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sleep efficiency index was significantly increased, and the 
durations of postoperative sleep and sleep stage N3 were 
increased by 110.5 and 36.5 min per patient, respectively, 
in the propofol compared to the sevoflurane group. Propo-
fol might preserve sleep time immediately after thyroidec-
tomy. Clinical Trials.gov identifier: NCT 02146976.
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1  Introduction

Despite major advances in anesthesia management and 
developments in anesthetic agents, postoperative sleep 
disturbances remain dissatisfactory for many patients [1, 
2]. Sleep disturbances are common among patients in the 
intensive care unit or on the regular postoperative ward and 
may be associated with postoperative delirium. Although a 
previous report studied the implementation of various non-
pharmacological interventions, consisting of environmental 
noise and light [3], in this paper, we evaluated the impacts 
of the most commonly used anesthetic agents, propofol ver-
sus sevoflurane.

Sleep disturbances were found after both propofol-
remifentanil and sevoflurane anesthesia [4]. Compared to 
propofol-remifentanil, sevoflurane was associated with 
less impairment of postoperative sleep in the first weeks 
after surgery; however, this conclusion was made on the 
basis of sleep measurements by subjective sleep dairy. In 
another study, the incidence of dreaming was significantly 
higher in the sevoflurane anesthesia group compared to the 
propofol group [5], although the exact mechanism for this 
difference was not explained. Rapid eye movement sleep 
(REM) rebound after exposure to sevoflurane suggests that 
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sevoflurane does not fully substitute for natural sleep [6]. 
Nevertheless, this result was found only in a mouse model.

The standard approach for sleep tests is to record poly-
somnograph variables by using a computerized 16-chan-
nel recording system [7]. Polysomnographic signals were 
divided into 30-s epochs and classified as one of the fol-
lowing sleep stages: wakefulness, N1, N2, N3, or R (REM) 
sleep [8, 9]. However, it is difficult for clinics and patients 
to accept polysomnographic measurement of postopera-
tive sleep quality. The bispectral index (BIS) technique was 
developed in the 1990s from a closed algorithm to monitor 
brain activity in response to different combinations of anes-
thetics [10]. More recently, studies have suggested that BIS 
monitors could provide a useful measure of natural physi-
ological sleep depth [9, 11, 12].

We hypothesized that propofol might preserve sleep 
architecture immediately after surgery. We performed a 
randomized and controlled clinical trial (RCT) to evalu-
ate the effects of propopol or sevoflurane anesthesia main-
tenance on the sleep status during the first postoperative 
night, as monitored by BIS, in patients after thyroidectomy.

2 � Materials and methods

2.1 � Study design

This RCT was designed to examine the effects of propo-
fol or sevoflurane anesthesia maintenance on postoperative 
sleep in patients after thyroidectomy. Major assessments 
were made during the operation and on the first postop-
erative night. We followed the Consolidated Standards of 
Reporting Trials (CONSORT) recommendations in design-
ing and reporting the findings of our study. The trial was 
approved by the Ethics Committee of the First Hospital of 
China Medical University (protocol no. 20140522, Chair-
man Prof. Jian Kang, March 10, 2014) and was registered 
with the Clinical Trials Registry (NCT 02146976). All par-
ticipants provided written informed consent in accordance 
with the Declaration of Helsinki.

2.2 � Patients

One hundred and twenty-four patients undergoing elective 
thyroidectomy were enrolled in this study from October 
2014 to October 2015 at the First Hospital of China Medi-
cal University. Patients were included in the study if they 
were ethnic Chinese, between 18 and 65 years old, Ameri-
can Society of Anesthesiologists (ASA) physical status I 
or II, and undergoing thyroidectomy for thyroid tumour. 
Patients were excluded if they had a body mass index 
exceeding 30 kg/m2, had a Pittsburgh Sleep Quality Index 
(PSQI) global scores higher than 6, had an anesthesia time 

longer than 4 h, had a history of cardiovascular, neurologi-
cal, or psychiatric disease, had cervical lymph node metas-
tasis, were treated with sedative and analgesics during the 
postoperative BIS-Vista monitoring period, were allergic to 
drugs used in the study, or had been diagnosed with hyper-
thyroidism or hypothyroidism.

