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A B S T R A C T  
B A C K G R O U N D :  The ideal postoperative analgesia management of elderly surgical 

patients in intensive care units (ICUs) is continually being investigated. 
OBJECTIVE: The purpose of this study was to assess the effectiveness and toler- 

ability of IV administration of dexmedetomidine as an adjunct to a low-dose epidural 
bupivacaine infusion for postoperative analgesia after abdominal surgery in elderly 
patients in the ICU. 

METHODS: ICU patients aged >70 years undergoing abdominal surgery were 
eligible for the study. A lumbar epidural catheter was inserted at the beginning of the 
surgery with no medication. On arrival at the ICU, the catheter was loaded with 0.25% 
bupivacaine 25 mg at the T8 to T10 sensory level, and a continuous infusion of 0.125% 
bupivacaine was started at 4 to 6 mL/h in combination with patient-controlled epidural 
analgesia (PCEA) of fentanyl (4 pg/bolus) for pain treatment. Patients in the treatment 
group received dexmedetomidine as an IV loading dose of 0.6 pg/kg for 30 minutes 
followed by continuous infusion at 0.2 gg/kg • h 1. Patients in the control group were 
not administered dexmedetomidine. The effectiveness of the pain relief was determined 
using a visual analog scale (VAS) (0 no pain to 10 worst pain imaginable) at rest. 
VAS score, heart rate (HR), systolic blood pressure (SBP), diastolic blood pressure, and 
arterial blood gases were monitored periodically for 24 hours after surgery. I f  required, 
tenoxicam (20-mg IV bolus) was used to ensure a VAS score of <3. The number of times 
PCEA and tenoxicam were administered and the occurrence of adverse events (AEs) 
were also recorded. 

R E S U L T S :  Sixty patients (34 men, 26 women; mean [SD] age, 75.96 [4.25] years; 
mean [SD] weight, 74.13 [10.62] kg) were included in the study. VAS scores were signifi- 
cantly lower in the dexmedetomidine group compared with the control group at hours 
1, 2, and 12 (VAS [hour 1]: 2.8 [0.4], P < 0.001; VAS [hour 2]: 2.7 [0.5], P < 0.001; and 
VAS [hour 12]: 0.9 [0.7], P 0.044). The mean number of administrations of fentanyl 
via PCEA was significantly greater in the control group compared with the dexmedeto- 
midine group (2.20 vs 6.63 times; P < 0.001). The mean number of administrations of 
tenoxicam was significantly lower in the treatment group than the control group (0.27 
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vs 1.07 times; P < 0.001). In the control group, the decreases in sedation at 0, 8, 12, 16, 
and 20 hours were significant compared with baseline (P 0.024, P 0.001, P 0.020, 
P < 0.001, and P 0.005, respectively). Mean HR, SBR and AEs (eg, bradycardia [HR 
<60 beats/mini, respiratory depression [respiratory rate <8 breaths/mini, hypotension 
[SBP <90 mm Hg], oversedation, hypoxia, and hypercapnia) decreased significantly in 
the dexmedetomidine group (all, P < 0.05). Significantly more patients in the dexmede- 
tomidine group rated their satisfaction with postoperative pain control as excellent 
compared with the control group (12 vs 6 patients; P 0.014). 

C O N C L U S I O N "  Intravenous dexmedetomidine was e**ective and generally well 
tolerated as an analgesic adjunct to epidural low-dose bupivacaine infusion for pain 
treatment, with lower need for opioids after abdominal surgery in these elderly intensive 
care patients than in the control group. (Curt Ther Res Clin Exp. 2008;69:1628) © 2008 
Excerpta Medica Inc. 

K~'Y WORDS" postoperative analgesia, elderly patients, dexmedetomidine, epidural 
analgesia. 

