PREOPERATIF VE POSTOPERATIF
RiSK SKORLAMALARI

Uzm. Dr. Esin Oztiirk
EUTF Anestezi ve Reanimasyon ABD

* Risk degerlendirmesi belirli bir risk siniflama
sistemi igerisinde hastalari hastaliklarinin
ciddiyetine gore siniflandirarak, hastalara
yapilacak herhangi bir girisimin sonucunun
istatistiksel olarak tahmin edilmesidir.

* Bir risk hesaplama sisteminin klinik agidan
yararli olabilmesi icin 6ncelikle;
— Kolay kullanilabilir olmasi
— Saglam ve glincel epidemiyolojik verilere

dayaniyor olmasi gerek

* Dunya genelinde risk siniflamasi igin birgok
sistem tanimlanmis ve bu konu Uzerine birgok
¢alisma yapilmistir.

* Bu sistemler hasta ve ameliyat 6zelliklerinden

yola gikarak, mortalitenin yani sira hastanede
kalis stiresi ve maliyet hesaplarini da tahmin
edilebilmektedirler.

Onemli Risk Belirleme Modelleri

Koroner arter cerrahi galismasi (CASS, 1983)

Paiement risk skorlama semasi (1983)

Parsonnet indeksi (1989, 2000 giincelleme)

Cleveland Klinik Skoru (1992)

Ontario Province Risk (OPR) skorlama sistemleri(1995)

Torasik Cerrahi Birligi veri tabani (STS, 2018
glincelleme)

7. Avrupa Kardiyak Operatif Risk Degerlendirme Sistemi
(EuroSCORE, 1999-2012 gtincelleme)

8. SOFA (Sequential Organ Failure Assessment Score)
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Koroner Arter Cerrahi Calismasi
(CASS, 1983)

Calismanin amaci, baslandigi 1973 tarihinde hentiz yeni bir tedavi
yontemi olan KABG ile tibbi tedavinin karsilastiriimasidir.

24959 hastadan galisma kriterlerine uygun olan 780 tanesine ait
veriler incelenmis ve 1983 yilinda yayinlanmustir.

ilk bulgular kadinlarda mortalitenin daha fazla oldugunu, erkeklerde
ise yasla beraber arttigini isaret etmektedir.

Yine stenoz olan damar sayisi ve stenozun ciddiyeti, kalp yetmezligi
varligi, anjinanin ciddiyeti, sol ana damarin %90'dan fazla tikali
oldugu acil girisim durumlari da artmis mortalite ile iligkili
bulunmustur.

Coronary artery surgery study (CASS): a randomized trial of coronary artery bypass surgery. Survival data.
CASS principal investigators and their associates.Circulation. 1983; 68(5):939-50.

Coronary artery surgery study (CASS): a randomized trial of coronary artery bypass surgery. Quality of life in
patients randomly assigned to treatment groups. CASS principal investigators and their associates.
Circulation. 1983; 68(5):951-60.
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Paiement risk skorlama semasi (1983)

* Paiement ve ark. 1983 yilinda Kanada Anesteziyoloji Dernegi Dergisi'nde
yayinladiklari galismalariyla, Montreal Kalp Enstitlisi’nde KABG ve kapak
degisimi yapilan hastalarin cerrahi 6ncesi degerlendirilmesinde
kullaniimakta olan risk modelini ve sonuglarini bildirdiler.

* 500 hasta galismaya dahil edildi ve risk degerlendirmesi igin 8 parametre

kullanildi.
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A Simple Classifica-
tion of the Risk in
Cardiac Surgery

Bunlar;
Zayif sol ventrikil fonksiyonu
Konjestif kalp yetmezligi

Anstabil anjina ya da yakin tarihli (6 hafta)
miyokard infarkttsu

65 yasindan biylk olmak

Ciddi obesite (vicut kitle indeksi > 30 kg/m2)
Reoperasyon

Acil cerrahi

Diger sistemik ve kontrolstiz bozukluklar
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Mortalite oranlari risk gruplari igin;

* Normal( risk faktori yok) %0.4,
e Artmis risk( 1 risk faktori) %3.1
* Yiksek risk ( birden fazla risk faktéri) %12.2 bulunmustur.

