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Abstract 

Objective The literature currently available on the characteristics of patients who require intensive care unit (ICU) 
admission after correction surgery for adult spinal deformity is lacking; this study aimed to identify risk factors for post-
operative ICU admission following correction surgery for adult spinal deformity.

Methods A retrospective review of patients who underwent primary posterior-based spinal fusion from 2015 to 2023 
was performed. According to the ward they returned to, patients were further divided into an ICU group and a non-
ICU group. Univariate and multivariate analyses were performed to evaluate preoperative and perioperative param-
eters to identify independent risk factors for postoperative ICU admission in adult spinal deformity patients.

Results A total of 274 patients were included, including 115 males (41.97%) and 159 females (58.03%). The mean age 
of the patients was 32.00 ± 11.16 years (19–77 years). Following adjusted analysis, the preoperative and perioperative 
factors that were independently associated with ICU admission were age, body mass index ≥ 28 kg/m2, neuromuscu-
lar spinal deformity, respiratory disease, grade III-IV American Society of Anesthesiologists (ASA) classification, a sco-
liosis Cobb angle ≥ 90°, a kyphosis Cobb angle ≥ 90°, and ≥ 12 fused segments. Compared with the non-ICU group, 
the ICU group had a higher incidence of complications, a longer hospital stay, and higher medical costs (P < 0.05).

Conclusion This study identified independent risk factors associated with postoperative ICU admission in adult 
spinal deformity patients; and explored relative measures to decrease or avoid the risk of postoperative ICU admission. 
Surgeons could use these data to develop and plan appropriate perioperative care processes in advance and provide 
consultation for family members before surgery.
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Background
Adult spinal deformity is defined as a heterogeneous 
spectrum of abnormalities of the thoracolumbar or lum-
bar spine occurring in adults [1, 2]. The etiologies of such 
deformities vary and consist of de novo onset, the pro-
gression of existing deformities or iatrogenic injury [1, 
3]. Patients with severe spinal deformity may suffer from 
back pain, pulmonary dysfunction, and even neurological 
deficits. Conservative treatment for patients with a higher 
curvature degree is often ineffective, and most patients 
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ultimately require surgical intervention. The primary goal 
of corrective surgery is to halt progression of the curve 
while simultaneously achieving permanent improvement 
of the deformity [4]. Compared with adolescent spinal 
deformities, adult spinal deformities are usually more 
severe and rigid. Therefore, to achieve ideal clinical out-
comes, extensive soft-tissue releases, high-grade oste-
otomies, and long segmental fusions are often required 
during surgery, which lead to a prolonged operation time 
and a high volume of blood loss. Although patients can 
benefit tremendously from surgery, the risks of perio-
perative complications, a prolonged hospital stay, and 
extensive medical costs are also increased. In particular, 
to provide efficient recovery and decrease morbidity and 
mortality, some patients may be transferred to the inten-
sive care unit (ICU) postoperatively. However, admission 
to the ICU is not necessary for all adult spinal deform-
ity patients. It has been reported that ICU admission 
may be required in 15%-35% of pediatric patients [5, 6]. 
Currently, the literature available on the characteristics 
of patients who require ICU admission following correc-
tive surgery for adult spinal deformity is lacking. To avoid 
the utilization of unnecessary health care resources, it is 
meaningful to identify the risk factors for ICU admission 
following the correction of adult spinal deformity. There-
fore, in this study, we aimed to identify risk factors for 
ICU admission following the correction of adult spinal 
deformity.

Materials and methods
A retrospective review of spinal deformity patients 
undergoing primary spinal fusion by instrumentation at 
the Peking Union Medical College Hospital between 2015 
and 2023 was conducted. The study was approved by the 
hospital’s ethics committee. The inclusion criteria were 
as follows: ① patients aged > 18  years old; ② patients 
undergoing primary spinal fusion; and ③ patients for 
whom a posterior approach would be used. According to 
the ward they returned to, patients were further divided 
into an ICU group and a non-ICU group.

