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Abstract
Introduction
Reverse shoulder arthroplasty (RSA) is increasingly used to manage various degenerative and traumatic
shoulder conditions. Prosthetic joint infection (PJI) remains a rare but serious complication, occurring in
approximately 1-4% of cases. Given that colonoscopy can cause transient bacteremia - a potential risk factor
for PJI - the current study aimed to determine whether undergoing diagnostic or invasive colonoscopy
within one year after RSA is associated with an increased risk of PJI or all-cause revision surgery.

Methods
A retrospective cohort study was conducted using the PearlDiver All Payer Claims Database (MARINER).
Patients who underwent RSA with at least three years of follow-up were identified and stratified into three
groups: a control group (no colonoscopy), a diagnostic colonoscopy group, and an invasive colonoscopy
group. The colonoscopy occurred within one year after undergoing the index procedure. Demographics,
including age and sex, along with comorbidity data (using the Elixhauser Comorbidity Index), were
collected. The primary outcomes assessed were the incidence of PJI and the rate of all-cause revision at 3
years postoperatively.

Results
A total of 1,244 patients in the diagnostic colonoscopy group, 2,973 in the invasive colonoscopy group, and
74,309 in the control group were identified. At three years postoperatively, the incidence of PJI was not
significantly different between the diagnostic (3.94% vs. 3.29%, p = 0.20) or invasive (3.8% vs. 3.29%, p =
0.13) groups compared to controls. However, while the rate of all-cause revision in the diagnostic group
(7.32% vs. 7.53%, p = 0.78) did not differ significantly from controls, the invasive colonoscopy group
approached statistical significance (8.48% vs. 7.53%, p = 0.05) in univariate analysis and was statistically
significant in multivariate analysis (OR = 1.63, p ≤ 0.01). 

Conclusion
This study found that undergoing a diagnostic or invasive colonoscopy within one year after RSA does not
increase the risk of PJI at three years postoperatively. However, patients who underwent invasive
colonoscopy exhibited a higher rate of all-cause revision, which was statistically significant in multivariate
analysis. These findings suggest that routine colonoscopy screening should not be deferred in RSA patients
due to infection concerns, but the increased risk of revision following invasive colonoscopy highlights the
need for further research to determine potential underlying factors.

Categories: Infectious Disease, Orthopedics
Keywords: colonoscopy, health insurance claims database, prosthetic joint infection (pji), reverse total shoulder
arthroplasty, revision

Introduction
Shoulder arthroplasty is a successful management option utilized for the treatment of several different
degenerative and traumatic pathologies. It is increasingly performed in the United States [1-3]. Between
2017 and 2025, the number of shoulder arthroplasties performed is projected to increase by approximately
235% [3]. This increase is in part due to the increasing utilization of reverse total shoulder arthroplasty
(RSA) [3]. Previous research utilizing the Shoulder Arthroplasty Registry [4] reported the median age of
those undergoing shoulder arthroplasty to be 70 years old [5]. Specifically, in the RSA population, the mean
age has been increasing, with the largest increase in utilization seen in patients >70 years old [6].

Prosthetic joint infection (PJI) after shoulder arthroplasty is relatively rare, with an incidence reported
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between 1% and 4%, but it can be a devastating complication leading to significant morbidity [7-9].
Colonoscopy has been shown to be associated with a risk of transient bacteremia, which is an established
risk factor for developing PJI [10]. In the total joint arthroplasty literature, there has been evidence that
shows that gastrointestinal endoscopy may lead to an increased risk of PJI [11]. However, research has been
conflicting [12]. The United States Preventive Services Task Force (USPTF) currently recommends
colonoscopy screening for those aged 45-75 years old [13].

The purpose of the current study was to determine if diagnostic or invasive colonoscopy was a risk factor for
the diagnosis of PJI or the increased rate of all-cause revision in the setting of RSA. We hypothesized that
those undergoing invasive colonoscopy would have an increased rate in the diagnosis of PJI and all-cause
revision.

