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Anaesthesia for hip
surgery in the elderly

Surgical repair of hip fracture and total hip arthroplasty are
primarily performed on elderly patients. Patients presenting for
hip fracture surgery have a high prevalence of preoperative
medical problems and may require medical stabilization before
surgery. Regional anaesthesia for hip fracture repair may be
contraindicated due to perioperative pharmacologic prophy-
laxis for deep venous thrombosis. The use of regional anaes-
thesia increases the magnitude and frequency of hypotensive
episodes when compared with general anaesthesia. Intra-
operative blood losses, averaging 250-300 ml, are not affected
by anaesthetic technique. Following hip fracture surgery under
spinal araesthesia, patients exhibit better oxygenation in the
early postoperative period than those after general anaesthesia.
The frequency of postoperative confusion is unrelated to
anaesthetic technique. The incidence of deep venous thrombosis
is reduced following spinal anaesthesia as compared with
general hesia. The th mortality rate, approxi-
mately eight per cent, is unrelated to anaesthetic technique.
Spinal, epidural and general anaesthesia have been used
successfully for total hip arthroplasty. Intraoperative blood loss
of 0.5-1.5 litres is reduced with regional anaesthesia. General
anaesthesia with controlled hypotension also significantly re-
duces blood loss. Intraoperative instability with hypoxaemia,
hypotension and cardiac arrest may follow impaction of the
femoral prosthesis and are related to absorption of acrylic
cement monomers and pulmonary embolism of fat, air, and
platelet-fibrin aggregates. Postoperative deep venous throm-
bosis is common and the incidence may be reduced with epidural
anaesthesia. Operative mortality is less than one per cent and
pulmonary embolism is the commonest cause of death. Data
relating mortality to anaesthetic technigue do not exist. Anaes-
thetic technique for hip fracture surgery does not appear to
significantly alter morbidity or mortality. Regional anaesthesia
for total hip arthroplasty reduces deep venous thrombosis,
pulmonary embolism, and blood loss and may be the preferred
technique, alone or in combination with general anaesthesia.
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Two common surgical procedures on the hip, repair of
fractured proximal femur and total hip arthroplasty, are
primarily performed on elderly patients. ' As the number
of eldetly people in our society rises,® the number of
patients requiring optimal anaesthetic care for hip surgery
will increase. The following is a review of the anaesthetic
considerations for hip surgery, emphasizing the effect of
anaesthetic technique on perioperative morbidity and
mortality.

Hip fracture

Patient population
Fractures of the hip are common, and place a significant
burden on health care services.* The incidence increases
with age® and is rising with the changing demographics of
the Western World.® The mean age of patients sustaining
fractured hips is 75-80 years.”® Seventy to eighty per
cent are female, 7 reflecting the predominance of females
in the older age groups and the association of these
fractures with osteoporosis.® A feature of this population
is the high prevalence of preoperative medical problems.
The poor medical condition of these patients is evident in
the reported distribution of preoperative ASA physical
status scores: approximately 50 per cent of patients are
designated ASA class IlI, while another ten per cent are
classified as ASA IV.!° Cardiovascular disease is com-
mon: approximately one-half of patients have a history of
ischaemic heart disease and about 20 per cent have
hypertension.!! Preoperative continuous ECG monitor-
ing in a group of hip fracture patients has documented
significant arrythmias in 40 per cent'? and these arryth-
mias may be a factor in the occurrence of falls and
subsequent fracture. Neurological dysfunction related to
senile dementia, cerebrovascular disease and Parkinson-
ism, is present in approximately 30 per cent.'* Chronic
drug therapy is common and reflects the prevalence of
underlying organ system disease.'* The use of psycho-
tropic drugs such as long half-life hypnotics-anxiolytics,
tricyclic antidepressants, and antipsychotics has been
associated with an increased risk of hip fracture.'®
Preoperative hypoxaemia frequently occurs in hip frac-
ture patients. Twenty-three per cent (13 of 57) of a patient
group reported by Berggren er al.!! demonstrated preop-
erative arterial hypoxaemia with PaO,’s less than 60
mmHg. Other investigators'® have documented a wide
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range of preoperative arterial oxygen tensions, with mean
levels greater than 60 mmHg but significantly lower than
age-predicted values. Proposed actiologies include fat
embolism related to the fracture and prolonged immobili-
zation in the supine position.!?

