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Abstract

Background and objectives: Emergence agitation (EA) is a common complication seen after inhalational
anesthesia especially with sevoflurane, with an incidence of 20-80%. The hypothesis of the study was that induction
with propofol reduces the incidence and severity of emergence agitation when compared with sevoflurane in
children undergoing inguinal hernia surgery.

Methods: 116 Children undergoing inguinal hernia were randomly assigned to two groups: Sevoflurane group
received sevoflurane increasing concentrations up to 8% and propofol group received 3 mg kg propofol in induction.
Postoperative agitation treatment and analgesia was standardized, and postoperative assessments included Cole
Agitation Scale and narcotic consumption for agitation, Wong-Baker Faces Pain Rating Scale for pain, first
spontaneous eye opening time, first verbal command follow time, post-anesthesia care unit (PACU) staying time,
first analgesic requirement time and parents satisfaction.

Results: The incidence of EA at arrival in PACU and the cumulative incidences at the end of the postoperative
two hours were significantly lower in the propofol group. EA scores were lower in propofol group in all measurement
times during postoperative 30 minutes. Fentanyl consumption at arrival in PACU and the sum of the two hours were
significantly lower in propofol group. Pain scores were lower in propofol group in the postoperative 24 hours. First
analgesic requirement time and parents satisfaction were higher in propofol group.

Conclusion: Propofol in accurate dose is effective in reducing the incidence and intense of EA in children
undergoing inguinal hernia and maybe preferred in children with high risk of EA.

Keywords: General anesthesia; Sevoflurane; Propofol; Emergence
agitation; Children

Background

Currently more than 400000 pediatric patients are admitted for
surgery only in United States annually [1]. Recoveries from these
surgeries are sometimes complicated with adverse events. Emergence
agitation (EA) is one of the most common and terrifying complication
seen after inhalational anesthesia, with an estimated incidence of 20-
80% [2,3].

Emergence agitation is described as non-purposeful restlessness and
agitation, thrashing, crying or moaning, involuntary physical activities,
disorientation, and incoherence after extubation [4]. Patients can even
harm themselves by disrupting surgical site, and dislocate indwelling
catheters [5]. Mechanisms behind EA are still not clear. Suggested
mechanisms involve variable rate of recovery of certain brain areas like
late emergence of cognitive function when compared with other areas
(such as locomotion and audition) causes the confusion state [6], and
various animal and human studies demonstrated that sevoflurane
exerts transient paradoxical excitatory effects by exciting neurons in

the locus coeruleus [7]. Rapid emergence from anesthesia has also
been suspected as a risk factor [8].

Various pharmacological agents have been used to reduce the
incidence of EA, including propofol, midazolam, a2 adrenoceptor
agonists and opioids [9]. Propofol is a short-acting hypnotic agent used
in children for induction and maintenance of general anesthesia [10].
Propofol has been used in different studies to decrease EA. Continuous
infusion of propofol [11] and the administration of propofol at the end
of procedure have been associated with decrease in the incidence of EA
[12,13]. However, it has well known inconveniences and not preferred.
Even lethal complications have been reported with a dose as low as 4.5
mg.kg.h! after 3 days of administration [14,15].

There are few studies at the literature comparing the effect of
propofol and sevoflurane in children and EA [16-19]. But they are
limited with sample size and administration time and dose of propofol
with no clear conclusion.

Thus, we tested the primary hypothesis that induction with propofol
will decrease the incidence and intensity (severity) of emergence
agitation when compared with sevoflurane. Secondary hypothesis, we
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tested that postoperative pain after propofol induction will be lower
than sevoflurane.

Methods

This prospective interventional study was conducted at Mustafa
Kemal University Hospital, Turkey. The protocol was approved by the
Hospital Ethics Committee (number 267, June 2012), and written
informed consent was obtained from the parents of all enrolled
children. The study used a double-blind methodology with random
allocation to the two groups by a computer-generated list. The protocol
was registered, Clinical Trials number NCT02110745.

We enrolled 116 American Society of Anesthesiologists Physical
Status I-II children scheduled for elective inguinal hernia under
general anesthesia over the course of two years. Patients were excluded
in the presence of a genetic syndrome, allergy to propofol, neurologic
disorder, and use of psychiatric medications and had undergone a
series of recent general anesthesia.

Protocol

All patients were inpatients and followed standard fasting guidelines
(no solids after midnight and unlimited clear liquids up to 2 hours
before premedication). EMLA Cream (Lidocaine HCI, prilocaine,
Astra Zeneca, Istanbul, Turkey) was applied to the hands of all the
children one hour prior the induction of anesthesia. All the patients
were also premeditated with midazolam hydrochloride 0.6 mg/kg
orally one hour prior to the surgery. Intravenous cannula was inserted
before arrival to the operating room. Heart rate (HR), mean arterial
pressure (MAP), and peripheral oxygen saturation (SpO,) were
monitored in operating room. Patients were randomized into two
groups using a computer-generated random number table; Group P
(Propofol) and Group S (Sevoflurane). 0.25 mg/kg intravenous
lidocaine was given to all patients in the induction of anesthesia.
Anesthesia was induced with a bolus injection of 3 mg/kg propofol and
maintained oxygen (FiO, 0.50), nitrous oxide (FiO, 0.50), 1-3%
sevoflurane in group P. In group S, anesthesia was induced with oxygen
(FiO, 0.50), nitrous oxide (FiO, 0.50), and sevoflurane (increasing
concentrations up to 8%) via face mask and maintained with 1-3%. To
facilitate intubation, 0.5 mg/kg rocuronium and 1 mcg/kg fentanyl
were given to all patients. The concentration of sevoflurane was
adjusted to maintain the heart rate and blood pressure within 20% of
the pre-induction values. All the children received 12 ml/kg 5%
dextrose in 0.45% normal saline solution during surgery. Same surgeon
performed all the inguinal hernia procedures. No local anesthesia was
used during the surgical procedure. At the skin closure, 15 mg/kg
acetaminophen was given intravenously to all patients. At the end of
the surgery, neuromuscular blockade was reversed with intravenous
neostigmine 0.03 mg/kg and atropine 0.01 mg/kg. Anesthesia was
discontinued, the stomach was suctioned, and the tracheal tube was
removed when airway reflexes returned. The patients were transferred
to the post anesthesia care unit (PACU). If agitation exceeded a score
of 3 on the Agitation Cole Score [20] (Tablel), 1 mcg/kg fentanyl was
given intravenously. This score was used to calculate the incidence of
agitation, where agitation scores of 1, 2 and 3 were regarded to
represent absence of agitation, and scores of 4 and 5 were regarded to
indicate presence of agitation. If pain exceeded score of 3 on the
Wong-Baker FACES Pain Rating Scale [21], intravenous 15 mg/kg
acetaminophen was given and first analgesic requirement time
(discontinuation of the sevoflurane anesthesia to postoperative first
analgesic need) was recorded. First transition from PACU to surgical

