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a b s t r a c t

Background: Prosthetic joint infection (PJI) is a devastating complication of arthroplasty surgery, mostly
caused by Gram-positive pathogens, including Staphylococcus aureus and coagulase-negative staphylococci.
Multidrug resistance is of major concern in this setting: (a) it can negatively impact outcome, restricting the
use of the most effective antimicrobials; (b) it may influence the choice of surgical strategies; and (c) it
restrains the therapeutic options to newly labelled antimicrobials with limited experience in PJI.
Objectives: To provide a comprehensive overview of the clinical impact of antimicrobial resistance in
Gram-positive PJI and on current and innovative therapeutic strategies.
Sources: The review is based on PubMed searches for relevant topics, including multiresistant staphylo-
cocci PJI and the discussed specific therapeutic approaches. Given the very few randomized trials in this
setting, discussion is mostly based on observational studies and the experience and opinion of the authors.
Content: Methicillin resistance is an important concern in staphylococcal PJI, especially in coagulase-
negative staphylococci. However, its impact on the outcome is controversial. Conversely, rifampicin
and/or fluoroquinolone resistance are associated with worse prognosis and might be considered when
defining difficult-to-treat pathogens in the PJI setting. There is very little experience with recently
developed anti-Gram-positive antimicrobial in PJI, but evaluations of their antibiofilm activities are
promising, and some of them might represent significant advances regarding antimicrobial tolerance
(such as tedizolid) or pharmacokinetic profiles (such as dalbavancin) during long-term treatment
required for PJI. Evaluation of innovative strategies in this setting is crucial, including repositioning of
current surgical options using local antimicrobial delivery, pharmacokinetic monitoring and modelling to
optimize antimicrobial therapy, suppressive antimicrobial treatment and/or phage-based approaches.
Implications: PJIs caused by resistant Gram-positive bacteriadincluding rifampicin- and/or
fluoroquinolone-resistant staphylococcidmay be associated with a poorer prognosis. It is therefore
essential to optimize medical and surgical management, and to find new therapeutic alternatives.
Florent Valour, Clin Microbiol Infect 2025;▪:1
© 2025 European Society of Clinical Microbiology and Infectious Diseases. Published by Elsevier Ltd. All

rights are reserved, including those for text and data mining, AI training, and similar technologies.

Introduction

Prosthetic joint infection (PJI) is a major complication of
arthroplasty, with an estimated incidence of 1% [1]. Gram-positive
bacteria account for two-thirds of documented infections, mainly
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represented by Staphylococcus aureus and coagulase-negative
staphylococci (CNS) [2]. The worldwide increase in antimicrobial
resistance raises several concerns in the specific field of PJI. First,
the impact of antimicrobial resistance on the outcome remains to
be specifically evaluated. PJI management relies on antimicrobials
chosen for their osteoarticular penetration and antibiofilm activity
[3,4]. For instance, rifampicin is recognized as a cornerstone of
staphylococcal device-associated infection because of its tissue
penetration and activity against staphylococcal biofilms. Fluo-
roquinolones are considered as the best companion molecules of
rifampicin for staphylococcal PJI because of their excellent bone
penetration and lack of drugedrug interaction, and also display
good biofilm activity against Gram-negative pathogens. However,
these drugs are not commonly considered to define multidrug
resistance (MDR). Second, antimicrobials recently marketed for the
treatment of MDR Gram-positive have been approved for skin and
soft-tissue infection (SSTI), with little information on their dosage,
efficacy and tolerance upon prolonged treatment required for PJI,
for which their use is more relevant. Third, apart from consider-
ations related to antimicrobial resistance, current surgical strat-
egiesdmainly debridement, antibiotics and implant retention
(DAIR), and one- or two-stage exchangesdare associated with a
global risk of failure of 20% subject to carefully chosen indications
[5], advocating for the implementation of innovative approaches in
selected patients.

This review provides insights into the impact of antimicrobial
resistance on Gram-positive PJI prognosis, and on innovative stra-
tegies to implement for a better outcome of these difficult-to-treat
infections.

Microbiological epidemiology, resistance and prognosis

In a large French cohort (2014e2019) using the national registry
of complex bone and joint infection (BJI) reference centres to gather
11 812 documented PJI, S. aureus (26.3%) and CNS (25.1%) were the
most frequently involved pathogens, streptococci (9.4%) and
enterococci (5.7%) being less represented [2].

MDR staphylococci

Prevalence and evolution of staphylococcal resistance rates vary
significantly across countries, with few international comparative
data regarding specifically PJI isolates. For instance, 2021 data from
the European surveillance of antimicrobial resistance revealed that
among more than 60 000 invasive S. aureus isolates, overall
methicillin-resistance rate was 15.8%, being stable or decreasing in
most countries, but with major variations in prevalence ranging
from 0.9% to 42.9% depending on countries [6]. Similarly, an
important disparity of MRSA prevalence is noted towards PJI iso-
lates depending on countries, with a global trend to diminution in
Europe [7,8]. However, some observational studies showed an in-
crease in MRSA prevalence in other countries, such as the United
States [9]. Methicillin resistance is more frequent in CNS than in
S. aureus, accounting for 59% and 16% of isolates, respectively, in our
reported experience [10]. In a multicentric European study of
Staphylococcus epidermidis PJI treated with DAIR (2007e2017),
resistance rates were 82% for methicillin, 59% for levofloxacin, 57%
for clindamycin, and 51% for cotrimoxazole [11]. Methicillin resis-
tance was found to be more common in early postoperative in-
fections [10,12].

The prognostic impact of methicillin resistance in staphylo-
coccal PJI is debated. In a German retrospective study involving 74
chronic PJI with a two-stages surgical management caused by
S. aureus and S. epidermidis, methicillin-resistant Staphylococcus
epidermidis (MRSE) infection was associated with a lower

eradication rate comparedwithMSSE [13]. However, this difference
could rely on a baseline difference between patients in the two
groups, MRSE-infected individuals have a significantly higher
American Society of Anesthesiology score (ASA) score and a higher
infection duration. Regarding Methicillin-susceptible Staphylo-
coccus aureus (MSSA) and methicillin-resistant Staphylococcus
aureus (MRSA), some studies showed no differences in PJI outcome
[13,14], whereas others found a higher failure rate for MRSA in-
fections [15,16]. Of note, the overall cost of treatment could also be
higher in cases of methicillin resistance [17].

Beyond methicillin resistance, rifampicin resistance rate was
found to be more frequent in CNS (24.4%) than S. aureus (7.8%) [7],
and has been associated with a poorer outcome of staphylococcal PJI
in several studies [18,19]. Rifampicin has been shown to improve the
prognosis of staphylococcal PJI treated by DAIR, especially when used
in combination with fluoroquinolones [20]. Similarly, quinolone
resistance among S. epidermidis has been associated with a higher
rate of failure in early PJI treated with DAIR [11]. Consequently,
rifampicin and fluoroquinolone resistances might be considered
when defining MDR pathogens in staphylococcal PJI (see Fig. 1).