Medical stabilization of hip fracture patients is often
necessary before surgery. Fracture repair is usually
performed on an urgent basis to limit the period of
preoperative immobilization, with its attendant risks of
deep venous thrombosis and pulmonary complications.'
In the absence of surgical indications for emergency
surgery, however, it appears that delay for medical
stabilization does not adversely affect outcome. In a
review of 155 patients, Davidson et al.'® could not
associate preoperative delay with decreased survival.
Kenzora et al.,' in a retrospective analysis, observed an
unexplained increased mortality in patients undergoing
surgery within 24 hours of hospital admission. No
relationship between the timing of surgery and mortality
was evident with preoperative periods of greater than one
day.

Surgical considerations
Hip fractures are of two main types, fractures of the
femoral neck and intertrochanteric fractures. Femoral
neck fractures threaten the blood supply to the proximal
bone fragment. These fractures have traditionally been
treated with reduction and internal fixation. Fracture
fixation is accomplished with multiple screws or pins
(e.g., Knowles) or a compression screw-side plate assem-
bly {e.g., Richards, Zimmer). Late complications are
common, primarily nonunion and avascular necrosis of
the femoral head. To avoid a second surgical procedure
necessitated by these late complications, a medullary
prosthesis for replacement of the head and neck of the
femur is an alternative treatment. Although hemiarthro-
plasty procedures allow more rapid postoperative mobili-
zation, operative time and blood loss are greater than with
internal fixation procedures.?’ Postoperative mortality
may be slightly higher for patients treated by hemiarthro-
plasty than those undergoing internal fixation.2!

Intertrochanteric fractures are associated with more
severe trauma than femoral neck fractures. Operative
procedures for reduction and internal fixation involve
more extensive surgical exposure and greater blood loss.
Various devices are used for internal fixation: fixed angle
nail plates (e.g., Jewett, Thorton), compression screw-
side plate assemblies (e.g., Richards, Zimmer), and
flexible medullary nails. Internal fixation is often techni-
cally more difficult than femoral neck fractures and early
complications related to instability of the fracture frag-
ments are more common.

Nonoperative management of proximal femoral frac-
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TABLE 1  The effects of anaesthetic technique for hip fracture surgery
on perioperative morbidity

Morbidity factor Anaesthetic effects

Intraoperative blood
pressure stability
Blood loss

Decreased blood pressure with
GA and SA: SA>GA.

No effect for fractured neck. Possible
decrease with SA for inter-
trochanteric.

Better with SA (vs GA).

No difference (EA vs GA).

Decreased with SA (vs GA).

No difference

Postoperative oxygenation
Confusion

Deep vein thrombosis
Time to ambulation

GA = general anaesthesia; SA = spinal anaesthesia; EA = epidural
anaesthesia.

tures rernains a treatment option for a small proportion of
patients, particularly nonambulatory, demented geriatric
patients.>>? Those patients with unacceptable periopera-
tive risk may also be selectively treated by nonsurgical
methods.?*

Anaesthetic considerations

Both regional and general anaesthesia have been used for
hip fracture surgery. Experience with regional anaesthe-
sia has predominantly involved spinal anaesthesia,?
althbugh epidural anaesthesia has been used with suc-
cess.!! Various general anaesthetic techniques have been
employed, none with clear advantage.?® The choice
between regional and general anaesthetic techniques has
often been guided by the preferences of the anaesthetist
and patient. However, choice should also be based on the
perioperative advantages of each type of anaesthesia
(Table I).

