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Abstract

Cognitivechangeaffectingpatientsafteranaesthesiand surgeryhasbeen recognisdaor morethan 100 yr. Research
into cognitivechangeafteranaesthesiand surgeryacceleratedh the 1980swhenmultiple studiesutiliseddetailed
neuropsychologil testingfor assessment cognitivechangeafter cardiacsurgery.Thisbodyof work consistently
documentedieclinein cognitivefunctionin elderlypatientsafteranaesthesiand surgery and cognitivechangesave
beenidentifiedupto 7.5 yr afterwardslmportantly,otherstudieshaveidentifiedthat theincidenceof cognitivechangeas
similar after non-cardiacsurgery Otherthan the inclusionof non-surgicalcontrolgroupsto calculatepostoperative
cognitivedysfunction researchnto thesecognitivechangesn the perioperativgperiodhas beemndertakenn isolation
from cognitivestudiesin the generapopulation. Theim of this work is to developsimilar terminologyto thatusedin
cognitiveclassificationof the generapopulationfor usein investigatonsof cognitivechangesfteranaesthesiand
surgery.A multispecialtyworkinggroup followeda modifiedDelphiprocedurewith no prespecifiechumberof rounds
comprisedf threefaceto-facemeetingsfollowedby online editingof draft versions.

Two major classificationguidelines[Diagnosticand StatisticalManualfor Mental Disordersfifth edition (DSM-5) and
Nationallnstitutefor ‘Agingand the Alzheimer Association(NIA-AA)] areusedoutsideof anaesthesiandsurgeryand
may be usefulfor inclusionof biomarkersn researchFor clinical purposesit is recommendedo usethe DSM-5

nomenclatureTheworkinggrouprecommenddhat ‘perioperativeneurocognitivelisordes be usedasanoverarching
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termfor cognitiveimpairmentidentifiedin the preoperativeor postoperativgeriod. Thisncludescognitivedecline

diagnosedeforeoperation(describeds neurocognitivelisorder);any form of acuteevent(postoperativadelirium) and

cognitivedecline diagnosedp to 30 daysafterthe procedurddelayedneurocognitiveecovery)and up to 12 months

(postoperativeneurocognitivedisordey.

Keywords:cognitiendiserdersdelirium; neurocognitivadisorderspostoperativeeomplications

Cognitive chage_ affecting patieris after anaesthesia and sur
gery, particularly in the elderlhas benrecognised in onéorm
or arnother for moerethan 100 yr. Many clinicians are familiar
with the clinical'syndroe of delirium, a setof fluctuating
changesin attentian, mental status, and level consciousress
which is often seen after anaestizesand surgery. Asidieom
delirium, a largébody of reseach has eamined postoperative
cognitive dyfunction (POM) or decline after full recovy of
consciousness, and_persistindlivileyond the expectedhar-
macological andyphysiologic&ffects of armaesthat drugs.
Anaesthesia alnsb always acconpaniessurgery and iteiss®-
ciated stresses,includinhealing and iflammation, ard
therefore the twavill beconsideed togetter in this documert.
Clinical complaints prompted research into cognitive
changeafter anaesth@a and surgery,which acceleratedn
the 1980swhen multiple studiesused detailedneuropsych-
logicaltestingfor assessmenafter cardiacsurgery. Thisbody
of work consistatlysdocaumenteddeclinein cognitivefunction
in elderly patientsinsthe short (7 days) and mediun(le3
month9'®3term after anaesthéa andsurgery, evenin the

absenceof synptoms. The naturalhistory of thesechanges
still requires further invemgation, and although cognitive
changes have' been identified as long .&sr afterwards®
causalas®ciationsremain unclearat leastin part because
of lackof well-definedbaselinestatus,lackof cortrol grouysin
most studies;gandother metodologicallimitations of previ-
ous work . Consisteatly, studieshave confirmed that cognitive
decline is associatedwith increaing age, lower premorbid
intelligencequotient, fewer yearsof education, or a combi-
nationof these® Furtherundersanding has beesomplicated
by significantheterogeneityn the type and numbenof tests
administered, theriteria or definitionfor changeandthe
timing of administratbn of the tests® Detailsof thesestudies
andthe assciatedissuesare providedn Suppkementl.
Interestingly,reseach into perioperativecognitivechange
hasoccurredn isolationfrom cognitive studiesin the general

