A Guide to your hip replacement surgery

This information booklet is designed to provide you with information of use whilst
you are waiting for your operation, in hospital after the operation, and when you

go home after your hip replacement.

The information describes the care of a ‘typical’ patient. However each patient is
unique therefore your specific experience may differ slightly. If you have any
guestions about your care then please do not hesitate to ask a member of staff.
You may like to read all of the information at once or refer to particular parts as

you reach that stage of your care.

Please bring this booklet with you whenever you come to the hospital about your
hip.

Patient Information

Orthopaedic Department
Whipps Cross Road, Leytonstone, London, E11 INR  www.whippsx.nhs.uk
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Preparing for your hip replacement

Why do | need to start preparing now for my operati  on?

There are many things you can do now which will help to make sure that you are fit for
your operation and that you recover and go home as soon as possible after your hip
replacement. Some of these things take time to work or organise, which is why it is

good to start your preparation now.

What things can | start to do now?
You can start preparing in the following three areas:
1. Making sure your general health is at its best.
2. Checking that you are using all the available methods to relieve your arthritis
pain.
3. Exercise to improve the strength of your muscles. This will help you both

before and after your operation.

1. How can | make sure my general health is atits  best?

The majority of people with long-standing health conditions such as high blood
pressure have no problems when having a hip replacement. However it is
worthwhile making sure that any such health conditions are well controlled so

that your operation is not cancelled until your health is improved.

If you have any long-standing health conditions such as high blood pressure,
asthma, diabetes, or infections then you should work with your General
Practitioner (GP) to make sure that these are well controlled. If you are regularly
seeing a hospital specialist because your particular health condition needs
closer monitoring or treating, make sure that they know you are waiting for a hip
replacement and ask them if they are happy with this. If they have concerns

then ask them to write to your orthopaedic consultant.
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It is worth going to see your GP to have a general health check-up, such as
having your blood pressure recorded. Then if anything is found there is time to

treat it before you come in for your operation.

2. What methods of pain relief can I try for my hi  p arthritis?
There are many different things that can be tried to help you reduce your hip pain so
that you can keep active. Not all of these things are tablets, which many people do not

like taking. The list below is some of the main pain relieving methods.

Your condition

There is evidence that people who understand and know about their arthritis are better
able to manage and reduce their symptoms. On page 46 of this booklet you will find
some contact details of organisations that provide education and support for people
with arthritis. You may find it useful to contact them if you feel you would like to know

more about your condition.

3. Exercise

Exercise in general is good because it keeps you in better health and therefore better
able to go through with the operation. However specific types of exercise are
particularly helpful in maintaining or improving the muscles around the hip (the
quadriceps), which will help to reduce your pain before your hip replacement and also
help you recover strength in your hip after your operation. One of the worst things you
can do whilst waiting for surgery is to sit and do no exercise, as this will mean your

muscles will be very weak after your operation.

The three particularly helpful types of exercise are:

1. Walking - This is a good general exercise and it also helps to build up your
muscles without placing too much strain on your arthritic hip. You should aim to
do at least 10 minutes walking a day.

2. Swimming - This is beneficial because the water takes the weight of your body
so it generally makes the hip less painful to move and it builds up the muscles

around the hip. You can use any swimming stroke you find comfortable.
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3. Exercise bike (or cycling) - Again you are not putting weight through the hip but

you are building up the muscles around it.

You should avoid any activities or exercise that place the hip joint under a lot of strain.
These include running and jumping. Activities such as dancing, golf and gardening are
suitable if they are not too uncomfortable. Before you start any unaccustomed

exercise you should check with your GP that you are fit to do so.

Joint Protection
Everyday activities can cause pain due to strain on the affected joint. There are ways
of undertaking daily tasks in order to reduce this and help prevent further joint damage

and pain.

Use assistive equipment - A long handled shoe horn, sock gutter and elastic
shoe laces can be used to put on shoes and socks if it is too painful for you to
bend down to do this. Long handled gardening tools and household items such

as a dustpan and brush are also available.

Raise furniture - Getting up from a low bed, chair or toilet puts increased strain
on the hip joints; therefore furniture should be at a suitable height. Beds and
chairs can generally be raised and a raised toilet seat provided by the

Occupational Therapist, who you will see at the Hip Clinic.

Avoid standing - Standing to do things can be painful therefore sit whenever
possible. A perching stool can be provided for the kitchen and a bathboard can
be useful to avoid stepping in and out of the bath and standing to use an over

the bath shower. There is a picture of a bathboard on page 42.

Pace yourself - Overdoing things can cause prolonged periods of pain. Spread

activities over the course of the day/week and have regular rests.
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Other non-medication aids
There are many other things that patients find helpful in reducing the pain of hip
arthritis. Some of these are:
Walking stick - Many people find that they can relieve pressure on an arthritic
hip by using a stick. You should use the stick in the opposite hand to the

arthritic hip so that you maintain your normal walking pattern.

Heat and/or cold packs - Some people find the use of heat or cold around the
hip can help to soothe a painful joint. You can buy heat or cold pads, but you
can also make your own using a hot water bottle or a packet of frozen peas. Be
careful however to wrap any hot or cold items in a towel before applying to the
skin, so that you don’t burn yourself. Apply the heat/cold for 10-15 minutes at a

time only, three to four times a day.

Complementary therapy - There are many other types of treatment available
such as chiropracty, spiritual healing, or copper bracelets. We don’t have
enough evidence to say for sure if these are helpful in hip arthritis, but many

people feel they are beneficial and they do not appear to have any side-effects.

