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Legends to figures 

Figure 1: Costs for the infected total hip arthroplasty (THA) and matched  

    noninfected THA 1. 

Figure 2: Estimated historical (2001-2011) and projected total inpatients  

cost of infections with total hip arthroplasty (THA), total knee arthroplasty (TKA)       

and combined THA and TKA procedures within the United States between 2001 

and 2020 2. 

Figure 3: Overview of surgical procedures and antimicrobial therapy strategy 3. 
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Abbreviations 

 

DTT   Difficult-to-treat 

DNase  Deoxyribonuclease 

EBJIS   European Bone and Joint infection Society 

IDSA   Infectious Diseases Society of America 

MiRNA  MicroRNA 

MSIS   Musculoskeletal Infection Society 

PJI   Periprosthetic joint infection 

THA   Total hip arthroplasty 

TKA   Total knee arthroplasty 
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1. Introduction 

1.1.  Significance of periprosthetic joint infection as revision cause  

Arthroplasty of the hip and knee joint is a successful elective surgical procedure with more 

than 95% survivorship at 10-year follow-up in patients with advanced osteoarthritis 4, 5. In 

the last decades there was a major increase of the number of implanted arthroplasties in 

Germany and about around 300.000 hip and knee arthroplasties were performed in the 

year of 2014 6. Similar to the trend in Germany in the UK and USA more than 800.000 

arthroplasty surgeries are done annually 7, with expectations that more than 4 million 

arthroplasty surgeries will be performed by the year 2030 4. Concomitantly, the number 

of revision surgeries is expected to be on rise. Periprosthetic joint infection (PJI) is 

estimated to occur in 1-2% in primary and in 4% in revision arthroplasties 3, 4, 8-10 and was 

in Germany the second frequent reason for revision surgery in patients with primary hip 

arthroplasty after aseptic loosening in year 2015 3. Revision procedures continue to 

impose substantial economic and social burdens, studies showing higher costs, longer 

hospitalization and higher number of readmissions in patients with revision surgery due 

to PJI than patients with a primary arthroplasty 1, 11 (Figure 1).  

 

 



 
7 

 

Figure 1: Costs for the infected total hip arthroplasty (THA) and matched noninfected THA 

1. Reprinted with permission from Elsevier. 

 

Infection costs in the USA alone was expected to be more than 900 million US dollars in 

2012 with projections to be greater than 1.6 billion US dollars by 2020 2, 12 (Figure 2). 

Moreover, PJI has a major effect on functional outcome and mortality of the patients, as 

the relative mortality risk of a patient, who undergoes a revision due to PJI is 2.18 times 

higher compared to a patient, who do not require any revision surgery after primary 

arthroplasty 13. One-year mortality could even be 3.1 times higher in patients with 

enterococcal PJI than is the case with all other types of bacteria 13. 
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Figure 2. Estimated historical (2001-2011) and projected total inpatients cost of infections 

with total hip arthroplasty (THA), total knee arthroplasty (TKA) and combined THA and 

TKA procedures within the United States between 2001 and 2020. Solid lines represent 

the historical trends; dashed lines are projected values for each procedure. For both 

historical and projected values, the dotted lines represent the 95% confidence intervals 2. 

Reprinted with permission from Wolters Kluwer Health, Inc. 

 

1.2.  Pathogenesis of PJI 

Classification of PJI depends on the type of pathogenesis and the time of symptom 

manifestation after prosthesis implantation 14. Pathogenetically, seeding of the 

microorganisms can be either exogenously or hematogenously 15. Around two thirds of 
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PJI occur typically exogenously due to intraoperative inoculation of the implants or in the 

early postoperative phase in case of wound healing complications 9. Hematogenous 

infections are caused by a seeding from a distant primary focus via blood stream at any 

time after surgery 16. Therefore, all implants remain susceptible to hematogenous 

infection during their whole indwelling time, as high vascularity of periprosthetic tissue 

and presence of a foreign body weakens the host defense 3.  

Timely manifestation of PJI depends mostly on the virulence of the causative 

microorganism. Early infections (< 2 months after surgery) are associated with clear 

clinical signs of infection, such as redness, swelling, fever and frequently caused by high-

virulent microorganisms such as Staphylococcus aureus or streptococci, while patients 

with delayed infections (between 2 months and 2 years after surgery) present often with 

a stealth-type of infection, having mostly chronic pain as the only symptom 9. The latter is 

typically caused by low-virulent microorganisms, such as coagulase-negative 

staphylococci or Cutibacterium acnes 17. Late infections (> 2 years after surgery) are 

typically caused by hematogenous seeding of high-virulent microorganisms, leading 

therefore mostly to acute onset of symptoms. Skin and soft-tissue infections and 

cardiovascular infections are the most common origins of hematogenous spread 16. Other 

less frequent origins include urinary, respiratory or gastrointestinal tract, as well as oral 

cavity 18. Although the identification of primary infectious focus in hematogenous PJI is 

crucial to prevent recurrences, the primary focus can be found out only in 68% of the 

cases 16.  
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1.3. Role of biofilm 

Microorganisms persist preferentially in biofilms, rather than in free-floating planktonic 

form in most environments, including human body 19, 20. Within biofilms, microorganisms 

are surrounded of a polymeric matrix and create well-organized complex communities, 

mimicking multicellular organisms 9, 21. An estimated 80% of human infections and most 

of the PJIs are attributed to biofilms, where the microorganisms escape from host defense 

and are up to 1000 times more resistant to antimicrobial agents than their planktonic 

counterparts 3, 22, 23. Moreover, the surfaces of commonly implanted foreign bodies such 

as titanium, stainless steel, cobalt-chromium and polymethylmethacrylate are highly 

susceptible to infection and reduce the minimal infecting dose of microorganisms more 

than 100,000-fold 24-26. Therefore, antimicrobial activity requires penetration into the 

biofilm matrix to eradicate infection. High biofilm activity could have been demonstrated 

in recent studies only for few antibiotics, including rifampicin against staphylococcus 

infections and ciprofloxacin against Gram-negative infections 27-30. Better cure rates were 

achieved in patients with PJI, if biofilm-active treatment was used, compared to 

conventional regimes 31-35. Therefore, it is believed that microorganisms, for which no 

biofilm-active antimicrobial therapy exists, associate with worse treatment outcomes and 

are referred as difficult-to-treat (DTT) 14, 36. Given that most of the current antibiotics tend 

to suppress rather than eradicate biofilms, there is an urgent need for biofilm treatment in 

patients with PJI 20. 
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1.4. Management of periprosthetic joint infection 

The main purpose of PJI treatment is to achieve a pain-free and functional prosthetic joint, 

which can be best achieved by a combination of antimicrobial and surgical therapy. The 

initial antimicrobial therapy is mostly empiric and often applied intravenously to lower the 

bacterial load prior oral treatment 14. After identification of the causative microorganisms 

a targeted therapy should be applied according to the recommendation of the infectious 

disease specialists depending on the antibiotic susceptibility. A therapy with rifampin or 

fluoroquinolones should start only after reimplantation (in case of an exchange 

arthroplasty), when all drains are removed and the wound is dry, not to emerge any 

antibiotic resistance 37. Currently there are no controlled studies testing the ideal length 

of the antimicrobial treatment, however a total antimicrobial treatment of 12 weeks is 

mostly recommended in literature 3, 38. Surgical techniques include debridement with 

retention of the prosthesis, one- or two-stage exchange, resection arthroplasty, 

arthrodesis and amputation depending on the infection duration and severity 9. Figure 3 

summarizes most important treatment options and antimicrobial treatment strategy. 

Debridement and implant retention can be performed successfully in acute infections 

when: (1) prosthesis is stable; (2) duration of symptoms is short; (3) soft tissues are intact; 

and (4) difficult-to-treat microorganisms are absent 15, 39. In cases with longer duration of 

symptoms with maturation of the biofilm a complete removal of the arthroplasty is 

mandatory. One-stage exchange is gaining popularity as data continue to show similar 

outcomes compared to a two-stage exchange 40, 41. The most important profit of this 

procedure is that explantation and reimplantation is performed in a single surgery and 

hospitalization. Despite indications and contraindications for one-stage exchange are 
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changing with time, overall strict exclusion criteria include culture-negative infections, 

severely compromised bone and soft tissues, antibiotic-resistant microorganisms, 

enterococcal infections, and history of a prior surgery due to infection 41-44.   

