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content of the policy 
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Please also refer to the following Trust Pathways:  

- Protocol for post-operative observation in adult inpatient areas and local anaesthetic 
observations chart 

- Competency for the injection of local anaesthetic into a fascia iliaca block catheter 
Medicines Management Policy 

Executive summary  
 

                          THIS POLICY PROVIDES GUIDANCE FOR: 

 Staff prescribing, commencing and managing local anaesthetic boluses or 
infusions for adult patients with the intention of providing postoperative 
analgesia for acute pain. 

 Staff providing nursing care for adult patients receiving regional nerve 
blocks or who are receiving a local anaesthetic agent via an indwelling 
local block catheter (either as a continuous infusion or intermittent bolus) 

                                        KEY POINTS: 

 Regional analgesia by continuous infusion and/or intermittent patient or 
clinician controlled bolus provides high quality pain relief, promotes early 
mobilisation and reduces the need for opioids postoperatively. 
 

 Patients with regional analgesia need to be cared for in an appropriate 
environment and managed by competent staff. 



 

 

Volume 8 
Patient Care 

Current version 
is held on the 

Intranet 
First Ratified 

Next Review 
June 2023 

Issue 6 Page 4 of 31 

 

Contents 

Executive Summary 3 
Abbreviations 5 

1. Introduction 5 
2. Scope 5 
3. Purpose 6 
4. Explanation of Terms Used 6 
5. Duties & Responsibilities 6 
 5.1 Inpatient pain service 6 
 5.2 Theatre recovery 7 
 5.3 Anaesthetist 7 
 5.4 Prescriber 8 
 5.5 Doctors working outside the Theatre environment (i.e. the Emergency 

Department) 
9 

 5.6 Registered nurse caring for the patients 9 
 5.7 Pharmacists 10 
 5.8 Who to contact for advice – Ashford Hospital 11 
 5.9 Who to contact for advice – St Peter’s Hospital 12 

6. Training 12 
7. Stakeholder Engagement & Communication 12 
8. Approval & Ratification 13 
9. Dissemination & Implementation 13 
10. Review & revision Arrangements 13 
11. Document Control & Archiving 13 
12. Monitoring Compliance with this Policy 13 
13. Incident Reporting 13 
14. Guidelines for Catheter Insertion 13 
15. Prescribing Guidelines 15 
16. Preparation and Administration 15 
17. Local Anaesthetic Infusion Devices 17 
18. Monitoring and Observations 18 
19. Treatment of Hypotension 19 
20. Local Anaesthetic Toxicity 20 
21. Pain Score and Sedation 20 
22. Sedation 20 
23. Nausea 20 
24. Catheter Management 20 
25. Supporting References / Evidence Base 21 

   
APPENDIX 1 Specific care of patients with different types of infusion 22 
APPENDIX 2 Protocol for the administration of continuous levobupivacaine wound 

infusions in adult patients following surgery 
25 

APPENDIX 3 Equality Impact Assessment 26 
APPENDIX 4 Observation charts for la infusions or intermittent injections 28 

 

 



 

 

Volume 8 
Patient Care 

Current version 
is held on the 

Intranet 
First Ratified 

Next Review 
June 2023 

Issue 6 Page 5 of 31 

 

ABBREVIATIONS 
 
ASPH Ashford and St Peter’s NHS Foundation Trust 
AH Ashford Hospital 
BD Twice a day 
BNF British National Formulary 
BP Blood pressure 
DVT Deep vein thrombosis 
ECU Enhanced Care Unit 
FBC Full Blood Count 
HR Heart Rate 
hrs Hours 
hrly Hourly 
IM Intramuscular 
IV Intravenous 
LA Local Anaesthetic 
LMWH Low Molecular Weight Heparin 
ml Millilitres 
min Minutes 
NEWS National Early Warning Score 
NSAIDs Non-steroidal anti-inflammatory drugs 
PRN As required 
QDS Four times a day 
RR Respiratory Rate 
SC Subcutaneous 
SPH St Peter’s Hospital 
TASCC Theatres, Anaesthesia, Surgery and Critical Care  
TDS Three times a day 
 
 
1. Introduction 

 
This document offers guidance to the use of peripheral and nerve plexus local anaesthetic 
blocks requiring either a bolus dose and/or infusion technique via a catheter.  The policy 
excludes the management of epidural or spinal centro-axial blocks which is covered in other 
guidance.  This pathway is aimed (but not exclusively) at the following peripheral nerve blocks: 
 
Group 1: Facial Plane blocks. 
 Rectus sheath, Transversus abdominis Plane (TAP), Erector Spinae, Pectoral, Quadratus 
Lumborum, Facia Iliacus and Subcostal TAP blocks. 
 
Group 2: Peri-neurial blocks. 
 Brachial Plexus (Interscalene, Supraclavicular, Infraclavicular, axillary), isolated nerve 
blocks of the forearm, femoral nerve block, sciatic nerve block. 
 
Group 3: Paravertebral blocks. 

 
 
2. Scope 

 
This guidance is relevant to: Ashford Hospital (AH), St Peters Hospital (SPH), Inpatient pain 
service, Theatre recovery, Registered Nurses caring for patients with local anaesthetic 
analgesia, Anaesthetists, Intensive Care staff, Outreach, prescribers and doctors working 
outside the operating theatre environment (i.e. the wards, 1.5 level ECU or A&E). 
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3. Purpose 
 
 To ensure a common safe standardised regime regarding local anaesthetic is used by all 

health professionals involved in the care of patients at ASPH.  
 To ensure staff knowledge and competencies throughout the Trust regarding local 

anaesthetic drug administration, indications for use and side effects/complications 
management are up to date.  Additionally there needs to be robust knowledge and support 
for managing the infusion pumps.  

 To ensure that appropriate training in line with Trust policies is undertaken by those using 
the equipment or delivering bolus injections.  

 
 
4. Explanation of Terms Used 

 
 Adjuvant analgesia – drugs used in the treatment of pain but these medications were not 

primarily designed for pain management. 
 Bolus - the administration of a drug, medication or other substance in the form of a single, 

large dose via the CADD-Solis® ambulatory infusion pump. 
 Continuous infusion - administration of a volume of drug via a device that can deliver a 

set amount over a set period of time (e.g. mL per hour). 
 Continuous peripheral nerve blockade – is achieved by placing a fine catheter close to 

a nerve or nerve receptors and infusing a solution of local anaesthetic either at an hourly 
rate and/or as prescribed bolus doses. 

 Local Anaesthetic - drug causing a reversible block in peripheral nerves by inactivating 
sodium channels. 

 Peripheral nerve – is one which lies outside the central neural canal (i.e. excludes 
epidural and spinal blockade). 

 
 

5. Duties and responsibilities 
 
5.1 Inpatient pain service 
 

The Inpatient Pain Service is responsible for the provision of inpatient pain service across 
Ashford and St Peter’s Hospital NHS Foundation Trust. 

 
Specifically the Inpatient pain service will: 

 
1. Facilitate and support teaching for all appropriate registered nursing staff, anaesthetic 

staff & operating department practitioners (ODPs) and intensive care staff as 
required. This training incorporates the principles of local anaesthetic analgesia, 
pharmacology of local anaesthetics, the appropriate use and management of the 
equipment and the use of Intralipid in cases of local anaesthetic toxicity. 
 

2. Support the ward staff in the management of patients who have local anaesthetic 
infusions/catheters, either through ward visits or through verbal advice as necessary.  
If out of hours advice is required, the on-call obstetric anaesthetist/on call theatre 
anaesthetist may be asked by the surgical team caring for the patient to review 
postoperative pain managed by local anaesthetic infusions/catheters. 
 

