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ABSTRACT
Introduction Post- induction hypotension (PIH), which 
is prevalent among elderly patients, is associated with 
adverse perioperative outcomes. As a critical part of 
blood pressure regulation, baroreflex control is believed 
to be closely related to intraoperative blood pressure 
fluctuations. Spontaneous baroreflex sensitivity and 
heart rate variability measurement can aid evaluation of 
patients’ autonomic function. This study aims to determine 
the association between preoperative decreased baroreflex 
function and PIH in elderly patients.
Methods and analysis This prospective cohort study 
will enrol patients who are 65 years old and above, 
scheduled for elective non- cardiac surgery under general 
anaesthesia, and American Society of Anesthesiologists 
physical status I–III (n=180). Baseline assessment will 
include routine preoperative evaluations as well as 
symptoms and anamneses associated with baroreflex 
failure. Preoperative autonomic function monitoring will 
be performed through 20 min of continuous beat- to- beat 
heart rate and blood pressure monitoring using LiDCO 
rapid (Masimo Corporation, USA). The primary outcome will 
be PIH. Detailed use of anaesthetic agents during induction 
and maintenance will be documented for adjustment in 
multivariable analyses.
Ethics and dissemination The Research Ethics 
Committee of Peking Union Medical College Hospital 
approved the study protocol (I- 22PJ008). We aim to 
publish and disseminate our findings in peer- reviewed 
journals.
Trial registration number NCT05425147.

INTRODUCTION
Intraoperative hypotension (IOH) is a 
common event during general anaesthesia, 
occurring in approximately 40% of patients.1 
Low arterial pressure is associated with 
perioperative mortality and ischaemia of vital 
organs, including the brain, heart and kidneys 
in a ‘dose- dependent’ manner.2 3 Advanced 
age is one of the risk factors for IOH.4 As an 
increasing number of elderly people receive 
surgery under general anaesthesia, IOH in 
elderly patients becomes an urgent issue.5

Hypotension can happen throughout 
perioperative period but is most prevalent 
during post- induction phase, which refers to 
the time frame between anaesthesia induc-
tion and skin incision. During this phase, 
arterial hypotension is associated with anaes-
thesia induction, baseline haemodynamic 
status and other patient- related factors rather 
than surgical factors, such as bleeding and 
surgical interventions.6 It is widely recognised 
that the risk of post- induction hypotension 
(PIH) increases with age.7

Apart from senior age, risk factors for PIH 
includes the American Society of Anesthesi-
ologists (ASA) Physical Status classification 
≥3 and low preoperative mean arterial pres-
sure (MAP), which are all non- modifiable in 
nature.8 Preoperative hypovolaemia, a poten-
tially modifiable factor, has also been widely 
studied in PIH- related research. Preoperative 
echocardiographic assessment and preop-
erative fluid replenishment strategies have 
been put forward to achieve euvolaemia.9 10 

STRENGTHS AND LIMITATIONS OF THIS STUDY
 ⇒ Baroreflex sensitivity is a quantitative marker of 
baroreflex function and can be measured non- 
invasively therefore has the potential of being used 
as prediction tool for post- induction hypotension 
(PIH).

 ⇒ Our baseline assessment includes symptoms and 
anamneses associated with baroreflex failure, 
which is more effective in assessing a patient’s au-
tonomic function than autonomic monitoring alone.

 ⇒ Passive leg raising will be used to evaluate patients’ 
preoperative volume status, to exclude possible 
confounding effect of hypovolaemia on PIH.

 ⇒ The anaesthesiological management will not be 
strictly standardised, and therefore we can only 
attempt to correct for confounding factors such 
as anaesthesia agent and depth of anaesthesia, 
which might have influenced intraoperative blood 
pressure.
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However, fluid optimisation before induction fails to main-
tain haemodynamic stabilisation, suggesting that imme-
diate preoperative volume status could not fully account 
for PIH. Other key mechanisms are at play. It is possible 
that autonomic nervous system (ANS) plays an essen-
tial role in the adjustment of intravascular volume after 
anaesthesia induction.11–13

