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Abstract: Background: Nowadays, ambulatory anesthesia is becoming more desirable type of anesthesia for aged patients [1].  The 

modern drugs for day case surgery, with a short onset and reduced duration of action and fewer side effects, enable safe anesthesia with 

a shorter postoperative recovery and minimal length of stay in hospital settings. It is becoming obvious that ambulatory anesthesia and 

analgesia could also meet the needs of the elderly patients [2] but never underestimate the postoperative impairment of cognitive 

functions causing prolonged postoperative recovery and longer in-hospital stay of the elderly. The development of postoperative 

cognitive dysfunctions (POCD) is the reason for greater morbidity and delays of functional recovery of patients [3]. The problem of 

development of POCD after ambulatory surgery has not been investigated and reviewed in details. There are present two multicentre 

studies, ISPOCD 1 and ISPOCD 2, but they are insufficient to give the answers to all problems concerning this matter [4, 5]. The goal of 

this article is to discuss the post-anesthesia recovery of aged patients in one day surgery, and the incidence of postoperative impairment 

of cognitive function in elderly.   
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1. Introduction  
 

General anesthesia (GA) alters brain function by reducing 

the level of awareness, attention, memory, and reaction time 

in a patient [6, 7]. Among elderly patients, those sorts of 

mental changes are often encountered in the post-operative 

phase and in the intensive care unit. The human lifespan is 

getting longer; age is not a contraindication for surgery, but 

the level of postoperative complications, including mental 

disorders in elderly, are more frequent. Older patients often 

take many medications that produce psychological and 

physiological changes that influence the postoperative 

recovery and induce changes in the mental status of patients 

[8]. The level of cognitive impairment after anesthesia in 

elderly has a significant impact to the health of the patient in 

the post-operative period and is associated with prolonged 

hospital recovery. Some of the patients experience 

significant delays in regaining full cognitive functions, 

notably learning, memory, attention, concentration and 

verbal capabilities. Current research shows those patients 

have significantly greater mortality in the first year after 

surgery compared to general population of the same age [9]. 

The risk factors and the degree of functional decline for 

postoperative cognitive deficits are depends on the patient’s 

characteristics, the type of surgery and the type of anesthesia 

[10].   

  

1.1 Ambulatory anesthesia 

 

A lot of short surgical procedures are performed in 

ambulatory settings, with fast recovery soon after 

termination of anesthesia. The development of the minimal 

invasive surgical procedures and “Enhanced recovery 

programs” (ERAS) generated advances in anesthesia 

techniques for day surgery. The main goal of ambulatory 

anesthesia and analgesia is a safe anesthesia and early, 

discharge of the pain free patients from the hospital. 

Ambulatory anesthesia is a well-tolerated type of anesthesia 

with few serious adverse outcomes. Patients achieve early 

recovery and are discharged soon after a short period of time 

on the same day of the surgery [11]. 

 

In this contest, palettes of new drugs suitable for ambulatory 

anesthesia were developed. It seems that from this point of 

view ambulatory anesthesia is beneficial for the elderly, and 

the advantages are apparent having in mind that elderly are 

very susceptible to the changes of their habits: separation 

from their homes and different daily activities in the hospital 

environment  

 

In elderly, the risk of developing postoperative cognitive 

impairments even and after minor surgical procedures can 

compromise the expected short stay in hospital.  

 

According to Silbert et al., the anesthesiologist is ideally 

situated to follow patients in the pre-, peri-, and 

postoperative stages, and can contribute new data and 

knowledge for the clinical management of patients with MCI 

(minimal cognitive impairment) [12]. The ideal anesthetic 

for day case surgery must not affect mental capabilities of 

the patients.  The persistence of post-operative nausea, 

vomiting, analgesia and postoperative care, have influence 

on the time to discharge [13].  

