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ABSTRACT
Background Patients older than 65 years have 2–5
times higher mortality if they sustain ≥2 rib fractures
compared to younger adults. As a result, our level I
trauma center guidelines suggest that older adults with
rib fractures be admitted to the intensive care unit for
the first 24 hours. In this study, we evaluated the
outcomes associated with these guidelines.
Methods We retrospectively reviewed all patients aged
≥65 years in our Trauma Registry who sustained rib
fractures from January 2008 to March 2015. Data
included demographics, comorbidities, injuries, length of
intensive care and hospital stay (LOS), ventilator days,
analgesic used, morbidity, mortality, and disposition.
Results 97 patients aged ≥65 years with at least one
rib fracture and an Abbreviated Injury Score of ≤2 for
other regions were admitted. Falls caused 58% of the
injuries, while motor vehicle collisions (MVC) accounted
for 33%. Overall mortality was 4%. Patients who fell
had a median hospital LOS that was 0.5 to 1 day longer
than in those who suffered other mechanisms of injury
or were involved in an MVC respectively. Patients aged
≥70 years had a median LOS of 4 days, twice that of
those aged 65 to 69 years. Of the 87 patients with
more than one rib fracture, 59 (68%) were not admitted
directly to the intensive care unit (ICU) from the
emergency department as recommended by our
guidelines. 6 of these 59 patients (9%) were later
transferred to the ICU and 2 of these patients expired.
Conclusions Although overall compliance with the
geriatric rib fracture guideline was low, both mortality
and hospital LOS were low in this group. This suggests
that the guideline could be modified to reduce ICU
resource usage without compromising patient outcomes.
Level of evidence Level III, retrospective cohort study.

BACKGROUND
With the aging population of the USA, there has
been an increase in the number of elderly patients
with trauma. Minor injuries that are typically well
tolerated by younger patients can often prove fatal
among the geriatric trauma population.1 Rib frac-
tures are the most common type of chest trauma
sustained by elderly patients and are often asso-
ciated with an increased risk of complications and
mortality.2–6 With increasing age, the ribs become
more brittle and osteopenic, leading to an increased
susceptibility to rib fractures in elderly patients.7 8

Despite the seemingly minor anatomic impact of
two rib fractures, they are associated with signifi-
cant morbidity and mortality among geriatric
patients.1 Kent et al noted that over 55% of
patients older than 60 years who died of a chest

injury following a car crash had no worse than rib
fractures. Patients with trauma with rib fractures
who were aged 65 years or older had significantly
higher rates of pulmonary complications, mean
number of ventilator days, length of intensive care
unit (ICU) or hospital stay and mortality.3 4 6 9

As a result, some trauma centers adopted clinical
guidelines that involve admission to an intensive
care setting in a trauma center whenever possible
for elderly patients with two or more rib fractures.
Usage of these guidelines can lead to significant
decreases in ICU stays, hospital stays and use of
mechanical ventilation.10 However, the effective-
ness of generalization of these guidelines across dif-
ferent institutions has not been validated.
We conducted this retrospective case–control

study to examine the implementation of this guide-
line and its effects on patient outcomes at Stanford
Healthcare (SHC). The SHC guidelines involve
ICU admission for all adults aged 65 years or older
with two or more rib fractures. On admission,
aggressive pulmonary hygiene and pain control
strategies are implemented. We hypothesized that
use of the guideline would be associated with
improved outcomes in terms of length of stay
(LOS) and mortality.

METHODS
This is a single-institution retrospective analysis of
all patients ≥65 years of age who sustained at least
one rib fracture in our Trauma Registry from
January 2008 until March 2015. Patients with an
Abbreviated Injury Score >2 for other regions were
transferred to another hospital, and those who
expired in the emergency department (ED) were
excluded from the study. This was carried out to
exclude confounding factors that may limit inter-
pretation of results. The primary outcome measures
were mortality, median hospital LOS and median
ICU LOS.
Unadjusted analyses were performed. The Mann-

Whitney U-test was used for continuous variables,
and χ2 was used for comparison of categorical
variables. Analyses were conducted using R 3.2.3
(R Foundation for Statistical Computing, Vienna,
Austria). The study was approved by the Institutional
Review Board at Stanford University.