Regional anaesthesia for hip fracture surgery involves
some special concerns. Deep venous thrombosis is
common in these patients and many will receive pharma-
cological prophylaxis, most commonly warfarin, aspirin
and low-dose subcutaneous heparin.?’ The institution of
these drugs either prior to or immediately after surgery
may influence decisions regarding anaesthetic technique.
Preoperative anticoagulant therapy, especially when as-
sociated with a demonstrable coagulopathy on a coagula-
tion screen, is a contraindication to regional anaesthesia
due to the risk of bleeding within the vertebral canal and
consequent neurological injury.?® This risk, however, is
poorly quantitated for those patients receiving aspirin and
subcutaneous heparin. This lack of information has
prompted recommendations that the potential benefits of
regional anaesthesia should outweigh the potential but
unproven risks in these patients.28-2%

The performance of a regional block for hip fracture
surgery is often technically difficult. Lack of patient
cooperation due to pain or the presence of dementia®®



Covert and Fox: HIP SURGERY IN THE ELDERLY

makes optimal positioning difficult. Some investigators
have used small incremental doses of fentanyl®' or
ketamine®? to facilitate positioning, while others have
performed blocks without supplemental analgesia.*
Technical failure in performing spinal anaesthesia for hip
fracture surgery occurs in approximately ten per cent of
cases.'0:3!

Intraoperative blood pressure stability is a problem,
regardless of anaesthetic technique. Systolic blood pres-
sure decreases by approximately 30 per cent from
pre-anacsthetic levels during general anaesthesia for hip
fracture surgery.'' Larger decrements of systolic blood
pressure occur with spinal'” and epidural'' anaesthesia.
In a large multicentre trial, Davis e al.'® reported that
hypotension, defined as a decrease of systolic blood
pressure more than 20 per cent of preinduction values for
greater than ten minutes, occurred in 38 per cent of
patients with subarachnoid block and 24 per cent of
patients under general anaesthesia.

The relationship between anaesthetic technique and
blood loss during hip fracture surgery is variable. Average
intraoperative blood loss for internal fixation of femoral
neck fractures is reported to be 250-300 ml regardless of
the type of anaesthesia used.'”-3* However, groups which
include patients undergoing internal fixation of intertro-
chanteric fractures and hemiarthroplasty procedures are
reported to have higher intraoperative blood losses which
may be reduced with spinal anaesthesia,?! Davis ef al.3?
reported perioperative blood loss in 132 patients, 65 per
cent of whom had repair of intertrochanteric fractures.
Mean intraoperative losses of approximately 470 ml with
general anaesthesia were significantly higher than with
spinal anaesthesia. Postoperative blood loss, about 200
ml, was unrelated to anaesthetic technique.

The incidence of postoperative hypoxaemia, mental
confusion and deep venous thrombosis may relate to
anaesthetic technique. Patients emerging from general
anaesthesia have significantly lower arterial oxygen
tensions than those recovering from spinal anaesthesia. '’
The pattern of oxygenation later in the postoperative
period, however, is controversial. Davis et al.3? reported
that despite better oxygenation early after spinal anaesthe-
sia, both general and spinal anaesthesia patient groups
showed Pa0O;’s significantly below preoperative values
on the first postoperative day, with recovery by the
seventh postoperative day. In contrast, Berggren ez al.'!
found early postoperative decreases of arterial oxygena-
tion in those patients receiving general anaesthesia while
patients who had epidural anaesthesia had no significant
changes in oxygenation.

Postoperative confusion is common in the elderly: in a
group of patients after hip fracture surgery, 36 per cent
(33/91) were confused on the first postoperative day.>*
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The aetiology of this confusion is unknown. Anticholiner-
gic medication®® and psychological effects of inhalational
anaesthetics®” have been implicated. Studies in the hip
fracture population have not documented a relationship
between postoperative confusion and anaesthetic tech-
nique. Berggren et al.'' tested 57 patients one and seven
days after surgical repair of hip fracture. Forty-four per
cent developed confusion in the first postoperative week,
with no differences between epidural and general anaes-
thesia groups. Factors associated with the development of
confusion in this study were a preoperative history of
mental depression and anticholinergic medication use, as
well as early postoperative hypoxaemia in those who
received general anaesthesia. Postoperative confusional
states are transient, as testing at seven days and threc
months after hip fracture surgery reveals no major
impairment of mental function in either spinal or general
anaesthetic patient groups.>® However, patients with
postoperative confusion have significantly longer hospital
stays.!!

