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year immediately on operative costs alone,®®* and, on
the basis of these two papers, there would be 170 fewer
postoperative deaths annually, and many hundreds of
fewer strokes, myocardial infarctions, and infections.

While perverse incentives remain in place, the TKR
industry will continue to grow steadily encouraged
by statistics based upon revision rates alone. With
hundreds of lives and hundreds of millions of pounds at
stake every year, a change in knee replacement strategy
deserves consideration today, as it did with mastectomy
25 years ago.

Justin P Cobb
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Do we need to know whether nitrous oxide harms patients? @

In The Lancet, Paul Myles and colleagues' investigate
the association between oxide exposure
and cardiovascular complications such as non-fatal
myocardial infarction, stroke, pulmonary embolism,
cardiac arrest, and death, within 30 days of surgery,
in patients with known or suspected coronary artery
disease having major non-cardiac surgery under general

nitrous
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anaesthesia. The rationale for this large, multicentre
study, which involved more than 7000 patients from
45 centres, was the observation that short-term exposure
to nitrous oxide led to significant increases in plasma
homocysteine.? Hyperhomocysteinaemia impairs arterial
flow and has been associated with cardiovascular disease >
The authors report that nitrous oxide did not increase
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the risk of postoperative death and cardiovascular
complications compared with patients who received
a nitrous-oxide-free anaesthetic: 283 patients (8%)
who received nitrous oxide reached the trial’s primary
endpoint as compared with 296 patients (8%) who
did not (relative risk 0-96, 95% CI 0-83-1-12). The risk
of surgical site infection was not increased in patients
exposed to nitrous oxide, nor was length of hospital stay
prolonged. However, not unexpectedly, patients who
received nitrous oxide were significantly more likely to
have severe postoperative nausea and vomiting than
were those who did not (relative risk 1-35, 1-19-1.53).

This large study is remarkable for several reasons.
The results are reassuring, although most anaesthetists
are probably not very concerned with the potential
cardiovascular risk of nitrous oxide. First tested as an
anaesthetic in a patient by the dentist Horace Wells
in 1844, and later becoming a popular adjuvant for
general anaesthesia, nitrous oxide is one of the oldest
drugs in use. Supplementation with this non-flammable
gas enabled anaesthetists to reduce the dose of more
potent, but potentially harmful, inhaled anaesthetics
such as ether or chloroform, and later halothane.
As recently as 30 years ago, almost every general
anaesthetic included nitrous oxide as an adjuvant.
Trainee anaesthetists were taught to take advantage
of nitrous oxide's second-gas effect to accelerate mask
induction, mainly in children, and to avoid it in patients
with bullae, pneumothorax, or ileus, because the
entrance of nitrous oxide into a closed space results in
an increase in volume.

Since the early 1980s, nitrous oxide has been
known to inactivate vitamin B12 through rapid loss
of methionine synthase activity in the liver,* and was
therefore contraindicated in patients with pernicious
anaemia. About 15 years ago, the use of nitrous oxide
for general anaesthesia started to decrease steadily,
mainly in Europe. Many hospitals have now stopped
using the gas, perhaps with the exception of mask
induction in children—eg, in Geneva University
Hospitals in Switzerland, the annual consumption of
nitrous oxide has decreased from more than 7000 kg
in the late 1990s to less than 700 kg in 2013 (Chal J-F,
Geneva University Hospitals, Geneva, Switzerland,
personal communication).

There are several possible explanations for this decrease.
First, evidence was growing that nitrous oxide was not

as harmless as it seemed. Even today, the possibility
exists of inadvertent fatal hypoxaemia resulting from
technical errors in its administration.® In addition to the
potential cardiovascular risk, it became apparent that not
all patients were at equal risk of homocysteine-associated
nitrous oxide toxicity, and that the risk might be greater in
a subset of patients with genetic predisposition.® Results
of investigations in animals suggested that nitrous oxide
was neurotoxic” Second, the anaesthetic pharmacy
has gradually replaced old inhalational and intravenous
drugs with long half-lives and sometimes potentially
serious adverse effects with modern, ultra-short-acting,
better-tolerated drugs. In this context, the role of nitrous
oxide in sparing the use of old anaesthetics has become
meaningless. As a collateral effect of abandoning old
anaesthetics with strong emetogenic potencies, nitrous
oxide itself developed an increasing reputation as an
emetogenic drug that should be avoided to decrease the
risk of postoperative nausea and vomiting.?

Finally, and perhaps most importantly, two major
pharmacological and technical innovations substantially
changed the way anaesthetists have been delivering
general anaesthesia. The advent of total intravenous
anaesthesia meant that instead of administering
volatile anaesthetics through a mask or a tracheal
tube, anaesthetists inject hypnotic and analgesic drugs
intravenously, often using syringe drivers to ensure
stable plasma concentrations throughout surgery. The
latest generation of syringe drivers—Target Controlled
Infusion systems—are coupled to computers that contain
pharmacokinetic software to enable individualised drug
administration.® Intravenous drug administration is by
definition free from nitrous oxide. Indeed, anaesthetists
who preferentially use intravenous drug administration
have banned nitrous oxide from their theatres. The
second recent anaesthetic innovation was development
of high-capability anaesthetic machines that enable
ventilation of patients with low fresh gas flows. Gas
flows pumped into the patient’s lungs from the machine
have decreased from eight or more litres per min to one
litre per min. Consequently, consumption of volatile
anaesthetics has decreased sharply, and nitrous oxide as
a sparing drug has, again, become obsolete.

Although the results of Myles and colleagues’ study*
are encouraging, whether these data will lead to a
change in clinical practice is unclear. Anaesthetists
who no longer use nitrous oxide will not resume use
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after reading the study, and those who still use it have
no obvious reason to stop. The percentage of general
anaesthetics throughout the world that still contain
nitrous oxide is unknown; it is probably very low in
Europe and perhaps higher elsewhere—eg, in North
America. The main questions therefore are why some
anaesthetists continue to use nitrous oxide, and how
much research is needed to prove that nitrous oxide is
obsolete, although it does not necessarily harm patients
after short-term administration. One of the merits of
Myles and colleagues’ study might be to provoke a
new discussion about the usefulness and safety profile
of this old drug. Anaesthetists who use nitrous oxide
without having previously questioned it might now ask
themselves whether it is justified to continue using a
weak analgesic that has no clear advantage compared
with modern alternatives, that does not significantly add
to the quality and efficacy of contemporary anaesthesia
practice, that makes patients sick, and for which the
safety profile is, at the very least, doubtful. Perhaps now
is the time to stop using nitrous oxide altogether, and to
remove it from WHO’s list of essential medicines.”