Cardiovascular autonomic function is important in 
blood pressure regulation. The pressure sensor of the 
cardiovascular system sends the blood pressure signal 
to the central nervous system, and regulates the blood 
pressure to an appropriate level through a compensatory 
reflex (ie, baroreflex).14 Baroreflex function can be quan-
tified by observing the RR interval response to an arterial 
blood pressure change and the results are expressed as 
baroreflex sensitivity (BRS).15 Originally, BRS has been 
assessed through vasopressor- induced blood pressure 
variation, which is still the gold standard of baroreflex 
control assessment.16 Considering these methods are 
invasive and technically difficult, researchers have now 
chosen non- invasive methods to assess BRS based on 
the spontaneous swings of blood pressure.17 BRS can 
be used in risk stratification of hypertension, myocar-
dial infarction and arterial fibrillation, and can act as a 
useful tool in diabetic autonomic neuropathy staging.18–20 
However, there are few studies investigating the relation-
ship between baroreflex function and PIH; therefore, 
the role of baroreflex function in PIH is still unclear. 
It is widely recognised that ageing is closely related to 

decreased baroreflex function.21 Since PIH is prevalent 
in elderly patients and is associated with adverse postop-
erative outcomes, we postulate that measurement of BRS 
in preoperative period may serve as a surrogate marker of 
individual baseline baroreflex control, and provide infor-
mation on haemodynamic management among elderly 
patients undergoing general anaesthesia.

In addition to BRS, heart rate variability (HRV) can also 
be used to assess ANS. Several studies have revealed the 
relationship of low HRV and IOH, but the preoperative 
fluid status assessment was missing in these studies.22 23 
Time, frequency and non- linear analysis measures were 
all considered to be related to IOH.23

We hypothesise that decreased baroreflex function in 
elderly patients plays a significant role in PIH. This study 
will enable us to explore whether perioperative short- 
time BRS and HRV assessment can help to identify elderly 
patients at high risk of PIH. We will also perform frailty 
assessment in elderly patients to explore the role of frailty 
in the association of autonomic regulation and PIH.24 
Overall, this cohort study will provide the relationship 
between perioperative assessment of autonomic function 
and outcomes.

METHODS
Study design and setting
Our study is a single- centre prospective cohort study to 
investigate the potential impacts of preoperative auto-
nomic function on haemodynamic stabilisation after 
induction. This study will be conducted at Peking Union 
Medical College Hospital (PUMCH), Beijing, China. 
This study has been approved by the Research Ethics 
Committee of PUMCH (reference number: I- 22PJ008) 
and has been registered in  ClinicalTrials. gov (registration 
number: NCT05425147).

Participants
Enrolled patients will be at least 65 years old, scheduled 
for major elective non- cardiac surgery under general 
anaesthesia (estimated operation time ≥2 hours) and ASA 
physical status I–III. The airway management tool during 
operation will be endotracheal tubes.

Exclusion criteria will be severe vascular disease, 
secondary hypertension, Parkinson’s disease, or other 
conditions that cause tremors, persistent atrial fibrilla-
tion, inability to measure upper extremity blood pressure 
and mental disorders.

Protocol
Our study includes baseline assessment, autonomic func-
tion measurement, intraoperative monitoring and post-
operative follow- up (figure 1). All collaborators will be 
trained on autonomic function measurement. All data 
will be recorded in the Clinical Report Form (see online 
supplemental material 1) and kept securely.

Baseline assessment
In addition to routine preoperative clinical and labora-
tory evaluations, we also specifically assess patients for 

Assess for eligibility 

Exclusion criteria:
meeting exclude criteria
declined to join

Baseline assessment

Autonomic function 
measurement(n=180):

BRS
HRV

Induction of anaesthesia

Post-induction 
hypotension

Stable blood 
pressure

Primary outcome 
measures

Intraoperative measures
and postoperative 

follow-up

Intraoperative measures
and postoperative 

follow-up

Secondary outcome 
measures

Analysis Analysis

Exclusion criteria:
Passive leg raising

ΔSV≥12%

Figure 1 Flow chart of enrolment and measures. BRS, 
baroreflex sensitivity; HRV, heart rate variability; SV, stroke 
volume.
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autonomic function. As is shown in table 1, the symptoms 
and anamneses associated with baroreflex failure will be 
taken.25 26 Medications that may affect autonomic regu-
lation will also be inquired. We will also perform frailty 
phenotype assessment using FRAIL Scale and Fried 
phenotype.27 28