Other resistant Gram-positive pathogens

A Spanish study involving 444 patients with streptococci PJI
treated by DAIR showed that reduced susceptibility to penicillin (MIC
>0.125mg/L) was not associated with a higher failure rate [21]. In an
American study including 87 enterococcal PJI, vancomycin-resistant
enterococci were not associated with a poorer outcome [22].

Current antimicrobial options

Oxazolidinones

With a spectrum comprising all Gram-positive pathogens and
good bone penetration, oxazolidinones represent an alternative in
MDR Gram-positive PJI. However, prolonged (>10 days) courses of
linezolid are associatedwith a risk of haematological and neurological
toxicities [23]. In a review pooling 372 PJI cases treated with linezolid
from 16 studies, an infection control rate of 80% was reported, with a
rate of adverse events of 33% [24]. Of note, the drugedrug interaction
of linezolid with rifampicin is a source of conflicting data regarding
tolerance (with a potential lower rates of anaemiadbut not throm-
bocytopenia and neuropathy) and efficacy, some authors reporting a
higher failure rate with this combination [25].

More recently approved for SSTI, tedizolid presents the advan-
tage of a lower toxicity during long-term treatment. It has been
successfully used in a rat model of MRSA andMRSE osteosynthesis-
associated infection [26,27]. Patients with BJIs, a minority of them
with PJI, have been treated with good tolerance, but differing de-
grees of success [28,29].

Long-acting lipoglycopeptides

Dalbavancin and oritavancin are two lipoglycopeptides, active
against most Gram-positive bacteria. Recently approved for SSTI,
their long half-life of 15 and 10 days, respectively, makes them a
more appropriate option for chronic MDR Gram-positive infections
such as PJI.

Dalbavancin demonstrated an acceptable activity against
staphylococcal biofilms especially in combination with rifampicin
[30], and good efficacy in a rat model of sternal MRSA osteomyelitis
[31]. A two-dose regimen of dalbavancin of 1500 mg 1 week apart
provides satisfying bone concentrations for at least 4e6 weeks [32].
A randomized clinical trial compared this two-dose regimen of
dalbavancin with standard of care in osteomyelitis, with similar
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clinical response at 1 year (96%) and an acceptable tolerance [33].
Turning especially to PJI, data are more limited, but pooled results
of cohort studies showed a clinical cure rate of 73% [34]. In situa-
tions necessitating more than 6 weeks of treatment, two injections
of 1500 mg 1 week apart with trough concentration monitoring
and pharmacokinetic (PK) modelling allow for individualized in-
tervals and doses of subsequent injections [35].

In addition to the spectrum of dalbavancin, oritavancin has po-
tential activity against vanA þ Enterococcus faecium [36]. Its activity
against staphylococcal and enterococcal biofilms has been described
[37,38]. However, the use of multidose oritavancin in PJI is less
documented [39], and PK guidelines are missing for individualized
long-term administration. To date, the largest series gathered 134 BJI,
including 17.9% with prosthetic material, receiving one dose of 1200
mg followed by 3 or 4weekly doses of 800mg [40]. The rate of clinical
success was 80%, but was evaluated at 6 months post-therapy, only.

Anti-methicillin-resistant staphylococci cephalosporins

Ceftaroline and ceftopibrole possess a high affinity to penicillin-
binding proteins associated with methicillin resistance (including
penicillin-binding protein 2a (PBP2a)), making them the only b-
lactams active against methicillin-resistant staphylococci. Ceftaro-
line showed good efficacy in a rabbit model of MRSA PJI in com-
parison to vancomycin [41]. However, the experience of these
molecules in PJI is limited to a few case reports. Additionally, their
broad spectrum including non-Extended-spectrum b-lactamase
(ESBL) Enterobacteralesdand Pseudomonas aeruginosa for ceftobi-
proledmight be associatedwith a significant ecologic impact. Thus,
their use should probably be restricted to polymicrobial infections.

Delafloxacin

Delafloxacin is a new fluoroquinolone that may retain activity
against fluoroquinolone-resistant staphylococci thanks to its dual

targeting of DNA topoisomerase IV and DNA gyrase. In addition, the
expected excellent bone diffusion of fluoroquinolone and the ac-
tivity of delafloxacin against staphylococcal biofilm make it a po-
tential alternative in MDR staphylococci PJI [42]. We recently
compared levofloxacin and delafloxacin minimum biofilm eradi-
cation concentration (MBEC) among two pairs of levofloxacin sus-
ceptible/resistant S. aureus isolates and a collection of ten clinical
strains isolated fromBJIs (five S. aureus, five S. epidermidis), showing
significantly lower delafloxacin MBEC, including against most
levofloxacin-resistant isolates (34th European Congress of Clinical
Microbiology and Infectious Diseases, 2024, Barcelona; Abstract
P1131). However, there are no delafloxacin Minimum inhibitory
concentration (MIC) interpretation guidelines for CNS, and two
different breakpoints for S. aureus in SSTI (0.25 mg/L) and other
infections (0.016 mg/L). Using these two breakpoints to screen
collections of levofloxacin-resistant staphylococci BJI isolates, sus-
ceptibility rate drops from 89.1% to 3.9%, only, despite MICs
significantly lower than other fluoroquinolones [43]. To date, very
few clinical cases of PJI treated with delafloxacin-based therapies
have been published [44]. Pending for specific breakpoints and
more extensive data regarding bone penetration, antibiofilm ac-
tivity, tolerance and risk of resistance selection during prolonged
treatment, it can be considered as an alternative in combination
therapy for PJI caused by pathogens resistant to other fluo-
roquinolones and without any other therapeutic options.

‘Anti-biofilm’ molecules

The use of molecules able to penetrate and to remain active in
staphylococcal biofilm is believed to be a determinant of PJI treat-
ment outcome [45]. Rifampicin and daptomycin are the most
potentmolecules active against staphylococcal biofilms [3]. Of note,
some in vitro data suggested that other rifamycins, and especially
rifabutin, might even have a better activity against staphylococcal
biofilms [46], and are currently under evaluation in a clinical trial

Fig. 1. Management strategies in patients with acute, late acute or haematogenous PJI with an unloosened prosthesis and for whom DAIR is the primary surgical approach. ATBx,
antibiotics; CaSO4, calcium sulphate; DAIR, debridement, antibiotics and implant retention; PJI, prosthetic joint infection; PK, pharmacokinetic; SAT, suppressive antimicrobial
therapy SOC, Standard of Care.
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(NCT04672525). Regarding daptomycin, its use in combination
with fosfomycin is of growing interest in severe MRSA infections,
and has been positively evaluated in a biofilm infectionmodel and a
retrospective cohort of PJI [47,48]. Afabicin, by targeting the
staphylococcal Fabl enzyme, is the first-in class anti-staphylococcal
drug with antibiofilm activity in vitro [49]. A clinical trial
(NCT03723551) evaluating its safety and efficacy in staphylococcal
BJI is ongoing.

