals, such as the location of the CT
scanner and transportation times between the trauma
room and CT suite. We also do not have information about
CT protocols, type of contrast enhancement, or any data
about radiation doses for the hospitals. Furthermore we do
not know which hospital, and to what extent, has
implemented the principles of advanced trauma life
support. Potentially diﬀerent intercentre consistency in
grading injuries (abbreviated injury scale or injury-severity
score) might also bias our results. The substantial
geographic and structural diﬀerences between regions
and federal states in Germany might have additional and
unquantifiable eﬀects on our results. Furthermore,
residual confounding could be caused by preferential
selection of likely survivors in centres with better
equipment or highly developed protocols to select and
undertake whole-body CT in patients who might benefit,
or by the level of experience of the attending doctors
within a centre to prefer whole-body CT and hence
provide better care to those patients given this CT.
The results of our study need to be confirmed in a
randomised controlled trial in which the safety issues
(radiation doses), treatments as a consequence of
whole-body CT, and the costs and benefits are rigorously
and prospectively assessed.
Despite these limitations, our results indicate that the
probability of survival for patients with major trauma can
be significantly increased by use of whole-body CT. On
the basis of our findings, we recommend that whole-body
CT should be integrated into the early resuscitation phase
of severely injured patients as a standard and basic
diagnostic method.
Contributors
SHW and KGK participated in the idea, planning, data analysis and
interpretation, statistical analysis, and writing the report. RL participated

