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MYTHS OF JOINT REPLACEMENT 

 
After more than 35 years of joint replacement in this country, there has been a constant evolution of 

improved materials and techniques enabling our population, both young and old, to lead a better and 

more functional life. With implementation of the internet, advertising and hearsay, many “less than 

factual” ideas have sprung into our patient population. I will review these as applied to the hip and 

knee. 

 

Total Hip Replacement  

Bone cement or methylmethacrylate was initially used for total hip replacement until the early 

1980’s. Thereafter, gradual improvements in press-fit fixation, where the bone grows onto the 

prosthesis itself, has been promoted. Many people have the impression that after a certain age all 

hips must be cemented for good results.  This is certainly not the case, and in many joint centers 

patients both young and old are treated with uncemented, press-fit type of implants. Cement may not 

only loosen in time, but also presents another foreign body, which can increase the infection risk.  

 

The duration of wear with implants has also been quite mixed. Patients report hearing anywhere 

from ten years to lifetime concerning a hip joint. Certainly there are many cemented hips from the 

70’s and 80’s that are still functioning some 20 to 25 years later. Many factors decide how long a joint 

can last, including activity level, body weight and bone density. With modern uncemented hip 

implants and bearing surfaces, 20 to 30 years or a lifetime may be expected. 

     

      Ceramic socket    Socket types, including metal/metal and plastic 
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WHO HAS THE BEST PRODUCTS? 

Marketing has certainly led to confusion with many patients. One should be assured that all of the 

companies are producing quality implants.  Studies have shown better longevity in certain plastics on 

the socket side, or rates of solid ingrowth both on the femur and the pelvis side of a hip replacement, 

but this is a matter for discussion between the patient and doctor. There are new bearing surfaces in 

hips today that include metal on metal, ceramic on ceramic, ceramic on metal, and improved plastic 

liners that may enhance the life of a joint replacement, and decrease harmful side effects of the old 

plastics. Age, body weight, activity level and longevity of the patient by family history will certainly aid 

in the decision making of a particular type of bearing surface in the hip.   

 

Activity level after surgery has a wide range of both confusion and expectation.  Unless there are 

complicating factors, the majority of hips may bear as much weight as tolerated in the beginning. This 

has not shown to affect long-term results. Individuals who exercise both before and after their new hip 

tend to not only do better, but have a more athletically active life.  Exercise promotes both good bone 

density and function.  Many healthy individuals are very tolerant to golf, tennis, racquetball, horseback 

riding, and exercising in the gym.  

 

Perhaps the most dangerous myth of hip replacement concerns incision size, or the “mini or less-

invasive” approach. The fine print regarding complications of these new two small incision 

techniques with x-ray assistance has not been made public. Certainly a small incision with an 

excellent result is somewhat better than a larger incision with an excellent result.  Minimizing adverse 

problems is of upmost importance, and an adequate incision depending upon the body type may 

range from two and one half to six inches or more, allowing visualization of the structures within the 

hip and their final insertion. When contemplating a functional hip that may last 20 years to a lifetime, 

an extra day or so in the hospital is of little significance. 

 

Total Knee Replacement  

 Cement has been somewhat controversial with the knee replacement.  For over 20 years there have 

been uncemented implants, many of which can work quite well. However, the overall incidence of 

expected fixation seems to favor the cemented knees in the literature. Current research studies, 

however, are going to lead to more uncemented knees. 
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The rotating plastic tray has been a marketed option for knee replacement. It certainly does have 

longevity in the literature.  However, there are potential complications, which do not make it suitable 

for all ages and body types.  Certainly with obesity, poor muscular conditioning and advanced age, 

the conventional knee implant is advisable. 

 

Activity level in the knee replacement has never had quite the enjoyment of its counterpart in the 

hip. However, many people who are well conditioned with good muscular fitness are quite active in 

certain sports like tennis or racquetball. Jogging and other repeated impact-type of sports should still 

be avoided.  Many patients cannot tolerate an eight to twelve hour active day on their feet. This is due 

more to soft-tissue constraints about the knee, a hinge joint, as opposed to the ball and socket of a 

hip. The rule of thumb still applies that individuals who exercise after their knee replacement do better 

than those who don’t.  

 

The uni-knee or hemi-knee has been in and out of vogue for nearly 30 years.  This procedure 

involves replacing only half the joint and can be done through a smaller incision with fewer expected 

complications. It is only applicable in perhaps 10 percent of the patient population, and once again 

age and weight are factors in decision making. Certainly there is no guarantee that a partial knee 

replacement will outlast a complete, and may be converted to a complete knee replacement in the 

future. 

                        

     hemi/partial knee component   hemi/partial knee   total knee replacement component 

 

The mini incision has been advanced with marketing and in the orthopaedic literature. Once again, 

the public has not been made aware of any downside skin problems and soft tissue strain, or obvious 

complications where exposure is made too difficult for the surgeon. This technique is not applicable to 

all patients. Avoiding muscle incision in the knee is important to more rapid recovery. 
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Computer-assisted knee replacement surgery has also been advanced in the last several years. As 

it becomes more user friendly for the surgeon, we may show an improved functional outcome.  This is 

still in a learning phase concerning the navigation instrument, and one should not assume that the 

results will be better than a traditional, well-performed surgical procedure. Success will dictate if 

computer surgery is used widespread.  It will likely be a part of some selected knee replacements in 

the future. 

 

CONCLUSION 

Many misconceptions, misunderstandings and true “myths” have been discussed in the above.  For 

decades judgement and technique have produced many happy and functional patients. Technology 

of implants, design, surgical technique will continue to improve with research, and the exuberance in 

some areas must preclude caution versus shorter hospital stays and smaller incisions. New efforts 

must also address potential problems with the patient. This is the information age and individuals 

have more knowledge than ever about their surgical treatment. More discussion may be necessary 

between the patient and physician, and this is good for both sides.  


