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Abstract 

Background& Aim: Effective postoperative analgesia is important from the 

patient’s perspective and can also improve clinical outcomes. This study aimed to 

compare the effect of caudal bupivacaine plus fentanyl versus caudal bupivacaine plus 

dexmedetomidine on the recovery of anesthesia, postoperative analgesia required, 

hemodynamic stability& neurological complications in pediatric unilateral hernia repair 

patients. 

Patients & Methods: 50 (ASA) grade I patients, aged 2-4 years with 

uncomplicated unilateral inguinal hernias treated as day cases were randomly allocated 

into either; Group I (BF), received Bupivacaine 0.25 % 1 ml\ kg, and fentanyl 1 μg\ kg, 

or Group 2 (BD), received Bupivacaine 0.25 % 1 ml\ kg, and dexmedetomidine 1 μg\ 

kg. 

Patients were evaluated in terms of pain and sedation using FLACC scale and 

Ramsay Sedation Scale, respectively. Haemodynamic stability and Neurological 

complications were assessed during the postoperative period and one day 

postoperatively. 

  



186                               Az. J. Pharm Sci. Vol. 51, March, 2015. 
 
 

Results:  

The median FLACC scale was significantly lower in BD group versus BF group. 

Neurological complications were significantly higher in BF group immediately 

postoperatively, while there was no significant difference between the 2 groups in day 1 

postoperatively. There was no significant difference between the 2 groups with regards 

tohaemodynamic stability. The median Ramsay score was significantly lower in BF 

group versus BD group, while the mean respiratory rate was significantly lower in BD 

versus BF, while there was no significant difference in the mean oxygen saturation 

between the 2 groups denoting better sedation in BD without affecting respiratory 

functions.The need for analgesia was not significantly different between the 2 groups. 

Conclusion:The addition of dexmedetomidine to bupivacaine was accompanied 

by better pain relief and less sedation at 4 and 8 hours postoperative and less nausea, 

vomiting and dry mouth in the immediate postoperative period as compared to fentanyl 

in pediatric patients with unilateral uncomplicated inguinal hernia. 

Keywords: 
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1.Introduction: 

In the last years, day surgery has become increasingly popular and now about 

50% to 60% of pediatric surgery is performed as day case in most of the western 

countries like USA and UK (Ray and Basu, 2000). There are many potential 

advantages of pediatric day surgery. In addition to the generic advantages of shorter 

waiting times, fewer cancellations, lower costs, reduced risk of nosocomial infection, 

improved utilization of staff and hospital facilities, there are specific advantages 

allowing the child to receive better care suited to their needs (Meakin, 2001). Inguinal 

hernia repair is the most common surgical operation in childhood, and is considered the 

commonest day case surgery in pediatric population (Brandt,2008).The Key to success 

in pediatric day case surgery is proper patient selection, prevention of common 

postoperative complications and adequate pain management. Severe postoperative pain 

not only decreases the patients' functional capacity but also is associated with longer 

postoperative stay and higher incidence of unanticipated readmission. Pain may 

precipitate postoperative nausea and vomiting (PONV) which is another cause of 

unanticipated readmission. Hence, adequate pain management is mandatory in day case 

surgery and is receiving greater attention (Ray and Basu, 2000). 

Gaitini etal, suggested that adding fentanyl 1 μg/kg to bupivacaine in the caudal 

epidural block in children did not influence plasma levels of epinepherine and 

norepinepherine, nor did it improve the analgesic intensity of the caudal block (Gaitini 

etal, 2000). Mason et al, suggested that dexmedetomidine has the advantage of 

preserving respiratory function and producing a sedation state identical to that of natural 

sleep (Mason et al., 2014). Addition of intrathecal dexmedetomidine to heavy 

http://www.anesthesia-analgesia.org/search?author1=L.++A.+Gaitini&sortspec=date&submit=Submit
http://www.anesthesia-analgesia.org/search?author1=L.++A.+Gaitini&sortspec=date&submit=Submit
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bupivacaine 0.5% was more advantageous than fentanyl with special regard to its 

analgesic properties in diabetic surgical patients as reported by a recent trial (Tarbeeh 

and Mohamed, 2013). In another study by Singh et al, Bupivacaine-fentanyl mixture 

caused nausea and vomiting and itching as adverse effects with a significant frequency 

while bupivacane-clonidine mixture didn’t cause any of these side effects(Singh J  etal, 

2012).  

