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Abstract
Background The purpose of this research was to evaluate the efficacy of Narcotrend (NT) monitoring on cognitive 
dysfunction in patients undergoing anesthesia blockade for gastrointestinal tumors and its effect on cerebral oxygen 
metabolism and inflammatory response.

Methods Patients preparing to undergo resection of gastrointestinal tumor resection were included and randomly 
divided into a control group (depth of anesthesia assessed by physician experience) and a research group (depth of 
anesthesia monitored by NT). HR and MAP were monitored at the preoperatively (T0), 12 h postoperative (T1), 24 h 
postoperative (T2), and 48 h postoperative (T3) stages. MMSE score was recorded to assess changes in cognitive 
function. Intracerebral oxygenation indicators (CjvO2, CERO2, and rSO2) were assessed by a blood gas analyzer. ELISA 
assay was conducted to explore the serum inflammatory indexes (CRP, IL-1β, and TNF-α) and neurological function 
indicators (NSE and MBP).

Results MAP was higher in the research group than in the control group at T1 and T2 (P < 0.05). MMSE scores at T1, T2, 
and T3 stages were higher in the research group than in the control (P < 0.05). The incidence of POCD was also lower 
in the research group compared with the control (P < 0.05). CjvO2, CERO2, and rSO2 were significantly higher (P < 0.05) 
and were positively correlated with the MMSE scores. Postoperative serum inflammatory indexes were significantly 
elevated in both groups, but more significantly in the control group (P < 0.05). Both neurological function indicators 
were usually reduced after surgery, but the reduction was more significant in the research group (P < 0.05).

Conclusion NT monitoring of anesthetic depth has a less physical impact on patients with gastrointestinal tumor 
anesthetic block, reduces the degree of postoperative POCD, and has significant clinical value.
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Background
Postoperative cognitive dysfunction (POCD) is a phe-
nomenon in which patients experience memory loss and 
slow cognitive recovery after surgery [1]. The incidence 
of POCD is 41–75% at 7 days postoperatively and up to 
18–45% at three months [2], mostly in elderly postop-
erative patients. Untreated POCD will lead to the devel-
opment of Alzheimer’s disease and Parkinson’s disease 
[3]. Therefore, the prevention of POCD has become a 
research hotspot [4]. Established findings indicate that 
depth of anesthesia is a potential hazard factor for the 
increasing incidence of postoperative POCD [5] and that 
lower depths of anesthesia (DOA) are more favorable for 
recovery from postoperative POCD [6].

General anesthesia (GA) is currently the most com-
monly used form of anesthesia for clinical surgical 
treatment with the best results, especially for oncology 
patients. However, patients are prone to symptoms such 
as dizziness, transient memory loss, and vomiting, and 
even adverse complications such as deep vein thrombosis 
and neurological dysfunction, with POCD being the most 
common [7]. Previously, anesthesiologists determined 
the anesthetic dose and depth of anesthesia by clinical 
signs, which is highly objective and less accurate, and 
had a greater risk of adverse postoperative prognosis [7]. 
Several studies have reported the feasibility and accuracy 
of NT in monitoring the depth of anesthesia, and it is 
gradually becoming more widely used in clinical applica-
tions [8]. NT monitoring based on electroencephalogram 
(EEG) signal analysis is a new anesthesia monitoring 
device to assess the depth of anesthesia or consciousness 
of patients and to guide the rational use of anesthetic 
drugs [7]. However, its predictive value for postoperative 
POCD damage was concluded to be inconsistent.

In this study, we hypothesized that NT monitoring of 
anesthesia depth has some clinical value for anesthe-
sia blockade of gastrointestinal tumors. To confirm this 
hypothesis, the current research investigated the predic-
tive value of NT anesthesia depth monitoring for POCD 
in patients undergoing anesthesia block for gastroin-
testinal tumors, and further analyzed the effects of NT 
anesthesia on patients’ cerebral oxygen metabolism and 
inflammatory response, in an attempt to propose a novel 
approach for the prevention of POCD in patients with 
gastrointestinal tumors patients in the further.

Methods
Participants in this research
All subjects gave their informed consent for inclusion 
before they participated in the study. The study was 
conducted in accordance with the Declaration of Hel-
sinki, and the protocol was approved by the Research 
Ethics Committee of The First Hospital of Xingtai.
Furthermore, the study was successfully registered at 

the Chinese Clinicial Trial Center (clinical trial num-
ber: ChiCTR2400087688, date of the registration: 
2024-08-05).