I N T R O D U C T I O N  
Elderly surgical patients in intensive care units (ICUs) manifest specific characteristics, 
including cardiac conditions, systemic pathologies, and increased sensitivities to seda- 
tives and analgesics, that require additional attention when choosing the appropriate 
analgesic routes of administration and drugs) 3 

Epidural analgesia is the most commonly recommended method for postoperative 
pain management of this age group) However, choosing the optimal epidural drug is 
still the subject of many investigations. 2,4 Using only local anesthetics at eftective doses 
raises concerns about adverse events (AEs), such as hypotension, bradycardia, motor 
weakness, and elevation in block level. 30pioid combinations may not provide satisfac- 
tory results, as they are associated with respiratory failure, nausea, and vomiting. 2,3 

Because of its eftective sedative properties, use of the ot2-agonist dexmedetomidine 
in intensive care patients is under study. 54 Its use in pain management has also been 
studied because of its analgesic attributes. 8 11 However, as with other Ot2-agonists, the 
AEs associated with dexmedetomidine (eg, bradycardia, hypotension), which are caused 
by its central sympatholytic eftects, are still being investigated. 7,12 

The aim of this study was to investigate the eftectiveness and tolerability of the 
analgesia obtained by combining a low-dose local anesthetic in epidural analgesia with 
IV dexmedetomidine infusion for postoperative pain management of elderly surgical 
intensive care patients. 

P A T I E N T S  A N D  M E T H O D S  
The ethics committee of Baskent University School of Medicine, Adana, Turkey, 
approved the study, which was designed as a prospective clinical investigation with 
patients aged >70 years who were to undergo major abdominal surgery and to be moni- 
tored postoperatively in the ICU of the university. Patients with advanced heart failure 
(ejection fraction <30%); respiratory failure; indications for mechanical ventilation; a 
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diagnosis of kidney or liver failure; use of long-term narcotic drugs for any reason; or 
a history of vertebral surgery, coagulation defect, bleeding diathesis, sepsis, shock, or a 
neurologic pathology similar to dementia that might hamper their ability to cooperate 
were excluded from the study. Written informed consent was obtained from all partici- 
pants prior to study enrollment. 

Anesthesia was induced using IV thiopental sodium 5 mg/kg and fentanyl 1 lag/kg; 
IV vecuronium 0.1 mg/kg was administered for muscle relaxation. After endotracheal 
intubation, anesthesia was to be maintained using 1% isoflurane and nitrous oxide in 
50% oxygen. The patient was placed in the left lateral position, and an 18-gauge epi- 
dural catheter (Portex ® Epidural Minipack, Smiths Medical, Hythe, United Kingdom) 
was inserted into the L3 to L4 intervertebral space. Surgery was performed without 
sending any medication or saline through the catheter. 

After surgery, patients were extubated and transferred to the ICU. No vasoactive 
drug was administered to the patients. Fluid was administered to maintain central 
venous pressure at 7 to 9 mm Hg and hematocrit >30%. After the initial administra- 
tion of 0.25% plain bupivacaine 25 mg (AstraZeneca LP, Wilmington, Delaware) epi- 
durally as the loading dose, 0.125% plain bupivacaine was started at an infusion rate of 
4 to 6 mL/h to achieve analgesia at the T8 to T10 sensory level. 

The study was designed as a pseudorandomized clinical trial. After achieving ade- 
quate analgesia, the patients were divided into 2 groups based on the order in which 
they were admitted to the ICU. The patients and the investigators assessing responses 
and AEs were blinded to treatment allocation. Dexmedetomidine* was administered to 
the treatment group at an infusion rate of 0.6 lag/kg for 30 minutes and maintained at 
0.2 lag/kg • h 1. The control group was not administered dexmedetomidine. 

A visual analog scale (VAS) (0 no pain to 10 worst pain imaginable) was used to 
assess pain intensity and a sedation-agitation scale (SAS) (1 unarousable to 7 dan- 
gerous agitation) was used to assess sedation level. 13 Analgesia was planned to assure a 
VAS score <3 in both groups. The analgesia level could be increased when required (ie, 
VAS score >3 after 30 minutes of analgesia) using patient-controlled epidural analgesia 
(PCEA) with fentanyl 2-mL/bolus (2 lag/mL) and a lockout time of 10 minutes. In addi- 
tion, tenoxicam (20-mg IV bolus) could be administered, if required (ie, VAS score >3 
after 30 minutes of epidural fentanyl administration). 