RESULTS
During the study period, a total of 97 patients aged
65 years or older sustained rib fractures. Of these,
95 (98%) were not transferred to another hospital
or did not expire in the ED. The median age of
these patients was 80 years, 55% were female and
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90% had two or more rib fractures (table 1). The overall mor-
tality rate was 4%, the median hospital LOS was 4 days and the
median ICU LOS was 2 days for patients whose disposition
from the ED was the ICU. Of the 87 patients with more than
one rib fracture, 59 (68%) were not admitted directly to the
ICU from the ED as is recommended by the rib fracture trauma
guidelines of our institution. Six of these 59 patients (9%) were
later transferred to the ICU, and 2 of these patients expired,
accounting for half of the mortality in the study.

For the 53 patients not admitted to the ICU, the median hos-
pital LOS was 3 days. Forty-six (87%) of these patients were
admitted to the floor, neuro-observation unit, observation unit
or telemetry, and 7 (13%) of these patients were sent home
without services (table 2). Of the seven patients sent home, the
numbers of ribs fractured ranged from two to seven, and one
patient with six fractured ribs later had an unexpected readmis-
sion. For the 28 patients who were admitted to the ICU from
the ED, the median ICU LOS was 2 days, median hospital LOS
was 4.5 days and mortality was 7%.

Falls accounted for the injuries sustained by 59% of patients
in the study while motor vehicle collisions (MVC) were the
cause of 33% of patient injuries. Other causes of injury, such as
bicycle accidents, pedestrian accidents, assault and motorcycle
collisions, accounted for the remaining 8% of injuries (table 3).
Of the 4 mortalities (4%), three were caused by falls and one by

a MVC. Patients who fell had a median hospital LOS that was
1 day longer than for patients who were involved in an MVC
(p=0.056) and 0.5 day longer than for patients who sustained
injuries through other mechanisms (p=0.731). Additionally,
patients who suffered from falls had a median of four fractured
ribs compared to a median of three for patients who were
involved in an MVC (p=0.951) and one for patients who suf-
fered from other mechanisms of injury (p=0.069).

For patients between 65 and 75 years of age, MVC is the
common mechanism of injury, accounting for 7 of 14 (50%)
patient injuries in the 65–69 years age group and 7 of 16 (44%)
injuries in the 70–74 years age group (figure 1). Falls became
the most common mechanism of injury for patients between
75–79 and 85–99 years of age. In the 80–84 years age group,
9 of 14 patients (64%) suffered from an MVC while 4 of 14
(29%) suffered from falls. The range for the median number of
ribs fractured by MVC and falls is three to five ribs across all
age groups (figure 2). Interestingly, the median number of ribs
fractured by falls tends to be higher for younger age groups than
older age groups. The median number of ribs fractured for the
age group 65–69 years is significantly higher than that for the
age group 85–89 years (p=0.044).

Besides its correlation with the mechanism of injury, higher
age also appears to be associated with worse patient outcomes
(table 4). Patients in the 65–69 years age group had a median

Table 1 Patient demographics

Overall (%) 1 Rib fracture 2 Rib fractures ≥3 Rib fractures

Sample size 97 10 19 68
Age 80 84.5 77 80
Gender
Female 53 (55%) 6 (60%) 8 (42%) 39 (57%)
Male 44 (45%) 4 (40%) 11 (58%) 29 (43%)

ICU disposition 28 (29%) 0 (0%) 3 (16%) 25 (37%)
Non-ICU disposition 69 (65%) 10 (100%) 16 (84%) 43 (63%)
Transfer to ICU 6 (6%) 0 (0%) 2 (11%) 4 (6%)

Cause of injury
Fall 57 (59%) 4 (40%) 9 (47%) 44 (65%)
MVC 32 (33%) 3 (30%) 8 (42%) 21 (31%)
Other 8 (8%) 3 (30%) 2 (11%) 3 (4%)

Median hospital LOS 4 3 3 4
Mortality 4 (4%) 0 (0%) 1 (5%) 3 (4%)

ICU, intensive care unit; LOS, length of stay; MVC, motor vehicle collisions.

