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ABSTRACT: Ultrasound promises to be a rapid, 
radiation-free alternative to chest X-ray for the 
diagnosis of rib fractures in blunt chest trauma, 
and this promise has been raised repeatedly over 
the last decade. Results have been encouraging, 
and reviews have consistently concluded that 
ultrasound appears to be the superior diagnostic 
modality. However, authors have stopped short of 
recommending changes in practice, and chest X-ray 
remains the recommended study in both Canadian 
and American radiology guidelines. In this narra-
tive review, a search of three primary databases 
was performed to consider the current balance 
of evidence and discuss concerns that have, thus 
far, weighed against the broad application of ultra-
sound in this role. This review suggests that the 
potential applications for ultrasound in rib fracture 
diagnosis warrant its consideration for expanded 
use from emergency rooms to athletics venues.

Introduction
Rib fractures are common concerns across 
the scope of medicine, with cohort studies in 
America and Canada identifying rib fractures 
in 10% of all trauma presentations and over 
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30% of minor chest trauma presentations to 
emergency departments.1,2 

The mainstay of rib fracture diagnosis has 
been the chest radiograph. Both the most recent 
Canadian Association of Radiologists’ referral 
guidelines and American College of Radiology’s 
guidelines indicate a chest 
X-ray as the most appro-
priate imaging modality in 
adults with suspected rib 
injuries from minor blunt 
trauma.3,4 However, there 
has been growing evidence 
over the past 2 decades 
that ultrasound is superior 
to X-ray in the detection 
of chest wall fractures, in-
cluding fractured ribs.5,6

While the weight of 
evidence has been in favor of ultrasound as 
the more sensitive technique in several previ-
ous reviews,7-11 none has concluded that ul-
trasound should replace, or join, conventional 
chest X-ray as a first-line diagnostic study for 
rib fractures following minor chest trauma. 
Imaging guidelines also continue to indicate 
chest X-ray as the most appropriate investiga-
tion.3,4 This review aims to examine why these 
analyses have stopped short of supporting any 
change in practice and if ultrasound’s use as a 
primary diagnostic modality for rib fractures is 

worth further investigation and study. A search 
of three primary databases was performed to 
include an updated picture of original studies 
in a discussion of the balance of evidence on 
this topic and expand on whether the identified 
benefits and drawbacks of ultrasound in rib fac-

ture imaging justify why 
imaging guidelines have 
not adopted ultrasound as 
a recommended modality. 

Methods
Search terms and criteria 
were determined based on 
an initial literature search 
and on previous reviews in 
this subject area. PubMed, 
Embase (via Ovid), and 
Google Scholar were 

searched between 5 December 2017 and 16 
January 2018, and the search was updated 
with all new studies to 25 June 2019 using the 
keywords “ultrasound” or “ultrasonography” 
or “sonography” or “chest film” or “chest X ray” 
and “rib fractures” or “chest wall fracture.” All 
results were then reviewed for inclusion based 
on whether they met the criteria of being avail-
able online in English and represented original 
studies directly comparing the diagnostic ability 
of ultrasonography and chest X-ray in detec-
tion of human rib fractures. Reviews, editorial 
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articles, case reports, and studies with patient 
populations of less than 10 were excluded from 
the main comparison between ultrasound and 
X-ray with regard to rib fracture diagnosis. 
Systematic reviews and meta-analyses were 
not included in the comparison table but were 
identified for consideration in the discussion.

Results
Of the total search results (PubMed: 338 results 
returned, Embase: 446 results, Google Scholar: 
820 results), 13 studies were identified that 
matched the stated selection criteria. These are 
presented in the Table. Overall, 12 of the 13 
studies that met our inclusion criteria support 
ultrasound as more sensitive than X-ray for the 
detection of rib fractures, with only one study 
(Hurley and colleagues20) concluding equivalent 
sensitivity exists between ultrasound and X-ray. 
All five studies that included a reference or gold 
standard to confirm the initial ultrasound frac-
ture diagnosis found ultrasound to be superior 
to X-ray.5,17-19,22

Discussion
The results of the literature search support the 
view that ultrasound is a more sensitive and ac-
curate modality for the diagnosis of rib fractures 
with 12 of the 13 included studies concluding 
ultrasound was superior to chest X-ray. Only 
Hurley and colleagues20 concluded their results 
were not sufficient to support ultrasound over 
X-ray, and theirs was the smallest of any in-
cluded study at only 14 participants. 

