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Abstract

Background: Ketofol’s effect on hemodynamics and the airway response during inducing general anesthesia has been studied
previously. However, ketofol’s effect on the smoothness of extubation has not been studied yet.
Objectives: We aimed to assess ketofol’s effect on the smoothness of extubation and compare it with propofol for inducing general
anesthesia.
Methods: This double-blind, randomized, and controlled study was conducted on 106 class I and II female patients with the “Amer-
ican Society of Anesthesiologists Physical Status (ASAPS),” aged 18 - 40 years, scheduled for laparoscopic drilling for polycystic ovary
disease under general anesthesia. The patients were assigned to two groups of 53 patients each: Group KP = ketofol and Group P =
propofol.
Results: There was an excellent sedation score during suction and extubation in the ketofol group. The airway response and smooth-
ness of extubation were better in the ketofol group than in the propofol group.
Conclusions: Ketofol as an induction anesthetic agent more effectively attenuated the airway response during extubation than
only propofol.
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1. Background

Tracheal extubation is critical and causes stressful mo-
ments for patients during emergence from general anes-
thesia. It may induce undesirable and even hazardous
hemodynamics and airway responses, such as tachycardia,
hypertension, dysrhythmias, coughing, laryngospasm,
and bronchospasm (1, 2). These hazardous responses are
caused by the sudden release of catecholamines during
tracheal extubation (3). Many medications have been
studied to reduce the stress response during extubation,
aiming to achieve a state of smooth extubation, such as
intravenous lignocaine, short-acting opioids as fentanyl,
remifentanil, esmolol, endotracheal local anesthetic instil-
lation, and dexmedetomidine (4-9). Also, a novel method
was used to achieve fast-track anesthesia with integrated
inhalational-intravenous anesthesia with sufentanil infu-
sion and using various anesthesia monitoring systems that
permit lowering the dose of the whole anesthetics and

preserving the reasonable anesthetic depth and hemody-
namic stability during simple cardiac surgery with car-
diopulmonary bypass. Thus, extubation of the trachea in
the operating room is possible in these patients without
complications (10). Propofol (2, 6-diisopropyl phenol) is
a sedative and hypnotic drug with antiemetic properties
used for induction and maintenance of general anesthesia
and sedation in intensive care units (ICU). It produces its
effect by facilitating inhibitory neurotransmission medi-
ated by gama amino butyric acid (GABA) depression (11-13).
Ketamine is a phencyclidine derivative used for inducing
general anesthesia. It has favorable analgesic and amnes-
tic properties but increases sympathetic activity, nausea,
vomiting and may cause undesirable psychomimetic dis-
orders (14, 15). Ketofol (ketamine-propofol mixture) is an
induction agent, and its effect on hemodynamics has been
studied previously (16, 17). Aberra et al. studied Ketofol’s ef-
fect on airway responses during inducing anesthesia (18).
We hypothesized that giving ketofol as an induction agent
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with the beneficial effects of both medications (Ketamine
and propofol ) would favorably affect both hemodynamics
and the airway response during extubation.

2. Objectives

This study aimed to examine the effect of injecting a
single dose of ketofol and propofol on the smoothness of
extubation regarding the airway response and hemody-
namics when given for inducing general anesthesia in la-
paroscopic drilling of polycystic ovary disease.

3. Methods

The Ethical Committee of the Anesthesia Department,
the Fayoum University (R83), approved the study and writ-
ten informed consent was obtained from the patients.
This study was conducted on 106 female patients with the
American Society of Anesthesiologists Physical Status ”AS-
APS” class I and II, aged 18 - 40 years, who were scheduled
for laparoscopic drilling for polycystic ovary under gen-
eral anesthesia. This trial protocol was registered at clini-
cal trial.gov with the identification number NCT04365686.
This study was conducted in the Fayoum University’s hos-
pitals in 12 months between April 2019 and April 2020. Pa-
tients suffering from cardiac diseases, hepatic diseases, re-
nal diseases, and history of epilepsy were excluded from
the study. The patients were randomly allocated into one
of the two study groups using a computer-generated ta-
ble. The randomization sequence was concealed in opaque
sealed envelopes. The authors opened the envelopes after
recruitments and admission to the operation room. Only
assessors and data collectors were blinded to the group’s
allocations. Our study adhered to the CONSORT guide-
lines. Study groups in this randomized, double-blind, par-
allel clinical trial were as follows: Group KP (Ketamine-
Propfol Mixture Group) including 53 female patients re-
ceiving propofol (1 mg/kg) plus ketamine (0.5 mg/kg) at
the induction of general anesthesia and Group P (propofol
group) including 53 female patients receiving propofol (2
mg/kg) at the induction of general anesthesia.

After securing intravenous access by a 20 g I.V. cannula,
intravenous premedication (midazolam 2 mg and 4 mg on-
dansetron) was administered to all the patients. Standard
ASA monitoring (5-lead ECG, non-invasive blood pressure
(NIBP), and pulse oximetry) was applied to all the patients
for recording the heart rate (HR), NIBP, and oxygen satu-
ration using a multi-parameter monitor. General anesthe-
sia was induced as follows: in Group KP (Ketamine-Propfol
Mixture Group), 53 female patients received propofol (1

mg/kg) plus ketamine (0.5 mg/kg) at the induction of gen-
eral anesthesia, while in Group P (Propofol Group), 53 fe-
male patients received propofol (2 mg/kg) only at the in-
duction of general anesthesia. Patients in both groups re-
ceived intravenous fentanyl 2 µg/kg and atracurium 0.5
mg\kg. After tracheal intubation, general anesthesia was
maintained by isoflurane 1 - 1.5 % in 2 L/min oxygen-air mix-
ture 50% : 50% or as required to keep stable hemodynamics
and atracurium 0.1 mg/kg every 30 min, if needed. At the
end of the surgery, inhalational anesthesia was stopped,
and within 1 min after stopping inhalational anesthesia,
the neuromuscular blockade was reversed by intravenous
neostigmine 0.05 mg/ kg and atropine 0.01 mg/kg. Hemo-
dynamics [HR and mean arterial blood pressure (MAP)]
was assessed at 5-min intervals from the time of muscle re-
laxant reversal (about 5 minutes before the expected extu-
bation time) up to 20 min after extubation. The sedation
level during oral suction and extubation was assessed us-
ing an observer assessment sedation score (Table 1), and
the airway response to oral suction was noted using a five-
point scale (Table 2) (19). Time at which oral suction for all
operations was done ranged from 2 to 3 minutes and was
not significant. The level of sedation and smoothness of ex-
tubation was noted using a four-point scale (Table 3) (19).
Other secondary outcomes as spontaneous speaking, hal-
lucination, confusion, and delerium were noted from ex-
tubation time to 2 hours postoperative.

Table 1. The Observer Assessment Sedation Score

Observation Score

Responds readily to name spoken in a normal tone 5

Lethargic response to a name spoken in a normal tone 4

Responds only after a name is called loudly and\or repeatedly 3

Responds only after mild podding or shaking 2

Does not respond to mild podding or shaking 1

Table 2. Grading of Airway Reflexes

Grade Description

1 Excellent (breathing well, no response to suctioning)

2 Good (breathing well, minimal grimacing response to suctioning)

3 Satisfactory (breathing well & coughing attempt to suctioning)

4 Poor (breathing well, mild coughing on the tube)

5 Very poor (breathing well, aggressive coughing on the tube)

The primary objective was to assess the smoothness of
extubation, while the secondary objective was to assess the
airway response to suction, sedation score, hemodynam-
ics, spontaneous speaking, hallucination, delerium and
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Table 3. The Smoothness of Extubation

Grade Description

1 No coughing on the endotracheal tube

2 Coughing on the tube

3 Vomiting

4 Laryngospasm

confusion, as mentioned before.

3.1. Sample Size Calculation

Our pilot study was carried out on 20 patients ran-
domly allocated using blind envelope methods into two
groups, each with ten patients. These patients were not in-
cluded in the final study. The sample size was calculated
using the G* power version 3.0.10. The minimal sample size
was calculated to be 48 patients in both groups, needed to
obtain the power level of 0.80, the alpha level of 0.05 (two-
tailed), and the effect size of 0.58 for grading the smooth-
ness of extubation. Grade 1 (mean ± SD) was1.5 ± 0.8 and
2.0 ± 1.2 in the study group and the control group, respec-
tively. Based on the pilot study’s results on overcoming the
follow-up loss, the calculated sample size increased by 10%
to reach 53 in each group.

3.2. Statistical Analysis

Statistical analysis was performed using SPSS version
23. Descriptive statistics were carried out for categorical
variables and presented as numbers and percentages. For
numerical data, descriptive statistics were performedus-
ing mean & standard deviation. The independent t-test
was used to compare numeric variables in the two groups
being either normally distributed or based on the central
limit theorem. The Chi-Square test was used to analyze
the difference in the extubation quality, the sedation score,
and the adverse events. P-value< 0.05 was considered sta-
tistically significant.

4. Results

A total of 106 patients participated in this study. They
were randomized into the K group (53 patients) and the
P group (53 patients). All the patients completed the
study, and there were no dropouts (Figure 1). There were
no statistically significant differences between the two
study groups regarding the demographic data, duration of
surgery, duration of anesthesia, and postoperative meperi-
dine consumption except for the clinically insignificant
height (Table 4). Hemodynamic parameters (MAP and HR),

5 min before expected extubation (T1), at the time of ex-
tubation (T2), and every 5 min later up to 20 min post-
extubation (T3-T6), are detailed in Figures 2 and 3.

MAP was significantly higher in the P group than in the
KP group at all readings except at 5 min after extubation,
where the difference was non-significant (Figure 2). HR was
significantly lower in the KP group than in the P group at
all readings (Figure 3). The grade of the smoothness of ex-
tubation, our primary outcome, was 1 in all the KP group
cases but 2 to 4 in the P group cases. This relationship was
highly significant, and the Somers’ D value = 1, meaning
that there was a perfect trend association (Table 5). The se-
dation level during the suction process was 1 in 83% of the
KP group cases, with lower numbers at levels 2 and 3. How-
ever, the level was 1 in 19% of the P group cases and 2 and 3
in the rest of the cases. This relationship was highly signif-
icant, and the Somers’ D value = 0.67, meaning that there
was a strong trend association (Table 5).

The grade of airway reflex was 2 in 11 cases (20.8%) and
3 in 33 cases (62.3%) of the KP group with lower numbers at
grades 4 and 5. While in the P group, 12 cases (22.6%) were
in grade 2 and 33 cases (62.3%) were in grade 4. Also, this re-
lationship was highly significant, and the Somers’ D value
= 0.55, meaning that there was a strong trend association
(Table 5). The sedation level at extubation was 5 in all the
P group cases but 2 and 3 in the KP group cases. This rela-
tionship was highly significant, and the Somers’ D value =
1, meaning that there was a perfect trend association (Table
5).

5. Discussion

Stress response during extubation is an unwanted and
unpredictable response that makes anesthesiologists vig-
ilant and attentive for minimizing its effect on hemody-
namics and airway reflexes. In our study, we examined
the effect of injecting a single dose of ketofol compared
to propofol at the induction of general anesthesia on the
smoothness of extubation regarding airway response and
hemodynamics in laparoscopic drilling of polycystic ovary
disease. Aboeldahab et al. studied the effect of ketofol
compared to its two constituents on 60 patients under-
going hernia repair under general anesthesia. They clin-
ically examined ketofol‘s effect as an induction agent by
assessing hemodynamics and using the bispectral index
(BIS). They gave ketofol to 20 of the patients , propofol to
20 of them, and ketamine to the last 20 during inducing
anesthesia. During extubation, HR was lower in the keto-
fol group (81.65± 2.60) than in the propofol group (81.73±
3.93) with no statistical significance, and MAP was lower in
the ketofol group (83.90± 3.30) than in the propofol group
(85.66± 3.43) with no statistical significance. These results
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Assessed for eligibility (n = 106 )

Excluded (n = 0)
      Not meeting inclusion criteria (n = 0)
      Declined to participate (n = 0)
      Other reasons (n = 0)

Enrollment

Randomized (n = 106)

Ketofol group (KP)

Allocated to inter vention (n = 53)
      Received allocated intervention (n = 53)
      Did not receive allocated intervention (n = 0) 

Allocation

Propofol group (P)
Allocated to intervention (n = 53)
      Received allocated intervention (n = 53)
      Did not receive allocated intervention (n = 0)

Lost to follow-up (n = 0) Lost to follow-up (n = 0)

Discontinued intervention (n = 0) Discontinued intervention (n = 0)

Follow-Up

Analvsis

Analysed (n = 53)
     Excluded from analysis ( n = 0)

Analysed (n = 53)
     Excluded from analysis ( n = 0)

Figure 1. The CONSORT flow diagram

might be due to the lengthy procedure and/or the small
sample size in their study. Our results are in agreement
with those of Aboeldahab et al., as ketofol was associated
with more stable hemodynamics than propofol during ex-
tubation. Also, Sabertanha A et al., in their study, deduced
that the infusion of a combination of ketamine and propo-
fol increased hemodynamic stability and was superior in
analgesia compared to the infusion of only propofol (20).
We attributed this to the good sedation level of ketofol dur-
ing suction and extubation due to the additive analgesic
and sedative effect of ketamine and propofol. We found
that ketofol’s effect on HR was more significant in stabiliz-
ing hemodynamics than its effect on MAP when compared
to propofol. Jalili et al. compared the effect of propofol
and ketofol on the emergence of delirium in 87 ASA I and II

children aged 3 - 12 years undergoing adenotonsillectomy.
They reported a statistically non-significant difference be-
tween the two groups regarding HR in the recovery room
at 0, 10, and 20 min postoperatively (21). The smoothness
of extubation without coughing, laryngospasm, and vom-
iting on the tube were examined in both groups, and it was
in favor of the KP group. Aberra et al. conducted a study on
120 pediatric patients aged 2 - 15 years undergoing elective
ophthalmic surgical procedures under general anesthe-
sia using laryngeal mask airway (LMA) to compare the ke-
tamine–propofol mixture (ketofol) with propofol only on
the ease of laryngeal mask airway insertion conditions and
hemodynamic effects during inducing general anesthesia.
They found that 54 patients in the ketofol group compared
to 52 in the propofol group developed no cough. They
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Figure 2. The mean arterial blood (MAP) pressure in the two groups at different study time points
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Figure 3. The mean heart rate (HR) values in the two groups at different study time points

also realized that six patients in the ketofol group com-
pared to seven patients in the propofol group developed a
slight cough (coughing which can occur immediately after
LMA and subside by itself), and one patient in the propo-
fol group developed a gross cough (coughing that needs
deepening of anesthesia to be relieved) with no significant
difference between them (18). We also reported that the se-
dation scores during suction and extubation were signifi-
cantly lower in the KP group compared to the P group. We
attributed this good sedation level during suction and ex-
tubation to the analgesic effect of ketamine. In our study,
we observed that the KP group showed a better airway re-

sponse than the P group. One of the most adverse effects of
the stress response on the airway is cough. Kim and Bishop
reported a 75% incidence rate of cough in patients during
emergence and extubation (22). Hypertension, tachycar-
dia, myocardial ischemia, and bronchospasm are adverse
effects related to cough. In our study, the majority of pa-
tients in the KP group [44 patients (83.1%)] developed bet-
ter airway reflexes (grade 2 or 3) during suction than the
majority of patients in the P group [39 patients (73.6%)], as
they developed a higher degree of airway reflexes (grade
4 or 5) that subsides by itself in grade 4 and needs deep-
ening of anesthesia in grade 5. We gave a different expla-
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Table 4. The Demographic Data a

Parameters Ketofol (KP) Group (N = 53) Propofol (P) Group (N = 53) P-Valueb

Age (y) 27.68 ± 3.67 26.49 ± 3.06 0.073c

Height (cm) 164.13 ± 5.20 166.25 ± 5.05 0.036 c

Weight (kg) 74.42 ± 10.19 73.36 ± 7.92 0.552c

BMI kg/m2 27.70 ± 4.18 26.56 ± 2.80 0.103c

Surgical time (min) 23.5 ± 4.3 25.1 ± 5.1 0.079c

Anesthesia time (min) 31.4 ± 5.4 33.2 ± 6.2 0.118c

Meperdine consumption 0.148d

0 32 (60) 31 (59)

25 18 (34) 13 (25)

50 3 (6) 9 (17)

a Values are expressed as mean ± (SD) or No. (%)
b P-value is significant at or below 0.05.
c Using the independent t-test.
d Using the chi-square test.

Table 5. Comparing the Outcome Variables Between the Two Groups

Group Ketofol (K Group)a Propofol (P Group)a The P-Valueb Somers’ D Value (A Measure of Trend)

Level of sedation during suction < 0.001c 0.675

1 44 (83) 10 (18.9)

2 7 (13.2) 23 (43.4)

3 2 (3.8) 20 (37.7)

Airway reflex < 0.001c 0.553

2 11 (20.8) 2 (3.8)

3 33 (62.3) 12 (22.6)

4 5 (9.4) 33 (62.3)

5 4 (7.5) 6 (11.3)

Level of sedation at extubation < 0.001c 1

2 7 (13.2) 0

3 46 (86.8) 0

5 0 53 (100)

Smoothness of extubation < 0.001c 1

1 53 (100) 0

2 0 20 (37.7)

3 0 30 (56.6)

4 0 3 (5.7)

aValues are expressed as No. (%).
bUsing the chi-square test.
c P-value is significant at or below 0.05.

nation for the better hemodynamic stability during the
extubation process in the KP group from all the previous
ones. Aberra et al. reported that no patient in the keto-
fol group developed laryngospasm, while two patients in
the propofol group developed partial laryngospasm with

no statistical significance. They concluded that Ketofol
provided equivalent laryngeal mask airway insertion con-
ditions, and that it could be used as alternative propofol
for LMA insertion (18). Patients in the KP group showed
a higher sedation level during the suctioning and extuba-
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tion procedures when compared to those of the P group.
The reason may be more sedative and more decreasing of
the airway reflexes of ketofol during recovery in such short
surgical procedures.ketamine was analgesic at low concen-
tration and anesthetic at high concentration. At low con-
centrations, analgesic properties are obvious, whereas at
higher concentrations, anesthetic properties become su-
perior (23). Rani et al. showed a degree of sedation with
dexmedetomidine 0.75 µg/kg during recovery compared
to fentanyl 1µg/kg when given 15 min before the end of the
surgery (19). Also, El Mourad MB et al. reported that keto-
fol was more superior in offering rapid onset of sedation,
lower intubation time, more stable hemodynamics, and
more satisfaction for anesthesiologists when compared to
dexmedetomidine-propofol (24). Ketofol, with decreased
doses of both drugs, possesses the analgesic effects of ke-
tamine and decreasing airway reflexes of propofol with
hemodynamic stability, i.e. it keeps the benefits of each
drug and excludes unwanted effects (the analgesia of ke-
tamine without increasing airway reflexes or sympathetic
stimulation and the depressive effect of propofol on airway
reflexes without hemodynamic instability) due to the ad-
ditive effect of GABA agonism by propofol and N-Methyl D-
Aspartate (NMDA) antagonism by ketamine. This may ex-
plain more hemodynamic stability, smoothness of extuba-
tion, decreased airway reflexes, and more sedative effect
during suctioning and recovery in the KP group without
spontaneous speaking, delerium, confusion, and halluci-
nation in both groups.

5.1. Conclusions

Ketofol during inducing general anesthesia in laparo-
scopic drilling of polycystic ovary provided a good seda-
tion score during suction and extubation. a better airway
response during suction, smoothness of tracheal extuba-
tion, and more stable hemodynamics were obtained than
when propofol was only given.

5.2. Limitation and Recommendations

We performed this study in a relatively short surgical
procedure that could be a limitation of our study. We did
not measure the recovery time directly to detect if there
was any significant difference. Also, we followed up with
the patients for a relatively short time (20 min only). We
recommend comparing the effect of both drugs on extuba-
tion and recovery from anesthesia in longer duration surg-
eries or giving ketofol 15 min before the end of the surgery
at various durations.

Footnotes

Authors’ Contribution: AM and JM designed the study.
ML enrolled patients and was responsible for the integrity
of the data. SG, AM, and JM conducted the analysis. ML
and JM wrote the first draft of the manuscript. SG and AM
searched the database. JM, ML, and SG all contributed to
the editing of the manuscript.

Clinical Trial Registration Code: This trial protocol was
registered at clinical trial.gov with the identification num-
ber: NCT04365686.

Conflict of Interests: The author(s) declare(s) that there
are no conflicts of interest regarding the publication of
this paper.

Ethical Approval: The Ethical Committee of Anesthesia
Department, the Fayoum University, approved the study
(R83).

Funding/Support: This work was funded in part by Fay-
oum University Hospitals, Fayoum, Egypt, and by the au-
thors personal resources.

Informed Consent: Written informed consent was ob-
tained from the patients.

References

1. Cranfield KA, Bromley LM. Minimum alveolar concentration of des-
flurane for tracheal extubation in deeply anaesthetized, unpremedi-
cated children. Br J Anaesth. 1997;78(4):370–1. doi: 10.1093/bja/78.4.370.
[PubMed: 9135353].

2. Hartley M, Vaughan RS. Problems associated with tracheal extuba-
tion. Br J Anaesth. 1993;71(4):561–8. doi: 10.1093/bja/71.4.561. [PubMed:
8260307].

3. Lowrie A, Johnston PL, Fell D, Robinson SL. Cardiovascular and
plasma catecholamine responses at tracheal extubation. Br J Anaesth.
1992;68(3):261–3. doi: 10.1093/bja/68.3.261. [PubMed: 1547048].

4. Gefke K, Andersen LW, Friesel E. Lidocaine given intravenously as a
suppressant of cough and laryngospasm in connection with extuba-
tion after tonsillectomy. Acta Anaesthesiol Scand. 1983;27(2):111–2. doi:
10.1111/j.1399-6576.1983.tb01917.x. [PubMed: 6837243].

5. Nishina K, Mikawa K, Maekawa N, Obara H. Fentanyl attenuates
cardiovascular responses to tracheal extubation. Acta Anaesthe-
siol Scand. 1995;39(1):85–9. doi: 10.1111/j.1399-6576.1995.tb05597.x.
[PubMed: 7725888].

6. Aouad MT, Al-Alami AA, Nasr VG, Souki FG, Zbeidy RA, Siddik-Sayyid
SM. The effect of low-dose remifentanil on responses to the endotra-
cheal tube during emergence from general anesthesia. Anesth Analg.
2009;108(4):1157–60. doi: 10.1213/ane.0b013e31819b03d8. [PubMed:
19299779].

7. Lim SH, Chin NM, Tai HY, Wong M, Lin TK. Prophylactic esmolol
infusion for the control of cardiovascular responses to extubation
after intracranial surgery. Ann Acad Med Singap. 2000;29(4):447–51.
[PubMed: 11056773].

8. Jee D, Park SY. Lidocaine sprayed down the endotracheal tube at-
tenuates the airway-circulatory reflexes by local anesthesia dur-
ing emergence and extubation. Anesth Analg. 2003;96(1):293–7. doi:
10.1097/00000539-200301000-00058. [PubMed: 12505969].

9. Jain D, Khan R, Maroof M. Effect of dexmedetomidine on stress re-
sponse to extubation. Internet Journal of Anaesthesiology. 2008;21:21–2.

Anesth Pain Med. 2021; 11(2):e113919. 7

http://dx.doi.org/10.1093/bja/78.4.370
http://www.ncbi.nlm.nih.gov/pubmed/9135353
http://dx.doi.org/10.1093/bja/71.4.561
http://www.ncbi.nlm.nih.gov/pubmed/8260307
http://dx.doi.org/10.1093/bja/68.3.261
http://www.ncbi.nlm.nih.gov/pubmed/1547048
http://dx.doi.org/10.1111/j.1399-6576.1983.tb01917.x
http://www.ncbi.nlm.nih.gov/pubmed/6837243
http://dx.doi.org/10.1111/j.1399-6576.1995.tb05597.x
http://www.ncbi.nlm.nih.gov/pubmed/7725888
http://dx.doi.org/10.1213/ane.0b013e31819b03d8
http://www.ncbi.nlm.nih.gov/pubmed/19299779
http://www.ncbi.nlm.nih.gov/pubmed/11056773
http://dx.doi.org/10.1097/00000539-200301000-00058
http://www.ncbi.nlm.nih.gov/pubmed/12505969


Mohammad Khalil A et al.

10. Totonchi Z, Azarfarin R, Jafari L, Alizadeh Ghavidel A, Baharestani B,
Alizadehasl A, et al. Feasibility of on-table extubation after cardiac
surgery with cardiopulmonary bypass: A randomized clinical trial.
Anesth Pain Med. 2018;8(5). e80158. doi: 10.5812/aapm.80158. [PubMed:
30533392]. [PubMed Central: PMC6240920].

11. Hug CJ, McLeskey CH, Nahrwold ML, Roizen MF, Stanley TH, Thisted
RA, et al. Hemodynamic effects of propofol: data from over 25,000 pa-
tients. Anesth Analg. 1993;77(4 Suppl):S21–9. [PubMed: 8214693].

12. Bassett KE, Anderson JL, Pribble CG, Guenther E. Propofol for pro-
cedural sedation in children in the emergency department. Ann
Emerg Med. 2003;42(6):773–82. doi: 10.1016/s0196-0644(03)00619-x.
[PubMed: 14634602].

13. Arora S. Combining ketamine and propofol ("ketofol") for emer-
gency department procedural sedation and analgesia: a review. West
J Emerg Med. 2008;9(1):20–3. [PubMed: 19561698]. [PubMed Central:
PMC2672224].

14. Strayer RJ, Nelson LS. Adverse events associated with ketamine for
procedural sedation in adults. Am J Emerg Med. 2008;26(9):985–1028.
doi: 10.1016/j.ajem.2007.12.005. [PubMed: 19091264].

15. Morgan GE, Mikhail MS, Murray MJ, Larson CP. Nonvolatile anesthetic
agents. Clinical Anesthesiology. 8. 3rd ed. New York: Lange Medical
Books/McGraw-Hill; 2002. p. 151–7.

16. Aboeldahab H, Samir R, Hosny H, Omar A. Comparative study
between propof, ketamine and their combination (ketofol)
as an induction agent. Egypt J Anaesth. 2019;27(3):145–50. doi:
10.1016/j.egja.2011.04.007.

17. Elzayyat N, Hassan A, Elsakka A, Saad A. Ketamine/propofol (keto-
fol) versus propofol/fentanyl for induction of general anesthesia
in parturients with rheumatic valvular lesions undergoing elec-
tive cesarean section. Egypt J Cardiothorac Anesth. 2013;7(2):79. doi:
10.4103/1687-9090.124041.

18. Aberra B, Aregawi A, Teklay G, Tasew H. Effect of ketofol versus propo-
fol as an induction agent on ease of laryngeal mask airway inser-

tion conditions and hemodynamic stability in pediatrics: an ob-
servational prospective cohort study. BMC Anesthesiol. 2019;19(1):41.
doi: 10.1186/s12871-019-0711-0. [PubMed: 30894140]. [PubMed Central:
PMC6425569].

19. Rani P, Hemanth Kumar VR, Ravishankar M, Sivashanmugam T,
Sripriya R, Trilogasundary M. Rapid and reliable smooth extuba-
tion - Comparison of fentanyl with dexmedetomidine: A random-
ized, double-blind clinical trial. Anesth Essays Res. 2016;10(3):597–601.
doi: 10.4103/0259-1162.186605. [PubMed: 27746558]. [PubMed Central:
PMC5062244].

20. Sabertanha A, Shakhsemampour B, Ekrami M, Allahyari E. Compar-
ison of infusion of propofol and ketamine-propofol mixture (keto-
fol) as anesthetic maintenance agents on blood pressure of patients
undergoing orthopedic leg surgeries. Anesth Pain Med. 2019;9(6).
e96998. doi: 10.5812/aapm.96998. [PubMed: 32280617]. [PubMed Cen-
tral: PMC7118446].

21. Jalili S, Esmaeeili A, Kamali K, Rashtchi V. Comparison of effects
of propofol and ketofol (Ketamine-Propofol mixture) on emer-
gence agitation in children undergoing tonsillectomy. Afr Health
Sci. 2019;19(1):1736–44. doi: 10.4314/ahs.v19i1.50. [PubMed: 31149004].
[PubMed Central: PMC6531964].

22. Kim ES, Bishop MJ. Cough during emergence from isoflurane anesthe-
sia. Anesth Analg. 1998;87(5):1170–4. doi: 10.1097/00000539-199811000-
00036. [PubMed: 9806703].

23. Orser BA, Pennefather PS, MacDonald JF. Multiple mechanisms
of ketamine blockade of N-methyl-D-aspartate receptors. Anesthe-
siology. 1997;86(4):903–17. doi: 10.1097/00000542-199704000-00021.
[PubMed: 9105235].

24. El Mourad MB, Elghamry MR, Mansour RF, Afandy ME. Comparison
of intravenous dexmedetomidine-propofol versus ketofol for seda-
tion during awake fiberoptic intubation: A prospective, randomized
study. Anesth Pain Med. 2019;9(1). e86442. doi: 10.5812/aapm.86442.
[PubMed: 30881913]. [PubMed Central: PMC6412910].

8 Anesth Pain Med. 2021; 11(2):e113919.

http://dx.doi.org/10.5812/aapm.80158
http://www.ncbi.nlm.nih.gov/pubmed/30533392
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6240920
http://www.ncbi.nlm.nih.gov/pubmed/8214693
http://dx.doi.org/10.1016/s0196-0644(03)00619-x
http://www.ncbi.nlm.nih.gov/pubmed/14634602
http://www.ncbi.nlm.nih.gov/pubmed/19561698
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2672224
http://dx.doi.org/10.1016/j.ajem.2007.12.005
http://www.ncbi.nlm.nih.gov/pubmed/19091264
http://dx.doi.org/10.1016/j.egja.2011.04.007
http://dx.doi.org/10.4103/1687-9090.124041
http://dx.doi.org/10.1186/s12871-019-0711-0
http://www.ncbi.nlm.nih.gov/pubmed/30894140
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6425569
http://dx.doi.org/10.4103/0259-1162.186605
http://www.ncbi.nlm.nih.gov/pubmed/27746558
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5062244
http://dx.doi.org/10.5812/aapm.96998
http://www.ncbi.nlm.nih.gov/pubmed/32280617
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7118446
http://dx.doi.org/10.4314/ahs.v19i1.50
http://www.ncbi.nlm.nih.gov/pubmed/31149004
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6531964
http://dx.doi.org/10.1097/00000539-199811000-00036
http://dx.doi.org/10.1097/00000539-199811000-00036
http://www.ncbi.nlm.nih.gov/pubmed/9806703
http://dx.doi.org/10.1097/00000542-199704000-00021
http://www.ncbi.nlm.nih.gov/pubmed/9105235
http://dx.doi.org/10.5812/aapm.86442
http://www.ncbi.nlm.nih.gov/pubmed/30881913
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6412910

	Abstract
	1. Background
	2. Objectives
	3. Methods
	Table 1
	Table 2
	Table 3
	3.1. Sample Size Calculation
	3.2. Statistical Analysis

	4. Results
	Figure 1
	Figure 2
	Figure 3
	Table 4
	Table 5

	5. Discussion
	5.1. Conclusions
	5.2. Limitation and Recommendations

	Footnotes
	Authors' Contribution: 
	Clinical Trial Registration Code: 
	Conflict of Interests: 
	Ethical Approval: 
	Funding/Support: 
	Informed Consent: 

	References