Medication

There are many different types of medication that can be taken for hip arthritis, both
prescribed and over the counter. Often a combination will work better than one
particular medication on its own. In the case of tablets it is generally believed that
regular doses are better at relieving pain than occasional tablets when the pain
becomes worse. You should always read the instructions to make sure you take the

correct dosage of any medication. Some of the common medications are:

Herbal medicines - such as willow bark. As with complementary therapy there
is often not enough evidence to show whether these are effective, although
many people do find them very helpful. If you are taking any prescribed
medicines as well as herbal medicines you should discuss this with your

pharmacist as sometimes the two interact.
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For example Devil's Claw may mean it is more likely you have stomach problems

when taking anti-inflammatory medicine as well.

Nutraceuticals - These are tablets such as Glucosamine Sulphate and
Chondroitin. There is some evidence that these can help to reduce the pain of
hip arthritis although some research studies show they have little effect. Many
patients find that they are helpful and they do not appear to cause any major
side effects. However if you are allergic to shellfish or taking Warfarin tablets
then we do not recommend taking Glucosamine. If you are taking Glucosamine
Sulphate then check you are taking the recommended 1500mg a day, the dose

used in research trials.

Analgesia - The simplest of these is paracetamol and this can be very effective
if taken regularly. If this is not helpful you should discuss with your GP a

stronger painkiller such as co-codamol, co-dydramol, or Tramadol.

Anti-inflammatories - These are drugs such as ibruprofen (neurofen) and
diclofenac (voltarol). They can be very effective in combination with analgesia.
However the tablets may upset the stomach and, in the long term, affect your
kidney function. In general it is better to use regular analgesia and add an anti-

inflammatory for a few days when you have a flare-up of pain.

What should | do now?

It is worth considering the following checklist:

1. Do you have any longstanding health conditions and, if so, are they well

controlled? Consider whether you should see your GP to check your health.
2. Are you getting enough exercise? Consider the suggested activities and the

specific exercises in this leaflet. Check with your GP if it is suitable to do these if

you are not accustomed to exercising.
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3. Are you using a combination of pain-relieving measures, both medicines and
non-medicines? If not, think about trying other things until you find what works

best for you.

By doing some or all of these things, you can help to ensure that you are well prepared
physically for your hip replacement.

Risks and benefits of total hip replacement (THR)

Hip replacement surgery is a very successful procedure designed to provide

pain relief, but like any other operation there are risks as well as benefits.

Hip Resurfacing is a type of hip replacement which replaces the two surfaces of
the hip joint. The procedure is very bone conserving, as the ball part of the hip
joint is not removed. Whether you are suitable to have hip resurfacing depends
on your age, extent of your arthritis and the shape of the ball part of you hip
joint, medical conditions and the x-rays of your hip. Your orthopaedic surgeon
can advise you as to whether your hip can be resurfaced. The risks and

complications of having hip resurfacing are similar to having a hip replacement.

For more information you may like to visit the following websites:
www. hipforlife.co.uk
www.birminghamhipresurfacing.com

www.zimmer.co.uk/z/ctl/op/global/action/1/template/PC/id/561

The same long-term outcome results following hip resurfacing are not available as this
procedure has not been in use for as long as total hip replacement. It can be difficult to
put a figure on the risks because they depend on so many factors, such as a patient’s
age, general health, the exact nature of the surgery and who performs the operation.
Figures often come from countries other than the United Kingdom, and might not

reflect the results in this country.
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A good source of information is the National Joint Registry (NJR;
www.njrcentre.org.uk) which records details of hip and knee replacement operations in
England and Wales. It began doing this in April 2003 and therefore only short-term
results are available. Their fourth report came out in September 2007 and figures
from this report are given below to give a general indication of the successes and
problems with hip replacements.

Only approximately 79 per cent of NHS and private hospitals in England and Wales
send details of their operations to the NJR at present, therefore the results may not be
the same for all hospitals. Whipps Cross University Hospital does send details to the
NJR, but results are not available for individual hospitals.

Patient satisfaction

The NJR carried out a postal survey in 2005 to measure patient satisfaction using a
guestionnaire called the Oxford Hip Score. This consists of 12 questions about issues
such as pain and walking ability. The questionnaire is scored on a scale of 12 (no
problems with the hip replacement, very happy) to 60 (very unhappy with the hip
replacement, a lot of pain and walking problems).

The results of more than 7,000 patients who were at least one year after surgery

and who completed an Oxford Hip Score are shown in the NJR report for 2005.

90 per cent were satisfied with their hip replacement, 3.5 per cent were not

satisfied and the remaining 6.5 per cent were not sure.

Complications during the operation

One per cent (one in a hundred) primary hip replacement operations in the NJR for
2006 were reported to have involved untoward events during the operation. The most
common was a fracture or break in the bone, which occurred in 0.5 per cent (less than

one in a hundred) of operations.
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Mortality

Mortality refers to the patients who have died after a hip replacement. It is important to
remember that many of these patients would have died even if they had not had a hip

replacement, due to some other illness.

The NJR figures for 2003-2006 show that 0.5 per cent (less than one in a
hundred) patients died within three months and 1.9 per cent (between one and
two in a hundred) within a year of the operation. This varies according to the age
of the patient.

Death after hip replacement can be the result of other illnesses unrelated to the
hip replacement or to a number of complications after the operation, the most

common being pulmonary embolism (a blood clot in the lungs) or a heart attack.

Venous Thromboembolism
This refers to a blood clot in the veins of the leg (a Deep Vein Thrombosis — DVT) and

a DVT which ‘breaks off’ and travels via the circulation to the lungs (a pulmonary
embolism — PE).

A 10 year study of patients in Scotland investigated the frequency of
symptomatic DVT and PE after hip replacement surgery (the study is published
as Howie C. et al (2005) Venous Thromboembolism associated with hip and hip
replacement over a 10 year period. Journal of Bone and Joint Surgery 87B (12):
1675-80.)