In seven of the 12 studies that concluded in 
support of ultrasound, the study design allowed 
comparison of the number of fractures diag-
nosed by the two modalities, and in each case 
ultrasound identified at least twice the number 
of fractures as did X-ray.12-14,18,19,22,23 In terms 
of formal pooled sensitivities, there has been 
only one completed meta-analysis (by Youse-
fifard and colleagues8 in 2016), which found 
the sensitivity of ultrasound for rib fractures in 
the studies they examined was 0.97 (95% CI 
0.93-1.00) with the sensitivity of chest X-ray at 
0.77 (95% CI 0.57-0.97).8 The remaining five 
of 12 studies presented in the Table supported 
ultrasound but did not allow for a comparison 
of true sensitivity as they included only partici-
pants with negative X-rays and examined them 

with ultrasound to identify missed fractures. The 
drawback of this study design is discussed below 
as a limitation in the evidence for ultrasound.

Despite the balance of evidence supporting 
the diagnostic superiority of ultrasound, both 
the Canadian Association of Radiologists and 
American College of Radiology guidelines con-
tinue to recommend chest X-ray as the most 
appropriate imaging in the case of suspected 

rib fracture from minor blunt trauma, with the 
American College listing chest ultrasound in 
the lowest appropriateness category and the 
Canadian Association not mentioning ultra-
sound at all.3,4 This contrast between evidence 
and guidelines raises the question: are there 
significant limitations that undermine these 
presented results and explain why ultrasound 
should not be considered a first-line choice for 
rib fracture diagnosis? The four major limita-
tions of ultrasound and its supporting evidence 
raised in previous literature reviews and guide-
lines are discussed below, along with potential 
counterarguments. 

1. Variability between patients 
and fracture sites
One potential limitation is that ultrasound is 
not equally sensitive in its ability to diagnose 
chest wall fractures in all areas of the rib cage. 
It has been noted that ultrasound has difficulty 
visualizing the subscapular and infraclavicular 
portions of the upper ribs.21 The body habitus 
of the patient is also a factor as ultrasound is 
less sensitive in obese patients and those with 
large breasts.13,16,21 Perhaps reflecting these limi-
tations, the meta-analysis by Yousefifard and 
colleagues found that, contrary to the significant 
sensitivity superiority of ultrasound, the speci-
ficity of radiography was slightly higher than 
ultrasound (100% versus 94%).8 The authors 

concluded that, based on the calculated likeli-
hood ratios, a negative result on an ultrasound 
was more useful than a negative radiograph; 
however, visualizing a fracture on a radiograph is 
slightly more reliable than a positive ultrasound. 
They also noted, however, that it appeared that 
using a higher frequency of ultrasound was as-
sociated with narrowing of this specificity gap.8

2. Lack of appropriate gold standards 
Lalande and Wylie of Laval University con-
ducted a short review in 2014 and identified 
what they viewed as the most significant issue 
with existing studies supporting ultrasound: 
the frequent lack of a reference or gold stan-
dard modality for comparison and confirmation 
of identified fractures.10 Consistent with this 
point, only five of the 13 studies identified in 
our search had any follow-up to confirm the 
initial ultrasound diagnosis of fracture. That is, 
the majority of studies assumed 100% specific-
ity for ultrasound, which, as discussed in the 
previous section, has not been found to be true. 
Furthermore, five of the 13 studies identified in 
our search5,15-17,21 included patients only on the 
basis of a negative X-ray and performed a sub-
sequent ultrasound to look for missed fractures. 
In these cases, there is no way to compare the 
number of fractures missed by ultrasound to 
those missed by X-ray. However, while Lalande 
and Wylie reported that they did not identify 
any studies with reference standards, our search 
found two5,18 that used uptake on bone scan to 
confirm the presence of ultrasound-identified 
fractures and three others17,19,22 that used a re-
peated ultrasound at 1 to 3 weeks, after callus 
formation and remodeling had begun, to con-
firm the fractures identified at first presentation. 
Therefore, it appears that ultrasound has uni-
formly been found to be superior to radiograph 
in studies that included confirmatory reference 
standard imaging.

