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Abstract

Objective This study aims to investigate the role of fast-track
surgery in preventing the development of postoperative delir-
ium and other complications in elderly patients with colorectal
carcinoma.

Methods A total of 240 elderly patients with colorectal carci-
noma (aged >70 years) undergoing open colorectal surgery
was randomly assigned into two groups, in which the patients
were managed perioperatively either with traditional or fast-
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track approaches. The length of hospital stay (LOS) and time
to pass flatus were compared. The incidence of postoperative
delirium and other complications were evaluated. Serum
interleukin-6 (IL-6) levels were determined before and after
surgery.

Results The LOS was significantly shorter in the fast-track
surgery (FTS) group than that in the traditional group. The
recovery of bowel movement (as indicated by the time to pass
flatus) was faster in the FTS group. The postoperative com-
plications including pulmonary infection, urinary infection
and heart failure were significantly less frequent in the FTS
group. Notably, the incidence of postoperative delirium was
significantly lower in patients with the fast track therapy
(4/117, 3.4 %) than with the traditional therapy (15/116,
12.9 %; p=0.008). The serum IL-6 levels on postoperative
days 1, 2, and 3 in patients with the fast-track therapy were
significantly lower than those with the traditional therapy
(p<0.001).

Conclusions Compared to traditional perioperative manage-
ment, fast-track surgery decreases the LOS, facilitates the
recovery of bowel movement, and reduces occurrence of
postoperative delirium and other complications in elderly
patients with colorectal carcinoma. The lower incidence of
delirium is at least partly attributable to the reduced systemic
inflammatory response mediated by IL-6.

Keywords Delirium - Elderly - Colorectal carcinoma -
Fast-track surgery - Interleukin-6

Introduction

Although the conventional surgical treatment is still the most
utilized and effective treatment for colorectal malignancy, the

procedure may lead to prolonged hospital stay, increased
medical costs, and medical resource overuse due to the
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aggressiveness of the approach and the high risk of develop-
ing postoperative nutrition disorders. Patients are often dissat-
isfied with their functional recovery and the incidence of
complications is 20 to 30 % [1, 2]. Although the incidence
of conventional complications such as anastomotic leakage
has decreased with the improvements of surgical instruments
and techniques, postoperative psychiatric complications such
as delirium are frequent, particularly in the elderly (>70 years).
As reported previously, about 10-50 % of advanced-age pa-
tients undergoing surgical treatment may develop delirium
postoperatively [3-5]. Postoperative delirium is a reversible
and fluctuating acute brain syndrome characterized by chang-
es in consciousness, orientation, attention, memory, sensory
perception, thinking, emotion, and volition. The occurrence of
this condition may lead to prolonged hospital stay and unfa-
vorable prognosis, and may develop into chronic brain syn-
drome (dementia) [6].

Although the mechanism of delirium remains unclear, it has
been clearly demonstrated that multiple factors are involved
[7, 8]. Besides advanced age, a recent study showed that
systemic stress and inflammatory response might play an im-
portant role in the development of this condition [9, 10]. It has
been reported that the serum levels of an inflammatory bio-
markers, including interleukin-6 (IL-6), were positively corre-
lated to the incidence of delirium [11]. Moreover, the highest
level of IL-6 was present during postoperative delirium [12].
Therefore, reduction of the perioperative stress and inflamma-
tory response may minimize the occurrence of delirium.

It has been found in several clinical trials that fast-track
surgery (FTS) not only facilitates the physical rehabilitation of
the patients with colorectal malignancies, but also prevents
upregulation of proinflammatory cytokines including IL-6,
with reduced stress response and inflammation [13, 14].
Moreover, Krenk et al. have shown that delirium was not

Fig. 1 Flow diagram of study

observed in fast-track hip and knee arthroplasty in elderly
patients [15]. However, there is little data on whether FTS
can prevent or protect elderly patients with colorectal carci-
noma from developing delirium after colorectal surgery. In the
present randomized trial, we studied whether FTS could pre-
vent or reduce the occurrence of postoperative delirium as
well as other complications in elderly patients with colorectal
carcinoma and evaluated the role of IL-6 in postoperative
delirium.

Patients and methods
Patients and study design

A total of 240 elderly patients with colorectal carcinoma, with
ages ranging from 70 to 88 years (mean, 75.18 years; 150 men
and 90 women), admitted to the Fourth Hospital of Hebei
Medical University for open curative resection between 2008
and 2011, were included in the present study. These patients
were randomly assigned into the traditional therapy group
(n=120) and the FTS group (n=120). Block randomization
of the patients was computer generated. Eligible patients were
randomly assigned to each group in a 1:1 ratio (Fig. 1).