Autonomic function measurement
Autonomic function monitoring will be performed 
approximately 40 min before the start of anaesthesia on 
the day of surgery (figure 2). Patients will be monitored 
for 20 min using LiDCO rapid (Masimo Corporation, 
USA) to obtain continuous heart rate and beat- to- beat 

blood pressure measurement. The measurement will 
be performed in the pre- anaesthesia waiting room with 
an ambient temperature of 25°C and constant lighting 
status. All included patients will have been fasted for at 
least 8 hours before the test. Patients will be in supine 
position and undergo the following instructions.14 29

1. Baseline monitoring for 2 min.
2. Passive leg raising will be performed to predict central 

hypovolaemia. LiDCO rapid will be used to measure 
stroke volume (SV) non- invasively. If ΔSV ≥12%, the 
patient will be suspected for hypovolaemia and exclud-
ed.30 Fasting time and preoperative intravenous fluid 
volume will also be recorded.

3. Spontaneous baroreflex function will be monitored 
for 15 min during which time patients will be instruct-
ed to relax and breathe spontaneously.

4. Enhanced baroreflex function will be measured for 
1 min during which time patients will be instructed to 
do pursed- lips breathing at a frequency of 0.1 Hz, to 
induce periodical fluctuations of heart rate and blood 
pressure.31

Matlab programs will be used to calculate BRS and 
HRV measures from the continuous heartbeat and blood 
pressure recordings. BRS is expressed as milliseconds 
change in RR interval per mm Hg in response to changes 
in systolic blood pressure (SBP). The sequence method 
will be used for assessment of baroreflex function, which 
identifies SBP and RR interval have both progressively 
increased over three or more consecutive beats.19 32 
The threshold values for SBP and RR interval changes 
will be set at 1 mm Hg and 6 ms, respectively. BRS will 
be obtained by calculating the slope of the regression 
line relating changes in SBP to changes in RR interval. 
Baroreflex Effectiveness Index (BEI) will be defined as 
the percentage of progressive increase/decrease swings 
in SBP that are effectively regulated by heart rate, that 
is, RR interval changes.33 We define the increase in RR 
interval with rising SBP as BRS+/BEI+, and vice versa as 
BRS−/BEI−.

The RR interval data collected during BRS moni-
toring will also be used for HRV measurement. We will 
perform time and frequency domain analysis according 
to the standards of HRV published by the American 
Heart Association. Time domain analysis, which reflects 
overall variability of RR intervals, includes indicators 
such as SDNN (SD of the normal- to- normal intervals), 

Table 1 Medical history, symptoms and medications 
related to autonomic function

Medical history

Afferent baroreflex failure Radiation therapy for head and 
neck cancer

Resection of neck tumours 
(bilateral)

Carotid endarterectomy

Central baroreflex failure Multiple system atrophy

Efferent baroreflex failure Diabetic neuropathy

Parkinson’s disease

Symptoms

Blood pressure Orthostatic hypotension or 
syncope

Hypertensive crisis

Hypotensive episode

Heart rate Tachycardia at rest, during 
exercise or orthostasis

Vasomotion Heat/cold intolerance

Skin colour change

Medications Anticholinergics

Sympathomimetics

Parasympathomimetics

Mineralocorticoids

Adrenergic antagonists

Diuretics

*Patients with Parkinson’s disease are usually excluded in our 
study because of tremor.

Baseline assessment:
Routine preoperative  
evaluations
Current medications
History of baroreflex 
failure
Fraility measurement

Passive leg 
raising
ΔSV ≥12% 
Excluded

Preoperative

BRS and HRV 
measurement:

"Spontaneous" for 
at least 15 min
Pursed-lips 
breathing for 1-2 
min, 0.1Hz

Induction of 
anaesthesia
Standard monitoring

Intraoperative

Primary outcome:
Post-induction 
hypotension
Secondary outcome:
Early intraoperative 
hypotension

Fellow-up:
Daily follow-up during 
hospitalization
Telephone follow-up at 
POD30

Secondary outcome:
Mortality
Postoperative complications

Postoperative

Figure 2 Timeline of measures. BRS, baroreflex sensitivity; HRV, heart rate variability; POD, postoperative day.
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RMSSD (the square root of mean squared differences 
of normal- to- normal intervals), NN50 (the number of 
normal- to- normal intervals greater than 50 ms), pNN50 
(the proportion of NN50). Frequency domain analysis, 
which provides information on the power distribution 
in different frequencies, which include the power of 
high frequency (HF), low frequency (LF) and very low 
frequency, will be calculated.34 Furthermore, Poincaré 
plot widths (SD1 and SD2) and frequency bands in LF–
HF scatter plots, the measures of non- linear analysis, will 
also be computed to further evaluate the variation.35 36

