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Abstract
Background Inguinal hernia repair is a common pediatric procedure. We studied postoperative recovery times in 
children undergoing laparoscopic inguinal hernia repair with anesthesia induced by fentanyl versus sufentanil.

Methods We performed a pilot randomized clinical trial between February and December 2022. Eligible children 
were assigned into two age groups, 2–6 and 6–12 years old groups. Then, children in each age group were randomly 
assigned into either the fentanyl (2 µg/kg) or sufentanil (0.2 µg/kg) group for anesthesia induction. Baseline 
characteristics were collected. The primary outcome was the postoperative recovery time, which was recorded as the 
time period from extubation to a Steward recovery score reaching 6. Secondary outcomes included surgical duration, 
anesthetic duration, intubation duration, and intraoperative hemorrhage.

Results There were 300 children, with 75 children in each group. In the 2–6 years old group, children who received 
fentanyl had statistically significantly shorter postoperative recovery times than children who received sufentanil 
(0.9 ± 0.4 versus 1.5 ± 0.3 h, P < 0.001). However, in the 6–12 years old group, children who received fentanyl had 
statistically significantly longer postoperative recovery times than children who received sufentanil (1.2 ± 0.4 versus 
0.8 ± 0.4 h, P < 0.001). Baseline characteristics and secondary outcomes were comparable between two groups.

Conclusions Anesthesia induction with fentanyl or sufentanil resulted in different postoperative recovery times after 
laparoscopic inguinal hernia repair in children in different age groups. More studies are required to determine the 
appropriate induction anesthetic in children of different ages.

Trial registration The study protocol was retrospectively registered online at the Chinese Clinical Trial Registry 
(registration number ChiCTR2300072177, retrospectively registered on 06/06/2023).
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Background
The incidence of inguinal hernia was reported to range 
1–5% in the pediatric population [1], with surgical repair 
of the hernia considered to be one of the most com-
mon surgical operations performed in children [2]. With 
advancements in minimally invasive surgery, the lapa-
roscopic approach has become the most common pro-
cedure for repairing the inguinal hernia [3]. During the 
procedure, appropriate anesthesia is required to ensure 
adequate pain control and sedation. After the procedure, 
most children are sent to the post-anesthesia care unit 
(PACU), where they are closely monitored before being 
transferred to the medical ward or discharged home.

Patients should be fully awake with normal mental sta-
tus before being discharged from the PACU. A delayed 
waking up period has been associated with more post-
operative complications and prolonged length of hospi-
tal stay [4]. A prolonged stay in the PACU resulting in 
a shortage of beds could decrease the patient flow from 
the operating room to the PACU, slow down the surgical 
schedule, and increase patient dissatisfaction [5]. Certain 
medications, such as opioids, that are often used together 
with sedatives and muscle relaxants to induce anesthe-
sia could result in delayed waking up in the PACU [6, 
7]. Commonly used opioids include fentanyl and sufen-
tanil. Fentanyl is a potent synthetic µ-receptor agonists 
[8]. Sufentanil is a fentanyl analogue but is more lipid-
soluble and potent [9]. Most previous studies have shown 
effective analgesia of fentanyl and sufentanil in various 
surgical procedures, although sufentanil could show bet-
ter hemodynamic stability, less respiratory depression, 
and fewer adverse effects [10, 11]. However, most stud-
ies were performed in adult patients, with little informa-
tion on the effects of these opioids in children. Human 
brain development and metabolism change with age and 
childhood growth, which can affect opioid pharmacoki-
netics and pharmacodynamics [12, 13], which suggests 
that fentanyl and sufentanil might have different effects 
in children of different age groups, which has never been 
reported previously.

Therefore, we performed a pilot randomized controlled 
clinical trial and compared postoperative recovery times 
in children undergoing laparoscopic inguinal hernia 
repair under anesthesia induced by fentanyl versus suf-
entanil, with the aim to provide a reference for future 
research on the appropriate anesthetics to use in children 
of different age groups. We present our research in accor-
dance with the CONSORT reporting guidelines [14].

Materials and methods
Study design and participant selection
We performed a randomized controlled clinical trial 
in pediatric patients who were scheduled for laparo-
scopic inguinal hernia repair at the Maternal and Child 

Health Hospital of Hubei Province in Wuhan, China, 
between February 2022 and December 2022. The study 
protocol was approved by the hospital ethics committee 
(approval number 2022-IEC113) and registered online 
at the Chinese Clinical Trial Registry (registration num-
ber ChiCTR2300072177, retrospectively registered on 
06/06/2023). Informed consent was signed by the health-
care proxy of each child.