Patients with a history of dementia, Parkinson’s disease,
alcohol intake of >250 g/day, long-term use of sleeping pills or
anxiolytics, and those who received anesthesia within the past
30 days were excluded from the study during the initial
screening. Those enrolled patients who were subsequently
given intraoperative blood transfusion or were admitted to
the intensive care unit (ICU) for further treatment after oper-
ation were also excluded from analysis (Fig. 1).

Of the 240 study participants, 115 were diagnosed with
colon cancer and 125 with rectal cancer. Patients in the two

Assessed for eligibility (n=240)

|

Randomized (n=240)

Allocated to FTS group (n=120)
Received allocated
Intervention (n=117)

Did not received allocated intervention
(n=3, including a dementia patient, a
Parkinson patient and an ICU patient)

Allocated to traditional therapy group (n=120)
Received allocated
Intervention (n=116)
Did not received allocated intervention
(n=4, including an alcoholic patient, a patient
who was given intra-operative blood

transfusion and two ICU patients)

Analyzed (n=117)

Analyzed (n=116)
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groups had comparable baseline characteristics including gen-
der, age, site of lesion, TNM Classification of Malignant
Tumours (TNM staging), and surgical procedure (Table 1).
In the current study, a preoperative routine cranial magnetic
resonance imaging (MRI) scan was performed for all the
patients in both groups, and a repeat MRI scan performed
for those who developed postoperative delirium to exclude
cerebrovascular stroke or other central nervous system (CNS)
conditions as the etiology of delirium.

This study was approved by the Ethics Committee of the
Fourth Hospital of Hebei Medical University. All patients
signed a written informed consent before participation.

Patient perioperative monitoring

The length of hospital stay (LOS) and time to pass flatus were
documented. The incidence of complications including pul-
monary infection, urinary tract infection, intestinal obstruc-
tion, anastomotic leakage, heart failure, and deep venous
thrombosis (DVT) were also monitored and documented.
All patients were followed up and all parameters were obtain-
ed from all patients. The diagnosis of postoperative delirium
as the focus of this study is described below.

Perioperative management of the traditional and FTS group

The perioperative managements for patients of both groups
including preoperative preparation, anesthesia, pain control,
and postoperative managements are compared and summarized
in Table 2. The management of the FTS group differed from the

Table 1 Clinical data of the fast track surgery (FTS) and traditional
therapy groups (n=233)

Characteristics FTS (n=117) Traditional (n=116) p value
Age 75.66+4.18 74.78+4.01 0.054
Gender
Male 76 70 0.467
Female 41 46
Site of lesions
Colon 57 58 0.845
Rectum 60 58
TNM staging
1 13 19 0.633
1T 52 47
1T 37 38
v 15 12
Surgical operation
Colectomy 52 53 0.930
Dixon 39 36
Miles 26 27
Hypertension 26 33 0.275
Diabetes 11 14 0.511

traditionally managed group in the several ways: (1) bowel
preparation with oral purgatives instead of a mechanical enema;
(2) thoracic epidural anesthesia and postoperative analgesic
maintenance via the epidural catheter (ropivacaine, 2 mg/ml
maintained for 48 h, controlled to 610 ml (12-20 mg) per hour
and opium-derived agents were excluded); (3) no nasogastric
tube insertion; (4) no drainage tube placement with the excep-
tion of low rectal anastomosis; (5) water was allowed from 6 h
postoperation, liquid diet in the morming and semiliquid diet at
noon and evening of the first and second postoperative days
(POD) with regular diet on POD 3; (6) early urine catheter
withdrawal (at POD 1-2); and (7) early out-of-bed mobilization
(i.e., walking).

Diagnostic criteria of delirium

The mental status and cognitive function was evaluated in
accordance with the Delirium Rating Scale-Revised-98
(DRS-R-98) [16]. The DRS-R-98 evaluates the cognitive do-
main of delirium by recourse to specific evaluations for atten-
tion, orientation, short-term memory, long-term memory, and
visuospatial ability. DRS-R-98 has a high sensitivity
(91-100 %) and specificity (85—100 %) for detection of deliri-
um [16]. Delirium was defined as the total score =18.