Materials And Methods
A retrospective cohort of RSA patients was gathered using the PearlDiver All Payer Claims Database
(MARINER) (PearlDiver Technologies, Colorado Springs, Colorado, USA). The database includes 161 million
patient records from June 2010 to April 30, 2022. PearlDiver has unique patient identifier codes allowing for
longitudinal follow-up and includes claims billed to all payer types. Current Procedural Terminology (CPT®),
ICD-9/10 diagnosis, and ICD-9/10 procedure codes were used to identify the study cohort, comorbidities,
and outcomes (Appendix 1-3). Inclusion criteria for the study were patients who underwent RSA, the index
procedure, with at least three years of follow-up. The cohort was then stratified by colonoscopy type (control
vs. diagnostic vs. invasive). The control cohort did not undergo a colonoscopy. The diagnostic colonoscopy
cohort had no disruption of the colonic mucosa during the colonoscopy. The invasive colonoscopy cohort
consists of patients who had a resection, biopsy, or removal of a tumor, polyp, or lesion. The colonoscopy
occurred within one year after undergoing the index procedure. PearlDiver is a de-identified database, and
the study was exempted from Institutional Review Board approval.

Age and sex, alongside the Elixhauser Comorbidity Index (ECI), were utilized to compare the cohorts and
their comorbidity burden. The ECI includes congestive heart failure, arrhythmias, valvular disease,
pulmonary circulatory disorders, peripheral vascular disease, hypertension, paralysis, other neuro disorders,
chronic obstructive pulmonary disease, diabetes, hypothyroidism, chronic kidney disease, liver disease,
peptic ulcer disease, lymphoma, metastatic cancer, nonmetastatic cancer, rheumatoid arthritis and
cardiovascular disease, coagulopathy, fluid and electrolyte disorders, anemia due to blood loss, anemia due
to deficiency, alcohol abuse, drug abuse, psychoses, depression, obesity, and smoking status. The primary
outcomes of this study were all-cause revision and cumulative PJI incidence rates at three years after the
index procedure.

Statistical analysis
R statistical software was used to perform univariate and multivariate analyses (versuiin 4.2.3, R Core Team,
2023). Univariate analysis for categorical and continuous variables were performed using chi-squared tests
and Student’s t-tests, respectively. A p-value of less than 0.05 was considered significant. To account for
potential confounding variables, we employed multivariate logistic regression. This analysis included
patient demographics and comorbidities as independent variables and was performed on outcomes that had
shown a p-value of less than 0.10 in univariate analyses. Odds ratios (OR) and confidence intervals (CI) were
reported for the multivariate analysis, with a p-value of less than 0.05 being significant.

Results
A total of 1,244 individuals were identified who underwent a diagnostic colonoscopy within one year after
RSA. A total of 2,973 individuals were identified who underwent invasive colonoscopy within one year after
RSA. These cohorts were compared to a cohort of 74,309 patients who underwent RSA and did not undergo
colonoscopy. The demographic and comorbidity data of each cohort can be seen in Table 1.

Patient demographics
Diagnostic
colonoscopy

  
Invasive
colonoscopy

  
No
colonoscopy

 

 n %
p-
value

n %
p-
value

n %

Total 1244   2973   74309  

Median age range (years) 69.6   70.0   68.9  

Female 805 64.71  1712 57.58  47311 63.67

Male 439 35.29  1261 42.42  26998 36.33

Elixhauser Comorbidity Index       
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CHF 152 12.22  369 12.41  7407 9.97

