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Abstract. It has been shown that the outcome of a DAIR (debridement, antimicrobial therapy, and implant
retention) procedure depends on multiple factors (e.g. infection type, host factors, clinical presentation, condition
of surrounding soft tissue, causing pathogen, surgical technique, antimicrobial therapy); therefore, adequate
patient selection is key for DAIR success. In this position paper, we discuss the most relevant factors influencing
the outcome and define indications, contraindications, and risk factors for a DAIR procedure based on the most
robust and most recently published data. Furthermore, we discuss the surgical technique in combination with
systemic antimicrobial therapy in patients undergoing a DAIR procedure.

This position paper may help reduce reinfection rates as well as the physical, psychological, and economic
burden associated with periprosthetic joint infection (PJI). We believe that a reasonable outcome can be achieved
with careful patient selection, a dedicated multidisciplinary team, and an appropriate surgical technique and
antimicrobial therapy.
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1 Introduction

Prosthetic joint replacement revolutionized the management
of patients suffering from osteoarthritis and secondary arthri-
tis by providing long-term pain relief, restoration of limb
and joint function, and improved mobility, leading to an in-
creased quality of life and independence. Furthermore, it is
described as one of the most cost-effective healthcare proce-
dures (Lavernia et al., 1997; Chang et al., 1996; Ethgen et al.,
2004).

Due to the success of this intervention and an ageing pop-
ulation, the numbers have soared worldwide during the last
decades and are expected to rise continuously over the next
years. It is projected that in 2040 more than 1.4 million total
hip arthroplasties (THAs) (estimated increase compared to
the 2014 US nationwide inpatient sample numbers: 284 %)
and more than 3.4 million total knee arthroplasties (TKAs)
(estimated increase: 401 %) will be performed in the United
States alone (Singh et al., 2019).

Although this procedure is called “operation of the cen-
tury” (Learmonth et al., 2007), serious complications can
occur intra- and postoperatively (Katz et al., 2021). Due to
the estimated increase of primary arthroplasties in the future,
the number of revision surgeries is expected to rise simul-
taneously. From 2014 to 2030, the incidence of revision af-
ter THA is projected to increase by between 43 % and 70 %
and after TKA by between 78 % and 182 % (Schwartz et al.,
2020).

Arguably the most feared complication after a total joint
replacement is a periprosthetic joint infection (PJI). If not
treated accurately, PJI can lead to multiple revision surg-
eries, prolonged antimicrobial therapies and hospitalization,
substantial patient morbidity, increased mortality, impair-
ment of function resulting in a high physical and psycho-
logical burden for the patient, and an increased logistic and
economic burden for healthcare systems (Zmistowski et al.,
2013; Shahi et al., 2017; Kurtz et al., 2018; Vanhegan et al.,
2012; Haddad et al., 2017; Fischbacher et al., 2018; Sousa
et al., 2018; Schwartz et al., 2020). Despite improvements in
PJI prevention (e.g. methicillin-resistant Staphylococcus au-
reus (MRSA) screening, preoperative prophylactic antimi-
crobial therapy), the incidence of PJI following primary re-
placement ranges between 1 % and 2 % (Kurtz et al., 2010;
Gundtoft et al., 2015; Huotari et al., 2015). Furthermore, this
number increases to approximately 4 % after revision surgery
(Kurtz et al., 2007; Ong et al., 2009). In general, the aim of
PJI management (surgical and antimicrobial therapy) is to
eradicate the infection, provide pain relief, minimize patient
morbidity, and provide sufficient mobility for the patient.

Curative surgical treatment strategies which can provide
limb salvage and preserve sufficient joint function are de-
bridement, antimicrobial therapy, irrigation, and implant
retention (DAIR); one-stage exchange; and two-stage ex-
change (Garvin and Hanssen, 1995). Severely immunocom-
promised patients (e.g. solid organ transplant recipients, drug

abuse, use of chemotherapy), patients with poor soft tissue
conditions or bone loss, patients with an infection caused by
highly resistant pathogens, and patients without the need of
a functional prosthesis (e.g. paralysis) may benefit from re-
section arthroplasty, arthrodesis, or amputation. Long-term
suppressive antimicrobial therapy may be considered in pa-
tients with a high intraoperative risk and multiple severe co-
morbidities where revision arthroplasty is contraindicated,
in patients without further surgical option for reconstruction
and sufficient functional outcome, or in patients who refuse
surgery (infection control rather than eradication).

The definitive decision depends on numerous variables in-
cluding infection type, prosthesis stability, causing microor-
ganism and its susceptibility patterns, condition of the sur-
rounding soft tissues, extent of bone loss, the available op-
tions for successful reconstruction of the joint, host factors
(e.g. comorbidities, age, fragility), and surgeon’s experience.
It is recommended that the definitive decision of further treat-
ment is made by a multidisciplinary team (involving different
specialists including orthopaedic surgeons, infectious disease
specialists, microbiologists, radiologists, and – if necessary
– plastic surgeons) on a case-by-case basis (Osmon et al.,
2013; Bernaus et al., 2022).

In this position paper, we discuss the most relevant fac-
tors influencing the DAIR outcome based on the most robust
and currently available literature and define indications, con-
traindications, and risk factors for a DAIR procedure when
infection eradication is intended. Furthermore, we provide a
comprehensive guide on the surgical technique and antimi-
crobial therapy for the management of patients undergoing a
DAIR procedure.

2 Debridement, antimicrobial therapy, and implant
retention (DAIR)

In contrast to revision surgery, DAIR is a technically less
demanding procedure and may prevent an unnecessary re-
moval of a soundly fixed prosthesis with the advantage of
bone stock preservation and avoidance of intraoperative com-
plications (e.g. fractures). Under appropriate circumstances,
a successful DAIR procedure can avoid revision arthroplasty
procedures and the associated anaesthetic risks. It can pre-
serve a functioning implant and allows an earlier return to
activity (Grammatopoulos et al., 2017b; Dzaja et al., 2015).
Further benefits are shorter operation times and hospital
stays, lower patient morbidity, better postoperative mobility
(compared with revision surgery), and lower economic costs
(Grammatopoulos et al., 2017a; Sousa et al., 2018; Puhto et
al., 2019; Sherrell et al., 2011).

Although DAIR is a less invasive procedure and shows
multiple advantages, patients should be selected carefully
by the treating multidisciplinary team before undergoing
this surgical option. It has been shown that, depending on
patient selection, a high percentage of PJI patients treated
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Table 1. Literature regarding reinfection rate after a DAIR (debridement, antimicrobial therapy, and implant retention) procedure. EA – early
acute infection), AH – acute haematogenous infection. NA – not available.

Literature DAIR Study design Type of Location Failure
(n) infection rate

Byren et al. (2009) 112 Retrospective 1998–2003 All PJIs Hip (n= 52), knee (n= 51), other (n= 9, ankle, shoulder, elbow) 18 %
Cobo et al. (2011) 117 Prospective 2004–2006 EA Hip (n= 84), knee (n= 52), shoulder (n= 2) 43 %
Kuiper et al. (2013) 91 Retrospective 2004–2009 NA Hip (n= 62), knee (n= 29) 34 %
Lora-Tamayo et al. (2013) 345 Retrospective 2003–2010 EA, LA Hip (n= 146), knee (n= 195), other (n= 4) 45 %
Triantafyllopoulos et al. (2015) 78 Retrospective 2000–2013 EA, LA Knee 45 %
Zmistowski et al. (2016) 153 Retrospective 2000–2013 NA Hip (n= 60), knee (n= 93) 48 %
Grammatopoulos et al. (2017a) 82 Retrospective 1997–2013 All PJIs Hip 32 %
Fink et al. (2017) 67 Retrospective 2004–2013 EA, LA Hip (n= 23), knee (n= 44) 28 %
Swenson et al. (2018) 72 Retrospective 2004–2013 EA, LA Hip, knee 26 %
Jacobs et al. (2019) 91 Retrospective 2012–2014 EA Hip (n= 51), knee (n= 40) 15 %
Ottesen et al. (2019) 58 Retrospective 2008–2013 EA Knee 16 %
Wouthuyzen-Bakker et al. (2019) 340 Retrospective 2005–2015 LA Hip, knee 45 %
Clauss et al. (2020) 58 Retrospective 1992–2016 EA, LA Hip 7 %
Becker et al. (2020) 79 Retrospective 2011–2016 EA Hip (n= 59), knee (n= 21) 32 %
Shohat et al. (2020) 1174 Retrospective 2005–2017 EA, LA Hip (n= 565), knee (n= 609) 35 %
Svensson et al. (2020) 575 Retrospective 2009–2016 NA Hip 34 %
Tirumala et al. (2021) 149 Retrospective NA EA, LA Hip (n= 59), knee (n= 90) 17 %
Toh et al. (2021) 106 Retrospective 2003–2018 EA Knee 30 %
Zhu et al. (2021) 230 Retrospective 2001–2015 All PJIs Knee 46 %
Nurmohamed et al. (2021) 67 Retrospective 2009–2017 EA, LA Hip (n= 41), knee (n= 26) 34 %
Perez et al. (2022) 63 Retrospective EA, LA Hip (n= 19), knee (n= 44) 46 %
Tarity et al. (2022) 40 Retrospective 2013–2018 EA, LA Hip (n= 12), knee (n= 28) 35 %
Chang et al. (2022) 101 Retrospective 2005–2019 EA, LA Knee 23 %
Rahardja et al. (2023) 189 Prospective 2014–2017 All PJIs Knee 55 %
Sigmund et al. (2024) 176 Retrospective 2010–2020 All PJIs Hip (n= 80), knee (n= 106) 38 %

with DAIR failed (Table 1). Hence, it is essential to iden-
tify the subset of patients who will benefit from this proce-
dure. Therefore, different authors and societies defined in-
dications for DAIR: in 2004, Zimmerli et al. (2004) pub-
lished a review describing the management of PJI. According
to their algorithm, DAIR is a reasonable option for patients
with an early or late acute infection, if the duration of clinical
signs and symptoms is < 3 weeks, the implant is stable, the
soft tissue is in good condition, and an antimicrobial agent
with activity against in biofilm-embedded microorganisms
is available (Zimmerli et al., 2004). In 2013, the Infectious
Diseases Society of America (IDSA) published their guide-
lines for the diagnosis and management of PJI (Osmon et al.,
2013). Based on their algorithm, a DAIR should be consid-
ered in PJI patients with a well-fixed prosthesis, without a
sinus tract, who are within approximately 30 d of prosthe-
sis implantation (early acute), or < 3 weeks of symptom on-
set (late acute) (Osmon et al., 2013). In addition, the caus-
ing microorganism should be susceptible to oral antimicro-
bial agents (defined as an agent that can be used for long-
term treatment or an agent which is active against in biofilm-
embedded microorganisms). The most recent recommenda-
tions regarding DAIR indications were published in 2018 af-
ter the International Consensus Meeting (ICM) in Philadel-
phia (ICM, 2018). Here, a DAIR procedure is indicated in
patients with an early (< 30 d after index arthroplasty) or late
acute infection as long as the onset of symptoms is < 4 weeks
(favourable < 7 d), implants are well fixed, no sinus tract ex-

ists, and the isolated infecting organism is sensitive to an
antimicrobial agent. This was agreed by 94 % of delegates
(ICM, 2018). In a review by Tsang et al. (2017), a decrease
of the reinfection rate after 2004 was reported, and they sug-
gested that there might have been a learning effect after the
introduction of the first PJI management guideline in 2004
(Zimmerli et al., 2004) and the subsequent identification of
risk factors associated with DAIR failure in the literature
(Tsang et al., 2017). Similar results were reported by Be-
dair et al. (2020), with increasing success rates after 2004.
However, the level of evidence in most guidelines is only
reported as “limited” or “moderate”. In addition, the failure
rate after a DAIR procedure still varies widely and ranged in
the more recently published articles between 7 % and 55 %
(Byren et al., 2009; Cobo et al., 2011; Kuiper et al., 2013;
Lora-Tamayo et al., 2013; Triantafyllopoulos et al., 2015;
Zmistowski et al., 2016; Grammatopoulos et al., 2017a; Fink
et al., 2017; Swenson et al., 2018; Jacobs et al., 2019; Otte-
sen et al., 2019; Wouthuyzen-Bakker et al., 2019; Clauss et
al., 2020; Becker et al., 2020; Shohat et al., 2020; Svensson
et al., 2020; Tirumala et al., 2021; Toh et al., 2021; Zhu et al.,
2021; Nurmohamed et al., 2021; Perez et al., 2022; Tarity et
al., 2022; Chang et al., 2022; Rahardja et al., 2023; Sigmund
et al., 2024) (Table 1). Possible explanations for these diverg-
ing outcomes are the differences among the studies regard-
ing study designs, diagnostic criteria, indications for DAIR
(e.g. type of infection, definition of acute infection), length
of follow-up periods, definitions of “success”, duration and
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regimens of antimicrobial therapies, patient comorbidities,
causing microorganisms, surgical technique, and number of
performed DAIRs.

An enhanced understanding of the characteristics of DAIR
failure may allow a more targeted approach and may lead
to an improved outcome and increased infection eradication
rate.

In the last decade, various host- and implant-related fac-
tors were described to be associated with a higher risk of
DAIR failure, for example the timing of debridement/dura-
tion of symptoms (Tsang et al., 2017; Grammatopoulos et
al., 2017a; Triantafyllopoulos et al., 2015), type of infection
(early vs. late acute) (Wouthuyzen-Bakker et al., 2020b; Fink
et al., 2017), presence of bacteraemia (Lora-Tamayo et al.,
2013, 2017; Wouthuyzen-Bakker et al., 2019; Löwik et al.,
2018), host status (Azzam et al., 2010; Bernaus et al., 2022),
causing microorganism (Byren et al., 2009; Löwik et al.,
2018; Azzam et al., 2010; Katakam et al., 2020a), previous
revision surgeries (Byren et al., 2009; Wouthuyzen-Bakker
et al., 2019), exchange of mobile parts (Shohat et al., 2020;
Zhu et al., 2021), and antimicrobial treatment strategy (Zim-
merli et al., 1998; Holmberg et al., 2015; Rodríguez-Pardo
et al., 2014). However, the described factors are not always
confirmed by others and will be discussed in more detail be-
low.

3 Indications for a DAIR procedure

In general, a DAIR (as curative option) is indicated in pa-
tients with an acute PJI (early as well as late acute) and a
soundly fixed prosthesis. However, different factors were as-
sociated with a higher risk of DAIR failure. In this section,
the indications and contraindications for a DAIR procedure
as well as risk factors for failure are discussed based on more
recently published data. In addition, upcoming controversies
and debates about various risk factors are addressed.

3.1 Type of infection

Due to higher failure rates, chronic infections are consid-
ered an absolute contraindication to perform a DAIR, as con-
cluded at the ICM 2018 (Argenson et al., 2019). Indeed,
Davis et al. (2022) observed in their prospective observa-
tional study of 569 PJIs (acute: n= 427, chronic: n= 142)
a statistically significant higher failure rate in chronic in-
fections (56 %; defined as > 30 d after the original arthro-
plasty and/or > 30 d of symptoms) compared to acute PJIs
(41 %, p = 0.003). Similar results were demonstrated by
Zhu et al. (2021) in their retrospective study of 230 in-
fected total knee arthroplasties (acute (< 90 d): n= 107, fail-
ure rate: 34 %; chronic (> 90 d): n= 123, failure rate: 57 %;
p = 0.0004) and Rahardja et al. (2023) in their prospective
study of 189 PJIs following primary total knee arthroplasty
(acute (< 90 d): n= 60, failure rate: 37 %; chronic (> 90 d):

n= 129, failure rate: 64 %; p = 0.001; OR 3.08, 95 % CI:
1.41–6.72, p = 0.05).

The main impetus for dividing PJIs into “acute” and
“chronic” infections is the ability of microorganisms to form
biofilms on implants or necrotic bone fragments. Fully de-
veloped mature biofilm matrixes protect bacteria from the
host immune system and significantly minimize the efficacy
of antibiotics by different mechanisms. Bacteria in the deep
biofilm stratum significantly reduce their metabolism and be-
come tolerant to antibiotics (“small colony variants”). In ad-
dition, the matrix protects a small subpopulation (< 0.1 %)
of spontaneously generated dormant cells present in any bac-
terial colony highly tolerant to almost all antibiotics (so-
called “persister cells”) that normally are easily eliminated
by phagocytes (Hamad et al., 2022). Once maturation is
achieved, it is assumed that biofilm bacteria on the implant
surface cannot be eradicated by antibiotics alone, and a pro-
cedure without implant exchange may not lead to the de-
sired success (Davies, 2003; Lebeaux et al., 2014). Hence,
for chronic infections when infection eradication/cure in a
medically fit patient is intended, a revision arthroplasty with
exchange of the whole prosthesis is indicated.

In acute PJIs, it is assumed that, although already present,
the biofilm is still immature and not fully structured; hence,
a DAIR procedure can be effective to eradicate the infection.
In general, acute infections are subdivided into early and late
acute infections.

3.1.1 Early acute infections

The main cause of an early acute infection is iatrogenic
inoculation of microorganisms into the joint or wound at
the time of index surgery (Sigmund and McNally, 2019).
Occasionally, they can be caused by local or haematoge-
nous (other primary infective foci) spread (Sigmund and Mc-
Nally, 2019). Patients typically present with an acute onset of
symptoms (local: severe pain, oedema, effusion, erythema,
increased joint temperature, reduced function± systemic:
pyrexia, tachycardia, sweating, rigours) postoperatively (Sig-
mund and McNally, 2019). For this group of patients, a low
failure rate after a DAIR procedure has been shown in the lit-
erature, ranging from 12 % to 35 % (Table 2) (Wouthuyzen-
Bakker et al., 2019, 2020b; Shohat et al., 2020; Nurmohamed
et al., 2021; Toh et al., 2021; Zhu et al., 2021; Davis et al.,
2022; Chang et al., 2022).

In the current literature, there are controversies about the
definition of an early acute PJI: they are commonly defined
as infections occurring within the first 3–4 weeks after the
index arthroplasty (primary or revision) (Osmon et al., 2013;
Argenson et al., 2019) or as infection within 3 months of the
index surgery but less than 3 weeks of symptoms (Argen-
son et al., 2019; Shohat et al., 2020; Wouthuyzen-Bakker et
al., 2020b; Löwik et al., 2020). In the IDSA guidelines (Os-
mon et al., 2013) and the ICM meeting 2018 (ICM, 2018),
early PJI is defined as < 30 d after index arthroplasty. When

J. Bone Joint Infect., 10, 101–138, 2025 https://doi.org/10.5194/jbji-10-101-2025



I. K. Sigmund et al.: DAIR as curative strategy for acute periprosthetic hip and knee infections 105

Ta
bl

e
2.

A
co

m
pa

ri
so

n
of

th
e

lit
er

at
ur

e
be

tw
ee

n
ea

rl
y

(E
A

)a
nd

la
te

ac
ut

e
(L

A
)i

nf
ec

tio
ns

af
te

ra
D

A
IR

pr
oc

ed
ur

e.

L
ite

ra
tu

re
D

A
IR

(n
)

St
ud

y
de

si
gn

E
ar

ly
ac

ut
e

(E
A

)
L

at
e

ac
ut

e
(L

A
)

Fa
ilu

re
ra

te
Fa

ilu
re

ra
te

p
va

lu
e

de
fin

iti
on

de
fin

iti
on

E
A

(n
;%

)
L

A
(n

;%
)

Sh
oh

at
et

al
.(

20
20

)
11

74
R

et
ro

sp
ec

tiv
e

Sy
m

pt
om

s<
3

w
ee

ks
Sy

m
pt

om
s<

3
w

ee
ks

27
6/

79
0

(3
5)

12
9/

38
4

(3
4)

0.
65

0∗

E
A

:n
=

79
0

20
05

–2
01

7
<

3
m

on
th

s
af

te
ra

rt
hr

op
la

st
y

>
3

m
on

th
s

af
te

ra
rt

hr
op

la
st

y
A

H
:n
=

38
4

W
ou

th
uy

ze
n-

B
ak

ke
re

t
26

4
R

et
ro

sp
ec

tiv
e

Sy
m

pt
om

s<
3

w
ee

ks
Sy

m
pt

om
s<

3
w

ee
ks

32
/1

32
(2

4)
72

/1
32

(5
4)

<
0.

00
1

al
.(

20
20

)
E

A
:n
=

13
2

20
05

–2
01

5
<

3
m

on
th

s
af

te
ra

rt
hr

op
la

st
y

>
3

m
on

th
s

af
te

ra
rt

hr
op

la
st

y
A

H
:n
=

13
2

N
ur

m
oh

am
ed

et
al

.(
20

21
)

51
R

et
ro

sp
ec

tiv
e

O
ns

et
of

in
fe

ct
io

n
w

ith
in

3
m

on
th

s
M

ea
n

da
ys

of
sy

m
pt

om
s

12
d

11
/3

5
(3

1)
5/

16
(3

1)
1.

00
0

E
A

:n
=

35
20

09
–2

01
7

af
te

rs
ur

ge
ry

(m
ea

n
22

d)
(0

–8
3

d)
A

H
:n
=

16

To
h

et
al

.(
20

21
)

10
6

R
et

ro
sp

ec
tiv

e
Sy

m
pt

om
s<

3
w

ee
ks

Sy
m

pt
om

s<
3

w
ee

ks
10

/3
3

(3
0)

22
/7

3
(3

0)
0.

98
6

E
A

:n
=

33
20

03
–2

01
8

<
3

m
on

th
s

af
te

ra
rt

hr
op

la
st

y
>

3
m

on
th

s
af

te
ra

rt
hr

op
la

st
y

A
H

:n
=

73

Z
hu

et
al

.(
20

21
)

23
0

R
et

ro
sp

ec
tiv

e
<

4
w

ee
ks

af
te

rT
K

A
In

fe
ct

io
ns

oc
cu

rr
in

g
af

te
rt

he
27

/8
3

(3
3)

61
/1

02
(6

0)
<

0.
00

01
∗

E
A

:n
=

83
20

01
–2

01
5

de
fin

ed
“p

os
to

pe
ra

tiv
e”

pe
ri

od
in

a
A

H
:n
=

10
2

pr
ev

io
us

w
el

l-
fu

nc
tio

ni
ng

im
pl

an
t

C
hr

on
ic

:
se

co
nd

ar
y

to
in

fe
ct

io
n

at
a

re
m

ot
e

n
=

45
si

te

D
av

is
et

al
.(

20
22

)
42

7
Pr

os
pe

ct
iv

e
<

30
d

af
te

ro
ri

gi
na

la
rt

hr
op

la
st

y
>

30
d

fr
om

or
ig

in
al

im
pl

an
t,

41
/1

60
(2

6)
13

5/
26

7
(5

1)
<

0.
00

01
∗

E
A

:n
=

16
0

A
H

:2
01

4–
20

17
w

ith
in
≤

7
d

of
sy

m
pt

om
s

an
d

no
n
=

26
7

ev
id

en
ce

of
a

si
nu

s
co

m
m

un
ic

at
in

g
w

ith
th

e
jo

in
ts

pa
ce

C
ha

ng
et

al
.(

20
22

)
10

1
R

et
ro

sp
ec

tiv
e

<
3

m
on

th
s

fo
llo

w
in

g
in

iti
al

kn
ee

>
3

m
on

th
s

of
in

iti
al

ar
th

ro
pl

as
ty

4/
34

(1
2)

19
/6

7
(2

8)
0.

06
E

A
:n
=

34
20

05
–2

01
9

ar
th

ro
pl

as
ty

su
rg

er
y

(m
ea

n
du

ra
tio

n
su

rg
er

y
(m

ea
n

du
ra

tio
n

of
A

H
:n
=

67
of

sy
m

pt
om

s
6.

8
d)

sy
m

pt
om

s
8.

3
d)

Si
gm

un
d

et
al

.(
20

24
)

17
6

R
et

ro
sp

ec
tiv

e
<

4
w

ee
ks

si
nc

e
in

de
x

ar
th

ro
pl

as
ty

<
3

w
ee

ks
of

sy
m

pt
om

s
af

te
ra

n
17

/6
7

(2
5)

18
/4

6
(3

9)
0.

12
E

A
:n
=

67
20

10
–2

02
0

un
ev

en
tf

ul
po

st
op

er
at

iv
e

pe
ri

od
A

H
:n
=

46

∗
C

hi
-s

qu
ar

ed
te

st
.

https://doi.org/10.5194/jbji-10-101-2025 J. Bone Joint Infect., 10, 101–138, 2025



106 I. K. Sigmund et al.: DAIR as curative strategy for acute periprosthetic hip and knee infections

Figure 1. Probability of curing periprosthetic joint infection without consideration of the causing pathogen, its susceptibility pattern, presence
of bacteraemia, the soft tissue envelope, the type of surgery, and host and clinical factors.

a DAIR procedure was performed in patients with less than
4 weeks following prosthesis implantation, low reinfection
rates between 0 %–25 % were reported (Sendi et al., 2017;
Clauss et al., 2020; Sigmund et al., 2024). However, Löwik
et al. (2020) analysed different time intervals from index
arthroplasty to DAIR in their retrospective multicentre study
of 769 patients. Although failure rates were higher in com-
parison to the above-mentioned studies, they demonstrated
similar outcomes between 1–2 weeks (failure rate: 42 %,
n= 95/226), 3–4 weeks (38 %, n= 143/378), 5–6 weeks
(29 % n= 29/100), and 7–12 weeks (42 %, 27/65) from in-
dex arthroplasty. It needs to be highlighted that an exchange
of mobile parts was performed in a lower number of pa-
tients in the early (1–2 weeks) compared to the late course
(7–12 weeks; 41 % vs. 63 %, p < 0.001), which may have
significantly influenced their results.

Due to the current available data, we recommend defining
an early infection as < 4 weeks following index arthroplasty
as well. However, a DAIR procedure can also be done in pa-
tients between 4 and 12 weeks after surgery but with symp-
toms of less than 3 weeks. That said, surgeons need to be
aware that the success rate might be reduced in these cases
(Fig. 1 – grey zone).

3.1.2 Late acute infections

Late acute PJIs are defined as infections with a sudden
onset of symptoms of less than 3 weeks in a prior well-
functioning prosthesis and uneventful period more than 3
weeks after implantation (Zimmerli et al., 2004) or as symp-

toms less than 3 weeks more than 3 months after implan-
tation of the index prosthesis (Wouthuyzen-Bakker et al.,
2019). These late acute infections have a different pathogen-
esis compared to early acute infections. Due to haematoge-
nous spread of bacteria originated from a distant infection
source, microorganisms can enter the prosthetic joint, lead-
ing to a sudden onset of symptoms (local± systemic) (Sig-
mund and McNally, 2019). Rakow et al. (2019) investigated
the primary infectious focus in 106 episodes of late acute
PJIs. In 72 of the included episodes (68 %), they were able
to identify the source, including infected intravascular de-
vices or heart valves (22 episodes), skin and soft tissue in-
fections (16 episodes), oral cavity infections (12 episodes),
urogenital infections (12 episodes), gastrointestinal infec-
tions (7 episodes), contralateral PJI of the hip (1 episode),
pneumonia (1 episode), and epidural abscess and meningi-
tis (1 episode) (Rakow et al., 2019). In a recently published
study by Knoll et al. (2023), the most common primary infec-
tious focus was located in the skin and soft tissue (n= 31/83
episodes), followed by cardiovascular system (28/83), uro-
genital tract (9/83), gastrointestinal tract (8/83), oral cav-
ity (3/83), respiratory tract (2/83), and bone (2/82). Due to
their pathogenesis, late acute infections can occur at any time
after index surgery, even decades later. It is crucial to ini-
tiate a thorough diagnostic work-up to identify the primary
infection source to avoid recurrent infection and seeding to
another anatomic site.

Knoll et al. (2023) observed in their univariate analysis
that haematogenous origin was associated with a significant
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higher failure rate compared to non-haematogenous PJIs. In-
deed, many authors observed a high failure rate in late acute
PJIs after a DAIR procedure, ranging from 28 % to 60 %
(Wouthuyzen-Bakker et al., 2019, 2020b; Shohat et al., 2020;
Nurmohamed et al., 2021; Toh et al., 2021; Zhu et al., 2021;
Davis et al., 2022; Chang et al., 2022). In some studies, a
statistically significant lower success rate was demonstrated
in late acute PJIs compared to early acute PJIs (Table 2)
(Wouthuyzen-Bakker et al., 2020b; Zhu et al., 2021; Davis et
al., 2022). The high failure rate may be explained by the dif-
ficulty to determine the accurate starting point of symptoms
potentially misdiagnosing a chronic infection as acute. Some
PJIs (especially caused by low-virulence organisms such as
CoNS or Cutibacterium spp.) classified as “late acute” may
represent an acute flare up or exacerbation of a chronic in-
fection, making an accurate diagnosing challenging. Another
explanation may be continuous seeding of microorganisms
to the prosthetic joint from the still existing infection source
(e.g. endocarditis or another intravascular infection), leading
to a reinfection of the periprosthetic joint (although the prior
DAIR procedure would have been successful). Additionally,
a higher bacterial inoculum in late acute infections in com-
parison to early acute PJIs may be possible. Finally, it may
be a late acute superinfection of a previously undetected low-
grade infection. However, the exact reason for the high fail-
ure rate is still unknown.

Nevertheless, Shohat et al. (2020) and Toh et al. (2021)
were not able to calculate a different failure rate between
early and late acute infections in their studies, including a
reasonable number of cases (Table 2). The lack of a uniform
haematogenous PJI definition prevents accurate comparison
between studies and institutions. The optimal cut-off time of
symptom duration to distinguish between acute and chronic
has not been determined in comparative studies yet and is
still a matter of debate. Furthermore, the cut-off time until
when a DAIR can be successfully performed is still contro-
versial.

