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Atrial fibrillation (AF) may occur in patients after coronary artery bypass surgery (CABG).
Dexmedetomidine is a selective agonist of the alpha-2 adrenergic receptor with sedation, anti-anxiety and
analgesic effects.
Therefore, the aim of the present study was to investigate the effect of sedation with dexmedetomidine on
the incidence of AF in patients admitted to the intensive care unit after CABG surgery.
In this study, 100 patients underwent CABG surgery and randomly divided into two groups of
dexmedetomidine and control. In the dexmedetomidine group, the drug was initiated at the time of
closing the sternum at a dose of 0.7 μg/ kg /h and continued in the ICU at a dose of 0.5 μg/ kg /hr as an
adjuvant and primary analgesic. Then, the effect of dexmedetomidine on atrial fibrillation and the effects
of medication on the duration of hospitalization, the cost of hospitalization and stay in ICU, as well as
heart rate, blood pressure and pain in patients were investigated first.
The results showed that there was no significant difference in the incidence of AF after CABG
surgery between the two experimental and control groups. On the other hand, patients in the
dexmedetomidine group were hospitalized less frequently in the hospital than the control group, which
led to a reduction in hospital costs. In addition, pulse, systolic blood pressure, and pain and sedation
were significantly lower in control group (P<0.05).
Although the use of dexmedetomidine did not result in a difference in the incidence of AF
after CABG surgery, the use of this drug reduced hospital stays, pulse rate, blood pressure and pain in
patients.
dexmedetomidine; atrial fibrillation; Coronary artery bypass graft surgery

C

ardiovascular disease is responsible for 50% of
deaths in developed countries and 25% of deaths in
developing countries [1-2].
Many patients with coronary artery disease may require
coronary artery bypass graft (CABG) surgery to reduce or
eliminate angina pectoris symptoms [3].
Atrial fibrillation (AF) is common in the first 4-5 days
after CABG surgery and is reported to occur in 25-40% of
the patients [4]. Sex, left ventricular dysfunction, left atrium
enlargement, chronic pulmonary disease, diabetes and
obesity are facors that may affect the incidence of AF in the
postoperative period [5].
AF after CABG surgery is associated with higher
complications such as thromboembolism, renal failure, heart
failure, and an increase in the length of stay in the hospital
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leading to higher costs and higher mortality rates [6-7].
Despite the many advances in surgical techniques, the
incidence of AF after CABG has not decreased [8].
Various studies have been done to reduce the incidence of
AF after CABG surgery. Antiarrhythmic drugs that have
been proven to reduce the risk of AF after surgery include
beta-blockers (sotalol) and amiodarone [9].
Dexmedetomidine is a selective agonist of the α-2
adrenergic receptor with sedation, anti-anxiety and analgesic
effects which is used as a sedative drug in the intensive care
unit [10-12].
Dexmedetomidine was first approved by the FDA in 1999
for short-term (less than 24 hours) surgeries for adolescents
admitted to ICU and under mechanical respiration with the
tracheal tube [13-15]. Previous studies have shown a
positive effect of medication in cardiovascular function of
patients undergoing various surgeries [16-17].
In this study, the effect of dexmedetomidine on reducing
the incidence of AF in patients admitted to the intensive care
unit after CABG surgery was studied.

