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Background 
Opioid-related adverse effects are numerous and occur in 12% of surgical procedures. These 
events may go unnoticed in healthy populations but can result in catastrophic consequences for 
vulnerable patients. Even small doses of opioids have been shown to desensitize receptors and 
may lead to increased opioid requirements in the perioperative period. New recommendations 
encourage the use of multimodal strategies to interrupt pain pathways during surgery and reserve 
opioids for breakthrough pain unresponsive to other measures. This is the goal of opioid-free 
anesthesia (OFA). 
 
This is a case report of an 83-year-old female in which OFA was appropriately implemented 
with a positive outcome. The patient presented with a nonunion of a right intertrochanteric hip 
fracture and retained broken intertrochanteric nail. The procedure required was a conversion to 
total hip arthroplasty with open reduction internal fixation of greater trochanteric fracture and 
hardware removal. Pertinent medical history included sarcoidosis, coronary artery disease (CAD) 
with stents, type II diabetes mellitus, and chronic back pain. Preoperative pain score was 7/10. 
Preoperative medications included acetaminophen and pregabalin PO, and ibuprofen IV. The 
following nerve blocks were preformed preoperatively, with dexmedetomidine 20mcg 
administered IV for analgesia and sedation: femoral, lateral femoral cutaneous, and pericapsular 
nerve group. General anesthesia with endotracheal tube placement was planned and initiated 
with intravenous induction using lidocaine, propofol, and rocuronium. Anesthesia was 
maintained with Sevoflurane. Vital signs remained within 20% of baseline without intervention. 
No opioid was indicated during the surgical procedure and Magnesium sulfate 1g was 
administered as an analgesic adjunct. The procedure was completed without complications or 
adverse events. The patient's initial postoperative pain score was 0/10. Her pain score remained 
at 0/10 at thirty minutes into her post anesthesia care unit (PACU) stay. She required no opioid 
rescue medications in the PACU.  
 
Clinical Question 
When compared to traditional opioid-based anesthesia, is OFA capable of providing equivalent 
postoperative pain control? 
 
Evidence Based Discussion 
In the case report described, OFA using multimodal anesthesia, including peripheral nerve 
blocks and nonopioid analgesics with different mechanisms of action, demonstrated that quality 
anesthesia and postoperative analgesia are possible without the use of opioids. This combination 
resulted in a smooth anesthetic with stable vital signs, a timely emergence, no complaints of 
postoperative pain, and no signs of postoperative cognitive dysfunction or respiratory 
compromise. This case did not require a complicated setup or extra equipment. Minimal amounts 



of each drug were used, reinforcing the effectiveness of combining multiple strategies. An 
extensive literature review supports this observation, with OFA consistently resulting in equal or 
better postoperative analgesia when compared with opioid-based anesthesia, evidenced by lower 
pain scores and postoperative opioid consumption. When compared to patients receiving opioid-
based anesthesia (OBA), patients receiving OFA had the following outcomes: postoperative 
opioid consumption reduced by 40-80%, number of patients requiring opioids postoperatively 
reduced by 35-79%, and time to first request for pain medication 1080 minutes vs. 27.5 minutes. 
Following implementation of an OFA protocol, perioperative opioid consumption was 94% 
lower versus pre-pilot data.    
 
Translation to Practice 
Based on the research, a performance improvement project is proposed and should include an 
educational in-service reviewing this case with anesthesia providers, PACU personnel, and 
surgeons. The project would use the Iowa Model to accomplish the implementation of an OFA 
protocol for patients vulnerable to opioid-related adverse effects. The literature has been 
assembled, critiqued, and evaluated as part of this case study along with a thorough examination 
of outcomes, target populations, and previously used protocols. The strength of evidence has 
been weighed against the risk and there is sufficient evidence to support the implementation of 
an OFA protocol. An interdisciplinary team (IDT) should be formed and should develop a 
protocol that outlines which patients should receive OFA, practice guidelines and 
recommendations, and tools and instruments for measuring outcomes. This researcher has 
developed a template of guidelines which will be reviewed by the IDT and revisions made as 
required. The guidelines will be disseminated to the appropriate providers for implementation as 
will all study requirements. Pre-pilot data will be obtained for comparison. The protocol will be 
piloted and the process, outcomes, and provider feedback will be evaluated. The following 
outcomes will be measured: pain scores, opioid consumption, postoperative respiratory events, 
PONV, adverse events, cost, IDT feedback, PACU length of stay, hospital length of stay, and 
time to extubation. The IDT will then decide if the change is appropriate for permanent adoption 
in practice. If the team chooses to adopt the protocol, outcome evaluation should be ongoing and 
results should be disseminated. If the IDT decides the protocol is not appropriate for adoption in 
practice, alternate strategies should be considered, and new research should be evaluated. 
Recommendations for future research include the use of OFA in cardiac anesthesia, and a more 
rigorous RCT comparing postoperative pain scores and opioid consumption between an opioid-
based group and an OFA group receiving the “McLott Mix.”  
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