
METHODS	
We conducted a retrospective review of 9130 TKA and 4555 THA 
surgeries performed between 2003 and 2006 identified using a 
total joint registry sponsored by a pre-paid health maintenance 
organization with ~4 million members. The arthroplasties were 
performed by 85 surgeons at 11 community hospitals. To identify 
whether the patients in the registry had a diagnosis of psoriasis 
in the medical chart at the time of or prior to surgery inpatient 
and outpatient administrative databases were searched using 
ICD 9-CM codes (International Classification of Diseases, Ninth 
Revision, Clinical Modification): 696.0 (psoriatic arthropathy) 
and 696.1 (other psoriasis). 217 (2.4 %) of patients undergoing 
primary TKA and 79 (1.7%) THA were diagnosed with psoriasis. 
Post-operative infections were identified with ICD-9 discharge 
diagnostic codes for the same study period; the infections 
identified were then reviewed by the registry staff according to 
CDC Surgical Site Infection (SSI) guidelines. 8303 (90.9%) of the 
TKAs were done for osteoarthritis, 185 (2.0%) for rheumatoid 
arthritis, 111 (1.2%) for post-traumatic arthritis, 69 (0.8%) for 
osteonecrosis, 37 (0.4%) for inflammatory arthritis, and 49 
(0.5%) cases for other diagnoses. 3650 (81.9%) of the THAs were 
for osteoarthritis, 312 (6.9%) for osteonecrosis, 95 (2.1%) for 
rheumatoid arthritis, 56 (1.3%) for post-traumatic arthritis, 48 (1.1%) 
for inflammatory arthritis and 51 (1.1%) for other reasons.

DISCUSSION	
This study reflects the risk of joint replacement infection 
with psoriasis in a community-based practice in a large 
number of patients. No statistically significantly different 
rate of surgical site deep infection was identified among 
patients getting THAs and TKAs with a concurrent 
diagnosis of psoriasis. This study did not determine the 
extent or location of psoriasis or to what extent patients 
had surgery performed through psoriatic skin lesions. 
While there is little evidence to support it, an overwhelming 
majority of orthopedic surgeons do not perform elective 
surgery in active psoriatic skin believing there is an increased 
risk of infection and wound healing problems (6). In contrast 
the majority of dermatologists believe that with proper 
preoperative dermatologic treatment, surgery can be 
safely performed through active psoriatic skin with minimal 
reservation (6). 
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Impact of Psoriasis on Deep Infection Following Primary Knee and Hip Arthroplasty

Abstract	
Introduction: Psoriasis is a common skin condition afflicting 
2.1% of American adults. Although patients with psoriasis are 
known to harbor bacteria in their skin, previous studies on the 
effect of psoriasis on infection following joint replacement 
surgery have yielded contradictory results. In this study, the 
impact of psoriasis on infection following unilateral primary 
total knee and total hip arthroplasty was examined in a large 
population of patients.

Materials and Methods: 9130 TKA and 4555 THA surgeries 
performed between 2003 and 2006 identified using a total 
joint registry sponsored by a pre-paid health maintenance 
organization with ~4 million members.

Results: 3/217 (1.4%) of the TKA patients with psoriasis 
became infected during the year following the surgery 
compared to 77/8913 (0.84%) of the patients without 
psoriasis (p= 0.27). 1/79 (1.3%) of the THAs with psoriasis 
became infected compared to 28/4476 (0.63%) THAs without 
psoriasis (p= 0.09). With the numbers available, psoriasis had 
no effect on the incidence of infection. The arthroplasties 
were performed by 85 surgeons at 11 community hospitals. 
80 (0.9%) of the TKAs and 29 (0.7%) of the THAs were 
diagnosed with deep infection over the study period.

Conclusion: This study reflects the risk of joint replacement 
infection with psoriasis in a community based practice in a 
large number of patients. Among the members of this health 
maintenance organization, no increased risk of infection with 
psoriasis was identified.

Introduction	
Psoriasis is a reddish, scaly rash (Figure. 1) often located over 
the surfaces of the elbows, knees, afflicting 2-3% of adults 
in Western populations. Although patients with psoriasis 
are known to harbor bacteria in their skin (1), previous 
studies on the effect of psoriasis on infection during joint 
replacement surgery have yielded contradictory results. Some 
studies have shown increased risk of infection in patients with 
psoriasis (2, 3), while others have found no difference (4,5) 
In this study, the impact of psoriasis on infection following 
unilateral primary total knee and total hip arthroplasty was 
examined in a large population of patients.
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RESULTS	
3/217 (1.4%) of the TKA patients with psoriasis became infected 
during the year following the surgery compared to 77/8913 (0.84%) 
of the patients without psoriasis (p= 0.27) (Figure 2). 1/79 (1.3%) of the 
THAs with psoriasis became infected compared to 28/4476 (0.63%) 
THAs without psoriasis (p= 0.09). Among TKAs, the difference in 
infection rate was 0.54% with a 95% confidence interval of ±1.57%. 
For THAs, the difference was 0.64±2.5%. With the numbers available, 
the accompanying diagnosis of psoriasis had no effect on the 
incidence of infection.80 (0.9%) of the TKAs and 29 (0.7%) of the 
THAs were diagnosed with deep infection over the study period.