Analgesia level, hemodynamic parameters (heart rate [HR], systolic blood pressure 
[SBP], and diastolic blood pressure [DBP]), arterial blood gases, peripheral oxygen satu- 
ration, and sedation level at 0, 0.5, 1, 2, 4, 8, 12, 16, 20, and 24 hours were recorded 
for all study patients. Hemodynamic parameters, blood gas analysis, and respiratory 
function were used to assess the effectiveness and tolerability of pain treatment. AEs (eg, 
bradycardia [HR <60 beats/mini, respiratory depression [respiratory rate <8 breaths/ 
mini, hypotension [SBP <90 mm Hg], oversedation, hypoxia, and hypercapnia) were 
assessed throughout the study. The number of PCEA administrations of fentanyl and 
the number of tenoxicam doses were determined at the end of the 24-hour postsurgi- 
cal period. The patients were also asked if they experienced any AEs, and they were 

*Trademark: Precedex ® (Hospira Inc., Lake Forest, Illinois). 
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specifically asked about nausea and vomiting, pruritus, or unexpected headache (all 
epidural catheters were inserted very carefully to prevent spinal headache). At the end 
of the study, patient satisfaction with postoperative pain control was investigated using 
a validated scale (1 bad, 2 moderate, 3 good, 4 excellent). 14 

S T A T I S T I C A L  A N A L Y S I S  

Statistical analysis was performed using the Statistical Package for Social Sciences, 
version 11.0 (SPSS Inc., Chicago, Illinois). The Student t test and paired t test were used 
to analyze normally distributed data. Data that were not normally distributed were 
assessed using the Mann-Whitney U test and Wilcoxon signed-rank test. P < 0.05 
was considered to be statistically significant. A sample size of 22 patients per group 
was determined, through power analysis (o~ 0.05; ~ 0.90), to be needed to detect a 
decrease in VAS score to three 1 hour postoperatively with an SD of 1. Thirty patients 
were enrolled per group to account for dropouts. 

R E S U L T S  
Sixty patients (34 men, 26 women; mean [SD] age, 75.96 [4.25] years; mean [SD] 
weight, 74.13 [10.62] kg) were included in the study. No significant differences were found 
between the groups in age, sex, weight, height, or duration or type of surgery (Table). 

During the course of the study, hemodynamic parameters (HR, SBP, DBP) in the 
dexmedetomidine and control groups decreased significantly compared with baseline 
values (all, P < 0.05) (Figure 1). While the mean H R in the treatment group was 
significantly lower at hour 2 compared with the control group (86.43 [5.26] vs 93.03 

Table. Baseline demographic and clinical characteristics of elderly intensive care 
patients requiring abdominal surgery (N = 60).*  

Dexmedetomidine Control 
Group Group 

Variable (n = 30) (n = 30) 

Age, mean (SD), y 75.66 (3.86) 76.26 (4.66) 
Sex, no. (%) 

Male 16 (53.3) 18 (60.0) 
Female 14 (46.7) 12 (40.0) 

Weight, mean (SD), kg 73.43 (9.98) 74.83 (11.35) 
Height, mean (SD), cm 167.03 (8.45) 158.80 (23.82) 
Duration of surgery, mean (SD), min 269.33 (78.86) 269.00 (89.03) 
Type of surgery, no. 

Whipple surgery 7 7 
Total or hemicolectomy 11 9 
Intestinal resection 8 9 
Radical cystectomy 4 5 

*No significant between-group differences were found. 
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Figure 1. Hemodynamic parameters (heart rate [HR] in beats per minute, systolic blood 
pressure [SBP] in mm Hg, diastolic blood pressure [DBP] in mm Hg) and 
peripheral oxygen saturation (Sp02) in mm Hg by treatment group in elderly 
intensive care patients requiring abdominal surgery (N = 60).  *P < 0 .001  versus 
control. 
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[9.49] beats/min; P < 0.001), there were no other significant between-group differences 
in HR. Whereas the decrease in HR in the treatment group was significantly lower 
than in the control group, after 16 hours none of the HR values were found to be out- 
side the normal range (16-hour mean HR of treatment group: 73.63 [4.27] beats/min). 
Although SBP values were within the normal range, they were found to be decreased 
significantly in the treatment group beginning with hour 1 compared with baseline. 
SBP values were significantly decreased throughout the 24-hour period (all, P < 0.001). 
Except at hour 1 in the treatment group (79.86 [6.62]; P 0.007), there were no signifi- 
cant between-group differences in DBR No significant differences were found in blood 
gas analysis or peripheral oxygen saturation between groups. 