The DRS-R-98 scoring was performed on the day of ad-
mission and then daily from POD 1 for 5 days. The presence
or absence of delirium was evaluated by a psychiatrist and a
nurse based on the criteria specified in DRS-R-98.

Serum IL-6 determination

Fasting peripheral venous blood samples (5 ml) were collected
1 day preoperatively and on POD 1, 2, and 3. The blood
samples were centrifuged at 3,000 rpm for 5 min, and the sera
obtained were preserved at —20°C for later use. The serum IL-
6 levels were determined using sandwich ELISA with the
reagents purchased from Invitrogen, Camarillo, CA, USA.
The results are expressed as mean + SD.

Statistical analysis

Statistical analyses were performed using SPSS 15.0 software
package. The measurement data are represented as mean =+
SD. The intergroup comparison was performed using the
Wilcoxon rank-sum test. A chi-square test was used for the
analysis of numeration data. p <0.05 was considered as statis-
tical significant.

Results

Of the elderly colorectal cancer patients, 240 were en-
rolled in this randomized trial. The patients were
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Table 2 Comparison of fast-track and traditional perioperative care protocols

Traditional

Fast track

Preoperative preparation

Liquid diet for 3 days

Mechanical enema(1time/day) for 3
consecutive days
Fasting at 8 h

Drink deprivation 4 h before surgery
Routine nasogastric tube insertion
Oral antibiotics administration for 3 days

Oral purgatives

No mechanical enema

Normal meal until 6 h before surgery

Normal carbohydrate drink until 2 h before surgery
No nasogastric tube insertion

No antibiotics

Anesthesia General

Fentanyl0.25 mg/ml
Midazolam0. 5 mg/ml

Pain control

Nefopam1.0 mg/ml
via PCIA
For48 h

Routine drainage tube placement

Postoperative management
bowel movement

Urinary catheter withdrawal at 3 to 5 days
Out-of-bed mobilization at 3 to 5 days

Diet: liquid diet intake after recovery of

Thoracic epidural
Ropivacaine2mg/ml

via PCEA

For48 h
Opium-derived agents were excluded
No routine drainage tube placement

Diet: water was allowed from 6 h postoperation, liquid
diet in the morning and semiliquid diet at noon and
evening of the first and second postoperative days,
regular diet on POD 3

Urinary catheter withdrawal on POD 1-2

Out-of-bed mobilization on POD 1

randomly assigned to the FTS group and the traditional
management group. The age, gender, site of lesions,
TNM staging, surgical procedures, and co-morbidity
including hypertension and diabetes between the two
groups were comparable, without statistically significant
differences (Table 1).

Four patients were excluded from the traditional group:
two patients received an intraoperative blood transfusion and
the other two were admitted to ICU because of pulmonary
infection. Three patients were excluded from the FTS group:
one received an intraoperative blood transfusion, and the other
two were admitted to ICU because of pulmonary infection.
Thus, a total of 233 patients including 116 patients in the
traditional group and 117 patients in the FTS group were
included this study (Fig. 1).

The mean LOS of the FTS group and traditional therapy
group was 9.01£1.75 and 13.21+1.32 days, respectively
(»<0.001). The time to pass flatus in the FTS group was
significantly shorter than in the traditional therapy group
(48.50£9.59 vs. 77.66+7.18 h; p<0.001). On the POD 1,
the level of serum albumin in the FTS group was higher than
that in the traditional therapy group (28.05+2.82 vs. 26.26+
4.12; p<0.001). Meanwhile, the glucose in the FTS group
was lower than that in the traditional therapy group (8.30+
2.49 vs. 10.25+2.43; p<0.001). No significant difference of
liver or renal function was observed between the two groups
after operation (Table 3).

@ Springer

Incidence of complications

The postoperative complications were followed and docu-
mented based on Clavien—Dindo Classification system, in-
cluding infection, intestinal obstruction, anastomotic leakage,
heart failure, and DVT [17]. The incidence of postoperative
delirium is described in the next section.

Six pulmonary infections were observed in the FTS group,
significantly fewer than the 19 cases in the traditional therapy
group (p=0.006). The incidence of urinary infections was
lower in FTS group than that in the traditional therapy group
(5 vs. 13; p=0.047). The incidence of heart failure was much
higher in the traditional therapy group than that in the FTS
group (13 vs. 4, p=0.022). However, no statistical differences
were found in the incidences of incision infection, bowel
obstruction, anastomotic leakage, and DVT between the two
groups. The results are summarized in Table 3.

