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Abstract
This retrospective observational study aimed to examine the relationships of maximum walking speed (MWS) with peak 
oxygen uptake (peak VO2) and anaerobic threshold (AT) obtained by cardiopulmonary exercise testing (CPX) in patients with 
heart failure. The study participants were 104 consecutive men aged ≥ 20 years who had been hospitalized or had undergone 
outpatient care at our hospital for heart failure between February 2019 and January 2023. MWS was measured in a 5-m 
section with a 1-m run-up before and after the course. Multivariable analysis was used to examine the association between 
MWS and peak VO2 and AT by CPX. The Pearson correlation coefficient showed that MWS was positively correlated with 
percent-predicted peak VO2 and percent-predicted AT (r = 0.463, p < 0.001; and r = 0.485, p < 0.001, respectively). In the 
multiple linear regression analysis employing percent-predicted peak VO2 and percent-predicted AT as the objective vari-
ables, only MWS demonstrated a significant positive correlation (standardized β: 0.471, p < 0.001 and 0.362, p < 0.001, 
respectively). Multiple logistic regression analyses, using an 80% cutoff in percent-predicted peak VO2 and AT, revealed 
that only MWS was identified as a significant factor in both cases (odds ratio [OR]: 1.239, 95% confidence interval [CI]: 
1.071–1.432, p = 0.004 and OR: 1.469, 95% CI: 1.194–1.807, p < 0.001, respectively). MWS was correlated with peak VO2 
and AT in male patients with heart failure. The MWS measurement as a screening test for exercise tolerance may provide a 
simple means of estimating peak VO2 and AT in heart failure patients.

Keywords  Cardiopulmonary exercise testing · Peak oxygen uptake · Anaerobic threshold · Cardiac rehabilitation · Heart 
failure

Introduction

Cardiopulmonary exercise testing (CPX) is a highly objec-
tive and reproducible form of testing for assessing exercise 
tolerance in patients with myocardial infarction and heart 
failure [1, 2]. Peak oxygen uptake (peak VO2), anaerobic 
threshold (AT), VO2/load, and minute ventilation/carbon 
dioxide production slope (VE/VCO2 slope), all of which are 
obtained from CPX, are closely related to worse outcomes 
and poor prognosis in patients with heart failure [3–6]. 
Moreover, AT is defined by the exercise level at which VE 
begins to increase exponentially relative to the increase in 
VO2 and is thought to reflect the limit of aerobic metabolism 

[7]. AT is important in safe and efficient cardiac rehabilita-
tion and is used to determine loads in cardiac rehabilitation 
[8].

On the other hand, previous studies have shown that 
gait speed positively correlates with survival [9, 10]. Gait 
speed can be measured easily and quickly in any setting, 
requiring only a stopwatch without the need for specialized 
techniques, equipment, or expert knowledge. Methods for 
measuring gait speed include the 5-m walk test, 6-min walk 
test (6MWT) [11, 12], and shuttle walking test [13, 14]. 
The 5-m walk test, which typically uses comfortable gait 
speed, has been adopted as a criterion for assessing frailty 
and sarcopenia [15, 16]. Frailty and sarcopenia are, in turn, 
used as prognosticators for older adults [15, 17], indicators 
of acute coronary syndrome [18], and prognosticators of 
heart failure [19].

Furthermore, maximum walking speed (MWS), which is 
correlated with muscle strength, is an effective predictor of 
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motor function in older adults [20]. MWS has been shown 
to be a potentially useful prognosticator of cardiovascular 
disease; older adults with a slow MWS present a high inci-
dence of cardiovascular death [21].

Although MWS is not a common measurement method, 
and there are few reports on its use in patients with 
heart failure, MWS is a potential indicator of prognosis 
and exercise tolerance in these patients. To the best of 
our knowledge, no study has directly demonstrated the 
association of MWS with peak VO2 or AT in patients 
with heart failure. Therefore, we aimed to examine the 
relationships between 5-m gait speed and indicators obtained 
from CPX in patients with heart failure.

Participants/materials and methods

Participants

This retrospective observational registry study involves 
104 men aged ≥ 20 years who had been hospitalized or had 
undergone outpatient care at our hospital for cardiovascular 
diseases and had been diagnosed with heart failure between 
February 2019 and January 2023. The participants had 
received optimal pharmacotherapy and could reliably visit 
our hospital for outpatient care by walking independently 
without using prostheses (such as canes) or wheelchairs. 
The diagnosis of heart failure was based on the Framingham 
criteria [22]. We proposed CPX to patients for evaluation of 
exercise tolerance and performed it on those who agreed. 
Consent regarding the use of data for research purposes was 
obtained in writing during CPX or cardiac rehabilitation. 
Additionally, the Institutional Review Board of our hospital 
approved the present study, and consent was obtained via an 
opt-out method. The study was conducted according to the 
Declaration of Helsinki guidelines.

The reason for focusing on males is that this study also 
measured grip strength, and grip strength varies by sex. 
From this fact, we concluded that MWS is also likely to 
vary by sex; thus, we excluded women.

Collection of data

Data were collected via inspection of medical records 
and diagnostic interviews from instances where CPX was 
performed. We collected data on the following from clinical 
assessments and tests in daily clinical practice: age, date of 
heart failure onset, age at diagnosis, the reason for diagnosis, 
symptoms at enrolment, medical history (hypertension, 
diabetes, dyslipidemia, and cardiovascular events), exercise 
habits, test findings (coronary angiography findings, 
electrocardiography [ECG], paroxysmal atrial fibrillation, 

echocardiography, and blood test data), pharmacotherapy 
content, 5-m gait speed, and hand grip strength.

Hyper tension was defined as systolic blood 
pressure ≥ 140 mmHg, diastolic blood pressure ≥ 90 mmHg, 
or current use of antihypertensive drugs. Dyslipidemia 
was defined as a low-density lipoprotein cholesterol level 
of ≥ 140 mg/dl, a triglyceride level of ≥ 150 mg/dl, or current 
use of antihyperlipidemic drugs. Diabetes was defined as 
an early-morning fasting glucose level of ≥ 126 mg/dl, a 
glucose level of ≥ 200 mg/dl at 2 h after a 75-g oral glucose 
tolerance test, or a blood glucose level of ≥ 200 mg/dl, 
regardless of measurement timing, and a hemoglobin A1c 
level of ≥ 6.5% or current use of antidiabetic drugs. Atrial 
fibrillation and atrial tachycardia were defined as paroxysms 
or continuity recorded in ECG. The left ventricular ejection 
fraction was calculated with the Teichholz formula or the 
modified Simpson method in echocardiography. For clinical 
data, we used the data from the most recent CPX in which 
the patient’s hemodynamics were stable. Smoking status was 
classified as “yes” if the patient had been smoking at the 
time of the study or had smoked previously. Other diseases 
were examined through the inspection of medical records 
and diagnostic interviews. Body mass index was calculated 
based on height and weight at the time of testing. Hand grip 
strength was measured twice on each side, and the maximum 
value was used.

CPX

After the patients provided consent, we performed CPX on 
an outpatient basis to determine the appropriate load for 
exercise tolerance assessment and cardiac rehabilitation. 
For patients previously hospitalized, CPX was performed 
30 days after discharge. An exercise test was performed 
on a cycle ergometer (Strength Ergo 8; Mitsubishi Electric 
Engineering Co., Ltd., Tokyo, Japan) coupled with a 
cardiopulmonary gas exchange system (Aero Monitor 
AE-310S; Minato Medical Science Co., Japan).