1460

in the planning, data analysis and interpretation, statistical analysis, and
writing the report (methods, results, and discussion). LMQ participated
in the data analysis and interpretation, searching for publications, and
writing the report. MK participated in data interpretation, searching for
publications, and writing the report (radiological part). MVK participated
in data interpretation, language support, and writing the report. KJP and
MR participated in data interpretation and writing the report (radiological
part). WM participated in data analysis and interpretation, statistical
analysis, and writing the report. All authors have seen and approved the
final version of the report.
Working Group on Polytrauma–German Trauma Society (Deutsche Gesellschaft
für Unfallchirurgie, DGU, Sektion Notfall-, Intensivmedizin und Schwerverletztenversorgung, NIS)
A Seekamp (chairman) S Ruchholtz (chairman), R Lefering and
T Paﬀrath (both chairmen of Trauma Registry working subgroup).
Participating hospitals
Universitätsklinik der RWTH Aachen; Zentralklinikum Augsburg;
Kreiskrankenhaus Bad Hersfeld; Charité-Campus Virchow-Klinikum
Berlin; Martin-Luther-Krankenhaus Berlin; Klinikum Berlin-Buch;
BG-Unfallklinik Berlin-Mahrzahn; Krankenanstalten Gilead Bielefeld;
BG-Klinik Bochum Bergmannsheil; Knappschaftskrankenhaus der
Ruhr-Universität Bochum; Friedrich-Wilhelms-Universität Bonn;
Zentralkrankenhaus Sankt-Jürgen-Straße Bremen; Zentralkrankenhaus
Bremen Ost; Klinikum Bremerhaven-Reinkenheide; Allgemeines
Krankenhaus Celle; Klinikum Chemnitz; Klinikum Dessau;
Klinikum Lippe-Detmold; Krankenhaus Dresden-Neustadt; Technische
Universität Dresden; Krankenhaus Dresden-Friedrichstadt;
Heinrich-Heine-Universität Düsseldorf; Klinikum Erfurt;
Kreiskrankenhaus Eschwege; Universitätsklinikum Essen; Evang.
Krankenhaus Lutherhaus Essen; BG Unfallklinik Frankfurt/Main;
Universitätsklinik Frankfurt/Main; Klinikum Frankfurt/Oder; Klinikum
Fürth; Johanniter-Krankenhaus Geesthacht; Städtisches Klinikum
Görlitz; Klinik an Eichert Göppingen; Georg-August-Universität
Göttingen; Universität Graz (Österreich); Allg Unfallvericherungsanstalt
Graz (Österreich); Kreiskrankenhaus Grevenbroich; Universitätsklinik
Groningen (Niederlande); Kreiskrankenhaus Gummersbach;
BG-Unfallkrankenhaus Hamburg; Kreiskrankenhaus Hameln;
Medizinische Hochschule Hannover; Krankenhaus
Hannover-Nordstadt; Friederikenstift Hannover; Ev Krankenhaus
Hattingen; Orthopäd. Universitätsklinik Heidelberg; St Bernward
Krankenhaus Hildesheim; Universität des Saarlandes Homburg/Saar;
Waldviertel Klinikum Horn (Österreich); LKH Judenburg-Knittelfeld
(Österreich); Städt. Klinikum Karlsruhe; Christian-Albrechts-Universität
Kiel; Chirurgischer Lehrstuhl der Universität zu Köln; Städt. Klinikum
Köln-Merheim; Allg öﬀ Krankenhaus Krems/Donau (Österreich); Städt.
Klinikum St. Georg Leipzig; Universität Leipzig; Ev. Krankenhaus
Lengerich; Allg öﬀentl. Krankenhaus Linz (Österreich); Ev.
Krankenhaus Lippstadt; Universitätsklinikum Lübeck; BG Unfallklinik
Ludwigshafen; St.-Marien-Hospital Lünen; Krankenhaus Altstadt; Städt.
Klinikum Magdeburg; Otto-von-Guericke-Universität Magdeburg;
Johannes-Gutenberg-Universität Mainz; Universitätsklinikum
Mannheim; Universität Marburg; Klinikum Minden; Krankenhaus
Maria Hilf Mönchengladbach; Klinikum der Universität
München–Chirurgische Klinik–Campus
Innenstadt–Ludwig–Maximilians-Universität München/LMU; Städt.
Krankenhaus München-Harlaching; Westfälische Wilhelms-Universität
Münster; BG-Unfallklinik Murnau; Lukaskrankenhaus der Städt.
Kliniken Neuss; Marienhospital Osnabrück; Vogtland Klinikum Plauen;
Klinikum Remscheid; Klinikum Rosenheim; Sana-Krankenhaus Rügen;
St Johanns-Spital - Landeskrankenhaus Salzburg (Österreich);
Diakonissenkrankenhaus Schwäbisch Hall; Kreiskrankenhaus Soltau;
Johanniter-Krankenhaus der Altmark Stendal; Kreiskrankenhaus
Traunstein; BG-Unfallklinik Tübingen; Bundeswehrkrankenhaus Ulm;
Universitätsklinik Ulm; Klinikum der Stadt Villingen-Schwenningen;
Klinikum Weiden/Opfz; Asklepios Kreiskrankenhaus Weißenfels;
Donauspital Wien (Österreich); Ferdinand-Sauerbruch-Klinikum
Wuppertal; Julius-Maximilians-Universität Würzburg; Universitätsspital
ETH Zürich (Schweiz); Rettungsstelle Zusmarshausen.
Conflict of interest statement
We declare that we have no conflict of interest.

