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Assessment of changes in the electrical activity of
the brain during general anesthesia using portable
electroencephalography
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Abstract
What do we know about this
issue?

Aunque en la actualidad existen sistemas
de lazo cerrado para la administración de la
anestesia, la falta de tecnologías que hagan
más viable la investigación de la actividad
eléctrica cerebral durante un procedimiento
con anestesia general impide que haya más
datos acerca de la actividad cerebral.
La introducción de tecnologías de menores
costos permitirá recolectar información en
grupos mayores de pacientes sin introducir
riesgos adicionales para los mismos.

What is the novel contribution
from this study?
Es un primer reporte de los cambios de la actividad α frontal en pacientes bajo anestesia
general cuya actividad cerebral fue capturada
con equipos portables y de bajo costo.
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Introduction

The analysis of the electrical activity of the brain using scalp electrodes with electroencephalography (EEG)
could reveal the depth of anesthesia of a patient during surgery. However, conventional EEG equipment, due
to its price and size, are not a practical option for the operating room and the commercial units used in surgery
do not provide access to the electrical activity. The availability of low-cost portable technologies could provide
for further research on the brain activity under general anesthesia and facilitate our quest for new markers of
depth of anesthesia.

Objective

To assess the capabilities of a portable EEG technology to capture brain rhythms associated with the state of
consciousness and the general anesthesia status of surgical patients anesthetized with propofol.

Methods

Observational, cross-sectional study that reviewed 10 EEG recordings captured using OpenBCI portable low-cost
technology, in female patients undergoing general anesthesia with propofol. The signal from the frontal electrodes
was analyzed with spectral analysis and the results were compared against the reports in the literature.

Results

The signal captured with frontal electrodes, particularly α rhythm, enabled the distinction between resting with
eyes closed and with eyes opened in a conscious state, and sustained anesthesia during surgery.

Conclusions

It is possible to differentiate a resting state from sustained anesthesia, replicating previous findings with
conventional technologies. These results pave the way to the use of portable technologies such as the OpenBCI
tool, to explore the brain dynamics during anesthesia.
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Resumen
Introducción

El análisis de la actividad eléctrica cerebral mediante electrodos ubicados sobre el cuero cabelludo con electroencefalografía (EEG) podría permitir conocer
la profundidad anestésica de un paciente durante cirugía. Sin embargo, los equipos de EEG convencionales, por su precio y tamaño, no son una alternativa
práctica en quirófanos y los equipos comerciales usados en cirugía no permiten acceder a la actividad eléctrica. Disponer de tecnologías portables y de bajo
costo aumentaría el número de investigaciones sobre la actividad cerebral bajo anestesia general y facilitaría la búsqueda de nuevos marcadores para la
profundidad anestésica.

Objetivo

Evaluar la capacidad de una tecnología EEG portable de adquirir ritmos cerebrales relacionados con el estado consciente y el estado de anestesia general de
pacientes en cirugía anestesiados con propofol.

Métodos
Estudio observacional de corte transversal en el que se analizaron datos de 10 registros EEG obtenidos mediante tecnología portable y de bajo costo OpenBCI,
de pacientes de sexo femenino que fueron sometidas a anestesia general con propofol. La señal obtenida de los electrodos frontales se analizó mediante
análisis espectral y se contrastaron los resultados con lo descrito en la literatura.

Resultados

La señal obtenida con electrodos frontales, especialmente el ritmo α, permitió diferenciar el reposo con ojos cerrados y ojos abiertos en estado consciente, del
estado de mantenimiento de la anestesia durante cirugía.

Conclusiones

Se logra la diferenciación de estado de reposo y de mantenimiento de la anestesia replicando hallazgos previos de tecnologías convencionales. Estos resultados
abren la posibilidad de utilizar las tecnologías portables como el OpenBCI para investigar la dinámica cerebral durante la anestesia.
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INTRODUCTION
General anesthesia is a medical intervention
that prevents patients from experiencing
any pain (analgesia) during surgical
procedures, or having after memories
(amnesia), and remain in a hypnotic
and muscle relaxation status with reflex
inhibition. (1,2) This is achieved with the
use of anesthetic drugs that regulate the
balance the patient experiences between
loss of awareness and the intensity of the
surgical stimulation – also known as depth
of anesthesia –. (2)
During anesthesia, patients are
monitored to control their hemodynamic
condition and the effect of anesthesia,
according to physiological variables such
as blood pressure, heart rate, respiratory
rate, eye movement, tearing, among other
variables. (2) Although these characteristics
are helpful for the anesthesiologists, they
fail to deliver direct information about
the depth of anesthesia (2), making it
challenging to find the tools to measure

