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Hip Fractures

• Most common reason for older people to require emergency surgery

• 77210 in UK and Ireland in 2018

• £1bn annual cost to the NHS (excluding social care)
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Frailty



Mortality



Mortality

• 6.1% mortality at one month (2018)

• 33% mortality at one year





Collects high quality, high quantity 

reliable data

Generates Research Questions

Generates Quality Improvement Ideas

Generates Standards of Care

Translates to Improved Patient Care
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Best Practice Tariffs

• Criteria that, if achieved, result in additional payment to a 

healthcare organisation



Best Practice Tariffs



Best Practice Tariffs



Best Practice Tariffs









Mortality

• Early mortality has improved

• Focus now on reducing morbidity

• The BPT and NHFD is being used to collect data on this

Key Aims of Future QI

• Restoring function

• Prevention of cognitive impairment

• Reducing future dependency



The Role of the Anaesthetist



General vs Spinal Anaesthesia



General vs Spinal Anaesthesia



Evidenced Based Interventions

• Decision to proceed with surgery

• Enabling timely hip fracture repair

• Avoiding hypotension

• Peripheral nerve blocks

• Avoiding cognitive complications



Surgical management 
or conservative 

management



Surgical management 
or conservative 

management

• High risk

• Often told unfit for elective surgery (including THR)

• Risk of surgery must be balanced against the risk of doing nothing

NHFD Data

• 48.6% of patients with a hip fracture who did not have surgery died in 

hospital compared with 6.6% of patients who had surgery

• Mortality rate of ASA 5 patients undergoing surgery: 24.8%

• Surgery provides effective analgesia so may even be deemed palliative



Timely Surgery



Timely Surgery

• Pain and immobility lead to complications

• BPT in England sets a standard of operating within 36 hours of 

presentation

NHFD Data

• 9.4% relative increase in 30-day mortality when surgery occurred 

more than 24 hours after presentation

• Delaying surgery more than one day increases the risk of delirium 

twofold in patients with mild-moderate cognitive impairment



• Accelerated (median 6 hours) vs Standard (median 24 hours) 

• No benefit to 90-day mortality or major complications

• Risk of delirium, time to mobilisation and time to discharge 

were significantly lower in the accelerated group



Hypotension



• No mortality benefit when comparing spinal or GA

• Statistically significant increase in 5 and 30 day mortality with 

incremental decreases in lowest recorded MAP

Hypotension



• Mortality risk increases with a MAP < 80 mmHg for > 10 minutes



Hypotension

• Avoidance of hypotension

• Use lower doses of anaesthesia (regional or general)

• Treat with vasopressors or fluids as appropriate

• Consider invasive arterial monitoring in patients at risk

• Be vigilant for and proactive in the treatment of Bone Cement 

Implantation Syndrome



Peripheral Nerve Block



Peripheral Nerve Block

• Multimodal pain management includes regional anaesthesia

• FICB, femoral nerve block and 3-in-1 block are all effective

• Analgesia is incomplete as innervation of the hip joint arises from 

both lumbar and sacral plexuses

• Blocks can be repeated after 6 hours (AAGBI recommendation)

• LCNT should be blocked for surgery

• NICE Guidance also exists







Cognitive 
Impairment

1/3 at presentation

Only 53% return 
home within 30 
days



Reducing Cognitive Complications

• Early surgery

• Avoidance of brain hypoperfusion

• Avoidance of certain drugs: opioids and central anticholinergic drugs 

(cyclizine, prochlorperazine, atropine)

• ? TIVA



Controversies



Controversies

• Type of anaesthetic

• Delay and optimisation

• Anaemia and blood transfusion

• New cardiac murmurs

• Antiplatelet, anticoagulants and spinal anaesthesia



SBA
An 85-year-old woman is admitted to a hospital following a mechanical fall leading to 

an extracapsular fractured neck of the femur and is listed for a dynamic hip screw 

(DHS). She is a smoker with a history of ischaemic heart disease with occasional GTN 

use, hypertension and diabetes mellitus. Her medications include lisinopril, 

bendroflumethiazide, aspirin, bisoprolol and metformin. 

Which of the following abnormal results least warrants further investigation or 

treatment prior to surgery? 

A. A haemoglobin of 75 g/L

B. A serum sodium of 125 mmol/L

C. A random blood glucose of 20 mmol/L

D. An ECG showing AF with a ventricular rate of 125 bpm 

E. A serum potassium of 2.5 mmol/L



“Acceptable Delays”

1. Haemoglobin < 80 g/l

2. Plasma sodium concentration < 120 or > 150 mmol/l 

3. Potassium concentration < 2.8 or > 6.0 mmol/l

4. Uncontrolled diabetes

5. Uncontrolled or acute onset left ventricular failure.

6. Correctable cardiac arrhythmia with a ventricular rate > 120/min

7. Chest infection with sepsis

8. Reversible coagulopathy

The Fragility Fracture Network guidance states “surgery should be delayed 

only if the benefits of additional medical treatment outweigh the risks of 

delaying surgery”.