www.thelancet.com Vol 373 April 25, 2009

Articles

Acknowledgments
The trauma registry of the German Trauma Society (Deutsche
Gesellschaft für Unfallchirurgie) was partly funded by the Deutsche
Forschungsgemeinschaft Ne 385/5 and by a grant from Novo Nordisk
A/S, Bagsvaerd, Denmark. This study is part of LMQ’s thesis and is
published with permission of the Ludwig-Maximilians-University in
Munich.
References
1
Kalender WA, Seissler W, Klotz E, Vock P. Spiral volumetric CT
with single-breath-hold technique, continuous transport, and
continuous scanner rotation. Radiology 1990; 176: 181–83.
2
Fox SH, Tanenbaum LN, Ackelsberg S, He HD, Hsieh J, Hu H.
Future directions in CT technology. Neuroimaging Clin N Am 1998;
8: 497–513.
3
Klingenbeck-Regn K, Schaller S, Flohr T, Ohnesorge B, Kopp AF,
Baum U. Subsecond multi-slice computed tomography: basics and
applications. Eur J Radiol 1999; 31: 110–24.
4
Leidner B, Beckman MO. Standardized whole-body computed
tomography as a screening tool in blunt multitrauma patients.
Emerg Radiol 2001; 8: 20–28.
5
Philipp MO, Kubin K, Hormann M, Metz VM. Radiological
emergency room management with emphasis on multidetector-row
CT. Eur J Radiol 2003; 48: 2–4.
6
Ptak T, Rhea JT, Novelline RA. Experience with a continuous,
single-pass whole-body multidetector CT protocol for trauma: the
three-minute multiple trauma CT scan. Emerg Radiol 2001;
8: 250–56.
7
Rieger M, Sparr H, Esterhammer R, et al. Modern CT diagnosis of
acute thoracic and abdominal trauma. Anaesthesist 2002;
51: 835–42.
8
Sampson MA, Colquhoun KB, Hennessy NL. Computed tomography
whole body imaging in multi-trauma: 7 years experience. Clin Radiol
2006; 61: 365–69.
9
Brown CV, Antevil JL, Sise MJ, Sack DI. Spiral computed tomography
for the diagnosis of cervical, thoracic, and lumbar spine fractures: its
time has come. J Trauma 2005; 58: 890–95.
10 Kanz KG, Korner M, Linsenmaier U, et al. Priority-oriented shock
trauma room management with the integration of multiple-view
spiral computed tomography. Unfallchirurg 2004; 107: 937–44.
11 Watura R, Cobby M, Taylor J. Multislice CT in imaging of trauma of
the spine, pelvis and complex foot injuries. Br J Radiol 2004;
77: S46–63.
12 Prokop A, Hotte H, Kruger K, Rehm KE, Isenberg J, Schiﬀer G.
Multislice CT in diagnostic work-up of polytrauma. Unfallchirurg
2006; 109: 545–50.
13 Salim A, Sangthong B, Martin M, Brown C, Plurad D,
Demetriades D. Whole body imaging in blunt multisystem trauma
patients without obvious signs of injury: results of a prospective study.
Arch Surg 2006; 141: 468–73.
14 Fanucci E, Fiaschetti V, Rotili A, Floris R, Simonetti G. Whole body
16-row multislice CT in emergency room: eﬀects of diﬀerent
protocols on scanning time, image quality and radiation exposure.
Emerg Radiol 2007; 13: 251–57.
15 Ruchholtz S, Waydhas C, Schroeder T, Piepenbrink K, Kuhl H,
Nast-Kolb D. The value of computed tomography in the early
treatment of seriously injured patients. Chirurg 2002; 73: 1005–12.
16 Rivas LA, Fishman JE, Munera F, Bajayo DE. Multislice CT in
thoracic trauma. Radiol Clin North Am 2003; 41: 599–616.