 

1.2 Post-operative cognitive dysfunction 

 

In the last decade the causes of prolonged recovery of 

cognition and memory and development of true POCD were 

intensively researched. According to the literature, POCD is 

defined as a decline in mental capabilities for concentration, 

memory, perception and problem-solving abilities with 

deterioration in emotional or social behavior [14]. Those 

deteriorations in cognitive function may last for weeks, 

months or longer [10].   
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The cognitive deterioration after surgery is encountered in 

three forms: 1. Delirium (POD), 2. Short-term cognitive 

disturbance (STCD) and 3. True POCD.  Some studies 

suggest that the effects may last much longer than 

anticipated and affect the patient’s functional capabilities for 

several days [15]. 

 

The survey results of a large, international multi-center 

prospective study called ISPOCD showed that the incidence 

of POCD following non-cardiac surgery is lower than in 

cardiac surgery. Transient POCD, which dissipates after one 

week, was observed in 25.8% of patients, of which 9.9% 

were elderly. The conclusion of this survey was that 

cognitive dysfunctions after anesthesia and surgery are 

multifactorial [16, 17]. 

 

The main reasons incriminated for development of POCD 

are type, depth and length of anesthesia and the surgical 

procedure itself. In the very beginning the research shows a 

connection between GA and POCD. The evidence was the 

apparent prolonged cognitive decline within the first 24 

hours post-operatively for up to 3 days in patients receiving 

general anesthesia (GA) for day case surgery. In contrast to 

those findings, it was later found that there are no clinically 

significant differences in cognitive deterioration in patients 

given either regional or general anesthesia [16, 18]. There 

are claims that the type of anesthesia influences cognitive 

dysfunction, but other results show that during the first week 

following regional anesthesia (RA) the occurrence of 

cognitive disorders is lower compared to GA, but these 

results balance out after three months [19]. In 1% of the 

patients the symptoms persisted for 3 months, and continued 

for up to 2 years [20]. A survey made by the authors of this 

article demonstrated that both types of anesthesia (GA & 

RA) in non-cardiac surgery can cause post-operative 

changes in the mental status of patients [8, 17]. Canet at all. 

in their researches found that at 7 days and 3 months post 

procedure, 6.8% and 6.6% of patients had some form of 

POCD respectively. They suggested that the duration of the 

hospital stay significantly affects the development of POCD 

in the immediate post-operative period. The incidence of the 

development of POCD after 7 days and 3 months for 

outpatients was 3.5% and 3.5% respectively [16]. 

 

On the question why this has happened, most of the 

researchers are certain that it may not be a true reflection on 

the development of cognitive decline but rather more 

directly related to patient comorbidities and hospital factors. 

The main postulate of anesthesiologist is to provide a safe 

GA, with optimal surgical conditions and early recovery. 

There is evidence that the postoperative speed of recovery 

depends on patient’s characteristics and variations are 

acceptable but may also be associated with the choice of 

anesthetic drugs.  Some anesthetics can affect the 

postoperative cognition because of residual levels of volatile 

anesthetics. The mechanism of cognitive impairment has 

been proposed as the residual effect of anesthetic drugs on 

higher brain centers. Use of volatile anesthetics that are 

rapidly eliminated with minimal metabolic breakdown may 

reduce cognitive dysfunction in surgical patients and 

facilitating a faster recovery after general anesthesia. It was 

concluded that in general, in outpatient settings, it is rational 

the use of modern volatile anesthetics for general anesthesia 

[22]. 

 

1) Anesthetics 

Most of the frequently used agents such as propofol, 

sevoflurane, nitrous oxide (N2O), midazolam, and fentanyl 

may act by causing long‑term receptor changes, apoptosis, 

changes in cholinergic binding and gene expression [23, 24]. 

All those effects in turn may lead to POCD [25]. Delayed 

functional recovery as a consequence of cognitive 

dysfunction would lead to prolonged hospital stay in patients 

undergoing GA.   