After 1 hour, VAS scores indicated that analgesia was effective in both groups com- 
pared with baseline values. VAS scores were significantly lower in the dexmedetomidine 
group compared with the control group at hours 1, 2, and 12 (VAS [hour 1]: 2.8 [0.4], 
P < 0.001; VAS [hour 2]: 2.7 [0.5], P < 0.001; and VAS [hour 12]: 0.9 [0.7], P 0.044) 
(Figure 2). 

The mean number of administrations of fentanyl via PCEA was significantly greater 
in the control group compared with the dexmedetomidine group (2.20 vs 6.63 times; 
P < 0.001) (Figure 3). The mean number of administrations of tenoxicam was also sig- 
nificantly lower in the dexmedetomidine group than in the control group (0.27 vs 
1.07 times; P < 0.001). 

SAS scores decreased in both groups compared with baseline values. In the con- 
trol group, the decreases at 0, 8, 12, 16, and 20 hours were significant (SAS [hour 0]: 
5.1 [1.0], P 0.024; SAS [hour 8]: 2.4 [0.5], P 0.001; SAS [hour 12]: 3.2 [0.6], P 
0.020; SAS [hour 16]: 3.1 [0.3], P < 0.001; and SAS [hour 20]: 3.3 [0.4], P 0.005) 
(Figure 4). 

In the control group, 5 patients (16.7%) were administered atropine sulfate (0.5 mg 
IV) for the treatment of bradycardia and 4 patients (13.3%) required volume replace- 
ment due to hypotension. Five patients (16.7%) in the control group and 1 patient 
(3.3%) in the dexmedetomidine group had postoperative nausea. No other AEs were 
experienced in the treatment group. 

Significantly more patients in the dexmedetomidine group compared with the con- 
trol group rated their satisfaction with postoperative pain control to be excellent (12 vs 
6 patients; P 0.014) (Figure 5). In both groups, 18 patients rated the experience as 
good. Six patients in the control group compared with none in the treatment group 
were not adequately satisfied with postoperative pain control. 

D I S C U S S I O N  
The number of surgeries performed in elderly patients has been increasing rapidly) 
Particularly after major surgeries, such as intra-abdominal surgery, these patients are 
closely monitored in the ICU with hemodynamic and respiratory follow-up, bleeding 
control, and effective postoperative analgesia and sedation. 2 

Appropriate sedation and analgesia levels during the postoperative period in geriatric 
patients are known to significantly affect morbidity and mortality by decreasing delir- 
ium and preventing age-related pharmacodynamic and pharmacokinetic changes) :5 
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Figure 2.  Visual analog scale (VAS) scores for pain level by t reatment  group in elderly 
intensive care patients requiring abdominal surgery (N = 60) .  Scale: 0 = no 
pain to 1 0  = worst pain imaginable. *P  < 0 . 0 0 1  versus control; tp  = 0 . 0 4 4  
versus control. 

The importance of pain management in postoperative delirium, which is seen com- 
monly in elderly patients, is a significant factor in delaying recovery. 9,15 18 While the 
analgesia plan to be used during the postoperative period varies depending on the age 
of the patient, the type of surgery, and the overall health status of the patient, ideal 
methods and drugs to be used for analgesia are still under investigation. Physiologic and 
systemic pathologic changes occurring in elderly patients contribute to the importance 
of the postoperative analgesia method. 1,2 

Epidural techniques are commonly used in postoperative analgesia for elderly 
patients, with the combination of a local anesthetic and an opioid being preferred. 3,4 
However, the occurrence of serious AEs (eg, hypotension, respiratory depression, deep 
bradycardia) and unwanted AEs (eg, nausea, vomiting, motor block) with these analge- 
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Figure 3. Mean number of doses of epidural fentanyl and IV tenoxicam by treatment group in 
elderly intensive care patients requiring abdominal surgery (N = 60).  *P < 0 .001 .  