Martin R Tramer

Division of Anaesthesiology, Department of Anaesthesiology,
Clinical Pharmacology and Intensive Care Medicine, Geneva
University Hospitals, CH-1211 Geneva, Switzerland
martin.tramer@hcuge.ch

Controlling Ebola: next steps

The Ebola epidemic is paradoxical: it is out of control
yet readily controllable. The key to epidemic control is
rapid diagnosis, isolation, and treatment of infected
individuals.* This approach was used in past Ebola
outbreaks through contact tracing, in which anyone
exposed to a person with Ebola was monitored,
tested if they developed symptoms, and, if positive,
securely transported to a health facility for treatment.?
Moreover, while 60-90% of untreated patients with
Ebola die, effective medical care could reduce this rate
to below 30%.2 This strategic approach was not taken
in time during the present Ebola outbreak in west
Africa. According to estimates from the US Centers
for Disease Control and Prevention, about 60% of all
Ebola infections in west Africa remain undiagnosed
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in the community with the potential for hundreds of
thousands of cases by mid-2015.% Infected individuals
become contagious when they begin to show
symptoms. Without effective isolation, each Ebola
patient is estimated to transmit the virus to around
1.8 additional people, leading to the exponential growth
of infections with a doubling time of around 20 days.
Control strategies based on rapid diagnosis, patient
isolation, and treatment, can reduce the transmission
to well under one additional person per infected case,
thereby rapidly containing the epidemic.*

No coherent national or international approach has
so far been implemented to integrate the intervention
chain from case identification to diagnosis, to secure
transport, to isolation and treatment. While efforts

@

Published Online

October 8, 2014
http://dx.doi.org/10.1016,
50140-6736(14)61696-2

/

1409



Articles

@™®

CrossMark

Lancet 2014; 384:1446-54

Published Online
August 18, 2014
http://dx.doi.org/10.1016/
S0140-6736(14)60893-X

See Editorial page 1401
See Comment page 1407
*Members listed in appendix

Alfred Hospital, Melbourne,
VIC, Australia

(Prof P S Myles MD,

S Wallace MPH); Monash
University, Melbourne, VIC,
Australia (Prof P S Myles,

Prof K Leslie MD,

Prof A Forbes PhD, S Wallace);
Royal Melbourne Hospital,
Parkville, Melbourne, VIC,
Australia (Prof K Leslie); Chinese
University of Hong Kong, Hong
Kong Special Administrative
Region, China

(MTYV Chan FANZCA); Austin
Hospital, Heidelberg,
Melbourne, VIC, Australia

(PJ Peyton PhD); University of
Western Australia, Perth, WA,
Australia (M ) Paech DM);
Toronto General Hospital,
Toronto, ON, Canada

(W S Beattie PhD); Cleveland
Clinic, Cleveland, OH, USA

(D I Sessler MD); Hamilton
Health Sciences, Hamilton, ON,
Canada (P Devereaux PhD);
St Vincent's Hospital, Fitzroy,
Melbourne, VIC, Australia

(B Silbert FANZCA); Royal
Victoria Hospital, Montreal,
QC, Canada (T Schricker MD)

Correspondence to:

Prof Paul S Myles, Department of
Anaesthesia and Perioperative
Medicine, Alfred Hospital,
Melbourne, VIC 3004, Australia
p.myles@alfred.org.au

1446

The safety of addition of nitrous oxide to general
anaesthesia in at-risk patients having major non-cardiac
surgery (ENIGMA-II): a randomised, single-blind trial

Paul S Myles, Kate Leslie, Matthew TV Chan, Andrew Forbes, Philip | Peyton, Michael | Paech, W Scott Beattie, Daniel | Sessler, P | Devereaux,
Brendan Silbert, Thomas Schricker, Sophie Wallace, and the ANZCA Trials Group for the ENIGMA-Il investigators*

Summary

Background Nitrous oxide is commonly used in general anaesthesia but concerns exist that it might increase
perioperative cardiovascular risk. We aimed to gather evidence to establish whether nitrous oxide affects perioperative
cardiovascular risk.

Methods We did an international, randomised, assessor-blinded trial in patients aged at least 45 years with known or
suspected coronary artery disease having major non-cardiac surgery. Patients were randomly assigned via automated
telephone service, stratified by site, to receive a general anaesthetic with or without nitrous oxide. Attending
anaesthetists were aware of patients’ group assignments, but patients and assessors were not. The primary outcome
measure was a composite of death and cardiovascular complications (non-fatal myocardial infarction, stroke,
pulmonary embolism, or cardiac arrest) within 30 days of surgery. Our modified intention-to-treat population
included all patients randomly assigned to groups and undergoing induction of general anaesthesia for surgery. This
trial is registered at ClinicalTrials.gov, number NCT00430989.

Findings Of 10102 eligible patients, we enrolled 7112 patients between May 30, 2008, and Sept 28, 2013. 3543 were
assigned to receive nitrous oxide and 3569 were assigned not to receive nitrous oxide. 3483 patients receiving nitrous
oxide and 3509 not receiving nitrous oxide were assessed for the primary outcome. The primary outcome occurred in
283 (8%) patients receiving nitrous oxide and in 296 (8%) patients not receiving nitrous oxide (relative risk 0-96,
95% CI 0-83-1-12; p=0-64). Surgical site infection occurred in 321 (9%) patients assigned to nitrous oxide, and in
311 (9%) patients in the no-nitrous oxide group (p=0-61), and severe nausea and vomiting occurred in 506 patients
(15%) assigned to nitrous oxide and 378 patients (11%) not assigned to nitrous oxide (p<0-0001).

Interpretation Our findings support the safety profile of nitrous oxide use in major non-cardiac surgery. Nitrous
oxide did not increase the risk of death and cardiovascular complications or surgical-site infection, the emetogenic
effect of nitrous oxide can be controlled with antiemetic prophylaxis, and a desired effect of reduced volatile agent
use was shown.

Funding Australian National Health and Medical Research Council; Australian and New Zealand College of
Anaesthetists; Heart and Stroke Foundation of Quebec, Heart and Stroke Foundation of Ontario, Canada; General
Research Fund of the Research Grant Council, Hong Kong Special Administrative Region, China.

Introduction

At least 5% of the 230 million people worldwide who
have major surgery each year will have a major
perioperative  cardiovascular complication. These
complications prolong hospital stay, are a threat to
disability-free survival, and greatly increase health-care
costs,' contributing an estimated US$20 billion to costs
for hospital care and long-term care annually in the USA
alone.” The postoperative period is associated with
increased myocardial oxygen demand,’ hypotension, and
a procoagulant state. Patients with coronary artery
disease are at high risk of cardiovascular complications
in this setting.

Nitrous oxide is a commonly used anaesthetic that
has been given to billions of patients in the past
150 years. That nitrous oxide increases the risk of
postoperative nausea and vomiting is well established,

but whether it causes more serious complications is
unclear. Concern persists because nitrous oxide
increases postoperative plasma homocysteine concen-
trations and impairs endothelial function.>* Both
consequences are exposure-dependent and are probably
greater in at-risk patients.®

Chronic hyperhomocysteinaemia is associated with
cardiovascular disease, but efforts to decrease this risk by
reduction of homocysteine concentrations have had
mixed results.”® Whether nitrous oxide is associated
with myocardial injury during and after surgery is
uncertain.® In our previous multicentre trial—the
Evaluation of Nitrous Oxide in the Gas Mixture for
Anaesthesia (ENIGMA) trial*—we observed a non-
significant increase (from 0-7% to 1-3%, p=0-26) in
ischaemic cardiac complications within 30 days of
surgery,® and a significant increase in late myocardial

www.thelancet.com Vol 384 October 18, 2014


http://crossmark.crossref.org/dialog/?doi=10.1016/S0140-6736(14)60893-X&domain=pdf

Articles

infarction (from 4-5% to 6-4%, p=0-04; median follow-
up 3-5 years)” in patients receiving nitrous oxide.
However, the ENIGMA trial was not designed to assess
cardiovascular complications, and enrolled only
2050 patients, most of whom were not at high risk of a
cardiovascular complication. The trial was thus
underpowered for cardiovascular outcomes.”

