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ABSTRACT
Background: There is dilemma as to whether patients infected with the Human Immunodeficiency Virus (HIV)
requiring implant orthopaedic surgery are at an increased risk for post-operative surgical site infection (SSI).
We conducted a systematic review to determine the effect of HIV on the risk of post-operative SSI and sought
to determine if this risk is altered by antibiotic use beyond 24 hours.
Methods: We searched electronic databases, manually searched citations from relevant articles, and reviewed
conference proceedings. The risk of postoperative SSI was pooled using Mantel-Haenszel method.
Results: We identified 18 cohort studies with 16 mainly small studies, addressing the subject. The pooled risk
ratio of infection in the HIV patients when compared to non-HIV patients was 1.8 (95% Confidence Interval
[CI] 1.3–2.4), in studies in Africa this was 2.3 (95% CI 1.5–3.5). In a sensitivity analysis the risk ratio was reduced
to 1.4 (95% CI 0.5–3.8). The risk ratio of infection in patients receiving prolonged antibiotics compared to
patients receiving antibiotics for up to 24 hours was 0.7 (95% CI 0.1–4.2).
Conclusions: The results may indicate an increased risk in HIV infected patients but these results are not
robust and inconclusive after conducting the sensitivity analysis removing poor quality studies. There is
need for larger good quality studies to provide conclusive evidence. To better develop surgical protocols,
further studies should determine the effect of reduced CD4 counts, viral load suppression and prolonged
antibiotics on the risk for infection.

INTRODUCTION
In sub-Saharan Africa, the orthopaedic surgeon is
handling increasing numbers of trauma cases due to
increasing road traffic accidents (1–3). Additionally the
African orthopaedic surgeon is faced with the HIV/AIDS
epidemic, with increasing numbers of HIV infected
patients, many of whom do not yet show symptoms,
and have not yet started Antiretroviral Therapy (ART)
(4). The prevalence of HIV in the general population in
sub-Saharan Africa ranges from 3%–12% (5), while the
prevalence of HIV infection among patients requiring
orthopedic surgery ranges from 3.6% to 16% (4,6). The
higher rates of 16% seen in Africa are probably due to
the large numbers of young people vulnerable to trauma
after road traffic accidents. This age group also has a
higher HIV prevalence.
EAOJ; Vol. 6 September 2012

