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HIP  ANATOMY AND TOTAL HI P REPLACEMENT 
 

 

Your hip joint is one of the largest 
weight bearing joints in your body. The 
hip is considered a ball-and-socket joint 
because your thighbone (femur) has a 
rounded head (ball) that sits in a 
rounded socket called your acetabulum. 
The underlying components in your hip 
consist of spongy smooth tissue called 
cartilage, a synovial sac which holds 
lubricating fluid and also ligaments and 
muscles that support and power the 
joint. These all work together to provide 
smooth movemen to perform daily 
activities such as walking, running, 
squatt ing and stairs. 

 
 
 

When your thighbone (femur) and socket (acetabulum) 
rub together it is because of lack of cartilage which causes 

pain, stiffness and deterioration of the bone surfaces. Joint 

damage can be caused by osteoarthritis, inflammatory 

arthritis, broken bones, and avascular necrosis (loss of 
blood supply to the bone). 

 
 
 
 

Osteoarthritis 
 
 
 
 
 
 
 

Total hip replacement (or total hip arthroplasty) is the 
surgical replacement of the ball and socket of the hip 
joint with artificial parts called prostheses. Your 
surgeon will remove the diseased/damaged bone 
surface using meticulous instruments. Your hip is then 
replaced with four components including the cup and 
the liner (socket), a smooth ball (head of your 
thighbone), and a stem (inserted into the thighbone) 
to stimulate a smooth and painless movement. 
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Pre-operative radiograph 

of a 58-year-old male 

with right hip pain due to 

advanced degenerative 

arthritis. 

Post-operative 

radiograph following 

total hip replacement 

through the anterior 

approach. 

 
 
 
 
 
 
 

Ant er ior  App roach Tot al Hip Repl acement  
 
 

In traditional total hip replacement surgery, your surgeon makes an incision 
along the side of your thigh to access your hip joint.  This involves cutt ing a 
muscle on the side of your hip that is then repaired by the surgeon. This 
muscle then needs time to heal.  As a result, there are various restrictions and 
precautions that must be followed. 

 
The anterior approach is an alternative to the traditional approach.  Your 
surgeon makes an incision on the front of your leg and is able to access your 
hip joint by going in between the muscles. The muscles are not cut and are 
relatively undisturbed.  This allows faster healing, helps reduce the risk of 
dislocation, and post-operative restrictions are not necessary.  In rare cases, 
some patients are not a candidate for this approach.  Your surgeon will discuss 
that with you and recommend the most appropriate procedure. 
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Potential benefits of the anterior approach include the following: 
 

 

ú Accelerated recovery time since muscles are not detached during the 
operation.  Each patient responds differently, but in general, activity 
progression is faster and the need for pain medication is decreased. 

ú No activity restrictions after surgery.  Unless your surgeon instructs you 
otherwise, you may put full weight on your leg as tolerated and have no 

precautions to follow. 

ú Possible stability of the implant sooner after surgery since key muscles 
and tissues are not disturbed during the operation. 

 
The anterior approach is possible because of a high-tech table and special 
instruments.  The table has padded leg supports that can be adjusted with a 
great deal of precision by your surgeon to help achieve excellent alignment and 
positioning of the implant. 

 
 
 

The Operat ing Table  and I ncision Line  
 

Following anesthesia the patient is laid flat on the ProFX orthopedic table. The 
carbon fiber struts that support the legs will move appropriately and manipulate 
the operated leg during surgery. The unique capabilities of the table facilitate 
the operation through this smaller and less invasive surgical approach. Not seen 
here are compression boots on the lower extremities which prevent intra- 
operative blood clot formation. 
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The procedure itself begins with the surgeon exposing the hip in a way that 
does not detach muscles or tendons from the bone ï a key att ribute of the 
Anterior Approach. The surgeon removes the diseased cup portion of the hip 
and replaces it with an implant. The surgeon then uses the specially designed 
table to rotate the operative leg so the foot points outward, extending toward 
the floor. This allows excellent access to the thigh bone, or femur, so the 
surgeon can replace the diseased portion of the bone with the stem implant. 
This is important since visibility is often limited due to smaller incisions. 

 
Side-by-side TV screens are used to provide X-ray views of the operative hip 
and the patientôs opposite hip. This comparison gives the surgeon the 
information used to determine the best positioning for an effective, stable hip 
replacement implant. The combination of this X-ray imaging and the high-tech 
table allows the doctor to seek more precise control over the patientôs leg 
length as well. 

 
The incision length, which is typically smaller than with standard surgery, varies 
according to a patientôs size, weight and other factors. The Anterior Approach 
lends itself to a relatively small incision because the hip joint is closest to the 
skin at the front of the hip. The muscle and fat layers are thinner than the 
muscle and fat tissue encountered when using other approaches on the side or 
rear of the thigh. The actual size of the incision for each patient varies. 

 
Patients typically will not have any precautions to follow after surgery.  Your 
surgeon will let you know if there are any. The anterior approach spares the 
major muscles of the thigh which allows patients to get back to activities of 
daily living with fewer limitations. 
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SCHEDULI NG AND PREPARI NG FOR SURGERY 

Count  Dow n Checkli st  

Once you have decided to proceed with surgery, there are a number of things that 

need to be taken care of before the day of the operation.  Following is a checklist.  For 

more specific information, please see the pages following. 

 
ú  Select the date for the surgery. 

ú  Determine appropriate blood replacement program as necessary.  Please read 

pg. 8. 

ú  Stop smoking before your surgery. 

ú  Have the necessary lab work completed at the hospital. Any difficulty in 

keeping your PAT appointments, please call the hospital, 585-2418. 

ú  Have your history and physical done within 30 days of surgery. 

ú  Have a preoperative office visit (optional) to ask questions and see the joint 

model. 

ú  Report important observations or changes. I f you have any changes in your 

physical condition such as a fever, sore throat, abscess, ulcer, nausea, 

vomiting, or diarrhea and you question your readiness for surgery, consult your 

primary care physician to assess and treat the problem. 

ú  Have any dental cleaning or other needed dental work completed. 

ú  Prepare your home and belongings to bring with you. 

