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General anesthesia

According to the principles of enhanced re-
covery after surgery (ERAS), a recommenda-
tion of grade strong has been issued to avoid
anxiolytics for premedication because they
could delay postoperative recovery.! The April
issue of Minerva Anestesiologica contained a
systematic review by Mijderwijk et al. on pre-
medication with benzodiazepines (BZDs) in
one-day surgery.2 The associated meta-anal-
ysis showed that BDZs increased time to re-
covery, but not time to discharge to wards, and
reduced the incidence of postoperative nausea
and headache, but did not improve anxiety
and, in general, psychological outcome. The
Authors concluded that withholding benzodi-
azepine premedication to avoid delayed dis-
charge to wards is not evidence-based. How-
ever, the main quality of the nineteen studies
reviewed was not high, because most of them
investigated only oral administration, some
were very old, and some pulled different BDZs
and routes of administration together. In the
accompanying editorial, Carassiti ef al. point-
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ed out that in most cases, the need for anxio-
lytic medication may be cancelled by means of
a good preoperative interview.3

Intravenous premedication with short-act-
ing drugs provides an alternative to traditional
BDZ administration.# White et al. compared
the effects of sub-hypnotic intravenous doses
of propofol 20 mg, and midazolam 2 mg, given
in the preoperative holding area just before be-
ing transferred to the operating theatre. Both
drugs caused significant anxiolytic, sedative,
and amnestic effects, without cardiorespira-
tory depression.5 The only difference was a
stronger amnestic effect of midazolam. The
authors recommended to respect proper dose/
body weight relationships (0.2-0.4 mg/kg for
propofol, 25 pg/kg for midazolam) in order to
avoid undesirable effects, particularly in elder-
ly and high-risk patients.

Elderly people are particularly prone to de-
velop postoperative delirium (POD), which
often delay the discharge from the hospital,
prevents full return to normal life, and in-
creases social costs of healthcare.¢ Stukenberg
et al. carried out a secondary analysis on data
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from the SuDoCo trial,” which demonstrated
that intraoperative neuromonitoring is associ-
ated with a lower incidence of delirium, pos-
sibly by avoiding too deep anesthetic levels.8
The authors utilized three different scores to
assess the neurocognitive status of 996 elderly
patients ten minutes after the end of general
anesthesia for elective noncardiac surgery, and
found that the Richmond Agitation-Sedation
Scale (RASS) and the Nursing-Delirium
Screening Scale (Nu-DESC) were predictive
of POD.

Orena et al. reviewed the literature on the an-
esthetic interventions to prevent POD.? Their
analysis pointed out that the use of Bispectral
Index (BIS) to avoid deep anesthesia levels is
evidence-based, while no other technique or
anesthetic drug can be recommended. Prob-
ably, strict perioperative control more than
technical aspects, is the best tool to minimize
the risk of POD; indeed, multicomponent pre-
vention programs may reduce the incidence of
delirium by 35%.

Over the last years, target-controlled infu-
sion (TCI) has been increasingly utilized in an-
esthesia to achieve and maintain desired drug
concentrations, in the blood and at the effector
site.10 The natural evolution of such technique
was the closed-loop anesthesia, which is based
on automated systems wherein measured out-
puts (BIS, train-of-four ratio, blood pressure)
are used by a controller to titrate inputs (drug
infusion rates) to the system (the body).!! The-
oretical advantages are the optimal drug titra-
tion and the decreased workload. Le Guen et
al. reviewed the literature on “closed-loop”
anesthesia. The good news is that such a sys-
tem is no longer a holy grail since the required
technology is currently available; the bad news
is that the ideal output to build the system is
still lacking.12

Besch et al. carried out an RCT in patients
who underwent upper airway pan-endoscopy,
to compare propofol TCI alone or associated
with remifentanil TCI.13 They observed that
the combination of the two drugs did not in-
terfere with spontaneous breathing and was
associated with less hemodynamic response to
upper airway maneuvers. Maintaining spon-
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taneous breathing during a painful stimula-
tion like upper airway endoscopic procedure
is a hard task for anesthetists, and the Authors
clearly showed that TCI is very effective in
that condition. The combination of propofol
and remifentanil TCI is a current reality, the
potential of which is far from being entirely
understood. 14