sic regimens make it necessary to continue research about different and more optimal 
analgesia methods. 1,3 The 0~2-agonists , particularly the combination of clonidine with 
local anesthetics administered via the epidural or spinal route, has been found to be 
effective in pain management. 19 21 Dexmedetomidine, another o~2-receptor agonist, is 
commonly used in ICUs for sedation of patients with psychological problems, including 
delirium. <7,22 The dose range of this drug, preferably used intravenously, varies depend- 
ing on the severity of the sedation (SAS <3; difficult to arouse but awakens to verbal 
stimuli and drifts off again). 23 In various clinical studies, dexmedetomidine has been 
found to reduce the doses of opioids, benzodiazepines, propofol, and antipsychotic drugs 
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Figure 4. Mean sedation-agitation scale scores by treatment group in elderly intensive 
care patients requiring abdominal surgery (N = 60) .  Scale: 1 = unarousable to 
7 = dangerous agitation. *P  = 0 . 0 2 4  versus control; tp  = 0 .001;  ~P = 0 .020;  
§P < 0 .001;  lip = 0 .005 .  

in ICUs. 6,v The effective analgesia obtained with dexmedetomidine has been widely 
discussed.8 11 Its effect on increasing sedation and analgesia via its central influence 
on the locus ceruleus and the posterior horn of the spinal cord has been reported. 24 
However, clinical studies on its spinal and epidural use are limited. 

The aim of this study was to determine the effectiveness and tolerability of a moder- 
ate dose of IV dexmedetomidine on postoperative pain relief combined with a continu- 
ous low-dose local anesthetic administered epidurally. Because sedation and hemody- 
namic AEs associated with dexmedetomidine may be a problem for geriatric patients, > 
the drug was used in moderate doses. The required analgesic dose for all the patients 
was supported by low-level epidural fentanyl administration at intervals via PCEA. In 
cases where the epidural technique was insufficient, intravenous tenoxicam was added 
to the treatment. 

During the study we used a VAS to assess the effectiveness of pain relief; maintain- 
ing a VAS score <3 was the main goal of the study. In the present study, adequate 
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Figure 5.  Patient satisfaction scale scores for postoperative pain control by treatment  
group in elderly intensive care patients requiring abdominal surgery (N = 60) .  
Scale: 1 = bad, 2 = moderate, 3 = good, 4 = excellent.  * P  < 0 . 0 1 4  versus 
control. 

analgesia levels were achieved in both groups. However, the fact that although VAS val- 
ues in the dexmedetomidine group were significantly lower than in the control group at 
some measurement times, the need for a significantly lower number of doses of fentanyl 
may be an important advantage. This result supports the systemic analgesic attribute of 
dexmedetomidine.8 11,25 Therefore, a lower number of doses of fentanyl and tenoxicam 
may be associated with fewer AEs and lower sedation, which may contribute to more a 
comfortable postoperative period for patients. 

Dexmedetomidine was reported to increase the sedative effects of opioids but was as 
effective as opioids when used as monotherapy. 8'26 In this study, a more continuous and 
moderate sedation level was observed in the dexmedetomidine group. However, while 

2 5  



C U R R E N T  T H E R A P E U T I C  R E S E A R C H  

the sedation level in the control group was different from baseline and compared with the 
treatment group at most times, occasional occurrences of deep sedation were thought to 
be associated with the frequency of the fentanyl boluses. Administering dexmedetomidine 
via infusion for sedation of ICU patients is particularly recommended to achieve good 
continuous sedation. > In this study, use of dexmedetomidine infusion at a moderate dose 
(0.2 p/kg • h 1) in patients administered a low dose of local anesthetic (0.125% bupiva- 
caine 4 6 mL/h) via epidural catheter was found to be effective. 

