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1. Introduction
1.1 History
Total Hip Arthroplasty (THA) has been hailed the ‘The operation of the century.’ (1) While
the prevalence of coxarthrosis is relatively unchanged from ancient times, attempt at
surgical treatment are relatively recent Themistocles Gluck is credited with performing the
first hip arthroplasty in Germany in 1891. It was a hemi arthroplasty and he used an ivory
femoral head. Early attempts at the turn of the 20th century focused on interpositional
arthroplasty using a variety of tissues which included skin, fascia lata, and pig’s bladder (1)!
Also during this period Dr Ban saw, then chief of orthopaedics at the Mandalay General
hospital in Burma, used hand made ivory components for patients with femoral neck
fractures. He presented a report of his first 300 cases in 1969. His patients were aged
between 24 and 87 years old. Eighty eight per cent returned to sports and bicycle riding
within weeks post surgery.
The dawn of the modern era of hip arthroplasty was heralded by the vitallium mould
design of Smith-Petersen. Wiles subsequently developed and inserted the first THA in 1938
in the UK.
The next most significant step was made by British surgeon Sir John Charnley. In the 1960’s
he introduced several pivotal concepts including the low friction arthroplasty, the use of
polymethyl methacrylate cement as a grout and the use of high density polyethylene as a
bearing surface. While several of Charnley’s principles and techniques have evolved, the
principles he proposed remain relatively unchallenged.
Arguably the most important modern advancement in arthroplasty surgery has been the
establishment of joint registries. These provide invaluable data on survival, complications
and can help to establish standards for practice. The Swedish joint registry is the most
established of these. Much of the long term survival data for specific types of implants and
fixation methods are extracted from this database. Registries are now in existence in most
countries including the UK. The American Joint Replacement Registry (AJRR) is currently in
the process of being formalised.
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2. Indications
The main indication for total hip arthroplasty is pain secondary to primary or secondary
osteoarthritis (2), and has remained largely unchanged for the past few decades. Results
from the Swedish Registry show the mean age for THR was about 70 years old with a
decrease in age seen in men while an increase was noted in women. Recent trends have seen
a widening of the indications for performing total hip arthroplasty to include rheumatoid
arthritis in cases of failed medical management. Such patients are often younger compared
with elderly patients who commonly present with osteoarthritis and trauma (2). Other
indications include avascular necrosis, metastatic disease and ankylosing spondylitis.
The use of total hip arthroplasty in treating femoral neck fractures has, and continues to generate
controversy. There is a move towards basing the surgical management on patient-related, rather
than diagnosis related approach as a reflection of this heterogeneous group of patients. For
example, fit elderly patients with pre-existing symptomatic osteoarthritis who sustain a femoral
neck fracture should be considered for total hip arthroplasty rather than internal fixation.
There are a number of studies that support this approach. Blomfeldt et al (3) conducted a
randomised control trial comparing the outcome of patients with displaced neck of femur
fractures, who are relatively fit, active and indecently mobile, treated with internal fixation
or total hip arthroplasty. They treated one hundred and two patients with a mean age of
eighty years. Forty nine patients where randomised to THR and fifty three underwent
internal fixation. Their results showed similar mortality rate of 25% at four year follow-up
but a better functional outcome, lower complication and re-operation rate in the total hip
arthroplasty group compared to the internal fixation group. Another randomized
prospective trial involving two hundred and seven patients by Keating et al (4), treated
patients with internal fixation, hemiarthroplasty and total hip arthroplasty. Their results
showed better functional outcome in the THA group in comparison to the other groups.
Cost analysis also showed a higher rate for the internal fixation group due to higher reoperation rate but no difference between the THR group and hemiarthroplasty group.