populatbn, andin other medicaldisciplines.In fact, periop

erativecognitionhas becomdargelya researcharearather
than aclinical state;subjecive complairts arerarely sought or
reported andcapacityfor activities of daily living (ADLS) is

overlooked. Elderly individuals are a large subsetof the gen

eral pomlation,and,when normhsedto populatbn, arethe
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represat <14% of the populaton. By 2050, they will
compiise25% of the population andeceive50% of all an-
aestletics” In theUSA, morethan 19 million anaesthetics
are administeed to thoseaged>65 yr ewvery year,and a
similarincreaein exposue is expectecf

. Thediagnastic criteria for the cognitivechangesas®ciated

with anaesthea and surgery detectedby psychometric

testing should .notbe differentiated from neurocognive

therebre be alignedwith the clinical diagnastic criteria of
neurocognitive disordersuchas those already usé@dthe
Diagnasticand;StatisticalManualfor MentalDisorders, fif th
edition (DSM-5).°

. The terminobgy of cognitive changeassociatedwith
anaesthesiand surgeryshouldbe alignedwith other NCD
to promde crossspecialty conmunication, aid clinical
managemenbfpatients, andurther high-qualityreserch.

. Neurocogitive disaorders occur frequently in the comnu-
nity with 14e48%aged >70 yr suffering mild cognitive
imparment (MCI)lo and an additionall10% suffering de-
mertia.l* Theréforemany individualswill havethesedis-
orders,evenif jpreclinicad, beforethey undergoaraesthesia

major consunersofyeperatve care;yet for thosewith spon

taneousposbperativecognitive comphints, there exists no
nomaenclature, diaghastic framework, or referral recomnen-
dationswithin the specialtiesof anaesthesiologgndsurgery.

We consideraformalclassificationto be critical atthistime
for the followingreasons:

1. The numbenpf patients agesb0 yr undergoingamesthesia

and surgery hasncreased significantly andis projectedto
increase further. In Australa, individuals >60 yr receive
neaty onethird of all anaesthets, although they

andsurgery. Switchingto adifferentterminologyto classify
these individuals when they are having anoperationis

confusing, countémtuitive, andcounterpoductive.

This work aims: 1) to develop and encouradke use of
nomenclature ad diagngstic criteria that are consistat with
the terminologyusedin the wider clinical commuity when
assessin@ndreporting cognitiveimpairment,but thatretains

the tempoarl associationvith armraesthesiaandsurgey; and 2)

the community, namelythe DSM-5 and Natioral Institute for
Aging and the Alzheimer Associaton (NIA-AA) definitions.
This clinical nomenddture will offer aframeworkfor under
standingthe impactof anaesthesia arslurgery on outcomes,
care,and managementfor the elderly and therebyenhance

consisencyof communicationandreporting.

Methods

The working group compiised a multispecialty group of ex-
12

perts accoding to recommendedDelphi procedures. This
group was made upof invited internaional sdentistsand
physiciars, represating anaesthesiolgg neurobgy, geriat
rics, psychiatry, neurosychology, surgeryand psychology
[the Perpbperative Cognition Nomenclature Working Group
(listed bdow), heresfter, the ‘working group’]. The working
group was assembledn three occasionsto assessi) the
currentsituation;2) if periopeative cognitivedisaderswere
sufficiently different from geriatric cognitive disarders to
justify unique nomenclate; 3) how to include uniquefea

tures of the perioperative period4d) how to achiee
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Nomencéture for perioperatve cognitivedisorders - 3

endorement of the varied stakeholders; and5) how to
disseminge the final produd. Theworkinggroupbroadlyused
the Delphi approactwith no prespedied numberof rounds,
with discussion, consensus development, vatingrms, or
both, during the faceto-facemeeting. Thefirst Delphiques-
tionnairewas developedsingafocusgroup(thefirst faceto-
facemeetingheldin Copenhage, 2014) andaliteraturereview
(seeSupplenent 1).1? After a further two full-daymeetingsn
Honolulu, HI, USA (March2015) and WashingtorQC, USA (July
2015), a draft documentwas prepared anddissemnated
widely via emailto allow adequatecommentay. Feedback
was providedby. 25/44(57%) membersfor the se®nd Delphi
round (December015). and 21/41(51%) for the third Delphi
round (September2016),with many additional authors
requesting no specific changes.The final version was then
distributed to all
support orotherwiseof the final doaument. Same further

