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We are delighted to welcome you to the Spring SASM/IARS Meeting, where leaders,
innovators, and collaborators from around the world come together to advance the science
and practice of perioperative sleep medicine. This year's program reflects the remarkable
breadth and depth of our field, offering a rich exploration of the intersection between sleep
physiology, anesthesiology, neuroscience, and perioperative care.

The Society of Anesthesia and Sleep Medicine (SASM) continues to serve as a vital platform
for interdisciplinary collaboration. From its foundational vision to its current global impact,
SASM has remained committed to fostering innovation, shaping clinical guidelines, and
improving patient outcomes through rigorous science and shared expertise. Our
partnership with IARS further strengthens this mission, bringing together diverse
perspectives and cutting-edge research that push the boundaries of what is possible in
perioperative medicine.

This year's program highlights the dynamic evolution of our field. We begin with reflections
on SASM's past, present, and future, followed by a series of thought-provoking sessions that
span fundamental neuroscience to clinical application. Topics include the mechanistic
insights of dexmedetomidine, dreaming during anesthesia, and modulation of brain-state
dynamics, as well as emerging work in neuroimaging, frailty, and perioperative cognition.

Our sessions also emphasize practical, patient-centered care. Attendees will engage with
contemporary challenges such as managing patients on GLP-1 receptor agonists, airway
considerations in obesity, and perioperative risks in pediatric populations with sleep-
disordered breathing. Discussions on sleep surgery, wearable technology, and evolving
anesthetic strategies underscore the translational nature of our field—bridging discovery
with real-world impact.

Meeting Highlights Include:

« Foundational insights into anesthetic mechanisms and brain function, including EEG
and advanced imaging

« State-of-the-art updates on perioperative management of complex patients, including
those with obesity, frailty, and sleep disorders

o Pediatric-focused sessions addressing cognition, risk stratification, and anesthetic
monitoring

« Practical guidance on airway management, supraglottic devices, and point-of-care
ultrasound applications

e Forward-looking discussions on technology, including wearables and their role in sleep
health

We also encourage you to:
e - Connect with colleagues and thought leaders across disciplines
¢ - Engage in meaningful discussions that challenge assumptions and inspire innovation
e - Explore new research directions and collaborative opportunities

We extend our sincere gratitude to our speakers for their expertise and dedication, to our
organizers and administrative teams for their tireless efforts, and to the SASM and IARS

leadership for their vision and commitment to advancing our field.

Thank you for joining us. We look forward to a day of discovery, collaboration, and
inspiration as we continue to shape the future of anesthesia and sleep medicine together.

Welcome—and enjoy the meeting!
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We are excited to announce a co-located meeting of the
Society of Anesthesia and Sleep Medicine (SASM) and the
International Anesthesia Research Society (IARS) on April
30, 2026 in beautiful Montreal, Canada—Dbringing together
two medical societies united by a shared commitment to
advancing patient care through education, research, and
collaboration.

Our speakers will be talking about emerging cutting-edge
topics such as consciousness with anesthesia, adult and
pediatric obesity, GLP-1, and other emerging topics. We are
fortunate to have many internationally well-known and
respected speakers.

SASM's focus on improving perioperative outcomes and
sleep health pairs seamlessly with IARS's leadership in
anesthesia research and innovation. Together, this
inaugural experience creates a dynamic environment for
clinicians, scientists, and healthcare professionals to
exchange ideas, explore emerging science, and accelerate
progress at the intersection of anesthesia, sleep medicine,
and perioperative care.

Attendees will benefit from expanded educational
programming, broader scientific dialogue, and unparalleled
opportunities to connect across disciplines—all in one
destination, at one powerful meeting.

SATISFACTORY COMPLETION

Learners must complete an evaluation form to receive a
certificate of completion. Your chosen sessions must be
attended in their entirety. Partial credit of individual
sessions is not available. If you are seeking continuing
education credit for a specialty not listed below, it is your
responsibility to contact your licensing/ certification board
to determine course eligibility for your licensing/
ertification requirement

Joint Accreditation Statement

A

In support of improving
patient care, this activity has
been planned and
implemented by Amedco
LLC and Society of
Anesthesia and Sleep
Medicine . Amedco LLC is
jointly accredited by the
Accreditation Council for

Continuing Medical Education (ACCME), the Accreditation
Council for Pharmacy Education (ACPE), and the American
Nurses Credentialing Center (ANCC), to provide continuing
education for the healthcare team. Professions in scope for
this activity are listed below. Amedco Joint Accreditation
Provider Number: 4008163

@’
JOINTLY ACCREDITED PROVIDER™

INTERPROFESSIONAL CONTINUING EDUCATION

Physicians

Amedco LLC designates this live activity for a maximum of
6.25 AMA PRA Category 1 Credits TM . Physicians should
claim only the credit commensurate with the extent of
their participation in the activity.

After Attending This Program You Should Be
Able To:

1.Apply evidence-based perioperative strategies for
patients with sleep-related and metabolic risk factors.
Analyze current guidelines and emerging evidence
related to GLP-1 receptor agonists, frailty, obesity,
obstructive sleep apnea, circadian disruption, and
pediatric sleep-disordered breathing in order to
optimize perioperative assessment, anesthetic
management, and postoperative outcomes.

2.Describe the neurophysiologic mechanisms linking
sleep, consciousness, and anesthesia

3.Evaluate advances in sleep science—including
spectral EEG analysis, dreaming, awareness,
polysomnography signals, neuroimaging, and
circadian biology—to improve understanding of
perioperative consciousness, delirium, cognitive
outcomes, and long-term brain health.

4. Incorporate novel technologies, pathways, and
population-based data into perioperative care and
research

5.Assess innovative diagnostic and therapeutic
approaches such as gastric point-of-care ultrasound,
drug-induced sleep endoscopy with
dexmedetomidine, ERAS pathways for sleep apnea
and bariatric patients, wearable sleep monitoring, and
population-level quality metrics to enhance
multidisciplinary collaboration, quality improvement,
and future research initiatives.

Disclosure of Conflict of Interest

The following table of disclosure information is provided
to learners and contains the relevant financial
relationships that each individual in a position to control
the content disclosed to Amedco. All of these
relationships were treated as a conflict of interest, and
have been resolved. (C7 SCS 6.1- -6.2, 6.5)

Commericial Interest:

Relationship

D -

Kara upuy Zoll:Consultant
McCauley

Girish Joshi Consultant

How to Get Your Certificate

1.Go to sasm.cmecertificateonline.com

2.Click on the 2026 SASM: Scientific and Clinical
Assembly link.