 

 

Figure 3. Overview of surgical procedures and antimicrobial therapy strategy 3 

 

Although the best treatment option of PJI is unclear, two-stage exchange arthroplasty, 

including removal of the components and insertion of an antibiotic-impregnated cement 

spacer in the first stage and reimplantation of the prosthesis at a later stage, still remains 

the gold standard for the treatment of chronic PJI in most countries 45. The first stage 

consists of removal of all the implants, as well as all infected and necrotic tissue, bone 

cement and all other foreign material, which can maintain infection. An antimicrobial-

impregnated spacer can then be placed to keep the limb at its correct length. Recently, a 
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study showed significantly greater range of motion and higher Knee Society scores, as 

well as shorter hospital stays in patients with articulating spacers compared to patients 

with static spacers for the treatment of knee PJI 46. The second stage is mostly used as 

another opportunity to perform a substantial debridement before the reimplantation of the 

definitive prosthesis.  

 

1.5. Outcomes after two-stage exchange arthroplasty 

The management of PJI continues to be challenging and incurs higher complication rates 

and poorer patient outcomes compared with primary total joint arthroplasty 47. A 

reinfection after a failed PJI treatment could ultimately result in further high economic 

costs and worsen patient outcomes. Factors affecting the successful eradication of PJI 

include host comorbidities, soft tissue conditions, virulence of the affecting 

microorganism, antimicrobial treatment and the surgical technique 47-50. The reported 

outcomes in literature after two-stage exchange varies, with some studies showing a 

100% rate for infection eradication 47, 51-58. However, the results remain unpredictable, as 

current data regarding PJI may lead to unfounded, inaccurate conclusions and some 

rates of failure of > 20% continue to be reported 50, 54, 59, 60. Moreover, the absolute number 

of patients with treatment failure can be more than reported. The majority of those studies 

focused on the clinical outcome following reimplantation does not accurately reflect the 

overall success rate of two-stage exchange, since patients, who do not undergo 

reimplantation after the first stage are not included in the calculations. Recent studies 

were able to show, that 1 in 5 patients undergoing the first stage do not undergo 

subsequent reimplantation for a variety of reasons, such as infection persistence or 
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mortality 51, 55, 61. Independent significant risk factors for mortality are host grade and 

severe comorbidities, which are also associated with failure after two-stage exchange 

arthroplasty 51, 61.  Furthermore, patients with persistent infection after the first stage, who 

undergo a spacer exchange demonstrate poorer outcomes, including failure to undergo 

reimplantation and twice the failure rate 45. Current two-stage exchange protocols remain 

imperfect to address PJI. With the knowledge of PJI pathogenesis and risk factors for 

failure, optimization of current treatment strategies is needed to improve outcome of 

patients with PJI 54.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 
15 

1.6. Scientific question  

There is a great need to identify the factors leading to failure to ultimately achieve a 

successful two-stage exchange and to optimize infection-free survival. The purpose of 

this habilitation script was scientific evaluation of factors predictive of failure in a two-

stage arthroplasty in patients with knee and hip PJI and to find answers to the following 

questions. 

- Can PJI patients infected with microorganisms, for which no biofilm-active 

treatment exists, be treated as successfully as PJI patients with more susceptible 

microorganisms with a two-stage exchange arthroplasty? 

- What is the association between positive cultures at the time of reimplantation and 

subsequent failure in two-stage exchange arthroplasty? 

- What is the role of patient independent risk factors, such as selection of surgery 

strategy, type of antimicrobial treatment and missed infection foci, in the failure of 

two-stage exchange arthroplasty? 

- Can a multidisciplinary team approach provide better outcomes in the treatment of 

patients with PJI? 

- Are all reinfections after a presumed successful two-stage exchange arthroplasty 

persistent infections and should be treated with a new two-stage exchange



  

2. Results  

2.1.  Streptococcal periprosthetic joint infection  

  

High failure rates in treatment of streptococcal periprosthetic joint infection  

Akgün D, Trampuz A, Perka C, Renz N. Bone 

Joint J, 2017;99-B:654-9  

https://doi.org/10.1302/0301-620X.99B5.BJJ-2016-0851.R1 

 

Introduction  

Invasive streptococcal infections in adults are in increase in last two decades, involving 

also periprosthetic joint infections, so about 10% of PJIs are caused by these  

microorganisms and the frequency is expected to rise 62, 63. Although streptococcal 

infections were thought to be easy to treat due to their broad antimicrobial sensitivity, 

recent literature has shown conflicting data about the outcomes of treatment for  

streptococcal PJI 62, 64-66. Furthermore, it is unknown, whether rifampicin, which plays a 

key role in eradication of staphylococcal biofilms, is also effective against biofilm built by 

streptococci 14. The purpose of this study therefore was to evaluate the pathogenesis, 

clinical characteristics and outcomes of treatment in patients with streptococcal PJI.  

Furthermore, the influence of rifampin on the treatment outcome was also analyzed 49.   

   

Methods  
16 

  

https://doi.org/10.1302/0301-620X.99B5.BJJ-2016-0851.R1
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30 Patients with a streptococcal PJI (12 hip and 18 knee arthroplasties) treated between 

January 2009 and December 2015 were included in the study. The Kaplan-Meier survival 

analysis was performed to assess the probability of infection-free survival. 

 

Results 

The infection was hematogenous in 16 and perioperative in 14 patients. The infection-

free survival at three years with 12 patients at risk was only 59% (95% confidence interval 

39-75%) 49. Furthermore, treatment failure was observed in 45% of the patients, who were 

managed with a two-stage exchange arthroplasty. Treatment with or without rifampin 

included in the antibiotic regime did not change the treatment outcome (p=0.175) 

 

Discussion 

This study showed a very low success rate in patients with streptococcal PJI in contrast 

to former belief, that streptococcal infections are easy to treat due to wide spectrum of 

antimicrobial sensitivity. The common route of infection is hematogenous and the most 

failures occur in the first year after treatment, so treating physicians should prompt a 

search for the potential primary source of infection, follow-up their patients closely and 

consider long-term antimicrobial suppression in order to optimize the treatment outcome 

67. The results of this study raise the question, whether streptococci should be classified 

as difficult-to-treat microorganism, which are associate with worse treatment outcome due 

to the lack of existing biofilm-active antimicrobial therapy 14. 
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2.2. High rate of infect eradication in patients with difficult-to-treat 

microorganisms 

 

Outcome of hip and knee periprosthetic joint infections caused by pathogens resistant to 

biofilm-active antibiotics: results from a prospective cohort study 

Akgün D, Trampuz A, Perka C, Renz N. 

Arch Orthop Trauma Surg. 2018 May;138(5):635-642.  

https://doi.org/10.1007/s00402-018-2886-0.  

 

Introduction 

Implant-associated infection is caused by surface-adhering microorganisms persisting as 

biofilm, which is resistant to host defense and antimicrobial agents 14. This topic is gaining 

more importance in the era of rising antimicrobial resistance and only few antimicrobial 

agents are available, which possess anti-biofilm activity such as rifampin against 

staphylococcal biofilms and ciprofloxacin against Gram-negative biofilms 27, 28, 68-70. 

Recent literature showed higher rates of infection eradication in patients with 

staphylococcus PJI, who were treated with rifampin combinations compared to patients 

without biofilm-active agents 34, 35. Therefore, it is believed that microorganisms, for which 

no biofilm-active antimicrobial therapy exists, associate with worse treatment outcomes 

and are referred as DTT 14, 36. In patients with a DTT PJI a two-stage exchange with a 

long interval (>6 weeks) is recommended, however it is not known whether the absence 

of a biofilm active treatment adversely influences the treatment outcome compared to 
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non-DTT PJI if a two-stage exchange is used 68. The aim of this study was therefore to 

compare the outcome of patients with DTT and non-DTT PJI. 