However, the time interval between symptom onset and
DAIR procedure is strongly associated with DAIR success
(Karczewski et al., 2019; Kuiper et al., 2013; Kunutsor et al.,
2018; Sendi et al., 2017). In the ICM guideline, a symptom
duration of < 4 weeks (favourable 7 d) was recommended
(Argenson et al., 2019). The IDSA advocated < 3 weeks
from symptom onset to surgical treatment (Osmon et al.,
2013), which is the same cut-off as recommended by Zim-
merli et al. (2004). Many authors tried to find the optimal
cut-off until when a DAIR procedure can be done success-
fully. Qu et al. (2019) demonstrated in their review and pool-
ing analysis of 33 studies including 1266 periprosthetic knee
infections a significantly improved success rate of DAIR
when the time from symptoms to debridement was less than
3 weeks. The overall pooled mean success rate was 57 % in
their analysis. When only studies with a mean symptom du-
ration of < 3 weeks were considered, a pooled success rate
of 71 % was calculated, while it was only 35 % in studies

with a mean symptom duration of > 3 weeks (p < 0.05) (Qu
et al., 2019). Kunutsor et al. (2018) showed similar results in
their meta-analysis of 93 articles including 4897 PJIs treated
with DAIR. Although not significant, a shorter duration be-
tween onset of symptoms to DAIR of less than 21 d had a
higher success rate compared to a longer duration (≥ 21 d)
in their study (p = 0.071). Tsang et al. (2017) were also able
to demonstrate an association between onset of symptoms
to DAIR and success in their review of 39 studies involving
1296 patients with periprosthetic hip infections. Although no
difference (p = 0.215) was observed between studies with a
median symptom duration of < 4 weeks (73 %, 354/485 pa-
tients) and > 4 weeks (69 %, 375/540 patients), an improved
survival was demonstrated when the cut-off time from symp-
tom onset to debridement was reduced to 7 d. In studies with
a median symptom duration of < 7 d (198/275 patients), a
pooled success rate of 72 % was calculated, while it was only
52 % in studies with a median symptom duration of > 7 d
(170/329 patients) (p < 0.0001) (Tsang et al., 2017). Many
other authors observed similar results with a better outcome
using a symptom duration of < 7 d (Urish et al., 2018; Gram-
matopoulos et al., 2017a; Koh et al., 2015; Kuiper et al.,
2013; Marculescu et al., 2006).

However, in some studies (including a smaller sample
size), no difference was seen between a symptom duration
of < 7 and > 7 d (Swenson et al., 2018; Grammatopoulos et
al., 2017b). In a retrospective study of 78 periprosthetic knee
infections by Triantafyllopoulos et al. (2015), symptom du-
ration of > 5 d (n= 33/78) was found to be an independent
predictor of I&D failure with a 95 % lower odds of success
compared with patients with ≤ 5 d of symptoms (n= 45/78)
(p < 0.0001). Furthermore, the odds of success decreased by
7.5 % for each additional day of symptom duration in their
logistic regression analysis (OR= 0.925, 95 % CI: 0.862–
0.993; p = 0.0312) (Triantafyllopoulos et al., 2015). Even
a cut-off time of ≤ 2 d for a successful DAIR was reported in
the literature (Brandt et al., 1997; Fink et al., 2017). Bedair
et al. (2020) recommended in their more recently published
multicentre retrospective study of 316 patients undergoing
DAIR for PJI to perform a DAIR immediately to achieve
the best outcomes. However, they were not able to calculate
a statistically significant difference between patients treated
within 2 d of symptom onset (infection control rate: 60 %)
and patients treated between 3 and 7 d (53 %) (p = 0.23).

Recommendation

Early acute PJI is defined as infection occurring within the
first 4 weeks after index arthroplasty and late acute PJI as pa-
tients with < 3 weeks of symptoms after an uneventful post-
operative period and > 4 weeks after index arthroplasty. In
general, it is recommended that a DAIR procedure should be
done timely in case of an acute PJI. We recommend to per-
form a DAIR procedure urgently within 3 weeks of symp-
toms, preferably within the first 7 d. However, the procedure
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should not be seen as an emergency (done at night by an
unexperienced non-infection surgeon, mobile parts for a spe-
cific prosthesis may not be available on admission day).

In Fig. 1, the probability of curing PJI is illustrated with-
out consideration of the causing pathogen, its susceptibility
pattern, presence of bacteraemia, the soft tissue envelope, the
type of surgery, and host and clinical factors.

3.2 Type of surgery

3.2.1 Total hip vs. total knee arthroplasty

The impact of the arthroplasty site (hip vs. knee) on DAIR
outcome is still a matter of debate (Table 3). In a review and
meta-regression analysis of 65 studies comprising 6630 pa-
tients, higher success rates were reported in hips compared to
knees (70 %, 95 % CI: 65 %–75 %; vs. 63 %, 95 % CI: 58 %–
69 %) (Gerritsen et al., 2021). Similar results were described
in another meta-analysis including 93 articles (4897 PJIs)
by Kunutsor et al. (2018). In this study, the success rate
following DAIR in THA was 75 % (95 % CI: 69 %–82 %)
and in TKA 53 % (95 % CI: 45 %–60 %, p < 0.001) (Kunut-
sor et al., 2018). The worse outcome after a DAIR in knees
may be explained by the fact that in some of the mentioned
studies arthroscopic knee washouts were included. However,
Bernaus et al. (2022) observed a higher failure rate in knee
patients with an early acute PJI treated with an open debride-
ment (15 % vs. 9 %, p = 0.049) as well. Explanations for
the higher failure rate in prosthetic knee joints may be the
inferior soft tissue coverage, different blood supply, and/or
a larger implant surface susceptible to bacterial attachment
compared to the hip. However, other more recently pub-
lished studies showed no difference between hip and knee
DAIRs (Table 3) (Zmistowski et al., 2016; Löwik et al., 2018;
Wouthuyzen-Bakker et al., 2019; Shohat et al., 2020; Nur-
mohamed et al., 2021). Hence, further studies with modern
DAIR treatment strategies are needed to analyse this topic.

Recommendation

Based on the current literature, a DAIR can be done in THA
as well as TKA.

3.2.2 Primary vs. revision arthroplasty

DAIR failure rates following primary total joint replacement
ranged between 13 % and 50 % and after revision arthro-
plasty between 11 % and 54 % in the literature (Table 4)
(Byren et al., 2009; Lora-Tamayo et al., 2013, 2017; Tri-
antafyllopoulos et al., 2015; Zmistowski et al., 2016; Gram-
matopoulos et al., 2017b; Löwik et al., 2018; Wouthuyzen-
Bakker et al., 2019; Shohat et al., 2020; Nurmohamed et al.,
2021; Chang et al., 2022; Bernaus et al., 2022). Some au-
thors showed a lower DAIR success rate in patients with
previously revised joints (p < 0.05) (Byren et al., 2009;
Wouthuyzen-Bakker et al., 2019; Lora-Tamayo et al., 2017;

Tornero et al., 2015). Indeed, Byren et al. (2009) found a
significant increased risk of DAIR failure with a HR of 3.1
(95 % CI: 1.2–8.3, p = 0.008) when patients had previous
revision surgeries. Due to an OR of 4.3 (95 % CI: 1.3–14.0),
Tornero et al. (2015) included revision surgery as an inde-
pendent predictor of DAIR failure in their KLIC score for
early acute infections. Nurmohamed et al. (2021) reported a
higher infection control rate in patients undergoing a DAIR
procedure after primary arthroplasty (69 %, n= 35/51) com-
pared to patients treated with DAIR after PJI-related revision
arthroplasty (56 %, n= 9/16), but no statistically significant
difference was observed (p = 0.363) and the sample size was
small. In addition, other authors were also not able to find
an association between the arthroplasty type (primary vs. re-
vision) and DAIR outcome (Lora-Tamayo et al., 2013; Tri-
antafyllopoulos et al., 2015; Zmistowski et al., 2016; Gram-
matopoulos et al., 2017b; Löwik et al., 2018; Shohat et al.,
2020; Chang et al., 2022; Bernaus et al., 2022). Bernaus et
al. (2022) observed a higher failure rate in the primary arthro-
plasty group (14 %) compared to the revision arthroplasty
group (11 %) in their large multicentre study of 455 early
acute PJIs (p = 0.402). They explained their controversial
results and better outcome by the fact that DAIR in the re-
vision group was more frequently performed at specialized
infection units and specialized revision arthroplasty surgeons
(Bernaus et al., 2022).

Recommendation

Patients with previous revision(s) were associated with worse
outcomes following DAIR in some studies. This may be due
to soft tissue disruption, scar formation, and reduced blood
supply after additional surgeries but also due to a missed
chronic PJI during the previous so-called aseptic revision.
Hence, this factor should be considered in the decision-
making process prior to surgical treatment. A multidisci-
plinary team approach in a specialized infection centre may
be needed to achieve the best outcome in these cases.

3.2.3 Megaprostheses for non-oncological conditions

A particular challenge for arthroplasty surgeons is an infec-
tion after megaprosthesis reconstruction in patients with ma-
jor bone loss (septic or aseptic) or periprosthetic fracture.
Due to prolonged operation times, larger implant surfaces
(susceptible to bacterial attachment), and a frequently poor
soft tissue envelope, an increased risk of periprosthetic in-
fection is present (Sukhonthamarn et al., 2021; Argenson et
al., 2019; Alvand et al., 2018). Alvand et al. (2018) anal-
ysed the outcomes of 69 megaprostheses performed for PJI
treatment following complex arthroplasty (n=45), failed os-
teosynthesis (n= 12), failed multiple DAIRs (n= 7), and
periprosthetic fracture (n= 5). An overall 48 % complication
rate was observed. PJI recurrence was reported in 19 patients
(28 %) who all needed further surgery (DAIR n= 5, revision
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Table 3. A comparison of the literature of DAIR failure rates based on the affected joint.

Literature Study design DAIR (n) Type of Failure rate Failure rate p value
infection hip knee

Byren et al. (2009) Retrospective 112 All PJIs 7/52 (13) 13/51 (25) 0.123∗

Zmistowski et al. (2016) Retrospective 153 NA 26/60 (43) 47/93 (51) 0.41
Löwik et al. (2018) Retrospective 386 EA 115/296 (39) 32/86 (37) 0.697
Wouthuyzen-Bakker et al. (2019) Retrospective 340 LA 46/93 (49) 107/247 (43) 0.31
Shohat et al. (2020) Retrospective 1174 EA, LA 208/565 (37) 197/609 (32) 0.111
Nurmohamed et al. (2021) Retrospective 67 EA, LA 12/41 (29) 11/26 (42) 0.273∗

Bernaus et al. (2022) Retrospective 376 EA 18/206 (9) 26/170 (15) 0.049

EA – early acute infection, LA – late acute infection, NA – not available. ∗ Chi-squared test.

Table 4. A comparison of the literature of DAIR failure rates following primary or revision arthroplasty.

Literature DAIR (n) Study design Type of Failure rate Failure rate p value
infection primary revision

Byren et al. (2009) 112 Retrospective All PJIs 11/86 (13) 9/26 (35) 0.011∗

Lora-Tamayo et al. (2013) 345 Retrospective EA, LA 111/264 (42) 34/64 (53) 0.109∗

Zmistowski et al. (2016) 131 Retrospective NA 55/111 (50) 13/20 (65) 0.203∗

Grammatopoulos et al. (2017b) 122 Retrospective All PJIs 26/82 (32) 14/40 (35) 0.716
Lora-Tamayo et al. (2017) 444 Retrospective EA, LA 127/332 (38) 60/112 (54) 0.005∗

Löwik et al. (2018) 386 Retrospective EA 123/330 (37) 25/56 (45) 0.294
Wouthuyzen-Bakker et al. (2019) 340 Retrospective LA 101/242 (42) 52/96 (54) 0.04
Shohat et al. (2020) 1174 Retrospective EA, LA 309/923 (33) 96/251 (38) 0.182
Nurmohamed et al. (2021) 67 Retrospective EA, LA 16/51 (31) 7/16 (44) 0.363∗

Chang et al. (2022) 101 Retrospective EA, LA 19/90 (21) 4/12 (33) 0.462
Bernaus et al. (2022) 455 Retrospective EA 15/108 (14) 29/268 (11) 0.402

EA – early acute infection, LA – late acute infection. ∗ Chi-squared test. NA – not available.

of megaprosthesis n= 5, above knee amputation n= 1) or
life-long suppressive antibiotics (Alvand et al., 2018). How-
ever, little is known about the effectiveness of a DAIR pro-
cedure in infected megaprosthesis for non-oncological pa-
tients. In a cohort of 14 patients undergoing DAIR for in-
fection of a megaprosthesis (6 proximal femoral replace-
ments (PFRs), 5 distal femoral replacements (DFRs), 3 total
femoral replacements), 7 patients (50 %) were treated suc-
cessfully with a single DAIR and 2 needed a second DAIR
procedure (14 %) (Asokan et al., 2022). In the remaining five
patients (36 %), an exchange of the prosthesis (two-stage:
n= 4, one-stage: n= 1) was required (Asokan et al., 2022).
In another cohort of 33 infected megaprostheses, including
15 PFRs (45 %) and 18 DFRs (55 %), DAIR was performed
in 27 patients (82 %) consisting of 11 early acute, 9 late
acute, and 7 chronic PJIs (Sukhonthamarn et al., 2021). The
overall success rate of DAIR was 63 %. When a modular
component exchange was performed, a higher treatment suc-
cess was seen (68 % vs. 50 %) but not at a significant level
(p > 0.05). Treatment success in early acute PJIs was 82 %
(n= 9/11), in late acute PJIs 44 % (n= 4/9), and in chronic
PJIs 57 % (n= 4/7) (Sukhonthamarn et al., 2021). A single
DAIR was only successful in 30 % of patients. Two DAIR

procedures which were done in 53 % of their patients showed
a success rate of 44 %, and ≥ 3 DAIRs had a success rate of
only 25 % in their study (Sukhonthamarn et al., 2021). How-
ever, the number of included cases in both mentioned studies
is low.

Recommendation

Due to the available data and often limited treatment options,
a DAIR procedure with exchange of the modular components
and thorough debridement may be considered a treatment
strategy in some of the infected megaprostheses, especially
in early acute PJIs. However, there is still a lack of stud-
ies comparing various treatment strategies (DAIR, one-stage,
two-stage, suppressive therapy). Thus, an individual multi-
disciplinary team discussion considering all host and clinical
factors is of utmost importance in these challenging cases.

3.2.4 Additional DAIR after failed initial debridement

Performance of a second or multiple DAIRs in the event of
a failed initial DAIR is still a matter of debate in the litera-
ture (Table 5) (Wouthuyzen-Bakker et al., 2020a; Triantafyl-
lopoulos et al., 2016; Urish et al., 2018; Grammatopoulos
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Table 5. A comparison of the literature of the overall success rates after two DAIR procedures.

Literature DAIR (n) Study design Type of Failure rate Failure rate Overall success
infection first DAIR second DAIR rate 2 DAIRs

Triantafyllopoulos et al. (2016) 141 Retrospective EA, LA 44/122 (36) 9/19 (47) 88/141 (62)
Grammatopoulos et al. (2017a) 82 Retrospective All PJIs 26/82 (32) 6/20 (30) 70/82 (85)
Grammatopoulos et al. (2017b) 122 Retrospective All PJIs 39/122 (32) 11/32 (34) 104/122 (85)
Urish et al. (2018) 216 Retrospective All PJIs 109/216 (51) 24/59 (41) 142/216 (66)
Wouthuyzen-Bakker et al. (2020a) 455 Retrospective EA, LA 144/455 (32) 37/144 (26) 418/455 (92)

EA – early acute infection, LA – late acute infection.

et al., 2017a, b). In the last ICM guideline a recommenda-
tion against a second or multiple DAIRs was given based
on the available studies in 2018 (Argenson et al., 2019). In-
deed, Triantafyllopoulos et al. (2016) reported a 47 % fail-
ure rate (n= 9/19) when DAIR was repeated in their retro-
spective cohort (Table 5). Additionally, an interval of > 20 d
between DAIRs had 97 % lower odds of success (implant
retention) than < 20 d (OR: 0.026, 95 % CI: 0.001–0.934,
p = 0.046) (Triantafyllopoulos et al., 2016). Hence, the au-
thors concluded that a second or multiple DAIRs should be
avoided. In a multicentre cohort study of 216 PJIs of the
knee, 109 cases (51 %) failed after the initial DAIR proce-
dure (Urish et al., 2018). Of these, 59 underwent a second
DAIR and 24 (n= 24/59, 41 %) failed again. In the end,
only 28 % of the initially failed TKA cases had a DAIR as
final procedure (Urish et al., 2018). The study group con-
cluded that if the initial operation fails, an additional DAIR
has a low probability of success. Other authors also reported
a higher rate of failure when ≥ 2 debridements were nec-
essary (p < 0.05) (Lora-Tamayo et al., 2013, 2017). In ad-
dition, Toh et al. (2021) showed a strong correlation be-
tween repeat DAIR and failure (OR 5.27, 95 % CI: 1.99–
13.9, p < 0.01) in their more recently published retrospec-
tive study of 106 acute PJIs. Of the 24 cases requiring a
second debridement, only 9 cases (38 %) were successfully
treated, and no further intervention was required. Based on
these results, they recommended a two-stage revision in case
of a failed DAIR procedure (Toh et al., 2021).

However, Wouthuyzen-Bakker et al. (2020a) showed in
a large series of 455 acute PJI cases managed by DAIR a
lower failure rate of only 26 % after a second DAIR. Of the
455 initially treated DAIRs, 144 (32 %) failed and underwent
a second procedure. Of these, only 37 cases (n= 37/144,
26 %) failed again. The lower failure rate may be explained
by the fact that 62 % of the second DAIRs had negative cul-
tures. In their multivariant analysis, only chronic renal fail-
ure (OR 13.6, 95 % CI: 2.03–91.33, p = 0.007) and positive
cultures collected intraoperatively during the second DAIR
(OR 3.16, 95 % CI: 1.29–7.74, p = 0.01) were independent
predictors of failure. Due to their good results, the authors
stated “a second DAIR should not be discarded in acute
PJIs” (Wouthuyzen-Bakker et al., 2020a). However, it should

be noted that the clinical threshold of performing a second
DAIR in this cohort (±30 % after the initial DAIR) was lower
compared to other studies, which is reflected in the high per-
centage of negative cultures during the second DAIR proce-
dure.

Overall, success rates after a second DAIR were moder-
ate to good and ranged between 53 % and 74 % in the litera-
ture (Table 5) (Triantafyllopoulos et al., 2016; Wouthuyzen-
Bakker et al., 2020a). However, these results need to be
viewed with caution. Most studies included a low number of
cases, were heterogenous (e.g. type of infection, indication),
and provided limited information about their indication for a
second DAIR. In addition, there is still a lack of studies com-
paring various treatment strategies after a failed first DAIR.

Recommendation

A second DAIR procedure may be considered for certain pa-
tients where the implant is well fixed, and the soft tissue en-
velope is intact, especially if the first debridement was un-
satisfactory and/or no mobile parts were exchanged. When
the second DAIR is performed based on signs and symptoms
suggesting microbiological failure, removal of the implant
should be strongly considered when infection cure is still in-
tended.

3.3 Soft tissue envelope

In general, a DAIR procedure is recommended in patients
with a good soft tissue envelope and adequate bone stock
without the presence of a sinus tract (Osmon et al., 2013;
Zimmerli et al., 2004; Argenson et al., 2019; Byren et al.,
2009). Hence, many authors already exclude patients with a
sinus tract in their studies; however, others do not consider a
sinus tract a contraindication as long as the implant is stable.

3.3.1 Sinus tract

The impact of a sinus tract on DAIR outcome is still un-
clear (Table 6). Some studies reported a higher failure rate
in patients with a sinus tract (Marculescu et al., 2006; Lora-
Tamayo et al., 2013). Lora-Tamayo et al. (2013), for exam-
ple, observed a higher risk of late failure in cases with a sinus
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Table 6. A comparison of the failure rates in the literature between patients with and without a sinus tract in PJI cases after a DAIR procedure.

Literature DAIR (n) Study design Type of Failure Failure p value
infection no sinus sinus tract

Tornero et al. (2015) 222 Retrospective EA 47/205 (23) 5/17 (29) 0.761
Lora-Tamayo et al. (2017) 444 Retrospective EA, LA 155/378 (41) 27/61 (44) 0.58
Löwik et al. (2018) 386 Retrospective EA 139/345 (40) 9/41 (22) 0.022
Shohat et al. (2020) 1174 Retrospective EA, LA 315/872 (36) 90/302 (30) 0.049
Deng et al. (2021) 107 Retrospective EA, LA, C 15/55 (27) 19/52 (37) 0.304∗

EA – early acute infection, LA – late acute infection, C – chronic. ∗ Chi-squared test.

tract in their multivariate analysis of 345 cases with S. aureus
PJIs (OR 2.28, 95 % CI: 1.13–4.21, p = 0.029). However,
multiple other studies showed no correlation between the
presence of a sinus tract and DAIR failure (Table 6) (Lora-
Tamayo et al., 2017; Tornero et al., 2015; Deng et al., 2021).
For instance, Deng et al. (2021) concluded that a sinus tract
does not influence DAIR success. Although a higher failure
rate was observed in their study including 107 PJI cases (si-
nus tract (n= 52): 37 % vs. no sinus tract (n= 55): 27 %),
the difference was not statistically significant (p = 0.304).
They additionally observed a better outcome in these pa-
tients when a modular component exchange was done (76 %
vs. 47 %, p = 0.038). Interestingly, two studies found a lower
failure rate in patients with a sinus tract (Table 6) (Shohat et
al., 2020; Löwik et al., 2018).

Hence, there are fundamental inconsistencies in the liter-
ature. These discrepancies may be explained by the unclear
definition of a sinus tract.

The clinical definition of a sinus tract is a communication
from the joint cavity, prosthesis, or periprosthetic tissue to
the skin surface caused by the increasing pressure originated
from the infectious exudate. A sinus tract is defined as having
an epithelium and an established tract/canal to the prosthesis.
This is typical for chronic infections. However, in early acute
infections, the wound is generally not completely closed,
and even low pressure from the infectious exudate can re-
open the wound (wound leakage, dehiscence, or breakdown,
which is not the same as a chronic sinus tract). A potential
explanation for the literature discrepancy is that the presence
of a sinus tract in the articles with good outcomes was indeed
a wound dehiscence/breakdown, and in those with worse out-
comes, it was a real sinus tract in a chronic infection.

3.3.2 Persistent wound drainage

In the early acute period, patients can develop postoperative
drainage. Due to the operation and more permeable soft tis-
sue, less joint fluid pressure is needed to form a channel to
the outside environment. In a study of 10 325 patients under-
going total hip and knee arthroplasty (11 785 cases), 300 pa-
tients (3 %) suffered from persistent wound drainage (> 48 h)
(Jaberi et al., 2008). In 217 patients (72 %), it stopped be-

tween day 2 and 4. None of these patients needed further
intervention, and all these patients were infection-free at the
1-year follow-up. In the remaining 83 patients (28 %), further
surgery was necessary, but only 34 % (n= 28/83) showed
positive cultures intraoperatively. However, all patients with
persistent wound drainage received prophylactic oral an-
tibiotics (cephalexin or clindamycin) while drainage was
present. Hence, the results need to be interpreted with cau-
tion. A multicentre prospective observational study evaluated
the amount and duration of postoperative wound drainage in
the first 4 weeks following total joint arthroplasty in 1019 pa-
tients (46 % THA, 54 % TKA) (Scheper et al., 2023). Any
wound drainage in week 2 (OR 50.83, 95 % CI: 95 % CI:
11.41–226.51), moderate to severe wound drainage in the
third week (OR 103.23, 95 % CI: 26.08–408.57), newly de-
veloped wound drainage in week 2 (after a week without
drainage, OR 80.71, 95 % CI: 9.12–714.52), and more than 5
cumulative days of wound drainage during the first 3 weeks
(OR 9.20, 95 % CI: 3.37–25.14) showed a strong association
with PJI. Sensitivity and specificity of drainage > 5 d during
the first 3 weeks were 63 % and 87 %, respectively. In an-
other study of 1181 TKAs and 1124 THAs, > 5 d of post-
operative wound drainage significantly increased the risk of
infection (Saleh et al., 2002). Another study found that each
day of persistent drainage is associated with an increased risk
of infection (THA: 42 %, TKA: 29 %) (Patel et al., 2007).
A prospective randomized controlled trial is currently being
conducted to find the optimal way to manage wound drainage
following THA and TKA (Löwik et al., 2017).

3.3.3 Other soft tissue complications

In late acute infections, when the wound initially healed un-
eventfully and the patient was symptom-free, a sudden onset
of symptoms can be followed by a draining sinus. However,
sinus tract formation can take some time when the soft tis-
sues are intact, and, hence, it can be assumed that the micro-
bial biofilm maturation is already completed, and a chronic
infection is most likely present. Surgery with exchange of
implants is recommended in these cases. In some rare late
acute infections, the soft tissues are compromised, and a si-
nus tract can occur very quickly. In these cases, an exchange
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of the prosthesis can be recommended as well due to the poor
soft tissue envelope. A staged revision should also be consid-
ered in early acute infections with major soft tissue defects
requiring muscle flap reconstructions. Additionally, chronic
PJI patients can have a flare-up of their infection, and an im-
mature draining sinus tract can occur. In these cases, an ex-
change of the prosthesis is recommended due to the chronic
course of the disease.

Recommendation

The presence of a sinus tract and/or compromised soft tis-
sues can be seen as contraindications for a DAIR proce-
dure. Due to the results in the literature, it seems that a pro-
longed wound drainage of > 5 d is associated with infection,
and, hence, a DAIR procedure can be recommended in these
cases.

3.4 Host-related and clinical factors

Various host-related and clinical factors were described as
independent predictors of DAIR failure in the literature (Ta-
ble 7) (Löwik et al., 2018; Davis et al., 2022; Triantafyl-
lopoulos et al., 2015; Zmistowski et al., 2016; Swenson et
al., 2018; Shohat et al., 2020; Zhu et al., 2021; Chang et
al., 2022; Veerman et al., 2022b; Bernaus et al., 2022; Lora-
Tamayo et al., 2017; Wouthuyzen-Bakker et al., 2019; Nur-
mohamed et al., 2021; Toh et al., 2021; Grammatopoulos et
al., 2017a, b). In the past, such factors were not fully consid-
ered in the decision-making process for a DAIR procedure
(Osmon et al., 2013), but existing comorbidities may increase
the risk of complications and failure (Wouthuyzen-Bakker et
al., 2021). Indeed, Davis et al. (2022) showed an association
between the presence of at least one comorbidity and treat-
ment failure in their prospective multicentre cohort study of
653 PJI patients (OR 0.43, 95 % CI: 0.27–0.67; p < 0.001).
Therefore, the most analysed and important host-related and
clinical factors are discussed based on the available literature.

3.4.1 Age

Older age has been identified as important variable asso-
ciated with DAIR failure (Shohat et al., 2020; Löwik et
al., 2018; Davis et al., 2022). While Shohat et al. (2020)
were not able to detect a difference in their univariate anal-
ysis of 1174 patients with an early or late acute infection
treated with DAIR (p = 0.432), random forest analysis re-
vealed older age as one of the important factors associated
with failure. In addition, Wouthuyzen-Bakker et al. (2019)
found in their retrospective multicentre study of 340 patients
with late acute PJIs a statistically significant higher failure
rate in patients older than 80 years treated with DAIR (ad-
justed OR 2.6, 95 % CI: 1.15–5.91; p = 0.02). In a retro-
spective study of 386 early acute PJIs, patients who failed
treatment were significantly older than successful patients

(mean age: 75 a± 11 vs. 72 a± 11, p = 0.009) (Löwik et
al., 2018). However, other authors were not able to find
such a correlation between treatment failure and age (Ta-
ble 7) (Triantafyllopoulos et al., 2015; Zmistowski et al.,
2016; Swenson et al., 2018; Shohat et al., 2020; Zhu et al.,
2021; Chang et al., 2022; Veerman et al., 2022b; Bernaus
et al., 2022). Additionally, there was no clear correlation
between failure and patients > 70 years in the latter men-
tioned study (p = 0.152) (Löwik et al., 2018). Interestingly,
Kunutsor et al. (2018) found in their meta-analysis of 93 ar-
ticles including 4897 PJIs that infection control was higher
in older patients (≥ 70 years) compared to younger patients
(< 70 years) (p = 0.022). However, this may be explained by
the fact that elderly patients are less likely to undergo inva-
sive revision surgery and, hence, may be underrepresented in
the treatment failure group when treatment failure was only
defined as further surgery. Suppressive antibiotic therapy was
not included as failure at all. Nevertheless, there is currently
no clear consensus on age, and further high-quality studies
are needed on this topic. However, patients > 80 years of age
certainly have a higher risk of DAIR failure, which should be
considered in the decision-making process.