3.Evaluate the meeting.

4. Print, download, or save your certificate for your
records.

5.If you lose your certificate or need help, go to
help.cmecertificateonline.com

Questions?:
Email: Certificate@AmedcoEmail.com



SCHEDULE OF EVENTS

Time

8:00 - 8:30 AM

Session Title

Registration Opens

Speaker

8:30 - 9:00 AM

SASM: Past, Present and Future directions

Dr. Mandeep Singh, MD
SASM President

9:00 - 9:30 AM

Dexmedetomidine and Postoperative Delirium: Insights from EEG and CSF
Oscillation Studies

Dr. Seun Johnson-Akeju, MD

9:35 - 9:55 AM

Dreaming During Anesthesia: Induction, Content, and Clinical Potential

D

=

. Pilleriin Sikka, PhD

10:00 - 10:20 AM

Probing and modulating brain-state dynamics: insights from sleep and
anesthesia

Dr. Catherine Duclos, PhD

10:25 - 10:45 AM

Little Brains, Big Questions: Understanding Sleep and Cognition During
[Pediatric] Anesthesia

Dr. Jeremy D Deer, MD

10:55 - 11:15 AM

Sleep Health, Insomnia Outcomes and Neuro-Imaging Techniques

9

. Mathilde Reyt, PhD

11:20 - 11:40 AM

The Silent Saboteur: Navigating the Nexus of Sleep, Frailty, and Perioperative
Cognition

Dr. Leandra Amado MD

T1:45 - 12:05 PM

Sleep Surgery: Beyond the Drapes

Dr. Rafael Malinsky, MD, PhD

12:05 - 12:25 PM

The Use of Dexmedetomidine in DISE for the Evaluation of Obstructive Sleep
Apnea

Dr. Bobby Das, MD

115 - 1:45 PM

Lessons from the UK NAPS Project on Accidental Awareness in Anesthesia

Dr. Jaideep Pandit, DPHIL, FRCA, DM, MBA

1:50 - 2:20 PM

Clarifying the Guidelines and Decoding the Enigma: Strategies for Anesthetic
Management of Patients on GLP-1 Receptor Agonists

9

. Girish Joshi, MBBS, MD, FCAI, FASA

Guidelines for Perioperative Management of GLP1 Agents, Gastric POCUS for
GLP1 Agents

9

. Cristian Arzola, MD, MSc

2:25 - 2:55 PM

Airway Assessment in Patients with Severe Obesity

Dr. Naveen Eipe, MBBS, MD

Extended use of Supraglottic Airways in the High BMI Patient: Get Familiar
with Your Get Out of Jail Card Before You Need It!

Dr. Dr. Adrian Sultana, MD, FRCP, FANZCA

3:05 - 3:25 PM

Understanding Perioperative Risk of Pediatric Patients with Sleep Disordered
Breathing

Dr. Nicole C. P. Thompson, MD, FAAP

3:25 - 3:45 PM

EEG and Pediatric Anesthesia: What We Know and What We Don't

Dr. Jonathan Shaffer, DO

3:45 - 4:.05 PM

Pediatric Obesity and Bariatric Surgery

Dr. Maryam Siddiqui MD

4:10 - 4:30 PM

Perioperative Management of Obesity Hypoventilation Syndrome

Dr. Kara Dupuy-McCauley, MD

4:30 - 5:00 PM

Sleep Health in the Age of Wearable Technology: Opportunities and
Challenges

Dr. Rebecca Robillard, PhD

5:00 PM

Closing Remarks

Dr. Olubukola (Bukky) Nafiu, MD, FRCA, MS
SASM Incoming President
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Vascular Pre-Procedure Room in Elective Complex Aortic Surgeries: A
Retrospective QA Review

1,4Aboushair A, 1,2Eissa M, 1,2,5 Pysyk C, 1,2,3Miller E

1Department of Anesthesiology and Pain Medicine, University of Ottawa, Ontario, Canada
2Assistant Professor of Anesthesiology and Pain Medicine, University of Ottawa, Ontario 3Vascular
Anesthesia Fellowship lead, DAPM, University of Ottawa, Ontario 4 Vascular Anesthesia Fellow,
DAPM, University of Ottawa, Ontario 5 Chair,Quality & Patient safety (QPS) committee

BACKGROUND: Operating room (OR) time is a limited resource, and with the growing surgical
population (estimated backlog of more than 600,000 patients), research has focused on its cost
and optimal utilization. On average, OR time is valued at $62 per minute for routine patients and
up to $155.07 for critically ill patients (1,2). The concept of block rooms or parallel rooms in
anesthesia has been growing due to its impact on efficiency and quality of patient care, including
reduced patient anxiety, enhanced recovery, shorter hospital length of stay, and an overall better
patient experience (3,4). In addition, these models may help address surgical backlogs and reduce
wait times for patients awaiting operative care. Importantly, there is limited literature describing
this for vascular surgery.

The Ottawa Hospital vascular anesthesiology team developed a vascular pre-procedure room
(VPR) that was implemented in 24th of March, 2025. In the VPR, all anesthetic procedures for
patients presenting for complex aortic surgeries are performed before the patient enters the OR
for induction of anesthesia, thus improving efficiency, reducing variability, and maintaining
enhanced safety and comfort.

PURPOSE: To perform a before-and-after retrospective QA review comparing the year prior to and
the year following implementation of The Ottawa Hospital VPR.

METHODS: A retrospective audit using manual Epic chart review and Epic ‘slicer-dicer’ data was
performed. All patients presenting for elective open and complex endovascular aortic surgery the
year before and year after implementation of the VPR (March 2025) were included. The primary
outcomes were time from patient in OR to anesthesia ready time, time to surgical skin incision,
and the number of second cases performed in the same OR.

RESULTS: The results are summarized in Table 1. The anesthesia time, and time to skin incision
were reduced importantly after the initiation of the VPR, from an average of 57 minutes to 28
minutes and by 22minutes. Furthermore, between 58% and 70% of ORs were able to
accommodate a second case following VPR initiation, compared to 64% and 56% the years prior.

