A Study Of Pre-operative Opioid Requirements
In Fractured Neck of Femur Patients:
Paracetamol, Nerve Block and PRN Opioid May
Not Be Enough
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BACKGROUND
Perioperative analgesia in fractured neck of femur
(#NOF) patients is challenging as patients tend to be
elderly with more medical co-morbidities. Both opioid
use1 and poor pain control are associated with
increased rate of delirium, length of stay, and other
complications1,2.
Australian guidelines suggest performing initial
analgesia with paracetamol, nerve block and
conservative doses of PRN opioid3. However, despite
optimal use of paracetamol and nerve blocks, some
patients may still ultimately require large doses of
opioid for adequate preoperative analgesia.
Alternatives, including opioid sparing strategies would
be important to consider in this situation.

AIM

Figure 1. Relative use of opioids according to renal
function

To determine the opioid and other analgesic
requirements of patients with surgically managed
#NOF in order to identify the frequency of patients
requiring high doses of opioid that might benefit from
consideration of pre-operative opioid sparing
strategies.

RESULTS

METHOD
A sample of 151 consecutive patients with surgically
managed #NOF was obtained. All analgesia (including
nerve blocks) administered between arrival in the
emergency department and the time of surgery was
noted. The first pain score on arrival to the ward, and
the pre-operative pain scores were also collected. The
pre-operative daily oral morphine dose equivalents
(MDEs) were calculated using accepted conversion
ratios4 (Table 1) and time to surgery. No adjustment
was made if the time to surgery was less than 24
hours. Pre-operative renal function was also noted.

Agent
Parenteral
Morphine
Oral Oxycodone
Oral Codeine
Oral Tramadol
Oral Tapentadol
Subcutaneous
Fentanyl

Conversion Ratio to Oral
Morphine Equivalents
1mg : 3mg
1mg : 1.5mg
7.5mg : 1mg
5mg : 1mg
2.5mg:1mg
5mcg:1mg

133 of 151 patients (88.1%) received a fascia iliaca block in the emergency
department (ED). All but 4 patients with positive pain scores upon presentation to
ED received a nerve block. 90% of patients received regular paracetamol. 82% of
patients received surgery within the recommended 48 hours of presentation.
Usage of NSAIDs (3.3%) and Tramadol (0.6%) was not common. Tapentadol
was used in both sustained (8.6%) and immediate release forms (3.3%). All other
oral opioid used was immediate release. The choice of opioid was generally
consistent regardless of renal function (Figure 1).The distribution of MDEs
(Figure 2) had a large variance (s.d. = 22.5mg). Of patients that received both
paracetamol and nerve block (N=120), 34 patients (28.3%) required daily MDEs
of >30mg and 14 patients (11.6%) required daily MDEs >45mg.

DISCUSSION
Multiple international guidelines suggest a starting dose of Oxycodone 5mg 4-6
hourly, equivalent to an MDE of 30mg and 45mg respectively. Even with optimal
use of paracetamol and nerve block, opioid doses frequently exceed this in NOF
patients. Given that elderly patients are more sensitive to opioids, careful
consideration of the clinical situation is required when patients exceed a safe
opioid dose ceiling. If further opioids are indicated, sublingual buprenorphine and
immediate release tapentadol are reported to have more favourable side-effect
profiles5,6. More frequent dosing of shorter acting opioids may be another
solution. However, earlier surgery or implementation of opioid sparing strategies,
such as continuous/daily nerve blocks on the ward or ketamine may lead to better
outcomes. Further research is required to determine this.
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