3.4.2 Male sex

Male sex was also identified as a risk factor for failure in
patients treated with DAIR (Shohat et al., 2020; Löwik et
al., 2018). In a univariate analysis of 1174 patients under-
going DAIR, male patients (38 %) showed a higher failure
rate in comparison to females (32 %, p = 0.027) (Shohat
et al., 2020). In a multivariate analysis of 340 late acute
PJIs treated with DAIR, male sex was associated with a
worse outcome (OR 2.02, 95 % CI: 1.05–3.89; p = 0.04)
(Wouthuyzen-Bakker et al., 2019). Similar results were ob-
served in a cohort of 386 early acute PJIs (male sex) (Löwik
et al., 2018). Additionally, it was reported that male patients
have a higher incidence of systemic sepsis (Ludwick et al.,
2022; Annane et al., 2003; Shapiro et al., 2008). Ludwick
et al. (2022) demonstrated an association between male sex
and development of sepsis in their study of 236 patients who
underwent a DAIR procedure (OR 1.96, 95 % CI: 1.03–3.81;
p = 0.04). In contrast to the above-mentioned studies, many
other authors were not able to find a correlation between male
sex and DAIR failure (Table 7) (Zmistowski et al., 2016;
Lora-Tamayo et al., 2017; Triantafyllopoulos et al., 2015;
Swenson et al., 2018; Nurmohamed et al., 2021; Toh et al.,
2021; Zhu et al., 2021; Veerman et al., 2022b; Bernaus et al.,
2022; Chang et al., 2022). Hence, due to the controversies in
the literature, the influence of sex as a risk factor for DAIR
failure is still unclear.

3.4.3 Rheumatoid arthritis

Rheumatoid arthritis (RA) was shown to be a host-related
factor associated with DAIR failure (Lora-Tamayo et al.,
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Table 7. A comparison of the literature of important host factors (age, sex, rheumatoid arthritis (RA), immunosuppressive therapy (IT), body
mass index (BMI), diabetes, chronic kidney failure, liver disorder, chronic obstructive pulmonary disease (COPD), nicotine use (smoking),
serum C-reactive protein (CRP), American Society of Anesthesiologists (ASA)).

Age DAIR (n) Study design Type of Success Failure p value
infection mean mean

age (SD) age (SD)

Löwik et al. (2018) 386 Retrospective EA 72 (11) 75 (11) 0.009
Triantafyllopoulos et al. (2015) 78 Retrospective EA, LA 65 (10) 64 (11) 0.845
Zmistowski et al. (2016) 153 Retrospective NA 64 (–) 64 (–) 0.85
Swenson et al. (2018) 72 Retrospective EA, LA 67 (–) 61 (–) 0.066
Shohat et al. (2020) 1174 Retrospective EA, LA 70 (11) 71 (13) 0.432
Zhu et al. (2021) 230 Retrospective EA, LA, C 68 (10) 68 (11) 0.833
Chang et al. (2022) 101 Retrospective EA, LA 74 (9) 73 (8) 0.679
Veerman et al. (2022b) 88 Retrospective EA 66 (11) 66 (11) 0.304
Bernaus et al. (2022) 376 Retrospective EA 71 (12) 72 (9) 0.802

Sex DAIR Study design Type Success Failure p value
(male) infection male (n, %) male (n, %)

Shohat et al. (2020) 1174 (538) Retrospective EA, LA 334/769 (43) 204/405 (50) 0.027
Triantafyllopoulos et al. (2015) 78 (37) Retrospective EA, LA 21/43 (49) 16/35 (46) 0.784
Zmistowski et al. (2016) 153 (61) Retrospective NA 35/80 (44) 26/73 (36) 0.33
Lora-Tamayo et al. (2017) 444 (219) Retrospective EA, LA 122/257 (47) 97/187 (52) 0.30
Löwik et al. (2018) 386 (148) Retrospective EA 79/238 (33) 69/148 (47) 0.08
Swenson et al. (2018) 72 (35) Retrospective EA, LA 26/53 (49) 9/19 (47) 1.000
Wouthuyzen-Bakker et al. (2019) 340 (175) Retrospective LA 89/187 (48) 86/153 (56) 0.11
Nurmohamed et al. (2021) 67 (29) Retrospective EA, LA 16/44 (36) 13/23 (57) 0.114∗

Toh et al. (2021) 106 (41) Retrospective EP, AH 26/74 (35) 15/32 (47) 0.255
Zhu et al. (2021) 230 (142) Retrospective EP, AH, C 75/124 (60) 67/106 (63) 0.672
Veerman et al. (2022b) 88 (48) Retrospective EA 36/60 (60) 12/28 (43) 0.133
Bernaus et al. (2022) 376 (169) Retrospective EA 150/332 (45) 19/44 (43) 0.802
Chang et al. (2022) 101 (20) Retrospective EA, LA 15/78 (19) 5/23 (22) 0.772

Rheumatoid arthritis DAIR (n) Study design Type of Success – Failure – p value
infection RA (n, %) RA (n, %)

Lora-Tamayo et al. (2017) 444 Retrospective EA, LA 13/257 (5) 24/187 (13) < 0.01
Wouthuyzen-Bakker et al. (2019) 340 Retrospective LA 7/187 (4) 20/153 (13) 0.001
Shohat et al. (2020) 1174 Retrospective EA, LA 46/769 (6) 39/405 (10) 0.025
Zmistowski et al. (2016) 153 Retrospective NA 2/80 (3) 5/73 (7) 0.26
Löwik et al. (2018) 386 Retrospective EA 17/238 (7) 11/148 (7) 0.915
Swenson et al. (2018) 72 Retrospective EA, LA 4/53 (8) 0/19 (0) 0.517
Zhu et al. (2021) 230 Retrospective EA, LA, C 9/124 (7) 9/106 (9) 0.729
Veerman et al. (2022b) 88 Retrospective EA 6/60 (10) 6/28 (21) 0.146

Immunosuppressive therapy DAIR (n) Study design Type of Success Failure p value
(IT) infection IT (n, %) IT (n, %)

Lora-Tamayo et al. (2017) 444 Retrospective EA, LA 19/257 (7) 29/187 (16) < 0.01
Wouthuyzen-Bakker et al. (2019) 340 Retrospective LA 15/187 (8) 24/153 (16) 0.03
Shohat et al. (2020) 1174 Retrospective EA, LA 75/769 (10) 63/405 (16) 0.004
Veerman et al. (2022b) 88 Retrospective EA 2/60 (3) 6/28 (21) 0.012
Swenson et al. (2018) 72 Retrospective EA, LA 4/53 (8) 0/19 (0) 0.517
Zhu et al. (2021) 230 Retrospective EA, LA, C 7/124 (6) 7/106 (7) 0.762

BMI DAIR (n) Study design Type of Success Failure p value
infection mean BMI mean BMI

(SD) (SD)

Triantafyllopoulos et al. (2015) 78 Retrospective EA, LA 32 (8) 34 (8) 0.369
Zmistowski et al. (2016) 153 Retrospective NA 33 (–) 34 (–) 0.59
Swenson et al. (2018) 72 Retrospective EA, LA 36 (–) 35 (–) 0.898
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Table 7. Continued.

BMI DAIR (n) Study design Type of Success Failure p value
infection mean BMI mean BMI

(SD) (SD)

Löwik et al. (2018) 386 Retrospective EA 30 (7) 29 (6) 0.117
Shohat et al. (2020) 1174 Retrospective EA, LA 31 (7) 31 (6) 0.267
Zhu et al. (2021) 230 Retrospective EA, LA, C 34 (16) 33 (16) 0.734
Veerman et al. (2022b) 88 Retrospective EA 30 (5) 31 (7) 0.548
Chang et al. (2022) 101 Retrospective EA, LA 27 (5) 26 (4) 0.381

Diabetes DAIR (n) Study design Type of Success Failure p value
infection diabetes diabetes

(n, %) (n, %)

Triantafyllopoulos et al. (2015) 78 Retrospective EA, LA 12/43 (28) 4/35 (11) 0.073
Zmistowski et al. (2016) 153 Retrospective NA 13/80 (16) 13/73 (18) 0.83
Lora-Tamayo et al. (2017) 444 Retrospective EA, LA 58/257 (23) 50/187 (27) 0.38
Löwik et al. (2018) 386 Retrospective EA 46/238 (19) 36/148 (24) 0.243
Swenson et al. (2018) 72 Retrospective EA, LA 15/53 (28) 7/19 (37) 0.687
Wouthuyzen-Bakker et al. (2019) 340 Retrospective LA 43/187 (23) 42/153 (28) 0.49
Shohat et al. (2020) 1174 Retrospective EA, LA 146/769 (19) 95/405 (24) 0.080
Toh et al. (2021) 106 Retrospective EA, LA 14/74 (19) 5/32 (16) 0.684
Zhu et al. (2021) 230 Retrospective EA, LA, C 27/124 (22) 22/106 (21) 0.851
Veerman et al. (2022b) 88 Retrospective EA 9/60 (15) 2/28 (7) 0.491
Chang et al. (2022) 101 Retrospective EA, LA 37/78 (47) 11/23 (48) 0.974

Chronic kidney failure DAIR (n) Study design Type of Success Failure p value
infection – renal – renal

failure failure
(n, %) (n, %)

Tornero et al. (2015) 222 Retrospective EA 8/170 (5) 12/52 (23) < 0.001
Bernaus et al. (2022) 376 Retrospective EA 34/332 (10) 9/44 (21) 0.045
Triantafyllopoulos et al. (2015) 78 Retrospective EA, LA 2/43 (5) 4/35 (11) 0.399
Lora-Tamayo et al. (2017) 444 Retrospective EA, LA 20/257 (8) 24/187 (13) 0.079
Löwik et al. (2018) 386 Retrospective EA 15/238 (6) 11/148 (7) 0.667
Wouthuyzen-Bakker et al. (2019) 340 Retrospective LA 16/187 (9) 10/153 (7) 0.49
Shohat et al. (2020) 1174 Retrospective EA, LA 53/769 (7) 36/405 (88) 0.246
Zhu et al. (2021) 230 Retrospective EA, LA, C 12/124 (10) 10/106 (9) 0.950

Liver cirrhosis DAIR (n) Study design Type of Success Failure p value
infection – liver – liver

disease disease
(n, %) (n, %)

Tornero et al. (2015) 222 Retrospective EA 12/170 (7) 11/52 (21) 0.004
Triantafyllopoulos et al. (2015) 78 Retrospective EA, LA 3/43 (7) 1/35 (3) 0.623
Löwik et al. (2018) 386 Retrospective EA 1/238 (0) 3/148 (2) 0.130
Wouthuyzen-Bakker et al. (2019) 340 Retrospective LA 5/187 (3) 6/153 (4) 0.52
Shohat et al. (2020) 1174 Retrospective EA, LA 21/769 (3) 20/405 (5) 0.065
Bernaus et al. (2022) 376 Retrospective EA 17/332 (5) 4/44 (9) 0.289

COPD DAIR (n) Study design Type of Success Failure p value
infection COPD COPD

(n, %) (n, %)

Shohat et al. (2020) 1174 Retrospective EA, LA 104/769 (14) 72/405 (18) 0.048
Tornero et al. (2015) 222 Retrospective EA 27/170 (16) 7/52 (14) 0.671
Löwik et al. (2018) 386 Retrospective EA 43/238 (18) 38/148 (26) 0.074
Wouthuyzen-Bakker et al. (2019) 340 Retrospective LA 15/187 (8) 19/153 (12) 0.18
Zhu et al. (2021) 230 Retrospective EA, LA, C 5/124 (4) 4/106 (4) 1.000
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Table 7. Continued.

Nicotine use (smoking) DAIR (n) Study design Type of Success Failure p value
infection smoking smoking

(n, %) (n, %)

Triantafyllopoulos et al. (2015) 78 Retrospective EA, LA 7/43 (16) 6/35 (17) 0.919
Swenson et al. (2018) 72 Retrospective EA, LA 4/53 (8) 3/19 (16) 0.556
Shohat et al. (2020) 1174 Retrospective EA, LA 201/769 (26) 93/405 (23) 0.257
Nurmohamed et al. (2021) 67 Retrospective EA, LA 7/44 (16) 5/23 (22) 0.555∗

Zhu et al. (2021) 230 Retrospective EA, LA, C 12/124 (10) 7/106 (7) 0.399

Serum CRP DAIR (n) Study design Type of Success Failure p value
infection mean CRP mean CRP

(SD) (SD)

Tornero et al. (2015) 222 Retrospective EA 31 mg L−1 (–) 147 mg L−1 (–) < 0.001
Löwik et al. (2018) 386 Retrospective EA 79 mg L−1 (86) 132 mg L−1 (108) < 0.001
Shohat et al. (2020) 1174 Retrospective EA, LA 115 mg L−1 (115) 149 mg L−1 (113) < 0.001
Zhu et al. (2021) 230 Retrospective EA, LA, C 106 mg L−1 (98) 163 mg L−1 (127) 0.0002
Swenson et al. (2018) 72 Retrospective EA, LA 118 mg L−1 (–) 153 mg L−1 (00) 0.249
Chang et al. (2022) 101 Retrospective EA, LA 116 mg L−1 (85) 166 mg L−1 (125) 0.082

ASA DAIR (n) Study design Type of Failure Failure p value
infection rate ASA rate ASA

1+ 2 3+ 4

Triantafyllopoulos et al. (2015) 78 Retrospective EA, LA 20/49 (41) 15/29 (52) 0.349∗

Grammatopoulos et al. (2017a) 82 Retrospective all PJIs 22/48 (46) 9/34 (26) 0.075∗

Grammatopoulos et al. (2017b) 122 Retrospective all PJIs 31/71 (44) 18/51 (35) 0.352∗

Löwik et al. (2018) 386 Retrospective EA 83/231 (36) 65/155 (42) 0.234
Swenson et al. (2018) 72 Retrospective EA, LA 4/19 (21) 15/53 (28) 0.845
Wouthuyzen-Bakker et al. (2019) 340 Retrospective LA 62/148 (42) 64/140 (46) 0.52
Toh et al. (2021) 106 Retrospective EA, LA 15/61 (25) 17/45 (38) 0.131
Nurmohamed et al. (2021) 67 Retrospective EA, LA 16/43 (37) 7/24 (29) 0.506∗

Zhu et al. (2021) 230 Retrospective EA, LA, C 61/123 (50) 45/107 (42) 0.253
Bernaus et al. (2022) 376 Retrospective EA 13/157 (8) 31/219 (14) 0.081

DAIR – debridement, antibiotics, and implant retention, EA – early acute infection, LA – late acute infection, C – chronic infection, NS – not significant, IT – immunosuppressive therapy.
∗ Chi-squared test. NA – not available.

2013, 2017; Wouthuyzen-Bakker et al., 2019; Shohat et al.,
2020). Lora-Tamayo et al. (2017) demonstrated a higher risk
of early failure in RA patients in their retrospective cohort
study of 345 S. aureus PJIs (OR 3.88, 95 % CI: 1.44–10.4;
p = 0.007) (Lora-Tamayo et al., 2013) as well as in their
study of 444 streptococcal PJIs treated with DAIR (OR 2.23,
95 % CI: 1.45–3.43; p < 0.01). In late acute PJIs, an even
higher risk was observed (DAIR failure: RA: 74 % vs. non-
RA: 43 %, p < 0.001) (Wouthuyzen-Bakker et al., 2019).
RA was an independent predictor of DAIR failure with an
OR of 3.87 (95 % CI: 1.59–9.41; p = 0.001) in their mul-
tivariate analysis (Wouthuyzen-Bakker et al., 2019). Addi-
tionally, a clear correlation between RA and DAIR failure
in a large cohort of early and late acute PJIs was described
(p = 0.025) (Shohat et al., 2020). However, several other
studies did not find such a correlation in their analysis (Ta-
ble 7) (Zmistowski et al., 2016; Löwik et al., 2018; Swen-
son et al., 2018; Zhu et al., 2021; Veerman et al., 2022b).
This could be explained by the fact that some studies only in-
cluded early acute infections (Veerman et al., 2022b; Löwik

et al., 2018) or by the small sample size with only a few
RA patients.

3.4.4 Immunosuppressive therapy

The use of immunosuppressive therapy was also associated
with a worse outcome after DAIR (Lora-Tamayo et al., 2013,
2017; Wouthuyzen-Bakker et al., 2019; Shohat et al., 2020;
Veerman et al., 2022b). In a univariate analysis, significantly
higher failure rates were reported when patients were treated
with immunosuppressive agents (Table 7) (Lora-Tamayo et
al., 2017; Wouthuyzen-Bakker et al., 2019; Shohat et al.,
2020; Veerman et al., 2022b). In a retrospective study of
444 PJI cases (early and late acute), the failure rate in patients
with immunosuppressive therapy was 60 % compared to
40 % in patients without therapy (p = 0.007) (Lora-Tamayo
et al., 2017). Similar results were reported when only late
acute PJIs were investigated (immunosuppressive therapy –
failure rate: 62 % vs. 43 %; p = 0.03) (Wouthuyzen-Bakker
et al., 2019) as well as only early acute PJIs (75 % vs. 28 %;
p = 0.012) (Veerman et al., 2022b). Nevertheless, some au-
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thors could not find a correlation between immunosuppres-
sive therapy and DAIR failure (Swenson et al., 2018; Zhu
et al., 2021). The small number of patients treated with im-
munosuppressive agents in their studies may have influenced
their outcome. However, due to the inability to clear the in-
fection, a compromised immune system may decrease the
success rate after a DAIR procedure. Hence, this variable
should always be considered by the treating multidisciplinary
team when planning further therapy and surgery.

3.4.5 Obesity and Body mass index (BMI)

While obesity and an elevated body mass index (BMI) has an
increased infection risk after primary arthroplasty (Everhart
et al., 2013), the risk of failure after DAIR is less clear. Urish
et al. (2018) reported that BMI was one of the factors pre-
dicting failure in their study of 216 PJIs after a primary TKA
following DAIR. Cox proportional hazard regression analy-
sis revealed BMI as one of the significant univariate predic-
tors of failure (HR 1.024, 95 % CI: 1.004–1.046; p = 0.02)
(Urish et al., 2018). Additionally, morbidly obese patients
(BMI > 40 kg m−2) had a lower survivorship rate (40 %) in
comparison to non-obese patients (BMI < 30 kg m−2) in a
study of 114 PJI cases treated with DAIR (Katakam et al.,
2020a). However, in a large cohort study including only early
acute PJIs, a BMI of > 35 kg m−2 showed no difference re-
garding failure rate compared to patients with a BMI of
< 35 kg m−2 (p = 0.269) (Löwik et al., 2018). Similar re-
sults were observed in late acute PJIs (Wouthuyzen-Bakker
et al., 2019). A BMI > 30 kg m−2 showed no association with
DAIR failure (p = 0.43) (Wouthuyzen-Bakker et al., 2019).
In addition, when using BMI as a continuous variable, no as-
sociation between BMI and DAIR failure was observed in
multiple studies (Table 7) (Triantafyllopoulos et al., 2015;
Zmistowski et al., 2016; Swenson et al., 2018; Shohat et al.,
2020; Zhu et al., 2021; Veerman et al., 2022b; Chang et al.,
2022). Interestingly, when a second DAIR was required, a
BMI > 30 kg m−2 showed a higher success rate compared to
patients with a BMI < 30 kg m−2 in a study by Wouthuyzen-
Bakker et al. (2020a). A possible explanation may be selec-
tion bias. In their study, obese patients were younger, less
often diagnosed with RA, and showed an initially lower con-
centration of inflammatory markers. Hence, it should not be
seen as a protective variable per se. Overall, based on the cur-
rent literature, the precise effect of BMI or obesity on DAIR
remains unclear.

3.4.6 Diabetes mellitus

Inconsistent results were reported for diabetes mellitus and
DAIR (Triantafyllopoulos et al., 2015; Shohat et al., 2020).
Shohat et al. (2020) showed a trend towards a higher fail-
ure rate in patients with diabetes in their retrospective study
of 1174 patients with acute PJIs managed with a DAIR pro-
cedure (39 % vs. 33 %, p = 0.08). Interestingly, in a small

retrospectively analysed cohort of 78 acute PJIs treated with
DAIR, a trend towards a higher success rate in patients
with diabetes was observed (75 % vs. 50 %, p = 0.073) (Tri-
antafyllopoulos et al., 2015). A potential explanation for this
controversial result may be that this study is underpowered
due to the small sample size. However, in multiple other
studies, no correlation between diabetes and DAIR failure
or success was seen (Table 7) (Zmistowski et al., 2016; Lora-
Tamayo et al., 2017; Löwik et al., 2018; Swenson et al., 2018;
Wouthuyzen-Bakker et al., 2019; Toh et al., 2021; Zhu et al.,
2021; Veerman et al., 2022b; Chang et al., 2022; Urish et
al., 2018). Hence, the impact of diabetes mellitus on DAIR is
also not completely clear. However, due to the available liter-
ature it seems that patients with diabetes do not have a worse
outcome in comparison to patients without this comorbidity
(especially if well controlled).

3.4.7 Chronic renal failure

Chronic renal failure was also identified as an independent
predictor of DAIR failure in some studies (Lora-Tamayo et
al., 2017; Tornero et al., 2015; Bernaus et al., 2022). When
patients with chronic renal failure were treated with DAIR,
an odds ratio of 5.92 (95 % CI 1.47–23.85) was observed in
a retrospective study of 222 early acute PJI cases (Tornero et
al., 2015). Bernaus et al. (2022) also demonstrated a higher
failure rate after DAIR in patients with early acute PJI and
chronic renal failure (21 % vs. 10 %, p = 0.045). However,
in late acute infections, this phenomenon was not seen. Indi-
viduals with chronic renal failure showed no increased risk
to fail in studies including late acute infections (Table 7)
(Triantafyllopoulos et al., 2015; Lora-Tamayo et al., 2017;
Wouthuyzen-Bakker et al., 2019; Shohat et al., 2020; Zhu et
al., 2021). Hence, it seems that only patients with an early
acute infection and chronic renal failure are at higher risk
of DAIR failure. Nevertheless, Löwik et al. (2018) were not
able to find an association between chronic renal failure and
DAIR failure in their study only investigating early acute PJIs
(failure rate with chronic renal failure: 42 %, without: 38 %,
p = 0.667). Due to these inconsistent results, there is cur-
rently no clear consensus on the impact of chronic renal fail-
ure on the outcome of DAIR.

3.4.8 Liver cirrhosis

Liver cirrhosis was also associated with worse outcomes in
a retrospectively conducted study of 222 early acute PJIs,
showing a higher failure rate in patients with this comorbidity
(48 % vs. 21 %, p = 0.004). However, other authors were not
able to find a correlation between cirrhosis and DAIR failure
(Table 7) (Löwik et al., 2018; Triantafyllopoulos et al., 2015;
Wouthuyzen-Bakker et al., 2019; Bernaus et al., 2022). An
explanation for these results may be the small number of pa-
tients with liver disease included in these latter studies (Ta-
ble 7). Nevertheless, in a large cohort of 1174 acute PJIs,
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41 patients (3 %) had liver cirrhosis, and almost half failed
after DAIR (49 %) (Shohat et al., 2020). Although not at a
statistically significant level, a trend towards a higher fail-
ure rate in these patients was demonstrated (49 % vs. 34 %
p = 0.065). Further studies including a higher number of
these patients are needed to elucidate the effect of liver cir-
rhosis on DAIR outcomes.

3.4.9 Nicotine use and chronic obstructive pulmonary
disease (COPD)

While nicotine use (smoking) showed no significant corre-
lation with DAIR failure in the literature (Triantafyllopoulos
et al., 2015; Swenson et al., 2018; Shohat et al., 2020; Nur-
mohamed et al., 2021; Zhu et al., 2021), chronic obstructive
pulmonary disease (COPD) did (Shohat et al., 2020). In a
large cohort study of early acute (n= 790) and late acute
PJIs (n= 338) managed with DAIR, the failure rate in pa-
tients with COPD was 41 % compared to 33 % in patients
without COPD (p = 0.048) (Shohat et al., 2020). However,
it was not 1 of the 10 most important factors associated
with failure in their random forest analysis (Shohat et al.,
2020). In another large study of late acute PJIs, multivariate
analysis revealed COPD as a significant independent predic-
tor of early DAIR failure (OR 4.26; 95 % CI: 1.62–11.17;
p = 0.003) (Wouthuyzen-Bakker et al., 2019). In addition,
in a study only including early acute PJIs, a higher failure
rate in COPD patients was observed (47 % vs. 36 %) but not
at a statistically significant level (p = 0.074). However, Zhu
et al. (2021) did not find an association between COPD and
DAIR failure in their study including 230 patients, but again
the number of patients with COPD was small in their cohort
(n= 9, Table 7). Nevertheless, due to the available data, it
seems that COPD may have an impact on DAIR failure in
early as well as late acute PJI cases.

3.4.10 C-reactive protein (CRP)

Serum C-reactive protein (CRP) at clinical presentation is
one of the most studied clinical factors associated with
DAIR failure (Table 7) (Löwik et al., 2018; Shohat et al.,
2020; Zhu et al., 2021; Bernaus et al., 2022; Tornero et
al., 2015; Ludwick et al., 2022). Three large cohort stud-
ies of early acute PJIs showed that patients with a preopera-
tive CRP level > 11.5 mg dL−1 had a higher failure rate fol-
lowing DAIR compared to patients with a lower CRP con-
centration (Bernaus et al., 2022: 18 % vs. 9 %, p =0.009;
Löwik et al., 2018: 55 % vs. 30 %, p < 0.001; Tornero et
al., 2015: 56 % vs. 12 %, p < 0.001). In late acute PJIs, a
CRP > 11.5 mg dL−1 was shown to be an independent pre-
dictor of early failure (Wouthuyzen-Bakker et al., 2019).
When using CRP as a continuous variable, higher CRP levels
were observed in failed cases (Table 7) (Löwik et al., 2018;
Shohat et al., 2020; Zhu et al., 2021; Chang et al., 2022).
Additionally, a second DAIR needed to be performed more

often in cases with a CRP > 11.5 mg dL−1 at initial presen-
tation (45 % vs. 34 %, p = 0.03) (Wouthuyzen-Bakker et al.,
2020a). Hence, it appears that a high preoperative serum CRP
level at clinical presentation may be a surrogate marker for
the severity of the infection and may predict DAIR success
or failure.

The effect of other host and clinical factors (e.g. heart fail-
ure, Tornero et al., 2015; thyroid disease, Triantafyllopoulos
et al., 2015; albumin, Davis et al., 2022, erythrocyte sedi-
mentation rate (ESR), Toh et al., 2021; haematocrit (HCT),
Swenson et al., 2018) on DAIR failure is currently not clear
in the available literature.

3.4.11 General classification systems

While one single host or clinical factor does not seem to be
an absolute contraindication for a DAIR procedure, classi-
fication systems or scores based on a combination of dif-
ferent comorbidities and clinical factors can be used to de-
cide which patient may profit from it (American Association
of Anesthesiologists (ASA) score, Charlson Comorbidity In-
dex (CCI), McPherson classification). Indeed, a correlation
between higher ASA scores and DAIR failure was described
in the literature (Fink et al., 2017). Fink et al. (2017) showed
that the risk of failure increased 7-fold with an increasing
ASA classification in a retrospective study of 67 acute in-
fections (early acute: n= 39, late acute: n= 28). Löwik et
al. (2018) observed a significantly higher mean ASA score
in patients who failed after DAIR (2.44± 0.60) in compar-
ison to successful cases (2.29± 0.65, p = 0.021), but pa-
tients with an ASA score ≥ 3 showed no higher failure rate
(ASA 1+ 2: 36 %, ASA 3+ 4: 42 %; p = 0.234; Table 7).
Regarding DAIR failure, no difference was seen in multi-
ple studies between patients with an ASA score of 1 or 2
and patients with a score of 3 or 4 (Table 7) (Triantafyl-
lopoulos et al., 2015; Grammatopoulos et al., 2017b; Swen-
son et al., 2018; Wouthuyzen-Bakker et al., 2019; Toh et
al., 2021; Nurmohamed et al., 2021; Zhu et al., 2021). In-
terestingly, Grammatopoulos et al. (2017a) described a trend
towards a higher failure rate in patients with a lower ASA
score (ASA 1+ 2: 46 %, ASA 3+ 4: 26 %) but not at a sig-
nificant level (p = 0.075). However, their sample size was
small (n= 78), and a detailed definition of failure (e.g. an-
timicrobial suppressive therapy) was not provided in their
study (Grammatopoulos et al., 2017a).

Amongst others, Bryan et al. (2017) investigated the DAIR
failure rate in 90 acute hip infections based on the McPher-
son host grading. A higher host grade was associated with a
higher failure rate: patients with a host grade A showed a fail-
ure rate of 8 %, in patients with a host grade B, it was 16 %
(HR 3.4, 95 % CI: 1.2–11.0, p = 0.04), and in patients with
a host grade C 44 % (HR 7.6, 95 % CI: 1.5–14.6, p = 0.006)
(Bryan et al., 2017).

In general, it appears that a fitter and healthier host may
have greater chances of DAIR success and that the com-
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bination of comorbidities is more important than one fac-
tor alone. This should be considered in the preoperative
decision-making process of the multidisciplinary team.

3.4.12 Preoperative risk scores (KLIC score, CRIME-80
score) and machine learning

Preoperative risk scores more tailored to acute PJIs were de-
veloped to help treating surgeons and physicians selecting
patients most eligible for a DAIR procedure (Tornero et al.,
2015; Wouthuyzen-Bakker et al., 2019).