ú  Review exercises and practice prior to surgery (pg. 24-25). 

ú  Start taking iron, multivitamin supplements, and vitamin C (pg. 9). 

ú  10 days before surgery stop Plavix if ok with your cardiologist. Obtain 

instructions for stopping Coumadin (warfarin) from cardiologist or primary care 

physician. 

ú  7 days prior to surgery stop aspirin or aspirin containing medications, Vitamin 

E, and Fish Oil. 

ú  5 days before surgery stop taking non-steroidal anti-inflammatory medications 

(excluding Celebrex). 

ú  3 days before surgery stop Aggrenox. 

ú  2 days before surgery take measures necessary to insure a good bowel 

movement the day before surgery.  Do not drink any alcohol for 48 hours 

before surgery; it delays emptying of the stomach. 

ú  Medications may be taken as instructed by the hospital assessment nurse on 

the morning of surgery.  I f you are on medication for high blood pressure, your 

heart, or asthma and have not been instructed what to take, please call The 

Christ Hospital assessment nurses at 585-1720. 

ú  The general rule is DO NOT EAT OR DRINK ANYTHING after midnight the night 

before surgery. 

ú  The morning of surgery:  You may shower, bathe, and shampoo before going 

to the hospital.  Remove any fingernail or toenail polish.  Wear comfortable 

loose fitt ing clothes.  Leave valuables, including jewelry, at home. 
 

I f you have any questions, please feel free to contact us at the following number: 
 

 
 

Offi ce:  51 3-79 1-5200  
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Select ing a  Date for Surgery 
 

Your primary care physician (PCP) can help you weigh the risks and benefits of surgery 

in light of your general health.  I f you have a condition that is being treated by a 

medical doctor other than your PCP, you may want to discuss your surgery with this 

physician.  You can choose a date with our office and we will schedule it at the 

hospital.  We will also verify your procedure with your insurance company, provide the 

hospital form for your pre-anesthetic physical examination, and if needed, fax or mail 

necessary orders for your blood replacement program. 
 

Blood Replacement  for Elect ive  Ort hopaedic Surgery  
 

We do everything we can to minimize blood loss during surgery.  Your blood pressure is 

lowered to cut down on bleeding, and cut blood vessels are cauterized. For many 

routine total hip surgeries blood replacement is not needed. However, it appears that 

your post-operative recovery and energy level are improved if you receive blood that 

you have pre-donated and stored for yourself.  Also, with larger more extensive 

surgeries, your surgeon may ask that you consider certain options in replacing some of 

your blood loss.  I f you are not anemic you may receive blood from a donor or you 

may be asked to donate one or two units of your own blood before surgery.  I f you are 

anemic, you may consider receiving a medication that stimulates your body to mature 

the blood cells it is already in the process of making.  This prepares them to be 

released when your body needs them after your surgery. 

 
Volunteer donor blood (blood bank blood) is blood donated by a member of the 

general public unknown to you.  Potential donors fill out an extensive health 

questionnaire and the blood is rigorously tested.  There are risks associated with 

receiving blood.  Current data shows the risks and complications to be equal between 

storing your own blood and receiving it back, as compared to receiving blood bank 

blood.  Sometimes, in emergency situations, even if you have stored your own blood, 

we may have to use volunteer blood if the amount of blood pre-stored for you is 

insufficient.  We would only do so in a rare, life-saving situation. 

 
Autologous (aw-tolô-o-gus) blood is blood donated by you and later given back to you. 

I t must be donated within forty-two days from the day of surgery.  There is no age or 

weight requirement for storing your own blood.  However, if you are anemic (hematocrit 

33% or less) the blood bank cannot take your blood.  There are also some medical 

conditions, such as some heart disorders, which might preclude you from donating your 

own blood. 

 
I f you donate, this is done through the Hoxworth Blood Center.  Autologous donations 

are arranged by appointment only.  After we confirm your surgery date and time with 

you, we will fax an order and you can call (513)  451 -0910 , Monday through Friday 

(non-holidays) between 8:30 a.m. and 4:30 p.m., to schedule your donations. 

Donations may only be given at the Clifton, Tri-County, or Anderson location. 

Please have the following information available when you call: 

  your legal name as it appears on your insurance card, address, and phone 

number 

  your social security number and date of birth 

  your weight, medication list and medical conditions 

  your surgery date and hospital 
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Erythropoietin (EPO), or PROCRIT, was approved by the FDA in December, 1996, for use 

with elective orthopedic surgery to help decrease the amount of blood bank blood 

needed for elective procedures.  I t is a hormone that we all have in our bodies that 

helps regulate how quickly our bodies produce and mature red blood cells.  I t has been 

used for a long time to help people who are chronically anemic from disorders such as 

chronic renal failure, chemotherapy for different cancers, or chronic illnesses such as 

rheumatoid arthritis.  I t is given in four weekly injections, starting three weeks prior to 

surgery, and with the last dose given in the recovery room following surgery.  This is 

only given to individuals with significant anemia prior to surgery. 

 
I t is advisable for everyone to take supplements prior to surgery.  I f you are not 

donating, start these 2 weeks prior to surgery.  I f you are donating your own blood, 

start from the day of your first donation, and if receiving Procrit,  start from the day of 

your first injection.  Supplements should include the following: 
 

a.  Mult ivit amin cont aining Folat e (Foli c acid)  and B12 ï to help your body 

build up your blood. 

b.  I ron ï There are multiple brands of iron supplements available over the counter.  

Time-released preparations are better tolerated than plain ferrous sulfate.  Check 

with your pharmacist about the brands your pharmacy has available and use the 

directions for the full supplementation. Taking iron can be upsetting to your 

stomach, and may also cause dark tarry stools and constipation.  I f it is 

constipating, you need to use a stool softener and a 

laxative with it. 

c.  Vit amin C ï 250 mg twice a day or 500 mg time-released. 

 
Smokers Should Know  

 

 

Smoking shrinks arteries, decreases blood flow, speeds your heart rate, raises blood 

pressure and increases fluid production in your lungs.  You will recover faster if you 

stop smoking before your surgery.  Smoking is not allowed anywhere in the hospital. 