They found that the incidence of symptomatic DVT and PE at three months after
a hip replacement operation was more than two per cent (two in a 100 patients)
and most of these were successfully treated. The incidence of fatal PE (that is

the patient died as a result of it) was around 0.1% (one in a 1000 patients).
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The anaesthetic
Many patients worry about the anaesthetic and its risks. The Royal College of
Anaesthetists provide information about these risks on its website (www.rcoa.ac.uk)

and the figures provided below are from this website.

It states that if you are a healthy person having a planned operation, such as a hip

replacement, the risk is around one death per 100,000 general anaesthetics.

For spinal or epidural anaesthesia less than one in 100,000 patients suffer significant

permanent nerve damage resulting in the loss of the use of their legs.

Some patients suffer temporary nerve damage after spinal or epidural anaesthesia
resulting in an area of numbness or weakness in their legs. This usually resolves in a
few days to a few weeks. The causes and the estimates of their frequency are

outlined below:

Direct nerve damage (by the needle) — one in 10,000 to one in 30,000 cases per
injection.

Spinal haematoma (a blood clot at the injection site) — one in 150,000 to one in
220,000 cases per injection.

Spinal infection — one in 100,000 to one in 150,000 cases per injection.

Infection

Infection can occur in the short term, whilst the wound is healing or in the long term
where bacteria spread via the bloodstream to the hip replacement.

For infection in the short term figures from the UK and from America suggest that
about 0.5 per cent (less than one in a hundred) will become infected after surgery.
A study in Avon showed that 1.08 per cent (between one to two in every hundred)
of patients with a THR had developed an infection in the years following the

surgery.
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Whipps Cross University Hospital NHS Trust has been collecting information about
wound infections after hip replacement surgery since 2003 as part of a National
programme. Our infection rate is very low, less than one per cent. Up to date

information will be available at the Hip Clinic.

Dislocation

Dislocation means that the metal ball slips out of the plastic socket. In the first six
weeks after the surgery, the ball is only held in the socket by muscle tension. During
this time, before scar tissue forms around the ball, and before muscle strength returns,
the hip is more likely to dislocate. Dislocation occurs in less than four per sent (less
than four in a hundred) of cases, and the hip needs to be put back in place under

anaesthetic.

Leg length difference

It is not known how often leg length difference occurs. One per cent (one in a hundred)
is suggested as the figure that best represents the incidence. However, minor leg
length difference of less than a centimetre is common after total hip replacement and
usually well tolerated. It is not always possible to obtain equal leg lengths in all
patients. There is a relationship between hip stability and leg length in that by ensuring
the hip is stable, leg length may need to be sacrificed. However in some patients, even
these small differences are a source of dissatisfaction. Although leg length difference

cannot be eliminated after hip replacement, it can be minimized.
Limp is one of the most frustrating persistent symptoms after hip replacement for both

the patient and surgeon. There are numerous causes of limp; however, leg-length

inequality is the main cause.
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Nerve injury

Nerves around the hip joint may be damaged during the hip surgery, although this type
of injury is rare (less than one to four in 100). Itis more likely to occur when the
surgery involves correction of major joint deformity or lengthening of a shortened limb
due to an arthritic deformity. Over time these nerve injuries often improve and may

completely recover, however some may not.

Long-term results
More than 90 per cent of hip replacements should last for 10 years or more. Younger,
more active patients often get cementless hip replacements and these should last

longer.
The most common cause of 'failure’ of hip replacements is when the artificial hip

loosens. This can happen at any time, but is most common after 10-15 years (10 per

cent within 10 years).

Risks and benefits vary from patient to patient and depend on individual factors.

Please discuss with your surgeon or anaesthetist your particular risk factors.
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From waiting list to discharge home — what happens before and after your
hip replacement

There are various stages that you will go through between being added to the waiting
list and going home after your operation. This section outlines the main things that
happen. Itis only a guide and individual patients may have a slightly different

experience.

Date for your operation

You will be given an idea about the length of time you will wait for your operation by
the Orthopaedic Admissions Department and at the Hip Clinic. If there are specific

dates when you are not available for your operation then please let the Orthopaedic

Admissions Office know. (See contact details on page 46 of this booklet.)

Why should | attend the Hip Clinic?
After your name is put on the list you are invited to the Hip Clinic.
Approximately 10 patients attend each Hip Clinic session. You can bring a
relative or friend with you.
The Hip Clinic is divided into two parts. The one and a half hours session is
designed to make sure that you understand about the operation and what you
can do to prepare for it. It also gives you information about what happens when
you go home after your operation. There will be a nurse specialist and
Occupational Therapist and usually a patient who has had a hip replacement
who will talk to you about their experience.
We will check whether you have any particular home circumstances that may
delay or affect your operation, so that we can help you to deal with these before

you come in.
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Please bring any walking sticks or other walking aids with you to the Hip Clinic so that
we can check they are the correct height for you. You will need to complete the

Occupational Therapy Home Questionnaire and bring it with you.

The second part of the Hip Clinic is where you have an initial health screening, which
can take a further two and half hours. The initial health screening is to ensure that
there are no delays with your operation. This involves:
Blood pressure and pulse recording.
An investigation of the heart called an ECG (ElectroCardioGram). This involves
placing some stickers across your chest and taking a reading of your heart. It
takes only a couple of minutes.
A blood test to ensure that you are not anaemic.
If you had this health screen when your name was first added to the waiting list then

you do not have to stay for the second part of the Hip Clinic.

What happens when | get to the top of the list?

About two to eight weeks before your operation you will be sent a letter which

will ask you to ring the Orthopaedic Admissions Department.