 

Some authors [25, 26], who investigated the early 

postoperative period at 2 and 4 hours postoperatively, found 

that propofol had serious impact on cognitive functions and 

memory in comparison to sevoflurane in the immediate 

postoperative period of up to 1 hours. Sevoflurane as an 

inhalational anesthetic of the ethereal origin with low 

solubility in blood and body tissue, is characterized by rapid 

induction and recovery and has been found to produce less 

cognitive impairment than propofol, [27-29] which suggests 

that sevoflurane anesthesia is a better option in day care 

surgeries. 

 

In the research of Ward 2005, it was found that sevoflurane 

and desflurane anesthesia is connected with an earlier return 

to baseline cognitive function [26]. It shows that sevoflurane 

and desflurane, have better cognitive effects over isoflurane 

and propofol, because of its low solubilities compared to 

isoflurane’s higher solubility [30 - 32]. 

 

2) Other suspected factors  

Apart from anesthetic agents, various other suspected factors 

are glucocorticoid levels, pre‑existing cognitive impairment, 

neuroinflammation, age, brain hypo perfusion, hypoxia, and 

genetic aspects [33-37]. Influence of the depth of anesthesia 

on the patient’s recovery profile is one of the main factors 

that should be taken in consideration [28]. The differences in 

the results obtained from the researchers depend on the 

methodological issues, as well as on the individual patient 

differences. 

 

3) Methodology of development of POCD - TESTS:  

The preoperative evaluation of the physical and mental 

health is highly important for the adequate evaluation of the 

risk and benefit of the planned surgical intervention.  Early 

recognition of postoperative impaired cognitions (PICs) and 

postoperative cognitive deficit (POCD), allows proper 

access and possible curing. For this purpose intelligence 

tests or tests developed for clinical neuropsychology have 

been used mostly in the geriatric age group. 

 

With the aim to measure the degree of cognitive 

deterioration, huge lists of multiple cognitive function tests 

are developed and currently used on a daily base. The lack 

of uniformities of the test methods makes difficulties in 

interpretation of the results of different authors. Many of 

THE TESTS USED have considerable limitations, and they 

have been too complicated for the patients. The tests must be 

simpler and adapted to the potential of the patients [38-43]. 

As an illustration the list of some most used tests is 

presented: 
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 The mini–mental state examination (MMSE) or Folstein 

test (brief 30-point questionnaire test that is used to screen 

the cognitive impairment) 

 Digit-symbol substitution test  

 Maddox Wing Test 

 Blessed Test of orientation, memory, and concentration 

(BOMC) - it is fast, simple, and suitable for the frenetic 

surgery work  

 Cognitive failures questionnaire (CFQ) - before the 

procedure which will affect the degree of neurological 

impairment detected in the patient 

 

2. Discussion  
 

The ambulatory anesthesia presents a challenge for 

anesthesiologists because of the expectation of a fast 

recovery soon after termination of anesthesia; it is believed 

that between five and ten percent of patients admitted to the 

hospital have a hidden symptom of cognitive impairment 

functions, while 10 to 50% of disorders occur during 

hospitalization [13]. Postoperative delirium is the most 

common form of mental disorder in the elderly and the most 

common postoperative complication in hospitalized patients, 

but not for ambulatory patients. The etiology of POCD and 

POCD is multifactorial and understanding of the 

pathophysiological mechanism is still limited. One of the 

hypotheses about the emergence of delirium is an imbalance 

in the synthesis and release of neurotransmitters that control 

cognitive functions, behavior and mood, with the greatest 

emphasis on dopamine and acetylcholine. Imbalance in the 

form of excess dopamine or acetylcholine deficiency is 

associated with delirium [14]. In addition to hyperactive 

(upset) delirium, so-called hypoactive (silent) delirium can 

also be observed. POCD is subtle impairment to the 

memory, attention, concentration and speed of processing 

information. Unlike patients with delirium, typical patients 

with POCD are orientated, but show a decline in their basic 

level of performance in more neurological functions [17].  