Incidence of postoperative delirium

Using the DRS-R-98 scoring system, a total 19 cases of post-
operative delirium were observed, 15 in the traditional therapy
group (12.9 %) and 4 in the FTS group (3.4 %, p=0.008)
(Table 4). In the traditional therapy group, nine incidents of
delirium were observed at POD 1, five at POD 2, and one at
POD 3, while for the FTS group, three incidents of delirium
were observed at POD 1 and one at POD 2 (Table 4).
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Table 3 Comparison of postoperative recovery and complications be-
tween the FTS and traditional group

FTS (117) Traditional (116)  p value
LOS (day) 9.01+1.75 13.21£1.32 <0.001
Functional recovery
Time to pass flatus (h) 48.50+£9.59  77.66+7.18 <0.001
Serum albumin (g/L)  28.05+£2.82  26.26+4.12 <0.001
Glucose (mmol/L) 8.30+2.49 10.25+2.43 <0.001
ALT (IU/L) 34.65+12.25 34.88+11.82 0.738
AST (IU/L) 30.43+10.78  29.47+10.40 0.356
Cr (umol/L) 77.05£23.80  75.11+25.04 0.675
BUN (mmol/L) 5.63+3.60 5.62+3.08 0.831
Complications (cases)
Infection of incision 6 8 0.570
Pulmonary infection 6 19 0.006
Urinary infection 5 13 0.047
Anastomotic leakage 3 1.000
Intestinal obstruction 4 6 0.736
Heart failure 4 13 0.022
DVT 4 7 0.340

ALT alanine transaminase, AST aspartate transaminase

Repeat MRI scanning for those with postoperative delirium
did not show any CNS changes (data not shown). This indi-
cates that postoperative delirium was not due to apparent
organic CNS involvements, e.g., cerebrovascular stroke, after
the surgery [18]. The treatments for delirium included inten-
sive nursing care, and for, severe cases, haloperidol (0.5 mg)
was intramuscularly administered and repeated if necessary at
an interval of 30 to 60 min. The delirium-related symptoms
resolved in all 19 patients after the treatments.

Serum IL-6 level

As proinflammatory cytokines particularly IL-6 have been
reported to be involved in the development of postoperative
delirium [10, 19-21], we determined the serum IL-6 levels in
both the FTS and the traditional groups. The preoperative
baseline IL-6 levels in both groups were very similar. For both
group, the serum IL-6 level peaked at POD 1, followed by a
rapid decline thereafter. This IL-6 peak correlated with the

Table 4 Incidence of postoperative delirium in the FTS and traditional
group

POD FTS Traditional p value
POD 1 3 9 0.073
POD 2 1 5 0.211
POD 3 0 1 0.498
Total (% of analyzed cases) 4 (3.4 %) 15 (12.9 %) 0.008

highest incidence of delirium on POD 1 (Fig. 2). Although the
IL-6 level in FST group decreased to approximately the base-
line level by POD 3, the IL-6 level of the traditional group was
still well above the baseline level (Fig. 2). The serum IL-6
levels in the traditional therapy group at POD 1, 2, and 3 were
all significantly higher than those in the FTS group (p <0.001
in all 3 POD days). Together, these results showed that en-
hanced IL-6 level correlated with the development of postop-
erative delirium in the elderly patients undergoing colorectal

surgery.

Discussion

In the present randomized trial, patients of advanced age
(=70 years) with colorectal carcinoma were treated with either
FTS (117 patients) or traditional approaches (116 patients).
The patients managed with FTS had significant shorter LOS
and fast recovery of bowel movement (Table 3). Importantly,
there was a decrease in the incidence of postoperative com-
plications including pulmonary infection, urinary infection,
and heart failure (Table 3), which is consistent with previous
reports [22, 23]. Notably, FTS treatment was also associated
with a decreased frequency of postoperative delirium
(Table 4). FTS did not cause the same degree of increase in
serum level of the proinflammatory cytokine IL-6 (Fig. 2).

Delirium is an acute brain syndrome most commonly seen
in the elderly, particularly in those with underlying organic
brain pathology and/or functional impairments [24]. The inci-
dence of postoperative delirium varies depending on the sur-
gical and anesthetic approaches used and ranges from 10 to
24 % in gastrointestinal surgery [4, 5, 25, 26].