Surgery is considered clean if it is conducted
in uncontaminated or uninfected tissues and the
respiratory, gastrointestinal and genitourinary systems
are not opened (7). Without concomitant disease, such
as HIV, surgical operations have less than 2% risk for
post operative surgical site infections (8–10). It has
been postulated that in patients infected with HIV, the
risk of postoperative infection is increased due to the
decline in the number of CD4 cells (1). Untreated HIV
causes a gradual decline in CD4 counts with subsequent
increase in opportunistic infections. It may also lead to
an increase in the incidence of infection after surgery.
It is expected that the risk reduces once the patient is on
ART and the CD4 counts rise. Surgery in orthopaedics
sometimes requires the insertion of implants of various
biomaterials to replace a joint surface or to stabilise
bone fragments. The use of implants is associated with
67
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an increase in the risk of postoperative infection (10).
Because a foreign body is implanted in the body which
provides an area for possible colonisation by microbes,
there is not only an increase risk of infections occurring
in the first one month (early infection) following surgery,
but also up to one year postoperatively (late infection).
Infected implants are usually managed by antibiotics for
long durations and removal or exchange of the implant
all resulting in great morbidity and cost (12,13).
Presently there is conflicting data on whether HIV or
reduced CD4 count due to HIV increases the likelihood
of infections in clean implant surgery (7, 17, 14). The
dilemma about not knowing whether implant surgery
is safe for HIV positive individuals, has led surgeons
to believe that the risk of infection in HIV infected
patients is too high. They avoid elective surgery and
only consider emergency surgery (18). This means that,
with one in every six patients requiring orthopaedic
surgery being infected with HIV, denying this group of
patients elective surgery leaves a large number of HIV
infected patients who may be denied surgery based on
an unsubstantiated risk of increased infection leading
to reduced quality of life for these patients. With most
large hospitals in East Africa performing about seven
implant orthopaedic surgeries a day, this could mean that
about 300 patients a year in each of these hospitals may
be denied elective surgery and suffer reduced quality of
life (4,19). According to several American and European
guidelines, prophylactic antibiotics should be started
within one hour of the incision and stopped within 24
hours after the end of the operation (20–22). By following
these current protocols for implant surgery, the risk of
post-operative infection has been greatly reduced (23).
In clean implant orthopaedic surgery we can expect an
infection rate of less than 2% (8,9). Though there are
guidelines on the perisurgical management of patients
undergoing implant surgery, none specifically address
the HIV infected patient. Therefore there is need to
develop guidelines for the orthopedic surgeon working
in areas of high prevalence of HIV. Our study aims to
gather the best evidence available on the risk of infection
after clean implant orthopedic surgery in patients with
HIV compared to patients without HIV to support the
development of these guidelines.
We have conducted a systematic literature review to
determine firstly, the incidence of post-operative surgical
site infections in patients with HIV undergoing clean
implant orthopaedic surgery compared to patients without
HIV. Secondly, we identified studies that evaluated the
effect of the enhanced measure of prolonged antibiotic
use compared to antibiotics given for up to 24 hours
(standard care in most countries) in reducing the risk of
postoperative infection in HIV infected patients.
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MATERIALS AND METHODS
A protocol was developed in advance of conducting
this systematic review and meta-analysis following the
Cochrane Collaboration protocol development guidelines
(24). To identify studies assessing the incidence of early
postoperative infection in clean implant orthopaedic
surgery patients with HIV compared to those without HIV,
we searched for publications in the Pubmed, Embase and
CENTRAL databases in June 2012 without restrictions
on year of publication. The combination of key words
(exploded MESH headings and free text terms) in the
search strategy included HIV/AIDS, implant orthopaedic
surgery, post-operative complications and surgical site
infections (Table 1). Furthermore, the reference lists of
eligible studies were searched for any additional studies.
We also searched abstracts of relevant Orthopaedic and
HIV/AIDS conferences (by searching the Journal of Bone
and Joint Surgery database of conference proceedings
and the International AIDS Society website) in June 2012
without restrictions on year of publication. We contacted
authors of eligible studies to identify additional published
and unpublished studies.
Our first question concentrated on the incidence of
post operative surgical site infection after clean implant
orthopaedic surgery in HIV infected patients compared
to non-HIV infected patients. Eligible studies were
retrospective and prospective cohort studies that had
one group of HIV infected patients and another group
of non-HIV infected patients; we included studies in
which there were no patients operated while having
an infection at time of surgery, hence all occurrences
of infections could be considered as incident events.
All participants underwent clean implant orthopaedic
surgery and the incidence of post operative surgical site
infection was evaluated. Surgery is considered clean if it
was conducted in uncontaminated or uninfected tissues
and the respiratory, gastrointestinal and genitourinary
systems are not opened (13).
The second question was on the effect of prolonged
antibiotics on the incidence of post-operative infection
in HIV infected patients after clean implant orthopaedic
surgery. The eligible studies were randomized control
trials, quasi-randomized control trials and cohort studies
comparing infection rates among HIV patients receiving
antibiotics for up to 24 hours and those receiving
antibiotics for longer than 24 hours.
For both questions, studies published in English,
French, Dutch or German were included. Studies on
patients with open fractures or surgery done in the
presence of infection were excluded. Identified studies
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were reviewed for eligibility by two authors (JK and
SV) based first on the title, then the abstract and then
finally on the full text (Figure 1), disagreements were
resolved by consensus and if none was arrived at, by
discussion with a third author (MS/KB). Studies with
data on infection rates and those with at least one case of
infection identified were selected for the meta-analysis.
Data extraction was completed by two authors (JK and
SV) independently using a pre-designed data extraction
form. We abstracted data on average age, sex, method
of diagnosing HIV status, patient numbers, antibiotics
used, methods of assessing infection and the number
of patients who developed post operative surgical site
infections. Although we originally planned to abstract
data on number of episodes of infection this information
was not reported. Disagreements on data extraction were
resolved by consensus and if none was arrived at, by
discussion with a third author (MS/KB).
Table 1: Search strategy PUBMED.
(‘‘HIV Infections’’[Mesh] OR ‘‘HIV’’[Mesh] OR
‘‘Acquired Immunodeficiency Syndrome’’[Mesh]
OR HIV[tiab] OR HIV-1[tiab] OR HIV-2[tiab]
OR human immunodeficiency virus[tiab] OR
human immunedeficiency virus[tiab] OR human
immuno-deficiency virus[tiab] OR human immunedeficiency virus[tiab] OR (human immun*[tiab]
AND deficiency virus[tiab]) OR acquired
immunodeficiency syndrome[tiab] OR acquired
immuno-deficiency syndrome[tiab] OR acquired
immune-deficiency syndrome[tiab] OR (acquired
immun*[tiab] AND deficiency syndrome[tiab]))
AND (‘‘Orthopedics’’[Mesh] OR ‘‘Orthopedic
Procedures’’[Mesh] OR ‘‘Joint Prosthesis’’[Mesh] OR
‘‘Fracture Fixation, Internal’’[Mesh] OR ‘‘Orthopedic
Fixation Devices’’[Mesh] OR ‘‘Arthroplasty’’[Mesh]
OR orthopedic*[tiab] OR orthopaedic*[tiab] OR
prosthes*[tiab] OR prosthetic[tiab] OR (implant*[tiab]
AND (joint[tiab] OR elbow[tiab] OR knee[tiab] OR
hip[tiab] OR bone[tiab])) OR fracture fixat*[tiab]
OR internal fixat*[tiab] OR osteosynthes*[tiab] OR
arthroplast*[tiab]) AND (‘‘Wound Infection’’[Mesh]
OR ‘‘Prosthesis-Related Infections’’[Mesh] OR ‘‘Soft
Tissue Infections’’[Mesh] OR ‘‘Surgical Wound
Dehiscence’’[Mesh] OR wound[tiab] OR wounds[tiab]
OR infection*[tiab] OR infected[tiab]) doi:10.1371/
journal.pone.0042254.t001

QUALITY ASSESSMENT
The studies identified were assessed for the quality
of the study. Cohort studies were assessed using the
Newcastle-Ottawa scale (25) while randomised and
quasi randomised studies were assessed using the PEDro
critical appraisal tool (26). The Newcastle-Ottawa scale
has all the important components for assessment of
quality for cohort studies and was deemed appropriate
for this study. The PEDro tool was developed using the
Delphi consensus for quality assessment of RCTs and is
EAOJ; Vol. 6 September 2012

appropriate for this setting. The assessment of quality
was done by two authors (JK and SV) and disputes
resolved by consensus and if none was arrived at, by
discussion with a third author (MS/KB).
Figure 1: Flow chart of selection of studies. The figures
indicate the number of articles reviewed at each stage.
doi:10.1371/journal.pone.0042254.g001
Records identified through database searching (n=388)

Records rejected after reviewing titles (n=210):
Duplicate records (n=6)
Not Cohort, (quas) Randomized trial (n=5)
No patients without HIV include or no extended antibiotics (n=12)
Patients not undergoing clean implant orthopaedic
surgery (n=187)
Records retained for review of abstract (n=178)
Records rejected after reviewing titles (n=112):
Not Cohort, (quas) Randomized trial (n=54)
No patients without HIV include or no extended antibiotics (n=19)
Patients not undergoing clean implant orthopaedic
surgery (n=187)
No assessment of infection (n=6)
Full text articles assessed for eligibility (n=67)
Articles rejected after reviewing full text (n=49):
Not Cohort, quas RCT or RCT (n=27)
No patients without HIV included or no extended antibiotics
(n=12)
Patients not undergoing clean implant orthopaedic surgery
(n=6)
No assessment of HIV (n=1)
Language not Enlish, French, Ducth or German (n=2)

Articles retained for systematic review (n=18)
Question 1(n=16), Question 2 (n=2)
Articles rejected (n=3):
No patients with post-operative infection (n=3)
Articles retained for meta-analysis (n=18)
Question 1(n=14), Question 2 (n=1)