¢ Toplam 50 6lim olgusunun %58'’i yiksek, %34’l ise artmig
risk grubundayken sadece %8’i normal risk grubunda

saptanmistir.

* Bu sonuglara dayanarak arastirmacilar bu risk modelini,
glvenli ve kolay bir yontem olarak klinik kullanima

sunmuslardir

Parsonnet indeksi
(1989, 2000 giincelleme)

Parsonnet ve Bernstein’in 1989 yilinda yayinladig
¢alisma ile kullanima giren Parsonnet Indeksi’nin ilk
halinde 14 risk faktori goz ontine alinmistir.

Bu 14 risk faktort 3500 hastanin verileri retrospektif
olarak incelendikten sonra belirlenmistir.

* Daha sonra 1332 acik kalp cerrahisi yapilacak hasta bu
faktorlere gore 5 risk grubuna bolinmis ve hastalar
cerrahi sonrasi 30 ginliik mortalite yoninden
prospektif olarak izlenmistir.

Parsonnet V, Dean D, Bernstein AD. A method of uniform stratification of risk for evaluating the results of surgery in acquired
adult heart disease. Circulation, 1990;

Bedside Estimation of Risk as an Aid for Decision-
Making in Cardiac Surgery

Alan D. Bernstein, EngScD, and Victor Parsonnet, MD

Division of Surgical Research, Newark Beth Israel Medical Center, Newark, New Jersey

Background. ions of the cardiac-surgery mortal-
ity rates of hospitals and surgeons can be fair and
realistic only when the observed mortality rates are
compared with expected rates with preoperative risk
factors taken into account. Risk-approximation calcula-
tions also can assist patients and physicians in discussing
the risk of cardiac surgery, especially if the estimation of
surgical mortality takes all of the important risk factors
into account.

Methods. A logistic regression model was developed in
which 47 potential risk factors were considered, and a
method requiring only simple addition and graphic in-

ion was designed for approximating the esti-
mated risk easily and quickly, with paper and pencil
alone.

Results. The estimates provided by the simplified
model correlated well with the observed mortality rates.

Conclusions. A simple approximation of a logistic
regression model has been found to be helpful in discus-
sions between physicians and patients contemplating
aortocoronary bypass or valve-related surgery.

(Ann Thorae Surg 2000;69:523-8)
© 2000 by The Society of Thoracic Surgeons

Parsonnet ve Bernstein bu risk modelini 2000 yilinda gtincelleyerek tekrar
sunmuslardir. Bu yeni modele gére degerlendirilen risk faktori sayisi 47’e
¢ikarilmis ve degerlendirme yeni bir form olusturularak hasta basinda hizla
yapilabilir ve gorsel olarak da ifade edilebilir hale getirilmistir
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Stratification of Morbidity and Mortality
Outcome by Preoperative Risk Factors
in Coronary Artery Bypass Patients

A Clinical Severity Score

Thomas L. Higgins, MD: Fawzy G. Estatancus, MD; Floyd D. Loop, MD: Gerald J. Beck, PH:
James M. Blum, MS: Lata Paranandi, MSHP

Cleveland Klinik Skoru

(1992)

* KABG uygulanmis 5051 hastanin verilerinin
retrospektif olarak degerlendirilerek risk
faktorlerinin ortaya konmasi ve bu faktorlere
gore risk durumlari belirlenen 4069 hastanin
prospektif olarak iki yil stire ile izlenmesine
dayanmaktadir.