ward was considered safe when patient had achieved a Modified
Aldrete Score [22] 9 for at least 10 min, and SpO, 95% with oxygen 2
1/min or 92% without oxygen, signified recovery of physical, mental,
and physiological function to near preanesthetic levels. Postoperative
nausea and vomiting (PONV) was treated with ondansetron 0.15
mg/kg intravenously. Patients were discharged only when they had no
bleeding, no nausea and vomiting, were able to drink liquids, and had
pain scores < 2. Patients stayed at least 24 h in the hospital per surgical
routine even in the absence of aforementioned parameters.

Score Behavior

1 Sleeping

2 Awake, calm

3 Irritable, crying

4 Inconsolable crying

5 Severe restlessness, disorientation

Table 1: Cole scoring system for emergence agitation.

Measurements

Demographic and morphometric characteristics were recorded. An
anesthesiologist blinded to group allocation evaluated patients for
postoperative agitation using Cole agitation scale at arrival in PACU,
10 min, 20 min, 30 min, 40 min, 50 min, 1 h and 2 h.

All the patients were assessed for pain intensity using the Wong-
Baker Faces Pain Rating Scale at arrival in PACU, 10 min, 20 min, 30
min, 40 min, 50 min, 1 h,2h,4h,6h, 12 hand 24 h.

Heart rate, mean arterial blood pressure, oxygen saturation,
respiratory rate and side effects were recorded at arrival in PACU, 10
min, 20 min, 30 min, 40 min, 50 min, 1 h, 2h, 4 h, 6 h, 12 h and 24 h.
Side effects including bronchospasm, laryngospasm (characterized by
an inability to ventilate the patients lungs and requiring either
administration of continuous positive pressure or a neuromuscular
blocking agent to restore ventilation), persistent coughing (duration
longer than 15 s), desaturation (SpO,<95%), re-intubation,
postoperative bleeding, and reoperation were recorded. Surgery time
and duration of anesthesia (time from the induction to the
discontinuation of sevoflurane anesthesia) were recorded. First
analgesic requirement time was recorded. First eye opening, following
first verbal command follow were recorded in operating room. Total
PACU stay time, ambulation time (the time between PACU to first
stand up) and first oral intake time were also recorded.

Furthermore, 10-point analogue scales were used to measure
parents' satisfaction with their child's overall anesthetic and surgical
care (O=not at all satisfied, 10=extremely satisfied).

Data Analysis

The sample size was designed to evaluate the difference in the
incidence of EA during recovery. The sample size was determined
assuming that the probability of propofol agitation was 30% and
sevoflurane agitation was 55%. We wanted to find a significant
difference (P<0.05) (a=0.05, one tailed) with a power of 80% to detect
a difference of 25%. Forty-seven patients per group would have been
sufficient, but we expected some exclusions from the protocol (which
did not happen) and increased this number to 58 (which allowed
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finding the same significant difference with a power of 80%). For
estimation of sample size, a preliminary study was performed [23].
Normal distribution of continuous variables was tested with
Kolmogorov-Smirnoff test. Chi-square test was used for comparisons
between categorical variables. Mann-Whitney U test and Students’ T
were used for comparison of groups for continuous variables.
Statistical Package for the Social Sciences (SPSS) version 15.0 (SPSS
Inc., Chicago, IL, USA) used. P<0.05 was considered significant.

Results

One hundred and sixteen parents consented patients who fulfilled
the entry criteria were enrolled; all patients completed the entire study
and were included the final analysis. There were no differences
between groups in age, body weight, height, ASA physical status,
durations of surgery and anesthesia (Table 2).

Group S (n=58) Group P (n=58) P

Age (year) 3(2-11) 4 (2-10) 0.081
Height (cm) 100 (50-140) 110 (60-163) 0.094
Weight (kg) 17 (10-35) 20 (11-50) 0.089
ASA 53/5 51/7 0.542
Duration of Surgery (min) | 20 (10-120) 25 (10-150) 0.196
Duration of Anesthesia

(min) 30 (18-145) 30 (15-110) 0.138
Results presented as numbers or median and range.

Table 2: Baseline characteristics, Duration of surgery, duration of
anesthesia.

The incidence of EA was significantly lower in the propofol group
when compared with sevoflurane group at arrival in PACU (12 (20%)
vs. 22 (37%), P=0.041), however there were no differences in other
measurement times. But the cumulative incidences at the end of the
postoperative two hours were statistically higher in sevoflurane group
(38 (65.5%) vs. 23 (39.7%), p<0.005).

Group S| Group P

(n=58) (n=58) P
PACU (0.h) 3(2-5) 3 (1-5) 0.002
Postoperative 10 min 3 (2-5) 2 (2-5) 0.006
Postoperative 20 min 3 (2-5) 2 (2-4) 0.000
Postoperative 30 min 3(2-4) 3 (2-4) 0.001
Postoperative 40 min 3 (2-4) 3 (2-4) 0.450
Postoperative 50 min 3 (2-4) 3(2-4) 0.259
Postoperative 1 h 3 (2-4) 3 (2-4) 0.856
Postoperative 2 h 3(0-3) 3(2-3) 0.072
Results presented as numbers or median and range.