The inclusion criteria were pediatric patients who were 
(1) 2–12 years old; (2) scheduled for laparoscopic inguinal 
hernia repair; (3) classified as I–II according to the Amer-
ican Society of Anesthesiologists classification, and (4) 
tested as having normal preoperative hepatic and renal 
function. Excluded from the study were children with 
(1) chronic use of narcotics; (2) previous history of sleep 
disorders, obstructive sleep apnea, diabetes, epilepsy, 
mental illness, cardiovascular, cerebrovascular, or respi-
ratory disease; (3) taking sedative and analgesic drugs 
24 h before surgery; (4) diagnosed with speech, visual, or 
hearing disorders; (5) experiencing muscle strength dif-
ficulty in conducting the Steward score evaluation; or (6) 
participation in other clinical studies 3 months before the 
present study. In addition, those children with anesthesia 
duration < 80 min or > 200 min or intraoperative hemor-
rhage ≥ 80 mL were excluded from the final analysis.

Baseline characteristics collection and group assignments
Baseline characteristics, including age, sex, body weight, 
and height, were recorded. Eligible children were assigned 
into two age groups, 2–6 years (2 years old ≤ age < 6 years 
old) and 6–12 years (6 years old ≤ age ≤ 12 years old) old 
groups. Then, each age group was randomly assigned 
into either the fentanyl or sufentanil group using a ran-
dom number table. Finally, there were four groups in the 
present study, F1 (fentanyl, 2–6 years old), S1 (sufentanil, 
2–6 years old), F2 (fentanyl, 6–12 years old), and S2 (suf-
entanil, 6–12 years old) groups.

Study protocol
In the operating room, the child was placed under con-
tinuous monitoring of blood pressure, heart rate, respi-
ratory rate, oxygen saturation (SpO2), and end-tidal 
carbon dioxide (ETCO2). In the fentanyl groups, general 
anesthesia was induced with propofol 2 mg/kg, cis-atra-
curium 0.15  mg/kg, and fentanyl 2  µg/kg. In the sufen-
tanil groups, children received the same medications, 
except that fentanyl was replaced by sufentanil 0.2 µg/kg 
at the time of anesthesia induction (equianalgesic dos-
ing fentanyl: sufentanil = 10:1 [15]). Children were intu-
bated and connected to a ventilator with appropriate 
settings to keep the ETCO2 at 35–45 mmHg. During the 
procedure, all children were maintained under general 
anesthesia with sevoflurane, propofol, and remifentanil 
to keep changes of blood pressure and heart rate at no 
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more than 25% of the baseline values. The body tempera-
ture was monitored through an oral thermometer. If the 
intraoperative temperature was out of the range of 36.2 
to 37.3  °C, physical intervention, such as a warming fan 
or ice packs, was applied to ensure that the body tem-
perature was within the normal range. The laparoscopic 
inguinal hernia repair was performed as described previ-
ously [1]. At the end of the procedure, sevoflurane, pro-
pofol, and remifentanil were terminated. Once the child 
had stable spontaneous respiration with SpO2 > 95% and 
EtCO2 < 50 mmHg, the endotracheal tube was removed, 
and the child was sent to the PACU for recovery.

Outcome measurements
The primary outcome was the postoperative recovery 
time, which was the duration from the time point of 
extubation to the time point when a child had a Steward 
recovery score of 6. The Steward recovery score is a com-
monly used scale for determining recovery status [16]. 
It includes three dimensions, consciousness, respiratory 
tract patency, and autonomous activity, with a best score 
of 6 points [17].

Secondary outcomes included duration of surgery, 
anesthetic duration (from the initiation of anesthesia to 
the time point when a child regained full consciousness), 
length of intubation (from intubation to extubation), and 
intraoperative hemorrhage.

Statistical analysis
The continuous data are presented as the mean ± stan-
dard deviation (M ± SD) or median with interquartile 
range (IQR), depending on the normality test results, 
and were compared by the paired t-test or Wilcoxon test, 
when appropriate. The categorical data are presented as 
numbers with percentages and were compared using the 
Chi square test. All statistical analyses were performed 
using SPSS software (version 13.0, IBM, New York, USA). 
A P < 0.05 was considered to be statistically significant.

