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Abstract
Postoperative neurocognitive impairments following surgery are a growing concern,
especially in the elderly population, since it is associated with a significantly
increased risk of morbi-mortality in the postoperative period. Among them, delirium
or the early postoperative cognitive decline is associated with a further risk of
prolonged cognitive dysfunction and it may quicken long-term cognitive impairment
or postoperative cognitive dysfunction (POCD). The current knowledge regarding
preventive strategies for delirium is not focused anymore only on pharmacological
and behavioral management strategies in the postoperative period, but also supports
the preoperative cognitive training programs. Since preoperative cognitive evaluation
and proactive interventions to optimize surgical patient outcomes are rather impossible
in the emergency setting, what are the appropriate preventive strategies that can be
implemented in day-to-day practice? In this review, we try to highlight the most recent
experimental and clinical strategies, and outline the most relevant recommendations for
clinicial practicioners based on the available data.
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1. Introduction

Neurocognitive disorders arising after a surgical intervention
are a heterogenous group of new cognitive impairments, which
comprises both the fluctuating and typically short postoper-
ative delirium and the long-term and more subtle problem
of postoperative cognitive dysfunction (POCD) [1]. The in-
cidence of early postoperative cognitive decline is estimated
between 20% and 45% in elderly patients undergoing surgery
[2]. In the absence of a universal definition and standard-
ized assessment criteria, data concerning POCD incidence are
rather scarce, although it may affect up to 54% of adults over
65 in the first week following surgery, with no regards to the
type of surgery and/or anesthetic technique [1, 2].
Ever since the first reports of postoperative cognitive decline

after cardiac and non-cardiac surgery were published as early
as 1887 [3, 4], interest in this topic has continued among the
scientific community as evidenced by a significant number of
insightful papers [4].
Moreover, neurocognitive impairments can lead to an over-

all higher morbi-mortality and increase in healthcare costs [1].
Both health and economic burdens related to postoperative
neurocognitive disorders are likely to increase in the future due
to an ageing society, increasing life expectancy, as well as a
growing surgical population over 65 [5].

Although several hypotheses have been proposed to be re-
sponsible for the pathophysiology of neurocognitive disorders,
the entire mechanism is poorly understood [1, 4]. These
include neuroinflammation triggered by surgical trauma, mal-
function of the blood-brain barrier, which may be involved
in a neural activity breakdown, as well as neurotransmitter
abnormalities [6, 7]. This timeline of events can continue
long after a surgical procedure and cessation of inflammation
processes, thus contributing to a new cognitive impairment or
escalate the preexisting one [1].
Various risk factors have been proposed to promote the

development of these neurocognitive disorders, among which
advanced age is constantly opening the list [1, 8]. Although
constantly highlighted as risk factors, both neurocognitive de-
cline prior to surgery and frailty syndrome couldn’t be authen-
ticated as unquestionable risk factors by the current evidence
[9, 10]. This theory is supported by a long-term retrospec-
tive analysis which failed to demonstrate a speed up in neu-
rocognitive decline after non-cardiac surgery even in patients
with Alzheimer’s disease [11]. Despite the fact that several
biomarkers were identified as highly sensitive for neurodegen-
erative disorders, such as Apolipoprotein E4 (APOE-4), their
presence was not found compatible with the development of
postoperative neurocognitive disorders [12]. A slight relation-
ship between plasma levels of cytokines, such as interleukin-
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6 (IL-6) and S100 calcium-binding protein β (S100β), and
postoperative neurocognitive disorders was identified, but no
other inflammatory markers studied have shown any statisti-
cal involvement [13]. More recent reports indicate that tau
protein/β-amyloid ratio increases in the cerebro spinal fluid af-
ter a surgical procedure, independent of the class of anesthetic
used, additionally raising doubt about the foretelling quality of
the biomarkers [1, 14]. Chronic inflammatory disorders such
as diabetes mellitus, metabolic syndrome or atherosclerosis
have been pinpointed as favouring factors for postoperative
cognitive decline, as well as anesthetic drugs, duration of the
surgical procedure and pain [15, 16]. No significant difference
was found between emergency or elective surgery settings
in regards to the incidence of early postoperative cognitive
decline [17]. In a large prospective trauma patients study,
more relevant predisposing risk factors were identified, such
as preexisting dementia, cardiac insufficiency and multidrug
regimen, and also relevant precipitating risk factors including
cerebral edema, pneumonia and brain inflammation [17, 18].
In spite of these reports, the study models implemented and
lack of homogeneous populations limit the clinical value of
these risk factors for every day practice.
Successful prophylaxis and treatment of the cognitive dys-

functions following surgery have not been demonstrated, al-
though prehabilitation and cognitive training are encouraged
in an effort to optimize the postoperative cognitive outcome
in elective surgery settings [4, 19, 20]. The current review
will address an essential need to integrate ongoing research
into delirium prevention for surgical patients in the emergency
settings, since once delirium occurs, both pharmacological
and non-pharmacological interventions have a slight effect on
severity and duration of the episode or likelihood of recurrence.

