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Abstract

Background: Postoperative cognitive dysfunction (POCD) manifests as a subtle decline in cognition, potentially leading to
unfavourable postoperative outcomes. We explored the impact of POCD on physical function, length of hospital stay (LOS),
dementia and mortality outcomes.

Methods: PubMed and Scopus were searched until May 2023. All studies of major surgical patients that assessed POCD
and outcomes of interest were included. POCD effects were stratified by surgery type (cardiac and noncardiac) and time of
POCD assessment (<30 and >30 days postsurgery).

Results: Of 2316 studies, 20 met the inclusion criteria. POCD was not associated with functional decline postsurgery.
Patients who experienced POCD postcardiac surgery had an increased relative risk (RR) of death of 2.04 [(95% CI: 1.18,
3.50); 12 =0.00%)]. Sensitivity analyses showed associations with intermediate-term mortality among noncardiac surgical
patients, with an RR of 1.84 [(95% CI: 1.26, 2.71); I? = 0.00%]. Patients who developed POCD <30 days postcardiac and
noncardiac surgeries experienced longer LOS than those who did not [mean difference (MD) = 1.37 days (95% CI: 0.35,
2.39); I =92.38% and MD = 1.94 days (95% CI: 0.48, 3.40); I? =83.29%, respectively]. Postoperative delirium (POD)
may contribute to the heterogeneity observed, but limited data were reported within the studies included.

Conclusions: Patients undergoing cardiac and noncardiac surgeries who developed POCD <30 days postsurgery had poorer
outcomes and an increased risk of premature death. Early recognition of perioperative neurocognitive disorders in at-
risk patients may enable early intervention. However, POD may confound our findings, with further studies necessary to
disentangle the effects of POD from POCD on clinical outcomes.
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Key points

* Cardiac surgical patients who developed postoperative cognitive dysfunction (POCD) <30 days postsurgery were at
increased risk of prolonged length of hospital stay (LOS) and mortality.
* Noncardiac surgical patients who developed POCD <30 days postsurgery had increased LOS and potentially increased

intermediate-term mortality risk.

arly recognition of perioperative neurocognitive disorders to improve the care process for at-risk populations may be
* Early gnit f t gnitive disorders t th for at-risk lat y b

beneficial.

Introduction

Postoperative cognitive dysfunction (POCD) is a disorder
of multiple domains of cognition that develops after surgery
and can persist for several months [1]. Despite a consensus
statement in 1995 [2], variable diagnostic criteria remain
[3]. Nevertheless, most studies define POCD as a decline
of 1-2 standard deviations (SD) in postoperative cognitive
score [3—8], which is in line with recent recommendations
[9]. POCD has been commonly reported postsurgery in
adult patients, ranging in incidence from 17% to 43% [4,
10]. Long-term impacts of POCD have been explored with
inconsistent findings on postoperative performance, risk of
developing dementia and premature mortality [4].

The central nervous system is dependent on adequate
oxygen and blood supply to maintain sufficient internal
environment homeostasis. Mechanisms that lead to hypoxia
or alter the homeostatic cerebral metabolic state may lead
to POCD [11]. Clinical consequences of POCD may vary
according to surgery type and timing of POCD assessment.
Cerebral hypoperfusion and cerebral microemboli are com-
monly considered contributing factors for POCD following
cardiac surgery, and to a lesser extent noncardiac surgery, and
may explain variations in length of hospital stay (LOS) and
mortality risk following POCD [12-14].

Generally, transient factors affecting perioperative out-
comes resolve by 30 days following surgery [9]. Previous
studies have reported that neurocognitive disorders detected
within 30 days lead to longer LOS, but not functional
decline or premature mortality [4, 8]. By contrast, patients
diagnosed with POCD >30 days postsurgery tend to have
poorer function and higher mortality, but not extended
hospitalisation [5-7].

Previous evidence has been inconsistent, possibly due to
variation across studies in the power limitations of primary
studies [5—-8], surgery type, time of POCD assessment, diag-
nostic criteria and outcome measures. Systematic reviews
and meta-analyses (SRMAs) have mostly focused on POCD
incidence [10, 15, 16] and risk factors [17]; some SRMAs
assessed postoperative outcomes associated with different
types of anaesthesia [15, 18], but none have explored the
consequences of POCD. Therefore, we conducted an SRMA
with the following objectives: firstly, to pool and compare
the mean difference (MD) in postoperative functional scores

between patients with and without POCD, and secondly, to
investigate associations between POCD and mortality, LOS
and dementia.

Research design and methods

This SRMA followed the Preferred Reporting Items
for Systematic Reviews and Meta-Analysis (PRISMA)
guidelines [19] and was registered with the International
Prospective Register of Systematic Reviews (PROSPERO)
(CRD42021272954) in September 2021.

Search strategy and selection criteria

Two authors (P.S. and S.S.) independently searched PubMed
and Scopus databases through to 13 May 2023. The litera-
ture search strategy was developed without language restric-
tion based on population (surgery types), exposure (POCD)
and outcomes (function, mortality, LOS and dementia)
(Appendix 1A and B). Reference lists of included studies
were checked to identify additional studies. Searches were
performed independently by PS. and S.S., and discordance
was resolved through discussion with V.S.

Cohort studies were eligible if they included patients aged
> 18 years who underwent major cardiac or noncardiac surg-
eries and were assessed for POCD and any defined outcomes.
Studies with insufficient data for pooling were excluded after
three failed attempts to contact the authors. For duplicate
publications, studies with the longest follow-up time were
selected.

Identification of postoperative cognitive dysfunction

POCD was defined according to the original study defini-
tion, i.e. a decline in cognitive performance postsurgery.
Different cognitive tests were used to diagnose POCD
across studies, including the Mini-Mental State Examination
score (MMSE) [20], Montreal Cognitive Assessment Test
(MoCA) [21] and neuropsychological test batteries (NTBs)
2, 22].

Outcome assessment

Postoperative function was assessed using several tools,
including instrumental activities of daily living (IADL)
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questionnaires [23], Lawton—Brody IADL [24], Adjusted
Lawton Score (ALS) [25], Modified Lawton’s Scale [26],
Alzheimer’s disease cooperative study-activities of daily
living scale for use in mild cognitive impairment (ADCS-
ADL-MCI) [27] and a 36-Item Short Form Survey (SF-36)
[28] (Appendix 2).

