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Accuracy of non-contrast PMCT for determining cause of death
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Abstract The aim of this study was (1) to compare levels of
accuracy regarding the categorization of causes of death be-
tween non-contrast post-mortem computed tomography
(PMCT) and the final forensic report as well as between au-
topsy and the final forensic report, and (2) to assess levels of
confidence regarding the categorization of causes of death
after non-contrast PMCT and after autopsy. This prospective
study was conducted over a 5 month period during which 221
cases were admitted to our institute for forensic investigations.
Whole-body PMCT and forensic autopsy were performed in
every case. Of these, 101 cases were included in the final
study population. Inclusion criteria were: (1) age > 18 years,
(2) presence of at least one of the two principal investigators at
the time of admission. One radiologist and one forensic pa-
thologist independently read all PMCT datasets using a report
template. Cause of death category and confidence levels were
determined by consensus. Forensic autopsy was performed by
two forensic pathologists; both unblinded to imaging results.
Both post-imaging and post-autopsy cause of death categori-
zation were compared against the final cause of death, as

stated in the forensic expert report, which included findings
from histology and/or toxicology. Accuracy of post-imaging
cause of death categorization in reference to the final cause of
death category was substantial (82%, 83/101 cases, Kappa
0.752). Accuracy of post-autopsy cause of death categoriza-
tion in reference to the final cause of death category was near
perfect (89%, 90/101 cases, Kappa 0.852). Post-imaging sen-
sitivity and specificity regarding the categorization of causes
of death were 82% and 97%, respectively. Post-autopsy sen-
sitivity and specificity regarding the categorization of causes
of death were 89% and 98%, respectively. There was a high
consistency between the accuracy of post-imaging cause of
death categorization and post-imaging levels of confidence.
There was less consistency between accuracy of post-
autopsy cause of death categorization and post-autopsy levels
of confidence. In this study categorization of causes of death
based on non-contrast enhanced PMCT alone, and on PMCT
and macroscopic autopsy together, proved to be consistent
with the final cause of death-category as determined based
on all available information including PMCT, autopsy, and
(if available) histology and/or toxicology in more than 82%
and 89% of all cases, respectively. There was higher consis-
tency between levels of confidence and accuracy of causes of
death categorizationwas higher post-imaging than post-autop-
sy. These results underline the fact that the diagnostic potential
of PMCT goes beyond the assessment of trauma cases.
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Introduction

Post-mortem cross-sectional imaging, notably post-mortem
computed tomography (PMCT), is routinely used in forensic
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death investigations in many forensic institutes across the
world [1, 2]. PMCT is often used as adjunct to autopsy, but
its role varies, depending on local habits and traditions, appli-
cable law, access to scanners, availability of experts, financial
resources, and case circumstances [3–5].

There is general agreement that PMCT is superior to au-
topsy regarding the detection of fractures, gas collections, and
foreign bodies, whereas autopsy is superior to non-contrast
enhanced PMCT regarding the detection of soft tissue and
organ pathologies [6–14]. The reported accuracy of post-
mortem imaging in diagnosing the cause of death ranges
from 6% to 70% [3, 6, 7, 10, 11, 15–17]. This wide
range of accuracy can be traced back to methodological
differences between these earlier studies regarding rater
experience with PMCT, composition of study popula-
tions, definition of the gold standard against which
PMCT is compared, and categorization of causes of
death [6–12].

In the past, many researches had to rely on inexperienced
raters, such as radiologists with no or minimal experience in
post-mortem imaging [6, 8, 10, 11, 18–20] or on raters with no
formal training in radiology (i.e. usually forensic pathologists)
[3, 7, 21]. This approach is – figuratively speaking – compa-
rable to assessing the diagnostic potential of forensic autopsy
by relying on clinical pathologists with no experience in fo-
rensic pathology or on investigators with no formal training in
forensic pathology (e.g. radiologists). In recent years
however, experience with PMCT has grown through an
increasing use of PMCT in routine case work and
through research. Today, investigators have access to a
larger body of literature on non-traumatic PMCT find-
ings than their forerunners, describing signs related to
related to heart failure [22–24], aortic dissection [25],
pulmonary embolism, [26, 27], intoxication [28, 29],
or hypothermia [30, 31]. The availability of these new
sources enables forensic radiology to follow the exam-
ple of clinical radiology and gradually move away from
free-text reporting to reporting with templates [32].
Report templates have proved to increase the quality
of radiology reports by acting as systematic guide
through all pertinent findings of a radiologic study and
thus counterbalance negative effects such as rater inex-
perience or bias [33–35].

