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INTRODUCTION
Approximately four million children undergo general anesthesia each 

1year in the United States . Pediatric patients present unique 
anatomical, physiological and pharmacological considerations for 
anesthetic management. Pediatric patients develop severe anxiety in 
the preoperative holding area, as well as during induction of anesthesia 
2. One of the most common inhalation anesthetic agents used in 
pediatric general anesthesia is sevourane. Sevourane is a volatile 
anesthetic that allows for a rapid induction as well as timely emergence 
related to its low blood gas coefcient. It also causes least airway 
irritation and has greater hemodynamic stability. However, 
sevourane has been associated with an incidence rate of emergence 

2agitation as high as 80% in children .
                                     
Adenotonsillectomy is the major ambulatory surgical procedure most 

3,4frequently performed in children . Emergence Agitation  is frequently 
seen in children between 2 and 5 years of age and is one of the 

5postoperative complications after adenotonsillectomy . Although 
Emergence Agitation    is transient but is distressing for parents and 
staff. The incidence of Emergence Agitation  is wide ranging in the 

6, 7literature from 10% to 80% . Emergence Agitation presents with 
symptoms such as combative movements, excitability, thrashing, 
disorientation and inconsolable crying which can cause injury to the 

8patient or damage to the surgical site . Emergence Agitation may also 
lead to self extubation or removal of catheters leading to complications 

9. such as hypoxia, aspiration pneumonia, bleeding or reoperation
Emergence agitation occurs within rst 30 minutes after extubation 
and is usually self-limiting but sometimes it may be prolonged even 
upto 2 days. It's etiology is unclear and factors such as pain, rapid 
recovery, premedication, gender, age, preoperative anxiety and type of 
surgery such as adenotonsillectomy have been suggested as the 
causative factors.

Various pharmacological interventions have been used to prevent or 
limit EmergenceAgitation. Drugs commonly used for prevention of 

10 11 12EmergenceAgitation are ketamine ,midazolam , propofol , 

13clonidine  and opioids like fentanyl. However, undesirable side 
effects like sedation, slow awakening, nausea, vomiting, bradycardia, 
hypotension and in some cases respiratory depression have been noted 

14with these drugs . Dexmedetomidine is an alpha-2 receptor agonist 
15, 16, 17which has been used for adult anesthesia and ICU . Recently it has 

been extensively used in pediatric population for postoperative 
18agitation . It causes sedation, hypnosis and anxiolysis without 

signicant respiratory depression. Limited studies have evaluated 
efcacy of dexmedetomidine for prevention of EA in adult patients 

19undergoing nasal and oral surgery .

MATERIAL AND METHODS
After Institutional ethical committee approval and after obtaining a 
written informed consent from all the patients parent/guardian 
included in this study , 60 patients of either sex between age group 4-14 
years with ASA 1 undergoing elective outpatient adenotonsillectomy 
were selected for the study. Following patients were excluded from the 
study : Known allergy to the study medication ,Developmental delay, 
Upper respiratory tract infection , Congenital abnormalities ,Mental 
retardation,Attention decit hyperactivity disorder ,Renal/ liver/ 
cardiac/respiratory diseases.

During the preoperative visit, all patients were clinically evaluated, 
assessed and investigated.  The study protocol was explained to all the 
patients / guardians and a written informed consent was taken.  No 
premedication was given. 