 
Necessary Test ing  

 
Within 30 days of surgery, you will need to have a physical examination.  A current 

medical history and physical examination are necessary for you to receive an 

anesthetic.  Diseases such as diabetes and heart disease do not keep you from 

surgery, as long as they are under control.  Some conditions may make the risk of joint 

surgery too great (chronic infection or a recent heart attack or stroke).  I f you have 

any infection, (including bladder, prostate, kidney, gums, skin ulcers, or ingrown 

toenails) it should be treated and cleared up before undergoing joint surgery.  At this 

examination, you should verify your current medication list and discuss with your 

physician which medications to take the morning of surgery. 

 
About a week to ten days before your operation, common medical tests will be ordered 

and performed at the hospital where you will have your surgery.  The hospital nurse 

will call you to schedule these.  The results give your surgeon, primary care physician, 

and the anesthesiologist information they need to plan and manage your operation. 

We call these tests Pre-Admission Tests (PAT).  The basic tests include an 
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electrocardiogram (EKG) of your heart beat if you are over 50 or an insulin dependent 

diabetic, and an analysis of blood and urine specimens, and a nasal culture.  There is no 

special preparation for the tests.  You should eat normally and take your current 

medications the evening before and the morning of your tests. Based on your age and 

medical condition additional tests may be requested.  Occasionally special x-rays or CT 

scans may be required prior to your surgery. 

 
I f you have multiple medical problems or a history of difficulty following anesthesia 

from a previous operation, you may ask that an anesthesiologist evaluate you prior to 

your day of surgery by calling pre-admission testing.  They can schedule you with an 

anesthesiologist the day of your PAT. 

 
Pre-operat ive  Offi ce Visit  

 
One to two weeks prior to surgery you may come to our office for a preoperative 

appointment to make sure everything is in order.  This is an optional appointment for 

you.  People who have had other joints replaced or have gone through the process 

with someone close may feel it is not necessary.  For those who are going through this 

experience for the first time and have questions, it is highly recommended. 

 
During this visit you will have the opportunity to ask any questions you may have about 

your surgery.  In fact, as you read about your surgery and speak with others, it is a 

good idea to write down questions that raise concerns so that they may be addressed 

during this visit.  Just bring these with you to your appointment.  The nurse practitioner 

will generally see you first.  After addressing your concerns and being sure 

we know important aspects of your medical history, your planned surgical procedure, a 

model of the ñnew jointò, the hospital routine, postoperative pain control, and 

progression of activity will all be discussed.  I f you opt not to have a preoperative 

off ice visit,  your questions and information can be exchanged over the telephone.  I t is 

expected that if you have questions you will call us. 

 
I mport ant  Observa t ions t o Report  

 

 

I f your physical condition changes before surgery (for example, you could develop a 

cold, persistent cough, or fever), or if there is an important change to the skin where 

the surgery is to be performed, notify our office as soon as possible.  An important 

change would be an open draining wound or a localized area with swelling, redness, 

heat, tenderness to touch, or pain to pressure. 

 
Surgery and  Your  Curr ent  Medicat ions  

 

Tradit ional  no n-ste roidal  ant i -inf lam mat ory medicat ions (NSAIDs - pronounced 

EN-seds) should be stopped 5 days prior to your surgery.  These medications are listed 

on page 12.  The Cox-I I  no n-ste roidal  ( i .e. Celebrex )  does no t  need t o be 

st opped.  You need to read the labels of your medicines carefully to be sure you know 

their contents.  Sometimes they are labeled by commercial names and sometimes by 

their chemical (generic) names.  These medications can be re-started after you finish the 

blood thinner approximately 2 weeks after surgery. 
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Aspiri n or aspiri n-cont aining drugs such as Percodan, Excedrin, or Anacin, should 

be stopped 7 days prior to your surgery.  You must read the product label carefully.  I f 

it contains aspirin, acetylsalicylic acid (ASA), or any form of salicylate, it meets the 

criteria to be stopped.  Some of these drugs are listed on page 12 . 

Vitamin E and Fish Oil supplements should also be stopped 7 days prior to surgery. 

 
Plav ix , should be stopped 10 days prior to surgery.  Please discuss this with your 

cardiologist or primary care physician. 

 
Coumadin (w arfari n)  ï please check with your cardiologist or primary care physician 

for instructions regarding when to stop. 

 
Aggrenox should be stopped 3 days prior to surgery if this is ok with the prescribing 

physician. 

 
Pain medication without aspirin, like Extra Strength Tylenol, Darvocet, Percocet and 

Tylenol with Codeine may be taken up until the night before your operation. 

 
I f you take medicines prescribed for high blood pressure, breathing, heart condition, 

seizures, or cortisone preparations, the hospital pre-surgical nurse or one of your 

physicians will instruct you on what to take the morning of surgery.  Those who use 

insulin or an oral agent for diabetes also need special instructions. 

 
You need to have an adequate bowel movement before coming to the hospital.  I f you 

have no history of bowel problems, you probably can assure this with your diet. You 

may take a laxative or suppository of your choice two days before your scheduled 

surgery if you tend to need this type of treatment regularly or on a periodic basis. 

Over the counter products are sufficient.  The majority of people do not need to give 

themselves an enema.  Unlike stomach surgery you will be given liquids and food as 

your stomach allows.  Most people are back on a regular diet the day after surgery. 
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Examples of  Prescr ipt ion and  Over t he  Coun te r NSAI Ds 
 
 
 

Gene ri c Name  Some Brand Nam es 

 
Aspirin compounds 

(acetylsalicylate) 
Anacin, Ascripton AD, Bayer 

BC Powder, Bufferin, Excedrin, Ecotrin, Zorprin 

Non-aspirin salicylates  Arthropan, Disalcid, Magan, Trilisate 
 

 

Diclofenac  Voltaren* 

Fenoprofen  Nalfon* 

Flurbiprofen  Ansaid*  

Ibuprofen  Advil, Medipren, Motrin* , Nuprin, Rufen 
 

 

Indomethacin  Indocin* 

Ketoprofen  Orudis* 

Meclofenamate  Meclomen* 

Mefenamic acid  Ponstel 

Naproxen  Naprosyn, Aleve* 

Naproxen sodium  Anaprox* 

Phenylbutazone  Butazolidin* 

Prioxicam  Feldene*  

Sulindac  Clinoril* 

Tolmetin  Tolectin*  

 
* Can affect liver or kidneys.  Need to have blood tests periodically (CBC, Liver 
Function tests, serum creatinine) by your primary care physician. 