Clinical Severity Scoring System

Preoperative Factors
Emergency case
Serum creatinine,
=141 and =167 pmol/L

(=1.6 and =1.8 mg/dL)

=168 pmol/L (=1.9 mg/dL)
Severe left ventricular dysfunction
Reoperation
Operative mitral valve insufficiency
Age =65 and =74 y
Age =75 y
Prior vascular surgery
Chronic obstructive pulmonary disease
Anemia (hematocrit =0.34)
Operative aortic valve stenosis
Weight =65 kg
Diabetes, on oral or insulin therapy
Cerebrovascular disease

SULANNNN=OWWH = O’g

* Preoperatif 13 risk faktori belirlenmistir.

* Tum vakalar incelendiginde en yiiksek puan 18 olarak
degerlendirilmistir.

Morbidite, asagidakilerden biri veya daha fazlasi olarak

tanimlandi:

1. Kardiyak komplikasyon (aort ici balon pompasi veya
ventrikiler destek cihazi destegi gerektiren miyokard
infarkttsu ve / veya diistk ¢ikis sendromu)

ted Morbidity |+ [J Predicted Mortality
erved Morbidity keed B Observed Mortality

Mortality, %

|

Of_&.&ld:lﬁ][&}li i

il S 0 128 4 8§ 6 79210

0. 1 . 2¥3 " 9+5 679210 Clinical Severity Score

Clinical Severity Score

« Cutoff degeri mortalite igin 6, morbidite igin 4’tur.

* Mortalite cutoff 6 degeri igin, sensitive 67.5%, spesifite 86.2%,
positive predictive deger 11.1% ve negatif predictive degeri 99.0%.

* Morbidite igin , cutoff 4 igin sensitivite 62.5%, specifite 73.2%,
positive predictive deger 26.7%, negative predictive deger 92.6%.

2. Uzamis ventilasyon (>3 giin mekanik ventilasyon ihtiyaci)

3. Santral sinir sistemi komplikasyonlari

4. Oligurik veya antrik renal yetmezlik

5. Agir enfeksiyon (kultiir + pnémoni, mediastinit, yara yeri
enfeksiyonu veya septisemi)

6. Erken o6lim (6lum morbiditeyi gizleyeceginden kriterlere
dabhil edilir)

Inter i Cardi ardiac Surgery: i idation of a Risk Index for

Mortality, Intensive Care Unit Stay, and Overall Hospital Length of Stay After Cardiac
Surgery

Tu, Jack V. Jaglal, Susan B.; Naylor, C. Daiid; The Steering Committee of the Provincial Adult Cardiac Care Network of Ontario.

Circulation

uary 1995, pp 677-684
an Heart Associaion, Inc.
westigation And Reports]

ion: 00003017-199502010-00011

Ontario Province Risk (OPR) skorlama
sistemleri

* GCok merkezli galismada, yogun bakim Unitesi
(YBU) kalis stiresi ve kardiyak cerrahi sonrasi
postoperatif kalis sliresi mortalitesi belirlemek
amaciyla bir risk indeksi gelistirmek ve
dogrulamak igin yapilmistir.

* Cardiac surgery institutions Ontario, Canada
da 1 Nisan 1991 ile 31 Mart 1993
tarihleri arasinda 13,098 kardiyak cerrahi
geciren hasta incelenmis.
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Risk Factor Risk Score
Age,y ’ .
<65 0 Length of Stay After Cardiac Surgery.
851074 2 Toack lagal Susn; Ny, ¢
=75 3 Circulation. 91(3):677-684, February 1, 1995.
Sex
Male [

Female 1
Left ventricular function

Grade 1 0 Tl ks o Mok €0 05,31 0
Grade 2 1
Grade 3 2
Grade 4 3

Type of surgery
CABG only 0
Single vaive 2
Complex 3

Urgency of surgery . N
Elective 0 OPR sistemi
gt 1 0-3 dustik risk
Emergency 4 J

Repeat operation 4-7__orta n§k
Na 0 28 yiiksek risk
Yes 2

Range of scores 0to 16

See Table 1 for abbreviations.

@ Wolters Kluwer | Ovidsp
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Society of Thorasic Surgeons (STS)
skorlama sistemleri

* Bu risk modeli, Amerikan Ulusal Torasik Cerrahi Birligi (Society of Thoracic
Surgeons) verilerine dayanilarak olusturulmustur.

