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The last five years has seen a revolution in major trauma care in England.  With the advent of major trauma systems, each comprising a number of trauma units with at least one major trauma centre, the expectation is that there will be a reduction in mortality from injury of up to 10%.  The regionalisation of trauma systems has also enabled the development of services which are more responsive to the needs of this specific cohort of patients.  Pain management in major trauma patients can be very challenging from the outset, and it is important that this is managed effectively throughout the patient pathway so as to minimise not only the patient’s distress but also the development of chronic pain and the psychological sequelae from what can often be a life changing event.
Until relatively recently, in English civilian trauma systems the most senior pre-hospital clinician would often have been a paramedic who would only have been able to administer splintage, oral analgesics, entonox and intravenous morphine.  In some major trauma patients this would obviously not always be sufficient; however in the last few years the use of ketamine by specialised paramedics under strict standard operating procedures has become more common place.  Furthermore, with the formalisation of pre-hospital emergency medicine training as a subspecialty in several medical disciplines, doctor based pre-hospital services have become more mainstream with the expertise to assess and deliver advanced pain management strategies at the roadside.
In hospital both the military experience of recent years and the development of portable, more affordable ultrasound machines has increased the use of regional anaesthetic techniques for (predominantly) limb injuries in the emergency department, theatres and critical care.  Coupled with this the concentration of severely injured patients at individual centres has led to more experience of using neuraxial techniques in this group as well as the development of surgical procedures which aid significantly in pain management – for example rib fixation.
Once the initial resuscitative, stabilisation and operative phases have passed the main focus of the hospital stay moves to rehabilitation.  Historically poly-trauma patients have reported a high incidence of chronic pain, especially amputees and those with chest wall injuries.  To enable these individuals to return to society and lead productive lives is an often challenging process for both the patient and the multidisciplinary team alike.