 

 

Cox I I  Non-steroidal, Celebr ex ,  does not  need to be stopped prior to 
surgery. 
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Some Comm only  Used Pain  Medicat ions  
 

 
 

Pain  Medicine  
 

Tylenol 

Gener ic or Ot her Names 
 

Acetaminophen, APAP 

Comme nt s 
 

*  

 Phenaphen  

Anacin, Bayer, 
Bufferin, Easprin, 
Ecotrin, Excedrin, 
Zoprin 

Aspirin compounds ASA, * *  

Codeine Codeine A, Rx, ** *  

Darvon Propoxyphene H, Rx, * * *  

Darvocet Propoxyphene & APAP H, Rx, ** *  

Emprin (with) 
Codeine 

Aspirin and Codeine A, Rx, ASA, ** *  

Fioricet Butalbital with Tylenol H, Rx, ** *  

Fiorinal Butalbital with Aspirin H, Rx, ASA, ** *  

Percodan Oxycodone, Oxycodan A, Rx, ASA, *** *  

Percocet, Roxicet Oxycodone with Tylenol A, Rx, *** *  

Talacen Pentazocine + Aspirin H, Rx, ASA, ** *  

Ultram Tramadol A, Rx, ** *  

Vicodin, Lortab Hydrocodone with APAP H, Rx, ** *  

 
 
 

Legend t o Comment s 
 

ASA: contains aspirin A: addictive * degree of pain relief 
APAP: acetaminophen Rx: needs prescription H: habit forming 
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Pre par ing Your  Home 
 

For your safety, do what applies to your situation: 
 

  Move all throw rugs out of your path. 
 

  Move all footstools, plant stands and other low floor items. 
 

  When you get home, keep pets in another area of your house until you are 

settled. 

  Remove or tape down any cords or wires. 
 

  Have a non-skid mat for inside and outside of the shower. 
 

  A handrail is recommended if you have steps leading into or in your house. 
 

   Have a chair with arms for getting up and down easily. Recliners, soft chairs, 

rocking chairs, and low sofas may be difficult to get out of for hip and knee 

patients depending on your height. 
 

  Going home in a car with bench rather than bucket seats may be easier. 
 

 
 

For your convenience, do what applies to your situation: 
 

  Move things you might need (magazines, medications, phone, cooking 

utensils) so you can reach them easily. 
 

  Have the supplies you need at home and ready for use. 
 

  Have an oral thermometer available. 
 

   Have telephone numbers of helpful friends, your doctor, etc. by each phone in 

case of an emergency.  Have paper and pencil by the telephone to take 

messages and your calendar for noting the dosage of your medication when 

you come home. 
 

  Have a telephone near you in your living area and by your bed. 
 

   I f your bed is on a separate floor from the bathroom, you may want to 

consider having a bed temporarily located on the same floor as the bathroom 

or using a bedside commode.  These can be ordered for you while in the 

hospital depending upon your needs. 
 

   Place night-lights in the hallways or have a flashlight handy for nighttime trips 

to the bathroom. 
 

  Have some nutritious meals or frozen dinners available ahead of time. 
 

   Be prepared to rest completely for at least one hour, two times each day.  Part 

of this time is with your feet higher than your heart (see page 24 ).  You 

should not allow phone calls, television, or visitors during rest periods. 
 

  An apron with pockets is useful to carry small items around the house. 
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What  t o Br ing t o t he  Hospit al  
 
 

On the day of surgery, bring only what is essential for that day. 

  Medical insurance card(s) (Medicare and/or other) and Prescription card. 
 

  Blood donor card and tag or arm bands, if you have set up blood. 
 

  A list of your medication(s) including the name of each medication, its dosage, 

how many milligrams (mgs) and how often you take each one.  Do not bring 

your  own  medications, unless instructed to do so by anesthesia.  Doing so 

causes confusion.  Nurses prefer to dispense all medication so that they know 

what you are gett ing. 
 

  A list of important phone numbers, including those of friends you might need 

to call while you are at the hospital. 
 
 

I f your surgery requires a planned hospital stay, have your family or friends bring your 

other belongings the next day: 
 

  This manual. 
 

  Toiletries:  Toothbrush, toothpaste, comb, etc. 
 

  Eyeglasses, contacts, hearing aids, if needed, and their cases. 
 

  Front  closing  mid-calf  to  knee-length  robe  (a  longer  robe  makes  walking 

difficult)  with loose fitting arms.  Avoid over-the-head styles. 
 

  House shoes with non-skid soles, closed heel and toe. Gym shoes are fine. 
 

  The hospital will provide you with a gown to wear in bed, but you may bring 

your own pajamas if you wish. 
 

  Underwear and gym shorts or loose fitt ing pants. 
 

  Crutches or walker: if you already have these, have someone bring them to 

the hospital after surgery.  I f not, they will be provided for you to take home 

when you leave the hospital. 
 

  Do not bring credit cards, jewelry, valuable items, or more than $5 in cash. 
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POTENTIA L COMPLI CATI ONS OF HI P REPLACEMENT SURGERY 
 

Like most things in our lives, even the most minor of surgical operations carries some 

risk of a complication occurring.  As you read this you need to keep in mind that hip 

replacement surgery is very successful, and complications are relatively uncommon, 

considering the complexity of the procedure. 

 
With any surgery there are the risks of anesthesia, of bleeding too much and of 

infection occurring.  With total hip replacements, the most common complication is 

blockage or blood clots in the legs, the most serious complication is infection, and the 

most important long-term complication is loosening of the prosthesis. 

 
Anesthetic complications can occur.  When your anesthesiologist sees you before 

surgery, the risks involved with the type of anesthesia you will have can be discussed 

and any concerns addressed. 

