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Introduction: Dexmedetomidine {dex), a novel highly selective ag-agonist, has sedative
effects.1 A single intravenous bolus given 10 min before the induction of anesthesia,
attenuated the hemodynamic response to intubation and decreased the isoflurane
requirements during hysterectomy.2 Iv. dex has also diminished the need of thiopental
during currettage of uterus.3 In experimental animals dex was able to reduce the MAC
concentration of isoflurane by over 90%.4 The present study evaluated the usefulness of
iv. dex infusion as anesthetic adjuvant in patients undergoing abdominal hysterectomy.

Methods: The study was approved by the Ethical Committee of the Hospital and
comprised 34 consenting healthy women.The first part of the study (14 pts) was an
open dose-finding study. After the suitable dose level of dex had been determined, the
study was continued as a double-blind placebo-controlled trial (20 pis). Prior to the
infusion glycopyrrolate 0.2mg was given iv. Dex was administered as a 2-speed
intravenous infusion, which was started 10 min before the induction of anesthesta. In the
dose-finding part, the first infusion regimen consisted of a 120ng/kg/min loading dose
for 10 min followed by 6ng/kg/min maintenance dose. The loading dose was increased at
50 ng/kg/min increments, and the corresponding increase for the maintenance dose was
2.5ng/kg/min based on pharmacokinetic parameters according to Wagner.5

BP (a-line) and HR were recorded at 1 min intervals from 11 min before induction until 10
min after intubation and thereafter at 2 min intervals, Just prior to the induction
vecuronium 0.6 mg and fentanyl 1.0pg/kg were administered, and at the induction the
loading dose was switched to the maintenance dose, which was continued until the fascial
closure. Anesthesia was induced with thiopental 4.0mg/kg and succinylcholine was given
to facilitate intubation, After intubation vecuronium 3.0 mg was administered and
relaxation was maintained at 85% by administering additional 1.0mg doses of vecuranium.
Following intubation anesthesia was maintained with N20/02 (70/30%). 1.0pg/kg of
fentanyl was given intravenously to all patients 2 min before the first surgical incision.
Isoflurane was administered in order to keep MAP in 15% limits of the baseline values and
HR in 20 % limits, or if any signs of light anesthesia as e.g. bucking, lacrimation, swealing,
or any movement was observed. Isoflurane was started at 0.5%e.t. concentration and if
this was insufficient to return BP or HR to acceptable values within 3 min, the
concentration was increased in 0.2% steps up to a maximum of 1.9%. Once isoflurane had
been taken into use, the e.l. conc. was recorded at 2 min intervals. Student's t-test was
used to compare the need of isoffurane and ANCOVA for hemodynamic parameters in the
comparative part of the study. .

Resulls; According to the open dose-finding study, loading dose was chosen to be
170ng/kg/min and maintenance dose 10 ngkg/min, bacause only slight hemodynamic
changes were noticed during the pre-induction time, and the reduction in the need of
isoflurane during surgery was still remarkable.

In the comparative part of the study, dex infusion reduced HR and increased mean BP
during the loading dose compared to saline. After intubation the maximal increase in
HR, but not in blood pressure, was attenuated in the dex group. In the patients treated
with dex infusion the reduction in the need of isoflurane during the surgery was about 90
% compared to those treated with saline (p=0.02). In the recovery room there were no
differences in the incidence of nausea or vomiting or in the amount of analgesic needed. 4
of 10 patients treated with dex, needed atropine for bradycardia (HR less than 40).
_Discussion: Dexmedetomodine infusion attenuated HR response to intubation and
reduced the need of isoflurane during the surgery. In the recovery room,
dexmedetomidine treated patients needed atropine more often.
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The optimal anesthetic management in ophthalmic
surgery should provide low intraocular pressure (IOP),
adequate level of anesthesia and cardiovascular
stability. Alpha-2-adrenoceptor agonists have been
found to reduce intraocular pressure, improve
perioperative hemodynamic stability and decrease
anesthetic requirement in ophthalmic surgery.!

We studied the effects of dexmedetomidine (DEX)?, a
new, highly selective and specific alpha-2-
adrenoceptor agonist, on IOP, adrenergic hormonal and
hemodynamic responses to laryngoscopy and endotracheal
intubation and evaluated its effects on anesthetic
reguirements in patients undergoing elective cataract
surgery.

Methods: With written informed consent and Ethics
Committee approval, 30 ASA 1-2 patients were randomly
and in a double-blind fashion allocated to receive
either 0.6 Mg/kg of DEX or placebo i.v. 10 min before
induction of anesthesia. Glycopyrrolate 4 pg/kg was
administered prior to induction. Anesthesia was
induced with thiopental and maintained with 70/30%
N,0/0, supplemented with fentanyl 2 Mg/kg. Pancuronium
(0.1 mg/kg) was used as a muscle relaxant before
endotracheal intubation. The hemocdynamic endpoint of
the anesthetic management was to maintain blood
pressure (BP) and heart rate (HR) within 20 % limits
of the preoperative values. Hypertension or/and
tachycardia were treated with isoflurane at 0.5 %
increments or with 1 pg/kg of fentanyl.IOP, HR, BP and
plasma catecholamine levels: adrenaline (A),
noradrenaline (NA), 3,4, -dihydroxyphenylglycol (DHPG)
were recorded at various stages of anesthesia.
Results: The groups were comparable with regard to
age, weight, sex and preoperative values of IOP and
hemodynamic variables. Before induction of anesthesia
DEX was associated with a 34 % (95% confidence
interval (CI): 27-43%) reduction in IOP, and 62 % (CI:
57-68%) reduction in plasma norepinephrine (NE)
concentrations. Following intubation the maximum HRs
were 18% (CI: 3%-33%) and the maximum IOP 27 % (CI:
11-43 %) lower in the DEX group when compared with
placebo. DEX reduced the induction dose of thiopental
(P<0.05) and the requirement of isoflurane (P<0.05)
and/or fentanyl supplementation during anesthesia. The
recovery time (response to verbal command after
termination of N,0 administration) was shorter in the
DEX group (p<0.05).

Discussion: This study demonstrates that DEX may be
beneficial as premedication in ophthalmic surgery,
because it decreases IOP and attenuates the
hemodynamic and sympatho-adrenal responses to
laryngoscopy and endotracheal intubation. Furthermore,
DEX reduces the requirements of thiopental, fentanyl
and isoflurane, and provides faster recovery.
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