such depth in real time, and to reduce
the rate of awareness during surgery and
prevent adverse effects leading to delirium
or cognitive decline, both of which could
be more critical in elderly patients. (3)
One alternative is to monitor the brain
response to the anesthetic agents using
electroencephalography. (4)
Electroencephalography (EEG) records
the electrical activity of the brain using
electrodes placed on the scalp, to monitor
the neuronal dynamics during anesthesia.
(5,6) The EEG signal has oscillatory
characteristics, and its analysis is usually
done in five frequency bands (6): delta (δ)
([0,5,4] Hz), theta (θ) ([4,8] Hz), alpha (α)
([8,13] Hz), beta (β) ([13,30] Hz) and gamma
(γ) ([30,90] Hz). The oscillatory activity
changes with the state of awareness,
hence its quantitative analysis (qEEG) is
relevant to obtain biomarkers of depth
of anesthesia. (1,7) The patterns may
be described in terms of three periods:
induction, maintenance and emergence.
Such variations in the oscillatory activity

will depend on the type of medication and
the age of the patient. (8)
During the induction period, low doses
of propofol increase the presence of the beta
band in the frontal regions and decrease the
alpha band. At the end of this time period
there is loss of consiousness and the eye
movement artifact emerges. An increase
in the concentration of anesthetic to
maintain the loss of consciousness involves
beta band oscillations over more extensive
regions of the scalp and also an increase
in the alpha band in the frontal electrodes
in contrast to the posterior electrodes; this
phenomenon is called anteriorization of
the alpha rhythm or alpha predominance
(9,10), and this is the optimal level to do
the surgery. (9) Further increases may lead
to the emergence of burst-suppression
patterns mainly characterized by
alternating beta and alpha rhythms with
flattening of the signal. For the recovery
process, the EEG seems to show a reversed
pattern from the pattern observed during
loss of consciousness; however, there are
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marked differences pointing to a different
neurobiological mechanism that should be
highlighted. (9)
There are a number of devices that
measure changes in the behavior of the
EEG signal using secured algorithms which
measure the level of unconsciousness of the
patient. (11). The most popular commercial
system is the bispectral index (BIS), which
measures the changes in consciousness
based on BetaRatio and SynchFastSlow,
calculated as combinations of the ratios at
different frequency bands within the 0.5 to 47
Hz range. (12) However, not all devices deliver
an EEG signal tracing to know whether the
signal is being affected by the sources of noise
present in the operating room or not, neither
are they applicable to the different types of
anesthetic agents, since each device is usually
associated with an algorithm that is sensitive
to a particular drug. (13)
There are a lot of unanswered questions
with clinical implications that encourage
research on EEG activity during anesthesia,
such as changes associated with the age of
the patient, particularly variable in those
less than 2 years old or in the elderly (over
65 years old). (1,8) Additionally, we are not
certain about the regions of the brain that
should be measured during anesthesia,
since although the frontal region shows
evidence of clear EEG changes with
propofol, the response to thiopental is not
the same. (14). These problems point to
the need to have tools available to advance
research in the field and identify solutions.
Although there are different EEG
machines for research purposes, their high
cost and large size, hinder the widespread
use of this technique in anesthesia
research. (7) Wireless technologies have
accomplished significant breakthroughs
over the past few years, enabling the
development of portable systems
for EEG signal acquisition. (15) These
new technologies are low-cost, small
and portable, which are important
considerations for surgical environments,
since there will be needed to record in
controlled environments or for long periods
of time to place the electrodes. (16,17)
This article discusses the potential
benefits of the OpenBCI portable EEG

recording tool (18), to capture and store
the brain activity during anesthesia. The
objective was to assess the capabilities
of a portable EEG technology to capture
brain rhythms associated with the state of
consciousness and the state under general
anesthesia in patients undergoing surgery
anesthetized with propofol.

