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QUESTION 1: What imaging modalities are available to help evaluate the extent of an infection and guide bone
resection?
RECOMMENDATION: Imaging methods have a potential to demonstrate the extent of soft‐tissue/bone involvement in patients with
periprosthetic joint infection (PJI). The use of computed tomography, magnetic resonance imaging (MRI) or nuclear medicine techniques may help to delineate the
extent of bone and soft tissue involvement and may guide bone resection.
LEVEL OF EVIDENCE: Limited
DELEGATE VOTE: Agree: 86%, Disagree: 8%, Abstain: 6% (Super Majority, Strong Consensus)

DEFINING THE STRENGTH OF THE RECOMMENDATIONS
Assigning the strength of the recommendations was provided by concise presentation of the literature quantity and quality while accounting for the
trade‐off between the clinical experience and their limitations. In order to standardize the approach across the consensus document/specialists from different
medical branches, we adopted the methodology of defining the strength of the recommendations and evaluating the evidence from the
American Academy of Orthopaedic Surgeons (AAOS) Clinical Practice Guideline and Systematic Review Methodology v2.0 [1].
The selected studies might be flawed in a number of parameters. For example, study design (randomized‐control/prospective/retrospective), type of study
(diagnostic/case‐control/ observational/case reports), primary purpose, population, study inclusion/exclusion criteria, definition of PJI, gold standard for diagnosis of
PJI/distinct clinical entities (abscess, presence of soft‐tissue edema, periprosthetic fluid collections, bone damage), data collection/analysis/ interpretation etc.
Therefore, methods for assigning the quality of the selected studies were appraised in accordance with the GRADE recommendations [2]. In the GRADE approach
randomized trials start as high‐quality evidence and observational studies as low‐quality evidence. Five factors may lead to rating down the quality of evidence: study
limitations or risk of bias, inconsistency of results, indirectness of evidence, imprecision and publication bias [3]. In accordance with the AAOS manual [1], high‐quality
diagnostic studies cannot have any substantial flaw,
moderate‐quality studies can have less than two flaws, low‐quality diagnostic studies less than three flaws and very low‐quality studies have more than three
substantial flaws. Observational studies were classified as follows: high‐quality studies have less than two flaws, moderate‐quality studies have between two and four
flaws, low‐quality studies from four to six flaws and very low‐quality studies have more than six flaws.

RATIONALE
Removal of all infected/necrotic tissues is pivotal in the treatment of PJI. In practice, surgeons are guided mainly by experience of what constitutes
infected and/or necrotic tissue that must be excised. Tissue color/structure/consistency can guide the degree of resection, in addition to active
bleeding from apparently healthy tissue and bone surfaces. Surgeons may use specific dyes (e.g., methylene blue) as a visual aid to differentiate
between necrotic tissue and healthy soft tissue. Currently, there is no consensus on whether imaging modalities could be used preoperatively to better
define the location of infected soft tissue and bone or be used to guide the degree and depth of surgical debridement. While imaging methods, such as
Indium labeled bone scans, have been used for diagnosis of PJI in very select cases, whether a preoperative imaging modality can provide the spatial
resolution and accuracy to determine the exact regions of soft tissue involvement of osteomyelitis that require debridement is still debated [4]. The
primary question of this paper is to determine, based on the available evidence, if preoperative imaging, and which type of imaging, could best define
the border between the infected and non‐infected soft tissue and bone and quantitatively and qualitatively assess the extent of associated soft tissue
and osseous damage associated with chronic PJI.
The literature search was conducted utilizing databases such as PubMed, Embase, Cochrane Library, Scopus, ScienceDirect and Google Scholar. The
search strategy utilized the following Medical Subjection Headings (MeSH) terms: “hip arthroplasty,” “hip replacement,” “hip prosthesis,” “knee
arthroplasty,” “knee replacement,” “knee prosthesis,” “infection,” “periprosthetic infection,” “prosthetic joint infection,” “nuclear imaging,” “leukocyte
imaging,” “antigranulocyte imaging,” “18F‐fluorodeoxyglucose,” “positron emission tomography,” “ultrasound,” “computed tomography,” “magnetic
resonance imaging,” “conventional radiography” and “best match” for each database.
We used the Boolean operators “AND” and “OR” to identify the intersection and union of the terminology sets. References for all the selected
articles were cross‐checked.
Two of the authors (EN and LQ) performed the literature search. First, articles were screened by title and abstract; 495 potentially interesting
studies were identified. Of them, 229 relevant publications including reviews and meta‐analyses were then selected for data extraction.
Study Selection
Based on the clinical question, we proposed inclusion and exclusion criteria to be applied when reviewing the search results of each database. An
initial review of titles and abstracts was carried out to identify potential studies. The inclusion criterion was human studies. The exclusion criterion was
“studies limited to the English language.” This study is based on 49 full texts that have been analyzed to date.