In early acute PJIs, the KLIC score was introduced to pre-
operatively identify patients who would benefit from DAIR
or are at high risk of DAIR failure (Tornero et al., 2015).
Tornero et al. (2015) identified five preoperative factors
as independent predictors of failure in their retrospective
study including 222 early acute PJIs: chronic renal fail-
ure (kidney, OR 5.92, 95 % CI: 1.47–23.85), liver cirrhosis
(OR 4.46, 95 % CI: 1.15–17.24), revision surgery (OR 4.34,
95 % CI: 1.34–14.04), or femoral neck fracture (OR 4.39,
95 % CI: 1.16–16.62) compared with primary arthroplasty,
CRP > 11.5 mg dL−1 (OR 12.308, 95 % CI: 4.56–33.19), and
cemented prosthesis (OR 8.71, 95 % CI: 1.95–38.97). With
these factors, an additive scoring tool predicting DAIR fail-
ure was designed by using logistic regression analysis. The
failure rates of scores≤ 2 (group A), > 2–3.5 (group B), 4–
5 (group C), > 5–6.5 (group D), and ≥ 7 (group E) were
4.5 %, 19.4 %, 55 %, 71.4 %, and 100 %, respectively. This
score was highly predictive of early failure (at 60 d post-
surgery) in their study. However, in a large external vali-
dation study of 455 patients with early acute PJIs, failure
rates were 12 % for group A, 18 % for group B, 26 % for
group C, 24 % for group D, and 0 % for group E (Bernaus
et al., 2022). In this cohort, no difference in failure was seen
between consecutive groups before 60 d of the DAIR proce-
dure in a univariable analysis. After 60 d, only groups B (4 %)
and C (20 %) showed a difference in DAIR failure in a uni-
variable analysis (p = 0.006). The authors demonstrated an
increased failure risk for groups A, B, and C but a decreased
tendency for groups D and E. Hence, the KLIC score was not
able to predict failure in their cohort (Bernaus et al., 2022).
In another study by Chalmers et al. (2021), the AUCs of
KLIC, CCI, and McPherson host grade were all below 0.66
at 90 d as well as at 2 years following DAIR. The authors
concluded that alternative scores for predicting DAIR out-
comes are needed (Chalmers et al., 2021). Three other exter-
nal studies also validated the KLIC score showing a predic-
tive power only in cases with a very low or high score; aver-
age scores were less useful (Löwik et al., 2018; Dx Duffy et
al., 2018; Jiménez-Garrido et al., 2018). Additionally, other
factors were found to be more predictive of failure in some
of the above-mentioned studies (Löwik et al., 2018; Bernaus
et al., 2022).

In late acute PJIs, a similar analysis was done by
Wouthuyzen-Bakker et al. (2019) to create a preoperative

scoring tool to identify patients most eligible for DAIR.
COPD, CRP > 150 mg L−1, rheumatoid arthritis, indication
for the prosthesis (e.g. fracture), male sex, not being able to
exchange mobile parts, and age above 80 years were identi-
fied as the strongest variables for failure in their retrospective
study including 340 late acute PJIs (Wouthuyzen-Bakker et
al., 2019). Scores of −1, 0, 1–2, 3–4, and ≥ 5 showed fail-
ure rates of 22 %, 28 %, 40 %, 64 %, and 79 %, respectively.
When PJI was caused by S. aureus, higher failure rates were
observed (43 %, 42 %, 45 %, 77 %, 100 %). Indeed, detection
of S. aureus was one of the major predictors of DAIR failure
in their cohort. Additionally, in these cases, the other fac-
tors were less predictive of failure. Hence, the authors high-
lighted the importance of isolating the causative microorgan-
ism prior to surgery. They concluded that the CRIME-80
score may be useful in identifying high-risk patients espe-
cially with infections caused by another microorganism than
S. aureus (Wouthuyzen-Bakker et al., 2019).

However, Chalmers et al. (2021) only observed an AUC of
the CRIME-80 score of 0.7 (95 % CI: 0.557–0.838) at 90 d
and 0.613 (95 % CI: 0.499–0.726) at 2 years in their cohort
of 134 late acute infections. Hence, they concluded that al-
ternative scores for predicting DAIR in late acute PJIs are
needed (Chalmers et al., 2021).

In 2020, Shohat et al. (2020) used machine learning to de-
velop a tool for predicting DAIR outcomes and validated it
in their large retrospective multi-centre study of 1174 pa-
tients. Serum CRP, positive blood cultures, indication for
index arthroplasty other than osteoarthritis, not exchanging
the modular components, immunosuppressive therapy, late
acute infections, MRSA infection, overlying skin infection,
polymicrobial infection, and older age were the 10 most im-
portant factors using random forest analysis (ordered by im-
portance). Their created model had an AUC of 0.74, show-
ing a good discriminatory capability (Shohat et al., 2020).
In their cross-validation, similar probabilities between pre-
dicted and observed failures were seen, which indicates the
high accuracy of this algorithm. However, to the best of our
knowledge, no external validation study has yet been con-
ducted. Nevertheless, this algorithm may have great poten-
tial as an easy-to-use tool (software, smart phone app) in the
future. With the ability to learn from data input, it may also
help us to gain more knowledge about the important risk fac-
tors for DAIR failure and predictors of DAIR success in the
future.

Preoperative risk scores including the most important host
and clinical factors associated with DAIR failure and success
are needed to predict the individual outcome of a DAIR pro-
cedure and, hence, help the treating team in their decision
making preoperatively. Although currently available scores
and algorithms show good capabilities to predict DAIR out-
come and can be recommended for use in clinical practice,
their AUCs are still low (≤ 0.74). Hence, further studies are
needed to find more precise tools for predicting DAIR fail-
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ure (or success) and help the treating team to find the optimal
treatment option preoperatively.

Recommendation

Taken all together, a fit and healthy non-
immunocompromised host shows the best outcome,
and unhealthier patients need to be optimized (if possible) to
maximize the chances of DAIR success. Based on the current
literature, patients with RA, COPD, and immunosuppressive
therapy seem to be associated with DAIR failure.

3.5 Microorganisms

The causative microorganism appeared to have an important
effect on DAIR success (Qu et al., 2019; Davis et al., 2022;
Wouthuyzen-Bakker et al., 2019, 2020b; Shohat et al., 2020;
Chang et al., 2022; Bernaus et al., 2022; Byren et al., 2009;
Toh et al., 2021; Zhu et al., 2021; Urish et al., 2018).

3.5.1 Staphylococcus aureus

In multiple studies, S. aureus PJIs were associated with in-
creased risk of failure and worse outcomes in comparison to
infections caused by other organisms (Wouthuyzen-Bakker
et al., 2019; Byren et al., 2009; Löwik et al., 2018; Swen-
son et al., 2018; Shohat et al., 2020; Katakam et al., 2020b;
Zhu et al., 2021; Zmistowski et al., 2016; Davis et al., 2022).
Overall, treatment failure rates ranged between 25 % and
56 % in more recently published studies (Table 8) (Bernaus
et al., 2022; Zhu et al., 2021). In a large cohort of early and
late acute infections (n= 1.174), an 11 % higher failure rate
was reported when the infection was caused by S. aureus
(41 % vs. 30 %, p < 0.0001) (Shohat et al., 2020). In an-
other study of only late acute infections treated with DAIR,
S. aureus PJIs showed again an increased risk of failure with
an OR of 3.52 (95 % CI: 1.78–6.96, p < 0.001), especially
when mobile parts were not exchanged (47.1 % vs. 36.6 %)
(Wouthuyzen-Bakker et al., 2019). Similar results were ob-
served in early acute PJIs (OR 3.27, 95 % CI: 1.55–6.89, p =
0.002) (Bernaus et al., 2022). Interestingly, Wouthuyzen-
Bakker et al. (2020b) demonstrated that the lower success
rate in late acute compared to early acute infections was
only seen in staphylococcal PJIs (S. aureus: 34 % vs. 75 %,
OR 5.8, 95 % CI: 2.9–11.9, p < 0.001; coagulase-negative
staphylococci (CoNS): 46 % vs. 88 %, OR 8.8, 95 % CI: 1.4–
54.8, p = 0.013). They explained the higher failure rate in
late acute Staphylococcus spp. infections with a possible con-
tinuous spread of bacteria originating from a distant infection
source to the prosthetic joint and a higher bacterial inocu-
lum in those cases (Wouthuyzen-Bakker et al., 2020b). Even
lower success rates were reported in methicillin-resistant
S. aureus (MRSA) PJIs compared to methicillin-susceptible
S. aureus (MSSA) infections (57 % vs. 63 %, p < 0.0001)
(Shohat et al., 2020). The presence of MRSA was 1 of the

10 most important predictors of failure in their study (Shohat
et al., 2020). In another study of only S. aureus infections
(n= 345), no prognostic differences between MRSA and
MSSA PJIs were seen, but differences regarding time to fail-
ure were observed (Lora-Tamayo et al., 2013). A large pro-
portion of MRSA infections (88 %) failed very early dur-
ing the first week (on antimicrobial therapy), while MSSA
PJIs frequently failed once antimicrobial therapy was with-
drawn (Lora-Tamayo et al., 2013). Nevertheless, due to the
high failure rate, some authors recommended the identifica-
tion of the causing microorganism(s) preoperatively and a
more invasive treatment strategy (exchange of implant, one-
stage or two-stage revision) when S. aureus is present (Tar-
ity et al., 2021; Wouthuyzen-Bakker et al., 2019, 2021; Toh
et al., 2021; Zhu et al., 2021), especially in late acute in-
fections (Wouthuyzen-Bakker et al., 2020b). However, other
(smaller) studies did not find a lower success rate in S. au-
reus infections treated with DAIR (Grammatopoulos et al.,
2017b; Flierl et al., 2017; Ottesen et al., 2019).

The failure rates of other common microorganisms varied
enormously in the literature (Table 8): 9 %–52 % for strep-
tococci (Grammatopoulos et al., 2017b; Zhu et al., 2021),
27 %–44 % for coagulase negative staphylococci (CoNS)
(Swenson et al., 2018; Zmistowski et al., 2016), 8 %–
73 % for enterococci (Zmistowski et al., 2016; Wouthuyzen-
Bakker et al., 2019), and 25 %–56 % for Gram-negative
bacteria (Zmistowski et al., 2016; Grammatopoulos et al.,
2017b).

3.5.2 Streptococcus spp.

In streptococcal PJIs, better outcomes were seen in mul-
tiple studies (Table 8) (Grammatopoulos et al., 2017b;
Wouthuyzen-Bakker et al., 2019; Swenson et al., 2018).
Grammatopoulos et al. (2017b) described a lower compli-
cation and reoperation rate after a DAIR procedure in PJIs
caused by Streptococcus spp. (9 % vs. 34 %). Similar results
were seen in late acute infections (37 % vs. 50 %, p = 0.039)
(Wouthuyzen-Bakker et al., 2019). Although not at a sta-
tistically significant level, most recently published studies
showed more favourable outcomes in streptococcal PJI com-
pared to PJIs caused by other pathogens (Table 8) (Zmis-
towski et al., 2013; Löwik et al., 2018; Katakam et al., 2020b;
Shohat et al., 2020; Zhu et al., 2021; Chang et al., 2022).

3.5.3 Enterococcus spp.

Outcomes of enterococcal infections were infrequently re-
ported. In a large cohort of only late acute PJIs, infections had
the highest failure rate (73 %, Enterococcus faecium 80 %,
E. faecalis 67 %, p = 0.069), but the sample size was small
(n= 11, E. faecium: 5, E. faecalis: 6) (Wouthuyzen-Bakker
et al., 2019). In contrast, a very low DAIR failure rate of 8 %
was observed in a study of only early acute infections (8 %
vs. non-enterococcal PJI: 23 %, p = 0.093) (Bernaus et al.,

https://doi.org/10.5194/jbji-10-101-2025 J. Bone Joint Infect., 10, 101–138, 2025



120 I. K. Sigmund et al.: DAIR as curative strategy for acute periprosthetic hip and knee infections

Table
8.A

com
parison

ofthe
literature

ofD
A

IR
failure

rates
(FR

s)based
on

the
causing

m
icroorganism

.

Staphylococcus
aureus

D
A

IR
(n)

Study
design

Type
of

M
O

FR
FR

p
value

FR
otherM

O
w

/o
p

value
infection

S.aureus
otherM

O
polym

icrobial

B
yren

etal.(2009)
112

R
etrospective

A
llPJIs

S.aureus
13/47

(28)
5/26

(19)
0.573

N
A

N
A

Z
m

istow
skietal.(2016)

153
R

etrospective
N

A
M

SSA
+

M
R

SA
35/65

(55)
38/88

(43)
0.252

30/70
(43)

0.230
G

ram
m

atopoulos
etal.(2017b)

122
R

etrospective
A

llPJIs
S.aureus

12/39
(31)

26/80
(33)

1.000
11/45

(24)
0.625

L
öw

ik
etal.(2018)

386
R

etrospective
E

A
S.aureus

86/181
(48)

62/205
(30)

0.001
N

A
N

A
Sw

enson
etal.(2018)

72
R

etrospective
E

A
,L

A
S.aureus

14/29
(48)

5/43
(12)

0.001
N

A
N

A
W

outhuyzen-B
akkeretal.(2019)

340
R

etrospective
L

A
Staph.aureus

76/139
(55)

74/264
(28)

<
0
.0001

N
A

N
A

Shohatetal.(2020)
1174

R
etrospective

E
A

,L
A

M
SSA

80/215
(37)

325/959
(34)

0.383
197/630

(31)
0.111

M
R

SA
128/298

(43)
277/876

(32)
0.001

149/547
(27)

<
0
.0001

M
SSA
+

M
R

SA
208/513

(41)
197/661

(30)
<

0
.0001

69/332
(21)

<
0
.0001

K
atakam

etal.(2020a)
263

R
etrospective

N
A

M
SSA

,M
R

SA
61/118

(52)
49/145

(34)
0.004

N
A

N
A

Z
hu

etal.(2021)
230

R
etrospective

E
A

,L
A

,C
S.aureus

45/81
(56)

61/149
(41)

0.038
40/100

(40)
0.051

C
hang

etal.(2022)
67

R
etrospective

L
A

M
SSA

,M
R

SA
,M

R
SE

9/24
(38)

10/43
(23)

0.263
7/40

(18)
0.134

B
ernaus

etal.(2022)
455

R
etrospective

E
A

M
SSA

,M
R

SA
32/128

(25)
35/177

(20)
0.327

15/101
(15)

0.070

C
oN

S
D

A
IR

(n)
Study

design
Type

of
M

O
FR

FR
p

value
FR

otherM
O

p
value

infection
C

oN
S

otherM
O

(w
/o

S.aureus)

Z
m

istow
skietal.(2016)

153
R

etrospective
N

A
C

oN
S

7/16
(44)

66/137
(48)

0.796
31/71

(44)
1.000

G
ram

m
atopoulos

etal.(2017b)
122

R
etrospective

A
llPJIs

C
oN

S
7/22

(32)
31/97

(32)
1.000

19/58
(33)

1.000
L

öw
ik

etal.(2018)
386

R
etrospective

E
A

C
oN

S
41/126

(33)
107/260

(41)
0.118

21/79
(27)

0.435
Sw

enson
etal.(2018)

72
R

etrospective
E

A
,L

A
C

oN
S

3/11
(27)

16/61
(26)

1.000
2/32

(6)
0.096

W
outhuyzen-B

akkeretal.(2019)
340

R
etrospective

L
A

C
oN

S
12/30

(40)
138/297

(46)
0.567

62/158
(39)

1.000
Shohatetal.(2020)

1174
R

etrospective
E

A
,L

A
S.epiderm

idis
91/285

(32)
314/889

(35)
0.316

106/376
(28)

0.304
Z

hu
etal.(2021)

230
R

etrospective
E

A
,L

A
,C

C
oN

S
20/51

(39)
86/179

(48)
0.339

41/98
(42)

0.861

Streptococci
D

A
IR

(n)
Study

design
Type

of
M

O
FR

FR
p

value
FR

otherM
O

p
value

infection
streptococci

otherM
O

(w
/o

S.aureus)

Z
m

istow
skietal.(2016)

153
R

etrospective
N

A
Streptococci

4/11
(36)

69/142
(49)

0.539
34/77

(44)
0.751

G
ram

m
atopoulos

etal.(2017b)
122

R
etrospective

A
llPJIs

Streptococci
1/11

(9)
37/108

(34)
0.171

25/69
(36)

0.093
L

öw
ik

etal.(2018)
386

R
etrospective

E
A

Streptococci
22/66

(33)
126/320

(39)
0.405

40/143
(28)

0.515
Sw

enson
etal.(2018)

72
R

etrospective
E

A
,L

A
Streptococci

2/18
(11)

17/54
(31)

0.125
3/25

(12)
1.000

W
outhuyzen-B

akkeretal.(2019)
340

R
etrospective

L
A

Streptococci
36/97

(37)
114/230

(50)
0.040

38/91
(42)

0.552
K

atakam
etal.(2020a)

263
R

etrospective
N

A
Streptococci

15/42
(36)

95/221
(43)

0.400
34/103

(33)
0.847

Shohatetal.(2020)
1174

R
etrospective

E
A

,L
A

Streptococci
66/194

(34)
339/980

(35)
0.934

131/467
(28)

0.136
Z

hu
etal.(2021)

230
R

etrospective
E

A
,L

A
,C

Streptococci
27/52

(52)
79/178

(44)
0.348

34/97
(35)

0.055
C

hang
etal.(2022)

67
R

etrospective
L

A
Streptococci

2/15
(14)

17/52
(33)

0.200
8/28

(29)
0.451

J. Bone Joint Infect., 10, 101–138, 2025 https://doi.org/10.5194/jbji-10-101-2025



I. K. Sigmund et al.: DAIR as curative strategy for acute periprosthetic hip and knee infections 121

Ta
bl

e
8.

C
on

tin
ue

d.

E
nt

er
oc

oc
ci

D
A

IR
(n

)
St

ud
y

de
si

gn
Ty

pe
of

M
O

FR
FR

p
va

lu
e

FR
ot

he
rM

O
p

va
lu

e
in

fe
ct

io
n

E
nt

er
oc

oc
ci

ot
he

rM
O

(w
/o

S.
au

re
us

)

Z
m

is
to

w
sk

ie
ta

l.
(2

01
6)

15
3

R
et

ro
sp

ec
tiv

e
N

A
E

nt
er

oc
oc

ci
1/

3
(3

3)
72

/1
50

(4
8)

1.
00

0
37

/8
5

(4
4)

1.
00

0
L

öw
ik

et
al

.(
20

18
)

38
6

R
et

ro
sp

ec
tiv

e
E

A
E

nt
er

oc
oc

ci
26

/7
0

(3
7)

12
2/

31
6

(3
9)

0.
89

2
36

/1
35

(2
7)

0.
14

9
W

ou
th

uy
ze

n-
B

ak
ke

re
ta

l.
(2

01
9)

34
0

R
et

ro
sp

ec
tiv

e
L

A
E

nt
er

oc
oc

ci
8/

11
(7

3)
14

2/
31

6
(4

5)
0.

12
0

66
/1

77
(3

7)
0.

02
6

Sh
oh

at
et

al
.(

20
20

)
11

74
R

et
ro

sp
ec

tiv
e

E
A

,L
A

E
nt

er
oc

oc
ci

45
/1

28
(3

5)
36

0/
10

46
(3

4)
0.

92
2

15
2/

53
3

(2
9)

0.
16

2
B

er
na

us
et

al
.(

20
22

)
45

5
re

tr
os

pe
ct

iv
e

E
A

E
nt

er
oc

oc
ci

2/
24

(8
)

65
/2

81
(2

3)
0.

12
3

33
/1

53
(2

2)
0.

17
2

G
ra

m
D

A
IR

(n
)

St
ud

y
de

si
gn

Ty
pe

of
M

O
FR

FR
p

va
lu

e
FR

ot
he

rM
O

p
va

lu
e

ne
ga

tiv
es

in
fe

ct
io

n
G

ra
m

ne
ga

tiv
es

ot
he

rM
O

(w
/o

S.
au

re
us

)

Z
m

is
to

w
sk

ie
ta

l.
(2

01
6)

15
3

R
et

ro
sp

ec
tiv

e
N

A
G

ra
m

ne
ga

tiv
es

5/
9

(5
6)

68
/1

44
(4

7)
0.

73
7

33
/7

9
(4

2)
0.

49
2

G
ra

m
m

at
op

ou
lo

s
et

al
.(

20
17

b)
12

2
R

et
ro

sp
ec

tiv
e

A
ll

PJ
Is

G
ra

m
ne

ga
tiv

es
3/

12
(2

5)
35

/1
07

(3
3)

0.
75

0
23

/6
8

(3
4)

0.
74

2
L

öw
ik

et
al

.(
20

18
)

38
6

R
et

ro
sp

ec
tiv

e
E

A
G

ra
m

ne
ga

tiv
es

32
/7

5
(4

3)
11

6/
31

1
(3

7)
0.

42
8

30
/1

30
(2

3)
0.

00
5

W
ou

th
uy

ze
n-

B
ak

ke
re

ta
l.

(2
01

9)
34

0
R

et
ro

sp
ec

tiv
e

L
A

G
ra

m
ne

ga
tiv

es
18

/5
0

(3
6)

13
2/

27
7

(4
8)

0.
16

5
56

/1
38

(4
1)

0.
61

5
Sh

oh
at

et
al

.(
20

20
)

11
74

R
et

ro
sp

ec
tiv

e
E

A
,L

A
G

ra
m

ne
ga

tiv
es

77
/2

10
(3

7)
32

8/
88

7
(3

7)
1.

00
0

12
0/

37
4

(3
2)

0.
27

5
Z

hu
et

al
.(

20
21

)
23

0
R

et
ro

sp
ec

tiv
e

E
A

,L
A

,C
G

ra
m

ne
ga

tiv
es

19
/3

9
(4

9)
87

/1
91

(4
6)

0.
72

8
42

/1
10

(3
8)

0.
26

2

Po
ly

m
ic

ro
bi

al
D

A
IR

(n
)

St
ud

y
de

si
gn

Ty
pe

of
M

O
FR

FR
p

va
lu

e
FR

ot
he

rM
O

p
va

lu
e

in
fe

ct
io

ns
in

fe
ct

io
n

po
ly

m
ic

ro
bi

al
ot

he
rM

O
(w

/o
S.

au
re

us
)

Z
m

is
to

w
sk

ie
ta

l.
(2

01
6)

15
3

R
et

ro
sp

ec
tiv

e
N

A
Po

ly
m

ic
ro

bi
al

8/
18

(4
4)

65
/1

35
(4

8)
0.

80
7

30
/7

0
(4

3)
1.

00
0

L
öw

ik
et

al
.(

20
18

)
38

6
R

et
ro

sp
ec

tiv
e

E
A

Po
ly

m
ic

ro
bi

al
67

/1
76

(3
8)

81
/2

10
(3

9)
1.

00
0

N
A

N
A

Sw
en

so
n

et
al

.(
20

18
)

72
R

et
ro

sp
ec

tiv
e

E
A

,L
A

Po
ly

m
ic

ro
bi

al
4/

16
(2

5)
15

/4
4

(3
4)

0.
75

4
N

A
N

A
Sh

oh
at

et
al

.(
20

20
)

11
74

R
et

ro
sp

ec
tiv

e
E

A
,L

A
Po

ly
m

ic
ro

bi
al

12
8/

32
9

(3
9)

27
7/

84
5

(3
3)

0.
05

6
69

/3
32

(2
1)

<
0.

00
01

Z
hu

et
al

.(
20

21
)

23
0

R
et

ro
sp

ec
tiv

e
E

A
,L

A
,C

Po
ly

m
ic

ro
bi

al
21

/4
9

(4
3)

85
/1

81
(4

7)
0.

63
2

40
/1

00
(4

0)
0.

85
9

B
er

na
us

et
al

.(
20

22
)

45
5

R
et

ro
sp

ec
tiv

e
E

A
Po

ly
m

ic
ro

bi
al

20
/7

6
(2

6)
47

/2
29

(2
1)

0.
33

7
15

/1
01

(1
5)

0.
08

5
C

ha
ng

et
al

.(
20

22
)

67
R

et
ro

sp
ec

tiv
e

L
A

Po
ly

m
ic

ro
bi

al
3/

3
(1

00
)

16
/6

4
(2

5)
0.

02
0

7/
40

(1
8)

0.
01

C
ul

tu
re

D
A

IR
(n

)
St

ud
y

de
si

gn
Ty

pe
of

M
O

FR
FR

p
va

lu
e

FR
cu

ltu
re
+

p
va

lu
e

ne
ga

tiv
es

in
fe

ct
io

n
cu

ltu
re

cu
ltu

re
(w

/o
S.

au
re

us
)

ne
ga

tiv
e

po
si

tiv
es

Z
m

is
to

w
sk

ie
ta

l.
(2

01
6)

15
3

R
et

ro
sp

ec
tiv

e
N

A
C

ul
tu

re
ne

ga
tiv

es
12

/2
8

(4
3)

61
/1

25
(4

9)
0.

67
7

26
/6

0
(4

3)
1.

00
0

Sw
en

so
n

et
al

.(
20

18
)

72
R

et
ro

sp
ec

tiv
e

E
A

,L
A

C
ul

tu
re

ne
ga

tiv
es

0/
12

(0
)

19
/6

0
(3

2)
0.

02
8

5/
31

(1
6)

0.
30

0
L

öw
ik

et
al

.(
20

18
)

38
6

R
et

ro
sp

ec
tiv

e
E

A
C

ul
tu

re
ne

ga
tiv

es
22

/8
4

(2
6)

12
6/

30
2

(4
2)

0.
01

1
40

/1
21

(3
3)

0.
35

4
K

at
ak

am
et

al
.(

20
20

a)
26

3
R

et
ro

sp
ec

tiv
e

N
A

C
ul

tu
re

ne
ga

tiv
es

14
/6

0
(2

3)
96

/2
03

(4
7)

0.
00

1
35

/8
5

(4
1)

0.
03

2
Ti

ru
m

al
a

et
al

.(
20

21
)

14
9

R
et

ro
sp

ec
tiv

e
E

A
,L

A
C

ul
tu

re
ne

ga
tiv

es
6/

46
(1

3)
20

/1
03

(1
9)

0.
48

4
N

A
N

A
C

ha
ng

et
al

.(
20

22
)

67
R

et
ro

sp
ec

tiv
e

L
A

C
ul

tu
re

ne
ga

tiv
es

2/
14

(1
4)

17
/5

3
(3

2)
0.

31
8

8/
29

(2
8)

0.
45

6

D
A

IR
–

de
br

id
em

en
t,

an
tim

ic
ro

bi
al

th
er

ap
y,

an
d

im
pl

an
tr

et
en

tio
n,

E
A

–
ea

rl
y

ac
ut

e
in

fe
ct

io
n,

L
A

–
ac

ut
e

ha
em

at
og

en
ou

s
in

fe
ct

io
n,

C
–

ch
ro

ni
c

in
fe

ct
io

n,
N

S
–

no
ts

ig
ni

fic
an

t,
M

O
–

m
ic

ro
or

ga
ni

sm
,N

A
–

no
ta

va
ila

bl
e,

C
oN

S
–

co
ag

ul
as

e-
ne

ga
tiv

e
st

ap
hy

lo
co

cc
i,

M
SS

A
–

m
et

hi
ci

lli
n-

su
sc

ep
tib

le
S.

au
re

us
,M

R
SA

–
m

et
hi

ci
lli

n-
re

si
st

an
tS

.a
ur

eu
s,

M
R

SE
–

m
et

hi
ci

lli
n-

re
si

st
an

tS
.e

pi
de

rm
id

is
.F

or
co

m
pa

ri
so

n
an

al
ys

is
,F

is
he

r’
s

ex
ac

tt
es

tw
as

us
ed

.

https://doi.org/10.5194/jbji-10-101-2025 J. Bone Joint Infect., 10, 101–138, 2025



122 I. K. Sigmund et al.: DAIR as curative strategy for acute periprosthetic hip and knee infections

2022). However, the number of enterococcal PJIs was again
limited (n= 24) (Bernaus et al., 2022). The difference be-
tween these studies may be explained by the type of infection
(early vs. late acute) and limited sample size. Nevertheless,
other authors were not able to calculate a higher risk of fail-
ure in enterococcal PJIs (Table 8) (Zmistowski et al., 2016;
Löwik et al., 2018; Shohat et al., 2020). Due to this incon-
sistency in the literature, no conclusion can be drawn at the
moment.

3.5.4 CoNS and Gram-negative bacteria

In univariate analyses, the presence of CoNS and Gram-
negative bacteria did not seem to influence DAIR out-
comes (Table 8) (Zmistowski et al., 2016; Grammatopou-
los et al., 2017b; Löwik et al., 2018; Swenson et al., 2018;
Wouthuyzen-Bakker et al., 2019, 2020b; Shohat et al., 2020;
Zhu et al., 2021).

3.5.5 Polymicrobial infections

In some studies, polymicrobial infections were associated
with a higher risk of DAIR failure (Bernaus et al., 2022;
Ludwick et al., 2022; Chang et al., 2022). A 100 % failure
rate was observed in a cohort of 67 late acute PJIs. However,
multiple organisms were only identified in three PJI cases
(n= 3/67) (Chang et al., 2022). Shohat et al. (2020) showed
that 39 % (n= 128/329) of polymicrobial PJIs failed in com-
parison to 33 % (n= 277/845) of monomicrobial infections
(p = 0.056). Additionally, Ludwick et al. (2022) reported the
highest reinfection risk in septic patients with MRSA and
polymicrobial infections. The worse outcome in these cases
may be explained by the presence of S. aureus amongst other
organisms. However, no detailed description of the causing
microorganisms in polymicrobial infections is available in
their studies. Nevertheless, other authors were not able to
show a statistically significant difference between poly- and
monomicrobial PJIs (Table 8) (Zhu et al., 2021; Swenson et
al., 2018).