In view of the growing experience with PMCT, growing
body of literature on PMCT, and developments in structuring
radiology reports, we considered it necessary to re-evaluate
the accuracy of PMCT in diagnosing cause of death.

The aims of this study were (1) to assess the accuracy of
non-contrast PMCT and of autopsy regarding the categoriza-
tion of the cause of death category (in reference the final
forensic report), and (2) to assess levels of confidence regard-
ing the categorization of causes of death after non-contrast
PMCT and after autopsy.

Materials and methods

This prospective study was conducted at the Institute of
Forensic Medicine, University of Zurich, Switzerland, over a
5 month period. Ethical approval was waived by the ethics
committee (Ethics Committee of the Canton of Zurich)
(Number KEK ZH-Nr. 15-0686).

During the study period, 221 cases were admitted to the
institute for forensic investigations. Routine whole-body
PMCT and forensic autopsy was performed in every case.
Inclusion criteria were: (1) age > 18 years, (2) presence of at
least one of the two principal investigators at the time of ad-
mission. A total of 101 cases (68 males, 33 females; mean age
57 ± 18 years; age range 21–92 years) were included in the
final study population.

PMCT

Prior to autopsy, PMCT was performed on a 128-slice dual
source CT scanner (Flash Definition, Siemens Healthineers,
Erlangen, Germany). The scan parameters used were as fol-
lows (adapted from [36]): tube voltage 120 kVp; variable mAs
values (reference 280 mAs) using automatic dose modulation
software (CARE dose 4D, Siemens Healthineers, Erlangen,
Germany) for whole-body scan and 450 mAs for head scan;
128 × 0.6 mm slice collimation; rotation 0.6 s; pitch 0.6; slice
thickness 1 mm (0.75 mm for the head); increment 0.5 mm
(0.6 mm for the head). Images were reconstructed with both
soft tissue and bone kernels.

Autopsy

Forensic autopsy was performed by one forensic pathologist
and one forensic pathologist in training. Autopsy included
opening of all three body cavities (cranial, thoracic, and ab-
dominal) and dissection of all organs in every case. Autopsy
protocols were dictated or typed conforming to a structured
report template.

Note: following standard operating procedure at our insti-
tution ancillary examinations such as histology and/or toxicol-
ogy were only conducted if the forensic pathologists consid-
ered them necessary based on the case circumstances, imaging
findings, and autopsy results. In total, histology was requested
in 49/101 and toxicology in 56/101 cases.

Post-imaging cause of death

One radiologist and one forensic pathologist (both with three
years of full-time experience in reading PMCT) independently
read all PMCT datasets using a report template with a check-
list of 110 individual potential findings which had to be
assessed in each case. The template was adapted from the
report template used at our institute for reporting of PMCT.
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Both positive and negative findings were recorded in the
check-list. After completing their report, PMCT raters were
required to state what they considered to be the cause of death
based on organ-system oriented categories (see below). A four
point Likert-scale was used to indicate their level of
confidence (4 = certain; 3 = probable; 3 = possible;
1 = uncertain) (adapted from [10]). The PMCT raters
repeatedly convened in consensus meetings to compare
completed report templates and diagnosis of causes of
death (in batches of 5 to 10 cases), review and record
discrepant findings, and settle on a consensus for the
cause of death-category and level of confidence. To facili-
tate readability this consensus cause of death-category and
consensus level of confidence as determined after imaging
will be referred to as post-imaging cause of death-category
and post-imaging level of confidence in subsequent para-
graphs, figures, and tables. Note: PMCT raters were aware
of the essential case circumstances when reading the PMCT
images. PMCT raters were blinded to any other case relevant
information, including all findings acquired during the time
interval between the initial PMCT read-out and the consensus
meeting.

Post-autopsy cause of death

A similar consensus approach was also used by the two
forensic pathologists. During autopsy they would freely
discuss all morphologic findings and before concluding
the procedure, they would review all autopsy findings
and settle on a consensus for the cause of death-
category and consensus level of confidence. It is impor-
tant to note that the forensic pathologists were aware of
both the circumstances of death and PMCT findings
(except for the radiologic categorization of the cause
of death) prior to and during autopsy. Accordingly, the
pathologists’ categorization of the cause of death was
always based on both, PMCT findings and autopsy find-
ings. To facilitate readability the consensus cause of
death-category and consensus level of confidence as de-
termined after autopsy will be referred to as post-autop-
sy cause of death-category and post-autopsy level of
confidence in subsequent paragraphs, figures, and tables.