Based on the previous notion, we assumed that intrathecal dexmedetomidine 

adjuvant could be more advantageous than fentanyl adjuvant in pediatric surgical 

patients. Hence the current study was designed to compare the effect of intrathecal 

dexmedetomidine versus fentanyl added to bupivacine 0.25% on the recovery of 

anesthesia, postoperative analgesia required, hemodynamic stability& neurological 

complications in pediatric surgical patients with inguinal hernia. 

2. Patients and methods 

This study was a randomized, parallel-group study conducted on 50 (ASA) grade I 

children aged 2-4 years, with uncomplicated unilateral inguinal hernia treated as day case 

surgery and submitted for hernia repair at Ain-Shams University Hospitals. The exclusion 

criteria were patient refusal, patients with major cardiac, respiratory, renal, hepatic disorders, 

history of hypersensitivity to drugs under investigation, patients  <2 yrs or >4 yrs, bilateral or 

complicated inguinal hernias and any contraindication to regional anesthesia, namely; patients 

with coagulopathy, infection at puncture site, spine deformity or prior surgery, neuromuscular 

disorders. The local ethical committee Review Board at Faculty of Pharmacy, Ain Shams 

University, approved the study protocol, and the study was performed in accordance with the 

Declaration of Helsinki  . All caregivers of enrolled children provided a written informed 

consent. 

2.1. Preoperative management 

The patients were screened for suitability by:1.History from parents about 

common cold, wheezy chest, cough and expectoration, fever and congenital 

anomalies.2. Physical examination: chest and heart auscultations, abdominal 

examination and examination of the back especially sacral area. 3. Investigations: 

complete blood picture, coagulation profile, and chest X-ray. 

Subjects were randomized into one of two study groups (25 patients in each); the 

first group received caudal bupivacaine 0.25 % 1ml / kg plus fentanyl 1μg/kg, the 

second group recieved caudal bupivacaine 0.25 % 1 ml /kg  plus dexmedetomidine 1 

μg/kg. 

2.2. Anesthetic management 

Patient monitoring was carried out via: pulse oximetry, 5-lead ECG, non-

invasive blood pressure monitoring and capnography. Under strict aseptic technique, 

caudal block was performed in the lateral decubitus position using 22 G spinal needle at 

the L3–L4 interspace after Inhalation induction using sevoflurane, followed by 

http://www.sciencedirect.com/science/article/pii/S1110184912000803
http://www.sciencedirect.com/science/article/pii/S1110184912000803
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intravenous canulation using 22 or 24 cannula, after that laryngeal mask of appropriate 

size had been used for securing airway. Maintenance of anesthesia had been done by 

sevoflorane. Surgery was started usually after 15 minutes from caudal analgesia. 

The studied solution was slowly injected over 10 s then the patient was turned 

supine. The study was carried out in a single-blind fashion. The time at which the 

injection was completed was considered the zero time of the study and all the times 

were recorded from this time. Intraoperative monitoring of heart rate, mean arterial 

blood pressure and oxygen saturation, respiratory rate as well as response to surgical 

stimulus (movement) were recorded 5 min from the zero time then every 15 min. Any 

episodes of bradycardia, hypotension or desaturation were recorded. After completion 

of surgery, patients were transferred to the recovery room awake and were evaluated in 

terms of pain and sedation using FLACC scale and Ramsay Sedation Scale, 

respectively.  Assessments were made immediately after the transfer and then after 15 

minutes then after 30 min then every hour until they were ready to leave the hospital.  