 
Bleeding complications usually are due to the fact that small blood vessels are cut or a 

larger blood vessel is injured during the course of the operation.  All care and 

precautions humanly possible are taken to avoid blood loss or injury to surrounding 

tissues.  There is a blood vessel that goes in front of your hip that is very close to the 

surgical area.  Therefore, it is at risk for gett ing nicked.  I f this happens, there is more 

bleeding and blood loss and there is a vessel that needs to be repaired.  For the repair, 

a vascular surgeon is called if needed.  This is a very rare occurrence. 

 
During your surgery, the small blood vessels are cauterized to control bleeding, your 

blood pressure, and the amount of blood loss are monitored continuously.  Your blood 

count was checked prior to surgery and will be checked right after your surgery, the 

next morning and the evening of the second day.  I f your blood counts go below the 

recommended levels or you are symptomatic for anemia, you will receive blood 

replacement, which is a transfusion.  With hip surgery, if a transfusion is needed, 

usually 2 units of packed red blood cells are given.  Some people choose to pre-donate 

their own blood or for longer, more complicated surgeries, your surgeon may ask that 

you pre-dontate (see blood replacement, page 8).  I f more than 2 units are needed, 

the additional units come from the blood bank.  Currently donors are screened much 

more than in the past and donated blood is put through a series of extensive tests 

before it is released for transfusion. 

 
Any time our skin is cut, bacteria get into our bodies and are fought off by our immune 

system.  Despite routine surgical procedures, infection from surgery of any type is 

always a risk.  Special precautions are taken to avoid introducing an infection at the 

time of joint replacement surgery; a special ventilation system is used in the operating 

room and antibiotics are given to you before and for twenty-four hours after the 

operation. 

 
Some individuals are more prone to develop infections; if their immune system is 

impaired by certain medical conditions, if they need to take certain medications that 

delay wound healing, if they have had an infection in the affected joint or anywhere 

else in the body at the time of surgery.  I nfections of the bladder, prostate, kidneys, 

gums, and skin ulcers should be cleared up by appropriate treatment before the day of 

surgery. 
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The artificial joint can become infected many years after the operation.  Bacteria can 

enter and travel through the blood stream from a source elsewhere in the body, such as 

from an infected wound, or a gallbladder infection.  Even regular dental work can 

release bacteria into the blood.  Patients who have had joint replacements must take 

antibiotics by mouth before any dental work (see ñFollow Up Careò) and must have all 

infections attentively treated.  Any future procedure that will require stitches or staples 

for skin closure is also an indication for antibiotics.  Common viral infections, like colds, 

do not present a risk of infecting the artificial joint. 

 
Blood clots in the veins (DVT or deep venous thrombosis) of the legs are the most 

common complication of hip replacement surgery.  Swelling from the surgery and 

decreased activity may lead to slowed circulation in the affected leg.  The speed at 

which our blood clots varies from individual to individual.  I f clots develop and remain in 

the legs, they are a relatively minor problem.  Occasionally, they dislodge and travel 

through the heart to the lungs (pulmonary embolism).  This is a potentially serious 

problem, since (very rarely) death can result from embolism.  Ankle exercises, early 

mobility, use of blood thinners and attention to swelling are all aimed at avoiding and 

preventing blood clots from forming or progressing.  Blood clots can occur despite all 

these precautions.  They are usually not dangerous if appropriately treated, but may 

delay your recovery, your discharge from the hospital, or be cause for re-admission 

once you have gone home. 

 
Loosening of the prosthesis from the bone is the most important long-term problem. 

How long the bond will last depends on a number of factors.  On-going research and 

technological developments continuously work at advancing what is known about the 

fixation of the components and how best to accomplish it.  Some of the factors are 

influenced by what the patient does.  We know that excessive force on the implant can 

cause the bond to loosen.  The other important factor you control is your weight.  For 

every pound you gain, it adds three pounds of force across the hip with each step you 

take. 

 
Dislocation of the hip replacement occurs in a small percentage of patients (some 

surgeons report as high as 4%).  Dislocation means that the metal ball slips out of the 

socket.  I n the first weeks after surgery, the ball is only held in the socket by muscle 

tension.  I t is during this time as muscle strength is returning that the hip is more likely 

to dislocate.  As the incision heals, scar tissue forms around the joint and makes a 

snug enclosure or capsule.  How soon this healing occurs is at an individual pace. 

Replacements in people who are grossly overweight, replacements in people with poor 

muscles, and revision hip replacements are more likely to dislocate.  Historically some 

patients have gone on to develop repetitive dislocations, requiring either a brace to be 

worn for several months and/or further surgery to correct the problem. 

 
I f the hip does dislocate, it is usually a simple matter for the physician to pull on the 

extremity and ñpopò the hip back into place and one you will not forget.  In the event 

of a dislocation, you may be put in what is called a hip spica cast that holds the hip in 

a fixed position for six weeks, enabling the soft tissue swelling inside to resolve and to 

minimize the possibility of any further dislocation. 
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There is a nerve that goes behind the hip joint.  Your surgeon does not see this nerve 

at the time of surgery.  For reasons not completely understood, in about 1% of hip 

replacement surgeries this nerve gets ñirritatedò.  It tends to happen more in patients 

who have had previous hip surgery, though it can occur in first time surgeries as well. 

Even though many studies have been done to try to determine the cause, researchers 

have not been able to determine exactly what causes it or why it happens.  I f it 

happens, it does heal in most cases.  The way a nerve heals this injury is to move the 

bruised spot down and out the end of the nerve.  I t moves the bruise about 1 mm a 

day and the end of the nerve is in your foot.  We tell you this not to scare you but to 

make you aware that it could potentially happen.  Care is taken in how you are 

positioned and how much change in leg length is corrected.  While you are waking up 

in recovery, they will ask you a number of questions.  Someone will touch your foot 

and ask you to wiggle your toes to check function and sensation of the nerve. 

Someone every shift for the next few days will do this check.  When it has been 

impaired, then measures are taken depending upon the extent of your activity 

limitation or your inability to rest. 

 
There is also a nerve in the front of your thigh that can get irritated by the hip incision. 

