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Résumé : 
 

Le bloc iliofascial échoguidé (US-BIF) est une alternative au traitement par opiacé dans le 

traitement antalgique pré-opératoire des fractures du fémur proximal. Habituellement réalisé 

par l’anesthésiste, il est démontré que cette technique peut être acquise par le non 

anesthésiste. Il n’existe toutefois pas de parcours d’apprentissage validant. A Genève cette 

procédure n’est pas réalisée par manque de disponibilité de l’anesthésiste.  

L’objectif est de mettre en place un socle de formation validant la compétence pour la 

procédure d’un de l’US-BIF pour le non anesthésiste. 

Notre étude sur mannequin de simulation comparant l’apprentissage de l’US-BIF entre deux 

populations de non spécialistes (médecins urgentistes et étudiants en médecine de 3ème année) 

montre la faisabilité de l’implémentation d’un parcours validant pour le non anesthésiste. 

 (120 mots) 
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Résumé  

 

Le bloc iliofascial échoguidé (US-BIF) est une alternative au traitement par opiacé dans le 

traitement antalgique pré-opératoire des fractures du fémur proximal. Habituellement réalisé 

par l’anesthésiste, il est démontré que cette technique peut être acquise par le non anesthésiste. 

Il n’existe toutefois pas de parcours d’apprentissage validant. A Genève cette procédure n’est 

pas réalisée par manque de disponibilité de l’anesthésiste.  

L’objectif est de mettre en place un socle de formation validant la compétence pour la 

procédure d’un de l’US-BIF pour le non anesthésiste. 

Notre étude sur mannequin de simulation comparant l’apprentissage de l’US-BIF entre deux 

populations de non spécialistes (médecins urgentistes et étudiants en médecine de 3ème année) 

montre la faisabilité de l’implémentation d’un parcours validant pour le non anesthésiste. 
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Introduction  

 
 

La fracture du fémur proximal (FFP) est une pathologie fréquente dans les services d'urgence 

et touche principalement les personnes âgées souffrant de comorbidités sévères1 . En Suisse, 

1,34 habitant sur 1000 sont hospitalisés chaque année pour ce motif, soit aux HUG près de 

600 patients par an2. Cette pathologie est intrinsèquement grevée d'une mortalité et d’une 

morbidité non négligeable générant des coûts importants3,4 estimés à un coût moyen de 

28'487.- CHF par patient aux HUG5,  ceci sans compter les complications surajoutées durant 

l’hospitalisation. 

Le contrôle de la douleur est un enjeu primordial dans la prise en charge de ces patients. Il 

existe deux approches pour gérer cette situation.  

La méthode classique consiste à administrer des antalgiques essentiellement de palier 3 

(opiacés type morphine – fentanyl – sufentanyl) par voie intra-veineuse. Cette approche 

comporte cependant un risque important d’effets secondaires majeurs (bradypnée - arrêt 

respiratoire, effets histamino-libérateur, vomissements, confusion, ralentissement du transit, 

risque de chute). La durée moyenne d’attente pré-opératoire à Genève étant de 47h (médiane 

35h)5, ce délai expose le patient à ces effets sur un laps de temps substantiel, et en 

conséquence à une oligoanalgésie (gestion suboptimale de la douleur).  

La méthode alternative, ou conjuguée, est l’analgésie locorégionale (ALR). Technique 

reconnue et largement utilisée par les anesthésistes en per ou post-opératoire, comme par 

exemple pour l’antalgie post-opératoire des interventions de prothèse du genou6, l’ALR pré-

opératoire est peu ou pas utilisée aux HUG. Le bloc ilio-fascial (BIF) ou le bloc fémoral (BF) 

échoguidés sont des techniques ayant démontré leur efficacité/sécurité dans la diminution pré-

opératoire de la douleur en cas de fracture du col fémoral, chez l’adulte comme chez 

l’enfant7,8. 

La non utilisation du BIF aux urgences en cas de FFP a deux explications. La première est 

logistique, et tient à la trajectoire des patients depuis le SU et à la présence de comorbidités 

objectivées par le score de MEWS (Modified Early Warning Score) mesuré à l’admission. Les 

patients avec un score bas entrent dans une filière rapide ou « fast-track » où, après la 

réalisation d’un bilan standard l’admission vers le service d’aval est accélérée. Ce « fast-

track » est réalisé depuis la salle d’attente et ces locaux ne se prêtent ni en terme de matériel et 

de personnel soignant  à la réalisation d’un geste technique comme le BIF. La deuxième est 

constituée par le manque de disponibilité de l’anesthésiste et l’absence de compétence et 
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d’autonomie de l’urgentiste pour réaliser ce geste.  