The aim of the present trial (ENIGMA-II) was to
establish whether addition of nitrous oxide to the
anaesthetic regimen would increase occurrence of death
and cardiovascular complications in at-risk patients
having non-cardiac surgery.

Methods

Study design and participants

We have published the design and rationale of the
prospective, multicentre, international randomised
ENIGMA-II trial.” The study was approved by the ethics
committee at each site. The steering committee members
vouch for the accuracy of the dataset, and adherence to
the protocol and analysis plan.

Eligible participants included adults aged at least
45 years who were at risk of cardiovascular complications
and who were having non-cardiac surgery under general
anaesthesia that was expected to last more than 2 h.
Cardiac risk factors included a history of coronary artery
disease, heart failure, cerebrovascular disease, or
peripheral vascular disease, or older age (=70 years) with
other comorbidities;"” complete details are reported in the
online appendix. Because nitrous oxide administration
precludes a high inspired oxygen concentration, we
excluded patients in whom intraoperative supplemental
oxygen administration was planned, including those
having thoracic surgery requiring one-lung ventilation,
and patients with substantially impaired gas exchange.
We also excluded patients at high risk of postoperative
emesis. Written informed consent was provided by all
patients who agreed to participate.

Randomisation and masking

Patients were randomly assigned to receive a general
anaesthetic with or without nitrous oxide. Randomisation
was done with a computer-generated code, accessed via
an automated telephone voice-recognition service.
Treatment assignment was stratified by site with
permuted blocks. The attending anaesthetists were aware
of the patients’ group assignments, but the patients, their
surgical team, the postoperative interviewers, and
endpoint adjudicators were not.

Procedures

For patients assigned to receive nitrous oxide,
anaesthetists were advised to give nitrous oxide at an
inspired concentration of 70% in 30% oxygen, and for
patients assigned not to receive nitrous oxide,
anaesthetists were advised to give an air-oxygen mixture
with an inspired oxygen concentration of 30%, after
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induction of anaesthesia and tracheal intubation or
laryngeal mask insertion, and until completion of surgery.
Arterial desaturation was treated at the anaesthetist’s
discretion with any airway or ventilatory manoeuvre,
including increase of the inspired oxygen concentration.

All patients otherwise received standard anaesthetic
and other perioperative care. Anaesthetic depth was
adjusted according to clinical judgment; this could
include the use of bispectral index monitoring (Covidien,
CO, USA) or entropy monitoring (Datex-Ohmeda,
Helsinki, Finland). Neuraxial or other regional
anaesthetic techniques could be added to general

See Online for appendix

12140 patients undergoing major (>2h)
surgery and general anaesthesia

2038 not eligible

v

1090 exclusion criteria
116 patient wanted a regional
anaesthetic
8 previously enrolled
824 research staff unavailable or other

A4

10102 patients eligible for study

A4

2990 not consented
2043 patient refused
834 anaesthetist refused (most not
wanting to use nitrous oxide)
31 anaesthetist forgot
82 no reason given

A4

7112 patients enrolled and randomised |

|
v v

3543 assigned to receive nitrous oxide

| | 3569 assigned not to receive nitrous oxide

5 not eligible 3 not eligible
14 consent withdrawn 14 consent withdrawn
21 other -~ 7| 28other

8 previously enrolled

N N

8 previously enrolled

3495 underwent induction of anaesthesia |

3516 underwent induction of anaesthesia

1 withdrew consent
3 days after surgery

3 spinal anaesthesia
used

8 spinal anaesthesia
used

1 surgery cancelled

2 lost to follow-up

N N

1 surgery cancelled
3 lost to follow-up

3483 assessed for primary endpoint (of whom
17 received a high inspired oxygen fraction,
and no or reduced nitrous oxide)

during surgery)

3509 assessed for primary endpoint (of whom
seven received a high inspired oxygen fraction

Figure 1: Trial profile
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anaesthesia. Anaesthetists were expected to give

prophylac‘Fic antibioticg as per local r(?utine practice z‘lnd R
were advised to avoid intraoperative hypothermia.” (n=3495) (n=3516)
Patients were reviewed daily while in hospital and were (Continued from previous column)
Nitrous oxide  No nitrous oxide Clopidogrel 195 (6%) 188 (5%)
(n=3495) (n=3516) Ticlopidine 9 (0%) 8 (0%)
Age (years) 69:2(9:8) 69-5(9-7) Warfarin 188(5%) 174 (5%)
Age 65 years 2313 (66%) 2359 (67%) Cyclo-oxygenase-Il inhibitor 92 (3%) 89 (3%)
Men 2242 (64%) 2217 (63%) Nitrates 318 (9%) 320(9%)
Bodyweight (kg) - mean 783(201) 777 (19-1) Statin 2227 (64%) 2260 (64%)
Body-mass index (kg/m) 27:9(65) 278(61) iii;?:!ﬁ'.ifkii angiotensin- 1937 (55%) 1968 (56%)
Ethnicity Amiodarone 41 (1%) 50 (1%)
White 2587(74%) - 2630(75%) B blocker B47G39%)  1347(38%)
Asian 706 (20%) 701 (20%) Heparin or low-molecular- 281 (8%) 277 (8%)
Indian/Pakistani 63 (2%) 57 (2%) weight-heparin
Black 19 (1%) 11(<1%) Diuretics 819 (23%) 853 (24%)
Other 43 (1%) 50 (1%) Calcium-channel blocker 1148 (33%) 1207 (34%)
ASA physical status score Digoxin 103 (3%) 112 (3%)
| 15 (<1%) 11(<1%) Insulin 359 (10%) 341 (10%)
Il 1068 (31%) 1109 (32%) Oral hypoglycaemic 928 (27%) 906 (26%)
I 2180 (62%) 2133 (61%) Current antibiotic therapy 274 (8%) 287 (8%)
v 232 (7%) 262 (8%) Preoperative laboratory tests
Good exercise capacity =4 METS 2620 (75%) 2659 (76%) Blood glucose (mmol/L) 7:0 (2:5) 69 (2:6)
Modified nausea and vomiting risk Haemoglobin (g/L) 131 (19) 131 (19)
0 280 (8%) 229 (7%) Creatinine (mmol/L) 84 (70-105) 85 (70-106)
il 1212 (35%) 1199 (34%) Dipyridamole-thallium scan 402 (12%) 389 (11%)
2 1415 (40%) 1551 (44%) If positive, fixed defect* 103 (26%) 94 (24%)
3 571 (16%) 515 (15%) Reversible defect* 133 (33%) 116 (30%)
4 9(0%) 19 (1%) Type of surgery
Pre-existing medical conditions Colorectal 165 (5%) 174 (5%)
Hypertension 2941 (84%) 2994 (85%) Gastrointestinal 549 (16%) 521 (15%)
Coronary artery disease 1257 (36%) 1309 (37%) (non-colorectal)
Heart failure 268 (9%) 276 (8%) Neurosurgery-spinal 280 (8%) 280 (8%)
Previous myocardial infarction 733 (21%) 768 (22%) Urology-renal 289 (8%) 312 (9%)
Previous CABG or PCl 777 (22%) 825 (24%) Orthopaedic 483 (14%) 481 (14%)
Peripheral vascular disease 1201 (34%) 1213 (35%) Gynaecology 166 (5%) 151 (4%)
Previous stroke or TIA 637 (18%) 627 (18%) Ear, nose, throat, or 102 (3%) 101 (3%)
Hypercholesterolaemia 1950 (56%) 2018 (57%) gmmEls
(26-2 mmol/L) Vascular 1348 (39%) 1369 (39%)
Current smoker (<6 weeks) 686 (20%) 622 (18%) Plastics 50 (1%) 45 (1%)
Chronic obstructive lung 600 (17%) 645 (18%) Other 67 (2%) 82 (2%)
disease/asthma Elective 3357 (96%) 3370 (96%)
Diabetes 1310 (38%) 1270 (36%) Contaminated or dirty 635 (18%) 672 (19%)
Current infection or fever 130 (4%) 156 (4%) (infected)
Other 1257 (36%) 1422 (40%) Pre-induction monitoring
Dietary factors Heart rate (beats per min) 73(14) 73 (14)
Vegan or vegetarian 50 (1%) 54 (2%) Systolicblood pressure (mm Hg) 149 (26) 150 (26)
Folate or other vitamin B 654 (19%) 620 (18%) Duration of surgery (h) 2:6(1:9-37) 2:6(1.9-36)
supplementation Duration of anaesthesia (h) 32 (2:4-4-4) 32 (2:4-4-4)
Vitamin B,, (daily oral, or 108 (3%) 94 (3%)
injection <3 months) Data are mean (SD), n (%), or median (IQR). ASA=American Society of
Preoperative medications Anesthesiologists. METS=metabolic equiv?lents. CABG:coronawénery bypas%
graft surgery. PCl=percutaneous coronary intervention. TIA=transient ischaemic
Aspirin within 5 days 1466 (42%) 1459 (42%) attack. NSAID=non-steroidal anti-inflammatory drug. ACE=angiotensin
NSAID (excluding aspirin) 168 (5%) 164 (5%) converting enzyme. *Percentage of all scans.
(Table 1 continues in next column) Table 1: Baseline characteristics of the patients at entry
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contacted by telephone at 30 days after surgery to
ascertain whether they had had any of the prespecified
outcomes. Additionally, patients’ medical records were
reviewed. When outcomes or adverse events were
detected, further testing or clinical review was arranged.