In the OR equipment for airway management and emergency drugs 
were kept ready. Patient was shifted to OR. The patient was placed on 
the operating table and ECG, NIBP, SPO2 were connected to the 
patient. Preoperative baseline systolic and diastolic BP, HR, SPO2 
were recorded. Intravenous line was established. Pre-oxygenation 
with 100% oxygen for 3 minutes was done. Intravenous anaesthetic 
induction was done by propofol (1-2mg/kg), fentanyl (2µg/kg) and 
atracurium (0.5mg/kg); after tracheal intubation, the patients were 
ventilated. The patients were allocated using simple randomization 
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ABSTRACT
OBJECTIVES : To study the role of dexmedetomidine on emergence agitation and its effect on extubation in paediatric adenotonsillectomy. Our 
study involves the assessment of postoperative pain by Objective Pain Scale and need for rescue analgesia and other untoward events in PACU. The 
study also included the comparision of post operative recovery time by Modied Aldrete Recovery Score using dexmedetomidine and normal 
saline in adenotonsillectomy for pediatric patients. 
METHODS : After induction of general anesthesia patient was put on controlled ventilation and maintained on sevourane 1.5-2% with 66% O2 

and 33% N O. At the end of surgery patients received either dexmedetomidine or normal saline over a period of 5 minutes, sevourane and nitrous 2

oxide were discontinued, and residual muscle relaxation was reversed. Tracheal extubation time (time from anesthetic gas discontinue to tracheal 
extubation) and emergence time (time from anesthetic gas discontinue to eye opening on command) were recorded. Incidence of untoward airway 
events after extubation were also noted. The subject's postoperative behaviour was assessed using Pediatric Anesthesia Emergence Delirium 
(PAED). In PACU, the intensity of pain was assessed by using an observational pain score (OPS). Any untoward events were noted and patient was 
shifted as per modied PACU score.
RESULTS: In this randomized comparative study, single dose of dexmedetomidine (0.5mcg/kg) was found to be associated with a statistically 
signicant decrease in the incidence of emergence agitation along with smooth extubation in pediatric patients undergoing adenotonsillectomy 
with sevourane anesthesia. In addition, lower incidence of post-operative nausea and vomiting, lower pain score and shorter duration of stay in 
post-anesthesia care unit were observed. Although it was seen that the extubation was prolonged in the dexmedetomidine group in comparison to 
the placebo.
CONCLUSION: Dexmedetomidine reduces emergence agitation and provides smooth extubation in pediatric adenotonsillectomy patients on 
sevourane anesthesia.
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into 2 equal groups. For anaesthesia maintenance all patients were 
administered sevourane 1.5–2% in 66% nitrous and 33% oxygen 
with controlled ventilation. The heart rate, peripheral oxygen 
saturation, blood pressure were monitored. The BP and HR were 
maintained between 80 and 120% of the preoperative values by 
increasing or decreasing the concentration of sevourane until the 
completion of surgery. About 5 min before the end of surgery, patients 
received either dexmedetomidine or placebo. The anaesthesiologist 
was blinded to the drug.

Ÿ GROUP A (control group): the patients received normal saline 
5ml over a period of 5minutes at the end of surgery 

Ÿ GROUP B (dexmedetomidine group):the patients received 
dexmedetomidine 0.5mcg/kg IV diluted in 5ml of normal saline 
over a period of 5 minutes at the end of surgery

At the conclusion of the procedure, sevourane and nitrous oxide were 
discontinued, and residual muscle relaxation was reversed with 
neostigmine 60 mcg/kg and glycopyrrolate 10 mcg/kg IV. 
Oropharyngeal secretions were aspirated prior to extubation. After 
tracheal extubation, 100% oxygen was given via a facemask for 5 min.
Tracheal extubation time (time from anesthetic gas discontinue to 
tracheal extubation) and emergence time (time from anesthetic gas 
discontinue to eye opening on command) were recorded. Incidence of 
untoward airway events after extubation such as breath holding 
(holding breath for 20 s or more after the extubation was accepted as 
breath holding) severe coughing or strain (severe coughs was dened 
as 4 or more coughs and SpO2 < 95%) were recorded. 