It is well established that postoperative delirium is a mul-
tifactorial event. Predisposing factors include age; comorbid
disease; and cognitive, visual, and hearing disorders [7, 8, 27,
28]. In our trial, all the patients in both groups were of
advanced age (>70 years) and were more prone to developing
delirium after surgery. The precipitating factors include the
type and extensiveness of the surgical procedure, anesthetic
protocol, opioid pain killer usage, inflammatory response,
infection, pain, sleep disturbance, nutritional condition, and
electrolyte homeostasis [29, 30]. Since the highest frequency
of delirium occurred early on POD 1, we believe that preop-
erative preparation, surgical approach, anesthesia, and pain
control protocols were among the most important factors,
although other subsequent complications (e.g., postoperative
infection) might also play a role most likely later during the
course. In our study, patients in both groups underwent similar
open colorectal surgery (Table 1), the extensiveness of the
surgery and trauma incurred in both groups were similar and
unlikely to be a contributing factor. Pain and sleep disturbance
reported in both groups were comparable (data not shown), so
they were not a likely explanation for the discrepancy of
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Fig. 2 Serum IL-6 levels in the -
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incidence of delirium between the two groups. It has been
reported that early feeding in open colon resection in the
elderly resulted in shorter LOS and reduced postoperative
morbidity [31], so it is possible that early feeding in the FST
group might be contributing to the overall lower postoperative
complications including delirium. The two groups received
different preoperative preparation (Table 2). In the traditional
group, mechanical enema and nasogastric tube insertion were
applied, while in the FTS group, only oral purgatives was
given and no nasogastric tube was used. It is conceivable that
these less-invasive procedures used in the FTS group could
potentially decrease the stress response, and be a factor in the
lower occurrence of postoperative delirium.

A major difference in the management of patients in the two
groups was the different anesthesia approach, pain control, and
drug selection (Table 2). It is unclear whether general anesthesia
per se might play a role in postoperative delirium, but it was
possible that it might cause more extensive systematic stress
response than epidural anesthesia applied in the FTS group [32,
33]. In addition to anesthesia methods, intraoperative and post-
operative medication may affect the mental status of patients
[34, 35]. For patients with traditional therapy, opioid drugs
including morphine, dolantin, and fentanyl that were used
during general anesthesia and postoperative pain management
might contribute to the occurrence of delirium [36]. For FTS,
opioid drugs were avoided. Epidural anesthesia and analgesia
may block the sympathetic response that has been reported to

@ Springer

be involved in delirium [37]. The analgesic agent used in FTS
group was ropivacaine, which can alleviate moderate to severe
postoperative pains effectively and safely [38]. Together, these
measures can help reduce the various stimuli to the patients
during surgical injury, minimize postoperative inflammatory
reaction, and facilitate functional recovery. Therefore, integrat-
ed measures should be applied to prevent elderly colorectal
patients from developing postoperative delirium.

Excessive release of proinflammatory cytokines such as
TNF-«, IL-1, IL-6, and IL-8 during systemic inflammation
can affect brain functions [10] and promote the development
of delirium [39]. To investigate whether FTS reduced the
incidence of delirium by minimizing the inflammatory re-
sponse, serum IL-6 levels were also determined. We found
that enhanced IL-6 level correlated with the development of
postoperative delirium and peaked on POD 1 in the elderly
patients undergoing colorectal surgery (Fig. 2 and Table 4).
FTS significantly reduced the level of IL-6 increase as com-
pared to the traditional therapy group (Fig. 2). This is consis-
tent with the previous reports that elderly patients who devel-
op postoperative delirium may exhibit an elevated serum IL-6
level [39, 40]. It is well known that IL-6 is an endogenous
cytokine released by monocytes, T cells, and vascular endo-
thelial cells and is a major inducer of the inflammation [41].
IL-6 can promote the differentiation of lymphocytes and am-
plify the inflammatory response leading to tissue damage [42].
In this study, there was a correlation between elevated levels
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of IL-6 and delirium, both of which were present at reduced
levels in the FTS treatment group. The underlying mechanisms
for reduced IL-6 level in the FTS patients are multifactorial.
Less invasive preoperative preparation (no mechanic enema,
no nasogastric tube insertion, etc.), use of epidural instead of
general anesthesia, and avoidance of opioids for anesthesia and
pain control could all contribute to the reduced level of IL-6 in
the FTS group. It has been reported that opioids can stimulate
IL-6 production in both animal and human studies [43-47], so
anesthesia and analgesia without utilizing opioid drugs may be
an important factor for reduced IL-6 levels and reduced post-
operative delirium in patients managed with FTS. Although we
only examined IL-6 level in the peripheral blood, which may
not directly represent the intracerebral conditions accurately,
however, it has been shown that IL-6 can readily cross the
blood-brain barrier [48, 49].

