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Introduction
Monitoring of cerebral oxygen saturation has become increasingly 

important in cardiac and non-cardiac surgery. Studies in cardiac surgery 
have shown that treating cerebral oxygen desaturations can improve 
postoperative cognitive function and reduce complications [1]. Besides 
the studies in cardiac surgery, there are studies showing a significant 
incidence of cerebral oxygen desaturations in non-cardiac surgery, such 
as neurosurgery, carotid surgery, general surgery and thoracic surgery [2].

In thoracic surgery, there are many physiologic disturbances that 
affect tissue oxygenation and cause cerebral desaturation. The causes of 
cerebral desaturation are more related to perioperative hypoxemia than 
hemodynamic deterioration. Proposed physiologic disturbances for 
cerebral desaturation focus on perioperative hypoxemia due to the effects 
of one-lung ventilation (OLV) [3]. There is only one study published which 
investigated early cognitive function after thoracic surgery [4]. But in this 
study [4] determination of cognitive function after thoracic surgery is 
evaluated by only one cognitive function test (Mini-Mental Status Exam) 
and reliability of the study is subdued. Cerebral oxygen desaturations 
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in desaturation group patients, whereas desaturation and non-desaturation groups’ test performance trends showed improvement at 1 month.
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dysfunction while increasing the quality of life.
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increase the risk of the poor postoperative outcome in patients undergoing 
thoracic surgery with OLV [5,6]. Hence, more studies indicating the 
impacts of the cerebral desaturation on the cognitive dysfunctions during 
the late period after thoracic surgery are lacking [7]. 

The Mini-Mental Status Exam (MMSE) can be used to identify 
preoperative subclinical dementia that would be a risk factor for 
developing postoperative cognitive dysfunction (POCD). Trail making 
test A and B, Digit Span test, and Stroop test are psychometric tests 
verifying diagnosis of POCD in a consensus recommendation on POCD 
issued in 1995 to assess cognitive performance in patients [8]. Trail 
Making Tests measure sequencing ability, psychomotor speed, complex 
attention, visual scanning and mental flexibility [9]. Stroop test measures 
the selective attention and response inhibition [10]. Digit span test is a 
widely used neuropsychological measure, known as a test of attention and 
working memory [11].

The aim of our study is to evaluate the effects of cerebral oxygen 
desaturations detected by using cerebral oximetry during one-lung 
ventilation, on the postoperative early and late period cognitive functions.
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Materials and Methods
Study population

The study was confirmed and approved (Ethical Committee N° 
09.2013.0279) by the Ethical Committee of Marmara University School 
of Medicine, Istanbul, Turkey (Chairperson Prof H. Direskeneli) on 01 
November 2013. The study protocol complies with the Declaration of 
Helsinki.

Study subjects were recruited from consecutive 83 patients who gave 
a written informed consent, aged 18 years or greater, undergoing elective 
thoracic surgery with OLV of an expected duration of more than 45 min. 
Patients who had previous cerebral disease, dementia, severe problems 
in hearing and understanding, or who were unable to provide informed 
consent, were excluded.

Cerebral oximetry
Adverse cerebral outcomes remain a continued problem in patients 

undergoing surgical procedures. Cerebral oximetry using near-infrared 
spectroscopy (NIRS) is a continuous, noninvasive monitor in perioperative 
settings [12]. Using similar principles as pulse oximetry, a light source 
generates the near-infrared beams which pass through the tissues and are 
detected by optodes placed a short distance away from the source. The 
differential absorption of these beams by oxygenated and deoxygenated 
hemoglobin determines the brain tissue saturation [13].

Slater et al. noted that an absolute value of 50% regional cerebral 
oxygen saturation was required before any adverse effect was observed in 
a cardiac surgery patient by using cerebral oximetry [14].

In a similar study, Samra et al. [15] showed that a 20% relative decrease 
from baseline regional cerebral oxygen saturation have a sensitivity of 80% 
and a specificity of 82% to determine a threshold rSO2 value for neurological 
dysfunction in patients undergoing awake carotid endarterectomy.