2. Therapeutic interventions: from
experimental to clinical findings

As already mentioned, neuroinflammation plays an important
role in developing learning and memory disorders and is re-
sponsible for further cognitive decline in the postoperative
period. In particular, high molecular group box 1 protein
(HMGB1), which is abundantly released at the hippocam-
pus level in surgical settings, seems to play the leading role
in postoperative cognitive dysfunctions emergence and may
represent a future marker for it [21]. In a murine study,
elevated HMGB1 after surgery served as a molecular target
for neutralizing antibody in order to alter its functional capacity
and prevent thus postoperative cognitive dysfunctions [21, 22].
These results are endorsed by recent findings that HMGB1
level is raised in patients with postoperative cognitive decline
after gastrointestinal surgery [23].
Recent data from animal studies demonstrates the harmful

effects derived from reactive oxygen species (ROS) accumu-
lation and oxidative damage on hippocampus and prefrontal
cortex, leading to memory impairment [24]. Correspondingly,
new cognitive impairments following coronary artery bypass
surgery were reported in a human study, as a result of nitric
oxide (NO) elevated concentration [25].
Another interesting hypothesis derives from the anti-

inflammatory result of the vagal efferents and it implies

that vagomimetic agents can limit neuro-inflammation [26].
One study in murine receiving the cholinesterase inhibitor
physostigmine after a surgery procedure, exhibited a depletion
in hippocampal IL-1β (Interleukin-1 β) and TNF α (Tumor
necrosis factor α) concentration and hippocampal damage [1].
Even though anticholinergic drugs are well known for their
involvement in the development of cognitive impairment, it is
unclear if using vagomimetic agents in human population is
beneficial [1].
Since inflammation is an important pawn in precipitating

postoperative cognitive disorders, several trials proposed anti-
inflammatory strategies. A murine study of surgery-induced
cognitive impairment, focused on the aspirin effect on re-
solvins production in order to catalyse the resolution phase of
inflammation, and reported an attenuated memory dysfunction
[27]. Other animal studies directed the anti-inflammatory
therapy also towards the cyclooxygenase 2 (COX-2) enzyme
and demonstrated a decline of short-term deficits in recognition
memory after surgery [28, 29]. Although there are no ongoing
registered clinical trials analyzing the potential benefits of non-
steroidal anti-inflammatory drug or selective COX-2 inhibitors
in preventing cognitive decline after surgery, older studies
showed encouraging results for parecoxib and celecoxib [1, 30,
31].
Recent research proposes the broad-spectrum

antibiotic minocycline as an unconventional therapy for
reducing cognitive impairment events, due to its anti-
neuroinflammatory properties by blocking interleukin
production [1, 32]. It is unclear if preoperative administration
of minocycline is responsible for preventing postoperative
cognitive decline, or rather just reducing memory impairment
[32, 33].
As for the effects of the potent anti-inflammatory dexam-

ethasone on incidence of postoperative neurocognitive decline,
the current reports are highly variable, with encouraging results
only in animal models [1, 4]. A randomized clinical trial
of patients receiving dexamethasone intraoperative failed to
demonstrate a benefit in both early and late cognitive decline
following surgery [34].
Although there are currently no registered clinical trials,

cytokine inhibition therapy may represent a hidden target for
preventing neurocognitive decline in the postoperative pe-
riod. Several animal studies have shown advantages following
preoperative administration of anti-TNFα antibody, IL-1 or
IL-6 receptor antagonist and reduced postoperative memory
impairments [35–37].
In regard to antioxidative therapy, statins have been pro-

posed to be valuable in improving neurocognitive disorders
including both dementia and postoperative delirium, due to
its ability to reduce the levels of oxidative species [38, 39].
Although currently there are no clinical studies underway to in-
vestigate this favourable result of statins, previous randomized
controlled trials demonstrated a significant reduction on early
postoperative memory impairment by using statin therapy [39,
40].
Another widely utilized drugwith antioxidant properties and

proposed for protective cognitive effects is N-acetylcysteine
[41]. The Post-Anaesthesia N-acetylcysteine Cognitive Evalu-
ation (PANACEA) trial is currently the single ongoing study
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conducted to evaluate the usefulness of N-acetylcysteine in
postoperative cognitive decline, and no results have been pub-
lished by this time [42].
Although better known as an auxiliary scavenger treatment

for acute ischemic stroke and as therapy for amyotrophic lateral
sclerosis, edaravone may attenuate memory impairments as
demonstrated in a murine study [43]. Due to its both anti-
oxidative stress and anti-inflammatory effects, edaravone may
also exhibit neuro-protective mechanism in humans, but the
hypothesis is not sustained by any data at-present [4].
In an effort to improve the postoperative neurological

outcome, an increasing number of studies have proposed
dexmedetomidine as a neuroprotective agent [44]. As
already demonstrated in animal experimental models, apart
from being a well-known sedative, amnestic and analgesic,
this well-known highly selective α2-adrenoceptor agonist
can modulate neuroinflammation by increasing HMGB1
resolution through a vagomimetic action and reducing
pro-inflammatory cytokines, possess an anti-apoptosis and
anti-oxidative stress role [44, 45]. Several human studies
compared dexmedetomidine infusion to placebo saline
infusion during non-cardiac surgery and the results were
encouraging [46–49]. In the intervention groups, researchers
identified a lower level of pro-inflammatory cytokines, a
significantly lower incidence of early postoperative cognitive
dysfunctions, and also if delirium occurred the duration of
the event was shorter in dexmedetomidine groups [46–49].
An important number of registered clinical trials examining
the efficacy of dexmedetomidine on postoperative cognitive
decline are ongoing, but so far, no data have been published
[4].
According to recent data, the antiviral agent amantadine has

also been proved to promote the production of glial cell line-
derived neurotrophic factor (GDNF), an important neuropro-
tective agent involved in the modulation of glial growth and
microglial activation [50]. In a rat model study, animals treated
with GDNF showed an attenuated neuroinflammation profile,
and also a reduction of learning and memory impairment after
surgical intervention in the early postoperative period, com-
pared to the control group [51]. At the moment there are no
data to support clinical use of amantadine in humans.
Other candidate treatments proposed for preventing postop-

