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Abstract
Background: The automatic control module of end-tidal volatile agents (EtC) was designed to reduce the consump-
tion of anaesthetic gases, increase the stability of general anaesthesia and reduce the need for adjustments in the 
settings of the anaesthesia machine. The aim of this study was to verify these hypotheses.
Methods: The course of general anaesthesia with the use of the EtC module was analysed for haemodynamic stability, 
depth of anaesthesia, end-expiratory concentration of anaesthetic, number of ventilator key presses, fentanyl sup-
ply, consumption of volatile agents and anaesthesia and operation times. These data were compared with the data 
obtained during general anaesthesia controlled manually and were processed with statistical tests.
Results: Seventy-four patients underwent general anaesthesia for scheduled operations. Group AUTO-ET (n = 35) was 
anaesthetized with EtC, and group MANUAL-ET (n = 39) was controlled manually. Both populations presented similar 
anaesthesia stability. No differences were noted in the time of anaesthesia, saturation up to MAC 1.0 or awakening. 
Data revealed no differences in mean EtAA or the fentanyl dose. The AUTO-ET group exhibited fewer key presses 
per minute, 0.0603 min-1, whereas the MANUAL-ET exhibited a value of 0.0842 min-1; P = 0.001. The automatic group 
consumed more anaesthetic and oxygen per minute (sevoflurane 0.1171 mL min-1; IQR: 0.0503; oxygen 1.8286 mL 
min-1, IQR: 1,3751) than MANUAL-ET (sevoflurane 0.0824 mL min-1, IQR: 0.0305; oxygen 1,288 mL min-1, IQR: 0,6517) 
(P = 0.0028 and P = 0.0171, respectively).
Conclusion: Both methods are equally stable and safe for patients. The consumption of volatile agents was signifi-
cantly increased in the AUTO-ET group. EtC considerably reduces the number of key presses.
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The method of minimal/low-flow anaesthesia has been 
utilized since the 1950s. The method is used to reduce the 
consumption of fresh anaesthetic gases, decrease the costs 
of general anaesthesia and maintain constant temperature 
and humidity of inspiratory gas mixtures [1–3]. The tech-
nique has beneficial effects on the development of medical 
technologies, resulting in the introduction of modern vapor-
izers and closed circuit anaesthesia systems [4, 5].

The next step to improve anaesthetic management in-
volves the introduction of anaesthetic machines with gas 

control modules. The devices constantly analyse the com-
position of a gas mixture, both inspiratory and expiratory, 
and assure closed-loop control of the flows of individual 
components. The modules described above were applied 
to Zeus (Draeger Medical, Lubeck, Germany) [6] and Aisys 
Carestation (GE, Madison, USA) devices [7]. The use of au-
tomated modules (EtC, end tidal control) reduces the con-
sumption of anaesthetic gases and increases the stability 
of anaesthesia by steady changes in the flow of individual 
components of gas mixtures. The modules are designed to 
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limit the number of necessary adjustments of the settings 
of ventilatory parameters, which potentially increases the 
safety of anaesthetised patients [8, 9]. 

The aim of the present study was to verify the hypothesis 
that the EtC module reduced the consumption of fresh gases 
in a low-flow system while maintaining similar stability of 
general anaesthesia assessed by cardiovascular responses 
and bispectral index (BIS) measurements of the depth of 
anaesthesia. Moreover, we assessed whether the use of the 
EtC module might reduce the number of manual interven-
tions to correct the anaesthesia parameters. 

Methods
The course of general anaesthesia was compared in 74 

patients undergoing abdominal and thyroid surgical pro-
cedures. American Society of Anesthesiologists (ASA) 1–3 
patients were enrolled. Patients requiring combined anaes-
thesia with the use of epidural catheters or another method 
of regional anaesthesia were not included. The exclusion 
criterion was procedure duration shorter than 15 minutes. 
The study design was approved by the Bioethics Committee 
at the Wrocław Medical University (KB- 675/2015). Given 
that both methods are commonly used in clinical practice 
and the study was observational, patient consent was not 
required. 