SBA
An 85-year-old woman is admitted to a hospital following a mechanical fall leading to 

an extracapsular fractured neck of the femur and is listed for a dynamic hip screw 

(DHS). She is a smoker with a history of ischaemic heart disease with occasional GTN 

use, hypertension and diabetes mellitus. Her medications include lisinopril, 

bendroflumethiazide, aspirin, bisoprolol and metformin. 

Which of the following abnormal results least warrants further investigation or 

treatment prior to surgery? 

A. A haemoglobin of 75 g/L

B. A serum sodium of 125 mmol/L

C. A random blood glucose of 20 mmol/L

D. An ECG showing AF with a ventricular rate of 125 bpm 

E. A serum potassium of 2.5 mmol/L



Anaemia and Transfusion



Anaemia and Transfusions

• Pre-existing anaemia is common

• Blood loss from the fracture

• Blood loss from surgery

• Association of Anaesthetists Guidelines (2020) recommends 

perioperative Hb target of 90 g/L and 100 g/L for patients with 

ischaemic heart disease or symptoms preventing mobilisation on 

the first postoperative day (fatigue, dizziness)



New Cardiac Murmurs



New Cardiac Murmurs

• 25% of patients with hip fractures have an audible cardiac murmur

• A pre-operative echo can influence anaesthetic management

• Surgery should not be delayed waiting for an echo or its result



New Cardiac Murmurs

• Proceed with invasive arterial monitoring

• User lower doses of anaesthesia

• Titrate IV Fluids and vasopressors as appropriate



Antiplatelets and Anticoagulants

• Guidelines not related to hip fracture surgery and related more to 

elective surgery tend to be conservative when defining what is safe

• A more pragmatic approach is needed when delaying surgery can 

have significant impact

• This is endorsed by the AA Guideline (2020)



Antiplatelets and Anticoagulants

Where spinal anaesthesia is deemed superior to GA:

• Single antiplatelet therapy (including clopidogrel) is not a 

contraindication to spinal anaesthesia

• Spinal may be appropriate for patients on dual antiplatelet therapy 

where benefit outweighs risk

• For patients on Warfarin, spinal anaesthesia can be undertaken once 

INR ≤ 1.5

• Spinal anaesthesia can usually be taken the day after last 

administration of a DOAC if Creatinine Clearance > 30 mL/min



Antiplatelets and Anticoagulants
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Antiplatelets and Anticoagulants



Conduct of Anaesthesia





Recommendations 
1. Anaesthesia is integral to the multidisciplinary care of hip fracture patients.

2. Anaesthesia (and surgery) for hip fracture should be undertaken by an appropriately 

experienced anaesthetist (and surgeon).

3. Anaesthetists should participate in developing formal institutional hip fracture care 

pathways, particularly with regard to preparation for theatre and pain management.

4. Anaesthetists should facilitate surgery within 36 h of hip fracture.

5. Anaesthesia should be administered according to agreed standards at each hospital, 

using age appropriate drug doses, with the aims of facilitating early patient 

remobilisation, re-enablement and rehabilitation.

6. Anaesthetists should participate routinely in standardised peri-operative data 

collection about people with hip fracture, focusing on commonly agreed outcomes in 

the first 5 postoperative days.

7. All trainee anaesthetists should receive specific training in providing peri-operative 

care for people with hip fracture.



The Role of the Anaesthetist



Role of the Anaesthetist

• Decision to proceed with surgery – low threshold to proceed

• Enable timely hip fracture repair

• Avoid unnecessary delay and investigations

• Avoid and treat perioperative hypotension

• Liberal use of peripheral nerve blocks

• Strategies to avoid cognitive complications

• Less important the type of anaesthetic

• More important the conduct of anaesthesia



CRQ One
Fascia Iliaca Compartment Block for Hip 
Fractures



A 84 YEAR OLD LADY PRESENTS WITH AN ISOLATED NECK OF FEMUR FRACTURE 

FOLLOWING A MECHANICAL FALL AT HOME. 

11 Fascia Iliaca Compartment Block for Hip FracturesFascia Iliaca Compartment Block for Hip Fractures



Question 3 (March 2017)

An 80-year-old woman is admitted to your hospital having sustained a proximal 

femoral (neck of femur) fracture in a fall.

a) How would you optimise this patient’s pain preoperatively? (5 marks)

b) You decide to perform a fascia iliaca compartment block for analgesia. What are 

the borders of the fascia iliaca compartment (4 marks) and which nerves are you 

attempting to block? (1 mark)

c) Describe how you would perform this block using an ultrasound-guided technique. 

(10 marks) NB consent has already been obtained; you also have adequate 

assistance, emergency equipment, monitoring and venous access. 

Question 3 (March 2017)

An 80-year-old woman is admitted to your hospital having sustained a proximal 

femoral (neck of femur) fracture in a fall.

a) How would you optimise this patient’s pain preoperatively? (5 marks)

b) You decide to perform a fascia iliaca compartment block for analgesia. What are 

the borders of the fascia iliaca compartment (4 marks) and which nerves are you 

attempting to block? (1 mark)

c) Describe how you would perform this block using an ultrasound-guided technique. 