Perioperative care
All of the patients received general anesthesia using the 
total intravenous anesthesia technique. The surgical pro-
cedure consisted of a posterior approach to the spine, 
pedicle screw implantation, osteotomy, and vertebral 
derotation. Neuromonitoring with motor and soma-
tosensory-evoked potentials was routinely applied, com-
bined with Stagnara’s wake-up test if necessary. Standard 
practice was to attempt extubation of all patients after 
surgery and patients would return to the general ward as 
long as their general condition was stable. Patients with 
an unstable general condition or delayed extubation were 

transferred to the ICU for continuous general treatment. 
When patients had stable hemodynamics and respiratory 
conditions without any medical support, they returned to 
the general ward.

Preoperative parameters
Preoperative parameters included demographic data, 
spinal curve type, deformity etiology, smoking status, 
drinking status, the presence of comorbidities, ASA clas-
sification, preoperative hemoglobin (Hb) concentration 
(g/L), and Cobb angle (°). Demographic data included 
sex, age (years) and body mass index (BMI) (kg/m2). The 
type of spinal curve consisted of scoliosis, kyphosis, or 
kyphoscoliosis. The deformity etiology included idio-
pathic, congenital, neuromuscular, syndromic, and other 
etiologies.

Perioperative parameters
Perioperative parameters included surgery-related 
parameters, major complications, length of hospital stay, 
ICU-related parameters, and medical costs. Surgery-
related parameters consisted of the operation time (min), 
the blood loss volume (ml), the usage of red blood cells 
(U) or plasma (ml), fusion extension, pelvic fixation, and 
osteotomy type. Parameters related to hospital stay con-
sisted of the number of hospitalization days and the num-
ber of postoperative hospitalization days. ICU-related 
parameters included the length of ICU stay (hours) and 
the time of extubation (hours).

Clarification
To simplify the data analysis, the grouping criteria listed 
below were used:

 1. BMI was used to further divide patients into four 
groups: < 18.5 kg/m2, 18.5–23.9 kg/m2, 24–27.9 kg/
m2 and ≥ 28 kg/m2;

 2. The secondary spinal deformity mainly included 
ankylosing spondylitis, tuberculosis, Scheuer-
mann’s disease, and iatrogenic deformity;

 3. Respiratory dysfunction was defined as a forced 
vital capacity (FVC) < 79% [7];

 4. ASA classification was used to further divide 
patients into two subgroups: ASA classification I-II 
and ASA classification III-IV [6];

 5. Cobb angle severity: a Cobb angle ≥ 90° was defined 
as severe spinal deformity [7];

 6. Length of surgery: a prolonged operation was 
defined as an operation time ≥ 270 min [8];

 7. Fusion extension: long fusion was defined as ≥ 12 
fused segments [9];
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 8. Osteotomy type: grade I-II grade osteotomy was 
defined as low-grade osteotomy and > grade II oste-
otomy was defined as high-grade osteotomy [10];

 9. Major complications were based on previously 
published studies, including neurological, respira-
tory, hematological, gastrointestinal, and hemody-
namic complications, as well as infection [7];

 10. Time of extubation: late extubation was defined as 
extubation > 24 h after the operation [7].

Statistical analysis
Statistical analysis was performed using the Statisti-
cal Package for the Social Sciences (SPSS) 19.0 (SPSS, 
Inc., Chicago, IL, USA). In preliminary univariate analy-
ses, a chi-square test and Student’s t test were used for 
perioperative factors. The chi-squared test was used for 
categorical variables, and Student’s t test was used for 
continuous variables. All variables with a P value < 0.1 
were added into a multivariate logistic regression model 
to identify independent predictors associated with ICU 
admission. For all statistical purposes, a P value of less 
than 0.05 was considered significant.

Results
We collected data from 274 patients who underwent 
posterior correction surgery between 2015 and 2023. 
All of the patients met the study criteria. There were 221 
patients in the non-ICU group and 53 patients in the ICU 
group.