 

Methods 

Patients with hip and knee PJI, who were treated in our institution between 2013 and 

2015 were prospectively included in this study and Kaplan-Meier survival analysis was 

used to compare treatment outcome between patients with a DTT PJI and a non-DTT 

PJI.  

 

Results 

The treatment success rate was similar in patients with a DTT PJI compared to patients 

with a non-DTT PJI (80% vs 84%, p=0.61). Hospital stay, prosthesis-free interval and 

duration of antimicrobial treatment were significantly longer in patients with DTT PJI. 

 

Discussion 

Patients with a DTT PJI can be treated as successfully as patients with a non-DTT PJI, if 

longer prosthesis-free interval and longer antimicrobial treatment are carried out. 

However, some studies reported that some pathogens can be dormant for a long time in 

the absence of an implant and re-emerge at the time of reimplantation, which can lead to 

failure 5, 71. 
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2.3. Higher failure rate in patients with positive microbiology at the time of 

reimplantation  

 

A positive bacterial culture during re-implantation is associated with a poor outcome in 

two-stage exchange arthroplasty for deep infection  

Akgün D, Müller M, Perka C, Winkler T. 

Bone Joint J. 2017 Nov;99-B (11):1490-1495. 

https://doi.org/10.1302/0301-620X.99B11.BJJ-2017-0243-R1.  

 

Introduction 

The decision, whether to reimplant a new prosthesis or perform another spacer exchange  

at the time of the second stage in two-stage exchange arthroplasty is mainly based on 

intraoperative macroscopic appearance and combination of serological tests as well as 

aspiration analysis 72. However, there are no well recognized tests or clinical analyses by 

which to determine the best time for the second stage 50. Furthermore, the association 

between a positive culture at the time of the second stage and subsequent failure is 

unclear and only one study was able to find that a positive culture carries an increased 

risk of failure 59. The purpose of this study was to analyze the relationship between a 

positive culture and the subsequent rate of failure in two-stage exchange arthroplasty. 
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Methods 

A total of 163 patients with a hip or knee PJI between 2013 and 2015 were retrospectively 

included. Logistic regression analysis was performed to determine the predictors of risk 

factors for failure after two-stage exchange arthroplasty. 

 

Results 

The same initially infecting microorganism was isolated at the reimplantation in 33.3% of 

patients. The risk of failure of treatment was significantly higher in patients with a positive 

culture at the time of reimplantation (odds ratio=1.7, p=0.049) and in patients with a higher 

Charlson Comorbidity Index (odds ratio=1.5, p=0.001) 50. 

 

Discussion 

A positive culture at reimplantation and higher comorbidity were independently associated 

with two-times the risk of subsequent failure. Prolonged antimicrobial treatment after the 

reimplantation in patients with positive cultures should be implemented to enhance the 

infection eradication rate after two-stage exchange arthroplasty. Furthermore, medical 

optimization of patients with severe comorbidities plays a critical role in treatment 

success. 

 



  

2.4. High rate of patient independent failure cause in treatment of periprosthetic joint 

infection   

  

Failure analysis of infection persistence after septic revision surgery: a checklist algorithm for 

risk factors in knee and hip arthroplasty  

Kilgus S, Karczewski D, Passkönig C, Winkler T, Akgün D, Perka C, Müller M.  

Arch Orthop Trauma Surg. 2020 Apr 15. 

  https://doi.org/10.1007/s00402-020-03444-0 

   

  

Introduction  

Common risk factors affecting the successful eradication of PJI include host comorbidities, 

soft tissue conditions and virulence of the affecting microorganism 47-50. However, in most 

cases the failure cannot be explained by these factors alone and treating physician dependent 

errors in surgical and antimicrobial treatment can play an essential role. This study aimed to 

identify those possible and specific reasons such as the selection of surgical strategy, type of 

antimicrobial treatment and missed infection foci  

73.  

  

Methods  

The following text is adopted from the above mentioned publication 73.  In a prospective 

analysis all patients were included that were treated: (1) at our institution, (2) with a twostage 

exchange, (3) between 2013 and 2017, (4) due to an infection persistence after a  

43  

  

https://doi.org/10.1007/s00402-020-03444-0
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previous revision for PJI. A checklist algorithm, which is based on international guidelines,  

was used to identify possible reasons for infection 73. 

 

Results 

In most of the patients (85%) included in this study at least one patient independent 

failure reason could have been identified. The leading error was inadequate therapy 

concept in 50% of the patients followed by inadequate surgical debridement (33%), 

inadequate antimicrobial therapy (30%) and missed external bacterial primary focus 

(13%). After the individual failure analysis, all 70 patients were treated with a two-stage 

exchange in our department and in 94.9% infection freedom could be achieved 

(34.3 ± 10.9 months follow-up) 73. 

 

Discussion 

In most of cases with treatment failure after septic treatment at least one possible treating 

physician dependent error can be found, of which inadequate antimicrobial treatment and 

inadequate debridement are the most important issues. Further diagnostic or therapeutic 

errors include the use of serum inflammatory biomarkers to rule out PJI, incomplete 

evaluation of joint aspirate and overreliance on suboptimal diagnostic criteria 74. In 

patients with a treatment failure the entire previous management should be assessed for 

errors. A high rate of infection-free survival after two-stage exchange arthroplasty may be 

achieved by using a checklist algorithm and standardized treatment planned by a 

multidisciplinary team approach.
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2.5. The importance of multidisciplinary team approach in the treatment of 

periprosthetic joint infection 

 

High cure rate of periprosthetic hip joint infection with multidisciplinary team approach 

using standardized two-stage exchange 

Akgün D, Müller M, Perka C, Winkler T. 

J Orthop Surg Res. 2019 Mar 13;14(1):78.  

https://doi.org/10.1186/s13018-019-1122-0.  

 

Introduction 

Multidisciplinary team approach plays an essential role in decision-making and have 

become the standard of care for malignant neoplasms in many countries. Especially in 

more complex cases it guarantees to define the best possible treatment plan specific for 

the patient 75, 76. Recent literature also confirmed that multidisciplinary team approach 

may affect clinical outcome and patient survival 77, 78. Similar to the treatment of patients 

with malignancy, management of patients with PJI involves multiple medical steps, which 

necessitates close interdisciplinary work-up of orthopedic surgeons, infectious disease 

specialist and microbiologist. The purpose of this study was to report the outcome of our 

two-stage revision protocol, in which a multidisciplinary team guides the management of 

all patients, and all diagnostic and treatment processes are based on a standardized 

algorithm 79.  
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Methods 

The following text is adopted from the above mentioned publication 79. All hip PJI episodes 

treated between march 2013 and may 2015 were prospectively included. The infection-

free survival was assessed by using the Kaplan-Meier survival method. Furthermore, 

patients were dichotomized into two groups depending on the number of previous septic 

revisions, duration of prothesis-free interval, positive culture with difficult-to-treat 

microorganisms, microbiology at explantation and microbiology at reimplantation 79.  

 

Results 

A total of 84 patients could have been included in the study. The Kaplan-Meier estimated 

infection-free survival after 3 years was 89.3% with 30 patients at risk. Coagulase-

negative staphylococci were the most common isolated pathogens followed by 

Staphylococcus aureus and Cutibacterium. There were no statistical differences in 

infection-free survival among the dichotomized groups. 

 

Discussion 

Management of prosthetic joint infections is a very challenging task with many possible 

sources of errors in the diagnosis and treatment. Thus, it obligates a multidisciplinary 

team approach in the management of the patients with PJI to achieve the highest infect 

eradication rates. Furthermore, it can lead to a decrease in the usage of antibiotics, a 

reduction in surgeries performed as well as shortened hospital stay, which not only 

reduces treatment side effects but also improves economic feasibility 75. The members of 

the multidisciplinary team should also follow-up their patients after the treatment closely 
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to recognize failures in an early stage and to induce the right treatment choice in case of 

a reinfection.  
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2.6. Hematogenous infection as an often-unrecognized cause of recurrent 

infection after two-stage exchange arthroplasty 

 

An often-unrecognized entity as cause of recurrent infection after successfully treated 

two-stage exchange arthroplasty: hematogenous infection  

Akgün D, Müller M, Perka C, Winkler T. 