CPX was performed according to the following protocol. 
The device was recalibrated with a calibration gas composed 
of gases of known concentrations prior to each trial. 
Participants warmed up at 0–20 watts, with the wattage 
increased at 10–20-W intervals every minute thereafter by 
a ramp method. An exercise stress test electrocardiograph 
(STS-2100, Nihon Kohden Corporation, Japan) was utilized 
to continuously record heart rate and rhythm during the 
exercise stress test. Respiratory gas exchange was measured 
by the breath-by-breath method to identify peak VO2. 
AT was calculated with the V-slope method. The angular 
velocity during the test was aimed at 50–60 rpm, and a 
minimum of 50 rpm was maintained. Borg scale scores (6 
[no exertion at all]–17 [maximal exertion]) were obtained 
after the exercise. Based on reports that a percent-predicted 
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peak VO2 of ≥ 80% is equivalent to New York Heart 
Association class I [23], and percent-predicted peak VO2 or 
AT < 80% was defined as impaired exercise tolerance.

Exclusion criteria for this study were established 
based on the criteria of usual exercise stress tests such 
as CPX and treadmill stress testing. In accordance with 
the Japanese Circulation Society’s “2018 Guideline on 
Diagnosis of Chronic Coronary Heart Diseases [24],” we 
established the following exclusion criteria: acute phase 
of myocardial infarction at the time of exercise testing; 
high-risk unstable angina; poorly controlled arrhythmia; 
symptomatic severe aortic stenosis; acute or severe heart 
failure; acute pulmonary embolism or pulmonary infarction; 
acute myocarditis or pericarditis; consent being difficult or 
impossible to obtain due to serious cardiovascular lesions 
such as aortic dissection combined with cerebrovascular 
disease, dementia, or mental illness; or participation being 
deemed unsuitable by the attending physician, the principal 
investigator, or a sub-investigator. Additionally, participants 
with disorders strongly associated with reduced gait speed in 
CPX (dementia, neurological diseases, orthopedic disorders 
involving movement disorder, and other disorders impairing 
gait due to other forms of pain) were excluded from the 
analysis.

Measurement of MWS

MWS was measured immediately before CPX; to do so, we 
referred to the sarcopenia/frailty testing and methods of a 
previous study [21]. MWS was measured in 5-m sections 
by two independent physicians as observers. A 1-m run-up 
was established before and after the course. To account 
for potential differences in walking proficiency among 
participants, the examiner thoroughly explained to the 
participants the style of gait to be used for the trials, showed 
them an example, and had them engage in one practice walk 
prior to walking speed measurement. To measure time, the 
examiner walked side-by-side with the participant, started a 
digital stopwatch (HS-3C-8AJH; Casio Computer Co. Ltd., 
Tokyo, Japan) the moment that any part of the participant’s 
body crossed the starting line, and stopped the stopwatch 
the moment the participant crossed the finish line (for all 
participants, measurement started and stopped the moment 
their toes crossed the line). Participants were instructed to 
always have one foot on the ground. To make measurements 
more accurate, the examiner measured the participant’s gait 
speed twice and used the mean of these two measurements 
as the test value.

Statistical analyses

For patient background factors, continuous variables 
were expressed as mean ± standard deviation for normally 

distributed data or median [25th, 75th percentiles] for non-
normally distributed data. Two variables were expressed 
as the number of subjects and proportion. Continuous 
variables were performed using Welch’s t-test for normally 
distributed variables and the Mann–Whitney U test 
for non-normally distributed variables. Comparisons 
between two variables were performed with the chi-square 
test. Following confirmation of a distribution with the 
Kolmogorov–Smirnov test, correlations between continuous 
variables were assessed with the Pearson correlation 
coefficient. Additionally, multiple linear regression and 
multiple logistic regression analyses were performed using 
explanatory variables that were correlated or tended to 
be correlated in simple regression analysis with percent-
predicted peak VO2 and percent-predicted AT as objective 
variables.

In addition, we added an examination using propensity 
score matching (PSM) between the high and low MWS 
groups to minimize the influence of confounding variables 
that may lead to biased results. We selected the variables to 
generate propensity scores based on the results of the pre-
matching two-group comparison. With a caliper width of  
0.2 × standard deviation and a one-to-one closest neighbor 
matching algorithm, the propensity score was calculated 
using a multivariate logistic regression model. The degree 
of PSM was measured using a standardized mean difference. 
Furthermore, the relationship of MWS with peak VO2 and 
AT in this matched pair was examined using the Pearson 
correlation coefficient and logistic regression analysis.

All the statistical analyses were performed with Statflex 
ver. 7 (Artec Co., Ltd., Osaka, Japan). All p values were 
two-tailed, with p < 0.05 considered significant.

Results

Baseline characteristics

Between February 1, 2019 and January 6, 2023, 145 patients 
underwent CPX for exercise tolerance assessment at our 
hospital. Twenty-seven patients were excluded because they 
were female. An additional 10 patients had an unmeasured 
MWS, and 4 patients were excluded because of gait difficulty 
due to orthopedic or neurologic disease. Finally, 104 male 
patients were enrolled. The flow chart is reported in Fig. 1.

Table 1 shows the baseline characteristics for the entire 
study population. The mean age of the participants was 
60.2 ± 13.6 years. The mean left ventricular ejection frac-
tion was 53.5 ± 14.2%. Ischemic heart disease was present 
in 71.2% of participants, while sinus rhythm was present in 
96.2%. Medications being taken by the participants included 
calcium blockers (21.2%), beta-adrenergic blocking agents 
(84.6%), angiotensin-converting enzyme inhibitors or 
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angiotensin receptor blockers (76.0%), and loop diuretics 
(11.5%).

MWS was measured by two independent physicians as 
observers. Intra-observer reproducibility assessed by paired-
samples t-test was p = 0.152. Inter-observer reliability evalu-
ated by the Pearson correlation coefficient with 20 randomly 
selected patients was r = 0.705 (p < 0.001). We could not 
find any reports of mean MWS in patients with heart fail-
ure. Therefore, we divided the participants based on median 
MWS (2.278 m/s) into the high MWS group (n = 52) and low 
MWS group (n = 52) to understand the clinical background 
associated with MWS. The high MWS group was more 
likely to have younger participants (54.8 ± 12.6 years vs. 
65.6 ± 12.5 years, p < 0.001) and had fewer participants with 
hypertension (55.8% vs. 80.8%, p = 0.006), as well as higher 
height (1.70 ± 0.06 vs. 1.66 ± 0.07, p < 0.001) and hand grip 
strength (37.47 ± 6.32 vs. 32.15 ± 7.93 kg, p < 0.001) than 
the low MWS group. Only one patient with pacemaker 
implantation was in the high MWS group. Patients with an 
implantable cardioverter defibrillator or those who received 
cardiac resynchronization therapy were not present in this 
study.

