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Anterolateral approach:

Patient is positioned supinely on the surgical table, with the surgical side at the edge of the table
and a small pillow under the butt of the affected side. The incision is from proximally about 2.5
cm lateral to the anterior superior iliac spine, curving distally and posteriorly across the lateral
aspect of greater trochanter, and to a final point about Scm distal to the trochanter tubercle. Dissect
through the interval between tensor fasciae latae and gluteal medialis. Retract gluteal medialis
muscle posteriorly and tensor fasciae latae anteriorly. Externally rotate the hip then, either divide
the insertion of anterior part of gluteal medialis from the greater trochanter, or, perform the greater
trochanter osteotomy. Put two retractors next to superior and anterior edges of acetabulum and
do the arthrotomy longitudinally along the superior border of femoral neck, externally rotate and
dislocate the femoral head.
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Lateral approach:

Patient is lying supinely on surgical table, with the lateral side of affected hip at the edge of table.
The incision is started from 5 cm proximal to the tip of greater trochanter, going distally through the
center of greater trochanter , and 5 cm more along the femoral shaft. After incise the subcutaneous
tissue and deep fascia, retract tensor fasciae latae anteriorly and gluteal maximus posteriorly,
dissect the gluteal medius from this layer and expose the anterior capsule. Perform the “T” shape
arthrotomy and then do the neck osteotomy.
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Posterolateral approach:

Lateral decubitus position with the affected hip on the top. Put the protective pad under the
collateralmalleolus and knee. Place a pillow between knees. The incisionis generally centerd on
greater trochanterl starts from a point about 6 cmanterior to the posterior superior iliac spine, going
distally along the direction of fibers of glutealmaximus to greater trochanter then turn to a direction
along femoral shaft going distally for another some centimeters. The length of the incision can be
adjusted by Surgones. This is the most common incision with very good exposure.
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Z. BEFABBERT/MIOFATNSHFANGE, XRBIRABMIAEIIO.
The instrument set s suitable for small incision THA with different approaches. In this
example the Posterolateral approach approach is used.

=. &3 Osteotomy

1. XTHL, MRXTEENTETREIFEE.

Hip dislocation.If facing a stiff hip, we may perform femoral neck osteotomy first.
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2. R#EBERR7/\EE £0.8-1.5 cm
NEE. EERELEE.
The usual plane for neck
osteotomy is about 0.8-1.5cm
above the lesser trochanter. Use
the osteotomy-guiding ruler to
mark on the neck and do the
osteotomy perpendicular to the
neck.

3. REREE

osteotomize the neck with the
oscillating saw.

4 FIENSLESENL
remove the head with the
Cork-screw.
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P9, 4hEBEEEI  Acetabulum reaming

1. AP ERHWAMS, FREFRBHANNEESR, REFRBXTE, WRARHE
BB ERERERNEE, VIRIAEE. EHEHIXTE, IESEERERERY
HISMHELNRE, MMISEACEREE. #REIBNIE,

After fully expose the acetabulum with retractors, capsule must be reserved as far as
possible , excise labrum and osteophytes.

§?{’?
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2. RRELMERNHARELIES,

Measure the size of the resected femoral head .

~.
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3. ALRBLER/NFESHTEEAL (). S04 AI6HMETHAY) SME/NEMER
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Start to ream the acetabulum with a reamer 2 sizes smaller than that of the resected
head, or begin with the smallest reamer(Notice:when start with the smallest reamer,
be careful not to medialize too much.) The orientation of the reamer must be attention
,the abduction is general 40 to 45 degrees can be attained by templating X-ray film
pre-operation ,the anteversion of the reamer should be kept parallel to the Transverse
Acetabular Ligament with the inferior edge sitting just inside the Transverse Acetabular
Ligament.

4, ABHAMESRANRE, EERAAEENS UL GEERARNES) .

Ream the acetabulum until bleeding subchondral bone appear.
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5, ASRE—THHALRRSHEEEN, REEERHRESRL.

Attach the trial cup of the same size of the last reamer on the handle.

6. ITNRKHF., ETEAE: INBISERHISE, ERASNER. 4sBEHEETFAK (FA
RAARKER) ; 15EHEETF AGHH,

Hammer in the trial cup. Note that the orientation of the cup should be about 45 degrees
abduction and 15 degrees anteversion according to the aimer.
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7. AEWE. FINRKMESHAZTEM, FEEEEHAL. WHANSRE, MREE

A, BEEAME, NBMX—SHIXMAEIR, HXE, TRA—SHTMEARHLE, 4
ZREMER, FENENAE, F1E3TFRAN., —EEER—1MRENBELTELHE
H.
Size and angle determination. If the trial cup fit the prepared hole tightly then this one is
the correct final size; or, if it was loosened, then need to increase the trial size and/or the
reamer size until it fits well. Always be careful of keeping a constant pushing strength
and a fixed orientation.

