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1. INTRODUCTION
Dementia has become a serious global issue in our aging society, 
and affects almost one-fourth to one-third of people 90 years of 
age and older.1 Data from both China and the United Kingdom 
revealed significant sex differences, with higher incidence of 
dementia in women vs men.2,3 Both sex and gender differences 
may play an important role in the development of dementia 
through genetics, hormones, social functions, etc.4–7 Phung et al8 
tried to determine whether dementia is associated with hysterec-
tomy, which is a very common procedure, with a stable rate of 
5.1 to 5.8 hysterectomies per 1000 civilian women residing in 
the United States.9

Previous studies of oophorectomy showed increased risk of 
Alzheimer’s disease (AD)10–12 and decline in overall cognitive 
function13,14 associated to surgical menopause at an earlier age. 
On the other hand, Geerlings et al reported that a long repro-
ductive period was associated with dementia.15 There is insuf-
ficient evidence to support a correlation between long-term 
exposure to female hormones and reduced risk of dementia 
in clinical trials16 due to small sample sizes and high heteroge-
neity, although some studies supported a correlation between 
deficiency in female hormones and cognitive aging.17,18 Further 
studies to delineate the differences in the effects of endogenous 
and exogenous estrogen on the brain are needed, even though 
empirical results have demonstrated the neuroprotective effect 
of estrogen.19,20

Many previous studies have shown that anesthesia and sur-
gery can increase the risk of developing dementia.21 Using the 
longitudinal National Health Insurance Database of Taiwan, a 
case-control study22 indicated a dose-dependent relationship of 
general anesthesia (GA) with dementia, especially with comor-
bid diabetes mellitus, hypertension, and stroke. Another cohort 
study23 also concluded that the risk of dementia increased in 
patients who received anesthesia and surgery, but had limited 
ability to confirm the causality relationship between anesthesia 
or surgery and dementia. A stationary hysterectomy rate (~268–
303 per 100 000 women) was reported in Taiwan from 1996 
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Abstract
Background: Anesthesia and surgery may increase the risk of dementia in the elderly, but the higher prevalence of dementia in 
women and other evidence suggest that dementia risk increases in younger women undergoing hysterectomy. In this study, we 
assessed the risk of dementia after hysterectomy.
Methods: Hysterectomies registered in the National Health Insurance Research Database from 2000 to 2013 were evaluated 
using a retrospective generational research method. Multivariate Cox regression analysis was used to assess the effect of age at 
surgery, anesthesia method, and surgery type on the hazard ratio (HR) for the development of dementia.
Results: Among 280 308 patients who underwent hysterectomy, 4753 (1.7%) developed dementia. Age at surgery and anesthe-
sia method were associated with the occurrence of dementia, independent of surgery type. Among patients 30–49 years of age, 
general anesthesia (GA) was associated with a higher risk of dementia than spinal anesthesia (SA). The HR for GA was 2.678 (95% 
confidence interval [CI] = 1.269–5.650) and the risk of dementia increased by 7.4% for every 1-year increase in age (HR = 1.074; 
95% CI = 1.048–1.101). In patients >50 years of age, the HR for GA was 1.206 (95% CI = 1.057–1.376), and the risk of dementia 
increased by 13.0% for every 1-year increase in age (HR = 1.130; 95% CI = 1.126–1.134).
Conclusion: The risk of dementia in women who underwent hysterectomy was significantly affected by older age at surgery, and 
the risk might not increase linearly with age, but show instead an S-curve with exponential increase at about 50 years of age. 
Although less significant, GA was associated with higher risk than SA, and the effect of the anesthesia method was greater in 
patients <50 years of age. In contrast, the surgical procedure used was not associated to the risk of dementia.
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to 2001, although surgical procedures changed.24 Therefore, we 
hypothesized that hysterectomy would be suitable to analyze the 
effects of different factors on dementia.

In this study, we aimed to use databases collected in Taiwan 
to evaluate the risk of dementia in patients who underwent 
hysterectomy and assess the effects of age at surgery; anesthe-
sia method, including GA or regional anesthesia such as spinal 
anesthesia (SA) or epidural anesthesia (EA); and different sur-
gery types, such as conventional or minimally invasive surgery.

