
  1 of 2Ann Rheum Dis November 2020 Vol 79 No 11

Response to: ‘Is it currently reasonable to offer 
short 14- day antibiotic therapies after a surgical 
synovectomy in native joint septic arthritis?’ by 
Coiffier et al

We read with great interest the (mostly justified) scientific remarks 
of our colleagues Coiffier et al1 to our article,2 randomising to 
either 2 or 4 weeks of systemic targeted antibiotic therapy after 
surgical drainage of native joint bacterial arthritis in adults. This 
was a classical non- inferiority trial detecting a similar outcome, 
similar mechanical sequels and a similar proportion of antibiotic- 
related adverse events in the short- antibiotic treatment group 
when compared with the classical long antibiotic administration 
of 4 weeks.2

However, native joint septic arthritis is a very heterogeneous 
group of clinical entities with different epidemiological, micro-
biological and therapeutic aspects in humans. The spectrum 
varies between adult and paediatric patients, with and without 
concomitant adjacent osteomyelitis or immune suppression, 
pathogens (Staphylococcus aureus, Pseudomonas aeruginosa, 
gonococci, viruses), anatomical localisations (extremities, hand, 
diabetic foot, spine, mandibular, shoulder, sacroiliac), settings 
(orthopaedic departments vs rheumatological services), origins 
(spontaneous, intravenous drug abuse, surgical site infections, 
post- traumatic, bites) and management (surgeons, rheumatolo-
gists, internists, emergency vs elective drainage).3

Of note, our trial accepted all surgically drained arthritis cases 
but was sufficiently powered for the overall population plus 
the subgroup of hand and wrist arthritis cases, which in turn 
were mostly traumatic in origin occurring in young, healthy 
and immune- competent adults. Regarding the overall popula-
tion, and the hand subpopulation, these non- inferiority require-
ments were fulfilled. For other subgroups it was not, because 
each of the aforementioned subgroups would formally require at 
minimum 100–150 randomised cases to be statistically correct; 
and maybe also separate trials. Our colleagues Coiffier et al 
equally acknowledge this inherent shortcoming of every arthritis 
trial in general.1 Probably they work with a high burden of spon-
taneous arthritis cases in large joints that they treat (initially) by 
arthrocentesis and systemic antibiotic therapy? This would be 
indeed a different setting.

As Coiffier et al,1 we explicitly avoid to conclude that every 
native joint septic arthritis should be treated only during 14 
days of systemic antibiotic therapy.2 But we reveal the feasibility 
and the worth of investigating of such an approach; nota bene 
because we did not detect any inconvenient during an active and 
prospective follow- up. In contrast, regarding surgically drained 
hand arthritis episodes due to ‘classical’ bacteria (eg, no myco-
bacteria),4 we encourage the international community to shorten 
their individual current durations to 14 days; at least to try it and 
to gain own experience. With retrospective5 6 and now prospec-
tive data on its favour,2 there is no reason to wait any longer for 
septic hand arthritis cases.

For other localisation and origins, for example, spontaneous 
primary hip and knee arthritis, specific follow- up trials can be 
encouraged (along with other trials such as the concomitant 
add- on of systemic steroids or other anti- inflammatory medica-
tions in adults; or a comparison between rheumatological (itera-
tive) arthrocentesis vs surgical drainage, for example).7

Additionally, Coiffier et al ask for some issues that were not 
fully discussed. For example, they advocate that the minimal 
follow- up time for every osteoarticular infection should be 

1 year, that the sample size calculation should be higher because 
of more expected recurrences (among large joint infections) and 
that the per- protocol analysis should be displayed for the overall 
population (instead of the subgroup of hand arthritis cases). 
Finally, they mention that follow- up radiographies were not 
performed in every study participants.

While we fully agree with a minimal follow- up of 2 years for 
implant- related bone infections (that is equally promoted by 
surveillance authorities all over the word), the situation is less 
clear for implant- free bone and joint infections. Analogy is diffi-
cult, because osteomyelitis can clinically recur lifelong (up to 40 
years),8 even if reviewers usually accept a surveillance period of 
1 or 2 years for practical reasons. We agree with that.

In contrast, we beg to differ regarding the the follow- up time 
for a surgically drained septic arthritis without osteitis. Indeed, 
we are unaware of any scientific data pushing for a follow- up 
time of 1 year for S. aureus or streptococcal septic arthritis in 
its pure form. As reviewers of other papers, according to our 
ethical committee, our own experience and that of international 
experts, septic arthritis recurrences occur much more rapidly. 
Personally, we, for example, ignore own cases with any strepto-
coccal arthritis recurrences at 11, or even 5 months, unless there 
has been a new episode of joint infection. As experts in this field, 
we must not promote confounding bone and implant infections 
with joints. We should not apply bone criteria for joints. These 
are different entities, even if the international community tends 
to resume ‘osteo’ and ‘articular’ within one single breath. Finally, 
our study criteria only required a minimal follow- up of 2 months 
officially (regarding infection). In reality, our median follow- up 
was 2.2 years (IQR, 1.6–2.8 years)2 and rather motivated by 
sequels than mere recurrent infections. Regarding infections, the 
recurrence delays in our centre (where this single- centre study 
stems from) justify our non- inferiority calculations.

We performed control radiographies only if there were anam-
nestic and/or clinical reasons and avoided additional costs and 
consultations; only for study purposes. We were not interested 
to detect a silent radiological secondary osteoarthritis without 
clinical consequences. Lastly, Coiffier et al criticise to sum up 
every kind of arthritis cases in one analysis but advocate doing 
so in an overall per- protocol analysis. We might interpret this as 
contradiction. In this sense, we were more purists by keeping 
the per- protocol analysis for the subgroup of hand arthritis only, 
for which we are ‘formal’ in reducing the antibiotic duration.1 2

Overall, we thank our academic and specialised French 
colleagues1 to recall the shortcomings of our trial,2 which obvi-
ously cannot be fully displayed in the frame of a regular article.
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