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 70-75,000 #NOF per annum  (costs £2 billion) 
 10% die within 1 month 
 33% die within 1 year 
 Operative delays >48hs more than doubles 

risk of post op complications 

 DVT, pneumonia, UTI 

 Surgery is the best analgesia 
 NICE & AAGBI guidelines (Oct 2013 ) 





NICE recommend the following should happen: 
 
 Pain is assessed and treated 
 Obtain imaging  

 X-ray  

 MRI/CT if clinical suspicion but x-ray negative 

 All patients receive formal acute 
Orthogeriatric / Orthopaedic ward-based Hip 
Fracture Programme 

 



 Assess the patient’s pain: 

 immediately upon presentation at hospital 

 And within 30 mins of administering initial analgesia 

 And hourly until settled on the ward 

 And regularly as part of routine nursing observations 
throughout admission. 

 
 Ensure sufficient analgesia to allow movements necessary 

for investigations, nursing care & rehabilitation. 
 NSAIDs are not recommended. 
 Paracetamol until U&E’s ok – then opiods 
 Fascia Iliaca blocks commonly sited in ED  





 70% of patients are ASA 3-4  
 35% have one co-morbidity  

 17% have 2 

 7%   have >3  
 The most common co-morbidities: 
 Cardiovascular   35% 

 Respiratory    14% 

 Cerebrovascular  13%,  

 diabetes     9% 

 Malignancy    8% 

 Renal disease    3% 



FBC,  group & save: 
 anaemia is present in 40% 
 higher blood transfusion trigger in the elderly  
 i.e. Hb < 90 g/L  (< 100 g/L with ischaemic heart disease) 

 Leukocytosis and neutrophilia are common  
 may represent a reaction to trauma rather than infection. 

 
Clotting 
 A platelet count of < 80 is a relative contraindication 

to neuraxial anaesthesia.  
 Platelet count < 50 will usually need a platelet 

transfusion. 



U&E 
 Hyper and hypokalemia, and hyponatraemia 

are common. 
 
ECG 
 required in all patients with a NOF. 
 
CXR 
 not necessary for all patients but useful in 

those with pneumonia or heart failure. 
 



 Perform surgery on the day of, or the day after admission 
 
 Identify and treat correctable co-morbidities  immediately to 

avoid delaying surgery 
 
 



 Chest infection 
 prompt antibiotics 

 AAGBI recommend proceeding to surgery under regional anaesthesia 

 
 Diabetes 

 do not delay surgery if hyperglycaemic unless the patient is ketotic 
and/or dehydrated 

 
 Heart murmur 

 There is debate regarding delaying surgery pending echo in light of 
unrecognised aortic stenosis.  

 The majority of clinicians favour proceeding to surgery with 
modification of their techniques toward general anaesthesia with 
invasive blood pressure monitoring. 



Indicated in order to: 
 Establish left ventricular function if the patient is 

breathless at rest or on low level exertion 
 To investigate severity of an ejection systolic 

murmur heart in the aortic area, particularly if         
>2 of the following are present: 

 Unexplained syncope or pre-syncope 

 Slow rising pulse 

 Absent second heart sound 

 LVH on ECG without hypertension 



 Aspirin  
 should be withheld (unless indicated for unstable angina or stroke) 

 Clopidogrel  
 AAGBI: should not delay surgery or have prophylactic platelets.  

 Do not stop on admission (especially in those with drug eluting stents) 

 BUT this need balancing against individual risk. 
 Warfarin 

 INR < 2 for surgery and < 1.5 for neuraxial anaesthesia.  

 vitamin K or prothrombinex to reverse if necessary.  

 recommence 24 hours after surgery. 

 
 If unsure about the management of anticoagulation, 

haematologist advice should be sought promptly. 



Inappropriate reasons 
 Lack of facilities or theatre space 
 Awaiting echocardiography 
 Unavailable surgical expertise 
 Minor electrolyte abnormalities 

 
Appropriate reasons 
 Hb < 80 
 Na < 120 or > 150 
 K+ < 2.8 or > 6.0 
 Uncontrolled diabetes 
 Correctable cardiac arrhythmias (ventricular rate > 120) 
 Chest infection with sepsis 
 Reversible coagulopathy 



 Offer patients a choice of spinal or general 
anaesthesia after discussing the risks and 
benefits 

 But not both in combination! 

 

 Use nerve blocks 

 Morphine sparing action intra and post-
operatively 





 Statistically & clinically significant reduction in early 
mortality (up to 1 month) in patients having regional 
anaesthesia compared to general anaesthesia  
 (LOW QUALITY) 
 
 

 Statistically significant but not clinically significant 
improvement in postoperative confusion and reduction in 
incidence of DVT in patients receiving regional compared to 
general anaesthesia  
 (LOW QUALITY) 



 There were no statistically significant differences in length of 
stay in hospital, vomiting, pneumonia, myocardial infarction 
and pulmonary embolism  
 (LOW QUALITY)  
 

 
 Economic : One study found general anaesthesia to be more 

costly than spinal anaesthesia.  
 This evidence has very serious limitations; it did not 

evaluate effectiveness and may not have included all 
important cost differences   



 Aim to block femoral, obturator and lateral 
cutaneous nerves 

 Lumbar plexus and fascia iliaca most effective 

 Femoral less effective  

 

 Aim is to reduce post-op morphine 
requirements 

  



 Careful titration induction agents 
 Inhalation induction is well tolerated 

 May facilitate haemodynamically stable induction 

 Debate as to if spontaneous ventilation is 
preferable to mechanical ventilation 



 Regular paracetamol 
 Avoid codeine 

 Variable pharmacokinetics and efficacy 

 Tramadol instead? 

 Caution NSAIDs and opiates 



 High risk patient group 
 Need early analgesia and surgery 
 Dedicated care pathways 
 Aims 

 Spinal + nerve block 

 Hb >10 

 POSU/extended recovery 

 Early mobilisation 


