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SUMMARY

This prospective cohort study compared the subjective assessment of
functional capacity with other preoperative risk prediction strategies
such as Duke Activity Status Index (DASI), peak oxygen consumption
(pVO,) from cardiopulmonary exercise testing (CPET) and N-terminal
pro-B-type natriuretic peptide (NT-pro-BNP) levels for predicting
30-day mortality and myocardial infarction after elective non-cardiac
surgery.
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A total of 1401 patients, 40 years or older with at least one risk
factor for cardiac complications (history of cardiac failure, diabetes
and stroke) or coronary artery disease scheduled for elective non-
cardiac surgery under general or regional anaesthesia or both were
recruited. An anaesthesiologist subjectively assessed their functional
capacity in terms of metabolic equivalents (METs) and categorized as
poor (<4 METs or uncertain), moderate (4—10 METs) or good (>10
METSs). They also completed DASI questionnaire, pVO, measured
by CPET and a blood sampling for NT pro-BNP levels to assess
functional capacity before surgery. The primary outcome was 30-day
mortality or myocardial infarction. A secondary outcome was death
or myocardial injury within 30 days after surgery. Other outcomes
measured were moderate or severe complications during the initial
hospital stay and death within 1 year of surgery.

Among 1401 patients, 28 (2%) died or had myocardial infarction;
176 (13%) died or had myocardial injury within 30 days and 38 (3%)
died within 1 year after surgery. During hospitalization, 194 (14%)
had moderate or severe complications as assessed by the modified
Clavien—Dindo classification. Respiratory failure, pneumonia, surgical
site infection, re-exploration and unplanned ICU (intensive care unit)
admissions were frequent complications.

In subjective assessment, 107 (8%) patients had poor functional
capacity, but in CPET, 230 (16%) had pVO, <14 ml/kg/minute
(equivalentto <4 METS). The subjective assessment of poor functional
capacity had sensitivity of only 19.2% (95% CI 14.2-25.0) in
identifying patients with pVO, of <14 ml/kg/minute. Moreover, the
subjective assessment had no correlation with any of the study
outcomes. DASI was the only preoperative assessment that showed
a correlation with both primary and secondary outcomes. Peak
oxygen consumption by CPET showed correlation with moderate or
severe postoperative complications but not with other outcomes. NT-
pro-BNP levels predicted death or myocardial injury within 30 days
and deaths within 1 year of surgery.

COMMENT

The assessment of functional capacity or exercise tolerance (ET)
is an important component of risk stratification in a patient
undergoing major surgery. Perioperative morbidity and mortality
is high in those with poor functional capacity.' The identification
of patients with low functional capacity allows referring them for
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additional cardiovascular testing or treatment modifications before
intermediate or high-risk surgery.? Further, the American College
of Cardiologists/American Heart Association Guideline
recommends those with functional capacity >4 METs can directly
proceed to surgery without further cardiovascular testing.?Hence,
accurate measurement of functional capacity is vital.

Exercise tolerance can be assessed by both subjective and
objective methods. Physicians’ subjective assessment from patients
history is the simple way to assess ET while the DASI questionnaire,
exercise stress test, 6-minute walk test, incremental shuttle walk
test (ISWT), stair climbing test and CPET with ventilator gas
analysis are other methods.* Clinicians estimate functional capacity
from the patient’s ability to perform activities of daily living and
express them in METs.* Being simple and as it does not need any
extra set-up, subjective assessment is the primary tool used to
estimate ET before surgery. This study has brought out the
limitations of subjective assessment and found that it neither
correlated with peak oxygen consumption of CPET nor with
postoperative mortality or complications. Melon et al. also found
that subjective assessment underestimates ET and correlates
poorly with the METs assessed by the DASI questionnaire.’

In this study, DASIscores showed a strong positive correlation
with peak oxygen consumption of CPET and predicted
postoperative death and cardiac complications. Hence, the authors
emphasize using a standard validated questionnaire for the
estimation of ET and thereby risk prediction. Struthers et al. found
that both DASI score and ISWT underestimated ET of a patient
scheduled for major intra-abdominal surgery.® Those classified as
having low ET by DASI scores had better ET in CEPT (peak
oxygen consumption >15 ml/kg/minute). Recently, Li et al.
arrived at a similar finding that DASI score could not be used as
a surrogate for pVO, measured by CPET in patients undergoing
major oncology surgery.” However, both studies were from a
single centre and with a small sample size—50 and 43, respectively.
These studies were inadequately powered to predict perioperative
mortality and morbidity.

Functional capacity measured by CPET is objective and
inclusive of cardiac, pulmonary, haematinic and cellular systems.
Initially used in patients undergoing lung resection surgery, it now
has a wider application in major intra-abdominal, oncological and
vascular surgeries for preoperative assessment and risk
stratification.*” Previous studies have shown those with pVO,
<14 ml/kg/minute and anaerobic threshold (AT) <11 ml/kg/
minute are at high risk for perioperative mortality and morbidity.
In this study, low pVO,/AT predicted moderate or severe
postoperative complications but not postoperative death,
myocardial infarction or myocardial injury. The authors’
assumption that pVO, or AT might not be an ideal metric to
predict perioperative cardiac events needs further evaluation. If
s0, the role of other novel CPET-derived parameters in predicting
cardiovascular complications needs to be explored.'”

