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We appreciate your attention to this issue of CASA’s publication. As this journal does not employ a peer review process, academic articles
submitted and published in this journal retain the potential for future publication in peer-reviewed journals. Additionally, officially published
articles may be reprinted in this journal. The editorial board strongly encourages our colleagues to actively submit articles and contribute to
the advancement of anesthesiology.
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JEiEZ Yandong Jiang, MD PhD

Professor, Anesthesiology, Critical care and Pain Medicine at
McGovern Medical School

BELEEY, BFRMBEREMT Anesthesiology Open
Executive Editor! BERIFREENE— T X{GHATIRIEIF

RE. XEARMURREEKIE?

I am very glad to have this opportunity to share information
about Anesthesiology Open with CASA members. This journal
has been in planning for several years, and only recently have we
been able to turn the vision into reality. I want to sincerely thank
Ms. Kim Jensen, Ms. Rebecca Brand, our Editor-in-Chief Dr.
Jim Rathmell, and the ASA leadership for their dedication, hard
work, and selfless support. For those interested in learning more

about the journal, please visit our website:

https://www.editorialmanager.com/alno/

Anesthesiology Open is an online, peer-reviewed, open-access
journal that complements and expands the reach of
Anesthesiology. Our mission is to promote scientific discovery
and knowledge in perioperative, critical care, pain, palliative

care, and sleep medicine — ultimately advancing patient care.
The journal accepts a wide range of article types, including:

* Original Investigations

* Research Letters

* Reviews

* Innovation in Practice

* Focal Point

* Letters to the Editor

 Editorials

(PR3 #E5)
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A unique new feature is the Innovation in Practice section. These
brief articles describe novel solutions to clinical problems in
anesthesia, perioperative medicine, critical care, or pain
management. Submissions might introduce a new technology,
demonstrate an innovative use of existing technology, or propose
an organizational or workflow change. The focus is on
feasibility, creativity, and clinical relevance — not case reports
or series. Articles are limited to 2,000 words with a 150-word
unstructured abstract. The goal is to inspire discussion and
creative thinking that can refine, support, or challenge new ideas

and practices in anesthesiology.

Importantly, Anesthesiology Open shares the same high editorial
standards and reviewer pool as Anesthesiology. Our editorial
board consists of internationally recognized experts, many of
whom have extensive experience as editors. We also share the
same technical editorial team and office infrastructure, supported

by ASA leadership.

We plan to publish our inaugural issue in February 2026, and we
warmly welcome submissions from colleagues worldwide —
including all CASA members. As the inaugural Executive Editor,
I take a very hands-on approach and look forward to working
closely with authors to disseminate impactful work that advances

our field.

Photo courtesy of Dr. Jiang. From left to right: Dr. Jamie Sleigh,
University of Auckland, New Zealand,; Dr. Kane O. Pryor, Weill
Cornell Medicine, New York, NY, USA; and Dr. Yandong Jiang,
University of Texas Health Science Center at Houston, Houston,

TX, USA, during a strategy discussion at ASA 2024
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IBEM—EIAN CASAY? BINAHRMENXLES
AHETHEA? WARFERBEEEIN?

I joined CASA many years ago and worked closely with our
founding president, Dr. Haiming Wang. [ still vividly remember

when he called me and recited his poem BBF4 Z 3. [ was

honored to receive a CASA award from Dr. Wang in 2014.

I deeply believe CASA’s mission reflects the values of its
members. It bridges anesthesiologists across the Pacific,
fostering communication and collaboration between the U.S. and

China. Science and patient care are the same language we speak.

CASA plays a crucial role in promoting this dialogue and
partnership. Looking ahead, I hope CASA continues to grow as a
vibrant society. China has made tremendous progress in clinical
care, education, and research over the past decades, and the gap
in practice standards has significantly narrowed. We must remain
open-minded and willing to learn from our Chinese colleagues,
while also strengthening our own research and scholarly

contributions.

I also support greater unity between CASA and ICCA. I believe
both organizations share the wisdom and will to unite into a

stronger, single society. Union brings strength.

BANDEZ T FRMEFPRANNERMTA? KRREARIEES
gnfar?