Methods
After approval of ethics committee of Tehran University
of Medical Sciences this study was conducted at Shariati
hospital.
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Patients undergoing CABG surgery were enrolled in the
study.
Inclusion criteria: patients aged 40-70 years, American
Association of Anesthesiology class II and III, creatinine
levels below 2mg/dl, ejection fraction higher than 40%, and
absence of a permanent pacemaker and absence of
significant underlying neurological disorders that prevent the
titration of a sedative or analgesic drug, pulmonary disease,
arrhythmia prior to surgery and history of hypertension.
Exclusion Criteria: The need for multiple rescue doses for
sedation
On arrival to the operating room, ECG monitoring and
pulse oximetry, and invasive control of blood pressure (IBP
monitoring) was initiated for all the patients.
At the time of closing the sternum, patients were randomly
assigned into two groups of dexmedetomidine (DEX) and
control group based on a previously prepared list.
In the DEX group, dexmedetomidine infusion was started
at the closing of sternum at a dose of 0.7 μg / kg / h and was
continued in the postoperative period in the ICU at a dose of
0.5 μg / kg / hr as an adjuvant drug and as an analgesic.
If Richmond score was higher than 2 or critical care pain
observation tool(CPOT≥3), to control agitation and pain, 0.1
μg / kg / h of dexmedetomidine was added. If this action was
not effective after 20 minutes, a rescue agent was used.
If, despite this, the patient still needed rescue doses (more
than one dose per hour), fentanyl infusion was started at 0.52 μg/ kg /hr and the patient was excluded from the study.
Rescue agents included fentanyl, morphine and midazolam.
The following parameters were recorded at 1, 2, 3, 5, 7 and
9 hours after surgery: vital signs, Richmond score, CPOT
Pain Score mechanical ventilation, sodium levels,
analgesics, inotropes and vasodilators and antiarrhythmic
drugs.
Also, episodes of sinus tachycardia and hypertension,
bradycardia, and hypotension were recorded.
Patients in the control group underwent routine sedation
with midazolam (1-2 mg/hr) and fentanyl (0.5-2 μg/kg/hr)
after transfer to the ICU. Like the dexmedetomidine group,
the above parameters were recorded at 1, 2, 3, 5, 7, 9 hrs
after surgery and in the ICU.
In the case of Richmond score≥2 or CPOT≥3, for the
control of agitation and pain, titration of midazolam and
fentanyl was done.
In case of tachyarrhythmias, such as SVT and Rapid AF,
standard treatment was done in the ICU.

Also, the mean age of the patients receiving
dexmedetomidine was 55.32 ± 8.99 years and the mean age
of the control group was 59.10 ± 6.27 years, which was not
significantly different between the two groups (P> 0.05).
The patients in this study suffered from at least one
underlying illness, the most common underlying diseases
were IHD (86 cases) and diabetes (59 cases). Details of the
distribution of underlying illness in both groups in the
(Table 1) has been shown. The prevalence of
hypothyroidism, COPD and asthma was 13%, 10%, and 3%
respectively.
Figure 1- Distribution of patients in the studied groups

Table 1- Prevalence of diseases between the groups

Ischemic Heart Disease (IHD) ،Diabetes Mellitus (MD), Hypertension
(HTN), Chronic Obstructive Pulmonary Disease (COPD)

Table 2- Distribution of clinical parameters in both
control and dexmedetomidine group

Statistical Analysis
With the estimate of the incidence of 10% postoperative
AF after dexmedetomidine administration, compared with
the incidence of 17.5% in the control group with α = 0.05
and 80%, the sample size was estimated to be 50 in each
group.
Comparison of quantitative variables between two groups
was done by independent T-test or Mannwhitney test and
comparing qualitative variables by Chi Square Test. The
significance level in all tests was considered to be α= 0.05.

Results
In this study, 100 patients were enrolled in the study.
Thirty-eight patients were male (76%) and 12 (24%) were
female, in the dexmedetomidine group. In the control group,
39 cases (78%) were male and 11 (22%) were female
(Figure1).
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*p<0.05
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Distribution of clinical parameters studied in both control
and dexmedetomidine group are presented in (Table 2).
Average systolic blood pressure, pulse rate and pain score in

the dexmedetomidine and control groups are also presented
in (Table 3-4) and also in (Figure 2-5).

Table 3- Average systolic blood pressure, pulse rate and pain score in the dexmedetomidine and control groups

Figure 2- Comparison chart of the pulse rate in both dexmedetomidine and control groups at different times
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Figure 3- Comparison chart of systolic blood pressure in both dexmedetomidine and control groups at different times
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Figure 4- Comparison chart of diastolic blood pressure in both dexmedetomidine and control groups at different times
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Figure 5- Comparison chart of pain score in both dexmedetomidine and control groups at different times
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Table 4- Grading of sedation according to Richmond scale

Discussion
The present study showed that the use of
dexmedetomidine did not lead to a difference between the
406 http://aacc.tums.ac.ir