www.thelancet.com Vol 373 April 25, 2009

17
18
19

20
21
22
23

24

25
26

27
28

29
30
31

32

33

Low R, Duber C, Schweden F, Lehmann L, Blum J, Thelen M. Whole
body spiral CT in primary diagnosis of patients with multiple trauma
in emergency situations. Rofo 1997; 166: 382–88.
Fuchs T, Kachelriess M, Kalender WA. Technical advances in
multi-slice spiral CT. Eur J Radiol 2000; 36: 69–73.
Ruchholtz S. The Trauma Registry of the German Society of Trauma
Surgery as a basis for interclinical quality management. A multicenter
study of the German Society of Trauma Surgery. Unfallchirurg 2000;
103: 30–37.
Champion HR, Sacco WJ, Copes WS, Gann DS, Gennarelli TA,
Flanagan ME. A revision of the Trauma Score. J Trauma 1989;
29: 623–29.
Champion HR, Sacco WJ, Hunt TK. Trauma severity scoring to
predict mortality. World J Surg 1983; 7: 4–11.
Champion HR, Copes WS, Sacco WJ, et al. The Major Trauma
Outcome Study: establishing national norms for trauma care.
J Trauma 1990; 30: 1356–65.
Rixen D, Raum M, Bouillon B, Schlosser LE, Neugebauer E.
Predicting the outcome in severe injuries: an analysis of 2069 patients
from the trauma register of the German Society of Traumatology
(DGU). Unfallchirurg 2001; 104: 230–39.
Annual Report of the Trauma Registry of the German Trauma Society
(DGU). Cologne: Working Group on Polytrauma—German Trauma
Society (DGU), 2003. http//:www.traumaregister.de (accessed Feb 12,
2009).
Hosmer DW, Hosmer T, Le Cessie S, Lemeshow S. A comparison of
goodness-of-fit tests for the logistic regression model. Stat Med 1997;
16: 965–80.
Lefering R. Revised injury severity classification (RISC)–development
and validation of a classification system for severely injured patients
based on a large trauma registry. (Revised Injury Severity
Classification (RISC) – Entwicklung und Validierung eines
Schweregrad-Klassifikationssystems für schwerverletzte Patienten
zur Anwendung in einem nationalen Traumaregister). PhD thesis,
University Witten/Herdecke, 2007; 1–133.
Ruchholtz S, Lefering R, Paﬀrath T, et al. Reduction in mortality of
severely injured patients in Germany. Dtsch Arztebl 2008; 105: 225–31.
Vincent JL, Moreno R, Takala J, et al. The SOFA (sepsis-related organ
failure assessment) score to describe organ dysfunction/failure. On
behalf of the Working Group on Sepsis-Related Problems of the
European Society of Intensive Care Medicine. Intensive Care Med
1996; 22: 707–10.
Brenner DJ, Elliston CD. Estimated radiation risks potentially
associated with full-body CT screening. Radiology 2004; 232: 735–38.
Tien HC, Tremblay LN, Rizoli SB, et al. Radiation exposure from
diagnostic imaging in severely injured trauma patients. J Trauma
2007; 62: 151–56.
Ptak T, Rhea JT, Novelline RA. Radiation dose is reduced with a
single-pass whole-body multi-detector row CT trauma protocol
compared with a conventional segmented method: initial experience.
Radiology 2003; 229: 902–05.
Deunk J, Dekker HM, Brink M, Vugt vR, Edwards MJ, Vugt vAB. The
value of indicated computed tomography scan of the chest and
abdomen in addition to the conventional radiologic work-up for blunt
trauma patients. J Trauma 2007; 63: 757–63.
Hogan GJ, Mirvis SE, Shanmuganathan K, Scalea TM. Exclusion of
unstable cervical spine injury in obtunded patients with blunt trauma:
is MR imaging needed when multi-detector row CT findings are
normal? Radiology 2005; 237: 106–13.