CONCLUSION: With the initiation of the VPR, we have seen small but meaningful changes in our
OR flow in terms of an improvement in anesthesia ready time, time to surgical skin incision, and
number of second cases accommodated. These outcomes are likely to improve further as the VPR
protocol continues to improve over time, as reflected by the increase in second case numbers to
70% in 2026. Further research is needed to evaluate additional benefits not captured in this QA
including patient, physician and nursing satisfaction, nursing readiness, and transfusion
medicine/type and screen availability.
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Table 1. Average anesthetic Pre-VPR VPR
times as well number of

2024 2025 | 24/03/2025 2026
Number of Cases 125 a4 63 17
(Fenestrated Endovascular
Average Anesthesia Start 7:26 am 7:20 am 7:06 am 7:05 am
Time : : : :
Average Patient InORTime | 8:03 am 8:03 am 8:13am 8:10 am
Average Induction Start 8:36 am 8:36 am 8:24 am 8:20 am
Time
Average Anesthesia Ready 8:57 am 9:01 am 8:49 am 8:38 am
Time
Average Anesthesia Time 54 mins 57 mins 36 mins 28 mins
Avgrgge Time to skin 9:28 am 9:33am 9:29 am 9:06 am
Incision
2nd Case of the day 81/125 25/44 37/63 12/17/2026
(number of total cases)
% of 2nd Case 64.80% 56.80% 58.70% 70.60%

Data are presented by year, with cases occurring in 2024 and 2025 (prior to VPR initiation) in the
first column, and cases occurring in late 2025 and 2026 (after VPR initiation) in the second column.



Evaluating the impact of Interscalene Brachial Plexus Block on Sleep-
disordered Breathing in patients undergoing Ambulatory Shoulder Surgery. A
two-arm, prospective, parallel, double blind randomized controlled trial
Debashis Das]l, Richard Brull MD2, Ella Huszti3, Qixuan Li4, Faraz Abdallah5, Anuj Bhatia6,
Jorge Mejia7, Tim Dwyer8, Mandeep Singh9
Affiliations
1.Department of Anesthesia, Civic Hospital, University of Ottawa.
2.Department of Anesthesia, Women's College Hospital and Toronto Western Hospital, University
Health Network,
3.Statistician, University Health Network
4. Statistician, University Health Network
5.Department of Anesthesia, Ottawa General Hospital
6.Department of Anesthesia, Women's College Hospital and Toronto Western Hospital, University
Health Network
7.Department of Anesthesia, Women's College Hospital and Toronto Western Hospital, University
Health Network
8.Department of Orthopedic Surgery, Women's College Hospital
9.Department of Anesthesia, Women'’s College Hospital and Toronto Western Hospital, University
Health Network

Background: Interscalene brachial plexus block (ISB) and superior trunk block (STB) are
commonly used regional anesthetic techniques for ambulatory shoulder surgeries. In this study,
we evaluated the impact of the phrenic nerve paresis induced by ISB on the oxygen desaturation
index (ODI) in patients undergoing ambulatory shoulder surgery compared to patients who did
receive STB.

Methods: This was a two-arm, prospective, parallel, double blind, two-center, randomized
controlled trial (RCT) conducted at two tertiary care academic centres in Toronto, Canada. We
randomly allocated patients to one of two groups: ISB group and STB group. Procedures in both
blocks were performed with 15 ml of 0.5% ropivacaine. All patients received general anaesthesia.
Our primary outcomes were post-operative oxygen desaturation index (ODI, events per hour) and
change in ODI on the first postoperative night from the preoperative baseline night. Other
outcome assessments included postoperative diaphragmatic paresis ultrasound, baseline STOP-
Bang questionnaire, postoperative pain evaluation on the visual analog scale (VAS), 8 and 24hour
opioid consumption, patient satisfaction with perioperative treatment and the presence of nerve
block complications.

Results: Seventy-one patients were randomized into ISB group (34 patients) and STB group (37
patients). During data analysis twenty-six patients were present in ISB group and thirty patients in
STB group. Baseline characteristics were comparable between cohorts. Preoperative median ODI
scores were similar (ISB: 9.4 vs. STB: 9.1; p=0.813). Postoperative median ODI scores did not differ
significantly (ISB: 5.1 vs. STB: 6.6; p=0.311). The median change in ODI score was -3.10 (-7.55, -0.35) in
ISB group and -0.30 (-1.65, 1.37) in STB group with p value of 0.016. However, these did not pass the
MCID threshold, indicating minimal clinical significance. While more patients in the STB group
reported pain (91.7% vs. 78.1%; p=0.019), Pain scores at 24 hours were comparable (60.6 vs 67.6; p =
0.834). After adjusting for confounders—including diaphragmatic paralysis, baseline ODI, STOP-
BANG scores, and opioid use - Group 2 remained significantly associated with greater ODI
improvement (estimate: 9.24; 95% Cl: 0.60-17.9; p = 0.043). No other covariates reached statistical
significance.
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Conclusions: Postoperative ODI and ODI changes showed no clinically meaningful
differences between groups, as values failed to meet the Minimum Clinically Important
Difference (MCID) threshold. Pain at 8 hours was more in STB group while there was no
difference in pain score at 24 hours, indicating that the STB block may wore out sooner.
Consequently, both regional techniques appear to be safe and viable adjuncts to general
anesthesia for optimizing postoperative analgesia.

Keywords: Interscalene brachial plexus block, superior trunk block, sleep-disordered
breathing, sleep apnea, ambulatory shoulder surgery, oxygen desaturation index (ODI),

diaphragm paresis

Study registration
www.ClinicalTrials.gov (NCT03718858)

Figure 1: Consort diagram
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ABSTRACT 2

Figure 2. Change in ODI in randomized patients

Change in ODI Pre-op vs Post-op by Randomization Group
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Table 1. Secondary outcomes
1SB STB
n 34 37
Surgical Side =1 (%) 20 (58.8) 22 (59.5)
After nerve block Diaphragmatic Paralysis = 1 (%) 16 (59.3) 9 (29.0)
pain_8h (%)
1131 3(8.3)
2| 6(18.8) 0 (0.0)
3| 25(78.1) 33 (91.7)
pain_24h (%)
1| 6(18.2) 5(14.7)
21 7(1.2) 6 (17.6)
3|20 (60.6) 23 (67.6)

Note: Data is expressed as median with IQR

Abbreviation: ISB, Interscalene Block; STB, Superior Trunk Block
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Background: Obstructive sleep apnea (OSA) is the most commmon sleep-related breathing disorder
among surgical patients, with up to 60-90% of cases undiagnosed at the time of surgery.1 OSA is
independently associated with increased postoperative respiratory and cardiovascular
complications, unplanned ICU admissions, prolonged hospital stay, and greater healthcare
utilization. While prior Society of Anesthesia and Sleep Medicine (SASM) guidelines address
preoperative and intraoperative management, evidence-based guidance for postoperative care
remains limited. A multi-society initiative was undertaken to develop evidence-based
postoperative management recommendations.