DATA SYNTHESIS
The risk ratios estimating the risk of infection in the
HIV patients compared to the infection in the non-HIV
patients of the individual studies were combined using
the Mantel-Haenszel
method. Heterogeneity across studies was assessed
firstly by eyeballing, followed by using the I2 and the
Chi Square tests. Should the p-value of the heterogeneity
test be ,0.05, we planned to use
the Random Effects Model (REM) instead of Fixed
Effects Models (FEM). In the pre-specified subgroup
analyses we estimated the risk ratios of post operative
infection in the following populations:
• Studies conducted in the African continent which is
the main area of interest because it is the area of the
world with the highest prevalence and incidence of
HIV [27]
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Studies done among patients suffering from
haemophilia because this is the commonest co-morbidity
among HIV patients in Europe and North America
and these patients are different from non haemophilic
patients [28]
• Studies showing infection in the first 30 days after
surgery because we wanted to assess whether there is
a difference in the risk for post operative surgical site
infection in the early phase (within 30 days) when
compared to the late phase (after 30 days)
Sensitivity analysis was conducted by excluding
studies with lower quality as assessed by the quality
tool. Publication bias was assessed using a funnel plot.
Analysis was conducted using
Revman version 5.

antibiotics to answer the second question (Figure 1). We
identified 18 studies that fulfilled the eligibility criteria
for the systematic review sixteen for question 1 and two
studies for question 2. All were cohort studies with four
conducted in Africa and the rest in Europe and North
America. The studies were mainly small with majority
having less than 100 patients. The total number of patients
with HIV was 402 and there were 1064 non-HIV infected
patients. There was only one study available that was
conducted outside of Africa which did not concentrate
on patients with haemophilia. The characteristics of the
studies included in the review are detailed in Table 2.
In 10 studies the CD4 counts were available for at
least some of the patients, only two studies reported on
the use of ARVs among the patients and one reported on
viral loads of the patients
The quality of the studies as assessed using the
Newcastle-Ottawa scale is shown in Table 3 and Table
4. On average the quality of the studies scored 81%.
The areas that scored poorest were in the methods of
ascertaining the HIV status (exposure) and determining
post-operative surgical site infection (outcome). The
representativeness of the cohorts to the population and
the comparability of the cohorts scored above 90%.
The risk of publication bias is shown in the funnel plot
(Figure 2).

•

RESULTS
We retrieved 388 articles after a search of Pubmed,
Embase and CENTRAL databases. Two hundred and ten
articles were rejected after reading through title only and
a further 112 after reviewing the abstracts. An additional
49 articles were excluded after reading through the full
text; with the frequent reason for rejection being due to
study designs not being cohorts, RCTs or quasi RCTs.
The other common reason for rejection was the lack
of non-HIV controls to answer the first research question
or the lack of control patients on up to 24 hours of

Table 2. Table showing the characteristics of studies

included and the data abstracted
1st Author,
Publication Year

Country
Conducted

Chapman, 2003 [33] England

Type of
Patients

Average
Age
(Years)

Sex Male/
Female

Haemophilia 48.4

5/0

Antibiotic Used

Cefuroximel .5
g Stat, 8 hrs, 16
hrs
3rd Generation
Cephalosporin
1 dose pre-op, 2
doses post-p
Cefazolin 1 g
Stat

Mean
% of
Follow up Patients
with
Infections
in HIV
group

% of
Patients with
Infections
in Non HIV
group

42 Months 100%

0%

9.2 Years

6.3%

0%

3 months

3.6%

5.6%

Goddard, 2010 [34]

United
Kingdom

Haemophilia 43

57/0

Harrison, 2002 [35]

Malawi

General
Population

7

7

Hoekman, 1991 [31] Rwanda

General
Population

7

169/45

None

30 months 9.3%

4.7%

Jellis 1996 [30]

General
Population

7

7

7

7

32.1%

12.3%

Haemophilia 38

14/0

7

8 years

0%

0%

Haemophilia 7

7

7

At least 2
years

26.1%

33.3%

Sweden

Haemophilia 46

11/0

7

7

50%

0%

Malawi

General
Population

33/25

Cefuroxime
1500 mg Stat
then 750 mg 3
doses

7

0%

0%

Kelley, 1995s [36]
Lehman, 2001 [37]
Lofquist,1996 [38]
Lubega, 20101 [39]
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Zambia
United
States
United
States

52
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Norian, 2002 [40]
Paiement, 1994 [41]
Powell, 2005 [42]

United
States
United
States
United
States

Haemophilia 33.7

41/0

General
Population

7

7

7

Haemophilia 32.5

32/0

Spain

Haemophilia 31

30/0

United
States

Haemophilia 40.1

87/0

Solimeno, 2009 [45] Italy

Haemophilia 39

92/0

Vastel, 1999 [46]

France

Haemophilia 40.8

21/0

7

Unger 1995* [16]

United
States

Haemophilia 33

15/0

7

Cameroon

General
Population

Cefuroxime
1.5 g stat/
440/206
Cefuroxime 750
mg bd 10 days

Rodriguez, 2007
[43]
Silva, 2005 [44]

Bahebeck 2009 [29]

39

? Drug For Two
days
? Drug for 3-5
Days
Cefotaxime 2 g
and teicoplanin
400 mg

Minimum 2
13.8%
years
Average 26
0%
weeks
Median 80
15.8%
months
Average 7.5
5.3%
Years
Average 7.8
16.7%
Years

25%
4.3%
15.4%
0%
13.3%

Median 5.1
9.1%
Years

10.2%

Average 4.8
41.7%
Years
Average 6.4
0%2
Years
At least 3
months

11.1%
0%3

6.7%**

4.5%***

(Footnotes)
1 = Excluded from meta-analysis
2 = Study answering question two, group with standard of care
3 = Study answering question two, group with enhanced measure
? = Value of Item unclear from study
% = Percentage
doi:10.1371 /journal.pone.0042254.t002

Table 3. Table showing the quality of studies comparing HIV infected and Non HIV infected cohorts.
Author,
publication
year
Chapman,
2003 [33]
Goddard,
2010 [34]
Harrison,
2002 [35]
Hoekman,
1991 [31]
Jellis 1996
[30]
Kelley,
1995 [36]
Lehman,
2001 [37]
Lofquist,
1996 [38]
Lubega,
2010 [39]
Norian,
2002 [40]
Paiement,
1994 [41]
Powell,
2005 [42]