2. METHODS

2.1. Study subjects
In this study, we considered patients >30 years of age who under-
went hysterectomy for benign causes with anesthesia records, 
included in the retrospective cohort study of the National Health 
Insurance Database from 2000 to 2013, and we excluded the 
cases with missing data and double operation records. We con-
ducted a longitudinal observation study to evaluate the effects 
on dementia of anesthesia methods (GA, SA, or EA), surgical 
method (conventional abdominal total hysterectomy (ATH), 
vaginal total hysterectomy (VTH), or laparoscopic-assisted 
vaginal hysterectomy (LAVH)), and age at surgery (<50 or >50 
years). The data were obtained from the health and welfare 
database of the Ministry of Health and Welfare Collaboration 
Center of Health Information Application. This study was 
approved by the Research Ethics Review Committee of the Far 
Eastern Hospital. The requirement for informed consent was 
waived due to the retrospective nature of the study. All data 
including secondary data, personal basic information, and basic 
information on the medical institution (medical institution code) 
were encrypted. The data files used were as follows:

(1) National Health Insurance Prescription and Treatment 
Detail Files-Emergency outpatient (used for dementia data)

(2) National Health Insurance Prescription and Treatment 
Detail Files-Western medicine inpatient (used for dementia, 
hysterectomy, or oophorectomy data)

(3) National Health Insurance Prescription and Treatment 
Order File-Inpatient (for GA, SA, or EA data)

(4) Cause of death statistics files

Survival analysis was used to assess the correlation between 
anesthesia method and dementia. In case of mortality during the 
observation period, the patient was observed until death.

The variables used from the cause of death statistics file were 
as follows:

1. ID: Identification card number
2. D_DATE: Date of death

2.2. Study definitions
(1)   Total hysterectomy: defined by the following inpatient sur-

gery codes
• 68.4 ATH
• 68.5 VTH
• 68.51 LAVH

(2)   Anesthesia method: defined by the following inpatient 
medical order codes

• SA: 96007C or 96008C
• Semi-opened or semi-closed mask inhalation GA: 96004C, 

96017C, 96018C, or 96019C

• Semi-closed or closed-circulative intratracheal intubation 
GA: 96020C, 96021C, or 96022C

• EA: 96005C or 96006C

(3)   Oophorectomy: defined by the following inpatient surgery 
code

• 65.51 Bilateral salpingo-oophorectomy (BSO)
• 65.53 Laparoscopic Bilateral salpingo-oophorectomy (lap-

aroscopic BSO)

(4)   Dementia: defined according to the ninth edition of the 
International Classification of Diseases (ICD-9-CM) in the 
outpatient list file and inpatient list file and including the 
following ICD-9-CM codes:

• 331 other cerebral degenerations
• 290 senile and presenile organic psychotic conditions
• 294.1 dementia in conditions classified elsewhere

Postoperative dementia was diagnosed for cases with two or 
more outpatient visits with the ICD-9-CM codes 331, 290, 
or 294.1, and time elapsed from hysterectomy to the onset of 
dementia of at least 3 months.

2.3. Statistical methods

2.3.1. Descriptive statistics
The number of patients, percentage, mean, SD, maximum value, 
and minimum value were used in descriptive statistics. Chi 
squared test, independent t-test, and 1-way ANOVA were used 
to assess intergroup differences in categorical variables or con-
tinuous variables with statistical significance defined as p-value 
< 0.05.

2.3.2. Survival analysis
Kaplan-Meier and Cox regression were used to analyze the risk 
of dementia after hysterectomy. We estimated the mean time 
elapsed from surgery to dementia onset and used multivariate 
Cox regression analysis with hazard ratio (HR) as the evaluation 
marker to assess the effects of anesthesia method, age at surgery 
(30–49 years vs ≥50 years), and surgery type on dementia.

