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Introduction 
The scope of orthopedic surgeries may include musculoskeletal 
disorders of young people with concomitant syndromes, geriatric patients 
requiring major surgery, or trauma patients of all ages and comorbidities. 
Not surprisingly, these patients may need planned or unplanned 
intensive care unit (ICU) follow-up because of possible comorbidities 
or postoperative surgical complications (1). Evaluating the ICU needs of 
these patients will significantly improve qualified patient management, 
efficient use of hospital resources, and earlier intervention, resulting 
in improved morbidity and mortality. To predict the postoperative 
condition of a patient, there are risk scores perioperatively used but not 
explicitly studied for orthopedic patients.

Preoperative assessment scores allow for foreseeing the postoperative 
scenario and expectations regarding the mortality and morbidity of each 
patient. Many scores have been proposed for this mission, even those 
specialized to specific surgery types (2). However, probably because of 
the diversity of patient characteristics and the broad scope of surgeries, 
a specific scoring system designed for orthopedics and traumatology has 
not been identified (3). In addition, studies have focused on preoperative 
indicators in hip surgery because of high mortality rates. However, 
probably because the population of these surgeries was mainly geriatric, 
the commonly used preoperative scores, such as the Physiological and 
Operative Severity Score for enumeration of mortality and morbidity, 
were found to overestimate mortality (4,5). Therefore, this study was 
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designed with a focus on all orthopedic patients needing ICU at any time 

during their surgical care and to search for the most likely perioperative 

assessment tool by investigating relevant scores that have not been 

searched in orthopedics. Therefore, we based our selection of data 

and scores on possible ICU indications, perioperative unwanted effects, 

and problems mostly specific to orthopedic surgery in clinical practice. 

Because most geriatric population has many comorbidities, as the 

literature implies, it is an ongoing challenge in orthopedics. We searched 

the Charlson Comorbidity Risk Index (CCI) and the ASA (4,6). Because 

cardiac and pulmonary complications are higher in association with long 

bone fractures, clinical frailty, and polypharmacy with comorbidities, the 

Wells score for pulmonary embolism and ARISCAT score for postoperative 

pulmonary complications were searched (6-8). To add a practical tool to 

assess intraoperative variables, especially blood loss, the Surgical Apgar 

Score (SAS) was selected (9). Because we sought a perioperative assessment 

for the risk of ICU need and mortality, we included postoperative quick 

Sequential Organ Failure Assessment (SOFA), SOFA, Acute Physiology and 

Chronic Health Evaluation II (APACHE II), and SAPS3 scores on the day 

of ICU admission to enlighten a predictive assessment tool to be used 

daily in the ward (10-12). All of which are to maintain orthopedic-based 

qualified care to prevent ICU need or lower mortality by early diagnosis 

and intervention.

Methods

This retrospective study was approved by University of Health Sciences 

Turkey, Haseki Training and Research Hospital Institutional Ethics 

Committee (approval number: 112-2023, date: 07.06.2023), and 

all research and analysis were conducted according to the Helsinki 

Declaration because it was an investigation based on medical records 

within the hospital informative system, exempted from informed 

consent. Of 1,192 patients who received orthopedic surgery (emergent 

or elective) at University of Health Sciences Turkey, Haseki Training 

and Research Hospital Institutional Orthopedics and Traumatology 

Department between January 2022-June 2023, 109 patients were 

transferred to the ICU at any time during their hospital stays. The 

inclusion criteria were ASA 1-4 patients aged over 18, and if they were 

readmitted, we evaluated the first ICU admission. The exclusion criteria 

were patients with incomplete data, patients who were admitted 

to surgery while in intensive care and transferred back to the ICU, 

those who developed an intensive care-acquired infection after being 

admitted to the ICU, or those with a complication unrelated to surgery 

after ICU admission.