erative cognitive decline are local anesthetics such as lidocaine
and bupivacaine [4]. Due to its quality in reducing peripheral
inflammation, lidocaine was administered in bolus and infu-
sion during both cardiac and spinal surgery, but the results were
not convincing [52, 53]. Presently, there are two registered
randomized controlled trials looking into the benefits of using
local anesthetics in preventing postoperative cognitive decline,
but no results have been published [4].
Due to its NMDA (N-Methyl-D-aspartic acid) receptor an-

tagonism quality, ketamine has been proposed as an effective
neuroprotector agent, although clinical data are rather am-
biguous in regard to ketamine ability to prevent or improve
postoperative cognitive impairment [54–56].
Melatonin has also been advocated in cognitive decline,

due to its known properties of adjusting production of pro-
and anti-inflammatory cytokines, and scavenging free radicals
molecules [57]. Animal model studies evaluated exogenous

melatonin effect after exposure to the volatile anesthetic isoflu-
rane and the results indicated an improvement in the sleep-
wake pattern due to circadian rhythm resetting [58, 59]. The
published studies in human subjects validated the previous
findings regarding the sleep-wake cycle and also indicated a
preserved neurocognitive function in the immediately postop-
erative period in patients receiving melatonin [60, 61]. No
noticeable impact on long-term postoperative cognitive dys-
function was observed [60].
Considerable attention has been recently paid to investigate

the promise of cannabinoids as therapeutic agents in
mediating inflammatory responses [62]. A murine study has
demonstrated an improvement of the hippocampal-dependent
memory loss of mice in the early postoperative period
after they received agonists of cannabinoid receptor type 2
(CB2R) [63]. These findings corroborate with a diminished
pro-inflammatory cytokines level in the hippocampus and
prefrontal cortex several days after surgery [63]. At the present
there are no human data on the consequences of cannabinoids
on postoperative cognitive impairments, although this may
stand for a future study subject as cannabinoids agents are
suggested as treatment for a variety of neuropsychiatric
disorders including depression, epilepsy, multiple sclerosis,
Parkinson’s disease, Alzheimer’s disease [64, 65].

3. Current anesthetic strategies for
preventing postoperative delirium in
emergency settings

Because in emergency settings time is not our ally, the benefit
of urgent intervention outweighs the need for cognitive and
functional assessments as it would delay the time to surgery.
Both emergent and urgent procedures may allow for a limited
time of evaluation and medical intervention, and consequently
expose patients at an increased risk for perioperative compli-
cations [66]. In order to early recognize vulnerable patients
with high risk for postoperative delirium development, a brief
evaluation of the cardiopulmonary status, prescribed and over-
the-counter medication review, as well as nutrition status and
bad habits are recommended, if at all possible [66]. Several
studies pointed out the utility of biomarkers for preoperative
risk prediction in developing postoperative cognitive impair-
ments [67, 68]. While there is no strong evidence to promote
measuring of an extensive panel of inflammatory markers to
predict early or long-term cognitive disorders, there is rea-
sonable data recommending the utility of preoperatively CRP
(C-reactive protein) levels in patients’ risk stratification to
develop postoperative delirium [69–71]. According to one
of these studies, patients with preoperative CRP levels of 5
mg/dL showed a 4.8-fold higher risk for delirium compared
to those with lower CRP levels, and each 1.0 mg/dL increase
in postoperative CRP levels was correlated with up to 15.8%
increase in postoperative delirium risk [71]. The evaluation
of CRP perioperatively may facilitate to pinpoint higher risk
patients and proceed to an individualized intervention.
Although shaping anesthetic techniqueswas hypothesized to

decrease the incidence of early cognitive disorder, both spinal
and general anaesthesia seem to involve similar risks [72–74].
Changes in brain functional connectivity has been related to
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both peripheral nerve block and spinal anesthesia as a result
of deafferentation on pain sensitivity [75, 76]. In regard to
choosing the right intravenous anesthetic agent, there is no
current answer given by literature [77]. Although none of them
has proven a significant benefit in preventing postoperative
cognitive impairments, a possible neuroprotective effect was
attributed to propofol [77]. As for volatile anesthetics, there
are some studies which suggest a favorable cognitive outcome
when using volatile agents like sevoflurane or desflurane, or
at least indicate them to be a safer alternative for patients
with preexisting cognitive disorders [66, 78–80]. Despite the
fact that the current trend in anesthesia favours opioid-free
anesthesia, there is no published evidence of the impact of this
technique on neurocognitive impairment [81].
Even if there is moderate evidence to support a link between

benzodiazepines and a new neurocognitive decline, current
reports recommend avoiding them, particularly in high-risk pa-
tients as they can augment the severity and prolong the duration
of the neurocognitive impairment [4, 82]. In comparison to
benzodiazepines, dexmedetomidine used in bolus and infusion
combination considerably lowered the incidence of delirium
or at least reduced the intensity of the episode following non-
cardiac surgery [47–49]. Furthermore, dexmedetomidine fa-
cilitated early extubation in patients who required mechani-
cally ventilation in ICU (Intensive Care Unit) [83].
Another intraoperative approach assessed in a small number

of studies implies monitoring depth of anaesthesia through
neuromonitoring. Bispectral index (BIS) and more recently,
entropy guided anaesthesia was proposed to influence the in-
cidence of both early and long-term cognitive impairment
[4, 84, 85]. Furthermore, a favourable outcome is more likely
when cerebral oxygenation monitoring is associated [86].
In postoperative settings, we may be tempted to administer

antipsychotic medication as prophylactic treatment for delir-
ium. This practice is neither upheld nor encouraged by current
evidence [87].
Adequate pain management has been advocated to reduce

postoperative complications, including postoperative cogni-
tive impairment, although no robust evidence in regard to
prescription has been suggested [66]. Research published data
is rather conflicting. Pain control in patients with preexisting
neurocognitive impairment may be even more challenging
due to inefficient communication and poor understanding by
the health staff [66]. Although opioids are linked to delir-
ium development, there is strong evidence that tramadol and
meperidine can increase the risk of delirium compared with
other opioids [88]. Postoperative patient-controlled epidural
analgesia may be more efficient during the immediate re-
covery period, but its presumed benefits of prevention for
neurocognitive impairment are not convincing [4, 89]. As for
parenteral analgesia, COX-inhibitors like parecoxib have been
successfully linked with the decrease of postoperative delirium
incidence [89].