Final cause of death

Both post-imaging and post-autopsy cause of death categori-
zation was compared against the final cause of death-category.
This final cause of death-category was formulated by the fo-
rensic pathologists upon completion of all forensic investiga-
tions and is based on all available information including case
circumstances, findings from the scene, from post-mortem
imaging, from autopsy, and (if available) from histology
and/or toxicology.

Definition of cause of death for this study

For this study, causes of death were categorized according to
the assumed primary organ (or organ system) responsible for
causing death. The use of organ-based causes of death was
adopted from earlier forensic studies by Roberts et al. and
Leth et al. [10, 11]. Causes of death were classified into the
following categories of organs and organ systems (adapted
from [10]): 1) heart, coronary arteries, and pulmonary arteries
(HCP); 2) central nervous system (CNS); 3) aorta and periph-
eral arteries (APA); 4) respiratory (RES); 5) metabolic (MET),
6) gastrointestinal (GIT); 7) multisystem disorder (MSD); 8)
undetermined (UDT). Although this approach does not com-
ply with WHO or medical examiner’s recommendations on
formulating a cause of death (primary cause, secondary cause,
underlying pathology) [37, 38], it was used in this study to
facilitate statistical analysis of the results. Benefits and limita-
tions of this approach are reviewed in the Discussion section.

Statistical analysis

Statistical analysis of the data was performed with IBM®
SPSS® Statistics (Version 20 release 20.0.0, 2011, IBM
Corp. Armonk, NY, USA). In addition Excel (Microsoft
Excel, 2010 Microsoft Corporation, Redmond, WA, USA)
was also used for creating graphs of study data. Categorical
variables were described as percentages of the total. Accuracy
of post-imaging as well as post-autopsy cause of death-
categories was calculated in relation to the final cause of
death-category. Levels of concordance between post-imaging,
post-autopsy, and final cause of death-categories were
assessed with Cohen’s Kappa statistic. Concordance was clas-
sified as slight (0.01 to 0.20), fair (0.21 to 0.40), moderate
(0.41 to 0.60), substantial (0.61 to 0.80) and almost perfect
(0.80 to 1.00) according to [39]. Sensitivity and specificity
were calculated for post-imaging and for post-autopsy cause
of death-categories.

Results

Categories of causes of death

Post-imaging causes of death were categorized as follows:
HCP 44.6% (45/101), CNS 28.7% (30/101), APA 9.9% (10/
101), RES 1.0% (1/101), MET 5.9% (6/101), GIT 1.0%
(1/101); MSD 5.0% (5/101), and UDT 3.0% (3/101).

Post-autopsy causes of death were categorized as follows:
HCP 35.6% (36/101), CNS 32.7% (33/101), APA 10.9% (11/
101), RES 4.0% (4/101), MET 1.0% (1/101), GIT 4.0%
(4/101); MSD 5.9% (6/101), and UDT 5.9% (6/101).

Final causes of death were categorized as follows:
HCP 36.6% (37/101); CNS 34.7% (35/101); APA 10.9%
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(11/101); RES 1.0% (1/101); MET 1.0% (1/101); GIT 4.0%
(4/101); MSD 8.9% (9/101), and UDT 3.0% (3/101). See
Fig. 1 for details.

Accuracy of post-imaging and post-autopsy causes
of death categorization

Accuracy of post-imaging categorization of causes of death in
reference to the final cause of death-category was substantial
(82%, 83/101 cases, Kappa 0.752). Accuracy of post-autopsy
categorization of causes of death in reference to the final cause
of death-category was near perfect (89%, 90/101 cases, Kappa
0.852). In 80/101 cases (79%) the cause of death had been
correctly categorized post-imaging as well as post-autopsy.
This means that in 3/83 cases, the cause of death was correctly
categorized post-imaging, but was incorrectly categorized
post-autopsy (cognizant of PMCT findings) whereas in 10/
90 cases, the cause of death was incorrectly categorized
post-imaging, but was correctly categorized post-autopsy. In
8/101 cases both imaging and autopsy failed to correctly cat-
egorize the cause of death. In these 8 cases the final category
of cause of death was established through histological (7/8
cases) and toxicological analysis (1/8 cases), respectively.
See Fig. 2 for details.