Results
Participant enrollments and baseline characteristics 
comparisons
A total of 300 children were included in the present 
study, with 75 children in each group (F1, F2, S1, and S2 
groups). The CONSORT flow diagram is shown in Fig. 1. 
All children completed the study, with none of them 
excluded from the final analysis. The baseline character-
istics comparisons showed comparable results between 
children in each age group and those under different 
treatments (Table  1). The dosages of fentanyl or sufent-
anil were 31.9 ± 4.7, 62.1 ± 12.3, 3.3 ± 0.5, and 6.0 ± 1.4  µg 
in the F1, F2, S1, and S2 groups, respectively.

Primary outcome comparisons
As shown in Table 2, in the 2–6 years old group, children 
who received fentanyl (F1 group) had statistically signifi-
cantly shorter postoperative recovery times than children 

Fig. 1 CONSORT flow diagram
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who received sufentanil (S1 group) (F1 versus S1, 0.9 ± 0.4 
versus 1.5 ± 0.3 h, P < 0.001). In the 6–12 years old group, 
children who received fentanyl (F2 group) had statisti-
cally significantly longer postoperative recovery times 
than children who received sufentanil (S2 group) (F2 ver-
sus S2, 1.2 ± 0.4 versus 0.8 ± 0.4 h, P < 0.001).

Secondary outcome comparisons
The secondary outcome comparisons showed no statis-
tically significant differences in the duration of surgery, 
anesthetic duration, length of intubation, or intraopera-
tive hemorrhage between children in each age group and 
those under different treatments (Table 3).

Discussion
Inguinal hernia repair is a common pediatric operation. 
Adequate sedation and analgesia are essential for a suc-
cessful procedure. Postoperatively, short-term sedation 
and rapid recovery are desired to avoid complications 
and prolonged length of hospital stay [18]. The duration 
of postoperative sedation is closely related to the medica-
tions that are used during the surgical operation. Opioids 
are the common medications used during the intraop-
erative period. Opioids have both sedative and analgesic 
effects. Morphine is the prototype of opioids. Fentanyl 
and its derivatives, such as sufentanil, are more potent 
and have fewer side effects. Compared with fentanyl, 
sufentanil is more potent and has a shorter duration of 
action [10, 11]. However, there have been limited previ-
ous studies that compared the postoperative recovery 
times between fentanyl and sufentanil in the pediatric 

population. In the present pilot randomized clinical trial, 
we showed that fentanyl and sufentanil resulted in differ-
ent postoperative recovery times in pediatric patients in 
different age groups.

The human brain undergoes rapid growth after birth, 
especially between the ages of 2 to 6 years old [19]. The 
total volume of the human brain begins to increase sig-
nificantly from the age of 3 years old, reaching 85–90% 
of the size of the adult brain by the age of 6, after which 
the growth rate gradually slows down. After the age of 6 
years old, a child’s brain development is basically mature, 
while physical and sexual development accelerate, with 
rapid body metabolism [20, 21]. Therefore, our present 
study selected two age groups of children (2–6 years old 
and 6–12 years old) as the research targets for exploring 
the potential different effects of analgesics on the postop-
erative recovery time in children of different ages.

Li et al. performed a randomized controlled clini-
cal trial in 76 children with a mean age approximately 7 
years old [22]. These children received either fentanyl or 
sufentanil for anesthesia induction before tonsillectomy 
and adenotomy. Postoperatively, children in the fentanyl 
group were less sedated and thus had more rapid recov-
ery than children in the sufentanil group 2  h after sur-
gery. In another randomized clinical trial in 60 children 
(mean age approximately 5 years old) who received con-
genital cardiac repair surgery, children who received fen-
tanyl or sufentanil for anesthesia induction had a similar 
average time of awakening after surgery [23]. In our pres-
ent study, we assigned children into different age groups 
(children ages 2–6 years old in one group and children 