4. Recommendations

Despite extensive research efforts on the subject, early post-
operative cognitive decline, especially in emergency settings,
remains poorly understood and explained. Even if delirium

has an unclear pathophysiology, several risk factors may pre-
cipitate delirium occurrence. In an effort to prevent this neu-
rocognitive impairment, our primary target in the perioperative
period may be the modifiable risk factors. Minimally invasive
surgery or laparoscopic procedures are more advisable as they
seem to limit the inflammatory response and thus reduce the
likelihood of developing postoperative cognitive decline.
If possible, discuss preoperative with the patient and their

family about the potential occurrence of neurocognitive im-
pairments, particularly for high-risk patients.
Although no definitive peri-operative management has been

shown to play a decisive role, several strategies may be con-
sidered. The routine use of benzodiazepines should be dis-
couraged, especially for elderly population, and reserved only
for anxiety alleviation and patients at-risk to develop alco-
hol withdrawal syndrome. Depth of anesthesia monitoring
and monitoring of cerebral oxygenation in selected patients,
may be considered if available, although further studies are
needed in order to establish a significant role for them in
decreasing postoperative neurocognitive impairment. General
inhalational anesthesia is preferable to intravenous anesthe-
sia, and among the volatile anesthetics, both sevoflurane and
desflurane were found to be superior to other inhalational
anesthetics. Although the present trend is to avoid opioid
administration, there is no strong evidence to support this
approach for a better cognitive outcome. Since there are few
scenarios which permit the replacement of opioids entirely,
especially in emergency settings, we consider that judicious
use of opioids may reduce unwanted postoperative risks.
In regards to choosing the anesthetic technique, there are

no potential benefits described for regional anesthesia, with
reference to cognitive function. Also, in emergency settings,
there are few scenarios when the surgical procedures may
be safely performed under regional anesthesia. Regardless
the anesthetic technique far more important is hemodynamic
optimization, since normal tissue perfusion may ensure a bet-
ter cognitive function and also maintaining normoxemia and
normocapnia. Normothermia and normoglycemia are also
strongly advocated, especially in cardiac surgery and neuro-
surgery. For patients requiring mechanical ventilation sup-
port in the immediate postoperative period, dexmedetomidine
proved to be so far a unique sedative agent as it can reduce the
incidence of early postoperative decline.
In the postoperative period other factors may appear to

contribute as well. Among them, optimal pain control through
a multimodal approach which should include reduced doses of
opioids and non-opioid analgesics, maintaining a proper sleep
wake schedule, ensuring correct nutrition, limiting the use of
intravenous lines when possible, seem to be strongly related
to a better and faster recovery during the postoperative period,
and thus minimizing the length of stay.
Last but not least, we must not forget that hospital en-

vironment is often fast-paced, and healthcare providers are
associated with unfamiliar faces. Therefore, is up to us to
improve confidence and offer reassurance to the patient by
creating a positive and quiet environment, allow family visits
at patient’s bedside, as well as using the appropriate tone
and form of language in order to communicate efficient may
strengthen the bundle of preventive measures for postoperative
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delirium.
Postoperative cognitive outcome is strongly related to the

entire perioperative period, and even in emergency surgical
settings a multicomponent intervention is more advisable, al-
though current evidence in this field is rather scarce. Further
studies are necessary to develop effective preventive strategies
and evidence-based treatment protocols to reduce postopera-
tive delirium in patients undergoing emergency surgical pro-
cedures.

AVAILABILITY OF DATA AND MATERIALS

Not applicable.

AUTHOR CONTRIBUTIONS

AMC, RU—designed the research study. AMC—performed
the research. CC, LM, RU and IMG—analyzed the data. AMC
and LM—wrote themanuscript. All authors read and approved
the final manuscript.

ETHICS APPROVAL AND CONSENT TO
PARTICIPATE

Not applicable.

ACKNOWLEDGMENT

Not applicable.

FUNDING

This research received no external funding.

CONFLICT OF INTEREST

The authors declare no conflict of interest.

REFERENCES
[1] Safavynia SA, Goldstein PA. The role of neuroinflammation in post-

operative cognitive dysfunction: moving from hypothesis to treatment.
Frontiers in Psychiatry. 2019; 9: 752.

[2] Tasbihgou SR, Absalom AR. Postoperative neurocognitive disorders.
Korean Journal of Anesthesiology. 2021; 74: 15–22.

[3] Bedford PD. Adverse cerebral effects of anaesthesia on old people. The
Lancet. 1955; 269: 259–263.

[4] Khalil S, Roussel J, Schubert A, Emory L. Postoperative cognitive dys-
function: an updated review. Journal of Neurology & Neurophysiology.
2015; 6: 290.

[5] Sohn JH, Lee JJ, Lee SH, Kim C, Yu H, Kwon YS, et al. Longitudinal
study of the association between general anesthesia and increased risk of
developing dementia. Journal of Personalized Medicine. 2021; 11: 1215.