Table 2 ED disposition

Variable Overall (%)
ICU—ED
disposition (%)

Non-ICU—All
(%)

Non-ICU –transfer
to ICU (%)

Non-ICU—no
transfer to ICU (%)

Non-ICU—≥2 rib fractures,
no ICU transfer (%)

Non-ICU—sent
home (%)

Sample size 97 28 69 6 63 53 7
Age 80 81.5 79 84.5 78 77 80
Gender
Female 53 (55%) 15 (54%) 38 (55%) 2 (33%) 36 (57%) 30 (57%) 3 (43%)
Male 44 (45%) 13 (46%) 31 (45%) 4 (66%) 27 (43%) 23 (43%) 4 (57%)

Median ribs fractured 3.5 5 3 4 3 3 3
Median ICU LOS 0 2 0 2 0 0 0
Median hospital LOS 4 4.5 3 6.5 3 3 1
Mortality 4 (4%) 2 (7%) 2 (3%) 2 (33%) 0 (0%) 0 (0%) 0 (0%)

ED, emergency department; ICU, intensive care unit; LOS, length of stay.
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LOS of 2, roughly half the median LOS for those 70 years or
older, which is significantly less than all other age groups except
for the 80–84, 90–94 and 95–99 groups (p=0.013 for 70–74,
p=0.011 for 75–79, p=0.067 for 80–84, p=0.011 for 85–89,
p=0.065 for 90–94, and p=0.085 for 95–99). A significantly
higher proportion of patients in the 70–74, 80–84 and 85–89
age groups were also either sent to the ICU directly from the

ED or later transferred to the ICU (p=0.004 for 70–74,
p=0.138 for 75–79, p=0.029 for 80–84, p=0.049 for 85–89,
p=0.050 for 90–94 and p=0.201 for 95–99). Additionally, the
median age of patients who are sent to the ICU from the ED or
transferred to the ICU tended to be older than that of non-ICU
patients (table 2), though this age difference is not significant
(p=0.416 for ICU—ED disposition vs non-ICU—No Transfer

Figure 1 Number of patients versus age and mechanism. MVC, motor vehicle collisions.

Table 3 Mechanism of injury

Mechanism Sample size (% of total) Median hospital LOS Mortality (%) ICU (%) Non-ICU (%) Transfer to ICU (%) ≥2 Rib fractures (%)

Fall 57 (59%) 4 3 (5%) 17 (30%) 40 (70%) 4 (7%) 53 (93%)
MVC 32 (33%) 3 1 (3%) 9 (28%) 23 (72%) 2 (6%) 29 (91%)
Other 8 (8%) 3.5 0 (0%) 2 (25%) 6 (75%) 0 (0%) 5 (63%)
Bicycle 4 (4%) 3 0 (0%) 2 (50%) 2 (2%) 0 (0%) 3 (75%)
Pedestrian 2 (2%) 5 0 (0%) 0 (0%) 2 (100%) 0 (0%) 1 (50%)
Assault 1 (1%) 3 0 (0%) 0 (0%) 1 (100%) 0 (0%) 0 (0%)
Motorcycle collisions 1 (1%) 7 0 (0%) 0 (0%) 1 (100%) 0 (0%) 1 (100%)

ICU, intensive care unit; LOS, length of stay; MVC, motor vehicle collisions.

Figure 2 Median number of ribs fractured versus age and mechanism. MVC, motor vehicle collisions.
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to ICU; p=0.388 for non-ICU—Transfer to ICU vs non-ICU—
No Transfer to ICU).

DISCUSSION
With an aging population, trauma in the elderly will continue to
increase most likely with a high volume of rib fractures. Thus, it
is critical to understand the best course of triage and manage-
ment for this high-risk population. In the early 2000s, several
studies were published showing that elderly patients with ≥2 rib
fractures had higher rates of pulmonary complications, mean
number of ventilator days, mean ICU LOS, mean hospital LOS
and mortality, leading to the recommendation that patients aged
65 years or more with at least two rib fractures be immediately
admitted to the ICU.3 8–10 Our institutional guidelines recom-
mend that patients ≥65 years of age with ≥2 rib fractures be
admitted to the ICU for the first 24 hours to achieve adequate
pain control and assistance with pulmonary hygiene. The inten-
tion behind this guideline is to admit all patients who fit this cri-
teria to the ICU regardless of subjective evaluation of the
patient’s state of health. However, we found in this study that
the majority of the patients who fit this criteria (68%) were not
admitted directly to the ICU as per the recommendation of the
guideline. Despite not following the recommendation, mortality
attributable to rib fractures was 4% over the 7-year period of
this study. One of these four patients had closed fracture of mul-
tiple ribs, unspecified (ICD9 807.09 2 3), another had closed
fracture of two ribs (ICD9 807.02 2 3), yet another had closed
fracture of five ribs (ICD9 807.05 3 3) and the last patient had
closed fracture of four ribs (ICD9 807.04 3 3). All four of these
patients did not have a flail chest, and their other injuries listed
are external abrasions or contusions. The patient with the
unspecified number of rib fractures and the one with the closed
fracture of two ribs had originally been admitted to the observa-
tion unit and the floor from the ED while the patients with four
and five rib fractures were admitted directly to the ICU. Six
patients who were originally admitted to the floor, observation
unit or telemetry subsequently required transfer to the ICU.
This group of patients tended to have a lower median of frac-
tured ribs but longer median hospital LOS compared to patients
who were directly admitted to the ICU, though both had a
similar median ICU LOS.