Clinical management
After venous line placement and before general anesthesia, an epidural 

catheter was inserted at T4-5 or T5-6 level for postoperative analgesia. 
Anesthesia was induced with propofol 2-2.5 mg kg-1, fentanyl 1-2 µg kg-1 
and rocuronium 0.5 mg kg-1. For further muscle relaxation rocuronium 
0.25 mg kg-1 was applied as clinically required. A radial arterial cannula 
was placed for continuous arterial pressure. A left or right sided double-
lumen tube was inserted with bronchoscopic guidance. Anesthesia was 
provided using sevoflurane (0.8–1.5 MAC) and FiO2 0.40. The ventilator 
parameters consisted of volume control mode, PEEP 5 cm H2O, Peak 
pressure less than 30 cm H2O, tidal volume 6-8 ml kg-1, at a rate of breath 
min-1 that maintaining EtCO2 30–35 mm Hg. The FiO2 was set 1.0 during 
one-lung ventilation. When the peripheral oxygen saturation decreased 
below 90%, insufflation of 2-4 lt dk-1 oxygen was applied to the dependent 
lung. If the peripheral saturation didn’t improve, one lung ventilation was 
terminated and switched two lung ventilation, and these patients were 
excluded from the analysis. Also, patients who had perioperative unstable 
hemodynamics, who were administered inotropic therapy and who were 
postoperatively discharged to the intensive care unit were excluded. 
Standard monitoring variables such as peripheral oxygen saturation, 
mean arterial pressure (MAP), and heart rate were recorded every 5 min. 
For surgery, the patient was placed on the left or the right lateral decubitus 
position. 

Cerebral oximetry monitoring 

The cerebral oximeter sensors were applied to the forehead, and cerebral 
oxygen saturation (SctO2) was monitored continuously using the INVOS 
5100C (Covidien, CO, USA) cerebral oximeter starting before anesthesia 

induction until extubation. Baseline SctO2 values were taken in room 
air when the patient was awake and also after 2 mins of breathing 100% 
oxygen through a face mask. Cerebral oxygen desaturation was accepted 
as 20% decrease from baseline saturation that was measured while the 
patient was in room air. In addition, from the intraoperative cerebral 
oximetry data, patients dropping below the value of 50% saturation 
threshold were reevaluated. At the end of surgery, duration of one lung 
ventilation was recorded. 

Cognitive assessment
The mini–mental state examination (MMSE) was performed before 

surgery to exclude the preoperative subclinical dementia or cognitive 
dysfunction. Patient, who had MMSE score ≤ 25, were excluded. After 
surgery, a battery of standardized neurocognitive tests was performed 
prior to patient’s discharge and at one month follow up to assess 
postoperative cognitive function by a resident who was not aware of 
intraoperative oximetry values. The test battery included Trail Making Test 
A and B, Digit Span Test, Stroop Test. We intend to measure sequencing 
ability, psychomotor speed, complex attention, visual scanning and 
mental flexibility with Trail Making Tests; the selective attention, response 
inhibition with Stroop test and attention, working memory with Digit 
span test. Different preoperative and postoperative tests were used in this 
study to prevent learning effect.  

Statistical analysis
Datasets were analyzed using the SPSS ver. 21.0 statistical software 

(SPSS Inc., USA). Data were analyzed using descriptive statistical 
methods (frequency, percentage, mean, standard deviation) as well as 
to examine the normal distribution of Kolmogorov - Smirnov test was 
used for distribution. Demographic and clinical factors are expressed 
in percentages and median. In the comparison of qualitative data, 
Pearson’s chi-square test or the Fisher exact test was used. Between the 
groups comparison of quantitative data, Mann-Whitney U test, was used. 
Pearson correlation analysis, to determine the relationships between 
measurements, was used within the Group. Results at 95% confidence 
interval, p<0.05 level of significance p<0.01 and p<0.001 significance level 
in advanced was assessed.

Results
Eighty-three patients were enrolled in the study between November 

2013 and May 2014 in Marmara University Hospital, İstanbul, Turkey 
but 12 of those patients had to be excluded, and data of 71 patients 
were analyzed. Three patients were excluded due to the need for an ICU 
stay that may increase the risk of developing POCD. Two patients were 
excluded due to desaturations while induction before starting OLV; also, 
four patients due to failing test follow-up, two patients due to massive 
bleeding resulting hemodynamic instability and one patient due to the 
need for inotropic support were excluded from the analysis.

During our study of 71 patients undergoing thoracic surgery, 35%(n:25) 
patients had a reduction in cerebral oxygen saturation more than 20% 
from their preoperative baseline values and 38% (n:27) patients’ cerebral 
oxygen saturations dropped below the value of 50%. 

The desaturation and non-desaturation groups were found to be similar 
in gender, age, education of patients, and duration of OLV, (p>0,05). 
Average cerebral oxygen saturation was lower (p<0,001) in desaturation 
group than in non-desaturation group (Table 1). 