We reviewed the medical records to calculate the selected scores and 

demographic data. To calculate ASA, SAS, CCI, Wells, and ARISCAT, we used 

preoperative medical anamnesis, preoperative anesthesia evaluation, 

laboratory analysis performed at most one day preoperatively, and 

intraoperative anesthesia forms were re-examined as the source 

of information. Afterward, medical records highlighted in the ICU 

consultation and laboratory analysis on the day of ICU admission were 

used to calculate SAPS3, qSOFA, SOFA, and APACHE II scores. Each medical 

record was evaluated from hospitalization until discharge, including in-

hospital mortality.

Primary Outcome

The primary outcome was to reveal the study scores of the patients 
perioperatively transmitted to the ICU with the evaluation of their effect 
on the length of ICU and hospital stay. 

Secondary Outcome

The secondary outcome was to demonstrate the relationship between 
the study scores and in-hospital mortality among patients perioperatively 
admitted to the ICU from the orthopedic ward. 

Statistical Analysis

All analyses were performed using SPSS 15.0 for Windows. Descriptive 
statistics are given as mean, standard deviation, minimum, and 
maximum for categorical and numerical variables. Ratios in independent 
groups were compared using the chi-square test. Two independent 
group comparisons of numerical variables were performed using the 
Student’s t-test when the normal distribution condition was met and 
with the Mann-Whitney U test when not. Spearman correlation analysis 
analyzed the relationships between numerical variables because the 
parametric test condition was not met. The alpha significance level was 
set as p˂0.05. A receiver operating characteristic curve was determined 
for each prognostic score, and the best sensitivity and specificity for 
mortality were estimated as the cut-off points.

Results
Demographic data of the study population: The mean age of the 
patients was found to be 70 years, similarly distributed by gender. 
12.8% of the population did not have any comorbidities, and if so, 
hypertension and diabetes mellitus were the leading diseases among 
them (Table 1). Notably, the distribution of ASA classifications was 

Table 1. Demographic values of the study population
Age 70.1±16.1 (18-95)

ASA n (%)

1 12 (11.0)

2 49 (45.0)

3 44 (40.4)

4 4 (3.7)

Gender n (%) 

Male 53 (48.6)

Female 56 (51.4)

BMI* 26.5±4.8 (18-40)

Comorbidity n (%)

Hypertension 60 (55.0)

Diabetes mellitus 49 (45.0)

Coronary heart disease 39 (35.8)

Chronic obstructive pulmonary disease 21 (19.3)

Congestive heart failure 18 (16.5)

Chronic kidney disease 15 (13.8)

Arrhythmias 8 (7.3)

Dementia 9 (8.3)

Psychoneurological diseases 6 (5.5)

Cancer 5 (4.6)
*Mean ± SD (minimum-maximum), ASA: American Society of Anesthesiolog, BMI: Body 
mass index
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discovered to be mainly ASA-2. Nine postoperative patients who were 
excluded because they were exitus before ICU at the surgical ward were 
found to be ASA-4.

Data related to anesthesia and surgery: Most patients who had 
received proximal nailing surgery needed ICU postoperatively (Table 2).

Data related to ICU and hospital stay with mortality: Patients were 
mostly taken into the ICU within 72 h postoperatively with the indication 
of planned postoperative follow-up because of patient comorbidities or 
major surgery (Table 3). The average hospital stay lasts 15.9±13.5 days, 
and the 30-day mortality was 17.4% among these patients, all concluded 
at their hospital stay.

Primary Outcomes

Surgical Apgar Score: Most patients (71.3%) was found to have 
moderate (5-7) scores. In addition, only 19 patients admitted to the ICU 
had low SASs (Table 4). There was no significant correlation between ICU 
readmission, length of ICU stay,and hospital stay (p=0.09, 0.95, 0.17) 
(Table 5).