1461

Correspondence

Stefan Huber-Wagner and colleagues
(April 25, p 1455)1 report a reduction
in mortality of about 30% in blunt
trauma patients who received wholebody CT compared with those who
received no CT or non-whole-body CT.
A large proportion of this apparently
protective effect might be attributable
to immortal time bias.2,3
Patients who received whole-body
CT necessarily had to survive until
the whole-body CT was done, so they
were artificially protected from death
between admission to the trauma
room and the time of CT (“immortal
person time”). Patients who died
before having received a CT were by
definition assigned to the comparison
group of patients without whole-body
CT. About 25% of deaths have been
reported to occur within the first hour
after arrival at the emergency unit,
and such deaths therefore account for
an important proportion of the total
number of fatal events.4
Since immortal time bias is
introduced by study design and not by
confounding, it cannot be overcome
by statistical adjustment. One way to
avoid this bias is to consider persontime instead of number of patients,
and to consider the time-varying
exposure status (whole-body CT vs
no whole-body CT) in a Poisson or a
Cox proportional hazard model.3
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Stefan Huber-Wagner and colleagues
conclude that “whole-body CT is recommended as a standard diagnostic
method during the early resuscitation
phase for patients with polytrauma.”
But should they really make this statement without any valid information
about its efficacy and effectiveness?
We have made mistakes in this regard
in the past. Focused abdominal sonography for trauma, originally praised
to the skies, turned out to have an
unacceptably low sensitivity2 and did
not prove superior to other algorithms.3
Huber-Wagner and colleagues are
reluctant to discuss the limitations of
their database and analyses. They do
not take into account the decline in
trauma mortality since the mid-1990s,
before the introduction of pan-CT. The
chosen interval of observation seems
tight and arbitrary—why not use the
full range of consecutive data available
from 1993 to 2008?
The numbers needing to scan
indicate that between 16 of 17 and
31 of 32 patients do not benefit from
an intervention that increases their
lifetime risk of cancer4 and exposes
them to iodine-containing contrast
agents. In another study, emergency
physicians deemed 18–41% of CT
scans unnecessary; none of 51 injuries
quasi-missed in 284 patients required
immediate therapeutic action.5
The
multicentre
randomised
controlled trial proposed in the
Discussion is mandatory but halfhearted, since Huber-Wagner and
colleagues draw conclusions that
apparently violate the equipoise
principle. We should use the results
not to uncritically expand the
indication for whole-body scanning,
but to investigate the appropriateness
of current triage criteria, and related
changes in therapeutic behaviour. This
will ensure that pan-CT inures to the
benefit of those who need it most.
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The Article by Stefan Huber-Wagner
and colleagues1 deals with a topic that
is still controversial and therefore of
substantial clinical relevance. Because
of this controversy, however, the
conclusions drawn by Huber-Wagner
and colleagues cannot be derived from
the presented data without caveats.
We are particularly disturbed by
the differences in sample structure of
the two groups compared. Patients
who received whole-body CT were on
average more severely injured than
those who received non-whole-body
CT. Survival after 24 h was significantly
better in patients undergoing wholebody CT, but was this improvement
really related to the primary use of
whole-body CT?
Infrastructure and level of treatment
vary between the participating
hospitals and might be better in
facilities that routinely do whole-body
CT than in those that do not. This
enhanced environment might have a
strong influence on patients’ outcome
and could have biased the data
towards Huber-Wagner and colleagues’
hypothesis. They do not provide any
data on the indications for or against
whole-body CT in the various hospitals.
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Other researchers have shown that
the probability of survival in severely
injured patients who present with
haemorrhagic shock decreases at
a rate of 1% for every 3 min delay
of surgery.2 Rapid laparotomy and
surgical bleeding control is of primary
importance. The critical factor in
abdominal trauma is haemodynamic
instability.3 Despite the presented
data, we cannot see why primary
whole-body CT should be done
in polytraumatised patients who
present with haemorrhagic shock
and sonographically detected intraabdominal fluid. We therefore regard
any recommendation to do wholebody CT in haemodynamically
instable patients as contraindicated
or even dangerous.
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Stefan Huber-Wagner and colleagues1
report an increase in the probability
of survival after use of total-body CT
scanning, compared with dedicated
CT, in multitrauma patients.
As with other publications on totalbody CT, the results seem promising,
but owing to methodologically
suboptimum designs, the authors
suggest doing more prospective
research to provide better evidence on
clinical outcomes, cost effectiveness,
and radiation exposure.1–3
Because of our interest in early CT
scanning4,5 we designed a randomised
controlled trial in which we will
198

