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Background. Blunt chest wall trauma accounts for over 10% of all trauma patients presenting to emergency departments worldwide.
When the injury is not as severe, deciding which blunt chest wall trauma patients require a higher level of clinical input can be
difficult. We hypothesized that patient factors, injury patterns, analgesia, postural condition, and positive airway pressure influence
outcomes. Methods. The study population consisted of patients hospitalized with at least 3 rib fractures (RF) and at least one
pulmonary contusion and/or at least one pneumothorax lower than 2 cm. Results. A total of 140 patients were retrospectively
analyzed. Ten patients (7.1%) were admitted to intensive care unit (ICU) within the first 72 hours, because of deterioration of
the clinical conditions and gas exchange with worsening of chest X-ray/thoracic ultrasound/chest computed tomography. On
univariable analysis and multivariable analysis, obliged orthopnea (𝑝 = 0.0018) and the severity of trauma score (𝑝 < 0.0002) were
associated with admission to ICU.Conclusions. Obliged orthopnea was an independent predictor of ICU admission among patients
incurring non-life-threatening blunt chest wall trauma. The main therapeutic approach associated with improved outcome is the
prevention of pulmonary infections due to reduced tidal volume, namely, upright postural condition and positive airway pressure.

1. Introduction

Blunt chest wall trauma accounts for over 10% of all trauma
patients presenting to emergency departments worldwide [1].
Research has highlighted significant morbidity and mortality
for the blunt chest wall trauma patient, with reported morta-
lity ranging from 4 to 20% [1, 2]. The patient with severe tho-
racic injuries will be managed in the emergency department
(Dpt) by trauma and various surgical teams and intervention
is dictated by the resuscitation protocol of the department
[3]. Disposition of chest injury patients from the emergency
department is therefore straightforward when the patient
requires immediate surgery or supportive mechanical ven-
tilation [3]. When the injury is not as severe or associate
injuries are not present or are minor, deciding which blunt
chest wall trauma patients require a higher level of clinical

input can be difficult. Clinical symptoms are not consid-
ered an accurate predictor of outcome following non-life-
threatening blunt chest wall trauma [4].The aim of this study
was to identify the risk factors for admission to the intensive
care unit in non-life-threatening patients with blunt chest
trauma admitted to the emergencymedicineward and imme-
diately submitted to a strategy that included positive airway
pressure, upright position, and pain-control by pharmaco-
logic therapy.

2. Materials and Methods

2.1. Participants and Study Design. This study was performed
in a busy, level 1 trauma center. Between January 2013 and
December 2014, 140 patients with non-life-threatening blunt
chest wall trauma were reviewed retrospectively. Approval
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was obtained from the institutional review board. All injured
patients received a standardized examination including bed-
side chest and pelvis radiography, abdominal and thoracic
ultrasound (extended focused assessment with sonography
for trauma), and computed tomography of head, spine,
chest, abdomen, and pelvis. As a part of the routine, plain
radiography of the chest was taken 48 hours after admission
in the emergency ward.

Patients were enrolled in the study according to the
criteria listed as follows.

Inclusion Criteria. They include the following: (1) 18 years of
age or more; (2) more than three rib fractures and/or lung
contusion and/or pneumothorax and/or sternal fracture; (3)
admission to the hospital within 24 hours after injury.

Exclusion Criteria. They include the following: (1) chest wall
trauma score more than 7 [5]; (2) pressure of arterial oxy-
gen/fractional inspired oxygen concentration (PaO

2
/FiO
2
) <

250; (3) the need for vasopressor agents; (4) the need for
immediate intubation and mechanical ventilation; (5) the
need for pneumothorax drainage; (6) severe traumatic injury
other than blunt chest wall trauma.

All patients were submitted to a standardized therapeutic
program: (1) keeping the posture at 45∘ or more; (2) cycle
of positive airway pressure by Continuous Positive Airway
Pressure (CPAP) trial (three hours every six hours) for the
first 24 hours: in the next period, patients were encouraged to
blow through a tube with 10 cm of water for at least 5 minutes
every three hours; (3) patient-controlled analgesia by 200mg
of tapentadol a day; if not effective as reported by numerical
rating scale (NRS) more than 7, we used transcutaneous
fentanyl (50mcg/hour) as rescue therapy.

The aim of our study was to identify the risk factors for
the admission to the ICU. The decision to admit patients
to the ICU was made by the senior emergency, surgical,
and intensive care/anaesthetic doctor. We used as criteria
for improving our decision the following: PaO

2
/FiO
2
< 250;

the need for vasopressor agents; and the need for immediate
intubation and mechanical ventilation.