Table 3: Postoperative agitation scores.

EA scores were significantly lower in propofol group in all
measurements during postoperative 30 minutes (Table 3).
Furthermore, fentanyl consumption at arrival in PACU and at the sum
of the two hours was statistically lower in propofol group [(0 (0-35) vs.
0 (0-30), P=0.025) (14 (0-60) vs. 0 (0-60), P=0.019)].

Pain scores were significantly lower in the propofol group when
compared with sevoflurane at all the measurement times (Table 4).

Group S

(n=58) Group P (n=58) | P
PACU (0.h) 4 (2-8) 2 (0-8) 0.000
Postoperative 10 min 4 (2-6) 2 (0-6) 0.000
Postoperative 20 min 4 (2-6) 2 (0-6) 0.000
Postoperative 30 min 4 (2-4) 2 (0-6) 0.000
Postoperative 40 min 4 (2-6) 2 (0-6) 0.000
Postoperative 50 min 4 (0-6) 2 (0-6) 0.000
Postoperative 1 h 2 (0-6) 2 (0-6) 0.152
Postoperative 2 h 2 (0-6) 2 (0-4) 0.975
Postoperative 4 h 2 (0-4) 2 (0-4) 0.772
Postoperative 6 h 2 (0-4) 2 (0-4) 0.216
Postoperative 12 h 2 (0-4) 2 (0-4) 0.035
Postoperative 24 h 2 (0-2) 0(0-2) 0.096
Results presented as numbers or median and range.

Table 4: Postoperative pain scores.

Table 5 summarizes the speed and the quality of recovery from
anesthesia. Sevoflurane provided a faster recovery as evidenced by the
time to first spontaneous eye opening, first verbal command follow
time and PACU staying time. Ambulation time, first oral intake time
was all similar in both groups. Time to first analgesic dose was
statistically shorter in sevoflurane group. The overall parents
satisfaction was higher in propofol group. PONV was the most
common adverse event; there were no difference between the adverse
events in postoperative 24h. Antiemetic consumption in postoperative
24h were also similar in both groups (4 (3%) vs. 3 (2%), p=1.000).

Discussion

The incidence of emergence agitation varies between 20-80% and is
more frequently seen in young children and unrelated to gender
[24,25]. According to previous studies the incidence of EA after
propofol maintenance of anesthesia is between 0-9% [11-26]. The
present study showed that the overall frequent incidence is lower in
propofol group with a ratio of 39% and approximately 25% difference
between two groups. Sun et al concluded that the incidence of EA was
significantly higher in sevoflurane group when compared with
propofol [27]. Because of different measurement techniques to
quantify EA and differing methods of data analysis, the range of ratios
accepted for EA is still really wide, makes the comparison of the results
of these studies difficult. Time of scoring was another cause, because it
is different in studies. Cole et al, [20] explained that the degree of EA is
highly dependent on when it is measured.
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There are fewer studies assessed both incidence and intense of EA
together. This investigation demonstrates that the induction with
propofol causes less incidence and intense of EA and postoperative
pain when compared with sevoflurane.

Group P
Group S (n=58) | (n=58) P

First spontaneous eye opening

time (min) 5(1-23) 10 (1-60) 0.008
First verbal command follow

time (min) 10 (2-120) 15 (5-60) 0.004
PACU stay time (min) 18 (7-41) 25 (5-60) 0.000
Ambulation time (h) 8 (3-15) 6 (2-12) 0.143
First oral intake time (h) 4 (2-8) 4 (2-9) 0.118
First analgesic dose(ml) 245 (0-575) 292 (0-750) 0.485
First analgesic requirement time

(min) 30 (2-180) 55 (5-180) 0.000
Parents satisfaction 8 (5-10) 9 (7-10) 0.000
Results presented as numbers or median and range.

Table 5: Recovery parameters.

The etiology of EA after general anesthesia with volatile anesthetics
is not clear yet. But the probable mechanism between children and EA
is about variable rate of neurological recovery in brain and insufficient
development of neurons [28]. But the most reasonable explanations for
the mechanism of EA were rapid awakening with sevoflurane,
desflurane, isoflurane [29,30] and postoperative pain sensation [31,32].
Sevoflurane is the most common well known aggravator anesthetic
agent responsible for rapid emergence, with a dissociative state, that is,
children awaken with altered cognitive perception [33,34]. The
incidence of EA was lower in children after propofol anesthesia than
sevoflurane [35]. Therefore, our results and the previous findings
question the relationship between induction techniques and EA
incidence and intense in children. The analgesic effect of propofol in
proper induction doses as 3 mg/kg and fentanyl as 1 mcg/kg given
together for all patients may be the probable causes of low incidence of
EA in overall, preventing the pain sensation and low EA incidence in
current study. It is well known that pain and opioid usage have been
shown to change EA incidence [36]. We may only say probably
because EA also occurs in pain-free procedures like imaging [37] and
pain-free children with caudal analgesia [38]. Dahmani’s meta-analysis
supported our results that fentanyl is still preventative against EA
following sevoflurane anesthesia [39]. In contrast Kararmaz et al [40]
reported that fentanyl administration during the induction period does
not reduce the incidence of EA. In our study, pain scores are not
statistically significant in middle repeated measurement times because
of the analgesic effects of fentanyl used as a requirement for EA in early
postoperative period.

Postoperative pain scores were lower in postoperative period in
propofol group. But it is really impossible to explain the underlying
mechanisms simply. Because it may be about the analgesic properties
of propofol or hyperalgesic effects of sevoflurane that both of them are
recorded in the literature [41,42]. The relation between pain and
emergence agitation really needs further investigations.