Desaturation group patients had significant impairments in early and 
late period Trail Making Tests’ and Stroop Tests’ performances, whereas 
desaturation and non-desaturation groups’ test performance trends 
showed improvement at 1 month (Table 2).

http://dx.doi.org/10.16966/2470-9956.111


 
ForschenSci
O p e n  H U B  f o r  S c i e n t i f i c  R e s e a r c h

Citation: Sungur F, Arslantas MK, Ayanoglu HO (2016) Effects of Cerebral Oxygen Desaturation during One Lung Ventilation on Postoperative Cognitive 
Function as assessed by Cerebral Oximetry: a Prospective, Observational Study. J Clin Anesth Manag 1(3): doi http://dx.doi.org/10.16966/2470-9956.111

Open Access

3

In desaturation Group, prolonged OLV and duration of desaturation 
below the 50% threshold had a correlation (p<0,05) with deterioration of 
cognitive test performance (Table 3).

After reevaluation of data, patients whose cerebral oxygen saturations 
were dropping below the value of 50%, had significant impairments in 
postoperative early and late period Trail Making Tests’ and Stroop Tests’ 
performances as patients who experienced cerebral desaturation that was 
accepted as 20% decrease from baseline cerebral oxygen saturation (Table 4).

The relationship of two different desaturation criteria with postoperative 
cognitive functions were similar. 

In non-desaturation group, the relationship between age and Trail 
Making test performance is that patients who were older had poorer test 

Non-
desaturation
Group (n=46)

Desaturation
Group (n=25)

n % n % X2 P value

Gender

 Male 29 66% 15 34% 0,064 0,804

 Female 17 63% 10 37%

Operated lung side

 Right 26 58% 13 52% 0,217 0,641

 Left 19 42% 12 48%

Education
 Primary School 20 44% 16 64% 5,561 0,135

 Secondary School 6 13% 4 16%

 High School 5 11% 3 12%

 University 15 33% 2 8%

 Mean SD Mean SD MW P value

Age 52,3 11,7 55,1 10,7 478,5 0,245

Average SctO2 68,7 6,7 59,3 9 227 0,000***
Duration of OLV 
(min) 184,9 89,7 195,6 87,6 533 0,613

Table 1: Comparison between the Desaturation and Non-desaturation 
Group Based on Demographic and Clinical Factors
*p<0,05
**p<0,01
***p<0,001
n: number; SD: Standard deviation; MW: Mann Whitney U Test; X2: Chi-
Square Test; SctO2: Cerebral oxygen saturation; OLV: One lung ventilation

Time 
Point  Cognitive Tests

Baseline SctO2 
decrease ≤ 
20% (n=46)

Baseline SctO2 
decrease ≥ 
20% (n=25)

P 
value

Mean SD Mean SD

Prior to 
discharge

TMT Score 
(second) 62,590 36,416 98,120 78,315 0,046*

Forward DST 
Score 5,54 1,048 5,16 0,898 0,160

Backward DST 
Score 3,39 0,954 3,24 0,831 0,663

ST Score 
(second) 66,82 28,162 70,76 36,995 0,763

ST Wrong Word 
count 1,52 2,248 3,36 3,796 0,010*

At one 
month

TMT Score 
(second) 38,870 25,867 72,960 64,908 0,025*

Forward DST 
Score 5,96 0,893 5,56 1,044 0,195

Backward DST 
Score 3,89 0,795 3,64 1,075 0,177

ST Score 
(second) 43,50 18,885 65,92 58,001 0,250

ST Wrong Word 
count 0,67 1,230 1,64 2,841 0,194

Table 2: Postoperative Test Results prior to discharge and at one month 
in groups dividing by 20% decreases from the Baseline Cerebral Oxygen 
Saturation
*p<0,05
**p<0,01
***p<0,001
n: number; SD: Standard deviation; SctO2: Cerebral oxygen saturation; 
TMT: Trail making test; DST: Digit span test; ST: Stroop test

 Desaturation Group (n=25)
 Duration of SctO2 ≤ 50 Duration of OLV

TMT score (second)
r 0,338 0,408
p 0,098 0,043*

Forward DST score
r -0,25 -0,143
p 0,229 0,497

Backward DST score
r -0,404 -0,492
p 0,045* 0,013*

ST score (second)
r 0,339 0,472
p 0,098 0,017*

ST Wrong Word Counts
r 0,481 0,421
p 0,015* 0,036*

Table 3: Correlation Analyses of prolonged OLV and duration of 
desaturation below the 50% threshold between cognitive test performances 
in desaturation group.
*p<0,05
**p<0,01
***p<0,001
n: number; SctO2: Cerebral oxygen saturation; OLV: One lung ventilation; 
TMT: Trail making test; DST: Digit span test; ST: Stroop test; r: Correlation 
coefficient; p: p-value

Time 
Point  Cognitive Tests

SctO2 ≥ 50% 
(n=44)