3. Communicate any changes regarding the patient’s pain management to the 
registered nurse responsible for that patient and document the visit and/or actions in 
the patient health records. 
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4. Ensure staff working in clinical areas are clear who to contact when guidance or help 
is needed for patients managed with peripheral nerve block analgesia. 
 

5. Provide a timely and appropriate response when assistance is requested within the 
team’s working hours. 
 

6. Ensure that guidance relating to the management of local anaesthetic analgesia is 
kept up to date and is easily accessible on the Trust Net. 

 
5.2  Theatre recovery 

 
Staff should: 

 
1. Ensure that patient’s pain is at a level that is acceptable to them and is not limiting to 

their function. 
 

2. All local anaesthetic for the use of peripheral nerve infusions are standardised 
Bupivacaine 0.125 %, 480ml bags.  Pre-printed prescription stickers are available in 
recovery to sign and fix in the regular medication section of the Adult drug prescribing 
and administration chart.  The infusion will be commenced in theatre recovery via a 
grey fronted CADD-Solis® infusion pump. 

 
3.    Safely hand over care of the patient receiving local anaesthetic analgesia to the ward 

nurse assuming responsibility upon discharge from theatre recovery.  The handover 
must include:  
 Checking the pump and the administration line/clamp system. 
 Checking the total volume of drug administered. 
 Checking the observations on the local anaesthetic observation chart. 
 Checking the local anaesthetic analgesia prescription on the inpatient 

prescription chart. 
 
4.  Ensure the ward nurse reviews the local anaesthetic observation chart and is aware 

of the observations guidelines.  
 
5. Ensure that the local anaesthetic infusion line is clearly identified with a label stating 

‘LOCAL ANAESTHETIC INFUSION – NOT INTRAVENOUS’.  (Yellow Sticker). 
 
6.  Aware of the location intralipid is stored in case of an emergency.  

 
5.3 Anaesthetist 

 
Local anaesthetic blocks are only to be performed by medical staff competent in the 
technique of nerve blockade, either as a single injection or catheter placement for 
continuous infusion.  
These clinicians must have the appropriate knowledge to accomplish full asepsis at 
insertion, be competent in intravenous cannulation and are versed in resuscitation skills 
as per ASPH guidelines.  Additionally their knowledge of the relevant block site anatomy 
and pharmacology of the drugs used together with treatment of side effects must be up to 
date.  The anatomical position of the catheter should clearly be documented in the 
patient’s notes. 
 
The Anaesthetist should: 

 
1. Assess patient suitability for local anaesthetic blocks and infusions preoperatively.  
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2. Give all patients the opportunity to discuss the use of local anaesthetic blocks and 
siting of indwelling catheters for their pain management.  

3. Liaise with the Inpatient pain service team as needed if a patient has complex needs 
relating to their analgesia.  
 

4. As part of their on call duties, provide out of hours advice for staff to help manage 
patients with local anaesthetic analgesia safely and effectively including when local 
anaesthetic toxicity is suspected. 
 

5. Prescribe local anaesthetic boluses and/or local anaesthetic infusions as required on 
the inpatient prescription chart.  
 

6. The anaesthetic trainee covering theatres will co-ordinate Inpatient pain service 
outside of normal working hours to provide support for the wards when advice is 
requested by the surgical team.  Should this anaesthetic trainee/ registrar be busy, 
they should liaise with the remaining anaesthetic colleagues on call and request their 
assistance. 

 
5.4 Prescriber 

 
The prescriber has the following responsibilities: 
 
The prescriber needs to have sufficient knowledge regarding safe local anaesthetic doses 
advised per 24 hours.  These clinical staff must have sufficient theoretical knowledge to 
diagnose side effects and complications of peripheral nerve blocks and also be competent 
in managing the consequences should they occur in a timely and appropriate manner. 
Prescribing teams should review all prescriptions on a daily basis together with the pain 
scores and the ongoing analgesic needs of the patient.  
They should be able to prescribe clearly in line with guidelines stating: 
 

 The total dosage in mg/24 hours. 
 The volume of local anaesthetic that will be administered per time period. 
 The concentration of local anaesthetic to be delivered. 
 The administration time slots e.g. hourly or as a timed bolus dose. 
 Dosage range and the duration infusions should run.  

 
The pre-printed stickers should be used to ensure consistency in prescription practices. 
The prescriber must ensure: 

 
1. Continuous local anaesthetic block infusions are prescribed (using pre-printed 

stickers stored in recovery) on the REGULAR medication section of the Adult drug 
prescribing and administration chart with clear instructions stating which local 
anaesthetic and concentration is to be infused.  
 

2. Patients with fractured femurs and fascia iliaca blocks (FIB), local anaesthetic 
infusions are prescribed on the dedicated orthopaedic charts (Please refer to the FIB 
pathway). 
 

3. Intermittent bolus injections of local anaesthetic medicines via an indwelling catheter 
are prescribed on the ‘when required’ section of the inpatient prescription chart. 
 

4. Subsequent bolus doses must be administer solely using the clinician bolus dose 
function on the CADD - Solis® ambulatory infusion pump.  This must be prescribed 
on the patients drug chart on the ‘once only drugs, premedication and patient group 
directions’ section of the drug chart. 
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5.5  Doctors working outside the operating theatre environment (i.e. The Emergency 
Department or wards) 

 
Patients may require a ‘one shot’ dose of local anaesthetic medicine whilst being cared for 
in areas such as the Emergency Department.   An example would be a patient with a 
fractured neck of femur injury requiring a fascia iliaca block for analgesia.  Doctors 
performing such blocks must ensure: 

 
1. That they have received appropriate training from a medical colleague who is 

experienced in carrying out this procedure.  
 

2. Informed consent is gained from the patient.  
 

3. The procedure is performed in a sterile environment. (Sterile gloves, Chlorhexidine 2 
% skin preparation and sterile drape minimum). 

4. The nursing staff to be informed that the patient has been given local anaesthetic and 
that the appropriate observations are carried out using the dedicated observation 
chart.  

 
5. Use the PINK pre-printed dedicated prescription chart and follow the FIB pathway. 

 
6. All staff must be aware where the Intralipid is stored and how to administer it. 

 
5.6 Registered nurse caring for the patients 
 

1. Are responsible for the timely delivery of analgesia as prescribed – this will include 
changing the infusion bag, with appropriate training and competency assessment. 

 
2. The registered nurse who cares for a patient receiving local anaesthetic analgesia must 

not perform tasks outside their competency.  
 

3. Observations must be recorded on the Trust Local Anaesthetic Infusion Observation 
Chart  
 
Recommended frequency of observations as follows. 

 Every 5 Minutes for 15 minutes 
 Then every 15 minutes x 4 (1 hour) 
 Then half hourly x 2 (1 hour) 
 If the observations are stable reduce the observations to 4 hourly 

 
Observations will need to be performed more frequently if the patient’s condition 
changes. 
 

4. All nursing staff must be able to identify the early and late signs of local anaesthetic 
toxicity, observe the patient for these signs (SEE SECTION 20 “LOCAL 
ANAESTHETIC TOXICITY”) and document them on the dedicated observation chart. 
(See APPENDIX 5) 
 
Early signs of Toxicity 

 Sedation 
 Feeling light headed 
 Tingling/numbness around mouth or lips 

 
Late Signs of Toxicity 

 Twitching  
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 Convulsions 
 Visual disturbances  
 Bradycardia 
 Respiratory and cardiac depression 

 
5. All staff must be aware where the Intralipid is stored and how to administer it.  In the 

event of suspected toxicity the CADD-Solis® ambulatory infusion pump must be turned 
off, staff to immediately inform the medical team and anaesthetist of the event and 
carry out a review of the patient. 
 

6. Staff are competent in the use of the CADD-Solis® ambulatory infusion pump.  
 

7. Be able to support and educate the patient by:  
 

 Explaining the medicines being administered.  
 Explaining the rationale for recording observations to exclude the early signs 

of local anaesthetic toxicity.  
 Explaining how to use the ‘patient controlled bolus’ function if applicable.  

