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Comparison of post operative mortality figures are often compromised by differences 

in the background co-morbidity within populations. Standard tests for the 

preoperative evaluation of patients prior to surgery are poor at predicting actual risk. 

Objective preoperative cardiopulmonary exercise testing (CPX) has been shown to 

provide an indication of individual risk. CPX has also been used to identify patients at 

high risk (with an anaerobic threshold <11ml/min/kg) who may benefit from 

enhanced postoperative monitoring in a critical care setting. Functional capacity can 

also be expressed as metabolic equivalents (MET). The aim of this study was to 

evaluate the use of formal preoperative CPX assessment in a tertiary referral 

pancreatico-biliary centre. 

Methods: 

In a 6 months period, 22 patients with a clinical diagnosis of pancreatic or peri-

ampullary neoplasia, who were deemed suitable for resection on clinical and 

radiological staging, underwent formal CPX using a cycle ergometer. 10 patients were 

male and 12 female with a median age of 61.5 years (range 19-77). 

Results: 

AT was unable to be measured in 5 patients; one due to arthritic pain, one due to 

significant ischaemic ECG changes and three due to abnormal breathing pattern. 

Median AT was 8.6 (8.9-12.5), 15 patients had AT<11 and 2 patients had AT>11. 

Functional capacity, as measure by peak VO2 and converted into METs, was 

measured in 21/22; those with good functional capacity n=11(MET>4) and those with 

poor functional capacity n=10 (MET<4). One patient was turned down for surgery on 

the basis of further cardiac evaluation. Twenty-one patients proceeded to exploration, 

20 undergoing a pancreatico-duodenectomy and one a palliative bypass. No patient 

had an elective post-operative admission to ITU. Thirty day mortality was 4%. 

 

Conclusion: 

AT and MET scoring indicates a high level of background morbidity with associated 

high risk of perioperative morbidity in our population. If suggested guidelines were 

followed, >80% of patients should receive elective ITU admission. Given that current 

mortality is 4%, further evidence proving ITU admission reduces mortality in such 

groups would be required before implementing a policy with significant resource 

implications. 

 

 

 