Representa- Exposed
tiveness of Cohort (Non
Exposed
HIV)
Cohort (HIV)

Ascertainment Outcome Comparability
of Exposure not
of Cohorts
(HIV)
present at
Start

Assessment Length of % of
Score
of Outcome Follow-up Follow(Infection)
up

Y

Y

7

Y

Y

7

Y

Y

75%

Y

Y

Y

Y

Y

7

Y

Y

87.5%

Y

Y

Y

Y

Y

Y

Y

Y

100%

Y

Y

Y

Y

Y

Y

Y

Y

100%

Y

Y

7

Y

Y

Y

7

7

62.5%

Y

Y

7

Y

Y

7

Y

Y

75%

Y

N

Y

Y

Y

Y

Y

75%

Y

Y

7

Y

Y

Y

Y

75%

Y

Y

Y

Y

Y

7

7

62.5%

Y

Y

Y

Y

Y

Y

Y

87.5%

Y

Y

Y

Y

Y

Y

Y

Y

100%

Y

Y

N

Y

Y

Y

Y

N

75%
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Rodriguez,
2007 [43]
Silva, 2005
[44]
Solimeno,
2009 [45]
Vastel,
1999 [46]

Y

Y

7

Y

Y

7

Y

Y

75%

Y

Y

N

Y

Y

Y

Y

N

75%

Y

Y

7

Y

Y

7

Y

Y

75%

Y

Y

7

Y

Y

7

Y

Y

75%

Y = Item catered for in study
? = Unclear if item is catered for
N = Item not catered for
doi:10.1371 /journal.pone.0042254.t003
Table 4. Table showing the quality of studies coparing Antiretroviral Drugs/Extended Antibiotics and No Antiretroviral Drugs/Standard Antibiotics cohorts
Papers

Bahebeck,
2009 [29]
Unger,
1995 [16]

Representativeness of Exposed
Cohort (ARV/
Antibiotics)
Y

Selection
of Non
Exposed
Cohort
(HIV)
Y

Y

Ascertainment of
Exposure
(ARV/Antibiotics)
Y

?

Y

Outcome
Companot present rability of
at Start
Cohorts

AssessLength of
ment of
follow-up
Outcome
(Infection)

% of
Score
follow-up

Y

Y

Y

Y

Y

Y

Y

Y

?

Y

Y

Y

Y = Item catered for in study
? = Unclear if item is catered for
N = Item not catered for
doi:10.1371/journal.pone.0042254.t004
Figure 2. Funnel plot of studies estimating the risk ratio of post operative surgical site infections after clean orthopaedic implant
surgery in HIV infected patients compared to HIV negative patients.
SE(log[RR])
0

0.5

1

1.5

2
0.01

0.1

1

10

RR
100

Points indicate the relative risks (x-axis) from 14 studies assessing the risk of post operative surgical site infections after implant
orthopaedic surgery in HIV infected patients when compared to HIV negative patients. doi:10.1371/journal.pone.0042254.g002
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Figure 3. Risk of Infection after Implant Surgery in HIV
patients compared to non HIV patients. Study or Subgroup
on the Y-axis refers to first author and publication year;
events refers to the number of patients who suffered post
operative surgical site infections while total refers to the
number of patients in that group. Weight refers to influence
of each study on overall estimate (weights are from fixed
effect analyses); for each study the central square indicates
risk ratio, line represents 95% confidence interval (CI),
and the size of the square reflects the study’s weight in the
HIV+

pooling; overall estimate refers to pooled estimate of risk
ratio after mathematical combination of all studies; the
X-axis indicates the scale and the direction of the effect
of HIV status on the risk of post operative surgical site
infection. I-squared denotes the extent of heterogeneity
in study outcomes, with a (hypothetical) value of 100%
meaning considerable heterogeneity and 0% meaning
no heterogeneity between studies. doi:10.1371/journal.
pone.0042254.g003

HIV-

Risk Ratio

Risk Ratio

M.H, Fixed, 95%
Cl

M.H, Fixed, 95% Cl

Study or Subgroup

Events

Total

Events

Total

weight

Chapman, 2003
Goddard, 2010
Harrison, 2002
Hoekeman, 1991
Jellis, 1996
Lehman, 2001
Lovquist, 1996
Norian, 2002
Paiement, 1994
Powell, 2005
Rodriguez, 2007
Silva, 2005
Solimeno, 2009
Vastel, 1999

1
1
1
4
25
6
2
4
0
3
1
10
3
5

1
16
28
43
78
23
4
29
19
19
19
60
33
12

0
0
6
8
28
2
0
3
14
2
0
4
6
1

4
41
108
171
227
6
7
12
328
13
11
30
59
9

0.7%
0.7%
5.6%
7.3
32.7%
7.2%
0.9%
9.7%
3.8%
5.4%
1.4%
12.2%
9.8%
2.6%

7.5[0.48, 117.16]
7.41[0.32, 173.07]
0.64[0.08, 5.12]
1.99[0.63, 6.30]
2.60[1.62, 4.17]
0.78[0.21, 2.94]
8.00[0.48, 134.66]
0.55[0.14, 2.10]
0.57[0.04, 9.17]
1.03[0.20, 5.31]
1.80[0.08, 40.75]
1.25[0.43, 3.66]
0.89 [0.24, 3.34]
3.75[0.54, 26.77]

100%

1.75[1.27, 2.40]

Total (95% Cl)
384
1026
Total events
66
74
Heterogeneity: Cl2 = 13.88, df = 13(P = 0.38); 12 = 6%
Test for overall effect: Z = 3.45 (P = 0.0006)

