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Abstract: This study assesses the effect of obesity classes on outcomes and inpatient-hospital-cost
compared to non-obese individuals undergoing below-knee amputations (BKAs). Retrospective
matched-case controlled study performed on data from NIS Database. We identified three groups:
N-Ob (BMI < 29.9 kg/m2; n = 3104), Ob-I/II (BMI: 30 to 39.9 kg/m2; n = 3107), and Ob-III (BMI > 40;
n = 3092); matched for gender, comorbidities, tobacco use and elective vs. emergent surgery. Dif-
ferences in morbidity, mortality, hospital length of stay (LOS), and total inpatient cost were ana-
lyzed. Blood loss anemia was more common in Ob-III compared to Ob-I/II patients (OR = 1.2;
95% CI = 1.1–1.4); blood transfusions were less commonly required in Ob-I/II (OR = 0.8;
95% CI = 0.7–0.9) comparatively; Ob-I/II encountered pneumonia less frequently (OR = 0.9;
95% CI = 0.4–0.9), whereas myocardial infarction was more frequent (OR = 7.0; 95% CI = 2.1–23.6)
compared to N-Ob patients. Acute renal failure is more frequent in Ob-I/II (OR = 1.2; 95% CI = 1.0–1.3)
and Ob-III (OR = 1.8; 95% CI = 1.6–1.9) compared to the N-Ob cohort. LOS was higher in N-Ob
(13.1 ± 12.8 days) and Ob-III (13.5 ± 12.4 d) compared to Ob-I/II cohort (11.8 ± 10.1 d; p < 0.001). Mor-
tality was 2.8%, 1.4%, and 2.9% (p < 0.001) for N-Ob, Ob-I/II, and Ob-III, respectively. Hospital charges
were $22,025 higher in the Ob-III cohort. Ob-I/II is protective against peri-operative complications
and death, whereas hospital cost is substantially higher in Ob-III patients undergoing BKAs.
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1. Introduction

The morbidity and mortality of major lower extremity amputations (mLEAs) have been
high for the past several decades and have not considerably changed in the
21st century [1].

Major lower extremity amputations include amputations through the femur (AKA) and
tibia (BKA). Morbidity and mortality are uniformly higher for patients submitting to an AKA
compared to a BKA (1). For patients with class I/II obesity (Ob-I/II; BMI 30–39.9 kg/m2) and
patients with class III obesity (Ob-III; BMI > 40.0 kg/m2) undergoing mLEA, it is important
to determine the potential rate of complications and mortality. Studies comparing outcomes
in non-obese (N-Ob), Ob-I/II, and Ob-III patients undergoing mLEA are limited. A major
challenge in comparing outcomes of mLEAs between these groups emanates from a wide range
of differences in demographics and pre-existing comorbidities that might affect outcomes and
mortality differently [2,3]. For instance, patients with obesity are more likely to suffer from
diabetes compared to non-obese individuals, which might lead to a higher rate of surgical site
infections, wound dehiscence, and blood loss [3]. On the other hand, non-obese patients are
more likely older and tobacco users [4], which might lead to a higher rate of cardio-pulmonary
complications [5]. Post-operative outcomes will differ depending on the underlying conditions
of a cohort of patients presenting for an operation.

J. Clin. Med. 2023, 12, 267. https://doi.org/10.3390/jcm12010267 https://www.mdpi.com/journal/jcm

https://doi.org/10.3390/jcm12010267
https://doi.org/10.3390/jcm12010267
https://creativecommons.org/
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
https://www.mdpi.com/journal/jcm
https://www.mdpi.com
https://doi.org/10.3390/jcm12010267
https://www.mdpi.com/journal/jcm
https://www.mdpi.com/article/10.3390/jcm12010267?type=check_update&version=1


J. Clin. Med. 2023, 12, 267 2 of 6

The “obesity paradox” is a phenomenon where a moderate increase in BMI (over-
weight and class I obesity) is protective against adverse outcomes in patients with heart
disease undergoing cardiac interventions [6–8]. However, this trend has not been described
for various classes of obesity in a patient undergoing BKAs.