In their 2019 systematic review, Battle and 
colleagues also identified the variability in stan-
dards as an issue with existing evidence.9 They 
concluded that further studies using CT as 
the gold standard were needed to fully assess 
ultrasound diagnostic accuracy. While a study 
directly comparing chest X-ray and ultrasound 
to a reference CT is lacking, and could be valu-
able, there have been four studies in the last 
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 Table. Literature search results organized by publication date for comparison of diagnostic accuracy of ultrasound and chest radiography in the diagnosis of rib fractures.

Study n
Modalities 
compared

Reference  
standard?

Modality comparison result Key study conclusions

Pishbin and 
colleagues, 
201712 

61
Chest X-ray (PA 
and oblique) and 
ultrasound

No
Ultrasound detected 98.3% of fractures found by 
any method, oblique X-ray 45.8%, PA chest 40.7%. 

Ultrasound is more sensitive than radiography for 
rib fracture diagnosis. 

Lalande 
and 
colleagues, 
201713

96
X-ray (oblique 
rib view) and 
ultrasound

No

27/96 (28%) of patients were diagnosed with rib 
fracture on point of care (POC) ultrasound but not 
on initial X-ray versus 11/96 patients (11%) with 
diagnosis on X-ray but not POC ultrasound.

Ultrasound is a feasible technique for rib facture 
diagnosis in an emergency department setting to 
complement radiography.

Hwang and 
Lee, 201614 201

Chest X-ray and 
ultrasound

No
Rib fracture detected in 34.3% (69) of patients by 
radiography but 84.6% (160) by ultrasound.

Ultrasound offers greater accuracy than 
radiography for rib fracture diagnosis; larger RCT 
is needed.

Uzun and 
colleagues, 
201315

55
Chest X-ray (AP) 
and ultrasound

No
In 47/55 trauma patients agreed by three 
physicians to have negative chest X-rays had rib 
fractures diagnosed by ultrasound.

Ultrasound by an experienced radiologist is 
required for early diagnosis of rib fractures in 
trauma patients.

Lee and 
colleagues, 
201216

93
Chest and rib 
series X-ray, CT 
and ultrasound

No

64/93 patients (68.8%) found to be negative for 
fractures on both radiography and CT by two 
surgeons and two radiologists were found to have 
chondral fractures on ultrasound.

Chest ultrasound can help diagnose sternal and 
costal cartilage fractures missed by conventional 
radiology.

Turk and 
colleagues, 
201017

20
Chest X-ray (PA 
and oblique) and 
ultrasound

Repeat 
ultrasound at 1–3 
weeks to confirm 
callus formation.

All 20 patients had clinical suspicion of fracture 
and normal X-ray, but ultrasound detected 26 
fractures in 18/20 patients.

Ultrasound is more sensitive than radiography 
for chest wall fractures and should be routine in 
those with clinical suspicion but negative X-ray.

Paik and 
colleagues, 
200518

58

Chest X-ray (AP 
and oblique 
lateral views) and 
ultrasound  

Bone scan uptake, 
biopsy and 
follow-up

Ultrasound revealed 36/37 (97%) of rib fractures 
as compared to 16/37 (43%) found by X-ray. 
Ultrasound also identified 94% of confirmed bone 
metastasis compared to 39% visible on X-ray. 

Ultrasound is more reliable and accurate than 
X-ray for rib lesions. Ultrasound is recommended 
as a modality to evaluate patients with question 
of rib metastasis. 

Rainer and 
colleagues, 
200419 88

Chest X-ray (PA 
and oblique), 
ultrasound and 
clinical judgment 

Repeat 
ultrasound at 3 
weeks to confirm 
fracture by callus/
remodeling

Ultrasound sensitivity for chest wall fractures was 
80.3 (95% CI 69.5-88.5) compared to 23.7 (95% CI 
14.7-34.8) for X-ray and 26.0 (95% CI 15.8-36.3) for 
clinical impression alone, meaning only one in five 
fractures seen on ultrasound was visible on X-ray.

Ultrasound at presentation to emergency is 
significantly more accurate than X-ray or clinical 
judgment at detecting rib and sternal fractures.

Hurley and 
colleagues, 
200420

14
Chest X-ray (PA 
and oblique rib) 
and ultrasound

No
Oblique X-ray identified 13/15 fractures found 
with any modality, PA chest 11/15 and ultrasound 
14/15

Ultrasound use does not significantly increase the 
detection of rib fractures in trauma and does not 
justify its routine use.