[6] Evered L, Silbert B, Scott DA, Zetterberg H, Blennow K. Association of
changes in plasma neurofilament light and tau levels with anesthesia and
surgery: results from the CAPACITY and ARCADIAN studies. JAMA
Neurology. 2018; 75: 542–547.

[7] Casey CP, Lindroth H, Mohanty R, Farahbakhsh Z, Ballweg T, Twadell
S, et al. Postoperative delirium is associated with increased plasma
neurofilament light. Brain. 2020; 143: 47–54.

[8] Huai X, Jiao Y, Gu X, Zhu H, Chen L, Fan Y, et al. Preoperative chronic
pain as a risk factor for early postoperative cognitive dysfunction in
elderly patients undergoing hip joint replacement surgery: a prospective
observational cohort study. Frontiers in Neuroscience. 2021; 15: 747362.

[9] Zhang J, Basnet D, Du X, Yang J, Liu J, Wu F, et al. Does cognitive frailty
predict delayed neurocognitive recovery after noncardiac surgery in frail
elderly individuals? Probably not. Frontiers in Aging Neuroscience.
2022; 14: 995781.

[10] Culley DJ, Flaherty D, Fahey MC, Rudolph JL, Javedan H, Huang
CC, et al. Poor performance on a preoperative cognitive screening test
predicts postoperative complications in older orthopedic surgical patients.
Anesthesiology. 2017; 127: 765–774.

[11] Snyder B, Simone SM, Giovannetti T, Floyd TF. Cerebral hypoxia: its
role in age-related chronic and acute cognitive dysfunction. Anesthesia
& Analgesia. 2021; 132: 1502–1513.

[12] Hsiao WJ, Chen CY, Kang YN, Hu CJ, Chen CH, Lin PL, et al.
Apolipoprotein E4 allele is genetically associated with risk of the short-
and medium-term postoperative cognitive dysfunction: a meta-analysis
and trial sequential analysis. PLOS ONE. 2023; 18: e0282214.

[13] Valentim AM, Gaburro S, Parker MO. Editorial: post-anesthesia
cognitive dysfunction: how, when and why. Frontiers in Behavioral
Neuroscience. 2021; 15: 797483.

[14] Chen C, Wang Y, Rao J, Tang W, Wu W, Li Y, et al. Propofol
versus sevoflurane general anaesthesia for selective impairment of
attention networks after gynaecological surgery in middle-aged women:
a randomised controlled trial. Frontiers in Psychiatry. 2022; 13: 917766.

[15] Mahdavi-Roshan M, Shoaibinobarian N, Noormohammadi M, Fakhr
Mousavi A, Savar Rakhsh A, Salari A, et al. Inflammatory markers
and atherogenic coefficient: early markers of metabolic syndrome.
International Journal of Endocrinology and Metabolism. 2022; 20:
e127445.

[16] Ren Y, Zhang Y, Luo J, Liao W, Cheng X, Zhan J. Research progress on
risk factors of delirium in burn patients: a narrative review. Frontiers in
Psychiatry. 2022; 13: 989218.

[17] Ormseth CH, LaHue SC, Oldham MA, Josephson SA, Whitaker E,
Douglas VC. Predisposing and precipitating factors associated with
delirium: a systematic review. JAMANetwork Open. 2023; 6: e2249950.

[18] Marquetand J, Gehrke S, Bode L, Fuchs S, Hildenbrand F, Ernst J, et al.
Delirium in trauma patients: a 1-year prospective cohort study of 2026
patients. European Journal of Trauma and Emergency Surgery. 2022; 48:
1017–1024.

[19] Fulop A, Lakatos L, Susztak N, Szijarto A, Banky B. The effect of
trimodal prehabilitation on the physical and psychological health of
patients undergoing colorectal surgery: a randomised clinical trial.
Anaesthesia. 2021; 76: 82–90.

[20] Alvarez EA, Rojas VA, Caipo LI, Galaz MM, Ponce DP, Gutierrez
RG, et al. Non-pharmacological prevention of postoperative delirium
by occupational therapy teams: a randomized clinical trial. Frontiers in
Medicine. 2023; 10: 1099594.

[21] Saxena S, Kruys V, De Jongh R, Vamecq J, MazeM. High-mobility group
box-1 and its potential role in perioperative neurocognitive disorders.
Cells. 2021; 10: 2582.

[22] Qiu Y, Mo C, Xu S, Chen L, Ye W, Kang Y, et al. Research progress
on perioperative blood-brain barrier damage and its potential mechanism.
Frontiers in Cell and Developmental Biology. 2023; 11: 1174043.

[23] Li Z, Zhu Y, Kang Y, Qin S, Chai J. Neuroinflammation as the underlying
mechanism of postoperative cognitive dysfunction and therapeutic
strategies. Frontiers in Cellular Neuroscience. 2022; 16: 843069.

[24] Netto MB, de Oliveira Junior AN, Goldim M, Mathias K, Fileti ME, da
Rosa N, et al. Oxidative stress and mitochondrial dysfunction contributes
to postoperative cognitive dysfunction in elderly rats. Brain, Behavior,
and Immunity. 2018; 73: 661–669.

[25] Greaves D, Psaltis PJ, Davis DHJ, Ross TJ, Ghezzi ES, Lampit A, et al.
Risk factors for delirium and cognitive decline following coronary artery
bypass grafting surgery: a systematic review and meta-analysis. Journal
of the American Heart Association. 2020; 9: e017275.