While local anesthetics administered epidurally are associated with AEs (eg, respira- 
tory and cardiac events), O~2-agonists are also associated with AEs, such as bradycardia 
and hypotension. 3,7,12 The advantage of a minimal risk for respiratory depression with 
IV dexmedetomidine in patients with bradycardia and hypotension has been reported 
in studies on ICU sedation. 12,26 In the present study, while mean HR and SBP were 
significantly lower in the dexmedetomidine group, they remained within normal lim- 
its which was an advantage in these geriatric patients. This may be associated with 
appropriate analgesia and sedation levels in the dexmedetomidine group and minimal 
cardiovascular AEs of the drug. 7,8,1°,27 In addition, a significant reduction of nausea and 
vomiting in the dexmedetomidine-treated patients may have been associated with the 
lower amount of fentanyl they used. 

Although paracetamol and NSAIDs are known to be well tolerated, they are not 
sufficient for pain management after major abdominal surgery. 1,28 In the present study, 
the NSAID tenoxicam was added to the pain management regimen if needed to achieve 
sufficient and safe analgesia. 2 However, a significantly lower requirement for tenoxicam 
in the dexmedetomidine group was found and was one of the advantages of dexmedeto- 
midine as a coanalgesic in elderly patients. 1°,11 

Patient satisfaction with postoperative pain control was found to be significantly 
higher in the dexmedetomidine group, in which effective analgesia and sedation were 
achieved with minimal AEs compared with the control group. 

This study was designed as a pseudorandomized clinical trial in which the study 
patients and the investigator assessing the study parameters were blinded to the drugs 
being used. The limitations of this method might be selection bias. Other limitations 
include the small sample size of the study. 

C O N C L U S I O N S  
In both groups of elderly patients undergoing abdominal surgery, adequate and effective 
pain treatment with hemodynamic stability was provided by IV dexmedetomidine in 
addition to epidural fentanyl. The combination of an epidural low-dose local anesthetic 
administered with moderate doses of IV dexmedetomidine was effective and was associ- 
ated with significantly lower opioid use and greater patient satisfaction. 

R E F E R E N C E S  
1. Aubrun F, Marmion F. The elderly patient and postoperative pain treatment. Best Pr~ct Res C/in 

An~esthesiol. 2007;21:109 127. 
2. Aubrun F. Management of postoperative analgesia in elderly patients. Reg Anesth P~in Ned. 

2005;30:363 379. 

2 6  



S .  A K I N  E T  A L .  

3. Akin S, Aribogan A, Turunc T, Aridogan A. Lumbar plexus blockade with ropivacaine for 
postoperative pain management in elderly patients undergoing urologic surgeries. Uro/Int. 2005; 
75:345 349. 

4. Mann C, Pouzeratte Y, Boccara G, et al. Comparison of intravenous or epidural patient-controlled 
analgesia in the elderly after major abdominal surgery. AnestDesiology. 2000;92:433 441. 

5. Venn M, Newman J, Grounds M. A phase II study to evaluate the efficacy of dexmedetomidine 
for sedation in the medical intensive care unit. Intensive C~re k4ed. 2003;29:201 207. 

6. Szumita PM, Baroletti SA, Anger KE, Wechsler ME. Sedation and analgesia in the intensive 
care unit: Evaluating the role of dexmedetomidine. AmJ He~ltD Syst PD~rm. 2007;64:37 44. 

7. Gerlach AT, Dasta JF. Dexmedetomidine: An updated review [published correction appears in 
Ann Pharmacother. 2007;41:530~31]. Ann Pharmacother. 2007;41:245 252. 

8. Cortinez LI, Hsu YW, Sum-Ping ST, et al. Dexmedetomidine pharmacodynamics: Part II: 
Crossover comparison of the analgesic effect of dexmedetomidine and remifentanil in healthy 
volunteers. AnestDesiology. 2004;101:1077 1083. 

9. Fraser GL, Riker RR. Sedation and analgesia in the critically ill adult. Curt Opin An~estDesiol. 
2007;20:119 123. 

10. Hall JE, Uhrich TD, Barney JA, et al. Sedative, amnestic, and analgesic properties of small-dose 
dexmedetomidine infusions. AnestD An~lg. 2000;90:699~05. 

