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is document aims to provide a summary of the main surgical steps for a direct anterior approach using a minimal invasive
technique. It is recommended that this technique be used in combination with a Stryker ABG II, Accolade, Exeter and Trident

= implant and the associated Stryker instrumentation. This operative technique is part of the Stryker MIS training program. It is

minar before using this minimally invasive approach to total hip replacement.




This surgical protocol is part of the
Stryker Minimally Invasive Training
Program that has been created to help
you, the orthopaedic surgeon, introduce
new techniques that may be beneficial
to your patients.

Minimally invasive procedures can be
technically demanding and require spe-
cialized instruments, intensive training
and an open scientific discussion of
clinical results.

The Stryker Minimally Invasive Training
Program is based on the principals of
responsibility and openness to different
approaches in order to improve total
joint arthroplasty.



Patient Positioning

Place the patient in a supine position on
the operating table to create a predic-
table and stable position. No sandbag is
required to push the hip forward.




Nitial Incision

Palpate the anterior superior iliac spine
(1) and identify the gap between the
tensor fasciae latae (2) and the sartorius
muscle (3). This can be located 5 to 8 cm
below the anterior superior iliac spine.
Create a starting incision 3 to 4 cm distal
to the anterior superior iliac spine and
follow the anterior border of the tensor
fasciae latae muscle. The average length
of this incision is generally between 5 to
8 cm long and should be no longer than
the circumference of the cup which is to
be introduced.







Soft Tissue Anatomy

Carefully dissect down through the sub-
cutaneous fat, taking care to avoid the
lateral femoral cutaneous nerve (4), and
incise the deep fascia on the medial side
of the tensor fasciae latae (2). The ante-
rior capsule of the hip is then identified
by blunt dissection. This is best done
with the index finger.




EXxposure and Placement
of the Retractors

Place a blunt narrow retractor (5)
around the capsule (6) laterally overly-
ing the neck of the femur. In addition,
a narrow Hohmann retractor (7) should
be placed around the innominate tu-
bercle of the greater trochanter. Retract
the sartorius muscle medially. Avoid re-
tracting too hard to prevent the risk of
bleeding from the ascending branches
of the lateral femoral circumflex vessels
(8). Caretully suture ligate or electroco-
agulate these vessels.

Bend the hip slightly and place a wide
or narrow Hohmann retractor (9) at
the anterior rim of the acetabulum
under the origin of the rectus femoris
and medial to the anterior inferior iliac
spine. The capsule of the hip joint is now
exposed.




Bluntly expose the medial capsule (6) of
the femoral neck which is covered by the
rectus femoris muscle (10) and fatty tis-
sue. Medially retract the rectus femoris
muscle with a blunt narrow retractor
(11). The rectus femoris originates from
two heads: the direct head (12), from the
anteriorinferior iliac spine and the re-
flected head (13), from the superior rim
of the acetabulum and anterior capsule.
Transect the origin between these two
heads (yellow dotted line).




Preparation of the Capsule and
~emoral Neck

Incise the hip joint capsule (6) with a
H-shaped capsular incision.

Next, place the blunt narrow retractors
(5 and 11) within the hip capsule. De-
tach the capsule at the intertrochanteric
line as far as possible to the medial and
lateral side, clearing the junction of the
anterior surface of the neck and shaft.
The lesser trochanter and the junction

between neck and greater trochanter are
palpated to facilitate correct orientation
for osteotomy of the neck.
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Rotate the femur into a neutral posi-
tion and cut the femoral neck using
the Stryker TPS System with micro saw
according to the preoperative templa-
ting of the patient’s x-rays. The level
of the femoral cut can be easily deter-
mined as the base of the neck should be
clearly visible. (Note: Femoral resection
level may differ based on anatomy and
choice of implant.)




