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Hip Arthroplasty in a Haemophiliac and
Subsequent Prophylactic Therapy with

Cryoprecipitate

Brit. med. J., 1967, 4, 531-532

Operations on haemophiliacs are becoming increasingly
common, and with the provision of antihaemophilic globulin
concentrates much safer. Reports of the use of cryoprecipitate
in controlling haemophilic bleeding suggest that this is a most

effective form of replacement therapy (Pool and Shannon,
1965 ; Bennett et al., 1967; Brown et al., 1967). The purpose

of this paper is to report the performance of a successful hip
arthroplasty in a young severe haemophiliac who sustained a

fracture of the left femoral neck which failed to unite. This
operation is believed to be the first of its kind performed on a

haemophiliac, and may provide grounds for optimism in the
treatment of other patients in a similar situation. Furthermore,
it has been possible to organize successful prophylactic therapy.

CASE REPORT

A 21-year-old haemophiliac had sustained repeated haemor-
rhagic episodes since he was 3 years old. There was no family
history of haemophilia, but repeated antihaemophilic globulin assays

(Hardisty and Ingram, 1965) had shown concentrations of less than
1% in his plasma. In the previous three years he had had repeated
haemorrhages, many of which had been into joints, and these
episodes had necessitated his admission to hospital nine times.

In October 1966 he fell and sustained an acute haemarthrosis
of his left hip, and x-ray examination showed a transverse fracture
of the left femoral neck. The acute episode subsided after trans-
fusion of 6 units of cryoprecipitate and the hip fracture was treated
by traction, which was maintained for 16 weeks. X-ray films after
this time showed that union had not taken place.
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Treatment and progress during

The decision to insert a prosthesis in such a young man was
made with difficulty, but it was judged the best treatment because
his left hip was one of his few normal joints and it was felt
necessary to make this painless, stable, and mobile.

Supplies of cryoprecipitate were arranged through the co-opera-
tion of the North London Blood Transfusion Centre, and were
prepared according to a modification of the method of Pool and
Shannon (1965) (Bennett et al., 1967).
An initial loading dose of 20 units was administered, resulting

in an antihaemophilic globulin level of 120% and a cephalin kaolin
clotting-time of 56 seconds. The left hip was exposed through
the posterior approach. The capsule was opened and adhesions on
the joint were marked. There was a loose pseudarthrosis with no
suggestion of union. The head of the femur was removed, the
neck trimmed, the medullary cavity reamed, and a Thompson
prosthesis inserted and fixed with Surgical Simplex P. The hip was
reduced and the wound closed in layers. The operation lasted one
hour; there was no undue haemorrhage, and no blood transfusion
was required.

Four hours after the operation antihaemophilic globulin levels
had fallen to 40% and further replacement was required. Sub-
sequent replacements of antihaemophilic globulin were given at 12-
hourly intervals, the dose varying according to the antihaemophilic
globulin levels obtained, but 9 units twice daily produced satisfactory
levels (see Chart), and this dosage was continued for eight weeks.
The incision healed uneventfully, and after two weeks the patient
was mobilized. Intensive physiotherapy was required, as there
had been considerable muscle-wasting from immobilization, and the
administration of cryoprecipitate was continued.

In view of the history of frequent severe bleeding over the three
previous years it was decided to attempt to continue replacement
therapy on a diminished scale by teaching the patient to give him-
self 6 units of cryoprecipitate on alternate days, on the assumption
that this might result in his haemophilic state behaving as a mild
rather than as a severe one. He soon learnt to administer his own
intravenous injections and was able to continue this regimen, storing
a week's supply of cryoprecipitate at home in a deep freeze. Anti-
haemophilic globulin levels of 15-20% were obtained immediately
after the injection of 6 units of cryoprecipitate, the level falling to
10% in 48 hours before the next injection (see Table). On
this regimen there has been no further bleeding, and the patient is
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ambulant. On one occasion he had a severe fall and sustained only
limited bruising; on another occasion he developed a mild haem-
arthrosis in his right knee after a severe jolt in a motor accident.
Both these incidents resulted in much less incapacity than had been
expected. Repeated antihaemophilic globulin assays on a number
of occasions produced similar loading concentrations, and no clotting
inhibitor or y-globulin antibodies were detected. Treatment has
continued for six months with these satisfactory results.

COMMENT

The control of bleeding in haemophilia by the administration
of antihaemophilic globulin concentrates is a well-accepted
procedure and various operations have been carried out under
this cover. Cryoprecipitate appears to be an effective answer

to haemophilia control by providing a high-potency source of
human antihaemophilic globulin in small volumes of material,
yet resulting in the unused red cells and plasma being retained
for transfusion purposes.

