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I read with great interest the paper by Sanfilippo et al., eval-
uating the safety and efficacy of sugammadex administered
on the basis of ideal body weight (IBW) to reverse neuro-
muscular blockade (NMB) at the reappearance of second
twitch during train-of-four (TOF) stimulation [1]. However,
this study raises several issues that deserve comment.

First, the authors chose a TOF ratio of 0.9 after sugam-
madex administration based on IBW as their primary end-
point [1]. A TOF ratio of 0.9 may not indicate full recovery,
as this ratio can be associated with impaired neuromuscu-
lar transmission [2], inhibition of the hypoxic ventilatory
response, and upper airway or pharyngeal dysfunction [3].
Based on acceleromyography studies, the current recommen-
dation is that a TOF ratio greater than or equal to 1.0 should
be used to confirm complete recovery from NMB [3].

Second, the TOF ratio observed before tracheal extuba-
tion was 0.90 ± 0.57 in the IBW group compared to 0.91 ±
0.08 observed in the real body weight (RBW) group [1].
Considering the standard deviation from the mean value,
not all patients reached a TOF ratio greater than or equal
to 0.9 before tracheal extubation in the IBW group [1]. In
another study, a single dose of sugammadex based on IBW
was associatedwith failure to achieve a TOF ratio greater than
or equal to 0.9 in 23% and 40% of patients who hadmoderate
and deep NMB, respectively [4]. These patients required a
rescue dose of sugammadex, indicating that a high percentage
of slow responders should be expected in obese patients and
that there is potential risk of blockade reoccurrence [4].

Finally, the median time for recovery to a TOF ratio of
0.9 was slower in the IBW group than in the RBW group

(151 ± 44 versus 121 ± 55 sec) [1]. Even if signs of residual
curarization were not observed in the patients enrolled in
the study [1], however, a slow recovery may be an expression
of the ineffectiveness of the dose of sugammadex [5, 6]
and the combination of underdosing and delayed response
may be associated with recurarization [6]. So, the reversal
of NMB with sugammadex dosed on the basis of IBW in
obese patients requires a special observation in the postop-
erative period, being obese patients at risk of potential upper
airway obstruction and respiratory failure [3–6]. Therefore,
IBW does not appear to offer a proper dosing scalar for
sugammadex administration in obese patients and requires
close surveillance and neuromuscular monitoring during the
postoperative period [3–6]. In contrast, with sugammadex
administered on the basis of RBW, obtaining a TOF ratio
greater than or equal to 1.0 with acceleromyography is a
relatively easy goal to achieve [5–7].

Thus, the current evidence suggests that sugammadex
administered to reverse NMB at the reappearance of second
twitch during TOF stimulation on the basis of RBW has the
full potential for improving care and safety of obese patients.

Disclosure

The author has received a payment for a lecture fromMSD.

Conflict of Interests

The author declares that there is no conflict of interests
regarding the publication of this paper.

Hindawi Publishing Corporation
Anesthesiology Research and Practice
Volume 2014, Article ID 762432, 2 pages
http://dx.doi.org/10.1155/2014/762432

http://dx.doi.org/10.1155/2014/762432


2 Anesthesiology Research and Practice

References

[1] M. Sanfilippo, F. Alessandri, A. A. Wefki Abdelgawwad
Shousha, A. Sabba, and A. Cutolo, “Sugammadex and ideal
body weight in bariatric surgery,” Anesthesiology Research and
Practice, vol. 2013, Article ID 389782, 5 pages, 2013.

[2] M. Eikermann, M. Gerwig, C. Hasselmann, G. Fiedler, and J.
Peters, “Impaired neuromuscular transmission after recovery
of the train-of-four ratio,” Acta Anaesthesiologica Scandinavica,
vol. 51, no. 2, pp. 226–234, 2007.

[3] B. Plaud, B.Debaene, F.Donati, and J.Marty, “Residual paralysis
after emergence from anesthesia,”Anesthesiology, vol. 112, no. 4,
pp. 1013–1022, 2010.
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