Arch Orthop Trauma Surg. 2018 

Sep;138(9):1199-1206. https://doi.org/10.1007/s00402-018-2972-3.  Epub 2018 Jun 5. 

 

Introduction 

Reinfection after two-stage exchange arthroplasty is a challenging clinical scenario with 

limited data on adequate treatment guidelines 39. It can be due to of either failure to 

eradicate the previous infection or an infection with a new pathogen 39, 80, 81. However, the 

data existing in literature dealing with the latter group is scarce. Beside the possibility of 

an infection with a new microorganism at the time of reimplantation, a hematogenous 

spread from another infection focus can play a crucial role. The distinction between both 

routes is the key in deciding the appropriate treatment option, as patients with an acute 

infection can be treated successfully with a debridement and implant retention and two-

stage exchange in these patients will be an overtreatment with possible worsening of 

clinical outcomes 15. The aim of this study was to establish the incidence and 

characteristics of reinfection due to a hematogenous seeding after a successful two-stage 

exchange arthroplasty and to raise awareness about this entity to reduce the number of 

patients, who are erroneously overtreated 39.  
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Methods 

All consecutive treated patients between 2013 and 2015 with a two-stage exchange 

arthroplasty due to hip and knee PJI (93 hips and 89 knees) were included. Patients were 

followed up prospectively to identify recurrent infections to identify recurrent infections 

due to hematogenous spread. 

 

Results 

 After a mean follow-up of 31.8 months 6% of the patients had a hematogenous 

reinfection. In all but two cases were the microorganism causing the new infection other 

than isolated at the time of the initial two-stage exchange. The primary focus could have 

been identified only in 46% of patients.  

 

Discussion 

Hematogenous infection after a successful two-stage exchange arthroplasty is a rare but 

very important cause of a reinfection. In these cases, debridement and implant retention 

can be performed with success. Furthermore, it is essential to identify the primary 

infection source to prevent further treatment failures.
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3. Discussion 

3.1. Controversy of treatment success in two-stage exchange arthroplasty 

Two-stage exchange arthroplasty is furthermore the gold standard for the treatment of 

chronic PJI in most countries and is practiced almost more than 20 years 45. However, 

there is still a very widespread heterogeneity on the reporting success rates in literature. 

This is based on several facts. First, most of the published studies are designed 

retrospectively and include patients from a wide range of time interval. Since the 

diagnosis and especially antimicrobial and surgical therapy of PJI is evolving 

unexpectedly fast, patients included in these retrospective studies lack mostly a 

standardized surgical and most importantly antimicrobial treatment algorithms leading to 

inhomogeneous study cohorts. This can conduce to higher failure rates among the 

patients with inadequate therapy and thereby alter the overall success rate of the 

mentioned surgical procedure 55, 59, 82.  

Second, there is a lack of an internationally accepted definition of PJI. The most known 

definitions include Musculoskeletal Infection Society criteria (MSIS) 83, Infectious 

Diseases Society of America (IDSA) criteria 84 and European Bone and Joint infection 

Society (EBJIS) criteria 85. Each definition criteria use different cut off values for diagnostic 

tests and include or exclude different diagnostic tools in their definition. Although definitive 

evidence or major criteria for infection are identical between different definitions, the 

supportive evidence or minor criteria differ and are less agreed upon, which makes the 

diagnosis difficult especially in patients with low-grade infections 83. A recent article 

showed that whereas MSIS and IDSA criteria may miss some patients with PJI (false 

negative), the proposed EBJIS criteria may be prone to misdiagnose patients who are 
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aseptic as having PJI (false positive), leading to unnecessary surgical interventions and 

antimicrobial treatment 86. This variety causes non-comparable study cohorts with 

different success rates depending on the applied definition. 

Third, treatment success after two-stage exchange arthroplasty varies dramatically 

depending on the criteria used to define success 87. Although considerable efforts have 

been made to standardize the definition of PJI treatment success using the Delphi 

international consensus criteria 88, several problems are frequently encountered. Many 

patients do not complete the second stage of a two-stage exchange arthroplasty and are 

not considered in success definitions 45. The common reasons for not being able to 

complete the intended reimplantation are patient-related comorbidities and mortality, 

polymicrobial PJI and patient choice 51. Every effort should be made to provide the 

opportunity for reimplantation in every single patient 51. A further problem is that the 

microorganism causing the reinfection is mostly different than of the initial causative 

microorganism 39, 50. Although this may be considered as success from a microbiological 

standpoint, the patient still needs to undergo revision surgery due to PJI. Furthermore, 

attributing mortality to PJI is often subjective and difficult.  

Thus, the success rate after two-stage exchange arthroplasty varies significantly between 

published studies making the results difficult to compare due to limitations mentioned 

above. 

 

3.1.  Impact of causative microorganism on the treatment success  

Infecting microorganisms adhere rapidly to foreign material forming biofilms, where they 

escape from host defense. The role of microbial biofilm in the pathogenesis not only in 
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the context of implant-associated infections but also in many other infections is well 

studied 14. Studies analyzing the biofilm resistance have shown that minimal inhibitory 

concentration of several antibiotics is significantly increased if microbes form biofilms 22. 

Thus, antibiotics need to penetrate into the biofilm matrix in order to eradicate infection. 

Several studies demonstrated high biofilm activity of rifampicin against staphylococcus 

infections and ciprofloxacin against Gram-negative infections 27-30. Therefore, pathogens, 

for which no biofilm active antimicrobial treatment exists, are referred as DTT and include 

rifampin-resistant staphylococci, fluoroquinolone-resistant Gram-negative bacteria, 

enterococci and fungi 68. These microorganisms were associated with higher infect 

eradication failure rates compared to other more susceptible microorganisms 36, 89, 90. 

However recent data shows similar eradication rates in patients with DTT PJI compared 

to non-DTT PJI, if patients are treated with a two-stage exchange with a long interval (>6 

weeks) and receive longer antimicrobial treatment 68, 91. Based on these findings the term 

DTT PJI may not be appropriate, since in patients undergoing a two-stage exchange 

arthroplasty with a long interval no biofilm-active antibiotics are required to achieve good 

results 92. 

Another uncertainty of treatment success exists in streptococcal PJI. It was believed that 

streptococcal infections are readily amenable to treatment due to high sensitivity to 

antibiotics. Some studies reported high success rates in streptococcal PJI, even if the 

prosthesis was retained 64-66. However other studies showed failure rates as high as 40% 

in patients with streptococcal PJI 49, 62, 67, 93. The wide range may reflect various definitions 

of success used by different studies. Akgün et al. have shown a high failure rate in infect 

eradication by using a strict definition of treatment success 49. Citak et al. identified 
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isolation of streptococcus species as an independent risk factor of failure after one-stage 

exchange arthroplasty 94. The results of the study by Renz et al. also supported these 

findings 67. They showed however, that the administration of long-term suppressive oral 

antimicrobial treatment was associated with significantly better outcome in streptococcal 

PJI and suggested to consider it irrespective of surgical treatment.  

Thus, the individualization of antimicrobial and surgical therapy regimes enables similar 

success rates in patients irrespective of causative microorganism.   

 

3.2. The importance of multidisciplinary team approach in the management of 

PJI 

Patients suffering of PJI have mostly poorer health status with severe comorbidities as 

well as systemic and local compromised immune status due to scar tissue after multiple 

previous surgeries. This systemic and local immune failure can massively decrease the 

minimal infecting dose of bacteria and predispose to problems with infect eradication 50. 

Akgün et al. have shown a significantly higher risk of treatment failure in patients with a 

higher Charlson Comorbidity Index 50. Further studies emphasized the high rate of 

mortality in patients with high a Charlson Comorbidity Index and host grade after the first 

stage of two-stage exchange arthroplasty 55, 61. Thus, medical optimization of these 

patients is highly recommended both before and during the PJI treatment to enhance our 

treatment success. Also, Heller et al. recently published a checklist implementing a 

medical optimization to minimize the risk of postoperative infection, which also can be 

integrated in two-stage exchange arthroplasty 95. This is however only possible with a 

multidisciplinary team approach including infectious disease specialists, internal medicine 
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specialists and orthopedic surgeons, who should be involved in every stage of PJI 

treatment for each patient.  