2.2. Statistical Analysis. Descriptive analyses were performed
by calculating mean (±standard deviation, SD) or median
(interquartile range, IQR), as appropriate, for quantitative
continuous variables. Categorical variables were reported as
count (percentage).

Univariate and multivariate logistic regression analyses
were performed [6] to assess the effect of age (dichotomized,
>65 years versus ≤65 years), chest wall score, injury score,
SpO
2
, number of ribs fractures, chest contusion, and obliged

orthopnea on the risk of being admitted to the ICU. Only
those variables that were statistically significant in univariate
models were considered in multivariate analysis.

Results were reported as odds ratios (OR) with 95%
confidence intervals (CI).

The 𝑐-statistic, ranging from 0.5 (chance prediction) to
1.0 (perfect prediction of the events), was used to assess the
predictive ability of the logistic models.

179 chest wall trauma cases

39 pts were excluded 140 were included for the analysis

(i) 16 were immediately intubated
(ii) 2 died in the first three hours

(iii) 13 were submitted to a surgery
(iv) 8 were admitted to a thoracic unit

1104 major trauma patients presenting to ED (2013-2014)

Figure 1: Flow diagram.

𝑝 values less than 0.05, two-tailed, were considered
statistically significant. All of the statistical analyses were
performed using SAS statistical software (release 9.4, SAS
Institute Inc., Cary, NC, USA).

3. Results

During the study period, 1104 consecutive patients were
admitted to our hospital because of major trauma. Of these,
179 patients presented mainly chest wall trauma. Thirty-
nine patients were excluded from the study (16 patients were
immediately intubated, two patients died in the first three
hours, 13 patients were sent to the operating surgery, and 8
patients were admitted to the thoracic unit) (Figure 1). One
hundred forty met the inclusion criteria for our study. Of
all included patients 80% were victims of high energy chest
trauma, due to car or motorcycle crashes or falls from large
height, while the 20%were victims of low energy traumawith
minor car crashes or domestic accidents.

All patients were submitted to patient-controlled analge-
sia, upright postural condition, and positive airway pressure
inDpt of emergency (Table 1). Only 11 patients had to prolong
CPAP treatment for 36 hours because of the respiratory
distress persistence.

Ten of these patients (7.1%) went on to require ICU
admissionwithin the first 72 hours, because of a deterioration
of the clinical conditions and gas exchange. For all patients
were performed chest US and chest XR and in 7 cases
they showed an enlargement of pulmonary consolidations
confirmed with CT scan.

The characters of these patients in terms of trauma
severity were not significantly different compared with the
remaining patients (Table 3). None of these patients died.

The 130 patients were discharged from the emergency
ward and the medium length of stay in hospital was 6.4 days.
No patients were admitted to our hospital in the next two
months.

Themean injury severity score was 15 [7].Themean chest
wall score was 4, 7 [8]. The median number of fractured ribs



Canadian Respiratory Journal 3

Table 1: Characteristics of patients on admission.

Age (years) Mean
(range) 66 (52–76)

Sex F 41 (29.3%)
M 99 (70.7%)

Charlson comorbidity
index

0–3 81 (57,8%)
>3 59 (42.2%)

SpO
2

Mean
(range)

96%
(94%–98%)

Number of ribs fractures 0–3 63 (45%)
>3 77 (55%)

PNX Yes 48 (34.3%)
No 92 (65.7%)

Number of chest contusions
0 103 (73.6%)
1 23 (16.4%)
≥2 14 (10.0%)

Head injury Yes 39 (27.9%)
No 101 (72.1%)

Hipbone Yes 4 (2.9%)
No 136 (97.1%)

Spine fracture Yes 21 (15.0%)
No 119 (85.5%)

Previous anticoagulant
therapy

Yes 11 (7.9%)
No 129 (92.1%)

Clavicula/sterna/scapula
fractures

Yes 38 (27.1%)
No 102 (72.9%)

was 4 (IQR 3–6). Oxygenation as measured by arterial oxy-
gen tension (PaO

2
)/inspiratory oxygen fraction (FiO

2
) and

respiratory function as measured by respiratory rate, serum
pH, pCO

2
, and bicarbonate before the initialmanagement are

presented in Table 2.
Tapentadol was used in 89% of patients. Only 11% of

patients needed transcutaneous fentanyl because of numeric
rating scale (NRS) more than 7.

At univariate analysis, the injury score and obliged
orthopnea were the only statistically significant factors for
the prediction of the admission to the ICU (Table 2). This
result was confirmed in the multivariate analysis (injury
score, OR = 1.17, 95% CI 1.06 to 1.30, and 𝑝 = 0.0018;
obliged orthopnea OR = 20.3, 95% CI 4.08 to 101.4, and 𝑝 =
0.0002). The multivariate model containing the injury score
and obliged orthopnea showed an overall good predictive
ability (𝑐-statistic = 0.914).