The hemodynamic parameters including heart rate, mean blood pressure and 

peripheral oxygen saturation were recorded in post anesthetic care unit (PACU) every 

1h till complete recovery from anesthesia. Rescue analgesic medication was done with 

the use of intramuscular diclofenac 1mg/kg and the total analgesic requirements in the 

first 8 h after surgery were recorded. If the patient did not require analgesics for 24 

hours, it was registered under the category of no necessity for analgesics. The time 

interval between the conduction of caudal block and time of receiving the first dose of 

analgesic was considered as duration of post-operative analgesia. Patients who 

experienced itching, nausea, vomiting and urine retention were recorded. 

2.3. Statistical analysis 

Statistical analysis was performed using SPSS software (statistical package for 

the social sciences, version 21, SPSS Inc., Chicago, IL, USA). Numeric values were 

expressed as mean & standard deviation. Comparison of two mean values was done 

using the independent t test or Mann Whitney test depending on the type of data. Fisher, 

chi square and freidman tests used also in statistical analysis. All p-values were two 

sided. P values ≤ 0.05 were considered significant. 

3. Results: 

Out of a total of 105 children screened, 50 children fulfilled the inclusion criteria 

& were included in the study. There was no significant difference between both groups 

in age, gender, weight or hernia side.  Moreover, no significant difference was found 

between both groups in all the measured preoperative clinical characteristics including; 

pulse, respiratory rate, oxygen saturation (SaO2) and systolic (SBP) and diastolic blood 

pressure (DBP), (Table 1). 

The mean pulse was significantly higher in the preoperative versus the 

intraoperative period and in the postoperative versus the preoperative period in both 
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groups. The mean SBP was significantly higher in the preoperative versus the 

intraoperative period in the 2 groups. The mean DBP was significantly higher in the 

preoperative versus both the intraoperative and postoperative periods in both groups 

(Table 2). 

The number of patients who developed nausea, vomiting and dry mouth in the 

immediate postoperative period was significantly higher in bupivacaine-fentanyl (BF) 

group versus bupivacaine-dexmedetomidine (BD) group. While there was no significant 

difference at day-1 postoperative between the 2 groups (Table 3). 

There was no significant difference in the number of patients who developed 

urinary retention or itching neither in the immediate postoperative period nor at day-1 

postoperative between the 2 groups (Table 3). 

The FLACC scale, Ramsay score and respiratory rate were not significantly 

different between the 2 groups in neither the immediate postoperative period nor the 8-

hrs postoperative period. While, the FLACC scale and respiratory rate were 

significantly lower in BD group versus BF group at the 2-hrs and 4-hrs postoperative 

periods, and the Ramsay score was significantly lower in the BF group versus BD group 

at both the 2-hrs and 4-hrs postoperative periods (Table 4). 

The need for analgesia was not significantly different between the 2 groups in 

neither the immediate postoperative, 2-hrs, 4-hrs nor the 8-hrs postoperative period, and 

there was no significant difference between both groups in the total analgesic doses 

used postoperatively. 
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Table 1:Patients’ demographics and preoperative data 

 

Parameter Group 1 Group 2 P value 

Gender; n (%) 

Male 

Female 

 

21 (84%) 

4 (16%) 

 

21 (84%) 

4 (16%) 

 

1.00           # 

Age (yrs); mean± S.D 2.9± 0.7 3.1± 0.7 0.379         ¶ 

Weight  (Kg); mean± S.D 14.1± 2.5 14.4± 2.3 0.701         ¶ 

Hernia side; n (%) 

Right 

Left 

 

12 (48%) 

13 (52%) 

 

9 (36%) 

16 (64 %) 

 

0.39            § 

Preoperative Data: 

Pulse (bpm); mean± S.D 120.1±15.3 116.5±17.1 0.204          ¥ 

Systolic BP (mmHg); mean± S.D 95.8±7.7 95±6.9 0.80            ¥ 

Diastolic BP (mmHg); mean± S.D 55.6±7.8 53.2±7.1 0.253          ¥ 

SaO2; mean± S.D 98.6±1.5 97.8±1.6 0.071          ¥ 

Abbreviations; yrs (years); SaO (oxygen saturation) 