Data Extraction
Once the study selection was completed, the relevant data (number of patients, age, gender, location of PJI, type of PJI, single/multi‐center study,
study period, type of study, design of study, type of imaging, definition of PJI, gold standard, characteristics of particular imaging methods, limitations
of the study) from the included studies were extracted. A spreadsheet was customized to the specific question. After the data extraction and

completion of the tables, the senior authors (JG and MK) assessed the quality of the particular studies used in assigning the strength of the
recommendations.
Conventional radiography (CR) can show “signs of damage” in the bone surrounding infected arthroplasty as well as in swollen soft‐tissues [5,6].
However, these changes are not specific for PJI, and these are seen only in a minority of PJIs. We did not find any diagnostic study supporting the role of
CR in showing the bone/soft‐tissue extension of PJI. The conclusion should therefore be no evidence for using CR as a tool for visualization of tissues
affected by PJI. The only exception is when radiography shows clear presence of osteomyelitis, periosteal reaction and so on and may provide some
degree of confidence in planning the extent of bone resection needed during resection arthroplasty.
Ultrasonography can demonstrate collections of fluid inside and around an infected joint as well as it can distinguish between solid and fluid
lesions. Sdao et al. reported superficial collections, subcutaneous fistulae, as well as deep periprosthetic collections of fluids around total hip
arthroplasty [7]. However, these are not specific for infection. Ultrasound guided aspiration (biopsy) of a hip joint improves reliability of aspiration [8].
Here we suggest concluding the strength of evidence as low (limited). A support for that conclusion is predominantly on anecdotal (case reports) and
small‐series studies of low quality [9–11].
Computed tomography (CT) is excellent for evaluating bony structures, but it can also contribute to assessment of soft tissue pathology [12].
However, this is not specific for infection. CT can detect abscesses around total joint arthroplasty, which is clinically very useful as a psoas abscess can
also mimic PJI [13]. On the other hand, CT arthrography can reveal bone erosions, radiolucency, fistulae, extra‐articular extensions of PJI or
communications between fluid collections [14,15]. In addition, CT can show displacement of the external iliac vessels with venous compression [11].
Taking these findings into account, alongside the clinical value of CT findings (either positive or negative), we conclude the strength of the
recommendations for abdominal/hip CT as moderate despite the fact that it is based on anecdotal [16,17] to small‐series study evidence [15,18,19].
Therefore, CT should be combined with other imaging/laboratory methods in order to visualize the extension of the soft‐tissue/bone damage
associated with PJI.
Magnetic resonance imaging (MRI) can detect bone marrow changes, cavities and soft‐tissue extension of PJI (edema, fluid collections). In
addition, the new metal artifact reduction sequences (MARS) enabled a more reliable assessment of periprosthetic tissues [14]. Contrast MRI can
contribute to detection of psoas abscesses [20]. In contrast to radiography, MRI might be more specific for hip PJI as it can differentiate between
fluid collections (serous, purulent or hematomas) [21]. Further, progress might lie in optimized MRI parameters with and without view angle tilting
(VAT) correction at 1.5 T in coronal fast‐spin‐echo T2‐weighted MRI [22]. Intravenous gadolinium contrast MRI demonstrates improved specificity
for abscess detection, despite the fact that non contrast‐enhanced MRI with diffusion‐weighted imaging has recently achieved comparable
performance [23]. Despite that, MRI should be still combined with other imaging/laboratory methods in order to demonstrate the true extension
of soft‐tissue/bone damage associated with PJI. We suggest concluding the strength of the recommendations for MRI in this specific clinical
question as moderate, similar to CT.
The nuclear medicine techniques are regularly used in some clinical settings to diagnose particular infections of the musculoskeletal system [24].
They are based on various principles (radio‐labelled cells, peptides, antibodies or (18) fluorodeoxyglucose (FDG) to detect patterns highly associated
with infected tissues. Recent systematic reviews and meta‐analyses show great diagnostic potential in terms of the likelihood ratio for positive/negative
results and diagnostic odds ratio for radio‐labelled white blood cells [4]. Anti‐granulocyte scintigraphy and combined radio‐labelled leukocyte and bone
marrow scintigraphy appear to be highly‐specific imaging modalities in confirming knee PJI. FDG‐PET (positron emission tomography) may not be the
preferred imaging modality because it is more expensive and not more effective in confirming periprosthetic knee infection [4]. However, much of the
evidence is dated and recent innovations in nuclear medicine technology that have improved image quality and sensitivity of investigations (particularly
SPECT/CT – single photon emission computed tomography) are not fully represented in this review.
