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ABSTRACT 

ABSTRACT 
Periprosthetic joint infection (PJI) is a severe complication to hip and knee 
arthroplasty surgery. In the light of its devastating implications for the affected 
patient, its great economic impact on the health care system and the increasing 
antimicrobial resistance, it is important to develop efficient diagnostic 
methods, identify optimal treatment pathways and improve the care for 
patients.  

Using a microbiological approach, Paper I aimed to identify the impact of 
biofilm production and susceptibility on clinical outcome. The result showed 
a greater risk of persisting PJI in patients infected by strong biofilm producing 
staphylococci compared to non- or weak biofilm producers, suggesting the 
implementation of biofilm diagnostics in clinical routine. Paper II aimed to 
compare two surgical techniques of DAIR (debridement, antibiotics and 
implant retention) treatment using a register-based approach. The superiority 
of modular component exchange compared to non-exchange was established 
and the exchange of modular components should be employed in cases where 
DAIR is a viable option. In terms of implant extracting treatment, Paper III 
aimed to identify re-revision rates after one- and two stage revision procedures 
using a national register. No difference in re-revision rates were observed, 
supporting the use of the one-stage procedure which is a more economic choice 
and more lenient alternative for patients. Paper IV aimed to investigate the 
experiences and emotional impact of PJI on surgeons using qualitative 
analysis. The results confirm a negative emotional impact in surgeons 
and highlight the importance of multidisciplinary work and inter-collegial 
support for optimal PJI management and for the wellbeing of surgeons. 

Keywords: arthroplasty surgery, periprosthetic joint infection, biofilm 
ISBN 978-91-7833-998-3 (PRINT)  
ISBN 978-91-7833-999-0 (PDF) 
http://hdl.handle.net/2077/63618  
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SAMMANFATTNING 

SAMMANFATTNING PÅ SVENSKA 
 
Protesinfektion är en svår komplikation efter höft- och knäproteskirurgi. För 
drabbade patienter är den förenad med stort fysiskt och psykiskt lidande men 
innebär också höga samhällskostnader i form av sjukvård, hemvård och 
arbetsfrånvaro. Under 2018 opererades cirka 19 000 höftproteser och 15 000 
knäproteser i Sverige. Protesinfektion kan vara svårt att fastställa men 
uppträder hos cirka 1% av patienter. Eftersom befolkningen blir allt äldre 
kommer efterfrågan av proteskirurgi sannolikt att öka inom nära framtid. 
Därmed förväntas också protesinfektioner bli ett större problem också med 
tanke på den ökande antibiotikaresistensen hos bakterier.  
 
Trots ett ökat forskningsintresse de senaste åren saknas det tillräckligt med 
vetenskapligt belägg för hur man på bästa sätt ska diagnostisera, behandla och 
förhindra protesinfektioner. Behandlingen innebär oftast kirurgi där man 
spolar rent och/eller ersätter de infekterade protesdelarna. Samtidigt behandlas 
patienten med antibiotika under längre tid, ibland flera månader, för att 
bekämpa infektionen. Det finns flera sätt att lägga upp behandlingen på. Ofta 
anpassas och påverkas den av flera faktorer såsom typ av infektion samt 
patientens och kirurgens preferenser. Dessvärre leder inte all behandling till att 
infektionen läker ut. Ibland får patienten genomgå ett flertal 
behandlingsomgångar med antibiotikakurer och operationer vilket leder till 
umbäranden för patienten. I vissa fall läker infektionen inte ut utan att protesen 
behöver tas bort permanent och i sällsynta fall måste benet amputeras. 
Protesinfektion är förknippat med en ökad dödlighet. 
 
Studierna i den här avhandlingen syftar till att förbättra kunskapen om olika 
aspekter av protesinfektioner genom att utvärdera sjukdomsbildande 
egenskaper hos bakterier i relation till infektionsutläkning, olika kirurgiska 
behandlingsmetoder samt att kartlägga och bättre förstå proteskirurgers 
erfarenheter och upplevelser av arbetet med protesinfektioner. 
 
För att utvärdera sjukdomsbildande egenskaper hos bakterier, har vi studerat 
bakterier som är tagna under operationer för höft- och knäprotesinfektioner 
(studie I). Dessa bakterier har sedan analyserats avseende sin förmåga att bilda 
en hinna på protesen och omkringliggande vävnad, så kallad biofilm, som 
skyddar dem från kroppens immunförsvar och gör dem svåråtkomliga för 
antibiotikabehandling. Biofilmen tros vara en anledning till att vissa bakterier 
blir svårare att bekämpa. I vår studie kunde vi se att bakterier i biofilm är 
mycket tåliga mot antibiotika och att infektioner orsakade av starka 
biofilmsproducerande bakterier har en högre risk för att inte läka utan 
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SAMMANFATTNING 

upprepade operationer. Att mäta biofilm ingår inte i rutindiagnostik men skulle 
kunna vara fördelaktigt för att på ett tidigt stadium kunna lägga upp ett bättre 
behandlingsförfarande. 
 
Det finns olika kirurgiska behandlingsmetoder för protesinfektioner. Överlag 
visar forskning att man uppnår bäst resultat med metoder där man byter ut hela 
protesen. Detta förfarande innebär dock stora påfrestningar för patienten och 
är också dyrt varför man ofta prövar alternativ behandling. En sådan möjlighet 
är en ”DAIR” operation. Det innebär att man spolar och noggrant rengör 
protesen samt omkringliggande vävnad och ofta byter ut utbytbara icke-
benförankrade delar av protesen. De flesta studier angående 
behandlingseffekten av DAIR-metoden omfattar ett begränsat antal patienter. 
Därför valde vi att studera behandlingsmetoden DAIR via ett nationellt register 
(Svenska Höftprotesregistret) där protesoperationer registreras samt 
komplettera data med hjälp av insamlat journalmaterial (studie II). Vi fann att 
DAIR, med byte av protesdelar, är en överlägsen metod och bör användas i 
möjligaste mån. 
 
När DAIR inte anses vara ett alternativ byts hela protesen ut, antingen under 
en och samma operation (en-seans-operation) eller att protesen tas bort vid ett 
tillfälle och när infektionen sedan anses utläkt sätts en ny protes in vid ett annat 
tillfälle (två-seansrevision). Traditionellt har två-seansrevision mestadels 
använts då man trott att detta gett bättre chans till utläkning. Däremot är 
perioden däremellan utan protes, påfrestande för patienten. Det är också dyrare 
med två operationstillfällen varför en-seansrevision är önskvärt. Under de 
senaste åren har forskning inte kunnat påvisa någon större skillnad i 
infektionsutläkning mellan dessa operationsmetoder. Vi jämförde dem med 
hjälp av Svenska Höftprotesregistret och fann inte någon skillnad (studie III). 
Fyndet stödjer användandet av en-seansrevision, även om mer forskning krävs 
för att bekräfta den slutsatsen. 
 
Mot bakgrund av att protesinfektioner orsakar stort lidande för patienter och 
kan vara svåra att behandla valde vi att göra en intervjustudie om 
protesoperatörens erfarenheter och känslomässiga påverkan av protesinfektion 
(studie IV). Vi fann att dessa infektioner hade en negativ känslomässig 
påverkan med stora skuldkänslor hos operatören. Operatörerna upplevde att 
det var extra viktigt med stöd från kollegor liksom samarbete, inte minst med 
infektionsläkare. Denna studie belyser medarbetarperspektivet och ger en 
bättre förståelse för operatörens komplexa situation. Den identifierar också 
förbättringsområden för att underlätta situationen för både patient och 
behandlande läkare. Vi hoppas att förståelsen för de svårigheter som 
protesinfektioner innebär skall öka, och leda till att arbetet med 
protesinfektioner förbättras.
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DEFINITIONS 

III 

DEFINITIONS IN SHORT 

Arthroplasty 

PJI 

A surgical procedure in which the articulating 
surfaces of a skeletal joint are replaced with 
anatomically restoring artificial joint implants. 

Periprosthetic joint infection. This thesis only 
focuses on PJI of the hip and knee (mainly hip) 
and does not consider any other types of 
periprosthetic joint infections. 

Reoperation A surgical procedure related to previous hip 
arthroplasty with or without exchange or removal 
of the entire implant or any of its parts. 

Revision A surgical procedure related to previous hip 
arthroplasty with the exchange or removal of the 
entire implant or any of its parts. In this thesis 
revision refers to the exchange or removal of the 
entire implant. 

in vivo

in vitro 

Implant preserving surgery 

Implant extracting surgery 

Recurrent infection 

A biological process in its natural environment. 

A biological process out of its natural context. 

Any surgical procedure in which bone-anchored 
prosthetic components have not been extracted. 

Any surgical procedure in which bone-anchored 
prosthetic components have been extracted 
and/or replaced.  

Indications of further infection such as clinical 
symptoms, continued antimicrobial treatment, 
further reoperations due to infection. In this 
thesis recurrent infection can be due to relapse or 
the establishment of a new microorganism. 
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1 PROLOGUE 
At the time of writing, I am a first-year orthopaedic resident and alongside 
trying to familiarise with surgical manuals, fracture management and trying 
to find my favourite implant, this thesis project has kept me rather occupied 
for the past few years. As a medical student I had the opportunity to work in 
the arthroplasty ward at Mölndal’s hospital which is where I had my first 
encounter with patients suffering from periprosthetic joint infections. It had 
a deep impact on me. Some of these patients were in the ward throughout 
my three-month placement, pending from hope to despair. I met one patient 
on a daily basis and witnessed the mental and physical withering of this 
person first-hand. This patient had suffered of mobility pain for several years 
and had been over the moon after undergoing arthroplasty surgery. Finally 
pain free. Only to be struck by an infection some weeks later. An 
infection that after some years of struggling with repeated surgery, 
antibiotic treatment, long periods of hospitalisations, mental distress and 
further physical disability, led to this patient’s passing. 

Originally, I had been very interested in sports medicine, having a career as 
an athlete (and as a patient!) behind me. However, my encounters at 
the arthroplasty ward changed my focus. A while later the projects of this 
thesis started taking form, much thanks to the help of Henrik Malchau, 
Johan Kärrholm, Ola Rolfson and Maziar Mohaddes who further introduced 
me to Margarita Trobos and Annette Erichsen Andersson. 

There is yet a lot to be done within this research field and my hope is that the 
results of this thesis may contribute to the improvement in care of patients, 
and raise awareness of the complexity of periprosthetic joint infections  
and the associated problems that they entail.  

Thank you to everyone who has made this thesis possible and who has 
been with me on this journey! 

DEFINITIONS 

II 

’ 

“Your life is destroyed, absolutely destroyed. 
There is nothing you can do. You lose your 

privacy. You lose your dignity. You lose your 
independence. You have no life. For someone like 
me who lived a very physically—and I’m a very 
gregarious person, I would have happily—in fact 
I would have happily ended it all. I stood at the 
top of the stairs many times and thought, “If I 
just went, could I guarantee that this would get 
me out of this?” because it was that desperate, 

and I’m a very strong person.”  

Maggie	in	Moore	et	al.1
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2 INTRODUCTION 

Treatment with orthopaedic implants such as hip and knee arthroplasties has 
improved the quality of life for patients with degenerative joint diseases. In 
Sweden, 18,629 primary total hip arthroplasties (THA) and 15,430 total knee 
arthroplasties (TKA) were performed in 2018.2, 3 Complications after 
arthroplasty surgery include aseptic loosening of the implant, periprosthetic 
fractures, dislocation and infection.2 Periprosthetic joint infection (PJI) is the 
most common cause of reoperation and typically appears within two years after 
primary surgery.2, 4 PJI is a devastating complication that induces a great level 
of patient suffering.1, 5, 6 Although relatively low, PJI is associated with 
mortality rates of 2.2-3.5%.7, 8  In addition, it leads to high healthcare and 
societal costs due to various factors such as prolonged hospital stays, further 
surgical procedures and home care.9-13  

Incidence rates of PJI after TKA and THA are elusive, but have been reported 
at around 0.89 to 2.3%.4, 10, 14-17 During the past years an increase in revision 
procedures due to infection has been observed in the Nordic countries,4, 18 and 
increased incidence of PJI has been projected in non-Nordic countries.19-21 The 
increase in revision procedures may suggest an actual increasing incidence of 
infection.22 The increasing incidence of infection may also be due to other 
factors such as enhanced diagnostic methods enabling a higher rate of accurate 
diagnoses. In contrast, there is also research suggesting a plateaue,23 and 
decline in infection incidence.16 At the same time, the numbers of THA and 
TKA are expected to increase in the coming decades due to an increasing 
elderly population rendering in greater demands for total joint arthroplasty.24,

25 Therefore, regardless of the projections for PJI incidence, the absolute 
number of PJI cases is expected to increase. In parallel with the emerging 
antimicrobial resistance (AMR) and development of difficult-to-treat 
pathogens, PJI may become a greater problem in the near future. A higher 
incidence and poor treatment outcomes along with a global increase in 
antibiotic resistance, which by 2050 is estimated to cause more annual deaths 
than cancer,26, 27 stresses the need for research efforts within infection control. 

In summary, it is of importance to recognize all the economic, societal and 
individual implications that PJI has in order to address preventative measures, 
improve treatment efficacy and care. Thankfully, PJI has gained a lot of 
attention during the past years. In Sweden, an initiative called PRISS 
(Prosthetic Joint Infections Shall Be Stopped) started in 2009 to increase 
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awareness of PJI nationwide and establish guidelines based on current 
evidence. Globally, the initiative of Professors Thomas Gehrke and Javad 
Parvizi has led to an international consensus meeting (ICM) on orthopaedic 
infections, where multiple aspects of PJI are discussed in an evidence-based 
manner using the Delphi method in an attempt to reach consensus.28 
Thankfully, the research interest for PJI has increased greatly the past years 
(Figure 1), and this thesis aims to add on to the ongoing work on some of the 
aspects of PJI of the hip and knee using variable approaches. 

Figure 1. The increase in publications on PJI from the years 1969 to 2019 in the 
PubMed database. 
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2.1 AETIOLOGY 
“Nobody	knew	where	the	infection	had	come	from...I	hadn’t	had	any	broken	skin.	I	hadn’t	

had	an	accident	of	any	form,	I	had	no	viral	problems	of	any	sort.”	

Patient	Rory	(Moore	et	al.1)	

There are several known routes of contamination for PJI. Infection sources can 
be either endogenous or exogenous. Endogenous spread of infection is when 
microorganisms present in the patient’s normal flora, e.g. on the patient’s skin, 
enter the sterile environments of the muscle tissue and joint capsule. In PJI, 
this type of spread can occur whenever there is a skin opening, such as during 
surgery or postoperatively during the healing of the wound.29 Another 
endogenous route is the haematogenous spread of infection where bacteria 
present in the blood stream spread to the prosthesis and surrounding 
tissue. Exogenous sources of infection involve external bacteria that do not 
reside in the normal flora of the patient. Exogenous bacteria can enter the 
patient’s body through particles from the air in the operating room 
(OR), contaminated surgical equipment or healthcare staff.  

Linnéa Teljas Puranen 

Figure 2. The microbial contamination route can be either endogenous such as via the 
blood stream or the patient’s normal skin flora, or exogenous such as via air particles, 
contaminated surgical equipment or healthcare personnel. 
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The aetiology of PJI is multifactorial and the possible contributing causes such 
as the pathogen’s virulence, patient-related factors, peri-operative risk factors, 
and implant-related aspects will be discussed in this chapter. However, firstly, 
a distinction between the terms related to timing of infection will be made. 
Early infection is regarded as symptom onset within three months of receiving 
an implant.30 Early infections may be caused perioperatively, either by 
endogenous, or exogenous bacteria in the OR or hospital ward. Up to 90% of 
PJI are classified as early infections making it the most common presentation.31 
Late infection is defined as symptom onset after three months of receiving an 
implant.30 The onset of late PJI may be the result of low virulent bacteria or a 
haematogenous spread.  

Both early and late infections can be either acute or chronic (Figure 3). Early 
acute or late acute symptom onset implies an acutely swollen, red and painful 
joint, sometimes together with sepsis. Patients with early chronic onset present 
with persisting wound leakage, whereas late chronic infections are associated 
with chronic pain, sometimes with a sinus tract or signs of loosening on X-
rays.30 The definitions of timing of infection vary, e.g. Zimmerli et al. suggest 
that early infection occurs within two months of surgery, delayed infection 
three to 24 months after surgery, and late after two years.32 Acute infections 
are suggested to be caused by highly virulent microbes compared to chronic 
infections which are caused by low-virulent pathogens.33  

Figure 3. Classification of infection onset as suggested by Barrett et al.30 
 

2.1.1 Bacterial pathogenicity and virulence 
 
In Europe, the two most common causative pathogens of PJI of hip and knee 
are Staphylococcus aureus (S. aureus) and coagulase-negative staphylococci 
(CoNS),15, 34-38 followed by Escherichia coli, enterococci, Cutibacterium acnes 
(C. acnes) and streptococci.39, 40 The microbial profile may differ depending 
on if the infection is early onset, late onset or haematogenous spread. 
Staphylococcus aureus is the most common pathogen in early onset,41 while 
CoNS are more common in late onset41 (with the exception of haematogenous 
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origin in which S. aureus dominates32).36 In the present thesis, the main focus 
will be on staphylococci as they are the most common cause of PJI.  

For staphylococci, the ability to colonise an implant surface and the severity 
of the infection depends on the expression of virulence factors. Staphylococci 
involved in the pathogenesis of PJI display several virulence factors such as 
production of toxins, adhesion factors and immune evasion proteins.41 The 
pathogenic factors vary by species and S. aureus is known as a highly virulent 
species associated with several pathogenic mechanisms.41, 42 One such is its 
ability to persist intracellularly in host cells.43 Staphylococcus epidermidis, a 
CoNS, is not recognized as equally virulent as S. aureus and produces less 
pathogenic toxins than S. aureus. However, S. epidermidis carries determinants 
promoting persistence such as immune evasion molecules and can transfer its 
genes to enhance the pathogenicity of S. aureus.44 Both CoNS and S. aureus 
can form biofilm which is a virulence factor considered of great importance 
within medical device-related infections, such as PJI. 

Features of the bacterial biofilm 

The mode of growth of bacteria can either be planktonic i.e. in their free-
floating single-cell form, or they can form a biofilm and grow in multi-cellular 
communities. Biomaterial-associated infections (BAI) are believed to be 
caused by bacteria growing as biofilms on implants or surrounding tissues.45 
Two-thirds of BAIs are caused by S. aureus and S. epidermidis.46  

The biofilm is a gel-like substance composed of cells and self-produced 
extracellular polymeric substances (EPS) such as proteins, polysaccharides 
and extracellular DNA.45, 47, 48 It has several properties contributing to its 
recalcitrance such as its viscoelasticity, heterogeneity (composed of clusters of 
communicating cell communities i.e. microcolonies) and increased tolerance 
to the host immune response and antimicrobials despite being susceptible as 
planktonic cells.49, 50 In addition, bacteria in biofilms have special 
characteristics making them more recalcitrant in comparison to planktonic 
infections.45, 49-51 Examples of such characteristics are: 

• Adhesion mechanisms.
• The aggregation in self-produced EPS which serves as a

protector for the bacterial cells.
• A slowed metabolic activity leading to slow-growing

bacterial colonies consisting of inactive dormant cells and
small-colony variants, which are more tolerant to
antimicrobial agents.
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• A capability of inter-cellular communication via quorum 
sensing which regulates the expression of virulence genes in 
response to fluctuations in cell-population density. 

 
Figure 4.  Scanning electron microscopy (SEM) of Staphyoloccocus epidermidis 
biofilm grown on a titanium screw. Image taken by Sara Svensson. 

 
The pathogenesis of a biofilm 
 
In an orthopaedic context, the bacterial cells adhere to orthopaedic implants 
and surrounding tissue and form biofilm.52 There is no universal biofilm 
mechanism and there are differences among the mechanisms that induce 
biofilm formation in diverse bacterial species. Simplified, in staphylococci, the 
biofilm life cycle consists of four steps: adherence, accumulation, maturation 
and dispersal (Figure 5).41, 47   
 
1. Adherence  
Physiochemical interactions (phase 1, reversible):  Bacteria first adhere to the 
material surface by hydrophobic, van der Waals and electrostatic forces.47 
These are reversible interactions.  
 
Molecular and cellular interactions (phase 2, irreversible): Then bacteria 
initiate specific adherence interactions between their adhesins (autolysins, 
Microbial Surface Components Recognizing Adhesive Matrix Molecules 
(MSCRAMMs) and the host extracellular matrix (ECM).47At first, the 
adherence of the planktonic cells is reversible, and the bacteria are yet 
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susceptible to antimicrobial agents, but at the end of this phase bacterial 
cells have attached to the surface irreversibly.50 Genes involved in the 
regulation of adhesion are suggested to be part of the accessory genome, 
thereby not a characteristic of all bacterial strains.47 

2. Accumulation
Once bacterial cells attach, they mediate intercellular adhesion via 
polysaccharide intercellular adhesin (PIA), accumulation associated proteins 
and eDNA to form a microcolony on the implant or the surround tissue and 
accumulate in layers.47 In this state, bacteria produce extracellular polymeric 
substances (EPS) and interact with newly arriving planktonic bacterial cells. 
The bacterial cells multiply and form a microcolony. A simultaneous dispersal 
of cells is suggested to occur at this stage, referred to as the “exodus”.53 The 
exodus restructures the biofilm, but its significance is yet unknown. 

3. Maturation
In the maturation phase, the microcolony thickens and forms characteristic 
mushroom or tower structures.50 The generation of adenosine triphosphate 
(ATP) through arginine catabolism is an important aspect of biofilm 
maturation. In addition, through generation of ammonia, induction of arginine 
deiminase operon may be important for pH homeostasis within certain biofilm 
niches. Antimicrobial resistance increases in mature biofilms.50  

4. Dispersal
The dispersal phase implies the detachment of bacterial cells from the mature 
biofilm. This phase is regulated by the accessory gene regulator (agr), which 
regulates the synthesis of delta toxin and phenol-soluble modulins. The latter 
cause disruption of non-covalent forces in the biofilm matrix to form channels 
for the delivery of nutrients to deeper layers of biofilm, and provide the 
disruptive forces for the detachment of clumps of biofilm. The dispersed cells 
can then colonise other sites of the surface.32, 50 

There is currently no research that establishes the exact timing of biofilm 
formation. This has been studied in vitro and in vivo in animal models with 
varying results showing biofilm formation occurs within minutes to hours.54, 55 
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Figure 5.  A schematic illustration of the biofilm cycle. Planktonic bacteria (A) adhere 
to the implant surface (B). Initially in this phase, the bacteria remain susceptible to 
antimicrobial agents, but as they adhere irreversibly their susceptibility decreases. The 
cells form EPS (yellow background) and accumulate in monolayers (C). The 
monolayers thicken and the biofilm matures (D). The mature biofilm can disperse 
bacteria (E) which in turn can colonise other sites of the surface. 
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antimicrobial penetration and activity.50 The host immune system produces 
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neutrophils (PMNs).32 Furthermore, the complement system is activated 
through different pathways.32 The chronic inflammatory response activated by 
biofilm presence leads to an increased rate of mutations in biofilm embedded 
bacteria.32 These mutations may further induce antimicrobial resistance 
(AMR).50 Bacteria induce local bone destruction (osteolysis) which aids the 
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spread and persistence of infection and is responsible for the septic loosening 
of an implant.47 

Bacteria in biofilms are less susceptible, by up to 51,200 
times, to antimicrobials than when in their planktonic state.56-58 In 
biofilms, bacteria have the ability to communicate with each other 
through quorum sensing enabling them to regulate their pathogenic 
factors and increase their AMR.32 The availability of nutrients and 
oxygen varies throughout the layers of the biofilm. The bacteria cells 
closest to the surface layer of the biofilm have greater access to 
nutrients and oxygen which is why they are metabolically active.59 In 
contrast, the bacterial cells in the deeper layers of the biofilm are the least 
active, so called persistent or dormant cells (Figure 6). The difference in the 
metabolic activity of the cells in the different layers of the biofilm is a 
contributor to AMR and important to consider in antimicrobial treatment. Also, 
the persistent or dormant cells are suggested to play an important role in 
the recalcitrance of biofilms in arthroplasty surgery.60 Furthermore, 
polymicrobial biofilms need to be considered as a threat to the 
success of antimicrobial therapy as several species may need targeting.49 

Linnéa Teljas Puranen 

Figure 6. In the biofilm, the metabolism of the layers differs. The superficial layer of 
bacterial cells is more metabolically active (orange bacteria) whereas the inner 
layers harbor fewer active cells, i.e. dormant or persistent bacteria (purple bacteria). 

2.1.2 Patient-related risk factors 

Several patient-related risk factors for PJI have been identified,28 and these 
should be considered prior to primary arthroplasty surgery. In accordance with 
the ICM documents, patient risk factors can be categorised as modifiable and 
non-modifiable (Table 1).28 Despite lacking evidence, modifiable risk factors 
should be optimised prior to surgery as a means to try and prevent PJI.61  
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Table 1. Modifiable and non-modifiable patient-related risk factors suggested by the ICM 
workgroup.28 

Modifiable risk factors Non-modifiable risk factors 

Active infection 
Alcoholism 
Cardiovascular disease 
Congestive heart failure 
Cardiac arrhythmia 
Chronic kidney disease 
Chronic obstructive pulmonary 
disorder 
Coagulation disorders 
Depression 
Diabetes  
Drug abuse 
Frailty 
HIV/AIDS 
Immunosuppression 
Intra-articular steroids 
Viscosupplementation 
Malnutrition 
MRSA/MSSA colonization 
Obesity 
Peripheral vascular disease 
Psychosis 
Rheumatoid arthritis 
Smoking 
Hepatitis C 

Age 
ASA > 2 
Bariatric surgery 
Chronic anticoagulation 
Gender 
Hemiplegia/paraplegia 
Hepatitis B 
Osteonecrosis 
Previous joint surgery 
Previous joint infection 
Previous infection 
Transplant 

In this thesis, the following patient risk factors have been obtained and 
evaluated: ASA-class (American Society of Anaesthesiologists 
Physical Status), age, body mass index (BMI), diabetes, sex, primary 
diagnosis for arthroplasty surgery and previous surgery.  

ASA-class 
The ASA-class is used by anaesthesiologists in clinical practice to determine 
which physical status the patient has pre-operatively (Table 2). This score can 
be used to evaluate the patient’s comorbidities. Several studies have 
unanimously reported on high ASA-class (defined as >2) as a risk factor for 
postoperative complications, including PJI.62-66  
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Table 2. The American Society of Anaesthesiologists Physical Status classification (ASA-class) 
and definitions. 
 

ASA- class Definition 

I Healthy 

II Mild systemic disease 

III Severe systemic disease 

IV Incapacitating disease 

V Moribund patient 

 
Age 
Age can be assumed a risk factor of PJI as the predisposition for infection 
increases with age due to various physiological changes i.e. a less active 
immune system and altered vascular conditions. However, for PJI, age is an 
ambiguous risk factor both associated,67 and not associated with it.18, 61, 68, 69  
 
BMI 
Patients with high BMI have a higher risk of PJI.61, 66, 68 There is no cut-off 
value for increasing BMI regarding increased risk of PJI.70 However, pooled 
data shows an increase in the relative risk of PJI with increasing BMI.61 
Patients with BMI > 40 kg/m2 have a higher risk,61 up to a threefold risk 
increase,71 of PJI and this is currently the cut-off value at which postponing 
surgery is recommended.28 Alongside associated comorbidities, obesity can 
impose a surgical difficulty expanding tissue exposure and the greater layer of 
low-vascular subcutaneous fatty tissue may impair wound healing.72 Further, 
obesity may increase surgical time which in turn may contribute to PJI. 
 
Research in underweight patients (<18.5 kg/ m2) and its effect on the risk of 
PJI is limited and controversial. Underweight compared to normal weight, has 
been reported as an independent risk factor for postoperative complications, 
whereof PJI was dominant.73 In contrast, underweight has not been associated 
with a greater risk for PJI.70  However, underweight and overweight could be 
confounders for malnutrition which in turn may increase the risk of PJI.74-76 To 
date, planned pre-operative weight loss, bariatric surgery, or weight gain have 
not been shown to affect the risk reduction of PJI.77, 78  
 
Diabetes 
Diabetes is a risk factor for PJI.61, 68, 79 In a study comparing patients with 
uncontrolled and controlled diabetes, patients with uncontrolled diabetes had 
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two times the risk of surgical site infection after arthroplasty surgery,80 
supporting the recommendations to optimize glycaemic control prior to 
surgery. Furthermore, it is important to maintain normoglycemic levels in both 
diabetic and non-diabetic patients during the peri-operative period to decrease 
the risk of infection. Patients undergoing orthopaedic surgery may develop a 
stress-induced hyperglycaemia which in turn has been associated to surgical 
site infection in orthopaedic surgery.81 

Sex 
Sex is an inconsistent risk factor of PJI. Female sex has been associated to a 
higher risk for surgical site infection subsequent THA,67 whereas several 
studies indicate male sex as a risk factor for revision due to PJI.18, 61, 66, 68, 69  

Primary diagnosis 
Patients with rheumatoid arthritis have a higher risk of PJI.69, 79, 82 However, 
due to new treatment possibilities for RA patients, treatment with arthroplasty 
surgery has become less common. Trauma as cause of a THA or TKA has also 
been associated with a greater risk for postoperative infection.67 Patients who 
receive a prosthesis due to a tumour have a greater risk of PJI, especially if 
they undergo chemotherapy.83  

Previous surgery 
Previous arthroplasty surgery in the affected joint increases the risk of PJI.61 
Patients who undergo revision arthroplasty have a higher rate of PJI, which 
may be due to compromised soft tissue and the risk of bacterial dissemination 
during revision surgery.29 Furthermore, patients who have had PJI and then 
receive a primary TKA in another joint have a greater risk of PJI.84 Although 
knowledge is scarce, patients who have undergone previous arthroscopy 
surgery have been reported being at greater risk of PJI.85 

2.1.3 Perioperative risk factors and preventive measures 

Although it is largely unknown how PJI arises, 80% are suggested to originate 
from the perioperative period and 20% from non-surgical factors.86 
Furthermore, surveillance of infection has proved successful in reducing the 
incidence of healthcare associated infections.87 This measure has not been 
studied in PJI, but may further strengthen the nosocomial origin of infections. 

Skin flora, constituting a bacterial reservoir, may contaminate the operating 
area and cause infection as the skin barrier is broken. Preoperative use of 
antiseptic applications, such as chlorhexidine, reduce the bacterial load on the 
patient’s skin, but need further evaluation due to small study sizes.28, 88-91  The 
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use of alcohol-based antiseptic applications is also recommended for 
perioperative surgical site preparation, but need further evaluation.28, 92 Plastic 
adhesive draping of the surgical site was introduced as an anti-infective 
measure, and although further evidence for its use in arthroplasty surgery is 
warranted, it has not been proven efficient in reducing contamination during 
other surgical procedures.93, 94  

A lot of focus is concentrated on the OR environment in regard of microbial 
contamination, often measured as viable colony-forming units (CFU) per m3. 
In the European Union, the World Health Organization state that the OR air 
should not exceed 10 CFU/m3 during orthopaedic surgery.95 However, little is 
known on how the number of CFU/m3 correlates to clinical outcome and it is 
not continuously registered or measured in a standardized way. 

The air cleanliness of an OR is a debated subject in terms of contamination and 
ultraclean ventilation systems are widely used in arthroplasty surgery.95 
Ultraclean ventilation implies the use of laminar airflow (LAF) and high-
efficiency particulate filters. LAF has been reported efficient in providing 
clean air in the OR and in reducing the number of CFU by 89% compared to 
air displacement systems.96 Previously, no benefit was established using  ORs 
with LAF to reduce PJI,18, 97 however, in 2020, Langvatn et al. proved a 
significant risk reduction of PJI when using LAF.98  

Many factors contribute to air cleanliness and these can be difficult to control 
in studies on airflow. There are no standard protocols for air measurement. 
Furthermore, the OR staff may constitute a source of contamination, despite 
hand wash, sterile clothing and the use of surgical masks. One study reported 
on the contamination of the OR and found that the same bacteria were present 
in the nasopharynx of OR staff.99 Observational data on contamination in the 
OR showed several actions and behavioral patterns of the OR staff increasing 
the risk for cross-contamination.100 These observations did not include the 
surgeon’s behavior but the activities of other members of the OR staff such as 
when inserting an intravenous catheter or during respiratory intubation. Other 
factors contributing to air contamination in the OR may be the number of 
people present and the number of door openings.101 

Furthermore, surgeons believe that surgery duration is a risk factor of 
PJI102, and long duration of surgery,67 of more than 100 minutes,18, 103, 104 has 
been associated with an increased risk for PJI. The risk of PJI is suggested to 
increase by 9% for every 15 minutes of surgery.65 However, surgeon work 
experience does not seem to affect the risk for PJI in studies on TKA.65, 66  
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2.1.4 Implant related factors and implant surfaces 

Race for the surface 

Host cells and bacterial cells can both compete for the colonization of the 
surface of a newly implanted prosthesis. This was defined as “race-for-the-
surface" by Gristina in 1987 describing the first steps of a pathogenic process 
involving bacteria and host cells and their ability to adhere to, and compete 
for the colonisation of, an exogenous surface.105 If the race is won by tissue 
cells then the implant surface is less susceptible to biofilm formation. 
However, if the implant surface is colonized by bacteria, tissue cell functions 
are hindered by bacterial virulence factors.  

As described in the previous section, microorganisms are frequently 
introduced on an implant surface during surgery, getting a head start on the 
race for the surface, before tissue integration is established.105 Further, the 
presence of a foreign material, such as a prosthesis, reduces the pathogen’s 
inoculum size needed for infection establishment. In an animal model, with 
and without implant, contamination of 50 bacteria resulted in infection 
compared to 10 000 bacteria, respectively.106  

After the implantation of a prosthesis, there is an accumulation of granulocytes 
around the prosthesis. It is suggested that the granulocytes become impaired 
and that this may contribute to the possibility for local bacterial spread on the 
implant.107 As previously indicated, bacteria are attracted to the material 
surface by hydrophobic, van der Waals and electrostatic forces and can 
thereafter colonise the implant.47, 105 The physiochemical properties of an 
implant surface is an important factor in the pathogenesis of medical device-
related infection. In vitro and in vivo studies have reported on differences in 
bacterial adhesion and biofilm formation depending on the physiochemical 
properties of the biomaterial surface.108, 109  

Anti-infective surfaces 

Creating antimicrobial surfaces is an important part of infection prevention. 
However, the optimal anti-infective implant surface needs to meet several 
requirements: good biocompatibility, mechanical properties withstanding 
stress intra- and postoperatively with an established and durable anti-infective 
effect.110 Preventing bacterial adhesion using hydrophilic polymer coatings is 
one such strategy, however, such materials may compromise the non-
adherence of host cells which may be problematic for osseointegration.109, 111  
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Metallic coatings of implants have been tested, and a combination of gold, 
silver and palladium has been reported to promote osseointegration and reduce 
bacterial adhesion.112 Another coating strategy is attracting host cells for tissue 
integration prior to bacterial adhesion. This strategy is based on “the race for 
the surface” and in orthopaedics it involves coating implants with 
hydroxyapatite. Further strategies could be the use of resorbable hydrogel 
coatings of the implant loaded with antimicrobial agents,113 or the addition of 
vitamin E in resorbable coating materials as a measure to reduce bacterial 
adhesion whilst avoiding toxicity of chemical compounds.114 Another method 
of antimicrobial delivery may be its incorporation in polyethylene.115  
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Figure 7. The properties of an optimal prosthesis surface are biocompatibility (A), 
contact killing properties (B), anti-adhesive properties (C), wear resistance (D), 
ability to stimulate osseointegration (E) and bactericidal properties (F). Adapted 
from Gallo et al.110    

 
Along with the chemical properties of an implant, surface topography has also 
been pointed out as a risk factor for infection.109 Implants with rough surfaces 
enable the bacterial adhesion and biofilm formation to a greater extent.116 
Further, the use of antibiotic-impregnated cement for fixation of an implant 
may also be an anti-infective strategy.28, 117, 118 Dale et al. found that 
uncemented THA or THA fixated with plain cement had a higher risk for 
revision due to PJI than THAs fixated with antibiotic-impregnated cement.18 
The use of a spacer (a temporary implant) is another method for local 
antimicrobial delivery during treatment of PJI (Figure 8). Spacers can be 
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handmade, prefabricated or custom molded. For patients who undergo two-
stage revision (page 24), the use of spacers is debated, but may improve 
mobility,119 alongside having an anti-infective purpose if loaded with 
antimicrobial agents. However, spacers can cause pain,119 and lead to 
complications such as dislocation and fractures.120 
 

Figure 8. A hip cement spacer mold. Image kindly provided by Lars Ek at Zimmer 
Biomet. 
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2.2 DETECTION AND DIAGNOSIS 

“You wouldn’t have thought you would have got an infection after five years [...] 
Out of the blue, that’s what I can’t understand.”	

Patient	Jim	(Moore	et	al.	1) 

Linnéa Teljas Puranen 

Figure 9. Common symptoms of PJI are persistent wound leakage (patient to the left), 
pain (patient in the middle), erythema and fever (patient to the right). 

The most common symptoms of PJI are pain, persistent wound leakage, 
erythema and fever (Figure 9).5, 31 Although these symptoms are associated 
with PJI it can be difficult to detect and diagnose PJI, impeding the 
confirmation of diagnosis. PJI does not always present in a typical way. Pain, 
without any further objective signs of PJI, is sometimes the only symptom a 
patient presents with. In late chronic PJI, secondary radiographical signs of 
bone remodeling may appear, or the development of a sinus tract.  
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Figure 10. Patients with PJI may present with typical symptoms such as local 
erythema, wound leakage and purulence (as shown in the photo) or diffuse symptoms 
such as pain with no objective signs of infection. An atypical presentation can imply 
difficulties in detection and diagnosis.  Photo used with the permission of Ola Rolfson. 

 
Thus, due to atypical symptoms PJI should be ruled out in cases of dislocation 
and aseptic loosening. In studies investigating the final diagnosis of patients 
initially diagnosed with aseptic loosening, 8-12% turned out to have PJI.121, 122 
 
Yet another difficulty may be the absence of objective signs such as elevated 
inflammatory markers. It is recommended that C-reactive protein (CRP) and 
erythrocyte sedimentation rate (ESR) should be measured in patients with 
suspected PJI.123 However, these inflammatory markers are not specific and 
may even not be elevated in cases of low virulent PJI. 

2.2.1 Diagnostic criteria 
 
Several attempts have been made to define the diagnostic criteria of PJI. The 
most recent was developed by Parvizi et al. and is referred to as the 2018 
Musculoskeletal Infection Society (MSIS) criteria and has a sensitivity of 
97.7% and specificity of 99.5% (Table 3).124 However, this algorithm is not 
fully adopted by the orthopaedic community,28 but is widely used in research.  
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Table 3. Diagnostic criteria as proposed by Parvizi et al.124 

Note: *If the minor criteria are inconclusive, intraoperative criteria can be used.  
**If the intraoperative criteria are inconclusive, the authors suggest the consideration of molecular 
diagnostics. 
CRP=C-reactive protein, D-dimer=fibrin degradation product, ESR=erythrocyte sedimentation rate, 
WBC=white blood cell count, LE=leukocyte esterase, PMN=polymorphonuclear leukocytes 

In a clinical setting, the number of positive culture samples for one species can 
be interpreted differently depending on the type of species present. In cases 
where there is growth of a possible contaminant species such as C. acnes or 
CoNS, more than one positive culture with the same organism is needed. In 
cases where a highly virulent bacteria such as S. aureus is retrieved, one 
positive sample may be enough to confirm PJI.123 Furthermore, PJI can be 
diagnosed if a single positive culture from tissue samples shows identical 
bacterial species growth to that of a pre-operative joint aspiration.123 

2.2.2 Verifying the diagnosis 

Verifying the diagnosis may be difficult as certain circumstances may obstruct 
the ability for representative sampling. Some patients receive pre-operative 
systemic, or local, antimicrobial treatment which may lead to false-
negative results. It is therefore recommended, if possible, that patients stay 
off systemic antimicrobial treatment at least two weeks prior to pre-
operative or intra-operative testing, if possible.125  
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Pre-operative testing 
 
An arthrocentesis is recommended in patients prior to surgery if symptoms 
allow for it.123, 126 Joint aspirations should be analysed for a total cell count, 
white blood cell (WBC) count, and both aerobic and anaerobic bacterial 
culturing.123 Aspirations of synovial fluid may be inconclusive as bacterial 
aggregates may not be captured in samples.127  
 
Intra-operative tissue sampling 
 
Intra-operative tissue sampling is regarded the “gold standard” for PJI 
verification.128 In Sweden, intraoperative histopathological examination with 
direct microscopy is not conducted. All tissue samples are sent to a clinical 
laboratory for further analyses. Five intra-operative tissue samples are 
recommended to optimize the chance for diagnosis,123, 129 however, there is 
evidence suggesting that four samples may be sufficient.37  
 
The type of tissue sample may affect the rate of positive cultures. Sampling of 
joint fluid and surrounding tissue in contact with prosthetic material are the 
best providing 90% true culture positivity.37 Further, large samples up to 1 cm3 
are recommended.126 Using a mix of culture media (Schaedler broth, chocolate 
agar, and a blood culture bottle) can reduce the number of culture media needed 
whilst upholding diagnostic efficacy.37  
 
Time to culture positivity is dependent on culture media, type of bacteria and 
bacteria susceptibility.37, 129 Kheir et al. reported that a majority of bacterial 
strains (98%) are culture positive within eight days,129 but others, such as C. 
acnes, take up to 14 days to grow.129, 130 However, for aerobic bacteria, time to 
growth can be reduced to 24h depending on culture media.37 Resistant bacterial 
strains, bacteria isolated in acute infections, and bacteria with high virulence 
are associated with a higher frequency of culture-positive results.128, 129 
  
Sonication is suggested as a mean to increase the sensitivity for diagnosis as 
the use of an ultrasound apparatus dislodges bacterial cells from their 
biofilm.126, 131 Sonication has been reported to have a higher sensitivity and 
specificity than standard tissue culture.121, 131 However, the largest existing 
study reports on higher sensitivity when using standard tissue culturing 
compared to sonication.128 Culture positivity is lower in patients with pre-
operative antimicrobial treatment compared to without.132 Further, it is 
important to have a routine for how culture samples are handled and 
transported. Prolonged transportation time may affect culture results.125 
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Radiological and nuclear medical verification 

The use of radiological methods may aid in the diagnosis of PJI. Plain 
radiographs can reveal gas formation, immature periostitis and signs of 
prosthetic loosening.125 Furthermore, computed tomography (CT) scanning 
may also be useful as signs of joint distension and fluid collection in soft tissue 
can be evaluated with this technique. Ultrasound imaging can detect fluid 
around the prosthesis, and although not specific for PJI these findings can 
contribute to strengthening the suspicion of infection.125 Other radiological and 
nuclear medical methods with diagnostic value in PJI include different types 
of scintigraphy, magnetic resonance imaging (MRI), positron emission 
tomography with the use of a glucose analogue (FDG-PET) and hybrid single-
photon emission computed tomography (SPECT)/CT. 