The study sample size was calculated using the sample 
size formula of Schoenfeld for randomized clinical tri-
als [9]. A parallel experiment design was used and con-
tinuous dependent variables, setting the one-tailed 
significance level at 5% and the testing power at 80%. The 
estimated sample size was 96. In total, 108 participants 
were included, exceeding the threshold.

108 patients who underwent laparoscopic gastrointes-
tinal tumor resection between January 2020 and Janu-
ary 2022 in the First Hospital of Xingtai were accepted 
for the present investigation. To explore the effect of dif-
ferent anesthetic monitoring modalities on a patient’s 
postoperative period, two days before surgery, patients 
were equally allocated to the control group (n = 54) and 
research group (n = 54) using random numbers generated 
by SPSS (supplementary material). The inclusion criteria 
were (a) selection of laparoscopic gastrointestinal tumor 
resection; (b) Age 18–70 years; (c) American Society of 
Anesthesiologists class I-III; (d) patients cooperating in 
completing the mini-mental state examination (MMSE) 
scale assessment. Exclusion criteria: (a) Intolerance to 
GA or allergy to anesthetic drugs; (b) Presence of preop-
erative disorders of consciousness or mental illness; (c) 
Presence of ulcers and wounds on the head and face that 
prevent proper placement of equipment such as monitor-
ing electrode pads; (d) Patients with severe liver and kid-
ney insufficiency or serious diseases of a vital organ such 
as heart and lungs; (e) patients transferred to the ICU 
postoperatively.

Anesthesia and monitoring
The control group underwent conventional anesthesia, 
while the research group underwent anesthesia under 
NT monitoring. After admission to the operating room, 
routine oxygenation, establishment of peripheral intra-
venous fluid access, ECG, and noninvasive blood pres-
sure were given. For patients in the research group, after 
cleaning the forehead skin, Narcotrend (Chindex Medi-
cal Limited, China) electrodes with 3 anesthesia Narco-
trend indices (NTI) with a spacing greater than 8 cm and 
a resistance less than 6 KΩ.

Patients were intubated with general anesthesia, and 
midazolam (0.05–0.1  mg/kg), sufentanil (0.3–0.4  µg/
kg), and directed infusion of isoproterenol (2.0  µg/ml) 
were selected sequentially. Subsequently, the anesthe-
sia was adjusted depending on the patient’s condition, 
and rocuronium bromide 0.6–0.8  mg/kg was injected 
after the coma. Breathing is controlled with an anes-
thesia machine while the patient’s muscles are relaxed. 
After successful general anesthesia, the control group 
determined the depth of anesthesia based on the clinical 
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experience of the anesthesiologist, while the research 
group assessed the depth of anesthesia concerning NT 
monitoring data (the duration of NTI < 35 was considered 
deep anesthesia), and adjusted the anesthetic dose based 
on this basis and controlled within the range of D2-E1. 
Intraoperatively, depending on the patient’s status, inter-
mittent infusion of sufentanil and cisatracurium, reason-
able control of isoproterenol concentration, to ensure the 
depth of anesthesia and avoid over-anesthesia. Isoproter-
enol infusion was stopped at the time of skin suturing. 
Postoperative intravenous analgesia was administered 
using a patient-controlled analgesia device with 100  µg 
sufentanil and 4 mg bupropion at a total dose of 150 ml.

Basic clinical information
Basic clinical information including age, sex, BMI, and 
duration of operation was collected from patients and 
recorded in Table  1. The mean arterial pressure (MAP) 
and heart rate (HR) were recorded preoperatively (T0), 
12 h postoperatively (T1), 24 h postoperatively (T2), and 
48 h postoperatively (T3), respectively.

MMSE scores were assessed
MMSE scores in both groups were analyzed to assess 
patients’ postoperative cognitive impairment. Patients 
were assessed by the MMSE rating scale in the above 4 
stages including orientation, attention, computational 
ability to ask time and place, immediate recall ability, and 
graphic reproduction ability. The scale was coded in the 
range of 0–30, with 27–30 being normal cognitive func-
tion and scores less than 27 being cognitive impairment.

Cerebral oxygen metabolism indexes
Cerebral oxygen metabolism indexes were examined. 
When the intraoperative anesthesia depth was appro-
priate, 5  ml blood was collected from the radial artery 
and internal jugular vein of the patient. The GEM3000 
blood gas analysis pair was used for blood oxygen index 
analysis, followed by calculation to assess and measure 
the internal jugular venous bulb oxygen content (CjvO2) 
and cerebral oxygen uptake rate (CERO2). The patient’s 
venous cerebral oxygen saturation (rSO2) level was also 

monitored using a non-destructive near-infrared tissue 
oxygen monitor the TSAH-100.