SctO2 ≤ 50% 
(n=27) P 

valueMean SD Mean SD

Prior to 
discharge

TMT Score 
(second) 58 32,186 102,96 75,69 0,004**

Forward DST 
Score 5,57 1,087 5,15 0,818 0,156

Backward DST 
Score 3,43 0,925 3,19 0,879 0,405

ST Score (second) 66,36 29,097 70,3 35,189 0,781
ST Wrong Word 
count 1,57 2,286 3,15 3,728 0,026*

At one 
month

TMT Score 
(second) 36,32 23,418 74,59 62,62 0,004**

Forward DST 
Score 5,98 0,927 5,56 0,974 0,177

Backward DST 
Score 3,98 0,792 3,52 1,014 0,013*

ST Score (second) 43,77 20,029 63,81 55,802 0,311
ST Wrong Word 
count 0,61 1,205 1,67 2,746 0,063

Table 4: Postoperative Test Results prior to discharge and at one month 
in groups dividing by the value of 50% Cerebral Oxygen Saturation
*p<0,05
**p<0,01
***p<0,001 
n: number; SD: standard deviation; SctO2: Cerebral oxygen 
saturation;TMT: Trail making test; DST: Digit span test; ST: Stroop test
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performance. Differences in educational levels of the patients influenced 
Digit Span Test, Stroop Test performances (Table 5). We couldn’t see 
similar relations in desaturation group because effect of desaturation on 
each patient is different.

Discussion
Our study showed significant impairments in postoperative early 

and late period Trail Making Tests’ and Stroop Tests’ performances in 
desaturation group patients, whereas desaturation and non-desaturation 
groups’ test performance trends showed improvement at 1 month. 

Patients, who underwent thoracic surgery with OLV, showed a 
reduction in cerebral oxygen saturation. All cerebral desaturation events 
happened when peripheral oxygen saturation was above 90%, and patients 
whom peripheral oxygen saturation was below the hypoxic limit of 90% 
were excluded from our study. The main result of our study was cerebral 
desaturations during OLV correlated with deterioration in cognitive test 
performances.

Significant physiological disturbances accompany OLV as a result 
of hypoxemia, such as decreasing arterial oxygen saturation, changing 
cardiac output and activation of inflammatory processes [16]. Prolonged 
OLV leads to severe oxidative stress and free radical generation [17]. 
During OLV, hypoxemia episodes trigger proinflammatory cytokines 
that (are associated with) effect neurotransmitter system, indicating 
a relation between the inflammatory process and neurocognitive 
performances [18,19]. Likewise our study showed that prolonged OLV 
resulting in increased duration of hypoxic episodes had a correlation with 
deterioration of cognitive test performance in desaturation group.

Studies in cardiac and non-cardiac surgery have shown a relation 
between cerebral oxygen desaturation and cognitive dysfunction [20].

The incidence of POCD after noncardiac surgery at one week is 
defined 19-41% in patients older than 18-year-old [21]. The incidence of 
postoperative cognitive dysfunction for thoracic surgery is still unknown 
and often underestimated [18]. Patients may experience POCD that 
reduce the quality of life after surgery. There is no currently adequate 
treatment for POCD, but risk factors should be identified and eliminated. 
Intraoperative monitoring of cerebral oxygen saturation can be useful to 
detect and prevent cerebral desaturations and possibly POCD [18].

In thoracic surgery during OLV the incidences of cerebral oxygen 
desaturation that is 20% decreases from baseline saturation were resulted 
57% [5], 56% [4], 70% [6], 27% [22] and showed diversity in the studies. 

The variety of incidence depends on different evaluation of baseline 
cerebral oxygen saturation that leads to the need for a change in the 
definition of cerebral desaturation. In our study, baseline cerebral oxygen 
saturation was evaluated before anesthesia induction in room air, and 
thirty-five percent of the patients had cerebral oxygen desaturation.

Tang et al. [5], and Kazan et al. [4] were estimated baseline cerebral 
oxygen saturation after 2 mins of breathing 100% oxygen through a 
face mask in the patients who were awake in their studies. In another 
study, Hemmerling et al. [6] evaluated baseline cerebral saturation as 
highest cerebral oxygen saturation value before OLV. Brinkman et al. 
[22] estimated baseline cerebral saturation as highest cerebral oxygen 
saturation value during two lung ventilation.