Secondary outcomes included LOS, mortality and
dementia. LOS was defined as the total number of days
from admission to discharge or hospital death. Mortality
included death reported at any time postsurgery. Dementia
was defined according to the original study.

Data extraction

PS. and T.K. independently extracted data, which included
author, publication year, country, study design, sample size,
mean age, surgery type and sites, postoperative delirium
(POD), type of cognitive test, POCD diagnostic criteria,
time to define POCD and outcomes of interest. For dichoto-
mous outcomes, aggregated data (number of patients and
number of events) or summary statistics [relative risk (RR)
and 95% confidence intervals (Cls)] were extracted. For
continuous outcomes, aggregated outcome data (mean and
SD) or summary statistics (MD or linear regression beta-
coeflicient) were extracted. Median values with range were
converted to mean and SD [29, 30]. In studies with mixed
surgery types, outcome data were extracted by cardiac and
noncardiac surgery strata.

Risk of bias assessment

The risk of bias (RoB) was independently appraised by
PS. and T.K. using the Newcastle—Ottawa Scale (NOS) for
cohort studies [31]. Discrepancies were resolved through
discussion with V.S.

Data synthesis and analysis

Data pooling was stratified by surgery type (cardiac and
noncardiac) and the time of POCD assessment (<30
and >30 days postsurgery) [9]. For continuous outcomes,
standardised mean differences (SMDs) of postoperative
functional scores between POCD and non-POCD groups
were calculated and pooled as different functional tools
were used. For functional tools, higher scores represent
better function [7, 8, 32-34], except IADL questionnaire
[4] and ALS [25], where higher scores indicated lower
function. Mean values for IADL questionnaire and ALS were
multiplied by —1 to make directionality consistent across
studies [35]. For LOS, unstandardised MDs were calculated
and pooled. RR and associated variance were calculated and
pooled for dichotomous outcomes.

Heterogeneity for each outcome was assessed using the
Cochran’s Q test and /* statistic. If no heterogeneity was
present, a fixed-effects model was used; otherwise, a random-
effects model was applied. Sources of heterogeneity were
explored using sensitivity analyses or meta-regression, as
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appropriate. Potential factors for sensitivity and/or meta-
regression models included age, duration of surgery, POD
at baseline, POCD diagnostic tools and time to assess the
outcomes [36-39]. Duration of surgery was dichotomised
(<220 and >220 minutes) based on the median duration
for the studies included. Each factor was included in a meta-
regression model individually and subjected to subgroup
analysis if a reduction in /> > 50% was detected.

Publication bias was assessed using a funnel plot and
Egger’s test. If positive, a contour-enhanced funnel plot
was performed to determine if the cause of asymmetry was
due to publication bias or heterogeneity. All analyses were
performed using STATA 16, and a P-value <.05 was con-
sidered significant, except for the heterogeneity test, where
the significance threshold was 0.10.

Results

Study selection

Of the 2316 articles identified, 20 studies met the eligibility
criteria (Figure 1); 7 studies [4, 7, 8, 25, 32-34] for func-
tional outcomes; 7 [4-6, 8, 40—42] for mortality; 13 [4, 7, 8,
40-49] for LOS; and 2 [6, 50] for dementia. Study selection
agreement between both reviewers was 98%.

Study characteristics and risk of bias

Study characteristics are shown in Table 1. Study size varied
from 31 to 1513 participants (median 226); average age was
66 =+ 5.37 years. Eleven studies [6, 25, 32, 34, 41-43, 45, 46,
48, 49], 8 [4, 5, 7, 33, 40, 44, 47, 50] and 1 [8] focused on
cardiac, noncardiac or both, respectively. Among 20 studies
included, 12 [5, 6, 25, 32-34, 41, 43, 45, 46, 48, 50] did
not report POD assessment, while 8 [4, 7, 8, 40, 42, 44,
47, 49] reported POD using varying diagnostic criteria, with
incidence ranging from 3% to 33%. Of these, 3 [4, 8, 40]
assessed POD during the same period as POCD assessment;
1 [44] evaluated POD at a different period to POCD, while
the others did not report timing. The timing of POCD
assessment varied between 7 days to 1 year postsurgery; we
compared POCD assessment <30 days and >30 days. Seven
studies assessed POCD <30 days [8, 42—-46, 49], 7 assessed
>30 days [6, 7, 32-34, 41, 48] and 6 assessed across both
periods [4, 5, 25, 40, 47, 50]. Most studies used NTB to
assess cognition [4—7, 25, 32, 34, 40, 41, 44-50], four used
MoCA [8, 33] or MMSE [42, 43] (Appendix 2). Sixteen
studies were considered to have low RoB [4-8, 25, 32, 33,
40,41, 43, 45-48, 50], and 4 had high RoB [34, 42, 44, 49]
(Appendix 3).

Postoperative function

Seven studies [4, 7, 8, 25, 32-34] reported functional out-
comes; 6 [4, 7, 25, 32-34] assessed POCD >30 days, while
1 [8] assessed POCD at 7 days. Functional outcomes were

measured between 3 and 12 months postoperatively using
different tools (Table 1).
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Identification of studies via databases and registers
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Figure 1. PRISMA flow. POCD, postoperative cognitive dysfunction; PRISMA, Preferred Reporting Items for Systematic Review

and Meta-analysis.

Postoperative functional scores were pooled and stratified
by surgical type, which included 4 cardiac (n=374) [8, 25,
32, 34] and 4 noncardiac surgery studies (n=1192) [4, 7, 8,
33], (Figure 2A and B). No differences in postoperative func-
tional scores were detected between POCD and non-POCD
groups for either cardiac [SMD = —0.18 (95% CI: —0.42,

0.05); I* =0.00%] or noncardiac surgeries [SMD = —0.23
(95% CI, —0.84, 0.38); I* = 84.34%].