3. Patient expectations
The widening indications for surgery have influenced the demographics of patients
undergoing total hip arthroplasty and thus, their expectations. More and more young
patients are being considered for total hip arthroplasty. These subgroups of patients
generally tend to be very active and as result place more demands on the replaced hip. Even
the modern day ‘elderly’ patient has higher expectations in comparison to previous decades
as patients are offered surgery far earlier owing to improvement in technology and surgical
technique. This emphasis on meeting patient’s expectation and optimizing subsequent
function has lead to objective scoring systems such as the Oxford Hip Score (OHS), Harris
Hip Scores (HHS), the Western Ontario and McMaster University (WOMAC) scoring
systems being developed and more recently in the UK patient related outcome measures. A
study by Mancuso et al looking at the fulfilment of patient’s expectation showed that only
43% patients (of 405) thought their pre-operative expectations where fulfilled fully. They
showed that younger patients and those with a BMI of lower that 35kg/m2 had a greater
proportion of their expectations fulfilled (5).
The modern day THR, however, patient is more likely to be obese compared to previous
generations and may develop early failure as a result. However, advances in implant design and
tribology have increased the Orthopaedic Surgeon's armamentarium in facing these challenges.
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4. Surgical technique
While the ideal approach for THA is as yet undecided, several approaches have been
described and are used in routine practice. While no revolutionary changes have been made
to the classically described techniques, significant refinements and advances have occurred
particularly with the development of minimally invasive approaches for THA and the
instruments to facilitate these approaches.
Previous techniques described include the lateral (Hardinge) (6), anterior (Smith-Petersen)
(7), posterior (Moore or southern) and medial approaches (8), each with its unique risks and
benefits. The approach most commonly used in the UK is the posterior (57%) followed by
the anterolateral approach (37%) according to the United Kingdom National Joint Registry
(UK NJR) (9). Personal communication with members of the British Hip Society has revealed
that the posterior approach is favoured by the majority of specialist hip surgeons.
Results from the Swedish Arthroplasty Register (10) have suggested that the posterior
approach is being performed less frequently (52% in 2008 vs 65% in 1992) likely due to an
increased incidence of dislocation particularly with the minimally invasive posterior
approach. The surgical approach used in our unit is the posterior approach which is
described below after a description of the original procedure:
This approach, popularised by Moore, is also called the southern approach. It consists of a
10-15 cm incision centered on the posterior aspect of the greater trochanter. This is deepened
through the fascia lata. The gluteus maximus is split along the line of the incision. This along
with internal rotation of the hip allows visualisation of the common insertion of the short
external rotators on the posterior aspect of the proximal femur. Also visible is a layer of fat
which contains the sciatic nerve at its center. This must be protected. Internally rotating the
hip moves this nerve out of the operative field.
Once the tendons are identified, stay sutures are placed in the tendons of the piriformis and
obturator internus. These are then detached from the femur at their point of attachment.
Deep to this layer is the posterior capsule. Once this is incised further internal rotation will
lead to dislocation of the hip joint. Repair of the posterior structures is not routinely
recommended with this description.
Early criticism of the posterior approach stemmed from several reports of higher dislocation
rates in patients treated with this technique (11, 12). Many authors using this contemporary
posterior approach have recorded very low dislocation rates and addition of posterior capsular
repair has reduced the dislocation rates to <2% (13). Also when compared to the lateral
approach, the incidence of postoperative abductor lurch is very low with posterior approach.

5. Dislocation rates
Despite early reports, studies over the last decade have shown that the incidence of
dislocation decreases substantially if a posterior capsular repair is performed.
Masonis and Bourne (14) reviewed fourteen studies comprising 13,203 patients. Overall
there was a six times increased rate of dislocation in patients treated with a posterior
approach when compared to the trans trochanteric , anterolateral and direct lateral
approaches. In the group which had a posterior approach dislocation rates among those
patients who had a capsular repair was 2.03% compared to 3.95% in the group which had no
repair performed. These results were pooled from multiple surgeons however and such
heterogeneity has been associated with poor results, particularly among junior surgeons (15).

www.intechopen.com

30

Recent Advances in Hip and Knee Arthroplasty

In a well designed single surgeon series Wilson et al (16) showed that dislocation rates
reduced from 3.1% to 0.7% after a posterior repair was performed. Similar results have been
reported by other authors (17, 18, 19) including Suh et al who reported that repair of the
posterior structures reduced their dislocation rates in revision THA from 10% to 1.9% (13).
These results are summarised in Table 1.