Intraoperative measures and anaesthetic agents use
All enrolled patients will receive standard monitoring 
with a torso- positioned limb leads ECG, pulse oximetry, 
a peripheral intravenous line and an automated non- 
invasive blood pressure (NIBP) according to ASA Stan-
dards for Basic Anaesthetic Monitoring.37 NIBP will be 
measured every 2 min during post- induction period and 
every 3 min during intraoperative period. Bispectral 
index monitoring (BIS; Medtronic, Dublin, Ireland) will 
be used to maintain the proper depth of anaesthesia, with 
a BIS target range of 40–60.

Intravenous anaesthesia induction will be used for all 
patients. For pragmatic reasons, anaesthesia agents used 
(propofol or etomidate) in the induction and mainte-
nance phase are not strictly regulated and will be chosen 
at the discretion of the anaesthesiologist in charge who 
is independent from the study. However, during induc-
tion, anaesthetic and other accompanying medications 
will be given according to the following institutional 
protocol: fentanyl (1–3 µg/kg), propofol (1.5–2.5 mg/
kg) or etomidate (0.1–0.3 mg/kg) and rocuronium (0.5–
0.9 mg/kg). Total intravenous anaesthesia will be induced 
with fentanyl (1–3 µg/kg), propofol (target control 
infusion with a targeted plasma concentration of 6 µg/
mL) and rocuronium (0.5–0.9 mg/kg). We will record 
anaesthetic agents used during anaesthesia and correct 
for confounding factors through multivariable anal-
ysis. Vasopressors will be allowed during post- induction 
and intraoperative periods. Patients will receive boluses 
of ephedrine 6 mg or phenylephrine 100 µg whenever 
patients meet the standards of hypotension. Pre- emptive 
vasopressors will not be used.

Postoperative follow-up
We will conduct daily follow- up of patients until hospital 
discharge and a telephone follow- up at 30 days after 
surgery. Postoperative recovery, complications and 
routine laboratory test results will be recorded.

Study outcomes
Primary outcomes
The primary outcome in this study is PIH, occurring 
within 20 min after induction or before incision. Hypo-
tension is defined as SBP <90 mm Hg, MAP <65 mm Hg 
or a decrease of more than 30% of baseline.

Secondary outcomes
The secondary outcomes include:
1. Early intraoperative hypotension, occurring within 

30 min of surgery.
2. Mortality within 30 days after surgery.
3. Postoperative complications in accordance with the 

European Perioperative Clinical Outcome definitions. 
Postoperative complications will be classified accord-
ing to the Clavien- Dindo system.38 39

Sample size consideration
To investigate the association between BRS, HRV and 
outcomes, we used the HRV results in the literature to 
estimate the sample size, considering few previous studies 
have explored the correlation between BRS and PIH.23 
Our preliminary study suggested that around 33% of 
elderly patients in our centre developed PIH.40 Based 
on the study by Padley and Ben- Menachem23 and consid-
ering the need for a multivariable analysis according 
to the induction strategy in our study, to achieve a 95% 
power and a significance level of 5%, 180 patients will be 
required (60 with PIH and 120 with stable blood pres-
sure). A drop- out rate of 10% is assumed in sample size 
calculation. The statistical power of various HRV metrics 
is shown in table 2.

Previous studies have shown that elderly women had 
lower BRS compared with elderly men.41 To reduce the 
impact of differences in sex distribution on measures 
and outcomes, we included patients in a specific sex 
ratio. From 2014 to 2022, 41.1% of the elderly patients 
who received elective non- cardiac surgery under general 
anaesthesia in our centre were female. We will include 
patients in a ratio of 6:4 male to female (108 male and 72 
female).

Statistical analysis
Statistical analysis will be performed using the SPSS V.22.0 
for Windows (IBM). Quantitative variables will be reported 
as the mean±SD or median (25th–75th IQR). BRS and 

Table 2 Power calculation according to a previous study 
on HRV

Power

Time domain analysis

  Mean RR (ms) 0.84

  SDNN (ms) 1.00

  RMSSD (ms) 1.00

Frequency domain analysis

  LF (ms2) 1.00

  HF (ms2) 1.00

  Total power (ms2) 1.00

  LF/HF ratio 0.99

HF, high frequency; HRV, heart rate variability; LF, low frequency; 
RMSSD, square root of mean squared differences of normal- to- 
normal intervals; SDNN, SD of the normal- to- normal intervals.