In this study, we examined a large national database and matched N-Ob, Ob-I/II,
and Ob-III patients by multiple variables undergoing BKAs. The aim of this study was to
assess the risk of Ob-I/II and Ob-III in patients undergoing BKAs. We hypothesized that
Ob-III would lead to worse outcomes in patients undergoing BKAs compared to N-Ob and
Ob-I/II subjects undergoing the same operative procedure.

2. Materials and Methods

The present analysis is a retrospective, matched case-control study that used the
National Inpatient Sample (NIS) Database from 2016 to 2019. The NIS database includes
data from more than 7 million hospital stays and encompasses 20% of the hospitals in the
United States. NIS data are verified using a quality assessment evaluation comparing data
points to standardized normative values by an independent contractor.

Data elements within the NIS Database include patient demographic characteristics,
comorbidities, inpatient complications, LOS, source of payment, hospital charges, and
discharge status. The database 2016 to 2019 version utilizes the International Classification
of Diseases, Tenth Revision, Clinical Modification/Procedure Coding System (ICD-10-
CM/PCS) [9].

We divided the patient into three groups based on their body mass index (BMI), which
is a marker of the percentage of body fat mass [10]: N-Ob (BMI < 29.9 kg/m2), Ob-I/II
(BMI 30–39.9 kg/m2), and Ob-III [BMI > 40 kg/m2). Patients with class I and II obesity
were grouped together to match the three cohorts by size and to assess the role of class III
obesity compared to Ob-I/II patients and the N-Ob cohort.

2.1. Data Acquisition

This study was exempt from IRB approval because the data are de-identified and pub-
licly available. Patients who underwent BKAs were identified using the ICD-10 procedural
codes. We identified 31,236 patients who had amputations. From this cohort, we included
6199 patients who underwent BKA, and their complete data set was available through the
database. The remaining patients were excluded if they did not undergo BKA, were un-
dergoing revision of a previous amputation, had previously undergone a foot amputation,
or the available data were incomplete. Patients with obesity were further classified into
Ob-I/II (n = 3107) and Ob-III (n = 3092). Ob-I/II, Ob-III, and N-Ob (n = 3104) were matched
with respect to age, sex, diabetes, tobacco use, and emergency versus elective surgery. After
matching, post-operative medical and surgical outcomes were aggregated from the NIS
database using ICD 10 codes. The outcomes included mortality, systemic complications
such as postoperative anemia, acute renal insufficiency (AKI), pulmonary embolism (PE),
deep vein thrombosis (DVT), myocardial infarction (MI), pneumonia (PNA), cardiac arrest,
and blood transfusion. Local complications were also cataloged and included wound
dehiscence, superficial surgical site infection (SSI), and deep SSI. Additionally, hospital
LOS and average inpatient cost per patient of stay were included in the analysis.

2.2. Statistical Analysis

All statistical analyses were conducted using SPSS version 27.0 (IBM; Armonk, NY,
USA). Originally, descriptive statistics were used to aggregate patient demographic data.
Propensity score matching was done using SPSS software, and matching performance was
checked by performing a chi-square test on matched variables. N-Ob and Ob-III were
compared to Ob-I/II patients’ t-tests when analyzing numerical variables. Chi-squared
analyses were used when analyzing binomial variables. A p-value < 0.05 was considered
significant for all tests. Odds ratios (OR) and their corresponding 95% confidence intervals
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(95% CI) for the surgical outcomes and complications were measured as a ratio of the
incidence in the case group to the incidence in the control group.

3. Results
3.1. Patient Demographics

Patient demographics for patients undergoing BKAs in each group are depicted in
Table 1. Matching was performed for age, gender, diabetes, tobacco use, and type of surgery
(elective vs. emergent).

Table 1. Patient demographics in patients undergoing below-the-knee amputations.