2.3 � Randomization and masking

All patients requiring thyroidectomy were randomly 
assigned via a computer-generated sequence with sealed 
envelopes to one of two groups. In the control group 
(propofol group), general anesthesia was maintained with 
propofol and remifentynil. In the sevoflurane group, general 
anesthesia was maintained with sevoflurane and remifen-
tynil. Treatment allocation was revealed by opening the 
envelope on the morning of surgery. Anesthesiologists who 
participated in anesthesia management were not allowed to 
report study details to the staff who were collecting data. 
All patients and staff involved in postoperative data collec-
tion and analysis were blinded to group allocation. The trial 
was monitored by an independent data and safety monitor-
ing organization. Group allocation was not revealed until 
the final statistical analysis was completed.

2.4 � General anesthesia induction procedure

All operations involved in the study were completed 
between 08:00  am and 12:00 noon by the same group of 
surgeons. Upon arrival in the operating room, electrocar-
diography was initiated. Heart rate (HR) and mean arterial 
blood pressure (MAP) were continuously monitored. Arte-
rial oxygen saturation was monitored by pulse oximetry. 
Inspired oxygen fraction (FiO2) and end-tidal sevoflurane 
and CO2 levels were measured. The BIS score was moni-
tored with a BIS-Vista monitor (Aspect Medical Systems, 
Norwood, MA, USA).

After preoxygenation with O2 100% for 3 min, general 
anesthesia was induced with 0.04  mg/kg midazolam iv, 
4 μg/kg fentanyl iv, 2–2.5 mg/kg propofol iv, and 0.2 mg/
kg cisatracurium iv. The patient’s lung was ventilated with 
intermittent positive pressure. After intubation, tidal vol-
ume was adjusted to 6–8 ml/kg, and the ventilator rate was 
adjusted to maintain the end-tidal CO2 at 35–45 mmHg.

2.5 � Intervention

For maintenance of sevoflurane anesthesia, the mixture of 
sevoflurane (Baxter Healthcare, Guayama, Puerto Rico) 
and air-oxygen was adjusted to maintain an end-tidal 
sevoflurane concentration of 2–2.5% and an FiO2 of 50%. 
For maintenance of propofol anesthesia, total intravenous 
anesthesia was administered by using propofol (Fresenius 
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Kabi, Austria GmbH) at a plasma target concentration 
(Marsh pharmacokinetic model software; Injectmat ATIV 
Agilia TCI pump, Fresenius Kabi AG, Bad Homburg, 
Germany) of 2.5–4 μg/ml and FiO2 of 50%. Remifentanil 
(0.2–0.5  μg/kg/min) was given to all patients during the 
operation. Additional cisatracurium (0.05 mg/kg) and fen-
tanyl (30–50 μg at the end of surgery) were used as needed, 
in accordance with the clinical requirements. Ondansetron 
(5  mg) was used for prevention of postoperative nausea 
and vomiting. All cases of anesthesia were finished by one 
anesthesiologist.

During anesthesia, the BIS was maintained between 
40 and 60. Bradycardia (HR <50  bpm) and hypoten-
sion (MAP < 20% of baseline) were treated with sup-
plemental doses of atropine (0.5–1.0  mg) and ephedrine 
(5–10  mg), respectively. Tachycardia (HR >90  bpm) and 

hypertension (MAP >20% of baseline) were treated with 
esmolol (5–10 mg) and urapidil (10–25 mg), respectively. 
At the end of surgery, patient was extubated after return of 
adequately spontaneous respiration. Neuromuscular block-
ade was allowed to dissipate spontaneously. The patient 
was then transferred to the regular postanesthesia care unit 
(PACU). No additional opioids were given to patients in the 
PACU. Each patient was in a private room when they were 
transferred to the ward. All family members who were pre-
sent were aware of the rules of trial.