Avec l’objectif de soulager les patients au prix d’un minimum d’effets secondaires, il est donc 

important qu’un transfert de compétence soit réalisé afin que le médecin urgentiste puisse être 

autonome dans la réalisation de cette procédure. 

Le BIF est un bloc dit compartimental (dépôt d’anesthésique local dans un compartiment à 

distance du nerf, limitant le risque de lésion nerveuse). Il diffuse dans plus de 90% des cas 

vers le nerf fémoral, dans environ 30% des cas vers le nerf cutané latéral de la cuisse, et 

rarement vers le nerf obturateur9,10. Depuis 2002, la Société Française d’Anesthésie et de 

Réanimation (SFAR) reconnait la pratique du BIF par le non anesthésiste selon certaines 

recommandations11. 

Cette technique peut être réalisée en pré-hospitalier ou dans les salles d'urgence, avant même 

l'évaluation radiologique12. Rapide et sûre, elle peut être effectuée par des médecins 

relativement peu expérimentés et parfois même par des paramédicaux13–15. Son utilisation 

permet : 1) de mieux couvrir la période douloureuse (dépendant des molécules choisies) ; 2) 

de pallier aux douleurs induites par la mobilisation ;16,17 3) de limiter l’utilisation d'opiacés 

avant et après la chirurgie18de même que de diminuer le risque de délirium, et ce faisant de 

réduire la durée du séjour19 et les coûts hospitaliers.  

Historiquement réalisée "à l'aveugle" à l'aide de repères anatomiques, le BIF échoguidé est 

devenu un standard20. L’apport de l’échographie dans la diminution des complications péri-

gestes n’est plus à démontrer. Par exemple pour la pose de cathéter veineux centraux.21.  

Le modèle traditionnel d’acquisition de compétences basé sur l’accompagnement au chevet du 

patient et qui se résume à «see one, do one, teach one» est aujourd’hui obsolète. Il n’est plus 

défendable et peut compromettre la sécurité des patients22. L’essor technologique a permis 

d’introduire l’apprentissage sur mannequin de simulation et conférer un cadre sécuritaire au 

médecin novice afin de lui permettre l’acquisition de compétences techniques et relationnelles 

(travail d’équipe, outil de communication). Les supports d’apprentissage permettent une 

immersion totale dans le rôle endossé par le médecin novice. L’apprentissage de l’ALR 

échoguidé sur mannequin est un standard dans le parcours de formation des anesthésistes et sa 

plus-value est indéniable23. Cependant, la littérature actuelle ne permet pas de statuer sur la 

capacité de transfert sur patient des compétences acquises en simulation. 

Au-delà du support d’apprentissage, une question subsiste : comment définir qu’un médecin a 

acquis une compétence de manière autonome ? La courbe d’apprentissage basée sur un 

nombre de procédure réalisée n’est pas optimale et ne reflète pas clairement l’acquisition 
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globale d’un geste. Depuis les années 2000, l’académie suisse des sciences médicales (ASSM) 

a édité un document répertoriant l’ensemble des compétences qu’un étudiant en médecine 

devrait avoir acquis durant ses études, sous l’égide de l’acronyme PROFILES 

(Principal Relevant Objectives and a Framework for Integrative Learning and Education 

in Switzerland), subdivisé en 3 chapitres : 1) objectifs généraux de la fonction de médecin, 2) 

SSPs (Situations as Starting Points - catalogue de situations fréquentes en médecine que le 

médecin devrait être capable de gérer) et 3) EPA pour Entrusted Professional Activities, 

littéralement activité professionnelle confiée. L’EPA est définie comme une tâche ou une 

responsabilité à exécuter sans supervision une fois que la compétence a été considérée comme 

acquise. Il faut voir une compétence comme un éventail d’étapes et sa validation ne peut pas 

être limitée à un nombre de réalisation préalable. Le BIF échoguidé en est un exemple et c’est 

sur ce modèle que la formation de notre étude a été construite : reconnaissance de la 

pathologie, compétence relationnelle avec un patient simulé, explication d’une procédure, 

recherche de contre-indications, préparation du matériel et habillage stérile, critères de qualité 

de l’échoguidage du geste.   

