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Abstract 

Background  Post-operative delirium (PD) is a common post-operative complication with significant clinical 
and financial impacts on patients. Erythropoietin (EPO), a multi-functional glycoprotein hormone, exhibits erythro‑
poietic and non-erythropoietic anti-inflammatory properties. This study aimed to determine the role of periopera‑
tive EPO administration in the development of postoperative delirium in older adult patients undergoing total joint 
arthroplasty.

Methods  Seventy-one patients (> 65 years old) scheduled for total joint arthroplasty were randomly assigned to two 
groups: EPO-treated (EPO, n = 35) and placebo (control, n = 36). All patients completed the Mini Mental State Examina‑
tion (MMSE) pre-operatively and on post-operative day (POD) 2. The confusion assessment method (CAM) was used 
to assess the patients until discharge (POD 5). Serum C-reactive protein (CRP) and inflammatory cytokine levels were 
measured and compared pre- and post-operatively. The development of delirium and cognitive dysfunction was eval‑
uated post-operatively.

Results  One patient in the control group developed delirium on POD 2 (3.2%), whereas no patient in the EPO 
group developed PD (0% vs. 3.2%, p = 0.500). Post-operatively there was no significant difference in MMSE scores 
between groups. Both groups showed increases in pro- and anti-inflammatory cytokine levels, with no significant 
differences. Similarly, CRP levels, neutrophil/lymphocyte ratio (NLR), and platelet/lymphocyte ratio (PLR) showed 
no intergroup differences in post-operative inflammatory responses.

Conclusions  Perioperative EPO reduced the incidence of post-operative delirium, although not statistically signifi‑
cant, with no differences in post-operative cognitive function and inflammatory responses.

Trial registration  The trial was registered on December 12, 2023 at http//clinicaltrials.gov, registration number 
NCT06178835.
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Background
Post-operative delirium (PD) is a clinical syndrome 
defined as an acute and fluctuating alteration in con-
sciousness levels, along with disorganized thinking and 
an altered attention span occurring after surgery [1]. The 
incidence of PD varies widely among study populations 
with it affecting up to 60% of vulnerable populations [2]. 
Risk factors for PD include prolonged transfusion time 
[3], release of pro-inflammatory factors due to exposure 
to extracorporeal circulation [4], and surgical stress, 
along with frequently cited predisposing factors such as 
old age, impaired sensory and cognitive function, and 
coexisting medical conditions [5, 6].

Post-operative cognitive dysfunction is a multifacto-
rial disease entity with precise pathogenesis that is uni-
dentified. However, considerable attention has been paid 
to the role of neuroinflammation and immune activation 
following surgery and anesthesia during its development 
[7, 8]. Post-operative neuroinflammation involves a sys-
temic inflammatory response which could be induced by 
peripheral inflammation and is possibly triggered dur-
ing the perioperative phase. Evidence suggests that neu-
roinflammatory changes, characterized by the release of 
pro-inflammatory mediators, contribute to detrimental 
structural and functional alterations within the brain, 
including compromised blood-brain barrier integrity and 
monocyte-derived macrophage migration into the brain 
parenchyma [9–11].

Erythropoietin (EPO), a multi-functional glycoprotein 
hormone primarily known to stimulate erythropoiesis, 
has also been recognized for its neuroprotective prop-
erties and potential for cognitive enhancement [12–15]. 
Animal studies have demonstrated EPO’s ability to 
improve spatial learning and memory and to reduce neu-
roinflammatory reactions and oxidative stress markers 
[13, 16, 17]. However, concerns about side effects such as 
thromboembolism, hypertension, and even tumour pro-
gression [18–20] have limited human studies investigat-
ing the cognitive effects of EPO and its clinical use.

This study aimed to assess the impact of perioperative 
EPO administration on the incidence of postoperative 
delirium and further investigate its effects on post-oper-
ative cognitive function and inflammatory response in 
older patients undergoing total joint arthroplasty.

