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Abstract

Background: There is insufficient evidence to recommend using either intraoperative cerebral oximetry or 
(processed) electroencephalogram (EEG) alone for preventing perioperative neurocognitive disorders (PNDs).
Objective: : To evaluate the effectiveness of combined use of cerebral oximetry and electroencephalogram-
guided anesthesia on the incidence of PNDs in adult patients undergoing cardiac and non-cardiac interventions.
Methods: A PICOS - based systematic review of English articles using Pubmed and Embase (from inception 
to August 2022) was performed. There were no exclusion criteria regarding the type of the study. Abstract 
proceedings and new study protocols or ongoing studies were not included. Review articles were analyzed in 
search of eligible references. All possible terms that were illustrative of PNDs were used.
Results: Among the 63 full manuscripts that were analyzed in detail, 15 met the inclusion criteria. We found 2 
retrospective, 8 prospective observational and 5 randomized controlled trials of which 1 did not evaluate the 
use of neuromonitoring in the randomization process. The definition and the methods used to diagnose PNDs 
were very heterogeneous. Only 8 studies used an algorithm to avoid/treat cerebral oxygen desaturation and/or to 
treat EEG abnormalities. Overall, there was a tendency towards less PNDs in studies where such an algorithm 
was used.
Conclusions: Our results suggest that integrating information obtained from cerebral oximetry and an EEG 
monitor may reduce the incidence of PNDs whenever an adapted algorithm is used to improve brain function.

Keywords: Postoperative delirium, Postoperative cognitive decline, Neurocognitive disorders, Spectroscopy, 
Near-Infrared, Electroencephalography.

Introduction

Perioperative neurocognitive disorders (PNDs) 
associated with anesthesia and surgery and as defined 
according to the recent nomenclature1, may occur in 
up to 60% of the patients2.

Many predisposing as well as precipitating factors 
have been identified in the pathophysiology of 
PNDs, of which some have been advocated as partly 
modifiable3,4. These modifiable factors are on one 
hand the regional cerebral oxygen saturation (rScO2), 
and on the other hand the depth of anesthesia (DOA). 

Indeed, low rScO2 as measured by oximetry devices 
has been associated with the occurrence of PNDs in 
cardiac5-7, and non-cardiac surgery8. However, in 2020 
the American Society for enhanced recovery and 
Perioperative Quality Initiative (PQI) joint consensus 
statement agreed that although intraoperative use of 
cerebral oximetry can detect potentially catastrophic 
malperfusion events, there is no evidence that it will 
reduce organ-specific morbidity in cardiac as well as 
non-cardiac surgery9.

Otherwise, over the last 10 years much research 
has been performed regarding the perioperative 
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neurotoxicity in the elderly10, and the association 
between an overdose of anesthetic agents and 
the occurrence of PNDs11-13. Nevertheless, 
pooled data are not conclusive14  and in 2020 the 
American Society for enhanced recovery and 
PQI joint consensus statement concluded that 
there is insufficient evidence to recommend use 
of electroencephalogram (EEG) monitoring for 
preventing PNDs or mortality15.

Considering that poor cerebral oxygenation 
as well as anesthetic overdose may each have a 
distinct but small influence, combining the two 
monitors may have a synergistic effect and provide 
information that is not available with each monitor 
separately, as such affecting the incidence of 
PNDs. 

The aim of this systematic review is to analyze 
the effect of combined intraoperative use of 
cerebral oximetry and (processed) EEG monitor 
on the incidence of PNDs or any neurological 
complications including stroke.  

Methods

This systematic review conforms to PRISMA 
(Preferred Reported Items for Systematic reviews 
and Meta-Analyses). A PICOS (Population, 
Intervention, Comparator, Outcome, Study design) 
approach was used to formulate the research 
question.

The search included only adult human data. We 
identified all articles from inception to August 
2022 that analyzed the association of combined 
intraoperative use of cerebral oximetry and 
(processed) EEG monitor on the incidence of 
PNDs or any neurologic complications. In this 
regard we also encountered for stroke as stroke is 
a known complication after cardiac surgery and 
many included studies were performed in cardiac 
surgery patients. There was no restriction on the 
type of surgery. Any comparator was included. The 
search was limited to English-language reports. 
There were no exclusion criteria regarding the 
type of study (retrospective, case reports/case 
series, review articles). Abstract proceedings and 
new study protocols or ongoing studies were not 
included. Review articles were analyzed in depth 
in search of eligible references. Considering 
that different terms were used to indicate PNDs, 
before implementation of the new nomenclature 
of PNDs in 2018,1 we used all possible terms that 
were illustrative of PNDs. The new nomenclature 
refers to PNDs in the short-term including delirium 
and delayed neurocognitive recovery. The latter 
was previously known as early postoperative 
cognitive dysfunction or decline. PNDs in the 

longer term includes postoperative neurocognitive 
disorder, previously called postoperative cognitive 
dysfunction or decline.

The electronic search strategy used the terms 
cerebral oximetry, cerebral oxygenation, cerebral 
near-infrared spectroscopy (NIRS) AND terms 
that were indicative of DOA monitor, processed 
or frontal EEG. Additionally, the terms combined 
and multimodal neuromonitoring were used to 
highlight the combination of the two cerebral 
monitors. The search was conducted in two main 
electronic databases (Pubmed, Embase). The 
studies were first included based on their title and 
the abstract, which were evaluated by one author 
(MM). Table I illustrates the exact search strategy. 
The information on Table I was independently 
double checked by a second author (AJS). The full 
paper of eligible papers was then reviewed by one 
investigator (MM). A standardized form was used 
to extract data from the included studies. Extracted 
information included the following items: type of 
study; year of publication; type of surgery; type 
of PNDs; sample size; interventions; type of 
neuromonitoring and use of any algorithms to treat 
intraoperative cerebral oxygen desaturation and to 
adapt DOA. All data retrieved from the eligible 
papers was checked by the other co-authors (QS 
and AJS). All authors worked independently.

Results

The PRISMA flow diagram is illustrated in Figure 
1. In total 62 manuscripts were eligible for complete 
review based on the title and/or the abstract. Among 
the 62 manuscripts, one review article revealed one 
eligible study based on its description. Sixty-three 
full manuscripts were thus analyzed in detail to 
evaluate eligibility for inclusion in this systematic 
review article. Eventually 15 manuscripts met 
the overall inclusion criteria. Table II shows the 
characteristics of the included studies. The included 
studies analyzed patients undergoing cardiac surgery 
(N = 7)7,16-21, carotid surgery (N = 2)22,23, shoulder 
surgery in beach chair position (N = 3)24-26 and 
other non-cardiac interventions (N = 3)27,28. Among 
the 15 included studies, two were retrospective16,17, 
eight were prospective7,18,19,21,22,24,25,28 and five were 
a randomized controlled trial (RCT)20,23,26,27,29. 
However, the RCT by Meghawry et al.26 randomized 
the patients according to a hypotension induced 
protocol for shoulder surgery in beach chair 
position. The randomization did thus not evaluate 
the use of neuromonitoring. The sample size in the 
studies varied very much, including 20 up to 1513 
patients28,7. As expected, the definition of PNDs 
and the methods used to diagnose PNDs were very 
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Table I. — Search strategies part 1.