2.2.3 Microbiological methods to facilitate treatment choice 

Minimum inhibitory concentration 

The minimum inhibitory concentration (MIC) is the lowest concentration of an 
antimicrobial agent at which visible growth of planktonic bacteria in vitro is 
inhibited. In clinical practice MIC is used as the standard microbiological 
guidance for antimicrobial treatment. Susceptibility is determined using pre-
defined clinical breakpoints for the microbe and antimicrobial agent.  The 
European Committee on Antimicrobial Susceptibility Testing 
(EAUCAST) is an organisation that defines clinical breakpoints.133 In this 
thesis, susceptibility categories are used in accordance with the EUCAST 
clinical breakpoints for staphylococci (Appendix, Supplementary Table 1).133  

As MIC is defined for planktonic bacteria it may be insufficient as a 
treatment guide for bacteria in biofilm-associated infections. Bacteria in 
biofilm are often reported to be less susceptible to antimicrobial agents, 
sometimes requiring antimicrobial concentrations up to 51,200 times higher 
than the MIC.56, 57, 134 

Minimum biofilm eradication concentration 

The minimum biofilm eradication concentration (MBEC) is the lowest 
concentration of an antimicrobial agent needed to eradicate a biofilm in vitro. 
Currently there are no methods used for determining biofilm production and 
biofilm susceptibility in clinical practice. There are suggestions on the use of 
clinical markers for biofilm production such as the quantification of eDNA 
(extracellular DNA) produced by S. epidermidis,135 and the use of MBEC. 
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MBEC can be determined in vitro using a Calgary Biofilm Device (CBD). This 
method is mainly used in research and is described in Paper I.   

Recently, Zaborowska et al. investigated the biofilm production and MBEC in 
bacteria isolated from infected percutaneous orthopaedic implants.58 Although 
not of statistical significance due to the sample size of the study, they observed 
that bacteria with higher biofilm production were more common in patients 
with worse clinical outcome. In their study, seven of eleven patients 
experienced treatment failure. Of the seven, six displayed high MBECs for the 
administered antimicrobial treatment. 

Using a biomarker such as MBEC to identify biofilm production and 
susceptibility may facilitate the choice of treatment. Guiding antimicrobial 
treatment using MBEC may be difficult as it may imply toxic effects. 
However, MBEC could guide antimicrobial treatment by empirically giving a 
notion on whether the bacteria may be difficult to treat. In such cases, surgical 
treatment may be directed differently to be more radical. So far, little is known 
about any correlation between biofilm production and the clinical outcome in 
PJI and if MBEC is correlated to biofilm production. 
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2.3 TREATMENT 
 
PJI is often treated with a combination of surgery and antimicrobial therapy. 
The surgical treatment aims at removing infected tissue to achieve vital 
vascular tissue and mechanically disrupting biofilm. There are different types 
of surgical methods and the most common will be described in the next section.  

2.3.1 Surgical methods 
 
In this section the most common surgical methods and current 
recommendations will be described. Surgical treatment aims at eradicating the 
infection by either preserving or extracting the infected implant (entire 
prosthesis or modular components). This section focuses on the hip as the 
papers of this thesis mainly involve THA. However, the principles are the same 
for infected TKA. 
 
A total hip prosthesis generally consists of bone-anchored components (the 
femoral stem and the acetabular cup) and of modular components (femoral 
head and acetabular polyethylene or ceramic liner) (Figure 11). The acetabular 
liner is not always modular, as is the case for most cemented cups. In this 
thesis, hip implant preserving surgery is defined as any procedure in which the 
femoral stem and acetabular cup have not been replaced. Implant extracting 
procedures are all types of procedures where the bone-anchored components 
i.e. the acetabular cup and/or femoral stem are exchanged or extracted.  
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Figure 11. The components of a hip implant. A total hip prosthesis consists of the 
femoral stem (A), femoral head (B), liner (C) and acetabular cup (D).  
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Implant preserving surgery  
 
Implant preserving surgery can be conducted as a DAIR procedure 
(Debridement, Antibiotics and Implant Retention). A DAIR procedure can be 
performed in two different ways, either with or without an exchange of 
modular components (Figure 12A and B, respectively).  
 
Although there are no clear indications for DAIR, it is mainly recommended 
for early acute infections,123 and for acute hematogenous infections.136 Since a 
successful DAIR is advantageous from a patient and cost perspective,10, 40 it is 
desirable to identify which patients benefit from it, and how it should be 
performed. Reports on the success rates of DAIR vary from 27%-87%.10, 15, 34, 

40, 137-141 However, it should be noted that many studies are of a small sample 
size.142 Also, the vast range in success rates can be explained by a heterogeneity 
in study designs and outcome definitions (Table 4). 
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Figure 12. DAIR with debridement and irrigation but no exchange of modular 
components (A) and DAIR with debridement, irrigation and the exchange of modular 
components, in this case an exchange of the femoral head (B). 
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Table 4. The differences in definitions and success rates in recent studies on the 
DAIR procedure. 

Study Success 
rate 

Population Follow-
up 

Time from 
index surgery 

Definition of 
success 

Kamp et al. 
201915 

87% 236 
(THA, TKA) 

1 yr <90 days Infection free 

Jacobs et al. 
201934* 

85% 91 
(THA, TKA) 

1 yr <90 days Infection free 

Löwik et al. 
2019138** 

62% 769 
(THA, TKA) 

1 yr <12 weeks No further 
surgery 

Grammatapoulus 
et al. 201740 

67% 
(single 
DAIR) 
85% 

(multiple 
DAIR) 

122 
(THA) 

M 7 yrs <13 weeks Separate 
definitions for 
single and 
multiple 
DAIR 

Uriarte et al. 
2019141 

27% 26 
(THA) 

>1 yr <3 months No further 
surgery or AB 

yr= year, AB=antibacterial treatment, THA=total hip arthroplasty, TKA=total knee arthroplasty, M=mean 
*=Patients with negative culture growth were included, multiple DAIR allowed.
**=Revision THA included in study cohort. 

Many factors may need consideration when choosing DAIR.137 Timing is one 
such factor. DAIR is recommended within four weeks from previous 
surgery.123 However, there is reason to believe that it may be beneficial in 
patients with longer time to symptom onset, up to 90 days,40, 138 and that timing 
may not correlate with failure.34 DAIR has also proved most successful when 
conducted as soon as symptoms arise, and some studies recommend its use 
within 7 days of symptom onset.39, 136, 137 Thresholds are yet to be determined 
for optimal timing of DAIR in relation to symptoms. 

Knowing the causative microorganism has been argued as desirable when 
proceeding with a DAIR.28 Jacobs et al. found a higher failure rate when the 
infection was caused by Enterococcus faecalis.34 Staphylococcus aureus has 
also been associated with higher failure,8 and streptococcal infection has been 
associated with both better and worse outcomes when using DAIR.40, 140 
However, to date, there is not enough evidence to support a delay of DAIR 
until culture growth is known.136  

The exchange of modular components is associated with greater success than  
a non-exchange.8, 40, 136, 137, 140 However, this evidence is based on smaller study 
samples. In a meta-analysis of 1296 PJI patients exchanging components in 
THA had a mean success rate of 74% compared to no exchange at 61%.137 
Previous surgery such as multiple DAIRs, is associated with a higher failure 

2 INTRODUCTION 

 27 

rate.34 The experience of the surgeon conducting DAIR may also affect results, 
with an experienced hip surgeon having a better success rate.141 

Implant extracting surgery 

Implant revision surgery is most often conducted in chronic infections and in 
patients where DAIR has been unsuccessful. In patients with late acute 
infections (>3 months after previous surgery) , implant revision has a higher 
success rate (75%) compared to DAIR with exchange (64%) and DAIR with 
non-exchange (48%).8  

The most common types of implant extracting procedures are the one- and two-
stage revision procedures. Both methods imply the extraction and re-
implantation of an implant. However, the timing of re-implantation is what 
differs between the methods. In the one-stage procedure, the infected implant 
is extracted and a new one is implanted during the same procedure (Figure 
13A) . The patient is thereafter subjected to antimicrobial therapy. For the two-
stage procedure, the implant is extracted and then re-implanted once the patient 
is considered infection free (Figure 13B) . During the interim period of the two-
stage procedure, the patient receives antimicrobial treatment. Antimicrobial 
treatment is ceased at least two weeks prior to re-implantation to increase 
chances of representative culture results at stage two.32  

The interim period without a prosthesis can last for several months. During this 
period, the patient is left without a functioning hip joint (a so-called 
Girdlestone situation, Figure 14)  or is given a temporary articulating joint i.e. 
a spacer, most often combined with antibiotic-loaded cement. The interim 
period is associated with a lot of emotional and physical distress for the 
affected patient.1  



2 INTRODUCTION 

 26 

Table 4. The differences in definitions and success rates in recent studies on the 
DAIR procedure. 

Study Success 
rate 

Population Follow-
up 

Time from 
index surgery 

Definition of 
success 
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(THA, TKA) 
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201934* 

85% 91 
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(THA, TKA) 
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surgery 
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et al. 201740 

67% 
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DAIR) 
85% 

(multiple 
DAIR) 

122 
(THA) 

M 7 yrs <13 weeks Separate 
definitions for 
single and 
multiple 
DAIR 

Uriarte et al. 
2019141 
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(THA) 

>1 yr <3 months No further 
surgery or AB 

yr= year, AB=antibacterial treatment, THA=total hip arthroplasty, TKA=total knee arthroplasty, M=mean 
*=Patients with negative culture growth were included, multiple DAIR allowed.
**=Revision THA included in study cohort. 
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Figure 13. A schematic illustration of the one-stage method where the infected implant 
is exchanged within the same procedure and the patient thereafter continues with 
systemic antimicrobial treatment (A), and the two-stage method where the patient is 
left without implant after the infected implant has been extracted (B). The patient in 
14B has received a temporary joint (spacer) during the interim period without a 
prosthesis. During this period the patient also receives systemic antimicrobial 
treatment. 
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One- or two-stage treatment? 

“It’s taken a lot of mobility away so that actually takes away entertainment, interests [...] It’s 
just the pure reduction in mobility that is the nuisance. It’s taken away the bowls, it’s taken 

away the walking”. 

Patient,	Roger	in	Moore	et	al.1 
 
Overall, success rates of the one- and two-stage revision procedures lie 
between 70%-94%.143-146 The two-stage method has traditionally been 
considered the gold standard due to better infection resolution. However, 
recent data has not been able to show a difference in infection resolution 
between the two methods.147-149 Furthermore, the one-stage method has 
recently gained more attention due to its assumed patient and cost benefits, 
being just one procedure instead of two. Great distress has been described in 
patients undergoing the two-stage procedure, with one study participant 
reporting thoughts of suicide during the interim period.1 Further, surgeons find 
evidence for decision-making is lacking,150 and there is an ongoing debate on 
how to best utilize the methods. The first randomized study to evaluate them 
is currently being conducted and results are expected in 2020.151 
  
Given the recent findings in favour for the one-stage procedure, UK surgeons 
report on being more open-minded to the one-stage.150 However, the two-stage 
method is still used in the majority of cases. According to current 
recommendations the one-stage can be considered in patients with good tissue 
conditions and in whom the causative agent is known and has good 
susceptibility to antimicrobial agents.123, 152  

Salvage procedures 
 
In some infected patients, salvage procedures may be the most viable option. 
Usually, the patient undergoes Girdlestone resection arthroplasty in which the 
components of the prosthesis are removed (Figure 14). Patients may, or may 
not, undergo a re-implantation of a new implant later on when the infection has 
healed. A permanent Girdlestone hip, arthrodesis of the knee, or in the worst-
case amputation and even exarticulation may occasionally become an 
alternative in desolate cases with long standing infection. These alternatives 
should only be considered when prior surgical treatment has failed. 
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Figure 14. An X-ray image of a Girdlestone hip (to the right in the image). The hip 
prosthesis has been excised leaving the patient without a functioning hip joint.  

 
Algorithms for surgical treatment 
 
The CRIME80-score and KLIC-score are suggested algorithms that may pre-
operatively aid in the choice of surgical treatment as they can be used to predict 
failure rates of DAIR (Figure 15, Figure 16).38, 136, 153 The algorithms consider 
patient related factors and may be of use in early PJI or PJI of haematogenous 
origin when the causative bacterium is unknown.136  
 
The KLIC-score considers kidney disease, liver disease, index surgery (due to 
femoral neck fracture or revision), fixation of implant and the systemic 
inflammation measured using C-reactive protein (CRP) (Figure 15). A KLIC-
score of two or less has been associated with a failure rate of 4.5%38 to 27.9%154 
after DAIR. The KLIC-score may be a good predictor of failure of DAIR,38, 154 
and is suggested to add value for patients with KLIC-score < 3.5 or >6,154 but 
needs to be further evaluated.  
 
The CRIME-80 score considers chronic pulmonary disease (COPD), CRP-
levels, rheumatoid arthritis, index surgery, sex, exchange of modular 
components during DAIR and age (Figure 16). A CRIME80-score ≥ 3 seems 
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to favour the choice of revision surgery, as DAIR has a success rate of 32% 
compared to 83% after revision surgery.8  

The choice of treatment may become more difficult if the first intervention 
fails. Several factors, such as patient comorbidities, type of bacteria, 
complexity and consequences of implant removal and not least the personal 
opinion of the patient have to be considered.  

Figure 15. The KLIC-score model as suggested by and adapted from Tornero et al.38 

Figure 16.  The CRIME-80-score as suggested by and adapted from Wouthuyzen-
Bakker et al.153 

2.3.2 Antimicrobial treatment 

Antimicrobial therapy alone is not sufficient for the treatment of PJI.60 As 
treatment consists of a combination of antimicrobial agents and surgery, it is 
necessary that the antimicrobial therapy is adequately tailored to optimize the 

K Chronic renal failure (kidney) 2 

L Liver cirrhosis 1.5 

I Index surgery due to fracture or revision 1.5 

C Cemented implant 
CRP > 115 mg/L 

2 
2.5 

C Chronic obstructive pulmonary disease 
CRP > 150 mg/L 

2 
1 

R Rheumatoid arthritis 3 

I Index surgery due to fracture 3 

M Male 1 

E Exchange of modular components -1

80 Over 80 years of age 2 

Score Failure rate (%) 

£ 2 
2-3.5
4-5
5.5-7 
³ 7 

4.5 
19 
55 
71 
100 

Score Failure rate (%) 

-1
0 
1-2
3-4
³ 5 

22 
28 
40 
64 
79 



   2 INTRODUCTION 

 30 

 

Figure 14. An X-ray image of a Girdlestone hip (to the right in the image). The hip 
prosthesis has been excised leaving the patient without a functioning hip joint.  

 
Algorithms for surgical treatment 
 
The CRIME80-score and KLIC-score are suggested algorithms that may pre-
operatively aid in the choice of surgical treatment as they can be used to predict 
failure rates of DAIR (Figure 15, Figure 16).38, 136, 153 The algorithms consider 
patient related factors and may be of use in early PJI or PJI of haematogenous 
origin when the causative bacterium is unknown.136  
 
The KLIC-score considers kidney disease, liver disease, index surgery (due to 
femoral neck fracture or revision), fixation of implant and the systemic 
inflammation measured using C-reactive protein (CRP) (Figure 15). A KLIC-
score of two or less has been associated with a failure rate of 4.5%38 to 27.9%154 
after DAIR. The KLIC-score may be a good predictor of failure of DAIR,38, 154 
and is suggested to add value for patients with KLIC-score < 3.5 or >6,154 but 
needs to be further evaluated.  
 
The CRIME-80 score considers chronic pulmonary disease (COPD), CRP-
levels, rheumatoid arthritis, index surgery, sex, exchange of modular 
components during DAIR and age (Figure 16). A CRIME80-score ≥ 3 seems 

2 INTRODUCTION 

 31 

to favour the choice of revision surgery, as DAIR has a success rate of 32% 
compared to 83% after revision surgery.8  

The choice of treatment may become more difficult if the first intervention 
fails. Several factors, such as patient comorbidities, type of bacteria, 
complexity and consequences of implant removal and not least the personal 
opinion of the patient have to be considered.  

Figure 15. The KLIC-score model as suggested by and adapted from Tornero et al.38 

Figure 16.  The CRIME-80-score as suggested by and adapted from Wouthuyzen-
Bakker et al.153 

2.3.2 Antimicrobial treatment 

Antimicrobial therapy alone is not sufficient for the treatment of PJI.60 As 
treatment consists of a combination of antimicrobial agents and surgery, it is 
necessary that the antimicrobial therapy is adequately tailored to optimize the 

K Chronic renal failure (kidney) 2 

L Liver cirrhosis 1.5 

I Index surgery due to fracture or revision 1.5 

C Cemented implant 
CRP > 115 mg/L 

2 
2.5 

C Chronic obstructive pulmonary disease 
CRP > 150 mg/L 

2 
1 

R Rheumatoid arthritis 3 

I Index surgery due to fracture 3 

M Male 1 

E Exchange of modular components -1

80 Over 80 years of age 2 

Score Failure rate (%) 

£ 2 
2-3.5
4-5
5.5-7 
³ 7 

4.5 
19 
55 
71 
100 

Score Failure rate (%) 

-1
0 
1-2
3-4
³ 5 

22 
28 
40 
64 
79 



2 INTRODUCTION 

 32 

chance of successful treatment outcomes. Antimicrobial treatment needs to be 
tailored considering factors such as type of microbe and its antimicrobial 
susceptibility, the patient’s comorbidities, medications, allergies and 
intolerances. 

Type of antimicrobial treatment 

Antimicrobial treatment needs to target both actively dividing and dormant 
bacteria in order to be efficient in BAI. Therapy most often includes rifampicin 
which has a high activity towards biofilm producing bacteria, especially 
staphylococci.155 Rifampicin has a good effect on dormant bacteria and is 
associated with a high bioavailability.32, 155 However, rifampicin is never 
administered as monotherapy due to the development of resistance, therefore 
it  should be reserved for selected patients.155 Rifampicin in polytherapy with 
fluoroquinolones, such as ciprofloxacin, has been reported ideal.155, 156 The 
microorganism’s ability to reside internally in connective tissue and muscle 
cells poses a difficulty, stressing the importance of choosing an antimicrobial 
agent which targets intracellular bacteria.109  

Systemic antimicrobial treatment 

Systemic antimicrobial treatment can be administered either intravenously or 
orally.  Vancomycin or isoxazolylpenicillin e.g. cloxacillin are frequently used 
as empirical postoperative intravenous antimicrobials. Vancomycin has been 
reported to impair biofilm growth when sensitive S. aureus are grown in 
vitro.56 Intravenous antimicrobial treatment administered for less than 
two weeks may contribute to a greater resistance to subsequent rifampicin.157  

Antimicrobial treatment is recommended for a period of two weeks to 
six months.123, 156 There is a dearth of evidence on treatment duration in 
correlation to treatment success. Zimmerli et al. proposed treatment of 
12 weeks regardless of type of surgery.32 However, combined with two-
stage revision surgery, treatment duration can be reduced, in 
Sweden the current recommendation is six to eight weeks.158 There are 
reports on good treatment success (rates of 88-89%) using systemic 
treatment during an even shorter period of time, from using no systemic 
antimicrobials,146 to a regime of one week, in two-stage revision surgery.159  

Local antibiotic treatment 

Intra-operatively, local antimicrobial treatment in the proximity of the hip or 
knee joint can be used. Broad-spectrum antimicrobials such as vancomycin 
and aminoglycosides (gentamycin, tobramycin) are commonly used for local 
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therapy. The use of more than one local antimicrobial agent has proven more 
efficient in microbial eradication.160 The use of antibiotic-impregnated cement 
has increased.4 A recent study showed lower revision rates in primary THA 
due to PJI when antibiotic-impregnated cement was used.118 Alongside 
antimicrobial-impregnated cement, antimicrobial-loaded beads are a further 
alternative.160 The use of local antimicrobials without further intravenous or 
oral treatment has been evaluated in two-stage revision for PJI of TKA, and 
local delivery may be sufficient on its own.146   

Side effects and medical interactions 

“Oh,	they	were	terrible.	It	was	a	hard	time	to	keep	food	down	and	things.	It’s	awful.”	

Patient	Catherine	(Moore	et	al.1)	

Antimicrobial treatment can be associated with side effects in patients such as 
bowel symptoms, urticaria and nausea.5, 6, 155 Side effects may be of such a 
troublesome nature that compliance to medication may become threatened.5 
For rifampicin, if side effects arise, dose reduction or switching to single daily 
dose can be considered.155 

“So when I came home, I stopped taking the medicine because I decided I couldn't sit on the 
loo forever. So I told a few lies.” 

Patient (Andersson et al.5) 

For some patients, treatment options may be limited due to AMR. Furthermore, 
in these patients there may be no viable oral treatment alternative due to 
interactions or side effects in which case an extended period of intravenous 
should be used.123 The patient’s general medication prior to the initiation of 
antimicrobial treatment needs to be considered. Potential medical interactions 
can be difficult to manage if resistance in antibiograms of causative bacteria 
limit the choice of antimicrobial strategies. 

Dosage 

An adequate dose of antimicrobial agents is important for infection eradication. 
Dosage is guided using the MIC susceptibility testing, as previously described. 
However, MIC values are obtained in vitro and the dose and uptake of different 
types of tissue in vivo needs to be considered. Furthermore, MIC guidance of 
treatment may not be suitable in BAI since dormant biofilm bacteria may be 
exposed to sub-inhibitory concentrations.  



2 INTRODUCTION 

 32 

chance of successful treatment outcomes. Antimicrobial treatment needs to be 
tailored considering factors such as type of microbe and its antimicrobial 
susceptibility, the patient’s comorbidities, medications, allergies and 
intolerances. 

Type of antimicrobial treatment 

Antimicrobial treatment needs to target both actively dividing and dormant 
bacteria in order to be efficient in BAI. Therapy most often includes rifampicin 
which has a high activity towards biofilm producing bacteria, especially 
staphylococci.155 Rifampicin has a good effect on dormant bacteria and is 
associated with a high bioavailability.32, 155 However, rifampicin is never 
administered as monotherapy due to the development of resistance, therefore 
it  should be reserved for selected patients.155 Rifampicin in polytherapy with 
fluoroquinolones, such as ciprofloxacin, has been reported ideal.155, 156 The 
microorganism’s ability to reside internally in connective tissue and muscle 
cells poses a difficulty, stressing the importance of choosing an antimicrobial 
agent which targets intracellular bacteria.109  

Systemic antimicrobial treatment 

Systemic antimicrobial treatment can be administered either intravenously or 
orally.  Vancomycin or isoxazolylpenicillin e.g. cloxacillin are frequently used 
as empirical postoperative intravenous antimicrobials. Vancomycin has been 
reported to impair biofilm growth when sensitive S. aureus are grown in 
vitro.56 Intravenous antimicrobial treatment administered for less than 
two weeks may contribute to a greater resistance to subsequent rifampicin.157  

Antimicrobial treatment is recommended for a period of two weeks to 
six months.123, 156 There is a dearth of evidence on treatment duration in 
correlation to treatment success. Zimmerli et al. proposed treatment of 
12 weeks regardless of type of surgery.32 However, combined with two-
stage revision surgery, treatment duration can be reduced, in 
Sweden the current recommendation is six to eight weeks.158 There are 
reports on good treatment success (rates of 88-89%) using systemic 
treatment during an even shorter period of time, from using no systemic 
antimicrobials,146 to a regime of one week, in two-stage revision surgery.159  

Local antibiotic treatment 

Intra-operatively, local antimicrobial treatment in the proximity of the hip or 
knee joint can be used. Broad-spectrum antimicrobials such as vancomycin 
and aminoglycosides (gentamycin, tobramycin) are commonly used for local 

2 INTRODUCTION 

 33 

therapy. The use of more than one local antimicrobial agent has proven more 
efficient in microbial eradication.160 The use of antibiotic-impregnated cement 
has increased.4 A recent study showed lower revision rates in primary THA 
due to PJI when antibiotic-impregnated cement was used.118 Alongside 
antimicrobial-impregnated cement, antimicrobial-loaded beads are a further 
alternative.160 The use of local antimicrobials without further intravenous or 
oral treatment has been evaluated in two-stage revision for PJI of TKA, and 
local delivery may be sufficient on its own.146   

Side effects and medical interactions 

“Oh,	they	were	terrible.	It	was	a	hard	time	to	keep	food	down	and	things.	It’s	awful.”	

Patient	Catherine	(Moore	et	al.1)	

Antimicrobial treatment can be associated with side effects in patients such as 
bowel symptoms, urticaria and nausea.5, 6, 155 Side effects may be of such a 
troublesome nature that compliance to medication may become threatened.5 
For rifampicin, if side effects arise, dose reduction or switching to single daily 
dose can be considered.155 

“So when I came home, I stopped taking the medicine because I decided I couldn't sit on the 
loo forever. So I told a few lies.” 

Patient (Andersson et al.5) 

For some patients, treatment options may be limited due to AMR. Furthermore, 
in these patients there may be no viable oral treatment alternative due to 
interactions or side effects in which case an extended period of intravenous 
should be used.123 The patient’s general medication prior to the initiation of 
antimicrobial treatment needs to be considered. Potential medical interactions 
can be difficult to manage if resistance in antibiograms of causative bacteria 
limit the choice of antimicrobial strategies. 

Dosage 

An adequate dose of antimicrobial agents is important for infection eradication. 
Dosage is guided using the MIC susceptibility testing, as previously described. 
However, MIC values are obtained in vitro and the dose and uptake of different 
types of tissue in vivo needs to be considered. Furthermore, MIC guidance of 
treatment may not be suitable in BAI since dormant biofilm bacteria may be 
exposed to sub-inhibitory concentrations.  



   2 INTRODUCTION 

 34 

Several factors may affect the antimicrobial concentration reached at the 
infected site. One such factor is the tissue penetrance, where bone, especially 
cortical bone, can present a challenge. Serum concentrations of antimicrobials 
need to be high in order to achieve adequate concentrations in bone tissue. 
Furthermore, the antimicrobial activity is determined by how much of the 
antimicrobial agent is freely circulating and not protein-bound. MIC is based 
on the freely circulating active antimicrobial concentration. The patient’s 
compliance to treatment and the bioavailability are other factors which also 
affect the antimicrobial concentration and are difficult to monitor.  
 
Suppressive antimicrobial treatment 
	
Suppressive antimicrobial therapy is used in patients who are not deemed 
suitable for or who do not wish to undergo further surgery. It is considered a 
viable option if an adequate antimicrobial, tolerated by the patient, can be 
administered. Suppressive treatment, most often lifelong, is generally 
considered in patients where previous surgical treatments have failed, or in 
elderly or frail patients in whom further surgery is contraindicated. One study 
investigated the efficacy of suppressive treatment and reported it successful in 
56.5% of patients.161 In this study, the majority of patients (82.6%) had 
undergone previous revision surgery. In 80% of the failed cases, Girdlestone 
resection arthroplasty was used as final treatment.  
 
Prophylactic antimicrobial use during surgery 
 
During the reversible adherence of bacteria, namely before forming a biofilm, 
bacteria are still susceptible to antimicrobials which supports the use of 
prophylactic antibiotics during arthroplasty surgery.50 Although a small study 
set, THA patients who did not receive intravenous prophylaxis had a 60% 
higher risk for revision due to PJI.18 The risk for revision decreases when 
combining intravenous antimicrobial treatment and local treatment (i.e. cement 
loaded with antimicrobial agents) as prophylaxis.162 However, it is suggested 
that local antimicrobials may elute sub-inhibitory concentrations which may 
enable bacterial adhesion and growth on implants, and promote the 
development of AMR.54  

2.3.3 Antimicrobial resistance  
 
Antimicrobial resistance (AMR) is a microbe’s ability to grow in presence of 
antimicrobial agents.163 An increase in multi-resistant bacteria causing PJI has 
been reported.36 In patients treated with a two-stage procedure and antibiotic-
loaded spacer, an increase in resistance in relapsing S. aureus from stage one 

   2 INTRODUCTION 

 35 

to stage two have been observed.164 In this study, patients were treated with 
vancomycin spacers in the interim period and in nine (30%) cases, the strains 
recovered from stage two were more resistant to vancomycin than in the first 
stage. Further, viable bacteria have been found on retrieved spacers from 
patients treated with two-stage revision after antimicrobial treatment has 
cessated.165 This finding adds on to knowledge on the importance of biofilm 
formation for AMR.  
 
In the US, an estimate  of 38.7% to 50.9% of microorganisms causing surgical 
site infection may be resistant to routinely used antimicrobial agents.166 This 
most likely has consequences for procedures requiring prophylactic 
antimicrobials such as prosthetic joint surgery. An improper use of 
antimicrobial agents, such as for growth promotion in the livestock industry, 
has resulted in an increased AMR. Resistance genes can be transferred from 
animals to humans.167, 168 Patients infected by multi-resistant bacteria have a 
greater risk for treatment failure than if infected with susceptible bacteria.169, 

170 In Sweden, methicillin-resistant S. aureus (MRSA) are relatively 
uncommon,171, 172 and screening programs have been established for patients at 
risk for MRSA prior to hospital admission as a measure to reduce its spread 
within the healthcare system.173 
 
AMR is projected to be one of the greatest challenges of our time.174 To address 
AMR, several tentative strategies are discussed and evaluated in research. One 
such in BAI is to target the biofilm at different stages of the biofilm life cycle, 
such as adhesion, cell-to-cell interactions such as quorum sensing, production 
of the EPS matrix and inducing biofilm detachment.47, 49, 109, 175 However, the 
complexity of biofilms impose challenges in developing targeted anti-biofilm 
therapeutics and biofilm-associated infections should perhaps be treated using 
the combination of multi-targeting therapeutics.49 Another preventative 
measures is vaccines, this has not yet had a break-through, although several 
attempts to find a vaccine against S. aureus have been made.176  
 
A general decrease in infection rates have been observed in the U.S. which 
may be a result of the Centres for Disease Control and Prevention’s (CDC) 
work on prevention strategies and AMR awareness.174 As the successors to 
antimicrobial agents yet have to be found, it is important to work with stringent 
infection prevention, focusing on minimizing the known risk factors for PJI. 
As described, research in PJI has greatly increased during the past years and 
there is no reason to believe that this will change in the near future. However, 
it is of importance that researchers collaborate and bring in different 
competences in their teams to ensure a comprehensive multidisciplinary 
approach, combine research methodologies and translate pre-clinical studies 
and protocols to clinical significance. 
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to stage two have been observed.164 In this study, patients were treated with 
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and protocols to clinical significance. 
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2.4 THE IMPACT OF PROSTHETIC JOINT 
INFECTIONS 

As briefly mentioned, PJI has a great impact on the affected patient,1 on health 
care resources,9-11 and on the treating surgeon.177 This is important to keep in 
mind when managing PJI and may influence treatment directions. All three 
aspects will be further described in this section. 

2.4.1 Patient impact 

Patients report on psychological and physical suffering when reflecting on 
their experiences of PJI.1, 5, 6 Andersson et al. interviewed patients with implant 
related surgical site infection whereof eight had PJI.5 There were several stages 
during an infection which affected the patient negatively; insecurity about their 
own role in the emergence of infection with feelings of fear and panic at 
symptom onset, uncertainty during diagnostics, in part due to the doctor’s 
uncertainty and due to lack of answers after different examinations, and the 
feeling of not being taken seriously. The latter was further confirmed in a UK-
based study by Moore et al. on the patient experience of PJI.1 

"I knew there was something seriously wrong. I was going to my GP probably once a fortnight 
saying, “I can’t stand this anymore. I don’t seem to be getting any better” [...] I knew that the 

pain was not a muscle pain. I’d been through the procedure once before. It was a most 
distressing time because nobody seemed to be actually hearing what I was saying.” 

Patient Maggie (Moore et al.1) 

Patients felt feelings of worry, suspense, isolation and had experiences of 
depression while waiting for infection resolution. Some had persistent wound 
leakage and returned to the hospital several times.5 Many worried about 
persisting physical disabilities, particularly patients undergoing two-stage 
treatment. In this group, negative social consequences of their physical 
disability were described, and confirmed by Moore et al.1 

"Well	we	used	to	go	out	almost	every	week	[...]	with	our	friends,	we	don’t	seem	to	do	that	
much	now,	my	husband	tends	to	have	to	do	a	lot	for	me	now,	I	mean	silly	things	like	you	

know	my	feet,	my	toenails,	because	when	I	bend	this	is	hurting	me	all	and	everything	like	
that	so..."	

Patient	Wendy	(Moore	et	al.1) 
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Patients witnessed on not being able to return to their normal life after having 
recovered from PJI due to different physical limitations. Others were able to 
manage without further problems. Some felt bitter towards the hospitals and 
doctors, whereas others reflected upon their journey with a new-found 
gratitude towards life. Further, patients could continue feeling fear of recurrent 
infection after treatment.1, 6 

"That’s	my	biggest	fear	because	it’s	a	painful	experience	I	can	tell	you	because	I	did	it	three	
times	and	it’s	the	most	excruciating	painful	experience	you	can	have	[...]	I’m	still	living	in	

fear	of	doing	things	right,	after	the	operation	you	know?"	

Patient	Don	(Moore	et	al.1) 

Andersson et al. described that the patient’s social relationships were the key 
source of support during treatment and sometimes the patient’s situation put a 
strain on their relationships.5 Some patients also described their relationship 
with their doctor as an important source of strength and support.5 

Linnéa Teljas Puranen 

Figure 17.  A patient and surgeon meeting. 
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2.4.2 Surgeon impact 

Given the mentioned uncertainties within several aspects of PJI, the 
management of PJI consists of many challenges. Prosthetic joint surgeons feel 
uncertain when deciding on treatment plans for PJI as there is lacking evidence 
to support the superiority of available methods.150 As mentioned, low virulent 
infections can be hard to diagnose as patients can present with unspecific 
symptoms. It can be difficult to secure reliable cultures that represent the 
causative microbe, and it is hard to interpret which bacterial growth is 
significant and which is sample contamination.  

Meeting patients who are in a distressed state and seeing how they, in some 
cases, physically and mentally deteriorate may be a difficulty. Physicians may 
be exposed to a risk of developing anxiety, burnout and/or depression in 
encounters with traumatic events or adverse events. Physicians with ill-being 
and workplace related stress may be unable to give optimal care to their 
patients due to higher frequencies of adverse events and reduced 
productivity.178 The term second victim was first used in 2000 to describe how 
adverse events can have a negative impact on the treating physician.179 

After an adverse event, a physician may experience feelings of guilt, 
frustration, anger, fear and distress.180-182 Study participants have reported high 
emotional impact when missing a diagnosis, doubting a medical decision, 
during life-threatening moments and bad news conversations, when severe 
complications arise, and when meeting unsatisfied patients.183  

Within orthopaedics, Mallon et al. investigated the impact of PJI on prosthetic 
joint surgeons in the UK.177 They reported that PJI had a deep negative impact 
on the surgeon and that surgeons felt accountable for the infection.  

Several studies have shown that physicians would like the possibility of peer 
support after an adverse event.183-185 Many physicians are of the opinion that 
the support systems are insufficient and desire structured support.180, 186, 

187  However, some do not seek help or speak up  due to stigma.187 Little is 
known about what support strategies prosthetic joint surgeons may need.  

2.4.3 Economic impact 

PJI is associated with a significant economic burden and the economic impact 
has been investigated in several different countries.9-12, 188, 189 Considering the 
projections on an increase in the numbers of primary arthroplasty 
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procedures,20, 24, 25, 190 PJI-related costs will increase. Furthermore, the increase 
of AMR, such as methicillin-resistance, has also been linked to greater costs.13 
 
A Finnish study reported on the following mean cost per patient for THA and 
TKA procedures: primary procedure (€7,200), DAIR treatment (€18,461) and 
two-stage treatment (€38,428 for stage one and €17,240 for stage two).10 
Another study reported on a near five-fold increase in costs for revision due to 
PJI compared to the primary procedure.9 
 
PJI patients were hospitalized for a longer time period, up to an average of 
seven times longer compared to primary procedures,9, 10, 188, 189 which implies a 
greater cost. Also, in presence of methicillin-resistant bacteria, length of stay 
significantly increased.13 PJI patients also required more out-patient visits.9, 10, 

189 Furthermore, the impact of indirect hospital costs should be considered. In 
the US, the total costs of PJI calculated in a model of direct hospital and 
indirect societal costs for one patient ranged from USD 390,806 up to USD 
474,004.11 This model also considered loss of productivity.   
 
In light of the economic perspective, it is important to identify time-efficient 
and less expensive methods for diagnosis and treatment of PJI. 
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2.5 CURRENT GAPS IN KNOWLEDGE THAT 
MOTIVATE THIS THESIS 

 
The gaps of knowledge mentioned in this section are those that motivate the 
projects included in this thesis.  
 

• There is a need for improved diagnostic tools to aid tailored 
treatment of PJI. It is important to determine the bacterial 
virulence factors involved in the pathogenesis of PJI and at an 
early stage. Biofilm production and susceptibility may be 
associated with clinical outcome in PJI and MBEC may be a 
surrogate marker for biofilm producing bacteria, but this has 
yet to be evaluated. (Paper I) 
 

• The success rates of DAIR vary in the current literature. The 
success rate of DAIR in PJI of the hip has not been 
investigated using the Swedish Hip Arthroplasty Register. 
The role of DAIR in treatment algorithms in regard of the 
exchange or non-exchange of modular components has not 
been established for this population. (Paper II) 
 

• Globally, there is an uncertainty in which method (one- or 
two-stage revision) is superior to the other, thus presenting a 
difficulty in treatment choice. The SHAR has collected 
information on one- and two-stage revision procedures due to 
infection since its start in 1979, allowing for a uniquely long 
follow-up time. The success rate of the two methods has not 
previously been studied in the SHAR. (Paper III) 
 

• A solitary study outside Sweden has found a deep impact of 
PJI on the treating surgeon. However, little is known about 
how PJI surgeons cope with the difficulties they may face 
during management of PJI. Furthermore, no study has been 
conducted to describe the emotional impact and experiences 
of PJI on Swedish surgeons or identified improvements in PJI 
management desired by surgeons. (Paper IV) 
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3 AIMS 
 
The specific aims of each study in this thesis were the following. 
 

• To identify whether biofilm production in staphylococci 
causing PJI correlates to clinical outcome, defined as 
infection resolution or recurrence, and to evaluate whether 
biofilm susceptibility testing measured as MBEC has a 
correlation to clinical outcome. (Paper I) 
 

• To establish the success rate of DAIR for PJI with or without 
the exchange of modular components. (Paper II) 
 

• To establish the rates of re-revision after one- and two-stage 
surgery for PJI. (Paper III) 
 

• To investigate the experiences and emotional impact of PJI 
on prosthetic joint surgeons and identify facilitating factors in 
the management of PJI. (Paper IV) 
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4 METHODS AND MATERIALS 
 
Ethical approvals 
 
All studies received approval from the Regional Ethical Board in Gothenburg, 
Sweden, prior to study start.  
 
Paper I Written consent was obtained from study participants prior to the 
study start. Participants were allowed to withdraw from the study at any point 
without further explanation. Ethical application approved 2016-11-10, entry 
number 654-16.  
 
Paper II Patient consent was not needed for this study according to the Patient 
Data Act in Sweden. Ethical application approved 2017-10-23, entry number 
804-17. Amended to include sending out supplementary data sheets to all 
orthopaedic units in Sweden, approved 2018-01-17, entry number T053-18. 
Amended to include medical record retrieval from orthopaedic units in 
Sweden, approved 2019-03-15, entry number 2019-00957. 
 
Paper III Patient consent was not needed for this study according to the Patient 
Data Act in Sweden. Ethical application approved 2015-07-07, entry number 
430-15.  
 
Paper IV Written and oral consent was obtained from study participants prior 
to the interviews. Participants were allowed to withdraw from the study at any 
point without further explanation. Ethical application approved 2017-02-20, 
entry number 1190-16. Anonymity of the study participants was ensured by 
coding each interview, and only KS had access to the code key. Furthermore, 
geographical location has not been disclosed as a measure to prevent 
identification of study participants. 
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4.1 PAPER I 
 
Study population 
 
The medical records of patients operated due to PJI between 1st January 2012 
to 30th June 2015 were reviewed until 31st December 2018 to collect variables 
of infection interest (Paper I, Table 1). Follow-up was at least 3.5 years for all 
patients (mean follow-up time of 5 years). 
 
Intraoperative tissue samples sent to the Clinical Bacteriological Laboratory 
(Sahlgrenska University Hospital) for culture growth were isolated and stored 
according to routine. For this study, isolated bacterial strains were cultured and 
matched to their respective reoperation and patient, and anonymously coded at 
the Clinical Bacteriological Laboratory. The strains were frozen and 
transported to the Department of Biomaterials (University of Gothenburg) 
where they were further analysed. 
 
Strains were compared with medical records to determine growth in at least 
two out of five or more samples to certify the saved strain’s causative 
significance. Patients were included if they met the following criteria: 
 

• First-time PJI of the hip or knee according to the MSIS 
criteria.124 

• Infection caused by monomicrobial growth of S. aureus or 
CoNS. 

• Infection caused by polymicrobial growth of two different 
staphylococcal species. 
 

Patients without saved strains, who did not consent to analysis of their strains, 
had negative growth, or bacterial growth other than staphylococci, were 
excluded from the study (Paper I, Figure 1). Furthermore, patients with an 
additional diagnosis (e.g. cancer) or bilateral prostheses were also excluded. 
 
