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Prospective study of long-term quality-of-life after rib fractures
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Prospective Study of
Long-Term Quality-of-Life after Rib Fractures

One-year after discharge* Action items
40% 30%
Rib Pain Not back to work
Revised Trauma-specific quality-of-life questionnaire Counsel patients:

expect prolonged convalescence

.

Research: how to improve
long-term outcomes?

Emotional Functional Physical well-being
well-being engagement & Recovery

*N=139 enrolled, 72 (52%) follow-up rate
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Abstract

BACKGROUND: The contribution of rib fractures to chronic pain and disability is not well described.

METHODS: Two hundred three patients with rib fractures were followed for 6 months. Chronic pain
was assessed using the McGill Pain Questionnaire Pain Rating Index and Present Pain Intensity (PPI)
scales. Disability was defined as a decrease in work or functional status.

RESULTS: The prevalence of chronic pain was 22% and disability was 53%. Acute PPI predicted
chronic pain. Associated injuries, bilateral rib fractures, injury severity score, and number of rib frac-
tures were not predictive of chronic pain. No acute injury characteristics were predictive of disability.
Among 89 patients with isolated rib fractures, the prevalence of chronic pain was 28% and of disability
was 40%. No injury characteristics predicted chronic pain. Bilateral rib fractures and acute PPI pre-
dicted disability.

CONCLUSION: The contribution of rib fractures to chronic pain and disability is significant but un-
predictable with conventional injury descriptors.
© 2014 Elsevier Inc. All rights reserved.




Anaesthesia 2019, 74, 564-568 doi:10.1111/anae. 14634

Editorial

Regional anaesthesia forrib fractures: too many choices,
too little evidence

K. El-Boghdadly'? and M. D. Wiles®
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Anaesthesia 2019, 74, 564-568

Editorial

Regional anaesthesia forrib fractures: too many choices,

too little evidence

K. El-Boghdadly'? and M. D. Wiles®

ESP provides similar analgesia to TEA
with better hemodynamic stability

ESP can be considered a safe and
effective alternative to thoracic
epidural analgesia in unilateral flail
chest

RLB was a more effective analgesic
method than ESP in multiple rib
fractures

Both ESP and SAPB provided safe and
effective pain relief in traumatic rib
fractures

ESP was as effective as thoracic PVB
with fewer adverse effects

ESP was superior to IVPCA

ESP was superior to intercostal nerve
block for pain control

ESP and SAPB are safe and effective,
no difference in MME

ESP associated with improved
inspiratory capacity and analgesic
outcomes without instability

doi:10.1111/anae. 14634
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Continuous SAPB is a safe and effective
alternative to TPVB for unilateral multiple
rib fractures.

SAPB as part of multimodal analgesia is
safe and effective in reducing acute pain.

No difference between SAPB and
TEA/PVB in pain scores or respiratory
function.

SAPB is opioid-sparing, effective, and
should be considered early in patients
with MRFs.

SAPB, TEA, and TPVB all reduce pain and
improve respiratory function.

SAPB is better than TEA for rib fracture
analgesia.

SAPB reduced pain at rest and increased
vital capacity.

Ultrasound-guided SAPB is feasible and
effective in ED.

SAPB can be safely performed in
prehospital and retrieval settings.

SAPB provides effective analgesia.

Niazi AU, Solish M, Moorthy A, Niazi F, Abate AH, Devion C, Choi S. Use of fascial plane blocks for traumatic rib fractures: a scoping review. Reg Anesth Pain Med. 2025 Mar 19:rapm-2024-106366. doi: 10.1136/rapm-2024-106366. Epub ahead of print. PMID: 40107733.



Lateral branch

ORIGINAL ARTICLE

Comparison of safety and efficacy of thoracic epidural
block and erector spinae plane block for analgesia in
patients with multiple rib fractures: A pilot single-
blinded, randomised controlled trial

Singh, Swati; Avinash, Raja; Jaiswal, Shreyas; Kumari, Anita
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Table 2 Prepain and postpain scores overall and as a function of
block type

Preblock Postblock

Overall, n (%)

No pain 1(0.5) 20(10.1)

Mild pain 3 (1.5) 111 (55.8)

Moderate pain 42 (21.1) 66 (33.2)

Severe pain 153 (76.9) 2(1.0)
SAP, n (%)

No pain 1(1.6) 7(11.5)

Mild pain 2(3.3) 27 (44.3)

Moderate pain 10 (16.4) 25 (41.0)

Severe pain 48 (78.7) 2 (3.3)
PA, n (%)

No pain 0 (0.0) 2 (3.6)

Mild pain 0 (0.0) 36 (64.3)

Moderate pain 13(23.2) 18(32.1)

Severe pain 43 (76.8) 0(0.0)
TEA, n (%)

No pain 0 (0.0) 11(13.4)

Mild pain 1(1.2) 48 (58.5)

Moderate pain 19 (23.8) 23 (28.1)

Severe pain 62 (75.6) 0(0.0)
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JAMA Surgery

Original Investigation

Serratus Anterior Plane Blocks for Early Rib Fracture

Pain Management
The SABRE Randomized Clinical Trial

Christopher Partyka, MBBS, BMedSci, MD"23; Stephen Asha, MD*?; Melanie Berry, MD®"8 ; et al

POPULATION
129 Men, 78 Women

Adults with clinically
suspected or radiologically
proven rib fractures
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Pain Medicine, 23(3), 2022, 448—455 Pecto-intercostal fascial block

doi: 10.1093/pm/pnab214
Advance Access Publication Date: 8 July 2021
Original Research Article
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Journal of Clinical Anesthesia
Volume 82, November 2022, 110940

Original Contribution

The association between erector spinae
plane block timing and reduced rib fracture
related respiratory complications: A cohort
study

Jordanna Mladenovic , Ryan N. Erskine b, Brooke Riley ¢, Andrew Mitchell d, Catherine Abi-fares d,
Willem Basson 9, Chris Anstey ¢, Leigh White 4 & &
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RIB FRACTURES
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