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Abstract
Background: Morphine and fentanyl are widely used in ambulatory patients to provide analgesia
during Phase I recovery in the post anesthesia care unit. The present study was conducted to compare
morphine versus fentanyl for postoperative analgesia after ambulatory surgical procedures.
Materials and methods: 60 patients of ASA physical status I and II patients between 18 and 65 years
of age undergoing ambulatory surgery of both genders were divided into 2 groups of 30 each. Group I
received morphine and group II received fentanyl for postoperative analgesia. The drugs were
administered in equipotent doses in the post anesthesia care unit (PACU) and were titrated against pain
scores until a visual analog score.
Results: Group I had 14 males and 16 females and group II had 12 males and 18 females. The mean
age in group I was 34.6 years and in group II was 38.2 years, weight was 72.5 Kgs and 80.2 Kgs in
group I and II respectively and anesthetic duration was 58.2 minutes in group I and 68.4 minutes in
group II. Operation performed was arthroscopy in 12 and 8 in group I and II respectively, shoulder
surgery was 8 and 15 in group I and II respectively, elbow surgery was 10 and 7 in group I and II
respectively. The difference was significant (P< 0.05).
Conclusion: Morphine produced a better quality of post- operative analgesia as compared to fentanyl.
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Introduction
After ambulatory surgery, persistent, intractable pain is one of the most common surgical
complications. Adequate analgesia is necessary to facilitate same-day discharge of
ambulatory patients whereas inadequate analgesia may delay or prevent discharge [1].
Recently, the range of procedures undertaken on an ambulatory basis has increased. More
complex and painful procedures are being performed, which means the choice of analgesia is
of greater significance in facilitating discharge [2].
Local pain will be associated with incisions for the operative ports. Lower abdominal pain
may depend on the extent of intraperitoneal manipulation during diagnostic laparoscopy.
Sterilization operations cause ischemia or damage to the fallopian tubes and are generally
more painful than simple diagnostic procedures, with clips generally causing less pain than
other techniques to occlude the tubes [3]. Upper abdominal, shoulder tip, and postural high
back pain after laparoscopy are likely to be caused by gas retained in the peritoneal cavity.
Carbon dioxide is usually used to expand the abdomen to allow surgical visualization.
Although it is a soluble gas in comparison to oxygen and nitrogen, it can take up to two days
to be absorbed from the peritoneal cavity. Pain from the residual gas is of delayed onset and
may present once the patient has gone home [4].
Morphine and fentanyl are widely used in ambulatory patients to provide analgesia during
Phase I recovery in the post anesthesia care unit [5]. As fentanyl has a faster onset time, its
use may provide more rapid control of pain and avoid unnecessary extra does which may be
administered when a drug of slower onset is used in small incremental doses titrated to pain
[6]
. The present study was conducted to compare morphine versus fentanyl for postoperative
analgesia after ambulatory surgical procedures.
Materials & Methods
The present study comprised of 60 patients of ASA physical status I and II patients between
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18 and 65 years of age undergoing ambulatory surgery of
both genders. All were informed regarding the study and
their consent was obtained.
Data pertaining to patients such as name, age, gender etc.
was recorded. Patients were divided into 2 groups of 30
each. Group I received morphine and group II received
fentanyl for postoperative analgesia. The drugs were
administered in equipotent doses in the post anesthesia care
unit (PACU) and were titrated against pain scores until a
visual analog score. Type of operation performed was also
recorded. Results thus obtained were subjected to statistical
analysis. P value less than 0.05 was considered significant.
Results
Table 1: Distribution of patients
Groups
Drug
M:F

Group I
Morphine
14:16

Group II
Fentanyl
12:18

Table 1 shows that group I had 14 males and 16 females and

group II had 12 males and 18 females.
Table 2: Assessment of parameters
Groups
Group I
Mean age (Years)
34.6
Weight (Kgs)
72.5
Anesthetic duration (min)
58.2
Operations
Arthroscopy
12
Shoulder
8
Elbow
10

Group II P value
38.2
0.06
80.2
0.05
68.4
0.02
8
15
7

0.01
0.04
0.91

Table 2, Figure 1 shows that mean age in group I was 34.6
years and in group II was 38.2 years, weight was 72.5 Kgs
and 80.2 Kgs in group I and II respectively and anesthetic
duration was 58.2 minutes in group I and 68.4 minutes in
group II. Operation performed was arthroscopy in 12 and 8
in group I and II respectively, shoulder surgery was 8 and
15 in group I and II respectively, elbow surgery was 10 and
7 in group I and II respectively. The difference was
significant (P< 0.05).

