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To provide guidelines for the pre-operative and post-operative management of a patient undergoing surgery for:
· total hip replacement (THR), including emergency hip fractures and elective admissions
· total shoulder replacement (TSR) and 
· total knee replacement (TKR) 
· upper limb fractures 
· lower limb fractures 
· fractures of the pelvis
· orthopaedic spinal surgery.

It also provides guidelines for: 
· Application and management of traction 
· Care and management of pin sites following application of external fixation and Skeletal pin for Skeletal traction.

Back to Table of Contents
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This document applies to adult patients admitted for Orthopaedic surgery involving joint replacements and major limb fractures at the Canberra Health Services (CHS).

This document applies to the following CHS staff working within their scope of practice:
· Medical Officers (MO)
· Registered Nurses (RN) and Enrolled Nurses (EN)
· Allied Health Professionals 
· Students working under direct supervision.
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Day of surgery/admission/transfer from ED, ICU or Operating Theatres 
· Nursing staff caring for patient are to notify:
Ward clerk of patient’s arrival to ward to ensure patient is admitted on the ACT Patient Administration System (ACTPAS) to populate to other systems e.g Electronic Medication Management (EMM), Patient track.        
Medical staff of patient’s arrival to the ward to conduct a medical admission and order imaging, prescribe medications, order blood pathology if required
Clinical Nurse Consultant (CNC)/Team leader (TL) of patient’s arrival
Pharmacy to ensure medications are reconciled and ordered to avoid dispensing delays
Ensure Goals of Care, Advance Care Directives, EPOA or Health Attorney documents are put into the sleeves provided by the Ward Clerk
· Complete nursing admission within 4 hours of patient arrival using the Comprehensive Care Plan for all patients. Complete Risk Assessment Screening (Part 1) components and implement a management plan (Part 2), including indetifying patients  at risk of falls, pressure injury and cognitive impairment and initiating suitable referrals to address these risks, e.g. referrals to allied health teams or supplying appropriate mobility or pressure injury prevention equipment. 
· Patients admitted from the Emergency Department with a Hip Fracture, will have a hip fracture management plan commenced (including a 4AT delirium screen), complete on arrival to ward section when receiving handover from the ED nurse
· Place Goals of care, EPOA and advance care directives in the front section of the clinical record in the appropriate coloured sleeve
· Ensure vital signs are completed 4 hourly as per CHS Vital Signs (Adult) and Early Warning Scores procedure or as clinically required
· Ensure neurovascular observations are completed hourly for 24 hours following an injury or post operatively as per Section 2 Neurovascular observations for orthopaedic patients 
· Ensure the following have been completed:
Blood tests including group and screen, if required by treating team
Electro-cardiograph (ECG) if 50 years or above and/or as required
Intravenous (IV) fluids charted if required, caution in patients over 65 years particularly hip fracture patients to avoid fluid overload
Commence fluid balance chart if not commenced in ED, ICU or theatres
Regular medications ordered on medication chart, with consideration of preoperative requirements
Vancomycin resistant enterococci (VRE) and Multi resistant staphylococcus aureus (MRSA) swabs are taken/results available if from a nursing home or another hospital. 
· Ensure Venous Thromboembolism (VTE) prophylaxis is in place including sequential compression device (SCD) and graduated stockings on both limbs if no other injuries present in lower limbs or contraindications present, such as arterial damage/disease or skin integrity concerns
· Consider an air mattress for the patient (not suitable for patients with a pelvic fracture). 
· Ensure the patient has fasted prior to surgery or as per medical orders-refer to Fasting Guidelines-Elective and Emergency Surgery Patients Clinical Guideline
· Ensure the patient has showered/washed on the morning of surgery with Microshield Chlorhexidine 2%
· Ensure the patient takes their essential regular medications on the morning of surgery as outlined by the Medical Officer (MO) or the pre-admission clinic with a minimal amount of water
· Ensure the following has been attended:
Consent form for treatment/surgery is valid, the operation site is marked and initialled and the goals of care has been completed by the Registrar. The patient should confirm the procedure that they are having PRIOR to transfer to the operating theatre. If the patient is unable or has a cognitive impairment, a Health Attorney document is required to be completed by the Registrar in consultation with the next of kin or Enduring Power of Attorney (EPOA) PRIOR to going to the Operating Theatre. 
A nurse escort is required if the patient is confused and is unable to provide their 3 core identifiers and the operation they are having, MEWS 4 or greater, from a non English speaking background (NESB) and/or needs a translator (arrange in advance) or fluid replacement with additives. Escort the patient to theatre if they meet the requirement for escort as per Patient Escort and Transport within Canberra Hospital campus procedure and if patient has traction in place. 
If an escort is not required, a double signatory is required on the preoperative checklist.
Complete the pre-operative checklist and print off the electronic medication chart and vital signs, fluid balance charts, IV therapy fluid charts and any hardcopy x-rays or imaging from another facility PRIOR to the patient going to theatre/holding bay
Inform relatives of patients transfer to theatre if applicable
· Refer patient to members of the multidisciplinary team as required e.g. social worker may be required preoperatively 
· Educate the patient on the importance of pressure injury prevention and document Waterlow score and skin integrity each shift as per Pressure Injury Prevention and Management procedure. Provide the patient and/or family member with the pamphlet.

Day 0 post operation 
Note: For routine first 24 hours post operative care refer to clinical procedure Post-Operative Handover and Observations (First 24 hours) - Adult  

Ward Nursing Staff to ensure: 
Patient bed area has been cleaned ready for admission/transfer
· All emergency equipment is functioning and available at the patient bed space, including oxygen and suction and ensure red tag attached to bag
· Patient may have an alternating mattress if high risk for developing pressure injury (not for pelvic fractures)
· Monitor indwelling urinary catheter (IDC) output hourly for the first 24 hours; aim for urine output to be at least 0.5 mL/kg/hr. If measurement does not meet this then inform the patients MO
· Administer regular medications as per patient’s medication chart, may need to be transcribed onto EMM
· Assess and document patient’s pain levels and sedation score when vital signs are completed. Administer analgesia within prescribed limit as required based on the pain assessment and sedation level. Encourage regular use of analgesia to promote improved movement and mobility. If the patient is prescribed an Acute Pain Management Technique such as a Patient Controlled Analgesia (PCA) or regional local anaesthetic technique (RLAT), Intrathecal morphine or epidural ensure patient is reviewed by the Acute Pain Service (APS)
· Commence aperients to assist in prevention of constipation
· Ensure post-operative VTE prophylaxis (heparin/clexane) is administered 6 hours post completion of surgery unless contraindicated. This must be delayed to 12 hours if patient has had spinal or epidural anaesthesia. Refer to the Venous Thromboembolism (VTE) – Adult procedure 
· Ensure thrombo-embolic device stockings (TEDS) /Calf compressors in use unless contraindicated on both limbs
· Patient may require prophylactic intravenous antibiotics post surgery, check post-operative record and medication chart
· Reinforce wound dressing if required. If exudate is visible may require a pressure dressing- discuss with MO-do not remove theatre dressing
· If the patient is at risk of pressure injuries put preventative measures in place according to level of risk assessment including minimum 4 hourly change of position and pressure areas inspected as per Pressure Injury Prevention and Management procedure. Reassess risk assessment when patients condition changes