Innovative approaches

Current surgical strategies combined with local antimicrobials

Acute postoperative and acute late haematogenous infections
with unloosened prosthesis are currently managed by DAIR, with
complex determinants of outcome, for which prognostic score-
sdsuch as KLIC and CRIME-80 scoresdhave been established
without considering antimicrobial resistance [50]. On the other
hand, patients with chronic infections, prosthesis loosening and/or
at high risk of DAIR failure usually benefit from one-stage or two-
stage exchanges. As discussed previously, S. aureus itself, espe-
cially in case of MDR, might be associated with an increased risk of
failure, especially if rifampicin cannot be used. Thus, the identifi-
cation of MDR Gram-positive pathogen advocates for additional
non-surgical intervention to improve the prognosis of DAIR-treated
patients, and might support a two-stage exchange procedure if the
pathogen is identified before surgery [51]. Some common antibi-
otics (particularly vancomycin and gentamicin) have shown anti-
biofilm effects in vitro and in animal models at high doses. Reaching
such local concentrations with systemic treatment is hampered by
the risk of toxicity but can be obtained through local administration
[52]. In this setting, the SOLARIO clinical trial aims to assess a
treatment strategy that may enable the reduction of systemic
antibiotic use to less than 7 days for patients with orthopaedic
infection for whom local antibiotics are used, in comparison with
standard surgical treatment with prolonged antimicrobial. Partial
results of the trial have been presented, showing no difference in
infection recurrence between the two arms, suggesting a good ef-
ficacy of this local approach [53]. This strategy needs to be evalu-
ated more specifically in patients with MDR Gram-positive PJI, as
there aremost of time fewer treatment options and these infections
are frequently more difficult to treat.

In case of two-stage exchange, the use of articulated or static
spacers with antibiotic-loaded polymethylmethacrylate cement is
usually proposed [54]. For cost reasons, vancomycin is frequently
added manually to gentamicin cement, but the required dose, local
PK and mechanical impact of this practice are not well known,
whereas commercial Polymethylmethacrylate (PMMA) cement
delivering gentamicin plus clindamycin or vancomycin is available
[55]. In case of gentamicin and vancomycin resistance, daptomycin
or linezolid impregnated cements could be an alternative for the
spacer, but only commercially available cements can be used for the
prosthesis fixation during the second stage.

In patients with PJI without loosening but with joint effusion as
exclusive clinical sign, a DAIR procedure is frequently proposed. In
such patients, filling the joint cavity with local anti-infectious
agents at the end of the procedure can locally complement the
extensive debridement. To achieve significant concentration over
time in the joint fluid, local antibiotics must be injected locally
several times, or need a carrier that facilitates local delivery [56].
Some authors reported positive experiences of repeated intra-
articular antibiotic infusion following DAIR, using the post-
operative drainage tube or a dedicated catheter placed during
surgery [57]. However, those procedures are theoretically associ-
ated with a risk for catheter crushing and superinfection. There is

also a growing interest in biodegradable calcium sulphate beads
loaded with antibiotics. However, the major indication of such
devices is osteomyelitis, as they fill the dead space and promote
bone modelling, but as they are biodegradable and do not contain
hydroxyapatite, they could also be used as antibiotic carriers in the
joint cavity after a DAIR [58].

Bacteriophages and lysins

Phage therapy consists in the use of bacteriophages that are
natural viruses specifically targeting a bacterial species. They could
be purified and produced as a medication for clinical use [59].
Phages have synergistic activity with antibiotics and antibiofilm
effect in vitro [60]. Some patients with complex S. aureus PJI have
been treated recently as compassionate use [61,62]. Few
pharmaceutical-grade phages targeting other Gram-positive spe-
cies are available, and experience is rapidly growing, particularly in
France [62]. Some clinical trials are ongoing, especially using
staphylococcal phages during DAIR procedure (NCT05369104). Of
note, phage therapy can also be administrated intravenously or
locally under scopy or sonography after the surgery [62].

Lysins are phage-derived enzymes that could be used as a new
medication. Some engineered enzymes are in development, and
interestingly, their spectrum of action includes more largely CNS.
Few patients were treated as compassionate use with such type of
enzymes [63].

Pharmacokinetics (PK) monitoring and modelling to optimize drug
exposure

Therapeutic drug monitoring (TDM) consists in measuring anti-
biotic concentration to adjust drug dosage and ensure sufficient
concentration at the infection site while limiting overexposure. TDM
is relevant in PJI, especially in the case of high MICs, to take into
account parameters altering antibiotic PKs, including: (a) the low
antibiotic bone penetration, with median bone/serum concentration
ratios ranging from 0.2 (b-lactams) to 0.5 (quinolones, linezolid) [4];
and (b) the high prevalence of older patients with comorbidities,
including renal impairment and obesity, and who are co-
administered other drugs. In addition, PKs modelling improves the
interpretation of measured concentrations, permitting to derive
quantities such as the area under the curve (AUC), and compute an
individualized dosage. This approach is knownasmodelled-informed
precision dosing [64]. However, this approach is limited by the
absence of consideration of specific pathophysiological features of PJI,
including antibiofilm activity (MBEC) that is not routinely accessible,
even if it has not been correlated with clinical success to date [45].

The primary objective of TDM is to avoid underexposure and
minimize the risk of failure. In the absence of specific PKs target for
PJI, reaching therapeutic concentrations in plasma while consid-
ering the MIC of the pathogen and bone/serum concentration ratio
might be appropriate. For example, a trough concentration
"4e5 #MIC in plasma may be adequate for b-lactams, considering
their average bone penetration of 20%. PK targets defined as un-
bound concentration can also be used, when available. For example,
as daptomycin PK target is free AUC over the MIC (fAUC/MIC),
achieving the PK target in plasma should be associated with
effective concentrations in bone tissue as bone/serum ratio and free
fraction of the drug in blood are similar (about 10%).

The other objectives of TDM are: (a) to avoid overexposure and
toxicity, especially in case of high MCIs, with drugs with narrow
therapeutic margin and concentration-dependent adverse re-
actions; (b) to manage drugedrug interactions, especially for
rifampicin which decreases concentrations of co-administered
antibiotics such as clindamycin or linezolid [25,65]; (c) to design
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individualized dosage regimens with adjustment of the dose and
dosing interval of parenteral suppressive therapy, such as Subcu-
taneous (SC) b-lactams for which modelled-informed precision
dosing permitted to increase the dosing interval from daily to thrice
or twice weekly, or for dalbavancin [66]; and (d) to help monitoring
patients' adherence to treatment, even if trough concentrations
only reflects the intake of the last doses, andmay be low evenwhen
adherence is good for drugs with short half-life.