The CPX responses are summarized in Table 2. The mean 
peak VO2 was 20.78 ± 5.03 ml/kg/min, the mean percent-
predicted peak VO2 was 83.54 ± 16.49%, the mean AT was 

14.39 ± 3.10 ml/kg/min, the mean percent-predicted AT 
was 92.37 ± 18.97%, and VE/VCO2 slope was 33.60 ± 6.05. 
The peak respiratory exchange ratio was 1.15 ± 0.10, while 
the peak Borg scale score was 16.88 ± 0.63. Median MWS-
based group-wise comparisons revealed that the high MWS 
group demonstrated higher peak VO2 (22.73 ± 5.16 vs. 
18.82 ± 4.09 ml/kg/min, p < 0.001), percent-predicted peak 
VO2 (88.40 ± 15.10% vs. 78.67 ± 16.53%, p = 0.002), AT 
(15.35 ± 3.28 vs. 13.43 ± 2.60 ml/kg/min, p = 0.001), and 
percent-predicted AT (98.52 ± 19.12% vs. 86.21 ± 16.85%, 
p < 0.001). The mean peak respiratory exchange ratio was 
higher in the high MWS group but exceeded 1.1 in both 
groups (1.18 ± 0.09 vs. 1.12 ± 0.09, p = 0.002). The peak 
Borg scale score did not differ significantly between the two 
groups (16.87 ± 0.74 vs. 16.90 ± 0.50, p = 0.756).

Outcome of the relationship between MWS and CPX 
responses

Figure 2a, b show the correlations between MWS and per-
cent-predicted peak VO2 and between MWS and percent-
predicted AT, respectively, in terms of the Pearson correla-
tion coefficient. In both cases, MWS demonstrated a positive 
correlation (r = 0.463, p < 0.001; and r = 0.485, p < 0.001, 
respectively).

Fig. 1   Flow chart of the screening and enrollment of study participants. CPX, cardiopulmonary exercise testing; MWS, maximum walking speed
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In simple linear regression analysis employing per-
cent-predicted peak VO2 as the objective variable, MWS 
and hand grip strength were significantly correlated with 

percent-predicted peak VO2 (r = 0.463, p < 0.001; and 
r = 0.206, p = 0.036, respectively) (Table 3). In multiple 
linear regression analysis employing these two items as 

Table 1   Clinical characteristics of the study population

Data are presented as the mean ± SD for normally distributed variables and the median [25th, 75th percentile] for non-normally distributed 
continuous variables. ACE-I, angiotensin-converting enzyme inhibitor; ARB, angiotensin receptor blocker; ARNI, Angiotensin receptor-
neprilysin inhibitor; BMI, body mass index; eGFR, estimated glomerular filtration rate; Hb, hemoglobin; HFpEF, heart failure with preserved 
ejection fraction; HFrEF, heart failure with reduced ejection fraction; LVEF, left ventricular ejection fraction; MWS, maximum walking speed; 
NT-proBNP, N-terminal pro-B-type natriuretic peptide; SD, standard deviation; SGLT2, sodium-glucose cotransporter 2 inhibitor; TP, total 
protein

Characteristics All patients
(n = 104)

High MWS
(n = 52)

Low MWS
(n = 52)

p value

Age, years 60.2 ± 13.6 54.8 ± 12.6 65.6 ± 12.5 < 0.001
Height, m 1.68 ± 0.07 1.70 ± 0.06 1.66 ± 0.07 < 0.001
BMI, kg/m2 24.8 ± 3.8 24.3 ± 3.7 25.2 ± 3.9 0.230
Hypertension, n (%) 71 (68.3) 29 (55.8) 42 (80.8) 0.006
Diabetes mellitus, n (%) 29 (27.9) 14 (26.9) 15 (28.8) 0.827
Smoking history, n (%) 70 (67.3) 33 (63.5) 37 (71.2) 0.403
Ischemic, n (%) 74 (71.2) 34 (65.4) 40 (76.9) 0.194
Valvular disease, n (%) 13 (12.5) 6 (11.5) 7 (13.5) 0.767
Hypertensive heart disease, n (%) 5 (4.8) 3 (5.8) 2 (3.8) 0.647
Dilated cardiomyopathy, n (%) 5 (4.8) 4 (7.7) 1 (1.9) 0.169
Hypertrophic cardiomyopathy, n (%) 6 (5.8) 3 (5.8) 3 (5.8) 1.000
Surgery, n (%) 24 (23.1) 11 (21.2) 13 (25.0) 0.642
Resting hemodynamics
Heart rate, beats/min 73.0 ± 11.7 75.1 ± 10.4 71.0 ± 12.6 0.068
Systolic blood pressure, mmHg 118.8 ± 17.6 116.4 ± 16.1 121.1 ± 18.8 0.179
Diastolic blood pressure, mmHg 81.2 ± 13.3 82.0 ± 13.1 80.4 ± 13.6 0.534
Electrocardiogram and echocardiogram
Sinus rhythm, n (%) 100 (96.2) 51 (98.1) 49 (94.2) 0.308
Atrial fibrillation or atrial tachycardia, n (%) 4 (3.8) 1 (1.9) 3 (5.8) 0.308
LVEF, % 53.5 ± 14.2 51.3 ± 16.2 55.8 ± 11.6 0.108
HFrEF, n (%) 17 (16.3) 11 (21.2) 6 (11.5) 0.185
HFpEF, n (%) 71 (68.3) 32 (61.5) 39 (75.0) 0.140
Muscle strength
Hand grip strength, kg 34.81 ± 7.62 37.47 ± 6.32 32.15 ± 7.93  < 0.001
Blood test
Hb, g/dl 13.68 ± 1.64 13.81 ± 1.69 13.55 ± 1.59 0.433
eGFR, ml/min/1.73 m2 60.34 ± 19.01 63.08 ± 19.75 57.60 ± 18.00 0.142
TP, g/dl 7.06 ± 0.45 7.06 ± 0.35 7.06 ± 0.54 0.967
NT-proBNP, pg/ml 839.9 [142.5, 734.8] 1042.7 [142.5, 716] 637.1 [142.5, 774] 0.772
Medications
Calcium blocker, n (%) 22 (21.2) 10 (19.2) 12 (23.1) 0.631
ACE-I or ARB, n (%) 79 (76.0) 42 (80.8) 37 (71.2) 0.251
Beta-adrenergic blocking agent, n (%) 88 (84.6) 46 (88.5) 42 (80.8) 0.277
Aldosterone receptor antagonist, n (%) 24 (23.1) 11 (21.2) 13 (25.5) 0.642
ARNI, n (%) 5 (4.8) 4 (7.7) 1 (1.9) 0.169
Loop diuretic, n (%) 12 (11.5) 7 (13.5) 5 (9.6) 0.539
Tolvaptan, n (%) 2 (1.9) 1 (1.9) 1 (1.9) 1.000
SGLT2, n (%) 10 (9.6) 5 (9.6) 5 (9.6) 1.000
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explanatory variables, only MWS demonstrated a signifi-
cant positive correlation (standardized β: 0.471, p < 0.001) 
(Table 3).

In simple linear regression analysis employing percent-
predicted AT as the objective variable, MWS, age, hand grip 
strength, hypertension, and smoking history demonstrated 
significant correlations (r = 0.485, p < 0.001; r = − 0.353, 
p < 0.001; r = 0.350, p < 0.001; r = − 0.251, p = 0.010; and 
r = − 0.199, p = 0.042, respectively) (Table 4). In multi-
ple linear regression analysis employing these items as 

explanatory variables, only MWS demonstrated a signifi-
cant positive correlation (standardized β: 0.362, p < 0.001) 
(Table 4).