Authors
Palan et al

Date

2009
(Prospective)
Tsai et al
2008
(Retrospective)
Kwon et al
2006
(meta analysis)
Wilson et al
2005
(Retrospective)
Suh et al
2004
(Prospective)
Masonis
2002
and Bourne
(Review)

Dislocation rates related to approach
Number Posterior Anterolateral Posterior
Direct
in study
with repair Lateral
1089
2.3%
2.1%
_
_
204

6.38%

_

0%

_

_

4.46%

0.75

0.49%

0.43%

2213

3.9%

_

0.9%

_

346

6.4%

_

1%

_

13,203

3.95%

2.18

2.03

0.55

Table 1. Dislocation rates after the posterior approach- Summary of results

6. Our current technique (figures 1-5)
In our unit the posterior approach is used for both primary and revision THA. For primary
THA a minimally invasive technique is routinely performed and is described below.
The patient is placed in a lateral decubitus position. The tip of the greater trochanter and the
posterior boarder of the proximal femur are identified. A 10 to 12cm incision centered on the
posterior one third of the tip of the greater trochanter is made which extends 5cm above
and 5cm below this point. The incision proximal to the greater trochanter is angled
backwards by 30 to 40 degrees. The incision is deepened to the level of the fascia lata which
is also incised. The gluteus maximus is split along the line of the incision revealing the
trochanteric bursa which is divided in line with the incision but preserved. Internal rotation
of the hip at this stage brings the posterior aspect of the greater trochanter with its attached
short external rotators into the operative field. At this stage we use a gauze swab to wipe the
bursal tissue and fat off of the short external rotators (SER) attachment gently downward.
This action exposes the tendons of short external rotators- from proximal to distal
piriformis, superior gemellus, obturator internus, inferior gemellus and quadratus femorisand moves the sciatic nerve away from the operative field. Next superior border piriformis
tendon is identified and a curved retractor is placed under the gluteus minimus but above
the superior border of piriformis tendon. Stay sutures are placed in the common tendon of
the SER muscles and the underlying capsule (Figure 3). The short external rotators, along
with posterior capsule, is then divided with diathermy at its point of attachment to the
greater trochanter. Then posterior dislocation of the hip is performed by adduction, flexion
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and internal rotation of femur. Once the procedure is completed the short external rotators
and the capsule is reattached via drill holes to the posterior part of greater trochanter.

Fig. 1. Landmarks for the skin incision

Fat surrounding the
sciatic nerve

Fig. 2. Fat and bursa moved away from operative field. This protects the sciatic nerve.
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Fig. 3. Stay sutures in the short external rotator (SER) tendons

Fig. 4. Dislocated femoral head
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Fig. 5. Post reduction of THA

7. Minimally Invasive Surgical (MIS) approaches
Over the last decade minimally invasive techniques have drawn much attention. These
methods represent a refinement rather than a revolution of standard approaches. They have
been described for the anterior, posterior and lateral approaches. By definition a minimally
invasive approach infers an incision length of ≤ 10cm.
Views and conclusions about MIS THA are conflicting but overall this is accepted as safe,
but not better nor a replacement for established surgical approaches. This view is supported
by level I evidence. In the UK the National Institute for Health and Clinical Evidence has
recommended that the MIS posterior approach is safe but the Swedish Registry suggests
that there is an increased incidence of dislocations with this approach which accounts for its
decreasing use.
MIS THA has been extensively studied in the literature. Dorr et al (20) showed that while
immediate post operative pain control and mobility were improved in the MIS group, there
was no difference between this group and those in whom a conventional approach was used
at 6 weeks and beyond. Recent level 1evidence (21) has revealed that when comparing the
MIS anterolateral, classic posterior and MIS posterior approaches found similar results. This
study also found that patients who had the posterior MIS approach had favourable
outcomes when compared to the MIS anterolateral approach. Pagnano et al (22) also found
that patients receiving the posterior MIS approach walked, achieved independence from
assistive devices and returned to activities of daily living before those treated using a 2
incision approach.
While opinions on the clinical benefits of MIS THA seem to be in agreement, these differ on
the overall benefits of this approach. Reininga et al (23) in their review, concluded that MIS
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THA is a safe procedure although there is no firm evidence of functional benefit. Smith et al
(24) reviewed 2849 hips, however, and found a significantly elevated risk of transient lateral
femoral cutaneous nerve palsy in the group treated with the MIS technique, again with no
functional benefits.
What has not been clarified in this area is the ‘ideal’ MIS approach, whether specialised
instruments help, the group of patients best suited for this procedure and the learning curve
for this technique.