L’objectif principal de ce travail est de démontrer la faisabilité de l’implémentation d’un 

parcours de formation structuré. Elaboré avec les anesthésistes et fondé sur les 

recommandations d’apprentissage actuelles, sa mise en pratique par l’acquisition du BIF 

échoguidé et un socle à l’édifice de formation et à l’acquisition de compétences que sous 

souhaitons développer aux urgences. 
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ABSTRACT 

Background 

Ultrasound-guided fascia iliaca block (US-FICB) do not be part of the learning curriculum of 

the emergency physicians (EP) and is usually performed by anesthesiologists. However, 

several studies promote EP to use this procedure.  

The goal of this study was to assess the feasibility of a training concept for non-

anesthesiologists for the US-FICB on a simulator based on a validating learning path. 

 

Method 

This was a feasibility study. Emergency physicians and medical students received a one-day 

training with a learning phase (theoretical and practical skills), followed by an assessment 

phase. 

The primary outcome at the assessment phase was the number of attempts before 

successfully completing the procedure. The secondary outcomes were the success 

rate at first attempt, the length of procedure (LOP) and the stability of the probe, 

corresponding of the visualization of the needle tip (and its tracking) throughout the 

procedure, evaluated on a Likert scale. 

 

Results  

A total of 25 participants were included. The median number of attempts was 2.0 for 

emergency physicians and 2.5 for medical students, and this difference was not significant 

(p=0.140). Seven participants (28%) succeeded at the first attempt of the procedure; the 

difference between emergency physicians and medical students was not significant (37% 

versus 21%; p=0.409). The average LOP was 19.7 minutes with a significant difference 
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between emergency physicians and medical students (p=0.001). There was no significant 

difference regarding the stability of the probe between the two groups. 

 

Conclusion 

Our one-day training for non-anesthesiologists with or without previous skills in ultrasound 

seems to be feasible for learning the US-FICB procedure on a simulator.  
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MAIN TEXT 

INTRODUCTION 

Hip fracture is a common pathology in Emergency Departments (ED) and most often involves 

polymedicated elderly patients with frequent severe co-morbidities1,2.  

Despite the fact that effective pain relief is a major challenge in this process, patients are at 

high risk for not receiving adequate analgesia in a crowded ED 3,4, especially if they suffer 

from cognitive disorders 5,6. 

In response to suboptimal pain management that results in oligoanalgesia, various strategies 

have been developed to improve this situation, some beginning at the ED door, e.g., 

implementation of a medico-delegated analgesia protocol, campaigns on pain management, 

fast-track management and strategies for shortening the time to intervention. Opiate treatment 

is frequent in the acute phase. Therapeutic equilibrium is not obvious to achieve, wich can 

result in risk of under dosage for fear, secondary effects (delirium, fall, urinary globe) and 

potential respiratory repercussions. Regional analgesia is a widely recognized analgesia 

technique for pain analgesia. FICB is a compartmental block allowing excellent analgesia of 

the proximal part of the femur7. Historically performed "blindly" using anatomical landmarks, 

US-FICB has become a standard8,9. This technique, which is usually performed by 

anesthesiologists, can be performed by emergency physicians, nurses and paramedics with 

relatively little experience10,11. However, there is currently no structured and evidence-based 

training program for this procedure. 

The aim of this project was to assess the feasibility and the effect of a training concept for 

non-anesthesiologists with or without prior ultrasound skills in the acquisition of technical 

skills for ultrasound-guided regional anesthesia (UGRA) using a high-fidelity simulator to 
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learn US-FICB.
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METHOD AND MATERIALS 

Design and setting 

This was a monocentric pilot study in the ED of a primary and tertiary urban teaching hospital 

in Geneva, Switzerland, that admits 73,000 patients per year.  

 

Study population 

Participants were enrolled on a voluntary basis. Inclusion criteria depended on the profile of 

the participants. Enrolled emergency physicians had a full position in an emergency division, 

at least five years of postgraduate training and daily experience in point-of-care ultrasound 

(group with previous experience in US but not in US-guided regional anesthesia). Enrolled 

medical students were in their third year of a 6-year medical school program and had not 

taken, except theoretical lessons, a practical ultrasound course or used an ultrasound machine 

before (group without previous experience in US). 