We recorded patient demographic and perioperative
data. The American Society of Anesthesiologists’ (ASA)
physical status classification (ASA I to IV) score was used
to indicate perioperative risk. The risk of postoperative
nausea or vomiting was estimated with a modification of
validated criteria,” which resulted in a score of 0 (low
risk) to 4 (high risk).

A 12 lead electrocardiograph was recorded pre-
operatively and on days 1 and 3 after surgery. Blood for
troponin (or, if unavailable, creatine kinase-myocardial
band) measurement was collected at 6-12 h after surgery
and on the first 3 postoperative days. Other laboratory
tests were ordered if clinically indicated.

Outcomes

We devised a statistical analysis plan with a hierarchical
list of prespecified endpoints and published it on a public
trial website before completion of the trial (appendix). A
masked endpoint adjudication committee assessed all
major study outcomes.

The primary outcome of the study was a composite of
death and cardiovascular events (non-fatal myocardial
infarction, cardiac arrest, pulmonary embolism, and
stroke) during the initial 30 postoperative days.
Postoperative myocardial infarction was defined according
to the third universal definition,” requiring raised cardiac
biomarker plus at least one of: ischaemic symptoms,
pathological Q waves, electrocardiographic changes
indicative of ischaemia, coronary artery intervention, or
new wall motion abnormality on echocardiography or
scanning; or autopsy finding of myocardial infarction. The
threshold for significant raised troponin was the local
laboratory’s 99th percentile of a healthy reference
population (upper reference limit), according to recent
recommendations.”

The prespecified secondary endpoints were non-fatal
myocardial infarction and surgical-site infection. Tertiary
endpoints were all-cause mortality, stroke, pulmonary
embolism, cardiac arrest, severe postoperative nausea
and vomiting, duration of stay in the postanaesthesia
care unit, unplanned admission to the intensive care unit
(ICU), duration of mechanical ventilation, duration of
hospital stay, and overall quality of recovery. Explanatory
endpoints included the incidence of myocardial
ischaemia, fever, need for myocardial revascularisation,
and troponin increase at any time during the first
3 postoperative days.””* We recorded adverse events.

Severe nausea and vomiting was defined by the
occurrence of at least two episodes of severe nausea or
vomiting more than 6 h apart, or if the patient needed
more than two doses of any anti-emetic drug. Patient
quality of recovery after surgery was measured with a

www.thelancet.com Vol 384 October 18,2014

validated nine-item scale score (O=poor recovery to
18=excellent recovery) on the morning after surgery.”*

Statistical analysis

Using a type I error of 0-05 and a type II error of 0-1, the
ENIGMA-II trial needed 7000 patients to detect a
clinically important reduction in the primary outcome of
death and cardiovascular events from 6% to 8%.

Our modified intention-to-treat population included
all patients randomly assigned to groups and
undergoing induction of general anaesthesia for
surgery. 30 day follow-up was completed for more than
99-7% of patients, and reported results are therefore
based on all completed cases without imputation for
missing data. The principal analysis produced
unadjusted risk ratios with 95% CI using binary
regression with a logarithmic link, with the group not