N-Ob 1 (n = 3104) Ob-I/II 2 (n = 3107) Ob-III 3 (n = 3092)

Age [y.o. ± (SD)] 59.0 (13.3) 59.4 (12.0) 59.1 (11.8)
Age category Matched Matched Matched

Female [n (%)] 971 (31.3) 972 (31.3) 965 (31.2)
Diabetes [n (%)] 56 (1.8) 56 (1.8) 53 (1.7)

Tobacco use [n (%)] 104 (3.4) 104 (3.4) 102 (3.3)
Elective versus

Emergent [n (%)] 840 (27.1) 840 (27.0) 833 (26.9)

1 N-Ob = Non-Obese (BMI < 29.9 kg/m2); 2 Ob-I/II = Class I and II obesity (BMI 30–39.9 kg/m2),
and 3 Ob-III = Class III obesity (BMI > 40 kg/m2).

3.2. Morbidity and Mortality in Patients Undergoing BKA

Ob-III patients were more likely to have blood loss anemia compared to Ob-I/II patients
(OR = 1.24; 95% CI = 1.11 to 1.40). Ob-I/II patients had a lower risk for requiring inpatient
blood transfusions than N-Ob and Ob-III patients (OR = 0.83; 95% CI = 0.73 to 0.94). Pneu-
monia occurred less frequently in Ob-I/II patients compared to N-Ob patients (OR = 0.85;
95% CI = 0.39 to 0.96). Myocardial infarction (OR = 7.0; 95% CI = 2.1 to 23.6) was substantially
more common in Ob-I/II patients compared to the N-Ob cohort. Compared to the N-Ob
cohort, AKI occurred more commonly in Ob-I/II (OR = 1.2; 95% CI = 1.0 to 1.3) and Ob-III
patients (OR = 1.8; CI = 1.6 to 1.9). Hospital LOS was over one day higher in N-Ob and
Ob-III patients compared to Ob-I/II patients. Similarly, inpatient mortality was higher for
both N-Ob patients and Ob-III (~3.0%) compared to Ob-I/II patients (1.4%). While total
inpatient hospital charges per patient were similar for N-Ob and Ob-I/II patients, they
were $22,025 higher for Ob-III patients. These results are summarized in Table 2.

Table 2. Morbidity and mortality of N-Ob, Ob-I/II, and Ob-III patients undergoing below-the-knee
amputations. The average total cost per patient per hospitalization is also included. The odds ratio
has been adjusted for age, sex, diabetes, tobacco use, and emergency versus elective surgery.

N-Ob
(n = 3104)

Ob-I/II
(n = 3107)

Ob-III
(n = 3092)

n (%) n (%) Odds Ratio
(95% CI) n (%) Odds Ratio

(95% CI)

Blood loss anemia 771 (24.8) 699 (22.5) 0.88
(0.78 to 0.99) 822 (26.6) 1.24

(1.11 to 1.40)

Blood Transfusion 601 (19.4) 516 (16.6) 0.83
(0.73 to 0.94) 596 (19.3) 1.19

(1.05 to 1.36)

Wound Dehiscence 58 (1.9) 59 (1.9) 1.02
(0.71 to 0.94) 71 (2.3) 1.21

(0.85 to 1.72)

Superficial SSI 1 0 (0.0) ** (0.13) NA ** (0.1) 0.50
(0.09 to 2.74)

Deep SSI 0 (0.0) ** (0.19) NA ** (0.1) 0.33
(0.06 to 1.65)

DVT 2 49 (1.6) 49 (1.6) 1.00
(0.67 to 1.45) 55 (1.8) 1.13

(0.76 to 1.66)



J. Clin. Med. 2023, 12, 267 4 of 6

Table 2. Cont.

N-Ob
(n = 3104)

Ob-I/II
(n = 3107)

Ob-III
(n = 3092)

n (%) n (%) Odds Ratio
(95% CI) n (%) Odds Ratio

(95% CI)

PE 3 17 (0.6) 13 (0.4) 0.76
(0.37 to 1.57) 22 (0.7) 1.70

(0.85 to 3.39)

PNA 4 142 (4.6) 76 (2.5) 0.85
(0.39 to 0.69) 85 (2.7) 1.12

(0.82 to 1.54)

MI 5 ** (0.1) 21 (0.7) 7.03
(2.10 to 23.60) 33 (1.1) 1.58

(0.91 to 2.74)