Pre‑ and perioperative parameters
The mean age of the patients was 32.00 ± 11.16  years 
(19–77  years) and the mean BMI was 22.82 ± 5.37  kg/
m2(14.22–52.68  kg/m2). There were 115 males (41.97%) 
and 159 females (58.03%). Regarding the type of spinal 
curve, 129 patients (47.08%) had scoliosis, 74 patients 
(27.01%) had kyphosis, and 71 patients (25.91%) had 
kyphoscoliosis. Ninety-seven patients (35.40%) were 
diagnosed with adult idiopathic spinal deformities, 
50 patients (18.25%) were diagnosed with congenital 
deformities, 19 patients (6.93%) were diagnosed with 
neuromuscular deformities, 12 patients (4.38%) were 
diagnosed with syndromic deformities, 12 patients 
(4.38%) were diagnosed with degenerative deformities, 
and 84 patients (30.66%) were diagnosed with second-
ary deformities, including 75 ankylosing spondylitis 
kyphosis, 6 with tuberculous kyphosis, 2 with Scheuer-
mann’s disease, and 1 with iatrogenic kyphosis. Fifty-
one patients (18.61%) had a history of smoking, and 34 
patients (12.41%) had a history of drinking. Among the 
cohort, 21 patients (7.66%) had neuromuscular dis-
ease, 135 patients (49.27%) had respiratory disease, 17 

patients (6.20%) had cardiovascular disease, 4 patients 
(1.46%) had endocrine disease, 2 patients (0.73%) had 
rheumatic immune disease, 1 patient (0.36%) had blood 
disease, and 4 patients (1.46%) had a history of tumors. 
There were 219 patients (79.93%) classified as ASA I-II, 
and 55 patients (20.07%) were classified as ASA III-IV. 
The mean preoperative hemoglobin concentration was 
134.90 ± 13.30 g/L (98.00–168.00 g/L). The mean scolio-
sis and kyphosis Cobb angles were 66.28 ± 29.62° (20.00–
154.60°) and 74.65 ± 25.13° (22.80–160.00°) respectively.

The mean operation time was 365.47 ± 111.00  min 
(150–745  min) and the mean blood loss volume was 
795.84 ± 529.20  ml (150–2500  ml). The mean volume of 
red blood cells used was 1.65 ± 1.92 U (0–8 U), and the 
mean volume of plasma used was 222.12 ± 267.19  ml 
(0–1400  ml). The mean number of fused segments was 
10.89 ± 3.22 (5–17), and 24 patients received pelvic fixa-
tion. There were 127 patients (46.35%) who underwent 
low-grade osteotomy and 147 patients (53.65%) who 
underwent high-grade osteotomy. Thirty-six patients 
experienced major complications, including 22 with 
transient neurological complications (8.03%), 13 with 
pleural effusions (4.74%), and 1 with deep infection 
(0.36%). The mean hospital stay was 16.00 ± 7.00  days 
(7–71  days), and the mean postoperative hospital stay 
was 11.00 ± 6.00  days (5–61  days). For patients trans-
ferred to the ICU, the mean ICU stay was 29.00 ± 24.00 h 
(13–144  h), with 48 with early extubation (90.57%) and 
5 with late extubation (9.43%). The mean medical costs 
were 204,917.80 ± 61,031.13 (83,580.16–407,215.79) 
(Table 1).

Univariate analysis showed that there were significant 
differences regarding age, BMI, etiology, neuromuscular 
disease or respiratory disease comorbidities, ASA classi-
fication, scoliosis or kyphosis Cobb angle, blood loss vol-
ume, usage of red blood cells or plasma, number of fused 
segments, and pelvic fixation between the ICU group and 
the non-ICU group (P  < 0.1) (Tables 2). Compared with 
the non-ICU group, the ICU group had a higher inci-
dence of complications, a longer hospital stay, and higher 
medical costs (P < 0.05) (Table 1).

Independent risk factors for ICU admission
Following adjustment in a multivariate logistic regres-
sion model, independent predictors associated with 
ICU admission following surgery were age (odds ratio 
[OR] 1.09 [95% CI 1.03–1.16]; P  = 0.006), BMI ≥ 28  kg/
m2 [OR 9.45 [95% CI 1.88–37.24]; P  = 0.013), neuromus-
cular spinal deformity (OR 9.73 [95% CI 1.25–140.94]; 
P  = 0.032), respiratory disease (OR 6.05 [95% CI 1.10–
33.25]; P  = 0.039), ASA classification III-IV (OR 27.36 
[95% CI 7.37–101.54]; P  < 0.0001), a scoliosis Cobb 
angle ≥ 90° (OR 12.02 [95% CI 2.35–61.63]; P  = 0.003), a 
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kyphosis Cobb angle ≥ 90° (OR 4.51 [95% CI 1.22–16.62]; 
P  = 0.024), and ≥ 12 fused segments (OR 7.47 [95% CI 
1.17–47.70]; P  = 0.034) (Table 3).