3.5.6 Culture-negative infections

Cultures can be negative in up to 46 % of PJIs depend-
ing on the used infection definition (Sousa et al., 2023).
These culture-negative infections showed better outcomes
compared to culture-positive cases following DAIR in the lit-
erature (Swenson et al., 2018; Löwik et al., 2018; Katakam
et al., 2020b; Zmistowski et al., 2013; Tirumala et al., 2021;
Chang et al., 2022). All studies listed in Table 8 showed a
lower failure rate in culture-negative compared to culture-
positive PJIs. In three of these studies, a statistically sig-
nificant difference between both groups was observed (p <

0.05) (Swenson et al., 2018; Löwik et al., 2018; Katakam et
al., 2020b). Interestingly, Urish et al. (2018) found a higher
failure risk when no pathogen could be identified (Urish et

al., 2018). However, the included number of patients was
small in their study (28 culture-negative cases of 153 PJI
patients). Overall, it seems that culture-negative PJIs have a
better outcome compared to culture-positive cases.

It needs to be emphasized that different antimicrobial regi-
mens can influence DAIR outcomes, and, hence, data on mi-
croorganisms need to be interpreted with caution.

Recommendation

Due to the available results in the literature, it would be ben-
eficial to identify the causing microorganism and its suscep-
tibility pattern prior to surgery. It should be considered when
a decision for further surgical and antimicrobial treatment is
made. However, further management (DAIR) should not be
delayed in all cases until microbiological results are available
as a symptom onset of > 3 weeks can reduce the success
rate. In acute infections (especially late acute PJIs) caused
by S. aureus (MSSA and MRSA), an individual multidisci-
plinary team discussion considering other host and clinical
factors is important to find the optimal treatment strategy for
these patients.

3.6 Bacteraemia/sepsis

In the literature, bacteraemia is one of the most impor-
tant factors for DAIR failure (Table 9) (Lora-Tamayo et
al., 2013, 2017; Löwik et al., 2018; Ludwick et al., 2022;
Wouthuyzen-Bakker et al., 2019). If bacteraemia or sep-
sis is present, a higher failure rate was demonstrated rang-
ing between 48 % and 65 % (Table 9). Shohat et al. (2020)
analysed the 10 most important risk factors for failure of
DAIR in their multicentre retrospective study. In their uni-
variate analysis, a positive blood culture was a risk factor
for failure (p < 0.001). Wouthuyzen-Bakker et al. (2019) ob-
served a 15 % higher failure rate in blood-culture-positive
PJIs (n= 61/109, 56 %) compared to blood-culture-negative
cases (n= 62/150, 41 %) in their multicentre retrospective
observational study of 340 late acute infections (p = 0.02). It
was highlighted that a continuous spread of microorganisms
to the prosthetic joint in blood-culture-positive cases may be
the possible reason for the high failure rate in these patients.
Additionally, in their study, bacteraemia was more common
in patients with fever (p = 0.007), hip PJIs (p = 0.001),
endocarditis (p = 0.001), S. aureus infections (p < 0.001),
and implants of > 2 years of age (p = 0.003) (Wouthuyzen-
Bakker et al., 2019). These variables should prompt the sur-
geon or treating physician to take blood cultures and (if ap-
propriate) perform further diagnostic tests to identify a pos-
sible distant infection source.

In another multicentre retrospective observational study
by Wouthuyzen-Bakker et al. (2020b) comparing late acute
(n= 132) with early acute infections (n= 132), the overall
failure rate was higher in late acute PJIs (54 % (late acute)
vs. 24 % (early acute); p < 0.001). Patients with bacteraemia
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Table 9. A comparison of the failure rates in the literature between patients with bacteraemia and no bacteraemia in early (EA) and late
acute (LA) infections after a DAIR procedure.

Literature DAIR (n) Study design Type of Failure rate Failure rate p value
infection bacteraemia no bacteraemia

Lora-Tamayo et al. (2013) 345 Retrospective EA, LA 34/52 (65) 113/276 (41) < 0.001
Lora-Tamayo et al. (2017) 462 Retrospective EA, LA 63/132 (48) 110/290 (38) 0.02
Löwik et al. (2018) 386 Retrospective EA 38/73 (52) 110/313 (35) 0.007
Wouthuyzen-Bakker et al. (2019) 340 Retrospective LA 61/109 (56) 92/230 (40) 0.005
Ludwick et al. (2022) 236 Retrospective EA, LA 50/103 (49) 44/133 (33) 0.016∗

∗ Chi-squared test.

showed an even higher failure rate in both groups (65 % (late
acute) vs. 31 % (early acute), p = 0.003). Lora-Tamayo et
al. (2017) showed that patients with a late acute infection
were more likely to present with bacteraemia, fever, higher
leukocyte count, and CRP levels in comparison to early acute
infections.

Due to the high failure rate, each of the mentioned studies
recommended a two-stage procedure as surgical treatment in
patients with bacteraemia or sepsis. During the prosthesis-
free interval, microorganisms in the blood system (and at
the primary infectious source) can be treated with antibi-
otics, reducing the risk of continuing hematogenous spread
and, hence, a new hematogenous infection at the site of the
prosthetic joint. Optimally, a new prosthesis (second stage)
should be implanted without the evidence of bacteria in the
blood stream. Therefore, if a curative treatment is intended
and the patient can tolerate two invasive procedures, a two-
stage revision seems to be the current best practice standard
of care. It should also be highlighted that in patients with PJI,
blood cultures should be taken (especially in patients with
acute infections, fever, S. aureus infections; Wouthuyzen-
Bakker et al., 2019), and a possible primary infectious fo-
cus should be identified and treated to prevent subsequent re-
lapse. Indeed, Wouthuyzen-Bakker et al. (2020b) observed a
trend towards a higher failure rate in patients with an uniden-
tified source (58.8 %) compared to cases with an identified
source (41.2 %) in their multicentre retrospective observa-
tional study of 340 late acute infections (p = 0.12).

However, if the patient is at high risk or systemically un-
well, a local bioburden reduction with a DAIR procedure
may be considered. Within the multidisciplinary team further
treatment strategies should be discussed. Antibiotic suppres-
sive therapy (in patients at high risk) or a staged procedure
(after stabilization of the patient) may be considered after-
wards.

Recommendation

Based on the current literature, bacteraemia in acute infec-
tions is a risk factor for DAIR failure and needs to be consid-
ered in the decision-making process.

4 Surgical approach

In this section, fundamental surgical principles in undertak-
ing a DAIR procedure with the exchange of mobile com-
ponents of early and late acute PJIs are described. At first
glance, this procedure seems less demanding than other sur-
gical treatment options for PJI, but a meticulous and thor-
ough debridement without removal of vital and functional
tissues is of utmost importance to achieve an optimal out-
come. For surgeons who are not used to operating on septic
cases, it can be very difficult to distinguish between infected,
necrotic, and vital tissue. Hence, only surgeons trained in re-
vision arthroplasty should perform these procedures. At the
moment, the quality of debridement cannot be measured ad-
equately; however, it is the most important step to achieve
infection eradication.

4.1 Exchange of mobile parts

Previous studies demonstrated a better outcome of DAIR
when mobile parts were exchanged (Table 10) (Lora-
Tamayo et al., 2013, 2017; Grammatopoulos et al., 2017a, b;
Wouthuyzen-Bakker et al., 2019; Shohat et al., 2020; Svens-
son et al., 2020; Toh et al., 2021; Zhu et al., 2021; Bernaus
et al., 2022). In a large cohort of early and late acute PJIs
(n= 1174, knee and hip), Shohat et al. (2020) observed a
higher failure rate in DAIRs without exchange of the mo-
bile components (39 % vs. 30 %, p < 0.001). In another se-
ries of only late acute PJIs of the knee and hip (n= 340),
the strongest predictor of DAIR success was, indeed, the
exchange of mobile components (OR 0.35, 95 % CI: 0.18–
0.67, p = 0.002) (Wouthuyzen-Bakker et al., 2019). Gram-
matopoulos et al. (2017a) analysed the outcome of only hip
PJIs (n= 82) and found an almost 5 times increased infec-
tion control rate in patients with modular component ex-
change (OR 4.5, p = 0.02). Additionally, the chance of 10-
year survival improved from 63 % (95 % CI: 44 %–82 %)
in DAIR without exchange to 90 % (95 % CI: 80 %–100 %)
with exchange in their study (p = 0.01) (Grammatopoulos
et al., 2017a). A systematic review of 39 articles includ-
ing 1296 hip PJIs showed a higher mean success rate of
74 % (n= 471/637, 95 % CI: 70 %–77 %) in patients un-
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dergoing modular component exchange compared to 61 %
(n= 245/404, 95 % CI: 56 %–65 %) in patients without ex-
change (Tsang et al., 2017). In a more recently published
large cohort of 575 hip PJI cases of the Swedish Hip Arthro-
plasty Register, comparable results were observed (Svensson
et al., 2020). A significantly lower number of reoperations
due to PJI recurrence were seen when mobile components
were exchanged at the time of DAIR (HR 0.51, 95 % CI:
0.38–0.68) (Svensson et al., 2020). In knee PJIs, similar out-
comes were described in the literature. Zhu et al. (2021)
showed in a series of 230 infected total knee arthroplasties
that exchanging mobile components was again a predictor
of DAIR success in multivariable Cox regression analysis
(OR 0.51, 95 % CI: 0.32–0.81, p = 0.004).

Recommendation

Due to the results in the literature, we strongly recommend
the exchange of all mobile components during a DAIR proce-
dure. It provides a better visualization and accessibility to the
joint (and difficult-to-reach areas) for an adequate and thor-
ough debridement, which is necessary for an optimal bacte-
rial eradication.

4.2 Arthroscopic washout vs. DAIR

In 2009, Byren et al. (2009) showed a higher success rate
when an open debridement was performed compared to an
arthroscopic washout (n= 12/97, 12 % vs. n= 8/15, 53 %;
p < 0.0005) (Byren et al., 2009). An arthroscopic lavage
was associated with a significant risk of failure in their study
(HR 4.2, 95 % CI: 1.5–12.5, p = 0.008). Similar results were
reported by Johns et al. (2020) in a cohort of 141 TKAs (suc-
cess rates of open: n= 43/96, 45 % vs. arthroscopic washout:
n= 7/45; 16 %; p < 0.01). In contrast, findings of a meta-
analysis by Kunutsor et al. (2018) suggested higher infec-
tion control rates when a DAIR was carried out arthroscop-
ically (72 % vs. 60 %), but results were not statistically sig-
nificant (p = 0.170), and the number of arthroscopic DAIRs
was limited (n= 2.712 open DAIRs, n= 72 arthroscopic
DAIRs). In another pooling analysis of 33 studies consist-
ing of 1266 DAIR cases, the success rate was higher when
an open debridement with liner exchange (74 %, 11 studies,
n= 128/173, 95 % CI: 67 %–81 %) was done compared with
arthroscopic debridement and liner retention (67 %, 4 stud-
ies, n= 36/54 cases, 95 % CI: 54 %–79 %), but again the dif-
ference was not significant (p = 0.301) (Qu et al., 2019).

In the above-mentioned studies, the indications for an
arthroscopic or open debridement are not clearly defined.
The severity of the infection and patient’s comorbidities may
vary drastically between cases in these studies. For example,
a poor host with multiple comorbidities may prompt the sur-
geon to perform a less invasive arthroscopic procedure. How-
ever, to the best of our knowledge, no well-designed prospec-
tive randomized controlled trial with a standardized protocol

exists to date that investigated the differences between these
two procedures.

In a recently published cohort of 44 PJIs (early and late
acute), Bartsch et al. (2023) showed a clear benefit of open
debridement compared to arthroscopic lavage. The rate of re-
current infections was significantly higher in the arthroscopic
group (n= 10/13, 77 % vs. n= 10/31, 32 %, p = 0.007).
Their number of included cases was small, but the treatment
algorithm was highly standardized (Zimmerli et al., 2004).

Recommendation

Although the literature shows ambiguous results, an arthro-
scopic washout is clearly limited by the inability to per-
form an adequate debridement and exchange of mobile parts.
Hence, to obtain cure, we strongly recommend an open de-
bridement to ensure optimal surgical treatment (adequate and
thorough debridement with exchange of mobile parts).

4.3 Irrigation solution and volume

Niki et al. (2007) reported that pulsatile lavage with 4 L
of sterile saline can remove more than 82 % of bone de-
bris and more than 75 % of cement debris. Due to similar
particle sizes, the authors anticipated that bacterial particles
may be removed effectively with the same volume of irriga-
tion solution. However, they only analysed the optimal irri-
gation volume in the setting of a primary TKA and not in
septic revision. Hence, possible biofilm formation (imma-
ture or mature) was not considered in their study (Niki et
al., 2007). In an in vitro study, an irrigation of TKA compo-
nents could not effectively remove the pre-existing S. aureus
biofilm formation (Urish et al., 2014). Although a reduction
of biofilm mass was observed, a substantial proportion re-
mained on the surface of the TKA material, but irrigation
was only performed with 3 L of normal saline solution using
high-pressure pulse lavage in their study (Urish et al., 2014).
Nevertheless, to date, no clinical data exist on the optimal
volume of irrigation when performing a DAIR procedure. In
more recently published studies, most institutions used 3–9 L
saline for their irrigation during a DAIR procedure (Table 11)
(Zhang et al., 2020; Wouthuyzen-Bakker et al., 2020a; Nur-
mohamed et al., 2021; Tirumala et al., 2021; Toh et al., 2021;
Zhu et al., 2021; Chang et al., 2022; Bernaus et al., 2022;
Veerman et al., 2022b).

Regarding optimal irrigation solution, Siddiqi et al. (2021)
performed a review of the literature including all commer-
cially available irrigation solutions for PJI treatment and
discussed their advantages and disadvantages. The authors
stated that the use of antiseptics (povidone-iodine, chlorhex-
idine gluconate, acetic acid, hydrogen peroxide, sodium
hypochlorite, hypochlorous acid, and preformulated combi-
nation solutions) may play a role in PJI treatment. However,
they also concluded that there is still a paucity of studies
comparing irrigation additives and that treatment protocols
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Table 10. A comparison of the literature of failure rates following DAIR with or without exchange of the mobile components.

Literature DAIR (n) Study design Type of Failure rate Failure rate p value
infection with exchange w/o exchange

Lora-Tamayo et al. (2013) 345 Retrospective EA, LA 87/212 (41) 42/75 (56) 0.025∗

Lora-Tamayo et al. (2017) 444 Retrospective EA, LA 73/211 (35) 98/190 (52) < 0.01
Grammatopoulos et al. (2017a) 82 Retrospective All PJIs 13/45 (29) 18/37 (49) 0.07
Grammatopoulos et al. (2017b) 122 Retrospective All PJIs 23/65 (35) 28/57 (49) 0.1
Wouthuyzen-Bakker et al. (2019) 340 Retrospective LA 64/176 (36) 77/147 (52) 0.004
Shohat et al. (2020) 1174 Retrospective EA, LA 174/584 (30) 231/590 (39) < 0.001
Svensson et al. (2020) 575 Retrospective NA 102/364 (28) 93/211 (44) < 0.0001∗

Toh et al. (2021) 106 Retrospective EA, LA 16 /60 (27) 16/46 (35) 0.367
Zhu et al. (2021) 230 Retrospective EA, LA, C 77/186 (41) 29/44 (66) 0.003
Bernaus et al. (2022) 455 Retrospective EA 35/273 (13) 9/103 (9) 0.297

EA – early acute infection, LA – late acute infection, C – chronic. ∗ Chi-squared test. NA – not available.

Table 11. Used irrigation solutions and volume of irrigation solution per DAIR procedure.

Literature Study design PJI DAIR (n) Irrigation solution∗ Volume per
procedure
(L)

Zhang et al. (2020) Retrospective EA, LA 24 Saline (pulse lavage) 3L

Wouthuyzen-Bakker et al. (2020a) Retrospective EA, LA 455 Irrigation fluid 3–6 L

Nurmohamed et al. (2021) Retrospective EA, LA 67 NaCl 0.9 % 6 L

Tirumala et al. (2021) Retrospective EA, LA 149 Saline solution+ bacitracin 6 L saline
solution (pulsatile lavage) 2 L bacitracin

Toh et al. (2021) Retrospective EA, LA 106 Saline 9 L

Zhu et al. (2021) Retrospective EA, LA 230 Wash (pulse lavage) 6 L

Chang et al. (2022) Retrospective EA, LA 101 Saline 9 L

Veerman et al. (2022b) Retrospective EA 88 Saline (pulse lavage) 6 L

Bernaus et al. (2022) Retrospective EA 455 Saline 6–9 L

EA – early acute infection, LA – late acute infection, C – chronic. ∗ As described in the studies.

between currently available studies are heterogenous, mak-
ing a direct comparison of different solutions difficult (Sid-
diqi et al., 2021). In addition, most studies concentrated on
PJI prevention rather than PJI treatment. Hence, they were
not able to perform a systematic review and meta-analysis
or to find the optimal irrigation solution for PJI management
based on the current literature (Siddiqi et al., 2021).

It needs to be highlighted that the effect of irrigation on
DAIR success alone is difficult to analyse in in vivo studies
because of the various other factors influencing the outcome
(e.g. chronicity, microorganism, host factors, mechanical de-
bridement).

Recommendation

Due to the lack of high-quality data, no evidence-based rec-
ommendation on the optimal irrigation solution and volume
can be given.

4.4 Local antimicrobial treatment and non-traditional
antimicrobials

Since penetration of systemic antibiotics can be limited by
the presence of necrotic tissue and only few antimicrobial
agents are biofilm-active when administered systemically, at-
tention has increased on local use of antibiotics. The applica-
tion of antimicrobial agents directly into the site of infection
provides higher concentrations locally in comparison to sys-
temic antibiotics and may lead to an improved success rate
by local bioburden and biofilm reduction.
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Vancomycin and gentamicin are commonly used in this
setting. In animal and in vitro studies, an anti-biofilm ef-
fect was shown when these agents were administered in
high concentrations (Okae et al., 2022; Smith et al., 2009).
Additionally, gentamicin is a stable antibiotic with activity
against most Gram-positive and Gram-negative bacteria and
has a synergistic effect with vancomycin against staphylo-
cocci (Mulazimoglu et al., 1996). Daptomycin also showed
superior activity against biofilm-associated cells in in vitro
studies (Smith et al., 2009). However, the choice of the an-
timicrobial agent(s) also depends on the used carrier, the
causing microorganism(s) and its susceptibility (when avail-
able), and the host.

Antibiotics can be placed directly into the joint or added
to a carrier (Steadman et al., 2023). Mu et al. (2021) demon-
strated in their retrospective study of 73 patients with PJI,
which occurred within 3 months after primary arthroplasty,
a success rate of 88 % when performing a DAIR procedure
combined with direct intra-articular antibiotic infusions im-
mediately following DAIR for several days. Chaiyakit et
al. (2021) reported similar results (success rate: 87 %) in
their retrospective study of 15 acute haematogenous infec-
tions treated with DAIR and daily intra-articular antibiotic
infusions. In a systematic review by Bruyninckx et al. (2024),
three studies including 36 patients treated with DAIR and
intra-articular antibiotic infusions were found. The failure
rate was 6 % (n= 2/36). However, the sample size in these
studies was small, and there is a potential risk of superinfec-
tion and catheter-associated complications when performing
this intervention. Due to the limited evidence, the efficacy of
a DAIR procedure combined with directly administered an-
tibiotics (powder/fluid) is currently unclear.

In the past decade, antibiotic carriers have become an at-
tractive adjunct for treating PJI due to their high local an-
timicrobial concentrations (Steadman et al., 2023). While
polymethylmethacrylate (PMMA) bone cement beads can-
not be recommended due to their specific disadvantages
(e.g. antimicrobial resistance, possibility of wear, subsequent
surgery for removal), other carriers such as calcium sulfate or
hydrogels have recently been used more frequently (Stead-
man et al., 2023). However, the literature on DAIR involv-
ing these carriers loaded with antibiotics is scarce. Calcium
sulfate (CS) beads are completely absorbed over a period of
several weeks and showed good antimicrobial elution char-
acteristics in the literature. During this absorption period, the
antimicrobial content is gradually released, providing high
antibiotic concentrations surpassing the minimal inhibitory
concentration for common PJI bacteria and superior biofilm
reduction/eradication in in vitro studies (Cooper et al., 2016;
Sanicola and Albert, 2005; Aiken et al., 2015; Knecht et
al., 2018; Dusane et al., 2019; Kallala and Haddad, 2015;
McPherson et al., 2022). However, controversial results were
reported in in vivo studies. While some authors demon-
strated high eradication rates (75 %–88 %) in patients under-
going DAIR involving the application of antibiotic loaded

absorbable CS beads (Kallala et al., 2018; Reinisch et al.,
2022; Piovan et al., 2022; Sigmund et al., 2024), others were
not able to (52 %–55 %) (Flierl et al., 2017; Tarity et al.,
2022). Furthermore, some complications such as hypercal-
caemia, prolonged wound drainage, and heterotopic ossifica-
tion can occur (Thwaites et al., 2022; Kallala and Haddad,
2015; Tarar et al., 2021). One small retrospective pilot study
of 15 acute PJIs treated with DAIR combined with either hy-
drogel coating (n= 8) or calcium sulfate beads (n= 7) as a
local antibiotic carrier showed no difference between groups
in terms of infection control (87.5 % vs. 100 %, p = 0.36)
(De Meo et al., 2023). However, the sample size was small.
Due to the controversial results in the current literature and
paucity of reported studies, the effect on outcomes in DAIR
procedures using these antibiotic-loaded carriers remains un-
certain.

The last emergent option as adjuvant treatment to im-
prove the probability of DAIR success is the local use
of non-traditional antimicrobials including bacteriophages,
bacteriophage-derived enzymes, and antimicrobial peptides
(McCallin et al., 2023; Huang et al., 2022). All these new an-
timicrobials demonstrated antibiofilm activity in vitro (Mc-
Callin et al., 2023). Bacteriophages (or “phages”) are natural
viruses with the ability to infect specific pathogenic bacte-
ria. A DAIR procedure involving the use of phages intra- and
postoperatively (subsequent local injections under sonogra-
phy with or without intravenous injections of phages), the
so-called “PhagoDAIR”, has been recently described (Ferry
et al., 2020, 2024).

Additionally, lysins (enzymes with lytic activity against
microorganisms) produced by phages during the infectious
process can be applied locally as well (Ferry et al., 2021).
Another potential local new antimicrobial treatment option is
the use of certain antimicrobial peptides with a broad spec-
trum and antibiofilm activity (Huang et al., 2022).

However, these non-traditional options are more com-
monly used in PJI caused by multidrug-resistant microorgan-
isms as a salvage procedure followed by subsequent antimi-
crobial suppressive therapy. These strategies need to be in-
vestigated further.

Recommendation

Due to the controversial results in literature and paucity of
reported studies, none of the above-mentioned options can
be recommended at this stage.

4.5 Surgical technique

In DAIR procedures, the previous incision is utilized when-
ever suitable. To ensure optimal exposure and visualization
of the joint, the incision may need to be extended. In case
of a suboptimal previous approach, a new incision may be
considered. In necrotic or hypertrophic scars, wound mar-
gins should be excised. Before arthrotomy, aspiration of the

J. Bone Joint Infect., 10, 101–138, 2025 https://doi.org/10.5194/jbji-10-101-2025



I. K. Sigmund et al.: DAIR as curative strategy for acute periprosthetic hip and knee infections 127

joint to collect synovial fluid for microbiological analysis is
performed. Once the joint is open, standardized tissue sam-
pling under strict aseptic precautions should take place. Four
to six tissue samples are recommended for microbiological
analysis to ensure optimal and reliable results (Dudareva et
al., 2018). For each tissue sample, new sterile instruments
are advisable to avoid cross-contamination. In patients with-
out sepsis or septic shock, antibiotic treatment can be de-
layed until all samples have been harvested intraoperatively
to increase the identification of the causative microorganism
(Singer et al., 2016). For histopathological analysis, three to
six tissue samples from areas with high suspicion of infec-
tion (e.g. deep soft tissue, (pseudo)capsule, granulation tis-
sue, necrotic tissue, synovia) showed the best performance to
provide accurate PJI diagnosis (Sigmund et al., 2023). After
tissue sampling, the patient can receive empirical antibiotics
intravenously, or (when culture results are available preoper-
atively) the definitive targeted antibiotics can be started. The
next step is the surgical debridement of purulent collections
and periarticular tissue. All macroscopically infected, nonvi-
able, and contaminated tissue is meticulously removed, and a
synovectomy is performed. The debridement should be thor-
ough and appropriate. Vital tissue and key structures should
be preserved (if possible) to avoid unnecessary destabiliza-
tion of the joint, but any potentially infected and necrotic
tissue needs to be excised for infection eradication. The de-
bridement should be systematic and standardized to allow
continuity without missing important steps. An adequate de-
bridement is key to DAIR success; hence, it should be per-
formed carefully and precisely. In some institutions, methy-
lene blue is instilled in the joint before arthrotomy (Shaw et
al., 2017). This may help to visualize and demarcate infected
and inflamed tissue which needs to be excised to ensure pre-
cise debridement (Shaw et al., 2017). The mobile parts are
then removed using generic or implant-specific explantation
devices (polyethylene in knees; acetabular liner and head in
hips, in megaprosthesis: modular components). This should
be done carefully to avoid damaging the retained prosthe-
sis. Subsequently, the stability and osseointegration of the
prosthesis is tested. If the prosthesis is not well integrated
and loose, an exchange of the whole prosthesis (one-stage
or two-stage revision) is advised. Only in soundly fixed im-
plants should the DAIR procedure be continued.

After optimal exposure following removal of the mobile
parts, a further thorough debridement of the previously not
visible areas takes place. For dilution of the bacterial biobur-
den, an extensive irrigation of the tissue, bone, and surface
of the retained implant with an abundant amount of 0.9 %
sodium chloride is then performed. This may be followed
by a wash with an antiseptic solution. In these cases, special
attention should be paid to the different soaking times of var-
ious available antiseptics to enable the antimicrobial actions
of them to work. Additionally, when additive solutions are
used, further irrigation with 2 L of saline is needed in most
cases.

After extensive lavage, the new mobile components (liner,
head) are inserted and impacted. In some rare cases when a
new liner and/or head are not available anymore, it is ad-
vised to thoroughly clean the removed mobile parts (e.g.
brush), soak them in an antiseptic solution, and reimplant
them again. However, to the best of our knowledge, no data
exist on reused mobile components and their outcome fol-
lowing DAIR procedures. There might be a higher risk of
persistence or recurrence of infection which needs to be con-
sidered in decision-making and discussed with the patient
prior to surgery.

At the end of the procedure, the wound is closed meticu-
lously in layers.

Recommendation

A surgeon trained in revision arthroplasty should perform the
DAIR procedure.

5 Systemic antimicrobial therapy

Choosing the right empirical antimicrobial therapy after sur-
gical debridement, covering the most common causative mi-
croorganisms in PJI, is important to enhance DAIR success.
A study of Veerman et al. (2022a) demonstrated that an em-
pirical treatment not covering all isolated microorganisms is
associated with a higher rate of failure in DAIRs after revi-
sion surgery. Therefore, knowing local epidemiology and re-
sistance patterns is crucial to start the appropriate antimicro-
bial therapy after DAIR. After an induction period of 1 week
of intravenous (IV) treatment in which a reduction in bac-
terial load of mainly planktonic bacteria has been achieved
and the isolated microorganisms and susceptibility patterns
are known, a switch to oral antibiotic treatment is consid-
ered safe. The OVIVA trial, conducted in different types of
bone and joint infections, demonstrated non-inferiority of an
early switch to oral antibiotics (e.g. within 7 d after surgery)
in comparison to longer durations of IV antibiotics (Li et
al., 2019). It is important to choose an antibiotic with good
oral bioavailability and activity against bacteria embedded in
biofilm. Although methodological errors can be noticed in
randomized and observational studies regarding oral antibi-
otic treatment in PJI (Scheper and De Boer, 2022), combi-
nation therapy with rifampicin for staphylococci (Table 12;
El Helou et al., 2010; Holmberg et al., 2015; Wouthuyzen-
Bakker et al., 2019; Eriksson et al., 2023) and the use of fluo-
roquinolones for Gram negatives is still considered the main
stay of antibiotic treatment. El Helou et al. (2010) showed
in their study of 86 staphylococcal PJIs that patients treated
with DAIR and a rifampicin combination had a lower treat-
ment failure rate in comparison to patients treated without
rifampicin (adjusted HR: 0.11, 95 % CI: 0.01–0.84). Holm-
berg et al. (2015) also demonstrated a 4 times lower fail-
ure rate when staphylococcal infections were treated with
DAIR and a combination of antibiotics including rifampicin
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(RR: 4.95 % CI: 2–10). Tai et al. (2022) reported a protective
effect when using rifampicin with a lower failure rate in knee
PJI after DAIR (HR 0.40, 95 % CI: 0.2–0.8, p = 0.008), but
this was not seen in DAIRs of hip PJIs (HR 1.5, 95 % CI:
0.35–6.2, p = 0.597). Furthermore, patients with an early
rifampicin-resistant staphylococcal PJI had an increased risk
of reinfection (HR 1.9, 95 % CI: 1.1–3.6, p = 0.04) in com-
parison to rifampicin-sensitive microorganisms when treated
with DAIR in a retrospective single-centre study by Eriksson
et al. (2023). In a meta-analysis by Kruse et al. (2022), ri-
fampicin showed a significant reduction in failure rates when
performing DAIR selectively in 1103 patients (OR 0.47,
95 % CI: 0.3–0.8, p = 0.005). However, in another meta-
analysis on DAIR and rifampicin use, the pooled risk ratio for
rifampicin effectiveness was only 1.10 (95 % CI: 1.00–1.22)
(Scheper et al., 2021). For staphylococci, a fluoroquinolone
is considered the most appropriate backbone of rifampicin
(Beldman et al., 2021). Interactions of rifampicin with other
antibiotics should be taken into consideration when choosing
a co-drug for rifampicin (Tornero et al., 2016), although these
interactions are not always clinically relevant when the co-
drug is dosed appropriately (Beldman et al., 2021). The use
of rifampicin for other Gram-positive bacteria, like Cutibac-
terium acnes or Streptococcus species, can be considered, but
there is limited evidence to support its routine practice (Lora-
Tamayo et al., 2017; Kusejko et al., 2021).