The majority of patients who were not admitted to the ICU,
as recommended by the guideline, did relatively well. These
patients were either admitted to the floor, neuro-observation
unit, observation unit or telemetry, or sent home without ser-
vices. They had a median hospital LOS of 3 days, which was sig-
nificantly shorter than the 5 days for patients who were sent to
the ICU at any point, although one of the patients who was sent
home with six fractured ribs later had an unexpected readmis-
sion. One possible explanation for why these patients did so

well may be due to improvement in the management of rib frac-
tures in recent years. However, it is also possible that the seven
patients who were sent home from the ED may have had addi-
tional complications that were not captured.

Falls were the most common mechanism of injury, especially
with increasing patient age and patients who fell had a higher
median hospital LOS and a higher number of ribs fractured.
The relationship between falls and worse outcome measures has
been associated with increased frailty in the elderly.2 Frailty is
defined as a state of decline and vulnerability characterized by
weakness and decreased physiological reserve.1 Older indivi-
duals tend to be frailer, making them more susceptible to more
serious injury and increasing the length of their recovery time
and risk of complications. Our results seem to reflect these
observations, showing that ground level falls were the cause of
the majority as well as the most severe injuries in the study.

Between the ages of 65 and 75 years, MVC was the most
common mechanism of injury with falls accounting for 36% to
38% of the injuries in the 65–69 and 70–74 years age groups,
respectively. Patients in this younger age group may be less sus-
ceptible to falling and/or to sustaining rib fractures from their
falls because they are in better health or are less frail.
Additionally, patients over the age of 70 years had a median hos-
pital LOS that was 1.5–2 times longer than those of younger
patients, suggesting that patients below the age of 70 years are
more resilient to rib fractures. Several factors could contribute
to these observations: perhaps patients are now more fit and
active later into life, decreasing their frailty and much of the
previous literature on this subject is several years old, so they
may not reflect recent advances in geriatric and trauma care.
These findings seem to suggest that perhaps not all patients
aged 65 years or greater need to be admitted to the ICU for
observation and perhaps that the age cut-off for the current
geriatric rib fracture guidelines can be amended, as other studies
have suggested that a cut-off of six rib fractures may be appro-
priate.10 However, further study needs to be carried out in
order to find a more discrete age cut-off and/or number of rib
fractures for ICU admission.

The limitations of our study include the small sample size, our
inability to control for confounding variables and conducting our
study at a single institution. Some of the variables we were unable
to account for include frailty, improvements in medical technol-
ogy and/or guidelines, lifestyle discrepancies, etc.

In conclusion, our study shows that mortality remains low at
our institution despite limited use of the geriatric rib fracture
guidelines. Additionally, we found that the median hospital LOS
increases significantly for patients aged 70 years or older. With
the recent advances in medicine, perhaps 70 rather than
65 years should become the new cut-off age for geriatric rib
fracture guidelines. These findings suggest that further

Table 4 Age groups

Age (years) Sample size (% of total) Median hospital LOS Mortality (%) ICU (%) Non-ICU (%) Transfer to ICU (%) ≥2 Rib fractures (%)

65–69 14 (14%) 2 0 (0%) 1 (7%) 13 (93%) 0 13 (93%)
70–74 16 (16%) 4 0 (0%) 7 (44%) 9 (56%) 2 (13%) 14 (88%)
75–79 18 (19%) 4 1 (6%) 5 (28%) 13 (72%) 0 17 (94%)
80–84 14 (14%) 3 0 (0%) 5 (36%) 9 (64%) 1 (7%) 13 (68%)
85–89 19 (20%) 3 1 (5%) 6 (32%) 13 (68%) 1 (5%) 15 (79%)
90–94 13 (13%) 4 2 (15%) 3 (23%) 10 (77%) 2 (15%) 12 (92%)
95–99 3 (3%) 4 0 (0%) 1 (33%) 2 (67%) 0 3 (100%)

ICU, intensive care unit; LOS, length of stay.
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investigation into the usage of the current guideline is needed to
define a discrete age cut-off and/or number of rib fractures that
would benefit from ICU admission.

