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IPC / BI Nurse
-Assist in the management and monitoring 
of out-patient antimicrobial therapy
-Provide relevant patient updates e.g. 
progress to discharge, wound concerns, 
antibiotic side effects, abnormal blood 
results
-Assist in the communication of MDT 
outcome to patients and ward staff

Orthopaedic Surgeon 
-Competent in revision surgery
-Provides expertise on available 
surgical options
-Referring surgeon or named 
representative required to outline 
clinical history

Infectious Diseases 
Consultant

-Provides expert guidance 
on antimicrobial 
management of infection
-Chair of MDT meeting

Antimicrobial 
Pharmacist

-Support on clinical 
antimicrobial management, 
ensuring safe prescribing 
along side patients’ other 
medication and health 
conditions 

Co-ordinator
-Preparing and distributing the 
meeting agenda
-Obtaining patient scans / x-rays 
/ notes 
-Documenting and 
communicating outcomes
-Communication with GPs
-Arranging BI OPA’s 

Microbiologist
-Provides expert guidance on 
antimicrobial management of 
infection
-Provides update on microbiology 
results

Introduction
In England and Wales there are approximately 187,000 total hip or knee replacement procedures performed each year (National Joint registry 2017). For the majority of patients a joint replacement vastly improves their quality of life. However around 1%
will develop a prosthetic joint infection (PJI) as a most serious complication (Moore et al 2015). Treatment often requires multiple surgeries, prolonged hospital stay and long courses of antibiotics, impacting on all aspects of a patients life. The Royal
Orthopaedic Hospital (ROH) NHS Trust carries out many revision surgeries for prosthetic joint infection each year. This poster will discuss our approach to best manage and support these patients through our Bone Infection Service (BIS).

Multi Disciplinary Team (MDT) Approach
An MDT approach is said to be essential by many authors when diagnosing and treating patients with PJI in order to give
the best outcomes (Cheng et al 2018, Colston 2018, Osmon 2013).

At the Royal Orthopaedic Hospital our BIS MDT consists of an Infectious Diseases (ID) Consultant, Orthopaedic
surgeons, Microbiologist, Antimicrobial Pharmacist, Infection Prevention and Control (IPC) / Bone infection Nurses and a
Co-ordinator (please see diagram below for specific MDT meeting roles). Our MDT meets weekly to discuss local trust
and regional referrals. Discussions may include surgical options, sampling advice, antibiotic advice (intra-operative and
post-operative), microbiological / histology results, antibiotic duration, monitoring required and follow up.

Positive Outcomes
q Positive verbal and written feedback from patients

q Positive patient stories highlighting need for BI service

q Earlier targeting of antibiotics, allowing earlier discharge. This reduction in use of Carbapenem’s has also assisted in 
the achievement of ROH hospital wide CQUIN for reduction in antimicrobial usage for 2018/19

q Earlier identification of patients with possible PJI through ’Wound Care Helpline’
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The Importance of Specific Timed Intervention and 
Involvement of a Multi-Disciplinary Team when 
Treating Patients with a Prosthetic Joint Infection

Patient Management
Prompt identification and correct management of PJI is vital (Cheng et al 2018). Diagnosis is based on a combination of clinical symptoms, microbiological results and operative findings (Parvizi et al 2018). At the ROH it is advised that all patients with 
suspected or confirmed PJI are discussed as early as possible in treatment at our BI MDT to guide surgical and antibiotic management. Patient pathways are based on evidence based research in identification of PJI (Parvizi et al 2018) and expert 
consensus on Orthopaedic Infections (Argenson et al 2018).

When treating a patient with PJI the timing and type of intervention has been shown to be an important factor in treatment success. For example, a Debridement, Antibiotics and Implant Retention (DAIR) procedure has a greater chance of working if it is
done as soon as possible after initial PJI symptoms become apparent. Studies have shown that if DAIR is performed less than one week after initial symptoms the rates of success are much higher (Argenson et al 2018). At the ROH the IPC / Tissue
viability team manage a “Wound Care Helpline”. Patients are given this number on discharge and advised to call if they develop any signs of infection. These patients can then be bought back for an urgent review the same or following day for assessment
by a senior surgeon who can then refer to the BIS for advice. The earlier the infection is treated, the greater chance of success, reducing likely hood of further hospital admissions and more drastic surgery.

Decisions made around antibiotics by the BIS are crucial in the management and treatment of PJI. Pre-operatively patients should ideally have stopped any antibiotics 2 weeks prior to surgery (following careful risk assessment). This will increase likelihood
of identifying an organism from samples that are taken (Osmon 2013). Post-operatively once sampling has taken place the patient will then be commenced on antibiotics as per ROH antimicrobial guidelines. Microbiological results are monitored and
management altered accordingly. We adhering to local guidelines by highlighting to surgical team if no gram negative growth and meropenem can be stopped. Once results are finalised and sensitivities known antibiotic treatment plan can be decided.
Treatment length can vary from 6-12 weeks dependant on each individual case (Cheng et al 2018). Each antibiotic will require specific monitoring and success of treatment is observed through blood results, symptoms and wound progress, any concerns
throughout treatment are fed back to ID consultant and Orthopaedic consultant to review and make changes if required.
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Major Criteria:
- Sinus tract
- 2 positive cultures of the same organism

Minor Criteria may include:
- Raised CRP / ESR
- Positive alpha defensin, leucocyte esterase or 
biopsy
- Positive histology
- Persistent wound ooze post 10 days post joint 
replacement
- Patients with pain, inflammation and sudden 
inability to weight bear should also be assessed for 
possible PJI
(Parvizi et al 2018)
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Pre-op
- Surgical options e.g. DAIR, Single stage revision, 
2 stage revision
- Intra-operative antibiotics for cement / stimulan 
beads
- Post operative antibiotics as per ROH antibiotic 
guidelines
- Sampling advice (5 micro, 2 histology)

Post-op 
- Operative findings
- Microbiological results 
- Antibiotic plan
- Monitoring / follow up required
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- Patients are given antibiotic advice regarding 
possible side effects
- Patients are contacted at regular intervals 
throughout treatment to check on symptoms, 
wound progress and development of side effects
- OPA organised when required
- Treatment plan communicated to GP by team
- Referral to Out Patient Parental antibiotic therapy 
services
- Bloods monitoring (concerns raised at weekly 
virtual ward round with ID Consultant)
- BI patient contact hotline available if patient 
concerns
- Medication dispensing

IPC / BI Nurses Role
At the ROH two IPC nurses have a dual role. As well as specific IPC nurse roles, we are also involved in supporting the BIS.
Responsibilities outside of the weekly MDT meeting include:
• Monitoring a patient’s response to antimicrobial therapy which is done by reviewing blood tests taken at intervals specified

at the BIS MDT meeting, wound observation and checking for side effects. Any concerns are reported to the patient’s
surgical consultant and ID consultant.

• Assisting with discharge planning by organising IV administration at home if required and blood tests through community
teams and GP’s.

• Post-infection review (PIR) investigation if deep infection occurs within 12 months of a primary replacement to look for
learning outcomes (reported through surgical site surveillance (SISS)

• Managing calls to the ROH ‘Wound Care Helpline’ where potential infections can be identified early.
• Offering patient support through giving advice and information on ward rounds and making regular contact with patients

after discharge via calls.

The Future of the BIS at the ROH
q Discussions with local CCG to gain funding to extend service to provide regional advice 

q Standardised patient feedback form to more clearly display our service outcomes

q Further research to look at hospital specific outcomes for PJI treatment
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