Table 1 Baseline characteristics comparisons
Characteristics F1 (n = 75) S1 (n = 75) P F2 (n = 75) S2 (n = 75) P
Age, years, M ± SD 3.6± 1.4 3.6± 1.3 0.967 8.9± 1.6 8.7± 1.5
Sex, M, n (%) 40(53.3) 48(64.0) 0.185 44(58.7) 40(53.3)
Height, cm, M ± SD 102.0± 9.8 103.3± 8.6 0.423 133.5± 9.7 130.8± 9.4
Weight, kg, M ± SD 16.0± 2.4 16.5± 2.3 0.156 31.1± 6.1 29.9± 6.8
M ± SD, mean ± standard deviation; F1, fentanyl in children 2–6 years old; S1, sufentanil in children 2–6 years old; F2, fentanyl in children 6–12 years old; S2, sufentanil 
in children 6–12 years old

Table 2 Comparisons of postoperative recovery time
Outcome F1 (n = 75) S1 (n = 75) P F2 (n = 75) S2 (n = 75) P
Recovery time, min mean ± standard deviation* 47.5 ± 17.4 74.1 ± 21.5 < 0.001 89.1 ± 19.9 46.8 ± 18.8 < 0.001
*, measured from the time point of extubation to the time point when the Steward recovery score reached 6; F1, fentanyl in children 2–6 years old; S1, sufentanil in 
children 2–6 years old; F2, fentanyl in children 6–12 years old; S2, sufentanil in children 6–12 years old

Table 3 Secondary outcome comparisons
Outcomes* F1 (n = 75) S1 (n = 75) P F2 (n = 75) S2 (n = 75) P
Duration of surgery, min 100.0± 13.2 99.3± 13.4 0.756 99.2± 12.1 101.6± 13.0
Anesthetic duration, min 104.3± 13.2 104.0± 13.4 0.902 103.9± 12.2 106.3± 13.2
Length of intubation, min 102.0± 13.1 101.8± 13.2 0.899 101.7± 12.2 103.9± 13.2
Intraoperative hemorrhage, mL 13.4± 5.8 11.9± 5.2 0.113 9.9± 4.7 10.6± 5.1
* All data are presented as the mean ± standard deviation; F1, fentanyl in children 2–6 years old; S1, sufentanil in children 2–6 years old; F2, fentanyl in children 6–12 
years old; S2, sufentanil in children 6–12 years old
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ages 6–12 years old in the other group). Then, from each 
age group, we randomly assigned children into either the 
fentanyl group or sufentanil group. Our results showed 
different postoperative recovery times between these 
two treatments in the two different age groups. In the 
younger age group (2–6 years old), children who received 
sufentanil induction took a longer time to recover than 
children who received fentanyl induction. However, 
in the older age group (6–12 years old), children who 
received sufentanil induction took a shorter time to 
recover than children who received fentanyl induction. 
This age-dependent difference between anesthesia induc-
tion with fentanyl versus sufentanil was never reported 
previously. We consider that it might be caused by the 
different pharmacodynamics and pharmacokinetics of 
opioids in children of different ages.

Both fentanyl and sufentanil act on the µ-receptor to 
induce analgesic effects. Sufentanil is 5–10 times more 
potent and has a higher affinity to the µ-receptor than 
fentanyl. In addition, sufentanil is 8–10 time more lipid 
soluble than fentanyl [13, 24]. Younger children might 
have an immature blood–brain barrier to allow more 
sufentanil pass through to the central nervous system. 
Sufentanil also stays in the central nervous system lon-
ger due to its higher lipid solubility than fentanyl. These 
factors could result in a longer postoperative recov-
ery time in young children treated by sufentanil ver-
sus fentanyl. However, the drug clearance changes with 
age. At approximately 12 years old, sufentanil clearance 
was almost double that of fentanyl (12–16 versus 7 mL/
min/kg) [13], A faster drug clearance might explain the 
shorter recovery time for sufentanil than fentanyl in older 
children. The exact underlying mechanism of the differ-
ent effects of fentanyl and sufentanil in children of dif-
ferent ages requires further studies. However, our study 
results suggested that, for the first time, pediatric physi-
cians should consider different effects of fentanyl and 
sufentanil when treating children in different age groups. 
In addition to age, other factors, such as sex, body mass 
index, medications used during and after the opera-
tions, dosage of medications, and comorbidities, might 
confound the relationship between age and postopera-
tive recovery. In the pediatric population, most medica-
tions are given based on the body weight. However, other 
methods that consider the drug clearance were proposed 
to more accurately determine the medication dosage 
[25]. Future studies should consider the potential influ-
ences from other factors.