More emotional children who had difficulties in separation from
their parents had higher EA incidence [20-43]. In current study all the
patients were premedicated with oral midazolam, which creates
inhibitory effects on the central nervous system. Midazolam
premedication reduces sevoflurane-associated emergence agitation
incidence by 40% [44]. In opposite the other study showed that it has
no effect on EA after inhalational anesthesia in postoperative period
[45]. But we know very well that midazolam has short duration of
action like propofol. So we may explain how to reduce the incidence of
EA with the residual effect or combination of the drugs. On the other
hand preoperative anxiety is a well-known factor contributing to EA
[39]. The effect of midazolam on emergence agitation is still
controversial [11]. Maybe it reduces the overall agitation scores but we
could not think the opposite, in our opinion mask induction technique
is really difficult to accept for children without premedication.

When compared with sevoflurane contrarily propofol usage in
children decreases the incidence of EA [28]. The rapid
pharmacokinetics of propofol and the low doses (1 mg/kg) given in
previous studies would explain why the bolus doses not achieve to
prevent EA in induction [39]. Furthermore, 1 mg/kg propofol given
after discontinuation of sevoflurane decreased the incidence of EA
[10]. Cohen et al reported that induction with propofol 2 mg/kg at the
beginning does not decrease EA, probably because of the short
duration time of the propofol and low serum level not enough to
suppress EA in acute postoperative period. But that is the point that
these levels especially may be given after long procedures [35]. If the
incidence of EA still reduces after long procedures, probably it may be
about residual effect of propofol. Meta-analysis reported that timing in
administration is important. Especially continuous administration and
a bolus dose at the end of anesthesia were protective because of
propofol concentration during emergence [39]. We could not measure
the concentration but our study group inguinal hernias are not such
long surgical procedures. Propofol, gamma (y)-aminobutyric acid-A
(GABA-A) receptor inhibitor, produces a positive mood or euphoric
state postoperatively in adults [46,47].

Tan et al concluded that patients anesthetized with propofol have
less postoperative pain compared with sevoflurane in acute
postoperative period [48]. Fentanyl is an important opioid routinely
used in induction of children. Propofol bolus with fentanyl may
prolonged the efficacy of propofol, with the effect of midazolam given
in the premedication [2,36]. Likewise there are several studies with
lower incidence of EA in propofol group with longer recovery times
when compared with sevoflurane [49]. Longer recovery times can be
due to residual sedative effect of propofol in the early recover period as
well [16]. The recovery times has opposite correlation with agitation
scores [50]. First eye opening, first verbal command follow, PACU
staying time were shorter in sevoflurane group. It was really important
to measure the depth of anesthesia in such conditions because the
comparison between propofol and sevoflurane in this regard is really
complicated. Rapid awakening in an unfamiliar environment for
psychologically underdeveloped children is another major cause of EA
[49].

Adverse events may cause EA like hypoxemia, bladder distension,
nausea and pain. None of the patients experienced hypoxemia and
bladder distension but a few of them had nausea. The most common
adverse event in children in postoperative period is nausea and
vomiting [51]. Fentanyl and nitrous oxide was used in the same doses
in both groups. In current study we gave all patients ondansetron as
antiemetic routine. May be it suppressed the reducing effect of
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propofol about PONYV, because there was no statistical difference
between two groups. But may be children felt pain however we could
not measure, fentanyl given, nitrous oxide cause this adverse effect in a
few of them.

Viitanen et al. [52] concluded that the induction of propofol and
continued with sevoflurane causes quiter state during acute recovery
period. And also it is well known that propofol has sedative and
euphoric effects in adults in postoperative periods [46,47] which causes
better agitation scores in children during postoperative period. At the
same this calmer state may cause the difference between two groups in
parents’ satisfaction as in current study. Parents’ satisfaction was really
high in propofol group when compared with sevoflurane.

The current study has several limitations. More than 16 rating scales
have been used to measure EA [53]. The major lack of the study like
the most of the others done before, we used simple graded
measurement [49,28]. It was important that only one blinded observer
graded all scores. We also used hemodynamical variables to indicate
comparable depths of anesthesia intraoperatively, although these
variables are not reliable for monitoring the depth of anesthesia. The
patients under 2 years of age were all excluded, because of difficulties
in evaluation of emergence agitation state in them. The doses of
propofol and sevoflurane are accurate for induction but they are not
equipotent in fact. Lidocaine HCl is the most used medication for pain
relieve before propofol injection. This medication may achieve
preemptive analgesia and reduction of airway reflexes in pediatric
patients. So it may cause less EA, from the other aspects it prevents the
increase of EA incidence related with propofol pain [54,55].

We concluded that induction with propofol in accurate dose may be
effective in reducing the incidence and intense of EA in children
undergoing inguinal hernia surgery between 2-12 years old. Propofol
may be preferred as an agent in induction for all children undergoing
operations with general anesthesia. Future studies should focus on
associations of pain and EA.

Conflicts of Interest

The authors declare no conflicts of interest.

References

1.  Tzong KY, Han S, Roh A, Ing C (2012) Epidemiology of pediatric surgical
admissions in US children: data from the HCUP kids inpatient database.
J Neurosurg Anesthesiol 24: 391-395.

2. Pieters B], Penn E, Nicklaus P, Bruegger D, Mehta B, et al. (2010)
Emergence delirium and postoperative pain in children undergoing
adenotonsillectomy: a comparison of propofol vs sevoflurane anesthesia.
Paediatr Anaesth 20: 944-950.

3. Cravero J, Surgenor S, Whalen K (2000) Emergence agitation in
paediatric patients after sevoflurane anaesthesia and no surgery: a
comparison with halothane. Paediatr Anaesth 10: 419-424.

4.  Sikich N, Lerman J (2004) Development and psychometric evaluation of
the pediatric anesthesia emergence delirium scale. Anesthesiology 100:
1138-1145.

