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La prehabilitacion, un paso mds en la optimizacion del paciente quirurgico

The biological response of the body to an aggression, controlled
or otherwise, will depend on its physiological reserve. This
physiological reserve, which varies widely among individuals,
depends on different factors that are more or less inherent to
the patient, such as patient age, associated diseases, reserve of
muscle mass and albumin levels.

Although it is a well-known concept presented in the first
chapter or so of surgical texts, laparoscopic approaches have
made us more aware of its significance. Laparoscopy opened
our eyes to a new reality in postoperative patient recovery,
with a lower inflammatory reaction and faster postoperative
recovery.

This has meant not only a change in the approach of
surgeons; anesthesiologists have also faced the challenge of
intraoperative changes brought on by laparoscopy. Further-
more, in one way or another, we have all understood the need
for closer collaboration for the sake of greater patient benefits.

Since then, we have not stopped investigating and applying
perioperative changes that have allowed us to advance
towards achieving a common goal: better and faster recovery
of our patients.

Since Henrik Kehlet of Denmark introduced the fast-track
concept in the 1990s, we have incorporated this concept with
progressive acceptance by all healthcare professionals directly
or indirectly involved in the surgical process. The periopera-
tive changes that this concept has introduced have allowed us
to obtain better postoperative results that most definitely
translate into a faster recovery of the patient’s baseline
situation.

But the increase in life expectancy of the general
population also entails the progressive increase in the average
age of our patients. Consequently, there is a higher percentage
of elderly patients with ‘fragility’ criteria or multiple associa-
ted diseases requiring major surgery, resulting in greater

postoperative morbidity and mortality’ and a notable reduc-
tion in physiological and functional capacity.?

In 1992, Buchner and Wagner defined frailty as a syndrome
of weakness, declining mobility and reduced reserve capacity,
which determine a greater risk of disability and death when
faced with minor external stress when homeostasis is not
maintained.

Thus, frail patients undergoing elective surgery have more
postoperative complications, longer hospitalizations and a
greater number of discharges to rehabilitation centers instead
of their homes.**

In these patients, the application of different fast-track
components could provide obvious benefits, although not
sufficient. We need better preoperative optimization of their
baseline state, beyond minimizing the aggression implicit in
surgery. To achieve this, it is necessary to improve the
functional status score of these patients (physical, nutritional
and psychological status), since it is one of the factors involved
in the poor postoperative evolution and on which we can act.®

Thus, the concept of pre-rehabilitation emerged as a
program designed to improve patient functional capacity
before surgery, with recommendations for physical activity,
adequate nutrition and reduced anxiety and frustration. This
preparation requires very active patient participation, and itis
essential for the patient to understand the importance of his/
her effort.

Prehabilitation models have been preferentially described
in cardiovascular and thoracic surgery. In recent years, certain
publications have provided data for models applied to
abdominal surgery, including for cancer, although there have
been mixed results in terms of the benefits obtained with
these programs. These results can be explained by the
variability in the patient inclusion criteria, as well as the
heterogeneity of the proposed programs.
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In this regard, all studies agree that the patients in whom
the benefits of these programs is significantly observed are
those at high risk (ASA III and IV), as well as those with a
preoperative study showing evidence of functional decline.
Similarly, in a prospective randomized study with an intensive
exercise program in ASA IIl and IV patients undergoing major
abdominal surgery, Barberan-Garcia et al.” observed a signi-
ficant reduction in postoperative complications compared to
the control group.

This highlights the importance of standardizing the
inclusion criteria and the tests to be performed to establish
those criteria.

Several studies have shown that the preoperative functio-
nal reserve, assessed with the 6-minute walk test (6MWT) is a
predictive factor for postoperative morbidity and mortality.®
101t is a simple, cheap and reproducible test. A test value of less
than 400m is an indicator of reduced mobility, limited
independence and worse postoperative results.”*"*? Recent
studies show that this limit could be used to identify patients
with indications to be included in a prehabilitation program.*?

Although there is variability in times and exercises to be
performed, most groups establish a 4-week training program
because this period is able to obtain an evident increase in
patient functional capacity, shown by a significant increase in
the meters walked in the 6MWT."* There are also coinciding
criteria for recommendations of the exercise to be performed,
which usually consists of a daily aerobic activity associated
with weightlifting exercises at least 3 times per week. Of
course, they must be appropriate for the capabilities of each
patient and, above all, simple if we want to achieve patient
compliance.™

Regarding the third aspect that makes up the trimodal
therapy, aimed at reducing the patient’s state of anxiety and
depression, different techniques have been proposed. Mind-
fulness therapies are widely accepted and offer obvious
benefits. Unfortunately, on many occasions the patients
themselves give up on group therapy.

In short, an interesting aspect that emerges from the use of
prehabilitation that we should also consider is that patients
who have followed the preparation guidelines are more
‘obedient’ when it comes to complying with postoperative
rehabilitation instructions, and they are more active in their
recovery.'® One possible reason is that many of them had
internalized that there are tasks that they were no longer able
to perform and, during the pre-rehabilitation process, they
observed that they were able to partially or totally recover
some of these capabilities. They become aware that progressis
up to them, and they come to ‘enjoy’ the process. They also do
not want to lose any progress made and, consequently, want
to recover it after surgery. Thus, this process not only prepares
patients to better overcome surgery, but they also to learn to
acquire healthy lifestyle habits that are maintained over time.

Likewise, the introduction of prehabilitation in cancer
patients requires a new consideration of the period transpired
between diagnosis and the start of treatment, as prehabilita-
tion should be considered part of the treatment process.
Meanwhile, we must correctly select patients who will benefit
from preparation.

Of course, the challenge of prehabilitation must be
approached from a multidisciplinary model where nutrition,

rehabilitation, surgery, anesthesia, psychiatry, psychology
and nursing units are currently involved. It is probably also
advisable to add the geriatric unit to the equation, which
would provide a global vision for a process in which most of
the protagonists are elderly patients.
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