Taken together, the two aforementioned
articles show that TCI has become a consoli-
date technology and represents a very useful
tool for anesthetists, even if no data have yet
demonstrated that its use improves patient out-
comes.!5; 16

An important side effect of neuromuscu-
lar blocking agents is a subclinical prolonged
muscular block that can affect the initial post-
operative period.!7 This aspect has been un-
veiled since neuromuscular function is moni-
tored instrumentally,!8. 19 and has been focused
on since Sugammadex, an antidote more ef-
fective than traditional neostigmine, has been
commercialized.20 Over the last year, Minerva
Anestesiologica published three interesting
manuscripts on this important topic. Errando et
al. assessed the incidence of INMB in a sample
of 763 patients who had received at least one
dose of non-depolarizing muscle relaxant dur-
ing general anesthesia.2! They found that 26%
presented clinically unapparent INMB and that
predictive factors were length of surgery, type
of relaxant, use of halogenates, no intraop-
erative specific monitoring, no drug reversal,
and neostigmine reversal (vs. sugammadex).
A lower, but always high incidence of INMB
(11%) was registered in a study by Batistaky
et al.?? Martinez-Ubieto et al. compared the
incidence of rNMB in patients under general
anesthesia who received cis-atracurium, cis-
atracurium plus neostigmine, rocuronium, and
rocuronium plus sugammadex.23 The results of
the study showed that rocuronium plus sugam-
madex was associated with a trivial incidence
of INMB (1%), in comparison with the other
techniques investigated (34%, 29%, and 34%,
respectively). Although those data are impres-
sive, in daily practice, anesthetists have to
balance the effectiveness of sugammadex, its
high cost, and its collateral effects.24 The main
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point, however, is probably that neuromuscu-
lar function should be monitored whenever
non depolarizing muscle relaxants are used, in
order to avoid excessive doses of neuromus-
cular blocking agents and to plan the use and
type of reversal agents.25-27

Pediatric anesthesia

In some animal species, puppy exposure to
anesthetic drugs may cause long term neuro-
cognitive impairment. These data and their
potential translation to humans have been re-
viewed by Disma and Hansen.28 In puppies, al-
terations of brain development by anesthetics
may be caused by post-synaptic neuronapop-
tosis, but most studies are inadequate in terms
of design, conduct, and reporting. In humans,
data available are yet very limited. The results
of an RCT on two years old children have re-
cently shown that single exposures of about
one hour to sevoflurane-based general anes-
thesia do not increase the incidence of poor
neurodevelopmental outcome in comparison
with regional anesthesia.2’ Disma and Hansen
concluded that changes of clinical practice in
pediatric anesthesia cannot be based on results
from animal studies only; anyway, future pre-
clinical trials should be planned according to
ARRIVE guidelines, in order to improve inter-
nal and external consistency.30

Weber et al3! performed a survey on the
participants in the APRICOTS Trial,32 to as-
sess the opinion of European anesthetists on
neurotoxicity of general anesthetics in chil-
dren and how it affects their daily practice.
Only half of the participants, mostly working
in pediatric hospitals, considered themselves
as well informed on this topic. Two-thirds rou-
tinely addressed the issue of hypothetical neu-
rotoxicity with surgeons and parents during
pre-anesthetic consultation. Only 17% tried
to minimize general anesthesia length and
general anesthetic amount by increasing opi-
oid dosage. In general, anesthetists were more
interested in future human trials than in addi-
tional animal studies. In the accompanying ed-
itorial, Kausmann and Laschat recommended
that anesthetists discuss the pros and cons of
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general anesthesia and the risk of neurotoxic-
ity with surgeons and parents, and apply the
recommendations of the recently founded
SAFETOTS initiative for safe conduct in pe-
diatric anesthesia.33:34 This approach is mainly
based on the use of local anesthetics whenever
possible, and of all available monitoring tech-
niques to preserve homeostasis and to correct
cardiovascular instability as soon as possible.
Those goals may be more easily achieved by
experienced anesthetists in high volume pedi-
atric hospitals.

