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study,6 but there already appears to be one short-term effect
associated with metal sensitivity.4 Skin testing of 14 patients
with loose but uninfected prostheses showed eight to be sensi-
tive to cobalt, one to chromium, and one to nickel. Of 24
controls with successful McKee-Farrar prostheses none
showed metal sensitivity. Loosening is thought to be caused
by a sensitivity response in the tissues next to the prosthesis.
When one of the hip components is made of polyethylene

much less metal is released from the joint. Sensitivity to
stainless steel, to polyethylene, or to the acrylic cement remain
possibilities, but the problem seems at present confined to
metal-to-metal and perhaps metal-to-bone bearings. Loosen-
ing ofmetal acetabular components from fatigue fracture ofthe
pelvis has been described7 but has not so far occurred when a
plastic socket is used, perhaps because of its shock-absorbing
qualities, though either type of socket may loosen when there
is insufficient support from the bone of the pelvis.8 These
observations, when added to the advantages of lower frictional
stresses, have produced a strong trend in favour of metal-to-
plastic designs.
The ideal size for the femoral head is still in dispute, the

smaller head offering less friction, a thicker acetabulum, and
a smaller volume of wear products, but an increased risk of
dislocation, particularly in the early postoperative phase, when
the pelvi-femoral muscles may be slack. To reduce this
hazard prostheses have been designed in which the cup
envelops more than half the femoral head. The additional
stresses inherent in such designs may possibly cause late
loosening, but no long-term review is yet available. A dis-
quieting feature of the present practice of joint replacement is
the number of prostheses that are advertised and widely used
before any publication of even a preliminary survey of the
results obtained.

Published rates of postoperative infection range9 10 from
0 5% to an unacceptable 13%. When deep, infection almost
always requires removal of all the foreign material and con-
version of the arthroplasty to a pseudarthrosis. In about half
the patients infection does not become apparent until months
or years after the operation. It is then a matter of conjecture
whether it gained entrance at the time of surgery or later via
the bloodstream. Though logical, the practical values of ultra-
clean ventilating systems and of the surgical isolator are still
not firmly established. Surprisingly, the advantages ofprophy-
lactic antibiotics are also still in dispute, but if they are to be
used they should be started before the operation rather than
after.10 11 In about 5% of hip arthroplasties, particularly in
men, masses of bone form around the joint restricting motion
and sometimes causing pain. The reason for this is obscure,
and treatment is unsatisfactory. Early anxieties about the use
of acrylic cement have largely subsided, though it is acknow-
ledged that the monomer is absorbed into the blood stream,
that very high intramedullary pressures develop in the femur
during insertion, and that such pressures may promote fat
embolism.12 The mortality of total hip replacement, around
1-2%, reflects the age and health of the patients on whom the
procedure is indicated. Pulmonary embolism is the largest
single cause ofdeath. The problem of its prevention has already
been reviewed in these columns.13
The predominant indication for hip arthroplasty remains

pain-pain sufficient to spoil the quality of life. When walking
is seriously restricted, when regular analgesics are needed,
when rest pain is a problem, the operation should certainly be
considered. Loss of movement alone is not usually an indica-
tion unless both hips are affected, though it will sometimes be
relevant to recall that hip stiffness with or without pain can
cause serious sexual difficulties in as many as half of patients

under 60 years old, particularly women.'4 Obesity and age
need not be absolute bars to operation, but the long-term risks
of total hip replacement in patients under 50 remain unknown
and the operation should probably be avoided unless, as in
polyarthritis, there is a built-in restraint to protect the new
joint. Total hip replacement is an alternative to osteotomy for
severe deformity and may be applied after failure of earlier
surgery such as cup arthroplasty or osteotomy. Past tubercu-
lous or pyogenic infection is not necessarily a contraindication,
but congenital dislocation of the hip is rarely manageable with
success because of the difficulty of finding sufficient bone to
support the cup of the prosthesis. Total replacement can be
used in hip dysplasia and subluxation and in neuropathic and
steroid arthropathies. It is too major a procedure and un-
necessary for the primary treatment of femoral neck fractures,
but it offers an attractive alternative to simple femoral head
replacement for the complications of non-union and avascular
necrosis.
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Sulphasalazine for Crohn's
Disease?
It is now over 30 years since Svartz first introduced sulpha-
salazine in Sweden for the treatment of ulcerative colitis.1 2
The drug is poorly absorbed from the gastrointestinal tract
and is broken down into its two major constituents, sulpha-
pyridine and 5-amino-salicylic acid, by the normal bacterial
flora in the colon. Nevertheless its mode of action remains
unknown. For many years scant attention was paid to this
"new" drug in Britain; this contrasts with the situation
to-day, where it is often prescribed for the many nonspecific
diarrhoeas encountered in general practice. Eventually
controlled trials in ulcerative colitis established that sulpha-
salazine suppresses some acute attacks but is less effective
than corticosteroid therapy.3 However, it is able to reduce
the number of relapses of colitis,4 5 SO that it should be used
for maintenance therapy between acute episodes and for the
treatment of mild attacks.6
With this background it is not suprising that sulphasalazine

should have been given to patients with Crohn's disease.
There is, however, very little hard information about its effect.
It is said to help some patients, though treatment appears to
be less effective than in ulcerative colitis.7 8 Other authorities
claim it is especially useful in colonic inflammation9 or in active
or early disease.10 Goldstein and Murdock"1 reported that
sulphasalazine was beneficial in 25% of their 40 patients and
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that four showed regression of radiological abnormalities
during treatment. Even more impressive were the results from
the children's hospital in Lund, where 10 out of 11 children
went into prolonged remission with healing of ulcers and
fistulae.'2 Though the dose was high (3-4 g daily) side effects
were uncommon.
Unwanted actions are a major limitation oftherapy in adults,