Suppressive antimicrobial therapy

Suppressive antimicrobial therapy (SAT), consisting in exten-
deddand sometimes life-longdantibiotic treatment, is increasingly
used in reference centres. The indication must be driven by the risk
of failure related to: (a) the general outcome determinants, eventu-
ally guided by clinical scores [50]; (b) the presence of a difficult-to-
treat pathogens; (c) a surgical strategy unlikely to achieve com-
plete infectious source control (such as DAIR for a chronic infection),
chosen because of the anaesthesiology risk or for functional reasons;
and (d) the treatability and consequences of a potential relapse. The
heterogeneity of the literaturemakes recommendations difficult, but
reported rates of favourable outcomes range between 60% and 93%
[67]. There are few data regarding the use of recently developed
antimicrobials as SAT. The TediSATcohort described 17 patients using
tedizolid as SAT with a median duration of 6 months, with no severe
adverse event [68]. The use of long-acting lipoglycopeptides guided
by TDM is of particular interest in this indication [69].

Conclusions

MDR Gram-positive PJIs are mainly represented by methicillin-
resistant staphylococci, but resistance to rifampicin and/or fluo-
roquinolones should also be included to define difficult-to-treat
pathogens. Antimicrobial resistance significantly impacts the
prognosis, and future prognostic scores should include resistance in
algorithms to guide medico-surgical strategies, including DAIR and
SAT indications. In DAIR-treated patients, additional interventions
are needed to improve the success rate, including TDM and SAT,
that are the first options that could be easily implemented. Addi-
tional local antibiotics delivery and phage therapy also need to be
evaluated in this setting. A two-stage exchange is often proposed
for patients with documented MDR Gram-positive PJI, for which a
combination of antibiotics in a spacer is largely used in addition to
systemic antimicrobials. At the time of reimplantation, local de-
livery of antimicrobial with commercially available antibiotic-
loaded cements or coating with a particular hydrogel need to be
evaluated, especially for the prevention of subsequent infection.
The low level of evidence and the complexity of these intertwined
medical and surgical strategies prevent providing more specific
guidance, and all cases must be discussed individually in dedicated
multidisciplinary meetings in expert centres.

Author contributions

F.V. and T.F. coordinated the review. All authors contributed to
the literature review, writing and critical review for themanuscript,
and agreed to the submission.

Transparency declaration

Potential conflict of interest

T.F. was the principal investigator of the ‘PhagoDAIR I’ clinical
study funded by Phaxiam, is a member of the IDMC that was set up
for a clinical trial funded by Debiopharm, and if punctual expert for

HERAEUS. All contracts were signed with EZUS University Lyon 1
and T.F. has not received any direct funding. S.G. participated in
advisory boards (Menarini, Shionogi, Advanz Pharma) and sym-
posia (MSD, Pfizer, Correvio), without personal fee. F.V. participated
in the advisory board (Pfizer) and symposia (MSD, Pfizer). All
contracts were signed with EZUS University Lyon 1 and F.V. has not
received any direct funding.

Financial report

This work was performed as part of our routine work, without
specific financial support.

References

[1] Kurtz SM, Lau EC, Son M-S, Chang ET, Zimmerli W, Parvizi J. Are we winning or
losing the battle with periprosthetic joint infection: Trends in periprosthetic
joint infection and mortality risk for the medicare population. J Arthroplasty
2018;33:3238e45. https://doi.org/10.1016/j.arth.2018.05.042.

[2] Lemaignen A, Bernard L, Marmor S, Ferry T, Grammatico-Guillon L,
Astagneau P, et al. Epidemiology of complex bone and joint infections in
France using a national registry: The CRIOAc network. J Infect 2021;82:
199e206. https://doi.org/10.1016/j.jinf.2020.12.010.

[3] Jacqueline C, Caillon J. Impact of bacterial biofilm on the treatment of pros-
thetic joint infections. J Antimicrob Chemother 2014;69(Suppl 1):i37e40.
https://doi.org/10.1093/jac/dku254.

[4] Landersdorfer CB, Bulitta JB, Kinzig M, Holzgrabe U, S€orgel F. Penetration of
antibacterials into bone: Pharmacokinetic, pharmacodynamic and bio-
analytical considerations. Clin Pharmacokinet 2009;48:89e124. https://
doi.org/10.2165/0003088-200948020-00002.

[5] Karachalios T, Komnos GA. Management strategies for prosthetic joint infec-
tion: Long-term infection control rates, overall survival rates, functional and
quality of life outcomes. EFORT Open Rev 2021;6:727e34. https://doi.org/
10.1302/2058-5241.6.210008.

[6] Antimicrobial resistance surveillance in Europe 2023-2021 data. Stockholm:
European Centre for Disease Prevention and Control and World Health Or-
ganization; 2023. https://www.ecdc.europa.eu/en/publications-data/
antimicrobial-resistance-surveillance-europe-2023-2021-data.

[7] Fr€oschen FS, Randau TM, Franz A, Molitor E, Hoerauf A, Hischebeth GTR.
Microbiological trends and antibiotic susceptibility patterns in patients with
periprosthetic joint infection of the hip or knee over 6 years. Antibiotics
(Basel) 2022;11:1244. https://doi.org/10.3390/antibiotics11091244.

[8] Sebastian S, Sezgin EA, Stu#cinskas J, Tarasevi#cius #S, Liu Y, Raina DB, et al.
Different microbial and resistance patterns in primary total knee arthroplasty
infectionsdA report on 283 patients from Lithuania and Sweden. BMC Mus-
culoskelet Disord 2021;22:800. https://doi.org/10.1186/s12891-021-04689-5.

[9] Hays MR, Kildow BJ, Hartman CW, Lyden ER, Springer BD, Fehring TK, et al.
Increased incidence of methicillin-resistant Staphylococcus aureus in knee and
hip prosthetic joint infection. J Arthroplasty 2023;38:S326e30. https://
doi.org/10.1016/j.arth.2023.02.025.

[10] Triffault-Fillit CC, Ferry TT, Laurent FF, Pradat PP, Dupieux CC, Conrad AA, et al.
Microbiologic epidemiology depending on time to occurrence of prosthetic
joint infection: A prospective cohort study. Clin Microbiol Infect 2019;25:
353e8. https://doi.org/10.1016/j.cmi.2018.04.035.

[11] Shabana NS, Seeber G, Soriano A, Jutte PC, Westermann S, Mithoe G, et al. The
clinical outcome of early periprosthetic joint infections caused by Staphylo-
coccus epidermidis and managed by surgical debridement in an era of
increasing resistance. Antibiotics (Basel) 2022;12:40. https://doi.org/10.3390/
antibiotics12010040.

[12] Benito N, Mur I, Ribera A, Soriano A, Rodríguez-Pardo D, Sorlí L, et al. The
different microbial etiology of prosthetic joint infections according to route of
acquisition and time after prosthesis implantation, including the role of
multidrug-resistant organisms. J Clin Med 2019;8:673. https://doi.org/
10.3390/jcm8050673.