RISK OF POSTOPERATIVE INFECTION AFTER
IMPLANT SURGERY
We identified 16 studies that determined the risk of
postoperative infection after clean implant orthopaedic
surgery in the HIV infected patients compared to nonHIV patients but only 14 studies had patients that
developed post-operative infection. The overall pooled
proportion of individuals with post operative surgical
site infection in the non HIV group was 7.2% while in
the HIV infected group 17.2% of the individuals had post
operative surgical infections. HIV infected individuals
had an almost two times more risk (n= 66/384) of postoperative surgical site infection in the compared to
individuals without HIV (n =74/1026) with a risk ratio
(RR) of 1.8 (95% CI 1.3–2.4) (Figure 3). In a subgroup
analysis, we reviewed the studies done in Africa (n
=4). Of these four studies, only three had the outcome
of postoperative surgical site infection (both early and
late), the pooled proportion of post operative surgical
site infection after clean implant orthopaedic surgery in
the non HIV group was 8.3% while in the HIV infected
group this was 20.1%. The overall RR of post-operative
infection after clean implant orthopaedic surgery in the
HIV infected patients compared to non-HIV patients was
2.3 (95% CI 1.5–3.5; n= 655) (Figure 4). In a sensitivity
analysis conducted removing one lower quality study
EAOJ; Vol. 6 September 2012
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10

100

Less Infection in HIV+ Less Infection in HIV-

that did not include ascertainment of exposure to HIV
and had no follow up information, the risk ratio fell to
1.4 (95% CI 0.5–3.8; n= 350) (Figure 5).
There were 11 studies done on patients with
haemophilia with 10 studies having patients with the
outcome of post-operative infection (both early and late);
the proportion of post-operative infection in the non-HIV
group was 9.4% while that in the HIV infected group
was 16.7%. The overall RR of post-operative infection
in the HIV infected patients when compared to non HIV
patients in this haemophilia sub group was 1.4 (95% CI
0.8–2.3; n =408) (Figure 6).
Data for post-operative infection in the early
postoperative period was only presented in two of the
eleven studies; in these studies HIV infected patients showed
an increased risk of developing post-operative infections
compared to non-HIV patients, however it was not significant
(RR:1.8; 95% CI 0.6–5.6; n= 235) (Figure 7).
In all the fourteen (14) studies included, there was at
least one case of infection and all studies reported on
the number of patients who developed infection rather
than the episodes of infection in each patient. Severity
of infection was not reported and only 8 studies had
information on how the infection was managed. Most
infections were treated using antibiotics; debridement
and implant removal was needed in some cases (Table 5).
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Figure 4. Overall infections in patients undergoing surgery
in the African continent. Study or Subgroup on the Y-axis
refers to first author and publication year; events refers
to the number of patients who suffered post operative
surgical site infections while total refers to the number of
patients in that group. Weight refers to influence of each
study on overall estimate (weights are from fixed effect
analyses); for each study the central square indicates risk
ratio, line represents 95% confidence interval (CI), and
the size of the square reflects the study’s weight in the
HIV+

pooling; overall estimate refers to pooled estimate of risk
ratio after mathematical combination of all studies; the
X-axis indicates the scale and the direction of the effect
of HIV status on the risk of post operative surgical site
infection. I-squared denotes the extent of heterogeneity
in study outcomes, with a (hypothetical) value of 100%
meaning considerable heterogeneity and 0% meaning
no heterogeneity between studies. doi:10.1371/journal.
pone.0042254.g004
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Figure 5. Risk of infection in patients undergoing
surgery in the African continent after removing poorer
quality studies. Study or Subgroup on the Y-axis refers
to first author and publication year; events refers to the
number of patients who suffered post operative surgical
site infections while total refers to the number of patients
in that group. Weight refers to influence of each study on
overall estimate (weights are from fixed effect analyses);
for each study the central square indicates risk ratio, line
represents 95% confidence interval (CI), and the size
HIV+

HIV-
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of the square reflects the study’s weight in the pooling;
overall estimate refers to pooled estimate of risk ratio
after mathematical combination of all studies; the Xaxis indicates the scale and the direction of the effect
of HIV status on the risk of post operative surgical site
infection. I-squared denotes the extent of heterogeneity
in study outcomes, with a (hypothetical) value of 100%
meaning considerable heterogeneity and 0% meaning
no heterogeneity between studies. doi:10.1371/journal.
pone.0042254.g005
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Figure 6. Overall risk of Infection in patients suffering
from haemophilia. Study or Subgroup on the Y-axis
refers to first author and publication year; events refers
to the number of patients who suffered post operative
surgical site infections while total refers to the number of
patients in that group. Weight refers to influence of each
study on overall estimate (weights are from fixed effect
analyses); for each study the central square indicates risk
ratio, line represents 95% confidence interval (CI), and
the size of the square reflects the study’s weight in the
HIV+

pooling; overall estimate refers to pooled estimate of risk
ratio after mathematical combination of all studies; the
X-axis indicates the scale and the direction of the effect
of HIV status on the risk of post operative surgical site
infection. I-squared denotes the extent of heterogeneity
in study outcomes, with a (hypothetical) value of 100%
meaning considerable heterogeneity and 0% meaning
no heterogeneity between studies. doi:10.1371/journal.
pone.0042254.g006
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Figure 7. Risk of Infection in the first 30 days post
operatively. Study or Subgroup on the Y-axis refers to
first author and publication year; events refers to the
number of patients who suffered post operative surgical
site infections while total refers to the number of patients
in that group. Weight refers to influence of each study
on overall estimate (weights are from fixed effect
analyses); for each study the central square indicates risk
ratio, line represents 95% confidence interval (CI), and
the size of the square reflects the study’s weight in the
HIV+
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pooling; overall estimate refers to pooled estimate of risk
ratio after mathematical combination of all studies; the
X-axis indicates the scale and the direction of the effect
of HIV status on the risk of post operative surgical site
infection. I-squared denotes the extent of heterogeneity
in study outcomes, with a (hypothetical) value of 100%
meaning considerable heterogeneity and 0% meaning
no heterogeneity between studies. doi:10.1371/journal.
pone.0042254.g007.
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THE EFFECT OF PROLONGED ANTIBIOTICS IN HIV
INFECTED PATIENTS
We only identified one study investigating the effect
of prolonged antibiotics on post-operative infection
after clean implant orthopaedic surgery in HIV patients
when compared to antibiotics for up to 24 hours that had
patients with post operative infection. This small good
quality cohort study (n= 74) by Bahebeck et al. used
cefuroxime 750 mg twice a day for 10 days for patients
with CD4 counts less than 500 compared to 1500 mg
of cefuroxime given at once during surgery for patients
with CD4 counts above 500 [29]. The RR of infection
in the patients receiving prolonged antibiotics compared
to patients receiving antibiotics for up to 24 hours was
0.7 (95% CI 0.1–4.2). This indicated that patients with
prolonged antibiotics had a reduced risk for infection but
the study was not conclusive due to the wide confidence
intervals. Another study used ARVs for some patients in
addition to prophylactic antibiotics but had no patients
with post operative surgical site infections [16].