Kara and 
colleagues, 
200321

37
Chest X-ray and 
ultrasound

No*

15/37 (40.5%) of patients with negative X-ray 
results had boney or chondral rib fracture on 
ultrasound.

Ultrasound is a useful modality to identify 
fractures missed by X-ray. 

Griffith and 
colleagues, 
199922

50
Chest X-ray (PA 
and oblique) and 
ultrasound

Repeat 
ultrasound at 3 
weeks to confirm 
remodeling

Chest radiograph revealed eight fractures in 
6/50 patients (12%) while ultrasound identified 
83 fractures in 39/50 (78%)—10 times as many 
fractures in 6 times as many patients. Repeat 
ultrasound at 3 weeks confirmed all identified 
fractures as well as 12 fractures not seen by either 
modality initially.

Ultrasound is able to reveal more fractures in 
patients than radiography, but further studies 
are needed to determine the appropriate role for 
ultrasound in medical practice.

Dubs-Kunz, 
199623 122

Chest X-ray and 
ultrasound

No

Diagnosis of rib fracture by ultrasound was twice 
as sensitive as radiography (75 rib fractures seen 
on ultrasound, 36 on X-ray, all X-ray findings also 
visible on ultrasound).

Though rib fracture diagnosis does not result in 
clinical change, psychological factors of correct 
diagnosis can be important for dealing with pain, 
and ultrasound is the more sensitive modality.

Wischhöfer, 
19955 21

Chest X-ray and 
ultrasound

Bone scan uptake 
to confirm lesion 
location

Rib fractures identified in 16/21 patients with 
clinical suspicion of fracture but normal X-ray. 
Confirmation of ultrasound identified lesions by 
bone scan revealed seven further likely fractures.

Ultrasound is more reliable for fracture diagnosis 
than X-ray, but can miss nondislocated fractures, 
likely due to patient respiration during the exam.

Abbreviations: CT—computed tomography, PA—posteroanterior, AP—anteroposterior

* Kara and colleagues state that most patients had a repeat chest X-ray after 2 to 4 weeks to monitor established fracture site healing, but as it is not clear the number of patients who 
underwent this repeat chest X-ray or the percentage of ultrasound-detected fractures that were confirmed by this process, we have not considered this to be a reference study in this review.
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2 years comparing either CT and ultrasound 
or CT and chest X-ray that can shed light on 
whether a CT reference is likely to change 
the overall picture. Of the CT and ultrasound 
comparisons, ultrasound sensitivity varied from 
100%24 to 67%25 (specificity 98.99% and 98% 
respectively) versus the CT standard. In X-ray 
and CT comparisons, sensitivity varied from 
40%26 to 48.8%27 with specificity ranging from 
99% to 100% respectively. Also of note, in their 
2012 study, Lee and colleagues diagnosed 64 
chondral rib fractures in 93 minor chest trauma 
patients who had both a negative CT and chest 
X-ray.16 Thus, there exists recent evidence that 
ultrasound has greater sensitivity than chest 
X-ray for rib fracture diagnosis relative to CT 
and, based on the results of Lee and colleagues, 
it also seems that CT is not a definitive gold 
standard for this comparison if it misses chon-
dral fractures visible on ultrasound.

3. Increased imaging time with ultrasound
Another issue raised by several studies has been 
that completing an ultrasound scan takes longer 
than a X-ray, thus delaying diagnosis.16 X-ray 
views can be accomplished in a few minutes 
while the time for a formal ultrasound is report-
ed to be anywhere from 10 to 30 minutes longer 
in the studies we identified.16,20,22 This concern, 
however, compares the time to completion after 
the study has begun in the radiology depart-
ment. As portability and quality of ultrasound 
improves,28 its use by emergency physicians 
at initial presentation of minor blunt trauma 
may in fact speed up rib fracture diagnosis by 
helping triage in busy emergency departments 
where there is otherwise a significant wait for 
X-rays, not to mention X-ray interpretation.7 
Evidently, in cases of significant chest trauma, 
when the identification of underlying organ 
damage is time sensitive, the time to perform 
an ultrasound study for rib fractures could have 
significant implications compared to X-ray or 
CT.29 However, in major trauma the clinical 
situation is very different and not the focus 
of our discussion. Similarly, our review does 
not address the evident impact of user train-
ing on speed or sensitivity as the focus is on 
whether existing evidence supports a potential 
benefit of ultrasound in this application. If the 
conclusion is that it does, then questions of 

provider training would be an area for further 
investigation.