Day 1 post operation
· For pelvic and hip fracture patients only, blood tests for Full Blood Count (FBC) and Electrolyte Urea and Creatinine (EUC) to be taken at 0600 by night duty staff so the results are available for the medical team to review during rounds at 0700, in the event a blood transfusion is required
· After completion of the 24 hours post-operative vital signs, continue to attend vital signs as per Adult vital signs and Early warning scores procedure 
· Neurovascular observations 24 hours post surgery, if stable, are recorded 4 hourly as per Section 2 Neurovascular observations for orthopaedic patients. Continue to assess patient’s pain levels and administer analgesia as prescribed. Alert medical officer if a deficit in sensory or motor function is present or pain is not relieved by appropriate analgesia 
· Attend patient hygiene daily, including mouthcare. Bed wash or shower depending on patient’s condition
· Consider IDC removal as per medical orders for lower limb surgery. If a patient has not voided for 6 hours a bladder scan should be performed and medical staff informed of the result, as per the Urology – Catheter Insertion and Management, Bladder Irrigation, Nephrectomy and Trans Urethral Prostatectomy (TURP) Procedure. Patients who have not opened their bowels may require an enema prior to IDC removal to minimise bladder retention. 
· Continue to monitor intravenous therapy and IVC site if fluids are still required for a PCA or epidural.
· Anticoagulation therapy to be administered as ordered: 
Anticoagulation therapy e.g. Enoxaparin/Clexane, may be required on discharge for non weight bearing patients and/or hip fracture patients to minimise the risk of a DVT. Patient or family/carer education on administering anticoagulation therapy at home should begin Day 1 post operatively and continue every day until discharge. It is essential this is commenced early in admission (under the supervision of a Registered/Endorsed Enrolled Nurse), to avoid delaying discharge. If patients are unable to administer it themselves, they are advised to nominate a family member or friend that will administer it at the same time daily until completion. This person is then taught by the nurses how to administer a subcutaneous injection and given an education pamphlet. If neither the patient nor a family/carer can administer the injection, the patient must be referred to the Discharge Liaison Nurse (DLN) prior to discharge. Early identification is vital.
· Liaise with physiotherapist to schedule the mobilisation of suitable patients according to postoperative instructions on weight bearing requirements. Nurses are to advise the physiotherapist of any MEWS triggers or change in cognition. Nursing staff should then encourage early mobilisation, repositioning and deep breathing and coughing throughout the day with appropriate analgesia administered prior to the activity
· Inspect the wound dressing for exudate. If exudate is visible, apply a pressure dressing if required and-notify MO. Do NOT remove theatre dressing 
· Remove drains as per surgeon’s orders unless a delay is advised
· Complete the Comprehensive Care Plan and bedside whiteboard each shift with your patient to ensure they are included in their care
· Make referrals (in conjunction with the CNC/TL) as required on the Patient Journey Board to:  
Social worker 
Occupational Therapist for loan equipment required on discharge 
Rehabilitation
Discharge Liaison Nurse (DLN) to arrange community nursing to manage the wound if a negative pressure dressing e.g. PICO or VAC is present. The treating team will advise if a follow up wound review can be conducted by the patient’s GP or the Outpatients Department to organise the removal of staples/sutures 14 days post surgery. 
Note: Be aware some patients have dissolvable sutures so suture removal will not be required but the suture ends will need to be trimmed to skin level. 

Day 2 – until day of discharge
· Continue to attend vital signs as per Adult vital signs and early warning scores’ procedure.
· Neurovascular observations as per Section 2 Neurovascular observations for orthopaedic patients
· Continue to assess and manage post operative pain  
· Continue to review risk screening and comprehensive care management plans daily
· Ensure bowel and bladder function is returning to normal
· Inspect the wound dressing for exudate. If exudate is visible, discuss with MO. Do NOT remove theatre dressing unless advised by MO. If a negative pressure wound dressing (e.g. PICO or VAC) is in place it should remain in situ for 7 days post application. Contact the Tissue Viability Unit nurses for advice on applying negative pressure would dressings.
· Perform Waterlow score risk assessment and skin integrity each shift and if condition changes, increase level of observation if patient at high risk for a pressure injury.  See Pressure Injury Prevention and Management procedure 
· A 4AT Delirium screen can be completed as an initial or a reassessment if the patients cognition changes, a Confusion Assessment Menthod (CAM) score needs to be completed if triggered. Ensure the medical officer is aware of any cognitive impairment as a delirium screen may be required e.g. blood pathology, chest X-RAY.
· The patient should be mobilising as per physiotherapist’s recommendations and gait aid. They should be becoming increasingly independent as the post op days increase, but NEVER leave a confused patient in the bathroom unsupervised.
· Ensure the pharmacist is aware of discharge date/time and the discharge medications script has been organised
· Patient education for anticoagulation therapy continues with the patient being given opportunity to practice administration of Clexane injections. If the patient is unable to self-administer the injections a family member or carer needs to be taught to perform the task. If no family member/carer is available, the patient needs to be referred to the DLN.

Day of Discharge
· Anticoagulation education, if required, should be complete. The patient will receive an initial supply of injections from the hospital pharmacy but will also require a script for the 6 weeks duration of the therapy. Provide the patient with a Clexane kit, which includes a sharps container (which can be taken to their General Practitioner (GP) or local ACT Health centre for disposal)
· Provide the patient with copy of their discharge summary which should include their outpatient clinic appointment date and time 
· Ensure the patient is aware of what action to take should they suspect any complications are developing e.g. wound breakdown, Deep Vein Thrombosis (DVT), breathing difficulties or increase in temperature
· The patient is to be discharged prior to 10.00 a.m. If suitable, utilise the discharge lounge for the patient to wait for medications, transport etc.
· The patient will be supplied with discharge medications from the pharmacy. The discharge medications can be collected from the pharmacy department by the patient or nurse caring for the patient..
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Before completing neurovascular observations, staff should complete the e-Learning module available on HRIMS – Neurovascular Observations

Orthopaedic neurovascular observations are prescribed post injury and following procedures which have the potential to affect motor, sensory and circulatory function. Neurovascular observations are completed to accurately assess the nerve and vascular supply to a limb, thereby identifying early any signs and symptoms that may identify the potential to cause permanent dysfunction, such as Compartment Syndrome.

Frequency
Standard Neurovascular observation should be attended to and documented:
Hourly for the first 24 hours post injury, surgery, application of Plaster of Paris (POP), backslab or fibreglass cast; 
If within normal parameters, every four hours for next 24 hours;
If within normal parameters, then every 8 hours for next 24 hours;
 If neurovascular observations have remained within normal limits following this period, and the MO agrees, observations can be ceased. This needs to be documented in the patient’s clinical record.
If neurological assessment observations are of concern or outside acceptable normal limits and neurovascular condition has potential to decline/improve consider hourly, 4 hourly or 8 hourly observations as advised by the medical officer.