METHODS
An observational study with 10 female
volunteer patients was conducted with
which an EEG recordings database was
created. The patients underwent cosmetic
surgeries with propofol as the anesthetic
agent with a convenience sampling
approach. The study was a cross-sectional
design. The authorization was obtained
in an informed consent approved by the
Ethics and Research Committee of IPS
Universitaria, Medellín, Colombia, Protocol
132 of March 2019. The inclusion criteria
to avoid selection bias was patients with
no sex distinction, who were candidates
for short-to-medium-length cosmetic

surgeries, with an age range between 18
and 60 years old, using propofol.
Patients who were candidates for
cosmetic surgeries around the head, or
involving excessive patient movements,
such as liposuction and rhinoplasty
were excluded. Therefore, the procedures
included breast augmentation or breast
reconstruction. Additionally, patients with
metallic implants in the head or around the
head region were also excluded, as well as
patients with a medical history not suitable
for the procedure and/or contraindications
for the anesthetic agent, a history of drug
abuse, pregnancy, or with neurological,
muscular, cardiac, respiratory, kidney or
liver disorders.
For the acquisition of signals, an
8-channel Cyton Biosensing Board unit
was used (18) according to the 10-10
international system. The electrodes were
placed at AFz, Fz, F3, F4, sites that belong
to the frontal region; for the central region,
the electrodes were placed at Cz, C3, C4 and
for the parietal region, one electrode was
placed at Pz. Electrodes A1 and A2 were
attached to the mastoid process (Figure 1), the

Figure 1. Electrode montage for signal acquisition using OpenBCI.

Placement of electrodes used in the study according to the 10-10 international system.
source: Authors.
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first one as ground (GND) and the second
one as reference (REF). The OpenBCI Gui
software (19) was used for visualization and
storage of the EEG the signals.
To do the recordings, the patients
showed up with clean and dry hair, free
from gels, creams or conditioner. The
institutional staff made sure that the
patients complied with this requirement
and met the inclusion criteria for viable
recordings according to the availability of
surgical procedures. The institutional staff
was also responsible for coordinating the
involvement of the researchers during the
surgical procedures. Prior to the procedure,
and after implementing the measures to
setup the EEG, the scalp was cleaned with
alcohol and dermabrasive gel at the sites
where the electrodes were to be placed,
electrode conductive cream was used and
the electrodes were then secured with
micropore.
Each patient’s EEG recording comprised 3
parts:
1. The first part was done with the
patient laying down and at rest before
going to surgery. The recordings were
acquired, one with the eyes opened and
another one with the eyes closed, each
lasting 2 minutes.
2. The second part was recorded in
the operating theater, making notes
about relevant moments such as the
beginning of the propofol infusion, as
well the first scalpel and electric knife
cuts. The recording stopped a few
minutes after these first cuts.
3. The third part began recording after
the beginning of suturing at the end of
surgery, then a record was made when
starting to taper the propofol infusion,
up to partial regaining of consciousness,
based on questions asked to the patient,
such as “How are you feeling”? or “Are
you experiencing any pain”?
Based on the information recorded in each
channel, pairs of electrodes were selected to

organize bipolar configurations and analyze
them in accordance with the distribution
of the zones of interest in the brain. The
electrode montages were F3 - Fz and F4-Fz,
which are 3 of the 4 electrodes placed in
the frontal region, which according to the
literature correspond to an EEG monitoring
zone in anesthesia. (20) The analyses were
done using Python 3.7: NumPy scientific
libraries for data manipulation, Matplotlib
for plotting SciPy for filter design and
frequency analysis. (21)
The most relevant waves for analysis
were the slow waves (theta, alpha, beta)
that guide the depth of anesthesia (7,20),
particularly the alpha waves. Two filters
were used to adapt the signals and
attenuate any external noise, a high-pass
filter with a cut-off frequency of 3 Hz and
a low-pass filter with a cut-off frequency of
50 Hz, with the intent of avoiding filtering
the 60 Hz power grid but still having the
gamma wave contribution filtering any
high-frequency oscillations (high gamma
>50 Hz) which fail to deliver any relevant
information for the study (7,20) and are
susceptible to high frequency artifacts. The
low cut-off frequency is intended to avoid
any noises that may be caused by small
impedance changes.
Once the filtered signals were available,
a visual exploration of the signal from
each participant was conducted, which
revealed differences among all the
subjects under the same timeline, with a
separate assessment for each recording:
before, during and at the end of surgery.
For the frequency domain analysis, three
recordings were used: eyes opened, eyes
closed and low anesthesia status. Each
opened and closed eyes recording was 50
seconds long and the anesthesia status
was recorded for 800 seconds, which for
comparative purposes were divided into
16-time windows of 50 seconds each. These
data were collected 2 minutes into the
propofol infusion, to analyze the recordings
under the effect of the drug.
The power spectrum was estimated
using Welch’s method (22), provided
by Scipy library in its Python 3.7 Signal,