Methods: A multidisciplinary task force convened by SASM, in collaboration with SAMBA and
SOCCA, developed this guideline using AGREE Il and GRADE frameworks. A systematic review was
conducted using predefined PICO criteria. A modified Delphi process refined 73 candidate
guestions to 20 across seven domains: risk identification, patient disposition, analgesia, treatment
strategies, monitoring, sleep studies, and patient-centered care. Evidence certainty and
recommendation strength were assessed using GRADE.

Results: Fourteen recommendations and six research gaps were identified across seven domains.
Strong recommendations supported risk identification, monitoring of PACU index events,
escalation of care for recurrent events, use of alternate discharge criteria, non-invasive ventilation
(CPAP), and inclusion in bundled care pathways. Conditional recommmendations supported
multimodal and opioid-sparing analgesia, supplemental oxygen, positional therapy, and enhanced
postoperative monitoring.

Moderate-certainty evidence demonstrated that non-invasive ventilation reduced ICU admission
and improved apnea-hypopnea index and oxygenation. Supplemental oxygen improved
oxygenation and reduced apnea burden, though evidence supported a conditional
recommendation. Bundled care pathways were associated with reduced mortality and pulmonary
complications. Multimodal and opioid-sparing analgesia were associated with reduced critical care
utilization, supported by low-certainty evidence.

Six priority research gaps were identified, including optimal PACU discharge criteria, post-index-

event discharge instructions, delayed extubation strategies, extended monitoring protocols, and
perioperative sleep study use.
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Conclusions: This multi-society guideline provides the first evidence-based framework for
postoperative management of adults with OSA across care settings. Recommendations are
supported by predominantly low-to-moderate certainty evidence, with key gaps highlighting
priorities for future research. Implementation should be individualized based on patient risk and
institutional resources.

Table 1. Recommendations for the Post-operative Management of Patients With Known
or Suspected OSA

Grade of
. Level of .
Recommendations . Recommendatio
Evidence n

1.Risk Identification
1.1 OSA screening tools, OSA diagnosis, and clinical risk
fac’Fors should be |d§nt|f|ed during the perloperatwe Moderate to Low Strong
period and communicated to the postoperative
management team.
12 Pgtlents with OSA undergoing surgery should be Moderate to Low Strong
monitored for recurrent PACU events

1. Patient Disposition and Care Pathways
2.1 OSA patients undergoing surgery who experience
recurrent PACU events should receive a higher level of Low Strong

care.

2.2 OSA patients undergoing surgery should be assessed
using alternate PACU discharge criteria to guide decisions Low Strong
about postoperative disposition.

2.3 There is a lack of evidence to assess the use of
additional criteria beyond standard discharge criteria for Very Low
screening for PACU discharge readiness in OSA patients.

No
recommendation

2.4 There is a lack of evidence to assess the use of specific
discharge instructions in patients with OSA who develop Very Low
postoperative index events.

No
recommendation

1.Postoperative Analgesia

3.1 For patients with OSA undergoing surgery, a

Very Low to Low Conditional
multimodal analgesia regimen should be used. y

3.2 For patients with OSA undergoing surgery, an opioid-

Very Low to Lo Conditional
sparing analgesia regimen should be used. oW " "
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1.Treatment Strategies

4.1 There is a lack of evidence to assess the use of planned
delayed extubation in OR or PACU in the postoperative
management of patients with OSA.

4.2 For patients with OSA undergoing surgery, use of non-
invasive ventilation (e.g., CPAP) is recommended to
prevent postoperative complications.

4.3 For patients with OSA undergoing surgery, oxygen
therapy should be considered to prevent postoperative
complications. In the absence of home CPAP or OSA
diagnosis, oxygen therapy has a moderate effectin
reducing AHI and improving oxygenation parameters.

4.4 For patients with OSA undergoing surgery, a bundled
care approach and inclusion in ERAS pathways are
recommended.

4.5 For patients with OSA undergoing surgery, positional
therapy may be considered for management of
respiratory events and improving oxygen saturation, and
may be used in conjunction with CPAP or oxygen therapy.

1. Monitoring Strategies

5.1 For patients with OSA undergoing surgery, enhanced
monitoring in the postoperative period should be
considered.

5.2 For patients with OSA undergoing surgery who
experience recurrent PACU events, enhanced monitoring
in the postoperative period should be considered.

5.3 Enhanced postoperative monitoring should be
considered for patients with high risk of OSA, prior OSA
diagnosis, and the need for continuous opioids such as
intravenous patient-controlled analgesia.

5.4 There is a lack of evidence to assess the use of
extended continuous monitoring in OSA patients with
preoperative OSA-related risk factors.

1.Sleep Studies

6.1 There is a lack of evidence to assess the use of in-
hospital postoperative sleep studies to diagnose OSA in
high-risk patients.
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6.2 There is a lack of evidence to assess the use of post-
discharge sleep study in postoperative patients suspected Very Low
of having OSA on perioperative screening assessments.

No
recommendation

1.Patient-Centered Care

7.1 OSA patients undergoing surgery should receive
education and counseling about their OSA-related risks, Very Low Strong
treatment, and post-discharge care.

References
1.Singh M, Liao P, Kobah S, Wijeysundera DN, Shapiro C, Chung F. Proportion of surgical patients
with undiagnosed obstructive sleep apnoea. Br J Anaesth. 2013 Apr 1;110(4):629-36.
doi10.1093/bja/aes465

18



Gastric Contents in Fasted Semaglutide Users: an Observational Pre-Operative
Ultrasound Study

Raphael Lessard MD?, Christopher Pysyk MD?, Mohamed Eissa MD?, Elizabeth Miller MD?,
Daniel Mclsaac MD?*, Mohamed Elmestekawy BSc?

1Department of Anesthesiology and Pain Medicine, University of Ottawa, Ottawa, ON, Canada
2Faculty of Medicine, University of Ottawa, Ottawa, ON, Canada

Introduction: Use of GLP-1receptor agonists (GLP-1RAs) has increased rapidly due to expanded
indications for diabetes, obesity, and cardiometabolic disease, with semaglutide now the most
prescribed long-acting weekly agent. Preoperative GLP-1RA use has risen dramatically, including a
threefold increase among bariatric surgery patients from 2018-2023*. Perioperative concerns
center on delayed gastric emptying and aspiration risk. A recent meta-analysis reported increased
retained gastric contents (OR 5.56) and higher rates of aborted endoscopy among GLP-1RA users?.
Guidance remains limited, although multiple consensus statements including multisociety
gastroenterology/anesthesiology recommendations® support individualized assessment and
selective use of gastric ultrasound. Point-of-care ultrasound reliably evaluates gastric contents and
volume4. This study aimed to quantify delayed gastric emptying in semaglutide users and identify
clinical predictors of high-risk gastric profiles, focusing on drug dose, discontinuation interval, and
fasting duration.