Statistical tests; #Fisher’s exact;§ Chi Square; ¶ t test; ¥ ANOVA with repeated 

measures.* p values <0.05 are considered significant. 
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Table 2: Clinical data evaluation at the preoperative, intraoperative & 

postoperative periods between the 2 groups 

 

Parameter Group 1 Group 2 
ANOVA with 

repeated measure 
P value 

Pulse (bpm); mean± S.D 

Pre-operative 

Intra-operative 

Post-operative 

 

120.1± 

15.3 

112.7± 

13.1 

135.3± 

11.5 

 

116.5± 

17.1 

106.4± 

22.4 

130.4± 

15.0 

 

Group 

Time 

Group time interaction 

 

0.204 

< 0.001* 

0.787 

Systolic BP(mmHg); 

mean± S.D 

Pre-operative 

Intra-operative 

Post-operative 

 

 

95.8±7.7 

92.4±7.5 

95.8±7.3 

 

 

95.0±6.9 

91.2±5.8 

96.4±7.6 

 

 

Group 

Time 

Group time interaction 

 

 

0.800 

< 0.001* 

0.415 

Diastolic BP(mmHg); 

mean± S.D 

Pre-operative 

Intra-operative 

Post-operative 

 

 

55.6±7.8 

52.6±7.4 

54.0±8.2 

 

 

53.2±7.1 

50.0±6.9 

52.0±8.2 

 

 

Group 

Time 

Group time interaction 

 

 

0.253 

< 0.001* 

0.999 

SaO2(%); mean± S.D 

Pre-operative 

Intra-operative 

 

98.6±1.5 

98.3±1.6 

 

97.8±1.6 

98.1±1.5 

Group 

Time 

Group time interaction 

0.071 

0.861 

0.384 

Abbreviations;SaO (oxygen saturation) 

Statistical test: ANOVA with repeated measures, * p values <0.05 are considered 

significant. 
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Table 3: Frequency of side effects in both groups in the immediate postoperative 

period & one day postoperative 

Parameter Group 1 Group 2 Total P value 

Nausea & Vomiting; n (%) 

Immediate post-operative 

No 

Yes 

One Day post-operative  

No 

Yes 

 

 

16 (64%) 

9 (36 %) 

 

22 (88%) 

3 (12%) 

 

 

25 (100%) 

0 (0%) 

 

23 (92%) 

2 (8%) 

 

 

41 (82%) 

9 (18%) 

 

45 (90%) 

5 (10%) 

 

0.002* 

 

 

Urinary retention; n (%) 

Immediate post-operative 

No 

Yes 

One Day post-operative 

No 

Yes 

 

 

25 (100%) 

0 (0%) 

 

25 (100%) 

0 (0%) 

 

 

25 (100%) 

0 (0%) 

 

25 (100%) 

0 (0%) 

 

 

50(100%) 

0 (0%) 

 

50(100%) 

0 (0%) 

 

Dry Mouth; n (%) 

Immediate post-operative 

No 

Yes 

One Day post-operative 

No 

Yes 

 

 

18 (72%) 

7 (28%) 

 

21 (84%) 

4 (16%) 

 

 

25 (100%) 

0 (0%) 

 

23 (92%) 

2 (8%) 

 

 

43 (86%) 

7 (14%) 

 

44 (88%) 

6 (12%) 

 

 

 

0.010* 

 

 

0.667 

Itching; n (%) 

Immediate post-operative 

No 

Yes 

One Day post-operative 

No 

Yes 

 

 

24 (96%) 

1 (4%) 

 

24 (96%) 

1 (4%) 

 

 

25 (100%) 

0 (0%) 

 

24 (96%) 

1 (4%) 

 

 

49 (98%) 

1 (2%) 

 

48 (96%) 

2 (4%) 

 

Statistical test: Fisher’s Exact test, * p values <0.05 are considered significant. 
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Table 4: Comparison of FLACC scale, RAMSAY scale, respiratory rate & the 

need for analgesia between the 2 groups in the post-operative period 

Parameter  Group 1 Group 2 P value 

FLACC scale; median (min-max) 

- Immediate postoperative 

- 2-hrs postoperative 

- 4-hrs postoperative 

- 8-hrs postoperative 

 