When you do this a date for surgery and a date for your pre-operative

assessment clinic (PAC) visit will be agreed with you.

What happens at the Pre-operative Assessment Clinic (PAC)?
The PAC normally takes place about two to four weeks before you are admitted for your
operation. Please bring all your medications with you to the PAC because the staff will want

to check what you are taking.

At the clinic you will be seen by a nurse and a doctor who will ask a number of questions and
ensure that you understand about the operation. You can ask about anything that you are
unsure about; it is a good idea to write down any questions in advance so that you don’t forget
them. To make sure that you are fit for the operation and anaesthetic a number of tests will

be carried out.
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These will include some or all of the following:

A urine sample to test for diabetes and urine infections.

Swabs will be taken from your nose, throat and groin. This is to test for MRSA
(Meticillin Resistant Staphylococcus Aureus). This is a bacterium, which is
resistant to some antibiotics. If you were to test positive (though rates are very
low) we would give you special soap to wash with and a cream for your nose
before you come into hospital.

We also take an extra blood test in case we need to give you some blood during
or after your operation. This second blood test needs to be taken a week or so
before your operation so if your pre-operative assessment visit is more than two
weeks before your operation you will need to return to hospital and have the

extra blood test taken. The nurse will explain about this at the clinic.

In some cases further investigations may be necessary following the findings at PAC.
These will be discussed by the nurse. The whole PAC visit can take two to three

hours.

The hospital stay
What do | need to bring into hospital?

If you take medication on a regular basis please bring this with you, as we will use this

when you are in hospital and restock it when you are being discharged from hospital.
We advise that you bring a dressing gown, slippers (flat, closed heel slippers) or

walking shoes, reading glasses and toiletries. It may be useful to bring some loose

change, as there is a shop trolley that visits the wards daily.
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Each bed has its own TV screen and telephone. These are not operated by the
hospital and there is a payment for their use. The company that runs this facility
have representatives attending the wards on a daily basis and can help you to
set it up. Telephone charges are higher than from a normal landline phone.
Mobile phones can be used in hospital but not in certain areas such as coronary
care.

We advise that you do not bring valuables into hospital with you. You may keep
your wedding ring on (which will be covered with tape) when you go to theatre

but this is the only jewellery that you will be allowed.

The hospital can provide disposable face flannels, towels and nightwear but you are
welcome to bring your own supply with you. Please remember that if you are bringing

your own towels and flannels there are no drying facilities on the wards.

What happens on the day of my operation?

Patients are usually admitted on the morning of their operation to the Surgical
Elective Admission Unit (Junction 8 main corridor).

You cannot eat or drink anything for at least four hours before your operation, so
you will usually be ‘Nil By Mouth’ from 2am.

When you arrive the nursing staff will introduce themselves and show you to
your bed. They will check your blood pressure, temperature, pulse and
respiratory rate.

You will be prepared for theatre given a theatre gown to change into. You will be
asked to remove any make up, nail polish and jewellery apart from a wedding
band, which can be taped over.

You will be given one dark blue stocking to wear, which is called a Saphena
stocking, on the opposite leg i.e. the leg you are not having your operation on.
The stocking is applied to help improve the circulation in your legs and so
reduce the risk of getting a blood clot. The other stocking will be applied to your

operated leg after you return to the ward.
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The doctor will draw an arrow on your hip to indicate which one is being
operated on.

The anaesthetist, who is the person who will be giving you your anaesthetic, will
assess you before your operation. He/She will examine you and ask you
guestions about your general health and if you have had operations in the past.
The anaesthetist will decide which type of anaesthetic is the most suitable for

you.

There are two types of anaesthetic used at Whipps Cross:
1. General anaesthetic - a general anaesthetic is given so that you are
asleep during the operation. You will have an injection into a vein in your
arm or hand and you will go off to sleep. You will only have a hazy

memory of going off to sleep if at all.

2. Spinal anaesthetic or epidural — a needle is inserted in your back to numb
the body from the waist down. It means that you will be awake during the
operation. You will be able to hear during the operation and see staff in
the theatre but you will not be able to see the operation being carried out.

You will also be given medication to relax you.

Some patients have a combination of the above - a general anaesthetic and an

epidural for pain relief.

You will be taken to theatre. A nurse will accompany you to theatre. In the reception
area the theatre staff will check your details and ask you several questions such as
when you last ate or drank and which hip is being operated on. This is all quite

normal, as we like to check these details several times.

From the reception area you will be wheeled into the anaesthetic room where you will
have your anaesthetic. Once you have had your anaesthetic you will be transferred

into the operating theatre.
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What happens during the operation?

Total hip replacement

Please note that it is not always possible for the consultant to carry out every
operation. In cases where it is not carried out by the consultant it will be carried out by
a senior registrar who is either highly experienced or under the direction of the

consultant.

1. A cut of up to 12 inches long is made either along the side of your hip and thigh
or around the back of your hip. The damaged ball and socket are removed.

2. These are replaced with an artificial joint, which is made of either metal or
ceramic, and plastic. The artificial hip is made up of a ball on a stem and a
socket.

3. The stem is fixed in place into the thighbone and the plastic cup is fixed into the
socket in the pelvis. There are many different types of artificial hips. Some are
held in place with cement and some are not.

4. Your surgeon will decide which type of hip you will have based on your age,
your lifestyle, and the surgeon’s past experience. The layers of tissue
underneath the skin are closed using stitches, which will dissolve over time, and
the skin is closed with staples.

5. There will be a drain placed on one side of your wound to drain any excess
blood or fluid from your wound that could cause delayed healing of the wound.

The excess blood/fluid is drained into a collection bag attached to the drain.

The operation usually takes one hour to do but you will be off the ward for longer than
this because you will need time to have the anaesthetic before the operation and to

recover after the operation.