Two anaesthesia workstations with GE Aisys Carestation 
devices were used. The devices enable electronic control 
of an anaesthetic vaporizer to an accuracy of 0.2 vol%. One 
of the workstations was equipped with the EtC module 
for automated control of the concentration of anaesthetic 
gases in the respiratory mixture based on measurements 
of end-tidal concentrations of the individual components 
of the mixture. In the second device, the concentration of 
anaesthetic gases was controlled manually.

The study patients were divided into two groups: the 
AUTO-ET group of 35 patients undergoing general anaes-
thesia with the use of the EtC module and the MANUAL-ET 
group including 39 subjects where gas concentrations were 
controlled manually. 

The patients underwent general anaesthesia with intra-
venous induction, endotracheal intubation and inhalational 
maintenance of anaesthesia using a mixture of air, oxygen 
and sevoflurane. Intravenous induction was performed us-
ing propofol (2 mg kg-1), fentanyl (1.5 µg kg-1) and rocuro-
nium (0.6 mg kg-1). The gas flow rates presented below were 
used for conduction. In the MANUAL-ET group, the initial 
flow of fresh gases (FGF) was 4 L min-1, and the anaesthetic 
(4 vol %) was inhaled until an age-adjusted MAC of 1.0 was 
obtained in the end-expiratory mixture. When the desired 
level of anaesthetic saturation was achieved, the flow was 
reduced to 1 L min-1 for fresh gases; the concentration of 
sevoflurane was corrected systematically to maintain MAC 

1.0. In the AUTO-ET group anaesthetised using the EtC mod-
ule, target parameters of fresh gases were set at a low flow 
level (1 L min-1), while the concentration of sevoflurane in 
the expired air was set to equal the age-adjusted MAC of 1.0. 
The vaporiser, air and oxygen were controlled automatically. 
In both cases, the standard methods of volume-controlled 
ventilation were applied, with TV 6 mL kg-1, respiration rate 
12 min-1, EtCO2 within the range of 35 to 40 mm Hg and 
EtO2 within the range of 35 to 40%. After completing the 
anaesthetic procedure, the consumption of anaesthetic 
gases, oxygen and air was recorded. 

The course of general anaesthesia was recorded accord-
ing to the protocol, which included demographic data, type 
of surgery, systolic arterial pressure, bispectral index and 
end-expiratory concentration of an inhalational anaesthetic. 
Additionally, the frequency of changes in the gas flow and 
anaesthetic concentrations performed by an anaesthetist 
and the supply of fentanyl boluses were recorded. For the 
purpose of the study, all those activities were defined as 
interventions. The above data were recorded at 5-minute 
intervals. Additional elements analysed included: time re-
quired to achieve the desired concentration of sevoflurane 
(EtAA), time between the discontinuation of gas delivery 
and eye opening as well as extubation, total duration of the 
procedure and anaesthesia. Furthermore, the consumption 
of fresh gases (oxygen, air) and the inhalational anaesthetic 
was recorded. 

The data were quantified using Statistica 10.0 (StatSoft, 
Tulsa, USA). Analysis of the study strength showed that 
the sample size was sufficient. Given that the normality of 
quantitative variables was not demonstrated (Shapiro-Wilk 
W test), a nonparametric Mann-Whitney U test was used. 
The distribution of qualitative variables was tested with 
contingency tables and the χ2 test. 

Results
The course of study is presented in Fig. 1. Both patient 

populations were comparable in terms of demographic 
profile and ASA classification (Table 1). 