5. Veyckemans F (2001) Excitation phenomena during sevoflurane
anaesthesia in children. Curr Opin Anaesthesiol 14: 339-343.

6.  Kuratani N, Oi Y (2008) Greater incidence of emergence agitation in
children after sevoflurane anesthesia as compared with halothane: a
meta-analysis of randomized controlled trials. Anesthesiology 109:
225-232.

7. Yasui Y, Masaki E, Kato F (2007) Sevoflurane directly excites locus
coeruleus neurons of rats. Anesthesiology 107: 992-1002.

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.
25.

26.

27.

28.

29.

Dahmani S, Delivet H, Hilly J (2014) Emergence delirium in children: an
update. Curr Opin Anaesthesiol 27: 309-315.

Cho EJ, Yoon SZ, Cho JE, Lee HW (2014) Comparison of the effects of
0.03 and 0.05 mg/kg midazolam with placebo on prevention of
emergence agitation in children having strabismus surgery.
Anesthesiology 120: 1354-1361.

De Grood PM, Coenen LG, van Egmond J, Booij LH, Crul JF (1987)
Propofol emulsion for induction and maintenance of anaesthesia. A
combined technique of general and regional anaesthesia. Acta
Anaesthesiol Scand 31: 219-223.

Uezono S, Goto T, Terui K, Ichinose E, Ishguro Y, et al. (2000) Emergence
agitation after sevoflurane versus propofol in pediatric patients. Anesth
Analg 91: 563-566.

Abu-Shahwan I (2008) Effect of propofol on emergence behavior in
children after sevoflurane general anesthesia. Paediatr Anaesth 18: 55-59.
Aouad MT, Yazbeck-Karam VG, Nasr VG, El-Khatib ME Kanazi GE, et
al. (2007) A single dose of propofol at the end of surgery for the
prevention of emergence agitation in children undergoing strabismus
surgery during sevoflurane anesthesia. Anesthesiology 107: 733-8.

Mani V, Morton NS (2010) Overview of total intravenous anesthesia in
children. Paediatr Anaesth 20: 211-222.

Bray R] (1998) Propofol infusion syndrome in children. Paediatr Anaesth
8:491-499.

Nakayama S, Furukawa H, Yanai H (2007) Propofol reduces the incidence
of emergence agitation in preschool-aged children as well as in school-
aged children: a comparison with sevoflurane. J Anesth 21: 19-23.

Pieters BJ, Penn E, Nicklaus P, Bruegger D, Mehta B, et al. (2010)
Emergence delirium and postoperative pain in children undergoing
adenotonsillectomy: a comparison of propofol vs sevoflurane anesthesia.
Paediatr Anaesth 20: 944-950.

Hofer CK, Zollinger A, Buchi S, Klaghofer R, Serafino D, et al. (2003)
Patient well-being after general anaesthesia: a prospective, randomized,
controlled multi-centre trial comparing intravenous and inhalational
anaesthesia. Br ] Anaesth 91:631-7.

Hendolin H, Kansanen M, Koski E, Nuutinen J (1994) Propofol-nitrous
oxide versus thiopentone-isoflurane-nitrous oxide anaesthesia for
uvulopalatopharyngoplasty in patients with sleep apnea. Acta
Anaesthesiol Scand 38: 694-698.

Cole JW, Murray DJ, McAllister JD, Hirshberg GE (2002) Emergence
behaviour in children: defining the incidence of excitement and agitation
following anaesthesia. Paediatr Anaesth 12: 442-447.

Bailey B, Bergeron S, Gravel J, Daoust R (2007) Comparison of four pain
scales in children with acute abdominal pain in a pediatric emergency
department. Ann Emerg Med 50: 379-383, 383.

American Society of Anesthesiologists Task Force on Postanesthetic Care
(2002) Practice guidelines for postanesthetic care: a report by the
American Society of Anesthesiologists Task Force on Postanesthetic Care.
Anesthesiology 96: 742-752.

Kim YH, Yoon SZ, Lim HJ, Yoon SM (2011) Prophylactic use of
midazolam or propofol at the end of surgery may reduce the incidence of
emergence agitation after sevoflurane anaesthesia. Anaesth Intensive Care
39:904-908.

Johr M (2002) Postanaesthesia excitation. Paediatr Anaesth 12: 293-295.

Voepel-Lewis T, Malviya S, Tait AR (2003) A prospective cohort study of
emergence agitation in the pediatric postanesthesia care unit. Anesth
Analg 96: 1625-1630, table of contents.

Picard V, Dumont L, Pellegrini M (2000) Quality of recovery in children:
sevoflurane versus propofol. Acta Anaesthesiol Scand 44: 307-310.

Sun JH, Han N, Wu XY (2008) Systematic evaluation of Sevoflurane in
pediatric anesthesia maintenance. Chinese ] Evidence-Based Med 11:
988-996

Aouad MT, Nasr VG (2005) Emergence agitation in children: an update.
Curr Opin Anaesthesiol 18: 614-619.

Lerman J, Davis PJ, Welborn LG, Orr RJ, Rabb M, et al. (1996) Induction,
recovery, and safety characteristics of sevoflurane in children undergoing