Methods: REB review was waived under institutional Quality Improvement policy. We conducted
an observational quality-improvement study of n=67 adult semaglutide users presenting for
elective surgery. Appropriately fasted patients were included; emergency cases, non-fasted
patients, and those with prior gastric surgery were excluded. Preoperative assessment
documented comorbidities, semaglutide dose, days since last administration, and hours NPO for
solids. Gastric ultrasound was performed by POCUS-trained5 anesthesiology residents using a low-
frequency (2-5 MHz) curved-array transducer. The gastric antrum was scanned in both supine and
right-lateral decubitus (RLD) positions. Video loops were uploaded to QPath for blinded staff
interpretation by POCUS-certified anesthesiologists. Cross-sectional antral area (CSA) and
qualitative gastric grade (0-2) were assigned based on established criteria4. “High-risk” gastric
states were defined as solid or thick-fluid content in either position, or clear fluid with calculated
gastric volume >1.5 mL/kg in the RLD. Linear regression modeled associations between gastric
volume/weight and semaglutide dose, discontinuation interval, and NPO time.

Results: Gastric ultrasound demonstrated heterogeneous gastric emptying among 67
semaglutide users (mean age 59.6+12.8 years; 58% female; BMI 34.9+8.5 kg/m?2; 72% with diabetes)
despite adherence to fasting guidelines. Gastric grades were 0 in 26.9%, 1in 10.4%, and 2 in 62.7% of
patients. Semaglutide dose (mg) was not associated with gastric volume/weight (r=-0.16, p>0.20).
Discontinuation period (days) showed a modest negative correlation with gastric volume/weight
(r==0.27, p=0.026), while NPO duration (hours) demonstrated a weak, nonsignificant trend (r=-0.2],
p=0.09). Qualitative grading identified high-risk contents not captured by quantitative thresholds,
and ~10% of scans were inconclusive due to air artifact from early solid content but still represented
clinically relevant high-risk profiles. Overall, gastric risk was not reliably predicted by semaglutide
dose, fasting duration, or discontinuation interval alone, underscoring the importance of direct
imaging.
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Discussion: Semaglutide users demonstrated variable gastric emptying patterns that were not
reliably predicted by dose, fasting duration, or discontinuation interval. Longer drug-holding
intervals were associated with modest reductions in gastric volume, whereas semaglutide dose
had no measurable effect. Qualitative ultrasound frequently revealed high-risk gastric content
despite low calculated volumes, emphasizing limitations of relying solely on NPO duration or
medication timing. These findings support individualized perioperative assessment and highlight
gastric ultrasound as a valuable adjunct for aspiration-risk stratification in patients taking weekly
GLP-1RAs.
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Introduction: Sleep disturbances are commmon among adolescents and young adults affecting
18.5% adolescents and 30.5% in young adults],2. Sleep disturbances combined with pain are deeply
interrelated clinical conditions perpetuating a bi-directional cycle of physiological and
psychological burden that collectively compromises overall health, emotional resilience, and
quality of life. There is emerging evidence suggesting that a digital, youth-focused, sleep self-
management tool (DOZE App) may offer accessible options to improve both sleep and mental
health indices3

Objective: This pilot study aims to evaluate the feasibility of a web based apps a self-management
tool to deliver transdiagnostic CBTi therapy in young adults with insomnia and chronic pain.
Feasibility outcomes included recruitment and dropout rates, usability, adherence to diaries and
guestionnaires, and patient engagement. Secondary exploratory outcomes examined pre-and
post-intervention changes in insomnia severity index (ISl), sleep parameters, and pain related
outcomes (VAS and BPI).

Methods: Young adults aged 16-25 years with coexisting chronic pain and insomnia were enrolled
at Women's College Hospital in Toronto, Canada to use the DOZE app for 10 weeks. Study data
were collected and managed using REDCap. A pre- and post-intervention questionnaires
evaluated the fidelity, sleep health, pain, and quality of life outcomes (see Figl). Sub-group analysis
compared responders (ISI <15) vs non-responders, and multi-variate regression models evaluated
the impact of age, sex, gender, and pain type.

Results: Thirty-nine out of 40 participants were enrolled (97.5%). All 39 participants completed the
baseline data and 24/39 (60%) completed post-intervention measures, reflecting a dropout rate of
40%. The mean age of participants was 20.8, with predominantly female at birth cohort (33/39,
84.6%) vs male at birth cohort at 4/39, 10. The patients’ co-existing pain diagnoses included
back/spine, and limb pain (19/39, 48.7%), pelvic/abdominal pain (14/39, 35.9%), fibromyalgia or
widespread pain (11/39, 28.2%), headache/migraine (10/39, 25.6%), neuropathic or CRPS (6/39, 15.4%),
and autoimmune or connective tissue disorder (3/39, 7.7%)
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Fidelity issues were low (12.5%), and sleep diary adherence was high (88.2%). IS| scores decreased
significantly from baseline to post-intervention mean score (18.41 to 16.44; mean change of -1.97,
p<0.001), with findings persisting after multivariate regression changes for age, gender, and pain
type. Sleep onset latency (57.44 to 48.25 minutes; mean change of -9.18, p=0.002) and WASO (32.71
1o 26.64 minutes; mean change of —-6.07, p=0.019). Pain outcomes similarly improved with
reduction in VAS score (mean change of —-4.32, p=0.0071), and BPI severity (mean change of -0.29,
p=0.041) (see Fig2). Total sleep time and sleep efficiency did not reach statistical significance.

Conclusion: Our study demonstrated that the use of DOZE app was a feasible self-management
tool, with fidelity scores reflecting good overall usability and acceptability. High dropout rates and
a limited sample size highlight the need for enhanced engagement strategies and longer follow-
up periods in future studies. Importantly, our preliminary data shows improvements in insomnia
severity index, pain, and global impression of change scores indicating promising potential for this
digital tool as a targeted intervention and monitoring for insomnia and sleep education in young
adults with chronic pain.