The medians of anaesthesia time were 105 minutes in the 
AUTO-ET group and 125 minutes in the MANUAL-ET group 
and were not significantly different. Moreover, no significant 
differences were noted in times to achieve the desired EtAA. 
Similarly, no significant differences were observed in times of 
recovery from anaesthesia. The medians of times to eye open-
ing and extubation after cessation of anaesthetic delivery 
were not significantly different in both groups — 15 min and 
15 min in the MANUAL-ET group versus 15 min and 20 min 
in the AUTO-ET group, respectively. The comparisons of time 
intervals recorded in both groups are presented in Table 2. 

The study findings did not demonstrate significant 
differences in the stability of anaesthesia in both groups. 
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Table 1. American Society of Anesthesiologists (ASA) classification and 
demographic characteristics of both groups; n (%) or medians (IQR) are provided 

MANUAL-ET AUTO-ET

Females 28 (73.68%) 27 (77.14%)

Males 10 (26.32%) 8 (22.86%)

ASA 1 8 (20.51%) 12 (34.29%)

ASA 2 27 (69.23%) 15 (42.86%)

ASA 3 3 (10.26%) 8 (22.86%)

Age (years) 61 (24) 57 (28)

Body mass (kg) 75 (24) 65 (18)

Figure 1. The course of study

Table 2. The recorded times in both study groups

MANUAL-ET 
Median (IQR)

AUTO-ET 
Median (IQR)

 P

Duration of anaesthesia (min) 125 (65) 105 (60) 0.199

Duration of surgery (min) 80 (60) 65 (65) 0.321

Time to obtain MAC of 1.0 for sevoflurane (min) 10 (3) 10 (5) 0.074

Time from cessation of sevoflurane delivery to eye opening (min) 15 (10) 15 (5) 0.107

Time from cessation of sevoflurane delivery to extubation (min) 15 (10) 20 (10) 0.056

Both the haemodynamic parameters in the form of systolic 
arterial pressure and its variability index and the depth of 
anaesthesia measured with BIS were comparable in both 
groups. Furthermore, no significant differences were ob-
served in end-expiratory anaesthetic concentrations during 
anaesthesia and the frequency of administration of fentanyl 
boluses. The results are presented in Table 3.

In the AUTO-ET group of patients, the number of in-
terventions (changes in gas flow and concentrations of 
inhalational anaesthetic) was reduced compared with that 
in the MANUAL-ET group. Similarly, significantly fewer 
interventions were required in the AUTO-ET group per 

ASA — American Society of Anaesthesiologists; FGF — fresh gas flow; LMA — laryngeal mask airway
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Table 3. Haemodynamic parameters, BIS and end-tidal anaesthetic concentrations

MANUAL-ET 
Median (IQR)

AUTO-ET 
Median (IQR)

 P

Systolic arterial pressure (SAP) 117 (15) 114 (20) 0.491

SAP variability 0.1587 (0.0670) 0.1378 (0.0736) 0.278

Bispectral index (BIS) 48 (13) 48 (5) 0.144

BIS variability 0.4367 (0.1156) 0.4782 (0.1276) 0.198

Level of EtAA 1.3043 (0.3587) 1.4095 (0.5928) 0.218

EtAA variability 0.4739 (0.1769) 0.5246 (0.4728) 0.685

Fentanyl supply 3 (2) 3 (1) 0.470

Figure 2. Number of interventions (changes in gas flow and concentrations of inhalational anaesthetic) in both groups

Figure 3. Number of interventions  per total time of anaesthesia

total time of anaesthesia. The results are provided in the 
Figures 2 and 3.

The observations in the AUTO-ET group demonstrated 
higher total consumption of oxygen and inhalational an-
aesthetic compared with those in the MANUAL-ET group; 

however, the differences observed were not statistically sig-
nificant with regard to the time of anaesthesia. On the other 
hand, the AUTO-ET patients consumed less air compared 
with the MANUAL–ET patients; however, the difference was 
not significant. The results are presented in Tables 4 and 5.