[26] Saxena S, Maze M. Impact on the brain of the inflammatory response to
surgery. La Presse MéDicale. 2018; 47: e73–e81. (In French)

[27] Walker KA, Le Page LM, Terrando N, DugganMR, HenekaMT, Bettcher
BM. The role of peripheral inflammatory insults in Alzheimer’s disease:



6

a review and research roadmap. Molecular Neurodegeneration. 2023; 18:
37.

[28] Ge X, Pan Y, Jin D, Wang Y, Ge S. Effect of perioperative use of
parecoxib on chronic post-surgical pain in elderly patients after hepate-
ctomy: a prospective randomized controlled study. BMC Pharmacology
and Toxicology. 2021; 22: 35.

[29] Tan XX, Qiu LL, Sun J. Research progress on the role of inflammatory
mechanisms in the development of postoperative cognitive dysfunction.
BioMed Research International. 2021; 2021: 3883204.

[30] Zhu YZ, Yao R, Zhang Z, Xu H, Wang LW. Parecoxib prevents early
postoperative cognitive dysfunction in elderly patients undergoing total
knee arthroplasty: a double-blind, randomized clinical consort study.
Medicine. 2016; 95: e4082.

[31] Zhu Y, Yao R, Li Y, Wu C, Heng L, Zhou M, et al. Protective effect
of celecoxib on early postoperative cognitive dysfunction in geriatric
patients. Frontiers in Neurology. 2018; 9: 633.

[32] Fan L, Wang TL, Xu YC, Ma YH, YeWG. Minocycline may be useful to
prevent/treat postoperative cognitive decline in elderly patients. Medical
Hypotheses. 2011; 76: 733–736.

[33] Li W, Chai Q, Zhang H, Ma J, Xu C, Dong J, et al. High doses of
minocycline may induce delayed activation of microglia in aged rats
and thus cannot prevent postoperative cognitive dysfunction. Journal of
International Medical Research. 2018; 46: 1404–1413.

[34] Xie X, Gao R, Chen H, Zhang X, Cai X, Zhang C, et al. Effects
of glucocorticoids on postoperative neurocognitive disorders in adult
patients: a systematic review and meta-analysis. Frontiers in Aging
Neuroscience. 2022; 14: 939848.

[35] Li L, Meng F, Li D. Downregulation of Nrf2 in the hippocampus
contributes to postoperative cognitive dysfunction in aged rats by
sensitizing oxidative stress and neuroinflammation. Oxidative Medicine
and Cellular Longevity. 2023; 2023: 7272456.

[36] Ju LS, Morey TE, Seubert CN, Martynyuk AE. Intergenerational
perioperative neurocognitive disorder. Biology. 2023; 12: 567.

[37] Zhang Y, Su Y, Wang Z, Li T, Wang L, Ma D, et al. TAK1 reduces
surgery-induced overactivation of RIPK1 to relieve neuroinflammation
and cognitive dysfunction in aged rats. To be published in Neurochemical
Research. 2023. [Preprint].

[38] Andronie-Cioară FL, Jurcău A, Jurcău MC, Nistor-Cseppentö DC,
Simion A. Cholesterol management in neurology: time for revised
strategies? Journal of Personalized Medicine. 2022; 12: 1981.

[39] Pang Y, Li Y, Zhang Y, Wang H, Lang J, Han L, et al. Effects of
inflammation and oxidative stress on postoperative delirium in cardiac
surgery. Frontiers in Cardiovascular Medicine. 2022; 9: 1049600.

[40] Liu B, Huang D, Guo Y, Sun X, Chen C, Zhai X, et al. Recent advances
and perspectives of postoperative neurological disorders in the elderly
surgical patients. CNSNeuroscience & Therapeutics. 2022; 28: 470–483.

[41] A HP, Diwakar L, Ravindranath V. Protein glutathionylation and
glutaredoxin: role in neurodegenerative diseases. Antioxidants. 2022; 11:
2334.

[42] Liu LF, Hu Y, Liu YN, Shi DW, Liu C, Da X, et al. Reactive oxygen
species contribute to delirium-like behavior by activating CypA/MMP9
signaling and inducing blood-brain barrier impairment in aged mice
following anesthesia and surgery. Frontiers in Aging Neuroscience. 2022;
14: 1021129.

[43] Cheng C,WanH, Cong P, Huang X,Wu T, HeM, et al. Targeting neuroin-
flammation as a preventive and therapeutic approach for perioperative
neurocognitive disorders. Journal of Neuroinflammation. 2022; 19: 297.

[44] Liaquat Z, Xu X, Zilundu PLM, Fu R, Zhou L. The current role of
dexmedetomidine as neuroprotective agent: an updated review. Brain
Sciences. 2021; 11: 846.

[45] Hu J, Vacas S, Feng X, Lutrin D, Uchida Y, Lai IK, et al. Dexmedetomi-
dine prevents cognitive decline by enhancing resolution of high mobility
group box 1 protein—induced inflammation through a vagomimetic
action in mice. Anesthesiology. 2018; 128: 921–931.

[46] Brodier EA, Cibelli M. Postoperative cognitive dysfunction in clinical
practice. BJA Education. 2021; 21: 75–82.

[47] Sun L, Niu K, Guo J, Tu J, Ma B, An J. Dexmedetomidine attenuates
postoperative spatial memory impairment after surgery by reducing
cytochrome c. BMC Anesthesiology. 2023; 23: 85.

[48] Lee C, Lee CH, Lee G, Lee M, Hwang J. The effect of the timing and

dose of dexmedetomidine on postoperative delirium in elderly patients
after laparoscopic major non-cardiac surgery: a double blind randomized
controlled study. Journal of Clinical Anesthesia. 2018; 47: 27–32.