Followingmultivariate analysis, the obliged postural con-
dition was a significant factor associated with ICU require-
ment.

4. Discussion

As no current guidelines exist for the management of this
patient group, recognition of the high risk patient in the
ED is not always straightforward due to the nature of the

injury and its recovery phase. The blunt chest wall trauma
patient who can walk into the ED with no immediate life-
threatening injury will commonly develop complications up
to 72 h or more after injury, which may also prove life-
threatening [9, 10]. An understanding of the risk factors for
development of late complications in blunt chest wall trauma
patient requiring the admission to the ICU could assist in the
accurate risk stratification of this patient group in the ED and
thus improve outcomes.

Our study has three strengths: our approach was aggres-
sive. We start pain management with pharmacologic therapy.
Our decision was in favour of the pharmacological pain-
control because two previous studies showed that the inser-
tion of intercostal catheters was significantly associated with
morbidity [10, 11]; secondly, all patients were immediately
submitted to a positive airway pressure by mask or by a tube.
It is well known that, in chest trauma, a lung lesion such
as pulmonary contusion or pneumothorax and/or thoracic
injury can promote systemic inflammatory activation and
consequently an acute respiratory failure due to alveolar
collapse and impaired fluid clearance [12]. Recently a sys-
tematic review and meta-analysis suggested that noninvasive
ventilation could be useful in the management of acute
respiratory failure due to chest trauma [13]; third, to keep an
obliged posture at, at least, 45 degrees means to improve the
ventilation/perfusion ratio by increasing the functional resid-
ual capacity with a better ventilation distribution towards
more perfused lung areas [14].

A previous study that analyzed factors associated with
survival following blunt chest trauma in older patients
showed that age and injury severity score were independent
predictors of survival [15]. On the opposite, another study
showed that the risk factors for the development of complica-
tions in the recovery phase following blunt chest wall trauma
were a patient age of 65 years or more, three or more rib
fractures, chronic lung disease or cardiovascular disease, the
use of preinjury anticoagulants, and oxygen saturation level
in the ED of less than 90% [16].

In our study, two factors were associated with patients’
admission to the ICU from the emergencyward. Patientswith
high injury score and patients with obliged orthopnea were at
high risk of admission to the ICU. These two factors showed
an excellent ability in predicting admission to the ICU, as
shown by the high value of the 𝑐-statistic (0.91).

In particular data regarding obliged orthopnea testify that
the topics of chest trauma management should be based
on three principles (pain-control, positive airway pressure,
and posture) serving all together to prevent atelectasis and
lung infection. Age, oxygenation, number of rib fractures,
comorbidity, and preinjury anticoagulants do not seem to
affect patients’ outcome in non-life-threatening blunt chest
wall trauma. Data should be confirmed with larger and
different clinical records.

This study has limitations. Retrospective data were used.
Such analyses are prone to selection bias and, in general,
are more suitable for developing study questions rather
than answering scientific questions. Secondly, the analysis
of patients was performed in only one center. Third, the
number of studied patients is limited. Since we observed only
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Table 2: Statistical analysis.

Variable Univariate model Multivariate model
Age > 65 yrs 1.25 (0.38 to 4.07) 0.7162 —
Chest wall score 1.10 (0.72 to 1.67) 0.6648 —
Injury score 1.16 (1.07 to 1.25) 0.0002 1.17 (1.06 to 1.30) 0.0018
SpO
2

0.90 (0.80 to 1.01) 0.0818 —
Number of ribs fractures 1.18 (0.96 to 1.46) 0.1230 —
Chest contusion 2.14 (0.64 to 7.23) 0.2190 —
Fractures with immobilization 22.6 (5.50 to 92.9) <0.0001 20.3 (4.08 to 101.4) 0.0002
𝑐-statistic for multivariate model: 0.914.

Table 3: Patients admitted to ICU.

Age (years) Mean
(range) 71 (58–76)

Sex F 5 (50%)
M 5 (50%)

Charlson comorbidity
index

0–3 8 (80%)
>3 2 (20%)

SpO
2

93,8%
(75%–100%)

Number ribs fractures 0–3 3 (30%)
>3 7 (70%)

PNX Yes 6 (60%)
No 4 (40%)

Number chest contusions
0 4 (40%)
1 1 (10%)
≥2 5 (50%)

Head injury Yes 3 (30%)
No 7 (70%)

Hipbone fracture Yes 2 (20%)
No 8 (80%)

Spine fracture Yes 3 (30%)
No 7 (70%)

Previous anticoagulant
therapy

Yes 1 (10%)
No 9 (90%)

Clavicula/sternal/scapula
fractures

Yes 2 (20%)
No 8 (80%)

Fracture with
immobilization

yes 8 (80%)
No 2 (20%)

ten events, the results obtained with our multivariate model
might be unstable. A larger multicenter study is needed to
confirm our results.