2.3.3. Epidemiological markers
Incidence density (ID) was defined as the number of demen-
tia patients divided by the total observation period (in person 
years). If the patient developed dementia or died before the 
study ended, the observation end date was the date of dementia 
onset or death. Thus, the risk of developing dementia can be 
calculated for every year. The incidence density is calculated as 
follows:

Incident cases
Person years

× 1000

and represents the number of people per 1000 who developed 
dementia every year. The incidence ratio (IDR) is defined as the 
ratio of the incidence densities between two populations. The 
formula for calculating its 95% confidence interval (CI) is as 
follows:

IDR ×
± +

e I I
1 96

1 1

0 1

.

where I0 and I1 represent the number of people who devel-
oped the disease in the two populations.
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2.3.4. Preprocessing data
For the definition of dementia, we have referenced the 2011 
Ministry of Health and Welfare dementia prevalence survey. We 
first ran the prevalence results in the database and found that 
this is compatible with the prevalence obtained from our defined 
diagnosis codes. Dementia prevalence only starts to increase at 65 
years of age (Supplementary Figure 1 http://links.lww.com/JCMA/
A49). The cumulative incidence for post-hysterectomy dementia 
increases to 95% of the maximum value at 8.6 years after surgery 
(Supplementary Figure 2 http://links.lww.com/JCMA/A49).

3. RESULTS

3.1. Distribution of dementia in different age-groups at 
surgery
Among the patients who underwent total hysterectomy from 
2000 to 2013, the proportion of patients who developed demen-
tia increased with age at surgery: This proportion among those 
who underwent total hysterectomy at 30–40 years was 0.17%, 
while for age at surgery 65–69, 70–74, 75–79, 80–84, and 85 
and above the proportion was 8.9%, 12.8%, 16.0%, 15.1%, 
and 16.2%, respectively. The proportion of patients who devel-
oped dementia showed large differences between the age-groups 
at surgery, with statistical significance (Table 1).

A graphical representation of the incidence of dementia as 
a function of age at surgery showed an S-shaped increase. We 
calculated the second derivative of the model function to obtain 
the inflection point. As a result, the threshold age of the effect of 
surgery was 57.6 years and the inflection point of the curve was 
66 years, indicating that 57.6–66 years is a critical developmen-
tal period for dementia (Fig. 1).

3.2. Dementia incidence in patients with different 
characteristics
Table 2 shows the dementia ID and IDR in patients 30 years 
of age and older who underwent total hysterectomy. Based on 
the lowest age group (30–34 years) of patients who underwent 
total hysterectomy as the reference group, the risk of develop-
ing dementia was significantly higher in patients 45 years of 
age and above compared with the reference group. The IDR for 
patients 45–49 years of age and above 85 years was 2.65 (95% 
CI = 1.36–5.16) and 264.31 (95% CI = 131.64–530.72), respec-
tively. The result indicated that the risk of developing dementia 
increased with increasing age at surgery, especially >45 years.

The incidence density of dementia in patients 50 years of age and 
older shows an almost perfectly linear relationship with age. A pre-
dictive model of the incidence density and age was constructed using 
linear regression, leading to the equation y x= 6 0143 8 9018. – . , 
where y is the incidence density, x is the age group. The R2 of the 
model is 0.9771 (Pearson correlation = 0.98845).

3.3. Multivariate Cox regression analysis of the correlation 
between patients with different characteristics and 
dementia
In multivariate Cox regression, shown in Table 3, age at surgery 
turned out to be much more significant than anesthesia method, 
while there was no significant difference between the surgical 
methods. In patients 30–49 years of age, based on SA as the 
reference group, the risk of developing dementia was higher 
with GA (HR = 2.678, 95% CI = 1.269–5.650), and with every 
1-year increase in age, there was a 7.4% increase in the risk of 
dementia (HR = 1.074, 95% CI = 1.048–1.101).

In patients >50 years of age, based on SA as the reference 
group, the risk of developing dementia was higher with GA  
(HR = 1.206, 95% CI = 1.057–1.376), and with every 1-year 
increase in age, there was a 13.0% increase in the risk of demen-
tia of (HR = 1.130, 95% CI = 1.126–1.134).

Compared with the significant effects of surgical age on the 
incidence of dementia after hysterectomy, the effects of anesthe-
sia methods are relatively low. In addition, the effects of GA are 
greater in patients <50 years and lower in patients >50 years 
(Supplementary Figure 3 and 4 http://links.lww.com/JCMA/A49).

As the number of patients, 30–49 years of age, who under-
went oophorectomy was zero, convergence of the model includ-
ing this variable was not achieved, and the variable was removed.