To explore heterogeneity among cardiac surgery studies,
exclusion of a study [34] with a high RoB had no significant
effect with SMD of —0.11 [(95% CI: —0.37, 0.14);
I’ =0.00%] (Appendix 5.1A). Additionally, pooling 3
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A. Cardiac surgery, pooled analysis of POCD assessment <30 and =30 days
POCD Non-POCD SMD Weight
Study N Mean SD N Mean SD with 95% CI (%)
Hogue_1, 2008 14 24.00 4.12 94 26.00 3.88—.—}— -0.51[-1.08, 0.05] 17.14
Benvenuti, 2014 22 -0.32 0.10 57 -0.32 0.10 ——— 0.00[-0.49, 0.49] 2265
Tarasova, 2020 57 78.33 19.01 43 80.00 19.17 + -0.09[-0.48, 0.31] 34.95
Suraarunsumrit, 2022 25 6.12 1.88 62 6.56 1.70 —— -0.25[-0.72, 0.21] 25.26
|
Overall ~ = -0.18 [ -0.42, 0.05]
Heterogeneity: I° = 0.00%, H’ = 1.00 i
Test of 8 = 6;: Q(3) =2.13, p = 0.54 i
Testof 8= 0:z=-1.52, p=0.13 i
-1 5 0 5
Fixed-effects inverse-variance model
Sorted by: Year
B. Noncardiac surgery, pooled analysis of POCD assessment <30 and =30 days
POCD Non-POCD SMD Weight
Study N Mean SD N Mean SD with 95% CI (%)
Monk, 2008 74 -010 25 852 -0.10 15 }I— 0.00[-0.24, 0.24] 29.48
Borges, 2017 10 76.67 215 31 73.33 19.43 ——1l— 0.17[-0.55, 0.88] 2164
|
Deiner, 2020 21 3857 752 129 4329 335 —l— | -1.13[-1.61, -0.65] 25.90
Suraarunsumrit, 2022 11 655 221 64 631 1.99 ——Jl— 0.12[-0.52, 0.76] 22.98
|
Overall i -0.23[-0.84, 0.38]
|
Heterogeneity: 1° = 0.31, I” = 84.34%, H’ = 6.39 1
Test of 8 = 6;: Q(3) = 19.16, p = 0.00 ;
Testof 8= 0:2=-0.74, p = 0.46 !
2 1 0 1
Random-effects DerSimonian—Laird model
Sorted by: Year

Figure 2. Forest plot of postoperative functions between POCD and non-POCD stratified by surgery type. POCD, postoperative

cognitive dysfunction; SMD, standardised mean difference.

studies [25, 32, 34] without reported POD did not shift
the effect size [SMD of —0.16 (95% CI: —0.43, 0.11);
I’ =1.02%]. For noncardiac surgery, only duration of
surgery was identified as a potential explanatory factor for
heterogeneity (Appendix 4A); however, due to the limited
number of studies, a subgroup analysis could not be under-
taken. Exclusion of an outlier among noncardiac surgery
studies, using the ADCS-ADL-MCI tool [7], reduced het-
erogeneity, but did not affect the difference in postoperative
function [SMD =0.03 (95% CI: —0.18, 0.24); I* = 0.00%)]
(Appendix 5.1B). POCD assessments among noncardiac
surgery patients were performed at 90 days [4, 7, 33] and
at 7 days [8] postsurgery; exclusion of the latter [8] did not
reduce heterogeneity (I° =89.09%) with SMD of —0.33
(95% CI: —1.12, 0.46) (Appendix 5.1C). Sensitivity analysis
in noncardiac surgery, excluding a study [33] without
POD assessment, did not materially change the result with
SMD of —0.34 [(95% CI: —1.10, 0.42); I* =89.05%]
(4,7, 8].

Mortality

Four and 4 studies reported mortality outcome following
POCD in cardiac [6, 8, 41, 42] (n=2410) and noncardiac
[4, 5, 8, 40] (n=2518) surgeries, respectively. For cardiac
surgery, two studies assessed POCD <30 days [8, 42], and
2 assessed POCD >30 days [6, 41]. For noncardiac surgery,
4 assessed POCD <30 days [4, 5, 8, 40] (n=2518), and 3
assessed POCD >30 days [4, 5, 40]. Three studies [4, 8, 40]
defined POD separately from POCD assessment <30 days.
Four studies reported intermediate-term mortality (up to
1 year) [4, 8, 40, 41], and 2 reported long-term mortality
(up to 8 years) [5, 6] (Table 1).

For cardiac surgery, the number of studies was insuffi-
cient to undertake a stratified analysis by period of POCD.
A pooled analysis of both POCD <30 days and POCD
>30 days [6, 8, 41, 42] was associated with an increased risk
of death with RR of 2.04 [(95% CI: 1.18, 3.50); /* = 0.00%)]
(Figure 3A). For noncardiac surgery, both POCD assessment
<30 days [4, 5, 8, 40] (n=2518) and POCD assessment
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Outcomes associated with POCD

A. Cardiac surgery, pooled analysis of POCD assessment <30 and =30 days

POCD  Non-POCD RR Weight
Study Yes No Yes No with 95% ClI (%)
Toeg, 2013 0 121 2 529 = : 0.87[0.04, 18.05] 6.90
Evered, 2016 8 28 20 247 —— 297[1.41, 6.23] 3517
Momeni, 2019 7 263 15 1,065 + 1.87[0.77, 4.53] 44.40
Suraarunsumrit, 2022 1 31 3 70 L 0.76[0.08, 7.03] 13.53

Heterogeneity: I” = 0.00%, H’ = 1.00
Test of 8 = 6;: Q(3) = 2.08, p = 0.56

|
|
|
Overall <3 2.04[1.18, 3.50]
|
|
|
|
|
Testof 6 =0:z=2.57, p=0.01 !

1716 1/4 1 4 16

Fixed-effects Mantel-Haenszel model
Sorted by: Year

B. Noncardiac surgery with POCD assessment <30 days

POCD Non-POCD RR Weight
Study Yes No Yes No ' with 95% CI (%)
Monk, 2008 37 330 35 619 _r 1.88[1.21, 2.94] 33.13
Steinmetz, 2009 54 65 206 286 [ | 1.08[0.87, 1.35] 48.56
Franck, 2016 8 136 22 632 —:l— 1.65[0.75, 3.63] 17.30
Suraarunsumrit, 2022 0 13 0 75 i 5.43[0.11, 262.42] 1.01

Heterogeneity: 1° = 0.07, I” = 48.91%, H’ = 1.96
Test of 8 = 8: Q(3) = 5.87, p = 0.12

Overall L 4 142096, 2.11]
|
|
|
|
Testof 8=0:z=1.76, p = 0.08 J

Random-effects DerSimonian—Laird model
Sorted by: Year

C. Noncardiac surgery with POCD assessment =30 days

POCD Non-POCD RR Weight
Study Yes No Yes No with 95% CI (%)
|
Monk, 2008 6 67 20 821 ~—l—3.46 [ 1.43, 8.34] 35.98
Steinmetz, 2009 32 25 217 322 . 1.39[1.08, 1.79] 56.06
Franck, 2016 0 52 22 632 o 1 0.27[0.02, 4.46] 7.96
|
Overall P 1.70[0.73, 3.96]

1
Heterogeneity: 1° = 0.32, I” = 61.40%, H’ = 2.59 :
Test of © = ;: Q(2) = 5.18, p = 0.07 ;
Testof 8= 0:z=1.23, p = 0.22 i

132 18 172 2 8

Random-effects DerSimonian—Laird model
Sorted by: Year

Figure 3. Forest plot of mortality risk between POCD and non-POCD stratified by surgery type and POCD assessment period.
POCD, postoperative cognitive dysfunction; RR, relative risk.