In summary, FTS shortens the LOS, facilitates the recovery
of bowel movement, and reduces occurrence of postoperative
delirium and other complications in elderly patients with
colorectal carcinoma. The incidence of delirium correlates
with the serum IL-6 level. The lower incidence of delirium
in the FTS group is likely attributable to the reduced systemic
stress and inflammatory response mediated by IL-6.

Acknowledgements We thank Dr. James S. Martin (School of Medi-
cine, University of Pennsylvania) for preparing the article.

Conlflicts of interest None.

Open Access This article is distributed under the terms of the Creative
Commons Attribution License which permits any use, distribution, and
reproduction in any medium, provided the original author(s) and the
source are credited.

References

1. Wilmore DW, Kehlet H (2001) Management of patients in fast track
surgery. BMJ 322:473-466

2. Kwaan MR, Vogler SA, Sun MY, Sirany AM, Melton GB, Madoff
RD, Rothenberger DA (2013) Readmission after colorectal surgery is
related to preoperative clinical conditions and major complications.
Dis Colon Rectum 56:1087-1092

3. Pisani MA, Murphy TE, Araujo KL, Van Ness PH (2010) Factors
associated with persistent delirium after intensive care unit admission
in an older medical patient population. J Crit Care 25:540.¢1-7

4. Tei M, lkeda M, Haraguchi N, Takemasa I, Mizushima T, Ishii H,
Yamamoto H, Sekimoto M, Doki Y, Mori M (2010) Risk factors for
postoperative delirium in elderly patients with colorectal cancer. Surg
Endosc 24:2135-2139

5. Koebrugge B, Koek HL, van Wensen RJ, Dautzenberg PL, Bosscha
K (2009) Delirium after abdominal surgery at a surgical ward with a
high standard of delirium care: incidence, risk factors and outcomes.
Dig Surg 26:63-68

6. Deiner S, Silverstein JH (2009) Postoperative delirium and cognitive
dysfunction. Br J Anaesth 103(Suppl 1):i41-i46

7. Martins S, Fernandes L (2012) Delirium in elderly people: a review.
Front Neurol 3:101

10.

11.

12.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

. Field RR, Wall MH (2013) Delirium: past, present, and future. Semin

Cardiothorac Vasc Anesth 17:170-179

. van Munster BC, Bisschop PH, Zwinderman AH, Korevaar JC,

Endert E, Wiersinga W1J, van Oosten HE, Goslings JC, de Rooij SE
(2010) Cortisol, interleukins and S100B in delirium in the elderly.
Brain Cogn 74:18-23

Plaschke K, Fichtenkamm P, Schramm C, Hauth S, Martin E, Verch
M, Karck M, Kopitz J (2010) Early postoperative delirium after
cardiac surgery was characterized by increased stress levels and
inflammatory reaction. Intensive Care Med 36:2081-2089

Holmes C, Cunningham C, Zotova E, Culliford D, Perry VH (2011)
Proinflammatory cytokines, sickness behavior, and Alzheimer dis-
ease. Neurology 77:212-218

van Munster BC, Korevaar JC, Zwinderman AH, Levi M, Wiersinga
W1J, De Rooij SE (2008) Time-course of cytokines during delirium in
elderly patients with hip fractures. J] Am Geriatr Soc 56:1704-1709

. Wang D, Kong Y, Zhong B, Zhou X, Zhou Y (2010) Fast-track

surgery improves postoperative recovery in patients with gastric
cancer: a randomized comparison with conventional postoperative
care. J Gastrointest Surg 14:620-627

Zhao G, Cao S, Cui J (2013) Fast-track surgery improves postoper-
ative clinical recovery and reduces postoperative insulin resistance
after esophagectomy for esophageal cancer. Support Care Cancer.
doi:10.1007/s00520-013-1979-0

Krenk L, Rasmussen LS, Hansen TB, Boge S, Seballe K, Kehlet H
(2012) Delirium after fast-track hip and knee arthroplasty. Br J
Anaesth 108:607-611

Trzepacz PT, Mittal D, Torres R, Kanary K, Norton J, Jimerson N.
Validation of the Delirium Rating Scale-revised-98: comparison with
the delirium rating scale and the cognitive test for delirium. J
Neuropsychiatry Clin Neurosci 13:229-242