4. DISCUSSION

We conducted a cohort-based study of hysterectomy data to 
evaluate the effects of age at surgery, anesthesia methods, and 
surgical methods on dementia. We found that the risk of post-
hysterectomy dementia was affected significantly by older age at 
surgery. The data suggest that the risk does not increase linearly 
with age, but shows instead an S-curve, with an exponential 
increase around 50 years of age. Although less significant, GA 
was associated with a higher risk than SA, and the effect of the 
anesthesia method was greater in patients <50 years of age. In 
contrast, the surgical procedure used was not associated to the 
risk of dementia.

Hysterectomy is one of the most commonly performed sur-
gical procedures in women of reproductive age, and has been 
shown to accelerate menopause by 3–4 years even without 
oophorectomy, resulting in premature estrogen withdrawal. 
A Danish study revealed the age-dependent effects of prema-
ture estrogen deficiency on dementia and showed a dosage-
dependent action of premature estrogen deficiency on the risk 
of dementia.8 With the aim of clarifying the effect of age (before 
or after menopause) and different anesthetic or surgical meth-
ods, we chose to study hysterectomy, as in the Danish study. 
However, our results were different from the ones of the Danish 
study, which reported higher dementia risk in younger women. 
Although a direct comparison between Taiwan and Denmark 
is problematic, we may add a control group, as in the Danish 
study, in the future.

A previous study23 used the National Health Insurance 
database to identify 100  000 patients at 10-year follow-up, 
and compared patients who underwent anesthesia and sur-
gery with a control group. The study reported that the HR of 
dementia in patients who underwent anesthesia and surgery 
was 1.99 and inferred that anesthesia and surgery increased 

Table 1.

Distribution of dementia in different age groups at surgery

Age (years) n

Non-dementia Dementia

pN (%) N (%)

30–34 7056 7047 (99.9) 9 (0.1) <0.001
35–39 28 874 28 823 (99.8) 51 (0.2)  
40–44 85 273 85 099 (99.8) 174 (0.2)  
45–49 76 935 76 705 (99.7) 230 (0.3)  
50–54 38 144 37 938 (99.5) 206 (0.5)  
55–59 12 981 12 751 (98.2) 230 (1.8)  
60–64 9294 8841 (95.1) 453 (4.9)  
65–69 7843 7147 (91.1) 696 (8.9)  
70–74 5689 4959 (87.2) 730 (12.8)  
75–79 3226 2709 (84) 517 (16.0)  
80–84 1196 1015 (84.9) 181 (15.1)  
85–89 402 337 (83.8) 65 (16.2)  
Total 276 913 273 371 (98.72) 3542 (1.28)  

The chi squared test was used for the analysis. Dementia was defined as new cases 3 months after 
surgery.
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the risk of developing dementia. However, whether the risk 
was correlational or casual was not determined, nor was it 
possible to distinguish between the effects of surgery itself 
and anesthesia on the risk of dementia. In addition, different 
surgery types showed different levels of risk, with higher risk 

associated to thoracic surgery, but there was no consistency in 
the risk of developing dementia compared with the outcome 
of other surgery types. It is likely that age at surgery, which 
was in fact the most significant risk factor, was overlooked as 
a confounding factor.

Fig. 1. Relationship between the incidence of dementia and age at total hysterectomy.

Table 2.

Incidence density (ID) of dementia in patients 30 years and older with different characteristics

Variable N
Mean follow-up duration 

(person years)
Total follow-up duration 

(person years)
Number of 

dementia patients ID IDR 95% CI Significance

Anesthesia method         
 SA 10 088 8.35 84 235 266 3.16 1.00 —  
 GA 259 270 6.99 1 812 557 3096 1.71 0.53 0.469–0.642 —
 EA 7555 8.96 67 720 180 2.66 0.84 0.698–1.019  
Surgical method         
 ATH 148 136 7.00 1 036 955 1609 1.55 1.78 1.589–1.989 +
 VTH 42 918 11.54 495 295 1555 3.14 3.44 3.078–3.854 +
 LAVH 85 859 5.03 432 262 378 0.87 1.00 ––  
Age at surgery (years)         
 30–34 7056 8.02 56581 9 0.16 1.00 ––  
 35–39 28 874 7.91 228 378 51 0.22 1.40 0.71–2.85  
 40–44 85 273 7.34 626 236 174 0.28 1.75 0.89–3.41  
 45–49 76 935 7.08 544 916 230 0.42 2.65 1.36–5.16 +
 50–54 38 144 6.55 249 878 206 0.82 5.18 2.66–10.10 +
 55–59 12 981 5.98 77 599 230 2.96 18.63 9.57–36.26 +
 60–64 9294 6.65 61 780 453 7.33 46.09 23.82–89.15 +
 65–69 7843 7.05 55 286 696 12.59 79.13 41.00–152.72 +
 70–74 5689 6.68 37 976 730 19.22 120.82 62.61–233.14 +
 75–79 3226 5.84 18 831 517 27.45 172.56 89.28–333.54 +
 80–84 1196 4.60 5505 181 32.88 206.65 105.81–403.59 +
 >85 402 3.85 1546 65 42.05 264.31 131.64–530.72 +

