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Personal Paper

Getting a new hip joint

PHILIP RHODES

My right hip had hurt occasionally for over 20 years. Then on

holiday I slipped on a grassy bank and it began to hurt in earnest.
I quickly developed a Trendelenberg limp and took to using a

walking stick everywhere I went. This was my greatest help
and, despite what the pundits say-that it should be used in the
left hand for right hip pain-I found that it was often more

value in the right, taking as much weight as possible by being
held as a prop or crutch alongside the painful leg. Hydrotherapy
and physiotherapy brought no longlasting relief. Non-steroidal
anti-inflammatory drugs seemed to help for a few days but each
of four had to be abandoned because of much abdominal colic
and frequency of stool. Sleep began to be a bit of a problem
too. Inadvertently turning on to the affected side brought
pain sufficient to wake me from the deepest sleep. And then
there was the almost constant boring pain in the region of the
knee, the classic symptom, and really over the lateral aspect of
the tibial head. In addition I had pain in the peroneal region,
dull and constant. It ought not to have been there by all ac-

counts. Perhaps it arose from some defect in my lumbar spine,
for, of course, I have backache too, probably made worse by the
limp. I was not aware of any increase in symptoms, but the
mechanics must have changed. It seemed time to have a hip
replacement, of which one hears so many glowing reports. I
had scarcely any time to wait after surgical consultation for
admission to hospital, and I am grateful for that. Waiting any

length of time must be awful, and is the lot of far too many.

There is no time which is convenient for undergoing an

operation, so my dear secretary cancelled all my appointments,
frQm a very full diary, for two months. My father had taught me
from long ago in his army days that no man is indispensable.

At the receiving end

Despite knowing something of the procedures for patients on

entering hospital, there was a strangeness in being at the
receiving end. One has to get used to many staff and other
patients, feeling one's way in new relationships, which is never

entirely easy. Most encouraging were other patients who had
had the operation. They were like the senior boys at school to
whom one had looked up. (They did confess later that they had
been deliberately slightly misleading in order not to destroy my
confidence.)

Getting to the operating theatre and what goes on in it are

mercifully in oblivion. The first conscious experience is of the
intensive care ward. This is fine until the nurses come to "do

your pressure points." Heels and sacrum become sore incredibly
quickly, so this ministration is quite essential, but it is very

painful to be moved from one side to another-yes, even on to
the operated side-and lifted vertically off the bed to be rubbed
and have the sheets changed. Surely it ought to be possible to
devise better methods than this. I shrieked and cursed with the
pain, and was ticked off for doing so. Why cannot powerful
analgesics be more freely used over a longer period of time than
is customary after operation ? It is an old complaint of all patients
and I wonder why it cannot be heeded. In the care of the dying
we have been taught to "titrate" the drugs against the symptoms,
so that they are minimised and even suppressed before they
really take hold. Each patient's needs are different; their thres-
holds of pain vary. Yet still the drugs are given in standard
doses by the clock. Do let's change it.

This is no criticism of my personal nurses and doctors, for
we are all guilty of becoming hidebound and we all need to
think again and do something about our practices. I am now

guiltily aware of my own shortcomings in this and in laying
down in consultation with others policies for the detailed care

of patients after each type of surgery. After my operation I was
given slightly conflicting advice about what to do in my con-

valescence from senior and junior nurses and from physio-
therapists and doctors. They all had slightly differing inter-
pretations of what had happened to me, what activities I should
undertake and when and how. I have been similarly guilty. For
my and their patients I have assumed that all the staff knew
what was wanted, but they do not know because they have
never been told or consulted. The result for the patient is that
he does not know whom to believe and this is destructive of
confidence because of his uncertainty. There needs to be a

definite policy to which all subscribe and adhere. Of course,
what is done and how and when may make no or very little
difference to the outcome, but the patient, even when he is a

doctor, is not convinced of that.
Physiotherapy starts very soon after operation. It too is

painful, but getting on to crutches is a great relief and morale
booster. They need some handling, especially in going up and
down stairs, and there are many tricks of the trade to be learnt
from highly competent physiotherapists and nurses. Raised
lavatory seats are an enormous boon and so are decently high
chairs with arms. Getting up and down from the sitting position
is quite a task, needing both arms and much strain on the sound
leg. Getting the bad leg swung into bed needs the help of a

kind nurse, and you have to sleep on your back with a large
wedge of plastic between the knees to stop you turning over and
perhaps dislocating your newly acquired hip. (The wedge was

described to me by a patient as a Dutch wife.) You certainly
must not cross your legs for fear of dislocation. I did this
unwittingly about four weeks after operation and felt the new

metal head begin to slip out of its socket. Very gingerly I
uncrossed my legs and pushed hard on the great trochanter
and the head was replaced with a clunk-not a very happy
moment, and it put back my developing confidence quite a lot.
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The need for confidence

This matter of confidence in oneself after operation is one
which I had not fully appreciated. Literally everything is
worrying, especially any movement. How far dare you flex
your hip ? If you have to pick something up off the floor you
have to extend your bad leg far behind you and steady yourself
too. It is astonishing how often things are dropped, and I
found either long artery forceps or intestinal clamps a great
help in increasing the length of reach. At night a pillow between
the legs feels a great safeguard and I quickly learnt to be able
to turn on to my left side and back again keeping it in place.
After nine weeks I still use it. I cannot with comfort lie on my
right side yet, and am told I may never be able to do so, but the
length of time I can lie in that position is increasing.