memberswho were requiredto reply in

changesveremade accordingp consensus dhis final stage.
This was then submited to a multidisciplinary collectiorof
journalsfor consideratiornf joint, simultan®us publication.
Wheredisageemenarose this was put to the groupanda
compromse obtaired |if possble. If no compromse was
possible(oneinstarce by one individualat final draft stage,
Octoler 2016),consesuswastaken ashe majorityopinionof
the groyp. Commentay will, no doubt, continue,and this
nomenclature will'be likely to evolve ashasbeenthe casefor
the NIA-AA nomenclature!314

This terminoloy applies the rubric usebly the American
Psychiatiic Assceiation, whereby a multidisciplinary &am work
to produce a dmument clearly describga nomenclate for
useby various disciplinesith multiple needso communicate
characteristie ofimenta disorders, thus enablhg cross-
disciplinay conyersations, investigationf possille mecha-
nisms across 'multip medical discipline and aligned in-
terventions and outcomeand appliesto all adult m@tients
undergoing anaesthesia and surgery. The publicatiadhe
most recent Diagnosticcand Statisticallanual for Menal Dis-
orders, fifth edition® (DSM-5) preseis an opportunityto align
cognitive change detexd after anaesthesia and surgetiyh
cognitive chagerinother dsdplinesin termsof the aiteriafor
classfi cation, the, déinition of declire, impairment, or bath,
meaningdful clinical interpretation, and clinichomenclature,
althoughat this time postoperatives not a spe€ierendored by
the DSM5. Supporting documes are provided aSypplement
1 (POCD background) and Supplemat 2 (excerpts form DSM-5).
An alternative nmmenclature has kB introduedby the NIA-
AA, B which has asoachieedwidesprad clinical usageand
magps closelyto the DSM-5 classfications. The workingyroup
electel to adopt tle DSM-5nomenclatee for perioperative
purposs, and acknowledge that these aligith NIA-AA defi-

nitions. Guidance was povided by membersof the working

growps who participagd in the DSM-5 and NIA-AA cognitive
disorder nomenclature fefts. These recomendations are
applicalbe to clinicians and researcherd all specidties

involvedin the careof olderadults

Results

Recommendationfer perioperativeNCD

We recommendthat ‘periopeative neuroognitivedisarders’

be usedas an overartiingterm for cognitiveimparment or

changeidentifiedin the preoperative or postoperative period.

This includes cognitive impairment diagnsed before
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operaton (describeddow as NCD); any form of acuteevent
(such as delirium; discused below) and cognitive decline
diagnosedip to 30 daysafterthe procedurdas outlined below
as delayed neuocognitive recovey) and up to 12 months
(descrbedbelowasNCD).

Recommendationfer pre-existing cognitive
impairment

Pre-existing cogritive impairment is the term that has been
usedto refer to patientswith objedively measurable subtle
cognitiveimpairmentatbaséine (uswally by comparisorwith
populatbn norms).As a preoperatie assessnre this mea
sure of impairmentcannotbe related tothe imminent
anaesthesiandsurgeryand shold be consideredn termsof
cognitiveimpairment that might be coincidentaly identified
in the communityasmild NCD (MCI) or majorNCD (derrentia).

See definitioniithe section omecommendationgor POCD.

Recommendationf®r’ delirium

‘Posterativedelirium’ should be recognisedas a specifc
category consigent with DSM-5 terminology along with
appropiate spegifiersy (substanceantoxication, substance
withdrawal, medicationinduced, delirium becauseof other
medicalconditions, anddelirium becausef multiple aetiol
ogies) onceother specificcauseshave beenexcludedandthe
patient is in theimmedate posbperative period.