In logistic regression analyses employing an 80% cutoff 
in percent-predicted peak VO2, only MWS demonstrated a 
significant association (odds ratio [OR]: 1.258, 95% confi-
dence interval [CI]: 1.092–1.448, p = 0.001), while hyper-
tension demonstrated trends toward significant associations 
(OR: 0.457, 95% CI: 0.186–1.121, p = 0.087) (Table 5). 
In multiple logistic regression analyses employing these 
items as explanatory variables, only MWS was identified 

Table 2   Cardiopulmonary 
exercise testing responses of the 
study population

Data are presented as the mean ± SD. Percent-predicted, expressed as a percentage of the baseline 
value defined for each sex and age group. The lower limit of normal is 80%. AT, anaerobic threshold; 
MWS, maximum walking speed; VO2, oxygen uptake; SD, standard deviation; VE/VCO2 slope, minute 
ventilation/carbon dioxide production slope

Characteristics All patients
(n = 104)

High MWS
(n = 52)

Low MWS
(n = 52)

p value

Peak VO2, ml/kg/min 20.78 ± 5.03 22.73 ± 5.16 18.82 ± 4.09 < 0.001
Percent-predicted peak VO2, % 83.54 ± 16.49 88.40 ± 15.10 78.67 ± 16.53 0.002
Percent-predicted peak VO2 ≥ 80%, n (%) 63 (60.6) 37 (71.2) 26 (50.0) 0.027
AT, ml/kg/min 14.39 ± 3.10 15.35 ± 3.28 13.43 ± 2.60 0.001
Percent-predicted AT, % 92.37 ± 18.97 98.52 ± 19.12 86.21 ± 16.85  < 0.001
Percent-predicted AT ≥ 80%, n (%) 77 (74.0) 46 (88.5) 31 (59.6)  < 0.001
VE/VCO2 slope 33.60 ± 6.05 32.70 ± 5.13 34.49 ± 6.78 0.133
Peak respiratory exchange ratio 1.15 ± 0.10 1.18 ± 0.09 1.12 ± 0.09 0.002
Peak Borg scale score 16.88 ± 0.63 16.87 ± 0.74 16.90 ± 0.50 0.756

Fig. 2   Correlation of cardiopulmonary exercise testing responses 
and MWS. a Correlation of percent-predicted peak VO2 and MWS. 
Scatterplot of MWS and percent-predicted peak VO2. The solid line 
indicates the best fit between MWS and percent-predicted peak VO2 
(Y = 30.580 + 23.045 X. r = 0.463; p < 0.001). peak VO2, peak oxygen 

uptake; MWS, maximum walking speed. b Correlation of percent-
predicted AT and MWS. Scatterplot of MWS and percent-predicted 
AT. The solid line indicates the best fit between MWS and percent-
predicted AT (Y = 28.461 + 27.808 X. r = 0.485; p < 0.001). AT, 
anaerobic threshold; MWS, maximum walking speed
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as a significant factor (OR: 1.239, 95% CI: 1.071–1.432, 
p = 0.004) (Table 5).

In logistic regression analyses employing an 80% 
cutoff in percent-predicted AT, only MWS and hand grip 
strength demonstrated a significant association (OR: 1.478, 
95% CI: 1.221–1.788, p < 0.001 and OR: 1.081, 95% CI: 
1.011–1.157, p = 0.023, respectively) (Table  6). In the 
multiple logistic regression analysis employing these 
items as explanatory variables, only MWS was identified 
as a significant factor (OR: 1.469, 95% CI: 1.194–1.807, 
p < 0.001) (Table 6).

Outcomes via PSM

In addition, PSM was examined between the high and low 
MWS groups to minimize the influence of potentially con-
founding variables that could lead to biased results (Fig. 1). 
The variables used to generate propensity scores were age, 
height, hypertension, heart failure with reduced ejection 
fraction, and heart failure with preserved ejection fraction 
based on the results of the pre-matching two-group compari-
son. Online Resource 1 shows the baseline characteristics 

after PSM. Finally, 31 matched pairs were generated, and 
baseline characteristics were well-balanced between the two 
groups.

Median MWS-based group-wise comparisons after 
PSM indicated that the high MWS group demonstrated 
higher peak VO2 (22.09 ± 5.28 vs. 19.54 ± 4.21 ml/kg/min, 
p = 0.040) and percent-predicted peak VO2 (89.65 ± 14.67% 
vs. 78.35 ± 16.59%, p = 0.006) (Online Resource 2). 
Similarly, AT and percent-predicted AT kept trending higher 
in the high MWS group (15.03 ± 2.98 vs. 13.30 ± 2.76 ml/
kg/min, p = 0.060 and 96.29 ± 16.22% vs. 86.26 ± 17.97%, 
p = 0.070, respectively), and the percentage of percent-
predicted AT ≥ 80% was significantly higher in the high 
MWS group (93.5% vs. 64.5%, p = 0.005) (Online Resource 
2).

Online Resource 3-a and 3-b depict the Pearson correla-
tion coefficient-based correlations after PSM between MWS 
and percent-predicted peak VO2 and between MWS and per-
cent-predicted AT, respectively. In both instances, a positive 

Table 3   Simple and multiple linear regression analyses with percent-
predicted peak VO2 as the objective variable

Percent-predicted, expressed as a percentage of the baseline value 
defined for each sex and age group. The lower limit of normal is 80%. 
eGFR, estimated glomerular filtration rate; Hb, hemoglobin; LVEF, 
left ventricular ejection fraction; MWS, maximum walking speed; 
NT-proBNP, N-terminal pro-B-type natriuretic peptide; TP, total 
protein; VO2, oxygen uptake

Variable r p value

Simple linear regression analysis
MWS 0.463  < 0.001
Age − 0.098 0.321
Hand grip strength 0.206 0.036
Hypertension − 0.174 0.077
Height 0.101 0.306
Smoking history − 0.120 0.227
Resting heart rate − 0.059 0.555
Ischemic 0.122 0.218
LVEF 0.187 0.058
Hb 0.065 0.513
eGFR 0.178 0.070
TP − 0.091 0.377
NT-proBNP − 0.032 0.744

Variable Standardized β p value

Multiple linear regression analysis
MWS 0.471  < 0.001
Hand grip strength − 0.018 0.859

Table 4   Simple and multiple linear regression analyses with percent-
predicted AT as the objective variable

Percent-predicted, expressed as a percentage of the baseline value 
defined for each sex and age group. The lower limit of normal is 80%. 
AT, anaerobic threshold; eGFR, estimated glomerular filtration rate; 
Hb, hemoglobin; LVEF, left ventricular ejection fraction; MWS, 
maximum walking speed; NT-proBNP, N-terminal pro-B-type 
natriuretic peptide; TP, total protein

Variable r p value

Simple linear regression analysis
MWS 0.485  < 0.001
Age − 0.353  < 0.001
Hand grip strength 0.350  < 0.001
Hypertension − 0.251 0.010
Height 0.173 0.080
Smoking history − 0.199 0.042
Resting heart rate 0.077 0.435
Ischemic 0.034 0.734
LVEF 0.009 0.928
Hb 0.142 0.150
eGFR 0.151 0.127
TP 0.051 0.619
NT-proBNP 0.061 0.540

Variable Standardized β p value

Multiple linear regression analysis
MWS 0.362  < 0.001
Age − 0.076 0.493
Hand grip strength 0.106 0.322
Hypertension − 0.080 0.391
Smoking history − 0.127 0.147
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correlation was observed for MWS (r = 0.484, p < 0.001; and 
r = 0.434, p < 0.001, respectively).