Brinkman et al. [22] were recorded cerebral oxygen saturation of 
patients in room air before induction, after induction , during two lung 
ventilation, and one lung ventilation. Prior to induction value of cerebral 
oxygen saturation, showed 13% increase after induction during two 
lung ventilation and the decreases starting after one lung ventilation. 
After induction or 2 min s of breathing 100% oxygen through a face 
mask increased the value of baseline cerebral oxygen saturation and 20% 
decreases from the increased value of baseline saturation didn’t reflect 
correct desaturation events. Thus, incidence of desaturation was high. In 
these studies, the incidences of desaturation were not considered clinically 
significant, adding an important limitation to the studies. So, we need 
more studies demonstrating real desaturation events and the frequency of 
desaturation events to determine the clinical outcomes’ correlation with 
desaturation periods [7].

In our study, baseline cerebral oxygen saturation was taken when 
the patient was in room air, because patients’ cognitive functions were 
considered normal at baseline cerebral oxygen saturation. We tried 
to demonstrate the real desaturation incidences and the relation with 
deterioration of cognitive functions. Here baseline cerebral oxygenation 
values were recorded when patients were awake in room air, and also after 
2 minutes of breathing 100% oxygen through a face mask to see if there 
is a difference in intraoperative cerebral desaturation. When the baseline 
cerebral oxygenation taken after 2 minutes of breathing 100% oxygen 
was taken into account , we observed that extra six patients showed 
cerebral desaturations. But, analysis of patients whose baseline cerebral 
oxygenation were recorded after 2 minutes of breathing 100% oxygen, 
were not taken into account in our study.

A 20% relative decrease from baseline cerebral oxygen saturation 
occurred in patients who had a neurologic change and regional ischemia. 
This decrease was accepted as cut-off value with a resultant sensitivity 
and specificity of 80% [23,24]. But, there is no consensus about defining 
critical cerebral desaturation yet. In previous studies, cerebral desaturation 
has been defined by either decrease from a baseline or absolute threshold 
(i.e., dropping below 50% value of cerebral saturation) [7]. In our study 
cerebral oxygen desaturation was recorded as both 20% decreases from 
baseline saturation and dropping below the 50% saturation threshold that 
was measured from patient in room air to define which cerebral oxygen 
desaturation criteria was significant. According to our study results, thirty-
five percent of the patients had a decrease of 20% from baseline values and 
thirty-eight percent of patients cerebral saturation were dropping below 
the value of 50%. Deteriorations of cognitive test performance (in Trail 
Making Test and Stroop Test) was found similar by using both cerebral 
desaturation criteria.

To date, most thoracic surgery studies [4-6,22] have emphasized 
cerebral desaturation, used the FORESIGHT cerebral oximeter that shows 
absolute value without trends. In our study, we used INVOS cerebral oximetry 
(Covidien, CO, USA) that can demonstrate decreases from baseline saturation 
value and evaluate the area under the curve, and also show absolute value.

 Non-Desaturation Group (n=46)
 Age Education

TMT score (second)
r 0,366 -0,098
p 0,012* 0,517

Forward DST score
r 0,116 0,447
p 0,442 0,002**

Backward DST score
r 0,239 0,491
p 0,110 0,001**

ST score (second)
r -0,140 -0,143
p 0,353 0,343

ST Wrong Word 
Counts

r -0,022 -0,322
p 0,884 0,029*

Table 5: Correlation Analyses of age and educational levels between 
cognitive test performances in non-desaturation group. *p<0,05
**p<0,01
***p<0,001
n: number; TMT: Trail making test; DST: Digit span test; ST: Stroop test; r: 
Correlation coefficient; p: p-value
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 Tang et al. [5] showed a relationship between the desaturation and 
cognitive dysfunction that was assessed only by MMSE. MMSE is the 
most widely used measure to screen for cognitive status in medical and 
neuropsychological research. But , using MMSE for retesting may lead 
to some of the questions being remembered by the participants and 
rehearsing the answers given previously. Also, prior to the retesting the 
person knows that a cognitive test will occur and be more alert [25]. The 
MMSE has been considered for determination of gross cognitive changes 
as in Alzheimer dementia and has been designed to be administered in 
a single session to give an estimation of absolute function. The test is 
inappropriate for assessing POCD as it was not designed to measure the 
changes in cognitive functions [26].

In our study, we preoperatively used MMSE to determine patients who 
had cognitive dysfunction or dementia and then to exclude them from 
the study. Postoperative four different tests, that was recommended by 
a consensus in 1995 [8], was used to evaluate cognitive function such 
as sequencing ability, psychomotor speed, complex attention, visual 
scanning, mental flexibility, the selective attention, response inhibition, 
working memory. We combined a test battery to provide a high level 
of sensitivity and increase the probability of detecting deterioration in 
cognitive function. Different preoperative and postoperative tests were 
used in this study to prevent learning effect.