8. Technology
A number of advances have been made since Sir John Charnley pioneered the Low Friction
Arthroplasty in the 1960s. His design consisted of a stainless steel mono polar femoral stem
and a polyethylene acetabular cup both fixed using polymethyl methaacyrlate bone cement.
There are currently more than 100 hip stems and cups respectively submitted to the
Orthopaedic Data Evaluation Panel (ODEP) for assessment, all of which has variable
designs and choices of bearing surfaces.
The National Institute of Clinical Excellence (NICE) which issues guidance on selection of
prosthesis advises that the best prosthesis should have a revision rate of 10% or less at ten
years, demonstrable by long term viability studies. Cemented prosthesis has the longest
viability studies but a number of uncemented prosthesis have passed the ten year mark with
good results.
The trend is to use cemented prosthesis in elderly patients with poor bone quality, while
uncemented stems are more commonly used in younger more active patients or those with
good bone quality in general.
Well fixed cemented components depend primarily on two interfaces; implant cement
interface and cement-bone interface. Adequate fixation of both interfaces is crucial to the
long term survival of the prosthesis as the load is transmitted via the prosthesis to the
cement-bone interface. Any weakness in either may lead to early failure. Considerable
advancement has been made from the first generation cementing technique (finger packing,
no cement gun, no cement restrictor or canal pressurization) to the third generation
(elimination of air bubbles via vacuum preparation, stem centralizer and femoral canal
pressurization) thus improving the stability of well fixed cemented implants. In addition,
modern day cemented stems are modular, allowing for a range of femoral heads to be fixed
for optimal soft tissue balancing and stability.
Uncemented implants coated with hydroxyapatite have either porous coated or grit-blasted
surfaces and depend on ‘biologic’ fixation of bone by bony interdigitation into the stem. A
well fixed uncemented stem requires cortical seating into the femoral canal. Some
uncemented acetabular implants offer added security of screw fixation for improved
stability.

9. Bearing surfaces
An ideal bearing surface has the following characteristics. (25)
1. low coefficient of friction
2. resistant to third body damage and wear
3. generates small amount of particles
4. has low cellular reaction to wear debris
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A variety of significant advancements in bearing surfaces has been made since the dawn of
modern era of hip arthroplasty. Figure 6 outlines the major advances.
Bearing surfaces can be split into two broad groups:
1. Hard on soft bearings
2. Hard on hard bearings

2000

2nd Generation highly crossed-linked

1990
Ist Generation highly crossed-linked
1980
1970
Metal- UHMPWPE, Ceramic-Ceramic
1960

1950

Teflon, Stainless steel metal-metal

Fig. 6. Major advances in bearing surfaces.

10. Hard on soft bearings
The ultra high molecular weight polyethylene (UHMWPE) acetabular cup was introduced
in 1962 coupled with metallic heads to form hard-on-soft bearing surface. UHMWPE
consists of several long chains of monomer ethylene which serves to transfer load more
effectively to the polymer backbone by strengthening intermolecular interactions. Early
wear was a major problem with the early prostheses, particularly with larger bearing
surfaces. The third body particle thus generated enters the effective joint space and
stimulates a foreign body response resulting in osteolysis which is mainly mediated by
macrophages (26). PE wear is related to three main factors; implant geometry and material
properties, sterilization and shelf-life. Initially, it was widely accepted that the osteolysis
was due to delayed reaction to bone cement (PMMA), this erroneous belief lead to the
development of uncemented prosthesis such as the Austin Moore prosthesis. This change
did not positively affect the wear profile of the PE cup.
One of the best advances to UHMPE liner use was the advent of highly crossed linked PE
liner introduced in 1998. This is achieved by low dose gamma or electron beam radiation
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and thermal treatment to increase their oxidation resistance. Its advantages include
increasing resistance to abrasive and adhesive wear thereby improving bearing wear rates.
Another example of a hard-on-soft surface is ceramic on PE but is not a widely used
combination.

