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Abstract
Purpose  Chest wall injuries are common in blunt trauma and associated with significant morbidity and mortality. The aim 
of this study was to determine the most common mechanisms of injury (MOI), injury patterns, and associated injuries in 
patients who undergo surgery for chest wall trauma.
Methods  This was a retrospective study of trauma patients with multiple rib fractures and unstable thoracic cage injuries 
who were managed surgically at Sahlgrenska University Hospital during the period September 2010–September 2017. The 
MOI, injury severity score (ISS), new injury severity score (NISS), thoracic and associated injuries were recorded. Patients 
were categorized according to age (years): groups I (15‒44), II (45‒64) and III ( > 64). Unstable thoracic cage injuries were 
classified as sternal, anterior, lateral and posterior flail chest.
Results  Two hundred and eleven trauma patients with a mean age (years) of 58.2 ± 15.6, mean ISS 23.6 ± 11.0, and mean 
NISS 34.1 ± 10.6 were included in the study. Traffic accidents were the most common MOI in Group I (62%) and falls in 
Group III (59%). The most common flail segments were lateral and posterior. Sternal and anterior flail segments were more 
common with bilateral injuries and traffic accidents, particularly frontal collisions. Injuries in at least three body regions were 
also more associated with traffic accidents. Diaphragmatic injury was seen in 18% of patients who underwent thoracotomy.
Conclusions  The MOI associated with multiple rib fractures differs according to the age of the patient and is associated with 
different chest wall injury patterns and extra-thoracic injuries.
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Introduction

Thoracic trauma, encompassing trauma to the chest wall, 
lungs and cardiovascular system, accounts for approximately 
23‒28% of trauma-associated mortality [1, 2]. Rib fractures 
are a common injury [3], especially in blunt trauma, and 
occur in approximately 40% of patients with thoracic trauma 
[4]. An increased number of rib fractures is associated with 
an increase in morbidity and there is a correlation between 
the number of ribs fractured, injury severity score (ISS) [5] 
and mortality [3, 6]. Multiple rib fractures are highly asso-
ciated with pneumothorax, haemothorax and pulmonary 

injuries [4] and can lead to chest wall instability and flail 
chest [7] with subsequent respiratory insufficiency, a require-
ment for ventilator support and a high mortality [8]. Multiple 
rib fractures and flail chest are generally associated with 
high-energy trauma, such as road traffic accidents [4]. In 
the elderly, however, multiple rib fractures can occur after 
low-energy impact, such as falls that cause multiple, com-
minute and displaced rib fractures [9]. Elderly patients with 
rib fractures often present with a significantly less severe 
injury status and with lower ISS than younger patients, but 
have a higher rate of mortality [10, 11].

Rib fractures have previously been reported in 10% of 
trauma patients [3]. They are, however, frequently under-
diagnosed because chest radiography fails to diagnose the 
majority of fractures [12, 13] and the true incidence may be 
underestimated. Computed tomography (CT) has a higher 
sensitivity for diagnosing rib fractures than radiography, 
with the added advantage of evaluating intra-thoracic inju-
ries [13, 14]. Nevertheless, CT may also fail to diagnose rib 
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fractures, particularly if these are non-displaced, chondral 
or anterior fractures [15].

Unstable thoracic cage injuries or flail chest occur in 
approximately 6% of patients with rib fractures [4] and 
have been described in 22% of patients with major chest 
trauma requiring intensive care [16], although the defini-
tion of major chest trauma was unclear in this study. The 
diagnosis of flail chest as anatomical or physiological can be 
disputed. Currently, and according to AIS 2008, the widely 
used definition is that flail chest is an anatomical diagnosis 
requiring three or more adjacent ribs fractured in more than 
one location [7]. This definition does not, however, take into 
account all injuries in the thoracic cage since sternal frac-
tures in combination with rib fractures are not included in 
the definition. There is also lack of consensus as to what 
constitutes an anterior, lateral or posterior fracture, or an 
upper and lower rib fracture. These definitions are important 
because lower rib fractures are associated with increasing 
risk of intra-abdominal injuries [17, 18].

To our knowledge, no study has previously investigated 
an association between MOI and chest wall injury patterns. 
The aim of this study is to describe the MOIs, patterns of 
chest wall injuries, and associated injuries in patients who 
undergo open reduction internal fixation (ORIF) of chest 
wall injuries.

Patients and methods

Patients

Inclusion

We conducted a retrospective study of trauma patients 
(age ≥ 15 years) treated surgically for acute chest wall inju-
ries at Sahlgrenska University Hospital during the period 
September 2010–September 2017. Those patients included 
in the study had been received directly at Sahlgrenska Uni-
versity Hospital or via another hospital in or outside of the 
region. Patients were identified in the surgical registry by a 
search using the ICD-10 codes GAD00, GAD03 and GAD96 
for thoracoplasty, and GAE16, GAE23, GAE26, GAE30, 
GAE50 and GAE96 for reconstruction of chest wall.

Operative procedure

At our institution, the indications for emergency surgical sta-
bilization of the chest wall are unstable thoracic cage injuries 
or flail chest, selected patients with multiple rib fractures 
and problems with pain control, visible chest wall deformity, 
lung herniation, and severe rib dislocation affecting inter-
nal organs. Open reduction internal fixation was performed 
using the MatrixRIB® Fixation System (DePuy Synthes), 

consisting of pre-shaped angular locked plates and intra-
medullary splints to stabilize rib fractures as described in 
previous studies [19, 20]. The operative technique varied, 
however, as some patients underwent thoracotomy with a 
non-muscle sparing approach, whereas others underwent a 
minimally invasive approach with or without thoracotomy.

Methods

Patient demographics

Patient demographics, trauma demographics and operative 
procedures performed were collected from the patient files. 
Patients were categorized according to age (years): Group 
I (15‒44); Group II (45‒64); and Group III ( > 64). The 
MOI was divided into ten groups: (1) motor vehicle colli-
sion with other vehicle(s) (MVC other); (2) motor vehicle 
collision without other vehicle(s) (MVC single); (3) bicy-
cle accident; (4) motorcycle accident; (5) pedestrian vehi-
cle accident (PVA); (6) miscellaneous transport accidents 
(including gliding, skiing, jet-skiing, sledging, equine activi-
ties); (7) fall from the same level; (8) fall from height; (9) 
crush injury; and (10) assault by bodily force. The motor 
vehicle collision groups were further subdivided into three 
groups depending on whether a frontal or side collision had 
occurred or if this was unknown.