This nerve only affects sensation in your thigh, not function or movement.  I f this 

occurs, it typically resolves over time.  As discussed above, when nerves are irritated, 

they heal very slowly.  I n very rare cases this numbness may not resolve, but it will not 

affect your hip or legôs ability to function. 

 
Extra bone formation (heterotrophic bone) around the artificial hip develops 

approximately 1% of the time.  I t causes the hip to be stiffer than desired.  This is 

more likely to occur in younger males with severe osteoarthritis.  Small amounts of 

heterotrophic bone appear frequently around hip replacements but do not cause a 

problem.  I t is very rare to have large amounts of bone causing severe stiffness.  I t 

can be treated by surgical removal of the bone once it is ñmatureò.  Radiation therapy 

may be recommended to try and prevent heterotrophic bone formation.  Such radiation 

treatment is administered in the x-ray department just prior to surgery.  I f you need 

radiation, the risks will be discussed with you by the radiotherapy doctor. 

 
Fracture of the femur rarely occurs during hip replacement.  I t is more common during 

revision hip surgery.  Occasionally the femur may be accidentally perforated during 

first time or revision hip surgery.  I t can also fracture later from any traumaðsuch as 

falling down stairs. 

 
Pressure sores on the tailbone and heels may develop if you stay in one position too 

long.  Normally we move frequently in our sleep and all during the day.  This changes 

the amount of pressure over our bony parts.  With the reluctance to move because of 

the recent surgery and the increased amount of time spent sleeping either from pain 

medication or for recuperation in general, this ability to change position frequently on 

your own is diminished.  Pressure sores can be avoided by changing your position 

every two hours.  With orthopaedic surgery, this also helps with your pain control.  A 

position that feels really good when you first get there will soon be uncomfortable 

because your body wants to move.  When you need help to change your position, call 

the nurses to help you until you have learned how to do it on your own. 
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The length of the leg may be changed by the surgery.  Getting leg lengths exactly right 

can be very difficult.  Some leg length difference may be unavoidable.  Shoe lifts may be 

necessary if the difference is more than a quarter of an inch.  When the leg is more than 

an inch short to begin with, it may be impossible to equalize the legs for fear of 

damaging the nerves.  Sometimes the leg will be deliberately lengthened in order to 

stabilize the hip or to improve muscle function.  In the first weeks after surgery, some 

patients complain that the operated leg feels ñtoo longò even when the legs are perfectly 

equal in length.  This is an artificial sensation which will resolve itself after a few weeks. 

 
Residual pain and stiffness can occur; this is pain that lasts beyond your recovery.  The 

completeness of the pain relief and the degree of mobility is partially determined by your 

hip problem before surgery.  Rarely, patients have pain after surgery which 

cannot be explained. 

 
In virtually all cases the surgery will make a significant improvement in your pain and 

mobility.  While there is always a risk of complication, every effort is made to prevent 

them.  Should you develop a complication, we will give every effort to ensure a good 

result.  In most cases, you will have a pain-free hip, and it will feel ñnormal.ò  This 

transition to normalcy can take up to 9-12 months. 

 
WHAT TO EXPECT AT THE HOSPI TAL 

 

 

Patients are admitted to the hospital the same day as their surgery.  After you register, 

you are taken to where you prepare for your surgery.  The anesthesiologist will see 

you there and discuss anesthetic options and risks.  He or she will discuss the 

advantages of general, spinal, or epidural anesthesia.  You and the anesthesiologist 

make the final choice of anesthetic.  You will typically have general anesthesia with a 

nerve block. 

 
Before going to the operating room, you will be given sedatives.  You will be taken to 

the operating room about an hour before the operation for anesthesia and other 

necessary procedures. 

 
After surgery is completed, you will be placed in your bed, which has been prepared 

and brought to the operating room for you.  Then you will be taken to the post- 

anesthesia recovery room until you wake up. 

 
When the operation is over, your surgeon will meet with relatives or friends in a 

consultation room at the surgical waiting area to give them a progress report. 

 
Anest hesia  and Post -Operat ive  Pain  Management  

 

 

For your surgery your anesthesia is given by an anesthesiologist from The Christ 

Hospital.  Operations as involved as total hip replacement require strong medications 

in order to relieve postoperative pain.  Your surgeon typically orders a nerve block. 

Another option may be an epidural or a PCA machine to assist with your postoperative 

pain control.  You will meet with the anesthesiologist at the hospital on the day of your 

surgery.  Prior to this time, your history and physical exam, blood work, EKG and chest 
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x-rays have been reviewed.  Questions and concerns about your anesthesia or previous 

anesthesia experiences can be discussed with the anesthesiologist.  The 

anesthesiologist will discuss the options with you, as well as help choose a method for 

postoperative pain management.  They will continue to monitor and adjust pain 

modalities as needed after surgery.  An anesthesiologist is available 24 hours/day if 

problems should arise. 
 

Lumb ar Plexus Nerve Block  
 

    A small catheter is placed in the lower back by the anesthesiologist using a 

nerve stimulator.  A single injection of numbing medication is given around the 

nerves that affect the hip and will last 12 to 24 hours. 

    Advantages:  Single leg numbness, less narcotic use, less narcotic side effects, 

earlier ambulation and  possible earlier discharge 

    Disadvantages:  Procedure done before surgery, operative leg weakness until 

the block wears off. 

For further information on the block, you may watch the video at the following link: 

https: / /www.thechristhospital.com/?id= 589&sid= 1 

 
An anesthesiologist will attend to any pain-related problems you might have on an as- 

needed basis.  Due to the extra time and personnel that postoperative pain 

management requires, there is an additional charge for these services.  I f you are 

concerned with insurance coverage, please contact your insurance company prior to 

surgery.  Feel free to call and discuss any concerns that you might have regarding 

postoperative pain relief.  The phone number for medical questions is 585-2482, 8 a.m. 

to 4 p.m., Monday through Friday.  See Pain Control below. 

 
What  t o Expect  af t er Leaving t he  Operat ing Room  

 

 

You will wake up in the recovery room.  Many people feel cold when they wake up 

after surgery so warm blankets are available if you need them.  Monitors will measure 

your blood pressure, heartbeat, and breathing.  While you are in the recovery room, a 

blood sample will be drawn to check your blood count and an X-ray may be taken to 

check your surgery.  You will be in the recovery room for about two hours. 