>30 days [4, 5, 40] (n=2216) showed no significant mor- Sensitivity analysis among cardiac surgery studies excluded
tality differences with RR of 1.42 [(95% CI: 0.96, 2.11); 1 study [42] with a high RoB with similar results [RR of
I? =48.91%] and 1.70 [(95% CI: 0.73, 3.96); I* = 61.40%]  2.17 (95% CI: 1.10, 4.28); I* =0.00%] (Appendix 5.2A).
respectively, (Figure 3B and C). In addition, the exclusion of 2 studies [6, 41] that did not
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assess POD did not substantially change results, with RR
1.61 [(95% CI: 0.71, 3.63); I* = 0.00%] [8, 42].

Among noncardiac surgery studies, age, follow-up
time and duration of surgery were potential explanatory
factors for heterogeneity identified by meta-regression
(Appendix 4B and C). However, subgroup analysis was
not possible, given the small number of studies. In a
sensitivity analysis to explore the effect of mortality—
time follow-up, a study assessing long-term mortality
[5] was excluded. Among studies reporting intermediate-
term mortality, and which reported POCD separately
from POD [4, 8, 40], noncardiac surgical patients who
developed POCD <30 days had an increased mortality
risk, with RR 1.84 [(95% CI: 1.26, 2.71); I* =0.00%]
(Appendix 5.2B).

Length of hospital stay

Six [8, 42, 43, 45, 46, 49] (n=4589) and 5 [4, 8, 40, 44, 47]
(7=2156) studies assessing POCD <30 days reported LOS
following cardiac and noncardiac surgeries, respectively, and
3 studies [7, 40, 47] (n=2884) assessing POCD >30 days
reported LOS postnoncardiac surgery (Table 1). Of these,
3 cardiac surgery [8, 42, 49] and all noncardiac surgery
studies [4, 7, 8, 40, 44, 47] reported POD assessment.
Patients with POCD <30 days tended to have a longer LOS
of 1.37 days [(95% CI: 0.35, 2.39); I* =92.38%] follow-
ing cardiac surgery [8, 42, 43, 45, 46, 49] and 1.94 days
[(95% CI: 0.48, 3.40); > =83.29%] following noncar-
diac surgery [4, 8, 40, 44, 47] compared to non-POCD
patients (Figure 4A and B). The LOS for patients with
POCD assessment >30 days postnoncardiac surgery [7, 40,
47] was not significant [MD =0.97 (95% CI: —0.17, 2.11);
I* =12.27%] (Figure 4C).

Meta-regression to explore heterogeneity in LOS follow-
ing cardiac surgery showed heterogeneity could be reduced
slightly by accounting for different subtypes of cardiac
surgery [i.e. coronary artery bypass graft (CABG) and mixed
CABG plus valve surgery] (Appendix 4D); for studies that
included patients with mixed cardiac surgeries, LOS tended
to be longer by 2.04 days [(95% CI: 1.65, 2.44); I’ = 0.00%]
in the POCD group (Appendix 6.1). In addition, a subgroup
analysis was also performed in studies that did and did
not report POD in cardiac surgery. For studies reporting
POD [8, 42, 49], POCD patients had an increased LOS of
2.66 days [(95% CI: 1.07, 4.24); I* = 39.55%] compared to
non-POCD patients (Appendix 6.2). A sensitivity analysis
excluded 2 cardiac surgery studies [42, 49] with high RoB
with no significant difference for LOS [MD=0.81 (95%
CI: —0.306, 1.98); I* =79.78%] (Appendix 5.3A). Among
noncardiac surgery studies, no significant explanatory
factors for heterogeneity were identified (Appendix 4E).
A sensitivity analysis excluding one high RoB study [44]
using fixed LOS (<3 days) with noncardiac surgical
patients with POCD assessed <30 days confirmed a longer
LOS of 2.33 days [(95% CI: 1.24, 3.42); I’ =28.94%]
(Appendix 5.3B).
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Publication bias

No publication bias for functional outcomes following
cardiac surgeries (Appendix 7.1A) and mortality outcomes
following cardiac and noncardiac surgeries was detected
(Appendix 7.2A-C). Funnel plots were asymmetric for
postoperative function following noncardiac surgery
(Appendix 7.1B) and LOS following both cardiac and
noncardiac surgeries (Appendix 7.3A and B). Contour-
enhanced funnel plots indicated that funnel asymmetry was
likely due to heterogeneity rather than publication bias.

Discussion

Our study demonstrated that patients who underwent car-
diac surgery had an increased mortality risk following devel-
opment of POCD regardless of time of POCD assessment.
Although the overall risk of death did not differ signifi-
cantly for patients who underwent noncardiac surgery and
developed POCD, sensitivity analysis identified a significant
association with intermediate-term mortality. Patients who
developed POCD <30 days postsurgery were more likely to
have extended LOS following both cardiac and noncardiac
surgeries. The LOS was not significantly different for patients
with POCD assessment >30 days postsurgery. Patients who
developed POCD following either cardiac or noncardiac
surgery did not experience significant functional decline
postoperatively.