Serum inflammatory and neurological markers
Serum inflammatory and neurological markers of the T0 
and T1 stages were also assessed. Commercially available 
ELISA kits detect serum levels of inflammatory factors 
IL-1β and TNF-α as well as neurological markers myelin 
basic protein (MBP) and neuron-specific enolase (NSE). 
Briefly, the upper serum was collected from the blood. 
Subsequently, after diluting the sample and standard 
reaction, the reaction was carried out after adding the 
enzyme standard reagent. The color development solu-
tion was added, and the OD value was read after adding 
the termination solution for calculation.

Statistical analysis
SPSS 23.0 and GraphPad Prism 9.0 were performed for 
database analysis. Count data were reported as percent-
ages and analyzed by chi-square test, and measurement 
data were compared within groups by paired T-test 
and between groups by independent sample T-test and 
expressed as mean ± SD. Correlation tests were per-
formed using Pearson’s test. P < 0.05 in the two-sided 
indicates a statistical difference.

Results
Clinicopathological data of the subjects
As illustrated in Table 1, the research group had 26 males 
and 28 females with a mean age of 68.83 ± 4.27 years 
and a BMI was 23.76 ± 3.03  kg/m2, while the control 
group had 34 males and 20 females with a mean age of 
69.22 ± 4.85 years and BMI was 23.92 ± 2.84 kg/m2. There 
were no statistical differences between the two groups 
in terms of general information (P > 0.05). Additionally, 
their duration of operation was no-statistically significant 
(P > 0.05). They suggest that the intraoperative and post-
operative indices are comparable between them. Further-
more, the time to extubate and the time to wakefulness 
in the research group were usually less than those in the 
control group (P < 0.05, Table 1).

MAP and HR fluctuations in different periods
As indicated in Table 2, there was no statistically signifi-
cant difference in HR between the two groups at stages 
T0, T2, and T3 (P > 0.05). HR was significantly lower in 
the control group (79.59 ± 9.03 times/min) compared to 
the research group (82.89 ± 7.62 times/min) at stage T1. 
Additionally, there was no statistically significant dif-
ference in MAP between the two groups at T0 and T3 
stages (P > 0.05). Similarly, MAP decreased significantly 
in the control group at T1 and T2 stages compared to 
the research group (P < 0.05). The results suggest that 
NT monitoring of deep anesthesia has no significant 

Table 1 Basic clinical information statistics of subjects (x̄± s )
Indicators Control 

group 
(n = 54)

Research 
group(n = 54)

t/χ2 P

Age 69.22 ± 4.85 68.83 ± 4.27 0.44 0.66
Sex (male/female) 34/20 26/28 2.40 0.12
BMI (kg/m2) 23.92 ± 2.84 23.76 ± 3.03 0.29 0.77
duration of opera-
tion (h)

3.05 ± 0.46 3.10 ± 0.41 -0.66 0.51

Extubation time (h) 23.91 ± 2.02 9.99 ± 1.03 -45.28 < 0.01
Awake time (h) 21.40 ± 2.06 13.19 ± 1.05 -26.05 < 0.01
Acronyms: BMI, Body Mass Index
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fluctuation in the MAP and HR of patients compared to 
the control group.

Effect of NT monitoring of anesthesia depth on patients’ 
cognitive function
Preoperatively, the MMSE score of the research group 
was 27.80 ± 1.92, which was not statistically different 
from the control group’s 28.30 ± 2.20 (P > 0.05, Table  3). 
At stage T1, the MMSE score of the research group 
was 24.31 ± 2.03, while that of the control group was 
21.19 ± 1.88, and the MMSE score of the control group 
decreased more significantly than that of the research 
group (P < 0.05). Then, the same results were observed 
in the T2 stages. Although there was a partial improve-
ment in the MMSE score of both groups at stage T3, the 
improvement was more significant in the research group 
than in the control group (P < 0.05). What’s more, the 
incidence of POCD in the research group (3.70%) was 
significantly lower than that in the control group (16.67%, 
P < 0.05).

Comparison of intraoperative cerebral oxygen metabolism 
indexes
The intraoperative cerebral oxygen metabolism indexes 
were subsequently analyzed in both groups. As shown in 

Table 4, the rSO2 of the research group was 76.37 ± 3.37%, 
while that of the control group was 66.74 ± 2.80%, which 
was significantly lower than that of the research group 
(P < 0.05). Moreover, the same results were observed in 
CERO2 and CjvO2, whose levels were significantly higher 
in the research group than in the control group (P < 0.05). 
Additionally, MMSE scores at postoperative 12  h were 
positively correlated with rSO2 (r = 0.646), CERO2 
(r = 0.600), and CJVO2 (r = 0.624, P < 0.05, Table 5).