Discussion
The recent data available on the characteristics of adult 
spinal deformity patients who required ICU admission 
following scoliosis surgery are limited. Therefore, the 
present study analyzed the independent risk factors for 
ICU admission following correction surgery for adult 
spinal deformity. The results of the multivariate analysis 
showed that ICU admission was required in patients with 
older age, BMI ≥ 28  kg/m2, neuromuscular deformities, 
respiratory dysfunction, ASA classification III-IV, a larger 
preoperative Cobb angle (scoliosis or kyphosis Cobb 
angle ≥ 90°), and a higher number of fused segments 
(≥ 12). At the same time, in this population, the patients 
had a higher incidence rate of perioperative major com-
plications, a longer hospital stay, and higher medical 
costs.

It was easy to understand that age, BMI and ASA 
classification were associated with postoperative ICU 
admission. In addition to the severity of deformities 
progressing with age, compared with younger patients, 
older patients were prone to have more comorbidities. 
Thus, older patients usually have a higher ASA classifi-
cation, which indicates a high risk of surgery. Moreover, 
if patients had higher BMI, it would increase the dif-
ficulty of surgical exposure leading to more blood loss 
and longer surgical time, which also increased the risk 
of ICU admission. A previous study reported that post-
operative ICU admission was highly associated with the 
extent of central neuromotor impairment in pediatric 
patients [11]. Similarly, our results showed that patients 
diagnosed with neuromuscular spinal deformities were 
at high-risk for ICU admission. Possible reasons were 

that neuromuscular spinal deformities were more likely 
to progress into severe spinal deformities due to neuro-
muscular defects. As age increased, spinal deformities 
progressed. Besides, for patients diagnosed with neuro-
muscular spinal deformities, when respiratory muscles 
were affected, it also had negative impact on respiratory 
function. Thus, the difficulty and risk of surgery also 
increased. At the same time, it has been reported that the 
preoperative Cobb angle and a higher number of fused 
segments (≥ 12) could be risk factors for ICU admis-
sion [10, 12]. Compared with adolescent patients, due to 
severe and rigid curves, adult patients may need a more 
aggressive treatment strategy with multiple spinal levels 
in one session, such as a higher grade of osteotomy and a 
longer extent of fusion, which means a prolonged surgi-
cal time and increased intraoperative blood loss. There-
fore, the risk of postoperative ICU admission and the 
incidence of complications was increased. Shaw et al. [11] 
demonstrated that the risk of in-hospital complications 
was significantly higher in the pediatric ICU patients 
than in patients in the hospital ward. In our study, the 
incidence rate of perioperative complications in ICU 
patients was 34.0%, which was significantly higher than 
in patients in the general hospital ward (8.1%). The major 
complications in ICU patients consisted of 9 neurologi-
cal complications (50%), 8 pleural effusions (44.4%), and 
1 deep infection (5.6%).

In addition, our results found that preoperative respira-
tory dysfunction was an independent risk factor for ICU 
admission. Patients with severe restrictive pulmonary 
dysfunction had a higher risk of being transferred to the 
ICU postoperatively. Lao et al. [13] demonstrated that in 
patients with extremely severe spinal deformities, res-
piratory function was negatively affected. Spinal deformi-
ties had a negative influence on the development of the 
thoracic cavity and lungs, which eventually impacted 

Table 1 Demographics of patients

Non‑ICU ICU P

Major complication 18 18  < 0.0001

Neurological 13 9

Pleural effusions 5 8

Deep infection 0 1

Medical costs 198,031.43 ± 54,089.58 233,502.72 ± 77,639.79 0.0001

Hospitalization days 14.00 ± 5.00 23.00 ± 11.00  < 0.0001

Postoperative hospitalization days 9.00 ± 4.00 15.00 ± 9.00  < 0.0001

Length of ICU stay (hours) / 29.00 ± 24.00

Time of extubation (hours) / 13.00 ± 14.00

Early extubation / 48

Late extubation / 5
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respiratory function, leading to hypoxemia, pulmonary 
hypertension, cor pulmonale, and hypercapnia. However, 
there was no consensus about the relationship between 
preoperative respiratory function and ICU admission 
[14–16]. Yuan et  al. [17] conducted a study including 
125 patients and found that the most strongly predic-
tive factors for prolonged ventilation were a diagnosis of 
neuromuscular disease, an FEV1 < 40% and a VC < 60%. 