Discussion
This study demonstrated that the methods using au-

tomated and manual control of anaesthetic gases were 
comparable in terms of stability. No differences in haemo-
dynamic parameters or bispectral index were noted, which 
suggests a similar level for the depth of anaesthesia in both 
groups. However, the data published in the literature to date 
are ambiguous regarding the time of anaesthetic saturation 
and recovery from anaesthesia. The results presented by 
Lortat-Jacob, who used the Zeus device, are similar to our 
findings [6]. The analysis of both groups revealed no dif-
ferences in the times required to achieve the desired level 
of anaesthetic saturation and recovery from anaesthesia. 
A suitably chosen mode of anaesthetic delivery in the ini-
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Table 4. Total consumption of anaesthetic gases and the number of interventions during anaesthesia 

MANUAL-ET 
Median (IQR)

AUTO-ET 
Median (IQR)

 P

Consumption of sevoflurane (mL) 11.0 (7.0) 11.0 (11.0) 0.354

Consumption of oxygen (L) 165.0 (47.0) 209.0 (96.0) 0.014

Consumption of air (L) 96.0 (43.0) 77.00 (51.0) 0.239

Number of gas flow changes 3 (1) 2 (0) < 0.0001

Number of anaesthetic concentration changes 4 (2) 2 (1) < 0.0001

Number of interventions 10 (3) 7 (2) < 0.0001

Table 5. Consumption of inhalational anaesthetic and gases and the number of interventions per duration of anaesthesia

MANUAL-ET 
Median (IQR)

AUTO-ET 
Median (IQR)

 P

Consumption of sevoflurane (mL)/time of anaesthesia (min) 0.0824 (0.0305) 0.1171 (0.0503) 0.003

Consumption of oxygen (L)/time of anaesthesia (min) 1.2880 (0.6517) 1.8286 (1.3752) 0,017

Consumption of air (L)/time of anaesthesia (min) 0.7579 (0.3081) 0.6615 (0.4) 0.348

Number of interventions/time of anaesthesia (min) 0.0842 (0.0373) 0.0632 (0.0359) 0.001

tial phase of manually controlled anaesthesia is equally as 
effective as the algorithm for automated anaesthesia. The 
study results by Lortat-Jacob et al. [6] confirm our findings. 
Moreover, the authors demonstrated no differences in the 
time to eye opening and extubation between automated 
and manual methods. Otherwise, the results published by 
Lucangelo et al. [8] are contrary to our data. Lucangelo et 
al. demonstrated that the required concentration of inhala-
tional anaesthetic was achieved more rapidly in the group 
with manual control. These findings resulted from different 
methods used. In their study, the automated control module 
abruptly adjusted the desired flows, which increased the 
saturation time. Otherwise, the study by Struysa et al. [10] 
revealed that the desired level of anaesthetic was achieved 
more rapidly in the group with automated measurements 
of EtAA. However, the study was performed with an in vitro 
model confined to the respiratory system, which did not 
consider the phase of anaesthetic redistribution. Lucan-
gelo obtained the same times for recovery from general 
anaesthesia in the automated and manual groups, which 
confirms our findings. 

Moreover, the results of studies regarding the consump-
tion of oxygen, air and sevoflurane in the group anaesthe-
tised with the EtC module are also ambiguous. Our ob-
servations did not exhibit reduced consumption of these 
gases, which stands in contradiction to the other study 
results regarding automated control modules [6, 7, 9]. In 
the study by Lortat-Jacob et al. [6], desflurane was used 
in the mixture with nitrogen peroxide, which potentially 
resulted in reduced consumption of desflurane. Addition-
ally, the authors excluded patients in whom the duration of 