 
Patients are usually moved to the orthopaedic floor.  Some patients are admitted to the 

Intensive Care Unit (ICU) for twenty-four hours before being transferred to the 

orthopedic floor.  This does not necessarily mean that their condition is critical, but the 

surgeon may feel the need for closer monitoring because of age or preoperative medical 

problems that increase risk. 
 

Pain  Cont rol  
 

 

To help control pain after surgery, you may also be given Celebrex (an anti- 

inflammatory), Oxycontin (pain medication), and Lyrica.  Celebrex is continued for 2 

weeks following surgery and then you will be given a different pain medication as 

needed.  Lyrica and Oxycontin will only be given during your hospital stay. 

 
After 12 to 24 hours, the lumbar plexus nerve block will have worn off.  With this 

change, other oral pain medication is ordered.  You  mu st  ask for these.  Depending 

on the medication used, they can be taken every four to six hours if needed. 
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Ant icoagula t ion  
 

 

In order to prevent blood clots from forming, most patients with leg surgery are given a 

blood thinner or anticoagulant.  I f you have been taking an oral anticoagulant, such as 

Coumadin, it will be restarted as soon as possible.  Once you go home from the 

hospital, it will be monitored by your PCP or physician who normally monitors it.  For 

those patients who do not normally take Coumadin, you will be prescribed a blood 

thinner called a low-molecular-weight-heparin (LMWH).  This medication comes as a 

liquid and is given with a small needle, like insulin.  I t is usually a once a day dosage 

and comes already drawn up from the pharmacy.  The nurses at the hospital will teach 

you or a caregiver how to give this injection in your abdomen.  The regular course of 

this therapy is for fourteen days following your surgery.  I f an epidural anesthesia is 

used, the first dosage is delayed until several hours after the epidural catheter is 

removed. 

 
Everyoneôs insurance coverage is a litt le bit different and you may or may not have 

coverage for the blood thinner.  We will call in a prescription to your pharmacy for 

Lovenox (Enoxaparin) 40 mg 2 weeks prior to surgery.  This is to allow us time to get 

a prior authorization from your insurance company if necessary.  DO NOT PI CK I T 

UP unt i l  yo u go ho m e f rom the hospit al.  Depending upon you r lengt h of 

st ay, you may no t  need it  once you get  hom e. 

 
For individuals who have no prescription coverage and a limited income, the 

manufacturers have a program that you can request to get the medication at a 

reduced cost.  This too requires some time to process the request and to verify the 

circumstance.  I f you are in this category, you need to discuss it with your pharmacist 

or call our office to help enroll you in one of these programs. 

 
While you are in the hospital, please let the nurses or doctors know if you have calf 

pain, chest pain, or shortness of breath. These may be signs of blood clots.  I f you 

were to form blood clots, your physical therapy would be interrupted until you have 

been diagnosed and treatment started. 

 
Ot her Medicat ions  

 
Medications are also ordered for fever, blood replacement, constipation, antibiotic 

coverage, sleep, and nausea. 

 
I f you run a fever, you will be given Extra Strength Tylenol (acetaminophen).  Please 

note that practically every patient runs a temperature up to 99.5 or even 100 degrees 

in the first few days after orthopedic surgery.  I f your fever goes over 101 degrees, it 

starts to be a source of concern. 

 
Your blood count (hemoglobin and hematocrit, H & H) will be monitored on a daily basis 

for a few days, and you will be given iron supplements and blood transfusions as 

necessary.  All patients taking iron also get stool softeners, but many patients still 

develop constipation and need a mild laxative on the second or third day after surgery. 

I f you need a laxative, ask the nurse for one. 
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Patients are given antibiotics to prevent infection.  They are started just before the 

operation and continue for twenty-four hours after surgery. 

 
I f you are having difficulty sleeping, you may ask for sleeping pills.  The nurses will not 

automatically give them. 

 
Some people experience nausea from extensive bone surgery, as well as from the 

anesthetic or pain medication.  I f this occurs, there are orders for medication to 

reverse this effect. 

 
Draina ge Tubes 

 
Without a tube in the bladder (catheter), many patients have difficulty passing urine 

right after surgery.  To avoid the consequences of an over extended bladder, a catheter 

is inserted in the operating room and is usually removed the second day after your 

surgery. 

 
Suction drainage tubes are sometimes placed at the surgical site to remove any excess 

blood or fluid that collects.  I f inserted, these drains are removed the day after 

surgery. 

 
Oper at ive  Wound and Dressing  

 
Your incision dressing is usually changed on the second day.  I t is not uncommon to 

have some seepage from the wound the first week.  You will have a waterproof 

dressing called Tegaderm applied which will allow you to shower.  You may leave this 

on for 2 weeks unless drainage seeps through.  Once your incision has remained dry 

for twenty-four to forty-eight hours, you may also leave it uncovered. 

 
The outer skin edges are held together with skin staples.  These are removed once the 

incision has healed, usually around ten to fourteen days after surgery.  For instructions 

once you go home, see Incision Care after Surgery. 
 

Physical  Therapy 
 

The physical therapist will get you up on the first day after surgery, and will remind 

you about the amount of weight to put on your operated leg.  Usually you can put as 

much weight as is tolerated. I f your weight-bearing is limited, your surgeon will 

instruct you when you can put more weight on it.  Generally, this decision is made 

after follow up x-rays and evaluations. 
 

Eat ing Again  
 

You will be returned to your normal diet gradually after surgery.  A good diet is 

important to hasten the healing process.  Drink plenty of fluids to keep your kidneys 

flushed and your bowels regular. 
 

An Ext ended St ay  
 

Patients who progress at a slower pace or have no one to help them once they get 

home, may qualify to go to a rehabilitation unit, a sub acute unit, or a skilled nursing 
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facility for additional therapy and general care.  I f this is your situation, the length of 

time for an extended stay depends on your rate of recovery.  Members of your 

healthcare team (physical therapist, nurse, and social worker) will help you and your 

family decide which of these choices is best for you after surgery.  I f you have an idea 

of where you want to stay, you may want to visit that facility before your surgery.  You 

may also call Barbara London, LISW at The Christ Hospital at 513-585-1254 with any 

questions.  You will need to follow-up in our office after your stay.  Please call 513- 

791-5200 and arrange your appointment. 
 