with overlapping 2-second and 1-second
windows. For each subject, the power of the
different bands was obtained with closed
eyes, opened eyes and anesthesia. 16 power
measurements in the various frequency
bands were used for anesthesia. The power
spectrum result was normalized due to
the impedance effect from each electrode
to the analysis comparable among the
subjects. The relative power was estimated
by dividing the power from each frequency
band with respect to the power sum of all
the bands and multiplying the result times
100 to express the result as a percentage.

Statistical analysis
The initial comparisons were based
on the type of recording: opened eyes,
closed eyes and under anesthesia. No
group classification of the signals from
the subjects was performed according to
their sociodemographic characteristics.
The results for the different bands
and conditions were explored using
statistical descriptors such as median and
interquartile range.
To analyze the effect of the drug on the
EEG tracing, the difference between resting
eyes closed and each of the 16 windows
obtained during anesthesia, using the t test
developed by Glerean et al. (23), where the
null distribution is obtained by permutations
(5,000 permutations). This procedure was
repeated for each band so that a correction
was made for each comparative window
for multiple comparisons using the false
discovery rate (FDR). Considering the
exploratory nature of this study, no sample
size estimate was done.

RESULTS
10 recordings of female patients aged 29.42
years (1 SD = 6.98 years) were conducted.
One patient was excluded from the analysis
because during surgery, the reference
electrodes and ground loosened resulting
in the subsequent loss of the EEG signal.
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Figure 2. Acquired signals from one of the participants in the study during consciousness and
under anesthesia .

Graphical representation of the EEG signal of one of the participants in the study in a 2-second
time period with opened eyes, closed eyes and under anesthesia.
Source: Authors.

Table 1. Relative power contribution from delta, theta, alpha, beta and gamma, in montages
F3-Fz and F4-Fz.
Relative Power [median (Q1 - Q3) ] [%]

F3
Fz

F4
Fz

Delta

Theta

Alpha

Beta

Gamma

Opened
eyes

14.76
(8.3826.49)

21.92
(14.0731.17)

15.75
(8.71-26.33)

21.44
(14.6627.15)

10.77
(5.53-20.20)

Closed
eyes

13.82
(7.55-21.77)

21.25
(12.8529.47)

18.57
(10.6727.11)

22.34
(15.7329.32)

12.52
(7.00-21.31)

Anesthesia

13.00
(8.0521.21)

19.03
(12.7126.59)

35.25
(22.9144.44)

23.53 (17.5732.26)

1.11
(0.70-1.97)

Opened
eyes

9.99
(6.6915.06)

22.29
(15.4231.85)

15.41
(9.4625.70)

20.94
(15.5026.55)

11.23
(6.72-18.7)

Closed
eyes

13.93
(7.5723.56)

21.87
(15.4030.40)

15.62
(8.9826.68)

22.25 (17.5526.61)

12.43
(7.83-20.71)

Anesthesia

11.71
(6.2924.08)

18.79
(13.6227.48)

32.49
(18.7446.91)

19.09
(12.5429.03)

1.11
(0.55-3.33)

Source: Authors.