AKI 6 804 (25.9) 901 (29.0) 1.17
(1.04 to 1.31) 1289 (41.7) 1.75

(1.57 to 1.94)
LOS 7 (Days ± SD 8) 13.1 ± 12.8 11.8 ± 10.1 <0.001 13.5 ± 12.4 <0.001

Mortality 87 (2.8) 44 (1.4) 0.50
(0.35 to 0.72) 90 (2.9) 2.08

(1.45 to 3.00)
Charges (USD 9) 129,271.4 125,880.6 0.443 147,905.6 <0.001

1 SSI = surgical site infection, 2 DVT = deep venous thrombosis, 3 PE = pulmonary embolism 4 PNA = pneumonia,
5 MI = myocardial infarction, 6 AKI = acute renal failure, 7 LOS = hospital length of stay, 8 SD= standard deviation,
9 USD = US dollars. Bold font p ≤ 0.05. ** Number between 1 to 10 not reported as per Health Care Utility Project
(HCUP) data use agreement.

4. Discussion

The global increase in obesity is associated with diabetes mellitus, hypertension [11],
and cardiovascular disease [12,13], as well as all-cause mortality [14]. However, the “obesity
paradox” describes a condition where obesity is protective against some adverse outcomes.
For instance, obesity was protective against adverse outcomes in patients with heart
failure [6,15]. Patients undergoing coronary artery bypass surgery [7] and patients are
suffering from myocardial infarctions [8].

For patients undergoing vascular surgery, the “obesity paradox” has produced mixed
observations. For instance, in a small retrospective study of patients undergoing major
reconstructive vascular surgery, overweight and patients with obesity had a higher rate of
surgical site infections [16]. Another study analyzed prosthetic use, ambulation, functional
independence, and survival in obese vs. non-obese patients with peripheral vascular
disease submitting to mLEAs [17,18]. There was no difference in any of these factors
between obese and non-obese patients. Thus, one study showed worse outcomes in
patients with obesity, and the other one showed no difference. There was no “obesity
paradox” in these studies.

However, in 7543 patients undergoing aneurysm repair, cerebrovascular procedures,
and amputations, morbidity and mortality demonstrated a U-shaped or a J-shaped distri-
bution depending on BMI status [2]. Overweight and patients with obesity had a protective
effect for complications, whereas the highest risk for adverse outcomes was observed in
both extremes: underweight and patients with class III obesity. Similarly, another study in
patients undergoing major lower extremity endovascular interventions found obesity to be
protective for 30-day complication rates [19].

In the current study, we were less interested in underweight patients, and the goal was
to assess the role of class III obesity compared to obese and N-Ob individuals. We extracted
data from the NIS database (the largest inpatient database in the United States [9]) from
2016 to 2019 in all patients undergoing BKAs. We corrected several variables (emergency
status, gender, age, diabetes, and smoking status) such that the effect of class I/II obesity
and class III obesity in a mid- to high-risk operation could be ascertained along with its
associated cost. To our knowledge, this is the first study assessing the role of class I/II
obesity and class III obesity in patients undergoing BKAs.

Our analysis produced results consistent with some studies showing obesity being
protective against adverse outcomes following vascular interventions [2,19]. The present
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study demonstrated a U-shaped distribution for mortality, with Ob-I/II being protective
(1.4%) compared to N-Ob (2.8%) and Ob-III patients (2.9%). Hospital LOS demonstrated
a similar pattern: Ob-I/II patients’ hospital LOS was a day less compared to both the
N-Ob and the Ob-III cohorts. The relationship between other outcomes between N-Ob,
Ob-I/II, and Ob-III patients undergoing BKA showed mixed results. Outcomes such as
peri-operative blood transfusion and development of PNA were less frequent in the Ob-I/II
cohort, demonstrating a protective effect, whereas complications such as MI and AKI were
more commonly seen in the Ob-I/II cohort. Despite the difference in outcomes, overall
data suggested that inpatient hospital cost for N-Ob and Ob-I/II was similar. Hospital
charges were $22,024.9 higher in the Ob-III cohort compared to the other two, which were
likely driven by blood loss and renal insufficiency leading to a longer LOS. Superficial and
deep SSI were low and similar in all cohorts undergoing BKA.