Materials and methods
After receiving institutional review board approval, 
the study was conducted at Severance Hospital, Yonsei 
University Health System and was analyzed in accord-
ance with Consolidated Standards of Reporting Trials 
(CONSORT) guidelines. Patients aged 65 years and older 
scheduled for elective total knee or hip arthroplasty sur-
gery were screened for eligibility. The exclusion criteria 

included altered consciousness, underlying neurologi-
cal conditions such as delirium and dementia, and an 
inability to comprehend or provide consent. Participants 
were randomly assigned 1:1 to either the EPO-treated 
or placebo group using a computer-generated table cre-
ated by an investigator not involved in the neurologi-
cal assessment. The Mini-Mental State Examination 
(K-MMSE II) was administered pre-operatively and 
two days post-operatively by a physician blinded to the 
patient and treatment information to confirm changes in 
postoperative cognitive function. The Confusion Assess-
ment Method (CAM) was used twice daily for five days 
post-operatively to assess the occurrence of post-oper-
ative delirium [21]. All tests were validated previously 
and the copyright version of MMSE-2 in the Target Lan-
guage (Korean) within the Territory (Republic of Korea) 
was used with the license acquired from Psychological 
Assessment Resources, Inc (www.​parinc.​com).

Perioperative Management
Experienced physicians performed anesthesia and anal-
gesia management. Patients underwent either spinal or 
general anesthesia. Spinal anesthesia involved the admin-
istration of hyperbaric bupivacaine (10–12  mg) sup-
plemented with intravenous propofol or midazolam for 
intraoperative sedation. General anesthesia was induced 
with propofol (1-1.5  mg/kg), rocuronium bromide 
(0.6 mg/kg), and remifentanil (0.05 mg/kg/min), followed 
by maintenance with sevoflurane at an end-tidal concen-
tration of 0.4–1.5% (within age-corrected 0.5–1.5 mini-
mum alveolar concentration) in an oxygen-air mixture, 
along with remifentanil infusion.

Each patient received either 500 IU/kg of recombinant 
human erythropoietin (rhEPO) dissolved in 2 ml of saline 
or an equivalent volume of normal saline intravenously 
three times: on the day before surgery, at the start of 
surgery, and on post-operative day 1 (POD 1). For post-
operative analgesia, 1 µg/kg bolus of fentanyl was admin-
istered immediately at the end of surgery and at the 
recovery room. At the ward, patients were given 650 mg 
of acetaminophen twice daily, and tramadol 50 mg intra-
muscular injection were given as a rescue analgesic. 
Serum levels of C-reactive protein (CRP) and inflam-
matory cytokines were measured twice: at baseline on 
the morning of surgery and post-operatively. Peripheral 
blood samples were collected before anesthesia induction 
(T0) and after surgery (T1), immediately centrifuged, 
and stored at -80 °C until further analysis. Plasma levels 
of IL-10, TNF-α, and CRP were measured using enzyme-
linked immunosorbent assays (ELISA). Intraoperative 
fluid input, blood loss, and transfusion volume were 
recorded. A standard hospital protocol for total knee or 
hip arthroplasty was followed, and routine post-operative 
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rehabilitation was initiated in all patients. The investiga-
tor responsible for post-operative follow-up was blinded 
to patient allocation.

Postoperative Assessments
PD development was assessed until the POD 5. Surveil-
lance, conducted by an investigator blinded to patient 
allocation, involved two daily visits and patient and 
guardian interviews using the CAM. The occurrence of 
PD was determined using the CAM criteria. Postopera-
tive cognitive function testing using the MMSE was per-
formed on POD 2.

Statistical analysis
The sample size was determined based on the previously 
reported incidence of post-operative neurocognitive dys-
function after rhEPO administration in patients under-
going coronary artery bypass graft (8.3% vs. 38.0%) [22]. 
To detect a 29.7% difference in incidence between groups 
with 80% power at a significance level of 5% (α = 0.05, 
power = 80%), 35 participants were required per group. 
To allow for a 10% dropout rate, 38 patients were enrolled 
in each group. Parametricity was confirmed using Sha-
piro–Wilk and Kolmogorov–Smirnov tests. Parametric 
continuous variables were analyzed using the independ-
ent t-test, whereas nonparametric variables were ana-
lyzed using the Mann–Whitney U test. Intergroup 
comparisons of categorical variables were conducted 
using the Fisher exact test or the χ² test. Propensity score 
matching (PSM) analysis was also performed to adjust 
differences in potential covariates by a 1:1 matching ratio. 