compare immediate total-body
CT without previous conventional
radiography with dedicated CT after
conventional radiography. Since
retrospectively calculated trauma
scores (eg, the injury severity score)
cannot be used in daily practice,
inclusion criteria are based on vital
signs and injury pattern. This design
also provides an assessment of
potential overtriage that could result
in unnecessary radiation exposure.
To ensure maximum patient safety,
participating hospitals are required
to have a CT scanner, resuscitation
possibilities,
and
conventional
imaging equipment in the trauma
room.
To
include
the
required
1078 patients (power calculation
based on 30-day mortality), we have
contacted several European trauma
centres. Unfortunately, few hospitals
have the facilities described above.
Centres meeting the requirements
had already adjusted their protocols
and were not willing to randomise
patients to the standard imaging
strategy.
Randomised trials produce the best
evidence. We call for international
collaboration in multicentre randomised controlled trials in order to obtain
the required level of evidence for
implementation of this diagnostic
strategy.
The REACT 2 study group consists of: T P Saltzherr,
K J Ponsen, J S K Luitse, L F M Beenen, C P Henny,
M W Hollmann, M G W Dijkgraaf, J B Reitsma, and
J C Goslings. We declare that we have no conflicts of
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We agree with Frank Andersohn
that immortal time bias could have
affected our study. He is right in
stating that patients who received
whole-body CT had to survive until
the procedure was done. However,
as stated in the results, only 22%
of patients in the non-whole-body
CT group received no CT at all. This
means that 78% did receive some
form of dedicated-organ CT, so in
fact most of the patients in the nonwhole-body CT group also had to
survive until selective-organ CT.
To eliminate this potential bias,
we recalculated our results excluding
all patients who died within the first
hour after hospital admission (mean
time to whole-body CT was 35 min,
see table 2 of the original paper). In
fact those early deaths were more
common in the non-whole-body
CT group (n=58 vs n=8). However,
these patients also had a very bad
prognosis: the average predicted
mortality rate was 75%. Thus
exclusion of these cases lowered both
predicted and observed mortality
rates in the non-whole-body CT
group (observed 19·6% vs expected
19·4%, based on the revised injury
severity classification score), whereas
the results in the whole-body CT
group remained virtually unchanged
(19·5% vs 22·7%, respectively).
Similar results are obtained if the
trauma and injury severity score is
used. This analysis shows that the
potential immortal time bias only
marginally affects our findings.
www.thelancet.com Vol 374 July 18, 2009
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J C Goslings. We declare that we have no conflicts of
interest.
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Authors’ reply

We agree with Frank Andersohn
that immortal time bias could have
affected our study. He is right in
stating that patients who received
whole-body CT had to survive until
the procedure was done. However,
as stated in the results, only 22%
of patients in the non-whole-body
CT group received no CT at all. This
means that 78% did receive some
form of dedicated-organ CT, so in
fact most of the patients in the nonwhole-body CT group also had to
survive until selective-organ CT.
To eliminate this potential bias,
we recalculated our results excluding
all patients who died within the first
hour after hospital admission (mean
time to whole-body CT was 35 min,
see table 2 of the original paper). In
fact those early deaths were more
common in the non-whole-body
CT group (n=58 vs n=8). However,
these patients also had a very bad
prognosis: the average predicted
mortality rate was 75%. Thus
exclusion of these cases lowered both
predicted and observed mortality
rates in the non-whole-body CT
group (observed 19·6% vs expected
19·4%, based on the revised injury
severity classification score), whereas
the results in the whole-body CT
group remained virtually unchanged
(19·5% vs 22·7%, respectively).
Similar results are obtained if the
trauma and injury severity score is
used. This analysis shows that the
potential immortal time bias only
marginally affects our findings.
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Correspondence