The progress in Anesthesiology over the past 20 years has been
astonishing — particularly in science, technology, and outcome
research. Previously, our focus was largely on intraoperative
mortality, which is now extremely low (less than 1%). Today,
our attention has shifted toward longitudinal outcomes such as
long-term survival, cognitive recovery, and quality of life.
Artificial intelligence (Al) is empowering anesthesiologists with
greater efficiency, precision, and decision support. Because
anesthesia is inherently digital and data-rich, AI’s impact on our

specialty will likely be profound and transformative.

October 2025

URALASFEEFIML, EEIERHFEID?

This is a philosophical question. Honestly, I am one of those who
did not begin with a clear career goal. I simply followed
curiosity and passion. After medical school in China, I trained in
internal medicine. Later in the U.S., I earned a Ph.D. in cell
physiology. My mentor at Harvard Medical School, Dr. Fred
Julian, an anesthesiologist, encouraged me to enter this field —
and I’m forever grateful. I love being an anesthesiologist and

would choose it again.

BENRERARZINAEGI = 42

Last year, during a night on call, I was called urgently to the OR
for a patient vomiting blood due to a ruptured gastric tumor. The
patient had terminal cancer and was not a surgical candidate, but
his wife begged us to do everything possible so he could live
long enough to say goodbye to his family. We stabilized him just
long enough for that final conversation. We could not save his
life, but we were able to give him and his family peace. It
reminded me that the smallest medical act can carry deep

humane meaning.

EBEFEMNEMEF TIEIARIZEZE? ZASREMHEEN
RAXAZTA?

I visited China once or twice each year in the past, but not this

year. I hope that traveling will get easier soon.

Our colleagues in China have made tremendous progress, as
reflected in the steadily increasing number of publications.
However, the production of high-impact articles that influence
clinical practice still has room for improvement. I sincerely hope
that more Chinese anesthesiologist colleagues will join us in

advancing patient care, research, and education.

If one wishes to identify the main difference between the two
countries, it lies in the number of truly high-impact research
papers. In addition, review articles that integrate physiological
reasoning and conceptual thinking represent another area where

our Chinese colleagues can make significant contributions.
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Recently, a group of colleagues from the United States, New
Zealand, and Europe came together to examine which aspects of
anesthesia could be further optimized. This collaboration has
already led to several major review articles, for example:
Consciousness and General Anesthesia: Challenges for
Measuring the Depth of Anesthesia (Anesthesiology, 2024);
Anesthetic Amnesia: The Forgotten Importance of Forgetting?
(2025); Beyond Unconsciousness: Optimizing Antinociception
Under General Anesthesia (invited review, under submission);
and The Era of Sugammadex: A Paradigm Shift in Airway
Management (accepted). Together, these works represent an
ongoing dialogue about the fundamental mechanisms and
outcomes of anesthesia—an area full of opportunities for

collaboration between U.S. and Chinese anesthesiologists.

BRI A RETA?

Although most of my time is devoted to editorial work, I
continue to collaborate on clinical research at UT Health. One of
our recent studies — published in Anesthesia & Analgesia —
explored new strategies for the “cannot intubate, cannot
ventilate” emergency. We examined a simple rescue method
using a “tracheal tube in pharynx” (TTIP) approach — inserting
an endotracheal tube into the pharynx without cuff inflation.
Even without perfect alignment to the glottis, this can allow
effective ventilation with minimal mouth opening. The concept

may help shape future airway management guidelines.

TEZ9, EBNEIFSTRIRITHETA?

Outside of work, I enjoy playing basketball — it keeps me
energetic and connected with friends. My dream vacation is
space travel. My two daughters strongly disapprove of this idea,

but it remains on my bucket list!

TREFNRMETA? BRERARLMTA?

The greatest pride of my life is being a physician. My family has

a long history in Chinese medicine, and I still remember my

October 2025

grandfather’s joy when he cured patients. That same fulfilment

drives me today.

We may not be the richest profession materially, but spiritually

we are, because we can bring healing and hope.

To young people, I often share the advice from my mentor and

friend, Dr. Warren Zapol:

“Do what you have passion for, and opportunity will find you.”

The photo of Dr. Yandong Jiang was taken during a break
between the basketball games, October 2024
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Meet ABA Director Jiapeng Huang, M.D., Ph.D.