5Cui Q, et al. BMJ Open 2023;13:e067400. doi:10.1136/bmjopen-2022-067400

Open access

HRV measures will be compared in elderly patients with 
and without PIH. Categorical variables will be compared 
using χ2 or Fisher’s exact test. Differences in mean or 
median values between PIH and stable groups were 
compared using Student’s t- test or the non- parametric 
Mann- Whitney U test to explore the association between 
PIH and preoperative ANS function. Logistic regression 
will be used to estimate the relationship between frailty, 
BRS and PIH. Since different anaesthetic agents (mainly 
propofol vs etomidate) used for induction might bring 
in confounding factors, we will use logistic regression to 
adjust for confounding. We will consider p<0.05 as statis-
tical significance.

Ethics and dissemination
The Research Ethics Committee of PUMCH approved the 
study and the reference number was I- 22PJ008 (approved 
on 10 June 2022). The investigator will comprehen-
sibly explain the study to patients before recruitment. A 
written informed consent form will be obtained from all 
patients. Patients will be informed that they may decline 
to participate or withdraw from the study at any time.

The study was registered with the National Institutes of 
Health, US National Library of Medicine at  ClinicalTrials. 
gov (NCT05425147, registered on 15 June 2022).

We aim to publish and disseminate our findings in peer- 
reviewed journals. Our findings will also be presented at 
Chinese and international conferences.

Patient and public involvement
Patients or the public were not involved in the design, 
or conduct, or reporting, or dissemination plans of our 
research.

DISCUSSION
This study aims to find out the association between 
decreased baroreflex function and PIH or other adverse 
events in elderly patients. Through preoperative non- 
invasive BRS and HRV measurement, we can obtain infor-
mation on the patient’s preoperative baroreflex function 
and sympathetic/parasympathetic tone from real- world 
evidence.

Considering the impact of PIH on prognosis, the mech-
anism of PIH has attracted attention of investigators. 
Previous studies have confirmed that absolute volume 
status could not explain the complete picture of PIH. 
Blood pressure rhythms, which are regulated by auto-
nomic nerves, are thought to be a potentially critical link 
in PIH.42 43 However, to our knowledge, the study on the 
association between PIH and baseline BRS is still missing. 
Accordingly, performing preoperative BRS assessment is 
an effective way to identify this association. Furthermore, 
through passive leg raising, we can exclude the effect 
of hypovolaemia on PIH. Like many studies focused on 
PIH, anaesthetic agents used during induction cannot be 
strictly standardised due to clinically practical reasons.4 
To reduce the bias caused by them, we will attempt to 

correct for confounding factors by statistical methods. In 
conclusion, despite the limitations, this study might help 
with early identification and precaution of PIH mediated 
by impaired autonomic function in elderly patients.

Contributors Concept, study design and first draft of the manuscript—QC, LC and 
LX. Manuscript review and data collection—HZ, JY, LX and YH. Editing and critical 
review—LC and LX. All (QC, LC, HZ, JY, LX, YH) authors have given final approval for 
manuscript submission.

Funding This work is supported by the National High Level Hospital Clinical 
Research Funding (grant number 2022- PUMCH- B- 119).

Competing interests None declared.

Patient and public involvement Patients and/or the public were not involved in 
the design, or conduct, or reporting, or dissemination plans of this research.

Patient consent for publication Not required.

Provenance and peer review Not commissioned; externally peer reviewed.

Supplemental material This content has been supplied by the author(s). It has 
not been vetted by BMJ Publishing Group Limited (BMJ) and may not have been 
peer- reviewed. Any opinions or recommendations discussed are solely those 
of the author(s) and are not endorsed by BMJ. BMJ disclaims all liability and 
responsibility arising from any reliance placed on the content. Where the content 
includes any translated material, BMJ does not warrant the accuracy and reliability 
of the translations (including but not limited to local regulations, clinical guidelines, 
terminology, drug names and drug dosages), and is not responsible for any error 
and/or omissions arising from translation and adaptation or otherwise.

Open access This is an open access article distributed in accordance with the 
Creative Commons Attribution Non Commercial (CC BY- NC 4.0) license, which 
permits others to distribute, remix, adapt, build upon this work non- commercially, 
and license their derivative works on different terms, provided the original work is 
properly cited, appropriate credit is given, any changes made indicated, and the use 
is non- commercial. See: http://creativecommons.org/licenses/by-nc/4.0/.

