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Does Patient Need Chest Drain? 

Admit patient to HDU Consider HDU Admission/ 
Admit to ward as per policy. 

Reconsider HDU if 
deteriorates 

Admission Policy 
1. Chest injury with acute medical problems:  

(More complex but not severe enough for transfer 
to MTC).  Initial management in resus, with 
surgery, critical care and medical review in 
department.  If patient needs an epidural then HDU 
or ward 11.  These patients will likely need 
Consultant discussions. 

2. Isolated Chest Injury:  Admission reason is the 
chest injury or pain control, chest drain (if indicated) 
inserted by ED in resus, admit surgery via Ward 11.  
Ongoing management of surgical chest drains by 
surgical team. 

3. Chest injury plus injury needing non-Surgical 
orthopaedic management:  Patients get admitted 
under General Surgeon in Ward 11. If chest drain is 
needed, this has already been inserted by ED. It is 
mandatory that the Orthopaedic Consultant reviews 
the patient on ward rounds, confirms management 
and a plan is documented in the notes about 
Orthopaedic injury. 

4. Chest injury plus injury needing Surgical 
Orthopaedic management:  Patients gets 
admitted under Orthopaedic Surgeons (ortho injury) 
in TAU/ Ward 11/12 and General Surgeons will 
manage chest injury. Both teams would liaise with 
each other at least Registrar level and above on 
appropriate timing of ortho surgery in relation to 
patient condition. 

5. Any associated non-operative head injury:  All 
non-op head injury associated with a chest injury 
and has no operable orthopaedic injury and not a 
social admission will be admitted in ward 11 under 
general surgery and ED team will continue to input 
on head injury management for 48 hours. Then 
they will follow the head injury rehab pathway. 

6. Chest injury with chronic medical problems (eg 
frailty):  An unremarkable CT chest (i.e. no chest 
drain or epidural needed), no pain control issues 
needing intervention but admission is felt 
appropriate due to ongoing medical problems – 
admit medicine via EAU.  (No surgical or ITU input 
required). 

‘In hours’ ‘Out of hours’ 

Admit to ward as per admission policy 
and record ‘Ceiling of Treatment’ to 

‘Ward Based Care Only’ 

2nd on-call Anaesthetist 
HON team 
1st on-call Anaesthetist 
Physiotherapy On-call 

2nd on-call Anaesthetist 
CCOT team 
Pain team 
Physiotherapy team 

Transfer to MTC as per protocol. Fill 
transfer documentation. Repeat 
Primary Survey and document. 

Patient 
presents to 

ED 

YES 

Analgesia 
 
Paracetamol and NSAIDS (if not 
contraindicated) 
Oramorph 0.3mg/Kg 
(20-30 mg for a typical adult, less if 
frail & elderly) 

Imaging Chest X-ray, e-FAST 
scan 

CT scan (To rule out 
associated thoraco-abdominal 

organ and spinal Injury) 

Assessment performed 
as per ATLS Protocols 

Assess severity of Chest 
Injury 

(If there are other injuries present 
make decision accordingly) 

Severe chest injury as 
per guideline  

D/W MTC & accepted 

Patient is for admission to KMH 

No 

ED to perform Chest drain 
Open thoracostomy is performed in Severe Chest injury 
Seldings technique is acceptable only in Simple chest injuries 
If patient needing anaesthesia for Surgery later please insert 
chest drain 

Presence of following indicates severe chest injury: 

• Age > 65 years 

• 3 or more rib fractures 

• 1st, 2nd rib fracture, associated clavicle fracture 

• Lung injury 

• Flail chest 

• SPO2 < 92% or PaO2 < 10 kPa on air 

• Failure of analgesia 

• Pain inhibiting coughing or take deep breathing to be 
assessed 2 hours after oral analgesia 

• Needing repeated IV Opiods in ED 

Post chest drain, x-ray will be reviewed and the results 
documented by a competent practitioner 

If inpatients in ward 11/12 
deteriorates later and needs 
chest drain. 
The general surgeon will 
arrange this with theatre 
coordinator to be done in 
theatre complex/ environment 
and a competent doctor would 
perform the procedure. 

Epidural indicated? 

Epidural to be placed as an 
emergency (CEPOD 1a) 
D/W on call Anaesthetist 

Patient need / suitable for 
Critical care escalation 

Morphine PCA, Advanced regional techniques, 
Serratus plain infiltration etc 

Patient need / suitable for 
Critical care escalation 

Presence of following mandates 
Automatic transfer to MTC 

 

• Penetrating chest injury 

• Blood loss >500ml immediately following insertion of 
chest drain or >200ml/hr (consider DCS prior to 
transfer) 

• Suspected Aortic Injury 

• Suspected Tracheal/ Bronchial Injury 

• Cardiac tamponade (consider DCS before transfer) 

• Flail Chest with 2 or more segmental rib fractures 

• Multiple rib fractures + / - altered physiology, lung 
contusion 

Patient might not need drain 

• Young patient with no previous respiratory condition 

• Low velocity injury 

• Simple chest injury 

• Small Pneumothorax (no Haemothorax) 

• Decision to be made by ED Consultant in consensus 
with ITU/ Resp/ Gen Surg Consultant as appropriate 

Actions to be completed in all cases 
 

1. D/W on-call ED Consultant if severe 
chest injury 

2. D/W NUH Major Trauma Consultant if 
severed chest injury 

3. Obtain review by Anaesthetic 2nd on-call 
Bleep 229 

4. Inform Critical Care Medicine on-call 
Bleep 269 

YES No 

Admit to epidural 
competent ward 

11/12 

Pain Management 

YES 
No 

YES 
No Contraindicated 

YES 
YES 

No 
No 
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Name the documents here or record not applicable 
Associated Policy Not Applicable 
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Consultation 
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• General Surgery Consultants 

• General Surgery Head of Surgery 
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