The blinded research observer recorded the subject's postoperative 
behaviour, which was assessed using Pediatric Anesthesia Emergence 
Delirium (PAED) Scale to assess the EA (minimal score is 0 and 
maximal score is 20. The degree of EA directly increases with the total 
score. In PAED of 16 or more, the child was considered agitated. The 
child was scored at 4 points of time that is on arrival, 15 minutes, 30 
minutes and 60 minutes.  In PACU, the intensity of pain was assessed 
by using an observational pain score (OPS). The observer scored pain 
in a similar way into (none/insignicant pain (1– 3), moderate pain 
(4–6), severe pain (7–10). Patients with pain score 4 or more were 
treated with additional dose of fentanyl. Vomiting was treated with 
metoclopramide 0.15 mcg/kg IV and the incidence of vomiting was 
recorded.

The patients were transferred to the ward according to modied 
Aldrete score criteria. Patients who had an Aldrete score≥9 without 
vomiting were discharged from PACU to surgical ward. 

STATISTICAL METHODS:
The recorded data was compiled and entered in a spreadsheet 
(Microsoft Excel) and then exported to data editor of SPSS Version 
20.0 (SPSS Inc., Chicago, Illinois, USA). Continuous variables were 
expressed as Mean±SD and categorical variables were summarized as 
frequencies and percentages. Graphically the data was presented by 
bar diagrams and line diagrams. Kolmogrov-Simrov test and normal 
probability plot were used to test for normality of data. Normally 
distributed continuous variables were compared using student t-test, 
and non-normally distributed variables were analyzed using Mann-
Whitney U-test. Chi-square test or Fisher's exact test, whichever 
appropriate, was employed for comparing categorical variables. A P-
value of less than 0.05 was considered statistically signicant. All P-
values were two tailed.

OBSERVATION AND RESULTS
The patients were divided into two groups: group A and group B. 
Patients in group B received 0.5 mcg/kg of Dexmedetomidine at the 
end of surgery and patients in group A received same dose of normal 
saline at the end of surgery. The demographic characteristics 
(including age, weight, and gender) were compared between the 
groups. Also the EmergenceAgitation score and pain score were 
measured.

Table 1 shows the age distribution of the patients taking part in the 
study. 30 patients were taken in each group. The age in placebo group 
ranged from 5-13 years and in dexmedetomidine group from 4-14 
years. Age was comparable in the two groups.

Table 2 shows the distribution of gender in each group. There were 13 
males vs. 17 females in control group while the number was equivalent 
in dexmedetomidine group. The gender distribution was comparable.

Table 3 shows the weight distribution of patients in the study. The mean 
weight in the study group was 22.53kg with SD ±7.29kg whereas in 
control group mean was 21.38kg with SD ± 6.54kg. The results are 
comparable between the two study groups.

Table 4 shows the comparison of duration of surgery in the two groups. 
The mean duration of surgery in study group was 41.17 with SD ±6.52 
minutes and in control group was 43.33 with SD ± 9.23 minutes. The 
duration of surgery was comparable in the two groups (P>0.05).

*Statistically Significant Difference (P-value<0.05)

Table 5 shows the difference in extubation time in the two groups. The 
patients receiving dexmedetomidine had prolonged extubation time 
with mean of 16.93 with SD ± 1.856 minutes. The placebo group had a 
mean of 11.47 with SD ± 1.757 minutes. The difference was 
statistically signicant with P value <0.001.

*Statistically Significant Difference (P-value<0.05)

Table 6 represents the emergence time in the two groups. The mean 
emergence time in group B was 9.83 min with SD ±1.556 min and 
controls was 6.87 min with SD ± 1.358 min. The delay seen with 
dexmedetomidine group was found to be statistically signicant 
(P<0.05) 

 

*Statistically Significant Difference (P-value<0.05)

Table 7 represents the emergence agitation score in the study groups. 
The EA score was based on the PEAD scale. Patients in 
dexmedetomidine group had a lower PEAD score on arrival as-well as 
60 minutes postoperatively. The placebo group had higher PEAD 
score during the observation period. The difference was found to be 
statistically signicant with P value <0.05.
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Table 1: Age distribution of study patients in two groups
Age (years) N Mean SD Range P-value