two groups in terms of AF after CABG surgery, but the use
of this drug decreased other parameters recorded including
duration of stay in hospital, the duration of hospitalization in
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ICU, pulse rate, blood pressure and pain.
In this study, the incidence of AF after CABG surgery in
the two groups did not show any significant differences. In
contrast to the findings of our study, Narisawa et al. (2015)
evaluated 133 patients admitted to ICU after CABG. Their
results showed that dexmedetomidine significantly reduced
the incidence AF after CABG [18].
The reason for this difference in outcome may be related
to the sample size, the type of surgery, the dose of the drug
and the time and duration of the drug administration.
Narisawa et al. (2015) used a 0.2-0.7 μg / kg / h dose of
dexmedetomidine after extubation [18-20].
Ai et al. in a retrospective study on pulmonary surgery in
cancer patients, showed that the use of dexmedetomidine
decreased AF [21].
In this study, the incidence of extra ventricular arrhythmias
after CABG did not differ significantly between the two
groups; these results were different from the study by
Chrysostomou et al., which showed that in their study the
use of the post-operative dexmedetomidine during cardiac
surgery significantly reduced the incidence of
supraventricular arrhythmia and ventricular tachyarrhythmia
in patients receiving dexmedetomidine compared to the
control group [22].
They also showed that the use of dexmedetomidine
reduces hospital stay and ICU residence time, in which the
findings of Chrysostomou et al. (2011) were consistent with
our study [22].
Rajput et al. (2014), showed in their study that
dexmedetomidine reduced hospital stay [23].
In this study, pulse rate and blood pressure in both groups
were evaluated at different hours after surgery. The results
showed that pulse rate in patients receiving
dexmedetomidine was lower than the control group.
In the case of hypertension, the same trend was observed;
blood pressure decreased in patients receiving
dexmedetomidine compared to the control group.
On the other hand, Rajput et al. (2014) showed that the use
of dexmedetomidine significantly reduced the pulse rate and
mean arterial pressure (MAP) of the recipient patients at 1,
2, 3 and 4 hours after surgery, compared to the control
group. These findings were consistent with our study, which
indicates that dexmedetomidine decreases pulse rate and
MAP in patients [23].
In the present study, in addition to studying the effects of
dexmedetomidine on cardiovascular parameters, the effect of
this drug on pain and sedation in patients undergoing CABG
surgery was studied. The results showed that according to
the CPOT criteria, the patients in the two groups did not
show any pain immediately after operation and 1, 2, and 3
hours after surgery.
Over time, at 5, 7, and 9 hours after surgery, pain was
measured based on CPOT criteria in both groups, which was
significantly lower in the group receiving dexmedetomidine
than in the control group.
In addition to the amount of pain, the aim of this study was
to investigate the effect of dexmedetomidine on the
Richmond scoring method.
The results of our study showed that in the first hours of
postoperative sedation in both groups was deep and over
time, the sedation rate decreased in both groups, so that the
difference in relaxation at 5, 7 and 9 hours after surgery in
two groups, was significantly different.
One of the main limitations of the present study was that
Archives of Anesthesiology and Critical Care (Winter 2018); 4(1): 403-408

many cofounding factors may affect the incidence of AF
which we tried to minimize them, but surely they still have
their effect on the result, therefore a much larger study is
needed to clarify the effect of dexmedetomidine on the
incidence of postoperative AF.

Conclusion
Although the results of this study showed that the use of
dexmedetomidine did not significantly decrease the
incidence of AF, supraventricular tachyarrhythmia after
CABG surgery, but the use of this drug decreased other
parameters examined including hospital stay, pulse rate,
blood pressure and pain in patients.
References
1.
2.

3.

4.

5.

6.

7.

8.

9.

10.

11.

12.

13.

14.

15.

16.

17.