ORCID iDs
Quexuan Cui http://orcid.org/0000-0001-8211-3655
Jiawen Yu http://orcid.org/0000-0002-5702-3225

REFERENCES
 1 Bijker JB, van Klei WA, Kappen TH, et al. Incidence of intraoperative 

hypotension as a function of the chosen definition: literature 
definitions applied to a retrospective cohort using automated data 
collection. Anesthesiology 2007;107:213–20. 

 2 Gregory A, Stapelfeldt WH, Khanna AK, et al. Intraoperative 
hypotension is associated with adverse clinical outcomes after 
noncardiac surgery. Anesth Analg 2021;132:1654–65. 

 3 Bijker JB, Persoon S, Peelen LM, et al. Intraoperative hypotension 
and perioperative ischemic stroke after general surgery: a nested 
case- control study. Anesthesiology 2012;116:658–64. 

 4 Reich DL, Hossain S, Krol M, et al. Predictors of hypotension after 
induction of general anesthesia. Anesth Analg 2005;101:622–8. 

 5 Turrentine FE, Wang H, Simpson VB, et al. Surgical risk factors, 
morbidity, and mortality in elderly patients. J Am Coll Surg 
2006;203:865–77. 

 6 Südfeld S, Brechnitz S, Wagner JY, et al. Post- induction hypotension 
and early intraoperative hypotension associated with general 
anaesthesia. Br J Anaesth 2017;119:57–64. 

 7 Jor O, Maca J, Koutna J, et al. Hypotension after induction of general 
anesthesia: occurrence, risk factors, and therapy. A prospective 
multicentre observational study. J Anesth 2018;32:673–80. 

 8 Wesselink EM, Kappen TH, Torn HM, et al. Intraoperative 
hypotension and the risk of postoperative adverse outcomes: a 
systematic review. Br J Anaesth 2018;121:706–21. 

 9 Khan AI, Fischer M, Pedoto AC, et al. The impact of fluid optimisation 
before induction of anaesthesia on hypotension after induction. 
Anaesthesia 2020;75:634–41. 

 10 Zhang J, Critchley LAH. Inferior vena cava ultrasonography before 
general anesthesia can predict hypotension after induction. 
Anesthesiology 2016;124:580–9. 

 11 Frandsen MN, Mehlsen J, Foss NB, et al. Pre- operative autonomic 
nervous system function- a missing link for post- induction 
hypotension? Anaesthesia 2022;77:139–42. 

http://creativecommons.org/licenses/by-nc/4.0/
http://orcid.org/0000-0001-8211-3655
http://orcid.org/0000-0002-5702-3225
http://dx.doi.org/10.1097/01.anes.0000270724.40897.8e
http://dx.doi.org/10.1213/ANE.0000000000005250
http://dx.doi.org/10.1097/ALN.0b013e3182472320
http://dx.doi.org/10.1213/01.ANE.0000175214.38450.91
http://dx.doi.org/10.1016/j.jamcollsurg.2006.08.026
http://dx.doi.org/10.1093/bja/aex127
http://dx.doi.org/10.1007/s00540-018-2532-6
http://dx.doi.org/10.1016/j.bja.2018.04.036
http://dx.doi.org/10.1111/anae.14984
http://dx.doi.org/10.1097/ALN.0000000000001002
http://dx.doi.org/10.1111/anae.15546


6 Cui Q, et al. BMJ Open 2023;13:e067400. doi:10.1136/bmjopen-2022-067400

Open access 

 12 Hoppe P, Burfeindt C, Reese PC, et al. Chronic arterial hypertension 
and nocturnal non- dipping predict postinduction and intraoperative 
hypotension: a secondary analysis of a prospective study. J Clin 
Anesth 2022;79:110715. 

 13 Che L, Yu JW, Cui QX, et al. Comment on: “chronic arterial 
hypertension and nocturnal non- dipping predict postinduction and 
intraoperative hypotension: a secondary analysis of a prospective 
study.” J Clin Anesth 2022;81:110890. 

 14 Karemaker JM. An introduction into autonomic nervous function. 
Physiol Meas 2017;38:R89–118. 

 15 Thomson HL, Wright K, Frenneaux M. Baroreflex sensitivity in 
patients with vasovagal syncope. Circulation 1997;95:395–400. 