Injury diagnosis

Patients underwent a CT examination of the thorax with 
intravenous contrast medium often as part of a general, 
whole-body CT upon admission. The CT findings of intra-
thoracic injuries were compared to operative findings 
in patients undergoing thoracotomy. Abbreviated Injury 
Scales (AIS) for the different body regions, Injury Sever-
ity Score (ISS) [5] and New Injury Severity Score (NISS) 
[21] were assessed. Injuries to the ribs, sternum, clavicle, 
scapula, lung, heart, diaphragm, and concomitant intracra-
nial, abdominal, pelvic, spinal and extremity injuries were 
recorded.

Chest wall injuries

The number of fractured ribs, rib fractures, and the amount 
of fractures stabilized were studied. The rib cage was divided 
into sections by identifying the anterior axillary line (lateral 
border of pectoralis major muscle) and the posterior axillary 
line (anterior border of latissimus dorsi muscle) on cross-
sectional CT images of the thorax at the level of the fourth 
rib. Fractures were classified as anterior (anterior to anterior 
axillary line), lateral (between anterior and posterior axillary 
lines), and posterior (posterior to posterior axillary line). 
The location of rib fractures was divided into zones: 1 (ribs 
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1‒4), 2 (ribs 5‒8), and 3 (ribs 9‒12). Chest wall deform-
ity was determined on cross-sectional CT images. Fractures 
were defined as non-displaced or displaced and protruding if 
affecting internal organs. Flail chest was defined according 
to AIS criteria as fractures that involve three or more adja-
cent ribs fractured in more than one location [7]. In addition, 
flail segments were classified as sternal, anterior, lateral, 
and posterior. Sternal flail was defined as a segment consist-
ing of at least two chondral or costal fractures bilaterally in 
conjunction with two horizontal sternal fractures or a verti-
cal and horizontal fracture combined with two rib fractures 
on one side. Anterior flail was defined as a flail segment 
stretching between sternum and the anterior axillary line. 
Lateral flail was defined as a flail segment stretching from 
anterior ribs to posterior axillary line or anterior axillary 
line to posterior ribs. Posterior flail was defined as a seg-
ment stretching from posterior axillary line to the thoracic 
spine. Each patient could have more than one flail segment 
[7], although an individual rib fracture was not included in 
more than one flail segment.

Statistical analyses

All statistical analyses were done using SPSS v21 software 
(IBM® 2012). Results are shown as mean with standard 
deviation (SD) for continuous variables, and n and % for 
categorical variables. Continuous variables were compared 
using the independent samples two-tailed T test. Categorical 
variables were compared using the Pearson chi-square test 
and Fisher’s exact test. For variables without independent 
observations, Cochran’s Q test was used. Post hoc tests with 
subgroup analyzes were performed using z test. Significance 
was considered to be p < 0.05. For the comparison of MOI 
groups with categorical variables, the MOI groups were 
merged into three groups (fall, traffic accident and other 
accident) to avoid insufficient frequencies in each cell.

Results

Patient demographics

The study included 211 patients, 155 (73.5%) men and 
56 (26.5%) women of mean age 58.2 ± 15.6 years who 
had been surgically managed for acute chest wall inju-
ries during the 7-year study period. Sixty-five percent of 
patients had been received directly at Sahlgrenska Uni-
versity Hospital, 26% had been admitted via a regional 
hospital and 9% from a hospital outside the region. The 
main indications for surgery were flail chest (n = 184), 
multiple rib fractures and pain (n = 11), severely dislocated 
rib fractures affecting internal organs (n = 9), multiple rib 

fractures with lung herniation (n = 3), multiple rib frac-
tures with chest wall deformity (n = 2), multiple rib frac-
tures with massive haemothorax and diaphragmatic injury 
(n = 1) and multiple rib fractures with continuous air leak-
age (n = 1). One hundred and sixty-one (76%) patients 
underwent a thoracotomy in conjunction with chest wall 
stabilization (90 on the left side and 79 on the right side); 
eight of these patients underwent bilateral thoracotomies. 
There was no difference in the proportion of patients with 
unilateral injuries undergoing left vs. right side thoracot-
omy (p = 0.539).

Mechanism of injury

Of the 211 patients included in the study, all but one had 
suffered blunt trauma. The exception was a patient who 
had been assaulted and stabbed in the chest, which caused 
severely dislocated rib fractures. Falls and traffic accidents 
were the most common MOI in patients undergoing surgi-
cal stabilization for chest wall injuries (Table 1). There 
was a significant difference in the proportion of patients 
suffering from falls, traffic or other accidents according to 
age group (p < 0.001). In Group I (15‒44 years), traffic 
accidents accounted for the majority (62%) of the trauma 
with the single, most common MOI being motorcycle acci-
dents (29%). In the elderly, Group III ( > 64 years), the 
majority (59%) of injuries were due to falls of which 56% 
were from the same level. In contrast, falls and traffic acci-
dents were equally distributed in Group II (45‒64 years). 
Subgroup analyses revealed that falls were more common 
in Group II and III than in Group I and traffic and other 
accidents were more common in Group I than in Group 
III (p < 0.05).

The mean ISS was 23.6 ± 11.0 and mean NISS was 
34.1 ± 10.6 for patients included in the study. Injury sever-
ity scores were not equally distributed between the differ-
ent MOI groups and mean ISS values were significantly 
higher in traffic accidents compared to falls (p < 0.001) 
and other accidents (p = 0.005) (Table 1). There was no 
difference in mean ISS between falls and other accidents 
(p = 0.526). Similarly, mean NISS was higher for traffic 
accidents compared to falls (p < 0.001), although there 
was no significant difference between mean NISS in other 
accidents compared to falls and traffic accidents (p = 0.260 
and p = 0.152, respectively). The highest ISS and NISS 
values were seen in patients experiencing MVC with other 
vehicles, PVA and crush injury. There were no significant 
differences in either mean ISS or mean NISS between the 
subgroups of falls and other accidents. There were no sig-
nificant differences in the distribution of age, MOI, and 
ISS and NISS values between men and women or the dis-
tribution of ISS and NISS values according to age groups.
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Chest wall injuries

Unilateral rib fractures were seen on the left and right sides 
in 80 and 64 patients, respectively. Sixty-seven patients had 
bilateral rib fractures. The mean numbers of fractured ribs 
and rib fractures in patients with unilateral injuries were 
7.1 ± 2.1 and 12.2 ± 4.4, respectively. Fifty-seven percent of 
fractured ribs were operated and 44% of rib fractures were 
stabilized. There was no statistical difference in the num-
ber of fractured ribs (p = 0.930), rib fractures (p = 0.963) 
or percentages of ribs (p = 0.079) or fractures (p = 0.716) 
operated between patients with rib fractures on the left and 
right sides. Patients with bilateral injuries had significantly 
more fractured ribs (13.2 ± 4.0) and rib fractures (20.5 ± 7.5) 
compared to patients with unilateral injuries (p < 0.001). 
The percentage of ribs (37%) and fractures (32%) stabi-
lized, however, was less than compared to unilateral injuries 
(p < 0.001). There was no significant difference in the num-
ber of fractured ribs (p = 0.509) or rib fractures (p = 0.860) 
between men and women.