The pathogenesis of POCD remains unclear, and sev-
eral contributing factors have been proposed [13, 14, 51,
52]. Various neuroinflammatory mechanisms play essential
roles, supported by studies in animal models and humans
following cardiac and noncardiac surgeries. Furthermore,
several additional actiologies, including preexisting cogni-
tive impairment, anaesthetic agents and metabolic derange-
ments, have also been proposed as potential contributory fac-
tors postsurgery. Cerebral hypoperfusion, cerebral microem-
boli and hemodynamic derangements have been proposed as
potential mechanisms specifically following cardiac surgery
[14, 51, 52]. These processes have the potential to lead to
permanent anatomical and physiological changes that are
less amenable to full recovery, possibly exacerbating associ-
ated postoperative complications [14, 53]. In contrast, some
aetiological factors that contribute to POCD in noncardiac
surgeries, such as metabolic derangements and medications,
are nonanatomical and may be potentially reversible. Perma-
nent irreversible lesions are likely to be associated with a more
substantial impact or have synergistic effects with cardio-
vascular comorbidities and may explain negative outcomes,
such as increased mortality, associated with POCD devel-
opment following cardiac surgeries compared to noncardiac
surgeries. A previous study reported most patients who devel-
oped POCD following noncardiac surgery showed cognitive
recovery within 6 months [54], which may represent suffi-
cient time to detect the effect of POCD on mortality in the
intermediate term, as shown in our study. Nevertheless, given
the heterogeneity across studies, stratification by surgery type
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Outcomes associated with POCD

A. Cardiac surgery with POCD assessment <30 days

Random-effects DerSimonian—Laird model
Sorted by: Year

POCD Non-POCD MD Weight
Study N Mean SD N Mean SD with 95% CI (%)
Boodhwani, 2006 265 69 3 183 63 .2 .i 0.60[ 0.55, 0.65] 26.35
Liu, 2009 110 86 32 114 93 34 i | -0.70 [ -1.57, 0.17] 22.16
Norkiené, 2010 59 203 159 68 148 54 ‘r 5.50[ 1.48, 9.52] 5.17
Hayashi, 2018 51 213 76 130 18.7 6 + 2.60[ 0.50, 4.70] 12.44
Momeni, 2019 270 10 5.2 1,080 8 22 . 2.00[ 1.59, 2.41] 25.31
Suraarunsumrit, 2022 46 136 105 73 106 54 —%—l— 3.00[ 0.13, 5.87] 855
Overall < 1.37[ 0.35, 2.39]
Heterogeneity: 7= 1.03; = 92.38%, H =13.13 :
Test of 6 = 8;: Q(5) = 65.65, p = 0.00 i
Testof ®=0:z=2.64, p=0.01 1

5 0 5 10

B. Noncardiac surgery with POCD assessment <30 days

Suraarunsumrit, 2022 13 15
Overall .
Heterogeneity: 1° = 1.89, I’ = 83.29%, H’ = 5.98 :
Test of 8 = 6;: Q(4) = 23.93, p = 0.00 |
Testof 6 =0: z=2.60, p = 0.01 i

78 75 93 59

POCD Non-POCD MD Weight
Study N Mean SD N Mean SD with 95% CI (%)
Rodriguez, 2005 12 8 2 17 6 1 —*— 2.00[ 0.90, 3.10] 25.14
Monk, 2008 367 66 163 654 48 59 —— 1.80[ 0.41, 3.19] 23.20
Krenk, 2014 20 25 .8 200 23 7 i 0.20[-0.13, 0.53] 28.91
Franck, 2016 144 13 117 654 10 185 -—l—l— 3.00[-0.15, 6.15] 12.40

|
———®——— 570[ 2.05,9.35] 10.36
|

1.94[ 0.48, 3.40]

Random-effects DerSimonian—Laird model
Sorted by: Year

C. Noncardiac surgery with POCD assessment =30 days

POCD Non-POCD MD Weight
Study N Mean SD N Mean SD with 95% CI (%)
|
Rodriguez, 2005 5 8 2 23 7 22— 1.00[-0.93, 2.93] 29.84

Franck, 2016 52 15 283 654 10 185

5.00[-0.47, 10.47] 4.27
0.70[-0.46, 1.86] 65.89

0.97[-0.17, 2.11]

Random-effects DerSimonian—Laird model
Sorted by: Year

Deiner, 2020 21 4 4129 33 22 i
Overall
Heterogeneity: T° = 0.16, I’ = 12.27%, H> = 1.14 1
Test of 8 = 8;: Q(2) = 2.28, p = 0.32 |
Testof 8 =0:z=1.67, p=0.09 |
0 5 10

Figure 4. Forest plot of length of hospital stay between POCD and non-POCD stratified by surgery type and POCD assessment
period. POCD, postoperative cognitive dysfunction; MD, mean difference.

may not be sufficient to explore the occurrence and outcomes
of POCD. Several complex vascular surgeries or neurosurg-
eries may exert effects on perioperative cognition similar to
those observed following cardiac surgery. Nevertheless, we
could not evaluate this given the limited number of studies
available.

Patients who had POCD assessment <30 days were more
likely to have an extended hospital stay following both car-
diac and noncardiac surgeries. This finding is consistent with
the explanation that patients with POCD may be vulnerable
to in-hospital postoperative complications, contributing to

prolonged LOS [55]. The heterogeneity associated with LOS
may be explained by several factors. Different types of cardiac
surgery also affect the LOS, as evidenced in the subgroup
analysis showing that only mixed CABG plus valve surgery
was associated with longer LOS. Variations in the provision
of postoperative care across different healthcare systems may
also contribute to the heterogeneity observed [56].

No significant differences in postoperative physical func-
tion were observed in patients who developed POCD across
all stratified analyses. However, one study used the ADCS-
ADL-MCI assessment tool [7], which contains more items
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to evaluate higher cognitive function, including the executive
domain, which is crucial for higher-level functioning, such
as financial management or critical decision-making [57].
Moreover, their study reported that patients who developed
POCD were more likely to have lower function compared
to patients who did not develop POCD. It is possible that
most studies included in the present analysis had functional
tools that may have lacked sufficient sensitivity to detect such
subtle changes in executive function.

Both time of POCD assessment and time of functional
evaluation play a role in the heterogeneity associated with the
functional outcomes in our study. However, pooling POCD
effects on functional outcomes following cardiac surgery
identified no heterogeneity despite the assessment of func-
tional outcomes at various time-points (i.e. 90-365 days).
In contrast, the effect of POCD on functional outcomes
following noncardiac surgery was highly heterogeneous, even
though all four studies [4, 7, 8, 33] assessed functional
outcomes at 90 days postsurgery. A sensitivity analysis that
excluded one study [8] that assessed POCD at 7 days did not
reduce heterogeneity. Further longitudinal cohort studies are
needed to explore the temporal relationship between POCD
and postoperative function and the optimal assessment time-
point.