 

Materials 

The high-fidelity simulator used in this study was a Nysora MS2-FEM. This simulator allows 

hydro dissection and injection under ultrasound control, increasing the level of realism with a 

high degree of fidelity (Figure 1). The real-life FICB procedure usually consists of 

administering 30–40 ml of local anesthetic divided into two syringes. Due to limitations in 

volume injection on the simulator, it was decided that, for the study, 2 x 5 ml of saline serum 

would be injected to simulate the handling and changing of syringes. Syringes used were 

Stimuplex® Ultra 360® 22 Ga (B. Braun Melsungen AG). Linear array ultrasound probes 

(L12-4 for Philips-SPARQ® and HFL38x for SonoSite, Inc.) were used. 

Teaching session 
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Four sessions were organized, each with six to eight participants. Each session was under the 

direct supervision of two instructors, either two attending emergency physicians or one 

attending emergency physician and one anesthesiologist physician. 

A station checklist (Fig 2) was consensually established by the expert group, which included 

two senior anesthesiologists, who are experts in UGRA (RF, IP), and two senior emergency 

physicians (FR, JC).  

The teaching session consisted of three parts: one 1-hour theoretical session, three 1-hour 

supervised practical sessions and the viewing of an institutional video showing “the perfect 

procedure: US-FICB on a high-fidelity simulator”. The participant-to-instructor ratio was 3:1 

or 4:1 for practical sessions.  

 

Assessment session 

In the afternoon after training, each participant underwent an individual, timed evaluation on 

the simulator the participant used previously. Except for one session with only one expert 

(JC), all the individual assessment sessions were under the supervision of two experts (the 

same as in the teaching session). JC was present for all sessions. The assessment checklist 

included 5 steps with a total of 16 control items (Table 1) and was developed by the same 

expert group that developed the station checklist. 

Participants had to perform steps 1–3 chronologically to continue the procedure. In case of 

error, the experts could interrupt the participant to provide verbal feedback, after which the 

participant had to repeat all the items of the steps that had been performed in error. 

The points noted with an asterisk in Table 1 are those identified as critical as they can cause 

the needle to exit the skin to create a new puncture. Stability of the probe, the only item for 

which feedback was not given during the evaluation, was evaluated separately by the two 

experts at the end of the procedure. After comparing their own assessment, which was scored 
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on a 5-level Likert scale from –2 (low stability) to +2 (high stability), a consensus was easily 

found.  

Participants had to complete all the items to pass the evaluation (sufficient US-FICB skill 

acquired). They could not ask the instructors questions except for technical issues. Number of 

skin-breakthroughs was recorded by one of the reviewers. No physical feedback (taking 

control of the needle) was given. 

 

Outcomes measure 

The primary outcome at the assessment phase after the training was the number of attempts 

before successfully completing the procedure. An attempt was defined as a skin-breakthrough. 

Success was defined as the completion of every point of the checklist (Table 1) in less than 45 

min. Secondary outcomes were success at first attempt, length of procedure (LOP) and 

stability of the probe. LOP was defined as the time needed to accomplish the 16 prespecified 

items listed in Table 2. The stability of the probe was evaluated by the two observers and 

scored on a scale from –2 (low stability) to +2 (high stability). Based on the maximum 

acceptable duration of a procedure, a procedure longer than 45 minutes was considered as 

failed. 

 

Statistical analysis 

Mann-Whitney-Wilcoxon test and Fischer’s exact test were used for comparisons between 

groups. For all tests, a two-sided P value less than 0.05 was considered significant. Statistical 

analyses were performed using STATA version 14 (Stata Corporation, Texas, US). 
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Results 

Twenty-five participants were included: 11 senior emergency physicians and 14 medical 

students, 64% of whom were male. Participant characteristics are presented in Table 2. All 

participants were right-handed and finished the procedure.  

Outcome results are shown in Figure 3 and Table 3. 

For the primary outcome, the median number of attempts was 2.0 (95%CI 1.0 – 2.9) for 

emergency physicians and 2.5 (95%CI 2.0 – 3.0) for medical students, and the difference 

between the groups was not statistically significant (p=0.140). 

For the secondary outcome, the first attempts of seven participants (28%) were successful, and 

there was a clinically significant difference between emergency physicians and medical 

students (37% versus 21%; p=0.409).  

The average LOP was 19.7 minutes, with a significantly shorter LOP for emergency 

physicians (15.3 min, 95%CI 13.4–17.2, versus 23.2 min, 95%CI 19.6–26.8, p=0.001).  