For the statistical analysis plan
see http://www.enigma2.org.au

Nitrous oxide No nitrous oxide p value
(n=3495) (n=3516)
Inspired oxygen concentration 30 (30-36) 33 (30-40) <0-0001
Bispectral index or entropy monitoring 1396 (40%) 1403 (40%) 0-92
Anaesthetic drugs
Midazolam 1836 (53%) 1883 (54%) 0-43
Fentanyl 2850 (82%) 2865 (82%) 0-88
Morphine 1622 (47%) 1636 (47%) 0-98
Ketamine 154 (4%) 168 (5%) 0-48
Other opioid 1007 (29%) 1071 (31%) 0-14
Propofol
Induction 3312 (95%) 3338 (95%) 0-91
Maintenance 111 (3%) 111( %) >0-99
Thiopental 44 (1%) 36 (1%) 0-37
Etomidate 99 (3%) 97 3%) 0-89
B blocker 355 (10%) 349 (10%) 0-75
Clonidine 173 (5%) 141 (4%) 010
End-tidal volatile concentration 0-56 (0-44-0-70) 0-87 (0:72-1.0) <0-0001
(MAC equivalents)
Regional local anaesthetic block 934 (27%) 970 (28%) 0-44
Prophylactic antiemetic used 2088 (60%) 1934 (55%) <0-0001
Prophylactic antibiotic(s) used 3324 (95%) 3365 (96%) 035
Intraoperative haemodynamic monitoring lowest value
Heart rate (beats per min) 52 (47-60) 54 (48-61) <0-0001
Systolic blood pressure (mm Hg) 90 (80-98) 88 (80-95) 0-001
Oxygen saturation (%) 96 (95-98) 97 (95-98) <0-0001
Intraoperative haemodynamic monitoring highest value
Heart rate (beats per min) 80 (70-90) 80 (70-90) 0-20
Systolic blood pressure (mm Hg) 154 (140-171) 153 (140-170) 0-96
Oxygen saturation (%) 99 (98-100) 99 (99-100) <0-0001
Body temperature at wound closure (°C) 36-3(1-3) 36-3(13) 076
Mechanical ventilation in PACU (h) 2 (1-3) 1(1-0-4-0) 0-42
Blood glucose in PACU (mmol/L) 82(2:5)* 81(2:5)t 011
Data are median (IQR), n (5), mean (SD), or p value. P values calculated by either a chi-squared test or a Wilcoxon Rank Sum
test. MAC=minimum alveolar concentration, a measure of anaesthetic volatile drug potency; the MACs of sevoflurane,
isoflurane, and desflurane are 1-80, 1-15, and 6-0, respectively. PACU=post-anaesthesia care unit. *n=29. tn=28.
Table 2: Anaesthetic and other intraoperative procedures
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receiving nitrous oxide as the reference category.
Duration of hospital stay was analysed with Cox
regression with censoring at 30 days, and in-hospital
deaths assigned the highest length of stay.

The total duration of ventilation in the ICU was
calculated as a proxy measure for ICU stay, with
censoring at 720 h (30 days) and death in the ICU
assigned the highest rank in a Wilcoxon censored rank
test. Adverse event severity was analysed using ordinal
logistic regression. Other secondary endpoints were
compared with y2tests for binary outcomes or Wilcoxon
rank sum tests for continuous outcomes. We assessed
differences in the primary endpoint across specified
subgroups by adding a treatment-by-subgroup
interaction term to the binary regression models. We did

Nitrousoxide  No nitrous oxide Risk ratio p value
(n=3483) (n=3509) (95% CI)t
Primary endpoint 283 (8%) 296 (8%) 0-96 (0-83-112) 0-64
Death 42 (1%) 57 (2%) 074 (0-50-1-11) 014
Myocardial infarction 215 (6%) 219 (6%) 0-99 (0-82-119) 0-91
Stroke 26 (1%) 19 (1%) 138(0-76-2:49)  0-29
Cardiac arrest 15 (0%) 19 (1%) 0-80 (0-40-1-56) 0-51
Pulmonary embolism 18 (1%) 22 (1%) 0-82 (0-44-1.53) 0-54
Myocardial ischaemia 311 (9%) 325 (9%) 0-96 (0-83-112) 0-63
(intraoperative or postoperative
within 3 days of surgery)
Surgical-site infection 321(9%) 311 (9%) 1.04(0-90-1-21) 0-61
Raised troponin, exceeding the upper reference limit
Day 1 349 (11%) 381 (12%) 0-93(0-81-1.06)  0-94
Day 2 485 (16%) 473 (16%) 1.03(0-92-1-16)  0-86
Day3 446 (16%) 463 (17%) 0-97(0-86-1:09)  0:92
Severe nausea or vomiting within 506 (15%) 378 (11%) 135(1-19-1:53) <0-0001
3 days of surgery
Day1 387 (11%) 267 (8%) 146 (1:26-170)  <0-0001
Day 2 150 (4%) 115 (3%) 131 (1-04-1-67) 0-025
Day3 109 (3%) 93 (3%) 118 (0-90-1-55) 024
Fever (=38°C) within 3 days of 537 (15%) 547 (16%) 0-99 (0-89-1-11) 0-86
surgery
Day1 258 (7%) 301 (9%) 0-86 (074-101)  0:07
Day2 277 (8%) 282 (8%) 099 (0-84-116)  0-89
Day3 182 (6%) 178 (5%) 1.03(0-84-126) 079
Myocardial revascularisation 27 (1%) 32 (1%) 0-85 (0-51-1-42) 0-53
(PClor CABG)
Day of surgery
PACU stay (h) 1.9 (1:3-31) 1.9 (13-32) 0-88
Admitted to HDU 210 (6:0)* 224 (6-4)t 0-55
Admitted to ICU 379 (11)* 395 (11)t 0-62
Duration of mechanical ventilation 2:2(0-3-19) 46 (03-22) 012
(h)
Unplanned ICU admission 94 (27)% 113 (3:2)§ 0-84 (0-64-1-10) 0-20
Hospital stay (days) 6-1(3-3-10)F 6-1(3-3-10)§ 0-91
Data are n (%) or median (IQR). CABG=coronary artery bypass graft surgery. PCl=percutaneous coronary intervention.
PACU=post-anaesthesia care unit. HDU=high-dependency unit. ICU=intensive care unit. *n=3052. tn=3069. $n=421.
§n=439.
Table 3: Outcomes
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this separately for each subgroup factor. All analyses
were done with Stata version 12.1. All reported p values
are two-sided and not adjusted for multiple comparisons.

A steering committee provided oversight of the trial, a
data quality committee monitored compliance and
completeness of the data, and a data and safety
monitoring committee advised on whether the trial
should be stopped because of clear evidence of benefit or
harm.” Interim analyses were done after enrolment of
3000 and 5000 patients, adjusted according to an O’Brien
and Fleming type I error spending function. The roles
and responsibilities of each committee were defined by
charters. An independent endpoint adjudication
committee, whose members were unaware of the group
assignments, reviewed all primary outcome events and
sought confirmation of surgical-site infection according
to established definitions.”** Sites recruiting 35 or more
participants were independently audited to review a
random sample of cases to verify eligibility criteria,
patient consent, and endpoints using source documents.
No discrepancies were identified during the audits.

The study was registered with ClinicalTrials.gov
number NCT00430989.

Role of the funding source

The funding source had no role in the study design, data
collection, data analysis, data interpretation, or writing of
the report. All authors had access to the primary data and
have final responsibility to submit for publication.

Results

The 45 participating centres from ten countries in the
ENIGMA-II Trial enrolled patients between May 30, 2008,
and Sept 28, 2013. Of 10102 eligible patients, 7112 patients
were enrolled and randomly assigned: 3543 to receive
nitrous oxide and 3569 not to receive nitrous oxide;
7011 patients underwent induction of anaesthesia and
were included at baseline, and 6992 patients were
assessed for the primary endpoint (figure 1). Study patient
mean age was 69 years, and about two-thirds of patients
were men. 62% of patients were classified as ASA III and
7% as ASA IV. The median duration of anaesthesia was
3-2 h. Demographic, dietary, medical, and perioperative
characteristics at baseline were similar between groups
(table 1). The median inspired oxygen concentration was
30% (IQR 30-36) in patients assigned to nitrous oxide
and 33% (IQR 30—40) in those not assigned to nitrous
oxide (table 2). 17% of patients in each group were
admitted to the ICU or high-dependency unitimmediately
after surgery. Some differences were recorded in
anaesthetic drug administration as a result of inclusion of
nitrous oxide in the inspired gas mixture (table 2).

