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INTRODUCTION: Prior coronary angiography (CAG) is increasingly common among patients undergoing for total joint
arthroplasty (TJA) due to the rising prevalence of coronary artery disease in the aging population. Yet, it remains unclear
whether a history of CAG affects postoperative complication rates after total knee arthroplasty (TKA) or total hip
arthroplasty (THA), and whether the timing between CAG and surgery mitigates risk. This study therefore asked: (1) Do
patients with prior CAG (stent or non(Istent) experience higher 907 day complication rates after TKA or THA compared to
matched controls? (2) Within the CAG cohort, does stent placement further elevate these risks? (3) Does the interval
between CAG and arthroplasty influence postoperative complications?

METHODS:

Using the PearlDiver Patient Records Database (2010-2022), we identified adult patients who underwent primary TKA or
THA between 2012 and 2020, with at least 3 years of continuous insurance enroliment prior to surgery and at least 2
years of follow-up afterward. Each group was 1:1 propensity score—matched with controls without CAG based on age,
sex, Charlson Comorbidity Index (CCl), obesity, diabetes, tobacco use, alcohol abuse, drug abuse, and year of surgery.
Within each matched cohort, patients were subdivided by the interval from most recent CAG to arthroplasty. Primary
outcomes were 90-day rates of readmission, blood transfusion (within 10 days), MI, CVA, venous thromboembolism
(VTE), surgical site infection (SSI), 90-day PJI, and acute renal failure (ARF). Secondary outcomes were 2-year PJI and
revision rates. Multivariate logistic regression estimated adjusted odds ratios (OR) with 95% confidence intervals.
RESULTS:

Among 4 602 stent-CAG TKA patients and 4 602 matched controls, stent-CAG was associated with significantly higher
90-day rates of readmission (OR 1.27, P = 0.004), blood transfusion (OR 1.42, P = 0.026), MI (OR 9.77, P < 0.001), CVA
(OR 1.62, P < 0.001), and ARF (OR 1.24, P = 0.050). No significant differences occurred in VTE, SSI, 90-day PJI, 2-year
PJl, or 2-year revision (all P > 0.05). Within the stent-CAG TKA cohort, delaying surgery beyond six months modestly
reduced VTE and ARF rates but did not attenuate Ml risk at any interval. Among 25 514 non-stent-CAG TKA patients and
25 514 matched controls, non-stent CAG was linked to higher readmission (OR 1.22, P < 0.001), blood transfusion (OR
1.22, P < 0.001), MI (OR 2.54, P < 0.001), CVA (OR 1.29, P < 0.001), VTE (OR 1.18, P < 0.001), SSI (OR 1.15, P =
0.021), and ARF (OR 1.16, P = 0.002), whereas 90-day PJI was slightly lower (OR 0.85, P = 0.018) and 2-year PJI and
revision rates did not differ. Timing analyses showed that delaying TKA beyond six months reduced SSI and VTE but did
not normalize Ml risk at any interval.

Among 3 422 stent-CAG THA patients and 3 422 matched controls, stent-CAG was associated with higher 90-day rates of
blood transfusion (OR 1.31, P = 0.047), Ml (OR 6.37, P < 0.001), and CVA (OR 1.88, P < 0.001). Readmission, VTE, SSl,
90-day PJI, 2-year PJI, and 2-year revision rates did not differ (all P > 0.05). Within the stent-CAG THA cohort, postponing
surgery beyond six months modestly lowered VTE and ARF but did not reduce MI risk. Among 14 728 non-stent-CAG
THA patients and 14 728 matched controls, non-stent CAG patients had higher readmission (OR 1.19, P < 0.001), blood
transfusion (OR 1.28, P < 0.001), MI (OR 2.40, P < 0.001), CVA (OR 1.37, P < 0.001), VTE (OR 1.20, P = 0.007), and
ARF (OR 1.18, P = 0.010). SSI, 90-day PJI, 2-year PJI, and 2-year revision rates did not differ. Delaying THA beyond six
months reduced VTE (OR 1.22, P = 0.042) but did not normalize MI risk.

DISCUSSION AND CONCLUSION:

A history of coronary angiography, particularly with stenting, is associated with increased cardiovascular and systemic
complications following both TKA and THA, without a corresponding rise in surgical site infections or revision rates. While
certain non-cardiac outcomes such as VTE and ARF appear modifiable with longer intervals between CAG and surgery,
the elevated risk of MI persists regardless of timing. These findings highlight the importance of preoperative risk
assessment in patients with prior CAG undergoing TJA and may inform shared decision-making regarding surgical timing
medical optimization.