The relationship in outcomes between these groups is complex and emanates from the
wide variety of pre-existing confounding variables in each cohort that differs between them
and predisposes them to morbidity and mortality differently [3]. The “obesity paradox”
leading to the protective effects of mild obesity in a wide range of vascular operations
has been previously explored in detail by Davenport et al. [2]. In their manuscript, the
authors outlined that the paradox in outcomes and obesity might be related to the metabolic
activity of adipose tissue and the array of associated hormones that might protect against
worse outcomes. They also noted that serum albumin levels differed widely in different
BMI groups [2]. In our study, the “obesity paradox” applies to perioperative mortality
and adverse events following surgery for Ob-I/II group. However, the Ob-III group was
noted to have worse outcomes in many of the variables measured: worse mortality, higher
hospital LOS, and higher in-hospital cost compared to the other cohorts. The “obesity
paradox” does not apply to Ob-III patients undergoing BKAs.

The following study has several limitations. This study only assessed in-patient
outcomes. Although obesity might be protective for some outcomes in the short term,
the long-term effects in patients with obesity undergoing BKAs are unclear. Furthermore,
it has been noted that once an amputation is performed, amputees become more obese
compared to the general population [20], and the effects of this have not been examined in
the long term. While we matched several important variables in the study, the NIS database
does not contain granular data such as serum albumin levels to match other important
variables and assess the true contribution of obesity to outcomes in patients undergoing
BKAs. A major limitation of our study is also that the NIS database cannot determine when
a secondary event occurred except when it is acute. This is an observational study, and
while there might be an association between the factors that we examined and an increase
in morbidity, hospital LOS, and hospital cost, a causal link cannot be established.

Overall, this study establishes the basic framework for managing patients with obe-
sity undergoing BKA in the peri-operative setting. We recommend further randomized
controlled trials evaluating the factors we have identified in the study to establish causality.

5. Conclusions

After controlling for several variables, Ob-I/II is protective against a limited number
of complications and risk of peri-operative death in patients undergoing BKA. Hospital
LOS and inpatient costs were higher in Ob-III patients compared with Ob-I/II and N-Ob
patients, likely because of the higher frequency of blood loss anemia and subsequent blood
transfusions, as well as AKI.

Author Contributions: All authors contributed effectively to this publication. Conceptualization,
S.H.; writing and original draft preparation, S.S. and S.M.M.A.B.; supervision, V.S.N., T.S., H.L. and
S.T. All authors have read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: Ethical review and approval were waived for this study as
deidentified and publicly available patient data was collected from the NIS database.



J. Clin. Med. 2023, 12, 267 6 of 6

Informed Consent Statement: Not applicable.

Data Availability Statement: The data presented in this study are openly available in the National
Inpatient Sample (NIS) Database from 2016 to 2019.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Tsai, S.; Lanier, H.D.; Tran, N.; Pham, T.; Huerta, S. Current Predictors of Mortality in Veteran Patients Undergoing Major Lower

Extremity Amputations: Risk Factors Have Not Changed and Mortality Remains High. Am. Surg. 2022. [CrossRef] [PubMed]
2. Davenport, D.L.; Xenos, E.S.; Hosokawa, P.; Radford, J.; Henderson, W.G.; Endean, E.D. The influence of body mass index obesity

status on vascular surgery 30-day morbidity and mortality. J. Vasc. Surg. 2009, 49, 140–147.e1, discussion 7. [CrossRef] [PubMed]
3. Huerta, S.; Tran, N.; Yi, B.; Pham, T. Outcomes of obese compared to non-obese veterans undergoing open inguinal hernia repair:

A case-control study. Hernia 2021, 25, 1289–1294. [CrossRef] [PubMed]
4. Ginawi, I.A.; Bashir, A.I.; Alreshidi, Y.Q.; Dirweesh, A.; Al-Hazimi, A.M.; Ahmed, H.G.; Kamal, E.; Ahmed, M.H. Association