Our findings suggest that POCD is associated with
increased mortality and LOS in both cardiac and noncardiac
surgical patients, particularly those with POCD assessment
<30 days. POD is a common occurrence that may also
lead to negative outcomes similar to POCD [58]. POD
and POCD could reflect a continuum of disease due to
similar underlying pathology but could also confound the
measurement of each other. However, POD assessment was
reported in only 8 out of 20 studies included; sensitivity and
subgroup analyses in these studies on mortality and LOS
showed similar trends to the main findings, reducing the
likelihood of confounding. Future studies should explicitly
report the assessment of both conditions and analyse the
effect of POCD separately from POD.

Odur study has several strengths: this is the first SRMA to
explore several clinical outcomes associated with POCD,
with stratification by surgery type and time of POCD
assessment. Although we had proposed a priori subgroup
analyses, stratified analyses were undertaken given their
influence on POCD occurrence and the associated het-
erogeneity observed. We undertook several sensitivity
analyses to explore this, without major changes in effect
size. Our findings highlight the potential negative POCD
consequences that would benefit from a comprehensive
geriatric assessment to improve in-hospital and longer-term
perioperative outcomes.

There were several limitations to our study. Firstly,
approximately one-fifth of the primary studies included were
considered at high RoB. However, all studies scored at least
5 in the RoB assessment, which is considered acceptable
for pooling [59]. Secondly, there was large variation in
functional assessment tools within the meta-analysis; we
therefore used SMD for comparisons across studies and
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explored sources of heterogeneity. Thirdly, various POCD
diagnostic criteria across studies may further contribute
to heterogeneity, but given the limited number of studies,
studying this further was not possible. Fourthly, there is a
conflicting classification that exists between previous and
new studies for the definition of perioperative cognitive
disorders [9]. POCD assessment <30 days, as defined in
our study, may represent delayed neurocognitive recovery,
while POCD assessed >30 days postsurgery may represent
postoperative neurocognitive disorders, according to the
2018 nomenclature, although no included studies were
considered fully compliant with the new nomenclature.
We were, therefore, unable to reconcile our classification
against the 2018 nomenclature. Fifthly, we could not pool
association effects between POCD and dementia because
of the limited number of studies that reported dementia
outcomes. Lastly, we could not disentangle the effect of
POD and POCD effect on clinical outcomes, given the
limited number of studies reporting POD.

Conclusions

Patients undergoing cardiac surgery were at an increased
mortality risk, and those diagnosed with POCD <30 days
had an increased risk of prolonged LOS. Noncardiac surgical
patients with POCD assessed <30 days also tended to have
an increased LOS and higher intermediate-term mortality
risk. Early recognition of POCD and the provision of com-
prehensive care for older patients may improve outcomes.

Acknowledgements: This work was conducted as part of
the Mahidol University Health Technology Assessment
Program through a scholarship provided by Mahidol
University and the International Decision Support Initiative
(iDSI). Thanks to Assoc. Prof. Arunotai Siriussawakul,
Department of Anesthesiology, Faculty of Medicine Siriraj
Hospital, Mahidol University, Bangkok, Thailand and Assoc.
Prof. Simone Messerotti Benvenuti, Department of General
Psychology, University of Padua, Padua, Italy, for providing
additional data upon request.

Supplementary Data: Supplementary data are available at
Age and Ageing online.

Declaration of Conflicts of Interest: None.

Declaration of Sources of Funding: This work is part of
the training towards a PhD degree in Health Technology
Assessment (HTA), for which a scholarship was provided by
Mahidol University. This study received funding from the
National Research Council of Thailand (N42A640323).

References

1. Kotekar N, Shenkar A, Nagaraj R. Postoperative cognitive
dysfunction - current preventive strategies. Clin Interv Aging
2018;13:2267-73.

G20z Jequieaydas | uo Josn puejiey] ‘AysiaAlun [OpIYe AQ ¥GLZ../09L9€e/2/gS/eiMe/Bulabe/woo dno-olwapeoe)/:sdjy Wwo papeojumod


https://academic.oup.com/ageing/article-lookup/doi/10.1093/ageing/afae160#supplementary-data

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

. Murkin JM, Newman SP, Stump DA ¢t 4l Statement of

consensus on assessment of neurobehavioral outcomes after
cardiac surgery. Ann Thorac Surg 1995;59:1289-95.

. Borchers F, Spies CD, Feinkohl I ez a/ Methodology of

measuring postoperative cognitive dysfunction: a systematic
review. Br | Anaesth 2021;126:1119-27.

. Monk TG, Weldon BC, Garvan CW et al. Predictors of cogni-

tive dysfunction after major noncardiac surgery. Anesthesiology
2008;108:18-30.

. Steinmetz J, Christensen KB, Lund T et a/. Long-term conse-

quences of postoperative cognitive dysfunction. Anesthesiology
2009;110:548-55.

. Evered LA, Silbert BS, Scott DA et al. Prevalence of dementia

7.5 years after coronary artery bypass graft surgery. Anesthesi-
ology 2016;125:62-71.

. Deiner S, Liu X, Lin HM ez al. Does postoperative cogni-

tive decline result in new disability after surgery? Ann Surg
2021;274:¢1108-14.

. Suraarunsumrit P, Pathonsmith C, Srinonprasert V et al.

Postoperative cognitive dysfunction in older surgical patients
associated with increased healthcare utilization: a prospective
study from an upper-middle-income country. BMC Geriatr
2022;22:213.

. Evered L, Silbert B, Knopman DS ez a/. Recommendations for

the nomenclature of cognitive change associated with anaes-
thesia and surgery-2018. Br J Anaesth 2018;121:1005-12.
Greaves D, Psaltis PJ, Ross T] er al. Cognitive outcomes
following coronary artery bypass grafting: a systematic
review and meta-analysis of 91,829 patients. [nr | Cardiol
2019;289:43-9.

Chen N, Lu J. Meta-analysis of the correlation between
postoperative cognitive dysfunction and intraoperative
cerebral oxygen saturation. Compur Math Methods Med
2022;2022:1-6.

Glumac S, Kardum G, Karanovic N. Postoperative cognitive
decline after cardiac surgery: a narrative review of current
knowledge in 2019. Med Sci Monit 2019;25:3262-70.
Green CM, Schaffer SD. Postoperative cognitive dysfunction
in noncardiac surgery: a review. Trends Anaesth Crit Care
2019;24:40-8.

Vu T, Smith JA. An update on postoperative cogni-
tive dysfunction following cardiac surgery. Fronr Psych
2022;13:884907.

Pang QY, Duan LP, Jiang Y er al. Effects of inhalation and
propofol anaesthesia on postoperative cognitive dysfunction
in elderly noncardiac surgical patients: a systematic review and
meta-analysis. Medicine (Baltimore) 2021;100:€27668.