In fact, using different tests pre- and postoperatively may be named 
as a limitation of our study. Although POCD is diagnosed by comparing 
pre- and postoperative findings on psychometric tests in the literature, 
there is no consensus how to define POCD [27]. According to our 
results, we couldn’t confirm that the patients who had intraoperative 
cerebral desaturations had POCD, but we can say that cognitive functions 
deteriorated in desaturat ion group with respect to the non-
desaturation group.

In desaturation group, patients had significant impairment on Trail 
Making Test and Stroop Test performances that measure frontal lobe 
psychomotor speed, complex and selective attention, visual scanning and 
mental flexibility, information processing speed, response inhibition and 
executive function.

Although both groups’ test performance trends showed improvement 
at one month, desaturation group’s test performances were still lower in 
respect to non-desaturation group. This improvement at one month can 
be explained by learning after retesting or recovery of cognitive function, 
but the difference between the groups in cognitive test performance has 
been kept at 1 month.

Some studies showed that the right sided surgery is a risk factor for 
hypoxemia during OLV [28], whereas cerebral desaturation and operated 
side of the patients demonstrated no statistically significant relationship 
in our study.

In conclusion, patients undergoing OLV develop cerebral oxygen 
desaturations. Cerebral oxygen desaturations have an adverse impact 
on postoperative cognitive function. This adverse effect has declined 
over time but has continued till the end of the first postoperative month. 
Prolonged desaturation periods result in a more deterioration of cognitive 
function. Thus, cerebral desaturations should be prevented and treated. 
Cerebral oximetry guided therapy may reduce postoperative cognitive 
dysfunction while increasing the quality of life.

Financial Disclosure: This work was supported by the Department 
of Anaesthesiology, Marmara University Hospital, Istanbul, Turkey.

Conflict of Interest: None.

References
1. Murkin JM, Adams SJ, Novick RJ, Quantz M, Bainbridge D, et al. 

(2007) Monitoring brain oxygen saturation during coronary bypass 
surgery: a randomized, prospective study. Anesth Analg 104: 51-58.

2. Williams-Russo P, Sharrock NE, Mattis S, Szatrowski TP, Charlson 
ME (1995) Cognitive effects after epidural vs general anesthesia in 
older adults. JAMA 274: 44-50.

3. Ward DS (2011) Intra-operative ventilation strategies for thoracic 
surgery. In: Principles and Practice of Anesthesia for Thoracic Surgery 
297-308.

4. Kazan R, Bracco D, Hemmerling TM (2009) Reduced cerebral oxygen 
saturation measured by absolute cerebral oximetry during thoracic 
surgery correlates with postoperative complications. Br J Anaesth 
103: 811-816.

5. Tang L, Kazan R, Taddei R, Zaouter C, Cyr S, et al. (2012) Reduced 
cerebral oxygen saturation during thoracic surgery predicts early 
postoperative cognitive dysfunction. Br J Anaesth 108: 623-629.

6. Hemmerling TM, Bluteau MC, Kazan R, Bracco D (2008) Significant 
decrease of cerebral oxygen saturation during single-lung ventilation 
measured using absolute oximetry. Br J Anaesth 101: 870-875.

7. Mahal I, Davie SN, Grocott HP (2014) Cerebral oximetry and thoracic 
surgery. Curr Opin Anaesthesiol 27: 21-27.

8. Rundshagen I (2014) Postoperative cognitive dysfunction. Dtsch 
Arztebl Int 111: 119-125.

9. Armstronga CM, Allena DN, Donohuea B, Mayfield J (2008) Sensitivity 
of the comprehensive trail making test to traumatic brain injury in 
adolescents. Arch Clin Neuropsychol 23: 351-358.

10. Uran P, Kılıç BG (2014) Comparison of neuropsychological 
performances and behavioral patterns of children with attention deficit 
hyperactivity disorder and severe mood dysregulation. Eur Child 
Adolesc Psychiatry 24: 21-30.

11. Choi HJ, Lee DY, Seo EH, Jo MK, Sohn BK (2014) A normative 
study of the digit span in an educationally diverse elderly population. 
Psychiatry Investig 11: 39-43.

12. Rohlwink UK, Figaji AA (2010) Methods of monitoring brain 
oxygenation. Childs Nerv Syst 26: 453-464.

13. Tujjar O, De Gaudio AR, Tofani L, Di Filippo A (2016) Effects of 
prolonged ischemia on human skeletal muscle microcirculation as 
assessed by near-infrared spectroscopy. J Clin Monit Comput.

14. Slater JP, Guarino T, Stack J, Vinod K, Bustami RT, et al. (2009) 
Cerebral Oxygen Desaturation Predicts Cognitive Decline and Longer 
Hospital Stay After Cardiac Surgery. Ann Thorac Surg 87: 36-45.