In the matched patient groups, continuous variables were 
analyzed using paired t-test and categorical variables 
were analyzed using Wilcoxon signed rank test. All sta-
tistical analyses were performed using SAS version 9.4 
(SAS, Cary, NC, USA), SPSS (version 26.0; IBM, Chicago, 
IL, USA), and GraphPad Prism 10 (GraphPad, Boston, 
MA, USA). P-values < 0.05 were considered statistically 
significant.

Results
Patient Demographics
A CONSORT flow diagram summarizing the study pro-
tocol is shown in Fig. 1. Of the 76 enrolled patients from 
September 2017 to July 2019, only 71 were included in the 
analysis (control group: 36; EPO group: 35), five patients 
were excluded due to missing data. The basic demo-
graphic and clinical characteristics of patients in both 
groups are shown in Table  1. No significant differences 
were observed in patient’s age, sex, body mass index, or 
underlying medical comorbidities between the treatment 
groups. Perioperative patient data, including surgery 
time (EPO, 106.54 ± 7.55 min, Control, 95.31 ± 7.55 min, 
P = 0.304), anesthesia time (EPO, 140.86 ± 8.29 min, Con-
trol, 129.36 ± 8.5  min, P = 0.337), and fluid balance dur-
ing surgery (e.g., amount of intraoperative fluid intake, 
urine output, blood loss (EPO, 100.0 mL (IQR 90.0-
100.0), Control, 100.0 mL (IQR 100.0-162.5), P = 0.371), 
and transfusion volume), were comparable between the 
groups. After performing the PSM analysis, 62 patients 
were included. The baseline characteristics between the 

Fig. 1  CONSORT flow diagram of the study protocol
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two groups were listed with all adjusted variables that 
were comparable after PSM (Table 1).

Incidence of Postoperative Delirium and MMSE scores
None of the patients in the EPO group experienced delir-
ium, whereas one patient in the control group developed 
delirium (0 vs. 3.2%, P = 0.500). Both groups exhibited a 
decrease in MMSE scores after surgery, with a smaller 
decrease observed in the EPO group than in the con-
trol group on postoperative day 2, although statistical 
significance was lacking [0 (0–1) vs. 1 (0–1), P = 0.825] 
(Table  2). None of the patients developed any EPO-
related severe side effects, such as cerebral hemorrhage, 
edema, or thromboembolic events.

Routine Laboratory Tests and Inflammatory Cytokines
Changes in routine laboratory tests, including serum 
hemoglobin (Hb) levels, were not significantly different 
among the groups over time (Fig.  2). Other biomark-
ers related to systemic inflammation, such as circulating 
lymphocyte, neutrophils count, neutrophil-to-lympho-
cyte ratio (NLR), and platelet-to-lymphocyte ratio (PLR), 
showed similar trends, with no significant differences 
between the two groups (Fig. 2). Serum levels of inflam-
matory cytokines and CRP pre- and post-surgery are 
shown in Fig. 3. The levels of anti-inflammatory (IL-10) 
and pro-inflammatory (TNF-α) cytokines increased 
in both groups after surgery, with a significant increase 
noted in the EPO group. However, no significant inter-
group differences were observed.

Discussion
Based on our results, EPO reduced the incidence of 
postoperative delirium, although it was not statistically 
significant. There were no differences in postoperative 

cognitive function and inflammatory responses in older 
patients undergoing total joint arthroplasty.

EPO has emerged as a promising candidate with anti-
inflammatory properties, as demonstrated in preclinical 
and clinical studies, particularly for mitigating neuroin-
flammatory responses associated with neurocognitive 
function. This study aimed to elucidate the protective 
effects of EPO against PD, potentially induced by inflam-
matory responses following surgery and anesthesia, 
from the perspective of attenuating neuroinflammatory 
responses.