Traction
If traction is in situ neurovascular observations need to continue until traction is removed
Neurovascular observations are required immediately after application of traction and then 30 minutes after, then hourly for 24 hours. 
If observations are within normal parameters, then change to 4 hourly for 24 hours; then if within normal parameters 8 hourly until traction is removed
 When traction is re-applied (required once per day and PRN), immediately conduct a full set of Neurovascular observations and then again 30 minutes later, then continue with previous regime 
If unable to palpate either a pedal or tibial pulse, use a doppler. If this is a new occurrence inform MO

Casts
When a new cast is applied, observations commence again as per standard neurovascular frequency
Plaster of Paris casts/back slabs take 48 hours to dry. Handle carefully to prevent indents which may result in pressure injuries

Regional Local Anaesthetic Technique (RLAT)
These are Anaesthetic techniques that may be employed in the Emergency Department or at the time of surgical management.
Utilise local anaesthetic provided as a single injection, or infused via a perineural catheter to aid in surgical site pain management.
RLAT is often associated with sensory and motor changes in the distribution of the nerves blocked, the duration of which is determined by type of local anaesthetic used (short vs long acting) and mode (single injection vs ongoing infusion)
Generally speaking, persistent neurological changes can be expected for: 
Up to 12hrs after a single injection technique
The duration of a continuous or patient controlled regional local anaesthetic technique and for up to 12hrs following cessation 
Patients with single injection upper limb blocks resulting in motor block should be fitted with a sling to protect the flaccid arm until return of motor function
All patient with continuous RLATs will be reviewed daily by the Acute Pain Service.
Persistent neurological changes following single injections should be reported to ward MO and to the APS for review

Procedure
1. Explain and ensure the patient understands the signs and symptoms that need to be reported including :
· Increased or change in pain
· Altered sensation such as pins and needles, numbness.
· Decreased movement
· Increased swelling
2. Attend hand hygiene before touching the patient by either hand washing or using Alcohol Based Hand Rub (ABHR)
3. Ensure patient’s skin and nails are clear of all skin preparations that may obscure natural skin colour prior to assessment
4. Maintain the patient’s privacy while conducting the observations
5. Carry out neurological and vascular assessments on affected limb as per Attachments 1, 2 or 3. Use a good source of light at all times. Assess the vascular and sensory status of the limb BELOW the level of injury
6. Compare neurovascular observations with the unaffected limb 
7. Use a gentle touch with a finger initially. Increase pressure if sensation not detected. 
8. Attend hand hygiene by either hand washing or using ABHR after touching the patient
9. Record all observations on the Neurovascular Observation Chart, add frequency to side of chart
10. Immediately report any abnormal neurovascular observations to the MO and document in the patient’s clinical record.

ALERT 1: If the limb is in a POP/ fibreglass cast, splinted or otherwise partially covered, it may be difficult to carry out a full assessment. In this case, deficits in the other tests, which are possible, should indicate a disruption of nerve or blood supply.

ALERT 2: If movement of the joint at or immediately below the injury is inhibited check sensation and vascular status only.  Check the movement of the most distal uninvolved joint(s).

ALERT 3: The difference of skin tones between light-skinned and dark-skinned people should be taken into account. Any deficits in nerve or blood supply will be noted when compared with the unaffected limb.

If Neurological Deficit Noted In Upper Limb:
1. Check if an RLATwas used and how long since it was administered, or if an ongoing RLAT is in situ.
2. Check for swelling or oedema
3. Check all dressings or splinting along the limb to ensure they are not too tight
4. Check position of arm if elevated to ensure shoulder is not externally rotated too far
5. Check for pressure points under the elbow and upper arm especially for radial and ulnar deficits
6. Check position of sling knot around the neck
7. Check technique when using crutches as pressure in the axilla can produce a brachial plexus injury
8. Report all neurological deficits to MO for review, may require escalation to a Registrar
9. Document all findings in the patient’s clinical record.

The source of upper limb neurological deficits may be anywhere along the nerve pathway. The route of the brachial plexus should be checked for pressure being exerted by external forces.

ALERT: If there is damage to the nerve or blood supply of any limb that is not detected within 6 hours, permanent dysfunction and deformity occurs due to muscle necrosis.

If Neurological Deficit Noted In Lower Limb:
1. Check if an RLATwas used and how long since it was administered, or if an ongoing RLAT is in situ.
2. Check for swelling or oedema
3. Check all dressings or splinting along the limb to ensure they are not too tight
4. Check any support at the knee (Brace, splint, pillow) being used to prevent external rotation is not causing pressure on the knee
5. Check hip is not dislocated
6. [bookmark: _Hlk104909497]Report all neurological deficits to MO for review, may require escalation to a Registrar
7. Document all findings in the patient’s clinical record.

The source of lower limb neurological deficits may be anywhere along the nerve pathway. The route of the lumbosacral plexus should be checked for pressure being exerted by external forces.

Additional Considerations for all Limb observations:
· Take into account environmental factors when assessing skin warmth, e.g. the room temperature, exposure of the limb and use of ice/cold packs to reduce swelling 
· If capillary refill is over 3 seconds, check for possible peripheral vascular disease.

ALERT: 
Peripheral pulses may still be present in the initial stages of Compartment Syndrome because the pathology takes place at the micro-vascular level.
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[bookmark: _Hlk105671375]Staff caring for orthopaedic patients should complete e-Learning module available on HRIMS – Orthopaedic complications

Acute Compartment Syndrome is a medical emergency where high tissue pressure within a closed muscle compartment can result in muscle and nerve ischemia which can be permanent if left untreated. 

Acute Compartment Syndrome can result from increased pressure from within the muscle compartment caused by a fracture, bleeding, arterial injury, oedema or bandages used to immobilise a limb or from an increase in pressure from outside the compartment caused by burns, tight casts or dressings.

Patients with raised intra-compartmental pressure greater than 30mmHg require urgent treatment. If raised intra-compartmental pressure is not treated within 6-10 hours, the outcome of the persistent high compartmental pressure is muscle infarction, tissue necrosis and nerve injury.

Clinical assessment of a patient with an injury that could lead to increased compartmental pressure requires consideration of the 5P’s.

Does the patient have:
1. Pain out of proportion  
2. Paraesthesia
3. Pallor
4. Paralysis
5. Pulselessness.

Compartment pressure tests should be considered for all patients with major limb injuries and fractures where the clinical assessment identifies any of the nominated 5P’s. Equipment to complete assessment for compartment pressures is located in the Peri-Operative Unit.  To access this equipment please contact the Operating Room Team Leader or the Orthopaedic Registrar of the treating team or on call. Only medical officers who have been assessed as competent may perform compartment pressure testing assessments.

Remember to position the affected limb to the level of the patient’s heart and remove all external compression, including casts and dressings down to the patient’s skin. Document the assessment, referral and all findings in the patient’s clinical record and ensure Team Leader and a Registrar review the patient as a matter of urgency.
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Refer to Section 1 - Standard Pre and Post operative care for Orthopaedic patients.

This patient may be admitted under the trauma team and may have other injuries which need to be taken into account and considered when providing nursing care.

On admission to ward
Receive handover of care at the bedside from Emergency Department, ICU or recovery staff 

Alert 1: 
Transfer the patient with a Jordan frame until written instructions are provided as to how the patient may be moved. A registrar needs to clearly document if a patient can roll either to the right or left. If not, use a Jordan frame. Equipment can be sourced from Ward 5A or ICU. Two to four staff may be required to operate the Jordan frame and transfer patient safely.

Alert 2: 
Patient should be nursed on a standard mattress to keep their pelvis stabilised (not an air mattress).

Alert 3: 
Observe the patient for Haematuria and advise MO immediately if signs or symptoms are present.

Alert 4: 
Acute compartment syndrome, fat emboli syndrome, Venous thromboembolism (VTE) and Pulmonary Embolus (PE) are high risk complications with these injuries therefore it is imperative neurovascular observations and vital signs are recorded as per Section 2.

Day of Surgery- Day 0 post operation 
As per Post Operative Handover and Observations – Adult Patients (First 24 hours) procedure, all observations should be attended in the presence of the Post Anaesthetic Care Unit (PACU) nurse to ensure any abnormalities or variances are identified and managed as soon as possible. Alert team leader and if the patient meets the Medical Emergency Team (MET) criteria, activation of MET should occur if required/concerned. A skin integrity check should occur at this time to identify any skin tears or pressure injuries that may have occurred during a prolonged period of immobility.