Table 2 The results of univariate analysis

Non‑ICU ICU P

Gender 0.537

Male 95 20

Female 126 33

Age (yrs) 31.62 ± 10.14 33.49 ± 14.56 0.014

BMI (kg/m2) 0.002

 < 18.5 47 20

18.5–23.9 101 10

24–27.9 41 15

 ≥ 28 32 8

Etiology  < 0.0001

Adult idiopathic 90 7

Congenital 32 18

Neuromuscular 7 12

Syndromic 7 5

Degenerative 9 3

 Secondary 76 8

Smoking status 44 7 0.327

Drinking status 27 7 0.819

Comorbidity

Neuromuscular 7 14  < 0.0001

Respiratory 96 39  < 0.0001

Cardiovascular 11 6 0.109

Endocrine 2 2 0.170

Rheumatic immune 1 1 0.350

Blood 1 0  > 0.999

Tumor 2 2 0.170

ASA classification  < 0.0001

I-II 207 12

III-IV 14 41

Preoperative Hb (g/L) 135.06 ± 13.17 134.00 ± 13.91 0.603

Scoliosis (°)  < 0.0001

 < 90° 203 28

 ≥ 90° 18 25

Kyphosis (°)  < 0.0001

 < 90° 199 27

 ≥ 90° 22 26

Operation time (min) 0.248

 < 270 min 47 7

 ≥ 270 min 174 46

Blood loss volume (ml) 740.16 ± 497.33 1021.70 ± 590.93 0.0004

Blood transfusion

Red blood cells (U) 1.37 ± 1.71 3.50 ± 1.90  < 0.0001

Plasma (ml) 176.47 ± 229.28 546.50 ± 256.57  < 0.0001

Fused segments  < 0.0001

 < 12 202 8

 ≥ 12 79 45

Pelvic fixation 12 12 0.0004

Osteotomy type  > 0.999

I-II 123 29

Table 2 (continued)

Non‑ICU ICU P

 ≥ III 98 24

Table 3 The results of multivariate analysis

Risk factor Adjusted OR [95% CI] P

Age 1.09 [1.03–1.16] 0.006

BMI

18.5–23.9 Reference -

 < 18.5 1.34 [0.29–6.06] 0.708

24–27.9 1.49 [0.14–9.73] 0.739

 ≥ 28 9.45 [1.88–37.24] 0.013

Etiology

Adult idiopathic Reference –

Congenital 1.72 [0.30–9.97] 0.540

Neuromuscular 9.73 [1.25–140.94] 0.032

Syndromic 1.21 [0.08–18.63] 0.892

Degenerative 0.08 [0.02–3.32] 0.184

 Secondary 0.18 [0.02–1.87] 0.151

Comorbidity

Neuromuscular 1.15 [0.12–11.14] 0.906

Respiratory 6.05 [1.10–33.25] 0.039

ASA classification 27.36 [7.37–101.54]  < 0.0001

 I-II

 III-IV

Scoliosis (°) 12.02 [2.35–61.63] 0.003

  < 90°

  ≥ 90°

Kyphosis (°) 4.51 [1.22–16.62] 0.024

  < 90°

  ≥ 90°

Blood loss volume (ml) 1.00 [0.998–1.001] 0.503

Blood transfusion

Red blood cells (U) 1.04 [0.60–1.82] 0.706

Plasma (ml) 1.002 [0.998–1.006] 0.256

Fused segments 7.47 [1.17–47.70] 0.034

  < 12

  ≥ 12

Pelvic fixation 7.22 [0.99–52.55] 0.051
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Gurajala et al. [18] claimed that preoperative pulmonary 
function test results were not associated with postopera-
tive ICU admission. The main reason why preoperative 
pulmonary function could not predict the risk of post-
operative ICU admission was that some patients could 
not adequately cooperate with the maneuvers required 
for respiratory function tests. It had been reported that 
10% of primary scoliosis patients and nearly two-thirds of 
secondary scoliosis patients cannot provide any qualified 
respiratory function test results [16]. Thus, most studies 
only consisted of patients who could adequately cooper-
ate with the test. However, these patients tended to have 
more complicated medical histories and were more likely 
to require postoperative mechanical ventilation and ICU 
admission. Therefore, the influence of preoperative pul-
monary function was sometimes underestimated.