In logistic regression analyses conducted after PSM using 
an 80% cutoff in percent-predicted peak VO2 and AT, only 
MWS showed a significant association. The ORs for MWS 
were 1.311 (95% CI: 1.069–1.607, p = 0.009) for percent-
predicted peak VO2 and 1.559 (95% CI: 1.153–2.107, 
p = 0.004) for percent-predicted AT (Online Resource 4-a 
and 4-b).

Discussion

In the present study, we assessed the relationships of MWS 
with peak VO2 and AT by CPX in male patients with heart 
failure. We found that MWS demonstrated significant 
positive correlations with percent-predicted peak VO2 
and percent-predicted AT. Medications, medical history, 
underlying heart disease, left ventricular ejection fraction, 
height, or blood test findings, such as N-terminal pro-B-
type natriuretic peptide, did not affect these correlations. Our 
results also indicated that the representative CPX indicators 

percent-predicted peak VO2 and percent-predicted AT can 
be predicted with MWS. Additionally, similar results were 
also obtained after PSM. To our knowledge, this is the first-
ever study to demonstrate that a 5-m walking speed is asso-
ciated with peak VO2 and AT in patients with heart failure.

Mechanisms

Exercise capacity predicts survival in patients with 
cardiovascular disease, including heart failure [25], while 
gait speed has been shown to have a prognostic capability [9, 
10]. These findings mean that walking is the foundation of 
exercise. The preventive effect of walking regarding lifestyle 
diseases and coronary artery disease positively correlates 
with exercise quantity, i.e., the amount of physical activity 
(intensity × duration) [26]. Walking consists of two factors: 
speed and distance. Moreover, a previous study reported 
that brisk walkers had longer average life expectancies [27]. 
The results of the present study, which found MWS to be 
correlated with peak VO2 and AT, are consistent with those 
reported by the abovementioned studies.

Table 5   Logistic regression analyses with an 80% cutoff in percent-
predicted peak VO2

Percent-predicted, expressed as a percentage of the baseline value 
defined for each sex and age group. The lower limit of normal is 
80%. CI, confidence interval; eGFR, estimated glomerular filtration 
rate; Hb, hemoglobin; LVEF, left ventricular ejection fraction; MWS, 
maximum walking speed; NT-proBNP, N-terminal pro-B-type 
natriuretic peptide; OR, odds ratio; TP, total protein; VO2, oxygen 
uptake

Variable OR 95% CI p value

Univariate analysis
MWS (0.1 m/s) 1.258 1.092–1.448 0.001
Age 0.989 0.961–1.019 0.475
Hand grip strength 1.028 0.975–1.085 0.305
Hypertension 0.457 0.186–1.121 0.087
Height (0.1 m) 0.929 0.528–1.633 0.797
Smoking history 0.771 0.330–1.803 0.549
Resting heart rate 0.987 0.954–1.021 0.438
Ischemic 1.256 0.531–2.973 0.604
LVEF 1.020 0.992–1.049 0.162
Hb 1.005 0.790–1.279 0.967
eGFR 1.007 0.986–1.028 0.527
TP 1.144 0.464–2.817 0.770
NT-proBNP 1.000 1.000–1.000 0.538
Multivariable analysis
MWS (0.1 m/s) 1.239 1.071–1.432 0.004
Hypertension 0.662 0.253–1.731 0.401

Table 6   Logistic regression analyses with an 80% cutoff in percent-
predicted AT

Percent-predicted, expressed as a percentage of the baseline value 
defined for each sex and age group. The lower limit of normal is 80%. 
AT, anaerobic threshold; CI, confidence interval; eGFR, estimated 
glomerular filtration rate; Hb, hemoglobin; LVEF, left ventricular 
ejection fraction; MWS, maximum walking speed; NT-proBNP, 
N-terminal pro-B-type natriuretic peptide; OR, odds ratio; TP, total 
protein

Variable OR 95% CI p value

Univariate analysis
MWS (0.1 m/s) 1.478 1.221–1.788  < 0.001
Age 0.975 0.942–1.008 0.140
Hand grip strength 1.081 1.011–1.157 0.023
Hypertension 0.529 0.191–1.469 0.222
Height (0.1 m) 1.068 0.570–1.999 0.838
Smoking history 0.826 0.319–2.139 0.694
Resting heart rate 1.002 0.965–1.041 0.919
Ischemic 0.822 0.306–2.210 0.697
LVEF 1.005 0.975–1.036 0.749
Hb 1.082 0.828–1.415 0.563
eGFR 1.009 0.986–1.033 0.422
TP 1.036 0.378–2.838 0.946
NT-proBNP 1.000 1.000–1.000 0.835
Multivariable analysis
MWS (0.1 m/s) 1.469 1.194–1.807  < 0.001
Hand grip strength 1.005 0.936–1.079 0.883
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Advantages of MWS in clinical practice

Although CPX is practically the only test that accurately 
measures peak VO2 and AT, it can only be performed at 
a limited number of centers since it requires staff with 
specialized skills and knowledge and specialized equipment 
and takes 1 h to perform. Consequently, simpler alternatives 
for estimating peak VO2 and AT are sought, such as the 
6MWT [11, 12] and the shuttle walking test [13, 14]. 
However, in addition to being cumbersome, taking a long 
time to perform, and requiring a facility with a roughly 30-m 
straight line, the 6MWT does not quantify loads, resulting 
in problems with reproducibility and standardization. 
The 6MWT is also limited in objectivity and accuracy as 
results vary due to factors such as encouragement, mood, 
and familiarity with the test [12]. The shuttle walking test 
quantifies loads unlike the 6MWT, and as for VO2 dynamics, 
it can assess cardiopulmonary function in the same manner 
as the 6MWT without major differences [28]. However, 
the test requires up to 20 min to complete, and there is 
currently little evidence regarding its applicability for 
assessing exercise tolerance in patients with heart disease. 
Additionally, these field walking tests cannot be performed 
with hearing-impaired patients, and they do not allow for 
monitoring a 12-lead ECG or blood pressure over time 
during walking. In contrast, the 5-m walk test, as was used 
in the present study, enables the measurement of gait speed 
in everyday clinical settings without the need for special 
knowledge or equipment and can be conducted in a short 
time and a small space. Additionally, the 5-m walk test is 
easy to explain and can be safely performed repeatedly, 
making it reproducible and highly objective. Although the 
measurement of gait speed over a short distance cannot be 
compared easily with a long-distance walking test down a 
corridor, our results suggested that the ability to estimate 
peak VO2 and AT with MWS makes the 5-m walk test 
effective as a simple test for estimating exercise tolerance. 
Further, although the 6MWT and the shuttle walking test 
are representative tolerance tests and remain important, 
MWS can be conducted easily at any facility in a short time 
without the need for specialized knowledge, meaning that 
measurement of MWS over 5 m may be important as an 
initial screening test. Furthermore, the patients experienced 
little anxiety, did not refuse the test thanks to its short 
duration, and did not demonstrate any adverse events. These 
points may also make the 5-m walk test effective as an initial 
screening test. Additionally, in light of a previous study that 
reported that grading based on peak VO2, AT, and VE/VCO2 
slope enables stratification of the risks of mortality and 
heart failure [3, 29, 30], MWS also has promise as a useful 
screening test for risk assessment.