Our secondary outcome evaluations included duration 
of surgery, anesthetic duration, length of intubation, and 
intraoperative hemorrhage. Previous studies had incon-
sistent results for these outcomes. For example, Prakan-
rattana et al. reported that the postoperative extubation 
time was significantly longer in the sufentanil group than 

in the fentanyl group in children after congenital cardiac 
repair surgery [23]. Wang et al. showed that the length 
of mechanical ventilation was shorter in the sufentanil 
group than in the fentanyl group in children after ven-
tricular septal defect repair [26]. In the present study, we 
did not observe any statistically significant differences in 
these secondary outcomes between two treatments for 
both age groups. The varied results from different studies 
might be due to the different anesthetic regimen, surgical 
procedure, perioperative care, and methods used to cal-
culate these secondary outcomes.

The strength of our pilot study was that it was the first 
study to compare fentanyl and sufentanil in children 
in different age groups. Our study found different post-
operative effects for fentanyl compared to sufentanil in 
these children, which suggested that different analgesic 
medications should be considered in children of different 
ages. The limitations of our study were its small sample 
size in a single research center. We only studied the post-
operative recovery time but did not investigate the pain 
intensity or potential side effects from the medications in 
this pilot study. Future randomized clinical trials should 
address these questions.

Conclusions
In conclusion, anesthesia induction with fentanyl or suf-
entanil could result in different postoperative recovery 
times after laparoscopic inguinal hernia repair in children 
in different age groups. Fentanyl caused a short post-
operative recovery time in children ages 2–6 years old, 
whereas sufentanil caused a short postoperative recovery 
time in children ages 6–12. More studies are warranted 
to investigate the different effects of fentanyl and sufent-
anil in children of different ages.
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ETCO2  and End-tidal carbon dioxide
M ± SD  mean ± standard deviation
IQR  Interquartile range

Acknowledgements
We thank Medjaden Inc. for scientific editing of this manuscript.

Author contributions
Writing - original draft: WC and HYGY; Supervision, Writing - review & editing: 
WC; Data curation and collection: WC and HY; Formal analysis: YTX. All authors 
approved the final manuscript.

Funding
This research did not receive any specific grant from funding agencies in the 
public, commercial, or not-for-profit sectors.

Data availability
Data are available from the corresponding author (2116628669@qq.com) 
upon request.



Page 6 of 6Chen et al. BMC Surgery           (2024) 24:55 

Declarations

Ethics approval and consent to participate
The study was conducted in accordance with the Declaration of Helsinki. The 
study protocol was approved by the hospital ethics committee (approval 
number 2022-IEC113) and registered online at the Chinese Clinical Trial 
Registry (registration number ChiCTR2300072177). Informed consent was 
signed by the healthcare proxy of each child.

Consent for publication
Not Applicable.

Competing interests
The authors declare no competing interests.

Received: 8 October 2023 / Accepted: 5 February 2024

References
1. Wang K, Tan SS, Xiao Y, Wang Z, Peng C, Pang W, et al. Characteristics and 

treatments for pediatric ordinary and incarcerated inguinal hernia based on 
gender: 12-year experiences from a single center. BMC Surg. 2021;21:67.

2. Yeap E, Pacilli M, Nataraja RM. Inguinal hernias in children. Aust J Gen Pract. 
2020;49:38–43.

3. Nakashima M, Ide K, Kawakami K. Laparoscopic versus open repair for 
inguinal hernia in children: a retrospective cohort study. Surg Today. 
2019;49:1044–50.

4. Thomas E, Martin F, Pollard B. Delayed recovery of consciousness after gen-
eral anaesthesia. BJA Educ. 2020;20:173–9.

5. Peng RSF, Maxwell H. Discharge delay from the post anaesthesia care unit: a 
nursing perspective. J Perioperative Nurs. 2023;36:12.

6. Misal US, Joshi SA, Shaikh MM. Delayed recovery from anesthesia: a post-
graduate educational review. Anesth Essays Res. 2016;10:164–72.

7. Cascella M, Bimonte S, Di Napoli R. Delayed emergence from Anesthesia: 
what we know and how we act. Local Reg Anesth. 2020;13:195–206.

8. Ramos-Matos CF, Bistas KG, Lopez-Ojeda W. Fentanyl. StatPearls. Treasure 
Island (FL) ineligible companies. Disclosure: Karlyle Bistas declares no relevant 
financial relationships with ineligible companies. Disclosure: Wilfredo 
Lopez-Ojeda declares no relevant financial relationships with ineligible 
companies.2023.