. TASKFNEAAERRESHEREARREEEARESR L, RERNAEITATBAR
K, E: ERM=ZFHOCERINFIENERENELS, IR R2RZE, €
BHEBEHBEARZEFHTERREER, RARRITH=4+EHEEFFTHAHF
HITRRE o
Assemble the true prosthesis on the handle and hammer it into the socket at the same
direction. Note: the cluster holes on the cup should be located on posterosuperior position
of the acetabulum about 1-2 oclock position. If any gap between the bottom of cup and
the medial wall it may be normal since the design of the cup is not 100% hemispherical
and the special designed feature provide a better stability.
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9, SmFJIHEITAL. TE: SEF—EXEFTL.
Drill through the drilling guide.

10, AMRFNESTERRE, REGIEHKET,
Measure the depth with the depth gauge and pick the corresponding screw .

-08 -



w

11,

RAERF . FFETHENRET, —MRATEN2ME L ERYIRET, S25T R I AR EE
BH. HRBRESERZERAGE—E, MEARKXEMERE, WBRATRENE
§], AEHEFETRETA.

Implant the screw with the driver and screw holder. Note: screw number usually should
be two or more. Screw fixation just for primary fixation and if primary fixation is

considered stable enough then no screw should be use, and in this case screw holes
should be covered by the screw caps.

12, ZIEiA+# .

Assemble the liner.
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A, lkE&4  Femur preparation

1. AFOSR[EWAEENMY, PEMBREHET KFOL, GE: BIEAEI0~15E) |
Use the opening box osteotome to open the posterolateral canal, alternatively a rounger may be
used (anteversion angle: 10~15 degrees).

2, Am/SHRINERENETE. EHRERRIREERKRIMNSTFEEN, BEE
BAAE KA AL, HIZERIMHEMES,
Ream the medullary canal step by step by an increment of one size until the cortex be
felt, note the depth of reaming should be the same as the mark on the corresponding
reamer.
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3. FIRERE{ImLIERRRE S,
Assemble the broach on the handle.

4. MNBIREORIERBERMSETRER. IANIER —EZBLRETIABEAEITAN,
(GE: BIEFAEI0~15R) |
Broach the canal step by step. Be always careful keep broaching in a constant
anteversion of 10~15 degrees.

5., REEFEE4XNESH, RFSRNEUSHEE, (. BEEHERZERT
™ .
The final broach size should not bigger than the final reamer size. INotellin order to
safely use the broach.
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(1) SMERfsis i ok, FTREER A B i o, RAMUE—BAT 2, BEIERT,
BEAEIRAE, [RINHE R AT .
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(1) To avoid a high intramedullary pressure, when broaching the canal, a back and forth manner
should be used, when it stop to go in further, further broaching should be avoided.

(2) If the final broach size is much different from what is planned, careful revaluation should be
performed.

(3) The planned size is always only a reference but not a fixed final implant size.

2N

6. WEEARMEET, AEARENEREIN, BREINBEEETLE.

Use a calcar reamer to ream the neck.
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7. RRRFRL GE: ok AfRERSL) .

Assemble the trial neck and head(Note:0# is standard size).

8. EMBXT, KEMXTHWEKRER, ATLINKE, IEFKNBERLT, A1
R, BEEBERMC. NIMERRMHE, BERILE.
Reduce the joint and check the stability.

. %“ ‘1\\\ 2 . { X \
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10,

1

12,

WXFERENF, EAMRRENFRER LIRS, E: AAE10ERIBRA
E. EEBAT, 0ERRAEMRERBNELA. (B ~25208)
After the final implant size be choosen, put the liner in the cup. (Note: the liner is designed as

a elevated liner and the 10 degree higher side usually be put on the posterolateral side of the
acetabulum.

ARFFTANSFITE, (. EBHSAHAETLERR)

Futher hammer the liner a couple of times in the cup to make a tight fit.

. UKL RE, REBEREIMEENTBERR .

Remove the trial head,neck and broach.

IS &E— BRI #ER A SHRIEF, REFRITAS LITARIE.

Assemble the true stem of the same size of the last broach on the handle.
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13, BT ANREHERE, E. HFIANSHEEZIRSHENRE, RIEFETEITAM,
Riig R, SRR, SITNREBRRR, NEFX—SHRE, HREIELD
HREN (. ATRABERERERNAE, HUREEFENAE, SRKRAHAE
R ZIRT, HAEFRIREZPHEAEZ)

Hammer slowly the stem in the canal. If stem can not acquire adequate primary stability then
adjustment of stem size should be considered.

14, BARKHERESHIRL, S, REXTHREE, MEKLHESERTIXL,
Retry the trial head and neck again.
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15, BREMPEIEER TS, TRKL, ARLITASREE2~ 3T,
After clean the neck head adapter completely, assemble the final true head and hammer it 2-3
times with the special tool.

16, &K1, MikXTE, BMESIR. E65, FRER.
Perform joint reduction. Irrigate the joint thoroughly.
Put it the drainage. Close the wound. End the surgery.
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