Clavien PA, Barkun J, de Oliveira ML, Vauthey JN, Dindo D,
Schulick RD, de Santibafies E, Pekolj J, Slankamenac K, Bassi C,
Graf R, Vonlanthen R, Padbury R, Cameron JL, Makuuchi M (2009)
The Clavien-Dindo classification of surgical complications: five-year
experience. Ann Surg 250:187-196

Hatano Y, Narumoto J, Shibata K, Matsuoka T, Taniguchi S, Hata Y,
Yamada K, Yaku H, Fukui K (2013) White-matter hyperintensities
predict delirium after cardiac surgery. Am J Geriatr Psychiatry 21:
938-945

Westhoff D, Witlox J, Koenderman L, Kalisvaart KJ, de Jonghe JF,
van Stijn MF, Houdijk AP, Hoogland IC, Maclullich AM, van
Westerloo DJ, van de Beek D, Eikelenboom P, van Gool WA
(2013) Preoperative cerebrospinal fluid cytokine levels and the risk
of postoperative delirium in elderly hip fracture patients. J
Neuroinflammation 10:122

van Munster BC, Zwinderman AH, de Rooij SE (2011) Genetic
variations in the interleukin-6 and interleukin-8 genes and the
interleukin-6 receptor gene in delirium. Rejuvenation Res 14:425-428
Lemstra AW, Kalisvaart KJ, Vreeswijk R, van Gool WA,
Eikelenboom P (2008) Pre-operative inflammatory markers and the
risk of postoperative delirium in elderly patients. Int J Geriatr
Psychiatry 23:943-948

Wang G, Jiang ZW, Xu J, Gong JF, Bao Y, Xie LF, Li JS (2011) Fast-
track rehabilitation program vs conventional care after colorectal
resection: a randomized clinical trial. World J Gastroenterol 17:
671-676

Wichmann MW, Eben R, Angele MK, Brandenburg F, Goetz AE,
Jauch KW (2007) Fast-track rehabilitation in elective colorectal
surgery patients: a prospective clinical and immunological single-
centre study. ANZ J Surg 77:502-507

Inouye SK (2006) Delirium in older persons. N Engl J Med 354:
1157-1165

Patti R, Saitta M, Cusumano G, Termine G, Di Vita G (2011) Risk
factors for postoperative delirium after colorectal surgery for carci-
noma. Eur J Oncol Nurs 15:519-523

@ Springer


http://dx.doi.org/10.1007/s00520-013-1979-0

84

Langenbecks Arch Surg (2014) 399:77-84

26.

27.

28.

29.

30.

3L

32.

33.

34.

35.

36.

37.

Warrillow SJ, Weinberg L, Parker F, Calzavacca P, Licari E, Aly A,
Bagshaw S, Christophi C, Bellomo R (2010) Perioperative
fluid prescription, complications and outcomes in major elec-
tive open gastrointestinal surgery. Anaesth Intensive Care 38:259—
265

Isfandiaty R, Harimurti K, Setiati S, Roosheroe AG (2012) Incidence
and predictors for delirium in hospitalized elderly patients: a retro-
spective cohort study. Acta Med Indones 44:290-297

Krenk L, Rasmussen LS, Kehlet H (2010) New insights into the
pathophysiology of postoperative cognitive dysfunction. Acta
Anaesthesiol Scand 54:951-956

Steiner LA (2011) Postoperative delirium. Part 1: pathophysiology
and risk factors. Eur J Anaesthesiol 28:628-636

Voyer P, Richard S, Doucet L, Carmichael PH (2011) Factors asso-
ciated with delirium severity among older persons with dementia. J
Neurosci Nurs 43:62-69

DiFronzo LA, Yamin N, Patel K, O’Connell TX (2003) Benefits of
early feeding and early hospital discharge in elderly patients under-
going open colon resection. ] Am Coll Surg 197:747-752
Ezhevskaya AA, Mlyavykh SG, Anderson DG (2013) Effects of
continuous epidural anesthesia and postoperative epidural analgesia
on pain management and stress response in patients undergoing
major spinal surgery. Spine 38:1324-1330

Calvo-Soto P, Martinez-Contreras A, Herndndez BT, And FP,
Vasquez C (2012) Spinal-general anaesthesia decreases neuroendo-
crine stress response in laparoscopic cholecystectomy. J Int Med Res
40:657-665