In addition
· Neurovascular observations are required hourly for 24 hours, as per section 2 Neurovascular observations for orthopaedic patients.
Note: if internal/external fixation involves left and right limbs then left and right limb  observations are required.  
· Hourly urine measures need to be conducted for 24 hours, if haematuria is noted seek a medical review
· Provide 4 hourly pressure injury prevention including heel protection with silicone heel dressings and leg troughs but not an alternating mattress. Oral analgesia needs to be administered 1 hour prior to pressure area care
· Depending on the surgery performed the instructions in the post operative report should be consulted to confirm if the patient:
·  Requires Jordan frame lifts 
· Is able to roll onto unaffected side
· Can have the head of the bed to be elevated e.g. 30 degrees
· Patients with a fractured pelvis are not permitted to use a monkey bar
· The patient should have bowel sounds present before commencing oral fluids and a light diet. Diet and oral fluid status should be documented by medical officer
· If an external fixator is fitted, pin sites should be observed for excessive exudate. See Section 11 –Care and management of pin sites following application of external fixation for more information
· Patient will require oral aperients to encourage normal bowel motions. Regular oral aperients should be prescribed on the medication chart.

Day 1 post operation
· Blood tests for FBC and EUC’s to be taken at 0600hrs to be available in case a blood transfusion is required
· Record vital signs, neurovascular observations and urine output on fluid balance chart 4 hourly, for 24 hrs 
· Refer patient to Physiotherapy for consideration of restricted bed exercises and respiratory exercises to assist in prevention of a pneumonia. Patient may require bedrest for 6 weeks post surgery 
· Patient should receive a wash in bed, noting skin integrity and receive 4 hourly pressure injury prevention. (Surgeon may order patients to have mechanical SCDs - calf compressors only)
· Oral fluids and light diet should be encouraged if patient has bowel sounds present
· Pin site care begins day 1. as per Section 11 –Care and management of pin sites following application of external fixation 
· Pin sites are cleaned daily, covered with sterile dressing if sutures/staples in place. If exudate is excessive pin sites may require cleaning twice a day (BD)
· Postoperative check x-ray attended.

Day 2 post operation
· Patient will be reviewed by medical team and blood tests may be ordered
· Vital signs as per adult vital signs, neurovascular observations if stable are reduced to 8 hourly and IDC measures 4 hourly until IDC removed. 
· Once bowels open and patient is able to roll onto side IDC is usually removed at 2400hrs. Some patients will require Jordan frame lifts for some time but IDC can be removed (discuss with medical team).

Ongoing care
· Neurovascular observations should continue 8 hourly until patient has external fixators removed. Increase frequency if there is a concern in the neurovascular status.
· Any sutures/staples are to be removed at 14 days with medical staff instructions
· Check x-rays usually performed at 4 and 6 weeks to assess bone healing
· Pin site care daily as per Section 11 – Care and Management of Pin sites 
· Daily wash in bed continues. If advised by medical staff,at 4 weeks patients may be allowed to transfer to shower bath as long as pin sites (if present) have no exudate from them 
· Pressure injury prevention care continues throughout hospital stay as per Pressure Injury Prevention and Management procedure
· Patient’s analgesia requirements usually decline as pain subsides. They may not require continuous analgesia.
· VTE prophylaxis is paramount to prevent development of DVT /PE’s
· Any external fixators will be removed as per medical staff instructions in theatre around the 6 week post-operative period. Mobilisation of the patient with or without restrictions, will occur as per medical staff instructions
· In consultation with the Team Leader, refer the patient to social work, occupational therapy and pharmacy for discharge planning 
[bookmark: _Hlk106611218]
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Refer to Section 1 - Standard Pre and Post Operative care for Orthopaedic patients and the Hip Fracture Management Plan.

Note: Emergency Hip Fractures
If the patient is 50 years and over with a hip fracture, the Hip Fracture Management Plan is commenced in the Emergency Department. The Hip Fracture Management Plan is measured on the Hip Fracture Clinical Care Standard. This is to ensure a patient presenting to hospital receives care guided by timely assessment and management of medical conditions, including diagnostic imaging, pain assessment and management and a cognitive assessment. At Canberra Hospital, an Orthogeriatric model of care is well established for a patient aged 65 years and older to ensure both surgical and medical optimisation occurs including the commencement of Osteoporotic medication to minimse a refracture in the future. All hip fracture patients receive twice daily physiotherapy for the first 6 days and will receive a copy of the My Hip Fracture booklet to record their journey and progress.

Pre operation
· Vital signs performed 4 hourly and recorded as per adult vital signs 
· [bookmark: _Hlk77065292]Neurovascular observations hourly for 24 hours as per section 2  Neurovascular observations for orthopaedic patients
· [bookmark: _Hlk105668300]Elevate limb if possible to reduce swelling. Patient may benefit from application of ice to assist with reduction of swelling, or traction for spasms if ordered by the medical officer. If spasms continue, contact the medical officer.
· The affected limb may have an obvious deformity, external rotation and abduction and appear to be shorter when compared to the unaffected limb
· Target time to the operating theatre is within 48 hours of presentation to hospital, if no clinical contraindication exists (e.g. pre-existing anticoagulation medication)
· Where the patient has a complex medical history, is on anticoagulant medications or where abnormalities are noted on peri-operative investigations (routine observations, FBC / U&E / LFTs / Coags, ECG), patient should be referred to the Anaesthetic Operating Room Co-ordinator (ORC) for pre-op assessment and optimisation in conjunction with Orthogeratric involvement.
 
Alert-  With a long bone injury, Acute Compartment Syndrome, fat emboli syndrome, Venous thromboembolism (VTE) and Pulmonary Embolus (PE) are high risk complications,  therefore it is imperative neurovascular observations and vital signs are recorded as per Section 2.

Day 0 post operation
[bookmark: _Hlk105666720]As per Post Operative Handover and Observations – Adult Patients (First 24 hours) procedure, all observations should be attended in the presence of the PACU nurse to ensure any abnormalities are identified and managed as soon as possible. A skin integrity check should occur at this time to identify any skin tears or pressure injuries that may have occurred during a prolonged period of immobility.

In addition 
Review the post operative report for the plan of care. VTE Prophylaxis Enoxaparin should be administered 6 hours post operative, (unless the patient has had spinal or epidural anaesthesia, where Enoxaparin should be administered at 12 hours post operative). Weight bearing status will also be documented on the report.
Pressure injury prevention should be attended to every four hours. Prevention strategies include heel supports, protective silicone heel dressings and leg troughs. The patient should be nursed on a an alternating mattress
The patient is to be rolled onto non affected side for nursing care. The patient may sit up to 90 degrees but will often find it more comfortable to be in a reclined  30-40 degrees position except at mealtimes or if the patient is at high risk of aspiration
Occasionally a Charnley Pillow is requested by medical staff for hip fracture patients post operatively, these can be sourced from Ward 5A Orthopaedics
The patient can usually commence on clear fluids and a light diet unless otherwise indicated
The patient will require oral aperients to encourage normal bowel motions. Regular oral aperients should be prescribed on the medication chart.