Frequency bands assessment
Figure 2 shows the time response of the
recordings of one of the participants at 3
significant points in time: opened eyes,
closed eyes and anesthesia, each lasting
2 seconds. These recordings illustrate the
general behavior of the signals acquired, for
which the resulting tendency was changes
in voltage amplitude and in the frequency
of the oscillations when passing from one
state to the next.
Under “anesthesia” a larger signal
amplitude and decreased oscillation
frequency were observed, in contrast
with the “opened eyes” and “closed eyes”
moments outside of surgery, when the
amplitudes were narrower, and the
oscillations were faster.
Table 1 is a quantitative representation
of the median and the one and three
quartiles of the relative powers for closed
ayes, opened eyes and anesthesia in the
left hemisphere (montage F3-Fz) and in
the right hemisphere (montage F4-Fz). The
montages showed an increase in the alpha
median, while gamma experienced a visible
progressive decrease with anesthesia. The
values of the other delta, theta and beta
bands did not show any significant changes.
Figure 3 shows the results of the relative
powers for the different frequency bands in
3 of the 16-time windows obtained during
anesthesia. The rows illustrate the frontal
electrode montages F3-Fz and F4-Fz, while
the columns represent the three windows:
beginning, middle and end of the data
analyzed. The figure depicts the differences
among the time periods and the conditions
with opened and closed eyes prior to surgery.
The first column does not show major
differences between the anesthesia bands
versus the out of surgery status. However,
in F4-Fz there was a power increase in delta,
theta and alpha bands at the beginning
of anesthesia and a decrease in beta. No
relevant differences were observed in both
hemispheres, among the out of surgery
status.
Under anesthesia, at 400 and 750
seconds, respectively, alpha changed
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Figure 3. Relative power of the frequency bands during consciousness, and under anesthesia,
for both hemispheres.

significantly in both hemispheres as
compared to the first 50 seconds, showing
a peak that stands out as compared the
contributions of the other bands. For high
frequencies, in this case the beta and
gamma bands, there was a decrease as time
progressed with the gamma frequency
being the most significant.
Table 2 represents the results of the
statistical comparison of the relative powers
obtained with closed eyes and in each of the
16 windows under anesthesia. The changes
in the alpha band during most of the
windows were reviewed, and continuously
the effect was more evident for the left
hemisphere. There was a constant gamma
band reduction in this same hemisphere.
A similar trend was observed for the right
hemisphere, though in a smaller number of
windows.

Relative power graph for montages F3-Fz and F4-Fz, of frequency bands for closed eyes, opened eyes
and anesthesia with 50 seconds slots of analysis for each. The columns in the graph indicate time
windows for the anesthesia status from 0 to 50 seconds, 400 to 450 seconds and 750 to 800 seconds.

DISCUSSION

Source: Authors.