Outcome measures 
 
The primary outcome was to identify whether biofilm production (non/weak 
or strong) correlates to clinical outcome (infection resolution or recurrence). 
The secondary outcome was to evaluate the correlation between biofilm 
susceptibility (MBEC, MBEC/MIC-ratios and antibiogram patterns) and 
clinical outcome. 
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Bacterial inoculum preparation and identification of the bacterial strains 
 
The bacterial strains were transported under frozen conditions and immediately 
stored in -80°C upon arrival to the Department of Biomaterials. Prior to 
analysis strains were cultured on 5% horse blood Columbia agar plates at 37°C 
overnight (o.n.). The APIÒ Staph test kit (bioMérieux, Marcy-l’Etoile, France) 
was used to identify CoNS to the specific species level. 
 
Biofilm formation ability of the strains and biofilm quantification 
 
There are several methods to quantify microbial biofilm.191 In the present 
study, the microtiter plate test using crystal violet (CV) was used for biofilm 
quantification. CV is a dye that stains both live and dead cells as well as the 
EPS, allowing for quantification of the total biofilm biomass. One colony from 
each strain was further inoculated overnight (o.n.) in tryptic soy broth (TSB, 
Scharlau, Barcelona, Spain) with an addition of 0.25% glucose for S. aureus 
and incubated at 37°C on a shaker o.n. The optical density (OD) of CV is 
determined by using a microtiter-plate reader. The cell suspension was 
adjusted to OD546=1 and diluted 1:40 in TSB (with an addition of 0.25% 
glucose for S. aureus). Equal amounts of the bacterial suspension (200 µL) was 
added to three wells in a 96-well microtiter plate (BioLite Cell Culture Treated 
Plates, Thermo ScientificÔ, MA, USA). The plates were incubated statically 
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and the biofilm bound dye was eluted in 200 µL ethanol-acetone.  A volume 
of 150 µL of the eluted suspension was moved to a new plate and OD595 was 
determined using a plate reader (FLUOstar Omega, BMG Labtech, Offenburg, 
Germany). Three wells served as blanks and contained sterile TSB of which 
the mean value was subtracted from all readings. OD values were averaged in 
accordance to recommendation.192  
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Baldassarri et al.193 For statistical analysis, this classification was further 
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Figure 18. The Baldassarri classification193 for biofilm production and the modified 
version used for the analyses of the current study.  

Table 5. Reference strains for biofilm production. 
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A Calgary Biofilm Device (CBD, MBEC AssayÒ, Innovotech Inc., Edmonton, 
Canada), a microtiter plate consisting of 96 wells, was used to grow biofilm 
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commonly used antimicrobial agents in PJI treatment (CML2FNUN: 
SensititreÔ, MA, USA).  The SensititreÔ was produced with increasing 
antimicrobial concentrations based on levels for MIC determination and values 
above clinical breakpoints (0.25 to 1216 µg/mL) (Paper I, Figure 3).  
 
MBEC was determined according to Zaborowska et al. and schematically 
illustrated in Figure 2 of Paper I.58 A volume of 150 µL of a bacterial inoculum 
(107 CFU/mL) of each strain in Mueller-Hinton Broth 2 was added in the 96 
wells of the CBD and then incubated for 24 h at 37°C on a shaker (125 rpm) 
for biofilm formation on the CBD-pegs (Figure 19). 
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Bacterial inoculum preparation and identification of the bacterial strains 
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stored in -80°C upon arrival to the Department of Biomaterials. Prior to 
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Figure 19. The Calgary Biofilm Device (to the left) consists of a lid with 96 pegs and 
a base with corresponding wells that enables the testing of antimicrobial agents 
against biofilms. A single peg and well is illustrated to schematically show the 
adhesion of bacteria from the wells to the peg lids and the formation of biofilm (seen 
in yellow) on the peg lids.   

 
Quantification of viable bacteria on the peg (CFU/peg) was performed by 
removing four pegs with sterile equipment and thereafter washed, vortexed for 
1 minute and sonicated for 1 minute (at 40 Hz) to dislodge the biofilm in saline. 
The dislodged cells were diluted and cultured o.n. on blood agar plates. 
 
For MBEC determination, the peg lids were rinsed with saline and placed in 
the custom-made SensititreÔ for approximately 20h at 37°C. The peg lids 
were thereafter rinsed two times, placed in a neutralizing agent and finally 
sonicated for 1 minute to dislodge the biofilm into the recovery plate wells. 
After o.n. incubation at 37°C, MBEC was determined visually using the 
SensititreÔ Manual Viewbox (Figure 20). 
 
MIC was determined using planktonic cultures for all strains, as described by 
Zaborowska et al.58 A volume of 100 µL containing an equivalent 
concentration to the CFU/peg for the same strain was added to the wells of the 
SensititreÔ plate. The plates were incubated for approximately 20h at 37°C. 
The Manual Viewbox was used to determine the MIC. 
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Figure 20. An example of the process of determining the MBECs for each strain and 
all tested antimicrobial agents. The figure shows the antimicrobials and 
concentrations of the custom-made SensititreÔ plate.  Each colour represents a 
different antimicrobial agent and the numbers reflect the increasing concentrations of 
each antimicrobial agent. There are four empty wells (left column) and two controls 
(right column). Once the biofilms have been dislodged in the recovery plate (which 
does not contain antimicrobial agents) biofilm growth can be determined. The 
illustration shows the principles of this process where the purple bacteria in the figure 
represent growth. Using the known concentrations for each well the eradication 
concentration can be determined (the first concentration at which there is no growth). 
In the example above, the bacterial strain needs 64 µg/mL of the first antimicrobial 
(light blue colour) to eradicate biofilm growth. 

 
Study definitions 
 
Infection resolution was defined as no further suspicion of infection based on 
clinical judgement, laboratory tests and no further treatment (both 
antimicrobial and surgical) due to PJI.   
 
Recurrent infection was defined as either a reinfection with an unrelated 
bacterial strain, or infection relapse i.e. the growth of an identical strain.  
 
Symptom onset was defined as the first time a patient contacted the health care 
system with a suspicion of infection.  
 
Duration of antimicrobial treatment was defined as the time period between 
post-operative commencement until cessation of planned therapy, or the date 
of any further surgery due to PJI. 
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Surgical treatment was defined as either implant preserving (DAIR, exchange 
or non-exchange) or implant extracting (any type of revision surgery involving 
the cup and/or stem). 
 
Antimicrobial susceptibility was determined using the EUCAST definitions 
and breakpoints for staphylococci (Appendix, Supplementary Table 1).133 
Susceptibility was tested using the MICs and the MBECs for all antimicrobial 
agents for each strain. 
 
The absolute MBEC values were further dichotomized to high values 
(MBEChigh) or low values (MBEClow) for the most potent anti-biofilm active 
antimicrobial given (Figure 21). Rifampicin was considered the most potent 
antimicrobial in cases where the patient had received polytherapy. 
 
Each bacterial strain was analysed in terms of biofilm production, MICs and 
MBECs. If several strains caused the same infection each strain was 
considered as an entity of infection source and were therefore assigned the 
same clinical outcome. 
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Figure 21. How MBEC degree was assigned to each individual strain based on the 
most potent antimicrobial agent the patient received.     

 
Statistical analysis 
 
Descriptive statistics were presented using percentages, means with standard 
deviations (SD) or standard error of the mean (SEM), medians with the 
interquartile range (IQR) or mode and range. 
 
Chi-square test was used to analyze the relationship between i) biofilm 
production (non/weak or strong) and clinical outcome, ii) surgical procedure 
(implant preservation or extraction) and clinical outcome, iii) MBEC 
(MBEClow and MBEChigh) and clinical outcome. Chi-square was also used to 
compare susceptibility when measured using MBEC. Chi-square is a statistical 
test used to test for association between two categorical variables i.e. 
qualitative variables, whereof one is independent and the other dependent. For 
this study, the number of observations exceeded the minimum required (n=20).  
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breakpoint for most 
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One-Sample T-test was used for the evaluation of absolute values (CV OD) of 
biofilm production intra-species. The One-Sample T-Test was used to compare 
the means of populations.  
 
Mann-Whitney U test was used for the analyses of i) MBEC/MIC-ratios and 
clinical outcome, and ii) comparisons of MBECs and MICs for each 
antimicrobial agent, as these were not normally distributed according to 
Shapiro-Wilk test. Mann-Whitney U test is used to compare two variables, 
often non-parametric. 
 
Binomial univariable logistic regression analysis was performed for biofilm 
production (independent variable) and clinical outcome (dependent variable). 
Logistic regression indicates the probability that an alternative within a 
categorical or continuous variable leads to a certain outcome in a dichotomized 
dependent variable. Odds ratio (OR) are presented with 95% confidence 
interval (C.I.). 
 
Independent Samples T-Test was used for biofilm production (independent 
variable) and MBEC/MIC-ratios (dependent variable). This test compares the 
means between groups in the independent categorical variable on the 
dependent continuous variable, i.e. did the mean MBEC/MIC-ratios for strong 
biofilm producers differ from the mean MBEC/MIC-ratios of non/weak 
biofilm producers 
 
One-way ANOVA was used for the analysis of biofilm production (categorical 
variable) and MBEC/MIC-ratios (continuous variable) for each antimicrobial 
agent. Levene’s test was used to test for homogeneity in variances i.e. that 
variances within each group are equal. 
 
Two-way ANOVA was used to test for interactions between biofilm 
production (independent variable) and clinical outcome (independent variable) 
on MBEC/MIC-ratios (dependent variable) for each antimicrobial agent. In 
other words, the two-way ANOVA analyses the effect of biofilm production 
on MBEC/MIC-ratios influenced by the clinical outcome, and vice versa.  
 
IBM SPSS Statistics (version 26, IBM corporation, USA) and software R 
(version 3.6.1, The R project, Vienna, Austria) were used for the statistical 
analyses. Statistical significance was defined as p-value of less than 0.05. 
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4.2 PAPER II 
 
The Swedish Hip Arthroplasty Register 
 
The Swedish Hip Arthroplasty Register (SHAR) is a nationwide register on 
primary and revision hip arthroplasty which was started in 1979. Initially it 
was meant as a study trial to monitor complications after arthroplasty during 
1976-1977.196 Following the study’s success, the trial transcended to a 
continuous prospective multi-centre study i.e. a register in which all Swedish 
orthopaedic units eventually participated. Individual patient data and several 
parameters associated with implant survival were collected and added on 
throughout the years. Data such as sex, age, ASA-class, BMI, surgical side, 
operation unit and implant specific details are collected. The SHAR has a 
100% coverage and for 2018 data completeness was 98% for primary THA 
and 92% for revision THA.2 Each unit has an assigned contact doctor and 
contact secretary. Baseline data is inputted by specially trained secretaries at 
each hospital. Mortality data on patients is obtained using the Swedish Tax 
Agency which is linked to the SHAR. 
 
The SHAR reports openly on its data and publishes an annual report available 
for anyone to access on their website (www.shpr.registercentrum.se). Quality 
measures include reoperations within two years after surgery, re-admission 
within 30 days after surgery and mortality within 90 days after surgery. 
 
In the SHAR, reoperations are defined as any surgical 
procedure subsequent and in close relation to the primary 
THA. Revision procedures are defined as an exchange or 
extraction of any parts of, or of the entire, prosthesis. The 
reason for a reoperation is reported to the reoperation 
database. Medical records of each reoperation are sent to the 
SHAR for central register inputting to affirm that the 
reoperation codes are correct. 
 
Study population and data retrieval 
 
The SHAR was used to identify all reoperations due to PJI between 1st January 
2009 and 31st December 2016. In order to supplement with data on PJI, report 
forms were sent out to the SHAR contact doctors at all orthopaedic units in 
June 2018 (for report form see Appendix, Supplementary Figure 1). Data was 
retrieved from the participating centres between September 2018 and 
November 2019. If a centre was interested in participating but was unable to 

 4 METHODS AND MATERIALS 

51 

conduct the journal reviews, KS was granted access to journals first-hand. One 
centre sent copies of the concerned medical journals for KS to review. 
 
The database containing the supplementary data was merged to the SHAR 
reoperation database to add on data on previous and subsequent surgery. 
 
Patients were eligible for the current study if they fulfilled the following 
criteria (study inclusion is illustrated in Paper II, Figure 1): 
 

• A registered DAIR operation for a first-time diagnosis of PJI 
after primary THA where PJI was defined according to the 
major criteria of the MSIS definition with further 
modification to include patients with intraoperative 
purulence.  

 
Patients were excluded due to the following: 
 

• Treatment with delayed wound closure after DAIR 
(secondary suturing). 

• Concurrent sepsis.  
• Bilateral PJI. 
• Known endocarditis or known terminal cancer. 

 
Outcome measures 
 
The primary aim of this study was to compare the success rate of DAIR when 
modular components (femoral head and/or liner) were exchanged (exchange) 
compared to when they were let be (non-exchange). The primary outcome was 
defined as any further reoperation due to infection within two years after the 
first DAIR procedure. The DAIR procedure was considered successful if no 
subsequent reoperations due to PJI within two years were conducted. 
 
The secondary aim of this study was to compare non-exchange and exchange 
DAIR in terms of subsequent revision procedures (revision of any bone-
anchored implant component i.e. the femoral stem and/or the acetabular cup) 
due to PJI within two years. 
 
Study definitions 
 
Symptom onset was defined as the first time the patient contacted the health 
care system with a suspicion of PJI. Symptom onset was defined as the date of 
surgery in cases where patients presented with symptoms immediately after 
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their operation (typically wound leakage). Symptom onset was set to the first 
day of the month if the day of symptom onset was unknown but the month and 
year were reported. 
 
Polymicrobial infections were defined as the presence of more than one 
bacterial species in the culture results. The sub-species level was not 
determined for all CoNS and they were therefore regarded in their entity. 
Staphylococcus aureus and Staphylococcus lugdunensis were grouped 
together due to their similar virulence.197 
 
Duration of antimicrobial treatment was pre-defined in time intervals (< 4 
weeks, 4-8 weeks, 8-12 weeks and > 12 weeks) in the questionnaires. The end 
date of treatment was either the date of treatment failure (i.e. the date for a new 
reoperation) or the date of treatment cessation. Oral antimicrobials were 
registered at the date of discharge and any change in antimicrobial therapy was 
noted. Patients with further reoperations within the same hospitalisation period 
were registered without oral therapy as this had not been commenced 
subsequent their first DAIR.  
 
Statistical analyses 
 
Kaplan-Meier survival analysis was used to compare the exchange of modular 
components to non-exchange in terms of survivorship (defined as no further 
reoperation) two years subsequent the initial DAIR procedure. Patients were 
censored at death or new reoperation. Kaplan-Meier survival analysis was also 
used with revision of bone anchored components as endpoint. Kaplan-Meier is 
a nonparametric method for the estimation of probable survival for a set time 
point and plots the survival distribution. 
 
The risk for a new reoperation was calculated using Cox regression analysis 
comparing exchange and non-exchange DAIR. The following variables were 
considered potential confounders: age, sex, BMI, method of fixation, bacterial 
growth and symptom duration from primary procedure and duration from 
symptom onset to DAIR. ASA-class was not available for the entire cohort, 
and a sensitivity analysis including aforementioned variables and ASA-class 
was performed on the cohort in which it was available. Proportional hazard 
assumption was checked by visually inspecting the Schoenfeld plots. 
Antimicrobial treatment was not included in the regression analysis due to 
difficulties in grouping this data. Hazard ratios (HR) are presented with 95% 
confidence interval (C.I). Cox regression analysis is a type of multivariable 
regression analysis. Regression analysis can be used for the prediction of the 
outcome of the dependent variable (exchange/non-exchange DAIR) based on 
the independent variables (potential confounders). 
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In a sub-group, data on suppressive antimicrobial therapy and persisting 
clinical symptoms of infection was available. This group was presented using 
descriptive data in attempt to obtain the rate of true infection resolution. 
Infection resolution was defined as no further reoperation, suppressive 
antimicrobials or clinical signs of infection. 
 
Data analysis was performed using software R (version 3.6.1, The R project, 
Vienna, Austria).  

4.3 PAPER III 
 
The SHAR 
 
This study analysed prospectively collected longitudinal cohort data from the 
SHAR. For a description of how data collection is conducted within the SHAR 
please see the mthods description for Paper II (page 50). 
 
Study population 
 
Patients who had received a THA due to osteoarthritis and undergone a one- 
or two-stage revision procedure due to infection between 1979-2015 were 
eligible for analysis. Each THA was studied separately in cases of bilateral PJI.  
 
Outcome measures 
 
Re-revision regardless of cause was the primary endpoint. Analysis of re-
revision due to aseptic loosening and infection was performed as secondary 
endpoints. 
 
Study definitions 
 
In the SHAR revision procedures are defined as the exchange of parts of or the 
entire prosthesis alternately, definite extraction of the prosthesis. In this study 
one-stage revision was defined as exchange of the entire prosthesis and each 
THR was studied separately in cases when patients had bilateral PJI. 
 
Infection was defined using the code for revision as entered in the SHAR. 
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Statistical analysis 
 
Demographic data was analysed descriptively using the mean and standard 
deviation (SD).  
 
Kaplan-Meier survival analysis and Log rank test was used to compare the 
survivorship between one- and two-stage revision surgery in terms of re-
revision. This was done for revision regardless of cause and for aseptic 
loosening and infection specifically. Truncation was done after 15 years, at this 
point the number of patients at risk was below 100. 
 
Cox regression analysis was conducted and adjusted for sex, age, diagnosis 
(primary and secondary osteoarthritis) and method of fixation (cemented or 
non-cemented). ASA-class and BMI was first registered in the SHAR in 2008. 
Therefore, this data was not available for the entire study population. A 
sensitivity analysis was performed using Cox regression adjusted for sex, age, 
diagnosis, method of fixation, BMI, ASA-class and year of surgery. Hazard 
ratios (HR) are presented with 95% confidence interval (C.I). 
 
IBM SPSS Statistics (version 22, IBM corporation, USA) was used. Statistical 
significance was defined as p-value of less than 0.05. 

4.4 PAPER IV  
 
Study population 
 
In this study, purposive sampling was employed to capture different 
perspectives of the study aim.198 The variables identified as potential 
contributors to diversity in experience that we used to recruit our study 
population were: gender, age, level of workplace (county, district or regional 
hospital), years of experience in arthroplasty surgery and years of experience 
within PJI. Surgeons with any experience of arthroplasty surgery of the hip or 
knee were invited to participate. The study had no exclusion criteria.  
 
Eleven heads of department at orthopaedic units in Sweden were approached 
by e-mail starting October 2017. The units were selected to ensure a variety of 
surgeon volume. Eighteen prosthetic joint surgeons from nine units 
participated in the study. Study recruitment ceased once we considered to have 
reached data saturation i.e. the replication or recurrence of data.199  
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The data source for this study was individual interviews. All 18 interviews 
were conducted face-to-face by the same person (KS) during the period 
December 2017 to February 2018 at the location of the interviewee’s choice. 
The interviews were conducted in a semi-structured manner using a topic guide 
list (Appendix, Supplementary Figure 2). Written and oral consent was 
obtained prior to each interview. Interviews were audio-recorded and were 
transcribed verbatim by a third part.  
 
Outcome measures 
 
The main outcome of this study was to investigate the experiences and 
emotional impact of PJI on prosthetic joint surgeons, and identify desired 
improvements in the management of PJI.  
 
Data analysis 
 
In this study, qualitative content analysis (QCA) according to Graneheim et al. 
was used.200 Data was processed by listening to, and reading, each interview 
repeatedly in order to further familiarise with data. Meaning units were 
identified and extracted from the text in accordance with the study questions. 
The meaning units were condensed and labelled with a code for further 
grouping into categories. Themes evolved from the over-arching implication 
of similar categories. The evolving categories and themes were continuously 
discussed and contrasted within the research group. The analysis process is 
schematically illustrated in Figure 22, and exemplified in Paper IV (Figure 1 
and Table 2). Quotes were professionally translated by a third part to ensure 
objectivity. 
 

Figure 22. A schematic overview of the analytical process according to QCA taking 
the increasing level of abstraction into account for each step. Figure inspired by 
Erlingsson et al.201 
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5 RESULTS 

5.1 PAPER I  
 
Study population and demography 
 
The study population consisted of 49 patients and 70 bacterial strains (Paper I, 
Figure 1). The majority of patients were male (67.3%), had a THA (65.3%), 
had a mild systemic disease (67.3%) and were infected with a monomicrobial 
infection (69.4%) (Paper I, Table 1). Patients with recurrent infections had a 
longer duration to symptom onset from index surgery, however, this was not 
statistically significant. There was a more frequent use of RIF in polytherapy 
in the patients with resolved infections (n=20) compared to recurrent infections 
(n=14). Surgical treatment did not associate with clinical outcome (p=0.8). 
Pre-operative inflammatory markers were similar for patients with resolved 
and recurrent infections (Paper I, Supplementary material, Table S2).  
 
Biofilm production of the bacterial strains 
 
The majority (n=51, 72.9%) of the bacterial strains were categorised as strong 
biofilm producers. A greater proportion of strong biofilm producers compared 
to non/weak producers was observed for all species (S. aureus, S. epidermidis, 
and other CoNS) (Paper I, Figure 4A). Further, the number of viable CFU on 
the pegs of the CBD was similar despite biofilm category (Paper I, 
Supplementary Table S1). 
 
Biofilm production in relation to clinical outcome 
 
Of the 49 patients, 24 (49%) had recurrent infection (Paper I, Table 1). In the 
group of patients with recurrent infection the majority (n=22, 92%) had growth 
of strong biofilm producers. A statistically significant association between 
recurrent infections and strong biofilm producers, and vice versa, between 
resolved infections and non/weak producers, was found (p=0.011) (Paper I, 
Figure 4B and 4C).  
 
A greater probability of infection recurrence was observed in patients who had 
been infected by strong biofilm producers, with Odds Ratio 5.5 (95% C.I. = 
1.65-18.44, p=0.008).  
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Biofilm production and infection relapse 
 
Bacterial strains had been isolated and saved from subsequent surgery for 12 
of the 24 patients with recurrent infection and these were analysed. Six of the 
12 patients had a confirmed infection relapse (Paper I, Supplementary material, 
Table S3). Relapses were more often caused by strong biofilm producers 
(n=5). Further, they were more common in patients with implant preserving 
surgery (Paper I, Figure 5A).  
 
Biofilm susceptibility and its relation to clinical outcome 
 
MBEChigh was more frequent in patients with recurrent infection and MBEClow 
more frequent in resolved infections (Paper I, Figure 5B). However, this was 
not of statistical significance. No statistically significant association between 
MBEChigh or MBEClow and clinical outcome could be observed (p=0.3).  
 
Comparisons of MBEC and MIC showed that the absolute values of MBEC 
were significantly higher than MIC for all antimicrobial agents (Paper I, Figure 
6). For most antimicrobial agents the antibiogram patterns differed when 
susceptibility was tested according to MIC and MBEC (Paper I, Figure 7), and 
more strains were categorised as resistant according to MBEC compared to 
MIC. Oxacillin (OXA) has the most similar susceptibility pattern when 
comparing MIC and MBEC susceptibility.  
 
The MBEC/MIC-ratios were calculated for each antimicrobial agent to 
illustrate the increase of antimicrobial dose needed for eradication of biofilm 
growth compared to planktonic growth. The absolute values for MBEC were 
divided by the values for MIC. The median MBEC/MIC-ratio was lowest for 
RIF (ratio: 2) and highest for VAN and FA (ratio: 128) (Paper I, Figure 6). 
There were some intra-species differences in regard of MBEC where S. 
epidermidis required higher MBECCIP than other CoNS, and S.aureus required 
highest MBECOXA compares to S. epidermidis and other CoNS (Paper I, Figure 
8A).  
 
Other than for CIP, no statistically significant difference could be observed for 
biofilm production category and MBEC/MIC-ratios. For CIP, the 
MBEC/MIC-ratios for non/weak producers was 99 compared to strong 
producers with 360 (p=0.037). When biofilm production was split into further 
groups (non-, weak, moderate and strong), higher MBEC/MIC-ratios were 
observed in strains producing biofilm (weak, moderate and strong) compared 
to non-biofilm producers (Paper I, Supplementary material, Figure S4). 
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When MBEC/MIC-ratios were compared to clinical outcome, MBEC/MIC-
ratios for OXA were significantly higher in recurrent infections compared to 
resolved infections (p=0.01) (Paper I, Figure 6). No interaction between 
biofilm production and MBEC/MIC-ratios on clinical outcome was observed.   

5.2 PAPER II 
 
Study population 
 
Using the SHAR, 2,571 DAIR reoperations in 1,692 patients were identified 
for the given study period. The supplementary questions for 1,182 (69.9%) of 
these patients were collected and 42 of 64 (66%) of the Swedish orthopaedic 
units participated. After study exclusion, 575 patients were eligible for further 
analysis (Paper II, Figure 1).   
 
The exchange and non-exchange group had similar demography (Paper II, 
Table I). Symptom onset from primary surgery differed the greatest where 
73.4% of the exchange group had symptoms within 30 days of their surgery 
compared to 66.8% in the non-exchange group. In regard of surgical technique 
for DAIR with exchange, the femoral head was exchanged in the majority of 
cases (n=297, 81.6%) compared to the exchange of both the femoral head and 
acetabular liner (n=67, 18.4%) (Paper II, Supplementary Table 1).  
 
DAIR with exchange and non-exchange DAIR 
 
In the entire cohort of 575 patients, 195 (33.9%) patients had further surgery 
after their first DAIR procedure (Paper II, Table 2). The only cause for further 
reoperation within two years was recurrent PJI. Multiple procedures (>1) were 
conducted in 111 (19.3%) patients (Paper II, Table 2). It was more common 
that patients who had undergone non-exchange DAIR were made subject to 
more than one subsequent procedure (n=57, 27%) compared to DAIR with 
exchange (n=54, 15%). Furthermore, the mortality rate was 12.8% in the non-
exchange group compared to 8.0% in DAIR with exchange. 
 
DAIR with exchange of modular components was more successful than non-
exchange. The reoperation rate for DAIR with exchange was 28% compared 
to non-exchange at 44%. The difference between the procedures was reflected 
in the Kaplan-Meier implant survival estimate for which DAIR with exchange 
was 71.4% (95% C.I. = 66.9%-76.3%) compared to non-exchange 55.5% (95% 
C.I. = 49.1%-62-7%) (Paper II, Figure 2). In a univariable analysis, DAIR with 
exchange implied a significant risk reduction for further surgery with HR 0.52 
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(95% C.I. = 0.39-0.68). This risk reduction persisted in the multivariable 
analysis with HR 0.51 (95% C.I. = 0.38-0-68) (Paper II, Table 3).  

Patients with S. aureus/S. lugdunensis infections had a higher risk of recurrent 
infection compared to CoNS (Paper II, Table 3). No other variable was 
associated with an increased risk for subsequent surgery. Neither was ASA-
class in the sensitivity analysis (Paper II, Supplementary material, table 2).  

DAIR and subsequent revision of bone-anchored components due to 
infection 

Overall, 92 (47.2%) of the 195 patients had a following revision procedure 
after their DAIR (Paper II, Table 2). Revision was more common in patients 
who had undergone non-exchange DAIR (20.4%) compared to DAIR with 
exchange (13.5%) (Paper II, Table 2). Complete extraction was the most 
frequent type of revision procedure across both groups. The Kaplan-Meier 
survival estimate was 86.1% (95% C.I. = 82.4%-89.8%) for DAIR with 
exchange compared to non-exchange at 78.8% (95% C.I. = 73.3%-84.6%) 
(Paper II, Figure 3). The risk of revision was lower after DAIR with exchange 
compared to non-exchange, HR 0.61 (95% C.I. = 0-41-0.92), when unadjusted. 
Adjusted, there was no statistical significance in risk reduction (Paper II, 
Supplementary Table 3).  

Analysis of true infection resolution 

In the sub-group population (n=151) in which detailed information on 
infection status was available, 83 (55%) of the patients had a 
resolved infection. DAIR with exchange was more successful with infection 
resolution in 61.3% of the cases compared to 42.6% in the non-exchange 
group. Of the non-resolved infections, four (5.8%) patients did not undergo 
further surgery meaning that the use of reoperation as a marker for recurrent 
infection failed to capture these (Paper II, Table 4).  

Antimicrobial treatment 

Patients were given antimicrobial treatment prior to their DAIR procedure in 
39% of the cases (Paper II, Table 5). Combinations of RIF in polytherapy 
were more frequently used in patients in the DAIR with exchange group. 
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5.3 PAPER III 
 
Study population 
 
A total of 1654 patients were eligible for the study. Demographically, the one- 
and two-stage groups differed in age, time from primary procedure to revision 
surgery and follow-up time (Paper III, Table 1).  
 
Distribution of method use 
 
The majority of revision procedures were conducted as two-stage procedures 
(n=1250) and the remaining were one-stage procedures (n=404). The 
employment of revision methods changed during the study period where the 
one-stage procedure was the most common during the first 10 years (used in 
59.4% of cases), and the two-stage dominated the last 25 years (used in at least 
80% of cases) (Paper III, Table 2 and Figure 1). 
 
Re-revision due to all causes 
 
In the one-stage and two-stage groups 83 (21%) and 259 (21%) were re-
revised, (all causes for revision), after their first revision. Unadjusted, the 
cumulative survival rate was similar in the two groups (p=0.13) with a survival 
rate of 75 % (±5.4%) and 72% (±3.6%) for the one- and two-stage method 
respectively (Paper III, Figure 3). Adjusted, there was no difference between 
the one- or two-stage method, HR=0.9 (95% C.I.=0.7-1.2, p=0.5).  
 
Re-revision due to infection 
 
When analysed specifically for re-revision due to infection, the cumulative 
survival rate remained similar in both revision groups (p=0.13) (Paper III, 
Figure 3). The survival rate was 92% for the one-stage group and 89% for the 
two-stage group. No difference in risk for re-revision could be identified 
between the two revision methods, HR=0.7 (95% C.I.=0.4-1.1, p=0.2).  
 
Re-revision due to aseptic loosening 
 
For re-revision due to aseptic loosening, no difference in implant survival 
could be found between the one- and two-stage method (p=0.9) (Paper III, 
Figure 4). There was no difference in risk for re-revision when comparing the 
two revision methods, HR=1.2 (95% C.I.=0.8-1.8, p=0.5). 
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Sensitivity analysis for re-revision due to all causes 

In total, ASA-class was available for 466 patients. In this cohort, no difference 
in re-revision could be found between the two revision methods when ASA-
class and year of surgery was added in the regression analysis, HR=0.7 (95% 
C.I.=0.3-1.6, p=0.4). The distribution of ASA-class and BMI was similar in
both groups (Paper III, Table 3).

5.4 PAPER IV 

Study participants were between 40 and 74 years old and the majority were 
male (78%) (Paper IV, Table 1). Several feelings, mainly negative, were 
reported when surgeons reflected upon how PJI affected them emotionally 
(Figure 23).  

Linnéa Teljas Puranen/Karin Svensson 

Figure 23.  The feelings reported by surgeons when reflecting upon how PJI affected 
them emotionally.   

Four main themes were identified in this study: the challenging road towards 
a diagnosis, tailoring a treatment plan, the relationship between surgeon and 
patient, and caring for patients with PJI (Paper IV, Figure 2 and 3). 
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THE CHALLENGING ROAD TOWARDS A DIAGNOSIS 
 
Difficulties in verifying the infection and conveying the diagnosis 
 

”There are many unsatisfied patients with pain. Which one of them have an 
infection?”   

Surgeon (P11) 
 
Low virulent infections were most difficult to detect and diagnose due to 
diffuse symptoms and inconclusive blood samples. Diagnostic tools were 
unreliable, and surgeons felt frustrated when their clinical suspicion could not 
be objectively verified. Improved microbiological methods for determining 
culture growth contributed to better diagnostics, but also posed a difficulty in 
determining causative bacteria. This further highlighted the importance of 
adequate sampling and being able to trust the microbiological department.  
 

”The difficulties arise in low-virulent strains when diagnostic cultures are 
inconclusive and one is left without aetiology. You then either fumble or wait and 

repeat the [diagnostic] procedures several times, or you initiate a treatment without 
valid foundation.”   

Surgeon (P15) 
 
Making the decision and conveying it 
 
Deciding upon infection was tough considering the consequences for the 
affected patient. Surgeons did not unnecessarily want to scare their patient 
when informing them of suspected PJI and sometimes they withheld how great 
their suspicion was. Diagnostic uncertainty generated the feeling of frustration 
and sometimes insufficiency. Thus, although they were aware of the 
implications for the affected patient, some felt relief once PJI was confirmed. 
 
Managing uncertainty and the emotional impact of diagnostic difficulties 
 
Being responsible for an inconclusive investigation left the surgeon feeling 
frustrated and insecure. Many relied on their previous experiences, consulted 
more experienced colleagues or contacted other orthopaedic departments to 
manage uncertainty. All study participants highlighted the importance of a 
multi-disciplinary approach with infectious disease (ID) specialists during 
diagnostics. Surgeons also found it important to involve the patient in the 
further investigation. 
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Accepting the diagnosis – a change of attitude 

A greater acceptance and awareness for PJI was described today compared to 
the past. The informants themselves were much more active and persistent in 
the diagnostics and management of PJI compared to their previous approach 
to it. However, surgeons admitted that it was difficult to get over the threshold 
of acceptance of PJI, this was most difficult early on in the surgeon’s career. 
Once over the threshold of acceptance though, surgeons more likely had PJI in 
mind as a differential diagnosis moving forward. 

"It’s difficult to accept that something you do can become infected; accepting it is 
almost like dealing with grief.”  

Surgeon (P4) 

TAILORING A TREATMENT PLAN 

Balancing the patient’s conditions and needs with treatment options 

Several factors were considered when planning treatment. The most important 
was to patient-centre treatment and create individualized plans. Sturdier 
evidence and clear treatment algorithms were warranted as treatment opinions 
could vary within one clinic. Two surgeons described decision-making as 
rather easy as they felt that treatment was more or less standardized. 

Choice of revision method was based on the surgeon’s method of preference, 
the unit’s tradition, what the surgeon had been educated in and what he or she 
thought would give the best end result. All but one said that they preferred and 
utilized the two-stage method. The surgeon’s preferred method was most often 
used.  

“Sometimes I almost immediately feel that it’s better for the patient to have a two-
stage revision, or at least it makes me feel more secure.”  

Surgeon (P6) 

Many liked the thought of the one-stage procedure but wanted more evidence. 
The surgeon who used the one-stage method felt it was easier to take care of 
patients as he/she could offer a less burdensome treatment method.  
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Planning the treatment and complicating factors 

Surgeons could feel stressed by the inability to offer the patient a clear 
treatment plan early on. Sometimes patients met different colleagues with  
different treatment opinions. The informants emphasized the need for 
continuity in order to avoid confusion and patient insecurity.  

“This is a patient who is particularly vulnerable and very exposed; a patient like this 
requires involvement and continuity… The worst thing is when these patients are 

passed back and forth between colleagues who have different opinions. That creates 
a huge sense of insecurity.”  

Surgeon (P1) 

Furthermore, lack of time posed a difficulty in planning PJI treatment and led 
to the re-scheduling of elective surgery to make room for PJI patients. The 
snowball effect of this was frustrating and stressful. Also, lack of time slots 
prolonged time to adequate treatment, putting some patients at risk for failed 
treatment or the development of sepsis.  

Everyone agreed on the importance of team work and multi-disciplinary 
collaboration to optimize treatment. Working together with infections disease 
(ID) specialists was especially important and considered essential to provide 
the best possible care. However, mistrusting the ID specialist was reported and 
one surgeon by-passed his/her local ID specialist and contacted the regional 
hospital for advice. 

“In the past, patients were passed back and forth between the orthopaedic clinic and 
the ID clinic, as no one wanted to take responsibility for the infection.”  

Surgeon (P7) 

Surgeons felt insecure being responsible for the prescription of antimicrobial 
treatment due to their interactions with other medications and gruesome side 
effects. Again, the importance of collaboration with ID doctors was brought 
forth. One surgeon claimed that patients found the antimicrobial treatment 
more dreadful than living without a prosthesis. The possibility to give patients 
prophylactic anti-depressants during treatment was brought forth.  

Maintaining the patient’s faith in treatment was difficult as surgeons also 
reported on the fear of persistent infections. Further, the uncertainty of 
treatment outcome was described as distressing and actual failure was 
associated with disappointment, worry and frustration. 
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“When patients suffer mentally it also affects the doctor in the role of being positive, 

supportive and having a professional approach”  
Surgeon (P12) 

 
THE RELATIONSHIP BETWEEN SURGEON AND 
PATIENT 
 
Preparing the patient for what lies ahead and understanding his or her 
needs 
 
Despite pre-operative information, surgeons were aware that patients did not 
expect PJI. They also acknowledged the huge adaption patients needed to go 
through during treatment and highlighted the need for continuity of a 
committed and responsive team. Although all surgeons agreed on its 
importance, continuity was near impossible to achieve because of the rotational 
nature of the staff schedule. 
 

“Patients are put in a challenging situation when they have been expecting the 
operation to be successful and it isn’t.”  

Surgeon (P10) 
 
All agreed that it was important that the patient participated in their care and 
treatment planning. Also, it was important that the patient understood that the 
infection was not their own fault. Mediating hope but at the same time realistic 
expectations on subsistence during treatment was described as difficult. The 
prerequisites for a good patient meeting involved being able to set aside time 
to listen. However, lack of sufficient time during patient visits aggravated this.  
 

”I think continuity is more important, that the same doctor is responsible for the 
treatment and the entire process. As far as the patient is concerned, this is far more 

important than who wields the knife.”  
Surgeon (P11) 

 
Offering patients the possibility to meet a welfare officer was considered 
important. Surgeons wanted to support their patients as much as possible and 
being able to show support gave the surgeon a feeling of being useful. They 
also wanted to be personal but wanted to be professional at the same time when 
meeting an upset or sad patient. By referring the patient to a welfare officer the 
surgeon could protect him- or herself from getting too emotionally involved.  
 

”There’s plenty of scope for feelings of guilt for both the patient and the doctor”  
Surgeon (P4)  
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The impact of the patient – surgeon relationship 
 
Surgeons described a special type of relationship with PJI patients since they 
got to know them and their related rather well. Finding solace in the patient 
meeting was described, if the surgeon had a good relationship with their 
patient. Many patients showed an understanding for the multi-factorial genesis 
in PJI, however, some blamed their surgeon for it. Some patients requested 
referrals to the regional hospitals as they believed that their surgeons were 
better.  
 
Surgeons felt sad and disappointed when one of their “own” patients was 
infected. They often felt they had done everything in their power to prevent 
PJI. A couple of surgeons described PJI in their “own” patient as a personal 
failure and a defeat. Some worried about how to maintain their patient’s trust 
in the event of PJI. 
 
Taking care of a referred patient was easier as surgeons did not need to feel as 
guilty or feel that they had made a bad decision about an operation that had 
failed. However, the surgeon could feel worried that he or she would not be as 
committed when taking over someone else’s patient as he or she did not have 
an existing relationship with that patient. 
 
”It’s slightly easier to take over other people’s patients, as you know that you don’t 

need to feel guilty about being involved in something that went wrong.”   
Surgeon (P17) 

 
CARING FOR PATIENTS WITH PJI 
 
The feeling of guilt 
 
Many brought up the feeling of guilt and felt accountable for PJI describing 
the feeling of personal failure. Surgeons were aware of the multi-factorial 
causes of PJI but as one surgeon said: “you take the blame anyway”. Patients 
and their related could perceive PJI as the surgeon’s failure. The accusative 
attitude was sometimes difficult to manage and when in despair patients could 
take it out on the surgeon. In such situations, surgeons desired support from 
their colleagues. However, most often, the patients did not seek a scapegoat.  
 

“What I sometimes find most difficult is relatives who are very obstinate and 
somewhat accusatory when there’s a feeling that it’s our fault... What did you do 

wrong, have you made a mistake?”  
Surgeon (P1) 
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Surgeons said that it was important to be unpresuming and scrutinize one’s 
role in the process. Some meant that PJI was inevitable. Surgeons questioned 
themselves, ruminated on cases, tried to identify what they could have done 
better and reflected upon the cause of PJI cases, even at home, but not to the 
extent that it affected their ability to sleep. At times the surgeon could feel 
worried if her or she got a feeling that he or she could have done something 
better. 

 
”It is a difficult diagnosis and you find yourself ruminating a bit about your patients 

with prosthetic joint infections all the time”  
Surgeon (P18) 

 
Coping with difficult feelings and the need for emotional support 
 
Surgeons found it important to learn how to emotionally deal with 
complications in order to prevent burn-out. This became easier with 
experience. Surgeons highly valued the emotional support they received from 
their colleagues. Being part of a social environment open for discussions to 
avoid dealing with PJI cases alone was described as important. One surgeon 
had experienced handling PJI on his or her own and felt that this had been very 
difficult. Many felt that the collegial support was sufficient and sufficed as 
debriefing. However, some, mainly at the regional hospital, desired structured 
support with the possibility for external support and reflected upon the lack of 
support available for doctors, e.g. that debriefing opportunities were not given 
to doctors after adverse events, but were offered to other health care staff. One 
surgeon described how he/she shut down emotionally so that the situation 
would not get too personal. Further, the importance of multi-disciplinary 
collaboration was mentioned by all study participants. Also, for support and 
for educational reasons, it was considered good that a team consisted of 
surgeons with a mix of experience. 
 
”Having a good relationship to your colleagues, helping each other out and talking 
to each other about complications is the salvation. The support you get from your 

colleagues makes the work situation much more sustainable.” 
Surgeon (P9) 
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Figure 24. The importance of a multi-disciplinary collaboration, discussing cases 
with colleagues and being able to turn to experienced colleagues for advice was 
highlighted by study participants (from the left: clinical microbiologist, infectious 
disease specialist, orthopaedic surgeon 1, orthopaedic surgeon 2, experienced 
prosthetic joint surgeon 1, experienced prosthetic joint surgeon 2. 