Cardiac arrhythmias 311 25.00  817 27.48  17798 23.95

Valvular disease 287 23.07  727 24.45  15132 20.36

Hypertension 1085 87.22  2639 88.77  63810 85.87

Other neurological disorders 92 7.40  238 8.01  5472 2.06

Paralysis 31 2.49  69 2.32  1532 34.71

COPD 498 40.03  1244 41.84  25792 34.71

Diabetes 572 45.98  1422 47.83  31103 41.86

Hypothyroidism 388 31.19  910 30.61  21960 29.55

Chronic kidney disease 235 18.89  532 17.89  12468 16.78

Liver disease 183 14.71  455 15.30  8449 11.37

Peptic ulcer disease 103 8.28  222 7.47  3940 5.30

Lymphoma 29 -  56 1.88  969 1.30

Metastatic cancer 31 2.49  74 2.49  1224 1.65

Cancer 209 16.80  539 18.13  10682 14.38

Rheumatoid arthritis 110 8.84  250 8.41  6125 8.24

Fluid and electrolyte disorders 423 34.00  965 32.46  23118 31.11

Blood loss anemia 74 5.95  132 4.44  2831 3.81

Deficiency anemia 260 20.90  542 18.23  10782 14.51

Drug abuse 112 9.00  219 7.37  4652 6.26

Psychoses 59 4.74  98 3.30  2331 3.14

Depression 532 42.77  1245 41.88  27404 36.88

Obesity 470 37.78  1269 42.68  26225 35.29

Tobacco use 471 37.86  1326 44.60  28117 37.84

Average ECI score 6.52  <0.001 6.55  <0.001 5.7  

Standard deviation for the ECI
score

3.87   3.79   3.45  

TABLE 1: Demographics and comorbidities of patients who underwent diagnostic or invasive
colonoscopy within one year after reverse shoulder arthroplasty.
A Student's t-test was utilized to compare the average Elixhauser Comorbidity Index score between the diagnostic and invasive colonoscopy cohorts and
the control cohort. A p-value of 0.05 was considered significant. 

CHF: congestive heart failure, COPD: chronic obstructive pulmonary disease, ECI: Elixhauser Comorbidity Index

At three years postoperatively, the diagnosis of PJI was not significantly different in either the diagnostic
(3.94% vs. 3.29%, p = 0.20) or invasive (3.8% vs. 3.29%, p = 0.13) colonoscopy cohort as compared to the
control cohort who did not undergo colonoscopy. The rate of all-cause revision at three years
postoperatively was not significantly different between the diagnostic colonoscopy cohort and the control
cohort (7.32% vs. 7.53%, p = 0.78). However, in the invasive colonoscopy cohort, the revision rate was higher
and approached significance as compared to the control group (8.48% vs. 7.53%, p = 0.05) (Table 2). 
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 Diagnostic colonoscopy Invasive colonoscopy No colonoscopy

 n % p-value n % p-value n %

Total 1244   2973   74309  

Three-year revision 91 7.32 0.78 252 8.48 0.05 5595 7.53

Three-year PJI 49 3.94 0.20 113 3.80 0.13 2444 3.29

TABLE 2: Univariate analysis of the diagnostic and invasive colonoscopy cohorts as compared to
the control cohort in terms of the revision and diagnosis of prosthetic joint infection at three
years postoperatively.
A Student's t-test was utilized to compare the average incidence of revision and prosthetic joint infection (PJI) at three years postoperatively between the
diagnostic and invasive colonoscopy cohorts to the control cohort. A p-value of 0.05 was considered significant.

Multivariate analysis revealed significance in comparing all-cause revision in the invasive colonoscopy
cohort compared to the control cohort at three years postoperatively (OR = 1.63, p ≤ 0.01).

Discussion
This study demonstrated that at three years postoperatively, the rate of PJI was not significantly different in
either the diagnostic (3.94% vs. 3.29%, p = 0.20) or invasive (3.8% vs. 3.29%, p = 0.13) colonoscopy cohort
when compared to the control cohort. Similarly, the rate of all-cause revision was not significantly different
between the diagnostic colonoscopy cohort and the control cohort (7.32% vs. 7.53%, p = 0.78). However,
patients in the invasive colonoscopy cohort had a higher rate of revision, which approached statistical
significance when compared to the control group (8.48% vs. 7.53%, p = 0.05). Furthermore, multivariate
analysis confirmed a significant association between invasive colonoscopy and all-cause revision (OR = 1.63,
p < 0.01). The results of this study can help physicians with counseling patients and encouraging them to
not defer their regular screening colonoscopy in the setting of RSA given the lack of increased risk of PJI.
However, further research is needed to determine why there was an increased risk of all-cause revision in
the invasive colonoscopy group.

PJI is a challenging complication of any joint arthroplasty given the significant morbidity it carries for
patients. Mitigating the risk of PJI is thus crucial for arthroplasty surgeons. Colonoscopy has been identified
as a risk for PJI in the setting of total joint arthroplasty, given the transient bacteremia that has been
documented following this procedure [10,14,15]. Direct correlation between colonoscopy and PJI has only
been assessed in a limited fashion. Forlenza et al. reported that invasive endoscopy within two months of
TKA and one month of THA was associated with significantly increased odds of PJI, using the PearlDiver
database [11]. Chiu et al., however, also using the PearlDiver database, found that after UKA, TKA, and THA,
there was no increased risk of septic revision following diagnostic colonoscopy and that invasive
colonoscopy was, surprisingly, protective of revision [12]. Our findings in the upper extremity are opposite
of this report as we observed an increase in all-cause revision of RSA in the invasive colonoscopy group in
the multivariate analysis. Both our control group revision rate and our invasive colonoscopy group revision
rate of 7.53% and 8.48%, respectively, were comparable to reported revision rates of 8-12% [16-18]. In
addition, the rate of PJI in our study is comparable to the generally reported 3-4% [9].