EPO is a hematopoietic growth factor that stimulates 
erythropoiesis, with known clinical efficacy in promot-
ing hematopoiesis and exerting systemic anti-inflamma-
tory effects [23–25]. However, in addition to its classic 
hematopoietic role, EPO has demonstrated effectiveness 
in exerting anti-inflammatory effects in various clini-
cal fields and subjects. Suarez-Mendez et al. described a 
significant decrease in serum levels of pro-inflammatory 
cytokines, including IL-6 and TNF-α, following EPO 
treatment in patients with diabetic neuropathy [26]. 
Similarly, Tanaka et  al. revealed that using erythropoie-
tin-stimulating agents was significantly correlated with 
reduced levels of CRP, a key marker of inflammation and 
cardiovascular disease, in patients with chronic kidney 
disease [27]. These findings underscore the beneficial 
effects of EPO on systemic inflammation, highlighting 
its potential as a therapeutic agent for various clinical 
conditions.

EPO induces neuroprotection in the central nervous 
system (CNS) by interacting with the EPO receptors 
(EpoRs), primarily expressed by neurons. Exogenous 
EPO also induces EpoR and EPO expression, thereby 
enhancing neuroprotection. EPO activates Protein Inosi-
tol 3 kinases (PI3K)/protein kinase B (PKB, also known 

Table 1  Patient Demographics in two groups before and after PSM

Data are expressed as mean ± standard error (SE), or number of patients (percentage)

PSM Propensity score matching, EPO Erythropoietin, SMD Standardized Mean Difference, BMI Body mass index

Variables Before Matching After Matching

EPO group (n = 35) Control group (n = 36) SMD EPO group (n = 31) Control group (n = 31) SMD P-value

Age (years) 72.1 ± 0.9 71.5 ± 1.0 0.107 72.1 ± 0.9 71.9 ± 1.0 0.025 0.533

Male sex 6 (17) 6 (17) -0.012 5 (16) 5 (16) 0.000 0.655

BMI (kg/m2) 25.79 ± 0.81 26.27 ± 0.46 -0.100 25.77 ± 0.91 26.12 ± 0.51 -0.074 0.645

Hypertension 22 (63) 20 (56) 0.149 18 (58) 19 (61) -0.066 0.796

Diabetes 8 (23) 7 (19) 0.080 6 (19) 7 (23) -0.076 0.480

Coronary artery disease 1 (3) 0 (0) 0.169 0 0 0.000 0.317

Chronic obstructive 
pulmonary disease

1 (3) 1 (3) 0.005 1 (3) 1 (3) 0.000 0.317

Types of Anesthesia

General Anesthesia 20 (57) 11 (31) 0.530 16 (52) 11 (35) 0.321 0.317
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as Akt), Janus Kinase/signal transducer and activator of 
transcription (JAK/STAT), and mitogen-activated pro-
tein kinase (MAPK) pathways [28, 29]. These pathways 
mediate various protective mechanisms in the CNS, 
including neurite outgrowth, anti-apoptosis of neurons 
and microvascular endothelial cells, and remyelination 
[30–32]. EPO also promotes vascular endothelial growth 
factor expression, angiogenesis, and neuroprotection.

Macrophages are specialized immune cells primarily 
function as phagocytes engulfing and clearing cellular 
debris, pathogens, and apoptotic cells. Macrophages also 
release pro-inflammatory cytokines and chemokines to 
amplify the immune response and recruit other immune 
cells to sites of inflammation. The neuroprotective 

mechanism of EPO involves its interaction with mac-
rophages, which are key mediators of innate immunity 
and exhibit either a pro-inflammatory M1 phenotype 
or an anti-inflammatory M2 phenotype. Our previous 
study showed that this mechanism of EPO is manifested 
by suppressing the expression of M1-related genes and 
promoting the expression of M2-related genes post-
operatively [17]. We also found that EPO decreased the 
proportion of macrophages/microglia expressing the M1 
surface marker, CD40, and increased the expression of 
the M2 surface marker, CD206. This was accompanied 
by reduced pro-inflammatory cytokine production in the 
hippocampus [17, 33].