N Situ Osteotomy and Removal
of the Femoral Head

Use the T-handle and cork screw extrac-
tor to now remove the femoral head.
(Note: In order to support the removal
of the femoral head it is helpful to per-
form a second osteotomy of the neck
proximal to the first one and to remove
this fragment prior to the extraction
of the head, thus leaving more space
for maneuvering.) Remove all retrac-
tors with the exception of the narrow
Hohmann placed on the anterior ace-
tabular rim.




Acetabular Exposure ano
Preparation

Place the narrow Hohmann retractor
(14) around the transverse acetabular
ligament. This is sometimes ossified
and part of an inferior osteophyte. A
second narrow Hohmann retractor
(15) is placed on the lateral ilium and
the acetabular retractor (16) is inserted
under the bony rim of the inferior ace-
tabulum. Next, excise the remnants of
the acetabular labrum and define the
depth of the acetabular fossa. Any over-
hanging osteophytes can be excised and
a synovectomy performed. (Note: No
capsulectomy is performed in order to
facilitate repair of the capsule.)




Cup Implantation

The acetabulum is by now clearly ex-
posed. Further preparation can be per-
formed with excellent view at the ace-
tabulum. Ream the acetabulum down
to the planned depth using an angulated
reamer handle in order to minimize skin
and soft tissue damage. (Note: If neces-
sary low profile reamers can be used.)

The acetabulum has now been prepared
to accept either a cemented or cement-
less cup prosthesis. The correct position
(inclination and anteversion) of the cup
relative to the pelvic reference plane can
easily be achieved by the use of a me-
chanical guidance tool or the Stryker
Hip Navigation System.




Exposure of the Femur

Place a fulcrum under the proximal part
of the thigh bringing the entrance of
the medullary canal to the level of the
skin incision by pulling the calcar with
a femoral hook (17). Next perform a
capsulotomy at the greater trochanter.
Place the femoral elevator (18) around
the greater trochanter.
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Externally rotate and position the femur
into a figure four position. Please note:
If necessary, release the tendons of ob-
turatorius internus and gemelli muscles
near their insertion (yellow dotted line).
In this instance there is no need for re-
attachment. Adequate exposure of the
proximal femur is extremely important
as inadequate mobilization of the femur
is likely to lead to complications when
preparing the femur and inserting the
final implant.

Broaching of the femur is then started
using the offset broach handle. If ream-
ing is required for the implant chosen
use flexible reamers.



Implanting the Femoral Component

After the correct size has been de-
termined a permanent prosthesis is
inserted into the femur using either a
cemented or a cementless design. Trial
reduction is performed and leg length
assessed. Following final reduction
capsular repair may be performed using
reefing sutures and reattachment at the
acetabular rim.




Catalogue Information

5” - Straight Sleeve, 3mm , 45 Degree
6” - Straight Sleeve, 3mm , 45 Degree
7" - Straight Sleeve, 3mm , 45 Degree

1440-1079 Light Pipe 5400-34 CORE Sagittal Saw
5400-33-527 | Micro Dual Cut MIS Blade

5100-4 CORE Cord
5100-001E CORE Non-Irrigation Console
5100-50E CORE Irrigation Console

525-158 With 2.5 in ExFen Catheter- English
525-156 With 2.5 in ExFen Catheter- Italian/Spanish
525-157 With 2.5 in ExFen Catheter- French/German
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The information presented in this brochure is intended to demonstrate a Stryker product. Always refer to the package insert, product label and/or user instructions before
using any Stryker product. Stryker is not dispensing medical advice and surgeons must always rely on their own clinical judgment when deciding which products and
treatments to use with patients.

Products may not be available in all markets. Product availability is subject to the regulatory or medical practices that govern individual markets. Please contact your Stryker
representative if you have questions about the availability of Stryker products in your area.

Stryker Corporation or its subsidiary owns the registered trademarks: ABG, Accolade, Colorado MicroDissection Needle, PainPump, TMZE, Trident, Stryker
Stryker Corporation or its subsidiary uses or has applied for the following trademarks: Contemporary Cup, CORE, Stryker CORE MicroPowertools
Stryker Corporation or its subsidiary owns or has applied for the following service mark: Stryker
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