Acceptance of PJI was most difficult early on in the career. At the beginning 
of their career surgeons were more inclined to self-blame, consider PJI as 
“hopeless”, and reported on the difficulty in realizing the magnitude of PJI. 
They also mentioned troubles sleeping and worried about treatment choices 
and not being able to help their patient. With experience it became easier to 
manage patients with PJI as the surgeons knew roughly how the outcome 
would be and could rely on their previous experiences of PJI and better trust 
their judgement. However, experienced surgeons could also feel worried.  

“The more experienced you are, the more frightened and more careful you are when 
you meet an infected patient”  

Surgeon (P11) 
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MOVING FORWARD 
 
The organization of PJI management differed at the surgeons’ units but several 
structural improvements were mentioned as suggestions on facilitating factors 
during management (Paper IV, Figure 4).  
 
To detect PJI surgeons desired standardized follow-up of patients; clear 
referral paths for GPs; better educated GPs, medical locums, junior doctors and 
emergency room doctors. Surgeons were concerned about the change of 
expertise in the hospital’s emergency room as it nowadays most often was 
staffed by emergency doctors and junior doctors.  
 
Surgeons wished for an even better collaboration between colleagues, 
committed ID specialists and the microbiological laboratory. Surgeons who 
worked at units without joint out-patient appointments with ID specialists 
wanted such a set-up.  
 
Some surgeons discussed centralizing the care of PJI, meaning that it would 
maybe make the surgeons who work there much better experienced. In turn, 
other surgeons would then be able to consult them for help in the management 
of PJI. With a dedicated center, inexperienced surgeons would not need to deal 
with PJI and thereby not need to feel worry or a sense of personal failure 
otherwise associated with PJI. However, there was a fear that well-functioning 
smaller centres would lose their abilities to treat PJI.  
 
Sometimes patients were kept at the hospital ward for a long time, often due to 
intravenous antimicrobial treatment. Administering antibiotics at home was 
described as a solution to this problem. 
 
At smaller hospitals the geographical distances from patient to hospital could 
be very big and made it harder to follow the patient after discharge from the 
hospital. One surgeon highlighted the wish for better follow up routines in such 
cases.  
 
Many felt that it was difficult to maintain continuity with today’s organization 
of the health care system. Some felt that there was not always enough 
understanding from the clinic or health care system for PJI. The surgeon had 
to work hard to be able to schedule PJI patients and sometimes persuade the 
ward staff that the patient needed a longer in-house stay. At clinics where PJI 
was prioritized which made it easier for the surgeon.  
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There was a need for more time to manage PJI patients. Fully-booked 
appointment schedules and operation schedules made it difficult and stressful 
for the surgeons to find the time for PJI patients. It was described as difficult 
and challenging to keep focus and maintain an optimal standard when the 
surgeon had to work after hours on PJI cases. Sometimes the lack of time meant 
that the surgeon could not think through the management plan thoroughly 
enough which sometimes led to hasty decisions. 
 
As mentioned, many felt that the support from their colleagues was sufficient. 
However, some wished for more structured support and having set times in the 
schedule for case discussions was brought up as a desired for improvement.   
 
The lack of evidence for new methods was described as problematic as they 
were sometimes introduced in a non-evidence-based matter. Surgeon was 
worried that the companies behind the technological advances did not 
understand the full problem of PJI. Also, as a surgeon it felt impossible to 
understand which systems were the best 
 
ADDITIONAL RESULTS 
 
Surgeons felt that they were better at registering procedures in the SHAR 
nowadays leading to an increased trust for reports on infection. Further, 
improved diagnostic methods led to better detection of PJI, also contributing 
to more reliable statistics. However, this also meant that it made it difficult to 
compare incidence rates over the years.  
 

6 DISCUSSION 
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6 DISCUSSION 

6.1 PAPER I 

Biofilm production and clinical outcome 

In the current study, presence of a strong biofilm implied a greater risk of, and 
was associated with, treatment failure. In contrast, non/weak biofilm 
production was associated with infection resolution. This is the first study to 
investigate the influence of biofilm production on clinical outcome, i.e. 
infection status, in a study cohort of only PJI patients. In a non-orthopaedic 
setting the effect of biofilm production on clinical outcome is ambiguous. 
Biofilm production in S. aureus causing bacteraemia has not been associated 
with poor clinical outcome (bacteraemia, endocarditis or death).202 However, 
biofilm forming strains have been reported more common in patients with 
persistent infections,203 and another study linked biofilm production to 
persistent skin and soft-tissue infections in trauma injuries in military staff.204 
Within orthopaedic infections, strong biofilm has been associated to greater 
treatment failure. Morgenstern et al. investigated biofilm production caused by 
S. epidermidis after fracture osteosyntheses and PJI, and concluded that strong 
biofilm production gave a lower rate of treatment success compared to non-
biofilm producers.205 In their study, non-biofilm production was associated 
with cure rates of 85% whereas the strongest biofilm producers had a cure rate 
of 60%. A lower cure rate was also found by Post et al. in orthopaedic device-
related infections caused by strong biofilm producers compared to non-
producers.206 Furthermore, Zaborowska et al. reported on a worse clinical 
outcome in percutaneous orthopaedic implant infections caused by strong 
biofilm producers.58 Overall, the studies on biofilm production in relation to 
clinical outcome are difficult to compare to one another as factors such as 
inclusion of bacterial species, biofilm quantification methods, type of 
infection, definitions for biofilm production and outcome definitions differ. 
Nonetheless, the current study adds on to research suggesting that biofilm 
production has an influence on clinical outcome and should be assessed in the 
management of PJI.206-208

The majority (73%) of bacterial strains in the current study showed strong 
biofilm production ability. The ability of staphylococci to produce biofilm has 
previously been reported.127, 206, 207 Biofilm production was evaluated per 



  5 RESULTS 

70 

There was a need for more time to manage PJI patients. Fully-booked 
appointment schedules and operation schedules made it difficult and stressful 
for the surgeons to find the time for PJI patients. It was described as difficult 
and challenging to keep focus and maintain an optimal standard when the 
surgeon had to work after hours on PJI cases. Sometimes the lack of time meant 
that the surgeon could not think through the management plan thoroughly 
enough which sometimes led to hasty decisions. 
 
As mentioned, many felt that the support from their colleagues was sufficient. 
However, some wished for more structured support and having set times in the 
schedule for case discussions was brought up as a desired for improvement.   
 
The lack of evidence for new methods was described as problematic as they 
were sometimes introduced in a non-evidence-based matter. Surgeon was 
worried that the companies behind the technological advances did not 
understand the full problem of PJI. Also, as a surgeon it felt impossible to 
understand which systems were the best 
 
ADDITIONAL RESULTS 
 
Surgeons felt that they were better at registering procedures in the SHAR 
nowadays leading to an increased trust for reports on infection. Further, 
improved diagnostic methods led to better detection of PJI, also contributing 
to more reliable statistics. However, this also meant that it made it difficult to 
compare incidence rates over the years.  
 

6 DISCUSSION 

71 

6 DISCUSSION 

6.1 PAPER I 

Biofilm production and clinical outcome 

In the current study, presence of a strong biofilm implied a greater risk of, and 
was associated with, treatment failure. In contrast, non/weak biofilm 
production was associated with infection resolution. This is the first study to 
investigate the influence of biofilm production on clinical outcome, i.e. 
infection status, in a study cohort of only PJI patients. In a non-orthopaedic 
setting the effect of biofilm production on clinical outcome is ambiguous. 
Biofilm production in S. aureus causing bacteraemia has not been associated 
with poor clinical outcome (bacteraemia, endocarditis or death).202 However, 
biofilm forming strains have been reported more common in patients with 
persistent infections,203 and another study linked biofilm production to 
persistent skin and soft-tissue infections in trauma injuries in military staff.204 
Within orthopaedic infections, strong biofilm has been associated to greater 
treatment failure. Morgenstern et al. investigated biofilm production caused by 
S. epidermidis after fracture osteosyntheses and PJI, and concluded that strong 
biofilm production gave a lower rate of treatment success compared to non-
biofilm producers.205 In their study, non-biofilm production was associated 
with cure rates of 85% whereas the strongest biofilm producers had a cure rate 
of 60%. A lower cure rate was also found by Post et al. in orthopaedic device-
related infections caused by strong biofilm producers compared to non-
producers.206 Furthermore, Zaborowska et al. reported on a worse clinical 
outcome in percutaneous orthopaedic implant infections caused by strong 
biofilm producers.58 Overall, the studies on biofilm production in relation to 
clinical outcome are difficult to compare to one another as factors such as 
inclusion of bacterial species, biofilm quantification methods, type of 
infection, definitions for biofilm production and outcome definitions differ. 
Nonetheless, the current study adds on to research suggesting that biofilm 
production has an influence on clinical outcome and should be assessed in the 
management of PJI.206-208

The majority (73%) of bacterial strains in the current study showed strong 
biofilm production ability. The ability of staphylococci to produce biofilm has 
previously been reported.127, 206, 207 Biofilm production was evaluated per 



  6 DISCUSSION 

72 

species to identify whether biofilm production was greater in S. aureus, S. 
epidermidis or the other CoNS species. Strong biofilm producers were more 
frequent than non/weak producers across all three species groups. In the group 
of other CoNS (n=8), of which there were five S. capitis, there were no 
non/weak producers. This may be a random finding, but S. capitis has recently 
been suggested as an emerging nosocomial pathogen in PJI displaying biofilm 
production abilities.209 
 
The association between biofilm production, MBEC and clinical 
outcome 
 
The primary and secondary outcome of the current study was to evaluate the 
relationships between biofilm production, MBEC and clinical outcome. It can 
be hypothesized that MBEC could be used as a surrogate marker for biofilm 
production (Figure 25). The current study could establish an association 
between biofilm production and clinical outcome. However, no association 
could be found between biofilm production and MBEC, or MBEC and clinical 
outcome. 

 
Figure 25. The hypothesized relationship between biofilm production, MBEC and 
clinical outcome.  

 
The absence of an association between MBEC and clinical outcome could be 
explained by two factors. Firstly, MBEC for the most potent antimicrobial 
administered was not available for all cases. The MBEC of seven cases could 
not be compared to clinical outcome due to this missing data, limiting the study 
sample size. Secondly, the assignment of several of the bacterial strains from 
the same infection to the same clinical outcome, despite intra-species 
variations of MBEC, may further obstruct an identification of association.  
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Biofilm susceptibility 

Antimicrobial concentrations in the tissue of the affected joint are unknown 
and there is a risk that treatment guided with MIC leads to sub-inhibitory 
antimicrobial concentrations in tissue. Mlynek et al. found that the exposure 
of MRSA to sub-MICs of amoxicillin induced surface adhesion and biofilm 
production.210 Further, bacterial strains were up to 8,192 times more resistant 
to antimicrobials when grown in biofilms compared to their planktonic state in 
the present study. This finding confirms previous research reporting on a 
greater resistance of biofilm versus planktonic when comparing MBECs to 
MICs.56-58, 134, 207, 208 This implies that MIC-guided antimicrobial treatment 
reflects the planktonic state of bacteria but does not consider susceptibility 
when bacteria are adherent and grown in biofilm. This further suggests that 
MICs may be insufficient in guiding antimicrobial treatment in biofilm-
associated infections, which should be considered when administering 
antimicrobial treatment.  

Patients in the current study were treated with intravenous vancomycin (mono- 
or polytherapy) in the majority (71%) of cases. However, in the current study, 
vancomycin was also associated with the greatest median MBEC/MIC-ratio.  
MBECVAN was greater than MICVAN for 77% of the strains. The resistance to 
vancomycin in biofilm- producing staphylococci has previously been 
confirmed in a study where 93% of biofilm producers were non-susceptible.208 
Rifampicin in combination therapy was the most common oral antimicrobial 
treatment, used in 69% of cases. In terms of susceptibility, rifampicin was the 
most susceptible option when comparing MBEC/MIC-ratios as 46% of 
MBECsRIF were equivalent or lower than MICsRIF. Thus, our results confirm 
rifampicin as the best oral option.32, 211 The high MBEC/MIC-ratios and the 
antibiogram patterns for both vancomycin and rifampicin may further indicate 
that treatment guided by MIC is insufficient.212  

The concentrations of antimicrobial agents needed to eradicate bacteria using 
doses guided by MBEC could in many cases imply toxic levels in human 
tissue. As such it may not be a useful addition in regards of dosage guidance. 
However, using MBEC as a tool to evaluate the empiric biofilm susceptibilities 
of causative bacteria may, nonetheless, be advantageous in the early decision-
making on surgical options.  

Cell numbers were equal in the starting bacterial inoculums used for MIC and 
MBEC determination. Therefore, the higher resistance of MBECs cannot be 
explained by a high cell count as biofilm production was not dependent of 
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inoculum size. Instead, the actual switch of growth into a state of biofilm 
explains the greater resistance, also suggested by Zaborowska et al.58  
 
C-reactive protein and biofilm production  
 
Patients with recurrent infection had a higher median CRP compared to 
patients with infection resolution. CRP has previously been suggested as a 
good surrogate marker for the size of bacterial infectious dose which in turn 
may affect the efficacy of antimicrobial treatment.38 Although the range of 
CRP (2-450) was greater in patients with strong biofilm producers compared 
to non/weak (3-170), the median remained similar between the groups. CRP 
over 115 mg/L is associated with failure in DAIR treatment,38, 154 however, it 
is unknown if failure is due to biofilm production and whether CRP is 
associated with biofilm. Further studies are needed to establish the relationship 
between CRP and biofilm production.  
 
Strengths, limitations and methodological considerations? 
 
This study is the first to evaluate staphylococcal biofilm in a cohort of only PJI 
patients in relation to clinical outcome. It employs a method for detection of 
biofilm (CV) which is easily adaptable in clinical laboratories whilst both time- 
and cost efficient. Further, it confirms that biofilms are more resistant to 
antimicrobials when MBEC is used compared to MIC which may be an 
important clinical factor when deciding upon antimicrobial treatment. The lack 
of association between MBEC and clinical outcome may be due to sample size.  
 
The storage and transportation of the bacterial strains may have affected their 
virulence properties. Bacterial strains were stored at -80 °C and should tolerate 
1-10 years in these conditions whilst maintaining their virulence factors.192 The 
different phase variants of biofilm are noteworthy when preparing 
staphylococcal inoculum. There are several ways to measure biofilm biomass, 
the current study used CV which is commonly used, 213 however the metabolic 
activity of the biofilm was not evaluated and could be considered a good 
supplement in further studies on biofilm susceptibility. However, in a clinical 
setting the detection of whether biofilm is present or not and its metabolic state 
in the patient is unknown and for this CV can be used on its own.  Manual 
reading of the OD is user dependent and an automatic reader may minimize 
analyst bias.  
 
The results of the current study could have been affected by another 
classification of biofilm production such as using the Stepanovic et al.192 
classification instead of Baldassarri et al.193 Further, Post et al. defined patients 
as cured if they were infection free at a defined follow-up time regardless of 
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whether multiple surgical procedures had been conducted along the way.206 
Such a definition may have altered our results. We have used the clinical 
breakpoint designed for MIC for both MIC and MBEC. However, there is no 
clinical breakpoint for MBEC, nor a standardized test medium, perhaps due to 
differing nutritional needs to stimulate biofilm growth in vitro. 
 
MBEC can vary slightly in definition but, defined as the complete biofilm 
bactericidal concentration, additional measurements of CFU counts need to be 
done as there is a lower limit in detection level of viable cells in our model.214 
In our model the biofilm-coated pegs were exposed to the antimicrobial agents 
for 18-20 h and thereafter exposed to a neutralizing agent during 24 h in which 
any viable cells were able to grow. In that aspect, the MBEC values we 
determined should be the correct eradication values if no turbidity was 
measured. Both MIC and MBEC values were determined by visual inspection 
of the first non-turbid concentration, makes them equivalent and comparable.  
 
An alternative model of analysis could have been the employment of a worst-
case model in which the strain with greatest biofilm production was selected 
for further analysis. However, regarding the infection as an entity of all the 
strains found in the same samples, our approach may be justified as there may 
be synergistic effects contributing to infection.54 Hence, it would be interesting 
to further elucidate the  relationship between biofilm production, MBEC and 
clinical outcome (Figure 25) in another cohort including only single strain 
infections and in which MBEC to the administered antimicrobial treatment was 
available for all infections. 
 
The findings of the current study should be interpreted in the light of its in vitro 
setting. Although the CBD is an acknowledged model of biofilm 
quantification, the peg lids are not comparable to prosthetic material and the 
test mediums do not reflect the in vivo setting. Several actions can be taken to 
further mimic the in vivo conditions of the host tissues and immune response 
such as coating of the pegs and the use of medium resembling host conditions. 
The use of simulated synovial fluid as test medium may be a good alternative 
and  has been found to better stimulate biofilm growth and maturity compared 
to TSB and serum.127 Such actions may enhance the models and contribute to 
a greater transferability.  
 
Clinical implications 
 
The current study reports on an increased risk of infection recurrence in the 
presence of strong biofilm producers. Thus, additional reproducible methods 
of biofilm evaluation, such as the microtiter plate test (crystal violet), may 
facilitate the routine diagnostics of PJI. Biofilm production may have a 
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predictive value but the association of biofilm production on clinical outcome 
needs to be further evaluated in larger study cohorts.  
 

6.2 PAPER II  
 
Exchange or non-exchange? 
 
The overall success rate of both DAIR methods combined was 61.1% which 
lies within the span of previously reported numbers of 26.9-87%.15, 34, 137-139, 141 
DAIR with exchange had a higher success rates than non-exchange DAIR and 
implied a significant risk reduction for further surgery. The current study is the 
largest study on first-time PJI after primary THA and its result confirms 
research supporting DAIR with exchange.40, 136, 137, 140 There may be rare 
situations when exchange cannot be conducted due to surgical difficulties. 
However, considering the significant risk reduction for further surgery when 
using DAIR with exchange, it should be employed whenever possible. 
 
The demography of the two treatment groups was similar and could not explain 
the difference in success rates. However, there was a greater proportion of 
patients with symptom onset within 30 days of their primary procedure in the 
exchange group (73.4% compared to 66.8% in the non-exchange group). This 
may influence the greater success rates of DAIR with exchange, as DAIR is 
recommended within 30 days of initial arthroplasty,123 but does not fully 
explain it. Furthermore, time to symptom onset was not a significant 
confounding variable using multivariable regression analysis. Time to onset of 
symptoms is theoretically an important factor in terms of biofilm establishment 
and has been reported a potential indicator of treatment failure, where late 
infection defined as two years after the initial procedure has been associated 
with treatment failure.7 However, time to symptom onset may not affect 
treatment outcome,141 which supports our findings.  
 
Anti-biofilm active therapy, i.e. rifampicin in polytherapy, was more common 
after exchange. We cannot explain the reason for this. However, it may impact 
the success rate in patients undergoing DAIR with exchange as DAIR 
combined with rifampicin in polytherapy is more successful than other 
antimicrobial therapy.211 Length of total antimicrobial therapy differed in the 
two treatment groups. This may also affect treatment success. However, the 
descriptive data on antimicrobial treatment in this study should be interpreted 
with caution. Duration of antimicrobial treatment was pre-defined (Appendix, 
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Supplementary Figure 1) and we only accounted for antimicrobial treatment in 
patients who had not undergone further surgery before hospital discharge. 
 
Another confounder in the success of DAIR, in theory explained by biofilm 
formation, may be the duration of symptoms to surgery. In the current study a 
cut-off of seven days was chosen, as less than seven days symptom duration is 
associated with better outcome.137 No difference in risk for further surgery was 
identified based on symptom duration. Duration of symptoms is an equivocal 
factor, but it is recommended that DAIR should be performed within either 
seven,7 or 21,142 days of symptom onset. Symptom duration of more than seven 
days is associated with DAIR failure.7 In the current study, a further analysis 
for symptom duration <21 days and ≥21 days was conducted. However, no 
difference in risk could be found. 
 
Mortality was higher in the non-exchange group (12.8%) compared to the 
exchange group (8.0%). Non-exchange DAIR may be used in patients where 
more extensive surgery may not be considered suitable. Therefore, it was 
somewhat surprising that the distribution of age and ASA-class were similar 
between both treatment groups. However, the difference in mortality may 
indicate that patients selected for non-exchange had a greater morbidity or 
frailty, making the surgeon more inclined to choose a less extensive procedure 
such as non-exchange DAIR. Even though ASA-class can be used as a measure 
of comorbidity and predictor of mortality,215 it does not consider frailty, the 
assessment is user-dependent and the classification is vague enough to allow 
for several interpretations. Furthermore, there was a greater percentage of 
missing ASA-class in the non-exchange group.  
 
DAIR and revision of bone-anchored components due to infection 
 
The secondary outcome of this study was to analyze the risk of revision of 
bone-anchored components due to infection, as this is a resource demanding 
procedure with considerable impact on the patient’s quality of life. A lower 
percentage of patients undergoing DAIR with exchange had a subsequent 
revision due to infection (13.5%) compared to the non-exchange group 
(20.4%). However, this was not significant in the regression analysis, maybe 
due to a small sample size. Surgeon preference and other factors influencing 
the choice of revision subsequent a single DAIR are unknown and our result 
should be interpreted considering this uncertainty. The impact of a prior DAIR 
on the success of a subsequent two-stage revision is contradictive with reports 
on similar success,216 and lower success217 rates compared to patients who 
undergo staged revision without a prior DAIR.  
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Bacterial growth 
 
The type of bacteria may influence treatment results after DAIR. However, this 
needs further elucidation. Some studies have reported on an association 
between CoNS and treatment failure,7, 38 whilst the growth of S. aureus has 
been identified as a risk factor for treatment failure.154 In the current study, S. 
aureus/S. lugdunensis implied a greater risk for additional surgery compared 
to PJI caused by CoNS. Biofilm growth is proposed to be a reason for DAIR 
failure,60 this needs further evaluation in combined in vitro and in vivo studies. 
 
Polymicrobial infections may be more difficult to treat due to possible inter-
microbial synergistic effects and the need for broad antimicrobial treatment.54, 

218 The overall rates of polymicrobial infection for the entire study cohort was 
31.3%, which could have influenced the overall success rates. A previous study 
has reported on rates of polymicrobial infection similar to ours at 38.3%,38 
whereas others reported a lower share (5.5%-13.1% polymicrobial).7, 10, 219  
 
Strengths, limitations and methodological considerations 
 
This is the largest multi-centre cohort study to evaluate the success rate of 
DAIR in first-time PJI after primary arthroplasty. The current study involved 
a retrospective retrieval of data from medical records to gather more 
information on each reoperation. The reporting of data considered the 
suggested “core outcome set” needed for standardizing DAIR research,137 but 
did not include all host status factors, antimicrobial susceptibility or the 
delivery of local antimicrobials. 
 
The data collection form did not include information on infection resolution. 
The end-point of the current study was additional surgery due to PJI and not 
infection resolution. Infection resolution was described for a subset of patients 
in which information on this information could be obtained. In this subset of 
patients  (n = 151), 4 (5.8%) patients had recurrent infection but did not 
undergo further surgery. Hence, using reoperation as a measure of infection 
recurrence captured 94% of all cases. Although this is not valid for the entire 
study population, reoperations can be considered a reasonable way of studying 
recurrent infection. 
 
The current study did not take surgeon experience into account. This may 
affect the results of DAIR. In one study on DAIR of the hip, surgery performed 
by trained hip surgeons showed a greater chance of infection resolution.141 
DAIR with exchange of modular components may require a greater surgical 
experience and therefore suggest the presence of a hip surgeon. Further, the 
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DAIR procedures were not performed according to a standardized protocol and 
as the majority of cases were cemented THA, the liner was not exchanged.  
 
The definition of a successful DAIR varies and some studies evaluate its 
success after multiple consecutive DAIR procedures.34, 40, 220 Considering 
multiple DAIR procedures as a successful therapy would improve the overall 
success rates of the current study. Allowing for two consecutive DAIR 
procedures would increase the overall success rate from 61.1% to 80.3%. It is 
yet unclear how many DAIR procedures are acceptable before resorting to 
revision of bone-anchored components. In a meta-analysis success rates 
improved when multiple debridements were performed, however, this did not 
have statistical significance.137 
 
Clinical implication 
 
The significantly improved success rate compared to non-exchange DAIR 
supports the utilization of DAIR with exchange. DAIR with exchange should 
be conducted whenever possible in attempt to secure the greatest chances for 
infection resolution. Furthermore, our material indicates that success rates 
increase when multiple consecutive DAIR procedures are conducted. A cut-
off for how many consecutive DAIRs are reasonable was not evaluated in the 
current study, but at least a second DAIR may be justified if the first one fails. 
However, this needs further evaluation.  

6.3 PAPER III 
 
Re-revision after one- or two-stage revision 
 
The overall re-revision rates for both methods were 21% in the current study. 
No increased risk for re-revision due to any cause, or specifically due to 
infection or aseptic loosening, could be identified when comparing the one- 
and two-stage methods. This further supports that there may not be a difference 
in infection resolution between the two revision methods.147, 148, 221, 222  
 
There was a difference in age between the patients in the one- and two-stage 
group. Patients in the one-stage group were older than in the two-stage group. 
This could possibly reflect an unwillingness in surgeons to make elderly 
patients subject to two surgeries. 
 
Further, type of fixation differed between the groups. Cemented fixation was 
used to a greater extent during the primary revision procedure in the one-stage 
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group. This may be due to the age difference as older patients generally receive 
cemented implants. However, in our study the influence of cemented versus 
uncemented fixation is difficult to evaluate. The reason being that the type of 
cement used is not always known and we lack information on use of local 
treatment of antibiotic loaded collagen, calcium sulphate pellets or cement 
beads, which could have influenced the rate of infection resolution. 
 
Strengths, limitations and methodological considerations 
 
This is the largest national observational study on risk for re-revision between 
the one- and two-stage procedure for PJI. A limitation in this study is the lack 
of data on microbiological details and antimicrobial therapy. Unfortunately, 
such data is not available in the SHAR and there are no nationwide registers 
we could have collaborated with to retrieve this information. In two-stage 
revision, staphylococci are associated with a greater risk of recurrent 
infection.223 In one-stage revision, enterococci have been found associated with 
re-revision.224 The lack of microbiological data also obstructs our ability to 
verify whether PJI patients have been diagnosed correctly. Cases diagnosed as 
aseptic loosening may be incorrect. Numbers from recent studies on aseptic 
revisions report that 7-10% are septic and thereby wrongly diagnosed.122, 225 
 
Further, the only variables available on patient related risk factors were ASA-
class and BMI. These were not available for all cases as they were first 
registered in the SHAR from 2008 and onward. To investigate the influence of 
BMI and ASA, a separate sensitivity analysis was performed in which we 
could not find a difference in risk for re-revision. Also, the study period 
stretched over 36 years in which several changes in surgical technique, 
operative hygiene, microbial and antimicrobial development have occurred. 
We included year of revision in the sensitivity analysis to address this and 
could not identify a significant difference in risk for re-revision between the 
one- and two-stage group.   
 
Although nationwide, the current study has not been able to capture all 
revisions and re-revisions due to PJI for the study period. A validation of 
SHAR data from 2005 to 2008, revealed that 78% of the revisions due to PJI 
was reported.226 In addition, it should be noted that our study did not capture 
cases of recurrent infection not treated with further surgery. Hence, there may 
have been cases of recurrent infection where patients were not made subject to 
further surgery. As patients in the one-stage group were older it could be 
assumed that further surgery was abstained to a greater extent in this group.  
 
Addition of microbiological and patient related risk factors would have added 
to the strength of this study. It is, however difficult to study infections using 
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the SHAR without complement from another data source.227 On the other hand, 
the use of register data enables large study cohorts in which “trends” may be 
identified, that could be explored in further research. As such this study adds 
on to existing research and emphasizes the need to further elucidate whether 
the one- or two-stage procedure is superior to the other. 
 
Clinical implications 
 
Several questions regarding the choice of optimal revision strategy are yet 
unanswered and need further evaluation. The current study supports the use of 
one-stage revision as a viable option in PJI treatment. However, the 
aforementioned limitations call for further research to explore if our 
observations remain valid when considering microbial growth, patient 
selection and infection resolution. 

6.4 PAPER IV 
 
The emotional impact of PJI on surgeons 
 
The emotional spectrum of PJI on study participants was largely consistent 
with previous reports on emotional responses to adverse events.177, 228  
Surgeons reported on a four-phase emotional response as identified by Luu et 
al. (Figure 26).186 The phases being i) an emotional reaction to failure, ii) an 
experience of chaos and scrutiny of one’s contribution to the adverse event, iii) 
reflection on what one can learn from the event, iv) the prolonged and 
cumulative effects of one’s emotional response on one’s personal and/or 
professional identity. 
 
The current study illuminates the negative emotional impact of PJI on 
prosthetic joint surgeons. This confirms previous findings of the impact of PJI 
on surgeons.177 Surgeons interviewed in our study were aware of the many 
possible causes leading to PJI and some felt it was irrational that they blamed 
themselves for the infection. Mallon et al. too reported on the accountability 
surgeons felt, but also that surgeons described PJI as inevitable and that they 
did not need feel at fault for it.177 However, there is a report on 80% of 
infections being related to surgery and 20% related to non-surgical factors,86 
and self-scrutiny was reported in our study. 



  6 DISCUSSION 

80 

group. This may be due to the age difference as older patients generally receive 
cemented implants. However, in our study the influence of cemented versus 
uncemented fixation is difficult to evaluate. The reason being that the type of 
cement used is not always known and we lack information on use of local 
treatment of antibiotic loaded collagen, calcium sulphate pellets or cement 
beads, which could have influenced the rate of infection resolution. 
 
Strengths, limitations and methodological considerations 
 
This is the largest national observational study on risk for re-revision between 
the one- and two-stage procedure for PJI. A limitation in this study is the lack 
of data on microbiological details and antimicrobial therapy. Unfortunately, 
such data is not available in the SHAR and there are no nationwide registers 
we could have collaborated with to retrieve this information. In two-stage 
revision, staphylococci are associated with a greater risk of recurrent 
infection.223 In one-stage revision, enterococci have been found associated with 
re-revision.224 The lack of microbiological data also obstructs our ability to 
verify whether PJI patients have been diagnosed correctly. Cases diagnosed as 
aseptic loosening may be incorrect. Numbers from recent studies on aseptic 
revisions report that 7-10% are septic and thereby wrongly diagnosed.122, 225 
 
Further, the only variables available on patient related risk factors were ASA-
class and BMI. These were not available for all cases as they were first 
registered in the SHAR from 2008 and onward. To investigate the influence of 
BMI and ASA, a separate sensitivity analysis was performed in which we 
could not find a difference in risk for re-revision. Also, the study period 
stretched over 36 years in which several changes in surgical technique, 
operative hygiene, microbial and antimicrobial development have occurred. 
We included year of revision in the sensitivity analysis to address this and 
could not identify a significant difference in risk for re-revision between the 
one- and two-stage group.   
 
Although nationwide, the current study has not been able to capture all 
revisions and re-revisions due to PJI for the study period. A validation of 
SHAR data from 2005 to 2008, revealed that 78% of the revisions due to PJI 
was reported.226 In addition, it should be noted that our study did not capture 
cases of recurrent infection not treated with further surgery. Hence, there may 
have been cases of recurrent infection where patients were not made subject to 
further surgery. As patients in the one-stage group were older it could be 
assumed that further surgery was abstained to a greater extent in this group.  
 
Addition of microbiological and patient related risk factors would have added 
to the strength of this study. It is, however difficult to study infections using 

  6 DISCUSSION 

81 

the SHAR without complement from another data source.227 On the other hand, 
the use of register data enables large study cohorts in which “trends” may be 
identified, that could be explored in further research. As such this study adds 
on to existing research and emphasizes the need to further elucidate whether 
the one- or two-stage procedure is superior to the other. 
 
Clinical implications 
 
Several questions regarding the choice of optimal revision strategy are yet 
unanswered and need further evaluation. The current study supports the use of 
one-stage revision as a viable option in PJI treatment. However, the 
aforementioned limitations call for further research to explore if our 
observations remain valid when considering microbial growth, patient 
selection and infection resolution. 

6.4 PAPER IV 
 
The emotional impact of PJI on surgeons 
 
The emotional spectrum of PJI on study participants was largely consistent 
with previous reports on emotional responses to adverse events.177, 228  
Surgeons reported on a four-phase emotional response as identified by Luu et 
al. (Figure 26).186 The phases being i) an emotional reaction to failure, ii) an 
experience of chaos and scrutiny of one’s contribution to the adverse event, iii) 
reflection on what one can learn from the event, iv) the prolonged and 
cumulative effects of one’s emotional response on one’s personal and/or 
professional identity. 
 
The current study illuminates the negative emotional impact of PJI on 
prosthetic joint surgeons. This confirms previous findings of the impact of PJI 
on surgeons.177 Surgeons interviewed in our study were aware of the many 
possible causes leading to PJI and some felt it was irrational that they blamed 
themselves for the infection. Mallon et al. too reported on the accountability 
surgeons felt, but also that surgeons described PJI as inevitable and that they 
did not need feel at fault for it.177 However, there is a report on 80% of 
infections being related to surgery and 20% related to non-surgical factors,86 
and self-scrutiny was reported in our study. 



  6 DISCUSSION 

82 

 
Figure 26. The four-phase emotional response in surgeons in the current study, as 
suggested by Luu et al.186  

 
Being recognized as one of the most successful types of surgery, arthroplasty 
surgery may generate another set of expectations and involve a greater 
disappointment from both patient and treating surgeon when it fails. 
Orthopaedic infections, especially PJI, have gained a lot of attention during the 
past years in regards of diagnostics and treatment. Faivre et al. investigated 
burnout nationwide amongst French orthopaedic surgeons and traumatologists 
and found that 39% reported burnout symptoms.229 In addition, 8% reported 
on suicidal thoughts. Further, 43% stated they would not recommend their 
children to follow their career path. Keeping in mind responder bias (response 
rate 23%), the study reports on alarming numbers of psychological ill-being. 
Another study in orthopaedic residents identified medical errors as contributor 
to burnout.230 The current study did not explore burnout (emotional exhaustion, 
depersonalization and low sense of personal accomplishment) as such, but no 
clear signs of it were identified during the interviews. It should also be noted 
that surgeons reported on a positive emotional impact when they were able to 
help their patient and when treatment had been successful. They also described 
finding solace in a good doctor-patient relationship and appreciated the support 
they received from their colleagues.  
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Although the present study is on PJI we believe that the results may be 
applicable on surgeons involved in other types of postoperative infections. The 
magnitude of at which adverse events emotionally affect surgeons in other 
fields has previously been described.180-182, 185, 186, 228, 231  
 
Support needs during the management of PJI 

In the current study, and a UK-based study,177 working with PJI in a team-
based manner was reported as the best measure of professional support. High 
treatment success has been suggested dependent on multi-disciplinary 
collaboration in PJI cases.232 Further, Swedish surgeons regarded the support 
they received from colleagues as the best type of emotional support. Mallon et 
al. described a need for open and regular discussions on adverse, and this too 
was desired by Swedish surgeons.177 The need for support and the possibility 
for discussion has also been emphasized in studies on the emotional response 
to adverse events within other surgical fields.186, 228 Furthermore, there seems 
to be lacking opportunity for surgeons to receive emotional support and discuss 
adverse events and improved emotional support systems have previously been 
warranted.182, 186, 228 

Although surgeons working at county or district hospitals reported conferring 
with their colleagues and with the regional hospitals on PJI cases, surgeons 
working at a regional hospital were more prone to wish for improved peer 
support. They desired regular debriefings or the possibility to talk to an 
external professional to a greater extent than surgeons at non-regional 
hospitals. The fact that complicated cases are referred to the regional hospitals 
may in part explain this. Further, the surgical teams may be bigger at a regional 
hospital which may affect the unity of the group. Nonetheless, the findings 
among UK and Swedish arthroplasty surgeons should encourage health care 
organizations to offer the possibility of structured support and look over 
possibilities to unburden, and facilitate for, surgeons during PJI management. 

The doctor – patient relationship 
 
Surgeons felt worse when “their” patient got infected in contrast to taking over 
“someone else’s” infected patient. Some also worried about maintaining the 
patient’s trust. This worry was confirmed in a study in which patients reported 
on losing faith in their surgeon once infected.6 Andersson et al. confirmed the 
surgeon’s feeling of patients blaming them for the infection, describing a 
bitterness towards doctors.5 Further, patients report on feeling insecure during 
the management of PJI,5 which may be a reflection of the insecurity in 
management reported by surgeons in the current study.  
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Figure 26. The four-phase emotional response in surgeons in the current study, as 
suggested by Luu et al.186  
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applicable on surgeons involved in other types of postoperative infections. The 
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The doctor – patient relationship 
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“someone else’s” infected patient. Some also worried about maintaining the 
patient’s trust. This worry was confirmed in a study in which patients reported 
on losing faith in their surgeon once infected.6 Andersson et al. confirmed the 
surgeon’s feeling of patients blaming them for the infection, describing a 
bitterness towards doctors.5 Further, patients report on feeling insecure during 
the management of PJI,5 which may be a reflection of the insecurity in 
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Based on our interviews, we do not think that PJI needs to be diagnosed by a 
colleague to ensure objectivity. However, since the most important factor 
facilitating the surgeon both emotionally and practically was being able to 
discuss PJI cases with a colleague orthopaedic surgeon, that may be an 
incentive to have a colleague involved in the process of diagnostics. Our study 
was based in Sweden where a lot of work has been done to bring awareness to 
infections, also the hospital system is not very hierarchical, which may 
influence a greater openness and reduce factors leading to denial. In other 
countries with other cultures, there may be a greater risk for subjectivity and 
denial. Further, the impact of the doctor-patient relationship may influence 
treatment choice. This was not explored in the current study, but Ryan et al. 
suggested that patients from outside hospitals were more likely treated with 
implant extracting procedures.219 This finding may further support the need for 
collaboration in PJI cases.  

Our study may draw attention to the influence on the physician’s well-being of 
the doctor-patient relationship. Perhaps, in knowing that other surgeons are 
affected and are negatively impacted when “their” patient gets a PJI the 
individual surgeon will not feel as lonely.186 This may lead to a more open 
discussion and awareness among colleagues, which should have a positive 
effect on the surgeon’s well-being. Further, it is of importance to increase the 
education of patients in order to highlight the severity and reality of PJI.  

There are studies reporting on the patient experience of not being taken 
seriously by their doctors when they present with diffuse PJI symptoms.1, 5, 6 
Surgeons were aware of this in our study. A possible reason may be lack of 
knowledge in PJI within the medical profession. This was brought forth during 
the interviews of the current study. Furthermore, another reason to why 
patients feel they are not taken seriously may be surgeon denial. However, 
surgeons witnessed on a change of attitude in the management of PJI where 
Swedish surgeons today seemed less likely to deny PJI.  

Andersson et al. reported that some patients did not regard their doctors as a 
source of support, whereas some did.5 Emotional intelligence has been 
proposed an important factor in the doctor-patient relationship. Previous 
research suggests that orthopaedic surgery residents demonstrate low 
emotional intelligence and that surgeons need further education on this.233 In 
the current study, all surgeons were perceived as emotionally intelligent, both 
in how they managed their own feelings but also in their understanding of the 
patient’s emotions.  
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Strengths, limitations and methodological considerations 
 
The current study is the first to explore the experiences and the emotional 
impact of PJI in Swedish surgeons. Further it has identified desired 
improvements that may facilitate the management of PJI for the involved 
surgeons (Paper I, Figure 4). These need to be evaluated for their efficacy.  
 
The current study is based on reflections on PJI cases. The negative impact of 
PJI may have become even more pronounced if interviews were conducted in 
connection to a PJI case or if relatively inexperienced surgeons were 
interviewed.186, 228, 231 The study population was purposively selected for its 
diversity to capture as many perspectives as possible. Therefore, we did not 
strive for proportionality to the population of hip and knee arthroplasty 
surgeons in Sweden. However, in Sweden, 19.7% of orthopaedic surgeons are 
female which reflects nicely in our study population (22%). The over-
representation of male surgeons may risk that certain perspectives important to 
female surgeons were not captured. Further, females are more motivated to 
discuss adverse events.234 In our material there were no obvious differences in 
male and female reflections on PJI. This is in accordance with previous 
research on male and female surgeons reflecting on adverse events.186  
 
It is difficult to objectively prove saturation and, in our study, we may have 
come across new perspectives had we continued our data collection. Therefore, 
based on our sample size, we cannot claim that no new perspectives can be 
captured as this is unknown.  
 
In qualitative research there are several concepts of which trustworthiness can 
be discussed. According to Graneheim et al. trustworthiness is built on 
credibility, dependability and transferability.200 The credibility of a study 
concerns how well data and analysis reflect the study aim. To address this, we 
used purposive sampling and discussed data within our study group of persons 
with different experiences of PJI. Furthermore, the selection of meaning units 
was discussed between AEA and KS to ensure a well-chosen data extraction. 
Quotes from interviewees, translated by a third part, were also intertwined in 
our text. Sending our results to randomly selected study participants was also 
done to confirm credibility. 
 
The dependability of a study addresses how data may change over time, 
perhaps due to data collection stretching over a longer period, or how the 
researcher approaches data during the “maturation” of his or her analytical 
process. In our study, data was collected during a short period of time (3 
months). There was a consistency in KS approach to data and, as mentioned, 
the process of QCA was continuously discussed within the study group.  
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According to Graneheim et al., it is up to the individual reader to assess the 
transferability.200 Cultural and health care organizational differences may limit 
the transferability of our study. The impact on surgeons may be different in 
countries where surgeons may face lawsuits following adverse events.235 We 
believe that our results can transfer to other systems and cultures similar to 
Sweden, i.e. Northern Europe. This is strengthened by the fact that, despite 
differences in both culture and health care systems, our study findings are 
largely consistent with the UK-based study conducted by Mallon et al.177  
 
Clinical implications 
 
The results of this study will most probably not have a direct effect on 
treatment outcomes. However, hopefully it will put light on the importance of 
discussions, sharing experiences and knowledge on PJI between colleagues. 
Doing so should not only create a sense of support for the individual surgeon 
but may also serve as a base for education. Knowing that surgeons find it 
important to work in teams may improve, coordinate or standardize care 
models, which in turn may lead to a positive effect on both treatment outcome 
and health care economics. Previous studies claim that a multi-disciplinary 
approach is necessary for improved treatment outcome,236 and in regard of 
surgeon well-being health care organizations should consider regular 
debriefing possibilities for their staff.   