Sensitivity and specificity of post-imaging
and post-autopsy causes of death categorization

Note: cause of death-categories with a sample size of n < 10
(i.e. RES, MET, GIT, MSD, and UDT) were not calculated
individually, but instead calculated as one category, labelled
miscellaneous (MSC).

Post-imaging sensitivity and specificity regarding the cate-
gorization of causes of death were 82% and 97%, respectively.
Highest sensitivity was achieved for HCP at 92% (at the cost
of the lowest specificity at 83%); highest specificity was
achieved for APA and CNS at 100% for both categories (sen-
sitivity for APA 91%, sensitivity for CNS 86%). Lowest

sensitivity was found for miscellaneous at 50% (i.e. pooled
sensitivity of RES, MET, GIT, MSD, and UDT).

Post-autopsy sensitivity and specificity regarding the cate-
gorization of causes of death were 89% and 98%, respectively.
Highest sensitivity and specificity was achieved for APAwith
100% sensitivity and 100% specificity. Lowest specificity was
found for HCP at 95%. Lowest sensitivity was also found for
miscellaneous (MSC) at 78%. See Table 1 for details.

Levels of confidence of post-imaging and post-autopsy
causes of death categorization

Post-imaging confidence levels regarding cause of death cate-
gorization were: 26% certain (26/101); 40% probable (40/101);
18% possible (18/101), and 17% uncertain (17/101). There was
a high consistency between post-imaging levels of confidence
and the accuracy of post-imaging cause of death categorization:
cause of death certain (26/101): accuracy 100% (26/26); cause
of death probable (40/101): accuracy 83% (33/40); cause of
death possible (18/101): accuracy 72% (13/18); cause of death
uncertain (17/101): accuracy 65% (11/17 cases).

Post-autopsy confidence levels regarding cause of death
categorization were: 51% certain (51/101); 29% probable
(29/101); 13% possible (13/101); and 8% uncertain (8/101).
There was less consistency between post-autopsy levels of
confidence and the accuracy of post-autopsy causes of death
categorization: cause of death certain (51/101): accuracy 98%
(50/51); cause of death probable (29/101): accuracy 83% (24/
29); cause of death possible (13/101): accuracy 100% (13/13);
cause of death uncertain (8/101): accuracy 38% (3/8). See
Table 2 and Figs. 3 and 4 for details.

Discussion

In this study categorization of causes of death based on non-
contrast enhanced PMCT alone, and on PMCT and macro-
scopic autopsy together, proved to be consistent with the final

Fig. 1 Bar-chart comparing post-
imaging categories of causes of
death (blue bars) and post-
autopsy categories of causes of
death (red bars) to categories of
the final causes of death (green
bars)
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cause of death-category as determined based on all available
information including PMCT, autopsy, and (if available) his-
tology and/or toxicology in more than 82% and 89% of all
cases, respectively.

Mean accuracy of post-imaging cause of death categoriza-
tion was only was only 7% lower than mean accuracy of post-
autopsy cause of death categorization. Overall, rater levels of
confidence regarding causes of death categorization were low-
er post-imaging than post-autopsy, but consistency between
levels of confidence and accuracy of causes of death catego-
rization was higher post-imaging than post-autopsy.

The fact that the accuracy of post-imaging cause of death-
categories was 82% in reference to the final cause of death-
category strongly indicates that diagnostic potential of PMCT
is widely underestimated in the existing literature (published
range of diagnostic accuracy 6%–70%) [3, 6, 7, 10, 11,
15–17]. This discrepancy between the published literature
and the current study is primarily caused by four (partially
cumulative) factors: 1) PMCT raters in this study were

experienced with forensic and postmortem imaging; 2) a larg-
er body of published literature on PMCT was available to
raters in this study than to raters in prior studies [3, 6, 7, 10,
11, 15–17]; 3) PMCT findings were reported with structured
report templates [3, 6, 7, 10, 11, 15–17]; and 4) causes of death
diagnoses were categorized in to organ/organ-system oriented
categories [10, 11].