J Anesth Clin Res
ISSN:2155-6148 JACR, an open access journal

Volume 6 « Issue 9 « 1000566


http://www.ncbi.nlm.nih.gov/pubmed/23076227
http://www.ncbi.nlm.nih.gov/pubmed/23076227
http://www.ncbi.nlm.nih.gov/pubmed/23076227
http://www.ncbi.nlm.nih.gov/pubmed/20735801
http://www.ncbi.nlm.nih.gov/pubmed/20735801
http://www.ncbi.nlm.nih.gov/pubmed/20735801
http://www.ncbi.nlm.nih.gov/pubmed/20735801
http://www.ncbi.nlm.nih.gov/pubmed/10886700
http://www.ncbi.nlm.nih.gov/pubmed/10886700
http://www.ncbi.nlm.nih.gov/pubmed/10886700
http://www.ncbi.nlm.nih.gov/pubmed/15114210
http://www.ncbi.nlm.nih.gov/pubmed/15114210
http://www.ncbi.nlm.nih.gov/pubmed/15114210
http://www.ncbi.nlm.nih.gov/pubmed/17019113
http://www.ncbi.nlm.nih.gov/pubmed/17019113
http://www.ncbi.nlm.nih.gov/pubmed/18648231
http://www.ncbi.nlm.nih.gov/pubmed/18648231
http://www.ncbi.nlm.nih.gov/pubmed/18648231
http://www.ncbi.nlm.nih.gov/pubmed/18648231
http://www.ncbi.nlm.nih.gov/pubmed/18043068
http://www.ncbi.nlm.nih.gov/pubmed/18043068
http://www.ncbi.nlm.nih.gov/pubmed/24784918
http://www.ncbi.nlm.nih.gov/pubmed/24784918
http://www.ncbi.nlm.nih.gov/pubmed/24566243
http://www.ncbi.nlm.nih.gov/pubmed/24566243
http://www.ncbi.nlm.nih.gov/pubmed/24566243
http://www.ncbi.nlm.nih.gov/pubmed/24566243
http://www.ncbi.nlm.nih.gov/pubmed/3495089
http://www.ncbi.nlm.nih.gov/pubmed/3495089
http://www.ncbi.nlm.nih.gov/pubmed/3495089
http://www.ncbi.nlm.nih.gov/pubmed/3495089
http://www.ncbi.nlm.nih.gov/pubmed/10960377
http://www.ncbi.nlm.nih.gov/pubmed/10960377
http://www.ncbi.nlm.nih.gov/pubmed/10960377
http://www.ncbi.nlm.nih.gov/pubmed/18095967
http://www.ncbi.nlm.nih.gov/pubmed/18095967
http://www.ncbi.nlm.nih.gov/pubmed/18073548
http://www.ncbi.nlm.nih.gov/pubmed/18073548
http://www.ncbi.nlm.nih.gov/pubmed/18073548
http://www.ncbi.nlm.nih.gov/pubmed/18073548
http://www.ncbi.nlm.nih.gov/pubmed/19694975
http://www.ncbi.nlm.nih.gov/pubmed/19694975
http://www.ncbi.nlm.nih.gov/pubmed/9836214
http://www.ncbi.nlm.nih.gov/pubmed/9836214
http://www.ncbi.nlm.nih.gov/pubmed/17285408
http://www.ncbi.nlm.nih.gov/pubmed/17285408
http://www.ncbi.nlm.nih.gov/pubmed/17285408
http://www.ncbi.nlm.nih.gov/pubmed/20735801
http://www.ncbi.nlm.nih.gov/pubmed/20735801
http://www.ncbi.nlm.nih.gov/pubmed/20735801
http://www.ncbi.nlm.nih.gov/pubmed/20735801
http://www.ncbi.nlm.nih.gov/pubmed/14570783
http://www.ncbi.nlm.nih.gov/pubmed/14570783
http://www.ncbi.nlm.nih.gov/pubmed/14570783
http://www.ncbi.nlm.nih.gov/pubmed/14570783
http://www.ncbi.nlm.nih.gov/pubmed/7839779
http://www.ncbi.nlm.nih.gov/pubmed/7839779
http://www.ncbi.nlm.nih.gov/pubmed/7839779
http://www.ncbi.nlm.nih.gov/pubmed/7839779
http://www.ncbi.nlm.nih.gov/pubmed/12060332
http://www.ncbi.nlm.nih.gov/pubmed/12060332
http://www.ncbi.nlm.nih.gov/pubmed/12060332
http://www.ncbi.nlm.nih.gov/pubmed/17588706
http://www.ncbi.nlm.nih.gov/pubmed/17588706
http://www.ncbi.nlm.nih.gov/pubmed/17588706
http://www.ncbi.nlm.nih.gov/pubmed/11873052
http://www.ncbi.nlm.nih.gov/pubmed/11873052
http://www.ncbi.nlm.nih.gov/pubmed/11873052
http://www.ncbi.nlm.nih.gov/pubmed/11873052
http://www.ncbi.nlm.nih.gov/pubmed/21970137
http://www.ncbi.nlm.nih.gov/pubmed/21970137
http://www.ncbi.nlm.nih.gov/pubmed/21970137
http://www.ncbi.nlm.nih.gov/pubmed/21970137
http://www.ncbi.nlm.nih.gov/pubmed/11982833
http://www.ncbi.nlm.nih.gov/pubmed/12760985
http://www.ncbi.nlm.nih.gov/pubmed/12760985
http://www.ncbi.nlm.nih.gov/pubmed/12760985
http://www.ncbi.nlm.nih.gov/pubmed/10714845
http://www.ncbi.nlm.nih.gov/pubmed/10714845
http://www.ncbi.nlm.nih.gov/pubmed/16534301
http://www.ncbi.nlm.nih.gov/pubmed/16534301
http://www.ncbi.nlm.nih.gov/pubmed/8669674
http://www.ncbi.nlm.nih.gov/pubmed/8669674

Citation:

Koyuncu O, Ozgur M, Akkurt C, Turhanoglu S, Akcora B, et al. (2015) Induction with Propofol Decreases Emergence Agitation in

Pediatric Patients. J Anesth Clin Res 6: 566. d0i:10.4172/2155-6148.1000566

Page 6 of 6

ambulatory surgery: a comparison with halothane. Anesthesiology 43. Kain ZN, Caldwell-Andrews AA, Maranets I, McClain B, Gaal D, et al.
84:1332-40. (2004) Preoperative anxiety and emergence delirium and postoperative

30. Welborn LG, Hannallah RS, Norden JM, Ruttimann UE, Callan CM maladaptive behaviors. Anesth Analg 99: 1648-1654, table of contents.
(1996) Comparison of emergence and recovery characteristics of 44, Lapin SL, Auden SM, Goldsmith L], Reynolds AM (1999) Effects of
sevoflurane, desflurane, and halothane in pediatric ambulatory patients. sevoflurane anaesthesia on recovery in children: a comparison with
Anesth Analg 83: 917-20. halothane. Paediatr Anaesth 9: 299-304.