Consistent with the recent evidence, preoperative NT-pro-
BNP levels predicted postoperative death or myocardial injury
and l-year mortality. There is increasing evidence suggesting
usefulness of serum biomarkers (troponin and NT-pro-BNP) in
predicting postoperative cardiac events and long-term mortality.
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The European Society of Cardiology and European Society of
Anaesthesiology in their joint guidelines recommend that serum
biomarkers may be considered in high-risk patients (<4 METSs or
>1 revised cardiac risk factor undergoing vascular surgery or >2
risk factors for non-vascular surgery).'' The prognostic value of
serum biomarkers is independent, as well as contributory when
combined with other risk predicting indices.

Although the gold standard for measurement of ET, CPET
needs a separate laboratory set-up with skilled personnel and
equipment. Due to its resource-intensiveness, CPET is not widely
available in India. Objective scales such as DASI questionnaire to
assess ET can be easily implemented in our setting without
additional cost, and it improves clinical practice. This multicentre
study concluded that a standardized validated scale should be
used to assess the functional capacity. Further, the measurement
of serum biomarkers (NT-pro-BNP) in high-risk patients improves
the predictability of risk assessment models.

Conflicts of interest. None declared

REFERENCES

1 Morris CK, Ueshima K, Kawaguchi T, Hideg A, Froelicher VF. The prognostic value
of exercise capacity: A review of the literature. Am Heart J 1991;122:1423-31.

2 Fleisher LA, Fleischmann KE, Auerbach AD, Barnason SA, Beckman JA, Bozkurt
B, et al. 2014 ACC/AHA guideline on perioperative cardiovascular evaluation and
management of patients undergoing noncardiac surgery: Executive summary: A
report of the American College of Cardiology/American Heart Association task force
on practice guidelines. Circulation 2014;130:2215-45.

3 ArenaR,MyersJ, Williams MA, Gulati M, Kligfield P, Balady GJ, et al. Assessment
of functional capacity in clinical and research settings: A scientific statement from the
American Heart Association Committee on Exercise, Rehabilitation, and Prevention
of the Council on Clinical Cardiology and the Council on Cardiovascular Nursing.
Circulation 2007;116:329-43.

4 Jetté M, Sidney K, Bliimchen G. Metabolic equivalents (METS) in exercise testing,
exercise prescription, and evaluation of functional capacity. Clin Cardiol
1990;13:555-65.

5 Melon CC, Eshtiaghi P, Luksun WJ, Wijeysundera DN. Validated questionnaire vs.
physicians’ judgment to estimate preoperative exercise capacity. JAMA Intern Med
2014;174:1507-8.

6 Struthers R, Erasmus P, Holmes K, Warman P, Collingwood A, Sneyd JR, et al.
Assessing fitness for surgery: A comparison of questionnaire, incremental shuttle
walk, and cardiopulmonary exercise testing in general surgical patients. BrJ Anaesth
2008;101:774-80.

7 Li MH, Bolshinsky V, Ismail H, Ho KM, Heriot A, Riedel B, et al. Comparison of
duke activity status index with cardiopulmonary exercise testing in cancer patients.
J Anesth 2018;32:576-84.

8 Brunelli A, Belardinelli R, Refai M, Salati M, Socci L, Pompili C, et al. Peak oxygen
consumption during cardiopulmonary exercise test improves risk stratification in
candidates to major lung resection. Chest 2009;135:1260-7.

9 Moran J, Wilson F, Guinan E, McCormick P, Hussey J, Moriarty J, et al. Role of
cardiopulmonary exercise testing as arisk-assessment method in patients undergoing
intra-abdominal surgery: A systematic review. BrJ Anaesth 2016;116:177-91.

10 Guazzi M, Bandera F, Ozemek C, Systrom D, Arena R. Cardiopulmonary exercise
testing: What is its value? J Am Coll Cardiol 2017;70:1618-36.

11 Kristensen SD, KnuutiJ, Saraste A, Anker S, Bgtker HE, De Hert S, eral. 2014 ESC/
ESA guidelines on non-cardiac surgery: Cardiovascular assessment and management:
The joint task force on non-cardiac surgery: Cardiovascular assessment and
management of the European Society of Cardiology (ESC) and the European Society
of Anaesthesiology (ESA). Eur J Anaesthesiol 2014;31:517-73.

KANIL RANJITH KUMAR

LOKESH KASHYAP

Department of Anaesthesiology, Pain Medicine and Critical Care
All India Institute of Medical Sciences

New Delhi

lokeshkashyap @yahoo.com