2.6 � Measures

All patients underwent assessment with the PSQI one day 
before the operation [13]. The PSQI differentiates between 
good sleepers (PSQI global score <6) and poor sleepers 

Fig. 1   Patient flowchart showing the patients included in the enrollment, allocation, follow-up, and analysis phases of the study

RETRACTED A
RTIC

LE



168	 J Clin Monit Comput (2018) 32:165–172

1 3

(PSQI global score ≥6) with high sensitivity and specific-
ity. Intraoperative blood pressure, HR, administered fluids 
and drugs, and anesthesia duration were recorded. Postop-
erative pain scores were assessed with an 11-point visual 
analogue scale (0 = no pain and 10 = worst pain imagina-
ble) on the first postoperative morning after BIS monitor-
ing was completed.

Postoperative nocturnal sleep was evaluated with the 
BIS-Vista monitor, which is an electroencephalography 
(EEG)-based signal-processing technique that has been 
used to evaluate sleep in patients in the intensive care unit 
(ICU) [14] and in sleep-deprived anesthesiologists [12]. 
Raw EEG signals were band-pass filtered to 0.2–30  Hz 
and processed in real time by using Vista application revi-
sion 3.20 and Vista platform revision 2.03. BIS recordings 
were started after verifying that the signal quality index 
was greater than 95% and the electrode impedance was less 
than 5 kΩ. With the smoothing window set at 15  s, EEG 
variables were collected through a USB-A port and stored 
on a laptop computer. Collected data were analyzed in the 
off-line mode. BIS data were recorded in 5-second intervals 
and downloaded onto a personal computer.

Four outcome measures were used in this study: dura-
tion of sleep, sleep efficiency index (SEI), area under the 
curve (AUC), and stage N3 sleep [14]. Sleep was defined as 
a BIS below 80 [15]. A cutoff of BIS <55, with a sensitiv-
ity of 87% and specificity of 93%, was identified as stage 
N3 in this trial [11]. Duration of sleep was defined as the 

duration of all BIS data below 80 in the 12 h of monitoring 
(from 18:00 pm to 06:00 am). SEI was defined as the ratio 
of a patient’s total sleep time over the time available for 
“nocturnal” sleep (12 h). BIS-AUC was calculated by using 
the trapezoidal rule, which uses trapeziums to approximate 
the region under a curve and calculate its area (GraphPad 
Prism version 5.01).

According to previous studies,[12, 16, 17] we classi-
fied the sleep stages of patients on the basis of their BIS 
results. Patients were classified as being “awake” if their 
BIS exceeded 80, in “light sleep” if the BIS was between 
60 and 80, and in “SWS” if the BIS was below 60.

2.7 � Study outcomes

Primary outcome was the postoperative sleep status, which 
was measured by the BIS-Vista monitor on the first night 
after surgery between propofol and sevoflurane groups.

2.8 � Statistical analysis

Sample size was calculated according to differences in 
the BIS-SEI in our pilot study. The calculation [14, 18] 
assumed an α of 0.05, power of 0.8, minimum detectable 
difference in SEI of 0.053, and standard deviation (SD) of 
0.1. The calculated sample size was 56 patients.

Statistical analysis was performed with the SPSS 
for Windows software package, version 18 (SPSS, Inc., 

Table 1   Patient demographic 
data and characteristics

Values represent the mean ± SD, or the number of patients ,or the median [25th percentile, 75th percentile]
# Mann–Whitney U test
*Student’s t test
$ Chi square test

Variable Propofol group (n = 52) Sevoflurane group (n = 53) P

Age (years) 48.1 ± 11.9 48.8 ± 13.7 0.146*

Gender (male/female) 14/38 12/41 0.611$

Body mass index (kg/m2) 24.3 ± 2.9 24.3 ± 3.1 0.594*

ASA (I/II) 13/39 10/43 0.448$

Pittsburgh sleep quality index global score 3 [2, 4] 3 [2, 4] 0.586#

Intraoperation
 Duration of anaesthesia (min) 118.9 ± 49.3 101.7 ± 35.4 0.092*

 Duration of surgery (min) 97.6 ± 47.6 82.7 ± 36.6 0.175*

 Volume loading 1153.8 ± 271.9 1047.2 ± 281.9 0.127*

 Fentanyl (µg) 225.0 ± 40.2 215.1 ± 38.7 0.165*

 Remifentanil (µg) 1005.1 ± 537.5 839.5 ± 315.8 0.092*

 Atropin/ephedrine(times per patient) 0.5 [0, 1] 1 [0, 1] 0.258#

 Esmolol/urapidil(times per patient) 0 0
 Diagnosis (benign/malignant) 31/21 28/25 0.201$