Application to cardiac rehabilitation

Cardiac rehabilitation is a well-established non-
pharmacological treatment for many patients with cardiac 
disease. Especially for patients with ischemic heart disease 
and heart failure, cardiac rehabilitation is considered a Class 
I therapy by the American Heart Association and European 
Society of Cardiology guidelines [31–35].

The recommended exercise for cardiac rehabilitation 
is aerobic exercise, such as walking and cycling. Aerobic 
exercise does not cause intramuscular lactate accumulation 
and does not lead to acidosis [36]; it also preserves the 
contractile response of the heart and does not cause a marked 
increase in blood catecholamines [36, 37]. In other words, 
aerobic exercise is recommended because it is safe and can 
be performed for extended periods of time.

Therefore, the estimation of AT, the limiting value 
of aerobic exercise, is an important indicator in safe and 
effective cardiac rehabilitation. Contrarily, it is practically 
difficult to perform CPX on all patients, and AT cannot be 
measured in medical facilities that do not have CPX.

However, the results of this study indicate the possibility 
of using MWS as a screening test to estimate AT and peak 
VO2. MWS is a simple, safe, inexpensive, and repeatable 
test that can be performed by non-physician staff. Therefore, 
screening for exercise tolerance and risk in cardiac 
rehabilitation, similar to CPX, can be possible in facilities 
that do not have specialized equipment. Furthermore, 
the results are expected to contribute to greater social 
recognition and dissemination of cardiac rehabilitation, 
similar to frailty and sarcopenia.

Limitations

There are limitations to consider in this study. First, this 
is a single-center, retrospective observational study with 
small sample size. The clinical background of this study 
differs from that of Japanese registry studies of heart 
failure, such as ATTEND Registry and JCARE-CARD [38, 
39]. Therefore, the possibility of selection bias cannot be 
ruled out. However, to minimize the influence of bias, we 
performed PSM and reevaluated the relationship between 
MWS and % predicted peak VO2 and AT after PSM. The 
results also showed that MWS had a significant positive 
correlation with predicted peak VO2 and predicted AT as 
well as before PSM.

Second, it is unclear whether endurance and response 
to long-term loading were properly assessed in the 
measurement of gait speed over the course of a few seconds. 
In particular, it is unclear whether the risk of myocardial 
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ischemia was sufficiently assessed; thus, we inspected 
participants’ medical records and conducted diagnostic 
interviews regarding their conditions before testing. In the 
5-m walk test and CPX, none of the participants presented 
with findings indicative of ischemia. However, despite 
these limitations, this is the first significant report showing 
a positive correlation of MWS with peak VO2 and AT in 
patients with heart failure. Moreover, the ability to estimate 
peak VO2 and AT in a simple fashion with MWS as a 
screening test was suggested to be extremely effective in 
providing safe cardiac rehabilitation.

Conclusion

We found MWS to be strongly correlated with peak VO2 
and AT in male patients with heart failure. Measurement of 
MWS as a screening test for exercise tolerance may provide 
a simple means of estimating peak VO2 and AT in heart 
failure patients. A prospective multicenter study needs to be 
conducted based on the results of the present study.

Supplementary Information  The online version contains supplementary 
material available at https://​doi.​org/​10.​1007/​s00380-​023-​02289-y.

Acknowledgements  None.

Data availability  The datasets generated and analyzed during 
the current study are available from the corresponding author on 
reasonable request.

Declarations 

Conflict of interest  The authors declare that they have no conflict of 
interest.

Ethics approval  All procedures performed in studies involving human 
participants were in accordance with the ethical standards of the insti-
tutional and/or national research committee and with the 1964 Helsinki 
Declaration and its later amendments or comparable ethical standards. 
The study was approved by the Ethics Committee of Nippon Medical 
School Hospital (B-2020-325).

Consent to participate  The need for patient consent because of the 
retrospective nature of the study.

Consent for publish  Not applicable.

Open Access   This article is licensed under a Creative Commons 
Attribution 4.0 International License, which permits use, sharing, 
adaptation, distribution and reproduction in any medium or format, 
as long as you give appropriate credit to the original author(s) and the 
source, provide a link to the Creative Commons licence, and indicate 
if changes were made. The images or other third party material in this 
article are included in the article's Creative Commons licence, unless 
indicated otherwise in a credit line to the material. If material is not 
included in the article's Creative Commons licence and your intended 
use is not permitted by statutory regulation or exceeds the permitted 
use, you will need to obtain permission directly from the copyright 
holder. To view a copy of this licence, visit http://​creat​iveco​mmons.​
org/​licen​ses/​by/4.​0/.

References

	 1.	 Keteyian SJ, Brawner CA, Ehrman JK, Ivanhoe R, Boehmer JP, 
Abraham WT (2010) Reproducibility of peak oxygen uptake and 
other cardiopulmonary exercise parameters: implications for clini-
cal trials and clinical practice. Chest 138:950–955

	 2.	 Weber KT, Kinasewitz GT, Janicki JS, Fishman AP (1982) Oxy-
gen utilization and ventilation during exercise in patients with 
chronic cardiac failure. Circulation 65:1213–1223

	 3.	 Gitt AK, Wasserman K, Kilkowski C, Kleemann T, Kilkowski 
A, Bangert M, Schneider S, Schwarz A, Senges J (2002) Exer-
cise anaerobic threshold and ventilatory efficiency identify 
heart failure patients for high risk of early death. Circulation 
106:3079–3084

	 4.	 Keteyian SJ, Patel M, Kraus WE, Brawner CA, McConnell TR, 
Pina IL, Leifer ES, Fleg JL, Blackburn G, Fonarow GC, Chase PJ, 
Piner L, Vest M, O’Connor CM, Ehrman JK, Walsh MN, Ewald 
G, Bensimhon D, Russell SD, Investigators H-A (2016) Variables 
measured during cardiopulmonary exercise testing as predictors 
of mortality in chronic systolic heart failure. J Am Coll Cardiol 
67:780–789

	 5.	 Mancini DM, Eisen H, Kussmaul W, Mull R, Edmunds LH Jr, 
Wilson JR (1991) Value of peak exercise oxygen consumption for 
optimal timing of cardiac transplantation in ambulatory patients 
with heart failure. Circulation 83:778–786

	 6.	 Nakanishi M, Takaki H, Kumasaka R, Arakawa T, Noguchi T, 
Sugimachi M, Goto Y (2014) Targeting of high peak respiratory 
exchange ratio is safe and enhances the prognostic power of peak 
oxygen uptake for heart failure patients. Circ J 78:2268–2275

	 7.	 Balady GJ, Arena R, Sietsema K, Myers J, Coke L, Fletcher GF, 
Forman D, Franklin B, Guazzi M, Gulati M, Keteyian SJ, Lavie 
CJ, Macko R, Mancini D, Milani RV, American Heart Association 
Exercise CR, Prevention Committee of the Council on Clinical 
C, Council on E, Prevention, Council on Peripheral Vascular D, 
Interdisciplinary Council on Quality of C, Outcomes R (2010) 
Clinician’s Guide to cardiopulmonary exercise testing in adults: 
a scientific statement from the American Heart Association. Cir-
culation 122:191–225