In children, high levels of preoperative
anxiety are associated with an increased risk
of postoperative delirium, pain, enuresis, sleep
anomalies. eating disorders, and behavioral
changes, such as nightmares and separation
anxiety.3% 36 On the other hand, premedica-
tion with anxiolytics is sometimes associated
with adverse/paradoxical reactions. Non-
pharmacological techniques may provide an
alternative tool to reduce distress and improve
coping skills. Batuman et al. assessed the ef-
fectiveness of an educational video about the
surgical procedure in children who underwent
outpatient surgery.3? In comparison with those
verbally informed, children who watched the
video presented lower anxiety scores at anes-
thesia induction and fewer postoperative mal-
adaptive behaviors, such as difficulty getting
to sleep, nocturnal enuresis, fear of darkness,
objecting going to bed, and decreased appetite.
The editorial by Pabelick pointed out that the
customization of the information to the real
environment may have played an important
role in the study; a commercially-produced
video may not achieve the same good quality
outcomes.38

Airway management

In December, the guidelines on airway man-
agement in obese patients issued by the diffi-
cult Airway Management Group of the Italian
Society of Anesthesia, Analgesia, Resuscita-
tion and Intensive Care (SIAARTI) were pub-
lished.?® The document addressed all the as-
pects of airway management in obese patients
after an exhaustive examination of the large
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literature available on the topic. Recommen-
dations for the reader are summarized in two
diagrams.

Extraglottic devices and videolaryngosco-
pies (VDL) play a major role in the manage-
ment of difficult airways.40-44 In comparison
with traditional laryngoscopes, the latter pro-
vide a better glottic view, less need of a sty-
let, a higher success rate; besides, they may
necessitate less applied force and cause fewer
traumatisms.45 Finally, VDLs have not only
been recommended as the main alternative to
traditional laryngoscopy in cases of unantici-
pated difficult airways,*3 44 but also proposed
for routine tracheal intubation.46

To date, clinicians choose the optimal de-
vice for their practice among plenty of com-
mercially available VDLs. In most cases, the
choice is based on subjective considerations,
but more objective criteria are needed to
choose the VDL better suitable in each clinical
condition. MA published various studies that
compared different VDLs to each other. Alvis
et al. evaluated the performance of McGrath
MAC and King Vision VDLs in adults with
predicted normal airways.4’” Operators were
experts of traditional laryngoscopy, but not of
video laryngoscopy. The use of both devices
was associated to high rates of successful in-
tubation, and excellent larynx visualization.
However, McGrath MAC VDL use was char-
acterized by more frequent successful first at-
tempt intubations and shorter intubation times.

Al-Ghamdi et al. compared the traditional
Macintosh laryngoscope with Glidescope,
Airtraq, and King Vision VDLs; tracheal intu-
bation was performed by unexperienced anes-
thesiologists in patients with normal airways.48
The authors found no significant differences
about the degree of glottis visualization, the
number of laryngoscopy attempts, and the
need of optimization maneuvers. Airtraq and
King Vision VLSs caused less sore throat than
Macintosh laryngoscope and GlideScope. Fi-
nally, the time to intubation was comparable
between the Macintosh laryngoscope and the
GlideScope, and significantly longer with the
Airtraq, and the King Vision VDLs. On this
regard, relatively short differences of 15 to
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25 s. were registered, which nonetheless can
be critical during unexpected difficult airway
management and impossibility to ventilate
the patient. Most operators judged the Airtraq
as the VLS easiest to use, probably because
of their major familiarity with the angulated
blade design of Macintosh laryngoscopes. El-
Tahan et al. reported similar conclusions in a
randomized trial on double-lumen tube (DLT)
positioning in simulated easy and difficult
airways.# Airtraq and King Vision VDLs re-
quired more time to intubation than Macintosh
laryngoscope, but the success rate was very
high for all the devices. Again, GlideScope
was considered the easiest to use in both sce-
narios.