Comparison of serum neurological function and serum 
inflammatory factors
As presented in Fig.  1A, the preoperative inflammatory 
indicators CRP, IL-1β and TNF-α levels were not sta-
tistically different between the two groups of patients 
(P > 0.05). Compared with the preoperative period, 
CRP, IL-1β, and TNF-α were significantly higher in the 
research groups and control groups at 12  h postopera-
tively (P < 0.05, Table 6). What’s more, the elevated levels 
of CRP, IL-1β, and TNF-α were more significant in the 
control group than in the research group at 12 h postop-
eratively (P < 0.05, Fig. 1B).

Finally, there was no statistical difference in the pre-
operative MBP and NSE levels between the two groups 
(P > 0.05, Fig.  1C). Compared with the preoperative 
period, the postoperative MBP and NSE levels were sig-
nificantly lower in both groups (P < 0.05, Table 6), but to a 
greater extent in the research groups than in the control 
group (P < 0.05, Fig. 1D).

Discussion
With the increasing trend of an aging society, the num-
ber of elderly patients undergoing various types of gen-
eral anesthesia procedures has increased significantly 
[10]. Due to the decrease in various physiological reserve 
capacities of the elderly, it is difficult for anesthesiolo-
gists to control the dosage of various anesthetics during 
general anesthesia surgery, which eventually leads to the 
occurrence of surgical treatment risks and postoperative 

Table 2 Comparison of MAP and HR levels between the two 
groups in different time periods (x̄± s )
Indicators Control 

group(n = 54)
Research 
group(n = 54)

t P

HR (times/min)
 T0 80.78 ± 8.18 83.13 ± 7.15 -1.59 0.11
 T1 79.59 ± 9.03 82.89 ± 7.62 -2.05 0.04
 T2 80.70 ± 6.26 79.65 ± 7.43 0.10 0.43
 T3 80.31 ± 8.45 80.89 ± 7.75 0.28 0.71
MAP (mmHg)
 T0 94.26 ± 9.61 93.06 ± 10.34 0.63 0.53
 T1 77.31 ± 7.78 82.54 ± 8.86 -3.26 < 0.01
 T2 77.67 ± 9.18 82.85 ± 8.32 -3.08 < 0.01
 T3 90.96 ± 6.72 91.80 ± 7.43 0.46 0.54
Note: T0, preoperatively; T1, 12 h postoperatively; T2, 24 h postoperatively; T3, 
48 h postoperatively

Table 3 Comparison of MMSE score and POCD between the 
two groups (n/%,x̄± s )
Indicators Control 

group(n = 54)
Research 
group(n = 54)

t/χ2 P

MMSE (score)
 T0 28.30 ± 2.20 27.80 ± 1.92 1.26 0.21
 T1 21.19 ± 1.88 24.31 ± 2.03 -8.31 < 0.01
 T2 23.61 ± 3.64 25.74 ± 1.89 -3.82 < 0.01
 T3 26.07 ± 2.95 27.19 ± 1.03 -2.62 0.01
Incidence of 
POCD(n/%)

9 (16.67) 2 (3.70) 4.96 0.026

Note: T0, preoperatively; T1, 12 h postoperatively; T2, 24 h postoperatively; T3, 
48 h postoperatively

Table 4 Comparison of cerebral oxygen metabolism indexes 
between the two groups during operation (x̄± s )
Indicators Control group 

(n = 54)
Research 
group 
(n = 54)

χ2 P

rSO2 (%) 66.74 ± 2.80 76.37 ± 3.37 -16.14 < 0.01
CERO2 (%) 32.56 ± 3.77 40.83 ± 3.40 -11.08 < 0.01
CjvO2 (ml/l) 90.91 ± 3.77 97.22 ± 3.60 -8.90 < 0.01

Table 5 Correlation between each index and MMSE
Indicators MMSE score (Pearson) P-value
rSO2 (%) 0.646 < 0.001
CERO2 (%) 0.600 < 0.001
CjvO2 (ml/l) 0.624 < 0.001
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complications [11]. POCD, as a common complica-
tion after anesthesia surgery, is a higher risk in elderly 
patients, directly affecting the surgical outcome and 
even presenting a life-threatening condition [12, 13]. 
The depth of anesthesia may reflect the state of cere-
bral perfusion, and the depth of anesthesia may result 
in inadequate cerebral perfusion and thus affect the 
metabolism and function of nerve cells [14]. Targeted 
reduction of depth of anesthesia in geriatric surgery can 
effectively prevent or manage the occurrence of POCD in 
patients [15]. Currently, the patient’s depth of anesthesia 
is assessed by HR, blood pressure, and personal experi-
ence [16]; however, each patient’s psychological state and 
physical function vary greatly, so it is necessary to choose 
a more accurate way to monitor the patient’s depth of 
anesthesia.