To date, there is a little knowledge of the capability of these methods to visualize the extent of infection across periprosthetic tissues. Radio‐
labelled leukocyte or antigranulocyte SPECT/CT imaging has been used to differentiate aseptic loosening from infection [4,25].
Filippi and Schillaci [26] described the usefulness of hybrid SPECT/CT in technetium (99mTC)‐hexamethylpropleneamineoxime (99mTC‐HMPAO)‐
labelled leukocyte scintigraphy for bone and joint infections. In the sample of 28 consecutive patients (13 of them with suspected orthopaedic implant
infection), SPECT/CT differentiated soft‐tissue involvement from bone involvement both in patients with osteomyelitis and in patients with orthopaedic
implants.
Graute et al. [27] described an added value of the 99mTc‐antigranulocyte SPECT/CT in comparison with SPECT only or planar imaging for detection
of low‐grade prosthetic joint infections. Joint infections were diagnosed clinically in nine of 31 patients (1 hip and 8 knee prostheses). Hybrid SPECT/CT
led to a further increase in sensitivity and specificity to 0.89 and 0.73 (in comparison with 0.89 and 0.45 for SPECT only, and 0.66 and 0.60 for planar
imaging, respectively). In the cases presented in this study, SPECT/CT images additionally demonstrated the extent of infection in the bone or bone
marrow, revealed infection in patients with a characteristic pattern indicating the presence of synovitis on planar paging, or excluded infection due to
physiological uptake in arteria poplitea, etc. Optimal accuracy was obtained through image fusion, which permitted anatomical allocation of foci of
pathological tracer accumulation as well as providing information on the extent of infection. By this way this imaging method seems suitable for
elimination of both false‐positive and false‐negative findings.
Trevail et al. [28] similarly described the added value of SPECT/CT for the diagnosis of hip PJI (235 consecutive patients). Imaging comprised Tc‐99m
bone scintigraphy, Indium‐III (In‐III) labeled white cell scintigraphy, and bone marrow scintigraphy if required. Similar to previous studies, SPECT/CT
allowed more accurate localization of abnormal uptake on bone and white cell scintigraphy. Recently, preliminary results of a study by Liberatore et al.
[29] showed potential of white blood cell scan as a guide to open biopsy in the management of hip and knee prosthesis infection.
Tam et al. [30] reviewed the use of SPECT‐CT to follow post total hip arthroplasty complications, including aseptic loosening and PJI. The CT
component of SPECT/CT may help interpretation of SPECT images. CT may reveal areas of lucency with associated periosteal reaction, which
correspond to the increased uptake on scintigraphy. CT can also demonstrate soft‐tissues changes, such as joint distension, fluid‐filled bursae or
collections in muscles.
Also, Palestre et al. [31] suggest the potential impact of SPECT/CT on information about the presence and extent of infection. In patients with
positive results, for example, the examination could provide information about the extent of infection as well as other abnormalities involving the
native bone and the prosthesis (joint aspiration and culture could be performed at the same time). In patients with negative results, the CT component
could provide information about other causes of prosthetic failure.

In comparison with leukocyte or antigranulocyte imaging, FDG‐PET may not be the preferred imaging modality because it is not more effective in
confirming periprosthetic infection [25,31]. Periprosthetic activity of FDG can be seen not only during infection but also in synovitis and aseptic
loosening [32,33] thus, the specificity of FDG‐PET/CT was very low. FDG‐labelled leucocyte PET/CT with its high specificity may be a method more
useful than labelled leucocyte scintigraphy in periprosthetic infection imaging [34,35]. However, there are some drawbacks to FDG‐labelled leukocyte
PET/CT including the relatively long time needed for labelling leucocytes, longer time between injection and imaging (three hours), and the necessity of
higher injected FDG doses (double the doses used as compared to standard oncological imaging) [35].
Despite lower specificity of FDG described in earlier studies [32,33], a recent retrospective study [36] showed added value of FDG PET/CT in
comparison to conventional tests in diagnosing hip PJI (cultures of joint fluid/periprosthetic tissues or clinical follow‐up more than six months served as
gold standard). Fukui et al. [37] used FDG‐PET in order to make more appropriate decision‐making in terms of retention of well‐fixed uncemented
femoral component in two‐stage total hip surgery that included delayed reimplantation of an acetabular component in five patients. FDG‐PET was
employed to assess whether the infection had invaded the bone around femoral component. By a mean follow‐up point of 4.2 years after the second‐
stage operation, none of the 5 patients experienced recurrence of PJI.
Taken together, we suggest concluding the strength of the recommendations for the nuclear medicine techniques in this specific clinical question
as moderate.
Future Progress
There is an emerging field of new imaging techniques (e.g., molecular imaging methods) that could visualize the extent of infection in
musculoskeletal tissues with promising accuracy. However, clinical value of these methods should be demonstrated in well‐conducted diagnostic
studies.
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