31. Davis PJ, Greenberg JA, Gendelman M, Fertal K (1999) Recovery 45. Breschan C, Platzer M, Jost R, Stettner H, Likar R (2007) Midazolam does
characteristics of sevoflurane and halothane in preschool-aged children not reduce emergence delirium after sevoflurane anesthesia in children.
undergoing bilateral myringotomy and pressure equalization tube Paediatr Anaesth 17: 347-352.
insertion. Anesth Analg 88: 34-38. 46. Mortero RF, Clark LD, Tolan MM, Metz R], Tsueda K, et al. (2001) The

32. Galinkin JL, Fazi LM, Cuy RM, Chiavacci RM, Kurth CD, et al. (2000) effects of small-dose ketamine on propofol sedation: respiration,
Use of intranasal fentanyl in children undergoing myringotomy and tube postoperative mood, perception, cognition, and pain. Anesth Analg 92:
placement during halothane and sevoflurane anesthesia. Anesthesiology 1465-1469.

93:1375-83. 47. Tang], Chen L, White PE, Watcha ME, Wender RH, et al. (1999) Recovery

33. Silva LM, Braz LG, Mddolo NS (2008) Emergence agitation in pediatric profile, costs, and patient satisfaction with propofol and sevoflurane for
anesthesia: current features. ] Pediatr (Rio J) 84: 107-113. fast-track office-based anesthesia. Anesthesiology 91: 253-261.

34. Yamashita M (2003) Postanaesthetic excitation and agitation. Paediatr 48, Tan T, Bhinder R, Carey M, Briggs L (2010) Day-surgery patients
Anaesth 13: 641. anesthetized with propofol have less postoperative pain than those

35. Cohen IT, Finkel JC, Hannallah RS, Hummer KA, Patel KM (2003) Rapid anesthetized with sevoflurane. Anesth Analg 111: 83-85.
emergence does not explain agitation following sevoflurane anaesthesia ~ 49. Aono J, Ueda W, Mamiya K, Takimoto E, Manabe M (1997) Greater
in infants and children: a comparison with propofol. Paediatr Anaesth 13: incidence of delirium during recovery from sevoflurane anesthesia in
63-67. preschool boys. Anesthesiology 87: 1298-1300.

36. Cohen IT, Finkel JC, Hannallah RS, Hummer KA, Patel KM (2002) The 50. Liang P, Zhou C, Ni ], Luo Z, Liu B (2014) Single-dose sufentanil or
effect of fentanyl on the emergence characteristics after desflurane or fentanyl reduces agitation after sevoflurane anesthesia in children
sevoflurane anesthesia in children. Anesth Analg 94: 1178-1181, table of undergoing ophthalmology surgery. Pak ] Med Sci 30: 1059-1063.
contents. 51. Rose JB, Watcha MF (1999) Postoperative nausea and vomiting in

37. Cravero JP, Beach M, Thyr B, Whalen K (2003) The effect of a small dose paediatric patients. Br ] Anaesth 83: 104-117.
fentanyl on emergence characteristics of pediatric patients after 57  Viitanen H, Tarkkila P, Mennander S, Viitanen M, Annila P (1999)
sevoflurane anesthesia without surgery. Anesth Analg 97: 364-7. Sevoflurane-maintained anesthesia induced with propofol or sevoflurane

38. Weldon BC, Bell M, Craddock T (2004) The effect of caudal analgesia on in small children: induction and recovery characteristics. Can ] Anaesth
emergence agitation in children after sevoflurane versus halothane 46:21-28.
anesthesia. Anesth Analg 98: 321-326, table of contents. 53. Banchs RJ, Lerman ] (2014) Preoperative anxiety management,

39. Dahmani S, Stany I, Brasher C, Lejeune C, Bruneau B, et al. (2010) emergence delirium, and postoperative behavior. Anesthesiol Clin 32:
Pharmacological prevention of sevoflurane- and desflurane-related 1-23.
emergence agitation in children: a meta-analysis of published studies. Br] 54 Elgebaly AS (2013) Sub-Tenon's lidocaine injection improves emer—gence
Anaesth 104: 216-223. agitation after general anaesthesia in paediatric ocular surgery. SAJAA 19:

40. Kararmaz A, Kaya S, Turhanoglu S, Ozyilmaz MA (2004) Oral ketamine 114-9.
premedication can prevent emergence agitation in children after 55 Seo IS, Seong CR, Jung G, Park SJ, Kim SY, et al. (2011) The effect of sub-
desflurane anaesthesia. Paediatr Anaesth 14: 477-482. Tenon lidocaine injection on emergence agitation after general

41. Briggs LP, Dundee JW, Bahar M, Clarke RS (1982) Comparison of the anaesthesia in paediatric strabismus surgery. Eur ] Anaesthesiol 28:
effect of diisopropyl phenol (ICI 35, 868) and thiopentone on response to 334-339.
somatic pain. Br ] Anaesth 54: 307-311.

42. ZhangY, Eger EI 2nd, Dutton RC, Sonner JM (2000) Inhaled anesthetics
have hyperalgesic effects at 0.1 minimum alveolar anesthetic
concentration. Anesth Analg 91: 462-466.