Sun JH, Wu XY, Wang W] ez al. Cognitive dysfunction after
off-pump versus on-pump coronary artery bypass surgery: a
meta-analysis. J Int Med Res 2012;40:852-8.

Greaves D, Psaltis PJ, Davis DHJ ez al. Risk factors for delir-
ium and cognitive decline following coronary artery bypass
grafting surgery: a systematic review and meta-analysis. / Am
Heart Assoc 2020;9:e017275.

Bhushan S, Huang X, Duan Y ez a4/ The impact of
regional versus general anesthesia on postoperative neurocog-
nitive outcomes in elderly patients undergoing hip fracture
surgery: a systematic review and meta-analysis. nz J Surg
2022;105:106854.

Page M], McKenzie JE, Bossuyt PM ez al. The PRISMA
2020 statement: an updated guideline for reporting systematic
reviews. BMJ 2021;372:n71.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

Outcomes associated with POCD

Folstein MF, Folstein SE, McHugh PR. “Mini-mental state”.
A practical method for grading the cognitive state of patients
for the clinician. J Psychiatr Res 1975;12:189-98.

Nasreddine ZS, Phillips NA, Bédirian V et a/. The Montreal
cognitive assessment, MoCA: a brief screening tool for mild
cognitive impairment. J Am Geriatr Soc 2005;53:695-9.
Weintraub S, Salmon D, Mercaldo N et 4/, The Alzheimer’s
Disease Centers' Uniform Data Set (UDS): the neuropsy-
chologic test battery. Alzheimer Dis Assoc Disord 2009;23:
91-101.

Péres K, Helmer C, Amieva H et a4/ Natural history of
decline in instrumental activities of daily living performance
over the 10 years preceding the clinical diagnosis of demen-
tia: a prospective population-based study. J Am Geriatr Soc
2008;56:37—-44.

Lawton MP, Brody EM. Assessment of older people: self-
maintaining and instrumental activities of daily living. Geron-
tologist 1969;9:179-86.

Messerotti Benvenuti S, Patron E, Zanatta P et al Pre-
existing cognitive status is associated with reduced behav-
joral functional capacity in patients 3 months after cardiac
surgery: an extension study. Gen Hosp Psychiatry 2014;36:
368-74.

Harper KJ, Riley V, Jacques A ez al. Australian modified Law-
ton’s instrumental activities of daily living scale contributes to
diagnosing older adults with cognitive impairment. Australas
J Ageing 2019;38:199-205.

Pedrosa H, De Sa A, Guerreiro M et a/. Functional evaluation
distinguishes MCI patients from healthy elderly people — the
ADCS/MCI/ADL scale. ] Nutr Health Aging 2010;14:703-9.
Ware JE Jr, Sherbourne CD. The MOS 36-item short-form
health survey (SF-36). I. Conceptual framework and item
selection. Med Care 1992;30:473—83.

Wan X, Wang W, Liu J et al. Estimating the sample mean
and standard deviation from the sample size, median, range
and/or interquartile range. BMC Med Res Methodo! 2014;14:
135.

Hozo SP, Djulbegovic B, Hozo I. Estimating the mean and
variance from the median, range, and the size of a sample.
BMC Med Res Methodol 2005;5:13.

Wells G, Shea B, O’Connell D et 2/ The Newcastle—Ottawa
Scale (NOS) for Assessing the Quality of Non-Randomized
Studies in Meta-Analysis. The Ottawa hospital, 2021. htep://
www.ohri.ca/programs/clinical_epidemiology/oxford.asp.
Tarasova IV, Trubnikova OA, Kupriyanova TV ez a/. Impact
of persistent postoperative cognitive dysfunction on qual-
ity of life in long-term postoperative period after coronary
artery bypass grafting. Kardiologiya i Serdechno-Sosudistaya
Khirurgiya 2020;13:489-96.

Borges ], Moreira J, Moreira A ez al. Impact of postoperative
cognitive decline in quality of life: a prospective study. Rev
Bras Anestesiol 2017;67:362-9.

Hogue CW Jr, Fucetola R, Hershey T e¢r al. The role of
postoperative neurocognitive dysfunction on quality of life
for postmenopausal women 6 months after cardiac surgery.
Anesth Analg 2008;107:21-8.

Higgins JPT, Li T, Deeks JJ (editors). Chapter 6: Choosing
effect measures and computing estimates of effect. In: Higgins
JPT, Thomas J, Chandler J, Cumpston M, Li T, Page MJ,
Welch VA (ed.), Cochrane Handbook for Systematic Reviews of
Interventions version 6.2 (updated February 2021). Cochrane,
2021. Available from www.training.cochrane.org/handbook.

G20z Jequieaydas | uo Josn puejiey] ‘AysiaAlun [OpIYe AQ ¥GLZ../09L9€e/2/gS/eiMe/Bulabe/woo dno-olwapeoe)/:sdjy Wwo papeojumod


http://www.ohri.ca/programs/clinical_epidemiology/oxford.asp
http://www.ohri.ca/programs/clinical_epidemiology/oxford.asp
http://www.ohri.ca/programs/clinical_epidemiology/oxford.asp
http://www.ohri.ca/programs/clinical_epidemiology/oxford.asp
http://www.ohri.ca/programs/clinical_epidemiology/oxford.asp
http://www.ohri.ca/programs/clinical_epidemiology/oxford.asp
http://www.ohri.ca/programs/clinical_epidemiology/oxford.asp
http://www.ohri.ca/programs/clinical_epidemiology/oxford.asp
http://www.ohri.ca/programs/clinical_epidemiology/oxford.asp
http://www.ohri.ca/programs/clinical_epidemiology/oxford.asp
http://www.ohri.ca/programs/clinical_epidemiology/oxford.asp
http://www.ohri.ca/programs/clinical_epidemiology/oxford.asp
http://www.ohri.ca/programs/clinical_epidemiology/oxford.asp
http://www.ohri.ca/programs/clinical_epidemiology/oxford.asp
http://www.ohri.ca/programs/clinical_epidemiology/oxford.asp
http://www.ohri.ca/programs/clinical_epidemiology/oxford.asp
http://www.ohri.ca/programs/clinical_epidemiology/oxford.asp
http://www.ohri.ca/programs/clinical_epidemiology/oxford.asp
http://www.ohri.ca/programs/clinical_epidemiology/oxford.asp
www.training.cochrane.org/handbook
www.training.cochrane.org/handbook
www.training.cochrane.org/handbook
www.training.cochrane.org/handbook
www.training.cochrane.org/handbook
www.training.cochrane.org/handbook
www.training.cochrane.org/handbook
www.training.cochrane.org/handbook
www.training.cochrane.org/handbook
www.training.cochrane.org/handbook
www.training.cochrane.org/handbook

P. Suraarunsumrit et al.

36.