Jiapeng Huang, M.D., Ph.D., began his tenure on the ABA Board of Directors in October
2025. Dr. Huang is a tenured professor and vice chairman of anesthesiology and
perioperative medicine at the University of Louisville (UofL), Louisville, KY, where he leads
clinical and translational research. He serves as the chief scientific officer for UofL Health
andis the associate dean forclinical research at the UofL School of Medicine. Dr. Huang
also serves as deputy director for the Louisville Clinical and Translational Research
Center, funded by the National Institute of General Medical Sciences. Read his full bio
here.
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Pro On-Table Extubation After Cardiopulmonary Bypass

Surgery: Key Considerations and Evidences

Juan Li MD, Litty John MBBS, M. Haseeb Zubair MD, FASE

This content was originally published on August 1st 2025 in the
newsletter for the Society of Cardiovascular Anesthesiologists.

(https://scahq.org/education/publications/sca-newsletter/) [RX

EZ& J9CASA board member ZF45,

On-Table Extubation

The history and development Ultra-fast track anesthesia—used
synonymously with on-table extubation (OTE) in the operating
room—refers to intraoperative or immediate postoperative
extubation. This approach has gained momentum in cardiac
anesthesia recently. The first reports of OTE date back to the
1980s in pediatric cardiac surgery. This practice was often driven
by physiological considerations rather than logistical ones. The
2000s saw critical advancements that enabled OTE to transition
from anecdotal reports to a feasible strategy. By the 2010s, OTE

had gained traction in the field of adult cardiac surgery.

OTE Safety and Clinical Outcomes

Volume-Outcome Relationship: Centers performing more than

40% of OTE cases demonstrate comparable mortality and
morbidity rates to those of early extubation (within 6 hours),
suggesting that institutional experience is a critical factor. In
contrast, low-volume centers may report marginally higher
complications (e.g., reoperation for bleeding, pneumonia), which
is likely due to selection bias or suboptimal protocols.

Morbidity and mortality: OTE does not increase mortality or
major complications when applied to suitable patients.
Avoidance of prolonged ventilation decreases ICU-acquired

infections, fluid overload, and ventilator-induced lung injury.

(F IR
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Pediatric Populations: OTE has been safely implemented in 85%
of pediatric cases, including neonates and complex congenital
repairs, with reintubation rates of 5% and no mortality linked to

extubation timing.

Adult Populations: In minimally invasive valve surgery, OTE

reduced ICU stays by 50% (median 7.76 vs 13 hours) without
increasing reintubation rates (1.7% vs 7.9%). For coronary artery
bypass grafting (CABG), OTE was associated with a 1.24-day
reduction in hospital stay (p<0.001) and lower postoperative

glycemic peaks.

Decreased time for extubation: OTE bypasses ICU hand-offs and

allows immediate decision-making by the surgical/anesthesia
team familiar with the patient’s intraoperative course. In
addition, in busy ICUs, clinicians prioritize unstable patients,
often delaying "simple" tasks like sedation weans or extubation
assessments. OTE occurs before sedation is fully weaned,
leveraging residual anesthesia for a smooth transition to

spontaneous breathing.

Ventilator-Associated Pneumonia (VAP): OTE decreases

ventilator exposure, reducing VAP incidence. ERAS protocols
incorporating OTE lowered nosocomial infections from 40% to
24%. Fluid Overload and Delirium: Opioid-sparing regimens
and early mobilization in ERAS pathways reduced delirium
(6.9% vs. 13.4%) and nausea/vomiting (14.9% vs. 32.8%). OTE
avoids even brief periods of postoperative mechanical
ventilation, which can worsen lung injury caused by
cardiopulmonary bypass, blood transfusions, and ischemia-

reperfusion.

Improved hemodynamics: On-table extubation avoids the adverse

effects of positive pressure ventilation (PPV) on right ventricular

(RV) function. PPV, particularly with PEEP, elevates


https://scahq.org/education/publications/sca-newsletter/
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transpulmonary pressure, which can compress pulmonary
microvasculature, increase pulmonary vascular resistance (PVR),
and raise RV afterload—a critical concern in patients with
preexisting RV dysfunction or pulmonary hypertension.
Alleviating Perioperative Anxiety: OTE protocols can mitigate
perioperative stress and enhance patient-centered outcomes. For
instance, ERAS protocols emphasize reducing sedation exposure
and promoting early mobilization, which aligns with patient
preferences for minimal sedation and rapid recovery.
Additionally, studies report high patient satisfaction with early
extubation, attributing it to reduced opioid use, faster return to
normal activities, and avoidance of prolonged mechanical

ventilation.