Search Terms Number 
of hits

Embase Search 
Strategy

Number 
of hits

Pubmed Search 
Strategy

Combined neuromonitoring 442 305
Combined neuromonitoring AND POCD 1 0
Combined neuromonitoring AND POD 1 1
Combined neuromonitoring AND POD AND POCD 1 0
Combined neuromonitoring AND postoperative cognitive decline 1 1
Combined neuromonitoring AND postoperative cognitive dysfunction 4 2
Combined neuromonitoring AND postoperative delirium 2 3
Combined neuromonitoring AND postoperative delirium AND postoperative cognitive 
decline

1 0

Combined neuromonitoring AND postoperative delirium AND postoperative cognitive 
dysfunction

2 0

Combined neuromonitoring AND delayed neurocognitive recovery 0 0
Combined neuromonitoring AND perioperative neurocognitive disorders 1 0
Frontal EEG AND cerebral oximetry 9 8
Frontal EEG AND cerebral oximetry AND POCD 0 0
Frontal EEG AND cerebral oximetry AND POD 0 0
Frontal EEG AND cerebral oximetry AND POD AND POCD 0 0
Frontal EEG AND cerebral oximetry AND postoperative cognitive decline 0 0
Frontal EEG AND cerebral oximetry AND postoperative cognitive dysfunction 0 0
Frontal EEG AND cerebral oximetry AND postoperative delirium 0 0
Frontal EEG AND cerebral oximetry AND postoperative delirium AND postoperative 
cognitive decline

0 0

Frontal EEG AND cerebral oximetry AND postoperative delirium AND postoperative 
cognitive dysfunction

0 0

Frontal EEG AND cerebral oximetry AND delayed neurocognitive recovery 0 0
Frontal EEG AND cerebral oximetry AND perioperative neurocognitive disorders 0 0
Processed EEG AND cerebral oximetry 6 26
Processed EEG AND cerebral oximetry AND POCD 0 0
Processed EEG AND cerebral oximetry AND POD 0 0
Processed EEG AND cerebral oximetry AND POD AND POCD 0 0
Processed EEG AND cerebral oximetry AND postoperative cognitive decline 0 2
Processed EEG AND cerebral oximetry AND postoperative cognitive dysfunction 0 3
Processed EEG AND cerebral oximetry AND postoperative delirium 2 1
Processed EEG AND cerebral oximetry AND postoperative delirium AND postoperative 
cognitive decline

0 1

Processed EEG AND cerebral oximetry AND postoperative delirium AND postoperative 
cognitive dysfunction

0 1

Processed EEG AND cerebral oximetry AND delayed neurocognitive recovery 0 0
Processed EEG AND cerebral oximetry AND perioperative neurocognitive disorders 0 0
Frontal EEG AND cerebral NIRS 32 118
Frontal EEG AND cerebral NIRS AND POCD 0 0
Frontal EEG AND cerebral NIRS AND POD 0 0
Frontal EEG AND cerebral NIRS AND POD AND POCD 0 0
Frontal EEG AND cerebral NIRS AND postoperative cognitive decline 0 0
Frontal EEG AND cerebral NIRS AND postoperative cognitive dysfunction 0 0
Frontal EEG AND cerebral NIRS AND postoperative delirium 0 0
Frontal EEG AND cerebral NIRS AND postoperative delirium AND postoperative cognitive 
decline

0 0
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Table I. — Search strategies part 2.

Frontal EEG AND cerebral NIRS AND postoperative delirium AND postoperative cognitive 
dysfunction

0 0

Frontal EEG AND cerebral NIRS AND delayed neurocognitive recovery 0 0
Frontal EEG AND cerebral NIRS AND perioperative neurocognitive disorders 0 0
Processed EEG AND cerebral NIRS 14 267
Processed EEG AND cerebral NIRS AND POCD 0 0
Processed EEG AND cerebral NIRS AND POD 2 1
Processed EEG AND cerebral NIRS AND POD AND POCD 0 0
Processed EEG AND cerebral NIRS AND postoperative cognitive decline 0 4
Processed EEG AND cerebral NIRS AND postoperative cognitive dysfunction 3 4
Processed EEG AND cerebral NIRS AND postoperative delirium 5 5
Processed EEG AND cerebral NIRS AND postoperative delirium AND postoperative cogni-
tive decline

0 3

Processed EEG AND cerebral NIRS AND postoperative delirium AND postoperative 
cognitive dysfunction

1 3

Processed EEG AND cerebral NIRS AND delayed neurocognitive recovery 0 0
Processed EEG AND cerebral NIRS AND perioperative neurocognitive disorders 0 1
Depth-of-anesthesia monitor AND cerebral oximetry 7 9
Depth-of-anesthesia monitor AND cerebral oximetry AND POCD 3 2
Depth-of-anesthesia monitor AND cerebral oximetry AND POD 1 1
Depth-of-anesthesia monitor AND cerebral oximetry AND POD AND POCD 1 1
Depth-of-anesthesia monitor AND cerebral oximetry AND postoperative cognitive decline 2 2
Depth-of-anesthesia monitor AND cerebral oximetry AND postoperative cognitive 
dysfunction

3 3

Depth-of-anesthesia monitor AND cerebral oximetry AND postoperative delirium 1 2
Depth-of-anesthesia monitor AND cerebral oximetry AND postoperative delirium AND 
postoperative cognitive decline

1 2

Depth-of-anesthesia monitor AND cerebral oximetry AND postoperative delirium AND 
postoperative cognitive dysfunction

1 2

Depth-of-anesthesia monitor AND cerebral oximetry AND delayed neurocognitive recovery 0 0
Depth-of-anesthesia monitor AND cerebral oximetry AND perioperative neurocognitive 
disorders

0 0

Depth-of-anesthesia monitor AND cerebral NIRS 1 10
Depth-of-anesthesia monitor AND cerebral NIRS AND POCD 1 2
Depth-of-anesthesia monitor AND cerebral NIRS AND POD 1 2
Depth-of-anesthesia monitor AND cerebral NIRS AND POD AND POCD 0 1
Depth-of-anesthesia monitor AND cerebral NIRS AND postoperative cognitive decline 0 3
Depth-of-anesthesia monitor AND cerebral NIRS AND postoperative cognitive dysfunction 1 4
Depth-of-anesthesia monitor AND cerebral NIRS AND postoperative delirium 0 3
Depth-of-anesthesia monitor AND cerebral NIRS AND postoperative delirium AND 
postoperative cognitive decline