(10 marks) NB consent has already been obtained; you also have adequate 

assistance, emergency equipment, monitoring and venous access. 

Pass rate 22.2%

▪ In part a many candidates failed to mention assessment of 

pain as part of preoperative optimization. 

▪ There was general lack of knowledge of anatomy in part b. 

▪ In part c some candidates described a technique using a 

nerve stimulator rather than ultrasound, or described a 

femoral nerve block rather than a fascia iliaca block

▪ Some still wrote about assistance and emergency equipment 

despite being told in the question that this was unnecessary. 

▪ Many of the answers were somewhat brief but it is unclear 

whether this reflects a lack of knowledge or a lack of time.  



• IMMEDIATELY UPON PRESENTATION AT HOSPITAL

• WITHIN 30 MINUTES OF ADMINISTERING INITIAL ANALGESIA

• HOURLY UNTIL SETTLED ON THE WARD

• REGULARLY AS PART OF ROUTINE NURSING OBSERVATIONS THROUGHOUT 

ADMISSION

11
Fascia Iliaca Compartment Block for Hip Fractures

(a) When specifically should the patient’s pain be assessed before surgery?

(4 marks)
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(a) When specifically should the patient’s pain be assessed before surgery?

(4 marks)



• ANALGESIA SHOULD BE SUFFICIENT TO ALLOW MOVEMENTS NECESSARY FOR 

INVESTIGATIONS AS INDICATED BY THE ABILITY TO TOLERATE PASSIVE 

EXTERNAL ROTATION OF THE LEG, AND FOR NURSING CARE AND 

REHABILITATION

11
Fascia Iliaca Compartment Block for Hip Fractures

(b) According to NICE guidance, what would indicate sufficient pre-operative 

analgesia for this patient? (1 mark)
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(b) According to NICE guidance, what would indicate sufficient pre-operative 

analgesia for this patient? (1 mark)



• FEMORAL NERVE

• OBTURATOR NERVE

• LATERAL CUTANEOUS NERVE OF THE THIGH (LATERAL FEMORAL CUTANEOUS 

NERVE)

11
Fascia Iliaca Compartment Block for Hip Fractures

(c) Which nerves are you attempting to block with a fascia iliaca compartment 

block? (3 marks)
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(c) Which nerves are you attempting to block with a fascia iliaca compartment 

block? (3 marks)



ANTERIOR

• POSTERIOR SURFACE OF THE FASCIA ILIACA

POSTERIOR

• ILIACUS AND PSOAS MUSCLES (ILIOPSOAS MUSCLE IS ACCEPTABLE)

MEDIAL

• FASCIA OVERLYING THE PSOAS MUSCLE

LATERAL

• ILIAC CREST

11
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(d) What are the borders of the fascia iliaca compartment? (4 marks)
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(d) What are the borders of the fascia iliaca compartment? (4 marks)



• ACHIEVES A BLOCK OF MORE OF THE NERVES THAT INNERVATE THE HIP 

JOINT: OBTURATOR AND LATERAL CUTANEOUS NERVE OF THE THIGH

• THE BLOCK IS PERFORMED DISTANT TO THE NERVE MAKING NERVE INJURY 

LESS LIKELY

• THE BLOCK IS PERFORMED DISTANT TO THE VESSELS MAKING VASCULAR 

PUNCTURE AND SYSTEMIC ABSORPTION OF LOCAL ANAESTHETIC LESS LIKELY

• CAN BE RELIABLY PERFORMED WITH LESS TRAINING THAN A FEMORAL NERVE 

BLOCK

• CAN BE PERFORMED USING LANDMARK TECHNIQUES WITHOUT NERVE 

STIMULATION OR ULTRASOUND

• CAN BE MORE EASILY TAUGHT TO NON-MEDICAL PRACTITIONERS

11
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(e) List four advantages of a fascia iliaca compartment block over a femoral 

nerve block for this patient? (4 marks)
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(e) List four advantages of a fascia iliaca compartment block over a femoral 

nerve block for this patient? (4 marks)



• BLOCK FAILURE

• HAEMATOMA

• NERVE INJURY

• LOCAL ANAESTHETIC SYSTEMIC TOXICITY (LAST)

• QUADRICEPS MUSCLE WEAKNESS AND A RISK OF FALLS

• PERFORATION OF PERITONEAL CAVITY CONTENTS

• BLADDER PUNCTURE

11
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(f) List three potential complications of a fascia iliaca compartment block?

(3 marks)
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• ACCEPT EITHER 100MG (2 MG KG -1) OR 125MG (2.5 MG KG -1).
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Fascia Iliaca Compartment Block for Hip Fractures

(g) What is the maximum dose of levobupivacaine that could be used for this 

nerve block assuming the patient weighs 50kg? (1 mark)
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(g) What is the maximum dose of levobupivacaine that could be used for this 

nerve block assuming the patient weighs 50kg? (1 mark)
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