
A survey of discharge analgesic strategies for lower limb arthroplasty 

 
Title 

A survey of perioperative and discharge analgesic strategies for lower limb 
arthroplasty (12 words, max 25 words) 

 

 

Abstract text (max 500 words) 

 

Background 

The US has an opioid epidemic with enormous medical and social consequences. It 
is becoming increasingly recognised that there are many drivers for this prescribed 
US opioid epidemic. These include: surgery; type of surgery (high risk procedures 
include knee and hip  arthroplasty, open cholecystectomy, and simple 
mastectomy);the use of oxycodone; use of extended release (ER) opioid  
preparations ;  large doses of discharge medication; ability to get repeat 
prescriptions; lack of  tapering/deprescribing advice; opioid diversion; and lack of 
advice for safe opioid disposal. 

There is increasing evidence that the UK is the largest user of opioids in Europe, and 
that approximately 5% of the UK population are prescribed opioids. 

There are now concerns that prescribing practices of UK anaesthetists may 
predispose UK patients to subsequent opioid dependence. 

Aim and Objectives 

The aim of the study was to identify whether similar drivers for the US prescribed 
opioid epidemic are present in the UK.  

Methods 

Having identified that lower limb arthroplasty surgery was a major risk factor for 
subsequent opioid dependence in previously opioid naïve patients. The authors 
devised a telephone questionnaire to examine the presence or not of  some of the 
known risk factors for subsequent opioid dependence. The authors identified the 14 
hospitals in their region that undertook lower limb arthroplasty  and conducted a 
telephone interview with a member of the acute pain team. 

 

Main Results 

10 hospitals responded to the questionnaire. 9 hospitals had a protocol for the 
perioperative analgesic strategy. Premedication was recommended by 3 hospitals’ 
protocols with gabapentin and paracetamol. 

Intraoperatively the most popular recommended technique was local infiltration along 
with either a spinal or a general anaesthetic, with fentanyl as the opioid.  2 
recommended paracetamol and 1 recommended NSAIDs. 



Postoperatively 7 hospitals recommend the use extended release oxycodone. 1 
recommended the use of extended release morphine. 5 recommended regular 
paracetamol and 3 recommended regular NSAIDs. Other techniques included 
epidural, PCA and LA catheter infusions. 

Hospitals protocols did not discuss discharge analgesia.  

7 hospitals protocols did not discuss the necessity to ensure patients had access to 
deprescribing advice, drug driving or safe disposal of excess drugs.  

Conclusions 

It is encouraging that many centres have protocols and  are promoting the use of 
oral analgesia. 

The protocolised use of simple analgesics as part of a multi-modal opioid-sparing 
strategy is remarkably low. 

The widespread use of extended release (ER) opioid preparations is disappointing, 
as it is known that ER preparations compared to immediate release preparations are 
harder to titrate and wean, and are a bigger risk factor for respiratory depression and 
subsequent opioid dependence.  

The widespread use of oxycodone as first line agent is disappointing, as this drug is 
known to be highly addictive, prone to prescribing and administration errors and 
contradicts Care Quality Commission recommendations. 

The use of educational material informing patients of the necessity to deprescribe 
and the dangers of prolonged opioid use is also woefully low. 

In conclusion, many of the drivers for the US prescribed opioid epidemic 
dependence can be found in UK practice.  
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