Evidence of deep venous thrombosis (DVT) is present
in 40-50 per cent of hip fracture patients*® and the
incidence of fatal pulmonary embolism in patients without
prophylaxis has been estimated at 3.5 per cent.*° Studies
demonstrating a reduction of DVT in these patients after
spinal anaesthesia in comparison with general anaesthe-
sia®?*! have been criticized due to their use of fibrinogen
uptake testing which is known to be inaccurate after hip
surgery.?* McKenzie et al.?* used contrast venography to
study 40 patients seven to ten days after surgery. They
reported a 40 per cent incidence of DVT after spinal
anaesthesia compared with 76.2 per cent after general
anaesthesia. Significant differences persisted between the
two groups when the data was analyzed to include only
iliofemoral thromboses which carry a high risk of pulmo-
nary embolism. Despite evidence that the incidence of
DVT may be reduced by spinal anaesthesia, there is no
data concerning the effect of anaesthetic technique on
rates of pulmonary embolism in hip fracture patients.
Changes in lower limb blood flow and blood viscosity
have been suggested as important factors in the decrease
of DVT after spinal anaesthesia.?

The effect of anaesthetic technique on postoperative
mobilization is unclear. Bigler et al.*® reported that
patients mobilized sooner after spinal anaesthesia than
general anaesthesia: 3.3 days versus 5.1 days respective-
ly. However, in a recent multicentre trial comparing
general and spinal anaesthesia for hip fracture repair,
Valentin ef al.! noted a median time of three days to
ambulation unrelated to anaesthetic technique, with a
wide variation (0—66 days) among patients.

Fractured hip has a reported hospital mortality rate of
approximately eight per cent.” Longer-term studies indi-
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cate that patients have decreased survival for the first eight
months after hip fracture.*? Mortality at one year approxi-
mates 20 per cent.'® Factors influencing short-term
mortality include age,” preoperative health status,!%2¢
sex,”3! and possibly trochanteric fractures as opposed to
fractures of the femoral neck.'® Commonest causes of
death in the first postoperative month are congestive heart
failure, myocardial infarction, pneumonia and pulmonary
embolism, 103234

The effect of anaesthetic technique on mortality after
hip fracture surgery has been the subject of several
prospective studies (Table II). Only two of these studies
have documented a difference in outcome between spinal
and general anaesthesia groups. McKenzie et al.>*
demonstrated a significantly lower two-week mortality
after spinal versus general anaesthesia, although this early
difference disappeared at two months with an 18 per cent
cumulative mortality rate in each group. McLaren er
al.,® following 55 patients, reported a difference in one
month mortality: 31 per cent following general anaesthe-
sia and 3.6 per cent after spinal anaesthesia. The latter
findings have been disputed because of the inordinately
high mortality in the general anaesthesia group and the
small sample size.>' Other studies have been unable to
substantiate outcome differences. These include two
recent reports'®*! comparing spinal and general anaes-
thesia, each studying over 500 patients. Both studies
documented one month mortality rates of approximately
six per cent and this was not affected by anaesthetic
technique.

Total hip arthroplasty

Total hip arthroplasty (THA) has been a major advance in
the treatment of chronic arthritis of the hip,*S and has
proved effective in providing patients with pain relief and
increased mobility.*¢
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Patient population
The age of patients presenting for THA varies widely
although approximately 60 per cent of procedures are
performed on patients more than 65 years of age.? The
actiology of the underlying hip arthritis is variable.*’
Nearly one-half of patients presenting for THA have
degenerative joint disease and approximately seven per
cent have theumatoid arthritis. *® The latter group charac-
teristically has multiple joint involvement which often
includes the atlanto-axial and temporomandibular joints,*®
Retrospective data from THA patients estimates a ten per
cent incidence of difficult intubation, primarily in those
patients with rheumatoid arthritis and ankylosing spon-
dylitis. >

Severe preexisting medical disease in THA patients is
uncommon, with approximately 80 per cent being catego-
rized as ASA physical status I or IL°° Chronic drug
therapy is frequent: more than half of patients take
non-steroidal antiinflammatory agents.>! Preoperative
medical optimization is facilitated by the elective nature
of THA.