Between Obesity and Cigarette Smoking: A Community-Based Study. J. Endocrinol. Metab. 2016, 6, 149–153. [CrossRef]
5. Hagerty, M.P.; Walker-Santiago, R.; Tegethoff, J.D.; Stronach, B.M.; Keeney, J.A. Tobacco Use Is Associated with More Severe

Adverse Outcomes Than Morbid Obesity after Aseptic Revision TKA. J. Knee Surg. 2021. [CrossRef] [PubMed]
6. Curtis, J.P.; Selter, J.G.; Wang, Y.; Rathore, S.S.; Jovin, I.S.; Jadbabaie, F.; Kosiborod, M.; Portnay, E.L.; Sokol, S.I.; Bader, F.; et al. The

obesity paradox: Body mass index and outcomes in patients with heart failure. Arch. Intern. Med. 2005, 165, 55–61. [CrossRef]
7. Gruberg, L.; Mercado, N.; Milo, S.; Boersma, E.; Disco, C.; van Es, G.A.; Lemos, P.A.; Ben Tzvi, M.; Wijns, W.; Unger, F.; et al.

Impact of body mass index on the outcome of patients with multivessel disease randomized to either coronary artery bypass
grafting or stenting in the ARTS trial: The obesity paradox II? Am. J. Cardiol. 2005, 95, 439–444. [CrossRef] [PubMed]

8. Pingitore, A.; Di Bella, G.; Lombardi, M.; Iervasi, G.; Strata, E.; Aquaro, G.D.; Positano, V.; De Marchi, D.; Rossi, G.; L’Abbate, A.;
et al. The obesity paradox and myocardial infarct size. J. Cardiovasc. Med. 2007, 8, 713–717. [CrossRef] [PubMed]

9. Kelley, K.A.; Tsikitis, V.L. Clinical Research Using the National Inpatient Sample: A Brief Review of Colorectal Studies Utilizing
the NIS Database. Clin. Colon Rectal Surg. 2019, 32, 33–40. [CrossRef] [PubMed]

10. De Schutter, A.; Lavie, C.J.; Gonzalez, J.; Milani, R.V. Body Composition in Coronary Heart Disease: How Does Body Mass Index
Correlate with Body Fatness? Ochsner J. 2011, 11, 220–225. [PubMed]

11. Francischetti, E.A.; Genelhu, V.A. Obesity-hypertension: An ongoing pandemic. Int. J. Clin. Pract. 2007, 61, 269–280. [CrossRef]
[PubMed]

12. Hubert, H.B.; Feinleib, M.; McNamara, P.M.; Castelli, W.P. Obesity as an independent risk factor for cardiovascular disease: A
26-year follow-up of participants in the Framingham Heart Study. Circulation 1983, 67, 968–977. [CrossRef] [PubMed]

13. Kenchaiah, S.; Evans, J.C.; Levy, D.; Wilson, P.W.; Benjamin, E.J.; Larson, M.G.; Kannel, W.B.; Vasan, R.S. Obesity and the risk of
heart failure. N. Engl. J. Med. 2002, 347, 305–313. [CrossRef] [PubMed]

14. Adams, K.F.; Schatzkin, A.; Harris, T.B.; Kipnis, V.; Mouw, T.; Ballard-Barbash, R.; Hollenbeck, A.; Leitzmann, M.F. Overweight,
obesity, and mortality in a large prospective cohort of persons 50 to 71 years old. N. Engl. J. Med. 2006, 355, 763–778. [CrossRef]
[PubMed]

15. Lavie, C.J.; Osman, A.F.; Milani, R.V.; Mehra, M.R. Body composition and prognosis in chronic systolic heart failure: The obesity
paradox. Am. J. Cardiol. 2003, 91, 891–894. [CrossRef] [PubMed]

16. Nicholson, M.L.; Dennis, M.J.; Makin, G.S.; Hopkinson, B.R.; Wenham, P.W. Obesity as a risk factor in major reconstructive
vascular surgery. Eur. J. Vasc. Surg. 1994, 8, 209–213. [CrossRef] [PubMed]