Group A 30 8.6 2.62 5-13 0.411
Group B 30 9.2 2.98 4-14

Table 2: Gender distribution of study patients in two groups
Gender Group A Group B P-value

No. %age No. %age
Male 13 43.3 15 50.0 0.605

Female 17 56.7 15 50.0
Total 30 100 30 100

Table 3: Showing average weight (kg) of study patients in two 
groups

Weight (kg) N Mean SD Range P-value
Group A 30 21.38 6.54 11.5-33 0.523
Group B 30 22.53 7.29 10-34

Table 4: Comparison based on duration of surgery (minutes) 
in two groups

Duration of Surgery 
(Minutes)

N Mean SD Range P-value

Group A 30 43.33 9.23 30-55 0.298
Group B 30 41.17 6.52 30-50

Table 5: Comparison based on extubation time (minutes) 
in two groups

Extubation Time N Mean SD Range P-value
Group A 30 11.47 1.757 9-14 <0.001*
Group B 30 16.93 1.856 14-20

Table 6: Comparison based on emergence time (minutes) in two 
groups

Emergence Time N Mean SD Range P-value
Group A 30 6.87 1.358 5-9 <0.001*
Group B 30 9.83 1.556 9-14

Table 7: Comparison based on emergence agitation score in two 
groups

Emergence agitation score Group A Group B P-value

Mean SD Mean SD
On Arrival to PACU 13.4 3.13 8.6 3.23 <0.001*

Postop 15 Min 7.9 3.48 4.2 1.81 <0.001*
Postop 30 Min 5.1 1.89 2.1 0.94 <0.001*
Postop 60 Min 2.8 1.18 0.9 0.64 <0.001*

Table 8: Comparison based on objective pain score in two 
groups

Pain score Group A Group B P-value
Mean SD Mean SD
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 *Statistically Significant Difference (P-value<0.05)

Table 8  represents the comparison of objective pain score in the two 
groups. It was found that the objective pain score was lower in 
dexmedetomidine group than normal saline group which was 
statistically signicant (p value<0.05). 

*Statistically Significant Difference (P-value <0.05)

Table 9 is depicting the incidence of emergence agitation in the two 
groups. Emergence agitation was found in 36.7% of patients in placebo 
group whereas in dexmedetomidine group 6.7% of the patients had 
emergence agitation. The difference was statistically signicant with 
p<0.012.

Table 10 represents the comparison of PACU score. In group A mean 
score based on modied alderete score was 9.13 with SD ±0.819 and in 
group B mean score was 8.87 SD ± 0.681. The difference was 
statistically insignicant P value >0.05.

*Statistically Significant Difference (P-value<0.05)

Table 11 shows the duration of PACU stay in the two groups. In 
dexmedetomidine group duration of stay was in range of 20-46 
minutes whereas in normal saline group it was 28-60 minutes. The 
difference was statistically signicant P value <0.001

*Statistically Significant Difference (P-value<0.05)

Table 12 represents the total analgesia consumption in the two groups. 
In group A 26 patients needed rescue analgesia with mean value of 
31.46 with SD ± 15.56mg and in group B, 9 patients required rescue 
analgesia with mean value of 20.89 with SD ± 7.58 mg. The difference 
was statistically signicant with P value 0.03. 

*Statistically Significant Difference (P-value<0.05)

Table 13 shows the incidence of untoward events in the two groups. Six 
patients in placebo group showed severe coughing, which was 
statistically signicant. While other side effects like nausea, vomiting, 
breath holding had no statistical signifance.  

DISCUSSION
The aim of this study was to determine the role of dexmedetomidine in 
emergence agitation and extubation in pediatric adenotonsillectomy 
with sevourane anesthesia. This study was carried out in the 
Department Of Anesthesia Skims Medical College Bemina, after 
taking informed consent from the parents / guardians of 60 patients 
included in the study.