The role of this multidisciplinary team gets even more important, since the management 

of patients with PJI does not include only surgical treatment but as importantly adequate 

antimicrobial treatment to achieve best treatment outcomes. Kilgus et al. recently reported 

on treating physician dependent causes leading to PJI treatment failure 73. They identified 

in 85% of patients with a PJI treatment failure at least one possible reason, which could 

have been prevented. An inadequate surgical therapy and inadequate antimicrobial 

treatment were the two most important identified reasons. After an individualized failure 

analysis, they achieved in their study cohort an infection-free survival of 94.9% with a two-

stage exchange arthroplasty. Thus, they recommended a critical review of the failed 

cases and a multidisciplinary approach by using a checklist algorithm throughout the 

entire PJI treatment. In another study, Ntalos et al. established a systematic 

multidisciplinary team approach in the treatment of PJI and assessed its effect on clinical 

decision-making 75. Their results showed that performing regular multidisciplinary case 

discussions led to a significant alteration in the treatment plan, including significant 

reduction of used antibiotics and number of surgeries performed. This improvement could 

be explained by a more pronounced consideration and reevaluation of diagnosis and 

treatment indications in a multidisciplinary team. Consequently, high infection eradication 

rates could have been achieved in a challenging cohort using a standardized two-stage 

exchange arthroplasty supported by a multidisciplinary team 79.   
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3.3. New infection after successful two-stage exchange arthroplasty 

Reinfection after two-stage exchange arthroplasty is a very challenging clinical scenario 

with limited data on adequate treatment suggestions. Some previous studies showed that 

the pathogens isolated at the time of reinfection were different than the pathogens 

isolated at the time of initial treatment 50, 81, 96. The distinction of the route and duration of 

the new infection is however crucial in the decision-making of the most appropriate 

treatment. While a perioperative reinfection from the time of the reimplantation with a new 

microorganism and a longer duration of symptoms (>4 weeks) should be treated with a 

one- or two-stage exchange arthroplasty, an acute infection mostly due hematogenous 

seeding with short duration of symptoms (<4 weeks) can be managed with debridement 

and retention of the prosthesis, which is not as damaging as prosthesis exchange for 

patients 15, 39. Most importantly, a possible identification of a primary infection source in 

patients with a new hematogenous PJI should be performed in order to avoid recurrent 

hematogenous infections, although it is possible only in a subset of patients 39. 
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4. Summary and outlook 

The aim of this habilitation script was to arm the treating physicians with an 

armamentarium of knowledge to achieve better success in eradicating PJI. Therefore, the 

published data concentrated on identification of the factors leading to failure in two-stage 

exchange arthroplasty in patients with PJI and on optimization of infection-free survival. 

Microbial biofilm makes the diagnosis and the treatment of PJI more challenging and 

therefore biofilm-active antibiotics are crucial to enhance treatment success.  

Microorganisms, for which no biofilm active antibiotic exits, presents a major difficulty in 

achieving high infect eradication rates in these patients. According to the results of this 

habilitation script however, an individualization of antimicrobial and surgical therapy 

regimes with a longer prothesis-free interval and longer antibiotic administration may 

enable achieving similar success rates in patients irrespective of causative 

microorganism after two-stage exchange arthroplasty.  

Furthermore, the data presented in this habilitation script emphasizes the implementation 

of a treatment supported by a multidisciplinary team approach as a crucial step to optimize 

outcome in patients with PJI. It could have been shown, that high infection eradication 

rates can be achieved by using a standardized two-stage exchange arthroplasty 

supported by a multidisciplinary team even in a challenging patient cohort. 

Given the fact, that there is a wide variety in the definition of PJI and its treatment success, 

which causes a heterogeneity of existing studies, further research is highly needed on 

more precisely defining PJI and success. Thus, consistency in definition between studies 

will enhance the overall quality of existing literature. Especially, when defining treatment 

success, it is important to distinguish between a new infection and an ongoing infection, 
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as this prevent patients from unnecessary surgical interventions and antimicrobial 

treatment.  

Treatment of PJI in the near future will be more difficult with the increasing age and 

comorbidities of the patients in the era of rising antimicrobial resistance. Forthcoming 

studies providing a better understanding of the pathophysiology of PJI on the human body 

will allow us to correctly identify the infecting microorganisms and their virulence factors 

and develop newer treatment strategies. Success of our future treatment strategies will 

depend on improving the indications and technique of our current surgical procedures as 

well as the biofilm disrupting technologies 97. Recently it was shown, that enzyme 

deoxyribonuclease (DNase) can inhibit biofilm formation up to 60 hours and Kaplan et al. 

were able to show that DNase can increase the sensitivity of the biofilm to antibiotics in 

an in vivo model 97-99. Thus, it can be used as preventive biofilm agent in the management 

of PJI. Furthermore, the use of nanotechnology can help us in disrupting bacterial 

biofilms. In a study of Iannitelli et al. loaded nanoparticles with antimicrobial agents were 

able to decrease the stability of the biofilm matrix. As conclusion they stated that adding 

antibiotics into the nanoparticles can be use against bacterial biofilms 100. 

 

Finally, the field of genomics likely holds the key to a novel diagnostic and treatment 

approach to infection 97. With the help of genomics, we can better understand the 

pathophysiology of PJI, determine biomarkers of infection and so make an early 

identification with intervention possible. Recently, it has been shown with increasing 

evidence that micro-RNA (MiRNA) regulation plays an essential role in the immune 

response to infections and that bacteria such as Helicobacter pylori, Mycobacterium 
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tuberculosis or E. coli alter the expression of specific miRNA patterns in a host organism 

101-103. MiRNAs are small, non-coding molecules consisting about 18-24 nucleotides and 

have an important role in almost all biological processes. (e.g. stem cell differentiation, 

apoptosis, bone metabolism and aging processes) 103. In recent years, the determination 

of certain miRNA species as diagnostic and prognostic biomarkers in patients with 

bacterial infections and sepsis has been increasingly applied 101. At present, there are no 

published data that have investigated a correlation between certain systemically present 

miRNA expression patterns and PJI. It can be hypothesized, that the identification of a 

typical miRNA profile in patients with a PJI could improve the preoperative diagnosis and 

help treating physicians planning a better treatment strategy, especially in patients with 

low-grade infections, which mimic an aseptic failure.  

 

 

 

 

 

 

 

 

 

 

 

 



 

 
84 

5. References 

1. Kapadia BH, Banerjee S, Cherian JJ, Bozic KJ, Mont MA. The Economic Impact of 
Periprosthetic Infections After Total Hip Arthroplasty at a Specialized Tertiary-Care 
Center. J Arthroplasty. 2016;31:1422-1426. 

2. Hackett DJ, Rothenberg AC, Chen AF, et al. The economic significance of orthopaedic 
infections. J Am Acad Orthop Surg. 2015;23 Suppl:S1-7. 

3. Izakovicova P, Borens O, Trampuz A. Periprosthetic joint infection: current concepts and 
outlook. EFORT Open Rev. 2019;4:482-494. 

4. Kurtz S, Ong K, Lau E, Mowat F, Halpern M. Projections of primary and revision hip and 
knee arthroplasty in the United States from 2005 to 2030. J Bone Joint Surg Am. 
2007;89:780-785. 

5. Kapadia BH, Berg RA, Daley JA, Fritz J, Bhave A, Mont MA. Periprosthetic joint infection. 
Lancet. 2016;387:386-394. 

6. Deutschland E. Jahresbericht 2015. 2015 
7. The NJR Editorial Board. “National Joint Refi stry for England, Wales and Northern 

Ireland.” 10th Annual Report 2013. http://www.njrcentre.org.uk (accessed Oct 24, 
2013). 

8. Ong KL, Kurtz SM, Lau E, Bozic KJ, Berry DJ, Parvizi J. Prosthetic joint infection risk after 
total hip arthroplasty in the Medicare population. J Arthroplasty. 2009;24:105-109. 