0 3

Depth-of-anesthesia monitor AND cerebral NIRS AND postoperative delirium AND 
postoperative cognitive dysfunction

0 3

Depth-of-anesthesia monitor AND cerebral NIRS AND delayed neurocognitive recovery 0 0
Depth-of-anesthesia monitor AND cerebral NIRS AND perioperative neurocognitive 
disorders

0 1

BIS AND cerebral oximetry 54 28
BIS AND cerebral oximetry AND POCD 0 0
BIS AND cerebral oximetry AND POD 0 0
BIS AND cerebral oximetry AND POD AND POCD 0 0
BIS AND cerebral oximetry AND postoperative cognitive decline 2 1
BIS AND cerebral oximetry AND postoperative cognitive dysfunction 3 2



	 COMBINED CEREBRAL OXIMETRY AND EEG MONITORING – SOUBERBIELLE et al.	 225

Table I. — Search strategies part 3.

BIS AND cerebral oximetry AND postoperative delirium 4 1
BIS AND cerebral oximetry AND postoperative delirium AND postoperative cognitive 
decline

1 1

BIS AND cerebral oximetry AND postoperative delirium AND postoperative cognitive 
dysfunction

1 1

BIS AND cerebral oximetry AND delayed neurocognitive recovery 0 0
BIS AND cerebral oximetry AND perioperative neurocognitive disorders 0 0
BIS AND cerebral NIRS 32 40
BIS AND cerebral NIRS AND POCD 0 1
BIS AND cerebral NIRS AND POD 1 0
BIS AND cerebral NIRS AND POD AND POCD 0 0
BIS AND cerebral NIRS AND postoperative cognitive decline 0 2
BIS AND cerebral NIRS AND postoperative cognitive dysfunction 1 2
BIS AND cerebral NIRS AND postoperative delirium 4 3
BIS AND cerebral NIRS AND postoperative delirium AND postoperative cognitive decline 0 1
BIS AND cerebral NIRS AND postoperative delirium AND postoperative cognitive 
dysfunction

0 1

BIS AND cerebral oximetry AND delayed neurocognitive recovery 0 0
BIS AND cerebral oximetry AND perioperative neurocognitive disorders 0 0
NeuroSENSE AND cerebral oximetry 2 1
NeuroSENSE AND cerebral oximetry AND POCD 1 1
NeuroSENSE AND cerebral oximetry AND POD 1 1
NeuroSENSE AND cerebral oximetry AND POD AND POCD 1 1
NeuroSENSE AND cerebral oximetry AND postoperative cognitive decline 1 1
NeuroSENSE AND cerebral oximetry AND postoperative cognitive dysfunction 1 1
NeuroSENSE AND cerebral oximetry AND postoperative delirium 1 1
NeuroSENSE AND cerebral oximetry AND postoperative delirium AND postoperative 
cognitive decline

1 1

NeuroSENSE AND cerebral oximetry AND postoperative delirium AND postoperative 
cognitive dysfunction

1 1

NeuroSENSE AND cerebral oximetry AND delayed neurocognitive recovery 0 0
NeuroSENSE AND cerebral oximetry AND perioperative neurocognitive disorders 0 0
NeuroSENSE AND cerebral NIRS 0 2
NeuroSENSE AND cerebral NIRS AND POCD 0 1
NeuroSENSE AND cerebral NIRS AND POD 0 1
NeuroSENSE AND cerebral NIRS AND POD AND POCD 0 1
NeuroSENSE AND cerebral NIRS AND postoperative cognitive decline 0 1
NeuroSENSE AND cerebral NIRS AND postoperative cognitive dysfunction 0 1
NeuroSENSE AND cerebral NIRS AND postoperative delirium 0 1
NeuroSENSE AND cerebral NIRS AND postoperative delirium AND postoperative cognitive 
decline

0 1

NeuroSENSE AND cerebral NIRS AND postoperative delirium AND postoperative cognitive 
dysfunction

0 1

NeuroSENSE AND cerebral NIRS AND delayed neurocognitive recovery 0 0
NeuroSENSE AND cerebral NIRS AND perioperative neurocognitive disorders 0 0
Narcotrend AND cerebral oximetry 2 0
Narcotrend AND cerebral oximetry AND POCD 1 0
Narcotrend AND cerebral oximetry AND POD 0 0
Narcotrend AND cerebral oximetry AND POD AND POCD 0 0
Narcotrend AND cerebral oximetry AND postoperative cognitive decline 0 0
Narcotrend AND cerebral oximetry AND postoperative cognitive dysfunction 1 0
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Table I. — Search strategies part 4.

Narcotrend AND cerebral oximetry AND postoperative delirium 0 0
Narcotrend AND cerebral oximetry AND postoperative delirium AND postoperative cognitive 
decline

0 0

Narcotrend AND cerebral oximetry AND postoperative delirium AND postoperative cognitive 
dysfunction

0 0

Narcotrend AND cerebral oximetry AND delayed neurocognitive recovery 0 0
Narcotrend AND cerebral oximetry AND perioperative neurocognitive disorders 0 0
Narcotrend AND cerebral NIRS 1 1
Narcotrend AND cerebral NIRS AND POCD 0 0
Narcotrend AND cerebral NIRS AND POD 0 0
Narcotrend AND cerebral NIRS AND POD AND POCD 0 0
Narcotrend AND cerebral NIRS AND postoperative cognitive decline 0 1
Narcotrend AND cerebral NIRS AND postoperative cognitive dysfunction 1 1
Narcotrend AND cerebral NIRS AND postoperative delirium 1 1
Narcotrend AND cerebral NIRS AND postoperative delirium AND postoperative cognitive 
decline

0 1

Narcotrend AND cerebral NIRS AND postoperative delirium AND postoperative cognitive 
dysfunction

0 1

Narcotrend AND cerebral NIRS AND delayed neurocognitive recovery 0 0
Narcotrend AND cerebral NIRS AND perioperative neurocognitive disorders 0 0
Sedline AND cerebral oximetry 6 1
Sedline AND cerebral oximetry AND POCD 0 0
Sedline AND cerebral oximetry AND POD 0 0
Sedline AND cerebral oximetry AND POD AND POCD 0 0
Sedline AND cerebral oximetry AND postoperative cognitive decline 0 0 
Sedline AND cerebral oximetry AND postoperative cognitive dysfunction 0 0
Sedline AND cerebral oximetry AND postoperative delirium 0 0
Sedline AND cerebral oximetry AND postoperative delirium AND postoperative cognitive 
decline