Surgical considerations

THA involves prosthetic replacement of both femoral and
acetabular components of the hip joint.*” There is
significant operative trauma to both soft tissue and bone
marrow with resultant haemorrhage.’2 The surgical pro-
cedure includes amputation of the femoral head with or
without the greater trochanter, and extensive reaming of
both the acetabulum and the femoral shaft.®? Acrylic
cement (polymethylmethacrylate) is used for fixation of
components, although many newer prostheses are ce-
mentless and depend on bone ingrowth for biological
fixation. Mean operative time is 100—150 minutes. 354
The primary indication for THA is disabling pain and
functional limitation of the hip despite adequate medical
therapy.2 Failed orthopaedic procedures are an increasing

TABLE II Randomized, prospective studies of the effect of anaesthetic technique on mortality after hip fracture

surgery
Study Techniques compared  Observation time Significant mortality difference
McLaren ef al.*? SA, GA 1 month yes (GA > SA)
McKenzie eral.'”  SA, GA 1 month no
White ef al. SA, GA, 1 month no
psoas block
Davis et af,. > SA, GA 1 month no
Wickstrom et al.* EA, GA 1 month no
McKenzie ez al.®*  SA, GA 2 weeks yes (GA > SA)
2 months no
Valentin et ai.”! SA, GA 1 month no
Davis e al.'® SA, GA 1 month no

SA = spinal anaesthesia; GA = general anaesthesia; EA = epidural anaesthesia.
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indication for THA.* Approximately ten per cent of
THA’s will require revision surgery in the first ten
years. >

Anaesthetic considerations
Spinat,>®” epidural®® and various techniques of general
anaesthesia®® have been used successfully for THA. The
major intraoperative anaesthetic concerns during THA are
blood loss, hypoxaemia and cardiovascular instability.
Blood loss is related to intraoperative tissue trauma,
especially the reaming of medullary bone, 5 and increases
if an osteotomy of the greater trochanter is performed to
improve surgical exposure or with revision procedures.*®
Reported blood loss is variable, averaging 0.5 Lto .SL
intraoperatively®> and 300~500 ml in the postoperative
period, 33:60-61

Anaesthetic technique is an important factor affecting
blood loss during THA. Intraoperative losses are signifi-
cantly reduced with both spinal®>%? and epidural®>%®
techniques when compared with general anaesthesia and
this reduction does not appear related to differences in
systemic blood pressure. A comparison of patients under-
going general anaesthesia with those undergoing com-
bined epidural and general anaesthesia has revealed
significantly lower blood losses in the patients with
regional blockade, despite similar mean intraoperative
blood pressures.®! Blood loss during subarachnoid block-
ade also appears unrelated to systemic blood pressure as
maintenance of higher arterial pressures with ephedrine
during spinal anaesthesia does not affect blood loss.®* The
effect of regional techniques on intraoperative bleeding
may be due to the emptying of dilated nondependent
vessels by gravity, especially in the lateral position,*® and
the absence of controlled ventilation which may increase
venous pressure and bleeding.®' Postoperative blood loss
has also been reported to decrease with the maintenance of
a local anaesthetic epidural blockade during the first 24
hours after surgery.*®