The patients were randomised into two groups 
Ÿ GROUP A (control group): the patients received normal saline 5ml 

over a period of 5minutes at the end of surgery. 
Ÿ GROUP B (dexmedetomidine group): the patients received 

dexmedetomidine 0.5mcg/kg IV diluted in 5ml of normal saline 
over a period of 5 minutes at the end of surgery.

The following data which  was collected and analysed statistically 
included Demographic data (Age , Weight, Gender),Duration of 
surgery in two groups,Effect of dexmedetomidine on extubation ,Role 
of dexmedetomidine on EmergenceAgitation (emergence time, 
EmergenceAgitation score and incidence of EmergenceAgitation), 
Assessment of post-operative pain by objective pain scale, PACU 
score and duration of stay, Need of rescue analgesia , any untoward 
side effects. 
              
The results of this study indicate that the administration of 
dexmedetomidine 5 minutes before the end of surgery, at a dose of 
0.5mcg/kg I/V, reduces incidence and severity of agitation observed 
following sevourane anesthesia in pediatric patients undergoing 
adenotonsillectomy, while concomitantly being associated with 
smoother and quicker extubation.

The mean age of patients in our study  in placebo group was 8.6 years 
with a standard deviation of  2.6 years  whereas mean age in case group 
was 9 years 2 months with standard deviation of 2.98 years. The two 
groups were comparable in terms of age and the difference was 
statistically insignicant (p-value=0.411)  table 1 The two groups were 
comparable in terms of weight and difference was statistically 
insignicant (p-value0.523) table 3 Also the gender distribution was 
comparable in the two groups with p-value 0.605 table2 .Hence no 
signicant demographic differences were observed between the two 
groups in our study.

The mean duration of surgery (table4 ), control group was 43.33 
minutes with standard deviation of 9.23 minutes whereas in cases 
duration was 41.17 minutes with standard deviation of 6.52 minutes. 
Even though the duration of surgery was more in the control group but 
the duration was comparable in the two groups and difference was 
statistically insignicant with p-value of 0.298. 

The extubation time (min) in the control group was 11.47 minutes with 
standard deviation 1.757 and the extubation time in cases was seen to 
be 16.93 minutes with standard deviation of 1.856 minutes (table 5). 
There was a delay in the extubation time seen in the dexmedetomidine 
group. The difference was statistically signicant with p-value <0.001. 

20The nding of our study is in concordance with Zhu et al . In the 
analysis of Zhu et al dexmedetomidine signicantly increased 
extubation time in children undergoing sevourane anesthesia in 
PACU. The effect might be due to the excessive sedation associated 
with dexmedetomidine.  Prolonged extubat ion t ime for 
dexmedetomidine is also in agreement with studies conducted by Cao 

21 22JL et al  and Kim Sy .

In our study the mean time for emergence in group A was 6.87 minutes 
with standard deviation of 1.358 minutes whereas in group B mean 
value was 9.83 minutes with standard deviation of 1.556 minutes (table 
6). The p-value was <0.001 which was statistically signicant. The 
emergence time was seen to be prolonged in dexmedetomidine group 
which is due to sedative properties of dexmedetomidine. In a study 

23conducted by Guler G et al  the emergence time and extubation time 
were 2 minutes longer in dexmedetomidine group but the difference 
was statistically insignicant. The time to extubation and emergence 
time were noted to be signicantly longer in group B compared to 
group A. The statistically signicant difference is not clinically 
signicant.