Postoperation
 Visual analogue scale 1 [1, 2] 1 [1, 2] 0.685#

 Nausea and vomiting 8 10 0.636$
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Chicago, IL). Data are presented as the mean ± SD, abso-
lute values, or median. Before statistical testing, the 
normality of the distribution of each continuous vari-
able was analyzed by the Kolmogorov–Smirnov test. 

Continuous data were analyzed with the independent t test, 
or Mann–Whitney U test. Categorical data were described 
as the frequency or percentage and were analyzed by the 
Chi square test.

Fig. 2   Examples of BIS data on the first postoperative night for the five sleep patterns in the two groups
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3 � Results

3.1 � Patient characteristics

Of the 124 potential patients assessed for eligibility, 12 
patients were excluded; thus, 112 patients were randomly 
assigned to the two groups. Two patients were lost to fol-
low-up, including 1 patients in the propofol group because 
of BIS equipment error and 1 patients in the sevoflurane 
group who refused to undergo BIS (Fig. 1). A total of 105 
patients (79 women, 26 men; mean age 49 years; range 
18–65 years; 101 patients undergoing partial thyroidec-
tomy and four patients undergoing total thyroidectomy) 
were included in the final study sample. Table 1 reports the 
results of the demographic and preoperative characteristics 
of patients in the two groups. There was no significant dif-
ference in these characteristics between the two groups.

3.2 � Sleep patterns of patients who underwent 
thyroidectomy on the first postoperative night

Using the identified sleep stages, we classified the sleep 
patterns of patients as follows:

1.	 Cycle sleep (Fig. 2a): 30- to 90-minute cycles of alter-
nating light sleep and SWS;

2.	 Nap (Fig.  2b): Short SWS phase (10–20  min) and 
awake quickly (BIS quickly returned to >80);

3.	 Light sleep (Fig.  2c): Hours of light sleep without 
SWS;

4.	 Mixed sleep (Fig.  2d): Mixture of the three types of 
sleep described above; and

5.	 No sleep (Fig. 2e): BIS exceeded 80 during the whole 
monitoring period.

All patients in both groups showed one of the five sleep 
patterns classified above. Compared to the sevoflurane 
group, 11 more patients in the propofol group had the 
Cycle Sleep pattern (Table 2). We did not observe the same 

BIS values for REM sleep as have been reported in patients 
of the ICU, in healthy volunteers, and in sleep-deprived 
anesthesiologists [12, 16, 17].

3.3 � BIS‑AUC, BIS‑SEI, stage N3 sleep and duration 
of sleep during the entire nocturnal sleep period

The BIS-SEI value was increased in the propofol compared 
to the sevofluorane group, with higher SEI values indicat-
ing “better” sleep [14] (Table  3). Furthermore, the dura-
tions of stage N3 sleep and total postoperative sleep were 
significantly increased by 36.5 and 110.5 min, respectively, 
in the propofol group compared to the sevoflurane group. 
The BIS-AUC in the propofol group was lower than that 
in the sevoflurane group, indicating “better” sleep in the 
propofol group (Table 3).

4 � Discussion

The results of this study suggest that patients who undergo 
anesthesia maintenance with propofol may have better pres-
ervation of sleep compared to patients treated with sevoflu-
rane. There are several reasons we chose patients undergo-
ing thyroidectomy for this trial. The study design required 
a minor surgery that could be completed with both inhala-
tion anesthesia and total intravenous anesthesia, but with-
out sedative or analgesic use during the postoperative BIS-
Vista monitoring period.

