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[ Abstract JObjective : To determine the optimum dose of dexmedetomidine for prevention of emergence agitation after sevoflurane anes—
thesia in children undergoing ambulatory surgery. Methods : Twenty~two ASA 1 or I children of both sexes aged 2—7 years undergo-
ing elective dental repair under sevoflurane anesthesia were studied. Laryngeal mask airway (LMA) was inserted after induction of
anesthesia with inhalation of 8% sevoflurane by mask. Dexmedetomidine was intravenous infused for 10 minutes to prevent emergence
agitation after LMA insertion. The dose of dexmedetomidine was determined by using Dixon’s up-and-down method (increment or
decrement of 0.1 pg/kg). The initial dose of dexmedetomidine was 0.5 pg/kg. Anesthesia was maintained with 2%~4% sevoflurane and

spontaneous breathing was maintained throughout the surgery. Sevoflurane inhalation was terminated at the end of surgery. The Pe-

diatric Anesthesia Emergence Delirium Scale(PAED) was used
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(2017-06-26) ing the pain degree. The EDsy, EDys and 95% confidence inter—

to assess emergence agitation. The PAED score was recorded
every 5 minutes within 30 minutes after surgery. And the max
score more than ten was considered emergence agitation. The

modified Children’s Hospital of Eastern Ontario Pain Scale
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val(CI) of dexmedetomidine for prevention of emergence agitation were calculated. Results : The m~CHEOPS score was significantly

increased at Ty in emergence agitation group than in no emergence agitation group(P<0.05). There was no significant difference be—

tween the two groups in m—-CHEOPS score at T, ;(P>0.05). There was no significant difference between the two groups in terms of

age,weight,height,operétion time and emergence time (P>0.05). The EDs of dexmedetomidine for prevention of emergence agita—

tion after sevoflurane anesthesia in children undergoing ambulatory surgery was 0.58 pg/kg(95%CI=0.43 to 0.73 pg/kg). EDos was

0.78 ng/kg(95%CI1=0.67 to 2.27 pg/kg). Conclusion.The EDs and EDy of dexmedetomidine for prevention of emergence agitation

after sevoflurane anesthesia in children undergoing ambulatory surgery are 0.58 pg/kg and 0.78 wg/kg respectively.
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Fig.1 Data sequence of prevention of emergence agitation over
predetermined dose of dexmedetomidine
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Tab.1 Comparison of m—CHEOPS score in emergence agitation group and no emergence agitation group(score)

s Rl T, T, T,
T A R 20 273 +0.65 1.91£0.70 1.36 + 0.81
FREEHABR A 4.09+0.83 2.36 £ 0.67 1.45 + 0.69
FA{8 18.443 2.404 0.081
P& 0.000 0.137 0.779
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Tab.2 Comparison of patient characteristics in emergence agitation group and no emergence agitation group

5 ERE () i (kg) B (em) FAREFAE (min ) FHEREFR] (min )
T BRI RSN 46+ 14 194+49 108.7+11.0 83.2+27.8 13.9+3.0
F RS 4413 17.3+50 102.9+9.6 973 £27.0 120%3.5
i 18 -0.198 -0.990 -1313 1.205 ~1.366
P18 0.845 0.334 0.204 0.242 0.187




ERERKFZR 2017 £ 42 %5 10 H9 ( Journal of Chongging Medical University 2017.Vol.42 No.10 )

— 1313 —

AERIERENIGREEARTEN | ngkg, ¥
B2 2 h, HTFFARERE FARR B RS
VM BN ZESR  RE T E B A 2K E R
TR P AR B A R K2R, Shukry 43R
EH o HEFARBIL KEBRESRKGTEL R
BKE 0.2 g/ (kg-h) HZE A PACU J& 15 min 1525,
WA S0 0 U R B B 3 R A Hauber ZF9RE , X
TR BRETIBR AR B 8L, FARE AT 5 min PR E
Fk45F 4 K E 0.5 ng/kg, ATH SR/ F5 R 1
kA BB AREEB YR Kim 0358,
ST TS FARK B IL, RS E kS T s
BAELKE 1 pgkg, 2824 0.1 pg/(kg-h) EFHE
ARE AT AW/ HEHBRSELHEREER
BE, MO FRMEA  EHA
RIEHKE 1.0 pg/kg TR LL 0.2~0.8 pg/(kg-h)
HeFEZEoREE T HH  FE A R ER A0, BN AR ST R
W T2 -1 SUEE R A I e 2 R E% T {8 A 20K
TP R LAESRANNEENR, e AEREX
BB BN AT T AR B EERALIMERR
RBIEEIEFI R, PRSP R R B AL
TR EA R BN EDs, 2 0.58 pg/kg, EDys N 0.78 pg/
kg, BULTERIGE , R R ™ HEK.OME R
R,