4. Lack of impact on management
A final point frequently raised against recom-
mending ultrasound over X-ray in the case of 
suspected rib fracture, including in both the 
Canadian and American radiology guidelines,3,4 
is that increased sensitivity in the diagnosis of 
rib fracture is in fact not necessary and would 
not change management. All that is required is 
to rule out any dangerous associated pathology, 

and an X-ray is sufficient for this in cases where 
the mechanism of injury is not severe enough 
to support immediate CT.30 

Several points counter the view that includ-
ing ultrasound to diagnose a greater proportion 
of rib fractures correctly is of no benefit. First, a 
reliable assessment of fractures is important for 
educating a patient on the likely timeline and 
approach for resolution of their pain and ability 
to return to work.7 As well, a correct diagnosis 
may have implications for legal claims and/or 
avoiding physician litigation.14,15,19 Furthermore, 
it is not the case that missed rib fractures all 
resolve without complications, with evidence 
that rib fractures increase the risk for many pul-
monary complications including delayed hemo-
thorax, pneumothorax, and pneumonias.1,31-33 It 
therefore follows that identifying any fractures 
is important to correctly risk stratify patients. 
Two populations that highlight the potential 
risks associated with missed rib fractures are the 
elderly and athletes. In geriatric populations, 
rib fractures are linked to increased mortality 
and morbidity.21,34 One cohort study of trauma 

patients admitted to a Canadian tertiary centre 
found rib fractures were independently associat-
ed with a five times greater risk of death in those 
65 or over compared to younger patients.32 For 
athletes, reinjury following a premature return 
may result in a greater severity of damage and 
prolonged recovery.22 Chest wall bony injuries 
are relatively common in contact sports such as 
rugby, where decisions on whether a player is 
safe to return to a match may need to be made 
quickly on pitch sidelines where ultrasound is 
the only accessible modality.35 Rib fractures in 
noncontact sports may also significantly impair 
an athlete’s ability to train and compete, for 
example in rowing where rib stress fractures 
have been identified as accounting for a greatest 
amount of training time lost by elite athletes.36 
The use of ultrasound for stress fracture injuries 
has the potential to help prevent misdiagnosis 
and convince motivated athletes to allow these 
fractures time to heal without exacerbation, 
shortening recoveries.37 Given ultrasound has 
the advantage of not exposing a patient to ion-
izing radiation, as well as the decreasing cost 
and size of ultrasound machines, it is increas-
ingly useful outside hospital settings for sports 
physicians at competition or training venues and 
emergency medical providers in rural settings.28 

Conclusion
This narrative review supports ultrasound as the 
more sensitive diagnostic modality and consid-
ers the concerns raised by previous reviews on 
this topic. Examining the benefits and draw-
backs to the use of ultrasound in rib fracture 
diagnosis highlights its potential for positive 
impact on patients and supports its continued 
consideration for practice guidelines and pro-
vider training. n 

Competing interests
None declared.

Acknowledgments
Dr Michael Koehle, professor in the Division of 
Sport and Exercise Medicine and School of Kinesi-
ology at UBC, and physician at the Allan McGavin 
Sports Medicine Clinic, provided valuable insight 
and guidance for this review.

References on page 82

The use of ultrasound for 
stress fracture injuries 

has the potential to help 
prevent misdiagnosis 

and convince motivated 
athletes to allow these 
fractures time to heal 
without exacerbation, 
shortening recoveries.



82 BC Medical Journal vol. 63 no. 2 | march 202182

References
1.	 Ziegler DW, Agarwal NN. The morbidity and mortality 

of rib fractures. J Trauma 1994;37:975-979.
2.	 Chauny J-M, Émond M, Plourde M, et al. Patients with 

rib fractures do not develop delayed pneumonia: A 
prospective, multicenter cohort study of minor tho-
racic injury. Ann Emerg Med 2012;60:726-731. 

3.	 Henry TS, Donnelly EF, Boiselle PM, et al. ACR Ap-
propriateness Criteria® rib fractures. J Am Coll Radiol 
2019;16:S227-S234. 

4.	 Canadian Association of Radiologists. 2012 CAR diag-
nostic imaging referral guidelines. Accessed 30 Septem-
ber 2020. https://car.ca/patient-care/referral-guidelines.