Day 1 post operation
· Blood tests for FBC and EUC’s to be taken at 0600hrs in case a blood transfusion is required
· [bookmark: _Hlk105661874]If a delirium is suspected, complete a 4AT and/or CAM. Refer to the medical officer for a review as a delirium screen may be required. Chest x-ray and urine serology. 
· [bookmark: _Hlk105668356][bookmark: _Hlk105660809]Liaise with Physiotherapy to mobilise patient- Hip Fractures may be on ‘Hip Precautions’. Hip precautions encourage patients to avoid bending at the hip past 90 degrees, not to rotate the hip inward or outward and not to cross their legs. Ensure analgesia is administered 30 minutes prior to ambulation to ensure patient comfort. Early mobilisation is essential to minimise complications. Patients will be seen by a physiotherapist twice per day for 6 days as per the service provided for hip fracture patients. Ensure the patient is sitting out of bed for meals, ensuring analgesia is administered prior to activity to ensure comfort. Caution: analgesia can cause drowsiness. Ensure a risk assessment is conducted to prevent falls
· Complete bedside whiteboard to indicate gait aid to be used to mobilise patient and their plan for the day
· Vital signs, neurovascular observations and urine output (if stable) can be measured and recorded 4 hourly, for next 24 hours
· Commence Enoxaparin education if suitable, as patient will require 6 weeks of therapy
· The patient should be encouraged to shower with assistance by nursing staff- this is an opportunity to inspect the skin integrity and provide pressure injury prevention 
· Intravenous fluids are to be ceased at the discretion of the medical staff, particularly if the patient is tolerating a diet and fluids. This is to minimise the risk of acute pulmonary oedema
· [bookmark: _Hlk105661234]The patient is encouraged to have analgesia on a regular basis; if the patient has a PCA or  RLAT in place the patient will be reviewed by the Acute Pain Service. Caution: analgesia can cause drowsiness. Ensure a risk assessment is conducted to prevent falls.
· Patient will have a postoperative hip x-ray to ensure correct position of the prosthesis. This should not delay physiotherapy as intraoperative x-rays are performed in theatre

Day 2 post operation
To minimise the risk of a urinary tract infection and subsequent risk of a prosthetic infection, remove IDC at 2400hrs on day 2 post operation. Ensure that the patient's bowels have been opened during the day. They may require an enema prior to catheter removal, to minimise urinary retention
If a delirium is suspected, complete a 4AT and/or CAM. Refer to the medical officer for a review as a delirium screen may be required. Chest x-ray and urine serology. 
Continue Enoxaparin education with the patient if appropriate or engage a family member
Neurovascular observations as per section 2  Neurovascular observations for orthopaedic patients
Patient will be reviewed by the Orthopaedic and Orthopaedic Geriatrician (if required) medical team daily, either a blood or iron transfusion maybe required. Ensure a patient information pamphlet is provided to the patient and/or family member prior to commencement of the infusion
The Orthopaedic Geriatrician service will optimise the patient's medications during the admission and on discharge to include Osteoporotic medication to help minimise a refracture in the future
[bookmark: _Hlk105660878]Early mobilisation is essential to minimise complications, patients will be seen twice per day for 7 days as per the physiotherapy service provided for hip fracture patients. Ensure patient is sitting out of bed for meals, ensuring analgesia is administered prior to activity to ensure comfort.
The multidisciplinary team will discuss discharge planning and identification of any barriers to discharge. Respite care, rehabilitation or transitional therapy program my be required prior to returning home.
Report any wound exudate to the Orthopaedic surgical team

Day 3 post operation and discharge
· Continue with care as above for day 1 and 2. Ensure Indwelling catheter has been removed
· Surgical dressing may be changed if required otherwise leave intact to minimise infection, excess exudate needs to be reported to the Orthopaedic surgical treating team. A negative pressure dressing such as a PICO or Prevena dressing may be required that will remain in place for 7 days prior to a review/change
· During the MDT discussion, a referral to a rehabilitation facility such as the University of Canberra Hospital, a private hospital or an interstate facility may be made if the patient requires it to return home safely. This process will occur in collaboration with the patient and their family, Physiotherapist, Occupational therapist, medical officer, Clinical Nurse Consultant and/or team leader
· If the patient is being discharged to their home and requires wound care or removal of staples at day 14, a referral to the DLN for community nursing  may be required. Be aware some patients have dissolvable sutures so suture removal will not be required, but sutures need to be trimmed to skin prior to discharge. Ensure the patient or family member/carer is competent in administering Enoxaparin, provide a sharps container for Enoxaparin syringes and an information brochure
· Ensure the patient is aware of their outpatient clinic appointments for follow up, generally at 6 weeks
· Provide a medical discharge summary that includesfollow up information and instruction on what to do if the patient is unwell post discharge. If they are being transferred to another facility, call medical imaging to ensure all x-rays and CT imagery goes with the patient on a USB.
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Refer to Section 1 for standard pre and post operative care for all orthopaedic patients.

Ensure vital signs 4 hourly and neurovascular observations hourly for 24 hours as per Section 2 neurovascular observations on orthopaedic patients

Patients are usually fitted with a sling/arm immobiliser in theatre, these can be obtained from the equipment room in the operating theatre if not available on your ward. A patient label is required if taking from theatres.

Procedure 
Day 0 post operation
As per Post Operative Handover and Observations – Adult Patients (First 24 hours) procedure, all observations should be attended in the presence of the PACU nurse to ensure any abnormalities are identified and managed as soon as possible. A skin integrity check should occur at this time to identify any skin tears or pressure injuries that may have occurred during a prolonged period of immobility.

In addition
· Elevate arm in sling or rest arm on pillow, depending on type of fracture, to reduce swelling and risk of potential complications
· Provide careful handling using cupped palms to ensure backslab is not damaged in first 48 hours while cast is still drying
· If patient has had an RLAT, ensure that arm is protected in a sling or collar and cuff awaiting return of normal motor function. Where a continuous catheter-based RLAT is in situ, the patient will be reviewed by APS and instructions for care given.
· Administer medications as charted. There may be prophylactic antibiotics for 24 hours if patient has had an open reduction and internal fixation; there may be an extended period of antibiotic therapy required if the fracture was a compound fracture
· Patient may commence on oral fluids and diet as tolerated
· The patient may require a Physiotherapy review for ambulation, if they use a gait aid normally. A modified version maybe required. 
· If the patient is neurovascularly compromised or in pain not relieved by analgesia, you may need to loosen the bandaging. Seek medical review as soon as possible if symptoms continue or NV compromised.
· Depending on the patient’s social circumstances the patient may be able to be discharged day 1-2 post. If they live alone, a social work review may be required for post hospital supports, respite or transitional therapy care prior to returning home. Refer the patient to Occupational Therapy for assessment pre discharge.

Day 1 post operation
· [bookmark: _Hlk105664539]Depending on the patient’s social circumstances the patient may be able to be discharged day 1-2 post. If they live alone, a social work review may be required for post hospital supports, respite or transitional therapy care prior to returning home
·  Provide patient with consumer information Caring for your waterproof or non waterproof cast  if required
· [bookmark: _Hlk105664560]Refer the patient to Occupational Therapy for assessment pre discharge.
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Alert: Acute Compartment Syndrome, Fat Emboli Syndrome, DVT and PE are high risk complications with these injuries. It is imperative to conduct neurovascular observations and vital signs within scheduled time frames and report any concerns immediately to the medical officer. Fracture blisters require a medical review if present as they may need to delay theatre until the blisters have healed.

Day of surgery  
Refer to Section 1 for standard pre and post operative care for all orthopaedic patients.

Day 0 post operation 
As per Post Operative Handover and Observations – Adult Patients (First 24 hours) procedure, all observations should be attended in the presence of the PACU nurse to ensure any abnormalities are identified and managed as soon as possible. A skin integrity check should occur at this time to identify any skin tears or pressure injuries that may have occurred during a prolonged period of immobility.