[13] Hischebeth GT, Randau TM, Ploeger MM, Friedrich MJ, Kaup E, Jacobs C, et al.
Staphylococcus aureus versus Staphylococcus epidermidis in periprosthetic joint
infection-Outcome analysis of methicillin-resistant versus methicillin-
susceptible strains. Diagn Microbiol Infect Dis 2019;93:125e30. https://
doi.org/10.1016/j.diagmicrobio.2018.08.012.

[14] Lora-Tamayo J, Murillo O, Iribarren JA, Soriano A, S!anchez-Somolinos M,
Baraia-Etxaburu JM, et al. A large multicenter study of methicillin-susceptible
and methicillin-resistant Staphylococcus aureus prosthetic joint infections
managed with implant retention. Clin Infect Dis 2013;56:182e94. https://
doi.org/10.1093/cid/cis746.

[15] Cobo J, Miguel LGS, Euba G, Rodríguez D, García-Lechuz JM, Riera M, et al.
Early prosthetic joint infection: Outcomes with debridement and implant
retention followed by antibiotic therapy. Clin Microbiol Infect 2011;17:
1632e7. https://doi.org/10.1111/j.1469-0691.2010.03333.x.

[16] Salgado CD, Dash S, Cantey JR, Marculescu CE. Higher risk of failure of
methicillin-resistant Staphylococcus aureus prosthetic joint infections. Clin

F. Valour et al. / Clinical Microbiology and Infection xxx (xxxx) xxx 5

Please cite this article as: Valour F et al., Management of Gram-positive multiresistant bacteria prosthetic joint infection: a narrative review on
current and innovative strategies, Clinical Microbiology and Infection, https://doi.org/10.1016/j.cmi.2025.04.021

https://doi.org/10.1016/j.arth.2018.05.042
https://doi.org/10.1016/j.jinf.2020.12.010
https://doi.org/10.1093/jac/dku254
https://doi.org/10.2165/0003088-200948020-00002
https://doi.org/10.2165/0003088-200948020-00002
https://doi.org/10.1302/2058-5241.6.210008
https://doi.org/10.1302/2058-5241.6.210008
https://www.ecdc.europa.eu/en/publications-data/antimicrobial-resistance-surveillance-europe-2023-2021-data
https://www.ecdc.europa.eu/en/publications-data/antimicrobial-resistance-surveillance-europe-2023-2021-data
https://doi.org/10.3390/antibiotics11091244
https://doi.org/10.1186/s12891-021-04689-5
https://doi.org/10.1016/j.arth.2023.02.025
https://doi.org/10.1016/j.arth.2023.02.025
https://doi.org/10.1016/j.cmi.2018.04.035
https://doi.org/10.3390/antibiotics12010040
https://doi.org/10.3390/antibiotics12010040
https://doi.org/10.3390/jcm8050673
https://doi.org/10.3390/jcm8050673
https://doi.org/10.1016/j.diagmicrobio.2018.08.012
https://doi.org/10.1016/j.diagmicrobio.2018.08.012
https://doi.org/10.1093/cid/cis746
https://doi.org/10.1093/cid/cis746
https://doi.org/10.1111/j.1469-0691.2010.03333.x


Orthop Relat Res 2007;461:48e53. https://doi.org/10.1097/BLO.0b013e
3181123d4e.

[17] Parvizi J, Pawasarat IM, Azzam KA, Joshi A, Hansen EN, Bozic KJ. Periprosthetic
joint infection: The economic impact of methicillin-resistant infections.
J Arthroplasty 2010;25(6 Suppl):103e7. https://doi.org/10.1016/j.arth.2010.
04.011.

[18] Lazarinis S, Hailer NP, J€arhult JD, Brüggemann A. Incidence of rifampicin
resistance in periprosthetic joint infection: A single-centre cohort study on
238 patients. Antibiotics (Basel) 2023;12:1499. https://doi.org/10.3390/
antibiotics12101499.

[19] Eriksson HK, Lazarinis S, J€arhult JD, Hailer NP. Early staphylococcal peri-
prosthetic joint infection (PJI) treated with debridement, antibiotics, and
implant retention (DAIR): Inferior outcomes in patients with staphylococci
resistant to rifampicin. Antibiotics (Basel) 2023;12:1589. https://doi.org/
10.3390/antibiotics12111589.

[20] Yusuf E, Bramer W, Anas AA. Clinical outcomes of rifampicin combination
therapy in implant-associated infections due to staphylococci and strepto-
cocci: A systematic review and meta-analysis. Int J Antimicrob Agents
2024;63:107015. https://doi.org/10.1016/j.ijantimicag.2023.107015.

[21] Lora-Tamayo J, Senneville !E, Ribera A, Bernard L, Dupon M, Zeller V, et al. The
not-so-good prognosis of streptococcal periprosthetic joint infection managed
by implant retention: The results of a large multicenter study. Clin Infect Dis
2017;64:1742e52. https://doi.org/10.1093/cid/cix227.

[22] Kheir MM, Tan TL, Higuera C, George J, Della Valle CJ, Shen M, et al. Peri-
prosthetic joint infections caused by enterococci have poor outcomes.
J Arthroplasty 2017;32:933e47. https://doi.org/10.1016/j.arth.2016.09.017.

[23] Cattaneo D, Marriott DJ, Gervasoni C. Hematological toxicities associated with
linezolid therapy in adults: Key findings and clinical considerations. Expert
Rev Clin Pharmacol 2023;16:219e30. https://doi.org/10.1080/17512433.
2023.2181160.

[24] Theil C, Schmidt-Braekling T, Gosheger G, Schwarze J, Dieckmann R,
Schneider KN, et al. Clinical use of linezolid in periprosthetic joint
infectionsdA systematic review. J Bone Jt Infect 2020;6:7e16. https://doi.org/
10.5194/jbji-6-7-2020.

[25] Morata L, Senneville E, Bernard L, Nguyen S, Buzel!e R, Druon J, et al.
A retrospective review of the clinical experience of linezolid with or without
rifampicin in prosthetic joint infections treated with debridement and
implant retention. Infect Dis Ther 2014;3:235e43. https://doi.org/10.1007/
s40121-014-0032-z.

[26] Park K-H, Greenwood-Quaintance KE, Schuetz AN, Mandrekar JN, Patel R.
Activity of tedizolid in methicillin-resistant Staphylococcus epidermidis
experimental foreign body-associated osteomyelitis. Antimicrob Agents
Chemother 2017;61:e01644-16. https://doi.org/10.1128/AAC.01644-16.

[27] Park K-H, Greenwood-Quaintance KE, Mandrekar J, Patel R. Activity of tedi-
zolid in methicillin-resistant Staphylococcus aureus experimental foreign
body-associated osteomyelitis. Antimicrob Agents Chemother 2016;60:
6568e72. https://doi.org/10.1128/AAC.01248-16.