Table 2  Postoperative cognitive function in two groups before and after PSM

Data are expressed as mean ± SE, or median (Q1, Q3)

PSM Propensity score matching, EPO Erythropoietin, MMSE Mini-mental state examination, POD Postoperative day

Before Matching After Matching

EPO (n = 35) Control (n = 36) EPO (n = 31) Control (n = 31) P-value

MMSE Preop 27.54 ± 1.93 27.06 ± 1.66 27.45 ± 0.36 27.23 ± 0.28 0.470

MMSE POD 2 27.31 ± 1.80 26.36 ± 1.71 27.16 ± 0.33 26.61 ± 0.27 0.371

ΔMMSE 0 (0–1) 1 (0–1) 0 (0–1) 1 (0–1) 0.825

Fig. 2  Intraoperative changes in laboratory tests in older adult patients undergoing total joint arthroplasty (A) Hemoglobin, (B) lymphocyte, (C) 
neutrophil, (D) neutrophil/lymphocyte ratio, (E) platelet/lymphocyte ratio in all patients. EPO, erythropoietin; POD, postoperative day. The whiskers 
represent the standard error
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Regarding the mechanism of EPO in CNS inflammation, 
it is imperative to highlight the significant contribution 
of brain-derived neurotrophic factor (BDNF). EPO also 
upregulates the expression of BDNF, a crucial neurotrophin 
involved in neuronal survival, synaptic plasticity, and neu-
rogenesis [34]. BDNF plays a pivotal role in regulating neu-
roinflammatory responses and promoting neuronal repair 
and regeneration. Thus, the interaction between EPO and 
BDNF underscores the potential therapeutic benefits of 
EPO in mitigating inflammation in the CNS and enhancing 
neuroplasticity and neuroprotection [34, 35].

Despite the beneficial effects of EPO, such as eryth-
ropoiesis and neuroprotection, its side effects require 
careful consideration during administration. Although 
the probability of occurrence is low, studies have shown 
a significantly increased risk of serious adverse effects of 
EPO, including death, intracerebral hemorrhage, brain 
edema, and thromboembolic events, with high doses 
and co-administration of tPA [36, 37]. Several studies 
have reported minor adverse events, such as nausea and 
headaches, with no significant differences in frequency 
between the rhEPO and control groups [38].

This study has several limitations. First, it used the 
lowest dose that satisfied patient safety and effective-
ness. The dose we used in our study i.e., 500 IU/kg dose 
of EPO (three times during perioperative period, total 
1500 IU/kg dose of EPO), is much lower than the EPO 
doses of 100,000 to 200,000 IU used in previous studies 
that reported adverse effects of EPO. Therefore, an insuf-
ficient amount of EPO might be responsible for no signif-
icant effect on the occurrence of post-operative delirium. 
Furthermore, while the administration of EPO led to 
a notable increase in the anti-inflammatory cytokine 

IL-10 post-operatively, it is noteworthy that there was 
also a simultaneous increase in the pro-inflammatory 
cytokine TNF-α, which possibly implies ambiguity due 
to the insufficient dosage of EPO. A second limitation 
is the patient selection. As the study consists of a rela-
tively small sample size of patients belonging to a sin-
gle ethnicity and admitted at a single institution, future 
large-scale studies are needed for results to be general-
ized to other patient populations as well as other types 
of surgery. Moreover, more detailed exclusion criteria 
for patient selection beyond underlying neurological 
conditions could have yielded clearer results, given the 
characteristics of older patients with various underlying 
medical conditions. However, despite the small sample 
size, our results are encouraging, showing the reduc-
tions in the incidence of post-operative delirium and the 
degree of decline of cognitive function two days postop-
eratively. Third, although PSM was adopted to reduce the 
selection bias, the possibility of unobserved differences 
between the groups cannot entirely be excluded. Finally, 
the absence of BDNF measurement, a key mechanism 
influenced by EPO, and the lack of long-term follow-up 
for changes in cytokines, neurocognitive assessment, and 
studies on neuroinflammation are a few more limitations 
of this study.

Conclusions
In conclusion, EPO reduced both the incidence of post-
operative delirium and the degree of decline of MMSE 
scores, although not statistically significant. However, 
future large-scale, long-term follow-up studies are neces-
sary to confirm the effects of EPO on post-operative neu-
rocognitive disorders.

