
of choice, however, as it has the capability of recognis-
ing small subdural haemorrhages not easily seen on
computed tomograms. Magnetic resonance imaging
can detect shearing injuries within the brain and indi-
cate the age of the haemorrhage.21

Coagulation abnormalities were excluded in all
cases tested. A subdural haemorrhage may rarely
present in a child with a clotting disorder.22 In several of
our cases there had been a significant fall in serum
haemoglobin concentration at presentation. This
implies that the bleed may have occurred more than 24
hours previously.

Retinal examination was performed by an ophthal-
mologist in less than half the cases. Three studies quote
an 80% association between retinal haemorrhages and
subdural haemorrhage in children.8 23 24 Our findings
are confirmatory.

Previous child abuse in the family is a significant
risk factor for subdural haemorrhage in children; all
the children who had been previously abused died.
Child protection agencies must therefore give high
priority to the protection of all current and future
children in such families.

It has been suggested that the public may not
recognise how harmful shaking is to a baby. The Lou-
ise Woodward case in the United States, and more
recent cases in the United Kingdom, have resulted in
considerable media coverage of this subject. It is there-
fore important to alert the public to the dangers of
shaking a baby, as the National Society for the Protec-
tion of Children has recognised in its “Never Shake a
Baby Campaign.”15 Professional agencies dealing in
child health and child protection agencies must
heighten their awareness of both the diagnosis and
prevention of this condition.
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Key messages

x Subdural haemorrhage in children under 2
years of age is a relatively common occurrence.
The majority are due to child abuse

x The mortality and morbidity of this condition
are both high and serious

x The high probability of child abuse in cases is
still not being recognised, and cases are not
being investigated fully

x The clinical investigation of subdural
haemorrhage must include a full series of basic
investigations

x Previous child abuse in an infant is a strong risk
factor for subdural haemorrhage, and social
services must be aware of this in the future care
plans for that child and family

Corrections
Obituary
The wife of Dr Jonathan (“John”) James Mercer
Kew (26 September, p 890) is called Jocelyn and
not Mitch.

Secondary prevention in acute myocardial infarction
In this fortnightly review by Rajendra H Mehta and
Kim A Eagle (14 March, pp 838-42), two errors
occurred in table 3. Firstly, in the results for the first
trial in the “selective” group (Pfeffer et al) the values
for relative risk of death should have been 0.19 (0.03
to 0.32); P = 0.019 [not 0.21 (0.05 to 0.25);
P = 0.014]. The published values related to the
reduction in cardiovascular mortality, not total
mortality. Secondly, in the results for the last trial in
the selective group (Ambrossioni et al) the values for
relative risk of death should have been 0.25 (0.11 to
0.60); P = 0.19 [not 0.34 (0.08 to 0.54); P = 0.018].
The published values related to the combined end
point of death or congestive heart failure.

Mammography and the politics of randomised controlled
trials
The following information should have been
included at the end of this paper by Jane Wells
(31 October, pp 1224-9). The author spent six
months at the University of Maryland at Baltimore,
during which time her salary was paid by the
Anglia and Oxford Regional Health Authority. The
author thanks Kay Dickersin for advice and help
during this stay in Baltimore and for comments on
an earlier draft of the paper.
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