The incidence and location of fractures in ribs, sternum, 
clavicles, and scapulae in patients with unilateral injuries 
and bilateral injuries are shown in Fig. 1a, b. Comparison of 
proportions of sternal fractures between patients with uni-
lateral (left vs. right side) and bilateral injuries with Pearson 
chi-square indicated a significant difference (p < 0.001) and 
subgroup analyses revealed significantly more sternal frac-
tures in patients with bilateral injuries (p < 0.05). Clavicle 
and scapular fractures were equally distributed in patients 
with unilateral and bilateral injuries. Comparison of loca-
tion of rib fractures with Cochran’s Q test showed posterior 

fractures being most common followed by lateral and lastly 
anterior rib fractures in patients with unilateral injuries 
(p < 0.001), whereas in patients with bilateral injuries, ante-
rior, lateral and posterior rib fractures were equally com-
mon (p = 0.939). Anterior rib fractures were significantly 
more common in patients with bilateral injuries compared 
to patients with unilateral injuries (p < 0.001) (Table 2). Rib 
fractures were most common in zone 2 (99.5%), followed by 
zone 1 (81.5%) and zone 3 (76.8%) both in unilateral and 
bilateral injuries (p < 0.001). Zone 1 injuries were signifi-
cantly more common in patients with bilateral than unilateral 
injuries (p < 0.001) and zone 3 rib fractures were more com-
mon in bilateral injuries than on the right side (p < 0.05).

Chest wall deformity was more common in patients with 
bilateral injuries (88%), compared to patients with unilat-
eral injuries (65% left side vs. 59% right side) (p < 0.001). 
Ninety-nine percent of patients had at least one dislocated 
rib fracture and 40% percent had at least one protruding rib 
fracture. There was no significant difference in the occur-
rence of dislocation (p = 0.756) and protrusion (p = 0.388) 
between unilateral (left vs. right side) or bilateral injuries. 
Flail chest was present in 84% of patients with unilateral 
injuries on the left side, 88% with unilateral injuries on 
the right side and in 94% of patient with bilateral injuries 
(Fig. 1c, d). There was no significant difference in the pro-
portion of flail chest between unilateral (left vs. right side) 
and bilateral injuries (p = 0.155). Ten patients had bilateral 
flail chest. Comparison of location of flail segments with 
Cochran’s Q test showed that lateral and posterior flail seg-
ments were most prevalent, followed by anterior and sternal 
flail segments (p < 0.001). For patients with bilateral injuries 

Table 1   Injury severity scores according to mechanism of injury and mechanism of injury according to age groups in 211 patients surgically 
managed for acute chest wall injuries

Mechanism of injury Mean
ISS

Mean
NISS

Group I
(15-44 years)

n (%)

Group II
(45-64 years)

n (%)

Group III
(>64 years)

n (%)
Falls (n=93) 19.7±9.0 31.2±9.1 5 (14.7) 45 (43.3) 43 (58.9)**

Fall from same level (n=51) 18.5±8.8 30.4±8.1 3 (8.8) 24 (23.1) 24 (32.9)
Fall from height (n=42) 21.0±9.2 32.1±10.3 2 (5.9) 21 (20.2) 19 (26.0)

Traffic accidents (n=93) 28.2±10.9* 37.2±11.2* 21 (61.8)** 46 (44.2) 26 (35.6)
MVC other (n=20) 33.6±9.9 40.4±8.8 1 (2.9) 8 (7.7) 11 (15.1)
MVC single (n=19) 26.9±8.7 35.8±11.3 6 (17.6) 10 (9.6) 3 (4.1)
PVA (n=17) 30.8±12.2 40.0±12.9 2 (5.9) 9 (8.7) 6 (8.2)
Motorcycle accident (n=21) 25.3±10.9 36.4±12.3 10 (29.4) 8 (7.7) 3 (4.1)
Bicycle accident (n=16) 24.3±11.1 32.6±9.9 2 (5.9) 11 (10.6) 3 (4.1)

Other accidents (n=25) 21.0±11.8 33.6±10.3 8 (23.5) 13 (12.5) 4 (5.5)
Crush injury (n=3) 30.0±10.5 39.3±9.2 1 (2.9) 1 (1.0) 1 (1.4)
Miscellaneous accidents (n=13) 19.5±11.2 32.1±8.4 6 (17.6) 6 (5.8) 1 (1.4)
Assault (n=9) 20.2±13.0 33.8±13.2 1 (2.9) 6 (5.8) 2 (2.7)

Total (n=211) 23.6 ± 11.0 34.1 ± 10.6 34 104 73

*Highest ISS and NISS according to mechanism of injury using independent samples T test (p < 0.01)
**Most common mechanism of injury according to age group using subgroup analyses with z test (p < 0.05)
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there were a significantly greater proportion of sternal flail 
chest (p = 0.002), anterior flail chest (p < 0.001) and lateral 
flail chest (p = 0.022) compared to patients with unilateral 
injuries (Table 2). Posterior flail chest was more common in 
patients with unilateral injuries than in patients with bilat-
eral injuries (p = 0.003). Rib fractures in zone 1 were asso-
ciated with anterior flail chest (p = 0.018) and lateral flail 
chest (p < 0.001). All patients with sternal flail chest had rib 
fractures in zones 1 and 2, whilst rib fractures in zone 3 were 
associated with posterior flail chest (p < 0.001). Despite radi-
ological flail segments, clinical paradoxical breathing was 
only documented in 16% of patients with flail chest on the 
left side and 14% of patients with flail chest on the right side. 

In patients with bilateral injuries and flail chest, paradoxi-
cal breathing was recorded significantly more often than in 
unilateral injuries (43%, p < 0.001). There was a significant 
association between the reporting of paradoxical breathing 
and sternal and anterior flail segments (p < 0.05).

