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Polytrauma, which was defined using the new Berlin definition, as cases with an 
Abbreviated Injury Scale (AIS) ≥ 3 for two or more different body regions and one or 
more additional variables from five physiologic parameters

1) hypotension [systolic blood pressure ≤ 90 mmHg 
2) unconsciousness [Glasgow Coma Scale score ≤ 8] 
3) acidosis [base excess ≤ -6.0], 
4) coagulopathy [INR ≥ 1.4]
5) age ≥70 years

 



Trauma is a significant public health problem.

It is the leading cause of death for the age group 
1–44 years

Third leading cause of death for all age groups.

The economic burden of trauma exceeds $400 
billion in the US annually.



 

The management of pain in the acutely injured patient can be challenging.
Resuscitation and the assessment and treatment of life-threatening injuries are first priority 
in a trauma patient, and provision of adequate analgesia must frequently be delayed until 
the patient is stable. 
However, there is increasing evidence that the pain associated with injury is undertreated, 
a condition termed “oligoanalgesia”.

Holdgate A, Shepherd SA, Huckson S. Patterns of analgesia for fractured neck of femur in Australian emergency 
departments. Emerg Med Australas. 2010;22(1):3–8.



In a study of 36 Australian emergency departments, patients who
presented with hip fracture (n=645) were found to have a mean time to
first treatment of their fracture-related pain of 126 minutes.



In a study by Whipple et al.1 assessing pain treatment in 17 patients with multiple 
trauma wounds, whereas 95% of house staff and 81% of nurses reported adequate 
analgesia, 74% of patients rated their pain as either moderate or severe.



There are multiple reasons for poor pain management in trauma patients
1)under-appreciation of pain
2) excessive concern about hemodynamic instability and respiratory depression, 
and an unfounded fear of addiction. Yet to properly manage trauma, it is incumbent 
to aggressively treat pain, for the ramifications of inadequate pain control are more 
than just psychological.





 





Improved pain management has not only led to increased comfort in trauma patients, 
but has also been shown to reduce morbidity and improve long-term outcomesrld. 





Tratto da “Analgesia for trauma and burns”, R Hedderich , T J Ness, Crit 
Care Clin. 1999 Jan;15(1):167-84
 



When ?



Early analgesia
.....since the FIRST pre-hospital 
phase, to counteract the 
pathophysiological 
consequences of acute pain and 
the stress response BUT also to 
reduce the incidence of chronic 
post-traumatic pain syndromes



Where does

regional anesthesia

fit in?



Approximately, 60% of multiply injured patients with an Injury Severity Score greater 
than 16 have an extremity injury, and 30% have two or more extremity injuries.

20% of multiply injured patients have both upper and lower extremity injuries. 
Since the majority of regional anesthesia procedures involve the extremities, their role in 

analgesia for trauma patients seems well suited.

60%
30%

20%



25% of annual traumatic deaths result from chest trauma. 

12% Rib fractures 
The number of rib fractures are directly related to the associated mortality:
 5% for 1–2 ribs
 15% for 3–5 ribs 
 34% for ≥ 6 ribs 
The cause of mortality is related primarily to pulmonary injury (lung contusion, Pnx) and 
delayed pulmonary processes (pneumonia and ARDS)

Fractured ribs



 

Why?



 



 

The principal benefit of regional anesthetic techniques, 
and peripheral nerve blocks in particular, is the provision 

of high-quality analgesia that is site-specific and devoid of 
any systemic side effects. 



1) ↓ adverse effects compared to some conscious sedation techniques (eg, hypoxia, agitation, 
nausea/vomiting)

2) ↓ need for sedatives, an improved neurologic assessment
3) ↓ in opioid requirement and ORAEs
4) ↓ in length of stay in emergency or critical care units
5) ↑comfort and safety for transport
6) ↓ need for staffing (secondary to decreased need for monitoring compared to procedural 

sedation)
7) ↓ in the stress response to injury
8) ↓ cost compared with conscious sedation (largely related to monitoring and staffing costs)



 

Who?



 

In most hospitals,
anesthesiologists

are the physicians 
most qualified 

to perform nerve blocks 



 



 

CPNB techniques prolong the duration of analgesia well 
beyond 16–24 h that can be expected from a single-injection 
nerve block 
The pain intensity associated with trauma is often severe and 
longstanding, making CPNBs a useful tool. 
Catheters can be left in for days to weeks, depending on the 
indication. 
Patients with complex injuries that require repeated 
debridement, fracture fixation, and/or skin grafting frequently 
benefit from such long-term catheterization





 

The femoral nerve innervates much of the femur and hip joint 

Several studies have demonstrated that a femoral nerve block reduces pain intensity 
following hip fracture and are valuable adjuncts in this population, allowing patients to 
sit up, move in bed, deep breathe, and cough with reduced pain while awaiting surgery.

A Cochrane collaboration review of nerve blocks in patients with hip fractures concluded 
that femoral nerve block resulted in significant reductions in both pain intensity and 
opioid requirements both preoperatively and during surgery



FNB (Femoral Nerve Block)



Sciatic Nerve Block



FASCIA ILIACA BLOCK



PENG (PEricapsular Nerve Group) Block





The goal of therapy should be to minimize respiratory depression and optimize respiratory 
excursion, while minimizing possible side effects or complications of the technical procedure 

such as local anesthetic systemic toxicity or iatrogenic pneumothorax.



Erector Spinae Plane Block









Serratus  Plane Block











PAZIENTE USTIONATO E 
ALR



We have a great responsibility to relieve pain 
by all possible appropriate means in a timely, 

efficient and effective manner

This is the greatest service a physician can 
provide to a patient”



GRAZIE PER L’ATTENZIONE
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