[49] Liu Y, Ma L, Gao M, Guo W, Ma Y. Dexmedetomidine reduces
postoperative delirium after joint replacement in elderly patients with
mild cognitive impairment. Aging Clinical and Experimental Research.
2016; 28: 729–736.

[50] Palasz E, Wilkaniec A, Stanaszek L, Andrzejewska A, Adamczyk A.
Glia-neurotrophic factor relationships: possible role in pathobiology
of neuroinflammation-related brain disorders. International Journal of
Molecular Sciences. 2023; 24: 6321.

[51] Wang H, Ma G, Min J, Li J, Shan W, Zuo Z. Inhibition of ERK/CREB
signaling contributes to postoperative learning and memory dysfunction
in neonatal rats. Journal of Molecular Medicine. 2023; 101: 265–278.

[52] Wei Q, XiaM, Zhang Q,Wang Z. Effect of intravenous lidocaine infusion
on perioperative cellular immunity and the quality of postoperative
recovery in breast cancer patients: a randomized controlled trial. Gland
Surgery. 2022; 11: 599–610.

[53] Chen K, Wei P, Zheng Q, Zhou J, Li J. Neuroprotective effects of
intravenous lidocaine on early postoperative cognitive dysfunction in
elderly patients following spine surgery. Medical Science Monitor. 2015;
21: 1402–1407.

[54] Bell JD. In vogue: ketamine for neuroprotection in acute neurologic
injury. Anesthesia & Analgesia. 2017; 124: 1237–1243.

[55] Viderman D, Aubakirova M, Nabidollayeva F, Yegembayeva N, Bilotta
F, Badenes R, et al. Effect of ketamine on postoperative neurocognitive
disorders: a systematic review and meta-analysis. Journal of Clinical
Medicine. 2023; 12: 4314.

[56] Liu T, Zhang X, Li A, Liu T, Yang X, Zhang H, Lei Y, Yang Q, Dong
H. Effects of intra-operative administration of subanesthetic s-ketamine
on emergence from sevoflurane anesthesia: a randomized double-blind
placebo-controlled study. BMC Anesthesiology. 2023; 23: 221.

[57] Mokhtari T, Yue LP, Hu L. Exogenous melatonin alleviates neuropathic
pain-induced affective disorders by suppressing NF-κB/NLRP3 pathway
and apoptosis. Scientific Reports. 2023; 13: 2111.

[58] Wei Y, Zhang C, Wang D, Wang C, Sun L, Chen P. Progress in research
on the effect of melatonin on postoperative cognitive dysfunction in older
patients. Frontiers in Aging Neuroscience. 2022; 14: 782358.

[59] Liu T, Dai Y, Xu M, Chen Y, Xia T, Zhao X. Mild acute stress prevents
the memory impairment induced by long-term isoflurane anesthesia.
Translational Neuroscience. 2022; 13: 421–429.

[60] Hansen MV, Madsen MT, Andersen LT, Hageman I, Rasmussen LS,
Bokmand S, et al. Effect of melatonin on cognitive function and sleep in
relation to breast cancer surgery: a randomized, double-blind, placebo-
controlled trial. International Journal of Breast Cancer. 2014; 2014:
416531.

[61] Fan Y, Yuan L, Ji M, Yang J, Gao D. The effect of melatonin on
early postoperative cognitive decline in elderly patients undergoing
hip arthroplasty: a randomized controlled trial. Journal of Clinical
Anesthesia. 2017; 39: 77–81.

[62] Pérez-Diego M, Angelina A, Martín-Cruz L, de la Rocha-Muñoz
A, Maldonado A, Sevilla-Ortega C, et al. Cannabinoid WIN55,212-
2 reprograms monocytes and macrophages to inhibit LPS-induced
inflammation. Frontiers in Immunology. 2023; 14: 1147520.

[63] Sun L, Dong R, Xu X, Yang X, Peng M. Activation of cannabinoid
receptor type 2 attenuates surgery-induced cognitive impairment in mice
through anti-inflammatory activity. Journal of Neuroinflammation. 2017;
14: 138.

[64] Klein TA, Clark CS. Therapeutic use of cannabis in the us. The Nurse
Practitioner. 2022; 47: 16–25.

[65] Hasbi A, Madras BK, George SR. Endocannabinoid system and
exogenous cannabinoids in depression and anxiety: a review. Brain
Sciences. 2023; 13: 325.

[66] Hasan TF, Kelley RE, Cornett EM, Urman RD, Kaye AD. Cognitive
impairment assessment and interventions to optimize surgical patient
outcomes. Best Practice & Research Clinical Anaesthesiology. 2020; 34:
225–253.

[67] Jahangir S, Allala M, Khan AS, Muyolema Arce VE, Patel A, Soni K, et
al. A review of biomarkers in delirium superimposed on dementia (DSD)
and their clinical application to personalized treatment and management.



7

Cureus. 2023; 15: e38627.
[68] Lozano-Vicario L, García-Hermoso A, Cedeno-Veloz BA, Fernández-

Irigoyen J, Santamaría E, Romero-OrtunoR, et al. Biomarkers of delirium
risk in older adults: a systematic review and meta-analysis. Frontiers in
Aging Neuroscience. 2023; 15: 1174644.

[69] Xiang D, Xing H, Tai H, Xie G. Preoperative C-reactive protein as a
risk factor for postoperative delirium in elderly patients undergoing la-
paroscopic surgery for colon carcinoma. BioMed Research International.
2017; 2017: 5635640.

[70] Liu X, Yu Y, Zhu S. Inflammatory markers in postoperative delirium
(POD) and cognitive dysfunction (POCD): a metaanalysisof observa-
tional studies. PLOS ONE. 2018; 13: e0195659.