 

Whether or not general or regional anesthesia is the primary 

factor behind cognitive deficits is still the subject of 

research. A number of comparative studies discuss a change 

in mental status in patients after major non-cardiac surgical 

interventions in the first 3 months, but the results are not 

strong enough to assert that most changes occur in following 

general anesthesia. It is expected that with the increasing 

number of elderly patients undergoing surgery there will be 

an increased occurrence of changes in mental status. The 

number of occurrences is relatively small and has no 

statistical significance; there were not enough respondents to 

produce a strong conclusion [8, 15]. 

 

3. Conclusion 
 

In contrast to the findings in the literature that the incidence 

of POCD in elective non-cardiac surgery was 9%, the 

ambulatory anesthesia provides less episodes of POCD 

(3.5%). Most of the authors conclude that ambulatory 

anesthesia has many advantages concerning the elderly 

patients and it must be a technique of choice whenever is 

appropriate.  It was found that the cognitive deterioration in 

patients given either local or general anesthetics in 

ambulatory settings is less intensive than in patients which 

are hospitalized longer and they could safely be discharged 

with full cognitive function on the same day as surgery. It 

was shown that sevoflurane has better cognitive effects and 

is favorable volatile anesthetic for ambulatory GA. Our 

mission is to avoid the development of POCD, especially 

aware, that it is one of predictors of mortality and morbidity 

in patients in the first year after surgery. 

 

References 
 

[1] Blagojevic  V, Milakovic B: Anestezja u 

neurohirurgiji. In: Lalevic P. Anesteziologija. Zavod za 

udzbenike i nastavna sredstva, Beograd; 1
st
 Ed, 1999 

:234-245 

[2] Rasmussen LS, Steinmetz J:  Ambulatory anesthesia 

and cognitive dysfunction. Curr Opin Anaesthesiol 

 2015; 28(6):631-5. doi: 

10.1097/ACO.0000000000000247. 

[3] Laor A, Tal S, Guller V, Zbar AP, Mavor E. The 

Charlson Comorbidity Index (CCI) as a Mortality 

Predictor after Surgery in Elderly Patients; Am 

Surg 2016; 82(1):22-7. 

[4] Moller JT, Cluitmans P, Rasmussen LS, et al.: for the 

ISPOCD investigators. Long –term postoperative 

cognitive dysfunction in the elderly: ISPOCD1 study. 

Lancet  1998; 351: 857–861  

[5] Ratcliffe AT:  The Effect of General Anesthesia on  

Post-operative Cognitive Function in the Ambulatory 

Setting: A Literature Review )In Ambulatory surgery 

14.2, 2008, e4e:36-41  

[6] Tzabar Y, Asbury AJ, Millar K: Cognitive failures 

after general anesthesia for day case surgery. British 

Journal of Anaesthesia 1996; 76:194-197. 

[7]  Jankowsky CJ,  Cooc DJ : In Silversteins’, Alec 

Rooke, J. G. Reves, Charles H. McLeskey: Geriatric 

Anesthesiology, Springer Sci , Busness Media LLC, 

New York  2
nd

 Ed, 2008 :80-83 

[8] Trajkova R, Sholjakova M. Anesthesia and surgery as 

a risk factor for postoperative delirium in non-cardiac 

surgery. Medicus 2017;   22 (1):64-71 · ISSN 1409-

6366 

[9] Ristić B, Ignjatović-Ristić D, Miličić B, Obradović Z: 

Faktori koji utiču na postoperacioni mortalitet kod  

bolesnika sa prelomom kuka. Vojnosanit Pregl  2006; 

63(1):49-53. 

[10] Newman SD, Stygall  J, Hirani S, Shaefi S, Maze M: 

Postoperative cognitive dysfunction after noncardiac 

surgery: a systematic review. Anesthesiology 

2007; 106 (3): 572–90 

[11]  Twersky RS: The post-anesthetic care unit and 

ambulatory care, The Journal of  artroplasty, 1994, 

8(4); :873-896 DOI: http://dx.doi.org/ 10.1016/ S0950-

3501(05)80115-1 

[12] Silbert BS, Scott DA, Evered LA, Lewis MS, Maruff  

PT: Preexisting cognitive impairment in patients  

scheduled for elective coronary artery bypass graft  

surgery. Anesth Analg; 2007, 104:1023–8. 