The growing use of VDLs may challenge
the currently utilized tests for difficult airway
assessment because such tests were ideated
and checked for direct laryngoscopy.5 A sys-
tematic review by Vannucci ef al. highlighted
that the performance of bedside tests for dif-
ficult airway is still limited, so that clinicians
should always be prepared to handle an unpre-
dicted difficult intubation.5! In this scenario, it
is reasonable that some predictors may work
better for VDLs and therefore assume a new
role since VDLs are becoming the standard of
care.>2

Regional anesthesia

Technical advancements in RA aim to in-
crease the safety and decrease the incidence
of complications. In 2009, the Italian Regis-
try of Complications associated to Regional
Anesthesia (RICALOR) was founded in order
to collect quarterly reports of the procedures
performed with regional anesthesia and the
complications that occurred. Seventeen Italian
hospitals joined the project. In April, Allegri et
al. published the first report from RICALOR.53
Regional anesthesia techniques were utilized
for primary anesthesia techniques or postop-
erative analgesia in 117,182 procedures. Com-
plications occurred in two out of 4954 epidural
blocks, 12 out of 20,193 spinal bocks, and 15
out of 20,545 peripheral nerve blocks. Five
complications were classified as major and
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included a spinal-epidural abscess with long
term neurologic sequelae; they did not include
any case of hematomas. The total incidence of
complication was 0.46%o0 and confirmed the
high level of safety achieved; nonetheless, no
significant trend was observed towards a de-
creased incidence of systemic toxicity of lo-
cal anesthetics. In the associate editorial, Apan
et al. pointed out that the data collected by
RICALOR are particularly valuable because
they were registered prospectively, whereas
most previous investigations about this topic
have been conducted on a retrospective basis.5

In order to augment the length of postopera-
tive analgesia obtained with peripheral nerve
blocks, an option is the use of adjuvants. Sev-
eral reports suggest that Dexmedetomidine,
a highly selective a-receptor agonist, mixed
with local anesthetics can increase the du-
ration of peripheral nerve blocks.5> Luan et
al. investigated the effects of the addition of
dexmedetomidine toropivacaine in bilateral
transversus abdominis plane (TAP) block for
abdominal hysterectomy.5¢ They reported in-
creased block intensity, improved pain scores,
and reduced opioid consumption, especially in
the early postoperative period.

Failure of RA techniques is usually ex-
plained by technical problems. A case of fa-
miliar inherited resistance to local anesthetics
has been described by Clendenen et al. in the
October issue.57 Relatives of a patient who
had a history of unsuccessful brachial plexus
block and subsequent local anesthetic infil-
tration were examined. To determine the de-
fective gene, medical histories were obtained
and whole-exome sequencing performed. The
genetic deficiency affected a voltage-gated so-
dium channel receptor. The incidence of this
variation was about 1% in general population.
The editorial of Qu et al. provides a detailed
description of genetic studies on voltage-gated
sodium channels, possible treatment options,
and future perspectives.>8

Perioperative medicine

Modern anesthetists are involved in many
aspects of “non-operative” care of surgical pa-
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tients.5%- 60 Rago et al. described the Short Hos-
pitalization System (SHS) project, the purpose
of which was the progressive passage from
ordinary admittances to Day Surgery and out-
patient services for many surgical procedures,
with the consequent cost reduction.®! The proj-
ect offers new responsibilities to the anesthe-
tist, progressively transformed in a periopera-
tive physician.

Elderly people who undergo major surgery
are progressively increasing and at higher risk
of perioperative complications.®2 De Leon
wrote an exhaustive review on the dysfunc-
tions of the digestive system in the elderly.63
He focused on possible troubles related to the
impairment of gastrointestinal motility since
about 70% of postoperative pneumonias in el-
derly people are due to pulmonary aspiration.