For Gram-negative bacteria (GNB), the use of fluoro-
quinolones can be recommended. In a prospective study
of 47 PJI cases caused by GNB, the treatment with flu-
oroquinolones was associated with a better outcome fol-
lowing DAIR (OR 9.09, 95 % CI: 1.96–50, p = 0.005)
(Martínez-Pastor et al., 2009). In another retrospective mul-
ticentre study of 174 acute GNB PJI cases, the use of
ciprofloxacin was an independent factor for DAIR success
(HR 2.56, 95 % CI: 1.14–5.77, p = 0.02) (Rodríguez-Pardo
et al., 2014). The use of fluoroquinolones for GNB is also
supported by in vitro data in which fluoroquinolones demon-
strated the best activity against in biofilm-embedded bacte-
ria (Abdi-Ali et al., 2006; Yassien et al., 1995; Di Bonaven-
tura et al., 2004). However, comparative studies with, for
example cotrimoxazole, have not been performed. The total
duration of antibiotic treatment after DAIR remains a mat-
ter of debate. Some studies demonstrated an excellent out-
come after 6–8 weeks of antibiotic treatment (Lora-Tamayo
et al., 2016; Chaussade et al., 2017), but often these studies
were performed in a selected group of patients. The land-
mark DATIPO trial published in 2021 demonstrated an infe-
rior outcome of 6 weeks of antibiotic treatment in compar-
ison to 12 weeks (Bernard et al., 2021). For this reason, a
total antibiotic duration of 12 weeks after DAIR is still rec-
ommended. Future studies are needed to identify which cate-
gories of patients are eligible for a shorter duration and which
patients are candidates for suppressive antibiotic treatment.
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Table 13. Indications, risk factors to consider in the decision-making process, and contraindications for a DAIR (debridement, antimicrobial
therapy, and implant retention) procedure in periprosthetic hip and knee infections when cure is intended based on the current literature.

∗ These host and clinical factors can be associated with a higher risk of failure. ° If cure is intended, in patients fulfilling these factors, an exchange of the whole implant should be
considered.

Recommendation

A total antibiotic duration of 12 weeks after DAIR including
an induction period of 1 week of intravenous (IV) treatment
can be recommended. For staphylococci, a combination of
a fluoroquinolone with rifampicin is recommended and for
Gram-negative fluoroquinolones.

6 Conclusion

DAIR is an efficient treatment modality with good eradica-
tion rates in carefully selected patients (Clauss et al., 2020).
It is an attractive option for surgeons as it is technically less
demanding and may prevent unnecessary removal of a well-
fixed prosthesis. Patients can return to activity more quickly,
and the overall economic cost is lower. However, not all pa-
tients benefit from a DAIR procedure. It has been shown that
the outcome depends on various factors (e.g. type of infec-
tion, bacteria, host and clinical factors, soft tissue envelope,
causing pathogen, surgical technique) and that patient selec-
tion is key for DAIR success. Hence, we tried to elucidate
the most relevant host, clinical, and surgical factors for DAIR
success as well as DAIR failure in this guideline. Based on
the current literature, we tried to define the indications and
contraindications for a DAIR procedure in acute PJIs as well
as risk factors for DAIR failure (as shown in Table 13).

However, it needs to be highlighted that results are often
inconsistent, and the impact of various factors on DAIR out-
comes is still unclear in the available literature. Addition-
ally, tremendous variability between studies regarding DAIR
indication (e.g. type of infection, definition of acute infec-
tion), study population, confounding factors (e.g. autoim-
mune disorders, cancer, age, sex, underlying diseases, medi-
cations), definition of treatment success and failure, length of
follow-up periods, spectrum of causing microorganisms, sur-
gical techniques, antimicrobial therapy, and number of per-
formed DAIRs was shown. Hence, the reported populations
were very heterogenous. Furthermore, most studies were ret-
rospectively designed, were underpowered due to the small
number of included cases, and gave limited insights into their
methodology. All this limits the strength of evidence and
complicates interpretation and comparison between studies.
Well-designed prospective enrolled studies and randomized
trials with standardized protocols are needed to optimize
indications and surgical techniques in the future. Machine
learning with the ability to learn from data input may also
help us to gain more knowledge about the important risk fac-
tors for DAIR failure and predictors of DAIR success in the
future. However, we tried our best to establish a list of indi-
cations and contraindications to achieve the optimal outcome
based on the currently available literature (Table 13).

Nevertheless, there may also be patients who do not fulfil
these criteria but could still be considered for a DAIR proce-
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Table 14. Important steps during a DAIR (debridement, antibiotics,
and implant retention) procedure.

Surgical technique

1. open arthrotomy
2. standardized deep tissue sampling (1 aspiration, 4–6 tissue samples)
3. adequate and standardized surgical debridement
4. removal of the mobile parts
5. stability testing of the prosthesis (well fixed)
6. second thorough debridement
7. irrigation
8. insertion of new mobile parts

dure. Patients with a chronic infection but at high risk and/or
for whom alternative surgical treatment options are unaccept-
able may also undergo a DAIR procedure. The high failure
rate in these patients (> 50 %) needs to be discussed in a
multidisciplinary team and with the patient. It is then seen
as bioburden reduction rather than infection eradication (no
curative intention). However, the benefits must be weighted
against the high failure rate and possible adverse effects of
this surgical intervention to find the optimal treatment strat-
egy for these patients.

We also want to emphasize that the final decision of the PJI
management is up to the treating multidisciplinary team (or-
thopaedic surgeon, ID physician, microbiologist, radiologist,
plastic surgeon) and the affected patient and should be made
on a case-by-case basis. Additionally, the implementation of
our recommendations may not be possible in all hospitals or
institutions. In such cases, a referral to a specialized infection
centre might be advisable.

We hope that this guideline may help reduce the reinfec-
tion rates as well as the physical, psychological, and eco-
nomic burden associated with PJI. We believe that a reason-
able outcome can be achieved with careful patient selection
(Table 13), a dedicated multidisciplinary team, and an appro-
priate surgical technique (Table 14).

Data availability. All data generated or analyzed in this position
paper are included in the published article.

Author contributions. SIK: substantial contribution to the de-
sign, literature review, statistical analysis, drafting the paper and re-
vising it critically. FT: substantial contribution to the design, litera-
ture review, drafting the paper and revising it critically. SR: substan-
tial contribution to the design, literature review, revising the draft
critically. SA: substantial contribution to the design, literature re-
view, revising the draft critically. MWJ: substantial contribution to
the design, literature review, revising the draft critically. CM: sub-
stantial contribution to the design, literature review, revising the
draft critically. TR: substantial contribution to the design, literature
review, revising the draft critically. WBM: substantial contribution
to the design, literature review, drafting the paper and revising it
critically.

Ethical statement. No ethical approval was needed because data
from previous published studies were retrieved and analysed.

Disclaimer. The journal and the editorial board members take
no responsibility for the content, and the views expressed in the
society guidelines may not necessarily reflect the views of the
journal and their editorial board members.

Publisher’s note: Copernicus Publications remains neutral
with regard to jurisdictional claims made in the text, published
maps, institutional affiliations, or any other geographical represen-
tation in this paper. While Copernicus Publications makes every
effort to include appropriate place names, the final responsibility
lies with the authors.

References

Abdi-Ali, A., Mohammadi-Mehr, M., and Agha Alaei, Y.: Bacte-
ricidal activity of various antibiotics against biofilm-producing
Pseudomonas aeruginosa, Int. J. Aantimicrob. Agents, 27, 196–
200, https://doi.org/10.1016/j.ijantimicag.2005.10.007, 2006.

Aiken, S. S., Cooper, J. J., Florance, H., Robinson, M. T.,
and Michell, S.: Local release of antibiotics for surgical
site infection management using high-purity calcium sul-
fate: an in vitro elution study, Surg. Infect., 16, 54–61,
https://doi.org/10.1089/sur.2013.162, 2015.

Alvand, A., Grammatopoulos, G., de Vos, F., Scarborough, M.,
Kendrick, B., Price, A., Gundle, R., Whitwell, D., Jackson,
W., Taylor, A., and Gibbons, C.: Clinical Outcome of Mas-
sive Endoprostheses Used for Managing Periprosthetic Joint In-
fections of the Hip and Knee, J. Arthroplast., 33, 829–834,
https://doi.org/10.1016/j.arth.2017.09.046, 2018.

Annane, D., Aegerter, P., Jars-Guincestre, M. C., and Guidet,
B.: Current epidemiology of septic shock: the CUB-Réa
Network, Am. J. Respirat. Crit. Care Med., 168, 165–172,
https://doi.org/10.1164/rccm.2201087, 2003.

Argenson, J. N., Arndt, M., Babis, G., Battenberg, A., Bud-
hiparama, N., Catani, F., Chen, F., de Beaubien, B., Ebied, A.,
Esposito, S., Ferry, C., Flores, H., Giorgini, A., Hansen, E., Her-
nugrahanto, K. D., Hyonmin, C., Kim, T. K., Koh, I. J., Kom-
nos, G., Lausmann, C., Loloi, J., Lora-Tamayo, J., Lumban-
Gaol, I., Mahyudin, F., Mancheno-Losa, M., Marculescu, C.,
Marei, S., Martin, K. E., Meshram, P., Paprosky, W. G., Poult-
sides, L., Saxena, A., Schwechter, E., Shah, J., Shohat, N.,
Sierra, R. J., Soriano, A., Stefánsdóttir, A., Suleiman, L. I., Tay-
lor, A., Triantafyllopoulos, G. K., Utomo, D. N., Warren, D.,
Whiteside, L., Wouthuyzen-Bakker, M., Yombi, J., and Zmis-
towski, B.: Hip and Knee Section, Treatment, Debridement
and Retention of Implant: Proceedings of International Con-
sensus on Orthopedic Infections, J. Arthroplast., 34, 399–419,
https://doi.org/10.1016/j.arth.2018.09.025, 2019.

Asokan, A., Ibrahim, M. S., Thompson, J. W., and Had-
dad, F. S.: Debridement, antibiotics, and implant reten-
tion in non-oncological femoral megaprosthesis infections:
minimum 5 year follow-up, J. Exp. Orthopaed., 9, 32,
https://doi.org/10.1186/s40634-022-00469-9, 2022.

J. Bone Joint Infect., 10, 101–138, 2025 https://doi.org/10.5194/jbji-10-101-2025

https://doi.org/10.1016/j.ijantimicag.2005.10.007
https://doi.org/10.1089/sur.2013.162
https://doi.org/10.1016/j.arth.2017.09.046
https://doi.org/10.1164/rccm.2201087
https://doi.org/10.1016/j.arth.2018.09.025
https://doi.org/10.1186/s40634-022-00469-9


I. K. Sigmund et al.: DAIR as curative strategy for acute periprosthetic hip and knee infections 131

Azzam, K. A., Seeley, M., Ghanem, E., Austin, M. S.,
Purtill, J. J., and Parvizi, J.: Irrigation and debridement
in the management of prosthetic joint infection: tradi-
tional indications revisited, J. Arthroplast., 25, 1022–1027,
https://doi.org/10.1016/j.arth.2010.01.104, 2010.

Bartsch, A., Krenn, P., Lubberts, B., Morgenstern, M., Pagen-
stert, G., and Clauss, M.: Management of acute periprosthetic
knee infection: a comparison of arthroscopic and open de-
bridement, Arch. Orthopaed. Traumat. Surg., 143, 4309–4316,
https://doi.org/10.1007/s00402-023-04782-5, 2023.

Becker, A., Kreitmann, L., Triffaut-Fillit, C., Valour, F., Mabrut,
E., Forestier, E., Lesens, O., Cazorla, C., Descamps, S., Boyer,
B., Chidiac, C., Lustig, S., Montbarbon, E., Batailler, C.,
and Ferry, T.: Duration of rifampin therapy is a key deter-
minant of improved outcomes in early-onset acute prosthetic
joint infection due to Staphylococcus treated with a debride-
ment, antibiotics and implant retention (DAIR): a retrospective
multicenter study in France, J. Bone Joint Infect., 5, 28–34,
https://doi.org/10.7150/jbji.40333, 2020.

Bedair, H. S., Katakam, A., Bedeir, Y. H., Yeroushalmi, D., and
Schwarzkopf, R.: A decision analysis of treatment strategies for
acute periprosthetic joint infection: Early irrigation and debride-
ment versus delayed treatment based on organism, J. Orthopaed.,
22, 246–250, https://doi.org/10.1016/j.jor.2020.04.003, 2020.

Beldman, M., Löwik, C., Soriano, A., Albiach, L., Zijlstra, W.
P., Knobben, B. A. S., Jutte, P., Sousa, R., Carvalho, A.,
Goswami, K., Parvizi, J., Belden, K. A., and Wouthuyzen-
Bakker, M.: If, When, and How to Use Rifampin in Acute
Staphylococcal Periprosthetic Joint Infections, a Multicen-
tre Observational Study, Clin. Infect. Dis., 73, 1634–1641,
https://doi.org/10.1093/cid/ciab426, 2021.

Bernard, L., Arvieux, C., Brunschweiler, B., Touchais, S., Ansart,
S., Bru, J. P., Oziol, E., Boeri, C., Gras, G., Druon, J., Rosset,
P., Senneville, E., Bentayeb, H., Bouhour, D., Le Moal, G., Mi-
chon, J., Aumaître, H., Forestier, E., Laffosse, J. M., Begué, T.,
Chirouze, C., Dauchy, F. A., Devaud, E., Martha, B., Burgot, D.,
Boutoille, D., Stindel, E., Dinh, A., Bemer, P., Giraudeau, B., Is-
sartel, B., and Caille, A.: Antibiotic Therapy for 6 or 12 Weeks
for Prosthetic Joint Infection, N. Engl. J. Med., 384, 1991–2001,
https://doi.org/10.1056/NEJMoa2020198, 2021.

Bernaus, M., Auñón-Rubio, Á., Monfort-Mira, M., Arteagoitia-
Colino, I., Martínez-Ros, J., Castellanos, J., Lamo-Espinosa,
J. M., Argüelles, F., Veloso, M., Gómez García, L., Cre-
spo, F. A., Sánchez-Fernández, J., Murias-Álvarez, J., Martí-
Garín, D., Hernández-González, N., Villarejo-Fernández, B.,
Valero-Cifuentes, G., Hernández-Torres, A., Molina-González,
J., Coifman-Lucena, I., Esteban-Moreno, J., Demaria, P., Esteve-
Palau, E., Del Pozo, J. L., Suárez, Á., Carmona-Torre, F., Darás,
Á., Baeza, J., and Font-Vizcarra, L.: Risk Factors of DAIR Fail-
ure and Validation of the KLIC Score: A Multicenter Study of
Four Hundred Fifty-Five Patients, Surg. Infect., 23, 280–287,
https://doi.org/10.1089/sur.2021.320, 2022.

Brandt, C. M., Sistrunk, W. W., Duffy, M. C., Hanssen, A. D.,
Steckelberg, J. M., Ilstrup, D. M., and Osmon, D. R.: Staphy-
lococcus aureus prosthetic joint infection treated with debride-
ment and prosthesis retention, Clin. Infect. Dis., 24, 914–919,
https://doi.org/10.1093/clinids/24.5.914, 1997.

Bruyninckx, S., Metsemakers, W. J., Depypere, M., Henckaerts,
L., van den Hout, E., Onsea, J., Ghijselings, S., and Vles, G.

F.: Local antibiotic delivery via intra-articular catheter infusion
for the treatment of periprosthetic joint infection: a system-
atic review, Arch. Orthopaed. Traumat. Surg., 144, 5177–5189,
https://doi.org/10.1007/s00402-024-05341-2, 2024.

Bryan, A. J., Abdel, M. P., Sanders, T. L., Fitzgerald, S. F., Hanssen,
A. D., and Berry, D. J.: Irrigation and Debridement with Compo-
nent Retention for Acute Infection After Hip Arthroplasty: Im-
proved Results with Contemporary Management, J. Bone Joint
Surg., 99, 2011–2018, https://doi.org/10.2106/jbjs.16.01103,
2017.

Byren, I., Bejon, P., Atkins, B. L., Angus, B., Masters, S.,
McLardy-Smith, P., Gundle, R., and Berendt, A.: One hun-
dred and twelve infected arthroplasties treated with ‘DAIR’ (de-
bridement, antibiotics and implant retention): antibiotic dura-
tion and outcome, J. Antimicrob. Chemother., 63, 1264–1271,
https://doi.org/10.1093/jac/dkp107, 2009.

Chaiyakit, P., Meknavin, S., Hongku, N., and Onklin, I.: De-
bridement, antibiotics, and implant retention combined with
direct intra-articular antibiotic infusion in patients with acute
hematogenous periprosthetic joint infection of the knee, BMC
Musculoskelet. Disord., 22, 557, https://doi.org/10.1186/s12891-
021-04451-x, 2021.

Chalmers, B. P., Kapadia, M., Chiu, Y. F., Miller, A. O., Henry,
M. W., Lyman, S., and Carli, A. V.: Accuracy of Predictive Al-
gorithms in Total Hip and Knee Arthroplasty Acute Peripros-
thetic Joint Infections Treated With Debridement, Antibiotics,
and Implant Retention (DAIR), J. Arthroplast., 36, 2558–2566,
https://doi.org/10.1016/j.arth.2021.02.039, 2021.

Chang, M. J., Ro, D. H., Kim, T. W., Lee, Y. S., Han, H. S.,
Chang, C. B., Kang, S. B., and Lee, M. C.: Worse outcome of de-
bridement, antibiotics, and implant retention in acute hematoge-
nous infections than in postsurgical infections after total knee
arthroplasty: a multicenter study, Knee Surg. Relat. Res., 34, 38,
https://doi.org/10.1186/s43019-022-00165-z, 2022.

Chang, R. W., Pellisier, J. M., and Hazen, G. B.: A cost-
effectiveness analysis of total hip arthroplasty for osteoarthritis
of the hip, J. Am. Med. Assoc., 275, 858–865, 1996.

Chaussade, H., Uçkay, I., Vuagnat, A., Druon, J., Gras, G., Ros-
set, P., Lipsky, B. A., and Bernard, L.: Antibiotic therapy du-
ration for prosthetic joint infections treated by Debridement
and Implant Retention (DAIR): Similar long-term remission for
6 weeks as compared to 12 weeks, Int. J. Infect. Dis., 63, 37–42,
https://doi.org/10.1016/j.ijid.2017.08.002, 2017.

Clauss, M., Hunkeler, C., Manzoni, I., and Sendi, P.: Debridement,
Antibiotics and Implant Retention for Hip Periprosthetic Joint
Infection: Analysis of Implant Survival after Cure of Infection, J.
Bone Joint Infect., 5, 35–42, https://doi.org/10.7150/jbji.40924,
2020.

Cobo, J., Miguel, L. G., Euba, G., Rodríguez, D., García-Lechuz, J.
M., Riera, M., Falgueras, L., Palomino, J., Benito, N., del Toro,
M. D., Pigrau, C., and Ariza, J.: Early prosthetic joint infec-
tion: outcomes with debridement and implant retention followed
by antibiotic therapy, Clin. Microbiol. Infect., 17, 1632–1637,
https://doi.org/10.1111/j.1469-0691.2010.03333.x, 2011.

Cooper, J. J., Florance, H., McKinnon, J. L., Laycock, P. A., and
Aiken, S. S.: Elution profiles of tobramycin and vancomycin
from high-purity calcium sulphate beads incubated in a range
of simulated body fluids, J. Biomateri. Appl., 31, 357–365,
https://doi.org/10.1177/0885328216663392, 2016.

https://doi.org/10.5194/jbji-10-101-2025 J. Bone Joint Infect., 10, 101–138, 2025

https://doi.org/10.1016/j.arth.2010.01.104
https://doi.org/10.1007/s00402-023-04782-5
https://doi.org/10.7150/jbji.40333
https://doi.org/10.1016/j.jor.2020.04.003
https://doi.org/10.1093/cid/ciab426
https://doi.org/10.1056/NEJMoa2020198
https://doi.org/10.1089/sur.2021.320
https://doi.org/10.1093/clinids/24.5.914
https://doi.org/10.1007/s00402-024-05341-2
https://doi.org/10.2106/jbjs.16.01103
https://doi.org/10.1093/jac/dkp107
https://doi.org/10.1186/s12891-021-04451-x
https://doi.org/10.1186/s12891-021-04451-x
https://doi.org/10.1016/j.arth.2021.02.039
https://doi.org/10.1186/s43019-022-00165-z
https://doi.org/10.1016/j.ijid.2017.08.002
https://doi.org/10.7150/jbji.40924
https://doi.org/10.1111/j.1469-0691.2010.03333.x
https://doi.org/10.1177/0885328216663392


132 I. K. Sigmund et al.: DAIR as curative strategy for acute periprosthetic hip and knee infections

Davies, D.: Understanding biofilm resistance to antibacte-
rial agents, Nature reviews, Drug Discov., 2, 114–122,
https://doi.org/10.1038/nrd1008, 2003.

Davis, J. S., Metcalf, S., Clark, B., Robinson, J. O., Huggan, P.,
Luey, C., McBride, S., Aboltins, C., Nelson, R., Campbell, D.,
Solomon, L. B., Schneider, K., Loewenthal, M. R., Yates, P.,
Athan, E., Cooper, D., Rad, B., Allworth, T., Reid, A., Read, K.,
Leung, P., Sud, A., Nagendra, V., Chean, R., Lemoh, C., Mutal-
ima, N., Tran, T., Grimwade, K., Sehu, M., Looke, D., Torda, A.,
Aung, T., Graves, S., Paterson, D. L., and Manning, L.: Predic-
tors of Treatment Success After Periprosthetic Joint Infection:
24-Month Follow up From a Multicenter Prospective Observa-
tional Cohort Study of 653 Patients, Open Forum Infect. Dis., 9,
ofac048, https://doi.org/10.1093/ofid/ofac048, 2022.

De Meo, D., Martini, P., Pennarola, M. F., Guarascio, G., Ri-
vano Capparuccia, M., Iaiani, G., Candela, V., Gumina, S., and
Villani, C.: Hydrogel Coating versus Calcium Sulphate Beads as
a Local Antibiotic Carrier for Debridement Procedures in Acute
Periprosthetic Joint Infection: A Preliminary Study, Gels, 9, 758,
https://doi.org/10.3390/gels9090758, 2023.

Deng, W., Li, R., Shao, H., Yu, B., Chen, J., and Zhou, Y.: Compari-
son of the success rate after debridement, antibiotics and implant
retention (DAIR) for periprosthetic joint infection among pa-
tients with or without a sinus tract, BMC Musculoskelet. Disord.,
22, 895, https://doi.org/10.1186/s12891-021-04756-x, 2021.

Di Bonaventura, G., Spedicato, I., D’Antonio, D., Robuffo, I., and
Piccolomini, R.: Biofilm formation by Stenotrophomonas
maltophilia: modulation by quinolones, trimethoprim-
sulfamethoxazole, and ceftazidime, Antimicrob. Agents
Chemother., 48, 151–160, https://doi.org/10.1128/aac.48.1.151-
160.2004, 2004.

Dudareva, M., Barrett, L., Figtree, M., Scarborough, M., Watan-
abe, M., Newnham, R., Wallis, R., Oakley, S., Kendrick,
B., Stubbs, D., McNally, M. A., Bejon, P., Atkins, B. A.,
Taylor, A., and Brent, A. J.: Sonication versus tissue sam-
pling for diagnosis of prosthetic joint and other orthopaedic
device-related infections, J. Clin. Microbiol., 56, e00688-18,
https://doi.org/10.1128/jcm.00688-18, 2018.

Dusane, D. H., Brooks, J. R., Sindeldecker, D., Peters, C. W., Li, A.,
Farrar, N. R., Diamond, S. M., Knecht, C. S., Plaut, R. D., Delury,
C., Aiken, S. S., Laycock, P. A., Sullivan, A., Granger, J. F., and
Stoodley, P.: Complete Killing of Agar Lawn Biofilms by Sys-
tematic Spacing of Antibiotic-Loaded Calcium Sulfate Beads,
Materials, 12, 4052, https://doi.org/10.3390/ma12244052, 2019.

Dx Duffy, S., Ahearn, N., Darley, E. S., Porteous, A. J., Murray, J.
R., and Howells, N. R.: Analysis Of The KLIC-score; An Out-
come Predictor Tool For Prosthetic Joint Infections Treated With
Debridement, Antibiotics And Implant Retention, J. Bone Joint
Infect., 3, 150–155, https://doi.org/10.7150/jbji.21846, 2018.

Dzaja, I., Howard, J., Somerville, L., and Lanting, B.: Functional
outcomes of acutely infected knee arthroplasty: a comparison of
different surgical treatment options, Can. J. Surg., 58, 402–407,
https://doi.org/10.1503/cjs.017614, 2015.

El Helou, O. C., Berbari, E. F., Lahr, B. D., Eckel-Passow, J. E.,
Razonable, R. R., Sia, I. G., Virk, A., Walker, R. C., Steckel-
berg, J. M., Wilson, W. R., Hanssen, A. D., and Osmon, D. R.:
Efficacy and safety of rifampin containing regimen for staphylo-
coccal prosthetic joint infections treated with debridement and

retention, Euro. J. Clin. Mcrobiol. Infect. Dis., 29, 961–967,
https://doi.org/10.1007/s10096-010-0952-9, 2010.

Eriksson, H. K., Lazarinis, S., Järhult, J. D., and Hailer, N.
P.: Early Staphylococcal Periprosthetic Joint Infection (PJI)
Treated with Debridement, Antibiotics, and Implant Reten-
tion (DAIR): Inferior Outcomes in Patients with Staphy-
lococci Resistant to Rifampicin, Antibiotics, 12, 1589,
https://doi.org/10.3390/antibiotics12111589, 2023.

Ethgen, O., Bruyère, O., Richy, F., Dardennes, C., and Re-
ginster, J. Y.: Health-related quality of life in total hip
and total knee arthroplasty. A qualitative and systematic re-
view of the literature, J. Bone Joint Surg., 86, 963–974,
https://doi.org/10.2106/00004623-200405000-00012, 2004.

Everhart, J. S., Altneu, E., and Calhoun, J. H.: Medical comor-
bidities are independent preoperative risk factors for surgical
infection after total joint arthroplasty, Clin. Orthopaed. Re-
lat. Res., 471, 3112–3119, https://doi.org/10.1007/s11999-013-
2923-9, 2013.

Ferry, T., Kolenda, C., Batailler, C., Gustave, C. A., Lustig, S.,
Malatray, M., Fevre, C., Josse, J., Petitjean, C., Chidiac, C.,
Leboucher, G., and Laurent, F.: Phage Therapy as Adjuvant to
Conservative Surgery and Antibiotics to Salvage Patients With
Relapsing S. aureus Prosthetic Knee Infection, Front. Med., 7,
570572, https://doi.org/10.3389/fmed.2020.570572, 2020.

Ferry, T., Batailler, C., Souche, A., Cassino, C., Chidiac, C., Per-
point, T., le Corvaisier, C., Josse, J., Gaillard, R., Roger, J.,
Kolenda, C., Lustig, S., and Laurent, F.: Arthroscopic “Debride-
ment and Implant Retention” With Local Administration of Exe-
bacase (Lysin CF-301) Followed by Suppressive Tedizolid as
Salvage Therapy in Elderly Patients for Relapsing Multidrug-
Resistant S. epidermidis Prosthetic Knee Infection, Front. Med.,
8, 550853, https://doi.org/10.3389/fmed.2021.550853, 2021.

Ferry, T., Onsea, J., Roussel-Gaillard, T., Batailler, C., Moriarty, T.
F., and Metsemakers, W. J.: Bacteriophage therapy in muscu-
loskeletal infections: from basic science to clinical application,
EFORT Open Rev., 9, 339–348, https://doi.org/10.1530/eor-24-
0042, 2024.

Fink, B., Schuster, P., Schwenninger, C., Frommelt, L., and Ore-
mek, D.: A Standardized Regimen for the Treatment of Acute
Postoperative Infections and Acute Hematogenous Infections
Associated With Hip and Knee Arthroplasties, Jo. Arthroplast.,
32, 1255–1261, https://doi.org/10.1016/j.arth.2016.10.011,
2017.

Fischbacher, A., Peltier, K., and Borens, O.: Economic Analysis
in a Diagnosis Related Groups System for Two-stage Exchange
of Prosthetic-joint Infections, J. Bone Joint Infect., 3, 249–254,
https://doi.org/10.7150/jbji.26146, 2018.

Flierl, M. A., Culp, B. M., Okroj, K. T., Springer, B. D., Levine,
B. R., and Della Valle, C. J.: Poor Outcomes of Irrigation
and Debridement in Acute Periprosthetic Joint Infection With
Antibiotic-Impregnated Calcium Sulfate Beads, J. Arthroplast.,
32, 2505–2507, https://doi.org/10.1016/j.arth.2017.03.051,
2017.

Garvin, K. L. and Hanssen, A. D.: Infection after total hip arthro-
plasty. Past, present, and future, J. Bone Joint Surg., 77, 1576–
1588, 1995.