J Anesth Clin Res

ISSN:2155-6148 JACR, an open access journal

Volume 6 « Issue 9 « 1000566


http://www.ncbi.nlm.nih.gov/pubmed/8669674
http://www.ncbi.nlm.nih.gov/pubmed/8669674
http://www.ncbi.nlm.nih.gov/pubmed/8895263
http://www.ncbi.nlm.nih.gov/pubmed/8895263
http://www.ncbi.nlm.nih.gov/pubmed/8895263
http://www.ncbi.nlm.nih.gov/pubmed/8895263
http://www.ncbi.nlm.nih.gov/pubmed/9895062
http://www.ncbi.nlm.nih.gov/pubmed/9895062
http://www.ncbi.nlm.nih.gov/pubmed/9895062
http://www.ncbi.nlm.nih.gov/pubmed/9895062
http://www.ncbi.nlm.nih.gov/pubmed/11149429
http://www.ncbi.nlm.nih.gov/pubmed/11149429
http://www.ncbi.nlm.nih.gov/pubmed/11149429
http://www.ncbi.nlm.nih.gov/pubmed/11149429
http://www.ncbi.nlm.nih.gov/pubmed/18372935
http://www.ncbi.nlm.nih.gov/pubmed/18372935
http://www.ncbi.nlm.nih.gov/pubmed/12535042
http://www.ncbi.nlm.nih.gov/pubmed/12535042
http://www.ncbi.nlm.nih.gov/pubmed/12535042
http://www.ncbi.nlm.nih.gov/pubmed/12535042
http://www.ncbi.nlm.nih.gov/pubmed/11973185
http://www.ncbi.nlm.nih.gov/pubmed/11973185
http://www.ncbi.nlm.nih.gov/pubmed/11973185
http://www.ncbi.nlm.nih.gov/pubmed/11973185
http://www.ncbi.nlm.nih.gov/pubmed/12873918
http://www.ncbi.nlm.nih.gov/pubmed/12873918
http://www.ncbi.nlm.nih.gov/pubmed/12873918
http://www.ncbi.nlm.nih.gov/pubmed/14742362
http://www.ncbi.nlm.nih.gov/pubmed/14742362
http://www.ncbi.nlm.nih.gov/pubmed/14742362
http://www.ncbi.nlm.nih.gov/pubmed/20047899
http://www.ncbi.nlm.nih.gov/pubmed/20047899
http://www.ncbi.nlm.nih.gov/pubmed/20047899
http://www.ncbi.nlm.nih.gov/pubmed/20047899
http://www.ncbi.nlm.nih.gov/pubmed/15153210
http://www.ncbi.nlm.nih.gov/pubmed/15153210
http://www.ncbi.nlm.nih.gov/pubmed/15153210
http://www.ncbi.nlm.nih.gov/pubmed/6978144
http://www.ncbi.nlm.nih.gov/pubmed/6978144
http://www.ncbi.nlm.nih.gov/pubmed/6978144
http://www.ncbi.nlm.nih.gov/pubmed/10910869
http://www.ncbi.nlm.nih.gov/pubmed/10910869
http://www.ncbi.nlm.nih.gov/pubmed/10910869
http://www.ncbi.nlm.nih.gov/pubmed/15562048
http://www.ncbi.nlm.nih.gov/pubmed/15562048
http://www.ncbi.nlm.nih.gov/pubmed/15562048
http://www.ncbi.nlm.nih.gov/pubmed/10411764
http://www.ncbi.nlm.nih.gov/pubmed/10411764
http://www.ncbi.nlm.nih.gov/pubmed/10411764
http://www.ncbi.nlm.nih.gov/pubmed/17359403
http://www.ncbi.nlm.nih.gov/pubmed/17359403
http://www.ncbi.nlm.nih.gov/pubmed/17359403
http://www.ncbi.nlm.nih.gov/pubmed/11375826
http://www.ncbi.nlm.nih.gov/pubmed/11375826
http://www.ncbi.nlm.nih.gov/pubmed/11375826
http://www.ncbi.nlm.nih.gov/pubmed/11375826
http://www.ncbi.nlm.nih.gov/pubmed/10422951
http://www.ncbi.nlm.nih.gov/pubmed/10422951
http://www.ncbi.nlm.nih.gov/pubmed/10422951
http://www.ncbi.nlm.nih.gov/pubmed/19910624
http://www.ncbi.nlm.nih.gov/pubmed/19910624
http://www.ncbi.nlm.nih.gov/pubmed/19910624
http://www.ncbi.nlm.nih.gov/pubmed/9416712
http://www.ncbi.nlm.nih.gov/pubmed/9416712
http://www.ncbi.nlm.nih.gov/pubmed/9416712
http://www.ncbi.nlm.nih.gov/pubmed/25225526
http://www.ncbi.nlm.nih.gov/pubmed/25225526
http://www.ncbi.nlm.nih.gov/pubmed/25225526
http://www.ncbi.nlm.nih.gov/pubmed/10616338
http://www.ncbi.nlm.nih.gov/pubmed/10616338
http://www.ncbi.nlm.nih.gov/pubmed/10078398
http://www.ncbi.nlm.nih.gov/pubmed/10078398
http://www.ncbi.nlm.nih.gov/pubmed/10078398
http://www.ncbi.nlm.nih.gov/pubmed/10078398
http://www.ncbi.nlm.nih.gov/pubmed/24491647
http://www.ncbi.nlm.nih.gov/pubmed/24491647
http://www.ncbi.nlm.nih.gov/pubmed/24491647
http://www.sajaa.co.za/index.php/sajaa/article/view/985
http://www.sajaa.co.za/index.php/sajaa/article/view/985
http://www.sajaa.co.za/index.php/sajaa/article/view/985
http://www.ncbi.nlm.nih.gov/pubmed/21206277
http://www.ncbi.nlm.nih.gov/pubmed/21206277
http://www.ncbi.nlm.nih.gov/pubmed/21206277
http://www.ncbi.nlm.nih.gov/pubmed/21206277

	Contents
	Induction with Propofol Decreases Emergence Agitation in Pediatric Patients
	Abstract
	Keywords:
	Background
	Methods
	Protocol
	Measurements

	Data Analysis
	Results
	Discussion
	Conflicts of Interest
	References