The subject's postoperative behaviour was assessed using Pediatric 
Anesthesia Emergence Delirium (PAED) Scale to assess the 
emergence agitation. In PAED of 16 or more, the child was considered 
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On Arrival to PACU 6.5 2.19 3.8 0.87 <0.001*
Postop 15 Min 4.2 1.39 2.3 0.65 <0.001*
Postop 30 Min 2.8 1.02 1.6 0.57 <0.001*
Postop 60 Min 1.7 0.66 0.7 0.52 <0.001*

Table 9: Showing incidence of emergence agitation in two 
groups

Emergence Agitation Group A Group B P-value
No. %age No. %age

Present 11 36.7 2 6.7 0.012*
Absent 19 63.3 28 93.3
Total 30 100 30 100

Table 10: Comparison based on PACU score in two groups
PACU Score N Mean SD Range P-value

Group A 30 9.13 0.819 8-10 0.176
Group B 30 8.87 0.681 8-10

Table 11: Comparison based on PACU length of stay (Minutes) 
in two groups

PACU Length of Stay 
(Minutes)

N Mean SD Range P-value

Group A 30 45.10 8.817 28-60 <0.001*
Group B 30 33.43 7.408 20-46

Table 12: Comparison based on total analgesic consumption 
(mcg)  in two groups

Analgesic consumption (mcg) N Mean SD Range P-value
Group A 26 31.46 15.56 12.5-60 0.031*
Group B 9 20.89 7.58 11.5-30

Table 13: Showing incidence of various complications in two 
groups

Complications Group A Group B P-value

No. %age No. %age

Nausea/ Vomiting 1 3.3 4 13.3 0.353
Severe Coughing 6 20.0 0 0.0 0.024*
Breath holding 5 16.7 1 3.3 0.353

Bradycardia 2 6.7 3 10.0 0.641
Hypotension 1 3.3 2 6.7 0.554
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agitated. In our study EmergenceAgitation score on arrival in 
dexmedetomidine was 8.6+3.23 and in placebo group mean was 
13.4+3.13 (table 7). The score was measured at 15, 30, 60 minutes 
postoperatively and it was observed that EmergenceAgitation score 
was less in dexmedetomidine group than in the placebo group with a 

24decreasing trend. It is consistent with the study done by Huber et al  
wherein the rapid bolus 0.5mg/kg injection of dexmedetomidine was 
administered 5 min before the end surgery and a signicant decrease in 
the incidence of EmergenceAgitation was seen without causing 
haemodynamic instability. Though agitation is observed more 
frequently in paediatric patients, the incidence in adults has been 

9, 25reported at 4.7% or 21.3% . EmergenceAgitation is especially 
25common in ENT surgeries with reported incidence of 55.4% .   The 

wide variation in the reported incidence may be attributable to the use 
of different scoring scale for evaluating EmergenceAgitation. 
However, association with other factors, such as pain, inhalational 
anaesthetics, preoperative benzodiazepine use, male gender, age, 

26preoperative anxiety, and type of surgery has been suggested . It is 
speculated that high frequency of agitation in otolaryngological 
procedures may be due to a sense of suffocation that occurs in airway 
procedures. A similar explanation has been offered to explain the 
higher incidence of nausea and vomiting following these procedures.
In previous studies various doses of dexmedetomidine have been used 
like loading dose 0.5-2 mcg/kg followed by infusion of 0.4 to 0.70 
mcg/kg, only infusion of 0.2-1 mcg/kg or only loading dose of 0.5-4 
mcg/kg; demonstrated signicant advantages of dexmedetomidine 
when compared to placebo. In our study we administered a single 
loading dose of dexmedetomidine 0.5 mcg/kg as in studies done by 

27 28 23Isik B et al , Ibacache ME et al  and Guler G et al . Study 
conducted by Ibacache ME in children undergoing surgery using 
sevourane anesthesia, dexmedetomidine 0.3mcg/kg  given in 10 
minutes after induction  reduced the incidence of EmergenceAgitation 
from 37% in the control group to 10%. Similar ndings were seen by 
Isik B et al where EmergenceAgitation was 47.6% in placebo and 4.8% 
in dexmedetomidine group. The study conducted by Guler G also 
concluded that 0.5mcg/kg dexmedetomidine reduces agitation after 
sevourane in children undergoing adenotonsillectomy. Shukry M et 

29 al conducted a study on continuous infusion of dexmedetomidine (0.2 
mcg/kg/hr) and showed reduction in frequency of Emergence 

30Agitation by 10-26%. A meta analysis conducted by Pickard A  
showed that risk of Emergence Agitation was reduced to 0.22(95% 
condence interval 0.14-0.33). A meta-analysis conducted by Jin-hui 
et al also found the incidence of emergence agitation to be as high as 
40.3% in placebo group as compared to 13% in dexmedetomidine 

31group .