+ = Positive statistical significance; – = Negative statistical significance; ATH = abdominal total hysterectomy; EA = epidural anesthesia; GA = general anesthesia; IDR = incidence ratio; LAVH = laparoscopic 
assisted vaginal hysterectomy; SA = spinal anesthesia; VTH = vaginal total hysterectomy.

CA9V83N4_Text.indb   397 30-Mar-20   1:26:32 PM



398 www.ejcma.org

Chen et al. J Chin Med Assoc

In our study, we only considered total hysterectomy cases 
and compared different surgery types and anesthesia methods. 
However, in multivariate analysis, age at surgery was by far the 
most significant risk factor. Therefore, we hypothesize that in 
women, above the age of 50 years, age at surgery is an important 
factor influencing postoperative dementia. Although surgery is a 
trigger to cause dementia, its effect is not strongly related to the 
surgical or anesthesia methods.

In the field of anesthesiology, some evidence has been shown 
of postoperative cognitive dysfunction (POCD) and demen-
tia.25,26 POCD in patients undergoing anesthesia and surgery is a 
well-known clinical phenomenon.27 As early as 1955, Bedford28 
described the adverse events of anesthesia in the brain of elderly 
people and recognized the need to determine the patients’ preop-
erative cognitive status to determine POCD. In addition, factors 
including older age, preexisting brain, heart, and vascular dis-
ease, low educational level, and invasive surgery can increase the 
risk of POCD,29 and the same factors are associated to dementia. 
POCD is characterized by transient confusion after surgery, and 
is associated with postoperative recovery status. The immune 
response triggered by surgery is one of the multiple etiologies of 
POCD, and may also cause postoperative dementia. Meticulous 
care by anesthetists and surgeons can reduce the occurrence 
of intraoperative and postoperative complications, thereby 
decreasing the risk of POCD, which may in turn decrease the 
risk of developing dementia.30

The effects of anesthesia methods on POCD are still contro-
versial.31,32 Instead, surgery itself could be the primary cause 
affecting cognition. Therefore, the effects of anesthesia and 
surgery on POCD should be interpreted separately. A previous 
study showed that elderly people who underwent extracorporeal 
shock wave lithotripsy also developed POCD.33 However, those 
patients did not receive GA. These results support the hypoth-
esis that POCD may be directly associated with medical care 
outcomes, and not with GA. Some previous studies on surgical 
methods34 reported that minimal invasive abdominal surgery 
did not affect postoperative cognition, which corroborates the 
results obtained in the present study.

Besides the absence of a control group, our study has some 
limitations. Although we anticipate to examine whether concur-
rent oophorectomy can be used as an index of hormonal change, 
the number of patients who underwent concurrent oophorec-
tomy was too small and did not include patients <50 years of 
age. The statement that the risk of dementia was significantly 
higher in postmenopausal patients who underwent surgery was 
made based on age. Moreover, we did not have the actual female 

hormone level data needed to correlate the risk of dementia to 
estrogen deficiency. A previous study35 examined the effects of 
corticosteroid hormones produced by the adrenal glands on 
POCD. However, there are no studies examining the effects of 
female hormones on cognitive dysfunction after surgery in post-
menopausal women. Although many studies examined cognitive 
decline in postmenopausal women, clinical trials on the efficacy 
of female hormone supplementation obtained disappointing 
results.36