0 0

Sedline AND cerebral oximetry AND postoperative delirium AND postoperative cognitive 
dysfunction

0 0

Sedline AND cerebral oximetry AND delayed neurocognitive recovery 0 0
Sedline AND cerebral oximetry AND perioperative neurocognitive disorders 0 0
Sedline AND cerebral NIRS 6 1
Sedline AND cerebral NIRS AND POCD 0 0
Sedline AND cerebral NIRS AND POD 1 0
Sedline AND cerebral NIRS AND POD AND POCD 0 0
Sedline AND cerebral NIRS AND postoperative cognitive decline 0 0
Sedline AND cerebral NIRS AND postoperative cognitive dysfunction 0 0
Sedline AND cerebral NIRS AND postoperative delirium 3 1
Sedline AND cerebral NIRS AND postoperative delirium AND postoperative cognitive 
decline

0 0

Sedline AND cerebral NIRS AND postoperative delirium AND postoperative cognitive 
dysfunction

0 0

Sedline AND cerebral NIRS AND delayed neurocognitive recovery 0 0
Sedline AND cerebral NIRS AND perioperative neurocognitive disorders 0 0
Entropy AND cerebral oximetry 5 4
Entropy AND cerebral oximetry AND POCD 1 0
Entropy AND cerebral oximetry AND POD 0 0
Entropy AND cerebral oximetry AND POD AND POCD 0 0
Entropy AND cerebral oximetry AND postoperative cognitive decline 1 0
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Table I. — Search strategies part 5.

Entropy AND cerebral oximetry AND postoperative cognitive dysfunction 2 1
Entropy AND cerebral oximetry AND postoperative delirium 0 0
Entropy AND cerebral oximetry AND postoperative delirium AND postoperative cognitive 
decline

0 0

Entropy AND cerebral oximetry AND postoperative delirium AND postoperative cognitive 
dysfunction

0 0

Entropy AND cerebral oximetry AND delayed neurocognitive recovery 0 0
Entropy AND cerebral oximetry AND perioperative neurocognitive disorders 0 0
Entropy AND cerebral NIRS 9 47
Entropy AND cerebral NIRS AND POCD 0 0
Entropy AND cerebral NIRS AND POD 0 0
Entropy AND cerebral NIRS AND POD AND POCD 0 0
Entropy AND cerebral NIRS AND postoperative cognitive decline 0 1
Entropy AND cerebral NIRS AND postoperative cognitive dysfunction 1 1
Entropy AND cerebral NIRS AND postoperative delirium 1 1
Entropy AND cerebral NIRS AND postoperative delirium AND postoperative cognitive 
decline

1 1

Entropy AND cerebral NIRS AND postoperative delirium AND postoperative cognitive 
dysfunction

1 1

Entropy AND cerebral NIRS AND delayed neurocognitive recovery 0 0
Entropy AND cerebral NIRS AND perioperative neurocognitive disorders 0 0
Multimodal neuromonitoring 580 376
Multimodal neuromonitoring AND POCD 0 0
Multimodal neuromonitoring AND POD 2 1
Multimodal neuromonitoring AND POD AND POCD 0 0
Multimodal neuromonitoring AND postoperative cognitive decline 3 2
Multimodal neuromonitoring AND postoperative cognitive dysfunction 6 2
Multimodal neuromonitoring AND postoperative delirium 5 3
Multimodal neuromonitoring AND postoperative delirium AND postoperative cognitive 
decline

2 1

Multimodal neuromonitoring AND postoperative delirium AND postoperative cognitive 
dysfunction

2 1

Multimodal neuromonitoring AND delayed neurocognitive recovery 0 1 
Multimodal neuromonitoring AND perioperative neurocognitive disorders 1 0

heterogeneous. Postoperative delirium (POD) alone 
was the primary endpoint in 4 studies18,21,23,28. Five 
studies analyzed postoperative cognitive function 
as primary endpoint24-27,29. Two studies evaluated 
postoperative cognitive function as well as POD7,20. 
Stroke was the outcome of interest in 3 studies17,19,22. 
Interestingly, one retrospective study used the old 
nomenclature of neurological complications with 
focal injury, stupor or coma belonging to type 1 
injury and deterioration in intellectual function, 
memory deficit or seizures belonging to type 2 
injuries17. The second retrospective study did not 
precise the definition of neurologic complications 
that were analyzed16. Among the included studies, 7 
used one- or two-sided transcranial doppler (TCD) 
in addition to cerebral oximetry and EEG/processed 
EEG monitoring16-18,21-24. Except in two studies 
where one-sided cerebral NIRS was used18,28, in all 

other studies the two hemispheres were monitored 
with a frontal oximeter. One-sided or bilateral 
Bispectral Index (BIS) was the DOA monitor in 8 
studies18,20,21,24-28. The BIS value was here the studied 
parameter. Two studies used the Patient State Index 
(PSI) and the EEG based Density Spectral Analysis 
(DSA)23,29. In one study the authors analyzed bilateral 
raw EEG and the corresponding DSA provided 
by the NeuroSENSE® DOA monitor7. In 4 studies 
the raw channel EEG was the used monitor16,17,19,22. 
Only 8 studies used an algorithm to avoid/treat 
cerebral oxygen desaturation and/or to treat EEG 
abnormalities, EEG suppression or abnormally low 
BIS values7,16,17,20,23,25,27,29.

The double-blind RCT by Xu et al. analyzed 
whether a processed EEG-guided anesthesia 
management, including PSI combined with DSA 
monitoring could reduce the incidence of POD in 
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Method (2.4% in the intervention group vs 20% in 
the control group). 

The small sample sized RCT of Yang et al. 
divided 26 patients undergoing spinal surgery into 
an intervention group where a multimodal brain 
management strategy involved EEG-based PSI and 
DSA together with Analgesia Nociception Index 
and cerebral oximetry29. In the control group the 
DOA was based on BIS. No other brain monitoring 
was used. There was no significant difference in 
the incidence of PNDs between both groups. One 
RCT was nested within a prospective longitudinal 
cohort study in elderly27. The longitudinal cohort 
study showed that there is a significant increased 
frequency of cognitive impairment in patients > 60 
years undergoing non-cardiac surgery compared to a 
non-surgical control group. The nested RCT showed 
that a pragmatic intervention to optimize anesthetic 
depth and cerebral oxygenation resulted in better 
postoperative cognitive outcome. The intervention 
group strikingly presented similar incidence of 
postoperative cognitive dysfunction as the non-
surgical cohort, demonstrating that implementation 
of algorithms to improve global cerebral oxygenation 
and to avoid anesthetic overdose may reduce the 
incidence of PNDs.