I came home nine days after operation, mainly because of my
own importunity. Rather naughtily I perhaps applied undue
pressure on my professional helpers to release me and on my
wife to care for me. I needed and still need to have my right
sock put on, my right shoelaces tied, and my feet washed. I
have not yet dared cope with getting into the bath or under a
shower. These seem potentially too hazardous and can be
compensated for with standing ablutions.
A high chair with arms was needed at first but I am now

several weeks over that and can sink into a low armchair and
get out of it without difficulty. I discarded the crutches about
three weeks after the operation to get on to two walking sticks.
This lasted about 10 days and then I used one stick in the left
hand. Now about the house I can manage without a stick at all,
but often with a Trendelenberg limp, unless I think hard about
not doing so. It is interesting that one gets into a habit of limping
which is hard to discard. Yet undoubtedly my glutei on the
right side are weak and still very stiff, especially when I first
get up from sitting and lying. They have a strange "bunched
up" feeling most of the time. Odder still is the pain on the inner
side of the joint, in the adductors, and perhaps the psoas and
pectineus, especially on flexing the hip. This movement too is
weak and although I take one step after another alternately on
climbing and descending stairs I need a lot of help from the
banisters or a walking stick, or both.
The pains in my knee and peroneal region disappeared at the

time of the operation and have not come back. My back is
about as stiff and uncomfortable as it has always been and has
not been made worse, as I thought it might be. Now I undertake
walks to the postbox and into the village, and go up and down
stairs as often as I wish to, all of which I had begun to avoid
when I had my own hip rather than an artificial one. The future
looks bright as the discomforts in the gluteal, adductor, and
quadriceps regions slowly disappear. From six weeks after
operation I was driving a car, when I was sure I could safely

lift my foot from accelerator to brake, and naturally I used a lot
of engine braking, dependent on the left foot, at first.

I am told that I am getting on well and relatively fast, though
that may only be to preserve my amour propre. People really
are kind and helpful, but I had thought that it would all be even
quicker. I suppose I should have known better. Bone cannot be
chiselled and sawed and muscles toused about without some
longstanding reaction. Indeed, the region of my right great
trochanter remains slightly warmer than the other side. Tissue
reactions to foreign bodies take a long time to settle; there
has been no sign of infection at any time, for which praise be.
Even the oedema of my leg and foot went down within a fort-
night, for this had me wondering about thrombosis, but then
my neurotic tendencies are of magnificent proportion-as
shown by the fact that I worry over how well the prosthesis
has been made. I can still feel a click when I stand and flex my
knee and, just as there are good and bad cars, even when new,
I wonder about the craftsmen and their dedication in making
new hips. Of course, I should trust them and the quality of
their products, but after an operation everything slightly un-
toward niggles, at least for me, but I suspect for everyone.
And what about that bone cement? How good is that? I do
not intend to try to find out.

Joy not unadulterated

So I think the operation is a great success, but my joy is not
yet unadulterated after nine weeks. There have been major
anxieties, and there are still some. I expect they will go but
will not be sure until they do. The reason for writing this is
that they have occurred to a much greater extent than I foresaw,
so I have had my disappointments despite the prospect of a
brighter future. This is obviously because of hopes outrunning
reasonable expectation. That was my fault, and that of my
neuroticism. But other patients may react similarly and we
professionals may not be as aware of them as we might and should
be.
Recovery takes a long time and patients are very good at

keeping their anxieties to themselves and their families and
putting a brave face on their sufferings. Maybe there is little to
be done to help, but perhaps we should try harder.

Finally I must emphasise that I believe that I have received
superb treatment at all levels within the present canon. It is
this which I call into question and certainly not the people who
interpret it. If there is guilt, then I too am guilty, and regret
that I have come to the recognition so late and that I needed
this experience to open my eyes to what I should have seen,
and done something about.

What investigations are needed to establish whether a patient has an
oestrogen dependent cancer of the breast ? What is meant by the oestrogen
receptor titre ?

About half of patients with breast cancer have protein receptors for
oestrogen in their tumour cytoplasm; these receptors appear necessary
for the translocation of oestrogen to its site of action within the nucleus.
Oestrogen receptor measurement requires a cytosol preparation from a
tumour biopsy specimen, and most assays are based on a dextran
coated charcoal adsorption technique.1 The receptor titre is expressed
quantitatively as fentomoles of receptor per milligram of cytosol
protein. A positive titre is usually taken as greater than 5-15 fento-
moles/mg and is determined by the individual laboratory. The assay
is technically elaborate and requires specialist facilities; furthermore,
results are not always entirely reproducible between laboratories. The
value of the test is said to be in predicting response to endocrine
treatment, but only 50-60% of patients with a positive titre will
achieve a response, the chances increasing the higher the titre. False
negatives are less of a problem, and only 5-10% of receptor negative

patients will benefit from endocrine treatment. In my view the need
for a receptor assay for this purpose is questionable: good clinical
indicators for predicting response have been available for many years,
and the development of simple reversible forms of medical endocrine
treatment including tamoxifen and aminoglutethimide now allow
the possibility of a simple therapeutic trial for individual patients
without the need for an elaborate assay. In early breast cancer
oestrogen receptor state has prognostic importance independent of
axillary lymph node disease, receptor negative patients tending to do
badly, and receptor titre at presentation may in the future be of value
in planning adjuvant treatment. Finally, progestogen receptors may
now also be measured in tumour cytosol, and once techniques have
been refined these may prove more accurate than oestrogen receptor
assays in predicting endocrine response.-IAN E SMITH, consultant
medical oncologist, London.

McGuire WL, Carbone PP, Sears ME, Escher GC. In: McGuire WL, Carbone
PP, Vollner EP, eds. Estrogen receptors in human breast cancer. New York:
Ravcn Press, 1975:1-7.
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