[28] Benavent E, Morata L, Escrihuela-Vidal F, Reynaga EA, Soldevila L, Albiach L,
et al. Long-term use of tedizolid in osteoarticular infections: Benefits among
oxazolidinone drugs. Antibiotics (Basel) 2021;10:53. https://doi.org/10.3390/
antibiotics10010053.

[29] Miller LG, Flores EA, Launer B, Lee P, Kalkat P, Derrah K, et al. Safety and
tolerability of tedizolid as oral treatment for bone and joint infections.
Microbiol Spectr 2023;11:e0128223. https://doi.org/10.1128/spec-
trum.01282-23.

[30] Jacob B, Makarewicz O, Hartung A, Brodt S, Roehner E, Matziolis G. In vitro
additive effects of dalbavancin and rifampicin against biofilm of Staphylo-
coccus aureus. Sci Rep 2021;11:23425. https://doi.org/10.1038/s41598-021-
02709-x.

[31] Barnea Y, Lerner A, Aizic A, Navon-Venezia S, Rachi E, Dunne MW, et al. Ef-
ficacy of dalbavancin in the treatment of MRSA rat sternal osteomyelitis with
mediastinitis. J Antimicrob Chemother 2016;71:460e3. https://doi.org/
10.1093/jac/dkv357.

[32] Cojutti PG, Rinaldi M, Zamparini E, Rossi N, Tedeschi S, Conti M, et al. Popu-
lation pharmacokinetics of dalbavancin and dosing consideration for optimal
treatment of adult patients with staphylococcal osteoarticular infections.
Antimicrob Agents Chemother 2023;65:e02260-20. https://doi.org/10.1128/
AAC.02260-20.

[33] Rappo U, Puttagunta S, Shevchenko V, Shevchenko A, Jandourek A,
Gonzalez PL, et al. Dalbavancin for the treatment of osteomyelitis in adult
patients: A randomized clinical trial of efficacy and safety. Open Forum Infect
Dis 2019;6:ofy331. https://doi.org/10.1093/ofid/ofy331.

[34] Matt M, Duran C, Courjon J, Lotte R, Moing VL, Monnin B, et al. Dalbavancin
treatment for prosthetic joint infections in real-life: A national cohort study
and literature review. J Glob Antimicrob Resist 2021;25:341e5. https://
doi.org/10.1016/j.jgar.2021.03.026.

[35] Gatti M, Viale P, Cojutti PG, Zamparini E, De Paolis M, Giannella M, et al.
A descriptive case series of the relationship between maintenance of con-
servative PK/PD efficacy thresholds of dalbavancin over time and clinical
outcome in long-term treatment of staphylococcal osteoarticular infections.
Int J Antimicrob Agents 2023;61:106773. https://doi.org/10.1016/j.ijantimi-
cag.2023.106773.

[36] Morrissey I, Seifert H, Canton R, Nordmann P, Stefani S, Macgowan A, et al.
Activity of oritavancin against methicillin-resistant staphylococci,
vancomycin-resistant enterococci and b-haemolytic streptococci collected

from western European countries in 2011. J Antimicrob Chemother 2013;68:
164e7. https://doi.org/10.1093/jac/dks344.

[37] Yan Q, Karau MJ, Patel R. In vitro activity of oritavancin against biofilms of
staphylococci isolated from prosthetic joint infection. Diagn Microbiol Infect
Dis 2018;92:155e7. https://doi.org/10.1016/j.diagmicrobio.2018.05.010.

[38] Yan Q, Karau MJ, Patel R. In vitro activity of oritavancin against planktonic and
biofilm states of vancomycin-susceptible and vancomycin-resistant entero-
cocci. Diagn Microbiol Infect Dis 2018;91:348e50. https://doi.org/10.1016/
j.diagmicrobio.2018.03.008.

[39] Lupia T, De Benedetto I, Bosio R, Shbaklo N, De Rosa FG, Corcione S. Role of
oritavancin in the treatment of infective endocarditis, catheter- or device-
related infections, bloodstream infections, and bone and prosthetic joint in-
fections in humans: Narrative review and possible developments. Life (Basel)
2023;13:959. https://doi.org/10.3390/life13040959.

[40] Van Hise NW, Chundi V, Didwania V, Anderson M, McKinsey D, Roig I, et al.
Treatment of acute osteomyelitis with once-weekly oritavancin: A two-year,
multicenter, retrospective study. Drugs Real World Outcome 2020;7(Suppl
1):41e5. https://doi.org/10.1007/s40801-020-00195-7.

[41] Gatin L, Saleh-Mghir A, Tasse J, Ghout I, Laurent F, Cr!emieux A-C. Ceftaroline-
fosamil efficacy against methicillin-resistant Staphylococcus aureus in a rabbit
prosthetic joint infection model. Antimicrob Agents Chemother 2014;58:
6496e500. https://doi.org/10.1128/AAC.03600-14.

[42] Siala W, Mingeot-Leclercq M-P, Tulkens PM, Hallin M, Denis O, Van
Bambeke F. Comparison of the antibiotic activities of daptomycin, vancomy-
cin, and the investigational fluoroquinolone delafloxacin against biofilms from
Staphylococcus aureus clinical isolates. Antimicrob Agents Chemother
2014;58:6385e97. https://doi.org/10.1128/AAC.03482-14.

[43] Tessier E, Ruffier d’Epenoux L, Lartigue MF, Chaufour L, Plouzeau-Jayle C,
Chenouard R, et al. Comparison of the in vitro activities of delafloxacin and
comparators against Staphylococcus epidermidis clinical strains involved in
osteoarticular infections: A CRIOGOmulticentre retrospective study. J Antimicrob
Chemother 2024;79:1045e50. https://doi.org/10.1093/jac/dkae071.

[44] Hornak JP, Reynoso D. Early clinical experience with delafloxacin: A case series.
Am J Med Sci 2022;363:359e63. https://doi.org/10.1016/j.amjms.2022.01.016.

[45] Høiby N, Bjarnsholt T, Moser C, Bassi GL, Coenye T, Donelli G, et al. ESCMID
guideline for the diagnosis and treatment of biofilm infections 2014. Clin Micro-
biol Infect 2015;21(Suppl 1):S1e25. https://doi.org/10.1016/j.cmi.2014.10.024.

[46] Abad L, Josse J, Tasse J, Lustig S, Ferry T, Diot A, et al. Antibiofilm and intra-
osteoblastic activities of rifamycins against Staphylococcus aureus: Promising
in vitro profile of rifabutin. J Antimicrob Chemother 2020;75:1466e73.
https://doi.org/10.1093/jac/dkaa061.

