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Response/Recommendation: Although non-home discharge has been shown to increase the
risk of overall complications and readmission, the existing evidence is conflicting when
specifically evaluating the impact of non-home discharge on the risk of surgical site infections
(SSI) and periprosthetic joint infections (PJI) following major orthopedic surgery. However,
given the increased associated costs and other associated complications with non-home
disposition, discharge to home may ultimately be the preferred option.

Level of Evidence: Moderate

Delegate Vote:

Rationale: With the increasing demand for total joint arthroplasty (TJA) worldwide, and
increasing importance of cost-effective patient care, optimizing postoperative care and
discharge planning has become a critical aspect of patient management towards maximizing
clinical outcomes in a cost-conscious manner. Patient discharge disposition following major
orthopaedic surgery which is likely multifactorial, and includes home or subacute or acute
nursing / rehabilitation post acute care (PAC) facilities may play a key role in influencing both
clinical outcomes and healthcare costs [1]. While inpatient rehabilitation facilities (IRF) and
skilled nursing facilities (SNF) aim to provide structured alternative post-operative recovery
setting to address the post-operative needs of patients following major orthopedic surgery,
albeit at higher costs, home discharge has gained increasing preference, due to potential
benefits, including lower complication rates, improved functional recovery, and reduced
healthcare expenditures [2-5]. However, the impact of different discharge disposition on
postoperative complications, particularly surgical site infections (SSI) and periprosthetic joint
infections (PJI) following major orthopedic surgery, remains controversial.

Discharge disposition is likely predicated, at least partially, on multiple patient-related
factors. In a multivariate analysis of predictors for discharge to an inpatient facility, Fu et al.
identified age >75 years as the strongest predictor (OR: 2.76; 95% ClI, 2.61-2.91), followed by
predischarge complications (OR: 2.42; 95% CI, 2.02-2.91), non-independent functional status
(OR: 2.09; 95% ClI, 1.85-2.35), and a modified Charlson Comorbidity Index (CCl) >5 (OR:
2.02; 95% Cl, 1.90-2.15) [2].

Despite the relatively high utilization of PAC services and associated costs, evidence
remains limited regarding the associated clinical impact on post-discharge outcomes [3].
Recent literature suggests that patients undergoing major orthopedic surgery, whom are
discharged to non-home facilities experience both inferior functional outcomes and an
increased risk of 30-day complications and readmission [3—7]. Despite concerns for selection
bias in this scenario given that lower functioning, higher-risk patients with limited social
support would be more likely to be discharged to non-home facilities, evidence utilizing
propensity matching, multivariate regression analyses in other studies have demonstrated a
significant increase in odds ratios for complications among those with non-home discharge
post-operatively. [2,8]



A more detailed examination of complication rates specifically SSI and deep infection,
reveals varying results across different studies. In the arthroplasty literature, Fu et al. analyzed
a cohort of 54,837 patients, of whom 26% were discharged to inpatient facilities (SNF and
IRF). Their propensity-matched regression analysis demonstrated that discharge to an inpatient
facility rather than home was significantly associated with an increased risk of wound
complications, including SSI, organ/space infection and wound dehiscence (OR: 1.31; 95% Cl,
1.09-1.57; p=0.004) [2].

Similarly, a 2018 study by Stone et al. found that among 7,466 TJA patients, those
discharged to SNFs had a significantly higher risk of SSI/PJI within the first 90 days (19.6%
vs. 10.3%, p=0.02) [9]. Another study by Malik et al. reported that patients undergoing hip
hemiarthroplasty (HA), total hip arthroplasty (THA), or open reduction and internal fixation
for hip fractures had an increased risk of wound complications (both superficial and deep SSI)
when discharged to an inpatient facility (OR: 1.79; 95% CI, 1.10-2.91; p=0.01) [3].