Death or cardiovascular complications occurred within
the first 30 days after surgery in 283 patients (8%) in
patients assigned to nitrous oxide and 296 (8%) patients
not assigned to receive nitrous oxide (relative risk [RR]
for the nitrous group 0-96, 95% CI 0-83-1-12; p=0-64;
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Nitrous oxide No nitrous oxide p value
(n=3483) (n=3509)
Any adverse event 624 (17%) 561 (16%) 0-27*
Mild 103 (3%) 104 (3%)
Moderate 249 (7%) 215 (6%)
Severe 239 (7%) 239 (7%)
Category
Neurological 53 48
Respiratory 103 93
Gastrointestinal 106 85
Cardiovascular 90 25
Urology 72 73
Renal failure/dysfunction 13 3
Hepatic dysfunction 2 7
Vascular 50 38
Bleeding complications 54 56
Skin 5 1
Deep vein thrombosis 18 13
Musculoskeletal/arthritis 13 12
Sepsis 17 16
Lymphatic/oedema 4 4
Anaesthetic 10 11
complications
Unplanned reoperation 15 12
Anaemia 19 12
Anaphylaxis 1 1
Metabolic or electrolyte 1 13
disturbance
Hospital readmission 16 23
Data are n%. *Ordinal logistic regression p value.
Table 4: Adverse events

table 3). As-treated and per-protocol analyses were not
meaningfully affected because of the small fraction of
treatment group crossovers (data not shown).

6692 (95%) of patients had atleast one electrocardiogram
on days 1 or 3 after surgery. Rates of myocardial infarction
and surgical-site infection were similar in both groups
(table 3). The appendix shows the estimated risks of
surgical-site infection for prespecified subgroups.

More patients in the group assigned to receive nitrous
oxide than in the group assigned not to receive nitrous
oxide had severe nausea or vomiting (table 3). This
emetogenic effect was less apparent in those who
received prophylactic antiemetics before the end of
surgery (RR 1-12, 95% CI 0-95-1-32) than in those who
did not, (RR 1-75, 95% CI 1-43-2-13; interaction
p=0-001). Mean patient-rated quality of recovery scores
were lower in the nitrous oxide group (12-7 [SD 3-3])
than in the no-nitrous oxide group (13-0 [3-3]);
p<0-0001.

The proportion of patients who were admitted from the
postoperative surgical ward to intensive care, and the
cumulative duration of mechanical ventilation in patients
admitted to intensive care, were similar between groups

www.thelancet.com Vol 384 October 18,2014

Relative risk of death or major Interaction
cardiovascular events (95% Cl) p value
All patients
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Female —. } p=0-65
Age (years)
<50
50-59
60-69 -+ } p=0-21
70-79 —
>80 R
ASA physical status
land2 ——
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Figure 2: Relative risk for the primary endpoint (death and cardiovascular
complications) associated with use of nitrous oxide in selected subgroups
ASA=American Society of Anesthesiologists.

(table 3). The median hospital stay was about 6 days in
both groups (table 3). The appendix shows time-to-
discharge curves.

The duration of postanaesthesia care unit stay,
proportion of patients with postoperative fever, and
proportion of patients having adverse events were similar
in both groups (tables 3 and 4). No significant interactions
were recorded for the primary outcome between
treatment group and patient sex, age, ASA physical
status, country or region, revised cardiac risk index, and
types of surgery (vascular vs non-vascular; figure 2).

Discussion

In patients having general anaesthesia for major non-
cardiac surgery, addition of nitrous oxide to the gas
mixture did not affect the risk of death and major
cardiovascular complications (panel). Nitrous oxide did
not increase the risk of surgical-site infection, but,
consistent with previous studies,** we noted an
increased risk of severe postoperative nausea and
vomiting with nitrous oxide administration. Quality of
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Panel: Research in context

Systematic review

We searched Medline and the Cochrane controlled trial register (search last done

March 16, 2014) for original research and meta-analyses from the past 15 years describing
mortality and cardiovascular complication rates with nitrous oxide in patients undergoing
non-cardiac surgery. We used combinations of search terms “nitrous oxide”, “surgery”,
"anaesthesia”, “mortality”, and “complications”. A recent relevant meta-analysis had been
published,® but with most data derived from the first ENIGMA trial.” The pooled relative
risk of short-term mortality in the nitrous oxide group was 1-38 (95% Cl 0-22-8-71). Data
for myocardial infarction, stroke, and pulmonary embolism were sparse and could not be
reliably pooled for meta-analysis. The conclusion stated that, because of insufficient data,
there was no robust evidence to establish whether nitrous oxide affects mortality and
cardiovascular complications after surgery. Two trials identified a possible increased risk of
surgical-site infection in patients exposed to nitrous oxide,*** but a previous trial had not

identified such a risk 3

Interpretation

We assessed the safety of nitrous oxide-containing general anaesthesia in adult patients
with known or suspected coronary artery disease having major non-cardiac surgery. We
have shown that nitrous oxide does not increase the risk of cardiovascular complications or
death in this setting. Similarly, we found that nitrous oxide does not increase the risk of
surgical-site infection, nor was there any evidence of increased risk of sepsis. Conversely,
we found that nitrous oxide clearly increased the risk of nausea and vomiting in the first
few days after surgery. Although we found no measurable benefit of nitrous oxide, it is an
anaesthetic adjuvant commonly used by many anaesthetists in most parts of the world,
partly because it has a long tradition of practice but also because nitrous oxide reduces the
dose requirements of other anaesthetic drugs. Nitrous oxide might reduce the risk of
persistent pain after surgery; we are doing a follow-up study of ENIGMA-II patients to
further assess this hypothesis. The premise of this study was a reduction in the
postoperative hyperhomocysteinaemia (and endothelial dysfunction) observed with
nitrous oxide. As with many trials in the non-surgical setting, and one in surgical patients,
correction of hyperhomocysteinaemia does not seem to reduce cardiovascular risk.

recovery scores was slightly reduced in patients given
nitrous oxide anaesthesia, but not by a clinically
important amount (2-2%).

Results of our previous ENIGMA Trial* suggested that
nitrous oxide might increase the risk of cardiovascular
complications and surgical site infection, but these were
only two of several secondary endpoints in our exploratory
analyses. These significant findings could therefore
represent a type I error. The design of the earlier trial
differed from the present ENIGMA-II trial in two main
ways. First, in the ENIGMA Trial, patients not receiving
nitrous oxide were given a higher inspired oxygen
concentration (80%) than in this trial, which might have
confounded the results. Although the effect of hyperoxia
on surgical-site infection is controversial,””* the lower
rate of infection in the group not assigned to receive
nitrous oxide in the ENIGMA Trial compared to the
group assigned to nitrous oxide might indicate a potential
direct benefit of hyperoxia. In ENIGMA-II, we equalised
the inspired oxygen concentrations between groups and
did not observe an excess rate of infection with nitrous
oxide administration. Second, because we recruited
lower-risk patients in the ENIGMA trial than in this trial,
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cardiovascular events rarely occurred (n=20), which
increases the chance of spurious findings. ENIGMA-II
focused on moderate-to-high-risk patients, and contained
more patients with cardiovascular complications (n=579)
than did the previous trial. ENIGMA-II was therefore
powered to produce more reliable results.