9. Zimmerli W, Trampuz A, Ochsner PE. Prosthetic-joint infections. N Engl J Med. 
2004;351:1645-1654. 

10. Corvec S, Portillo ME, Pasticci BM, Borens O, Trampuz A. Epidemiology and new 
developments in the diagnosis of prosthetic joint infection. Int J Artif Organs. 
2012;35:923-934. 

11. Kapadia BH, McElroy MJ, Issa K, Johnson AJ, Bozic KJ, Mont MA. The economic impact of 
periprosthetic infections following total knee arthroplasty at a specialized tertiary-care 
center. J Arthroplasty. 2014;29:929-932. 

12. Kurtz SM, Lau E, Watson H, Schmier JK, Parvizi J. Economic burden of periprosthetic joint 
infection in the United States. J Arthroplasty. 2012;27:61-65 e61. 

13. Gundtoft PH, Pedersen AB, Varnum C, Overgaard S. Increased Mortality After Prosthetic 
Joint Infection in Primary THA. Clin Orthop Relat Res. 2017;475:2623-2631. 

14. Zimmerli W, Moser C. Pathogenesis and treatment concepts of orthopaedic biofilm 
infections. FEMS Immunol Med Microbiol. 2012;65:158-168. 

15. Sendi P, Zimmerli W. Challenges in periprosthetic knee-joint infection. Int J Artif Organs. 
2011;34:947-956. 

16. Rakow A, Perka C, Trampuz A, Renz N. Origin and characteristics of haematogenous 
periprosthetic joint infection. Clin Microbiol Infect. 2019;25:845-850. 

17. Renz N, Mudrovcic S, Perka C, Trampuz A. Orthopedic implant-associated infections 
caused by Cutibacterium spp. - A remaining diagnostic challenge. PLoS One. 
2018;13:e0202639. 

18. Maderazo EG, Judson S, Pasternak H. Late infections of total joint prostheses. A review 
and recommendations for prevention. Clin Orthop Relat Res. 1988:131-142. 



 

 
85 

19. Bjarnsholt T, Ciofu O, Molin S, Givskov M, Hoiby N. Applying insights from biofilm 
biology to drug development - can a new approach be developed? Nat Rev Drug Discov. 
2013;12:791-808. 

20. Tzeng A, Tzeng TH, Vasdev S, et al. Treating periprosthetic joint infections as biofilms: 
key diagnosis and management strategies. Diagn Microbiol Infect Dis. 2015;81:192-200. 

21. Costerton JW, Stewart PS, Greenberg EP. Bacterial biofilms: a common cause of 
persistent infections. Science. 1999;284:1318-1322. 

22. Furustrand Tafin U, Corvec S, Betrisey B, Zimmerli W, Trampuz A. Role of rifampin 
against Propionibacterium acnes biofilm in vitro and in an experimental foreign-body 
infection model. Antimicrob Agents Chemother. 2012;56:1885-1891. 

23. Moskowitz SM, Foster JM, Emerson J, Burns JL. Clinically feasible biofilm susceptibility 
assay for isolates of Pseudomonas aeruginosa from patients with cystic fibrosis. J Clin 
Microbiol. 2004;42:1915-1922. 

24. Zimmerli W, Sendi P. Pathogenesis of implant-associated infection: the role of the host. 
Semin Immunopathol. 2011;33:295-306. 

25. Zimmerli W, Lew PD, Waldvogel FA. Pathogenesis of foreign body infection. Evidence for 
a local granulocyte defect. J Clin Invest. 1984;73:1191-1200. 

26. Gbejuade HO, Lovering AM, Webb JC. The role of microbial biofilms in prosthetic joint 
infections. Acta Orthop. 2015;86:147-158. 

27. 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;279:1537-1541. 

28. Widmer AF, Gaechter A, Ochsner PE, Zimmerli W. Antimicrobial treatment of orthopedic 
implant-related infections with rifampin combinations. Clin Infect Dis. 1992;14:1251-
1253. 

29. Owusu-Ababio G, Rogers J, Anwar H. Effectiveness of ciprofloxacin microspheres in 
eradicating bacterial biofilm. J Control Release. 1999;57:151-159. 

30. Reffuveille F, Fuente-Nunez Cde L, Fairfull-Smith KE, Hancock RE. Potentiation of 
ciprofloxacin action against Gram-negative bacterial biofilms by a nitroxide. Pathog Dis. 
2015;73. 

31. Marculescu CE, Berbari EF, Hanssen AD, et al. Outcome of prosthetic joint infections 
treated with debridement and retention of components. Clin Infect Dis. 2006;42:471-
478. 

32. Deirmengian C, Greenbaum J, Lotke PA, Booth RE, Jr., Lonner JH. Limited success with 
open debridement and retention of components in the treatment of acute 
Staphylococcus aureus infections after total knee arthroplasty. J Arthroplasty. 
2003;18:22-26. 

33. Barberan J, Aguilar L, Carroquino G, et al. Conservative treatment of staphylococcal 
prosthetic joint infections in elderly patients. Am J Med. 2006;119:993 e997-910. 

34. El Helou OC, Berbari EF, Lahr BD, et al. Efficacy and safety of rifampin containing 
regimen for staphylococcal prosthetic joint infections treated with debridement and 
retention. Eur J Clin Microbiol Infect Dis. 2010;29:961-967. 

35. Giulieri SG, Graber P, Ochsner PE, Zimmerli W. Management of infection associated with 
total hip arthroplasty according to a treatment algorithm. Infection. 2004;32:222-228. 



 

 
86 

36. Rasouli MR, Tripathi MS, Kenyon R, Wetters N, Della Valle CJ, Parvizi J. Low rate of 
infection control in enterococcal periprosthetic joint infections. Clin Orthop Relat Res. 
2012;470:2708-2716. 

37. Nana A, Nelson SB, McLaren A, Chen AF. What's New in Musculoskeletal Infection: 
Update on Biofilms. J Bone Joint Surg Am. 2016;98:1226-1234. 

38. Renz N, Perka C, Trampuz A. [Management of periprosthetic infections of the knee]. 
Orthopade. 2016;45:65-71. 

39. Akgun D, Muller M, Perka C, Winkler T. An often-unrecognized entity as cause of 
recurrent infection after successfully treated two-stage exchange arthroplasty: 
hematogenous infection. Arch Orthop Trauma Surg. 2018;138:1199-1206. 

40. George DA, Logoluso N, Castellini G, 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;16:553. 

41. Kildow BJ, Della-Valle CJ, Springer BD. Single vs 2-Stage Revision for the Treatment of 
Periprosthetic Joint Infection. J Arthroplasty. 2020;35:S24-S30. 

42. 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;477:2258-2263. 

43. Pangaud C, Ollivier M, Argenson JN. Outcome of single-stage versus two-stage exchange 
for revision knee arthroplasty for chronic periprosthetic infection. EFORT Open Rev. 
2019;4:495-502. 

44. Negus JJ, Gifford PB, Haddad FS. Single-Stage Revision Arthroplasty for Infection-An 
Underutilized Treatment Strategy. J Arthroplasty. 2017;32:2051-2055. 

45. Tan TL, Goswami K, Kheir MM, Xu C, Wang Q, Parvizi J. Surgical Treatment of Chronic 
Periprosthetic Joint Infection: Fate of Spacer Exchanges. J Arthroplasty. 2019;34:2085-
2090 e2081. 

46. Nahhas CR, Chalmers PN, Parvizi J, et al. A Randomized Trial of Static and Articulating 
Spacers for the Treatment of Infection Following Total Knee Arthroplasty. J Bone Joint 
Surg Am. 2020. 

47. Petis SM, Perry KI, Mabry TM, Hanssen AD, Berry DJ, Abdel MP. Two-Stage Exchange 
Protocol for Periprosthetic Joint Infection Following Total Knee Arthroplasty in 245 
Knees without Prior Treatment for Infection. J Bone Joint Surg Am. 2019;101:239-249. 