 16 Smyth HS, Sleight P, Pickering GW. Reflex regulation of 
arterial pressure during sleep in man. Circulation Research 
1969;24:109–21. 

 17 Wessel N, Gapelyuk A, Weiß J, et al. Instantaneous cardiac baroreflex 
sensitivity: xbrs method quantifies heart rate blood pressure 
variability ratio at rest and during slow breathing. Front Neurosci 
2020;14:547433. 

 18 Kondo H, Shinohara T, Fukui A, et al. Possible role of baroreflex 
sensitivity in patients with paroxysmal atrial fibrillation. JACC Clin 
Electrophysiol 2019;5:523–5. 

 19 La Rovere MT, Pinna GD, Raczak G. Baroreflex sensitivity: 
measurement and clinical implications. Ann Noninvasive 
Electrocardiol 2008;13:191–207. 

 20 Petry D, Mirian de Godoy Marques C, Brum Marques JL. Baroreflex 
sensitivity with different lags and random forests for staging 
cardiovascular autonomic neuropathy in subjects with diabetes. 
Comput Biol Med 2020;127:104098. 

 21 Monahan KD. Effect of aging on baroreflex function in humans. Am J 
Physiol Regul Integr Comp Physiol 2007;293:R3–12. 

 22 Huh IY, Kim DY, Lee JH, et al. Relation between preoperative 
autonomic function and blood pressure change after tourniquet 
deflation during total knee replacement arthroplasty. Korean J 
Anesthesiol 2012;62:154–60. 

 23 Padley JR, Ben- Menachem E. Low pre- operative heart rate variability 
and complexity are associated with hypotension after anesthesia 
induction in major abdominal surgery. J Clin Monit Comput 
2018;32:245–52. 

 24 Buto MSS, Catai AM, Vassimon- Barroso V, et al. Baroreflex sensitivity 
in frailty syndrome. Braz J Med Biol Res 2019;52:e8079. 

 25 Ziemssen T, Siepmann T. The investigation of the cardiovascular 
and sudomotor autonomic nervous system- a review. Front Neurol 
2019;10:53. 

 26 Biaggioni I, Shibao CA, Diedrich A, et al. Blood pressure 
management in afferent baroreflex failure. J Am Coll Cardiol 
2019;74:2939–47. 

 27 McIsaac DI, MacDonald DB, Aucoin SD. Frailty for perioperative 
clinicians: a narrative review. Anesth Analg 2020;130:1450–60. 

 28 Searle SD, Mitnitski A, Gahbauer EA, et al. A standard procedure for 
creating A frailty index. BMC Geriatr 2008;8:24. 

 29 Chuangchai W, Pothisiri W. Postural changes on heart rate variability 
among older population: a preliminary study. Curr Gerontol Geriatr 
Res 2021;2021:6611479. 

 30 De Backer D, Pinsky MR. Can one predict fluid responsiveness 
in spontaneously breathing patients? Intensive Care Med 
2007;33:1111–3. 

 31 Gholamrezaei A, Van Diest I, Aziz Q, et al. Psychophysiological 
responses to various slow, deep breathing techniques. 
Psychophysiology 2021;58:e13712. 

 32 Parati G, Di Rienzo M, Bertinieri G, et al. Evaluation of the 
baroreceptor- heart rate reflex by 24- hour intra- arterial blood pressure 
monitoring in humans. Hypertension 1988;12:214–22. 

 33 Madden KM, Feldman B, Meneilly GS. Baroreflex function 
and postprandial hypotension in older adults. Clin Auton Res 
2021;31:273–80. 

 34 Electrophysiology TFotESoCtNASoP. Electrophysiology 
tfotesoctnasop. heart rate variability. Circulation 1996;93:1043–65. 

 35 Contreras P, Canetti R, Migliaro ER. Correlations between frequency- 
domain HRV indices and lagged poincaré plot width in healthy and 
diabetic subjects. Physiol Meas 2007;28:85–94. 

 36 von Rosenberg W, Chanwimalueang T, Adjei T, et al. Resolving 
ambiguities in the LF/HF ratio: LF- HF scatter plots for the 
categorization of mental and physical stress from HRV. Front Physiol 
2017;8:360. 