Through its irreversible inactivation of methionine
synthase, exposure to nitrous oxide beyond a few hours
induces a state of acute vitamin B,, and folate deficiency.®
This deficiency leads to an increase in plasma
homocysteine concentration, lasting for at least a week
after surgery’ The relation between acute hyper-
homocysteinaemia after nitrous oxide anaesthesia and
endothelial dysfunction, as measured by flow-mediated
dilation of the brachial artery, has previously been
shown.® This suggested a biological rationale for how
nitrous oxide could increase the risk of perioperative
myocardial ischaemia and cardiovascular complications.

Several large trials have not shown a benefit from folate
and B,, supplements as a means to decrease plasma
homocysteine concentrations and to reduce the risk of
cardiovascular complications in both medical®*** and
surgical settings.” Similarly, large, propensity-adjusted,
perioperative observational studies did not identify an
adverse cardiovascular effect from nitrous oxide.”
Although an increase in plasma homocysteine concen-
trations has been consistently reported in previous
studies, our ENIGMA-II results suggest that acute
hyperhomocysteinaemia with nitrous oxide exposure is of
little clinical consequence.

Results of some studies have suggested that nitrous
oxide might increase the risk of surgical-site infection,"**
but other study results have not accorded with this
finding.** Nitrous oxide exposure might impair DNA
synthesis, RNA transcription, and other epigenetic
processes.** Immune suppression might therefore
occur with nitrous oxide administration, and some
preliminary evidence supports this conjecture. In a trial
of 91 patients having colorectal surgery, nitrous oxide
inhibited DNA repair and induced genomic instability,
which was associated with an increased risk of surgical-
site infection.”” Nevertheless, our results provide
reassurance to clinicians that nitrous oxide does not
increase the risk of surgical-site infection.

Nitrous oxide has been given to billions of patients
since 1844, and, in many parts of the world, it is an
integral part of general anaesthesia. In the USA, for
example, about 35% of all general anaesthesia cases
reporting to the Anaesthesia Quality Institute included
nitrous oxide (Richard P Dutton, Anaesthesia Quality
Institute, Park Ridge, IL, USA, personal communication).
Nitrous oxide provides anaesthetic effects that enable a
dose reduction in other anaesthetic drugs, which are
usually more expensive and could have other side-effects.
Results of our trial showed that inclusion of nitrous oxide
in the anaesthetic gas mixture does not increase the risk
of death and cardiovascular complications. There is
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therefore no reason to omit nitrous oxide from
contemporary anaesthetic practice on the basis of
concern about these adverse effects alone. Use of nitrous
oxide might confer a long-term analgesic benefit. In a
follow-up study*® (median 4-5 years) of 640 patients
randomly assigned to nitrous oxide or no nitrous oxide,
persistent pain after surgery was substantially reduced.
Nitrous oxide does, however, increase the risk of early
postoperative nausea and vomiting, particularly in
patients who have not had prophylactic anti-emetic
therapy.** Nitrous oxide should be avoided in those at
high-risk of postoperative nausea and vomiting.”

Our study had some limitations. Our study cohort
consisted mainly of elderly patients with cardiac risk
factors having major non-cardiac surgery. We used a
pragmatic design that did not control specific anaesthetic
or analgesic drug administration, nor standardise
management of perioperative haemodynamics or cardiac
drugs. Our composite primary endpoint consisted of
complications that might or might not be of equal
importance to patients and clinicians.

In conclusion, we found no evidence that nitrous oxide
increases the risk of death and cardiovascular
complications after major non-cardiac surgery, nor that
nitrous oxide increases the risk of surgical site infection.
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caste and newer forms of disadvantage
to create a new status quo; one that is
healthier and more equitable for adults
of all ages than exists at present.
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I read the Lancet Editorial* on health in
India with interest, but also with great
disappointment. | agree that economic
inequality has a substantial effect
on the health of India. However, the
Editorial raises two issues, health and
caste, and links them together, which
| believe is wrong.

The caste system is a social evil and it
should be eradicated. However, to imply
that Gandhi'’s vision and his defence of
the caste system caused “mass paralysis
within India’s society” and then link
this notion to the present health status
in India is implausible. Gandhi was
bitterly criticised by many well-known
individuals for his stance on caste and
some claim that Gandhi had changed
his views on caste in his final years.?

Life expectancy Life expectancy
(years), 1998-99 (years), 2005-06

Lowest castes 615 64-6

Other Backward castes 635 657

Poor, tribal populations 575 56-9

Poor, upper castes 61-9 627

National average 63-8 655

Table: Life expectancy at birth for Indian caste groups
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Many factors perpetuate the
issues of the caste system, such
as ignorance, unwillingness of
politicians to act, and positive
discrimination of people from so-
called low castes in education and
employment, which itself creates
inequality and unfairness. The
Editorial seems to imply that quality
of health and caste are linked, but
they are not, the principal factor for
health across all castes is economic
status. Mohanty and Ram’s report?
(table) emphasises this point.
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We read the Lancet Editorial' regarding
the caste system in India. The caste
system is entrenched in Indian culture,
dividing society into various castes.
Bhimrao Ambedkar, Shahoo Maharaj,
and Mahatma Jyotiba Phule were
the reformers who tried their best to
remove the caste system and fought
against injustice to so-called low
castes and Dalits.

In the past, Dalits and low castes
were not allowed to share common
drinking-water wells with high castes
and resided in isolation outside
the main village. We feel ashamed
to recollect tradition at the time of
making low caste people carry human
excreta over-head. Dalits were treated
as untouchables and were barred
from participating in community
celebrations.

Caste-based positions in government
services and private companies are
helping to close the gap between high
and low caste in society. Increased
literacy in low-caste populations

has raised their awareness of their
fundamental rights.

In India, every child is asked what
their caste is at school entry, and they
are therefore used to caste early in life.
People should only marry within their
caste, which can lead to consanguinity.
This antiquated tradition has resulted
in an unusually high prevalence
of specific autosomal recessive
diseases in specific community or
caste populations, such as diabetes,
hypertension, ischaemic heart disease,
mental impairments, mental illness,
spinocerebellar ataxia, thalassaemia,
and sickle-cell diseases.>*

Indian politics nourishes the caste
system (during elections, politicians
appeal for votes on the basis of caste).
For a future, healthy India to exist, it
needs to be devoid of caste.!
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Nitrous oxide in general
anaesthesia

In their study comparing nitrous-oxide-
based and non-nitrous-oxide-based
anaesthetic for major non-cardiac
surgery, Paul Myles and colleagues
(Oct 18, p 1446)" reported no
difference in cardiovascular outcomes
in patients with cardiovascular disease
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or risk factors. The concentration of
inspired oxygen in both groups was
similar. These results differed from their
earlier trial in which the non-nitrous
oxide group received 80% oxygen
and the nitrous oxide group received
30% oxygen, and in which they
recorded a non-significant increase in
ischaemic cardiac complications within
30 days and a significant increase in
late myocardial infarction in the nitrous
oxide group.’ The differing results
raise the possibility that the higher
concentration of inspired oxygen in
the earlier trial’s non-nitrous oxide
group caused the trend towards fewer
cardiovascular complications.