Postoperative ICU admission prolonged the postopera-
tive hospital stay, resulting in an increase in the overall 
number of hospitalization days and medical costs. Shan 
et  al. [4] reported that compared with patients initial 
treatment in the ICU, treatment outside the ICU could 
significantly decrease hospital charges. The authors 
claimed that medical costs could be reduced by 16% for 
patients who were not transferred to the ICU. Kamer-
link et al. [19] assessed the proportion of medical costs, 
including charges incurred during the surgical pro-
cess, operating- room costs and hospital charges for the 
treatment of adolescent idiopathic scoliosis. The results 
showed that general hospital ward and ICU charges 
accounted for 22% of the total medical costs, only sec-
ondary to implant costs (29%). Therefore, patients 
should avoid going to the ICU postoperatively as much 
as possible. To avoid postoperative ICU admission, sev-
eral management strategies could be applied. First, for 
patients with multiple comorbidities, preoperative multi-
disciplinary treatment is necessary; Second, for patients 
with poor conditions, perioperative nutritional support 
or respiratory exercise should be performed to improve 
their condition and decrease their surgical risk. Third, 
for patients with severe spinal deformities, traction 
before surgery or staged surgery could be the optimal 
treatment strategy [9]. Forth, a previous study had dem-
onstrated that the anesthetic regimen was significantly 
correlated with late extubation [7]. Thus, it is essential to 
select rapid-acting anesthetics to decrease the effects of 
respiratory depression, which would ultimately reduce 
the anesthesia and surgical times. Finally, it is meaning-
ful to equip skilled medical staff to solve any change in a 
patient’s condition [7].

This study also had several limitations. First, this was 
a retrospective study with a relatively small sample size. 
Second, intra- and postoperative care as well as anes-
thetic techniques have been developed over the years, 

which might have resulted in different outcomes. Third, 
this study only involved a single surgeon, and the tech-
nology, surgical skill, and experience of the surgeon 
evolved over a decade. Moreover, different surgeons also 
have different surgical skill levels. Third, we only evalu-
ated data from a single center, and variations in the anes-
thetic regimen, surgical strategy, extubation criteria, 
and ICU admission criteria could also lead to different 
results. Therefore, our results may not be generalizable to 
other institutions. Finally, this study only considered the 
posterior approach, and the assessment of the relation-
ship between surgical approaches and postoperative ICU 
admission was not sufficient.

Conclusion
Patients who were transferred to the ICU postopera-
tively had a higher incidence rate of perioperative major 
complications, a longer hospital stay, and higher medi-
cal costs. Thus, it is important to identify the risk factors 
for postoperative ICU admission following corrective 
surgery for adult spinal deformity. Surgeons should be 
cautious when patients are older, BMI ≥ 28  kg/m2, have 
neuromuscular deformities, have respiratory dysfunc-
tion, are classified as ASA III-IV, have a larger preop-
erative Cobb angle (scoliosis or kyphosis ≥ 90°), or have 
a higher number of fused segments (≥ 12). At the same 
time, comprehensive preoperative evaluation and prepa-
ration, cautious surgical performance, and appropriate 
perioperative management are necessary to decrease the 
risk of postoperative ICU admission.

Abbreviations
ICU  Intensive care unit
ASA  American society of anesthesiologists
Hb  Hemoglobin
BMI  Body mass index
FVC  Forced vital capacity

Acknowledgements
N/A.

Author contributions
CL: wrote the paper. YD and YZ: collected the data and participated in writing 
and revising the paper. ZH and XY: performed all the analysis. SW and JZ: 
designed the whole study.

Funding
This work was supported by the National Natural Science Foundation of China 
(81171673 and 81672123), Beijing Municipal Natural Science Foundation 
(7222133, L222096), and National High Level Hospital Clinical Research Fund-
ing (2022-PUMCH-B-122, 2022-PUMCH-A-045). Each author certifies that he 
or she has no commercial associations (eg, consultancies, stock ownership, 
equity interest, patent/licensing arrangements, etc.) that might pose a conflict 
of interest in connection with the submitted article.