Wells score for pulmonary embolism and ARISCAT score for 
postoperative pulmonary complications: 82.6% of patients had Wells 
scores of an unlikely pulmonary embolism, and only three patients had 
an ICU indication because of clinically suspected pulmonary embolism 

(Table 4). However, higher scores had a significant positive correlation 
with the length of ICU stay (Table 5). Meanwhile, 46 patients had 
moderate to high ARISCAT scores without significant correlation with the 
length of ICU stay (Table 5).

Charlson Comorbidity Index: 62.7% of the patients had severe CCI 
(Table 4). There was no significant correlation between the length of ICU 
stay and hospital stay.

Table 2. Data related to anesthesia and surgery

The type of anesthesia n (%)

General anesthesia 51 (46.8)

Combined spinal-epidural 5 (4.6)

Spinal 46 (42.1)

Peripheral nerve block 1 (0.9)

Sedo-analgesia 1 (0.9)

Epidural and general 4 (3.7)

Surgery (n, %)

Proximal femoral nailing 29 (26.6)

Hip prostheses 28 (25.7)

Vertebra, instrumentation-laminectomy 11 (10)

Amputation 16 (14.6)

Fracture surgery, lower extremity 
(intramedullary nailing, osteosynthesis)

12 (11)

Others (debridman, external fixation) 11 (10)

Tumor 2 (1.8)

Surgery time* 178.5±132.6/44-630 (122.5)

Preoperative Hb* 10.7±2.3/6-17 (10.3)

Postoperative Hb* 9.5±2.0/5.5-14.6 (9.3)

Preoperative creatinine* 1.17±0.88/0.33-4.33 (0.94)

Postoperative creatinine* 1.15±1.04/0.16-6.08 (0.89)

Preoperative SpO
2
* 93.4±4.1/80-100 (94)

Vasoactive drug need n (%) 40 (36.7)

Intraoperative blood loss * 363.9±582/0-2900 (135) mL

Preoperative heart rate* 89.8±18.2/50-133 (86.5)

Perioperative lowest systol* 94.3±20.6/48-140 (95)
*Mean ± standard deviation/minimum-maximum (median)

Table 3. Data related to ICU and hospital stay with mortality

Time of ICU admission (day)

Preoperative 5 (4.6)

Postoperative 72 h 99 (90.8)

Postoperative more than 3 days 5 (4.6)

ICU indication n (%)

PACU 68 (62.4)

Respiratory insufficiency 29 (26.6)

Pulmonary embolism 3 (2.8)

Heamodynamic insufficiency 24 (22.1)

Proved infection at ICU admission n (%)

Culture negative 69 (63.3)

Culture positive 40 (36.7)

Total blood transfusion * 1.6±1.9/0-9 (1)

Total ICU stay* 3.6±4.1/1-20 (2)

Total hospital stay* 15.9±13.5/4-109 (11)

Mortality (30 days) n (%) 19 (17.4)
*Mean ± SD/minimum-maximum (median)

Table 4. Preoperative and postoperative scores

Surgical Apgar Score* 6.1±1.6/2-10 (6)

Low (8-10), n (%) 19 (17.6)

Moderate (5-7), n (%) 77 (71.3)

High (0-4), n (%) 12 (11.1)

Wells score 2.3±2.2/0-9 (1.5)

Unlikely (<5 point), n (%) 90 (82.6)

Likely (>4 point), n (%) 19 (17.4)

Charlson Comorbidity Index* 5.0±2.6/0-13 (5)

Mild (1-2), n (%) 13 (12.7)

Moderate (3-4), n (%) 25 (24.5)

Severe (>5), n (%) 64 (62.7)

ARISCAT score * 42.0±15.4/8-78 (42)

Low (<26), n (%) 19 (17.4)

Medium (26-44), n (%) 44 (40.4)

High (>44), n (%) 46 (42.2)

Quick SOFA* 1.0±1.0/0-3 (1)

0-1 no infection 77 (70.6)

2-3 possible infection 32 (29.4)

SOFA* 4.4±3.2/0-18 (4)

APACHE II* 15.4±8.1/0-41 (13)