The association of MOI with chest wall injury pattern is 
shown in Table 3. The most common MOI in patients with 
unilateral injuries was falls, whereas the most common MOI 
in bilateral injuries was traffic accidents (p < 0.05). Rib frac-
tures in zone 1 were more common in traffic accidents than 
falls, zone 2 rib fractures were equally common in all MOI 
groups and zone 3 rib fractures were more common in falls 
than traffic and other accidents (p < 0.05). Flail chest was 

a b

c d

Fig. 1   Percentage of anterior, lateral and posterior rib fractures, and 
fractures in sternum, clavicles, and scapulae in patients with a uni-
lateral rib fractures on the left (n = 80) and right side (n = 64), respec-
tively, and b bilateral rib fractures (n = 67). Percentage of sternal, 

anterior, lateral and posterior flail segments in c patients with unilat-
eral rib fractures and flail chest on the left (n = 67) and right (n = 56) 
side, respectively, and d patients with bilateral rib fractures and flail 
chest (n = 63)
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equally prevalent in the three MOI groups (p = 1.000); how-
ever, all patients with PVA and crush injury had flail chest. 
Sternal and anterior flail segments were significantly more 
common in traffic accidents compared to falls and other acci-
dents, while posterior flail chest was more common in falls 
than traffic and other accidents (p < 0.05). Patients in frontal 
collision MVC had more sternal and anterior flail segments 
than side collisions. While, posterior flail chest was more 
common in side collisions than frontal collisions. Lateral 
flail chest was equally common among the MOI groups and 
the most common type of flail in patients with PVA and 
motorcycle accidents (p < 0.001).

Intra‑thoracic injuries

Intra-thoracic injuries were commonly found on pre-opera-
tive CT with 72% of patients with pneumothorax, 91% with 
haemothorax, 59% with pulmonary contusions, 16% with 
lung laceration, and 0.5% with bronchial injury. Cardiovas-
cular injury occurred in 3.8% of patients. Diaphragmatic 
injury was diagnosed on CT in 1.9% of patients. Injuries that 
could be assessed per-operatively were found to be under-
diagnosed on pre-operative CT. When comparing results 
in patients who subsequently underwent a thoracotomy 
(n = 161), 81% were found to have pulmonary contusions, 
62% had lung laceration, and 18% had diaphragmatic injury 
(Fig. 2). The differences between CT and per-operative diag-
noses were statistically significant (p < 0.001). The sensitiv-
ity of CT for diagnosing pulmonary contusions was 68%, 
lung lacerations 29% and diaphragmatic injuries 14% com-
pared to operative diagnoses.

Associated injuries

Isolated thoracic injury was found in only 12% of patients 
and was significantly more common in patients subjected 

to falls and other accidents than traffic accidents (p < 0.05) 
(Table 4). In contrast, injuries to at least three body regions 
were found in 64% of patients and were associated with traf-
fic accidents to a significantly greater extent than falls and 
other accidents (p < 0.05). Traffic accidents were also associ-
ated with a significantly greater extent with abdominal solid 
organ injury, pelvic fracture, extremity fractures and spinal 
fracture than falls and other accidents (p < 0.05). Extremity 
fractures were particularly prevalent in PVA and found in 
94% of patients. Motor vehicle collision with frontal colli-
sion was more commonly associated with injuries to mul-
tiple body regions (p < 0.001) compared to side collisions. 
Abdominal solid organ injury, pelvic fracture, extremity 
fracture and spinal fracture were more common in frontal 
collisions than side collisions (p < 0.05). Spinal fractures 
were seen in 96% of MVC in frontal collision. There was 
no significant difference in frequency of intracranial hem-
orrhage (p = 0.124), pulmonary contusions (p = 0.736), 
diaphragmatic injury (p = 0.628), and hollow viscus injury 
(p = 0.347) between the MOI groups.

Discussion

In this retrospective study of 211 trauma patients who under-
went ORIF due to acute chest wall injuries, we found that 
falls and traffic accidents were equally common and con-
stituted the mechanism of injury in the majority (88%) of 
cases. This contradicts previous studies, which show that 
traffic accidents are a more common MOI in thoracic trauma 
[3, 4]. One possible explanation for the dissimilarity is the 
older age of the patients in this study (mean age 58 years). 
Another explanation may be the lower incidence of traffic 
accidents in Sweden compared to other countries [22]. We 
found an age-related variance with traffic accidents dominat-
ing the younger population compared to the older population 

Table 2   Comparison of chest wall injury patterns between unilateral and bilateral injuries in 210 trauma patients

Injury Unilateral Rib fractures
(n=143)

Bilateral Rib fractures
(n=67)

p-value*

Anterior rib fracture 84 (59%) 60 (90%) <0.001
Lateral rib fracture 120 (84%) 61 (91%) 0.163
Posterior rib fracture 137 (96%) 61 (91%) 0.166
Zone 1 rib fracture 108 (76%) 64 (96%) <0.001
Zone 2 rib fracture 143 (100%) 67 (100%) 0.494
Zone 3 rib fracture 106 (74%) 56 (84%) 0.110
Sternal flail chest 2 (1.4%) 7 (10%) 0.002
Anterior flail chest 5 (4%) 12 (18%) <0.001
Lateral flail chest 57 (40%) 38 (57%) 0.022
Posterior flail chest 74 (52%) 20 (30%) 0.003

Results from 210 of the 211 patients included in the study as data in one patient is missing
*Pearson’s chi square
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where falls dominate. This does concur with previous studies 
that have shown an increased prevalence of fall accidents 
in older patients [23]. Previous studies suggest that elderly 
patients have lower ISS despite higher mortality [11, 3, 23]. 
Injury severity scores, ISS and NISS, were higher in traffic 
accidents, especially in MVC with other vehicle(s) and in 
PVA. We found that ISS was related to MOI rather than the 
age group of patients. Interestingly, there was no significant 
difference in ISS and NISS between falls from the same level 
and falls from height.

The indication for chest wall stabilization was in 87% 
of cases flail chest. Patients had at least one dislocated rib 
fracture. The majority of patients had unilateral rib fractures, 
although one-third had bilateral rib fractures. Bilateral rib 
fractures were more common in traffic accidents and asso-
ciated with more rib fractures, although the proportion of 
fractures operated was less than when compared to unilateral 
injuries. More studies are needed to determine the optimal 
percentage of rib fractures to stabilize in flail chest, as sta-
bilizing too few may not prevent deformity, and stabilizing 
too many may cause rigidity [24]. There was no difference in 
the number of rib fractures between men and women despite 
elderly women having a higher risk of osteoporosis [25]. 
Only 12% of patients had isolated thoracic trauma, which 
was associated with falls, whereas 64% of patients had inju-
ries to at least three body regions, associated with traffic 
accidents. Traffic accidents were associated with abdominal 
organ injury, pelvic fracture, extremity fracture, and spinal 
fracture. In fact, 96% of patients in frontal collision MVC 
had spinal fractures and 94% in PVA had extremity frac-
tures. Motor vehicle collision with frontal collisions was 
associated with a greater extent with injuries in at least three 
body regions and abdominal organ injury, pelvic fracture, 
extremity fracture and spinal fracture, than side collisions. 

Previous studies have also shown that collision type has a 
greater impact on injury severity than speed [26].