The significant effect of age at hysterectomy on the postop-
erative development of dementia may be attributed to female 
hormones. We hypothesize that a decrease in the threshold value 
for developing postoperative dementia occurs in the 10-year 
period after menopause, which support the healthy cell bias of 
17β-estradiol (E2) replacement hypothesis.37 Therefore, the tim-
ing of hormonal therapy is of vital importance to the occurrence 
of menopause. The use of hormonal therapy before and after 
menopause can maintain health status, as E2 is a neurological 
and cardiovascular protective factor. However, delayed E2 treat-
ment after menopause, or lack of long-term E2 supply (such 
as 10 years) may result in harmful effects to women’s health 
and increase the risk of developing venous thromboembolism, 
ischemic stroke, and dementia.38

In conclusion, this study confirms that dementia has become 
a serious issue in our aging world. Global epidemiologic data 
reveal significant sex differences, with higher incidence of 
dementia in women than men, a trend which is also observed 
in Taiwan. We could also confirm that the incidence of demen-
tia significantly increases after hysterectomy above a threshold 
age of about 50 years, with many possible factors, includ-
ing surgical trigger, anesthetic agents, and female hormones, 
contributing to the development of dementia. Our study used 
observational descriptive statistics and risk factor analysis on 
women who underwent hysterectomy. Therefore, more evi-
dence is required to confirm the effects of surgery and anesthe-
sia on dementia in the general population. Currently, we first 
proposed that surgical age has significant meaning. However, 
the available data did not allow us to determine how other fac-
tors, such as genetic differences, social factors, or differences 
in education level or physical exercise, affect the occurrence 
of dementia after hysterectomy. In the future, we will conduct 
controlled studies and data mining39 to clarify whether such 
causes of dementia are associated with surgery and anesthesia. 
In addition, we plan to examine whether dementia outcomes 
are different after surgery, and compare the findings with those 
of previous studies.40,41

Table 3.

Multivariate Cox regression analysis of the risk of dementia as a function of patient characteristics, stratified using the age cutoff 
point of 50 years

Variable

30–49 years >50 years

HR
95% CI  

(lower limit)
95% CI  

(upper limit) p HR
95% CI  

(lower limit)
95% CI  

(upper limit) p

Anesthesia method    0.0107    0.0208
 SA 1.000 — —  1.000 — —  
 GA 2.678 1.269 5.650 0.0097 1.206 1.057 1.376 0.0054
 EA 1.603 0.610 4.214 0.3385 1.167 0.961 1.416 0.1193
Age 1.074 1.048 1.101 <0.0001 1.130 1.126 1.134 <0.001
Surgical method    0.3393    0.8158
 ATH 1.098 0.857 1.406 0.4606 0.966 0.848 1.099 0.5953
 VTH 1.230 0.927 1.630 0.1509 0.957 0.837 1.095 0.5235
 LAVH 1.000 — —  1.000 — —  

ATH = abdominal total hysterectomy; CI = confidence interval; EA = epidural anesthesia; LAVH = laparoscopic assisted vaginal hysterectomy; SA = spinal anesthesia; GA = general anesthesia; HR = hazard 
ratio; VTH = vaginal total hysterectomy.

CA9V83N4_Text.indb   398 30-Mar-20   1:26:32 PM



www.ejcma.org  399

Original Article. (2020) 83:4 J Chin Med Assoc

REFERENCES
 1. Ferri CP, Prince M, Brayne C, Brodaty H, Fratiglioni L, Ganguli M, et 

al; Alzheimer’s Disease International. Global prevalence of dementia: a 
Delphi consensus study. Lancet 2005;366:2112–7.

 2. Wu YT, Lee HY, Norton S, Chen C, Chen H, He C, et al. Prevalence 
studies of dementia in Mainland China, Hong Kong and Taiwan: a sys-
tematic review and meta-analysis. PLoS One 2013;8:e66252.

 3. Pujades-Rodriguez M, Assi V, Gonzalez-Izquierdo A, Wilkinson T, 
Schnier C, Sudlow C, et al. The diagnosis, burden and prognosis 
of dementia: a record-linkage cohort study in England. PLoS One 
2018;13:e0199026.

 4. Rocca WA, Mielke MM, Vemuri P, Miller VM. Sex and gender dif-
ferences in the causes of dementia: a narrative review. Maturitas 
2014;79:196–201.