Rater experience is a crucial factor for high diagnostic ac-
curacy. Both PMCT raters in this study had been exposed to
PMCT images (for reporting and research) on a daily basis for
several years before participating in this study. Not all of the
above cited studies [3, 6, 7, 10, 11, 15–17] disclose their
raters’ experience, but in many cases raters had no experience
with PMCT or no training in radiology at the outset of the
study. The field of forensic radiology has grown rapidly over
the past decades and new insights into the diagnostic potential
of PMCT (notably outside the realm of trauma-related find-
ings) are published at an astonishing rate [1]. This means that
in addition to their practical experience, raters in this study

Fig. 2 Overview of the accuracy
of post-imaging and post-autopsy
categories of causes of death in
comparison to the final cause of
death. In 8 cases, both post-
imaging and post-autopsy failed
to correctly categorize the cause
of death. The final cause of death
was established by histology (7
cases) and toxicology (1 case)

Table 1 Sensitivity and
specificity of post-imaging and
post-autopsy categories of causes
of death in comparison to the final
cause of death. Note: cause of
death-categories with a sample
size of n < 10 (i.e. RES, MET,
GIT, MSD, and UDT) were not
calculated individually

Cause of death categories Post-imaging Post-autopsy

Sensitivity Specificity Sensitivity Specificity

HCP 92% 83% 89% 95%

CNS 86% 100% 91% 98%

APA 91% 100% 100% 100%

Miscellaneous* (RES, MET, GIT, MSD, UDT) 50% 98% 78% 99%

Overall 82% 97% 89% 98%
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also had access to a larger body of literature on PMCT than
their predecessors. This has allowed for the design of struc-
tured report templates with evidence-based, forensically rele-
vant PMCT criteria beyond the assessment of traumatic inju-
ries [22–31]. While the use of a report template is generally
considered to increase diagnostic accuracy compared to free-
text reports [33–35], it is difficult to gauge the benefit of using
report templets in this study because the majority of the pre-
viously published articles on diagnostic accuracy of PMCT do
not comment on the report structure used for reporting. The
only hint that previous studies have used free-text reports
rather than report templates lies in the observation that use
of report templates is never mentioned and that free-text
reporting is still widely used in radiology.

In this study, there was a high consistency between post-
imaging levels of confidence and the accuracy of post-
imaging causes of death categorization. Although raters felt
certain about the cause of death-categories in only a quarter of

all cases (25.7%, 26/101 cases), in all these cases, their cate-
gorization was correct. In other words, in all cases where
PMCT raters were certain about their categorization of a cause
of death, subsequent autopsy, histology and/or toxicology
confirmed the post-imaging cause of death-category in all
cases in this study. This result differs from the findings in
the study by Roberts et al., where raters felt certain about half
(48%, 88/182 cases [10]) of the post-imaging causes of death.
This increased level of confidence came at the cost of a higher
error rate (16%) [10].

Finally, it is necessary to discuss the impact of organ/organ-
system oriented categories of causes of death on the outcome
of this study. Earlier work by Roberts et al. has revealed that
radiologists struggle with the correct formulation of a cause of
death [10]. Working with organ-based categories of causes of
death eliminates the usual confusion between errors in
formulating a cause of death and errors in diagnosing a cause
of death. However, the pooling of distinct causes of death into
broad categories introduces bias for both PMCT (by erasing
the diagnostic limitations of PMCT regarding soft tissue de-
tails) and macroscopic autopsy (by masking the fact that some
pathology can only be diagnosed with a microscope). This
effect was certainly noted in the category of HCP which en-
compasses a wide range of distinct causes of death related to
all types of diseases of the heart, the coronary arteries and
pulmonary arteries. Some of these are very challenging to
distinguish from one another on PMCT but may be recog-
nized at autopsy (e.g. myocardial infarction and pulmonary
embolism [8, 10, 24]) whereas others will also be missed if
autopsy is not completed histology (e.g. myocarditis or
cardiomyopathy). However, causes of death encompassed
in the category HPC tend to be natural causes of death
and it is worth considering the question if the distinction
between different natural cardio-vascular causes of death
is relevant to forensic rather than clinical death investigations
[10]. Ultimately, forensic death investigations still place a
higher emphasis on manner of death (i.e. natural death, acci-
dent, suicide, homicide) than on cause of death.

The combination of positive and negative findings provided
by PCMT (presence of findings consistent with sudden cardiac
death and absence of conflicting findings) may suffice in some
cases to formulate a cause of death based on the balance of
probabilities [10, 24]. In other cases, macroscopic autopsy will
be necessary to complete an investigation and somewill remain
uncertain even after histology and toxicology.

