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Aims & Scope  

The aim of this document is to describe: 
 

• The importance of optimising analgesia in rib fracture management.  

• The use of risk stratification tools in guiding analgesia and ongoing care. 
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Introduction 

Rib fracture analgesia management can be difficult at times and appropriate control of pain 
requires complete patient assessment and placement of the patient in an environment that is able 
to safely and effectively manage the pain control techniques appropriate to the needs of the 
patient. 

Pain assessment requires a holistic and escalated approach to ensure that pain is controlled whilst 
minimising the adverse effects of the analgesic techniques applied. Effective acute pain 
management is a core tenant of the network and has been highlighted as an area of improvement 
by patients experiencing the system pre-dating the trauma network. 

Effective pain management for rib fractures reduces in-hospital mortality, morbidity including all 
pulmonary complications (chest infection, pneumonia, haemothorax, pneumothorax, pleural 
effusion, or empyema), ICU admission, or a prolonged length of stay. 

As such each health board within the network should develop a policy for the management of 
analgesia in rib fractures which can be applied to both major trauma and non-major trauma 
patients in order to minimise morbidity and mortality and improve patient comfort. This should be 
based on local knowledge and experience. 

 
Risk Stratification 
Recent evidence suggests that the use of rib fracture management tool can help reducing morbidity 
and mortality in the following ways: 

• Risk stratification that increase the risk of complications (incl. age, number of rib fractures, 
chronic disease, pre-injury anticoagulation and oxygen saturations on presentation). For 
example, even for patients with a risk score of 11-15, the probability of developing 
complications is 29%. 

• Provide analgesic approaches suitable for each risk category. Techniques available include 
the regular use of Paracetamol and NSAIDs, weak and strong opioids, IV PCA and epidural 
or local block techniques (e.g. serratus anterior/erector spinae plane block/paravertebral 
block). These may be applied in isolation or in combination. The use of an acute pain 
service for full pain control and on call anaesthetic support as appropriate is 
recommended. 

• Guide additional support that might be required (e.g. chest physiotherapy) and disposition. 

 
Rib fracture management tools 
Two examples are provided here of rib fracture management tools based the same risk 
stratification score. The view of network is that these should be locally adapted, based on local 
knowledge, experience and skills available, whilst maintaining core functions. 

Standards for initial management of rib fractures and chest wall injury  
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In addition to TARN audit standards, the SWTN have developed a comprehensive standards, based 
on best practice evidence, which all hospitals (i.e. MTC and TUs) should aim to meet in relation to 
initial management. These are summarised below: 
 

1. All patients with chest wall injury should have a rib fracture risk stratification tool 
completed on assessment in ED and Minor Injury Units (incl. documentation of a 
STUMBL score). Standalone tools or that contained within the network clinical 
guideline are appropriate. Compliance of use of risk stratification tools (incl. STUMBL 
score) assessed through regular internal audits. 

 

2. All patients who are discharged should have a discharge advice sheet provided in ED 
with appropriate ‘safety netting.’ 

 

3. All hospitals should work towards having a 24/7 pain service. 

 

4. All hospitals to work towards having at least daytime cover 7 days/week access to 
physiotherapy to support recruitment and secretion clearance for admitted patients, 
with on call availability out of hours. Patient should be seen twice or more as 
indicated within a 24hr period. 

 

5. All hospitals to develop 24/7 access to regionalised anaesthesia - ESB & 
paravertebral blocks 

 

6. All hospitals should have clear pathways for admission and disposition 

 

7. All admitted patients over the age of 65 to have a geriatric review including a Clinical 
Fraility Score 

 

8. All clinical & operational issues pertaining to chest wall injuries should be discussed 
at respective hospital trauma M&M meetings, with actions reported into HB TQUIC 
meetings. 

 

9. If a patient meets the criteria for rib fixation, should be discussed with the nearest 
thoracic service. 
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Rib fixation 
Rib fixation forms an important part of analgesic control of rib fractures in selected patient groups. 

Patients who are intubated or with multisystem trauma and multiple rib fractures should be 
transferred to the MTC via TTL (pathway 1 or 2). These patients should be discussed with the 
thoracic surgical service to be considered for rib fixation. 

Non-intubated patients or those with isolated chest wall injuries who fulfil criteria for rib fixation 
should be discussed with the nearest thoracic surgical service (pathway 3).  

 

Whilst there is presently no dedicated rib fixation service in the region, as a guide, the following 
groups of patients should be discussed with the nearest thoracic surgical service following a CT 
thorax (with 3D reconstructions): 

4 or more rib fractures and ANYof the following: 
 
Clinical flail segment? 
Poorly controlled pain despite regional 
anaesthetic block? 
Ventilated (invasive/non invasive)?* 
Threatened respiratory failure with significant 
chest wall component (pain/flail)? 
Significant coexistent cardiorespiratory disease? 
*Generally pathway 1 or 2 transfers via MTC 
TTL, all others pathway 3 to specialty 
 
The above represents trigger points for discussion with respective thoracic teams. The outcome 
could be the following: 

Patient accepted for rib fixation and transferred. 

Patient not requiring rib fixation and to be continue to managed locally. Trauma Unit to contact 
thoracic team if any change in clinical condition, to reassess indications. 

At the time of review work is  ongoing in relation to the development of a regionalised rib fixation 
service. 
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Appendix 1 – Example of a Rib Fracture Scoring and Pain Management 

Tool 
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Appendix 2 - Example of a Rib Fracture Scoring, Pain Management 

and Disposition Tool 

 