Various anesthesia depth monitors have been devel-
oped, and they are monitored by detecting the Bispectral 

index (BIS) [17], EEG entropy index, NTI, and auditory 
evoked potential index, respectively. Although BIS is 
most widely used, it cannot monitor postoperative blood 
flow changes and accurately predict the time to recov-
ery of consciousness in patients after surgery. In elderly 
patients who underwent coronary artery bypass graft-
ing, there was no significant change in cognitive function 
at 6 weeks with and without BIS monitoring [18]. NT 
is an automatic EEG recording system, by monitors the 
patient’s raw EEG and automatically converts it to visual 
indicators, its indicator NTI is comparable to BIS in mon-
itoring the depth of anesthesia and assessing sedation 
[19]. NT also has the point of real-time, fast response, 
and strong anti-interference ability. Elderly patients 
undergoing gastrointestinal surgery were selected for 
this study, and the inclusion and exclusion criteria were 
strictly enforced for comparability of the patient’s general 
data. The MMSE is one of the most widely used scales for 

Table 6 Comparison of the levels of inflammatory cytokines between the two groups (x̄± s )
Indicators Control group (n = 54) t P Research group (n = 54) t P

Preoperative Post operation 12 h Preoperative Post operation 12 h
CRP (mg/ml) 14.80 ± 2.33 27.11 ± 4.81 -17.36 < 0.01 14.91 ± 2.71 18.94 ± 3.56 -6.29 < 0.01
IL-1β (ng/ml) 116.63 ± 15.33 188.89 ± 19.65 -22.98 < 0.01 115.17 ± 14.22 130.50 ± 16.61 -5.14 < 0.01
TNF-α (ng/ml) 12.98 ± 1.50 22.44 ± 3.80 -16.84 < 0.01 12.83 ± 1.19 16.48 ± 2.31 -10.55 < 0.01
MBP (µg/ml) 15.69 ± 2.98 10.48 ± 1.98 10.73 < 0.01 15.65 ± 2.23 6.87 ± 2.49 17.81 < 0.01
NSE (ng/ml) 21.80 ± 4.86 19.59 ± 3.55 2.67 < 0.01 22.52 ± 5.12 14.57 ± 3.66 9.80 < 0.01

Fig. 1 Comparison of preoperative and postoperative serum inflammatory indexes and neurological function index levels. Analysis of CRP, IL-1β, and 
TNF-α levels in two groups of patients in preoperative (A) and postoperative (B). Analysis of MBP and NSE levels in two groups of patients in preoperative 
(C) and postoperative (D). *** P < 0.001, compared with the Control group
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assessing cognitive function [20]. In the present research, 
there was no significant difference in the MMSE scores 
between the two groups, confirming that the cognitive 
function of the two groups was comparable. Further anal-
ysis also revealed that only two patients with NT moni-
toring of deep anesthesia developed POCD, compared 
with nine in the control group. The finding suggests that 
NT monitoring of deep anesthesia may be effective in 
reducing the occurrence of POCD.

To analyze the underlying mechanisms of the two dif-
ferent anesthetic depth monitoring modalities, we first 
analyzed the cerebral oxygen metabolism index CjvO2, 
rSO2, and CERO2, which are considered to be important 
factors in causing POCD [21]. As one of the indicators of 
brain metabolism, rSO2 is a good indicator of the local 
blood flow status and the balance of oxygen supply and 
demand in brain tissue, and its low level can indicate an 
imbalance of brain perfusion/oxygen supply and oxygen 
consumption in patients. Previous studies have con-
firmed that rSO2 monitoring may influence the develop-
ment of POCD and is an independent risk factor for the 
development of POCD in patients [22]. Its reduction was 
significantly associated with a decrease in POCD after 
abdominal and cardiac surgery under general anesthesia 
[23]. Intraoperative monitoring of rSO2 downregulation 
predicts POCD and can be used as a routine monitoring 
program for elderly surgical patients [24]. In this study, 
CjvO2, rSO2, and CERO2 levels were found to be signifi-
cantly higher in the study group than in the control group 
and showed a significant positive correlation with MMSE 
scores. The findings suggest that Intraoperative NT mon-
itoring of patients can regulate metabolic levels promptly 
and reduce the impact on cognitive function in the post-
operative period.