0 (0- 9) 

6 (2-8) 

6 (2-8) 

3 (2-9) 

 

0 (0-5) 

3.5 (2- 6) 

3.5 (2- 6) 

3.5 (2- 6) 

 

¶  #0.61 

¶  #0.004 * 

¶ # 0.002 * 

¶ # 0.231 

Ramsay scale; median (min-max) 

- Immediate postoperative 

- 2-hrs postoperative 

- 4-hrs postoperative 

- 8-hrs postoperative 

 

 

5 (1-5) 

1 (1-2) 

1 (1-2) 

2 (1-2) 

 

 

5 (2-5) 

2 (1-2) 

2 (1-2) 

2 (1-2) 

 

 

¶  #0.939 

¶  #0.014 * 

¶  #0.006 * 

¶  #0.793 

Respiratory Rate; (mean± S.D) 

- Immediate postoperative 

- 2-hrs postoperative 

- 4-hrs postoperative 

- 8-hrs postoperative 

 

28.5±3.2 

38.9±3.2 

38.6±3.3 

38±2.7 

 

29.3±4.5 

35.9±2.6 

35.6±2.9 

35.9±3 

 

0.490 

0.004 * 

0.007 * 

0.065 

Need for Analgesia; n (%) 

- Immediate postoperative 

No 

Yes 

- 2-hrs postoperative 

No 

Yes 

- 4-hrs postoperative 

No 

Yes 

- 8-hrs postoperative 

No 

Yes 

Total analgesic dose (mg); median (min- max) 

 

 

 

 

20 (80%) 

5 (20%) 

 

24 (96%) 

1 (4%) 

 

24 (96%) 

1 (4%) 

 

20 (80%) 

5 (20%) 

 

270 (165- 675) 

 

 

22 (88%) 

3 (12%) 

 

25 (100%) 

0 (0%) 

 

25 (100%) 

0 (0%) 

 

20 (80%) 

5 (20%) 

 

240 (150- 652.5) 

 

 

€ 0.702 

 

 

€  

 

 

€ 

 

 

 

1.00 

 

 

 

0.785 

Statistical test; #, Mann Whitney test to compare between groups ¶,Freidman's test to compare within groups; ¥, ANOVA test with 

repeated measures; €, Fisher’s exact test. * p values <0.05 are considered significant 
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4.Discussion: 

Results of the current study demonstrated that adding dexmedotomedine to 

Bupivacaine caudal anesthesia was accompanied by better pain relief and less sedation 

at 2 and 4 hours postoperative and less nausea, vomiting and dry mouth in the 

immediate postoperative period as compared to fentanyl addition to Bupivacainein 

pediatric patients with unilateral uncomplicated inguinal hernia. 

In the current study, the median FLACC scale was significantly lower in the BD 

group versus the BF group at both the 2-hrs and 4-hrs postoperative periods denoting 

better control for pain and better analgesic effect with dexmedotomedineaddition to 

Bupivacaine. Similarly, Sharp et al, reported that dexmedetomidine was a useful 

sedative (Sharp et al, 2014). Moreover, Gupta R etal, reported that intrathecal 

dexmedetomidine was associated with prolonged motor and sensory block and 

hemodynamic stability as compared to fentanyl (Gupta R et al, 2011). 

Results of the current study has shown that the Ramsay score was significantly 

lower in the fentanyl group versus the dexmedetomidine group at both the 2-hrs and 4-

hrs postoperative periods denoting better sedation in the dexmedetomidine group in 

which the patients were more cooperative, orientated and tranquil compared to patients 

in the fentanyl group who were more anxious and restless. Similarly, Saadawyi etal, 

reported that caudal dexmedetomedinewas found to be a promising adjunct to provide 

excellent analgesia without side effects over a 24-h period and had the advantage of 

keeping the patients calm and sedated for a prolonged time (Saadawyi etal, 2009). 