There does not appear to be any physiological connection between invasive colonoscopy and revision RSA
that would suggest why we observed an increase in all-cause revision rates after invasive colonoscopy but
no increase in PJI. We did control for patient comorbidities in the various groups and found no differences,
indicating there was no difference in the apparent health status of individuals in these groups. The ECI
could have failed to account for all possible comorbidities, which may have increased the risk for revision.

This study is not without limitations. As this study utilized administrative claims data to determine the risk
of PJI and revision after shoulder arthroplasty, medical records were not able to be reviewed. This study
found that invasive colonoscopy performed within one year after obtaining an RSA increased the risk of all-
cause revision at three years. There is no obvious biological mechanism to explain this finding, as we also
found that there was no increased risk in PJI. As this is a database study, there is the possibility that human
error in miscoding could have altered our results.

Conclusions
This study found that undergoing a diagnostic or invasive colonoscopy within one year after RSA does not
increase the risk of PJI at three years postoperatively. However, patients who underwent invasive
colonoscopy exhibited a higher rate of all-cause revision, which was statistically significant in multivariate
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analysis. These findings suggest that routine colonoscopy screening should not be deferred in RSA patients
due to infection concerns. However, the increased risk of revision following invasive colonoscopy highlights
the need for further research to determine potential underlying factors.

Appendices
Current Procedural Terminology (CPT®) procedure codes

Diagnostic colonoscopy Colonoscopy with intervention

CPT-45378 CPT-45380

 CPT-45384

 CPT-45385

 CPT-45390

TABLE 3: Colonoscopy codes

ICD-9/10 codes
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Code Description

ICD-9-P-8001 Arthrotomy for the removal of prosthesis without replacement, shoulder

ICD-9-P-8011 Other arthrotomy – shoulder

0RWK08Z Revision of spacer in the left shoulder joint, open approach

0RWK0JZ Revision of synthetic substitute in the left shoulder joint, open approach

0RWK3JZ Revision of synthetic substitute in the left shoulder joint, percutaneous approach

0RWK4JZ Revision of synthetic substitute in left shoulder joint, percutaneous endoscopic approach

0RWKXJZ Revision of synthetic substitute in left shoulder joint, external approach

0RRK00Z Replacement of left shoulder joint with reverse ball and socket synthetic substitute, open approach

0RRJ00Z Replacement of right shoulder joint with reverse ball and socket synthetic substitute, open approach

0RWJ08Z Revision of spacer in right shoulder joint, open approach

0RWJ0JZ Revision of synthetic substitute in right shoulder joint, open approach

0RWJ3JZ Revision of synthetic substitute in right shoulder joint, percutaneous approach

0RWJ4JZ Revision of synthetic substitute in right shoulder joint, percutaneous endoscopic approach

0RWJXJZ Revision of synthetic substitute in right shoulder joint, external approach

0RRKOJZ Replacement of left shoulder joint with synthetic substitute, open approach

0RRJ0JZ Replacement of right shoulder joint with synthetic substitute, open approach

0RHK08Z Insertion of spacer into left shoulder joint, open approach

0RHK38Z Insertion of spacer into left shoulder joint, percutaneous approach

0RHK48Z Insertion of spacer into left shoulder joint, percutaneous endoscopic approach

0RPK08Z Removal of spacer from left shoulder joint, open approach

0RPK38Z Removal of spacer from left shoulder joint, percutaneous approach

0RPK3JZ Removal of synthetic substitute from left shoulder joint, percutaneous approach

0RPK0JZ Removal of synthetic substitute from left shoulder joint, open approach

0RPK4JZ Removal of synthetic substitute from left shoulder joint, percutaneous endoscopic approach