	 8.	 Fletcher GF, Ades PA, Kligfield P, Arena R, Balady GJ, Bittner 
VA, Coke LA, Fleg JL, Forman DE, Gerber TC, Gulati M, Madan 
K, Rhodes J, Thompson PD, Williams MA (2013) Exercise stand-
ards for testing and training: a scientific statement from the Amer-
ican Heart Association. Circulation 128:873–934

	 9.	 Kamiya K, Hamazaki N, Matsue Y, Mezzani A, Corra U, Mat-
suzawa R, Nozaki K, Tanaka S, Maekawa E, Noda C, Yamaoka-
Tojo M, Matsunaga A, Masuda T, Ako J (2018) Gait speed has 
comparable prognostic capability to six-minute walk distance in 
older patients with cardiovascular disease. Eur J Prev Cardiol 
25:212–219

	10.	 Studenski S, Perera S, Patel K, Rosano C, Faulkner K, Inzitari 
M, Brach J, Chandler J, Cawthon P, Connor EB, Nevitt M, Visser 
M, Kritchevsky S, Badinelli S, Harris T, Newman AB, Cauley J, 
Ferrucci L, Guralnik J (2011) Gait speed and survival in older 
adults. JAMA 305:50–58

	11.	 ATS Committee on Proficiency Standards for Clinical Pulmonary 
Function Laboratories (2002) ATS statement: guidelines for the 
six-minute walk test. Am J Respir Crit Care Med 166:111–117

	12.	 Guyatt GH, Pugsley SO, Sullivan MJ, Thompson PJ, Berman L, 
Jones NL, Fallen EL, Taylor DW (1984) Effect of encouragement 
on walking test performance. Thorax 39:818–822

	13.	 Singh SJ, Morgan MD, Hardman AE, Rowe C, Bardsley PA 
(1994) Comparison of oxygen uptake during a conventional tread-
mill test and the shuttle walking test in chronic airflow limitation. 
Eur Respir J 7:2016–2020

https://doi.org/10.1007/s00380-023-02289-y
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/


1354	 Heart and Vessels (2023) 38:1344–1355

1 3

	14.	 Singh SJ, Morgan MD, Scott S, Walters D, Hardman AE (1992) 
Development of a shuttle walking test of disability in patients with 
chronic airways obstruction. Thorax 47:1019–1024

	15.	 Chen LK, Woo J, Assantachai P, Auyeung TW, Chou MY, Iijima 
K, Jang HC, Kang L, Kim M, Kim S, Kojima T, Kuzuya M, Lee 
JSW, Lee SY, Lee WJ, Lee Y, Liang CK, Lim JY, Lim WS, Peng 
LN, Sugimoto K, Tanaka T, Won CW, Yamada M, Zhang T, 
Akishita M, Arai H (2020) Asian Working Group for Sarcopenia: 
2019 consensus update on Sarcopenia diagnosis and treatment. J 
Am Med Dir Assoc 21:300-307.e302

	16.	 Fried LP, Tangen CM, Walston J, Newman AB, Hirsch C, Gott-
diener J, Seeman T, Tracy R, Kop WJ, Burke G, McBurnie MA 
(2001) Frailty in older adults: evidence for a phenotype. J Geron-
tol A Biol Sci Med Sci 56:M146-156

	17.	 Atkins JL, Whincup PH, Morris RW, Lennon LT, Papacosta O, 
Wannamethee SG (2014) Sarcopenic obesity and risk of cardio-
vascular disease and mortality: a population-based cohort study 
of older men. J Am Geriatr Soc 62:253–260

	18.	 Sanchis J, Bonanad C, Ruiz V, Fernández J, García-Blas S, Mai-
nar L, Ventura S, Rodríguez-Borja E, Chorro FJ, Hermenegildo 
C, Bertomeu-González V, Núñez E, Núñez J (2014) Frailty and 
other geriatric conditions for risk stratification of older patients 
with acute coronary syndrome. Am Heart J 168:784–791

	19.	 McNallan SM, Singh M, Chamberlain AM, Kane RL, Dunlay SM, 
Redfield MM, Weston SA, Roger VL (2013) Frailty and health-
care utilization among patients with heart failure in the commu-
nity. JACC Heart Fail 1:135–141

	20.	 Bohannon RW (1997) Comfortable and maximum walking speed 
of adults aged 20–79 years: reference values and determinants. 
Age Ageing 26:15–19

	21.	 Dumurgier J, Elbaz A, Ducimetiere P, Tavernier B, Alperovitch A, 
Tzourio C (2009) Slow walking speed and cardiovascular death 
in well functioning older adults: prospective cohort study. BMJ 
339:b4460

	22.	 Ho KK, Anderson KM, Kannel WB, Grossman W, Levy D (1993) 
Survival after the onset of congestive heart failure in Framingham 
Heart Study subjects. Circulation 88:107–115

	23.	 Tsutsui H, Isobe M, Ito H, Ito H, Okumura K, Ono M, Kitakaze 
M, Kinugawa K, Kihara Y, Goto Y, Komuro I, Saiki Y, Saito Y, 
Sakata Y, Sato N, Sawa Y, Shiose A, Shimizu W, Shimokawa H, 
Seino Y, Node K, Higo T, Hirayama A, Makaya M, Masuyama 
T, Murohara T, Momomura SI, Yano M, Yamazaki K, Yamamoto 
K, Yoshikawa T, Yoshimura M, Akiyama M, Anzai T, Ishihara S, 
Inomata T, Imamura T, Iwasaki YK, Ohtani T, Onishi K, Kasai 
T, Kato M, Kawai M, Kinugasa Y, Kinugawa S, Kuratani T, Kob-
ayashi S, Sakata Y, Tanaka A, Toda K, Noda T, Nochioka K, 
Hatano M, Hidaka T, Fujino T, Makita S, Yamaguchi O, Ikeda 
U, Kimura T, Kohsaka S, Kosuge M, Yamagishi M, Yamashina 
A, Japanese Circulation S, the Japanese Heart Failure Society 
Joint Working Group (2019) JCS 2017/JHFS 2017 guideline on 
diagnosis and treatment of acute and chronic heart failure- digest 
version. Circ J 83:2084–2184

	24.	 Yamagishi M, Tamaki N, Akasaka T, Ikeda T, Ueshima K, 
Uemura S, Otsuji Y, Kihara Y, Kimura K, Kimura T, Kusama 
Y, Kumita S, Sakuma H, Jinzaki M, Daida H, Takeishi Y, Tada 
H, Chikamori T, Tsujita K, Teraoka K, Nakajima K, Nakata T, 
Nakatani S, Nogami A, Node K, Nohara A, Hirayama A, Funa-
bashi N, Miura M, Mochizuki T, Yokoi H, Yoshioka K, Watanabe 
M, Asanuma T, Ishikawa Y, Ohara T, Kaikita K, Kasai T, Kato 
E, Kamiyama H, Kawashiri M, Kiso K, Kitagawa K, Kido T, 
Kinoshita T, Kiriyama T, Kume T, Kurata A, Kurisu S, Kosuge M, 
Kodani E, Sato A, Shiono Y, Shiomi H, Taki J, Takeuchi M, Tan-
aka A, Tanaka N, Tanaka R, Nakahashi T, Nakahara T, Nomura 
A, Hashimoto A, Hayashi K, Higashi M, Hiro T, Fukamachi D, 
Matsuo H, Matsumoto N, Miyauchi K, Miyagawa M, Yamada Y, 
Yoshinaga K, Wada H, Watanabe T, Ozaki Y, Kohsaka S, Shimizu 