OTE Contraindications

Absolute Contraindications

While many patients benefit from early extubation, in some
subsets of patients, early extubation is contraindicated. Open
sternum, significant residual defects, severe pulmonary
hypertension or need for inhaled pulmonary vasodilating agents,

hemodynamic instability requiring high-dose inotropes.

October 2025

Relative Contraindications

Patient factors: older age, chronic obstructive pulmonary disease,
severe obstructive sleep apnea (OSA), New York Heart
Association functional class IV, preoperative renal failure, lower
arterial oxygen tension.

Procedure-related factors: Complex surgeries (e.g., Norwood
procedure, aortic arch repairs). Redo surgery, surgical procedures
involving the thoracic aorta, intraoperative transfusion of blood
products of>10 units, and cardiopulmonary bypass time of>120

minutes, hypothermia.

Conclusion

OTE is a safe, resource-efficient strategy that aligns with ERAS
principles. Success hinges on patient selection, opioid-sparing

analgesia, and institutional commitment. Future research should
refine risk stratification and promote protocol standardization to

maximize benefits while minimizing risks.

G B IBRAEm, RWRKER)
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NHEREE ERTF #iR)

Precision sedation with novel single syringe multimodal

opioid or non-opioid 6-2-2 mixtures,

Zhuang T. Fang, Christine Nguyen-Buckley, Tristan Grogan,
Alan Zamora, Natalia MacDougall, Theodora Wingert,
Journal of Clinical Anesthesia, Volume 107, 2025,
https://doi.org/10.1016/j.jclinane.2025.11201 3.

(AXREZENCASA =5 UCLA MEFRIZISE FIEE )

Introduction

Monitored anesthesia care (MAC) is widely used in OR and non-
OR settings, but sedation techniques vary greatly between
providers, leading to inconsistent outcomes and MAC-related
complications, especially during the induction phase for
ophthalmic surgery where rapid, profound yet safe block
conditions are critical. The 6-2-2 technique refers to the pre-
mixing of anesthetic agents in a single syringe using a 6:2:2
volume ratio prior to administration. The anesthetic agents
include different mixture of propofol, opioid, ketamine, and
etomidate. We report here the efficacy and safety profiles of this

novel method, with a focus on induction of MAC.

Methods

We performed a single-center retrospective study of adults
undergoing ophthalmic surgery with MAC at the UCLA Stein
Eye Surgical Center. Data were examined for 1376 patients from
13 groups receiving different combination of the 6-2-2 mixture
placed in a 10ml syringe (please refer to actual paper for
different composition of mixtures). Some were opioid based and
some were opiod free. A bolus dose for all mixtures was
calculated based on the patient’s age and weight. After the bolus
dose, most patients received a continuous infusion of the 6:2:2
mixture at a rate of 12-24 mL/h to achieve a moderate level of
sedation. Primary outcome was the efficacy of analgesia with the
standardized bolus dose with any of the 6-2-2 mixture and

prevention of head movement during ocular blocks. Efficacy of

11

analgesia was defined as a binary variable based on the patient’s
report of pain and their physical reaction to needle insertion.
Secondary outcomes include incidences of apnea, desaturation,
n/v, loss of consciousness, recall of block, need for airway
maneuver (chin lift, mask ventilation, or intubation), and

hemodynamic stability.

Results

The efficacy of analgesia was 91-98%. In the 2-9 % of patients
who felt pain, most of them stated it was tolerable. 98 to 100 %
had no head movement during ocular blocks across all 8 groups.
Patient readiness for ocular blocks were less than 1 minute
(46-51s) for the opioid based group. The non-opioid group were
even shorter (36-43s). Incidence of LOC and recall were lower
in the ketamine mixture group compared to opioid based. Rest of

the secondary outcomes were similar for all groups.