6.5 GENERAL DISCUSSION   
 
Selection of patients for primary arthroplasty 
 
Surgeons reported on being more restrictive in their selection of patients for 
primary arthroplasty after managing PJI cases (Paper IV). This was not 
explored further, but the correct selection of patients may in theory be an 
important preventive measure for PJI. Many risk factors have been identified 
(page 11) and it is recommended that these should be considered carefully prior 
to primary arthroplasty.28, 237  
 
Further research is warranted to evaluate the effect of optimization of 
modifiable risk factors and how the selection of patients may influence PJI 
incidence to further elucidate the importance of patient-related risk factors. 
Also, the astounding lack of evidence in perioperative factors such as airflow 
and perioperative disinfectants needs to be addressed in further evaluation.  
 

6 DISCUSSION 

87 

Diagnosing PJI 

Surgeons felt that the diagnostics could be difficult and that diagnostic tests 
were unreliable (Paper IV). Intra-operative cultures were considered the 
ultimate proof of infection (Paper IV), and in Paper II, 143 (18%) patients 
were excluded from the analysis due to negative culture growth. 
Considering the proportion of patients with negative growth in Paper II, 
there is a likelihood that some patients in Paper III were culture-
negative. Another study on revisions due to PJI identified culture-negative 
samples in 41% of PJI cases.144 On the other hand, negative culture growth 
does not rule out the possibility of infection. To increase detection rates, 
sonication,58 polymerase chain reaction (PCR),238 or whole-genome 
sequencing can be used. Further, storage and transportation of samples 
may impact culture growth. Another important factor is the use of 
antimicrobials prior to surgery. It is important to establish routines in how 
negative cultures should be managed to facilitate diagnostics. Surgeons 
desired better diagnostic tools, introduced in an evidence-based manner 
(Paper IV), and such a tool may be the use of biofilm measurements 
and MBEC susceptibility testing (Paper I).54   

Although not a diagnostic tool confirming PJI, the use of biofilm production 
measurement, and perhaps MBEC, may aid the surgeons and ID specialists in 
their treatment decisions. This has also been suggested by Saeed et al.54 As 
the presence of strong biofilm producing staphylococci was associated 
with infection recurrence (Paper I), the introduction of biofilm OD 
measurements in routine clinical practice may influence treatment setups. 
Confirmation of a strong biofilm producing bacteria may suggest that 
surgical treatment need be more “aggressive”. This needs further evaluation.

Considering preferences and patient risk factors in the treatment setup 

In this thesis none of the studies focused on the patient perspective, which is a 
weakness, but beyond the scope of this thesis. However, there are 
both qualitative and quantitative studies available on patient experiences 
and physical function after PJI treatment. Hence, in Paper IV we asked 
surgeons on their take on the patient experience. Surgeons agreed upon the 
importance of involving their patient in treatment decisions. Shared 
decision-making may alleviate the surgeon from feeling full 
responsibility and coheres with person centred care. 

It is unknown to what extent patient risk factors affect treatment outcome in 
reoperations due to PJI. Kheir et al. found that previous DAIR, 
previous myocardial infarction or revision surgery were the three most 
important risk factors for failed reoperation due to PJI.239 Previous surgery 
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has been reported a risk facture for failed treatment in other 
studies.224, 240 In Paper II, no patient risk factors could be identified in regard 
of treatment failure when using either DAIR method. However, this 
study only included primary arthroplasties, and neither Paper II 
or III evaluated myocardial disease. The conclusion of Paper II and 
III is that further research is warranted to establish which patient factors 
may make a patient eligible to one or another surgical treatment.  

Microbial factors 

Polymicrobial infections have been associated with a higher failure rate after 
DAIR.38 This was not confirmed in Paper II. However, in this study we did 
not have access to the antibiogram of the causative agents and therefore there 
may have been an under-reporting on the number of polymicrobial infections 
considering intra-species variations. In Paper I, 31% cases were 
polymicrobial, but interestingly there was a greater number of polymicrobial 
cases in cured infections (36%) compared to recurrent infections (25%). 

Previous research has shown that there is a higher risk of failure after DAIR in 
cases where many culture results are positive.38, 154 Tornero et al. discuss the 
possibility that many positive cultures may imply a higher infectious dose and 
thereby cause a more aggressive infection.38 We did not study this in Paper I, 
since the starting bacterial inoculum added to the CBD and microtiter plate test 
was the same for all the strains, and then they exhibited their different biofilm 
production abilities on the plastic surfaces.  

Surgical treatment 

For DAIR, the results of Paper II support an exchange of modular 
components, and coheres with previous research. To date, it is suggested that 
the removal of modular components means better chances of biofilm 
eradication, and in turn better chances for outcome success. However, there is 
no study confirming this. Scanning electron microscopy has confirmed biofilm 
growth on prosthesis components in vivo.52 The components of a hip prosthesis 
in patients with PJI have been examined and it is reported that adherence of 
bacteria is greatest on the polyethylene liners.241 The removal of components 
should therefore theoretically imply a more extensive clean-out. In turn, the 
extraction of a prosthesis performed during one- or two-stage surgery implies 
an even greater chance of biofilm eradication, which may be why these 
methods are superior to DAIR in terms of infection resolution.  

The importance of biofilm eradication for successful treatment outcome is 
further supported by Paper I. In addition to the greater risk of infection 
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recurrence in infections caused by strong biofilm producers, infection relapses 
were more common in patients treated with implant preserving surgery (5 of 6 
relapses, 83%). However, the sample size of relapses was small and therefore 
conclusions should be drawn with caution. Nonetheless, relapses highlight the 
importance of meticulous surgery regardless of whether patients are treated 
with implant preserving or implant extracting procedures.  

Another study on growth of S. aureus in stage one and stage two of two-stage 
surgery reported on relapses of S. aureus in 7.5% of cases and observed a 
greater resistance, measured in increases of MIC, in strains cultured from stage 
two.164 These results underline both the importance of meticulous surgery 
during stage one in terms of a persisting species, and also that bacteria 
exposed to antimicrobial agents may pick up resistance genes. In 
patients where bacteria have not been completely eradicated during 
treatment, there is a risk that they persist as asymptomatic biofilm or as 
small colony variants inside other cells.242  

Antimicrobial treatment 

In Paper II, 39% of patients had received antimicrobial therapy prior to their 
DAIR procedure. Due to the efforts to increase awareness of PJI management 
(Paper IV), this number would perhaps be different if the study were to be 
conducted on patients later than 2009-2015.  

Translational research 

In vitro models aim to mimic in vivo conditions, however, there are several 
interactions that cannot be reproduced in vitro that may have a significant 
influence on clinical presentation and outcome. The CBD model used in 
Paper I does not mirror the surface properties of a prosthetic implant or human 
tissue. Neither does the model consider the nutritional environment of the 
implant interface or the interactions with the host immune system.  

Power problem 

Due to their multi-factorial nature, and relatively low incidence rate, large 
datasets are desired when studying PJI. The ideal studies are prospective, 
multi-centred studies consisting of large study cohorts. This requires 
nationwide and, or, international collaborations in study setups. Another 
alternative to address the power problem is conducting individual participant 
data pooled analyses or using the national joint registers.  
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Infections in the national registers 

Several register-based studies have been performed to analyse different 
aspects of PJI. Revision rates, incidence rates, surgical procedures and risk 
factors have been studied in national datasets 19, 22, 82, 243-245. However, 
infections are of a multi-factorial character and currently, national joint 
registries alone do not provide adequate data for a comprehensive approach 
to infection research.227 The inconsistency in data collection and definitions 
of infection in the registers further aggravate comparisons of PJI within 
registers. Infection burden has also been suggested to be underestimated in 
national joint registers. 4, 14 

In the registers, infections are reported  as revision procedures. It is therefore 
important to mention that patients with infections who are not subject 
to revision or other reoperations are not captured within the registers. Further, 
the definition of infection is inconsistent across the registers, and revision can 
be defined as all procedures manipulating, exchanging, or removing 
prosthesis parts. Some registers categorize the procedures and report 
on them accordingly, others do not make distinctions between the 
procedures.  

The registers report on completeness of registered data in their annual reports 
but not specifically on completeness of reported infection procedures. 
Validation of data reported on infection to the registries is important in order 
to maintain a high data quality. Validation studies of the Danish and Swedish 
arthroplasty registers have shown an under reporting of PJI. 226, 246 Gundtoft 
et al. calculated the incidence of PJI using the Danish National 
Arthroplasty Register (DHR)  reported that the incidence of PJI was 40% 
lower using the DHR compared to their algorithm based on multiple 
sources.247 An underestimation of the incidence of PJI has also been 
suggested in the Finnish Arthroplasty Register.17  

Studies reviewing the sensitivity in capturing reoperations for PJI and 
capturing PJI are presented in Table 6. Definitions of time period for 
incidence rates or reoperation rates vary for the studies. Minor wound 
revisions and salvage procedures risk not being registered, and 
implant preserving reoperations risk not being reported or may be omitted in 
the register. 4, 14, 248 
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Table 6. Studies on the capture rate of PJI in national joint registers. 
 

Study Register Reoperation rate 
in register 

Reoperation rate 
from other source 

Register 
sensitivity 

Zhu et al.14 New Zeeland 
Joint Register 

0.67% 1.07% (hospital 
discharge records) 

63% 

Jämsen et al.4 Finnish Knee 
Register 

0.77% 0.89% (Finnish 
Patient Register) 

87% 

Lindgren et 
al.226 

The Swedish Hip 
Arthroplasty 
Register 

1.30% (Swedish Prescribed 
Drug Register) 

67% 

Gundtoft et 
al.249 

The Danish 
Arthroplasty 
Register 

Not stated National Register of 
Patients, medical 
records* 

67% 

*and supplementary information from prescription, microbiology and biochemistry databases 
 
The national registers have an enormous strength in that they provide an 
opportunity to conduct research on big populations. This is crucial to be able 
to monitor infections, study incidence rates, changes in incidence rates and 
surveil trends in which further scientific studies should be performed to 
validate and explain the register findings. 
 
Addressing the limitations in national joint registries 
 
It may be difficult to reach consensus on how to report on infections within 
registers. It is important to be able to compare annual statistics within a register 
and therefore it may be difficult to change current definitions. However, a 
harmonization of reporting would facilitate international comparisons and 
collaboration studies across the registers. Therefore, there is a need to agree 
upon certain variables of infection interest that are adopted into all registers.  
 
In the meantime, collaborative studies using register linking may be an 
alternative to obtain necessary data. This method has been adopted by Gundtoft 
et al. as Denmark offers a unique possibility for supplement on microbial 
growth via their national microbiological register.249 Holmberg et al. collected 
medical records to retrieve pathogenic information and this method was also 
employed in Paper II.250  
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7 CONCLUSIONS 

• Paper I Patients infected by strong biofilm producing 
staphylococci have up to 5 times greater risk recurrent 
infection than when infected by non/weak producers. Biofilm 
measurements should be considered in routine clinical 
practice as the presence of strong biofilm producing bacteria 
may indicate the need for more aggressive surgical therapy.

• Paper II Using DAIR with the exchange of modular 
components results in reduced risk of further reoperations due 
to infection and should be employed in all patients eligible for 
DAIR.

• Paper III The risk for re-revision is similar for the one- and 
two-stage procedure. This supports the use of the one-stage 
method, but needs further evaluation in future studies.

• Paper IV Prosthetic joint surgeons experience a negative 
emotional impact when managing PJI. Facilitating factors 
such as peer support and multidisciplinary approaches were 
identified as the most important coping strategy. The current 
study reports on further improvements desired by surgeons 
working with PJI. The results and suggestions on 
improvement may transfer onto surgeons in other medical 
fields managing postoperative infections.

• A multidisciplinary approach in research and clinical 
management are necessary factors for future progress in the 
treatment of PJI (Paper I and Paper IV). This has been 
brought forth in previous publications, and may also be true 
for other orthopaedic infections, or medical device-related 
infections in general.

  7 CONCLUSIONS 

93 

 
 
 
 
 
 

Linnéa Teljas Puranen 

 
Figure 27.  Multidisciplinary team from multiple disciplines working together to 
discuss clinical cases and collaborative research work. From the left: clinical 
microbiologist, ID specialist, orthopaedic surgeon 1, orthopaedic surgeon 2, 
experienced prosthetic joint surgeon 1, experienced prosthetic joint surgeon 2, 
microbiologist and biomaterial researcher. 
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8 FUTURE STUDIES AND 
PERSPECTIVES 

 
The current studies have led to new research questions, planned add-on work 
and further projects.  
 
Paper I 

• The current study was limited to first-time infection of total 
arthroplasty of the hip or knee. Staphylococci from 
reoperations due to infection of other orthopaedic implants 
(hemi-arthroplasties) and not limited to first-time infections 
have also been analysed. In addition, molecular 
microbiological analyses of the strains were performed and 
this additional data will be compared to clinical outcome 
(infection resolution/recurrence).  

• A prospective study is under planning to evaluate whether 
MBEC can be used as a surrogate marker for biofilm 
susceptibility in a clinical setting.  
 

Paper II  
• The database created for Paper II offers a unique opportunity 

to further evaluate different aspects of the DAIR procedure. 
We are in the process of merging it with the Swedish Drug 
Database (Läkemedelsregister) to obtain a more accurate 
outcome parameter and to improve our analysis of optimum 
treatment for infection resolution.  

• Delayed wound closure was used at some orthopaedic units 
during the study period. A study on evaluating the success 
rates of this surgical method in terms of further reoperations 
or revision surgery is planned. 
 

Paper III 
• The research group is involved in a prospective randomised 

controlled trial in a multi-centre setting which was initiated 
and set up by the INFORM group.151 This study is the first of 
its kind to investigate whether there is a superiority in either 
the one- or two-stage method, but with focus on patient 
reported outcome measures. Data analysis is in process and 
the manuscript is planned for submission in 2020.  

 

 8 FUTURE STUDIES AND PERSPECTIVES 

95 

 
In general, much can be done to improve the research possibilities within, and 
management of, orthopaedic infections. Some of the current limitations have 
been mentioned in this thesis including the difficulties in conducting 
comprehensive infection research using national joint registers and the 
difficulties in translational research.  
 

• There is a need to further establish the mechanisms of 
pathogenesis in orthopaedic infections. Acquiring a greater 
knowledge on the mechanisms of pathogenicity is essential to 
generate new treatment alternatives. Several basic 
improvements that may facilitate research on pathogenic 
factors could be to establish routines for the management of 
intra-operative samples.  

• In regard of biofilm, there is a need to develop clinical 
breakpoints for susceptibility testing of antimicrobial agents 
on biofilms. Further, developing clinically available 
techniques for establishing the presence, and pathogenicity, 
of biofilms using surrogate markers or imaging techniques is 
warranted.  

• It is important to evaluate whether the virulence properties of 
microorganisms can be associated to biomarkers as this 
would facilitate the diagnosis and further management of PJI.  

• The influence of patient factors needs to be further studied in 
order to improve the selection of patients for arthroplasty 
surgery and to identify whether patient factors impact the 
treatment of PJI. 

• There is a need to establish a standardized way of reporting 
on PJI with defined outcome measures in order to increase 
comparability and improve the possibilities of metanalyses  
and register-based research to increase study populations. 



 8 FUTURE STUDIES AND PERSPECTIVES 

94 

8 FUTURE STUDIES AND 
PERSPECTIVES 

 
The current studies have led to new research questions, planned add-on work 
and further projects.  
 
Paper I 

• The current study was limited to first-time infection of total 
arthroplasty of the hip or knee. Staphylococci from 
reoperations due to infection of other orthopaedic implants 
(hemi-arthroplasties) and not limited to first-time infections 
have also been analysed. In addition, molecular 
microbiological analyses of the strains were performed and 
this additional data will be compared to clinical outcome 
(infection resolution/recurrence).  

• A prospective study is under planning to evaluate whether 
MBEC can be used as a surrogate marker for biofilm 
susceptibility in a clinical setting.  
 

Paper II  
• The database created for Paper II offers a unique opportunity 

to further evaluate different aspects of the DAIR procedure. 
We are in the process of merging it with the Swedish Drug 
Database (Läkemedelsregister) to obtain a more accurate 
outcome parameter and to improve our analysis of optimum 
treatment for infection resolution.  

• Delayed wound closure was used at some orthopaedic units 
during the study period. A study on evaluating the success 
rates of this surgical method in terms of further reoperations 
or revision surgery is planned. 
 

Paper III 
• The research group is involved in a prospective randomised 

controlled trial in a multi-centre setting which was initiated 
and set up by the INFORM group.151 This study is the first of 
its kind to investigate whether there is a superiority in either 
the one- or two-stage method, but with focus on patient 
reported outcome measures. Data analysis is in process and 
the manuscript is planned for submission in 2020.  

 

 8 FUTURE STUDIES AND PERSPECTIVES 

95 

 
In general, much can be done to improve the research possibilities within, and 
management of, orthopaedic infections. Some of the current limitations have 
been mentioned in this thesis including the difficulties in conducting 
comprehensive infection research using national joint registers and the 
difficulties in translational research.  
 

• There is a need to further establish the mechanisms of 
pathogenesis in orthopaedic infections. Acquiring a greater 
knowledge on the mechanisms of pathogenicity is essential to 
generate new treatment alternatives. Several basic 
improvements that may facilitate research on pathogenic 
factors could be to establish routines for the management of 
intra-operative samples.  

• In regard of biofilm, there is a need to develop clinical 
breakpoints for susceptibility testing of antimicrobial agents 
on biofilms. Further, developing clinically available 
techniques for establishing the presence, and pathogenicity, 
of biofilms using surrogate markers or imaging techniques is 
warranted.  

• It is important to evaluate whether the virulence properties of 
microorganisms can be associated to biomarkers as this 
would facilitate the diagnosis and further management of PJI.  

• The influence of patient factors needs to be further studied in 
order to improve the selection of patients for arthroplasty 
surgery and to identify whether patient factors impact the 
treatment of PJI. 

• There is a need to establish a standardized way of reporting 
on PJI with defined outcome measures in order to increase 
comparability and improve the possibilities of metanalyses  
and register-based research to increase study populations. 



 9 RELATED PROJECTS NOT INCLUDED IN THIS THESIS 

96 

9 RELATED PROJECTS NOT 
INCLUDED IN THIS THESIS  

 
• Bargon R, Bruenke J, Carli A, Fabritius M, Goel R, 

Goswami K, Graf P, Groff H, Grupp T, Malchau H, 
Mohaddes M, Novaes de Santana C, Scott Phillips K, Rohde 
H, Rolfson O, Rondon A, Schaer T, Sculco P, Svensson K  
General Assembly, Research Caveats: Proceedings of 
International Consensus on Orthopedic Infections 
Journal of Arthroplasty, 2019;34(2S):S245-253.e1 
 

• Seth Caous J, Fridell Y, Svensson K, Malchau H, Ahlstrom L,  
Grant P 
Instrument tables equipped with local laminar airflow units reduce 
bacterial contamination during orthopedic surgery 
In manuscript 
 

• The INFORM study group 
One-stage or two-stage revision surgery for prosthetic hip 
joint infection: a randomised controlled trial.  
Study protocol available151 
 

• PRISS expertgrupp 2019  
Mohaddes M, Svensson K, Stefánsdóttir A, Rydén C, 
Andersson I, Tammelin A, Gustafson P 
Riskfaktorer för ledprotesrelaterad infektion samt 
optimering av patient inför ledprotesoperation 
PRISS Slutrapport 2019 
www.lof.se/wp-content/uploads/Riskfaktorer-samt-
optimering.pdf  
 

 

 ACKNOWLEDGEMENTS 

97 

ACKNOWLEDGEMENTS 
 
It has been a journey filled with challenges but overall an insightful time in my 
life. Along the way I have had the privilege to meet many people who have 
encouraged, inspired and helped me in my research work and for that I am very 
grateful! I will not be able to mention all of you but I hope that you know who you 
are and if not that I will be able to express my gratitude in person next time we 
meet.  
 
Ola Rolfson, my main supervisor, for your guidance during the course of these 
projects. Your amazing analytical ability, spot-on reflections and thought-through 
advice has enhanced the projects of this thesis and challenged me to do my best. 
Thank you for teaching me so  much about research work, for believing in me and 
for your encouragement along the way! 
 
Maziar Mohaddes, my supervisor, for your humor and enthusiasm for research. 
Thank you for making the late hours of SPSS guidance fun, for your faith in me, 
for challenging me and for many great conversations - ranging from p-values to 
life management (of which there are many apps, lists and painting classes to be 
further explored - I’m sure!) - during the years! 
 
Margarita Trobos, my supervisor, for your support, insightful help and warmth. 
Your work ethic is extraordinary and I’m very grateful for your commitment, 
especially during the past year. I have learned much from you and I look forward 
to learning more about navigating through extensive colour-coded Excel sheets, 
crunching SPSS and perfecting diagrams with you! 
 
Johan Kärrholm, my supervisor, for taking me on as a PhD student and for giving 
me prompt (and often early!) feedback whenever needed. Your dedication, insight 
and knowledge is inspiring and I am awed by the ease of which you manage 
databases, statistics and really tricky questions. Thank you for your careful editing 
of this thesis and wise input throughout this jouney! 
 
Annette Erichsen Andersson, my supervisor, for opening up the world of 
qualitative research for me, and for being a sounding wall for my ideas whenever 
I got stuck. Thank you for your encouragement! 
 
Henrik Malchau, for opening the doors, introducing me to the many people 
involved in this thesis and for being somewhat of a mentor for me during the past 
years. You have taught me that a problem never really is a problem, and your 
positive outlook, generosity and inclusive ways are just a few of your many 
inspirational traits. I feel privileged having had the opportunity to work under your 
guidance! 



 9 RELATED PROJECTS NOT INCLUDED IN THIS THESIS 

96 

9 RELATED PROJECTS NOT 
INCLUDED IN THIS THESIS  

 
• Bargon R, Bruenke J, Carli A, Fabritius M, Goel R, 

Goswami K, Graf P, Groff H, Grupp T, Malchau H, 
Mohaddes M, Novaes de Santana C, Scott Phillips K, Rohde 
H, Rolfson O, Rondon A, Schaer T, Sculco P, Svensson K  
General Assembly, Research Caveats: Proceedings of 
International Consensus on Orthopedic Infections 
Journal of Arthroplasty, 2019;34(2S):S245-253.e1 
 

• Seth Caous J, Fridell Y, Svensson K, Malchau H, Ahlstrom L,  
Grant P 
Instrument tables equipped with local laminar airflow units reduce 
bacterial contamination during orthopedic surgery 
In manuscript 
 

• The INFORM study group 
One-stage or two-stage revision surgery for prosthetic hip 
joint infection: a randomised controlled trial.  
Study protocol available151 
 

• PRISS expertgrupp 2019  
Mohaddes M, Svensson K, Stefánsdóttir A, Rydén C, 
Andersson I, Tammelin A, Gustafson P 
Riskfaktorer för ledprotesrelaterad infektion samt 
optimering av patient inför ledprotesoperation 
PRISS Slutrapport 2019 
www.lof.se/wp-content/uploads/Riskfaktorer-samt-
optimering.pdf  
 

 

 ACKNOWLEDGEMENTS 

97 

ACKNOWLEDGEMENTS 
 
It has been a journey filled with challenges but overall an insightful time in my 
life. Along the way I have had the privilege to meet many people who have 
encouraged, inspired and helped me in my research work and for that I am very 
grateful! I will not be able to mention all of you but I hope that you know who you 
are and if not that I will be able to express my gratitude in person next time we 
meet.  
 
Ola Rolfson, my main supervisor, for your guidance during the course of these 
projects. Your amazing analytical ability, spot-on reflections and thought-through 
advice has enhanced the projects of this thesis and challenged me to do my best. 
Thank you for teaching me so  much about research work, for believing in me and 
for your encouragement along the way! 
 
Maziar Mohaddes, my supervisor, for your humor and enthusiasm for research. 
Thank you for making the late hours of SPSS guidance fun, for your faith in me, 
for challenging me and for many great conversations - ranging from p-values to 
life management (of which there are many apps, lists and painting classes to be 
further explored - I’m sure!) - during the years! 
 
Margarita Trobos, my supervisor, for your support, insightful help and warmth. 
Your work ethic is extraordinary and I’m very grateful for your commitment, 
especially during the past year. I have learned much from you and I look forward 
to learning more about navigating through extensive colour-coded Excel sheets, 
crunching SPSS and perfecting diagrams with you! 
 
Johan Kärrholm, my supervisor, for taking me on as a PhD student and for giving 
me prompt (and often early!) feedback whenever needed. Your dedication, insight 
and knowledge is inspiring and I am awed by the ease of which you manage 
databases, statistics and really tricky questions. Thank you for your careful editing 
of this thesis and wise input throughout this jouney! 
 
Annette Erichsen Andersson, my supervisor, for opening up the world of 
qualitative research for me, and for being a sounding wall for my ideas whenever 
I got stuck. Thank you for your encouragement! 
 
Henrik Malchau, for opening the doors, introducing me to the many people 
involved in this thesis and for being somewhat of a mentor for me during the past 
years. You have taught me that a problem never really is a problem, and your 
positive outlook, generosity and inclusive ways are just a few of your many 
inspirational traits. I feel privileged having had the opportunity to work under your 
guidance! 



 ACKNOWLEDGEMENTS 

98 

Jón Karlsson, for your encouragement and for always having the PhD student’s 
best interest at heart - thank you! 
 
Helena Brisby, for your help in recruiting me back in the day. If I become a tad bit 
of the superwoman you are, I will be very content. 
 
Peter Grant, for your enthusiasm, warmth and dedication. Thank you for your 
encouragement the past years.  
 
Adad Baranto, for believing in me as a medical student and introducing me to 
research work as well as to the orthopaedic unit at Sahlgrenska. 
 
Linnéa Teljas-Puranen, for your excellent illustrations, for taking on this project 
and interpreting the ideas so brilliantly.  
 
Margareta Svensson, for proof-reading this thesis, leaving me with several 
observant and well put pointers – as always.  
 
Cina Holmer, for your help with all the paperwork and administration throughout 
my PhD studies. 
 
Paper I Jonatan Tillander for enthusiastically sharing your incredible knowledge 
on PJI, Maria Hoffmann and Magdalena Zaborowska for dusting off my pipette 
skills, Peter Thomsen, Inigo Lasa, Henrik Malchau, Björn Andersson, Bodil 
Jönsson for valuable help in starting up and completing this project! Also, thank 
you to everyone who consented to participating in this study. 
 
Paper II Olof Sköldenberg, Jörg Schilcher, Stergios Lazarinis and Per-Erik 
“Pelle” Johansson for your insightfulness and enthusiasm. Emma Nauclér, for your 
meticulous work and patience throughout the analyzing process! Johanna Vinblad 
for keeping track of my many kilograms of mail and for your encouragement. 
Further, a huge thank you to everyone who contributed with the supplementary 
data. It urged for an immense effort and for that – thank you! 
 
Paper III Thank you to all the contributors to the SHAR. Without your dedication 
and hard work this study would not have been possible! 
 
Paper IV A big thank you to all the clinicians who set aside time and agreed to 
take part in this study. It was a privilege to hear about your thoughts, feelings and 
experiences.  
 
The Department of Biomaterials, Gothenburg University – for your hospitality and 
for more or less being my second home in February 2020! 
 

 ACKNOWLEDGEMENTS 

99 

The Department of Orthopaedics, Sahlgrenska University Hospital – Anna 
Nilsdotter (head of the department), Henrik Malchau (former head of the 
department), Jonas Thanner (head of the residency program) and Anna Rubenson 
(head of the trauma team) for your encouragement and for giving me the 
opportunity to pursue this project.  

Everyone in the trauma team! Tack för den härliga och trivsamma miljö ni skapar 
och för den fantastiska stöttning ni har gett mig under första året som ST. Det är 
enormt att få ta del av den kunskap som finns bland er.  

A special thanks to Mikael Sundfeldt, my clinical supervisor, for great guidance 
and support. 

My residency colleagues for the fun and helpful atmosphere at Mölndal’s 
hospital. I look forward to many more years together.  

The arthroplasty team and spinal surgery team with whom I had the privilege to 
work prior to my residency and who made my career choice very easy!  

Karin and Karin for the many laughs and for your great support. I now know 
everything I need to know about the Nobel Prize dinner.  

My friends for your support throughout this project! I am incredibly lucky to 
have so many wonderful people around me and in one way or another you 
have all contributed to this thesis (I will get around to thanking all of you in 
person)! Some of you have been more involved during the past years and I would 
like to express my thanks to: 

Axel Öhlin för att du alltid är steget före och uppmuntrar mig till detsamma. 
Tack för alla kloka och roliga diskussioner under åren, jag ser fram emot att 
följas åt i många år framöver! 

Klara Andersson för att du sedan labbarna under termin ett på läkarprogrammet 
till doktorandkurserna i fjol förgyllt allt vad studier (och fritid!) heter med 
din humor, närhet till skratt och fina vänskap. Tack för att du har hållit 
gågubbarna gröna, lunchrasterna långa (!), äventyren många och alltid-alltid 
förstår. Mot en rävig framtid!  

Nina Persson och Klara Bodinson som hejat på, skrattat och peppat från 
löparbanan och ända in i vuxenlivet. Tack för välbehövliga månadsbad, 
vinkvällar och tant-retreats!  

My family of Bäckströms, Malchaus and Svenssons: 

Min härliga moster Gunilla, Sven, familjen Malchau-Lauesgaard och familjen 
Malchau-Carlsen.  



 ACKNOWLEDGEMENTS 

98 

Jón Karlsson, for your encouragement and for always having the PhD student’s 
best interest at heart - thank you! 
 
Helena Brisby, for your help in recruiting me back in the day. If I become a tad bit 
of the superwoman you are, I will be very content. 
 
Peter Grant, for your enthusiasm, warmth and dedication. Thank you for your 
encouragement the past years.  
 
Adad Baranto, for believing in me as a medical student and introducing me to 
research work as well as to the orthopaedic unit at Sahlgrenska. 
 
Linnéa Teljas-Puranen, for your excellent illustrations, for taking on this project 
and interpreting the ideas so brilliantly.  
 
Margareta Svensson, for proof-reading this thesis, leaving me with several 
observant and well put pointers – as always.  
 
Cina Holmer, for your help with all the paperwork and administration throughout 
my PhD studies. 
 
Paper I Jonatan Tillander for enthusiastically sharing your incredible knowledge 
on PJI, Maria Hoffmann and Magdalena Zaborowska for dusting off my pipette 
skills, Peter Thomsen, Inigo Lasa, Henrik Malchau, Björn Andersson, Bodil 
Jönsson for valuable help in starting up and completing this project! Also, thank 
you to everyone who consented to participating in this study. 
 
Paper II Olof Sköldenberg, Jörg Schilcher, Stergios Lazarinis and Per-Erik 
“Pelle” Johansson for your insightfulness and enthusiasm. Emma Nauclér, for your 
meticulous work and patience throughout the analyzing process! Johanna Vinblad 
for keeping track of my many kilograms of mail and for your encouragement. 
Further, a huge thank you to everyone who contributed with the supplementary 
data. It urged for an immense effort and for that – thank you! 
 
Paper III Thank you to all the contributors to the SHAR. Without your dedication 
and hard work this study would not have been possible! 
 
Paper IV A big thank you to all the clinicians who set aside time and agreed to 
take part in this study. It was a privilege to hear about your thoughts, feelings and 
experiences.  
 
The Department of Biomaterials, Gothenburg University – for your hospitality and 
for more or less being my second home in February 2020! 
 

 ACKNOWLEDGEMENTS 

99 

The Department of Orthopaedics, Sahlgrenska University Hospital – Anna 
Nilsdotter (head of the department), Henrik Malchau (former head of the 
department), Jonas Thanner (head of the residency program) and Anna Rubenson 
(head of the trauma team) for your encouragement and for giving me the 
opportunity to pursue this project.  

Everyone in the trauma team! Tack för den härliga och trivsamma miljö ni skapar 
och för den fantastiska stöttning ni har gett mig under första året som ST. Det är 
enormt att få ta del av den kunskap som finns bland er.  

A special thanks to Mikael Sundfeldt, my clinical supervisor, for great guidance 
and support. 

My residency colleagues for the fun and helpful atmosphere at Mölndal’s 
hospital. I look forward to many more years together.  

The arthroplasty team and spinal surgery team with whom I had the privilege to 
work prior to my residency and who made my career choice very easy!  

Karin and Karin for the many laughs and for your great support. I now know 
everything I need to know about the Nobel Prize dinner.  

My friends for your support throughout this project! I am incredibly lucky to 
have so many wonderful people around me and in one way or another you 
have all contributed to this thesis (I will get around to thanking all of you in 
person)! Some of you have been more involved during the past years and I would 
like to express my thanks to: 

Axel Öhlin för att du alltid är steget före och uppmuntrar mig till detsamma. 
Tack för alla kloka och roliga diskussioner under åren, jag ser fram emot att 
följas åt i många år framöver! 

Klara Andersson för att du sedan labbarna under termin ett på läkarprogrammet 
till doktorandkurserna i fjol förgyllt allt vad studier (och fritid!) heter med 
din humor, närhet till skratt och fina vänskap. Tack för att du har hållit 
gågubbarna gröna, lunchrasterna långa (!), äventyren många och alltid-alltid 
förstår. Mot en rävig framtid!  

Nina Persson och Klara Bodinson som hejat på, skrattat och peppat från 
löparbanan och ända in i vuxenlivet. Tack för välbehövliga månadsbad, 
vinkvällar och tant-retreats!  

My family of Bäckströms, Malchaus and Svenssons: 

Min härliga moster Gunilla, Sven, familjen Malchau-Lauesgaard och familjen 
Malchau-Carlsen.  



 ACKNOWLEDGEMENTS 

100 

Mormor Ulla och morfar Örjan för att ni i 30 år orubbligt har hejat på mig (havet 
är djupt!). 

Henrik och Inger, för ert ovärderliga stöd de senaste åren. För er omtanke och att 
er dörr alltid står öppen - och har gjort det sedan dag ett! Jag är lyckligt lottad som 
har fått två så fina svärföräldrar och ser fram emot att dagarna som ”trött ungdom” 
snart är över så att vi kan umgås långt inpå småtimmarna! 

Min syster Ingrid, den bästa man kan önska sig! Tack för att du alltid finns där för 
mig, redo att ställa upp som min ärligaste kritiker och påminna mig om att äldst 
inte alltid vet bäst (men oftast så…)! 

Mamma Margareta och pappa Bo-Erik, jag har er att tacka för ALLT! Under hela 
mitt liv har ni uppmuntrat mig att följa varje spår och stöttat i alla idéer. Alltid 
närvarande och delaktiga. Från mattetal och läxor vid köksbordet klockan sent till 
att heldagsfrysa i ett regnigt Macclesfield mm! Ni sätter alltid Ingrids och mitt 
bästa först och ställer alltid upp med tålmodiga öron och kloka råd. Tack för att ni 
är så fantastiska, jag är så oerhört glad över att få vara er dotter! 

Erik - var ska jag börja? Tack för din ständiga stöttning, oerhörda omtanke och 
kärlek. För att du alltid har mitt bästa i sikte och tålmodigt, lugnt och klokt plockar 
ner bollarna när mina blir för många i luften. Tack för flera timmars IT-support, 
för att du har stått ut med att varje yta (utom skrivbordet) varit belamrat med 
forskning och för att du när det behövs alltid kan ”turn my frown upside down”. 
Min bästa vän. Livets person. Tack för att du gör allt så roligt!  

FUNDING SUPPORT 

101 

FUNDING SUPPORT 
 
The research projects in this thesis have been financially supported by:  
 
Paper I 
• The European Union’s Horizon 2020 research and innovation programme 
under the Marie Skłodowska-Curie grant agreement No 754412 (MoRE2020 - 
Region Västra Götaland)  
• CARe - Centre for Antibiotic Resistance Research at University of 
Gothenburg, Swedish Research Council (2018-02891)  
• The ALF agreement regional research grants (ALFGBG-725641; ALFGBG-
719961) and ALF funding for clinical treatment research 2020-2022 
(ALFGBG-925201)  
• The Inga-Britt and Arne Lundberg Foundation  
• The Hjalmar Svensson Foundation  
• Doctor Felix Neubergh’s Foundation  
• The Adlerbertska Foundation  
• The Sylvan Foundation. Göteborgs Läkarsällskap/The Gothenburg Medical 
Society research grants (PhD study grants and Svea Bäcksins grant GLS-
780551)  
• The area of Advanced Materials of Chalmers/GU Biomaterials within the 
Strategic Research Area initiative launched by the Swedish government.  
 
Paper II 
• The ALF agreement regional research grants (ALFGBG-719961)  
• Doctor Felix Neubergh’s foundation. 
 
Paper III 
• The ALF agreement regional research grants (ALFGBG-719961). 
 
Paper IV 
• The ALF agreement regional research grants (ALFGBG-719961)  
• Doctor Felix Neubergh’s Foundation. 
  
 
 
 
 

 



 ACKNOWLEDGEMENTS 

100 

Mormor Ulla och morfar Örjan för att ni i 30 år orubbligt har hejat på mig (havet 
är djupt!). 

Henrik och Inger, för ert ovärderliga stöd de senaste åren. För er omtanke och att 
er dörr alltid står öppen - och har gjort det sedan dag ett! Jag är lyckligt lottad som 
har fått två så fina svärföräldrar och ser fram emot att dagarna som ”trött ungdom” 
snart är över så att vi kan umgås långt inpå småtimmarna! 

Min syster Ingrid, den bästa man kan önska sig! Tack för att du alltid finns där för 
mig, redo att ställa upp som min ärligaste kritiker och påminna mig om att äldst 
inte alltid vet bäst (men oftast så…)! 

Mamma Margareta och pappa Bo-Erik, jag har er att tacka för ALLT! Under hela 
mitt liv har ni uppmuntrat mig att följa varje spår och stöttat i alla idéer. Alltid 
närvarande och delaktiga. Från mattetal och läxor vid köksbordet klockan sent till 
att heldagsfrysa i ett regnigt Macclesfield mm! Ni sätter alltid Ingrids och mitt 
bästa först och ställer alltid upp med tålmodiga öron och kloka råd. Tack för att ni 
är så fantastiska, jag är så oerhört glad över att få vara er dotter! 

Erik - var ska jag börja? Tack för din ständiga stöttning, oerhörda omtanke och 
kärlek. För att du alltid har mitt bästa i sikte och tålmodigt, lugnt och klokt plockar 
ner bollarna när mina blir för många i luften. Tack för flera timmars IT-support, 
för att du har stått ut med att varje yta (utom skrivbordet) varit belamrat med 
forskning och för att du när det behövs alltid kan ”turn my frown upside down”. 
Min bästa vän. Livets person. Tack för att du gör allt så roligt!  

FUNDING SUPPORT 

101 

FUNDING SUPPORT 
 
The research projects in this thesis have been financially supported by:  
 
Paper I 
• The European Union’s Horizon 2020 research and innovation programme 
under the Marie Skłodowska-Curie grant agreement No 754412 (MoRE2020 - 
Region Västra Götaland)  
• CARe - Centre for Antibiotic Resistance Research at University of 
Gothenburg, Swedish Research Council (2018-02891)  
• The ALF agreement regional research grants (ALFGBG-725641; ALFGBG-
719961) and ALF funding for clinical treatment research 2020-2022 
(ALFGBG-925201)  
• The Inga-Britt and Arne Lundberg Foundation  
• The Hjalmar Svensson Foundation  
• Doctor Felix Neubergh’s Foundation  
• The Adlerbertska Foundation  
• The Sylvan Foundation. Göteborgs Läkarsällskap/The Gothenburg Medical 
Society research grants (PhD study grants and Svea Bäcksins grant GLS-
780551)  
• The area of Advanced Materials of Chalmers/GU Biomaterials within the 
Strategic Research Area initiative launched by the Swedish government.  
 
Paper II 
• The ALF agreement regional research grants (ALFGBG-719961)  
• Doctor Felix Neubergh’s foundation. 
 
Paper III 
• The ALF agreement regional research grants (ALFGBG-719961). 
 
Paper IV 
• The ALF agreement regional research grants (ALFGBG-719961)  
• Doctor Felix Neubergh’s Foundation. 
  
 
 
 
 

 



REFERENCES 

102 

REFERENCES 
 
1. Moore AJ, Blom AW, Whitehouse MR, Gooberman-Hill R. Deep prosthetic joint 
infection: a qualitative study of the impact on patients and their experiences of revision 
surgery. BMJ Open. 2015;5(12):e009495. 
 
2. Svenska Höftprotesregistret Årsrapport 2018  
2019. [Available from: 
https://registercentrum.blob.core.windows.net/shpr/r/Arsrapport_2018_Hoftprotes_fi
nal_web-rJgg8LvkOB.pdf 
 
3.Årsrapport 2019 Svenska knäprotesregistret. 2019. 
[Available from: https://myknee.se/pdf/SVK_2019_v1.1.pdf 
 
4. Jamsen E, Huotari K, Huhtala H, Nevalainen J, Konttinen YT. Low rate of infected 
knee replacements in a nationwide series--is it an underestimate? Acta Orthop. 
2009;80(2):205-12. 
 
5. Andersson AE, Bergh I, Karlsson J, Nilsson K. Patients' experiences of acquiring a 
deep surgical site infection: an interview study. Am J Infect Control. 2010;38(9):711-
7. 
 
6. Mallon CM, Gooberman-Hill R, Moore AJ. Infection after knee replacement: a 
qualitative study of impact of periprosthetic knee infection. BMC Musculoskelet 
Disord. 2018;19(1):352. 
 
7. Kuiper JW, Vos SJ, Saouti R, Vergroesen DA, Graat HC, Debets-Ossenkopp YJ, et 
al. Prosthetic joint-associated infections treated with DAIR (debridement, antibiotics, 
irrigation, and retention): analysis of risk factors and local antibiotic carriers in 91 
patients. Acta Orthop. 2013;84(4):380-6. 
 
8. Wouthuyzen-Bakker M, Sebillotte M, Lomas J, Kendrick B, Palomares EB, Murillo 
O, et al. Timing of implant-removal in late acute periprosthetic joint infection: A 
multicenter observational study. J Infect. 2019;79(3):199-205. 
 
9. Bozic KJ, Ries MD. The impact of infection after total hip arthroplasty on hospital 
and surgeon resource utilization. J Bone Joint Surg Am. 2005;87(8):1746-51. 
 