Page 18



The following diagrams show a scar approximately six weeks after surgery and a hip
joint, indicating where the metal and plastic parts are. The longer length scar is
following the traditional type of operation whereas the shorter length scar is following a

minimally invasive operation.

What happens during the operation?
Hip Resurfacing

A cut of up to 12 inches long is made either along the side of your hip and thigh or
around the back of your hip. Instead of removing the damaged ball (head of the femur)
completely, it is shaped to accept an anatomically sized metal sphere and the surface
of the socket is also replaced with a metal implant, which fits directly into the bone.

There is no large stem to go down the central part of the thighbone.
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The resurfacing parts are made of cobalt chrome, which produces a high quality

surface with low friction.

What happens once the operation is over?
You will be wheeled on a trolley from the operating theatre into the recovery
room where you will be closely monitored by the nursing staff. The nurses will
check that you are recovering from your anaesthetic by checking your blood
pressure, pulse, breathing rate and so on. Once they have assessed that you

are recovered enough you will be transferred back to the ward on your bed.

You will have an oxygen mask on over your nose and mouth and have a bag of
fluid running through a tube into one of your veins. You may be attached to a
pain pump, called a Patient Controlled Analgesia (PCA) pump.
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The PCA delivers a small amount of painkiller called morphine into your
bloodstream when you press the green button on the handset. You cannot
overdose yourself because the pump is programmed by the anaesthetist to
allow only one dose at a time. You will not be able to activate the second dose
until a set period has elapsed. The PCA can make you feel dizzy, sick and in
some cases it can cause hallucinations. Please let the nurses know if you have
any of these side effects.

If you have been given an epidural anaesthetic for your operation, you may
continue to have the epidural catheter (a fine tubing) left in your back. A pain
killer, diamorphine, can be given through this catheter to keep you pain free.
You will need to ask your nurse for an ‘Epidural top-up’ when you start to feel
pain.

You will have a large triangular shaped foam wedge between your legs, at knee
level, which is called an abduction wedge. This is in place to stop you crossing
your legs. This will be kept in place for several days whilst you are in hospital.
The reason you must not cross your legs is because it can cause the hip
replacement to dislocate. Please see notes on hip dislocation, page 22.

Once you are back on the ward the nurses will continue to monitor you. You will
have your blood pressure, pulse etc checked regularly and your hip dressing will
also be checked.

You will be able to take sips of water when you are awake and not feeling sick.
This is usually after a few hours. Gradually you will be able to increase this so
that you are eating and drinking normally again. Many people feel sick after
surgery and this can be due to the anaesthetic and medication that you were
given during the operation. Once you are eating and drinking again the drip will
be taken away. This is usually about 24 hours after the operation.

If you need to pass water or have your bowels opened then the nursing staff will
assist you in using a bedpan, as you will not be able to walk to the bathroom just

yet.
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Starting from the night of your operation (or the night before if you are admitted
the day before surgery) you will begin treatment to keep your blood slightly thin
and help reduce the risk of developing a blood clot (DVT or PE). This will either
be an injection into your stomach or upper arm, a tablet, or the injection for a few
days and then the tablets. Your anaesthetist and surgeon will decide which is
the most appropriate treatment depending on your past medical history and type

of anaesthetic and post-operative pain relief.

Hip dislocation

Hip replacements can dislocate, especially in the first six weeks after your operation.

This means that the ball comes out of the socket. Therefore for the first six weeks:
Do not cross your legs either in bed or when sitting.
Do not bend your hip beyond a right angle. This means that you must not bend
your knee up to put on your socks/stockings/shoes. You must not lean forward
to reach your foot and you must not sit on a low seat where your knees are
higher than your hips such as a toilet. The Occupational Therapist (OT) will
provide you with a raised toilet seat for your toilet at home and can also raise the
height of your bed and chair.
Do not sleep on your side. You will have to sleep on your back for the first six
weeks following your operation, however after this period you may then sleep on
your side. We advise that you sleep on the operated side with a pillow between

your legs.

What happens after the operation?

The length of time you will remain in hospital depends on how quickly you recover.
This section outlines the stages you have to complete before you go home. Most

people achieve these stages within two to five days of having the operation.

Stage 1 (the first day after your operation)
The nursing staff will help you to have a wash in bed, as you will not have been

out of bed yet.
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You will be seen by your doctor who can answer any questions that you might
have about the operation.

The physiotherapist, who will aim to get you up out of bed, sitting in a chair and
taking several steps with a walking frame, will visit you. The physiotherapist will
remind you of the exercises to do.

The occupational therapist will see you (unless you were visited at home prior to
your admission), to discuss your home environment and social circumstances in
order to plan a safe discharge home.

The acute pain team, who will decide along with the nursing staff whether you
need to continue using the PCA, will see you. If you do not need to use the
machine then it will be removed. You will be given painkilling tablets whilst you
are on the PCA and after it is removed and we advise that you take these tablets
so that you can do your exercises and start walking.

The dressing will be removed from your hip by the nursing staff in the evening
and a new dressing will be put over your wound. The drain will be removed at
the same time.

Stage 2
The physiotherapist will continue to assess how you are doing and help you to
progress with your exercises and mobility.
The occupational therapist will assess your progress, discuss whether you will
require any additional help when you return home and arrange a referral to the
appropriate services if needed.
You will have a blood sample taken to check that you have not lost too much
blood during the operation.
You will have an x-ray taken of your hip in the x-ray department. A porter will
take you to the x-ray department in a chair.
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Stage 3
You will be walking with crutches under guidance from the physiotherapist.
Your medication to take home will be prescribed by the doctor.
The occupational therapist will ensure that any equipment that is needed by you
at home is either being delivered to your home or already in place.
The physiotherapist will practice the stairs with you, unless you do not have
stairs or steps at home.
Transport arrangements will be finalised. You will be asked to arrange for a
relative or friend to collect you by car. Patients do not go home by ambulance
after a hip replacement unless they have no friends or relatives who can collect
them.