It is beyond the scope of this article to provide guidance
regarding the role of PMCT (or autopsy) in forensic death
investigations. Answers to the question if or when an imaging
may ormay not be considered sufficient to conclude a forensic
death investigation cannot be provided by science alone, but
will strongly vary as a function of political and legal systems,
financial resources, availability and training of experts, and
local culture and tradition.

Table 2 Overview of levels of confidence and diagnostic accuracy of
post-imaging and post-autopsy categories of causes of death in
comparison to the final categories of causes of death. Correct
categorizations are listed as true, incorrect categorizations as false

Category Likert Post imaging Post autopsy final

Total True False Total True False

HCP certain 3 3 0 19 18 1

probable 23 18 5 14 12 2

possible 13 10 3 3 3 0

uncertain 6 3 3 0 0 0

∑ 45 34 11 36 33 3 37

CNS certain 16 16 0 18 18 0

probable 8 8 0 7 7 0

possible 3 3 0 7 7 0

uncertain 3 3 0 1 0 1

∑ 30 30 0 33 32 1 35

APA certain 7 7 0 7 7 0

probable 3 3 0 2 2 0

possible 0 0 0 2 2 0

uncertain 0 0 0 0 0 0

∑ 10 10 0 11 11 0 11

MSC certain 0 0 0 7 7 0

probable 6 4 2 6 3 3

possible 2 0 2 1 1 0

uncertain 8 5 3 7 3 4

∑ 16 9 7 21 14 7 18

Overall certain 26 26 0 51 50 1

probable 40 33 7 29 24 5

possible 18 13 5 13 13 0

uncertain 17 11 6 8 3 5

∑ 101 83 18 101 90 11 101
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Several additional limitations of this study deserve dis-
cussion. First, forensic pathologists were not blinded to
imaging findings when performing their autopsy. This

workflow may create bias in favor of the diagnostic accu-
racy of the post-autopsy cause of death because patholo-
gists were aware of the presence of PMCT findings that

Fig. 4 Bar-chart detailing post-
autopsy levels of confidence in
relation to post-autopsy
categories of causes of death

Fig. 3 Bar-chart detailing post-
imaging levels of confidence in
relation to post-imaging
categories of causes of death
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are hard to detect at autopsy (e.g. pneumothorax or gas
embolism or certain fractures such as posterior rib frac-
tures) [6, 10, 11, 40, 41]. However, institutional quality
management protocols precluded any changes in the stan-
dard stepwise workflow in forensic death investigations.
In addition, it is important to emphasize that the aim of
the study was not to compare imaging to autopsy, but to
compare both post-imaging and post-autopsy cause of
death categorization to the final cause of death-categories.
Therefore, the bias in favor of autopsy doesn’t affect the
primary outcome of the study (i.e. the accuracy of cate-
gorizing causes of death based on PMCT). Second, the
final cause of death was always formulated by the same
forensic pathologists who had performed the autopsy. The
authors are aware that this may also create bias in favor of
the diagnostic accuracy of autopsy. Finally, the study pop-
ulation was relatively small. A larger study population
would have provided results with higher power, but the
causes of death covered by these 101 cases appears to be
representative of our case work.

Conclusions

In this study categorization of causes of death based on non-
contrast enhanced PMCT alone, and on PMCT and macro-
scopic autopsy together, proved to be consistent with the final
cause of death-category as determined based on all available
information including PMCT, autopsy, and (if available) his-
tology and/or toxicology in more than 82% and 89% of all
cases, respectively.

Overall, rater levels of confidence regarding causes of
death categorization were lower post-imaging than post-au-
topsy, but consistency between levels of confidence and accu-
racy of causes of death categorization was higher post-
imaging than post-autopsy. These results underline the fact
that the diagnostic potential of PMCT goes beyond the assess-
ment of trauma cases.

Key points

& PMCT is routinely used in forensic death investigations
but its role is often limited to the assessment of skeletal
injury, gas collections and foreign bodies.

& Non-contrast PMCT has a high accuracy regarding the
categorization of organ-based causes of death in compar-
ison to the final forensic report.

& Mean accuracy of PMCTwas 82%; only 7% below mean
accuracy of autopsy regarding the categorization of organ-
based categories of causes of death (89%).

& Post-imaging rater confidence levels are highly consistent
with accuracy of post-imaging cause of death categoriza-
tion: high levels of confidence indicate high accuracy.
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