9. Wilde M, Pichini S, Pacifici R, Tagliabracci A, Busardo FP, Auwarter V, et al. 
Metabolic pathways and potencies of New Fentanyl Analogs. Front Pharma-
col. 2019;10:238.

10. Xia W, Yang C. Safety and Efficacy of Sufentanil and Fentanyl Analgesia in 
patients with traumatic Brain Injury: a retrospective study. Med Sci Monit. 
2022;28:e934611.

11. Kim DK, Yoon SH, Kim JY, Oh CH, Jung JK, Kim J. Comparison of the effects of 
Sufentanil and Fentanyl Intravenous patient controlled analgesia after lumbar 
Fusion. J Korean Neurosurg Soc. 2017;60:54–9.

12. Kaguelidou F, Kassai Koupai B, Durrieu G. Pediatric pharmacology. Therapie. 
2018;73:111–2.

13. Ziesenitz VC, Vaughns JD, Koch G, Mikus G, van den Anker JN. Pharmacokinet-
ics of Fentanyl and its derivatives in children: a Comprehensive Review. Clin 
Pharmacokinet. 2018;57:125–49.

14. Schulz KFAD, Moher D, for the CONSORT Group. CONSORT 2010 Statement: 
updated guidelines for reporting parallel group randomised trials.

15. Anderson R, Saiers JH, Abram S, Schlicht C. Accuracy in equianalgesic dosing. 
Conversion dilemmas. J Pain Symptom Manage. 2001;21:397–406.

16. Keegan NJ, Yudkowitz FS, Bodian CA. Determination of the reliability of three 
scoring systems to evaluate children after general anesthesia. Anaesthesia. 
1995;50:200–2.

17. Cao YCX, Liu H. [Comparison of Aldrete score, Steward score, and OAA/S 
score in ambulatory thoracoscopic surgery after general anesthesia]. Int J 
Anesthesiology Resusc. 2022;43:6.

18. Rafeeqi T, Pearson EG. Enhanced recovery after surgery in children. Transl 
Gastroenterol Hepatol. 2021;6:46.

19. Haist F, Anzures G. Functional development of the brain’s face-processing 
system. Wiley Interdiscip Rev Cogn Sci. 2017;8.

20. van Dyck LI, Morrow EM. Genetic control of postnatal human brain growth. 
Curr Opin Neurol. 2017;30:114–24.

21. Gilmore JH, Knickmeyer RC, Gao W. Imaging structural and functional brain 
development in early childhood. Nat Rev Neurosci. 2018;19:123–37.

22. Li Y, Song B, Li Z, Wan J, Luo M, Wei W, et al. Comparison of the effects of Suf-
entanil and Fentanyl on Postoperative Sleep Quality of children undergoing 
Tonsillectomy and Adenotomy: a Randomized Controlled Trial. Nat Sci Sleep. 
2021;13:821–8.

23. Prakanrattana U, Suksompong S. Comparison of sufentanil and fentanyl for 
surgical repair of congenital cardiac defects. J Med Assoc Thai. 2002;85(Suppl 
3):807–14.

24. Sagir AE-HT, Raduka J, Budiansky A, Soliman A, Visos N, Maurtua MA. Sufent-
anil: Pharmacology and current applications in clinical practice. J Pharmacol 
Clin Toxicol. 2022;10:6.

25. Mahmood I. A comparison of different methods for the first-in-pediatric dose 
selection. J Clin Transl Res. 2022;8:369–81.

26. Wang ZC, Chen Q, Yu LS, Chen LW, Zhang GC. A sufentanil-based Rapid Car-
diac Anesthesia Regimen in Children undergoing Percutaneous minimally-
invasive intraoperative device Closure of ventricular septal defect. Braz J 
Cardiovasc Surg. 2020;35:323–8.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations.


	Comparisons of fentanyl and sufentanil on recovery time after inguinal hernia repair in children: a randomized clinical trial
	Abstract
	Background
	Materials and methods
	Study design and participant selection
	Baseline characteristics collection and group assignments
	Study protocol
	Outcome measurements
	Statistical analysis

	Results
	Participant enrollments and baseline characteristics comparisons
	Primary outcome comparisons
	Secondary outcome comparisons

	Discussion
	Conclusions
	References