In our study, flail chest was based on anatomical criteria. 
We found signs of a “floating segment”, such as paradoxi-
cal breathing, in 25% of patients with flail chest. This was 
recorded in 43% of cases in patients with bilateral rib frac-
tures and was associated with sternal and anterior flail seg-
ments. It is understandable that paradoxical breathing was 
more commonly seen in bilateral injuries as these have more 
frequent sternal and anterior flail segments, which are easier 
to discover. It is equally understandable that posterior flail 
segments do not produce a visible floating segment consider-
ing the overlying thick musculature. Whilst the occurrence 
of paradoxical breathing may have been underreported con-
sidering that this was a retrospective study, others have also 
reported a low prevalence of paradoxical breathing despite 
flail chest [27].

Patients had at least one rib fracture in zone 2, whereas 
zone 1 rib fractures were more common in patients with 
bilateral injuries and associated with anterior and lateral flail 
segments. Zone 3 rib fractures were associated with poste-
rior flail segments. Other studies have similarly defined rib 
fractures as upper and lower or divided them into different 
zones than our study [28]. An international consensus as 
to how chest wall injury patterns should be defined would 
be beneficial. We developed the commonly used definition 
of flail chest to involve the sternum. We found lateral and 
posterior flail segments to be the most common injury pat-
terns. Sternal fractures and anterior rib fractures were more 
common in patients with bilateral injuries, leading to sternal 
and anterior flail segments, whereas lateral and posterior 
rib fractures leading to posterior flail segments were more 
common in patients with unilateral injuries. We found an 
association between collision type and type of flail segment. 
In particular, sternal and anterior flail segments were found 

Table 3   Chest wall injuries associated with mechanism of injury in 211 patients surgically managed for acute chest wall injuries
Mechanism of injury Unilateral 

Rib 
fractures

n (%)

Bilateral 
Rib 

fractures
n (%)

Zone 1 
Rib 

fractures
n (%)

Zone 2 
Rib 

fractures
n (%)

Zone 3 
Rib 

fractures
n (%)

Flail 
chest

n (%)

Sternal 
flail 

segment
n (%)

Anterior 
flail 

segment
n (%)

Lateral 
flail 

segment
n (%)

Posterior 
flail 

segment
n (%)

Falls (n=93) 77 (53)* 16 (24) 64 (37) 92 (44) 81 (50)* 81 (44) 1 (11) 1 (6) 35 (37) 57 (61)*
Fall from same level (n=51) 45 (31) 6 (9) 29 (17) 50 (24) 45 (28) 40 (22) 1 (11) 1 (6) 14 (15) 29 (31)
Fall from height (n=42) 32 (22) 10 (15) 35 (20) 42 (20) 36 (22) 41 (22) 0 (0) 0 (0) 21 (22) 28

Traffic accidents (n=93) 50 (35) 43 (64)* 86 (50)* 93 (44) 66 (41) 86 (46) 7 (78)* 15 (88)* 48 (51) 31 (33)
MVA all (n=39) 15 (10) 24 (36) 36 (21) 39 (19) 31 (19) 36 (19) 6 (67) 12 (71) 14 (15) 10 (11)

Frontal collision (n=22) 7 (5) 15 (22) 21 (12) 22 (10) 17 (10) 21 (11) 4 (44) 9 (53) 8 (8) 4 (4)
Side collision (n=9) 6 (4) 3 (5) 8 (5) 9 (4) 7 (4) 8 (4) 0 (0) 0 (0) 4 (4) 5 (5)*
Unknown (n=8) 2 (1) 6 (9) 7 (4) 8 (4) 7 (4) 7 (4) 2 (22) 3 (18) 2 (2) 1 (1)

PVA (n=17) 8 (6) 9 (13) 16 (9) 17 (8) 13 (8) 17 (9) 0 (0) 2 (12) 14 (15) 7 (7)
Motorcycle (n=21) 14 (10) 7 (10) 19 (11) 21 (10) 15 (9) 19 (10) 1 (11) 1 (6) 12 (13) 7 (7)
Bicycle (n=16) 13 (9) 3 (4) 15 (9) 16 (8) 7 (4) 14 (8) 0 (0) 0 (0) 8 (8) 7 (7)

Other accidents (n=25) 17 (12) 8 (12) 22 (13) 25 (12) 15 (9) 19 (10) 1 (11) 1 (6) 12 (13) 6 (6)
Crush injury (n=3) 1 (0.7) 2 (3) 3 (2) 3 (1) 1 (0.6) 3 (2) 0 (0) 1 (6) 2 (2) 2 (2)
Miscellaneous (n=13) 10 (7) 3 (4) 11 (6) 13 (6) 10 (6) 10 (5) 0 (0) 0 (0) 7 (7) 3 (3)
Assault (n=9) 6 (4) 3 (4) 8 (5) 9 (4) 4 (2) 6 (3) 1 (11) 0 (0) 3 (3) 1 (1)

Total (n=211) n=144 n=67 n=172 n=210 n=162 n=186 n=9 n=17 n=95 n=94

*Most common mechanism of injury with subgroup analyses (p < 0.05)
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in frontal collision MVC, while posterior flail segments 
were found in side collision MVC. We had no information 
as to whether or not our MVC patients had been belted. 
Previous studies have shown a different injury pattern with 
a higher distribution of injuries in unbelted patients [29]. 
Flail chest was found in all patients with PVA and crush 
injury, included in the study. Lateral flail segments were the 
most common in PVA and motorcycle accidents, whereas 
posterior flail segments were more common in falls.

In our study, a high percentage (76%) of patients under-
went thoracotomy. It is debatable as to whether or not thor-
acotomy or video-assisted thoracoscopic surgery (VATS) 
should be performed in conjunction with ORIF of rib 

fractures. The procedure allowed us to diagnose intra-tho-
racic injuries to a greater extent. We found that pre-operative 
CT failed to diagnose pulmonary contusions, lung lacera-
tions, and diaphragmatic injuries in several patients. Ultra-
sound has been shown to be a valuable adjunct in the initial 
assessment of trauma patients [30] and is more sensitive than 
chest radiographs in diagnosing rib fractures [14], although 
the examination may be more time-consuming, be difficult 
in the presence of subcutaneous emphysema, be inaccessi-
ble to subscapular rib fractures and painful [31]. However, 
ultrasound can serve as a complement to CT with the added 
advantage of possible repetition without radiation, but it is 
still less sensitive than CT, despite having a high specific-
ity concerning diagnosing intra-thoracic injuries [32]. At 
our hospital, ultrasound was used as a bedside tool in the 
resuscitation of our patients but we had not implemented a 
standardized protocol for assessing fractures in the sternum, 
cartilage or ribs, and therefore this modality was not used in 
our study. Also, pulmonary contusions often develop over 
time and it is possible that these could not be diagnosed on 
initial CT or ultrasound [33]. We found a low sensitivity 
for CT in diagnosing diaphragmatic injuries, which seem to 
be more prevalent than previously described. Zarour et al. 
reported a low incidence (0.9%) of traumatic diaphragmatic 
injuries, which mainly occurred in penetrating trauma [34]. 
There is a difference, however, between what has tradition-
ally been described as traumatic diaphragmatic rupture 
secondary to blunt trauma and the diaphragmatic injuries 
seen in conjunction with rib fractures that more resemble 
lacerations after stab injuries. These are more common than 
previously known and we found them in 18% of patients 
undergoing thoracotomy in this study. It is important to 

*Pearson chi-square p<0.001.