Stage 4
You will be discharged home. The nursing staff will go through with you the
medication that you are taking home. If you have any questions about your
medicines then please ask the nurses who will be able to help you. Do not forget
to take your walking aids with you.
You will be given a card with the date of your follow-up outpatient appointment

on it, usually for six to eight weeks after you go home.
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At home after the operation

What happens to me when | go home?
Please see the separate section ‘Support after your operation’ (page 26) for
details of support you may receive, depending on your circumstances, when you
go home.
If you are having the injection into the stomach or upper arm to thin your blood
this will continue at home until 10 days after your operation. A nurse will come
to your home to give this.
Painkillers and reduced mobility can make you constipated therefore it is
important that you drink fluids while in hospital and when you get home. The
recommended amount to drink daily is two litres, which is about eight glasses.
Water is one of the best things that you can take. The nursing staff can give you
some mild laxatives if you need them whilst you are in hospital and you may
also be prescribed some to take home with you.
We advise that you keep the Saphena stockings on for six weeks after your
operation provided that you have someone at home to help you take them off at
least once a day. If you do not have someone to help you we can arrange a
carer to come in every other day to do this for you. The reason for this is so that
you can wash and moisturise your legs, as the stockings tend to dry the skin on
your legs quite quickly. You should also check your heels to make sure they are
not getting sore. You will be given a spare pair of stockings so that you can
wash them. You should wear the stockings day and night.
Your staples will be removed from your wound between 10-12 days after your
operation. A nurse will come to your home to do this.
It is normal for your leg/hip to be quite bruised after the operation. This will fade
in time.
We will see you in the outpatient clinic about six to eight weeks after your
surgery, where we will examine your hip, assess the movement of the hip and
can answer any questions that you might have. You will have another x-ray at

this clinic visit.
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You should not drive for at least eight weeks after your operation and this will be
discussed when you come to the outpatient clinic. You can travel in a car as a
passenger from the time you leave hospital.

You should not fly for approximately three months after your operation, as you
are at increased risk of a blood clot in your leg veins.

The leg takes time to adapt to the hip replacement and it is quite common to
experience discomfort around the hip for up to six months after the surgery.
This is not as painful as the arthritis you had and is usually relieved by rest or a
mild painkiller. Some patients describe a feeling of tightness around the hip,
which usually goes away after a few months, but which can return at times.
Some patients are left with an area of numbness around the hip, where the
nerves, which are cut during the operation, do not rejoin. This does not affect
the strength of the hip at all. Not all these events are experienced by every
patient, but if they happen to you they are part of the normal recovery from the

operation.

Support after your operation

We need to make sure that you will be safe when you go home after your
operation and that you will be able to manage with daily activities. How this is
organised depends on where you live.

If you live in the London Borough of Waltham Forest or Wanstead/Woodford you
will be seen by the Waltham Forest Inter Care Services (W.F.I.C.S) formally
known as Hospital at Home team. If you live outside these areas the
Physiotherapist and Occupational Therapist covering the orthopaedic wards will
see you.

Some patients decide to go and stay with a relative or friend after their operation
rather than going home. This is often not a good idea, as it may not be possible
to arrange the equipment or adaptations you require. Most patients are better
off if they return to their own home. If you intend to go somewhere else after
your operation then you should let the physiotherapist or occupational therapist

know as soon as possible, ideally before you come in for your operation.
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What is the Waltham Forest Inter Care Services (W.F .I.C.S)?

Waltham Forest Inter Care Services is a short-term rehabilitation team (1-3
weeks) consisting of Physiotherapists, Occupational Therapists, Nurses and
Health Care Support Workers (Patient Aides).

The aim is to provide patients with continued therapy and nursing care at home.
You do not need to contact the scheme as you will be seen automatically by the
Waltham Forest Inter Care Services therapists on the ward. However, you are

welcome to contact them to discuss a home assessment prior to your admission.

The address is:
Waltham Forest Inter Care Services, C4, Junction 3, Whipps Cross University
Hospital, Whipps Cross road, Leytonstone, London, E11 1INR
Tel: 0208 535 6547 Fax: 0208 556 0690

What happens if | am not part of the Waltham Forest Inter Care Services scheme?

You will be seen by our specialist orthopaedic physiotherapist and occupational
therapist who will assess you after your operation and work with you so that you
are as independent as possible when you go home. Their contact details are on
page 46 of this booklet.

If you need ongoing support and therapy after you go home your therapists will
refer you on to your local services.

The ward nursing staff will organise a District Nurse to check your wound

dressing, remove your staples and continue with your blood thinning injection.
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Physiotherapy

Following your total hip replacement or hip resurfacing, you must adhere to post

operative precautions to prevent dislocation of your new hip.

Precautions:
Do not bend your operated hip past 90 degrees.
Do not cross your legs.

Do not twist at the operated hip.

It is also important for you to perform a series of exercises at least three times daily.
These will be taught to you by your Physiotherapist after your operation and are shown

on the following pages.

These exercises are important after the operation in:

Reducing the risk of blood clots and lung complications
Keeping your joint moving (preventing stiffness)
Strengthening muscles

Enabling a good walking pattern (gait) and posture

Improving confidence to negotiate stairs
Exercises

The exercises outlined here are for general guidance only. Discuss with your

Physiotherapist for any further advice.
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1. Lying on your back or sit with knees straight. Briskly pull your feet towards you
and then point them away. You will feel a stretch in your calf. Repeat for one

minute each hour.