Availability of data and materials
The final dataset will be available from the corresponding author.



Page 7 of 7Li et al. Journal of Orthopaedic Surgery and Research          (2023) 18:753  

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

Declarations

Ethics approval and consent to participate
This study has been approved from the Peking Union Medical College Hospi-
tal Institutional Review Board-K2176.

Informed consent
Informed consent was obtained from all individual participants included in 
the study.

Consent for publication
Written informed consent was obtained from the patient for publication of 
this case report and any accompanying images. A copy of the written consent 
is available for review by the Editor of this journal.

Competing interests
The authors declare that they have no competing interests.

Received: 24 August 2023   Accepted: 22 September 2023

References
 1. Smith JS, Shaffrey CI, Bess S, et al. Recent and emerging advances in 

spinal deformity. Neurosurgery. 2017;80(3S):S70–85. https:// doi. org/ 10. 
1093/ neuros/ nyw048.

 2. Acaroglu RE, Dede O, Pellise F, et al. Adult spinal deformity: a very 
heterogeneous population of patients with different needs. Acta Orthop 
Traumatol Turc. 2016;50(1):57–62. https:// doi. org/ 10. 3944/ AOTT. 2016. 14. 
0421.

 3. Ailon T, Smith JS, Shaffrey CI, et al. Degenerative spinal deformity. Neuro-
surgery. 2015. https:// doi. org/ 10. 1227/ NEU. 00000 00000 000938.

 4. Shan LQ, Skaggs DL, Lee C, et al. Intensive care unit versus hospital floor: 
a comparative study of postoperative management of patients with ado-
lescent idiopathic scoliosis. J Bone Joint Surg Am. 2013;95(7): e40. https:// 
doi. org/ 10. 2106/ JBJS.L. 00467.

 5. Chhabra A, Arora MK, Baidya DK, et al. Perioperative concerns in pediatric 
patients u10/1/2013ndergoing different types of scoliosis correction sur-
gery: a retrospective observational study. J Anaesthesiol Clin Pharmacol. 
2013;29(3):323–7. https:// doi. org/ 10. 4103/ 0970- 9185. 117072.

 6. Akesen S. Predictive factors for postoperative intensive care unit admis-
sion in pediatric patients undergoing scoliosis correction surgery. Am J 
Transl Res. 2021;13(5):5386–94.

 7. Abu-Kishk I, Kozer E, Hod-Feins R, et al. Pediatric scoliosis surgery–is 
postoperative intensive care unit admission really necessary? Paediatr 
Anaesth. 2013;23(3):271–7. https:// doi. org/ 10. 1111/ pan. 12108.

 8. Malik AT, Yu E, Kim J, et al. Intensive care unit admission following surgery 
for pediatric spinal deformity: an analysis of the ACS-NSQIP pediatric spi-
nal fusion procedure targeted dataset. Global Spine J. 2020;10(2):177–82. 
https:// doi. org/ 10. 1177/ 21925 68219 841367.

 9. Payo J, Perez-Grueso FS, Fernandez-Baillo N, et al. Severe restrictive lung 
disease and vertebral surgery in a pediatric population. Eur Spine J. 
2009;18(12):1905–10. https:// doi. org/ 10. 1007/ s00586- 009- 1084-8.

 10. Joshi RS, Lau D, Haddad AF, et al. Risk factors for determining length of 
intensive care unit and hospital stays following correction of cervical 
deformity: evaluation of early severe adverse events. J Neurosurg Spine. 
2020;34(2):178–89. https:// doi. org/ 10. 3171/ 2020.6. SPINE 20826.

 11. Shaw KA, Harris H, Sachwani N, et al. Avoiding PICU admission following 
PSF for neuromuscular scoliosis in non-ambulatory cerebral palsy man-
aged with ERAS protocol. Spine Deform. 2023;11(3):671–6. https:// doi. 
org/ 10. 1007/ s43390- 022- 00635-0.