Ensure Neurovascular observations are attended hourly for 24 hours as per Section 2 Neurovascular observations on orthopaedic patients. The patient may return from theatre with a Camboot instead of a cast. The Camboot can be opened while the patient is in bed to conduct neurovascular observations or to relieve pain caused by excessive swelling.

In addition
· Elevate affected limb to heart level by raising the foot of the bed to reduce swelling and risk of potential complications.  The patient my benefit from the application of ice to reduce the swelling
· Provide careful handling using cupped palms to ensure the back slab, if present, is not damaged in first 48 hours while cast is still drying
· Administer medications as charted. Review the post operative record for the plan, as prophylactic antibiotics for 24 hours may be required if the patient has had an open reduction and internal fixation; there may be extended period of antibiotic therapy required if the fracture was a compound fracture  
· Commence Enoxaparin/Clexane education with the patient or a family member/carer who can administer daily, as the patient may require 6 weeks Clexane therapy if non weight bearing
· The patient may commence on oral fluids and diet as tolerated
· The patient usually rests in bed until the next day unless they have returned prior to lunch and are stable to be reviewed by the Physiotherapist.
· Depending on the patient’s social circumstances the patient may be able to be discharged day 1-2 post operative. If they live alone, a social work review may be required for post hospital supports, respite or transitional therapy care prior to returning home. Generally speaking, non weight bearing patients are not considered for rehabilitation unless they have goals e.g. to climb stairs
·  Provide patient with consumer information Caring for your waterproof or non waterproof cast  if required
· Refer the patient to Occupational Therapy for assessment pre discharge.


Day 1 post operation
· Continue to elevate limb when not mobilising
· Check for wound ooze if the patient has a removable boot e.g., aircast splint or Camboot. Check skin integrity and for signs of pressure injury or fracture blisters. If there are signs of fracture blisters a medical review is required
· Continue Clexane education 
· The patient, if medically stable and deemed safe for discharge by physiotherapy, may be discharged home (or to residential care) if social circumstances permit. This may occur on day 1 post operation but more likely on day 2
· Ensure the patient is aware of limitations for movement and requirements for attending outpatient clinic appointments for follow up
· Educate patient on potential complications and what action to take if any are suspected.
· Provide patient with consumer information if patient has a cast 
· Provide the patient with a medical discharge summary, x-rays (CD/USB) if going to another facility, and discharge medications as required
· Dressing change may take place day 3 if patient still in hospital otherwise this will occur at the first outpatient clinic appointment at 2 weeks post surgery.
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Pre operative care
· Vital signs performed 4 hourly and recorded as per adult vital signs 
· Neurovascular observations performed and recorded 4 hourly until patient goes to theatre if an emergency procedure, not for elective patients unless compromised.

Refer to Section 1 for standard pre and post operative care for all orthopaedic patients.

Day 0 Post operation 
As per  Post Operative Handover and Observations – Adult Patients (First 24 hours) procedure, all observations should be attended in the presence of the PACU nurse to ensure any abnormalities are identified and managed as soon as possible. A skin integrity check should occur at this time to identify any skin tears or pressure injuries that may have occurred during a prolonged period of immobility.

 Day 1 post operation until discharge
Continue care as per Post operative Handover and Observations - Adult Patient (First 24 hours) procedure.
· Vital signs are to be performed as per vital signs and early warning scores procedure, neurovascular observations if stable are reduced in frequency as per Section 2 Neurovascular observations of orthopaedic patients
· Observe wound site once per shift and document findings, a PICO dressing is often placed in theatre and should remain insitu for 7 days before a review
· Mobilisation must occur within physiotherapy service hours (0830- 1700) or with nursing staff during weekends and after hours. Patient is NOT to sit out of bed for prolonged periods of time in a chair, maximum 30 minutes
· Spinal bracing (Sacro Cinch brace) maybe requested in the post operative record, if so it is worn for 2 weeks post- operation
· The patient should be transferred via log rolling technique
· The patient is to be given two handouts with emphasis on care of the back post-operatively and transverses abdominus (TA) strengthening exercises (supplied by physiotherapists). Inspect wound dressing for exudate; if drain in place follow postoperative instructions for removal.  
· Depending on the patient’s social circumstances the patient may be able to be discharged day 1-2 post operative. If they live alone, a social work review may be required for post hospital supports, respite or transitional therapy care prior to returning home. Generally speaking, non weight bearing patients are not considered for rehabilitation unless they have goals e.g. to climb stairs
· Referral to Occupational Therapy as may require equipment for discharge
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Refer to Section 1 for standard pre and post operative care for all orthopaedic patients.

Day 0 post operation 
Equipment: Patient may have an alternating mattress if assessed there is a need for it.  

Alert: Patients having had Total Knee Replacement do not have a pillow under their leg. If patient is at risk of a heel pressure injury, provide a Mepilex foam heel dressing for protection and increase change of position frequency as well as educating the patient.

As per Post Operative Handover and Observations – Adult Patients (First 24 hours) procedure, all observations should be attended in the presence of the PACU nurse to ensure any abnormalities are identified and managed as soon as possible. A skin integrity check should occur at this time to identify any skin tears or pressure injuries that may have occurred during a prolonged period of immobility.

In addition
· Neurovascular observations as per Section 2 Neurovascular observations for Orthopaedic patients.

Day 1 post operation
· Post operative bloods to be taken at 0600. Remember to check the blood test results and to notify the MO of any abnormalities, as to facilitate early blood transfusion if deemed necessary
· Continue care as per Post operative handover and Observations adult patients (first 24 hours) procedure
· When first 24 hours is completed, continue to attend vital signs as per Vital signs and Early warning scores procedure 
· Neurovascular observations after 24 hours if stable are recorded 4 hourly as per Section 2 Neurovascular observations for orthopaedic patients
· Elevate limb if possible to reduce swelling. Patient may benefit from application of ice
· Patients are commonly managed with spinal morphine and a continuous RLAT (adductor canal catheter). Encourage the use of regular and PRN analgesia medication as charted, noting the risk of respiratory depression associated with spinal morphine and co-administered opioids. In general, it is safe to provide immediate release opioids where the patient is in pain. Sustained relase opioids prescription is discouraged. The patient will be reviewed Day 1 by the APS for ongoing management planning as necessary. Instructions will be provided for duration and removal of the adductor canal catheter.
· Liaise with Physiotherapy to mobilise patient. Ensure analgesia is administered 30 minutes prior to ambulation to ensure patient comfort. Early mobilisation is essential to minimise complications. Patients will be seen daily for 7 days as per the service provided for joint replacements. Ensure patient is sitting out of bed for meals. Administer analgesia prior to activity to ensure comfort. Caution: analgesia can cause drowsiness.. Ensure a risk assessment is conducted to prevent falls
· Ensure that patient is aware that discharge from hospital for this procedure is routinely day 5 post operatively (providing no complications occur). Patients may stay up to 7 days if bilateral joint replacements are performed
· Referrals at the MDT and entered onto the Patient Journey Board include: 
Physiotherapist
Occupational Therapist for equipment loan required on discharge
Social worker if required
Rehabilitation facility if required (private if has health insurance), and/or respite or Transitional Therapy Care Program
DLN to arrange community nursing to manage the wound and organise the removal of staples/sutures on discharge if patient not returning to an outpatient clinic.  Staples/sutures can be removed after 14 days. 