11. Arain SR, Ruehlow RM, Uhrich TD, Ebert TJ. The efficacy of dexmedetomidine versus mor- 
phine for postoperative analgesia after major inpatient surgery. AnestD An~lg. 2004;98:153 158. 

12. Hogue CW Jr, Talke P, Stein PK, et al. Autonomic nervous system responses during sedative 
infusions of dexmedetomidine. AnestDesiology. 2002;97:592~98. 

13. de Wit M, Epstein SK. Administration of sedatives and level of sedation: Comparative evaluation 
via the Sedation-Agitation Scale and the Bispectral Index. AmJ Crit C~re. 2003;12:343 348. 

14. Guenin MO, Rosenthal R, Kern B, et al. Ferguson hemorrhoidectomy: Long-term results and 
patient satisfaction after Ferguson's hemorrhoidectomy. Dis Colon Rectum. 2005;48:1523 1527. 

15. Ely EW, Shintani A, Truman B, et al. Delirium as a predictor of mortality in mechanically 
ventilated patients in the intensive care unit. JAk4A. 2004;291:1753 1762. 

16. Griff]ths RD, Jones C. Delirium, cognitive dysfunction and posttraumatic stress disorder. Curt 
Opin An~esthesiol. 2007;20:124 129. 

17. Vaurio LE, Sands LP, Wang Y, et al. Postoperative delirium: The importance of pain and pain 
management. AnestD An~lg. 2006;102:1267 1273. 

18. Fong HK, Sands LP, Leung JM. The role of postoperative analgesia in delirium and cognitive 
decline in elderly patients: A systematic review. AnestD An~lg. 2006;102:1255 1266. 

19. Parker RK, Connelly NR, Lucas T, et al. Epidural clonidine added to a bupivacaine infu- 
sion increases analgesic duration in labor without adverse maternal or fetal effects. J An~estD. 
2007;21:142 147. 

20. Kaabachi O, Zarghouni A, Ouezini R, et al. Clonidine 1 microg/kg is a safe and effective adju- 
vant to plain bupivacaine in spinal anesthesia in adolescents. AnestD An~lg. 2007;105:516 519. 

21. Huang YS, Lin LC, Huh BK, et al. Epidural clonidine for postoperative pain after total knee 
arthroplasty: A dose-response study. AnestD An~lg. 2007;104:1230 1235. 

22. Lev~inen J, M~ikel~i ML, Scheinin H. Dexmedetomidine premedication attenuates ketamine- 
induced cardiostimulatory effects and postanesthetic delirium. AnestDesiology. 1995;82:111~1125. 

23. Sakaguchi Y, Takahashi S. Dexmedetomidine. k4~sui. 2006;55:856 863. 
24. Coursin DB, Coursin DB, Maccidi GA. Dexmedetomidine. Curt Opin Crit C~re. 2001;7:221 226. 
25. Memis D, Turan A, Karamanlioglu B, et al. Adding dexmedetomidine to lidocaine for intrave- 

nous regional anesthesia. Anesth An~[g. 2004;98:835 840. 

2 7  



C U R R E N T  T H E R A P E U T I C  R E S E A R C H  

26. Hsu YW, Cortinez LI, Robertson KM, et al. Dexmedetomidine pharmacodynamics: Part I: 
Crossover comparison of the respiratory effects of dexmedetomidine and remifentanil in healthy 
volunteers. AnestDesiology. 2004;101:1066 1076. 

27. Dasta JF, Kane-Gill SL, Durtschi AJ. Comparing dexmedetomidine prescribing patterns and 
safety in the naturalistic setting versus published data. Ann Ph~rm~cother. 2004;38:1130 1135. 

28. Feld JM, Laurito CE, Beckerman M, et al. Non-opioid analgesia improves pain relief and decreases 
sedation after gastric bypass surgery [in English and French]. C~nJ AnestD. 2003;50:336 341. 

A D D R E S S  C O R R E S P O N D E N C E  TO:  Sule Akin, MD, Anesthesiology and Reani- 
mation Department, Baskent University School of Medicine, Dadaloglu Mh. 39. Sk. 
No: 6, 01250 Yuregir/Adana, Turkey. E-mail: sakin00@yahoo.com 

2 8  


