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a member of the Patient Safety
Committee who was involved in
its development.

AAOS Now: Why is this called an
“information statement,” rather
than a guideline?

Dr. Clyburn: With the
increased emphasis on evidence-
based medicine, the AAOS has
adopted strict procedures for
developing clinical guidelines.
For example, AAOS guidelines
are prepared by a specific guide-
lines work group under the
Guidelines and Technology
Oversight Committee using a
process of systematic review.
Criteria for inclusion are deter-
mined in advance, a comprehen-
sive literature search is
conducted, and the quality of
each study is rated. The final
recommendations are, we hope,
based on strong enough data that
members could use them as a
practice standard.

Even though the previous
statements, which were developed

in conjunction with the American
Dental Association (ADA) and
the American Urologic
Association (AUA), were called
guidelines, they did not meet the
Academy’s current criteria for
evidence-based guidelines. 

AAOS Now: If this statement
wasn’t developed according to
those procedures, who did
prepare it, and what procedures
did they follow?

Dr. Clyburn: The new state-
ment was developed by the AAOS
Patient Safety Committee, which
was tasked to review and update
the previous information. We
contacted both the ADA and the
AUA and found that they were
independently updating their
statements on antibiotic prophy-
laxis. But when we received
copies of their final product, the
committee couldn’t agree with
the recommendations.

AAOS Now: Why not?
Dr. Clyburn: The ADA 

statement included several 
good studies—and some quite
old—that looked at the bacteria
that produce bacteremia after
dental procedures. These studies
said that the bacteria are unique
to the oral cavity and would not
be the type found in an infected
total joint. Because the ADA
found no medical evidence 
that a total joint infection 
could come from an oral proce-
dure, they concluded patients
didn’t need to take antibiotic
prophylaxis.

The AUA revised statement is a
44-page document that does not
recommend routine use of
prophylactic antibiotics for total
joint replacement patients under-
going urologic procedures with
certain exceptions. We felt the
document length and potential
confusion of the recommenda-
tions were such that it would not
be useful information for the
practicing orthopaedist. 

ANTIBIOTIC from page 1

All patients with prosthetic joint
replacement 

Immunocompromised/immuno -
suppressed patients 

Inflammatory arthropathies 
(e.g., rheumatoid arthritis, 
systemic lupus erythematosus) 

Drug-induced immunosuppression 

Radiation-induced immunosuppres-
sion 

Patients with co-morbidities (e.g.,
diabetes, obesity, HIV, smoking) 

Previous prosthetic joint infections 

Malnourishment 

Hemophilia 

HIV infection 

Insulin-dependent (type 1) diabetes 

Malignancy 

Megaprostheses

Table 1  Patients at 
potential increased risk 
of hematogenous total 
joint infection

See ANTIBIOTIC, page 9

Antimicrobial Agent
Cephalexin, cephradine, amoxicillin

Gentamicin, tobramycin,
ciprofloxacin, gatifloxacin,
levofloxacin, moxifloxacin,
ofloxacin, or meomycin-
gramicidin-polymyxin B cefazolin

Cefazolin
Cefuroxime OR
Vancomycin

Cefazolin OR
Vancomyin

Cefazolin

Cefazolin

Neomycin + erythromycin base
(oral) OR metronidazole (oral)

Clindamycin + 
gentamicin OR

cefazolin

Cefoxitin, cefazolin
Ampicillin/sulbactam

Ciprofloxacin

Dose
2 gm PO

Multiple drops topically over
2 to 24 hours or 100 mg
subconjunctivally

1-2 g IV
1.5 g IV
1 g IV

1-2 g IV
1 g IV

1-2 g IV

1-2 g IV

1 g 
1 g

600-900 mg IV
1.5 mg/kg IV

1-2 g IV

1-2 g IV
3 g IV

500 mg PO or

400 mg IV

Timing
1 hour prior to procedure

Consult ophthalmologist or 
pharmacist for dosing regimen

Begin dose 60 minutes prior to
procedure

Begin dose 60 minutes prior to
procedure

Begin dose 60 minutes prior to
procedure

Dependent on time of procedure,
consult with GI physician and/or
pharmacist

Begin dose 60 minutes prior to
procedure

Begin dose 60 minutes prior to
procedure

1 hour prior to procedure

Begin dose 60 minutes prior to
procedure

Duration

Discontinued within 24 hours
of the procedure. For most
outpatient/office-based
procedures a single pre-
procedure dose is sufficient.

Procedure
Dental

Ophthalmic

Orthopaedic†

Vascular

Gastrointestinal
Esophageal, gastroduodenal

Biliary tract

Colorectal

Head and neck

Obstetric and 
gynecological

Genitourinary

Table 2  Prophylactic antibiotic recommendations for different procedures

† If a tourniquet is used, the entire dose of antibiotic must be infused prior to its inflation
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