Interestingly, the two retrospective studies in 
cardiac surgery that were conducted more than 15 
years ago, showed that multimodal neuromonitoring 
in cardiac surgery is feasible and effective in 

high-risk patients undergoing carotid surgery23. 
They randomized 255 patients into a standardized 
care group where the information provided by 
bilateral cerebral oximetry and TCD was used 
to avoid cerebral hypo- or hyperperfusion. The 
anesthesiologists were blinded to EEG data and 
spectrograms, and only PSI values were displayed 
that were kept between 25-50. In the intervention 
group EEG data and spectrograms together with 
PSI were available to the anesthesiologists. 
The parameters demonstrated by the Sedline® 
DOA monitor were integrated together with the 
information provided by cerebral oximetry and TCD 
in order to avoid EEG suppression. No episodes of 
cerebral hypo- or hyperperfusion were observed in 
either group. However, in the intervention group the 
total time spent in EEG suppression was significantly 
shorter. The incidence of POD based on Confusion 
Assessment Method was significantly lower in the 
intervention group.

In the RCT conducted by Kunst et al.82 elderly 
patients undergoing coronary artery bypass graft 
surgery received either a BIS and cerebral oximetry 
blinded anesthesia or a BIS and cerebral oximetry 
guided anesthesia20. The primary endpoint being 
cognitive function evaluated by Mini Mental State 
Examination was not significantly different between 
both groups. The authors however observed a 
significant reduction in the secondary outcome 
being POD evaluated by the Confusion Assessment 

Fig. 1 —  PRISMA (Preferred Reporting Items for Systematic reviews and Meta-Analyses) flow 
diagram.
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First
author

Type of study Year of 
publication

Type of 
surgery

Type of 
PND

Sample 
size

Type of neuromo-
nitoring

Algorithms 
used

Interventions

Momeni7 Prospective,
Observational

2019 Cardiac 
interventions

- POCD
- POD

1513 - Bilateral cerebral 
NIRS

- NeuroSENSEâ 
with bilateral raw 

EEG and DSA

Yes Avoidance of cere-
bral O2 desaturation 
(>25% compared 

to baseline values) 
as well as EEG 

suppression in all 
patients

Edmonds16 Retrospective 2002 Cardiac 
surgery

Not
precised

78 - Bilateral cerebral 
NIRS

- 4 Channel EEG
- Single channel 

TCD

Yes Standardized inter-
vention algorithm to 
correct physiological 

imbalances

Edmonds17 Retrospective 2005 CABG and 
OPCAB

Type I 
and type 
II neuro-

logic
injury *

332 - Bilateral cerebral 
NIRS

- 4 Channel EEG
- Single channel 

TCD

Yes In all patients: 
Avoidance of cere-
bral O2 desaturation 
(>20% compared 

to baseline values); 
avoidance of 

respectively cerebral 
hypoperfusion or 
hyperperfusion by 

middle cerebral 
artery blood flow 

velocity of <20% or 
>200% compared to 
baseline; avoidance 
of cerebral cortical 

synaptic decrease of 
>50% compared to 

baseline

Thudium18 Prospective,
Observational

2018 Cardiac 
surgery

POD 30 - Right cerebral 
NIRS
- BIS

- Single channel 
TCD

No No intervention

Stewart19 Prospective,
Observational

2020 Thoracic aor-
tic surgery

Stroke
Inclu-
ding 
death

30 - 7 Channel EEG
- Bil cerebral 

NIRS

No No intervention

Kunst20 RCT 2020 CABG - Postop
Cogni-

tive 
function
- POD as 
second-

ary 
outcome

82 - Bilateral cerebral 
NIRS

- Bilateral BIS

Yes (in the 
intervention 

group)

-Intervention group: 
Avoidance of cere-
bral O2 desaturation 
(>15% compared 
to baseline values 
or values <50%) 

and BIS targeted at 
50±10

-Control
group: Anesthesiolo-
gists blinded to neu-
romonitoring data

Liu21 Prospective,
Observational

2021 Cardiac 
surgery

POD 79 - Bilateral cerebral 
NIRS

- Bilateral TCD
- One-sided BIS

No No intervention

Penne-
kamp22

Prospective,
Observational

2013 Carotid 
surgery

Stroke as 
se-

condary 
outcome

151 - 16 Channel EEG
- Bilateral cerebral 

NIRS
- Two channel 

TCD

No Shunt placement 
based on EEG 

changes

Table II. — Included studies for the systematic review part 1.
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Table II. — Included studies for the systematic review part 2.

Xu23 RCT 2021 Carotid 
surgery

POD 255 - PSI with DSA
- Bilateral cerebral 

NIRS
- TCD

Yes -NIRS and TCD in 
all patients to avoid 
cerebral hypo- or 
hyperperfusion

-Intervention group: 
EEG, DSA and PSI 

available
-Control group :Only 
PSI available; to be 
maintained between 

25-50

Aguirré24 Prospective,
Observational,

Assesser 
blinded

2019 Shoulder 
surgery in 

beach chair 
position

Postop
Cogni-

tive 
function

40 - Bilateral cerebral 
NIRS

- Bilateral BIS
- Single channel 

TCD

No -BIS targeted at 40-
60 for all patients
-Anesthesiologists 
blinded to cerebral 

NIRS data in all 
patients

Jing25 Prospective,
Interventional

trial

2021 Shoulder 
surgery in 

beach chair 
position

POCD 60 - Bilateral cerebral 
NIRS

- Bilateral BIS

Yes (in the 
intervention 

group)

-Intervention group: 
Avoidance of cere-
bral O2 desaturation 
(>20% compared to 
baseline values or 
values <50%) and 

BIS targeted at 40-60
-Control

group: Cerebral 
NIRS recorded 

but not applied in 
the hemodynamic 
management. Bis 
targeted at 40 - 60

Meghawry26 RCT 2015 Shoulder 
surgery in 

beach chair 
position

POCD 50 - Bilateral cerebral 
NIRS

- One-sided BIS

No Avoidance of cere-
bral O2 desaturation 
(>25% compared to 

baseline values)

Ballard27 - Prospective 
longitudinal 
cohort study

- Nested RCT

2012 Abdominal
and

Orthopedic
surgery

POCD 72 - Bilateral cerebral 
NIRS

- Bilateral BIS

Yes (in the 
intervention 

group)

-Intervention group: 
Avoidance of cere-
bral O2 desaturation 
(>15% compared to 
baseline values or 
values <50%) and 

BIS targeted at 40-60 
(±5)