The results obtained with the portable
equipment indicate that it is possible

Table 2. Results of the statistical comparisons *.
Time
windows

F3 - Fz

F4 - Fz

1
2
3
4
5
6
7
8
9

Delta
+
Ns
Ns
Ns
Ns
Ns
Ns
Ns
Ns

Theta
Ns
Ns
Ns
Ns
Ns
Ns
Ns
Ns
Ns

Alpha
Ns
Ns
+
+
+
+
+
+
+

Beta
Ns
Ns
Ns
Ns
Ns
Ns
Ns
Ns
Ns

Gamma
-

Delta
Ns
Ns
Ns
Ns
Ns
Ns
Ns
Ns
Ns

Theta
Ns
Ns
Ns
Ns
Ns
Ns

Alpha
Ns
Ns
Ns
Ns
Ns
Ns
+
+
+

Beta
Ns
Ns
+
+
+
+
Ns
Ns
Ns

Gamma
Ns
Ns
Ns
Ns
Ns
Ns
Ns

10
11
12
13
14
15
16

Ns
Ns
Ns
Ns
Ns
Ns
Ns

Ns
Ns
Ns
Ns
Ns

+
+
+
+
+
+
+

Ns
Ns
Ns
Ns
Ns
Ns

-

Ns
Ns
Ns
Ns
Ns
Ns
Ns

Ns
Ns
Ns
Ns
Ns
Ns
Ns

+
+
+
+
+
+
+

Ns
Ns
Ns
Ns
Ns
Ns
Ns

-

-

*p<0.05 FDR corrected in each window.
Notes: The ‘+’ sign indicates that the values obtained during anesthesia were higher than the values acquired with closed eyes. The‘-’ sign indicates that
the values obtained during anesthesia were lower than those acquired with closed eyes. ‘Ns’ means no significant difference.
Source: Authors.
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to acquire an EEG signal in a surgical
environment; it allowed for capturing
the typical changes in amplitude and
frequency reported in anesthesia; i.e., larger
amplitude and lower frequency waves in
contrast with rest. (9,24) Furthermore, with
the patient anesthetized, 95 % of the waves
present are delta, theta and alpha, with a
prevalence of alpha, as mentioned before
(3); and the power decreases in the beta and
gamma rhythms .
Moreover, there is a variation in the
frequency bands when changing from a
conscious relaxed state to unconsciousness
as a result of the anesthetic drug (Table 1
and Figure 3). This change is mainly the
result of the beta band contribution and the
increased contribution of the alpha band.
The change in the alpha band could be
statistically measured, and it was found
that the increase was significant in the left
hemisphere after five minutes of propofol
infusion. At this time differences were
found in the right hemisphere, but in the
beta band, hence three more minutes
were needed to make the alpha pattern
statistically significant. The changes
among the bands could be due to the use
or relative powers, since when estimating
proportions, any change in one band alters
the percentages in the other bands, instead
of using absolute powers as has been the
case in previous trials. (10) The estimate of
the absolute powers introduces a source of
variation associated with the difference in
impedance between subjects, a variance
that is impossible to capture with the
limited sample of the study, but which
could be assessed as the number of subjects
registered increases.
The scope of the study was to assess the
alpha predominance during anesthesia;
therefore, the decision was to limit the
analysis of the delta band to convenience
sampling, to avoid low frequency noise.
This deserves further analysis in other
studies, since the oscillations in the lowest
delta range are present in an unconscious
state. (7) Furthermore, since this study was
conducted in a non-controlled environment
(such as a laboratory), some artifacts could

have been captured in the recordings,
particularly in the delta and gamma waves
which are more susceptible on account of
their frequency, but an effort was made to
eliminate those artifacts through filtering.
Though the intent was to control biases,
there could have a potential selection bias.
(25) The cases were all females using a
convenience sampling instead of random
sampling. Only the people who wanted
to participate were selected, when the
surgery was suitable, and the individual
met the requirements to do the recording.
Additionally, due to the availability of this
type of surgery, to the drug used and the
time for implementation of the project,
it was impossible to expand the sample.
Future recordings may be done in male
patients and other age groups for improved
validity. The possibility to extend the
duration of the recording when the patient
begins to recover consciousness after
surgery is another option to be explored,
for a more comprehensive monitoring of
the patient over that transition period.
With regards to the portable
technologies, there is currently some
research and papers available based on
this type of EEG acquisition for diagnostic
purposes. In a study conducted by Igor
Fridman et al. (26), portable technology was
used with dry electrodes to record neonate
patients for the diagnosis of seizures, with
ease of electrode placement, with no skin
lesions over one hour of recording and
reduced susceptibility to external electronic
interference. (26) Then Martin G. Bleichner
and Stefan Debener (27) suggested the
transparent EEG concept, a type of almost
invisible portable technology using a
matrix of sensitive sensors, connected to
a portable amplifier for the least possible
disruption in the everyday activities of
the user, through discrete EEG acquisition
from areas around the ear and significant
continuous recordings. (27)
These studies bring us closer to the
portable EEG technologies to be able to
record outside the laboratory environment,
with increasingly ergonomic and comfortable

designs. (27) Pilot studies have been
identified for the use of portable EEG
technologies to monitor neurologic patients
at home (28), but no studies have been found
assessing portable equipment in anesthesia,
so this may be the first paper describing the
results of alpha predominance using low cost,
portable EEG.
A possible future endeavor is to study
the alpha peak to differentiate conscious
states using this portable equipment.
However, one option to the algorithms
based on the analysis of the frequency
domain are those based on the information
theory that capture the loss of EEG signal
complexity (29), given the increased
EEG regularity during anesthesia. (5)
Information theory-based algorithms have
improved performance to differentiate
whether the patient is conscious or
unconscious and are a better reflection of
the different levels of general anesthesia.
(27,29-31) With the database developed,
there is the possibility to explore the
performance of these measures based on
the signal acquired using the OpenBCI
equipment.

ACKNOWLEDGEMENTS
Contribution by the authors
VGG and DLL: EEG signal recording,
programming of processing routines and
analysis of results.
CSR, SRA, EMG and JDML: Assisted with
EEG signal recording and the analysis of the
results.
FJGO: Analysis of the results and
coordination of the anesthesiology
residents’ team.
JFOG: Coordinated the team of engineers,
prepared the processing algorithms and
analyzed the results.

Study support
None declared.