5.	 Wischhöfer E, Fenkl R, Blum R. Ultrasound detection 
of rib fractures for verifying fracture diagnosis. A pilot 
project. Unfallchirurg 1995;98:296-300.

6.	 Hendrich C, Finkewitz U, Berner W. Diagnostic value of 
ultrasonography and conventional radiography for the 
assessment of sternal fractures. Injury 1995;26:601-604.

7.	 Chan SS-W. Emergency bedside ultrasound for the diag-
nosis of rib fractures. Am J Emerg Med 2009;27:617-620. 

8.	 Yousefifard M, Baikpour M, Ghelichkhani P, et al. Com-
parison of ultrasonography and radiography in detec-
tion of thoracic bone fractures; a systematic review 
and meta-analysis. Emergency 2016;4:55-64.

9.	 Battle C, Hayward S, Eggert S, Evans PA. Comparison 
of the use of lung ultrasound and chest radiography 
in the diagnosis of rib fractures: A systematic review. 
Emerg Med J 2019;36:185-190. 

10.	 Lalande É, Wylie K. Towards evidence-based emer-
gency medicine: Best BETs from the Manchester Roy-
al Infirmary. BET 1: Ultrasound in the diagnosis of rib 
fractures. Emerg Med J 2014;31:169-170. 

11.	 Pishbin E, Foogerdi M. Conventional radiography or 
ultra sound for rib fracture diagnosis: A literature re-
view. Rev Clin Med 2014;1:154-159. 

12.	 Pishbin E, Ahmadi K, Foogardi M, et al. Comparison of 
ultrasonography and radiography in diagnosis of rib 
fractures. Chin J Traumatol 2017;20:226-228. 

13.	 Lalande É, Guimont C, Émond M, et al. Feasibility of 
emergency department point-of-care ultrasound for 
rib fracture diagnosis in minor thoracic injury. CJEM 
2017;19:213-219. 

14.	 Hwang EG, Lee Y. Simple X-ray versus ultrasonography 
examination in blunt chest trauma: Effective tools of 
accurate diagnosis and considerations for rib fractures. 
J Exerc Rehabil 2016;12:637-641. 

15.	 Uzun M, Beksaç B, Karataş A, et al. Ultrasonography as 
a better diagnostic efficiency in rib fracture. J Exp Clin 
Med 2013;30:133-135.

16.	 Lee WS, Kim YH, Chee HK, Lee SA. Ultrasonographic 
evaluation of costal cartilage fractures unnoticed by 
the conventional radiographic study and multidetec-
tor computed tomography. Eur J Trauma Emerg Surg 
2012;38:37-42. 

17.	 Turk F, Kurt AB, Saglam S. Evaluation by ultrasound of 
traumatic rib fractures missed by radiography. Emerg 
Radiol 2010;17:473-477. 

18.	 Paik SH, Chung MJ, Park JS, et al. High-resolution so-
nography of the rib: Can fracture and metastasis be 
differentiated? Am J Roentgenol 2005;184:969-974. 

19.	 Rainer TH, Griffith JF, Lam E, et al. Comparison of tho-
racic ultrasound, clinical acumen, and radiography in 
patients with minor chest injury. J Trauma 2004;56:1 
211-1213.

20.	 Hurley ME, Keye GD, Hamilton S. Is ultrasound re-
ally helpful in the detection of rib fractures? Injury 
2004;35:562-566. 

21.	 Kara M, Dikmen E, Erdal HH, et al. Disclosure of unno-
ticed rib fractures with the use of ultrasonography 
in minor blunt chest trauma. Eur J Cardiothorac Surg 
2003;24:608-613.

22.	 Griffith JF, Rainer TH, Ching AS, et al. Sonography com-
pared with radiography in revealing acute rib fracture. 
Am J Roentgenol 1999;173:1603-1609.

23.	 Dubs-Kunz B. Sonography of the chest wall. Eur J Ul-
trasound 1996;3:103-111. 

24.	 Sabri YY, Hafez MAF, Kamel KM, Abbas DA. Evaluating 
the role of ultrasound in chest trauma: Common com-
plications and computed tomography comparative 
evaluation. Egypt J Radiol Nucl Med 2018;49:986-992. 

25.	 Kozaci N, Avcı M, Ararat E, et al. Comparison of ultraso-
nography and computed tomography in the determi-
nation of traumatic thoracic injuries. Am J Emerg Med 
2019;37:864-868. 