Finally, the overall average stability of the probe was 0.9, with no significant difference 

between emergency physicians and medical students (1.5 versus 0.5, p=0.215).  

No vascular or nervous puncture was performed. 
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DISCUSSION 

This study demonstrates that a one-day structured, competence-based training seems sufficient 

for learning US-FICB with a simulator regardless of previous experience in US.  

The use of locoregional anesthesia in acute pain management in the ED, particularly of FICB 

for fractures of the proximal femur, is well established12. The FICB practice is effective, safe 

and can be performed by non-anesthetiologist13,14. However, there are obstacles to transfer 

of competence, including the lack of training for emergency doctors in the performance of 

UGRA. However, this study indicates that providing sufficient training can easily be 

accomplished.  

 

The observed difference in first attempt success rate between experienced practitioners and 

medical students, although not statistically significant, was 26% in favor of the experienced 

group. This is an important difference and the lack of statistical significance likely reflects that 

the study was seriously underpowered with respect to this outcome (see limitations).This 

difference can be explained by the previous experience of senior physician in US-guided 

procedures such a central line. As demonstrated in the study of Kim et al15, novice students in 

UGRA significantly improve their learning curve after five attempts for a simple nerve block 

(as the FICB) on a simulator; this observation reflects the learning curve of the students in our 

study (by adding up all the trainings of the day, the individual number of attempts exceeded 

five per participant). The median number of attempts in this study agrees well with those 

reported by Morse16 and Liu17. The acquisition of simple technical skills (low difficulty 

block, as with the FICB) does not seem to require a strong medical background, and this is 

likely due to the focus in the training on the acquisition of a specific procedural skill.  
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The stability of the probe was not significantly different between the two groups, even though 

there was a clear trend that the stability achieved by the students was inferior to that by the 

physicians. As described by Sites and al18, poor stability is among the most frequent errors 

made by novices in the acquisition of an ultrasound-based gesture in locoregional anesthesia. 

Note that, during the evaluation session, the instructors provided oral feedback freely on the 

conduct and monitoring of the probe, particularly to students, and it would have been 

interesting to measure the impact of such feedback on the performance and reliability of the 

results obtained. Although it was not addressed in this study, it would be interesting to assess 

whether the hand-eye coordination obtained by habitual playing of video games influences the 

learning curve of trainees using the simulator 19. 

The LOP required by students was significantly longer than for physicians. This can be 

explained by the prior experience of the emergency physicians for the preparation of the 

material, the disinfection of the patient and the dressing of the probe — experience that the 

students had not yet gained. Observers had the impression that steps 1—3 (see Table 2) 

required considerably more time for students to complete. To ensure that the assessment 

provides realistic data for a competency-based curriculum, a total procedure time of maximum 

45 min was chosen for this study. 

 

The training curriculum developed in this study was based on the most recent evidence for 

technical learning in the medical field, on the contribution of simulation to learning UGRA 

and on expert recommendations in good practice of the FICB20–24. To our knowledge, this 

study is the first to compare the acquisition of skills by physicians and medical students for 

US-FICB using a simulator.  

Some limitations should, however, be acknowledged. First, the most important limitation is 

the likely lack of statistical power of the study.  
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Secondly, the participants in each experience group were unbalanced in number and gender. 

Emergency physicians generally had a wide range of proficiency in US. With a larger number 

of participants, future studies should determine the skill level of physicians before training to 

meaningfully measure the impact of this program.  

Thirdly, different co-examiners performed evaluation in the assessment sessions, potentially 

adding bias to the evaluations. This potential bias was limited as the main author acted as a 

co-examiner for all evaluations. Despite the fact that various studies have measured the 

positive impact of combining verbal and physical feedback on performance during skill 

learning25, we chose to only give verbal feedback in this study. We did not measure the 

number of times feedback was given; although such data could be interesting with a larger 

number of participants. Although the impact of simulation in the transfer of skills learned in 

clinical practice is clearly appreciated for most teaching models and undeniably provides 

added value with respect to the perception of the learners, the real impact of simulation is yet 

to be determined20,26. Another limitation of this study could be the extrapolation of the 

results to clinical practice, as single size of manikin was used and is not representative of all 

the actual sono-anatomical landmarks encountered in clinical practice. In addition, the 

assessment session took place on the same day as the teaching session, and, therefore, only the 

short-term effect of the training was evaluated. In future studies, a second assessment session 

one or three months later could be added to evaluate long-term effects, including a 

questionnaire evaluating the impact of the training in the implementation of the technique in 

the clinical practice of the physicians included in the study as well as their degree of 

satisfaction. Although the US-FICB is carried out autonomously by EPs in different countries, 

our EPs do not have the prerequisite to do so. We have therefore not been able to assess how 

many physicians have included this technique in their clinical practice or even assess the 
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maintenance of competence. However, we hope that our study can be the starting point of the 

training for non-anesthesiologists in our hospital. 