[71] Nurcahyo WI, Arifin A, Primatika AD, Muttaqin Z, Elfira Boom C,
Harahap MS, et al. An association between C-reactive protein levels and
the occurrence of cognitive dysfunction after heart valve replacement.
Vascular Health and Risk Management. 2021; 17: 713–720.

[72] Li T, Li J, Yuan L, Wu J, Jiang C, Daniels J, et al. Effect of regional vs
general anesthesia on incidence of postoperative delirium in older patients
undergoing hip fracture surgery: the RAGA randomized trial. JAMA.
2022; 327: 50–58.

[73] Ehsani R, Djalali Motlagh S, Zaman B, Sehat Kashani S, Ghodraty MR.
Effect of general versus spinal anesthesia on postoperative delirium and
early cognitive dysfunction in elderly patients. Anesthesiology and Pain
Medicine. 2020; 10: e101815.

[74] Zhu X, Yang M, Mu J, Wang Z, Zhang L, Wang H, et al. The effect
of general anesthesia vs. regional anesthesia on postoperative delirium-
a systematic review and meta-analysis. Frontiers in Medicine. 2022; 9:
844371.

[75] Sitsen E, van Velzen M, de Rover M, Dahan A, Niesters M. Hyperalgesia
and reduced offset analgesia during spinal anesthesia. Journal of Pain
Research. 2020; 13: 2143–2149.

[76] Sitsen E, Khalili-Mahani N, de Rover M, Dahan A, Niesters M. Effect of
spinal anesthesia-induced deafferentation on pain processing in healthy
male volunteers: a task-related fMRI study. Frontiers in Pain Research.
2022; 3: 1001148.

[77] Van Der Veken J, Simons M, Mulcahy MJ, Wurster C, Harding M, Van
Velthoven V. The surgical management of intraoperative intracranial
internal carotid artery injury in open skull base surgery—a systematic
review. Neurosurgical Review. 2022; 45: 1263–1273.

[78] Rörtgen D, Kloos J, Fries M, Grottke O, Rex S, Rossaint R, et al.
Comparison of early cognitive function and recovery after desflurane
or sevoflurane anaesthesia in the elderly: a double-blinded randomized
controlled trial. British Journal of Anaesthesia. 2010; 104: 167–174.

[79] Chong H, Xi Y, Zhou Y, Wang G. Protective effects of chlorogenic acid
on isoflurane‐induced cognitive impairment of aged mice. Food Science
& Nutrition. 2022; 10: 3492–3500.

[80] Platholi J, Hemmings HC. Effects of general anesthetics on synaptic
transmission and plasticity. Current Neuropharmacology. 2022; 20: 27–
54.

[81] Efstathiou G, Batistaki C, Soulioti E, Roungeris L, Matsota P. Opioid-free
anesthesia and postoperative cognitive dysfunction after minor urological
surgery: a case series study. Anesthesiology and PainMedicine. 2022; 12:
e122094.

[82] Kubo T, Sogawa R, Tsuruhashi S, Murakawa-Hirachi T, Matsuoka A,
Mizoguchi Y, et al. Risk of delirium with antiepileptic drug use: a study
based on the Japanese adverse drug event report database. To be published
in International Journal of Clinical Pharmacy. 2023. [Preprint].

[83] Mion LC, Tan A, Brockman A, Tate JA, Vasilevskis EE, Pun BT, et
al. An exploration of critical care professionals’ strategies to enhance
daily implementation of the assess, prevent, and manage pain; both
spontaneous awakening and breathing trials; choice of analgesia and
sedation; delirium assess, prevent, and manage; early mobility and
exercise; and family engagement and empowerment: a group concept
mapping study. Critical Care Explorations. 2023; 5: e0872.

[84] Janssen TL, Alberts AR, Hooft L, Mattace-Raso F, Mosk CA, van der
Laan L. Prevention of postoperative delirium in elderly patients planned
for elective surgery: systematic review and meta-analysis. Clinical
Interventions in Aging. 2019; 14: 1095–1117.

[85] Cotae AM, Ţigliş M, Cobilinschi C, Băetu AE, Iacob DM, Grinţescu
IM. The impact of monitoring depth of anesthesia and nociception
on postoperative cognitive function in adult multiple trauma patients.
Medicina. 2021; 57: 408.

[86] Ballard C, Jones E, Gauge N, Aarsland D, Nilsen OB, Saxby BK, et al.
Optimised anaesthesia to reduce post operative cognitive decline (POCD)
in older patients undergoing elective surgery, a randomised controlled
trial. PLOS ONE. 2012; 7: e37410.

[87] Sampson EL, Graham F, Teodorczuk A. Is there a role for medication in
managing delirium with dementia? Geriatrics. 2022; 7: 114.

[88] Khaled M, Sabac D, Marcucci M. Postoperative pain and pain manage-
ment and neurocognitive outcomes after non-cardiac surgery: a protocol
for a series of systematic reviews. Systematic Reviews. 2022; 11: 280.

[89] Huang S, Hu H, Cai YH, Hua F. Effect of parecoxib in the treatment
of postoperative cognitive dysfunction: a systematic review and meta-
analysis. Medicine. 2019; 98: e13812.

How to cite this article: Ana-Maria Cotae, Liliana Mirea,
Cristian Cobilinschi, RalucaUngureanu, IoanaMarinaGrinţescu.
Early postoperative cognitive decline—are there any preventive
strategies for surgical patients in the emergency setting? Signa
Vitae. 2024; 20(1): 1-7. doi: 10.22514/sv.2024.001.


	Introduction
	Therapeutic interventions: from experimental to clinical findings
	Current anesthetic strategies for preventing postoperative delirium in emergency settings
	Recommendations