0RHJ08Z Insertion of spacer into right shoulder joint, open approach

0RHJ38Z Insertion of spacer into right shoulder joint, percutaneous approach

0RHJ48Z Insertion of spacer into right shoulder joint, percutaneous endoscopic approach

0RPJ08Z Removal of spacer from right shoulder joint, open approach

0RPJ38Z Removal of spacer from right shoulder joint, percutaneous approach

0RPJ0JZ Removal of synthetic substitute from right shoulder joint, open approach

0RPJ3JZ Removal of synthetic substitute from right shoulder joint, percutaneous approach

0RPJ4JZ Removal of synthetic substitute from right shoulder joint, percutaneous endoscopic approach

TABLE 4: Revision codes

ICD-9/10 codes  
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Code Description

ICD-9-D-99666 Infection and inflammatory reaction due to internal joint prosthesis

ICD-9-D-99667 Infection and inflammatory reaction due to other internal orthopedic device, implant, and graft

ICD-9-D-99660 Infection and inflammatory reaction due to unspecified device, implant, and graft

ICD-9-D-99669 Infection and inflammatory reaction due to other internal prosthetic device, implant, and graft

ICD-9-D-73011 Chronic osteomyelitis

ICD-9-D-73021 Unspecified osteomyelitis

ICD-9-D-73091 Unspecified infection of bone

ICD-9-D-73081 Other infections involving bone in diseases classified elsewhere, shoulder region

ICD-9-D-99851 Infected postoperative seroma

ICD-10-D-
T8579XA

Infection and inflammatory reaction due to other internal prosthetic devices, implants and grafts, initial encounter

ICD-10-D-
T8450XA

Infection and inflammatory reaction due to unspecified internal joint prosthesis, initial encounter

ICD-10-D-
T8460XA

Infection and inflammatory reaction due to internal fixation device of unspecified site

ICD-10-D-
T847XXA

Infection and inflammatory reaction due to other internal orthopedic prosthetic devices, implants and grafts, initial
encounter

ICD-10-D-
T8579XA

Infection and inflammatory reaction due to other internal prosthetic devices, implants and grafts, initial encounter
(duplicate)

ICD-10-D-
T81.4XXA

Infection following a procedure, initial encounter

ICD-10-D-
T8459XA

Infection and inflammatory reaction due to other internal joint prosthesis, initial encounter

ICD-10-D-M60.011 Infective myositis, right shoulder

ICD-10-D-M60.012 Infective myositis, left shoulder

ICD-10-D-M60.019 Infective myositis, unspecified shoulder

ICD-10-D-M86.119 Other acute osteomyelitis, unspecified shoulder

ICD-10-D-M86.219 Subacute osteomyelitis, unspecified shoulder

ICD-10-D-M86.619 Other chronic osteomyelitis, unspecified shoulder

TABLE 5: Prosthetic joint infection codes

Additional Information
Author Contributions
All authors have reviewed the final version to be published and agreed to be accountable for all aspects of the
work.

Concept and design:  Matthew T. Eisenberg, Anup Shah, Evan S. Lederman, Clayton Hui

Drafting of the manuscript:  Matthew T. Eisenberg, Clayton Hui, Colby Nielsen

Critical review of the manuscript for important intellectual content:  Anup Shah, Evan S. Lederman

Supervision:  Anup Shah, Evan S. Lederman

 

2025 Eisenberg et al. Cureus 17(3): e80491. DOI 10.7759/cureus.80491 7 of 8



Acquisition, analysis, or interpretation of data:  Colby Nielsen

Disclosures
Human subjects: Consent for treatment and open access publication was obtained or waived by all
participants in this study. Animal subjects: All authors have confirmed that this study did not involve
animal subjects or tissue. Conflicts of interest: In compliance with the ICMJE uniform disclosure form, all
authors declare the following: Payment/services info: All authors have declared that no financial support
was received from any organization for the submitted work. Financial relationships: All authors have
declared that they have no financial relationships at present or within the previous three years with any
organizations that might have an interest in the submitted work. Other relationships: All authors have
declared that there are no other relationships or activities that could appear to have influenced the
submitted work.