37.

38.

39.

40.

41.

42.

43.

44.

45.

46.

47.

Kawahito K, Adachi H, Yamaguchi A ez al. Preoperative risk
factors for hospital mortality in acute type a aortic dissection.
Ann Thorac Surg 2001;71:1239-43.

Turrentine FE, Wang H, Simpson VB et al. Surgical risk
factors, morbidity, and mortality in elderly patients. / Am Coll
Surg 2006;203:865-77.

Cheng H, Clymer JW, Po-Han Chen B ez 4/. Prolonged oper-
ative duration is associated with complications: a systematic
review and meta-analysis. / Surg Res 2018;229:134-44.
Sukharamwala P, Thoens J, Szuchmacher M et a/. Advanced
age is a risk factor for post-operative complications and mor-
tality after a pancreaticoduodenectomy: a meta-analysis and
systematic review. HPB (Oxford) 2012;14:649-57.

Franck M, Nerlich K, Neuner B ez 4. No convincing asso-
ciation between post-operative delirium and post-operative
cognitive dysfunction: a secondary analysis. Acta Anaesthesiol
Scand 2016;60:1404-14.

Toeg HD, Nathan H, Rubens F ez 4/. Clinical impact of neu-
rocognitive deficits after cardiac surgery. J Thorac Cardiovasc
Surg 2013;145:1545-9.

Momeni M, Meyer S, Docquier MA ¢t al. Predicting
postoperative delirium and postoperative cognitive decline
with combined intraoperative electroencephalogram moni-
toring and cerebral near-infrared spectroscopy in patients
undergoing cardiac interventions. J Clin Monit Comput
2019;33:999-1009.

Hayashi K, Oshima H, Shimizu M et al. Preoperative 6-
minute walk distance is associated with postoperative cogni-
tive dysfunction. Ann Thorac Surg 2018;106:505-12.

Krenk L, Kehlet H, B&k Hansen T ez a/. Cognitive dysfunc-
tion after fast-track hip and knee replacement. Anesth Analg
2014;118:1034-40.

Liu YH, Wang DX, Li LH et al. The effects of cardiopul-
monary bypass on the number of cerebral microemboli and
the incidence of cognitive dysfunction after coronary artery
bypass graft surgery. Anesth Analg 2009;109:1013-22.
Boodhwani M, Rubens FD, Wozny D et 4l Predictors of
early neurocognitive deficits in low-risk patients undergo-
ing on-pump coronary artery bypass surgery. Circulation
2006;114:1461-6.

Rodriguez RA, Tellier A, Grabowski ] ¢z al. Cognitive dys-
function after total knee arthroplasty: effects of intraopera-
tive cerebral embolization and postoperative complications.

J Arthroplasty 2005;20:763-71.

48.

49.

50.

51.

52.

53.

54.

55.

56.

57.

58.

59.

Hogue CW, Fucetola R, Hershey T et al. Risk factors for
neurocognitive dysfunction after cardiac surgery in post-
menopausal women. Ann Thorac Surg 2008;86:511-6.
Norkiené I, Samalavicius R, Misitariené I ez 4/ Incidence
and risk factors for early postoperative cognitive decline
after coronary artery bypass grafting. Medicina (Kaunas)
2010;46:460—4.

Steinmetz J, Siersma V, Kessing LV ez al. Is postoperative
cognitive dysfunction a risk factor for dementia? A cohort
follow-up study. Br ] Anaesth 2013;110:192—7.

Safavynia SA, Goldstein PA. The role of Neuroinflamma-
tion in postoperative cognitive dysfunction: moving from
hypothesis to treatment. Front Psych 2018;9:752.

Berger M, Terrando N, Smith SK ez a/. Neurocognitive func-
tion after cardiac surgery: from phenotypes to mechanisms.
Anest/ae:iolagy 2018;129:829-51.

Zhuang Y-M, XuJ-Y, Zheng K e al. Research progress of post-
operative cognitive dysfunction in cardiac surgery under car-
diopulmonary bypass. /brain 2023. https://doi.org/10.1002/i
bra.12123.

Newman S, Stygall ], Hirani S ez al. Postoperative cognitive
dysfunction after noncardiac surgery: a systematic review.
Anesthesiology 2007;106:572-90.

Ntalouka MP, Arnaoutoglou E, Tzimas P. Postopera-
tive cognitive disorders: an update. Hippokratia 2018;22:
147-54.

Buttigieg SC, Abela L, Pace A. Variables affecting hospital
length of stay: a scoping review. J Health Organ Manag
2018;32:463-93.

Marshall GA, Rentz DM, Frey MT ez al. Executive function
and instrumental activities of daily living in mild cogni-
tive impairment and Alzheimer’s disease. Alzheimers Dement
2011;7:300-8.

Aitken SJ, Blyth FM, Naganathan V. Incidence, prognostic
factors and impact of postoperative delirium after major vas-
cular surgery: a meta-analysis and systematic review. Vasc Med
2017;22:387-97.

Chi J, Chen F, Zhang ] er al Impacts of frailty on
health care costs among community-dwelling older adults:
a meta-analysis of cohort studies. Arch Gerontol Geriatr

2021;94:104344.

Received |13 December 2023; editorial decision 14 July 2024

G20z Jequieaydas | uo Josn puejiey] ‘AysiaAlun [OpIYe AQ ¥GLZ../09L9€e/2/gS/eiMe/Bulabe/woo dno-olwapeoe)/:sdjy Wwo papeojumod


https://doi.org/10.1002/ibra.12123
https://doi.org/10.1002/ibra.12123
https://doi.org/10.1002/ibra.12123
https://doi.org/10.1002/ibra.12123

	 Outcomes associated with postoperative cognitive dysfunction: a systematic review   and meta-analysis
	Introduction
	Research design and methods
	Results
	Discussion
	Conclusions
	6  Acknowledgements:
	7 Supplementary Data:
	8 Declaration of Conflicts of Interest:
	9 Declaration of Sources of Funding:


