PREMEDICATION WITH MEPERIDINE AND ATROPINE DOES NOT PROLONG
RECOVERY TO STREET FITNESS AFTER OUT-PATIENT SURGERY

A.JoHN M. CLARK AND J.B. HURrTIG

ARSTRACT

The effect of premedication with meperidine and atropine on recovery to street fitness after
out-patient surgery under general anaesthesia was assessed. The subjects of this study were
100 female patients undergoing therapeutic abortion. Two anaesthetic techniques were used;
thiopentone-enflurane-nitrous oxide and thiopentone-fentanyl-nitrous oxide. The patients
were comparable in age, weight, length of anaesthesia and time for recovery to street fitness
after anaesthesia. The amount of thiopentone administered to the thiopentone-fentanyl-
nitrous oxide groups was significantly greater than that administered to the thiopentone-
enflurane-nitrous oxide groups. It is concluded that premedication with meperidine and
atropine did not significantly prolong recovery to street fitness after out-patient surgery. Fear
of prolonged recovery should not affect the decision to use premedication.
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PREMEDICATION of the surgical out-patient is a
contentious issue. Many anaesthetists believe
that premedication is unsuitable for these pa-
tients because it may prolong recovery and, thus,
fitness for discharge. However, omission of pre-
medication may not be in keeping with the best
patient care.! Absence of anxiety coupled with
mild sedation has merit in anaesthetic practice?
and frequently allows for smooth induction and
maintenance of anaesthesia. This study was
undertaken to determine if there is a significant
difference in length of recovery to street fitness
after general anaesthesia in unpremedicated sur-
gical out-patients and those premedicated with
meperidine and atropine.

METHODS AND MATERIALS

This study was approved by the Committee on
Research of the Ottawa Civic Hospital. One
hundred ASA Class I female patients scheduled
to undergo therapeutic abortion under general
anaesthesia were studied. Each patient gave
written informed consent and all patients fasted
for at least eight hours before operation.

The patients were divided into two groups of
fifty each. Group I received an anaesthetic con-
sisting of induction with thiopentone 2.5 per cent
intravenously until loss of eyelid reflex, followed
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by 70 per cent nitrous oxide and 30 per cent
oxygen with 2—4 per cent enflurane to maintain
adequate depth of anaesthesia. Group Il received
fentanyl 1.5pg-kg™' intravenously, to a max-
imum of 100 g, two minutes before induction
with thiopentone 2.5 per cent intravenously until
loss of eyelid reflex, followed by 70 per cent
nitrous oxide and 30 per cent oxygen with sup-
plemental thiopentone as necessary to maintain
adequate depth of anaesthesia.

Half the patients in each group were randomly
premedicated 30 to 60 minutes preoperatively
with intramuscular meperidine 1.0 mg-kg™! to a
maximum of 75 mg and atropine 0.0l mg- kg™! to
a maximum of 0.4 mg. All patients were moni-
tored with a continuous electrocardiogram and a
blood pressure cuff, and received 500ml of
lactated Ringer’s solution with 20 units of syn-
thetic oxytocin added.

All patients recovered in a similar fashion.
Vital signs were monitored until patients were
fully awake. This was followed by gradual
ambulation. This consisted of sitting with the legs
dangling over the side of the bed, followed by
standing and then walking. They then had to
demonstrate the ability to retain fluids and to
void. At each level stable vital signs had to be
maintained. When these criteria had been metthe
patients were considered fit for discharge. In
addition each patient was requested to complete
a Treiger Modified Bender-Gestalt Dot Test,
which required the patient to join a series of
dots.* This was done preoperatively before any
drugs had been administered and again at the time
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TABLE 1
PATIENT DaTa (Mean £ 1 S.D.)
Group 1 Group 11
(enflurane) (fentanyl-thiopentone)
Premed. No Premed. Premed. No Premed.
Number of patients 25 25 25 25
Age (Yrs) 2315 23 23+ 6 23%6
Weight (kg) 56t6 9+ 13 578 557
Thiopentone* Dose (mg- kg™") 6.1%1.1 57413 6.7+13 7.0+ 13
Anaesthesia Time (min) 11.6+39 11.7£3.6 11.41 4.0 11.7+ 4.0
Recovery Time (min) 187 + 43 176 + 36 193 + 29 179 £+ 37
*Group I vs Group 11 p < 0.01.
TABLE 11
NUMBER OF PATIENTS WITH SIDE EFFECTS PRE- AND POST-OPERATIVELY
Group I Group Il
(enflurane) . (fentanyl-thiopentone)
Premed. No Premed. Premed. No Premed.
Preop. Postop. Preop. Postop. Preop. Postop. Preop. Postop.
Number of patients 25 25 25 25
Nausea and/or Vomiting 1 2 —_ 3 2 2 — 3
Lightheaded, Dizziness — 2 — — — 1 — —_

Other

of discharge to assess sensory and motor perfor-
mance.

The anaesthetist and the personnel caring for
the patients in the operating and recovery rooms
were unaware whether the patients had been
premedicated. The data were analyzed by analy-
sis of variance.

RESULTS

The characteristics of the patients in the study,
the dose of thiopentone, the anaesthetic and
recovery times are shown in Table 1.