Perioperative medicine is aimed to build a
safe pathway for patients, avoiding compli-
cations and making postoperative recovery
faster. On this purpose, it needs reliable scores
to predict high risk patients. Dette et al. inves-
tigated the effectiveness of Mallampati Score
associated to STOP-Bang score in order to
increase the predictivity of STOP-Bang score
alone for obstructive sleep apnea.®* They stud-
ied 303 unselected surgical patients and ob-
served that predictivity of both scores was low,
both alone and in combination. The authors
concluded that other tests should be utilized,
but acknowledged the problem to reconcile
the use of time-consuming and expensive tests
(e.g. polysomnography) with the need to save
resources.

Literature on goal-directed therapy (GDT)
presents conflicting data about its effectiveness
in surgical settings.65 Lack of standardization
and frequent overtreatments may explain fail-
ures. There is no consensus about the defini-
tions of volume therapy, fluid challenges, and
fluid responsiveness, and that may cause un-
necessary pharmacological supports and high-
ly positive fluid balances. Broch et al. evalu-
ated the effectiveness of GDT with the Nexfin
monitoring system (which measures cardiac
index and pulse pressure variations, nonin-
vasively) on patients who underwent elective
major abdominal surgery.®® In comparison
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with standard management, GDT did not im-
prove outcome, nor increase the incidence of
complications. Yet, the study group received
more inotropes and presented higher cardiac
indexes and lower pulse pressure variations,
due to the pre-emptive nature of the protocol.

Preventing pulmonary complications have
an important impact on perioperative mortal-
ity, morbidity and costs.®” Strategies for pre-
vention of pulmonary complications include
smoking cessation for at least two months, de-
lay of elective procedures after upper airway
infections, intraoperative protective ventila-
tion, and postoperative alveolar recruitment by
incentive spirometry, deep breathing exercises,
and CPAP.68. ¢ These strategies are time- and
money-consuming and should be reserved for
high-risk cases. Patient-related, procedure-
related, and laboratory-based predictors have
been extensively searched for by risk analyses
and prevention models.’0 Mazo et al. outlined
the correct methodology for model selection
and validation, including an exhaustive de-
scription of modifiable and unmodifiable risk
factors.”! In the accompanying editorial, Ball
and Pelosi underlined that validated tools are
strictly warranted to modify the clinical prac-
tice.”2

Early rehabilitation plays a crucial role in
fast-track programs. Dumans-Nizard et al. re-
ported the results of a rehabilitation program
performed after posterolateral thoracotomy for
lung resection.” The program included multi-
modal analgesia, early removal of chest drains,
and prompt restart of feeding and ambulation.
Results showed a high degree of patient satis-
faction and a trend towards reduction of hos-
pital stay.

Rivas et al. studied the effects of postural
changes on pulmonary gas exchange before
and after bariatric surgery.”* Unexpectedly,
in hypoxemic individuals before surgery, PO,
improved when supine positioning was kept.
After surgery, arterial oxygenation improved
when upright and worsened when supine in
all subjects. Such findings were not entirely
consistent with previous studies.’s. 76 Magni
and Fumagalli summarized pulmonary patho-
physiology in morbidly obese patients and
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discussed the correct ventilatory approach, in-
cluding the role of high PEEPs and transpul-
monary pressure measurement.’’

Postoperative analgesia.

Postoperative pain management still rep-
resents a challenge for anesthesiologists.
Over 80% of patients experience pain after
surgery,’s and up to 50% of patients may de-
velop chronic post-surgical pain (CPSP) after
common operations.”-81 Major obstacles to
optimal postoperative analgesia are organiza-
tional, cultural and economic.’8 82 Indeed, cur-
rent expectations from surgery are no longer
limited to patient survival and anesthetist tasks
are not limited to the operating theatre, but
comprehends all the perioperative period. The
new role as perioperative physician should be
associated with a “goal-directed, patient-cen-
tered” management.83, 84

Grosu et al. investigated the evolution of
pain after total knee arthroplasty (TKA), dur-
ing a follow-up period of twelve months.86
They observed that pain and its negative con-
sequences on quality of life went well beyond
the acute intra-hospital period. One year after
TKA, 17% of patients still took analgesic med-
ications and 30% had moderate to severe sleep
problems. Similarly, enjoyment of life, mood,
and degree of satisfaction were negatively af-
fected.