[13] Rasmussen LS: Postoperative cognitive dysfunction: 

incidence and prevention. Best Practice & Research 

Clinical Anaesthesiology 2006; 20 (2): 315–30. 

[14] American Psychiatric Association: Diagnostic and 

Statistical manual of mental disorders, fourth edition 

Paper ID: ART20203810 DOI: 10.21275/ART20203810 154 

https://www.ncbi.nlm.nih.gov/pubmed/?term=Rasmussen%20LS%5BAuthor%5D&cauthor=true&cauthor_uid=26308519
https://www.ncbi.nlm.nih.gov/pubmed/?term=Steinmetz%20J%5BAuthor%5D&cauthor=true&cauthor_uid=26308519
https://www.ncbi.nlm.nih.gov/pubmed/26308519
https://www.ncbi.nlm.nih.gov/pubmed/?term=Laor%20A%5BAuthor%5D&cauthor=true&cauthor_uid=26802847
https://www.ncbi.nlm.nih.gov/pubmed/?term=Tal%20S%5BAuthor%5D&cauthor=true&cauthor_uid=26802847
https://www.ncbi.nlm.nih.gov/pubmed/?term=Guller%20V%5BAuthor%5D&cauthor=true&cauthor_uid=26802847
https://www.ncbi.nlm.nih.gov/pubmed/?term=Zbar%20AP%5BAuthor%5D&cauthor=true&cauthor_uid=26802847
https://www.ncbi.nlm.nih.gov/pubmed/?term=Mavor%20E%5BAuthor%5D&cauthor=true&cauthor_uid=26802847
https://www.ncbi.nlm.nih.gov/pubmed/26802847
https://www.ncbi.nlm.nih.gov/pubmed/26802847
https://www.ncbi.nlm.nih.gov/pubmed/26802847
http://en.wikipedia.org/wiki/Anesthesiology
javascript:void(0);
http://dx.doi.org/%2010.1016/%20S0950-3501(05)80115-1
http://dx.doi.org/%2010.1016/%20S0950-3501(05)80115-1


International Journal of Science and Research (IJSR) 
ISSN: 2319-7064 

ResearchGate Impact Factor (2018): 0.28 | SJIF (2018): 7.426 

Volume 9 Issue 1, January 2020 

www.ijsr.net 
Licensed Under Creative Commons Attribution CC BY 

(DSM-IV). International version. Washington DC: 

American Psychiatric Association, 1995 

[15] Godfrey A, Conway R, Leonard, M, Meagher D, 

Olaighin GM: Motion analysis in delirium: a discrete 

approach in determining physical activity for the 

purpose of delirium motoric subtyping. 

Medical Engineering and Physics 2010; 32 (2) :101-

110  

[16] Canet J, Raeder J, Rasmussen LS. et al.: Cognitive 

dysfunction after minor surgery in the elderly. 

Acta Anaesthesiol Scand 2003; Nov; 47(10):1204-10.  

[17] Trajkova R, Sholjakova M: The Impact of the Type of 

Anesthesia to the Occurrence of Postoperative 

Delirium in Elderly Patients. IJSR; 2016, 5 (4):998-

1001 

[18] Raats JW, Steunenberg S, Crolla RMPH, Wijsman 

JHH, Van der Laan L: Postoperative  delirium in 

elderly after elective and acute colorectal surgery: A 

Prospective Cohort Study. International Journal of 

Surgery, 2015 

www.researchgate.net/publication/275835862; DOI: 

10.1016/j.ijsu.2015.04.080 

[19] European Academy of Anaesthesiology. Editorial  

Postoperative cognitive deficits: more questions  than 

answers. Eur J Anaesthesiol; 2004, 21:85-8. 

[20] Deiner S, Silverstein J H: Postoperative delirium and 

cognitive dysfunction. Br J Anaesth 2009; 103 (Suppl 

1). 