SAPS3* 57.2±13.7/32-98 (56)
*Mean ± SD/minimum-maximum (median), SOFA: Sequential Organ Failure Assessment, 
APACHE II: Acute Physiology and Chronic Health Evaluation II
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Quick SOFA, SOFA, APACHE, SAPS3: Most patients in the orthopedic 
ward were not found to have sepsis due to low q-SOFA scores by negative 
culture results from the first samples taken at admission to the ICU 
(Table 3, 4). SOFA, APACHE, and SAPS3 scores at the same time interval 
had a significant positive correlation with the length of ICU stay, and 
SAPS3 also had a significant positive correlation with total hospital stay 
(Table 5).

Secondary Outcomes

Preoperative scores: SAS, Wells, and ARISCAT were found to be unrelated 
to mortality because lower scores or higher risks were not apparently 

distributed to the patients who ended up exitus as expected. Severe CCI 
was correlated with mortality as % 63.2 of the exitus patients (Table 6).

Postoperative scores: SAPS3 had a higher range between exitus and 
healthy discharge. For SAPS3, the receiver operating characteristic 
(ROC) curve area was 0.864 (95% CI: 0.78-0.94) with a 61.5 cut-off point 
(sensitivity: 73%; specificity: 75) (Figure 1). For APACHE II and SOFA, the 
ROC curve areas were 0.799 (95% CI: 0.67-0.92) with a 15.5 cut-off point 
(sensitivity: 73%; specificity: 71%) and 0.738 (95% CI: 0.61-0.86) with a 
cut-off point 4.5 (sensitivity: 63%; specificity: 63) (Figure 1).

Table 5. Relationship of Scores length of ICU stays and length of 
hospital stays

ICU stay Total hospital stay

r p r p

Surgical Apgar Score -0.005 0.95 -0.13 0.17

Wells score for pulmonary embolism 0.32 0.001 0.16 0.09

Charlson Comorbidity Index 0.04 0.61 -0.071 0.46

ARISCAT score 0.11 0.23 0.01 0.91

Quick SOFA at ICU admission 0.55 <0.001 0.21 0.03

SOFA score at ICU admission 0.45 <0.001 0.18 0.05

APACHE score at ICU admission 0.45 <0.001 0.09 0.3

SAPS 3 0.48 <0.001 0.21 0.03

SOFA: Sequential Organ Failure Assessment, APACHE II: Acute Physiology and Chronic 
Health Evaluation II, ICU: Intensive care unit

Table 6. Scores and mortality (exitus and healthy discharge)

Exitus Healthy discharge p

Surgical Apgar Score* 6.6±1.7/3-9 (7) 6.0±1.5/2-10 (6) 0.18**

Low (8-10), n (%) 6 (31.6) 13 (14.6)

0.19Moderate (5-7), n (%) 11 (57.9) 66 (74.2)

High (0-4), n (%) 2 (10.5) 10 (11.2)

Wells score 3.7±2.9/0-9 (3) 2.0±1.9/0-9 (1.5) 0.01**

Unlikely (<5 point), n (%) 11 (57.9) 79 (87.8)
0.005

Likely (>4 point), n (%) 8 (42.1) 11 (12.2)

Charlson Comorbidity Index* 5.0±1.7/2-9 (5) 5.0±2.8/0-13 (5) 0.86**

Mild (1-2), n (%) 2 (10,5) 11 (13.3)

1.0**Moderate (3-4), n (%) 5 (26,3) 20 (24.1)

Severe (>5), n (%) 12 (63,2) 52 (62.7)

ARISCAT score* 44.3±12/22-65 (43) 41.5±16.1/8-78 (42) 0.47

Low (<26), n (%) 1 (5.3) 18 (20)

0.30**Medium (26-44), n (%) 9 (47.4) 35 (38.9)

High (>44), n (%) 9 (47.4) 37 (41.1)

Quick SOFA* 1.9±1.0/0-3 (2) 0,8±0.89/0-3 (1) <0.001**

0-1 no infection 8 (42.1) 69 (76.7)
0.003**

2-3 possible infection 11 (57.9) 21 (23.3)

SOFA* 7.2±4.4/2-18 (7) 3.8±2.5/0-10 (4) 0.001**

APACHE II* 24.0±10.6/9-41 (21) 13.6±6.1/0-34 (13) <0.001**

SAPS3* 73.2±13.0/56-98 (75) 53.9±11.3/32-79 (54) <0.001
*Mean ± standard deviation/minimum-maximum (median), **Mann-Whitney U testi, SOFA: Sequential Organ Failure Assessment, APACHE II: Acute Physiology and Chronic Health Evaluation II

Figure 1. SAPS3, APACHE 2, and SOFA scores and mortality
SOFA: Sequential Organ Failure Assessment, APACHE II: Acute Physiology 
and Chronic Health Evaluation II, ROC: Receiver operating characteristic
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Discussion
Our retrospective observational analysis revealed that some 
perioperative scores were significantly higher in 109 patients 
perioperatively admitted to the ICU among a total of 1192 orthopedic 
surgeries and may be useful for generalizing the prediction of the ICU need, 
length of hospital stays, and mortality in routine clinical practice. Our 
research suggests that CCI could be a better option for the identification 
and allocation of ICU resources for orthopedic patients with regard to 
ASA, Wells, ARISCAT, and SAS scores. Moreover, the higher correlation of 
SAPS3 compared with SOFA and APACHE scores in the length of ICU and 
hospital stays seemed promising to navigate the perioperative health 
care needs of orthopedic patients. In addition, SAPS3 scores, with their 
higher specificity and distinct cut-off point, may be a more accurate tool 
for predicting mortality than others for orthopedic patients. Accordingly, 
among the many preoperative and postoperative prognostic scores that 
can be used in the care of orthopedic patients, especially for planned 
proximal femoral nailing and partial prostheses, CCI and SAPS3 scores 
seem to be more relevant.

Although postoperative critical care has been reported to be required 
mainly after spine surgeries, in our institution, patients in the ICU 
had mostly geriatric lower extremity fractures (13). This could be due 
to the perception of our anesthesiology and reanimation department 
about the utility of postoperative critical care based chiefly on patient 
comorbidities. This is the reason for this study to investigate CCI, 
especially for orthopedic surgery. Under our understanding of ICU needs, 
patients are primarily admitted postoperatively with the ICU indication 
(62.4%) as planned post-anesthesia care, and 95% have comorbidities 
with moderate to severe CCI (87.2%).

Interestingly, however, most of our patients were ASA-2, and only 
four were ASA-4. Although previous literature implies its reliability 
related to hospital stay and mortality, these studies were restricted 
to arthroplasties, and no study reflecting its usefulness in the general 
orthopedic population has not yet been published (14). Therefore, we 
assumed that the physical status classification of orthopedic patients 
could not be as valid as that in other surgical populations because 
it would be subjective to evaluate a disabled geriatric patient with a 
physical activity score.

The second most frequent ICU indication for postoperative orthopedic 
patients was respiratory insufficiency, with only a few being diagnosed 
with pulmonary emboli. This is not surprising with trauma patients, 
especially long bone fractures in orthopedics, because of the known 
complexity of managing a prothrombotic state after trauma and 
immobility due to extremity injury along with the risk of bleeding due 
to anticoagulants and surgery (7). Therefore, a risk assessment tool for 

deep vein thrombosis may guide further preoperative examination 

and predict the need for postoperative respiratory support in the 

ICU (15). In our study, as its utility in trauma and orthopedic patients 

is a valid tool, we evaluated the Wells score, and most postoperative 

patients admitted to the ICU were found to have a low risk for embolism 

(7,15,16). However, we also searched for a novel tool recently used for 

non-thoracic surgery but not for orthopedic surgery (8,17,18). Notably, 

ARISCAT scores within our study were found to be high, as expected 

because these patients were admitted to the ICU because of respiratory 

insufficiency. Thus, the ARISCAT score seems correlateded than Wells 

scores in postoperative orthopedic patients because of our results and 

promising further research.

