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QUESTION 3: After a patient undergoes methicillin‐resistant Staphylococcus aureus (MRSA) decolonization, is
there a need to re‐screen the patient?
RECOMMENDATION: We recognize that a subset of MRSA carriers remains colonized despite preoperative decolonization protocols. Currently, there is no evidence to
suggest that re‐screening and subsequent repeated MRSA decolonization can change the perioperative prophylactic
antibiotic regimen and reduce the risk of periprosthetic joint infection (PJI) further.
LEVEL OF EVIDENCE: Limited
DELEGATE VOTE: Agree: 87%, Disagree: 8%, Abstain: 5% (Super Majority, Strong Consensus)

RATIONALE
Colonization with both methicillin‐sensitive Staphylococcus aureus (MSSA) and MRSA increases the risk of staphylococcal surgical site infections
after elective hip and knee arthroplasty [1,2]. In the United States, an estimated 0.6 to 6% of the population are nasal carriers of MRSA [1,3]. For
identified carriers of MRSA undergoing hip and knee arthroplasty, standard practice includes decolonization prior to surgery followed by
perioperative vancomycin for MRSA coverage.
Previous studies have proven that a protocol of screening and decolonization of MRSA among total joint arthroplasty (TJA) candidates is highly
successful in reducing the percentage of MRSA carriers [1,4–8]. However, controversy continues with regard to the ability of S. aureus
decolonization protocols to reduce the prevalence of surgical site infections (SSIs) and PJIs in patients undergoing total hip or knee arthroplasty. In
a meta‐analysis of four studies [9], the use of a prophylaxis protocol for MRSA decolonization reduced SSI cases by approximately 39%. Another
meta‐
analysis of 19 studies [10] suggested a decrease in the rates of SSI with decolonization. However, five of the included studies did not reach
significance and were underpowered. Baratz et al. [11] retrospectively described 3,434 patients who underwent elective primary and revision hip
and knee arthroplasty over a two year period. Despite successfully obtaining a 78% MRSA decolonization rate at the day of surgery, the incidence
of SSI was not decreased compared to an historical control group.
Several studies have re‐screened patients on the day of surgery and identified persistent MRSA carriage in as many as 20% of patients, despite
preoperative decolonization protocols [8,11,12]. Similarly, MRSA carriers that have been decolonized and later re‐screened for future procedures have
shown recolonization rates as high as 38% [13,14]. However, no studies have specifically investigated whether persistent MRSA carriage is associated
with an increased risk for SSI compared to previous MRSA carriers who remain decolonized. Furthermore, the cost‐effectiveness of re‐screening and
repeated decolonization of MRSA is another important issue to be considered. Slover et al. estimated that the cost of a revision total hip or knee
arthroplasty secondary to infection to be $70,000 [15]. The authors then estimated that a screening and decolonization program needed to result in a
35% reduction in revision rates to be cost‐effective [15]. More importantly, extended mupirocin use has been shown to increase the risk of mupirocin
resistance in MRSA carriers [16].
An important question is whether re‐screening a previously identified MRSA carrier will change the clinical management during current and future
elective orthopaedic procedures. For nearly all patients with any history of MRSA colonization, the perioperative antibiotic regimen will include
vancomycin, regardless of their most recent colonization status. For certain hospital policies, identifying persistent MRSA colonization on the day of
surgery may prompt inpatient contact precautions, while those who have been successfully decolonized may not require contact precautions. It is
unknown what effect, if any, these perioperative protocols have on rates of surgical site infections.
The cohort most likely to benefit from re‐screening are MSSA carriers and previously non‐colonized patients after a certain period of time from the
initial screening [12,14]. Studies have shown that re‐screening can identify new cases of MRSA [12,14]. Re‐screening before an additional surgery may
be beneficial for these cohorts, as it may identify new MRSA carriage and prompt a change in perioperative antibiotic selection.
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