 37 Standards for Basic Anesthetic Monitoring. Committee of origin: 
standards and practice parameters (approved by the ASA house of 
delegates on october 21, last amended on october 20, 2010, and last 
affirmed on december 13, 2020;

 38 Jammer I, Wickboldt N, Sander M, et al. Standards for definitions 
and use of outcome measures for clinical effectiveness research in 
perioperative medicine: European perioperative clinical outcome 
(EPCO) definitions: a statement from the ESA- ESICM joint 
Taskforce on perioperative outcome measures. Eur J Anaesthesiol 
2015;32:88–105. 

 39 Dindo D, Demartines N, Clavien PA. Classification of surgical 
complications: a new proposal with evaluation in a cohort of 6336 
patients and results of a survey. Ann Surg 2004;240:205–13. 

 40 Che L, Zhang Y, Yu J, et al. Attenuation of muscle mass and density 
is associated with poor outcomes among patients undergoing major 
gynecologic surgery: a retrospective cohort study. Anesth Analg 
2021;132:1692–9. 

 41 Fu Q, Ogoh S. Sex differences in baroreflex function in health and 
disease. J Physiol Sci 2019;69:851–9. 

 42 Saugel B, Reese PC, Sessler DI, et al. Automated ambulatory blood 
pressure measurements and intraoperative hypotension in patients 
having noncardiac surgery with general anesthesia. Anesthesiology 
2019;131:74–83. 

 43 Dorantes Mendez G, Aletti F, Toschi N, et al. Baroreflex sensitivity 
variations in response to propofol anesthesia: comparison between 
normotensive and hypertensive patients. J Clin Monit Comput 
2013;27:417–26. 

http://dx.doi.org/10.1016/j.jclinane.2022.110715
http://dx.doi.org/10.1016/j.jclinane.2022.110715
http://dx.doi.org/10.1016/j.jclinane.2022.110890
http://dx.doi.org/10.1088/1361-6579/aa6782
http://dx.doi.org/10.1161/01.cir.95.2.395
http://dx.doi.org/10.1161/01.RES.24.1.109
http://dx.doi.org/10.3389/fnins.2020.547433
http://dx.doi.org/10.1016/j.jacep.2019.01.009
http://dx.doi.org/10.1016/j.jacep.2019.01.009
http://dx.doi.org/10.1111/j.1542-474X.2008.00219.x
http://dx.doi.org/10.1111/j.1542-474X.2008.00219.x
http://dx.doi.org/10.1016/j.compbiomed.2020.104098
http://dx.doi.org/10.1152/ajpregu.00031.2007
http://dx.doi.org/10.1152/ajpregu.00031.2007
http://dx.doi.org/10.4097/kjae.2012.62.2.154
http://dx.doi.org/10.4097/kjae.2012.62.2.154
http://dx.doi.org/10.1007/s10877-017-0012-4
http://dx.doi.org/10.1590/1414-431X20198079
http://dx.doi.org/10.3389/fneur.2019.00053
http://dx.doi.org/10.1016/j.jacc.2019.10.027
http://dx.doi.org/10.1213/ANE.0000000000004602
http://dx.doi.org/10.1186/1471-2318-8-24
http://dx.doi.org/10.1155/2021/6611479
http://dx.doi.org/10.1155/2021/6611479
http://dx.doi.org/10.1007/s00134-007-0645-8
http://dx.doi.org/10.1111/psyp.13712
http://dx.doi.org/10.1161/01.hyp.12.2.214
http://dx.doi.org/10.1007/s10286-020-00671-8
http://dx.doi.org/10.1161/01.CIR.93.5.1043
http://dx.doi.org/10.1088/0967-3334/28/1/008
http://dx.doi.org/10.3389/fphys.2017.00360
http://dx.doi.org/10.1097/EJA.0000000000000118
http://dx.doi.org/10.1097/01.sla.0000133083.54934.ae
http://dx.doi.org/10.1213/ANE.0000000000005380
http://dx.doi.org/10.1007/s12576-019-00727-z
http://dx.doi.org/10.1097/ALN.0000000000002703
http://dx.doi.org/10.1007/s10877-012-9426-1

	Association between preoperative autonomic nervous system function and post-induction hypotension in elderly patients: a protocol for a cohort study
	Abstract
	Introduction
	Methods
	Study design and setting
	Participants
	Protocol
	Baseline assessment
	Autonomic function measurement
	Intraoperative measures and anaesthetic agents use
	Postoperative follow-up

	Study outcomes
	Primary outcomes
	Secondary outcomes

	Sample size consideration
	Statistical analysis
	Ethics and dissemination
	Patient and public involvement

	Discussion
	References