Inflammation plays a key function in the pathophysi-
ology of POCD and cognitive deficits. Previous studies 
have reported activation of the immune system through 
general anesthesia and surgical stress [7] and trigger infil-
tration of immune cells such as macrophages and neutro-
phils by disrupting the integrity of the CNS blood-brain 
barrier, and resulting inflammation can lead to POCD 
episodes in postoperative anesthesia [25]. At the same 
time, general anesthesia and surgical stress also stimu-
late the peripheral immune system to release inflamma-
tory factors such as TNF-α, leading to POCD [26]. In our 
study, we found no significant difference in the inflamma-
tory indicators CRP, IL-1β, and TNF-α between the two 
groups of patients before surgery. However, they were all 
significantly elevated postoperatively, which is consistent 
with the reported results. More importantly, they were 
more significantly elevated in the control group than 
in the NT depth monitoring patients, suggesting that 
POCD was more likely to occur in the control group.

Serum brain-specific biomarkers help to predict the 
prognosis of various brain injects, such as NSE from 
neurons, and MBP from axons help to find its detection 
and quantify the severity of brain injury, and response to 
therapeutic interventions [27]. MBP is a highly sensitive 
indicator of damage to the central nervous system. It is 
released when the CNS is damaged, and elevated MBP 
levels in the blood can significantly reflect the extent of 
POCD in patients [28]. NSE is an enzyme involved in 
glycolysis secreted by neurons and neuroendocrine cells, 
and when neurons are damaged, NSE is rapidly released 
outside the cells and enters the blood circulation sys-
tem [29]. Therefore, elevated serum NSE concentrations 
imply neuronal damage and correlate with the develop-
ment of POCD [30]. In this study, it was found that MBP, 
as well as NSE, were significantly lower in both groups 
compared to preoperative, but the reduction was more 
significant in the NT monitoring group. The results sug-
gest that intraoperative NT monitoring of anesthesia 
depth in patients helps to reduce brain damage, improve 
the repair of neuronal cells, and reduce the likelihood of 
POCD.

Conclusions
In conclusion, the data from this study suggest that intra-
operative NT depth of anesthesia monitoring signifi-
cantly reduces the occurrence of POCD in patients and 
may be related to its timely regulation of patients’ cere-
bral oxygen metabolism levels and reduction of patients’ 
immune inflammatory response and brain injury.

Abbreviations
DOA  Depths of anesthesia
EEG  Electroencephalogram
HR  Heart rate
GA  General anesthesia
MAP  Mean arterial pressure
MMSE  Mini-mental state examination
NT  Narctreend
POCD  Postoperative cognitive dysfunction

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s12871-024-02762-9.

Supplementary Material 1

Acknowledgements
Not Applicable.

Author contributions
X.Z. M and H.F. N designed the research study. X.L. Z, R.N. G and Z.X. H 
performed the research. X.Z. M, J.H. L and H.F. N analyzed the data. X.Z. M and 
H.F. N wrote the manuscript. X.Z. M and H.F. N contributed to editorial changes 
in the manuscript. All authors read and approved the final manuscript.

Funding
This study was supported by Medical Science Research Project of Hebei 
Province (20232009).

https://doi.org/10.1186/s12871-024-02762-9
https://doi.org/10.1186/s12871-024-02762-9


Page 7 of 7Ma et al. BMC Anesthesiology          (2024) 24:371 

Data availability
Corresponding authors may provide data and materials.

Declarations

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Human ethics and consent to participate
All subjects gave their informed consent for inclusion before they participated 
in the study. The study was conducted in accordance with the Declaration of 
Helsinki, and the protocol was approved by the Research Ethics Committee 
of The First Hospital of Xingtai. Furthermore, the study was successfully 
registered at the Chinese Clinical Trial Center (clinical trial number: 
ChiCTR2400087688, date of the registration: 2024-08-05).

Conflict of interest
There is no conflict of interest in this study.

Received: 14 December 2023 / Accepted: 8 October 2024

References
1. Wang D, He X, Li Z, Tao H, Bi C. The role of dexmedetomidine administered 

via intravenous infusion as adjunctive therapy to mitigate postoperative 
delirium and postoperative cognitive dysfunction in elderly patients under-
going regional anesthesia: a meta-analysis of randomized controlled trials. 
BMC Anesthesiol. 2024;24(1):73.

2. Travica N, Lotfaliany M, Marriott A, Safavynia SA, Lane MM, Gray L, Veronese 
N, Berk M, Skvarc D, Aslam H et al. Peri-operative risk factors Associated with 
post-operative cognitive dysfunction (POCD): an Umbrella Review of Meta-
analyses of Observational studies. J Clin Med 2023, 12(4).