Discussion

In this study, we demonstrated the efficacy and safety of
induction of MAC with the 6-2-2 sedation method with agent
combinations that can be tailored for diverse populations,
including elderly and morbidly obese “high-risk” patients. The
mixtures achieved predictable, moderate sedation (patients
breathing and following commands but comfortable and still for
blocks), with very low rates of oxygen desaturation that were
easily managed and no cases requiring intubation over more than
two decades of use. Both opioid-based and ketamine-based
regimens were effective, with KE6-2-2 particularly useful in
opioid-sensitive or OSA patients but less suitable for those with
uncontrolled hypertension or tachyarrhythmias. patients reported
high satisfaction, minimal recall of block injection, and low
postoperative opioid and antiemetic requirements. Overall, we
believe that the 6-2-2 approach offers a scalable framework to
standardize MAC for ophthalmology and potentially other
NORA and specialty procedures
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Unique Treatment of Atrial Fibrillation: Simultaneous Dual

Direct-Current Cardioversion in Morbidly Obese Patient

Peng B, Sommerville S, Tragesser A, et al. (N/A) Unique
Treatment of Atrial Fibrillation: Simultaneous Dual Direct-
Current Cardioversion in Morbidly Obese Patient. Cureus (): e.

doi:10.7759/cureus.

RX{EE FCASAIRE K University of Florida &2 B NI #1%

Introduction

The management of atrial fibrillation (AFib) is profoundly
complicated by morbid obesity. A high body mass index (BMI)
not only increases AFib risk but also diminishes the efficacy of
standard treatments like pharmacotherapy and catheter ablation.
Direct-current cardioversion (DCCV) can fail due to adipose
tissue attenuating electrical current, while the required
procedural sedation carries a high risk of airway complications.
This case report details a successful strategy for a patient with a
BMI of 87 kg/m?, combining simultaneous dual DCCV to
overcome biophysical barriers with an advanced anesthetic

protocol designed to preserve spontaneous ventilation.

Case Presentation

A 43-year-old male with a significant history of hypertension,
diabetes, chronic kidney disease, heart failure with preserved
ejection fraction (HFpEF), and obstructive sleep apnea (OSA)

was admitted with sepsis. His most prominent comorbidity was

extreme morbid obesity, with a recorded weight of 257.5 kg (567

Ib) and a BMI of 87 kg/m?. During his admission for sepsis
treatment, he developed new-onset AFib with a rapid ventricular
response. Initial management with escalating doses of
metoprolol was ineffective, as was a prior trial of amiodarone.
Given his HFpEF and a CHA_DS,-VASc score of 3, restoring

sinus thythm was imperative to optimize cardiac output and

mitigate thromboembolic risk. After successful treatment of his
sepsis, the AFib persisted, prompting an interdisciplinary

decision to pursue electrical cardioversion.

Anesthesia Evaluation and Plan

Given the patient's extreme BMI, Mallampati score of 4, and
history of OSA—all signaling high risk airway—the procedure
was scheduled in the operating room to ensure immediate access
to advanced equipment and specialized personnel. The primary
anesthetic objective was to achieve a depth of sedation sufficient
for patient comfort and transesophageal echocardiogram (TEE)
tolerance while rigorously preserving spontaneous ventilation

and avoiding instrumentation of the airway.

The meticulously crafted anesthetic protocol included Standard
ASA monitoring and a Bispectral Index (BIS) monitor to titrate
sedation to a target range of 40-60. A SuperNO2VA™ device
was placed to provide nasal continuous positive airway pressure
(CPAP), a critical intervention to stent the upper airway open
and prevent obstruction. Pharmacologically, a dexmedetomidine
infusion was initiated at 3 mcg/kg/hour (based on an estimated
lean body weight of 100 kg) for its sedative and analgesic
properties without significant respiratory depression. After a
loading period, a propofol infusion started at 200 mcg/kg/
minute, also dosed on lean body weight. This conservative
dosing strategy was essential to prevent overdose, apnea, and
hemodynamic instability in the context of massively altered

volume of distribution.

Procedural Sequence

After achieving adequate sedation (BIS ~40), a TEE was
performed, successfully ruling out a left atrial appendage
thrombus. To maximize the chance of successful cardioversion,
two sets of defibrillation pads were placed in complementary
positions: one in the standard anterior-posterior configuration
and a second in a right-posterior to left-lateral configuration. An

initial synchronized biphasic DCCV at 200 J was unsuccessful.
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Immediately following, a rescue attempt was made using
simultaneous dual biphasic DCCV, whereby both defibrillators
were charged to 200 J and discharged synchronously. This
intervention successfully converted the rhythm to normal sinus
rhythm. The patient maintained spontaneous respirations and
oxygen saturation above 99% throughout the procedure,

emerging from sedation uneventfully.

Patient’s Outcome

The patient remained hemodynamically stable post-operatively
with minimal vasopressor support and experienced no airway
complications, respiratory distress, or recall. Sinus rhythm was
maintained throughout hospitalization and at the two-month

follow-up.