CT

CT

CT

OP*

OP*

OP*

0

10

20

30

40

50

60

70

80

90

100

Pulmonary
contusion

Lung
laceration

Diaphragmatic
injury

Pa
ti

en
ts

 w
ith

 in
ju

ry
 (%

)

Fig. 2   Percentage of patients with injuries seen on pre-operative CT 
and per-operatively in 161 patients undergoing thoracotomy in con-
junction with chest wall stabilization

Table 4   Frequency of injuries in different body regions according to mechanism of injury in 211 patients surgically managed for acute chest wall 
injuries

Mechanism of injury Isolated 
thoracic
injury
n (%)

Injuries in 
≥3 body 
regions
n (%)

Intracranial 
haemorrhage

n (%)

Pulmonary
contusion

n (%)

Diaphragm 
injury

n (%)

Abdominal 
organ 
injury
n (%)

Hollow 
viscus 
injury
n (%)

Pelvic 
fracture

n (%)

Extremity 
fracture

n (%)

Spinal 
fracture

n (%)
Falls (n=93) 17 (65)* 47 (35) 12 (34) 58 (44) 15 (50) 15 (29) 1 (20) 7 (21) 33 (30) 32 (35)

Fall from same level (n=51) 11 (42) 21 (16) 7 (20) 28 (21) 10 (33) 10 (19) 0 (0) 3 (9) 11 (10) 13 (14)
Fall from height (n=42) 6 (23) 26 (19) 5 (14) 30 (23) 5 (17) 5 (10) 1 (20) 4 (12) 22 (20) 19 (21)

Traffic accidents (n=93) 2 (8) 79 (59)* 21 (60) 60 (45) 13 (43) 31 (60)* 4 (80) 26 (76)* 72 (65)* 54 (59)*
MVA all (n=39) 0 (0) 34 (25) 11 (31) 27 (20) 9 (30) 19 (37) 3 (60) 13 (38) 28 (25) 28 (30)

Frontal collision (n=22) 0 (0) 22 (16) 7 (20) 15 (11) 4 (13) 14 (27)** 1 (20) 9 (26)** 19 (17)** 21 (23)**
Side collision (n=9) 0 (0) 4 (3) 2 (6) 4 (3) 3 (10) 1 (2) 0 (0) 3 (9) 5 (5) 3 (3)
Unknown (n=8) 0 (0) 8 (6) 2 (6) 8 (6) 2 (7) 4 (8) 2 (40) 1 (3) 4 (4) 4 (4)

PVA (n=17) 0 (0) 16 (12) 5 (14) 11 (8) 2 (7) 4 (8) 0 (0) 8 (24) 16 (14) 10 (11)
Motorcycle (n=21) 2 (8) 17 (13) 4 (11) 14 (11) 0 (0) 5 (10) 1 (20) 0 (0) 16 (14) 10 (11)
Bicycle (n=16) 0 (0) 12 (9) 1 (3) 8 (6) 2 (7) 3 (6) 0 (0) 5 (15) 12 (11) 6 (7)

Other accidents (n=25) 6 (23) 9 (7) 2 (6) 14 (11) 2 (7) 6 (12) 0 (0) 1 (3) 6 (5) 6 (7) 
Crush injury (n=3) 0 (0) 1 (0.7) 0 (0) 3 (2) 1 (3) 2 (4) 0 (0) 0 (0) 2 (2) 1 (1)
Miscellaneous (n=13) 5 (19) 5 (4) 1 (3) 7 (5) 1 (3) 0 (0) 0 (0) 1 (3) 4 (4) 4 (4)
Assault (n=9) 1 (4) 3 (2) 1 (3) 4 (3) 0 (0) 4 (8) 0 (0) 0 (0) 0 (0) 1 (1)

All patients (n=211) 26 135 35 132 30 52 5 34 111 92

*Most common mechanism of injury with subgroup analyses (p < 0.05)
**Most common mechanism of impact when comparing MVA groups with subgroup analyses (p < 0.05)
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diagnose diaphragmatic injuries as these can lead to late 
complications with high mortality [35, 36].

Even though CT was used in all our patients and is known 
to be the diagnostic tool of choice since chest X-rays fail 
to diagnose 75% of rib fractures seen on CT [13], we may 
have underestimated the number of rib fractures. Moreover, 
we have not described chondral injuries separately in this 
study. These can be difficult to diagnose and are frequently 
underestimated despite contributing to the development of 
sternal and anterior flail segments. Another limitation of 
our study is the variation of operative techniques since all 
patients did not undergo thoracotomy, and this may be a 
potential bias when assessing the number of patients with 
missed diaphragmatic injury.

The retrospective nature of the study is a limitation since 
a prospective study could have yielded additional informa-
tion. The number of included patients was low when divided 
into the different mechanism of injury categories, which lim-
ited the comparative analyses. Notably, this is a study of 
patients undergoing ORIF and may not, therefore, be repre-
sentative of all patients with multiple rib fractures and flail 
chest. Nevertheless, our study is a unique, in-depth analysis 
of the association of rib fractures and different types of chest 
wall injury patterns. It is important to recognize that patients 
with chest wall trauma have different injury patterns as this 
influences the operative approach in patients undergoing 
ORIF and may help raise suspicion for associated injuries.

Conclusion

The MOI associated with multiple rib fractures and flail 
chest differs according to age group, and is associated with 
different chest wall injury patterns and risks of extra-tho-
racic injuries. Diaphragmatic injuries secondary to penetrat-
ing ribs are more common than previously thought. Traffic 
accidents and head-on collisions specifically are associated 
with polytrauma and severe injuries.

Acknowledgements  The study was supported by funds adminis-
tered by Sahlgrenska University Hospital. The funding source had 
no involvement in the study design, analyses of the results, or in the 
writing and submission of the manuscript for publication. We thank 
Dr Rauni Rossi Norrlund for providing CT images and Dr Grażyna 
Söderbom for language support.