W, Yasuda S, Yoshino H, Japanese Circulation Society Working 
Group (2021) JCS 2018 guideline on diagnosis of chronic coro-
nary heart diseases. Circ J 85:402–572

	25.	 Myers J, Prakash M, Froelicher V, Do D, Partington S, Atwood JE 
(2002) Exercise capacity and mortality among men referred for 
exercise testing. N Engl J Med 346:793–801

	26.	 Pate RR, Pratt M, Blair SN, Haskell WL, Macera CA, Bouchard 
C, Buchner D, Ettinger W, Heath GW, King AC et al (1995) Physi-
cal activity and public health. A recommendation from the Cent-
ers for Disease Control and Prevention and the American College 
of Sports Medicine. JAMA 273:402–407

	27.	 Zaccardi F, Davies MJ, Khunti K, Yates T (2019) Comparative 
relevance of physical fitness and adiposity on life expectancy: a 
UK Biobank observational study. Mayo Clin Proc 94:985–994

	28.	 Pulz C, Diniz RV, Alves AN, Tebexreni AS, Carvalho AC, de 
Paola AA, Almeida DR (2008) Incremental shuttle and six-minute 
walking tests in the assessment of functional capacity in chronic 
heart failure. Can J Cardiol 24:131–135

	29.	 Guazzi M, Bandera F, Ozemek C, Systrom D, Arena R (2017) 
Cardiopulmonary exercise testing: what is its value? J Am Coll 
Cardiol 70:1618–1636

	30.	 Weber KT, Janicki JS (1985) Cardiopulmonary exercise testing for 
evaluation of chronic cardiac failure. Am J Cardiol 55:22a–31a

	31.	 Amsterdam EA, Wenger NK, Brindis RG, Casey DE Jr, Ganiats 
TG, Holmes DR Jr, Jaffe AS, Jneid H, Kelly RF, Kontos MC, 
Levine GN, Liebson PR, Mukherjee D, Peterson ED, Sabatine 
MS, Smalling RW, Zieman SJ (2014) 2014 AHA/ACC guideline 
for the management of patients with non-ST-elevation acute coro-
nary syndromes: a report of the American College of Cardiology/
American Heart Association Task Force on Practice Guidelines. 
J Am Coll Cardiol 64:e139–e228

	32.	 Heidenreich PA, Bozkurt B, Aguilar D, Allen LA, Byun JJ, Colvin 
MM, Deswal A, Drazner MH, Dunlay SM, Evers LR, Fang JC, 
Fedson SE, Fonarow GC, Hayek SS, Hernandez AF, Khazanie 
P, Kittleson MM, Lee CS, Link MS, Milano CA, Nnacheta LC, 
Sandhu AT, Stevenson LW, Vardeny O, Vest AR, Yancy CW 
(2022) 2022 AHA/ACC/HFSA Guideline for the management of 
heart failure: a report of the American College of Cardiology/
American Heart Association Joint Committee on Clinical Practice 
Guidelines. Circulation 145:e876–e894

	33.	 Ibanez B, James S, Agewall S, Antunes MJ, Bucciarelli-Ducci 
C, Bueno H, Caforio ALP, Crea F, Goudevenos JA, Halvorsen 
S, Hindricks G, Kastrati A, Lenzen MJ, Prescott E, Roffi M, Val-
gimigli M, Varenhorst C, Vranckx P, Widimsky P, Group ESCSD 
(2018) 2017 ESC Guidelines for the management of acute myo-
cardial infarction in patients presenting with ST-segment eleva-
tion: The Task Force for the management of acute myocardial 
infarction in patients presenting with ST-segment elevation of the 
European Society of Cardiology (ESC). Eur Heart J 39:119–177

	34.	 O’Gara PT, Kushner FG, Ascheim DD, Casey DE Jr, Chung 
MK, de Lemos JA, Ettinger SM, Fang JC, Fesmire FM, Frank-
lin BA, Granger CB, Krumholz HM, Linderbaum JA, Morrow 
DA, Newby LK, Ornato JP, Ou N, Radford MJ, Tamis-Holland 
JE, Tommaso CL, Tracy CM, Woo YJ, Zhao DX (2013) 2013 
ACCF/AHA guideline for the management of ST-elevation myo-
cardial infarction: a report of the American College of Cardiology 
Foundation/American Heart Association Task Force on Practice 
Guidelines. J Am Coll Cardiol 61:e78–e140

	35.	 Ponikowski P, Voors AA, Anker SD, Bueno H, Cleland JGF, Coats 
AJS, Falk V, Gonzalez-Juanatey JR, Harjola VP, Jankowska EA, 
Jessup M, Linde C, Nihoyannopoulos P, Parissis JT, Pieske B, 
Riley JP, Rosano GMC, Ruilope LM, Ruschitzka F, Rutten FH, 
van der Meer P, Group ESCSD (2016) 2016 ESC Guidelines 
for the diagnosis and treatment of acute and chronic heart fail-
ure: the Task Force for the diagnosis and treatment of acute and 
chronic heart failure of the European Society of Cardiology (ESC)



1355Heart and Vessels (2023) 38:1344–1355	

1 3

Developed with the special contribution of the Heart Failure Asso-
ciation (HFA) of the ESC. Eur Heart J 37:2129–2200

	36.	 Hughson RL, Green HJ, Sharratt MT (1995) Gas exchange, blood 
lactate, and plasma catecholamines during incremental exercise 
in hypoxia and normoxia. J Appl Physiol 79:1134–1141

	37.	 Koike A, Itoh H, Taniguchi K, Hiroe M (1989) Detecting abnor-
malities in left ventricular function during exercise by respiratory 
measurement. Circulation 80:1737–1746

	38.	 Sato N, Kajimoto K, Keida T, Mizuno M, Minami Y, Yumino D, 
Asai K, Murai K, Muanakata R, Aokage T, Sakata Y, Mizuno K, 
Takano T, Investigators T (2013) Clinical features and outcome in 
hospitalized heart failure in Japan (from the ATTEND Registry). 
Circ J 77:944–951

	39.	 Tsutsui H, Tsuchihashi-Makaya M, Kinugawa S, Goto D, Take-
shita A (2006) Clinical characteristics and outcome of hospital-
ized patients with heart failure in Japan. Circ J 70:1617–1623

Publisher's Note  Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.


	Relationship of maximum walking speed with peak oxygen uptake and anaerobic threshold in male patients with heart failure
	Abstract
	Introduction
	Participantsmaterials and methods
	Participants
	Collection of data
	CPX
	Measurement of MWS
	Statistical analyses

	Results
	Baseline characteristics
	Outcome of the relationship between MWS and CPX responses
	Outcomes via PSM

	Discussion
	Mechanisms
	Advantages of MWS in clinical practice
	Application to cardiac rehabilitation
	Limitations
	Conclusion

	Anchor 20
	Acknowledgements 
	References