surgery was less than 1 hour, i.e., the period with the highest 
consumption of anaesthetic due to the phase of saturation. 
The range of anaesthesia times accepted by the researchers 
from Liverpool was definitely wider [7]. In their study, only 
patients with anaesthesia times less than 10 minutes were 
excluded. However, they did not use a uniform method of 
induction and maintenance of manually controlled anaes-
thesia, leaving choices to attending anaesthetists. Addition-
ally, anaesthetists chose inhalational anaesthetics; both 
desflurane and sevoflurane were used. Therefore, in this 
case, the method of manual control anaesthesia cannot be 
considered a standard. In our study, a more standardized al-
gorithm of manual control was applied, which clearly affect-
ed our findings. The results presented by De Cooman [11]  
are comparable to our data. The author demonstrated in-
creased consumption of inhalational anaesthetic during 
anaesthesia with the automated control module of end 
tidal concentration of inhalational anaesthetic. However, 
the protocol of his study assumed an increased level of end 
tidal anaesthetic in the automated control group, which 
could have affected the findings. Moreover, the study did 
not consider BIS monitoring; hence, the depth and adequacy 
of anaesthesia were unknown. In our study, in which we 
used the same gas flows and assumed concentrations of 
inhalational anaesthetic in both groups, the results were 
comparable to those published by De Cooman. Increased 
anaesthetic consumptions using ETC are likely to be caused 
by the algorithm controlling the module in the AISYS. How-
ever, objective verification of the above is not possible given 
that the procedures for automated control of inhalational 
anaesthetic are not available. 
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Our observations demonstrated that the use of the au-
tomated control module considerably reduced the number 
of anaesthetist interventions during general anaesthesia. 
Similar results have been presented by other researchers 
[6–9]. In his 10-year observation, Kennedy et al. [9] found that 
automated control of inhalational anaesthetic substantially 
decreased the additional burden on the anaesthetist and 
potentially increased the safety of anaesthetised patients. 
However, the automated control module does not change 
the amount of opioid anaesthetics delivered during the 
procedure, which suggests suitable saturation with inhala-
tional anaesthetic and stability of the depth of anaesthesia. 
Similar conclusions were presented by Lortat [6]; in his study, 
however, target-controlled infusions (TCIs) of remifentanil 
were used. 

Conclusions
1.	 General anaesthesia with manual and automated con-

trol (EtC) are equally stable and safe for patients, assuring 
an adequate depth of anaesthesia and haemodynamic 
stability. 

2.	 The consumption of anaesthetic and oxygen was sig-
nificantly increased in the EtC module group. 

3.	 EtC substantially reduces the number of anaesthetist 
interventions during anaesthesia. 

Acknowledgements
1.	 Source of funding — none.
2.	 Conflicts of interest — none.
3.	 Presentation: the initial data of the study were presented 

in a poster session during the International Congress 
of the Polish Society of Anaesthesiology and Intensive 
Therapy in Wisła 14–18.09.2014.

References:
1.	 Eger E, White P, Bogetz M. Clinical and Economic Factors Important to 

Anaesthetic Choice for Day-Case Surgery. PharmacoEconomics. 2000; 
17(3): 245–262, doi: 10.2165/00019053-200017030-00003.

2.	 Brattwall M, Warrén-Stomberg M, Hesselvik F, et al. Brief review: theory and 
practice of minimal fresh gas flow anesthesia. Can J Anaesth. 2012; 59(8): 
785–797, doi: 10.1007/s12630-012-9736-2, indexed in Pubmed: 22653840.

3.	 Lockwood GG. Measuring the costs of inhaled anaestheticsdagger. 
British Journal of Anaesthesia. 2001; 87(4): 559–563, doi: 10.1093/
bja/87.4.559.

4.	 Schober P, Loer SA. An innovative anaesthesia machine: the closed 
system. Curr Opin Anaesthesiol. 2005; 18(6): 640–644, doi: 10.1097/01.
aco.0000188418.77140.53, indexed in Pubmed: 16534305.

5.	 Schober P, Loer SA. Closed system anaesthesia--historical aspects and 
recent developments. Eur J Anaesthesiol. 2006; 23(11): 914–920, doi: 
10.1017/S0265021506000871, indexed in Pubmed: 16780617.