Discussion

This case highlights two pivotal advances for high-risk
cardioversion. First, the efficacy of simultaneous dual DCCV as
a rescue therapy underscores its value when single shocks fail in
morbid obesity. The "critical mass" theory—which states that

terminating fibrillation requires depolarizing a sufficient

October 2025

myocardial volume—explains this success. Excessive adipose
tissue dissipates electrical energy; dual DCCV overcomes this by
delivering higher cumulative energy through two vectors, a
finding consistent with studies like that of Aymond et al.
Second, the anesthetic strategy was crucial for safety. The
combination of dexmedetomidine (preserving respiratory drive)
and lean-body-weight-dosed propofol achieved deep sedation
without apnea. Proactive nasal CPAP via the SuperNO2VA™
device was essential in preventing airway obstruction. This
multidisciplinary, pre-emptively planned approach, leveraging

OR resources, ensured significant risks were mitigated.

Conclusion

Managing AFib in morbidly obese patients with multiple
comorbidities necessitates a specialized, multidisciplinary
strategy, particularly when conventional pharmacologic therapy
fails. This case demonstrates a novel approach of the successful
use of simultaneous dual DCCYV, supported by a respiratory-
sparing anesthetic protocol using dexmedetomidine, propofol,

and nasal CPAP, effectively mitigated the high procedural risks.

Gk H BR1Em, FtRKR)
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BESIS THAFE (CCeP) FRIHTESEREIRFARPRIERENA

Jeff L. Xu

Division of Regional Anesthesia & Acute Pain Management,

Westchester Medical Center/ New York Medical College, Valhalla, NY
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Figure 1 Anatomical relationships and ultrasound-guided
approach for the CCeP block. (A) Axial cross-section at the C5
level demonstrating the relevant muscular and neural structures
targeted by CCeP block. (B) View of the CCeP block approach
under ultrasound guidance. (C) Anatomical relationships and
sonographic landmarks essential for the administration of CCeP

block. (This figure was adapted with permission from Rahimi

M, Xu JL. Chapter 43. Cervical Paraspinal Interfascial Plane
Block, Brown's Atlas of Regional Anesthesia 7th Edition.
Elsevier.2025;289-294.)

CCaP, cervical capitis plane, the fascial plane posterior to the
semispinalis capitis muscle; CCeP, cervical cervicis plane, the
fascial plane between the semispinalis cervicis and semispinalis
capitis muscles; CMP, cervical multifidus plane, the fascial

plane posterior to the multifidus muscle.
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Disclaimer: This is just a projection and final $$ and terms will vary on individual basis

Senior Associate Professor/Full Professor

70% Clinical, 30% Research Admin

50K signing bonus

1580 clinical hours for 1 FTE (so 70% of this — 1106 hours) and the remaining 30% (474 hours for Research/Admin)
Discretionary Compensation per Chair

Call shifts

Base of 500K+

Could get to 700K+ total compensation with additional call and late work past 3pm
Excellent retirement and health benefits.

More details during interview/hiring process.

Hope this is helpful.

Contact Information:

Patrick N. Olomu, MD, FRCA (UK), FMCA (Honoris Causa)
Division Chief of Pediatric Anesthesia

Professor of Anesthesiology

Interim Vice-Chair of Research

Children’s Hospital of Richmond at Virginia Commonwealth University
West Hospital, 7th Floor, North Wing, Room 7-105

