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l. Rib fracture protocol
I. Chest tube protocol
[l Open reduction internal fixation (ORIF) protocol

Rib fracture protocol

3 or more fractures

Admit
Cardiac monitoring
Continuous pulse oximetry
Supplemental oxygen as needed
PCA + NSAID if no contraindication (e.g. splenic laceration, TBI)
Frequent assessment of :
Pain (pain scale)
Respiratory mechanics (incentive spirometry)
Consider BiPAP
Repeat CXR in 24h to evaluate for hemopneumothorax
Acute Pain Service (APS) consult for epidural analgesia for age >64
Consider for age >64 with lesser injuries or age <64 with >3 rib fractures
At discharge:

Lortab/Percocet + NSAID x 3-4 weeks if no contraindications
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I. Chest tube protocol

CHEST TUBE PRACTICE GUIDELINES

TECHNIQUE:
Ancef 1-2 GM 30 min. prior to insertion
(use full barrier cautions)
Large bare CT (=32F)
4-6" |CS in anterior axillary line
Secure with suture

INDICATIONS:

1. Hemopneumothorax by CXR

2. Hemopneumothorax by CT or going to
receive positive pressure ventilation
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II. Open Reduction Internal Fixation (ORIF) of Chest Wall Injuries

Potential indications and inclusion criteria for rib fracture repair

1. Flail chest
a) Failure to wean from ventilator
b) Paradoxical movement visualized during weaning
c¢) No significant pulmonary contusion
d) No significant brain injury

2. Reduction of pain and disability
a) Painful, movable rib fractures
b) Failure of narcotics or epidural pain catheter
¢) Fracture movement exacerbates pain
d) Minimal associated injuries (AIS B 2)

3. Chest wall deformity/defect
a) Chest wall crush injury with collapse of the structure of the
chest wall and loss of thoracic volume
b) Severely displaced, multiple rib fractures or tissue defect that
may result in permanent deformity or pulmonary hernia
c) Severely displaced fractures are significantly impeding lung
expansion or rib fractures are impaling the lung
d) Patient is expected to survive any other injuries

4. Symptomatic rib fracture non-union
a) CT scan evidence of fracture nonunion ([2 months after injury)
b) Patient reports persistent, symptomatic fracture movement

5. Thoracotomy for other indications (i.e., “on the way out™)
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USEFUL LINKS

EAST Guidelines Flail Chest http://www.east.org/tpg/pulmcontflailchest.pdf
Acute Innovations RIbLoc System http://www.acuteinnovations.com/files/product pdfs/RibLoc IFU.pdf
Synthes MatrixRib System http://us.synthesmatrixrib.com/
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