[21] Davidovic  M, Kosanovic  M, Barjaktarovic N, Trailov 

D.: Starost i starenje u: gerijatrija.Davidovic, M. (ured) 

Medicinski Fakultet, Univerzitet u Beogradu, NT club; 

1998.  

[22] Nielson WR, Gelb AW, Casey JE et al.: Long-tern  

cognitive and social sequelae of general versus  

regional anaesthesia during arthroplasty in the  elderly. 

Anesthesiology 1990; 73: 1103 –1109. 

[23] Gupta A, Stierer T, Zuckerman R. et al.: Comparison 

of Recovery Profile After Ambulatory Anesthesia with 

Propofol, Isoflurane, Sevoflurane and Desflurane: A 

Systematic Review. Anaesthesia and analgesia 2004; 

98:632–641. 

[24] Raeder J, Gupta A, and Pedersen FM: Recovery 

characteristics of sevoflurane - or propofol -based 

anaesthesia for daycare surgery. Acta Anaesthesiol 

Scand 1997; 41: 988–994. 

[25] Anwer HMF, Swelem SE, El-Sheshai A,, Moustafa 

AA:  Postoperative cognitive dysfunction in adult and 

elderly patients - General anesthesia vs Subarachnoid 

or Epidural analgesia. M.E.J. Anesth 2006; 18 

(6):1123. 

[26] Ward B, Imarengiaye Ch, Peirovy J, Chung F: 

Cognitive function is minimally impaired after 

ambulatory surgery, Can J Anesth 2005; 52(10) : 

1017–1021  

[27] Goswami U, Babbar S, Tiwari S: Comparative 

evaluation of the effects of propofol and sevoflurane 

on cognitive function and memory in patients 

undergoing laparoscopic cholecystectomy: A 

randomised prospective study. Indian J Anaesth 2015;  

59(3) ):150-5. doi: 10.4103/0019-5049.153036. 

[28] Larsen B, Seitz A, Larsen R: Recovery of cognitive 

function after remifentanil –propofol anaesthesia: 

comparison with desflurane and sevoflurane 

anaesthesia. Anaesthesia and Analgesia; 2000, 90:168. 

[29] Muslu B, Demircioglu RI, Yılmaz F, Sert H, Usta B, 

Gözdemir  M: Cognitive function and recovery after 

sevoflurane anesthesia: A comparison of low-flow and 

medium-flow anesthesia; Anaesth Pain & Intensive 

Care; 2012, 16(2): 142-146 

[30] Rohm KD, Piper SN, Suttner S at al.: Early recovery, 

cognitive function and costs of a desflurane 

inhalational vs. a total intravenous anesthesia regimen 

in long –term surgery. Acta Anaesthesiologica 

Scandinavica; 2006, 50: 14–18. 

[31] Chen X, Zhao M, White PF et al.: The recovery of 

cognitive function after general anesthesia in elderly 

patients: a comparison of desflurane and sevoflurane. 

Anaesthesia and analgesia ; 2001,  93;1489–1494. 

[32] Peduto VA, Mezzetti D, Properzi M. et al.: 

Sevoflurane provides better recovery than propofol 

plus fentanyl in anaesthesia for day –case surgery. 

European Journal of Anaesthesiology; 2000, 17:138–

143. 

[33] Nielson WR, Gelb AW, Casey JE et al.: Long-term  

cognitive and social sequelae of general versus  

regional anaesthesia during arthroplasty in the  elderly. 

Anesthesiology; 1990, 73: 1103 –1109. 

[34] Heavner JE, Kaye AD, Lin BK, et al.: Recovery of 

elderly patients from two or more hours of desflurane 

or sevoflurane anesthesia. British Journal of 

Anaesthesia; 2003,91(4):502–506. 

[35] Ebert TJ, Robinson BJ, Uhrich TD et al.: Recovery 

from sevoflurane anesthesia: a comparison to 

isoflurane and propofol anesthesia. Anesthesiology; 

1998, 89: 1524–1531. 