 12. Saito W, Inoue G, Shirasawa E, et al. Risk factors associated with prolonged 
intensive care unit stay after posterior spinal fusion for Duchenne muscu-
lar dystrophy. J Orthop Sci. 2021;26(3):332–6. https:// doi. org/ 10. 1016/j. jos. 
2020. 03. 014.

 13. Lao L, Weng X, Qiu G, et al. The role of preoperative pulmonary function 
tests in the surgical treatment of extremely severe scoliosis. J Orthop Surg 
Res. 2013. https:// doi. org/ 10. 1186/ 1749- 799X-8- 32.

 14. Sullivan DJ, Primhak RA, Bevan C, et al. Complications in pediatric scoliosis 
surgery. Paediatr Anaesth. 2014;24(4):406–11. https:// doi. org/ 10. 1111/ 
pan. 12338.

 15. Issac E, Menon G, Vasu BK, et al. Predictors of postoperative ventila-
tion in scoliosis surgery: a retrospective analysis. Anesth Essays Res. 
2018;12(2):407–11. https:// doi. org/ 10. 4103/ aer. AER_ 18_ 18.

 16. Burjek NE, Rao KE, Wieser JP, et al. Preoperative pulmonary function test 
results are not associated with postoperative intubation in children 
undergoing posterior spinal fusion for scoliosis: a retrospective observa-
tional study. Anesth Analg. 2019;129(1):184–91. https:// doi. org/ 10. 1213/ 
ANE. 00000 00000 004143.

 17. Yuan N, Skaggs DL, Dorey F, et al. Preoperative predictors of prolonged 
postoperative mechanical ventilation in children following scoliosis 
repair. Pediatr Pulmonol. 2005;40(5):414–9. https:// doi. org/ 10. 1002/ ppul. 
20291.

 18. Gurajala I, Ramachandran G, Iyengar R, et al. The preoperative and intra-
operative risk factors for early postoperative mechanical ventilation after 
scoliosis surgery: a retrospective study. Indian J Anaesth. 2013;57(1):14–8. 
https:// doi. org/ 10. 4103/ 0019- 5049. 108554.

 19. Kamerlink JR, Quirno M, Auerbach JD, et al. Hospital cost analysis of ado-
lescent idiopathic scoliosis correction surgery in 125 consecutive cases. J 
Bone Joint Surg Am. 2010;92(5):1097–104. https:// doi. org/ 10. 2106/ JBJS.I. 
00879.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://doi.org/10.1093/neuros/nyw048
https://doi.org/10.1093/neuros/nyw048
https://doi.org/10.3944/AOTT.2016.14.0421
https://doi.org/10.3944/AOTT.2016.14.0421
https://doi.org/10.1227/NEU.0000000000000938
https://doi.org/10.2106/JBJS.L.00467
https://doi.org/10.2106/JBJS.L.00467
https://doi.org/10.4103/0970-9185.117072
https://doi.org/10.1111/pan.12108
https://doi.org/10.1177/2192568219841367
https://doi.org/10.1007/s00586-009-1084-8
https://doi.org/10.3171/2020.6.SPINE20826
https://doi.org/10.1007/s43390-022-00635-0
https://doi.org/10.1007/s43390-022-00635-0
https://doi.org/10.1016/j.jos.2020.03.014
https://doi.org/10.1016/j.jos.2020.03.014
https://doi.org/10.1186/1749-799X-8-32
https://doi.org/10.1111/pan.12338
https://doi.org/10.1111/pan.12338
https://doi.org/10.4103/aer.AER_18_18
https://doi.org/10.1213/ANE.0000000000004143
https://doi.org/10.1213/ANE.0000000000004143
https://doi.org/10.1002/ppul.20291
https://doi.org/10.1002/ppul.20291
https://doi.org/10.4103/0019-5049.108554
https://doi.org/10.2106/JBJS.I.00879
https://doi.org/10.2106/JBJS.I.00879

	Risk factors for intensive care unit admission following correction surgery for adult spinal deformity
	Abstract 
	Objective 
	Methods 
	Results 
	Conclusion 

	Background
	Materials and methods
	Perioperative care
	Preoperative parameters
	Perioperative parameters
	Clarification
	Statistical analysis

	Results
	Pre- and perioperative parameters
	Independent risk factors for ICU admission

	Discussion
	Conclusion
	Acknowledgements
	References