« ilk uygulama sonuglari 1999 yilinda Shroyer ve ark. tarafindan bildirilmis
daha sonra 2002-2006 verileri goz 6nuine alinarak 2009 yilinda tekrar
glincellenmistir.

* 2009 yilinda Annuals of Thoracic Surgery dergisinde yayinlanan g ayri

bildiride ise bu risk modelinin 2002-2006 yillari arasinda cerrahi gegiren
hastalar Uzerine uygulanmasi sonucunda elde edilen sonuglar ve bu
sonuglara dayanarak yapilan revizyonlar sunulmustur.

« Ann Thorac. 1998; 65(3):879-84.
+ Ann Thorac Surg. 1999; 67(4):1205-8.

+ Ann Thorac Surg. 2009; 88(1 Suppl):S2-22.
+ Ann Thorac Surg. 2009; 88(1 Suppl):523-42.
+_Ann Thorac Surg. 2009; 88(1 Suppl):$43-62.

* Bu ¢alismalara 774.881 izole KABG, 109.759 izole
kapak cerrahisi ve son olarak da 101.661 kapak +
KABG cerrahisi hastasi dahil edilmistir.

* Risk modelinin cerrahi sonrasi mortalite, nonfatal
morbidite (kalici strok, renal yetmezlik, 24 saatten
uzun ventilasyon, derin sternum yara
enfeksiyonu, reoperasyon) ve uzamis hastanede
kalis stiresini 6ngoriip goremedigi arastiriimis ve
risk modelinin basarili oldugu bildirilmistir.
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David M. Shahian, MD, Jeffrey P. Jacobs, MD, Vinay Badhwar, MD,

Paul A. Kurlansky, MD, Anthony P. Furnary, MD, Joseph C. Cleveland, Jr, MD,

Kevin W. Lobdell, MD, Christina Vassileva, MD,
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Liqi Feng, MS, Xia He, MS, and Sean M. O’Brien, PhD

¢ 2011-2014 arasinda

« 385,179 KABG

e 129,511 izole aort/mitral kapak cerrahisi
¢ 64,645 kombine (kapak + KABG)

¢ Part 1; STS risk modelinin genel prensiplerini ve yeni
modelin gelismesinin sistematik aciklamasini igerir.

REPORT OF THE STS QUALITY MEASUREMENT TASK FORCE =
o

The Society of Thoracic Surgeons o — g

2018 Adult Cardiac Surgery Risk -

Models: Part 2—Statistical Methods

and Results

Sean M. O'Brien, PhD, Ligi Feng, MS, Xia He, MS, Ying Xian, M, PhD,

Jeffrey P. Jacobs, MD, Vinay Badhwar, MD, Paul A. Kurlansky, M

‘Anthony P. Furnary, MD, Joseph C. Cleveland, Jr, MD, Kevin W. Lubdul MD,

Christina Vassileva, MD, Moritz C. Wyler von Ballmoos, MD, PhD,

Vinod H. Thourani, MD, J. Scott Rankin, MD, James R. Edgerton, MD,

Richard S. D’Agostino, MD, Nimesh D. Desai, MD, PhD, Fred H. Edwards, MD, and

David M. Shahian, MD
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The Society of Thoracic Surgeons ) Gheciforupates §

2018 Adult Cardiac Surgery Risk
Models: Part 2—Statistical Methods
and Results

Sean M. O'Brign PhD Lol GuiRis Puslie i SnsCuan SMOAERD,

Jeffrey P. Jacobs, MD, Vinay Badhwar, MD, Paul A. Kurlansky, M

Anthony P. Furnary, MD, Joseph C. Cleveland, Jr, MD, Kevin W. Lobde" ™MD,
Christina Vassileva, MD, Moritz. C. Wyler von Ballmoos, MD, PhD,

D, J. Scott Rankin, MD, James R. Edgerton, MD,

Richard S. D’Agostino, MD, Nimesh D. Desai, MD, PhD, Fred H. Edwards, MD, and
David M. Shahian, MD.