Fig 1: Assessment of parameters
Table 3: Assessment of VAS in both groups
Duration (Minutes)
10
20
30
40
50
60

Group I
70.2
52.4
38.4
26.7
15.2
10.2

Group II
68.7
50.4
46.2
36.4
26.6
20.4

Table 3, Figure 2 shows that mean VAS in group I and
group II at 10 minutes was 70.2 and 68.7, at 20 minutes was
52.4 and 50.4, at 30 minutes was 38.4 and 46.2, at 40
minutes was 26.7 and 36.4, at 50 minutes was 15.2 and 26.6
and at 60 minutes was 10. and 20.4 in group I and II
respectively. The difference was significant (P< 0.05).

P value
0.12
0.14
0.02
0.05
0.01
0.04

Fig 2: Assessment of VAS in both groups

Discussion
Pain in the immediate postoperative period often requires
opiates. Alternatives, such as nonsteroidal antiinflammatory drugs or local anesthetic techniques, may be

used, but these are not always possible for every patient or
procedure [7]. Opiates will therefore continue to be an
important part of the armamentarium available to provide
rapid control of severe postoperative pain [8]. However,
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opiates have side effects, specifically nausea, sedation, and
dizziness, which may delay the fitness of patients for
discharge [9]. The present study was conducted to compare
morphine versus fentanyl for postoperative analgesia after
ambulatory surgical procedures.
In present study, group I had 14 males and 16 females and
group II had 12 males and 18 females. The mean age in
group I was 34.6 years and in group II was 38.2 years,
weight was 72.5 Kgs and 80.2 Kgs in group I and II
respectively and anesthetic duration was 58.2 minutes in
group I and 68.4 minutes in group II. Operation performed
was arthroscopy in 12 and 8 in group I and II respectively,
shoulder surgery was 8 and 15 in group I and II
respectively, elbow surgery was 10 and 7 in group I and II
respectively. Claxton et al. [10] in their study Fifty-eight
patients undergoing ambulatory surgery were prospectively
randomized to receive morphine or fentanyl for
postoperative analgesia and studied in double-blind fashion.
The drugs were administered in equipotent doses in the post
anesthesia care unit (PACU) and were titrated against pain
scores until a-visual analog score <40 mm was achieved and
the patient was satisfied with the level of analgesia. In the
ambulatory surgical unit, oral analgesia was available. Pain
scores, amount of analgesia used, the incidence of sideeffects (nausea and vomiting, sedation and dizziness), the
times to achieve recovery milestones, and fitness for
discharge were studied. Equal amounts of morphine and
fentanyl were used in the PACU, but pain scores were
higher in the fentanyl group in the ambulatory surgical unit.
In addition, the fentanyl group required more oral analgesia
than the morphine group (69% vs 17%; P< 0.0002). The
incidence of in-hospital side effects was similar. However,
the morphine group had a more frequent incidence of post
discharge nausea and vomiting than the fentanyl group
(59% vs 24%; P< 0.016). There was no significant
difference in the duration of stay in the PACU (morphine vs
fentanyl, 69 +/- 15 min vs 71 +/- 20 min), the times to
achieve recovery milestones, and fitness for discharge
(morphine vs fentanyl, 136 +/- 41 min vs 132 +/- 40 min).
The short duration of fentanyl was not associated with faster
discharge times; most patients required additional analgesia
to control pain.
Opioids feature at the top of the World Health
Organization's pain ladder and are usually used as part of
the day-case general anesthesia, although a completely
opioid-free technique should possibly be considered for
patients undergoing minor surgery at very high risk of
PONV. Opioids may be given pre-, peri- and
postoperatively and may be short- or long-acting.
Preoperative opioids have been trialed in day-case
laparoscopic gynecological surgery. Both morphine and
controlled release oxycodone given prior to induction have
failed to reduce pain scores when compared to controls [11].
Morphine used perioperatively has a prolonged emetic
effect, and the use of shorter acting synthetic opioids is
more common. Research found that fentanyl was associated
with less PONV compared to morphine, and this benefit
extended into the period when the patients went home.
However, patients in the fentanyl group required around
two-and-a-half times the amount of supplementary oral
analgesia, compared to those in the morphine group. Thus,
if intraoperative morphine is used, consideration should be
given to the prophylactic anti-emetics.12

Conclusion
Authors found that Morphine produced a better quality of
post-operative analgesia as compared to fentanyl.
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