The reportediincidence of delirium in the elderly after
anaesthesia anslurgery is highly dependen on howit is
diagnsedand sceenedjncludinghow assaesmentstaff are
trained. After cardiac surgery the incidenceof delirium using
chartreviewwas3%, noted duringoutine clinical carewas
8%, using interviews with nurses was 9%, and using daily
mentalstatusteding andapplicatiorof avalidateddiagnastic
algorithmwas53%2:>The,DSM-5 states tht deliriumoccursin
15e53% of older individuds after operation andh 70e87%of
thosein intensve care (page6009). The term postoperate
refersto a specificandknown precipitting event(i.e. anaes
thesiaand surgey);which occursannualy in approxmately
onethird of individuals aged>65 yr. Therefore, amaesthesia
andsurgeryshouldbe clearlyidentified as a potdial precip-
itating causeof_.delirium. The term ‘postoperativ’ would
becaone aspecifierfor delirium occuring during the hospi-
talisetion periodafteranaesthea andsurgeryjn casesvhen
otheridentifiablecawses tave beenexcluda. Implemenation
of this specifieris not only preciseput may facilitatethera
peuticinterventbns.

We reoognised that confusbn between emegence
delirium and posbperativedelirium is possible Neverthelss,
aftercorsiderabledebatet wasagreedhat alucid periodafter
emergacefrom anaesthea shouldnotbe arequirementfor

the attribution of posbperativedelirium. If the patienthasa
lucid intervalthis shouldbe notedin the characteisation of
thatepisode.
In sumnary, ‘postoperativedelirium’ is defined as that
which occursin hospitalup to 1 weekpostpocedureor until
dischage (whicheveroccursfirst) and meetsDSM-5 diagnastic
criteria. Other factors to consicer when diagnsing post

operatve delirium include:

1) Unmaskedpre-existingvulnembilities, for exampé, drugg
alcohol/dementia/previoudelirium

2) Persstentdrug effects

This article is protected by copyright. All rights reserved
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3) Otherphysdologicalperturbationsincluding metatwlic ab-
normalities, hypoxia,electrolyteimbalance,infection,etc.

4) Lucidinterval (not mandatory, but shouldbe documered)

Where delirium is observed dung the hospitalisation
phase and continuesin the early postdischarge period
(persistentdelirium), the delirium should retain the post
operatve specifier.

Recommendationtsr POCD

POCD hasbeenusedin reseach studieso describean objec
tively measurableléclinein cognitive function atvaryingin-
tervalsafteranaesthea andsurgery, up to 3 monthse7.5yr

after surgery1817 (Suppkment 1). Generaisability to the

clinical context need$o be carefully considered, asresearch
has hitherto underrepreseted thosewith lower educdion,
minority groups, and languages other than dfieh,limiting
translaion to clinical pradice.

Criteria for POCD havebeenconfinedto researchandhave
typically rested on an objective declinein cognition as
measuwed by neuromychological tests,usuallyin the form of
multiple teds. administeed as a test battery.In the absence
of a control groyp;, early investigations often defined indi
vidual patient decline as a posperativedecementof 1
standad deviation(ofgthe whole groupat baselinepas a cut-
off for declinein an individual test. In responseto calls for

appropiate control groups'®*®investigatorsbeganto use

contols to accountfor confounders(includingtime and
learning effecs)y When control groups were used, the
calculaion of decline was often referencedto the expected
changen the controlgroup usingneof severalformulae for
the reliablechanhgeindex?°-21

In additionto different methals of calculaing declinein
an individual _test_and attributing overall decline, in-
vestigabrs haveinadvetently introduced other sourcesof
variation. These include vahdaity in the number of tests
adminktered, thesnumber of tests requiredto decline to
classify an individuall as POCD positive, the statistical
threshold tordetermine POCD, and the methodsused to
combineresuts intopaggregatescore® Additionally, post-
operatve testing has beenundertakenat variabletime in-
tervals after surgery. The emdsultof this heterogeaeity is
that there is no standardisedlefinition of POCD, for either
reseach or clinical purposs.