 

Finally, fatigability of participants, unmeasured in this study, could have influenced 

performance18. 
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CONCLUSION 

This study demonstrates the feasibility of a training concept for non-anesthesiologists with or 

without prior US skills for the performance of US-FICB on a high-fidelity simulator. More 

studies involving real patients and long-term effect are needed to evaluate transfer of 

competence. 
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Tables and figures 

 
Table 1 – Assessment checklist 

Boxes Steps Acquired Not 

acquired 

1. Preoperative consult 

 

Knowledge and compliance for contraindications   

Explanation of the procedure and obtaining 
consent 

  

2. Technical aspects Choice of ultrasound probe   

Correct preset selection (loco-regional 
anesthesia) 

  

3. Asepsis Physician's clothing   

Preparation of syringes (2 x 5 ml saline serum)   

Preparation of the probe   

Correct cleaning of the site   

Sterile gel for the puncture area   

4. Ultrasound guidance 

and anatomical 

identification 

Correct orientation of the probe   

*Anatomical and sono-anatomical landmarks   

*Ideal trajectory and in-plane progression   

Stability of the probe throughout the procedure* 
 
*–2 = low stability / +2 high stability 
 

 
 

–2  –1   0  +1  +2 

5. Hydro-dissection 

procedure 

Visualization of the needle tip throughout the 
procedure 

  

Suction before injection   

*Identification of the injection area, injection of 2 x 
5 cc (syringe change) and visualization of fascia 
detachment  

  

Ultrasound-guided FICB    

Number of breakthroughs   

LOP  
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Table 2 – Participant characteristics  

Level of expertise Medical students 
(n=14) 

Emergency 
physicians 

(n=11) 

Age1, years  24±1 34±2 

Females, number (%)  5 (36) 4 (36) 

Postgraduate experience1, year  NA 7±2 

1 Means ±SD.
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Table 3 – Primary and secondary outcomes 

Level of expertise Medical students 
(n=14) 

Emergency 
physicians 

(n=11) 

p-value 

Number of attempts1  2.5 [2.0–3.0] 2.0 [1.0–2.9] 0.140 

Success at first attempt, number (%) 3 (21) 4 (37) 0.409 

Length of procedure2, min 23.2±6.2 15.3±2.9 0.001 

Stability of probe2, points 0.5±1.7 1.5±0.8 0.215 

1 Median [95%CI]. 2 Means ±SD. 
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Figure 1 – Sono-anatomical landmarks for the simulator/target injection  
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Figure 2 – Formative station checklist 
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Figure 3 – Primary and secondary outcomes at the end of training 
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Conclusions et perspectives : 

 

Ce travail montre la faisabilité d’implémenter un parcours de formation d’acquisition du bloc 

ilio-fémoral échoguidé sur mannequin pour le non anesthésiste à Genève. 

Le changement de paradigme de la notion « d’attente », en visant une installation immédiate 

avec un « early medical diagnosis » offre la possibilité, notamment architecturale, de réaliser 

de l’analgésie loco-régionale, impensable dans une salle d’attente conventionnelle. La 

conjonction de la difficulté d’avoir un anesthésiste disponible 24/24 pour ce geste et le bas 

niveau de difficulté du BIF rend possible le transfert de cette compétence à l’urgentiste.  

Il n’existe à ce jour aucun parcours de formation universel pour le BIF permettant de définir 

et délivrer une « compétence » hormis la reconnaissance par ses pairs. Ce travail a le mérite 

d’avoir créé l’architecture d’un parcours avec les pré-requis de sécurité technique, 

pharmacologique et d’aspesie, nécessaires à la mise en place d’un procédé dans les meilleures 

conditions possibles.  

Avec l’aide des anesthésistes et des chirurgiens orthopédiques, nous visons à introduire cette 

technique de soin dans avec l’objectif de contribuer à une amélioration de la prise en charge 

des patients souffrant d’une fracture du fémur proximal durant leur séjour aux urgences des 

HUG.  
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