3. Meyer M, Colnat-Coulbois S, Frismand S, Vidailhet P, Llorca PM, Spitz E, 
Schwan R. Parkinson’s disease and bilateral subthalamic nuclei deep brain 
stimulation: Beneficial effects of Preoperative Cognitive Restructuration Ther-
apy on Postoperative Social Adjustment. World Neurosurg. 2021;145:282–9.

4. Wang XX, Dai J, Wang Q, Deng HW, Liu Y, He GF, Guo HJ, Li YL. Intravenous 
lidocaine improves postoperative cognition in patients undergoing laparo-
scopic colorectal surgery: a randomized, double-blind, controlled study. BMC 
Anesthesiol. 2023;23(1):243.

5. Ling L, Yang TX, Lee SWK. Effect of Anaesthesia depth on postoperative 
delirium and postoperative cognitive dysfunction in high-risk patients: a 
systematic review and Meta-analysis. Cureus. 2022;14(10):e30120.

6. Zhang C, Chen D, Gu Y, Wang T, Wang C. Effects of LncRNA GAS5/miR-137 
general anesthesia on cognitive function by TCF4 inflammatory bodies in 
patients undergoing lumbar spinal canal decompression. Med (Baltim). 
2022;101(49):e31880.

7. Tu M, Zhang Q, Liu X. Influence of Narcotrend-Assisted Anesthesia In-Depth 
Monitor on Cognitive Impairment of Elderly Patients under General Anesthe-
sia. Comput Math Methods Med 2022, 2022:2866188.

8. Li R, Wu Q, Liu J, Wu Q, Li C, Zhao Q. Monitoring depth of Anesthesia based 
on hybrid features and recurrent neural network. Front Neurosci. 2020;14:26.

9. Yu J, Huang HC, Cheng TCE, Wong MK, Teng CI. Effects of playing exergames 
on quality of life among young adults: a 12-Week randomized controlled trial. 
Int J Environ Res Public Health. 2023;20(2):1359.

10. Hwang WJ, Joo MA, Joo J. Effects of anesthetic method on inflammatory 
response in patients with Parkinson’s disease: a randomized controlled study. 
BMC Anesthesiol. 2020;20(1):187.

11. Zhang J, Zhang X, Yang Y, Zhao J, Yu Y. Correlation Analysis of Serum Vitamin 
D Levels and postoperative cognitive disorder in Elderly patients with gastro-
intestinal tumor. Front Psychiatry. 2022;13:893309.

12. Ou L, Shen Z, Zhang T, Chen Z, Zhang L, Xu D, Kong D, Qi Q, Huang Y, Huang 
W, et al. Electroacupuncture for the Prevention of Postoperative Cognitive 
Dysfunction among older adults undergoing hip and knee arthroplasty: a 
systematic review and Meta-analysis of Randomized controlled trials. Front 
Med (Lausanne). 2021;8:778474.

13. Stern M, Nieuwenhuijs-Moeke GJ, Absalom A, van Leeuwen B, van der 
Wal-Huisman H, Plas M, Bosch DJ. Association between anaesthesia-related 
factors and postoperative neurocognitive disorder: a post-hoc analysis. BMC 
Anesthesiol. 2023;23(1):368.

14. Khan J, Mariappan R, Venkatraghavan L. Entropy as an indicator of cerebral 
perfusion in patients with increased intracranial pressure. J Anaesthesiol Clin 
Pharmacol. 2014;30(3):409–11.

15. Quan C, Chen J, Luo Y, Zhou L, He X, Liao Y, Chou J, Guo Q, Chen AF, Wen O. 
BIS-guided deep anesthesia decreases short-term postoperative cognitive 
dysfunction and peripheral inflammation in elderly patients undergoing 
abdominal surgery. Brain Behav. 2019;9(4):e01238.

16. Al-Kadi MI, Reaz MB, Ali MA, Liu CY. Reduction of the dimensionality of the 
EEG channels during scoliosis correction surgeries using a wavelet decompo-
sition technique. Sens (Basel). 2014;14(7):13046–69.

17. Chen X, Li L, Yang L, Li A, Wu M, Yu D. A randomized trial: bispectral-guided 
anesthesia decreases incidence of delayed neurocognitive recovery and 
postoperative neurocognitive disorder but not postoperative delirium. Am J 
Transl Res. 2022;14(3):2081–91.