Compliance with ethical standards 

Conflict of interest  Eva-Corina Caragounis, Yao Xiao and Hans Gra-
nhed declare that they have no conflict of interest.

Ethical approval  The study was performed in accordance with the 1964 
Helsinki Declaration and approved by the Research Ethical Committee, 
Gothenburg University, Gothenburg, Sweden (829-17).

Open Access  This article is distributed under the terms of the Crea-
tive Commons Attribution 4.0 International License (http://creat​iveco​
mmons​.org/licen​ses/by/4.0/), which permits unrestricted use, distribu-
tion, and reproduction in any medium, provided you give appropriate 
credit to the original author(s) and the source, provide a link to the 
Creative Commons license, and indicate if changes were made.

References

	 1.	 Baker CC, Oppenheimer L, Stephens B, Lewis FR, Trunkey DD. 
Epidemiology of trauma deaths. Am J Surg. 1980;140(1):144–50.

	 2.	 Demetriades D, Murray J, Charalambides K, Alo K, Velmahos 
G, Rhee P, et al. Trauma fatalities: time and location of hos-
pital deaths. J Am Coll Surg. 2004;198(1):20–6. https​://doi.
org/10.1016/j.jamco​llsur​g.2003.09.003.

	 3.	 Ziegler DW, Agarwal NN. The morbidity and mortality of rib 
fractures. J Trauma. 1994;37(6):975–9.

	 4.	 Sirmali M, Turut H, Topcu S, Gulhan E, Yazici U, Kaya S, 
et al. A comprehensive analysis of traumatic rib fractures: mor-
bidity, mortality and management. Eur J Cardiothorac Surg. 
2003;24(1):133–8.

	 5.	 Baker SP, O’Neill B, Haddon W Jr, Long WB. The injury severity 
score: a method for describing patients with multiple injuries and 
evaluating emergency care. J Trauma. 1974;14(3):187–96.

	 6.	 Flagel BT, Luchette FA, Reed RL, Esposito TJ, Davis KA, San-
taniello JM, et al. Half-a-dozen ribs: the breakpoint for mortal-
ity. Surgery. 2005;138(4):717–23. https​://doi.org/10.1016/j.
surg.2005.07.022. (discussion 23–5).

	 7.	 Gennarelli TA WEB, IL: Association for the Advancement of 
Automotive Medicine. The Abbreviated Injury Scale 2005—
Update 2008. 2008.

	 8.	 Ciraulo DL, Elliott D, Mitchell KA, Rodriguez A. Flail 
chest as a marker for significant injuries. J Am Coll Surg. 
1994;178(5):466–70.

	 9.	 Van Vledder MG, Kwakernaak V, Hagenaars T, Van Lieshout 
EMM, Verhofstad MHJ, South West Netherlands Trauma Region 
Study G. Patterns of injury and outcomes in the elderly patient 
with rib fractures: a multicenter observational study. Eur J Trauma 
Emerg Surg. 2018. https​://doi.org/10.1007/s0006​8-018-0969-9.

	10.	 Stawicki SP, Grossman MD, Hoey BA, Miller DL, Reed JF 
3rd. Rib fractures in the elderly: a marker of injury severity. J 
Am Geriatr Soc. 2004;52(5):805–8. https​://doi.org/10.111
1/j.1532-5415.2004.52223​.x.

	11.	 Bergeron E, Lavoie A, Clas D, Moore L, Ratte S, Tetreault S, 
et al. Elderly trauma patients with rib fractures are at greater risk 
of death and pneumonia. J Trauma. 2003;54(3):478–85. https​://
doi.org/10.1097/01.TA.00000​37095​.83469​.4C.

	12.	 Livingston DH, Shogan B, John P, Lavery RF. CT diagnosis of 
Rib fractures and the prediction of acute respiratory failure. J 
Trauma. 2008;64(4):905–11. https​://doi.org/10.1097/TA.0b013​
e3181​668ad​7.

	13.	 Chapman BC, Overbey DM, Tesfalidet F, Schramm K, Stovall RT, 
French A, et al. Clinical utility of chest computed tomography in 
patients with rib fractures CT chest and ures. Arch Trauma Res. 
2016;5(4):e37070. https​://doi.org/10.5812/atr.37070​.

	14.	 Turk F, Kurt AB, Saglam S. Evaluation by ultrasound of trau-
matic rib fractures missed by radiography. Emerg Radiol. 
2010;17(6):473–7. https​://doi.org/10.1007/s1014​0-010-0892-9.

	15.	 Cho SH, Sung YM, Kim MS. Missed rib fractures on evaluation 
of initial chest CT for trauma patients: pattern analysis and diag-
nostic value of coronal multiplanar reconstruction images with 
multidetector row CT. Br J Radiol. 2012;85(1018):e845–e850850. 
https​://doi.org/10.1259/bjr/28575​455.

http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1016/j.jamcollsurg.2003.09.003
https://doi.org/10.1016/j.jamcollsurg.2003.09.003
https://doi.org/10.1016/j.surg.2005.07.022
https://doi.org/10.1016/j.surg.2005.07.022
https://doi.org/10.1007/s00068-018-0969-9
https://doi.org/10.1111/j.1532-5415.2004.52223.x
https://doi.org/10.1111/j.1532-5415.2004.52223.x
https://doi.org/10.1097/01.TA.0000037095.83469.4C
https://doi.org/10.1097/01.TA.0000037095.83469.4C
https://doi.org/10.1097/TA.0b013e3181668ad7
https://doi.org/10.1097/TA.0b013e3181668ad7
https://doi.org/10.5812/atr.37070
https://doi.org/10.1007/s10140-010-0892-9
https://doi.org/10.1259/bjr/28575455


938	 E.-C. Caragounis et al.

1 3

	16.	 Ahmed Z, Mohyuddin Z. Management of flail chest injury: inter-
nal fixation versus endotracheal intubation and ventilation. J 
Thorac Cardiovasc Surg. 1995;110(6):1676–80.

	17.	 Park S. Clinical analysis for the correlation of intra-abdominal 
organ injury in the patients with rib fracture. Korean J Thorac 
Cardiovasc Surg. 2012;45(4):246–50. https​://doi.org/10.5090/
kjtcs​.2012.45.4.246.

	18.	 Al-Hassani A, Abdulrahman H, Afifi I, Almadani A, Al-
Den A, Al-Kuwari A, et al. Rib fracture patterns predict tho-
racic chest wall and abdominal solid organ injury. Am Surg. 
2010;76(8):888–91.