10. Puhto T, Puhto AP, Vielma M, Syrjala H. Infection triples the cost of a primary 
joint arthroplasty. Infect Dis (Lond). 2019;51(5):348-55. 
 

REFERENCES 

103 

11. Parisi TJ, Konopka JF, Bedair HS. What is the Long-term Economic Societal 
Effect of Periprosthetic Infections After THA? A Markov Analysis. Clin Orthop Relat 
Res. 2017;475(7):1891-900. 
 
12. Kallala RF, Vanhegan IS, Ibrahim MS, Sarmah S, Haddad FS. Financial analysis 
of revision knee surgery based on NHS tariffs and hospital costs: does it pay to provide 
a revision service? Bone Joint J. 2015;97-B(2):197-201. 
 
13. Parvizi J, Pawasarat IM, Azzam KA, Joshi A, Hansen EN, Bozic KJ. Periprosthetic 
joint infection: the economic impact of methicillin-resistant infections. J Arthroplasty. 
2010;25(6 Suppl):103-7. 
 
14. Zhu M, Ravi S, Frampton C, Luey C, Young S. New Zealand Joint Registry data 
underestimates the rate of prosthetic joint infection. Acta Orthop. 2016;87(4):346-50. 
 
15. Kamp MC, van Kempen R, Janssen L, van der Steen MCM. First results of a 
uniform regional treatment protocol and registration for acute prosthetic join infection 
in the South-East of the Netherlands. J Bone Jt Infect. 2019;4(3):133-9. 
 
16. Wang FD, Wang YP, Chen CF, Chen HP. The incidence rate, trend and 
microbiological aetiology of prosthetic joint infection after total knee arthroplasty: A 
13 years' experience from a tertiary medical center in Taiwan. J Microbiol Immunol 
Infect. 2018;51(6):717-22. 
 
17. Huotari K, Lyytikainen O, Ollgren J, Virtanen MJ, Seitsalo S, Palonen R, et al. 
Disease burden of prosthetic joint infections after hip and knee joint replacement in 
Finland during 1999-2004: capture-recapture estimation. J Hosp Infect. 
2010;75(3):205-8. 
18. Dale H, Hallan G, Hallan G, Espehaug B, Havelin LI, Engesaeter LB. Increasing 
risk of revision due to deep infection after hip arthroplasty. Acta Orthop. 
2009;80(6):639-45. 
 
19. Lenguerrand E, Whitehouse MR, Beswick AD, Toms AD, Porter ML, Blom AW, 
et al. Description of the rates, trends and surgical burden associated with revision for 
prosthetic joint infection following primary and revision knee replacements in England 
and Wales: an analysis of the National Joint Registry for England, Wales, Northern 
Ireland and the Isle of Man. BMJ Open. 2017;7(7):e014056. 
 
20. Chang CH, Lee SH, Lin YC, Wang YC, Chang CJ, Hsieh PH. Increased 
periprosthetic hip and knee infection projected from 2014 to 2035 in Taiwan. J Infect 
Public Health. 2020. 
 
21. Kurtz SM, Lau E, Watson H, Schmier JK, Parvizi J. Economic burden of 
periprosthetic joint infection in the United States. J Arthroplasty. 2012;27(8 Suppl):61-
5 e1. 



REFERENCES 

102 

REFERENCES 
 
1. Moore AJ, Blom AW, Whitehouse MR, Gooberman-Hill R. Deep prosthetic joint 
infection: a qualitative study of the impact on patients and their experiences of revision 
surgery. BMJ Open. 2015;5(12):e009495. 
 
2. Svenska Höftprotesregistret Årsrapport 2018  
2019. [Available from: 
https://registercentrum.blob.core.windows.net/shpr/r/Arsrapport_2018_Hoftprotes_fi
nal_web-rJgg8LvkOB.pdf 
 
3.Årsrapport 2019 Svenska knäprotesregistret. 2019. 
[Available from: https://myknee.se/pdf/SVK_2019_v1.1.pdf 
 
4. Jamsen E, Huotari K, Huhtala H, Nevalainen J, Konttinen YT. Low rate of infected 
knee replacements in a nationwide series--is it an underestimate? Acta Orthop. 
2009;80(2):205-12. 
 
5. Andersson AE, Bergh I, Karlsson J, Nilsson K. Patients' experiences of acquiring a 
deep surgical site infection: an interview study. Am J Infect Control. 2010;38(9):711-
7. 
 
6. Mallon CM, Gooberman-Hill R, Moore AJ. Infection after knee replacement: a 
qualitative study of impact of periprosthetic knee infection. BMC Musculoskelet 
Disord. 2018;19(1):352. 
 
7. Kuiper JW, Vos SJ, Saouti R, Vergroesen DA, Graat HC, Debets-Ossenkopp YJ, et 
al. Prosthetic joint-associated infections treated with DAIR (debridement, antibiotics, 
irrigation, and retention): analysis of risk factors and local antibiotic carriers in 91 
patients. Acta Orthop. 2013;84(4):380-6. 
 
8. Wouthuyzen-Bakker M, Sebillotte M, Lomas J, Kendrick B, Palomares EB, Murillo 
O, et al. Timing of implant-removal in late acute periprosthetic joint infection: A 
multicenter observational study. J Infect. 2019;79(3):199-205. 
 
9. Bozic KJ, Ries MD. The impact of infection after total hip arthroplasty on hospital 
and surgeon resource utilization. J Bone Joint Surg Am. 2005;87(8):1746-51. 
 
10. Puhto T, Puhto AP, Vielma M, Syrjala H. Infection triples the cost of a primary 
joint arthroplasty. Infect Dis (Lond). 2019;51(5):348-55. 
 

REFERENCES 

103 

11. Parisi TJ, Konopka JF, Bedair HS. What is the Long-term Economic Societal 
Effect of Periprosthetic Infections After THA? A Markov Analysis. Clin Orthop Relat 
Res. 2017;475(7):1891-900. 
 
12. Kallala RF, Vanhegan IS, Ibrahim MS, Sarmah S, Haddad FS. Financial analysis 
of revision knee surgery based on NHS tariffs and hospital costs: does it pay to provide 
a revision service? Bone Joint J. 2015;97-B(2):197-201. 
 
13. Parvizi J, Pawasarat IM, Azzam KA, Joshi A, Hansen EN, Bozic KJ. Periprosthetic 
joint infection: the economic impact of methicillin-resistant infections. J Arthroplasty. 
2010;25(6 Suppl):103-7. 
 
14. Zhu M, Ravi S, Frampton C, Luey C, Young S. New Zealand Joint Registry data 
underestimates the rate of prosthetic joint infection. Acta Orthop. 2016;87(4):346-50. 
 
15. Kamp MC, van Kempen R, Janssen L, van der Steen MCM. First results of a 
uniform regional treatment protocol and registration for acute prosthetic join infection 
in the South-East of the Netherlands. J Bone Jt Infect. 2019;4(3):133-9. 
 
16. Wang FD, Wang YP, Chen CF, Chen HP. The incidence rate, trend and 
microbiological aetiology of prosthetic joint infection after total knee arthroplasty: A 
13 years' experience from a tertiary medical center in Taiwan. J Microbiol Immunol 
Infect. 2018;51(6):717-22. 
 
17. Huotari K, Lyytikainen O, Ollgren J, Virtanen MJ, Seitsalo S, Palonen R, et al. 
Disease burden of prosthetic joint infections after hip and knee joint replacement in 
Finland during 1999-2004: capture-recapture estimation. J Hosp Infect. 
2010;75(3):205-8. 
18. Dale H, Hallan G, Hallan G, Espehaug B, Havelin LI, Engesaeter LB. Increasing 
risk of revision due to deep infection after hip arthroplasty. Acta Orthop. 
2009;80(6):639-45. 
 
19. Lenguerrand E, Whitehouse MR, Beswick AD, Toms AD, Porter ML, Blom AW, 
et al. Description of the rates, trends and surgical burden associated with revision for 
prosthetic joint infection following primary and revision knee replacements in England 
and Wales: an analysis of the National Joint Registry for England, Wales, Northern 
Ireland and the Isle of Man. BMJ Open. 2017;7(7):e014056. 
 
20. Chang CH, Lee SH, Lin YC, Wang YC, Chang CJ, Hsieh PH. Increased 
periprosthetic hip and knee infection projected from 2014 to 2035 in Taiwan. J Infect 
Public Health. 2020. 
 
21. Kurtz SM, Lau E, Watson H, Schmier JK, Parvizi J. Economic burden of 
periprosthetic joint infection in the United States. J Arthroplasty. 2012;27(8 Suppl):61-
5 e1. 



REFERENCES 

104 

22. Dale H, Fenstad AM, Hallan G, Havelin LI, Furnes O, Overgaard S, et al. 
Increasing risk of prosthetic joint infection after total hip arthroplasty. Acta Orthop. 
2012;83(5):449-58. 
 
23. Perfetti DC, Boylan MR, Naziri Q, Paulino CB, Kurtz SM, Mont MA. Have 
Periprosthetic Hip Infection Rates Plateaued? J Arthroplasty. 2017;32(7):2244-7. 
 
24. Nemes S, Gordon M, Rogmark C, Rolfson O. Projections of total hip replacement 
in Sweden from 2013 to 2030. Acta Orthop. 2014;85(3):238-43. 
 
25. Sloan M, Premkumar A, Sheth NP. Projected Volume of Primary Total Joint 
Arthroplasty in the U.S., 2014 to 2030. J Bone Joint Surg Am. 2018;100(17):1455-60. 
 
26. Sugden R, Kelly R, Davies S. Combatting antimicrobial resistance globally. Nat 
Microbiol. 2016;1(10):16187. 
 
27. The Review on Antimicrobial Resistance. 2014 [Available from: https://amr-
review.org/sites/default/files/AMR%20Review%20Paper%20-
%20Tackling%20a%20crisis&20for%20the%20health%20and%20wealth%20of%20
nations_1.pdf 
 
28. International Consensus Meeting on Prosthetic Joint Infection Philadelphia2018 
[Available from: https://icmphilly.com/document/icm-2018-hip-and-knee-document/. 
 
29. Busscher HJ, van der Mei HC, Subbiahdoss G, Jutte PC, van den Dungen JJ, Zaat 
SA, et al. Biomaterial-associated infection: locating the finish line in the race for the 
surface. Sci Transl Med. 2012;4(153):153rv10. 
 
30. Barrett L, Atkins B. The clinical presentation of prosthetic joint infection. J 
Antimicrob Chemother. 2014;69 Suppl 1:i25-7. 
 
31. Peel TN, Cheng AC, Buising KL, Choong PF. Microbiological aetiology, 
epidemiology, and clinical profile of prosthetic joint infections: are current antibiotic 
prophylaxis guidelines effective? Antimicrob Agents Chemother. 2012;56(5):2386-
91. 
 
32. Zimmerli W, Moser C. Pathogenesis and treatment concepts of orthopaedic biofilm 
infections. FEMS Immunol Med Microbiol. 2012;65(2):158-68. 
 
33. Trampuz A, Zimmerli W. Prosthetic joint infections: update in diagnosis and 
treatment. Swiss Med Wkly. 2005;135(17-18):243-51. 
 
34. Jacobs AME, Valkering LJJ, Benard M, Meis JF, Goosen JHM. Evaluation One 
Year after DAIR Treatment in 91 Suspected Early Prosthetic Joint Infections in 
Primary Knee and Hip Arthroplasty. J Bone Jt Infect. 2019;4(5):238-44. 

REFERENCES 

105 

35. Bergkvist M, Mukka SS, Johansson L, Ahl TE, Sayed-Noor AS, Skoldenberg OG, 
et al. Debridement, antibiotics and implant retention in early periprosthetic joint 
infection. Hip Int. 2016;26(2):138-43. 
 
36. Benito N, Franco M, Ribera A, Soriano A, Rodriguez-Pardo D, Sorli L, et al. Time 
trends in the aetiology of prosthetic joint infections: a multicentre cohort study. Clin 
Microbiol Infect. 2016;22(8):732 e1-8. 
 
37. Bemer P, Leger J, Tande D, Plouzeau C, Valentin AS, Jolivet-Gougeon A, et al. 
How Many Samples and How Many Culture Media To Diagnose a Prosthetic Joint 
Infection: a Clinical and Microbiological Prospective Multicenter Study. J Clin 
Microbiol. 2016;54(2):385-91. 
 
38. Tornero E, Morata L, Martinez-Pastor JC, Bori G, Climent C, Garcia-Velez DM, 
et al. KLIC-score for predicting early failure in prosthetic joint infections treated with 
debridement, implant retention and antibiotics. Clin Microbiol Infect. 2015;21(8):786 
e9- e17. 
 
39. Grammatopoulos G, Bolduc ME, Atkins BL, Kendrick BJL, McLardy-Smith P, 
Murray DW, et al. Functional outcome of debridement, antibiotics and implant 
retention in periprosthetic joint infection involving the hip: a case-control study. Bone 
Joint J. 2017;99-B(5):614-22. 
 
40. Grammatopoulos G, Kendrick B, McNally M, Athanasou NA, Atkins B, McLardy-
Smith P, et al. Outcome Following Debridement, Antibiotics, and Implant Retention 
in Hip Periprosthetic Joint Infection-An 18-Year Experience. J Arthroplasty. 
2017;32(7):2248-55. 
 
41. Arciola CR, Campoccia D, Montanaro L. Implant infections: adhesion, biofilm 
formation and immune evasion. Nat Rev Microbiol. 2018;16(7):397-409. 
 
42. Thammavongsa V, Kim HK, Missiakas D, Schneewind O. Staphylococcal 
manipulation of host immune responses. Nat Rev Microbiol. 2015;13(9):529-43. 
 
43. Menzies BE, Kourteva I. Internalization of Staphylococcus aureus by endothelial 
cells induces apoptosis. Infect Immun. 1998;66(12):5994-8. 
 
44. Otto M. Staphylococcus epidermidis--the 'accidental' pathogen. Nat Rev 
Microbiol. 2009;7(8):555-67. 
 
45. Zimmerli W, Sendi P. Orthopaedic biofilm infections. APMIS. 2017;125(4):353-
64. 
 



REFERENCES 

104 

22. Dale H, Fenstad AM, Hallan G, Havelin LI, Furnes O, Overgaard S, et al. 
Increasing risk of prosthetic joint infection after total hip arthroplasty. Acta Orthop. 
2012;83(5):449-58. 
 
23. Perfetti DC, Boylan MR, Naziri Q, Paulino CB, Kurtz SM, Mont MA. Have 
Periprosthetic Hip Infection Rates Plateaued? J Arthroplasty. 2017;32(7):2244-7. 
 
24. Nemes S, Gordon M, Rogmark C, Rolfson O. Projections of total hip replacement 
in Sweden from 2013 to 2030. Acta Orthop. 2014;85(3):238-43. 
 
25. Sloan M, Premkumar A, Sheth NP. Projected Volume of Primary Total Joint 
Arthroplasty in the U.S., 2014 to 2030. J Bone Joint Surg Am. 2018;100(17):1455-60. 
 
26. Sugden R, Kelly R, Davies S. Combatting antimicrobial resistance globally. Nat 
Microbiol. 2016;1(10):16187. 
 
27. The Review on Antimicrobial Resistance. 2014 [Available from: https://amr-
review.org/sites/default/files/AMR%20Review%20Paper%20-
%20Tackling%20a%20crisis&20for%20the%20health%20and%20wealth%20of%20
nations_1.pdf 
 
28. International Consensus Meeting on Prosthetic Joint Infection Philadelphia2018 
[Available from: https://icmphilly.com/document/icm-2018-hip-and-knee-document/. 
 
29. Busscher HJ, van der Mei HC, Subbiahdoss G, Jutte PC, van den Dungen JJ, Zaat 
SA, et al. Biomaterial-associated infection: locating the finish line in the race for the 
surface. Sci Transl Med. 2012;4(153):153rv10. 
 
30. Barrett L, Atkins B. The clinical presentation of prosthetic joint infection. J 
Antimicrob Chemother. 2014;69 Suppl 1:i25-7. 
 
31. Peel TN, Cheng AC, Buising KL, Choong PF. Microbiological aetiology, 
epidemiology, and clinical profile of prosthetic joint infections: are current antibiotic 
prophylaxis guidelines effective? Antimicrob Agents Chemother. 2012;56(5):2386-
91. 
 
32. Zimmerli W, Moser C. Pathogenesis and treatment concepts of orthopaedic biofilm 
infections. FEMS Immunol Med Microbiol. 2012;65(2):158-68. 
 
33. Trampuz A, Zimmerli W. Prosthetic joint infections: update in diagnosis and 
treatment. Swiss Med Wkly. 2005;135(17-18):243-51. 
 
34. Jacobs AME, Valkering LJJ, Benard M, Meis JF, Goosen JHM. Evaluation One 
Year after DAIR Treatment in 91 Suspected Early Prosthetic Joint Infections in 
Primary Knee and Hip Arthroplasty. J Bone Jt Infect. 2019;4(5):238-44. 

REFERENCES 

105 

35. Bergkvist M, Mukka SS, Johansson L, Ahl TE, Sayed-Noor AS, Skoldenberg OG, 
et al. Debridement, antibiotics and implant retention in early periprosthetic joint 
infection. Hip Int. 2016;26(2):138-43. 
 
36. Benito N, Franco M, Ribera A, Soriano A, Rodriguez-Pardo D, Sorli L, et al. Time 
trends in the aetiology of prosthetic joint infections: a multicentre cohort study. Clin 
Microbiol Infect. 2016;22(8):732 e1-8. 
 
37. Bemer P, Leger J, Tande D, Plouzeau C, Valentin AS, Jolivet-Gougeon A, et al. 
How Many Samples and How Many Culture Media To Diagnose a Prosthetic Joint 
Infection: a Clinical and Microbiological Prospective Multicenter Study. J Clin 
Microbiol. 2016;54(2):385-91. 
 
38. Tornero E, Morata L, Martinez-Pastor JC, Bori G, Climent C, Garcia-Velez DM, 
et al. KLIC-score for predicting early failure in prosthetic joint infections treated with 
debridement, implant retention and antibiotics. Clin Microbiol Infect. 2015;21(8):786 
e9- e17. 
 
39. Grammatopoulos G, Bolduc ME, Atkins BL, Kendrick BJL, McLardy-Smith P, 
Murray DW, et al. Functional outcome of debridement, antibiotics and implant 
retention in periprosthetic joint infection involving the hip: a case-control study. Bone 
Joint J. 2017;99-B(5):614-22. 
 
40. Grammatopoulos G, Kendrick B, McNally M, Athanasou NA, Atkins B, McLardy-
Smith P, et al. Outcome Following Debridement, Antibiotics, and Implant Retention 
in Hip Periprosthetic Joint Infection-An 18-Year Experience. J Arthroplasty. 
2017;32(7):2248-55. 
 
41. Arciola CR, Campoccia D, Montanaro L. Implant infections: adhesion, biofilm 
formation and immune evasion. Nat Rev Microbiol. 2018;16(7):397-409. 
 
42. Thammavongsa V, Kim HK, Missiakas D, Schneewind O. Staphylococcal 
manipulation of host immune responses. Nat Rev Microbiol. 2015;13(9):529-43. 
 
43. Menzies BE, Kourteva I. Internalization of Staphylococcus aureus by endothelial 
cells induces apoptosis. Infect Immun. 1998;66(12):5994-8. 
 
44. Otto M. Staphylococcus epidermidis--the 'accidental' pathogen. Nat Rev 
Microbiol. 2009;7(8):555-67. 
 
45. Zimmerli W, Sendi P. Orthopaedic biofilm infections. APMIS. 2017;125(4):353-
64. 
 



REFERENCES 

106 

46. Campoccia D, Montanaro L, Arciola CR. The significance of infection related to 
orthopedic devices and issues of antibiotic resistance. Biomaterials. 
2006;27(11):2331-9. 
 
47. Arciola CR, Campoccia D, Speziale P, Montanaro L, Costerton JW. Biofilm 
formation in Staphylococcus implant infections. A review of molecular mechanisms 
and implications for biofilm-resistant materials. Biomaterials. 2012;33(26):5967-82. 
 
48. Vu B, Chen M, Crawford RJ, Ivanova EP. Bacterial extracellular polysaccharides 
involved in biofilm formation. Molecules. 2009;14(7):2535-54. 
 
49. Koo H, Allan RN, Howlin RP, Stoodley P, Hall-Stoodley L. Targeting microbial 
biofilms: current and prospective therapeutic strategies. Nat Rev Microbiol. 
2017;15(12):740-55. 
 
50. Hoiby N, Ciofu O, Johansen HK, Song ZJ, Moser C, Jensen PO, et al. The clinical 
impact of bacterial biofilms. Int J Oral Sci. 2011;3(2):55-65. 
 
51. McCann MT, Gilmore BF, Gorman SP. Staphylococcus epidermidis device-related 
infections: pathogenesis and clinical management. J Pharm Pharmacol. 
2008;60(12):1551-71. 
 
52. Stoodley P, Nistico L, Johnson S, Lasko LA, Baratz M, Gahlot V, et al. Direct 
demonstration of viable Staphylococcus aureus biofilms in an infected total joint 
arthroplasty. A case report. J Bone Joint Surg Am. 2008;90(8):1751-8. 
 
53. Moormeier DE, Bayles KW. Staphylococcus aureus biofilm: a complex 
developmental organism. Mol Microbiol. 2017;104(3):365-76. 
 
54. Saeed K, McLaren AC, Schwarz EM, Antoci V, Arnold WV, Chen AF, et al. 2018 
international consensus meeting on musculoskeletal infection: Summary from the 
biofilm workgroup and consensus on biofilm related musculoskeletal infections. J 
Orthop Res. 2019;37(5):1007-17. 
 
55. Qu Y, Daley AJ, Istivan TS, Garland SM, Deighton MA. Antibiotic susceptibility 
of coagulase-negative staphylococci isolated from very low birth weight babies: 
comprehensive comparisons of bacteria at different stages of biofilm formation. Ann 
Clin Microbiol Antimicrob. 2010;9:16. 
 
56. Marques C, Tasse J, Pracros A, Collin V, Franceschi C, Laurent F, et al. Effects of 
antibiotics on biofilm and unattached cells of a clinical Staphylococcus aureus isolate 
from bone and joint infection. J Med Microbiol. 2015;64(9):1021-6. 
 
57. Donlan RM. Role of biofilms in antimicrobial resistance. ASAIO J. 
2000;46(6):S47-52. 

REFERENCES 

107 

58. Zaborowska M, Tillander J, Branemark R, Hagberg L, Thomsen P, Trobos M. 
Biofilm formation and antimicrobial susceptibility of staphylococci and enterococci 
from osteomyelitis associated with percutaneous orthopaedic implants. J Biomed 
Mater Res B Appl Biomater. 2016. 
 
59. Werner E, Roe F, Bugnicourt A, Franklin MJ, Heydorn A, Molin S, et al. Stratified 
growth in Pseudomonas aeruginosa biofilms. Appl Environ Microbiol. 
2004;70(10):6188-96. 
 
60. Urish KL, DeMuth PW, Kwan BW, Craft DW, Ma D, Haider H, et al. Antibiotic-
tolerant Staphylococcus aureus Biofilm Persists on Arthroplasty Materials. Clin 
Orthop Relat Res. 2016;474(7):1649-56. 
 
61. Kunutsor SK, Whitehouse MR, Blom AW, Beswick AD, Team I. Patient-Related 
Risk Factors for Periprosthetic Joint Infection after Total Joint Arthroplasty: A 
Systematic Review and Meta-Analysis. PLoS One. 2016;11(3):e0150866. 
 
62. Pulido L, Ghanem E, Joshi A, Purtill JJ, Parvizi J. Periprosthetic joint infection: 
the incidence, timing, and predisposing factors. Clin Orthop Relat Res. 
2008;466(7):1710-5. 
 
63. Berbari EF, Hanssen AD, Duffy MC, Steckelberg JM, Ilstrup DM, Harmsen WS, 
et al. Risk factors for prosthetic joint infection: case-control study. Clin Infect Dis. 
1998;27(5):1247-54. 
 
64. Namba RS, Inacio MC, Paxton EW. Risk factors associated with surgical site 
infection in 30,491 primary total hip replacements. J Bone Joint Surg Br. 
2012;94(10):1330-8. 
 
65. Namba RS, Inacio MC, Paxton EW. Risk factors associated with deep surgical site 
infections after primary total knee arthroplasty: an analysis of 56,216 knees. J Bone 
Joint Surg Am. 2013;95(9):775-82. 
 
66. Lenguerrand E, Whitehouse MR, Beswick AD, Kunutsor SK, Foguet P, Porter M, 
et al. Risk factors associated with revision for prosthetic joint infection following knee 
replacement: an observational cohort study from England and Wales. Lancet Infect 
Dis. 2019;19(6):589-600. 
 
67. Ridgeway S, Wilson J, Charlet A, Kafatos G, Pearson A, Coello R. Infection of the 
surgical site after arthroplasty of the hip. J Bone Joint Surg Br. 2005;87(6):844-50. 
 
68. Lenguerrand E, Whitehouse MR, Beswick AD, Kunutsor SK, Burston B, Porter 
M, et al. Risk factors associated with revision for prosthetic joint infection after hip 
replacement: a prospective observational cohort study. Lancet Infect Dis. 
2018;18(9):1004-14. 



REFERENCES 

106 

46. Campoccia D, Montanaro L, Arciola CR. The significance of infection related to 
orthopedic devices and issues of antibiotic resistance. Biomaterials. 
2006;27(11):2331-9. 
 
47. Arciola CR, Campoccia D, Speziale P, Montanaro L, Costerton JW. Biofilm 
formation in Staphylococcus implant infections. A review of molecular mechanisms 
and implications for biofilm-resistant materials. Biomaterials. 2012;33(26):5967-82. 
 
48. Vu B, Chen M, Crawford RJ, Ivanova EP. Bacterial extracellular polysaccharides 
involved in biofilm formation. Molecules. 2009;14(7):2535-54. 
 
49. Koo H, Allan RN, Howlin RP, Stoodley P, Hall-Stoodley L. Targeting microbial 
biofilms: current and prospective therapeutic strategies. Nat Rev Microbiol. 
2017;15(12):740-55. 
 
50. Hoiby N, Ciofu O, Johansen HK, Song ZJ, Moser C, Jensen PO, et al. The clinical 
impact of bacterial biofilms. Int J Oral Sci. 2011;3(2):55-65. 
 
51. McCann MT, Gilmore BF, Gorman SP. Staphylococcus epidermidis device-related 
infections: pathogenesis and clinical management. J Pharm Pharmacol. 
2008;60(12):1551-71. 
 
52. Stoodley P, Nistico L, Johnson S, Lasko LA, Baratz M, Gahlot V, et al. Direct 
demonstration of viable Staphylococcus aureus biofilms in an infected total joint 
arthroplasty. A case report. J Bone Joint Surg Am. 2008;90(8):1751-8. 
 
53. Moormeier DE, Bayles KW. Staphylococcus aureus biofilm: a complex 
developmental organism. Mol Microbiol. 2017;104(3):365-76. 
 
54. Saeed K, McLaren AC, Schwarz EM, Antoci V, Arnold WV, Chen AF, et al. 2018 
international consensus meeting on musculoskeletal infection: Summary from the 
biofilm workgroup and consensus on biofilm related musculoskeletal infections. J 
Orthop Res. 2019;37(5):1007-17. 
 
55. Qu Y, Daley AJ, Istivan TS, Garland SM, Deighton MA. Antibiotic susceptibility 
of coagulase-negative staphylococci isolated from very low birth weight babies: 
comprehensive comparisons of bacteria at different stages of biofilm formation. Ann 
Clin Microbiol Antimicrob. 2010;9:16. 
 
56. Marques C, Tasse J, Pracros A, Collin V, Franceschi C, Laurent F, et al. Effects of 
antibiotics on biofilm and unattached cells of a clinical Staphylococcus aureus isolate 
from bone and joint infection. J Med Microbiol. 2015;64(9):1021-6. 
 
57. Donlan RM. Role of biofilms in antimicrobial resistance. ASAIO J. 
2000;46(6):S47-52. 

REFERENCES 

107 

58. Zaborowska M, Tillander J, Branemark R, Hagberg L, Thomsen P, Trobos M. 
Biofilm formation and antimicrobial susceptibility of staphylococci and enterococci 
from osteomyelitis associated with percutaneous orthopaedic implants. J Biomed 
Mater Res B Appl Biomater. 2016. 
 
59. Werner E, Roe F, Bugnicourt A, Franklin MJ, Heydorn A, Molin S, et al. Stratified 
growth in Pseudomonas aeruginosa biofilms. Appl Environ Microbiol. 
2004;70(10):6188-96. 
 
60. Urish KL, DeMuth PW, Kwan BW, Craft DW, Ma D, Haider H, et al. Antibiotic-
tolerant Staphylococcus aureus Biofilm Persists on Arthroplasty Materials. Clin 
Orthop Relat Res. 2016;474(7):1649-56. 
 
61. Kunutsor SK, Whitehouse MR, Blom AW, Beswick AD, Team I. Patient-Related 
Risk Factors for Periprosthetic Joint Infection after Total Joint Arthroplasty: A 
Systematic Review and Meta-Analysis. PLoS One. 2016;11(3):e0150866. 
 
62. Pulido L, Ghanem E, Joshi A, Purtill JJ, Parvizi J. Periprosthetic joint infection: 
the incidence, timing, and predisposing factors. Clin Orthop Relat Res. 
2008;466(7):1710-5. 
 
63. Berbari EF, Hanssen AD, Duffy MC, Steckelberg JM, Ilstrup DM, Harmsen WS, 
et al. Risk factors for prosthetic joint infection: case-control study. Clin Infect Dis. 
1998;27(5):1247-54. 
 
64. Namba RS, Inacio MC, Paxton EW. Risk factors associated with surgical site 
infection in 30,491 primary total hip replacements. J Bone Joint Surg Br. 
2012;94(10):1330-8. 
 
65. Namba RS, Inacio MC, Paxton EW. Risk factors associated with deep surgical site 
infections after primary total knee arthroplasty: an analysis of 56,216 knees. J Bone 
Joint Surg Am. 2013;95(9):775-82. 
 
66. Lenguerrand E, Whitehouse MR, Beswick AD, Kunutsor SK, Foguet P, Porter M, 
et al. Risk factors associated with revision for prosthetic joint infection following knee 
replacement: an observational cohort study from England and Wales. Lancet Infect 
Dis. 2019;19(6):589-600. 
 
67. Ridgeway S, Wilson J, Charlet A, Kafatos G, Pearson A, Coello R. Infection of the 
surgical site after arthroplasty of the hip. J Bone Joint Surg Br. 2005;87(6):844-50. 
 
68. Lenguerrand E, Whitehouse MR, Beswick AD, Kunutsor SK, Burston B, Porter 
M, et al. Risk factors associated with revision for prosthetic joint infection after hip 
replacement: a prospective observational cohort study. Lancet Infect Dis. 
2018;18(9):1004-14. 



REFERENCES 

108 

69. Chen J, Cui Y, Li X, Miao X, Wen Z, Xue Y, et al. Risk factors for deep infection 
after total knee arthroplasty: a meta-analysis. Arch Orthop Trauma Surg. 
2013;133(5):675-87. 
 
70. Shohat N, Fleischman A, Tarabichi M, Tan TL, Parvizi J. Weighing in on Body 
Mass Index and Infection After Total Joint Arthroplasty: Is There Evidence for a Body 
Mass Index Threshold? Clin Orthop Relat Res. 2018;476(10):1964-9. 
 
71. McElroy MJ, Pivec R, Issa K, Harwin SF, Mont MA. The effects of obesity and 
morbid obesity on outcomes in TKA. J Knee Surg. 2013;26(2):83-8. 
 
72. Alamanda VK, Springer BD. Perioperative and Modifiable Risk Factors for 
Periprosthetic Joint Infections (PJI) and Recommended Guidelines. Curr Rev 
Musculoskelet Med. 2018;11(3):325-31. 
 
73. Saucedo JM, Marecek GS, Wanke TR, Lee J, Stulberg SD, Puri L. Understanding 
readmission after primary total hip and knee arthroplasty: who's at risk? J Arthroplasty. 
2014;29(2):256-60. 
 
74. Huang R, Greenky M, Kerr GJ, Austin MS, Parvizi J. The effect of malnutrition 
on patients undergoing elective joint arthroplasty. J Arthroplasty. 2013;28(8 
Suppl):21-4. 
 
75. Greene KA, Wilde AH, Stulberg BN. Preoperative nutritional status of total joint 
patients. Relationship to postoperative wound complications. J Arthroplasty. 
1991;6(4):321-5. 
 
76. Font-Vizcarra L, Lozano L, Rios J, Forga MT, Soriano A. Preoperative nutritional 
status and post-operative infection in total knee replacements: a prospective study of 
213 patients. Int J Artif Organs. 2011;34(9):876-81. 
 
77. Inacio MC, Kritz-Silverstein D, Raman R, Macera CA, Nichols JF, Shaffer RA, et 
al. The impact of pre-operative weight loss on incidence of surgical site infection and 
readmission rates after total joint arthroplasty. J Arthroplasty. 2014;29(3):458-64 e1. 
 
78. Gu A, Cohen JS, Malahias MA, Lee D, Sculco PK, McLawhorn AS. The Effect of 
Bariatric Surgery Prior to Lower-Extremity Total Joint Arthroplasty: A Systematic 
Review. HSS J. 2019;15(2):190-200. 
 
79. Castano-Betancourt MC, Fruschein Annichino R, de Azevedo ESMM, Gomes 
Machado E, Lipay MV, Marchi E. Identification of high-risk groups for complication 
after arthroplasty: predictive value of patient's related risk factors. J Orthop Surg Res. 
2018;13(1):328. 
 

REFERENCES 

109 

80. Viens NA, Hug KT, Marchant MH, Cook C, Vail TP, Bolognesi MP. Role of 
diabetes type in perioperative outcomes after hip and knee arthroplasty in the United 
States. J Surg Orthop Adv. 2012;21(4):253-60. 
 
81. Richards JE, Kauffmann RM, Obremskey WT, May AK. Stress-induced 
hyperglycemia as a risk factor for surgical-site infection in nondiabetic orthopedic 
trauma patients admitted to the intensive care unit. J Orthop Trauma. 2013;27(1):16-
21. 
82. Schrama JC, Fenstad AM, Dale H, Havelin L, Hallan G, Overgaard S, et al. 
Increased risk of revision for infection in rheumatoid arthritis patients with total hip 
replacements. Acta Orthop. 2015;86(4):469-76. 
 
83. Zhang HR, Zhao YL, Wang F, Yang XG, Xu MY, Qiao RQ, et al. Establishment 
and validation of a nomogram model for periprosthetic infection after megaprosthetic 
replacement around the knee following bone tumor resection: A retrospective analysis. 
Orthop Traumatol Surg Res. 2020;106(3):421-7. 
 
84. Chalmers BP, Weston JT, Osmon DR, Hanssen AD, Berry DJ, Abdel MP. Prior 
hip or knee prosthetic joint infection in another joint increases risk three-fold of 
prosthetic joint infection after primary total knee arthroplasty: a matched control study. 
Bone Joint J. 2019;101-B(7_Supple_C):91-7. 
 
85. Gu A, Malahias MA, Cohen JS, Richardson SS, Stake S, Blevins JL, et al. Prior 
Knee Arthroscopy Is Associated With Increased Risk of Revision After Total Knee 
Arthroplasty. J Arthroplasty. 2020;35(1):100-4. 
 
86. Benito N, Mur I, Ribera A, Soriano A, Rodriguez-Pardo D, Sorli L, et al. The 
Different Microbial Etiology of Prosthetic Joint Infections according to Route of 
Acquisition and Time after Prosthesis Implantation, Including the Role of Multidrug-
Resistant Organisms. J Clin Med. 2019;8(5). 
 
87. Haenen APJ, Verhoef LP, Beckers A, Gijsbers EF, Alblas J, Huis A, et al. 
Surveillance of infections in long-term care facilities (LTCFs): The impact of 
participation during multiple years on health care-associated infection incidence. 
Epidemiol Infect. 2019;147:e266. 
 
88. George J, Klika AK, Higuera CA. Use of Chlorhexidine Preparations in Total Joint 
Arthroplasty. J Bone Jt Infect. 2017;2(1):15-22. 
 
89. Garibaldi RA. Prevention of intraoperative wound contamination with 
chlorhexidine shower and scrub. J Hosp Infect. 1988;11 Suppl B:5-9. 
 
90. Kapadia BH, Jauregui JJ, Murray DP, Mont MA. Does Preadmission Cutaneous 
Chlorhexidine Preparation Reduce Surgical Site Infections After Total Hip 
Arthroplasty? Clin Orthop Relat Res. 2016;474(7):1583-8. 



REFERENCES 

108 

69. Chen J, Cui Y, Li X, Miao X, Wen Z, Xue Y, et al. Risk factors for deep infection 
after total knee arthroplasty: a meta-analysis. Arch Orthop Trauma Surg. 
2013;133(5):675-87. 
 
70. Shohat N, Fleischman A, Tarabichi M, Tan TL, Parvizi J. Weighing in on Body 
Mass Index and Infection After Total Joint Arthroplasty: Is There Evidence for a Body 
Mass Index Threshold? Clin Orthop Relat Res. 2018;476(10):1964-9. 
 
71. McElroy MJ, Pivec R, Issa K, Harwin SF, Mont MA. The effects of obesity and 
morbid obesity on outcomes in TKA. J Knee Surg. 2013;26(2):83-8. 
 
72. Alamanda VK, Springer BD. Perioperative and Modifiable Risk Factors for 
Periprosthetic Joint Infections (PJI) and Recommended Guidelines. Curr Rev 
Musculoskelet Med. 2018;11(3):325-31. 
 
73. Saucedo JM, Marecek GS, Wanke TR, Lee J, Stulberg SD, Puri L. Understanding 
readmission after primary total hip and knee arthroplasty: who's at risk? J Arthroplasty. 
2014;29(2):256-60. 
 
74. Huang R, Greenky M, Kerr GJ, Austin MS, Parvizi J. The effect of malnutrition 
on patients undergoing elective joint arthroplasty. J Arthroplasty. 2013;28(8 
Suppl):21-4. 
 
75. Greene KA, Wilde AH, Stulberg BN. Preoperative nutritional status of total joint 
patients. Relationship to postoperative wound complications. J Arthroplasty. 
1991;6(4):321-5. 
 
76. Font-Vizcarra L, Lozano L, Rios J, Forga MT, Soriano A. Preoperative nutritional 
status and post-operative infection in total knee replacements: a prospective study of 
213 patients. Int J Artif Organs. 2011;34(9):876-81. 
 
77. Inacio MC, Kritz-Silverstein D, Raman R, Macera CA, Nichols JF, Shaffer RA, et 
al. The impact of pre-operative weight loss on incidence of surgical site infection and 
readmission rates after total joint arthroplasty. J Arthroplasty. 2014;29(3):458-64 e1. 
 
78. Gu A, Cohen JS, Malahias MA, Lee D, Sculco PK, McLawhorn AS. The Effect of 
Bariatric Surgery Prior to Lower-Extremity Total Joint Arthroplasty: A Systematic 
Review. HSS J. 2019;15(2):190-200. 
 
79. Castano-Betancourt MC, Fruschein Annichino R, de Azevedo ESMM, Gomes 
Machado E, Lipay MV, Marchi E. Identification of high-risk groups for complication 
after arthroplasty: predictive value of patient's related risk factors. J Orthop Surg Res. 
2018;13(1):328. 
 

REFERENCES 

109 

80. Viens NA, Hug KT, Marchant MH, Cook C, Vail TP, Bolognesi MP. Role of 
diabetes type in perioperative outcomes after hip and knee arthroplasty in the United 
States. J Surg Orthop Adv. 2012;21(4):253-60. 
 
81. Richards JE, Kauffmann RM, Obremskey WT, May AK. Stress-induced 
hyperglycemia as a risk factor for surgical-site infection in nondiabetic orthopedic 
trauma patients admitted to the intensive care unit. J Orthop Trauma. 2013;27(1):16-
21. 
82. Schrama JC, Fenstad AM, Dale H, Havelin L, Hallan G, Overgaard S, et al. 
Increased risk of revision for infection in rheumatoid arthritis patients with total hip 
replacements. Acta Orthop. 2015;86(4):469-76. 
 
83. Zhang HR, Zhao YL, Wang F, Yang XG, Xu MY, Qiao RQ, et al. Establishment 
and validation of a nomogram model for periprosthetic infection after megaprosthetic 
replacement around the knee following bone tumor resection: A retrospective analysis. 
Orthop Traumatol Surg Res. 2020;106(3):421-7. 
 
84. Chalmers BP, Weston JT, Osmon DR, Hanssen AD, Berry DJ, Abdel MP. Prior 
hip or knee prosthetic joint infection in another joint increases risk three-fold of 
prosthetic joint infection after primary total knee arthroplasty: a matched control study. 
Bone Joint J. 2019;101-B(7_Supple_C):91-7. 
 
85. Gu A, Malahias MA, Cohen JS, Richardson SS, Stake S, Blevins JL, et al. Prior 
Knee Arthroscopy Is Associated With Increased Risk of Revision After Total Knee 
Arthroplasty. J Arthroplasty. 2020;35(1):100-4. 
 
86. Benito N, Mur I, Ribera A, Soriano A, Rodriguez-Pardo D, Sorli L, et al. The 
Different Microbial Etiology of Prosthetic Joint Infections according to Route of 
Acquisition and Time after Prosthesis Implantation, Including the Role of Multidrug-
Resistant Organisms. J Clin Med. 2019;8(5). 
 
87. Haenen APJ, Verhoef LP, Beckers A, Gijsbers EF, Alblas J, Huis A, et al. 
Surveillance of infections in long-term care facilities (LTCFs): The impact of 
participation during multiple years on health care-associated infection incidence. 
Epidemiol Infect. 2019;147:e266. 
 
88. George J, Klika AK, Higuera CA. Use of Chlorhexidine Preparations in Total Joint 
Arthroplasty. J Bone Jt Infect. 2017;2(1):15-22. 
 
89. Garibaldi RA. Prevention of intraoperative wound contamination with 
chlorhexidine shower and scrub. J Hosp Infect. 1988;11 Suppl B:5-9. 
 