17. Kalbaugh, C.A.; Taylor, S.M.; Kalbaugh, B.A.; Halliday, M.; Daniel, G.; Cass, A.L.; Blackhurst, D.W.; Cull, D.L.; Langan, E.M., 3rd;
Carsten, C.G.; et al. Does obesity predict functional outcome in the dysvascular amputee? Am. Surg. 2006, 72, 707–712, discussion
712–703. [CrossRef] [PubMed]

18. Anthony, T.; Roberts, J.; Modrall, J.G.; Huerta, S.; Asolati, M.; Neufeld, J.; Parker, B.; Yang, W.; Sarosi, G. Transmetatarsal
amputation: Assessment of current selection criteria. Am. J. Surg. 2006, 192, e8–e11. [CrossRef] [PubMed]

19. Shean, K.E.; Zettervall, S.L.; Deery, S.E.; O’Donnell, T.F.X.; Soden, P.A.; Johnson, J.M.; Guzman, R.J.; Schermerhorn, M.L. Fewer
Complications in the Obese Following Lower Extremity Endovascular Interventions. Ann. Vasc. Surg. 2018, 49, 17–23. [CrossRef]
[PubMed]

20. Tavares, K.B.; Russell, D.M.; Conrad, R.J.; Sizemore, G.C.; Nguyen, S.H.; Moon, A.Y.; Colgan, B.A.; Condon, F.J.; Mayo, J.S.;
Criman, E.T.; et al. Time to weigh in on obesity and associated comorbidities in combat-wounded amputees. J. Trauma Acute Care
Surg. 2021, 90, 325–330. [CrossRef] [PubMed]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

http://doi.org/10.1177/00031348221074235
http://www.ncbi.nlm.nih.gov/pubmed/35124982
http://doi.org/10.1016/j.jvs.2008.08.052
http://www.ncbi.nlm.nih.gov/pubmed/19028047
http://doi.org/10.1007/s10029-021-02382-z
http://www.ncbi.nlm.nih.gov/pubmed/33689047
http://doi.org/10.14740/jem378e
http://doi.org/10.1055/s-0041-1731459
http://www.ncbi.nlm.nih.gov/pubmed/34225364
http://doi.org/10.1001/archinte.165.1.55
http://doi.org/10.1016/j.amjcard.2004.10.007
http://www.ncbi.nlm.nih.gov/pubmed/15695125
http://doi.org/10.2459/JCM.0b013e328011c984
http://www.ncbi.nlm.nih.gov/pubmed/17700401
http://doi.org/10.1055/s-0038-1673352
http://www.ncbi.nlm.nih.gov/pubmed/30647544
http://www.ncbi.nlm.nih.gov/pubmed/21960754
http://doi.org/10.1111/j.1742-1241.2006.01262.x
http://www.ncbi.nlm.nih.gov/pubmed/17263714
http://doi.org/10.1161/01.CIR.67.5.968
http://www.ncbi.nlm.nih.gov/pubmed/6219830
http://doi.org/10.1056/NEJMoa020245
http://www.ncbi.nlm.nih.gov/pubmed/12151467
http://doi.org/10.1056/NEJMoa055643
http://www.ncbi.nlm.nih.gov/pubmed/16926275
http://doi.org/10.1016/S0002-9149(03)00031-6
http://www.ncbi.nlm.nih.gov/pubmed/12667583
http://doi.org/10.1016/S0950-821X(05)80462-1
http://www.ncbi.nlm.nih.gov/pubmed/8181618
http://doi.org/10.1177/000313480607200809
http://www.ncbi.nlm.nih.gov/pubmed/16913314
http://doi.org/10.1016/j.amjsurg.2006.08.011
http://www.ncbi.nlm.nih.gov/pubmed/17071183
http://doi.org/10.1016/j.avsg.2017.10.030
http://www.ncbi.nlm.nih.gov/pubmed/29421418
http://doi.org/10.1097/TA.0000000000002999
http://www.ncbi.nlm.nih.gov/pubmed/33075023

	Introduction 
	Materials and Methods 
	Data Acquisition 
	Statistical Analysis 

	Results 
	Patient Demographics 
	Morbidity and Mortality in Patients Undergoing BKA 

	Discussion 
	Conclusions 
	References