There was no significant difference among the
groups with respect to age, weight, or length of
anaesthesia. Although recovery time was slightly
longer in the premedicated patients, this was not
statistically significant. The larger dose of thio-
pentone in the fentanyl-thiopentone groups was
statistically significant when compared to that
administered to the enflurane groups (P < 0.01);
however premedication did not significantly af-
fect the dosage of thiopentone in either the
enflurane or fentanyl-thiopentone groups.

The incidence of side effects is shown in Table
II. There were no preoperative side effects in the
unpremedicated patients, while three of the 50

premedicated patients had side effects in this
period. Postoperatively 15 of the 100 patients
experienced side effects. Those patients receiv-
ing enflurane had a higher incidence of side
effects than those receiving fentanyl and thiopen-
tone. Premedication did not appear to have an
effect, although the numbers are too small for
statistical analysis.

Comparison of the Trieger Modified Bender-
Gestalt Dot Test completed preoperatively and at
time of discharge indicated recovery of sensory
and motor function in all patients tested.

DiscussioN

Any drug which a patient receives in the
perioperative period may have an effect on the
course of recovery after general anaesthesia.
Several drugs which can be used as premedica-
tion have been shown to prolong the recovery
time. Diazepam can be unpredictable; it has a
biphasic hailf-life, long action and can cause
ataxia and dizziness.?%~6 Droperidol is long act-
ing and can cause drowsiness, dystonia, anxiety
and postural hypotension.? Hyoscine may pro-
duce disorientation and agitation on emergence
from anaesthesia.? Some narcotics are also long-
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acting and may cause respiratory depression,
nausea, vomiting and dysphoria.'?

However premedication is sometimes required
in the surgical outpatient to provide relief from
anxiety and apprehension, to produce a mildly
sedated state and a smoother, uncomplicated
induction. Patients who are undergoing thera-
peutic abortion tend to be anxious and apprehen-
sive. We selected meperidine and atropine be-
cause this is a commonly used premedicant
combination. Meperidine has been shown to
provide some relief of apprehension and to create
drowsiness’ and to have a shorter duration of
action than other commonly used narcotics such
as morphine.? In this study the incidence of side
effects such as nausea, vomiting or dizziness
after premedication but before induction of
anaesthesia was minimal.

Short inhalation and narcotic-nitrous oxide
anaesthetics have been shown to differ minimally
in their effects on length of recovery to street
fitness.® Enflurane may be a more suitable agent
than halothane for surgical outpatients since the
initial uptake of enflurance is slightly faster than
that of halothane and, because of its lower affinity
for lipids, its uptake by body fat is less and it is
eliminated from the body slightly faster than
halothane.'® Enflurane has also recently been
shown to cause less malaise and mental impair-
ment after anaesthesia than halothane.'! Uterine
relaxation has been found to be similar with
enflurane and halothane and, consequently, was
not a consideration in the choice of agent.'?

Fentanyl has a short duration of action when
used as in this study.?8 It has also been shown to
contribute to a smoother anaesthetic, reduction
in total dose of thiopentone necessary to maintain
an adequate depth of anaesthesia, reduction of
postoperative pain and negligible effect on time
to walking or demonstration of a negative Rom-
berg test when added to thiopentone nitrous
oxide-oxygen anaesthesia.'*> Rapid recovery
after thiopentone is a consequence of its rapid
redistribution.® The higher dose of thiopentone in
the fentanyl-thiopentone groups was not surpris-
ing and was the result of need to supplement
anaesthesia with thiopentone during the opera-
tive procedure. However, the predictably higher
tissue concentration of thiopentone did not pro-
long recovery as measured by this study.

The premedicated patients in both anaesthetic
groups had slightly longer recovery time to
fitness for discharge than the unpremedicated
patients; however the difference was not signifi-
cant clinically or statistically. It is suggested that
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the need for premedication be considered in light
of clinical circumstances and that fear of pro-
longed recovery from anaesthesia should not
affect the decision.
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REsSUME

L’effet d’une prémedication i la mépéridine avec atropine sur le temps nécessaire a |’atteinte
de I’aptitude a la rue chez des malades ambulatoires faisait I’objet de cette recherche. Cent
patientes soumises a un avortement thérapeutique ont été prémédiquées ou non, dans le cadre
de cette étude a double -insu. La moitié des patientes on €té anesthésiées au thiopental suivi
d’enflurane et de protoxyde d'azote alors que I'autre groupe de malades recevait du protoxyde
d’azote, du fentanyl et du thiopental.

Les malades des deux groupes étaient comparables aux points de vue de I'age, du poids et
de la durée de I'anesthésie; I'aptitude a la rue était égalcment atteinte en un temps semblable
chez les patientes des deux groupes. Les doses de barbituriques requises chez les patientes
recevant le protoxyde d’azote avec fentanyl étaient significativement plus élevées que chez
celles anesthésiées au mélange enflurane-protoxyde. La pré-médication a la mépéridine-
atropine n’a pas prolongé de fagon significative le temps nécessaire a I'atteinte de I'aptitude a
la rue apres chirurgie ambulatoire. La crainte d’une récupération prolongée ne doit donc pas
influencer la décision d’utiliser ou non une prémédication chez ces malades.
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