 5. Mielke MM, Vemuri P, Rocca WA. Clinical epidemiology of Alzheimer’s 
disease: assessing sex and gender differences. Clin Epidemiol 
2014;6:37–48.

 6. Lin KA, Choudhury KR, Rathakrishnan BG, Marks DM, Petrella JR, 
Doraiswamy PM; Alzheimer’s Disease Neuroimaging Initiative. Marked 
gender differences in progression of mild cognitive impairment over 8 
years. Alzheimers Dement (N Y) 2015;1:103–10.

 7. Kim S, Kim MJ, Kim S, Kang HS, Lim SW, Myung W, et al. Gender 
differences in risk factors for transition from mild cognitive impair-
ment to Alzheimer’s disease: a CREDOS study. Compr Psychiatry 
2015;62:114–22.

 8. Phung TK, Waltoft BL, Laursen TM, Settnes A, Kessing LV, Mortensen 
PB, et al. Hysterectomy, oophorectomy and risk of dementia: a 
nationwide historical cohort study. Dement Geriatr Cogn Disord 
2010;30:43–50.

 9. Falcone T, Walters MD. Hysterectomy for benign disease. Obstet 
Gynecol 2008;111:753–67.

 10. Rocca WA, Bower JH, Maraganore DM, Ahlskog JE, Grossardt BR, de 
Andrade M, et al. Increased risk of cognitive impairment or dementia in 
women who underwent oophorectomy before menopause. Neurology 
2007;69:1074–83.

 11. Rocca WA, Shuster LT, Grossardt BR, Maraganore DM, Gostout BS, 
Geda YE, et al. Long-term effects of bilateral oophorectomy on brain 
aging: unanswered questions from the mayo clinic cohort study of 
oophorectomy and aging. Womens Health (Lond) 2009;5:39–48.

 12. Rocca WA, Grossardt BR, Shuster LT. Oophorectomy, menopause, estro-
gen treatment, and cognitive aging: clinical evidence for a window of 
opportunity. Brain Res 2011;1379:188–98.

 13. Rocca WA, Grossardt BR, Shuster LT. Oophorectomy, estrogen, and 
dementia: a 2014 update. Mol Cell Endocrinol 2014;389:7–12.

 14. Bove R, Secor E, Chibnik LB, Barnes LL, Schneider JA, Bennett DA, et 
al. Age at surgical menopause influences cognitive decline and alzheimer 
pathology in older women. Neurology 2014;82:222–9.

 15. Geerlings MI, Ruitenberg A, Witteman JC, van Swieten JC, Hofman A, 
van Duijn CM, et al. Reproductive period and risk of dementia in post-
menopausal women. JAMA 2001;285:1475–81.

 16. Georgakis MK, Kalogirou EI, Diamantaras AA, Daskalopoulou SS, 
Munro CA, Lyketsos CG, et al. Age at menopause and duration of 
reproductive period in association with dementia and cognitive func-
tion: a systematic review and meta-analysis. Psychoneuroendocrinology 
2016;73:224–43.

 17. Faubion SS, Kuhle CL, Shuster LT, Rocca WA. Long-term health conse-
quences of premature or early menopause and considerations for man-
agement. Climacteric 2015;18:483–91.

 18. Daniel JM, Witty CF, Rodgers SP. Long-term consequences of estro-
gens administered in midlife on female cognitive aging. Horm Behav 
2015;74:77–85.

 19. Engler-Chiurazzi EB, Singh M, Simpkins JW. From the 90’s to now: a 
brief historical perspective on more than two decades of estrogen neuro-
protection. Brain Res 2016;1633:96–100.

 20. Engler-Chiurazzi EB, Brown CM, Povroznik JM, Simpkins JW. Estrogens 
as neuroprotectants: estrogenic actions in the context of cognitive aging 
and brain injury. Prog Neurobiol 2017;157:188–211.

 21. Yang CW, Fuh JL. Exposure to general anesthesia and the risk of demen-
tia. J Pain Res 2015;8:711–8.

 22. Chen CW, Lin CC, Chen KB, Kuo YC, Li CY, Chung CJ. Increased risk 
of dementia in people with previous exposure to general anesthesia: a 
nationwide population-based case-control study. Alzheimers Dement 
2014;10:196–204.