Gerritsen, M., Khawar, A., Scheper, H., van der Wal, R., Schoones,
J., de Boer, M., Nelissen, R., and Pijls, B.: Modular component
exchange and outcome of DAIR for hip and knee periprosthetic

J. Bone Joint Infect., 10, 101–138, 2025 https://doi.org/10.5194/jbji-10-101-2025

https://doi.org/10.1038/nrd1008
https://doi.org/10.1093/ofid/ofac048
https://doi.org/10.3390/gels9090758
https://doi.org/10.1186/s12891-021-04756-x
https://doi.org/10.1128/aac.48.1.151-160.2004
https://doi.org/10.1128/aac.48.1.151-160.2004
https://doi.org/10.1128/jcm.00688-18
https://doi.org/10.3390/ma12244052
https://doi.org/10.7150/jbji.21846
https://doi.org/10.1503/cjs.017614
https://doi.org/10.1007/s10096-010-0952-9
https://doi.org/10.3390/antibiotics12111589
https://doi.org/10.2106/00004623-200405000-00012
https://doi.org/10.1007/s11999-013-2923-9
https://doi.org/10.1007/s11999-013-2923-9
https://doi.org/10.3389/fmed.2020.570572
https://doi.org/10.3389/fmed.2021.550853
https://doi.org/10.1530/eor-24-0042
https://doi.org/10.1530/eor-24-0042
https://doi.org/10.1016/j.arth.2016.10.011
https://doi.org/10.7150/jbji.26146
https://doi.org/10.1016/j.arth.2017.03.051


I. K. Sigmund et al.: DAIR as curative strategy for acute periprosthetic hip and knee infections 133

joint infection: a systematic review and meta-regression anal-
ysis, Bone Jt. Open, 2, 806–812, https://doi.org/10.1302/2633-
1462.210.Bjo-2021-0090.R1, 2021.

Grammatopoulos, G., Bolduc, M. E., Atkins, B. L., Kendrick,
B. J. L., McLardy-Smith, P., Murray, D. W., Gundle, R., and
Taylor, A. H.: Functional outcome of debridement, antibiotics
and implant retention in periprosthetic joint infection involv-
ing the hip: a case-control study, Bone Joint J., 99b, 614–
622, https://doi.org/10.1302/0301-620x.99b5.Bjj-2016-0562.R2,
2017a.

Grammatopoulos, G., Kendrick, B., McNally, M., Athanasou,
N. A., Atkins, B., McLardy-Smith, P., Taylor, A., and
Gundle, R.: Outcome Following Debridement, Antibiotics,
and Implant Retention in Hip Periprosthetic Joint Infection
– An 18-Year Experience, J. Arthroplast., 32, 2248–2255,
https://doi.org/10.1016/j.arth.2017.02.066, 2017b.

Gundtoft, P. H., Overgaard, S., Schønheyder, H. C., Møller,
J. K., Kjærsgaard-Andersen, P., and Pedersen, A. B.: The
“true” incidence of surgically treated deep prosthetic joint
infection after 32,896 primary total hip arthroplasties: a
prospective cohort study, Acta Orthopaed., 86, 326–334,
https://doi.org/10.3109/17453674.2015.1011983, 2015.

Haddad, F. S., Ngu, A., and Negus, J. J.: Prosthetic Joint Infec-
tions and Cost Analysis?, Adv. Exp. Med. Biol., 971, 93–100,
https://doi.org/10.1007/5584_2016_155, 2017.

Hamad, C., Chowdhry, M., Sindeldecker, D., Bernthal, N. M.,
Stoodley, P., and McPherson, E. J.: Adaptive antimicro-
bial resistance, a description of microbial variants, and their
relevance to periprosthetic joint infection, Bone Joint J.,
104b, 575–580, https://doi.org/10.1302/0301-620x.104b5.Bjj-
2021-1759.R1, 2022.

Holmberg, A., Thórhallsdóttir, V. G., Robertsson, O., A, W.
D., and Stefánsdóttir, A.: 75 % success rate after open de-
bridement, exchange of tibial insert, and antibiotics in knee
prosthetic joint infections, Acta Orthopaed., 86, 457–462,
https://doi.org/10.3109/17453674.2015.1026756, 2015.

Huang, D. B., Brothers, K. M., Mandell, J. B., Taguchi, M., Alexan-
der, P. G., Parker, D. M., Shinabarger, D., Pillar, C., Mor-
rissey, I., Hawser, S., Ghahramani, P., Dobbins, D., Pachuda,
N., Montelaro, R., Steckbeck, J. D., and Urish, K. L.: En-
gineered peptide PLG0206 overcomes limitations of a chal-
lenging antimicrobial drug class, PloS One, 17, e0274815,
https://doi.org/10.1371/journal.pone.0274815, 2022.

Huotari, K., Peltola, M., and Jämsen, E.: The incidence of late
prosthetic joint infections: a registry-based study of 112,708 pri-
mary hip and knee replacements, Acta Orthopaed., 86, 321–325,
https://doi.org/10.3109/17453674.2015.1035173, 2015.

ICM: Part II Hip and Knee, https://icmphilly.com/
wp-content/uploads/2018/11/Hip-and-Knee.pdf (last access:
21 March 2025), 2018.

Jaberi, F. M., Parvizi, J., Haytmanek, C. T., Joshi, A., and Purtill,
J.: Procrastination of wound drainage and malnutrition affect the
outcome of joint arthroplasty, Clin. Orthopaed. Relat. Res., 466,
1368–1371, https://doi.org/10.1007/s11999-008-0214-7, 2008.

Jacobs, A. M. E., Valkering, L. J. J., Bénard, M., Meis, J. F., and
Goosen, J. H. M.: Evaluation One Year after DAIR Treatment
in 91 Suspected Early Prosthetic Joint Infections in Primary
Knee and Hip Arthroplasty, J. Bone Joint Infect., 4, 238–244,
https://doi.org/10.7150/jbji.37757, 2019.

Jiménez-Garrido, C., Gómez-Palomo, J. M., Rodríguez-Delourme,
I., Durán-Garrido, F. J., Nuño-Álvarez, E., and Montañez-
Heredia, E.: The Kidney, Liver, Index surgery and C re-
active protein score is a predictor of treatment response in
acute prosthetic joint infection, Int. Oorthopaed., 42, 33–38,
https://doi.org/10.1007/s00264-017-3670-4, 2018.

Johns, B. P., Loewenthal, M. R., Davis, J. S., and Dewar, D. C.:
Open Debridement is Superior to Arthroscopic Debridement for
the Infected Total Knee Arthroplasty, J. Arthroplast., 35, 3716–
3723, https://doi.org/10.1016/j.arth.2020.06.039, 2020.

Kallala, R. and Haddad, F. S.: Hypercalcaemia following the use
of antibiotic-eluting absorbable calcium sulphate beads in revi-
sion arthroplasty for infection, Bone Joint J., 97b, 1237–1241,
https://doi.org/10.1302/0301-620x.97b9.34532, 2015.

Kallala, R., Harris, W. E., Ibrahim, M., Dipane, M., and McPher-
son, E.: Use of Stimulan absorbable calcium sulphate beads in
revision lower limb arthroplasty: Safety profile and complication
rates, Bone Joint Res., 7, 570–579, https://doi.org/10.1302/2046-
3758.710.Bjr-2017-0319.R1, 2018.

Karczewski, D., Winkler, T., Renz, N., Trampuz, A., Lieb, E., Perka,
C., and Muller, M.: A standardized interdisciplinary algorithm
for the treatment of prosthetic joint infections, Bone Joint J.,
101b, 132–139, https://doi.org/10.1302/0301-620x.101b2.Bjj-
2018-1056.R1, 2019.

Katakam, A., Melnic, C. M., and Bedair, H. S.: Morbid
Obesity Is a Risk Factor for Infection Recurrence Fol-
lowing Debridement, Antibiotics, and Implant Retention for
Periprosthetic Joint Infection, J. Arthroplast., 35, 3710–3715,
https://doi.org/10.1016/j.arth.2020.07.005, 2020a.

Katakam, A., Melnic, C. M., and Bedair, H. S.: Dual Surgi-
cal Setup May Improve Infection Control Rate of Debride-
ment and Implant Retention Procedures for Periprosthetic In-
fections of the Hip and Knee, J. Arthroplast., 35, 2590–2594,
https://doi.org/10.1016/j.arth.2020.04.068, 2020b.

Katz, J. N., Arant, K. R., and Loeser, R. F.: Diagnosis and Treatment
of Hip and Knee Osteoarthritis: A Review, J. Am. Med. Assoc.,
325, 568–578, https://doi.org/10.1001/jama.2020.22171, 2021.

Knecht, C. S., Moley, J. P., McGrath, M. S., Granger, J. F.,
Stoodley, P., and Dusane, D. H.: Antibiotic loaded calcium sul-
fate bead and pulse lavage eradicates biofilms on metal im-
plant materials in vitro, J. Orthopaed. Res., 36, 2349–2354,
https://doi.org/10.1002/jor.23903, 2018.

Knoll, L., Steppacher, S. D., Furrer, H., Thurnheer-Zürcher, M.
C., and Renz, N.: High treatment failure rate in haematogenous
compared to non-haematogenous periprosthetic joint infection,
Bone Joint J., 105b, 1294–1302, https://doi.org/10.1302/0301-
620x.105b12.Bjj-2023-0454.R1, 2023.

Koh, I. J., Han, S. B., In, Y., Oh, K. J., Lee, D. H., and Kim, T.
K.: Open debridement and prosthesis retention is a viable treat-
ment option for acute periprosthetic joint infection after total
knee arthroplasty, Arch. Orthopaed. Traumati. Surg., 135, 847–
855, https://doi.org/10.1007/s00402-015-2237-3, 2015.

Kruse, C. C., Ekhtiari, S., Oral, I., Selznick, A., Mundi, R.,
Chaudhry, H., Pincus, D., Wolfstadt, J., and Kandel, C. E.: The
Use of Rifampin in Total Joint Arthroplasty: A Systematic Re-
view and Meta-Analysis of Comparative Studies, J. Arthroplast.,
37, 1650–1657, https://doi.org/10.1016/j.arth.2022.03.072,
2022.

https://doi.org/10.5194/jbji-10-101-2025 J. Bone Joint Infect., 10, 101–138, 2025

https://doi.org/10.1302/2633-1462.210.Bjo-2021-0090.R1
https://doi.org/10.1302/2633-1462.210.Bjo-2021-0090.R1
https://doi.org/10.1302/0301-620x.99b5.Bjj-2016-0562.R2
https://doi.org/10.1016/j.arth.2017.02.066
https://doi.org/10.3109/17453674.2015.1011983
https://doi.org/10.1007/5584_2016_155
https://doi.org/10.1302/0301-620x.104b5.Bjj-2021-1759.R1
https://doi.org/10.1302/0301-620x.104b5.Bjj-2021-1759.R1
https://doi.org/10.3109/17453674.2015.1026756
https://doi.org/10.1371/journal.pone.0274815
https://doi.org/10.3109/17453674.2015.1035173
https://icmphilly.com/wp-content/uploads/2018/11/Hip-and-Knee.pdf
https://icmphilly.com/wp-content/uploads/2018/11/Hip-and-Knee.pdf
https://doi.org/10.1007/s11999-008-0214-7
https://doi.org/10.7150/jbji.37757
https://doi.org/10.1007/s00264-017-3670-4
https://doi.org/10.1016/j.arth.2020.06.039
https://doi.org/10.1302/0301-620x.97b9.34532
https://doi.org/10.1302/2046-3758.710.Bjr-2017-0319.R1
https://doi.org/10.1302/2046-3758.710.Bjr-2017-0319.R1
https://doi.org/10.1302/0301-620x.101b2.Bjj-2018-1056.R1
https://doi.org/10.1302/0301-620x.101b2.Bjj-2018-1056.R1
https://doi.org/10.1016/j.arth.2020.07.005
https://doi.org/10.1016/j.arth.2020.04.068
https://doi.org/10.1001/jama.2020.22171
https://doi.org/10.1002/jor.23903
https://doi.org/10.1302/0301-620x.105b12.Bjj-2023-0454.R1
https://doi.org/10.1302/0301-620x.105b12.Bjj-2023-0454.R1
https://doi.org/10.1007/s00402-015-2237-3
https://doi.org/10.1016/j.arth.2022.03.072


134 I. K. Sigmund et al.: DAIR as curative strategy for acute periprosthetic hip and knee infections

Kuiper, J. W., Vos, S. J., Saouti, R., Vergroesen, D. A., Graat, H. C.,
Debets-Ossenkopp, Y. J., Peters, E. J., and Nolte, P. A.: Prosthetic
joint-associated infections treated with DAIR (debridement, an-
tibiotics, irrigation, and retention): analysis of risk factors and
local antibiotic carriers in 91 patients, Acta Orthopaed., 84, 380–
386, https://doi.org/10.3109/17453674.2013.823589, 2013.

Kunutsor, S. K., Beswick, A. D., Whitehouse, M. R., Wylde, V.,
and Blom, A. W.: Debridement, antibiotics and implant reten-
tion for periprosthetic joint infections: A systematic review and
meta-analysis of treatment outcomes, J. Infect., 77, 479–488,
https://doi.org/10.1016/j.jinf.2018.08.017, 2018.

Kurtz, S., Ong, K., Lau, E., Mowat, F., and Halpern, M.: Projec-
tions of primary and revision hip and knee arthroplasty in the
United States from 2005 to 2030, J. Bone Joint Surg., 89, 780–
785, https://doi.org/10.2106/jbjs.F.00222, 2007.

Kurtz, S. M., Ong, K. L., Lau, E., Bozic, K. J., Berry, D., and
Parvizi, J.: Prosthetic joint infection risk after TKA in the
Medicare population, Clin. Orthopaed. Relat. Res., 468, 52–56,
https://doi.org/10.1007/s11999-009-1013-5, 2010.

Kurtz, S. M., Lau, E. C., Son, M. S., Chang, E. T., Zimmerli, W., and
Parvizi, J.: Are We Winning or Losing the Battle With Peripros-
thetic Joint Infection: Trends in Periprosthetic Joint Infection and
Mortality Risk for the Medicare Population, J. Arthroplast., 33,
3238–3245, https://doi.org/10.1016/j.arth.2018.05.042, 2018.

Kusejko, K., Auñón, Á., Jost, B., Natividad, B., Strahm, C., Thurn-
heer, C., Pablo-Marcos, D., Slama, D., Scanferla, G., Uckay,
I., Waldmann, I., Esteban, J., Lora-Tamayo, J., Clauss, M.,
Fernandez-Sampedro, M., Wouthuyzen-Bakker, M., Ferrari, M.
C., Gassmann, N., Sendi, P., Jent, P., Morand, P. C., Vijayvargiya,
P., Trebše, R., Patel, R., Kouyos, R. D., Corvec, S., Kramer, T. S.,
Stadelmann, V. A., and Achermann, Y.: The Impact of Surgical
Strategy and Rifampin on Treatment Outcome in Cutibacterium
Periprosthetic Joint Infections, Clin. Infect. Dis., 72, e1064–
e1073, https://doi.org/10.1093/cid/ciaa1839, 2021.

Lavernia, C. J., Guzman, J. F., and Gachupin-Garcia, A.: Cost effec-
tiveness and quality of life in knee arthroplasty, Clin. Orthopaed.
Relat. Res., 345, 134–139, 1997.

Learmonth, I. D., Young, C., and Rorabeck, C.: The operation
of the century: total hip replacement, Lancet, 370, 1508–1519,
https://doi.org/10.1016/s0140-6736(07)60457-7, 2007.

Lebeaux, D., Ghigo, J. M., and Beloin, C.: Biofilm-related
infections: bridging the gap between clinical manage-
ment and fundamental aspects of recalcitrance toward
antibiotics, Microbiol. Molec. Biolo. Rev., 78, 510–543,
https://doi.org/10.1128/mmbr.00013-14, 2014.

Li, H. K., Rombach, I., Zambellas, R., Walker, A. S., McNally, M.
A., Atkins, B. L., Lipsky, B. A., Hughes, H. C., Bose, D., Kümin,
M., Scarborough, C., Matthews, P. C., Brent, A. J., Lomas, J.,
Gundle, R., Rogers, M., Taylor, A., Angus, B., Byren, I., Berendt,
A. R., Warren, S., Fitzgerald, F. E., Mack, D. J. F., Hopkins, S.,
Folb, J., Reynolds, H. E., Moore, E., Marshall, J., Jenkins, N.,
Moran, C. E., Woodhouse, A. F., Stafford, S., Seaton, R. A., Val-
lance, C., Hemsley, C. J., Bisnauthsing, K., Sandoe, J. A. T., Ag-
garwal, I., Ellis, S. C., Bunn, D. J., Sutherland, R. K., Barlow,
G., Cooper, C., Geue, C., McMeekin, N., Briggs, A. H., Sendi,
P., Khatamzas, E., Wangrangsimakul, T., Wong, T. H. N., Bar-
rett, L. K., Alvand, A., Old, C. F., Bostock, J., Paul, J., Cooke,
G., Thwaites, G. E., Bejon, P., and Scarborough, M.: Oral versus
Intravenous Antibiotics for Bone and Joint Infection, N. Engl. J.

Med., 380, 425–436, https://doi.org/10.1056/NEJMoa1710926,
2019.

Lora-Tamayo, J., Murillo, O., Iribarren, J. A., Soriano, A., Sánchez-
Somolinos, M., Baraia-Etxaburu, J. M., Rico, A., Palomino,
J., Rodríguez-Pardo, D., Horcajada, J. P., Benito, N., Baha-
monde, A., Granados, A., del Toro, M. D., Cobo, J., Ri-
era, M., Ramos, A., Jover-Sáenz, A., and Ariza, J.: A large
multicenter study of methicillin-susceptible and methicillin-
resistant Staphylococcus aureus prosthetic joint infections man-
aged with implant retention, Clin. Infect. Dis., 56, 182–194,
https://doi.org/10.1093/cid/cis746, 2013.

Lora-Tamayo, J., Euba, G., Cobo, J., Horcajada, J. P., Soriano, A.,
Sandoval, E., Pigrau, C., Benito, N., Falgueras, L., Palomino,
J., Del Toro, M. D., Jover-Sáenz, A., Iribarren, J. A., Sánchez-
Somolinos, M., Ramos, A., Fernández-Sampedro, M., Riera,
M., Baraia-Etxaburu, J. M., and Ariza, J.: Short- versus long-
duration levofloxacin plus rifampicin for acute staphylococcal
prosthetic joint infection managed with implant retention: a ran-
domised clinical trial, Int. J. Antimicrob. Agents, 48, 310–316,
https://doi.org/10.1016/j.ijantimicag.2016.05.021, 2016.

Lora-Tamayo, J., Senneville, É., Ribera, A., Bernard, L., Dupon,
M., Zeller, V., Li, H. K., Arvieux, C., Clauss, M., Uçkay, I., Vi-
gante, D., Ferry, T., Iribarren, J. A., Peel, T. N., Sendi, P., Mik-
sic, N. G., Rodríguez-Pardo, D., Del Toro, M. D., Fernández-
Sampedro, M., Dapunt, U., Huotari, K., Davis, J. S., Palomino,
J., Neut, D., Clark, B. M., Gottlieb, T., Trebše, R., Soriano, A.,
Bahamonde, A., Guío, L., Rico, A., Salles, M. J. C., Pais, M. J.
G., Benito, N., Riera, M., Gómez, L., Aboltins, C. A., Esteban, J.,
Horcajada, J. P., O’Connell, K., Ferrari, M., Skaliczki, G., Juan,
R. S., Cobo, J., Sánchez-Somolinos, M., Ramos, A., Giannitsi-
oti, E., Jover-Sáenz, A., Baraia-Etxaburu, J. M., Barbero, J. M.,
Choong, P. F. M., Asseray, N., Ansart, S., Moal, G. L., Zimmerli,
W., and Ariza, J.: The Not-So-Good Prognosis of Streptococ-
cal Periprosthetic Joint Infection Managed by Implant Retention:
The Results of a Large Multicenter Study, Clin. Infect. Dis., 64,
1742–1752, https://doi.org/10.1093/cid/cix227, 2017.

Löwik, C. A. M., Wagenaar, F. C., van der Weegen, W., Poolman,
R. W., Nelissen, R., Bulstra, S. K., Pronk, Y., Vermeulen, K. M.,
Wouthuyzen-Bakker, M., van den Akker-Scheek, I., Stevens, M.,
and Jutte, P. C.: LEAK study: design of a nationwide randomised
controlled trial to find the best way to treat wound leakage af-
ter primary hip and knee arthroplasty, BMJ Open, 7, e018673,
https://doi.org/10.1136/bmjopen-2017-018673, 2017.

Löwik, C. A. M., Jutte, P. C., Tornero, E., Ploegmakers, J. J.
W., Knobben, B. A. S., de Vries, A. J., Zijlstra, W. P., Di-
jkstra, B., Soriano, A., and Wouthuyzen-Bakker, M.: Predict-
ing Failure in Early Acute Prosthetic Joint Infection Treated
With Debridement, Antibiotics, and Implant Retention: External
Validation of the KLIC Score, J. Arthroplast., 33, 2582–2587,
https://doi.org/10.1016/j.arth.2018.03.041, 2018.

Löwik, C. A. M., Parvizi, J., Jutte, P. C., Zijlstra, W. P., Knobben, B.
A. S., Xu, C., Goswami, K., Belden, K. A., Sousa, R., Carvalho,
A., Martínez-Pastor, J. C., Soriano, A., and Wouthuyzen-Bakker,
M.: Debridement, Antibiotics, and Implant Retention Is a Viable
Treatment Option for Early Periprosthetic Joint Infection Pre-
senting More Than 4 Weeks After Index Arthroplasty, Clin. In-
fect. Dis., 71, 630–636, https://doi.org/10.1093/cid/ciz867, 2020.

Ludwick, L., Siqueira, M., Shohat, N., Sherman, M. B.,
Streicher, S., and Parvizi, J.: For Patients With Acute

J. Bone Joint Infect., 10, 101–138, 2025 https://doi.org/10.5194/jbji-10-101-2025

https://doi.org/10.3109/17453674.2013.823589
https://doi.org/10.1016/j.jinf.2018.08.017
https://doi.org/10.2106/jbjs.F.00222
https://doi.org/10.1007/s11999-009-1013-5
https://doi.org/10.1016/j.arth.2018.05.042
https://doi.org/10.1093/cid/ciaa1839
https://doi.org/10.1016/s0140-6736(07)60457-7
https://doi.org/10.1128/mmbr.00013-14
https://doi.org/10.1056/NEJMoa1710926
https://doi.org/10.1093/cid/cis746
https://doi.org/10.1016/j.ijantimicag.2016.05.021
https://doi.org/10.1093/cid/cix227
https://doi.org/10.1136/bmjopen-2017-018673
https://doi.org/10.1016/j.arth.2018.03.041
https://doi.org/10.1093/cid/ciz867


I. K. Sigmund et al.: DAIR as curative strategy for acute periprosthetic hip and knee infections 135

PJI Treated With Debridement, Antibiotics, and Implant
Retention, What Factors Are Associated With Systemic
Sepsis and Recurrent or Persistent Infection in Septic
Patients?, Clin. Orthopaed. Relat. Res., 480, 1491–1500,
https://doi.org/10.1097/corr.0000000000002192, 2022.

Marculescu, C. E., Berbari, E. F., Hanssen, A. D., Steckelberg,
J. M., Harmsen, S. W., Mandrekar, J. N., and Osmon, D. R.:
Outcome of prosthetic joint infections treated with debridement
and retention of components, Clin. Infect. Dis., 42, 471–478,
https://doi.org/10.1086/499234, 2006.

Martínez-Pastor, J. C., Muñoz-Mahamud, E., Vilchez, F., García-
Ramiro, S., Bori, G., Sierra, J., Martínez, J. A., Font, L., Mensa,
J., and Soriano, A.: Outcome of acute prosthetic joint infections
due to gram-negative bacilli treated with open debridement and
retention of the prosthesis, Antimicrob. Agents Chemother., 53,
4772–4777, https://doi.org/10.1128/aac.00188-09, 2009.

McCallin, S., Drulis-Kawa, Z., Ferry, T., Pirnay, J. P.,
and Nir-Paz, R.: Phages and phage-borne enzymes
as new antibacterial agents, Clin. Microbiol. Infec.,
https://doi.org/10.1016/j.cmi.2023.10.018, in press, 2023.

McPherson, E. J., Jennings, J. A., Yunis, O., Harris, M. A., Dipane,
M. V., Curtin, N. L., Chowdhry, M., Wassef, A. J., Bumgardner,
J. D., and Noel, S. P.: Simulated large joint fluid model for evalu-
ating intra-articular antibiotic delivery systems: initial evaluation
using antibiotic-loaded calcium sulfate beads, J. Bone Joint In-
fect., 7, 117–125, https://doi.org/10.5194/jbji-7-117-2022, 2022.

Mu, W., Xu, B., Guo, W., Ji, B., Wahafu, T., and Cao,
L.: Outcome of Irrigation and Debridement With Topical
Antibiotics Delivery for the Management of Periprosthetic
Joint Infection Occurring Within 3 Months Since the Pri-
mary Total Joint Arthroplasty, J. Arthroplast., 36, 1765–1771,
https://doi.org/10.1016/j.arth.2020.11.033, 2021.

Mulazimoglu, L., Drenning, S. D., and Muder, R. R.:
Vancomycin-gentamicin synergism revisited: effect of gen-
tamicin susceptibility of methicillin-resistant Staphylococcus
aureus, Antimicrob. Agents Chemother., 40, 1534–1535,
https://doi.org/10.1128/aac.40.6.1534, 1996.

Niki, Y., Matsumoto, H., Otani, T., Tomatsu, T., and Toyama, Y.:
How much sterile saline should be used for efficient lavage dur-
ing total knee arthroplasty? Effects of pulse lavage irrigation on
removal of bone and cement debris, J. Arthroplast., 22, 95–99,
https://doi.org/10.1016/j.arth.2006.02.078, 2007.

Nurmohamed, F., van Dijk, B., Veltman, E. S., Hoekstra, M., Rente-
naar, R. J., Weinans, H. H., Vogely, H. C., and van der Wal,
B. C. H.: One-year infection control rates of a DAIR (debride-
ment, antibiotics and implant retention) procedure after pri-
mary and prosthetic-joint-infection-related revision arthroplasty
– a retrospective cohort study, J. Bone Joint Infect., 6, 91–97,
https://doi.org/10.5194/jbji-6-91-2021, 2021.

Okae, Y., Nishitani, K., Sakamoto, A., Kawai, T., Tomizawa,
T., Saito, M., Kuroda, Y., and Matsuda, S.: Estimation of
Minimum Biofilm Eradication Concentration (MBEC) on In
Vivo Biofilm on Orthopedic Implants in a Rodent Femoral
Infection Model, Front. Cell. Infect. Microbiol., 12, 896978,
https://doi.org/10.3389/fcimb.2022.896978, 2022.

Ong, K. L., Kurtz, S. M., Lau, E., Bozic, K. J., Berry, D. J., and
Parvizi, J.: Prosthetic joint infection risk after total hip arthro-
plasty in the Medicare population, J. Arthroplast., 24, 105–109,
https://doi.org/10.1016/j.arth.2009.04.027, 2009.

Osmon, D. R., Berbari, E. F., Berendt, A. R., Lew, D., Zim-
merli, W., Steckelberg, J. M., Rao, N., Hanssen, A., and Wil-
son, W. R.: Diagnosis and management of prosthetic joint
infection: clinical practice guidelines by the Infectious Dis-
eases Society of America, Clin. Infect. Dis., 56, e1–e25,
https://doi.org/10.1093/cid/cis803, 2013.

Ottesen, C. S., Troelsen, A., Sandholdt, H., Jacobsen, S., Husted,
H., and Gromov, K.: Acceptable Success Rate in Patients With
Periprosthetic Knee Joint Infection Treated With Debridement,
Antibiotics, and Implant Retention, J. Arthroplast., 34, 365–368,
https://doi.org/10.1016/j.arth.2018.09.088, 2019.

Patel, V. P., Walsh, M., Sehgal, B., Preston, C., DeWal, H., and
Di Cesare, P. E.: Factors associated with prolonged wound
drainage after primary total hip and knee arthroplasty, J. Bone
Joint Surg., 89, 33–38, https://doi.org/10.2106/jbjs.F.00163,
2007.

Perez, B. A., Koressel, J. E., Lopez, V. S., Barchick, S., Pir-
ruccio, K., and Lee, G. C.: Does a 2-Stage Debridement Re-
sult in Higher Rates of Implant Retention Compared With
Single Debridement Alone?, J. Arthroplast., 37, 669–673,
https://doi.org/10.1016/j.arth.2022.02.040, 2022.

Piovan, G., Farinelli, L., Screpis, D., Marocco, S., Motta, L.,
Palazzolo, G., Natali, S., and Zorzi, C.: The role of an-
tibiotic calcium sulfate beads in acute periprosthetic knee
infection: a retrospective cohort study, Arthroplasty, 4, 42,
https://doi.org/10.1186/s42836-022-00139-2, 2022.

Puhto, T., Puhto, A. P., Vielma, M., and Syrjälä, H.: Infection triples
the cost of a primary joint arthroplasty, Infect. Dis., 51, 348–355,
https://doi.org/10.1080/23744235.2019.1572219, 2019.

Qu, G. X., Zhang, C. H., Yan, S. G., and Cai, X. Z.: Debridement,
antibiotics, and implant retention for periprosthetic knee infec-
tions: a pooling analysis of 1266 cases, J. Orthopesd. Surg. Res.,
14, 358, https://doi.org/10.1186/s13018-019-1378-4, 2019.

Rahardja, R., Zhu, M., Davis, J. S., Manning, L., Metcalf, S.,
and Young, S. W.: Success of Debridement, Antibiotics, and
Implant Retention in Prosthetic Joint Infection Following Pri-
mary Total Knee Arthroplasty: Results From a Prospective
Multicenter Study of 189 Cases, J. Arthroplast., 38, 399–404,
https://doi.org/10.1016/j.arth.2023.04.024, 2023.