Dexmedetomidine is a potent α2-agonist and has sedative, analgesic 
and anxiolytic effects. Therefore potentiation of sedative and analgesic  
property of dexmedetomidine may be responsible for reduction in 
incidence of EmergenceAgitation however it is seen that it also 
prolongs time for extubation and time to respond to verbal commands. 
Dexmedetomidine acts on the endogenous sleep promoting pathway to 
induce a more natural sleep like status.

In addition to other variables, pain is one of the major factors 
inuencing the severity and duration of EmergenceAgitation. 
Adequate analgesia is difcult to achieve in pediatric cases undergoing 
tonsillectomy. It is thought that relieving pain decreases the incidence 
of EmergenceAgitation associated with anesthetic agents such as 

32, 33sevourane. Several studies demonstrated that regional block  
34 35opioids  and NSAIDs  decrease the incidence of Emergence 

Agitation. However EmergenceAgitation has also been reported in 
36, 37non-painful procedures . In our study ObjectivePainScale was 

observed on arrival 15, 30 and 60 minutes. It was seen that the mean 
ObjectivePainScale values in the placebo group were higher than seen 
in the dexmedetomidine group. The required dose of fentanyl was 
signicantly lower in group B (dexmedetomidine group) when 
compared to placebo group. The total analgesia consumption in 
placebo group had a mean of 31.46 mcg with standard deviation of 
15.56 mcg whereas in dexmedetomidine group was 20.89 mcg with 
standard deviation 7.58mcg and a statistically signicant difference 
was observed with p value of 0.031. Hence dexmedetomidine has been 
shown to decrease post-operative opioid requirement which is in 

38concordance with the study conducted by Patel A et al . These 
ndings indicate that children who were given dexmedetomidine had 
lower incidence of Emergence Agitation and had lower pain scores. 
Dexmedetomidine was seen to have a superior efcacy in alleviating 
pain and in post-operative management. Dexmedetomidine could 

appear to be a promising agent in prevention of EmergenceAgitation in 
children under sevourane anesthesia.

The mean duration of length of stay in PACU (table 11) in 
dexmedetomidine group was 33.43 minutes with standard deviation of 
7.408 minutes and in placebo group was 45.10 minutes with standard 
deviation of 8.817 minutes and the difference was statistically 
signicant with p-value <0.001. Also PACU score (table 10) in the 
placebo group was 9.13 with standard deviation of 0.819 and in group 
B (dexmedetomidine group) PACU score was 8.87 with standard 
deviation of 0.681. Statistically insignicant difference was seen in the 
two groups with p-value 0.176. 

Various complications were noted in the two groups like nausea, 
vomiting, breath holding, bradycardia and hypotension and were 
comparable in the two groups. Although severe coughing was seen 
more in placebo group as compared to dexmedetomidine group (p-
value0.024) which was in consistence with the study conducted by 
Guler G. It was observed that airway complications were less 
commonly encountered in the dexmedetomidine group. The airway 
problems seen in placebo group did not necessitate reintubation or 
medication in our study. Lower airway complications may be 
attributed to the lesser degree of laryngeal stimulation in this group 
owing to the sedative and analgesic effects of dexmedetomidine.

CONCLUSION
It was seen that single dose (0.5mcg/kg) dexmedetomidine reduces 
EmergenceAgitation and provides smooth extubation in pediatric 
adenotonsillectomy patients on sevourane anesthesia. Even though 
the extubation time was prolonged but there were less side effects 
noted.
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