	19.	 Caragounis EC, Fagevik Olsen M, Pazooki D, Granhed H. Surgi-
cal treatment of multiple rib fractures and flail chest in trauma: a 
one-year follow-up study. World J Emerg Surg. 2016;11:27. https​
://doi.org/10.1186/s1301​7-016-0085-2.

	20.	 Granhed HP, Pazooki D. A feasibility study of 60 consecutive 
patients operated for unstable thoracic cage. J Trauma Manag Out-
comes. 2014;8(1):20. https​://doi.org/10.1186/s1303​2-014-0020-z.

	21.	 Osler T, Baker SP, Long W. A modification of the injury sever-
ity score that both improves accuracy and simplifies scoring. J 
Trauma. 1997;43(6):922–5. (discussion 5-6).

	22.	 European Commission: Mobility and Transport. Road safety 2016: 
How is your country doing? Luxembourg: Publications Office of 
the European Union. 2017. https​://doi.org/10.2832/15126​3.

	23.	 Finelli FC, Jonsson J, Champion HR, Morelli S, Fouty WJ. A case 
control study for major trauma in geriatric patients. J Trauma. 
1989;29(5):541–8.

	24.	 Marasco S, Liew S, Edwards E, Varma D, Summerhayes R. Anal-
ysis of bone healing in flail chest injury: do we need to fix both 
fractures per rib? J Trauma Acute Care Surg. 2014;77(3):452–8. 
https​://doi.org/10.1097/TA.00000​00000​00037​5.

	25.	 Cummings SR, Kelsey JL, Nevitt MC, O’Dowd KJ. Epidemiol-
ogy of osteoporosis and osteoporotic fractures. Epidemiol Rev. 
1985;7:178–208.

	26.	 Kockelman KM, Kweon YJ. Driver injury severity: an application 
of ordered probit models. Accid Anal Prev. 2002;34(3):313–21. 
https​://doi.org/10.1016/S0001​-4575(01)00028​-8.

	27.	 Paydar S, Mousavi SM, Akerdi AT. Flail chest: are common defi-
nition and management protocols still useful? Eur J Cardiothorac 
Surg. 2012;42(1):192. https​://doi.org/10.1093/ejcts​/ezr29​7.

	28.	 Talbot BS, Gange CP Jr., Chaturvedi A, Klionsky N, Hobbs SK. 
Traumatic rib injury: patterns, imaging pitfalls, complications, 
and treatment-erratum. Radiogr Rev Publ Radiol Soc N Am Inc. 
2017;37(3):1004. https​://doi.org/10.1148/rg.20171​74003​.

	29.	 Lee EL, Craig M, Scarboro M. Real-world rib fracture patterns in 
frontal crashes in different restraint conditions. Traffic Inj Prev. 
2015;16(Suppl 2):S115–S12323. https​://doi.org/10.1080/15389​
588.2015.10628​88.

	30.	 Montoya J, Stawicki SP, Evans DC, Bahner DP, Sparks S, Sharpe 
RP, et al. From FAST to E-FAST: an overview of the evolution 
of ultrasound-based traumatic injury assessment. Eur J Trauma 
Emerg Surg. 2016;42(2):119–26. https​://doi.org/10.1007/s0006​
8-015-0512-1.

	31.	 Hurley ME, Keye GD, Hamilton S. Is ultrasound really helpful in 
the detection of rib fractures? Injury. 2004;35(6):562–6. https​://
doi.org/10.1016/S0020​-1383(03)00263​-8.

	32.	 Kozaci N, Avci M, Ararat E, Pinarbasili T, Ozkaya M, Etli I, et al. 
Comparison of ultrasonography and computed tomography in the 
determination of traumatic thoracic injuries. Am J Emerg Med. 
2018. https​://doi.org/10.1016/j.ajem.2018.08.002.

	33.	 Peters S, Nicolas V, Heyer CM. Multidetector computed tomog-
raphy-spectrum of blunt chest wall and lung injuries in polytrau-
matized patients. Clin Radiol. 2010;65(4):333–8. https​://doi.
org/10.1016/j.crad.2009.12.008.

	34.	 Zarour AM, El-Menyar A, Al-Thani H, Scalea TM, Chiu WC. 
Presentations and outcomes in patients with traumatic diaphrag-
matic injury: a 15-year experience. J Trauma Acute Care Surg. 
2013;74(6):1392-8. https​://doi.org/10.1097/TA.0b013​e3182​8c318​
e.

	35.	 Kim S, Choi WJ, Lee KH, Byun CS, Bae KS, Park IH. The clinical 
implications of severe low rib fracture in the management of dia-
phragm injury: a case control study. Int J Surg. 2017;42:178–82. 
https​://doi.org/10.1016/j.ijsu.2017.04.055.

	36.	 Degiannis E, Levy RD, Sofianos C, Potokar T, Florizoone MG, 
Saadia R. Diaphragmatic herniation after penetrating trauma. Br 
J Surg. 1996;83(1):88–91.

https://doi.org/10.5090/kjtcs.2012.45.4.246
https://doi.org/10.5090/kjtcs.2012.45.4.246
https://doi.org/10.1186/s13017-016-0085-2
https://doi.org/10.1186/s13017-016-0085-2
https://doi.org/10.1186/s13032-014-0020-z
https://doi.org/10.2832/151263
https://doi.org/10.1097/TA.0000000000000375
https://doi.org/10.1016/S0001-4575(01)00028-8
https://doi.org/10.1093/ejcts/ezr297
https://doi.org/10.1148/rg.2017174003
https://doi.org/10.1080/15389588.2015.1062888
https://doi.org/10.1080/15389588.2015.1062888
https://doi.org/10.1007/s00068-015-0512-1
https://doi.org/10.1007/s00068-015-0512-1
https://doi.org/10.1016/S0020-1383(03)00263-8
https://doi.org/10.1016/S0020-1383(03)00263-8
https://doi.org/10.1016/j.ajem.2018.08.002
https://doi.org/10.1016/j.crad.2009.12.008
https://doi.org/10.1016/j.crad.2009.12.008
https://doi.org/10.1097/TA.0b013e31828c318e
https://doi.org/10.1097/TA.0b013e31828c318e
https://doi.org/10.1016/j.ijsu.2017.04.055

	Mechanism of injury, injury patterns and associated injuries in patients operated for chest wall trauma
	Abstract
	Purpose 
	Methods 
	Results 
	Conclusions 

	Introduction
	Patients and methods
	Patients
	Inclusion
	Operative procedure

	Methods
	Patient demographics
	Injury diagnosis
	Chest wall injuries

	Statistical analyses

	Results
	Patient demographics
	Mechanism of injury
	Chest wall injuries
	Intra-thoracic injuries
	Associated injuries

	Discussion
	Conclusion
	Acknowledgements 
	References