Rakow, A., Perka, C., Trampuz, A., and Renz, N.: Ori-
gin and characteristics of haematogenous periprosthetic
joint infection, Clin. Microbiol. Infect., 25, 845–850,
https://doi.org/10.1016/j.cmi.2018.10.010, 2019.

Reinisch, K., Schläppi, M., Meier, C., and Wahl, P.: Local antibi-
otic treatment with calcium sulfate as carrier material improves
the outcome of debridement, antibiotics, and implant retention
procedures for periprosthetic joint infections after hip arthro-
plasty – a retrospective study, J. Bone Joint Infect., 7, 11–21,
https://doi.org/10.5194/jbji-7-11-2022, 2022.

Rodríguez-Pardo, D., Pigrau, C., Lora-Tamayo, J., Soriano, A.,
del Toro, M. D., Cobo, J., Palomino, J., Euba, G., Riera, M.,
Sánchez-Somolinos, M., Benito, N., Fernández-Sampedro, M.,
Sorli, L., Guio, L., Iribarren, J. A., Baraia-Etxaburu, J. M.,
Ramos, A., Bahamonde, A., Flores-Sánchez, X., Corona, P. S.,
and Ariza, J.: Gram-negative prosthetic joint infection: outcome
of a debridement, antibiotics and implant retention approach. A
large multicentre study, Clin. Microbiol. Infect., 20, 911–919,
https://doi.org/10.1111/1469-0691.12649, 2014.

https://doi.org/10.5194/jbji-10-101-2025 J. Bone Joint Infect., 10, 101–138, 2025

https://doi.org/10.1097/corr.0000000000002192
https://doi.org/10.1086/499234
https://doi.org/10.1128/aac.00188-09
https://doi.org/10.1016/j.cmi.2023.10.018
https://doi.org/10.5194/jbji-7-117-2022
https://doi.org/10.1016/j.arth.2020.11.033
https://doi.org/10.1128/aac.40.6.1534
https://doi.org/10.1016/j.arth.2006.02.078
https://doi.org/10.5194/jbji-6-91-2021
https://doi.org/10.3389/fcimb.2022.896978
https://doi.org/10.1016/j.arth.2009.04.027
https://doi.org/10.1093/cid/cis803
https://doi.org/10.1016/j.arth.2018.09.088
https://doi.org/10.2106/jbjs.F.00163
https://doi.org/10.1016/j.arth.2022.02.040
https://doi.org/10.1186/s42836-022-00139-2
https://doi.org/10.1080/23744235.2019.1572219
https://doi.org/10.1186/s13018-019-1378-4
https://doi.org/10.1016/j.arth.2023.04.024
https://doi.org/10.1016/j.cmi.2018.10.010
https://doi.org/10.5194/jbji-7-11-2022
https://doi.org/10.1111/1469-0691.12649


136 I. K. Sigmund et al.: DAIR as curative strategy for acute periprosthetic hip and knee infections

Saleh, K., Olson, M., Resig, S., Bershadsky, B., Kuskowski, M.,
Gioe, T., Robinson, H., Schmidt, R., and McElfresh, E.: Predic-
tors of wound infection in hip and knee joint replacement: re-
sults from a 20 year surveillance program, J. Orthopaed. Res.,
20, 506–515, https://doi.org/10.1016/s0736-0266(01)00153-x,
2002.

Sanicola, S. M. and Albert, S. F.: The in vitro elution
characteristics of vancomycin and tobramycin from cal-
cium sulfate beads, J. Foot Ankle Surg., 44, 121–124,
https://doi.org/10.1053/j.jfas.2005.01.006, 2005.

Scheper, H. and De Boer, M. G. J.: Rifampin for Staphylo-
coccal Prosthetic Joint Infection: Do We Still Need a Ran-
domized Controlled Trial?, Clin. Infect. Dis., 74, 1316–1318,
https://doi.org/10.1093/cid/ciab704, 2022.

Scheper, H., Gerritsen, L. M., Pijls, B. G., Van Asten, S. A., Visser,
L. G., and De Boer, M. G. J.: Outcome of Debridement, Antibi-
otics, and Implant Retention for Staphylococcal Hip and Knee
Prosthetic Joint Infections, Focused on Rifampicin Use: A Sys-
tematic Review and Meta-Analysis, Open Forum Infect. Dis., 8,
ofab298, https://doi.org/10.1093/ofid/ofab298, 2021.

Scheper, H., Mahdad, R., Elzer, B., Löwik, C., Zijlstra, W., Gosens,
T., van der Lugt, J. C. T., van der Wal, R. J. P., Poolman, R. W.,
Somford, M. P., Jutte, P. C., Bos, P. K., Zwaan, R. E., Nelissen,
R., Visser, L. G., de Boer, M. G. J., and the wound care app study
group: Wound drainage after arthroplasty and prediction of acute
prosthetic joint infection: prospective data from a multicentre co-
hort study using a telemonitoring app, J. Bone Joint Infect., 8,
59–70, https://doi.org/10.5194/jbji-8-59-2023, 2023.

Schwartz, A. M., Farley, K. X., Guild, G. N., and Bradbury Jr., T. L.:
Projections and Epidemiology of Revision Hip and Knee Arthro-
plasty in the United States to 2030, J. Arthroplast., 35, 79–85,
https://doi.org/10.1016/j.arth.2020.02.030, 2020.

Sendi, P., Lötscher, P. O., Kessler, B., Graber, P., Zimmerli, W.,
and Clauss, M.: Debridement and implant retention in the man-
agement of hip periprosthetic joint infection: outcomes follow-
ing guided and rapid treatment at a single centre, Bone Joint
J., 99b, 330–336, https://doi.org/10.1302/0301-620x.99b3.Bjj-
2016-0609.R1, 2017.

Shahi, A., Tan, T. L., Chen, A. F., Maltenfort, M. G.,
and Parvizi, J.: In-Hospital Mortality in Patients With
Periprosthetic Joint Infection, J. Arthroplast., 32, 948–952,
https://doi.org/10.1016/j.arth.2016.09.027, 2017.

Shapiro, N. I., Wolfe, R. E., Wright, S. B., Moore, R., and Bates,
D. W.: Who needs a blood culture? A prospectively derived
and validated prediction rule, J. Emerg. Med., 35, 255–264,
https://doi.org/10.1016/j.jemermed.2008.04.001, 2008.

Shaw, J. D., Miller, S., Plourde, A., Shaw, D. L., Wustrack,
R., and Hansen, E. N.: Methylene Blue-Guided Debridement
as an Intraoperative Adjunct for the Surgical Treatment of
Periprosthetic Joint Infection, J. Arthroplast., 32, 3718–3723,
https://doi.org/10.1016/j.arth.2017.07.019, 2017.

Sherrell, J. C., Fehring, T. K., Odum, S., Hansen, E., Zmis-
towski, B., Dennos, A., and Kalore, N.: The Chitranjan Ranawat
Award: fate of two-stage reimplantation after failed irrigation and
débridement for periprosthetic knee infection, Clin. Orthopaed.
Relat. Res., 469, 18–25, https://doi.org/10.1007/s11999-010-
1434-1, 2011.

Shohat, N., Goswami, K., Tan, T. L., Yayac, M., Soriano, A., Sousa,
R., Wouthuyzen-Bakker, M., and Parvizi, J.: 2020 Frank Stinch-

field Award: Identifying who will fail following irrigation and de-
bridement for prosthetic joint infection, Bone Joint J., 102b, 11–
19, https://doi.org/10.1302/0301-620x.102b7.Bjj-2019-1628.R1,
2020.

Siddiqi, A., Abdo, Z. E., Rossman, S. R., Kelly, M. A., Pi-
uzzi, N. S., Higuera, C. A., Schwarzkopf, R., Springer, B.
D., Chen, A. F., and Parvizi, J.: What Is the Optimal Ir-
rigation Solution in the Management of Periprosthetic Hip
and Knee Joint Infections?, J. Arthroplast., 36, 3570–3583,
https://doi.org/10.1016/j.arth.2021.05.032, 2021.

Sigmund, I. K. and McNally, M.: Diagnosis of bone
and joint infections, Orthopead. Trauma, 33, 144–152,
https://doi.org/10.1016/j.mporth.2019.03.001, 2019.

Sigmund, I. K., Yeghiazaryan, L., Luger, M., Windhager, R.,
Sulzbacher, I., and McNally, M. A.: Three to six tissue
specimens for histopathological analysis are most accurate
for diagnosing periprosthetic joint infection, Bone Joint J.,
105b, 158–165, https://doi.org/10.1302/0301-620x.105b2.Bjj-
2022-0859.R1, 2023.

Sigmund, I. K., Palmer, A. J. R., Hotchen, A. J., Mc-
Nally, M. A., Young, B. C., Alvand, A., Taylor, A., and
Kendrick, B. J. L.: The use of antibiotic-loaded calcium sul-
phate beads in debridement, antibiotics, and implant reten-
tion (DAIR) for periprosthetic infections: a retrospective com-
parative cohort on outcome, Acta Orthopaed., 95, 707–714,
https://doi.org/10.2340/17453674.2024.42360, 2024.

Singer, M., Deutschman, C. S., Seymour, C. W., Shankar-Hari,
M., Annane, D., Bauer, M., Bellomo, R., Bernard, G. R.,
Chiche, J. D., Coopersmith, C. M., Hotchkiss, R. S., Levy,
M. M., Marshall, J. C., Martin, G. S., Opal, S. M., Ruben-
feld, G. D., van der Poll, T., Vincent, J. L., and Angus, D. C.:
The Third International Consensus Definitions for Sepsis and
Septic Shock (Sepsis-3), J. Am. Med. Assoc., 315, 801–810,
https://doi.org/10.1001/jama.2016.0287, 2016.

Singh, J. A., Yu, S., Chen, L., and Cleveland, J. D.: Rates of To-
tal Joint Replacement in the United States: Future Projections to
2020–2040 Using the National Inpatient Sample, J. Rheumatol.,
46, 1134–1140, https://doi.org/10.3899/jrheum.170990, 2019.

Smith, K., Perez, A., Ramage, G., Gemmell, C. G., and Lang, S.:
Comparison of biofilm-associated cell survival following in vitro
exposure of meticillin-resistant Staphylococcus aureus biofilms
to the antibiotics clindamycin, daptomycin, linezolid, tigecy-
cline and vancomycin, Int. J. Antimicrob. Agents, 33, 374–378,
https://doi.org/10.1016/j.ijantimicag.2008.08.029, 2009.

Sousa, A., Carvalho, A., Pereira, C., Reis, E., Santos, A. C., Abreu,
M., Soares, D., Fragoso, R., Ferreira, S., Reis, M., and Sousa, R.:
Economic Impact of Prosthetic Joint Infection – an Evaluation
Within the Portuguese National Health System, J. Bone Joint In-
fect., 3, 197–202, https://doi.org/10.7150/jbji.28508, 2018.

Sousa, R., Ribau, A., Alfaro, P., Burch, M. A., Ploegmakers,
J., McNally, M., Clauss, M., Wouthuyzen-Bakker, M., and
Soriano, A.: The European Bone and Joint Infection Soci-
ety definition of periprosthetic joint infection is meaningful
in clinical practice: a multicentric validation study with com-
parison with previous definitions, Acta Orthopaed., 94, 8–18,
https://doi.org/10.2340/17453674.2023.5670, 2023.

Steadman, W., Chapman, P. R., Schuetz, M., Schmutz, B.,
Trampuz, A., and Tetsworth, K.: Local Antibiotic Delivery

J. Bone Joint Infect., 10, 101–138, 2025 https://doi.org/10.5194/jbji-10-101-2025

https://doi.org/10.1016/s0736-0266(01)00153-x
https://doi.org/10.1053/j.jfas.2005.01.006
https://doi.org/10.1093/cid/ciab704
https://doi.org/10.1093/ofid/ofab298
https://doi.org/10.5194/jbji-8-59-2023
https://doi.org/10.1016/j.arth.2020.02.030
https://doi.org/10.1302/0301-620x.99b3.Bjj-2016-0609.R1
https://doi.org/10.1302/0301-620x.99b3.Bjj-2016-0609.R1
https://doi.org/10.1016/j.arth.2016.09.027
https://doi.org/10.1016/j.jemermed.2008.04.001
https://doi.org/10.1016/j.arth.2017.07.019
https://doi.org/10.1007/s11999-010-1434-1
https://doi.org/10.1007/s11999-010-1434-1
https://doi.org/10.1302/0301-620x.102b7.Bjj-2019-1628.R1
https://doi.org/10.1016/j.arth.2021.05.032
https://doi.org/10.1016/j.mporth.2019.03.001
https://doi.org/10.1302/0301-620x.105b2.Bjj-2022-0859.R1
https://doi.org/10.1302/0301-620x.105b2.Bjj-2022-0859.R1
https://doi.org/10.2340/17453674.2024.42360
https://doi.org/10.1001/jama.2016.0287
https://doi.org/10.3899/jrheum.170990
https://doi.org/10.1016/j.ijantimicag.2008.08.029
https://doi.org/10.7150/jbji.28508
https://doi.org/10.2340/17453674.2023.5670


I. K. Sigmund et al.: DAIR as curative strategy for acute periprosthetic hip and knee infections 137

Options in Prosthetic Joint Infection, Antibiotics, 12, 752,
https://doi.org/10.3390/antibiotics12040752, 2023.

Sukhonthamarn, K., Tan, T. L., Strony, J., Brown, S., Nazarian, D.,
and Parvizi, J.: The Fate of Periprosthetic Joint Infection Fol-
lowing Megaprosthesis Reconstruction, JBJS Open Access, 6,
e21.00003, https://doi.org/10.2106/jbjs.Oa.21.00003, 2021.

Svensson, K., Rolfson, O., Nauclér, E., Lazarinis, S., Skölden-
berg, O., Schilcher, J., Johanson, P. E., Mohaddes, M., and Kär-
rholm, J.: Exchange of Modular Components Improves Suc-
cess of Debridement, Antibiotics, and Implant Retention: An
Observational Study of 575 Patients with Infection After Pri-
mary Total Hip Arthroplasty, JBJS Open Access, 5, e20.00110,
https://doi.org/10.2106/jbjs.Oa.20.00110, 2020.

Swenson, R. D., Butterfield, J. A., Irwin, T. J., Zurlo, J. J., and
Davis III, C. M.: Preoperative Anemia Is Associated With Fail-
ure of Open Debridement Polyethylene Exchange in Acute and
Acute Hematogenous Prosthetic Joint Infection, J. Arthroplast.,
33, 1855–1860, https://doi.org/10.1016/j.arth.2018.01.042,
2018.

Tai, D. B. G., Berbari, E. F., Suh, G. A., Lahr, B. D., Ab-
del, M. P., and Tande, A. J.: Truth in DAIR: Duration of
Therapy and the Use of Quinolone/Rifampin-Based Regi-
mens After Debridement and Implant Retention for Peripros-
thetic Joint Infections, Open Forum Infect. Dis., 9, ofac363,
https://doi.org/10.1093/ofid/ofac363, 2022.

Tarar, M. Y., Khalid, A., Usman, M., Javed, K., Shah, N., and
Abbas, M. W.: Wound Leakage With the Use of Calcium Sul-
phate Beads in Prosthetic Joint Surgeries: A Systematic Review,
Cureus, 13, e19650, https://doi.org/10.7759/cureus.19650, 2021.

Tarity, T. D., Gkiatas, I., Nocon, A. A., Jones, C. W., Carli, A. V.,
and Sculco, P. K.: Irrigation and Debridement With Implant Re-
tention: Does Chronicity of Symptoms Matter?, J. Arthroplast.,
36, 3741–3749, https://doi.org/10.1016/j.arth.2021.07.018,
2021.

Tarity, T. D., Xiang, W., Jones, C. W., Gkiatas, I., No-
con, A., Selemon, N. A., Carli, A., and Sculco, P. K.:
Do Antibiotic-Loaded Calcium Sulfate Beads Improve Out-
comes After Debridement, Antibiotics, and Implant Reten-
tion? A Matched Cohort Study, Arthroplast. Today, 14, 90–95,
https://doi.org/10.1016/j.artd.2022.01.023, 2022.

Thwaites, J. H., Thwaites, J. F., Ted, K. L. Y., and Chuang, T.:
Symptomatic hypercalcaemia following the use of calcium sul-
fate beads in periprosthetic joint infections, New Zeal. Med. J.,
135, 124–126, 2022.

Tirumala, V., Smith, E., Box, H., van den Kieboom, J., Klemt, C.,
and Kwon, Y. M.: Outcome of Debridement, Antibiotics, and
Implant Retention With Modular Component Exchange in Acute
Culture-Negative Periprosthetic Joint Infections, J. Arthroplast.,
36, 1087–1093, https://doi.org/10.1016/j.arth.2020.08.065,
2021.

Toh, R. X., Yeo, Z. N., Liow, M. H. L., Yeo, S. J., Lo,
N. N., and Chen, J. Y.: Debridement, Antibiotics, and Im-
plant Retention in Periprosthetic Joint Infection: What Pre-
dicts Success or Failure?, J. Arthroplast., 36, 3562–3569,
https://doi.org/10.1016/j.arth.2021.05.023, 2021.

Tornero, E., Morata, L., Martínez-Pastor, J. C., Bori, G., Climent,
C., García-Velez, D. M., García-Ramiro, S., Bosch, J., Mensa, J.,
and oriano, A.: KLIC-score for predicting early failure in pros-
thetic joint infections treated with debridement, implant reten-

tion and antibiotics, Clin. Microbiol. Infect., 21, 786.e9–786e17,
https://doi.org/10.1016/j.cmi.2015.04.012, 2015.

Tornero, E., Morata, L., Martínez-Pastor, J. C., Angulo, S., Com-
balia, A., Bori, G., García-Ramiro, S., Bosch, J., Mensa, J., and
Soriano, A.: Importance of selection and duration of antibiotic
regimen in prosthetic joint infections treated with debridement
and implant retention, J. Antimicrob. Chemother., 71, 1395–
1401, https://doi.org/10.1093/jac/dkv481, 2016.

Triantafyllopoulos, G. K., Poultsides, L. A., Zhang, W., Sculco,
P. K., Ma, Y., and Sculco, T. P.: Periprosthetic knee infec-
tions treated with irrigation and debridement: outcomes and
preoperative predictive factors, J. Arthroplast., 30, 649–657,
https://doi.org/10.1016/j.arth.2014.10.026, 2015.

Triantafyllopoulos, G., Poultsides, L. A., Zhang, W., Sculco, P.
K., Ma, Y., and Sculco, T. P.: Multiple Irrigation and Debride-
ments for Periprosthetic Joint Infections: Facing a Necessity or
Just Prolonging the Inevitable?, J. Arthroplast., 31, 219–224,
https://doi.org/10.1016/j.arth.2015.06.051, 2016.

Tsang, S. J., Ting, J., Simpson, A., and Gaston, P.: Out-
comes following debridement, antibiotics and implant re-
tention in the management of periprosthetic infections of
the hip: a review of cohort studies, Bone Joint J., 99b,
1458–1466, https://doi.org/10.1302/0301-620x.99b11.Bjj-2017-
0088.R1, 2017.

Urish, K. L., DeMuth, P. W., Craft, D. W., Haider, H., and Davis III,
C. M.: Pulse lavage is inadequate at removal of biofilm from the
surface of total knee arthroplasty materials, J. Arthroplast., 29,
1128–1132, https://doi.org/10.1016/j.arth.2013.12.012, 2014.

Urish, K. L., Bullock, A. G., Kreger, A. M., Shah, N. B., Jeong,
K., and Rothenberger, S. D.: A Multicenter Study of Irrigation
and Debridement in Total Knee Arthroplasty Periprosthetic Joint
Infection: Treatment Failure Is High, J. Arthroplast., 33, 1154–
1159, https://doi.org/10.1016/j.arth.2017.11.029, 2018.

Vanhegan, I. S., Malik, A. K., Jayakumar, P., Ul Islam, S., and
Haddad, F. S.: A financial analysis of revision hip arthro-
plasty: the economic burden in relation to the national tariff,
J. Bone Joint Surg., 94, 619–623, https://doi.org/10.1302/0301-
620x.94b5.27073, 2012.

Veerman, C. M., Goosen, J. H. M., Telgt, D. S. C., Rijnen, W. H. M.,
Nabuurs, M. H., and Wertheim, H. F. L.: Assessment of antimi-
crobial mismatches in empirical treatment in early PJI after asep-
tic revision arthroplasty, JAC Antimicrob. Resist., 4, dlac124,
https://doi.org/10.1093/jacamr/dlac124, 2022a.

Veerman, K., Raessens, J., Telgt, D., Smulders, K., and Goosen,
J. H. M.: Debridement, antibiotics, and implant retention af-
ter revision arthroplasty: antibiotic mismatch, timing, and re-
peated DAIR associated with poor outcome, Bone Joint J.,
104b, 464–471, https://doi.org/10.1302/0301-620x.104b4.Bjj-
2021-1264.R1, 2022b.

Wouthuyzen-Bakker, M., Sebillotte, M., Lomas, J., Taylor, A., Palo-
mares, E. B., Murillo, O., Parvizi, J., Shohat, N., Reinoso, J. C.,
Sánchez, R. E., Fernandez-Sampedro, M., Senneville, E., Huo-
tari, K., Barbero, J. M., Garcia-Cañete, J., Lora-Tamayo, J., Fer-
rari, M. C., Vaznaisiene, D., Yusuf, E., Aboltins, C., Trebse, R.,
Salles, M. J., Benito, N., Vila, A., Toro, M. D. D., Kramer, T.
S., Petersdorf, S., Diaz-Brito, V., Tufan, Z. K., Sanchez, M.,
Arvieux, C., and Soriano, A.: Clinical outcome and risk fac-
tors for failure in late acute prosthetic joint infections treated

https://doi.org/10.5194/jbji-10-101-2025 J. Bone Joint Infect., 10, 101–138, 2025

https://doi.org/10.3390/antibiotics12040752
https://doi.org/10.2106/jbjs.Oa.21.00003
https://doi.org/10.2106/jbjs.Oa.20.00110
https://doi.org/10.1016/j.arth.2018.01.042
https://doi.org/10.1093/ofid/ofac363
https://doi.org/10.7759/cureus.19650
https://doi.org/10.1016/j.arth.2021.07.018
https://doi.org/10.1016/j.artd.2022.01.023
https://doi.org/10.1016/j.arth.2020.08.065
https://doi.org/10.1016/j.arth.2021.05.023
https://doi.org/10.1016/j.cmi.2015.04.012
https://doi.org/10.1093/jac/dkv481
https://doi.org/10.1016/j.arth.2014.10.026
https://doi.org/10.1016/j.arth.2015.06.051
https://doi.org/10.1302/0301-620x.99b11.Bjj-2017-0088.R1
https://doi.org/10.1302/0301-620x.99b11.Bjj-2017-0088.R1
https://doi.org/10.1016/j.arth.2013.12.012
https://doi.org/10.1016/j.arth.2017.11.029
https://doi.org/10.1302/0301-620x.94b5.27073
https://doi.org/10.1302/0301-620x.94b5.27073
https://doi.org/10.1093/jacamr/dlac124
https://doi.org/10.1302/0301-620x.104b4.Bjj-2021-1264.R1
https://doi.org/10.1302/0301-620x.104b4.Bjj-2021-1264.R1


138 I. K. Sigmund et al.: DAIR as curative strategy for acute periprosthetic hip and knee infections

with debridement and implant retention, J. Infect., 78, 40–47,
https://doi.org/10.1016/j.jinf.2018.07.014, 2019.

Wouthuyzen-Bakker, M., Löwik, C. A. M., Ploegmakers, J. J.
W., Knobben, B. A. S., Dijkstra, B., de Vries, A. J., Mithoe,
G., Kampinga, G., Zijlstra, W. P., and Jutte, P. C.: A Sec-
ond Surgical Debridement for Acute Periprosthetic Joint Infec-
tions Should Not Be Discarded, J. Arthroplast., 35, 2204–2209,
https://doi.org/10.1016/j.arth.2020.02.043, 2020a.

Wouthuyzen-Bakker, M., Sebillotte, M., Huotari, K., Escud-
ero Sánchez, R., Benavent, E., Parvizi, J., Fernandez-Sampedro,
M., Barbero, J. M., Garcia-Cañete, J., Trebse, R., Del Toro,
M., Diaz-Brito, V., Sanchez, M., Scarborough, M., and Sori-
ano, A.: Lower Success Rate of Débridement and Implant Re-
tention in Late Acute versus Early Acute Periprosthetic Joint In-
fection Caused by Staphylococcus spp. Results from a Matched
Cohort Study, Clin. Orthopaed. Relat. Res., 478, 1348–1355,
https://doi.org/10.1097/corr.0000000000001171, 2020b.

Wouthuyzen-Bakker, M., Shohat, N., Parvizi, J., and Soriano, A.:
Risk Scores and Machine Learning to Identify Patients With
Acute Periprosthetic Joints Infections That Will Likely Fail
Classical Irrigation and Debridement, Front. Med., 8, 550095,
https://doi.org/10.3389/fmed.2021.550095, 2021.

Yassien, M., Khardori, N., Ahmedy, A., and Toama, M.:
Modulation of biofilms of Pseudomonas aeruginosa by
quinolones, Antimicrob. Agents Chemother., 39, 2262–2268,
https://doi.org/10.1128/aac.39.10.2262, 1995.

Zhang, C. F., He, L., Fang, X. Y., Huang, Z. D., Bai, G. C., Li, W. B.,
and Zhang, W. M.: Debridement, Antibiotics, and Implant Reten-
tion for Acute Periprosthetic Joint Infection, Orthopaed. Surg.,
12, 463–470, https://doi.org/10.1111/os.12641, 2020.

Zhu, M. F., Kim, K., Cavadino, A., Coleman, B., Munro,
J. T., and Young, S. W.: Success Rates of Debridement,
Antibiotics, and Implant Retention in 230 Infected To-
tal Knee Arthroplasties: Implications for Classification of
Periprosthetic Joint Infection, J. Arthroplast., 36, 305–310,
https://doi.org/10.1016/j.arth.2020.07.081, 2021.

Zimmerli, W., Widmer, A. F., Blatter, M., Frei, R., and Ochsner,
P. E.: Role of rifampin for treatment of orthopedic implant-
related staphylococcal infections: a randomized controlled trial.
Foreign-Body Infection (FBI) Study Group, J. Am. Med. Assoc.,
279, 1537–1541, https://doi.org/10.1001/jama.279.19.1537,
1998.

Zimmerli, W., Trampuz, A., and Ochsner, P. E.: Prosthetic-
joint infections, N. Engl. J. Med., 351, 1645–1654,
https://doi.org/10.1056/NEJMra040181, 2004.

Zmistowski, B., Karam, J. A., Durinka, J. B., Casper, D. S.,
and Parvizi, J.: Periprosthetic joint infection increases the risk
of one-year mortality, J. Bone Joint Surg., 95, 2177–2184,
https://doi.org/10.2106/jbjs.L.00789, 2013.

Zmistowski, B. M., Manrique, J., Patel, R., and Chen, A.
F.: Recurrent Periprosthetic Joint Infection After Irrigation
and Debridement With Component Retention Is Most Of-
ten Due to Identical Organisms, J. Arthroplast., 31, 148–151,
https://doi.org/10.1016/j.arth.2016.05.040, 2016.

J. Bone Joint Infect., 10, 101–138, 2025 https://doi.org/10.5194/jbji-10-101-2025

https://doi.org/10.1016/j.jinf.2018.07.014
https://doi.org/10.1016/j.arth.2020.02.043
https://doi.org/10.1097/corr.0000000000001171
https://doi.org/10.3389/fmed.2021.550095
https://doi.org/10.1128/aac.39.10.2262
https://doi.org/10.1111/os.12641
https://doi.org/10.1016/j.arth.2020.07.081
https://doi.org/10.1001/jama.279.19.1537
https://doi.org/10.1056/NEJMra040181
https://doi.org/10.2106/jbjs.L.00789
https://doi.org/10.1016/j.arth.2016.05.040

	Abstract
	Introduction
	Debridement, antimicrobial therapy, and implant retention (DAIR)
	Indications for a DAIR procedure
	Type of infection
	Early acute infections
	Late acute infections

	Type of surgery
	Total hip vs. total knee arthroplasty
	Primary vs. revision arthroplasty
	Megaprostheses for non-oncological conditions
	Additional DAIR after failed initial debridement

	Soft tissue envelope
	Sinus tract
	Persistent wound drainage
	Other soft tissue complications

	Host-related and clinical factors
	Age
	Male sex
	Rheumatoid arthritis
	Immunosuppressive therapy
	Obesity and Body mass index (BMI)
	Diabetes mellitus
	Chronic renal failure
	Liver cirrhosis
	Nicotine use and chronic obstructive pulmonary disease (COPD)
	C-reactive protein (CRP)
	General classification systems
	Preoperative risk scores (KLIC score, CRIME-80 score) and machine learning

	Microorganisms
	Staphylococcus aureus
	Streptococcus spp.
	Enterococcus spp.
	CoNS and Gram-negative bacteria
	Polymicrobial infections
	Culture-negative infections

	Bacteraemia/sepsis

	Surgical approach
	Exchange of mobile parts
	Arthroscopic washout vs. DAIR
	Irrigation solution and volume
	Local antimicrobial treatment and non-traditional antimicrobials
	Surgical technique

	Systemic antimicrobial therapy
	Conclusion
	Data availability
	Author contributions
	Ethical statement
	Disclaimer
	References