-Control
group: Anesthesiolo-
gists blinded to neu-
romonitoring data

Morimoto28 Prospective,
Observational

2009 Abdominal 
surgery

POD 20 - Right-sided BIS
- Left-sided cere-

bral NIRS

No No intervention

Yang29 RCT 2021 Spinal surgery Postop 
cognitive 
function

26 - PSI with DSA 
or BIS

- Bilateral cerebral 
NIRS

- Analgesia noci-
ception index

Yes (in the 
intervention 

group)

-Intervention group: 
Avoidance of cere-
bral O2 desaturation 
(>20% compared to 
baseline values or 
values <50%) and 

PSI targeted at 25-50 
and analgesia adapt-
ed on the analgesia 
nociception index

-Control group: BIS 
targeted at 40-60; no 

cerebral NIRS

BIS: Bispectral Index; CABG: Coronary artery bypass graft; DSA: Density Spectral Analysis; EEG: electroencephalogram; OPCAB: Off pump 
coronary artery bypass; NIRS: Near-infrared spectroscopy; PND: Perioperative neurocognitive disorder; POCD: Postoperative cognitive dysfunction; 
POD: Postoperative delirium; PSI: Patient State Index; RCT: Randomized controlled trial; TCD: Transcranial doppler.
* Type I neurologic injury: Focal injury, stupor or coma; Type II neurologic injury: Deterioration in intellectual function, memory deficit or seizures.
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significantly reduce neurologic complications 
compared to a cohort in whom neuromonitoring was 
not applied16,17.  

 
Discussion

Our study is the first systematic review evaluating 
the combined effect of cerebral oximetry and 
(processed) EEG monitor on the incidence of 
PNDs. Numerous systematic reviews and meta-
analyses have evaluated the evidence regarding 
the use of either cerebral oximetry30-35 or processed 
EEG alone14,36,37 in the reduction of PNDs. Only 
few review articles have discussed the use of both 
monitors in the same setting and this without any 
focus on their combined use38,39.

Overall, our results showed a tendency towards 
less PNDs in studies where an algorithm was used 
to improve regional cerebral oxygen saturation and 
to avoid anesthetic overdose or EEG abnormalities. 
However, most of the included studies were not 
designed as a RCT and the few RCTs included 
were not powered to demonstrate a reduction in 
PNDs. More importantly no algorithms were used 
to simultaneously adapt the information from 
the cerebral oximetry and from the processed 
EEG. Integrating information provided by two 
monitors can indeed be helpful in the perioperative 
hemodynamic management of patients40-42. 
Figure 2 illustrates such an algorithm used in 
the authors’ institution. This is important as the 
underlying mechanisms of PNDs are complex and 
multifactorial. Perioperative alteration in brain 
perfusion, reperfusion injury, thromboembolic 
phenomena, neuroinflammation, possible iatrogenic 
neurotoxicity from anesthetic agents and altered 
neurotransmission or neuronal metabolism have all 
been associated with the occurrence of PNDs43-46. 

From the current study it is not possible 
to conclude in what extent the combined use 
of cerebral oximetry and (processed) EEG is 
more effective than use of one or none of these 
monitors. A meta-analysis looking at the effects 
of electroencephalography and regional cerebral 
oximetry on PNDs showed that EEG-guided 
anesthesia reduced the incidence of POD in non-
cardiac surgery but had no effect on the incidence 
of early postoperative cognitive decline, whereas 
cerebral oximetry monitoring decreased the 
incidence of postoperative cognitive decline but 
had no impact on the incidence of POD39. It is 
therefore plausible that the impact of these monitors 
is only minimal and can be observed in specific 
patient population. Nevertheless, this meta-analysis 
only analyzed the use of each of these monitors 
separately.  

It should be noted that although these monitors are 
non-invasive and rather easy to use, their correct 
interpretation may be challenging and requires 
expertise. The raw EEG is very much influenced by 
age47. Frontal alpha waves are considered as the most 
prominent feature of EEG during general anesthesia 
maintained either with propofol or sevoflurane48,49. 
However, studies have shown a decrease of frontal 
alpha waves in patients with baseline cognitive 
impairment50. Moreover, propofol- and sevoflurane-
induced alpha power declines with age even when 
used in an age-adjusted manner51. This makes the 
interpretation of raw EEG very difficult in some 
patients. Additionally, the index value generated by 
the processed EEG monitors, and very often used 
as an index of adequate level of unconsciousness, 
may be influenced by many factors such as 
electromyographic activity, environmental artifacts, 
use of drugs such as N-Methyl-D-Aspartate receptor 
antagonists and alpha-two adrenergic receptor 
agonists48,52. To complicate the situation lower 
intraoperative alpha power has been associated with 
a higher propensity of EEG burst suppression53,54. 
On the other hand, there are many limitations with 
the use of cerebral oximeter devices that have been 
discussed in several review articles, where solutions 
and alternatives have been proposed in order to 
avoid them55,56. The use of cerebral oximetry and 
EEG monitor can therefore reduce the incidence 
of PNDs only if they are properly interpreted and 
adapted to the clinical situation. 

This systematic review study has some 
limitations. First, in some of the included studies 
TCD ultrasonography was part of the multimodal 
neuromonitoring. Its use adds paramount 
information particularly in cardiac surgery as it 
provides an indirect measurement of cerebral blood 
flow as well as a quantitative description of embolic 
processes. It is therefore possible that in these studies 
the neurologic outcome was positively influenced. 
Second, we considered any neurologic outcome 
including stroke. PNDs were obviously the outcome 
of interest in this systematic review. However, 
stroke may be the result of cerebral hypoperfusion 
in specific patients, which can be possibly detected 
by cerebral oximetry and EEG monitor. 

In conclusion, the results of this systematic review 
suggest that integrating information obtained from 
cerebral oximetry and (processed) EEG may reduce 
the incidence of PNDs whenever an algorithm is 
used to improve rScO2 and/or to avoid anesthetic 
overdose or EEG abnormalities. Future studies using 
the new nomenclature of PNDs and the adapted 
methods to diagnose these complications are needed 
to show the benefit of combined cerebral oximetry 
and EEG monitoring.



232	 Acta Anaesth. Bel., 2022, 73 (4)

7. Momeni M, Meyer S, Docquier MA, et al. Predicting 
postoperative delirium and postoperative cognitive decline 
with combined intraoperative electroencephalogram 
monitoring and cerebral near-infrared spectroscopy in 
patients undergoing cardiac interventions. J Clin Monit 
Comput 2019; 33: 999-1009.

8. Cui F, Zhao W, Mu DL, et al. Association between cerebral 
desaturation and postoperative delirium in thoracotomy 
with one-lung ventilation: A prospective cohort study. 
Anesth Analg 2021; 133:176-186.