Peter Giannoudis asks why we
chose the period 2002–04 when
trauma mortality has been declining
since the mid-1990s. As mentioned
in the Methods, the use of wholebody CT has been recorded in the
trauma registry only since 2002.
Furthermore, during the period
considered here many hospitals
introduced whole-body CT in their
diagnostic strategy so that there are
cases both with and without wholebody CT from the same hospital.
Recalculations of the observed effect
of whole-body CT on data from 2002
to 2007 using the same methods
confirmed the presented effect.
Giannoudis also addresses the
important issue of radiation.
However, in our opinion, the survival
of every 17th or 32nd patient owing
to whole-body CT outweighs the
cancer risk of about 1:1250.1
Peter Strohm points out that
infrastructure and level of treatment
varied between the participating
hospitals. We addressed this
important issue in our logistic
regression model (tables 4 and 5) and
by adjustment for potential centre
effects. The findings remained stable
and robust in all calculated models,
showing that there is an independent
and positive effect of whole-body CT
on survival. However, Strohm is right
in stating that the registry is not able
to give detailed information about
the indications for whole-body CT,
which might vary in the participating
hospitals (see Methods). This is a
clear and discussed limitation of
our study. The group differences
mentioned by Strohm are typical of
non-randomised comparisons. We
therefore did not compare mortality
rates directly but used a risk-adjusted
method.
Furthermore Strohm addresses
the issue of shock. We agree with
the important findings by Clarke
and colleagues.2 However, we point
out that, if done, whole-body CT
has to be really fast. It has been
shown that it is possible to acquire
www.thelancet.com Vol 374 July 18, 2009

contrast-enhanced whole-body CT
within 3–6 min.3,4 We think that the
information derived from the wholebody CT scan can be very important
for further management. Is there any
bleeding? Where exactly is it? Is there
more than one source? Is there an
(additional) thoracic or intracranial
haemorrhage? Mahoney showed that
the cause of hypotension in blunt
trauma patients is non-haemorrhagic
in up to 50% of cases.5 By answering
these questions, whole-body CT, if
done early and quickly, might help
to apply rational damage control
surgery to the best of the patients.
Finally, we completely agree with
T P Saltzherr and J C Goslings that a
randomised controlled trial would
provide the best evidence for the
implementation of whole-body CT
as a routine diagnostic strategy. We
strongly support the efforts of the
REACT 2 study group and request all
interested hospitals to take part in
their prospective and randomised
assessment of whole-body CT during
early trauma care.
We declare that we have no conflicts of interest.
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Haemodialysis access
via tissue-engineered
vascular graft
Todd McAllister and colleagues’
Article (April 25, p 1440)1 on the use
of autologous tissue-engineered
vascular grafts in patients on
haemodialysis is a seminal paper
on the use of bioengineered tissue
in clinical medicine. But we were
somewhat surprised by the frequency
of aneurysms or graft dilatations in this
small cohort after a short time of use.
We wonder whether there is a relation
between the dilatation of the graft
and the underlying kidney disease,
in particular autosomal dominant
polycystic kidney disease (ADPKD).
ADPKD is a systemic disease: besides
the kidney cysts, other structures are
involved, particularly the arteries, with
aneurysms of cerebral arteries and
an increased risk of aortic dissection.2
Additionally, arteriovenous fistulae in
patients with ADPKD are wider (median
of 12 mm) than in patients with other
renal diseases (median of 8 mm).3
The tissue-engineered graft is
produced from fibroblast culture. We
have found an abnormal phenotype in
fibroblast cultured from Pkd2 knockout
mice.4 30% of the fibroblasts had an
abnormal number of centrosomes.
Abnormal mitosis associated with overduplication of centrosomes can lead to
an abnormal extracellular matrix. The
composition of this structure in ADPKD
is abnormal.5 These extracellular matrix
abnormalities related to ADPKD could
explain the graft dilatation seen in
McAllister and colleagues’ patients.
In summary, to anticipate vascular
complications in this new kind of
graft, we think it is important to pay
attention to the underlying kidney
diseases of the patients who provide
the fibroblasts for graft production.
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