18. Kunst G, Gauge N, Salaunkey K, Spazzapan M, Amoako D, Ferreira N, Green 
DW, Ballard C. Intraoperative Optimization of both Depth of Anesthesia and 
Cerebral Oxygenation in Elderly patients undergoing coronary artery bypass 
graft Surgery-A Randomized Controlled Pilot Trial. J Cardiothorac Vasc Anesth. 
2020;34(5):1172–81.

19. Chen X, Zhang J, Yuan S, Huang H. Remimazolam besylate for the sedation 
of postoperative patients undergoing invasive mechanical ventilation in the 
ICU: a prospective dose–response study. Sci Rep. 2022;12(1):19022.

20. Wu Y, Han R. Perioperative continuous femoral nerve Block reduces postop-
erative cognitive dysfunction of high-risk patients with femoral Neck fracture: 
evidence from a retrospective propensity-matched study. Med Sci Monit. 
2020;26:e919708.

21. Chen W, Chen B, Wang F, Wu Q, Liu W, Wei H, Li C. Clinical Study of Stellate 
Ganglion Block Combined with General Anesthesia on Hemodynam-
ics, Cognitive Function, and Gastrointestinal Function in Elderly Patients 
Undergoing Partial Hepatectomy. Evid Based Complement Alternat Med 2021, 
2021:1426753.

22. Ding X, Zha T, Abudurousuli G, Zhao C, Chen Z, Zhang Y, Gui B. Effects of 
regional cerebral oxygen saturation monitoring on postoperative cognitive 
dysfunction in older patients: a systematic review and meta-analysis. BMC 
Geriatr. 2023;23(1):123.

23. Salazar F, Donate M, Boget T, Bogdanovich A, Basora M, Torres F, Gracia I, 
Fabregas N. Relationship between intraoperative regional cerebral oxygen 
saturation trends and cognitive decline after total knee replacement: a post-
hoc analysis. BMC Anesthesiol. 2014;14:58.

24. Qin XW, Chen XL, Yao L. [The value of intraoperative monitoring of cerebral 
oxygen saturation on postoperative cognitive function in elderly patients 
undergoing cardiac surgery]. Zhonghua Yi Xue Za Zhi. 2021;101(5):345–9.

25. Cheon SY, Kim JM, Kam EH, Ho CC, Kim EJ, Chung S, Jeong JH, Lee DD, Lee 
SW, Koo BN. Cell-penetrating interactomic inhibition of nuclear factor-
kappa B in a mouse model of postoperative cognitive dysfunction. Sci Rep. 
2017;7(1):13482.

26. Liang Z, Xu X, Qi X, Zhang F. Efficacy and safety of ulinastatin on cogni-
tive dysfunction after general anesthesia in elderly patients: a protocol for 
systematic review and meta-analysis. Med (Baltim). 2021;100(13):e24814.

27. Fink EL, Berger RP, Clark RS, Watson RS, Angus DC, Richichi R, Panigrahy A, Cal-
laway CW, Bell MJ, Kochanek PM. Serum biomarkers of brain injury to classify 
outcome after pediatric cardiac arrest*. Crit Care Med. 2014;42(3):664–74.

28. Lv H, Zhao X, Yu J. Analysis of the clinical effects of Sodium Valproate and 
Levetiracetam in the treatment of women with Epilepsy during pregnancy. 
Evid Based Complement Alternat Med. 2021;2021:5962200.

29. Elsharkawy RE, Abdel Azim GS, Osman MA, Maghraby HM, Mohamed RA, 
Abdelsalam EM, Ebrahem EE, Seliem NMA. Peripheral polyneuropathy and 
cognitive impairment in type II diabetes Mellitus. Neuropsychiatr Dis Treat. 
2021;17:627–35.

30. Han M, Wu X, Li J, Han S, Rong J. Effects of Remote Ischemic Preconditioning 
on Postoperative Cognitive Dysfunction in Elderly patients with laparoscopic 
cholecystectomy. Int J Gen Med. 2023;16:961–71.

Publisher’s note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations.


	Value of narcotrend anesthesia depth monitoring in predicting POCD in gastrointestinal tumor anesthesia block patients
	Abstract
	Background
	Methods
	Participants in this research
	Anesthesia and monitoring
	Basic clinical information
	MMSE scores were assessed
	Cerebral oxygen metabolism indexes
	Serum inflammatory and neurological markers
	Statistical analysis

	Results
	Clinicopathological data of the subjects
	MAP and HR fluctuations in different periods
	Effect of NT monitoring of anesthesia depth on patients’ cognitive function
	Comparison of intraoperative cerebral oxygen metabolism indexes
	Comparison of serum neurological function and serum inflammatory factors

	Discussion
	Conclusions
	References