in whom they usually occur in the first few weeks of treat-
ment.4 13 They may sometimes be prevented by starting
treatment at a low dose which is increased after a few days.
Gastrointestinal symptoms may be overcome by using enteric-
coated tablets.
Methods of medical treatment for Crohn's disease

have been remarkable for their lack of scientific assessment
so that a recent international trial of sulphasalazine in Scandi-
navia is a major event.'4 Unfortunately, the numbers were
small, the treatment was of short duration, and the conclusions
must be limited. Two groups of patients were studied by a
double-blind double-crossover technique with four treatment
periods of one month each. The first group contained 12
patients who had undergone surgical resection in the past and
had subsequently developed symptoms suggesting recurrence
of the disease; sulphasalazine therapy was not superior to the
placebo. The second group consisted of 13 patients who had
never been operated upon but had been complaining of symp-
toms for a longer period and had radiological confirmation of
the diagnosis; treatment with sulphasalazine resulted in
a significant reduction in symptoms. In both groups
sulphasalazine therapy generally restored abnormal blood
to normal tests with the exception of the haemoglobin
concentration.
When should sulphasalazine be used in a patient with

Crohn's disease? Patients should be given the minimum
treatment that will control their symptoms and maintain their
nutrition. Many patients require no specific therapy. When
purely symptomatic treatment is not enough, it is now logical
to try sulphasalazine before administering cortic3steroids or
azathioprine or embarking on surgery. The precise site of
inflammation does not affect the response to treatment;
disease of both the small and large intestine may respond. The
indications for therapy are still far from settled, and more and
better controlled trials are needed. It is not known ifsulphasala-
zine is superior to other sulphonamides; sulphathalidine
appears to have induced a remission in a single patient.'5
Furthermore, there is no information on the optimum duration
of treatment or the role of the drug in maintenance therapy,
especially after resection of diseased bowel. The effects of
sulphasalazine need to be compared with those of the broad-
spectrum antibiotics, which may also have a place in therapy.
As so often in any form of treatment for Crohn's disease, it
seems to be a case of trial and error without any formal
trial.
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Prinzmetal's Variant Angina
In 1959 Prinzmetal with others described 32 patients with a
variant form of angina ascribed to temporarily increased tonus
in a major coronary artery.' The Prinzmetal variant does not
show the two major characteristics of classical angina: it is not
precipitated by an increase in cardiac work, nor is it associated
with ST segment depression on the E.C.G. During the pain,
the E.C.G. shows a definite rise in the ST segments in the
territory of a major coronary artery with reciprocal ST
depression in opposite leads. The patients can often exercise
freely without any chest discomfort or change in the E.C.G.2 3

Recently, interest has developed in coronary spasm as the
possible cause of atypical angina in both patients with normal
coronary arteries and those with normal or abnormal coronary
arteries who display the variant angina syndrome.3-8 Coronary
spasm with ST elevation has been seen in patients with marked
obstructive disease of their coronary arteries who may also
develop angina of effort with ST segment depression. In the
typical Prinzmetal syndrome attacks occur almost exclusively
at rest, being elicited neither by bicycle ergometry nor by
atrial pacing; and while the ST elevation on the E.C.G.
suggests subepicardial ischaemia or impending infarction the
amount of coronary artery disease usually found on investiga-
tion in no way accounts for the severity of the clinical pheno-
mena. The coronary spasm which Prinzmetal postulated to
explain these attacks seems to be real, but it has been difficult
to prove. Coronary spasm has often been seen during angio-
graphy in patients who showed no features of the Prinzmetal
variant, but since most angiograms are carried out by direct
intubation the spasm was thought to be catheter induced.
Many cardiac laboratories routinely give sublingual nitro-
glycerin before coronary angiography9 and so never see spasm.
Others tend to investigate the patient using diazepam or other
sedation, which might keep spasm at bay.

Patients with Prinzmetal angina may be severely incapaci-
tated or die, and medical treatment is unsatisfactory. Coronary
bypass grafting has not usually been recommended because the
recipe for success seems to depend on the combination of
severe obstruction in the native coronary artery with a free
conduit down the graft: division of flow between the alternative
pathways might be conducive to thrombosis. The results of
surgery in patients with this condition have been poor unless
the site of spasm could be positively identified,8 and the graft
patency rate has been low.3 Surgery may be successful,
however: in one patient with a 60% stenosis in the main right
coronary artery and Prinzmetal's angina a graft cured
distressing symptoms. Post operative angiography showed the
graft to be patent, and when gross spasm developed in the
proximal right coronary artery flow into its distal territory was
maintained by the vein graft, and the patient developed neither
symptoms nor E.C.G. changes. 9

Surgery must be indicated only rarely, because of the
difficulty in knowing whether the spasm always occurs in the
same place, but in patients in whom spasm seems to occur at
the site of minor atherosclerotic plaquing, in whom symptoms
are severe and unrelieved by nitrates or dipyridamole, and with
the threat of sudden dysrhythmic death, surgery may have a
limited place.
Though the fully fledged Prinzmetal variant is rather rare,

the concept ofcoronary spasm can probably be applied to more
plebeian angina variants. Angina in the face of anatomically
normal coronary arteries is more common in women than in
men, and this may be due not to the frequency of female
neurosis but to a greater propensity to arterial spasm. So called
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