Day 2 - 4 post operation
· Continue to attend vital signs as per Adult vital signs and early warning scores procedure 
· Neurovascular observations as per Section 2 Neurovascular Observations for Orthopaedic Patients
· The patient is expected to be showering with less assistance from nursing staff than the previous day’s requirements. Promote independence as much as possible according to their pre-admission level of functioning
· Encourage mobilisation using gait aid recommended in the clinical record by the physiotherapist. The patient should be becoming increasingly independent
· Ensure the pharmacist is aware of expected discharge and discharge medications are organised.

Day 5 post operation (expected day of discharge)
· Routinely, Day 5 is the day of discharge for elective TKR patients
· Patients should independently mobilising and deemed safe to discharge from: medical team, physiotherapy, occupational therapy and also social work (if applicable). Safety for discharge should be documented in the Clinical record in collaboration with allied health and medical
· Change patient’s dressing prior to discharge and provide patient with staple remover (for the community nurses) if required.  If a negative pressure dressing is in place e.g. PICO, the dressing may need to be changed to a standard post operative film dressing.
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Staff caring for a patient in traction should complete e-Learning module on traction available on HRIMS.

Equipment required: 
First Preference: 
· SecurTrac Bucks Traction Boot (obtainable from 5A or Emergency department in 2 different sizes – small/medium and medium/large - measure length and calf circumference).
· The boot can be used with Total Patient Care traction framework, ‘Gosse Neck’ or end of bed H configuration
· [bookmark: _Hlk77079611]Elastoplast adhesive tape for securing cord ends
· SecurTrac traction cord
· Weight bag 
· Total Patient Care Traction framework, ‘Goose neck’ or end of bed H configuration.

Second preference: 
· [bookmark: _Hlk105669042]Non adhesive skin extensions (discard white bandage that comes in pack)
· Tensocrepe (pink) bandage (1 or 2 depending on limb size, if using with skin extensions) 
· Elastoplast tape for securing cord ends
· SecurTrac traction cord
· Weight bag 
· Total Patient Care Traction framework, ‘Goose neck’ or end of bed H configuration.

Note: Bucks Traction Boot is applied where possible as per medical orders.
This traction is usually applied for a patient with a fractured acetabulum or fractured hip/femur who is experiencing considerable spasm, or to maintain an alignment of the fracture.

Alert 1: Traction should never be removed from the patient without manual traction being applied unless there is a written order by medical staff. This may occur for procedures such as MRI or CT scan.

Procedure
1. [bookmark: _Hlk77080708]Attend hand hygiene before touching the patient by either hand washing or using AHBR
2. Ensure the patient has privacy during the procedure 
3. Ensure patient is comfortable and offer pain relief
4. Obtain patient’s consent to apply traction
5. Measure lower leg length from below patella to heel and calf circumference at widest point to get correct size of boot
6. [bookmark: _Hlk77080760]Obtain the type & weight of traction ordered & documented by the medical officer in the patient’s clinical record
7. Explain the traction equipment, the procedure & the rationale for use to the patient
8. Ascertain where the site of injury is.
9. Check skin on injured limb for wounds, abrasions, rashes and skin integrity. Areas of skin damage will require protective dressing and wounds dressed appropriately prior to traction application 
10. [bookmark: _Hlk77080840]Check and record baseline neurovascular observations (Refer to Section 2, Neurovascular observations for orthopaedic patients)
11. Prepare the bed space and equipment. A second person will be required to apply manual traction to the limb at the heel and support the limb while the boot is secured in place with Velcro straps
12. Assist transfer of patient to appropriate traction bed, using appropriate Manual Handling Device(s) (Refer to Manual Handling Policy)
ALERT 2: 
Any problems with skin integrity which will affect the safety of the patient in traction, should be reported to the Medical Officer prior to application of traction.

13. Position the patient centrally in bed to ensure the line of pull will be correctly established
14. Rest affected limb on pillow or heel trough to ensure heel is off loaded
15. [bookmark: _Hlk77081082]Attach cord to the traction boot, feed through pulley on traction framework and secure to weight bag with slip knot (weight to be documented by registrar). Gently release manual traction once weight bag is in place. 
16. Apply counter traction by elevating the foot of the bed 20 to 30 degrees. Ensure weight bag is off the floor
17. Secure knots by taping the loose end to the main body of the rope with Elastoplast tape. Taping the actual knot will make observation and adjustments difficult
18. Perform neurovascular observations (Refer to Section 2 Neurovascular Observations for Orthopaedic Patients):
· Immediately
· Then 30 minutes post application 
· Then hourly for 24 hours after initial traction application. 
19. [bookmark: _Hlk77081202]Review skin integrity to lower limb and heel each shift. The foot of the foam boot is able to be folded back for inspection of the heel. 
20. Neurovascular observations are performed immediately and 30 minutes after traction is re-bandaged 
(Refer to Section 2, Neurovascular Observations for Orthopaedic Patients policy)
21. Educate and encourage the patient to perform exercises to maintain full range of movement of unaffected limbs
22. Attend hand hygiene after touching the patient by either hand washing or using ABHR
23. Any wound care requirements need to be documented on the General Wound Assessment Form and Wound Assessment and Management Plan
24. Report any concerns to the Orthopaedic medical officer. 

Application of traction using non adhesive skin extensions (discard white bandage that comes in pack). In the absence of a Bucks Traction Boot or requested specifically by the Orthopaedic medical officer
 
1. Attend hand hygiene before touching the patient by either hand washing or using AHBR
2. Ensure the patient has privacy during the procedure 
3. Ensure patient is comfortable and offer pain relief
4. Obtain patient’s consent to apply traction
5. Obtain the type & weight of traction ordered & documented by the medical officer in the patient’s clinical record
6. Explain the traction equipment, the procedure & the rationale for use to the patient
7. Ascertain where the site of injury is.
8. Check skin on injured limb for wounds, abrasions, rashes and skin integrity. Areas of skin damage will require protective dressing and wounds dressed appropriately prior to traction application. The Achilles tendon area is at risk of skin damage due to slippage of bandages if being used. Silicone foam heel will provide protection 
9. Check and record baseline neurovascular observations (Refer to Section 2, Neurovascular observations for orthopaedic patients)
10. Prepare the bed space and equipment. A second person will be required to apply manual traction to the limb at the heel and support the limb while the skin extensions are bandaged in place
11. Foam should be placed over malleolus and the end of extensions should be a fist away from patient’s heel to allow enough planter flexion by the patient without interfering with the traction. Secure bandage by applying 3 wraps just above ankle to commence with and then apply in a figure 8 motion up the lower leg to within 1cm below tibial tuberosity 
12. [bookmark: _Hlk77078621]Tie cords in reef knot and feed first cord over pulley and secure to weight bag.  
13. Gently release manual traction once weight bag is in place. 
14. Secure 2nd cord to main cord with Elastoplast tape (pulley can accommodate one cord only).
15. Review skin integrity to lower limb each shift. The leg should be washed daily but no moisturiser applied as this will result in extensions moving. Bandage the traction whenever slippage of the skin extension is noted, otherwise this can lead to skin integrity damage under the bandages

Ongoing care 
· Perform neurovascular observations as per Section 2 to ensure no adverse effects each shift (Refer to Section 2, Neurovascular Observations for Orthopaedic Patients)
· Each shift check the traction set-up to ensure effectiveness and safety, maintaining the weight and magnitude of the traction pull and ensuring the correct weight is maintained. Weight bag needs to be clear of floor at all times and traction cord runs freely on pulleys.
· When transferring  patients in the lifts with Secur Trac traction system please place patient in lift feet first with traction adjusted to the side. This will allow door sensors to close and staff to stand on side of patient’s bed. Patients in traction need to be escorted by nursing staff on transfers. 
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Equipment required
· Alcohol based hand rub 
· Basic dressing pack
· Normal saline(warmed)
· Gauze swabs
· Clean gloves
· Sterile gloves
· Personal Protective Equipment (PPE) including safety goggles / shield
· Antibiotic ointment (optional)
· Non adhesive foam dressing
· Silver dressing (and secondary dressing) if required
· Oxygen tubing (optional)
· Wound swab (optional)
· Safety pin (if clamps in place)
· Clinical waste receptacle
· General waste receptacle.