[36] Mahajan VA, Chonghaile M Ni, Bokhari SA, et al.: 

Recovery of older patients undergoing ambulatory 

anaesthesia with isoflurane or sevoflurane. European 

Journal of Anaesthesiology; 2007, 24(6): 505 –510. 

[37] Philip BK, Kallar SK, Bogetz MS, et al.: A multicentre 

comparison of maintenance and recovery with 

sevoflurane or isoflurane for adult ambulatory 

anesthesia. The sevoflurane multicentre ambulatory 

group. Anesthesia and analgesia; 1996, 83:314 –319. 

[38] Galasko D, Abramson I, Corey-Bloom J, et al.: 

Repeated exposure to the Mini Mental State 

Examination and the Information Memory 

Concentration Test results in a practice effect in 

Alzheimer’s Disease. Neurology; 1993, 43(8):1559 –

1653. 

[39] Rasmussen LS, Larsen K, Houx P et al.: The 

assessment of postoperative cognitive function. Acta 

Anaesthesiologica Scandinavica; 2001, 45:275–289. 

[40] Cohen H J, Feussner J R, Weinberger  M, Carnes M, 

Hamdy  RC, Hsieh  F et al.: A controlled trial of 

inpatient and outpatient geriatric evaluation and 

management. Engl J Med; 2002, 346(12):905-12. 

[41] Blessed G, Tomlinson BE, Roth M: The association  

between quantitative measures of dementia and of  

senile change in the cerebral grey matter of eldery  

subjects. Br J Psychiatry; 1968, 114(512):797-811. 

[42] Farag E, Chelune G, Schubert A  et al.: Is depth of 

anesthesia, assessed by the bispectral index, related to 

postoperative cognitive dysfunction and recovery? 

Anesthesia and analgesia; 2006, 103(3): 633 –640.  

Paper ID: ART20203810 DOI: 10.21275/ART20203810 155 

http://www.researchgate.net/publication/275835862
https://www.researchgate.net/publication/274394741_Comparative_evaluation_of_the_effects_of_propofol_and_sevoflurane_on_cognitive_function_and_memory_in_patients_undergoing_laparoscopic_cholecystectomy_A_randomised_prospective_study
https://www.researchgate.net/publication/274394741_Comparative_evaluation_of_the_effects_of_propofol_and_sevoflurane_on_cognitive_function_and_memory_in_patients_undergoing_laparoscopic_cholecystectomy_A_randomised_prospective_study
https://www.researchgate.net/publication/274394741_Comparative_evaluation_of_the_effects_of_propofol_and_sevoflurane_on_cognitive_function_and_memory_in_patients_undergoing_laparoscopic_cholecystectomy_A_randomised_prospective_study
https://www.researchgate.net/publication/274394741_Comparative_evaluation_of_the_effects_of_propofol_and_sevoflurane_on_cognitive_function_and_memory_in_patients_undergoing_laparoscopic_cholecystectomy_A_randomised_prospective_study
https://www.researchgate.net/publication/274394741_Comparative_evaluation_of_the_effects_of_propofol_and_sevoflurane_on_cognitive_function_and_memory_in_patients_undergoing_laparoscopic_cholecystectomy_A_randomised_prospective_study


International Journal of Science and Research (IJSR) 
ISSN: 2319-7064 

ResearchGate Impact Factor (2018): 0.28 | SJIF (2018): 7.426 

Volume 9 Issue 1, January 2020 

www.ijsr.net 
Licensed Under Creative Commons Attribution CC BY 

[43] White S, Griffits R, Baxter M, Beanland T, Cross J, 

Dhesi J, Docherty AB, Foo I, Jolly G, Jones J, Moppett 

IK, Plunkett E, Sachdev.  Guidelines for the 

peri‐operative care of people with dementia; 

Guidelines from the Association of Anaesthetists. 

Anaesthesia 2019; 74: 271–273. 

https://doi.org/10.1111/anae.14530 

Paper ID: ART20203810 DOI: 10.21275/ART20203810 156 

https://doi.org/10.1111/anae.14473
https://doi.org/10.1111/anae.14530