8. Ensure that the regular analgesia prescribed in conjunction with the local anaesthetic 
infusion is administered as instructed. 
 

9. Nursing staff are responsible for the regular on-going assessment of: (See APPENDIX 
5) 

 Pain scores on movement. 
 Motor power and Sensory block (if appropriate). 
 Signs of local anaesthetic toxicity. 
 Monitoring of vital signs i.e. pulse, respiratory rates, oxygen saturation and 

blood pressure at regular intervals. 
 

Vital Signs must be recorded on Care Flow Vitals alongside the Local 
anaesthetic infusion observation chart. 

 
10. Nursing staff should at all times follow the Trust deteriorating patient guidance and 

activate NEWS 2 scoring as appropriate.  Adverse reactions should be reported to the 
prescriber or doctor on the ward and further instruction on administration received. 

 
11. Should the infusion become disconnected and this event is not witnessed, the 

catheter(s) need to be removed from the patient and the infusion terminated.  This 
measure is in place to prevent surgical wound infections.  Clear documentation on the 
Local anaesthetic infusion observation chart that the BLACK TIP (for all peripheral 
nerve infusion) and BLUE TIP (for FIB) of the removed catheter(s) are visible and 
present on removal, indicating intact catheters were fully removed.  The patient can be 
considered for PCA as ongoing analgesia 

 
5.7 Pharmacists 

 
1. As part of the regular monitoring, pharmacists should ensure adherence to guidelines 

with regards to appropriateness, accuracy, safety and clarity of prescribing. 
 

2. All wards caring for local anaesthetic infusions to have Bupivacaine 0.125% 480ml 
bags on top up. 

 
3. All local anaesthetic infusion bags to be stored inside the locked drug room in a 

locked cupboard away from Intravenous Infusion bags.  
 



 

 

Volume 8 
Patient Care 

Current version 
is held on the 

Intranet 
First Ratified 

Next Review 
June 2023 

Issue 6 Page 11 of 31 

 

5.8 Who to contact for advice Ashford Hospital 
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5.9 Who to contact for advice St Peters Hospital 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
6. Training 

Staff training will be led by the Inpatient pain service, either directly during formal study days or 
via ad hoc teaching sessions.  Additional training may be provided by authorised trainers from 
accredited infusion pump manufacturers or pharmaceutical companies when relevant. 

 
 
7. Stakeholder Engagement and Communication 
 

The following stakeholders were involved with the onward development of this policy: 
Consultant Anaesthetists, Inpatient pain service, Trauma Nurse Practitioners and members of 
the Theatre Recovery Team. 

 
 

WHO TO CONTACT FOR ADVICE St Peters Hospital 

Monday – Friday 08:30-16:00 - Inpatient pain service bleep 5042. 
 

Out of hours contact: 

 On-call anaesthetist bleep 5007 or 5011 

 Theatre Recovery  ext 2833  
 

If necessary, the following staff may also be contacted: 

 Critical Care Outreach Nurse bleep 8233 (08.00-20.00) 

When contacting the Inpatient pain service or anaesthetist, please ensure the patient’s own 
medical team have reviewed and optimised the analgesia and that all the patient’s charts 
and notes have up to date entries and are available for review. 

If the patient’s NEWs score triggers, this should be escalated as per Trust Guidelines. 
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8. Approval and Ratification 
 

The policy will be approved and ratified by the Drugs and Therapeutics Committee (DTC), the 
TASCC Governance Committee and Divisional Board.  
 
 

9. Dissemination and Implementation 
 

This policy will be disseminated via the Trust global email alert system.  It will be available to 
view on the Trust Intranet via the Inpatient pain service pages and Anaesthetic guidelines.  
Any changes to practice arising from this policy will be disseminated to the appropriate staff by 
the Inpatient pain service; this policy will be updated accordingly. 

 
 
10. Review and Revision Arrangements 

 
The document will be reviewed every 2 years. 

 
A review may be undertaken in response to an NHS England Patient Safety Alert or a change 
in practice that would require fundamental changes to the above pathway, either directed at 
Trust level or advocated by a body such as the Royal College of Anaesthetists. 

 
 

11. Document Control and Archiving 
 

The Inpatient pain service has the authority for uploading new, approved versions of this policy 
onto the Trust Intranet and the archiving arrangements. 

 
 

12. Monitoring compliance with this Policy 
 

Measurable Policy 
Objective  
 
 

Monitoring/ 
Audit method 

Frequency of 
monitoring 

Responsibility 
for performing 
the monitoring 

Monitoring 
reported to 
which groups/ 
committees, 
including 
responsibility for 
reviewing action 
plans 

All policies will be 
reviewed by their 
authors at least 
annually to ensure 
that they remain 
valid and in date 

Compliance 
audit of sample 
of policies 
(including 
Review History) 

Annual Associate 
Director of 
Quality 

Management 
Executive 

 
 
13. Incident reporting 
 

The Inpatient pain service should be informed of any serious complication or adverse event 
relating to local anaesthetic analgesia at ASPH.  In such scenarios, Incident Reporting Form 
(DATIX) must always be completed.  
 
 

14.  Guidelines for Catheter Insertion  
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CLINICAL GUIDELINES 
 
Clinical Indications for peripheral nerve blocks 

 
Table 1: Indications for peripheral nerve blockade 

 
 Patients expected to experience pain after a traumatic event i.e. surgery. 
 As a valuable alternative when epidural analgesia is contraindicated. 
 As combined multimodal analgesia regime to reduce opioid requirements, 

avoiding urinary catheterisation and expedite patient mobilisation and recovery. 
 

 
Contraindications 

 
Table 2: Contraindications for peripheral nerve blockade 

 
 Patient refusal. 
 Previous adverse events with local anaesthetics. 
 Superficial infection at the site of potential insertion of block needle or catheter.  
 Inadequate knowledge and skill to perform the nerve block.  
 Inadequate experience of staff to manage peripheral nerve blocks in the ward. 
 Grossly abnormal bleeding disorders.  

 
 
 

14.1  Local Safety standards for Invasive Procedures (LocSSIPs) must be followed  
 
14.2 Catheters should only be placed adjacent to nerves by experienced practitioners with 

knowledge of both the relevant anatomy and the availability of acceptable nerve 
locating devices such as electrical stimulation or ultrasound.  Patient consent should be 
obtained and documented in the clinical notes only after a shared decision making 
process has been completed.  Catheter insertion and consequent injection of local 
anaesthetic should be performed in a suitable environment where an aseptic technique 
can be adhered to and adequate resuscitation facilities are available.  

 
14.3 The choice of the catheter rests with the operator – nerve stimulators/ catheter specific 

sets are available, but the use of epidural catheters are acceptable but not advised 
other than for epidurals.  

 Examples of devices used at ASPH: 
 

 Epidural sets (Portex 16G Tuohy Epidural) are used for central neuraxial techniques 
(i.e. Epidural, Paravertebral and fascial plane blocks (eg fascia iliaca blocks) 

 Braun/Pajunk nerve catheter sets are used for plexus and paravertebral blocks 
 Pajunk wound catheters or their equivalent can be used for Rectus sheath, pre-

peritoneal or wound infiltration. 
 
14.4 “STOP BEFORE YOU BLOCK” should be observed at all times. 
 
14.5 Aseptic technique must be adhered to in line with ASPH policy and procedures.  A 

trained assistant should be present to help with the trolley preparation and positioning.  
The chlorhexidine 2% skin cleansing preparation used must be allowed to air dry prior 
to insertion of any needle or catheter (1-2 minutes minimal).  

 
14.7 The catheter should be inserted judiciously in the correct plane or fascial window prior 

to being secured to minimise movement and covered by a clear dressing to allow 
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visibility of the entry site.  A reasonable catheter length in the space is 5 cm as there 
have been accounts of “catheter knotting” when large volumes of local anaesthetic are 
used with catheter length greater than 5 cm. 

14.8 Operators must be aware of local infection guidelines (including the use of antibiotics 
as per Trust guidelines) and be aware of potential hazards in respect of insertion and 
removal in patients on anticoagulants or with impaired clotting.  (Please follow Trust 
policy on anticoagulation for epidural and spinal anaesthesia). 
https://anaesthetists.org/Portals/0/PDFs/Guidelines%20PDFs/Guideline_regional_anae
sthesia_patients_abnormalities_coagulation_2013_final.pdf?ver=2018-07-11-163756-
520&ver=2018-07-11-163756-520 

 
14.9 All staff involved in establishment of regional analgesia should be aware of observation 

guidelines (Appendix 5) and be confident that the ward has adequately trained staff 
prior to the commencement of the procedure.  

 
 
15.  Prescribing Guidelines  
 

15.1 The Trust’s medicines management policy must be followed.  Prior to surgery and the 
initiation of the infusion the operator must consider the suitability of the patient for 
specific infusions based on: 
 Patient physiology 
 Risk versus benefit  
 Effectiveness of analgesia with respect to type of surgery  
 Specific contraindications  

 
 

16.  Preparation and administration 
 

16.1 Infusions bags with local anaesthetic are standardised and commercially prepared 
through a sterile process.  The infusion device and catheter must be clearly labelled 
with a dedicated Yellow sticker ‘Local Anaesthetic Infusion’ and the site of insertion 
labelled in the patient notes.  All patients must have IV access maintained for the 
duration of the infusion. 

 
16.2 There are drug concentration limitations which should be adhered to ensure decreased 

risk of local anaesthetic toxicity.  All drug infusions should take account of patient 
weight and the recommended safe dose in mg/kg as per BNF.  

 
When prescribing the local anaesthetic drug the following information should be 
provided in the patient drug chart in the regular drug section: (Pre-printed stickers are 
available in Theatre Recovery) 
 Name of drug.  
 Site of catheter where drug is to be infused.  
 Concentration of solution being infused in % and mg/ml.  
 Hourly rate or frequency of boluses required.  
 Maximum dose not to be exceeded over a 24 hour period – in ml and in milligrams.  

 
16.3 Bupivacaine is the standard Local anaesthetic infusion used with the Trust.  Standard 

concentration used is 0.125% (1.25mg/ml) within pre filled 480ml bags.  
 

Sterile 10 ml ampoules of bupivacaine are available in concentrations of 0.25 and 0.5 
%. (i.e. 2.5 and 5 mg /ml respectively).  
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The upper recommended dose of bupivacaine as an initial loading dose is 2 mg/kg/4hr. 
Maximum 400mg in 24 hours as per BNF guidelines. 

 
16.4 Patient Controlled Regional Analgesia 
 

Regional analgesia can be administered in several ways: by intermittent boluses (by a 
clinician) or by patient controlled regional analgesia (PCRA) using an appropriate 
pump, continuous infusion, or a combination thereof.  PCRA is often used to 
supplement a basal rate to allow a patient to manage incident pain related to 
postoperative recovery activities and helps meet individual analgesic requirements.  
Like IV PCA, PCRA can provide more timely pain relief, more control for the patient, 
and convenience for both the patient and nurse to reduce the time required to obtain 
and administer required supplemental boluses.  
 
When PCRA is used, the lockout interval should be at least 4 hours to allow for peak 
effect of the supplemental local anaesthetic dose.  
 
**IV Patient controlled Analgesia (PCA) and PCRA should never be prescribed 
together.  Regular oral analgesia should be prescribed in conjunction with PCRA, if 
pain is still not adequately managed with PCRA and regular analgesia a PCA should 
be considered and prescribed.  In these settings,PCRA would need to be discontinued 
and switched to a continuous bupivacaine infusion as per Table 5. 
 
Intravenous Lidocaine infusion should never be commenced for patients either on an 
infusion of LA or using PCRA.   If IV Lidocaine is considered, the PCRA should be 
stopped for 4 hours prior to commencing IV Lidocaine infusion** Please refer to Trust 
PCA and IV Lidocaine guidelines.  

 
16.5 Preferred/suggested initial infusion regimes for specific peripheral nerve blocks: 
 

Table 3: Group 1 
 Background 

infusion rate (ml) 
Bolus (ml) Lockout (hours) 

Serratus 4 20-30 4 
Erector spinae 4 20-30 4 
Subcostal 4 20-30 4 
Rectus 4 20-30 4 
TAP 4 20-30 4 
Quadratus 
Lumborum 

4 20-30 4 

Suprainguinal 4 20-30 4 
 

Table 4: Group 2 
 Background 

infusion rate (ml) 
Bolus (ml) Lockout (hours) 

Interscalene 2 5 4 
Infraclavicular 2 5 4 
Axillary 2 5 4 
Isolated Nerve in 
arm 

2 3 4 

Sciatic 2 5 4 
Femoral 2 5 4 
Sciatic & Femoral 4 5 4 
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Table 5: Continuous Bupivacaine 0.125% infusion (NO PCRA) 
 

 Infusion 
Rate 
(ml/h) 

Clinician Bolus 
Allowable 
Bupivacaine 0.125% 

Clinician Bolus 
Allowable 
Bupivacaine 0.25% 

Group 1 
Fascial Plane Blocks 

10  Nil Nil 

Fascia Iliacus (FIB) 7 Nil Nil 
  
16.6 Immediately after insertion of RSC or a FIB catheter, the operator may give a bolus of 

O.25% 40mls Levobupivacaine as a sterile push. (with bilateral RSC, the “Y-
connector” will distribute the LA evenly to both sides). This standardised safe bolus 
will allow for the 0.125% Bupivacaine infusion to be commenced immediately via the 
CADD-Solis® ambulatory infusion pump. 

 
16.7 Dilute solutions are found to be effective for analgesia and concentrations over 

0.125% are not usually necessary.  Very large volumes could cause swelling and 
catheter displacement and leakage in more superficially placed catheters.  Infusion 
rates would rarely be over 5 ml per hour for nerve or plexus catheters (Group 2). The 
fascial plane (Group 1) infusion catheters require a larger volume hence the 
concentration should be adjusted accordingly. In all cases the dose range of infusion 
is prescribed and in any specific case the maximum recommended dose should not 
be exceeded. 

 
16.8 For specific operations or conditions, there may be bilateral catheters inserted e.g. 

rectus sheath blocks for a laparotomy; bilateral mastectomies or hernias.  If a splitting 
“Y- connector” is not used, care should be taken to ensure that the sum of each 
catheter infused does not exceed the total hourly recommended amount (14ml/h for 
bupivacaine 0.125%).  

 
16.9 A range or rate of infusion should be prescribed together with the necessary 

supportive therapy such as oxygen according to the Trust guidelines and potential 
fluid bolus.  Clinician administered IV, IM or oral opioids may be simultaneously 
administered without additional risks in line with Trust guidance.  Care should be 
taken that there is no concurrent prescription and/or administration of local 
anaesthetic and opioid mixture in the infusions for example an additional epidural 
infusion. 

 
16.10 Patients who have received a 10 ml/hr 0.125% Bupivacaine infusion via the CADD-

Solis® ambulatory infusion pump for a sustained period, should not receive a bolus 
dose of LA just before removal of the catheter, unless assessed by an anaesthetist or 
the Inpatient Pain Team who can assess the risks and benefits to the patient. Toxic 
LA levels may be breached which could be particularly dangerous if the patient is 
transferred to a ward where the LA infusion monitoring is ceased. 

 
 
17.  Local Anaesthetic infusion Devices  
 

17.1 Local anaesthetic can be delivered via a catheter using a purpose built infusion 
pump (The Trust uses CADD-Solis® ambulatory infusion pump):  

 With a variety of protocols (for a defined time period).  
 With option for patient bolus dose administration (Patient controlled 

regional anaesthesia PCRA) or by an anaesthetist.  
 



 

 

Volume 8 
Patient Care 

Current version 
is held on the 

Intranet 
First Ratified 

Next Review 
June 2023 

Issue 6 Page 18 of 31 

 

17.2 All devices and catheters must be clearly labelled and the devices are kept 
exclusively for local anaesthetic use. ASPH uses the Smiths-Medical CADD-Solis® 
Infusion Pump: 
 
Smiths-Medical CADD-Solis® ambulatory Infusion Pump  

 
This is a specific pump to deliver the agreed pre-set protocols of LA infusions over a 
variety of mixes which will include a  patient controlled programme for additional 
bolus doses if required.  
 
The baseline infusions are programmed for 0.125% bupivacaine which is available 
in a pre-filled 480ml bags from pharmacy. The CADD-Solis® pumps (see picture 
below) should only be used for dilute infusions of local anaesthetics. In the case of 
Bilateral Rectus sheath/wound/pre-peritoneal/sub-pectoral catheters, ‘Y’ splitters 
should be used as only a single pump is advisable. (See pictures below of purpose 
made catheter sets to be used). 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
The CADD-Solis® ambulatory pump has an inbuilt facility for an additional bolus 
which is security coded enabling only anaesthetists and Inpatient Pain Service to 
access (currently not activated). All bolus doses should be given manually under 
NTATT using 0.25% levopupivicaine 40mls (max 1 bolus dose in 24 hours) and not 
to be given within the first 24 hours post operatively. Patients to be monitored 
closely and observations carried out as per policy. 

 
17.3 It is expected that staff familiar in the use of the CADD-Solis® ambulatory pumps for 

administering epidural infusion analgesia would be able to operate the device for 
local anaesthetic infusions as the competency is identical.   

 
 

18. Monitoring and observations 
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18.1 Pain scores should be recorded regularly alongside routine observations.  The aim 
is for pain scores between No Pain - 0 or Mild pain - 1 on movement and No Pain - 0 
at rest. Pain must not limit function.  All patients receiving an infusion of local 
anaesthetic should be monitored for sensation, motor power and signs of toxicity.  
The observations must be recorded with other vital signs on the Trust local 
anaesthetic infusion observation chart (see APPENDIX 5). 

 
18.2 Nursing staff must be aware of the potential side effects and complications of local 

anaesthesia and the management of these.  Nursing staff trained and competent in 
the management of epidural analgesia in the ward would be regarded as qualified to 
manage these peripheral nerve blocks. 

 
18.3 Timely observations are necessary for the safe delivery of this method of analgesia.  

A dedicated local anaesthesia observation chart should be used (see APPENDIX 5) 
in conjunction with Care Flow Vitals. 

 
18.4    If respiratory rate falls below 8 per minute, administer oxygen, stop opioids and 

administer naloxone in 100 microgram increments titrated to effect and call the 
PRIORITY team (2222). 

 
18.5 If the patient is stable and the infusion rate remains unchanged, monitor the patient 

4 hourly after the first 2 hours.  If the patient is in pain, the rate of infusion changes 
or the patient is in a labile condition, continue with observations more frequently.  

 
18.6 Regular monitoring of the respiratory rate is important when local anaesthetic 

infusions are running, particularly if used in conjunction with strong opioids as a 
multimodal analgesia approach.  

 
 
19. Treatment of hypotension 
 

19.1 Sympathetic blockade by local anaesthetic causing vasodilation, can sometimes 
occur, particularly when a catheter is in close proximity to sympathetic nerves. Other 
causes for a decrease in blood pressure, such as a concealed bleed, should be 
excluded before assuming this is due to the local infusion.  Systolic blood pressure 
should be greater than 90mmHg systolic unless otherwise stated.  It is mandatory 
for the operator responsible for catheter insertion to document acceptable systolic 
blood pressure parameters during management post-surgery including the preferred 
intervention in the event this stated range is not met. 

 
19.2 If systolic blood pressure is less than 80mmHg stop the local anaesthetic infusion 

and seek urgent help via the NEWs call. 
 
19.3 If systolic BP is less than 100mmHg: 
 

 Give IV fluid bolus (if prescribed). 
 Lay patient flat but do NOT ‘tip’ the bed head down. 
 Call the surgical SHO / HO. 
 Call Inpatient pain service or on-call anaesthetist. 
 Increase frequency of observations. 
 The Inpatient pain service or anaesthetist may recommend reducing the rate of 

infusion or suspending it. 
 

N.B. Patients who have been prescribed anti-hypertensive drugs should have their 
BP checked prior to the administration of the drug. 
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20.  Local Anaesthetic Toxicity  
 

20.1 Local anaesthetics (LA) if prescribed correctly will rarely cause toxic effects however 
if there is direct infusion into a vein /or the solution is absorbed rapidly /or a patient 
is unduly sensitive to these drugs, then the signs and symptoms of toxicity may 
occur.  

 
All staff working with local anaesthetic infusions should be aware of the signs and 
treatment of LA toxicity.   If not acted upon in the early stages then respiratory and 
cardiac arrest can occur.  Once arrest occurs, the clinical situation is difficult to 
reverse because the systemic ‘acidosis’ that progresses in an arrest state causes 
more of the LA drug to enter the tissue cells and worsening the predicament.  
 
Signs of severe toxicity include:  

 
1) Sudden alteration in mental status; severe agitation or loss of consciousness, 

with or without tonic-clinic convulsions.  
 
2) Cardiovascular collapse; sinus bradycardia, conduction blocks; asystole and 

ventricular tachyarrhythmia.  
 
Local anaesthetic toxicity may occur sometime after the initial injection.  It should be 
treated promptly with intralipid in accordance with the Trust’s Guidelines for the 
management of local anaesthetic toxicity (Guidelines on the intranet and cardiac 
arrest trollies).  

 
 
21. Pain Score and sedation 
 

Pain scores and sensation should be recorded and documented regularly with every 
observation when the patient is awake – both at rest and on movement.  If the patient is 
asleep, then this may be omitted, but not for more than 3 successive observations.  If the 
patient’s function is limited by pain, increase the infusion rate using dedicated protocols, 
(NOT RECTUS SHEATH and FIB blocks), always adhering to the rate range prescribed.  
Additionally ensure multimodal analgesia is given.  If pain continues, contact medical staff 
for advice. 

 
N.B. Strong opioids may be given with LA infusions. 

 
 
22. Sedation 
 

If Sedation score is 2 or more then medical help should be sought. 
 
 
23. Nausea  
 

Patients should be regularly checked for symptoms of nausea and vomiting and all should 
have appropriate anti-emetics prescribed and given. 
 
 

24. Catheter Management 
 

24.1 Catheters are not sutured in place and therefore may easily fall out if not managed 
with care.  Dressing changes to the catheter exit site should only be carried out by a 
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competent nurse trained in the technique or an anaesthetist.  Ideally the dressing 
should be left undisturbed.  If the catheter is fixed with a ’lock it fixing device’ 
removal of this fixing device would necessitate disconnection of the catheter for 
threading through the ’fixing device’ – this should only be undertaken by competent 
staff as there is a high risk of catheter dislodgement.  If the old dressing needs to be 
removed the ‘lock it’ should be retained and covered with a clear adherent dressing.  
The dressing should be applied evenly and there should be no kinks in the catheter. 

 
24.2 It is the responsibility of the registered nurse to check the catheter site during each 

observation checking that the dressing is secure and remains covering the catheter.  
If the dressing is insecure or there is a leak of fluid, it should be re-secured with a 
fresh dressing once infection has been excluded. 

 
24.3 Catheter detachment in anticoagulated patient:  

If a local infusion catheter inadvertently falls out or / is removed whilst a patient is 
anticoagulated there may be an increased risk of haematoma and a pressure 
dressing to the area should be applied. 

 
 

25. Supporting References / Evidence Base 
 

Rucklidge M, Beattie E (2018) Rectus sheath catheter analgesia for patients undergoing 
laparotomy, BJA Education, 18(6):166 -172  
Onwochei D.N., Borglum J, Pava A (2018) Abdominal wall blocks for intra-abdominal 
surgery, BJA Education 18(10): 317 - 322  
Tighe SQM, Greene MD, Rajadurai N (2010) Paravertebral block, Continuing Education 
Critical Care and Pain Volume 10 Number 5 2010 
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APPENDIX 1 
SPECIFIC CARE OF PATIENTS WITH DIFFERENT TYPES OF INFUSION 

 
FOR ALL PATIENTS WHO HAVE CONTINUOUS LOCAL ANAESTHETIC INFUSIONS: (for the 
duration of the infusion) 
 

• On Care Flow Vitals (or equivalent in areas not using Care Flow Vitals): Record Pain score, 
Blood Pressure (hypotension can be a late sign of local anaesthetic toxicity), Heart Rate, 
Temperature and Level of Consciousness (a bradycardia and/or reduced level of 
consciousness can be an early sign of local anaesthetic toxicity). 
 

• On the dedicated observation chart for patients receiving local anaesthetic infusions or 
intermittent injections: (see APPENDIX 5). Simultaneously to routine post-operative 
observations, record movement in affected limb, pressure areas of affected limb, catheter 
insertion site, signs of local anaesthetic toxicity and rate/total of infusion given. 

 
• Additional oral analgesics may be prescribed and administered in conjunction with the local 

anaesthetic infusion.  
 
 
For patients with Femoral, Fascia Iliaca or Other Lower Limb continuous local anaesthetic nerve 
block infusions 
 

• Monitor the pulses in the affected leg hourly or as directed by the surgeon. 
 

• Monitor the toes and heel of the affected leg for signs of pressure on the skin (e.g. redness, 
blanching) as sensation may be reduced.  

 
• Test and record motor power at least four hourly by asking the patient to perform a straight 

leg raise. If the patient cannot perform a straight leg raise then stop the infusion and ensure 
that the patient’s doctor is aware. Wait until motor power has returned and patient can 
perform a straight leg raise, then restart the infusion.  

 
• Early mobilisation is one of the main benefits of femoral and fascia iliaca blocks and should 

be encouraged. Encourage the patient to sit out of bed and to walk as soon as they are 
able, even if this is on the day of operation.  

 
For patients with Upper Limb continuous local anaesthetic nerve block infusions 
 

• Monitoring of warmth, colour and movement of the affected limb and any signs of pressure 
on the skin of the affected limb should be done during routine observations or more 
frequently as directed by the surgeon/anaesthetist. 
 

• All care should be taken to ensure that the limb affected by the block is protected from 
harm, such as pressure damage (e.g. redness, blanching), due to the potential reduction in 
sensation and motor power. 
 

 
For patients with Interscalene Brachial Plexus Block continuous local anaesthetic infusions 
 

• The shoulder, hand and fingers of the affected limb should be monitored for signs of 
pressure damage (e.g. redness, blanching) due to altered sensation.  
 

• The pulses should be monitored hourly. 
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• The insertion site should be observed to identify the development of a localised 
haematoma.  

 
This particular technique may cause some specific complications. The patient should have been 
warned of these effects prior to insertion and be reassured that these will disappear once the 
infusion is discontinued. Potential complications include: 

 
• Phrenic nerve block affecting the diaphragm on the same side as the block is common. 

Most patients do not notice a change, but they may find it difficult to take a deep breath or 
cough as normal.  
 

• Horner’s Syndrome - blockade of cervical sympathetic nerves can cause a droopy eyelid 
and a constricted pupil on the same side as the block.  

 
• Hoarse voice due to recurrent laryngeal nerve block.  

 
• Complications on insertion of the catheter include high spinal anaesthesia and 

intervertebral artery perforation. These are extremely rare, but may lead to severe 
cardiovascular collapse.  Pneumothorax is also possible.  

 
Discontinuing the local anaesthetic infusion and removing the catheter  
 

• Local anaesthetic infusions are generally run for 4 days but can be run up to a maximum of 
5 days providing they have been assessed by the inpatient pain service (or anaesthetist in 
their absence). 
 

• Upper limb local anaesthetic infusions are generally run for no more than 48 hours.  
 

• The catheter may be removed by a registered nurse who has observed this procedure and 
feels confident and competent to remove the catheter. 

 
• The rationale for removing the catheter must be explained to the patient prior to the 

procedure.  
 
• Catheters may be removed as long as the patients clotting profile is not grossly abnormal 

i.e. INR < 2 or platelet count ≥ 50,000units.  If in doubt consult anaesthetists or Inpatient 
pain service.  It would be expected if the bleeding history is negative that routine 
coagulation screening prior to removal would not be required.  (FBC prior to surgery to 
confirm platelet count would be acceptable).  The catheter should be removed taking into 
consideration the timing of heparin infusion cessation (mainly vascular patients) and 
administration of prophylactic anticoagulation. 
 

 
• Procedure for Removal of Catheter: 

- Clean hands in line with the Trust Guidelines. 
- Gather equipment – a small dressing pack, gloves and non-occlusive transparent 

film dressing to cover site. 
- Explain the procedure to the patient. 
- Position the patient comfortably where access to the catheter is easiest. 
- Remove outer dressing and fixing device (if present). 
- Observe the site for leakage, fluid or signs of infection, take swab from site if any 

cause for concern. 
- Remove the catheter slowly with gentle traction, if resistance is felt, stop and 

contact Inpatient pain service. 



 

 

Volume 8 
Patient Care 

Current version 
is held on the 

Intranet 
First Ratified 

Next Review 
June 2023 

Issue 6 Page 24 of 31 

 

- Check catheter to ensure BLUE/BLACK tip is intact at the end of the catheter and 
document in nursing documentation. If not present inform patient’s own medical 
team. 

- Send catheter tip for culture if concerned about infection. 
- Clean site with sodium chloride 0.9% and apply non-occlusive  dressing over site  

 
• Bleeding may occur at the site of the catheter insertion. If this occurs, apply pressure to the 

site until the bleeding stops and document this in the patient’s notes. 
• Check insertion site and remove dressing after 24 hours.  

 
Intermittent injections of local anaesthetic drugs into a fascia iliaca block catheter 

• Registered nurses who have completed the competency for the injection of local 
anaesthetic into a fascia iliaca block catheter may undertake this procedure  
 

• The local anaesthetic is prepared and administered in accordance with trust guidelines.  
 

• Following administration of the local anaesthetic into the fascia iliaca catheter, observations 
of pain score, blood pressure, heart rate, level of consciousness and signs of local 
anaesthetic toxicity must be recorded at the following intervals:  
every 5 minutes for 15 minutes  
then every 15 minutes x 4 (1 hour)  
then half hourly x 2 (1 hour)  
if the observations are stable, then reduce to four hourly  

 
• The patient is advised that the full effect of the injection may be present for up to an hour 

and that numbness over the front of the thigh and heaviness/weakness of the leg may be 
experienced. 
 