Procedure
The initial post-op dressing remains intact for 24 hours post insertion of the pins, after which pin site dressing/s are attended daily. If pin site exudate is excessive twice daily pin site care is required.

For patient comfort and early assessment of potential problems, it is recommended that the wound be inspected within 24 hours and on a daily basis. All pin sites should be redressed after 24 hours as there is likely to be exudate in the first week. Pin site infections can result in osteomyelitis and delayed fracture healing.

External fixation is prescribed and applied by the medical officer. External skeletal pins are used for external fixation or for skeletal traction. External fixators will be used when the fracture is comminuted (many fragments) and/or compound (open) involving a wound, which connects directly with the fracture site.

Attending Pin Site Dressing
1. Ensure patient has been offered analgesia prior to attending pin site dressings
2. Attend hand hygiene before touching the patient by either hand washing or using ABHR
3. Explain the procedure and obtain patient consent as per consent and treatment policy
4. Ensure the patient has privacy during the procedure
5. Don clean gloves and goggles/shield
6. Remove old dressing / sponges/umbilical clamp; warmed normal saline solution may be needed if dressing/sponges have adhered to pins (if umbilical clamps are in place from theatre these can be removed using a safety pin)
7. Discard waste into a clinical waste receptacle
8. Remove gloves
9. Attend hand hygiene by either hand washing or using ABHR

ALERT 1: 
Aseptic technique must be rigorously maintained at all times with pin site care.
Follow principles outlines in the Aseptic technique procedure

10. Assemble clean dressing equipment on cleaned dressing trolley
11. Discard packaging in general waste receptacle
12. Attend hand hygiene by either hand washing or using ABHR 
13. Don Sterile gloves
14. Observe general circulation of the limb

ALERT 2: 
Alcohol and iodine based solutions should be avoided for cleaning pins due to accelerated corrosion of the metal and skin staining. Alcohol is damaging to the capillary bed when it drips into the wound. Hydrogen peroxide should be avoided as it is damaging to tissue.

15. Remove any crusts that may have formed around the pins using gauze and warm normal saline
· Rationale: Gentle removal of the crusts allows visualisation of the wound and encourages free drainage of exudate, which may harbour infection if allowed to collect below the skin
16. Leave the wound to dry after cleaning, or dry with a clean gauze 
· Rationale: Moisture encourages colonisation
17.  If exudates is present a foam dressing is cut and applied around the pin and secured with paper tape. If sutures/staples are present a foam dressing is used around the pinsites until the staples/sutures are removed at 14 days
18. Observe the wound daily for redness, inflammation, odour, excess or purulent ooze and ask the patient about increasing pain
19. Provide the patient with education to observe and report these signs
20. Discard waste in clinical waste receptacle
21. Remove gloves
22. Attend hand hygiene be either hand washing or using ABHR
23. Document the procedure and findings in the patients Clinical Care Plan, Clinical Record and Wound Assessment Chart see Wound Management Procedure. 

Important considerations and wound observations
1. Where serous ooze persists or pus is present, a wound swab should be taken and the MO notified (Refer to Wound Management Procedure)
2. Observe the pin site for over-granulation of the skin growing up the pin site or tenting of the skin around the pin 
3. Where over-granulation has occurred Inadine and a secondary foam dressing should be applied under pressure, or silver nitrate sticks (from pharmacy) can be used 
4. Where there is increased tenderness or pain, redness, inflammation, odour, excessive       exudate or pus at the pin site alert the MO
5. Observe the pin for any movement and ensure pin attachments are secure
6. Oxygen tubing should be cut and applied to the pin points extending from the main frame to protect patient’s skin, linen and blankets of the patient’s bed
7. Educate the patient on the importance of quality daily pinsite care and if they can perform the procedure teach them to do so if discharging
8. Refer to DLN prior to discharge for community nursing follow up 

Note: if the pin sites are dry and there is no exudate the patient is able to shower normally. The external fixator can be left unprotected whilst showering provided there are no other dressings or wounds.

9. Document the procedure and findings in the Comprehensive Care Plan and the patient’s clinical record. If further wound care is required document on General Wound Assessment Chart and Wound Assessment and Management Plan and refer to the Tissue Viability Unit (TVU) nurses if concerned or support is required. 

Note: if localised signs of infection are evident, silver dressings can be utilised for 2 weeks and then reviewed. Consult the TVU nurses for advice.
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Outcome
Patients requiring orthopaedic surgery at CHS will be managed as per this procedure

Measure
Annual review of clinical incident reports about complications post orthopaedic surgery
Annual review of feedback from consumers who had orthopaedic surgery
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Policies
· Work Health and Safety 
· Nursing and Midwifery Board of Australia (NMBA) Requirements for Practice
· Informed Consent (Clinical)
Comperhensive Care Policy

Procedures
· Falls and Prevention and Management 
· Venous Thromboembolism (VTE) Prevention 
· Pressure Injury Prevention and Management 
· Clinical Handover 
· Wound Prevention and Management 
· Patient Identification and Procedure Matching 
· Patient Identification - Pathology Specimen Labelling 
· Acute Pain Management Techniques 
· Vital Signs and Early Warning Scores 
· Post-operative Handover and Observations-Adult patients (first 24 hours) 
· Infection Prevention and Control 
· Hip Fracture Clinical Care Standard

Legislation
Health Records (Privacy and Access) Act 1997
Human Rights Act 2004
Work Health and Safety Act 2011

Other
Australian Charter of Healthcare Rights
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Comminuted fracture - a fracture in many fragments
CT – Computed Tomography scan
MRI – Magnetic Resonance Imaging
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Orthopaedic, Total Hip replacement, Hip Fracture management plan, THR, Femur, Fracture, Total shoulder, TSR, Total knee, TKR, Limb fractures, Ankle, Tibia, Fibula, pelvis, traction, Knee Joint,  Pinsites, External fixation, Skeletal, Camboot, Aircast
Back to Table of Contents
	[bookmark: _Toc108100315][bookmark: _Toc108511965]Attachments



[bookmark: _Hlk41300064][bookmark: _Hlk41300250]Disclaimer: This document has been developed by Canberra Health Services specifically for its own use.  Use of this document and any reliance on the information contained therein by any third party is at his or her own risk and Canberra Health Services assumes no responsibility whatsoever.

Policy Team ONLY to complete the following:
	Date Amended
	Section Amended
	Divisional Approval
	Final Approval 

	4/10/2022
	Full review
	Lisa Gilmore ED Surgery
	CHS Policy Commitee

	
	
	
	

	
	
	
	



This document supersedes the following: 
	Document Number
	Document Name

	
	

	
	

	
	

	
	



[bookmark: _Toc396995664]Back to Table of Contents
	Doc Number
	Version
	Issued
	Review Date
	Area Responsible
	Page

	CHS22/372
	1
	04/10/2022
	01/10/2026
	Surgery
	6 of 6

	Do not refer to a paper based copy of this policy document. The most current version can be found on the CHS Policy Register



image1.jpeg
ACT Canberra Health
Government Services