Moreover, other than preoperative evaluation, intraoperative 

assessment with SAS has been shown to predict postoperative ICU 

admission because its relationship with postoperative complications 

and mortality is well-described (9,19). However, its correlation with 

ICU admission has been revealed in previous studies of abdominal 

surgeries (9). For orthopedic surgery, research is limited to its relation to 

increased complications after arthroplasties and spine surgeries (20,21). 

SAS scores of our patients were relatively moderate, and only 11% of 

ICU-admitted patients had low scores. The reason was obvious when we 

observed that the data of mean intraoperative blood loss, heart rate, 

and lowest systole or even amount of blood transfusion of our patients 

were not significant, possibly due to tourniquet and tranexamic acid 

use in orthopedic surgery (Table 2) (22). Consequently, SAS may not be a 

valid tool for orthopedic surgery to assess ICU admission and mortality.

Association of Critical Illness Scores (APACHE, SOFA) are crucial for critical 

care because they are accepted as indicators of ICU and total hospital 

stay, especially mortality (11,12). Furthermore, another mortality 

estimation score, SAPS3, has demonstrated its utility as a predictor of 

postoperative ICU admission (10). Therefore, our study searched these 

scores on the day of ICU admission at the surgical ward to analyze and 

compare if they could be used as an indicator before ICU admission and 

revealed that SAPS3 could be the score of choice for orthopedic surgery 

with its higher sensitivity and specificity than the others and it could 

help to organize hospital searches with its strong correlation to length 

of ICU and hospital stay.

Study Limitations

Our data represent a single-center observation of an orthopedic center 

of the same type of surgery with the same anesthesiologist deciding 

the need for critical postoperative care. In a center in which oncologic 

surgeries are the majority or having a PACU for only 24-h follow-up, ICU 

indications would be different from ours. Therefore, our study could 

guide the creation of an orthopedic-based risk assessment score, but it 

still needs to be investigated in a multi-centered design. Because most 

geriatric patients with comorbidities need ICU, additional comorbidity 

measures could be valuable to evaluate. However, we preferred the 

accustomed CCI, and future research comparing comorbidity- and 

frailty-based scores, such as age-adjusted CCI or clinical frailty scale, 

would clarify the most appropriate comorbidity index for orthopedic 

patients (14). 

Although the association between perioperative myocardial injury and 
cardiovascular outcomes appeared in our study with hemodynamic 
insufficiency (19.3%) after orthopedic surgery, we could not analyze the 
troponin levels of each patient because of missing data in our retrospective 
analysis (23). In addition, it would be wise to add the type of surgery that 
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was shown to be related to increased mortality or ICU admission to create 

a risk assessment tool. As we demonstrated in our study, hip fractures and 

amputations could be compatible with previous literature as they were 

shown to be related to increased mortality (24,25). In addition, based on 

our results, most compatible scores, such as CCI and SAPS3, should be 

accompanied by a cognitive assessment of patients, which were shown to be 

mostly at older age to complete a specified risk assessment for orthopedic 

surgery because delirium is a major contributor to mortality, length of 

hospital stay, and critical care (26).

Conclusion

Standardized risk stratification designed especially for orthopedic 

surgery is essential to improve the organization of hospital care services 

through proper prediction of ICU needs, length of hospital stay, and 

mortality. A combination of scores proven significant in intensive care 

admitted postoperative orthopedic patients, as revealed in this study, 

CCI, ARISCAT, and SAPS3, could be used and provide incipiency for 

further research.