9. Thiele RH, Shaw AD, Bartels K, et al. American Society 
for enhanced recovery and perioperative quality initiative 
joint consensus statement on the role of neuromonitoring 
in perioperative outcomes: Cerebral near-infrared 
spectroscopy. Anesth Analg 2020; 131:1444-1455.

10. Terrando N, Eriksson LI, Eckenhoff RG. Perioperative 
neurotoxicity in the elderly: Summary of the 4th 
international workshop. Anesth Analg 2015; 120:649-652.

11. Chan MT, Cheng BC, Lee TM, Gin T; CODA Trial Group. 
BIS-guided anesthesia decreases postoperative delirium and 
cognitive decline. J Neurosurg Anesthesiol 2013; 25:33-42.

12. Radtke FM, Franck M, Lendner J, Krüger S, Wernecke KD, 
Spies CD. Monitoring depth of anesthesia in a randomized 
trial decreases the rate of postoperative delirium but not 
postoperative cognitive dysfunction. Br J Anaesth 2013; 
110: 98-105.

13. Evered LA, Chan MTV, Han R, et al. Anaesthetic depth and 
delirium after major surgery: a randomised clinical trial. Br 
J Anaesth 2021; 127:704-712.

14. Sun Y, Ye F, Wang J, et al. Electroencephalography-guided 
anesthetic delivery for preventing postoperative delirium 
in adults: An updated meta-analysis. Anesth Analg 2020; 
131:712-719.

15. Chan MTV, Hedrick TL, Egan TD, et al. American society 
for enhanced recovery and perioperative quality initiative 
joint consensus statement on the role of neuromonitoring 
in perioperative outcomes: Electroencephalography. Anesth 
Analg 2020; 130:1278-1291.

Acknowledgements: None.

Conflict of interest: MM is associate Editor of Acta 
Anesthesiologica Belgica. MM has received honoraria 
as part of the Advisory Board of Edwards Lifescience 
and csL Behring. These conflicts of interest have no 
relationship regarding the content of this manuscript. 
The other authors have no conflicts of interest. 

References

1. Evered L, Silbert B, Knopman DS, et al. Recommendations 
for the nomenclature of cognitive change associated with 
anaesthesia and surgery – 2018. Anesthesiology 2018; 
129:872-879.

2. Evered LA, Goldstein PA. Reducing perioperative 
neurocognitive disorders (NCD) through depth of anesthesia 
monitoring: A critical review. International Journal of 
General Medicine 2021; 14:153-162. 

3. Migirov A, Chahar P, Maheshwari K. Postoperative delirium 
and neurocognitive disorders. Curr Opin Crit Care 2021; 
27:586-693.

4. Berger M, Terrando N, Smith SK, Browndyke JN, Newman 
MF, Mathew JP. Neurocognitive function after cardiac 
surgery: From phenotypes to mechanisms. Anesthesiology 
2018; 129: 829-851.

5. de Tournay-Jetté E, Dupuis G, Bherer L, Deschamps A, 
Cartier R, Denault A. The relationship between cerebral 
oxygen saturation changes and postoperative cognitive 
dysfunction in elderly patients after coronary artery bypass 
grafting. J Cardiothorac Vasc Anesth 2011; 25: 95-104.

6. Slater JP, Guarino T, Stack J, et al. Cerebral oxygen 
desaturation predicts cognitive decline and longer hospital 
stay after cardiac surgery. Ann Thorac Surg 2009; 87: 36-
44.

Fig. 2 —  Simplistic approach to combined use of cerebral oximetry and processed electroencephalogram.



	 COMBINED CEREBRAL OXIMETRY AND EEG MONITORING – SOUBERBIELLE et al.	 233

16. Edmonds HL Jr. Multi-modality neurophysiologic 
monitoring for cardiac surgery. Heart Surg Forum 2002; 
5:225-228.

17. Edmonds HL Jr. Protective effect of neuromonitoring during 
cardiac surgery. Ann N Y Acad Sci 2005; 1053:12-19.

18. Thudium M, Heinze I, Ellerkmann RK, Hilbert T. Cerebral 
function and perfusion during cardiopulmonary bypass: 
A plea for a multimodal monitoring approach. Heart Surg 
Forum 2018; 21:E028-E035.

19. Stewart JA, Särkelä MOK, Salmi T, et al. Noninvasive 
neuromonitoring of hypothermic circulatory arrest in aortic 
surgery. Scan J Surg 2020; 109:320-327.

20. Kunst G, Gauge N, Salaunkey K, et al. Intraoperative 
optimization of both depth of anesthesia and cerebral 
oxygenation in elderly patients undergoing coronary artery 
bypass graft surgery - A randomized controlled pilot trial. J 
Cardiothorac Vasc Anesth 2020; 34:1172-1181.

21. Liu X, Nakano M, Yamaguchi A, et al. The association of 
bispectral index values and metrices of cerebral perfusion 
during cardiopulmonary bypass. J Clin Anesth 2021; 
74:110395.

22. Pennekamp CWA, Immink RV, den Ruijter HM, et al. Near-
infrared spectroscopy to indicate selective shunt use during 
carotid endarterectomy. Eur J Vasc Endovasc Surg 2013; 
46:397-403.

23. Xu N, Li L, Wang T, et al. Processed multiparameter 
electroencephalogram-guided general anesthesia 
management can reduce postoperative delirium following 
carotid endarterectomy: A randomized clinical trial. Front 
Neurol 2021; 12:666814.

24. Aguirré JA, Etzensperger F, Brada M, et al. The beach 
chair position for shoulder surgery in intravenous general 
anesthesia and controlled hypotension: Impact on cerebral 
oxygenation, cerebral blood flow and neurobehavioral 
outcome. J Clin Anesth 2019; 53:40-48.

25. Jing Z, Wu D. Application of regional cerebral oxygen 
saturation monitoring with near-infrared spectroscopy 
in peri-anesthesia management of elderly hypertensive 
patients undergoing shoulder arthroscopic surgery. Am J 
Transl Res 2021; 13:5568-5574.

26. Meghawry KM, El Sayed El-Agamy A, Tahir WI, Zelin AF. 
Cerebral oxygen saturation monitoring during hypotensive 
anesthesia in shoulder arthroscopy: A comparartive study 
between dexmedetomidine and esmolol. Egyptian Journal 
of Anaesthesia 2015; 31:43-52.

27. Ballard C, Jones E, Gauge N, et al. Optimised anaesthesia 
to reduce postoperative cognitive decline (POCD) in 
older patients undergoing elective surgery, a randomised 
controlled trial. PLoS One 2012; 7:e37410. 

28. Morimoto Y, Yoshimura M, Utada K, Setoyma K, 
Matsumoto M, Sakabe T. Prediction of postoperative 
delirium after abdominal surgery in the elderly. J Anesth 
2009; 23:51-56.