References
1. Best MJ, Aziz KT, Wilckens JH, McFarland EG, Srikumaran U: Increasing incidence of primary reverse and

anatomic total shoulder arthroplasty in the United States. J Shoulder Elbow Surg. 2021, 30:1159-66.
10.1016/j.jse.2020.08.010

2. Day JS, Lau E, Ong KL, Williams GR, Ramsey ML, Kurtz SM: Prevalence and projections of total shoulder and
elbow arthroplasty in the United States to 2015. J Shoulder Elbow Surg. 2010, 19:1115-20.
10.1016/j.jse.2010.02.009

3. Wagner ER, Farley KX, Higgins I, Wilson JM, Daly CA, Gottschalk MB: The incidence of shoulder
arthroplasty: rise and future projections compared with hip and knee arthroplasty. J Shoulder Elbow Surg.
2020, 29:2601-9. 10.1016/j.jse.2020.03.049

4. Dillon MT, Ake CF, Burke MF, Singh A, Yian EH, Paxton EW, Navarro RA: The Kaiser Permanente shoulder
arthroplasty registry: results from 6,336 primary shoulder arthroplasties. Acta Orthop. 2015, 86:286-92.
10.3109/17453674.2015.1024565

5. Dillon MT, Chan PH, Inacio MC, Singh A, Yian EH, Navarro RA: Yearly trends in elective shoulder
arthroplasty, 2005-2013. Arthritis Care Res (Hoboken). 2017, 69:1574-81. 10.1002/acr.23167

6. Schoch BS, King JJ, Wright TW, Brockmeier SF, Werthel JD, Werner BC: Patient age at time of reverse
shoulder arthroplasty remains stable over time: a 7.5-year trend evaluation. Eur J Orthop Surg Traumatol.
2023, 33:993-1001. 10.1007/s00590-022-03227-w

7. Moeini S, Rasmussen JV, Salomonsson B, et al.: Reverse shoulder arthroplasty has a higher risk of revision
due to infection than anatomical shoulder arthroplasty: 17 730 primary shoulder arthroplasties from the
Nordic Arthroplasty Register Association. Bone Joint J. 2019, 101-B:702-7. 10.1302/0301-620X.101B6.BJJ-
2018-1348.R1

8. Florschütz AV, Lane PD, Crosby LA: Infection after primary anatomic versus primary reverse total shoulder
arthroplasty. J Shoulder Elbow Surg. 2015, 24:1296-301. 10.1016/j.jse.2014.12.036

9. Contreras ES, Frantz TL, Bishop JY, Cvetanovich GL: Periprosthetic infection after reverse shoulder
arthroplasty: a review. Curr Rev Musculoskelet Med. 2020, 13:757-68. 10.1007/s12178-020-09670-8

10. Low DE, Shoenut JP, Kennedy JK, Sharma GP, Harding GK, Den Boer B, Micflikier AB: Prospective
assessment of risk of bacteremia with colonoscopy and polypectomy. Dig Dis Sci. 1987, 32:1239-43.
10.1007/BF01296372

11. Forlenza EM, Terhune EB, Higgins JD, Jones C, Geller JA, Della Valle CJ: Invasive gastrointestinal endoscopy
following total joint arthroplasty increases the risk for periprosthetic joint infection. J Arthroplasty. 2023,
38:S394-S398.e1. 10.1016/j.arth.2023.04.047

12. Chiu AK, Malyavko A, Das A, et al.: Diagnostic and invasive colonoscopy are not risk factors for revision
surgery due to periprosthetic joint infection. J Arthroplasty. 2023, 38:1591-1596.e3.
10.1016/j.arth.2023.02.019

13. US Preventive Services Task Force | Colorectal cancer: screening . (2021).
https://www.uspreventiveservicestaskforce.org/uspstf/recommendation/colorectal-cancer-screening.