Disposal of unused drugs 
 
Unused drugs must be disposed of as per the Trust’s Medicine Management Policy 
http://trustnet/documents/Medicines%20Management%20Policy%20Mar%202017.pdf  
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APPENDIX 2  
 

PROTOCOL FOR THE ADMINISTRATION OF CONTINUOUS BUPIVACAINE WOUND 
INFUSIONS IN ADULT PATIENTS FOLLOWING SURGERY 

 
This protocol should be used in conjunction with: 

 Guidelines for the nursing care of an adult patient who has received a regional nerve block 
or who is receiving a local anaesthetic agent via an indwelling local block catheter (either as 
a continuous infusion or intermittent bolus injection). 
 

 Observation Chart for patients receiving local anaesthetic infusions or intermittent 
injections. 

 
Introduction 
 
Following major surgery continuous peripheral local anaesthetic infusions may not only improve 
post-operative analgesia but reduce the need for opioid analgesia and promote early mobilisation. 
 
Procedure 

 Wound catheter to be inserted by an anaesthetist or surgeon during the surgical procedure.  
 Drug: Bupivacaine 1.25mg/mL (0.125%)(in a 480 mL premade bag). 
 Rate of infusion: See Table 5 p 14. 
 Delivery: via Smiths-Medical CADD-Solis® ambulatory Infusion Pump only. 
 Bags changes: by ward staff who have received training using aseptic non touch technique 

(ANTT) 
 Storage of bupivacaine: must be stored in a locked cupboard away from IV infusion bags 

(in the absence of dedicated storage we suggest the CD cupboard is used). 
 

Training 
 
Staff training in the delivery of the infusion via the CADD-Solis® pump will be provided by the 
Inpatient pain service and Smiths Medical.  This will be on-going and will include all staff working in 
surgical, orthopaedic and critical care. 
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APPENDIX 3 
 

EQUALITY IMPACT ASSESSMENT 
 
Equality Impact Assessment Summary (EIA) 
Name and title:  Mark MacGregor, Consultant Anaesthetist 
Policy:  Policy for Intermittent Boluses and Continuous Infusions of Local Anaesthetics Acute Pain 

Management in Adults 
 
Background 
 
This EIA has been reviewed by Mark MacGregor – Consultant Anaesthetist, with input from other 
members of the Inpatient pain service and Anaesthesia - Head of Accreditation and Regulation  
 
 
The aim of all guidelines within the Inpatient pain service is to support and guide staff in the 
delivery of safe and effective acute pain management and to ensure that all patients, where 
possible, have equal access to the most appropriate method of acute pain control. All guidelines 
developed by the Inpatient pain service consider national guidance, frameworks and evidence to 
ensure that best practice is encouraged and developed 
 
 
This EIA is considered as an overarching assessment for current guidelines that are in place for 
acute pain management for inpatients in the trust as these guidelines have the common aim as 
stated above. The RADAR principles (Responsibility, Anticipation, Discussion, Assessment, 
Response) of acute post-operative pain management are encouraged to ensure good 
communication and forward planning in relation to acute pain wherever possible. Patients 
undergoing surgery are seen by an anaesthetist pre-operatively to assess their suitability for the 
use of specific methods of acute pain control such as patient controlled analgesia, epidural 
analgesia and local anaesthetic infusions. If for any reason a patient is deemed unsuitable for a 
particular method of analgesia, then this is communicated by the anaesthetist to other staff caring 
for the patient. For patients who have acute pain but who are not undergoing surgery, their 
suitability for specific methods of pain control are assessed by the Inpatient pain service or by the 
wider team caring for them with advice from the Inpatient pain service. 
Occasionally a patient may not be able to have a particular method of pain control due to the 
clinical area in which they are being managed but systems are in place to highlight this to the 
Inpatient pain service so that the patient can be moved to enable them to have the most 
appropriate analgesia. 
 
Examples: 
 

• patients with clotting abnormalities are excluded from having neuraxial blockade methods 
such as intrathecal and epidural injections  

 
• patients who are physically unable or who are cognitively impaired, may not be able to 

manage the patient control aspect of a patient controlled analgesia pump and therefore will 
not be able to utilise this method  

 
• patients who do not speak English may also not understand patient controlled analgesia 

and therefore may not be suitable to use it  
 

• patients for whom pain is something they feel they must endure, be this for cultural or 
religious reasons, may not get the full benefit of acute pain control methods and this is 
accepted to be their choice  
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Methodology 

Patients are not excluded in relation to their gender, sexual orientation or religion. A patient’s race 
or ethnic origin may affect their ability to understand the use of some methods of acute pain control 
due to language barriers or personal beliefs about the meaning of pain. Information leaflets 
incorporate advice on how to obtain information in different languages and interpreting services 
can be accessed if needed. 
 
Patients with a disability may be unable to use particular pieces of equipment and alternatives will 
be sought for such patients unless a piece of equipment can be adapted for them. Patients with 
learning disabilities are supported through local guidance and the use of a specific ‘Patient 
Passport’ where necessary. 
 
Patients who undergo emergency treatment rather than elective treatment may initially require a 
type of pain control that may not be of their choice as the priority will be to act in the best interest of 
the patient at that time. However, this is reviewed as soon as the patient is able to make a choice. 
Patients with certain medical conditions may not be able to have some methods of acute pain 
control which may pose a risk to their overall health 
 
Key Findings 

There may be a group of patients who are identified as being unable to manage particular acute 
pain methods and this may have an adverse impact on their care and overall recovery. It is 
estimated that around 2-3 patients per month will not be able to have the most suitable post-
operative analgesia method due to disability, cognitive impairment, language barriers or 
personal/cultural beliefs and this may present a challenge in relation to adverse impacts 
 
Patients who undergo emergency treatment are offered acute pain advice as soon as practically 
possible 
Conclusion  

Guidelines developed by the Inpatient pain service for the management of acute pain offer the 
majority of patients appropriate pain relief. Patients who cannot have easy access to acute pain 
relief methods are helped to manage their pain with an alternative method of analgesia. Staff are 
aware of how to access help with pain management from the Inpatient pain service and the 
anaesthetic department and how to access help for specific patient groups such as those with a 
learning disability 
 
Inpatient pain service guidelines will not have any impact with regards to gender or sexual 
orientation. Any potential impact relating to race, ethnic origin, culture or religious beliefs will be 
managed on an individual basis 
Recommendations 

No changes need to be made to any guidelines in light of the EIA process but all guidelines will 
continue to be reviewed after 2 years or sooner if new clinical evidence, risk or equal access 
emerges and requires action before then 
 
A separate EIA has been carried out for patients attending the Emergency Dept. with back pain 
(see Algorithm for managing patients with back pain in the Emergency Department) 
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APPENDIX 4 
 

LOCAL ANAESTHETIC INFUSIONS    
OBSERVATION CHART  

To be used for ALL PATIENTS with Local Anaesthetic infusions 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Date and Time stopped  
 

Date and time removed  
 

BLUE/BLACK tip present 
and witnessed 

Sign &print(1) Sign &print (2) 

BLUE/BLACK tip sent for 
culture 

Yes/No (if Yes state reason) 
(See overleaf for guidance p2) 

 

Please ensure drug wastage is disposed of according to Trust Policy 

Addressograph Label 
 
Patient Name………………………………… 

Hospital Number…………………………… 

Date of Birth………………………………… 

Pump No.  
  

Pump settings 
checked by 

(Sign& Print) 

  FIB 

Rectus Sheath  
 

PAIN AND NEWS SCORES MUST BE RECORDED ON THIS CHART AND ON THE TRUST 
CARE FLOW VITALS 

 
RECOMMENDED FREQUENCY OF OBSERVATION AS FOLLOWS: The patient MUST have a full 
documented assessment when the nurse taking over the patients care changes (e.g. shift change) 
 
 Every 5 Minutes for 15 minutes 
 Then every 15 minutes x 4 (1 hour) 
 Then half hourly x2 (1 hour) 
If the observations are then stable, reduce to four hourly 
 
NB: Observations will need to be performed more frequently if the patient’s condition changes 

 
CONTACT NUMBERS: 

Inpatient Pain Service: Bleep 5042 
St Peters Hospital: On Call Anaesthetist Monday to Friday 8am-8pm Bleep 5007 

Out of Hours Anaesthetist Bleep 5011 
 

1
I
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Observation guide for completing the chart 

 
All patients with local anaesthetic infusions or indwelling local anaesthetic catheters must 

have a patent intravenous cannula in situ. 
 