Treu et al. further demonstrated that among patients undergoing HA or THA for femoral
neck fractures, those discharged to SNFs had significantly higher 90-day and 1-year PJI risks
compared to those discharged home (OR: 4.55, p=0.001, and OR: 3.08, p=0.03, respectively).
Additionally, the time to PJI development was significantly shorter in SNF patients (38 vs. 231
days, p=0.01). When comparing SNF to IRF, SNF patients had significantly higher 90-day and
1-year PJI risks (OR: 3.45, p=0.04, and OR: 3.76, p=0.03, respectively). However, no
significant difference was observed between the IRF and home discharge groups [7]. Another
study analyzing 35,973 patients undergoing posterior lumbar fusion surgery compared those
discharged home with those discharged to IRF/SNF. The results showed significantly lower
rates of SSI (0.91% vs. 1.68%, p<0.0001), deep wound infection (0.61% vs. 1.14%, p<0.0001),
organ/space infection (0.19% vs. 0.53%, p<0.0001), and wound dehiscence (0.19% vs. 0.53%,
p<0.0001) in patients discharged home. Additionally, SSI rates were significantly higher in
patients discharged to SNF compared to those discharged to IRF (2.2% vs. 1.04%, p<0.0002),
while no significant differences were found between these groups in terms of deep wound
infection, organ/space infection, or wound dehiscence [10]. Similarly, Park et al. [6] analyzed
13,050 lumbar surgery patients and found that home discharge was protective against SSI
compared to IRF/SNF within 30 days postoperatively (OR: 0.47).

Contrary to these findings, there are also studies reporting no significant difference in
terms of SSI/PJI between different patient discharge dispositions. Mayer et al. [4] analyzed
78,821 THA patients (home discharge: 75.4%) and 137,675 TKA patients (home discharge:
71.0%) and found no significant difference in SSI rates between the home and non-home
discharge (SNF, IRF) groups after propensity matching. However, all other complications,
including cardiac, respiratory, readmission, and reoperation rates, were significantly higher in
the non-home discharge disposition group. Similarly, McLawhorn et al. [8] examined 101,256
patients undergoing primary total knee arthroplasty (TKA) (home discharge: 69.7%) and found
no significant difference in wound complications (superficial and deep SSI, organ/space
infection) between the two groups in a propensity-adjusted multivariable regression analysis.
Owens et al. [11] also investigated 34,610 patients undergoing primary THA or TKA (home
discharge: 54.8%) and found no significant difference in SSI rates between the home and non-
home groups. However, they reported that discharge to an SNF was an independent risk factor
for 30-day complications and readmission (OR: 1.9; 95% Cl, 1.7-2.0).

Keswani et al. [12] analyzed 106,360 patients undergoing primary THA and TKA,
where 70% were discharged home, 19% to an SNF, and 11% to an IRF. No significant
difference was observed in superficial or deep SSI rates between home-discharge and SNF/IRF
groups. However, their study found that organ/space infections and wound dehiscence were
significantly higher in the non-home discharge group, with no difference between SNF and
IRF. Patients discharged to SNF and IRF had a higher risk of total adverse events (OR: 1.46



and 1.59, respectively). Padgett et al. [13] examined 8,145 patients undergoing primary TKA
and performed propensity score matching, yielding 1,213 matched patients in the home vs. IRF
group and 492 matched patients in the SNF vs. IRF group. The SSI rates were insignificant for
both groups [home vs. IRF group: 2.1% vs. 1.8%, p=0.64 and SNF vs IRF group: 3.4% vs.
2.3%,p=0.37]. A study investigating the impact of discharge disposition following shoulder
arthroplasty analyzed 9,058 patients, with 88.2% discharged home and 11.8% to a non-home
facility (IRF, SNF). No significant difference was found in SSI rates between the two groups
(0.06% vs. 0.00%) [14].

Beyond these comparisons, Fleischman et al. [15] investigated differences among
patients discharged home based on whether they lived alone or with a caregiver. While
significant differences were observed in-hospital length of stay and the need for in-home
physiotherapy, no significant differences were found in wound infection or PJI risk between
the groups. Reoperation due to infection was required in 0.7% of patients living alone,
compared to 0.79% in the control group (p=1.0).

Another important consideration is that discharge disposition is a major determinant of
the total cost in episode of care following TJA. Home discharge with outpatient rehabilitation
is approximately $6,000 less expensive than discharge to a SNF and $16,000 less expensive
than discharge to an IRF [16]. In lower extremity arthroplasty, PAC constitutes more than one-
third of total costs, primarily due to the utilization of IRFs and SNFs [17].

Additionally, although regression models have attempted to account for various
variables, the potential for confounding due to unmeasured factors cannot be entirely
eliminated in observational studies [18]. For instance, a patient's socioeconomic status has been
associated with both non-home discharge and adverse events following TKA [19,20].
However, many studies have been unable to adequately define and compare this variable,
making it a potential confounding factor.

Conclusion: Literature review demonstrated that non-home discharge has been shown to
increase the risk of overall complications and readmission following major orthopedic surgery,
however its impact on SSI and PJI remains unclear based on conflicting evidence. Given the
rising costs and other associated complications, discharge to home may still be the preferred
option after major orthopaedic procedures when considering the broader perspective.
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