One important and not always considered
determinant of postoperative pain is patient
psychological conditions and in particular
the anxiety level.85 Gorkem et al. found that
high anxiety scores in patients who underwent
obstetric surgery were an independent predic-
tive factor of increased opioid consumption,
and suggested that psychological evaluation
should be included in the preoperative evalu-
ation.86 This is particularly important in ob-
stetric patients, because the mother need to
be in good psychological condition to look
adequately after the newborn 87 and because
postoperative pain intensity is well correlated
with the incidence of postpartum depression.s8

Patient-controlled analgesia (PCA) provides
good control of pain with lower doses of an-
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algesics.8%: 9 Peng et al. compared PCA to
other analgesic modalities, in a large sample of
patients who underwent abdominal surgery.9!
Their data not only confirmed the better degree
of analgesia achieved, but also found that PCA
use was associated to lower mortality rates and
fewer short and long term complications.

Ketamine is often utilized for postoperative
analgesia due to its analgesic properties and
opioid-sparing effect, but low-dose regimens
are recommended to reduce the risk for poten-
tial psychodysleptic side effects.92 93 Borne-
mann-Cimenti et al. compared usual low-dose
s-ketamine (a 0.25 mg/kg bolus and 0.125 mg/
kg/h infusion for 48 hours) with minimal-dose
s-ketamine (a 0.015 mg/kg/h infusion follow-
ing a saline bolus) for perioperative analge-
sia.? Minimal dose treatment resulted the best
compromise between the opioid-sparing effect
and the risk of developing postoperative de-
lirium.

As a part of a multimodal approach to post-
operative analgesia in obstetric patients, neur-
axial techniques have a few potential advan-
tages, such as preventing airway problems,
avoiding aspiration in non-fasted patients,
and allowing an early relationship between
the mother and the baby. In a prospective ran-
domized study, Kaufner et al. compared the
analgesic efficacy of morphine given by spi-
nal or epidural routes after caesarean section.%
The latter route was tested as a single bolus or
PCA. The authors found lower static and dy-
namic pain scores with intrathecal morphine.

Another interesting and promising approach
to postoperative analgesia is represented by
continuous wound infusion of analgesics.%
Ball et al. compared this technique with epi-
dural analgesia in abdominal surgery.9’ There
was no significant difference in postoperative
pain, but epidural analgesia guaranteed a bet-
ter postoperative pain control in the early post-
operative hours and a reduced need of rescue
analgesics.

All these studies underline the need for good
quality research about postoperative pain.? In-
deed, despite the huge literature available, we
are far from standard, evidence-based anal-
gesic protocols. Operators should mostly use
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multimodal treatments and keep in mind that
the real question is not which technique is bet-
ter than the others, but which is the ideal place
for each of them (context sensitive treatment).
Reasonably, in the future, analgesic treatments
will be personalized by taking into account
the predisposition for postoperative pain, on
the basis of inflammatory states 9 and genetic
backgrounds.100

Pain

Opioids continue to be a mainstay of ade-
quate severe chronic non-cancer pain (CNCP)
management.l0! However, some concerns
have been risen in last years about the poten-
tial long-term adverse events of these drugs.
In particular, in the United States, opioid pre-
scription was associated with morbidity and
mortality of epidemic proportions.192 The
leading cause of opioid-related accidents was
the abuse/misuse of prescription drugs. Fanelli
et al. observed that these reports may cause
a dangerous opiophobia, which is totally un-
justified because problematic opioid use has
been estimated to be around 0.4% in European
adults.103 They underlined that appropriate
and responsible plan of care, together with a
periodic patient reassessment, are essential to
prevent the risk of opioid abuse and misuse.
On the other side, Porter and Viscusi argued
that independently from the rate of diversion,
addiction, dependence, or abuse, all these
events cannot be forgotten, as they represent
a potential concern for individual morbidity
and mortality.1%4 Hence, opioid therapy should
be optimized by the association with non-
pharmacological and non-opioid therapies in
a multimodal approach, as strongly suggested
by all guidelines.