Fig. 3  Intraoperative changes in serum inflammatory cytokines and C-reactive protein (A) IL-10, (B) TNF-α, (C) CRP in all patients. EPO, 
erythropoietin. The whiskers represent the standard error. *p-value of < 0.05, compared with the value obtained preoperatively within the EPO 
group
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MAPK	� mitogen-activated protein kinase
BDNF	� brain-derived neurotrophic factor
SMD	� standardized mean difference
BMI	� body mass index

Acknowledgements
The authors thank Biostatistics Collaboration Unit of Yonsei University College 
of Medicine for providing statistical consultation.

Authors’ contributions
EJK designed the study, collected data and supervised the data collection, 
analyzed the data, and wrote the original draft. KKP assisted in designing the 
study, supervised the data collection, and assisted in writing the manuscript. 
SYC collected the data, and assisted in writing the manuscript. HMJ collected 
the data. TLK collected the data. JK assisted in designing the study, and 
assisted in reviewing the manuscript. BNK designed the study, supervised the 
data collection, reviewed and edited the manuscript. All authors read and 
approved the final manuscript.

Funding
This study was supported by the Research Grant funded from Korean Society 
of Anesthesiology (KSA) (Grant no. KSA-2016-1).

Data availability
The datasets used and analyzed in the current study are available from the 
corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
This study protocol was reviewed and approved by the Institutional Review 
Board and Hospital Research Ethics Committee of Severance Hospital, Yonsei 
University Health System (#4-2017-0694). The trial was registered on Decem‑
ber 12, 2023 at http://​clini​caltr​ials.​gov (registration number NCT06178835), 
adhered to the CONSORT statement, and was conducted in accordance with 
the principles of the Declaration of Helsinki. Informed consent was obtained 
from all participants, who were informed of their rights, including the option 
to withdraw from the study at any stage.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Author details
1 Department of Anesthesiology and Pain Medicine, Yonsei University College 
of Medicine, Seoul, Republic of Korea. 2 Anesthesia and Pain Research Institute, 
Yonsei University College of Medicine, Seoul, Republic of Korea. 3 Department 
of Orthopedic Surgery, Severance Hospital, Yonsei University College of Medi‑
cine, Seoul, Republic of Korea. 4 Department of Anesthesiology and Pain 

Medicine, Yonsei University College of Medicine, Yongin Severance Hospital, 
Yongin‑si, Republic of Korea. 

Received: 13 June 2024   Accepted: 17 October 2024

References
	1.	 Association AP. American Psychiatric Association: Diagnosti c and Statisti‑

cal Manual of Mental Disorders, Arlington. 2013.
	2.	 Bitsch M, Foss N, Kristensen B, Kehlet H. Pathogenesis of and manage‑

ment strategies for postoperative delirium after hip fracture: a review. 
Acta Orthop Scand. 2004;75:378–89.

	3.	 Shiraboina M, Ayya S, Srikanth Y, Kumar R, Durga P, Gopinath R. Predictors 
of postoperative cognitive dysfunction in adult patients undergoing 
elective cardiac surgery. Indian J Anaesth. 2014;58:334–6.

	4.	 Kok WF, Koerts J, Tucha O, Scheeren TW, Absalom AR. Neuronal dam‑
age biomarkers in the identification of patients at risk of long-term 
postoperative cognitive dysfunction after cardiac surgery. Anaesthesia. 
2017;72:359–69.

	5.	 Inouye SK. Delirium in older persons. N Engl J Med. 2006;354:1157–65.
	6.	 Oh ST, Park JY. Postoperative delirium. Korean J Anesthesiol. 2019;72:4–12.
	7.	 Cropsey C, Kennedy J, Han J, Pandharipande P. Cognitive dysfunction, 

Delirium, and stroke in cardiac surgery patients. Semin Cardiothorac Vasc 
Anesth. 2015;19:309–17.

	8.	 Safavynia SA, Goldstein PA. The role of neuroinflammation in postopera‑
tive cognitive dysfunction: moving from hypothesis to treatment. Front 
Psychiatry. 2018;9:752.

	9.	 Lv S, Song HL, Zhou Y, Li LX, Cui W, Wang W, et al. Tumour necrosis factor-
alpha affects blood-brain barrier permeability and tight junction-associ‑
ated occludin in acute liver failure. Liver Int. 2010;30:1198–210.