11. Hard on hard bearings
Wear-particle related osteolysis around THA components and subsequent failure rates lead
to the development of other bearing surfaces such as metal-on-metal articulations. CobaltChrome is the commonest metal alloy used. One of the main theoretical advantages of hard
on hard bearing surfaces is reduction in osteolysis (27) by generating less wear particles. In
addition, the particle size generated is also smaller (0.015-0.12um) compared to the particle
size range (0.2-7um) that has been shown to trigger osteolysis. The first generation metal-onmetal hip arthroplasty showed a low rate of wear and long term results demonstrated that
failure was due implant design rather than wear particles (28).
Other advantages of metal on metal surfaces include a higher scratch resistance and larger
bearing components which increases the excursion distance, the distance needed to travel
before the neck impinges and dislocate, due to the increase in head to neck ratio. This is
particularly advantageous in revision surgery for dislocation.
Metal on metal bearings, however, are not completely biologically inert. A number of soft
tissue reactions have limited its use. These include metallosis and aseptic lymphocytic
vasculitis associated response (ALVAL). There is an increased risk for these adverse tissue
reactions in females, smaller femoral head bearings and obesity (29).
Another type of hard on hard surfaces are ceramic bearings, first introduced in the mid 60s.
They are harder than metal and have a lower wear rate especially when coupled with its
self. In addition, the wear particles generated are biologically inert, eliminating the concerns
of sift tissue reactions seen with metal on metal bearings. The main disadvantage, however,
is its low resistance to fracture and squeaking, particularly seen in the taller, younger and
heavier patients. Like polyethylene bearings, ceramic bearing surfaces have improved since
the first generation implants which were more susceptible to fracture.
There are two types of ceramic bearings; alumina and zirconia. Zirconia femoral heads
coupled with PE leads to accelerated wear and early failure and is thus not recommend
coupling these two components.

12. Results
Total hip arthroplasty remains one of most successful operations in terms of cost
effectiveness and symptom relief for patients.
The best prosthesis should have a demonstrable long survivorship and low revision rates.
These attributes are best shown by National Joint Registries which not only provide early
warning of failures but show cumulative experience of surgeons while eliminating potential
bias by the innovator. The main goals of national joint registry is three fold; defining the
epidemiology of a particular patient population, providing timely information about
outcome and identifying risk factors for poor outcomes (30). The Swedish hip registry was
the first national joint registry introduced in 1979. Its main goal was to describe the
outcomes of primary hip replacements and to report complications. Since its inception,
many other countries have started national joint registries. Many of these registries provide
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the Orthopaedic community with the results of the oldest and newest prosthesis in the
market while keeping track of modifications and innovations.
Charnley’s cemented femoral stem has undergone a number of modifications since its
inception, including changing from a monoblock to modular stem while retaining the stem
geometry. The stem was later modified into the Elite-plus stem (Depuy, Warsaw, Indiana,
USA) by undercutting the flange, reducing the diameter and addition of a stem centralizer.
Data for the Swedish hip registry shows favorable results for the original stems; the cohort
operated on from 1979 to 1989 had a twenty-one-year survival rate of 81.7% based on 18,607
observations. The more recent cohort, (1990 to 2000), had a ten-year survival rate of 93%
based on 20,162 observations (2). Similar results have been reproduced in other centres.
Shculte et al showed 90% survivorship of the stem using revision as endpoint in 322 hips
(31). The modern day Charnley Elite Plus stem also has favourable medium term results as
shown in Kim YH et al prospective study in 194 young hips, with a mean age of 49.1 which
demonstrated a 12 years survivorship of 99% using revision surgery as end point (32).
The Exeter femoral stem was introduced around the same time as the Charnley prosthesis
and has also undergone a number of modifications since its inception. It is a double tapered,
highly polished stem. The Swedish hip register showed a 7 year survival of 98.1% in 4,769
implants. While Carrington et al showed 100% and 90.4% for the femoral and acetabular
components, respectively at 17 years using aseptic loosening as an endpoint (33).
Some uncemented femoral prosthesis, such has the Furlong hip replacement (Joint
replacement Instrumentation limited, London. United Kingdom) also have favourable
results. The Furlong stem is titanium, hydroxyapatite ceramic coated stem first introduced
in 1985. Good short to medium term results has been reported in literature (34). The longest
follow-up in literature is 21yrs which shows comparable results to previously mentioned
cemented stems, 97.4% with revision for any reason as endpoint.
The Corail stem is another uncemented stem with long term results. First introduced in
1986, it is tapered HP coated stem made from titanium alloy. Since inception, it had been
modified to a collarless stem and recently (2004) the neck was made slimmer and the taper
shortened. The Norwegian Hip Registry shows 97% survivorship at 15 years using revision
for any cause as endpoint (35).
These comparable results show that both cemented and uncemented stems can achieve good
longevity. Its is likely that these results do not only reflect good implant design but also
increased familiarity with use over the past number of years. Analysis of national hip
registries show that most of the implants that fail to pass the 10 year mark or with
survivorship of less that 90% tend to do so early (2 to 3 years) or at medium term (5-8 years).