15. Samra SK, Dy EA, Welch K, Dorje P, Zelenock GB, et al. (2000) 
“Evaluation of a Cerebral Oximeter as a Monitor of Cerebral Ischemia 
during Carotid Endarterectomy. Anesthesiology 93: 964-970.

16. Levin AI, Coetzee JF, Coetzee A (2008) Arterial oxygenation and one-
lung anesthesia. Curr Opin Anaesthesiol 21: 28-36.

17. Misthos P, Katsaragakis S, Milingos N, Kakaris S, Sepsas E, et 
al.(2005) Postresectional pulmonary oxidative stress in lung cancer 
patients. The role of one-lung ventilation. Eur J Cardiothorac Surg 27: 
379-382. 

18. Tomasi R, von Dossow-Hanfstingl V (2014) Critical care strategies 
to improve neurocognitive outcome in thoracic surgery. Curr Opin 
Anaesthesiol 27: 44-48.

19. Cheng YJ, Chan KC, Chien CT, Sun WZ, Lin CJ (2006) Oxidative 
stress during 1-lung ventilation. J Thorac Cardiovasc Surg 132: 513-518.

20. Funder KS, Steinmetz J, Rasmussen LS (2009) Cognitive dysfunction 
after cardiovascular surgery. Minerva Anestesiol 75: 329-332.

http://dx.doi.org/10.16966/2470-9956.111
http://www.ncbi.nlm.nih.gov/pubmed/17179242
http://www.ncbi.nlm.nih.gov/pubmed/17179242
http://www.ncbi.nlm.nih.gov/pubmed/17179242
http://www.ncbi.nlm.nih.gov/pubmed/7791257
http://www.ncbi.nlm.nih.gov/pubmed/7791257
http://www.ncbi.nlm.nih.gov/pubmed/7791257
http://link.springer.com/chapter/10.1007/978-1-4419-0184-2_21
http://link.springer.com/chapter/10.1007/978-1-4419-0184-2_21
http://link.springer.com/chapter/10.1007/978-1-4419-0184-2_21
http://www.ncbi.nlm.nih.gov/pubmed/19918024
http://www.ncbi.nlm.nih.gov/pubmed/19918024
http://www.ncbi.nlm.nih.gov/pubmed/19918024
http://www.ncbi.nlm.nih.gov/pubmed/19918024
http://www.ncbi.nlm.nih.gov/pubmed/22311364
http://www.ncbi.nlm.nih.gov/pubmed/22311364
http://www.ncbi.nlm.nih.gov/pubmed/22311364
http://www.ncbi.nlm.nih.gov/pubmed/18835887
http://www.ncbi.nlm.nih.gov/pubmed/18835887
http://www.ncbi.nlm.nih.gov/pubmed/18835887
http://www.aerzteblatt.de/pdf/DI/111/8/m119.pdf
http://www.aerzteblatt.de/pdf/DI/111/8/m119.pdf
http://www.sciencedirect.com/science/article/pii/S0887617707002235
http://www.sciencedirect.com/science/article/pii/S0887617707002235
http://www.sciencedirect.com/science/article/pii/S0887617707002235
http://link.springer.com/article/10.1007/s00787-014-0529-8#/page-1
http://link.springer.com/article/10.1007/s00787-014-0529-8#/page-1
http://link.springer.com/article/10.1007/s00787-014-0529-8#/page-1
http://link.springer.com/article/10.1007/s00787-014-0529-8#/page-1
http://www.ncbi.nlm.nih.gov/pubmed/24605122
http://www.ncbi.nlm.nih.gov/pubmed/24605122
http://www.ncbi.nlm.nih.gov/pubmed/24605122
http://www.ncbi.nlm.nih.gov/pubmed/19937250
http://www.ncbi.nlm.nih.gov/pubmed/19937250
http://www.ncbi.nlm.nih.gov/pubmed/19101265
http://www.ncbi.nlm.nih.gov/pubmed/19101265
http://www.ncbi.nlm.nih.gov/pubmed/19101265
http://www.ncbi.nlm.nih.gov/pubmed/11020747
http://www.ncbi.nlm.nih.gov/pubmed/11020747
http://www.ncbi.nlm.nih.gov/pubmed/11020747
http://www.ncbi.nlm.nih.gov/pubmed/18195606
http://www.ncbi.nlm.nih.gov/pubmed/18195606
http://www.ncbi.nlm.nih.gov/pubmed/15740942
http://www.ncbi.nlm.nih.gov/pubmed/15740942
http://www.ncbi.nlm.nih.gov/pubmed/15740942
http://www.ncbi.nlm.nih.gov/pubmed/15740942
http://www.ncbi.nlm.nih.gov/pubmed/24263687
http://www.ncbi.nlm.nih.gov/pubmed/24263687
http://www.ncbi.nlm.nih.gov/pubmed/24263687
http://www.ncbi.nlm.nih.gov/pubmed/16935103
http://www.ncbi.nlm.nih.gov/pubmed/16935103
http://www.ncbi.nlm.nih.gov/pubmed/19412153
http://www.ncbi.nlm.nih.gov/pubmed/19412153