7 /9

colombian journal of anesthesiology. 2021;49:e956.

8/9

Financial support and sponsorship
None declared.

Conflict of interests
No conflict of interests to disclose.

Presentations
None declared.

Acknowledgements
To IPS Universitaria in the completion of
the project "Development of a software
tool for real time measurement of
electrophysiological correlates of the depth
of propofol-induced anesthesia ".

REFERENCES
1. Al-Kadi MI, Reaz MBI, Mohd Ali MA. Evolution of electroencephalogram signal analysis
techniques during anesthesia. Sensors (Switzerland). 2013;13(5):6605-35. doi: https://doi.
org/10.3390/s130506605.
2. David Whyte S, Driscoll Booker P. Monitoring depth of anaesthesia by EEG. BJA CEPD
Reviews. 2003;3(4): 106–10. doi: https://doi.
org/10.1093/bjacepd/mkg106
3. García-Colmenero DIG, Zorrilla-Mendoza
DJG. Electroencefalografía para el anestesiólogo, consideraciones clínicas. Revista Mexicana de Anestesiología. 2018;41:39-43.
4. Chan MTV, Hedrick TL, Egan TD, García PS,
Koch S, Purdon PL, 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(5):1278-91. doi: https://doi.
org/10.1213/ANE.0000000000004502.
5. Marchant N, Sanders R, Sleigh J, Vanhaudenhuyse A, Bruno MA, Brichant JF, et al. How electroencephalography serves the anesthesiologist. Clin EEG Neurosci. 2014;45(1):22-32. doi:
https://doi.org/10.1177/1550059413509801.

6. Buzsáki G, Anastassiou CA, Koch C. The origin of extracellular fields and currents-EEG,
ECoG, LFP and spikes. Nat Rev Neurosci. 2012;13(6):407-20. doi: https://doi.
org/10.1038/nrn3241.

16. di Fronso S, Fiedler P, Tamburro G, Haueisen J,
Bertollo M, Comani S. Dry EEG in sports sciences: A fast and reliable tool to assess individual alpha peak frequency changes induced
by physical effort. Front Neurosci. 2019;13:1-12.
doi: https://doi.org/10.3389/fnins.2019.00982.

7. Purdon PL, Sampson A, Pavone KJ, Brown
EN. Clinical Electroencephalography for
Anesthesiologists: Part I: Background
and Basic Signatures. Anesthesiology.
2015;123(4):937-60. doi: https://doi.org/10.1097/
ALN.0000000000000841.

17. O'Sullivan M, Temko A, Bocchino A, O'Mahony C, Boylan G, Popovici E. Analysis of a
low-cost EEG monitoring system and dry
electrodes toward clinical use in the neonatal
icu. Sensors (Switzerland). 2019;19(11). doi: https://doi.org/10.3390/s19112637.

8. Cascella M. Mechanisms underlying brain monitoring during anesthesia: Limitations, possible improvements, and perspectives. Korean
Journal of Anesthesiology 2016;69:113-20. doi:
https://doi.org/10.4097/kjae.2016.69.2.113.

18. Chang Y, Esteban D, Bustamante G, Dizon
J, Pérez E, Cervantes I, et al. Feature extraction and signal processing of open-source
brain-computer a signal processing tool for
openBCI tool descriptions. 2016.

9. Hagihira S. Changes in the electroencephalogram during anaesthesia and their physiological basis. British J Anaesthesia. 2015;115:2731. doi: https://doi.org/10.1093/bja/aev212.

19. Brunner C, Andreoni G, Bianchi L, Blankertz
B, Breitwieser C, Kanoh S, et al. BCI Software Platforms. 2012;303-31. doi: https://doi.
org/10.1007/978-3-642-29746-5_16.

10. Gugino LD, Chabot RJ, Prichep LS, John ER, Formanek V. Quantitative EEG changes associated
with loss and return of consciousness in healthy
adult volunteers anaesthetized with propofol or
sevourane. Br J Anaesth. 2001;87(3):421-8. doi:
https://doi.org/10.1093/bja/87.3.421.

20. Murphy M, Bruno MA, Riedner BA, Boveroux
P, Noirhomme Q, Landsness EC, et al. Propofol anesthesia and sleep: A high-density
EEG study. Sleep. 2011;34(3). doi: https://doi.
org/10.1093/sleep/34.3.283.