1200 East Broad Street

Richmond, VA 23219

Telephone (804) 828-2207

Children's
Hospital

of Richmond at
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	本期导读
	本期的CASA会员访谈我们有幸邀请到了资深会员蒋延东教授介绍他主编的杂志Anesthesiology Open的办刊宗旨及投稿要求，并且分享他的麻醉学执业经历和对麻醉学的未来以及年轻麻醉医生的期许。
	本期的会员风采首先特别介绍前会长黄佳鹏教授(University of Kentuky)荣任 American Board of Anesthesiology Board of Directors, 成为首位担任此职位的华人。此外特别征集了多位杰出会员参与美国(ASA)以及中国(CSA)麻醉学年会的合影。
	本期的特别报道介绍了今年11月8日与9日周末，CASA成功举办了两场面向今年申请麻醉科 Residency 的中国医学毕业生的线上模拟面试。
	文献速递向大家带来了CASA会员李娟，方壮霆教授 (UCLA) 和前会长彭勇刚教授 (Unvieristy of Florida)近期发表的三篇学术文章。分别探讨了心脏外科术后即刻拔管，术中精准镇静以及重度肥胖患者房颤复率的麻醉管理。
	本期的原创文章来自于纽约医学院Winchester Medical Center的Jeff Xu，介绍超声引导下颈肌平面阻滞在颈椎后路手术中的阵痛应用。
	本期的最后依然是我们敬爱的CASA创始人之一王海明医生的回忆录 （最终章）。带领我们回忆CASA成立初期与中国麻醉学界的交流，以及很多前辈对CASA的成长做出的卓越贡献。
	本期封面及插图均是来自于我们CASA bulletin 的资深编辑张珊在南极的摄影作品。
	(张 珊 摄影作品， 南极风采)
	会员访谈 （陈轶男 撰稿）
	蒋延东 Yandong Jiang, MD PhD
	蒋医生您好，首先祝贺您成为 Anesthesiology Open Executive Editor！能否请您简要介绍一下这份期刊的创办宗旨、文章方向以及投稿要求呢？
	I am very glad to have this opportunity to share information about Anesthesiology Open with CASA members. This journal has been in planning for several years, and only recently have we been able to turn the vision into reality. I want to sincerely thank Ms. Kim Jensen, Ms. Rebecca Brand, our Editor-in-Chief Dr. Jim Rathmell, and the ASA leadership for their dedication, hard work, and selfless support. For those interested in learning more about the journal, please visit our website:
	https://www.editorialmanager.com/alno/
	Anesthesiology Open is an online, peer-reviewed, open-access journal that complements and expands the reach of Anesthesiology. Our mission is to promote scientific discovery and knowledge in perioperative, critical care, pain, palliative care, and sleep medicine — ultimately advancing patient care.
	The journal accepts a wide range of article types, including:
	• Original Investigations
	• Research Letters
	• Reviews
	• Innovation in Practice
	• Focal Point
	• Letters to the Editor
	• Editorials
	A unique new feature is the Innovation in Practice section. These brief articles describe novel solutions to clinical problems in anesthesia, perioperative medicine, critical care, or pain management. Submissions might introduce a new technology, demonstrate an innovative use of existing technology, or propose an organizational or workflow change. The focus is on feasibility, creativity, and clinical relevance — not case reports or series. Articles are limited to 2,000 words with a 150-word unstructured abstract. The goal is to inspire discussion and creative thinking that can refine, support, or challenge new ideas and practices in anesthesiology.
	Importantly, Anesthesiology Open shares the same high editorial standards and reviewer pool as Anesthesiology. Our editorial board consists of internationally recognized experts, many of whom have extensive experience as editors. We also share the same technical editorial team and office infrastructure, supported by ASA leadership.
	We plan to publish our inaugural issue in February 2026, and we warmly welcome submissions from colleagues worldwide — including all CASA members. As the inaugural Executive Editor, I take a very hands-on approach and look forward to working closely with authors to disseminate impactful work that advances our field.
	Photo courtesy of Dr. Jiang. From left to right: Dr. Jamie Sleigh, University of Auckland, New Zealand; Dr. Kane O. Pryor, Weill Cornell Medicine, New York, NY, USA; and Dr. Yandong Jiang, University of Texas Health Science Center at Houston, Houston, TX, USA, during a strategy discussion at ASA 2024
	您是哪一年加入 CASA 的？您认为协会的价值和文化是否符合预期？对未来发展有何建议？
	I joined CASA many years ago and worked closely with our founding president, Dr. Haiming Wang. I still vividly remember when he called me and recited his poem 留学生之歌. I was honored to receive a CASA award from Dr. Wang in 2014.
	I deeply believe CASA’s mission reflects the values of its members. It bridges anesthesiologists across the Pacific, fostering communication and collaboration between the U.S. and China. Science and patient care are the same language we speak.
	CASA plays a crucial role in promoting this dialogue and partnership. Looking ahead, I hope CASA continues to grow as a vibrant society. China has made tremendous progress in clinical care, education, and research over the past decades, and the gap in practice standards has significantly narrowed. We must remain open-minded and willing to learn from our Chinese colleagues, while also strengthening our own research and scholarly contributions.
	I also support greater unity between CASA and ICCA. I believe both organizations share the wisdom and will to unite into a stronger, single society. Union brings strength.
	您认为近二十年来麻醉学最大的改变是什么？未来发展趋势如何？