Bispectral analysis was used to process the EEG signal. 
This technique was developed in the 1990s from a closed 
algorithm to monitor brain activity in response to different 
combinations of anesthetics [10]. However, there have been 
conflicting results regarding the ability of the BIS monitor 
to detect sleep stages [19]. Sleigh et al [16] suggested that 
the BIS monitor can measure the depth of sleep, based on 
data from five volunteers obtained with the Aspect A-1000 
BIS monitor. The same group of researchers did a second 
study in an ICU, and concluded that almost no ICU patients 
had normal sleep [17]. Nieuwenhuijs et al [20] did a vali-
dation study of the BIS A2000 monitor to a full polysom-
nogram in 10 patients, and concluded neither the BIS nor 
the spectral edge frequency could reliably indicate sleep 
stages. In 2011, Dahaba et  al [12] evaluated the bilateral 
BIS with a BIS-Vista monitor as a tool for measuring sleep 
in 10 healthy, sleep-deprived anesthesiologists. They dem-
onstrated the ability of the BIS-Vista monitor to detect clas-
sical sleep stages.

We obtained satisfactory results in two other clinical 
trials with the same methodology of the BIS-Vista moni-
tor [21, 22]. On the first night after surgery with general 
or regional anesthesia with sedative, we could detect 
differences of sleep status among patients undergoing 

Table 2   Sleep patterns of patients in the two groups

Values represent number of patients
$ Chi square test

Sleep pattern Propofol group Sevoflurane group P
(n = 52) (n = 53)

Cycle sleep 22 11 0.017$

Nap 8 13 0.242
Light sleep 5 7 0.563
Mixed sleep 12 15 0.540
No sleep 5 7 0.563
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different anesthesia managements utilizing the BIS-Vista 
monitor. We speculate that that BIS-Vista monitor did 
not detect classical sleep stages in ICU or postoperative 
patients due to reasons other than the BIS-Vista moni-
toring method per se, but due to the changes in sleep 
architecture and sleep quality of the patients. Consider-
ing the effects of sedatives and analgesics on sleep archi-
tecture and sleep quality, we excluded patients who were 
treated with those drugs. Sleep patterns can be severely 
disturbed for several nights after surgery, with patients 
demonstrating marked decreases in the total sleep time, 
SWS duration, and REM sleep. These features are associ-
ated with frequent sleep arousals [23–30]. In a study of 
12 healthy young men, the results confirmed that the BIS 
was highly correlated with the hypnogram results, show-
ing a decrease as sleep deepened and an increase during 
REM sleep [9]. Given that the sensitivity and specificity 
of BIS to identify stage N2 sleep (BIS <73) were only 75 
and 64%, respectively, in young adults [11], we also iden-
tified stage N3 sleep (BIS <55) of both groups in our trial 
to make the results more closely resemble the polysom-
nography results.

Although we could not identify REM sleep in our 
research with the BIS-Vista monitor, we were able to clas-
sify the first postoperative sleep pattern into five types. All 
patients undergoing thyroidectomy with anesthesia main-
tenance by propofol or sevoflurane had one of these five 
sleep patterns. Similar to the research results mentioned 
above, our patients suffered marked decreases in total sleep 
time and SWS duration, and demonstrated no REM sleep. 
Interestingly, we found that patients may have light sleep 
during the whole postoperative night (Fig. 2c) after anes-
thesia with propofol or sevoflurane. Anesthetic and sedative 
agents themselves are also known to have immunomodula-
tory activities [31]. Propofol anesthesia attenuates surgery-
induced immune suppression, [32, 33] and sevoflurane 
decreases the T helpe ratio in  vivo [33, 34]. We specu-
late that propofol may preserve the postoperative sleep by 
immune protect during the operation. More careful study 
should be done to clarify the exact mechanism underlying 
this finding.

This study has several limitations. The main deficiency 
was the lack of validation to a full polysomnogram. We 
also need to observe the postoperative sleep disturbance for 
more days after the operation. Finally, our study included 
fewer male than female patients, because the incidence of 
thyroid tumor is higher in females [35]. Considering these 
limitations, we concluded that propofol might preserve 
sleep time immediately after thyroidectomy.
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