DISCUSSION
In this systematic review and meta-analysis, we have
selected studies in which a comparison between HIV
patients and non-HIV patients undergo clean implant
orthopaedic surgery. These studies were pooled to
determine a possible increase risk in postoperative
infection in HIV patients. From the overall metaanalysis,
HIV infected patients were almost twice as likely to
develop post-operative infection when compared to
non-HIV patients undergoing clean implant orthopaedic
surgery. This is likely due to decreasing resistance to
infection due to dwindling numbers of immune cells
[11]. This was also found in several subgroup analyses.
However, the studies presented in these metaanalyses
had several short comings. These included that most of
the studies had small numbers of patients and hence
the need for better designed larger studies, as well as
it was unknown what the exact treatment status was of
the included patients. As well, the percentage of patients
(7.2%) in the cohort with post operative infection even in
the non-HIV group were higher than the expected average
of 2% after implant orthopaedic surgery, indicating a
select group of enrolled patients [8–10].
Studies done in haemophiliac patients were all done
in higher income countries, whilst studies conducted on
non-haemophiliac patients coincided 100% with studies
done in Africa. Though the cause of infections is multifactorial, the difference in risk of infection between these
two groups could be due to the differences in infection
prevention strategies. The use of laminar flow theatres
and surgeons wearing space-suits is common place in
high income countries and could potentially reduce the
possibility of infection by ensuring reduced contamination
of the surgical site. Though patients with haemophilia
have higher risks of infection due to frequent bleeding
76

episodes into joints and the use of blood products, the
majority of the studies were done on patients undergoing
athroplasties where there are more enhanced measures to
reduce infection like antibiotic loaded cement. Patients
with haemophilia are generally not representative of the
general population or of the HIV infected patient.
There were only four studies done in the African
continent. Of these studies, the results indicate that there is
an increased risk of infection in the HIV infected patients.
This may be due to the less stringent infection prevention
strategies in the operating theatres in less developed
countries when compared to high income countries.
However, these results are probably multi-factorial; for
example the African studies had a higher number of
trauma cases as opposed to athroplasties. In trauma the
soft tissues are injured and hence more prone to infection
as opposed to athroplasties where the soft tissues envelop
is largely intact. The results of the studies done in Africa
were heavily weighted by the largest study conducted by
Jellis et al. [30]. It was difficult to determine the quality
of this study as the method of determining patient HIV
status and the follow up to determine infection was not
adequately reported and hence we do not know if this
may have led to an overestimation of the effect of HIV
on post-operative infection. The rates of infection of
both groups were also quite high, indicating selection
bias. Also, the study by Hoekman et al. in Rwanda has
also been criticized because they neglected to use any
routine prophylactic antibiotics as suggested by current
guidelines [31]. In a sensitivity analysis excluding the
study by Jellis et al. due to poor quality (potential bias),
the results changed and we found that the increased risk
of postoperative infection due to HIV was no longer
statistically significant.The conclusions in this subgroup
are hence inconclusive.
In studies that reported on infection in the first 30 days
which are classified as early infections, the results show
no increase in risk for post-operative infection in HIV
patients. However the data is very limited and hence
larger, better designed studies are needed to address this
question, specifically looking at both early infection and
extended infections separately.
Table 5. Management of Infections seen in the various
studies (n = 8 studies)
Study

Antibiotics
Only

Debridement

Implant
Removal

Chapman,
2003 (n = 1)
Goddard, 2010
(n = 1) [34]
Harrison, 2002
(n = 7) [35]
Hoekman,
1991 (n= 12)
[31]
Lehman, 2001
(n = 8) [37]

-

100%

-

-

100%

-

71.4%

14.3%

14.3%

58.3%

-

41.7%

-

12.5%

87.5%
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Lofquist, 1996 (n = 2) [38]
Rodriguez,
2007 (n = 1)
[43]
Silva, 2005 (n = 14) [44]

-

100%

-

100%

35.7%

64.3%

doi:10.1371/journal.pone.0042254.t005
The consequences of infection can be grave. This is
shown by the fact that in most patients who suffered
infections required repeat surgery (debridement or
implant removal). In the most severe cases, implant
removal was required. In all cases this usually means
prolonged hospital stay and long durations with
intravenous antibiotics. In trauma surgery, the morbidity
is less when compared to arthroplasty where implant
removal means that the patient’s joint may need to be
fused if the infection cannot be controlled. The initial
surgery is considered unsuccessful, the quality of life of
the patient is reduced and hence there is reduced costeffectiveness.
There was only one study conducted assessing the
effect of enhanced antibiotic measures to reduce the
risk of infection in HIV infected patients undergoing
implant surgery. This study showed a small reduced risk
of infection, but this finding was not significant. This
showed that the study results were inconclusive as to
the role of extended antibiotics in the reduction of the
risk of postoperative infection in HIV patients. There is
hence need for better designed studies with larger patient
numbers that will help to answer this question. Due to the
limited data available we were unable to do a subgroup
analysis and determine the effect of CD4 counts and
the use of ART. The different African countries have
also different criteria for starting ART most of which
are determined by funding available for ART programs.
Though ART is currently available in many centers in
Africa, most centers do not have access to the newer
ARVs that have changed the management of HIV.
The funnel plot revealed symmetry in the distribution
of the studies which means there may be little publication
bias in this systematic review. There was however a
paucity of studies not showing an increased risk of
infection in HIV infected patients. This may have led
to an overestimation of the risk of surgery in the HIV
infected patients. This meta-analysis also reveals that
there was little heterogeneity across studies even though
the populations and settings were completely different.
The studies included in the meta-analysis were mainly
dealing with haemophilia patients in Europe and
America. Though these studies may not represent the
general population they indicate the patients in that
region that are likely to require orthopaedic surgery and
have HIV. In studies done in Africa, the patients included
represented the general population and this makes the
EAOJ; Vol. 6 September 2012

results of that subgroup analysis representative of the
average patient in Africa.
Possible confounders across the studies in this metaanalysis include the effect of ART which was not reported
in majority of the studies. ART is known to enhance
the immunity of patients and may lead to possibly less
infections. The varied use of antibiotics in type of drug,
dosage and duration may be a potential confounder.