* 2014-2016 tarihleri arasinda toplam 670,830 olgu

incelenmis.

* 439,092 KABG

150,150 izole aort/mitral kapak cerrahisi
81,588 kombine (kapak + KABG)
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STS 2018 ADULT CARDIAC RISK MODELS PART2 2018,105:1419-28

Table 3. Candidate Predictors

Opcranov\ type Tlicit drug use

At laaio P o)
l:pmm fraction cent pneumonia
Body mass index Niekinst rdaon

Body surface area Cancer diagnosis within 5 years
Sex 'Diabetes/diabetes control method
Renal function (dialysis/creatinine) Number of diseased vessels

Hematocrit Myocardlalinfacton Htay ming

White blood cell count ac presentation on admission

Platelet count Rac:/ethmcuy
ADP receptor inhibitor usage/timing of discontinuation
Hypertension ACE/ARH inhibitor within 48 hours in nonelective operation
Immunosuppressive therapy within 30 days Heart failure class and timing
Steroids witl hours Recent smoker/timir
Glycoprotein IIb/Iila inhibitor within 24 hours. Family history of CAD
Inotropes within 48 Home oxygen

coperative IABP Sleep apnea
Shock/ECMO/CBA Liver disease

oo et

Left main disease Sync
Proximal LAD Previoss CABG
Aortic root abscess in AVR/AVR+CABG Previous aortic valve procedure

itral stes Previous mitral valve procedure
Aortic ster valve repair
Mitral insufficiency Previous other valve procedure
Tricuspid insufficiency Number of previous cardiovascular surgeries
Aortic insufficiency Previous ICD
Arrhythmia and type PCI history/timing
Endocarditis Previous any other cardiac intervention
Chronic lung disease Payer/insurance type
CVD/CVA/TIA Tricuspid valve repair performed concomitantly
Carotid stenosis ‘Time trend (surgery date)

Previous carotid surgery

Gender e
Race - Black

[0 Select

Race - Asiat

Select

Race - American Indian / Alaskan Native

[0 Select

+| gtin igindeki tiim 6lumler)

“| 4.Uzun streli

“Dick aPADE]
9 ADET SON NOKTA

1.0perasyon mortalitesi(postop 30

2.Stroke( akut baslangigli fokal veya
global nérolojik disfonksiyon -24 sa-)
3.Renal yetmezlik (RIFLE)

ventilasyon/reentiibasyon>24 sa
5.Mediastinit/ derin sternal yara yeri

ST Reoperator 1497

Morbidity or Mortelity: 4.864%
Short Length of Stay: 55.507%
LongLengin of Stay: 1928%

PRINT CLERR

for Yes

STSAaHCatac ey DtV 25

Procedure Type

” RISK SCORES
Isoled CAB No procedure selcted

CALCULATE

i soated AR

Izole KABG Fiskof Moraly: NA
VR Isolated MVR Rena Fare: NA
MVR PemenentStoke: NA
AVR+KABG AR+ CAB Prolonged Veriation: NA
DSWnfecto: NA

MVR+CAB Reoperation:

MV Repa

https://www.sts.org/resources/ris.
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European system for cardiac operative risk evaluation (EuroSCORE)™

S.AM. Nashef*, F. Rogues, P. Michel, E. Gauducheau, S. Lemeshow, R. Salamon,
the EuroSCORE study group

Papworth Hospital, Cambridge CB3 SRE, UK
Received 21 Seplember 1995; accepsed 29 March 1999

EuroSCORE ilk olarak 1999 yilinda yayinlandi.

Mortalite ile birlikte olan risk foktorlerini inceleyen genis bir Avrupa
veri tabanindan (8 tlke, 128 merkez, 19.030 hasta) gelistirilmistir.
Bu risk siniflandirma modeli, Avrupa disindaki poplasyonlara
uygulandiginda bile yiiksek derecede etkili olmustur.