Yusuf S, Reddy S, Ôunpuu S, Anand S. Global burden of
cardiovascular diseases. Circulation. 2001; 104(23):2855-64.
Archbold R, Curzen N. Off-pump coronary artery bypass graft
surgery: the incidence of postoperative atrial fibrillation. Heart.
2003; 89(10):1134-7.
Brilakis ES, Held C, Meier B, Cools F, Claeys MJ, Cornel JH, et al.
Effect of ticagrelor on the outcomes of patients with prior coronary
artery bypass graft surgery: insights from the PLATelet inhibition
and patient outcomes (PLATO) trial. Am Heart J. 2013;
166(3):474-80.
Creswell LL, Damiano RJ. Postoperative atrial fibrillation: an old
problem crying for new solutions. J Thorac Cardiovasc Surg. 2001;
121(4):638-41.
Chugh SS, Blackshear JL, Shen W-K, Hammill SC, Gersh BJ.
Epidemiology and natural history of atrial fibrillation: clinical
implications. J Am Coll Cardiol. 2001; 37(2):371-8.
Lloyd-Jones DM, Wang TJ, Leip EP, Larson MG, Levy D, Vasan
RS, et al. Lifetime risk for development of atrial fibrillation the
Framingham heart study. Circulation. 2004; 110(9):1042-6.
Gungor H, Eryilmaz U, Akgullu C, Zencir C, Kurtoglu T, Selvi M,
et al. Preoperative poor coronary collateral circulation can predict
the development of atrial fibrillation after coronary artery bypass
graft surgery. Coron Artery Dis. 2013; 24(7):572-6.
Mithani S, Akbar MS, Johnson DJ, Kuskowski M, Apple KK,
Bonawitz-Conlin J, et al. Dose dependent effect of statins on
postoperative atrial fibrillation after cardiac surgery among patients
treated with beta blockers. J Cardiothorac Surg. 2009; 4:61.
Yang Q, Qi X, Li Y. The preventive effect of atorvastatin on atrial
fibrillation: a meta-analysis of randomized controlled trials. BMC
Cardiovasc Disord. 2014; 14:99.
McDonald T, Hoffman WE, Berkowitz R, Cunningham F, Cooke
B. Heart rate variability and plasma catecholamines in patients
during opioid detoxification. J Neurosurg Anesthesiol.
1999;11(3):195-9.
Belleville JP, Ward DS, Bloor BC, Maze M. Effects of intravenous
dexmedetomidine in humans: I. Sedation, ventilation, and
metabolic rate. Anesthesiology. 1992; 77(6):1125-33.
Triltsch AE, Welte M, von Homeyer P, Groe J, Genähr A,
Moshirzadeh M, et al. Bispectral index-guided sedation with
dexmedetomidine in intensive care: A prospective, randomized,
double blind, placebo-controlled phase II study. Crit Care Med.
2002; 30(5):1007-14.
LeRiger M, Naguib A, Gallantowicz M, Tobias JD.
Dexmedetomidine controls junctional ectopic tachycardia during
Tetralogy of Fallot repair in an infant. Ann Card Anaesth. 2012;
15(3):224-8.
Tobias J. Dexmedetomidine: applications in pediatric critical care
and pediatric anesthesiology. Pediatr Crit Care Med. 2007;
8(2):115-31.
Tobias JD, Gupta P, Naguib A, Yates AR. Dexmedetomidine:
applications for the pediatric patient with congenital heart disease.
Pediatr Cardiol. 2011; 32(8):1075-87.
Geng J, Qian J, Cheng H, Ji F, Liu H. The Influence of
Perioperative Dexmedetomidine on Patients Undergoing Cardiac
Surgery: A Meta-Analysis. PLoS One. 2016; 11(4):e0152829.
Turan A, Bashour CA, You J, Kirkova Y, Kurz A, Sessler DI, et al.
Dexmedetomidine sedation after cardiac surgery decreases atrial
http://aacc.tums.ac.ir 407

Azimaraghi et al.
arrhythmias. J Clin Anesth. 2014; 26(8):634-42.
18. Narisawa A, Nakane M, Kano T, Momose N, Onodera Y, Akimoto
R, et al. Dexmedetomidine sedation during the nighttime reduced
the incidence of postoperative atrial fibrillation in cardiovascular
surgery patients after tracheal extubation. J Intensive Care. 2015;
3(1):26.
19. Sairaku A, Yoshida Y, Hirayama H, Nakano Y, Ando M, Kihara Y.
Procedural sedation with dexmedetomidine during ablation of atrial
fibrillation:
a
randomized
controlled
trial.
Europace.
2014;16(7):994-9.
20. Abdulkadir A, You J, Saager L, Bashour A, Kurz A, Sessler DI, et
al. Effect of Dexmedetomidine on Atrial Arrhythmias after Cardiac
Surgery. The Anesthesiology(abstract).

408 http://aacc.tums.ac.ir

21. Ai D, Xu G, Feng L, Yu J, Banchs J, Vaporciyan AA, et al.
Dexmedetomidine does not reduce atrial fibrillation after lung
cancer surgery. J Cardiothorac Vasc Anesth. 2015; 29(2):396-401.
22. Chrysostomou C, Sanchez-de-Toledo J, Wearden P, Jooste EH,
Lichtenstein SE, Callahan PM, et al. Perioperative use of
dexmedetomidine is associated with decreased incidence of
ventricular and supraventricular tachyarrhythmias after congenital
cardiac operations. Ann Thorac Surg. 2011; 92(3):964-72.
23. Rajput RS, Das S, Makhija N, Airan B. Efficacy of
dexmedetomidine for the control of junctional ectopic tachycardia
after repair of tetralogy of Fallot. Ann Pediatr Cardiol. 2014; 7(3):
167–172.

Archives of Anesthesiology and Critical Care (Winter 2018); 4(1): 403-408