[47] Garrig!os C, Murillo O, Lora-Tamayo J, Verdaguer R, Tubau F, Cabellos C, et al.
Fosfomycin-daptomycin and other fosfomycin combinations as alternative
therapies in experimental foreign-body infection by methicillin-resistant
Staphylococcus aureus. Antimicrob Agents Chemother 2013;57:606e10.
https://doi.org/10.1128/AAC.01570-12.

[48] Cojutti PG, Tedeschi S, Zamparini E, Fornaro G, Zagarrigo M, De Paolis M, et al.
Could a reduced dose of 8 g of continuous infusion fosfomycin be considered
as effective as and safer than a standard 16 g dose when combined with high-
dose daptomycin in the treatment of Staphylococcal osteoarticular infections?
Antibiotics (Basel) 2025;14:139. https://doi.org/10.3390/antibiotics14020139.

[49] Dyon-Tafani V, Josse J, Dieppois G, Ferry T, Laurent F. Antimicrobial activity of
the new FabI inhibitor afabicin desphosphono against intraosteoblastic
Staphylococcus aureus. Int J Antimicrob Agents 2021;57:106321. https://
doi.org/10.1016/j.ijantimicag.2021.106321.

[50] Boyer B, Cazorla C. Methods and probability of success after early revision of
prosthetic joint infections with debridement, antibiotics and implant reten-
tion. Orthop Traumatol Surg Res 2021;107:102774. https://doi.org/10.1016/
j.otsr.2020.102774.

[51] Osmon DR, Berbari EF, Berendt AR, Lew D, Zimmerli W, Steckelberg JM, et al.
Diagnosis and management of prosthetic joint infection: Clinical practice
guidelines by the Infectious Diseases Society of America. Clin Infect Dis
2013;56:e1e25. https://doi.org/10.1093/cid/cis803.

[52] Okae Y, Nishitani K, Sakamoto A, Kawai T, Tomizawa T, Saito M, et al. Esti-
mation of minimum biofilm eradication concentration (MBEC) on in vivo
biofilm on orthopedic implants in a rodent femoral infection model. Front Cell
Infect Microbiol 2022;12:896978. https://doi.org/10.3389/fcimb.2022.896978.

[53] Dudareva M, Lama S, Miyazaki K, Scarborough C, Wijendra A, Tissingh E, et al.
The burden of broad-spectrum antibiotic use in orthopaedic infection: Sys-
temic antibiotic prescribing in the SOLARIO trial. Orthop Proc 2024;106-B:83.
https://doi.org/10.1302/1358-992X.2024.19.083.

[54] Naoum S, Koutserimpas C, Pantekidis I, Giovanoulis V, Veizi E, Piagkou M,
et al. Antimicrobial regimens in cement spacers for periprosthetic joint in-
fections: A critical review. Antibiotics (Basel) 2024;13:772. https://doi.org/
10.3390/antibiotics13080772.

[55] Blersch BP, Sax FH, Mederake M, Benda S, Schuster P, Fink B. Effect of
multiantibiotic-loaded bone cement on the treatment of periprosthetic
joint infectionsofhipandkneearthroplasties-Asingle-center retrospectivestudy.
Antibiotics (Basel) 2024;13:524. https://doi.org/10.3390/antibiotics13060524.

[56] Steadman W, Chapman PR, Schuetz M, Schmutz B, Trampuz A, Tetsworth K.
Local antibiotic delivery options in prosthetic joint infection. Antibiotics
(Basel) 2023;12:752. https://doi.org/10.3390/antibiotics12040752.

[57] Mu W, Xu B, Guo W, Ji B, Wahafu T, Cao L. Outcome of irrigation and
debridement with topical antibiotics delivery for the management of peri-
prosthetic joint infection occurring within 3 months since the primary total

F. Valour et al. / Clinical Microbiology and Infection xxx (xxxx) xxx6

Please cite this article as: Valour F et al., Management of Gram-positive multiresistant bacteria prosthetic joint infection: a narrative review on
current and innovative strategies, Clinical Microbiology and Infection, https://doi.org/10.1016/j.cmi.2025.04.021

https://doi.org/10.1097/BLO.0b013e3181123d4e
https://doi.org/10.1097/BLO.0b013e3181123d4e
https://doi.org/10.1016/j.arth.2010.04.011
https://doi.org/10.1016/j.arth.2010.04.011
https://doi.org/10.3390/antibiotics12101499
https://doi.org/10.3390/antibiotics12101499
https://doi.org/10.3390/antibiotics12111589
https://doi.org/10.3390/antibiotics12111589
https://doi.org/10.1016/j.ijantimicag.2023.107015
https://doi.org/10.1093/cid/cix227
https://doi.org/10.1016/j.arth.2016.09.017
https://doi.org/10.1080/17512433.2023.2181160
https://doi.org/10.1080/17512433.2023.2181160
https://doi.org/10.5194/jbji-6-7-2020
https://doi.org/10.5194/jbji-6-7-2020
https://doi.org/10.1007/s40121-014-0032-z
https://doi.org/10.1007/s40121-014-0032-z
https://doi.org/10.1128/AAC.01644-16
https://doi.org/10.1128/AAC.01248-16
https://doi.org/10.3390/antibiotics10010053
https://doi.org/10.3390/antibiotics10010053
https://doi.org/10.1128/spectrum.01282-23
https://doi.org/10.1128/spectrum.01282-23
https://doi.org/10.1038/s41598-021-02709-x
https://doi.org/10.1038/s41598-021-02709-x
https://doi.org/10.1093/jac/dkv357
https://doi.org/10.1093/jac/dkv357
https://doi.org/10.1128/AAC.02260-20
https://doi.org/10.1128/AAC.02260-20
https://doi.org/10.1093/ofid/ofy331
https://doi.org/10.1016/j.jgar.2021.03.026
https://doi.org/10.1016/j.jgar.2021.03.026
https://doi.org/10.1016/j.ijantimicag.2023.106773
https://doi.org/10.1016/j.ijantimicag.2023.106773
https://doi.org/10.1093/jac/dks344
https://doi.org/10.1016/j.diagmicrobio.2018.05.010
https://doi.org/10.1016/j.diagmicrobio.2018.03.008
https://doi.org/10.1016/j.diagmicrobio.2018.03.008
https://doi.org/10.3390/life13040959
https://doi.org/10.1007/s40801-020-00195-7
https://doi.org/10.1128/AAC.03600-14
https://doi.org/10.1128/AAC.03482-14
https://doi.org/10.1093/jac/dkae071
https://doi.org/10.1016/j.amjms.2022.01.016
https://doi.org/10.1016/j.cmi.2014.10.024
https://doi.org/10.1093/jac/dkaa061
https://doi.org/10.1128/AAC.01570-12
https://doi.org/10.3390/antibiotics14020139
https://doi.org/10.1016/j.ijantimicag.2021.106321
https://doi.org/10.1016/j.ijantimicag.2021.106321
https://doi.org/10.1016/j.otsr.2020.102774
https://doi.org/10.1016/j.otsr.2020.102774
https://doi.org/10.1093/cid/cis803
https://doi.org/10.3389/fcimb.2022.896978
https://doi.org/10.1302/1358-992X.2024.19.083
https://doi.org/10.3390/antibiotics13080772
https://doi.org/10.3390/antibiotics13080772
https://doi.org/10.3390/antibiotics13060524
https://doi.org/10.3390/antibiotics12040752


joint arthroplasty. J Arthroplasty 2021;36:1765e71. https://doi.org/10.1016/
j.arth.2020.11.033.