Beklenen mortalite sonucunu etkiledigi bilinen 17 risk faktori
(hasta, kalp ve operasyon ile ilgili) degerlendirilerek hesaplanir.

Nas|

hef SAM, Roques F, Michel P, Al S, Salamon R: P system for

cardiac operative risk evaluation (EuroSCORE). EurJ Cardiothorac Surg 16:9-13, 1999.

¢ EuroSCORE ile beklenen sonucu hesaplamak igin 2 metod
vardir.
« Birisi orijinal aditif model, digeri daha yeni olan lojistik
modeldir.
« Aditif modelde her bir risk faktériine puan verilir.
— Ortaya ¢ikan bu modelle hastalar 3 risk grubuna ayrildi: disiik-
risk (skor; 0-2), orta-risk (skor; 3-5) ve yuksek-risk (skor > 6).
— Bu modelin bazi dezavantajlari oldugu diisiintlmektedir. Aditif

model, distik riskli olgularda mortalitede asiri tahmin yapabilir.

Buna karsin, yiiksek riskli hastalarda kéti bir prediktor
(6ngoriicu) oldugu gosterilmistir.

model kullaniimigtir.

EuroSCORE dogrulugunu (kesinligini) gelistirmek icin lojistik

European Journal of Cardio-Thoracic Surgery 41 (2012) 7345748 ORIGINAL ARTICLE

0101093 /ejrv/ezs043
+
EuroSCORE Il

Samer A.M. Nashef~*, Francois Roques", Linda D. Sharples*, Johan Nilsson*, Christopher Smith-,
Antony R. Goldstone* and UIf Lockowandt'

 Papworth Hospal, Cambridge,
v yNn\wl.l(umlﬂﬂﬂ ot e v, e, e
ounci, Bicstatstics Un

' Nashet
Recened accepted § anary 2012

Abstract

OBJECTIVES: To update for Cardiac opemm i ORE) risk model

METHODS: A prospective risk 0 22 381 consecutive patients undergoing major cardiac

surgery i 154 hospitals in 43 countries over a 12-week pmoa MEER L e
data collection using mandatory field entry, error and range checks and after data collection using summary feedback confirmation by
responsible officers and multiple logic checks. Information was obtained on existing EuroSCORE risk factors and additional factors
proven o influence risk from research conducted since the original model. The primary outcome was mortalty at the base hospital
Secondary outcames were moraly at 30 and 50 day. The dta se vas divded o a desiopmental subse or logsic regression
modelling and a validation subset for model testing, A logistic risk model (EuroSCORE If) was then constructed and te

RESULTS: Compan original 1995 EwoSCORS B e e agaves bt 47 (625 i 31% el 2%)
More patients had New York Heart Association class IV, extracardiac arteriopathy, renal imonary dysfunction. Overall mortalty was
39% (46%) When applied to the current data, the old risk models overpredicted .mum, (actual: 39%; additive predicted: 5.8%; logistic
predicted: 7.57%). EuroSCORE If was well calbrated o testing i the validation data subset of 553 patients (sctual mortality: 418%
predicted: 395%). Very

CONCLUSIONS: Cardiac surgical mortality has significantl reduced in the last 15 years despite older and sicker patients. EuroSCORE Il i
better cakbrated than the original

Keywords: Risk assessment - EuroSCORE - Cardiac surgery « Mortality
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* Birgok calismada bu modellerin ayirimei glicti
siklikla ROC (receiver operating characteristic)
egrileri kullanilarak gésterilmektedir.

* Bu c-indeks veya c-istatistik olarak da tanimlanir.
ROC egrisi altindaki alan 1.0 degerine yaklasirsa,
test iyi ayinmcidir. Buna karsi 0.5 degerine
yaklasirsa ayirimci glicii olmadigindan bahsedilir.

» Genellikle, egri altinda alan 0.7 degerinin
Uzerinde ise yeterli olarak distnalir.