Disclosure

The sponsors had no role in the design of the study, the
collection and analysis of the data, or the preparation of the
manuscript.

Competing Interests

The authors have reported that no potential conflict of inter-
ests exists with any companies/organizations whose products
or services may be discussed in this article.

Authors’ Contributions

Andrea Bellone, Ilaria Bossi, and Massimiliano Etteri are the
guarantors of the content of themanuscript including the data
and analysis. Francesca Cantaluppi, Paolo Pina, Massimo
Guanziroli, AnnaMaria Bianchi, and Giovanni Casazza con-
tributed to the study design data collection and data analysis
and approved the final version of the manuscript.

References

[1] D. W. Ziegler and N. N. Agarwal, “Themorbidity and mortality
of RIB fractures,” Journal of Trauma, vol. 37, no. 6, pp. 975–979,
1994.

[2] K. A. Quaday, “Morbidity andmortality of rib fracture,” Journal
of Trauma, vol. 39, no. 3, p. 617, 1995.

[3] G. E. Blecher, B. Mitra, P. A. Cameron, and M. Fitzgerald,
“Failed emergency department disposition to the ward of
patients with thoracic injury,” Injury, vol. 39, no. 5, pp. 586–591,
2008.

[4] I. Dubinsky and A. Low, “Non-life-threatening blunt chest
trauma: appropriate investigation and treatment,”TheAmerican
Journal of Emergency Medicine, vol. 15, no. 3, pp. 240–243, 1997.

[5] B. Baker Sponeill, W. Haddon, and W. B. Long, “The injury
severity score: a method for describing patients with multiple
injuries and evaluating emergency care,”The Journal of Trauma,
vol. 14, no. 3, pp. 187–196, 1974.

[6] Z. Zhang, “Univariate description and bivariate statistical infer-
ence: the first step delving into data,” Annals of Translational
Medicine, vol. 4, no. 5, p. 91, 2016.

[7] C. M. Pressley, W. R. Fry, A. S. Philp, S. D. Berry, and R. S.
Smith, “Predicting outcome of patients with chest wall injury,”
American Journal of Surgery, vol. 204, no. 6, pp. 910–914, 2012.

[8] J. Q.Alexander, C. J. Gutierrez,M.C.Mariano et al., “Blunt chest
trauma in the elderly patient: how cardiopulmonary disease
affects outcome,”The American Surgeon, vol. 66, no. 9, pp. 854–
857, 2000.



Canadian Respiratory Journal 5

[9] B. J. Simon, Q. Chu, T. A. Emhoff, V. M. Fiallo, and K. F. Lee,
“Delayed hemothorax after blunt thoracic trauma: an uncom-
mon entity with significant morbidity,” Journal of Trauma—
Injury, Infection and Critical Care, vol. 45, no. 4, pp. 673–676,
1998.

[10] M. Deneuville, “Morbidity of percutaneous tube thoracostomy
in trauma patients,” European Journal of Cardio-Thoracic Sur-
gery, vol. 22, no. 5, pp. 673–678, 2002.

[11] S. W. Etoch, M. F. Bar-Natan, F. B. Miller et al., “Tube thoracos-
tomy: factors related to complications,” Archives of Surgery, vol.
130, no. 5, pp. 521–526, 1995.

[12] P. J. Papadakos, M. Karcz, and B. Lachmann, “Mechanical
ventilation in trauma,” Current Opinion in Anaesthesiology, vol.
23, no. 2, pp. 228–232, 2010.

[13] D. Chiumello, S. Coppola, S. Froio, C. Gregoretti, and D.
Consonni, “Noninvasive ventilation in chest trauma: systematic
review and meta-analysis,” Intensive Care Medicine, vol. 39, no.
7, pp. 1171–1180, 2013.

[14] J. Milic-Emili, J. A. Henderson, M. B. Dolovich, D. Trop, and
K. Kaneko, “Regional distribution of inspired gas in the lung,”
Journal of Applied Physiology, vol. 21, no. 3, pp. 749–759, 1966.

[15] D. T.Harrington, B. Phillips, J.Machan et al., “Factors associated
with survival following blunt chest trauma in older patients:
results from a large regional trauma cooperative,” Archives of
Surgery, vol. 145, no. 5, pp. 432–437, 2010.

[16] C. E. Battle, H. Hutchings, K. James, and P. A. Evans, “The risk
factors for the development of complications during the recov-
ery phase following blunt chest wall trauma: a retrospective
study,” Injury, vol. 44, no. 9, pp. 1171–1176, 2013.