 
 

Act ivi t ies t o Promot e a Speedy Recover y 
 

 

To help with a speedy recovery and to help prevent problems after surgery, there are 

some routines and exercises that you will be taught and reminded to do. 

 
Deep Breat hing and Coughing  
Your lungs consist of many air sacs, which get larger when you breathe.  When awake 

we  periodically take a deep breath and blow off extra fluid from these tiny air sacs. 

When you are sleeping more because of the anesthesia and pain medications, you do 

not take  these deep breaths.  Fluid and mucus tend to build up in the air sacs.  I f 

allowed  to  collect,  pneumonia  can  develop  and  slow  down  your  recovery.  After 

surgery  you  must  make  a  conscious  effort  to  ñdeep  breathe  and  coughò  to  help 

prevent postoperative pneumonia by following these steps: 
 

1.  While in bed, lie on your back with both legs straight or sit upright in a chair, 

feet flat on the floor.  Have your hands on your rib cage. 

2.  Take a deep breath in through your nose.  Try to make your stomach bulge out 

and ribs move out. 

3.  Blow out air long and slow through your mouth.  When you breathe out try to 

make your stomach sink in and your ribs move in. 

4.  Repeat steps 2 and 3 three times. 

5.  On the fourth breath, hold your breath for three to five seconds.  Then cough 

deeply three times in a row. 

 
Mini m ize Sw elling  

 
Normally when we are up walking, our leg muscles help our circulation by squeezing on 

the small blood vessels in our legs.  This helps push the blood in the legs back to our 

hearts against gravity.  After surgery you are not walking normally so this assist is 

minimal and, if you sit for prolonged periods, your whole lower leg will become 

swollen. 

 
This swelling and inactivity slows the circulation in your leg and leads to other 

problems such as clots forming (thrombophlebitis) and possibly breaking loose and 

going to the lungs (Pulmonary Embolus).  Either development is considered a 

complication and slows your recovery tremendously.  To help avoid such a 

development and to improve the circulation, you need to exercise to improve your 

circulation and pay attention to the amount of swelling present. 
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Leg Eleva t ion.  As long as swelling is present, 

you need to position your leg so that your foot is 

higher than your heart periodically during the day, 

between  breakfast  and  lunch,  lunch  and  supper 

and  in  the  evening.  While  in  this  position  for 

twenty to thirty minutes, do your ankle pumping 

exercises. 
 
 
 

 
Ankle  Pumps.  These can be done with your 

leg elevated or with your leg straight and your 

heel supported off the mattress by a pillow under 

your lower leg. Move your foot up and down. 

Make circles with your ankle without turning your 

leg.  Make circles to the right and to the left or 

write the alphabet. 
 

In fifteen to twenty minutes you should notice 

that there is a release of the tight full feeling of your leg and the skin about the ankle 

is looser.  Your leg should be less swollen in the morning after being in bed all night. 
 

 
 

St re ngt hening  Your  Leg Muscles 
 

To regain control of moving your leg, you will be instructed in exercises and helped by 

the  staff to start moving very soon after your surgery.  The basic exercises are as 

follows: 

 
Quad  Set s.  (Isometric Set of the Quadriceps) 

Lie on your back with your legs straight.  Tighten 

your  thigh  muscle  by pulling  your  foot  toward 

your  face and pushing your knee down into the 

bed. Hold for a count of five; donôt hold your 

breath. 
 
 
 

Heel Sli des. Lie on back with your legs 

straight.  Begin to bend one knee and slide your 

heel toward your body.  Slowly slide your foot 

down, returning to starting position. 
 
 
 
 
 
 
 

Glu t eal  Set  (Isometric set of your buttocks). 

Lie on your back.  Squeeze your buttocks 

together tightly. Count to five. 
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Short  Arc/ Termin al Extension . Lying  on 

your back or sitting propped up, place a fairly firm 

support six to eight inches high under your knees 

so they are slightly bent.  Keeping your thigh and 

knee   on   the   support,   raise   your   lower  leg 

(extending  your  knee  fully).   Hold  your  quad 

(thigh muscle) as tight as possible, pushing down 

into  the  support,  for  a  count  of  five.  Relax, 

lowering your foot  completely.  REPEAT. 

 
St raight  Leg Raises. Lying on your 

back, with your operated leg straight and 

your unaffected knee bent, do a quad set. 

Lift the entire leg up off the bed (mat) 

about six inches. Do not take it higher than 

the other knee.  Hold it as straight as 

possible for five seconds.  Lower your leg 

gently and relax.  Repeat as instructed. 
 
 

 
PREPARI NG TO GO HOME 

 
You will be allowed to go home when your temperature is normal, when you are able 

to get in and out of bed, and when you can go to the bathroom by yourself.  Most 

patients reach this goal within one to two days. 

 
I t is better if someone can be at home with you for at least portions of each day to 

assist you with gett ing things, meal preparation, shopping, etc.  Constant nursing care 

is rarely needed at home. 

 
Before you go home, it is important that many of the things that have been discussed 

are now actually well known to you and implanted in your mind. You need to know: 

 
  How to reach us in case you have concerns. 

  When and where your follow up appointments are. 

  What medications to take, those from before your surgery, those since your 

surgery, and, if on Coumadin, when your next blood test will be. 

  How to care for your incision.  I f it has drainage, know how to take care of it 

and the supplies with which to do so. 

  What exercises you are to be doing whether on your own or with a therapist 

and how much weight you are to be putting on your leg. 

  All the equipment you may need in relation to your leg: walker and/or 

crutches, bedside commode, reacher, sock helper, long sponge, bath bench, 

and hospital bed with trapeze.  Not everyone needs all of these items, so the 

necessary items can be ordered while you are at the hospital. 

  What to do if your leg swells (page 23 ï 24 ). 

  Things to report to us: fever, change in pain, new drainage from your wound 

or drain site or change in the character of the drainage you are having. 
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