29. Yang S, Xiao W, Wu H, et al. Management based on 
multimodal brain monitoring may improve functional 
connectivity and post-operative neurocognition in elderly 
patients undergoing spinal surgery. Front Aging Neurosci 
2021; 13:705287.

30. Zheng F, Sheinberg R, Yee MS, Ono M, Zheng Y, Hogue 
CW. Cerebral near-infrared spectroscopy monitoring and 
neurologic outcomes in adult cardiac surgery patients: a 
systematic review. Anesth Analg 2013; 116:663-676.

31. Serraino GF, Murphy GJ. Effects of cerebral near-infrared 
spectroscopy on the outcome of patients undergoing cardiac 
surgery: a systematic review of randomized trials. BMJ 
Open 2017; 7:e016613.

32. Chan MJ, Chung T, Glassford NJ, Bellomo R. Near-infrared 
spectroscopy in adult cardiac surgery patients: A systematic 
review and meta-analysis. J Cardiothorac Vasc Anesth 
2017; 31:1155-1165.

33. Nielsen HB. Systematic review of near-infrared 
spectroscopy determined cerebral oxygenation during non-
cardiac surgery. Front Physiol 2014; 17:5-93.

34. Yu H, Zhang K, Zhang L, Zong H, Meng L, Han R. Cerebral 
near-infrared spectroscopy (NIRS) for perioperative 
monitoring of brain oxygenation in children and adults. 
Cochrane Database Syst Rev 2018; 1:CD010947.

35. Hansen ML, Hyttel-Sörensen S, Jakobsen JC, et al. Cerebral 
near-infrared spectroscopy monitoring (NIRS) in children 
and adults: a systematic review with meta-analysis. Pediatr 
Res 2022; 10.1038/s41390-022-01995.

36. Shi X, Chen X, Ni J, et al. Systematic review and meta-
analysis of the prognostic value of Narcotrend monitoring 
of different depths of anesthesia and different Bispectral 
Index (BIS) values for cognitive dysfunction after tumor 
surgery in elderly patients. Ann Transl Med 2022; 10:186.

37. Summer M, Deng C, Evered Lis, et al. Processed 
electroencephalography-guided general anesthesia to 
reduce postoperative delirium: a systematic review and 
meta-analysis. Br J Anaesth 2022; 77:34-42.

38. Chung CKE, Poon CCM, Irwin MG. Peri-operative 
neurologic monitoring with electroencephalography and 
cerebral oximetry: a narrative review. Anaesthesia 2022; 
77:113-122.

39. Ding L, Chen DX, Li Q. Effects of electroencephalography 
and regional cerebral oxygen saturation monitoring on 
perioperative neurocognitive disorders: a systematic review 
and meta-analysis. BMC Anesthesiology 2020; 20:254.

40. Couture EJ, Deschamps A, Denault AY. Patient management 
algorithm combining processed electroencephalographic 
monitoring with cerebral and somatic near-infrared 
spectroscopy: a case series. Can J Anesth 2019; 66:532-539.

41. Momeni M, Baele P, Jacquet LM, et al. Detection by 
NeuroSENSE cerebral monitor of two major neurologic 
events during cardiac surgery. J Cardiothorac Vasc Anesth 
2015; 29:1013-1015.

42. Lemaire G, Courcelle R, Navarra E, Momeni M. Abrupt 
suppression of electroencephalographic activity due to 
acute hypercapnic event under cardiopulmonary bypass 
detected by the NeuroSENSE depth-of-anesthesia monitor. 
J Cardiothorac Vasc Anesth 2020; 34:179-183.

43. Wu L, Zhao H, Weng H, Ma D. Lasting effect of general 
anesthetics on the brain in the young and elderly: “mixed 
picture” of neurotoxicity, neuroprotection and cognitive 
impairment. Journal of Anesthesia 2019; 33:321-335.

44. Synder B, Simone SM, Giovannetti T, Floyd TF. Cerebral 
hypoxia: its role in age-related chronic and acute cognitive 
dysfunction. Anesth Analg 2021; 132:1502-1513.

45. Mahanna-Gabrielli E, Schenning KJ, Eriksson LI, et al. State 
of the clinical science of perioperative brain health: report 
from the American Society of Anesthesiologists Brain 
Health Initiative Summit. Br J Anaesth 2019; 124:464-478.

46. Yu Q, Qi J, Wang Y. Intraoperative hypotension and neurologic 
outcomes. Curr Opin Anesthesiol 2020; 33:646-650.

47. Purdon PL, Pavone KJ, Akeju O, et al. The ageing brain: 
age-dependent changes in the electroencephalogram during 
propofol and sevoflurane general anesthesia. Br J Anaesth 
2015; 115 :i46-57.  

48. Purdon PL, Sampson A, Pavone KJ, Brown EN. Clinical 
electroencephalography for anesthesiologists: Part I: 
Background and basic signatures. Anesthesiology 2015; 
123:937-960.

49. Akeju O, Westover MB, Pavone KJ, et al. Effects of 
sevoflurane and propofol on frontal electroencephalogram 
power and coherence. Anesthesiology 2014; 121:990-998.

50. Giattino CM, Gardner JE, Sbahi FM, et al. MADCO-PC 
Investigators. Intraoperative frontal alpha-band power 
correlates with preoperative neurocognitive function in 
older adults. Front Syst Neurosci 2017; 11:24.

51. Hight D, Voss LJ, Garcia PS, Sleigh J. Changes in alpha 
frequency and power of the electroencephalogram during 
volatile-based general anesthesia. Front Syst Neurosci 
2017; 11:36.

52. Dahaba AA. Different conditions that could result in the 
bispectral index indicating an incorrect hypnotic state. 
Anesth Analg 2005; 101:765-773.



234	 Acta Anaesth. Bel., 2022, 73 (4)

55. Shaaban-Ali M, Momeni M, Denault A. Clinical and 
technical limitations of cerebral and somatic near-infrared 
spectroscopy as an oxygenation monitor. J Cardiothorac 
Vasc Anesth 2021; 35:763-779.

56. Murkin JM, Arango M. Near-infrared spectroscopy as an 
index of brain and tissue oxygenation. Br J Anaesth 2009; 
103:i3-i13. 

53. Van Regemorter V, Docquier M-A, de Kerchove L, 
Momeni M. Electroencephalogram suppression despite 
extremely low-dose anesthetic during cardiac surgery: A 
case report. A & A Pract 2019; 13:228-232. 

54. Shao YR, Kahali P, Houle TT, et al. Low frontal alpha 
power is associated with the propensity for burst 
suppression: an electroencephalogram phenotype for a 
“vulnerable brain”. Anesth Analg 2020; 131:1529-1539.

doi.org/10.56126/73.4.30