CONCLUSION
From the results of the meta-analysis there seems to be
a small increased risk of infection although the results
are still inconclusive pending larger, better studies. There
is currently no evidence for denying elective implant
orthopaedic surgery to patients with HIV. Therefore
surgeons should consider the individual patients needs
very carefully and weigh the potential risk of operating
against the quality of life of the patient. In elective
surgery it may be necessary to first manage the HIV virus
and attain viral load suppression and elevated CD4 levels
before surgery.
To develop protocols for the treatment of HIV patients
needing elective implant orthopaedic surgery, it is
therefore imperative for large better conducted studies
to determine the effect of declining CD4 counts and
the use of ART and prolonged antibiotics on the risk
of infection. There is also need for cohort studies to
determine the risk of long term infection in implants that
are left implanted for long periods of time as is the case
for athroplasty implants. Even though the risk of postoperative infection is minimal and could potentially be
reduced by ART treatment; surgeons may still decline to
operate on this group of patients as there is also a concern
that surgery in HIV patients could lead to a decline in the
CD4 counts and possibly accelerate the progression to
AIDS by additional stimulation of the immune system
and surgical stress [32] This review does not look at this
additional risk for the HIV patient.

ACKNOWLEDGMENTS
We wish to thank the Infectious Diseases Institute,
Makerere University and INTERACT Uganda, for
conducting an EBM course where the skills for systematic
reviewing were learnt.
Author Contributions: Conceived and designed the
experiments: JK MS KB. Performed the experiments: JK
SV. Analyzed the data: JK MS KB. Contributed reagents/
materials/analysis analysis tools: JK SV MS IN EN KB.
Wrote the paper: JK MS KB.o

REFERENCES
1. Labinjo, M., Juillard, C., Kobusingye, O.C. and
Hyder, A.A. The burden of road traffic injuries in
Nigeria: results of a population-based survey. Inj.
Prev. 2009; 15 (3):157–162.
77

East African Orthopaedic Journal
2. Chen, G. Road traffic safety in African countries status, trend, contributing factors, countermeasures
and challenges. Int. J. Inj. Contr. Saf. Promot. 2010;
17 (4):247–255.
3. Kigera, J.W.M., Nguku, L., Naddumba, E.K. (2010)
The Impact of Bodaboda Motor Crashes on the
Budget for Clinical Services at Mulago Hospital,
Kampala. East and Central Afr. J Surg. 2010; 15
(1):57–61.
4. Cohen, B., Piscioneri, F., Candido, F.J. and Rankin,
K.C. Seroprevalence of HIV in orthopaedic patients
in Zimbabwe. J Bone Joint Surg Br. 1994; 76
(3):477–479.
5. Mahmud, O., Dates, C., Akil, L. and Ahmad, H.A.
HIV and Tuberculosis Trends in the United States
and Select Sub-Saharan Africa Countries. Int. J.
Environ. Res. Public Hlth. 2011; 8 (6):2524–2532.
6. Devi, P., Arora, U., Yadav, S. and Malhotra, S.
Seroprevalence of HIV infection among the patients
attending various emergency departments in a
tertiary care hospital. Indian J. Sex Transm. Dis.
2010; 31 (1):27–29.
7. Sheth, D.S., Oldfield, D., Ambrose, C. and Clyburn,
T. Total knee arthroplasty in hemophilic arthropathy.
J. Arthroplasty. 2004; 19 (1):56–60.
8. Henley, M.B., Jones, R.E., Wyatt, R.W.B., Hofmann,
A. and Cohen, R.L. Prophylaxis with cefamandole
nafate in elective orthopedic surgery. Clin. Orthop.
Relat. Res. 1986; 209:249–254.
9. Pavel, A., Smith, R.L., Ballard, A. and Larson, I.J.
Prophylactic antibiotics in clean orthopedic surgery.
J. Bone Joint Surg. Am. 1974; 56:777–782.
10. Campoccia, D., Montanaro, L. and Arciola, C.R.
(2006) The significance of infection related to
orthopedic devices and issues of antibiotic resistance.
Biomaterials. 2006; 27 (11):2331–2339.
11. Savioz, D., Chilcott, M., Ludwig, C., Savioz, M.,
Kaiser, L. et al (1998) Preoperative counts of CD4
T-lymphocytes and early postoperative infective
complications in HIV-positive patients. Eur J Surg.
1998; 164 (7):483–487.
12. Cuckler, J.M. The infected total knee: management
options. J Arthroplasty. 2005; 20 (4 Suppl 2):33–36.
13. Winkler, H. Rationale for one stage exchange of
infected hip replacement using uncemented implants
and antibiotic impregnated bone graft. Int. J. Med.
Sci. 2009; 6 (5):247–252.
14. Govender, S., Parbhoo, A.H., Kumar, K.P. and
Annamalai, K. Anterior spinal decompression
in HIV-positive patients with tuberculosis. A
prospective study. J. Bone Joint Surg Br. 2001; 83
(6):864–867.
15. Habermann, B., Eberhardt, C., Kurth, A.A. Total
joint replacement in HIV positive patients. J. Infect.
2008; 57 (1):41–46.
16. Unger, A.S., Kessler, C.M. and Lewis, R.J. Total
knee arthroplasty in human immunodeficiency virusinfected hemophiliacs. J. Arthroplasty. 1995; 10
(4):448–452.
78

