
A	Study	Of	Pre-operative	Opioid	Requirements	
In	Fractured	Neck	of	Femur	Patients:	

Paracetamol,	Nerve	Block	and	PRN	Opioid	May	
Not	Be	Enough

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
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.

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.
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RESULTS 
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.

REFERENCES
1Swart LM, van der Zanden V, Spies PE, et al. The Comparative Risk of Delirium with Different Opioids: A Systematic Review. Drugs & Aging. 
2017;34(6):437-43. doi: 10.1007/s40266-017-0455-9

2Jones J, Jr., Southerland W, Catalani B. The Importance of Optimizing Acute Pain in the Orthopedic Trauma Patient. The Orthopedic clinics of 
North America 2017;48(4):445-65. doi: 10.1016/j.ocl.2017.06.003 

3Australian and New Zealand Hip Fracture Registry (ANZHFR) Steering Group, Australian and New Zealand Guideline for Hip Fracture Care: 
Improving Outcomes in Hip Fracture Management of Adults, Sydney: Australian and New Zealand Hip Fracture Registry Steering Group; 2014.

4Faculty of Pain Medicine (ANZCA), Opioid Dose Equivalence, Faculty of Pain Medicine; Dec 2014, available from 
http://fpm.anzca.edu.au/documents/opioid-dose-equivalence.pdf

5Stollenwerk A, Sohns M, Heisig F, Elling C, von Zabern D., Review of Post-Marketing Safety Data on Tapentadol, a Centrally Acting Analgesic. 
Advances in Therapy. 2018;35(1):12-30. doi:10.1007/s12325-017-0654-0.

6Dahan A., et al. Incidence, Reversal, and Prevention of Opioid-induced Respiratory Depression. Anesthesiology. 2010;112(1): 226-238. 

7Colluzi F., et al . Good clinical practice guide for opioids in pain management: the three Ts - titration (trial), tweaking (tailoring), transition 
(tapering). Rev. Bras. Anestesiol., 2016, v.66, n.3, p.310-317

Figure	2.	Proportion	of	patients	using	
different	MDEs	in	patients	receiving	a	
nerve	block	and	paracetamol

Agent Conversion Ratio to Oral 
Morphine Equivalents

Parenteral
Morphine

1mg : 3mg

Oral Oxycodone 1mg : 1.5mg
Oral Codeine 7.5mg : 1mg
Oral Tramadol 5mg : 1mg
Oral Tapentadol 2.5mg:1mg
Subcutaneous
Fentanyl

5mcg:1mg

Table	1.	Conversion	ratios	of	opioids	to	MDEs

Figure	1.	Relative	use	of	opioids	according	to	renal	
function