Sensivty
000 025 o0m 015 100
Sensitivity
000 025 050 075

\\
N\
m
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000 025 050 075 100
=

European System for Cardiac Operative Risk
Evaluation (EuroSCORE) Il

n=22 381 consecutive patients undergoing cardiac surgery in 154 hospitals, 43
countries during 12-week (May-July 2010)
Validation subset: 5 553 patients

o e s o hovn 0 s
o — o Eovoame e’ b
E‘xk_ﬁ,w soma (CC i)+ o T— modura (VEFATRER) - [atses2
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o

isk (skor; 3-5)

http://www.euroscore.org/calc.html

Nashef et al. EICTS, 2012

The SOFA (Sepsis-related Organ Failure
Assessment) score to describe organ
dysfunction/failure

On behalf of the Working Group on Sepsis-Related
f the i f i

F of ci Care
Medicine (see contributors to the project in the appendix)

SOFA (Sequential Organ Failure
Assessment Score)

* Avrupa Yogun Bakim Dernegi (European
Society of Intensive Care Medicine) tarafindan
1996 yilinda gelistirilmistir.

Tablo 9. SOFA sistemi

i 2 3 1
Solunum
Pa0,/Fi0, mitig <400 <30 <20v <l0ve * Al organ sistemi
M vrlyok W varlyok M var Mivar * Toplam skor 6-24 arasinda
s olacak sekilde 1 ile 4 puan
Hipotansiyon 0AB<70mmHg  Dopamin <5 ve. Dopamin>Syada  Dopamin 215 ya da arasinda degerlendirilir.
dobomin®  adenan <01 yada  adenan>01yaca | = : e s
rodenin <01 noadenan> 017 i!fof ‘;"fek' 24 saat igindeki en
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Vincent JL, Moreno R, Takala J. The SOFA (Sepsis-Related Organ Failure Assessment) score
to describe organ dysfunction/failure. Intensive Care Med 1996;22:707-10.
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« izole CABG ameliyati olmus hastalar {izerinde yapilmis, yakin dénemde
yayinlanan bir ¢alismada, hastane i¢i mortalite degerlendirmesi SOFA
skoru, APACHE Il, EuroSCORE Il ve STS skoru ile kiyaslanmistir. Hepsinin
mortalite degerlendirmesindeki guicti yeterli bulunmus, SOFA ve STS
skorlari, EuroSCORE Il'ye gore anlamli 6lgtide tstiin bulunmustur.

Chang CH, Chen SW, Fan PC, Lee CC, Yang HY, Chang SW, et al. Sequential organ failure assessment score
predicts mortality after coronary artery baypas grafting. BMC Surg. 2017;17(1)

* On dokuz ayri risk degerlendirme algoritmasinin 1 yillik mortalite
degerlendirilimesinde ROC egrisine gore elde edilen ayirt etme giictiniin
kiyaslandig bir calismada, diger risk skorlama sistemlerine gore
EuroSCORE’un ayirt etme glicti en ylksek olarak tanimlanmistir.

Nilsson J, Algotsson L, Haglund P, Liihrs C, Brandt J. Comparison of 19 pre-operative risk stratification models in
open-heart surgery. European Heart ) 2006,27(7):867-74.

* izole CABG ameliyati gecirmis 818 hastanin 1.6+0.6 yillik takibi
yapilmis ve 4 risk skoru( Euroscore, Euroscore Il, STS,ausAVR
score) kiyaslanmistir. Yalnizca EuroSCORE ve STS skorlari
mortalite 6ngérmede anlaml bulunmustur.

coronary artery fting. Heart, Lung and Circulati

[ Wang TK, Li AY, Ramanathan T, Stewart RA, Gamble G, White HD. Comparison of four risk scores for contemporary isolated }

« Ulkemizde kardiyak cerrahi hastalari tizerine
yapilan prospektif calismalarda, STS ve
Euroscore Il karsilastirilmis ve EuroSCORE Il
sisteminin Turk toplumunda uygulanabilir ve
glvenilir oldugunu bildirmislerdir.