[58] Vicenti G, Pesare E, Colasuonno G, Buono C, Albano F, Ladogana T, et al.
Debridement, antibiotic pearls, and retention of the implant (DAPRI) in the
treatment of early periprosthetic knee joint infections: A literature review.
Healthcare (Basel) 2024;12:843. https://doi.org/10.3390/healthcare12080843.

[59] Ferry T. A review of phage therapy for bone and joint infections. Methods Mol
Biol 2024;2734:207e35. https://doi.org/10.1007/978-1-0716-3523-0_14.

[60] Kolenda C, Josse J, Medina M, Fevre C, Lustig S, Ferry T, et al. Evaluation of the
activity of a combination of three bacteriophages alone or in association with
antibiotics on Staphylococcus aureus embedded in biofilm or internalized in
osteoblasts. Antimicrob Agents Chemother 2020;64:e02231-19. https://
doi.org/10.1128/AAC.02231-19.

[61] Ferry T, Kolenda C, Batailler C, Gustave C-A, Lustig S, Malatray M, et al. Phage
therapy as adjuvant to conservative surgery and antibiotics to salvage pa-
tients with relapsing S. aureus prosthetic knee infection. Front Med (Lau-
sanne) 2020;7:570572. https://doi.org/10.3389/fmed.2020.570572.

[62] Ferry T, Bouar ML, Briot T, Roussel-Gaillard T, Perpoint T, Roux S, et al. Access
to phage therapy at Hospices Civils de Lyon in 2022: Implementation of the
PHAGEinLYON Clinic programme. Int J Antimicrob Agents 2024;64:107372.
https://doi.org/10.1016/j.ijantimicag.2024.107372.

[63] Ferry T, Batailler C, Souche A, Cassino C, Chidiac C, Perpoint T, et al. Arthro-
scopic “debridement and implant retention” with local administration of
exebacase (Lysin CF-301) followed by suppressive tedizolid as salvage therapy
in elderly patients for relapsing multidrug-resistant S. epidermidis prosthetic
knee infection. Front Med (Lausanne) 2021;8:550853. https://doi.org/
10.3389/fmed.2021.550853.

[64] Wicha SG, M€artson A-G, Nielsen EI, Koch BCP, Friberg LE, Alffenaar J-W, et al.
From therapeutic drug monitoring to model-informed precision dosing for
antibiotics. Clin Pharmacol Ther 2021;109:928e41. https://doi.org/10.1002/
cpt.2202.

[65] Curis E, Pestre V, Jullien V, Eyrolle L, Archambeau D, Morand P, et al. Phar-
macokinetic variability of clindamycin and influence of rifampicin on clin-
damycin concentration in patients with bone and joint infections. Infection
2015;43:473e81. https://doi.org/10.1007/s15010-015-0773-y.

[66] Cattaneo D, Fusi M, Galli L, Genovese C, Giorgi R, Matone M, et al. Proactive
therapeutic monitoring of dalbavancin concentrations in the long-term
management of chronic osteoarticular/periprosthetic joint infections. Anti-
microb Agents Chemother 2024;68:e0002324. https://doi.org/10.1128/
aac.00023-24.

[67] Horne DJ, Narita M, Spitters CL, Parimi S, Dodson S, Limaye AP. Challenging
issues in tuberculosis in solid organ transplantation. Clin Infect Dis 2013;57:
1473e82. https://doi.org/10.1093/cid/cit488.

[68] Ferry T, Conrad A, Senneville E, Roux S, Dupieux-Chabert C, Dinh A, et al.
Safety of tedizolid as suppressive antimicrobial therapy for patients
with complex implant-associated bone and joint infection due to multidrug-
resistant Gram-positive pathogens: Results from the TediSAT cohort study.
Open Forum Infect Dis 2021;8:ofab351. https://doi.org/10.1093/ofid/
ofab351.

[69] Lafon-Desmurs B, Gachet B, Hennart B, Valentin B, Roosen G, Degrendel M,
et al. Dalbavancin as suppressive therapy for implant-related infections: A
case series with therapeutic drug monitoring and review of the literature. Eur
J Clin Microbiol Infect Dis 2024;43:1475e80. https://doi.org/10.1007/s10096-
024-04849-0.

F. Valour et al. / Clinical Microbiology and Infection xxx (xxxx) xxx 7

Please cite this article as: Valour F et al., Management of Gram-positive multiresistant bacteria prosthetic joint infection: a narrative review on
current and innovative strategies, Clinical Microbiology and Infection, https://doi.org/10.1016/j.cmi.2025.04.021

https://doi.org/10.1016/j.arth.2020.11.033
https://doi.org/10.1016/j.arth.2020.11.033
https://doi.org/10.3390/healthcare12080843
https://doi.org/10.1007/978-1-0716-3523-0_14
https://doi.org/10.1128/AAC.02231-19
https://doi.org/10.1128/AAC.02231-19
https://doi.org/10.3389/fmed.2020.570572
https://doi.org/10.1016/j.ijantimicag.2024.107372
https://doi.org/10.3389/fmed.2021.550853
https://doi.org/10.3389/fmed.2021.550853
https://doi.org/10.1002/cpt.2202
https://doi.org/10.1002/cpt.2202
https://doi.org/10.1007/s15010-015-0773-y
https://doi.org/10.1128/aac.00023-24
https://doi.org/10.1128/aac.00023-24
https://doi.org/10.1093/cid/cit488
https://doi.org/10.1093/ofid/ofab351
https://doi.org/10.1093/ofid/ofab351
https://doi.org/10.1007/s10096-024-04849-0
https://doi.org/10.1007/s10096-024-04849-0

	Management of Gram-positive multiresistant bacteria prosthetic joint infection: a narrative review on current and innovativ ...
	Introduction
	Microbiological epidemiology, resistance and prognosis
	MDR staphylococci
	Other resistant Gram-positive pathogens

	Current antimicrobial options
	Oxazolidinones
	Long-acting lipoglycopeptides
	Anti-methicillin-resistant staphylococci cephalosporins
	Delafloxacin
	‘Anti-biofilm’ molecules

	Innovative approaches
	Current surgical strategies combined with local antimicrobials
	Bacteriophages and lysins
	Pharmacokinetics (PK) monitoring and modelling to optimize drug exposure
	Suppressive antimicrobial therapy

	Conclusions
	Author contributions
	Transparency declaration
	Potential conflict of interest
	Financial report

	References


