
The Regional Anaesthesia for Painful Injuries after Disasters (RAPID) Study:  

a randomized controlled trial protocol and analysis of training of Médecins 

Sans Frontières responders as trial proceduralists 

Introduction 
- Lower extremity trauma during 

earthquakes accounts for the 

largest burden of geophysical 

disaster-related injuries 

- Insufficient pain management 

is common in disaster settings, 

and regional anesthesia (RA) 

has the potential to reduce pain 

in injured patients beyond 

current standards.  

- RA can be administered using 

either anatomic landmark or 

ultrasound (US) guidance; 

however no high-quality 

evidence on the use of RA in a 

acute humanitarian response 

settings performed by 

generalist response providers 

exists. 

Objectives 

RCT: To evaluate whether RA, 

either performed with or 

without US-guidance, by 

generalist response providers   

can improve analgesic 

treatment for earthquake-

related lower extremity  

injuries in an acute response 

settings 

Training: To evaluate 

knowledge attainment and 

skills acquisition among 

General practice Médecins 

Sans Frontières (MSF) 

volunteer response providers 

given focused training 

-MSF generalist humanitarian 

healthcare responders, 

including both physicians and 

nurses, were trained in 

USGFNB & LGFICB 

techniques using didactic 

sessions and interactive 

simulations during a one-day 

focused course.  

-Outcome measures 

evaluated interval knowledge 

attainment via pre- and post-

test evaluations and 

procedural proficiency was 

evaluated through monitored 

simulations, with performance 

of critical actions graded by 

independent observers. 

• 12 humanitarian response providers were enrolled and completed training 
• 83.3% female with equal distribution of nurses and  medical doctors 

• Low prior exposure to use of RA (16.7%)  

• Knowledge scores significantly improved (+delta:10.4%, p<0.001) 

• High rates of successful skill performance for both LGFICB & USGFNB 

with excellent inter-rater agreement.  

• No significant difference in knowledge or skills acquisition between nurses 

and medical doctors 

- The RAPID study will be the first trial to prospectively enroll patients in the aftermath of a major earthquake to 

assess whether RA administered by generalists providers, either with or without US-guidance, can reduce suffering 

from lower limb injuries. The study will be informative on the topic of acute pain management as well as on the 

broader subject of performing interventional research in the setting of an acute disaster.  

 

- The training evaluation demonstrated attainment of knowledge and technical skill after focused instruction in 

regional anesthesia techniques, demonstrating feasibility to efficiently training generalist responders to provide RA.   
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Discussion                   

Design & Results 
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Population: Prospectively enrolled victims with serious 

lower extremity injuries  
• Inclusion: Adults with >1 lower extremity injury presenting to the MSF 

field hospital 

• Exclusion: multisystem trauma, clinical instability, active infection at the 

sight of injection, known current pregnancy, allergies to study 

medications, preexisting coagulopathy, likely to receive RA for 

alternative  indication 

 

 

Procedures:  

• RCT with 1:1:1 allocation 
• Control: standard care (parenteral morphine, 0.1 mg/kg) 

• Study Arm 1: standard care + landmark-guided fascia iliaca 

compartment block (LGFICB) 

• Study Arm 2: standard care + US-guided femoral nerve block 

(USGFNB) 

• Blinding eith US sham activities and placebo injections 

• General practice MSF volunteer response providers 

trained using a focused protocol will perform the nerve 

blocks using 0.5% levobupivacaine 20 ml 

 

 

Outcome & Analysis 

• Sample size 207 patients (equivalency design) to detect 

20% change in the summed pain intensity difference 

based on numeric rating scale (NRS) assessment 

performed 10 times over 24-hours of  

     participant follow-up  
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Fascia Iliaca Block Dr S Bolch June 2009  

Indications, Contraindications and Precautions 
Fascia iliaca block is indicated in all adult patients with painful hip and proximal femoral fractures requiring 

analgesia. Informed consent should be obtained if possible, as for all ED procedures. 

Allergy or anaphylaxis to local anaesthetics and open fractures are the only absolute contraindications to the 

technique. Other contraindications and precautions are as for any other use of local anaesthetics. 

Anticoagulation increases the risk of bleeding and haematoma formation but is not always a contraindication and 

clinical judgement should be used. 

 

Equipment 
The attached FIB Pack includes: two 20mL syringes, an 18g plain needle, a 25g needle, a disinfecting swab for skin, 

two 20mL ampoules of 0.25% plain bupivacaine, and a 22g pencil-point lumbar puncture needle. 

A nerve stimulator or ultrasound guidance is not required for the safe and effective practice of this method (4). 

The dosage of 0.25% plain bupivacaine is 30mL. Consider a reduced dose for the very elderly or frail. The addition 

of adrenaline or mixture with other local anaesthetics does not significantly alter the success of the technique. 

 

Method 
Obtain informed consent. Uncover the area and prepare the skin (shave/swab as needed). Slight external rotation 

and abduction is helpful (and is the common posture of these patients) but should not be forced if absent. The site for 

puncture is found by imagining or drawing a line from the pubic tubercle to the anterior superior iliac spine, dividing 

it into thirds, and finding a point 2.5cm below the junction of the middle and outer third. This point should also be 

at least 2.5cm lateral to the femoral pulse, which should also be palpated for safety (see Figure 1 below). 

Anaesthetize the skin with a small amount of bupivacaine and the 25g needle. When effective, pierce the skin with 

the larger 18g needle which will serve as an introducer for the lumbar puncture needle. The LP needle is advanced 

perpendicular to the skin and two “pops” should be easily felt: the first represents the fascia lata and the second the 

fascia iliaca (see Figure 2 below). Aspirate to ensure the needle is not endovascular, and slowly infiltrate the full 

volume of local anaesthetic. 

 

 

Monitoring and Complications 

In one case series of 187 patients treated by ED clinicians, the only adverse effects from fascia iliaca block were two 

episodes of transient mild CNS symptoms possibly related to bupivacaine toxicity (4). Symptoms of CNS toxicity 

include agitation, nausea, blurred vision or tremor. Cardiovascular toxicity is rare but serious and can include 

hypotension, bradycardia and other arrhythmias; these are a risk of bupivacaine use but have not been reported in 

series examining this block (See link for management of toxicity guideline). Prolonged monitoring is not generally 

necessary, beyond dressing the puncture site, ensuring the block has been successful and some screening questions 

for the above symptoms.  

Fig 1 Fig 2 
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Training Throughput Cohort Characteristics Training Outcomes 

• Immediate aftermath of a major 

earthquake in a LMIC with study initiation 

within 72-96 hours of disaster event 

• ~45 days for study completion post event 