Record on Care Flow Vitals - Respiratory Rate, Oxygen Saturations, Blood Pressure, 
(hypotension can be a late sign of local anaesthetic toxicity), Heart Rate (bradycardia can be an 
early sign of local anaesthetic toxicity), Level of Consciousness - ACVPU (a reduced level of 
consciousness can be an early sign of local anaesthetic toxicity), Temperature and Record Pain 
score. (Care Flow Vitals®) 
 
Local Anaesthetic Chart:  
Pain score – Verbal Rating Score (VRS) / 
Bolton Assessment 

Rate – ensure the rate corresponds to the 
prescription. 

Catheter Site check – monitor insertion site for 
signs of infection, redness, tenderness, swelling 
and leakage.   

Infusion – total infused rate 

Pressure / Movement – monitor pressure areas 
as per Trust Guidelines.  Monitor movement of 
affected limb (FIBI only). 

Signs of early onset local anaesthetic 
toxicity – Patient feeling lightheaded, tingling or 
numbness around mouth and lips, bradycardia 
and drowsiness. 

Cough and deep breath – ensure that the 
patient can take deep breaths and cough 
adequately to reduce risk of chest infection 
(Rectus Sheath only). 

Patent IV access – Minimum 20 gauge (pink) 
cannula 

 
SIGNS OF LOCAL ANAESTHETIC TOXICITY  
It is possible that local anaesthetic toxicity may occur from (inadvertent) direct intravascular injection 
or absorption from the site of injection during a bolus or during an infusion of local anaesthetic. If the 
patient displays any of the symptoms listed on the chart, STOP the local anaesthetic 
infusion/administration of a bolus, give high flow oxygen (10L/min), maintain airway, lay patient on 
side if drowsy and prepare for resuscitation (ECG, IV fluids). 
 
*****THEN FAST BLEEP THE ON CALL ANAESTHETIST***** VIA 2222 

o At St Peter's Hospital, Monday-Friday 8am to 8pm Bleep 5007 
o After 8pm and at weekends, Bleep 5011 

 
MOVEMENT (regional blockade does not cause bilateral block, only the limb with the block is 
affected). Record extent of movement of the affected limb (use scale below). FIBI The local 
anaesthetic infusion can result in reduced or absent movement in the limb 
Motor Block Scale (adapted from the Bromage Scale) 
0 = Nil (0%) – able to straight leg raise both legs 
and freely move feet 

2 = Almost complete (66%) – able to move feet 
freely unable to flex knees 

1 = Partial (33%) just able to bend both knees 
with free movement of feet 

3 = Complete (100%) – unable to move feet or 
legs 

 
Removal of Catheter 
Using aseptic technique, remove dressings, grasp catheter close to insertion point of entry and gently 
apply steady traction to pull out.  
Ensure two nurses whiteness the BLUE/BLACK tip and sign page 1.   
If infection suspected, using sterile scissors cut the TIP and put into a sterile container and send to 
microbiology for microscopy, culture and sensitivity. 
Cover the entry site with a non-occlusive transparent film dressing.   
Continue to monitor site for redness, pain or swelling for two days after removal of the catheter as it 
will remain a potential site of infection. 
For further detail please refer to local Trust Guidelines, Policy and Procedures. 
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Date 

 
Time 

 
Intermittent local 
anaesthetic block 

 
Indicate time of 
any top up given 
and commence 
observations as 

overleaf 

 
Pain Score 

on  
Movement 
(0-3 see 
overleaf) 

 
Patient 

has 
patent IV 
access 

 
Catheter site 

checked 
 

(e.g. signs of 
infection, 
leakage, 
dressing 
intact ) 

 
Pressure  areas checked 

() 
 

Movement in limb 
(0-3, SEE SCALE 
OVERLEAF page2 

FIBI only) 
 

 
Confirm that the 
patient is able to 
cough/ take deep 

breath 
() 

(Rectus Sheath 
only) 

 
INFUSIO

NS 
 

Rate 
mL/hr 

 
INFUSION

S 
 

Total mL 
infused 

 
Signs of Early Onset Local Anaesthetic Toxicity (write 

yes or no) 
 

 
Initial 
(RN) 

 
Print 
(RN) 
 
 
 
 
 
 
 
 
 

EARLY SIGN 
Feeling Light 
headed 

EARLY SIGN 
Tingling or 
numbness 
around the 
mouth or 
lips 

LATER SIGN 
Bradycardia or 
drowsiness 

Pressure 
 

Movement 
 

 :               
 :               
 :               
 :               
 :               
 :               
 :               
 :               
 :               
 :               
 :               
 :               
 :               
 :               
 :               
 :               
 :               
 :               
 :               
 :               
 :               
 :               

 

Addressograph Label 

Patient Name………………………………….. 

Hospital Number……………………………… 

Date of Birth…………………………………… 
FIBI to be removed by day 3 

Rectus Sheath to be removed by day 4 

Observations 
Every 5 Minutes for 15 minutes 
Then every 15 minutes x 4 (1 hour) 
Then half hourly x2 (1 hour) 
If the observations are then stable, reduce to 4 hourly 

LOCAL ANAESTETIC OBSERVATION CHART 

3
 



 

Inpatient Pain Service/Local Anaesthetic Infusion Observation Chart – Version 3.1 reviewed July 2020.  Review due July 2022 
 
 
    

 
This chart to be used in addition to care flow vitals                                                                                                            This chart to be used in addition to care flow vitals 
 
 

 
 
 

 
Date 

 
Time 

 
Intermittent local 
anaesthetic block 

 
Indicate time of 
any top up given 
and commence 
observations as 

overleaf 

 
Pain Score 

on  
Movement 
(0-3 see 
overleaf) 

 
Patient 

has 
patent IV 
access 

 
Catheter site 

checked 
 

(e.g. signs of 
infection, 
leakage, 
dressing 
intact ) 

 
Pressure  areas checked 

() 
 

Movement in limb 
(0-3, SEE SCALE 
OVERLEAF page2 

FIBI only) 
 

 
Confirm that the 
patient is able to 
cough/ take deep 

breath 
() 

(Rectus Sheath 
only) 

 
INFUSIONS 

 
Rate 
mL/hr 

 
INFUSIONS 

 
Total mL 
infused 

 
Signs of Early Onset Local Anaesthetic Toxicity  

(write yes or no) 
 

 
Initial 
(RN) 

 
Print 
(RN) 
 
 
 
 
 
 
 
 
 

EARLY SIGN 
Feeling Light 
headed 

EARLY SIGN 
Tingling or 
numbness 
around the 
mouth or 
lips 

LATER SIGN 
Bradycardia or 
drowsiness 

Pressure 
 

Movement 
 

 :               
 :               
 :               
 :               
 :               
 :               
 :               
 :               
 :               
 :               
 :               
 :               
 :               
 :               
 :               
 :               
 :               
 :               
 :               
 :               
 :               
 :               

 

Addressograph Label 

Patient Name………………………………….. 

Hospital Number……………………………… 

Date of Birth…………………………………… 
FIBI to be removed by day 3 

Rectus Sheath to be removed by day 4 

Observations 
Every 5 Minutes for 15 minutes 
Then every 15 minutes x 4 (1 hour) 
Then half hourly x2 (1 hour) 
If the observations are then stable, reduce to 4 hourly 
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