48. Fehring KA, Abdel MP, Ollivier M, Mabry TM, Hanssen AD. Repeat Two-Stage Exchange 
Arthroplasty for Periprosthetic Knee Infection Is Dependent on Host Grade. J Bone Joint 
Surg Am. 2017;99:19-24. 

49. Akgun D, Trampuz A, Perka C, Renz N. High failure rates in treatment of streptococcal 
periprosthetic joint infection: results from a seven-year retrospective cohort study. Bone 
Joint J. 2017;99-B:653-659. 

50. Akgun D, Muller M, Perka C, Winkler T. A positive bacterial culture during re-
implantation is associated with a poor outcome in two-stage exchange arthroplasty for 
deep infection. Bone Joint J. 2017;99-B:1490-1495. 

51. Wang Q, Goswami K, Kuo FC, Xu C, Tan TL, Parvizi J. Two-Stage Exchange Arthroplasty 
for Periprosthetic Joint Infection: The Rate and Reason for the Attrition After the First 
Stage. J Arthroplasty. 2019;34:2749-2756. 



 

 
87 

52. Toulson C, Walcott-Sapp S, Hur J, et al. Treatment of infected total hip arthroplasty with 
a 2-stage reimplantation protocol: update on "our institution's" experience from 1989 
to 2003. J Arthroplasty. 2009;24:1051-1060. 

53. Oussedik SI, Dodd MB, Haddad FS. Outcomes of revision total hip replacement for 
infection after grading according to a standard protocol. J Bone Joint Surg Br. 
2010;92:1222-1226. 

54. Mortazavi SM, Vegari D, Ho A, Zmistowski B, Parvizi J. Two-stage exchange arthroplasty 
for infected total knee arthroplasty: predictors of failure. Clin Orthop Relat Res. 
2011;469:3049-3054. 

55. Gomez MM, Tan TL, Manrique J, Deirmengian GK, Parvizi J. The Fate of Spacers in the 
Treatment of Periprosthetic Joint Infection. J Bone Joint Surg Am. 2015;97:1495-1502. 

56. Gooding CR, Masri BA, Duncan CP, Greidanus NV, Garbuz DS. Durable infection control 
and function with the PROSTALAC spacer in two-stage revision for infected knee 
arthroplasty. Clin Orthop Relat Res. 2011;469:985-993. 

57. De Man FH, Sendi P, Zimmerli W, Maurer TB, Ochsner PE, Ilchmann T. Infectiological, 
functional, and radiographic outcome after revision for prosthetic hip infection 
according to a strict algorithm. Acta Orthop. 2011;82:27-34. 

58. Engesaeter LB, Dale H, Schrama JC, Hallan G, Lie SA. Surgical procedures in the 
treatment of 784 infected THAs reported to the Norwegian Arthroplasty Register. Acta 
Orthop. 2011;82:530-537. 

59. Tan TL, Gomez MM, Manrique J, Parvizi J, Chen AF. Positive Culture During 
Reimplantation Increases the Risk of Subsequent Failure in Two-Stage Exchange 
Arthroplasty. J Bone Joint Surg Am. 2016;98:1313-1319. 

60. Kurd MF, Ghanem E, Steinbrecher J, Parvizi J. Two-stage exchange knee arthroplasty: 
does resistance of the infecting organism influence the outcome? Clin Orthop Relat Res. 
2010;468:2060-2066. 

61. Barton CB, Wang DL, An Q, Brown TS, Callaghan JJ, Otero JE. Two-Stage Exchange 
Arthroplasty for Periprosthetic Joint Infection Following Total Hip or Knee Arthroplasty 
Is Associated With High Attrition Rate and Mortality. J Arthroplasty. 2019. 

62. Zeller V, Lavigne M, Biau D, et al. Outcome of group B streptococcal prosthetic hip 
infections compared to that of other bacterial infections. Joint Bone Spine. 2009;76:491-
496. 

63. Schwartz B, Schuchat A, Oxtoby MJ, Cochi SL, Hightower A, Broome CV. Invasive group B 
streptococcal disease in adults. A population-based study in metropolitan Atlanta. 
JAMA. 1991;266:1112-1114. 

64. Sendi P, Christensson B, Uckay I, et al. Group B streptococcus in prosthetic hip and knee 
joint-associated infections. J Hosp Infect. 2011;79:64-69. 

65. Meehan AM, Osmon DR, Duffy MC, Hanssen AD, Keating MR. Outcome of penicillin-
susceptible streptococcal prosthetic joint infection treated with debridement and 
retention of the prosthesis. Clin Infect Dis. 2003;36:845-849. 

66. Betz M, Abrassart S, Vaudaux P, et al. Increased risk of joint failure in hip prostheses 
infected with Staphylococcus aureus treated with debridement, antibiotics and implant 
retention compared to Streptococcus. Int Orthop. 2015;39:397-401. 



 

 
88 

67. Renz N, Rakow A, Muller M, Perka C, Trampuz A. Long-term antimicrobial suppression 
prevents treatment failure of streptococcal periprosthetic joint infection. J Infect. 
2019;79:236-244. 

68. Akgun D, Perka C, Trampuz A, Renz N. Outcome of hip and knee periprosthetic joint 
infections caused by pathogens resistant to biofilm-active antibiotics: results from a 
prospective cohort study. Arch Orthop Trauma Surg. 2018;138:635-642. 

69. Isiklar ZU, Darouiche RO, Landon GC, Beck T. Efficacy of antibiotics alone for orthopaedic 
device related infections. Clin Orthop Relat Res. 1996:184-189. 

70. John AK, Baldoni D, Haschke M, et al. Efficacy of daptomycin in implant-associated 
infection due to methicillin-resistant Staphylococcus aureus: importance of combination 
with rifampin. Antimicrob Agents Chemother. 2009;53:2719-2724. 

71. Schindler M, Christofilopoulos P, Wyssa B, et al. Poor performance of microbiological 
sampling in the prediction of recurrent arthroplasty infection. Int Orthop. 2011;35:647-
654. 

72. Xu C, Chai W, Chen JY. Can we rely on the combination of serological tests and frozen 
sections at the time of reimplantation for two-stage exchange hip arthroplasty in 
patients with a "dry tap"? J Orthop Surg Res. 2019;14:184. 

73. Kilgus S, Karczewski D, Passkonig C, et al. Failure analysis of infection persistence after 
septic revision surgery: a checklist algorithm for risk factors in knee and hip arthroplasty. 
Arch Orthop Trauma Surg. 2020. 

74. Li C, Renz N, Trampuz A, Ojeda-Thies C. Twenty common errors in the diagnosis and 
treatment of periprosthetic joint infection. Int Orthop. 2020;44:3-14. 

75. Ntalos D, Berger-Groch J, Rohde H, et al. Implementation of a multidisciplinary 
infections conference affects the treatment plan in prosthetic joint infections of the hip: 
a retrospective study. Arch Orthop Trauma Surg. 2019;139:467-473. 

76. Wright FC, De Vito C, Langer B, Hunter A, Expert Panel on Multidisciplinary Cancer 
Conference S. Multidisciplinary cancer conferences: a systematic review and 
development of practice standards. Eur J Cancer. 2007;43:1002-1010. 

77. Pillay B, Wootten AC, Crowe H, et al. The impact of multidisciplinary team meetings on 
patient assessment, management and outcomes in oncology settings: A systematic 
review of the literature. Cancer Treat Rev. 2016;42:56-72. 

78. El Saghir NS, Keating NL, Carlson RW, Khoury KE, Fallowfield L. Tumor boards: optimizing 
the structure and improving efficiency of multidisciplinary management of patients with 
cancer worldwide. Am Soc Clin Oncol Educ Book. 2014:e461-466. 

79. Akgun D, Muller M, Perka C, Winkler T. High cure rate of periprosthetic hip joint 
infection with multidisciplinary team approach using standardized two-stage exchange. J 
Orthop Surg Res. 2019;14:78. 

80. Azzam K, McHale K, Austin M, Purtill JJ, Parvizi J. Outcome of a second two-stage 
reimplantation for periprosthetic knee infection. Clin Orthop Relat Res. 2009;467:1706-
1714. 

