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Lastly, a retrospective study by Tan et al. demonstrated no diff er-
ence in the 90-day or 1-year PJIs in 4,523 outpatient TJA patients that 
received a single dose of antibiotics compared to 16,159 patients that 
received 24 hours of antibiotics, regardless of the patient’s preopera-
tive risk of PJIs [13]. 

When comparing infection rates between outpatient and inpa-
tient total joint arthroplasty, the majority of the literature demon-
strates no diff erence in the rate of postoperative infection. In a large 
retrospective review of the PearlDiver Database, Arshi et al. found 
that patients who underwent outpatient TKA demonstrated an 
increased risk of prosthesis explantation (adjusted odds ratio (OR) 
1.35, 95% confi dence interval (CI): 1.07-1.72) as well as irrigation and 
debridement (adjusted OR 1.50, 95% CI: 1.29-1.77) compared to inpa-
tients [14]. Despite these fi ndings, multiple large national database 
studies have demonstrated no diff erence in postoperative infection 
between outpatient and inpatient TJAs [15–18].
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QUESTION 5: Does extended prophylactic antibiotics therapy for patients undergoing aseptic 
revision help reduce the risk of subsequent surgical site infections/periprosthetic joint 
infections (SSIs/PJIs)?

RECOMMENDATION: In the absence of concrete evidence, we recommend the use of routine antibiotic prophylaxis (maximum 24 hours) for 
patients undergoing revision arthroplasty as long as the infection has been properly ruled out prior to surgery.

LEVEL OF EVIDENCE: Limited

DELEGATE VOTE: Agree: 81%, Disagree: 15%, Abstain: 4% (Super Majority, Strong Consensus)

RATIONALE  

Infections are a common cause of failures post aseptic revisions, 
occurring after 5 to 9% for total knee arthroplasties (TKAs), and 1.35 
to 17.3% for total hip arthroplasties (THAs) [1–6]. One of the modali-
ties used to prevent SSIs and/or PJIs after arthroplasty is administra-
tion of prophylactic antibiotic therapy [7–9]. Considering the high 
rate of SSIs and PJIs after revision arthroplasties, one can argue that 
extended prophylaxis for longer than 24 hours may be indicated in 
these types of surgeries. Several studies conducted in primary TKA 
and THA, indicate no diff erence in the rate of SSI in patients who 
received prophylaxis for 24 hours and in those who received it for 
longer than 24 hours [10–14]. 

A comprehensive literature search was performed to iden-
tify studies evaluating the potential role of extended antibiotic 
prophylactic therapy following aseptic revision arthroplasty. A 
single retrospective study conducted by Claret et al. on 341 patients 
undergoing revision arthroplasty was identifi ed [15]. The authors 
compared the rate of PJI after changing their local protocol from 
administering teicoplanin and ceftazidim before surgical inci-
sion to doing so again two hours after as an antibiotic prophylaxis 
(2007–2010) prolonging this regimen until the fi fth day after revi-
sion surgery (2010–2013). Several criteria concerning infl ammatory 
markers, imaging and synovial fl uid analysis were performed to 
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rule out infection prior to revision surgery. They observed that the 
PJI rate, occurring within three months after revision surgery, was 
lower in the long prophylaxis group compared to the short prophy-
laxis group (2.2% vs. 6.9%, p = 0.049). In addition, prolonged anti-
biotic prophylaxis was the only variable independently associated 
with a lower rate of PJI in their analysis (odds ratio (OR): 0.27, 95% 
confi dence intervals (CI): 0.07–0.99). These data suggest that there 
might be a protective eff ect of prolonging antibiotic prophylaxis. 
However, although no other protocol modifi cations were made 
during the study period according to the authors, bias cannot be 
completely ruled out due to the retrospective nature of the study, 
especially as diagnostic methods to rule out an infection prior to 
revision surgery have been improved over recent years. Thus, there 
is a need for a randomized controlled trial that can examine this 
question. The PARITY trial, an international prospective rand-
omized controlled trial currently conducted in the fi eld of ortho-
paedic oncology, may provide us with additional evidence about 
the potential benefi t of extended antibiotic prophylaxis in high-
risk patients undergoing joint arthroplasty [16].
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QUESTION 6: Should duration and the type of antibiotic prophylaxis be altered in patients with 
a prior periprosthetic joint infection (PJI)?

RECOMMENDATION: Antibiotic prophylaxis should be tailored in patients with prior PJIs who are undergoing another subsequent elective 
primary or revision joint arthroplasty. Antibiotic prophylaxis should cover the initial causative organism(s) as well as the most common patho-
gens that can cause PJI with either single or dual antibiotics.

LEVEL OF EVIDENCE: Limited

DELEGATE VOTE: Agree: 93%, Disagree: 6%, Abstain: 1% (Super Majority, Strong Consensus)

RATIONALE  

Patients with prior PJIs have a signifi cantly higher risk for PJI in 
another prosthetic joint. Murray [1] described for the fi rst time the 
risk of metachronous infections in multiple joints due to hematog-
enous spread. Studies by Parvizi et al. [2] and Leung et al. [3] both 
demonstrated that the majority of recurrent infections following PJI 
due to methicillin-resistant Staphylococcus aureus (MRSA) were rein-
fected with the same organism (66.7 and 89.9%, respectively).

Preexisting PJI was identifi ed as a signifi cant risk factor for a 
subsequent infection in a study by Luessenhop et al. in 1996 [4]. The 
presence of rheumatoid arthritis and a prior sepsis were shown to be 
signifi cantly associated with a higher risk for development of subse-
quent PJI (p < 0.001 and p < 0.0001, respectively). 

Another study by Jafari et al. [5] retrospectively identifi ed 55 
patients with PJI who had another prosthetic joint in place at the 

time of presentation. Eleven of them (20%) developed a PJI in a 
second joint, with the same bacteria in 36% of cases. Zmistowski 
et al. [6] found that recurrent PJI was due to the same organism as 
the index infection (PJI persistence) in 31.5% of 92 relapsed cases, 
following two-stage arthroplasty failure. A new organism (PJI rein-
fection) was observed in 68.5% of these cases. The only independent 
predictor of PJI persistence versus new infection was the original 
infecting organism, specifi cally Staphylococci (MRSA in particular). 
Moreover, polymicrobial PJIs were more frequently involved in 
immunocompromised hosts. 

Bedair et al. [7] confi rmed these observations in a multicenter, 
retrospective cohort study with 90 patients previously treated for PJI 
undergoing a second primary total hip or knee arthroplasty (THA 
or TKA). The study showed that patients with a history of PJI had a 