Kunt AG, Kurtcephe M, Hidiroglu M, Cetin L, Kucuker A, Bakuy V, ve ark. Comparison of original EuroSCORE,
EuroSCORE Il and STS risk models in a Turkish cardiac surgical cohort. Interactive CardioVascular and Thoracic Surg.
2013;16(5):625-9.

Aydin Ms, Goz M, Hazar A, Kogarslan A. Aortokoroner baypas cerrahisi uygulanan olgularda euroscore ve STS risk
parametrelerinin kiyaslanmasi. Dicle Tip Derg. 2015;42(1):55-60.

2013-2015 yillar arasinda 946 TAVI operasyonu
gecirmis hastanin incelendigi giincel calismada
EuroSCORE |, EuroSCORE I, STS-PROM, and German
AV Skorlama sistemleri ile STS/ACC TAVR(2018)
karsilastirilmis ve STS-PROM ve STS / ACC TAVR
puanlarinin, diger tim Alman popilasyonlarinda
TAVI sonrasi 30 gunlik mortalite tahmininde mevcut
diger risk hesaplama modelleriyle karsilastirildiginda
UstlnlGguni gostermektedir.

STS/ACC TAVR(2018)’in kullanim kolayligi nedeniyle
genis bir kabul kazanabilecegi ve gozlemciler arasi
glvenilirligin arttiriimasiyla birlikte kullanilabilecegi
belirtilmistir.

Arsalan M, Weferling M, TAVI risk scoring using established versus new scoring systems: role of
the new STS/ACCmodel, 2018 Jan 20,13( . dot
17-00421.

¢ 2008-2016 tarihleri arasinda TAVI operasyonu gegiren
1192 hasta incelenmis ve TAVI planlanan hastalar
icin Ozel bir risk skorunun bulunmadigi géz 6niline
alindiginda, EuroSCORE Il ve STS skorunun kalp ekibi
tarafindan TAVI 6ncesi risk siniflandirmasinda dikkate

alinmasi onerilmistir.

Markus Koflera, Sebastian J. Reinstadler. EuroSCORE Il and the STS score are more accurate in
transapical than in aortic valve i Interactive
CardioVascular and Thoracic Surgery 26 (2018) 413-419

Luc JGY, Graham MM, Norris CM, |
Al Shouli S, Nijjar YS, Meyer SR.
Predicting operative mortality in
octogenarians for isolated
coronary artery bypass grafting
surgery: a retrospective study.
BMC Cardiovasc Disord
2017;17(1):275

Nowicki ER, Birkmeyer NJ,
Weintraub RW, Leavitt BJ, Sanders
1H, Dacey L, et al. Multivariable
prediction of in-hospital mortality
associated with aortic and mitral
valve surgery in Northern New
England. Ann Thorac Surg

2004;77:1966-77

Stavridis G, Panaretos D, \/ EUROSCORE Kawachi Y, Nakashima A,
Kadda O, Panagiotakos DB. n | Toshima Y, Arinaga K, Kawano H.
Validation of the EuroSCORE / Risk stratification analysis of
I1in a Greek Cardiac Surgical operative mortality in heart and
Population: A Prospective thoracic aorta surgery:
Study. Open Cardiovasc Med L Comparison between Parsonnet

and EuroSCORE additive model.
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12017;11:94-101
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| sadeghi MM, Arasteh M, Gharipour M,
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accuracy of Euroscore risk model in
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Sonuc olarak

* Kardiyak cerrahi uygulanan hastalarda hangi risk
skorlama sistemini kullanilacagina karar verirken,
klinisyenler her bir hastanin profilini yansitan
sistemi segmelidir.

* Tiim risk skorlama sistemlerinin avantajlarinin
yani sira sinirhlhklari oldugu, klinik karar vermede
yonetici degil yardimci rol Gstlendikleri,
klinisyenin deneyimi ve kararlarinin esas alinmasi
gerektigi unutulmamalidir.

&

TeseRRiir
ederim

=

5/4/19