Contributors DAS, ME and HHS had full access to all the data and take
responsibility for the integrity of the data and the accuracy of the data analysis.
HHS, ME and DAS participated in study concept and design. HHS, ME, DAS and KLS
participated in acquisition, analysis or interpretation of data. HHS, DAS and ME
participated in drafting of the manuscript. All authors participated in critical revision
of the manuscript for important intellectual content. HHS and ME participated in
statistical analysis.

Funding KLS is supported by NIH/NIA 1K08AG04442801A1 and The Gordon and
Betty Moore Faculty Scholarship.

Competing interests None declared.

Ethics approval The study was approved by IRB committee.

Provenance and peer review Not commissioned; externally peer reviewed.

Open Access This is an Open Access article distributed in accordance with the
terms of the Creative Commons Attribution (CC BY 4.0) license, which permits
others to distribute, remix, adapt and build upon this work, for commercial use,
provided the original work is properly cited. See: http://creativecommons.org/licenses/
by/4.0/

REFERENCES
1 Clegg A, Young J, Iliffe S, Rikkert MO, Rockwood K. Frailty in elderly people.

Lancet 2013;381:752–62.
2 Abellan van Kan G, Rolland Y, Houles M, Gillette-Guyonnet S, Soto M, Vellas B.

The assessment of frailty in older adults. Clin Geriatr Med 2010;26:275–86.
3 Battle CE, Hutchings H, Evans PA. Risk factors that predict mortality in patients

with blunt chest wall trauma: a systematic review and meta-analysis. Injury
2012;43:8–17.

4 Bergeron E, Lavoie A, Clas D, Moore L, Ratte S, Tetreault S, Lemaire J, Martin M.
Elderly trauma patients with rib fractures are at greater risk of death and
pneumonia. J Trauma 2003;54:478–85.

5 Bulger EM, Arneson MA, Mock CN, Jurkovich GJ. Rib fractures in the elderly.
J Trauma 2000;48:1040–7.

6 Kent R, Woods W, Bostrom O. Fatality risk in the presence of rib fractures. Ann Adv
Automotive Med 2008;52:73–82.

7 Holcomb JB, McMullin NR, Kozar RA, Lygas MH, Moore FA. Morbidity from rib
fractures increases after age 45. J Am Coll Surg 2003;196:549–55.

8 Stawicki SP, Grossman MD, Hoey BA, Miller DL, Reed JF. Rib fractures in the
elderly: a marker of injury severity. J Am Geriatr Soc 2004;52:805–8.

9 Sirmali M, Türüt H, Topçu S, Gülhan E, Yazici U, Kaya S, Taştepe I.
A comprehensive analysis of traumatic rib fractures: morbidity, mortality
and management. Eur J Cardiothorac Surg 2003;24:133–8.

10 Sahr SM, Webb ML, Renner CH, Sokol RK, Swegle JR. Implementation of a rib
fracture triage protocol in elderly trauma patients. J Trauma Nursing 2013;20:172–5

Shi HH, et al. Trauma Surg Acute Care Open 2017;2:1–5. doi:10.1136/tsaco-2016-000074 5

Open Access

http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://dx.doi.org/10.1016/S0140-6736(12)62167-9
http://dx.doi.org/10.1016/j.cger.2010.02.002
http://dx.doi.org/10.1016/j.injury.2011.01.004
http://dx.doi.org/10.1097/01.TA.0000037095.83469.4C
http://dx.doi.org/10.1016/S1072-7515(02)01894-X
http://dx.doi.org/10.1111/j.1532-5415.2004.52223.x

	Effects of mechanism of injury and patient age on outcomes in geriatric rib fracture  patients
	Abstract
	Background
	Methods
	Results
	Discussion
	References