Among chronic pain syndromes, cervical ra-
dicular pain is one of the main causes of missed
workdays and represents a burden for health
care costs. Despite its high incidence, current
recommendations are based on weak evidence
and have been often extrapolated from trials
conducted on low back pain patients. In gen-
eral, a multidisciplinary approach is indicated,
including regional analgesia, physical therapy,
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and rehabilitation; surgical treatment is neces-
sary when radicular pain becomes refractory
to analgesic therapy.195 Aurini et al. reported
the effects of meloxicam, given by ultrasound-
guided cervical periradicular injection, in 48
patients with cervical-brachial pain and dis-
ability.196 The authors registered complete pain
remission in 94% of patients. Moreover, this
method has lower risks of neurological com-
plications in comparison with transforaminal
injections, because the needle point is ~1.5 cm
away from the foramina. For the implementa-
tion in clinical practice, a problem arises from
the off-label use of meloxicam when given by
perineural injections.107

Miscellanea

Trevisan et al. performed a retrospective sin-
gle center analysis to test the impact of the use
of rotational thromboelastometry (ROTEM)
on postoperative outcome and costs in patients
who underwent cardiac surgery.!%8 In com-
parison with controls, they found an overall
decrease of packed red blood cell transfusion,
a shorter stay in the ICU, and a decreased in-
cidence of reoperations. These data were in
agreement with the literature on this topic.1%
Evidences are now strength enough to rec-
ommend the use of point-of-care coagulation
tests, not only in cardiac surgery, but whenever
major bleeding is expected.!10

Transesophageal echocardiography (TEE)
is considered a standard of care during cardiac
surgery and is enjoying increasing interest in
other areas.!!':112 In the August issue, Mein-
eri highlighted TEE potential in clinical situ-
ations beyond cardiac surgery.!!3 When used
intraoperatively, TEE overcomes the limits
of parameters such as central venous pressure
and capillary wedge pressure, assessing fluid
responsiveness more accurately.!!4 As a con-
sequence, in an ideal setting, TEE should be
available every time a reliable hemodynamic
monitoring is necessary. Costs and need for
trained operators are two major limitations
that could be overcome by the introduction of
cheaper devices and by the dissemination of
knowledge of the technique.

232 MINERVA ANESTESIOLOGICA

AYEAR IN REVIEW: 2016

The fields of application of ultrasound in an-
esthesia and intensive care increase more and
more. Recently they have been used to assess
the degree of filling of the stomach and the risk
of aspiration pneumonia.!!s. 116 Barboni et al.
utilized ultrasound to evaluate the rate of gas-
tric emptying in pregnant women in the third
trimester scheduled for elective caesarean sec-
tion.117 They registered a slower emptying in
comparison with controls and, even more im-
portant, confirmed ultrasound effectiveness to
assess the gastric content.

Finally, a review on hypnosis and anesthesia
by Facco was published in December.!!8 The
author summarizes the story of this “physio-
logical mind activity characterized by focused
attention,” the mechanisms of action, which
are still poorly understood, and the potential
implementation in clinical practice. Ultimate-
ly, he shows how an attractive technique that
has gained popularity in the early 19th century
and was then nearly forgotten, could be for
modern anesthetists. In this era of “multimodal
approaches,” we are all looking for synergistic
interactions. Hypnosis may be an effective an-
cillary intervention for treatment of pain, nau-
sea, and stress.!19

Finally, MA published three editorials that
reported some useful suggestions to perform
and report the statistical analysis in the manu-
scripts. The statistician member of the editorial
board of the journal and the editor-in-chief au-
thored the articles in order to reflect the inter-
action between a professional statistician and
a clinician. We hope that these editorials could
be of value for the authors to facilitate their
often difficult task.120-122
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