During general anaesthesia for THA blood loss correlates
with systolic blood pressure.®* Controlled hypotension
during general anaesthesia reduces intraoperative blood
loss during THA compared with normotensive general
anaesthesia and epidural techniques.>® Both inhalational
agents (halothane,° isoflurane, %) and sodium nitroprus-
side®* have been used successfully to reduce blood loss.
In a recent study®® comparing isoflurane with sodium
nitroprusside, both agents were efficacious in producing
moderate hypotension with associated intraoperative
blood losses of 300-400 ml. However, the risks of
hypotensive anaesthesia in elderly patients presenting for
THA, namely hypoperfusion with resulting organ dam-
age, are poorly quantitated. In a study using either
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halothane or sodium nitroprusside to produce mean arterial
pressures of 50 mmHg during THA, Thompson ez al.5
could not demonstrate changes in postoperative tests of
cerebral, hepatic or renal function. These patients, how-
ever, were without major organ system discase and the
mean age of the experimental groups was 57-61 years.
Potential risks of induced hypotension must be balanced
against the benefits of minimizing blood transfusion.%
Intraoperative cardiovascular instability has been a
problem during THA, with reports of both hypotension®®
and cardiac arrest.”® Hypotension is transient and occurs
commeonly following impaction of the femoral prosthesis
into the bone marrow cavity filled with acrylic cement.”’
Several explanatory hypotheses have been proposed
including the absorption of acrylic cement monomers into
the circulation,”® as well as pulmonary embolism of
fat,”, air,”*7, and platelet-fibrin aggregates.”! Theories
of pulmonary embolism have been supported by the
documentation of significant but transient falls of arterial
oxygen tensions which commonly occur after impaction
of the femoral prosthesis.>>7""7® This is associated with
an increase in mean pulmonary artery pressure, pulmo-
nary vascular resistance and total pulmonary venous
admixture.’® Modig et al.”' demonstrated the presence of

tissue thromboplastic activity, fat globules, bone marrow
cells and acrylic monomers in pulmonary arterial blood

during THA. Hypotension and decreases in arterial
oxygenation correlated significantly with the release of
tissue thromboplastic products in the pulmonary circula-
tion. These changes were most marked after impaction of
the femoral prosthesis but also occurred after insertion of
the acetabular component. The phenomenon of pulmo-
nary embolism may relate to high intramedullary pres-
sures during impaction of the femoral component.”” An
appropriately placed vent to allow the escape of marrow
contents can prevent the pressure increase.’® Careful
maintenance of normovolaemia and supplemental in-
spired oxygen have been recommended to attenuate
decreases of blood pressure and arterial oxygenation at the
time of prosthesis placement.”

Morbidity following THA may relate to anaesthetic
technique.?* Deep vein thrombosis (DVT) is common
after THA, affecting an estimated 60 per cent of pat-
ients,*° and approximately 20 per cent of patients have
evidence of pulmonary embolism by lung scan.>* Epidur-
al anaesthesia, maintained 24 hours postoperatively for
analgesia, has been shown to decrease the incidence of
DVT after THA when compared with general anaesthes-
ia.33:58.3! In addition, Modig et al.>® have demonstrated
significantly fewer segmental defects on postoperative
lung scans in THA patients after extended local anaesthet-
ic epidural blocks. A reduced incidence of DVT has also
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been demonstrated after spinal anaesthesia for THA.%?
Hypotheses to explain this effect of regional anaesthesia
on thromboembolism include local changes in the distri-
bution and magnitude of blood flow®' and alterations in
the coagulation and fibrinolysis cascades®? perhaps related
to an altered neuroendocrine response to surgery.®

The relationship of mental function after THA and
anaesthetic technique is uncertain. In a study of patients
given either general or epidural anaesthesia for THA and
evaluated by interviews in the first 12 postoperative days,
significantly more patients demonstrated mental changes
after general anaesthesia.®* However, Riis er al.?5 per-
formed psychological testing on patients during the first
week after THA under general anaesthesia, epidural
anaesthesia, and combined epidural and general anaes-
thesia. Impairment of mental performance during the first
three to four postoperative days was equally distributed
among the groups.