For the remainder of the exercises aim for 10 repea ts of each and repeat the whole

regime three times a day.

2. Lying on your back with knees straight. Pull your operated side foot towards you
and push your knee down firmly against the bed to tighten your thigh muscle. Hold

for five seconds and relax.

3. Lying on your back. Squeeze or tighten your buttock cheeks together. Hold for five

seconds and relax.
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4. Lying on your back. Bend and straighten your operated hip by sliding your heel
towards your bottom while you keep your knee cap facing to the ceiling. You may

want to use a sliding board (exercise board) to assist bending.

5. Lying on your back. Bring your operated leg out to the side and nearly back to

the midline. You may use a sliding board to assist.
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6. Lying on your back. Bend your unoperated side knee. Put a thick rolled towel
under your operated side knee. Pull your foot towards you, tighten your thigh

muscle and straighten your knee. Hold for five seconds and relax.

7. Lying on your back with unoperated side knee bent. Squeeze your buttock
cheeks together and lift your bottom symmetrically off the bed. Hold for five

seconds and return to resting position.
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8. Sit on a chair, pull your foot up, tighten your thigh muscle and straighten your

operated side knee fully. Hold for five seconds and slowly relax.

Pull foot
towards you

Straighten knee

Advanced exercises

Discuss with your physiotherapist before you start these exercises.

1. Stand straight holding onto a stable surface. Move your operated leg sideways,
hold for five seconds and bring it back. You should keep your trunk straight

throughout the exercise. Repeat 10 times.
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2. Stand straight holding onto a stable surface. Bend your knee and bring your
operated leg towards your chest while keeping your trunk straight. Hold for five

seconds. Repeat 10 times. Do not pass 90 degrees.

3. Stand straight holding onto a stable surface. Bring your operated leg backwards

while keeping your knee straight. Do not lean forwards. Repeat 10 times.
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4. Stand straight, holding onto a stable surface. Bend your operated side knee as shown.

Hold for five seconds. Repeat 10 times.

5. Stand straight holding onto a stable surface. Stand on your toes. Hold for five seconds and
relax. Repeat 10 times.

Page 34



Walking after the operation

When will | start walking after the operation?

You will sit out of bed the morning after your operation and probably walk a little way
with a walking frame. Once you are safe with the frame you will progress to using two
crutches.

How do | walk with crutches?

The physiotherapist will teach you to use crutches properly. The following is a

guideline only.

When getting up from and down to a chair you should hold both your crutches in the

same hand as demonstrated in the picture below.

Operated
Leg

Operated leg
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1. Move the crutches forward.

2. Move the operated leg forward, to the level of the crutches.
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3. Move the unoperated leg forward, to the level of the operated leg and the crutches.

How do I walk up and down stairs using crutches?

The physiotherapist will teach you how to do this safely. The following is a guideline
only.

A. Going upstairs, using one banister and one cru  tch

1. Stand close to the bottom of the step, move your arm forward on the rail and your
good (unoperated) leg up to the step above.
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2. Move bad (operated) leg up the step.

3. Move crutch up to same step.
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B. Going downstairs, with one banister and one cru tch

1. Stand at edge of step, move arm forwards on the rail and put crutch down onto next step.

2. Move bad (operated) leg down the step.
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3. Move good (unoperated) leg down the step.

Remember:

Good (unoperated) leg up
Bad (operated) leg down
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Occupational Therapy
How will I get out of/onto a chair?

When sitting down or standing up, try to keep your operated leg forward to make
it easier.

The Occupational Therapist (OT) will ensure that your chair is the correct height.
You should sit on a chair with armrests to enable you to stand up safely and
easily.

Do not use swivel chairs or office style chairs.

How will I get on/off the bed?

After your operation the therapists will practice bed transfers with you, using the
correct technique. You may need to use small aids and/or equipment if you
have any difficulties.

The OT will ensure that your bed is the correct height in order to facilitate getting
on/off bed and to prevent dislocation.

How will I get on and off the toilet?

The OT will provide equipment to make it easier for you to get on and off the
toilet if necessary.

Back up to the toilet until you can feel the back of your legs touching it.

Reach back for the seat (or frame if provided) and slowly lower yourself down
with your operated leg forward.

Reverse the procedure to stand up (pushing up from the arm rests of the toilet
frame if provided).
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How will I get in/out of the bath?

If you do not have a shower cubicle then do not step in/out of your bath until you
are able to walk unaided or are advised to by the OT. You can however, use a
bath board, provided that there is enough depth from bottom of bath to edge of
bath seat.

The OT may recommend a bath board, when you go home. If your bath is
suitable to use a bath board, you must bath with a waterproof dressing on your
wound until the clips are out and the wound is healed. Remember not to bend

while washing.

A bath board

It is important to use a non-slip mat when bathing/showering to prevent a fall.

Please remember that you have a temporary disability following your operation
therefore you should be able to sit down in a bath again three months after your
operation. If you feel unable at this point you should then contact your OT who

can advise you.

How will | get in/out of a car?

You are advised to go home by car after your operation as a passenger, but you
will not be able to drive after your operation for six to eight weeks.

To get into the front seat of a car as a passenger.

Park away from the kerb.

Move the car seat back as far as possible and recline the backrest.
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If the seat is too low, add a cushion.

Place a carrier bag flat onto the seat to help you with swivelling around.

Lower yourself down slowly by holding safely onto the body of the car, keeping
your operated leg out in front of you, and push yourself backwards on the seat.
Bring one leg into the car and then the other. You can use your hand or
unoperated leg to lift your operated leg into the car, or swing both legs into the
car in one movement if this is easier. You may have to lean back as you are
lifting your legs into the car in order to keep the 90 degree angle to avoid
dislocation.