RiGEF RSB EHRIEREEZ—,
FERERAY TR ESI R AN, AR EBTH
P B B 3h 20 28 LS5 R B 2R P o FRAK , FTRE 5
IR ER —EERIEAA R, I ABERERT
AR, MBI AEEREIT LR,

AR BIA B 2 bR B LR FARFE, A
AT RS R RS R i B R 2 — 0, R AT
£E RS X R FERKE TR /N LI A BRI 5 75 BE
BRI A R — P, HEBRSIRSE
M ERE L, WIS —hr i, KB5S BSCR
[1].[S1FI[11], %8 PAED B EIEAL R EEHARR S | %
BRVEENGRERS ,Bh TERE BEN2H
BE , 4 1A R — e MEREY AR H AT,

g LT, A R E TR 1124 Jm R ABK
P g8 L R B B 3 1Y EDy K 0.58 pg/kg,EDgs
0.78 wglkg,

2 £ X W

[1] Kanaya A. Emergence agitation in children:risk factors,preven—
tion, and treatment[J]. J Anesth,2016,30(2).261-267.
[21 Zhang C,Hu J,Liu X,et al. Effects of intravenous dexmedetomi—
dine on emergence agitation in children under sevoflurane anesthesia:a
meta—analysis of randomized controlled trials[J]. PLoS One,2014,9(6) .
€99718.
[3] Shukry M,Clyde MC,Kalarickal PL,et al. Does dexmedetomidine
prevent emergence delirium in children after sevoflurane-based general
anesthesia[J]. Paediatr Anaesth,2005,15(12).:1098-1104.
[4] Ali MA, Abdellatif AA. Prevention of sevoflurane related emer—
gence agitation in children undergoing adenotonsillectomy:a compari—
son of dexmedetomidine and propofol[J]. Saudi J Anaesth,2013,7(3);
296-300.
[5] Hauber JA,Davis PJ,Bendel LP,et al. Dexmedetomidine as a
rapid bolus for treatment and prophylactic prevention of emergence agi—
tation in anesthetized children|J]). Anesth Analg,2015,121(5):1308-
1315.
[6] Yang S,Lee H. A dose—finding study of preoperative intravenous
dexmedetomidine in children’s emergence delirium after epiblepharon
surgery[J}.Eur ] Ophthalmol,2014,24(3) :417-423.
[71 Kim NY,Kim SY, Yoon HJ,et al. Effect of dexmedetomidine on
sevoflurane requirements and emergence agitation in children undergo—
ing ambulatory surgery[J]. Yonsei Med J,2014,55(1) :209-215.
[8} Zhu M,Wang H,Zhu A, et al. Meta—analysis of dexmedetomidine
on emergence agitation and recovery profiles in children after sevoflu—
rane anesthesia;different administration and different dosage[J]. PLoS
One,2015,10(4):e0123728.
[9] Su F,Hammer GB. Dexmedetomidine : pediatric pharmacology,
clinical uses and safety[J]. Expert Opin Drug Saf,2011,10(1) : 55-66.
[10] Dixon WJ. Staircase bicassay:the up—and—down method[J]. Neu—
rosci Biobehav Rev,1991,15(1) :47-50.
[11] Sikich N,Lerman J. Development and psychometric evaluation of
the pediatric anesthesia emergence delirium scale[J]. Anesthesiology,
2004,100(5):1138-1145.
[12] Fang XZ,Gao J,Ge YL, et al. Network meta—analysis on the effi—
cacy of dexmedetomidine,midazolam,ketamine, propofol,and fentanyl
for the prevention of sevoflurane—related emergence agitation in chil-
dren[J]. Am J Ther,2016,23(4):e1032-1042.
[13] Makary L, Vornik V,Finn R,et al. Prolonged recovery associated
with dexmedetomidine when used as a sole sedative agent in office—
based oral and maxillofacial surgery procedures[J]. J Oral Maxillofac
Surg,2010,68(2):386-391.

(Ftth B RAEF)