Figure 1: Form Completion and Fidelity
3.2 Form Completion And Fidelity
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Figure 2A: Participant Level Pre/Post Spaghetti Plots for Main Sleep and Pain Outcomes

Pre/Post Boxplots for Main Sleep and Pain Quicomes.
Peints show observed participant values: boxpiols summarize the distribution at cach timepont.
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Figure 2B: Participant Pre/Post Spaghetti Plots for Main Sleep and Pain Outcomes

Participant-Level Pre/Post Spaghetti Plots for Main Sleep and Pain Outcomes
Grey lines show individual participants with paired data; red lines show the mean at each timepoint.
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Predicting Postoperative Pain: Development of a Scoring System and
Analyzing Postoperative Pain Trajectories
Abdelrahman Hammad, Daniel Mclsaac, Reva Ramlogan, Sarah Tierney

Introduction: Severe postoperative pain that is not well managed can have significant
consequences (1-2-3). Despite the importance of postoperative pain control, systematic reviews
demonstrate that available risk prediction models are inadequate (4). Additionally, most existing
studies focus on identifying risk factors (5) associated with poor pain control, rather than deriving
and validating a prediction model that can be used to personalize risk stratification.

The purpose of this study is to develop tools to enhance care planning for patients requiring the
Acute Pain Service after surgery.

Methods: The purpose of this study is to develop tools and insights to enhance care planning and
delivery for patients requiring the Acute Pain Service after surgery at our tertiary care academic
hospital. We are planning a historical cohort study from June 1, 2019 to January 31, 2026. This study
is currently awaiting REB approval. The findings will contribute to the development of a risk
stratification model to inform personalized pain management strategies. The primary outcome
will be the incidence of severe uncontrolled pain on postoperative day 2 or 3, as defined by
documentation of an NRS pain score of >7. We plan to include the following covariates to develop
the model for predictive postoperative pain scoring:

Sex, body mass index, Age, ASA classification, Use of preoperative opioids/ non-opioid pain
medications, Preoperative pain/ depression or anxiety, Cannabis use, Smoking
Excess alcohol consumption, Diabetes Mellitus, Multimorbidity, Anesthesia type
Receipt of a peripheral nerve block, Use of instrumentation, Operative stress score, Surgical
duration, Incision size >15cm, Use of a surgical drain.

Secondary outcomes will include hospital and APS length of stay, ICU admission, highest recorded
NRS pain scores on POD#1-3, post-operative IV PCA, ketamine or lidocaine infusions, oral morphine
equivalents (OME) on POD#1-3, emergency department return visits and readmission rates at 90
days

Conclusion:

The findings will contribute to the development of a risk stratification model to create personalized
pain mManagement strategies.
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Background: More than 1in 5 patients having major surgery experience a postoperative
complication, a risk that is doubled for older patients with frailty. While complications are a core
outcome in perioperative medicine, there is no standard method for ascertaining complication
outcomes in perioperative research, and prospective ascertainment by trained assessors is
resource intensive. This means that substantial resources can be allocated to the study of
complications, but results may be inconsistent and heterogeneous across studies. Patient-
reported outcomes are a key aspect of robust outcome ascertainment and can be collected with
minimal resources, however, whether patients can identify and report perioperative complications
with adequate accuracy relative to trained assessors is unknown. We estimated agreement and
predictive accuracy of patient-reported postoperative complications vs. those ascertained by
trained assessors as a nested observational study conducted within a multicenter randomized
trial.1,2

Methods: Nested, prospective study of test accuracy within a multi-center randomized controlled
trial(PREPARE Trial)3 that enrolled participants = 60 years living with frailty, having elective,
noncardiac, inpatient surgery across 11 centers. For each enrolled participant, research assistants,
who were trained using a standardized, electronic learning module, prospectively applied the
Postoperative Morbidity Survey(POMS; a validated complication ascertainment tool across 8
domains)on postoperative days 3,5,7 and discharge.4 Data verification was performed by the
coordinating site. At discharge, participants were asked if they had experienced any complication
within each of the POMS domains. The primary outcome was incidence of any complication;
secondary outcomes were domain-specific complications. Agreement was estimated using kappa
coefficients; test accuracy with assessor outcomes as the reference standard estimated
discrimination, sensitivity, specificity and likelihood ratios.

Results: Complication ascertainment was complete for 705 participants(100%); 345 (48.9%)
experienced a research-ascertained complication, while 441(62.6%) patient-reported a
complication. Agreement on incidence of any complication was fair (k 0.21, 95%Cl 0.14 to 0.28).
Agreement across domains(Table 1) varied from substantial (infection) to slight (renal). In analyses
limited to participants with a moderate to severe research complication, results were similar. Test
accuracy statistics were consistent with poor accuracy of patient-reported vs. research ascertained
complications. Discrimination (AUC 0.61), sensitivity (0.73) and specificity (0.48) were low. Positive
(1.4) and negative (0.56) likelihood ratios were not consistent with adequately high or low post-test
probabilities of true outcome.

Conclusion: Postoperative complications using POMS domains identified by patient report have
low agreement and low accuracy compared to outcomes ascertained by trained research staff.
While findings underscore the importance of comprehensive data collection, future research
should include comparisons with alternative complication ascertainment systems (e.g., NSQIP,
Surgical Outcome Study)
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Table 1: Agreement between research ascertained and patient reported POMS complications.

Agreement between research ascertained and patient reported POMS complications

Primary analysis Sensitivity analysis*

Complication type

Cohen’s kappa 95%Cl Cohen’s kappa 95%Cl
Any complication 0.2 | 0.14,0.27 NA NA
Pulmonary 0.3 | 0.21,0.38 0.44 | 0.16,0.72
Gastrointestinal 0.25 | 0.15,0.35 0 | 0.00,0.29
Renal 0.07 | 0.00,0.14 0.26 | 0.00,0.56
Cardiovascular 0.38 | 0.30, 0.46 0.22 | 0.00,0.53
Wound 0.31| 0.18,0.44 0.12 | 0.00,0.32
Hematological 0.59 | 0.46,0.72 0.45 | 0.20,0.69
Neurological 0.22 | 0.12,0.33 0.21 | 0.00,0.48
Infection 0.64 | 0.54,0.73 0.53 | 0.27,0.79

-POMS: Postoperative morbidity survey

-*Sensitivity analysis was limited to participants with a research ascertained moderate to severe
complication using the Clavien Dindo classification

-NA-not applicable as by definition all participants had to have a complication to be rated as
having a moderate to severe complication
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Intraoperative Dreaming and Surgical Consciousness: Neurophysiological

Insights from Anesthesia and Sleep

Yuva Krishnapillai BS, Pillerin Sikka PhD, Becky Wong MD, Makoto Kawai MD, MSc, Boris Dov
Heifets MD, PhD, Harrison Shong-Wen Chow MD, MSc

Department of Pain, Anesthesiology, and Perioperative Medicine, Stanford University School of
Medicine, Stanford, CA

Intraoperative dreaming represents a neurophysiological intersection between anesthesia and
sleep states, occurring in up to 40% of propofol-based anesthetics and revealing preserved
mentation akin to REM-like processes. This study integrates thematic content analysis with
intraoperative factors to illuminate relationships between anesthetic technique, temporal
perception, and surgical consciousness.