13. Current controversies
A review of current orthopaedic literature would reveal many issues of debate and
uncertainty. Two issues which currently attract much debate are those of Metal on Metal hip
resurfacing (MoM HR) and the subject of thromboprophylaxis after THA. These are
discussed below.
13.1 Metal on Metal hip resurfacing (MoM HR)
Resurfacing affected joint surfaces has always intuitively seemed to be correct when
contemplating surgery for the arthritic hip joint. The Smith Peterson cup arthroplasty is
considered by some the earliest attempt at surface replacement. Charnley in the early 1950’s
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performed surface replacements using thin shells of Teflon. Good function was briefly
restored but severe osteolysis occurred in response to high Teflon wear.
The next main thrust came in 70’s after THA with conventional stemmed components had
been introduced and took the form of metal femoral components with high density
polyethylene sockets. Memorable examples were the ICLH developed in UK by Freeman,
Wagner contribution from Germany and the THARIES from the USA. Initial results were
again spectacular but failure developed because of the large amounts of polyethylene debris.
The poor results of all these attempts led to the concept of resurfacing being abandoned. A
British surgeon, Derek Mcminn, aware of how well metal on metal bearing surfaces had
performed based on the results of late revision of both McKee Farrar , Stanmore and Ring
hips replacements in Birmingham designed a new resurfacing with a metal on metal bearing
surface with the metallurgy based on the results that had been learnt from these earlier
metal on metal designs.
Contemporary MoM HR was thus pioneered in the UK by McMinn. Improved design,
metallurgy and advances in engineering resulted in the design of the Birmingham Hip
Resurfacing prosthesis. Original designs have been used in the UK since 1991 and approved
by the United States Food and Drug Administration in 2006. Proposed advantages of this
prosthesis include improved stability due to its large diameter, improved proprioception,
improved range of motion and return to function, bone conservation and relative ease of
revision. Early results have been encouraging but data from the UK National Joint Registry
(NJR) suggest that MoM HR prostheses have relatively high early failure in certain groups
and therefore revision rates. There have been concerns about increases blood levels of cobalt
and chromium ions in patients with these prostheses in situ as well as the occurrence of
periarticular destructive soft tissue lesions- so called pseudotumors.
Revision of failed MoM HR to stemmed modular MoM THA has also occurred with
increasing frequency as a result of the proposed ‘ease of revision.’ These prostheses pose a
new and unique issue to the arthroplasty community as there seems to be concerns with
these components which are similar to those for MoM HR. Recent guidance from the British
Hip Society (March 2011) has suggested that patients with these components be followed
more closely than those with standard THA as the risk of adverse effects seem to be similar
to hip resurfacing components. This is currently an area of intense controversy.
13.2 Throboprophylaxis after THA
This is the 2nd area of significant controversy with unique issues in the UK and USA. This
issue creates such debate that we have presented a brief review of current evidence before
discussing the controversy surrounding it.
13.3 Deep vein thrombosis (DVT) and Pulmonary embolism (PE) after THA
The incidence of radiologically detected DVT after lower limb arthroplasty surgery is 3060% (for the entire limb) and 10- 20% for proximal segment veins. Symptomatic PE occurs in
1-2% of this group (36). The rate of fatal PE is 0.1-0.2% (37). Risk factors for DVT and PE
include obesity, American Society of Anaesthesiologist’s grade 3 or above, revision surgery,
dementia and renal and cardiovascular disease.
A meta analysis of DVT prophylaxis regimens found that the rate of DVT’s increased 2-3
fold if no thromboprophylaxis was used. The lowest rates of proximal DVT’s occurred when
warfarin and low molecular weight heparin (LMWH) were used. The incidence of
symptomatic PE’s was decreased by warfarin, pneumatic compression devices (PCD’s) and
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LMWH. The rate of fatal PE was unaffected. Major bleeding occurred in patients who
received low dose heparin (38). This review concluded that warfarin was the best overall
single agent.
When used as part of a multimodal approach aspirin has been found to have the same
efficacy as warfarin (39). Multimodal approaches address each aspect of Virchow’s Triad. It
includes the use of regional anaesthesia, PCD’s, chemical agents and early patient
mobilisation. This approach has reduced the rate of asymptomatic and symptomatic DVT to
5.2% and 0.4% respectively (20). These authors found that patients on warfarin had a
significantly increased incidence of wound haematomas compared to those on aspirin.
Sharrock et al (40)reviewed >15000 patients and found a higher all cause mortality and
increased incidence of non fatal PE’s in those receiving contemporary potent anticoagulants
(including LMWH, Fondaparinux and Rivaroxiban) and Warfarin than groups who received
multimodal therapy.
This evidence seems to suggest that potent anticoagulants are not ideal in patients
undergoing THA and conflicts with national guidance in the United Kingdom. It must be
emphasized that patients should undergo pre operative assessment prior to a decision on
the choice of thromboprophylaxis agent is made.