Regional techniques may be useful in providing analgesia
after THA. Spinal anaesthesia using bupivacaine with
added morphine has been shown to provide good operat-
ing conditions as well as excellent pain relief for major hip
surgery, although monitoring for respiratory depression is
necessary in the first 24 hours following surgery.®6
Postoperative regional blockade may have additional
salutory effects on oxygenation. Studies comparing regi-
mens of systemic narcotic analgesics and epidural local
anaesthetics after THA have demonstrated that patients
with epidural analgesia do not show significant decreases
in arterial oxygenation characteristic of the patients
treated with narcotics.®”-*®

Operative mortality related to THA is less than one per
cent.?% Pulmonary embolism is the most common cause
of death, although incidence rates of both fatal and
nonfatal pulmonary embolism have been reduced by
prophylaxis with dextran, warfarin, subcutaneous hepa-
rin, or dihydroergotamine.3? Data relating mortality after
THA to anaesthetic technique do not exist.>> Although
regional techniques appear to decrease the incidence of
DVT and pulmonary embolism, studies with patient
groups large enough to demonstrate mortality differences
are not available.

Conclusion

The choice of optimum anaesthetic technique for hip
surgery involves weighing of the available data, as well as
personal preferences of both the patient and the anaesthe-
tist. In the hip fracture population, investigations have not
demonstrated that the type of anaesthesia, either regional
or general, significantly alters morbidity or mortality.
This allows personal preference to be the predominant
factor guiding anaesthetic choice in most cases. For those
patients undergoing THA, however, there is stronger data
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supporting a salutory effect of regional anaesthesia on
morbidity. Blood loss can be significantly reduced with
regional techniques, although this can also be accom-
plished with controlled hypotension during general anaes-
thesia. In addition, regional anaesthesia reduces the
incidence of both DVT and pulmonary embolism in these
patients. These data suggest that regional anaesthesia,
either alone or combined with general anaesthesia, is the
technique of choice. A definitive recommendation, how-
ever, must await documentation of improved outcome
after regional anaesthesia for THA.
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Résumé

Les candidats @ une arthroplastie ou encore @ une réduction de
[racture de la hanche sont habituellement agés. Les victimes de
Jracture de la hanche ont aussi souvent de nombreuwx problémes
médicaux dont on doit s'occuper avant {'intervention. Entre
autres, Iinstitution d’une prophylaxie anti-thrombotique peut
contre-indiquer I’ anesthésie régionale qui par ailleurs semble

associde & des épisodes hyp ifs plus fréq et sérieux que
ne l'est I th générale. Cepend, avec Ianesthésie
rachidi , {incidence de thr profonde est

réduite et I oxygénation des patienis est meilleure en post-op
immédiar. Toutefois, ni les pertes sanguines (250-300 mi), ni la
confusion post-opératoire non plus que la mortalité @ un mois
(huit pour cent) ne sont influencées par le type d' anesthésie. Les
arthroplasties de la hanche se prétent a divers types 4 anes-
thésie: rachidienne, péridurale et générale. Les pertes sanguines
(0.5-1.5 litres) sont cependant moindres avec les techniques
régionales ou quand on adjoint de I' hypotension controlée a
I anesthésie générale. En période per-opératoire, I'insertion de

319

la prothése fémorale peut causer de I hypoxémie, de I' hypoten-
sion et méme un arrét cardiaque dont les mécanismes vont de
I'absorption de monoméres d acryligue a I'embolisation des
artéres pulmonaires par de 'air, des particules graisseuses ou
des agrégats plaquettaires. On sait par ailleurs que I anesthésie
péridurale réduit le risque de thrombose veineuse profonde,
complication fréquente, et que U'embolie pulmonaire est
responsable de la majorité des décés survenant en période
péri-opératoire (moins de un pour cent des cas). Cependant
aucune relation entre le type d’ anesthésie et la mortalité n’a été
établie. La morbidité et la mortalité associées au traitement
chirurgical des fractures de la hanche ne semblent pas
influencées de fagon significative par le type d’ anesthésie. Pour
les arthroplasties totales de la hanche, I'anesthésie régionale
comporte moins de risques de thrombose veineuse et d'embolie
pul ire, elle
peut-étre la technique de choix, seule ou combinée ¢ I'anes-
thésie générale.

les pertes sanguines et s'avére