To get out of the car, reverse the above process.

The following two pictures show how to get in and out of a car.

a) Getting into a car b) Getting out ofa  car
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Personal care activities
How will | dress and undress?

Dressing skills will be discussed with the OT as you are not allowed to bend
beyond 90 degree.

Dressing aids are available if necessary.

How will | wash?

If you experience difficulty with washing the lower half of your body and with the
Saphena stockings that you have to wear for six weeks after your operation, this

will be assessed and discussed with the OT.

How will | manage domestic tasks?

Avoid slippery surfaces, especially loose scatter rugs and water on the floor. It
is important that all scatter rugs are removed so as to avoid tripping over the
edges.

Be careful with your pets in and around your home. They can get in the way
and result in you falling.

Avoid bending. If you have to bend down to pick something up (remembering
not to pick up heavy objects) keep your operated leg behind you and bend your
non-operated leg. A Helping Hand/reacher is available if no-one is able to assist.
Store things used daily at a height where they are easy to reach. It may be
necessary to temporarily rearrange cupboards.

Avoid carrying items around the home without using your walking aids.

Slide objects along the counter top rather than carrying them.

Sit on a high stool when doing countertop tasks such as preparing dinner.

It is advisable to request help from a friend or relative to carry out your shopping

and for heavy cleaning for at least six weeks.
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When will I go back to work?

A member of your Consultant’s team will advise you regarding when you may
return to work.

As a general rule you may be able to resume work eight to12 weeks after your
operation. However this is dependant on your physical health and the type of
work that you do.

If you experience any problems at work, the OT can give you advice regarding

adaptations to your work environment.

Sex
We do not advise that you have sex within the first six weeks after your hip operation.
Please speak to your nurse/doctor at your clinic visit if you wish to receive more

information about resuming sexual activities.
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Staff contact details and other organisations

Orthopaedic Admissions Department - 0208 535 6732

Orthopaedic Nurse Practitioners - 0208 539 5522 extension 5515

Waltham Forest Inter Care Services (W.F.I.C.S) form ally known as Hospital at
Home team

For patients living in the London Borough of Waltham Forest, or the
Wanstead/Woodford area - 0208 535 6547

For patients outside Waltham Forest and Wanstead/Woodford area:

Orthopaedic physiotherapist - 0208 535 6671
Orthopaedic Occupational Therapist - 0208 535 6505 or
Advanced Occupational Therapy Assistant - 0208 535 5904

You may find the following addresses useful:

Arthritis Research Campaign, Copeman House, St Mary's Court, St Mary's Gate,
Chesterfield, Derbyshire,S41 7TD 0870 850 5000 www.arc.org.uk - Information leaflets

about arthritis and how to live with it.

Arthritis Care South England, 18 Stephenson Way, London, NW1 2HD, 020 7380
6509, www.arthritiscare.org.uk, email seregoffice@arthritiscare.org.uk - the UK’s
largest voluntary organisation working with and for people with arthritis. It aims to help

people to take control of their arthritis and their lives.
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JIG (Joint Information Group)

JIG is a support group for patients who have had a hip or knee replacement at Whipps
Cross Hospital, recently or in the past. It gives patients the opportunity to share their

experiences and offer each other advice and encouragement.

We hold a coffee morning every six weeks for patients who have already had surgery,
so that they can meet and discuss their progress. We have patients who have had
surgery recently and those who have had it a few years ago. At the coffee morning the
group also plans various activities to raise funds for printing of posters and information

leaflets about the group and information booklets such as this one.

If you would like more information or to become involved then please contact either
Brian Lucas by email: brian.lucas@whippsx.nhs.uk, or Alyson Burton

alyson.burton@whippsx.nhs.uk or by telephone: 0208 539 5522 extension 5515

Patient experiences
Two patients have kindly agreed to share their experiences of having a hip

replacement at Whipps Cross Hospital.
Patient 1

“I had my hip replacement operation in November 2006. For me the worst part of
osteoarthritis was the pain at night. | went into Whipps Cross on a Thursday evening

and had the operation on Friday morning.

“Within two days | was out of bed on a frame and also using crutches. The
physiotherapists and the nursing staff were very encouraging, pleasant and helpful.
The criteria for going home was to be able to get in and out of bed and walk up and

down a flight of stairs using the crutches. This completed, | left hospital on the 6" day.
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“Within hours the Hospital at Home nurse and physio were at the door. They were a
great team. The nurses always had time for a little chat while they were changing the
dressing or keeping an eye on the pain relief. The physio watched me do one set of

exercises and made sure | was progressing and on track.

“l was determined to get the strength back in my leg muscles as soon as possible and
really worked hard doing the exercises — it certainly was “no pain no gain” but so worth
it.

“l can’'t praise enough all the staff at the hospital, at home and the follow up care that |

received. | now sleep at night without pain.”

Patient 2

“Having suffered with arthritis for nearly three years, | couldn’t put off a hip
replacement any longer due to severe pain and limping. Since having my operation in
August 2006 | have never looked back. It has given me a new lease of life, for which

I’'m very grateful.

“The pre-operative talk about hip replacement was a very informative session, which
alleviated my many fears and worries. Following a cancellation | was offered an
admission date in August 2006. | cannot praise the nurses, physio and occupational

therapist enough for their excellent care and advice during my stay.

“The Hospital at Home staff visited me every day for a week putting me through my
exercises and monitoring my progress. | have now joined the Hip & Knee post-op
support group, which I find extremely helpful and sociable - it's lovely to share your

experiences with other patients.”
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When you come to the hospital about your hip replac ement you may want to use this
page to write down any questions you want to ask, s o that you do not forget them.
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