	10.	 Degos V, Vacas S, Han Z, van Rooijen N, Gressens P, Su H, et al. Depletion 
of bone marrow–derived macrophages perturbs the innate immune 
response to surgery and reduces postoperative memory dysfunction. J 
Am Soc Anesthesiologists. 2013;118:527–36.

	11.	 Lin GX, Wang T, Chen MH, Hu ZH, Ouyang W. Serum high-mobility group 
box 1 protein correlates with cognitive decline after gastrointestinal 
surgery. Acta Anaesthesiol Scand. 2014;58:668–74.

	12.	 Genc S, Koroglu TF, Genc K. Erythropoietin and the nervous system. Brain 
Res. 2004;1000:19–31.

	13.	 Garmabi B, Mohaddes R, Rezvani F, Mohseni F, Khastar H, Khaksari M. 
Erythropoietin improve spatial memory impairment following metham‑
phetamine neurotoxicity by inhibition of apoptosis, oxidative stress and 
neuroinflammation in CA1 area of hippocampus. J Chem Neuroanat. 
2022;124: 102137.

	14.	 Hemani S, Lane O, Agarwal S, Yu SP, Woodbury A. Systematic review of 
erythropoietin (EPO) for neuroprotection in human studies. Neurochem 
Res. 2021;46:732–9.

	15.	 Vittori DC, Chamorro ME, Hernández YV, Maltaneri RE, Nesse AB. Eryth‑
ropoietin and derivatives: potential beneficial effects on the brain. J 
Neurochem. 2021;158:1032–57.

	16.	 Othman MAM, Rajab E, AlMubarak A, AlNaisar M, Bahzad N, Kamal A. 
Erythropoietin protects against cognitive impairment and hippocampal 
neurodegeneration in diabetic mice. Behav Sci (Basel). 2018;9:9.

	17.	 Lee JH, Kam EH, Kim SY, Cheon SY, Kim EJ, Chung S, et al. Erythropoietin 
attenuates postoperative cognitive dysfunction by shifting macrophage 
activation toward the M2 phenotype. Front Pharmacol. 2017;8: 839.

	18.	 Moreno López R, Sicilia Aladrén B, Gomollón García F. Use of agents 
stimulating erythropoiesis in digestive diseases. World J Gastroenterol. 
2009;15:4675–85.

	19.	 Jelkmann W. Physiology and pharmacology of erythropoietin. Transfus 
Med Hemother. 2013;40:302–9.

	20.	 Coleman TR, Westenfelder C, Tögel FE, Yang Y, Hu Z, Swenson L, et al. 
Cytoprotective doses of erythropoietin or carbamylated erythropoietin 
have markedly different procoagulant and vasoactive activities. Proc Natl 
Acad Sci U S A. 2006;103:5965–70.

	21.	 Inouye SK, van Dyck CH, Alessi CA, Balkin S, Siegal AP, Horwitz RI. Clarify‑
ing confusion: the confusion assessment method. A new method for 
detection of delirium. Ann Intern Med. 1990;113:941–8.

http://clinicaltrials.gov


Page 8 of 8Kim et al. BMC Anesthesiology          (2024) 24:418 

	22.	 Haljan G, Maitland A, Buchan A, Arora RC, King M, Haigh J, et al. The 
erythropoietin neuroprotective effect: assessment in CABG surgery 
(TENPEAKS): a randomized, double-blind, placebo controlled, proof-of-
concept clinical trial. Stroke. 2009;40:2769–75.

	23.	 Bohlius J, Bohlke K, Castelli R, Djulbegovic B, Lustberg MB, Martino M, 
et al. Management of cancer-associated anemia with erythropoiesis-
stimulating agents: ASCO/ASH clinical practice guideline update. J Clin 
Oncol. 2019;37:1336–51.

	24.	 French C. Erythropoietin in critical illness and trauma. Crit Care Clin. 
2019;35:277–87.

	25.	 Kei T, Mistry N, Curley G, Pavenski K, Shehata N, Tanzini RM, et al. Efficacy 
and safety of erythropoietin and iron therapy to reduce red blood cell 
transfusion in surgical patients: a systematic review and meta-analysis. 
Can J Anaesth. 2019;66:716–31.