In this retrospective qualitative analysis of 1,164 ASA |-ll patients undergoing propofol-based
outpatient anesthesia at Stanford Outpatient Surgical Center, an extended pre-emergence
trajectory (Patient State Index (PSI) >50 for 5 min) was employed. Dream reports, collected via
modified Brice questionnaire within 5 min of emergence, were coded in NVivo using reflexive
thematic analysis (relationships, lifestyle, escapism, trauma-related, unspecified). Chi-square tests
examined associations with anesthesia methodology (monitored anesthesia care (MAC), general
anesthesia with endotracheal tube (GETA), general anesthesia with laryngeal mask airway (LMA))
and time perception (none, hours, days, unknown).

Dreams occurred in 45.9% of cases, dominated by relationships (53.1%) and lifestyle (38.1%) themes,
with subthemes like family (38.3%), work (17.5%), and escapism (4.1%). Distributions varied by
technique (x2(8)=38.69, p<0.001): relationships higher in GETA/LMA vs. MAC (41.3%/38.8% vs. 21.2%);
trauma/unspecified elevated in MAC. Time perception strongly modulated themes (x?(20)=394.26,
p<0.001), with unknown time yielding 68.8% unspecified reports; defined perception shifted to
structured narratives, peaking relationships at 46.7% for "days" distortion.

These findings demonstrate systematic variation in dream phenomenology by anesthetic depth
and subjective time, suggesting neurophysiological parallels to sleep-stage transitions and
supporting intraoperative dreaming as a model for studying consciousness emergence. This study
creates a framework in probing residual mentation's role in perioperative neurocognition, and
elucidating the biological framework of intraoperative patient perception.
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Introduction: Anesthesiology requires sustained vigilance to ensure patient safety, yet
attentiveness may be compromised by fatigue, workload, and environmental distractions.
Evidence examining these factors among anesthesiologists in the Middle East is limited. This study
aimed to identify determinants of attentiveness among anesthesiologists working in Kuwait.

Methods: The authors conducted a cross sectional survey between November 2024 and March
2025 among anesthesiologists practicing in public hospitals in Kuwait. A structured, self-
administered questionnaire collected data on demographic characteristics, professional rank,
workload, sleep duration, and operating room environmental factors. Associations between self-
reported attentiveness and potential contributory factors were analyzed using Chi-square tests,
with statistical significance set at p < 0.05.

Results: A total of 229 anesthesiologists completed the survey. Sleep duration of less than 6 hours
prior to duty was significantly associated with reduced attentiveness (p = 0.002). A high on-call
workload (= 6 on-call duties per month) was also associated with decreased attentiveness (p < 0.01).
Commonly reported environmental distractions included inappropriate operating theatre
temperature (66.3%), non-essential conversations (50.2%), equipment or alarm noise (27.1%), and
monitor defects (24.4%). Registrars reported reduced attentiveness more frequently than
consultants (p < 0.05).

Conclusions: Reduced attentiveness among anesthesiologists in Kuwait was associated with sleep
deprivation, high workload, environmental distractions, and junior professional rank. Strategies
focusing on workload regulation, adequate rest, and optimization of the operating room
environment may help improve anesthesiologists’ performance and patient safety.
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Background: Obstructive Sleep Apnea (OSA) is a prevalent yet underdiagnosed condition in
surgical patients, linked to increased perioperative morbidity and mortalityl. Despite its clinical
impact, a significant gap remains in evidence-based postoperative management. This systematic
review and meta-analysis evaluate existing strategies to inform the development of clinical
guidelines.

Methods: We searched major databases from inception to April 8, 2026. Included studies
evaluated postoperative treatment, risk identification, monitoring, analgesia, and patient
preferences in noncardiac surgery. Bias was assessed using CLARITY tools. Data were pooled using
randome-effects models to generate odds ratios (OR), mean differences (MD), and 95% confidence
intervals (Cl), applying Knapp-Hartung corrections where applicable. Evidence certainty was
graded using the GRADE approach.

Results: From 14,093 records, 96 studies were included (N =184,984), focusing on post-anesthesia
care unit (PACU) events' impact on outcomes (n = 8) , postoperative treatment (n=28), monitoring
(n=28), analgesia (n=8), patient-centered care (n=7), and risk identification (n=25). Risk of bias was
low-to-moderate. Meta-analysis showed that PACU events were predictive for unplanned ICU
admission (OR 12.38 [95%CIl 1.83, 83.89]) and pulmonary complications (OR 7.59 [95%CI 1.30, 44.30]).
Positive airway pressure (PAP) and oxygen therapy significantly reduced the postoperative apnea-
hypopnea index (MD: -13.06 events/hour; 95% ClI: -18.85, -7.26). While enhanced monitoring was
associated with longer hospital stays (Mean: 2.96 days; 95% ClI: 2.46 , 3.46). Multimodal analgesia
demonstrated a stepwise reduction in mechanical ventilation, ICU admission, and length of stay
without increasing respiratory depression. Confirmed or suspected OSA consistently emerged as a
primary driver of postoperative pulmonary complications. Additionally, structured educational
interventions improved care workflows and were highly rated by both patients and nursing staff.
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Discussion: Risk stratification reveals that high-risk screening scores often predict greater
morbidity than confirmed OSA. For surveillance, EtCO2 monitoring demonstrates superior
sensitivity for detecting respiratory events compared to pulse oximetry alone. While supplemental
oxygen provides clear physiological benefits, positional therapy remains a viable, low-risk adjunct.
Significant evidence gaps persist regarding opioid-sparing strategies following PACU respiratory
events and management within obstetric populations. Given the moderate-to-very-low certainty
and high study heterogeneity, these findings emphasize the need for individualized monitoring
and further research to transition from broad screening to targeted, evidence-based clinical
interventions.