26.	 Singleton JM, Bilello LA, Canham LS, et al. Chest com-
puted tomography imaging utility for radiographi-
cally occult rib fractures in elderly fall-injured patients.  
J Trauma Acute Care Surg 2019;86:838-843. 

27.	 Tataroglu O, Erdogan ST, Erdogan MO, et al. Diagnos-
tic accuracy of initial chest X-Rays in thorax trauma.  
J Coll Physicians Surg Pak 2018;28:546-548.

28.	 Jeanmonod R, Stawicki SP, Bahner DP, Zago M.  
Advancing clinician-performed sonography in the 
twenty-first century: Building on the rich legacy of 
the twentieth century pioneers. Eur J Trauma Emerg 
Surg 2016;42:115-118. 

29.	 Oikonomou A, Prassopoulos P. CT imaging of blunt 
chest trauma. Insights Imaging 2011;2:281-295. 

30.	 Henry TS, Kirsch J, Kanne JP, et al. ACR Appropriateness 
Criteria® rib fractures. J Thorac Imaging 2014;29:364-366. 

31.	 Plourde M, Émond M, Lavoie A, et al. Cohort study on 
the prevalence and risk factors for delayed pulmonary 
complications in adults following minor blunt thoracic 
trauma. CJEM 2014;16:136-143. 

32.	 Bergeron E, Lavoie A, Clas D, et al. Elderly trauma pa-
tients with rib fractures are at greater risk of death and 
pneumonia. J Trauma 2003;54:478-485. 

33.	 Sirmali M, Türüt H, Topçu S, et al. A comprehensive anal-
ysis of traumatic rib fractures: Morbidity, mortality and 
management. Eur J Cardiothorac Surg 2003;24:133-138. 

34.	 Barry R, Thompson E. Outcomes after rib fractures in  
geriatric blunt trauma patients. Am J Surg 2018;215: 
1020-1023. 

35.	 Hayashi D, Roemer FW, Kohler R, et al. Thoracic in-
juries in professional rugby players: mechanisms of 
injury and imaging characteristics. Br J Sports Med 
2014;48:1097-1101. 

36.	 Roston AT, Wilkinson M, Forster BB. Imaging of rib stress 
fractures in elite rowers: The promise of ultrasound? 
Br J Sports Med 2017;51:1093-1097. 

37.	 Ohta-Fukushima M, Mutoh Y, Takasugi S, et al. Char-
acteristics of stress fractures in young athletes under 
20 years. J Sports Med Phys Fitness 2002;42:198-206.

exposure to antibiotics and risk of childhood 
asthma: A systematic review. Pediatrics 2011;127: 
1125-1138.

7.	 Hansen AK, Wisborg K, Uldbjerg N, Brink Henrik-
sen T. Risk of respiratory morbidity in term infants 
delivered by elective caesarean section: Cohort 
study. BMJ 2008;336:85-87.

8.	 Azad MB, Konya T, Persaud RR, et al. Impact of 
maternal intrapartum antibiotics, method of birth 
and breastfeeding on gut microbiota during the 
first year of life: A prospective cohort study. BJOG 
2016;123:983-993.

9.	 Tham EH, Leung DY. Mechanisms by which atop-
ic dermatitis predisposes to food allergy and 
the atopic march. Allergy Asthma Immunol Res 
2019;11:4-15.

10.	 Patrick DM, Mamun A, Smith N, et al. Beta-lactam 
allergy: Benefits of de-labeling can be achieved 
safely. BCMJ 2019;61:350-351,361.

11.	 Mamun A, Zhao B, McCabe M, et al. Cost-benefit 
analysis of a population-based education pro-
gram on the wise use of antibiotics. Can J Public 
Health 2019;110:732-740. 

Continued from page 78

Premise special feature

Follow us on Twitter for regular updates

The BC Medical Journal provides continuing medical 
education through scientific research, review articles, and 
updates on contemporary clinical practice. #MedEd

President’s Comment: Looking to 2021 with 
#hope and #optimism. Our ability to create 
and distribute a pandemic #vaccine in record 
time, and the work of my colleagues, give 
me reasons to look to 2021 with hope and 
optimism. @drmattchow
Read the article: bcmj.org/presidents 
-comment-covid-19/looking-2021-hope-and 
-optimism

BC Medical Journal
@BCMedicalJrnl Follow