In the current study, the mean respiratory rate was significantly lower in the 

dexmedetomidine group than the fentanyl group at both the 2-hrs and 4-hrs 

postoperative periods but comparing the change over time between the 2 groups, there 

was no significant difference in the mean oxygen saturation from the preoperative 

versus the intraoperative periods in both groups. Moreover, there was no significant 

difference between the 2 groups at each time interval denoting that adding 

dexmedetomidine to caudal bupivacaine did not negatively affect respiratory functions. 

Similarly, El-Hennawy etal, reported a non-significant difference in the incidence of 

haemodynamic changes or respiratory depression when dexmedetomidine was added to 

caudal bupivacaine (El-Hennawy et al, 2009). Moreover, Sukhminder etal, reported that 

dexmedetomidine was a better adjuvant than clonidine in epidural anesthesia in terms of 

patient comfort, stable cardio-respiratory parameters, intra-operative and post-operative 

analgesia. Respiratory depression was not observed in any patient from either groups 

(Bajwa et al, 2011). 

Regarding the postoperative need for analgesia in the current study, there was no 

significant difference between the 2 groups in neither the immediate postoperative 

period, 2-hrs, 4-hrs nor the 8-hrs postoperative period, neither was there a significant 

difference between both groups in the total analgesic doses used postoperatively. 

http://www.ncbi.nlm.nih.gov/pubmed/?term=Gupta%20R%5Bauth%5D
http://www.ncbi.nlm.nih.gov/pubmed/?term=Gupta%20R%5Bauth%5D
http://bja.oxfordjournals.org/search?author1=A.+M.+El-Hennawy&sortspec=date&submit=Submit
http://bja.oxfordjournals.org/search?author1=A.+M.+El-Hennawy&sortspec=date&submit=Submit
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Similarly, Gupta et al, reported that dexmedetomidine was associated with 

prolonged motor and sensory block, hemodynamic stability, and reduced demand for 

rescue analgesics in 24 hours as compared to fentanyl but the difference was not 

significant (Gupta et al., 2011). 

The current study showed that fentanyl was more significantly associated with 

nausea, vomiting and dry mouth as compared to dexmedetomidine. Similarly, Singh J 

etal, reported that bupivacaine-fentanyl mixture caused nausea and vomiting and itching 

as adverse effects in a significant rate while bupivacane-clonidine mixture didn’t cause 

any of them (Singh J et al, 2012). 

In conclusion, addition of dexmedetomidine to bupivacaine 0.25% was more 

advantageous than fentanyl with special regard to its sedative properties and 

neurological safety in day case pediatric surgical patients with unilateral uncomplicated 

inguinal hernia. 
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تقييم مذى الأمان وانفاعهية نهتخذير انىصفي نهبيوبيفاكيه / ديكسميذيتوميذيه مقاروة بانبيوبيفاكيه / فىتاويم في 

 إصلاح انفتق الإربي الأحادى بالأطفال.

 رَى طهُى، يادظخُز، أًٍَ انبغذادٌ، دكخىراِ، نًُاء انىكُم، دكخىراة وعبذ انعشَش عبذالله ، دكخىراة

 ُُُكُت، كهُت انصُذنت ، دايعت عٍُ شًض، انماهزة، يصز.لظى انصُذنت الإكه

 لظى دزاحت الأطفال، كهُت انطب ، دايعت عٍُ شًض ، انماهزة، يصز.

 لظى انخخذَز، كهُت انطب، دايعت عٍُ شًض، انماهزة، يصز.

 :انمهخص

ةٍ أَاةا يةٍ انخهفُت وانهذف: انًظكُاث انفعانت بعذ انعًهُت انذزاحُت هايت يٍ ودهةت َرةز انًةزَو، وًَ كٌّ

ححظٍُ انُخائخ انظزَزَت. هذفج هذِ انذراطت إنً يمارَت حأثُز انخخذَز انُصفٍ بىبُفكٍُ بالإضافت إنً انفُخاَُم يمابم 

عهةً انخعةافٍ يةٍ انخخةذَز، وحظةكٍُ الأنةى بعةذ انعًهُةت انذزاحُةت انًطهىبةت  بىبُفكٍُ بالإضافت إنةً دَكظةًُذَخىيُذٍَ

ًااعفاث انعصبُت فٍ إصةحر انفخةك الإربةٍ انغُةز يعمةذ نًزضةً الأطفةال يةٍ داَةب واطخمزار انذورة انذيىَت وان

 واحذ.

