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Encountering a Rare Implant
in the Hip-A Case Report
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ABSTRACT

Hip fractures are common injuries in the elderly population. Present day management is stabilisation of these fractures as early as
possible. The use of internal fixation devices in the treatment of hip fractures has proved to be a major advancement in modern
surgical therapy. Implants used for the fixation of hip fractures have evolved in the last two to three decades. Many complications
of internal fixation have been described. Failure or complications following fixation of hip fractures include secondary osteoarthritis
or avascular necrosis which may result in great disability and pain. Hip arthroplasty is a helpful reconstructive procedure in these
patients who had complications following primary fixation surgery. In addition to technical problems of reconstruction in them,
there may be associated difficulties of removal of metal work which has been used for previous surgeries. This is a case report of a
patient who had complication following a hip fracture surgery about 33 years ago, now presented with secondary hip arthritis and
a rare implant portion in situ.

CASE REPORT

A 73-year-old male patient presented to us on a wheel chair with
complaints of right hip pain since eight months. Pain was located in
the right hip which was insidious in onset gradually progressed over
last eight months causing inability to walk.

Pain also disturbed his sleep and aggravated with hip movements.
He had sustained a road traffic accident 33 years back and was
diagnosed to have a hip fracture, for which he was operated and
was mobilised eventually following the fracture fixation. Patient
underwent another operation after one year possibly implant
removal. There was no significant family and medical history. He
was not on any regular medication except regular consumption of
different pain killers for the hip pain. General physical and systemic

examination was normal with stable vital signs. S : . : * " :
[Table/Fig-1]: Preoperative X-rays of the pelvis anteroposterior view and lateral view

On inspection the affected limb was externally rotated and with secondary degenerative osteoarthritis of hip and implant in the proximal femur.
shortened. A linear scar of about six centimetres was noted in right

gluteal region healed by primary intention. On palpation there was cortex of the greater trochanter stuck inside. It was carefully
tenderness over the anterior joint with no local rise of temperature, ~ Separated using fine gouges and using sharp instruments.
no swelling or deformity palpable. The greater trochanter was Once the implant was removed hip was dislocated posteriorly
broadened, irregularly thickened and proximally migrated. There — after doing a posterior capsulotomy and cutting off gemelli and
was adduction and external rotation deformity with painful pyriformis muscles. Then a cemented acetabular component was

restriction of all movements. Also, there was a true shortening of ~ fixed. Femoral neck osteotomy was performed and cemented
three centimetres. femoral stem was placed. Hip was reduced and found stable with

good range of movements. Wound was closed in layers over a
drain with absorbable sutures for muscles and fascia. Skin was
closed with staples.

X-ray of the pelvis with bilateral hip —anteroposterior and lateral views
of right hip showed reduction in the joint space with articular sclerosis
with a central osteophyte with implant in the neck and trochanteric
region which was suggestive of secondary osteoarthritis with Smith
Peterson nail in the head and neck of femur [Table/Fig-1].

The blood investigations revealed a normal haemogram, blood
sugars, renal and hepatic function. Chest X-ray was within normal
limits. Electrocardiogram and 2 D Echo was normal.

In view of his disability and symptoms we decided to treat the
patient with cemented total hip arthroplasty. One of the difficulty we
expected was to remove the nail in the proximal femur. We had kept
all the necessary tools ready for the removal of this nail.

The patient was given epidural and spinal anaesthesia for the
surgery. The patient was operated in the lateral position with a [Table/Fig-2]: Showing intraoperative images of the posterior approach of hip joint
posterior approach [Table/Fig-2]. The nail was seen at the lateral Kl SSISMUREECECE
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Compression dressing was applied. Postoperative period was
uneventful and wound healed well. Postoperative X-rays showed
well aligned acetabular and femoral components [Table/Fig-3].
Patient started full weight bearing with the help of walker comfortably
on the second postoperative day. Patient got discharged on fifth
postoperative day. Skin staples were removed on tenth postoperative
day. Patient was followed up regularly with clinical and radiographic
examination. After six weeks patient started mobilising with a
walking stick. The last follow up was 18 months after the surgery.

[Table/Fig-3]: Postoperative X-ray of the right hip anteroposterior view, showing a
cemented total hip prosthesis.

DISCUSSION

In the review of literature, many complications of internal fixation of
hip fractures have been described. Functional disability and pain are
the common complications following failed fixation of trochanteric
fractures. Complications may be due to failure of the implant
(8-12%); implant penetration (2% and 12%), nonunion (2-5%) and
malunion with varus deformity (5-11%).

Failure rates as high as 56% are described in association with certain
unstable fractures [1-6]. Revision surgery for the failed internal fixation
of trochanteric fractures with nonunion has good results in younger
patients having good bone stock [6-10]. Reconstruction with total
hip arthroplasty is a good salvage procedure for elderly patients,
those with poor bone stock and avascular necrosis, and those with
damaged articular cartilage [7]. Many technical difficulties encountered
during hip arthroplasty such as removal of implants, deformities of
bone, boneloss, poor bone quality and trochanteric nonunion [11-
13]. Implant removal from a united intertrochanteric fracture is not a
regular procedure. It may be necessary to remove an implant in young
patients or loose or painful hardware, allergy to metal, or infection. It
can be a great challenge to remove the implants despite modern
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tools and techniques. One should anticipate great difficulties and
keep all necessary tools when a secondary reconstructive procedure
required in a patient with long retained metallic implants. Also, other
challenges include identifying the bony landmarks due to associated
deformities and addressing the bone loss.

CONCLUSION

Following a failure or complication of implant surgery done for
hip fracture, a total hip arthroplasty is a good salvage solution for
early mobilisation. There are many challenges encountered while
undertaking this salvage surgery. However, one of the important
challenge may be removing the metallic implants from the previous
surgery before performing the total hip arthroplasty. The difficulty
is more when the implants were put in decades ago, especially
first generation of fixation devices for the hip like Smith Peterson
nail. We present such a case with a damaged Smith Peterson nail
which was implanted in the hip of a patient about 33 years ago,
with secondary degenerative osteoarthritis of hip requiring a total
hip arthroplasty.
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