 
ForschenSci
O p e n  H U B  f o r  S c i e n t i f i c  R e s e a r c h

Citation: Sungur F, Arslantas MK, Ayanoglu HO (2016) Effects of Cerebral Oxygen Desaturation during One Lung Ventilation on Postoperative Cognitive 
Function as assessed by Cerebral Oximetry: a Prospective, Observational Study. J Clin Anesth Manag 1(3): doi http://dx.doi.org/10.16966/2470-9956.111

Open Access

6

21. Coburn M, Fahlenkamp A, Zoremba N, Schaelte G (2010) 
Postoperative cognitive dysfunction : Incidence and prophylaxis. 
Anaesthesist 59: 177-184.

22. Brinkman R, Amadeo RJ, Funk DJ, Girling LG, Grocott HP, et al. 
(2013) Cerebral oxygen desaturation during one-lung ventilation: 
correlation with hemodynamic variables. Can J Anaesth 60: 660-666.

23. Samra SK, Dy EA, Welch K, Dorje P, Zelenock GB, et al. (2000) 
Evaluation of a Cerebral Oximeter as a Monitor of Cerebral Ischemia 
during Carotid Endarterectomy. Anesthesiology 93: 964-970.

24. Tan ST (2008) Cerebral oximetry in cardiac surgery. Hong Kong Med 
J 14: 220-225.

25. Tombaugh TN (2005) Test-retest reliable coefficients and 5-year 
change scores for the MMSE and 3MS. Arch Clin Neuropsychol 20: 
485-503.

26. Lewis M, Maruff P, Silbert B (2004) Statistical and conceptual issues 
in defining post-operative cognitive dysfunction. Neurosci. Biobehav 
Rev 28: 433-440.

27. Funder KS, Steinmetz J, Rasmussen LS (2010) Methodological Issues 
of Postoperative Cognitive Dysfunction Research Semin Cardiothorac 
Vasc Anesth 14: 119-122.

28. Dunn PF (2000) Physiology of the lateral decubitus position and one-
lung ventilation. Int Anesthesiol Clin 38: 25-53.

http://dx.doi.org/10.16966/2470-9956.111
http://www.ncbi.nlm.nih.gov/pubmed/20084351
http://www.ncbi.nlm.nih.gov/pubmed/20084351
http://www.ncbi.nlm.nih.gov/pubmed/20084351
http://www.ncbi.nlm.nih.gov/pubmed/23661297
http://www.ncbi.nlm.nih.gov/pubmed/23661297
http://www.ncbi.nlm.nih.gov/pubmed/23661297
http://www.ncbi.nlm.nih.gov/pubmed/11020747
http://www.ncbi.nlm.nih.gov/pubmed/11020747
http://www.ncbi.nlm.nih.gov/pubmed/11020747
http://www.hkmj.org/system/files/hkm0806p220.pdf
http://www.hkmj.org/system/files/hkm0806p220.pdf
http://www.ncbi.nlm.nih.gov/pubmed/15896562
http://www.ncbi.nlm.nih.gov/pubmed/15896562
http://www.ncbi.nlm.nih.gov/pubmed/15896562
http://www.ncbi.nlm.nih.gov/pubmed/15289007
http://www.ncbi.nlm.nih.gov/pubmed/15289007
http://www.ncbi.nlm.nih.gov/pubmed/15289007
http://www.ncbi.nlm.nih.gov/pubmed/20478952
http://www.ncbi.nlm.nih.gov/pubmed/20478952
http://www.ncbi.nlm.nih.gov/pubmed/20478952
http://www.ncbi.nlm.nih.gov/pubmed/10723668
http://www.ncbi.nlm.nih.gov/pubmed/10723668

	Title 
	Corresponding author
	Abstract
	Keywords
	Introduction
	Materials and Methods
	Study population
	Cerebral oximetry
	Clinical management
	Cerebral oximetry monitoring 
	Cognitive assessment
	Statistical analysis

	Results
	Discussion
	Financial Disclosure
	Conflict of Interest
	References
	Table 1
	Table 2
	Table 3
	Table 4
	Table 5