In the case presented here bleeding has been controlled and
a major hip operation performed under cover of this material.
The results have been as good as had been hoped, and the
patient has been mobilized without further bleeding. It has
further been possible to teach him to administer his own croo-
precipitate intravenously, and from the intermittent administra-
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tion of a relatively small dose on alternate days it would appear
that the course of his disease has been reduced from one causing
major to one causing minimal incapacity. How long it will be
possible to continue replacement therapy in this way remains
to be seen, but it may offer a useful means of tiding severe
haemophiliacs over serious exacerbations of their disease. The
risk of homologous serum jaundice would appear to be appre-
ciable, but our patient had had so many previous administra-
tions of plasma that it was thought likely that he had developed
immunity. An additional risk of the production of antibody to
antihaemophilic globulin or other globulins must be borne in
mind. Those patients who possess trace amounts of antihaemo-
philic globulin and who presumably do not suffer from a
complete gene deletion would seem unlikely to develop anti-
haemophilic globulin antibodies, and so far no y-globulin anti-
bodies have been detected in our patient. If prolonged treatment

of haemophilia in this way is practicable, more adequate provi-
sion of cryoprecipitate on a national scale will be required.
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Delayed Perforation of Large Bowel Due
to Unusual Ingested Foreign Body

Brit. med. J., 1967, 4, 532

A blunt ingested foreign body usually does not give rise to any
trouble once it has negotiated the ileocaecal junction. In the
present case, obstruction and later perforation of the colon
resulted from massive impaction of cloth fabric.

CASE REPORT
A 29-year-old woman was admitted as an emergency case

because of a five-day history of lower abdominal colicky pain,
vomiting, and constipation. Early laparotomy seemed indicated
because of a firm tender mass in the pouch of Douglas which was
thought to be a twisted ovarian cyst.

Operative Findings.-Some clear serous fluid was found in the
peritoneal cavity, but the ovaries were normal. The whole of the
large bowel was loaded down to almost the rectosigmoid junction.
The rectum and the distal few inches of the sigmoid colon were
empty and appeared normal to inspection and palpation. The
distension was maximal in the pelvic colon, which was congested,
thickened, and oedematous. It was angry-looking and the appear-
ance was not unlike that of Crohn's disease. However, the mesen-
tery and its lymph nodes were not involved. There was an area
of necrosis measuring about 3 mm. in diameter in the wall of the
pelvic colon, situated between the mesenteric border and the anterior
taenia coli. This was of paper-like thickness, was light green in
colour, and was covered with purulent exudate. The adjacent
appendices epiploicae were also involved by this acute inflammatory
process. There was no evidence of any diverticulosis or diverticu-
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Photograph showing some of the ingested material.

litis. As perforation seemed imminent, the loop of pelvic colon was
exteriorized after milking down its contents.
The diagnosis of this strange lesion was made on the fourth

postoperative day, when the milked-down contents were passed per
rectum. These consisted of several portions of cloth fabric, mostly
derived from vests, stocking, and pyjamas (see illustration). On
the ninth postoperative day the exteriorized pelvic colon was opened
as the patient had become acutely obstructed. After this many
yards of fabric, mainly in lengths of about 15 cm., were removed
from the colon.
On the thirteenth postoperative day she developed faecal peri-

tonitis after perforation of the descending colon due to impacted
fabric, and a transverse colostomy was performed. Her con-
valescence was stormy and prolonged, but eventually she left
hospital after closure of the two colostomies.

COMMENT
Only two cases of perforation of the large bowel due to

blunt foreign bodies have been reported in the medical litera-
ture. In the case reported by Williamson (1952) it was the
result of a gall-stone impaction, while in Goatcher's (1953) case
the cause was similar to the present one.
Ward-McQuaid (1950) studied the various types of ingested

foodstuffs which could cause intestinal obstruction but rarely
perforation and found that the terminal ileum was the com-
monest site of impaction.
The above case becomes interesting from various points of

view: (1) On routine examination of the patient one would not
have thought of any mental retardation. She was happily
married and had two children. However, she was later seen
by a psychiatrist, who found her to be mentally deficient.
(2) The pathology of impending perforation has not been
described previously; as in Goatcher's case, it was missed by
prolonging the conservative treatment. The appearance can
easily be confused with Crohn's disease, particularly if the
impaction should take place in the terminal ileum. (3) Though
the patient presented as a case of intestinal obstruction, a
delayed perforation and faecal peritonitis could not be avoided
as in Goatcher's case. To guard against such a complication
should such a case be discovered at laparotomy it is advisable
to perform a colostomy and milk out all the impacted material.

I wish to thank Mr. J. M. Moore for his guidance in the
management of this case and useful suggestions in the preparation
of the paper.
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