Theresearch criteriausedfor POCD canbecontrastedvith
the DSM-5 criteria for mild and major NCD. The DSM-5
stresseghat both a cognitive concen by the individual,
informant, or clinician and objectiveevidenceis requred to
satisfya diagnais of NCD, and evidencef eithermaintaned
ADLs (mild NCD) or impairedADLs (major NCD; Supplenent

2). Thus, amajor differerce betweerPOCD and NCD is the
requiremart for acognitive concen in the latter and evidence
of functiomal ability. The objective criteria for NCD are a
declineof 1e2 standad deviatonsusudly aganst anormative
groupfor mild NCD and>2 standarddeviatonsfor major NCD.
The value of NCD is that it includesclinical (subjectiveand
functioral) comporents, asdo nearlyall otherDSM diaghases,

andthus alignswith standad clinicaldiagngstic criteria.

Cognitiveconcern

Taking an appropriatehistory including assessnme of
cognitive concernsboth beforeand after anaesthesia and

surgeryis feasibleand would align perigperative cognitive
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disorderswith NCD. It also allows alignmentfor thosepa
tients spamtaneously reporting cognitive sympbms after
operaton. Assessingsymptomsbefore hospital discharge is
often problematic. This period may be more complicated by
postopeative delirium, mobility and ongoingacutepharma
cological interventions (e.g. anabesics)than ‘endogenog
cognitiveissuesper se. Evenif at home, itis unlikely thatthey
or an informantwill be ableto makean accurateassessment
of subtlecognitive decline.Therefae, while alignmentwith
NCD classification after discharge butbefore full recovery
may be technically possble, the clinical relevanceof this
classificaton would be tinclear,andhencewe recommendh
different term, ‘delayed neurocanitive recovey’. Other
terms, such asp‘early NCD’ were discussed, butvere
consideed to be™too similar to ‘early MCI’ or ‘early Alz-
heimer’s diseasgé labels that carry a consideably more
ominousnaturalhistory than POCD detected or reportedin
this time window. While the term ‘early’ recognsesthat not
all patientsrecover completelyrom this earlyform of POCD,
studiesindicatethat many and perhaps mostdo, andthus
we believe the default clinical diagnosisshauld indicate the
potential for recovery. Should signs and symptoms of
cognitivedysfunctionpersistpastthe expected time couse
for phydcal, physological, and emotional reovery from
surgey, then theterm:becomegpostopeative mild or major
NCD.

Thetime whenthis conversiorof terms occurswill be 30
daysafter theprocedire whenremveryfrom all aspectsf the
surgery and hospitalisation should have occurred. This is
consisentwith hogital outcomedata,andreflectsthat the
acute effectsf drugs, anaesthesia, pain, sleep, antlitional
hygiene and the emotionalstressof hosptalisation usually
will havepas®d by 30 days.The incidence of delirium typi-
callydecreaesbyi80 days after surgery, althoughuststill be
excludel 131° Further, 28e30-day outcomes are commonly

usedas quality metricsfor clinical perfornmance! Criteria for
declineshouldstill, be_aligned with DSM-5 (1e2 standardde-
viationsbdow contls/norms for mild NCD and 2 standard
deviatons belowcontrols/nems for major NCD), butthe use
of ‘delayedneur@ognitive recovey’ allows consideration of
otherfactorsatplay-

It mustbe noted thathigh functioningindividualsmaynot
classify as impaired or) declining using cognitive testing
againstorns, eitheronobjectivetestingor on questionaires

(e.g. CliniciansGlobalimpresson of Changé?), whichtendto

be insensiive to,subtlechangesThis highlightsthe relevance
of subjctive reportsoficognitive concerns. Thereforesab
jectivereportfrom the participant, informantor clinicianis an
essentl element of diagnosing aperioperative neure
cognitive disorde. Howeve, becauseof the requrementfor
objective evidenceof at leastl standard deviation decline
from norms to diagnoseNCD, such high functioning in-
dividuals could be missedentirely despitethe presexe of

symptans. Thus,for clinical interpretationtheseneedto be

consiceredin the contextof eachindividual.