Ethics Committee Approval: This retrospective study was approved 

by University of Health Sciences Turkey, Haseki Training and Research 

Hospital Institutional Ethics Committee (approval number: 112-2023, 

date: 07.06.2023).

Informed Consent: Retrospective study.

Authorship Contributions: Surgical and Medical Practices - B.Ç., N.B., 

M.A.G., Z.B.; Concept - B.Ç.; Design - B.Ç.; Data Collection or Processing 

- N.B., M.A.G., Z.B.; Analysis or Interpretation - B.Ç.; Literature Search - 

B.Ç.; Writing - B.Ç.

Conflict of Interest: No conflict of interest was declared by the authors.

Financial Disclosure: The authors declared that this study received no 

financial support.

References
1. Zhong H, Garvin S, Poeran J, Liu J, Kirksey M, Wilson LA, et al. The Use of 

Critical Care Services After Orthopedic Surgery at a High-Volume Orthopedic 
Medical Center: A Retrospective Study. HSS J 2022; 18: 344-50.

2. Cao Y, Bass GA, Ahl R, Pourlotfi A, Geijer H, Montgomery S, Mohseni S. The 
statistical importance of P-POSSUM scores for predicting mortality after 
emergency laparotomy in geriatric patients. BMC Med Inform Decis Mak 
2020; 20: 86.

3. Bao DM, Li N, Xia L. Risk assessment and decision-making for patients 
undergoing orthopedic surgery. J Orthop Surg Res 2015; 10: 169.

4. Smith T, Pelpola K, Ball M, Ong A, Myint PK. Preoperative indicators for 
mortality following hip fracture surgery: a systematic review and meta-
analysis. Age Ageing 2014; 43: 464-71.

5. Wanjiang F, Xiaobo Z, Xin W, Ye M, Lihua H, Jianlong W. Application of POSSUM 
and P-POSSUM scores in the risk assessment of elderly hip fracture surgery: 
systematic review and meta-analysis. J Orthop Surg Res 2022; 17: 255.

6. Kong C, Zhang Y, Wang C, Wang P, Li X, Wang W, et al. Comprehensive geriatric 
assessment for older orthopedic patients and analysis of risk factors for 
postoperative complications. BMC Geriatr 2022; 22: 644.

7. Modi S, Deisler R, Gozel K, Reicks P, Irwin E, Brunsvold M, et al. Wells criteria 
for DVT is a reliable clinical tool to assess the risk of deep venous thrombosis 
in trauma patients. World J Emerg Surg 2016; 11: 24.

8. Nithiuthai J, Siriussawakul A, Junkai R, Horugsa N, Jarungjitaree S, Triyasunant 
N. Do ARISCAT scores help to predict the incidence of postoperative 
pulmonary complications in elderly patients after upper abdominal surgery? 
An observational study at a single university hospital. Perioper Med (Lond) 
2021; 10: 43.

9. Choudhari R, Bhat R, Prasad K, Vyas B, Rao H, Bhat S. The utility of surgical 
Apgar score in predicting postoperative morbidity and mortality in general 
surgery. Turk J Surg 2022; 38: 266-74.

10. Silva JM Jr, Rocha HMC, Katayama HT, Dias LF, de Paula MB, Andraus LMR, et 
al. SAPS 3 score as a predictive factor for postoperative referral to intensive 
care unit. Ann Intensive Care 2016; 6: 42.

11. Sethi S, Iqbal M, Sabeen A, Sabir S, Almas A. Association of critical illness scores 
(q-SOFA and APACHE) and multimorbidity in patients admitted to internal 
medicine step down units. Clin Med (Lond) 2020; 20(Suppl 2): s47-8.

12. Kilinc Toker A, Kose S, Turken M. Comparison of SOFA Score, SIRS, qSOFA, and 
qSOFA + L Criteria in the Diagnosis and Prognosis of Sepsis. Eurasian J Med 
2021; 53: 40-7.