11.Kreuzer M. EEG based monitoring of general anesthesia: Taking the next steps. Front
Comput Neurosci. 2017;11:1-7. doi: https://doi.
org/10.3389/fncom.2017.00056.
12. Rampill IJ. A primer for EEG signal processing
in anesthesia. Anesthesiology. 1998;89(4):9801002. doi: https://doi.org/10.1097/00000542199810000-00023.
13. Purdon PL, Sampson A, Pavone KJ, Brown
EN. Clinical Electroencephalography for
Anesthesiologists: Part I: Background
and Basic Signatures. Anesthesiology.
2015;123(4):937-60. doi: https://doi.org/10.1097/
ALN.0000000000000841.
14. Alkire MT, Hudetz AG, Tononi G. Consciousness
and anesthesia. Science. 2008;322:876-80. doi:
https://doi.org/10.1126/science.1149213.
15. Minguillón J, Morillas C, Pelayo F, López-Gordo MÁ. Sistema BCI multiusuario. Cogn Area
Networks. 2017;4(1):49-53.

21. Johansson R. Numerical python: Scientific computing and data science applications with numpy, SciPy and matplotlib, Second edition. Numerical Python Scientific Computing and Data
Science Applications with Numpy, SciPy and
Matplotlib, Second Edition. 2018. 1-700 p. doi:
https://doi.org/10.1007/978-1-4842-4246-9_1.
22. Welch PD. The use of fast fourier transform
for the estimation of power spectra: A method based on time aver. aging over short,
modified periodograms. IEE Trans audio Electroacoust. 1967;AU-15(2):70-3. doi: https://doi.
org/10.1109/TAU.1967.1161901.
23. Glerean E, Pan RK, Salmi J, Kujala R, Lahnakoski JM, Roine U, et al. Reorganization
of functionally connected brain subnetworks in high-functioning autism. Hum Brain
Mapp. 2016;37(3):1066-79. doi: https://doi.
org/10.1002/hbm.23084.
24. Percival DB, Walden AT, B PD, T WA. Spectral
analysis for physical applications [Internet].
Cambridge University Press; 1993. doi: https://
doi.org/10.1017/CBO9780511622762.

colombian journal of anesthesiology. 2021;49:e956.

25. Manterola C, Otzen T. Bias in clinical research.
Int J Morphol. 2015;33(3):1156-64. doi: https://
doi.org/10.4067/S0717-95022015000300056.

28. Neumann T, Baum AK, Baum U, Deike R,

30. Jordan D, Stockmanns G, Kochs EF, Pilge S,

Feistner H, Hinrichs H, et al. Diagnostic and

Schneider G. Electroencephalographic order

therapeutic yield of a patient-controlled por-

pattern analysis for the separation of cons-

26. Fridman I, Cordeiro M, Rais-Bahrami K,
McDonald NJ, Reese JJ, Massaro AN, et
al. Evaluation of dry sensors for neonatal EEG recordings. J Clin Neurophysiol.
2016;33(2):149-55. doi: https://doi.org/10.1097/
WNP.0000000000000237.

table EEG device with dry electrodes for ho-

ciousness and unconsciousness. Anesthesio-

me-monitoring neurological outpatients-ra-

logy. 2008;109(6):1014-22. doi: https://doi.

tionale and protocol of the HOMEONE pilot

org/10.1097/ALN.0b013e31818d6c55.

27. Bleichner MG, Debener S. Concealed, unobtrusive ear-centered EEG acquisition: Ceegrids
for transparent EEG. Front Hum Neurosci.
2017;11:1-14. doi: https://doi.org/10.3389/fnhum.2017.00163.

study. Pilot Feasibility Stud. 2018;4(1). doi:
https://doi.org/10.1186/s40814-018-0296-2.

31. Bruhn J, Röpcke H, Hoeft A. Approximate entropy as an electroencephalographic measure

29. Lizier JT. JIDT: An information-theoretic tool-

of anesthetic drug effect during desflurane

kit for studying the dynamics of complex sys-

anesthesia. Anesthesiology. 2000;92(3):715-

tems. Front Robot AI. 2014;1:1-20. doi: https://

26. doi: https://doi.org/10.1097/00000542-

doi.org/10.3389/frobt.2014.00011.

200003000-00016.

9 /9

