
Optimism Abounds
for Arthritis Sufferers

Hip Replacement Surgery Can Add Stability to Your Step
By Timothy J. Panek, MD

Groin and/or thigh pain when walking, getting up from a
chair, or even when sleeping could be signs of osteoarthri-
tis of the hip. When the pain and stiffness in your hip keep

you from engaging in daily activities, you may qualify as a candidate
for total hip replacement.

With the advances in orthopaedic surgery over the last decade, this
is not as scary as it sounds. In fact, more than 180,000 people in the
United States undergo hip replacement surgery each year to dimin-
ish pain and stiffness and regain full mobility.

The most frequent source of debilitating hip pain is arthritis. In par-
ticular, osteoarthritis occurs primarily in people 60 years of age and
older. In osteoarthritis, the layers of cartilage and synovial fluid
become damaged and wear away, allowing the underlying bones to
grind against each other. Hip replacement surgery is most common-
ly recommended when the severe, chronic pain associated with
osteoarthritis is not controllable through the use of various medica-
tions or physical therapy.

Conservative Treatment

Before recommending total hip replacement, physicians usually try
other forms of treatment, such as activity modification to reduce stress
to the joint and/or a regular exercise program that includes stretching,
swimming, or cycling to strengthen the muscles in the hip joint.

Another option is to treat the inflammation in the hip with 
nonsteroidal anti-inflammatory drugs (NSAIDs). Common NSAIDs
include aspirin, ibuprofen, and the COX-2 inhibitors, which block
an enzyme known to cause an inflammatory response. Nutritional
supplements such as glucosamine are also often helpful.

If NSAIDs do not relieve pain, physicians may prescribe a corticos-
teroid, such as prednisone or cortisone. These drugs reduce joint
inflammation and are frequently used to treat rheumatic diseases
such as rheumatoid arthritis. However, their use is closely monitored,
as they can cause further damage to the bones in the joint. Some peo-
ple experience side effects such as increased appetite, weight gain,
and a lower resistance to infections.

Diagnosing Degenerative Hip Joints

Hip replacement is usually considered only after conservative
approaches have failed. The diagnosis of a degenerative hip joint starts
with a complete history and physical examination by a physician. 

X-rays are taken to determine the extent of the damage and the cause
of the degenerative process. A magnetic resonance imaging (MRI)
scan and blood tests are sometimes needed to rule out other causes.
Once a recommendation for hip replacement is made, it is important
for patients do their homework by investigating the issues, asking
questions, and, most importantly, getting answers.

Hip replacement was once an option primarily for less active adults 60
years of age and older, but improved technology has made stronger,
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Improved technology has made stronger, longer-lasting artificial
joints that are feasible for more active and younger patients.



longer-lasting artificial joints that are feasible
for more active and younger patients. Younger
patients and those who are more active should
understand, however, that they might need
another surgery to replace worn-out artificial
hip joints after 15 or 20 years.

Implant Durability

Each patient should discuss with his or her
physician two important questions: “What hip
is right for me?” and “What approach will the
surgeon use?” There are a variety of implant
designs and materials. I consider the patient’s
anatomy and physical demands when select-
ing the appropriate implant. I integrate all the
advances in orthopaedic technology to help
customize the implant for the patient.

The key outcome is durability, which is
dependent on the components used (materi-
als, type, and preparation of the surfaces, as
well as the design of the components), the
technique, and the quality of fixation. It is also
dependent on the patient’s activity level and
the biological tissue reactivity, which varies.

Cementless, press-fit implants are made of
titanium and allow the patient’s bone to grow
in and biologically “lock” the implant into
place. In general, these devices are larger and
longer than those used with cement, but they
are proportional to the size of the individual
bone. Complete pain relief after surgery is not
as predictable with cementless implants as it
is with cemented stems. Candidates for these
devices are generally younger and more active
than candidates for cemented application.

With the cemented implant, a steel ball on a
stem is inserted into the bone to replace the
femoral side of the joint, and a high-density,
plastic socket replaces the acetabular side.
Both of these components are secured to the
bone with a self-curing, acrylic polymer
(bone cement). On the plus side, cemented
implants provide consistent pain relief due to
immediate fixation and rapid recovery.
However, the loosening rate of cemented
acetabular components increases with time,
leading to implant failure after 10 or 15 years.

Implant Materials

Another issue that needs consideration is the
type of implant material to use. Metal-on-
plastic bearing surfaces have been used since
the 1960s. Scientific advances in the plastic
have improved these tried-and-true bearing 

approach is to make the smallest incision
possible, while preserving the option to
expand the incision if my exposure is com-
promising accurate and safe placement of the
replacement components.

After surgery, patients can expect pain relief
and vastly improved function. Patients are
generally advised to avoid certain activities
such as jogging and high-impact sports.
Usually, patients do not spend more than two
to three days in the hospital after hip 
replacement surgery. Full recovery from the
surgery takes approximately three to six
months, depending on the type of surgery,
the patient’s overall health, and the success 
of rehabilitation.

Despite the large number of hip replacement
operations performed each year in the United
States, less than 10% require additional sur-
gery. The most common problem that some-
times happens soon after hip replacement
surgery is hip dislocation, which requires relo-
cation and occasionally even reoperation.

The most common complication that
appears later is an inflammatory reaction to
tiny particles that gradually wear off the arti-
ficial joint surfaces and are absorbed by the
surrounding tissues. To treat this complica-
tion, the physician may use anti-inflammato-
ry medications or recommend revision sur-
gery (replacement of the artificial joint). Less
common complications of hip replacement
surgery include infection, blood clots, and
heterotopic bone formation (bone growth
beyond the normal edges of bone).

While this may seem like a lot to absorb,
keep in mind that hip replacement surgery is
the most successful surgery when comparing
preoperative and postoperative function and
quality of life. OE
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surfaces, making them much less likely to
wear, which is the ultimate cause of total
joint failure.

A newer bearing-surface material, metal-on-
metal, offers extremely low wear rates, which
increases the joint’s longevity. Ceramic sur-
faces also offer low wear rates, but concern
about implant fracture, squeaking implants,
and potential difficulties if revision surgery is
needed are all ongoing, unsolved issues.

The most commonly used bearing-surface
combinations in joint replacement today are
metal or ceramic against ultra-high-molecu-
lar-weight polyethylene. These combinations
have functioned well for most patients.

Surgical Approaches 
and Results

The final issue to consider from the sur-
geon’s perspective is incision size. The 
traditional 8-inch to 10-inch incision offers
the advantage of excellent visualization,
which allows for precise implant placement
with reproducible and safe results for the
patient. The drawback is a potentially more
painful and prolonged recovery.

The smaller, 3-inch to 6-inch minimal inci-
sion potentially offers less pain, shorter hos-
pital stays, less muscle injury, and a quicker
return to function. The possible downside is
longer surgery time and more difficulty plac-
ing the implants in the optimal position. My

A newer bearing-surface material, metal-
on-metal, offers extremely low wear rates,
which increases the joint’s longevity.