Neufeld KJ, Leoutsakos JM, Sieber FE, Wanamaker BL, Gibson
Chambers JJ, Rao V, Schretlen DJ, Needham DM (2013) Outcomes
of early delirium diagnosis after general anesthesia in the elderly.
Anesth Analg 117:471-478

Fredman B, Noga J, Zohar E, Yaretzky A, Jedeikin R (1999)
Influence of thiopental and propofol on postoperative cognitive
recovery in the elderly patient undergoing general anesthesia. J Clin
Anesth 11:635-640

Gaudreau JD, Gagnon P, Roy MA, Harel F, Tremblay A (2007)
Opioid medications and longitudinal risk of delirium in hospitalized
cancer patients. Cancer 109:2365-2373

Mann C, Pouzeratte Y, Boccara G, Peccoux C, Vergne C, Brunat G,
Domergue J, Millat B, Colson P (2000) Comparison of intravenous
or epidural patient-controlled analgesia in the elderly after major
abdominal surgery. Anesthesiology 92:433-441

@ Springer

38.

39.

40.

41.

42.

43.

44,

45.

46.

47.

48.

49.

Marret E, Remy C, Bonnet F, Postoperative Pain Forum Group
(2007) Meta-analysis of epidural analgesia versus parenteral opioid
analgesia after colorectal surgery. Br J Surg 94:665-673

Munster BC, Aronica E, Zwinderman AH, Eikelenboom P,
Cunningham C, Rooij SE (2011) Neuroinflammation in delirium: a
postmortem case—control study. Rejuvenation Res 14:615-622
Beloosesky Y, Hendel D, Weiss A, Hershkovitz A, Grinblat J,
Pirotsky A, Barak V (2007) Cytokines and C-reactive protein pro-
duction in hip-fracture-operated elderly patients. J Gerontol A Biol
Sci Med Sci 62:420-426

Murakami M, Hirano T (2012) The pathological and physiological
roles of IL-6 amplifier activation. Int J Biol Sci 8:1267-1280

Miwa H, Kanno H, Munakata S, Akano Y, Taniwaki M, Aozasa K
(2000) Induction of chromosomal aberrations and growth-transformation
of lymphoblastoid cell lines by inhibition of reactive oxygen species-
induced apoptosis with interleukin-6. Lab Invest 80:725-734
Winterhalter M, Brandl K, Rahe-Meyer N, Osthaus A, Hecker H,
Hagl C, Adams HA, Piepenbrock S (2008) Endocrine stress response
and inflammatory activation during CABG surgery. A randomized
trial comparing remifentanil infusion to intermittent fentanyl. Eur J
Anaesthesiol 25:326-335

Murphy GS, Szokol JW, Marymont JH, Avram MJ, Vender JS (2007)
The effects of morphine and fentanyl on the inflammatory response to
cardiopulmonary bypass in patients undergoing elective coronary
artery bypass graft surgery. Anesth Analg 104:1334-1342

Parkhill AL, Bidlack JM (2006) Reduction of lipopolysaccharide-
induced interleukin-6 production by the kappa opioid U50,488 in a
mouse monocyte-like cell line. Int Immunopharmacol 6:1013-1019
Yardeni 1Z, Beilin B, Mayburd E, Alcalay Y, Bessler H (2008)
Relationship between fentanyl dosage and immune function in the
postoperative period. J Opioid Manag 4:27-33

Dave RS, Khalili K (2010) Morphine treatment of human monocyte-
derived macrophages induces differential miRNA and protein ex-
pression: impact on inflammation and oxidative stress in the central
nervous system. J Cell Biochem 110:834-845

Banks WA, Kastin AJ, Gutierrez EG (1994) Penetration of
interleukin-6 across the murine blood—brain barrier. Neurosci Lett
179:53-56

Threlkeld SW, Lynch JL, Lynch KM, Sadowska GB, Banks WA,
Stonestreet BS (2010) Ovine proinflammatory cytokines cross the
murine blood-brain barrier by a common saturable transport mech-
anism. Neuroimmunomodulation 17:405-410



	Fast-track...
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	Introduction
	Patients and methods
	Patients and study design
	Patient perioperative monitoring
	Perioperative management of the traditional and FTS group
	Diagnostic criteria of delirium
	Serum IL-6 determination
	Statistical analysis

	Results
	Incidence of complications
	Incidence of postoperative delirium
	Serum IL-6 level

	Discussion
	References