14. Botoman V, Surawicz C: Bacteremia with gastrointestinal endoscopic procedures. Gastrointest Endosc.
1986, 32:342-6. 10.1016/s0016-5107(86)71880-4

15. LeFrock JL, Ellis CA, Turchik JB, Weinstein L: Transient bacteremia associated with sigmoidoscopy . N Engl J
Med. 1973, 289:467-9. 10.1056/NEJM197308302890908

16. Gill DR, Gill SD, Corfield S, Holder C, Page RS: Primary inlay reverse shoulder arthroplasty has a higher rate
of revision than onlay reverse shoulder arthroplasty: analysis from the Australian Orthopaedic Association
National Joint Replacement Registry. Shoulder Elbow. 2023, 15:75-81. 10.1177/17585732221122275

17. Walter N, Lowenberg DW, Kurtz SM, Alt V, Lau EC, Rupp M: Revision rates and associated risk factors after
shoulder arthroplasty. J Clin Med. 2022, 11: 10.3390/jcm11247256

18. Gauci MO, Cavalier M, Gonzalez JF, Holzer N, Baring T, Walch G, Boileau P: Revision of failed shoulder
arthroplasty: epidemiology, etiology, and surgical options. J Shoulder Elbow Surg. 2020, 29:541-9.
10.1016/j.jse.2019.07.034

 

2025 Eisenberg et al. Cureus 17(3): e80491. DOI 10.7759/cureus.80491 8 of 8

https://dx.doi.org/10.1016/j.jse.2020.08.010
https://dx.doi.org/10.1016/j.jse.2020.08.010
https://dx.doi.org/10.1016/j.jse.2010.02.009
https://dx.doi.org/10.1016/j.jse.2010.02.009
https://dx.doi.org/10.1016/j.jse.2020.03.049
https://dx.doi.org/10.1016/j.jse.2020.03.049
https://dx.doi.org/10.3109/17453674.2015.1024565
https://dx.doi.org/10.3109/17453674.2015.1024565
https://dx.doi.org/10.1002/acr.23167
https://dx.doi.org/10.1002/acr.23167
https://dx.doi.org/10.1007/s00590-022-03227-w
https://dx.doi.org/10.1007/s00590-022-03227-w
https://dx.doi.org/10.1302/0301-620X.101B6.BJJ-2018-1348.R1
https://dx.doi.org/10.1302/0301-620X.101B6.BJJ-2018-1348.R1
https://dx.doi.org/10.1016/j.jse.2014.12.036
https://dx.doi.org/10.1016/j.jse.2014.12.036
https://dx.doi.org/10.1007/s12178-020-09670-8
https://dx.doi.org/10.1007/s12178-020-09670-8
https://dx.doi.org/10.1007/BF01296372
https://dx.doi.org/10.1007/BF01296372
https://dx.doi.org/10.1016/j.arth.2023.04.047
https://dx.doi.org/10.1016/j.arth.2023.04.047
https://dx.doi.org/10.1016/j.arth.2023.02.019
https://dx.doi.org/10.1016/j.arth.2023.02.019
https://www.uspreventiveservicestaskforce.org/uspstf/recommendation/colorectal-cancer-screening
https://www.uspreventiveservicestaskforce.org/uspstf/recommendation/colorectal-cancer-screening
https://dx.doi.org/10.1016/s0016-5107(86)71880-4
https://dx.doi.org/10.1016/s0016-5107(86)71880-4
https://dx.doi.org/10.1056/NEJM197308302890908
https://dx.doi.org/10.1056/NEJM197308302890908
https://dx.doi.org/10.1177/17585732221122275
https://dx.doi.org/10.1177/17585732221122275
https://dx.doi.org/10.3390/jcm11247256
https://dx.doi.org/10.3390/jcm11247256
https://dx.doi.org/10.1016/j.jse.2019.07.034
https://dx.doi.org/10.1016/j.jse.2019.07.034

	Diagnostic and Invasive Colonoscopies Do Not Increase the Risk of Prosthetic Joint Infection After Reverse Shoulder Arthroplasty
	Abstract
	Introduction
	Methods
	Results
	Conclusion

	Introduction
	Materials And Methods
	Statistical analysis

	Results
	TABLE 1: Demographics and comorbidities of patients who underwent diagnostic or invasive colonoscopy within one year after reverse shoulder arthroplasty.
	TABLE 2: Univariate analysis of the diagnostic and invasive colonoscopy cohorts as compared to the control cohort in terms of the revision and diagnosis of prosthetic joint infection at three years postoperatively.

	Discussion
	Conclusions
	Appendices
	Current Procedural Terminology (CPT®) procedure codes
	TABLE 3: Colonoscopy codes

	ICD-9/10 codes
	TABLE 4: Revision codes

	ICD-9/10 codes
	TABLE 5: Prosthetic joint infection codes


	Additional Information
	Author Contributions
	Disclosures

	References