(، حخةزاور أعًةارهى بةٍُ 1طفم )َصُُفىٌ وفما ً نهذًعُت الأيزَكُت نهخخةذَز كحانةت  05انًزضً وانطزق: 

شةكم عشةىائٍ طُىاث َعاَىٌ فخك إربٍ يٍ داَب واحذ غُز يعمذ حعايم كحالاث انُىو انىاحذ حةى حخصُصةها ب 2-4

 1كذةى، وانفُخاَُةم  \يةم  1٪ 5.20، وحخهمةً بىبُفاكةاٍَُ )ب ف( فٍ أٌ يٍ انًذًىعت الأونً بانبُىبُفاكٍُ / فُخاَُم

كذةى،  \يةم  1٪ 5.20، وحخهمً بىبُفاكاٍَُ )ب د( نهبُىبُفاكٍُ / دَكظًُذَخىيُذٍَ 2كغ، أو انًذًىعت  \يُكزوغزاو 

 .كغ دَكظًُذَخىيُذٍَ \يُكزوغزاو  1 و

ودةةزي حمُةةُى انًزضةةً يةةٍ حُةةت الأنةةى وانخخةةذَز باطةةخخذاو يمُةةاص فةةحن وححذَةةذ يةةذي انخخةةذَز باطةةخخذاو 

يمُاص رايشٌ. حى حمُُى اطخمزار انذورة انذيىَت وانًااعفاث انعصبُت خحل فخةزة يةا بعةذ انذزاحةت وَةىو واحةذ بعةذ 

 انعًم انذزاحٍ.

يذًىعةةةت )( د( يمابةةةم يذًىعةةةت )( ف(. كاَةةةج  ألةةةم بكجُةةةز فةةةٍانُخةةةائخ: كةةةاٌ يخىطةةةلا يمُةةةاص فةةةحن 

انًااعفاث انعصبُت أعهً بكجُز فٍ يذًىعت )( ف( فىرا بعةذ انعًةم انذزاحةٍ، فةٍ حةٍُ نةى َكةٍ هُةان اخةخحف 

كبُز بٍُ انًذًىعخٍُ فٍ اول َىو بعذ انعًم انذزاحٍ. نى َكٍ هُان فزق كبُز بٍُ انًذًىعخٍُ يٍ حُت الاطخمزار 

يمُاص رايشٌ ألم فٍ يذًىعت )( ف( يمابم يذًىعت )( د(، فةٍ حةٍُ بهةغ ىَت. وكاٌ يخىطلا بانُظبت نهذورة انذي

بةٍُ يعذل انخُفض ألم فٍ )( د( يمابم )( ف(، فٍ حةٍُ نةى َكةٍ هُةان اخةخحف كبُةز فةٍ حشةبا يخىطةلا الأكظةذٍُ 

خُفظةةٍ، وكاَةةج انحادةةت انًذًةةىعخٍُ يًةةا َةةذل عهةةً اٌ يةةذي انخخةةذَز أفاةةم فةةٍ )( د( دوٌ انخةةأثُز عهةةً انذهةةاس ان

 نهًظكُاث لا حخخهف كجُزا بٍُ انًذًىعخٍُ.

 8و  4الاطةخُخاح: إضةةافت دَكظةةًُذَخىيُذٍَ إنةةً بةةىبُفكٍُ أدٌ إنةةً حخفُةةف أفاةةم نةةدلاو وحُةةىَى ألةةم عُةةذ 

اَُةم طاعاث بعذ انعًهُت انذزاحُت وألم غجُاٌ ولٍء ودفاف انفى فٍ فخزة يا بعذ انذزاحةت انعادهةت بانًمارَةت يةا انفُخ

 فٍ إصحر انفخك الإربٍ انغُز يعمذ نًزضً الأطفال يٍ داَب واحذ.

 