Conclusion: Postoperative PAP, multimodal analgesia, and structured education significantly
improve clinical outcomes and care processes for surgical patients with OSA. Implementing these
evidence-based strategies can mitigate respiratory risks and optimize postoperative recovery.
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Table 1. Pooled Outcomes Analyzed from Included Studies

Patient Disposition and Care Pathways

S. No. | Outcome Measure 95% CI P-Value
1 Oxygen Desaturation Index MD 4.57 2.79 - 6.35 P < 0.001
2 ?Tg gen Desaturation Index OR 4.0] 1.03-15.62 P =005
3 Unplanned ICU Admission OR12.38 1.83 - 83.89 P <0.05
4 Pulmonary Complications OR 7.59 1.30 - 44.30 P <0.05
5 MACE OR 4.43 1.43-13.72 P <0.05
6 Cardiopulmonary OR7.74 217 -27.52 P <0.05
Complications
7 PACU Length of Stay (minutes) MD 71.57 5210 - 91.04 P <0.05
Treatment Strategies
8 CPAP
8.1 ICU Admissions OR 0.41 0.20 - 0.84 P=0.02
8.2 AHI MD -13.06 -18.85,-7.26 P <0.001
9 Oxygen Therapy
9.1 AHI MD -15.30 -21.57,-9.03 P <0.001
92 Minimum Oxygen MD 8.74 521-1227 P <0.001
Saturation
9.3 Mean Oxygen Saturation MD 4.33 3.43-523 P <0.001
10 OSA Pathway
10.1 | Pulmonary Complications OR 0.57 0.37-0.87 P <0.001
10.2 Mortality OR 0.47 0.26-0.86 P <0.001
1 Positional Therapy
LA AHI MD -14.1 -20.55,-7.47 P <0.001

Monitoring Strategies
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12 PACU Length of Stay (hrs)

121 | overall Mean 2.085 | 1.83 - 234 P < 0.001

122 | High risk OSA (sub- 2641 199 - 339 P < 0.00]
group)

123 | OSA risk unspecified 2.009 173 -229 P < 0.001
(sub-group)

13 Hospital Length of Stay

(Days)

131 | overall Mean 1302 | 128 -132 P < 0.001

132 | High risk OSA (sub- 3374 250 - 4.25 P < 0.00]
group)

133 | Low risk OSA (sub- 3356 222 - 449 P < 0.00]
group)

13.4 | OSArisk unspecified 13 128-132 P <0.001
(sub-group)

13,5 | Treated OSA (sub- 13 124-136 P <0.001
group)

14 Change in Discharge

Destination

141 | overall EventRate | 0 003 P < 0.00]

. vera 0.025 . - 0. .

142 | High risk OSA (sub- 0.195 010-033 P < 0.00]
group)

143 | Low risk OSA (sub- 0.041 0.016 - 0.104 P < 0.00]
group)

14.4 | Diagnosed OSA (sub- 0.007 0.004 - 0.014 P < 0.00]
group)

145 | Treated OSA (sub- 0.007 0.003 - 0.018 P < 0.00]

group)

OR = Odds-Ratio, MD = Mean Difference, MACE = Major Adverse Cardiac Events, AHI = Apnea-
Hypopnea Index
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Table 2. Utility-adjusted decision thresholds for interpretation of absolute effect sizes

Trivial to Small to Moderate to
Outcome Disutility | Small Moderate Large Unit
1 12 per Absolute risk
Mortality 1000 34 per 1000 | 67 per 1000 difference
Major adverse bsol
cardiac events 08 12g0%er 63 per 1000 1211o|o(;e<; . Lf?:l?fte
(MACE) per risk difference
Pulmonary
complications
(including
postoperative
0.6
E;Jir:m?izzglons 36 per 175 per | Absolute risk
o P 1000 92 per 1000 1000 | difference
pulmonary
embolism)
Unplanned ICU o7 | 30 Per 148 per | Absolute risk
admission ~ | 1000 78 per 1000 1000 | difference
07 30 per 148 per | Absolute
Reintubation ' 1000 78 per 1000 1000 | risk difference
06 36 per 175 per | Absolute risk
Readmission ' 1000 92 per 1000 1000 | difference
36 per 175 per | Absolute risk
0.6
Emergency 1000 92 per 1000 1000 | difference
room visit
Footnote:

Decision thresholds represent the absolute risk differences corresponding to boundaries between
trivial and small effects, small and moderate effects, and moderate and large effects. Thresholds
were derived using a disutility-based framework. Lower disutility values correspond to larger
absolute risk differences required to represent equivalent effect magnitudes. Disutility values were
assigned based on clinical severity and anticipated patient-important impact, with grouping of

similar
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	We are delighted to welcome you to the Spring SASM/IARS Meeting, where leaders, innovators, and collaborators from around the world come together to advance the science and practice of perioperative sleep medicine. This year’s program reflects the remarkable breadth and depth of our field, offering a rich exploration of the intersection between sleep physiology, anesthesiology, neuroscience, and perioperative care.
	The Society of Anesthesia and Sleep Medicine (SASM) continues to serve as a vital platform for interdisciplinary collaboration. From its foundational vision to its current global impact, SASM has remained committed to fostering innovation, shaping clinical guidelines, and improving patient outcomes through rigorous science and shared expertise. Our partnership with IARS further strengthens this mission, bringing together diverse perspectives and cutting-edge research that push the boundaries of what is possible in perioperative medicine.
	This year’s program highlights the dynamic evolution of our field. We begin with reflections on SASM’s past, present, and future, followed by a series of thought-provoking sessions that span fundamental neuroscience to clinical application. Topics include the mechanistic insights of dexmedetomidine, dreaming during anesthesia, and modulation of brain-state dynamics, as well as emerging work in neuroimaging, frailty, and perioperative cognition.
	Our sessions also emphasize practical, patient-centered care. Attendees will engage with contemporary challenges such as managing patients on GLP-1 receptor agonists, airway considerations in obesity, and perioperative risks in pediatric populations with sleep-disordered breathing. Discussions on sleep surgery, wearable technology, and evolving anesthetic strategies underscore the translational nature of our field—bridging discovery with real-world impact.
	Meeting Highlights Include:
	Foundational insights into anesthetic mechanisms and brain function, including EEG and advanced imaging
	State-of-the-art updates on perioperative management of complex patients, including those with obesity, frailty, and sleep disorders
	Pediatric-focused sessions addressing cognition, risk stratification, and anesthetic monitoring
	Practical guidance on airway management, supraglottic devices, and point-of-care ultrasound applications
	Forward-looking discussions on technology, including wearables and their role in sleep health

	We also encourage you to:
	- Connect with colleagues and thought leaders across disciplines
	- Engage in meaningful discussions that challenge assumptions and inspire innovation
	- Explore new research directions and collaborative opportunities
	We extend our sincere gratitude to our speakers for their expertise and dedication, to our organizers and administrative teams for their tireless efforts, and to the SASM and IARS leadership for their vision and commitment to advancing our field.
	Thank you for joining us. We look forward to a day of discovery, collaboration, and inspiration as we continue to shape the future of anesthesia and sleep medicine together.

	Welcome—and enjoy the meeting!
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