Katharine Heppa


Right Total Hip Arthroplasty

Pre-op
The patient arrived around 2-3 hours before the scheduled time for the surgery, and has been NPO for 8 to 12 hours before.  Before I got there, they changed into a gown and had an IV put in her left fore arm.  She had a Foley catheter placed and was given put under with general anesthesia and brought into the operating room.

In the operating room, the patient is moved onto the operating table, and rolled into the lateral (left side down) position and clamped into place.  A surgical tech scrubs down the hip and leg that will be operated on, which was marked with the surgeon’s initials, starting with where the incision will be and then moving down the entire leg.  During this time, the neurologist places an electrode patch on her leg lower than the surgical site, and inserts an electrode into the patient’s scalp.  He connects the wires to the monitoring equipment and then makes sure that none of the cords are in the way of the surgical team.  During this entire time, the anesthesiologist is in the room monitoring the patient’s vital signs.  The patient’s lower right leg is encased in a sterile disposable sleeve and then wrapped with cohesive bandage, which I asked the circulating nurse about, and she said it was to promote normal blood flow/venous return during the surgery.  The patient was draped with a warm air device on her top half, then more sterile draping over the top half, her left leg is draped, and finally the only part left exposed is her right hip.  Over her hip, they place an orange-tan transparent, self sticking membrane over the entire hip area.  I asked the circulating nurse about this, and it is to protect the skin around the site, and to protect the incision from the surrounding skin.  
During this time, there is a surgical tech in the room that is fully garbed in the sterile hood, gown and gloves, and she is organizing the sterile equipment in the sterile field, and keeping it monitored so that it remains sterile.  The circulating nurse also affixes a camera to one of the spot lights so that I can observe the surgery from a safe distance.  The surgeon is also in the room looking over the chart, and going in and out getting himself ready.  After the patient is fully draped, the first and second surgical assists (both techs), the scrub nurse, and the surgeon leave the surgical room to go scrub.  Hey return wearing helmets that have frames for the sterile hoods, which they and the circulating nurse help each other getting on, and next don their gowns, with assistance with the back closures, and lastly their gloves.  The room has gotten quiet, other than the sounds of the equipment, and the surgical team approaches the operating table.
Intra-op

The surgeon stood on a stool on the dorsal side of the patient, level with her hip, with the first assist across from him, the second assist to the surgeon’s right, the scrub nurse to the first assist’s left, and the third surgical tech was at the foot of the operating table, between it and the sterile equipment field.  The anesthesiologist was at the patient’s head but the monitors, and the neurologist was next to him.  The then surgeon made an incision along the side of the hip, then placed a stitch at both ends of the incision, which were there to keep the skin from tearing which with the retractors stretching it open.  He then carefully goes through the subcutaneous layer and muscles, either cutting through the muscle along the grain or separating them to go around them, exposes the joint, using retractors to keep the tissue out of the way.  A cauterizing tool is used to prevent excess blood loss.  Once the joint is revealed, the tendons are moved out of the way (also with retractors), and the joint capsule is opened.  The femoral head detached from the femur with what looked like an electrical saw, and the right leg is tucked out of the way into a pocket in the table draping.  A bit is then drilled into the femoral head and used for leverage to dislocate the head from the acetabulum, and the head is passed to the circulating nurse to be sent to pathology.  The joint and leg is immobilized with hardware attached to the clamp that is holding the patient’s hip in place.  The acetabulum is then reshaped to remove all damaged/diseased tissue with instruments that looked like a hemispherical cheese graters attached to power drills.  There were 2 drills that were supposed to be able to be used, but the adapter for the shaping tool was not functioning correctly, so only one drill was used and the second assist changing the size of the grater bit whenever the surgeon indicated.  Once the surgeon was finished reaming out the acetabulum, the socket is cleaned with sterile solution and suction, and is ready to receive the acetabular cup implant, which is press-fit into place using a hammer and then screwed in to secure it.  No cement is used because the porous nature of the implant surface will allow the bone to grow into it to secure it.  A polyethylene liner for the cup is placed into the cup, and this will mimic the cushioning and lubricating effect of the cartilage that would be in a normal joint.
The femoral canal is shaped to fit the femoral stem implant first with a reamer, which removed chunks of bone, and then with rasps that were pounded in with a hammer and mimic the shape of the femoral stem that will be implanted.  The surgeon uses a series of successively bigger rasps to determine the correct size to use, and then uses different sized plastic fitting heads to determine which size neck and head to use on the implant.  Once the surgeon is satisfied with the fit, he tells the implant sales rep the size that he wants to use, and the sales rep opens the unsterile outer wrapping of the specified implants and the surgical tech places the sterile implants into the sterile field.  The implant site is cleaned with sterile solution and suction, and the femoral stem implant is tapped into place with the hammer first, then the neck and femoral head implant are attached and positioned into the acetabular cup (into the liner).  The surgeon manipulates the leg to check the movement of the implant in the joint and to check the range of motion.  Once the surgeon is satisfied with the implant, the surgical incision is cleaned a final time with sterile, antibiotic solution and suction, and carefully dried.  A mixture of platelet enriched preparation, made from blood drawn from the patient before the surgery, is sprayed onto all soft tissue in the wound to aid in blood clotting and to eliminate the need for a drain in the surgical incision.  The first assist uses sutures to close the wound in layers from the inside out, and the incision is dressed with dry sterile dressing that was also sprayed with the platelet preparation.  The total time of the surgery from the first cut to the when left the operating room was about an hour and a half.
Post-op

The surgeon left the room when it was time to suture the patient closed, so I am not sure if that is the start of the post-op section, or after it was completely closed and the incision dressed.  The mood of the operating room changed when he left, and the conversation between the anesthesiologist, surgical techs, and nurses picked up.  Before he left, most of the conversation of the surgical team was directed towards what they were doing and the passing of equipment, though both of the nurses and the sales rep spoke with me, describing what was going on.  After he left, the first assist was suturing up the patient and they were talking about their plans for later, and other personal discussions.  This didn’t affect what they were doing, and they worked just as smoothly as when surgeon was still operating.  After the suturing and dressing was completed, the surgical techs and nurses began cleaning up the operating room, putting equipment away, and removing the draping and clamps from the patient.  All the used gauze was put in a specific area and the instruments were packaged up to be cleaned.  The neurologist removed the electrodes, of which the removal of the scalp one caused a bit of bleeding.  The anesthesiologist spoke to the patient while trying to get her to wake up enough to remove the endotracheal tube.  She was breathing deeply, but slowly, and needed to rouse more to increase the rate.  His told her what he was doing when removing her endotracheal tube, which seemed to help keep her calm, and the techs spoke to her as she was moved from the operating table onto the bed, to be transferred up to her room on the surgical recovery floor.  The patient, though groggy, seemed to understand what was being said, but did not remember any of the post op communication the next day.

I cared for her the next day, and found out that for the first hour after surgery, they check her vital signs every 15 minutes for the first hour, every 30 minutes for the next 2 hours, and then every hour for the next 4 hours, and by the next morning, her vitals were every 4 hours.  The day after surgery, a major step in her care is learning how to move with her new hip while it is still healing, which is not crossing her legs, using her left leg to push off of the bed to scoot off of it, and to not pivot on that leg, but to pick it up and move it when turning.  She was using a walker for assistance, was up in a chair for all meals, and I removed her Foley per orders.  PT and OT evaluated her, and she wanted to go to rehab, but I checked the second day after surgery, found that had been denied, and she will be discharged to home on the third day after surgery.  