90. Kapadia BH, Jauregui JJ, Murray DP, Mont MA. Does Preadmission Cutaneous 
Chlorhexidine Preparation Reduce Surgical Site Infections After Total Hip 
Arthroplasty? Clin Orthop Relat Res. 2016;474(7):1583-8. 



REFERENCES 

110 

91. Farber NJ, Chen AF, Bartsch SM, Feigel JL, Klatt BA. No infection reduction 
using chlorhexidine wipes in total joint arthroplasty. Clin Orthop Relat Res. 
2013;471(10):3120-5. 
 
92. Dumville JC, McFarlane E, Edwards P, Lipp A, Holmes A, Liu Z. Preoperative 
skin antiseptics for preventing surgical wound infections after clean surgery. Cochrane 
Database Syst Rev. 2015(4):CD003949. 
 
93. Husted H, Gromov K, Malchau H, Freiberg A, Gebuhr P, Troelsen A. Traditions 
and myths in hip and knee arthroplasty. Acta Orthop. 2014;85(6):548-55. 
 
94. Falk-Brynhildsen K, Soderquist B, Friberg O, Nilsson UG. Bacterial recolonization 
of the skin and wound contamination during cardiac surgery: a randomized controlled 
trial of the use of plastic adhesive drape compared with bare skin. J Hosp Infect. 
2013;84(2):151-8. 
 
95. Parvizi J, Barnes S, Shohat N, Edmiston CE, Jr. Environment of care: Is it time to 
reassess microbial contamination of the operating room air as a risk factor for surgical 
site infection in total joint arthroplasty? Am J Infect Control. 2017;45(11):1267-72. 
 
96. Erichsen Andersson A, Petzold M, Bergh I, Karlsson J, Eriksson BI, Nilsson K. 
Comparison between mixed and laminar airflow systems in operating rooms and the 
influence of human factors: experiences from a Swedish orthopedic center. Am J Infect 
Control. 2014;42(6):665-9. 
 
97. Bischoff P, Kubilay NZ, Allegranzi B, Egger M, Gastmeier P. Effect of laminar 
airflow ventilation on surgical site infections: a systematic review and meta-analysis. 
Lancet Infect Dis. 2017;17(5):553-61. 
 
98. Langvatn H, Schrama JC, Cao G, Hallan G, Furnes O, Lingaas E, et al. Operating 
room ventilation and the risk of revision due to infection after total hip arthroplasty: 
assessment of validated data in the Norwegian Arthroplasty Register. J Hosp Infect. 
2020. 
 
99. Edmiston CE, Jr., Seabrook GR, Cambria RA, Brown KR, Lewis BD, Sommers 
JR, et al. Molecular epidemiology of microbial contamination in the operating room 
environment: Is there a risk for infection? Surgery. 2005;138(4):573-9; discussion 9-
82. 
 
100. Megeus V, Nilsson K, Karlsson J, Eriksson BI, Andersson AE. Hand 
Contamination, Cross-Transmission, and Risk-Associated Behaviors: An 
Observational Study of Team Members in ORs. AORN J. 2015;102(6):645 e1-12. 
 

REFERENCES 

111 

101. Andersson AE, Bergh I, Karlsson J, Eriksson BI, Nilsson K. Traffic flow in the 
operating room: an explorative and descriptive study on air quality during orthopedic 
trauma implant surgery. Am J Infect Control. 2012;40(8):750-5. 
 
102. Tejwani NC, Immerman I. Myths and legends in orthopaedic practice: are we all 
guilty? Clin Orthop Relat Res. 2008;466(11):2861-72. 
 
103. Ravi B, Jenkinson R, O'Heireamhoin S, Austin PC, Aktar S, Leroux TS, et al. 
Surgical duration is associated with an increased risk of periprosthetic infection 
following total knee arthroplasty: A population-based retrospective cohort study. 
EClinicalMedicine. 2019;16:74-80. 
 
104. Anis HK, Sodhi N, Klika AK, Mont MA, Barsoum WK, Higuera CA, et al. Is 
Operative Time a Predictor for Post-Operative Infection in Primary Total Knee 
Arthroplasty? J Arthroplasty. 2019;34(7S):S331-S6. 
 
105. Gristina AG. Biomaterial-centered infection: microbial adhesion versus tissue 
integration. Science. 1987;237(4822):1588-95. 
 
106. Southwood RT, Rice JL, McDonald PJ, Hakendorf PH, Rozenbilds MA. Infection 
in experimental arthroplasties. Clin Orthop Relat Res. 1987(224):33-6. 
 
107. Zimmerli W, Sendi P. Pathogenesis of implant-associated infection: the role of 
the host. Semin Immunopathol. 2011;33(3):295-306. 
 
108. Svensson S, Trobos M, Hoffman M, Norlindh B, Petronis S, Lausmaa J, et al. A 
novel soft tissue model for biomaterial-associated infection and inflammation - 
bacteriological, morphological and molecular observations. Biomaterials. 
2015;41:106-21. 
 
109. Campoccia D, Montanaro L, Arciola CR. A review of the biomaterials 
technologies for infection-resistant surfaces. Biomaterials. 2013;34(34):8533-54. 
 
110. Gallo J, Holinka M, Moucha CS. Antibacterial surface treatment for orthopaedic 
implants. Int J Mol Sci. 2014;15(8):13849-80. 
 
111. Rojo L, Barcenilla JM, Vazquez B, Gonzalez R, San Roman J. Intrinsically 
antibacterial materials based on polymeric derivatives of eugenol for biomedical 
applications. Biomacromolecules. 2008;9(9):2530-5. 
 
112. Svensson S, Suska F, Emanuelsson L, Palmquist A, Norlindh B, Trobos M, et al. 
Osseointegration of titanium with an antimicrobial nanostructured noble metal coating. 
Nanomedicine. 2013;9(7):1048-56. 



REFERENCES 

110 

91. Farber NJ, Chen AF, Bartsch SM, Feigel JL, Klatt BA. No infection reduction 
using chlorhexidine wipes in total joint arthroplasty. Clin Orthop Relat Res. 
2013;471(10):3120-5. 
 
92. Dumville JC, McFarlane E, Edwards P, Lipp A, Holmes A, Liu Z. Preoperative 
skin antiseptics for preventing surgical wound infections after clean surgery. Cochrane 
Database Syst Rev. 2015(4):CD003949. 
 
93. Husted H, Gromov K, Malchau H, Freiberg A, Gebuhr P, Troelsen A. Traditions 
and myths in hip and knee arthroplasty. Acta Orthop. 2014;85(6):548-55. 
 
94. Falk-Brynhildsen K, Soderquist B, Friberg O, Nilsson UG. Bacterial recolonization 
of the skin and wound contamination during cardiac surgery: a randomized controlled 
trial of the use of plastic adhesive drape compared with bare skin. J Hosp Infect. 
2013;84(2):151-8. 
 
95. Parvizi J, Barnes S, Shohat N, Edmiston CE, Jr. Environment of care: Is it time to 
reassess microbial contamination of the operating room air as a risk factor for surgical 
site infection in total joint arthroplasty? Am J Infect Control. 2017;45(11):1267-72. 
 
96. Erichsen Andersson A, Petzold M, Bergh I, Karlsson J, Eriksson BI, Nilsson K. 
Comparison between mixed and laminar airflow systems in operating rooms and the 
influence of human factors: experiences from a Swedish orthopedic center. Am J Infect 
Control. 2014;42(6):665-9. 
 
97. Bischoff P, Kubilay NZ, Allegranzi B, Egger M, Gastmeier P. Effect of laminar 
airflow ventilation on surgical site infections: a systematic review and meta-analysis. 
Lancet Infect Dis. 2017;17(5):553-61. 
 
98. Langvatn H, Schrama JC, Cao G, Hallan G, Furnes O, Lingaas E, et al. Operating 
room ventilation and the risk of revision due to infection after total hip arthroplasty: 
assessment of validated data in the Norwegian Arthroplasty Register. J Hosp Infect. 
2020. 
 
99. Edmiston CE, Jr., Seabrook GR, Cambria RA, Brown KR, Lewis BD, Sommers 
JR, et al. Molecular epidemiology of microbial contamination in the operating room 
environment: Is there a risk for infection? Surgery. 2005;138(4):573-9; discussion 9-
82. 
 
100. Megeus V, Nilsson K, Karlsson J, Eriksson BI, Andersson AE. Hand 
Contamination, Cross-Transmission, and Risk-Associated Behaviors: An 
Observational Study of Team Members in ORs. AORN J. 2015;102(6):645 e1-12. 
 

REFERENCES 

111 

101. Andersson AE, Bergh I, Karlsson J, Eriksson BI, Nilsson K. Traffic flow in the 
operating room: an explorative and descriptive study on air quality during orthopedic 
trauma implant surgery. Am J Infect Control. 2012;40(8):750-5. 
 
102. Tejwani NC, Immerman I. Myths and legends in orthopaedic practice: are we all 
guilty? Clin Orthop Relat Res. 2008;466(11):2861-72. 
 
103. Ravi B, Jenkinson R, O'Heireamhoin S, Austin PC, Aktar S, Leroux TS, et al. 
Surgical duration is associated with an increased risk of periprosthetic infection 
following total knee arthroplasty: A population-based retrospective cohort study. 
EClinicalMedicine. 2019;16:74-80. 
 
104. Anis HK, Sodhi N, Klika AK, Mont MA, Barsoum WK, Higuera CA, et al. Is 
Operative Time a Predictor for Post-Operative Infection in Primary Total Knee 
Arthroplasty? J Arthroplasty. 2019;34(7S):S331-S6. 
 
105. Gristina AG. Biomaterial-centered infection: microbial adhesion versus tissue 
integration. Science. 1987;237(4822):1588-95. 
 
106. Southwood RT, Rice JL, McDonald PJ, Hakendorf PH, Rozenbilds MA. Infection 
in experimental arthroplasties. Clin Orthop Relat Res. 1987(224):33-6. 
 
107. Zimmerli W, Sendi P. Pathogenesis of implant-associated infection: the role of 
the host. Semin Immunopathol. 2011;33(3):295-306. 
 
108. Svensson S, Trobos M, Hoffman M, Norlindh B, Petronis S, Lausmaa J, et al. A 
novel soft tissue model for biomaterial-associated infection and inflammation - 
bacteriological, morphological and molecular observations. Biomaterials. 
2015;41:106-21. 
 
109. Campoccia D, Montanaro L, Arciola CR. A review of the biomaterials 
technologies for infection-resistant surfaces. Biomaterials. 2013;34(34):8533-54. 
 
110. Gallo J, Holinka M, Moucha CS. Antibacterial surface treatment for orthopaedic 
implants. Int J Mol Sci. 2014;15(8):13849-80. 
 
111. Rojo L, Barcenilla JM, Vazquez B, Gonzalez R, San Roman J. Intrinsically 
antibacterial materials based on polymeric derivatives of eugenol for biomedical 
applications. Biomacromolecules. 2008;9(9):2530-5. 
 
112. Svensson S, Suska F, Emanuelsson L, Palmquist A, Norlindh B, Trobos M, et al. 
Osseointegration of titanium with an antimicrobial nanostructured noble metal coating. 
Nanomedicine. 2013;9(7):1048-56. 



REFERENCES 

112 

113. Romano CL, Malizos K, Capuano N, Mezzoprete R, D'Arienzo M, Van Der 
Straeten C, et al. Does an Antibiotic-Loaded Hydrogel Coating Reduce Early Post-
Surgical Infection After Joint Arthroplasty? J Bone Jt Infect. 2016;1:34-41. 
 
114. Campoccia D, Visai L, Reno F, Cangini I, Rizzi M, Poggi A, et al. Bacterial 
adhesion to poly-(D,L)lactic acid blended with vitamin E: toward gentle anti-infective 
biomaterials. J Biomed Mater Res A. 2015;103(4):1447-58. 
 
115. Suhardi VJ, Bichara DA, Kwok S, Freiberg AA, Rubash H, Malchau H, et al. A 
Fully Functional Drug-Eluting Joint Implant. Nat Biomed Eng. 2017;1. 
 
116. Garcia DR, Deckey DG, Zega A, Mayfield C, Spake CSL, Emanuel T, et al. 
Analysis of growth and biofilm formation of bacterial pathogens on frequently used 
spinal implant materials. Spine Deform. 2020. 
  
117. Frew NM, Cannon T, Nichol T, Smith TJ, Stockley I. Comparison of the elution 
properties of commercially available gentamicin and bone cement containing 
vancomycin with 'home-made' preparations. Bone Joint J. 2017;99-B(1):73-7. 
 
118. Leong JW, Cook MJ, O'Neill TW, Board TN. Is the use of antibiotic-loaded bone 
cement associated with a lower risk of revision after primary total hip arthroplasty? 
Bone Joint J. 2020;102-B(8):997-1002. 
 
119. Marczak D, Synder M, Sibinski M, Polguj M, Dudka J, Kowalczewski J. Two 
stage revision hip arthroplasty in periprosthetic joint infection. Comparison study: with 
or without the use of a spacer. Int Orthop. 2017;41(11):2253-8. 
 
120. Yang FS, Lu YD, Wu CT, Blevins K, Lee MS, Kuo FC. Mechanical failure of 
articulating polymethylmethacrylate (PMMA) spacers in two-stage revision hip 
arthroplasty: the risk factors and the impact on interim function. BMC Musculoskelet 
Disord. 2019;20(1):372. 
 
121. Fernandez-Sampedro M, Salas-Venero C, Farinas-Alvarez C, Sumillera M, 
Perez-Carro L, Fakkas-Fernandez M, et al. 26Postoperative diagnosis and outcome in 
patients with revision arthroplasty for aseptic loosening. BMC Infect Dis. 
2015;15:232. 
 
122. Jacobs AME, Benard M, Meis JF, van Hellemondt G, Goosen JHM. The 
unsuspected prosthetic joint infection : incidence and consequences of positive intra-
operative cultures in presumed aseptic knee and hip revisions. Bone Joint J. 2017;99-
B(11):1482-9. 
 
123. Osmon DR, Berbari EF, Berendt AR, Lew D, Zimmerli W, Steckelberg JM, et al. 
Executive summary: diagnosis and management of prosthetic joint infection: clinical 

REFERENCES 

113 

practice guidelines by the Infectious Diseases Society of America. Clin Infect Dis. 
2013;56(1):1-10. 
 
124. Parvizi J, Tan TL, Goswami K, Higuera C, Della Valle C, Chen AF, et al. The 
2018 Definition of Periprosthetic Hip and Knee Infection: An Evidence-Based and 
Validated Criteria. J Arthroplasty. 2018;33(5):1309-14 e2. 
 
125. Signore A, Sconfienza LM, Borens O, Glaudemans A, Cassar-Pullicino V, 
Trampuz A, et al. Consensus document for the diagnosis of prosthetic joint infections: 
a joint paper by the EANM, EBJIS, and ESR (with ESCMID endorsement). Eur J Nucl 
Med Mol Imaging. 2019;46(4):971-88. 
 
126. Hoiby N, Bjarnsholt T, Moser C, Bassi GL, Coenye T, Donelli G, et al. ESCMID 
guideline for the diagnosis and treatment of biofilm infections 2014. Clin Microbiol 
Infect. 2015;21 Suppl 1:S1-25. 
 
127. Dastgheyb S, Parvizi J, Shapiro IM, Hickok NJ, Otto M. Effect of biofilms on 
recalcitrance of staphylococcal joint infection to antibiotic treatment. J Infect Dis. 
2015;211(4):641-50. 
 
128. Dudareva M, Barrett L, Figtree M, Scarborough M, Watanabe M, Newnham R, 
et al. Sonication versus Tissue Sampling for Diagnosis of Prosthetic Joint and Other 
Orthopedic Device-Related Infections. J Clin Microbiol. 2018;56(12). 
 
129. Kheir MM, Tan TL, Ackerman CT, Modi R, Foltz C, Parvizi J. Culturing 
Periprosthetic Joint Infection: Number of Samples, Growth Duration, and Organisms. 
J Arthroplasty. 2018;33(11):3531-6 e1. 
 
130. Schafer P, Fink B, Sandow D, Margull A, Berger I, Frommelt L. Prolonged 
bacterial culture to identify late periprosthetic joint infection: a promising strategy. 
Clin Infect Dis. 2008;47(11):1403-9. 
 
131. Trampuz A, Piper KE, Jacobson MJ, Hanssen AD, Unni KK, Osmon DR, et al. 
Sonication of removed hip and knee prostheses for diagnosis of infection. N Engl J 
Med. 2007;357(7):654-63. 
 
132. Wouthuyzen-Bakker M, Benito N, Soriano A. The Effect of Preoperative 
Antimicrobial Prophylaxis on Intraoperative Culture Results in Patients with a 
Suspected or Confirmed Prosthetic Joint Infection: a Systematic Review. J Clin 
Microbiol. 2017;55(9):2765-74. 
 
133. Diseases ESoCMaI. European Commitee on Antimicrobial Susceptibility Testing 
2020 [Available from: http://www.eucast.org/clinical_breakpoints/. 
 



REFERENCES 

112 

113. Romano CL, Malizos K, Capuano N, Mezzoprete R, D'Arienzo M, Van Der 
Straeten C, et al. Does an Antibiotic-Loaded Hydrogel Coating Reduce Early Post-
Surgical Infection After Joint Arthroplasty? J Bone Jt Infect. 2016;1:34-41. 
 
114. Campoccia D, Visai L, Reno F, Cangini I, Rizzi M, Poggi A, et al. Bacterial 
adhesion to poly-(D,L)lactic acid blended with vitamin E: toward gentle anti-infective 
biomaterials. J Biomed Mater Res A. 2015;103(4):1447-58. 
 
115. Suhardi VJ, Bichara DA, Kwok S, Freiberg AA, Rubash H, Malchau H, et al. A 
Fully Functional Drug-Eluting Joint Implant. Nat Biomed Eng. 2017;1. 
 
116. Garcia DR, Deckey DG, Zega A, Mayfield C, Spake CSL, Emanuel T, et al. 
Analysis of growth and biofilm formation of bacterial pathogens on frequently used 
spinal implant materials. Spine Deform. 2020. 
  
117. Frew NM, Cannon T, Nichol T, Smith TJ, Stockley I. Comparison of the elution 
properties of commercially available gentamicin and bone cement containing 
vancomycin with 'home-made' preparations. Bone Joint J. 2017;99-B(1):73-7. 
 
118. Leong JW, Cook MJ, O'Neill TW, Board TN. Is the use of antibiotic-loaded bone 
cement associated with a lower risk of revision after primary total hip arthroplasty? 
Bone Joint J. 2020;102-B(8):997-1002. 
 
119. Marczak D, Synder M, Sibinski M, Polguj M, Dudka J, Kowalczewski J. Two 
stage revision hip arthroplasty in periprosthetic joint infection. Comparison study: with 
or without the use of a spacer. Int Orthop. 2017;41(11):2253-8. 
 
120. Yang FS, Lu YD, Wu CT, Blevins K, Lee MS, Kuo FC. Mechanical failure of 
articulating polymethylmethacrylate (PMMA) spacers in two-stage revision hip 
arthroplasty: the risk factors and the impact on interim function. BMC Musculoskelet 
Disord. 2019;20(1):372. 
 
121. Fernandez-Sampedro M, Salas-Venero C, Farinas-Alvarez C, Sumillera M, 
Perez-Carro L, Fakkas-Fernandez M, et al. 26Postoperative diagnosis and outcome in 
patients with revision arthroplasty for aseptic loosening. BMC Infect Dis. 
2015;15:232. 
 
122. Jacobs AME, Benard M, Meis JF, van Hellemondt G, Goosen JHM. The 
unsuspected prosthetic joint infection : incidence and consequences of positive intra-
operative cultures in presumed aseptic knee and hip revisions. Bone Joint J. 2017;99-
B(11):1482-9. 
 
123. Osmon DR, Berbari EF, Berendt AR, Lew D, Zimmerli W, Steckelberg JM, et al. 
Executive summary: diagnosis and management of prosthetic joint infection: clinical 

REFERENCES 

113 

practice guidelines by the Infectious Diseases Society of America. Clin Infect Dis. 
2013;56(1):1-10. 
 
124. Parvizi J, Tan TL, Goswami K, Higuera C, Della Valle C, Chen AF, et al. The 
2018 Definition of Periprosthetic Hip and Knee Infection: An Evidence-Based and 
Validated Criteria. J Arthroplasty. 2018;33(5):1309-14 e2. 
 
125. Signore A, Sconfienza LM, Borens O, Glaudemans A, Cassar-Pullicino V, 
Trampuz A, et al. Consensus document for the diagnosis of prosthetic joint infections: 
a joint paper by the EANM, EBJIS, and ESR (with ESCMID endorsement). Eur J Nucl 
Med Mol Imaging. 2019;46(4):971-88. 
 
126. Hoiby N, Bjarnsholt T, Moser C, Bassi GL, Coenye T, Donelli G, et al. ESCMID 
guideline for the diagnosis and treatment of biofilm infections 2014. Clin Microbiol 
Infect. 2015;21 Suppl 1:S1-25. 
 
127. Dastgheyb S, Parvizi J, Shapiro IM, Hickok NJ, Otto M. Effect of biofilms on 
recalcitrance of staphylococcal joint infection to antibiotic treatment. J Infect Dis. 
2015;211(4):641-50. 
 
128. Dudareva M, Barrett L, Figtree M, Scarborough M, Watanabe M, Newnham R, 
et al. Sonication versus Tissue Sampling for Diagnosis of Prosthetic Joint and Other 
Orthopedic Device-Related Infections. J Clin Microbiol. 2018;56(12). 
 
129. Kheir MM, Tan TL, Ackerman CT, Modi R, Foltz C, Parvizi J. Culturing 
Periprosthetic Joint Infection: Number of Samples, Growth Duration, and Organisms. 
J Arthroplasty. 2018;33(11):3531-6 e1. 
 
130. Schafer P, Fink B, Sandow D, Margull A, Berger I, Frommelt L. Prolonged 
bacterial culture to identify late periprosthetic joint infection: a promising strategy. 
Clin Infect Dis. 2008;47(11):1403-9. 
 
131. Trampuz A, Piper KE, Jacobson MJ, Hanssen AD, Unni KK, Osmon DR, et al. 
Sonication of removed hip and knee prostheses for diagnosis of infection. N Engl J 
Med. 2007;357(7):654-63. 
 
132. Wouthuyzen-Bakker M, Benito N, Soriano A. The Effect of Preoperative 
Antimicrobial Prophylaxis on Intraoperative Culture Results in Patients with a 
Suspected or Confirmed Prosthetic Joint Infection: a Systematic Review. J Clin 
Microbiol. 2017;55(9):2765-74. 
 
133. Diseases ESoCMaI. European Commitee on Antimicrobial Susceptibility Testing 
2020 [Available from: http://www.eucast.org/clinical_breakpoints/. 
 



REFERENCES 

114 

134. Jorgensen NP, Skovdal SM, Meyer RL, Dagnaes-Hansen F, Fuursted K, Petersen 
E. Rifampicin-containing combinations are superior to combinations of vancomycin, 
linezolid and daptomycin against Staphylococcus aureus biofilm infection in vivo and 
in vitro. Pathog Dis. 2016;74(4):ftw019. 
 
135. Zatorska B, Arciola CR, Haffner N, Segagni Lusignani L, Presterl E, Diab-
Elschahawi M. Bacterial Extracellular DNA Production Is Associated with Outcome 
of Prosthetic Joint Infections. Biomed Res Int. 2018;2018:1067413. 
 
136. Argenson JN, Arndt M, Babis G, Battenberg A, Budhiparama N, Catani F, et al. 
Hip and Knee Section, Treatment, Debridement and Retention of Implant: Proceedings 
of International Consensus on Orthopedic Infections. J Arthroplasty. 
2019;34(2S):S399-S419. 
 
137. Tsang SJ, Ting J, Simpson A, Gaston P. Outcomes following debridement, 
antibiotics and implant retention in the management of periprosthetic infections of the 
hip: a review of cohort studies. Bone Joint J. 2017;99-B(11):1458-66. 
 
138. Lowik CAM, Parvizi J, Jutte PC, Zijlstra WP, Knobben BAS, Xu C, et al. 
Debridement, antibiotics and implant retention is a viable treatment option for early 
periprosthetic joint infection presenting more than four weeks after index arthroplasty. 
Clin Infect Dis. 2019. 
 
139. Fehring TK, Odum SM, Berend KR, Jiranek WA, Parvizi J, Bozic KJ, et al. 
Failure of irrigation and debridement for early postoperative periprosthetic infection. 
Clin Orthop Relat Res. 2013;471(1):250-7. 
 
140. Lora-Tamayo J, Senneville E, Ribera A, Bernard L, Dupon M, Zeller V, et al. The 
Not-So-Good Prognosis of Streptococcal Periprosthetic Joint Infection Managed by 
Implant Retention: The Results of a Large Multicenter Study. Clin Infect Dis. 
2017;64(12):1742-52. 
 
141. Uriarte I, Moreta J, Mosquera J, Legarreta MJ, Aguirre U, Martinez de Los Mozos 
JL. Debridement, Antibiotics and Implant Retention for Early Periprosthetic Infections 
of the Hip: Outcomes and Influencing Factors. Hip Pelvis. 2019;31(3):158-65. 
 
142. Kunutsor SK, Beswick AD, Whitehouse MR, Wylde V, Blom AW. Debridement, 
antibiotics and implant retention for periprosthetic joint infections: A systematic 
review and meta-analysis of treatment outcomes. J Infect. 2018;77(6):479-88. 
 
143. Zahar A, Klaber I, Gerken AM, Gehrke T, Gebauer M, Lausmann C, et al. Ten-
Year Results Following One-Stage Septic Hip Exchange in the Management of 
Periprosthetic Joint Infection. J Arthroplasty. 2019;34(6):1221-6. 
 

REFERENCES 

115 

144. Bejon P, Berendt A, Atkins BL, Green N, Parry H, Masters S, et al. Two-stage 
revision for prosthetic joint infection: predictors of outcome and the role of 
reimplantation microbiology. J Antimicrob Chemother. 2010;65(3):569-75. 
 
145. Hansen E, Tetreault M, Zmistowski B, Della Valle CJ, Parvizi J, Haddad FS, et 
al. Outcome of one-stage cementless exchange for acute postoperative periprosthetic 
hip infection. Clin Orthop Relat Res. 2013;471(10):3214-22. 
 
146. Hoad-Reddick DA, Evans CR, Norman P, Stockley I. Is there a role for extended 
antibiotic therapy in a two-stage revision of the infected knee arthroplasty? J Bone 
Joint Surg Br. 2005;87(2):171-4. 
 
147. Kunutsor SK, Whitehouse MR, Blom AW, Beswick AD, Team I. Re-Infection 
Outcomes following One- and Two-Stage Surgical Revision of Infected Hip 
Prosthesis: A Systematic Review and Meta-Analysis. PLoS One. 
2015;10(9):e0139166. 
 
148. Kunutsor SK, Whitehouse MR, Lenguerrand E, Blom AW, Beswick AD, Team 
I. Re-Infection Outcomes Following One- And Two-Stage Surgical Revision of 
Infected Knee Prosthesis: A Systematic Review and Meta-Analysis. PLoS One. 
2016;11(3):e0151537. 
 
149. George DA, Logoluso N, Castellini G, Gianola S, Scarponi S, Haddad FS, et al. 
Does cemented or cementless single-stage exchange arthroplasty of chronic 
periprosthetic hip infections provide similar infection rates to a two-stage? A 
systematic review. BMC Infect Dis. 2016;16(1):553. 
 
150. Moore AJ, Blom AW, Whitehouse MR, Gooberman-Hill R. Managing 
uncertainty - a qualitative study of surgeons' decision-making for one-stage and two-
stage revision surgery for prosthetic hip joint infection. BMC Musculoskelet Disord. 
2017;18(1):154. 
 
151. Strange S, Whitehouse MR, Beswick AD, Board T, Burston A, Burston B, et al. 
One-stage or two-stage revision surgery for prosthetic hip joint infection--the 
INFORM trial: a study protocol for a randomised controlled trial. Trials. 2016;17:90. 
 
152. Kildow BJ, Della-Valle CJ, Springer BD. Single vs 2-Stage Revision for the 
Treatment of Periprosthetic Joint Infection. J Arthroplasty. 2020;35(3S):S24-S30. 
 
153. Wouthuyzen-Bakker M, Sebillotte M, Lomas J, Taylor A, Palomares EB, Murillo 
O, et al. Clinical outcome and risk factors for failure in late acute prosthetic joint 
infections treated with debridement and implant retention. J Infect. 2019;78(1):40-7. 
 
154. Lowik CAM, Jutte PC, Tornero E, Ploegmakers JJW, Knobben BAS, de Vries 
AJ, et al. Predicting Failure in Early Acute Prosthetic Joint Infection Treated With 



REFERENCES 

114 

134. Jorgensen NP, Skovdal SM, Meyer RL, Dagnaes-Hansen F, Fuursted K, Petersen 
E. Rifampicin-containing combinations are superior to combinations of vancomycin, 
linezolid and daptomycin against Staphylococcus aureus biofilm infection in vivo and 
in vitro. Pathog Dis. 2016;74(4):ftw019. 
 
135. Zatorska B, Arciola CR, Haffner N, Segagni Lusignani L, Presterl E, Diab-
Elschahawi M. Bacterial Extracellular DNA Production Is Associated with Outcome 
of Prosthetic Joint Infections. Biomed Res Int. 2018;2018:1067413. 
 
136. Argenson JN, Arndt M, Babis G, Battenberg A, Budhiparama N, Catani F, et al. 
Hip and Knee Section, Treatment, Debridement and Retention of Implant: Proceedings 
of International Consensus on Orthopedic Infections. J Arthroplasty. 
2019;34(2S):S399-S419. 
 
137. Tsang SJ, Ting J, Simpson A, Gaston P. Outcomes following debridement, 
antibiotics and implant retention in the management of periprosthetic infections of the 
hip: a review of cohort studies. Bone Joint J. 2017;99-B(11):1458-66. 
 
138. Lowik CAM, Parvizi J, Jutte PC, Zijlstra WP, Knobben BAS, Xu C, et al. 
Debridement, antibiotics and implant retention is a viable treatment option for early 
periprosthetic joint infection presenting more than four weeks after index arthroplasty. 
Clin Infect Dis. 2019. 
 
139. Fehring TK, Odum SM, Berend KR, Jiranek WA, Parvizi J, Bozic KJ, et al. 
Failure of irrigation and debridement for early postoperative periprosthetic infection. 
Clin Orthop Relat Res. 2013;471(1):250-7. 
 
140. Lora-Tamayo J, Senneville E, Ribera A, Bernard L, Dupon M, Zeller V, et al. The 
Not-So-Good Prognosis of Streptococcal Periprosthetic Joint Infection Managed by 
Implant Retention: The Results of a Large Multicenter Study. Clin Infect Dis. 
2017;64(12):1742-52. 
 
141. Uriarte I, Moreta J, Mosquera J, Legarreta MJ, Aguirre U, Martinez de Los Mozos 
JL. Debridement, Antibiotics and Implant Retention for Early Periprosthetic Infections 
of the Hip: Outcomes and Influencing Factors. Hip Pelvis. 2019;31(3):158-65. 
 
142. Kunutsor SK, Beswick AD, Whitehouse MR, Wylde V, Blom AW. Debridement, 
antibiotics and implant retention for periprosthetic joint infections: A systematic 
review and meta-analysis of treatment outcomes. J Infect. 2018;77(6):479-88. 
 
143. Zahar A, Klaber I, Gerken AM, Gehrke T, Gebauer M, Lausmann C, et al. Ten-
Year Results Following One-Stage Septic Hip Exchange in the Management of 
Periprosthetic Joint Infection. J Arthroplasty. 2019;34(6):1221-6. 
 

REFERENCES 

115 

144. Bejon P, Berendt A, Atkins BL, Green N, Parry H, Masters S, et al. Two-stage 
revision for prosthetic joint infection: predictors of outcome and the role of 
reimplantation microbiology. J Antimicrob Chemother. 2010;65(3):569-75. 
 
145. Hansen E, Tetreault M, Zmistowski B, Della Valle CJ, Parvizi J, Haddad FS, et 
al. Outcome of one-stage cementless exchange for acute postoperative periprosthetic 
hip infection. Clin Orthop Relat Res. 2013;471(10):3214-22. 
 
146. Hoad-Reddick DA, Evans CR, Norman P, Stockley I. Is there a role for extended 
antibiotic therapy in a two-stage revision of the infected knee arthroplasty? J Bone 
Joint Surg Br. 2005;87(2):171-4. 
 
147. Kunutsor SK, Whitehouse MR, Blom AW, Beswick AD, Team I. Re-Infection 
Outcomes following One- and Two-Stage Surgical Revision of Infected Hip 
Prosthesis: A Systematic Review and Meta-Analysis. PLoS One. 
2015;10(9):e0139166. 
 
148. Kunutsor SK, Whitehouse MR, Lenguerrand E, Blom AW, Beswick AD, Team 
I. Re-Infection Outcomes Following One- And Two-Stage Surgical Revision of 
Infected Knee Prosthesis: A Systematic Review and Meta-Analysis. PLoS One. 
2016;11(3):e0151537. 
 
149. George DA, Logoluso N, Castellini G, Gianola S, Scarponi S, Haddad FS, et al. 
Does cemented or cementless single-stage exchange arthroplasty of chronic 
periprosthetic hip infections provide similar infection rates to a two-stage? A 
systematic review. BMC Infect Dis. 2016;16(1):553. 
 
150. Moore AJ, Blom AW, Whitehouse MR, Gooberman-Hill R. Managing 
uncertainty - a qualitative study of surgeons' decision-making for one-stage and two-
stage revision surgery for prosthetic hip joint infection. BMC Musculoskelet Disord. 
2017;18(1):154. 
 
151. Strange S, Whitehouse MR, Beswick AD, Board T, Burston A, Burston B, et al. 
One-stage or two-stage revision surgery for prosthetic hip joint infection--the 
INFORM trial: a study protocol for a randomised controlled trial. Trials. 2016;17:90. 
 
152. Kildow BJ, Della-Valle CJ, Springer BD. Single vs 2-Stage Revision for the 
Treatment of Periprosthetic Joint Infection. J Arthroplasty. 2020;35(3S):S24-S30. 
 
153. Wouthuyzen-Bakker M, Sebillotte M, Lomas J, Taylor A, Palomares EB, Murillo 
O, et al. Clinical outcome and risk factors for failure in late acute prosthetic joint 
infections treated with debridement and implant retention. J Infect. 2019;78(1):40-7. 
 
154. Lowik CAM, Jutte PC, Tornero E, Ploegmakers JJW, Knobben BAS, de Vries 
AJ, et al. Predicting Failure in Early Acute Prosthetic Joint Infection Treated With 



REFERENCES 

116 

Debridement, Antibiotics, and Implant Retention: External Validation of the KLIC 
Score. J Arthroplasty. 2018;33(8):2582-7. 
 
155. Zimmerli W, Sendi P. Role of Rifampin against Staphylococcal Biofilm 
Infections In Vitro, in Animal Models, and in Orthopedic-Device-Related Infections. 
Antimicrob Agents Chemother. 2019;63(2). 
 
156. Anemuller R, Belden K, Brause B, Citak M, Del Pozo JL, Frommelt L, et al. Hip 
and Knee Section, Treatment, Antimicrobials: Proceedings of International Consensus 
on Orthopedic Infections. J Arthroplasty. 2019;34(2S):S463-S75. 
 
157. Achermann Y, Eigenmann K, Ledergerber B, Derksen L, Rafeiner P, Clauss M, 
et al. Factors associated with rifampin resistance in staphylococcal periprosthetic joint 
infections (PJI): a matched case-control study. Infection. 2013;41(2):431-7. 
 
158. Vårdprogram för Led- och skelettinfektioner 2018 [Available from: 
https://infektion.net/wp-content/uploads/2018/11/2018-vardprogram-led-och-
skelettinfektioner-final-2018-11-29.pdf. 
 
159. Hsieh PH, Huang KC, Lee PC, Lee MS. Two-stage revision of infected hip 
arthroplasty using an antibiotic-loaded spacer: retrospective comparison between 
short-term and prolonged antibiotic therapy. J Antimicrob Chemother. 
2009;64(2):392-7. 
 
160. Anagnostakos K, Wilmes P, Schmitt E, Kelm J. Elution of gentamicin and 
vancomycin from polymethylmethacrylate beads and hip spacers in vivo. Acta Orthop. 
2009;80(2):193-7. 
 
161. Leijtens B, Weerwag L, Schreurs BW, Kullberg BJ, Rijnen W. Clinical Outcome 
of Antibiotic Suppressive Therapy in Patients with a Prosthetic Joint Infection after 
Hip Replacement. J Bone Jt Infect. 2019;4(6):268-76. 
 
162. Espehaug B, Engesaeter LB, Vollset SE, Havelin LI, Langeland N. Antibiotic 
prophylaxis in total hip arthroplasty. Review of 10,905 primary cemented total hip 
replacements reported to the Norwegian arthroplasty register, 1987 to 1995. J Bone 
Joint Surg Br. 1997;79(4):590-5. 
 
163. About antimicrobial resistance. Centers for Disease Control and Prevention.  
[Available from: https://www.cdc.gov/drugresistance/about.html. 
 
164. George J, Newman JM, Klika AK, Miller EM, Tan TL, Parvizi J, et al. Changes 
in Antibiotic Susceptibility of Staphylococcus aureus Between the Stages of 2-Stage 
Revision Arthroplasty. J Arthroplasty. 2018;33(6):1844-9. 
 

REFERENCES 

117 

165. Ma D, Shanks RMQ, Davis CM, 3rd, Craft DW, Wood TK, Hamlin BR, et al. 
Viable bacteria persist on antibiotic spacers following two-stage revision for 
periprosthetic joint infection. J Orthop Res. 2018;36(1):452-8. 
 
166. Friedman ND, Temkin E, Carmeli Y. The negative impact of antibiotic resistance. 
Clin Microbiol Infect. 2016;22(5):416-22. 
 
167. Trobos M, Lester CH, Olsen JE, Frimodt-Moller N, Hammerum AM. Natural 
transfer of sulphonamide and ampicillin resistance between Escherichia coli residing 
in the human intestine. J Antimicrob Chemother. 2009;63(1):80-6. 
 
168. Lester CH, Frimodt-Moller N, Sorensen TL, Monnet DL, Hammerum AM. In 
vivo transfer of the vanA resistance gene from an Enterococcus faecium isolate of 
animal origin to an E. faecium isolate of human origin in the intestines of human 
volunteers. Antimicrob Agents Chemother. 2006;50(2):596-9. 
 
169. Li B, Webster TJ. Bacteria antibiotic resistance: New challenges and 
opportunities for implant-associated orthopedic infections. J Orthop Res. 
2018;36(1):22-32. 
 
170. Kilgus DJ, Howe DJ, Strang A. Results of periprosthetic hip and knee infections 
caused by resistant bacteria. Clin Orthop Relat Res. 2002(404):116-24. 
 
171. Stefansdottir A, Johansson A, Lidgren L, Wagner P, A WD. Bacterial 
colonization and resistance patterns in 133 patients undergoing a primary hip- or knee 
replacement in Southern Sweden. Acta Orthop. 2013;84(1):87-91. 
 
172. Stefansdottir A, Johansson D, Knutson K, Lidgren L, Robertsson O. 
Microbiology of the infected knee arthroplasty: report from the Swedish Knee 
Arthroplasty Register on 426 surgically revised cases. Scand J Infect Dis. 2009;41(11-
12):831-40. 
 
173. Folkhälsomyndigheten. Screening för antibiotikaresistenta bakterier 
2017.[Availablefrom: 
https://www.folkhalsomyndigheten.se/contentassets/8f56681b343b46b9a48f13c0b17
74e82/screening-resistenta-bakterier-02307-2017.pdf. 
 
174. CDC. Antibiotic Resistance Threats in the United States, 2019. Atlanta, GA.: U.S. 
Department of Health and Human Services.; 2019 [Available from: 
www.cdc.gov/DrugResistance/Biggest-Threats.html. 
 
175. Costerton JW, Montanaro L, Arciola CR. Bacterial communications in implant 
infections: a target for an intelligence war. Int J Artif Organs. 2007;30(9):757-63. 



REFERENCES 

116 

Debridement, Antibiotics, and Implant Retention: External Validation of the KLIC 
Score. J Arthroplasty. 2018;33(8):2582-7. 
 
155. Zimmerli W, Sendi P. Role of Rifampin against Staphylococcal Biofilm 
Infections In Vitro, in Animal Models, and in Orthopedic-Device-Related Infections. 
Antimicrob Agents Chemother. 2019;63(2). 
 
156. Anemuller R, Belden K, Brause B, Citak M, Del Pozo JL, Frommelt L, et al. Hip 
and Knee Section, Treatment, Antimicrobials: Proceedings of International Consensus 
on Orthopedic Infections. J Arthroplasty. 2019;34(2S):S463-S75. 
 
157. Achermann Y, Eigenmann K, Ledergerber B, Derksen L, Rafeiner P, Clauss M, 
et al. Factors associated with rifampin resistance in staphylococcal periprosthetic joint 
infections (PJI): a matched case-control study. Infection. 2013;41(2):431-7. 
 
158. Vårdprogram för Led- och skelettinfektioner 2018 [Available from: 
https://infektion.net/wp-content/uploads/2018/11/2018-vardprogram-led-och-
skelettinfektioner-final-2018-11-29.pdf. 
 
159. Hsieh PH, Huang KC, Lee PC, Lee MS. Two-stage revision of infected hip 
arthroplasty using an antibiotic-loaded spacer: retrospective comparison between 
short-term and prolonged antibiotic therapy. J Antimicrob Chemother. 
2009;64(2):392-7. 
 
160. Anagnostakos K, Wilmes P, Schmitt E, Kelm J. Elution of gentamicin and 
vancomycin from polymethylmethacrylate beads and hip spacers in vivo. Acta Orthop. 
2009;80(2):193-7. 
 
161. Leijtens B, Weerwag L, Schreurs BW, Kullberg BJ, Rijnen W. Clinical Outcome 
of Antibiotic Suppressive Therapy in Patients with a Prosthetic Joint Infection after 
Hip Replacement. J Bone Jt Infect. 2019;4(6):268-76. 
 
