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Case

• CC: Fall, Rt hip pain


• HPI: 76 yo F, Rt hip pain s/p witnessed GLF onto Rt knee, unable to bear 
weight, no LOC or other trauma, 8/10 pain


• PMHx: Metastatic bladder CA on chemo, DM2, HTN, HLD, Osteoporosis, ILD 
on 2 L at baseline, s/p Lt THA


• Meds: Intravesical Chemo, Metformin, Glipizide, Statin, Lisinopril


• Exam: TTP over ant/lateral Rt hip, abrasion to Rt knee, RLE shortened and 
externally rotated, NV reassuring, no other external evidence of trauma



Case

• Labs: K 2.4 w/out ECG changes, UA c/w UTI, CN 1.8, Hgb 10.4


• Imaging: Rt hip/pelvis + CT pelvis —————>  

• Meds: IV Tylenol, 1 L of LR, 20 mEq K 
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Other Options?….



“I’m doing so well after rehab and have been in 
remission from meth and heroin for over 6 months. It’s 

been a constant work in progress and I’m scared of 
relapsing.” 

“Do you have any other options, since what you put in 
the IV hasn’t helped much?” 



 US Guided Regional Anesthesia Options

• Pericapsular Nerve Group Block (PENG)


• Supra-inguinal FICB


• Infra-Inguinal FICB 


• Femoral Nerve Block



 US Guided Regional Anesthesia Options

• Pericapsular Nerve Group Block (PENG)


• Supra-inguinal FICB


• Infra-Inguinal FICB - Safe, Effective, Simple Approach 
• Femoral Nerve Block



Infra-Inguinal FICB Overview

• Can ED physicians safely perform? 


• Risks/Contraindications


• Anatomy


• Supplies + Consent


• Dosing


• POCUS anatomy


• Procedure Note 



ED Safety

“This demonstrates that 
physicians in resource-poor 

settings can safely and quickly 
perform the FICB with little 

training, using the equipment and 
medications they typically have 

available. Using the FICB in 
resource-poor, often rural settings 

also reduces risks related to 
opioid use and provides an 

excellent method to ease the pain 
of patients transferring to higher 

levels of care.”




Why? 

• Decreased in-hospital mortality + complications


• Reduction of post-op complications from 33 —> 20% 


• Decreased mortality, DVT, AMS, Pulmonary complications


• Better pain control w/ decreased opiate use/abuse potential



Contraindications 

• Overlying cellulitis at skin puncture site


• Allergy to anesthetic


• Neuro deficits at site of potential block


• Concern for compartment syndrome


• On anticoagulation



Risks

• Pain at injection site


• Infection


• Bleeding/hematoma


• Damage to surrounding structures


• Allergic reaction


• LAST



LAST Review

• 2/2 direct anesthetic injection into vasculature


• Confusion, anxiety, sense of impending doom, headache, drowsiness, dizzy, 
tremors, hemodynamic collapse, widened PR/QRS, Vtach/fib, hypotension, 
asystole, seizures


• Tx: 1.5cc/kg bolus IV intralipid, 20% solution, seizure = benzos 



Anatomy
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Distribution



Block Specifics - Prep



Written Consent



Document NV Exam



Dosing



Monitor



Supplies
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Set-Up



Block Specifics - Procedure



Positioning



Needle Tip



Easy as 1-2-3
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Unzip



Iliaca Not Lata 



Confirmation



One more…



Block Specifics - Post Block 



Aftercare

• Time + Initials


• Maintain on monitors for at least an hour (transport)


• Procedure note



Procedure Note

Pre-procedure neurological exam findings:  
A neurologic exam was conducted including motor and sensory testing of the femoral and sciatic nerve.  There were no 

deficits. [The following deficits were found: [free text]]. Extremity compartments were [soft, tense, not assessed].  
  

Procedure:  
A right [left] infrainguinal fascia iliaca compartment nerve block was performed. The patient was was maintained on 

continuous cardiac and pulmonary monitoring throughout the procedure. 
 The area of injection was prepped with chlorhexidine [betadine]. Sterile technique was observed using: [+] sterile 

gloves, [+] sterile ultrasound probe cover, [+] sterile drape, [+] cap, [+] face mask.  
  

A [25, 22, 20, 18 [free text]] gauge spinal needle, [free text] mm in length, was used. Ultrasound guidance with real-time 
visualization of the needle tip was utilized throughout the procedure using an in-plane [out-of-plane] approach.   

  
Approximately [30] mL of 1 [0.5] % lidocaine without epinephrine [bupivacaine] was injected near the nerve structure.  

Local anesthetic was  gradually injected in small aliquots of 3-5 mL following negative aspiration.   
There was no [was] significant pain or paresthesias during the procedure. There were no [were] signs of local anesthetic 

toxicity. There were no [were] other complications. [free text] 
Following the procedure, the blocked extremity was protected [positioned] to prevent injury and was marked with 

provider initials and time of the block. 



Regional Anesthesia 

1) Patient is identified, 2 criteria.  Appropriate identifying data entered in ultrasound machine. 
2) Allergies and anticoagulation status are reviewed. 

3) Consent for block and any associated procedure is confirmed. 
4) Appropriate neurologic and vascular exam completed and documented. 

5) Block plan is confirmed*, site is marked. 
6) Necessary equipment is present, drugs are labeled. 

7) Resuscitation equipment is immediately available: airway devices, suction, vasoactive drugs, lipid emulsion.** 
8) Appropriate monitors are applied; intravenous access, sedation, and supplemental oxygen are provided, if 

indicated. 
9) Aseptic technique is used: hand cleansing is performed, and sterile gloves are used. 

10) “Time out” is performed before needle insertion.



Thanks!


