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Backgrou nd w. Pulmonary complications occurrmg in hospltal FaII. was the most common mechanism of mjury overa.II (41.1@), CO“C'USIO“S
(ARDS, pneumonia, unplanned ICU transfer, unplanned intubation). while MVC was the most common mechanism for patient admitted

Rib fractures are the most prevalent type of chest Secondary outcomes: Overall complications, prolonged hospital to the. ICU (38-5%)- R | Within the narrow definition of isolated rib fractures, we
injury caused by a wide range of mostly blunt injury stay, transferred to ICU, hospital discharge disposition, length of stay * Associated intrathoracic injuries were more prevalent in the ICU identified significantly worse outcomes in under-triage vs
mechanisms. Rib fracture pain and underlying and in-hospital mortality. with severe injuries being present in 17.4% of patient admitted to per protocol groups.
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IOULmOH_aFV dlsezlse' IEa(il‘ o decrea?ed 835 eXCha? o . :cl'rllweelcrlijrr\\/:]rg.zfdozei?c” (EI:n(c)).r?grl).com lications, was significantl >pecifically, under-triage of patients with ICU criteria to
and an Increased risk ot pneumonia and respiratory Results 1€ primary €ndpoint, p y comp ‘ & y the floor was associated with three-fold higher odds of in-
failure. higher in ICU patients (n = 4,323, 10.0%) as compared to overall (n = hospital respiratory and overall complications
o .

Patients with rib fractures should be closel * 132,391 adult patients met the inclusion and exclusion criteria. 6,519, 4.9%, p <0.001). . . L . L

monitored for respiratory decompensation (i:: ICU vs * After evaluation in the ED, 32.8% were admitted to the ICU, 62.5% * In patients admitted to the floor, pulmonary complications occurred SLZiS;aar;di?;ilfsjelgi?C(i:ncf;':;”fg:e”a examined in this
. o . . L o . . .

floor setting). There are various studies that help to Floor/Telemetry, and 4.7% were placed in observation. in 5.8% of patients with ICU criteria vs 1.9% of patients without
identify patients at increased risk of pulmonary e Those admitted to the ICU had the highest mean age which was 60 those C”.te”.a- | Limitation
complications and death. But none provided an years (SD = 18; vs mean of 58 overall, p <0.001), had highest * After adjusting for age, ISS and operative management, the odds
evidence-based algorithm or sensitivity/specificit frequency of frailty (9.5% vs 8.8% overall, p < 0.001) and comorbid ratios of pulmonary complications, overall complications and . .
analyses ; vEP Y conditions. prolonged length of stay were 2.54 [2.28-2.83], 2.22 [2.00-2.45] and Retrospective study with short follow-up (30-day).

H t.h - The tri £ rib fract tients to th 1.99 [1.89-2.09], respectively (p < 0.001). Unadjusted confounders linked to higher or lower triage

YPOINESIS TN trage OT TIL TTacture patients to the of patients, such as incentive spirometry, poor cough

appropriate monitoring level could influence overall , L L ’ . ’ ’
outcomes PoeSSI:ftel:enrtilznt?rztc:)uI;zsO(re.ngl.O TSOri;;lslenifllltgll: ;ﬁ;‘g‘;:‘:f:;g;‘:ng:;‘gést) Rib injury AIS severity 4 or 5 with or without flail chest Pulmonary complications EnCO.n tr|.0||ed p daln' acce,_?,sory mUSCIIE USE, and

Aim Of the Study: Determine sensitivity and Signs of significant respiratory compromise (€.g., 5p0, <92 breathing room air; _ Intubated on admission to ED or hypoxia on first ED evaluation - o 05p|ta /prOVI crspetiiic prOtOCO >

y. Y concerning examination findings such as accessory muscle use, IS <60% Sp02<92 P |

specificity of previously proposed triage criteria in geiict;@ — o (6. fralty, COPD ar discase)_ | IRES——" N COrD Fut Di t.
. cr . . . . . 1sk of respiratory decompensation (e.g., frailty, , heuromuscular disease unctional dependence prior to injury, 0
Identlfylng patlents at risk for resplratory *  Significant associated injury identified requirin}g]_; ICU care Severe associIa)ted thorafic injury Jinguding pulmonary or cardiac u u re Irec Ions
COmplicatiOnS or mOrta“ty, in a nationwide Sample. *  Discretion of clinician managing patient contusion, hemothorax, pneumothorax, diaphragmatic, aortic or

Future prospective studies should examine whether the
application of the algorithm in conjunction with clinical

esophageal injuries (AIS severity 3 or more), or major trauma
ISS>15
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Methods . .

Sensltivity

factors (e.g. PIC score) improves outcomes of patients
Does patient meet one or more of the criteria ( 5 . . ) P . P
: below for general hospital admission? presenting with rib fractures. Future studies should also
Data source - Trauma Quallty Improvement Program * 65 years or older, three to five uncomplicated - Age > 65, rib injury AIS severity 2 to 3 AUC=0.703 perform a cost-benefit analysis.
I I 7 I _ _ Admit rib fractures
D?tabas.e' InCIL.JSIOn criteria: I?atl.ents 18 year old or older to « RR >18 despite adequate pain control Respiratory rate at first ED evaluation >18 Sen = 64%
with a diagnosis of a traumatic rib fracture. ICU | |+ Incentive spirometry <75% predicted Spe = 64% Ref
] ] ] ] *  Pre-injury anticoagulant therapy Anticoagulant thera e e re n C e S
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Exclusion criteria: (1) penetrating trauma, (2) severe + Unable to control pain with oral medications , —
.. . e Associated mild thoracic or other inuries Associated thoracic injury including pneumothorax pulmonary or 0.4 J . . o
injury affecting a body part other than the thorax (AIS J cardiac contusion, sternal fracture, diaphragm injury (AIS —— « Karlson K, French A, Eiff P, Moreira M, Ganetsky M. Initial

severity 1 or 2)

severity > 3), (3) patient discharged from ED with less evaluation and management of rib fractures. UpToDate
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than 6 hours of observation, AMA, expired in ED or Fmure 1. Protocol l ) Figure 2. The combined measure of sensitivity wwwuptodatecom © 2022

transferred from ED to OR or to other faC|||ty’ (4) . Admit to Patl.ent maybe Sultqble fqr dlschar.ge. after a and specificity of the models which is the Area e PBattle CE, Hutchings H, Evans PA. Risk factors that predict
_ ] : . Adapted from Karlson hosbital period of observation (six hour minimum) Under the Curve was highest for orediction of o ) .

hOSpltaIS without an ACS Trauma Center de5|gnat|on of et al.. With Associated (ﬂmI))r or and reassessment, assuming pain is o & ) P ) ) mortality in patients with blunt chest wall trauma: a

Level | or |l TQIP Variables telemetry) | | 2dequately controlled, social supports are in pulmonary complications in floor patients using systematic review and meta-analysis. Injury. 2012;43(1):8-

place, and follow-up 1s arranged.

ICU criteria (AUC = 0.703). 17