Objectivetesting

Beyondearly testing (up to 30 days),we recomnend aligning
the objectivecriteriaof perigoerative cognitivedisorderswith
NCD as describeith DSM-5° (Supplemen?2). Mild NCD requres
a decline, as comparedth norms,of 1e2 stardard deviations
(or 39e16™ perantile on teds that are not normally distrib-

uted).Major NCD requiresa declinef >2 standad deviations
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Nomencéture for perioperatve cognitivedisorders - 5

(or 3 percentile or belowif not normally distribued) in an
appropiate neuropychologicalassessmentNorms or cornr
trols must be used where assessmentf changeis not

possibé,andthe above cufpoints areacceptable. Decrements

should be consideredn terms of z-scorescalculaed using
normsor controls.Comparaleagein the compar&or groupis
alwaysimportant. Normsmay be general population data, or
specific, appropriatecontrol groups. Serial assasment of
cognitionis likely to be more robustthat tesing at a single
time point. Thus;measuremmet of changevia serial assas-
ments is specifcally mentionedin DSM-5 as a way to avoid
problemsof comparing lgh and low performersagainst
norms.Thecurentrecanmendatios for objectivecriteria do
not specifyindividual neuropsghologicaltestsor the number
of testsrequiredin abattery,assuchrecomnendatians are
not cortained in.DSM-5 or NIA-AA criteria. The objective
criteriashouldbe based accordinm the DSM-5 on ‘evidence
of modest (mild-NCD) or significant (major-NCD) cognitive
declinefrom a previouslevel of performancdan oneor more
cognitive domans (complex attention, exeaitive function,
learningand memory,language,peraeptuatmotor, or social
cognition)’.° Théseassessmentsefer to the useof psycho

metricassessmentwith the akility to objectivelyassassspe
cific cognitivedomains;not to the useof screeningoolssuch
as the Mini-mentaliState Examnation or Montreal Cognitive
Assessrant.

ADL assessment

Classification of mild and major NCD requires as&sment
of ADLs with an gpropriate tool to measure suke changes
in function FormildsNCD evidence nmust be provided that
daily function isgewerall maintained, whilst for major NCD
evidene is reuired to confirm a decline in daily function
from aprevious lexel. Thismay be sdf-repat or informant-
repat, andthe changes may besubtlke in nature Assess-

mern of instrumentd activities of daily living is the mos

Discussion

Aligning nomenclaturefor POCD with NCD

As stated ealier, two major classification guidelines(DSM-5
and NIA-AA) are currently usedmore or lesssynonymously
outsideof thedisciplinesof anaedtesiologyandsurgery.Mild

NCD andmajorNCD (DSM-5) map approximatelyonto MCI*3

and dementia(NIA-AA), 1* respectiely, and could therebre
be effectively used as interchandaa terms. The NIA-AA
bio-

reserch purposescurrently

nomenclature makes provisidor the inclusion of
markers,which is relevantfor
and perhapsdsfor clinical purpo®sin the future.lt is recom

mended to use only the DSM-5nomenclatire to avoidthe
potentialnegativeconnotatbnsof the NIA-AA terms.

We therefore recomnend that the clinical nomenclature
for imparment in, or change in, cogtmon that is tempoally
associatedwvith anaedtesia and surgery be changedfrom
POCD to ‘delayed neurocattive recovery and mild or major
NCD (DSM-5), dependng on timing and magnitude.Eachwill
include appropriate specifiers atiche-frames. DSM-5 advo
catesusing a measure of change,but also allows diagnosis
with referenceto nornmative data.ln the cortextof identifying
changesafter opetion, theimportanceof defining baseline

cognitivestatusis obvious.

Recommendedomenclaturefor perioperativeNCDs

Pleaseeferto Tablel:

Preoperativeperiod: (in line with DSM-5 diagnosisundertaken

independentlyf plannedanaesthesiand surgery)

Mild NCD

l\/l::Jir\r NCD.

comma form of assessmentf subtle impairments in daily

function.