17. Young, W.F., Axelrod, P. and Jallo, J. Elective spinal
surgery in asymptomatic HIV-seropositive persons:
perioperative complications and outcomes. Spine
(Phila Pa 1976). 2005; 30 (2):256–259.
18. Parvizi, J., Sullivan, T.A., Pagnano, M.W.,
Trousdale, R.T. and Bolander, M.E. (2003) Total
joint arthroplasty in human immunodeficiency viruspositive patients: an alarming rate of early failure. J.
Arthroplasty. 2003; 18 (3):259–264.
19. UNAIDS (2007) AIDS epidemic update.
20. Laura P. Prophylactic Antibiotics in Orthopaedic
Surgery. J. Am. Acad. Orthop. Surg. 2008; 16:283–
293.
21. Antibiotic prophylaxis in surgery: summary of a
Swedish-Norwegian Consensus Conference). Scand.
J. Infect. Dis. 1998; 30 (6):547–557.
22. Bratzler, D.W. and Houck, P.M. Antimicrobial
prophylaxis for surgery: an advisory statement from
the National Surgical Infection Prevention Project.
Clin. Infect. Dis. 2004; 38 (12):1706–1715.
23. Prokuski L. Prophylactic Antibiotics in Orthopaedic
Surgery. J. Amer. Acad. Orthoped. Surg. 2008;
16:283–293.
24. Cochrane Wounds Group. Available: http://wounds.
cochrane.org/resourcesreview-authors Accessed 2012
July 7.
25. Wells G A, Shea B, O’Connell D, Peterson J, Welch
V et al The Newcastle- Ottawa Scale (NOS) for
assessing the quality of nonrandomised studies
in metaanalyses.
Available: http://www.ohri.
ca/programs/clinical_epidemiology/oxford.asp
Accessed 2012 July 7.
26. Physiotherapy Evidence Database (1999) PEDro
Scale. Available: http://www. pedro.org.au/english/
downloads/pedro-scale/Accessed 2012 July 7.
27. UNAIDS (2008) Report on the global AIDS
epidemic. Joint United Nations Programme on HIV/
AIDS, Geneva.
28. Goddard NJ, Rodriguez-Merchan EC, Wiedel JD
Total knee replacement in haemophilia. Haemophilia
2002; 8 (3):382–386.
29. Bahebeck J, Eone DH, Nonga BN, Kingue TN, Sosso M
Implant orthopaedic surgery in HIV asymptomatic
carriers: management and early outcome. Injury
2009; 40 (11):1147–1150.
30. Jellis JE. Orthopaedic surgery and HIV disease in
Africa. Int Orthop. 1996; 20 (4):253–256.
31. Hoekman P, van de Perre P, Nelissen J, Kwisanga
B, Bogaerts J et al. Increased frequency of infection
after open reduction of fractures in patients who are
seropositive for human immunodeficiency virus. J
Bone Joint Surg Am. 1991; 73 (5):675–679.
32. Phillips AM, Sabin CA, Ribbans WJ, Lee CA
Orthopaedic surgery in hemophilic patients with
human immunodeficiency virus. Clin Orthop Relat
Res. 1997; (343):81–87.
33. Chapman-Sheath PJ, Giangrande P, Carr AJ
Arthroplasty of the elbow in haemophilia. J Bone
Joint Surg Br. 2003; 85 (8):1138–1140.
EAOJ; Vol. 6 September 2012

East African Orthopaedic Journal
34. Goddard NJ, Mann HA, Lee CA Total knee
replacement in patients with endstage haemophilic
arthropathy: 25-year results. J Bone Joint Surg Br.
92 (8):1085–1089.
35. Harrison WJ, Lewis CP, Lavy CB Wound healing
after implant surgery in HIV-positive
patients. J Bone Joint Surg Br. 2002; 84 (6):802–
806.
36. Kelley SS, Lachiewicz PF, Gilbert MS, Bolander
ME, Jankiewicz JJ. Hip arthroplasty in hemophilic
arthropathy. J Bone Joint Surg Am. 1995; 77
(6):828–834.
37. Lehman CR, Ries MD, Paiement GD, Davidson
AB Infection after total joint arthroplasty in
patients with human immunodeficiency virus or
intravenous drug use. J Arthroplasty 2001; 16
(3):330–335.
38. Lofqvist T, Sanzen L, Petersson C, Nilsson IM .
Total hip replacement in patients with hemophilia.
13 hips in 11 patients followed for 1–16 years.
Acta Orthop Scand. 1996; 67 (4):321–324.
39. Lubega N, Mkandawire NC, Sibande GC, Norrish
AR, Harrison WJ Joint replacement in Malawi:
establishment of a National Joint Registry. J
Bone Joint Surg Br. 2009; 91 (3):341–343
40. Norian JM, Ries MD, Karp S, Hambleton J.
Total knee arthroplasty in hemophilic
arthropathy. J Bone Joint Surg Am. 2002; 84-A
(7):1138–1141.

EAOJ; Vol. 6 September 2012

41. Paiement GD, Hymes RA, LaDouceur MS, Gosselin RA,
Green HD. Postoperative infections in asymptomatic
HIV-seropositive orthopedic trauma patients. J Trauma.
1994; 37 (4):545–550; discussion 550-541.
42. Powell DL, Whitener CJ, Dye CE, Ballard JO, Shaffer
ML et al. Knee and hip arthroplasty infection rates
in persons with haemophilia: a 27 year single center
experience during the HIV epidemic. Haemophilia.
2005; 11 (3):233–239.
43. Rodriguez-Merchan EC. Total knee replacement in
haemophilic arthropathy. J Bone Joint Surg Br. 2007
89 (2):186–188.
44. Silva M, Luck JV, Jr. Long-term results of primary
total knee replacement in patients with hemophilia.
J Bone Joint Surg Am. 2005; 87 (1):85–91.
45. Solimeno LP, Mancuso ME, Pasta G, Santagostino
E, Perfetto S et al. Factors influencing the longterm outcome of primary total knee replacement in
haemophiliacs: a review of 116 procedures at a single
institution. Br J Haematol. 2009; 145 (2):227–234.
46. Vastel L, Courpied JP, Sultan Y, Kerboull M. [Knee
replacement arthroplasty in hemophilia: results,
complications and predictive elements of their
occurrence]. Rev Chir Orthop Reparatrice Appar
Mot. 1999; 85 (5):458–465

79