The effect of oxygen supplementation
and the optimum concentration of
perioperative oxygen in patients with or
without cardiovascular disease is unclear.
Higher concentrations of inspired
oxygen risk absorption atelectasis,* and
there are concerns about the production
of reactive oxygen species.* Outside the
perioperative setting, in acute coronary
syndromes, loxygen supplementation
is only recommended if the patient is
hypoxaemic, but was previously routine
in an attempt to improve myocardial
oxygen delivery. In one study, high
concentrations of inspired oxygen have
been suggested to decrease the risk of
surgical site infection.®

No study findings have shown
the ideal perioperative oxygen
concentration that balances risks and
benefits in patients with cardiovascular
disease. The results of these two trials
suggest that an increased concentration
might be optimum for surgery in
patients with cardiovascular disease.
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With great interest, we read Paul Myles
and colleagues study* on the safety of
addition of nitrous oxide to general
anaesthesia in at-risk patients having
major non-cardiac surgery.! However,
we have concerns about the authors’
claims that “the emetogenic effect
of nitrous oxide can be controlled
with antiemetic prophylaxis”. In our
opinion, this statement needs to be
discussed comprehensively.

Inthe ENIGMA-=II trial design, patients
at high risk of postoperative emesis
were excluded. Although 60% of
patients in the nitrous oxide group were
given prophylactic antiemetics, there
was still a substantially high incidence
(15%) of severe postoperative nausea
and vomiting (PONV) within 3 days of
surgery in this group of patients.

PONV is one of the most frequently
reported adverse events after general
surgery. PONV was once named “the
big little problem” of anaesthesia,?
suggesting that it might not be an issue
for anaesthesiologists, but impairs the
quality of patient recovery. Peyton and
Wu? reported that nitrous-oxide-related
PONV_depends on the duration of
nitrous oxide exposure. When the
duration is less than 1 h, 1=2 h, and
more than 2 h, the number needed to
treat to prevent PONV by avoidance
of nitrous oxide was 128, 24, and 9,
respectively. The latest consensus
guidelines* on PONV management
recommend the avoidance of nitrous
oxide in general anaesthesia to decrease
the incidence of PONV (A1 level of

evidence). Hence, when using nitrous
oxide, anaesthetists should consider
giving lower concentrations, especially
for patients at high risk of PONV
undergoing surgery for longer than 2 h.
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We thank Cyrus Razavi, Sagar Saha,
Jinbao Li, and Lulong Bo for their
interest in our study.' Razavi and
Saha highlight some uncertainties
about the optimum inspired oxygen
concentration during and after
surgery, and suggest that the results
of our earlier ENIGMA trial and the
present ENIGMA-II trial support the
administration of more oxygen in
high-risk patients. This was not our
hypothesis in either trial and the design
of each was not configured to support
such a conclusion. A traditional view has
been that more oxygen is better, but
the biggest randomised trial addressing
this hypothesis could not identify
such a benefit.? There is emerging
evidence in other clinical settings that
high oxygen concentrations could
be harmful,>* especially in patients
with cardiorespiratory disease. Such
an adverse effect could be explained
by supplemental oxygen inducing
vasoconstriction and lowering
cardiac output,® thereby threatening
oxygen delivery to tissues during and
after surgery.
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For Brazil demographic

statistics see http://www.ibge.
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Several key differences between our
earlier ENIGMA trial and the present
ENIGMA-II trial exist that could
explain their contrasting findings with
respect to perioperative myocardial
infarction, including the possibility
of type | error. ENIGMAZI was a much
larger trial in an older study population
(aged =245 years) that was at increased
risk because of known or suspected
coronary artery disease. Any supposed
protective effect of supplemental
oxygen on perioperative cardiac risk is
still speculative.

Li and Bo have questioned our
conclusions about the contribution of
nitrous oxide to postoperative nausea
and vomiting (PONV). We agree that
severe PONV is a substantial and
distressing complication, and our
data showed that even in our elderly,
predominantly male cohort the
incidence of PONV was still clinically
significant after major surgery.
However, nitrous oxide is only one of
many contributing factors to PONV,
and we found that routine antiemetic
prophylaxis, consistent with published
guidelines, substantially reduced the risk
of nitrous oxide-induced PONV. In fact,
antiemetic prophylaxis reduced the risk
of PONV in the nitrous oxide group to
an extent that was similar to that in the
non-nitrous oxide group. A statistical
test for interaction was significant
(p=0-001). Earlier recommendations
regarding the avoidance of nitrous
oxide will need to be updated in view
of our findings. We hope to publish
the results of our exploratory analyses
investigating the many perioperative
factors within the ENIGMA-II trial in a
subsequent publication.
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Dementia
underdiagnosis in Brazil

In Brazil, the population increased by
12:3% between 2000 and 2010 and
the number of people aged 60 years
or older increased by 41-6% during the
same period. As the ageing population
increases, there has been an increase
in age-related conditions, such as
dementia." About 1 million people
have dementia in Brazil.

Dementia is under-recognised, even
in high-income countries such as the
UK, where the national underdetection
rate is about 52%.? Data suggest that
underdiagnosis in low-income and
middle-income countries (LMIC)
might also be high. In India, Amit Dias
and colleagues’® reported that 90% of
the patients included in a trial had not
been diagnosed with dementia.

We have estimated the dementia
diagnosis prevalence in primary care
services in Sdo José dos Campos, a
medium sized city in the state of
Sdo Paulo in Brazil, using a state
register of all patients aged 65 years
and older and selecting patients who

were treated with anticholinesterasic
drugs. Patients with mild or moderate
dementia are eligible to receive
anticholinesterasic drug treatment
free of charge. We used the proportion
of different levels of dementia severity
to estimate the number of severe
cases.* We compared our final value
for estimated dementia diagnosis with
the expected local prevalence using
pooled estimates from studies in Brazil
and other Latin American countries.®
We estimated that 77% of people with
dementia had not been diagnosed (this
would equate to nearly 800 000 people
if extrapolated for the whole of Brazil).
Similarly to the UK,? dementia diagnosis
in this Brazilian city is also determined
by a patient’s area of residence, with
rates varying hugely between areas
(a so-called postcode lottery).
Although the importance of primary
prevention has been shown® for the
decrease of dementia prevalence in
high-income countries, the expected
increase of people with dementia in LMIC
will increase pressure on health-care
systems. Brazil has made progress in
many aspects of public health, and its
policy of providing high cost medication
free of charge has benefited people with
dementia. However, more needs to be
done: clinicians need to be trained in
diagnosis of dementia, health-service
workers need to be trained in the
long-term management of this
condition, and general awareness about
dementia needs to be increased.
Countries such as Brazil need to
assess service provision and how it
meets, and will meet, the needs of
people with dementia, taking into
account population ageing and health
transitions in each country and ensuring
that any measures taken to increase
dementia diagnosis rates are coupled
with adequate service provision.
We thank the Department of Health, Sao José dos

Campos, Sao Paulo, Brazil for providing the data for
our estimates. We declare no competing interests.
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