Afteroperdion to the pointimmedately beforethe effectsof
anmaestledaandsurgery are expeatito have resdved(30 days):

Paostoperativadelirium

Tablel Sumnary of periopersive cognitivedisorder(POM) nomenclatureNCD, neurocognitve disorders. Thetime point from a

least30 dayswhenthe effectsof anaesthesiand surgeryshouldhave resolved’ The postopertive specifierwill be appliedwher

delirium is nersistenthevondhosnitaldischarae? Alsoannliesto assssmentsheforemedicalreadinesdor discharaealthouahit
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ime period Termanddefinition

Preoperative Perioperativeecognitivedisorders
Emergencefrom Emergencexcitation

anaethesia ordelirium
From:immediately Delirium (postopertive’) Delayedneuocognitive

t

postogera OR recovey’
Until: expecte

(to 30 days)

delayedneurocognitive

recovery

IR

Author Manuscr
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Delayedneurocogitive

recovey’

Comments

As in community

Thetime for expeced
resolutionis basedn
perioperaitve conditions,
e.g. complications/
infectionfprolonged
hospitalisation
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(postoperative specifierto be usedif delirium is new or
persistent in the perioperative period. If new post
dischargeijt represents newelirium andwill not attract
the posbperativespecifier)
Delayed neurocogrtive re®very (definition is DSM-5 mild
or major NCD)
Thisterm to'be used befeoe 30 days. Assessrants before
medical readinesfer dischage,beauseof the complexity
of this period,shouldbe recordedin the patientchartwith

appropiate deseripton.

Expected recovery(307daysup to 12 months):

Postoperativanild neurocagnitive disarder (POCD)

Paostoperativanajor neurocgnitive disarder (POCD)

Up to 12 months will apply where new cognitivedecline
(newimpairmentor further decline)is not accountedor by
any other medical'condition. The ‘postopeative (POCD’
specifieronly appliesbeyond 12 months if the diagnosis
(mild/major NCD) was made befoe 12 months. POCD is
included as ancalibratingspecifier in parenthesegor the

transitionperiodwhile integatingthe newnomenclatre.

Concernhasbeenraisedthat the specifiépostoperatie’
implies a causal linkag®e someaspectof anaedtesiaand
surgey. Thetermhereis intendedto only indicateatemporal
relationship, and not aetiology.Acknowledgingthe temporal
relationship will provide the opportunity for future research
aligned with other.agerelaed cognitive disardersto investi
gatepossble aetiologes.

Conclusions

This proposl is to revisethe nomenclatire for perioperative
cognitive disardersto_align with DSM-5 criteria with appro-
priate specifigsandtime-frame.

This new nemenclate for cognitive imparment before
operaton, or cognitive declineafter operaton, will conformto
the three DSM-5 pillars of diagnasis for neurocognive

disordes:

1) Subjectivecomplaint(participan, informant, clinician)

2) Objective impairma&t/change (mild: 1le2 standard de-
viations below norms or controls; major: 2 stardard de-
viations belownormsor contols)

3) Insrumenal ADLs (for major NCD/dementiaa decline in

functionis requred)

Theonedepature from DSM-5 nomenclatoe would be in
the recovery periodUp to 30 days after the procedure,
cognitive decline otherwise meeting DSM-5 criteria will be
consicered ‘delayed neurocogrtive recovey’. After this, the
DSM-5 nomenclaire will be adopted,but with temporal
specifies. ‘Postoperative(POCD’ becomes a specifisimilar
to other specifiersin DSM-5, suchas traum#ac braininjury or
substanceabuse.As noted above, the term ‘POCD’ will be
included in parenheses(at leastin the shortterm) asa

transitonal calibrator: Thus the ‘postoperative (POCD’
specifierwill refer to a periodfrom 30 daysafter amaesthesia
and surgeryto 12 months follow-up, using theDSM-5 diag-

nostic criteria:

‘postopeastive mild neurocanitive disorder(POCD)’ and

‘postopesative major neuracognitive disorder(POCD)’.
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Thisnomenclature will applyupto 12 months, assunmgthe
cogntive dedine canrot beaccauntedfor by anyother medica
condtion. After12 monts the ‘postopeaative (POM)’ specifier
is no longer attached first diagnosed aftethis time, asthe
aetblogy canrot bereasonablylinkedto the prior surgey and
anasthesiaepisodeThisroutine DSM-5 nomendéature would
alsoapplyto pre@erdive assesmentswhichhaveoftenbeen

referred toas preexisting cogntiveimpairment?324
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