162. Espehaug B, Engesaeter LB, Vollset SE, Havelin LI, Langeland N. Antibiotic 
prophylaxis in total hip arthroplasty. Review of 10,905 primary cemented total hip 
replacements reported to the Norwegian arthroplasty register, 1987 to 1995. J Bone 
Joint Surg Br. 1997;79(4):590-5. 
 
163. About antimicrobial resistance. Centers for Disease Control and Prevention.  
[Available from: https://www.cdc.gov/drugresistance/about.html. 
 
164. George J, Newman JM, Klika AK, Miller EM, Tan TL, Parvizi J, et al. Changes 
in Antibiotic Susceptibility of Staphylococcus aureus Between the Stages of 2-Stage 
Revision Arthroplasty. J Arthroplasty. 2018;33(6):1844-9. 
 

REFERENCES 

117 

165. Ma D, Shanks RMQ, Davis CM, 3rd, Craft DW, Wood TK, Hamlin BR, et al. 
Viable bacteria persist on antibiotic spacers following two-stage revision for 
periprosthetic joint infection. J Orthop Res. 2018;36(1):452-8. 
 
166. Friedman ND, Temkin E, Carmeli Y. The negative impact of antibiotic resistance. 
Clin Microbiol Infect. 2016;22(5):416-22. 
 
167. Trobos M, Lester CH, Olsen JE, Frimodt-Moller N, Hammerum AM. Natural 
transfer of sulphonamide and ampicillin resistance between Escherichia coli residing 
in the human intestine. J Antimicrob Chemother. 2009;63(1):80-6. 
 
168. Lester CH, Frimodt-Moller N, Sorensen TL, Monnet DL, Hammerum AM. In 
vivo transfer of the vanA resistance gene from an Enterococcus faecium isolate of 
animal origin to an E. faecium isolate of human origin in the intestines of human 
volunteers. Antimicrob Agents Chemother. 2006;50(2):596-9. 
 
169. Li B, Webster TJ. Bacteria antibiotic resistance: New challenges and 
opportunities for implant-associated orthopedic infections. J Orthop Res. 
2018;36(1):22-32. 
 
170. Kilgus DJ, Howe DJ, Strang A. Results of periprosthetic hip and knee infections 
caused by resistant bacteria. Clin Orthop Relat Res. 2002(404):116-24. 
 
171. Stefansdottir A, Johansson A, Lidgren L, Wagner P, A WD. Bacterial 
colonization and resistance patterns in 133 patients undergoing a primary hip- or knee 
replacement in Southern Sweden. Acta Orthop. 2013;84(1):87-91. 
 
172. Stefansdottir A, Johansson D, Knutson K, Lidgren L, Robertsson O. 
Microbiology of the infected knee arthroplasty: report from the Swedish Knee 
Arthroplasty Register on 426 surgically revised cases. Scand J Infect Dis. 2009;41(11-
12):831-40. 
 
173. Folkhälsomyndigheten. Screening för antibiotikaresistenta bakterier 
2017.[Availablefrom: 
https://www.folkhalsomyndigheten.se/contentassets/8f56681b343b46b9a48f13c0b17
74e82/screening-resistenta-bakterier-02307-2017.pdf. 
 
174. CDC. Antibiotic Resistance Threats in the United States, 2019. Atlanta, GA.: U.S. 
Department of Health and Human Services.; 2019 [Available from: 
www.cdc.gov/DrugResistance/Biggest-Threats.html. 
 
175. Costerton JW, Montanaro L, Arciola CR. Bacterial communications in implant 
infections: a target for an intelligence war. Int J Artif Organs. 2007;30(9):757-63. 



REFERENCES 

118 

176. Giersing BK, Dastgheyb SS, Modjarrad K, Moorthy V. Status of vaccine research 
and development of vaccines for Staphylococcus aureus. Vaccine. 2016;34(26):2962-
6. 
 
177. Mallon C, Gooberman-Hill R, Blom A, Whitehouse M, Moore A. Surgeons are 
deeply affected when patients are diagnosed with prosthetic joint infection. PLoS One. 
2018;13(11):e0207260. 
 
178. Dewa CS, Loong D, Bonato S, Thanh NX, Jacobs P. How does burnout affect 
physician productivity? A systematic literature review. BMC Health Serv Res. 
2014;14:325. 
 
179. Wu AW. Medical error: the second victim. West J Med. 2000;172(6):358-9. 
 
180. Seys D, Wu AW, Van Gerven E, Vleugels A, Euwema M, Panella M, et al. Health 
care professionals as second victims after adverse events: a systematic review. Eval 
Health Prof. 2013;36(2):135-62. 
 
181. Sirriyeh R, Lawton R, Gardner P, Armitage G. Coping with medical error: a 
systematic review of papers to assess the effects of involvement in medical errors on 
healthcare professionals' psychological well-being. Qual Saf Health Care. 
2010;19(6):e43. 
 
182. Patel AM, Ingalls NK, Mansour MA, Sherman S, Davis AT, Chung MH. 
Collateral damage: the effect of patient complications on the surgeon's psyche. 
Surgery. 2010;148(4):824-8; discussion 8-30. 
 
183. Baas MAM, Scheepstra KWF, Stramrood CAI, Evers R, Dijksman LM, van 
Pampus MG. Work-related adverse events leaving their mark: a cross-sectional study 
among Dutch gynecologists. BMC Psychiatry. 2018;18(1):73. 
 
184. Vinson AE, Randel G. Peer support in anesthesia: turning war stories into 
wellness. Curr Opin Anaesthesiol. 2018;31(3):382-7. 
 
185. Srinivasa S, Gurney J, Koea J. Potential Consequences of Patient Complications 
for Surgeon Well-being: A Systematic Review. JAMA Surg. 2019. 
 
186. Luu S, Patel P, St-Martin L, Leung AS, Regehr G, Murnaghan ML, et al. Waking 
up the next morning: surgeons' emotional reactions to adverse events. Med Educ. 
2012;46(12):1179-88. 
 
187. Edrees HH, Wu AW. Does One Size Fit All? Assessing the Need for 
Organizational Second Victim Support Programs. J Patient Saf. 2017. 

REFERENCES 

119 

188. Alp E, Cevahir F, Ersoy S, Guney A. Incidence and economic burden of prosthetic 
joint infections in a university hospital: A report from a middle-income country. J 
Infect Public Health. 2016;9(4):494-8. 
 
189. Akindolire J, Morcos MW, Marsh JD, Howard JL, Lanting BA, Vasarhelyi EM. 
The economic impact of periprosthetic infection in total hip arthroplasty. Can J Surg. 
2020;63(1):E52-E6. 
 
190. Culliford D, Maskell J, Judge A, Cooper C, Prieto-Alhambra D, Arden NK, et al. 
Future projections of total hip and knee arthroplasty in the UK: results from the UK 
Clinical Practice Research Datalink. Osteoarthritis Cartilage. 2015;23(4):594-600. 
 
191. Peeters E, Nelis HJ, Coenye T. Comparison of multiple methods for quantification 
of microbial biofilms grown in microtiter plates. J Microbiol Methods. 
2008;72(2):157-65. 
 
192. Stepanovic S, Vukovic D, Hola V, Di Bonaventura G, Djukic S, Cirkovic I, et al. 
Quantification of biofilm in microtiter plates: overview of testing conditions and 
practical recommendations for assessment of biofilm production by staphylococci. 
APMIS. 2007;115(8):891-9. 
 
193. Baldassarri L, Bertuccini L, Ammendolia MG, Arciola CR, Montanaro L. Effect 
of iron limitation on slime production by Staphylococcus aureus. Eur J Clin Microbiol 
Infect Dis. 2001;20(5):343-5. 
 
194. Ceri H, Olson ME, Stremick C, Read RR, Morck D, Buret A. The Calgary Biofilm 
Device: new technology for rapid determination of antibiotic susceptibilities of 
bacterial biofilms. J Clin Microbiol. 1999;37(6):1771-6. 
 
195. Harrison JJ, Stremick CA, Turner RJ, Allan ND, Olson ME, Ceri H. Microtiter 
susceptibility testing of microbes growing on peg lids: a miniaturized biofilm model 
for high-throughput screening. Nat Protoc. 2010;5(7):1236-54. 
 
196. Karrholm J. The Swedish Hip Arthroplasty Register (www.shpr.se). Acta Orthop. 
2010;81(1):3-4. 
 
197. Lourtet-Hascoet J, Bicart-See A, Felice MP, Giordano G, Bonnet E. 
Staphylococcus lugdunensis, a serious pathogen in periprosthetic joint infections: 
comparison to Staphylococcus aureus and Staphylococcus epidermidis. Int J Infect 
Dis. 2016;51:56-61. 
 
198. Thorne S. Interpretive Description. United States of America: Left Coast Press, 
Inc.; 2008. 



REFERENCES 

118 

176. Giersing BK, Dastgheyb SS, Modjarrad K, Moorthy V. Status of vaccine research 
and development of vaccines for Staphylococcus aureus. Vaccine. 2016;34(26):2962-
6. 
 
177. Mallon C, Gooberman-Hill R, Blom A, Whitehouse M, Moore A. Surgeons are 
deeply affected when patients are diagnosed with prosthetic joint infection. PLoS One. 
2018;13(11):e0207260. 
 
178. Dewa CS, Loong D, Bonato S, Thanh NX, Jacobs P. How does burnout affect 
physician productivity? A systematic literature review. BMC Health Serv Res. 
2014;14:325. 
 
179. Wu AW. Medical error: the second victim. West J Med. 2000;172(6):358-9. 
 
180. Seys D, Wu AW, Van Gerven E, Vleugels A, Euwema M, Panella M, et al. Health 
care professionals as second victims after adverse events: a systematic review. Eval 
Health Prof. 2013;36(2):135-62. 
 
181. Sirriyeh R, Lawton R, Gardner P, Armitage G. Coping with medical error: a 
systematic review of papers to assess the effects of involvement in medical errors on 
healthcare professionals' psychological well-being. Qual Saf Health Care. 
2010;19(6):e43. 
 
182. Patel AM, Ingalls NK, Mansour MA, Sherman S, Davis AT, Chung MH. 
Collateral damage: the effect of patient complications on the surgeon's psyche. 
Surgery. 2010;148(4):824-8; discussion 8-30. 
 
183. Baas MAM, Scheepstra KWF, Stramrood CAI, Evers R, Dijksman LM, van 
Pampus MG. Work-related adverse events leaving their mark: a cross-sectional study 
among Dutch gynecologists. BMC Psychiatry. 2018;18(1):73. 
 
184. Vinson AE, Randel G. Peer support in anesthesia: turning war stories into 
wellness. Curr Opin Anaesthesiol. 2018;31(3):382-7. 
 
185. Srinivasa S, Gurney J, Koea J. Potential Consequences of Patient Complications 
for Surgeon Well-being: A Systematic Review. JAMA Surg. 2019. 
 
186. Luu S, Patel P, St-Martin L, Leung AS, Regehr G, Murnaghan ML, et al. Waking 
up the next morning: surgeons' emotional reactions to adverse events. Med Educ. 
2012;46(12):1179-88. 
 
187. Edrees HH, Wu AW. Does One Size Fit All? Assessing the Need for 
Organizational Second Victim Support Programs. J Patient Saf. 2017. 

REFERENCES 

119 

188. Alp E, Cevahir F, Ersoy S, Guney A. Incidence and economic burden of prosthetic 
joint infections in a university hospital: A report from a middle-income country. J 
Infect Public Health. 2016;9(4):494-8. 
 
189. Akindolire J, Morcos MW, Marsh JD, Howard JL, Lanting BA, Vasarhelyi EM. 
The economic impact of periprosthetic infection in total hip arthroplasty. Can J Surg. 
2020;63(1):E52-E6. 
 
190. Culliford D, Maskell J, Judge A, Cooper C, Prieto-Alhambra D, Arden NK, et al. 
Future projections of total hip and knee arthroplasty in the UK: results from the UK 
Clinical Practice Research Datalink. Osteoarthritis Cartilage. 2015;23(4):594-600. 
 
191. Peeters E, Nelis HJ, Coenye T. Comparison of multiple methods for quantification 
of microbial biofilms grown in microtiter plates. J Microbiol Methods. 
2008;72(2):157-65. 
 
192. Stepanovic S, Vukovic D, Hola V, Di Bonaventura G, Djukic S, Cirkovic I, et al. 
Quantification of biofilm in microtiter plates: overview of testing conditions and 
practical recommendations for assessment of biofilm production by staphylococci. 
APMIS. 2007;115(8):891-9. 
 
193. Baldassarri L, Bertuccini L, Ammendolia MG, Arciola CR, Montanaro L. Effect 
of iron limitation on slime production by Staphylococcus aureus. Eur J Clin Microbiol 
Infect Dis. 2001;20(5):343-5. 
 
194. Ceri H, Olson ME, Stremick C, Read RR, Morck D, Buret A. The Calgary Biofilm 
Device: new technology for rapid determination of antibiotic susceptibilities of 
bacterial biofilms. J Clin Microbiol. 1999;37(6):1771-6. 
 
195. Harrison JJ, Stremick CA, Turner RJ, Allan ND, Olson ME, Ceri H. Microtiter 
susceptibility testing of microbes growing on peg lids: a miniaturized biofilm model 
for high-throughput screening. Nat Protoc. 2010;5(7):1236-54. 
 
196. Karrholm J. The Swedish Hip Arthroplasty Register (www.shpr.se). Acta Orthop. 
2010;81(1):3-4. 
 
197. Lourtet-Hascoet J, Bicart-See A, Felice MP, Giordano G, Bonnet E. 
Staphylococcus lugdunensis, a serious pathogen in periprosthetic joint infections: 
comparison to Staphylococcus aureus and Staphylococcus epidermidis. Int J Infect 
Dis. 2016;51:56-61. 
 
198. Thorne S. Interpretive Description. United States of America: Left Coast Press, 
Inc.; 2008. 



REFERENCES 

120 

199. Saunders B, Sim J, Kingstone T, Baker S, Waterfield J, Bartlam B, et al. 
Saturation in qualitative research: exploring its conceptualization and 
operationalization. Qual Quant. 2018;52(4):1893-907. 
 
200. Graneheim UH, Lundman B. Qualitative content analysis in nursing research: 
concepts, procedures and measures to achieve trustworthiness. Nurse Educ Today. 
2004;24(2):105-12. 
 
201. Erlingsson C, Brysiewicz P. A hands-on guide to doing content analysis. Afr J 
Emerg Med. 2017;7(3):93-9. 
 
202. Guembe M, Alonso B, Lucio J, Perez-Granda MJ, Cruces R, Sanchez-Carrillo C, 
et al. Biofilm production is not associated with poor clinical outcome in 485 patients 
with Staphylococcus aureus bacteraemia. Clin Microbiol Infect. 2018;24(6):659 e1- 
e3. 
 
203. Sanchez CJ, Jr., Mende K, Beckius ML, Akers KS, Romano DR, Wenke JC, et 
al. Biofilm formation by clinical isolates and the implications in chronic infections. 
BMC Infect Dis. 2013;13:47. 
 
204. Akers KS, Mende K, Cheatle KA, Zera WC, Yu X, Beckius ML, et al. Biofilms 
and persistent wound infections in United States military trauma patients: a case-
control analysis. BMC Infect Dis. 2014;14:190. 
 
205. Morgenstern M, Post V, Erichsen C, Hungerer S, Buhren V, Militz M, et al. 
Biofilm formation increases treatment failure in Staphylococcus epidermidis device-
related osteomyelitis of the lower extremity in human patients. J Orthop Res. 
2016;34(11):1905-13. 
 
206. Post V, Harris LG, Morgenstern M, Mageiros L, Hitchings MD, Meric G, et al. 
Comparative Genomics Study of Staphylococcus epidermidis Isolates from 
Orthopedic-Device-Related Infections Correlated with Patient Outcome. J Clin 
Microbiol. 2017;55(10):3089-103. 
 
207. Brady AJ, Laverty G, Gilpin DF, Kearney P, Tunney M. Antibiotic susceptibility 
of planktonic- and biofilm-grown staphylococci isolated from implant-associated 
infections: should MBEC and nature of biofilm formation replace MIC? J Med 
Microbiol. 2017;66(4):461-9. 
 
208. Antunes AL, Trentin DS, Bonfanti JW, Pinto CC, Perez LR, Macedo AJ, et al. 
Application of a feasible method for determination of biofilm antimicrobial 
susceptibility in staphylococci. APMIS. 2010;118(11):873-7. 
 

REFERENCES 

121 

209. Tevell S, Hellmark B, Nilsdotter-Augustinsson A, Soderquist B. Staphylococcus 
capitis isolated from prosthetic joint infections. Eur J Clin Microbiol Infect Dis. 
2017;36(1):115-22. 
 
210. Mlynek KD, Callahan MT, Shimkevitch AV, Farmer JT, Endres JL, Marchand 
M, et al. Effects of Low-Dose Amoxicillin on Staphylococcus aureus USA300 
Biofilms. Antimicrob Agents Chemother. 2016;60(5):2639-51. 
 
211. Zimmerli W, Widmer AF, Blatter M, Frei R, Ochsner PE. Role of rifampin for 
treatment of orthopedic implant-related staphylococcal infections: a randomized 
controlled trial. Foreign-Body Infection (FBI) Study Group. JAMA. 
1998;279(19):1537-41. 
 
212. Moriarty TF, Kuehl R, Coenye T, Metsemakers WJ, Morgenstern M, Schwarz 
EM, et al. Orthopaedic device-related infection: current and future interventions for 
improved prevention and treatment. EFORT Open Rev. 2016;1(4):89-99. 
 
213. Corte L, Casagrande Pierantoni D, Tascini C, Roscini L, Cardinali G. Biofilm 
Specific Activity: A Measure to Quantify Microbial Biofilm. Microorganisms. 
2019;7(3). 
 
214. Cruz CD, Shah S, Tammela P. Defining conditions for biofilm inhibition and 
eradication assays for Gram-positive clinical reference strains. BMC Microbiol. 
2018;18(1):173. 
 
215. Rauh MA, Krackow KA. In-hospital deaths following elective total joint 
arthroplasty. Orthopedics. 2004;27(4):407-11. 
 
216. Nodzo SR, Boyle KK, Nocon AA, Henry MW, Mayman DJ, Westrich GH. The 
Influence of a Failed Irrigation and Debridement on the Outcomes of a Subsequent 2-
Stage Revision Knee Arthroplasty. J Arthroplasty. 2017;32(8):2508-12. 
 
217. Sherrell JC, Fehring TK, Odum S, Hansen E, Zmistowski B, Dennos A, et al. The 
Chitranjan Ranawat Award: fate of two-stage reimplantation after failed irrigation and 
debridement for periprosthetic knee infection. Clin Orthop Relat Res. 2011;469(1):18-
25. 
 
218. Murray JL, Connell JL, Stacy A, Turner KH, Whiteley M. Mechanisms of 
synergy in polymicrobial infections. J Microbiol. 2014;52(3):188-99. 
 
219. Ryan SP, Vovos TJ, Hong CS, Bergen MA, Formby PM, Bolognesi MP, et al. 
Treatment of Prosthetic Joint Infection: Established Patient Relationships May Impact 
Medical Decision-Making. J Arthroplasty. 2019;34(2):352-8. 



REFERENCES 

120 

199. Saunders B, Sim J, Kingstone T, Baker S, Waterfield J, Bartlam B, et al. 
Saturation in qualitative research: exploring its conceptualization and 
operationalization. Qual Quant. 2018;52(4):1893-907. 
 
200. Graneheim UH, Lundman B. Qualitative content analysis in nursing research: 
concepts, procedures and measures to achieve trustworthiness. Nurse Educ Today. 
2004;24(2):105-12. 
 
201. Erlingsson C, Brysiewicz P. A hands-on guide to doing content analysis. Afr J 
Emerg Med. 2017;7(3):93-9. 
 
202. Guembe M, Alonso B, Lucio J, Perez-Granda MJ, Cruces R, Sanchez-Carrillo C, 
et al. Biofilm production is not associated with poor clinical outcome in 485 patients 
with Staphylococcus aureus bacteraemia. Clin Microbiol Infect. 2018;24(6):659 e1- 
e3. 
 
203. Sanchez CJ, Jr., Mende K, Beckius ML, Akers KS, Romano DR, Wenke JC, et 
al. Biofilm formation by clinical isolates and the implications in chronic infections. 
BMC Infect Dis. 2013;13:47. 
 
204. Akers KS, Mende K, Cheatle KA, Zera WC, Yu X, Beckius ML, et al. Biofilms 
and persistent wound infections in United States military trauma patients: a case-
control analysis. BMC Infect Dis. 2014;14:190. 
 
205. Morgenstern M, Post V, Erichsen C, Hungerer S, Buhren V, Militz M, et al. 
Biofilm formation increases treatment failure in Staphylococcus epidermidis device-
related osteomyelitis of the lower extremity in human patients. J Orthop Res. 
2016;34(11):1905-13. 
 
206. Post V, Harris LG, Morgenstern M, Mageiros L, Hitchings MD, Meric G, et al. 
Comparative Genomics Study of Staphylococcus epidermidis Isolates from 
Orthopedic-Device-Related Infections Correlated with Patient Outcome. J Clin 
Microbiol. 2017;55(10):3089-103. 
 
207. Brady AJ, Laverty G, Gilpin DF, Kearney P, Tunney M. Antibiotic susceptibility 
of planktonic- and biofilm-grown staphylococci isolated from implant-associated 
infections: should MBEC and nature of biofilm formation replace MIC? J Med 
Microbiol. 2017;66(4):461-9. 
 
208. Antunes AL, Trentin DS, Bonfanti JW, Pinto CC, Perez LR, Macedo AJ, et al. 
Application of a feasible method for determination of biofilm antimicrobial 
susceptibility in staphylococci. APMIS. 2010;118(11):873-7. 
 

REFERENCES 

121 

209. Tevell S, Hellmark B, Nilsdotter-Augustinsson A, Soderquist B. Staphylococcus 
capitis isolated from prosthetic joint infections. Eur J Clin Microbiol Infect Dis. 
2017;36(1):115-22. 
 
210. Mlynek KD, Callahan MT, Shimkevitch AV, Farmer JT, Endres JL, Marchand 
M, et al. Effects of Low-Dose Amoxicillin on Staphylococcus aureus USA300 
Biofilms. Antimicrob Agents Chemother. 2016;60(5):2639-51. 
 
211. Zimmerli W, Widmer AF, Blatter M, Frei R, Ochsner PE. Role of rifampin for 
treatment of orthopedic implant-related staphylococcal infections: a randomized 
controlled trial. Foreign-Body Infection (FBI) Study Group. JAMA. 
1998;279(19):1537-41. 
 
212. Moriarty TF, Kuehl R, Coenye T, Metsemakers WJ, Morgenstern M, Schwarz 
EM, et al. Orthopaedic device-related infection: current and future interventions for 
improved prevention and treatment. EFORT Open Rev. 2016;1(4):89-99. 
 
213. Corte L, Casagrande Pierantoni D, Tascini C, Roscini L, Cardinali G. Biofilm 
Specific Activity: A Measure to Quantify Microbial Biofilm. Microorganisms. 
2019;7(3). 
 
214. Cruz CD, Shah S, Tammela P. Defining conditions for biofilm inhibition and 
eradication assays for Gram-positive clinical reference strains. BMC Microbiol. 
2018;18(1):173. 
 
215. Rauh MA, Krackow KA. In-hospital deaths following elective total joint 
arthroplasty. Orthopedics. 2004;27(4):407-11. 
 
216. Nodzo SR, Boyle KK, Nocon AA, Henry MW, Mayman DJ, Westrich GH. The 
Influence of a Failed Irrigation and Debridement on the Outcomes of a Subsequent 2-
Stage Revision Knee Arthroplasty. J Arthroplasty. 2017;32(8):2508-12. 
 
217. Sherrell JC, Fehring TK, Odum S, Hansen E, Zmistowski B, Dennos A, et al. The 
Chitranjan Ranawat Award: fate of two-stage reimplantation after failed irrigation and 
debridement for periprosthetic knee infection. Clin Orthop Relat Res. 2011;469(1):18-
25. 
 
218. Murray JL, Connell JL, Stacy A, Turner KH, Whiteley M. Mechanisms of 
synergy in polymicrobial infections. J Microbiol. 2014;52(3):188-99. 
 
219. Ryan SP, Vovos TJ, Hong CS, Bergen MA, Formby PM, Bolognesi MP, et al. 
Treatment of Prosthetic Joint Infection: Established Patient Relationships May Impact 
Medical Decision-Making. J Arthroplasty. 2019;34(2):352-8. 



REFERENCES 

122 

220. Moojen DJ, Zwiers JH, Scholtes VA, Verheyen CC, Poolman RW. Similar 
success rates for single and multiple debridement surgery for acute hip arthroplasty 
infection. Acta Orthop. 2014;85(4):383-8. 
 
221. Jiranek WA, Waligora AC, Hess SR, Golladay GL. Surgical Treatment of 
Prosthetic Joint Infections of the Hip and Knee: Changing Paradigms? J Arthroplasty. 
2015;30(6):912-8. 
 
222. Leonard HA, Liddle AD, Burke O, Murray DW, Pandit H. Single- or two-stage 
revision for infected total hip arthroplasty? A systematic review of the literature. Clin 
Orthop Relat Res. 2014;472(3):1036-42. 
 
223. Zmistowski B, Tetreault MW, Alijanipour P, Chen AF, Della Valle CJ, Parvizi J. 
Recurrent periprosthetic joint infection: persistent or new infection? J Arthroplasty. 
2013;28(9):1486-9. 
 
224. Abdelaziz H, Gruber H, Gehrke T, Salber J, Citak M. What are the Factors 
Associated with Re-revision After One-stage Revision for Periprosthetic Joint 
Infection of the Hip? A Case-control Study. Clin Orthop Relat Res. 
2019;477(10):2258-63. 
 
225. Khalid V, Schonheyder HC, Nielsen PT, Kappel A, Thomsen TR, Aleksyniene 
R, et al. 72 revision surgeries for aseptic failure after hip or knee arthroplasty: a 
prospective study with an extended diagnostic algorithm. BMC Musculoskelet Disord. 
2019;20(1):600. 
 
226. Lindgren JV, Gordon M, Wretenberg P, Karrholm J, Garellick G. Validation of 
reoperations due to infection in the Swedish Hip Arthroplasty Register. BMC 
Musculoskelet Disord. 2014;15:384. 
 
227. Bargon R, Bruenke J, Carli A, Fabritius M, Goel R, Goswami K, et al. General 
Assembly, Research Caveats: Proceedings of International Consensus on Orthopedic 
Infections. J Arthroplasty. 2019;34(2S):S245-S53 e1. 
 
228. Han K, Bohnen JD, Peponis T, Martinez M, Nandan A, Yeh DD, et al. The 
Surgeon as the Second Victim? Results of the Boston Intraoperative Adverse Events 
Surgeons' Attitude (BISA) Study. J Am Coll Surg. 2017;224(6):1048-56. 
 
229. Faivre G, Marillier G, Nallet J, Nezelof S, Clment I, Obert L. Are French 
orthopedic and trauma surgeons affected by burnout? Results of a nationwide survey. 
Orthop Traumatol Surg Res. 2019;105(2):395-9. 
 
230. Faivre G, Kielwasser H, Bourgeois M, Panouilleres M, Loisel F, Obert L. Burnout 
syndrome in orthopaedic and trauma surgery residents in France: A nationwide survey. 
Orthop Traumatol Surg Res. 2018;104(8):1291-5. 

REFERENCES 

123 

231. Pinto A, Faiz O, Bicknell C, Vincent C. Surgical complications and their 
implications for surgeons' well-being. Br J Surg. 2013;100(13):1748-55. 
 
232. Kini SG, Gabr A, Das R, Sukeik M, Haddad FS. Two-stage Revision for 
Periprosthetic Hip and Knee Joint Infections. Open Orthop J. 2016;10:579-88. 
 
233. Chan K, Petrisor B, Bhandari M. Emotional intelligence in orthopedic surgery 
residents. Can J Surg. 2014;57(2):89-93. 
 
234. Kaldjian LC, Forman-Hoffman VL, Jones EW, Wu BJ, Levi BH, Rosenthal GE. 
Do faculty and resident physicians discuss their medical errors? J Med Ethics. 
2008;34(10):717-22. 
 
235. Gallagher TH, Waterman AD, Ebers AG, Fraser VJ, Levinson W. Patients' and 
physicians' attitudes regarding the disclosure of medical errors. JAMA. 
2003;289(8):1001-7. 
 
236. Ibrahim MS, Raja S, Khan MA, Haddad FS. A multidisciplinary team approach 
to two-stage revision for the infected hip replacement: a minimum five-year follow-up 
study. Bone Joint J. 2014;96-B(10):1312-8. 
 
237. 1 Pe. Riskfaktorer för ledprotesrelaterad infektion samt optimering av patient 
inför elektiv ledprotesoperation 2019 [Available from: https://lof.se/wp-
content/uploads/Riskfaktorer-samt-optimering.pdf. 
 
238. Morgenstern C, Cabric S, Perka C, Trampuz A, Renz N. Synovial fluid multiplex 
PCR is superior to culture for detection of low-virulent pathogens causing 
periprosthetic joint infection. Diagn Microbiol Infect Dis. 2018;90(2):115-9. 
 
239. Kheir MM, Tan TL, George J, Higuera CA, Maltenfort MG, Parvizi J. 
Development and Evaluation of a Prognostic Calculator for the Surgical Treatment of 
Periprosthetic Joint Infection. J Arthroplasty. 2018;33(9):2986-92 e1. 
 
240. Logroscino G, Campana V, Pagano S, Taccari F, Fantoni M, Saracco M. Risk 
factors for failure of two-stage revision arthroplasty for infected hip prosthesis: review 
of the literature and single centre cohort analysis. Eur Rev Med Pharmacol Sci. 
2019;23(2 Suppl):65-75. 
 
241. Lass R, Giurea A, Kubista B, Hirschl AM, Graninger W, Presterl E, et al. Bacterial 
adherence to different components of total hip prosthesis in patients with prosthetic 
joint infection. Int Orthop. 2014;38(8):1597-602. 
 
242. Tuchscherr L, Kreis CA, Hoerr V, Flint L, Hachmeister M, Geraci J, et al. 
Staphylococcus aureus develops increased resistance to antibiotics by forming 



REFERENCES 

122 

220. Moojen DJ, Zwiers JH, Scholtes VA, Verheyen CC, Poolman RW. Similar 
success rates for single and multiple debridement surgery for acute hip arthroplasty 
infection. Acta Orthop. 2014;85(4):383-8. 
 
221. Jiranek WA, Waligora AC, Hess SR, Golladay GL. Surgical Treatment of 
Prosthetic Joint Infections of the Hip and Knee: Changing Paradigms? J Arthroplasty. 
2015;30(6):912-8. 
 
222. Leonard HA, Liddle AD, Burke O, Murray DW, Pandit H. Single- or two-stage 
revision for infected total hip arthroplasty? A systematic review of the literature. Clin 
Orthop Relat Res. 2014;472(3):1036-42. 
 
223. Zmistowski B, Tetreault MW, Alijanipour P, Chen AF, Della Valle CJ, Parvizi J. 
Recurrent periprosthetic joint infection: persistent or new infection? J Arthroplasty. 
2013;28(9):1486-9. 
 
224. Abdelaziz H, Gruber H, Gehrke T, Salber J, Citak M. What are the Factors 
Associated with Re-revision After One-stage Revision for Periprosthetic Joint 
Infection of the Hip? A Case-control Study. Clin Orthop Relat Res. 
2019;477(10):2258-63. 
 
225. Khalid V, Schonheyder HC, Nielsen PT, Kappel A, Thomsen TR, Aleksyniene 
R, et al. 72 revision surgeries for aseptic failure after hip or knee arthroplasty: a 
prospective study with an extended diagnostic algorithm. BMC Musculoskelet Disord. 
2019;20(1):600. 
 
226. Lindgren JV, Gordon M, Wretenberg P, Karrholm J, Garellick G. Validation of 
reoperations due to infection in the Swedish Hip Arthroplasty Register. BMC 
Musculoskelet Disord. 2014;15:384. 
 
227. Bargon R, Bruenke J, Carli A, Fabritius M, Goel R, Goswami K, et al. General 
Assembly, Research Caveats: Proceedings of International Consensus on Orthopedic 
Infections. J Arthroplasty. 2019;34(2S):S245-S53 e1. 
 
228. Han K, Bohnen JD, Peponis T, Martinez M, Nandan A, Yeh DD, et al. The 
Surgeon as the Second Victim? Results of the Boston Intraoperative Adverse Events 
Surgeons' Attitude (BISA) Study. J Am Coll Surg. 2017;224(6):1048-56. 
 
229. Faivre G, Marillier G, Nallet J, Nezelof S, Clment I, Obert L. Are French 
orthopedic and trauma surgeons affected by burnout? Results of a nationwide survey. 
Orthop Traumatol Surg Res. 2019;105(2):395-9. 
 
230. Faivre G, Kielwasser H, Bourgeois M, Panouilleres M, Loisel F, Obert L. Burnout 
syndrome in orthopaedic and trauma surgery residents in France: A nationwide survey. 
Orthop Traumatol Surg Res. 2018;104(8):1291-5. 

REFERENCES 

123 

231. Pinto A, Faiz O, Bicknell C, Vincent C. Surgical complications and their 
implications for surgeons' well-being. Br J Surg. 2013;100(13):1748-55. 
 
232. Kini SG, Gabr A, Das R, Sukeik M, Haddad FS. Two-stage Revision for 
Periprosthetic Hip and Knee Joint Infections. Open Orthop J. 2016;10:579-88. 
 
233. Chan K, Petrisor B, Bhandari M. Emotional intelligence in orthopedic surgery 
residents. Can J Surg. 2014;57(2):89-93. 
 
234. Kaldjian LC, Forman-Hoffman VL, Jones EW, Wu BJ, Levi BH, Rosenthal GE. 
Do faculty and resident physicians discuss their medical errors? J Med Ethics. 
2008;34(10):717-22. 
 
235. Gallagher TH, Waterman AD, Ebers AG, Fraser VJ, Levinson W. Patients' and 
physicians' attitudes regarding the disclosure of medical errors. JAMA. 
2003;289(8):1001-7. 
 
236. Ibrahim MS, Raja S, Khan MA, Haddad FS. A multidisciplinary team approach 
to two-stage revision for the infected hip replacement: a minimum five-year follow-up 
study. Bone Joint J. 2014;96-B(10):1312-8. 
 
237. 1 Pe. Riskfaktorer för ledprotesrelaterad infektion samt optimering av patient 
inför elektiv ledprotesoperation 2019 [Available from: https://lof.se/wp-
content/uploads/Riskfaktorer-samt-optimering.pdf. 
 
238. Morgenstern C, Cabric S, Perka C, Trampuz A, Renz N. Synovial fluid multiplex 
PCR is superior to culture for detection of low-virulent pathogens causing 
periprosthetic joint infection. Diagn Microbiol Infect Dis. 2018;90(2):115-9. 
 
239. Kheir MM, Tan TL, George J, Higuera CA, Maltenfort MG, Parvizi J. 
Development and Evaluation of a Prognostic Calculator for the Surgical Treatment of 
Periprosthetic Joint Infection. J Arthroplasty. 2018;33(9):2986-92 e1. 
 
240. Logroscino G, Campana V, Pagano S, Taccari F, Fantoni M, Saracco M. Risk 
factors for failure of two-stage revision arthroplasty for infected hip prosthesis: review 
of the literature and single centre cohort analysis. Eur Rev Med Pharmacol Sci. 
2019;23(2 Suppl):65-75. 
 
241. Lass R, Giurea A, Kubista B, Hirschl AM, Graninger W, Presterl E, et al. Bacterial 
adherence to different components of total hip prosthesis in patients with prosthetic 
joint infection. Int Orthop. 2014;38(8):1597-602. 
 
242. Tuchscherr L, Kreis CA, Hoerr V, Flint L, Hachmeister M, Geraci J, et al. 
Staphylococcus aureus develops increased resistance to antibiotics by forming 



REFERENCES 

124 

dynamic small colony variants during chronic osteomyelitis. J Antimicrob Chemother. 
2016;71(2):438-48. 
 
243. Springer BD, Cahue S, Etkin CD, Lewallen DG, McGrory BJ. Infection burden 
in total hip and knee arthroplasties: an international registry-based perspective. 
Arthroplast Today. 2017;3(2):137-40. 
 
244. Pedersen AB, Svendsson JE, Johnsen SP, Riis A, Overgaard S. Risk factors for 
revision due to infection after primary total hip arthroplasty. A population-based study 
of 80,756 primary procedures in the Danish Hip Arthroplasty Registry. Acta Orthop. 
2010;81(5):542-7. 
 
245. Engesaeter LB, Espehaug B, Lie SA, Furnes O, Havelin LI. Does cement increase 
the risk of infection in primary total hip arthroplasty? Revision rates in 56,275 
cemented and uncemented primary THAs followed for 0-16 years in the Norwegian 
Arthroplasty Register. Acta Orthop. 2006;77(3):351-8. 
 
246. Gundtoft PH. Prosthetic Joint Infection following Total Hip Arthroplasty - 
Incidence, Mortality and Validation of the Diagnosis in the Danish Hip Arthroplasty 
Register. Dan Med J. 2017;64(9). 
 
247. Gundtoft PH, Overgaard S, Schonheyder HC, Moller JK, Kjaersgaard-Andersen 
P, Pedersen AB. The "true" incidence of surgically treated deep prosthetic joint 
infection after 32,896 primary total hip arthroplasties: a prospective cohort study. Acta 
Orthop. 2015;86(3):326-34. 
 
248. Espehaug B, Furnes O, Havelin LI, Engesaeter LB, Vollset SE, Kindseth O. 
Registration completeness in the Norwegian Arthroplasty Register. Acta Orthop. 
2006;77(1):49-56. 
 
249. Gundtoft PH, Pedersen AB, Schonheyder HC, Overgaard S. Validation of the 
diagnosis 'prosthetic joint infection' in the Danish Hip Arthroplasty Register. Bone 
Joint J. 2016;98-B(3):320-5. 
 
250. Holmberg A, Thorhallsdottir VG, Robertsson O, A WD, Stefansdottir A. 75% 
success rate after open debridement, exchange of tibial insert, and antibiotics in knee 
prosthetic joint infections. Acta Orthop. 2015;86(4):457-62. 

 

 

 APPENDIX 

125 

APPENDIX 
Supplementary Table 1. The EUCAST definitions on breakpoints for staphylococci and the 
antimicrobials tested in the study.133 

Antimicrobial agent MIC breakpoints (mg/L) 

S £ R> 

Ciprofloxacin S. aureus
CoNS

0.001 
0.001 

1 
1 

Clindamycin 0.25 0.25 

Fusidic acid 1 1 

Linezolid 4 4 

Oxacillin S. aureus
CoNS

2 
0.25 

2 
0.25 

Rifampicin 0.06 0.5 

Trimethoprim/sulfamethoxazole 2 4 

Vancomycin S. aureus
CoNS

2 
4 

2 
4 
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Supplementary Figure 1. The report form that was sent out for supplementary on infection 
data on a patient level to all orthopaedic units in Sweden. 
 
 
 

 
 
 
 

Social security number 
  

Date of reoperation 
(year-month-day)  

Reoperation due to infection 
Sequence number according to SHAR 

 

Number of culture samples 
How many samples were obtained during 
the arthrocentesis/operation?  
 

Preoperative: 
 
Peroperative: 

Number of positive samples for each 
microbe 
e.g.: 3 staphylococcus aureus, 2 CoNS 
 

Preoperative: 
 
Peroperative: 

Onset of symptoms 
When did the patient contact health care 
for the first time? (year-month-day) If the 
date is unclear, please state month and 
year (e.g. 2015-10-?) 

 
   

Antimicrobials prior to surgery? 
 (yes/no) 

 

Antimicrobial agent 1 
Which type(s) of intravenous 
antimicrobials did the patient receive? 

 

Antimicrobial agent 2 
Which type(s) of antimicrobial agents 
were prescribed at discharge? 

 

Change of antimicrobial agents 
Was the antimicrobial therapy changed 
after discharge? 

 

Duration of antimicrobial therapy 
How long did the patients receive 
antimicrobial treatment? Choose the best 
alternative.  

 
 < 4 v          4 – 8 v          8 – 12 v           > 12 v 

Additional comments  
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Supplementary Figure 2. The protocol used as a topic guide list for the interviews conducted 
in Paper IV. 
 

Semi-structured protocol 
The interview starts off with brief information about the interview setup and that the audio-
records and interviews are stored unidentified and that no one outside of the study group 
can access them. Participants are asked once again to consent to their partaking in the study. 
 
Aim: To acquire an understanding for how orthopaedic surgeons perceive and experience 
the management of PJI, the emotional impact of it and identify areas of improvement. 
 

• What experience do you have of revision surgery due to PJI of the hip? 
• How many years have you worked with PJI of the hip? 
• Do you have a method of preference (one- or two stage revision) and if so, why? 
• Which difficulties do you encounter in managing deep PJI? 
• Do you feel that there are any difficulties in the diagnostics of PJI, if so, what are 

they? 
• Which difficulties do you encounter when setting up a treatment plan? 
• How do you reason when planning treatment? 
• How do you feel about choosing a treatment plan? 
• Which patient factors may make you prone to choosing one treatment alternative 

rather than another? 
• Which are the strengths/weaknesses in current care and management of PJI 

patients? 
• How does the patient group affect you emotionally? 
• How is it to meet patients with PJI, how does it affect you? 
• How does it affect you when one of your patients gets a PJI? 
• How do you manage the difficulties you encounter when managing PJI? 
• Do you receive any support, and if so, what type? 
• Is there any type of support you and your colleagues may need? 
• What do you think is a good means of support? 
• Based on your experiences, which aspects of management and care of PJI patients 

need improvement? 
• Which are your suggestions to facilitating the management of PJI? 
• Can you see any specific areas of management, care and organization that imply a 

threat to the patient’s security? 
• Which improvements have contributed to improved diagnostics and eased 

management of PJI during your career? 
• How do you keep yourself updated on PJI management? 
• What do you think are the most important factors to facilitate the patient 

experience of PJI? 
• Is there anything you would like to add or anything else you think we should 

cover? 
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