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LETTER

Prognostic factors associated with mortality in patients with arthritis:
a descriptive cohort study – comments on the article by Andreasen et al

With great interest we read interest the study by Andrea-
sen et al (1). The aim of the study was to explore the risk
factors for the 30 day mortality rate at the time of septic
arthritis (SA) presentation. The secondary objective was
to describe the microbiological aetiologies, systemic
signs of inflammation, and comorbidities.

An electronic database was used to identify patients with
SA in Denmark. This study included 215 patients, of
whom 101 (47%) had an infection of their joint prosthesis.
SA in total joint arthroplasties (TJAs) are actually peripros-
thetic joint infections (PJIs). The authors did not differenti-
ate between native joint infections and PJIs. These are,
however, different kind of infections.

Definitions, pathology, diagnostic work-up, treatment,
and prognosis of PJIs differ significantly from SA in native
joints (2). Therefore, we argue in this letter why patients with
SA and PJI should have been differentiated in this study.

SA is considered to be confirmed in case of the following
findings: positive synovial fluid cultures, positive blood
cultures with negative synovial fluid cultures, or negative
cultures due to previous use of antibiotics, but with purulent
drainage of the joint. A definite radiological or postmortem
finding can also confirm the diagnosis of SA (3, 4). In this
study, the authors chose to define SA as a clinically inflamed
joint combined with a positive culture. All patients without
bacteria in the synovial fluid were excluded. Their reasons
are explained in the discussion.

For PJIs, theWorkgroup of theMusculoskeletal Infection
Society released the most recent, and widely accepted, defi-
nition: a sinus tract communicating with the prosthetic joint
or two positive periprosthetic cultures with identical orga-
nisms or three out of the five following minor criteria:
(i) elevated serum erythrocyte sedimentation rate and
C-reactive protein; (ii) elevated synovial fluid white
blood cell count (WBC) or change on leucocyte ester-
ase test strip; (iii) elevated synovial fluid polymorpho-
nuclear neutrophil (PMN) percentage; (iv) a single
positive periprosthetic culture; and (v) positive histo-
logical analysis of periprosthetic tissue (2).

There are different types of PJIs. Acute postoperative
infections are defined as infections of the prosthesis that
occur within 90 days after surgery (2). Infections diag-
nosed later than 90 days after surgery are defined as
chronic PJIs (2).

Each type has its own treatment modality. In acute
PJIs, usual care means debridement, antibiotics, and
implant retention (2, 5). Chronic PJIs are treated with

implant revision surgery (2, 5). In general, antibiotics are
administered for a minimum of 3 months in both acute
and chronic PJIs (2, 5). This is due to biofilm formation
that occurs on the prosthesis, which functions as a for-
eign body (2, 5). Therefore, antibiotics that penetrate
biofilms are recommended (2, 5). Treatment of native
SA generally consists of 6 weeks of antibiotics with
needle aspiration or arthroscopy of the joint (6).

Furthermore, there are other factors that may influence
the primary outcomes of this study. The characteristics
of patients with a TJA in the general population may be
different from those of the native joint group. The
threshold for operating on vulnerable patients with
chronic diseases has decreased (7). So, within the popu-
lation of patients who receive TJAs, comorbidities may
be more often present and they generally have a higher
age (7).

The conclusion of the authors that the 30 day mor-
tality rate in their study could not be explained by
comorbidities or old age in native SA may have to be
reconsidered after eliminating these factors.

Concerning their secondary outcomes, there also are
some points of discussion that may be important in
interpreting the results of this study.

Systemic signs are less common in chronic PJIs (2).
Therefore, the secondary objective, to describe systemic
signs of inflammation, could be biased in case a signifi-
cant number of the included patients had chronic PJIs.

Furthermore, the authors have given averages for sev-
eral microorganisms for the WBC count in synovial
fluid, but it is not known whether they were aware that
the cut-offs for WBC and PMNs in synovial fluid are
different between acute and chronic PJIs (2). The cut-
offs presented in this study may also be biased because
of this phenomenon.

In conclusion, this study could be a valuable addition
to the current literature in determining prognostic factors
associated with mortality in patients with SA in native
joints and in PJIs. A recommendation would be to split
these different pathologies into separate groups. For the
group of PJIs it is recommended also to differentiate
between acute and chronic joint infections.

RL Roerdink1, M Dietvorst2
1Department of Orthopaedic Surgery, Jeroen Bosch Hospital,

’s-Hertogenbosch, The Netherlands
2Department of Orthopaedic Surgery, Máxima Medical Centre,

Eindhoven, The Netherlands

Scand J Rheumatol 2017;00:1–2 1

© 2017 Informa Healthcare on license from Scandinavian Rheumatology Research Foundation

DOI: 10.1080/03009742.2017.1309454 www.scandjrheumatol.dk

http://crossmark.crossref.org/dialog/?doi=10.1080/03009742.2017.1309454&domain=pdf


References

1. Andreasen RA, Andersen NS, Just SA, Christensen R, Hansen I.
Prognostic factors associated with mortality in patients with septic
arthritis: a descriptive cohort study. Scand JRheumatol 2017;46:27–32.

2. Proceedings of the International Consensus Meeting on Periprosthetic
Joint Infection 2013 (https://www.efort.org/wp-content/uploads/2013/
10/Philadelphia_Consensus.pdf). Accessed 22 March 2017.

3. Helito CP, Noffs GG, Pecora JR, Gobbi RG, Tirico LE, LimaAL, et al.
Epidemiology of septic arthritis of the knee at Hospital das Clínicas,
Universidade de São Paulo. Braz J Infect Dis 2014;18:28–33.

4. Newman JH. Review of septic arthritis throughout the antibiotic
era. Ann Rheum Dis 1976;35:198–205.

5. Osmon DR, Berbari EF, Berendt AR, Lew D, Zimmerli W, Steck-
elberg JM, et al. Diagnosis and management of prosthetic joint

infection: clinical practice guidelines by the Infectious Diseases
Society of America. Clin Infect Dis 2013;56:e1–25.

6. Coakley G, Mathews C, Field M, Jones A, Kingsley G, Walker D,
et al. BSR & BHPR, BOA, RCGP and BSAC guidelines for
management of the hot swollen joint in adults. Rheumatology
(Oxford) 2006;45:1039–41.

7. Huotari K, Peltola M, Jämsen E. The incidence of late prosthetic
joint infections: a registry-based study of 112,708 primary hip and
knee replacements. Acta Orthop 2015;86:321–5.

Ramon Lucas Roerdink, Department of Orthopaedic Surgery,
Jeroen Bosch Hospital, Henri Dunantstraat 1, 5223 GZ ’s-Hertogenbosch,
The Netherlands.
E-mail: r.roerdink@hotmail.com

2 Letter

www.scandjrheumatol.dk

https://www.efort.org/wp-content/uploads/2013/10/Philadelphia_Consensus.pdf
https://www.efort.org/wp-content/uploads/2013/10/Philadelphia_Consensus.pdf

	Letter
	References