13. Wilson LA, Zhong H, Liu J, Poeran J, Memtsoudis SG. Return to normal: 
prioritizing elective surgeries with low resource utilization. Anesth Analg 
2020; 131: e99-102.

14. Sinclair ST, Emara AK, Orr MN, McConaghy KM, Klika AK, Piuzzi NS. 
Comorbidity indices in orthopedic surgery: a narrative review focused on hip 
and knee arthroplasty. EFORT Open Rev 2021; 6: 629-40.

15. Luksameearunothai K, Sa-Ngasoongsong P, Kulachote N, Thamyongkit 
S, Fuangfa P, Chanplakorn P, et al. Usefulness of clinical predictors for 
preoperative screening of deep vein thrombosis in hip fractures. BMC 
Musculoskelet Disord 2017; 18: 208.

16. Russell LA, Sigmund AE, Szymonifka J, Jawetz ST, Grond SE, Dey SA, et al. 
Does my patient have a pulmonary embolism? The Wells vs. PISA 2 rule in 
orthopedic patients. J Thromb Thrombolysis 2018; 45: 417-22.

17. Kokotovic D, Degett TH, Ekeloef S, Burcharth J. The ARISCAT score is a 
promising model to predict postoperative pulmonary complications after 
major emergency abdominal surgery: an external validation in a Danish 
cohort. Eur J Trauma Emerg Surg 2022; 48: 3863-7.

18. Ülger G, Sazak H, Baldemir R, Zengin M, Kaybal O, İncekara F, et al. The 
effectiveness of ARISCAT Risk Index, other scoring systems, and parameters 
in predicting pulmonary complications after thoracic surgery. Medicine 
(Baltimore) 2022; 101: e29723.

19. Lin YC, Chen YC, Yang CH, Su NY. Surgical Apgar score is strongly associated 
with postoperative ICU admission. Sci Rep 2021; 11: 115.

20. Ou CY, Hsu SY, Huang JH, Huang YH. Surgical Apgar score in patients 
undergoing lumbar fusion for degenerative spine diseases. Clin Neurol 
Neurosurg 2017; 152: 63-7.

21. Wuerz TH, Regenbogen SE, Ehrenfeld JM, Malchau H, Rubash HE, Gawande 
AA, et al. The Surgical Apgar Score in hip and knee arthroplasty. Clin Orthop 
Relat Res 2011; 469: 1119-26.

22. Akti S, Zeybek H, Bilekli AB, Çelebi NÖ, Erdem Y, Çankaya D. The effect of 
tranexamic acid on hidden blood loss in total hip arthroplasty. Jt Dis Relat 
Surg 2022; 33: 102-8.

23. Thomas S, Borges F, Bhandari M, De Beer J, Urrútia Cuchí G, Adili A, et al. 
Association Between Myocardial Injury and Cardiovascular Outcomes of 



İstanbul Med J 2024; 25(1): 56-62

62

Orthopaedic Surgery: A Vascular Events in Noncardiac Surgery Patients Cohort 
Evaluation (VISION) Substudy. J Bone Joint Surg Am 2020; 102: 880-8.

24. Sezgin EA, Tor AT, Markevičiūtė V, Širka A, Tarasevičius Š, Raina DB, et al. A 
combined fracture and mortality risk index useful for treatment stratification 
in hip fragility fractures. Jt Dis Relat Surg 2021; 32: 583-9.

25. Karahan HG, Çetin O, Gök M, Akın HF, Vural A, Kayalı C. The effect of comorbid 
factors and amputation level on mortality in geriatric patients with diabetic 
foot. Jt Dis Relat Surg. 2023; 34: 115-20.

26. Hall A, Penfold R, Duckworth AD, Clement ND, MacLullich AMJ. Hip Fracture 
Patients with Delirum have a Higher Mortality Risk, Longer Length of Stay, and 
Increased Care Needs on Discharge: the Impact Delirium Study. Orthop Procs 
2023; 105-B(Suppl6): 6-6. 