81. Triantafyllopoulos GK, Memtsoudis SG, Zhang W, Ma Y, Sculco TP, Poultsides LA. 
Periprosthetic Infection Recurrence After 2-Stage Exchange Arthroplasty: Failure or 
Fate? J Arthroplasty. 2017;32:526-531. 



 

 
89 

82. Mittal Y, Fehring TK, Hanssen A, Marculescu C, Odum SM, Osmon D. Two-stage 
reimplantation for periprosthetic knee infection involving resistant organisms. J Bone 
Joint Surg Am. 2007;89:1227-1231. 

83. Parvizi J, Tan TL, Goswami K, et al. The 2018 Definition of Periprosthetic Hip and Knee 
Infection: An Evidence-Based and Validated Criteria. J Arthroplasty. 2018;33:1309-1314 
e1302. 

84. Osmon DR, Berbari EF, Berendt AR, et al. Diagnosis and management of prosthetic joint 
infection: clinical practice guidelines by the Infectious Diseases Society of America. Clin 
Infect Dis. 2013;56:e1-e25. 

85. Ochsner PE, Swiss Orthopaedics, Swiss Society for Infectious Diseases. 
Infections of the musculoskeletal system - basic principles, prevention, diagnosis and 
treatment. 1st ed. Grandvaux: Swiss Orthopaedics; 2014 

86. Renz N, Yermak K, Perka C, Trampuz A. Alpha Defensin Lateral Flow Test for Diagnosis of 
Periprosthetic Joint Infection: Not a Screening but a Confirmatory Test. J Bone Joint Surg 
Am. 2018;100:742-750. 

87. Tan TL, Goswami K, Fillingham YA, Shohat N, Rondon AJ, Parvizi J. Defining Treatment 
Success After 2-Stage Exchange Arthroplasty for Periprosthetic Joint Infection. J 
Arthroplasty. 2018;33:3541-3546. 

88. Diaz-Ledezma C, Higuera CA, Parvizi J. Success after treatment of periprosthetic joint 
infection: a Delphi-based international multidisciplinary consensus. Clin Orthop Relat 
Res. 2013;471:2374-2382. 

89. Kheir MM, Tan TL, Higuera C, et al. Periprosthetic Joint Infections Caused by Enterococci 
Have Poor Outcomes. J Arthroplasty. 2017;32:933-947. 

90. Ueng SW, Lee CY, Hu CC, Hsieh PH, Chang Y. What is the success of treatment of hip and 
knee candidal periprosthetic joint infection? Clin Orthop Relat Res. 2013;471:3002-3009. 

91. Faschingbauer M, Bieger R, Kappe T, Weiner C, Freitag T, Reichel H. Difficult to treat: are 
there organism-dependent differences and overall risk factors in success rates for two-
stage knee revision? Arch Orthop Trauma Surg. 2020. 

92. Zimmerli W, Sendi P. Orthopaedic biofilm infections. APMIS. 2017;125:353-364. 
93. Lora-Tamayo J, Senneville E, Ribera A, 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;64:1742-1752. 

94. Citak M, Friedenstab J, Abdelaziz H, et al. Risk Factors for Failure After 1-Stage Exchange 
Total Knee Arthroplasty in the Management of Periprosthetic Joint Infection. J Bone 
Joint Surg Am. 2019;101:1061-1069. 

95. Heller S, Rezapoor M, Parvizi J. Minimising the risk of infection: a peri-operative 
checklist. Bone Joint J. 2016;98-B:18-22. 

96. Zmistowski B, Tetreault MW, Alijanipour P, Chen AF, Della Valle CJ, Parvizi J. Recurrent 
periprosthetic joint infection: persistent or new infection? J Arthroplasty. 2013;28:1486-
1489. 

97. Hansen EN, Zmistowski B, Parvizi J. Periprosthetic joint infection: what is on the horizon? 
Int J Artif Organs. 2012;35:935-950. 



 

 
90 

98. Kaplan JB, LoVetri K, Cardona ST, et al. Recombinant human DNase I decreases biofilm 
and increases antimicrobial susceptibility in staphylococci. J Antibiot (Tokyo). 
2012;65:73-77. 

99. Whitchurch CB, Tolker-Nielsen T, Ragas PC, Mattick JS. Extracellular DNA required for 
bacterial biofilm formation. Science. 2002;295:1487. 

100. Iannitelli A, Grande R, Di Stefano A, et al. Potential antibacterial activity of carvacrol-
loaded poly(DL-lactide-co-glycolide) (PLGA) nanoparticles against microbial biofilm. Int J 
Mol Sci. 2011;12:5039-5051. 

101. Staedel C, Darfeuille F. MicroRNAs and bacterial infection. Cell Microbiol. 2013;15:1496-
1507. 

102. Maudet C, Mano M, Eulalio A. MicroRNAs in the interaction between host and bacterial 
pathogens. FEBS Lett. 2014;588:4140-4147. 

103. Aguilar C, Mano M, Eulalio A. MicroRNAs at the Host-Bacteria Interface: Host Defense or 
Bacterial Offense. Trends Microbiol. 2019;27:206-218. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 
91 

6. Danksagung  

Mein Dank gilt in erster Linie Herrn Univ.-Prof. Dr. med. Carsten Perka, ärztlicher Direktor 

des Centrums für Muskuloskeletale Chirurgie der Charite und Herrn Univ.-Prof. Dr. med. 

Ulrich Stöckle, geschäftsführender Direktor des Centrums für Muskuloskeletale Chirurgie 

der Charite für die Ermöglichung dieser Habilitation sowie meiner klinischen und 

wissenschaftlichen Ausbildung. 

Mein besonderer Dank gilt zunächst meinem Mentor und Freund Herrn PD Dr. med. univ. 

Philipp Moroder für die langjährige bedingungslose Unterstützung meiner 

wissenschaftlichen und operativen Fähigkeiten.  

Des Weiteren würde ich mich besonders bei PD Dr. med. Andrej Trampuz, Dr. med. Nora 

Renz und Prof. Dr. med. Tobias Winkler für die Unterstützung, die Möglichkeit zur 

Gestaltung und Förderung gemeinsamer Projekte sowie Vertrauen in meine Person 

bedanken. 

Danken möchte ich auch allen Mitarbeitern des CMSC und Freunde, die während meiner 

wissenschaftlichen Tätigkeit unterstütz haben. Insbesondere bedanke ich mich bei 

meinem Freund und Kollegen Herrn Dr. med. univ. Fabian Plachel, der mich bei der 

Fertigstellung dieser Arbeit unterstützt hat.  

Mein persönlichster Dank gilt meinen Eltern Billur Akgün, Prof. Dr. Isik Akgün, meinem 

Bruder Dr. Yamac Akgün, sowie meiner Freundin Sophia Klara Ellermann für die 

bedingungslose Unterstützung. Ihre Rücksicht und Verständnis und das harmonische 

familiäre Umfeld ermöglichten diesen Weg. Ihnen ist diese Arbeit gewidmet.  

 

 



 

 
92 

7. Eidesstattliche Erklärung  

§ 4 Abs. 3 (k) der HabOMed der Charité  

 

Hiermit erkläre ich, dass  

 

•  weder früher noch gleichzeitig ein Habilitationsverfahren durchgeführt oder 

angemeldet wurde,  

•  die vorgelegte Habilitationsschrift ohne fremde Hilfe verfasst, die beschriebenen 

Ergebnisse selbst gewonnen sowie die verwendeten Hilfsmittel, die 

Zusammenarbeit mit anderen Wissenschaftlern/Wissenschaftlerinnen und mit 

technischen Hilfskräften sowie die verwendete Literatur vollständig in der 

Habilitationsschrift angegeben wurden,  

•  mir die geltende Habilitationsordnung bekannt ist.  

 

Ich erkläre ferner, dass mir die Satzung der Charité _– Universitätsmedizin Berlin zur 

Sicherung Guter Wissenschaftlicher Praxis bekannt ist und ich mich zur Einhaltung 

dieser Satzung verpflichte.  

____________________ ____________________  

Datum Dr. med. Doruk Akgün 