6.	 Lortat-Jacob B, Billard V, Buschke W, et al. Assessing the clinical or 
pharmaco-economical benefit of target controlled desflurane delivery 
in surgical patients using the Zeus anaesthesia machine. Anaesthesia. 
2009; 64(11): 1229–1235, doi: 10.1111/j.1365-2044.2009.06081.x, 
indexed in Pubmed: 19825059.

7.	 Singaravelu S, Barclay P. Automated control of end-tidal inhalation 
anaesthetic concentration using the GE Aisys Carestation™. Br J 
Anaesth. 2013; 110(4): 561–566, doi: 10.1093/bja/aes464, indexed in 
Pubmed: 23293274.

8.	 Lucangelo U, Garufi G, Marras E, et al. End-tidal versus manually-control-
led low-flow anaesthesia. J Clin Monit Comput. 2014; 28(2): 117–121, 
doi: 10.1007/s10877-013-9516-8, indexed in Pubmed: 24114079.

9.	 Kennedy RR, French RA. A ten-year audit of fresh gas flows in a New 
Zealand hospital: the influence of the introduction of automated agent 
delivery and comparisons with other hospitals. Anaesth Intensive Care. 
2014; 42(1): 65–72, indexed in Pubmed: 24471666.

10.	 Struys MM, Kalmar AF, De Baerdemaeker LEC, et al. Time course of inha-
led anaesthetic drug delivery using a new multifunctional closed-circuit 
anaesthesia ventilator. In vitro comparison with a classical anaesthesia 
machine. Br J Anaesth. 2005; 94(3): 306–317, doi: 10.1093/bja/aei051, 
indexed in Pubmed: 15591326.

11.	 De Cooman S, De Mey N, Dewulf BBc, et al. Desflurane Consumption 
During Automated Closed-circuit Delivery is Higher Than When 
a Conventional Anesthesia Machine is Used With a Simple Vaporizer-
O₂-N₂O Fresh Gas Flow Sequence. BMC Anesthesiol. 2008; 8: 4, doi: 
10.1186/1471-2253-8-4, indexed in Pubmed: 18637180.

Corresponding author:
Tomasz Skalec
1st Department of Anaesthesia 
and Intensive Therapy
University Hospital in Wrocław
Borowska 213
50–556 Wrocław, Poland 
e-mail: t.skalec@gmail.com

Received: 30.06.2016  
Accepted: 4.12. 2016 

http://dx.doi.org/10.2165/00019053-200017030-00003
http://dx.doi.org/10.1007/s12630-012-9736-2
https://www.ncbi.nlm.nih.gov/pubmed/22653840
http://dx.doi.org/10.1093/bja/87.4.559
http://dx.doi.org/10.1093/bja/87.4.559
http://dx.doi.org/10.1097/01.aco.0000188418.77140.53
http://dx.doi.org/10.1097/01.aco.0000188418.77140.53
https://www.ncbi.nlm.nih.gov/pubmed/16534305
http://dx.doi.org/10.1017/S0265021506000871
https://www.ncbi.nlm.nih.gov/pubmed/16780617
http://dx.doi.org/10.1111/j.1365-2044.2009.06081.x
https://www.ncbi.nlm.nih.gov/pubmed/19825059
http://dx.doi.org/10.1093/bja/aes464
https://www.ncbi.nlm.nih.gov/pubmed/23293274
http://dx.doi.org/10.1007/s10877-013-9516-8
https://www.ncbi.nlm.nih.gov/pubmed/24114079
https://www.ncbi.nlm.nih.gov/pubmed/24471666
http://dx.doi.org/10.1093/bja/aei051
https://www.ncbi.nlm.nih.gov/pubmed/15591326
http://dx.doi.org/10.1186/1471-2253-8-4
https://www.ncbi.nlm.nih.gov/pubmed/18637180