	26.	 Suarez-Mendez S, Tovilla-Zárate CA, Juárez-Rojop IE, Bermúdez-Ocaña DY. 
Erythropoietin: a potential drug in the management of diabetic neuropa‑
thy. Biomed Pharmacother. 2018;105:956–61.

	27.	 Tanaka Y, Joki N, Hase H, Iwasaki M, Ikeda M, Ando R, et al. Effect of 
erythropoietin-stimulating agent on uremic inflammation. J Inflamm 
(Lond). 2012;9: 17.

	28.	 Sergio CM, Rolando CA. Erythropoietin regulates signaling pathways 
associated with neuroprotective events. Exp Brain Res. 2022;240:1303–15.

	29.	 Kretz A, Happold CJ, Marticke JK, Isenmann S. Erythropoietin promotes 
regeneration of adult CNS neurons via Jak2/Stat3 and PI3K/AKT pathway 
activation. Mol Cell Neurosci. 2005;29:569–79.

	30.	 Park HA, Licznerski P, Alavian KN, Shanabrough M, Jonas EA. Bcl-xL is nec‑
essary for neurite outgrowth in hippocampal neurons. Antioxid Redox 
Signal. 2015;22:93–108.

	31.	 Zheng J, Feng X, Hou L, Cui Y, Zhu L, Ma J, et al. Latanoprost promotes 
neurite outgrowth in differentiated RGC-5 cells via the PI3K-Akt-mTOR 
signaling pathway. Cell Mol Neurobiol. 2011;31:597–604.

	32.	 Hou J, Wang S, Shang YC, Chong ZZ, Maiese K. Erythropoietin employs 
cell longevity pathways of SIRT1 to foster endothelial vascular integrity 
during oxidant stress. Curr Neurovasc Res. 2011;8:220–35.

	33.	 Villa P, van Beek J, Larsen AK, Gerwien J, Christensen S, Cerami A, et al. 
Reduced functional deficits, Neuroinflammation, and secondary tissue 
damage after treatment of stroke by nonerythropoietic erythropoietin 
derivatives. J Cereb Blood Flow Metab. 2007;27:552–63.

	34.	 Jia Z, Xue R, Ma S, Xu J, Guo S, Li S, et al. Erythropoietin attenuates the 
memory deficits in aging rats by rescuing the oxidative stress and inflam‑
mation and promoting BDNF releasing. Mol Neurobiol. 2016;53:5664–70.

	35.	 Bartesaghi S, Marinovich M, Corsini E, Galli CL, Viviani B. Erythropoietin: a 
novel neuroprotective cytokine. Neurotoxicology. 2005;26:923–8.

	36.	 Ehrenreich H, Weissenborn K, Prange H, Schneider D, Weimar C, Warten‑
berg K, et al. Recombinant human erythropoietin in the treatment of 
acute ischemic stroke. Stroke. 2009;40:e647-56.

	37.	 Aydin Z, Mallat MJ, Schaapherder AF, van Zonneveld AJ, van Kooten C, 
Rabelink TJ, et al. Randomized trial of short-course high-dose erythropoi‑
etin in donation after cardiac death kidney transplant recipients. Am J 
Transpl. 2012;12:1793–800.

	38.	 Buljan M, Nemet D, Golubic-Cepulic B, Bicanic G, Tripkovic B, Delimar D. 
Two different dosing regimens of human recombinant erythropoietin 
beta during preoperative autologous blood donation in patients having 
hip arthroplasty. Int Orthop. 2012;36:703–9.

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


	Erythropoietin for the prevention of postoperative neurocognitive disorder in older adult patients undergoing total joint arthroplasty: a randomized controlled study
	Abstract 
	Background 
	Methods 
	Results 
	Conclusions 
	Trial registration 

	Background
	Materials and methods
	Perioperative Management
	Postoperative Assessments
	Statistical analysis


	Results
	Patient Demographics
	Incidence of Postoperative Delirium and MMSE scores
	Routine Laboratory Tests and Inflammatory Cytokines

	Discussion
	Conclusions
	Acknowledgements
	References