	The progress in Anesthesiology over the past 20 years has been astonishing — particularly in science, technology, and outcome research. Previously, our focus was largely on intraoperative mortality, which is now extremely low (less than 1%). Today, our attention has shifted toward longitudinal outcomes such as long-term survival, cognitive recovery, and quality of life. Artificial intelligence (AI) is empowering anesthesiologists with greater efficiency, precision, and decision support. Because anesthesia is inherently digital and data-rich, AI’s impact on our specialty will likely be profound and transformative.
	·
	如果可以重新选择职业，您还会选择麻醉吗？
	This is a philosophical question. Honestly, I am one of those who did not begin with a clear career goal. I simply followed curiosity and passion. After medical school in China, I trained in internal medicine. Later in the U.S., I earned a Ph.D. in cell physiology. My mentor at Harvard Medical School, Dr. Fred Julian, an anesthesiologist, encouraged me to enter this field — and I’m forever grateful. I love being an anesthesiologist and would choose it again.
	您印象最深刻的病例是什么？
	Last year, during a night on call, I was called urgently to the OR for a patient vomiting blood due to a ruptured gastric tumor. The patient had terminal cancer and was not a surgical candidate, but his wife begged us to do everything possible so he could live long enough to say goodbye to his family. We stabilized him just long enough for that final conversation. We could not save his life, but we were able to give him and his family peace. It reminded me that the smallest medical act can carry deep humane meaning.
	您曾在中国从事麻醉工作或访问教学吗？您认为中美麻醉的最大区别是什么？
	I visited China once or twice each year in the past, but not this year. I hope that traveling will get easier soon.
	Our colleagues in China have made tremendous progress, as reflected in the steadily increasing number of publications. However, the production of high-impact articles that influence clinical practice still has room for improvement. I sincerely hope that more Chinese anesthesiologist colleagues will join us in advancing patient care, research, and education.
	If one wishes to identify the main difference between the two countries, it lies in the number of truly high-impact research papers. In addition, review articles that integrate physiological reasoning and conceptual thinking represent another area where our Chinese colleagues can make significant contributions.
	Recently, a group of colleagues from the United States, New Zealand, and Europe came together to examine which aspects of anesthesia could be further optimized. This collaboration has already led to several major review articles, for example: Consciousness and General Anesthesia: Challenges for Measuring the Depth of Anesthesia (Anesthesiology, 2024); Anesthetic Amnesia: The Forgotten Importance of Forgetting? (2025); Beyond Unconsciousness: Optimizing Antinociception Under General Anesthesia (invited review, under submission); and The Era of Sugammadex: A Paradigm Shift in Airway Management (accepted). Together, these works represent an ongoing dialogue about the fundamental mechanisms and outcomes of anesthesia—an area full of opportunities for collaboration between U.S. and Chinese anesthesiologists.
	您目前的科研方向是什么？
	Although most of my time is devoted to editorial work, I continue to collaborate on clinical research at UT Health. One of our recent studies — published in Anesthesia & Analgesia — explored new strategies for the “cannot intubate, cannot ventilate” emergency. We examined a simple rescue method using a “tracheal tube in pharynx” (TTIP) approach — inserting an endotracheal tube into the pharynx without cuff inflation. Even without perfect alignment to the glottis, this can allow effective ventilation with minimal mouth opening. The concept may help shape future airway management guidelines.
	工作之外，您的爱好与梦想旅行地是什么？
	Outside of work, I enjoy playing basketball — it keeps me energetic and connected with friends. My dream vacation is space travel. My two daughters strongly disapprove of this idea, but it remains on my bucket list!
	您最自豪的成就是什么？想对年轻人说些什么？
	The greatest pride of my life is being a physician. My family has a long history in Chinese medicine, and I still remember my grandfather’s joy when he cured patients. That same fulfilment drives me today.
	We may not be the richest profession materially, but spiritually we are, because we can bring healing and hope.
	To young people, I often share the advice from my mentor and friend, Dr. Warren Zapol:
	“Do what you have passion for, and opportunity will find you.”
	The photo of Dr. Yandong Jiang was taken during a break between the basketball games, October 2024
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