14. United Kingdom
A House of Commons Select Committee Report 2004- 2005 suggested that 2500 preventable
deaths occurred annually as a result of deep venous thrombosis (DVT). It led to the
publication of guidance by the National Institute for Health and Clinical Excellence (NICE)
on thromboprophylaxis after THA in 2007. Challenges to these guidelines have arisen and
include:

The mortality figures stated in the parliamentary white paper have overestimated the
number of deaths

Using DVT as a surrogate end point for fatal PE has contributed to this inaccuracy

Members of the guidance committee were linked to the pharmaceutical industry

Recent evidence has suggested that since the implementation of these guidelines, both
the amount and duration of pharmacological prophylaxis has increased along with the
incidence of DVTs and their complications (41).

15. United States
In 2004, the American College of Chest Physicians (ACCP) made several recommendations
for prevention of DVTs and pulmonary embolism which extended to include the
orthopaedic community. The recommendations included aggressive prophylaxis regimens,
but were based on the incidence of venographically detected DVTs and used this as a
‘surrogate’ for fatal pulmonary emboli. In their review process, the ACCP did not consider
death and fatal PE as suitable end-points.
Subsequent to the implementation of their guidelines, several centres reported increases in
their incidences of major complications, symptomatic DVT, PE, wound problems and reoperation rates, post THA (42).
These reports led to the development of separate guidelines by the American Academy of
Orthopaedic Surgeons taskforce in 2006. This group shows prevention of symptomatic PE as
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opposed to reduction of prevalence of DVT as their end-point. Their guidelines have been
considered to be much more relevant, and safer, for orthopaedic patients.
This issue is still unresolved in both regions and continues to elicit debate.

16. Conclusion
In summary, total hip arthroplasty is a highly successful procedure in decreasing pain and
improving activity across all age groups, genders and geographic regions. Patient
expectations and demands have increase since the advent of the first generation THA but
technological advancement is constantly trying to meet this demand. However, there will
continue to be controversies regarding the ‘ideal’ prosthesis, bearing surface and method of
fixation. Such controversies may encourage further technical and technological innovations
as well as an improved understanding of peri-operative issues such as the optimal method
of VTE prophylaxis.
Overall, THA will continue to be a highly successful procedure.
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