 23. Chen PL, Yang CW, Tseng YK, Sun WZ, Wang JL, Wang SJ, et al. 
Risk of dementia after anaesthesia and surgery. Br J Psychiatry 
2014;204:188–93.

 24. Wu MP, Huang KH, Long CY, Tsai EM, Tang CH. Trends in various 
types of surgery for hysterectomy and distribution by patient age, sur-
geon age, and hospital accreditation: 10-year population-based study in 
Taiwan. J Minim Invasive Gynecol 2010;17:612–9.

 25. Fodale V, Santamaria LB, Schifilliti D, Mandal PK. Anaesthetics and 
postoperative cognitive dysfunction: a pathological mechanism mimick-
ing Alzheimer’s disease. Anaesthesia 2010;65:388–95.

 26. Needham MJ, Webb CE, Bryden DC. Postoperative cognitive dys-
function and dementia: what we need to know and do. Br J Anaesth 
2017;119(suppl_1):i115–25.

 27. Tsai TL, Sands LP, Leung JM. An update on postoperative cognitive dys-
function. Adv Anesth 2010;28:269–84.

 28. Bedford PD. Adverse cerebral effects of anaesthesia on old people. 
Lancet 1955;269:259–63.

 29. Monk TG, Weldon BC, Garvan CW, Dede DE, van der Aa MT, Heilman 
KM, et al. Predictors of cognitive dysfunction after major noncardiac 
surgery. Anesthesiology 2008;108:18–30.

 30. Rundshagen I. Postoperative cognitive dysfunction. Dtsch Arztebl Int 
2014;111:119–25.

 31. Mason SE, Noel-Storr A, Ritchie CW. The impact of general and regional 
anesthesia on the incidence of post-operative cognitive dysfunction 
and post-operative delirium: a systematic review with meta-analysis. J 
Alzheimers Dis 2010;22 (Suppl 3):67–79.

 32. Davis N, Lee M, Lin AY, Lynch L, Monteleone M, Falzon L, et al. 
Postoperative cognitive function following general versus regional anes-
thesia: a systematic review. J Neurosurg Anesthesiol 2014;26:369–76.

 33. Silbert BS, Evered LA, Scott DA. Incidence of postoperative cognitive 
dysfunction after general or spinal anaesthesia for extracorporeal shock 
wave lithotripsy. Br J Anaesth 2014;113:784–91.

 34. Tan CB, Ng J, Jeganathan R, Kawai F, Pan CX, Pollock S, et al. Cognitive 
changes after surgery in the elderly: does minimally invasive surgery 
influence the incidence of postoperative cognitive changes compared to 
open colon surgery? Dement Geriatr Cogn Disord 2015;39:125–31.

 35. Ji MH, Shen JC, Gao R, Liu XY, Yuan HM, Dong L, et al. Early postop-
erative cognitive dysfunction is associated with higher cortisol levels in 
aged patients following hip fracture surgery. J Anesth 2013;27:942–4.

 36. Merlo S, Spampinato SF, Sortino MA. Estrogen and Alzheimer’s disease: 
still an attractive topic despite disappointment from early clinical results. 
Eur J Pharmacol 2017;817:51–8.

 37. Brinton RD. The healthy cell bias of estrogen action: mitochondrial bioen-
ergetics and neurological implications. Trends Neurosci 2008;31:529–37.

 38. Scott E, Zhang QG, Wang R, Vadlamudi R, Brann D. Estrogen neuro-
protection and the critical period hypothesis. Front Neuroendocrinol 
2012;33:85–104.

 39. Lee JH, Byun MS, Yi D, Sohn BK, Jeon SY, Lee Y, et al. Prediction of cer-
ebral amyloid with common information obtained from memory clinic 
practice. Front Aging Neurosci 2018;10:309.

 40. Rait G, Walters K, Bottomley C, Petersen I, Iliffe S, Nazareth I. Survival 
of people with clinical diagnosis of dementia in primary care: cohort 
study. BMJ 2010;341:c3584.

 41. Brodaty H, Seeher K, Gibson L. Dementia time to death: a systematic 
literature review on survival time and years of life lost in people with 
dementia. Int Psychogeriatr 2012;24:1034–45.

CA9V83N4_Text.indb   399 30-Mar-20   1:26:32 PM


